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Summary

Many childhood febrile illnesscs are treated at home prior
to presentation. This study gathered information on treal-
ment practices of carcgivers for febrile illnesses in an ur-
ban arca. A Cross scctional survey of consenting guard-
tans ol 335 consccutive febrile children under 10 vears
presenting at General Outpatients” (GOP) Clinic. Univer-
sity College Hospital. Ibadan was carricd out. Thick blood
smcars were examined for malaria parasite. The mean (SD)
age of the febrile children was 3.2 (2.8) years. Nincteen
(17.5%) children were brought within 24 hours of noticing
fever. Malaria was presumed to be the diagnosis by 217
(40.6%) respondents: 247 (46.2%) did not know the cause
of fever. Most. 469 (87.7%) respondents gave drugs bought
from chemists/pharmacy shops before presentation at the
GOP. Paracctamol [380 (81.0%)]| and chloroquine [171
(36.5%)] were the most commonly used drugs. Twenty-six
(15.2%) respondents uscd chloroquine correctly. One hun-
dred and nincty-ninc of 476 children (41.8%) werce smear
positive and 88 of 191(46.1%) children whose guardians
presumed malaria had parasites. This study reiterates the
fact that majority of childhood febrile illncsses arc first
trecated at home. It undcrscores the need to cmpower
carcgivers by appropriatc cducation on knowledge. atti-
tude and practice of the management including home man-
agement of malaria.

Keywords: 'ebrile illness. home treatment, diagnosis,
outpatient clinic.

Résumé

Plusicurs accés févrique dans | cnfance sont traités a la
maison avant la presentation a la clinique. Cette ¢tude as-
semble les informations sur les pratiques de traitcment des
accés févrique par des personnels des soins de santé cn
zone urbaine. Une sunveilance d unc scection des parents
des enfants de moins de 10 ans ayant la fiévre en clinique
geénérale. au Centre Universitaire Hospiticr dc | universitc
of Ibadan. ¢tait faite. Leurs goullcs épaissc  Claient
examinces pour le parasitc du paludisme.La moyennc d
age des enfants ayant la fiévre était de 3.2(2.8) ans. 17.5%
(19) des enfants ¢laient presentés entre 24 heures de la
maladic. Malaria était presumé diagnostiquer chez
217(40.6%). 247(46.2%) nc connaissait pas la causc de la
fiévre. 469(87.7%) des participants administraicnt lcs
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meédicaments achetés  soit dans unc boutique ou cn
pharmacic avant la presentation 4 la clinique. La prisc du
;'mr.ncc'lamol 1380(81.0%)3 et la chloroquine{ 171(36.5%( }
ctaient plus commun. 15.2% des particiapnts utilisaient Ia
chlgroquinc clfectivement. 199 sur 476 (41.8%) cenfants
avaient des gouttes paisse positive ct 88 sur 191(46.1%)
enfants  que les parents présumaicnt qu ils avaent le
paludisme. Celte étduce ré-interre Ie fait que la majorite de
cnfants al état [ebrile sont d abord traités a la maison. Ccci
appele le besion d armer les personnels de soins de santé
avec unc cducation appropiée. | attitude et la pratique des
soins de ménagement inclus le ménagment a domicile.

Introduction

Febrile illnesses in children constitute a common presen-

tation at health facilitics in Nigeria and other countrics in

sub-Saharan Africa |1.2]: the major causc being malaria

and respiratory tract infections. In countrics where malaria

is highly endemic. anti-malaria drug trcatment of all young

children with fever is recommended when diagnosis can-

not be confirmed by microscopy [3]. Home trcatiment for
childhood fcbrile illnesses is a common practice among
carcgivers in Nigeria [4.5.6] as well as some other ecndemic
countrics in sub-Saharan Africa | 7.8.9]. In Togo only 20%
of the children with suspected fever are seen at a health
centre. while the remaining 80% arc treated at home with
an anti-malaria drug |7]. In Nigeria between 60% and 80%
of children would have been treated at home prior 1o re-
porting at health facilitics [4]. Majority of these children
arc treated with anti-malarial drugs.

