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ABSTRACT 

The World Health Organization recommends consistent use of insecticide treated net 

(ITN) a11d intern1ittent preventive treatment using Sulphadoxine-py1·imetl1an1ine 

(IPTp-SP) as tl1e two important preventive n1easures against n1alaria in pregnancy for 

use in l1igl1ly endemic regio11s. Despite tl1e effectiveness a11d safety of IPTp- SP, a11d 

tl1e adoption of a 11ational IPTp policy the uptake of IPTp-SP has been co11sistc11tly 

low in Nigeria, 1na11y pregnant women are still at risk of n1a1aria in p1·egna11cy (MIP) 

and its related negative pregnancy outcomes. The NDHS 2013 revealed that Oyo 

State l1as the poorest con1pliance in the south west region with a con1pliance rate of

3o/o. This stt1dy therefore aims at identifying a11d comparing tl1e detern1inants of 

preve11tive t1se of SP a1nong pregnant women atte11ding antenatal clinics at the three 

levels of healtl1 care facilities in Oyo State, Nigeria. 

This study is a cross sectional comparative survey among pregnant women attending 

antenatal care in tertiary, secondary as well as primary health care facilities in Oya 

State. Fot1r-ht1ndred and seventy-four pregnant women attending antenatal clinics 

were interviewed; this comprises one ht1ndred and fifty eigl1t respo11dents at each ot" 

the tl1ree different facilities st1rveyed.Respondents were selected consect1tively as tl1ey 

come i11 for antenatal care till tl1e reqt1ired nutnber needed \vas reacl1ed.Data '"as 

collected using interviewer-adn1inistered question11aire, three foct1s group disct1ss1ons 

were held among eight pregnant women in each facility surveyed, the discussion ,vas 

audio recorded. Info1·1natio11 on socio-demographic cl1aractenstics,. kno\vledge and 

perceptio11 on IPTp-Sp as well as use of IPTp-SP \Vere obtai11ed fron1 tl1e respondents. 

Descriptive statistics, Chi-square, Logistic regression \Vere t1sed to analyse 

quantitative data at 5% level of s1gnifica11ce while content analysis \\'as used for tl1e 

qualitative data. 

Mean age and mean gestational age of the pregnant \Vomen \\ as 28.2±5.6 years 

(range- 18.0 and 45.0years) and 31.1±3 I \\ieeks (range- 28 0 and 41.0 \\eeks), 

respectively TI1ree hundred and ninety-one (82.5%) of the respondents Lt",edlPTp 

\\1h1le 17 5° 
o did not use IPTp. Reasons gi\1en for nor,- t1�e include, the dn1g 1101 bc111g 

offered or prescnbed 34.9%, late/poor attendance to ANC 15. 7¾,, ··jt1st do11 't \\ 1.1111 co 

u�e''l 8 l (1/o, .. be1ng afraid of com1Jl1cations'' 9 6%, ,. 11on- a\1ailal1ilit)1 of thl! drt1g ,1t

tl1e ANC'' 9.6o/o, forgetfulness 9 6% and ··tJ1e dn1g could cause \\ eakness 2.4%. ,t1n-
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use oflPTp was l1ighest among the THC attendees with a percentage of 21.5% 

followed by the PHC attendees witl1 1 8.4%. About half 241 (50.8%) had a poor 

perceptio11 on IPTp-SP and 42.6% had good knowledge on malaria and IPTp-SP. Poor 

ki1owledge about IPTp-SP(OR= 0.2, 95%CI=0.09-0.49)and regt1lar keeping of ANC 

atte11dance ( OR= 3.8, 95%CI=l .92-7.64) were found to be statistica11y significantly 

associated witl1 IPTp-SP use. 

T11e prevale11ce of non-use of IPTp-SP is lower than that reported in ND1-IS, 2013� the 

use of IPTp-SP among 1nany pregi1ant women in this study is encouraging. However, 

for Oyo state to acl1ieve tl1e Roll Back Malaria target of 0% 11011-trse, the providers 

practices must cl1ange positively and access as well as acceptability shouJd be 

in1proved. 

Keywords:Malaria 1n pregnancy, sulpl1adoxine-pyrin1ethamine,inte1111ittent 

preve11tive treatme11t, antenatal clinics, insecticide treated net 

Word count: 489.

VI 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



• 

Title 

Title page 

Certificatio11 

Dedicatio11 

Acknow ledge111ent 

Abst1·act 

Table of content 

List of Tables 

List of Figt1res 

Acrony111s 

TABLE OF CONTENT 

CHAPTER ONE: INTRODUCTION 

1.1 Background 

1.2 Problen1 Statement 

1.3 Justification of the stt1dy 

1.4 A11n of tl1e study 

1.4.1 Board Objectives 

1.4.2 Specific Objectives 

CHAPTER TWO: LITERATURE REVIEW 

Overview of Malaria 

Burde11 of Malaria in SLtb-Saharan and Nigeria 

2.1 

2.2 

2.3 Vulnerable groL1ps for n1alaria: Children and pregnant won,en 

2.4 Malaria in pregnancy. features, com1)licat1on, management 

2.4.1 I .. eatures of malaria in pregnancy 

2.4.2 C'om1Jlications of malaria in pregnancy 

2.4.3 Management of malaria in pregnancy 

2.5 Malana control programmes globally 

2.6 Progran1mes that l1ave been carried OLlt to reduce malaria 

Prevalencea111ong pregnant women 

2.6.J Intem1ittent prevent1ve treatn1ent 

2.6.2 Insecticide- Treated Nets 

2.6.3 Effective case management 

vii 

• 

Page 

• •  

J J 

• • •

1 J I 

JV 

V 

• • 

Vil 

• 

XI 

• •  

X JJ 

• • •

X 11 I 

I 

3 

6 

6 

6 

6 

7 

7 

9 

9 

)0 

12 

13 

14 

14 

16 

16 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



2.7 

2.8 

IPT use in pregi1ancy, associated factors 

Ba1Tiers to IPT use 

CHAPTER THREE:METHODOLOGY 

3.1 Study area 

3.2 Study design 

3.3 Stt1dy population 

3.3.1 Inclt1sion criteria 

3.3.2 Exclusio11 criteria 

3.4 San1ple size detern1ination 

3.5 San1pling tecl1niques 

3.5.1 Qua11titative data 

3.5.2 Qualitative data 

3.6 Data collection techniqt1e 

3.6.1 Qua11titative data 

3.6.2 Qualitative data 

3. 7 Data a11alysis 

3. 7 .1 Quantitative data

3.7.2 Qualitative data 

3.8 Variables 

3.8.1 Dependent variables 

3.8.2 lndepende11t variables 

3.8.3 Variable indicators/Definitions 

3.9 tt11ical consideration 

3.9.1 Inforrned consent 

3.9.2 Confidentiality of data 

3.9.3 Beneficence to participants 

3.9.4 Non-n1a1eficence to participants 

3.9.5 Volu11tar1ness 

4.ISociodemographic characteristics of respondents

4.2 Use off PTp-SP among Responde11ts 

• • •

VI 11 

• 

17 

18 

19 

20 

20 

20 

20 

21 

21 

?? 
--

?? 
--

22 

22 

23 

23 

23 

24 

24 

24 

24 

24 

24 

25 

25 

25 

26 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4.3 Co1nparison of the uptake of IPTp among the three Jevels of 

l1ealth care facilities in the state- primary hea1th care(PHC), 

Secondary health care(SI-IC) and Tertia1y health care (THC) 

4.4 Knowledge and perception of IPTp-SP use among Respondents 

4.4.l K.t1owledge of IPTp-SP use among Respo11dents 

4.4.2 Perception of respondent on IPTp-SP 

4.5 Baniers to administratio11 of IPTp-SP as DOT in tl1e ANC 

4.6 Factors associated witl1 use oflPTp 

4.6.l Associatio11s betwee11 demograpl1ic variables and IPTp u.se 

Among respondents 

4.6.2 Associatio11 betwee11 obstetric history andIPTp use 

an1011g respondents 

4.6.3 Association between ANC attendance and IPTp 11se 

an1ong respondents 

4.6.4 Knowledge and perceptio11 on IPTp and IPTp use 

a1nong respondents 

4.6.5 Logistic regression a11alysis of factors associated with IPTp 

use among respondents 

4.7 Qualitative Analysis 

4.7.1 De1nographic characteristics of tl1e Focus Group Discussion 

Participants 

4.7.2 Perceptions of malaria and its preventive metl1ods 

4.7.3 Knowledge about IPTp-SP 

4.7.4 Detem1inant of No11 use of IPTp 

4. 7.5 In1plementation of Policy on IPTp-SP use

CHAPTER FIVE: DISC SSIO , 0 CLU IO A D 

RECOMMENDATIO S 

5.1 Discussion 

5.1. I Use of JPTp-SP among pregnant \VO men attending antena ta I 

5.1.2 Knowledge and perception of pregnant \Vomen on malaria 

IX 

31 

35 

35 

39 

42 

44 

44 

46 

48 

50 

54 

54 

54 

56 

57 

57 

59 

60 

60 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



and IPTp-SP 

5.1.3 Barriers in tl1e adherence to Directly Observed Therapy 

5.1.4 Factors associated with non-use of IPTp-SP 

5.1.5 Li111itations 

5.2 Conclusio11 

5.3 Recomn1endations 

REFERENCES 

• 

APPENDICES 

APPENDIX I: Questionnaire (English) 

APPENDIX II: Questionnaire (Yoruba) 

APPE DIX III: Focus group discussio11 guide 

APPE rnIX IV: Letter of Ethical Approval 

X 

62 

63 

63 

64 

65 

66 

67 

75 

82 

87 

89 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



and IPTp-SP 

5.1.3 Bar1iers in the adhe1·ence to Directly Observed T11erapy 

5.1.4 Factors associated witl1 non-use of IPTp-SP 

5.1.5 Litnitations 

5.2 Concl11sio11 

5.3 Reco1nmendations 

REFERENCES 

• 

APPENDICES 

APPENDIX I: Questioru1aire (English) 

APPENDIX Il: Qt1estion11aire (Yoruba) 

APPE DIX III: Focus group disct1ssion guide 

APPENDIX IV: Letter of Ethical Approval 

X 

62 

63 

63 

64 

65 

66 

67 

75 

82 

87 

89 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



LIST OF TABLES 

TABLE 4.1: Sociodemograpl1ic cl1aracteristics of respondents 

TABLE 4.2: Reasons for no11-use of IPTp among respondents 

who did not use IPTp-SP 

TABLE 4.3.1: Co1nparison of IPTp use by level of l1ealtl1 care 

TABLE 4.3.2: Reasons for not taki11g IPTp withi11 each level 

of health care facility 

TABLE 4.3.3: Co1npa1i.son of drugs used by level of healthcare faci 1 ity 

TABLE 4.4.1: Respondents'Knowledgeof causes of mala1·ia by 

27 

29 

32 

33 

34 

level of health care facility 36 

TABLE 4.4.2: Respondents' Knowledge of burden and 

consequences of malaria in pregnancy by level 

of healtl1 care facility 3 7 

TABLE 4.4.3: Respondents 'Knowledge of prevention of malaria 

in pregnancy by level of health care facilities 38 

TABLE 4.4.4: Perception of respondent on IPTp-sp 40 

TABLE 4.4.5: Respondents' I<nowledge and perception score 41 

TABLE 4.5: Reasons for not usi11g IPTp as Directly Obset'1ed Therapy 43 

TABLE 4.6.1: Association between demogi·aphic variable a11d IPTp t1se 

among respondents 

TABJ�E 4.6.2:Association between obstetric history and IPTp 

t1se among Respondents 

TABLE 4.6.3:As5ociation betwee11 ANC attendance and IPTp 

use among Respondent 

TABLE 4.6.4:Association between knowledge and percept1011 

onIPTp andIPTp use among respondents 

TABLE 4.6.5:Logistic regression analysis of factors associated 

w1thIPTp use a111ong respondents 

TABLE 4. 7.1: Den1ograpl1ic characteristics of FGD part1c1pants 

XI 

45 

47 

49 

5 I 

53 

55 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



LIST OF FIGURES 

FIGURE 2.4: Consequences of malaria in pregnancy 

FIGURE 4.2: Dn1gs used for IPTp at tl1e l1ealtl1 facilities sn1died 

• •  

XII 

10 

JO 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



ACT 

ANC 

CQ 

DOT 

FGD 

FMOH 

IPT 

IPTp-SP 

ITN 

MDG 

MIP 

NDHS 

NMCP 

PI-IC 

RBM 

SI-IC 

SP 

THC 

WHO 

ACRONYMS 

Artemisinin-based Combination Tl1erapy 

Antenatal Cli11ic 

Chlo1·oq11ine 

Di1·ectly Observed Therapy. 

Focus Grot1p Discussion 

Federal Ministry of Health 

Inte11nittent Preventive Treatment 

Intermitte11t Preventive Treatn1ent i11 Pregnancy 

Sulphadoxine Pyrimethan1ine. 

Insecticide Treated Net 

Mille11niu111 Develop1nent Goal 

Malaria 111 Pregnancy 

National Demographic and I-Iealtl1 Survey 

National Malaria Control Program 

Primary Health Care 

Roll Back Malaria 

Secondary f Iealtl1 Care 

Su 1 p had ox 1 ne-Py ri 111 et ha n1 in e. 

Tertiary r lealtl1 Care 

World I-Jealt11 Organization. 

xiii 

using 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CHAPTER ONE 

INTRODUCTION 

l.lBackg1·ound

Mala1ia is endemic in Nige1·ia a11d re1nai11s a public l1ealtl1 threat in the cou11try. About 

90% of the world's malaria deaths are estimated to occttr i11 the tropical Sahara Africa 

regio11, wl1ere the n1ost dangerous specie, plas111odiuni falcipa1·i1,111, is the predominant 

pa1·asite specie, n·ansmitted by vectors, Anopheles mosquitoes, that are highly 

efficient, wide spread and diffic11lt to control.(NDHS, 2013; WH0,20 I 4). Children 

tinder five and pregnant women are tl1e most vulnerable grot1ps to i1111ess and death 

fron1 malaria infection (WHO, 2014). 

Malaria is a11 in1n1ense public l1ealtl1 problem with approxin1ately 3 .2 billion at risk 

and 1.2 billion at high risk. In 2013, l 98 million cases of malaria were recorded 

globally leading to 584,000 deaths with 90% of tl1is death in Africa (WHO, 2014 ). It 

is estimated that over 125 n1illion women get pregnant in malaria enden1ic region of 

the ,vorld yearly and 30 million of these reside i11 sub-Sahara Africa (Dellicour, 

Tatem, Guerra, Snow and te1· Kt1ile, 201 0). Pregnant won1en are particularly 

,rulnerable to malaria than their non-pregnant cot111terparts (Tylor, van Eijk. Hand. 

Mwandagalirwa, Messi 11a,Tshefu, Atl1a, Emch, Muwo1 1ga, Mesl1nick and ter Ku1le. 

201 1) In Ghana, approximately 36% asyn1pto111atic n1alaria occurred an1011g pregnant 

won1e11 (Yatic11, Yi, Agbe11yega, Turpin, Rayner, Stiles, Ellis, FunkJ1ouser. Eh1ri. 

Willia111s and Jolly, 2009) and up to 82.0% in otl1er Af1·ican coL1ntries (Bot1yot1-

Akotet, lonete-Collard, Mabika-Manfoun1bi, Kendjo, Matsiegu1, Mavoungou and 

Kombila, 2003; Walker-Abbey, DJokan1, Eno, Leke, Titanji, Fogako, San1a, Thuita. 

Beardslee� Snounou, Zhou and Taylor, 2005) suggesting that malaria in pregnancy 

could go undiagnosed. The consequences of malaria in pregnancy are gra, e. Pregnant 

women who carry the n1alaria parasite n1ay be at risk of ser1ot1s problei11 that could 

jeopardise tl1e1r own l1ealtl1, compromise the health of the toetus, and inc1·ease the 

likelil1ood of adverse pregnancy outcon,es sucl1 as: maternal anaen1ia. i11tra-L1teri11e 

growtl1 retardation, low birth \veigl1t, stillbirths, spo11taneous abortions, a11d n1aten1al 

mortality (Adams, Kham1s a11d E1bas111r,2005 Datallah, EL-Agib, and Bushra, 2003). 

The most cost effective inteTVentions in 11ealth are t11ose that are pre, e11ti c. l l1e t,,,o 

important preventive measures against n1alana in pregnanC)' as rce,on11nc11cled by 
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WI-IO (2004) to be use in highly endemic regions are the consistent use of insecticide 

treated nets (ITN) and inter1nittent preventive treatment. ''This policy has been 

adopted by most countries in Africa, but i1nplementation has been suboptin1al'' 

(Parikh a11d Rosentl1al, 2010). In Nigeria, the national gt1ideJine for diagnosis and 

treatn1ent of 1nala1�a (2011) recomme11ds Sulfadoxine-pyrimethamine (SP) as the drug 

of cl1oice fo1� Intermittent Preventive Treatment in Pregnancy because of its proven 

safety in pregi1ancy a11d efficacy. 

I11tem1itte11t preve11tive treatlnent in pregnancy t1sing sulfadoxine- pyrin1ethan1 ine 

(IPTp-SP) is defined as the use of at least two treatment dosages of sulfadoxine­

pyrin1etha111i11e by pregnant women living in mala1ia e11demic regio11s after t11e first 

trimester at the antenatal clinic regardless of tl1eir parasiten1ia status (WHO, 

2004).IPTp-SP is offered tl1rough the focus antenatal care strategy. There are many 

brand 11an1es of SP available in Nigeria; Fansidar, Amalar, and Maloxine are some of 

the n1ost con1mon. 

Follo,ving the above 1·ecommendation, Oyo state known to be 11010-endemic for 

malaria l1as also adopted the policy of preventing malaria in pregnancy t1sing at least 

m,o doses of sulfadoxine-pyrimetl1an1ine (SP) as inten11ittent preventive treatn1ent 

(IPT) after tl1e first trimester of pregnancy.In Africa, uptake of IPTp-SP has been 

reported to be relatively low con1pared to the Roll Back Malaria Initiatives' target of 

I OOo/o ranging from 53o/o in Kenya (Gikandi, Noor, Gitonga, AJanga and SnO\\, 2008) 

34o/o i11 Cote d 'ivo1re (Vanga-Bosso11, Coffie, Kanhon, Sloan, Kouakou, El1ol ie, Kone, 

Dab1s, Menan and Ekouevi, 2011) 73o/o in Uganda (Sangare, Stergacl11s, Brentli11ger. 

Ricl1ardso11, Staedke, Kiwuwa and Weiss, 2010) 28.5% in Ta11zan1a(E,avery, 

Mbaruku, Mbuyita, Makemba, Kinyonge and Kweka, 2014) 13 7o/o-15 4% 1n South 

East Nigeria (Onyebuchi, Lawani, I yoke, Onol1 and Okeke, 2012 Onaka, Hanson and 

Onwujekwe. 2012 ) and 18%-27 .3% 1n south west Nigeria (Tango, Onmadegun and 

Akinyi11ka, 2009; Akinleye, Falade and AJayi, 2007). Lo,\ con1pliance to IPTp- p 

could be due to personal reasons like non- acceptability, poor kno\, ledge of IPTp- p 

a1nong pregnant women, late enrolments for antenatal care, irregtalar antenatal visits, 

poverty. forgetfulness, constrain of long \\'a1t1ng at the antenatal clinic, bei 11g ,tfraid 

to take drugs during pregnancy and lo\v Je, e] of education. There are also facilil)' 

related factors like periodic shortage of IPTp dn1gs in the clinics, lack of' portable 
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water or the non-acceptability of the drinking cups provided by tl1e facility, staff 

sl1ortage, l1eavy patient load, poor supervision of Directly Observed Therapy an1ong 

othe1·s. (Onyebt1chi et al., 2014; Akinleye et al., 2009; Vanga-Bosson et a]., 2011: van 

Eijk, Hill, Alegana, Kirui, Gething, ter Kuile and Snow, 2011; Wilson, Ceesay, Obed, 

Adjei, Cyasi, Rodney, Ndjakani, Anderson, Lucch and Stile, 2011 ). 

In Africa, previous studies on tl1e utilization of intem1ittent preventive treatment for 

preve11tion of n1alaria in pregnancy are majorly commu·nity based survey where the 

target popt1lation are wome11 of 1·eprodt1ctive age, their spouse and front-li11e care 

givers (Dia la, Pennas, Marin and Belay, 2013 ), focus has also been on wo111en aged 

15-49 who reported a pregi1ancy that l1ad resulted i11 a delivery in the last 12

monthspreceding tl1e survey (Sangare et al., 2010; Gikandi et al., 2008; Onoka et al., 

2012), won1en with childre11 aged less than two years and who l1ad sought ante11atal 

care (ANC) at least once during pregnancy (Exavery et al., 2014) or post-natal women 

who had delivered their baby within the precedi11g five months (Kiwt1\va and 

Mufubenga, 2008). There l1ave been hospital based studies in Nigeria tl1at was carried 

out in tl1e prin1ary healthcare (Akinleye et al., 2009) as well as in teacl1ing l1ospital 

(Onyebuch1 et al., 2014). Also previous related studies l1ave compared uptake of 

IPTp-SP in the tertiary a11d secondary healtl1 facilities (Tongo et al., 2009) as \veil as 

in the private and public facilities (Esu,Effa, Udoh, Oduwole, Odey, Chibuzor, Oyo­

Ita and Meremikwu, 2013). However, tl1ere is a gap in literature in con1panng the 

detem1inant of utilization of IP--
fp-SP across all the levels of health care that is 

Prin1a1y Health Care, Secondary Health Care and Tertiary Health Care. Therefore, 

there is 11eed to assess the IPTp-SP uptake a11d its predictors across t11e three le\1el of 

health care facility. This study aims at identifying and con1paring the dete11111nants of 

use of SP among pregnant women attending antenatal cl111ics at the three levels of 

care in Oyo State, Nigeria 

1.2 Problen1 Statement 

Globally, an estimated 3 2 btllion people are at risk of malaria and the e�t1n1ated 

1nc1dence of n1alaria is 198 mill1on cases annual I)', \Vith about 584,000 deaths (\\ 1-10, 

2014). Tl1ere were 97 countnes and tern tones \\'itl1 on-going n1alaria tran� 111ission� 
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and 7 co11ntries in tl1e prevention of reintrodt1ctio11 phase, making a total of I 04 

countries and territories i11 wl1ich malaria is prese11tly considered endemic (WHO, 

2013). Sub-Saharan Africa11 popt1lations living in highly endemic areas accot1nt for a 

n1ajority of the global mala1ia bt1rden, with pregnant women and infants being at a 

dispropottionately higl1er risk of infection than others. There are about 75,000-

200,000 infant deaths yearly in Africa from malaria in preg11ancy (I-Jeggerl1ougen, 

Hackethal, Vivek, 2003). Malaria is transmitted throt1ghot1t Nigeria with 97% of the 

popt1latio11 at 1isk (NSP, 2011 ). Mala1·ia accounts for abot1t 60% of ot1tpatie11t visits 

a11d 3 0o/o of l1ospitalizations in Nigeria. It is a leading cat1se of mortality in children 

t111der five yea1·s of age and is respo11sible for an estimated 225,000 deaths a11nually. 

I t  also contiibutes to an esti1nated 1 1  % of mate1nal mortality and 10% of 1ow birth 

weig11t (NMCP, 2009) 

According to Nigeria n1alaria indicato1· survey (MIS) 20 I 0, the highest n1alaria 

prevalence zones were So11th West (50%), North Ce11tral (49%), and North West 

( 48%), \Vl1ile tl1e lowest prevalence zones were Sottth East (28%), Nortl1 East (3 I o/o), 

and South South (32%). Furthem1ore, ITN ownership was l1ighest in the North East 

(63 o/o) and lowest in the So11th West (20%). 

In Zan1bia� research has shown tl1at SP retain some efficacy in treating n1alaria 1n 

pregnancy despite the presence of resista11ce, and so n1ay ren1ain a viable option for 

IP
'"

f (Ta11. Katale11icl1, Mace, Nambozi, Taylor, Mesl111ick, Wiegand. Chal\,e, Fille1·, 

Kamuli\\.O and Craig, 2014). Despite this effectiveness, a11d the nearl} t1n1\ersal 

adoption of a national lPTp policy an1ong malaria enden1ic countries, 1t::, t1se remains 

1·elati\ely uncommon in st1b-Sal1aran Africa (WI-IO, 2009). 

National Demography and H ealth Survey (NDHS), 2013 shO\\ ed tl1at an1ong pregnant 

women living in households tl1at possess an ITN, 3 in IO slept under an ITN the night 

before the st1rvey. Twenty-three J)er ce11t of won,en ,vho had their last birth 111 tl1e t\\O

years preceding the survey received 1nte1 rnittent prevent1 \ e treatn1e11t dt1ri11g their 

pregnancy; that is, tl1ey took t\\ o or more doses of sulphadox1ne- p)'r11netha1n1ne 

(SP)1Fa11sidar and received at least one dose dur1ng an antenatal care \ 1�1t(1\1DHS� 

2013 ). The uptake of IPTp-S P l1as been consistently low in _ 1ger1a \\ 1tl1 an ttptnke 

rate of20% 1n 2003, 18°0 1n 2008 and 23% in 2013 (�DI-I ) This in1plies that o,,er

703/o of pregnant women are still at nsk of n1alaria ir1 J)regnanC)' (f\·IIP) a11cl its rein led 
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negative pregi1a11cy outcomes. NDHS 2013 revealed that Oyo State has t11e poorest 

con1pliance in tl1e south west region witl1 a compliance rate of 3%. Tl1at is the 

percentage of women age 15-49 in Oyo state with a live birth in the two yea1·s 

preceding the survey wl10, d11ring the pregnancy preceding the last birth, took at least 

two doses of SP/Fa11sidar and received at least one dose during an ANC visit. This 

con1plia11ce 1·ate is exceptionally low relative to the expected Roll back malaria 

initiative's (RBM) target of 100% coverage. 

