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ABSTRACT 

Introduction 

Access to Artemisinin Based Combination Therapy (ACTs) by most people at risk of malaria has 

been a cl1allenge. A global subsidy under the initiative Affordable Medicine Facility-1nalru·ial 

(AMFm) was recommended to crowd out monotherapies, expand access to ACTs and theretore 

decrease the burden of malaria. AMFm-ACTs distribution started in Nigeria in 2011, but its use 

has 11ot been documented. Hence, this study aimed at determining awareness, pattern of use. 

tltilization and facto1·s influencing utilization of AMFm-ACTs in Ibadan Nortl1west Local 

Government A1·ea. 

Methods 

Tl1e study was a cross sectional survey involving the t1se of cluster sa1npling technique to select 

478 ca1·egivers whose cl1ildren had fever within ·two weeks prior to the survey. An interviewer 

administered questionnaire was used to collect infom1ation on awareness, knowledge of 
' 
sy1npton1s of malaria, sources of drugs, utilization and factors irtfluencing utilization of AMFm-

ACTs. Data was analyzed usi11g descriptive statistics, Chi-square and multivariate logistic 

regression at 5o/o level of sig11ificance. 

Results 

Tl1e mean age of the respondents was 31.0 ± 5.4 years. Many of tl1e caregivers (60.3o/o) were 

between 25 and 34 years, (89.3%) were married, and majority (60.6o/o) was Christians. More 

than half (61.7°/o) of tl1e respondents had secondary education while 55.9% were traders. Less 

than half of the respondents (32.2%) were of l1igl1 socio-economic status. Awareness of tl1e 

programme was low as only 9 .1 % have heard about the programme and less than half ( 42.9%) 

have seen tl1e antimalarial packet that has the sy1nbol of the Affordable Medicine Facility 

malaria. The commonest source of inforrnation on AMFm-ACTs was through the radio (31.7o/o). 

Overall, 29.2o/o used AMFm-ACTs as their first line choice of anti-n1alarial. More than half 

(54.5%) cited effectiveness of tl1e drug as the main reason for choosing it. More than half of the 
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respondents (5 l .2o/o) bought the drug by themselves while 35% received prescription from healtl1 

workers. More than half of the respondent (82.1 °/o) reported a,1ailability of the a11ti-1nalarial 

wl1enever they buy it. Overall (61.5%) took the correct number of tablets in relation to their age 

and also for the recommended days. Most of the respondents discontinued the dn1g before tl1e 

recom1nended time because symptoms got better. On bivarate analysis age group, occupation, 

level of education, socio-economic statt1s, knowledge of symptoms of malaria, awareness of 

AMFm-ACTs, availability of AMFm-ACTs and sources of drug were significa11tly associated 

witl1 utilization of AMFm-ACTs (P<0.05). Logistic regression demonstrated that onl) a\vareness 

(AOR: 13; CI: 5.731-30.509) predicted the use of AMFm-ACTs. 

Conclusion- For effective utilization of AMFm-ACTs, this study provides evidence that 

e111phasis should be placed on awareness of tl1is drug among those at risk of malru·ia and also 

i11creasi11g se11sitization on treatment failure associated with cheap antimalarials. It equally 

proposes that programmes should be in place to edt1cate people 011 appropriate dosing for 

AMFm-ACTs. 
' 

• 

KeY'vords: AMFtn, Caregivers, Awareness, Utilization 
( 

Word count: 458 
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INTRODUCTIO 

1.1 BACKGROUND 

Malaria is one of the most i1nportant parasitic diseases of mankind, causir1g almost 5 billio11 

clinical episodes i11 endemic count1ies annually, with n1ore tl1an 90% of this burden occt111·ing 

in sub-Sa11a1·a11 Africa (Breman 2001 ). In malaria endemic settings, children less tl1an ft vc 

years (u11der- five) are particularly vulnerable to severe disease a11d death when infected witl1 

n1ala1·ia and decisions made by cl1ildren's caregivers at tl1e appearance of early signs of' 

potential malaria infection (fever) are c1·itical to ensure child heaJt11 and survival(Littrell ct al. 

201 1 ). 

In response to the increasing burden of malaria caused by parasite resistru1ce to tl1e 

co11ventional antimalarial 1nedicines, World Healtl1 Organization (WI--IO), in 2001, 

recommended the use of Arte111isinin Based Combination Tl1erapies (ACTs) in cou11tries 

wl1ere P!as,11ocliz1m falciparu,11 1nalaria is resistant to tl1e conventional antin1alarial 1nedicines 

st1ch as Chloroquine(CQ), S11lfadoxine-pyrin1ethamine(SP) and Amodiaqt1ine. Since 2001, 

deJJloyment of ACT has bee11 slow. (Bosma11 & Mendis, 2007). So fa1·� widespread pt1blic­

sector deployn1ent of ACTs has been constrained by their relatively higl1 cost and limited 

global supply, as well as some lingering conce1-ns about safety (Kachur et al. 2006). 

111 1·esponse to low ACT access ru1d the threat of ru1emisinin resistance, tl1e Institute of 

Medicine released a report i11 2004 reconm1e11ding the c1·eation of a global subsidy to 111ake 

ACTs available tl1rougl1 both tl1e public and private sectors at tl1e same price as cl1loroquinnc 
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• 

and other common therapies(Arrow et al. 2004). By reducing tl1e price of Lhc drugs at tl1c 

ma11ufacturer level, it is expected that ACTs will flow through the same cha11nels used for 

single monotherapies. thereby dramatically increasing access to ACTs. This concept "'as later 

furtl1er developed by tl1e Roll Back Malaria Partnership and developed i11to a pote11tial new 

global mechanism known as the Affordable Medicines Facility mala1·ia. for widespread 

access to ACTs. 

Tl1e reduced price of this drug is expected to extend down tl1e antimala1·ial supply chain so 

tl1at wl1en childre11' s caregivers seek fever treatme11t at a given ot1tlet, tl1ey are more I ikely to 

find effective medicines tl1at they can aff ord(Littrel l et al. 2011 ). 

Affordable Medicine Facility-malaria channels involve both tl1e public and private sector 

Tl1e private sector was i11cluded because studies done previously indicated that the n1ajority 

of patients in t11ai1y n1alaria endemic cot1ntries seek treatme11t outside of tl1e forn1al public 

sector, with a large proportion accessing treatment th1·ougl1 tJ1e private sector instead. Studies 

revealed that patients seeks malaria t1·eat111ent in the private sector because of distance to, 

long wait times at, stocl< out of drugs in tl1e public sector and shortage of skilled 

providers(I-letzel et al. 2008). Private sector treat1nent sou1·ces va1·y considerably between and 

within countries, ra11ging fro1n private hospitals a11d clinics to 011e-1·oom d1·t1g shops to ge 11eral 

stores a11d medicine peddlers. 

AMFm is curre11tly introduced i11 a phased manner. A first pilot phase (AMFm Pl1ase 1) is 

being t1ndertaken in Can1bodia, Gha11a, I(enya, Madagascar. Nige1·. Nige1·ia, Tanzania 

(n1ainlandand Zanzibar), and Uganda. Tl1e current plan is for Phase l to last 2 years and 101· 

the Global Fu11d Boa1·d to decide wl1etl1e1· to conti11ue, expand, st1spend, or terminate tl1e 

progra111 at its seco11d 1neeti·11g in 2012. The Board decision will depend on the outco1ne of the 

Independe11t Evaluation, wl1icl1 l1as been comn1jssioned to detennine whetl1er the pilots ha,,e 
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been successful in achieving the AMFm�s objectives, and also on the adv·ice ot· the At\-ll;n1

Ad Hoc Committee (Scl1aferhoff & Yamey, 2011 ) . 

• 

Society for Family Health (SFH), is the Non-governn1e11tal Organization i11,,olved in tl1e 

dist1·ibt1tion of AMF1n-ACTs in Nigeria. Tl1ey 1vvork hand in hand witl1 the Global I�t111d 

Malaria a11d Pre-Packaged Tl1erapy (PPT) projects to ensure broad access to ACTs in Nigeria. 

Tl11·ougl1 the Global Ft1nd and in conjt1nction with tl1e Federal Ministry of IIcaltl1 (FMOH)� 

SFI-I is p1·oviding s11bsidized Artemether Lumefantrine (AL) known as ACTm. T11cse 

medici 1 1es are distributed thro11gl1 private health care providers inclttding Proprietary Patent 

Medicine Ve11do1·s (PPMV s) also know as local dn1g sl1opkeepers and co1n1n11n ity-based 

pha1·111acies. SFI-I works closely with tl1e Federal Ministry of I-Iealth, 011 tecl1nical matters. 

educatio11, traini11g, a11d coordi11ati11g on policy and resea!·ch to move the nation fo1ward on 

both prevention and treatment issues in its battle against malaria (SFI-I, 2012) 

1.2 PROBLEM ST A TEMENT 

Morbidity and n1ortality from malaria have persisted because of failed transactions between 

those at risk of' malaria transmission and available preventive and curative antimalarial (De

Savigny el al. 2004). 111 recent years, caregivers have faced new cl1allenges to acquire 

effective anti-1nalarial medicines for their cllild1�en. Cheap a11d widely available n1edicines 

previously relied t1pon to treat n1alaria in cluldren, such as cl1loroquine are no longer 

effective(Liitrell et al. 2011 ). Most children receive son1e fom1 of treatment, 111ost often 

beginning witl1 treat 1ne11t outside of the fonnal health care system ( e.g. pharmacies� d1"11g 

sl1ops). In tl1e course oi' treati11g a fever episode, multiple treatn1e11ts a1·e often acqt1ired fron1 a 

variety of sources (Littrell et al. 2011 ). In a typical dn1g supply systen1� decisions as to vvhere. 

wl1en, and what quantity of a dntg are used are ofte11 influenced by JJrice and aflordability 
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considerations more ge11erally, this is true at household le\ el as \\'ell as at national level. ·1,J1is 

l1igh cost of anti-malarial l1ave resulted in caregivers den1anding for choloroqt1inc and 

sulphadoxine-pyrethami11e which the parasite are resistant to and 
• • • • 

artcm1s1111n111

monothe1·apies which will further hasten resistance to ACTs. The high costs n1ay also lead 

them to unofficial sources, wllich will se]l a single tablet instead of a con1plete course of' 

treatment, and subsequently to increased, often irrational den1and fur 1nore dn1gs and 1no1·c 

injectio11s. lt1creasingly people are resorting to self-medication for n1alaria, wl1ich n1ay cause 

delays in seeking treatment which is against Roll back malaria goal of ensuring that 80 

perce11t ot, those st1ffering from malaria have prompt access to, and are able to correctly use. 

affordable and appropriate treatment within 24 hours of syn1pto111s onset. 

1.3 JUSTIFICATION 

Nigeria is 011e of tl1e cot1nt1 ·ies selected for AMFn1 phase 1 distribt1tion. Nigeria started the 

dis1.ribt1tion of AMFm- ACTs in 2011. Despite tl1e fact that distribt1tion has started, its use at 

ton11nunity level has not bee11 doct11 11ented. While son1e effo11 at studying tl1e adherence of 

drug dist1·ib11tors to t1se of AMFm-ACTs l1ave been done, information on awareness of 

AMFM-malaria a111011g community members and 110w it has affected its use is lacking. 

Studies also done l1ave concentrated on provider's knowledge on the drt1g, availability a11d 

affordability of the drt1gs at facilities wl1ere tl1ey are distribt1ted. He11ce, tl1is stt1dy aimed at 

determi11ing awa1·eness, t1tilization, pattern of use and facto1 ·s inf1ue11cing utilization of' 

AMF111-ACTs i1 1 con11nLu1ities i11 Ibadan Nortl1west Local Go,,ernme11t Findings from this 

st1.1dy will expand the la1owledge base o·f policy 1nakers to forn1ttlate appropriate policies tl1at 

will e1 1s1rre the use of Affordable Medici11e facility Malaria at the conm111nity level. 
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1.4 RESEARCI-1 QUESTIONS 

• What is the level of awareness of AMFm among cargivers of tinder tive childrc11 in

Ibadan Northwest Local Government Area 

• Wl1at is the prevalence and pattern of utilization of AMFm-ACTs among ca1·egivers

of tinder five children in Ibadan Northwest LGA. 

• W11at are the factors influencing use of AMF1n-ACTs a111ong cru·givers of u11der five

cl1ild1·en in Ibadan Northwest LOA. 

1.5 BROAD OBJECTIVE 

To assess aware11ess of AMFm antimalarial drug and use an1ong caregivers of under five 

childre11 i11 lbada11 Nortl1west Local Government Area. 

1.6 SPECIFIC OBJECTIVES 

1. To assess awareness of caregivers of t111der five childre11 on AMFm

2. To dete1111ine tl1e prevalence and patte1n of use of AMF1n- ACTs among caregivers of

under five children. 

3. To ide11tify factors associated witl1 t1se of AMFrn-ACTs an1ong caregivers of under

five children. 
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2.1 Epidemiology of Malaria 

CHAPTER TWO 

LITERATURE REVIEW 

Malaria is a p1·otozoan infection of erythrocytes caused in human beings by fi,,e species of' 

the ge11us Plas·1nodiz1n1 (P falciparz1n1, P vivcrx, P ovc,le. P 111alc1r·iae, and P kno,11/e.ri). 

In 1nost cases, n1alaria is transmitted via the bite of an infected female anopheline n1osquito, 

but co11genital malaria at1d acquisition tlu-ough infected blood transfusion are v.rell described. 

Plas11iodii,111 falciparu,n is responsible for most n1alaria-related deatl1s wo1·ldwide and is tl1e 

predominant Pla.s·modiun1 species in sub-Saharan Africa. Of the 2.4 billion people at risk of' 

falcipan1m 1nalaria, 70% live in areas of t1nstable or low ende111ic risl<. Aln1ost all populations 

at 111ediu1n and high levels of risk live in sub-Saha1·an Africa, where the b11rden of disease .. 

death, a11d disability from falciparum n1alaria is higl1 (Crawley et al. 2010). In areas of l1igl1 

stable trans1nission, n1orbidity and mortality are l1ighest in yot1ng cllildren in wl10111 acquired 

pt·otective immunity is insufficient to protect agai11st severe disease. Areas of low or unstable 

t1·ansmissio11 are subject to n1alaria epidemics, and people of all ages are at risk of severe 

disease (Crawley et al. 2010). 

