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Abstract

Hepatitis A virus is the most common known viral hepatitis. It is a major problem in developing and developed countries, and the highest prevalence of infection in early childhood. The aim of this study was to assess mothers' care (knowledge & practice) for their preschool children with hepatitis (A) virus, and identify factors affecting mothers' knowledge and practice regarding their children care. Research design A descriptive research design was used in this study. Setting the study was conducted at the outpatient Clinics in Benha University hospital and Benha Fevers’ Hospital during the periods from beginning of December 2009, to end of May 2010 and follow up was done through home visit. The Sample was composed of 100 children with hepatitis (A) virus, and their mothers at rural areas. Two tools were designed for data collection. 1) An interviewing questionnaire to assess studied subjects’ characteristics and their knowledge about hepatitis (A) virus. 2) An observational checklist to observe the home environmental condition and mothers’ practices regarding children care of hepatitis (A) virus. Results of the study revealed that more than half of the children with hepatitis (A) virus were females in the age ranged 3-<4 years, and more than half of their mothers' age 20-<30 years, more than one third of them were illiterates, and the majority of them had inadequate income. Total means score of mothers' knowledge and practice were 10.31±5.31, 5.89±3.73 respectively. There were higher statistically significant differences between most items of mothers' knowledge, practice and their socio-demographic characteristics. The study recommended that health educational programs especially for less educated mothers about infectious diseases to prevent complications should be conducted.  Provide adequate booklets contain knowledge about HAV and should be available in every health care setting. 
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INTRODUCTION


Viral hepatitis is a major global public health problem in developing and developed countries (Holtz, 2008). Hepatitis (A) is a form of viral hepatitis also known as infectious hepatitis due to its ability to be spread through personal contact. It is an inflammation of the liver caused by hepatitis (A) virus (HAV). It varies in severity, running an acute course, generally starting within two to six weeks after contact with the virus, and lasting no longer than two to three months (Bergelson et al., 2008).

In developing countries, and in regions with poor hygiene standards, the incidence of infection with the virus is high and the illness usually contracted in early childhood (Steffen, 2005). It has worldwide distribution and endemic in most countries and there is a very high incidence in rural areas (Wilson, 2005). Infection with HAV occurs worldwide and is the most common cause of acute viral hepatitis, which is most commonly transmitted by fecal-oral-route via contaminated food or drinking water (Carter, 2005).


Hepatitis A virus can spread from person to person by putting something in the mouth that has been contaminated with the stool of person infected with hepatitis A, and it is the most common type found in children and young adults but HAV can occur at all ages. Usually a group with low socioeconomic status will be more affected due to bad hygienic habits (Lee, 2007).


Children are the chief victims, but very often have no more than a flu-like illness or called sub clinical infection. The symptoms include: an abrupt onset to fever, fatigue, abdominal pain, nausea, vomiting, loss of appetite, weight loss, itching, jaundice, and darked colored urine and clay colored stool (Chan et al., 2006).


The community health nursing plays an important role, focuses on preventing spread of infection to others, and promoting the patients' comfort and ability to provide self care (Mcevoy, 2006). Control of further spread is essential. Because the virus survives on contaminated objects for weeks, good hand washing and thorough disinfection are imperative for children and adults who have direct contact with a person infected with HAV. They should receive immunoglobulin (IG) as soon as possible after exposure. A vaccine has been developed to prevent HAV infection, and immunization is currently recommended for all children groups aged from one year as well other high risk groups (Centers of Disease Control and Prevention, 2006).

Magnitude of the problem:

           Children repr​esent an important highly vulnerable group of the population. In Egypt, from birth up to five years, they constitute 14-15% of total population and health promotion during childhood is vitally important because it is a critical period of the life span that the learning of health related behaviors, attitudes, values and perceptions take place during early years that this can provide the basis for health related behaviors during adulthood (Pender et al., 2005).

In developing countries, infection is highly endemic; nearly 100% of population has serologic evidence of past hepatitis (A) virus disease during childhood (Bennett, 2006). The problem of viral hepatitis in Egypt is still a serious problem therefore many studies were made to estimate the incidence of HAV (Meky et al., 2006). The incidence of hepatitis (A) virus infection affects individuals of all ages, but the highest incidence occurs among preschool or school age children younger than 15 years (Reger & Schiff, 2000; and Hockenberry et al., 2005). The incidence of hepatitis (A) virus in Kalyobia Governorate in 2009 was 349 cases (Governorate of Health Affairs, 2010).
AIM OF THE STUDY

The study aimed to:


Assess mothers' care for their preschool children with hepatitis (A) virus through: 

1- Assessing mothers' knowledge regarding hepatitis (A) virus and their practice related to child care. 
2- Identifying factors affecting mothers' care regarding their children with hepatitis (A) virus. 