Provision of correct trcatment 1o such a large tar-
get group is. however. a major challenge and in respond-
ing to it. it is important to know what role parents play in
treating febrile children and to decide the appropriatcness
of this rolc. Health sccking behaviour have been shown m
past studics to be influenced by several factors such as:
accessibility and availability of drugs. availability of hca_llh
onnel. cost of trcatment including drugs. pereeption

pers .
cdec of causation and

of scriousness of discasc. knowl :
ability to diagnosc and treat [10. I1]. Most of these Slu. -
ics were carricd out in the context of home trcatment of fever

using houschold sunvcy and nllosll_\' in @hc rural ZlfCil‘S.
This study gathered informationon lhp lrpalmcnl

\clices of carcgiversinan urban arca for fchnlg lllvnc«cs

tation at a health facility and their knowl-

and prevention of malaria. Also. the

\tment given at home prior to clinic
and phy-

d diagnoscs by guardians
determined.

pre
prior (o presentatl
cdge of the causation
correctness of the rc
visit and the presume
sicians in the clinic was
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Materials and methods

Cross scctional descriptive study design was used. Every
consenting parent/guardian of consccutive febrilc children
under the age of 10ycars presenting for the first time at the
GOPD UCH Ibadan. were interviewed using a structured
questionnaire between July 1999 and Jan 2000).

Study area

The GOP clinic is a General Medical Practice/Family Medi-
cine residency training center at the University College
Hospital. Ibadan. Ibadan is in the southwestern part of
Nigeria and endemic for malaria. The major cthnic group in
this city is the Yorubas. Morc than 15.000 paticnts from
Ibadan city and its environs are treated at the GOP clinic
annually. Children constitute 40.0% of these paticents [12].

Operation of the clinic

Clinics arc held daily from Monday through Friday be-
tween 8.00am and 4.00pm and on Saturdays between 8am
and 1.00pm. In the mornings of the clinic days. new pa-
tients arc assembled in a sorting hall and sorted by scnior
doctors according to the nature of their illncsses. Sclected
patients arc registered while others are treated accordingly
or referred to appropriate specialist. While waiting. adul
patients get their blood pressure measured and urinalysis
donc: and the pacdiatric paticnts get their weights and
(erperature measured by the nurses. Febrile children have
thick blood smears prepared for malaria parasitc at the GOP
laboratory. The smecars arc examined by experienced mi-
Croscopists.

The febrile children were managed as done rou-
tinely for all febrile children including clinical examination
and laboratory examination for malaria parasitc. Drugs were
subscquently prescribed based on the physician's diag-
nosis and were followed up until recovery. Those that were
severely ill and required admission were referred to the
Children’s Emergency Ward of the hospital. The axillary
temperatures were mcasured to the nearest 0. 1% taken
using a clinical thermometer. For the purpose of this study.
fever was taken as axillary (emperature > 37.5% (13). A
blood film for malaria parasites was donc for (he febrile
children at time of presentation prior (o treatment.

The questionnaire designed for the study was
translated from English o Yoruba and back translated to
English. It was face validated and subsequently pre-tested
among (cn patients (English and Yoruba speaking) attend-
ing the clinic. Interview was conducted by a trained re-
search assistant and (he clinical examinations were done
by the attending physician. Guardians who were English
speaking were interviewed in English while thosc who were
Yoruba speaking had their interviews in Yoruba. Guard-
ians who did not speak English or Yoruba had an inter-
preter to translate the questions to them, The information
collected include demographic characteristics of the fe-
brile child and those of the guardians. other presenting
symptoms in the febrile child. guardians’ presumed diag-

noscs. the treatment given to the febrile child prior (o pres-
cntation in the clinic and knowledge of cause and preven-
tion of malaria.

Clinical and laboratory details of paticnts were
recorded in case record forms. In addition. the physicians’
presumed diagnosis of the illness prior to receiving the
result of blood smear was recorded.

