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ABSTRACT

Background: The retail sector is an important channel for increasing access to
adequate treatment of fevers in Africa. The objectives of the thesis were to assess the
performance of three malaria control programmes targeting private medicine retailers
(PMRs) by addressing coverage, utilisation, impact on PMRs’ knowledge, practices

and implementation processes in Kisii central, Kwale and Bungoma districts of Kenya.

Methods: The thesis used mixed methods including retail audits, surrogate client
surveys based on post intervention cross sectional surveys in intervention and controls
and mapping of outlets in intervention areas. Qualitative methods including record
reviews, in-depth interviews and focus group discussions with programme

stakeholders were analysed using thematic framework and policy analysis.

Results: There was a significant impact on PMR knowledge and practice of an NGO-
led participatory training programme in Kisii-central district with 60.5% of trained
PMRs selling AQ medicines adequately compared to 2.8% in the untrained ones (OR;
53.5: 95% CI 6.7, 428.3). There was some evidence of a limited impact for the MoH-
led participatory training programme in the Kwale district, where 18.8% of trained
PMRs sold AQ medicines adequately compared to 2.3% of control PMRs (OR; 9.4:
95% CI 1.1, 83.7). This study was unable to show evidence of impact in the social
marketing programme in Bungoma district. In terms of coverage, Kisii central covered
21.1% of all outlets in the study sites, compared to 14.1% and 16.7% in Kwale and
Bungoma districts, respectively. Policy analysis indicated that, deliberate and careful
management of the implementation process, actors involved and establishing a
transparent management system with a flexible decision-making processes, is key to

successful uptake and impact at retailer level.



Conclusions: PMR interventions operationalised through various institutions in the
district level settings at moderate scale are likely to impact on PMR knowledge and
practices and lead to increased coverage of appropriate treatment to target populations.
Implementation management play a major role in determining programme impact, and

should be areas of focus in planning and managing public health programmes.
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1.1 Introduction

Malaria remains a major public health challenge worldwide with most malaria
1llnesses and deaths caused by the Plasmodium falciparum parasite (Greenwood et al.,
2008). Malaria has been estimated to account for 515 (range 300—660) million clinical
attacks, with about 2.2 billion people exposed to the threat of Plasmodium falciparum
malaria (Snow et al., 2005). Recent estimates using spatial analysis of populations at
risk indicate similar estimates with 2.37 billion people being at risk of P. falciparum in
2007. 26% live in the World Health Organization (WHO) African region and 62% 1n
the combined South East Asia region and Western Pacific region (Guerra et al., 2008).
The burden of malaria is greatest among children under five and pregnant women. For
example, in 2000, there were about 116 million malaria episodes in children under five
years of age, with 545000 children being admitted with severe malaria and 3.6 per

1000 per annum episodes of severe malarial anaemia (Roca-Fletrer et al., 2008).

Against this background, the study described in this thesis set out to evaluate three
malaria control interventions in Kenya, all based on addressing the role of the private
retail sector in optimising malaria home care. Based on a conceptual framework drawn

from the literature on evaluating public health interventions, the study used mixed
methodologies to evaluate three key areas of programme performance: retailer

knowledge and practices; programme utilisation and coverage; and implementation

processes.

This chapter presents an introduction to this thesis. It begins by describing current
global malaria control strategies and aims at situating retail sector interventions within
broader malaria control efforts (section 1.2). Thereafter, drawing on literature reviews,

the current understanding of care seeking practices for fever and malaria in Sub-

Saharan Africa (SSA) is presented to illustrate the importance of retail sector in the
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treatment of fevers and malaria (section 1.3). Based on the evidence from care seeking
studies, the development of the concept of Home Management of Malaria (HMM) as a
control strategy is presented in section 1.4. Section 1.5 outlines the objectives of the
study while section 1.6 provides a description of the conceptual approaches to
evaluating public health interventions and the way they have been used to inform the

conceptual framework for this study. This framework is further developed in the

second half of chapter 2. Section 1.6 also provides background information on the
methods used in this study. This chapter ends with the aims and scope of the thesis

(1.7).

1.2 Malaria control strategies

1.2.1 Historical overview of global control efforts

Historically, malaria control efforts have led to success in some parts of the world. For
example, malaria occurred in the United States (US) and Western Europe until it was
eliminated in the US between 1947-1951 due to economic development and public
health measures (Greenwood et al., 2008). In 1955 the Global Malaria Eradication
Campaign based on indoor and outdoor spraying with dichloro-diphenyl-
trichloroethane (DDT) and use of choloroquine (CQ) medicines was launched focusing
on malarious regions of the world but not the majority of SSA countries (Trigg and
Kondrachine, 1998). Global eradication efforts were not pursued in SSA countries due
to transport problems, water shortages, different habits of populations in Africa, lack
of a well developed public health-oriented infrastructure, the emergence of resistance
to DDT and CQ, and lack of political will (Trigg and Kondrachine, 1998; Greenwood
et al., 2008). The development of primary health care renewed optimism for malaria
control efforts in the 1980s. But problems of interpretation of the primary health care

strategy and reluctance to move away from practices used in the eradication era led to

increased malaria burden in the 1980s and 1990s (Trigg and Kondrachine, 1998).
17