Research questions:

1. Is there a relationship between mothers' knowledge regarding hepatitis (A) virus and their socio- demographic characteristics?

2. Is there a relationship between practice of mothers of children with hepatitis (A) virus and their home environment?

3. Is there a relationship between mothers' knowledge and practice of care for children with hepatitis (A) virus?   

Research design:


A descriptive design was used to achieve the study aim. 

Setting:


The study was carried out at two outpatient clinics of Benha University Hospital and the Fevers' Hospital in Benha and patients’ were followed through home visits to collect the study data.

Sample:

One hundred children with hepatitis (A) virus and their mothers, were recruited out of 200 that compose the total number of attendants the previously mentioned settings; through 6 months from beginning of December 2009 to beginning of May 2010.  The studied sample was selected by simple random sample and it represents 50% from the total sample, with the following inclusion criteria:

· Preschool children aged 3-5 years.

· Clinically diagnosed hepatitis (A) virus only and free from any other diseases.

Tools of the Study:


Two tools were used to assess mothers' knowledge and practice.  

1- An interviewing questionnaire: constructed to collect data about socio-demographic characteristics of children with hepatitis (A) virus and their mothers which consist of three parts:

Part I: General characteristics of children such as: Age, sex, rank of child in the family. And mothers demographic data such as: Age, education, marital status, occupation, income, and family size. 
Part II: Present medical history of children as onset of signs and symptoms causes of disease, signs that appeared on children.
Part III: Mother's knowledge about the disease such as; definition, causes, types, signs and symptoms, mode of transmission, incubation period, laboratory diagnosis, complications, predisposing factors, nutrition, risk groups, immunization, preventive measures, control disease and source of mothers knowledge.
Scoring system:

    
Mothers' knowledge data about hepatitis (A) virus were computed and the sheet score was 16 points. The correct answers were predetermined according to literature review. For each area of knowledge, the scores of the items were summed up and the total was divided by the number of items, giving a mean score for the part. These scores were converted into a percent score. The score for each question was categorized as following:

Complete correct answer scored 2, while incomplete correct answer score1, and wrong answer or don't know score 0.

The total level of knowledge scores for mothers was categarized as follows: 75% or more considered good level of knowledge; 50-<75% average level; and <50% poor level of knowledge.

2- An observational checklist: It was designed to observe mothers' care (practice) for children with hepatitis (A) virus and to assess their home environmental condition, it consists of 2 parts:

Part I:  Observation of home environment such as: Number of rooms, type of bathroom sanitation, safe water supply, ventilation, and lighting levels, sanitary sewage disposal, source of food preparation, and garbage collection.
Part II: Mothers' practices in caring for their children with hepatitis (A) virus as isolation of children, personal hygiene, nutrition, rest, usage and cleanliness of child equipment, house cleanliness condition, food preparation, types of food, medication, preventive measures for preventing spread of infection at home.
Scoring system:
A scoring system was followed to obtain the outcome of mothers' practice about the care for their children with hepatitis (A) virus at home. The observational checklist is composed of 37 questions. The answers of this question were categorized as: Completely done response scored 2, while incomplete right response scored 1, and not done or wrong response scored 0.

The total practice scores were 37 points, the total mothers' practice scores were classified to determine level of practice as follows; 75% or more considered good level of practice, while 50 -<75 % average level, and <50% as poor level of mother practices.
Field work:

1- Review was done of the current, and past local and international related literature about the various aspects of the subject using books, articles, magazines and internet.

2- A formal approval was obtained upon official letters issued from the Faculty of Nursing, Benha University and addressed to the Directors of Benha University Hospital, and Fevers' Hospital at Benha. The letters presented to obtain approval included title, aim of the study and settings where the study will be conducted

3- The data were collected through a period of 6 months from beginning of December 2009, till end of May 2010. The researcher was available 2days/week in each study setting from 10.00 a.m.- 12.00 m.d. and the mothers were visited at home once from 10.00 a.m.- 12.00 m.d. or from 3.00-5.00 p.m. 
4- As convenient for mothers in 2days/week, the researcher was present to observe the mother during giving child care, the researcher explained briefly the purpose of the study at the beginning of each interview to gain mother’s cooperation.
5- A pilot study was carried out after development and modifications on the tools and before starting data collection.  The pilot study constituted 10% of the study sample. Those who shared in the pilot study were excluded from the main study sample.

