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Abstract

For effective malaria control at the community levieformation on the treatment
practices are essential. However, there is norimtion on malaria treatment practices
in Ibusa community. Thus, this study seeks to asttesprevalencefmalarisandhealth

care seeking behaviors in Ibusa community

M ethods:Malariatreatmentpractices including sources of anti-malaof the 600
individuals who visited the Fenlab Diagnostic anes&arch Laboratory Ibusa, Delta
State were obtained using a previously validateacired questionnaire. Microscopy

was used to establish malaria infection and spédesgification.

Results. The prevalence rate was found to be 73.3% and alewnfections of
Plasmodium falciparium. The age prevalence showad undulating pattern howevie
prevalence was highest among subjegithin age group 20-29 years (31.81%) and
least in age group 40-49 years (8.64%). Chi-squaralysis showed no
significantdifferencéx?=13.61,df=5,P= 0.183) The prevalence by sex showed higher
valuesin females (60.22%) than males (39.78&4); thedifference was not statistically
significant at(X*= 0.027,df= 1P= 0.870) The malaria management practices showed
that 20.83%participantbuy anti-malarials from shops, 17.33% visit hodpjtavhile
16.33% employ traditional medicine from local hesléHowever, some of the subjects
employ a combination of approazh 13.83% get antimalarials from shops, hospitals
and local healers, 10.50% get anti-malarials frbwops and hospitals, 9.67% visit local

healers and hospitals, while 0.33% do not emplgyteeatment practices.



Conclusion: Given the high prevalence of malaria infectiohtinsa community, proper
education of the people on the need to employ propaariatreatmentpractice is

essential.
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INTRODUCTION

Malaria causes approximately 500 million infecti@msl about 650,000 deaths

every year worldwide [1,2], and represent a magaltm and economic threat to about

40% of the world’s population [3,4Plasmodium fal ciparum malaria is responsible for

the majority of the disease burden [5,6]. In Nigennalaria has been prevalent

throughout the country and still represents a majablic problem. It is widely

acknowledged that early diagnosis and appropriggatrnent of malaria can avoid

impending complications and death [7,8]. Howevarmost rural settings in the poor

nations, the required infrastructures and persommebng other factors is a strong

limitation to early and accurate diagnosis andttneat. Thus, many episodes of malaria

are treated outside the formal health system, ofiéminappropriate or incorrectly used

drugs. Most household care givers begin treatméntadaria with anti-malarial drugs

which are usually purchased over the counter fromg dellers without prescription and

usually without appropriate doses. This is parddyl common in rural and remote



populations where the right perceptions about tkeade are low and contributes both

to worsening morbidity patterns and increased desistance [9,10].

Given the mixed pattern of health care seeking Wiehdor malaria, treatment
practices, and the need for greater understandibgroiers to malariareatmenin this
tropical rural setting, this study was conducteédseess the prevalence drehlth care

seeking behavioamongthe inhabitants dfiis community.

M ethods
Study area

Ibusa is located between Latitud®1a' N and Longitude %38 E, in Delta State,
Southern Nigeria. The area experiences abundanfalaiwith a peak in July to
October. The mean annual rainfall is about 2000rhime vegetation ranges from
mangrove thick forest to mixed rainforest and deass with almost all year
roundrainfall, witha temperature between %Z&mnd 30C. The state is made up of
twenty-five local government areaslbusa is under Oshimili North Local Government
Area. The lIbusa community has a population of ali@%000 people. The main crops
cultivated in this area include cassava, plantathraaize among othef$ie community

is serviced by just one general hospital and atineainter. However, affordability and
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accessibility of the health facilities may driveetinhabitants towards seeking other

means for malaria treaments.

Subjects

The subjects were patients who reported at theab&ihgonistic and Research
Laboratorylbusa, forvariouslaboratoryvestigations They are from various
socio-economic backgrounds and their occupationgasnfrom civil service to
subsistence farming, with petty trading as a complg to augment their meager
earnings.Using systematic random sampling, 600 @&@ales and 240 males) aged
between 3 and 60 years were selected out of a@btd)875 people who visited the
laboratory between JuaedNovember, 2006.A well-structured and validated
questionnaire wasused to obtain information onntlaaria treatmepracticegcluding
health care seeking behavidPrior to completing the survey instrument, infedn
consent was obtained and only those who consergeel wolved in the study. Fenlab
Diagnostic and Research Laboratory Ibusa, is orteeohajor diagnostic centersserving

the Ibusa people hence it was chosen as the stidiy p

M alaria microscopy



Thin and thick blood films for the diagnosis of mwa&were prepared on the

same slide. For the thickfilm, 12 of blood was taken with an adjustablemicropipette

(P20 Pipetman, Gilson) and spread overa diamet&b ahm, while 2uL of blood was

usedto make the thin film. The slides were madéuilicatesand labeled appropriately.

The thin film end ofthe slide was fixed by dippilge prepared film inabsolute

methanol for one to two seconds, and bothfiims wellewed to air dry and

Comment [al]: Then what happened? Did you

subsequentlystained with 3% Giemsa at pH 7.2 faniB0tes.

identify the stage, specie of parasite? Were there
any parasite count or did you use the plus system.
Data was analyzed using SPSS version 10.00.Tesati$tical significance was sefat Malaria infection is when there are asexual ring
forms. Whereas parassitemia is demonstration of
value less than 0.05 at 95% confidence interval. any of the other stages. Gametocytes are helpful in
modulating immunity, so it is expected to be higher
in Adults and its prescence does not translate to

malaria infection.