Since the late 1990s, there has been progress on expanded programmes, funding,
technology and advocacy for malaria (Bates and Herrington, 2007). Coordinated
malaria control efforts gave rise to initiatives such as Roll Back Malaria (RBM)
launched by WHO, the United Nations Children’s fund (UNICEF) and the United
Nations Development Fund (UNDP) in 1998 (Teklehaimanot et al., 2001; Bates and
Herrington, 2007). There has also been increased funding and commitment by

governments and other private organisations towards malaria and other diseases such

as Tuberculosis (TB) and Human Immunodeficiency Virus—-Acquired Immune

Deficiency Syndrome (HIV-AIDS). In 2002 the Global Fund to Fight AIDS, TB and
Malaria (GFTAM) was formed to attract and manage funds for the three diseases
(Bates and Herrington, 2007; Glass and Fauci, 2007; Snow et al., 2008). Initiatives
such as the Multilateral Initiative on Malaria started in 1997 have enhanced scientific

and research capacity for malaria (Teklehaimanot et al., 2001; Glass and Fauci, 2007).
Other initiatives include the Malaria Vaccine Initiative under the Bill and Melinda
Gates Foundation, the World Bank’s Malaria Global Strategy and Booster programme
(World Bank, 2007), and the US President’s Malaria Initiative, working with the
United States Agency for International Aid (USAID) and the Centres for Disease

Control (CDC) among other agencies (President Malaria Initiative, 2008).

Such a wide range of contributors and efforts has led to recent calls for the re-adoption
of global eradication of malaria, although this has been presented as a long-term vision
rather than a near-term goal (Roberts and Enserink, 2007; Feachem and Sabot, 2008).
Calls for eradication are partly due to reductions in malana morbidity and mortality in
some countries and progress in the development of new drugs (Bhattarai et al., 2007;
Fegan et al., 2007). Although the debate on its feasibility continues, contemporary

approaches to malaria control under the RBM initiative remain key to the reduction of

malaria mortality and morbidity in SSA.
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1.2.2 Roll Back Malaria initiative

RBM'’s global strategic plans 2005-2015 are in line with the Millennium Development
Goals (MDGs) and continue to guide malaria control efforts in Africa (RBM, 2005). In
2000 world leaders committed to a global partnership to reduce extreme poverty,
hunger, disease and lack of adequate shelter, and promote gender equality, education
and environmental sustainability. They set out a series of time-bound targets known as
the MDGs with eight goals, 18 targets and a deadline of 2015. The sixth goal focuses
on control of HIV/AIDS, malaria and other diseases. The target for malaria disease is
“to have halted by 2015 and begun to reverse the incidence of malaria and other major
diseases”(http://www.unmillenniumproject.org/goals/gti.htm). To ensure that MDGs
related goals are achieved, RBM’s strategic plan aims to reduce malaria morbidity and
mortality by 75% by the year 2015 and ensure universal and equitable coverage of

effective interventions (RBM, 2005).

To attain this target, four core strategic approaches have been identified: rapid,
effective treatment of persons with malaria as close to home as possible within the first
24 hours of illness onset; increased use of insecticide treated nets (ITNs) to limit
human-mosquito contact; prevention of malaria in pregnancy; and better epidemic
preparedness and appropriate response to epidemics (http://www.rbm.who.int/). The
first strategic approach is relevant in this thesis since retail sector interventions aim to

Improve case management of malaria and fevers at home as part of HMM strategy.

Most national malaria control programmes have adopted RBM’s strategic approaches
and developed a plan of action and targets. For example a meeting of African Heads of
State in 2002 ratified an action-oriented document named the Abuja Declaration which

set targets to halve malaria mortality for Africa’s people by 2010. The leaders resolved

that by 20035:
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o 060% of those with malaria have prompt and effective treatment of malaria

within 24 hours of onset of symptoms

o 00% of under five and pregnant women have access to protective measures

such as ITNs

e 60% of pregnant women at risk of malaria have access to chemoprophylaxis
(RBM, 2003).

Although many SSA countries have not attained these targets (Amin et al., 2003;

Monasch et al., 2004; Nsungwa-Sabiiti et al., 2005; Ahorlu et al., 2006; Oresanya et

al., 2008), malaria control efforts remain a priority.