. Content validity: Tool validity test was done through five expertises from Faculty members of Community Health Nursing Department.
Ethical consideration:-

Agreement (oral consent) from each of the participations was taken. The subjects were assured about confidentiality of data that will be used for research purpose only. Mothers were informed about their right to withdraw from the study at any time without giving any reason.  

IV. Statistical Design: 


Data were analyzed using the Statistical Package of Social Science (SPSS), version 17.0. Qualitative data were presented by number and percentage, while quantitative data were presented by mean and standard deviation. Other statistical tests such as: chi-square test, p-value, correlation coefficients were calculated between mothers socio-demographic characteristics and total mothers' knowledge about disease, between mothers' characteristics and total practice score, and between environmental condition and total mothers' practice. Statistical significance was considered at: P-value > 0.05 insignificant, <0.05 significant, and <0.001 highly significant.
Results 

Table (1) displays general characteristics of the children with hepatitis (A) virus disease. According to the table, more than half of the children (53.0%) their age ranged from 3-<4 years, the females accounted for 59.0% of the studied sample, while males constituted 41.0%. The result also reveals that the highest prevalence of the disease (39.0%) presents among children ranked as the second birth order. 
Table (2) shows the socio-demographic characteristics of the studied mothers of children with hepatitis (A) virus disease. The table reveals that slightly less than three fifths (59.0%) of mothers their age ranged from 20 -< 30 years old, more than one third of them (36.0%) were illiterates and a minority (3%) can just  read and write. More than two thirds of them (68.0%) were housewives; also three quarters (75.0%) of mothers were married.

 As regards family size and family income the same table indicates that more than three quarters (77.0%) of them belonged to a large family (from 4 to more than 6 members). On other hand, 83.0% of them reported that their family income was inadequate.  

Table (3) portrays the studied subjects' house environmental condition. According to the table, almost two thirds (66.0%) of the subjects lived in shared house and slightly more than half of them (51.0%) occupied two rooms with shared bathroom (66.0%). As regards ventilation in the house, the result reveals that two fifths (40.0%) of the mothers live in bad ventilated houses, and more than three quarters of them (76.0%) reported presence of tap water inside house. Tank used as sewage disposal was mentioned by 82.0% of the studied subjects. Concerning food preparation and cooking, the results shows that they were carried out inside home for most of them (92.0%) and using gas stove for cooking was reported by 85.0% of the studied subjects; also 88.0% of them reported garbage collection was done outside home.

Figure (1) illustrates the main sources of mothers’ knowledge about the disease were from neighbors/relatives and from experiences (42.0% & 33.0% respectively), while the remaining sources of knowledge as reported by the mothers were doctor/ nurse, magazine and television representing minorities (12.0%, 11.0% & 2.0% respectively).
Figure (2) represents mothers’ level of knowledge about viral A disease. This figure shows that nearly half of the mothers (46.0%) had good level of knowledge about the disease being infectious and it can be transmitted to other persons, and 42.0% of them had good knowledge about laboratory diagnosis. On other hand, the majority of them had poor level of knowledge about incubation period, risk group, complications, causative agent, signs and symptoms, definition of the disease, and predisposing factors (93.0%, 84.0%, 78.0%, 77.0%, 73.0%, 71.0% & 48.0% respectively).
Figure (3) shows that more than one third of mothers (37.0%) had  good practice level about isolation of infected child. More than one quarter of them (29.0%) reported good level of practice about child personal hygiene. Slightly more than three fifths of them (61.0%) had poor level practice about child equipment cleanliness.  More than half of them (53.0%) showed a poor practice level about housing cleanliness, less than three quarters of them (72.0%) had poor practice about food hygiene,  while less than two third of them (65.0%) had poor practice level about suitable diet, and less than one third of them (34.0%) had  average practice level about general methods of precautions.

