MOTHERS’ KNOWLEDGE, PERCEPTIONS AND USE OF ARTEMISININ
BASED COMBINATION THERAPY FOR TREATING MALARIA ANMONG
UNDER -FIVES, IN IBARAPA CENTRAL LOCAL
GOVERNMENT AREA,

NIGERIA

BY

ADEIKUNLE OLUDAYOOSUOLALE
MATRIC NO: 125781

A Disserttion in the Department of Health Promotion and Health
Edncalioat,
Snbmitted to the Faculty of Public 1ienlth
In Partinl Fuifillinent of the Requiremeits for the Degree of

MASTER OF PUBLIC IIEALTH

of the

UNIVERSITY OF IBADAN

NOVEMBER, 2010

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




DEDICATION
I dedicente this work to my Saviour tic Lord Jesus Clirlst who kept me alive during the

course of this project.

AFRICAN DIGITAL HEAﬁ'H REPOSITORY PROJECT



ABSRACT

The promolion of Artemisinin — based Combination Therapy (AC1) in Nigeria
involving usc of Artemisinin — bascd drugs such as Coartem® is duc fo the increasing
prevalence of Chloioguinc resistant malana. However, the knowledge, perceptions and
usc of the therapy among mothers of under-fives have nol been well explored. This study
therefore assessed the knowledge, pereeplions and palicro of usc of ACT among mothers
of under-f.ves in Ibarapa Cenltal Local Governmenl Arca. Oyo Stale, Nigeria.

The study was a cross-scclionat survey of mothers of undcr-tives who conscnted
lo be involved in the study. Igboora and ldcre, the 1wo main communitics in the LGA
were pumosively sclecled. A four- stage random sampling technique was used o sclect
720 parlicipants from 360 houscholds in the 1wo communilics. A validaled questionnaire,
which included a 36-point malaria and ACT knowledge scalc was used for dala
collection, The data were analysed using descriplive slatislics.

Thc mcan age was 29£5.3 years and slightly morc than half (50.7%) had primary
cducation. Thinty pereents had cver heard about ACT and the most common source of
information was hcalthcaic (acilities (69.0%). The ovemll mcan knowledge scote on
malaria and aricmisininbased combination drugs was 6.9£4.8 whilc the mcan knowledge
scores by level of cducation were: non-formal cducation (5.843.0); primary (6.814.6);
secondary (7.915.5) and ftcrtiory cducation {11.316.4). Only 27.0% had cver used
Coattem ®, the first-linc ar'cmisinin- based combination drug in Nigeria. Chloroquine was
the first-linc drug for treating children with malaria mnong §9.0% of current ACT uscts.
The reasons adduced for the preference for Chloroquine incfuded jeady availability
(30.2%), frcquent prescription by health workers (27.8%) and low cost (12.4%). The
leve! of formal cducation of cusrent Coartem™ users were: nonc (17.1%), primary
(47.7%). sccondary (22.5%) and teitiary cducatton (10.7%). Respondents’ pattcm of
treating children using ACT included doclors' prescription (17.0%): mild fcver (4.6%);
and onsct of malaria symptoms (3.3%). Mosl current uscrs of Coaficm® (90.6%) obtained
it from public health facilitics. A majority (78.0%) of current ACT uscrs cotrecily stoted

how it should be used while 80.0% were of the view that it was more cffective compared

with Chloroquinc. Only 27.0% of parlicipants perecived ACT to be more cffective than
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Chloroquine and 90.6% consideicd it aflordable. Many (59.0%) of the current ACT users
perceived artemisinin-bascd combination drugs 10 be rcadily availsble. Scventy-cight
percent of the current ACT users reported more tolerable side effects of the diug
compared with Chloroquine. The level of knowledge of Artemisinin - based
Combination Therapy (ACT) was low and use of Coartem® as first-line drug (or treating
molaris in under-fives s nol yet a colnmon practice among nuising niwthess in the study
arcn. Advocacy, public cnlightenment and social marketing stralegics arc necessary (o

address the siluation.

Keywords:  Mothers, Under—fives, Malania, Ar.emisinin.based Combination Therapy.
Word Count: 445
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CHAPTER ONE

INTRODUCTION

Backgrouu«l

Malana is a life threatcning parasitic discase charactcrized by fever and rclated symploms
such as hcadache, vomiling and others. It has bect onc of the most prevalent human
discases afTccting the population of poor tropical climales in Alrica. Asia and Lalin
Amcrica [(RBM/AHO 2006a), Hinton. Auwun. Ponpua. Olive, Davis,
Harin.Karunajecwa.John,Reeder,2007). In 1880, scicntists found that the real cause of

malaria is a uniccllular ospanism called Plasmodium, Later it was discovered that the

parasilc is transmilted ftom person lo person through the bite of the female Anophcles
mosquilo. in the coursc ol sucking blood to nurture her cggs [Centre for Discase and

Control (CDC), 2004; Medical Encyclopcedia, 2007; Kankkilaya, 2006 ).

The discasc was once widespread worldwide but it was successfully climinated from
many lemperole counirics in the mid 20* century. Malaria has since re-cmicrged as a
major discasc burden tn devcloping countnies. Today, nalaria is found thioughout the
Iropical and sub-tropical regions of the world. 11 causes more than 300 million acute
ilincsses and at fcast one million deaths annually (UNICEF 2007a; RBM/WHO 20006a;
Adcycini, 2009). In Sub-Saharan Aftica, deaths duc to nialaria declined dramatically over
mos! of Lhc 20th ccentury, falling from 223 per 100 000 in 1900 to $07 per 100 000 in
1970. Since 1970 howcver, mortalily rales have risen. accelerating 1o 165 per 100 000,
rouphly revessing in 30 ycars hall of lhe pains achicved over the century {(UNICEF
2007a; RBM/AVLEIO, 2000b). Onc of the reasons for the increase in malaria mortalily is
genetic mutation oftlhic malaria parasitc, Plasmodium falciparuin, thus cnabling it to resisl
anti-makarial drups {(Mcrcmikwu, Alssibe. Ejemot, Ekcnjoku, Nwachukwu, Ordu,

Ezcdinachi, 2006; Adeycmi, 2009),
An cstimaled two billion peoplc (over 40% of the World populalion) live in arcas or
countries Lhat arc al nisk of malaria (RBM/WIIO 200Gb).It is estimated that malana

l
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causes 300 to 500 million clinical cascs, and about two million deaths woridwide cach
ycar, with 80 lo 90% of the clinical cascs and onc million deaths occusring in Alrica
alonc (CDC, 2004). The plobal annual incidence is more lhan 300 million acule
ilincsses. According to World Malana Repast (\WHO, 2008) there w'erc an estimated 247
million malaria cascs among 3.3 bitlion poople at risk in 2006, causing ncarly a million
dcaths. mostly of children under 5 years. The report also revealed that [09 countnes
were endemic for malaria in 2008, 45 within the WHO African region making it onc of
the world’s leading killers (WHO, 2008).

Malaria remains a major public health problem in many endemic countries and 1s onc of
the major causcs of morbidity and mortality in sub-Saharan Aftica. l1 considerably alVects
the hcalth of cluldren, increasing susceplibility to olhicr infections and hampering their
dcvelopment. Even non-fatal cases have severe consequences (Kakkilaya, 2008). Not
only this, malaria contributes Lo child malnutrition, an underlying causc in more than half
of deaths among children under age live plobally. Although the precise causal links are
unclear, nulrilional slatus 1s affecied by vomiling and appctitc suppression during bouts

of malana and by nalaria.related anaemia. (UNICEF, 2007).

In Nigcria malaria is onc of the live leading causcs of oul- paticnt visils for clildren
(FMOH, 2005). The other causcs arc malnutnlion. diaorrhica, acule respiratory infections
and measles, Approximalcly, 70% of onc ycar old childrcn have rmalarta parasiles in
their blood (WI1O, 2006c). Fhe discasc remains onc of the Icading causes of moriality
and morbidity, and accounts for about 63% of all chinics altcndances, which arc
polentially preventable (FMOII, 20035). [t has been cstirnated that about 32% of children
under 5 ycars old were found 1o have malaria parusite in their blood (Okogun and Amadi,
2005; FMOH, 2001). The truc burden of the infection could be tnuch higher because

malana oftcn occurs in combination with olher childhood discases such as pncumonia

and diaorthea (Jloward, 1994).

In Nigenia, liansrnission of the discasc 1s rclalivcly stable asit tums high and continuous

ajf Ihe ycar round in maoy paits. The ccological conditions also lavour reproduction and

2
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longevity of the anopheles mosquito making the discasc diflicult to cradicate (FMOH.

1991 and Stckette, 1992).

With respeel 1o prompl and cflective Irealmenl, Artcrninisinin bascd Combinalion
Therapy. (ACT) ancw and highly clTcclive lsealmenl against Plasmodinm falcipariun has
been introduced and it is expecicd 10 improve treatment outcome (WHO, 2006). The
combinalion ol tools and mclhods 10 combal malaris now includes fong-lasting
insecticidal ncts (LLIN) and ACT. supporied by indoor residual spraying of inscclicide
(IRS) and intermtiltent preventive trcatment in pregnancy (IPT). Despite incrcases in the
supply of mosquito ncts, cspecially of LLINs in Aftica, the numbceravailable in 2006 was
still far below nced in almost all countrics. The procurement of anlinalarial medicines
Ihiough public health scrvices has also incrcased shaiply, but access Lo treatinent,

cspecially with ACT, isinadequale in many counties surveyed (\WHO. 2008).

Early diagnosis and clfective Ircatmenl conslilule the comer stonc of the current conlrol
strategics in the global fight apainst malana (FMOI4, 2005; Adcyemt. 2009; UNICEF,
2007). There is prowing conscnsus that aitemisinin- bascd combination therapics (ACTs)
arc the best trcatnsent for uncomplicated falcipasrum malaria (WIO. 2001). They have
proved Lo be highly cflicacious, mpidly cflcclive, and have few side ctfecls tn cxtcnsive
clinical Inals (Mcrcmkwu, 2006; WIIO. 2006). There have been nrore clinical trials on
articmistnin ond its dernivatives, cither alonc or in combination, than with any other
antimalanal drugs (Myint cl al. 2004). Astcrnisinin- bascd combination therapies dclay
the emcrgence and sprcad of resistance nnd rcduces the transntission of falcipanum
malaria in tow (ransmission sctiengs (Price cl al. 1996; Brockman ct al. 2000). Despitc
this, the majorily of malana affccled countiics slill retnin Chloroquine or Sulfadoxine-
Pyrimethamine (S1’) as ihcir nntionally rccommended treatinent. although there is

abundant cvidence that Lhese drugs are incfleclive (Mutabingwa ct al. 200!; Sowunnu,

Fchintola, Adedcji. Ghotosho, Tumbo, Faleyc, Happi, Oduola, 2003).

For Nigeria. in adapting and implementing combination thcrapy, WHO provides
technical coopcration to Federal Minisuy of Health (FMOH) on all aspects of national

trcatment policy changes. This 18 csscntially to monitor the thempcutic clficacy of

3
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medicincs, updating, implcmenting and moniloring of ACT bascd trcalment policics
(WIIO/RBM, 2006). Thc major treatment modalily recommended by \WHO and
promotcd by FMOH. Nigaiia is the usc of Artemcthci/lumerfantiine, Coartem®. This s
the only AL mcdicinc prequalificd by the Worid Health Organizalion and adopted by
IMOII for the trcatncnt of uncomplicated nataria but it is rcadily availablc in solid
dosapc (onns (tablct) especially in the urban scttings. ‘This of coursc, may not bc oo
acceptable to children cspecially the under-lives. 1t is also quilc cxpensive and this
inakes 11 inaccessiblc 1o the poor (Mcremikwu eral. 2006). Where the lablct is
compoundcd 1o liquid dosage form and is taken in cosrect dosc. it has been proven to be
very cficetive with minima! side cffects for young childien if taken in correct dosage

(WIOMRBM, 2005).

In Africa, access to atcinisinin-based combination medicines among children in necd
was only 3% (\WWHO, 2008). In an attcmpl to makc ACT rclated medicines accessiblc 1o
thc mothets and other carc pivers at home level, the National Malaria Conttol Progrommce
(NMCP) has to adopl the usc of Role Modcl Mothers (RMM) as onc ol its inlcrvenlion
packapes in thc homc management of malaria. This is to support communily carcgivers in
ilic treatment of tnolaria and to cnhance the availabilily of antimalarial medicines and
commoditics. Ycl lilllc or no allcntion has been paid lo the  1nothers cspccially thosc thal
are still nursing the undcr-lives as regards their knowlcdgc. perceptions and patiern of usc
of Articmisinin bascd Combination Therapy (ACT) in the trcatment of malaria, Tlis is in
spitc of thc facl thal pcrecplions and related concepts such as op:nions. belicls and

attitudes, influcncc peoplc's health sccking behaviours or practices (Green and Krcuters,

1999),

In the facc of worscning antimalanal drug resistance and the necd for countiies lo change
fo the miplemceotatioo of cflcclive reatment policics, there has been a rencwed interest
in paticnt adhcrence, drug ctfectiveness and increasc in the number of ACT related
studics. Thesc studics have spanncd across a tange of disciplincs, including social scicnce
investipations that scek to understand health belicls and behaviours, biomedscal studics

documenling paticnl ‘adherence’ o Ircatioent regimicns, and opcrational research studics

examening Lhe cffect of specilic interventions (WHO.2001).

4
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In this study, the focus is on mothers® knowledge, peiceplions and use of ACT related
medicines for treating malasia in endcer-f:ves in Ibarapa Ceotral Local Goveaunent, Oyo
state of Nigciia. Thesc issues are iinportant antccedent factors which have higb polential

for influcncing the adoption of innovalions including ACT.,

Statcinent of the problem
Malaria accounts for onc in five of all childhood deaths in Alnca. (WHO, 2006).

Anacmia, low birth weight, fcbrile convulsion and neurological problcms, which are
common complicalions of malaria, compromise the health and development of millions
of children throughoul the trapical world, including Nigeria (WHO/RBM, 2006). The
National Survey conducted by the FMOH, in 2000, showed that home managenicnt of
malaria in under-fives was very common in both rural and urban communities with or
without hcalth facilitics. Home managcment tops Uhic list of the aclions taken during
illness in under-ltves. 1t was also confirmed by anolicr study cairicd oul in South
Wcslern Nigeria that home management of childhood inalaria is very common (Bricger,

Ramakrishina, Adcntyi, 1986).

The main faclors conlitbuting to the increasing malaria nonality and morbidity is the

widespread resislance of Pliasmodium folcipanun o conventional anti-malaria drugs,

such as chloroquine (CQ). sulphadoxinc- pyrimcthaminc (SP) and amodiaguine
(WHO/RBM., 2006). Drug-resistant malaria, thought to have originated in South-casl
Asia, has sprcad across Afitci, Asiz and South Amcrica over the past four decades. |is
impacl is greatest in Africa and in parts of Asia, especially where the deterioration of
health infiastructure has cxaccrbated the effects of inadequale trestment (WHO, 2001).
Expcriences from South-cast Asia show lhosc malana parasiles are resistant (o almost all
antimalaria drugs, with the exceplion of dnig combinalions conlaining derivalives of
artemisinin, Already, resislance to aitesunale-mcltocquine, ACT refaled medicine has been

reported in Thailand-Cainbodian bordeis (\WHO, 2008),

The ACT drugs are being increasingly deployed on a large scale in the mansgenicnl of
malardia. {WHO/RBM, 2006). They produce a very mpid therapeutic response and are

very aclive against multidrug resistant Plasmodivm falciparnn with vety high cure ralc
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simior to that of Chlocoquine 30 years ago. (WHQVRBM. 2006: Malenga, 2006).
Howevcr, cost is the primary problem with the usc of AC1. The lcasl cxpensive eatment
courses currently cost more than US S| which is several times more than the cosl of

chloroquine monothcsapy {Ycung, Van Dainme, Sochcat, Wbite, Mills, 2008; Mclinga ct.
al., 2006).

Advocacy inlerventions 0 governoenl and non-govemmental organizalions are already
being cmiployed to reducce the cost of ACT so that it can be alfordablc and accessiblc 1o
lhe poor {majority of whom are rural dwellers) with a view to saving the hives of
children and other gioups who are most vulncrable 10 the diseasc. There is however,
dcanth of information in the level of knowledge and perceptions of ACT rclated diugs
among nursing mothers. Morcover, litlle is known about knowledge and pattemn of usc of

lhe ncw drugs especially among mothers of under-lives tn rural communities in Oyo

slalc.

This sludy focuses on mothcrs’ knowicdge, perecptions and usc of Artemisinin Bascd
Combination Therapy for the freatment of mataria in the undes-lives ia Ibarapa Central

Local Goveriumenlt Area, a largely rural sctting in Oyo stale.

Justification of the study

The study has been designed to cxiensively explore such faclors that will tacilitale or
frusteate the relevance of ACT drugs in the trcatment of malana. cspecially among the
under-fives. Such fictors include the knowledge of the mothers themselves on malaria
discasc and the malaria medicines especially the ACT drugs: the patieen of application of
tiese medicines in the trestment of malasia and their perceptions on the clfectiveness and

availability of the medicines. Tlic findings ol this study will therefoie be very uscful:

1. In the design of educ:tional materials for the social marketing of the ncw antimalanal

Ircatinent policy and the arlemisinin ~based drugs,

2, Inconstiluting uscful basclinc information for the design and implementation of other
cducational tnierventions aimed at promoting the use of ACT ainong under-five care

givers in rucal scttings,
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3. In dclennining cffeclive package of incentives for the rural women in order 1o

cncourage and promolc prompt trealment of malarna among children within 24

hours of the onset of \lse disease.

1.4 DBroad objcctives

To delermine mothers® knowledge, perceptions and use of Artermisinin Based

Combinalion therapy for Irealing malaria in under-lives in Ibarapa Central Locat
Govemment Arca.

14,1 Specific objeclives
The specific objeclives were Lo;

Dclcnwine the level of knowledge of mothers aboul malana and tie use of ACT in  the

under-fives. Dcicrmine the lypes and sources of drugs uscd by mothers for the

management of matana in under-fives.

Documest thc paticm of use of ACT in managing undc&S children with  malaria by

tnothers, Docunient the attitudes and beliefs of nothers reparding the use of ACT

incdicines for the treatment of mataria in their under-hves.

1.5  Resenrch questlons

. What is the level of knowledpe of mothers aboul malarta and anti-malana

medicincs among mothers?

2. \Whatarc the types and sources of drugs used by mothers for the maiageinent of

malasia in under-fives?

3, \hat is the pattern of usc of ACT mcdicincs in snanaging under-fives with

malana?

4. What arc the attitudes and belicfs of mothers relaling 1o the use of ACT

incdicines for the treatment of malagia in Ue undee-fives?
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CHAPTER TWO
LITERATURLE REVIEW

2.1  Malnria- a historicn} overvicw, its control and prcveation

Malacia is probably onc of the oldest discases kaown (0 mankind thal has had profound
impact on the history of the humanace (Kakkilaya, 2006). Accoiding to Kakkilaya, man
and mnlania scem lo have evolved together and it is belicved thal mosl, if nol all of
loday's population of human malarta might have bad its origin in West nnd Cenlral
Africa (P.falcipansu) and West and Cenlral Alrica (£2.vi5:x.) on the basis of the prescnce
of homozypous allcles for hamoglobin C and Red Blood Cells (RBC) Dully ncgativity

that confer proteclion apainst  Plasmodivm  faleiparey  nnd  Plusmodinn vivax

respeclively. If not for malaria, the oulcomes of many wars and deslinies of many kiags
would have been dilferent. It has been responsible for the decline of nations and crushing
military delcats. Tlic discnse has oflcn causcd morc casualtics than lhe weapons of war
Kakillaya, 2006). For ccnturics. malaria prevented cconomic devclopments in vasl
regions of the carlly. I conlinues to be a hupe social, cconomic and health problem.
particularly in the tropical countrics. Thc history of mnlarin and its terrible elfccts arc as

ancicnl as the history of civilization or the hisloty of mankind itsclf (Kakilaya, 2006).

The syniptoms of malaria were described in aacient Chincse medical wrilings. In 2700
BC, scveral characierislic symplowms of what wete laler associated wilth malaria were
described in the Vel Ching, The Canon of Medicine. Nei Ching was cdiled by Emperor
Huang Ti. Mnlarin became widely recopnized in Greeee by the 4th century BCE, and it
was responsible for the decline of many of the city-stale populations [Cenire for Discasc
Control (CDC), 2004)). Hippacrales noled the principal syinptons of malasia during his
time, By the ape of Paiicles, there were extensive references to rialarin in the litemturce
nnd dcpopulation of rural areas as a resull of malara was recorded. In the Susnrta, a
Sanskril medical (rcatisc, the symploms of malarial fever were described nnd altributed to

the bites of certain insccts (CDC, 2004).
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Maloria was al & point linke| with poisonous vipours ol swamps or slagnanl watcron the
groutd (Kakkilya, 2006; CDC. 2004). This probible relotionship was so fiomly
established that it gave the two wust requently used nunes 1o the discase s taia, later
shortened 10 one word maluri, and pbmdsie, The termn sunlorio (from the Nalian e
“bad" and aria “ir") was uscd by the lalians to describe the caune of intennittant fevers
nssuciated with exposure 1o marsh niror missima, The word was intricluced to English by
ltorace WVatpote, who wrote in 1740 abeut o “honid thing called mal‘ann thet cornes 1o
Rome cvery summicr and kills ong * The tenn weluria, , evolved into the name of the

discasc onty in the 201h century, Upto that point the various intennitient fevers had been

called jungle fever, marsh fever, paludal lever, or swamp flever. (Kakilloya, 2006).

Charles Louis Alphonsc Luverwn, u French anny surgeon siationcd i Constanline,
Algena, was the [irst to notice parasites in the blood of 2 patient suiTering from malarip.
This occurred on the 6th of November 880, For his discovery, Laverun was awarded thie
Nobel Prize, However, the difTerent specics of malarie were identilicd and differentiated
by Canullo Golgi, on ltalion neurophysioloist, in £886. ttc established that there were at
Icast two fonins of the discase, onc witli tertian penodicity (fever every othey day) ond
onc with quartan periodicily (fever o« cry thid day). lHc olso observed that the ditTeren
fomis of these diseascs were charecterized by ditfering numbers of merozoites {ncw
parasites) upon maturily aad that fever coincided with the ruplure and relcase of
merozoites info tic blood stream. He was awarded o Nobel Prze in Mcdicine for his
discoveniesin neurophystology in 1906 (CDC, 2004),

Further work continued regasding the identification and the nanung of the human malana
parasiies up litl 1922. (CDC, 2003). ‘The ltalian investigators Giovanni Balista Grass and
Raimondo Filetti first introduced the names Plasntodinm vivar and Plasimodium
malarige for \wo of the malaria parasites (hat affect humans in 1890, Laveran had
belicved that there was only one species, Orcillaria maluriae, An Amer
Welch, reviewed the subject and,
parasite, Plasmodium. folciparum,

ican, William N,

In 1897, he namcd (he malignanl (erisan malasia
There were many oiguments againsi the use of this
name; bowever, Uic use was %o extensive in the literotuse thay 8 change back 1n \he 1ame

$von by Laveran was no longer thought possilile (CDC, 2004). In 1922, Jobn Wiltkam
0
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Walson Stephens described the fousth human malaria parasite, Pasmodum ovele, (CDC,
2004).

On August 20th, 1897, Ronald Ross, a British officer in the Indian Mcdical Service, was
the [irst to demonstrate that malaria parasites could be transmittcd from infected patients
lo mosquitoes (Kakkilaya, 2006). In his work with bird malaria, Ross showed 1hat
mostjuitocs could transmit malaria parasites from bind to bird. This nccessialed a
sporogonic cycle (the time interval during which the parasite developed in the mosquito).
Thus, the problem of malaria transmission was solved. For his discovery, Ross s
awarded the Nobel Prize in 1902, [t was between 1898 and 1899 that the i:ansmission of
e human parasites, Plasmodinm was actually discovered, (CDC. 2004). A team of

falian investigalors, ) by Giovanni 8alista Grassi which included Arnico Bignann and

Giuscppe Bastianclli, collected Anophcles claviger mosquitocs and (ed thein on malanal

paticnls, The complete sporogonic cycie of Plasmadiinn folcipannn, Plasmodim-vivax

and Plasmodium malerive was demonstrated. 1n 1899, mosquitoes infceted by feeding on

a palicnt in Rome were sent 10 London whete Ihey fed on two volunteers, both of whom
devcloped benign tertian malaria {CDC, 2006).

In lhe carly part of the century, malaria probably accounted for 10% of global dcaths and
in India it probably nccounicd for over half. A list of some of the fomous human beings

who dicd or suficrexl from a health condition belicved 1o be malaria at the time they
occurred is presented in table 2.1
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Table 2.1: Great personalitics suspected (0 have been alfected by malaria in history

S/N | Personalitics J Pcriod and circumstance of illncss

I Alcxander the Great dicd in 323BC. cnroule to India beyond
Mcsopotamia
2. SIi. Augustine the first Archibishop | died aftera 10 day fcbrilc itlness
of Canlcrbury

3. Otto ii. King of tlic Geemans and | .od of malario on 7° Dcc., 983.

cmpcror of Rome

9. Heinrich, Gennan king and lloly | gicd of malariain 1197

Roman Empcror

5. | Danta, an Italian Poct dicd of mataria in 1321.

6 | Byzanthine Empcror, Andronicus | died of malaria in 1341

iii Palaologus

7 Minas, Ethiopian Empcror dicd in 1563

| 8 Oliver Cromvell, Lord protector | gicd of malaria in 1658

I 9 | Lonl Bryon dicd in Greeee in 1824,
10 ]Joseph Ressel. inventor of ific | dicdin 1857 of malaria

propctlcr

Ll. | Popc Lco x dicd of malania in 1521

12 | Giambatlista_Caslana was clected dicd of malaria before his coronation
Popc Utban vat in 1590

Source: Information compiled from Kakkilaya (2006) available at htip/:swwiv:rnalariasile

2.2 lilstory of Malaria Coatrol

According 1o thic Centre for Discasc Control and Prevention of the Unitod Staies of
Anicrica (CDC,2006), the Qinghao plant (Artesmisio annua) was {irst described in China
by the¢ madical treatisc, 52Kcmedhes, during the second  century BCE, found in the
Mawangdui Tomb: In (he United States, this plant is known as the annual or sweet
wormwood. in 340 CE, thc anti-fcver propcettics ol Qinghao were [131 described by Ge
{long of the East Yin Dynasly- The active ingredient of Qinghno was isolaled by Chinesc
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sctentisis in 1971, known as Actcmisinin, il is loday a very polent and cffeclive
antimalanial drug. especially in combination with other medicines. This concept which ts
now globally refcred lo as Attemisinin-based Combination Therapy (ACT) 15 the currenl

basic principle for the management of uncomplicaled malatia cases in all malarious
regions of lhe world.(W§10,2006; CDC 2004).

Before the advent of Artemisismn combination —related drugs, the control of malana
discasc has cvolved through diverse inlerventions and stratepics. These picdominantly
included the discovery and application of insecticidal chemicals like Dichloro-diphenyl-
ltichlorocthane {(DDT) in 1939 and oral antimalanal medicines such us Quinine,

Chloroquinc, Sulphadoxinc- pyrimctliamine  (sp). Amodiaquinc, I{alofantrinc.
Mcfloquinc, clc.

Quininc was discovered n the carly {7th Century. Spanish Jesuil missionanes in South
Amcrica tcammced of the medicinal bark from indigenous Indian tribes. \Vith this bark. the
Counless of Chinchon, the wife of the Viceroy of Peru, was cuied of her fever. The bark
Iront lthe tree was then called Penvian burk and be trec was named Cinchona after the
counlcss. The medicine from the bark is now known as, Quininc. Along with
Ailemisinin, Quininc is onc of the most cffeclive antimalnnial drugs available loday
{CDC, 2000). In fuct, it is the second line medicine adopted for the ireatment of
uncomplicnicd malnria in Nigeria today. (FMOH, 2005). Chloroquine was anolhcr anti-
mnlnna drug thet was discovered aflcs Quinine. It was discovered by a German. Hans
Andcrsag, in 1934 at Bayer 1.G. Fatbenindustric A.G. laboratorics in Therfeld, Germany
who named i Zesochin. In the middic ol all the lapses and conlusion brought aboul
during the Sccond World War, Chloroguine was linally recognized and established as an
clfective and safc antimalnriat in 1946 by British and United Stale scicnlists (CDC,
2004). Chloroqutnc still remaincd lirst line drug of choice especially in Nigeria, untit

2004, when ils resistance by Plasmodium parmsile was cvidently confirmext. (FMOH,
2005; Park, 2009).

Getman cheimistiy sludent, Othmer Zeidler, synthesized DDT in 1874 for his thesis. The

insccticidal propeity of DDT was not discovercd until 1939 by Paul Miller
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Switzerland. Various militanes in World Warll (WWII) utilized the new insacticide
initially lor lousc-bornc typhus. The chemical was used for malasia control al the end of
WWII afler it had been proven to be clTective apainst malaria-carrytng mosquiloes by
Brilish, ltalian. and Amcrican scienlists. Miéllcr won the Nobel Prze for Mcdicine in

1948. (CDC, 2004, Adcyemi, 2009).

Housc spiay application of DDT among other intervenlions in the Uniled Slates
cventually resulled into a successful cradication of malazia betwecn 1947 andi95t. The
National Malaria Eradicalion Progrom of United Slalcs, a cooperotive undertaking by
statc and local hcallth apencies of 13 Southeaslern stales and the CDC, originally
proposcd by Lowss Laval Williams. commenccd operations on July |, 1947. By the end of
1949, over 4,650,000 housc spray applications had becn made. In 1947, 15,000 malaria
cascs wcic reporied, By 1950, only 2,000 cases were scporicd. By 1951, malaria wos
considered eradicated from the United States (CDC, 2004).

I"-ol!ow;ng the success of DDT. the advent of less 1oxic, moie elTective synthctic
onliinatarials, and the enthusiastic and urpent belicfihat lime and moncy werc of cssence.
the World ilealth Organization (WHO) submitied al the World Health Assembly m 1955
an ambilious proposal for the csadication ol malaria worldwide. Eradication cifors began
and focused on housc spraying with residual inscclicides, antitnalarial drupg treatment,
ond swiveillance. These processes were carricd out in four successive sleps: preparation,
allack. consolidation, and maintcnonce. Successcs included cradication in nattons with
iciuperale climates and seasonal malano ransmission. Some counlrics such as indio and
Sri Lanka hod sharp reductions in the number of cases, followed by incscases lo
substanlial levels after clTor!s ceased. Olher nations had neglipible pmogress (such as
indoncsia, Afghanisian, Haiti, and Nicamgua CDC, 2004) Some nattons were cxcluded
complctely from the cradicalion campaign (most of sub-Saharsan Africa including
Niperia). The cmergence of drug resistance, widespread resislance 1o available
insccticides, wars ond massive population movements, difficultics in oblaimng sustained

funding from donor countrics. and lack of community participation tnade the long-lcrm

mainlenance of the ¢flon untenable, (CDC 2004, Kakkilaya, 2006).
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2.3 Gceography, cpidemiology and burden of innlarin

2.3.1 The geography of Mnlaria

The geography of an arca plays a key rolc in the cpidemiology of a discase, Malana is
found in regions lying roughly between latitude 60° N and 40° S. It is sull commonly
found throughout most of Afnca, the Middle East, South East Asia, the Westem Pacific
and South Amecrica. (Lucas and Gilles, 2003). Malar.a is transmitied in iopical and
subtropical areas, where:  tntapheles mosquitoes can survive and muluply and where
malaria parasites can complclc their growth cycle in the mosquitoes ("cxuinsic
Incubation pcnod"). Temperature is paiticularly cntical. For cxample. at temperatures
below 20°C (68°F), Plavmadiam fulciparion cannot complele its growth cyele in the

dnopheles mostpilo, and thus cannot be kransmiticd.

According lo CDC (2004) ce1tnin conditions hmdcr the trunsmission of mataria whether
in Lhe tropical or sublropical areas. Thesc are high aliitudes, cooler seasons and deseil
cnvironmenls (excluding the oascs). There are some islands in the Pacific Ocean, which
have no local duspiteles species capable of transmilting malaria, and also soinc countiics
where irimsmission has been intermupted thiough successful cradication. Generally, in
wanner regions closer to the cqualor. wonsmission of inalaria will be more intensc

malaria will be Wansmitted year-round and . falcipanun predominales as causative agent
of malaria.

Thc highest inalurin transmission occurs in Africa, South of the Sahar, fn cooler regions,
tansmission will be less intense and more scasonal. [n Uiesc arcas £ vivay might be
more prevalent because it is tnore tolerant of lower ambient icmperatures (Kakkilaya,
2006: CDC, 2004). In many lemperale areas. such as Westem Europe and the United
Staies. economic development and public health measures have succeeded in climinating
malaria. llowever, most of these atcas have Anopheles inosquitoes that can transtnil

malana. and reintcoduction of the discasc is a constant nisk or possibility (CDC 2004;
Parks. 2009).
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In Nigena, majana s a “stable” type where ansmission is high and conlinuous all the
ycar round (FMOIIL, 2005). The ecological conditions which favour the tcproduction
and lonpctivity of the lifc span of anophelies mosguilo makes the cradicaucn of the
dhiscasc a challenping 1ask. (FMOH. 199!: Stekelie, 1992). Malana is endemic in Nigenia
throughout the whole countty (FMOM, 2004). 50% of the population will have at lcast
onc altack ycarly. The prevalence of the diseasc is highest during the raining scason.
This is as a resull of availabilily of suilable breeding places provided in waler logged

holes and containcrs. blocked drainage pipes holding water, ctc (FMOH,2005).

