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Original Research Article
MALARIA DIAGNOSTIC TESTING AMONG PUBLIC HEALTH PHYSICIANS
NIGERIA

Abstract

Methodology: A cross sectional study was conducted among Ptigadth physicians
who attended the Association of Public Health Rtigas National Conference in llorin, Kwara
State, Nigeria. The structured questionnaire wdfiby all consented physicians and analyzed
with Excel and Epi-infoResults: Total number of 200 questionnaires were distriduiat 125
(62.5%) responded. Majority of them were female$562%), -ge group 31-40 69(60%),
registrar 38(46.6%). Although majority said their usual diagnosis of patients
for malaria wereaboratory test in adults 80.0% artdidren 79.5% but in the last diagnosis only
51% in=dults and hildren 48% Conclusion: The study showed
that majority of the physician would have used dasgjic test but the actual practice in the last
diagnosis was low. This could be due to the urgeridyeatment and laboratory results.
Laboratory result should be made available and trediagnosis
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Introduction: Malaria is endemic in about 107 countries, inahgdNigeria.l ]

. Malaria is responsible for 60 % outpatient visithealth
facilities, 30 % childhood death, 25 % of deatlkelmidren under one year, 11 % maternal death
[]. Plasmodium falciparum accounts for the majority of malaria cases in Negand may be
associated with severe and fatal disease [3]. [@dlajagnosis and inappropriate treatment are
associated with significantly increased morbiditg anortality [3].

Classically, malaria presents with fever, rigorsadiache and body pains, but the clinical features
are non-specific and may be confused with many rothiseases. It is difficult even for
experienced physicians to make an accurate diagjmbsnalaria relying only on clinical signs
and symptoms only [4]. For this reason, it is, treatly over-diagnosed in many health facilities
on the basis of symptoms alone and as such thekergprescription of anti malarials, especially
in endemic areas such as sub-Saharan Africa [3l also implies that the sensitivity of
malaria diagnosis based only on clinical judgemeititbe quite high while the specificity will

be greatly compromised [7].

Considering the fact that malaria is a disease witinificant socio-economic impact on
countries in the developing world especially in-Sdharan Africac . it is essential to make an
accurate parasitological diagnosis so as to enatethose suffering from the iliness receive
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appropriate treatment and that anti malarials atewasted in treating patients who may be
suffering from other conditions besides malariath/Afhis background, WHO recommended that
all cases of malaria should be confirmed, eitheéhwmicroscopy which is the gold standard or
with Rapid diagnostic test It is only those with parasitological confirmatitimat should
be offered anti malarials:

Laboratory confirmation of malaria before treatisgch has many advantages as against
presumptive treatment; improved patient care inagitg-positive patients, identification of
parasite-negative patients in whom another diagnwosist be sought, prevention of unnecessary
use of antimalarials there by reducing frequencadiferse effects. Besides these, there will be
improved malaria case detection and reporting whigh hasten confirmation of treatment
failures [5]. They recommended that treatment gobel the basis of clinical suspicion should
only be considered when a parasitological diagn@sisot accessible. The recommendation
allows children less than five years of age, tart@naged using the Integrated Management of
Childhood lliness (IMCI) practical algorithms foramagement of the sick child at the first-level
health facilities [5]. A definitive diagnosis shdube made promptly by demonstrating the
parasite on microscopy of a blood smear or by uaingpid malaria antigen test. It is therefore
necessary to know if the Public Health Physiciarskena definitive diagnosis before the
treatment of Malaria.

Objective: To determine the use of malaria diagnostic tefRliylic Health Physicians.

M ethodology:

Study area/population: The study was conducted among Public Health plaissciwho
attended the Association of Public Health Physkiaf Nigeria National Conference. The
guestionnaire was filled by all consenting physisia

Study design: A cross sectional study, in which questionnaire wasributed to the Public
Health Physicians, information collected.

Data collection: Data was collected from the respondents by actstred self-administered
guestionnaire. The questionnaire explored the deapbgc characteristics of respondents and
methods adopted for diagnosis of malaria.

Data analysis: Data analysis was done with Microsoft Excel and I&fo 7.

Ethical Consideration: Ethical approval was gotten from the ethical cottewi of Federal
Medical Centre, Umuahiz, -Assigned number: FMC/QEH/G.596/Vol.10/048
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Results: Total number of 200 questionnaires was distribuied 125 (62.5%)
responded. Majority of them were females 69 (55,286 group 31-40 69 (60%)egistrar
38(46.6%). Although majority said their usual diagnosis of patients for malaria
were 'aboratory test in adults 80.0% and children 79.5%cib the last diagnosis only 51% in

adults anchildren 48% were by laboratory tests.