Nigeria is situated between 4° and 13° Northen1 Latitude and has a suitable climate for 

malaria transmission tlrrougl1out tl1e country. The only exception is the area South of Jos in 

Plateatt State whe1·e son1e tnountai11 peaks 1·each 1600 n1eters and the altiu.1de of settlements 

lies between 1200 and 1400 meters. This area can be considered to be of low or very low 

malaria transmission (FMOI-1, 2008). 

Tl1e cot1nt1·y exhibits five ecological strata fi·om south to north which define the seasonalit)' 

and intensity of malaria transmission, and vector species do111i11ance: ma11grove swamps. rai11 
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forest, guinea-savannah. Sudan-savannah and Sahel-savannah. The du1·ation of tl1c 

transmission season decreases frotn perennial in the south to around 3 mo11ths in t)1e northen1 

border region with Chad. In the northern part of the country. transmission is l1ighly cnde1111c 

during l)1e short wet season as compared witl1 general low transmission during the 1011g df)' 

seaso11. In l]1e southern part of the country, transmission is stable and uniform througl1out the 

year (ACT watcl1, 2009). 

2.2 Bu1·den of Malaria 

Malaria mostly affects the econo1nically n1argi11alized, poorly educated and those who lack 

access to qt1ality healtl1 care (WI-IO, 2005). It is a public l1ealtl1 proble1n of global concern 

because of its l1igl1 economic burden on the nation, higl1 mortality in cl1ild1·en, pregna11t 

won1en a11d no11-i1nn1une individuals (Benjamin et al, 2004). Despite efforts by ·pt1blic health 

systems of n1alru·ia endemic cou11tries to control tl1e disease the WI-IO annual 1nalaria reports 

have, over tl1e yea1·s, consiste11tly presented u11acceptable high levels of malaria morbidity 

and 1nortality in 1nalaria enden1ic countries. An estin1ated 3 .2 billion people; 1·eprese11ting 
-

about 50% of tl1e world population a1·e at risk of malaria infection (WI--10, 2005). 

Malaria was estimated to affect 24 7 millio11 people a11d also 3 .3 billion was estimated to be at 

risk of 1nalaria in 2008. It caused 11early a rrullion deatl1s, n1ostly of wl1ich were child1·en 

under five years. (WHO, 2008) 

Beyond the health toll tl1at n1ala1·ia inflicts 011 tl1e poor, tl1e economic in1pact of tl1e disease is 

significant, given that disabilities st1ffered by s11rvivors can last a lifeti1ne. It is estin1ated tl1at 

each year Africa loses USD 12 billion dt1e to 111alaria in direct and indirect costs.(Dal1·y111ple, 

2006). P1·esently in Nigeria, it accounts for nearly 110 1nillion cli11ically diagnosed cases per 

year, 60 pe1·cent of outpatient visits, a11d 30 percent l1ospitalizations. At1 estimated 300,000 
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Presently there is an upward trend in tl1e distribution of ITNs to the local con1n1unit)' 

(Chukwuocha, 2012). 

Agencies like UNICEF and tl1e Federal Ministry of' l-Iealth are propagating the distributio11 of· 

tl1ese effectjve and long lasting ITNs to primary health centers 1vvhere its delivery to tl1e local 

commt111ity level will be affected. S11bsidized drugs (AMFm) are also being distributed to 

wipe single 1nonotherapies and to increase access to the poor. Jnte1·mittent pre,,entive tl1erap)' 

has also been in1plemented. Despite these achieve111ents, the co11trol prograrnn1e has been 

lade11 witl1 problems like inadequate epidemiological data� widesp1·ead p1·esu111ptive 

t1·eatment, inco11·ect diagnosis and i11correct diagnostic equipment. 

2.4 Overview ot· At�fordable Medicine Facility mala1·ia 

Tl1e transition to ACTs for tl1e treatment of malaria is probably one of tl1e major cl1allenges 

faced by malaria endemic countries(Bosman & Me11dis 2007) . Various approacl1es are being 

p1·0111oted to increase the 11se of l1ighly effective d1ug treat1nent for syn1ptomatic malaria, 

eitl1er througl1 public sector facilities, com1nunity outreach, 01· tl1e private sector. Several 

iiutiatives implemented over tl1e yeru·s to in1prove access to malaria treat111ent, inclLtde 

stre11gthening home management of fevers by training private 1nedicine retailers on e11ective 

case management; engaging commL1nity healtl1 workers to dispense anti-malarial drugs a11d 

training l1ealtl1 worl<e1·s to diag11ose and prescribe anti-n1alarials appropriately. Some of these 

interventions l1ave bee11 sl1own to be effective , but tl1ei1· sustainability remains ttnk.no\.vn 

(Ajayi el al. 2008; Chuma et al. 2009 ). 
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Another initiative to ensure effective treatment of' malaria was financial support pro, idcd b)' 

the Global Fund to fight AIDS, Tuberculosis, and Malaria (GF A TM). Tl1is \\as reinforced by 

the US President's Malaria Initiative (PMI) and tl1e World Bank Booster Progran1. 'fl1e 

reinforced initiative was launched in 2005, as additional sow·ces of support: but t1ntil now. 

their fi11ancial disbursements have been considerably less than tl1ose of the GFA TM. Tl1ese 

initiatives will collectively contribute no more than one quarter of the global resource 

requireme11ts for ACTs estimated at 500-600 million treatment co11rses per year(Bosn1an & 

Mendis 2007). These external financial mechanisms are not likely to constitute sustainable 

and p1·edictable sot1rces of financing in tl1e long term, given that they tl1emselves are subject 

to fluch1atio11s in donor con1mitment. In a11ticipation of this a global subsidy was 

recom1ne11ded(Bos111ai1 & Mendis 2007). 

The Institute of Medicine 1·econ1mended a global subsidy for ACTs in 2004 as tl1e best 

1i1eans to aclueve lligh coverage and prolong t11e efficacy of these drug(At1·ow et al. 2004). 

Tl1is co11cept was f1.11·tl1er developed by the Roll Back Malaria Partne1·sl1ip and launcl1ed by 

t11e Board of tl1e Global Fund in November 2008 as the Affordable Medicines Facility­

malaria (AMFm).Tl1e AMF1n is designed to assist ende1nic countries in fighting n1alaria. It is 

designed to n1ake ACTs more accessible to malaria endemic zones whicl1 is characterized by 

l1igh level of resistance to older antimalarial drugs, freqt1e11t stock outs of ACTs in pL1blic 

sector and high prices of ACTs in private sector. It is expected that wl1en subsidy is 

introduced, the ACTs p1·ice will fall, wl1icl1 will subseqt1ently lead to availability, t1sc and 

overall decrease the bt1rden of malatia. 

The ultimate goal of AMFm is to work within the existing health system inclt1ding the public, 

NGO, and private cl1annels to reduce malaria-related 1nortality and to delay resistance to 

effective t1·eatn1ent. Witl1i11 tl1ese paran1ete1·s, the AMFm l1as fotrr n1cast11·able objectives 
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Another initiative to ensure effective treatment of malaria \Vas financial suppo11 provided b)' 

tl1e Global Fund to fight AIDS, Tuberculosis, and Malaria (GF A TM). This \\as rei11f orccd by 

the US Preside11t' s Malaria lnitiative (PMI) and the World Bank Booster Program. Tl1e 

reinforced initiative was launched in 2005, as additional sources of suppo11; but u11til now, 

their fi11ancial disbt1rsements l1ave been considerably less than those of the GFA TM. Tl,esc 

initiatives will collectively contribtite no more than one quarter of the global resource 

requjrements for ACTs estimated at 500-600 n1illion treatment cot1rses per ycar(Bosman & 

Mendis 2007). These external financial mechanisms are not likely to constitute sustainable 

and p1·edictable sot1rces of financing in the long tem1, given that tl1ey themselves are subject 

to fluctuations in do11or commitment. In anticipation of tl1is a global subsidy was 

recom1ne11ded(Bos111a11 & Mendis 2007). 

The I11stitute of Medici11e reconune11ded a global subsidy for ACTs in 2004 as the best 

1i1eans to acl1ieve high coverage and prolong tl1e efficacy of these drug(An·ow et al. 2004 ). 

This co11cept was f1.1rther developed by the Roll Back Malaria Partnersl1ip and launcl1ed by 

tl1e Board of tl1e Global Fund i11 November 2008 as the Affordable Medicines Facility­

malaria (AMF1n).Tl1e AMF1n is designed to assist e11de1nic cotmtries in fighting n1alaria. It is 

designed to n1ake ACTs more accessible to malaria endemic zones whicl, is characterized by 

l1igh level of resistance to older antin1alarial d1ugs, freqt1e11t stock ot1ts of· ACTs in public 

sector and lligh prices of ACTs in private sector. It is expected that vvhen subsidy is 

int1·oduced, the ACTs price will fall, whicl1 will subseqt1ently lead to availability, use and 

overall decrease the burde11 of malaria. 

The ultimate goal of AMFm is to work witlun the existi11g health system including the public. 

NGO, and p1·ivate chan11els to reduce 111alaria-related 1nortality and to delay resistance to 

effective t1·eat111e11t. Witl1i11 tl1ese pa1·a111eters, the AMF111 l1as four 1neast1rable objectives 
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which are to increase the availability of ACTs in public and private outlets: reducing tl1c price 

of ACTs to be comparable with other antimalarials such as CQ .. SP. artemisinin 111onothcrap) � 

i11creasing the market share of ACTs among antimalarials and i11creasing the t1se of AC Is. 

including among vulnerable groups such as poor people, rural comn1unitics, and cl1ildren. 

Evidence 0 11 the use of key public health services suggests that providing treatment onl)f

tl1rough public health facilities may fail to reach the poor and the private cl1an11el \Vas 

considered because in many countries, treatment for fever and n1alaria t11rougl1 sci f­

n1edicatio11 with anti-malarials bottght over-tl1e-counter (OTC) from drug vendors is 

common(Burton et al. 2011; Ajayi et al. 2008; Cht1n1a et al. 2009). 

Tl1is cl1a11nel is i11creasingly being considered as a viable option for improving dn1g 

availability to 111alaria infected individuals, partict1larly those located furtl1er away fron1 

pt1blic health facilities(Rt1tta et al. 2011 ). It is expected to reduce mortality based on the fact 

that a fully funded AMFn1 which requires between USD 1,400 and 1,944 n1illion over the 

course of five years would dramatically expand the market penetration of ACTs, fro111 20% to 

65% of total a1 1timalai·ial treatment cot1rses. Tllis gi·owth of ACT t1sage would save an 

estimated 174,000 to 298.000 lives per yea1·(Laxminaraya11 et al. 2006). 

The availability of low-cost ACTs combined with supporti1 1g i11terventio1 1s across the pt1blic 

and private sectors is expected to rapidly shift co11sw11e1· pt1rchasing patten1s toward ACTs. 

while displacing monotl1erapies that are ineffective and increase the likelihood of 1·esistance. 

AMFm also contributes to s1J·engtl1ening of tl1e health systen1 by lowering the fi11ancial 

burden of malaria medicines, thus allowi11g endemic-country governments to increase tl1e 

availability of effective n1edicines througl1out tl1e health system. Improved availability of 

malaria t1 ·eat1uent in areas wl1ere effective n1edicines are cu1Tently not available will 11·ee up 

healtl1-system resources for botl1 1nalaria a11d otl1e1· ill11esses. 
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which are to increase the availability of ACTs in public and pri\1ate outlets; reduci11g the price 

of ACTs to be co1nparab]e with other antimalarials such as CQ, SP. arten1isini11 n1onothcrap)'; 

increasing the market share of ACTs among antimalarials and increasing tl1e t1se of AC ls. 

including among vulnerable groups such as poor people, rural commt1nities. and cl1ildren. 

Evidence 011 the use of key public health services suggests tl1at providing treatment on])' 

tl1rough public health facilities may fail to reach the poor a11d tl1e private channel was 

considered because in many countries, treatment for 1ever and n,aJaria th1·ot1gl1 self­

medication witl1 anti-1nalarials bougl1t over-the-counter (OTC) f1·on1 dn1g vendors is 

co1ID11011(Burton et al. 2011; Ajayi et al. 2008; Chuma ct al. 2009). 

Tl1is chaimel is increasingly bei11g considered as a viable option for in1proving dr1.1g 

a.vailability to 111alaria i11fected individuals, pa1ticularly those located fui-ther away fron1

public health facilities(Rutta et al. 2011 ). It is expected lo reduce mortality based on the fact 

that a fully fu11ded AMFn, wllich reqt1ires between USD 1,400 ru1d 1,944 111illion over the 

course of five years would d1·amatically expa11d the market penetration of ACTs. fron1 20% to 

65% of total a·nti1nalarial treatrne11t courses. This growth of ACT 11sage would save an 

estunated 174,000 to 298,000 lives pe1· year(Laxminarayan et al. 2006). 

The availability of low-cost ACTs con1bined with supporti11g interventions across the pt1blic 

and p1·ivate sectors is expected to rapidly shift consu1ne1· ·p11rcl1asing patterns towru·d ACTs. 

while displacing n1onotherapies tl1at are ineffective and increase the likelihood of' resistance. 

AMFm also co11tributes to strengtl1ening of tl1e l1ealth syste1n by lo\vering the financial 

burden of malaria medici11es, tl1us allowing endemic-country govenm,ents to i11crease t11e 

availability of effective n1edicines througl1out the healtl1 systen1. Improved availability of 

n1alaria t1·eatment i11 areas wl1ere effective medicines are cu1·rently not available \Vtll free up 

health-syste1n resou1·ces for botl1 malaria and otl1er illnesses. 
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The public and private sectors have distinct and independent drug supply cl1ains. altl1ougl1

botl1 are regulated by the (NAFDAC). Quality control is pro,1ided b)' NAFDAC at the poi11t 

of entry for imported products and at the factory gate for local ly-n1ant1factt11·ed prodt1cts. 