Table (4) indicates highly statistically significant differences between mothers' general characteristics education, occupation, income and their level of knowledge about hepatitis (A) virus (p<0.001)and a significant relation with age (p<0.05).On other hand the good level of mothers' knowledge were present among mothers their age ranged from 30 to less than 40 years, graduated from university, working mothers  and having  adequate income. (32.3%, 83.3%, 43.7% & 35.3% respectively). While family size and marital status show no significant difference. 

Table (5) shows that good level of practices were among mothers graduated from university (94.4%), having small family size (52.2%), working (43.7%) and having adequate family income (52.9%). These findings were statistically significant (p<0.05), except with university education, it was highly statistically significant (p<0.001), which answer the research question (1).  

Table (6) shows a highly statistically significant correlation detected between the total practice and home environment scores (+ve correlation, p < 0.001), which answer research question (2).

Table (7) indicates a highly statistically significant difference between the total knowledge and total practice among the studied mothers (p<0.001), which answer research question (3). 

Table (1): Socio-demographic characteristics of the studied children with hepatitis (A) virus disease (n=100).
	Characteristics
	No.
	%

	Age (years)
	
	

	3- <4 years
	53
	53.0

	4-5 years 
	47
	47.0

	Sex 
	
	

	Male
	41
	41.0

	Female 
	59
	59.0

	Child rank in family 
	
	

	1st 
2nd 
3rd
4th 
	15

39

32
14
	15.0

39.0

32.0
14.0


Table (2): Socio-demographic characteristics of the studied mothers of children with hepatitis (A) (n=100).

	Characteristics
	No.
	%

	  Mother Age/year    

20- 

30- 

      40 + 
	59

31

10
	59.0

31.0

10.0

	  Education 

 Illiterate 

Read and write

      Primary 

Preparatory 

      Secondary 

 University  
	36

3

9

11

23

18
	36.0

3.0

9.0

11.0

23.0

18.0

	  Occupation 

 Working

 Housewives 
	32

68
	32.0

68.0

	  Marital status

 Married 

 Widow 

 Divorced
	75

22

3
	75.0

22.0

3.0

	  Family size

  >  4 

      4 -<6
       6 + 
	23

40

37
	23.0

40.0

37.0

	Family income 

Adequate

Inadequate 
	17

83
	17.0

83.0


Table (3): Distribution of the studied sample regarding their home environmental condition (n=100).

	Home environment
	No.
	%

	  House type

Separated

Shared 
	34

66
	34.0

66.0

	Number of rooms 

One 
Two 

Three 

More than three  
	1

51

46

2
	1.0

51.0

46.0

2.0

	  Type of bathroom

Separated

Shared 
	34

66
	34.0

66.0

	  Ventilation 

Good 

Moderate 

Bad
	28

32

40
	28.0

32.0

40.0

	  Water source

Tape water

General tap

Water pump 
	76

0

24
	76.0

0.0

24.0

	  Lighting level 

Enough

Moderate

Not enough
	33

53

14
	33.0

53.0

14.0

	  Sewage disposal

Tank 

Masraf

General sarf 
	82

3

15
	82.0

3.0

15.0

	  Place of food preparation
     Inside home

     Sometimes outside home
	92

8
	92.0

8.0

	  Source of food cooking

Solar waboor

Gas waboor 

        Butagas 
	4

11

85
	4.0

11.0

85.0

	  Garbage collection

Outside  home

In a site at home 
	88

12
	88.0

12.0
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Figure (1): Frequency distribution of the main sources of mothers’ knowledge   about hepatitis (A) virus 
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Figure (2): Frequency distribution of the studied mothers regarding their level of knowledge about hepatitis (A) virus (n=100).
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Figure (3): Frequency distribution of the studied sample mothers by their observed practice during care of children with hepatitis (A) virus
Table (4): Relation between characteristics of mothers' and their total knowledge (n=100). 

	Socio-demographic Characteristics
	Total Knowledge
	Total
	X2
	P- Value

	
	Poor

(n=58)
	Average

(n=23)
	Good

(n=19)
	
	
	

	
	No.
	%
	No.
	%
	No.
	%
	No.
	%
	
	

	Age (years)