1.3J 11stificatio11 

T11e ct1rre11t World Health Organization (WHO) recommended standard of care for 

1nalaria in n1alaria-endemic regions are, i11termittent preventive treatment of malaria 

in pregna11cy (IPTp) witl1 sulfadoxine-pyrimethan1ine (SP), consistent use of 

Insecticide T1-eated Net and pron1pt malaria case 111anagement (WHO, 2009). 111e 

IPTp-SP has been shown to red11ce malaria episodes, malaria-related anaen1ia, 

incidence of LBW by 42%, neonatal deatl1 by 38%, placental n1alaria by 65'}-o, and 

antenatal parasitemia by 26% (Kayentao, Kodio, Newman, Maiga, Doumtabe, 

Ongoiba, Coulibaly, Keita, Maiga, Mungai, Parise and Doumbo, 2005); (Gamer and 

Gulmezoglu, 2006). 111 addition, IPTp-SP is attractive because of its single-dose 

therapy, \\'hich lends itself to supervised ad111inistration a11d ensures compliance. 

Although this preventive strategy has been in1plen1ented in most l1ealth facilities 1n 

Oyo State. the uptake is low a11d tl1ere l1as been little assess111ent of factors respo11s1ble 

for its non-u.;;e. The natio11al coverage of IPTp-SP i11 Nigeria 1s 20% in 2003. I 8° o 1n 

2008 a11d 23o/o in 20 I 3 (NDI-JS), indicating that over 70o/o of pregnant \\'On1en are still 

at risk of malana 111 pregnancy (MIP) and its related negative pregnanc) ot1tcon1es 

NDHS 2013 revealed that Oyo State has tl1e poorest con1pl1ance in the ot1th \vest 

regio11 witl1 a compliance rate of 3°/o meaning the percentage of\\ on1e11 age 1 5-49 in 

Oyo state with a live birth in tl1e two years preceding the st1n'e) \\ ho, dt1ri11g the 

preg11a11cy preceding tl1e last birth, took. at least t,vo dose::, of PfFa11sidar and 

received at least one dose dt1ring an ANC visit T11ere ha,·e been pre\ 1ot1s con1paratr"'c 

studies on uptake of IPTp-SP in the tertiary and secondaf)' health facilities (Tango et 

a)., 2009) as \Veil as 1n the private and public facilities (Esu et al., 2013) but there is a 

dearth in literature on studies comparing the deter 1ninant of t1ti)izat1on of lPTp-SP 
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• 

across all tl1e levels of l1ealtl1 care that is Primary Hea]tl1 Care, Secondary Health Care 

and Tertiary Health Care. 

Acl1ieving tl1e WHO's target of 100% IPTp coverage will go a long way in redt1cing 

maternal and neonatal mortality. This intervention is to be offered to all ANC 

attendees i11 every health facilities as part of their ANC services. Tl1erefore tl1e1·e is 

need to intensify efforts in order to meet the Millenni11m Deve]op1nent Goa 1s (MDG) 

4,5,6 ( Goal 4- To reduce child mortality, Goal 5- Improve maternal health and Goal 

6- Co1nbat HIV/AIDS, Malaria a11d Other Diseases.) as 2015, the targeted year, is

l1ere. It is tl1erefore necessary to evaluate the quality of current practices in preventing 

1nalaria in pregnancy. Examining possible factors and barriers for the 11on-t1se of 

IPTp-SP despite its effectiveness in decreasing prevalence of maternal malaria and 

malaria-associated adverse outco1nes is important in assessing the realization of the 

11atio11al n1alaria control targets of controlling malaria and adve1·se ot1tco111es in 

pregnancy. 

1.4 Aim of tl1e Study 

1.4.1 Broad Objective 

To identify and compare the detem1inants of p1·eventive use of SP among pregnant 

women attending antenatal clinics at tl1e tlu-ee levels of care in Oyo State, Soutl1-\vest 

Nigeria. 

1.4.2 Specific Objectives 

I . To assess the Knowledge and Perception of pregnant women on IPTp- P 

2. To detem1ine the prevalence of use/non-use of IPTp-SP among pregt1ant

\Vome11 attending ante11atal

3. fo compare the t1ptake rate among the tl1ree level� of l1ealth facilities an tl1e

state- PHCs, SI-JCs and the tertiary l1ealtl1 care.

4. To deten11i11e the barriers to the adm1n1strat1on of IPlp -SP in the health

facility dunng antenatal care (ANC) , isit.

5 To identify factors 1n1luenc1ng the use of IPTp-SP. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Overvie,v of Malaria 

Mala1ia is a11 infectious disease cattsed by the parasite of tl1e genus Plasn1ocliu111 

wl1ich i11fects l1uman blood. T11ere are four main kinds of plasmodit1m parasites that 

cause n1alaria i11 l1t1111ans. Tl1ese are plas11zodii1111 falcipc1ri1111 (Pf), P/as1110(/i1,1111 v1vc1x 

(Pv), Plas111ocliit111 111alc1riae (Pin) and Plas11zoclii1111 ova le (Po). In Nigeria, 98% of 

n1alaria infectio11s are due to Pf Tl1is parasite causes tl1e most deadly for 1-n of malaria, 

know11 as severe malaria. Otl1er forms of malaria prese11t in Nigeria include P.011c1/e 

and P.1110/a,�iae, whicl1 play a 1ninor role with the latter being qt1ite common as a 

double i11fectio11 in child1·en (FMOH, 2010). Malaria is transmitted mostly by the bite 

of an infected fen1ale anopl1eles 111osquito, which occurs mainly between dt1sk and 

da\vn. Tl1ere are at least 400 different species of this vector and the comn1on species 

among tl1e A11opheles complex are A11opheles ga111biae, A11op/1eles fi111esti1s. 

A11op/1eles a1Aabie11sis and A11.op/1eles ,nelas. Malaria can also be tra11smitted by some 

other rare mechanisms like: congenitally-acquired disease, blood tra11sft1sion, sharing 

of contaminated needles, and 01·gan tra11splantation (Owusu-Ofori, Betson and Pany, 

2013 ). Mala1·ia is endemic throughot1t n1ost of tl1e tropics, of the approx1ri1ately three 

billion people living in 106 cot111tries wl10 are exposed, approxin1ately 243 n11ll1011 

will de\ elop symptomatic n1alaria annt1a1 ly (WI IO, 2008) 

Malaria 1� cl1aracterized clinically by fever� other sy111ptoms n1ay inclt1de headache, 

chills, 1·1gors, general weak11ec;s, von1iting, loss of appetite and profuse S\\'eati11g. rfhe 

clinical f eatt1res of malaria vary from 1n1 Id to severe In areas of stable malaria 

transmission, sucl1 as Nigeria where the n1ost con1mon specie� 1s Plas1r1odii11,1 

falc·1pc11·11111, most 1nfect1ons are asyn1ptomatic and usually pers1�t for long periods at 

low dens1t1es (FMOH,2011) 

2.2 Burden of !f alaria in Sub-Saharan and 
• • 

1ger1a 

Ma1ana infection 1s significant 1n Africa \\ here its tatalit)' is a far greater problen 1 

than i11 most parts of the world. Abotrt 90°/o of the ,vorld's n1nlaria deatl1s arc 
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estimated to occt11· in tropical Africa south of the Sahara, where the majority of 

i11fections are caused by tl1e n1ost dangerous species, Plas112odii,112 falcipc11·1,111, wl1ich 

is predomina11tly transn1itted by vectors that are ]1ighly efficient, widespread and 

difficult to control. Based on tl1e data of the Africa Malaria report and othe1· sources, 

WI-IO estimates, tl1at the nt11nber of malaria deaths in young children in sub-Sahara.n 

Africa i11 2000 was 803,000 (precision estimate 710,000-896,000) (Rowe, Steketee, 

Rowe, Snow, Korenromp, Schellenberg, Stein, Nahlen, B1-yce and B1ack, 2004 ). It is 

ge11erally agi·eed that malaria causes arot1nd 20% of all deaths in children Under 5 in 

Africa and tl1at it is the most important cause of death in this grot1p (WHO and 

UNICEF, 2003). 
• 

Nigeria bea1·s up to 253/o of the n1alaria disease bu1·den in Africa, he11ce contributing 

significantly to the one million lives lost per year in the region, which n1ostly consists 

of child1·e11 and pregi1ant women. Malaria in Nigeria is endemic and constitutes a 

major public l1ealth problen1 despite the c11rable natt1re of the disease. Malaria-1·elated 

deaths accot1nt for up to 11 % of maternal mortality. Additionally, they contribute up 

to 25o/o of infant mortality and 30o/o of under-5 mortality, resulting in about 300,000 

childhood deatl1s annually. The disease overbt1rdens the already-weakened health 

systen1: nearly 110 million clinical cases of malaria are diagnosed eacl1 year, and 

malaria contributes up to 60% of ot1tpatient visits and 30% of adn1issions (FMOH, 

2007). Malaria also exe11s a l1uge social a11d economic bt1rden 011 families, 

communities, and the count1y at large, cat1sing an annual loss of about 132 billion 

Naira in payn1ents for treatme11t, prevention as well as l1011rs 11ot \.vorked (Jirnoh� 

Sofola. Petu and Okorosobo, 2007) 

Nigeria has an estimated 7.5 m1ll1on pregna11t \Vomen annually, almost all of \vhom 

are at risk of malaria 1n pregnancy (MIP). The burden of 111alar1a dt1r1ng JJregnancy 1s 

high witl1 enormous healtl1 a11d eco11on1ic impact on tl1e cot111try ( �P� 20 I I). 

2.3 Vulnerable Groups for Malaria: l1ildre11 and Pregnant '''omen 

Cl1ildren under five and pregnant women are tl1e most vulnerable groups to illness and 

deatl1 from malaria infection in Nigeria (NDHS, 2013). Pregnant v. on1en ha\'C 

reduced immune response and tl1erefore less effecti,,ely clear n1alarin inft.tt1011s 
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(B1·eru1an, Beeson, Tadesse, Molyneux and Brown, 2005). Consequently. pregna11t 

wo111en a1·e particularly vulnerable to malaria than non-pregnant won1en fro111 tl1e 

san1e area. Tl1e prevalence of malaria is higher duri·ng pregnancy compared wit]1 tl1e 

non-pregi1a11t state (Tylor et al., 2011 ). Susceptibility to infection a11d t11e severity of

clinical 1na11ifestations are determined by the level of pre-preg11ancy i111munity, w]1ich 

in turn, depe11ds la1�gely on tl1e intensity and stability of malaria transmission (Rijken, 

McGready a11d Boel, 2012). Malaria infection (peripheral or placenta]) is more 

·frequent i11 primigi·avidae a11d secundigravidae tl1an in mt1ltigra vidae, J1owev

111t1ltigravidae are also vulnerable to malaria becat1se they l1ave a l1igl1er incide11ce of 

cli11ical malaria dt1ring than before or after pregnancy (Bren11an et al., 2005) 

Based on WHO's fact sheet it has been established tl1at pregnancy quadruples a 

woma11' s 1·isk to malaria illness and doubles her risk of deat11. In Ghana, 

approximately 36o/o asymptomatic n1alaria occurred among pregi1ant \VOmen (Yatich 

et al., 2009) a11d up to 82.0% in other African countries (Bouyou-Akotet et al., 2003; 

Walker-Abbey et al., 2005). 

2.4 Malaria in Pregnancy: Features, Complications, Management 

Malaria in pregnancy remains a major pt1blic health problen1 in st1b-Sal1aran Africa 

(Ndyomugyeny1a, Tukes1gab and Katan1a11ywac, 2009). The physiological cl1anges of 

pregnancy and tl1e pathological changes dt1e to n1alaria have a synergistic effect on 

the course of each other, tl1us making life difficult for the mother, the child and tl1e 

treating physician (Breman, Al1lio and Mills,2004). Plas11zodi11111 fa/cipan1,,1 malaria 

infection in pregnancy especially among tl1e primigravidae and secundigra\ idae, 

whetl1er sy111pto1natic or asymptomatic n1ay contribttte to ,15 n1uch ac:; 15° o of maten1al 

anaen11a, 703/o of intrautenne growtl1 retarded del1\ er1eS,, 36<> 
o of pi·eten11 del1\ er, and 

30o/o of preventable low birtl1 weight deliveries and postpartun1 n1orbidity (.t\rulogun 

and okereke. 2012) Maternal anaemia contribt1tes s1gnifica11tl)' to n1aterna] mortal 1l) 

causing an estimated I 0,000 deatl1s per year (Ivtarcl1es1ni and Cra\\ ley, 2004) 

2.4.1 Features of Malaria in Pregnanc�' 

Malana in pregnancy is difficult to diagnose, especially in endemic cou11trie�. Often 

the disease is asympton,atic in mothers ,vho are regularl)' exposed to n1alaria a11d do 
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(Brennan, Beeson, Tadesse, Molynet1x and Brown, 2005). Consequently4 pregnant 

wome11 are pa1ticularly vulnerable to n1alaria than non-preg11ant won1en f1·0111 the 

same area. Tl1e prevale11ce of malaria is higher dt1ring pregnancy con1pared with the 

11on-p1·egnant state (Tylor et al., 2011 ). Susceptibility to infection and the severity of 

clinical ma11ifestatio11s are determined by tl1e level of pre-pregnancy imn1unity, which 

in tun1, depends largely on the intensity and stability of malaria tra11smission (Rijken, 

McGready and Boel, 2012). Malaria infection (peripheral or placenta)) is more 

fi·eque11t in primigravidae a11d secundigi·avidae tha11 i11 mt1ltigravidae, l1owever, 

n1ultigravidae are also vul11erable to n1alaria because tl1ey have a higl1er incidence of 

cli11ical malaria during than before or after pregnancy (Brennan et al., 2005) 

Based 011 WHO's fact sheet it has been establisl1ed that pregnancy quadruples a 

woma11' s risk to malaria ill11ess and dot1bles l1er risk of death. In Ghana, 

approximately 36% asymptomatic n1alaria occt1rred among pregnant won1en (Yatich 

et al., 2009) a11d up to 82.0% i11 other African cottntries (Bouyou-Akotet et al., 2003, 

Walker-AlJbey et al., 2005). 

2.4 l\tlalaria in Pregnancy: Feat11res, Complications, Management 

Malaria in pregi1ancy rernains a major public l1ealth problen1 in sub-Saharan Africa 

(Ndyo111ugycny1a, Tukesigab a11d Katan1anywac, 2009). Tl1e pl1ysiological cl1a11ges of' 

pregi1a11cy and the patl1ological cl1anges due to n1alaria have a sy11ergistic eftect on 

the course of eacl1 other, tl1us n1aking life difticL1lt for the n1otl1er, the cl11ld and the 

treating pl1ysic1an (Bre111an, Alilio and Mills,2004) P/a:;�,,1od111111 falc·1pa111111 malaria 

infection in pregnancy especially an1ong tl1e prin1igra\11dae a11d secund1grav idae, 

wl1etl1er syrnpton1atic or asympton1at1c may contr1bt1te to as 1nt1ch as l 5° o of maternal

anaen11a, 70o/o of intrauterine gro\\ th retarded del1vene�, 16° 
c) of JJretem1 deli,1el)' and

30% of preventable low birtl1 weight del1venes a11d postµartt1111 n1orb1d1ty ( 1·t1logun 

and okereke, 2012) Materna) anaemia contributes sig11ificantly to n1atemal 111ortal1ty 

caus1ng an estimated I 0,000 deat}15 per year (Marc11esini and Cra,,.,Jey, 2004). 

2.4.l Features of Malaria in Prcgnanc) 

Malar1a in pregnancy is difficult Lo diagnose, especiall)' in ende111it l.OLtnl1�ie�. Ott�,1 

the disease i5 asympton1atic in motl1ers ,vl10 are regular}) e.xposed to 111alarii1 '"1r1d do 
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not show the characteristic symptoms that can be seen in non-pregnant persons. One 

of tl1e reaso11s is that malaria parasites stays in the blood enric11ed and it's not found in 

the blood stTeam of tl1e motl1er. This makes diagnosis very difficult since blood 

sample fron1 tl1e 1nother is used fo1· microscopical examination. Diagnostic tests that 

make use of the antigens (specific particles of the parasite that are different fro1n the 

l1u1na11 body, circulate in tl1e bloodstream and are recognized by t11e human immune 

systen1) ca11 be 11sed as an alternative for diagnostics (Kattenberg, Ochondo, Boe1·, 

Scl1allig, Mens and Leeflag, 2011 ). 

2.4.2 Co1nplications of Malaria in Pregnancy 

P reg na r1 t \1r·orr., an

Pa ras1ta e r-i ·a 

.� F=,le:-e r rate:: 
P�\oroid1y 

i:1 r,aer-r ,a 
f e:-brile:- illries� 

,:::e,.eora rr,a a,.,a 
r,ypc g l1(00E:-r'"l ia 
puE-roE:ral sE:osis 

'"'\ort,:J li·y 
sev-erE: a 1se:-a se:-
r,ae:-rr C rr""10 g e 

Fetus 

,"-C C'701") 

�t-llbirth 
c: ori gtt r j·a -r f €:-•J t ic,r, 

9\Jewborn 

Lo• • ._.· t:::iirth we -gr· 
�2re:-l"'10 ,_,,.,-y

intrauterinE:- gro-.\·iri n:-taraat·or 
�. ,a O"ia illnttss 
"-,artah·1· 

Fig.2.4 Adverse Consequences of Malaria in Preg11ancy (WI IO, 2004 ). 

Malaria in Pregnancy a11d Congenital n1alaria 

Malaria duri11g pregnancy n1ay rest1lt 1n foetal ex.posure to malaria if para�1tes are 

tra11sn1itted across the placenta and could result in congenital n1alaria. Tran� placental 

transmission of P Jalcipa1,1111 l1as been \veil descnbed, and the reported freqtienC)' of 

this event i11 babies born 1n malana-expo::,ed pregnancies \\ as about 25o/o (Garn r a11d

Cochrene.2006). 171us, placental n1alaria 1s k.no,\111 to be a major deten11ir1ant of 
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congenital malaria. Congenital malaria has been defined as the presence of asext1aJ 

stages of P. falcipa,,.i,111 in cord blood smear at delivery or in peripheral blood sn1ea1· 

of tl1e infant in the first seven days of life, irrespective of cli11ica'J symptoms (Uneke, 

2007). No1n1ally, symptoms occur 1 O to 30 days postpartu111; however, tl1e disease 

1nay be see11 in a day-old i11fant or appear after weeks to months (Beh1·man, Keliman 

and Je11son, 2004 ). Previously, in the sub-Saharan Africa regions clinical disease is 

rarely identified as a co11seqt1ence of congenitally acquired malaria, (Logic and 

Mcgregor, 1970). Before it was unclear whether tl1e presence of P. falcipan,111 n1a]aria 

parasites in u111bilical cord blood is a11 indication of antenatal acqt1ired infection 01· 

contan1i11atio11 witl1 infected maternal blood at delivery but in a st1.1dy in Kenya, it was 

uneqt1ivocal]y shown that mala1;a pa1·asites identified in cord blood are acquired 

antenatal by t1·a11s-placental transmission of i11fected erytl1rocytes and primigravid and 

secu11digravid women witl1 placental 1nalaria are at increased 1·isk fo1· congenital 

infectio11 (Mal11otra, Mungai, Mucl1i1·i, Kwiek, Mesl1nick and King, 2006). The high 

rate of trans-placental transmission of malaria appears to suggest the placental barrie,­

is not very effective when infected with malaria parasites (Malhotra et al., 2006). 

Malaria in Pregnancy and Lo\v Birth Weight and Preterm Deli,1er)' 

Presence of Malaria parasite in tl1e placenta compromise the integrity of the placenta 

and obstruct tl1e flow of nut1·ie11t and oxygen to tl1e foetus, causing intrauterine gro\vth 

retardatio11. one of the contribt1tory factors to delivery of low birth weight baby(1 e., < 

2 5kg). On tl1e other l1and, severe n1aternal anaen1ia cat1sed by r11alaria can also lead 

to the delivery of a low birtl1 \ve1gl1t baby (Me11endez, Ordi and Is111nil, 2000).

Malaria-infected placentas frequently carry a11tibodies, cytoki11es, and n1acropl1age�, 

\vl1icl1 are 1nd1cative of a11 active in1n1u11e response, and this i111n1t1ne re�po11�e n1a} 

stin1ulate early labour (Guyatt a11d S11ow, 2004 ).

Malaria in Pregnancy and Foetal anacn1ia 

T11e prevalence of foetal anaem1a, defined as cord haen1oglobin le\ el < I 2.5g/dl, is 

reportedly ve1)' l1igl1 in sub-Saharan Africa (Brabin, �tokes, Dt1mbaya and Q\\·en�. 

2004) A l11gher prevalence of foetal anaemia occt1rred \\ 1th increasing peripheral p 

jalcrpa, 11111 parasite density, and geometric mean placental parasite dens1t1ec.. \\'ere 

]1igl1er in babies with foetal anaen1ia than in tl1ose \\,.ithout it (Brab111 et al., 2004 ). 
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Malaria in Pregnancy and Perinatal mortality 

Malaria i11fectio11 du1·ing pregnancy has been cited as one of the contributo1·s to 

neonatal n1ortality, n1ai11ly tl1rough low birth weigl1t and n1aternal a11aemia (Menendez 

et al., 2007). 111 the settings of high transmission, whe1·e levels of acquired imn1L1nity 

te11d to be 11igl1, tl1e P. falcipa1·z1111 infection is L1sually asympto1natic in pre!:,111ant 

wo1ne11. However, parasites 111ay be present in the placenta a11d co11t1·ibL1te to maternal 

anaen1ia. Botl1 maternal anaemia and placental parasitaemia can lead to low birth 

weight, whicl1 is a major contributor to child mortality (WHO, 2013 ). It has been 

noted t11at 6°/o of infant deatl1 a1·e cat1sed by low birth weigl1t fi·om n1alaria during 

pregnancy. Tl1is implies that approxin1ately, 100,000 infant n1ortality are due to LBW 

cause by malaria in pregi1ancy yearly in malaria endemic regions (Guyatt a11d Snow, 

2004 ). Since LB\,V is tl1e si11gle greatest risk factor for neonatal a11d infant n1011ality� 

its pre,,ention througl1 effective control of placental mala1·ia cannot be o,,erstated. 

Effect of· 1\1alaria in PregnanC)' and Maternal mv infection-l\1ot11er-to-child­

transmission of HIV 

HIV i11fection has bee11 linked with an increased prevalence and density of- malana in 

pregnancy (ter Kuile, Parise and Verl1oeff, 2004 ). Duri11g pregnancy placental HIV- I 

viral load is increased 1n women wit11 placental malaria, especially those \vith high 

parasite de11sities (Mwapasa, Rogerson and Moly11et1x, 2004). lt can be hypothesized 

t11at increased placental I-IIV-1 load, due to the prese11ce of malaria parasites, might be 

associated with increased excretion of IIIV-1 i11 tl1e ge11ital tract, tl1t1s 1ncrea 1ng tl1e 

nsk of' MTCT. Maternal immune responses to 1nalana may stin1L1late HI \'iral 

replication i11 the placenta, thereby increasing the viral load tl1ereb}' 1ncreas1ng the r1sk 

of MTCT (ter KL11le et al., 2004 ). 

2.4.3 1anagement 

Case n,anagement of malaria illness is an e��ential component of n1alaria �1re\1e111ion 

and control during pregnancy in all areas \Vhere pregnant \vOn1en are at rt�k of 
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mala1ia. Pregnant women with symptomatic n1alaria are at higher risk of foeta I loss, 

prem.ature delivery and death, and tl1us t1rgently need to be treated. Falcipa,,.1,111 

malaria i11 pregi1ancy is a grave risk since uncomplicated malaria in pregnant won1en 

ca11 p1·ogress rapidly witl1 severe manifestations and complications. Treatment of 

1nalaria in pregna11cy must ain1 at both clinical cure and con1plete elimination of all 

parasites since any level of parasitaemia is of consequence to both mother and foetus. 

Tl1e recom1ue11ded drugs for both uncomplicated and seve1·e n1alaria n1ust, therefore, 

be l1igl1ly efticacious and safe to botl1 1nother and foetus (WHO, 2004 ). 

Tl1e recon11nended antimala1-ial drugs for treatment of uncomplicated malaria are 

cloroqt1ine (CQ) in CQ-se11sitive areas and sulfadoxine-pyrin1etl1amine (SP) in areas 

witl1 CQ resista11ce. Quinine is another alternative in a1·eas where bot11 CQ and SP are 

not effective, a11d it is the drug of choice for treatment of uncomplicated n1alaria in the 

first trin1ester of pregnancy and severe malaria. WHO recommends tl1at the following 

drugs not be used during pregnancy: halofantrine, tetracycline, doxycyc1ine and 

·prin1aqui11e (WH0,2001 ).St1lfadoxine-pyrimethamine, mefloquine and artemisinin

are, ho\ve,·er, contraindicatedduring the first trimester of pregnancy (it sl1ot1ld be 

noted tl1at ,vomen rarely 1·eport to theantenatal services during tl1e first trin1ester) 

(WHO, 2001 � 2003). Where conditions allow intensive care monitoring, quinine may 

be used safely for the treatn1ent of severe malaria in all stages of pregnancy 

Intramuscular arternether is tl1e d11.1g of choice in the second a11d tl1ird trin1esters. 