The public sector system is highly fragmented, witl1 each disease l1aving its o,vn supply cl1ain 

system. Gove111ment agencies and partners are first-line buyers and purcl1ase medicines 

directly from manufacturers. Manufacturers bid to supply the government tl1rot1gl1 local and 

intematio11al con1petitive bid processes, managed by the Tende1·s Unit of· tl1e FMOil. 

1-Iowever, do11ors also supply commodities di1·ectly to state-level n1edical stores, and botl1

States and LGAs have funding fo1· procuren1ent. In anticipation of tl1e AMF1n pilot, do11ors 

a1·e supporti11g the developn1ent of an improved logistics managen1ent infonnation system for 

111alru·ia commodities (ACT watch. 2009). 

P1·oct1re111e11t in tl1e private sector is info1med by government treatment guideli11es� but 

predominantly driven by demand. In-country manufacturers at·e a key soUI·ce of com111odities 

for Nigerian wholesalers and dist.J.·ibutors: there a1·e almost 40 natio11ally-registe1·ed ACTs that 

are manL1factured in-country (ACT watch. 2009). For products n1a11ufactt1red ot1tside of 

Nigeria, it is com111on practice for an importer to act as the sole age11t for a mai1t1facturer. 

W11ile in1porters are free to cl1oose tl1eir suppliers, a te11de11cy to enter into exclusivity 

ag·reements is fostered by the stringency of the 1·egistratio11 requiren1ents, the amo11nt of ti111e 

that it ta1<es to develop a relationship with tl1e st1pplie1·, and the a1nount of investn1ent t11at 

goes into developing the local market for the imported product . 

• 
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=igure 1: Flow of co-paid ACTs under the AMFm 
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Figu1·e 2.1 : Flow of co-paid ACTs tinder the AMF111 
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2.5 Kno,vledgc of sym1Jton1s of Malaria a1nong Carcgi,,crs of Under Five 

The success of malaria control depends on the knowledge of cat1ses and modes of 

t1·ansn1ission of tl1e disease, l1ealtl1 seeki11g bel1aviour a11d practices of malaria. 

Stt1dies have sl1ow11 varied knowledge of symptoms of malaria. 

In a study done in Tanzania, four h1111d1·ed and sixty fot1r respondents (92.1 o/o) kne,v that 

malaria is transmitted thro11gl1 1nosquito bite. Others attributed 1nalaria to be as a result ot' 

bedbugs (0.6o/o), ticks (1.6%), contan1inated wate1· (l So/o), basking in sun-sl1ine (2.6°/o), 

worl<ing in tl1e rains (l %) and witchcraft (0.4%). A total of 436 (86.7°/o), 306 (60.8o/o) and 

162 (32.1 o/o) mentioned fever, vo1niting and loss of appetite as major sympto1ns/signs of 

malaria, respectively (Safari et al, 2010). 
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In a more recent done among women with children under the age of five years in rt1ral 

Ethiopia, Most mothers knew the syn1ptoms of malaria. The most freqt1ently n1entio11ed 

sympto1ns of malaria were fever (97%), shivering and chills (94.2%), headache (72. l %) and 

back pain (60.8%) while the less frequently mentioned were loss of appetite (37. 7%), body 01·

joint pain (22.4%), vomiting (1 1 .4°/o), and diarrheal (3.4%). Less than I% of tl1e mot11crs 

lo1ew no11e of' tl1e symptoms of malaria. Multiple sy1nptoms of malaria ,verc also 111cntioned 

and 1najority reported two or more symptoms, with 91 .8% citing botl1 1c,,er and 

sruvering/cl1ills. About 2 8% recognized fever, shivering/chills, l1eadacl1e� back pain and loss 

of appetite, while 2 4% reported fever, shivering/chills, headacl1e and bacl< pain, but didn't 

111e11tio11 loss of appetite (Gobe11a, Berhane &Worku� 20 1 3 ). 

Studies l1ave l1owever noted tl1at improved commt1nity knowledge of 1nalaria a11d its source 

of trans1nission promote preventive a11d personal protective practices amo11gst tl1e aflected 

populations. For example a study cru·ried out in Gl1ana sl1owed tl1at knowledge of tl1e 

aetiology ru1d tl1e transn1ission of mala1·ia played a role in the utilization of bed nets 

(Agyepong & Manderson 1 999). A recent review do11e in Ghana showed tl1at lack of 

ownership and use of bed nets in Kenya and Malawi were due lo lack of knowledge of tl1e 

role that mosquitoes play in the transr11issio11 of malru·ia(Ado11go, Kirkwood & Kendall 2005) 

2.6 A,vareness of Carcgive1·s on Artemisinin Based Co111bination Antimal�1rial Tl1e1·ap)' 

Effective i11terventio11s agai11st malaria are available .. yet Ll1e burden persists, largely because 

n1ost people at risl< of n1ala1·ia are u11aware of tl1e ii1terventions that exist to control malaria 

a11d because tl1ey l1ave little 01· no access to t11ese i11terventio11s fo1· variot1s reasons .. includi11g 

affo1·dability. A lacl< of edt1cation, infor111ation and access to effective inten1enlions has 

impeded tl1e st1ccess 01· Rollback Mala1·ia (RBM) program111es (WHO 2005). 111 a sttLd), done 
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In a more recent done among women with children under the age of fi,,e years in 111ral 

Ethiopia, Most mothers knew the symptoms of malaria. The most frequent}), t11e11tionecl 

sy1nptoms of malaria were fever (97%), shivering and chills (94.2%), headache (72.1 o/o) and 

back pain (60.8%) wl1ile the less frequently mentioned were loss of appetite (37.7°/o). body or

joint pai11 (22.4%), vomiting ( 11.4%), and diarrheal (3.4%). Less than I% of tl1e mothers 

l<new 11one of the sy1npto111s of malaria. Multiple sy1nptoms of' n1ala1·ia vvere also n1entio11ed 

and majority reported two or more symptoms, with 91.8% citi11g botl1 fever and 

sl1ivering/cl1ills. About 28% recognized fever, shivering/cl1ills, l1eadache. back pain and loss 

of appetite, wl1ile 24% reported fever, shivering/chills, headache and back pain, but clid11't 

n1ention loss of appetite (Gobe11a, Berhane & Worku, 2013). 

Studies l1ave l1owever noted tl1at improved community la1owledge of malaria and its sot1rce 

of transmission pro111ote preventive and personal protective practices amo11gst tl1e ai'fected 

popt1latio11s. For exan1ple a stt1dy carried ot1t in Gl1ana showed tl1at lmowledge of tl1e 

aetiology and tl1e t1·ansn1ission of 1nalaria played a role in the utilization of bed nets 

(Agyepong & Ma11derson 1999). A recent review done in Ghana showed tl1at lack of 

ownership and use of bed 11ets in Ke11ya a11d Malawi were dt1e to lack of ki1owledge of the 

role tl1at mosquitoes play in the transmission of' malaria(Adongo, Kirkwood & Kendall 2005) 

2.6 A,vareness of Carcgi,,crs on A1·temisinin Based Combination Antimalarial The1·ap)' 

Effective interventio11s against 111ala1ia ru·e available., yet the burden persists� largel) becat1se 

n1ost people at risl< of n1alaria are una,vare of tl1e i11te1,1entions that exist to control malaria 

and because they l1ave little or no access to tl1ese inte1·ventio11s fo1· variot1s reasons .. includi11g 

affordability. A lacl< of educatio11, info1111ation and access to effective inte1·ve11tions l1as 

impeded tl1e sL1ccess oJ' Rollbacl< Malaria (RBM) progran1mes (WHO 2005). In a study do11e 
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by K waku et al in 2010 to assess community perceptions of malaria and 1nalaria treatment 

bel1aviour in a 1�ural district of Gha11a close to 60% of the household heads and 40'}'o of Lhc 

care-givers interviewed did not know about ACTs. Communil)' responde11ts \Vho kne,\ about 

and had ever tal<cn ACTs perceived it to be a good drug; although they me11tioned tl1C)' had 

experienced some side effects including headaches and body weak11ess. Communit) me111bers 

wl10 were aware of Attesunate -Amodiaquinne (AS-AQ) reported dive1 ·sc sou1·ces of tl1cir 

informatio11 about AS-AQ, the commonest being the local radio and/or tl1e National 

Television stations. About sixty seven percent of l1ousehold heads in tl1e urban areas and 

48.7% of l1ousehold heads in the rural areas reported tl1e radio and television as tl1e mai11

sources of i11for1nation; simila1 · responses were solicited from care-givers. Otl1er sources ot� 

i11for1nation aboL1t AS-AQ an1ong caregivers i11cluded l1ealtl1 talk sessions duri11g child 

welfare clirtics, l1ealtl1 talk at cl1urcl1es, a11d discussions with relative. In rural areas, l 7.6o/o of 

l1ousehold heads and 3 7 .2°/o care-givers l1ad heard of AS-AQ duri11g community durbars 

orga11ised by l1calth worke1·s. In anotl1er study done in Jos to deten11ine the Knowledge and 

treatment practices of 111ala1·ia amo11g 1nothers and caregivers of cl1ildren of tinder five. it was 

reported tl1at about 92.4o/o have not heard of Arten1isinin Combination Tl1erapy (ACT) and 

0111y 50% of tl1ose who l1ad heard of ACT had ever used it fo1· the treat1nent of malaria 

(Daboe1· et al, 20 I 0). 

2.7 Utilization of Artemisinin Based Combination Therapy 

People's perceptions of the aetiology of illness and tl1eir subsequent 1·eaction to illness, st1cl1

as tl1eir t1·eatme11t-seel<ing bel1aviour, their selectio11 or acceptance of available treatment 

options and their adhe1·ence to recom1 11ended drug 1·egimens, have a tren1e11dot1s effect on tl1e 

use of any anti-n1alarial drug and play an importa11t role in tl1e effectiveness of a strategy ot· 

combination tl1erapy in the p1·evention of resistance(Bloland et al. 2000). 
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by K \vaku et al in 2010 to assess community perceptions of malaiia and malaria treatment 

bel1av iour in a rural district of Ghana close to 60% of the household heads and 40o/o of t)1c 

care-givers interviewed did not know about ACTs. Community respo·ndents ,vho kne,v about 

and had ever tal<en ACTs perceived it to be a good drug; altl1ough they mentioned they had 

experie11ced some side effects including headacl1es and body weakness. Community n1en1bers 

wl10 were aware of Artesunate -Amodiaquinne (AS-AQ) reported diverse sources of their 

inforrnation about AS-AQ, the comn1onest being the local 1·adio and/or tl1e Natio11al 

Televisio11 stations. About sixty seven percent of housel1old heads in tl1e urban areas and 

48.7o/o of l1ot1sehold heads in the rural areas reported tl1e radio and television as the 1nain 

sources of i11for1nation; similar responses were solicited from ca1·e-givers. Other sources of' 

i11fo1·mation about AS-AQ among caregivers inclt1ded health talk sessions dt1ring child 

welfare clinics, healtl1 talk at cl1urcl1es, and disct1ssions witl1 1·elative. In rural areas, 17.6% of 

l1ousehold l1eads ru1d 3 7 .2o/o care-givers had heard of AS-AQ duri11g co1nmunity durbars 

organised by l1ealth workers. In a11otl1er study done in J os to dete1mine the K.i1owledge and 

treat1nent practices of n1alaria among mothers a11d ca1·egivers of children of under five� it was 

reported tl1at about 92.4o/o have not heard of Arternisinin Combination Tl1erapy (ACT) and 

011ly 50% of those who had hea1·d of ACT l1ad ever used it for the treatment of malaria 

(Daboer et al, 20 l 0). 

2.7 Utilizatio11 of Artcmisinin Based Combination Tl1erapy 

People's perceptions of the aetiology of ill11ess and their subsequent reaction to illness, sucl1

as tl1eir treatment-seeking bel1aviour, thei1· selection or acceptance of a,,ailable treatment 

options and their adherence to recomme11ded drug regin1ens, have a t1·eme11dous effect on tl1e 

use of any anti-malarial d1·ug and play an in1portant role in the effectiveness of a strategy of 

combinatio11 tl1e1·apy in the prevention of resistance(Bloland et al. 2000). 
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In sub-Saharan Africa, the utilization of ineffective drugs in the treat1nent of mala11a in past 

years l1as led to treatment failures and drug resistant parasites and ele,·ated rates of n1ortnlit)', 

particularly among young children(Saulo et al .. 2008). 

Following guidance [ron1 the World Health Organization. by 2009 tl1e vast majority o(� 

Plas,nodium .fa/cipari,m n1alaria endemic countries and territories had adopted ACTs as 

national first-line treatme11ts for uncomplicated rnalru·ia (WHO 2009). Altl1ot1gh 11atio11al 

policies have cl1anged, t1se of ACT remains lin1ited in high-burden cot111tries (RBM, 2009). 

Use of Arte1nisinin Based Combination is defined as ACT given to a cJ1ild within 24 and 48 

l1ours of onset of fever (Schaferl1off& Yamey, 2011 ). 

Results from natio11ally representative ot1tlet st1rveys in six st1b- Sal1aran countries in 2011 

(Benin, t'l1e De111oc1·atic Rept1blic of Congo, Madagasca1·, Nigeria, Uganda, and Zambia) 

discovered tl1at non-arten1isi1tln mo11otl1erapies are the n1ost commo11ly acquired antin1alarial 

drugs for children unde1· five in Benin (76%), the DRC (84%), Madagascar (93°/o). Nigeria 

(8 1 %), and Uganda (63%). The n1ost common non-artemisinin monotL1erapies \Vere 

chloroqui11e (Benin, Madagascar,Nigeria), 
• • 

qu1n111e (the DRC. Uganda), and 

sulphadoxine/pyri1netl1ami11e (SP) (Zan1bia). W11ile just over half of all anti-malarials 

acquired fo1· children in Zambia was ACT (53%), ACT makes up a relatively s1nall 

proportion of all anti-1nala1ial treat111ents acquired for children i11 Be11in (23o/o), the DRC 

( 10%), Madagascar (3%), Nigeria (13%) and Uganda (36%) (Littrell et al., 20 1 1  ). 