20- 

30- 

      40+ 
	34

15

9
	57.6

48.4

90.0
	17

6

0
	28.8

19.3

0.0
	8

10

1
	13.6

32.3

10.0
	59

31

10
	59.0

31.0

10.0
	9.8
	<0.05

	Education 

     Illiterate 

     Read and write 

     Primary

     Preparatory 

     Secondary 

     University
	36

3

8

9

1

0
	100

100

88.9

81.8

4.3

0.0
	0

0

1

2

18

3
	0.0

0.0

11.1

18.2

78.3

16.7
	0

0

0

0

4

15
	0.0

0.0

0.0

0.0

17.4

83.3
	36

3

9

11

23

18
	36.0

3.0

9.0

11.0

23.0

18.0
	110.3


	<0.001



	Marital status 

     Married

     Widow

     Divorced
	42

15

1
	56.0

68.2

33.3
	17

5

1
	22.7

22.7

33.3
	16

2

1
	21.3

9.1

33.3
	75

22

3
	75.0

22.0

3.0
	2.6
	>0.05

	Family size 

      <4 

    4 -<6


      6 +
	11

24

23
	47.8

60.0

62.2
	7

10

6
	30.4

25.0

16.2
	5

6

8
	21.8

15.0

21.6
	23

40

37
	23.0

40.0

37.0
	2.5
	>0.05

	Occupation 

     Working 

     Not working
	7

51
	21.9

75.0
	11

12
	34.4

17.6
	14

5
	43.7

7.4
	32

68
	32.0

68.0
	28.4
	<0.001

	 Family's income 

     Adequate

     Inadequate
	4

54
	23.5

65.1
	7

16
	41.2

19.3
	6

13
	35.3

15.6
	17

83
	17.0

83.0
	10.0
	<0.001


Table (5): Relationship between sociodemographic characteristics of mothers and their total practice (n=100).

	Total practice

Socio-demographic Characteristics
	Total Practice
	Total
	X2
	P- Value

	
	Poor

(n=63)
	Average

(n=10)
	Good

(n=27)
	
	
	

	
	No.
	%
	No.
	%
	No.
	%
	No
	%
	
	

	Age/year

   20-

   30-

   40+
	37

18

8
	62.8

58.1

80.0
	8

1

1
	13.5

3.2

10.0
	14

4

1
	23.7

38.7

10.0
	59

31

10
	59.0

31.0

10.0
	3.04
	>0.05

	Education

  Illiterate

  Read and write

  Primary

  Preparatory

  Secondary

  University
	36

3

7

8

4

0
	100

100

77.8

72.8

17.4

0.0
	0

0

2

2

9

1
	0.0

0.0

22.2

18.2

39.1

5.6
	0

0

0

1

10

17
	0.0

0.0

0.0

9.0

43.5

94.4
	36

3

9

11

23

18
	36.0

3.0

9.0

11.0

23.0

18.0
	106.1
	<0.001



	Marital status

  Married

  Widow

  Divorced
	50

11

2
	66.7

50.0

66.7
	6

3

1
	8.0

13.6

33.3
	19

8

0
	25.3

36.4

0.0
	75

22

3
	75.0

22.0

3.0
	4.6
	>0.05

	Family size

     <4 

   4 -<6

     6 +
	11

24

28
	47.8

60.0

75.7
	0

7

3
	0.0

17.5

8.1
	12

9

6
	52.2

22.5

16.2
	23

40

37
	23.0

40.0

37.0
	13.8
	<0.05

	Occupation

  Working

  Not working
	15

48
	46.9

70.6
	3

7
	9.4

10.3
	14

13
	43.7

19.1
	32

68
	32.0

68.0
	6.9
	<0.05

	Income

  Adequate

  Inadequate
	8

55
	47.1

66.3
	0

10
	0.0

12.0
	9

18
	  52.9

21.7
	17

83
	17.0

83.0
	7.9
	<0.05


Table (6): Correlation between total practice scores of mothers and their home environment (n=100).
	Items
	Home Environment (r)
	P-Value

	Total practice
	0.50
	<0.001**




Table (7): Correlation between total knowledge and practice scores of the studied sample (n=100). According to the third research question.

	Items
	Mean± S.D
	Correlation (r)
	P-value 

	Total knowledge 
	10.31±5.31
	0.75
	<0.001**

	Total practice 
	5.89±3.73
	
	


Discussion 
Regarding to sociodemographic characteristics of children who infected with HAV disease, this study result showed that the age of children with hepatitis (A) virus among more than half of them, ranged between 3 - <4 years (table 1). This finding agreed with Abd Alaziz and Awad. (2008), who found in their study sample of Egyptian children that the incidence age of hepatitis (A) virus increased among the age group 3-<5 years representing 53.1%. 