2.3.2 LEpideniiology of Malarin

It 1s estimaled that 3 biltion people, almost half the world's population, live in arcas
where malana trmnsmission occurs. Malaria is endemic in 109 counirics and lcmitories in
tropical and subtropical regions ol the world. with sub-Saharan Africa being the repion

that is most alfecled. [(Depoottere, Gulthmann, Sipilanyambe, Nkandu. Balkan and
Legros, 2004); \WVHO, 2001 ; UNICEF, 2007)).

It has afsv been documiented by the Roll Back Malaria unit of WHO that over 40% oftte
world’s children live i malana-endcmic countrics (WRHO, 20006). Esumates show that
350 - 500 nullion cases of clinical malaria occur cach ycar, leading 1o an cstimated one
million deaths. Niperia topped Lic dist of 19 Afticaa countries estimated 10 have 90% of
malaria cases in the year 2006 (WHOa, 2008). It has been revealed that over 80 per cent
of these deaths occur among African children under age {ive infeeted with *lasmodium
falciparuin . (Unicef,2007) Apant [rom sub-Saharan Alfica, malaria transmission occurs in
New Guinca; in large arcas of Southern Asia; in parts of Southeast Asia, Occania, Haits,
and Central and South America: and in limited nreas of Mcxico, the Dominican Republic,

Noith Africa and thc Middlc East [Canadian Cominitice to Advisc on Tropical Medicine
and Travel (CATMAT), 2004).

According 1o WIIO classilication, the 109 countrics ond territorics classilied as cndcinic,
or previously endanic with potential for sc-cincrpence of malania. fll into four groups,

The four groups describe the transition fiom contiol 1o climination, The countries fnll into
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the control, pre-climinaton and climination groups as well as group involved in
prevention of re-introduction (WHO, 2008). Mosl sub- Saharan Afsican countrics
including Nigeria arc still a1 the level of control. In January 2007. the Uniled Arab
Emirales was the lirst fonnerly-endcmic country since the [980s to be certificd malaria-
frce by \WHO, biinging the tolal number of malaria-free counliies/teivilories to 92 (WHO,
2008).

The rapid sprcad of resislasice 10 antimalarial drugs. coupled with widcspread poverty,
weak health infrastructurc and systems in many countites of Africa, civil unrest, means
thal mottality frorn malariain Afnica conlinucs 10 risc. The lragedy of il all is that the vast

majorily of these dcaths aic preventable (WITO. 2006).

There are four idenlificd species of this paasile causing human malaria, namely:
DClavmedinm [alcipanuy, Plaspiodinm malariae. Plasmiodivm ovwle and Plasmadimm

viver. The mosl common specics of Masinodiuin are . vivex and P falciparum while llic

lalter is the 1nost dcadly type of malaria injection. Plasmodium falciparuin malana is also
Lthe most common in sub-Saharan Afiica. South of the Sahara. accounling in large parl for
the extremcly high mortalily in this region. (Lucas and Gilles.2003:\WHO. 2006). There
arc fcars of the spread of . falciparim malatia into regions of the world and ils

reoppearance in areas whese it had been climinated. (CDC, 2004; \WHO, 2006).

in Nigeria, 98% of all cascs of malania is duc 10 Plusmadinm falciparnum and Lhis is the

==

specie that is responsible for the scvere fosm of the disease thal Icads 10 death, (FMOH,
2005). The symnploms of the discase are non-specilic, and usually diagnosis is not
possiblc without a blood likn, (CCAMAT, 2004). Clinically, on a gencral note. the
disease is charcichzed by Nu-like™ symploms Lhat appear 9-14 days alicr an infectious
mostjuito biles. Initiat symploms include fever, myalgias, headache, ablominal pain, and
malaisc, Vomiling, diarrhoca, rigors and chills oficn occur,  Basically. malana is
classificd inlo lwo. Uncomplicated and Severe tnalaria. Uncomplicated malaria is the
type of malaria that has no life thicatening manifcslations. [ts key symiptoms include

fever and “lu-like" symploms such as hicadache, pain and nalaisc Rigours and chills
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olso often occur. This kind of nalaria would graduale inlo severe lype when it Is nol
diagnoscd carly cnough and treated promiptly (FMOE], 2005). 1t must be nolted that the
symploms of a discasc arc Ulc inajor coniplaials of the ill person or Uic observation of the
carc givers such as headache, bedypains and cven high lempemture whercas; signs of a
discasc arc the clinical Gndings of the health workers aller cxammmng the ill person. The
scvere malaria type is he fonn of malaria which occurs when there is P. fulciparum
ascxua} parasilacoiza and no other confinned causc of heir syinptorns with the presence
of lifc threatening clinical or laboratory features (FMOH, 2005). Cascs of scvere malaria
are dcelined os childsen with perasitacmiuconlinned by blood lilm microscopy and any of
the WHO casc delinitions for scvere malaria was docuincnted (Orimadcgun, Fowole,
Okercke.  Olukayode, Akiubami ond Sodciode, 2007). The common clinical
characlcristics ol scvere malaria inclutlc scizures, coma. renal and wespiratory failure. and
inay lcad to death, if it is not promplly treated (UNICEY, 2007). The poorest populations
arc most al risk, and the scvere formr of the discasc inost ofien strikes young children,
womcn who losc their acquired imniunity lo malaria during pregnancy and people who
lack any immnunily lo the discasc, such as refugees and migrant workers moving inlo
malaria-cndcntic zones from ancas where thereis little inalana {All Party Parliamentatian
Group on Malaria (APPGM. 2006)].0On a national scale, malaria is the most common
causc of inpaticnt admissions and outpalical atlcndances in most Alrvican countrics, In
many nuial arcas of sub-Saharan Africa, malarna transmission is inlensc. Almost cveryonc

is infecled almost all of the time in these arcas, aod are consloally cxposcd 1o re-
infcction.

Many children gel infecled with malaria for the first tunc well before their lisst bisthday,
and thcy suffer repealed bouls of illness as they grow up. Lel untreated, these bouts often
become severe. and arc loo ofien fatal (APPGM, 2006: \WI10. 2006). Children are highly
vulnerable, wilh under-lives accounting for almost 90% of deaths duc lo malatia. Otder
children and adults in these high transmission areas acquire a partial immunity (o malana
thiough scpcaled exposure Lo Whe parasile overs o period of lime, and dcvelop only nulder

forms of the discase. Those who survive initial infections live (o acquire partinl tmmunity
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later in chihlhood. In sub-Saharan Africa. onc out of six infunts will never reach his or
her fifth birthday (APPGM. 2006).

Malaria accounts lor almost onc filth of these deaths, and is oficn a preater killer of
Aftican children than diarchoca. respirnlory discasc or 1HIV/AIDS (W10, 2006). As well
as causing sickness and dcath of children; i3 also thought to have a significant negative
impact on intcllcctual development, with 50,000 new cases per ycar of dircel neurological
damage caused by ccrchrul nalana infection. Recent evidence suppests thal somc
children who nppcar to have made a complcte ncurological recovery lrom cercbral
malaria may dcvelop signilicant cognitive problains (altention dcficits. difticulty with

planning and initiating tasks, speech and language problems), which can adversely affect
school perfformance (\WWHO/RBM, 2006).

Anothcr vulncsable group are pregnant women who, ¢specially with their fisst child, lose
their acquired partial immwunily 1o malaria. The damage caused by malaria during
pregnancy is thought to account for 200,000 dcaths of infants and 35% of babies with
preventable low- binth weight. Malaria also causes almost hall a million episodes of
scvere andcinin in pregnancy, and an cstunaled 10,000 malemal deaths per ycar.
(APPGCM. 2006: WHO, 2006). in a study conducted in tbarapa l.ocal Goverament Arca

of Oyo slatc in 1986, malaria was onc of the several cominon ailments in the community
(Bricger, Ramakrishna and Adcniyi, 1986).

Given Lbe varying epidcmiological pattemns of malaria iansmission world widc, cfTorts to
reduce the malaria burden need 10 be tailored to the local context {UNICEF/R8M. 2007).
The cpidemiology of malwiais known 10 be determined by four lactors. Thesc lactors are
related o cavironnicntal, vectomtal, parasite and host factors charactenistics. Their
inteiplay detetmines the two polar cpidemiological cxtremes of the disease -slable and

unsiahlcmalasta.

The cnvironmentnd [actors include tempcerature, humidity, minfall and allitude. All these

ailiect Yic lansmission of malaria.  Plasmodium {ufciparyn) requires 1 mummum
temperature of 20° C 1o dcvclop in the fetnale mosquito, while the other specics of human
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malaria parasites can develop in teainperatures as low as 16° C (Lucas & Gilles, 2003). A
relatively high humidity is required for the survival of adult vectors while minfall is

cssential lo provide breeding sites. (Lucos & Gillcs, 2003).

Vectorial laclors are delennined by the availability of [emale anophcles mosquitocs.
Moalaria is transmitted froni man 10 man by the female anopheles mosquito. onc of the
mosl capable vectors of human discase, (Lucas and Gilles, 2003: Kakkilaya, 2006).
Varous specics have been found 1o be the veelors in dilferent pasts of the world. A,
genmtrne complex is the chicl vector in Africa and A. fieeborai in N. Awncrica. Nearly 45
specics of the mosquito have been found in india and 4. enfictfucies, A, Mluviatilis, A,
mintimns, A phitippinensis, A, stephens, A, yudoleus, and A, Iencosphyrus have been
implicated in the transmission of malaria. The arcas of distribution are dilTcrent for these
mosquitocs: A. fluvieatil und A. minimns are found in the fool-hill regions, AA. stephensi, /A
sundaicis arc found in thecoastal regions, /L anlicifucies and A. philippinensis are found

in Whe plans. Specics like A. siephensi are highly adaplable and asc found lo be very

potent vectors of humant malaria, (Kakkilaya, 2006).

Thiay-scven (37) Anopheles specics with vatying behaviours have been documentd in
Nigcria (FMOIL), 2005; UNPD, 2002). Some spectes aic anthrophilic, while others ar¢
200pbilic (prcfer animal blood). Somec «naphcles specics prefer to bite indoors
{cndophagy). and olhers ouldoors (cxophagy); some prefer 1o rest during the day indoors
{cndophily). while othas prefer ouldoors (cxophily). Anepheles mosquiloes enter the
housc between S p.an. and 9.30 p.m. and again in carly hours of moming. They stant
biting between dusk and dawn by late cvening and the peak of biting activily is @
midnight and casly hours of momung (Kakkilaya, 2007). They genuially choose well
oxygenatced walcr rather than stognont polluted pools 10 lay their cggs. (Lucas & Gilles,
2003) Mosquitocs can fly up lo scvesal kilometers and they can reach for ol places by,
laking shelter in motor vchiclces, ships and aircmft. Tlus cxplains why malaria s a key
aspect of envirenmental health. The average life span of 0 mosquito is 2-3 weeks bt can

be longer in tdcal living conditions (Kaokkilaya, 2007)

19

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



|
|
|

The parasite factors conccris mninly the species of Plasmoditn that is implicuted in the
cominunily and their cffect on snan. The pre-polency period (linc froin infeclion to
appcarancc of parasitacmia) is shorlest in /. fufciparinn, (6 — 25 days) and longest in P,
matarine, (18 — 59 days). The linc of uppearince of gamictocytes in the peripherat blood

alicr the initial ascxuul parasitacnia occurs simultancously in 2. vivveay'bul not untit 8 < 15
days in 7. fulcipanm. (Lucas & Gilles, 2003).

The main vannblcs of the human clement thut have an influcnce on mularia cpidemiology
includc the [ollowing: Age, Scx. Race, Pregnancy, Socio-cconomic <levctopment, habats,
housing, population, nii} inmunity (Lucas nnd Gilles, 2003: [*arks, 2009). Malaria alTecls
all ages. Ncwbom infants have considerablc mcasurc of inmunily lo infeclion with
P fotcipurmn. This has been nlirtbuted 1o the high concentration of foclal hacmoglobin

during thc lirst few tonths of lifc which suppresses the development of the parasite.

Individuals with AS hacmoglobin (sicklc ccll trait) hnve mikler iltness with falciparm
malana than thosc with nosmal hacinoglobin (A A). Pcrsons whosc red blood cclls arc
‘Dully ncpalive’ (a genclic lrail) arc resistanl 0 Plavmoditnm vivax infeclion. Pregnancy
increases \lic risk ol malaria in womicn. Malana during pregnancy may causc intra ulcrinc
dcath ol the foctus. }l may also causc premalure labour or aborlion, Pcople migrale for
onc reason or another within the countty or ftom onc countiy to anothcr. Labourcrs
connecled wilh various engincering: irrigation. agricullurc and other projects and periodic

immigration of nomads and other wandcr .ng tribes are oulstanding cxaniplcs.

Habits such as slceping oul of doors, nonnadism. refusal to accept spraying of houses ane
fcw cxamples of bchaviours that make people vulncrable lo malaria. In endemic
malasious countries, a statc of colleclive i mmunity becomes established slowly, such that

infants, young children, non- immunc travelers from non endemic countrics sulYer most
from the diseasc (Park, 2009).

2.3.3  The bunicen including conseqgucnces of innlnrin in children
Thec malana burden on the country is not just on ndividuals and the health seclor. it i on

the entire inlrastructurc and systcms of thc countsy that has to deal with the discase. The
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health sectors, given their limited resources, are csscntially swainped by the discase. It
has been conlimied that malaria reduces Africa's GDP by about 1.3 percent per year
(Ridlcy. 2001). Malariais conlincd to the tropics. The main discase burden is in Africa.
Malana burden has also been linked to poverty. The world map showing povesty siriken
nations cspecially in Africa almost cxactly overlaps the map of the malaria index. Malaria
is very promincent in lhe poverly siricken nations. It is nol just thal poverly causes
malaria. Malaria also feeds back nto povesty. The discase makes the populalion to be
less productive, and the cconomy sulfers, the wealth of the countiy is also adverscly
alTceted, so health and wealth are incxtyicably linked. Tlicovcrall bunlen of the discasc is

directly on the people in Africa. mainly children, suffering from the disease (APPGM,
2006 and Ridlcy, 2001).

Malana deaths are frequently the result of delays in the diagnosis and treatment of the
infcction (CCAMAT, 2004). . Multi-orpan lailure is common. Decath in 6 months = 2
years: ccrebeal malaria in children 2 - 5 ycars; metabolic acidosss in cither gioups: or a

combination of these severe manilesiations could occur. (Lucas & Galles, 2003).

The mortality and morbidity attsibutable lo matana is fuither enhanced by the [act that

the vulncrablc groups arc largcly unaware of the sertousness of the discasc and what to

do 1o protect themsclves (including their under-live family nembers).

The burden of malaria is also cxacerbaled by lack of access 10 cflicacious drugs and

inlerventions to combat malaria and lack of atTordability of the cfTeclive intcrventions
(FMOLH, 2005).

The Abuja summit oa Roll Back Malaria in 2000 partiaily reappeaiscd the burden of
malaria as [ollows: (Okalor and Amzal, 2007).

° Ninc out of ten cases of malaria worldwidc occur in Aftica South of the Sahara;

° Malana costs Africa more than US $12 billion annually, and can be controllal (or

n small fraction of that amnount:

Those who sufl'ermost are some of the continent'’s most impoverished and that
malinna keeps them pooy;,
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' A poor farnily living in malaria afTccled arcas may spend up lo 25 percenl or more
of its annual income in prevention and treatinent;

' Malariahas slowed economic growth in Aftican countrics by 1.3 percent per year.
As a resull of the compounded cflecl of over 35 ycars, the GDP level for Afrtcan
counlrics is now up lo 32 percent lower than it would have becen in the absence
of malaria; and

. Malaria can recinerge in arcas where it is under control (\WWHO, 2000).

The profound conscqucnces that onc or more cpisodes of malaria may have on a cluld’s

subscquent health and development arc often unrecognized or inadequaicly managed

(\VHO/RRBM. 20006). Majorly, thesc under- recognized conscquences include the

following: Low-birth wcight, unacmia, ncurotogical problems os a resull of ccrebral

rnalaria and recurrent fever. It s the molada in pregnancy that Icads to low birth weight
and prcmature delivery, both of which arc associated with an increasced risk of nconatal
death ond impaired cognitive development. In many parts of the developing world
including Nigeria. specialist care for low biith weight babies is very limited, and
untrealed hypoglycacmia (low btood glucose, a common problein in low- birth weight
babiw) may causc brain danage (WHO/RBM, 2000). Children are vulncrable to ccrebead
maloria when they arc stricken with scvere molania. Approximately seven percent of
children who survive ccrcbial malaria (a scvere form of tlic discase, characterized by
coma and convulsions) arc Icfl wilh permancnl ncurological problems. These include
wcakness, spasticily, blindncss, spcech problems and cpilepsy. The limitcd availability of
spccinlized cducational provision and equipment for such children means thal
opportunilies for subscquent leaming and for allaininent of indcpendence arc
compromiscd. Epilcpsy may bc inadequalcly treated, duc to lack of appropnale drugs and
cxperise, and further injury or death may resull from uncontrollcd convulsions. Recent
cvidence sugpests thal sosnc children who appear to have made a completc ncurological
recovery from cercbral malana may develop signilicont cognilive pioblems (atteation
delicits, difficulty waith planning and initioling lasks, spcech and language problcms).

which can adverscly alfect school performance (WHO/RBM 2006, Adcyems. 20G9)
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Fever reduces appelile, and cxncerbales 1nalnutntion, (UNICEF, 2007). Although
nutritional deficicncics, hookwonn infestation. nnd Human lnymuno delicicncy Virus
(YILV) all predispose children 1o anactnia. Evidence suggesls thai, in cndemic countrics,
malaria is also onc of the most imponaat lactors (UNICEF, 2007). Antirnalarial drug
resislance cxaccrbates Lthe siluation, by increasing the piopottion of children who fail to
bc adequalely clcar of parasitacinia after Lreatinent, and who conseqjucnlly reimain
anacimic (RBM/AWVHO, 2006, Kakkilaya, 2007, UNICEF, 2007). It has been estiinalcd
that scverc malaria anacmin causes between 190 000 and 974 000 deaths cach ycar
among children aged less than live ycars. Although bload tmnstusion may be life-saving
in this situation, it also cxposes children to other risks such as 111V aad other blood-bomc
infections (\WVIIQ/RBM, 2000). Revurrent fever is common in many par's of Africa. [lis
estitnaledd that gencrally, Aflrican children have between 1.6 and 5.4 cpisodes of nalnrial
fever cach year, a ligure that varics according 10 geopiaphical and cpidciniological
circumstanccs. The discase does not only cause severe illness and death in the vulnetable
geoups (infants amd pregnant women) bul also causcs school and work-absentecism and
makes the poor poorer (FMOL, 2005). Nigeria contributes aboul 25% ol malaria burden
in Africa. ond slill parades a larible ligure ol 30% of childhood mortality (FMOH,
2005). Children aic vulneiable to malaria {from about four tnonths of age. and, in highly
cndemic arcas dunng the peak transmission scason, approxinalcly 70% of onc.year.olds
have malaria parasites in their blood, (FMOH, 2005). The Demographic Health Survey
(DI1S), 2003 revcaled that pereentage of children under-live years of age with fever
recciving any anti-inalarial medicines was 33.9% .Recurrent cpisodes of malama in
children. or in a family mcmber (the child may be required to stay atl home to help with
domcstic chores), arc likcly to result in the loss of a substantial amount of time from
school {\VHO/RBM, 2006). In a study conducted on the cpidcmiology and management
of pediatric malaria in a Nigerian tertiaty hospital, il was discovered thal most children
have a range of 2-G bouts of the discasc o year with an average of four bouls (Ainadi and
Okogun, 2005). Thus confitms that malaria ig @ major causc of school absenteeism ¥n sub.-
Saharan Afiica. In the study, an avemge cost of managing a boul of the discasc was about
25USD for oulpatients and 31 USD for in-paticnts, this could be morc if bleod
transfusion s roquired. Data from Sni Lonka suggests that mulliple attackg of
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uncomplicated inalmia have a deleterious cifect on school perfonnance, and that this is
independent ol both school abscntccism and socioecononiic circumstances (\WHO,

2006)]. In Nigeria, at Icast one thinl of primary school children in endemic rural arcas

miss a wecek ol school lime duc 10 the discase. (Amadi and Okogun, 2005)

2.34  Prcventlon nod control Intcrventions nhned nt tinekling mnluria

Atlention and (unding o combalt malaria have signilicanitly increased in recent years.
httcmitional funding for malaria control has riscn more than len-fold over the past
decade (UNICEF, 20607 WHO, 2008). Endemic counlrics including Nigeria arc currently
well positioned to take advantagce of the crealion of the Global Fund (GF) 1o light AlDs,
TB and Malaria (GFATM). These [unds came {rom such sources as donor govemments,
coiporations, philanthropists and cven govermment ol donor counltics invested in the
Global Fund (GF). The GF not only provides a cooidinated source ol large pools of
moncy for discasc control, it also reinforces standard and scicntiiically proven stiategics
10 conirol thesc discases (Brieger, 2009, UNICET, 2007, Global Fund, 2006). Many
intlemalional agencics and bodics have done a lot Yo implement tlic clTorts of GF. Thesc
included: UNICEF, Uniled States Agency [or Inicmational Department (USAID), The
U.S. President’s Malaria Lnitiative {I*M1) which focuses its intensive clTort on |5 Altican
countrics, with the World Bank Malaria Boosler Program 1aking on some of the more
highly cndemic nations. The Department for Intcmational Development (DFID). (Great

Bitain), and Japan Intcrnational Corporation Agency (JICA) have afso played cnviable
roles. (Bricger. 2009).

Besides the (unding made available from intcmalional paitncrs, malatia has been
includexi among major intcmational devclopment taigels, notably the Millenium
Devclopment Goals (MDGs) and the targcts st at the 2000 African suminit on Roll Back
Malaria (RBM) in Abuja, Nigeria. For cxample, tlic sixth goal of the Milicnium
Development Goals (MDGs) specifically rclaies o malaria, HIV/AIDs and other
infectioys diseases and the (ourth goal aims to reduce child mortality. Overall. malaniia
aiTects directly or indircctly six out ofthe cight targels of the MDGs (APPPGM. 2006) All
the devclopment goals will be difficult lo achicve in malana endemic countnes without

substantially reducing the malaria burden (UNICEF, 200?) The recognition of the
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unacccplably high monality and morbidity from malaria in Aftica, and the availabitity of

a number of cvidence bascd, cost cffcclive interventions led 1o the fonnation of Lhe Roll
Back Mataria Initiative in £998(\WHO/RBM, 2006).

According 10 UNICEF (2007), thc adopicd tools for the RBM initiative include:
Inscclicide Treated Nels (iTNS). Inicrinittent Preventive Treatment -using Sulphadoxinc
Pyrimcthamine (SP) 1o the prevention of malaria cases in pregnant woinen and carly
diagnosis and cffcctive trcalment. The other factors that play crucial role in the clfective
managcmen! of malaria are Lthose relaling lo improvement in access to clfective
trcatment, adherence lo the use of antimalariat drug combination theidpy, sirengthening
of hcalth infrasliucture and preventive control such as the usc of Long Lasling

Insecticidal Nels {personal prolection) and Insccticidol residual spraying(veclor control)
(UNICEF.2007).

2.3.5 Roll back malaria (RBM) Inltlatlve

in vicw of the high burden of the discase, WHO together with Uniled Nations
Devclopment Progeanienc (UNDP), UNICEF, and tlic \Vorld Bank, agneed in Amslerdam
in 1992 10 launch ils initialive called the  Rol? 3ack Malana (RBM) in 1998, based on
the Global Malarie Contto]l Stuiatepy (Nabarro, 1999). This siraicpy is considerably
diflcrent from the approach uscd in the cradication cra. as it focuses on reducing the
burden of discasc and mortalily rther than parasile control. It s also rooted in the

primary health care approach and it cmphassizes decentralized and fliexible prugramnes
(Okafor and Amzal, 2007)

Roll Back Mataria (RBM) is an Intcmational alliance ol more than 90 organizotions-
including \WWHO, the UNDP, UNICEF and the World Bank {(APPGM. 2006). The
initialive began its woik by tcchnically cndemic couniries conducl nalional nceds
asscssments froin which strategic plans could be developed. The RBM provided the

forurn for matching counlry plans with the cflorts of intcmational donoss {Bricger, 2009).

The goal of the Roll Back Malaria Initiative is lo reduce by half deaths duc 1o walaria by

2010. On the average. it is not certain that lhe butden of malaria is decreasing, and thicse
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goals arc far from being mel {APPGM, 2006). As at the end of 2008. ihc incidence rale
for malania is 23.4/1000(FMOLM. 2009). In 2009, it was documented that malaria
prevalence in Nigeria especially in underlives still remained at 38%. Thesc findings are
signals thal the RBM goals can be realized. Since donors would not be cxpecled to give
unless cndemic countrics themselves show a commitment to their own snalaria control
clforts. a inecting in the ycar 2000 ol African Hcads of Stalc was convenc by the
Nigerian President to discuss the conimilment of African countries by Aftican leaders

theinsclves. The commitnienls of the African heads of slale constitule whal is called the
Abuja declaration (Bricger, 2009).

The Abuja Declasation in 2000 reaflinncd Intcrmational commitinent 1o Roll Back
Malaria and called upon mcinber stales in Africa to undertake healtli system reforms
including promoting comtmunity parlicipation in joinl owncrship and control of the Roll
Back Malaria (RBM) altiancc. The Abuja goalsincluded ensuring that 60%of those with

malaria have access to trcatment within 24 hours of the onscl of symptoms. (Afsican
Summit on Roll Back Malaria, 2000).

The Roll Back Malara Pastuership thereby focuscd on four key prevention and ticatment

micrventions in order Lo tackle the malaria scourge. An overvicw of thesc intervenlions is
prescnted below,

I'rovision of Ensceticide-trented nels

Inscclicide-lrealed ncts are one of lhe most cffeclive ways lo pnivent nalara
irensmission, and studies have shown that regular use con reduce overall under-five
mortality ralcs by aboul 20 per cent in 1nalaria-endemic aseas (UNICEF, 2007:\WVHO
/RBM,2008). Malarin-inlccled snosquitocs bile at night. and these nets provide a slecping
individual a physical bamicr against the bite of an infccled mosquito. [n addition, a nel
trcalcd with insecticide provides mwuch grealer prolection by repelling or killing
mosquilocs that rest on the net—an additional and important protective effect that

extends beyond the individual to the coinmunily (Knkkilaya, 2006).
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A nosquito not is classificd 2 an insceticide-treated net if it has been treated with
inseclicide witlnn the previous 12 months. Long-lasting insecticidal nets(LLINSs), a recent
technological innovation, are ncis that have been peimanently reated with nseetiside
that lasis for the usclul life of a mosquito nel, delined as al least 20 washes ond at least
three years under ficld conditions [UNICEFE, 2007, WO Pesticide Evalustion Scheme
(WHOPES), 2005]. Cuncnlly, WHHO reconunends that the national malana control

prograinmes and lheir partners putchase only long lasting insechiciddal nets(LLINs)
(\VHO, 2007).

According 10 a UNICEF nrport, much progicss has been made across sub-Saharan Afnca
in scaling up inscclicide-treated nel coverage. All sub-Snharan countiies with tiend data
available showetl major progress <a cxpanding insecticide-treated nel use amosag children
aged Jess than five years. with 16 of 20 countnes al least Liipling coverage since 2000.
These countrics include: Kenya, Sicrra Leone, Cote d'lvoire, Niger. Seacgal, Buzxundi.
Butkina Faso, Uganda, Camcroun, Rwanda, Central Afitcan Republic, Tanzznta, Bemin,
Ghana, Malawi. Zambia, Togo, Guinea-Bissau,Sao Tome and Principe and then 1be
Gambia. Apparently, Nigeria was not pact of those countries. Despile big inoaxses in the
supply of mosquito ncts, spially of long-lasting iasccticidal nels m Afiica the sumber
available 18 still far below need in most countnes{{UNICEF. 2007:\WHO. 2008). For
instance, between 2009 and 2006, there were modest increases in the supply of
conventional ITNs 1o counttics in the Altican, South-East Asia and Westiom Pacilic

rcgions, the three regions where nets are most frequently used (WHO, 2008).

By coutrast, there waos alatge increase 1a the supply of LLINs to countrics ta tbe AfSiam
Region, reaching 36 million by 2006. Based on National Malaria Caatrol Pregameme
tccords of ITN supplics however, only six countries in the Afncan Regton hiad sufficaent
ncts (ITNs including LLINs) by 2006 lo cover at least 50% of people at Ask{WHO.2008)
These were Ethiopia, Kenyn, Madagascar, Niger, S Toinc and Pincipe, and Zombia
Accotcling lo Workl Malaria Report in 2008, Inyexcticide Treatad Nets (TTNs) supplics
were only suftlcient to protect 26% ol people in 37 Afhican countrics that reported tn
2006. Nigena is unc of the counines (duc to size and other fteivs) that contritaite o the

low utilization mic ol' LLINS in African countncs, | lowever, in wnder to bang down the
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burden ol imnlorio (o half in Nigerin, lo mecl the RBM targel before the end of ycar 2010,
a notional strategic plnn has been developed for the country (FMOI, 2009). Onc of Ihe
strlegic plnns is Lo distribute 64 niillion nets fice of charge 1o 32 anllion houscholds in
Nigeria. This is onc ol the ingjor outreaches of the concepl referned Loy as Scaling Up For
hnpiet (SUFL) (FMOIL, 2809; \WW110, 2008). Presently, the nntion had only been able (o
cnsure Lhe distribution of these ncls in just lwelve sintes out of the 37 states. These nre
Knno, Annmbra, Niger, Ogun, Adamnwe, Kcbbi, Sokoto, Jiguwu, Qombe,Rivers,
Katlunn,Cross River, slates. The remnining 25 stoies have been pooled into clusiers such
thnt the process ol net istribulions can occur sitnullancously nmony clusier sinles, The

goal is 10 aclicve universal coverpge uf the LLINS before the end of year 2010,

The increase in Lhe production of nets and in resources nvuilable has Ied (o o rapid riscin
the number of nets procurcd nnd distribuled witlnn countries. Forexnmple, UNICEF, onc
of the largest procurais of inscclicide-treated nets worldwide has significanlly increased
s procurcment and dislsiibulion i recent years as part of ils inlcgraled slialegy lo
mprove child swvival through pecelernted programming ciforts. ‘Miec Globai Fund to
lipht AIDS. Tuberculosis and Malaria- a major source of funding for net procurement and
distnibution has also inccascd suppent for tnseclicide-treated nets, with ils disuibution of

ncis increasing around thirleen fold in only two years (from 1.35million in 2004 10 18
million wn 2006 (UNICEF, 2007, Global fund, 2006)

Indaor Residual Spraying (1 RS)

Indoor residual spraying is an cffcclive malania prevention method in sctlings where 11 is
epidoniologscally and logistically oppiopnale. Indoor residual spraying involves
applying a long-lasting insecticide to e insidc of houses and other structures to kifl
mosquiloes resting on intenior walls (FMOI L, 2009). The main source of data on indvor
residual spraying coverage is Minisiey of Health progmamme recoids and documents
However, given the reeenl inlaest in scaling up, the use of this malania control strategy,
stndanlized indicators and household dala collection methods are being developed for
future hunschold surveys (UNICEF, 2007). In thc African region. National Malana

Controt Programme (NMCP) dato indicate that more than 70% of houscholds 8t gay R,
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of malaria were covered in Botswana, Namibia, Sao Tome and Principe. South Africa
and Swaziland (WHO, 2008). The rcvised stralegic plan for moll back inalana
recoin mends that from 2006 to 2010, 80% of Lhe population al risk should be protecled
using effective veclor control measures. In Nigeria, in line with the rencwed global
tnterest for indoor residual spraying, the counlry is embarking on IRS for matasia control.
To this cnd. in 2006 and 2007, the NMCP and her paners initiated a pilot project Lo
asscss the polential cffeclivencss and feasibility of IRS in three distinct ecologic zones:
the rain forest, Sudan savannah and Sahel savannah. This was donc in  three IRS sites
including: Lagos (Epe), Bomo {Damboa), and Platcau stale (Bakin Ladi). Evaluation

resulls of the projects contirmed the residual efTectiveness of the insecticides lasting for

al lcast 4 months on sprayed surfacesin the study sites (FMOH., 2009)

In some olher regions of the world such as Bhutan and Surinaine, relatively high

coverage of IRS (> 20% of people atrisk) was achicved. (WHO, 2008)

Pronipt nnd Effective Treatmeat of Malaria

Promipl and cffective treatment of malaria within 24 hou:s of the onsct of symploms is
necessary 10 preveat life-Gwealcning complications (CATMAT, 2004; \WHO, 1993). In
Altica, where most malana is due 1o PMasinodium falciparum and potenuially fatal, carly
and c(Jective treatment could save many lives ( WHIO/UNICEF, 2003).  There are
scveenl challenges lo providing prompl and cflcclive trealment for malana in Afilca.
Fisst, the majorily of malaria cases are not scen within Ui fonnal health scetor (Korte and
Fischer, 2005). A revicw by Brinkmann and Brinkenann (£991) concluded thal malatia is
nsponsiblc for 20%-50% of all admissions in Afncan health scrvices. although only 8%-
25% of ail persons with nlaria seck treatment at the public hicalth facilities. Secondly,
the resistance of 2. fulciparim parasiles Lo conventional antimalarial ntonvtherapics, such
as Chloroquinc, Sulfadoxine- pyrimethamine and Atnodiaquine, has become widespread,
resulling in new Ieeaiment recommendations (WHO,2001: WEHO,2006).. The World
Heslh Orpanization now recommends (rcaling malaria using  arlcinisinin-bascd

combination heropics, which are based on combinations of wicmisinin, extracted (rom

the plant Artemisia anmia, with other ¢lTeclive antimolnrial medicines. When combined
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with olher medicines, artemisinin derivatives are highly potent, fast- acting and very well

lolcrated (WHO, 2001 Depoartere, ct. al., 2004; FMOIL, 2005).

