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ABSTRACT 

This study was aimed to assess the use of mosquito treated nets in the reduction of child 

mortality in Kibaha district in Pwani region. The Demographic Health Survey of 2010 

(DHS) showed that, the rate of under five deaths is increasing in Kibaha as it ranks 350 

per 1000 people annually. This is high compared to other regions Moshi and Mwanza 

which lies around 180/100 per annual. Also the WHO, 2009 report, showed that in 

Tanzania 131 children under five years old die due to malaria cases. UNICEF through 

its report of 2007 revealed that the under five death in Tanzania due to malaria is 

increasing from 150/1000 people to 180/1000 people annually to various region 

particularly Kibaha district (UNICEF, 2007). The specific objectives included in this 

study were: to assess the contribution of the household heads towards using Mosquito 

Treated nets, to evaluate the factors of not using Mosquito treated nets within the 

household, to assess the causes and challenges of effective use of Mosquito treated nets 

within the household and to examine the effects of using Mosquito treated nets in 

reducing child mortality. This study used cross sectional survey. The subjects of the 

study were taken from under five health survey and the sample size were selected 

randomly from the household in Kibaha district and used as a sample size for 

representative of the whole population of Kibaha. 

The study has observed that, income limitation of the household in Kibaha District is 

the major cause of increasing child mortality as many family lack health services due 

absence of money. Also, the climate of the area being hot increase rate of not using nets 

for their children and thus raising child mortality. The study observed that lack of 
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Health education contributes child mortality as the parents lack knowledge of using 

mosquito nets within their houses. Lastly is a cultural belief of the people as many 

families have more than one wife. This made a large family in which a father could not 

afford all expenses of health services. 

Therefore this implies that there is need of strong effort from the government to 

rehabilitate the situation by increasing medical officers that could balance with the 

increasing population. Also provision of health education to the community so that they 

could eradicate malaria that cause under five deaths. Lastly there is a need to involve 

the community in various sources of income generating activities particularly those 

investments that are being located in Kibaha. This will increase income for survival. 

As far as the study is concerned, malaria is a serious disease in our country as it kills 

million of people particularly under five. The government together with development 

partners has the responsibility to address all strong causes of malaria and find solutions 

of treating them. Also, during the national budget the government has to take time on 

reviewing serious diseases within heath sector and thus take an opportunity to increase 

services like medicine, training medical officer so as to treat malaria effectively. 

Development partners have to be encouraged to invest in eradicating malaria by 

providing education to individuals mostly in rural areas where the problem is extreme.  
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CHAPTER ONE 

INTRODUCTION AND BACKGROUND 

1.1 Introduction 

This chapter includes background of the problem, statement of the problem, research 

objectives, and significance of the study and limitation of the study. The main aim in 

this study is to assess the use of mosquito treated nets in order to reduce child mortality 

and morbidity in Kibaha district. 

1.2 Background to the problem 

The history of malaria control in Africa dates back to the early
 
1900s, when malaria 

was seen as a major threat to development
 
in areas where the disease was endemic. In 

Tanzania for example, colonial
 
governments implemented a number of interventions to 

address
 
the situation. Multiple techniques combining environmental

 
management like 

effective housing designs, personal protective measures,
 
and anti-malarial drugs were 

simultaneously used for malaria
 
control. In Tanzania (formerly known as Tanganyika), 

malaria
 
control efforts were initiated to protect the German colonial

 
personnel in the 

late 1890s. Efforts were gradually increased
 

during the British colonial era and 

Tanganyika participated
 
in the malaria eradication efforts through the Pare-Taveta 

scheme,
 
which conducted indoor spraying with prompt treatment.  

Since
 
Tanzania became an independent country in 1961, a number of

 
prevention, 

management, and control measures of malaria have been instituted.
 
However, the initial 

period was marred in the confusion after
 
cancellation of malaria eradication efforts in 

1961. Thus recently the problem seemed to be a great threat to the economic 

development in most African countries. It is estimated that three million
 
deaths result 

from malaria throughout the world per year, with Africa
 
having more than 90% of this 
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burden. The burden of child death due to malaria in Africa remains high every year. For 

example, 14 to 18
 
million new malaria cases are reported in Tanzania, resulting

 
in 

120,000 deaths. Of these deaths, 70,000 are in children under five years. The annual 

incidence rate is 400 to 500/1,000
 
people and this number doubles for under five age 

children. Malaria is the leading cause of outpatients, inpatients,
 
and admissions of 

children under five years of age at health
 
facilities.

 
Malaria is considered to be the major 

cause of 
 
 loss of economic and impediment to learning capacity of people 5 to 25

 
years 

of age. 

The disease is one of the most important obstacles
 
to economic development and 

foreign investment because 90% of 42 to 45 million people in Tanzania are at risk of 

malaria, with endemicity and risk
 
of transmission varying as mapped recently by 

Mapping Malaria
 
Risk in Africa (MARA). Tanzania has the third largest population

 
at 

risk of stable malaria in Africa after Nigeria and Democratic
 
Republic of Congo. In 

terms of cost implication in relation to Gross Domestic Product
 
(GDP), Tanzania is 

considered one of poorest countries in the
 
world (partly as a result of the burden of 

child deaths due to malaria ); with an
 
annual GDP of U.S. $280 per capita (  URT, 

2004), and 36% of the population
 
living below the basic needs poverty line. Malaria is 

estimated
 
to consume 3.4% of the GDP or $240 million every year. It is

 
estimated that 

Tanzania spends $2.14 annually on malaria services
 
of every $11 spent per person per 

year on health. Approximately
 

75% of the expenditure for malaria is borne by 

households, with
 
the government contributing 20% and development partners 5%. 

Approximately 30% of this expenditure at the household level
 
is spent for anti-malarial 

drugs and 50% for mosquito nets,
 
insecticides, coils, and other strategies. The burden of 

malaria
 
is greatest especially among the poor, given the vicious circle

 
of poverty and ill 
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health. Given that, the situation in Kibaha is leading in child mortality as every year the 

rates is 128/1000 and above lose their life due to malaria. As compared to other areas, 

Kibaha is a coast region with high temperature that attracts malaria vectors. Therefore 

the study intended to assess the use of mosquito treated nets in the reduction of child 

mortality in Kibaha district (DHS, 2008).
 
 

1.3 Statement of the problem 

Children under five years are very vulnerable to many disease particularly malaria as 

their body immunity system is not strong enough to fight effectively against childhood 

diseases. Child born in Africa therefore they face the worst conditions of surviving the 

first five years against these childhood diseases. Challenges to improve the survival of 

children under five age in the midst of effective interventions are distance to health to 

health facilities, lack of awareness for people, ignorance on using health facilities, lack 

of political will and inadequate fund for running the programme of ITNs. 

Also, studies show that the rate of children death is still high in Kibaha that is 128/1000 

per annual. The reason of death is malaria which is associated with climatic condition 

of the area (hot climate) which attracts malaria vectors. Culture of the societies in these 

areas is among the contributors of high cases of malaria. Similarly, the economic 

backwardness of these areas also hinders most of the parents not to afford health 

services. All these have a great repercussion on the economic backwardness of Kibaha 

District like having low standard of living. Under these conditions the community faces 

challenges on controlling malaria particularly to under five children (Kamuzora, 1972).  

Therefore, child mortality is obviously a national burden since it accelerates poor 

development in our country. This is because most of the resources are invested in 
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controlling child morbidity rather than investing in economic issues. Many researches 

have been done on malaria in Africa showing that the disease is very serious to most 

people particularly young children as well as pregnant women due to low immunity 

which is easy to be attacked by vectors of malaria. It is estimated that 2.9 million deaths 

of children under five per year occurred in Africa. Similarly to Kibaha District, as child 

mortality reduce economic development since the future generation is still disappearing 

leaving the elders who cannot work for survival and national as a whole. 

 Much effort has been done so as to reduce child mortality. Though in previous years 

the disease (malaria) was not much taken into account, recently much focus has been 

made to combat malaria for reducing child mortality. This is through cooperation of 

individuals, government, NGO‟S and other community organizations (CBO‟S) that 

cooperate in reducing this problem especially the current programme of distributing 

insecticides mosquito treated nets to each household for children and their mothers. 

Due to these repercussions various solutions have been done for reducing death of 

children like house cleaning particularly removing grasses around the houses and 

breeding sources of malaria vectors (USAID, 2008). 

 Therefore, the persistence of high rates of child mortality in Kibaha District (128 per 

1000) each year suggest that there is a necessity for research on other variables that 

affect health of children on the part of “Assessing the use of Mosquito Treated Nets in 

the reduction of child mortality.  

1.4 Objective of the study 

1.4.1 General objective 

The general objective of this study was to assess the use of Mosquito Treated Nets in 
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the reduction of child mortality in Kibaha District. 

1.4.2 Specific objectives 

1. To assess the contribution of the household head towards using Mosquito treated 

nets. 

2. To assess the factors of not using mosquito treated nets within the household. 

3. To determine the causes and challenges of effective use of mosquito treated nets 

within the household. 

4. To examine the effects of using mosquito treated nets in reducing child mortality. 

 

1.5 Research questions 

The research has been guided by the following research questions. 

 What is the contribution of the household head on buying and using ITNs? 

Variable used in question 1 

 Income of the household, 

 Willingness of buying and using mosquito nets, 

 Age of delivery, and 

 Fairness on the distribution of mosquito treated nets. 

 Do you think there are factors which hinder the household to use mosquito 

treated nets within their locality? 
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Variable used in question 2 

 Lack of health education  

 Role of gender in child care,  

 Rate of child mortality, and 

 Communication between users and non users of ITNs 

 What are the causes and challenges of effective use of mosquito treated nets 

within the household 

Variable used in question 3 

 Absence of health facilities and human resources, 

 Efficiency of mosquito treated nets,   

 Unhealthy environment, and 

 Awareness on health information 

 To what extent does the government improve health services particularly the use 

of mosquito treated nets within your area? 

Variable used in question 4 

 Location of health centers, 

 Local Cultural,  

 Government planning and support, and 

 Climate of the area 

1.6 Significance of the study  

The study intends to generate and add knowledge on recognizing, monitoring and 

controlling child mortality by using different measures like the use of mosquito bed 
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nets. Also, the study intended to understand and evaluate the causes and impacts of 

child mortality for the aim of providing the mitigation measures in the reduction of 

child mortality at Kibaha district. Moreover, the result of finding will help the 

government to increase effort towards combating malaria by improving health services 

and other needs for life. Likewise the results will be important for providing knowledge 

of health to the community and this will be a substantial aspect of promoting better 

living standard of people and its implication on the whole process of reducing poverty 

in our country. Furthermore, recommendations of this study are expected to enable 

people to get awareness on health of children by improving their life standard and give 

room to the government to increase effort of eradication of child mortality due to 

malaria. 

1.7 Summary 

Under five children in Africa particularly in Tanzania are at risk of death due to malaria 

cases. This is associated with their low body immunity. This result on high morbidity 

and mortality as they do not have access to effective interventions that would combat 

common and preventable childhood illnesses.  
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

This chapter presents a review of literature related to the subject under study that is, 

assessing the use of mosquito  treated nets in the reduction of child mortality in Kibaha 

District.   The review is divided into two parts: Theoretical Literature Review and 

Empirical Literature Review. Also, the situation of child mortality in developing 

countries like Tanzania especially in Kibaha District is discussed. The definition of key 

terms and concepts used in the study, various studies that have been done on the subject 

and research gap are also identified. 

2.2 Theoretical Literature Review 

2.2.1 Definition of key terms and concepts 

The following are the operational key terms underlying the research idea which resulted 

in the formulation of measurable and testable variables. 

Household is an aggregate of the husband wife or wives sons and all other people 

sharing the same compound or roof (Operational Report in Morogoro, 2005). 

Community is an identifiable population living in a location with defined geographical 

and administrative boundaries and involved in social, economic, and political relations 

that largely take place in the locality (Operational Report in Morogoro, 2005). 

Child mortality refers to the Probability of a child born in a specific year or period 

dying before reaching the age of five, if subject to age-specific mortality rates of that 

period. (Operational Report in Morogoro, 2005). 
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Mosquito treated net is a fine curtain or net put in windows, around beds, etc, to keep 

mosquitoes out ( William Collins, 2009).  

Theory refers to the set of statements or principles devised to explain a group of facts 

or phenomena, especially one that has been repeatedly tested or is widely accepted and 

can be used to make predictions about natural phenomena  (  William Collins, 2009).   

Society is a group of humans broadly distinguished from other groups by mutual 

interests, participation in characteristic relationships, shared institutions, and a common 

culture (Farlex clipart collection, 2003)    

Dusk is the time of day immediately following sunset (Douglas Harper, 2010)  

Dawn-the first appearance of daylight in the morning (Houghton Mifflin, 2005) 

2.2.2 Theoretical Framework 

a) Causes of child mortality in the world 

According to 2010 statistics, about 7.6 million children under the age of five die every 

year. More than half of these early child deaths are due to conditions that could be 

prevented or treated with access to simple, affordable interventions. The leading causes 

of death in under-five children are pneumonia, preterm birth complications, diarrhea, 

birth asphyxia and malaria. About one third of all child deaths are linked to 

malnutrition. For example, children in low-income countries are about 18 times more 

likely to die before the age of five than children in high-income countries. Thus child's 

risk of dying is highest in the neonatal period, the first 28 days of life. Safe childbirth 

and effective neonatal care are essential to prevent these deaths. About 40% of child 

deaths under the age of five take place during the neonatal period. Preterm birth, 
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intrapartum related complications (birth asphyxia or lack of breathing at birth), and 

infections cause most neonatal deaths. From the end of the neonatal period and through 

the first five years of life, the main causes of death are pneumonia, diarrhoea and 

malaria. Malnutrition is the underlying contributing factor in over one third of all child 

deaths, making children more vulnerable to severe disease. 

