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management of 
malaria in Uganda 
1. Pre-packaged CQ & S/P 
2. Guidelines for training 

drug distributors 
3. Monitoring tools 
4. Communication strategy 

for behaviour change 
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Pneumonia and malaria are the two main killers of young children in sub-Saharan Africa and most children die because of lack of access to timely and appropriate treatment. In an attempt to reduce malaria deaths, the Ugandan government implemented at scale the Home based management of fever program in 2002, whereby community health workers, locally referred to as drug distributiors, were trained to treat all children with fever presumptively for malaria using a prepackaged combination treatment with cloroquine and sulphadoxin/pyrimethamin. Monitoring tools and strategies to increase community demand were also developed. 




Presumptive treatment of fever in Uganda 
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However sick children under five often present with more than one symptom. When we studied 3671 sick child consultations in 8 Ugandan health facilities at the same time as the HBMF strategy was implemented at community level, we found that while the majority of sick children presented with fever, more than a third also had diarrhoea. Almost every third child presented with fever and pneumonia symptoms and 2% had fever, diarrhoea, and pneumonia symptoms, warranting treatment with antimalarials, antibiotics and ORS (and these days zinc).  These three diseases together make up 40% of the total child mortality in Uganda. 
From these studies we concluded that if this picture was similar among children at community level, a lot of children would be misdiagnosed and mistreated with antimalarials. 

The extent of this co-morbidity was recognised and in 2004 the WHO/UNICEF came out wiht a joint statement which recommends that pneumoina and diarrhoea need to be integrated in strategies for community mangement of malaria. Late last year, another joint statement reinforced the recommendation for integrated community case management (or ICCM) of these three child killers. 
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• >21,000 CHWs trained 
in ICCM in 34 districts 

• Main funding from CIDA 

2009-2013  
MC supports ICCM in 
17 districts in Uganda: 

>12,000 CHWs 
covering 1,100,000 

children U5 

ICCM in Uganda 
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Uganda is one of the countries where ICCM has been taken to scale. More than 21,000 CHWs have been trained in more than 30 districts. Malaria Consortium supports more than half of the ICCM implementing districts in Uganda, have we have trained more than 12,000 CHWs who cover more than 1 million children under five. 



Symptom and disease overlap under ICCM 

78% of fevers 
are malaria Fever – 2976 (66%) 

Malaria – 2329 (52%) 

Pneumonia – 2167 (48%) 

Diarrhoea – 608 (13%) 

4515 children under 5 

Källander et al, 2013 (unpublished 
data) 
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As we were interested in understanding the case load mix at community level and see whether the symptom overlap differs, we very recently conducted a study documenting the diagnosis and treatment given for 4515 children seen among xx number of CHWs from 5 districts in 2012. What we found was that 66% of children who sought care from CHWs had fever, out of these 78% were positive for malaria, meaning about half of the cases had malaria. Almos half of the children had symptoms of pneumonia (cough + fast breathing diagnosed with UNICEF respiratory timer) and about hafl fo the pneumonias overlapped with confirmed malarias. Only 13% of the children who sought care were diganosed with diarrhoea. 



Implications and further questions 

• ICCM successful in reaching 
pneumonias - HBMF would have 
mistreated 50% with antimalarials and 
missed the other half 

• 1/3 of malarias also got a pneumonia 
diagnosis – does use of  RDTs prompt 
further investigation? 

• >50% of pneumonias did not have fever 
-  are these ”replacement” diangoses 
for malaria negative fevers? Can 
antipyretics reduce overdiagnosis? 

• What role could improved pneumonia 
diagnostics play? 
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This figures raises a number of questions that have implications for ICCM programs. 
* ICCM successful in reaching pneumonias - HBMF would have mistreated 50% with antimalarials and missed the other half
1/3 of malarias also got a pneumonia diagnosis – does use of  RDTs prompt further investigation? Study comparing ICCM central where CHWs do not have RDTs.
>50% of pneumonias did not have fever -  are these ”replacement” diangoses for malaria negative fevers? Can antipyretics reduce overdiagnosis?
What role could improved pneumonia diagnostics play?



www.malariaconsortium.org 
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