Access to appropriate and effective treatment for malaria in endemic regions remains
important for positive outcomes since there is evidence that many deaths occur within
48 hours of onset of illness (Greenwood et al., 1987). Effective case management
depends on correct diagnosis, prescription and availability of effective treatment (Font
et al., 2001). However, case management in most SSA countries is characterised by
several challenges. First, most rural populations in many endemic countries live far
from health facilities, limiting physical access to treatment (Atting and Egwu, 1991;
Diop et al., 1998; Baume et al., 2000; Bour, 2003; Dzator and Asafu-Adjaye, 2004;
Mbagaya et al., 2005). Secondly, health facility level factors such as the availability of
drugs and equipment, poor staff attitudes, cost and opening hours limit access to
adequate care (Williams and Jones, 2004). Thirdly, the symptoms of malaria are
difficult to distinguish from other illnesses or may co-exist with other illnesses
(Greenwood, 1997; Berkley et al., 1999; Kallander et al., 2004), making it difficult to
diagnose. Even in cases where diagnostic facilities are available, malaria test results
are sometimes not used by clinicians. There are also potential inaccuracies of test

results due to capacity and equipment constraints (Reyburn et al., 2004; Zurovac et al.,

2006; Greenwood et al., 2008).
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A fourth challenge associated with case management is the spread of P. falciparum
resistance to former first line drugs such as CQ and sulphadoxine-pyrimethamine (SP)
medicines (White, 2004; Greenwood et al., 2008). This has led to the development and
deployment of new drugs with emphasis on Artemesinin-based combination therapies
(ACT) due to their high cure rates, potential to decrease transmission and the limited

resistance of malaria parasites to these drugs (Greenwood and Mutabingwa, 2002;
White, 2004; Bosman and Mendis, 2007; Rosenthal, 2008). Although use of ACT is
likely to reduce the global burden of malaria (Greenwood et al., 2008), deployment,
access, implementing costs, and rational use of the drug remain a challenge (Malenga
et al., 2005; Zurovac et al., 2005; Bosman and Mendis, 2007; Gitonga et al., 2008;

Njau et al., 2008; Wasunna et al., 2008; Zurovac et al., 2008).

In the light of all these challenges, clinical diagnosis in malaria endemic areas,
although imprecise, remains the basis of treatment for most febrile patients
(Wongsrichanalai et al., 2007). International guidelines recommend that fevers in
children under five years in endemic countries be treated presumptively as malaria

(WHO, 2000a). The next section reviews the existing evidence on fever and malaria

treatment practices in SSA, and points to the rationale for developing and

implementing retail sector interventions.

1.3 Care seeking for fevers and malaria in Sub-Saharan Africa

1.3.1 Literature review for care seeking behaviour
There are two recent systematic reviews that have summarised care seeking for fevers

and malaria. McCombie’s paper, published in 2002, builds on an earlier WHO review
on malaria care seeking behaviour. This earlier review examined published and

unpublished literature between 1985 and 1993. It aimed at identifying potential

determinants of care seeking patterns and assessing what was known about adequacy
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of the treatments used (McCombie, 1996). The later review updated the evidence to

April 2002, with a focus on methodological issues around the classification, definition

and treatment of illnesses (McCombie, 2002).

The second review used is that by Williams and Jones, published in 2004 (Williams
and Jones, 2004). This summarised behavioural issue related to malaria control,
building from McCombie’s 1996 review, and attempted to see whether methodological
rigour had increased or knowledge from the 1996 review had been applied

programmatically. The review considered both published and unpublished work

between 1994 to 2002 (Williams and Jones, 2004).

This section draws on these reviews to illustrate the main features of care seeking

patterns for fevers and malarial illness in both adults and children, with emphasis on
the role of the retail sector. In addition to directly reviewing the published articles cited
In these articles, a separate search was made in PubMed to identify more recent
relevant publications. Three sets of search words were used: care seeking, malaria or
fever and Sub-Saharan Africa; treatment seeking, malaria or fever and sub Saharan
Africa; and self-treatment, malaria or fever and Sub Saharan Africa. The inclusion
criteria were papers that: describe care seeking patterns qualitatively or
quantitatively; were conducted in SSA between 1978-2008; reported on childhood
1llnesses/fever, malarial or acute illnesses in adults or children; and were either a

descriptive study or part of ongoing or planned intervention.

Before summarising the outcome of this process, limitations, methodological
challenges and operational definitions of terms are discussed. The review in this

chapter has two main caveats. First, no grey literature was used to update the published

reviews. Secondly, research published in other languages other than English were
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difficult to access and extract information. Methodological challenges included
differences between studies in the type of questions asked (for example, the use of
hypothetical versus actual illness episodes), the classification of sources of care,
analysis and presentation of data. In addition, there were variations in the use of terms
such as “home” management or self treatment, reported time to treatment, and the

extent to which switching patterns of care were reported (McCombie, 2002;

Nyamongo, 2002; Williams and Jones, 2004). These factors made a quantitative

summary on resort to care difficult to extract.

In terms of operational definitions, the term “home” in this context is used to refer to
any action taken without contact with formal health practitioners (government/mission,
non-governmental organisation (NGOs) or private health facilities). It includes use of

drugs kept at home (left over medicines from previous episodes), purchase of

medicines from any kind of medicine sellers, use of herbal remedies and consultation

with traditional healers.

There are considerable variations in the type of medicine sellers described in different

settings and the laws that regulate them, with each country having its own procedures
and categories<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>