The data collected were analysed using EPI INFO
version 6 statistical package software. Descriptive statis-
tics such as frequency distribution. means and standard
deviation were used to describe and summarise the data.
Chi squarc and t-test statistics were used (o compare pro-
portions and mcans respectively. To determine the cor-
rectness of the diagnosis of both the physicians and par-
cnts/guardians. the presumed diagnoscs were
dichotomiscd to malaria and others. The level of signifi-
cance was at 5%.

Ethical approval for conduct of this study was ob-
tained from the Joint U/UCH Ethical Review Committee.

Results

Five hundred and thirty-five febrile children were studicd.
The demographic characteristics of the febrile children and
that of their guardian arc shown in Tables 1 and 2 respec-
tively.

Table 1. Frequency distribution of some of the charac-
(eristics of the febrile children. (N=533)

s
Characteristics Frequency 4 Yo
Age group (Years)
0-1 179 335
>1-3 156 293
>3-5 90 16.8
>5-10 110 206
Mcan (SD)=3.2 (2.8) years
Sex
Male 249 465
Female 286 835
Duration of fever prior
(o presentation (Days)
1 92 17.2
2 20) 37
3 191 357
4 80 150
S 52 9.7
G 22 4.1
7 29 54
>7 39 73
Not stated 10 1.9

The mean (SD) age of the febrile children was 3 2 (28)
years with a range of 2 weeks to 10 vears. The mean (SD)
age of the guardians was 30.4 (8.3) years. 302 (56.4%) of
them were “Yorubas™. One hundred and ninety-five (36.4%)
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[ebrile children were brought to the hospital 3 days alter
guardian noticed fever. The mean (SD) number of days
child was brought to GOP clinic after noticing fever was
4.0 (3.3) days. Only 19 (17.5%) were brought within 24
hours of onsct of fever.

Table 2. Frequency distribution of the socio-demo
graphic characteristics of the accompany persons.

Pattern of febrile iliness

The other symptoms and signs among the febrile children
at presentation apart from fever are shown in Table 3. The
comimonest was cough. mentioned by 250 (46.7%) followed
by vomiting. mentioned by 154 (28.8%).

Table 3. Other presenting symptoms among lebrile
children enrolled into the study. (N=535)

(Respondents) (N=535) Symptoms Freq %
Characteristics Frequency Y% Cough 250) 167
Vomiting 154 288
Age group(vears) Anorexia 107 200
13-20 59 11.0 Diarrhoca 81 15.1
21-30 261 489 Hcadache 54 10.1
.*1-‘0 161 30.1 Abdominal Pain 40 7.5
4150 35 6.5 Chills 32 6.0
>30 13 2.4 Yellow cyes 13 2.4
Not S(algc{ 6 1.1 Convulsion 12 2.2
Level of Education Yellow urine 7 L3
Ngnc 140 26.2 Body aches and pain 4 08
Primary 122 228 Excessive sweat 3 0.6
Sccondary 183 342 :
Polytechnic/College 13 8.0 Note: There were multiple responses
University 36 6.7 . , y
Not stated 11 21 Four I?undrf:d and sxxl_\'~mnf.: (87.7%) guardians
Eibaie had treated febrile children at home with drugs before pres-
Yoruba 302 56.4 cmzui.on at the GOP. clinic. Fi!’(_\' onc' (9.53%) rcwondcnls
S — 153 %6 lT'cn'“OI-;C'? l!m(l) tl(\;\\ dlq llloﬂnngoplnor o a:on?mgT to the
Others (Ibo. Urhobo. Isan) 47 3.8 clinic whi C.D( 9%) gave 1crbs. ther steps la}:cnmclndc
Wi, i 33 6.2 tepid sponging. “took child to the chemist/nurse™ and “con -
e = - cred child with blanket™ menuoned by 4 (0.8%). 2(0.4%%)
Religion .
e o & and 1 (0.2%) respondents respectively. The commonest
Christianity 230 43.0 - : <
- <0 drug uscd to treat the febrile children at home was para-
Islam 293 548 . 2
2o cctamol. mentioned by 380 (81.0%) followed by chloro-
Traditional 12 2.2 3 Pgeipess :
4 quine. by 171 (36.5%) respondents (Table 4).
Occupation '
g(;‘)tltl)sc;[;\r'ilf(cj:ll‘é %f;: 2 ; Table 4: Drugs given at home to febrile children
3 s 5
: p yresentation at the GOP (N=469
Artisan 6l 14 Deliiie pe ( -
Teaching 31 5.8 .
p ug Frequency %
Uncmployed 16 3.0 i o :
Civil Servants 10 1.9
¢ - —_— 380 81.0
Student 11 2.1 Z‘l:l‘:ﬁf:ll::]l?: .
PTOfC i < . o ,( ~ 3
il 4 ol Chloroquine 171 36.5
Farmer | 0.2 Fansidlor 5 1.5
Not Stated 27 51 SN 1 0.2
Relati ] Ialfan -
elationship of respon- Vitami 150 32.0
dents to child C"dmlms — 5] 10.9
i 166 e PIO% :'"S';‘n/Plirilon IR ?
Grand Mother 24 4.5 S .
Sj Other Analgesics
1ster 14 2.6 ek 11 24
Aunt 11 2.1 (g RSAIDS 17 3.6
Father 12 2.2 Elier EW(E
Step mother 6 1.1