In a study conducted in Ke11ya in 2004 prior to tl1e s11pply of subsid.ized drt1g it was 

discovered tl1at out of 4 18  patients that sot1ght treatn1ent for malaria symptoms and received 

an anti-mala1·ial 32% and 27o/o were treated with eithe1· SP or Amodiaquine with only 15% 

receiving Arten1eter Lumefantri11e and 2% chloroql1ine (Williams et al. 2004 ). A year after 

the Iauncl1 o·f tl1e U ga11da pilot, usage was 15% witl1in 24 l1ours and 20% witl1in 48 hou1·s 

16 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



(compared witl1 3o/o and 4o/o. at baseline respecti\ely). Like\vise in another stt1dy done in 

Lagos to detennine the practice and deter1ninants of Home Managen1e11t of Malaria (f·lMM) 

a1nong care givers of children below 5 years it was discovered tl1at most cl1ildren were treated 

with chloroquine and only a few 4.2% of the children \Vere treated with the rccon1mended 

ACT.(Okafor & Odeyemi 2010) The most IJOpular drugs used by these caregivers \Vere the 

sulpl1adoxine-pyri1netl1a1nine antimalarials, followed by cl1lo1·oquinne. Literatures on 

utilization of AMFm-ACTs are not available. 

2.8 Pattern of use of Artemisinin Based Combination Therapy 

Patte1n of use according to literatures was described as use of antimalrial drug based on 

prescription or without prescription and also adherence to a11timalarial drugs. Adl1erence was 

defined as abiding by tl1e recomn1ended dose and period of usage of ACTs (Onyango. 2012). 

Drug-use patte1·n of anti-111alarial has been associated with develop111ent of resista11t strain and 

tl1erapeutic failu1·e. Poor practices of drug t1se threate11 con1bi11ation tl1erapy in two ways: 

inappropriate dosi1 1g wl1ich provides increased opportu11ities for parasites to be exposed to 

suboptimal blood levels of eitl1er drug in the combination; and one or both components 1nay 

continue to be given as 1nonotl1erapy. The patten1 of anti-n1alru:ial drug use in enden1ic areas 

of Africa is quite diffe1·ent from the pattern of use of otl1er dn1gs dt1e to the high intensity of 

1nalaria trans1nission in tl1ese areas. In areas of intense malaria transmissio11, anti-n1alarial 

drugs are give1 1 repeatedly to treat frequent feve1·s ( eve1 1 in the absence of n1alaria) (Carren et 

al.). The practice of self-medication is also increasingl)' becoming a 1najor health concern. 

Self 1nedication is based 011 presumptive treatment and this has been i111plicated in tl1e 

development and sp1·ead of anti-1nala1·ial drug resistance(Oshikoya 2007). Researcl1 finding 

sl1ows tl1at many illnesses including malaria are treated witl1ot1t const1ltations from healtl1 
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IJrofessionals. About 12-94°/o of participants in various surveys have reported se1t:.treatn1ent

of malaria (McCotnbie, 1996). Malaria patients are often brought to a health cli11ic onl)' after 

the failure of treatment at home. In a study to assess behaviot1rs during use of anti-malarial 

drugs by CatTen et al it was discovered that 39.4% of respondent use drug with prescription 

and 6 l .6%witl1out prescription. In areas where malaria transn1ission is endemic, about 50-

80% of people first visit p1ivate drug outlets for malaria treatn1ent and use these anti-malarial 

d.rugs even without prescription, a practice which has resulted i11 patterns such as over-tlse,

tinder-use and irregular use of tl1esc drugs (Malakooti et al. 1998). Knowledge of correct 

dosage varies and in so1ne cases, it may be lacking. In a study done on consu1ne1·s' only 

29.4o/o used tl1e co1Tect ACT dosage. Out of tl1ose \iVho responded to tl1e question of duration 

of' ACTs tl1erapy, the majority (67.0o/o) responded incorrectly, mostly identifying sl101·ter 

1.J:eatme11t duration (less tl1an 3 days) (Can·en et al.). In anotl1er study by Okafor et al 65o/o of­

caregivers would use an incorrect dosage of anti111alarials, and only 3 5o/o would administer 

any of tl1e d1-ugs co1Tectly. In total, 57% of caregivers would administer SP drugs con·ectly, 

bt1t only 9 %  of the respondents who preferred chloroquine would use the correct dose . The 

correct 11se of antin1alarial d1ug is the key not only to tl1erapeutic success but also to deterring 

the spread of drug resistance malaria(Omole & Onademuren 2010) . 

111 anotl1er stt1dy anotl1e 1· carried out to determine adherence to p1·escribed artemisini11-based 

combination therapy i11 Garissa and Bunyala districts, Kenya, it was found that 64.1 o/o of
"' 

tl1c 

respondents were probably adherent to ACTs, 31.7% we1·e definitely non- adherent and 4.2o/o 

were probably no11- adhe1·ent. Literat111·es on pattern of 11se of AMFm-ACTs ru·e not available 

( Lawford et al., 201 1 ). 
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CHAPTER THREE 

METIi ODO LOGY 

3.1 Study Area 

This study was condt1cted i11 Ibadan Northwest Local Government area which is 011c of' tl1e 

eleven LGAs tl1at constitute Ibadan metropolitan area. Ibadan is one of the largest cities i11 

sub-Saharan Africa a11d it is home to all people around the cot1ntry. It is the capital of Oyo 

state, one of tl1e 36 states of tl1e Federal Republic of Nigeria. It is centrally situated in the 

soutl1-westem pa11 of the country and is 128km north-east of Lagos and 345ktn south-west ol� 

Abuja, tl1e Federal Capital ten·itory. Its central location gives it t1·anspo1i and economic 

advantage, wl1icl1 to a large extent explains its rapid growth. It is tl1t1s tl1e com111crcial, 

educatio11al and ad1ni11istrative centre of Oyo State. For administ1·ative purposes the city is 

divided into 11 Local Govemn1ent Areas. Five of ,vhicl1 are urban. Ibada11 is l1ome to m1 

esti111ated popt1latio11 of 5.6million people from the 2006 census \Vl1ich is. Tl1e city is made up 

essentially; tl1e core i1mer city areas and the 'new' town. The core a1·eas liave n1any slum 

dwelli11gs and they are cha1·acterised by high population density per housel1old and tl1ese core 

areas constitute about l1alf of the city (Olaniran 1998). The geographic location of the state 

makes tl1e clin1ate suitable [or n1alaria transmission. The slate is located in the rainforest area 

and expe1·ience rainfall tor about a period of six 111onths. Areas around tl1e rivers and smaller 

streams a1·e i11fested with mosquitoes all round the year, mosquito bites are co1nn1on and 

malaria is one of the 1nost important diseases in tl1is regio11. 

Ibadan No1·thwest Local Govemn1ent is 011e the five urban Local Gove1mnents. Tt has a 

populatioi1 of 152,834 people of whicl177, 523 a1·e females \Vl1ile 75,311 are n1ales based 011 

2006 census (FGN,2007). Tl1e i11.l1abilants of Ibadan Nortl1west are 1nostly Yoruba while tl1e 

main occupation ru·e trading and working i11 tl1e Public civil service. Ibadai1 Northvvesl is 
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• 

bounded on the North by Ido Local Government. on the south by Ibadan Southeast Local 

Government, on the west by Ibadan Southwest LocaJ Government. and on tl1e cast b) lbada11 

Northeast Local Government. There are 11 political wards and 6 primar) healtl1 centres 

(govemme·nt-owned) in the local government. The settlen1ents in the locaJ government arc 

stratified along inne1· core (indigenot1s/slum-like), transitory (developed with littJe or no space 

for fL1rtl1er development) and peripheral communities (developed with more space for 1norc 

development). The i11ner core areas are characterised b)' slu111 dvvellings \Vitl1 a very higl1 

percentage of land devoted to residential land use. l
"'

he transito1·y areas represent the

co1ru11ercial areas witl1 a low percentage devoted to residential land use ai1d the peripheral 

areas rep1·ese11t the 'new' town. 

Treatn1ent for malaria takes place i11 health facilities a11d at other l1ealthcare providers' places 

such as p1·ivate patent medicine shops, pharmacy shops a11d appoi11ted co1nmunity medicine 

distributor places. 1-Iowever, l101ne n1anagement of malaria usi11g drugs bougl1t from private 

patent medici11e vendors (PPMVs) and pl1arn1acy is a comn1on practice among caregivers in 

Nigeria includi11g those in this study LGA. 

3.2 Study Dcsig11 

The study used a cross-sectional design. 

3.3 Study Population 

The sh1dy popt1lation was caregivers of tinder five children in the LGA. 

3.3.1 Inclusion Criteria 

Caregivers in their reproductive age (I 5-49years) wl1ose tinder five child1·en had fever withi11 

two weeks prior to the survey were included in tl1e study. 

3.4 San1ple size calculation 

Using the ionnula for estin1ating san1ple size for single proportion 

21 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



• 

bounded on the North by Ido Local Government. on the south by Ibadan Soutl1east Local

Government, on the west by Ibadan Southwest Local Governn1ent. and on tl1e cast by Ibadan

Northeast Local Gove1nment. There are 11 political wards a11d 6 primar} l1ealth centre�

(government-owned) in the local government. The settlements in the local governme11t are
... 

stratified along inner core (indigenous/slum-like), transitory ( developed with little or no space 

for furtl1er development) and peripheral communities (developed with more space for n1ore 

development). The i1mer co1·e areas are characterised by slun1 dwellings \.vitl1 a very l1igl1 

perce11tage of land devoted to residential land use. The transitory areas 1·epresent the 

con11nercial areas witl1 a low percentage devoted to residential land use and the perjpl1eral 

areas represe11t the 'new· town. 

Treatme11t for malaria takes place in health facilities and at other healthcare providers' places 

such as private patent medicine sl1ops, pl1a1111acy shops and appointed co111munity medicine 

distributor places. I-Iowever, l1ome n1anagement of malaria using drugs bougl1t from private 

patent medici1 1e vendors (PPMVs) and phannacy is a co11uno11 practice among caregivers in 

Nigeria includi11g those in this study LGA. 

3.2 Study Design 

The study used a cross-sectional desig11. 

3.3 Study Population 

Tl1e study populatio11 was caregivers of under five cl1ildren in tl1e LGA. 

3.3.1 Inclusion Criteria 

Cai·egivers in their 1·eproductive age (15-49years) wl1ose under five children had lever within 

two weelcs prior to the survey were inclt1ded i11 tl1e study. 

3.4 Sample size calct1lation 

Using tl1e fom1t1la for esti1nating sample size for single propo11io11 
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2.9 Factors determining Artemisinin Based Combination Drug use 

Althougl1, Artemisinin Based Combination dtug is higl1ly efficacious its price and poor 

access l1as remained an undaunted challe11ge thus preventing the poor from accessing it. 

ACTs are typically sold at 1·etail p1·ices 20-40 times those of cornmon alternatives such as 

an1odiaquine and sulphadoxine-pyri1netl1amine (SP), restricting tl1eir uptake by consumers. 

particularly in rural a1·eas (Feacl1e1n et al. 2008;Kachur et al. 2006). As a result, most retail 

sector anti-malarial customers continue to 11se older therapies for which widespread 

resista11ce has been repo1-ted or artemisinin monotherapies, wl1ich is strongly discouraged by 

the World Health Organization because their use is likely to accelerate the development of' 

artemisinin resistance ( Sabot et al. 2009). Factors deterring the use of artemisinin based 

combination in literature a1·e socio-culn1ral factors sucl1 as tl1e willingness to pay for quality 

assured ACTs, consun1ers' knowledge abo11t the superior efficacy of quality assured ACTs 

o,,er monotherapies, and consumers' longstanding preference for older treatments. In a stud) 

done by Tindabil (Tindabil, 2008), predictors of anti-malarial dn1g use \,Vere age. educational 

Ie,,el, and household head. In another sn1dy done in Kenya predictors of antimalanaJ drug use 

"''ere household head, l1ousehold source of income, monthly income� duration ot' use. dosage 

of drugs and sources of drug (Carren et al.,201 )) Also, a sh.1d) done 1n Tanzania by in 2011. 

found that increase access to Government subsidized ACTs increased use of ACTs from 3 to 

26o/o (Runa et al .. 2011 ). 
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N= Z
2
Pq

d2 
W11e1·e 

N= 1ninimt1111 sa1nple size 1·equired for tl1e study; 

Z= standa1·d Norr11al deviate a constant which is 1. 96 at 95o/o confidence interval; 

P= Percentage I<nowledge on AMFm estimated to be (50.0%) as the proportion of caregivers 

with knowledge on AMFm was 11ot found documented. 

q= 1-P 

d= level of precision whicl1 is (5%) 

n= (l .96)2
x 0.50x0.50

(0.05)2

N=384 

Assuming non- respo11se rate, r to be 10% 

Adjusted sample size= l OOx N = 1 OOx 384 

=430 

N is approx. 430 

• 

l 00-r 1 00-10 

3.5 Sampling Tccl1niquc 

A Cluster sampling of five enumeration areas ,,,as done. 

-

Based on the infonnation fron1 National Population Comn1ission, Ibadan �ortl1,, e:st has 509 

enumeration areas. It ,vas estimated that an enumeration areas consistecl tlt' at lcust ti, e 

hundred household and ,,·omen in reproductive age group 1·cprese11t 22 perce11t c,t· tl1\;; t\1ti1J 
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N Z2
Pq

d2 
Where 

N= 1ninimum sample size required for the study; 

Z= standard Norma] deviate a constant which is 1.96 at 95% confidence interval; 

P- Percentage I<.i1owledge on AMFm estimated to be (50.0%) as the proportion of caregivers

with lcnowledge on AMFm was not found docun1ented. 

q= 1-P 

d= level of precision which is (5%) 

11= ( l .96)2x 0.50x0.50 

(0.05)2

N= 384 

Assu1ning 11on- rcspo11se rate, r to be l 0% 

Adjt1sted sample size= I OOx N = 1 OOx 384 

=430 

N is appro·x. 430 

• 

100-1· 100-10 

3.5 Sampling Technique 

A Cluster sam·pling of five enun1eration areas \\'as done. 