RESULTS:

Of the 600 subjects (360 females and 240 malegnieeal, 440 were positive

for malaria parasite, hence showing a general fgega of 73.3% among the people of

Ibusa community. The casef malaria detected were only infections Réésmodium

falciparum. Also 600 people were interviewed with questionesiin order to ascertain

the malarigreatmenpractices among these rural dwellers.



Figure 1 shows the prevalence of malaria with respect to.l@geeals an
undulation pattern of prevalence with age for exi@mnpalaria prevalence gradually
increased with age group up to age group 20-29anddnerallydeclined with
ascending age groufheprevalencevalues in decreasing order were; 03964%),
10-19 (22.73%), 20-29 (31.81%), 30-39 (12.27%),480{8.64%), 50 and above
(10.91). Chi-square analysis shows no significaifferénce (X =13.61,df=5, P=

0.183).

Data on figure 2 shows that the prevalence wasivela higher among females
(60.22%) than male counterparts (39.78%). Howetleme was no significant gender

difference in the prevalence of malaria infecfif= 0.027,df= 1P= 0.870).

Table 1 shows the malaria management practices gutien Ibusa people. Of
the 600 subjects, 20.83% dsantimalarial from shops, 17.33% visithospitals, while
16.33% usé local healers. Table 1 also revealed that the esthjemployed a
combination of strategies.ourteen perceasedantimalarials from shops, hospitals and
local healers Also, 10.50% used antimalarials fgimaps and hospitals, 9.67% wisit

local healers and Hospitals while 0.03%@ not use any management strategies. There



was no significant difference in thieatment seekimpractices employed by the subjects

(P= 0.34).
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Figure 1. Agerelated prevalence of malariainfection.




Figure 2. Sex related prevalence of malaria infection.

Table 1: Malariatreatmentpractices of people of |busa Community, Delta state, Nigeria.

No of respondents

Source of anti-malarial Female Male Overall (%)

Anti-malarial from shops 75 50 125(20.83)

Anti-malariafrom hospital 72 32 104(17.33)

Anti-malariafrom local healers 38 60 98(16.33)

Anti-malarialfrom shops and 45 38 83(13.83)
local healers

Anti-malarial ~ from shops, 41 28 69(11.1.50)

hospitals and local healers

Anti-malarialfrom shops and 38 25 63(10.50)

hospitals

Hospitals and local healers 32 24 56(9.33)

None 0 2 2(0.33)

Discussion



This study highlights the high prevalence of madransmission in the study
area as well as the range of maldreatmentstrategies practiced by the inhabitants of
the study community, including traditional and atheproventreatmentpractices.
These observations are in line with those of otbeweloping country studies,
underscoring the way that traditional and modenefseand practices, both effective
and ineffective, may coexist in developing socitj@1-13]. Similarly, in terms of
health seeking behavior when malaria is suspecteghrity patronize patent medicine
stores, visit health centers/hospital, visit hedigland local healers while some used a
combination of methods. Similar observationerereported by [N\wokeet al., 2014;
Comment [a2]: Which type of referencing is being

Malik et al., 200

used? There seems to be a mix-up

This study alscassessedhe prevalence of malaria in a rural community in

Delta State. It was found that the prevalence dir@infection among femadevas

two-thirds that of male, though there was no significant difference. Thekl of

statistical difference in the sex prevalence ofamalinfection supports the findings that

malaria infection is not associated with gender amales and female are equally

exposed to malaria infections. The prevalence vas higher amongheage group

10-29 years though, the age prevalence showed noear cl



pattermsmalariaprevalencegradually increased with asngndibe group up to age

group 20-29andhergenerallydeclined with ascending age group.The lower pencd

for age group 0-9 years may suggest that youngédreh may be using some

protective measures against mosquitogdsigch as sleeping under nets while the higher

prevalence for age group 20-29 years ccuddttributed to higher level of exposure

vectorialinoculation due to their faming activitigSreater population of the subjects is

engaged in farmin@hedecrease of malaria prevalence with age amodgr elge

groupgmay be explained by the possibility of developmehtcquired immunity with

age due to repeated re-infectienvell as reduced mobility due to age.

Like any other study, several limiting factors weeeognized. First, not all

participants who were approached gave responseshagdmight have had different

characteristics from the individuals who particgzhin this study. Second, our subjects

were recruitetompeople who attended Fenlab diagnostic center faorktory

investigation. There is need to conduct communiaseda studies to assess more

representative malaria prevalence and managemactiqes that would be reflective of

the reality with the study ared.hird, survey was carried out in 2006, it is not

impossible that the trenchighthave changedver the yearThus caution should be
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applied when generalizing results of this studgttter communities of similar settings.

However, despite these limitations, this study atbdghe growing pool of studies on

community malaria prevalence and management peaciic southern Nigeria. Also

results obtained from this study highlight somerstr point where actions are urgently

needed to positively affect use of malaria prewsntnd treatment methods in rural

communities in southern Nigeria. First, the subgease of unproven means for malaria

management suggests that improving education oariagrevention and treatment in

rural settingssessential and could play a vital role in reinfogctorrect knowledge on

malaria treatment Second, it was observed that various patterne wesed in the

treatmentaialaria and mostly used were anti-malaria druganadr/combination of

other approacdtsincluding the use of herbs from local healers sThipporthe reports

of Nwoke et al [10], and Ameh et al [15] that thésealso a world-wide interest in

herbalism as new sources for new drugs

Conclusion

Malaria prevalence appears to be high in the starBa andthere is a

co-existence of different sources of antimalariad atreatment practices among

inhabitants in lbusa communityt is highly important to increase knowledge of
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effective malaria prevention and treatment methiodsommunitesvhere the use of
unproven treatment source or methodsis common. dfithgc communities about the

safety of modern antimalarial drugsare essentiahfiwove malaria control.
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