In Nigeria. the national gt1 idel1ne for diagnoses and treatn1ent of ma }aria, 2011 

recon1111ends that Quinine is safe for the treatment of n1alar1a i11 all trin1esters ot� 

pregnancy. In the second a11d tl11rd trimester ACTs can be t1sed I lo\, e\ er there �l1ot1 Id 

be proper mo11itonng and doct1n1e11tatio11 in all case!:>. In tl1e fi1·st Lr1n1e!:>ler tl1e ,1fety 

of tl1e ACTs l1as not bee11 ascertained for a categorical recon1mendat1on on their t1se

However� �hould be used 1f 1t is t)1e only effecti,,e antimalarial n1ed1cine a\'atlable 

(FMOI-1, 201 1 ). 

2.5 1
V

lalaria ontrol Programn1es Globall)' 

In area� of l1ig)1 or n1oderate transm1ss1on, most 1nalaria infections in pregnant ,, on1e11 

are asyn1pto111at1c and infected \.\'Omen do not present for treat111ent. In st1cl1 areas. the 
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World Health Organization recomn1ended a combinatio11 of interventio11s to prevent 

malaria i11 pregna11cy; this includes insecticide-treated bed nets (ITNs), i11termittent 

preventive treattnent in pregnancy (IPTp) a11d effective case manage111ent and 

treatme11t (WHO, 2004). 

2.6 Prog1·a1nmes That Have Been Carried Out to Reduce Malaria Prevalence 

among Pregnant Women 

In tl1e past, WHO recommended that pregnant women in malaria-enden1ic areas 

receive ft1ll antimalarial treatn1ent on their first contact witl1 antenatal service 

followed by weekly chemopropl1ylaxis (i.e. frequent, regular use of an antin1a]arial 

drug given at less than a tl1e1·apeutic dose) (Bel1rn1an et al., 2004). Tl1e drtrg most 

con1n1011ly t1sed for chemoprophylaxis l1as been CQ. The i1nplementatio11 of this 

policy has been limited by a nun1be1· of factors, inclt1ding spread of antin1alariaI drug 

resistance, particularly to CQ, poo1· co1npliance with a weekly regin1en t11roughot1t 

pregnancy and adverse effects, especially pruritus associated with CQ. 

In Africa more than 70% of won1en attend antenatal clinics at ]east once dL1ring 

pregnancy, and many attend at least twice (Guyatt and Sno"v. 2004). This represents a

unique opportunity for prevention of 1nalaria, along witl1 other priority disea es 

affecting pregnant women, for this reason, tl1e Malaria Programme of the Regional 

Office for Africa of WHO l1as targeted tl1e ante11atal cli11ic as tl1e site for accelerating 
..... 

progra111me implementation of malaria prevention and control dt1ring preg11ancy, 

therefore. in 2004 at the Abuja target a three pronged approach for reducing the 

burden of n1alaria among preg11ant won1en \Vas recomn1ended (\i\'1-IO, 2005) These 

intervent1011s included use of insect1c1de treated bed nets (ITNs). intem11ttent 

preve11ti ve treatn1ent \.VI tl1 st1l fadox1ne JJyrimetha111i11e (IPT-SP). and effecti \'e ca e 

manageme11t. 

2.6.1 I11ter1nittent Preventive Treatn1ent 

All pregnanL women in areas of stable 111alaria tra11smission �hoLtld rece1\'e at 1ca-=,t 

tvvo doses of IPT after quickening. T11e \Vorld Health Organization (2004) 

recom111ends a scl1edule of fot1r antenata] cl1n1c visits, ,, ith three , 1s1t after

quickening TI1e del1venes of IPT with each scheduled \'1s1t after llLt1tke11ing \Viii 
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assure tl1at a high proportion of won1en receive at least two doses. Federal 

Govemn1e11t of Nigeria tlrrougl1 the Federal Ministry of Health demonstrated a strong 

political will and commitment in adopting IPTp with SP as the National strategy for 

mala1·ia cont1·ol in pregnancy (FMOH, 2005). The National malaria control program i11 

its sh·ategic plan 2009-2013, recommends two doses of IPT-SP during normal 

pregi1a11cy; tl1e first dose to be ad1nirlistered at qL1iclce·ni11g, wl1icl1 enst1res that tJ1e 

won1a11 is i11 the second trimester, and tl1e second dose given at least one month from 

tl1e first. A tl1ird dose is recom1nended for human immur1odeficiency virus (f-IIV)­

positive won1en. Tl1e l1se of drugs st1cl1 as proguanil, pyrin1etl1amine or chloroquine 

for che1nopropl1ylaxis is no longer recomme11ded because of the demo11strab1e 

resistance of n1alaria parasites to these drugs (NMCP, 2005; FMOH, 2005). IPT-SP 

doses sl1ot1ld not be given n1ore frequently than n1onthly.Curre11tly, tl1e n1ost effective 

drug for IPT is sulfadoxine-pyrirnethamine (SP) because of its safety for use dt1ring 

pregnancy� efficacy in r·eproductive-age women and feasibility for use in programmes 

as it can be delivered as a single-dose treatment under observation by tl1e health 

worker. 

After e\·idence based review in October, 2012 WI-IO t1pdated the recomn1endations of 

IPTp-SP and the latest guidelines for IPTp-SP adn1inistration as ct1lled fron1 the \,\THO 

policy brief for the imp]en1e11tation of intermittent preventive treatn1ent of malaria in 

pregnancy using sulfadoxine-pyri111ethan1ine (IPTp-SP), 20 I 4, states that; 

(I) All possible efforts should be made to increase access to IPTp-SP in all areas

,vith moderate to h1gl1 n1a]aria transmission I in Africa, as part of a11tenatal 

ca1·e services. WIIO recomn1e11ds a scl1edule of at least fot1r antenatal care 

<v i5its during pregnancy 

(2) Starting as early as possible in tl1e second lnmester, !Pl p-�P 1� recon1mended

for all pregna11t women at each scl1eduled antenatal care (ANC) , 1sit until the

tin1e of delivery, provided that Lhe dose& are gi\'en al least one n1onth apart p

sl1ould not be g1ven during tl1e fi1·st trimester of pregnancy; ho,\ e\1er, the last

do::,e of IPTp-SP can be administered up to the time of del1\ ery \\ ithot1t satet\

concerns 

15 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



(3) IPTp-SP should ideally be administered as directly observed tJ1erapy (DOT)

of tl1ree tablets stLlfadoxine/pyrimethamine (each tablet containing 500 mg/25

1ng SP) givi11g the total reqt1ired dosage of 1500 mg/75 n1g SP. 

(4) SP can be give11 either 011 an empty stomacl1 or witl1 food.

( 5) SP should not be administered to women receiving co-trimoxazole

propl1ylaxis due to a l1igher risk of adverse events. 

(6) WHO recomme11ds the administration of folic acid at a dose of 0.4 mg daily;

this dose may be safely used in conjunction with SP. Folic acid at a daily dose

eq11al or above 5 mg should 11ot be given togetl1er with SP as this cot1nteracts

its efficacy as an antin1alarial.

(7) I11 some countries of sub-Sal1aran Africa, transn1ission of 1nalaria l1as been

reduced sttbstantially dt1e to tl1e successful impleme11tation of malaria control 

efforts. 111 tl1e absence of data to l1elp detem1ine wl1en to stop IPTp-SP, WHO 

1·econ1mends that countries continue to provide IPTp-SP t1ntil data to gt1ide 

this decision-making is available. 

(8) There is currently inst1fficient evidence to support a general recommendation

for tl1e use of IPTp-SP outside Africa.

2.6.2 Insecticide-Treatecl Nets 

I1Ns s11ould be provided to pregi1ant women as early in pregnancy as possible 

T]1eir use s11ould be encouraged for women throughout pregnancy and during the

postpartun1 period. ITNs can be provided either througl1 the antenatal clinic or other 

sources in tl1e private and public sectors (WHO. 2014 ).

2.6.3 Effecti,,e Case Management of Malaria Illness a11d .�nae1nia 

Effective case 111anagement of n1alaria illness for all pregnant \\'On1en in ma1ar10L1s 

areas must be assured Effective case management of n1alana entails earl} diag110s1s 

and promJJt treatn1ent of acute cases using effect1, e anti-111alar1a dn1g� Tl1e at1onal 

malaria control program recommends tl1e t1se of qL11111ne for ac.,ute treatn1ent of cases 

in tl1e first tr1mester, and arten1sin1n-based con1bination tl1erapy (AC f) for act1te casec; 

in tl1e seco11d and tl1ird trin1esters (Ntvt( P. 2()05; Ff\101-1. 2005) The 1\c·r·

recon11nended in pregnancy is the Arthen,eter lun1efantnnc or 1\rtcn1isi11irtl 

amod1aqu1ne combinations (NMCP, 2005, FivlOI l 2005). Anti-n1alatia drugs such as 
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prin1aquine, halofantine, mefloquine, etc., are contraindicated in pregnancies and tht1s 

not recon1n1e11ded (Mokuolu, Oko1·0, Ayetoro and Adewara, 2007). 

2.7 IPT Use in Pregnancy, Associated Factors 

A study co11ducted i11 2007, 1·eported tl1at there were about 32 n1i11 ion p1·egnancies in 

1nalaria-endemic areas in sub-Sal1aran Af1·ica (Dellicot1r et al., 2010). lntem1ittent 

preventive tl1e1·apy (IPT) was reco1n1nended by WHO as one of the key strategies for 

n1alaria p1·eve11tion and control in pregnant women, especially those who Ii ve in 

1nalaria ende111ic areas. In these areas most of tl1e residents l1a ve l1igh imn1t1nity and 

tl1e1·efore P. Jalciparu,11 i11fection during pregnancy is gene1·ally not associated with 

acute symptoms, a11d tl1erefore remains undetected and untreated. Therefore, IPT is 

tl1e most effective way of reducing malaria associated complications st1cl1 as a11aen1ia 

and risk of delivering p1·ematt1re or low birth weight (LBW) babies in pregnant 

women (WHO, 2004). 

lntem1itte11t preventive treatment consists of a single dose of anti-malarial drug 

administered at least twice in pregnancy, typically during the seco11d and third 

tri1nesters This treatment also i11clt1des routine c]1eck-ups at a11te11atal clinics (ANC')

irrespecti\ e of ,vhether tl1e motlier is parasitemic or not. Sul fado�ine-pyri111ethan11ne 

is the recommended drug for this treatn1ent (Akinleye et al., 2009, e\\'111an et al . 

2003) Despite the effect1veness of IPTp- SP, and tl1e nearly uni,1ersal adoption of a 

national IPTp policy among mala1·ia enden1ic countries, its t1se ren1ains relatively 

uncon1111on in sub-Saharan Africa (WHO, 2009). 

While IPT can best be obtained at tl1ese ante11atal clinics, some pregnant \\ on1en \Vtll 

not attend these clinics, or fail to return after tl1eir first appoi11tn1ent Th1s patient 

noncon1pliance tends to make tl1e administration and 1nonitor1ng of IPT regin1ens 

difficult for doctors and caregivers (Brab1n, Stokes, Dt1111baya a11d O,\ent>, 2009; 

Hon1n1erich, Oertzen, Bedu-Addo, Holn1be1 g, Acqt1ah Eggelte Bienzle, 

Mockenl1aupt. 2007) In Africa, t1ptak.e of IPTp-SP ha� been reported to be relatively 

]o\v in con1pare to tl1e roll back malana init1at1\es' target of 100% ancl \\ Jto·� target 

of 80°/o, rangi11g fron1 533/o in Ken,'a (G1kand1 et al 2008), 34% i11 ole d'i,,oire 

(Vanga-Bosson et al., 2011), 73°/o in l.Jganda (Sangare et al., 2010), 28 )1 

1> i11 

Tanzania(Exavery et al., 2014), 13.7%-35 4° 0 in Sot1tl1 East �1geria (On)'Cbt1cl1 et al .. 
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2014; Onoka et al., 2012) and 18%-27.3% in south west Nigeria (Tongo et a]., 2009; 

Aki11leye et al., 2009). Factors that 11as been identified that contribt1tes to low 

compliance to IPTp-SP a1·e non- acceptability, poor knowledge of IPTp-SP among 

pregnant won1en, late enrol1nents for antenatal care, Irregular antenatal visits, poverty, 

forget·fulness, constrain of long waiting, being afraid to take dn1gs during pregnancy, 

low level of education (Onyebuchi et al., 2014; Akinleye et al., 2009; Vanga-Bosso11, 

2011; va11 Eijk et al., 2011; Wilso11, 2011 ). 

• 

2.8 Barriers to IPTp Use 

Researcl1 l1as st1ggests that the role of health workers in the prescription and 

adminisu·ation of IPTp could be critical to patients' adhere11ce to its use dt1ring 

pregnancy. 111 a study in sot1th east Nigeria, 31 % of women did not 1·eceive st1bseqt1ent 

doses of IPTp following the i11itial dose because the medications were not p1·escribed 

(Onyebuchi, et al., 2014). Also, several healtl1 facility-related challenges were 

described to explain why IPTp was ge11erally not administered using the 

recommended WHO model of Directly Observed Therapy. Under DOT, SP for IPTp 

should be taken in the antenatal clinic under the direct observation of the care 

provider to increase uptake. However, for reaso11s such as lack of staff, stock. out of 

drugs, lack of portable water, non- acceptability of the drinking cups and heavy 

patient loads, l1ealth workers could not i111plen1ent DOT (Onyebucl1iet al., 2014, 

Akinleye et al., 2009; Va11ga-Bosson, 201 1, van E ij k et a I., 20 I 1. Wilson. 20 I l ). 

Tl1ese reasons are similar to tl1ose found i11 tl1e st11dies in ofl1er Afncan coLtntries 

(Brentl1nger, Dgedge, Correia, Rojas and Saute, 2007, G1ka11d1 et n I., 2.00 . \'anga­

Bosson et al .. 201 I: Sangare et al., 2010, Exa\ef)' et al., 2014). 
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CHAPTER THREE 

METHODOLOGY 

3.1 Study Area 

Oyo state is located in the southwest region of Nigeria. Accordi11g to NDHS, 2013 

Oyo state has the lowest IPTp-SP compliance rate ot1t of the soL1thwest state with a 

con1pliance rate of 3°/o which is very low compared to the WHO's target of 1 00%.

Oyo State l1as a tropical climate, whicl1 favours the breeding of the vector carrying the 

Plasmodi11m parasite implicated in malaria transmission, t11us predisposjng tl1is 

infectio11s disease to all age groups in the state, n1aking tl1e state malaria endemic. The 

state has a population of 5,59 1,589 persor1s comprising 2,809,840 males and 

2,781,749 fe111ales, according to tl1e 2006 censt1s, and an estin1ated gro\vi11g 

populatio11 1·ate of 3% pe1· year, occupies a land1nass of 27,249kn12a11d sl1ares

boundaty' with Ogun State, Kwara State, Ost1n State and RepL1blic of Benin. The State 

is l1on1ogeneous comprising 1nainly the Yoruba ethnic grot1p, tl1e people are rich in 

culture and believe in sn·ong kinship ties as a mea11s of holding the society together: 

this is re,,ealed in tl1e extended fa1nily system. This, not\vithstanding, tl1ere is a 

substant1al number ofpeople fro1n otl1er part of the country vvl10 settle, live and trade 

1n the state. n1ostly in the urban cent1·es. Non-Nigerians from West Africa, Asian, 

European and American stocks can also be fot1nd in the state. It is a maJor 

com111ercial, industrial, and adn1inistrative centre. 

Oyo state has 3 3 local gover11ment areas and it is divided into three sen a tona 1 districts 

of Oyo 11orth, Oyo ce11tral and Oyo soutl1. Tl1e state 11as a total ot
"' 

1 551 health 

facilities, 3 ·1 ertiary healtl1 fac 1l1t 1es, 28 seco11dary l1ealtl1 tbc1l1t 1e�. 6,0 pritnal) health 

care facil1t1 es and rural l1ealtl1 post as \\'ell as 887 registered J)ri\ ate O\\ ned l1ealth

facil1t1es Tl1ese cater for a total population of 5,59 1,589 people·a11d cares for a ter11alc 

reproductive population of2,781,749

Ladoke Aki11tola University Teaching I·Iospilal is a tertiary healtl1 care facility localed 
p 

in Ogbomosl10 11orth local government, Oyo north senatorial district; it is a referral

centre tl1at caters for the people of Oyo state as \\'ell as the neighbouring K,\1ar,1 '"'tate. 

LAUTECH l1olds its antenatal clinic twice a \veek, e,,ery Tue�day� and Tht1r�da)' 
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CHAPTER THREE 

METHODOLOGY 

3.1 St11dy A1�ea 

Oyo state is located in the sot1thwest 1·egion of Nigeria. According to NDJ--IS, 20 l J 

Oyo state l1as the lowest IPTp-SP complia11ce rate out of the s0L1tl1west state with a 

co1npliance 1·ate of 3% which is very low compared to the WHO 's target of I 00%.

Oyo State l1as a tropical climate, whicl1 favours the breeding of the vector carrying the 

Plasn1odi11n1 parasite implicated in n1alaria transmission, tl1us predisposjng t11is 

infectio11s disease to all age groups in the state, making the state malaria endemic. The 

state has a population of 5,591,589 persons comprising 2,809,840 males and 

2,781.749 fen1ales, according to the 2006 cens11s. and an estin1ated growing 

populatio11 1·ate of 3% pe1· yea1·, occupies a landmass of .27.249k.J11
2and sJ1ares 

boundat)' \Vith Ogun State, Kwara State, Ost1n State a11d Republic of Benin. The State 

is l1omogeneous con1prisi11g mainly the Yoruba ethnic group, tl1e people are ricl1 in 

culture and believe in st1·011g kinship ties as a n1eans of l101ding the society toget11er. 

this is re\ealed in the extended family system. T11is, not\vithstanding, there 1s a 

substa11t1al number of people fro111 otl1e1· pa11 of the cot111try \\1 110 settle, 1 i\'e and trade 

1n the state. mostly in the urban centres. Non-Nigerians fron1 West Africa, Asian. 

European a11d Ame1ican stocks can also be fot1nd i11 the state. It is a maJor 

commercial, industrial, and administrative ce11tre. 

Oyo state 11as 33 local goven1111ent areas and it is divided into three senatonal districts 

of Oyo nortl1. Oyo central and Oyo south. The state l1as a total of I ,551 health 

facili tie':>, 3 1 .. ertiary l1eal th fac 1 I 1t1e5, 28 secondary l1ca I tl1 f ac I I 1 t 1e�, 630 prt 111al) hea I th 

care facil ities and rural l1ealtl1 post as \veil as 887 registered Pr1\1ate O\\ ned health 

facilit ies. These cater for a total poJJulation of 5,591,589 people and cares for a te111alt; 

reproductive population of 2,781,749

Ladoke Aki11tola Uni vers1ty T eacl11 ng I I 05pi ta I is a tertiary hea ltl1 care tac. 1 Ii t)' loc,1 tecl 

in Ogbomosl10 11orth local go\'emment, Oyo north senatorial district; it is a referral 

centTe tl1at caters for the people of 0)'0 state as \\'ell as the ne1ghbouring I( \\1a1·a ""'tate. 

LAUTECfl holds its antenatal clinic twice a \\'eek, e,,ery Tue�da)'S and Tht1r�tia),::, 
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with averagely sixty pregnant women in attendance eacl1 day. Adeoyo Maternity 

Hospital is a secondary healtl1 care facility situated in Ibadan Nort]1 local government, 

one of tl1e urban local govemn1ents in Oyo state. Being a Maternity centre, it n1ns its 

ante11atal cli11ic f1·01n Monday to Tht1rsday reserving Wednesday for booking. Idi­

Ogt1ngt1n prima1y health centre also located in fbadan nortl1 local govemn,ent and 

very close to tl1e st1b-urba11 popt1lation, holds its antenatal clinics on Tuesdays a11d 

l11t11·sdays. 111 all tl1e healtl1 facilities the organization of ante11atal care services are 

similar i11 desigi1. Pregnant women on getting to the clinic write down tl1eir nan1es at 

tl1e recor·d office1·s desk wl1ere their hospital files are extracted on a 'first- come- first­

serve' bases, after which tl1ey sit at the waiting area health talks on various health 

issues as well as malaria ar·e given by tl1e antenatal nurses after which pregnant 

won1en ar·e called i11 to the exa1ni11atio11 roon1 one by one for vital signs checks this 

includes checking of weight, BP, temperat11re, Palpation, etc. necessary drugs Jike 

ferrous� folic acid, tetanus toxoids, SP are given or prescribed and docun1ented. IPTp­

SP is give11 as DOT except for LAUTECH that do not practice DOT but rather 

prescribes it to pregnant women to buy and use at home. Pregnant \Vomen a1·e tl1en 

given another appointment date for antenatal care. Malaria test is only done at 

booking except tl1e pregnant \V0111an present with fever or tl1e healt]1 care provider 

finds it necessary 

3.2 Stud) Design 

A comparati,1e cross-sectional study was t1sed to assess the deter 11"11nants of 

prcvent1 ve use of sulfadox1ne- pyr11netl1an11ne agai11st 1nalaria an1ong pregnant \\ on1en 

attending a11tenatal clinics across tl1e tl1ree levels of healtl1 care 1n Oyo tate 

3.3 Stud)' Population 

The study poJJt1lation are pregnantwomen attending the ante11atal clin1c in the t111ee 

chosen healtl1 facilities 1n, Oyo state 

3.3.1 Inclusior1 Criteria 

Pregnant wome11 \Viti, 28 \Veeks and abo\ e gestational age. 

3.3.2 Exclusion 
• • 

r1terra 

Pregnant women presenting with any fom, of acute en1ergenc}. 
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3.4 Sample Size 

Using tl1e sample size formula for comparing two proportions, t11e prevale11ce of IPT 

use in Nigeria is 23% (NDI-IS, 2013) the sample size for a difference in proportion of

15% is 144. Adding 11011-respo11se rate of 10% the minimum san1ple size is 158. 

Zp= 0.84 

Pl = 0.23 

P2= 0.38 

Non- response rate of 1 Oo/o 

1/(}-f)xn 

f = 1 Oo/o 

n= minimt1m sample size (144) 

• 

This gives a minimt1m san1ple size of 158 respondents per each facility and a tota] 

minimum sample size of 474. 

3.5 Sam1lli11g Tecl1niques 

Three �tudy facilities that provided ANC services were pt1rpo�1\ely �elected in the 

State: one tertiary facility, one secondary facility and one prin1ary health tacilit)·'. 

These were (1J tl1e only state owned public tertiary l1ea)th fac1l1t)' Ladok.e Aktnlola 

University Teacl11ng I-losp1tal in Ogbo1nosl10 north local govemn1ent area, (ii) ,l n1,1jor 

maternity ce11tre Adeoyo Maternity Hospital a11d (iii) Jd1-0gt1ngt1n Pr1n1ary Health 

Centre with both in Ibada11 No11l1 local go\emment area. rfhe�e facil1t1c� \\'ere 

JJurpos1vely selected because tl1ey \Vere prominent]), kno\vn tor pro\ iding ante11atal 

care in the State 

21 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



3.4 Sample Size 

Using the sa1nple size forr11t1la for comparing two proportions, the prevalence of IPT 

use i11 Nigeria is 23°/o (NDHS, 2013) the sample size for a difference in proportion of 

15% is 144. Addi11g non-respo11se rate of I 0% the 111inimum sample size is 158. 

Za= 0.84 

Pl = 0.23 

P2= 0.38 

Non- response rate of 10% 

1/ (}-f) X fl

n= minin1um sample size (144) 

• 

This gives a minimum sample size of 158 respondents per each facility and a total 

minimum sample size of 474. 

3.5 San1pli11g Tecl1niques 

Three study facilities that J)rovided ANC' services \Vere pt1rpos1vely selected in tht= 

State: 011e tertiary facility, 011e seconda1y fac.il1ty and 011e pr1n1a1-y l1ealrl1 tacilit)'. 

Tl,ese \\ere (i) tl1e only state O\\-ned public tertiary healtl1 fac1l1t) ladok.e Ak1ntola 

University Teacl1ing Hospital 1n Ogbon1o�l10 north local go\em111e11t area, (ii) a n1ajor 

mate1·nity ce11tre Adeoyo Maternity Hospital a11d (iii) ld1-0gt1ngtln Primary Health 

Centre \\ itl1 botl1 in Ibadan Nortl1 local governn1ent area. l he5e tacilit1es \\'ert.: 

purposively selected because they \Vere prominent]y knO\\ n tor pro\·iding ante11atal 
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3.5.1 Quantitative Data 

Fot1r l1undred a11d seventy four consenting pregnant women who atte11ded tl1e 

a11tenatal cli11ic of the chosen l1ealth facilities and n1et t]1e inclt1sion criteria dt1ring the 

period of tl1e survey wereenrolled for tl1e stt1dy. Respo11dents we1·e selected 

consect1tively as they come in for antenatal care till tl1e required number· 11eeded was 

reached. 

3.5.2 Qualitative Data 

A total of t\venty eight consenting pregnant women were 1·ecruited using co11venient 

san1pling tech11ique due to limited n11mber of pregnant women attending ANC at the 

healtl1 facilities in thei1· second and thi1·d trimester. Seven participants \Vere selected at 

t11e THC, ni11e and eight participants at tl1e SHC and PHC, respectively. 