In order lo make ttcalment cflcctive, diagnosis is cccommended to conl:rm all suspected
cases of malaria rcgandless of age: however, the majority of malaria cases are treated
bascd on clinical diagnoscs alone (WHO,2008). Really. diagnosis of the discasc has been
bascd on the clinical syinptoms and the presence of mataria parasites (FMOE, 2005; Kote
and Fisher, 2005). However, in holocndemic arcas, the presence of malaria parasites
might be only marginally useful as a diagnostic tool. as Uic majoritly of the population,
including asymptomalic individuals, have parasitacmia most of the time (WHQO, 2000). In
Aftica, diagnostic tools such as microscopes may be lacking and the dragnosis of malana
is geneezlly bascd on clinical critenia (Greenberg, Nlumbanzondo, Niula, Mawa, Howell,
Davachi, 1989). Taking this inlo consideration in arcas of intensc lransmission, WHO
therefore recommends as part of the stralegy of Integrated Management of Childhood
illneses (IMCI). that all under-lives with fever 1o be presumplively treated with
nntimalarials (Nicoll, 2000). Besides, the RBM programme also promotes the “Inlegrated
Management of Childhood illness” guidclines as a key inlervention for improving the

management of chitdeen with fever, cither in the health lacility or at kome (\World Bank,
200t).

Intermittent preventlyve treatiment during pregnancy

According to UNICEF, soinc $0 million pregnant woinen a year are cxposcd to imalania
and al lcast 60% of them arc in Afeica (UNICEF, 20006). Studics in sub-Saharan Aftica
indicatc Uiat 25 percent of deliveries in aicas of stable transimission show cvidence of
Plasmodium fulcipariun nalaria infection in the placenta (Mermin. ¢ af., 2004, UNICEF,
2007) .In malaria-cndcmic arcas, up lo 25% of scvere matcnial anacimia cases are

altabutablc o malaria, as arc nearly 20 peicent of low-bicth weight babics (Menuin, o1 al,
2004; UNICEF, 2007).

Togcther with regular inscclicide trealed net use, intennitlent preventive trealment during
pregnancy is key in preventing malaria among Prregnant Women in cndcmic arcas

(FMO}, 2005). [t must however be noted that [ntcrmittent preventive treatinent 1s not
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recommended in areas of low or unstable mataria transmission (UNICEF. 2007). The
trcalment consists of at lcast two doses of an cffective antimalarial drug dunng the
second and third trimesters of pregnancy. This intervention is highly cllective in reducing
the proportion of women wilh anacmia and placental malana infection at dclivery.
Currenlly, Sulfadoxine-Pyrimcthamine 1s considered a safc and appropnate drug for

inlcrniltent preventive treatinent for pregnant women (FMOH. 2005: UNICEF, 2007).

Thesc reviewed core strategics inherent in the RBM initiative were sclecled because of
thcir proven cflicacy and cllectiveness (Mcremikwu ef of, 2006, FMOLL 2005). Care
givers including tnothers of under-fives have imporiant roles to play in hamessing these

stratcpics for the bencfil of tecating children aged less thnn five years.

24 Mnlaria Trcatnicat - lloine Mnnagement of Mnlaria (ITMDM) and pivotal

voles of nursing mothers and other carepivers

More than half the childien who dic of inataria do so within 48 hours (WHKQO, 2005).
Therefore fast and appropriate diagnosis and treaiment of maleria would significantly
reduce inorlalily and inotbidity. Up lo 82% of all malaria cpisodcs in sub-saharan Africa
arc lrcited outside of the formal licalth sector (\WiH®, 2002). I*cople oficn usc
combinations of traditional and biomedical trealment (llcggcticenhougen, Hackethal and
Vivek, 2003), and there is oficn a hicrarchy of resoit where, ifone treatinent fails, people
tumn to other remedics (Me Combic, 1996). Molhcrs arc usually actively involved in the
scarch of these alicmative soutces of carc. For instance, this is a practice very popular in

rural scllings such as lbarupi (Bricgers czal, 1986).

Moslt people atiisk of malana do not hnve gecess (o cffective health sysicm and so RBM
promotes ‘Home management of malana’ to make tecatment as near o the home as
possible (\WYEIQ, 2005), How and when people seck tecatment for fever is critical. People
acl logically to trept the syinptois of fever aad in their vicw solve the problem. Mosl
mothers toke the mostimpartant actions for their ill children within 48howrs, for cxample
with aspirin or antunalarinls. Building on this action is an imporlant activity for thosc
working in maolotie control and therefore communication siratcgies nround reatment

should {ocus on cnsuring mothers give the right diug and complele the coursc, (Haaland,
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2005). Ofien, pcoplc do not lake the correct dose, stopping the treatment when they fecl
better and keeping 1ablcets from onc course for the next lime someonc is ill. This increascs

the likclihood ol deveclopment of drug 1csistant malatia. (Ajayi, esal.. 2008).

The poor accessibility of heahh posis and the cconomic situation, cspecially in Sub-
Saltaran Afinica makc setf care including sctf-medication and trcatment al home oflen the
only chancce for recciving any kind of trecatment (Kotic and Fisher, 200S). Rescarch has
shown thal in Afica, that majority of familics treat tbeir children for malana al home bul
that homebased treaiment is ollen incompiclc or inadequate (WIHO. 2006). Most
medications or (realment for under-lives are administered by mothers and caregiviers
(Salami, 2008). About 75% of lirst action during malaria illness is taken a home which is
oficn described under the coinmon practice — scll-medication. However moslt of thesc
actions may not bc appropriatc or require improvement.(FMOH, 2005) Evidence fiom
Nigcria shows that most cpisudes of [cver arc initially sclf-ircated and over 70% of cascs
rcly cxclusively on it (FMOI I Situation Analysis ,2000). However of this proportion only
[ 5% of the aclions laken were adjudged as appropriale. Tins pattem has been consistent
across the countty as documecnled in scveral other reports. For instance. a study of health
sccking behaviour for childhood illncsses in three fural Nigenan communitics showed
that the most comtnon fonn of lirst linc treaiment was drugs from a palenl nacdicine
vendor (49.6%) whilc only 3.6% did nothing (Solako . af.. 2000). The siluation in urban
scltings is dilferent as shown (Ezcdinachi et of.. 1991) who reported that diapgnosis and
ttcalment ol tnalana inCalabar were catticd oul by sclf (54%), qualified medical doctor
(32%), and paramcdical stalf (2%). Aboul [2% look traditional remedics. in a study done
at Igbo Eliti and Ibarapa Notth m Nigeria on 105 pre school children, (Bricger ot af.,
1944d) found thal 74% of parcnls took trcalment aclion under 8 hours of onsct of illness
whilc nearly 96% acted within 24 hours. Unfortunatcly only 14.3% of these actions werc
judged lo have been appropriate. Studics in rural arcas have shown the feasibility of

homc management and its positive inpact on the burden of tnalatia (FMQII, 2005),

Rational sclf-incdication is cncouraged wilhin this context of primaty health care (PHC).
In order to promolc rational sclf medication i PHC, a package of inlerveitions for home-

based nanageinent of nalaria was devcloped and tested in several countiics. Tlus
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included trinmang on basic diagnoslic and treatment pracuces for shopkeepas who scll
antsmalanal drugs, and improved packageng of the drugs for consumers (\WWHO, 2006). (L
is molhers that scek for Lhe help of Palent Modicine Vendors (PMVs). In fact it has been
confirmed that the PMVs arc among Lhe major sources of anlimatanal drugs in the rural
arcas [or cxample in lbarapa communilies (Salako ¢ af., 2001). The PMvVs arc well
organized and highly patronizcd and aclive in Igboora and ldere A training prograrame
was cven organized for them in 1990 (Oshinamc and Bncger, 1990). In order to
facilitatc coinmunity ownership of HMM. 11 was specifically advocated by WHO thsal
irained cotmnunily health providers (Community Hcalth \Workers, Mecdicine Sellers or
Retailers) should be provided wilh basic resources such as : ACT's  [or the ireatment of
uncomplicatcd malaria; rectal artemisinin suppositorics for prerclenal trealment of
scvere malaria; rapid diagnoslic tcsts where applicable, Information, Educalion and

Communication (IEC) matcsials and simple palicnt regisiers and reponting fonns.

Homc Management of Malaria (HMM) s a key approach within nalania casc
inanagcment of providing access lo prompt. approprialc and cflicclive Lneatment
cspecially for children in Afiica and the success of this schemic or intcrventions hinges on
mothers of under-fives and other care-pivers. The essence of this strategy is lo piovide
access (0 qualily antimalarial drugs within 24 hours of the onsect ol syinplonis delivered
through a nelwork of communily resource persons, and (o improve conmumunity
knowledge of malaria andl its trcatment. Thss incrcases comptiance and significantly leads

to the 1cduclion in childhood morbidity and mortality (FMOIL, 2005).

It 1s now widely acknowlcdged Lthat access to appropriate and cifective trcatinenl [or
malana should be provided within 24 houss of onscl of symptoms. In nwol cominunitics,
the access o Uic fonnal heallh facilitics is very difficult. However, not only Uie poor
nccessibility contnbutces to the scil trcatment, but econornic faclors like transport costs,
loss of work time and the cost al the health facilitics: be it in the form of uscr fecs or
*undcr the counler motivalions” or a combination of both (Korle and Fisher, 2005), A
striepy lo provide such access should take into account poor rural populations in
malania-cndecmic countnes who arc patticularly inadcyualcly scrved by Lhe health sysicm

(WHO, 2000). Tlus is the access gap thol the [IMM strategy addresses, cnabling the
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home 1o be the first “hospitel™ given the fact that aboutl 70% of cases {irst gl treatment al
this level (WIIO, 2008). HMM relies upon the communily and the services offeicd by
the fornal and infonnal private health sectors (FMOIL, 2005). it may also be applicable
lo both adulis and children in arcas ol low lo moderale wansmission, in whom the disease
could advancc mpidly to scvere malaria during cpidemics,  The Home Management of
Mnlaria coinplemenls and cxlends the reach of public health serviaces (FMOHN, 2005)

cspecially when mothers of underfives and olher care givers are actively mnvolved and

their capacities [or cavying oul this services arc enhanced.

2.5 Overview of the National Antimnloarial Treatment Polley (NATP) und its
iinplications

The national antiinalarial treatment policy is a sct of recommendations and regulations
conccming the availabilily and rational use of antimalarial diugs in a counuy. The policy
is desipgned to provide decision-makers with cvidence-based siccommiendations in addition
lo gwving health workers clear puidclines for providing carly diagnosis and prompl

trcatmcenl apprupriale to the local context (WHO/CDS/RBM, 2001).

The objeclives of an antimalarial ircithinent policy are 1o cnsure mpid curc of the

| infection. reduce morbidity and moriality, including nialaria-related anacmin, prevent the

progression of uncomplicated malara to severc and polentially tatal disease. reduce the
impact of malaria infcction on Whe fclus during pregnancy, reduce the rescrvoir of
infection, prevent the ecmergence and spread of drup resistance, and prevent malaria in
non-immunc travclers (WO, 2008). Unforunatcly, cinergence and iapid spread of 2
Jalciparim resistance to commonly uscd anlimalarial drugs poses a scrious challenge lo

the clfcclivencss of carly diagnosis nnd prompl lrcatmient as a priorily stralepy within

cugrent malana conlrol cffors (\VHO, 2001),

As a esponsc lo increase level of reststance lo anlimalerial medicines, \WHO
recominiends Ihat all counines cxpericncing resistance o conventiotn]l monolherapics
such as Chloroijuinc, Ainodiasume and Sulphadoxine -Pytitncthamine (SP) shoultl usc

combincd therapics, prefcrably ACTs for falcipaninn maloria {(WHQ/CDS/RBM, 200t).
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‘The WHO cusrcatly rccommends the following combinalion therapies for uocomplicated
malaria (\WWHO/R BM. 2006).

——

- Arlemether/lumefanirine

Artesunalc plus amodiaquine {in arcas where the curc rile of Amodiaquince
nonothcraphy is greater than 80%).

- Arlesunale plus Mcfloquine (insuflicicnl safely data 10 recomencnd ils use in
Aftica).

- Arlesunale plus Sulfadoxine/pyrimcthamine (in arcas where e cure ralc of
Sullfadoxine/pyrimethamine is greater than 80%.

Currenlly, onty Arlemether/Lumefantnine (AL) and Arlcsunalc-Amodiaguine {(AA) arc

proniotcd, procurcd and distributed to the LGAs for tlic trcalment of malana [tce of
charge by the Federat Ministry of Heallh,

It must be noled thal atnodiaguine plus sulladoxinc pynnicthamine may be considered as
an inleritn oplion where ACTs cannot be made available provided thal cfficacy of both is
high (\YHO/RBM. 2006). This incasure uimns al reducing delcriorling ciTects of malaria

siluation and ininimizing the waslcful usce of resourecs and contribuling approximately lo
lhe devetopment o fhcalth services.

Provision for the reatinent of severe falciparum malaria was also proposed hy \WHO. and
any of the followinp three incdicines have been recommended for countries Lo adopt for

the lrcalment of severc malaria (\WHO. 2008): Artcsunalc (i.v. or i.in), Arteticthier (i.m)

or Quinine (i.v. infusion or i.1n. injection).

As par' of WHO policy support for malasia endemic counlrics, a sct of crileria (o ussisl in

detcmiining the relative inerits of vanous combinalion therapy antinialarial drugs for
| diftiesenl cpideniological conditions were proposed (WHO, 2001). Thesc criteria formed
the parameclers of a framcwork lo puide the choice and sclection of anttmelanal
combination drups. Althouyh a scoring system is part of this scl of crileria, the scores and
weights arc arbitriry and sccondary lo the process of identifying the key delcrminants

highlighted by these cnilcna. The scotes generiled from these crileria are nol intended to
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be sirctly applicd, but rather provide a means of guiding comparisons of diffczent

combination thcrapies. The major ciileria in order of sypiulicance arc:

l.

=

T

Therapeutic clicacy of the combination, imespective of the cfiicacy of the

individual componcits;

Safcty of the drugs in combination, espccially amongst high risk groups;

Polentinl for widcesprcad usc of the combination at all levels of the health carc
systcin, including its use for hoinc managcnicnt;

Polcnlial for consumcr compliancc;

Cosl c'Tectivencss;
Polcntial 1o dclay or prevent devcloptnent of resistancc;

Other factors mcluding jiroduct availability, production capacity and potcential for
widcspeead usc at a sub-regional lcvel.

It is very perainent that the govermnent of cvery wmalatious country should have a national

mataria control policy puiding prevention and casc-management. However, WHO has

been supporiing such counttics with policics an recoinmending simategies and guidclines

1n order 10 achicve global and intcmationat targcts in malarial control (WHQ, 2008). The

following recommicndations and puidelines are the recent publications of WHO in order

1o suppait counines cndeavors in tiphting malana discase:

The treatment of malaria infections should be bascd on a laboratory-conlinned
diagnosis, with the cxecplion of children under 5 ycars of age in asreas of high
lransmission in whom (reatment may be provided on the basis of a clinical
diagnosis.

All uncomplicated . falciparum infcctions should be trcated with an
aricmisinin-based combination thcrapy, and P vivex with chlotoquinc and
pritnaquine {exccpt where 2. vivar is resistant 1o chloroquine, when it should
be treated with ACT and primaquinc).

Four ACTs are curmently recommended for usc: Aitemctlicr-luincianuiine (AL),

Antesunatc-amodiaquine (AA),  Aitesunale-mcfloguine  and  Artesunate-
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sulladoxinc-pyrimcthmnine. The choice of the ACT should be based on the
cflicacy ol tlic partner inedicine in the country or arca of inlended  deployinent.
Palicnts suffering from scvere malaria presenting al the penpheral levels of
the health sysiem should be provided preselerral frcatnient with Quinine or
Arlcnuisinins, and transfermed lo @ health  fucility where (ull  parenieral
ircalment and suppoitive care can be given,

Scveic tnaolnria should be Ircaled parcnlcrally with cither an Artcmisinin

dcrivative or Quinine until the paticnt can swallow. when a complele course of
ACT must be adininistencd.

In arcas of high lranstnission, intennittent preventive Iecatment (IPT) with
Sullaloxinc-pyrimcthamine (SP) should be adminisicred 1o pregnant womcn
d least lwice during the sccond and third trimesters of pregnancy, and three

limes in the casc of HIVposilive pregnant wornen. The eflcclivencss of 1PT

shouldbe monilored in hight of increasing SP resistance.

More widesprcad agreemenl on policy and slrlepgy bhas sttmulaled leaders of Lhe

countrics nost alfected, backed by inlcmalional organizations and donors, o sci

increasingly anbitious largets for control: thal is, lo achicve at lcasl 80% coverage of key
inlerventions by 2010 (WHO, 2008). Scaling Up For Impact (SUFI), *Malaria No More®

arc somc of stzatcgics adopted by Aftican countries in a drive to achicve this largcel. in

Nigeria. the National Malaria Control Programme has adopled SUFL for universal

coverage (FVOI, 2009). Up il this lime, it is amazing lo nolc thal many countrics

including Nigeria are still pcrmitting the sale of Artemisinin monotherapy. Some of these
counirics arc prescnied below:
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Tuble 2.2

Countrics sclling nrtemisinin monotherapy and their \WILO regiouns,

2008

SN | COUNTRY WIO Replon
| Buekinn Faso AFRO
2 Combodia WPRO
3 Chion WI'RO
4 Columbia PALLIO
3 Congo AFRO
6 Colc d'vois ATRO
7 Ecuvador PAl®
R Eauatorinl Guinca AFRO
9 Gnmbia AI'RO
10 | Ghana AIFRO
(1 Guinca AIFRO
12 | Guinca Dissou AIFRO
13 | Guyana PASIO
14 Indonesin SEARO
{5 | Lao PPcople’s Democratic Republic WPRO
16 | Liberia SEARO
17 | Mali AFRO
18 | Mauriania ATRO
19 | Myanmar At RO
20 | Nepa! SEARO
21 Niccria AIFRO
22 | Pakistan EMRO
23 | Papua New Guinca WPRO
24 | Peru PANO
25 | Philiopines WIRO
26 | Rwandn AIFRO
27 | Sao T'owe and Principe AIFRO
28 | Scnceal AFRO
29 | Sicrm Leone AFRO
30 | Solomon Islands WIRO
3t | Somalia EMRO
32 Sri lanka SEARO
33 | Suscineme PAHO
34 | Timor Lestc SEARO
IS | Towo AFRO
36 | Uranda AIRO
37 | Vonuvala WPRO
38 | Venezucta PALIO
39 | Vicinam WERO
40 | Yemen EMRO

SOLRCF: World smanleeia Nepori, 2008
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This practisc is nol in agreement with the global stralegy lo light inalana espeeially in
cndeniic regions of the world. Though Artemisinin is a major component of Aticmisinin
bascd Combinntion Therapy (ACT). using it alone, will cncourage development of
resistant stiains of the malwia pasasitcs (W1L0, 2001). Onc key challenge facing an
antimtalasiat trecalment policy development is (he aclncvement of balunce belween wo
csscnlials, bul al limes competing, principles: cnsuring promplt treataient of alnrin and
cnsuring that arntomalanal drugs have n masimum uscful therapeutic tife {\WWVHO, 2001).
These Wwo csscnlial pasts should however be conpleinentary. Ensunng adcequale
regulution und control of drug usc shoutd allow for cquity and rational usc of antimalarial
drugs wilh he resultnnt reduction in mostalily and al the same time reduce or delay drug
resistance by the parasiles, Patient adhcrence is anolher major detecnninant of the
thernpeulic responsc 10 antimalarial drugs, as most trealments are taken at home without
nxdical supcrvisien (\Vhic and Young, 2005). According to thein, wath the wittoduction
of new, cffective, bul more expensive antimalarials, there is concem that the high levels
of cflicacy obscrved in clinical trials may not be translaicd inlo cffectiveness in the
nomial contexl of usc. An cffective first-linc antimalarial realment would have a greater
impncl on reducing inataria mortality than mercly improving sccond-linc treaiment or the
management of scverc malaria. Therefore, combinalion therapies tmust be available and
alTordablc to communilics for usc in the first-linc \rcalment of mataria (\VHO, 2001).
Onc of the global ciforts in enhancing and sustaining availability and quality of ACT is in
the production of Artemisinin chemicals, Artemisinin production represents a signilicant
proportion of the manufacturing cost of ACTs (lalc and cl al.. 2008). Halc and
colleagues were of the view that the price of arlcrmisinin 1s extrcinely volatile and quality

is variable. Astemisinin is derived from the medicinal plant Artemisin annna, bul yiclds

from the plant arc low and supplies are uncven.,

In Nigeria, the siategy for the implementation of the nottonal malaria treatment policy ts
that of Roll Back Malaria (RBM).Ths sirotcpy sceks lo cstablish. a social movement i
which the local communities, public and pnivate sectors. all Uers of govemmenl and non-
govermnmental development agencies, and so on come together n a posncrship and

nciwork to implement malona control interventioas (FMOH, 20085),
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It is obvious that achicving the goal of this policy would require the availability of
appropnigic nnlimatartal drugs and their proper maznagement, including storage and
ralional usc. As pnrt of her cloits to inplement the policies, the National Malana
Progrminme had to fotify its Procurcment and Supply Management (PSM) unit with five
Phamncists in 2008 to cnsurc an ctlcctive distribution of nntimalnnal medicines nnd
commodities 10 lhe cnd uscrs {FNMOH, 2008). Beyond these clToits, however, there is
nced for adequate financial provisions nt alt levels for the regular availabilily of thesc
drugs at cosls thnt the people can afford {Bricger, 2009: FMOH. 2005). The consumcers
nnd providers have 1o be properly cilucated on malann and its treatment and an cfficelive

monilortng and cvaluation systcm put in place 1o cnsure that the objectives arc being
properly pursucd and achicved.

Childien aged less than hive constitute a special group within the context of Lhe new
antimalarial trcainent policy. 1t has been noled hal malaria in children less than Skg and
aged less than 3 wonlhs can be very scvere and these children have ncreascd risk of
dying i nol treatcd promptly (FMOH, 2005). Oml Quininc and olher supportive therpy
arc o be provided for treaunent as soon as the need arises. The body of knowlcdge on
ACTS uscd in this nge group is insuflicient for del nitc stalement on its usc (FMOR,
2005). The Nationnl anti malarial policy is silent on the usc of ACT in sickle ccll paticnls.
It is recommended that children with known sickle ccll anacmtia be given
chernopruphylaxis. The most common prophylactic agenl is Proguanil and the

recommcended dose is [00mg daily lor childeen (FMOH, 2005).

2.0 Thenutininlarinl camhinatlon therupy

The concept of combmation therapy is bas&l on the synergistic or additive potential of
two or more drugs, lo improve therapeutic cfficacy and also delay the development of
resistance 0 the individual components of the combination. Combination therapy (CT)
with antimalanal drugs is the simullancous us¢ of lwo or more blood schizontocidal
drugs with independent modes of action and dilTerent biachemical largets in the pamsite
(WHO. 2001). Within the contcxt of malaria management, multiple-drug therapies tiat

include o non-antimalartal drug to cnhance the antimalarial cllect of a blowd
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schizontocidal drug anc not constdered combination theropy (\WHO, 2001). Exarnples of
such combinations arc inultivitamins and hacmatinics. Sinilarly, certain antimalarial
drugs that it the criteria of syncrgistic fixed-dosc combinations are operationally
considered s single products in that ncither of the individual componcents would be given

nlonc for antimalanal therapy. An cxamplc is Sulfadoxinc-Pyrimcthamine (WHO, 2001).

Pre-clinical studics have shown that aricmismin and its derivalives do not cxhibit
mulagenic or lerstogenic aclivily (Emdex,2006). Elowcever, the <lrugs have caused fctal
resorption in rodents at relatively low doses of > 10 tng/kg, when given afler the sixth
day of pgestation. Reporis on the usc of these dnigs in humans duning pregnancy arc
lintitcd. Thus, becausc of the c/Yects in rodents and the vety limited data in humans, the
artemisinin dceivalives arc not currently recommcended for use in the lirst inmesticr of
pregnancy (WHO, 200t; FMOI, 2005). Artcimisinin itsclfhas physical propenies such as
poor bioavailability that limit its cflecuiveness, scimi-synthetic derivatives of artemisinin,
including astemcether and arlesunate. have been developed. However, their aclivily is not
long lasting, with signilicant decreases in cffectiveness afler onc lo two hours. To counter
this drowback. oricmisinin is typically given with lumcfontnne (also known as
benllumictol) Lo treal uncomplicated falciparum nalaria (Ycung and White,2008)

Emdex. 2008). Duc 10 the very shori half-life of artemisinin deavaltives, Wicir use as
monotheropy rcquires a multiple dosc tcgimen of scven days duration, Combination of
onc of thesc drugs with a longer half-life “partacr’ antimalainl drug such as
Lumcfanirinc, Ainodiaquine, cle. allows a reduction in the duration of arlcmisinin
trcatmcnl, while at the same time cnhancing clficacy and reducing the likelihood of

resislance development (o the partner drug (\VHO. 2001).

The combination of artesuoatc plus mefloquinc is not considered a viahic option for use
as [isst-linc therapy in Aftico. There is concerm that the long hal(-life of mclloquine may
Icad 10 the scleclion of resistant parasites in arcas of inicnse tiansimission. Furtherinore,
there arc also concerms of a possible increase of mcfloquine related tdverse resctions

when used unsupetvised on a large scale for treatment of malaria (\WWHO, 2001, \WHO,
2008).
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It is currcntly cstimatcd Uiat 90% of global ¢pisudes of clinical tnalariv and 90% of global
malaria monalily occur in sub-Saharan Africa (Amzot and Okalor, 2007). Malaria control
clforis in the rcgion hasve been preatly affected by the emergence and sprcad of
Chloroquine resistuice (CDC. 2006, WHO/RBM. 2006, FMOH, 200S). Ts
phcnonicnon was fitst recorded in 1979 in Cast Africa, but bas now been reporied frotn
almost all malaria cndemic countrics of Africi. Nigeria is not spared of Chloroquine drug
resistance (Mcereanikwu 2006, Okogun and Arnadi 2005, Ajayi ¢ af, 2008). Sulfadoxine-
pyrimcthamine (SP) was later discovercd 1u be the obvious successor to Chloroquine
[ollowing the cmtergence of drug nesistance 1o Chloroquine (FMOLL, 2005, Koram, 2005).
Itowever. icsistance 1o SP is developing quickly even with its current use, thus reducing
the usclul therupeutic efliect of this drug. Although Ascenisinin-bascd combination
therapies have been shown lo improve treatment cfficacy, incidence of resistance Lo it has

been noticed in South-Enst Asia (WHO, 2007). Nevertheless. it oflers a better window of

opportunily [or the management of malars as at 1oday.

Tlic coimbination theripices aifords the uscts of the medicines advantages in two respects,
onc, il is oflcn more cileclive and Wwo in the rarc cvents thal a mutanl parasitc thal is
resistant 1o onc of the drugs arises de novo during the course ol the infection. the parasite
will be killed by the other drug. This mutant protection is thought (o prevent or delay the
cmergence ol resistance, To realize the two advantages, the partacr diugs in a
combination must be indcpendently clfective. A ntajor disadvantage ol combination

ticatinents is the increasad cost especially in nural economically depressed environment
(Olumesc. 2006).

Arcmisinin < ond its  dcnvatives  (Aricsunate,  Artcincther.  Artemotil,  and
Diliydroariemisinin) produce rapid cleawnnce of pamsitacmia and rapid resolution of
symploms (Olumesc, 2006). They reduce parasilc numbets by a factor of approximately
10,000 in cach ascxual cycle, which is mote than other cusrent antirnalarial (which rexduce
parosilc numbers 100 10 [000 lold per cycle) (Olumese, 2006). Aricnisinin and its
derivalives arc climinaled rapidly when given tn combination with mapidly eliminated
compounds (lctracyclines, clindamyein), a 7-lay course of treatrnent with an astemisinin

compound 8 required, but when given 1 combination with slowly climmated
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-

antimalarinls. c.g. Sulphadoxinc-pyrimcthaminc (SP), shoricr courscs of ircatinent (3

days) arc cffective, (Olumese, 20006). It has also been proven that Aslesnisinin coinpound
in comnbination with Asnodiaguine (commonly referred 10 ns  Camoquinc) s
thcrapculicnlly superior o a combination of Chloroguine plus SP, and sigmlicontiy
reduced pameclocyic carrage following lreatment (Sowunini, Feluntola, Adedci,
Gbolosho, Tambo. Falcye. |lapp: and Oduola. 2005) The Arlcmisinin compounds arc
aclive ngainst nll four specics of inaluria parasites that infect humans nnd are gencrally

wectl lolcraled. ‘Fhc only signilicont adverse cflect 1o emerge fram extensive clinical trials
has been rare. (Oluinesc, 2008),

These drugs nlso have the advantage from a public health perspective of reducing
gainclocylc caninge and thus the transmissibility of maloria. This contribules lo malaria
conlrol in arcas of low cndcmicily. (Olumesc, 2006). Altliough there are some minor
dilferences in oral absoiption and bioavailability, between the different artemisinin
derivatives. thercis no cvidence that these diffcrences ore clinically signilicant in current
fonnulations. It is the ptopentics of the partner medicine that detesmine the clfectiveness
and choice of combination (\WHO, 2006; WHO, 2001).

The Aitcmisinin derivalive componcent of the combination must be given for al Icast 3
days for an optimum cflect, Aitcmcther-Lumclantrine should be used with a 6-dosc
negimen. (WIO, 2006). llowcyvcr, major challenges still cxist in the deployment and usc

of antimalarial drug combination therspics. parlicularly in Africa (WO, 2001). Thesc
according to WIMO include the following;

. Thc choice of drug combinations best suiled for the dilfcrent cpidemiological
silualions

. The cosl of combination therapy

S The timing of ihc inltoduction of combination therapy (c.g. should combination

therapy be deployed in arcas wherec monotherapy is still clfective?).

. The operational obslacles lo implementation. especially compliance.

The costs of antimalarial combination Lhetapics are over len limes more cxpensive than

these of the conventional disgs used in Africa as monotherapy (WIO/CDS. 2001). Thns

a change to and implementation of combinntion therapy would involve higher direct amd
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indircct costs 10 health services, necessitaling subsiantial (inancial support through
sustained intcmational public/private supporl. as these higher costs would be out of reach
for many dcveloping nations. cspecially in sub-Saharon Alrica {(WHO, 2001), Although
combination therapy is ncecpled as lie rational approach to case management i Alrica,
current cvidence of its clfcctiveness within the region is limited. There is also litlle or no
infonnation on the salcly and cflicacy of coinbination treainienl in pregnant women and

young children, which nrespecilic high-risk groups in Aflrica (WHO, 2000).

At this juncture, an overvicw ol artcnisinin-lumcen(entrinc (AL) onc of the ACT related
drugs adopicd by the Federal ninsstty ol heafth will be presented.