Brother 2 0.4

Note: There were multiple responses



88 10 dyaye and CO alade

The commonest source of these drugs was the chemists/
patent medicine shops. followed by pharmacy storcs. men-
tioned by 443 (94.5%) and 22 (4.7%) respondents respec-
tively. One (0.2%) respondent got the drug from a nursc.
one (0.2%) used the left over from drug given at a hospital
on a previous visit and 2 (0.4%) got from a ncighbour.
Scventy (13.1%) of the respondents had sought
help somewhere clse before visiting the GOP clinic. 37
(52.9%) went to private hospitals. 25 (35.7%) government
hospitals. 3 (4.3%) mission hospitals and chemist respec-
tively and 2 (2.9%) visited a nurse in the neighbourhood.
The febrile children were taken to these places on he av-
crage (SD) of 3 (1) days after onset of fever.
The presumptive diagnoses of the febrile illness
by respondents arc shown in Table 5. Malaria (“Iba™) was

TableS:  The presumed diagnosis for the febrile
illness in the children (N=3535).

Diagnosis Frequency Y%
Accompany persons

Malaria ("/ba™) 217 40.6
Teething 27 5.0
Mecasles 14 2.6
Pnecumonia/cough 11 2.1
Typhoid Fever 5 0.9
Others 14 2.6
Don’t know 247 46.2
Physicians

Malaria 229 238
Malaria + URTI 74 13.8
Malaria + other illnesscs 12 22
URTI 58 10.8
LRTI (Bronchopncumonia.

bronchiolitis) 28 52
Ear/nosc/throat infcctions 21 3.9
Other viral infcctions 15 2.8
Mcasles 14 2.6
Impctigo 13 24
Enteritis 9 7
Others 29 5.4
No diagnosis rccorded 33 6.2

the most mentioned. 247 (46.2%) of the respondents did
not know what the febrile iliness in their children could be
duc to: 84 (38.7%) of thosc who presumed illness to be
malaria mentioned that the illness was severe. 158 (49.7%)
out of thosc who did not presume the febrile illness to be
malaria were of the opinion that (he symptoms the children
had could have been caused by malaria. Significantly. chil-
dren who were Iess than three years of age constituted the
larger proportion of thosc presumed (o have discascs other
than malaria: notably respiratory tract infection (P=0.000)