3.6 Data Collection Tecl1nique 

3.6.1 Qua11titative Data 

An intervie\ver-administered question11aire was used (Appendix I). The 

questionnaire ,vas adapted fro1n NDHS 2013 and modified, face validity was done to 

make sure it cover all the objectives purported to measure and to ensure rele'\ancy. 

The questionnaire was pre-tested at Oniyanrin con1prehensive Health ce11tre, a 

primary 11ealth care facility in Ibadan Nortl1 West Local Goven1n1ent Area of the state 

among 4 7 pregnant wome11 The results of tl1e pretesting \\1ere t1sed to rephrase 

an1bigL1ous questions and in1prove t11e understa11d1ng of the questions concerned. The 

questionnaire \Vas administered to preg11ant \vomen \vl10 attended the antenatal clinic 

in tl1ese healtl1 fac1] i ties by tl1e tn\'estigator a11d h\ o tra tned re�earch a5�i�tanc� \\'l t11 

811 HND qualification. All tl1e protocols that \vere used \,1l11ch 1nclL1de the conc;,ent 

forms and questionnaire ,vas commun1cated to tl1e conse11ting participa11ts in the 

Ja11guage best understood by tl1en1, to ensure holistic under<;landi11g of all tl1e 

pi·oces5es involved in tl,is study. Tl1e questionnaire ,,,as translatecl into ) on1ba 

Language (Appendix II) wh1cl1 is tl1e JJredon1ina11t language in the stud)' �trea. ar1d 

back translated lo £ngl1sl1 for accuracy; both the English and the 't oruba , er�io11 ,,,ere 
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available at the study site. Tl1e interview was conducted either in English la11guage or 

Yoruba language dependi11g 011 the cl1oice o·f tl1e respondent. Data was collected on: 

• 

• 

• 

• 

• 

• 

3.6.2 

Social Demograpbjc Infor1nation . 

Obstetric History and Accessibility to ANC 

Kno\vledge and awareness about mala1·ia and IPT 

Perception of Pregnant women to IPT 

Use of IPT 

Activities during the adn1i11istration of IPTp-SP at the a11tenataI clinics . 

Qualitative Data 

A qualitative n1ethod was also used. A foct1s gro11p discussion (FGD) session was 

carried out at each of the three levels of health facility, eac11 group comprised of 

pregnant wo111e11 with gestational age above 28 weeks.The discussion lasted for about 

45minutes - 1 hour. Tl1e following tl1ematic areas were explored: 

• Perceptions on susceptibility and seriousness of malaria in pregnancy

• Perceptio11s on use of IPTp-SP a11d other malaria preventive i11ten e11tions

• Percei, ed barriers r·elated to the 11se of 111alaria preventive interventions

The FG D was carried ot1t by t11e investigator and one resea1·ch assistance \\- 110 sen e as 

the moderator using a prepared guide (Appendi\. III) contai11ing probes based on the 

objecti,1es of the study. T11e discussion \Vas audio recorded and later transcribed for 

analysi�. 

3.7 Data Analysis 

3.7.l Quantitative Data 

Quantitative data was entered and a11aly�ed \,,itl1 Statistical Pac..kage for ocial 

Scie11ce:::, (SPSS) version 20.Descripti,,e statistics ,va:::, t1sed to st11nn1n1·1ze the 

data,differences in proport1ons \Vere co111pared Lasing Cl1i :::,qu,tre t �t. B1 \'ariate 

analyses was done to deter 111111e tl1e OR and 95°/oCI for use of 1p1·p-� P \ ,1riables 

found associated with use of IPTp-SP \Vas then subJected to logistic te!:,rression 

analysis to deter111ine predictors of IPTp-SP use, p value \\fasconsidered sig11ifica11t if' 
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• 

less t11an 0.05. Questions about malaria in pregnancy and IPTp-SP were asked to 

detem1i11e tl1e knowledge and perceptio11 of respondent 011 IPTp-SP. TJ,ese 

werescored by assigning one ( 1) n1ark for eacl1 correct answer in response to tl1e 

correct a11swe1· and totalled, the mean of the obtainable score was then found. Scores 

below the mea11 poi11ts were considered to reflect poor knowledge and perception. 

3. 7.2 Qualitative Data 

The records of FGDs were transcribed and content analysis was t1sed to categorize 

respo11ses i11to domains rep1·esenting common themes. Sin1ilarities a11d differences 

a1nong the different data set was identified and noted. Presentation of the qt1alitative 

result was 11arrative with suppo1ting quotations f1·om tl1e categorized responses. 

3.8 Variables 

3.8.1 Depe11dent Variable 

IPTp-SP Use 

3.8.2 Independent Variables 

Materna] Age, Motl1er,s Education, Parity, Distance to ANC Cli11ic. 

Socioeconomic Status, Level of l1ealtl1 facility. 

3.8.3 Variable Indicators/ Definitio11s 

Adherence Compliance to IPTp-SP was defined as 1ntake of at least t\\ o doses of SP 

dttring tl1e antenatal penod \Vhile uptake refers to i11take of at ]east one dose of IPTp­

SP (Onyebuchi et al,2014 ). 

3.9 Etl1ical Co11sideration 

Etl,ical apJJroval \Vas sought from an<l gi\'en by tl,e Ethics Revie\vComm1ttee ot· the 

Oyo State Mi11i�try of Ilealtl1 Pem11ssion was obtained fron1 the head!:> of each facility 

u5ed (ApJJendix IV). 
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3.9.1 Informed consent 

Inf or 1ned conse11t was sougl1t from all participants; t11ere was a consent fo1111 at tl1e 

fTont page of the q11estionnaire wl1icl1 wasattested by all participants. (Appendix I) 

3.9.2 Confidentiality of Data 

Confidentiality was maintai11ed. T11e question11aire wasstripped of any for rn of 

identifier. Participa11ts were not 1·equired to provide infor·mation abot1t their na111es 

telepl1011e 1111111bers and/or address in the questionnaire, the questionnaire was 

identified witl1 codes. Tl1t1s, the data cannot be linked to any of tl1e participa11ts in 

anyway. Tl1e data collected fro111 1·espondents was only t1sed for the purpose of this 

researcl1 a11d was safely kept from a third party. 

3.9.3 Beneficence to Participants 

No financial 1·eward was given to any of the study participants. It is hoped that the 

study rest11ts and recon1mendations will enhance planning and implen1enta tions of 

strategies and interventions that will help in preventing malaria in pregnancy and its 

negati,1e pregi1a11cy outcomes. 

3.9.4 � on-l\1aleficence to Participants 

T11is study \Vas not detrimental to the consenting participants in any ,va}' as no 

clinical assessment, invasive procedt1res, treatme11t or tJ·ial \.Vas involved. 

3.9.5 \1' oluntariness 

Participat1011 in thi� study was totally volt1ntary and \\ 1tl10L1t an) con1pul')1011. Each 

participa11t \vas required to give tl1c1r co11�ent a11d also sign tl1e 1nfom1cd consent it.1m1 

\'vtth tlie understanding that they l1ave tl1e 1·igl1t to decline or,, 1thdra,, fron1 the 5ltld) 

at any time without this in any \vay affecting the qt1al1l) of care that \viii be pro\ 1ded 

for then, at the ANC. 
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CHAPTER FOUR 

RESULTS 

4.1 Socio-demog1--aphic characteristics of Respondents 

A total of four-h11ndred and seventy-four pregnant women attending antenatal clinic 

were interviewed, one hund.red and fifty eight respondents at three different facilities. 

Tl1e respo11de11ts were females witl1 mean age of 28.2± 5.6 years (range- 18.0 and 

45.0years) and n1ean gestational age of 31.1±3.l weeks (range- 28.0 and 41.0 weeks). 

Most 429(90.5%) of tl1e wome11 were married witl1 60 of t11em ( 12. 7°/o) from a 

polygamous fan1ily, that is their husband have more than one vvife. About l1alf 

(51.5%) of tl1em were Muslin1s. Most 431(90.9%) of tl1e respondents were of the 

Yoruba etl111ic grot1p followed by Igbo 28(5.9%). Only 24(5.1 %) had no fo1111al 

educatio11 a11d 1nore than half 273(57.6%) of this won1en ,vere engaged in a semi­

skilled job (petty business, artisan) with 87(18.4°/o) earning above forty tl1ousand 

naira per 1nonth. At the tin1e of the interview 281 (59 .3o/o)l1ave l1ad 011e to t\VO 

pre,1ious deli,,ery followed by 106(22.4%) nt1lliparot1s w110 11a\'e l1ad no 

deliverybefor·e. Majority 356 (75.1 %) were n1ultigravida, wl10 l1ad had two or n1ore 

pregnancies at the time of tl1e interview. (Table 4.1) 

26 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



CHAPTER FOUR 

RESULTS 

4.1 Socio-demographic characteristics of Respondents 

A total of fottr-ht1ndred and seventy-four pregnant women attending antenatal clinic 

we1·e i11terviewed, one hundred and fifty eight 1·espondents at three different facilities. 

Tl1e respo11dents were fen1ales witl1 mean age of 28.2± 5.6 years (range- 18.0 and

45.0years) and 111ean gestational age of 31.1±3.1 weeks (range- 28.0 and 41.0 weeks). 

Most 429(90.5°/o) of the women were married with 60 of t11em ( 12. 7%) from a 

polygamous fan1ily, that is their husband have more than one wife. About l1alf 

(51.So/o) of tl1e1n were Muslims. Most 431 (90.9%) of tl1e respondents \Vere of the 

Yoruba etlu1ic gro11p followed by lgbo 28(5.9o/o). Only 24(5.1 %) l1ad no fo1·111al 

educatio11 and rnore tha11 half 273(57.6%) of this women were engaged in a sen1i­

skilled job (petty business, artisan) with 87(18.4%) earning above forty thousand 

naira per n1011th. At the time of tl1e i11terview 281 (59.3o/o)l1ave had 011e to t\vo 

previot1s deli,1ery followed by 106(22.4%) nul]iparous who l1ave l1ad no 

deliverybefore. Majority 356 (75.1 %) were n1ultigravida, \vl10 had had h\'O or n,ore 

pregnancies at tl1e time of the inte1\fiew. (Table 4.1) 

26 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



• 

Table 4.1 Socio-den1ographic cl1aracteristics of respo11dents 

Characteristics 

AGE GROUP (YEARS) 
15-24
25-34
35 a11d above

ETHNIC GROUP 
Yoruba 
Igbo 
Hausa 
Othe1·s 

LEVEL OF 

EDUCATION 

No Fon11al Education 
Pn111a1-y Scl1ool 
Secondary Scl1ool 
Higl1er Edt1cation 

l\1ARITAL TATUS 

Married 
Single 
Separated/Di ,,orced 

OCClTPATIO 

House Wife 
Skilled Professional 
Semiskilled Artisan/Trader 
U11sk1 llccl 

Unen1ployed 

PARJTY 

Null 

1-2
3-4

5-r

TYPE OF FAl\11LY 

Monogan1ous 
Polygamous 

INCOI\IE 

< �20,000 
W20 000- 1'(40.000 
� 1 000-=N 100 .000 
W I 00,000 

PHC 

N=l58 

n {o/o) 

49 (31.0) 
90(57.0) 
19(12.0) 

147(93 .0) 
5(3.2) 
4(2.5) 
2(1.3) 

1 1 (7 .0) 
25(15.8) 
92(58.2) 
30 (19.0) 

143(90.5) 
13(8. 2) 
2(1.3) 

14(8. 9) 
15(9.5) 
108(68.4) 
2( I. 3) 

l 9( I 2. 0)

34(21.5) 
94(59 5) 
30(19 0) 
0(0 0) 

SHC 

N=158 

n(0/o) 

49(31.0) 
89(56.3) 
20(12.7) 

145(91.8) 
8(5.1) 
4(2.5) 
1(0.6) 

8(5.1) 
22(13.9) 
93(58.9) 
35(22.2) 

141(89.2) 
I 6( I 0. 1) 

1(0.6) 

13(8.2) 
21(13 J) 

104(65 8)

5(3 2) 

15(9.5) 

34(21 5) 
85( 53 8) 

34(21 5) 
5(3 2) 

THC 

N=l58 

0(0/4) 

41 (25 .9) 
88(55. 7) 
29(18.4) 

139(88.0) 

15(9.5) 
3(1.9) 
1(0.6) 

5(3.2) 
13(8.2) 
61(38.6) 
79(50.0) 

145(91.8) 
10(6.3) 
3(1.9) 

19(12.0) 
60(38 0) 
61 (38.6) 
3( 1.9) 
15(9 5)

38(24.1) 
I 02(64 6) 

18(11.4) 
0(0 0) 

TOTAL 

N=474 

N(0/o) 

139(29.3) 
267(56.3) 
68(14.3) 

431(90.9) 
28(5.9) 
11(2.3) 
4(0.8) 

24(5.1) 
60( 12. 7) 
246(51.9) 
144(30.4) 

429(90 5) 
39(8.2) 
6( 1 . 3) 

46(9.4) 
96(20.3) 
273(57 6) 
10(2 I) 
49( 10 3) 

l06(22 4)

281(59.3) 
82( l' 3) 

5( I. l) 

xi 

3.62 

6 57 

47.--l-8 

2 44 

57 86 

16.92 

120(75 9) 124(78 5) 131(82.9) 375(79.1) 2 76 

21(14.6) 17(10.7) 14(8.9) 54(11.4) 

95(60.1) 94(59.5) 56(35 4) 245(51 7) 
55(34.8) 4 7(29. 7) 40(25.J) 142(30.0) 
6(3.8) 1 6( I O. 1 ) 40(25.J) 62( 1 J. l) 

2( 1.3) 1 (0.6) 22(13.9) 25(5.3) 

27 

77.72 

df p-valt 

4 0.460 

6 0.363 

8 <O 001

4 0 655 

1 <0.001 
0 

6 0.010 

2 0.252 

6 <O.OtJ I 
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Table 4. l Socio-demograpl1ic cl1aracteristics of respondents 

Cl1aracteristi cs 

AGE GROUP (YEARS) 
15-24
25-34
35 a11d above

ETHNIC GROUP 
Yo111ba 
Igbo 
Hat1sa 
Others 

LEVEL OF 

EDUCATION 

o F onnal Education
Prin1af)1 School 
Secondary Scl1ool 
Higl1er Edt1cat1011 

l\1ARITAL STATUS 

Married 
S111gle 
Separated D1\10rced 

OCCVPATIO 

House Wife 
Skilled Professional 
Se1n1sk1lled1 Artisan/Trader 
Ln5ktlled 
Unen1ployed 

PARJT'' 

Null 
1-2

3-4

5+ 

�fYPE OF FAI\IILY 

Monogan1ous 
Polygan1ous 

IN OME 

<�20 000 
W20.000---N40 000 
W4 l 000-� 100 000 
� 100,000 

PHC 

N=l58 

n (0/o) 

49 (31.0) 
90(57.0) 
19(12.0) 

147(93.0) 
5(3.2) 
4(2.5) 
2(1.3) 

11(7.0) 
25(15.8) 
92(58.2) 
30 (19.0) 

143(90 .5)

13(8.2) 
2( 1. 3) 

14(8.9) 
15(9.5) 
108(68.4) 
2(1.3) 

19( 12 0) 

34(21.5) 

94(59 5) 
30(19 0)

0(0 0) 

SHC 

N=158 

n(0/o) 

49(31.0) 
89(56.3) 
20( 12. 7) 

145(91.8) 
8(5.1) 
4(2.5) 
1(0.6) 

8(5. 1) 
22(13.9) 
93(58.9) 
35(22.2) 

141(89.2) 
16( 10. 1)

1(0.6) 

13(8.2) 
21(13.3) 
104(65 .8) 
5(3.2) 

15(9.5) 

34(21 5) 

85(53 8) 
34(21 5) 
5(3.2) 

THC 

N=l58 

n(0/o) 

41(25.9) 
88(55.7) 
29(18.4) 

139(88.0) 
15(9.5) 
3(1.9) 
1(0.6) 

5(3.2) 
13(8.2) 
61(38.6) 
79(50.0) 

145(91.8) 
10( 6.3) 

3(1.9) 

19(12.0) 
60(38 0) 
61(38 6) 

3(1.9) 
15(9 5) 

38(24. l) 

l 02(64,6)
18(11.4) 

0(0.0) 

TOTAL 

N=474 

N('1/o) 

139(29.3) 
267(56.3) 
68(14.3) 

431 (90.9) 
28(5.9) 
11(2.3) 
4(0.8) 

24(5.l) 
60(12.7) 
246(51.9) 
144(30.4) 

429(90 5)
39(8 2) 
6( 1 .J) 

46(9 4)

96(20 3)

273(57.6) 
10(2.1) 
49(10.J) 

106(22 4) 
281(59 3) 
82( l 1 3) 
5( 1.1) 

xi 

3.62 

6.57 

47.48 

2 44 

57 6 

16 92 

120(75.9) 124(78 5) 131(82 9) l.,){'9 l) 2.76 

23(14.6) 17(10.7) 14( 9) )4(11.4) 

95(60 1) 94(59 5) 56(35.4) 24)(51 7) 
S 5(34.8) 4 7(29 7) 40(25.3) 142(30.0) 

6(3 8) 16( 10. l) 40(25 .3) 62(13.l) 

2( 1 J) 1(0.6) 22(13.9) 25(5 J)

27 

77 72 

df p-value 

4 0.460 

6 0.363 

8 <0.00 I 

0 655 

I <0.001 
0 

6 0.0 l 0 

2 0.252 

6 <O 001 
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Table 4.1 Socio-demographic characteristics of respo11dents 

Cit a racteristi cs 

AGE GROUP (YEARS) 
15-24
25-34
3 5 a11d above

ETHNIC GROUP 
Yo1-uba 

Igbo 
Hausa 
Otl1ers 

LEVEL OF 
EDUCATION 
No Fonnal Education 
Prin 1ary School 
Secondary Scl1ool 
Higher Education 

MARITAL ST A TUS 

Married 
Single 
Separated Di\ orced 

OCCLTPATION 
House \\'1fe 
Skilled Pt ofessional 
Sen11sk1lled �rt1sa11/Trader 

L 11sk1lled 
U11en1plo} ed 

PARIT'\' 
1'.Lt)l 

1-2

3-4
5

TYPE OF FAIVIIL Y 
Monogan1ous 
Polygan1ous 

(N 01\1E 
< �20.000 
W20,000- N,10.000 
Ml ,OOO-=Nl00,000 
� 100.000 

PHC 

N=l58 

D (o/o) 

49 (31.0) 
90(57.0) 
19(12.0) 

147(93.0) 
5(3.2) 
4(2.5) 
2( 1. 3) 

11(7.0) 
25(15.8) 
92(58.2) 
30 (19.0) 

143(90.5) 
13(8.2) 

2( 1. 3) 

14(8.9) 
15(9.5) 
108(68.4) 
2(1.3) 
19(12 0) 

34(21.5) 
94(59 5) 
30(19.0) 
0(0.0) 

SHC 

N=158 

n(o/o) 

49(31.0) 
89(56.3) 
20( 12. 7) 

145(91.8) 
8(5.1) 
4(2.5) 
1(0.6) 

8(5.1) 
22(13.9) 
93(58.9) 
35(22.2) 

141(89.2) 
16( 10. 1) 
1(0.6) 

13(8 2) 
21(13.3) 
104(65.8) 
5(3 2) 

15(9.5) 

34(2 l 5) 
85(53.8) 
34(21 5) 
5(3 2) 

THC 

N=l58 

n(0/o) 

41(25.9) 
88(55.7) 
29(18.4) 

139(88.0) 
15(9.5) 
3(1.9) 
1(0.6) 

5(3.2) 
13(8.2) 
61(38.6) 
79(50.0) 

145(91.8) 
10(6.3) 
3( 1 .9) 

19(12.0) 
60(38.0) 
61(38 6) 
3( 1.9) 

15(9 5) 

38(24.l) 
102(64 6) 
18(11.4) 
0(0.0) 

TOTAL 

N=474 

N(0/o) 

139(29.3) 
267(56.3) 
68(14.3) 

431 (90.9) 
28(5.9) 
11(2.3) 
4(0.8) 

24(5.1) 
60(12.7) 
246(51.9) 
144(30.4) 

429(90.5) 
39(8.2) 
6( 1 . 3) 

46(9 4) 
96(20 3) 
273(57.6) 
10(2 l) 
49(10 3) 

106(22 4) 
281 (59 3) 
82(17.3) 

5( 1 . l) 

xi 

3.62 

6.57 

47.48 

2.44 

57 86 

l 6 92

120(75 9) 124(78 5) 131(82 9) 375(79.l) 2.76 
23(14 6) 17(10.7) 14(&.9) 54(11.4) 

95(60 1) 94(59 5) 56( 3 5 4) 245(51 7) 
55(34 8} 4-,(29 1) 40(25.3) 142(30 0) 
6(3 8) l 6( l O. l ) 40(25 3) 62(13.l) 
2( l 3) 1(0.6) 22(13.9) 

' 
25(5.3) 

27 

77 72 

df p-value 

4 0.460 

6 0.363 

8 <0.00 I 

4 0.655 

l <0.001
0

6 0.0 I 0 

") o,,-.,- _)_

6 <O 001 
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4.2 Use of IPTp-SP among Respondents. 

Of tl1e fo11r hundred a11d seventy four respondents, (391) 82.5% use IPTp while 

(83) 17. So/o did not use IPTp. Reasons given fo1· non- 11se include the drug not bei11g

offered or presc1ibed (29)34.9%, late/poor attendance to ANC 13(15. 7%), ''just don't 

wa11t to use'' 15(18.1 o/o), being afraid of complicatio11s 8(9.6°/o), non- availability of 

tl1e drug at tl1e ANC 8(9.6%), forgetful11ess 8(9.6%) and the drug could cat1se 

weak11ess 2(2.4°/o). (Table 4.2) Out of tl1e 391 won1en w110 used IPTp, 26 (6. 7%) did 

not use SP, tl1e drug of choice for IPTp, while 76 (19.4%) don't know the name or 

composition of the d1-ug they took (Fig. 4.2). 

• 

• 
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4.2 Use of IPTp-SP among Respondents. 

Of tl1e four l1und1·ed and seventy four respondents, (3 91) 82. 5% use IPTp while 

(83) 17 .5o/o did not use IPTp. Reasons given for non- use include the drug not being 

offered or p1·escribed (29)34.9%, late/poor attendance to ANC 13(15. 7%), ''jt1st don't 

want to 11se'' 15(18.1 %), being afraid of complications 8(9.6%), 11on- availability of 

tl1e drug at tl1e ANC 8(9.6%), forgetft.1lness 8(9.6%) and tl1e drug could cause 

weak11ess 2(2.4%). (Table 4.2) Ot1t of tl1e 391 women who ttsed IPTp, 26 (6. 7%) did 

not use SP, tl1e drug of choice for IPTp, while 76 ( l 9.4o/o) don't know the name or

composition of the drug tl1ey took (Fig. 4.2). 
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Table 4.2Reaso11s fo·r non-use of IPTp among respondent who did not Lise IPTp-SP 

Reasons Number of women Percentage 

It was 11ot offered/prescribed 29 34.9 

Just don't want to use 15 1 8. 1 

Late/ poor attendance to ANC 13 15.7 

No11 availability of the drug at the ANC 8 9.6 

F orgetfu l11ess 8 9.6 

Bei11g afraid of complication 8 9.6 

The drug cot1ld cause weakness 2 2.4 

Total 83 100 

• 
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• 

1% 

• Coartem/Lunatem/ACT

• Fansidar/Maloxine/Amalar/SP

Chloroquine 

• I don't know

Fig 4.2: Drugs used for IPTp at the health facilities studied. 
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4.3 Comparison of the uptake of IPTp among the tl1ree levels of health care 

facilities in the state- Primary bealtl1 care (PHC), Secondar)' health care 

(SHC) and Tertiary healtl1 care (Tl-IC). 

Non-t1se of intermittent preventive t11erapy was hig11est an1ong the THC attendees 

witl1 a percentage of (34)21.5% followed by the PHC attendees where (29) 18.4°/o of 

the 158 pregnant women interviewed did not use and the SI-IC had 20(12. 7%)

atte11dees wl10 did not use, but tl1is was not statistically significant (p=0.110) (Table 

4.3 .1 ). Tl1e reasons for non-use vary across the facilities (Table 4.3.2). Non-t1se of SP 

as IPTp a1no11g those who took a preventive drug against malaria was highest among 

the THC atte11dees having 57. 7o/o of those who took other drugs followed by 30.8% at 

the SHC. Mor·e of those who took IPTp l)ut don't know tl1e drug tl1ey took \Vas fot111d 

an1ong the SHC a11d PHC attendees with 47.4% and 39.5%, respectively. (Table 

4.3.3) 
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4.3 Con1parison of the uptake of IPTp among the three levels of health care 

facilities in the state- Primar)' l1ealtb care (PHC), Secondary health care 

(SHC) and Tertiary health care (THC). 