Table 1: The major causes of under five in the World  2010  

 Deaths of children under five Neonatal deaths 

Pneumonia 14% 4% 

Preterm birth complications  14% 

Diarrhoea 10% 1% 

Birth asphyxia  9% 

Malaria 7%  

Neonatal sepsis  6% 

Injuries 5%  

Noncommunicable diseases 4%  

Congenital abnormalities  3% 

HIV/AIDS 2%  

Measles 1%  

Neonatal tetanus  1% 

Other conditions 16% 2% 

Source: WHO Global Health Observatory, 2010  

 

 

 

 

http://www.who.int/ghodata/?vid=1480
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b) Causes of child mortality in sub Saharan Africa 

The number of children in developing countries who died before they reached the age 

of five dropped from 100 to 72 deaths per 1,000 live births between 1990 and 2008. 

Almost nine million children still die each year before they reach their fifth birthday. 

The highest rates of child mortality continue to be found in sub-Saharan Africa, where, 

in 2008, one in seven children died before their fifth birthday. Of the 67 countries 

defined as having high child mortality rates, only 10 are currently on track to meet the 

MDG target. The causes of child deaths are related to malnutrition and lack of access to 

adequate primary health care and infrastructure, such as water and sanitation, in many 

developing countries. Pneumonia, diarrhea, malaria and AIDS accounted for 43 per 

cent of all deaths in under-fives worldwide in 2008, and more than a third of all child 

deaths were attributable to under nutrition ( UN, 2010). 

c) Causes of child mortality in Tanzania 

Malnutrition is one of the greater challenges facing Tanzania. Over the past decade over 

600,000 children aged below 5 years are estimated to have died as a result of 

inadequate nutrition. In 2010 alone, another 43,000 children died prematurely because 

they are malnourished. That averages to one child dying every 12 minutes. Malnutrition 

causes death, but rarely because children starve. Children die because their diets are 

lacking in basic nutrients needed to build strong immune systems and to stay healthy. 

When malnourished children fall sick with diarrhea, malaria or pneumonia they are 

more likely to die. Had these children been adequately nourished, their deaths could 

have been prevented. Malnutrition hurts the economy of the people leading to low 

income for survival. For example farmers and other laborers, oft en women, are 

weakened by stunting, inadequate energy intake and anemia. Because of this they are 
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unable to exert much effort, leading to smaller harvests and reduced labor productivity. 

Malnutrition also contributes to lost opportunities for economic growth as adults with 

stunted brain development caused by inadequate nutrition during childhood are less 

able to innovate and respond to new market opportunities.   

d) Causes of child mortality in Kibaha 

However, the situation in Kibaha District is still high since death of children are mostly 

caused by inadequate health services, distance of the health centers, lack of nutrition to 

children under five and local beliefs like having many wives for labour power 

(polygamy).This create large families with low income and the result is increase of 

child mortality in Kibaha. 

2.2.3 Population theories 

Scholars have been doing research on different aspects that are associated with human 

life. Their reviews have been of great importance in further research are used in this 

study to reveal the variables that were presented. 

Marx‟s (1818-1883) through his view on population growth that causes people not to 

afford the means of life is closely linked to the mode of production and level of 

development. He argued that there are too many poor people particularly in developing 

countries like Tanzania due to capitalist exploitation. These hinder people to obtain 

health services as the level of income is low. As the community earns low income, they 

will not afford the expenses of health facilities. The result of this situation is high 

deaths to under five due to lack of treatment. Therefore for reducing the situation it 

needs proper economic and social arrangements that could accommodate population 

growth that could balance with health services. 
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As far as Marx‟s view on population, it is true that in the society where people are 

exploited in terms of their resources in which they use to produce for earning means of 

life including health services. Since societies were exploited, they lack incomes that are 

necessary for living. As result eruption of diseases that could not controlled. And the 

lasting point is increase of child mortality. 

Thomas Robert Malthus, (1766-1834) in his Essay on the Principle of Population 

initially published in 1798, postulated that population tended to grow geometrically 

while the means of subsistence (i.e. food) grew only arithmetically. This means that 

population grows at a rate that exceeds available food supply.  

The theory shows that there is no balance between number of people and food 

production. As far as the food is not enough and population is greater, society will have 

own low income that could not satisfy the prevailing population in terms of food 

nutrition and other means of life like accessing health services. Lack of health services 

will increase child mortality in the societies especially to under five children. Thus to 

balance population there must be reduction of population growth by family planning. 

This will ensure good living standard. 

From the above theory, large population in the society may hinder the access of health 

facilities like medicine, and any drugs that are supplemented by the government and 

NGO‟S. Therefore there should be noted that, people in the society might reduce birth 

rate so that the population could balance with the available health services. This should 

be emphasized by using policy implications and fines to those who betray the policy. 

By having this people will improve their income and child mortality will be reduced. 

On the other hand the theory of Ragner Nurkse Vicious Cycle of Poverty (1907) 

http://www.ac.wwu.edu/~stephan/malthus/malthus.0.html
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revealed in his book ''Problems of Capital Formation in Underdeveloped Countries'.' He 

argued that poverty is a great curse. It is the biggest hurdle in the way of economic 

development. He describes 'vicious circle of poverty as the basic cause of under-

development of poor countries. According to him, a country is poor because it is poor. 

Being poor, a country has little ability or incentive to save. The low of saving leads to 

low level of investment and to deficiency of capital. The low of investment leads to low 

level of productivity. When the productivity per worker is low, the real income will 

obviously be low and so there poverty and vicious circle is complete. On the side of 

demand when people have low real income the demand for goods is bound to be small. 

In the small size of market, there is no incentive of invest in real or human capital. 

When the rate of investment is low, the productivity of the factors of production is 

bound to be low. Low productivity leads to low per capital income which is rapidly 

absorbed by the rising population growth. The country, therefore, remained poor. 

The implication of the theory to the study is that, many poor people are those who have 

more children. Having more children will hinder parents not to have good income that 

could help them to send their children to school. Thus the children will lack education 

particularly health education. This will increase deaths as the community lack 

knowledge of health education and awareness of all causes death to their children and 

to combat diseases that are common in their locality. Also low income and low saving 

reduce earning of health services. As a result more deaths on that community 

Caldwell (1982) developed his theory which has come to be known as the "theory of 

Intergenerational Wealth Flow," fertility behaviour in any type of society at any level of 

development is rational. Through his theory he argued that in a society, fertility is high 

if children are economically useful to parents and low if children are economically not 
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beneficial to the parents. Whether the children are economically beneficial to parents is 

determined by social conditions: mainly the direction of the intergenerational flow of 

wealth (in terms of goods and services). This flow of wealth in all primitive and 

traditional societies has been from younger persons to the older persons, i.e. from the 

younger generation to the older generation. In other words, children in such societies 

are economic assets to their parents and naturally more children mean more wealth, 

leading to high fertility. Fertility will remain high as long as this intergenerational 

wealth flow is from children to parents. At this juncture, it is necessary to identify the 

nature and magnitude of intergenerational wealth flows in different societies. Children 

are useful to parents in several ways in primitive and traditional societies. Six different 

economic advantages to the parents can be identified: 

i. There is a situation gain to the head of household when the number of children 

is large. In the extended family type of household, the head of the household can 

control more resources and also can have access to more services if the number 

of his children, daughters-in-law and grandchildren is large. The larger the 

household size the greater the power of the head. 

ii. Children work in the household and on the farm and produce goods. They also 

do small jobs, such as bringing fuel and water, carrying goods and messages, 

sweeping, looking after younger siblings, caring for the animals, etc. 

iii. Adult children assist their parents by working in the farms as labourers. 

iv. Adult children are of great help in family ceremonies, such as marriages, 

funerals and ceremonies connected with births in the household. They also 

contribute to community festivals. 

v. The grown-up children take care of the aged parents. 
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vi. Parents can invest in the training and education of children so as to increase the 

ability of children to make returns. 

Thus, it is clear that in primitive and traditional societies, children are assets to parents 

and having a larger number of them is economically advantageous. In such societies, 

the net flow of wealth is from children to parents and hence high fertility is 

economically rational. When the direction of this net flow of wealth changes, i.e., when 

the flow of wealth is from parents to children, low fertility becomes economically 

rational. The question is: How to bring about this reversal of flow of wealth? The 

direction of this flow will not change unless the family is largely nucleated both 

emotionally and economically (Caldwell, 1982) 

Caldwell tried to show how children in many societies are valuable and more dependent 

by their parents. This implied that people in the society increase fertility so as to gain 

aid from their children while they are older and young one. But their feelings is of limit 

since having more children in the family it need more cost for life particularly on food 

and health services. This will lead to low income that could not satisfy the whole family 

in terms of food nutrition as well as health services. As a result parents will fail to 

access those treatments and finally increase of death in household. 

2.2.4 Child Health Theories 

Every year more than 200 million children do not receive basic health care, as a result 

over 9 million children die annually, mostly from preventable and/or treatable diseases. 

More than 24,000 children die every day, and every minutes, a woman dies in 

childbirth. Contrary to popular beliefs, the biggest killers of children worldwide are 

newborn complication, pneumonia, diarrhoea, and malaria, although global funding 
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does not reflect this proportionally (UNICEF 2009) 

According to UNICEF, most child deaths ( 70% in developing countries) result from 

one the following five causes or a combination thereof, acute respiratory infections, 

diarrhea, measles , malaria, malnutrition ( UNICEF , 2008). 

During the 1990s under five mortality levels and trends were similar to those in infant 

mortality. The same diseases that cause the deaths of many infants also kill many 

children after infancy but before they reach the age of five. Differences in under five 

mortality among 56 developing countries surveyed, however, are greater than 

differences in infant mortality ( UNICEF , 2008).        

In sub Saharan Africa under five mortality is two to three times the average for any 

other region, at 154 deaths per 1,000 births. Despite recent improvements in child 

survival in Tanzania, mortality levels are still very high. The estimated infant mortality 

rate (under 1) in Tanzania is 67 per 1,000 live births while U5MR is 104 per 1,000 live 

births (TDHS 2005). This is one of the lowest mortality rates in East Africa. Still, this 

means that currently one in every nine children in Tanzania dies before his or her fifth 

birthday. 

In rural settings where health services are not accessible to a large proportion of the 

population, the situation is even worse. In Kibaha district under five mortality rates for 

2003 were 83 per 1,000 live births, respectively (NBS 2006). Namibia for instance had 

under five mortality rates 67 respectively (UNDP, 2007) in 2005 and thus considerably 

lower than Kibaha district. In this region under five mortality rate have dropped from 

81.5/1000 and 155.3/1000 respectively in 2002, to 33/1000 and 79/1000 in 2005 

(UNICEF, 2006). 
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Globally, diseases which are the main causes of mortality in children are diarrhea, 

respiratory infections, malaria (which is endemic in 90 countries half of them in 

Africa), malnutrition, congenital conditions, pneumonia, measles, HIV – AIDS and 

tetanus (Shah, 2009). 

In sub – Saharan Africa, HIV –AIDS, Malaria, tuberculosis and war are the main 

causes of deaths. AIDS remains one of the leading causes of death among children 

under the age of five years in the region (Dorrington et al, 2004)  

In Kibaha district, childhood mortality remains high, infectious diseases are the 

predominant cause of deaths in the district. All causes of childhood illness have not yet 

declined, including malaria, diarrhea diseases, acute respiratory infections, and 

immunizable diseases (URT, 2005). Despite the government efforts, further substantial 

work is needed to improve child survival through improving health services. 

Although national coverage rates in Tanzania are higher on distribution of ITNS than in 

other East African countries, pronounced differences exist within the country by region 

and district (URT, 2005 ). These existing differentials in health services and health 

service utilization are generally seen as unnecessary, needless and unfair (Debpuur et 

al., 2005). 

2.2.5 Conceptual Framework 

Reduction of under five mortality is due to integration of social, biological, cultural and 

economic factors. Socio- economic operates through more basic proximate determinant 

that in turn influence the risk of diseases and outcome of disease processes. Nutrient 

deficiency is viewed as biological indicator of proximate determinants. Cultural factors 

include beliefs, perception and sensitization. Therefore health education of and income 
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of the mother influence much survival of children due to awareness and sensitization on 

those factors that cause morbidity and mortality to under five. 

Also high child mortality is associated with high birth rate (Monsted and Walji, 1982). 

As the age of bearing is below 15 years, care of children will not be proper as children 

leaved in bad condition especially using mosquito net and the result is attack of malaria 

to children which end up into death (Mott, 1982; Caldwell, 1979; MNDOT and 

Bernard, 1977). 

Figure 1: Conceptual framework of the causes of child mortality 

Independent variables         Intermediate Variable              Dependent Variable 

 

 

 

 

  

 

  

Source: Modified from Mella (2007) 
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mortality Estimation (IGME), and in a special commentary in the Lancet, the total 

number of under five deaths decreased globally from 1990 to 2009 from 12.4 million 

per year to 8.1 million. The global under five mortality rate had dropped by a third over 

that period, from 89 deaths per 1000 live births to 60 in 2009” (Mhehe, 2011). 

Although Africa accounts for only 22 percent of birth globally. Half of the 10 million 

child deaths annually occurred in the continent. Africa is the only continent that has 

been raising number of death among children under five since the 1970s and many of 

these children die of preventable and curable diseases (UNICEF, 2009). 

The highest rate of child mortality continue to be found in sub- Saharan Africa 

including Tanzania, where 1 in 8 children dies before their  fifth birthday nearly 20 

times the average for developed regions. (1 in 67).Southern Asia has the second highest 

rate with about 1 in 14 children dying before age five. While the speed at which under 

five mortality rates are declining improved for 2000 to 2009 compared to the previous 

decade, the under five deaths are still not decreasing fast enough particularly in Sub- 

Saharan Africa, Southern Asia and Oceania to achieve millennium Development Goal 

number 4 (of a two third decline between 1990 and 2015.Since 1990 the global under 

five mortality rate has fallen by a third from 89deaths per 1,000 live births in 1990 to 60 

in 2009. 