Correctness of treatment of febrile illness at home usiug
chloroquine

Only 26 of 171 (15.2%) respondents who gave chloroquine
(o ll:cal febrile illness at home used it correctly according
to dosc and duration of therapy. Fifty-seven out of the 145
(39.3%) respondents that did not usc chloroquine corrcctly
usced under-dosc of chloroquinc. 33 (36.6%) oxvcrdosc and
35 (24.1%) gave adequate quantity overall but in incorrect
frequency and duration of therapy. Significantly. those with
post sccondary cducation and in the age group 31-40 ycars
constituted the highest proportions of those that adminis-
tcred chloroquine correctly at home (/’=0.01 and /’=0.046
respectively). Choloroquine was commenced within 24
hours of guardian noticing feverin 112 out of 1533 children
(73.2%). between 24 — 48 hours in 24 (15.7%) and >48 hours
in 17 (11.2%) children with a mecan (SD) 1.5 (1.2) davs.
modec of lday and range of 1-10 days.

Only 25 of 80 (31.3%) respondents who used an-
tibiotics to trcat fcbrile illncss used it correctly in terms of
dosc and frequency of administration. Forty-cight (60.0%)
uscd Cotrimoxazole (Scptrin*). 17 (21.3%) ampicillin/
ampiclox/amoxycillin. 4 (5.0%) tetracycline while 2 (2.3%)
uscd chloramphenicol and crythromycin respectively.
Twenty-two of 48 (45.8%) respondents who used Septrin*
usc it to trcat presumed malaria. No significant difference
was obscrved in the correctness of usc of antibiotics or
otherwisc by age group or level of education (°=0.32).

Knowledge on malaria.

Three hundred and scventy-nine (70.8%) respondents
correctly mentioned “mosquito bite™ as the causc of ma-
laria. 129 (24.1%) mentioned “exposure (o too much sun™.
22 (4.1%) water puddles and 12 (2.2%) hard work. The
other causes mentioned include “dirty environment”,
“change in weather™. “bad water”. “witcheralt™ and “cat-
ing too much palm oil™ mentioned by 8 (1.53%). 7 (1.3%).
6(1.1%) and 2(0.4%) respondents respectively. Some of
the symptoms and signs respondents associated with sc-
vere malaria are shown in Table 6. The malaria prevention
mcasurcs known and practised by guardians arc shown in
Tzlblc 7. The most mentioned as known and used was the
n_lscqicidc Spray and incense. There was no statistically
significant difference in (he knowledge of cause of malaria
and the preventive measures by level of education and
age group (=0.64 and =086 respectively)

Clinical findings.

The mean (SD) temperature of 466 febrile children that had
their temperature measured was 37.5°C (L1°C) with a range
0f35.0°C - 40.0°C. One hundred and nincty-scven (42.3%)
had axillary temperature 0f =37.5°C = 39.9°C. 9 (] 9% had
hyperthermia (= 40.0 °c) and 260 (55.8%) were alebrile (=
37.4 °c). The physicians™ diagnosis of the febrile illness is
shown in Table 5. 52 (9.7%) of the febrile children were
referred: 42 were referred to the children's cmergeney ward
for admission and 6 to otorhinolaryngology clinic. These
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consisted of 2 .
ted of 24 (46.2%) cascs of severe bronchopncumo-

. SO s

:llh; ;";Ol) ls- IJC f;)cl:clllll::a COll.lpliCi.llCd \\‘ill? severe anacmia, 9

A anacmia children with severe anacmia
prcc:puulcd by malaria. 3 (5.8%) mcasles. 3 (5.8%) scpti-
cacmia and a case (1.9%) of meningitis referred to chil-
dren’s emergeney ward as well as (he 2 (3.8%) cases of
acute tonsillitis and 4 (7.7%) cases of suppurative otitis
media referred to the otorhinolarygologist. ‘

Table 6:  Signs and symptoms of severe malaria men-
tioncd by respondents. (N=3535)

Signs and Symptoms Frequency %
Very High Fever 274 512
Convulsion 187 35.0
Anacmia 76 19
Yellow cyes 67 125
Persistent Fever 63 8
Anorexia 13 40
Coca Colacolourcd Urine 38 71
Rigors and chills 31 58
Diarrhoca 29 54
Fast Breathing 19 16

Note: There ywere multiple responses

Table 7: Frequency distribution of prevention measures
known and practised by respondents (N=535).