-

Based on the intonnatio11 from National Population Commission, Ibadan Northwest has 509 

entimeratio11 ru·eas. It was estimated that an enumeration areas consisted of at least five

hu11dred 11ousehold and won1en in reproductive age grot1p represent 22 percent of the total 

22 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



population. A total of 110 women were estimated to be found in each enumeration areas. Five 

enumeration areas were selected randomly by balloting from the list of the enumeration areas 

wluch were Bamidele Alomolese, Abdul Majud Amimashaun .tvlosque. Lasisi Ladejo. Cl1ief· 

Adeniran a11d Alhaji Bello. Maps of the enumeration areas were obtained "''hicl1 served as a 

guide to the outlay. The starting house in each enumeration area was purposively detennined 

and selection of tl1e women followed a predeter1nined direction. One "voman of reproductive 

age group per l1ousel1old in each of the enumeratio11 areas was interviewed. In a l1ouse vvl1erc 

tl1ere were more than one hot1sehold, one household was randomly selected by balloting. 

3.6 Data Collection 

Tl1e data collection instrume11t was adapted from ACT watch survey question11aires used in 

seven Africa11 countries (ACT watch, 2009) and also questions from literatl1res that assessed 

the utilization of Artemisinin based Combination Tl1erapy. The final 51- item questionnaire 

was in 5 sectio11s: 

Section A: This section l1ad qt1estions on respondents' socio demograpl1ic cl1aracteristics. 

Section B: Consisted of questions on I<nowledge of signs and syn1ptorns of n1alaria. 

Section C: Consisted of questions on awareness of Affordable Medicine Facility malaria. 

Section D: Included questions 011 use of Affordable Medicine Facility n1alaria-ACTs 

Section F: Included qt1estions on pattern of use of Affordable Medicine Facility 1nalaria-

ACTs 

Four research assistants with Ordinai·y National Diploma (OND) were trained for two days 

to assist with data collection. Research assistants were give11 packet of AMFn1 d1ugs (also

known as a11timalarial packet with tl1e green leaf symbol). Data were collected over a pe1·iod

one month. 
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3.7 Pretest and Validation 

Tl1e questionnaire was translated to Yoruba and back translated to Englisl1 to ensure 

consistency in meaning. It took an average of twe11ty minutes to admi11ister cacl1 

questionnaire. A pre-test was done in Ibadan Nortl1-East, another urban Local Gover11mc11l 

wl1icl1 was not selected for the study. The flow of questions was modified and an1biguot1s 

,1uestio·ns were con·ected following the pre-test. Twenty caregivers were inte1"ievved at the 

pre-test. " 

3.7.1 Definition of Variables 

Use of AMF1n was defined as use of A.MFm- ACTs withi11 24-4811ot11·s of 011set of fever, 

Pattern of use of dn1g was defined as abiding by the recomn1ended dose and period of usage

of AMFm- ACTs and also t1se of d11g with or witl1out prescription. 

3.8 Data Managcn1ent 

Data was entered, cleaned and analyzed using Statistical Package for Social Sciences version 

15 software. Means, standard deviations, range and proportio11s were used to summarize data. 

Fot11· questions were t1sed to assess if caregivers were aware of AMFm. Questions that 
• 

addressed this were: 

1) Question addressing if tl1ey l1ave l1eard about AMFm.

2) Question addressing if they have seen packet of antiinalarial with the green leaf

symbol. 

3) Question asking the respondents on their sources of information on AMFm

4) Question asking the respondents on the meaning of the symbol on the dn1g packet
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Concerning the meaning of tl1e symbol on the drug packet. eight questions \,Vere asked a11d

the n1aximum score that the respondents could get in this domain \\'as eight. Respondc11ts 

were categorised into having a good knowledge and having a poor knO\\ ledge. Respondc11ts 

l1aving scores above the mean were taken to have good kno\i\ ledge and respondents having 

scores below tl1e mean were taken to have poor knowledge. 

Questio11 was asked to estimate the prevalence of use of AMFn1-ACTs. The question tl,at \\as 

asked lo address this was wl1ich antimalarial was used for a child that l1ad fc\1cr in tl1e last 

two weeks. 

Co11cemjng factors influencing use of AMFm-ACTs, socio demographic factors� 

socioecono111ic stah1s of tl1e respondents. accessibility, a\vareness on AMFn1. lu1owledgc on 

AMF1n symbol and Knowledge on symptoms of malaria were considered. Access \Vas 

defn1ed i11 terms of geograpl1ical accessibility to drug shops where AMFm-ACTs were being 

sold and also availability of' AMFn1- ACTs. Geographical access was considered good if it 

takes 30 minutes or less [irrespective of n1ode of transportation] for someone to reacl1 the 

source of the ch·ug (Onyango et al, 2012). Socio demograpl1ic factors considered were age. 

1narital status, l1ot1sel1old decision maker, and religio11. Tl1e respondents were classified into 

l1igh and low socio econo1nic status. People of low socio-econon1ic statt1s we1·e defined as 

people living below $2 per day. (RBM AMFm Task Force, 2008). Respondents were 

categorised as l1aving good knowledge on symptoms of n1alaria if tl1ey have scores above the 

111ean scores; the total obtainable score based on the number of questions asked and sco1·e of 

the response being ten marks. 

Con·ectness of drL1g taken was assessed witl1 reference to duration of treat1nent, number of

tablets taken in relation to tl1e age of the child, num'ber of days used in taking n1edication.

Duration of treatment, numbers of tablets tal<en and ntimber o·f days t1sed in taking
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n,edication was evaluated based on the National treatment gt1ideline for A1·temisi11in- Ba<;ed

Combination Tl1erapy. 

Tl1e Chi-square test was used to deter1nine associations bet,veen categorical ,,ariablcs. 

Logistic regressio11 analysis was used to determine the predictors of use oi� A1Tordable 

Medicine facility Malaria. The level of statistical significa11ce \vas set at 0.05 

Variables included in the analysis 

Outcome variables 

Use of AMFtn-ACTs 

Pattern of L1se of AMFm-ACTs 

Independent Va1·iables 

Socio-demogi·apl1ic cl1aracteristics 

Age 

Ma1·ital status 

OccL1pation 

Religion 

I-Iot1sehold decision maker 

Awareness of AMFm 

Knowledge on AMFM symbol 

Knowledge on Malaria symptoms 

Access to AMF111-ACTs 
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3.9 Ethical Considc1·atio11s 

App1·oval for tl1e st1.1dy was obtained from the Oyo State Ethical Review Committee.

Participation was volunta1y1 and each respondent received detailed irlformation on the purpose 

o·f tl1e study following wlucl1 wi·itten i11formed consent was obtained from participants before

questionnaires were administered. Data collected were used 011ly for research pt1rposes and 

was kept confidential on a password p1·otected computer. Na1nes and addresses were not 

included in the data collection inst1·ume11t and thus collected data cannot be linked with any 

person. Caregivers also received inforrnation on Affo1·dable Medicine facility malaria, its 

usage and dosing followi11g the cornpletion of the questionnaire. 

• 
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CllAPTER FOUR 

RESULTS 

Out of 500 qt1estio1mai1·es ad1ninistered, 480 people responded and 478 duly completed 

questions were analysed. 

4.1 Socio -demographic characteristics of respondents 

Table 4.1 below sl1ows the socio demographic characteristics of respondents. The mean age 

of the respondents was 31.0 ± 5.4 yeai·s. Many of the caregivers 287 (60.3%) were betvveen 

25 and 34 years, 427(89.3o/o) were married and many 287 (60.6%) were Christians. More 

than half 293(61.7o/o) of the respondents }1ad secondary education wlnle 267(55.9%) were 

traders. Less than half oftl1e respondents 141(32.2%) were of high socio-economic status. 
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Table 4.1: Socio-demograpl1ic characteristics of the respondents 

VARIABLE FREQUENCY 

Age group (years) 
N=476 
15-24 58 
25-34 287 
> 35 131 
Income

N=438 
Low socio-econo1nic status 297 
High socio-economic status 141 
Level of Education 
N=475 
None 18 
Prin1ary 107 
Secondary 293 
Post secondary 57 
Marital Status 

=478 
Married 427 
Single 38 
Divorced 6 

Co-habiting 6 
Divorced I 

Occupation 
=478 

Trader 

Artisan 
Civil servant 
Others* 
Religion 

=472 

267 
128 
55 
28 

Christian 286 
Islam 186 
*(others were Housewife, Auxiliary Nurse) 

29 

(o/o)

12.2 
60.3 
27.5 

67.8 
32.2 

3.8 
22.5 
61.7 
12.0 

89.3 
7.9 

1.3 
1.3 
0.2 

55.9 
26.8 
11.5 
5.9 

60.6 
39 4 
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4.1.1 Fan1ily Cl1a1·acte1·istics 

Tl1e 11umber of under five cl1ild1·en in a household ranged from one to four witl1 a median of 

one cluld. More than l1alf 266(55.6%) of tl1e children were females and about 146(30.5%) of 

tl1e children we1�e within 25-36months. Most of the caregivers 469(98.5%) were mothers of 

tl1e childre11 wlule others 7(1.5%) we1·e g1:andmothers and aunties. Mostly mothers 

425(88.9%) made decision for treat1nent for their child. 

Table 4.2: Family Characteristics of respondents 

Variable 

Child's Age(months) 

=478 

6-12 

13-24 

25-36 

37-48 

49-59 

Child's sex 

N=�72 

Male 

Female 

Decision maker in the home 

=473 

Mother 

Father 

Relationship of respondent to 

Child 

=474 

Mot11er 

Others* 

Frequency 

56 

129 

146 

114 

29 

206 

266 

425 

48 

467 

7 

*others were grand1nother; and Aunties

30 

(Ofo
) 

11.8 

27.2 

30.8 

24.1 

6.1 

43.6 

56.4 

89.9 

10.1 

98.5 

1.5 
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4.2 Kno,vlcdge on sympton1s of malaria

Majority of caregive1·s 415 (87.6o/o) l1ad good knowledge of the symptoms of malaria in 

child1·e11. Sy111ptoms 1nentioned were fever 456(95.6%), poor appetite 236( 49.5%), vomiting 

132(27.6%) and headacl1e 83(17.4%) 

• 
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4.3 A \Vareness of Antimalarials

Cl1oloroquinne was the 1nost mentioned antin1alarial 465(97.3%) and 312(65.3%) knc\v 

ACTs. 01tly 203( 42.5%) perceived tl1at ACTs was the most effective drug for uncomplicated 

malru·ia (Table 4.3) a11d abot1t 173(36.2%) knew that it was the antimalarial recommended by 

tl1e Government for the n·eatment of uncomplicated malaria (Figure 4.1 ). 

Most of the respondents 420(88.83/o) gave their child antin1alarial d111g for fever, 27(5.6%) 

gave he1·bs and 17(3.6%) conside1·ed the fever not serious enough for the child to be give11 

antimalarial. Ot1t of those that gave their child antimalarial 418(99.8%) responded within 24-

48hours of 011set fever. 

Table 4.3: Respondents Kno,vledge on the most effective anti-malarial 

VARIABLE FREQUENCY (%) 

Most effective antimala1·ial 

ACTs 203 42.5 

Choloroquinne 142 29.7 

Sulphadoxinne- 103 21.5 

pyremethamine 

Amodiaquinne 19 4.0 

Quinne 6 1.3 

Don't Know 5 1.0 

Total 478 100 
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Figure 4.1: Respondents Knowledge on the recomn1ended drug for the management of 

uncomplicated malaria 
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4.4 A,vare11ess on Affordable Medicine Facility Malaria 

Respondents who were aware of the AMFm programme we1·e 43(9.1%) and less tha11 l1alf 

204( 42.9%) l1ave see11 the antin1alarial packet that has the symbol of the Affordable Medici11e 

Facility malaria (Table 4.4). Those wl10 we1·e aware o-f the programme got the information 

fron1 diverse sources and tl1e commonest sou1·ce of inforrnation was tl1rougl1 tl1e radio 

13(31.73/o) (Figlll·e 4.2). For tl1ose wl10 have see11 the antin1alarial packet that has the AMFn1 

symbol, the commonest place wl1ere they saw it was at the pharmacy 125(62.8%) (Figure 

4.3). Out of the 204 that l1ave see11 the symbol, only 97 (47.5%) had a good knowledge of 

wl1at tl1e syn1bol meant. Most of the respondents who have seen the AMFm logo 183 (89.7°/o) 

when shown felt it 1neant notl1ing, 23(11.3%) knew it meant st1bsidized antimalarial and 

17(8.3%) mentio11ed it meant ACTs. 
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• 

Table 4.4: A,vareness of Affordable Medicine Facility malaria
VARIABLE 

programme 

N=475 

Yes 

No 

Awareness of AMFm 

S)'mbol

N=475 

Yes 

No 

Knowledge on meaning of 

Symbol 

=204 

Poor 

Good 

FREQUENCY

43 

432 

204 

271 

107 

97 

35 

O/o

9.1 

90.9 

42.9 

57.1 

52.5 

47.5 
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Figure 4.2: Sources of information on AMFm p1·ogram1nc
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4.s Use of Affordable Medicine Facility Malaria-ACTs

Overall� 123(29·2o/o) used AMFm-ACTs as their first line choice of anti-n1ala1·ial drug (
'"
fable

4.6). The tnean price of the drug was N 242.0 ± 90.3. Also the san1e proportion ttscd

choloroquinne 123(29.2°/o). Among those that used AMFm-ACTs as their first line dr11gs

only 2( l .6o/o) liad to use another antimalarial. The reason given for using another a11ti111alarial 

was failure of the child to improve with the antimalarial first given. None of the respondents 

that used AMFrn-ACTs had Rapid diagnostic test done before the drug \\as adn,inistcrcd. 