Moreover, the rate of under five mortality has accelerated over 2000-2009 compared 

with the 1990s (the average annual rate of decline for 2000-2009 is 2.8 percent 

compared with 1.4 percent for 1990 to 2000 (UNICEF,WHO and The World Bank, 

2010). 
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Child mortality is resurgence in many Tropical regions of the world where malaria is 

burden. This reminds us that deaths control have not been achieved at high rate and thus 

taken for granted in its eradication. Also every year more than one million deaths 

occurs in the world and of these deaths 3000 death are children under five years every 

day while Africa being with an estimation of 20%  of children under five years. (Week 

1999:152). According to UNICEF, for example, most child deaths (70% in developing 

countries result from the following five causes or combination of them. Malaria, 

diarrhea, malnutrition, measles and respiratory infections. (UNICEF, 2008). 

Also in sub- Saharan Africa child mortality is two or three times the average for any 

other regions, at 154 deaths per 1000 births. Despite recent improvements in child 

survival in Tanzania, child mortality is still very high. The estimated under five 

mortality is 104 per 1000 live births (TDHS 2005). Still, this means that currently one 

in every nine children in Tanzania dies before his or her fifth birthday. This is true in 

even rural areas where health services are not accessible to a large proportion, the 

situation is too worse. Namibia for instance had low child mortality due to malaria 

(67/1000) respectively compared to Kibaha which has 128 per 1000 births. This is 

burden in our country leading to extreme poverty. 

Different solutions had been applied in Tanzania including the distribution of 

Insecticides treated nets all over the country. But the existing differential in child deaths 

in various regions create notions of non utilization of distributed ITNs within the 

household and seems to be of unnecessary, neediness and of unfair (Debpuur et al., 

2005). 
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 2.3.1 Situation of Child mortality in the world 

Child mortality worldwide is caused by a number of diseases including malaria. But 

most of the developed countries like U.S.A, U.K and others had eradicated malaria. The 

problem is worse in developing countries like Tanzania. Malaria is caused by 

plasmodium parasites. The parasites are spread to people through the bites of infected 

anopheles mosquitoes, called "malaria vectors", which bite mainly between dusk and 

dawn. 

Therefore throughout the world child mortality is a sensitive issue for under 

development because as the cases of malaria increase also the living standard goes 

down (Weeks, 1999). However it is more serious in developing countries like Tanzania 

where there is abject poverty that hinder the control of malaria vectors. Though 

currently various programmes for malaria control has been adopted for malaria control 

like door to door spraying of house and clearing of grasses ,and this program has been 

improved to some areas like Mwanza, and Moshi (UN Report 1992).  

2.3.2 Situation of Child mortality in Tanzania 

In Tanzania for over 95% of 42 million people are at risk for malaria infection. The 

disease is responsible for more than one-third of deaths among children under the age 

of 5 years and for up to one-fifth of deaths among pregnant women. Child mortality due 

to Malaria contributes 39.4% and 48% of all outpatients less than 5 years of age and 

aged 5 years and above, respectively. In terms of hospital admissions, malaria accounts 

for 33.4% of children under the age of 5 years and 42.1% in children aged 5 years and 

above. Malaria is implicated in decreased learning capacity in children, students, and 

trainees in the 5 to 25 age range and in loss of economic productivity in the workforce 

age range 15 to 55 years. In general, $2.14 is spent on child mortality due to malaria per 
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person per year, representing 39% of the country‟s health expenditure and 1.1% of its 

GDP. Malaria accounts for over 30% of the national disease burden, making it a top 

health priority for allocation of resources for its prevention and control. It features 

strongly in the National Package of Essential Health Interventions, and ranks high in 

the National Health Research Priorities (Kitua, 2006).  

However, the development partners such as UK aid has funded a „hang up‟ campaign, 

teaching people how to hang bed nets correctly and encouraging people to sleep under 

them. Malaria prevalence and deaths in Tanzania have roughly halved over the past 

decade, putting the country on track to meet the sixth Millennium Development Goal.  

Similarly, many countries of the world especially UK has been attracted to provide aid 

in countries with severe malaria cases by investing in research on the causes of malaria 

and its implication on economic issues. Through this, the UK government developed 

research and came up with the solution of using two new drugs as treatment for malaria. 

One of these drugs is now being used in 25 African countries including Tanzania. Also, 

they introduced medicine for malaria venture to more than 23 African countries to date 

(WHO, 2008). 

On the other hand On World Malaria Day 2010, the Roll Back Malaria Partnership 

reported that nearly a million lives had been saved since 2000, most since 2006 when 

efforts to combat malaria in Africa were accelerated. However all these efforts have 

been done, malaria remains a leading cause of child mortality, and more needs to be 

done to control the disease, particularly in high burden countries such as Tanzania. 

Ensuring more children receive ant malarial drugs, use of mosquito treated nets and 

more women can access preventative treatment during pregnancy is critical to efforts to 

control the disease in Africa (WHO, 2008). 

http://www.ajtmh.org/search?author1=Andrew+Y.+Kitua&sortspec=date&submit=Submit
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Also according to the World Malaria Report, 2011, there were about 216 million cases 

of malaria (with an uncertainty range of 149 million to 274 million) and an estimated 

655 000 deaths in 2010 (with an uncertainty range of 537 000 to 907 000). Malaria 

mortality rates have fallen by more than 25% globally since 2000 and by 33% in the 

WHO African Region. Most deaths occur among children living in Africa where a child 

dies every minute from malaria (WHO, 2008) 

2.3.3 Situation of Child mortality in Kibaha 

Compared to other district, Kibaha has relatively high rates of fever and relatively high 

Percentages of children not sleeping under a net. This cause death to under five as the 

annual district report of 2010/2011 showed that 128/1000 children died every year. This 

is a burden to economic development of the district as manpower is being losted and 

the result is extreme poverty within the region and the nation as a whole. 

2.3.4 Strategies and programme introduced for malaria control in Tanzania 

The Roll Back Malaria Partnership was launched in 1998 by the world Health 

Organization, The United Nations children Fund, The United Nations Development 

Programme and the World Bank to galvanize global support, mobilize resources and 

build partnership to reduce child mortality burden. The partnership is now focusing its 

efforts at country and community levels to make cost-effective interventions more 

readily available to those at risk. Also UNICEF is committed to achieve the Millennium 

Goal number 4 (Todaro, 2006) that is by 2015,two- third reductions of under five 

childhood mortality and to stop and reverse the incidence of malaria by 2015.  

Currently, the National Malaria Control Program (NMCP) proposes
 

policies and 

guidelines to the Ministry of Health and Social
 
Welfare through the National Malaria 
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Advisory Committee (NMAC).
 
The NMAC meets annually to review the state of 

interventions
 
and assess problems resulting from implementation of policies

 
of the 

previous year. During the review process, different stakeholders
 
were invited, including 

United Nations agencies, development
 

partners supporting malaria interventions, 

research and academic
 
institutions, and selected regional and district as representatives,

 

to discuss key implementation issues of controlling malaria as the key factor for child 

mortality. One problem facing the
 
current control strategies is the limited capacity of 

the districts
 
to implement and scale-up interventions. However Tanzania is currently

 

implementing a policy of decentralization whereby districts
 
are given more powers and 

resources for decision-making (Rockfeller, 2006:136). Such
 
capacity at the district level 

is limited in terms of quality
 
and quantity of human resources, poor infrastructure, and 

geographic
 
inaccessibility of some places given the vast landmass area

 
of Tanzania.  

In other words, the health system at the district
 
and community level is weak to 

implement current interventions and the numbers of strategies were underlined. Among 

these strategies were the uses of insecticide mosquito-treated nets (ITNs). These nets 

have been
 
used as a strategy to mitigate against the burden of malaria,

 
as reflected in the 

government policy through the NMCP strategic
 
plan, and this strategy is one of the 

most important controls
 
of child mortality. The strategy envisages putting emphasis on 

under five children
 
and pregnant women to use Insecticide mosquito Treated

 
Nets 

through social marketing because most individuals are aware
 
of the benefits of using 

ITNs. However, coverage has so far
 
been low, which indicates that less than 15% of 

households are
 
using ITNs.

 
Implementation on the use of ITNs at the district

 
level for a 

pilot stage started in 1998. In 2000, a national
 
social marketing program was initiated 

by the Ministry of Health,
 
non-government organizations, and development partners to 
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develop
 
and test processes for increasing affordable supply, demand,

 
and coverage, thus 

stimulating the commercial market for ITNs.
 
Through health sector reforms, a sector-

wide approach has put
 
additional funding of $0.75 per capita in the health sector under

 

control of local government councils at the district level to
 
support activities of malaria 

control interventions, including
 
the use of ITNs at public and private health facilities. 

(Abdulla,  2001). 

Further, over the past years, The Ministry of Health and Social Welfare (MOHSW), the 

president of Tanzania and the donors community have performed a great deal of 

advocacy and policy efforts both national and internationally to accelerate achievement 

of the Millennium Development Goals number four (MDG) for reducing child death in 

Tanzania. As a result two key strategies are in place. One is Tanzania vision 2025 and 

the National Strategy for Growth and Reduction of Poverty (NSGRP-MKUKUTA) 

were initiated to ensure fair, equitable and quality health services at the community 

level. Thus the government of Tanzania is now decentralizing the health sector by 

delegating planning, budgeting and implementation to district level as the solution 

towards reducing child mortality (URT, 2005). 

Similarly, the effective use of ant malaria seemed to be a myth in most African 

countries since the government face obstacles in the expensiveness of buying medicine 

for killing the species of mosquito as the environmentalist are against the use of 

dichlorodiphenyltrichloroethane (DDT) which is very cheap to access. Though 

Tanzania government is still planning for negotiating with Cuban government to build 

the Industry in our country that could produce DDT however the conversation is yet 

confirmed. Also the president of Tanzania hournorable Jakaya kikwete advised the 

environmentalist to accept the use of DDT in our country since even the developed 
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countries like U.S.A and German have treated malaria using DDT before. Therefore 

once this negotiation will be agreed the problem of malaria will be combated and hence 

reduction of child mortality (Habari- Mwananchi: 11
th 

December 2010) 

 

2.3.5 Health Policy Review in Tanzania 

Since independence in 1961, Tanzania is one of other many African countries adopted 

free health care provision by abolishing user charges in government health facilities 

(Nyonator and Kutzin, 1999). The Arusha declaration in 1967 heralded the start of a 

series of health sectors reform with the intention of ensure ring universal access to 

social services to the poor and those lived in marginalized rural areas. Therefore 

through this policy, the government strengthens primary health care services so as to 

enable children expectant mothers to be served freely and at right time. 

2.4 Research gap 

As far as many studies have conducted by different scholars on why deaths to under 

five increased and come up with various solutions like eradication of poverty and 

providing education for all women who were in the age of child birth, the problem is 

still serious in Tanzania particularly in coastal regions (Kibaha) where death to under 

five is 128/1000.This happened even though various solutions have been taken by the 

government and development partners like distributing mosquito treated nets to every 

household, Spraying breeding of malaria vectors and distributing drugs to the people. 

But still the rate of death is high. Thus this study intends to look other variables that 

may cause death to under five on the part of “Assessing the Use of Mosquito Treated 

Nets in the Reduction of Child Mortality in Kibaha District”. 
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2.5 Summary 

Literature show that the effective use of mosquito treated nets is very important in child 

survival as malaria will be controlled through the use of ITNs. However, various socio-

cultural factors may hinder the use of ITNs like polygamy, lack of health education, age 

of delivery, low income and climate of the area. These factors vary from one society to 

another. 

Also in many developing countries like Tanzania, rural areas had distributed nets but 

their environment does not allow the use of those nets. For instance having no bed for 

hanging the net and lack of good house that could be strong even during the rain 

seasons. Thus, the government together with citizen should increase capacity to rural 

areas where the problem is still extreme by providing health education and change their 

income so that they could afford health services that will reduce child mortality and 

raise their economy and national as a whole. 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Introduction 

Methodology is the body of knowledge that describes and analyses methods, indicating 

their limitation and resources, clarifying their pre-suppositions and consequences, and 

relating their potentialities to research advances (Miller, 1991) 

This chapter discussed about, study area, research design research method, collection of 

data and instruments used for data collection and technique used. It described various 

type and source of data techniques that was used in data analysis, quality control and 

ethical issues.  

Research methodology refers to the way to systematically solve the research problem. 

Under this concept various steps will be generally adopted in studying research problem 

along with the logic behind them. 

3.2 Location of the study area 

The study had conducted in Kibaha District which is 6
0
46‟S and 38

0
55‟E in Pwani 

Region. According to the 2002 census, the region has an area of 1630 km
2 

and it is 

among of coastal regions with many cases of malaria. 2002 census revealed that the  

population  of Kibaha District were 99802 with male 50337 and female 49465 with an 

average growth rate of 3.4. The under five children is almost 13304. The district has 1 

division, 8 wards and 53 streets. This research has conducted in 4 wards including Maili 

moja, Kilangalanga, Janga, and Mlandizi. The reason for selecting Kibaha District is 

that the area seemed to have economic backward with many cases of child mortality 

annually i.e. change of (less than 1 percent). Also Kibaha District is among of Coast 
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Region District that always face vectors of malaria with high death of under five 

children, i.e 400/1000 people. Likewise the accessibility of the area in terms of 

transport and cost affordability is among the reason for selecting the study area. 

 

Figure 2: A map of Kibaha District 

Source: from http://en.wikipedia.org/w/index.php?title=File:Kibaha 

3.2.1 Physical characteristics 

Kibaha is a district with 23,050 inhabitants (2002 census) located in eastern Tanzania. 

It is the capital of Pwani Region. It is located in Kibaha District, (6046‟S and 38
0
55‟E) 

one of the 6 districts of the Pwani Region. It is formed in 1978 from parts of Bagamoyo 

and Kisarawe district. 