In Nigeria, AL is adoptcd as the first linc deug of choice for tnalnrin trentment. £t s
cucrcnily availablc as co-fonnulatcd tublcts containing 20mg of artcimcther and 120mg of
Lumclantnine. The total recoinmcended treatment is a O-dosc regsmen ol artemether-
lumclantrinc twice a day (or 3 duys. The dosing schedute for Attemcther -Lumclantrine

by wcight and age is prescnted in the tablc below:

Tabic 2.3 Dosing Sclicdule for Artemcthierlumefnirine

Nody Age ln | Ohirs 8hrs 24hirs I0hrs 484irs
weight in kg | years Number of Tublilets

5-14 (<3) ] | | { |
15-24 (23-8) 2 2 2 2 2
25-34 >9-14) |3 3 3 3 3

>34 >14) 4 4 P 4
Source: Culled from WILO puidclines for the trentnent of nilaria, 2006

A major concem wilh this kind of dosing schedule is its appropriateness for the mothers
i the managcment ol malaria in predominantly rural illiterate scttings. In onler (o ensure
an appropriale prescriplion paltcm of these medicines nnd its 1ight application omong the
care givers, the FMOI 1 occasionally print oul job oids that has u pictorial illusirations on

the use ol medicines for diffcrent age groups. but the job aids hanlly go round the health
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facililies in the counlry oot o cven t1alk of petting to the mothers in the ruml
communilics,

An advantage of this combination is that lumefaninne is not available as a monotherapy
and has never boen used by itsell for the ureatment of malaria (WHO, 2006). Recent
cvidence indicates 1hat the thaapevlic response and safely profile m young children of
less than 10kg is similas 10 that b older children and attemcther-lumcfaninine is now'
recommended for patients greater or equal to Skg. Lumefantiine absorplion is cnhanced
by co-administialion with fat Low blood lcvels. with sesultant ttcatment failure. could
polentially result from inadequote fat inlake, and so it is escenlial that patients or
caregivers acc informed of the need 1o take this ACT with milk or fal<ontaining (0od-
particulasly on the sccond and thind days of treatment (EMDEX, 2006). Again,
attordability may pose a great challenge for the rural dwellars. Adding the cosl of milk
or some othier fal containing food to the already expensive ACT medicine will be putting
an cxiro pressusc on their linances. The most likely consequence of this is that ACT
medicines would be uscd with little concem about [alty food. Absorplion of drugs will

nol bc maximum in the malaria tnfected patients and resistance will begin 10 set in

gradually with ttinc.

2.7 I'creeptions of maolarin and use of amtimalorials wlth specind reference to
ACT rclntcil druyps
In order lo discuss cxhauslively issues rclated to perceplions in this context, three major
tcrms would need to be cxplored. They arc allitude, belicl and practice. According 10
Rokeach (1976), a belief could be opcrationally detined os any single proposition,
conscious or unconscious, infctred from what a petson says or docs, whal is acceplatrle
and what is notl. An altitude 8 a relotively enduring organization of Leliels around an
objcct or situation, predisposing one lo respond in some prefercntial manncr. Altiludes
cither alteacl us lo things, or make us wary of them (WHO, 1988). A praclice s the
performance of an activity, often regularly, in onder to improve one's skill. Paception s

the way a petson thinks about something and the idea of what il is like (Longmar, 2005).
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Belicls, perceptions and atlitudes arc bchavioral antecedent faclors (Gicen and Kixuler,

1999). They play greal rotes in inllucncing peoples health relaled behaviors or practices.

Malaria still reinains @ leading cause of morbidily and mortality especially in sub-
Saharan Aftica and conslitules a major discasc burden in Nigesta (FMOI4, 2005). Since it
is a problecm that affects the people, il is pertinenl to cxamine sostnc of the social
connections in maluia prevalence and control (Okafor and Amzal. 2006). The
incorporation of the multi-factorial scheme of biological, socio-cultural and ccological
stancc in our understanding of health is a major breakthrough of our time. This favours

thc cxploration of health issucs in the social realm (Emcka and Ameal, 2006).

Pctecption could be cxpressed in lenns of perecived actiology, rnade of transmission,
vulncrabilily, agce specificily and symptoms. The clusiveness of these social correlales
tnay accounl (or rcteogression in rolling back the discuse (Amazint, 2004). [1 also cxlends
to (rcabincnl sccking bchavior of nothcis in their home management of malana
particularly in the rural commuaitics. Perceplion of discasc is relaled 1o a person’s socio-
cullural rcality (their social role and cspected behaviours) 10 shape both behavior and
abilily to respond 1o diseasc (Jones and Williatns, 2004). It is further obscrved 1hal il is
the intcraction belween the cxpecled behaviour amd pereeplions ol discase, as defined
individually and by socicty, that altects both if and how nn individual acts to prevent
discasc. as wecll as whal they do when they becoine sick (their illness bchaviour).
Kicinman (1981) also obscrved thal illness rccognition, definition and management
proccdures depend on the general axiom aboul health and iliness within a peoplc's
culturc. Erninsho (1998) bultresses the fact that the cullure incorporotes belicl systcms.
which in tum undcrmincs the perccption and interprelation of discosc in sociclies, Hence,

there are dilterent ctiologic calepories among diffcrent culturcs.

Jepede (1998) cxamined causes of illness based on four categorics: natural causes (when
unclean waler or unhygicnic food is laken), supemalural cnuses (when illncess s intlicted
by wilchcrall and othcr undeeworlds), mystical couses (result (oin neglect of gods,
broken taboos clc) and hercditaty causes (passcd from onc gencration to the

other). Various studics have documcnted peoples’ pereeption of malaria. [nappropnatc
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ctiologic pcrception. clusiveness of mode of \ransmission, and wnadequate perecived
threal of malaria are among the major behaviowal sctbacks in malaria control and
prevention. All these lraaslate to discrepancics in bealth sccking behaviour and may

causcdclay in sccking apptopriaic treatment (Qkafor and Amzal, 20006).

Scveral sludies have shown hat illness rccognition determines ircatncnl responscs. for
examplein the rusal lbaropa Central LGA of Oyo State, Nigena, people vicw imalaria and
convulsion as complelely scpatate conditions with the formner caused by heat and sun and
the latter caused by cold. Malaria is perccived as a less scrious condition while
convulsion prompts an immediate lrezunent responsce oflen using dangerous herbal
concoclions, Malaria is also perccived 10 be of difTerent types of malana itsclf including

cold, ycllow. and onlinaty variclics {Salako ¢t i, 2001)

[n many culturcs, there is no gencrol tcrmi or illness concept that illustrates malana. An
illness with symptoms like malana might be subsuined under @ general leem. Among the
Dangla of Ghana, asra is a contestable illness concept for inalaria as it can also be
aliributed 10 other illness conditions (McCornbic, 1996). Among women in rural Uganda,
onusyjja is the local 1cnn for malaria (Kenpeya-Kayonda ct al., 1994). In another study
conducted in fakarn in Tanzania, there is clear conceptual appcllation as inalaria is often
refemred 10 as fomayea malaria {Malaria fever), which is ollcn used interchangeably with
homaye mbn (Iever duc to mosquitocs) (Mucla and Ribera, 1998). Amnong the Yoruba of
Southwesicm Nigenia, /@ 1s the concept designaled as malara (Okafor and Awzat,
2006). Malana in Yorubaland is known as iba and il is recognizad by higlh temperature,
aches, and chills. In fact, pcoplc associalc jaundice like syinptoms like yellow cyes, dark
urinc lo malasia. Not sutprisingly. the local nanic for jaundicc is ik poujit o fever wilh

yellow cycs (Ramakrishna. Bricger and Adcniyi, 1989).

The illncss concept in the community gives some understanding of the perecived
cliologic agent of the discase. Whcrc illness 1crm that approprialc malaria is contestable,
there may be problem of perception and gencrally health sccking behaviour.  Tliologic
consideration is also an important link i understanding people’s understanding of

majania. In a study conductcd it Kibaha district in Tanzania, scvetc malaria is often
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relerred 10 as degedege (Comoro, Nsimba, Warsame and Tomson, 2003). Most of the
mothers avoid mcntioning it becausc there is a cultural beliclihat it is a bad omen. They
simply rcfer to il as childhood disease. On the perecived causes, lhree views emerged, the
dominating onc being that it is caused by the sherani (cvil spinils). This is also 1 linc with
other studies (Ahorlu, Dunyo, Afari, Koram, and Nkrumah. 1997). In Masaka, Uganda,
Omustjja (Malaria) is believed 10 be caused by what is caten or drunk and other

environmental condition (Kengeya ~ Kayondo ct al., 19943).

Bricger , Sessoy, Adesina, Mosanya, Ogunlade, Ayodcle, and Orisasona, (2001) observed
that there are stitl scveral points of overtap in ctiological attributions in Nigeria which
include snosquitoes, overwork, sun cxposure, dirly watcr, cating red palm oil. intcnsc heat
(and soon). A study in Kenya among mothcrs reporls thal mosquito as a causc of malaria
was mcentionctd by 56% but only 10% understood thie mechanisin of transmission.
(Mwenesi, Harpha, and Snow, (1995) and Amzat (200:1) also rcported in a study that up
lo 51.9% of Bodija market women, lbadan, Nigeria hold inappropriale vicw aboul
ctiologic agents ol malaria while up 1o 71.9% do not know how maluria is ttansmitted or

whether it can be transmitled.

Scveral other studics have conflinmed nappromiate ctiologic pcreeption and mode of
trunsmission of malaria, (Akogun and John, 2005). Thc problem of malana recognition is
also coinpounded by lack of dcfinitc syinplom complex as it can manifest with diftcrent
sipns tn individuals. Description of usra (malaria) in Ghana is ollen wilh headache,
yellowish urine; hot body. vomiling, loss of appclite, weakness and so on (Ahorlu ct al.,
1997). In Kenya. 90% of womcn intcrviewed in a survey mentioned headache, fever,
vomiting and the rest as symptoms of malaria. Other sludies also have confinned varying
symplotas of inalarin as rccopnized by the respondents (Nwenesi, 1996: Mucla and
Rcbera. 1998; Bricger ct al.. 2001t; Clarke, 2003: Anxzat, 2004, Akogun and John, 2005).
There urc also variations and inadequacy in recopnizing complications of malaria
especially in children. As i1 has been noted. convulsion is usually atliibuled to evil spint.
Yel, cffective management of malaria in children under the age of [ive requites nother 1o

scck. oblain and usc medication appropnatcly (Malik, llanali, Al. Ahmed nnd
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Mohammed. 2006).This is linked to limely decisions, accessibility, correct usc of the
drugs, and foliow- up. Unforiunately, most mothers do not understand that malana can

result in stillbicth, lowbirth weight and other pregnancy related complications arc still
clusive(Nwenesi, 1996).

This lack of recognition of such complications may transiate into dclay in sccking
approprialc care tlcnce, scvere inorbidity, which may cesull in mortality, inay be
developed (Okafor and Amzal, 2006). An undersianding of community perception of
iliness. especially discase def nition that arc unique 1o a particular culture is essential for
developing culturally appropriate primary health casc programmes (Bricger. lRamakrishna
and Adcniyi,1986), Malaria is cndemic in Ibarapa L.GA of Oyo state, (where this study
was actually carrictd out) and onc of its inajor complications. fcbrilc coovulsions alTeets
ncarly one-tinird of pre-school children al Icast once in their life-time (Salako, et al,
2001). In many cascs among the local Yoruba people, malasia and its implications 1o be
perecived as diflerent illness cntilics, for instance febrile convulston might not be
perceived as a complication of malaria, Idcas of causation, scverity. scasonality arc in
many ways oppositc. This mcans that inotheis don’t perecive the dangers of convulsions
when their children have malana. Unfortunatcly small children arc not part of the
decision making process which involves polentiatly toxic substances (Adcniys cf al,
1984), Much of the adversc reactions of malana are aclually preventable by corly
recopgnition and prompt teeatment. 1fowcvcr, quick actions may not be taken duc 10 social
and cultural reasons. When parents recact, they do when the malaria has got lo critical
level (convulsion) and most of parents’ clforts are more often lifc threatening than lifc

saving.

2.8 Conceptunl frumevork

Whcn piactitioncis begin the process of planning an intcrvention to promotc health or
chungc hcalth bchaviour, Uicory helps them inlerprel the situation and puides their
decisions about what design, procedures, and mcasurcment indiciturs to selecl, {U.S
Departmcent of Health and Human Scrvices. 2005). Depending on the nit of practice

{c.g.. individuals Eroups, organizalion or coinmunity) and the nature of the hcalth
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problem. different (heoretscal approachcs may be appropitate. For this study, the
PRECEDE MODEL was uscd as it ofYered 2 framework for identifying the factors Lhal
are linked lo the knowledpe and ulilization of ACT among mothers in the 1reatment of

malaria. It was devcloped by Gicen, Krcuter oad associates. in 1970,

The PRECEDE is a planning modcl, not a theory. It does not predict or explain faclors
linkcd 1o the oulcomces of inlcresl. bul ol¥ers a framcwork for identifying inlervention
stialcgies to address these laclors. In additioo, the framework can be used as a puide in
sclecling and analyzing behavioural antccedent factors (N1, 2005). The modecl theselore
facilitalcs the design of health cducation and health p:omotion prograuns. It puides

planncrs through a process that starts willh desired oulcoines and works backwatls to

identify anix of simlcgies for achicving objectives.

The PRECEDE ncronyn sinnds for:

ACRONYM THE STEPS

| Picdisposing Sicp I: QUALITY OF LIFE DIAGNOSIS

R Reinfoicing ond Step I HEALTHSTATUS DIAGNOSIS

E: Ennbling Siep 1il; BEIIAVIOURAL DIAGNOSIS

@ Causcs Step 1V: EDUCATIONAL DIAGNOSIS

E: Cducational Step V: STRATEGY PLANNING
(Admninistrstive diapnosis)

D: Diagnosis and Sicp VI: IMPLEMENTATION

C: Cvaluation Stcp VII: EVALUATION

The PRECEDE actonym stands for Predisposing. Reinforcing and Enabling Causes,

Educational Diagnosis and Evatuation.

The model posils that an cducational diagnosis is nceded to design a health promotion

inicrvention, just as a medical diagnosis is oecded lo desipn a clinical inlcrvention, An

cducational diagnosis I8 the isolation of the faclors which causes a behavior and thesc

laclors can be organized into three key typologies- Predisposing faclors. Enabling faclors
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and Renforcing factors. The predisposing lactors are those which are related to
knowlcdge, allitude, belicfs. norms, culture and perccptions, The enabling factoss are
those duc 1o resources such as skill, ume, moncy, drugs, supplics.ctc while the
reinforcing factors arc thosc related to the influcnce by signilicant others. Thesc

typologies of factors can influcnce behavious positively or ncgatively.

The adaptatton of the PRECEDE (rumcwork for the usc of ACT in the management of

malaria in the under-lives aimong mothers and care.givers is presented in the figuic
below.
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Administralive Diagnosis

ezl

Education Diagnosis

Planning:

o Policy Formulation
o Training

o Public enlightenment

Predisposing factors

Knowledge about malaria problems affecting
under-lives

Knowlicdge ol ACT in the treatment of malaria
Perception of ACTs in tcans of efficacy.
availability and a/fordability.

Belicfs relating 10 ACT vis-a-vis conventional

antimalarias.

Developmental “
Strutegics:
Training and a host
of other capacity —
building methods
and sicategics

| Advocacy social |
policy

Enabling factors
- Provision of ACT drugs

- Provision of malaria drugs
- Upgrading of mothers® skills relating to use of
ACTs

- Regular financial support
- EfTicient franspon for rclcrrals

Reinforcing Faclors

- Supc:ivision from ministty of healih

- Visit to household by health workecs for  healih
assessment

- Donation o malaria drugs to health facilities

- Advocacy by all stakeholdces in health indusy)y
regarding the provision of malaria drugs

Bcehaviou ral Diagnosis

gt

thilization of ACTs in healih facilitics

by under-fives
Reduced child morbidity and monality

duc 1o malaria infection.

‘igure: 2.1. The PRECEDE Framcwork applicd to the use af AC T for-malaria drcatment in underfives in Ibarapa cenirul LGA \




The principles of the fruncwork were used in facilitoling the design ol the study
instrument. [1 was for inslonce uscd 1o fonnulale gueslions uscd for ossessing mothers’
lcvel of ownreness and knowledge relaling Lo malarfa ond anti-moluria drugs, the
atlemisinin  based  conbinution therpy, perceplions relaling 1o aglemisinin - bascxd

combinntion thermpy nnd putlern of use of antinaloria  drugs for 1evating underfives by
mothers. The objextive of nnnlysis of the doto and pntlem of presentution of results were

all geared lowords tevealing the cducationnl diagnostic feclos nre tcased out with the

help of the PRECEDY: franework. Using the framework this way, the sludy was carmed

out as n needs assessmenl excicise whose resulls could be relicd upun for the proposition

ol cvidence- based health promolion nnd cducation interventions.
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CHAPTER THREE
METHODOLOGY

RN | Study deslgn

The study was a descriptive cnyss-scclional survey, It was niined at detennimng inothers®
knowledge, perceplions, and use of’ Arlemisinin- based Combuation Therapy (ACT) lor
the manageinent of malariu in under-lives in Ibarupa Centml Local Government Area,

Oyo state, Nigeria.

X2 Descrlption of the stucdy nren

The study ook place in Ibamira Centml Local Government Arca of Oyo State. The LGA
is onc ol (he thirty-three LGAs in Oyo Stale and it has its hcadquaiters in Igbo-Om,
Ibarupa Central LGA is situated 1 the Westem part of lhic state. It shares boundarics
with Ibaropa Notth LGA to the North, [baropa East LGA 1o the Easl and with Ogun state
to the South and West. The LGA was created in 1996 from the defunct tfcloju LGA.
Ibarapa Centia] LGA is made up of two migjor towns- [gboom and ldcre. Each of thesc
two major lowns has numcrous satellite fann hamlets locally called abrefe The LGA has o
tota) population of 106,583 (National Population Commission, (NPC) 2006). The LGA
consists laigely of the Yoiubas. ' The ethnie minorities in the LGA include Igbos. #unsas,
Sabes, Igula and Fielani,

Igbo-Ova. the LGA headquatter is situated on longitude 71° 2'N and latitude 30° 4" E
{Walson and Wercham, 1963). It is locatcd approximately 130 km southwest of Ibadan,
the Oyo statc capital and about 40 km noithwest of Abcokuta, the Ogun State capitai.
Onko Yoruba (s the major language of communication. The scttiement patierns of the two
major fowns, Igboora and ldere are quite similar. They are nde up of clusias of
exlended family unils usually called compound or agbeole in the local language. The
-Tll_wlc LGA is sompiised of 10 political wards, consisting of seven in [gboora end Uwee
“ldere. The pooplc of both towns are predominantly pcasant fanncrs. The oo
agnculture related occupations in the LGA include food processing (c.g: gassi-
meal) rading in food products snd trenspostation of fam produce 1o Lagos or
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Ibadan (Tililoye. 2001). Cash crops like cocod and lobaceo are giown by a few people,
but these are betng replaced with intensive cultivation of food crops like cassava, mclon.,
nldize, YWn, loMaloes, and pepper that constitulc the bulk of thc farm piroducts
iranspotted 1o major, urban markets of thadan, Abeokwia and | agos (Biieger and Kendiall
1996). 1hcre are also astisans (c.g. wilois, mechanics) and civil servants. Majonty of the
WOmen engage 1n processing famm produce and irading. Many women are self cmployed
and they cngagc in foshion related occupation and pelty trading, and have direct eontacl
with their babics oll through the day. 1lowever, a number of them engage in large scale

business which involves travelling with or without their children for days or weeks al o
ime (Bneger, 1984).

The vepetation of the LGA is of the derived guinea savannah (ype, with vast stretches of
open grasslands and shiubs. There are patches of isolaled thick forests near bodics of
water {Titlloyc, 2001). The LGA expcriences (wo scasons, the warm dry sexson from

November o March, and the cooler wet season from Apsil 1o October (Opgunlesi. 1989).

There are four main markets situated at different parts of [gboorn and two main markels
situaled a1 Idcre. The former has Onifado.Oju Oba. OQfa Isale and Jowebowa which are
held alicmativcly in a four day circle. and two held in the same day. while the latter has
Kajelu and Ayceda minrket. The inhabitants of the LOA rcly mainly on borcholes and
wells for hcir drinking water supply. Scvetai: people still use pond water. Some of these

ponds constitulc the sites for the Lransmission of guinca worm.

A voricty of health facilitics orc availoble within the LGA. Thesc include four LGA
matemily Centre/dispensary unils which are located 1n [ghole, Isate Oba, Oke Odo amd
Idere. The Oyo State Minisuy of licalth has onc generol hospital jointly 1un with the
College of Medicine, University of [bodan. This gencral bospitol is the sitc of the
University of Ibadan- [baropa Comnunily Medicine Progrunme. Six pnvate health
factlitics arc also located within [ghoors communily. I'reseintly, 68 patent medivine shops

arc scatterce ncroaa lgbooro ond ldcre.

All the heolth care facililics in the LOA conslsting ol awntcmily, cispensary unils, public
genertl hospitnl at [ghours, Ihe privole clinics, patent micdicine vendwis and troditional
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herbal homes are involved in the primary health care management of malania. There are
scveral herbalists in the LGA but because they are not registered, it is dilficult 1o know

the cxact number of herbal medical practitioness in the LGA. There are also numcrous

traincd Volunteer health workers in the LGA (Salako, ¢t af., 2001).

The Islamic religion is prcdominant in the LGA followed by Chistianily. The Afiican
traditional religious adhcrents conslilule the smallest teligious group. but residents in the
main towns of [gbo -Ora and ldere stll panticipatein Iraditional ceremonies and festivals.
During this feslive period, homage is paid 10 local divinities (Chirwa, 1987; Oshinamc
and Bricper. 1992). Tt is not uncommon for pcoplc in the LGA 1o have one oflicial

religion and then practice another one when the need anises.

Migrant farm laboucrers §rom other Nigertan Stales, notably Benue and ncighborning
countiies such as lhe Republic of Benin and Togo also reside in the LGA. The Fuiani
nomads who orc mainly animal rcarcrs are found in the LGA and they constilule the
farpest minority proup. They praclice subsistence farming as a supplementary job. They
live in scparalc sctilcmcenls outside the main tewns with their cattic (Titlloye, 1999). A
lypical [Fulani scitlcment is called a guar. Theee asc several clusicis of such gaa in Ibarapa
Central LGA. The Futanis arc olicn Icl out of the slalc or national priinaiy health carc
progratmnc (Dau and Bnicper, 1995).Tlus s duc 1o the migiating naturc ol their

sctilcincnl as they interact with the neighbouring Yo:uba communitics,

There arc 84 prinary schools in the LGA and twenty-four are privalely owned. There arc

nine public secondaiy schools and scven privale sccondary schools in the LGA. The

only institution of higher Jeaming in thc LGA is the Oyo Statc School of Agricullure

situated in Igboora.
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Study Populutlon

Wonicn with children pged [-59 months und gunrdisns having children less than five
yeass in their carc constituted the twrget populstion. While women will children aged |-
59 months were women ol reproduclive age group, the guardians also include wornen

who hav e nitained the age of menenche.

Incluslon Crlterln

All mothers and guardians with children aged [ess than live ycary,

The mothers and gunnlians must be permancntl residents of Ibampa Centrnl 1.ocal

Govermment Arca.
34 SampleSlze Determlnmtion

Sanwple size Calculntlon

The minimumy nwnber of mothers studicd fo estimate the prevalence of ACT use o

wilthin 5% points lcvel of precision was determmined using the formule for estimating

singlc proportions

n= DZ, *PQ (Kirkwood & Sicrne, 2003)
&
wheie n is the minimum sample size
Zq is the standart normal deviate corresponding to a 2 sided level of sigmiicance of 5% =
1.96
P 15 the propoition of under-fives reporicd 10 have received ACT from a previous study =
9% (Ajayi ct al 2008)
Q=I1-P=4i%
d is the desited level of procision = 5%
‘D = Design cffcct (allowance lor the cluster sanpling design) = 1.5

This grves 8 minimum sample size of 558 panticipants. (Assuming a non TESponse faic of
15% a minsmum sampic siae of 656 participanis was detenmined), However 720

(scspants werc studicd for a higher precision. This s fusther explained os follow:
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The wholc of the 360 [amily clusicis (agboole) in Igboota and Idcie were cnumcraled.

The 360 compounds consist of 288 in [gboora and 72 in [dere. Efforts were madc Lo visil
all the compounds in the two towns. Two mothcts/guanlians of undcr.five children were

randomly picked from cach of thesc compounds 10 gel a lotal of 720 respondents which

consliluted the sampic size.

A compound in the study arca, as in the other Yoruba comniunilics, is a clusier of
dweclling units inhabited by persons who are relaled by palemal bleod. including their
wives and their children (Saiami, 2008).

3.5  Sampling Procedure:
A four stage- random sampling tcchnigue was uscd to sclecl 720 paticipants from 360

compounds in the lwo communilics. The procedurce for the sclection of the mothers that

participated in thic study involved the following stcps:

Step 1: Two houses were rundomly sclected by balioling from cach of the 360

compounds

Step 2: Within cach of thesc houses, where there were more than onc houschold, a
houschold was randomly sclecled by balloting for siudy. (i.c. two houscholds weie

sclected for study io the sclecled 1wo houses in a compound).

Step 3: On reaching a sclected houschold, an inquity was madc as 10 whether there were

children under the age of [ive: if there was nonc. another houschold was randomly

sclected.

Stcp 4: The mother lo be inlcsvicwed was sclecled based on pasity, {a mother with higher
parily cxperence (minimuin of lwo children) ond another with the fiest baby wesc picked

from cach household. Where the family was polygamous, the two cligiblc mothers were

r_Rndomly sclected by balloling.

3.6 DNlicthods and Instnnucnts for Data collection
“_l'hc micrview nicthod was use for datacollection. ‘This was donc with the aid ol a semi-

struclurcd questionnaire. The questionnaire was divided into live scetions — labeled os
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Sections A, B, C. D, and E. Seclion A consisted of questions for documenting the
demographic chardcleristics of mothers or guardians of under-fives. while section B
confaincd questions that delermnined respondents’ level of awarcness and knowledge
about malaria and anti-malanal drugs. Scclion C contained questions that assessed their
leve]l of awarencss and knowledge about ACT. Section D contained questions that
documented their pereeplions relaling 1o the usc of ACT. The patlem of anti-malarial
drug usc in the under-(ives was documented using Lhe questions contained in section E
(Sce appendix 1. The questionnaire was designed afler revicwing lileroture and
cxtracting the pertinent variables relating lo the usc of ACT- related drugs for managing
under-fives with malatia. Experts in the ficlds of Chifd Health, Phammacy and Health

Promotion and Education were also consulted during the design of the insttumcns.

3.7  Validity and Rellabliny

Scveral mcasures were taken lo ensure the validity and reliability of the instrument. In-
housc pre-testing of the instrument was donc among cxpetts in the ficlds of Child Health,
Community Medicinc and Hcalth Promotion and Education in the Colicge of Mudicine,
The questionnaire was translated inlo Yoruba language by Yoruba specialist and later
back translated into English. This was donc lo makc surc thal the instruncnt inaintains ils
originality. The Yoruba version of the instrument was also pre-tesied for conicnl and
consliuct vatidily in [gangan. onc of the major lowns in [barapa North LGA which shares
similar chasacleristics with [gbo-Or and Idcre. Both Local Govemment Arcas
(Ilbarapa Cential and Ibarapa North) arc similar in tcnns of types of availablc health
facililics. lcvel of development, dialeet, culture, cthnic and religious affiliations.

Necessary corrections were made following the second pretest excreisc.

The statistical package for Socia] sciciices (SPSS) sollwnre veision 15 was used to run

the reliability analysis of the cronbach alpha type on the instrument. The data collected

from {ifly respondents who had similar characleristics with the targel sample during the
pretest was used, The correcled item-tofal corclation of the ilems that constitute the
questionnaire gvciaged 0.7. this cstablished the construct validity of the instrutnent Ty,

overall cronbacht rchiability cocfficient alpha estimalcd on thic instrument was 0,9. The

60

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

——



tncasurc of intemal consistency with the usc of Cronbach’s alpha cocfficicnt enalysis

thereby confinned its reliability.

Training was conducled for hc rescarch assistants (As) 1o ensure that they had adeguale
understanding of the instrument prior lo commencement of data collection. The training
focuscd on (hic objeclives and importance of the study, sampling process, how to sccure
respondents informed conscnt, basic intervicwing skills and how to revicw questionnaires
lo cnsurc complcteness. The RAs werc involved in the pre-testing of the guestionnairesin
order lo creatc an oppoitunity for them to acquire practical interviewing skills. The
rescarcher checked the questionnaires administered daily and problems discovered during

data colleclion wcrc resolved immedialcly.

J&  Dutncollection process

The sludy catricd oul within a period of three weceks. Four RAs were ecmployed for data
collection. Each rescarch assistani completed a questionnaire allcr listening carcfully to
the responscs of the intervicwed mothier. This was donc becausc a lot of the respondents
did not havc fonnal cducation whilc those who had fonnal cducation had poor rcading
and writing skills. All the intcrvicws were donc in Yoruba language using the loca! onko
dialecl. It took belween [5 — 310 minules to complcte cach questionnawc. The data
collcction process involved the following steps:

Identilication o fa compound liibonly)
Idcntification of compound hcad for formal introduction and to scck pcomission Lo

' conducl the study (whac the compound head is abscnl, the recogaized most clderly

person availablc was appioaclicd)
ldentilication of a houschold where an cligiblc mother would be interviewed

Idcntification and cstablislincal of rappont wilh an cligibte mother 1n each of the
houscholds including a disclosure of the oature of the study.
Adminislration of 8 questionnaire to arespondent.

Collection of completed qucstionnaires

3.9  Data Monagement and Annlysis
'I.hc myestigator checked cach of the administeied questionnaires cach day and made
necessury corrections. A coding puide was developed to facilitote the coding and entry of
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data inlo a compuler, Each questionmeire was codad and cnlered imto a compuler using

EPI-Info Version 6.04. The data entered into the computer was subjecied to descnptive
(t.e. mean. median and modc) and inferential (i.c. Chi-square and t-lest) statissical tesl.

Finally, the informalion obtained were summarized and presented in tables and chasts as

containcd in chapter four of this dissertation.

3.10 Knoledge Score Cutegorizution

The maxtinum knowledge score was 36. Scores 0-4, 5-9 and 10.25 were raled poor, fair

and good respeclively,

.11 Ethicnl Cousideration

Entty into cach of thc communitics was lacilituled by the letier of inlroduction by
Dcpuriment of Ileatth Promolion and Gducation, University of Ibadan, Infonncd consent
was sought from the participants threugh the usc of n consent fonn (sex appendix 1). Tis
was afler they had been thoroughly bricfed about the study and their right 1o participale
or nol to parlicipalc. Participants were given the choice 1o withdraw their consent frecly if
lhey so choosc at any lime. Assurances of confidentiality of participants’ responscs wcre
maintainc during and afler the conduct of intcrvicws. In order to cnsure anonymily of
responscs names of respondents or compounds’ were nol wrilten on the queslionnairts.
The study protocol including the instrument for data collection was scnt to Oyo statc

clhics revicw commiltee for review and approval {(see appendix V for the cthical approval

for the study.)

3.12 Lhnitatlons
The main problem cncountcred duning the study was the migrobng natuee of the

community mcmbers from onc part of the communily 1o another. Some respo ndents
moved oul of their compounds (agbuole) 1o live in another ares while stil! retaining the
name of the ancesiral compounds. [n such cases, tie rescarch assistant moved to anotlier
compound to avoid duplication of data for the siune sct of people. There were iInstances
which the respondents were rcluctant to divulge details of thorr children 10 rescarch
assistants duc to cultural reasons. The popular belief 1s that it is abopunuble (o coynt

children for a family. To oveicome this, lime was 1aken (o cstablish rppor with the
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participants and enclained questions asked for clarilicalions before infervicws started.
The problem of recognizing Coartem or any of the ACT-rlated drugs by the respondenls

was perceived and so samples of the ACT-releted diugs were made available 10 show

respondent who did not know the drugs by ils name

s
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CIIAPTER FOUR

RESULTS

4.1  Respondents’ Soclo-demopraphic charncicristies

Tablc 4.1 shows the basic socio-demogiaphic characteristics of (he respondents. A
mojority (92.1%) of the mothers were in the 20-39 years age brackel. A few of the
molhcrs (2.8%) were lcchagers aged 10-19 years. The mcan age of the mothers was 294
5.3 yems with on nge range of 10-49 years. Majority (88.1%) of the inothcrs were
maticd nnd in inonogamous union (71.0%). Over hall (59.3%) of the mothers were
Muslims whilc 40.1% were Christians. Slightly more than half (56.7%) had a primary
school cducation and aboul a quarter (26%) of them had no formal educalion, Most

(97.4%) of the respondents were ol Yoruba cthnic group and 68.4% were petty traders,

64

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

e
< B T

L R



Table 4.1: Socio-demogro plic chmracteristics

N=720
Variables N %
Age of respondents (years):
10-19 | 20 2.8
20-29 | 364 50.6
30-39 | 299 4.5
40-49 | 37 5.4
Fanily type:
Monogomy | S11 71.0
Polygamy | 209 29.0
Muritul Status:
Marricd | 634 88.1
Cohabating | 12 5.8
Scparated | 34 4.7
Widowed | 4 0.6
Never marricd 3 04
Divorced 3 0.4
Highest lcvel of cducation:
No [ormal cducation | 187 20.0
Primary cducation | 365 50.7
Sccondary education | 133 18.4
Teniacy oducation_‘ 35 1 49
Occumtion:
Trading | 482 67.0
Fanning | 72 10.0
Houscwifc | 48 0.7
Students | 24 3.3
Civil servant | 34 4.8
Othert | 65 9.0
ttlinic Group: veruba | 701 974
Housa | 5 0.7
Igbo | 3 04
Othertt | 23 2.2
gien: Christianity | 289 40.
Islam | 427 59.3
1 Traditional | 4 0.6

+ = Fashion related occupalion, apmentice, patent smedicine veodors
" 4+ =lybir, Fulan;, Tagolcse, Sabe, Denin Republic

" Mean age of Ui respondenls = 2945.3 years

*Respondents age range =10-40
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Tablcd.2: Age of chifdren of respondents in nienths

| N=720
Age group (months) * | Ng %)
1.9 34 a7
10-19 111 15.4
20.29 71 99
30.39 173 pZ|
40-49 164 22.8
50-59 167 23.2
* Mean age of chiklren in months = |8 $9.6 months with o rangcof §-54 months l
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42  Awarcucss nud Knowledge nbout mataria nnd antimnlurial drugs

The respondents were asked an open cnded gueslion requesting them to state what they
understand to be the main cause of malaria. Tabslc 4.3 shows their responses. A majoriity
(61.3%) listed mosguilo as the main cnuse of nalnria. Several misconccplions of the
causc of malaria were also listed, These included: playing in the sun (13.6%); bad nir
(4.0%): nnd cold weather (1.9%); In table 4.4 respondents' perception of the mode of
trensmission of malariais presented. *Bitc of mosquilocs' (43.2%) was listed as dic mode
of transmission of the discasc by many inothers. This 1s distantly fotlowed by *sharing the
samc apartment with nalaria infoct] pason' (21.1%), ‘mother to baby during
pregnancy' (13.1%), and 'blood transfusion’ (5. 1%%). Ovcerall, 82.5% of the wothers could

sintc nt Icast onc correet possiblc mode of malaria Iransmission. (Sce asicrisked for

cosTecl responscs.)