Prevention mecasures Known Practiscd
FI'C(] Y FI'C(] Yo
- Insccticide (spray. coil) 267 499 229 428
- Mosquito Nets 220 411 141 264
- Chemoprophylaxis with
drugs 78 333 56 105
- Mosquito repellents 94 176 15 2.8

-Prevent water puddles 93 174 45 84
- Child should avoid

cxposure (0 oo much sun 78
- Good hygicne/

clean environment

46 39 13

27 51 54 10l

Note: There were nultiple responses

[ f"”‘"‘alory Sindings

One hundred and nincty-nine (41.8%) of 476 children that
had thick blood film smears done had palent parasitacmia.
thn this was cross tabulated with physicians presumed
diagnosis. the physicians correctly diagnosed malaria in
172 out 0f 298 (57.7%) children presumed to have malaria
and/or malaria with other co-morbidity (sensitivity). 137 of
158 (86.7%) children that were presumed to have other
discases had ncgative smears (specificity). The ability of
the attending physician to diagnose malaria correctly was

significant (2=0.000), The guardians’ presumed diagnosis
was also cross tabulated with the laboratory diagnosis
and 88 of 191 presumed cases of malaria were smear posi-
tive. a sensitivity of 46.1% and 40 of 62 cases (hat were
presumed not (o be malaria were smear ncgative. specificity
0l 64.5%. This was not statistically significant (/>=0.19). .

Discussion

Thisf Sll'ld_\' reiterates the fact that majority of childhood
febrile illnesses arc first treated at home and (hat help is
sought thereafter if the illness becomes serious. or fails 1o
respond o initial treatment or complications set in. The
study also shows that majority of febrile illnesses are pre-
sumcd to be duc to malaria and are treated as such in (he
[irst instance. This is not surprising as malaria is cndemic
in the study arca.

Urban malaria in West Africa is not well docu-
mented [14]. Very little has been done on home manage-
mentol malaria (HMM) interventions in urban communi-
tics in Nigeria where drugs including pre-packaged chilo-
roquine and newer drugs for malaria arc relatively readily
available and arc used indiscriminately. The focus of stud-
ics on HMM strategy in rural arcas was informed by the
poor knowledge of carcgivers regarding malaria. its man-
agement and poor availability of health care facilitics in
these location. However. previous studics carried out on
urban malaria in Nigeria and Uganda showed that there is
cqually poor knowledge and practice of correct use of an-
timalarial drugs in urban communitics as it is in the rural
communitics | 13.16.17]. Similar to reports from past stud-
ics [ 5] many carcgivers in this study commenced drug treat-
ment at home within 24 hours of onsct of fever thus. put-
ting them in a vantage position to provide prompt and
carly trcatment to febrile children. However. the propor-
tion that used chloroquinc (the drug of choice for the treat-
ment of malaria in Nigeria at the time this study was donc)
correctly in this study is as poor as reported in related past
studics in this country and in some other malaria cndemic
countrics in sub-Saharan Africa |7.6.5.2.18]. This undcr-
scorcs the need (o provide intervention to urban dwellers
10 ensure cffective home management of childhood ma-
laria.