N 

http://upload.wikimedia.org/wikipedia/en/2/29/Kibaha.GIF
http://en.wikipedia.org/wiki/Tanzania
http://en.wikipedia.org/wiki/Pwani_Region
http://en.wikipedia.org/wiki/Kibaha_District
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a) Climatic condition of the area 

According to meteorological statistics the average temperature for the region is about 

280 C. The region experiences average annual rainfall of 800 mm as minimum and 

1000 mm as maximum per year. The heavy rainfall covers 120 days between March 

and June every year and spreads throughout the region. The light rainfall is received for 

60 days and common from October to December each year. However, the light rainfall 

does not cover the whole region and is very unreliable. According to agronomic factors, 

the heavy rainfalls are used for cultivating crops that require more moisture such as 

paddy, maize and cotton. On the other hand, short rainfalls are used by smallholder-

farmers to cultivate crops that require less moisture. These crops include pulses and 

vegetables. Apart from that, the interpretation appeals that smallholder-farmers would 

be practicing intensive farming in areas with large coverage of rainfall in terms of days. 

b) Socio- economic activities  

About 70% of resident of are peasants engaged in small scale farming .The main crops 

produced are cassava, maize, and rice. Cash crops include cash nuts, coconuts and 

variety of fruits like banana and pineapple. The remaining 30% are employed by the 

government, private sectors, and petty business.  

c) Communication network 

The District is crossed by famous Morogoro trunk roads which connect it to the city of 

Dar es salaam and the rest of North and Southern region. Other road connects the 

district to Kisarawe District and Bagamoyo District. Also the district is served with 

telephone services, fax, and office transport facilities. 
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3.3 Research Design 

Research design is the blue print for a study that guides the collection and analysis of 

data (Churchill, 1999). Therefore it is a logical and systematic plan for directing a 

research study. 

Basing on this study, the research design was a single case design. The method use 

minimum time and resources as the study had carried only one phase. In this phase both 

the preliminary survey and participatory rural appraisal technique had been employed 

in Kibaha District. During the survey the familiarization to the study area had been 

done whereby the key issues like testing the questionnaire, and group discussion with 

household were done  

3.4 Data Collection Methods 

Data was collected on marriage, education levels, income birth rate and death rate as 

well as cultural aspects like polygamy. Demographic data such as sex, age of delivery 

were also included. 

The study used both the primary data and secondary data. Primary data are those data 

that obtained direct from the field of the study. This was through questionnaire, group 

discussion, Participatory Rural Appraisal and Interviews. Secondary data on the other 

hand are those which have already been collected by those who have done the research 

on that problem and published their finding for public knowledge. These data also have 

passed through statistical process such as public records and statistics, historical 

document and report from various associations. These have been obtained through 

reading books, journals and any related materials (Kothari, 2004).  
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3.4.1 Primary data 

These are the data collected from the field through different methods. For example 

using observation, questionnaire, interview, group discussion and the like. The 

following are among of these methods for collecting data that have been used in this 

study. 

a) Participatory Rural Appraisal 

This is an essential learning about rural situation whereby intensive and interactive 

learning and shared knowledge had employed. The method is fair to both genders as it 

allow both men and women to share their ideas on child mortality in Kibaha District. 

b) Focus Group discussions 

Focus group discussion in this study had also comprised both men and women who 

shared their knowledge on how effective the mosquito treated nets had reduced child 

mortality in Kibaha District. 

c) Questionnaires 

Under this, sampling of household as representative of the population had been done 

from the district and it constituted at least 5% of the total household. This was 

determined by using simple random sampling procedures whereby sampling and unit of 

analysis was the household. Also structured and unstructured questionnaires with 

closed and open-ended were employed. And these questionnaires were designed to 

permit acquisition of both qualitative and quantitative information. In the open 

questions, the respondent had made a choice among the designed alternatives. The data 

collected includes household income, education level of household head and skills on 

using mosquito net for the reduction of child mortality, and the questions will be 
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written and answered in Kiswahili (Keith, 2001). 

d) Interviews 

Face to face interview had conducted to the sample selected so that each household 

individual will share what he/she know about under five mortality and analyze sum 

measures that have been taken by themselves and the government to reduce the 

problem. 

3.4.2 Secondary data 

Secondary data were collected through reading literature review and read from reports, 

project documents, and other relevant document from research institutions and 

government offices such as Ministry of Health. Also the information was obtained from 

reviews of publications, journals and books. This information had provided a general 

picture of the study in terms of what have been done in relation to the study interests 

and identification of the gapes in the information. This method is very cheap since all 

the information that a researcher need is already documented.   

3.5 Sampling Design 

The study used probability sampling design which is also known as „‟random sampling 

or chance sampling. This is the process in which individual unit are picked up from the 

whole group Random sampling ensured the law of statistical regularity which states 

that, if on average, the sample chosen is a random one, the sample will have the same 

composition and characteristics as the universe. This is the reason behind as why 

random sampling was considered as the best technique of selecting a representative 

sample in this study.  
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3.6 Sample frame 

This is also known as source list. It contains all items that are finite of the whole 

universe. And this frame will be a representative of the whole population (Kothari, 

2004). In this study the sample frame were the members of the household, the district 

leaders and government officials like district medical officer. 

3.7 Sample unit 

Sample unit may be a geographical one such as state, district, village or constructed unit 

such as family, clubs, school as well as individuals. The sample was involved medical 

officers, household women and men that were selected in the study area. Probability 

sampling was employed in which the researcher was able to use those chances to select 

the desired sample, to meet the objectives. Thus the study used household head as the 

sample unit. This form of sampling is used with minimal or small population. Also it 

enabled the researcher to get sample from the following wards; Maili moja, 

Kilangalanga, Janga, and Mlandizi. 

3.8 Sample size 

Best and Khan (2006) argued that a sample is a small proportional of a population 

selected for observation and analysis the characteristics of which can enable the 

researcher to make a certain inferences about the population from which the sample 

will be drawn. According to Best and Khan (2006) there is no sample size that is the 

best; any sample can be acceptable basing on the nature of the study. It is noted that, a 

good sample should be that which reflects an actual profile of population from which it 

is drawn. Thus the sample size was drawn from the current projection population of 

Kibaha District (male 50,337 and female 49,465). Therefore in this study, the sample 

size was 50 people of the delivery age ranging from 15 to 50 years. The reason for 
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selecting this size is to ensure minimum use resources and time. Also with this sample 

it could be easy to reach each individual and get real information. And the age is 

reasonable to the delivery. 

 3.9 Sampling procedure 

The study used probability sampling procedure in selecting the respondents. Probability 

sampling particularly simple random sampling was used in the selection of community 

members i.e. women and men who have under five children and for selection of 

medical officer the study use purposive sampling as a research much focused medical 

officers so as to get information about mortality to meet the desired objectives. 

3.10 Data analysis 

The data were analyzed qualitatively as well as quantitatively to ensure consistence and 

better estimate of contribution in the reduction of child mortality in Kibaha district. 

3.10.1 Qualitative data analysis 

The components of verbal discussion were analyzed in detail by content analysis 

method. Content and structured functional analysis was used to analyze qualitative data 

and information. Structural functional analysis seeks to explain social facts related to 

each other within the social system and by manner in which they are related to physical 

surrounding. 

3.10.2 Quantitative data analysis 

The data collected facilitate data entry in a computer by coding. Coding in this context 

refers to systematic organization of data into categories and in this case numerical 

codes will be assigned to responses. For those questions that have single answer, the 

responses were analyzed without coding. The quantitative data collected through 
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structured and semi-structured questionnaires were analyzed using statistical package 

for social sciences (SPSS) to obtain descriptive statistics such as percentage of the 

respondents, frequencies and mean. The results were important for construction of 

tables, charts and this help to maximize clarity. 

3.11 Ethics consideration 

The study received ethical guidelines from the University of Dodoma where by the 

ethical attachment in foregone letters granted by the Director of Graduate studies office 

were provided. During the field work information sheet about the study in Kiswahili 

was given out, explaining why the study is carried out and what it would involve in the 

household survey. 

Each participant in the survey signed informed consent letters before participating in 

the survey. Also the questionnaire did not contain any name of an individual instead the 

identification of numbers for each participant involved. All these ensure confidentiality 

of people involved in answering the questionnaires. 

Therefore the above steps make friendship during the study as people were frankly 

providing data though questionnaires. Interviews, and group discussion. This made a 

research that its findings of truth, worthiness and validity. 

3. 12 Limitation of the study 

This study was carried out in Kibaha District. The main limitations in this study are 

little information especially from the government officers on child health services and 

death control. The officers lack complete and current information when they were 

asked about that information. Also household had no clear information about their 

marriage as other reject polygamy since they are in polygamy. Also there was 
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preference on the health delivery within the household. For example female were 

neglected on health facilities compared to male. Lastly, Absenteeism of the respondents 

as some times the household head was not present and thus lack of information. 

3.13 Organization of the study 

This study is organized into five chapters including chapter one up to five. Chapter one 

explains about the background to the problem, statement to the problem, objective of 

the study, research questions, and significance of the study. Chapter two presents both 

Theoretical and Empirical Literature Review. Chapter three explains about Research 

Methodology used in the study whereby methods of data collection are also discussed 

as well as sampling design. In chapter four, finding, data analysis and presentation of 

data are also discussed in deep using the information obtained from the field. The last 

chapter is chapter five where conclusion and recommendation are made. 

3.14 Reliability and validity of data 

Reliability refers to the consistency of a measure. A test is considered reliable if we get 

the same result repeatedly. For example, if a test is designed to measure a trait (such as 

introversion), then each time the test is administered to a subject, the results should be 

approximately the same. Unfortunately, it is impossible to calculate reliability exactly, 

but it can be estimated in a number of different ways (Babbie, 1995). On the other hand 

validity is the extent to which a test measures what it claims to measure. It is vital for a 

test to be valid in order for the results to be accurately applied and interpreted. Also 

validity isn‟t determined by a single statistic, but by a body of research that 

demonstrates the relationship between the test and the behavior it is intended to 

measure 

http://psychology.about.com/od/trait-theories-personality/f/introversion.htm
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In this study a rapport with the respondents was successfully established during 

preliminary survey work. Under this, a researcher begun to build a relationship of trust 

with the respondents and the credibility of the study was reinforced by pre testing the 

instruments like that was done during the field study just to observe whether it could 

give the same results. 

To ensure reliability and validity of data, questionnaires were focused on objectives to 

be achieved. Emphasis was upon arrangement of questions in systematic and logical 

order. Time was also included so as to overcome time limitation. Here the researcher 

use tape recorder .Therefore the questionnaire covered enough information to ensure 

content validity. 

3.15 Summary  

According to Kothari (2004) methodology in each study is a key component in meeting 

the desired objectives. If the methodology is not selected properly the outcome of the 

objectives will not touch the desired goals and the problem in that area will continue to 

exist without solutions. Therefore in this study the methodologies were selected 

properly that gives wide room to the participants to provide real information about the 

study. Among these methodologies includes the use of questionnaires, group 

discussion, and participatory rural appraisal.  
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CHAPTER FOUR 

FINDINGS, DATA ANALYSIS AND PRESENTATION 

4.1 Introduction  

In this Chapter, the data collected from the field has been presented, analyzed, and 

discussed. The study aimed at “Assessing the use of mosquito net in the reduction of 

child Mortality in Kibaha District in Pwani Region. The specific objectives included: 

To assess the contribution of the household head towards using Mosquito treated nets, 

To assess the factors of not using mosquito treated nets within the household, To assess 

the causes and challenges of effective use of mosquito treated nets within the household 

and To examine the effects of using mosquito treated nets  in reducing child mortality 

Also the chapter analyses the characteristics of the respondents and findings from 

household and government official. Frequency distribution was used to organize data, 

and give meaning to the response rate that facilitates insight. In the relevant tables the 

frequency distribution of responses has been ordered from the highest to the lowest 

occurrences obtained from the responses. Descriptive explanations have been 

undertaken where government officials provided their views about the study  

4.2 Characteristics of the Respondents  

In this part, the sample characteristics were fully analyzed. For this study, the sample 

characteristics were the household of Kibaha, and government officials who were 

concerned with the study. The characteristics observed included age, education level of 

the respondents, Occupation and Marital status. The reviews of these characteristics 

provide insight to why the answers of the respondents may vary. The characteristics of 

the respondents were analyzed in relation to 46 household as well as 4 government 

officials who made a sample size of 50 people. 
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4.2.1 Age of the respondents  

The age range for the majority 19 (38%) of the respondents were between 31 and 35 

years (see table 2) The second frequent occurring age group was the ages ranging from 

16 to 26, 36 to 40 and 46
+
 which  each constitute 8 (16%) of the total respondents. The 

third frequency was from 26 to 30 which constitute 2 (4%) of the respondents. The last 

age group was from 40 to 45 years which made 5 (10%) 0f all the respondents. The age 

structure showed that the questionnaires have been attended by different age groups of 

the respondents. From these data it implied that most questionnaires were responded by 

the respondents of the age group from 31 to 35 years. 

Table 2: Description of Age of the respondents 

Age Frequency Percent 

18-25 8 16.0 

26-30 2 4.0 

31-35 19 38.0 

36-40 8 16.0 

41-45 5 10.0 

46 and above 8 16.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The data showed that the age group of delivery is almost at right as many 

questionnaires were responded by age of 31 to 35. This group had at least knowledge of 

doing things particularly caring of children and death under this age growth is low. 
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Also, the study done in Bangladesh showed that despite the substantial decline in child 

mortality rates in Bangladesh over the last two decades, child mortality to under-five 

were even higher at 130 per thousand births. In recent years adolescent childbearing has 

also emerged as an issue of increasing concern in Bangladesh. Early marriage 

combined with low levels of contraceptive use has resulted in adolescent child birth 

with high risks of both maternal and child mortality. In fact child mortality rates are 

more than double for adolescent mothers. Thus the problems of teen-age pregnancy 

take a new dimension in the context of low-income earning which result in low 

purchasing power of health services like buying and using mosquito nets. This is often 

associated with high child mortality. Therefore the developing countries policy makers  

need to devise alternative policies to protect the interests of these younger yet high risks 

of under five children. Among the Possible policies suggested include use of 

contraception, incentives to girls to complete secondary school or introduction of laws 

relating to minimum age at marriage. Therefore policies of this nature have been 

introduced in a number of developing countries but so far been but they met with 

limited success (Pushkar, 2007). 

