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Abstract
Background: The burden of childhood disability as a public health problem in
developing countries remains relatively unrecognized. One out of 750 children born
in the world suffer from club foot among them 80% are in low and middle income
countries. Most of these babies have limited access to receive effective treatment for
their clubfoot due to lack o knowledge, awareness and some barriers. We actually
don’t know the level of knowledge of parents who have child with clubfoot
deformity. The purpose of this study was to assess the level of knowledge of parents
who have children with clubfoot during clubfoot treatment. Materials and
Methods: This cross sectional study was conducted among 102 parents who have
children with clubfoot deformity during its treatment in a selected clinic. The
samples were selected purposively from the clinics where clubfoot treatment was
given and face to face interview was done by using semi-structured questionnaire.
Results: The mean (±SD) age of the respondents were 24.7 (±6.0) years where
87.3% (n=89) respondents ware female and 59.8 %(n=61) respondent’s educational
status ware up to primary level. About 44.1% respondents started treatment of their
child within 6 months of birth and 33% within 6 to 12 months where 57% (n=58)
respondents are referred by health care professional to this clinics. About 93.1% of
parents (n=95) said that they knew nothing about clubfoot deformity before their
child was diagnosed where 97% are aware after diagnosis of their child. About
93.1% respondents knew the best time for treatment initiation where 59.8%
respondents know the correct follow up time of clubfoot management. In case of
knowledge of parents’ roles in the treatment of clubfoot about 91.2%, parents have
knowledge weekly visit for treatment and 86.3% know the plaster care where 52.9%
(n=54) parents have lack of knowledge about how to use the brace Conclusion:
There is need to improve the communication skills of clinicians/health care providers
offering treatment to children with clubfoot at the Clinics. Need to share information
with the parents about the condition. Finally, there is need to emphasize of educating
parents about plaster care and how to use brace.
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The burden of childhood disability as a public health problem in developing
countries remains relatively unrecognized1. One out of 750 children born in the
world suffer from club foot. Around 220 000 babies in developing countries born
with clubfoot each year2. Study shows approximately 80% of total clubfoot is in low
and middle income countries2,3. Most of these babies have limited access to receive
effective treatment for their clubfoot and will grow up with severe disability as a
consequence3. In America and the United Kingdom the estimate incidence of clubfoot
is 1 per 1000 births, with males more affected than females in a ratio of 2:14.
However another findings indicate an incidence of 2 to 3 per 1000 births in
developed countries5. Additionally the incidence of clubfoot among black South
African children is reported to be 3.5/1000 births6.

Assessing Knowledge on Clubfoot Among Parents

Although it is estimated that 80% of the world’s disabled
children live in developing countries, not much is known about
the disabling conditions such as clubfoot in these countries7. In
Bangladesh the estimated number of children with clubfoot
born per year is about 4373, and an incidence rate of club foot
is 1.2/1000 births8. Every year in Bangladesh and Myanmar an
estimated 5-6000 children are born with clubfoot deformity
every year, which is approximately one of every 1000 children
born in our country9. Untreated or incorrectly treated clubfoot
soon becomes ‘neglected clubfoot’ as the child grows. A child
with neglected clubfoot will have difficulty in wearing normal
shoes and as they grow older may experience severe pain.
Neglected clubfoot severely restricts ability to walk in some
cases, and in others only short distances are manageable. The
burden of this disability impacts on society as a whole and as
such the problem of untreated clubfoot should be viewed as a
public health issue which must be addressed3. Due to lack of
knowledge, awareness and poor access to healthcare most
children with clubfoot in developing countries have limited
access to receive treatment. Left untreated, clubfoot results in
severe disability, causing pain and difficulty in walking. Many
individuals with untreated clubfoot end up living as beggars on
the streets10. It has been shown that only 10% of children with
clubfoot in East Africa are able to access treatment from a
specialist owing to inadequate awareness, poor communication,
travel expenses and increased parental responsibilities of care in
the family11. Currently, only 2% out of over one million people
with disabilities in Uganda receive rehabilitation services12.
Patient compliance with treatment procedures is important for
the therapeutic regimen to be effective. Without compliance,
the therapeutic goals cannot be achieved, resulting in poor
patient outcomes13. Research on adherence to pediatric
treatment regimes has received attention in recent years as sub
optimal adherence to medical and other therapeutic regimens
can have personal, social and clinical implications for the child
as an adult14. Lack of information regarding reasons for
adherence to the regimen makes it difficult for health providers
and health planners to determine the impact of treatments on
health status or weigh the cost/benefit ratio for prescribing
costly treatments to the patients15. Therefore, it is important to
understand how parents/caregivers manage their children’s
treatment and the potential barriers these parents encounter
during the utilization of clubfoot treatment services. Despite
serious consequences of poor compliance to prescribed
therapeutic regimens for children with physical and mental
impairments, compliance or treatment adherence in this group
of children has not been well studied16. Studies in developing
countries with low-resource settings have shown that multiple
barriers affect patient or caregiver’s utilization of health care
services. In a study in Ghana, found that level of awareness
along with distance travelled to health facilities, cost of
treatment, long waiting times and negative attitudes of health
care providers were major barriers to utilization of health care
services17,18. Additionally good communication and information
sharing between the patients and the health provider during
clinical encounters and consultations is important for mutual