Many of the respondents acquired anti-tnalarial from PPMV 48(39.7%) (1 able 4.6). More 

tl1an l1alf 67(54.So/o) cited effectiveness of the drug as the rnain reason for choosing it wl1ile 

42(34.1 °/o) 1nentioned recommendation from people as a basis for buyi11g the dn1g (table 4.7). 

With regards to availability of AMFm-ACTs majority 101 (91.8%) out of 110 respondents 

tl1at respo11ded to the question reported that the drug ,vas available whenever they go to buy 

il. Co11cerning geograpl1ical accessibility to the facility wl,ere AMFm-ACTs ,vas bougl1t most 

of tl1e respo11de·nts 93(89.4%) had good access to where the drug was bougl1t When asked 

wl1at tl1ey would do if tl1ey happen to miss a dose, 67(54.9o/o) responded they wot1ld ignore 

tl1e missed dose, 31(25.43/o) reported they would extend the days of the therapy, 14(11.So/o) 

reported they wot1ld take it i1nmediately tl1ey remembered it and 6(4.9%) would double tl1e 

next dose to compensate ior the missed dose (Table 4.8). 
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Table 4.5: Use of Antimalarials drugs

Use of Antimalarial drugs 

Arthesunate/ Amodiaquinne 

Artesu11ate 

Amodiaqttinne 

Arten1etl1er /Lumef antrine 

Sulpl1adoxine-

pyre1nethamine 

Choloroquin11e 

AMFn1-ACTs 

Total 

Frequency 

4 

5 

19 

35 

112 

123 

123 

421 

• 

39 

(O/o) 

1.0 

1.2 

4.5 

8.3 

26.6 

29.2 

29.2 

100 

•
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Table 4.5: Use of Antimalarials drugs

Use of Antimalarial drugs F1"equency

Artl1esunate/ Amodiaqt1inne 4 

Al:tesunate 5 

Amodiaquinne 19 

Artemether /LU1nefantrine • 35

Sulphadoxine- 112 

pyre111ethamine 

Choloroquim1e 123 

AMFm-ACTs 123 

Total 421 

' 

• 

(O/o) 

1.0 

1.2 

4.5 

8.3 

26.6 

29.2 

29.2 

100 
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Table 4.6: Sources of AMFm-ACTs

Sources Frequency 
Percent (0/o) 

Supennarket 3 
2.5 

Public health facility 7 
5.8 

Private cli11ic 19 15.7 

Pharmacy 44 36.4 

PPMV 48 39.7 

Total 121 100 

• 

I 

' 
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Table 4.7: Main Reason for asking for AMFm-ACTs

Reasons 

Price 

feel mucl1 bette1· with it 

Availability 

Recommended by others 

Considered to be effective 

Total 

Frequency 

1 

1 

2 

52 

67 

123 

• 

41 

Percent (0/o) 

0.8 

0.8 

1.6 

42.3 

54.5 

100 
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4 8. What respondents mentioned they ,vould d ·r fable · · 0 1 tlley happen to miss a dose of
ANIFm-A. cTs

-variable

-What ,vould be done

Igi1ore inissed dose

Extend tl1e days of therapy

Take dose immediately they ren1ember

Double dose whe11eve1· they 1·emember

Total 

Frequency 

67 

31 

14 

9 

122 

• 

42 

Pere en t (0/o) 

54.9 

25.4 

11.5 

8.2 

100 
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4.6 pattern ot· use of AMFm-ACTs

t. 011 of treat1ne11t with AMFm-ACT Dura 1 s was assessed and results showed tl1at 95(78.5%)
took the drug within the recommended three days, 20 (16.5%) took the drug for less than
tliree days and 6 (5%) tool<. the d1ug fo1· more than three days.

overall 75(61.5%) took the correct number of tablets in relation to their age and also within 

the recommended day · Respondents discontinued the drug before the recommended time for 

t11e di1.1g because sympton1s got better. Whe11 asked what they would do witl1 the left over,

respondents 19(95 .0 % ) reported they would keep the d1ug for another episode of malaria.

More than l1alf of the 1·espo11dents 63(51.2%) bougl1t tl1e drug by self prescription while

43(35.0%) received prescription from l1ealth worker.

Table 4.9: Co1·rectness of use of AMFm-ACTs 

Variable 

Correctness of use 

Correct 

Incorrect 

Modes of prescription 

Self prescriptio11 

Health workers 

Others 

Total 

• _s:: • d and relative
*others were neighbour, Lnen 

Frequency 

75 

47 

63 

43 

122 

43 

Percent(%) 

61.5 

38.5 

51.2 

35.0 

I 3.8 

100 
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4. 7 Association behveen demographic f t ac ors and use of AMFm-ACTs
Table 4.10 below shows the association betwe en socio-demographic factors and t1sc of

AMF1n-ACTs.

Of those that used AMFm-ACTs tl1e hi h t · . g es proportion was 1n t11e age category 25-34 years

and this was statistically significant (p==O.O I 6).

Respondents who were Christians used more of AMFm-ACTs compared to respondents who 

were muslims but this was 11ot statistically significant (p== 0.059). 

More of the respondents who were currently married used AMFrn-ACTs compared to those 

who were not curre11tly 1narried but this was not statistically significant (p= 0. 706).

Of those tl1at used AMFm-ACTs the highest proportion was among those who were Public 

civil se1·vants and this was statistically significant (p==0.000). 

Altl1ougl1 children who had their motlier making decisions for them used more of AMFm­

ACTs, tl1is was not statistically significant (p =0.559)

Respondent witl1 te11iary edt1cation used AMFm-ACTs compared to with other levels of

Education and this was statistically significant (p=0.000).

A higher propo1iion of those in l1igh socio-economic status used AMFm-ACTs compared to

those in low socio-economic status (p= 0.000).
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-Tobie 4. 10: Association betwee11 den1ogr 1 • ap 11c factors and qse of AMF1n-ACTs

-VARIABLE

Age 

t 5-24years

25-34years

35 and above

Religion 

Christianity 

Islam 

Marital Status 

Curre11tly married

Not currently married

Occupatio11 

Trader 

Artisans 

Public civil servants 

Others 

1-lousehold decisio11 

maker 

Mother 

Father 

Level of Education 

None 

Primary 

Secondary 

Tertiary 

Socio-ecor1omic status 

High socio-economic 

status 

Low socio-economic 

status 

USE OF AMFni

Yes 

7(13.So/o) 

84(32.8o/o) 

30(26.So/o) 

85(32.2o/o) 

37(23.6%) 

111(29.4%) 

12(26.7%) 

48(21.0o/o) 

34(29.3%) 

29(54. 7°/o) 

12( 48.0o/o) 

112(29.93/o) 

11(25.6°/o) 

2( 18.2%) 

11(13. lo/o) 

74(27.6%) 

36(63.2°/o) 

65(49.6) 

41(18, 1) 

No 

45(86.So/o) 

172(62.8%) 

83(73.5%) 

179(67.83/o) 

120(76.43/o) 

267(70.6%) 

33(73.3°/o) 

181(79.0%) 

82(70.7°/o) 

24(45.3°/o) 

13 (52.0%) 

263(70.1 %) 

32(74.43/o) 

9(81.8%) 

73(86.9%) 

194(72.43/o) 

21 (36,So/o) 

66(50.4)

213(81.9) 

I f ·gnificance.

*Significant at 5°/o Ievc O 81 

45 

Total 

52( 100.0%) 

256( I 00.0%) 

l lO(L00.0%)

264( I 00.0°/0) 

157( l 00.0%) 

378( I 00.0o/o) 

45(100.0%) 

229( I 00.0o/o) 

116( I 00.0%) 

53( I 00.0°/o) 

25( I 00.0o/o) 

3 75( l 00.0°/o) 

43( I 00 0°10) 

I l ( I 00. 0° o) 

84( l 00.0° o) 

268( I 00.0° o) 

57( I 00.0o/o) 

131(100.0%)

260( I 00.0<?-'<>)

x
i 

8.265 

3.563 

0.142 

28.554 

0.341 

43.229 

42.400 

p V,\LlJE 

0.016* 

0.059 

0.706 

0.000 * 

0.559 

0 000* 

0.000* 
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4,8 Association behveen Knowledge of symptoms of malaria and use of AMFm-ACTs
A higher proportion of those with good knowledge of symptoms of malaria did not use
AMfm-ACTs compared to those with poor knowledge (p=0.030).(Table 4.12)

Table 4.11: Respondents lmo,vledge of symptoms by use of AMFm-ACTs
• 

variable Use of AMFm Total x
i 

Pvalue 

I(no,vledge of Yes No 

symptoms of 
• 

n1alar1a 

Good 99(27.0o/o) 267(73.0%) 366(100.0o/o) 4.713 0.030 

Poor 22(41.5%) 31(58.5%) 53(100.0%) 

Total 121(28.9%) 298(71.1%) 

• 
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4_9 Association between awareness and use of AMFm-ACTs 
Table 4. 13 showed the cross tabulations of awareness of AMFm-ACTs and the use ofAMfm-ACTs. A higher proportion of respondents who have heard about the programme
used AMFm-ACTs compared to people who have not heard (p<0.001). More of the
respondents who had seen the symbol of AMFm-ACTs used it compared to those who hadnot seen it (p<0.001 ). Also, more of the respondents who had a good knowledge of what tl1e
syinbol meant used AMFm-ACTs compared to tl1ose who did not have a good knowledge
(p<0.001 ) .

• 

Table 4.12: Prior awareness by use of AMFm-ACTs

Variable 

Heard AMFm 

Yes 

No 

Seen AMFm symbol 

Yes 

No 

Knowledge on meaning 

of syn1bol 

Good 

Poor 

• 

Use of AMFm 

Yes No 

23(54.83/o) l 9( 45.23/o)

100(26.33/o) 280(73.3%) 

103(26.30/o) 84(44.90/o) 

20(8.5%) 215(91.5%) 

SS (S?.9%) 259(779.23/o) 

68(20.83/o) 40( 42.1 %) 

x
2 

14.8 I 9 

109.358 

TotaJ 

42(100.0%) 

380(100.0%) 

187( 100.0o/o) 

41 ( l 00.0°�) 

49.062 314( 100.0°/o) 

108( I 00.0°.-o) 

47 

pvalue 

0.000 

0.000 

0.000 
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4.10 Association between accessibility and use of AMFm. 
As shown in Table 4· 14 more respondents bought the drug because it was available (p<0.05).
A lower proportion of tl1ose wl10 bougl1t the drug from PPMV s used AMFm-ACTs compa1·ed
to those buying from otl1er sources (p<0.001).

Table 4.13: Association behveen accessibility and use of AMFm.

-variable Use of AMFm Total x
2 Pvaluc 

Availability Yes No 

Yes l O 1 (96.2o/o) 4(3.8%) 105(100.0%) 8.597 0.003 

No 9(75.0%) 3(25°/o) 12( l 00.0o/o) 

So11rces of 

drug 

Public facility 6(40.0%) 9(60.0°/o) 15(100.0%) 47.891 <0.00 I 

Private clinic 19(65.5%) 10(34.So/o) 29( 100.0%) 

Pharmacy 44(44.8%) 58(55.2%) 105(100.0%) 

PPMV 48(18.1 °/o) 221 (81.9o/o) 207( I 00.0%) 

Access 

Good 89(95. 7°/o) 4( 4.3°/o) 93( I 00.0°/o) Fishers'exact l .OOO

test 

Poor 11 (l 00%) (0%) 11(100.0o/o) 
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4.11 Significant predictors of use of AMFm 

Multi variable analysis using logistic regression revealed that the significant predictor of use 

of AMf 1n-ACTs was previous awareness of it .Respondents who have seen AMFm-ACT 

syn1bol were 13 times 1nore likely to use than those who have not seen. 
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ic ors o use of AMFm-ACTs 
Table 4.14: Logistic regt"ession on pred· t f 

-

-

VARIABLE

Occupation

Source of drug 

Level of Educatio11

K11owledge of

symbol meaning

Income 

A�arcness of

AMFm 

programme 

A,vareness of

S)rmbol

Kno,vlcdge on

syn1ptoms of

malaria 

Age 

• 

Trader 

Artisans 

Civil servants 

Otl1ers(REF) 

Superrnarket(REF) 

Pltblic facility 

Private clinic 

Pharn1acy 

PPMV 

None(REF) 

Primary 

Secondary 

Tertiary 

Poor 

Good (REF) 

Low socio-economic

stalt1s 

High socio-econo1nic

status( REF) 

No 
Yes(REF) 

Yes 

No(REF) 

Poor 

Good(REf) 

15-24

25-34

>35

OR 

0.834 

1.511 

0.792 

1.000 

1.000 

2.453 

5.114 

1.648 

0.571 

1.000 

0.345 

0.751 

1.214 

1.185 

l .000

0.502

l .000

1.972 
1.000 

13.223 

\ .000 

1 755 

1 000 

0.762 
1.632 

I 000 

95
°
/o CI 95

°/o Cl 

LOWER UPPER 

0.209 3.325 

0.362 6.31 l 

0168 3.748 

0.258 23.288 

0.598 43.760 

0.240 1 'l .288 

0.087 3.739 

0.048 2.480 

0.120 4.699 

0.163 9.038 

0.531 2.643 

0.250 l 009

0.386 2.446 
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of treatment. Drug shops have been found as fa,, onte sources of dn1g for hon1e treatment of·

malaria (Batega, 2004). 