Non-use of i11te11nittent preventive tl1erapy was higl1est among the '"fHC attendees 

witl1 a percentage of (34)21.So/o followed by the PHC attendees where (29) 18.4% of 

tl1e 15 8 preg11ant wome11 interviewed did not use and the SH C had 20( 12. 7%) 

atte11dees wl10 did not use, but tl1is was not statistically significant (p=0.110) (Tab]e 

4.3 .1 ). Tl1e reasons for non-use va1-y across the facilities (Table 4.3 .2). No11-use of SP 

as IPTp an1ong those who took a preventive drug against malaria was highest among 

the THC attendees l1aving 57.7°/o of those who took otl1er drugs followed by 30.8% at 

the SHC. More of tl1ose who took IPTp but don't know the drug tl1ey took was found 

a1nong tl1e SI-IC a11d PHC attendees witl1 47.43/o and 39.5%, respectively. (Table 

4.3.3) 
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Table 4.3.1 Comparison of IPTp use by level of health care 

IPT PHC SBC THC TOT AL X
2

USE 

Yes 

No 

n (0/o) n (0/o) n (0/o) n (0/o) 

129(81.6) 138(87.3) 124(78.5) 391 (82.5) 4.41 

29 (18.4) 20 (12.7) 34 (21.5) 

32 

83 (17.5) 

• 

df P-vaJue

2 0.110 
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Table 4.3.l Comparison of IPTp use by level of health care 

IPT PHC SHC THC TOT AL X2

USE 

Yes 

No 

n (0/o) n (0/o) D ( 0/o) D ( 0/o) 

129(81.6) 138(87.3) 124(78.5) 391 (82.5) 4.41 

29(18.4) 20(12.7) 34(21.5) 83 (17.5) 

32 

df P-value

0. 110
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Table 4.3.2 Reasons for not taking IPTp lvithin each level of health care 

facility 

Reasons for 11on-use 

It was not offered/ prescribed 

Jl1st do11't want to use 

Late/poor attendance to ANC 

The drug was not available at the ANC 

Forgetfulness 

Afraid of co1nplication 

The drug could cause weakness 

Total 

PHC 

n (o/o) 

SHC 

n (%) 

THC 

n (%) 

TOTAL 

N (%) 

14(48.3) 9(45.0) 6(17.6) 29(34.9) 

4(13.8) 5(25.0) 6(17.6) 15(18.1) 

6(20.7) 3(15.0) 4(11.8) 13(15.7) 

1 (3.4) 

2(6.9) 

2 (6.9) 

0 (0.0) 

0(0.0) 7(20.6) 8 (9.6) 

1(5.0) 5(14.7) 8(9.6) 

2(10.0) 4 (11.8) 8 (9.6) 

0 (0.0) 2 (5.9) 2 (2.4) 

29(100) 20(100) 34(100) 3(100) 

33 
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Table 4.3.3 Comparison of drugs used by level of health care facility

DRUG 

USED 

PHC 

n (0/o) 

Cl1loroquine 0(0.0) 

SHC 

n (0/o) 

2(6 6.2) 

THC 

n ( 0/o) 

1 (33 .3) 

TOTAL 

n (0/o) 

3 ( 100) 

ACT 3(13.0) 6 (26.1) 14 (6 0.9) 23(100) 

Don't kno,v 30(39.5) 36(4 7.4) 10(13.2) 76(100) 

SP 96(33.2) 94(32.5) 99(34.3) 28 9(100) 

Total 126(33.0) 138(35.3) 124(31.7) 391(100) 

34 

x
i df 

24.90 6 

P­

value 

<0.00 l 
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4.4 Knowledge and Perception on IPTp-SP use among respondents 

4.4.1 Knowledgeof IPTp-SP use among respondents 

Table 4.4.1 shows the result of pregnant wome11 's knowledge of cause, consequence, 

bt1rde11 a11d prevention of malaria in pregnancy. Generally out of t11e 4 74 women 

interviewed 202 (42.6°/o) had good knowledge with majority bei11g more 

knowledgeable about the cause and least knowledgeable about burden and 

conseqt1e11ces. 
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Table 4.4.1 Respondents' knowledge of causes of malaria by level of health care 

facility 

Indicators 

How is 111ala1ia 
transn1 itted 

If sleeping u11de1· ITN

encou1·ages n1a1aria 
transmission 

If stagnant water around 
tl1e l1ot1se e11courages 
malaria tra11s111issio11 

If walking in tl1e sun 
encourages 1nalaria 

• • 

transn11ss1on 

If ill ve11tilated and ill 
lighted l1ouses encot1rages 
malaria transmission 

Correct 

Response 

Mosquito 
bite 

No 

yes 

No 

No 

Those 

PHC 

0(0/o) 

with correct response 

SHC THC 

n(%) n(%) 

TOTAL 

n(%) 

106(29.7) 113(31.7) 138(38 7) 357(75.3) 

118(35.8) 82(24.8) 130(69 .9) 330(69.9) 

130(33.0) 124(31.5) 140(35.5) 394(83.1) 

25(28.7) 32(36.8) 30(34.5) 87(18.4) 

43(30.3) 64(45.1) 35(24 6) 142(30.0) 
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Table 4.4.2 Respondents' Knowledge of burden and consequences of n1alaria in 

pregnancy by level of health care facility 

Indicators Correct Those with correct response 

Response PHC 

n(%) 

Do n1alaria affect all age Yes 

g1·oup 

119(32.3) 

SHC 

n(%) 

116(31.5) 

Do pregnant women l1ave Yes 

malaria 

136(33.5) 124(30.5) 

Effect of MIP include Yes 

Maternal anaemia 

Effect of MIP include still Yes 

birth 

Effect of MIP include Yes 

Ma temal dea t11 

Effect of MIP include Yes 

LBW of baby 

Effect of MIP include Yes 

abortion 

49(21.3) 69(30.0) 

48(23.0) 73(34.9) 

43(24.6) 66(37.7) 

39(22.4) 56(32.2) 

33(19.9) 53(31.9) 

37 

THC 

n(¾) 

133(36.1) 

146(36.0) 

112(48.7) 

88(42.1) 

66(37.7) 

79(45 4) 

TOTAL 

n(%) 

368(77.6) 

406(85. 7) 

230( 48.5) 

209(44. l) 

175(36.9) 

174(36. 7) 

166(35 0) 
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Table 4.4.3 Respondent's Knowledge of prevention of malaria in pregnancy by 

level of l1ealth care facility. 

Indicators Correct 

Response 

Have yot1 l1ea1·d about yes 

drugs Ltsed to prevent 

malaria during pregnancy 

Is Cl1loroqui11e tl1e drug of No 
cl1oice for IPT 

Is Fansida1· tl1e drug of yes 
choice fo1· IPT 

Is Phensic the drug of no 
choice for IPT 

Is Amalar the drug of yes 
choice for IPT 

Is Maloxine the drug of yes 
cl1oice for IPT 

Is Coartem the drug of no 
choice for IPT 

Is Lunartem the drug of no 
c11oice for IP'I 

A dose of lPT contai11s 3 
ho,v n 1a11y tablet 

IPTp can be used 1n first no 
trin1ester 

IPl p ca11 be u�ed 1n second yes 
trimester 

IPTp ca11 be used in t11ird

trimester 

ye1;:, 

Number with correct response 

PHC SHC THC TOTAL 

n(0/o) n(o/o) 

91(31.2) 

n(0/o) 

97(33.2) 

11(%) 

104(35.6) 292(61.6) 

• 

76(41.1) 67(32.2) 42(22.7) 185(39.0) 

38 

l 2 ( 1 0 . 3 ) 2 3 ( 1 9. 8) 8 I ( 6 9. 8 ) I 1 6 ( 2 4., 5 ) 

84(40.6) 68(32.9) 55(26.6) 207(43.7) 

15(14.0) 47(43.9) 45(42.1) 107(22.6) 

5(8.5) 15(25.4) 39( 66. 1) 59( l 2 -l) 

87(45.5) 68(35.6) 36(18.8) 191(40.3) 

85( 44.0) 70(36.3) 38( 19. 7) 193(-lO. 7) 

103(36.4) 112(39 6) 68(2-l.0) 2 3(59.7) 

38(22.6) 70(41 7) 60(15 -,) 168(35.4) 

60(27 8) 74(34.3) S2(, 0) 216(45 6) 

60(13. I ) 71(19 2) 50(27.6) 181(3� 2) 

-
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4.4.2 Perception of IPTp-SP use among Respondents. 

T11e pe1·ception of respondent was measured usi11g a likert scale (Table 4.4.4). 

Propo1·tio11 of women witl1 poor perception to IPTp-SP was l1ighest an,ong the tertiary 

a11tenatal atte11dees 106(44o/o) followed by tl1e SrIC atte11dees 69(28.6%). Generally, 

abot1t l1alf 241 ( 50. 8o/o) had poor perception of the preventive use of antin,alaria I drug 

du1i11g pregnancy (Table 4.4.5). 

• 
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4.4.2 Perception of IPTp-SP use arnong Responden·ts. 

The pe1·ception o·f respo11de11t was n1easured usi11g a likert scale (Table 4.4.4 ). 

P1·opo1iio11 of won1en with poo1· perception to IPTp-SP was l1igl1est an1ong the te11iary 

a11tenatal atte11dees 106(443/o) followed by tl1e SHC atte11dees 69(28.6%). Generally, 

about half 241(50.83/o) had poor perception of the p1·eventive use of antimalarial drug 

dt1ring preg11a11cy (Table 4.4.5). 
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4.4.2 Perception of IPTp-SP use among Respondents. 

Tl1e pe1·ce1Jtion of responde11t was measured t1si11g a likert scale (Table 4.4.4 ). 

Proportion of wo1nen witl1 poor perception to IPTp-SP was l1ighest among tl1e tertiary 

ante11atal atte11dees 106(44°/o) followed by tl1e SHC attendees 69(28.6%). Generally, 

abo11t l1al·f 241 (50.83/o) had poor perception of the pr·eventive use of antimalarial drug 

duri11g preg11a11cy (Table 4.4.5). 
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Table 4.4.4 Perception of respondents on IPTp-SP use 

Variables Strongly Agree 

agree 

Undecided Disagree Stroogl)7 Total 

disagree 

n(0/o) n(0/o) n(0/o) 

Is it necessary to take 157(33.1) 218(46.0) 86(18.1) 
antimalarial drugs for 
the prevent1011 of 

mala1·ia duri11g 
pregnar1cy 

Tl1e a11t11nalari al drug 121 (25 .5) 244( 51.5) 92( 19 .4) 
given at the ANC 
(IPTp-SP) for tl1e 
preve11t1on of n1alaria 
is truly effective ·for 
preve11t1011 of 111alar1a 
• 

m pregnancy 

The antimalarial drug 140(29.5) 217(45.8) 94(19.8) 
given at tl1e ANC 
(IPTp-SP) fo1· the 
prevention of malaria 
1s safe for the preg11ant 
v..1on1an 

The ant1n1alanal drug 118(24.9) 228( 48.1) 103(21. 7) 

given at tl1e Ai.�C 
(IPTp-SP) for the

prevention of malaria 
1s safe for the unborn 
baby 

TI1e antimalarial dn1g 36(7 6) 68(14 3) 173( 36 5) 

given at tl1e MC 
(IPTp-SP) for tl1e 
pre\ ent1on of 1nalana 
could cause 
compl1cat1011s for the 
pregnant won,an 

40 

o{o/o) n(0/o) 

7(1.5) 6( 1.3) 

1(2.3) 6( I . 3) 

23(4.9) 0(0.0) 

21(4.4) 4(0.8) 

17f>(376) 19(4.0) 

N(0/o) 

474(100) 

4 74( 100) 

474(100) 

474(100) 

474( I 00) 
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Table 4.4.5 Respondents' knowledge and perception score 

Categorized 

sco1·e 

PHC 

n(0/o) 

Kno,,,ledge of 

causes 

of malaria 

Poor <3/5 

Good ?.3/5 

Kno,vledge of 

Burden and 

consequences 

Poor <417 

Good "?.4/7 

K110,vledge of 

• 

pre,rent1on 

Poor <"5 12 

Good ->5' 12 

Overall 

Kno,,·ledge 

of Mal11ria and 

lPTp 

64(36.4) 

94(31.5) 

108( 43 .5) 

50(22.1) 

73(35.1) 

85(32.0) 

Poor <12 23 102(37 5) 

Good � l 2/23 56(27. 7) 

Overall score 

ot· perception 

oJ· pregna 11 t

l-vome11

to lPTp 

Poor 

Good 

<l 9125

:: 19123 

66(27.4) 

92(39 5) 

SHC 

11(0/o) 

THC 

n( 0/o) 

TOTAL X
2

N(0/o) 

df p-value 

67(38.1) 45(25.6) 176(37.1) 7.72 2 0.021* 

91(30.5) 113(37.9) 298(62.9) 

83(33.5) 57(23.0) 248(52.3) 33.00 2 <0.001 * 

75(33.2) 101(44.7) 226(47.7) 

56(26.9) 79(38 0) 

102(38.3) 79(29.7 

208(43.9) 7.32 

266(56.1) 

0 026* 

86(31 6) 84(30 9) 272(57 -i) s o..i 2 o o · 1

72(35 6) 74(36 6) 202(42.6) 

69(28.6) 

89( lb 2) 

l 06(-l-l,0)

52( 22.3) 

241(50. ) 

233(49 2) 

25 14 2 <0.00 l •

*significant at 50 
0 te,,el of signi fie a nee
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4.5 Barriers to the administration of IPTp-SP as DOT in the ANC

Out of the 391 wome11 wl10 took IPTp 167 (42.7%) did not take it as directly observed

therapy (DOT). Reaso11s for not taking the drug as DOT, inc]ude, not being required

to do so (38.9), non-availability of the dn1g at ANC (31. 7o/o), being told to have a

n1eal fi1·st (12.0°/o) an1ongst otl1ers. (Table 4.5) 

• 
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Table 4.5 Reasons for not using IPTp as Directly Observed Therapy. 

Reasons 

I was 11ot required to do so 

T11e drug was 11ot available 

I was told to l1ave 1ny 111eal first 

Healthca1·e provider says I sl1ould 

take it hon1e 

Lack of clean \Vate1· 

Others 

Total 

43 

Freqt1ency Percentage 

65 38.9 

53 31.7 

20 12.0 

18 10.8 

• 

7 4.2 

4 2.4 

167 100 
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4.6 Factors associated with use of IPTp. 

4.6.1 Associations between demographic variables and IPTp use among

Respondents. 

T11e association between IPTp ttse and selected socio-demograp11ic variables is shown 

in Table 4.6.1. Ethnic group, religion, occupation and type of family were statistically 

significa11t1y associated witl1 use. Abo11t 34.9°/o of other ethnic groups (Hat1sa and Ibo) 

did not tise IPT compared to 15.8% of tl1e Yoruba ethnic group (p=0.02). Compared 

to 12.2°/o of Christians, 22.5% of Muslims did not use IPT (p=0.03 ). More tl1a11 a 

quarter (33.2) of pregnant women fron1 polygamo11s fa1nily did not use IPTp 

compared to those fro1n monoga1nous family (15.2%). p=O.O 1. 
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Table 4.6.I 

respondents 

Associations between demographic variables and IPTp use among 

Variables 
--:-:-----=IP=--T=--pc.....::u..:..:se=------- X

2 

Yes No Total 

AGE (YEARS) 
15-24

25-34

35 and above

Ethnic group 

Yoruba 

Others 

Education 
No forn1al Education 
Primal)' scl1ool 
Secondary scl1ool 
Higl1er Education 

Religion 
Clrristiani ty 
lsla1n 

Marital status 

Married 
Unmarried/Separated 

Occupation 

House \\. ife 
Ski I led/Prof essiona 1
Unskilled se111i-sk1lled 

Unemployed 

Income 
� N-40,000 
> N-40,000

113(81.3) 

219(82.0) 

59(86.8) 

363(82.2) 

28(65.1) 

17(70.8) 
51(82.0) 
203(82.5) 
120(83.3) 

202(87 .8) 
189(77 .5) 

355(82.8) 
36(80.0) 

31(67.4) 
80(83.3) 
241(85 2) 
39(79.6) 

3 I 6( 81 7) 
75(86 2) 

Type of 1·an1il)1

Monogamous 3 5 l ( 84 �) 

Polygan1ou� 40(66 7) 

*significa11t at 5<yo level of sig111ficance

26(18.7) 

48(18.0) 
9(13.2) 

68(15.8) 
15(34.9) 

7(29.2) 
9(15.0) 
43(17.5) 
24(16.7) 

28(12.2) 
55(22.5) 

74(17.2) 
9(20.0) 

15(32.6) 
16(16.7) 
42( 14.8) 
l 0(20.4)

71(18.3) 
12(13 8) 

61(15 2) 
20(33 2) 

45 

139 

267 

68 

431 
43 

24 
60 
246 
144 

230 
244 

429 
45 

46 

96 
283 
49 

387 
87 

414 

60 

1.03 

9.88 

2.59 

8.81 

0.21 

8.99 

1 02 

l I 9

df P-value

2 0.595 

1 0.002* 

3 0.459 

1 0.003* 

1 0.644 

-, 

0.029* ..., 

l 0.3 l 3

1 0.001 * 
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4.6.2 Association between Obstetric history and IPTp use among respondents 

Only gestational age was found to be statistically significant (Table 4.6.2). Only 

11.8% of wo1nen with l1igher gestational age of 36 weeks and above did not use IPTp 

co111pared with 22.1 o/o and 14.5°/o of women betwee11 28-31 weeks and 32-35 weeks, 

respectively(Table 4.6.2). 
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Table 4.6.2 

Respondents 

Associations behveen Obstetric History and IPTp use among 

Variables 

Present Gestational 

age 

Yes 

28-31 weeks 173(77 .9) 

32-35 weeks 136(85.5) 

36 weeks a11d above 82(88.2) 

Gravida 

Prin1igravida 

Multi gra,,ida 

Parit)' 

Null 

One 

Two 

�Three 

94(79.7) 

297(83.4) 

83(78.3) 

146(85.9) 

85(76.6) 

77(88.5) 

IPTp use 

No 

49(22.1) 

23(14.5) 

11(11.8) 

24(20.3) 

59( 16.6) 

23(21.7) 

24( 14.1) 

26(23.4) 

l 0( l l. 5)

*significant at 5°/o level of significance

47 

Total 

222 

159 

93 

118 

356 

106 

170 

1 1 l 

87 

x
i 

6.30 

0.87 

7.50 

df p-value

0.043* 

1 0.351 

3 0.057 
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Table 4.6.2 

Respondents 

Associations between Obstetric History and IPTp use an1ong 

Variables 

P1·esent Gestational 

age 

28-31 weeks

Yes 

173(77 .9) 

32-35 weeks 136(85.5) 

36 weeks a11d above 82(88.2) 

Gravida 

Primigravida 

Multi gravida 

Parity 

Null 

One 

Two 

2:Three 

94(79.7) 

297(83.4) 

83(78.3) 

146(85.9) 

85(76.6) 

77(88.5) 

IPTp use 

No 

49(22.1) 

23(14.5) 

11 ( 1 1. 8) 

24(20.3) 

59(16.6) 

23(21. 7) 

24(14.1) 

26(23 .4) 

10(1 l.5) 

:4'significant at 5°/4 level of significance

47 

Total 

222 

159 

93 

118 

356 

106 

170 

1 1 1 

87 

x
i 

6.30 

0.87 

7.50 

df p-value

2 0.043* 

1 0.351 

3 0 057 
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4.6.3 Association between ANC attendance and IPTp use among Respondents. 

Over a tl1ird (3 7 .9) of those wl10 did not always keep ANC appointments did not use 

IPTp co1npared to 14.2% of those wl10 always keep appoinnnent and tl1is difference 

was statistically significant (p=<0.00 l ). Table 4.6.3 

• 
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Table 4.6.3 Associations between ANC attendance and [PTp use among

respondents 

Variables 

Health facility 

PI-IC 

SHC 

THC 

Do you always Keep 

appoiotn1ents 

Yes 

No-

Yes 

129(81.6) 

138(87.3) 

124(78.5) 

350(85.5) 

41 (62.1) 

IPTp use 

No 

29(18.4) 

20(12. 7) 

34(21.5) 

Total 

158 

158 

158 

58( 14.2) 408 

25(37.9) 66 

49 

x
i df P-value

4.41 2 0.110 

22.0 I <0.001 
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4.6.4 Association between kno,vledge and perception on IPTp and IPTp use among 

respondents. 

011ly knowledge 011 IPTp and its pe1·ceptio11 were found to be statistically significant. 

Tl1e result sl1ows that 27(10.2%) of tl1ose who had good knowledge about IPTp did 

not use tl1e dn1g con1pared to 56(26.9%) of those wl10 had poor knowledge (p=0.00). 

Fu1the1·n1ore, 32( 13. 7%) of those wl10 had good pe1·ceptio11 of IPTp did not use at least 

one p1·eve11tive dose of a11timalarial during the index pregnancy compared to 

51(21.2°/o) of tl1ose who had poor perception (p=0.03 ). Table 4.6.4 

so 
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Table 4.6.4 Association between knowledge and percep·tion to IPTp and IPTp 

use among respondents. 

Variables 

Knowledge of causes 
of malaria 
Poor 

Good 

Kno,vledge of 
Burden a11d 
consequences of 
mala1·ia 
Poo1· 

Good 

Kno,vledge of 
prevention 
and IPTp 

Poor 

Good 

General Kno,vledge 

on malaria and IPT 
Poor 

Good 

Perception on IPTp 

Poor 

Good 

Yes 

149(84.7) 

242(81.2) 

205(82.7) 

186(82.3) 

152(73 .1) 

239(89.8) 

218(80.1) 

173(85.6) 

190(78.8) 

20 I (86 3) 

IPTp use 

No 

27(15.3) 

56(18.8) 

43(17.3) 

40( 17. 7) 

56(26.9) 

27(10.2) 

54(19.9) 

29(14.4) 

51 (21.2) 

32(11.7) 

*significant at So/o level of �ig11i fica11cc

51 

Total 

176 

298 

248 

226 

208 

266 

272 

202 

241 

233 

x
2 

0.91 

0. 11

22.7 

2.42 

-l 53 

df P-value

I 0.339 

I 0.918 

1 <0.00 I* 

1 0.119 

1 0.033* 
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4.6.S Logistic regression analysis of factors associated with IPTp use among 

respondents. 

An1ong variables that were found to affect occurrence of r PTp non-use among 

pregna11t wo1nen attendi11g antenatal care, significant predictors include et11nic gi-oup, 

religion, gestational age, keeping of ANC appointI11ents, knowledge aboL1t IPTp and 

ge11eral la1owledge about malaria. Pregnant won1en fron1 otl1er ethnic group (Hausa 

and Ibo) were almost four tin1es tl1e odds of not t1sing IPTp than the yon1bas (OR= 

3.9, 95°/oCI= 1.69-8.93). Also Muslims were 2.5 times odds of not using IPT du1·ing 

pregi1a11cy tl1an Christia11s (OR= 2.5, 95o/oCI=l .37-4.5 l ). Pregna11t won1en who were 

withi11 32-35 weeks a11d 36weeks a11d above gestational age was 2 ti111es and over 3 

tin1es, respectively, the odds of using IPTp (OR= 0.5, 95%CI=0.23-0.88) and (OR= 

0.3, 95%CI=0.14-0.74) (Table 4.8). Women who do not always keep their antenatal 

appoi11tn1ent were aln1ost fot1r ti111es likely 11ot to Lise IPTp than wo111en \Vho al,vays 

keep appoi11tments (OR= 3.8, 95°/oCl=l .92-7.64). Pregna11t won1en ,vit11 good 

k110,vledge abo11t 111alaria preve11tio11 especially IPTp \Vere five times odd of t1sing 

IPTp tl1an women who had poor knowledge (OR= 0.2, 95°/oCI=0.09-0.49). however 

the result sho,vs tl1at ,vomen with good knowledge about 111alar1a \Vere O\'er two times 

the odds of 11ot using IPT in pregnancy than tl1ose who did not l1ave good knowledge 

about n1alaria (OR= 2.4, 953/oCI=l .08-5.55). Table 4.6.5 
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Table 4.6.5 Logistic regression analysis of factors associated with IPTp use 
among respondents. 

Variables 

Etl1nic group 

Yoruba (ref) 
Others 

Religion 

Cl1ristianity (ref) 
Islam 

Occupation 
House \ivife (ref) 
Skilled/professional 
Sen1i-skil led/t111skilled 
Unen1ployed 

Type of family 
Monogamous (ref) 
Polygan1ous 

Present Gestational age 
28-31 "''eeks (ref)
32-35 weeks
36 weeks and above

Parin· 
., 

Null (ref) 
One 

Two 
Three and above 

Healtl1 f'acilit)' 

PHC (ref) 

SHC 

THC 

Keeping ai>1>ointments 

Yes (ref) 
No 

Kno,vledge ot· m�tlaria

pre,1e11tion 

Poor kt10\\'ledge (ref)

Good K.J1owledge

General kno,, ledge of

malaria 

Poor kno,i. ledge (ref)

Good knowledge

Perception on lPT

Poor perception (ref)

Good perception

OR 

I 

3.9 

1 
2.5 

1 
1.2 
0.9 
1. 9

1 
1.8 

1 
0.5 
0.3 

1 

0.5 
0.5 
0 3

I 

0.8 
1 3 

1 

3.8 

1 
0 2  

1 

2.4 

1 
0.7 

95°/o Confidence interval 
Lol-ve1· Upper 

1.69 

1.3 7 

0.43 
0.39 
0.59 

0.84 

0.23 
0.15 

0.25 
0.25 
0.12 

0 41 
0 68 

I 92 

0.09 

1.08 

0.39 

53 

8.93 

4.51 

3.50 
2.32 
6.03 

3.66 

0.88 
0.74 

l 02
l. 1 7

0.80 

l .63

2 56 

7.64 

0.49 

5 55 

1. J 8

• 

P-value

0.00 l 

0.003 

0.700 
0.902 
0.288 

0.133 

0.020 
0.007 

0 057 
0.1 I 8 
0.016 

0 563 
0.412 

0.000 

0.000 

0.033 

0.167 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



4. 7 Qualitative Analysis 

4.7.l Demographic characteristics of the Focus Group Discussion Participants

The focus group discussio11 was co11ducted among 28 p1·egnant women at three 

differe11t facilities witl1 8 participants at tl1e prin1ary health care facility, 9 and 7 

pa1iicipa11ts at the secondary and tertiary healtl1 care facility, respectively. All the 

focus group disct1ssio11 participants (N = 28) were women with mean age 30.4± 4.4 

years (1·a11ge- 23 .0 - 39 .0 years), currently married, had at least a priinary education 

a11d had n1ean gestational age 32.4± 3.8 weeks (range- 28.0 - 40.0 weeks). (Table 

4.7.1). 