4.2.2 Education Level of the Respondents  

In this research the leading categories of the respondents had primary school education 

levels which were 36 (72%) of all respondents. The second frequent category was that 

of secondary school level which constituted 5 (10%) of the sampled respondents. The 

third frequent category was that of university level who were 9 (18%) of all 

respondents.  
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Table 3: Level of education of the Respondents 

Education Frequency Percent 

Primary 36 72.0 

Secondary 5 10.0 

University 9 18.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

Data from Table 3 above implied that most of the respondents who answered 

questionnaires in Kibaha District had primary education. These respondents had low 

knowledge of health services. Thus their education provides little information about the 

research as a result deaths exist due to low education of the household head. Also 

having high group of primary level of education, this showed that most of the 

respondents had no alternative of proceeding with another level as their income had 

limit at that level. This showed how their low education particularly health education 

contributed to high death of under 5 (Kibaha Annual Health Report, 2008/2009).  

Study in Sub-Saharan Africa showed that a baby girl born today faces a 22 percent risk 

of death by age 15, and more than a third of casualties are babies who don‟t survive 

their first month. They suffer from low birth weight due to their mothers‟ poor 

nutrition, and then lack access to adequate nutrition themselves. The World Health 

Organization says that poverty-related malnutrition is the key factor in over half of all 

childhood deaths together with education for health. This made parents to rear their 

children while they do not attach health services. This is very risky as many children 

will die before their birthday. 
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4.2.3 Marital status of the respondents 

In this research marital status has been categorized into four groups. That is married, 

single, divorced and widow. This group had meaning in the sense that in assessing the 

use of mosquito net in Kibaha there are people who will mostly give the information 

about our study by comparing their responds from their group. 

Table 4: Description of Marital status of Respondents 

Marital status Frequency Percent 

Married 34 68.0 

Single 12 24.0 

Divorced 3 6.0 

Widow 1 2.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

Table 3 above shows that 34 (68%) of the total respondents were married, 12 (24%) 

were single while 3 (6%) were divorced and the last group were widow which 

constitute 1 (2%).This data implied that most of the respondents were married and 

therefore taking care of children were undertaken by both parents except to those who 

married but caring of children had left to one parent either planned or not planned. If it 

is planned, it is difficult to a woman to take care of children herself and the result is 

lack of support especially getting health services and the end up will be death as 

reported by Laurence M (2004) in a research undertaken in Kibaha, Pwani Region. 

4.2.4 Gender of the respondents 

In this study gender was very crucial in obtaining information about use of mosquito 

treated nets and its impacts on reducing child mortality in Kibaha. Under this,34 

women were involved in the study and 14 male were also included in the questionnaire 
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responses. All these provide different responses according to their views. 

Table 5: Description of gender of the respondents 

Sex Frequency Percent 

Male 16 32.0 

Female 34 68.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

From Table 5 above, the observation showed that, much respondents 34 (68%) were 

female while 16 (32%) were male. This implied that women are responsible in child 

caring within the household in Kibaha District as the information identified by the 

respondents. This situation create a gap between male and female as heavy load left to 

women which result in child mortality since getting of necessary health services such as 

medicine and drugs to fight against malaria is inadequate and mothers had no other 

alternative to get treatment. The result of gender is increase of child mortality due to 

lack of health services to single mother. Hence child mortality.  

4.3 The Contribution of the Household head Towards using Mosquito Treated 

Nets 

The first objective of this study was to assess the contribution of the household head 

towards using Mosquito treated nets. In this specific objective, there are various 

variables to be discussed as follows. 

4.3.1. Income of the respondents per month 

Income of the household is one of the variables to test objective one. The income was 

categorized into 4 groups. The first group was those who own nothing which 
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constituted 31 (62%).The second group was that who owned 50,000-100,000 which 

constituted 12 (24%).The third group was that owned above 100,000 and they 

constituted 4 (8%)of all respondents. The last group was that who owned 25,000-

50,000 which constituted 3 (6%) of all respondents. 

Table 6: Income of the respondents per month 

Income level 
Frequency Percent 

25,000-50,000 3 6.0 

50,000-100,000 12 24.0 

100,000 and above 4 8.0 

Nothing 31 62.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The data in Table 6 above showed that the respondent had no income as they had no 

source of getting that income. Large populations were farmers and they got their 

income by seasons. The outcome of having nothing to own is  the reason to failure to 

pay for health services once children are at risk, hence increase of death. Also having 

low income for these respondents showed that this community lived below 1 US dollar 

as they had nothing to contribute on health services as well as their life in general. This 

situation increased much death of under 5 as the parents failed to acquire necessary 

resources for the health of their children. 

According to UNICEF (2007) Poverty is pervasive in Tanzania, with over a third of 

households living below a basic needs poverty line, set in 2000/01 at TShs 259 per 

adult equivalent per day, even in purchasing power parity terms well below $1 per day. 

Nearly 20 % live below the even lower food poverty line. This implies that such 

households do not command income sufficient even to provide enough food to satisfy 
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their basic minimum nutritional requirements, with consequences on physical and 

mental development, economic and social wellbeing, and their contribution to national 

development. A result of these consequences in the increase of child mortality as the 

purchasing power of health services is limited. 

4.3.2 Willingness of buying and using mosquito nets within the community of 

Kibaha 

The question was asked to the household heads if they have willingness of buying and 

using mosquito nets. The results were as follows: 47 (94%) of the respondents agreed 

that house hold head had willingness of buying and using mosquito treated nets, while 3 

(6%) of all respondent disagreed by saying that the community had no willingness of 

buying and using mosquito nets instead they depended mostly from donations  by the 

government and NGOs. 

Table 7: Willingness of buying and using mosquito nets within the community of 

Kibaha 

Willing of buying mosquito nets 
Frequency Percent 

Yes 
47 94.0 

No 3 6.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The findings in Table 7 above showed that the community had willingness to buy and 

use mosquito nets as most of the respondents 47 (94%) agreed on that. On the other 

hand the data implied that their willingness of buying and using mosquito nets but the 

community has inadequate income to afford buying mosquito nets. Having little income 
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reduce the willingness of  purchasing power of the household particularly buying 

mosquito nets and treatment when a child is attacked by the disease, hence increase of 

malaria which lead to more deaths. 

The findings above match with the study conducted in Ethiopia which is one of the 

countries in sub-Saharan Africa seriously affected by malaria. About three-fourths of 

the total area of Ethiopia is malarias, and an estimated 48 million people 68% of the 

population live in areas with risk of malaria. The results of the study revealed that 

around 86% of the respondents were willing to buy ITNs. The average maximum 

willingness-to-pay for three different types of bed nets was statistically different. The 

maximum amount the people were willing to pay was US$ 3.3 for a blue conical ITN, 

US$ 3.2 for a white conical one, and US$ 1.7 for a blue rectangular ITN. The 

community's willingness-to-pay was significantly affected by gender, educational 

status, perceived benefit of ITN, previous source of bed net, and characteristics of bed 

net. The results showed that a significant proportion of the community people were 

willing to pay for ITNs. Therefore, introducing a subsidized ITN market rather than 

free distribution for all should be considered to ensure sustainability and self-reliance in 

the prevention and control of malaria. 

As far as the case of Ethiopia, Tanzania particularly Kibaha District  has resemblance 

because the use of mosquito nets is affected by gender, education levels perception on 

mosquito nets, environment and the like. These also hinder the reduction of child 

mortality since the community has no willingness on buying and using mosquito nets. 
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4.3.3 Increase of child mortality due to early age of delivery 

Household head were asked if early age of delivery may increase child mortality. It was 

found out that 44 (88%) respondents agreed that early age of delivery increased child 

mortality while 6 (12%) respondents said that early age of delivery did not contribute to 

increased child mortality as shown in the Table 8 below. 

Table 8: Increase of child mortality due to early age of delivery 

Early age of delivery Frequency Percent 

Yes 44 88.0 

No 6 12.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The results in Table 8 showed that early age of delivery increased child mortality as 

early age mothers have no awareness of caring children particularly breastfeeding, 

treatment when a child got infection and  preparing good environment for child 

sleeping. In early age, also the mothers had no wide knowledge of health services as a 

result children suffer due to lack of care from their parents and lastly they undergo 

death (World Vision Health Report, 2009/2010). One study that supports the above 

observation is the study done by Kichamu (1978) in Yugoslavia which showed that the 

risk of death during childhood varies by age of the child, typically being highest 

immediately following birth and decreasing as the child gets older. The pace at which 

mortality declines with increasing age will thus ultimately determine the proportion 

surviving to specific ages. If mortality declines very rapidly after birth as in most 

industrialized countries, then under-five mortality rates will be relatively low. In these 

settings the highest proportion of under-five deaths occur in the first few days of life 

and are related to genetic, age at first birth, and prenatal factors. If, however, as in less-
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developed countries, environmental and nutritional risks to survival persist through 

infancy and afterwards, then those risks will be reflected in an attenuated age pattern 

and an overall higher level of child mortality. 

This study revealed some causes of child death in Tanzania particularly, Kibaha 

District. For example the case of nutritional, environment and pre natal death is 

common in this area. However some solution is being taken to reduce the situation. But 

due to low income we have and high birth rate the problem still increasing in Kibaha 

District.  

4.3.4 Fairness on the distribution of mosquito nets in Kibaha 

This question was asked to the management (medical officers) if the distribution of 

mosquito net was fairly done. The responses were as follows: 

38 (76%) of all the respondents said the distribution of nets was fairly done. 12 (24%) 

said the distribution was not fairly exercised. 

Table : 9 Fairness on the distribution of mosquito nets in Kibaha. 

Fairness 
Frequency Percent 

Yes 12 12.0 

No 38 76.0 

Total 50 100.0 

 

Source: Fieldwork Survey, 2012 

The observation in Table 9 above showed that distribution of mosquito nets was not 

fairly distributed as the household were responded. This implied that the community 

has not given nets fairly. For example a family with 4 children has given one net.This is 
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not fair since other children will not sleep under the net. Sometimes they could be given 

nets but how to use it was difficult as some had bad environment like not having beds 

and strong house that allowed the use of the nets. If that is the case the reduction of 

malaria and child mortality will be a myth. 

A study conducted in Zambia by Zichonomy (2009) showed that the Perceptions of 

fairness and legitimacy of decisions relating to treatment of malaria cases within public 

health facilities and distribution of ITNs were assessed in a district in Zambia. The 

study was conducted within the framework of response to accountable priority setting 

for trust in health systems (REACT), a north-south collaborative action research study, 

which evaluates the Accountability for Reasonableness (AFR) approach to priority 

setting in Zambia, Tanzania and Kenya. Under that discussion conflicting criteria for 

judging fairness used by decision-makers and patients. Decision-makers argued that 

there was fairness in delivery of malaria treatment and distribution of ITNs based on 

alleged excessive supply of free malaria medicines, subsidized ITNs, and presence of a 

qualified health-provider in every facility. Respondents argued that there was 

unfairness due to differences in waiting time, distances to health facilities, erratic 

supply of ITNs, no responsive appeal mechanisms, inadequate access to malaria 

medicines, ITNs and health providers, and uncaring providers. Decision-makers only 

perceived government bodies and donors/NGOs to be legitimate stakeholders to involve 

during delivery. Respondents found government bodies, patients, indigenous healers, 

chiefs and politicians to be legitimate stakeholders during both planning and delivery. 

The study above supports this study as the community of Kibaha District also had no 

fairness on the distribution of mosquito nets. This was related to waiting time, distance 

from the household to the health centres and cultural belief that tied among the 
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community. This resulted in increasing child mortality as the children lack health 

services for their survival. 

4.4 The Factors of not using Mosquito Treated Nets within household 

The second objective of this study was to assess the factors of not using mosquito 

treated nets within the household. In this specific objective various variables were 

discussed with support from the data collected. 

4.4.1 Lack of health education as a cause of child mortality in Kibaha. 

The question was asked to the respondents if they have enough health education. The 

following were the results: 47 (94%) the respondents disagreed that they have health 

education while 3 (6%) respondents agreed that they have health education. This is 

shown in the Table 10. 

Table 10: Increase of Child mortality due to lack of health education  

Lack of health education Frequency Percent 

Yes 3 6.0 

No 47 94.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The observation in Table 10 above showed that the household head within Kibaha had 

little health education. The lack of this education hindered the use of health facilities 

that strength the child‟s body. For example even if the government distributed ITNs in 

their area there should be a follow up of providing education on how to use ITNs and 

their importance to their life. Also lack of health education provides an obstacle to 

prepare better nutrition to children and the result is malnutrition to children who end up 
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in deaths. If mothers could have health education, their surrounding environment that 

causes breeding of malaria will be cared within and around their houses. Therefore, 

lack of health education limits the access and use of health facilities and the result is 

increase in child death in the community. 

In considering the determinants of health, it is important to realize that poor physical 

circumstances are not the only factors harmful to health. Lack of education, for 

example, can lead to reduced ability to find, understand and use health information. 

Thus, education is an important determinant of health status in both the developed and 

developing world. Therefore well educated individuals experience better health than the 

poorly educated, as indicated by high levels of self-reported health and physical 

functioning and low levels of morbidity, mortality, and disability. In contrast, low 

educational attainment is associated with “high rates of infectious diseases, many 

chronic noninfectious diseases, self-reported poor health, shorter survival when sick, 

and shorter life expectancy. 

It has been suggested that educating women alters the traditional balance of power 

within the family, leading to changes in decision making and allocation of resources 

within the household. Therefore, educated mothers are more likely than uneducated 

women to take advantage of modern medicine and comply with recommended 

treatments.  

Furthermore, education may change mothers‟ knowledge and perception of the 

importance of modern medicine in the care of their children. In a study of child 

nutrition and its impact on child mortality by Youngstanslaour (1992) in the 

Philippines, access to healthcare services benefited children of educated mothers more 

than children of mothers with less schooling, a finding which suggested that educated 
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mothers were more likely to take advantage of available public health services. 