5.1.l Use of AMFm-ACTs among Careo1·,,er of u d F. Ch' b n er 1,1c 1ldrcn 

An assessment of use of Antimalarials \vithin 24 1g h f f 4 ours o onset o fe, er sho,, cd that a

si1nilar proportion of caregivers used choroquinne and "l\1F tl · ti 1· d l"uv n1 as 1e1r 1rst 1 ne n1gs. 'J'l1is is 

contrary to findings from nationally representative ot1tlet sun1eys in six sub- Sahara11

cot1t1tries (Benin, the Democratic Republic of Congo. Madagascar, Nigeria. Uganda. and 

Zambia) which discovered that non-artemisinin 1nonotherapies \Vere tl1c most commonly 

acquired anti-malarial drugs for children under five. The study showed that tl1e mostly t1scd 

drug in Nigeria was choloroquinne (Littrell ct a]., 20 I l ). Utilization at' chloroquinne l1as been 

fuelled by its comparatively low price. familiarity \.vith these older products. past successful 

treat1ne11t experiences and excessi\e pill burden of artl1emeter- lumifantrine. The mean price 

of AMFm- ACTs \\as N 242 (±90.2) \Vl11ch runounts to $1.5(±0.6). Tl,is price altl1ougl1 less 

tl1an tl1e unsubsidized ACTs, is still n1ore than the stipulated price for cl,ildren dose. Studies 

l1ave sl1own that tl1e price at which AMFm-ACTs are sold in some countries that l1as adopted 

the initiative was less than the unsubsidized ACTs but more tl1an the government 

reconunended retail price (Tougher et al, 2012; Bates et al, 2012). For example a study done 

in Nigeria and Ghana found tl1e adult dose of AMFm- ACTs to be cheaper than non- AMFm 

drugs but more tl1an the anticipated price by governrnent(Bates et al, 2012). This suggests 

that the objective of AMFm to increase affordability of the drug has been partly achieved . 

Although prices are mucl1 lower for AMFm-ACTs, research should still be carried out to 

explore why the drugs are being sold at prices higher than the stipulated Government price by 

drug sellers a11d other l1ealthcare providers.
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Majority of the caregivers in this study got their drugs from PPI\IVs. This rest1lt is in

consonance with literature on treatme t k. n see 'lng pattern for malaria in sub-Saht1ran Africa

w]1ere medicine sellers were widely used as sou f d c:-. rces o rug ior n1alana and fc, er (Goodn1an

et al, 200?). Majority of the caregivers reported availabilit) of the dn1g ,vheneYer they go to

buy it. 'fl1is finding is also in consonance with a stt1d1 done in seven African countries i11

2012(01,ana, Kenya, Madagascar, Niger� igeria, Uganda and Tanzania) ,vl1ich iound out

that tl1erc was increase in availability and market share of Quality Assured AC1"s (Q.\,i\Cl�)

at tl1c PPMV s except for Niger and Madagascar(Tougher ct al. 2012). Reasons gi,1en for tl1is

i11 Madagascar included: the predominance of general stores� unfavourable context in tcr1ns 

of econo1nic and political instability. In Niger, unavailability was as a result of' lack of fl1ll 

scale public awareness campaigns. Another study done to detem1j11e Arten1isi 11in-based 

combi11atio11 tl1erap) availabilit) and use in tl1e private sector of' five AMFm pl1ase 1 

cot111tries loL111d tl1at n1ar�et penetration of one or more AMFm QAACT was higl1 both in 

rural and t11·ban areas(Da\ is et al. 2012). 

1-;-indings frorn this stt1dy revealed actions the caregivers would engage in if tl1ey happen to 

miss a dose of anti1nalarial. Actions reported inclt1de ignoring a missed dose, extending the 

days of therapy, taki11g the dose when tl1ey remember and doubling tl1e next dose. Tl1is

finding is sin1ilar to tl1at found in Kenya where actions reported include ig11oring a n1issed

dose, doubling the next dose and narrowing a dosing interval ( CatTen et al� 2011 ). These 

actions l1ave in1plication for inappropriate treatn1ent whicl1 could have a negative impact on 

malaria treatment safety ru1d efficacy as well as development of resistance.

5.1.2 Pattern of AMFm Drug Use an1ong Caregivers of Under Fi,,e

Pattern of drug use is a key factor in determining drug effectiveness. Inappropriate tise of'

dl·ug and incorrect use can tra11slate to resistance by the disease causative agent. Findi11gs
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consonance with literature on treatme t k. n see tng pattern for malaria in sub-Sal1aran 1\frica

\Vhere medicine sellers were widely d use as sources of drug for n1alar1a and te\cr (Good1nan

ct al, 2007). Majority of the caregi\ers reported availabilit) of the drug \Vhenever they go 10

buy it. Tl1is finding 1s also in consonance w1'th a stud" done · \r. · 
· · 

1 1n seven ; 1r1can countries 1n

2012(Ghana, Kenya, Madagascar, Niger. Nigeria, Uganda and Tanzania) ,vl1icl1 found ol1t 

that there was increase in availability and market share of Quality Assured ACI�s (Q \J\C1") 

at the PPMV s except for Niger and Madagascar(Tougher et al. 2012). Reasons gi\ en ror tl1is 

in Madagascar included: the predominance of general stores. t1nfavot1rablc conte�t in terms 

of economic and political instability. In Niger una\'ailability was as a result of lac� of Juli 

scale public awareness campaigns. Another study done to deterrnine Artemisini11-based 

cotnbination tl1erapy ava 1labilit1 and use in tl1e private sector 01· five AiVlFn1 pl1ase I 

cou11tries f 0L111d tl1nt n1arket penetration of 011e or more AMFn1 QAACT was l1igl1 both in 

rL1ral and tu·ban areas(Da\ is et al. 2012). 

1�indi11gs from tl1is study revealed actio11s the caregivers would engage in if tl1ey happen to 

1niss a dose of antimalarial. Actions reported inclt1de ignori11g a 1nissed dose, extending the 

days of therapy, taking the dose when tl1ey remember and doubling the next dose. Tl1is 

finding is sin1ilar to tl1at found in Kenya where actions reported include ig11oring a missed 

dose. doubling the 11ext dose and narrowing a dosing interval ( Carren et al. 2011 ). These 

actions have implication for inappropriate treatment which could have a negative impact on 

1nalaria treatment safety ai1d efficacy as well as development of resistance. 

5.1.2 Pattern of AMFm Drug Use among Caregivers of Under Five 

Pattern of drug use is a key factor in detern1ining drug effective11ess. Inappropriate t1se ot' 

drug and incorrect use can translate to resistance by the disease causative agent. Findings 
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from tl1is . ltttly re,,er1lcll tl1£tl 111t1st of
-. 
tile rcspc>ndc 1 h d • :.ri s l at u c AMf·m--AC"f used the dru

" itl1i11 tl1c rcco111111c11,led tl1rcc dt1ys ur1d ovcrul I ino th h If f h re on a c> t c re pondcnt took the

drug correctly. l�C\V Slttdics 1,rtvc been co11dl1cted on adherence to AC"fs and those that cxi t

lack a unifonn tncthodology or study different drug combinations, making comparison

ditlicult(Fogg et al .. 2004:Kachttr et aJ .. 2004). l·Jo\vevcr, a study that utilized the methodology

used in tl1is stud) ho\\ c\·er found a similar finding when the study participants were tratified

b) age. It \\US found that cl1ildren less than tl1irtecn years had a better adherence than children

abO\'e thineen )'ears (On)'ango. 2012). Findings from this study also revealed that obtaining 

�1Fm-1-\CTs \\ithout prescription \Vas common. --rhis is not surpri ing given that othc.7 

tudies ha,,e consistentl)' demonstrated that self-medication is common in most malaria-pron� 

regions (Ona)'ango. 2012). 

-.1.3 Factor influencing u c of Ai\'lFm-.\CT among arcgi, crs of nder 1-�i,.,c 

hildren 

A Pre, ious study done in Kenya have shO\\'Il that factors influ n ing antin1alarial drug US\: 

include v.1lo the household head is, household source of income .. monthl ... incon1 . do�#-.:e ot 

drugs and sources of drug ( Carren et al,20 i 0). Other studi ha, e ho\\n ,�illingnc�� 10 l,k.\

for qualit) ac-c-ured ACTs, consumer ·no\� ledge uperior ffic .. u�), "�c1 l�U uc1 nal tntu nd 

1.20 I 0). I-lo\, \ er. in thi 

oriJ} predictor o 0 

in1il 

......, f: ctors intlu nctng ant,n 

<."Onl mun 1 } 
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from this study revealed that most of the re d spon ents that used Al\,tFm-Ac·r·s used the druc,

within the recommended three days and II overa more than half of the respondents took tl1c

drug correctly. Few studies have been conducted dh on a erence to ACTs and tl1ose that exist

lack a uniform methodology or study different drug b. 1· aki com 1na 1ons. m � ng con1panson 

difficult(Fogg et al.,2004 ;Kachur et al.,2004). Ho\\·e,·er, a stud} that utilized the n1ctJ1odolog) 

used in this study however found a similar finding when the stt1dy participants were st1·atitied 

by age. It was found that cluldren less than thirteen years had a better adherence than cl1ildrcn 

above thi11een years (Onyango, 2012). Findings fron1 this study also revealed that obtaining 

AMFm-ACTs without prescription \Vas common. This is not surprising given tl1at otl1cr 

studies l1ave consistently demonstrated that self-medication is common in most malaria-prone 

regions (Onayango, 2012 ). 

5.1.3 Facto1·s influencing u c of A IFm-ACTs among Ca1·cgivcrs of Under Fi,,c 

Cit ild 1·en 

A Previous stttd)' done in Kenya have shown that factors influencing antimalarial drug use 

include who the l1ousehold head is, housel1old source of income, monthly income, dosage of' 

drugs and sources oi' drug ( Can·en et al,20 I 0). Other studies have sl1own willingness to pay 

for quality assured ACTs, consumer knowledge superior efficacy, age, educational status and 

increase access to st1bsidized ACTs as factors influencing antimalaria drug use (Carren ct 

al,201 O). However, in this study, awareness of tl1e symbol of AMFm by the caregiver \Vas the 

only predictor of use of AMFm. Thls finding is similar to results on Insecticides treated net 

where awareness predicted the ownersl1ip and use of the nets (Bau1ne and Maurin 2008). 

Similarly, in a study in Kenya, co1nmunity awareness activities were reported to have bee11 

instrumental to a substantial increase in ACT availability and coverage (Kedenge et al.2013). 
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5.2 Limit;1tit,11s 

Asccrtt1in1nent oJ" tl1c drug given lo a child ca bl, d·r..i· . . n c ,,.i icult, especially 1f the caretaker doe

not know l1ow to read and \Vrite. "I hcrefore samples of th> d k c rug pac 1Cts \Vere u ed to ,,enf},

tl1e t1·pc of· drug given. Caregiver's tt r 
· · pa em o use ,vas cst1matcd using caregi,,er's self rcpon.

llcc,111 bias 1nay likely to occur from this but it was m· · ·. d b k. r. h · 1n1m1zc y as ·1ng ,or t etr pattern of 

tisc in tl,e last two weeks. None of the respondent reported to l1ave done a Rapid diagnostic

test before treatment with malaria ho\vever
,. they could ha,1e done it in laboratories \\�thout

tl1c1n knowing. 

5.3 Conclusion 

Findings from tl1is study revealed that a\varcness o1
'" 

AMFm-ACTs was lo\V and this 

L1·anslated in low utilization of AMFm-ACTs. Tl1is may hinder achieving tl1c objectives of 

AMF111 wl1ich is to expand access to ACTs. In assessing the pattern of use most of t11e 

respondent used tl1e drug correctly although many respondents acquired the drug \Vithout 

obtaining a prescription from an) health worker. Significant factor prediciting utilization ot' 

AMFm-ACTs in tl1is study was only awareness of AMFm-ACTs. 

5.4 RECOMME DATIONS 

Government should increase a\vareness on subsidized AMFm-ACTs b) 
• • 

organ121ng 

campaigns and increasing radio jingles on AMFm-ACTs. The)' should increase sensitisation 

an1ong community n1embers about tl1e treatment failtire rates and the additional costs that 

could be faced due to treatment with cl1eap antimalarials. Ftrrtl1ermore .. appropriate 1neasures 

should be in place to enst1re tl1at AMF1n-ACTs are sold at regt1latcd price. Tl1ey sl1ot1ld also 

cndeavotir to educate people 011 appropriate dosing and treatn1e11t tor malaria \\ ith 1\:\11�111-
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ACTs and also fujk nd research to explore the reasons why AMFm-ACrr s are not sold al

stipulated price.
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APPENDIX I 

A,varcness and utilization of At·ror·dablc Medicine Facility malaria among Cal'·egi,,ers of under 

five children in Ibadan No1·tlt West Local Government Area, Oyo State. 

lt1t1·oduction 

Good (lay ma, 

I an1 a master's student from tl1e University of Ibadan and I am carrying out a research on a,vareness 
a11d utilizatio11 of Affordable Medici11e Facility Malaria among caregivers of under five cl1i ldre11. Your 
sincere response will l1elp 1ne to assess the awareness and use of AMF,n in Ibadan North West Local 
Gover1unent. All information disclosed will be held in l1igl1 confide11tiality. 

1 would be grateful if you pa1ticipate 

Serial Number 
-------

SOCIO-DEMOGRAPHJC DATA 

l) Age at last birthday (in years) ____ _

2) Sex l) Male 2) female

3) Occupatio11 ________ _

4) Marital status

1) Single 2) Married 3) separated

4) Co-habiting 5) Divorced 6) Widowed

5) Religion

2) Islam

Date: 

1) Cl1ristianity

3) Traditional 4) otl1ers (specify) ____ _

6) Level of education

l ) No formal edt1cation

2) Primary school

3) Secondary scl1ool

5) Tertiary

Otl1ers specify ----------------------------------------

7) Wl1at is your average income at the end of the inontl1? ---------

8) Did any of your children under five have fe,er m the last t\,o "eeks?

1) Yes ---------------co nt·1nue intervie,\:

2) No ----------------- stop interv1e,v
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9) How 1nany cl1ildre11 less tl1an five years do you 1 
. 

1 1ave 111 yot1r 1ousel1old?
------

l 0) Wl1at is you1· relationship to tl1e cl1ild (ren)
----------

l) Mother

2) Gra11d1notl1er

3) Auntie

Otl1ers specify 
-------

11) How old is tl1is cl1ild wl10 l1ad fever?

12) Wl1at is tl1e sex of this child wl10 had fever?

,. 

-------

13) Who is tl1e decisio11 maker in this l1ousel1o]d that determir,es ho\v children under five \vith febri1e
illness suspected to have malaria should be treated?

1) Mother 2) Father 3) Grandparents

Others specify .......................... . 