• 

• 
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Table 4.7.1 
Demographic Characteristics of FGD participants. 

Characteristics 

Age G1·oup (Y ea1·s) 
21-30

31-40

Ethnic Grou11 
Yon1ba 

Ibo 

Religio11 
Christia11ity 
Islan1 

Level of Education 
Secondary 
Higher Education 

Occupation 
House \Vife 
Self-en1ployed 
En1ployed 
Unen1ployed 

Present Gestational Age 
28-31 weeks

32-3 5 \\ eeks
>36weeks
-

Paritv 
• 

Nt111 

One 
Two 
Three 

PHC 

n ( 0/o) 

4(50.0) 
4(50.0) 

8(100) 

0(0.0) 

3(37.5) 
5(62.5) 

6(75.0) 

2(25.0) 

1(12.5) 

7(87.5) 

0(0) 

0(0) 

3(37.5) 
3(37.5) 
2(25.0) 

0(0) 

1(12 5) 

3(37.5) 

4(50 0) 

55 

SHC 

n ( 0/o) 

5(55.6) 
4(44.4) 

9(100) 
0(0.0) 

5(55.6) 
4(44.4) 

5( 55. 6) 
4(44.4) 

0(0) 

7(77.8) 

2(22.2) 

0(0) 

1(11.1) 

4( 44.4) 

4( 44.4) 

2(22.2) 

3(33.3) 

2(22.2) 

2(22 2) 

THC 

n (0/o) 

5(71.4) 
2(28.2) 

5(71.4) 
2(28.6) 

3(42.9) 

4(57.1) 

3( 42.9) 
4(57.1) 

2(28.6) 

3(42.9) 

0(0) 

2(28.6) 

4(57 1) 
2(28.6) 

1(14.3) 

1(14.3) 

1(14 3) 

3(42.9) 

2(28 2) 

TOTALN=28 

n( 0/o) 

14(58.3) 
10(41.7) 

22(91. 7) 
2(8.3) 

11(45.8) 
13(54.2) 

14(58.3) 
10( 41. 7) 

3( 12.5) 
17(70.8) 

2(8 3) 

2(8.3) 

8(33.3) 

9(3 7 .5) 

7(29.2) 

3(12.5) 
5(20 ) 
8(33.3) 
8(33 3) 
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4.7.2 Perceptions of malaria and prevention methods

Focus Group Discussion t· · . . . par 1c1pants were asked what cat1ses malaria and how 1t 1s
tra11s1nitted in all the thr £ ·i· · . . . . ' ee act 1t1es, most part1c1pants referred to mosquito bites for
trans111ission and cited appropriate signs and sympton1 s, such as headacl1e, fever, body
weaki1ess, a11d del1ydratio11. More frequently, participants connected the presence of
111osqtiitoes to unclean or dirty environment; a won1an at the SHC said ''when there
are dirty gutters in ot1r surroundings and there is water there, mosquitoes can breed
inside or if tl1e envi1·onment is not neat n1 osqt1itoes can also inl1abit tl1ere and bite
people''. However, a few 111e11tio11ed so111e causes tl1 at a1 ·e untrue for 111alaria. For
exa111ple, a \:vo1nan at the PHC said ''wl1en a perso11 is eating and hot1seflies' perches
011 tl1e food, 01· one lives in a dirty environ111ent, it can cause malaria.''

In all tl1e three facilities participants could name one or two proven malaria

prevention n1etl1ods sucl1 as use of LLINs, at both tl1e tertiary and secondary facilities,

participants cited insecticide spray. Otl1er methods such as keeping the surrounding

and food clea11 as well as avoiding exposure to sun were also mentioned. At the PHC,

nutritious food, water a11d the use of Glucose D was said to prevent malaria. 

A woman at the THC said ''a pregi1a11t woma11 s11ould not be frequently exposed to 

mosqttito bite, doors should be kept closed and insecticide s11ould be sprayed in the 

house but tJ1is s}1ould not be too mucl1 so tl1at it won't cause catarrl1 and cold'' \vhile at 

the PHC another said ''ways to prev·ent 1nalaria so tl1at one \VilJ not be infected is by

1 d
. 

gs 1·f tlie surToundings are clean and tl1ere ts no gL1tter or dirt\ toilets c ean surroun 1n , ., 

h hlde in n1osqu1to \Vtll not have chance to bite tis and ot11 food t at n1osqu1toes can , 

should be very clean'' 

. 
1 (SI-IC) a \\ 01nan said ··nutr1t1ot1� food is al�o part oi� tl1e n1ethodsAt Adeoyo l1osp1ta 

. t alaria 10 prebrnancy. And 1f a pregna11t \\ on1a11 tak.c� \\ ,1terthat we ca 11 11se to preven nl 

1 · a and a pregnant \\ on1an �hou Id not \\ a lk 01 ,, ork i 11 tl1e
ve1-y well it can prevent 018 an 

. ,, 
, d O \V 11 \\' i t 11 n1 al a r1 a

su11 so tl1at �l1e won t con,e

thod that I knO\\' that \\ e can tise to protc.;ct our5L.l\ es
Anotl1er also said Ll1at ''otl,er me 

. . 
GI cose D ,ery ,,,ell and all the t1me �o tl1at \VC \\flll

d 
. 

. ancy is by dnnk1ng u 
untlg JJregtl 

I n·ne b" tJ1is the n1alaria \\'ill not be in the bod)'. · te OU t \V 1 t l U J 

pass t11e n1alana parasi 

witl1 the foett1s. '' 
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Preterin birth, giving birth to low birth weight baby and death were the consequences
of malaria me11tioned At tlle THC· · a woman said ''n1alaria in pregnancy causes
weakness for th e pregi1ant woman and then it can cause pretem1 birtl1 or low birth
weigl,t baby if it is severe and it's not ct1red." And at the PI-IC a woman said '"malaria
is a bad disease that should not i11fect people because it destroys tl1e blood cells very
fast, and if it does the person might not st1rvive it."

4. 7 .3 Ktto\vledge about IPTp-SP.

Aln1ost all tl1e participant got to know about IPT at the antenatal clinic, to support this 

is the quote ''We were told i11 tl1e l1ospital for tl1e fi1·st time'' and a11other source of 

info1n1ation about IPT was media, a woman in tl1e PHC said ''I have heard about it on 

the radio in a l1ealtl1 talk progi·an1''. Except at tl1e THC, most responde11ts did not 

know tl1e 11an1e of the reco111mended drug of choice for IPT, they could only describe 

it and t11ey co1Tectly identified SP as tl1e drug of choice \Vhe11 sho\Vn different b1·ands 

of antin1alarial d1-ugs. A \\1on1an said �'I don't know the nan1e but I have used it 

before''. at tl1e PHC -''they (11Ltrse.c;) will just tell us that it's a n1alaria drug., tl1ey \\'ill 

take it out of its pack; \Ve don't know its name at all''. Pregnant \\1on1en in relaying 

what they were told by l1ealth workers said ''When the pregnancy is five n1onth, the 

pregnant \Von1an can use tl1e drug for the first tin1e, after that tin1e tl1e t,vo ren1aining 

dose v-. ill be taken for an interval of four weeks apart, bttt tl1ey (t)1e nurses) said \vl1en 

the pregnancy is up to seven or eigl1t montl1, the pregnant ,von1an cannot take the drug 
. 

. ., again. 

\'I kno,"' that ,,., 11en the pregtiancy is up to 6 months, tl1at is ,,,11en IPT is used and I

1 kn ] t t · used 1·0 threes I don't really t111dersta11d 1t bt1t I Jtt')t k.J10\\ tl1at it is
a so O\V t 1a I 1S 

h l t11 O f preg11anc'-" said a \ .. o,na11 at tl1e TII(
used at t e s1xt 1 n1011 J 

4.7.4 Detern1inants of on- use of I PTp 

When asked why �ome pregnant \VOJnen do not use thc. IP Ip drug, rea5on gi\en

I tt darice bee,ause they are not . 1ck. bci11g atraid to Lak.e
include poor antenata a en ' 

. 
d 7 catises \\'eak.ness.At the TI1 a \\'0111an 111e11t1011ed tl1at

drugs a11d because tl1e rug

e people ,vl1en tl1e)' t1se the drug, 1 t \\'eaken'l tl1en1 and
\\the drug l1as side etfects, son1 

. re 1nant ,vome11 don't u�e t11e drug. And 1l goes ,, ell ,, 1th
80 that 1s tl1e 1·eason wl1Y P g 

, . 
an said· '·I ike me, l don t ,,,ant to t1se 1t becat,�e ar11

son1e otl1er people''. Another won1 . ., 
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Pretem1 birth, giving birth t 1 b. . 0 ow 1rtl1 weight baby and death were the conseqt1ences
of malaria me11tioned At th THC . , . . · e a woman said 'n1alana 1n pregnancy cat1ses
weakness for tl1e pre011a t . . . o'" n wo1nan and tl1en 1t can cause preterm birth or low birth
weiglit baby if it is severe and it's 11ot cured." A·nd at the Pl-IC a \von1an said '�malaria
is a bad disease tl1at should t · .r.. no 1n1ect people because 1t destroys tl1e blood cells very
fast, and if it does tl1e perso11 1nigl1t not survive it."

4.7.3 Knowledge about IPTp-SP.

Almost all tl1e participant got to know abot1t IPT at the a11tenatal cli11ic, to support this 

is the qt1ote ''We were told i11 the l1ospital for tl1e first time', and anotl1er source of 

infom1atio11 about IPT was n1edia, a woman in tl1e PHC said ''I l1ave heard about it on 

the radio i11 a l1ealtl1 talk progran1''. Except at tl1e TI-IC, most respondents did not 

know tl1e 11a111e of the reco111mended drug of cl1oice for IPT, they cot1ld only describe 

it a11d tl1ey correctly identified SP as tl1e drug of choice when sho,vn different brands 

of antitnalarial drugs. A \von1an said ·'I don't kno\v tl1e nan1e but I have tised 1t 

before''. at tl1e PHC -''tl1ey (11itrses) will just tell us that it's a n1alaria drug, they \Viii 

take it out of its pack; we do11 't kno\.\' its name at all''. Pregnant ,von1en 111 relaying 

wl1at they \\'ere told by l1ealtl1 workers said ''When tl1e pregnancy is five n1onth, the

pregna11t \vo111an can use tl1e dr1.1g for the first tin1e, after that tin1e the t\\ o ren1a ining 

dose \v tll be taken for an interval of four weeks apart. bt1t tl1ey (tl1e nurses) said \vl1en 

the pregnancy is up to seven or eight month, the pregi1ant wo111an cannot take the drug 
. ,, again. 

''I know that \\'hen t}1e pi·egnancy 1s up to 6 mo11ths, tl1at is when IPT is t1sed and I

1 k 1 t ·1 · sed 1·0 threes I don't really understand it bt1t I jtt5t k.110\\ t11at it,�a so now t 1a 1 1s u 

1 . 
. 

h 111 of pregna1 1cy'' sa 1d ,1 \vo111an at tl1e TI IC
ttsed at t 1e s1xt mon 

4.7.4 Detern1inants of on- use of 11>T1l

When a5ked why some pregnant women do not use the IPTp drug. rla�ons given

I 11 darie,e becat1�e tl1ey a re 11ot . IL k. bL Ing afraid to take
i11c]ude poor antenata a en · 

. .. . 
d cause� \\eak11e:ss.At tl1e l ll a ,,on1a11 111e11t1011t.d that

drt1gs and because tl,e rug ' 
. 

. e people \\ hen tl1e\ t1se the dn1g, 1t \\ ea ken') then, and 
''the d 1ug l1as side effects, som 

nt \\On1en don't use tht., drug r\11d 11 goes \\ell \\ itl1
so tl1at 1s tl1e rea�on wl1Y pregna 

, . 

some oLl1er people''. Another \vo111 an said ··Like 111e, I don t \\'ant to tlse 1t bcc,,t1 .. e a,11
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usually afraid of taking dru 8,, 0 h . 
g · t er reasons wl1y ment1oned why pregnant womend1d not use IPTp are quoted below-

''S0111e people do say that ,, 1 1 . w 1at c1nd of dn1g 1s tl1is, when there is notl1ing \Vrongwith 111e, a1n 11ot usi11g it',.

''Any pregnant woinan wl10 did11 't start antenatal clinic visits early may not use this
drug at all or n1ay use it a11d not complete it till she ptLt to bed; this is just as if she
didn't Lise it at all because if sl1e doesn't complete it, it won't work''

��we will be l1appy if the goven1ment can exter1ds this IPT progran1 to delive1y ce11tres 

becat1se like I use to interview n1y neigl1bours who a1·e preg11ant bt1t tises mission 

centres if they use IPT in which most of them tell n1e they don't know anythi11g about 

it wl1e1·eas most pregnant \VOmen uses mission and they don't use tl1is drug neither are 

drugs presc1·ibed for them, which is dangerous'' 

''Like n1e, I do11 't like t1sing it becat1se when I use it, it will stay i11 111y throat the drug 

won't go down quickly; tl1e fear that the tablets are big is tl1ere'' 

One other vital reaso11 why pregnant women don't use IPT especially at the SHC \Vas 

fail tire of health care workers to offer the drug to son1e pregnan1 \\ on1en, e\1e11 tl1ough 

they booked at the clinic early enottgh to l1ave taken it. A wo1na11 said '"I don ,t think 

so; because 01y gestational age at booking was 4 n1011tl1s and they did 11ot tell n1e 

anytliing about it neither did tl1ey ask me to use the drug.,, Another \\ on1an

corroborated tliis and said ''I also booked \vhe11 111y pregna11cy \vas 4 111011th old a11d 

tl1ey (nurses) didn't tell n1e about the drug at all''

h I d
.
d 't use it was tl1at wl1en I came to register at tl1e antenatal here,''Tl1e reason w Y 1 n 

. b t ·1 they JU St asked n1e to go to laboratory for n1alaria test 1n� they did not tell me a ou 1 , 

. 
1 

. 
a· ted tllat I don't ]1ave n1alana at all''

wl11cl1 tl1e re�u t 1n 1ca 

5 tl,e maJor factor tl,at pre,,ents tl1e t1se of the second
Poor or irregt1 la1· attendance \\ a 

. . .. 
F xample a \\ion1a11 tn �11 said I ha, e 11ot take11 Lhe 

dose afLer t1�ing tl,e fir5t· 01 e 

1 told 01e to con1e for A t' 1 didn't l-On1e'' �on1e
drug again becau5e wl1en t ,ey

. . . d 11at ,vlien tl1ere pregna11C)' 1s abo,,e se, e11 lo eight
t women also believe t 

pregnan .
0 a \,,oman j11 SI J(. said that ··1\111 abo\ e 7 a11d "

months tl1ey cannot use the drug aga1 
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I 

months gestational ag 1 e present Y, so I can't use the IPT drug again according to tl1e
instn1ctions the 11urses gave us.,,

4.7.5 Implementation of Policy on IPTp-SP Use

Out of the tl1ree facilities, 011ly Lautech Teacl1ing Hospital Ogbomosho was 

mentio11ed as not ad1ninistering tl1e drug as DOT, when asked where they take tl1e 

drug a won1a11 a11swered ''it is at hon1e; even if you bot1gl1t it i11 the l1ospital yot1 take it 

ho1ne'' 
• 

Respo11dents agreed that administration of the drug as DOT will l1elp compliance. A 

won1a11 at tl1e PRC said that ''We don't ust1ally \Vant to t1se it that is wl1y tl1e nurses 

adn1inister tl1e dn1g to tis by tl1emselves at the clinic. They will tell us to go and buy 

water and we sl1ould swallow tl1e drug in tl1eir presence.,, 

�'it is very okay to take the drug i11 the l1ospital as DOT, most of the people when 

given drugs like tl1at to take ho1ne they will go a11d throw it a\vay and so tl1ey will not 

use it, later tl1ey will come back to the clinic with complaint'' 

Other factors identified by pregna11t \Von1en to improve compliance \\ ere 

encouragen1e11t and enlightenment. A won1an n1entioned that �'Health ,, orkers shot1ld 

enlighten us and let us kno\V whetl1er there is any negative effect as in side eftect of 

taking tl1e drug or not.'' 

A won,aii at tl,e THC said '·T11e r1urc;es sl10L1ld keep telling tis, tl1ey sl1ot1ld encoL1rage

·t Some people \Vl1en the)· use tl1e dn1g tl1ey are �t1pposed to take us to use 1 • 

1 ·th ·t so that it will 11ot have any side ef'fect and son1e people \\ 111 useparacetan10 ,v1 1 
. 

1 d ·11 not u�e paracetan1ol \\ 1tl1 it. l l1ey shot1ld tell Ll� and let u�fans1dar a one an WI 

h 't be any problen1 if we t1se tl1e drt1g."
kno\v tl1at t ere \von 

d ··Wl at I kno\V is that if one �hot1ld attend the a11tenatal clinicAnotl1er wo1na11 sai 1 

-11 kno\V about tl1is drug a11d ,,,ill tt�L 1t appropriate)) becat1�e
regularly, the person wi 

. ,, 
f tise Lo stress it to us all tl1e t1n1e. 

the nurses taking care O us 
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATIO S

5.1 Discussion

The Shidy compared the uptake of intermittent preventive treatment of malaria in 

pregi1a11cy a1nong p1·egnant women attending antenatal clinics at the three level of 

care i11 Oyo State a11d identifies factors that detem1ine its non-use. The study assessed 

preg11ant wo111e11's knowledge and perceptio11 on malaria in pregna11cy and IPTp. 

Ba1Ti.ers to the adn1i11istration of IPTp in the health facilities were also explored. The 

prevale11ce of use and non-t1se of IPTp was82.5% and 17.5% respectively, barriers to 

no11-use of tl1e drug include facility- based barriers st1cl1 as; l1ealtl1 care provide do not 

offe1· the dn1g to pregnant wo1nen and non- availability of the drug at the ANC. There 

a1·e individual- based barrier like, being afraid of complications, late 1poor attendance 

to ANC, forgetful11ess and pregnant women who just don't want to t1se it. There are 

also dn1g-based barrier like tl1e drt1g causing weakness. Key factors like poor 

knowledge about IPTp-SP a11d irregular attendance at ANC \Vere found to be 

statistically significantly associated vvith non-use of IPTp-SP. 

5.1.1 tTse of IPTp-SP among pregnant ,,,on1en attending antenatal 

This study shows 82 5% use intermittent preventive treatn1e11t of n1alaria in pregnancy 

(IPTp) � hile 17 _50;0 did not 111 otlJer parts of tl1e country prevalence of IPTp no11-use 

has been found to be 1,igl1er tl1an tl1e one reported i11 tl1is st11dy Recently rn s0L1th east

Nigeria tlie rate of non-use was reported to be 27.9°/o (Onyebt1cl1i et al, 201..J). but in

· 
t 1 a sli

.
ghtly lo\\Jer rate (13.73/o) was reported ([5u et al .. 2013) I�l,1!:> cross r1, er s a e 

d
. 

·t in the tiptake of IlJT of mal,1ria i11 pregnanc.) acro!:,S tl1e cou11try.suggests a 1s1Jar1 Y 
. 

d' · Nigeria }1ave reJ)OltCd l11gl1er })fe\•aletlCC or 11011-US{;. L)f 1p·rpPrevious stu 1es in 

1 tt dee� as t,igl1 as 81.6°/o and 72. 7°/o 11011-u5e rate has bee11among antenata a en 

. d d Ekiti soutl1- ,,,est N1gena respect1\'el)1 (Tongo et al .. 2009;
repo1ted 1n Iba an an 

. 009) The t1igt1 dtspanty bet\\een the�c 2009 stt1d1es and the pre�ent
Ak1nleye et al., 2 

1 y iniplenienta t1on co11s1dering tl1e ,a..,1de dt 1 terenct: 1n tl1e
stt1dy n1ay be due to po ic 

. . . . t tl,at IPl-p pol1cy ma) ha,,e been ,,ell 1n1plen1ented tn
year or· study; tl11s sugges 5 

other 511b-Sal1aran Afnca11 countr1e� pre\alence of 11011-tt'1C
between tl1e yea rs In
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varies from as low as So/c · S 0 1n enega) (Oll1aro, Delenne, Cisse, Badiane, Olliaro,
Vaillant and Brasseui· 200S) 6 501 . , , • 10 1n Burkina Faso (Sirima, Cotte, Konate, Moran,
Asamao Bougouma o d ' , ue raogo, Panse a11d Newman, 2006), 15. 9% in Gabon
(Bouyoti-Akotet et al., 2013) to as higl1 as 39% in Juba (Napoleon etal. 2009) and
21-27-93/o i11 Ta11za11ia (Gross et al., 2011; Exavery et al., 2014). This study 11ovvever,
fii1ds out tl1at out of the 82.5% who took IPTp, 74% correctly took SP in index
pregnaiicy, tl1e 1·ecommended drug of choice for TPTp, ACT a11d Chloroqt1ine are the
otl1er dt�ugs used as cl1en1oprophylaxis during p1·egnancy. This findi11g sho\vs tl1at
ACT a11d Cl1Ioroquine, co11trary to tl1e reco111n1e11ded drug of choice for IPTp whicl1 is
SP, a1·e stillbeing used as cl1emoprophylaxis to prevent malaria among pregnant
won1e11, tl1is co1Toborates previous findings (An1logun and Okereke, 2012).Non- Lise
rate was l1igher among tl1e THC attendees followed by PHC attendees and it \vas

least among tl1e SHC a11te11atal atte11dees, this could be because IPTp-SP was only

prescribed at tl1e THC, tl1e drug was not t1sed as DOT unlike the other two facilities

that practised DOT. However, this finding contr·adicts Tongo 's (2009) study that

compared ttptake among tl1e te1tia1y and seco11dary antenatal attendees a11d found

non-use rate to be higher among tl1e secondary than the tertiary a11te11atal attendees. 

Barriers to use of IPTp-SP can be classified as facility based, individt1al based, and 

drug based. Among women in tl1is stttdy, tl1e predon1ina11t barTier predicti11g non- use 

of a preventive dose of SP during pregi1a11cy was tl1at tl1ey \\1ere not offered IPTp

during an ANC visit, the fGD revealed tl1at even \Von1en \vho attended A C early 

enougl, in their pregnancy and were qt1alified to take the dn1g missed ot1t becat1se 1t

f'C'
. 

d fht·s findi11g co11cur� \V1tl1 earlier studte!> (1\nders, �larchant.was not o 1ere . 

M da al1d Reybt1m 2008· Sangate el al., 2010), bt1t it ,� l10\\L\ erCl1a1nbo. apun ' ' 

h I ]tl re workers offered IPTp-�J) to sOOll \\l)Olell ar1d failcli to otferunc 1 ear \V )' 1ea ,ca 

t dies indicales tl1at e\ en l1ec.1ltl1care pro\ 1der'> dot1bt the �aJety ot·to otJ1ers Prev 1ou� 5 u 

. 1 d ·nc.luding SP dt1ri11g preg11a11c)1 (�1ttb)azi and Bloch, 2014�111any ant1malar1a rug 1 

1 o Ales!>andro and Grietens, 2007) a11d this coulcl be aRibera. I--Iat1�111ann-n1ue a, 
. t being offered to pregnant \\'Omen. Furthem1ore. contusion

reaso11 wl1y tl1e drug 15 no 

k rf> regarding tl1e ti111ing of do-::.es and/or the nt1n1ber Clf do�es
an1ong l1ealth care wor e 

. ,..
1 stltdies, and may also be tl1e ttnderl)1tng reason a do"it l)f 

has been reported in severa 
. 

. tialifying \,isit (Brentl111ger et al., 2007;i\1t1l1)1az1 et til.
SP was not ot�fe1ed during a q 

. H I SikLlktt and Odh1aml)o, 2007). 0111)' abot1t ,1 tenth
2008 Oun1a. van E1Jk. arne ' 
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reported non-availability of the drug at tl1e ANC as a barrier and this is si111ilar to5·6% repotied in Uganda (Sangare et al., 2010). The individual based factors for non­t1se of IPTp-SP in this stud · 1 d Y tnc u e late or poor attendance at ANC, forgetfi.1lness,and pregnant women that d 't · on Just want to use tl1e drug. These identified factors are
simila1· to p1·evious tud · fi d · s ies 1n 1ngs. (Onyebt1chi et al., 2014; Akinleye et al., 2009;
Vatlga-Bosson et al., 20 I 1; van Eijk et al., 2011; Wilson, 2011 ). The interview as
well as tl1e FGD fo11nd that pregi1ant wo·men complained of the dn1g cat1sing
weaki1ess and this poses a ba1ner to use of the drug.Earlier studies also sl1ows tl1at
W 0111e11. who had had personal experience of the side effects of SP were also deterred
from taking IPTp-SP (Smith et al., 20 IO; Donkor et al., 2011; Mutago11da et al.,
2012) a11d tl1is finding is co11sistent with the view of some respondents in this study .