understanding and agreement and is a good predictor of
compliance to the prescribed care19,20,21. In this study we tried
to find out the knowledge level of parents about clubfoot and its
management and as well as their future role during clubfoot
treatment in clinic of their children with clubfoot deformity. We
will assess the knowledge level about Clubfoot deformity
before and after diagnosis, knowledge about club foot
management and follow up system and their current and future
role in the treatment of clubfoot.
MATERIALS AND METHODS
Study design
This cross sectional study was conducted among the parents
who have children with clubfoot deformity during its treatment
in selected clinics.
Study area and population
The population of this study was the parents who have children
with congenital clubfoot deformity attending in the selected
clinic for treatment. Both male and female parents were
recruited for interview. The study was conducted in
Bangladesh, at the ‘Nilphamari’ and ‘Rangpur’ general
disability clinics (conducted by ‘The Leprosy Mission
International, Bangladesh’) and in ‘National Institute of
Traumatology and Orthopedics Rehabilitation (NITOR)’.
Study sample and sampling method
To conduct study 102 samples were selected purposively from
the selected clinics from January 2011 to June 2011. The
parents who have children with clubfoot age up to 2 years, who
are currently receiving treatment and undergoing plaster casting
are the samples of this study. Children who have clubfoot with
other additional disabilities and other relatives who were not
principle caregivers of children with clubfoot are excluded from
this study sample.
Data collection tools and techniques
Data were collected by face to face interview. On average, 2530 minutes were spent for each of the patients. A pre-tested
semi-structured questionnaire in ‘Bangla’ was used for data
collection. The questionnaire was pre-tested with similar type
of patients who were not included in the study sample. Some
modifications and corrections were done subsequently using
the feedback from pre-testing.
Data analysis
After collection data were checked thoroughly for consistency
and completeness. Data were cleaned, edited and verified on
daily basis to avoid any error or inconsistency. Incomplete or
erroneous data were discarded. SPSS (Statistical Package for
Social Sciences) Statistics version 16 was used to analyze the
data. After the entry, range, consistency and normal
distributions were checked. Descriptive statistics were
computed for all categorical variables.
Ethical issues
Purpose of data collection was explained to the respondents and
informed written consents were taken from the respondents
prior to data collection. Respondents’ dignity and respects were
maintained and interviews were taken with strict privacy. The
respondents were informed clearly that their personal identity
would be kept confidential and the data would be used only for
study purpose. Moreover, participants were allowed to
withdraw themselves at any stage of the study. Neither any drug
nor any invasive procedure was applied.
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RESULTS
Socio-demographic characteristics of the respondents
Of 102 respondents, the age ranges were from 14 years to 40
years. The mean ± SD age was 24.7 ± 6.0 years. About 58.8 %
(60) respondents were in younger age group (20-30 years). Rest
of 28.5% (29) was in age group 14 to 20 years and 12.7% (13)
are in age group 31 to 40 years. The results shows 87.3% (89)
respondents ware female and 12.7% (13) ware male. In case of
occupation, study shows that about 51% (52) ware house wife
and rest of them ware service holder 17.6% (18), business man
13.7 % (14), day labor 11.8 % (12), farmer 4.9 % ( 5) and only
one percent was unemployed. About 59.8 % (61) respondent’s
educational status ware up to primary level where 28.4% (29)
had no formal education. Only 7.8% (8) parents had University
level education. Rest of 21.6% (22) of parents had secondary
level education and 10.8% (11) had higher secondary school
level education. Results show about 44.1% respondents started
treatment of their child within 6 months of birth and 33%
within 6 to 12 months. In case of referral to the clinic, about
Fifty-seven percent of the children (n=58) were referred by
friends or neighbor, 38.2% of children (n=39) were referred by
medical professionals, 2% of children (n=2) were referred by
traditional birth attendants, parents of 2.9% of children (n=3)
referred themselves to the clinic (Table-1).
Table 1 : Socio-demographic characteristics of respondents
Items
Age (years)