Table 1 Demographic characteristic of the respotsden

Characteristics N (%)
Sex
Male 56(44.80)
Female 69(55.20)
Age(years)
<30 17(14.78)
31-40 69(60.00)
41-50 19(16.52)
>51 10( 8.07)
Institution
North-East 0( 0.00)
North-West 8( 7.08)
South-East 12(10.62)
South-West 38(33.63)
South-South 26(23.01)
North-Central 29(25.66)
Designation
General Medical Practitioner 7(5.79)
Registrar 56(46.28)
Senior Registrar 29(23.97)
Consultant 24(19.83)
Others 5(4.13)
Work Sector
Public 118(95.16)
Private 2(1.61)
Non-governmental organisation 4(3.23)
Location of practice
Urban 84(68.29)
Rural and Urban 21(17.07)
Rural 18(14.63)
Duration of practice(years)
1-10 81(65.85)
11-20 31(25.21)
21-30 10( 8.13)
>31 1(0.81
Number of patients seen per week, mean (std. dew) 49(35)
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100  Fig.1: Comparison of usual and actual methodsagmibsis of malaria in children
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103 In fig 1, the physicians that said they will usyathake laboratory diagnosis with either microscopy
104 RDT or both were 80% while those that actually uiséd the last diagnosis were 52%. Those thal sai
105 what they usually use is clinical were 20% whilegh that actually used it in the last diagnosisewer
106  52%. The difference is statistically significant&ue < 0.05
107
108  Fig. 2: Comparison of usual and actual methodsagrwsis of malaria in adults
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110
111 Infig. 2, the physicians that usually use labanattiagnosis in adults were 79% while those thadus
112 in the last diagnosis were 51%. Those that ususléyclinical were 21% while those that used ithieirt
113  last diagnosis were 49%, the difference is statifii significant P value < 0.05
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115  Fig. 3: Comparison of sex distribution of physicgand method of diagnosis
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119  More of the females made their diagnosis in lasiltadase with clinical while males used more of
120  Laboratory diagnosis as in fig.3. The same pergentd males and females indicated that they usually
121 use clinical which is much lower than those thatally use laboratory diagnosis.
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123  Figure 4 Comparison between physician nature @ftioo and method of diagnosis of Last adult case

124

Physician's nature of location by Method
of diagnosis in Last Adult case treated

5 Rural-Urban
=
T
o
o
= Rural
s ura _ _
@ B Lab diagnosis
=
= _
- Urban W Clinical
I I I I I I

0] 10 20 30 40 50 60

Percentage

125
126

127  The physicians from rural-urban made most of tltgagnosis clinically while Rural and Urban used
128 laboratory diagnosis in their last adult case fig.4
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130 Fig. 5: Comparison of Designation of the physisiagainst method of diagnosis
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Designation by Method of Diagnosis
in the Last Adult case
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In fig. 5, the consultants and the registrar usedenof laboratory diagnosis while Senior Registrad
General Practitioner made their diagnosis of teeddult case more by clinical.

Table 2: Association between selected characteristics of the doctors and method of diagnosis used the
last child case seen

Characteristic Method of Diagnosis X p-value
Sex Laboratory Clinical

n=61(%) n=58 (%)
Male 36 (59.0) 30(51.7) 0.64 0.40
Female 25 (41.0) 28 (48.3)
Age in years
<30 6 (9.8) 7 (12.1)
30-39 39 (63.9) 27 (46.5) 3.79 0.15
>40 16 (26.2) 24 (41.4)

Years of Practice
<10 36 (59) 28 (48.3)

10-19 17 (27.9) 24 (45.4) 2.41 0.30
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220 9(13.1) 6 (10.3)

Designation

Consultant 13 (21.3) 11 (19.0)

Snr Registrar 11 (18.0) 17 (29.3) 3.19 0.36
Registrar 32(52.5 23(39.7)

Others 5(8.2) 7 (12.1)

Locality

Urban 46 (75.4) 38 (65.5)

Rural 9 (14.8) 8 (13.8) 2.75 0.35
Both 6 (9.8) 12 (20.7)

Facility Type

Public 58 (95.1) 55 (94.8) 0.004 0.95
Private 0(0.0) 2(3.4) df=1

Others 3(4.9) 1(1.7)

Table 3: Association between selected characteristics of the doctors and method of diagnosis used the
last adult case seen