KNOWLEGDEONMALARIA 

14) What are the cornmon signs of 1nalaria i11 a cl1ild tinder 5 years of age? (Don't Prompt). Tic� tl1e

ones mentioned

SIGNS YES NO 

Fever/l1igh te111perature 

Vomiting 

I-leadacl1e 

Diarrheal 

Cough 

Joint pains 

Malaise/body \veakness 

Poor appeptite 

Body ache 

Cl1est pains 
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15) Wl1at are tl1e common signs of a 1 1• r.. ti . . 
1e 1reaten1ng illness· h'Jd d 

malaria? (Tick all respoiises) Do 1101
in a c I Lin er 5 years of age \VitI1

SIGNS 

Fever/l1igl1 temperatt,re 

Vomiting 

Headacl1e 

Diarrl1ea) 

Cougl1 

Joint pains 

Malaise/body weakness 

Poor appetite 

Body ache 

Cl1est pains 

· pro1npt.

YES NO 

• 

16) How quickly should you respond to fever in a child under 5 years of age? ( Circle one
response.)

1) Immediately 2) Same day (within 24 l1ours) 3) Next day (witl1in 48 hours)

4) More than two days later 5) don't know

Otl1ers specify ___________ _ 

17) Which of these antimalarials have you l1eard about? (Multiple choice)

1) cho]oroquuine 2) Amodiaquinne 3) Mefloqut1ine 4) Quinne

5) ACTs ( coartem, Larimal, J onarl), 6) Sulphadoxi11e-p)'rimethamine( Fansidar)

Others specify ............................................. . 

18) Which of the antimalarials do you tl1ink is the most effective in the treatme11t of' n1alaria
at tl1is time? (Circle one) 

1) choloroquine 2) Amodiaquinne 3) Mefloquinc 4) Quinnc

5) ACTs ( coartem, Larimal, Lonart). 6) Sulphadoxine-p)'ri111etham111c( l�a,1sidar)
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15) Wl1at are tl1e common signs of a 1 · c. ti . . .c tie 1reaten1ng illness ' h 'Id d 
malaria? (Tick all responses) Do 110t

11 a c 1 un er 5 years of age \vitl1

SIGNS 

F ever/h igl1 te1n perature 

V 01niti11g 

Headacl1e 

Dia11·l1eal 

Cougl1 

Joint pains 

Malaise/body weakness 

Poor appetite 

Body acl1e 

Chest pains 

· pro1npt.

YES NO 

16) How quickly should you respond to fever in a cl1ild under 5 years of age? (Circle one

response.)

l)  Irrunediately 2) Same day (within 24 hours) 3) Next day (wit11in 48 hours)

4) More than two days later 5) don't know

Others specify ___________ _ 

17) Which of these antimalarials l1ave you heard about? (Multiple choice)

l)  choloroquuine 2) Amodiaquinne 3) Mefloquuine 4) Q11inne

5) ACTs ( coartem, Larimal, Lonart), 6) St1lphadoxine-p)1rimethamine( Fans1dar)

Otl1ers specify ............................................. . 

J 8) Which of the antimalarials do you think is the n1ost ef'tecti,,e in the treat111e11t or· rnalaria 

at this time? (Circle one) 

I) choloroquine 2) Amodiaquinne 3) Mefloquine 4) Quinne

5) ACTs ( coartem, Larimal, Lonart), 6) Sulphadoxine-p)'lin1ethan1ine( l�ansidar)
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I 9) Which of the antimalarial is the one recommended by the Government for use in the treatment ofu11co1nplicated 1nalarial i11 children? 
l) choloroquine 2) Amodiaquinne 3) Mefloquine 4) Quinne
5) ACTs ( coartem, Larimal, Lonart), 6) Sulphadoxine-pyrimethamine( Fansidar)
AWARENESS ON AMFm

20) Have you l1eard about AMFm programme tl1at reduces the price of antimalarial known as ACTs?

I) Yes 2) No
If no to question 20 sl<ip to qt1estio11 22 

21) How did you hear about it?
1) Television
2) Radio
3) Health worl<er
4) Internet
5) Pl1armacies/drt1g shop
6) Frie11ds
7) Posters

����:��-;��-��-��-�;·,�-��;d-�/iiiis antimalaria! with this symbol of green leaf on the pacl..et befOre? 
(lntervie\ver to show pacl<et of AMF1n drug with the symbol). 

I) Yes 2) No
If no skip to 25 
23) Where did yotr see or J1eard abot1t ACTs \Vith this symbol on tl1e packet

l) Television
2) I-lealth worker
3) Internet
4) Pharmacies/drug sl1op
5) Friends
6) Posters

Otl,ers -·····························••••••••••• 

24) This symbol on tl1e drug packet ,11eans
Yes 0 l don't 1-..nO\\

( 

I 

2 

13 
4 

15 
6 

Effecti ntimalarialve/qual ity a 
able antima 
malarial in 
ve/quality m 
sinin based 

ns notl1ing 

Afford larial 
-

An anti high demand 
Effecti edicine 
Artemi combination 
[t mea 
Recom atrner1t 

-
7 _

_ mended �e 

8 l St1bsidized medic 1ne
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USE OF ACTs (Including AMFm) 

25) You mentioned that your child has st1.ffered a fever/ high temperature / hot body in the Jast
2 weel<s. How many days ago did tl1e fever start? .............................................. . 

26) Is this cllild still suffe1·ing fro1n a fever today?

1) Yes 2) No

27) What time of day, on tl1e fn·st day, did tl1e fever start? (Ci1 ·cle one response)

1) Morning 2) Afternoon 3) Dusl< / Early evening 4) Night time

28) Did yoq give you1· child a11timalarial drug for this fever?

1) Yes 2No 

If 110 skip to q1.1estion 52 

29) When did you comme11ce the drug for your child?

1) Same day 2) Next day 3) Two days after 4) 3 or more days after

30) Who prescribed the antimalarial that was used?

1) Docto1· 2) Nurse 3) self 4) phar1nacist 5) dn1g shop attendant

6) Neighbor 7) frie11d 8) relative

Others

31) Wl1at was the name of tl1e ar1ti-1nalarial drug that yot1 t1sed?
1) ACTm 2) Choloroqt1i1111e 3) Sulpl1adoxine-pyrimethamine 4) Atersunate/amodiaquinne
5) Artest.1nate 6) Amodiaquinne 7) Artemeter/lwnefantrine
Otl1ers specify-----------------------------

32) How much did the anti1nalarial cost? _____________ _

33) What was the main reason for choosing tl1e anti-malaria t1sed?
1) Price 2) avai !ability 3) Recommended by others

4) Considered effective 5) prescribed by a health worker

6) Fewer tablets at once 7) Feel much better witl1 it

Otl1 ers s pee i fy--------------------------------------------------

34) Wl1ere did you obtain tl1e drug for your child?. . 
I) Public J1ealtl1 facility 2) Private cl i11ic / private hospital 3) Phannacy
4) Proprietary Patent Medical Ve11dor (PPMV) 5) Supermarket 
6) Community Healtl1 Worker/ Extension Worker 

-�..

Other specify ---------.--
------

1 
-----;��--

---:��;;
-
�;���� ie\ver to sho,,· packet of AMFn1 drug \vith

35) Did you use antimalarial tl1at 1ave 15 sy · ..---, 

symbol).
I) Yes 2) No

If no skip to 40
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36) lf you bougl1t AMF1n, do you always get tl1e ant· I · I .1 
l )  Yes 2) No

ima aria w 1enever you go to buy it?

37) H .ow lo11g did it take )'0tl to get to the place yoti bougli t AMFm
------------------------------------------- (in mi 11 u tes) 

38) Did yotir child do a11y malarial test (RDT) before tJ1e a11ti1nalarial was prescribed?
1) Yes 2) No

39) I-low much did tl1e test cost?

40) Did yot1 have to use anotl1er antimalarial for tl1is fever?

l)Yes 2)No

41) Wl1y did you use a11otl1er antimalarial for tl1is fever?

I) Cl1ild did not in1prove 2) side effects of the drug

Otl1ers 

42) Which of tl1ese antin1alarial did you t1se again?

1) ACTm 2) Choloroqui11ne 3) Sulphadoxine-pyrimethamine 4) Atersunate/amodiaquinae
5) Artesunate 6) Amodiaquinne 7) A11emeter/lumefantrine
Others specify-----------------------------

PA TIERN OF USE OF ACTs (i11cluding AMFm) 

43) How many times a day did yot1r chlld used tl1e drug? _________ _
44) I-low many oftl1e drugs we1·e taken each day __________ _
45) How many days did your cluld take the drug mentioned above?

1) 1 day 2) 2days 3) 3 days 4) 4 days
Others specify 

46) Were you given any advice on 110\v to administer tl1is antimalarial by the provider?

l) Yes 2) No
Lf no skip to 48 

47) Whicl1 of tl1e following advice \Vere you given?

l) r-tow to administer tl1e medici11e at l1ome
2) Importance of completing the full c�urse . 
3) W11at to do if tl1e cl1ild vomits after ,ngesttng the med1c111e

4) Wl1at to do if tl1e cl1ild does not get better :ollo,,,,ng treatment

5) Wl1at foods to give the child with the medicine 

6) How to store tl1e medicine at home
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11) ....... .. .. , ........... ... 

) Did .,;-our child use all t1 f 1J1e ontimalan I > u we,e g,, en'> 
I)� ) o 

If ip to SI 
491 \\'II did. oor child 1m1 fintsh 11 of th• n1.irnal I t 1

I) �'fflploms better � l \ I Id l t p b) I r,�nd refatJ\
Olhcn -··,fl 

=------------=---

SOl \\ hat dtd) ., .... \\ 11h � I tl- , r I) lhrt" 11 ft'IJl.'I) l cpt t-, v�

()lhm 1f) ______ ---""-' ___ ��-----=-----

-

- , 

,,�ru . n r mi � t� 1 c of nr1mat.a.r1 ... 

' 

tr� le JI th 1t 1ppl ) 

f .......... t,m Ian.al c,culd • obtii-ln ·d wu..."' l(lt 1 ,r '"' 
m,usc·h Id had ttm to obtaln unt2m�l 1 �l 

........ -c"'" 
w , to g�!!.· w,t1rmalar1 l 

U:li. =:a,ait.;;I t 0utlet 

-
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APPENDIX IJ 

INFORMED CONSENT FORM 

My 11a1ne is Tolulope Ojo. I a1n a 1naster's stt1det1t at the University of Ibadan. I a,n carrying out a 

stt1dy 011 Awareness a11d Utilization of Affordable Medicine Facility Antimalarial among caregivers 

of u11der five cl1ildre11 in tl1is Local Government. I \viii need to ask you some questions but please note 

that your answers will be kept very confidential. You will be given a nt11nber and yot1r na1ne will not 

be ,vritten on tl1e fo11n so that your na1ne will never be used in connection witl1 any information given. 

Tl1e infor1nation you and other people give will be ttsed by Goven1ment to help find a solution to tl,e 

problem ar1d increase distributio11 of affordable Medicine facility Malaria. Your honest answers to the 

questio11s will l1elp to better understand what people tJ,inl<, say or do with respect to Affordable 

Medicine Facility Malaria. After tl1is exercise l1ealth education will be given on what affordable 

Medici11e Facility Malaria is to caregivers and also tl1e correct dosage for children under five "viii be 
tat1ght. 

You are free to reft1se to take pat1 in tl1is progra1nme. You have a rigl1t to \Vitl,dra\.v at any given time

if you choose to. We vvill greatly appreciate your l1elp i11 respondi11g to tl1e st1rvey and taking part in

the study. 

Consent; Now tl1at the study l1as been well explained to me and r fu I ly understand the content of the 

study process, I will be willi11g to take part in the study 

Signature/tl1umb print of participant Interview Date 

• 

Signature/tl1t1mb print of witness/Date (if required) 
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Appendix III

Dosing schedule for Arthemeter -Lumcfant1·ioc in Nigeria

Nun1ber of tablets per dose 

Weight(kg) Approximate Day 1 Day2 

I 
Age(yrs) l st 8l11·s 24hrs 

Ii I' 

5-14

Smnths :S 3yrs 1 1 I 

15-24 3-7 years 2 2 2 

\ I 

• 
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Day 3 

48hrs 48hrs 6011rs
I ' 

I 1 l 
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TELEGRAMS ................ . 
TELEPT·IONE ..•...........•.. 

I 

DEPARTMENT OF PLANNING, RESEARCI-I & STATISTICS DMSION 

PRIVATE MAIL BAG NO. 5027, OYO STATE OF NIGERIA 

Your Ref. No . ............................... .

JI/I conrmunicat1ons sho1,ld be addressed to 

the Honorable Con1n21ssioner quoting 

Our Ref, No. AD 13/ 4 79/231 

Tl1e Principal I11vestigator, 
Departrnent of Epidemiology, Medical Statistics 
& Environme11tal Healtl1, 
College Of Medici11e, 
University of Ibadan, 
Ibada11. 

•• 

Attention: Ojo Tolulope 

I 

• 

I 9t11 June, 2612

• 

Ethical Approval for the I1nple1nentation of your Research Proposal in Oyo State 

This aclmowledges tl1e 1·eceipt of the co1Tected ve1·sion of yo1rr·Researcl1 Proposal 
titled: �'Awareness and Utilization of affordable Medicine Facility Malaria among 
Caregjve1·s in Ibadan No1th West Local Governmer1t Oyo State''. 

2. The commi,ttee has noted yotrr compliance witl1 all the ethical concerns raised in

the i11itial review of tl1e pro.posal. 111 the light of tlus, I am pleased to convey, to )'OU, the

approval of co1n.mittee for tl1e implementatio11 of the Research Proposal in Oyo Slate'!,

Nigeria. 

3. Please 11ote that tl1e comn1lttee will monitor, closely. and follov\· tip the

implementation of the research study. However, the Ministry of Health ,vould like to

have a copy of the results and conclusions of the findings as this will help in policy

mal<.ing in the heal th sector. 

4. Wisl1i11g you all tl1e best,

• 

• 

•
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