The current study result revealed that slightly less than three fifths of children with hepatitis (A) virus were females (table1). This finding is supported by Salama et al. (2007), who found in their study that hepatitis (A) virus is more prevalent among females (86.9%) than males (85.3%). The present study finding also agreed with  Abd Alaziz and Awad (2008), who found that seropostivity of HAV prevalence among females (62.3%) was higher than males (60.5%), where children of different socioeconomic status in Cairo. Additionally, this study finding is congruent with that of Tanaka (2000), who detected that seroprevalence of HAV was higher in females than males. This may be due to that females help their mothers at home in housekeeping, cleaning house, play with toys sometimes contaminated so; they are more susceptible to infection with HAV. 

Concerning birth order i.e., the rank of infected children in the family, the present study revealed that hepatitis (A) virus was the highest prevalence among the second child in the family accounting for slightly less than two fifths of the studied sample (table 1). This finding may be due to an inadequate experience and knowledge of mother about preventable measures of hepatitis (A) virus and lack of awareness on how to deal with their infected children adding to that most attention is for the first child, and frequent births give inadequate protection and lack of attention to the youngest child.


Regarding to socio-demographic characteristics of mothers whose children are infected with hepatitis (A) virus, the present study result showed that slightly less than three fifths of mothers, were in the age group 20-<30 years, more than one third of them were illiterates or read and write, more than two thirds of them were not working, three quarters of them were married, more than three quarters of the mothers belonged to large family (more than 4 members), and the majority of them have inadequate income (table 2). These findings may be due to that in rural areas there is increased illiteracy rate among mothers and low income among families living in the villages. These findings were supported by Salama et al. (2007), who reported that higher prevalence of HAV was noted with greater family sized due to crowded living situations, lower levels of maternal education and smaller monthly income for village families as compared to those for country families. 


This study result is also congruent with El-Zanaty and Way (2004), who found that the prevalence of HAV was higher among children whose parents were educated to preparatory level or below, while a higher proportion of children (91.7%) from the very low social level were HAV positive, and a higher prevalence of HAV (90.0%) was also found among children living in rural areas.

As regards the source of mothers' knowledge about HAV, the present study results showed the main source of mother's knowledge was from neighbors or relatives representing approximately two fifths, while for around one tenth of them the source of mothers’ knowledge was either from doctors, nurses or magazines, and mass media e.g., TV representing  minorities (figure 1). This could be due to lack of mother's knowledge about HAV disease, and food born diseases, which make them refer to other sources  and increase trust in family, friends or neighbors counseling adding to their past experience. This finding is in agreement with Meer et al. (2000), who reported that family and friends from the work were the most common source of information.

As regards mothers' knowledge about hepatitis (A) virus illness, the present study result revealed that their basic knowledge about definition, causes, signs and symptoms, incubation period, mode of transmission, risk group, predisposing factors and complications was inadequate (figure 2). This inadequacy in knowledge may be explained by the high illiteracy rate coupled with low income of the families in rural areas, and poverty which cannot allow visiting private or specialized clinics to know, and get correct information about HAV and get quality of care.

 This finding has been supported by Frierich (2003), who stated that children who live in families with low level of education and living in poverty are more likely to be in poor health, and less likely to have used many types of health care than children who lie in families in higher income, higher education, and have better chance to get healthy and remaining healthy. Access to health care, the health behaviors of parents and siblings, and exposure to environmental risks are among factors contributing to the disparity in children's health.

Considering mothers' care toward their infected children with HAV, the present study revealed that less than two thirds of them had not isolated the infected children, slightly less than two fifths of them had no idea about child personal hygiene, for less than two thirds of them their practice was considered poor as regards hygiene of child equipment, and more than half of them have poor housing hygiene (figure 3). This may be due to that the non educated mothers in rural areas had bad hygienic habits, poor home environment, and also people living in rural areas have less access to health care because of persistent poverty, fewer health services, and lack of information about the importance of hygiene needed to their children. This finding agreed with Kogan et al. (2004), who found that the mothers couldn't identify many important needs of their infected children with hepatitis (A) virus e.g., hygienic needs. Mothers and their children can assume active roles in the treatment process by providing self care needs not only hygienic needs but also they might pay attention to their other physical and psychological needs. 