Frequency

Up to 20 yrs
29
21-30 yrs
60
31-40 yrs
13
Total:
102
Gender
Male
13
Female
89
Total
102
Occupation
Service
18
Business
14
Unemployed
1
House wife
52
Farmer
5
Day labor
12
Total
102
Educational Status
No formal education 29
Primary level
32
Secondary School
Certificate
22
Higher Secondary
Certificate
11
Graduate level
8
Total
102

Percentage
Mean ± SD
28.5
58.8
12.7
100
12.7
87.3
100
17.6
13.7
1.0
51.0
4.9
11.8
100
28.4
31.4
21.6
20.8
7.8
100

24.7 ± 6

Items
Age (years)

Frequency

Percentage
Mean ± SD

Age of treatment commencement
0 to <6 months
45
44.1
6 to <12 months
34
33
12 to 24 months
23
22.9
Total
102
100
Referred to the clinic
Friends/Neighbor 58
57
Medical professional 39
38.2
TBA
2
2
Self
3
2.9
Total
102
100
Knowledge about Clubfoot deformity
Parents were asked their knowledge about clubfoot before and
after diagnosis and their view on the importance of treatment
after diagnosis. From the total sample, 93.1% of parents (n=95)
indicated that they knew nothing about clubfoot deformity
before their child was diagnosed. 6.9% of parents (n=7)
indicated that they knew about clubfoot deformity before their
child was diagnosed. Within 6.9% (n=7) who knew before
diagnosis, four of them was informed by doctors or health
worker and three from friends or neighbors. On the other hand,
92.2% of parents (n=94) indicated that this disease is curable
and rest of 7.8% parents believe that it is not a curable disease.
After diagnosis of their child about 97% (n=99) respondents
have basic knowledge about clubfoot where 3% (n=3) are not
clear about clubfoot (Table 2).
Table 2 : Knowledge level about Clubfoot deformity,
management and follow up
Knowledge
Frequency
Knowledge on Clubfoot before Diagnosis
Yes
7
No
95
Total
102
Knowledge on Clubfoot after Diagnosis
Yes
99
Not much clear
3
Total
102
Is it curable
Yes
94
No
8
Total
102
Knowledge about Best treatment time and
duration of treatment
Yes
95
No
7
Total
102
Knowledge about follow up time
> 2 years
31
<2 years
61
Not sure
10
Total
102

Percent
6.9
93.1
100
97
3
100
92.2
7.8
100

93.1
6.9
100
30.4
59.8
9.8
100
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Knowledge about club foot management and follow up
About 11.8% respondent did not know what is the best time for
treatment and total treatment time for clubfoot management.
More than two-third of respondents said that the best time for
treatment is as soon as birth and total treatment time is more
than six months. And 59.8% respondents (n=61) thinking that
the follow up time of clubfoot management is more than 2
years where 30.4% (n=31) thinking that follow up will be less
than 2 years. On the other hand 9.8% respondents (n=10) do
not know what is the follow up time for clubfoot management
(Table 2).
Knowledge of parents of their current role in the treatment
of clubfoot
In case of knowledge of parents’ current roles in the treatment
of clubfoot included: bringing the child every week for
treatment; and taking care of plaster casts which involved
preventing plasters from being soaked with water, preventing
the urine going into the plaster cast, and preventing the child
playing on wet floor or ground. About 91.2%, parents have
knowledge that it was their prime responsibility to bring the
child every week for treatment and 86.3% know the plaster care
where 2% and 5.9% don’t know the visit time, plaster care
respectively (Table 3). The child is required to wear these
braces for 23 out of 24 hours every day for three months, and
for two years at night and nap times only. From the total
sample, 39.2% percent of parents (n=40) indicated that they did
not know that it was their responsibility to ensure that the child
would wear abduction braces after the plaster-casting phase
where 52.9% (n=54) parents know how to use the brace (Table 3).
Table 3 : Parents' future role on clubfoot management (n=102)
Regularly visit clinic
Plaster care
Use brace accordingly
Frequency Percent Frequency Percent Frequency Percent
Yes
No
Do not know
Total