For example, findings from the study by Hymatite (1988) on child mortality conducted 

in developing countries over the last decade showed that a nearly universal positive 

association between maternal education and child survival. Education can modify 

women‟s beliefs about disease causation and thus influences both childcare practices 

and the use of modern healthcare services. These facts reveal that women are important 

promoters of health education and practices within the home, and the benefits of their 

education extend to their children and others. (Ministry of Health Education Report, 

2006) 

4.4.2 Role of gender in child care 

An aspect of gender balance was observed through the sample selected in the research. 

It was found out that 29 (58%) household heads from the sample were female.  The 

remaining 21(42%) were male, 

Table 11: Description of role of gender in child care 

Sex 
Frequency Percent 

Male 21 42.0 

Female 29 58.0 

Total 50 100.0 

 

Source: Fieldwork Survey, 2012 

From Table 11 above, it was noted that there was much gender difference especially in 

rearing children as most of the women were undertaking that task and men are far away 

from the responsibility. This automatically hindered the provision of health services in 

the household leading to more death of children. So, for the case of this research, it was 
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imperative to understand that gender has a great effect on child mortality in Kibaha as 

most men showed that they are not together with their wives all the time in caring 

children. Thus, more task handled by women and the result is lack of health services 

leading to more deaths. A study by MARA (2006) also showed that, single mothers do 

not use ITNs because they do not have permanent residents; hence care of children is 

poor leading to high deaths.  

A study done in China by Minja, 1970s revealed that there was higher mortality among 

second and higher order births. Female child survival was similar or above male child 

survival in 1965 to 79, but female child survival was lower than male survival in 1980 

to 88. The mortality hazard by sex for second and higher order births with controls was 

significantly different at the 5% level, but not apparent for first order births. This 

implied that the role of raring children had been left to the females. This brought a 

difference in health attainment as only one parent takes that task and the result is 

increase of child mortality (UNICEF, 2008) 

A study done in developing countries MARA (2008/2009) revealed that child mortality 

throughout the world is higher in males than in females, with only a few exceptions. In 

China, India, Nepal and Pakistan, mortality in girls exceeds that of boys. This disparity 

is particularly noticeable in China, where girls have a 33 per cent higher risk of dying 

than their male counterparts. These inequities are likely to be caused by preferential 

treatment of boys in family health care-seeking behaviour and in nutrition (UNICEF, 

2006). 

As far as the studies in different countries explained about the role of gender in child 

care it is noticeable that even in Kibaha District the situation is still the same since 

during the study majority of the respondents (58%) were the women and in some areas 



 56 

we find female were neglected in health care compared to male. Therefore the presence 

of this disparity creates unfair treatment of children in Kibaha as a result of increase in 

child mortality within the area.  

4.4.3 Rate of child mortality in Kibaha District 

In this research the household heads were asked about the rate of child mortality in their 

locality, the responses were different according to what everyone knows and the result 

were as follows: 42 (84%) respondents said that the problem had not been reduced by 

75% followed by 8 (16%) respondents who said   the problem had been reduced by 

25%. by use of mosquito nets. 

Table 12: Rate of child mortality in Kibaha District 

Rate of child mortality Frequency Percent 

Yes 

No 

42 

8 

84.0 

16.0 

Total 50 100.0 

 

Source: Fieldwork Survey, 2012 

The data in Table 12 above showed that the rate of child mortality in Kibaha is still 

high as identified by the respondents. High rate of child mortality in Kibaha revealed 

that, despite having mosquito nets in the households still death to under 5 is high. This 

implied that much effort had been undertaken by the government, the community is not 

willing to adhere to the use of mosquito nets for their children survival and the result is 

the increase of deaths to under 5 in Kibaha. 

A study was conducted in western Kenya where all causes of child mortality were 

assessed among a population with high levels of sustained insecticide-treated bed net 
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(ITN) use for up to six years. Although ITNs were associated with significant 

reductions in all-cause of child mortality, there was no difference in the rate of all-cause 

mortality among children of under five years with ITNs for 2 to 4 years, compared 

historically with children from villages without ITNs, after controlling for seasonality 

and underlying child mortality across calendar years (adjusted hazard ratio [AHR] = 

0.91, 95% confidence interval [CI] = 0.77 to 1.07). There was no increase in the 

proportion of child deaths at older ages (12 to 59 months old) of all child deaths within 

villages with ITNs for 5 to 6 years (48.1%) compared historically with villages without 

ITNs (47.9%), after controlling for seasonality (AHR = 1.03, P = 0.834). There was no 

evidence that sustained ITN use increased the risk of mortality in older children in this 

area of intense perennial malaria transmission.  

Also in sub-Saharan Africa the study by WHO (2010) showed  that ITNs and 

insecticide-treated curtains (ITCs) to be improved by 30% in the reduction of all-cause 

child mortality over the first 1 to 5 years of the trials.
 
However, there has been some 

concern that sustained use of ITNs may increase mortality rates in older children as a 

result of a delayed acquisition of natural immunity to malaria especially within areas of 

intense and perennial malaria transmission.
 
Since a global effort is currently under way 

to scale-up coverage of ITNs to populations at risk of malaria, it is imperative that any 

evidence of a potential rebound in all-cause child mortality be carefully sought using a 

variety of epidemiologic approaches. 

Studies done in Kenya and in sub - Saharan Africa by Ambrosious Liberty (2008) 

revealed that all causes of child mortality in their area have been improved as the 

community use insecticide treated nets. The all causes of child mortality in Kibaha is 

not exercised since single factor such as polygamy, the impact of NGOs on health 
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service delivery to under five children has been researched . As single cause has been 

researched in Kibaha, thus mortality will not be eradicated until there could be join of 

exercising all causes of child mortality by looking their source and get solution towards 

eradicating child mortality information 

4.4.4 Communication between user and non user of Insecticide treated mosquito 

nets 

In the study the house hold were asked about their communication between the user and 

non users of mosquito treated nets. The following were the responses. 6 (12%) 

respondents agreed that there is communication between the users and non users of 

mosquito treated nets while 44 (88%) of the respondents disagreed that there is no 

communication between the users and non users of mosquito treated nets as shown in 

the Table 13. 

Table 13: Communication between user and non- user of Insecticide Treated 

Mosquito Nets 

Communication 
Frequency Percent 

Yes 6 12.0 

No 44 88.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The observation in Table 13 above showed that the relationship between users and non- 

users of mosquito nets is poor. This implied that the users of mosquito treated nets do 

not give information the non users as shown in the Table 13. This is associated with life 

style they were living as most of the users live better life compared to poor who cannot 

afford even to buy a single mosquito net. Lack of flow of information among the users 
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of mosquito nets hinders the reduction of child mortality since the non users of 

mosquito nets needs health education so that they could change their mind as well as 

their local belief that hinder the use of mosquito treated nets. Thus flow of information 

on both the users and non users will reduce child mortality in Kibaha District. 

A study was undertaken in Gambia by Notachemney ( 2007) to determine the 

communication between those using ITNs and those who do not use them. The results 

showed 85% of the responses agreed that there is no communication between the users 

and non users of mosquito treated nets as people divided into different groups, such as   

those with ethnic group and have no permanent place of residence. The results of these 

classes create a boundary of flow of information concerning health services between the 

users and non users. Therefore under this situation the all causes of child death were an 

avoidable leading to increase in child mortality (Bradley, 1986) 

The lesson from this study is that, as in Gambia, Tanzania is the same particularly 

Kibaha District since people are divided into religious groups who have negative 

perception of distributed mosquito nets that can reduce reproduction. As a result, flow 

of information is low. Therefore, there is lack of health services due to poor 

communication. 

4.5 The Causes and Challenges of Effective Use of Mosquito Treated Nets within 

the Households 

The third objective was to determine the causes and challenges of effective use of 

mosquito treated nets within the household. This specific objective has four variables 

that have been discussed by using the data collected from the field and written 

documents. 
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4.5.1 Absence of health facilities and human resources 

In this study the respondents were asked about the presence of health facilities in their 

area. The following were the results. 

It was found out that 44 (88%) respondents   disagreed on the presence of health 

facilities while 6 (12%) respondents said that in Kibaha District, health facilities are 

available. 

Table 14: Absence of health facilities and human resources in Kibaha District 

Absence of health facilities and 

human resources Frequency Percent 

Yes 6 12.0 

No 44 88.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The observation from Table 14 above showed that, in Kibaha District there are 

inadequate health facilities like dispensaries and drugs for controlling malaria to 

children. Few health facilities that could not balance with the increasing population 

become an obstacle to reduce child mortality in Kibaha District. And the health centres 

have inadequate human resources ( staff). For example 1 doctor served 72 patients per 

day and the facilities like drugs are inadequate. Also the health centers are inadequate. 

All these contribute to the increase of child mortality as they lack immediate services 

(Kibaha District Health Report, 2010/2011). 

Studies on “We the children: Meeting the promises of the world Summit” by 

Cabriconier (2003) showed that more than 70 per cent of almost 11 million child deaths 

every year are attributable to six causes: diarrhoea, malaria, neonatal infection, 
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pneumonia, preterm delivery, or lack of oxygen at birth as they lack health facilities. 

These deaths occur mainly in the developing world while an Ethiopian child is 30 times 

more likely to die by his or her fifth birthday than a child in Western Europe. Under this 

situation, South-Central Asia has the highest number of under five deaths, while sub-

Saharan Africa has the highest rates. That is two-thirds of deaths occur in just 10 

countries. Some of these deaths occur from illnesses like measles, malaria or tetanus. 

Others result indirectly from marginalization, conflict and HIV/AIDS. Malnutrition and 

the lack of safe water and sanitation contribute to half of all these children‟s deaths. But 

disease isn‟t inevitable, nor do children with these diseases need to die. Research and 

experience show that six million of the almost 11 million children who die each year 

could be saved by low-tech, evidence-based, cost-effective measures such as vaccines, 

antibiotics, micronutrient supplementation, insecticide-treated bed nets and improved 

family care and breastfeeding practices. These measures are the basis for UNICEF‟s 

actions to help children survive, carried through with hundreds of allies and via offices 

in the field and well trained staff all over the world (UNICEF, 2001). 

Six causes of child death that have been revealed by the above study is also the major 

cause of child death in Tanzania particularly in Kibaha District which has hot climate 

that attract malaria vectors. Malaria to under five as in other region of the world kills 

million of children of under five. But there are other causes like diarrhea, pneumonia, 

lack of oxygen during birth  and the like. Therefore, the study in Tanzania on malaria is 

still being conducted so that deaths to under five will be eradicated ever forever as in 

U.S.A. 
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The presented situation on absence of health facilities in other countries is the same in 

Tanzania particularly in Kibaha District that faces the challenge of human resources 

and health centers. That is why death to children is inevitable as they lack health 

services like drugs and vaccination of common diseases like measles. 

4.5.2 Efficiency of mosquito treated nets  

In this study the household heads were asked upon the efficiency of the distributed 

mosquito nets by the government if they reduction child mortality. The following were 

the responses. 

42 (84%) of the respondents said that the nets distributed by the government had no 

efficiency while 8 (16%) of the respondents agreed that the mosquito nets had 

efficiency. 

Table 15: Efficiency of mosquito treated nets 

Efficiency of ITN Frequency Percent 

Yes 42 84.0 

No 8 16.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The observation in table 15 showed that the mosquito nets distributed by the 

government had no efficiency on its uses as claimed by 84% of the respondents in 

Kibaha. The respondents said that the mosquito nets were too small in size, have large 

holes that allow penetration of mosquitoes and also it brought allergy to them like 

having flue and coughs. Due to this, buying and using ITNs decreased and therefore 

they slept without using the nets. The situation of not using nets result of the increase of 
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child mortality in Kibaha District. 

A new study by the Institute for Health Metrics and Evaluation (IHME, 2005) at the 

University of Washington shows that insecticide treated bed nets (ITN) have a dramatic 

effect on child mortality due to malaria control by reducing it by 23%. The study, “Net 

benefits: a multi-country analysis of observational data examining The efficiency of 

insecticide-treated mosquito nets and health outcomes,” was published in PLoS (Public 

Library of Science) Medicine recently. The results of this study confirm that children 

who live in households that own at least one insecticide-treated bed net are less likely to 

be infected with malaria and less likely to die from the disease. The case is in African 

countries whose industries have low technology for the manufacture of mosquito nets 

resulting to inefficiency in its use. Thus as far as the technology is low, it should be 

noted that the developing countries had to buy technology so as to manufacture 

efficient mosquito nets that could reduce child mortality. 

In Tanzania respectively there are low industrial technology for manufacturing of ITNs. 

The industries are located only in Dar es salaam and Arusha town. These industries 

however they manufacture mosquito nets of no quality due to their low technology. The 

mosquito nets manufactured are not qualified to control malaria as they have large hole 

that penetrate mosquito. The result is, however mosquito nets will be manufactured in 

large, there must be efficiency and quality on its uses. The same in Kibaha where the 

government distributed ITNs but of small size, with large holes and of inadequate (one 

net per family). Under this situation malaria will not be eradicated and child mortality 

will increase.  
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4.5.3 Child mortality due to Unhealthy environment  

Under this question the household heads were asked to explain how unhealthy 

environment contributes to child mortality in their area. The responses were as follows. 

43 (86%) of the respondents agreed that the unhealthy environment contributes to 

increase child mortality, while 7 (14%) disagreed on that ( see Table16)  

Table 16: Child mortality due to Unhealthy environment  

Unhealthy environment Frequency Percent 

Yes 43 86.0 

No 7 14.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The data from Table 16 show that unhealthy environment such as lack of toilets, 

dustbins, clean and safe water, sanitation, lack of sewage system and improper disposal 

of waste contribute to dirtying the environment that later become unhealthy to child‟s 

health and the community in general. This creates mosquito breeding that causes 

malaria and the most affected are children due to their low immunity. Therefore, in 

each unhealthy environment the incidence of malaria is unavoidable. The only way is to 

avoid the accumulation of waste so that child mortality could be reduced. 