Majority (83.3%) of the respondcnts corrcclly sinted increase in the body lempesature as
a symplom of malnria, Many (41.3%) mcntioncd lack of appetile,. whilc 35.3% listed
fceling cold or shiveitng as a malatia symplom. Only a few (20.4%) listed headache as a
malarin symplom. Scveral other symptoms wiich may not be duc 1o malaria were also

mentioncd. They arc as shown on lablc 4.5,

Majority of the respondents (84.6%) correctly mentioncd undcrfives as group of persons
in which malnra is mosi severe. Only 9.3% mcntioned adults white none mentioned
pregnant women. sickle cell aracmic paticnl, immygmnt who have little or no imnunity
and such individuals that arc at high nsk of malaria (Sce lable 4.6). Chlorquinc (92.5%)
topped the list of the antimalanal drugs respondents cver hcanl, This is distantly followed
by SP group of drugs such as fonsidar/mnloxinc/amalar (34.5%). The Physician (48.5%)
topped the list of respondents’ soulces of information abeut chloroquine, Qther souces
mentioncd were hospitals/health centies (23.5%) for chloroduine nnd tclcvision (14.5%5)
in respeci of SP. A majonty (69.0%) had ncver hean] about Aptempeler/l.umefantrine

(AL) such as Coartem which is the first linc ACT related drug been promoted iv Nigefi.

(Scc tablc 4.7 for details)
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Majonty (80.8%) of the respondents had ncver heanl of any of such malaria cases thal
cannol be trealed with antimalartal diugs. Respondenis’ knowledge of antimatarial drugs
not cutrenlly cflective in Nigeria is prescaled in lable 4.8. Majonly of the respondents
(66.7%) cornclly stated Chloioguine’Nivoquine and only 16.0% menlioned
Fansidar/Maloxinc/ainalar. (Scc table 4.8 for dectails). Toblc 4.9 shows respondents’
knowlcdge of diugs for the manogement of uncomplicaled malaria. A majosily (77.6%)
menttoncd Chloioquine/Nivaquine. Only few of the respondents correctly mentioned the
tccommended drugs based on the new malaria treatment policy which arc artcmisinin
based combination drugs such as coartem (Aitemcter Lumeclantrine) (29.0%),
Artesunate-Amodioquince (0.9%) and Aricsunale-SP (0.7%). (tablc 4.9).

Majorily (01.1%) stated chlosoquine as the most cflective drug for thc trcatment of
malanz in Nigeria. A large proportion (71.8%) did nol know that coaricm is the new drug
used for the trcatment of malaria in Nigeria. Only few respondents (27.5%) identificd
cotrlem s the ncw and moslt clfective drog for  malaria treatment currently whilc 28.5%
alfinmed that it is the tirst linc drug onc should take once molarin is noticed. Only 9.2%

bad current knowledge of the use of SP for the prevention ol maloria in pregnancy- (1able
4.10).
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Tnble 4.3: Respondents’ perceived main causc(s) of inalarin

Mnin Couscs of Malarla

No (%)

Mosquito 441 01.3

Playing in the sun 08 13.6
Cating oo much of palm oil 19 2.6
Cold weather [ 14 1.9
Dry wenther/dry scasonvbad wealher 17 2.4
Bad air 29 4.0
 lmpurc waler 20 28
Dust 6 0.8
Drinking ol gart/eating 100 much ol garri 5 0.7
High tempermture/body temperature 5 0.7
Unclean environment/Bush nround 1the house q 0.6
Bed bug 1 0.1
1 don’t know 1 54 7.3
No responsc 1 0.7
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Tablc d.4:

Respondents® knowledge of mode of malorin trunsmiission

N= 72()
Listed modec of trensmission No (%)
Bitc of mosquilo® 31 43.2
Sharing the same apartment with malana infeclod person® | 152 21.1
Mother 1o baby during piegnancy® 94 13.4
[ don'l know/Not surc 80 1.l
Sharing ncedles and syringes with olher infected children® | 38 5.3
Blood tmnsfusion® 37 3.4
When children play logether 8 1.}

*Comecl responscs
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TalMc 4.5:

maloria tm children

Respondents® knowledge of the symplows/signs for recopnizing

0.1

Ne 720
Syaplowis for recognlzing a child with malarin - [ g K7
Increase in bady temperature ® 600 833
Loss of appctite/child cannot fecd ® 298 41.3
Fecling cold and shiverng ® 254 353
Headache * 147 20.4
Muscic/Joint pain * 7 9.9
Ycllow cycs/red cycs/change in nonnal cycs colour | 59 g2
Ycllow urinc® 38 53
Vomuing® 27 3.8
Child not playing/stop playing/ciying® 27 3.8
Looking dulVgencral weokness of the body*® 16 22
ming{slccping 14 19
Drinking plenty water/thirsty® 7 0.9
Catiurh . 05
Convulsion® J 04
1 don't Jnow !

®* Comect responscs

There wetc multipie responses
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Tablc 4.6:

scvere minknrin

Respondents’ knowledge nbout thie groups of people with risk of

N=720

||_|'¢l‘50ll8 Among whont mnlario is | No %
Mmost severe
Children under-five yenrs® 609 [85.0
Adult 67 93
All young people I EX 4.3

| Clnldeen aged 6-‘?&3 6 0.8
Everybody 6 0.8
No responsc ] 0.1

*Correct response
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Table 4.7: Anti-malarialdrugs cver card by respondeats as well as cheir sources of information

) iN= 718
Aati-malarial drug & Ever beard® Msin soerccs ol information®®
Vs No Pharmacy | Pbhwsiclan | Television | Radio Patent Hospitall | Nure | Otder F riruds/
(%) | (W (%) (%) (*5) (%) medicme | heslth héahid S| ST ey
(%6) tcntre workery | r
— (%) (*e) (%) %)
Arntemether- Lumefanoine 22 | 496 3 89 2 2 0 n 3 42 8
{Coartem®, Lon2a® (31.0) | (69.0) (1.4 €41.4) (0.9) (0.9) (0.0} (314) (1.9 | (189) 3.6)
Amodiaquine —Artcsunate 3 718 0 0 0 0 0 3 (0 0 0
| (Lanma!, Dott. Malm ed) (04) | (99.6) (0.0) (0.0) {0.0) {0.0) (0.0) (100} (0.0) (0.0) (0.0)
Atlesunate — . 7 21) 0 \ 0 0 k] 3 0 0 0
Sulpbamethoxine & (1L.0) | (9.0 (0.0) (143) (0.0) (0.0) (429) (429) (00) | (0.0) (00)
Pycrrrethamine—{co-Arinate
®. Farenax) |
Sulphndo:u'r:_c - 248 470 | 9] 36 3 0 s3 0 1 0 I 4l
Pyrimelhamine (fansiday®, | (34.5) | (65.5) (9.7) (36.7) (14.5) (1) (0.0) er4) (165)
matoxine®, Amalar®,
Malwio®) |
Acham?tc— mefloQuine 3 710 0 i 0 0 [ 2 6 T o 0 0
(Armqmgem (1.1) | (93.9) (0.0) (0.0) (0.0) (0.0) (25.0) (13%) (0.0) (0.0} (00)
Proguanil (Paludrine ) 5 | 709 0 l 0 0 : 3 o 0 o
. - (3) | 87 (0.0) (a1 | (0.0) (0.0) L (44.4) (44.4) {0.0) (0.0) (0.0)
Chloroquine (Nivaquine®) | 668 | 54 $3 32 : 0 0 156 2 7(1.3) 2
! (925) | 09 (8.0) (48.5) | (02) (0.0 (0.0) (23) (03) {G.4)
Halofontrioc (tHalian ®) ! 10 708 ] 2 0 (] 0 3 0 0 0
e (049) | (93.6) | 10.0) (20.0) (0.0) (0.0) (0.0) (30.0)
Quinine 22 696 0 [ 0 0 5 | w 0 0 ]
(41.4) | (96.9) (0.0) {4.5) (0.0) {0.0) 2. (61.6) (4.5)

*There were mulliple responses
**There were multiple responses

s
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Table 4.8: — \wareness of common anl-wnluria drugs which are no fonger

c[fective In Nigerln

N=13%
Drugs no longer effective for trentlng nnlarin |y %
I'-(:','htcwoquim:hmmi(mindnivnq_uImT Toz [a67?
Fansidar/inaloxine/amalar® 22 16.0
Dacaprun {Sunclay - SW 16 11.6 B
[Tocal herhs/lorcign heths 3 22
Datnbined/larinal 2 14
Conrtem I 0.7
Expred tablcls | 0.7
Camoquine 1 0.7

*Fansidar is however still being currently used for the prevention of malona in preguancy

as {rom e second trimesler

4
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Table 4.9:

Knowlcdge of new drugs reconmmendent for the treatment of

mainrla in Nigerin,

N=T72(
Respronscs J
New drigs for treating mnknela: [ Correcl Incormect
No % [ No %
| (‘htormplincJNivnqu-inc ss9  [77.6 |16 22.4
[ Fansidar Sulphodoxine- (161 [224 [589  [776 |

Pytinctlinmine) ||

Coorten,  Lontirt  (Artomeler- | 209 29.0 |S5I 71.0

Lumclontrin)®

Dat,  Maimed  (Anouate |7 |10 |73 | 990

Amodinguinc)® I

“TFarcnax, {(Ancsunate-SP)* s [07 | |993

Fansime [ (Mcfloguine-SI') 279|388 |44l 61.2
*Convect responscs
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Table 4.10:

Respondents’ kuowledise relnting te trugs for (rentingt mutarin

N= 720
lesponses
Stutements relnted 1o drugs for treating welarla Correet | hicorecet
(%) (%a)
Chlorxquinc s still the most clfective drug for the | 538 *182(25.3)
| treatnent ol minlaria in Nigeria. (74.7)
[ Coattem is now the new treg used in plnce of | *198 522
chlorexjuine for the icatment of malaria in Nigena. (22.5) (72.5)
[ The most eMeetive onti-nalasin trug recommendled for | *50 710
sicklc ccll anacmia patient is progunnll (paludrinc), (1.4) {1).8)
:Cdmlcm 15 the mos clfective drug for the tseatment of | *198 522
malasia as ol lochay (22.5) (72.5)
Itis salc for women who ore peegnant for 3.6 months 1o I3 089
1akc coatermn (43) (95.7)
l-Su.nlphadoxit'lc-Pyrimclhaminc (Fansidar) is eifeclive in | *66 654
the wonttol o¢ prevention of malana during pregaancy. | (9:2) (90.8)
'Coanem is now the fitst line drug one should take once *205 515€71.5)
malania is noticed. (28.5)

*Correct icsponses

16
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43 R ' ew -
espondents® level of awareness and knowledge sbout Artemlisinin- Based

Combination Therapy

Only 219 (30.4%) of the respondents had ever heard of Aitemisinin based Combination

Therapy (ACT). Respondents’  sources of informalion aboul A:tcmisinin based

Combination Therapy (ACT) arc shown in table 4.11. IHealth facilitics (86.0%) topped
the list of their sources of information about the concepl. Others included doctors
(14-2%) and nurscs (13.2%). Out of the 219 respondents that were aware of ACT, most
(93.6%) mentioned coartem os a recommended drug for home management of malaria.
Only three respondents (1.4%) mentioned Artesunale-Amodiaguine (AA) such as
Dart/Larimal. A large propontion of the respondents (62.6%) had never heard about AA.,
while few (35.2%) mcntioncd SP group of drugs for home management of malaria.
Slightly above half (53.9%) stated that S1* should not be used in under-tive children while

chloroquine was mentioned by 62.6% as the dmug currently recommended for the

ircalment of malaria :n the under-fives (table 4.12),

Respondents® knowledge of the advantages of using the new antimolarial drugs is
presented in table 4.13. Majority (69.9%) of the 219 iespondents were of the opinion that
the new antimalaria drugs are highly cffeclive against malaria in under-five children. Few

(19.2%) said the drugs are very safc to usc (table 4. 13),

Majority, (85.4%) of the respondents claimed that they knew the recommended dosage of
coartem for treating malaria in under-live children. However. only 69.0% was aplc to
state corrcetly the dosage for tay . day 2 and day 3 for children aged less than 3 years,
while few (21%) could do so for day 1,day 2 and day 3 for children hetween 4-5 years.
(Correct Dosage for under 3: flalf tabler ice daily for 3 duys: while Jor 4.5 wears of
age: | tablet mwice daily for 3 days should be used. On the first day. the second dasage is
taken aficr 8 howrs while subsequent doses are wed cvery 12 hours). All tlie 219
ucslcd 1o stote the current dosage of larimal (AA) in children

respondenls were also red

agetl 1-3ycars and thosc aged 4-5 ycars. None of them coutd statc the dosages of the drug

for children oged 1.3 nnd 4-5 yeors. (The correst dosage for age 1-6 years: 1 tablet of

i
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(50mgArtesunate/| SOmg.-huodiaqm}:e) should be used eve,y 12 hours ie. morning and
evening for three duys),

A knowlcdge scale or tarking scheme was used for asscssing the respondents’
knowledge (sce appendix 1V for the scalc). The actual questions uscd for the knowledge
assessnicnt arc given triple asterisk (***) in appendix 11. The respondents overall mean
knowledge scorc was  6,944.8 out of36. Howcevcr, 27.5% scored between 10-25, 41.1%

scored between 0 and 4. whilc 31.4% scored between 5-9.

Mothers aged 16-24 years had a mean score of 6.444.2 out of » maximum of 36, while
thosc aged 25-46 years had a mean knowledge score of 7.144.9. The difference between
the mecan scorcs of the two groups was not slatistically significant.(table 4.15)
Respondents with one child had a mcan scorc of 6.244.2, whilc those with tnore than onc
child had a8 mcan score of 7.5£5.1. The diffcrence between the two groups was
statistically significant. There was a signilicant difference in the mean knowledge scores
of respondents with pnmary cducation {6.724.6); sccondary cducation (7.943.5) and
lertiary cducation (11,346.4) (p<0.05),

The comparison of the tnean knowledge scores by religion shows that Cluistian mothers
were more knowledgeable with o mean score of 7.545.1 than Muslim mothers with mean
scores of 6.5£4.6. The diffcrencc among liic groups was statislically signifjcant.(tablc
4.15) Respondents® mean knowledge scores by occupation is shown on table 4,16, Civil
sctvanls hisd the highest mean scorc of 15.446.9; this was followed closcly by
respondents who were tcachers with a mean score of 14.143.7. The diflerence in the

Mean score of the respondents by occ upation was found 1o be statistically signilicant,

78
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Table 4.11 Respondents® sources of information about ACT

i N=219
__Sf)u rces No DA ||
‘Health facility {hospilal. clinic/matcmily) 108 493
Doctor and Nurscs 60 374

| Pjurses 29 13.2
Phamiacy/Pharmacist 11 5.0

| Fricnds/our pcople/neighbor = 7 3.2

| Radio and Teclevision 3 1.4

[Patent medicine vendors/chemists | 0.5 il

R e R

A YRR ...

—— PE————

4‘..'
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4.12:

Knowledge of the drugs reconimended for the home

Mmanugenient of malarin in under-fives

iN=219
Drugs for horne management of malaria
Drugs in under-lives
Correct Not Correct ']
| L No (%) No (%)
Coartenvlonan *205 14
(93.6) (6.4)
| Chloroquine 14] *78
(64.4) (35.6)
| Fansidar/ Amalar/ | 101 *118
Maloxine (46.1) (53.9)
DacvLanmal(AA) *3 216
(1.4) (98.6)

*Corrcct responses

80
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Table 4.13:  Respondents’ knowledge of the advantnges of ACT drugs

N=219

Advanlages No DA

Highly cffective in under S children 153 69.9

Very safc to usc 42 19.2

Advcrse cllects are minimal and ae rare ) 0.9

Dosage 1S ¢asy 1o comply wilh | 0.5

Never used it 4 1.8

No Rcsponsc 17 1.8 |‘

8l
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under-live children

Table4.14:  Respondents’ knowledge of the use of coartem for treatiog malaria in

Correct dose of coartem | Corrrect Ir lucorrect | (%)
(No) (%) |(No)

Knowledyge of correct coartem dosage [

for 1-3 years ( N=187)
129 69.0 |58 31.0
129 690 |58 31.0
129 690 |58 31.0

Knowledge of correct coartem dosage

for 4-5 years (N=187)
2! 1.2 | 166 88.8
21 1.2 | 166 88.8
21 11,2 | 166 88.8
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Table 4.15:

Comparison of respondents’ mean knowledge scorcs
inalarial drugs

wbout anti-

by age group, parity,cducation and religion

Varinbles Number | Mean score | SD t-value | p-value
Age Group
16-24 L2t 6.4 4.2 1.462 >0.05
25-46 599 7.1 4.9
Parity 7
Onc¢ child 302 6.2 4.2 36 <0.05
Morc than one Child | 418 7.5 5.1
| Education
Education Number | Meun score | SD p-value
Primary 365 6.7 4.6
| Secondary 133 7.9 3.5
;Tcrlinry 35 11.3 164 < 0.05
[El‘l_lglon
Egaf_sliamly 289 1.5 3.1
= 427 6.5 4.6 <0.05
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Table4.15:  Comparison of respondents’ mean lnowiedge scores about anti-

malarial drugs by age group, parity,cducation and rcligion

Variables Number | Mean score [SD t-vafue | p-value
Afe Group
16-24 121 6.4 4.2 1.462 >0.05
25.46 599 (A 4.9
Parity
Oncchild  [302 6.2 4.2 36 < 0.05
Morc (han onc Child | 418 1.5 5.1
Education
Educatlon "Number | Mlcon score | SD | pevalue
Primary 365 671 |46
Sccondary 133 79 55
Tetliary 35 3 &4 <005
| Religion -
Chustianity 289 1.5 3.
Tslom 427 6.5 4.6 <0.05
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Tablc 4.16: C i
Comparison of respoiidents means knowledge score of

anti-malaria dose 1y occupatiop

Occupation .
P ' Nember | Neanscore [Sp p-‘alue

Housc wifc 48 59 15

Trading 475 6.8 4.6

Student 24 7.9 4.5

Farrming 72 S.4 3.0

Teaching 17 | 4.1 5.7

Civil scrvant 17 15.4 6.9

Fashion rclated 55 6.5 4.1 <0.05
Patent medicine vendor | 2 12.5 149

Artisan® 10 154 ~ [28

*Astisan includes: Food Sctler, Phone Call business. Gold Smith and Apprentice

8
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readily gvailable ip the hospilals. Qply |

0% had a sonurary opinion. Majonly (74.4%) of
the respondents agreed that 1he NEW anti-malanal d,ugs hag less side cffects compared

with chloroquinc while only g 954 dsyged. Fey, ()4

2%) of the respondent s were of the
opinion thal chloroquine i ;)| very effeclive

for reating majasia while more than ha]f
(59.4%) were of 3 contraty gpinion. Majority (

they don't use these pew anti-

drugs, and so they don't usc them. but a notable few (5.5

“) agroed that they don’t know:
them and so they don't usc the drug (1abled. 17)

One hundred and twenty three rspondents (56.2%) were of the parecplion that not much
is known about the side cffects of ACT related drugs in children undet §. Morc than half
(59.4%) were of the belief that coartean for children are now available cverywhere, and
almost all (97.7%) did not share the view that coartem and the other new antimalaial
drugs arc for people who are rich in the socicty, Majority 193 (88.1%) wore of the belief
that the ncw anti-malanal drugs orc more cffective for ireating under-five children
compared with Chiloroquinc(table 4.17)
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Tabled.17;

larininl

Respondents* pereeption of

clc) for (lie lreatmg,

the NEW nntintuyeln) drugs (c.g. coarlcent,

ol children ynder Syenrs

Perception of ACT
Agree Cou’tsay | Disngree
No % No [% [No [° 1
] do not usc the pew anti-malyial grg 5 o o | %
L 2 | gs (0.0 2] 196 |176 | 804
duse they arc nol readily gvailable in (he
hospilals and drug storcs,
The new apti-matarial .
anti-matania drugs have less side- | 163 733 a1 1187 [i5 [69
cflect compared 10 chloroquinc,
! do not usc thes ' anti- ' )
C new anti-inalarial dryps |2 0.9 118 {82 199 [909
because they are 100 cxpensive; 1 can not
allord thern.
Chloroquinc is sij]| very cltective in trealing | 31 14.2 58 [26.5 | 130 [s9.4
malaria;
! don’t know much about these new Anti=| 73 5S 19 8.3 |[188 [8538
malarial drugs;
Nol much is known about ACT medicinc | 96 (43.8) |- - 123 | (56.2)
side clTecls for children under §.
Coartern for children  under-five is now | 130 (594) |- |- 88 |(406)
available cverywhere.
|Coartem and (e otlicr ncw anti-malarial | 4 (1.8) [- |- 215 (98.2)]
diugs are for peopie who arc rich in the
| socicty.,
The new Anti-malarial drugs arc more | 193 (83.1) |- - 5 1(19)
cifective for lrcaling under-live children
compared with chloroquinc.
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4.5  Respondents’ pattern of anti-nalarial drup ysc

in children under-five years
Thie mothers were requested 10 lisy the antimalanal drugs

LY , ever used by them for Ireating
h : :
their children with malaria Their rtSponses are highlighted in table 4. 18, Local hetbs

86.4%) and Chl ' :
(86.4%) orequinc (85.3%) topped the list of the drups cver used by tbe

respondents while over a quarter (26.5%) had cver used comtem. Ouly thire of them

(1.4%) respondents listed Piriton and other anti-histamine. Table 4.19 highlighs

antitnalatial drugs which respondents still ysc for uating malaria
children. Local herbs (81.7%

in their under —five
) also topped the list, followed by Chloroquine (71.0%),
while 26.t% usc Coartem: only 8.2% still use Fansidar/Maloxine/Amalar.

Respondents who still used Chloroquine were asked 10 adduce reasons for their practice.
Their reasons included the following: “Ready availabitity” (48.5%). “Il is the drug
recommended by our doctors™ (44.6%); it docs not cause problems for my children'
(27.4%) ""Chcapness of Chloroquinc™ (20%) (1abic 4.20 shows dctails). Figure 4.1 sbows
sespondents’ most prefcrred diugs for trcaling malaria among  their under-Bves.
Chloroquine (59.0%) lopped the list, followed by Coariem (26.5%). Few (11.1%) listed
SP (Fansidar/Amalar/Maloxinc) as their most preferred drup for tecating malaria in their

under-five children, while very few 3,1% listed Comoquine and a pocket of others listed

herbs (0.1%) and Quinine (0.1 %).

The [requency of malaria cpisodcs in respondents’ children within the last € months

preceding (he study is highlighted in figure 42. Thinty-six percent had malana once,
20.6% had malania cpisode

354% never hod malana dunng the pcn'od untlcr reference,

twice, 4.7% hod malann thnce, 1.3% had malaria four times while 1.1% hud malana

episode up o six limcs,

0%) of the respondents would usc ACT only when physicion
o ]

their childicn ACT related medicines when they
few (15.1%) when they develop

More than half (58

prescribes i, while few (15.1%) give |
ysician prescribes i, whilc
crcent would usc ACT mCdiCincS when lhc major symptoms

c child. Only 3.7%, usc ACT iclated drugs for prophylactic

develop mild fever. when ph
~mild fever (tnble 4.20). Ten p
ol malaria become visible 11 th
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purpose While 12.3% dont use them al all. {table 4.21) The respondents were asked if

thel.t Wem anlimaladal drugs which they used before but which they no longer use.
Mujority (77.9%) rcsponded in the affirmative that there are antimalarial drugs which
respondents no longer usc for traating their children under-five ycars, The list of
aotimalarial diugs whicb 157 respondents no longer use for tcating their children undcr-
fve years arc prescnted in Figure 4.3 Most (93.0%) listed Chloroguine, very few listed
SP (6.4%) while a ncgligible proportion (0.8%) mentioned local herbs. Respondents’
rcasons for discontinuing the usc of Chloroguinc for treating their childicn under-five
ycars is presented in table 4.23. Some 17.8% discontinucd the use of Chloroquine as a
result of its associdled side cffects The reasons adducod by 21.0% of the respondents
were becausc of the newly recoovnended ACT rclated drugs. Chloroquine was
discontinucd by 15.1% bcecause it could not curc malacia in their children. Out of the 191
rcspondcnts that usc coartem, most (95.7%%) obtained e drug {rom health centies, while
only 2.1% got it froin patent medicine stores. Four {66.7%) outof the 6 respondents that
usc Artesunate obtained it from patent medicine stores. Most (84.0%) of the respondents
that use Chloroquinc obtained it [rom health centres while only 12.3% oblaincd it from

patcnt medicine stores. Many (66.5%) out of the 161 respondents that usc S obtaincd it

Itom palent medicine vendors while few (30.4%) got Iheits frorn hcalth centres.(table

4.24) The 219 respondents that were aware of articmisinin- bascd drups werc requesiced 10

stale the dosage forms of the ACT cclated drugs which they had cver used (or trcating

their under -live children who had malarig, only Coaitctm was mentioncd by 174

respondents (79.4%) and the dosagc fonn of Coartem uscd was "tablet™.
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Tabled.18:  Drugs ever useq by respondents for treating malsria in underfives

M=720
Drugs ever used for treating malaria 787 g ™ [I
under-five years
Local herbs 622 86 4
Chloroquine 614 85.3
Fansidar/ Amatar/ Maloxine 217 30.)
Paracclamol/Alabukun/Laila 202 28
Coaricm 191 26.5
Foreign harbs (Tianshi, ete) 4 0.5
Piriton and other anti-histamine ﬁ 1.4

* These arc mulliple¢ responscs
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Table4.19:  Drugs used whenever ypdee five children has malaria

N=720

Anti-malarial drugs sull used for treating No %

malaria in under-fives

Local herbs 588 817
Chlorogquine 's1i 71.0
Coarlem B8 26.1
Fansidar/ Amalar/ Maloxine 59 g 2
Paracetamol/Alabukun/Laila 18 25

Forcign herbs {Tianshi. GNLD products, etc) | ~ o6

Seplnin/ other antibiotics 3 04

* Thesce are mulliple responscs

90

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Table 4.20:  Rensons adduced for sl using ehloroquliie In trenting children

wader-live yenrs

| Rensons for continued use of chloroguine |, % -l
In under-fives
Rcadily availnblc 1248 48.S
[Recommended by our doclorsMcalth waorker 228 44.6
| 1t docs not causc problem for iny chlldren 140 374
M Very chicap ~ o2 200
Acceplablc to children 70 3.7

thconnncndml by mcdicine | |8 3.5

| vendor/chetnist/inedicine scller

f' Very activeAvork in ¢children S 1.0

11t is the only onc | know/not aware of any || 0.2

other

R L
—

*These are multiple responses
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N=T720

Chloruquine,
59.0%

Othess: 1lerbs, Camoquine and Quinine

Figure 4,1:  Drugs preferred by respondents for the management of malaria in

under-live children
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N=720

Others: Four and Six times

Figure 4.2:  Frequency of malaria cpisodes in respondents’ children in the fast 6

months preceding the study
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Tale4.21:  Condltlons under which respondents give nuder-Gves the new

nuti-malariy drags

N=1219

Conditions under which new  gniimalnriul | Ne %

drugs nre used by respondents in under-fives

1 used it only when the physiciun prescribes it

127 579

When child develops n mild fever 13 15.1

Wlen the major symptoms of malaria beconie | 24 11

visible 1n my child

Every week, ta ensure that molana never stirikes | 8 32
| No Response 2] 12.3

—
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N=157

Fansidar, llcrbs,

Figure 4.3:  Anti-malarial drugs which the rePondceats no longer use for treating

undcer- fives

0$
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4.22; ] .
Tablc Respondents’ reasons for discontinulng (he use of Chioroquinc as

Anti-malarial drugs

N=219

Reasons stopping chloroquinc use No oL

| am awarc of the newly rocommended anti-malarial drags | g 310
It has many unplcasant side cfTects 19 17.8
i couid nol cure the malaria when )l was used 1 1S.1
My doctor wamced mc agasinst it 2 10.0
It has bitter 1astc 1} 50

No responsc 68 3l

*These are multiple sesponses
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Table 4.23:  Sources of various drugs used by res

pondenis for treot qhad
who had majarls reoting under- fives

= Sources of procurement
Patent Pharmacy | 11pspitatsf Significan | Personal | Toral of
DRUGS Medicine | No(%) | Clinics/Health tothers® | Effort** | respondents
No (%) centres No (%) No (%)
| No (%)
Cox:tem 42.1) |73 179 (95.7) 1(0.5) 0 191
Atcsunote | 4(66.7) 0(0) 2 33 (0@ 0 6
[Datlanmal | 1(100) [0 (0) 0 (0) 0 (0) 0 |
SP (Fansidar | 107(66.5) [4(2.5) 49 (304) | (06) |0 161
otMaloxinc)
-Q\lininc 3(50) |0(0) 4(50) 0 (0) 0(0) |8
[Chlomyuine |27 (123) [6(27) | 18484.0) [T (05) 105 (219
flebs [4(is.9) [20.0 |0 (0) 17 (654) [3(11.5) |26

* Grandfathers, grandmothers, closc neighbors and friends

¢ Pessonal cfTorts include sourcing the diug from the calicr ones kepl in the house, or

gelting the drugs/icrbs from the bush.

AFRICAN DIGITAL HEALTH%ZPOSITORY PROJECT



CHAPTER FIVE

DISCUSSION

S.1.1 Socio-dcmogrnphicclmraclcrislics

Majority of the respondents fal] between 20-39 years of age bracket and arc permancnt

residents of the community. This finding is in agtcement wigh the Patients’ foct sheet vn
repraduictive aging in women. a publication of (he Amctican Socicty For Repjuductive
Medicine (ASRM,2007). According to the tcpoit of ASRM, the feitility of a woman s al
s peak around this age bracket, (i.c from late tcens to late twentics) and then begins to
decline. Traditionally, females in the study area are cncousaged 1o marry carly so thal
they can begin their child beasing casly. The chances of miscaitiage begin (o increasc
when onc is in the 30’s. The average age of the final menstrual period {menopausc) isage
21(ASRM, 2007).. Howcver, advances in miedlical care now help wonien in their late 30s

and 40s to have safcr pregnancies than in the past. (Robyn Nest. 2005).

The gverage age of the respondents was fairly diffcrent from a previous study carticd out
on treatmcent o fchildhood fever and other ilincsscs in the ssme comenunity just less thap
4 decade ago, In that study, the avctage age of the carcgivers most of whom were Lhe
nolhers of under-lives was 38 ycats (Salako ct af, 2001). This diffcrence might be

decause in that study, older carce givets who werc not biological mothers of the under-

fives werc included.

Slightly more than halfof the respondcenis had only primaty cducation whilc just abovc a

few had no formal cducation at ofl. Low level of cducotion may directly or indirectly

T\ - » oh:lity to adequatcly manage malana in under- five
impacts ncgatively on thc mothers obility y

istaacc 0 chlosoguine was the
- : clopmicnt of reststa
children, Onc of he major causcs of dev
Hi conc
misusc of the drug. There should beca

ducation gnd Wornen Alairs under the Locd

eried cliort by the Dcpaitments of Health,
| Govermment Authonty to facilitate adult

AFRICAN DIGITAL HEALTQ&POSITORY PROJECT



alucation for women. This will be so necessary Speeially in the rural setting studied
s
part of the sttatepy for Promoling 1he social Markeling S

| | of the new health innovatio
Including ACT. [t was noted in the study thay ulilization ”

ratc of ACTsdid nol appear to
ional level of the mothers, This

& ol in four Affican sites on feasibility and
acccptability of astcmisinin-based combination therapy for the home management of
malaria (Ajayi ct al, 2008).

vary greally with theageof the children or with the educat

finding 1s also similar to a sludy cairied out

Morc than half of the respondents were Moslems foliowed by Chitstians. These were the
most popular rcligions among (he respondents. This has been Lhe patiermn of distribution of
people by religious altliation in the study area {Salako et af, 2001, Biieger et af.1986) I
was apparcnt {roin the study that the religious background of the respondents did nol
aftect their usc of cither traditional or oithodox medicine in the trcatment of mnlasia
among (hc under-fives in the contmunily. The usage of malicine for the (realmant of
malaria or other discascs is not discouraged by cither of the two main religions in the

sludy arez.