• 

5.1.2 Knowledge and perception ot· p1·egnant \vomen on n1alaria and IPTp-SP.

The res11lts of this study show tl1at a higher proportio11 of vvon1e 11 \v ho attend the

tertiary facility l1ave good knowledge of cattses bttrden a11d co11sequences of malaria

than \\'omen \Vl10 attend prima1·y and seco11dary facilities. Tl1is n1ight be due to their

l1igher educational status as majority of tl1e won1en atte11ding tertia1y facility attained

tertiary level of education. In co11trast to tl1is, l1igl1er proportions of n1otl1ers \vho had 

ANC at tertiary health facility l1ad poorer k110\.vledge of the prevention strategies 

(IPTp-SP) compared with secondary a11d primary facility. A sin1ilar fi11di11g l1as been 

reported in a comparative study between THC' and SI-IC 1n Ibadan (Tongo et al , 

2oo9). Tl1is poor kno\vledge about IPTp-SP might explain \Vl1y THC antenatal care

d 1 h e the Poorest perceptio11 of the drug co111pared \\'1th otl1ers. Thisatten ees a so av 

'bl b ciated with poorer quality and content of healtl1 edt1cation and may poss 1 y e asso 
. · · t tl1e tertiary )1ealtl1 facility ( rongo et al., 2009). ·1�here i�pro111ot 1011 act1v1t1es a 

r. . ovement ot· implen1entaL1011 proces� ot l1ealth edt1c.atio11 and 
the ref 01·e a 11eed 1 or impr 

. . l all le\'el!:> ot )1ealtl1 care in Nigeri,t i11 order to ach1e\epron1otion 111tervention a 

optimun1 healtl1 . 
. rturients 1,ad poor kno,vledge abotat malana and IPTp- p

Overall, n1aJor1ty of tile pa 

. , . . . 
d oor percepL1011 of IP1 p �pa re:sL1lt s1n11lar to ftnd111g� 1n

l 1kew1�e 111ore tl,an l1alf 113 p 

. . (Ak le)'e et al., 2009; Tango et al 2009) a� \\ ell as 1n
d N 1ger1a in 

previot1s stu 1es in 
. (N anda et al , 2004· uross et al., 2011 ). Thc�c fi11(ti11gs

ot11er African countrJe!:) g 
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empl1asize tl1e need to raise aware11ess and increase knowledge abot1t IPTpparticularly among pregn t an wome11 and those of childbearing age .

• 

5.1.3 Barriers in the Adherence to Directly Obse1·ved Therapy

111 tl1is Srudy out of tl1ose wl10 took IPTp, 42. 7% did not take it as DOT contrary to the 

guideli11es for IPT administration.T11e major reason being tl1at tl1ey were not reqt1ired 

to do so, tl1is is a barrier on the part of tl1e I1ealthcare workers and may be as a result 

of staff patie11t overload (011yebuchi et al., 2014 ). Anotl1er bani er to adn1i11istration of 

DOT is 11011-availability of the drL1g at the ANC due to periodic stock- out or in

sitt1atio11s whe1·e pregnant women have to b11y the drug elsewhere such as in tl1e case 

of the THC facility. DOT was also not practised due to lack of potable water and 

l1ealth care p1·ovide1·s had to ask son1e pregna11t women to take the d1ug at ho1ne. Tl1e 

fmdi11gs of tl1e qt1antitative interview corroborate those of the focus gi·oup discussion 

and sin1ila1· repo11s of poor experience of DOT elsewhere (Akinleye et al., 2009; 

Onoka, 2012). This study fot111d from tl1e FGD that pregnant women do11 't t1sual]y 

want to take the drug, but taking it as DOT ensures con1pliance, therefore 

administration of SP as DOT in accordance witl1 the IPTp guideline is very important 

in order to achieve optin1al uptake. Tl1e new \VI-IO gt1ideline for IPT, re, 1sed in 

Jatitiary. 2014 now stipulates that SP ca11 be given on empty ston1acl1 or ,,·ith food. 

making administration of DOT feasible. Healtl1 ,vorkers therefore, need to be trained 

and re-traitled in order to acl1ieve proper adn1inistration of IPTp 

5.1.4 Factors associated ,vith non-use of IPT1J- p

. d tl t not keeping ANC at1endance is statist1ca11), �1gni tit.antlyTl11s study foun 18 
. . 

. . f IPTp This is 111 line \\'1Ll1 st11d1e� 1n N1ger1a a� ,veil as
associated w1tl1 non-use 0 

. (Akinleye et al., 2009; fongo et al., 2009, \'anga-Bosson,
other African countries 

) C ,itnients to fan1ily, en1ployment, and childcare \\'ere 
2011 · van Eijket al., 2011 on1n 

. . ' 
1 in pregnancy, resulting 1n \\10n1en rect:1\ 111g 110 or. ANC attendance ear ier 

barners lo 
ula onda et al., 2012) \Vomen often dela) ed going to an· 

I doses of IPTp (M g 
incomp ete 

d ced (Dtala et al.,2012) bt.caL1sc their l1L1slJa11d ..Y was a van 
ANC unt1l tl1e pregnanc 

did not give tl1e1n money for tranbport (Mbon}'e, eema and \ l agnLl'i5en, 2006 ).

63 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



prese11ting a shorter windo f w O opportu111ty to receive two doses of IPTp. In Nigeria,women reported needing their husbands' sttpport or consent before attending an ANC
or befoi·e taking 811Y drugs (Iliyasu, Gadija, Galadanci, Abubakar, and Baba, 2012;
Diala et al., 2012), tl1t1s underscoring the role of men in adherence to health
interve11tio11s by tl1eir spouse (Onaka et al, 2012)

Similarly as in otl1er studies (Akinleye et al., 2009; Tongo et al., 2009) this study also
fou11d lu1owledge on IPTp-SP to be associated with its uptake. Tl1ose \Vl10 l1ave good
kI1owledge about IPTp-SP ar·e mo1·e likely to use the preve11tive dose of SP during
p1·egnancy bt1t this contradicts a stt1dy in Uganda (Sangare et al., 2010) wl1ich found
that co1nplia11ce was common among women wl10 are less knowledgeable about the
safety of SP in pregnancy. Many of tl1e barriers to receipt of IPTp reported by \¥Omen
related to tl1eir lack of knowledge about IPTp. For example, \vomen were u11aware of

t]1e be11efits of IPTp (G1·oss et al., 2011; Onoka et al., 2012) or tl1e preve11ti\1e \ 1alae of'

SP (Mbonye et a., 12006), why SP was bei11g given (Diala et al., 2012). and the

number of doses, timing, and dose of SP reqt1ired (Illiyasu et al.,2012; Dia la et al.,

2012· Mubyzi et al.,2005). Tl1e1·e was also confusion over wl1at drugs were safe to 

take during pregnancy (Illiyasu et al.,2012), leading some \vomen to reject all 

medication or to fear the perceived side effects of SP (Illiyasu et al., 2012,Mubyzi et 

al.�2005). 

5.1.5 Limitations 

I
. . . 

f this study 1s tl1at it recruited pr1111aril)' fron1 an,ong \\1on1e11 \\'hoOne 11111tat1on o 

ces and so doe5 11ot adet1L1atel) c,1ptt1re ban·ier..., tor
were alread) access111g se1 v1 

b t nding J\ 1\JC I [O\\'ever, tl1e pn111ar)1 i11tercst of� tl1e �tud)'won1en \\. 110 n1ay not e at e 

1 e M JP cart: that \\ on1e11 rec et, e. ,,, h 1c 11 can be best
was to lean1 n1ore aboL1t t 1 

. to won,eri \Vl10 are already accessing care The 155Ues
accon1plisl1ed by speakiiig 

. . ANC n1a)' be \'el)' d1 ffe1 ent fron1 those pre, c11t1ng . from acces5111g
prevent111g wo1neti 

ANC patients from rece1\'ing IPTp

. 
1 d rable re::,ponse bias, ,vo111en \\ l10 k110,\ IPTp isand soc1a es1 

Due to self- reporting

be relatively niore likely to false!) report taking P. d . co1nmended n1ay
desirable an re 

Additionall)', \\'e did not l1a,,e i11fbm1atit)n on
I they dtd nol.

for pre,1ent1011 w ,en
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medical co11trai11dicatio118 to SP , , such as history of sulfa dn1g allergies, or daily use ofcotr1n1oxazo le for tile prevention of HIV-associated infectio11s. FL1rthem1ore,suspected 1nalaria in this a . rea 1s treated presu1nptively; despite info11nation wl1ichsuggests 1·elatively few case 1 · h . s w 11c present with malaria-like syn1ptoms actually have
cli11ica1 malaria If a la · rge proportion of the women 1nisclassified t11eir reason for
tlsing SP, the11 oui· tneasure of IPTp coL11d be biased in either direction.

Recall bias could als b 1· · · o e a 1n11tat1on as some n1ay 11ot remen1ber 01· may not be clear
abotit tlie drug being referred to. I-Iowever, the use of visL1al aids during interviews
was to reduce recall bias. TI1e vist1al aids included samples of most common
formulatio11s of SP available in the area.

5.2 Conclusion 

Although tl1e prevalence of non-use of inter1nittent preve11tive treatment of malaria in 

pregi1ancy is lower than tl1at repo11ed in NDI-IS,2013 suggesti11g improvement in 

policy implen1entation, Oyo state is yet to meet tip with the roll back n1ala1·ia target of 

0°/o non-use among ante11atal clinic attendees. 171is implies that even amo11g tl1ose 

exposed to antenatal care during pregnancy 17.5°/o are still at risk of 111alaria 1n 

pregnancy a11d its negative outco111es. 

The n1ajor reason for non- use of IPTp-SP was because it \vas not prescribed' offered 

Health care providers still miss opporttlnities of givi11g a dose of SP for the pre, ent1on

of malaria aniong pregnant won1en t11at attends antenna) clinics. Pro,,ider attitude to

d . · th delivery of preventive 111easures against malaria n1ust change 1nan practices 1n e 

h . th uch desired el in11 nation of n1a ]aria in ll11 ') area ·1 lie \1ery �ra \ eorder to ac 1eve e m ... 

f 1 · aniong preg11ant \vomen and tl1e J')soc1,1teLi ,id, er'.>L 11to11�ttal
conseqt1ences o ma aria 

agma tic \)y'ay� o t i111p1 o, i 11g access to, ar1LI acceJ)labi lit)' o 1: 
outcome� den1a11ds more JJr 

. res 10 tl11s area.n1alaria preventive ineaSu 

I Sp wa.sadmiriistered as 001· l1a, e l1igher ttptake rate tl1an
Facilities \.Vl1ere IP p- . . . � . b rved. Barrier to the adn11n1strat1on of �I1 a� DO r 11eed
facility wl1e1·e DOT 15 iiot O se 

l f; ··t1t1e5 to in1prO\'e tiptake.
to be eliminated at all t 1e act 

Detem1ina11ts of IPTp-SP tise

· as wellknowledge, perception

811100g preg11ant \\1on1en attending \ '.C irlclt1d�

as regular attendance to the clinic. I111pro\1ing the
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knowledge and perceptio f n ° pregnant women about the safety and efficacy of SP in
pregnancy will increase uptake.

5.3 Recommendations.

Based on tl1e findi11gs of this study, t11e following recommendations are n1ade-

l. Health ca1·e providers should give health talks to pregnant won1en and 

e11lighte11 t11en1 about IPTp-SP, its uses, timing, drt1g of cl1oice as well as 

safety a11d efficacy. This will improve pregi1a11t won1en 's k11ow ledge and 

perception to IPTp-SP. 

2. P1·egi1a11t wo1ne11 sl1ould be encouraged to keep ANC appoint111ents

religiot1sly. Also, practices that will encourage ANC regt1lar attendance, such 

as focus a11tenatal care (F ANC) should be put in place to ensure that pregnant 

wome11 atte11d and regularly. 

3. Adminisn·ation of IPTp-SP increases uptake therefore, it sl1ould be e11sured

that tl1e recon1mended drug of choice is given as DOT at all ANC facilities. 

Evaluation of health care provider's practices regarding administration of 

IPTp is needed to measure tl1e extent of t11e problen1 and de,,elop targeted 

interventions at i111proving access to IPTp-SP during ANC visits. 
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3. Level of Education.

(c) Secondary only

(a) Didn't go to school (b) Primary on1y

( d) Higl1er Institution ( e) otl1ers (please

4. 

specify) ................. .
. .. . . .. . . .  , . . . . . . .  . 

• 

Religion (a) Cluistiani ty (b) Islam ( c) Traditional ( d) Others ( Please
Specify) ................... .

5. Marital Sta n.1s

(e) Widowed

(a) Single (b) Ma1Tied (c) Divorced (d) Separated

6. Occupation? (a) Hot1se wife (b) Skilled/ Professional

skilled/ Artisan/Trader ( d) Unskilled ( e) Studying

(please specify) ................... . 

(c) Sen1i-

(f) others

7. How mt1cl1 do you earn per month? (a) W20,000 (b) W20,000-N40,000

( c) W41,000-W60,00

( f) >W200, 000

(d) W61,000-NIOO,OOO (e) Wl01,000-W200,000

8. Type of fan1ily? (a) Monoga1not1s (b) polygan1ot1s.

SECTIO B: Obstetric History and Accessibility to ANC 

9. 

I 0. 

1 I . 

12. 

13. 

W11at is the gestational age of yottr current pregna11cy? (/11 ,, eeks) ........... .

I-Io,v many deliveries have you ever had? . .................................. . 

I-Jo\\ many pregnancies l1ave yot1 ever had'? .......... .............. ... . 

Distance from your house to tl1e ANC clinic') (a)< 2"111 (b) 2kn1- 5�m (c)

5km- 10km (d) >lOkm

· to and from ANC Cl in1c'? ( a) W l 00 (b) I 00- 200
Cost of transportation

(c) W200

d A ·arcr1css of prcg11ant ,, 01ncn to,, ard � lalaria in
10 C: Kno\vledge an '' 

SECT 
. t Pre, eriti, e Tl1e1 aJl)' (I J>T). (Plec,.,·e 11c·k c, .. ,

fJregnancy and Jnterm1tten 

14. 

c,pp,·op,,1ate)

. d'' 
alana transn11tte 

How 1s m 
( a) t\1osquito bites

( c) tennites
1 ( e) Don't k.J10\\'

( d) cockroac ,es
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15. The followi11g encourages malaria transmission?

(i) Sleepi11g under insecticide treated net (a) Yes (b) No (c) Don't know 

(ii) Stagt1ant water around t11e hot1se

(iii) Walking i11 tl1e sun

(a) Yes (b) No (c) Don't know 

(a)Yes (b)No (c)Don'tknow 

(iv) Ill ve11tilated and Ill-lighted houses (a) Yes (b) No

16. Mala1·ia affects all age groups? (a) Yes (b) No

(c) Don't kno\.\ 

(c) Don't kno,v 

17. Do p1·egnant women have malaria? (a) Yes (b) No (c) Don't know 

18. Effects of 111alaria in pregnancy include

(i) Motl1er's low blood (A11aemia) (a) Yes (b) No ( c) Do11 't k11ow

(ii) Still birtl1 (a) Yes (b) No (c) Don't know

(iii) Motl1er's death (a) Yes (b) No (c) Don't know

(iv) Lo,v birth weight of baby (a) Yes (b) No (c) Don't kno'v\

(v) Abortion (a) Yes (b) No ( c) Don't knO\v

19. 

20. 

21. 

d b t d g5 used to prevei,t nialaria dt1ring pregna11cy (IPT)'?
Ha,,e you hear a ou ru 

(a) Ye5 (b) No 

. fr \\ llere did you 1,ear abottt tl1cse drugs'1
If yes to question 19, om

,
d Televisioii (d) I lo!:>pttal po�ters

(b) Husband (c) Ra 10 01 • 

(f) otl1ers. please specify ........................ .
A11tenatal Clinic

. ded to keep yoti f ron1 getting n1alaria dt1ri11g
What Drug ts recommen 

(a) Frie11d�

(e) 

') JJregna ncy 

(a) Yes (c) Don,t k110\\

( i) C l1loroqu111e

(ii) f ans1dar

(i i i) Pl1e11s1c 

(iv) Amalar

71 

(a) Yes

(a) 'i'es

(a) )'es

(b) 'Jo (c) D<.1n't kno\,
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15. The following encourages malaria transmission?

(i) Sleeping under insecticide treated 11et (a) Yes (b) No (c) Don't know 

(ii) Stagi1ant water around the house

(iii) Walking i11 tl1e sun

(a)Yes (b)No (c)Don'tknow 

(a) Yes (b) No (c) Don't know

(iv) Ill ve11tilated a11d Ill-lighted houses (a) Yes (b) No ( c) Don't k11ow

( c) Don't kno\.v16. Mala1·ia affects all age groups? (a) Yes (b) No

17. Do pregnant women have malaria? (a) Yes (b) No (c) Don't know 

18. Effects of 111alaria in pregna11cy include

(i) Motl1e1·'s low blood (A11aen1ia) (a) Yes (b) No ( c) Do11 't k11ow

(ii) Still birth (a) Yes (b) No (c) Don't know 

(iii) Mother's death (a) Yes (b) No (c) Don't know

(iv) Lo\v birth \Veight of baby (a) Yes (b) No ( c) Don't knO\\

(v) Abortion (a) Yes (b) No ( c) Don't kno\.v 

19. 

20. 

21. 

b d used to prevent 111alaria dt1ri11g pregr1ancy (IPT)'?
Have you heard a out rugs

(a) Ye� (b) No

1 e did you 11ear abot1t tl1esc dtugs .. >
If yes to question 19, frorn \V 1er 

d Televi'iiOtl (d) 1-lospttal po"te1s

(a) Friend�

(e) 
(b) IIusband (c.) Ra 10 01

(() otl1ers, please spec1ty ........................ .
Antenatal Clinic

k Yott froni getting malaria dt1ring. ded to eep 
What Drug is recommen 

pregnancy7

(ii) Fans1dar

( i 1 i) Pl1en� 1c

(iv) A111alar

77 

(a) , es (b) �o ( c) Don't knO\\'

(a) "\'es (b) �o (c) Ot1r11t kno,,,

(a) 'l'e� (b) 1 0 (c) l)on't k110,,,

(a) Yes (b) 1o ( c) 0011' t kno\,
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15. TI1e following encourages malaria transmission?

(i) Sleeping under insecticide treated net (a) Yes (b) No (c) Don't know

(ii) Stagi1ant water around the l1ouse

(iii) Walki11g in the su11

(a) Yes (b) No (c) Don't know

(a) Yes (b) No (c) Don't know

(iv) Ill ventilated and Ill-lighted houses (a) Yes (b) No (c) Don't know

(c) Don't know
16. Mala1·ia affects all age g1·oups? (a) Yes (b) No

17. D o  pregnant women have malaria? (a) Yes (b) No ( c) Don't k110\.\'

18. Effects of 111alaria in pregna11cy include

(i) Motl1er's low blood (Anaen1ia) (a) Yes (b) No ( c) D011 't know

(ii) Still birtl1 (a) Yes (b) No (c) Don't know

(iii) Mother's death (a) Yes (b) No (c) D011't ki1ow

(iv) Lo,v birth weight of baby (a) Yes (b) No ( c) Don't kno\\

(v) Abortion (a) Yes (b) No (c) Don't know

19. 

20. 

2 I. 

d sed to prevent 111alaria dt1ri11g preg11ancy (1PT)? Have you heard about rugs u 

(a) Yes (b) No

r-, w l1ere did you l1ear about tl1ese d11.1gs·) 
If yes to question I 9, iron1 (a) Friends

(e) (b) I-Iusband 

Antenatal Clinic

d. Televisioii (d) Jiosr11tal poster!:,
(c) Ra 10 01

(f) otl1ers, please spee,1fy ........................ . 

k�e J you froni gelling n1alar1a dt1r1r1g
. ·ecommended to � I 

What Drug is I 

pregnancy?

(b) No (c) Don't kno,\'(a) 't·' es
(i) C11loroqu ine

(a) Yes (b) No ( c) Don ·1 knO\\'

(ii) Fansidar

(a) 1 es (b) l\Jo (c) Don't k.110,,,

(iii) P11e11s1c

(a) '\'e� (b) 0 ( c) Don, t k.r10,,

(iv) Amalar
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(v) Maloxine

( vi) Coartem

( vii) LLrnartem

(a) Yes

(a) Yes

{a) Yes 

• 

(b) No (c) Don't know

(b) No (c) Don't know

(b) No (c)Don'tkno\v 

22. A dose of the antimalarial drug for IPT contains how many tablets?

(a) 1 tablet (b) 2 tablets ( c) 3 tablets

tablets (f) I do11't know 

( d) 4 tablets {e) 5 

23. Wl1en ca11 yot1 use the antimalarial drug that keeps yot1 from getting inalaria

during p1·egi1a11cy (IPT)? 

(i) 1st- 31·d months

(ii) 4tl1- 6tl1 111ontl1s

(iii) 7nd -9tl1 month

(a) Yes

(a) Yes

(a) Yes

SECTION D: Antenatal use by pregnant \-Von1en 

(b) No

(b) No

(b) No

( c) Don't kno"v

( c)Don't kno\v

( c) Do11 't know

24. Is this your first tin1e of coming to ANC Clinic dt1ri11g this current pregnancy'?

(a) Yes (b) No

25. How old \vas your pregnancy whe11 you started ANC? (a) 1-3 n1011tl1s (b) 4-6

n1ontJ1s ( c) 7-9 months.

26_ How many ANC visits l1ave you had? · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · 

27. 

28. 

. 
t ?

Do you always keep your appo111tn1en s. (a) Yes

. ?7 hy'> (a) Dista11ce to AN( clinic
If No to quest1011 - , \\, 

(c) Work (d) otl1ers (please s1Jec1fy) ··· ··········
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(b) 0
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I 

• 

l 

• •  

11 

• • 

ll 

• 

1 

• 

JV 

V 

SECTION E: Perception of pregnant ,vomen to Intermittent Preventive Tl1erapy(IPT) 

29 .(Please tick as appropriate)

It is necessary to take anti1nala1ial drugs for
tl1e preve11tio11 of 1nalaria d11ring pregna11cy

T11e antin1ala1ial drug given at tl1e ANC

(IPTp-SP) is truly effect1ve for the prevention

of n1alaria i11 pregnancy 

The antimalarial dn1g given at the ANC for 

the preve11tion of 1nalaria is safe for tl1e 

pregnant woman 

The antimalarial drug given at the ANC for 

tl1e prevention of is safe for the unborn baby 

The antimalarial drt1g given at the ANC for 

the prevention of malaria could cat1se 

con1plications for the pregnant \1/0nleii

Strongly Agree U11decided

Agree 

• 

. 
t Preventive Tl1erap}' (JPT) in tl1e index

SECTION F: Use of Interm1tten 

pregnanc)' 

Disagree 

. his ANC has r PT drug e\ er bee11 prescnbed 01. ]1ave been cor111ng to t 
30. Since you

( ) Do 11 't kno\\ 
(a) Yes (b) No c 

given to you? 

re \ ou given or did )'OU bu1 an)' dnag to 
l regnancy, ,ve J 

31. During this your curren p 

(a) Yes (b) o (c) Don't I.no\\
rtI. g n1alar1a?

keep you fron1 ge n 

malana , ... as (a) Prescribed bL1t 1101 gi,en
fro1n getting

32. The drug to keep you

( c) pre5cr1bed and !>Old

. n in tl1e cl1n1c
(b) prescribed and give 
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• 

) 

• • 

11 

• • 

11 

• 

1 

• 

IV 

V 

SECTION E: Perception of pregnant ,vomen to Intermittent Preventive Therapy(IPT) 

29.(Please tick as appropriate)

Strongly Agree U11decided

Agree 

I t  is necessa1-y to take antimalarial drugs for
tl1e preve11tion of n1ala1ia dt1ring pregi1a11cy

Tl1e anti1nalarial dn1g given at tl1e ANC
(IPTp-SP) is tn1ly effective for the prevention

of 1nala1·ia i11 pregna11cy 

Tl1e antimalarial drug given at the ANC for 

the prevention of malaria is safe for the 

pregnant woman 

The antimalarial drug given at tl1e ANC for 

the preventio11 of is safe for the unborn baby 

Tl1e antimalarial drug given at the ANC for 

the prevention of malaria could cattse 

complications for the pregnant wonlen 

. 
t J>rcveritive Therap)' (IPT) in tl1e index

SECTION F: Use of Interm1tten 

pregnanc)' 

Disagree 

) · ANC has IPT drug e\ er been prescnbed or
b con1ing to t 11s 

30 Si11ce you l1ave eeii · 
(b) No (c) Don t lno\v

(a) Yesgiven to you?

e yoti gi,,en or did yot1 btl)' an)' drug to 
. 

e11t pregnancy, wer 
31. Duri11g this your curr 

. (a) Yes (b) l\/o ( c) Don t "110\\'

· g 1nalar1a?

keep yot1 fro1n gettin 

(a) Prescr1bed bt1t not gi\er1
ett1ng malaria v. a5

k You fron1 g 
Id32. Tl1e drug to eep

(c) prescribed and so 

(b) prescribed and give n in Ll1e c11n1G
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( d) Not prescribed at all.