93
00
2
95

91.2
00
2

88
1
6
95

86.3
1.1
5.9

54
1
40
95

52.9
1
39.2

In case of plaster care, about 91.2% respondents know to
preventing child with plaster cast from playing on wet floor or
ground. About 77.5% (n=79) parents knew preventing the urine
going into the plaster cast and 51% (n=52) knew to prevent their
child playing with plaster where 2% , 14.7% and 45.3% parents
report that they don’t know well about protecting plaster from
water, preventing urine going into the plaster and preventing
their child playing with plaster respectively (Table 4).
Table 4 : Parents' future role on plaster management (n=102)
Don't wet in water Urine in plaster
Play with plaster
Frequency Percent Frequency Percent Frequency Percent
Yes

93

91.2

79

No

00

00

00

00.

43

00

Do not know 2

2

15

14.7

43

45.3

Total

95

94

77.5

52

95

51

DISCUSSION

Public health planners have recognized the importance of
health workers being informed about the knowledge and
perceptions which people hold regarding health and illness,
causes of disease and possible remedies22. Theorists have
proposed that a mismatch between the patient/caregivers’ and
the therapist’s expectations for treatment may lead to
dissatisfaction with services and may lead to poor adherence to
the treatment regime23. For instance if patients/caregivers have
little knowledge about the condition and are unfamiliar with the
process of treatment, they may have unrealistic expectations
about how long the treatment will last, how quickly their child’s
problem will resolve, and to what extent they will be expected
to participate in treatment23. In this study, shows almost
majority of the respondents did not aware of clubfoot deformity
before diagnosis of their children where almost 97% (n=99) are
aware and know about clubfoot deformity after diagnosis of
their children. Almost majority respondents answered that they
know clubfoot is curable if proper management is taken timely
where 95% answered correctly, when treatment should be
started and duration of treatment. In case of follow up, more
than half of the respondents answered 2 years or more where
one third said that the follow up is less than 2 years and
minority (10%) are not sure about the follow up system.
However, despite the inadequate knowledge (93.1%) prior to
diagnosis, 97% of parents (n=99) indicated they understood the
clubfoot and its treatment regimen. This indicates that these
parents learnt about some aspects about clubfoot and its
treatment including the benefits of adhering to the prescribed
treatment during the time they attended for the treatment of
their children. However it is not known whether this parental
learning was through exposure to the treatment or was obtained
from fellow parents that had started bringing their children
earlier for treatment or those that had undergone several
treatment sessions at the clinic. Study also shows that majority
of the respondents know the regular visiting time (91.2%),
Plaster care (86%) where half of the respondents knew how to
use brace correctly. In case of plaster care, majority
respondents aware about not to wet plaster in water and more
than two third are aware about preventing urine of their
children go into the plaster where half of the respondents are
aware not to allow their child to play wearing plaster. The
results of this study are consistent with the findings in
Manchester, United Kingdom, on caregiver’s knowledge of
dysphasia and its influence on adherence to dysphasia
management strategies24,25. They found that while only 45% of
caregivers (n=46) had good knowledge about dysphasia, 77%
of these caregivers adhered to the required management
strategies of dysphasia. The results of the current study indicate
that parents had poor knowledge about clubfoot and its
treatment initially but acquired more through successive
attendance to the treatment for their children. But study found
that about half of the respondents have lack of knowledge on
using brace and playing with plaster.

CONCLUSION

The study identified the after diagnosis and starting
management the parents are aware about their child’s problems.
On the other hand some respondents have lack of knowledge
about the use of brace and care of plaster. This should be
focused by the health care providers to the parents. This study
provides information on the factors that might improve in order
to improve the adherence of parents to their children’s
treatment in the clinic.
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