5.1.2. Awarcness nnd knowledge aboul molaria
Onc of the major tindings o [ the study is the high pioportion of the mothers had a correct

perception of the causes of malarid, by noting thal a germ in mosquito (plasmodium)

causcs mialarin discgse.  1lowcyer @ notable petcenlage of the respondents still had a

misconccption rclaling to the cause of malaria for instance, majorily snentioned mosquito

as the miain cause of malana while none nicntioncd plasmodism or a gerin risident in the

. ' ission of malario
mosqiito. Although mosquito is implicatcd in the transmission of malar! [Centre for

Discase Control (CDC). 2006; Kakillaya, 2006
< Control (CDC), 2006; Kakilaya. 2006]. This

e study arca. A sinilar misconception was

it is not the causc of thc discasc, bul 3

vector for the infection [Centre for Discas

kind of misconccplion is not peeulinr [0 |
=l out among fnothers of undcr-10 years children,

noted in rural Ghana in a study cati | 0

{(Korte and Fisher, 2005). Other documenled ntisconceplions WCTE thot malana is causcd
o sher, : . -

by “the pods’, *bad air’, working inthe sun', 'dry weather® and ‘caling 100 much of palm

. ‘ ¢ sludy asea are associgled with the cultural belicf.

oil. The misconccptions held in th
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Bnce ot al, ST e
(Bricger ¢f al, 1986). This cultuf belicf informed the categotization of ynalaria iato three

types in b )
)'p i ardpa namC|y (i) 1bu poru (2) fba olottiu (3] 1ba ararnra {B(icger. |993).

So, Jba ponju is associated with dust and eqt

| ing of palm oil (Bricger. 1993); /ba arurirg
wis associaled

With stress while iba olotity was associated with shivering. Associaling
the cause of malaria 10 the gods as shown in the study altest 1o the prevalence of
supeistitious belicfs relating 10 malaria ip Uie study arca. The indigenous knowledge of

the pooplce including perceptions, belicls and world view relating to malar
taken

ia need lo be

i [ [ ] . . +
nto considcration in order to design a culturally appropriatc mataria contiol
strategies for thc country.

Thc association of the causc of malaria with bad air as noled in this study by majority
(83.3%) of respondents is similar to the ancient perceplion of the causc of malatia
(Kakkilaya, 2006 (www.malariasite.com), CDC, 2004). It was confirmed from malaria
history that this perception informed the cventual derivation of Ui name “malaria” for
Uic namec of the discase. Malaria is derived from two ltalian 100l words-*mtafa " meaning
bad and *arjat’ mcaning air (CDC. 2004).

Majority of the respondents also had some basic knowledge of the major symptoms of
malaria in children. The findings of the study agree with the UNICEF report on malaria
and clildren. According to UNICEF (2007), fever is the most conunon symptom of

malaria among childien. In another Study conducted in Mali, vonuting, fever, dark

urine/ycllow eyes were the most comenon perecived means of recogizing malaria amony

mothers in one of their local districts, (7herd. Datesandro. Thicro. Quedraogo, Packou,

Solcinannc. Fane, Alves, Dournbo, 2000).

The wrong perecptions of the ctiology of malaria may leod to defective sick- role

behaviours in the coinmumty (Amazat and Okaler, 2007). For instance, in a study

conducled in Ghana by Ahorlu, Dunyo. Afart, ! B
that inappiopriate ctiologie atinbutions translaicd to inconect preventive modalitics. The

od that asrv (a jocal longuage for malaria) was causcd by
m

Koram end Nkrunwh {1997), 1 was found

respopdents in the study cloi
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heal and that it will i
conlinu€ 10 occur gs long as the sun continues 10 shine. In the soine

study. some respondents reporte that malana could nol be prevented as we are alt

b L bomn
with 1" and therefore bed nets usage for ghe prevention of malaria was low in

thestudy.,

A major conclusion from these and other ciled studics is that current malaria knowledge,
may lcad 10 adoplion of cfficacious treatmenl and prevenlive siralegics, Generally, the
proccess of illncss recognition, trcatment sceking, refierral practices and treatment itsclf is
poorly understood in mosl rwal Afiican communilics (Fisher and Kolte, 2003). There is
Ltherefore a need to examinc the local belicls of the people on the acliology of the diseasc
and the perecived associated symptoms. This will be uscful in designing comprehensive

cducational inteivention packages relating lo malaria control, prevention and fiealnienl.

A najor finding in the study is that the respoadents had a high level of knowledge about
modc of transmission of malaria. Majority of the respondcents could incntion onc correct
mode of transmission of malaria. Howcver, less than half of them correctly mentionc
mosquilo as veclor of the discasc. This finding is similar to picvious findings. A varicly
of scicntific reports have implicatcd the female anophcles mosquito as the vector for
human malaria pasasite. [CDC. 2004; (Kakkilaya, 2007. bup:#/wwsw.tnalasitc.com)].
Majority of the sespondents listed malaria as mos!t scrious health condinon among
children under-five years. This agress with a sludy which was carlicr carricd out in
I8boora on causes of death in under-fives in the community. The study reveated that mos!
major causc of death in the study accounting for aboul 46.2% of al] deaths were
assoCialed with malasia (Fadunsi, Lagunju, Odcdahunsi, Egbonim. Negbencbor, Onyjuke
and Etchic, 1974).

In this study, it was obsceved thal majorily of the sespondents could rightly jdentify:

childreu under-live ycars as being most vulncrabl
80 per cent of malaria related deaths which occur among Afncan children undet age live

Were infected with Plasmodium falciparum [(UNICEF 2007), RBAM/WIHO. 2006: Sach
and Malancy, 2002; W10, 2000). The sbility of thc mothess to recogniZe cluldren aged

less than five ycars o3 the mos! vulncrable Bioup

¢ lo malaria.it had been noled that over

provides good foundation fie health
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fducnllon relating to the promotion of 3ppropnale carly treatment for childhood health
{evers (Bricger and Kendall, 1992),

It is good 1o note that majority of the respondents' children

in the study were claimed Lo
have had a bout of mal

aria ot jeastonce inthe six months precceding the study, while a

sizeable proportion of the children had two 10 six cpisodes it the six months preceding

the study. This finding also agrees with the previous findings on the recurrence of
cpisodes ol lever in children. It has been found that most children have a mnge ol 2-6
bouts of the discase a ycar with an average of four bouls (Amadi and Okopun,2005,
Orimadegun ¢f al., 2007), Repeated attacks of malaria in children have been shown to be

a major causc o [ school absentecisin in sub-sahara Afvica(FMOH, 2805).

S.1.3 Awnreness of antimalarinl drugs

Chloroyuinc, followed by Sulphadoxinc-Pyritnctbaminc (SP) topped the list of
anlimalaria) drugs the respondents were awarce of with the physicians being their major
source of information. Only a few had heard of Coartein, and the physician still was the
mMajor source of information about the relatively new antimmalanal diug. However, in
contiast to this finding. it was noted in a similar study cooducted 1o sclected villages in

. o “ R
Ona Ara [.ocal Government Arca of Oyo slate in Nigeria, that the awarcness of coaricm

Was refatively Jow as none of the participants in the study hod ever heard of the drug

(Ajayi et.al, 2008). The implication of this is that, coastem”™ the new first line ACT drug
aopled by FMOH for ticating udcomplicated maloria in Nigeria is still unknown to
many mothers. Chloloquinc and Sulphadoxine-Fyrimethamine (R SeEticbmiE et
and second line drug of choice for managing uncomplicated malaria in Nigeria (FMOH,

2001), Though the use of Chloraquine s being discouraged because of s confirmed

decline in ghcrapeutic cfficacy and its susceptibility to plasmodium parasite rosistance

(Amadi ond Okogun, 2005), its usc stil) rcmnins very popular in the study orca. Aultiple

iﬂlevcn“'on methiods and sl!atcgics including cnllghlcnmcm. advO<acy and social

Marketing are nceded 10 address the situation-
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In €arlicr studies, Physicians were nof repoited as being (he major source of information

about drugs. For instance, in q study conducted on the treaiment of childhood fevnsiy

communilies in Nigeiia, the Patent Mcdicine Vendors (PMV) were the most
frequent first line and second line curegivers consulied for mal

three rural

aria care. As many as
46.3% out of 3006 respondents mentioned PMV in rspect of

recent episodes of illness (Salako, Bricger, Afolabi,
Nwakwo and Akinltade, 2001). More than half of

trcalment choices for
Umch, Agomo. Asa, Adencye.

the aespondents in this study were not
aware that some malaria cases cannotbe treated with common antimalaria druys. Only a

few respondents were awatce that Chlotoguine is no longer cffeetive for treating malaria

inNigeria. Similarly, only a few could stalc Coanan® as the new diug recommended for
the treatment of uncomplicated malaria in Nigeiia, Majorily still repard Chloroquine as
the drug cxpected to be used for the treatsent of nalaria and that it is the most clfeclive
diug for the treatment of malaria in Nigeria. This shows that the respondents had a poor
knowledge about ACT related drugs and the most cffective drug for Uie home
management of malaria. The implication of this is that majosity of the population may
delay trcatment using the ACT drugs and this has potential for creating oppottunities for

the progression of uncomplicated cases to severe malariain the under-lives,

5.14 Awnreness und knnnlcdgc of Arterilsinln-based Cowmbiuntion Th(‘ﬂlp)'

(ACT) |
The level of awarencss on Arlermisinin-based Combination Therapy (ACT) is low among

the respondents. Even respondents who claimed to be aware ol the usc of coattem could

not sfale the dosape correctly for ages 1-3 ycars and for the 4.5 yems age brucket. None

of thein could state the dosage of Astesunale- |
tatcd one tablet once daily or onc tablct thrice

Awmodiaquinc (AA) al all for the under-five

children. Most inothers in this study cither S

daily. This is a clcar misuse of the drug The itnplication of this is quite grave. Under

dosing of antimatarial medicine has always been one of the major causes of development
ol antimalor

A ible progression 1o severe
. : | the iliness or Posst
[ resistant strains and the recutrencc © _ ;
:1:1:::‘1 (CCATMAT, 2004, Okogun and Amad, 2005) Taking an ovetdose on the othcr
{ i 9 °

, ous ddverse ©
hand could expose little children ° scnou: led in previous studies. According to
u . .« 0s hove been nolc
adherence o nntitnatarial medican€s

ITects of the drug. Cascs of non-
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Amin. Nyandigisi and Tettch, (2008) iq 3 study camied oy

. l(n Kcn a v
and cffective malana treatment in Kenya, Y onaccess to prompl

o M = A the high level of non-adherence to older
antimalanal medicines like chloroquine Suggests that adherence 1o ACTs is also likely to

be poor because of its more complex dosage pattern and the comparatively high cost.
Thesc problems nced to be addressed with muluplc interventional

including public enlightcamcat through
also be used.

mcthods and strategies

the print and mass media. Health education can

The major source of infonnation about ACT is the health facility. Other sources of
information in descending order included doclor, nurses, phanmacists, friends and
ncighbours, radio. tclevision and PMVs. 11 1s very clear from 1bis finding thal information
obout ACT concept is most pronounced in health facility cavironment. 1t is nol sutprising
that the health care facility was inentioned as the main source of infosmotion. Okam,
Adcdokun, Ashebu and Omosule (1975) had scveral decades apo noted that the (11 in
infanl mortality rate in the study area between 1969 and 1974 was duc 10 increased
ulitizalion of maternal and child health services, This posilive disposition to the
utilization of lyealth facilities should be exploitcd in designing healtl promotion nnd heath

cducation programmics for control of malaria in the under-f ves and the social marketing
of ACT.

Mojorily of the respondents that eic awarc of coartem” as the drug for the home
monagement of malaria still apply Chloroquine os the drug (or the home managemeni of

molaria, For example, majority of the respondents stll wrongly believed that Chloroquine

is the drug for the homc manogeinc Of malaria. Siniilarly. lcss than balf of thc

that SP is the drug for the management of malaria in

o- Amodiaquinc {AA). The implication of this
oquine or SP which have been dclisted by

respondents crroncously belicved
the home, Onlya fcw could lisl Antcsunal

iS that mothers still resort to the use of Chiof

the FMON o f Nigeria os far back as 2004 for
lcad 1o progression of malann illncss 10 severe

home manogement of malana. Continued

use of cither Chiloroquine or SP may

complications and daths i under-fives 1 not

Malaria with far reaching physical
Promplly grented (FMOI, 2005: WIHO. 2000).
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. ©

The respondenls’ meap knowledge score was low,

| This is an indication of wide gap in
knowledge. The implication of thjs

is that the knowledpe or mothers rclating to the

$ t00 low for a community directeg approach for the
control of malana. The Pharmaceutical Council of Nigetia (PCN) is saddled with the

respoasibility of regulating the praclice and distrbution of medicine in Niperia (PCN.

2008). However, the scopc of activities of the council has not been widened cnough 1o

accommodate cducational packages for communities especially on essential medicines

which include antimalarial medicincs. The PCN should also cxiend her aclivitics by
collaborating with other agencies and institutions such as the Nntional Apency for Food
Drigs Administration and Control (NAFDAC) and the Depatiment of Public lcalth of
Federal Ministty of Health {¥MOH) 10 promole appropriate usc of the new antimalarial
drugs at the community level. The National Malana Contiol Progromme of the FMOJ
would nced to colaborate with the Pharmacists Cowncil of Nigcna 10 promole the
rational usc of ACT through multiple intervention approaches including public

enlightcnment, training and socinl markeling.

Respondents witht more than onc child were found 1o be inorc knowledpcable than thosc
withone child. This finding suggesls that expenience inchildren rearing has a role 10 play
in the ncquisition of knowicdge relating 1o management of childhood illnesses. 1t s
highly probable that aniong mothers with more than onc child, thc approach that was
adopled in the trcatinent of malnra in the previous instances is easily m:nllc-d lor
subsceucnl episodes of inalaria attacks, In a study conducted by Ajayi ef. al, 2008 it was

ioeri ' i 12 were frcated al hoine. Treatments are
found out that mnny Nigerian children with malaria were it

mostly incorrect, duc to carcpivers poor kniowledge of gppropnale or costect dose of
ncorrecl,

Zale, 2008).
dnugs. (Ajayi, Fnladc, Bomgboye, Oduola and Kale, 2008)

. - . b' l’
Respondents with higher educational quatification are more knowledgeable than those

Lf- c as a fesull of belter
with relatively tower cducational qualifications. Wi e

| ' lated d in the coursc of
€XPOsurc 1o dilfcrent antimalarial nicdicines inciuding ACT rclated drugs in

lc, the respondents with testiary cducation were
or cxan'p )

their knowiledge acquisition. F st those with sccondary cducation and
o diug

mos! likcly to be morc expoged !
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recipients of secondary cducation weye morc exposed (than

cducation. the respondents with pnmary

in terms of occupation, cjvil scrvanis were most knowl edgeable than the rest while

\cachers rank nexi to them and the food-scllers had the lowes knowledge score. As far as

gceupation is concemned, education may be a confounding variable. Various vocolions

cxpose stafl 1o diverse opportuaitics. This includes acquisition of knowledge. Many civil

servants arc the custodians of antimalarial drugs ot thc LGAs and goverament health

[acilitics. Some of them might even have received uaining oo management of malaria

including the ACT related drugs. Consequeatly, they are belter cxposed 10 morc
| conlinuing educalion opportunitics, The knowledgc of antimalarials must transcend the
confines of the local government or vocational backpground, if management of malaria ot
the homc level is to be clective, With this typc of situation in Uc community. homc

managcment o f malaria within the context of ACT is likely to suffer a sctback.

3.1.5 Perccptions of ACT

The level of knowlcdge had o positive bearing on developing citlicr a ncgative or positive
attiludes and practices (Bricger, 2002). In this study, it was noted thot respondents,
especially those hat were already aware of ACT hod posilive attitudes  1owards
Aricmisinin based combination therapy. For cxample. majority of those who were aware
of ACT were of the opinion that the gttcmisinin combinalion drugs were not expensive
and were readily available in the licaith facilitics. This linding is in contiast to some

previous studies about ACT and other antimalarials. [n fact, the 2008 annual report ol

National Malaria Conlro] Programme (NMCP) of the Federal Mnistty of Health in

Nigerio indicales that out of 96% of health {actlities surveyed, 56% ol them reported

slock-0ul for one weck or moto in the last three months (FMOH. 2009). It was noled in o

' nol supposed lo pay for antiinalanals
siudy in Kenyo thor cven though pAtients Were

BnE i ding AL (conrlcm“) provided through the public or mission hcalth scclor, in

praclice, facililics continuel to chorge patlgnyfifor: makin il dimcntEand SCNEEES-Hin
ce. faci :

Wi:"?on. a ncw health linnncing

olicy 1equinng that patécnts with malmiia be cxempled
; p | dispcnsarics and hcalth cenlers was nol being
ces a

W paying the registralion
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fO"OWCd. (Chuma. /\min. Nyandlglsi' and TC“Ch "
found that hcalth facilitjes often sulfercd from c‘h:o ic d
Lc dru

for froc in the sludy area

Majorily of 1be respondents were of the belicl that the aficmisinio based combination
drugs (coartem™) arc morc clfeclive for trealing  under-live children than chloroguinc,
This finding is consistcnt with the drug cllicacy sludy of Artcmelcr-Lumenfantrine (AL)
and Artesunalc-Amodiaquinc (AA) by the FMOH 1n 2004 compared with diug clficacy
study of chloroquinc in 2002, I1 was obscrved that AL and AA has 100% cflicacy wn the
South Weslem part of Nigena whilc chlorogquinc had 40.9% cflicacy asat 2002 (FMOIL.
2005). Anotlicr [inding rcloted to peiception in this study is that more than hall were of
thc opinion that not much is known about the side clfects of artcmisinin based
combination drugs in the under- (ive children There is a necd 1o address this arco
parlicularly among the mothers. Thicy nced 10 be aware of the side cffects of thesc drugs
and cnsure that they nrc not confusing these with the symptoms of molaria discasc.
Besides, it is good for mnothers to understand that the side cffects of the aitemisinins
themsclves arc similar to tlic symptoms of nalana. Thesc inctude nausea, vomiting,
anorcxia, and dizziness [WHO, 2001; EMDENX, 2006). The combinalion drugs may have
additional sidc cffects. No severe adverse cvenl of coartem” was reported in 3 study
camed oul by Ajayi eral, (2008). Appropriate perceplion by mothers and other care
BIYCIS on gnalaria discasc and therdneulic cllccls of ACT rebled dnugs including their

side cffects will fucilitole an elfcctive home inanagement appruach ant the conirol of

malaria, previous siudics have also conlirmed that when mothers arc well trained. they

€an be very cffective in the llome manogcmenl of malaria {Ajayi ¢t.al. 2005). The Role

Modcl Mothers initiative of the Nationa] Mataria Conlrol Prognimmc (FMOH, 2009)
should be sticnglhened 1o address this. Mothcts nced to be given appropriate health
cducation rclating lo artcmisinin- based combination drugs during Antc Notal Clinic
(ANC), Religious institutions such as churches and mosques € ulso be cxploiled to
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ACT related dyugs.

It 1s a healthy development (hat majority of the respondents did not consider these new

drugs too expensive. Such attitude will facilitatc positive health sceking behavior. The

mothers or other care givers will be better positionod o take appropriate decision in o

siluation where the drugs are out of stock in the bealth facilities, and they have 10 buy ot
the retail outlets. However, this tiding is at vanance with the anecdotal cvidence that
Coartem is reatly unaffordablc for the poor especially in the cural areas whese this study
was conducted. Prescntly a packet of coartem containing 24 tablets costs about N 1000:00

which is abou120 times the cost of Chloroquinc.

5.16 Pattcens of antimalarial drugs usc ia children under-five years

It is noted that despite Usc fact that over o third of the sespondentsclaimed to be aware of
ACT related drugs, majority still uscd local herbs and Chloroquine with only a small
proportion being current users of Coartem. In fact. Chloroquine topped the list of most
prefeited drugs among the respondents. The choice of herbs in the communitics for the
trealment of malaria in the under-live children is consistent with previous studies i

Idcrce, one of the niajor towns in Ibarapa Cenisal LGA where this study was cantied oul

{Salako, Bricger, Alolabi, Umch, Agomo, Asa. Adeneye, Nwakwo and Akinladc, 2001).

Application of herbs and consultation of traditional healers especially for the treatment of

scvere jnaloria s a popular practicc in most Alrican communitics (Okafor and Amzat,

207) Thisof course is not uncoanected with the perception of the actiology of malaria

in tlic consntunily and Lhe cultural belief of the people. For instance. in a study carmied oul

by Bricgcr, Ramak rishna and Adeniyi, 1984 in the study arca, il was observed that dults

¢ty indisposition. In fact. malaria which poses a scrious

percetved] mulana as o lcmpota | |
es is Classificd 3s iba fusan, meaning an ordinary illness

hireat 10 the health of under-liv

f1is may account for the usual two to three days delay by

Which is easily treatable. T
fevenish childicn 1o the (icar

ckground that in many cascs, the firs
ivers keep at home (Salako ct

by health centie. (Bncger et.al,

mothers in bringing lheir : :
in branging t linc of trcatnent i's the

1984). 1t is against this ba

' i imes the care §
application of herbal remedics Winch many times
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Onc of the interesting findings of the study was that the most prefcrred medicine for the

treatment of uncomplicated malaria in the under-five children was Chloroquine among

more than hall of the respondents. Chloroquine was the first line medicine for the
treatment of malania in many Aftican countrics including Nigeria until recently. In
Nigerta, the change was formally cfcected at the policy level in 2004 when the new

antimalarial treatment policy was published. This should bc a major concerm 1o the

govemment and especially health workers.

The confinned level of acceptability of Chloroquine for freating uncomplicated malaria
among undcrlives strongly suggests and impli¢s a 1clalivcly low acceptability of ACT
related drugs in these communities As long as the respondents still stick 1o Chiloroquine,
it will be impacting ncgatively on the cxpecled acceptability of coxitem in the
coinmunily. The other implication of this scenario is the possibility of misusc of ACT
related incdicines. Using chloroquine to complcte the coaricin dossgc where caregivers
cannot a[Tortl a full course of ticatment may lcad Lo undesimble pharmacological cffects

such as the devclopment of resistant stains of malaria pasasiles o ACT. In addition.

there is the possibility of recrudescenceof Ihe infection which may Icad to progression o

severe ypalaria and cventual death, cspecially in under-lives. [n contrast to this linding,

in a study conducted in threc Afiican countrics (Nigeria. Ghana and Uganda), it was

found out thal acccptability of ACT relatedl .
choscn for the study sites. However his was achicved through community bascd stratcpy

disuibutors (CMDs) (Ajayl. Brownc. Garshong,

anickpor, Balycku. Munguti, Couscns and Pagnoni,

lrugs wos very high in the communitics

using traincd community medicinc

Balcganya, Yusul, Agyei-Balfour. Do
also revealcd !t
Medicine Distnbutors (CMDs) resulied in a

hat making ACT avoilable at (he
2008). The tnully ~country study

ity

coMmunity Jevel through truned Con |
cd carcpivcis.

inply, these lindings were
high ¢lcgree of adhcrence by scnsitiz i il
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consislent in four differen) sites in sub-Sahargy A

. f1ica, both in \West and Easl Afri
(Ajays et.ul., 2008) asl Africa

Itis gralifying o note that out of 157 respondeqs majority (93%) identilicd chloroquine

alaria in their children aged less than 5

edicine could not cure the discase when
usexl, This claimy agreed with scveral previous sludies that cslablished

as a drug they will not yse again for wreating m

yeass. One of their major reasons was hat the m

the ecmagence of
resislance parasiles 1o chloroquine medicines Ihus rendering it virtually useless in

[ighting malaria discase (WHQ. 2001 WHO, 2007; FMOH, 2005; Okogun and Amadi,
2005). This reason also accounled for the Fedeml Ministy of Health o change the
Nalional Antimalarial Treaiment Policy from Chloroquinc lo ACTs (FMOH. 2005). 11
was also the samc rcason that informed WHO 1o advisc malaria cndcmic countrics 1o
change (hcir antirnalasial treaiment policy to Antamisinin based combination therapy
(WHO, 20006). As at November, 2005, lily-sis (56) countfrics including Nigeria had
adopled ACTs, several of them as their first linc drug and few as sccond line medicine for

the trcatment of uncoinplicated malaria (\WHO, 2006).

Another interesling finding of this study is the f(zct that the major sources or
anlimalarial medicinc by the mothcrs in this community arc the health cenlies and the
palenl medicine vendors. This altilude of the community in procuring ACT's from the
health facility agrecs with previous studics {Salako ct. al. 200!). Over and above this,
NMCP claimed that 6 million dosEs of ACTs werc distributerl lo undur-five clnldren frec

of charge belwecen 2006-2007 through the supporl of Global Fund for AIDS,
Tuberculosis and Malana (GFATM). Nigeria is stll in her GFATM Round 4 granl

‘ . :AMOH. 2008) .Unfort = :
B drugs Were nol aval lablc in their PHC f{acilitics. This

unatcly; the cloim of many of mothers during

the course o [ this study was that the

QR o o=t o Wiy i suscd by the Health Workers.
(@rgeled with the supplies or thot the drugs Were 18

drugs to the adults who were nol originally
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The patronage of PMVs by mothers for (he procuicment of

, .k antimalanal medicinc
cspecially SPs isin agreement with picy

1ous sludics (Salako, eraf., 2001 ). Salako and bis

collcagucs in the study claimed that the PMVs were (he most popular choicc among

parcals who started at a government clinic but continued their scarch for treatment when
the health of their children was not improving.  According 10 Salako and bis collcagucs,
the decision-making process with PMVs is usually onc of ncgotiation. Cuslomers most
frequently come, sclect the kind of drugs they want and bargain over the quantity and
pricc they canafford. The situation stili remains the sanic till now in the study asea. Now
the ACTs have been approved 1o be dispensed as the Over the Counter (OTC) drugs by
the Federal Ministry of Heatth (FMOH, 2008). This implies that the PMVs could legally
stock thesc medicines and dispensc them. There is need however to regularly uptate the
kaowlcdge ol PMVs opcralors about the use of ACT drugs. the possible adverse reactions
and pharmacovigilance of ACTs. The latler is being coordinated by the National Agency
of Food and Drugs Administration and Contiol (NAFDAC) in collaboration with NMCP,
The challenge is that most of these ciforts arc disccted ot the utban communilies. Beside
this, monitorng, inspection and approval of drug retail outlcls is the slalulory

responsibility of Pharmacisls Council of Nigerio (PCN) PCN, 2008. Unfortunatcly, the

auird] sclling hardly cnjoys thesc scrvices. The implication of thesc gaps is obvious. The

PMVs arc usually busincssmen whosc passion is primarily driven by prolils. The kindof

health counscl that swould be rendcred to clicnts would possibly bc sub- standatd. The

. : !
NMC P should be more proaclive in facililoting a repular education updalc for thc PMVs

particularly in the rural scitings.

5.2 huplication for licnlth Eciucstion
part of health core tot is concc

nc combna
i vce lo hecalth 1n
¢ Vvoluntary bechavior conduct

med with promoling healthy bchavior.
Elealth education is

tlcalth education is therelore any pkm
and reinforc

tion of lcasming cxpericnces designed

o predisposc, cnablc, een and Kreuter, 1991). Hcalth cducstion

oy jties (G -
R Bioups & ik health, prcvents illness, cute discasc and facilitatcs
calth,

" . 02). The necds Omb intcrests of indmduals.'
rehabilitation (Bricger, 200)- ot lpeab el

encourages behaviours that promole fainilics, groups.

17al 1 ec COM
organizalions nnd conynuniics
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Health <ducation involves collaborating with familics, communities

i regional and
nalional

authontics and stake holders so thal nceessary resources and support arc

availablc 1o enable individua) live a healthy life (WHO, 1988). Tbc mplications of the

results of this study would therefore be discussed within the context of the definition,
stratcgies and goals of health education.

Results of the study suggest that the participants® level of awareness and knowledge
about malaria, antimalarial medicincs especially ACT was low. The gaps in the mothers’
awarcness and knowledpe will certainly affect the adoption of the inedicine in combating
malasia diseasc cspecially in the under-lives. Recent Fadings [rom previous studies have
confinned that Chloroquinc and SP are being resisted by malaria parasites, nonc or low
adoption of ACT among mothers will continue to facilitate increasc in tnalaria morbidity
and montality espccially in the nual setting. Concerted cffoits must thercfore be made by

the NMCP and Roll Back Malasia Partners in the country to increase the awarcness and
the knowlt:dge of mothers on the concept of ACT. the diffcrent brands of ACT medicines
approved by NAFDAC. the first line ACT modicinc, Coaricm approved by the
10 ACTs and how to usc the medicinc for treating undcr-

govemment of Nigena, access : ;
ic enlightenment and health (acility bascd paticnt

fives, This can be donc thsough publ

cducation servicessuch as health talks, usc of postcrs and other | EC matcnals. .

a5 b ' ination of mcssepcs in
The press, cspecially the mass metlia is a good source of d'sscm‘“‘“’o." MCssop
lcvision have conltributed immenscly in facilitaing awarcncss of

populations (Breslow and Ccnpage. 2002). The NMCP have
BM) parincrs in the countr lo sensitize
| incated Nets (LLINs) through Scaling

{ attack of thc malana veclors

Nigcrid. Radio and lc

public concems to lasgc

ja (R
been collaborating with the Roll Back Malaria (

c usc of Long Lasting Inseclicida
¢ 10 picven

ded to the deployment of ACT diugs in the

people about th
(SUFI) for univcisa) coverab
icn

Up For hinpact
This commendable cllort should also be ¢x

fural scitings.

impart knowledge on the mothess. The

be used fo |
tion of ACT mcdicines

1 o that can o
Training i5s o kcy straicgy RMM) to fac;litate distnby

concept of Role Modcl Mothcrs (
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espeCially in the rura) Selting is a welcome dev

community based drug distribution approach to promotc ralional use of drugs among

fives. Presently, only two siatcs, Ebonyi and

| MM project (FMOH. 2009). This praject necds
lo be replicated in all the states of fhe country. The activity of the RMM should cxtend

beyond distribution of ACTs to including training of mothers on malaria rcecognition,

primacy health care Management and use of availabie fonnal health CAC ServICesS.

molhcis for treating malaria jn the under

Taraba states had been used for g pilot R

The control of malnria nceds 10 be Eiven more radical, practical and cotnmunity directed
approach by adopting preventive stratcgy at all levels of poverument. The LLIN
campoign adopted by the FMOH is an ambilious approach 1o cradicatc miataria in
Nigeria. The FMOH in collabotation with the RBM patinas hiave mapped all the stales
of the country for the distribution of LLINs in a bid to achieve SUF} by the year 2010.
The stiategy is 1o distributc mininsum of two neis per houschold in cvery Nigerian
comniunity. This translates to about 64 million LLINSs for about 32 millicn houscholds in
Nigeria (NPC. 2006).The L. GA authorities under whosc domain the rural communitics
(a1} should therefore be involved in this emangement. Beyond the cainpaign. they need to
bc committed (o sct a signilicaat poition of their monthly (unds allocalcd 1o them from
the Federal Govemment o sustain a routinc supply of ACT medicines to their
comMunitics. In this direction, the burden of malaria cascs cspecially among the under-
lives will be drastically reduced. The Indoor Residual Spraying (IRS) policy of Lhe

FMOH (FMOH, 2009) should also be rolled oul beyond the few sclected states of the
country (o all the slates of Nigeria. Of course, there will bc need foran intensive and high
e all these, Advocacy is intended to secure the support of

degice of advocacy to achicy . o= | ‘
levant local national and inicmational policy discussions and is
teicvidn .

Key constituencices 1n

cxpecied (o prompy greal accountabilat e
. I 1/5/2U08).

(http//avww.who.invib/people gecessed ON

y from govemment and intermational scctors

Social Mobilization (ACSM) branch of NMCP should
o] officers of the programme opeeinlly the Case
i

distribule Job aids for malaris managcnicnt (o

The Advocacy and Communily

collaborate with ilsc other lechn

T e, vel
Masiagement and logistic umt 10 mass! y

AFRICAN DIGITAL HEAL'iHlﬁPOSITORY PROJECT



ol the health facilities espeeially at the PHC tevel. (iob Aids are packnges of Standard

Opcrating Procedure (SOP) designed 10 assist health workers at service delivery points

including health facilities, RMM and PMVs in following ticatment guidcline of the

National malaria Control Programme.) Appropriate job aids should also be designed for

Role Model Mothers who will uscthem 1o translate relevant knowledge especially on the

ACT drugs to mothers in the community. The NMCP will thercfore need to involve key

opinion leaders at the state and local level to [3cilitate maximum community panicipation
in {hc implementation o[ these activitiss.

Majority of the respondents especially among the users of coartem had a positive
perception 19 ACT medicines. They belicve it is regularly avaitable in the health facilities
and tt is not supposcd to be [or only the sich in the socicty. Health Education Specialisis
should cxploit this positive disposition of mothers to design comprehensive Bebavioural
Change Communication (BCC) matcnials targeted ot promoting the use of ACT
medicines. Bascd on the finding of this study that the lwo health institutions most
palronized by mothers for procuring antimalarials for their under-Cive children were the
health facilitics and patent medicine vendors, these BCC materials should be made

available in their premises williin the community.