Characteristic Method of Diagnosis X p-value
Sex Laboratory Clinical

N=57(%) N=62 (%)
Male 36 (63.2) 31 (50.0) 2.09 0.15
Female 21 (36.8) 31 (50.0)
Age in years

<30 6 (10.5) 7 (11.3)
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30-39 31(54.4) 35 (56.4) 0.11 0.95

240 20(35.1) 20(32.3)

Years of Practice

<10 30 (52.6) 34 (54.8)

10-19 18 (31.6) 23(37.1) 1.80 0.41

220 9(15.8) 5(8.1)

Designation

Consultant 15 (26.3) 9(14.5)

Snr. Registrar 11 (19.3) 17 (27.4) 3.08 0.38
26 (45.6) 29 (46.8)

Others 5(8.8) 7(11.3)

Locality

Urban 40 (70.2) 44 (71.0)

Rural 10 (7.5) 7(11.3) 1.40 0.50

Both 7(2.3) 11 (17.7)

Facility Type

Public 54 (94.7) 59 (95.2) 0.11 0.92

Private 3(0.0) 2(3.2) df=1

Others 3(5.3) 1(1.6)

Discussion:

since about half of public health

physicians still depend on clinical presentationmake their diagnosis of malaria. In some
studies it was lower than the outcome of the stlikly study done in Kenyal9.8% of the
children< 5years were tested while 28.7%iByears of age and at the health facilities wigh th
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diagnostic test only 33.5% and 53.7% were testethendifferent age groups[11]. While in
Zambia only 27.8% were tested out of which 44.6% pasitive result.[12] The study done in
Malawi showed among Health professionaf®st of the respondents 73.1% use microscopy for
diagnosis, 25.6% used both rapid diagnostic testaicroscopy and only 1.2 used only RDTI8];
this is higher than the result from this study. Bhedy done in Enugu, South: Nigeria on

the use of RDTs showed only 31.1% health facilitised it, although it was available in 53.3%
health facilities and another study i showed
30% were tested [9,13]. The prospective cohortystimhe in Uganda to test all reposted cases
before treatment showed negative result in 68% loichvthe quality control showed 6 false
negative and 13 (0.8%) that subsequently testediyej&4].

Kenya [11] in which moderate difference was foundthe testing rate between the
different age groups in facilities with the diaghostest however, study done in Tanzania
showed low testing rates, which was more pronoumcemder patients than in children below
five years of age

Conclusion: Majority of the physicians would have used diagimaest but the actual practice in
the last diagnosis was mainly clinicai.

References

3. Federal Ministry of Health, National Malaria Coritirogramme, 2011 Available at
http://www.nmcpnigeria.org

4. Nigeria malaria fact sheethttp://nigeria.usembagsy Assessed 8/7/2013.

5. WHO treatment guidelines for malaria, "2 edition, 2010. Available at
http://www.who.int/malaria/publications/atoz/97892%47925/en/

6. Osei-Kwakye Ket al. The benefits or otherwise of managing nealaases with or
without laboratory diagnosis: the experience inisridt hospital in GhanaPLoS One.
2013;8(3):e58107. doi: 10.1371/journal.pone.0058Hpub 2013 Mar 7.




192
193
194

195
196
197

198
199
200
201

202
203
204

205
206

207
208

209
210
211

212
213

214
215
216
217

218
219

220

221

222

7. Daniel Chandramohan, Shabbar Jaffar and Brianr@reed. Use of clinical algorithms
for diagnosing malarialropical Medicine and International Health. volume 7 no 1 pp
45152 january 2002.

8. Linda V Kalilani-Phiri Douglas LunguandRenia Coghlan. Knowledge and malaria
treatment practices using artemisinin combinatizerdapy (ACT) in Malawi: survey of
health professional#/alaria Journal 2011,10:279

11.Elizabeth Juma, Dejan Zurova€hanges in health workers’ malaria diagnosis and
treatment practices in KenyaMalaria Journal 2011, 10:1. Available at:
http://www.malariajournal.com/content/10/1/1

12. Hamer D. H. et allmproved Diagnostic Testing and Malaria TreatmerdcEces in
Zambia.JAMA May 23/30, 2007:2920).

13.Ughasoro MD Okafor HU Okoli CC. Malaria diagnosis and treatment amongst health
workers in University of Nigeria Teaching Hospitahugu, NigeriaNiger J Clin Pract.
2013 Jul-Sep; 16(3):329-33.

14.Njama-Meya D et al. Treatment of malaria restrictedaboratory-confirmed cases: a
prospective cohort study in Ugandan childigialar J. 2007 Jan 21;6:7