The Millennium Development Goal to reduce by two-thirds the number of children 

dying before their fifth birthday by 2015 (MDG 4) is seriously off-track. In Sub-

Saharan Africa, on current trends, it will not be met until 2064 due to high level of child 

mortality caused by unhealthy environment (UNICEF Report 2009). For instant, poor 

sanitation is a major cause of malaria, yet remains seriously neglected, attracting low 

priority from donor governments and developing country governments alike. The 
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World Health Organization estimates that 28% of under-five deaths are attributable to 

poor sanitation and unsafe water. The neglect of these environmental determinants of 

child health is having a profound effect on child‟s health. 

The recent and positive focus on „health systems strengthening‟ has been largely 

confined to address the challenges that exist in the delivery of health services. To meet 

MDG 4, however, the agenda must now go further. Long-standing commitments made 

by the health community must be met. These include the Declaration of Alma-Ata 

which underlined the importance of primary health care, of which sanitation and safe 

water is one of the eight key elements. 

Until all determinants of child health are adequately addressed, particularly 

environmental determinants such as sanitation and water, MDG 4 will remain beyond 

our reach. To meet this the Developing country governments and donors 

should adhere to these general principles like planning on health, the under-five disease 

burden and all its determinants should be comprehensively addressed and on health 

policy, strengthening health systems should continue to be a priority, but sufficient 

focus should also be given to the wider determinants of poor health, particularly poor 

sanitation. 

Even though the Millennium Development Goal is to reduce child mortality by two- 

third by 2015, the situation in Kibaha will not be reached until all causes of child deaths 

will be combined and found a solution to combat them as it has been in Kenya and 

industrialized countries (United Kingdom).Therefore in Kibaha District the rate of child 

death is higher (128 per 1000) live birth. Thus the Millennium Development Goal to 

Kibaha is of off- track if strong and immediate solutions to eradicate child mortality 

could be not taken. 
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4.5.4 Lack of awareness as the cause of child mortality in Kibaha District 

In this study the household heads were asked explain if they have awareness on the use 

of mosquito nets within their locality. The following were the responses 38 (76%) of 

the respondents said that, the household had no awareness on the use of mosquito nets 

while 12 (24%) have awareness on the use of mosquito nets as shown in the Table 17. 

Table 17: Lack of awareness as the cause of child mortality in Kibaha 

Lack of awareness Frequency Percent 

Yes 38 76.0 

No 12 24.0 

Total 50 100.0 

 

Source: Fieldwork Survey, 2012 

The observation showed that 38 (76%) of the respondents said that the household had 

no awareness on the use of mosquito nets. This implied that the distribution of  

mosquito treated nets within Kibaha District especially in rural areas, the household 

lack awareness on the  use of mosquito nets since the mother have low education that is 

a key to individual to know herself and then to be aware with all causes for diseases and 

death are controlled by applying effective solutions. Lack of awareness creates a limit 

on getting heath information and the result is increase of diseases that lead to child 

mortality in Kibaha. 

In 2004 to 2007 a study on assessing awareness of the individuals on the use and 

buying of mosquito nets were conducted in Senegal, Ghana, Ethiopia and Zambia. The 

result showed that awareness of insecticide-treated nets is a pre-requisite for ownership 

and use. Respondents were asked if they had heard of nets treated with an insecticide. 

The percent of respondents who had heard of insecticide-treated nets varied widely by 
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country, and by site within country. In all three   countries there were very large 

increases in ITN awareness. The percent of respondents aware of ITNs varied from a 

low of 47% in Ethiopia to a high of 97% in Senegal. In fact, in Ethiopia 30% of 

respondents had never even heard of mosquito nets, much less treated nets. There was 

much variation in awareness of ITNs by site within Nigeria and Ethiopia, with less 

variation in Zambia, and very little in Senegal and Ghana. In all countries, awareness 

tended to rise with socio-economic status and be higher in urban than rural areas.  In the 

three countries where both 2000 and 2004 data were collected, there were large 

increases in ITNs awareness. Nigeria made the biggest jump from 7% to 60% but 

awareness remained low compared with all countries except Ethiopia. In Senegal, 

awareness is now virtually universal, having risen from 70% to 97% (UN Report, 2001) 

In Tanzania for example a study had been conducted in Muheza town 2001 and results 

showed that 93.2% of the households did not have awareness on the use of mosquito 

treated nets. This implied that lack of awareness accelerated low coverage of the 

distributed ITNs. And those with awareness have given one net per family and of small 

size. The result also reveals that 27.2% of these nets were insecticidal, i.e. had been 

treated with Ngao insecticide sachet .Therefore as individuals lack awareness, the high 

net usage cannot be used and people will still sleep without using ITNs. The result of 

not using ITNs is increase of malaria that end up on death particularly to children 

(http://www.malariajournal.com/content/5/1/44) 

4.6 The Effects of Using Mosquito Treated Nets in Reducing Child Mortality. 

 The last objective was objective that seeks to examine the effects of using mosquito 

treated nets in reducing child mortality. The specific objective above discussed the 

following variables with evidence from the data collected and written in documents. 

http://www.malariajournal.com/content/5/1/44


 68 

4.6.1 Distance of health centre from the household 

This question was asked to the respondents for how far the health services are located.  

The following were the responses from the household, 39 (78%) of  the respondents 

said that the distance is 1km from the household heads. The second group was that who 

said the distance of health centres is a 
1
/2km and this group constituted 4 (8%) followed 

with who said 1 
1
/4km which constitute 2 (4%) the same as 3km which constitute the 

same percentage. The last group were those who said 1
1
/2, 1 

3
/4/ 2km in which all of 

these constitute 1 (2%) ( see Table 18) 

Table 18: Distance of health centre from the household 

Distances Frequency Percent 

1/2km 4 8.0 

1km 39 78.0 

1 
1
/4km 2 4.0 

1 
1
/2km 1 2.0 

1 
3
/4km 1 2.0 

2km 1 2.0 

3km 2 4.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The data in Table 18 shows that most of the respondents said the distance from the 

household to the health centre was 1km.This implied that it is impossible for parents to 

accommodate that distance since it is far away in case of high fever. As far as the 

distance was concerned, many deaths may occur due to long distance from the 

household to the health centre resulting to more deaths within the households. 
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Distance to a health centre had a marked influence on child mortality in a poor, rural, 

remote area of Ethiopia. The study provides important information for policy makers on 

the likely impact of new health centres and their most effective location in remote 

areas. It also aims to investigate the relation between distance to health facilities, 

measured as continuous travel time, and mortality among children younger than 5 years 

of age in rural Burkina Faso, an area with low health facility density. The study 

included 24,555 children born between 1993 and 2005 in the Nouna Health and 

Demographic Surveillance System. The average walking time from each village to the 

closest health facility was obtained for both the dry and the rainy season, and its effect 

on infant (<1 year), child (1 to 4 years), and under-5 mortality overall was analyzed. 

The authors observed 3,426 childhood deaths, corresponding to a 5-year survival of 

85%. Walking distance was significantly related to child mortality, although the shape 

of this effect varied distinctly between the 2 age groups. Overall, under-5 mortality, 

adjusted for confounding, was more than 50% higher at a distance of 4 hours compared 

with having a health facility in the village. The region of residence was an additional 

determinant for under-5 mortality. The findings of this study emphasize the importance 

of geographic accessibility of health care for child survival in sub-Saharan Africa and 

demonstrate the need to improve health-care access to achieve the Millennium 

Development Goals (WHO, 2004). 

Similarly during the past decades, childhood mortality in sub-Saharan Africa has been 

decreasing but too slowly to achieve the Millennium Development Goal of a two-thirds 

reduction by 2015. In sub-Saharan Africa overall, the mortality risk for children 

younger than 5 years of age (“under-5 mortality”) has decreased from 182 to 142 per 

1,000 live births between 1990 and 2008, which is equivalent to a decrease of about 
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22%. In Burkina Faso, the under-5 mortality risk was 201 in 1990, and this has 

decreased by only about 16% to 169 deaths per 1,000 live births in 2008. A more 

pronounced decline was found in the population of the Nouna Health and Demographic 

Surveillance System (HDSS), where a yearly decline in the childhood mortality rate of 

2.4% was observed between 1993 and 2007 (WHO , 2004).  

Therefore a key factor in the reduction of child mortality and the promotion of child 

health is universal for accessibility of health care services, which is determined by 

many different factors including travel distance. A long distance to health facilities has 

been shown to significantly reduce the use of health services by the population 

(distance decay effect).The influence of distance on such major health outcomes as 

vaccination status, morbidity, and mortality among children under 5 years of age has 

been the subject of several studies. However, a recently published review of studies 

focusing on the effect of distance to health services on mortality states that the 

association between distance and child death has not yet been clearly established”. The 

authors attribute the inconclusive findings of previous studies mainly to methodological 

differences and difficulties in measuring real travel distance. They call for future 

studies to avoid these limitations, for example, by implementing distance as travel time 

rather than straight line distance (op cit., WHO, 2004). 

As the studies in different countries revealed, the same situation was in Kibaha District 

as the house hold walk almost 1km for getting health services and these services are not 

adequate compared to the number of patient. This makes people to abandon the hospital 

treatment and went to the witch doctor to get treatment. This situation increase child 

mortality as parents associate malaria with other bad belief leading to lateness of child 

when get fever and the result is increase of death within the household.  
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4.6.2 Local Cultures as the factors that hinder proper use of mosquito nets in 

Kibaha District 

This question was asked to the household heads if local cultural factors may hinder 

proper use of mosquito net in their locality. The responses were as follows. 

36 (72%) of the respondents said that polygamy may hinder proper use of mosquito net 

in their area. Others said that traditional festival hinder the use of mosquito net and this 

constitute 8 (16%).The other group was that mentioned alcoholism as the cultural factor 

that hinders proper use of mosquito nets. This group constitutes 2 (4%). Also 

1 (2%) respondents mentioned laziness as hindrance to proper use of mosquito nets. 

The last group 3 (6%) disagreed if cultural factors may hinder proper use of mosquito 

nets in their locality. 

Table 19: Local Cultures as the factors that hinder proper use of mosquito net in 

Kibaha District 

Local cultures Frequency Percent 

Polygamy 36 72.0 

Laziness 1 2.0 

Festivals 8 16.0 

Alcoholism 2 4.0 

No culture 3 6.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The data in Table 19 shows that polygamy is the most factor that hinder proper use of 

mosquito net in Kibaha District. This implied that most household had more than one 

wife. This situation may hinder proper use of mosquito nets as the family became 
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bigger leading to the parents to have low income for caring children. Thus children had 

no way of getting health services. The result is increase of deaths to under 5 due to lack 

of health services. 

Studies show that Polygamy remains common in much of Africa. In several sub-

Saharan countries including Tanzania more than 10% of married women are in a 

polygamous union (Tertilt, 2005). Between Senegal and Tanzania stretches a 

“polygamy belt” in which it is common to find that more than one third of married 

women are polygamous (Jacoby, 1995). Polygamy has been cited as a possible cause of 

Africa‟s low savings rates (Tertilt, 2005),), high levels of child mortality (Strassmann, 

1997), and female depression are associated with polygamy .In Benin for example, 

more than 60% of women in the sample who were married in 1970 were polygamists 

leading to low income earnings for serving all the family. The result is lack of health 

services that lead to high child death (Adewuya et al., 2007). 

Therefore, the existence of cultural factors  like polygamy and traditional festivals in 

Kibaha brought a negative effects on the use of ITNs since family became large due to 

many wives and during the festivals people slept outside and they do not use mosquito 

nets. This encourage biting of mosquito and the result is increase of malaria that causes 

death to most children (under five).  

4.6.3 Government planning and support towards reducing child mortality in 

Kibaha District 

The question was asked to the household if there are any efforts made by the 

government towards reducing child mortality in Kibaha District. The responses were; 

23 (46%) of the respondents said that the government had done little on reducing child 
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mortality in Kibaha District. Another group was that who said creation of health 

centers, and this constitute 23 (46% .The third group was that who said distribution of 

mosquito treated nets was the effort made by the government to reduce child mortality 

in Kibaha. This group constitute 8 (16%) of all respondents. The last group was those 

who said provision of education to the parents, and this constitutes 6 (12%). 

Table 20: Government planning and support towards reducing child mortality in 

Kibaha District 

Government planning and support Frequency Percent 

Creation of health centre 13 26.0 

Distribution of mosquito treated nets 8 16.0 

Provision of education to the parents 6 12.0 

No effort made 23 46.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The finding (see Table 20) showed that the government had made nothing towards 

reducing child mortality in Kibaha District as the data illustrated above. This implied 

that the high rate of child mortality in Kibaha District is contributed by lack of health 

services like having health centers. Absence of health services nearby the households 

may increase child mortality in that locality. 

Studies by UNICEF and WHO (2009) showed that the government of Tanzania had 

made many planning and support of mortality eradication. Among these plans were the 

distributions of ITNs, providing education especially to pregnant women, distributing 

vouchers in each district so that malaria could be eradicated through buying of health 

services. Also the government is planning to find out if the malaria vaccination could 

be avoidable by sharing information with other industrialized countries that had 
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eradicated malaria. Having such conversation, and case negotiation could is made, 

malaria in Africa will be removed. In Kibaha District for instance government had 

made little on health services although the household neglected this. For example the 

government had created health centers and also allow the investment of other private 

sectors to build Health centres so that other parents who have at least better income 

could access health services from that hospital. Also the government distributed ITNs 

to each household but without giving education on how to use them. This had been a 

challenge since mortality to children is still high even the government distributes ITNs.  

4.6.4 Climate of the area as the cause of child mortality in Kibaha District 

In this study the household were asked if climate of the area contribute to the increase 

of child mortality in their locality. The following were the responses. 46 (92%) of the 

respondents agreed that climate of the area contributed much on child mortality while 4 

(8%) of the respondents disagreed that climate of the area cannot contribute to high 

child mortality as shown in the Table 21. 