very little has been done to study the usc of
zmlibzlclcrial-:lgcnls in thc home management of febrile
children in this environment. This study. like that reported
by Salako er al .(2001D). showed that curcgngrs arc 10
c able to identify symptoms that requirc usc ol
her than antimalarial drugs. H‘?“_'
antimalaria drugs the usc ol antibi-

otics was mostly incorrect i-n (erms ofdosg for;nt:;,::] :ic\‘\lc(:}
as [requency of administration. This CO"'Sm;:“(::o‘nlc; b
futurc rescarch. The goal of sugh rcsc?:lrf:, il
dissuade mothers from usinl;),’ zllll;ll)czl‘(l::lclrll;lrlodrﬁ;im;u' o

p srior prescription by @ he s ®
;:)lolll\‘olll‘lll(: the |§ossibilil_\' of extending !h? (','fo.l.',],figz,‘::c'ﬁf,,
ment strategy concept (0 include the usc ol

some extent
antibacterial agents ral
cver. just like the use of
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agents to treat suspected childhood bacteria infections as
previously advocated by WHO and others [19.20.21]. How-
cver. the possible implications for delay in presentation at
health facilitics and the consequent impact on high mor-
bidity and mortality nceds to be critically considered.

The usc of antipyretic drugs was found to be
high and appropriate. This practice stands to reduce the
occurrence ol febrile convulsion in febrile illnesses [22].
The usc of antimalarial drugs for many of the children sug-
gests that the carcgivers complied with the World Health
Organisation’s (WHO) recommendation |3).

The better knowledge of the causation of malaria
and the preventive measurces reported in this study com-
parcd to that reported [rom studics conducted in rural ar-
cas is worth mentioning although not surprising. The ru-
ral-urban differences likely reflect difference in educational
level. access (o health information and health care serv-
ices which are better in the urban arca [23).

The accuracy of diagnosing malaria by carcgivers
was below average in this study. This suggests some limi-
tation in their ability to recognisc symptoms adequately
[10] and to practicc home management of malaria effec-
tively. This constitutes an important arca of need that re-
quires attention. One limitation of the finding in this study
and which calls for caution in its interpretation is the fact
that some of the febrile children have reccived antimalarial
drugs prior to presentation and the laboratory test in the
clinic. This could have made some carcgivers not to have
mentioned malaria as the diagnosis because they would
have expected the antimalarial drugs given to have cured
the children not mindful of the fact that some of these
drugs may not be of good quality and infective strains of
malaria parasitc may be resistant to chloroquine. Another
confounder is the presence of chloroquine resistant ma-
laria in the community. In addition. a child suffering from
malaria may present with a ncgative slide. this is more fre-
quent after the start of treatment [19].

Scveral clinical studics have highlighted the dif-
ficultics in distinguishing malaria and pncumonia in chil-
dren with cough. fever and fast breathing in Africa. where
both conditions arc common and arc frequent causes of
childhood dcaths [19.24]. Conscquently. cffective
antimalaria therapy is often required in febrile children with
suspected pncumonia | 19]. This is reflected in the physi-
cians presumed diagnosis and the fact that some of the
children diagnosed (o have respiratory tract infections had
patent parasitacmia. In this study. febrile children. 3 yecars
and below constituted a large proportion of those pre-
sumcd to have other discascs especially respiratory tract
infection. This corroborates statements by WHO and oth-
crs that infectious discases of the respiratory tract arc a
major causc of morbidity and mortality in children under 3
years worldwide [25.26].

The knowledge of preventive measures for ma-
laria is fair. However. the usc of bed nets is still low in this
cnvironment despite the cffort of the Roll Back Malaria
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Initiative to promote the use. However. it was not ascer-
tained in this study whether the bed nets reported used
werce treated and if they were put to usc all the time.

This study has been able to highlight the
carcgivers’ practice of pre-hospital trcatment of fevers in
an urban sctting. There is a nced to provide education and
guidelines on the carly recognition of signs and symp-
toms of malaria to aid diagnosis and correct trcatment of
malaria among these urban dwellers. The study also con-
firms that parents have a key rolce to play in the manage-
ment of childhood febrile illnesses and potential (o cor-
rectly manage febrile illness at home as well as consult
health facilitics when necessary. Considering the signifi-
cant proportions of carcgivers who gave febrile children
antibacterial agents based on the presumed diagnosis of
non-malarial fcbrile illnesses. further rescarch into the ap-
propriatcness of home treatment of febrile illness using
antibacterial agents when indicated is suggested.
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