The current study results revealed that for less than three quarters of the mothers their practice regarding their children with HAV towards food hygiene was poor, while for slightly less than two thirds of them it was also poor preparing     a suitable diet for the infected child, and for less than half of them, they did not follow general precautions during child care (figure 3). These findings may be due to low income, high rates of non educated mothers who usually had bad hygienic habits, adding to the unavailability of facilities for good food preparation and storage, and poverty, which can not allow them to visit specialized clinics to get a quality of care.


The present study is supported by Altekruse and Fiein. (2000), who reported that one third of the respondents who prepared meals showed unsafe handling practice e.g., they didn't wash hands or take precautions to prevent contamination from raw meat and after cooked food as well. In a similar study Italo et al. (2002) noticed that most interviewed housewives mentioned that they cook their foods adequately, only few of them mentioned that, boiling doesn't destroy all microbial forms present in foods, and they usually reheat their left over food inadequately.


The present study is also congruent with Osman (2008), who found in her study that mothers showed no satisfactory preventive measures taken at home and more than half of the caregivers had bad hygiene of food storage and preparation. Similarly, Keith et al. (2008) clarified that the major causes of food borne illnesses could be referred to poor personal hygiene.

      As regards the relationship between mothers' socio-demographic characteristics, and their total practice score, the current study result revealed that a highly statistically significant association (p<0.001) was detected between total practice score and education, while statistically significant associations (p<0.05) were founded between total practice scores and family size, occupation and income, and no significant differences (p>0.05) were found with age and marital status   (table 5). This finding may be due to that mothers living in rural areas are suffering from persistent poverty, poor status related to low income, and high illiteracy rates, and few health services.

      These findings are on line with Janes and Lundy (2001), who reported that health care of mothers are affected by the availability of health care resources and influenced by education and income, they   concluded that  well educated mothers are more likely to practice positive health promotion. As well, Osman (2008) found in her study that a significant difference between overall mothers practices and some characteristics were observed related to education and occupation.

      The present findings are in agreement with Nagar and Sharma (2006), who identified that educated mothers are supposed to have better knowledge of hygiene and health needs and practice. Lack of proper facilities like basic education, income and access to mass media might affect their knowledge and practice.
     According to the research question (2) about the relationship between mothers' home environment and their total practice, the finding of the present study revealed that there is a statistically significant positive  correlation (0.50) and highly statistically significant association between home environmental  condition and their total practice (p<0.001) (tables 6). This might be due to that mothers living in rural areas usually have bad hygiene habits and no facilities, low access to health care and few health services. 

    
This finding is on line with Nagar and Sharma (2006), who noted that challenging living conditions and working hours undermine the capacity of mothers to provide optimal care of children, whereby compromises are sometimes made in keeping the children clean, hygienic preparation of food especially in the absence of responsibly adequate services. 

 According to correlations between total mothers' knowledge score about hepatitis (A) virus and their total practice score, the results of this study revealed a positive statistically significant correlation (0.75) and highly statistically significant association between total mothers knowledge score and their total practice score (p<0.001) (table 7). This may be due to those mothers, who have adequate knowledge about HAV disease, can provide good care for their children with HAV and take precautions during their illness to prevent spread of infection.

CONCLUSION

Based on the results of the present study and research questions, the following can be concluded:  Mothers’ knowledge about hepatitis (A) virus is affected by their socio-demographic characteristics, with highly statistically significant good knowledge scores among educated mothers, working, and having adequate income. Mothers’ practice regarding their children with hepatitis (A) virus is affected by the home environmental conditions with highly statistically significant differences, where the good mothers’ practice scores were observed among those living in good sanitary home environment. The study highlighted that statistically significant correlations were detected between total mothers’ knowledge about hepatitis (A) virus and total mothers’ practice regarding their children infected by hepatitis (A) virus.

RECOMMENDATIONS

Based on results of the present study, the following recommendations are suggested:   
· Development of health educational programs especially focused for the less educated mothers about infectious diseases affecting children and early detection to prevent complications, these are greatly needed through:

· Education directed toward proper handling of foods

· Strengthening good personal and food hygiene 

· Identifying role of insects, wastes and other disease vectors in contaminating foods and how to control them in appropriate manner.
· Developing an illustrated booklet contain knowledge about hepatitis (A) virus and preventive measures. This booklet should be available in every health care setting to be offered to caregivers of children with HAV.

· More attention should be given for home visits and home care for children with HAV and their mothers, by community health nurses.

· Periodic medical survey and follow up for early detection of new cases. 
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