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A novel approach — home-based care — provided by an army of volunteers could be key
to beating malaria in developing countries. Uganda is one of nine countries where studies
are under way to test the approach, but there are concerns about drug resistance.

These volunteers were trained to
distinguish between the fever of unccomplicated malaria and the signs and
symptoms associated with the more
severe forms of the disease, as defined
by using the Integrated Management
of Childhood Illness approach. If the
volunteers suspected severe malaria,
the child was sent to the nearest health
centre with trained health personnel,
otherwise, the child was given a prepackaged combination of chloroquine
and SP, known as HOMAPAK.
Dr Monica Olewe from WHO’s
Uganda Country Office said that this
chloroquine and SP combination was
specially developed for home-based
care, one of a number of approaches in
Uganda for reducing malaria deaths.
But in 2004, in the face of widesspread resistance to chloroquine and
SP in Uganda, government drug policy
changed. “Home-based treatment of
malaria using chloroquine and SP didn’t
have a big effect. One major factor was
that the malaria parasites were already
resistant to the drugs,” said Professor
Umberto D’Alessandro from the Prince
Leopold Institute of Tropical Medicine
in Antwerp, Belgium.
Because these drugs no longer cure
malaria reliably, artemisinin combinattion therapy (ACT) drugs, such as
Coartem (artemether–lumefantrine), are
now recommended by WHO. Research
sponsored by the Special Programme for
Research and Training in Tropical Diseeases (TDR) is now looking at whether
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Treating malaria at home in Uganda

News
this particular two-in-one combination
drug can replace the combination of
chloroquine and SP in Uganda and eight
other African countries in the home-based
management of fever programme.
“The objective of the research is to
find out if using artemether–lumefanttrine in the home-based management
of malaria in Uganda is feasible, acceptaable, safe and effective,” said Dr Franco
Pagnoni, a research manager from TDR
in Geneva.
The Uganda research team aims to
find out if artemether–lumefantrine can
be used for home-based treatment of mallaria in two districts in eastern Uganda
where malaria is a major problem, Iganga
and Bugiri.
The principal investigator in the
study is Fred Bateganya from Makerere
University’s Faculty of Sociology. His team
has been working with 118 community
medicine distributors since June 2006,
who have been trained for two days at the
sub-county health facility. They are given
artemether–lumefantrine to distribute to
children with symptoms of fever in 56
villages. The team assesses the effect of
unsupervised treatment with ACTs on the
health of patients, as well as how storage of
the drug affects its efficacy.

According to WHO estimates,
between 70 000 and 100 000 children
aged under five years die in Uganda annnually of malaria. On average, a child in
Uganda has four malaria episodes a year,
and any of them could be fatal.
“We will get samples of the mediccine randomly from community mediccine distributors and test it in the
National Drug Authority laboratories
in September,” Bateganya said, referrring to the volunteers who store the
artemether–lumefantrine on behalf of
the community. A mid-term evaluation
report on the Iganga–Bugiri research
will be ready by January 2007, Bategaanya said.
Everyone acknowledges the risk
that malaria parasites could develop ressistance to antimalarials if they are given
out in an uncontrolled way.
“There are no data available on
the effects of ACT when it is given by
mothers to their children without proper
diagnosis. It should reduce mortality,
but we simply don’t know if it does,”
D’Alessandro said. He also questions
the general applicability of the findings
of the Ethiopian study, published in
2000, given that this study was done
with chloroquine rather than ACT.

The treatment regimen is slightly
more complicated for artemether–lumeffantrine than for chloroquine and SP,
requiring patients to take two tablets
per day preferably with a fatty meal,
for three days. Patients needed to take
chloroquine and SP over three days to
be cured. Unless patients take the full
course of artemether–lumefantrine, the
malaria may rebound, but there is also
the chance that the parasites causing
the disease could develop resistance to
the drug.
Pagnoni said that TDR is addressiing this concern in Uganda by checking
that mothers comply with the treatment
regimen. He cites a study he co-authored
and published in Tropical Medicine and
International Health in July 2006, which
showed that about 90% of caregivers
in Ghana gave the correct artemether–
lumefantrine dose. Similar studies are
underway in Benin, Burkina Faso, Cameeroon, Ethiopia, Malawi, Nigeria and the
United Republic of Tanzania.
“Early data using the newer ACTs in
home management of malaria suggests
community members can be trained to
administer these medications properly and
avoid drug resistance,” Pagnoni said. O
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Street food boom in Ghana spurs calls for better hygiene

Gloria Tawiah’s ready-made meals of
fufu, banku and rice sell for as little
US$ 0.02. For many of the city’s
poorest people she and other vendors
offer the only chance of a square meal.
And when customers are short of cash,
vendors offer meals on credit.
Tawiah is one of thousands of street
food vendors in the Ghanaian capital
who help to feed travellers, commuters,
workers and school children.
But despite the importance of
Tawiah’s role in the local economy and
the fact that she has been selling food
for 12 years, she attended a workshop
on food safety for the first time this
year.
“They taught us how to handle
and cover food, what type of food
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items to buy,” said Tawiah, who now
has a licence from the Accra Metropolittan Assembly to sell food and who bellongs to the Ghana Traditional Caterers
Association. “It was very useful”.
Workshops teach vendors to wash
their hands before cooking and to
disinfect vegetables grown in fields
irrigated with dirty water and fertilized
with animal faeces.
Most of the food served on the
streets of Accra is safe. Traditional
preparation methods, such as a long
cooking time, which sterilizes the food,
and lactic acid fermentation, which kills
some food spoilage bacteria, already
provide protection.
But research published in the
Bulletin in July 2002 showed that salads,
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Street food vendors provide cheap meals for thousands of Accra’s citizens but concerns
over foodborne diseases have led to efforts by the Ghanaian authorities to improve food
safety and encourage vendors to adopt more hygienic practices.

Antie Ama, a street food vendor in Accra, roasting
plantain.

re-heated soups and sauces, and dishes
served with bare hands contained high
levels of potentially dangerous enteric
bacteria.
Street vendors like Tawiah in Accra
say they were unaware of the dangers
until they attended the workshops and
could unintentionally have been poissoning some of their customers.
“Vendors were horrified when we
told them that their food was potenttially hazardous,” said Keith Tomlins,
a food safety and quality scientist at
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