33. Did yot1 use tl1e drug
(a) Yes (b) No

34· What drug did you take? (a) Coartem/ Lunatem /ACT

(b) Fansidar / Maloxine/ Amalar/SP (c) Chloroquine

{d) I don't know ( e) Otl1ers (please specify) ......... ......... ... .......... .(If type of drug is not detennilled show typical antimalarial drug to responde111)

35. If no to qt1estion 33, wl1at is tl1e reason for no11-use of tl1e dn1g?

(a) Afraid of con1plicatio11 i11 pregna11cy

( c) Cost of tl1e dn1g

(b) The d111g was not available at tl1e ANC

( d) The drug could cat1se weakness

( e) Forgetfulness (f) Late/poor attendance to ANC

(g) Jt1st don't want to t1se (h) It was not offered/prescribed

. 
kn h 

. 
tance of the dnig r�) Others (please specify) ............ . ·· (1) I don't ow t e 1mpor u 

• • • • • • • • • • • • • • • • • • • •  t • 0 I I I I I I I I t t I O t I 0 I I I I I I I I I I I I I I I I 
• • • 0 • 0 0 e • 0 • o O O O o • 0 • 0 0 t O O I O O O o - 0 I O I t I O O I O I I o I O t I I O I 

I I I I I I I I I I t I I I I I I I I I I t I I I • I I I I I I I I O I I I I I t I t t o t I o o t I I I I I I o O I I I f I t I I I I I I I I O I • I I I I I I I I • • • • • • • • • • • • • • • • • • • 

• • • • • • • • • • • . . . . . . . ' . . . . • • • • • • • • • . . . . . . ' . . . . . . . . • ' • ' • • ' • • • • ' • • • • t • • • • • • • • • . . . . . . . . . . . . . . . . . . ' • • • • • • • • • • 

• • • • • • • • • • . . . ' . . . . • • • • • • • • • • • • • • • • t • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 
• • • • • • • • • • •

• • • • • • • • • 
. 
. . . . . . . ' . . . . 

• • • • • • • • • • • • 
• • • • • • 

• • • • • • • • • • 
1 t I I t t t f t • f • I • 

• t I t I f I 
f • e • t t t I t t t t I f I f I t t I t t I f t f f • f f f f I t f • f • t t I • e t t • t 

. 
1 

. 
1 dnigs are 110t available at the l1ealtl1d hen the ant1ma aria . 

36. What do you Ow 
(b) [goto a nother health

I b at the medical store/pJ1am1acy
� 

facility? (a) uy 
. (e) other options, (plea,e spectl)) .....

facility ( c) I don't do anyth111g

. 3 7 -I, (OtJ,e,·,vi!:,e t/1a11k l'<J11 l'erJ· �. e!,'(/0/I!, - - • . 
. ' 33 [ea�·e OIIS)Jle I q11 

I
f 

Yes to Que�flous p 
tl e questio1111aire),

. . OIi lll(I)' ret111•11 I 

3 7. I Iow n1a11y tablets o f tJ1e drug 1

( ) 5 tablet5
tablet ( d) 4 tablets e 

d
.
d you use? (a)

How ma11y l 
bl t (c) J tablet ( d) 4 tablets

I tablet (b) 2 ta e 5 

38. 

( e) 5 tablets
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3 9 · How much did you pay for the drug if it was sold to you? ........... · · · · · · · · · · · · · 

40. Did yotl swallow tl1e drug in front of a healtl1 care provider? (a) Yes (b) No

41. If No, where did you use it? (a) Home

clinic 

(b) In tl1e Clinic ( c) Outside the

42. Wl1at was tl1e reason of not swallowing the drug in front of health care provider?

(a) I was not required to do so (b) Lack of clean water (c) I was told to l1ave my

n1eal first (d) Tl1e drug was not available (e) Health care provider says I should 

take it l1ome (f) Other, (please specify) .................... . 
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APPENDIXII
LILO OOGUN LA TI DENA AISAN IBA NINU OYUN LAARIN A WON 

ALABOYUN TO O N  LO FUN ITOJU ATI A YEWO OYUN NI ILE IWOSAN NIIPINLE OYO.

Si 01t1kopa,

Oruko 1ni ni OLADOJA Oluwadamilola. Lowolowo, mo je akeko eka ti on ri si ileraawujo ti ile iwe giga Fasiti Ibadan. Mo n se iwadi lori awon ohun ti o n  fa ailo oogunidena aisan iba ninu oyun larin awon alaboyun ti on lo fun itoju ati ayewo oyun ni ilewosan ni ipinle Oyo. Eleyi ni akojopo ibeere fun iforowanilenuwo, gbogbo ohun tie ba so yio wa fi1n lilo iwadi yi nikan. Gbogbo idahu11 yi11 ko ni lu sita rara. Gbigba lati kopa je ipint1 re, ai kopa 11inu eto yi ko ni paki di'na itoju re. jowo fowo si iwe yi
ti o ba nifesi lati kopa.

Ejowo e dahun awon ibeere wonyi pellt Otito inu ati Ododo.

Eseun pt1po fun ifowoso\1/opo.

· 
01 k al T'te 1

·
ka · Oio· · · · · · · · · · · · · · · · · · ·

If owos1 we u op 1 • • · · • · · · · · · · · · · · · · · · · · · · J · 

· 
Nomba· .............. , ......... . Ile iwosan itoJu oyun: · · · · · · · · · · · · · · · · · · · · · · · · · · · 

ABALA A: ( f \\,a at1 ise isedale olu kulL1ku) 

1 

2. 

3. 

4. 

5. 

6. 

1
I I I I I I I 

. 
', . . .  ' . . . . . . . .  . Omo Odt1n n1elo nt O · · · · · • · · · • · · · · · · · 

( ) Yoruba (b) IboEya re . a (c) Hausa (d) Eya mira11 ijO\\O s'alaye) .....

lye iwe kika (a) Mi o lo ile iwe rara (b) Ile\ve a)akoberc n1k.a11

( c) Ilewe girama nikan b (e) 01n1ran Uo\\O 'l'nla)e) .....(d) Ile eko giga ag a 

Esin (a) Kristiani
•

(b) MusL1lum1 ( c) Elesin aba I aye

· s 'alaye)( d ) 01niran U0\1/0
. , (b) mo 111 ol-.o(a) Mio tt fe oko. 

t igbeyawo
Jpo re n1nu e O 

• (d) Emi ati ol-.o n1i 1-.o gbe papo.
. .

. 
k ara \Va s1 le

. ko mi t1 o 
(c) En1i at1 o 

(e) Opo

. 
'J (a) Iya\VO IleIse tl o n se · 

(b) On1se adani (c) os,se labe elo111ir,1n
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APPENDIXII

LILO OOGUN LATI DENA AISAN IBA NINU OYUN LAARIN A WON 

ALABOYUN TO O N LO FUN ITOJU ATI A YEWO OYUN NI ILE IWOSAN NI 

IPINLE OYO. 

Si Olt1kopa, 

011.1ko 1ni 11i OLADOJA Oluwadan1ilola. Lowo]o\vo, n10 je akeko eka ti 011 ri si ilera 

awujo ti ile iwe giga Fasiti Ibadan. Mo 11 se iwadi Jori awon ol1un ti o n fa ailo oogun 

idena aisa11 iba 11int1 oyun larin awon alaboyun ti on lo ft1n itojt1 ati ayewo oyt1n ni

i lewosa11 11i ipi11le Oyo. Eleyi ni akojopo ibeere ft1n iforowa11ilent1wo, gbogbo 0l1un ti 

e ba so yio wa fun lilo iwadi yi nikan. Gbogbo idaht1n yin ko ni ltt sita rara. Gbigba 

lati kopa je ipinu re, ai kopa nint1 eto yi ko ni paki di'na itojt1 re. jowo fowo si iwe yi 

ti o b a  nifesi lati kopa. 

Ejowo e dahun awon ibeere wonyi pelu Otito i11u ati Ododo. 

Eseun pttpo fun ifowosowopo. 

lfowosiVve Olukopa/ Tite ika: ..... .................. Ojo: ................. . 

I] 
· ·toiiu oyun· Nomba: ................................... . e 1wosan 1 1 . . . . . . . • . . . . . . . .  

ABALA A. ( Iwa ati ise isedale olu kult1ku)

1 

2. 

om O o d tin me Io n i o '? · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · · 

( ) Yoruba (b) Ibo (c) 1-IausaEya re . a (d) Eya mira11 (JO\\O s'alaye) ..... 

3. lye jwe kika (a) Mi O lo 1le 1we rara (b) Ilewe alakobere nikan

(d) Ile eko g1ga agba (e) Omiran Uo\\'O s'ala) e) ..... ( c) I Ie,ve girama nikan

4. Esin (a) Kristiani (b) Musulun1i (c) Eles1n ab,1lnye

5. 

6. 

( d) Om1ran (Jowo s 'alaye)

(a) Mi o ti fe oko (b) mo ni oko
Ipo re i1inu eto igbeyawo

. t ko ara wa sile
(c)En1iati oko n11 I (d) Em1 ati oko n1i ko gbe papo

(e) Opo

? (a) Iyawo Ile
Ise t1 o n se. 

(b) On1se adani ( c) Osise labe elon1iran
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• 

(d) Akeko (e) Omiran Uowo s'alaye) ..... .
7. Elo Ion ri ni idi ise re losu? ? (a) N20 000( c) N4 l ,OOO-N60,00 ( d) N6 I ,OOO- N I 00,000

(b) W20,000-W40,000
(e) W10l,OOO-W200,000

( f)>N200, 000

8. Irufe Idile wo t1i o ni? (a) Ile Oni iyawo kan (b) Ile oni iyawo pupo.
ABALAB (Alaye nipa Oyun re ati Anfani si itoju ninu oyun)

9. Osu 1nelo ni oyun re bayi'?
• t t I • • • t • I • I t t t t t t t t t I • • t t t t f e • t t 

10. On10 n1elo lo ti bi tele?
•

•••••• ••••• ••••••••••••• •••••••• •••

11. Oyun melo lo ti 11i ri? ........................... .

12. Bawo ni ibugbe re se jina to si ile iwosan ti o tin gba itoj ti oyt1n re?

(a) < 2k1n (b) 2kn1- 51an (c) 5kn1- 10km (d) >lOktn

13. Elo ni owo oko alo ati abo re lati ile re si ile itoju re?

(a) WlOO (b) WIOO- 200 (c) W200

ABALA D (Imo ati isesi alaboyun si aisan iba ni11u oyt1n ati ogun lilo lati dena 

aisan iba ninu oyun IPT) .. 

I 4. Ba\VO 111 aisan iba se n de ara eniyan (a)Lati ara ki Efon je eniyan

(b) Esinsin ( c) Ikan ( d) Aayan (e) Mio mo

15. Nje awon nnkan wonyin ra11 kiko aisan iba Jowo?

(a) Sisun si abe aapo efon Oloogt1n 1 Beeni 2. beeko 3. Mi O ITIO

(b) Adagun omi layika 1le I. Bee11i 2 Beeko 3 MI o mo 

( c) Ki a ma rin ninu Orun 1. Beeni 2 Beeko 3 Mi o n10

. · I ko \vole dada l.
( d) I le ti ate gun att imo e 

Been1 2 Beeko 3. lv11 o 010

16 Nje gbogbo to111ode tag ba ni aisan iba le se'J I. Been1 2. Beeko 3 l\11 o n10

. I b yun le ni aisan ,ba'? I. Beeni 2. BeeJ..o J. Mi o mo

17. NJe awon a a 0 

18 
l boyun 111a n fa. . san iba Iara a a 

Ayons1 a1 
l Been1 2 Beeko 

I boyunl iya on10

(i) Aito eJe Iara a a 
. 3 l\11 o n10

1 Been, 2. Beeko

(ii) Bibi o]<u omo
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• 

(d) Akeko (e) Omiran Govvo s'alaye) ..... .
7. Elo lon ii ni idi ise re lostt? ? (a) N20 000 ( c) W4 I ,OOO-W60,00 (d) W6! ,000-�i 00,000

(b) W20,000-W40,000
(e) Wl 01,000-N200,000

(f)>W200,000 

8. Irufe Idile wo 11i o 11i? (a) Ile Oni iyawo ka11 (b) Ile oni iyawo pupo.
ABALAB (Alaye nipa Oyun re ati Anfani si itoju ninu oyun)

9. 

10. 

0s11 111elo ni oyun re bayi?
• • • ' • • • • • f t • I f f f t f t t I o e t t • t I t I t I t 

01no 111elo lo ti bi tele? 
1 t I f f I I I t I t t t t I t I t I t t t t t t I I t f t t t t t t t 

11. Oyt111 111elo lo ti ni ri? ........................... . 

12. Bawo ni ibugbe re se ji11a to si ile iwosan ti o tin gba itoj LI oyt1n re?

(a) < 2kn1 (b) 2kn1- 5km (c) Skn1- 10km (d) > 10km

13. Elo ni owo oko alo ati abo re lati ile re si ile itoju re?

(a) WlOO (b) WlOO- 200 (c) W200

ABALA D (Imo ati isesi alaboyun si aisan iba ni11u oyun ati ogun lilo lati dena 

aisan iba ninu oyun IPT) 

14. Bawo 11i aisan iba se n de ara eniyan (a)Lati ara ki Efo11 je eniyan

(b) Esinsin ( c) Ikan ( d) Aayan (e) Mi o mo

15. Nje awon nnkan wonyin ran kiko aisan iba lo\vo?

(a) Sisu11 si abe aapo efon O)oogun 1 Beeni 2. beeko 3 Mi o mo

(b) Ada gun on1i Jayika ile

( c) Ki a ma rin ninu Orun

1 Bee11i 2 Beeko 3 Mi o 1110 

1. Bee11i 2 Beeko 3. tv[1 o n10

· · I ko wole dada 1.
( d) Ile ti a tegttn at1 imo e 

Been1 2 Beeko 3. t,..,t1 o n10

1. Been, 2. Beeko 3 f\11 o 1110
de tagba ni a isan ,ba le se'? 

16. NJe gbogbo ton10 

k 3 1\.1 i a1san iba? 1. Beeni 2. Bee o ,, I o mo
17. Nje awon alaboyun le n 

. a laboyun n1a n fa

18. Ayonsi aisa11 iba Iara 
I Beeni 2 Beeko 

b ytinl iya 0010
(1) A1to eje Iara ala O 

. 3. l\·ti o n10

I Been1 2. Bee�o

(i1) Bib1 oku omo
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(iii) Iku alaboyun 1. Beeni 2. Beeko 3. Mi o mo
(iv) Omo ti iwon re kere nigba ti a bi I. Beeni 2. Beeko 3. Mi o mo
(v) Oyun bibaje Iara obirin I. Beeni 2. Beeko 3. Mi o mo

19. Nje o ti gbo nipa ogun lilo ninu oyun fun idena iba (!PT)? I. Beeni
20. Nibo ni o ti gbo nipa oogun lilo fun idena iba ninu oyun? Lati odo

(a) Ore (b) Oko ( c) Ero mol1unmaworan tabi ero asoromagbesi

2. Beeko

(d) Iwe atejade 11i ile iwosan (e) Ilewosan itojt1 oyt1 (f) Ibomira11, jowo
s'alaye ................. .

21. I1·u oogu wo ni a le lo fun idena iba ninu oyun ?

22. 

(i) Cl1loroquine 1. Beeni 2. Beeko 3. Mi o mo

(ii) Fansidar 1. Beeni 2. Beeko 3. Mio mo

(iii) Phensic 1. Beeni 2. Beeko 3. Mi o n10

(iv) A111alar 1. Bee11i 2. Beeko 3. Mi o mo

(v) Maloxine I. Beeni 2. Beeko 3. Mi o 1110

(vi) Coarten1 1. Beeni 2. Beeko 3. Mi o 1110

(vii) Lunartem I. Beeni 2. Beeko 3. Mi o 1110

. 
·a 'ba ninu oyt1n me1o la le lo lekan soso·?

Tabuleti oogun 1 ena 1 

1. Tabuleti ka11 2. Tabuleti meji J Tabt1let1 meta 4.Tabulet1 111er1n

5. Tabuleti marun
. .

') . l lo oogun idena iba n1nu oyun 
23. Igba won J alaboyun e

Bee,o J. Beeni 2 � 3 tv11 o mo 
(i) Osu kini si eketa

(ii) Osu kerin si ekefs 8 · 2. Beeko 1. een1 3.M1o n10

(iii) Ostt keje si ikesan
1 Bee11i 2. Bee"-o 

·1 ·wosan alaboyun)
ABALA E (llo I e I 

. ·1 'toiu alaboyun ninu oyun
k ko ti o was 1 t e t J 

Se igbay1 ni igba a o 
24. 

. 
2 Beeko

I Been1 · 
'J (a) Osti kini si iketa

. ba ti o \.VU bere. 

1 
. 

oyun re n1g 
25. Osu ine 011 I 

k :ie si Ikesan
(c) Qsu 'eJ 

· · ikefa
(b) Ost, ker1n 51
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• 

1 

• • 

11 

26 En1elo ni o ti wa • 
• • • • • • • • • t t t t t t t t t t t I • • t t t 

27 · Se o ma n wa ni gbogbo igba ti won ba da fun ope ki o wa?
l. Beeni 2. Beeko

28. Ti o ba je beeko, kini idi re? (a) Ona Ilewosan jin(c) Ise re (b) Owo oko si Ilewosan

SECTION E: Erogba a\von alaboyun si Ogun lilo Iati dena aisan iba ninu oyun(IPT) 

29 .(joJvo se itol<a) 

Mo fara Mo 
1110 fara 
gidigidi ITIO 

O se pataki Iati lo oogun fun idena iba nint1 
oyu11 

Ogi1n fu11 idena aisa11 iba ti won n1a n fi.1_n 
alaboyun ni ile i,vosan itojt1 oyu11 n1a n s1se 

Mio 
•n1 

• • 

lpll1ll 

Mi o 
fara 
ITIO 

' 

• • •

Ogun fun idena aisan i?a _ti wo11 n1a 11 fun 111 

alaboyun ni ile i,vosan itoJu oyun ko le fa ewt1 
fu11 alaboyun 

IV Ogt1n fun idena aisan iba ti won n1a n fun 

V 

. · · ko le fa ewualaboyun ni ile iwosan ttOJU oyun 
•

fun on10 1nu 
. . 'ba ti \Von n1a n ft1n Ogun fun idena_a1san I • • oyun le fa wahalaalaboyttn ni ile rwosan 1t0Ju 

fun alaboyun 

·dena iba ninu oyun)
ABALA E (Lilo Ogun l 

. . . . . . laboytin yi. sc O ti gl)a oogt1n 1<lenc.1 ibc1 11111u 
30. 

31. 

32. 

. 1/a s1le itoJU a Iatiigba t1 o t1n\i 
k 3 M1 o n10. J 

? Bee o ·> I Beent -
. . ·>

oyt1n 
. 

b tabi ra ooguri ,Jena 1ba 111 r1u O)'Ltn . Je o ti g a • 
J Iowolo\\ o, n 

N111t1 oyun t1 on 
3 Mi o mo 

2 Beeko 1. Been1 · 
. . . (a) \\ on �o st1gbon \\ on k.o fun. . oyun Je ey1 t1 . d na a1san iba r11un 

. ( ) \\ on ko, \\ on s1 tad fun o Ogu11 lat1 e 
. fi O ni ile 1wosan c 

on s1 un o(b)won ko, w 

fun O rara.(d)won ko ko 
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33. Nje o lo ogun na
1. Beeni 34. Irufe ogun wo ni o lo? (a) Coartem/ Lunatem /ACT (b) Fansidar / Maloxine/Amalar ISP (c) Chloroquine (d) Mi Omo (e) Omiran(jowo

2, Beek 

salaye) ...... ... ... ... ... ... ... ... ..... (Fi iru og1.111 hon Olukopa) 35. Ti o ba je beeko fun ibeere 33, kini idi re ti o ko fi lo?
(a) Iberu ewu ti o le jejade
( c) Owo ogu11 na
( e) Mo gbabge

(g) Mi o kan fe lo ogt1n 11a

(i) Mi o mo pataki ogun na

(b) Ogun 11a ko sin i ilewosa itojt1 oyun
• ( d) Ogun na le fa ki o ma re en1ya11

( f) Ogu11 na ko Wlllo

(h) Mi o nife si ogt1n na

U) On1iran Uowo salaye) ..... · · · · · · · · · · 
• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 

. . . . . . . . . . . . . . . . . ' . . . ' . . . . . . • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 

• • • • • • • • •

I t t t I t t I t I t t t t t t t I t t t I t t t t t t t t t t t t t t 

• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •
• • • • • • • • •  

t • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •
1 t I t t t t t t t t I t I I t t t I t I t I 

• • • • • • • • • • • • • • • • • • • • • • • • • • • • •
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(Jo\-...osalaye) ......................... . 
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. . 

1n1 pe 
. . ile jwosan

Ese pupo fun a,1ko , 1n 

(d) 

Ogun na ko s1 n1 
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APPENDIX III

DETERMINANTS OF USE OF INTERMITTENT PREVENTIVE TREATMENT(IPTP-SP) AMONG PREGNANT WOMEN ATTENDING ANTENATAL CARE
AT THREE LEVELS OF CARE IN OYO ST A TE

FOCUS GROUP DISCUSSSION GU1DE

Consent 

The pt11vose of this study is to know about detenninants of t1se of intennittent
preve11tive treat111ent (iptp-sp) an1ong pregnant vlomen attending a11te11atal care.
Infon11atio11 yot1 give LIS is con1pletely confidential a11d your 11ame will not be
associated witl1 a11ytl1ing you say in tl1e focus group disct1ssion. We wot1 Id also like to
record tlus discussion so that we can co1Tectly capture the thoughts a11d ideas ,ve I1ear
from this group. You may refuse to answer any question and or withdraw from the
discussion at any time.

Please cl1eck the boxes below for eacl1 participant that agrees to be part of· tl1e focus
group. 

Participants ..__I _ I I I I I I I I 

Questions 

1 . 

2. 

3. 

4. 

5. 

6. 

7. 

Wl1at malaria? 
• 

I) Probes: TransJnission/causes, symptoms, prevention, treatn1ent. 

What is malaria in preg11a11cy? 

S t
.
b1 .11

.
ty consequence!) pre,1ention, trealn1ent'? Probes: uscep 1 , 

J s prevention better t11an cure treatme11t ')

Preve11tive interventions of n1alaria in preg11ancy'?

Probes: !PT, ITN. 

Wl1at is JP f'? 
. . . 

� IPT dosage, tin1e of' adm1n1strat1onProbe!): Drug of choice or 

S rces of information about IP r
OU 

b ANC friends, relati\e, mass n1ed1a.
Pro es. , 

f JPT 10 preg11ancy?
L1se o 

. � ton safel), efficaC)', stdt- Lffects 
b Knowledge, attitude, perccp I , 

Pro es. 
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8. 1-Iave you ever used IPT?

Probes: where, when, how, Drug of choice, dosage, DOT

9. If no, wl1y not?

P1·obes: fear of side effect, not bei11g offered, forgetfulness, cost, just do11 't want

to t1se. 

10. Do you consider IPT be11eficial and necessary?

11. If 110, wl1at are tl1e 1·easons

12. Perceived barriers to use of IPT

Probes: side effect, availability, acceptability, cost. 

13. Will you accept IPT if offered?

14. If yes, why will yot1 accept?

Probes: previo11s experie11ce, 

15. If no, why won't you accept?

Probes: previo11s experie11ce, side effect 

16. Otl1e1· 1neans of preventing n1alaria in pregnancy

Probes: ITN, herbs 

THANK YOU FOR YOUR TIME. 
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• 

TELEGRAMS ................ .
TELEPHONE ................ . 

. ' 

--

MINISTRY OF HEALTH
DEPARTMENT OF PLANNING, RESEARCH & STATISTICS DIVISION

• 

PRIVATE MAIL BAG NO. 5027, OYO STATE OF NIGERIA

lo,,, Ref ,Vo •....•.......•................... 

-lit co,nn,z111,cat1011s s/1ould be addres.,ed to 

tl1e Ho11orable [on1,11issio11cr quo 1ng 

Our f(ef. No AD 13/ 479/�..v b 

Ine I>rincip,11 In,,estigator. 
Depart111e11t ot· F j)idcn1iolog)' and !vfcdical Statistics, l'acull\' of'Public Healtl1 � . 

lJni,,crsit)· of lbada11, 
Ibadan. 
Attention: Olado ja Olu,vaclatnilola 

No,,embe1·, 2014 

Etl1ical 1\p11rO\'a] for the I1111Jle1nc11tatic)n C)t' )'Ot1r Research Pronosal in Oyo State 
111 response of )·our letter re<.1uesting tor Re11e\\ a1 of )'Ot1r Research Prcl11osal tittled: 
'·Dctcn11ir1ants of �on-l se <>f T11tcn11irtc11t Preventi\'C Treatn1c11t (IPTP-SP) runong
Prc:enant \i\ omen attenJir1u J\nte11atal Care al 1·11ree le, cJ5 of Care in 0\'0 State ,, 

� � 
� 

2. 111c co111111ittee }1a� noted )'our con1pli,1nce \\ilh all the ethical Cl1ncc111s raic:;ed in
the initial re\'ie'h of tl1c proposal. In the light of this, 1 run pleased to con\'C) to )'OU tl1e 
apJ)rO\'al of co111111ittee for the ir11pler11c11tation of tl1e Research Proposal in 0) o St,tte, 
Nigeria 
3. 1>Jease 11otc that tl1e cor11mittcc \\1ill n1011ito� _closel)' ancJ follo\\' up the
· lcmcnt·itioil o1 the rcsc'1rcl1 stuO)'· l·lt)\Ve\1er, tl1e Iv11111slr1' of I Ieulth \vould like to
�:ie a co;y of the results and conclusions of the findings as thi� \viii help in pohc) 

. making in tl1e health sector. 

4. 

•
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