5.3 Recconmnendntions
l. There is nced to design an appropriaic
knowlcdge of mothess of unde efives on th

: .
respondents had misconceptions of the ¢

clfare clinics arc cxcdlent fore [0

oducational intcrventions to improve the
¢ cause of tnalaria sincc ingjonty of the

sc and prevention of malana. Aunicnatal

¢ implementing such intcrventions.

ion stratcgics including advocacy. public cnlightenment, social
{ion
& o cnhancc the awarcness of Coartem

and child w
2. Multiple interv
9 t

markcting and usc of VIPHY arc needed
which is the first lin

since the drug is still unkn

drug for the treatment of uncomplicated malana in Nigena
c drug

own by most mothets in the study area.

ists in the management of
local herbalisis N
ofvement of

3, ' ed for the inV
1= ¢ ly of the rﬁpondcm

. s still usc local herbs for the
Majon

uncomplicated malana.
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treatment of malaria especially in ynder.
malana 1n under-{iv

4. That

live childicn They need 10 be trained 10 refer
s 10 the nearest healtheare facilities for proper management.

s nced for an organized continuing cducation programme on antimolarial
medicines for the patent medicine vendors, since they constitute major sources of
procurement of antimalarial medicines in 1he study arca,

5. The level of knowledge and skills relating to accurate ACT -related drugs desages

nced 10 be improved. This will ptomolc home management of uncomplicated inaleria

among nursing mothers andother case pivers.

$4  Concluslons

From the findings of this study, it can be deduced that the level of knowledge of malaria
causalion and Aitemisinin Combination Therapy (ACTs) by mothers was low.
Knowlcdge of the usc of ACT- related drugs was also low. Usc of Coartem” as first-line
drug for treating malaria in under-fives is not yct a common prachcc. Advocacy, public

enlightenmcnt and social inarketing stralcgics are necessaty 10 address the situation,

There was however a posilive perceplion towards the use of ACT incdicines especially

among those mothers who were alicady awaic of the medicines. This sct of mothes can
organized into a forum where tiey can be trinel on coimmunity

be coordinated or
addition. they can be uscful as peer cducators

dirccted djstribution of coaricm, in .
ledge and use of ACT relatod drugs. Appropriate health cducation for
" . . .

will also be uscful. Chloroquinc is still the

plicotcd maloria. Thear

regarding knov

leve] of knowledpe about the current linitation of chlo19qui

: edicine in the rural setting in
r soutces of 1N
s werc the Mo

ed to updatc tlreir knowledge cspeciallyon the usc of
ne

' rencwing their annual
form the basis of
nould also

Council of Nigeria.

The patent medicine vendor
the private scctor. There 15
antimalarial medicines, This S

praclicing liceusc by the Phanmacists
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55  Suggestions for further research

There will be need for a cross scclional susvey 10 detmining the knowledge, pesceptions
and usc of ACTs among male heads of houscholds in tle sludy area. This is because
male heads of households play crucial roles reganling decistons refaling 10 when of

where and how under-lives are ireated when sick.

AFRICAN DIGITAL HEALTH REff%TORY PROJECT



REFERENCES

Adcycmi A 2009. Endin ia: .
s g malaria: Hopes and handicaps for Afnca. Eycs on malaria 4:3-

Ajayi l.BBIOWDC E N, Bnlcgauya I, Yar D, Happi C, Falade CO, Gbotosho GO.Yusuf B

Lozgcall‘ gcl?;n I\:U%%lﬂu K. Cousens S, NAnyunja M,Agya-Baffour P, Doamckpo;

a yeku A, Munguli K., Cousens S and Pagnoni F., 2008. Effectiveness of

mtlcmlslmn Bra:;c:dl Combination Thempy used in the comtext of home
anogemenl of malaria. A report from three study sites i . '

Malana Journal 7:190doi: 10.1 186/1475.2875-7-6. S ebader i

African Malarian Nctwork Trust, 2008. Tuming resourtes Into capacity Strengthening for
Malarin Rescarch and Development in Africa- Anfiual Report, 2008.

Ajayi 1, Falade C. Bnmgboye A, Oduola A. Kale O., 2008. Assessment of a trcatment
guidcline to anprove home managcment of malasia in childien in rural south —

west Nigeria. Malar J(1):24 P.S.E.B.

Ajayi [, Faladc C, Ollcy B, vusuf B, Gbotasho S, lyiole O, Olaniyan O. Happi C.

Munguti K. Pagnoni F. 2008. A qualitative study of the [casibility and

community perception on the cMectiveness of astemether-lumcfantrine usc in the
contex!t of home management of malaria in south-west Nigena. BMC Hcalth Scrv

Res. 2008 Jun 1:8 (1):119.

jayi i-BalYour P, Doauckpor

Aiayi 1. Browne £ N, Gishong B. Batcgonya ¥, Yusuf B, Agy™! Joaunckp

4 ke Bnly;ku A, Munguti K. Couscns S and Pagnoni F. 2008. Feasibility and
ﬂC.:CCplnbilily of aricmisinin-based combination therapy fqr the honc manngement

hutp://wwav,maluri njouma"co"‘/co"c"u WG,
- \ and Nkrumoh, I, K. Malmio-
£ faﬂ, E- ‘e 2 K Lo : 9
e Cl K.j'bDFnry oimsci 1’)(cha?iour i Southcrs Ghana,!997. Implications for '%e;lmcm.
;’c o\:c tic l.?msd co ntrol Tropical Medicine wnd Ingernationat Health. 23 3 -99,
gcvention - .

2005 {iIness-related practices for thc manageinent of

Akogun, O. B. and Joln, K. K Peoplc of Nortlt castem Nigena Malaria

childhood Melaono amoné the Bwatiyc
Jonrnal, 4:13.
pPMG), 2007, Firancing Mechaniss for

Group (AP molnria.org .uk].

All Porty Porltasncntory Malafia mmons. Landon-(wwwW-4PiNnE”

., U.K. House of Co
Malaria nal today: A call to the

nlanan Group ©Of Malaiia, 2006, Tackle Mala

All Party Padiamic _
unity:

Intemational Com™

Breman J.G, Egan A KCU-‘;C.’"'.G;,?, Hyg 64 (}-2 supplcment): iv-AiL.

[hc numbe rs. M1 ' ‘AIF‘F.J(!ZI\‘I DIGITAL HEALTH IiEf(iSITORY PROJECT



Bricger \ \_’-R“ 2009 Prospects for malaria control in Nigena. Dokita (Joumal of the
University of Ibadan Medical Stadests* Association) 2009; 3:1(1): 63-69.

Bricger W.R, Salako LA. Umch RE, Agomo PU. Afolabi BM and Adeneye A K.. 2003,

Promoting pre-packaged diugs for prompl and approprialc trealment of fcbrile

ilinesses in rural Nigerian Communities Int't Quartcrly of Community Heplth
Education 2002-2003, Vol. 21 (1); 19-40.

Bricger V V.R,2002. Change Process — A social and behavioural foundation for health
cducation. 40.43.

Biicger, V V.R, Scssay, H. R, Adesina, H., Mosanya, M.E.. Ogunlade, P. B.. Ayodcle, J.
O. and Orisascna, S A., 2001, Urban malania treatment behaviour in the conlext of
low lcansmission in Lagos, Nigeria Afr. J. Med.med. Scl, 30: 715

Bricger V V.Rand Kendall C 1992. Leaming from local knowlcdge lo improve discasc
smvcillance: perceptions of the guinca warm iliness cxpesience. Health education
research theocy and practice.vol.7:471-485.

Bricger W.R, Ramakrishna J, Adcniyi J.D. 1986. Scif treatment n miral Nigeria: A
comntunily t{calth Education Diagnosis vol 5 Nol

Cenlre for Discase Control and Prevention (CDC), 2007. GeographicalDistributions of
malaria.

Cenire for Discasc Control and Prevention (CDC). 2007. Frequently asked Queslions.

| . :
Centre for Discase Control and Prevention (CDC), 2006. Malaria Control in Endcmic
Countrics.

; - Malario,
Centre for Discasc Control and Prevertion (CDC), 2004. The Impact of Malaria. a

leading causc of Death \ Vorldwdc.

' [ Maluria; An
Centre for Discase Control and pecvention (CDC) 2004. The History 0

Ancient Discase.

- A Tettch G, 2008. Access Lo prompl and cfteclive malaria
\NAY ’

cw of the literature,
Tomson G 2003, Local undesstanding.

guarltan and health workers on
s for malana conlrol. Acte

Chuma J, Amin A, Nyandigisi A+
treatment in Kenya: A fevt
s .p. ‘ Yasarf M,

mothers/
yactices of .
ions and reported PRS0 C o mplication
glcl:lctfl?;‘:(;‘ s‘“""‘""‘ in & Tonzamian i

Tropical, 87: 305- 313

Comoro C, Nsimba

Nzaribase B, Maitck-Scbuquzi

007. Combination thcrapy for
children: @ rondomized

iama-Meya D
Dotscy G, Stacdke S, Clark T?\'dl(N Ijll::::mhal P) 2
C.Dokomajilar C.KamY® ;ﬂ Ugandan
uncomplicatcd m“"(‘)”;
(rial JAMA:297(200:219-

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Elfatih M :{l , lb(ahma{ H , Salah H A, Eldinfieri § A, Khalid A M. 2006, Treatment-
seeking behaviour for malanain children under-fve yeass of age: implication for

home mafmgcmcnl in‘ .:uml arcas  with lugh scasonal (ransmission  in
Sudan(htip://ww w. malanajournal.com).

Depoortere  E, Jfean-Paul G, Naawa S, Nkandu , Fennon F, Balkan S and
Dominiquclecgros D., 2004. Adherence to the Combination of Sulphadoxinc-
Pyrimctbaminc and Astcsunale in the Maheba rcfugee scttlement,Zambia
Tropical Medicine andinicmationat llealth, volume 9 no | pp 62-67.

Falade CO, Ogundiran MO. Bolaji MO, Ajayi 10, Akiaboyc DO, Oladepo O, Adentyi
IJD. Odutola AM. The influcnce of cultural perceplion of causation.
complications. and scverity ol childhood malaria on dciconinants of ticaiment
and preventive pathways.Inl.Q. Community Health Education 24(4):347-63.

Fofana, A-A, Djimde [. Sagara A, Dao C.O. Kone B, Sidibe, Toure S, Koumare D,
Dembele A.Togo K, Sanogo OB Toure A Toure, Doumba O.K., 2009. Impacl of
artemisinin- basxl combinalion therepy on malana transmission in Mali: Abstract
Book, 5™ MIM Pan-African Malaria Conlcrence.

FMOH. 2009. Policy for the impicmentation of inscclicide-trcated mosquilo nels
(ITNs/LLINSs) in Nigcria.

FMOH, 2008. Nigenian Sirascgic Man, 2009-2013: A road map for malarie contro! in
Nigesia.
FMOI1. 2005. National Guidelines and siralcgics for malaria prevention and control

during pregnancy-

EMOLL 2005. Training manugl for management of malania in Nigerio. paiticipants’

manual.

FMOH/USAID/WHO/DF D, 2004. Nalaria Conttol in Nigeria. A stratcgy for behaviour
change communication 3004.2005; 12-14. | |
Summit On Roll Dack Malaria. Abuja. Nigena. Bric{ for

{ Orgonisations.
k inalaria in Nigeria. 2001-2005. Abuja,

FMOH, 2000. Aftican
Intcryational Developmen

inp bac
FMOHN 2001. Strutcgic plan on folling
Nigcria.

| back malaria. Abuja woiking document.

EMOMN 2000, Afiica sumniiton 10

S Y 1 BulllEpid: l.
| co numicable discases: Malana. Nig

FMO11, 1991, Coimbalin
24, - - An cducational and

Green L.\Y. and Kreuler M""cditi : .Mc(im\\'l'la"-
cCological npproach 3 on)

AFRICAN DIGITAL HEALTH R]EIID%SITORY PROJECT



Grecaberg AE. Ntumbanzondo M, Ntula N, Mawa L. Howell J, Davachi F., 1989.

ﬂospilal based survaliance of malasia-related pacdiatric morbidity and mortality
in Kinshasa, Zaire. Bull World Health Osgan, 67(2):189-196,

Howayd P.P, 1994. Childhood malariain Afnica: Africa health; 796 (12): 10-12
hitp//www.asrm.org/patient [acls/reproaging. Cited on 11% August, 2008.

hup//:www klinikum.uni.heidelberg.depdfl.  Ye Yazoumc (2007). incorporating

Environmcntal factors in Modelling Malasia Transmission in under-live children
in Rural Burkina Faso .Ciled on 5% Jan. 2009.

hilp://www.cnotes.com./public health-encyclopedia Breslow L, Cengage G. 2002, Mass
media. ‘Encyclopcdia of public Health. cited 20* Janary, 2009.

hitp//:www.malariasitc.com. Kakkslays, 2006. Combinations of antimalanal diugs Cited
on 17" April, 2009.

bitp//:wwiw.malariasite.com, Kakkilaya, 2006. Chcmopiophylaxis for mataria Citedi on
17% April. 2009

hitp/: www.malariasitc.com. Kakkilaya. 2006 Chemoptophylaxis for malaria Cited on
7% Aiil, 2009,

hitp//: www.malaniasite.com. Kakkilayx. 2006. History of malaria treatment. Cited on 5
December, 2008

r ; o : >y
htip//:www.malarinsilc.com. Kakkilaya, 2000. Aotimalarial  diugs. Cited on 3

Deccmber, 2008

- * ' 12% July,
hlip!‘/:www.|ollbacknmlarin.0tg.hlm Afsica Malaria Repoit. 2003. Cited on uly

2008

i Malaria 2005-2015,
hitp//: www rollbackmalaria.org.Global Surategic Plon Roll back Mala

Citcd on 12% July, 2008,

2003 *Esscntial Medical Statistics’ (2 cd) Blackwell

p 420 - $21.
cs and Gynecology 1985: 152: 7-12).

Kirkwood B R, Steme J A C.
Publishing Massachusetts P
on Joumal of Obstetr

ciccplions and Trcatment Praclices Among
in Rual Ghana.

Kirz et ol. (1985) Americ

Malnsia: T

Koite and Fischer D 2005 der 10 Years

Mo[hcls o[‘Childrcn un

Journal Of Obstclrics and Gynccology 1987: 157: 738-
oum

Lehman ct ol, 1987. Amencan
742).

AFRICAN DIGITAL HEALTH Rf?ﬂITORY PROJECT




Lucas A.O and Gilles H.

izt M, 2003. Short textbook of public health medicine for the

Mbonye A. K., 200;5. Pfc.vulcncc of childhood illnesses agd care-sccking practices in rural
Uganda. Scientific World journal (3):721-30.

Mecdicinc Plus, 2007. Medical Encyclopedia,

Menka E.,2009. On the sidetines: The RTS.S Vaccine,eyes on malana({):6-7.

Meremikwu M, Alaribc A. Ejemot R, Ekenjoku A, Nwachukwu C, Ordu D Ezcdinachi E
2006. Artemether-lumefantrine versus artesunate plus amodiaquine for reating
uncomplicated childhood malana in Nigena:a randomized controlled trial.
Malana joumnal (5):43.

Mwenesi, H., Harpha, T. and Snow. R W, [995. Child Malaria Treatmenl Praclices
among Mothers in Kenya, Social Scicnce und Mudicine, 40(9): 1271 — 1277.

Nabarro D.. 1999. Roll Back Malana Parassitologia; 41(1-3): 501-504.

Nicoll A., 2000. Intcgrated management of childhood.illncss in fcsource-poor countrics:
an initiative from the World Hcalth Organization. Trans R Soc Trop Med Hyg.;

94 (1):9-11.
Nigeria Demographic and Health Sutvey (NDHS). 2008.

Okam. C.U, Adcdokun.ll.P.A, Ashebu, S.D. and Omo;t.JI}:.S:A.. 1975. 'I?)g f)rganim[ion
| Siru'clurc StafMing and Utilization of lcalth facilities in Iharapa division.

EpidcinioloBy. therapeutic agents and cost of

Okogun G.R.A and Amadi A.N. 2005. O foey hospials 1 Veel Bood

managcmenl of pacdiatnc rmalaria
Dis 42. pp87-94

6. Guidclines for the trealment of malaria. Pogc 14-24,

Olumesc 7., W10, 200
1 0. Akinbami FO. and Sadchinde 0.2007. Joumal

i ildhood Scvere
: (W7 , s, Increasing Burdcn of Chi
of Tropical Pcdiatrics AdV :mcc| ;/:;;?alt tmplication for conirol Joumal of

. o Nipepan Tertiary X i/fnun002.
’;lrao!;::glu bediairic s 53(3);185-189: dois| 0 1093OTEAILR

‘ vare 101
1990 Primary tare
ncc and Mcdicdl . 35.

Osnimadegun AE, Fowolc O, Okereke

ning lor patents medicinc vendors 1n

Oshiname, F.O. Brcger W.. 12: 14771484

g a1 Scic
cural Nipenia, Social
4 2 nd social medicinc-12:223-230,

ivca
Park K., 2009, Park’s Tcxtbook of Prevemive

AFRICAN DIGITAL HEALTH RLZJSITORY PROJECT



Report of the MOH-MMV Workshop

ACTs in the pnvate sector, Sencs, 2007. Raspausibly improving access 10

Rob Redicy, 2001. Malaria Drug Devdopmant: R :
cpan sympoal h
2001 AAAS annual mecting, SM?@O&. Bk

Sach J.. Malacy P. 2002. The Economics and Social Burden of Mularia Nature
415:680.685.

Salako LA. Bricger WR. Alolabi BM, Umch RE. Agomo PU, Asa S. Admcye AK.
Nwankwo BO and Akinlade C.O. 2001 . Treatment of childhood fevers and other
lncsses in three rual Nigenan communities. Jowmal of Tropical Pacdialnes
(47): 230-238,

Salami K K., 2008. Household social reproductive roles and production of child healih in
Igboora, Southwesiamn Nigeriar-Hnpublisired thesis submuited 10 the depaamaent of
Sociology. Universily of lbxian.

Shuamay Yand Nicholas J. 2005. How' do palients use antimalarial drugs? A review of
the evidence Tropical Medicine and Intonational Health volume 10 no 2 pp 121-

138.

Snow RW cl.ol 1999 Estimating mostality, mordidity and disability due to malana
among Afnca’ non.pregnant population. Bulletin of the WO 77(8); 624.640"

A.A. Gooloso GO.Tambo E.Facye B.A.
Opn  andomiacd study of Aslcsunate-

ne- inc-sulphadoxine for the treniment
inquine versus Chloroquine pynmecthamine-Suipid |
2?::::?,::,|icmq1 plasmoium falciparum malana in Nigenan children. Tropical

Medicine and Intermational {1eoith (10)11:1161-1170

Sowunmi A, Fchintola F.A, Adedey
HappiT.C.Oduola  A.M. (2005.

Sicketee R.W, Bremp 1.0 1992. Malaria in public health and preventive medicife,

Appleton and Lange. Connccheut: 393-412.
. Meck S. 2009. Syncrgistic cfTects ofhome-
Togbos i1, Brownc E. Nokwa E, Counthan ! ek chidren sged fess than §

' malana |
m‘:::g/?t::::c lolgo:‘: l::u;\oi?hl Pan-Africon Malana Conlerence,
. is and Malana (GFATM), 2006, A Force for

The Glohal Fund to Fight Alds. Tubereulos
Change.

.ou J. Soulemanne. Ade G,
! ucdraogo A. l‘ngkou J. Sou _
Thera M.A. Dalensandm .];).‘Tbncro(;" .2800. Chitd mslana treslment praclices amnng
Fone M. Alves 1% 1J0umvs

m 0 Sk “la“o I “"’l.cnl Iuﬂhclm nnd
Othc i" lhc d'S‘ﬁC' OfYanf Ii!n‘ ]

1S
I“lcmalionnl Ilca“h ( ‘2)-8 i 6 B] :

asso fegion,

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Tililoye M. 1999. Comparison of feeding method used for children under two years by

mothers and  grondmolhwrs in igboorn. MPH dissertalion submilted o the
dcpariment of health promotionand cuucation.

UNICEF, 2007a. .Malaria and Children Progress in Intervention Covcragc.

UNICEF, 2007b. Malnria, @ major cause of child dcath and poverty in Affica:
www.unicef com.

WcebMD Mecdical Reference ftoin Healthwise 2007. Information and Resources;
Chloroquine for malnrio; cited 4* November, 2009

WHO, 2008a.Updatc on Molaria Siluation News Relcase - WHO/32
htip://www.who.inVmnlaria/wmr,

WO, 2008b. Impact of Jong-lasting insccticidal-trcated ncts (LLINS) and artemisinin-
bascd combination therapics (ACTs) mcasurexl using survcillance dota. 1n four
Aftican countrics Preliminaty report based on four countiy visil.

WHO, 2008c. Global Control and Elimination: Reporl of a inccting on containment of
aricmisinin tolcrance.

\WHO/RBM, 2006a. 2001-2010  United Nations dccade o roll  back
mal ania htip//ww w sbm.who.int.

WHO. 2006b. Childrenand Malasia:ht ip//www.rbm.who.int. Cited on £2” July, 2008.

(Attcmnisinin  based Combination Therapics).

: ACT
\WHO. 2006c. Facis on * July, 2008.

p#/wwav.rbm.who.int. Cited On

Economic Cosls of malaria). :hﬂp!iwmv.rbm.who.inl, Cited

WHO. 2006d Facts on ACT (
on 12% July, 2008.

ol sequclnc. anacmia.  respiralory  dJisuress,

WHO. 2006f #th malario neurolog!c [ pregnancy. Ame J. Tiop.Med. Hyg: 64 {1-2

. ¢ ) O
hypoglyccmio and complicalions

supplements): 57-67.
Veclor Contiol and Posonal Protection. Report of a WHO Study
WHO, 2004 Malaria Veclo

group. | o
2003, The Abuje Declaration and PMan of Action, www.rbm.who.intja
WHO/CDS/RBM, . The

ion.pdf. )
decloration.p {jumafantrine (coatcm) through WHO

nt of Arteinciher

WHO, 2001a. Procurement &0 ioiy

websitc :hip//aww.W

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



WHO/CDS/RBM. 2001b. Assessment and moniloring of antimalaiia drug eflicacy for the
treatmenl of uncompiicated falciparum malasia, Geneva, AWHO.

WHO, 2000a. The African Suminit on Roll Back Malaria, Abuja, 25 April 2000. Geneva.

WHO., 2000b. Managing complication in pregnancy and childbith. A guide for inidwives
and doctors. Geneva, WHO.

WHO. 1993. lmpicmentation of global malaria control Slrategy. Report of \VHO study

group on ic impicincnlation of global plan ol aclion for malaria conlrol. 1993-
2002.\WHO Technical Repoit scrics numbes 839.

Wikipedia, 2008. Chioroquine from Wikipedia, the frec encyctopedia

AFRICAN DIGITAL HEALTH IT?*ITORY PROJECT



Appendix |: Consent form for Survey Respondents

Nanie of Principal Investigatar: Osuofale 0. Adckunle
Name of Organization: University.of Tbadan

Nanic of Sponsor: Scil

Title of Project: Mothers' Knowledge, Perceptions and use of Ajtcmisinin-based

combination therapy for ticating malaria among undcr-fives in Ibampa Cential Local

Govemment arca, Nigena

Greetings: My namc is and ] am a

student of Department of Health Promotion and Education, College of Mcdicine,
University of Ibadan. | am pait of a team doing a research study 1o document knowledgc,
pereeptions and usc of mothers ol under-five concerning deugs for the treatinent of
malaia. Your honest answer 1o thesc questions will be useful in planning for appeopriate

ways ol improving the health of children in the community.

Purposc of the rescarch:
We are planning to cany out a study to- document inothers’ knowledge, perecpuions and

use of Artcrmisinin Bascd Combination thesopy (ACT) for treating malaria 1n the under -
ves in Ibarapa Cential Locat Govemment Asea. We would therefore like 10 find out
What you know apout ACT diugs and your cxpencnce in Lhe use of it in the home
managcment of mplaiip in the under ~fives. Your honcst answer to these questions will

be usclul in plamung for appropriate ways of impioving the health of children in the

conimunity.

Procedures: .
¢ invite You to takc part in this research

: ' W
To lind answers to soinc of these questions,
1 an interview, You have

' ucsti
you gccept. you will be asked to answer somic 4 .l |
will 1elate to Your cspcrience on knowlcdge. perecption and

S

lana of your cluldren under-live years

been randomly sclected to panticipate, if

rojccl rticipslc
project and particip ons about scveil aspects of your

life. A lot of the question

fna

:n (he trcatment of

pallem of usc of ACT drugs ¢n |

of F | will be agked Whether of not you have cver heard about
uge. for example, you
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Altemisinin-Based Combination Therapy (sometimes called ACT). And if you do. Wbat

arc your sources of information.

1 will record your answcrs to these qucstions on this fonm (questionnairc). This 15 donc
so that 1 will emember cverything hat you have told me. Although it is important for
the rescarch that you answer all the questions, if you do not wish to answer any of the
questions included in the sunvey. you may ask to move on to the next question. We
assurc you that we will not tell any other person whatever you disclosc lo us. Remcnber
also that your name is not required in the inlervicw. Participation an the study is voluntary

and you arc free 10 discontinuc if you so desize. You are also free to ask questions about

the study at any tiinc.
The exprecled duration of the intcevicw is about 30-35 minutes.

Risks :ind Diseomforts:
There is a slight risk that you inay fccl uncomfortablc talking about some of the topics.

However, we do not wish 1lis to happen, and you may refusc to answer any of the

questions or not 1ake part in o portion of the sunvey if you {cel the question(s) makes you

uncommlortable,

Bencelits:

There will be no direct benelit Lo you but the information obtuined from this study will

i ~ l
help to provide suggestions that will enable the rescarchers devclop an appropaaic

fives. 1 you nccd any profcssionol counscl 0
r children. the rescaiche

n drug matters especially on the ACT's and

rs will agrengc that {or you at no cost al nil,
n its adntinisiration fo

Incentives

You will not be provided any ncentive lo take part in the research,

: ; 1 ation
R cntintity Collowing SiePs 1o Cnsurc that Y\ or¢ safc and that the jnform
We have taken the 10 owing

you providce is €on fidential,
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[. The interview will

discuss with the intetviewer.

2. The ml'or-ma{lon that we collect from this research project widl be kept confidential.

3. Information collected from you will be stored in a file that will not have your name on
it, but a number assigned to itinstead.

5. You may talk to the leader of the fscasch lcam in case you have any concem or
questions. |

6. The questionnaires will be destroyed alter the rescanch is complcted.

Risk to rclusc or withdraw:
You do not havc to take patt in this research if you do not wish 10 do so. and rcfusiog to
pasticipate will not affcct your future in the community. Even if’ you do not wish to
answer these questions, you arc cligible to government’s packages of intcrvention as they
implcment the recomnicndations fiom this rescarch. You may stop panticipating in the
iblciview at any timc that you wish, and there will be no negative consequences for you
in any way.

Who to contact:

If you have any questions you mpy ask now or later. if you wish to ask qucstions latey,
you may contact any of the following:

(1 Osuolalc Oludayo Adekunle,

Departinent of Ilcalth Promotion and Education. College ol Mcdicinc, Univasity of
[badan

Telephone: 0805-527-9110
Email:osuolale2007(@yahoo.com

(i) Dr . O. Oshiname {Supervisor)
Department ol Health Momotion and Educal

Ibadan T
Einail; Foshinainc@ yahoo.com T elcphone: 0803.500-

Ccrtificnte of Consent for Quull(nlive Study .
tescarch on mothess' knowledge, perceptions and

on. College of Mcdicine. Uuversity of

| have been invited (o take part in the
uscof Aricmisinin-based comhination
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E

Ibarapa Centra) Local Governmcent area, Nigeria 1 have read the foregoing tnformation.
or it has been read to me. | have had the opportunity to ask questions about it and all the
guestions i nsked have been answered to my satisfaction. I consent voluntarily 1o be 3
participant in Lhis study nnd understand that | have the right to withdraw from the

interview 3k any time without in any way affecting my medical care.

Print Name of Subject Dalc and Signature o Fsubjeet

L ]

Print Name of [nterviewer Dalc and Signaturc of interviewer

L 4
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APPENDIX II:

PERCEPTIONS AND PATTERN
COMBINATION THERAPY FQR
AMONG MOTIIERS 1N
STATE

OF USE oF ARTEMISININ-BASED
TREATING UNDER-FIVE MALARIA
IBARAPA CENTRAL LocCAL GOVERNMENT, QYO

INTRODUCTION: Greetings, My name s O RNy SR [ -

Department of Health Promotion and Education, Faculty of Public Heaith, Collcge of
Medicine, U niversity of lbadan. We are inteeviewing mothers of under.five concemning
drugs for the tremiment of malaria. Your honest answer 1o these questions will be useful
in planning for appropriate ways of improving the health of children in the community.
We assure you that we will not tell any other person whatever you disclose 10 us.
Remember also that your name is not required in the interview. Panicipation in the study
is voluntary and you arc free to discontinue if you so desire. You arc also free 10 ask

questions about the study ol any time.

SCREENING QUESTION
Do you have a child between ages 1-5 years old in your care? (1)} Yes ] {2) No -

I YES, procced with the interview, if NO. discontinue the insciview

SECT|ON A: SOCIO- DEMOGRAPINC CHARACTERISTICS
Please nusvver the following questions by completing the blank spaces or by ticking (v )

' ided.
the opztions that concem you in the boxes provi |
" ) | Lousewife T 2. Trading ] 3. Student T3

I, Vhat is your occupation?
; ) 6. Civil seevant )

4, FarmingC3 5. Teuching (=

7. Others (specify) « o aeaeeereasees

e fonnal Education (]
2 Highest level o fEducation compleicd ——— 1. No fonmal LEdu

l) . 'D
(2) Did not complcwl’rimmyl::l (3) Complcted Priman)
m d danyCT)
(4) Did not co plctcSccomlnryCJ ($) Completed Secon
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(6) PolytechnicsC] 7. University [
(8) Others(specify) ., . ..

*
te0ccrsgacurgge,

3. Marital status:  (3) Never Marr[2J] (2) Cohabiting (3 (3) Marricd [

(4) Sceparated ) ($) Divorced {6) Widowed ()
(7) Others (specify)

g, Family Type: (1) Monogamoud” 1 2 Polygamous ()

5. \What cthnic group do you belong? (1) Yoruba(J (2) Howsi{TJ
(3) 1gbo L

4. Others (specify)

6. Which religion do you practice?

(1) ChristianityC3J  (2) Islom CJ (3) Treditional (CJ
(4) Others (specify) coeeeeiinninennee.

1. How many living chitdren do you have?

8. How old arc the children in your care who arc aged less than S y cas?
a. Child A
b ChildB
c CindC
d ChildD
¢ Child

SECTION I5: AWARENESS AND KNOWLEDGE ABOUT MALARIA AND
ANTI- MALARIAL DRUGS
INSTRUCTION:

Kindly respond to cach of the following Stolcments by ticking () the oppropriate

1 -t or which you consider correct.
opion(s) thgt best cxpresses your oplaon

9 What do you think are the causcs Of maloria? {You moy lick (¥") morc than one
. 0

that you feel is (ore) correct).
(1) Cold weather CJ (2)Badai

(5) Plosmodivnv/germ in Mmosquil NS
(7) Working in thesun (] (8) Dryeather

(3 3)ThegodsCJ (4 Mosquito(—]
o CJ(6) Eating to0 Mmuch of paim oil. (]

(9) Others (SpeCify) —————
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10.

".

13

) t i
What i your opinfon  Is e male  couwse  of  malaria?

How can malaria sprend [rin person 1o persun?