Table 21: Climate of the area as the cause of child mortality in Kibaha District 

Climate of the area Frequency Percent 

Yes 46 92.0 

No 4 8.0 

Total 50 100.0 

Source: Fieldwork Survey, 2012 

The observation showed that climate of the area (hot) contributed much on child 

mortality as shown by the information 46 (92%). This means that under the hot climate 

as in Kibaha District, people are not using their mosquito nets due to hot climate. 

Majority of them (92%) slept without using ITNs. This situation increased much 
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incidence of malaria especially to under five children who have low immunity. The 

attack of malaria leads to high deaths if immediate treatment could not be made to 

children. 

Study by Demographic Health Survey 2005 ( URT, 2005) showed that malaria is 

among the serous killer disease in coast regions The diseases are less prevalent in 

temperate climates due to occurrence of a hot season, which controls the insect 

population by forcing hibernation
 
 Insects such as mosquitoes and flies are by far the 

most common disease carrier, or vector. These insects may carry a parasite, bacterium 

or virus that is infectious to humans and animals. Most often disease is transmitted by 

an insect "bite", which causes transmission of the infectious agent through 

subcutaneous blood exchange. Vaccines are not available for malaria instead treatment 

is through the use of drugs (URT, 2005). However, in 1975 the Special Programme for 

Research and Training in Tropical Diseases (TDR) was established to focus on 

neglected infectious diseases which disproportionately affect poor and marginalized 

populations in developing regions of Africa, Asia, Central America and South America. 

It was established at the World Health Organization, which is the executing agency, and 

is co-sponsored by the United Nations Children's Fund, United Nations Development 

Programme, the World Bank and the World Health Organization ( UN, 2002). 

In Kibaha District where the hot climate hinders the use of ITNs people the government 

through this support of distributing ITNs, had obvious collaborate to plan better 

solutions for reducing child mortality by relating causes of malaria with climatic 

condition. For example smearing mosquito killer on the body that could kill mosquitoes 

instead of sleeping in the nets.  
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http://en.wikipedia.org/wiki/Season
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http://en.wikipedia.org/wiki/Africa
http://en.wikipedia.org/wiki/Asia
http://en.wikipedia.org/wiki/Central_America
http://en.wikipedia.org/wiki/South_America
http://en.wikipedia.org/wiki/World_Health_Organization
http://www.unicef.org/
http://en.wikipedia.org/wiki/United_Nations_Development_Programme
http://en.wikipedia.org/wiki/United_Nations_Development_Programme
http://en.wikipedia.org/wiki/World_Bank
http://en.wikipedia.org/wiki/World_Health_Organization
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4.7 Summary 

In this chapter, insecticides mosquito treated nets has not reduced child mortality in 

Kibaha as many factors appeared to hinder the use of ITNs. Therefore the procurement 

and delivery of health services such as distribution of ITNs to the target population 

remain the a great challenge not only in Kibaha but to many places in developing 

countries before the mid 1990s until the world health organization initiated the program 

of eradicating malaria through campaign of door to door spraying. Thus since then 

various countries including Tanzania started to emphasize the use of ITNs by 

explaining its depth advantage especially on eradication of child mortality in our 

locality 
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CHAPTER FIVE 

CONCLUSION AND RECOMMENDATIONS 

5.1 Introduction 

This chapter summarizes, concludes and recommends this study in terms of the data 

collected from the field and documentary review. The data have been collected and 

analyzed regard to questionnaires, Group discussion and interview given to the 

respondents. The study summarized this study from chapter one, chapter two and 

chapter three. In chapter four the study tried to analyze each objective individually from 

the first objective to the fourth objective and provided relevant cases from Africa and 

the world as a whole.  

5.2 Summary 

The first chapter of the study was about the historical background of the study where 

the study was about “Assessing the use of Mosquito Treated Nets in the Reduction of 

Child Mortality in Kibaha District”. Under this study the specific objectives were as 

follows: to assess the contribution of the household towards using Mosquito treated 

nets, to  assess the level of education of the household  towards using ITNs, to examine 

the impacts of using ITNs in reducing child mortality, and to assess the challenges that 

hinder effective use of mosquito treated nets within the household. Also this chapter is 

concerned with general objective, statement to the problem, Research questions and 

importance of the study. 

The second chapter was about literature review in which there were theoretical and 

empirical literature review. Under this chapter the study reviewed various sources of 

information which were written and presented by different scholars about ITNs and 

reduction of child mortality.  Review of related literature included text books, journals, 
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magazine and internet. All these sources provide necessary background to the trend of 

child mortality in and various solutions that have been taken by the government and 

other partners towards reducing the problem. From these readings is where the research 

gap was developed. 

The third chapter was Research methodology as it concerns with research design (i.e. 

cross- sectional design), Location of the study area, Data collection methods where both 

primary and secondary data were used and the methods for collection of data including 

questionnaires, group discussion, interviews and participatory rural appraisal with 

specific findings. This chapter also focused on sample design (i.e. probability sampling 

or random sampling), sample size, sample unit, sample frame, and data analysis where 

both qualitative and quantitative analysis was conducted. 

In chapter four, analyses, discussion on the findings and presentation were conducted. 

Under this chapter, respondents were divided into two i.e. the household heads, and the 

government officials whose related answers were joined to meet the specific objectives 

of the study. For example Fairness on the distribution of Mosquito Nets where the 

respondents showed that there was no fairness on the distribution of ITNs as the 

households had large families but they were given only one net. This increase mortality 

since the children slept without mosquito nets. 

5.3 Conclusion 

In overview of the data collected, it is concluded that child mortality is still a serious 

problem in most African countries particularly in Tanzania especially in Kibaha 

District, though some solutions were taken by the government to reduce the problem. It 

is a high time for the government to look upon other alternatives for solving the 
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incidence of Malaria that causes deaths to under five children. This could be achieved 

by inviting other partners who had malaria cases before and right now they have 

succeeded to eradicate malaria. The distribution of mosquito nets for reduction of child 

mortality seemed to be of no value since the communities were given nets without 

education of using them as a result they slept without mounting them. It is better for the 

government to understand the importance of education applying any solution of treating 

Malaria. If all these will be noticeable, the problem of under five death will be 

eradicated. Also polygamy seemed to be a cultural factor that hinders the use of ITNs in 

Kibaha District. This implied that low income for managing the family lead to high 

deaths. Thus any society with large family is obvious a victim of deaths due to lack of 

health services. Traditional festival also increase child mortality as people together with 

their children slept outside without using ITNs. This increased much child mortality in 

Kibaha District. Lastly, the belief of other household on witch doctor increase child 

mortality since as child get fever, instead of sending to hospital, the parents associate 

with witch as a result children lost life due to bad beliefs. If all causes of deaths to 

children could get solutions for eradication, there could be growth of strong generation 

with high economy due to plenty of labour force. 

5.4 Recommendations 

5.4.1 To the government 

As far as the child mortality is increased in some parts of the country particularly in 

Kibaha District the government should do the following. 

One is to encourage the development partners to increase their aid on eradicating 

malaria and find alternative solutions towards eradicating under five deaths. 
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Also the government should educate his community before applying any solution 

towards the problem. This will help the community to use these solutions effectively 

and death will be reduced in the community. 

The government should also increase medical officers that could balance with the 

increasing population since numbers of children are increasing at high rate compared to 

doctor who are few. This will not eradicate deaths of malaria unless doctors are 

increased. 

Also the government should build infrastructure including roads all over the country so 

that health services could be accessible. Building of health centers in ever ward is 

responsibility of the government. This will reduce under five as more treatment will be 

available. 

Local culture should be abandoned so that people could manage family in terms of 

accessing health services. This could be abandoned through campaign on fighting 

against polygamy as the reason for having low income in family. 

The government of Tanzania through its policy the population policy that has been 

made should be applied as it is in many countries of the world like China. Reduction of 

population in the society will increase income as the parents will bear children that can 

be able to support throughout their lives. As far as this policy will be applicable in 

Tanzania, there could be a balance of income with number of children. Thus the access 

to health services will be easy as many parents will afford to earn them. Hence under 

five deaths will be reduced in Tanzania. 

Similarly the government should increase industries with high technology that could 

manufacture ITNs with more efficiency in malaria eradication that causes deaths to 
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most children. 

On the other hand the government should create waste disposal like having sewage 

system within our street. This will reduce breeding of mosquito vectors who causes 

malaria 

For early age of delivery, the government had to introduce fine to those parents who do 

not sent their children to school instead they married them leading to children and the 

result is deaths. 

Lastly, the government had to increase investment in Kibaha so that people could get 

employment that will support to earn income necessary for their life particularly 

accessing health services like drugs and medicine. 

5.4.2 To the society 

Since the death of under five is still high, the society should be aware with symptoms of 

malaria and take consideration by sending their children to the health centers to get 

treatment. Also the society should take care of their environment by clearing all rubbish 

that creates vectors of malaria. 

Lastly, the society should abandon all customs and norms that hinder treatment of 

children like going to the witch doctor instead of hospital. 
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5.5 Areas For Further Research 

This study is exclusive of all issues concerning child health. Therefore there is a need to 

carry out further research on other area. The following titles are hereby suggested. 

i. Assessment of the impacts of culture on child mortality in rural Tanzania 

ii. Poverty in rural areas and its impacts on child mortality, and 

iii. Assessment of the role played by NGOs in health services delivery and its 

impacts on reduction of child mortality.   
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Appendix: 1 questionnaire for the household 

THIS RESEARCH IS CONDUCTED BY THE STUDENT OF DODOMA 

UNIVERSITY WHO STUDY MASTER OF ARTS IN DEMOGRAPTHY AND 

POPULATION STUDY (M.A DEMOGRAPHY) FOR THE YEAR 2010/2012. 

The questionnaire is divided into four parts and each part is supposed to be filled with 

the respondent. 

It‟s my hope you will cooperate with me in the whole process of completing the 

urgency issues on this research. 

Section A: Personal information 

Questionnaire Na…….. Village/street…………District …………..Date ……………. 

Full name of the respondent………………………… ………. 

Sex : male/female 

Age:                      18- 25 

                               26- 30 

                               31- 35 

                               36- 40 

                               41- 45 

Above                    46
+ 
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Marital status: married/single/widow/divorced. 

Level of education: primary/secondary/diploma/college or university  

Occupation of the respondent …………………………….. 

Income and source of income per month. 

INCOME SOURCE 

0 - 100000  

100001 - 500000  

500001 - 1000000  

1000001
+

  

 

Section B. Cicle “YES” if the answer is true and “NO” if the answer is not true. 

1.One of the government targets on its vision of 2015 is to improve health services 

particularly eradicating malaria. YES/NO. 

2.Radio and T.V are among of the sources of information that give awareness to the 

community about health services. YES/NO 

3.Community willing on buying and using mosquito net has increased much in recent 

years. YES/NO 

3. Do you think there are many challenges that hinder the use of mosquito net in kibaha 

district? YES/NO 

4. Health facilities are now at every ward. YES/NO 

5. Each household has the ability to buy and use mosquito net. YES/NO 
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6. Having Insecticides treated net, child mortality has improved. YES/NO 

7. Heath services like ITNs are among of the priorities given by the government in 

reducing malaria to children. YES/NO 

8. Government has made a great effort on providing health knowledge to the 

community.  

YES/NO 

9. Does the culture hinder the household not using the mosquito treated nets? YES/NO 

10. Does the environment hinders the use of mosquito treated nets within the 

household? YES/NO 

11. Do you thing the non using mosquito treated nets has affected by child mortality? 

YES/NO 

12. Is there relationship among the users non users of mosquito treated nets? YES/NO 

13. Is there reduction of child mortality after using mosquito treated nets? YES/NO 

14. Do you thing distance is an obstacle to reduce child mortality? YES/NO 

15. Do the psychological of the house hold affect the use of mosquito treated nets? 

YES/NO 

16. Does the absence of health facilities child mortality in the household? YES/NO 

17.Do unhealthy environments hinders effective use of mosquito treated nets? YES/NO 

18. Do you thing lack of health education is a cause of high child mortality in your 
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area? YES/NO 

19. Does the mosquito treated nets distributed by the government have efficiency on if 

uses? YES/NO 

20.Is polygamy a factor that hinder the use of mosquito treated nets? YES/NO 

Section c: choose the correct answer from the given list. 

21.Among the given list below ………. Is a leading killer disease in our country to 

under five children  

a) Diarrhea 

b) Malaria 

c) HIV 

d) TB  

22. Culture is one of the factors that hinder proper use of mosquito net. Among of the 

most of is  

a) Polygamy 

b) Income 

c) Laziness 

d) Prestige 

23. ITNs have given by the development partners for the aim of controlling …….. 

a) Malaria 

b) Diabetes 

c) Polio 

d) HIV. 
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24. Most of the challenges that hinder the use of mosquito net are ranked from…… 

a) Government 

b) Community 

c) NGO‟s 

d) A and B are equal 

Section D: Make a brief explanation on the following 

25. Community low level of income is the major contributor of child mortality in 

Kibaha district. Explain.  

26. What are the challenges that hinder the use of mosquito net in Kibaha district? 

27. To what extent does the government improved health services particularly under 

five children?   

28. What is your opinion on the use of MTN‟s ?. 

29. Explain how culture hinders the use of mosquito net in your community. 

30. What do you thing if the household have no awareness on using Insecticide 

mosquito Treated nets? 

Thank you for your cooperation. 

 

 

 



 94 

Appendix: 2 questionnaires for the medical officers 

1. Does child mortality reduced in Kibaha? If no why. 

2. The distribution of mosquito nets was fair and reach even in the interior? 

3. Do you thing women who are most care of children have enough health education? 

4. Do the medical officers are enough compared to population available in your area? 

5. Distributed nets have efficiency on its uses? 

6. How climate of the area affect the use of mosquito treated nets? 

7. How cultures affect use of mosquito nets? 

8. What most disease do you thing kill under five children? 

9. Is there any government efforts made to reduce child mortality apart from 

distribution of mosquito nets, if there is mention at least two. 

10 What is your advice to the community and the government in general 

 

 

 

 

 