(1) Through the bite of mosiuitoes. T3 (2) Through blood transfuglon(
(3) F'rom mothier 1o baby during pregrancy ()

(4) Sharing ncedles and syringes with other Infected children, (]

(5) 3y shoring the same npatiment with inalatia Infeeied peeson, =

(6) Others (specily)
Whal are the symploms or slgns for recognizing o child with malaria? (You may

tick (v Yone or more that you feel Is (arc) correct),

(1) Hieadache 3 {2) Increasc in body temperature. )
(3) L.oss oloppctite (4) Musclesoint pain (]

(5) celing cold and shiverind—1 (6) Others:
Among which of the following groups of peoplc is malaria most scrious?
(1) Children under-five yearsC) - (2) Children aged 6 - 9 yeurs )
(3) Al young peaple [ (4) Adult (3]

5. Othets (specily)
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14. Forcachofihe following listof drugs — indicate by ticking (¥') whether you have
ever heard about it;

also put down Your main source of information for each of the drugs.
DRUG (A) EVER TIEARD
Tick (¢ ) (B
Yes No Pharmacy | Physician | Telcevision | Radio | Others
Specily

Onc main source of Information (C)

1) Arlemether-
Lumecfantrine
{Coanem'®, Lonnn@®
b.) Amodiaquine -
Arlcsunate (Larimal,
Dat. Malmed)
¢) Aricsunalc
Sulphamcthoxine &
Pyrimcthamine
(co-Arinalc @,
Farcnax) |
d) Sulphadoxinc —
Pyrimethaminc
(fansida®,
maloxine®,
Amalar®, Malwin®)
) Ancsunale !
mefloguine
Arlcauine®)
() Proguanil
Paludrine &) |
B.) Chloroguine l
(Nivaquine @)
h.) llalofantrine
{l1alan @)

.';)_Q_I!iﬂiﬂc

Elave you cver heard that therc are malnria coses that do not gel curcd cven ofter using some

] ’ No 3

anti-malarial drugs? 1. Yes

If YES go 10 question 16, If No. g0t

16. \Yhich cominon anti-malarial dru . sy
efTective for the lreatment of malarin in some par

5 latfn 3. Amalor T3
. ) 6. Daoptim (Sunlla)-Sunday)[j

o ¢jucstion |7

gs bre you aware of that is no longer

1. Maoloxine -
3. Chloroguind— 3. Artesintie
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7. Others (Spexify)

17 Which of the drugs

tcalment of malana

in the table below are the new drugs now recommended for the

in Nigeria? Also pul down onc main source of information for each

drug.
Drug Yes |No | Not Main  Source of
sure information (Il Ycs)
3 Chloroquine/ Nivaquine
b) Fansidar {Sulphadoxinc -~ Pynmcthaminc)
<) Coartem.Lonart  (Artemcler -
Lumc{aninnc)

d) Dart, Malmed, (Artesunalec — Amodiaquine
)

?)- Farcnax (Artesunate — Sulphadoxine —

Pynmcthaminc)

) Fansimcl (Mclloquinc -

SuiphadoxincPyrimcthaminc)

g) Others — specify.

18 The following questions relale to malacia lieatment, for cach question - indicate

by ticking ( v*) whether it is ttuc or falsc or you don’l know or never hean).

STATEMENT

True

Fintse

I don't know

Never |

\icar

Chloroquinc is still the most cNcctive
drug lor the treatment ol maloria In

Nigerio.

T‘(_)nncm is now the new diug used in

place of Chioroquine for the treatmenl of

malaria in Nigeria

The most cllective anti-malorio d1uB

- i0
rccommended for sickle cc]] anacm

Palicnl IS proguunil (!’uiudrinc O)

——
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Conriem is the most cffective drup for

the reatment of malaria as g loday. |

It is safc for women who are pregnant for |
3=6 months to take Coartem.

Sulphadoxine — Pynimethamine

(Fansidar) is cffective in the control or

prevention of rnularia during pregnancy

Coartem is now the {irst drug you should

take once onc notice he/she has malaria.

SECTION C: AWARENESS AND KNOWLEDGE ABOUT ARTEMISININ-
BASED COMBINATION THLERAPY “ACT™

INSTRUCTION: Kindly respond to cach ofthe following statements by ticking () the

approprintc option(s) that best expresses your opinion(s):

19 Have you cver heard about Artemisinin-Based Combination Therapy (sometimes
called ACT)?
2™ Yeg  [5) 2. No (]

Il YES, proceed to Question 20 and if NO. go to Question 31,

20.  What is (arc) your sourcc{s) of infonnation about the term Astemisinin based

Combination Therapy (ACT). You may tick (*') onc or inore appropriatc option.

Tick(V )

Sonrcce

Doctor k

l’hnrmncy/phnrmncisl
Facility (Hospial. Clinio/a aemity)

Henlth
Working Place

Newspapets
Radio

Television
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Patent Medicine Vendors i

Nurscs

Drug Hawkers

Others specily

Others specily

2).  For cach of the drugs listed below. tick (¥ ) Yes or No whether it is a

reccommended  drug for the llome trcatment of malaria in childeen under-five years

nowadays. Il in doubt tick (¥') not surc.

g | |

Drugs Yes | No | Notsurc Never Heard

a) Coartem/Lonart (Arthemeter + L.umelantrine)

b} Dac/ Larimal (Artcsunate ¢+ Amodiaquinc)

) Chlorogquine

| d) Fansidar, Amalar. Malosinc ( Sulphadoxinc

+ Pyrimethaminc )

c) Others (specily)

2. What ure the advantages of using the newly imroduced Anti-Malario] drugs such

as Coartem, 1,onuet in undcr 3 children? {You may tick () onc or morc option(s) tal

you consider corsect).

(1)  Never heard about them, 53 |
ve against all forms ol malaria infections in children.C]

(=]
(3)  Theyar

(4) Adverse cffccts arc minimal and arc mre in under-live children, [
(6} Dosage is casy to comply withC3

(2)  They arc acti .
¢ very safc to usc for under 5 children

()  They are cosl cflective. 3
(7)  They arcnol bitter. ]

i -—-.—-

m for the treatment of melaria in under-five

(8) Others {specify) —— —

23. Do you know how to Usc Coartc

children? =
() Yes (3 Q) Mo

ion 27.
IT Yes, go to question 24, If No, go 10 question
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) What §
24 hat is the recommended dosage of Coartem for treating malaria in children aged

-3 ycars

Stalc dosage for day |, day 2 and day ),
DAY DOSAGE

DAY |
DAY 2

DAY 3

L

253.  What isthe recommended dosage of Coartem for treating malaria n children aged
4-S ycars?
State dosage for day 1. day 2 and doy J.
DAY DOSAGE
DAY |
DAY 2
DAY ]

26. Do you know how 10 usc such ncw deugs called Lanmal or Dart for ireating

maloria?
I.Yes ([ 2.No [
IT Yes. go o question 27. 1f No, go to question 29,

27. What is the 1ecommendcd dosage for Larima) or dant for treating malaria in

children aged 1-3 years?
State dosoge for day 1, day 2 and day J.
DAY NOSAGE

DAY I
DAY 2
DAY J
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28.  \What is the recommended dosage of other ncw anti-malmials e.g Larimal and
Dast [or trcating malaria in children aged 4-5 ycars?
State dosage for day 1. day 2 aad day 3.

DAY DOSAGE

DAY I

DAY 2

DAY ]

SECTIOND: PERCEPTIONS RELATING TO THE USE OF “ACT™

4s Kindly respond 10 cach of the following statements in the table below by ticking
{¥') the appropriatc option(s) that best capresses your feclings conceming the ncw
anti-malanal uscd c.g Coartem, Larimal, c.t.c for under 3 childicn,

S/NO STATEMENT Agree | Can’t Sny | Dis-agree

a. | fo nOt usc the new Anti-malarial drups
because they are not readily available in

the hospitals and drug stores.

b. | The new Anti-inolanal deugs have less

side-cffect compared to chloroquine.

C. ! do not usc thesec new anti-ninlarinl
drugs because they are too cxpensive: |

can not niTord thern.

d. | Chioroguine is still very cffeclive S

irealing malania; so it s the drug | usc,

e. | don't know much nboul these ncw

Anti-malarial drugs: so | don’t usc then.,
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e Which of the lollowing statcments in the 1ablc below represents your opinions or

belicfs about Usc new Anui-malarial drugs c.g. Coartem, Lartmal and Dant e.t.c?

Opinlon Tieck (Y) the appropriate
option(s) that best expresses
your opinion

Yes No

(a) Not much is known aboul their

sidc efTecis for children under S.

(b) Coattem for children under-five is

‘ now available cverywhere,
(c) Coartem and thc other new anti-
malarial diugs arc for pcople who

arc rich in the socicly.

{d) The new Anli-malarial drugs are
morc clfective in treating under-
five children compared wilh

chloroquine.

SECTIONE: PATTERN O ANTI-MALARIAL DRUG USE IN UNDER-IFIVE
CHILDREN
31, Which of the following drugs have you cver used in treating malaria in your

children aged under-live? You may tick (v ) one or more oplion (s) that you (cel

1s (nrc) correct.

Drugs Tick (V) if ever used

Local hetbs
Forcign  herbs  (Tianshi,

GNLD products, cic)

Chloroquinc

|8

Coaricm
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Dart l

Fansidar

Amalar
Laila

Alabukun

Maloxinc 1

®hers (specily)

— s —

32.  Which of the folfowing drugs do you still usc whenever any of vour children
under-tve has malaria fever? Tick {(¥') all you mention.
(1) Loca) herbs (3 (2) Foreign herbs (Tianshi, GNLD products, cie) [
(3) Chioroquine(”] (4) Coartes 3 (5) Dant [ (6) Larimal ]
7. Others (specify

33. IT you still use chloroguine in treating malaria in your children aged undcer-five,
what are your reasons? Tick (¥7) one or more appropriate option (s).
(1) It is generally acceptable to childrenT"—J (2) L is very cheap
(3) It is neadily available C_J (4) It does not cause problem for my child(ren)l_—
(5) It was recommmendwl by our Doctorsihealth worker, (]
(6) Others (specily)

34. Below is a bist of drugs. Which of them do you prrefer most for trcating malnria in

your children aged undcr-five?
Anti-mnularials Tick (V)

i. Chloroquine

2. Coartcm

3. Artequine, (Larimal, Dort)

4. Fnnsidar, (Amalar, Maloxinc)

5. Comoyjuine
6. Halfan

7. Quininc
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35. How many times did any of your children aged under-five had malaria fever

within the last six months? Indicate by ticking (V¥ } in the table below: the number

oltimes
S/N No of Times Tick (V)
% Once
I 2 Tawice
3 Thrice
4 Four times
S Five times
6 Six limes or more
7 No malaria cpisodczh

36. When do you give the new anti-malarial drugs c.g Coartem. Larimal to any of

your children oged less than five years 1o take?

{1) When my child develops a mild fever. —

(2) Cvery weck, to ensurc thot molaria never strikes. J

(3} When the major symptoms of malaria become visibic in iy childC]

(4) [ uscit only when the physician piescrbes i, ]

(5) Others (specify)
370. Arc there onti-maloriel drug(s) you used to use bul you no longer usc for tresuting

your children oged under-ltve when they have malorio?

Yes [J (2N ([O
37b. | YES, what ore they?

—

[l Yes 1o question 378, go to question 38. I No. go to question 39.

38.  Why orc you no longer using it?
l. It has bitter taste

It hns many unpleasent advetse cilects.

0 aul

2.
3 It could not cure the inalaria when it was used.
q.

My doctor wosmed mc against it.
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APPENDIX -

AWON IUSI A TI SISE AGBERALE AKOJOPO OGUN TI ARTEMISININ
PILE FUN SISETOJU 1BA LAARIN AWON IYA OMO TI OJO WON KO JU
ODUN MARUN LO NI IJOBAIBILE AARIN GUGU IBARAPA, IPINLE OYO.,

INONI: IR, OMUKO 1T 1,20 ves ity - cossoiienen gneBioes s asne sahemare el e dnt sne s
Lati cka ti nsc idagbasoke cto ilcra ati idaleko, ilc iwosan orita mefa, 1i of¢ ti ilc iwe giga
julo ti ilu Ibadan ni a ti wa, A nse iforowanilenuwo avwon iya omo ti 0jo ori won ko ju
odun marun Jo nipa awon

Oogun fun itoju urun iba. ldahun ododo yin si awon ibeere yi yoo wulo ninu crongba fun
awon ona ti o ye lati tu ilosiwajn ba eto ilesa awon omode ni adugbo yi. A Iid a yin loju
wipc a ko ni so fun clomiran ohunkohun ti ¢ ba so fun wa. E ranti bakanna wipe a ko nilo
oruko yin ninu iforowanilenuwo yi Ikopa ninu iwada ¥i je atokan wa ati wipe a ko nilo
otuko yin ninu iforownnilenuwo yi. IKopa ninu iwadi yi jc atokan wa ati wipe ¢ ni aayc
loti da ikopa duro (i ¢ ba fe. E tun ni aayc bakanna lati beere awon ibecre nipa iwadi vi ni

igba kugba.

IrllllCERE AYEWQ KINIKIN

N jc ¢ ni omo ti ori re wo laarin odun kan siodun marun labe itoju yin?

(1) Beeni [J  (2)Becko ]

To o ba jc beeni, tesiwaju pelu iforowanilenuwo yi, ti o ba je becko, ma se tesiwaju.

IPIN At ABUDA ISEDALE IWA ENIYAN LOLORILJORI.

Jowo dalun awon ibcerc wonyi nipa didi awon alafo tabi sisaami (¥ ) si awon idahun (i
o kan ¢ ninu awon apoli li a pesc.

Kini Isc re?

1 lyawo lle CJ 2. lsowe (] 3. Akecko )
4, Agbe [ 5. Olukoni [J 6. Osiscljoba []
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7. Omiran (sopato) ........

0080 0009 0cacihovoce B0 CPi@idlremeneed008d0i0008000o0bopooe s lianbdotodons

3 ko ti ¢ ko pari: 1. Kosicko kan 2. Jpari iwe alakobere [
3. Pari iwc alakobere 1 4. Ko pari iwe gimma [ 5. Pari iwe gimma (CJ

6. llciwe gbogbonise  (J 7. lle iwe giga julo (Fasiti)) T
8. Omiran (SO Palo) cecviereriveciiaiareitnneaearsonnnnns

3¢ Ipo aya/oko nini? (I) Miotinioko/i TJ (2) ajoogbel_] (3) Mo ti ni okd—
(4) An gbe lotaato ) (s)Motikookoomisile [ (6) Opo ]

(7) Awon iniran (so pato)

4. Iru Ebi: 1. Oko kan ati iyawo kanL—J 2. Oko kan ati iyawo ju cyokan lo
Kini cyatic yinje? i.Yoruba [3J 2 Hawsa T 3. Igbo ]

4. Awon Iniran (so pato)
Esinwonionsin? . Kristieni [ J 2 istamu [ 3J 3 Esinlbile ]

*a

A\Von m.wun (So pi“O) ® 009909092 9°009P 0008048009009 c00s0c000P0e

Oino mclo ni ¢ ni?

e N & 8

Odun mclo ni avon omo ti owa ni abe itoju yin ti gyo ori won ko tii ju odun

amonn lo?

a. Omo A
b OnoB
¢ Omo C
d Omo D

c Omo I}

IPIN I3: MIMO ATHIMO NIPA 1BA ATIAWON OGUN TI O N DLEKKUN 1BA
ATOKA:

E dahun si okookan awon gbolohun wonyi nipa sisaami (¥') awon csi ti 0 ye. cleyi t o
salayc ipinu yin tabi (i ¢ i wipe o tona,

9 Kini 0ro wipc o jeawon ohun tion fa iba? (O lee sanmi (V') ju eyokan lotio ba

ri wipe o lond).
I. Asiko ogilinli/owtuD 2. Afefc buruku =1 3. Awon oosa —

1. Efon CJ 5. Kokoro aifoju rininu cfon 3 6. Jije epopupa pupe
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10.

13.

5.

7.Siseninuoorun 3 8. Asiko ogbele (]

9. Awon miran (so pato)

Kinni ninu ero yin to jc ohun kon Pataki ti o n fa iba?

Bawo ni iba se fce ran lati odo enikan si enike}i? (O le saami (¥ ) eyokan tabi ju
bee [o ti o baro wipc won tona

1. Nipa ki cfon g¢ cniyan je
2. Nipa gbigba c¢je s1 ara fati odo elomiran
3. Lati ara iya si omo lasiko oyun

4. "inpin lo awon enu abere ati onfa won

00000

5. Ajoolo ibugbe pelu awon eniyan tio ni iba

6. Awon miran (so pato)

Kinni awon aami labi akojopo awon aami i a ice fi mo omo Ll o ni iba? (o lece
saami (¥ ) cyokan tabiju be lo 1i 0 bar 0 Wipe won tona)

I.OrififoC] 2 Kiama maagbora 3. Kioomoma lec jeun [

4. Isan/orike ara didun [ S. Niotutu ati gbigbon riri L]

6. on miran (so pslo):

L aarin ewo ninu awon akojo eniiyan wonyi ni iba maa n le julo?

|. Awon cmo i 0jo swwon ko to odun marun ]

2. Awwon omo liojo ori won wa laarin odun meha si odun mesan [ )
3. Gbogbo awon odo( ] 4, Agba (]

Awon miran (3o paio)
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14.  Fun okookon swon oogun i a daruko wonyi, toka nipa sisaami (v ) boya o i gbo

nipa re ri, bakanna ko sile ona kan Pataki ti o ti gbo iro fun okookan ogun yi.

OGUN (A) MO GBO RI Ibikun pato 100 ti gboro (C)
Saa mi(¥ ) (B)
Beeni | Becko | Olupon | Oniscgun | Amobun | Asoro Avion

Oyinbo | Oyinbo | Moworan | Magbesin | Miran
(so palo)...

a.)  Artemether-
Lumefantrine
(Coartcm®,
Lonart®

b.) Amodiaqlrinc
—=Ar1tcsunale
(Larimal, Dan,
_Malmcd)

c) Ancsunate -
Sulpharncthoxine
& Pyrimcthaminc
(co-Arinaic @,
I'arenax)

d.) Sulphadoxinc
- Pyrimethamine
(fansidar®,
maloxine®,
Amaolar®,
Malwin®)

c.) Artcsunate -
mcfloquine
(Artcuine®)

I¥

() Proguanil
(Paludrine ®)

g.) Chloroquinc

(Nivaquinc ®)
k) lalofantirine
{!Inlfon ®)

k) Quinine

15.  Njcotigbo nigt arun iba ti ko gbo ogun Ichin igbati olo ogun iba?

Beeni ] leccko [

To bn je beeni, 1esisvaju loli dalwn ibeere 16. To ba je becko. tesi woju lati dahun ibeere

17.
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16.

Ewo ninu awon ogun iba ti o mo towopo ti kosi kapa wiwo iba mo in awon
agbegbe kan in ilc Nijcria?
).Maloxine [J 2.1lalfan ] 3. Amatar [

4. Chloroquind_J 5. Aresunaic L1 . Daraprim (Sunday-Sunday) [

7. Awon miran (So palo)

17.  Ewo ninu awon ogun li 0 wa ninu tabili isalc yi ni © jc ogun titun 1i ijoba fowosi

ni asiko yi fun titoju iba ni Nijiria?

OGUN Beewi f" Becko | Ko duju Ona kua Pataki tiiro |
ti wa (th o ba je
beeni)

a) Chloroquine/ Nivaquinc

b) Fonsidar (Svlphadoxine -~

Pyrimclhaminc)

¢) Coartem.Lonunt (Aremeter - H

Lumc/fantrinc)

d) Dort. Mulmed. (Ancsunaie - ﬂL

Anodiaquine )

c) Farcnnx (Aricsunate

Sulphadoxinc — Pyrimethantine)

) Fansimel (Mcfloquine —

Sulphadoxincyrimecthaminc)

B) W01 N1 (S0 p8l0). ..o.ceevveinnnirnnnnn
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8 Awon ibeere wonyi jemo tiloju iba. fun ibeere kookan-toka nipa sisaomi () boya

lotito ni tabi iro ni 1abi o ko mo labi o ko gbo o ri rara.

S/AN | GBOLOMUN Otilo Iro MiO Mo [MIOCboeri
{a) | Chloroguine si jc ogun kan
o ni ikapa julo fun titoju iba
ni Naijiria

(b) | Coastem ni ogun titun fun
titoju iba ni Nijiria ni a si ko
L L — :
(d) | Ogunti o niikapa julo ti won
fowosi fun romolccgun ni
proguanil (Patudrinc (R)

(¢) | Coartem ni ogun ti ni ikapa
Julo funtitojuiba

(¢) Ko leww fun awon obirin ti o
W3 NiNUV 0yun Osu mela si osu
mcfa lati Jo Coattem
(1) | SulphadoxinePyrimethamine
(Fansidar) ni ikopa ninu
didekun abi didena iba
 obirin 1o ba wa ninu ovun
(8) | Yolo si Cooriem, avwon ogun
litun Jniran bi Larimal, Darl
ali farenax  lee ni ikapa
darndara ninu titoju iba
(gb) | Coartem #i - ogun akoko |
gbodo lo ni asikoyi ni Kele i
o bo ni iba
(i.) | Nigba 1i o bn lo Coartem i
ko siwo iba na3 san. ogun Li
o kun ti o ye ki o lo ni
Quinin¢c

IPA C: MIMO ATIIMO NIPA OGUN TITUN TI AN PE NI ARTEMISININ-
BASED COMUBINATION THERAPY “ACT™

ATOKA:
E dahun si okookan awon gbolohun wonyi nipn sisaani (¢) awon esi li o ¥e. cleyi i o

salayc ipinu yin tabi ti e ri wipe o lona.
19.  Nje ctigbo nipa ogun litun ti an peni ACT tialin p’oro iba.

1. Deeni [ 2, Becko 3
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To ba jc becni, tesi iwaju lati dahun ibeerc 20. To ba je becko. test waju lati dahun rbecre
31.

20.  Awon ibo ni oti gbo iro nipa awon ogun titun ti o ka pa iba 1i an pc nt ACT?

(O lec saanu (') ju cyokan lo 1i o ba i wipe o tona).

=
Orisun iro Saami(v)

Oni scgun oyinbo

Awon apo ogun/ ilc ila ogun oyinbo

llcwosan oyinbo / llcigbebi

1bi isc

Jwe izoyin

Ero asoromagbesi

Ero amoliun ma woran

Awon kenisi

Noosi

Awon li won paic oogun

21.  TFun okookan awon oogun li a dosuko wonyi, toka nipa sisaami (¥" ) beeni abi
becko boya awoo oniscgun oyinbo 11 ko awoo ogun naa {un itoju tba awon omode

ti kopc oduin marun. Ti koba da c loyu. saa mi koda mu Joju.

=Oogun Beeni | Decko | Ko damtloju | Mi o ghorl

[2) Coattem/Lonart (Asthemeter +

Luinciantrinc)
b) Dun/ Lanmal (Astcsunnic +

Amodigquinc) [

d) Chloroguinc

c) Fansicar, Amalas, Maloxinc

( Sulphadoxince + Pyrimcthaninc)

¢) Awon ogun niinin li 0Ino
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(09
A

25,

26.

Kinni owon onluani ti o wu ninu lilo awon ogun iba titun 1i o jade bii Coariem,
Lonnit fun uwon omo (i ojo ori woun ko ju oddun morun te? (O lce suami ( ) cyokan
WwLi ju bee lo avwan idalwn ti o 1i wipe o lona).

|. Mi o gbo nipa won ri 1

2. Won muoa sisc lati koju gbogbo orisi arun tba ni nm awon omotle, -

3. Won ko Icwu lati lo fun awon onta ti ojo ori won ko ju odun marun o

4. Awon inira i 0 mo nivon ati wipe o sowon loasin ewonomntiojo [

ori won ko ju odlunmarun lo.

5. Won kii na ccyan ni owo pupo )

6. Ocdisvon si rorun lati tele ]

7. \Won ko koro —

8. /\\won mirn (SO Palo) se.vvvaveoniecncaseacanan,

N jc o mo bi ali sc n lo Coartem fun titoju iba awon omo li ojo ofi won ko ju
odun marun lo? . Oceni 2. Becko

Ti ba je beeni, lo si ibeere 24, ti 0 ba ic keeko, lo si ibeere 27,

Kinni odiswvon Comtem ti ijoba fowosi fun siscloju iba awon omo ti 0jo ori won je
odun kan si odun mcla?

Soodiwon fun ojo kini, 0jo kcji ali ojo kcla
Ojo Kini Odiwon:
0Ojo Kgji Odivon:
Ojo Kcta Odiwon:

i

Kinni odiswon Comrtemn 1i won fowosi fun sisctoju i% awon omo i 0jo ori won je

odun mcrin si odun maun?

So oodiwon fun ojo kini. ojo kcji ati 0jo keta.

Ojo Kini Odiwon:

Ojo Keji 1 Odivon:

Ojo Kela Odiwon:;

N je o mo bi o s¢ nfo 8won 0gun titun gege bii Larimal sti Dan fin nsetoyu iba
I lleenl 20ecko (]

|49

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Ti o baje beeni. lo si ibeere 27, Ti o ba je beeko, lo si ibeere 29.

27.  Kinni odiwon ilo awon ogun iba litun miran ti ijoba fowosi. bi apecre Larimal ati
Dai fun sisctoju iba awon omo U ojo ori won odun kan si odun mcia?
So adiwon fun ojo kini, 0jo keji ati ojo keta.
0Ojo Kini Odiwon:
Ojo Keji Odiwon:
_Ojo Keta QOdiwon:

Kinni odiwon lilo awon ogun iba titun miran 1i ijoba fowosi, bi apeere Lavimal ati Dart
fun siscloju iba awon omo 1i ojo ort won j¢ odun metin si odun marun? So odiwon fun
ojo kini, ojo keji ali ojo keta,

Ojo Kini Odiwon:
0jo Koji Odiwon:
Ojo Keta Odiwon:
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IPIND: AWON IRISI TI O JEMO LILO “ACT™

29.  Jowo. [csin si okookan awoo gbolobun inu tabili isale wonyi nipa sisaami (¥)
idahun ti o yc cleyi salaye ero Liyyin ti o ro mo lilo ogua iba titun bi apecre

Coarttem. Larimal ati bee bee lo fun awon omo ti 0jo ori won ko ju odun marun fo.

GBOLOHUN Mogba | Miolcso | Miogba

Emi kii lo ogun iba tilun niloti pe won ko §1 bee si
ni awon ilc ivosan ati ile ikoogun pano si

b) Awon ogun iba titun yi inira ti 0 mo niwon 1 3
ba woo si

Chloroauinc
c) Enx kil lo awon ogun iba yi nitori pe owo won I
gadjuara

fo: Emi ko lee ra won 1
d) Chloroguincsi ni o n sise ju lali toju iba, fun idi
| cyioun ni ogun i mo mean lo
I ¢) Emi o mo pupo nipa awon ogun iba titun yi; fun

cy' cmi
kii lo

30. Ewo ninu awon gbolohun inu tabili isalc wonyi jo ipinu rc labi igbagbo re nipa

awon ogun tilu bi apcere Coartem, 1.a1imal ati Dait bee bee lo

IPINU Beenl Beeko

o) Kop o 1i jc mimo nipa awon inira li won maa n fo
fun awon omo (i 0jo
ori won ko ju odun marun lo
b) Coaitem fun awon omo 1i 0jo ori won ko ju 0dun
marun lo tiwa niibi
eborbo bayr e .
c¢) Coartcm,ali awon ogun iba litun miran wa fun
awon 1i 0 ni OWO
lawujo - =
d) Awon ogun iba litun n sisc gidigih lali sctoju
awon oo li ko ju odun
murun lo (i a ba woo sichloioquine
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’ S
IPINE:  SISE AGBEKALE OGUN IBA LILO LAARIN AWON OMO Ti

| 0.0 ORI WON KO JU ODUN MARUN LO.

3. Ewo ninu owon ogun wonyi ni o li lori ninu sisctoju 1ba awon oMo ti 0jo ori \won

ko ju odun tnarvin lo? O le ¢ soami (" ) cyokan labi ju bee lo idahun ti o ro wipe o
tona.

OGUN SAAMI (V) T1 O BA TI 1.OO Ri
| Aubo ibile

Agho ilc okeere (Tianshi, tabi
o\won mirait)
Chloroquinc
Coancin
Dan
Fansidar
Amalar
Laila

| Alabrkun ' =)
| Maloxint I Tl
| Awon inimn (so nato) |

|

32.  Ewo ninu awon ogun wonyi ni o tun ma nlo nii sin li cyikeyi ninu swwon omo rc (i

ojo ni won ko ju adun marun lo ba ni iba? Saami (¥') pbogbo ¥i ti o daruko.

1. Awon agbo ibilc ]
2. Awon ogbo ile okeere (Tianshi, GNLD) ali becbee lo -
3. Chloroquine [ 4. Coantem -
5. Dan ] 6. Lariinal ol
7. Awon miran (SO PAO0) c..vveerrerronraria ol T e el Ty [ P Balsts oLl - il

33. Tio batun n lo chloroguine ninu sisctoju iba awon oo re ti ojo_] won ko ju
odun marun lo. kinni awon idi re? Saami (') cyokan tabi jubce lo owon idohun ti
oye. |. Gbagbo omode lo nifcere CJ 2. Ko won rura] 3. O wa keakiri(Z
4. Kii fo wahala funomo tabi awvonomomi []

5. Onimo iscpun/osisc ilerm wa lo fiowosi [

6IA\V0n mim (so pnlO) tebetgbgeonr ¢0a00eg st prvier s $1crt et b lolPbsclsolPheoqtioennlosadqa

152
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Ni ( 1 ¢ S . h b . . .
tsale yi ni a doruko awon ogun si. Ewo ninu won ino fi asa mu julo fun sisctoju iba

aivon oMo ojo ori won ko ju odun marun lo?

Ogun Tha Saami (V)
1. Chloroquine

2. Caariem

3. Artequine, {Larimal, Dart)

4. Fansidar, (Amalar. Maoloxinc)

. Camoquine
0. [{alfan

7. Quinine

35.  Igba mclo ni cyikeyi ninu awon omo 1e 1i ojo oni won ko ju oclun matun lo ni iba

laorin osu nmicla ti o koja lo? Tika nipa sisaami (V ) ninu tabili isale iye asiko ati

ogun ibati o lo

s/n Iye aniko Suami (V)

] Cekon

Ecmeji
i

Cemcty

Igba Merin

Igha Marun

Al il &) vl N

Igba mcfa tabi ju bee lo

36.  Igba wo ni o maa n fun nwon ogun iba titun bi aperee Coartem. Larimal cyikeyi
awon orno fe tiojo ori won ko ju odun marun lo?
I Ni igba ti amo mi ba bere iba ti ka le

Gbogbo ose, $ati ri daju wipe iba ko jade rara.
Ni igba ti akogun awon aami iba ba i oju hon lara omomi

0 00O

Bowow

Mo maa n lo ni igba (i onima iscgun koo fun mi nikan

r AWON MIFIN (S0 PaTo) ....oowessouressurmmunassnesnsns

eeadsre
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37a. N je awon ogun iba kan wa ti ¢ ko lo mo fun sise toju awon omo yin Li ojo ori

vwon ko ju odun marun lo ni igbati won ba ni iba?

Beeni ] 2. Becko [
37b. Tio baje beeni, lo si ibeere 38. Ti o baje becko. lo si ibecere 39.
38. Kilode ti ¢ ko [i loo mo? 1. O ni adun kikoro ]
2. O ni orisirisi wahala 6 ko dars ti o maa n jeyo feyin lito ]
3. Ko lee wo iba son ni igba ti alo 0 CJ
. Onimo iscgun ni kisni ni ifo nipa re -

5. Mo ni imo nipa awou ogun iba titun ti won fi owo si bi upeere Coartem ]

B OHNITDI (50 POLO) oeucescriminn fusvneds onisadsas sos do dons pmat\C b o - st
39. IF'un okookan awon ogun inu tabili yi. saami (¥) cya awon cya ti o i Jo ri fun

awon oo i 0jo ori won ko ju odun marun lo ti o ni iba

Irn Qpun
Awon ogun titun | Ofomi | Onikoro Opun (i u n i boni | Abere
lury
I

Dant

Lacimol

Malmed

Lonart
ﬁmcm
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40.  Ti o ba {i lo awon ogun wonyi 11 ninu siscioju iba awon oo rc ti ojo ort won ko

ju odun marun lo. ibo t ¢ té 1n/gba won?

Ihi Al o ti rainbi ti oti gha

Oogun fle  lta [lle dpin | llcllcra | Me fwosarn | Ile  Iwasan

oRuN ogun aladani ijoba
Coartem | II

Artcsunale
Dart

SP (Fansitlar or Maloxinc)
Larimal l
Quininc I
Chloioquinc

Awon miron (so palo)

41. Kinni 0jo on sc pelu 0jo 1bi ti 0 se kehin?

£ sc pupo (un ifowosowopae yin

"FOR OFFICE USE ONLY

Scrinl Number Intevvicwer’s Code
Datc of Interview ~ Name of Communpity
o/o Knowladge Scorc

!
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APPENDIX [V:

KNOWLEDGE SCALE

Question | Varialles Measurcd Score assigncd
| Q9 __| Causes ofnalaria ]
Q10 | Main cause of malarin ]
QI Mode of spread/transmission of malaria 3
QIl2 S)mplmns’Sign! for rccognizing a child 4 =5
_| with inalonn
Qi) Groups of Pcople  where malaria s {
| perccived lo be most scrious
Qlé Cominon antanalanal drugs no longer 2
cllcclive for the in:alinenl of malaria n
Nigeria
Q17 New drugs now recommended for Lhe 6
treatment of mnlaria
Qits Statemnent /Questions rclating to malona 7
trcatimenl
024 Knowledge of recommended drugs for the d
homc trcatment of malaria in under-five
Q22 Advanlages of using ncwly introduced 3
antimalarial drupe such as Coartem. Lonarl
Q23 Knowledge of how to usc Comtem for I
malana lrealment in under-fives
Q24 Knowledge of Nosage paltem for coartem I
for ave (.3
| Q25 Kaowledge of 1osage paitern for cowtem I
for nge 4-5
Q27 Knowledge = of Dosage pallemt  (or 1
Larimal/Dart(AA) for agc 1-3
628 ‘Knowledge of Dosage pattem for ]
Lanmnl/Dan{AA) for sye 4-5
Tolal Number of Points 36

*Scores are assigned depending on the number of right answers present in cach qucstion

with onc mark allotted to cach answer.
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