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DEFINITION Of TERMS 

tfplake of IPTp· The use ofSulphadoxinc.pyrirrn:thamine tablets by pregnant women al antenatal 

clinics tmder the direct observation of trained health can: providers. The medication is started al 

16 wceks gestation and it ' s repeated at intervals of four weeks till delivery 

ChemoprophylaIU 1be use of drugs to prevent a disease. 

Compliance: me strict adherence with .... hich 8 patient follows an agreed treatment 

plan 

The invasion of the body by pathogenic microorganisms and their 

multiplication which can lead to tissue damage and disease 

A life threatening disease caused by parasites that are transmined to people 

through the bitesofinfectc.-d female anopheles mosquito 

Plasmodium: Parasitic protozoan orthc genus Plasmodium that causes malaria in hwnans 

Pregnancy The period of time within whict! an infant develops in the body of a woman 

until delivery 

Preterm A baby born before the 37 weeks of gestation 

Low birtb weipt Any baby weighing less than 1.5kg at birth 

Pregnant'i'flmllln; Carrying developing offspring within the body or being aboUi to produce 

new life 



ABBH.[VIA TlO~SiA( ·I{()N' ·"IS 

World HeaJth OrganiLatiun 

(jhana Health Senice 

\-1inistryofflealth 

SP: Sulphadoxinc Pyremethamine 

CentrefordlloCuccontrol 

IPTp: IntCTTnincnt Preventive Treatment program 

Roll Back Malwia 

ANC Antenatal Care 

National Malaria Control Program 



An~TRA("T 

Introduction. Malaria in pregnancy is ont: of the leading causes of maternal and neonatal 

morbidity and mortality in sub Saharan Africa and in Ghana. Several measures have been put in 

place in a bMt to curb the menace and one of them is the use ofintermiuent preventive treatment 

of malaria using sulphadoxine pyrimethamine IP'I-SP drug. It is taken every one or a! least four 

weeks span from 16 weeks or the 5econd trimester till delivery. 

Objet!i\'('. The goal ormis study was to determine the impact of the new Wi lD policy on antenatal 

care lANe) auendance and its effect on the uptake of IPT-SP program. 

\olethodology: A descriptive cross sectionat study design was used for the study and il involved s 

cof\iC(:utivc sample size of 280 postnatal mothers within 12 weeks of delivery at the Mamprobi 

Policlinic. Data on uptake of IPT-SP (primary ck-pendcnt variable) and independent variables: 

ANC visit timIng (trime~ at first visit to ANC). ANC visi t frequency (monthly/not-monthly). 

and number of ANC visits, was retrospectively collected from antenatal rl;':cords of respondents 

using a structured form. Data on socio demographic information, including health facili ty factors 

was also collected from primary respondents and health facility staff respectively. Simple:: chi-

Sl;JuarestatiSlic and cbarts were used to examinc descri ptive relationships between variables, and 

logistic: ~grnsion ug:d 10 examine MSOCiations hctwcl!n the dependent and independent variab l~: 

etrectsizesare~nedasoddsralioswith95".confidenceinter\'aJs Dataanalysis'was 

conducted with STATA version 15.0 

Rnalb: A toW number or 2114 postnatal mothers with 12 \\cck3 of delhcry consented for this 

study and were used for the analysis. Out of that of sample, 45.8 ~o of participants received the 

optimal 5 doses of SP in their pre' iollS pregnane)'. 62% oflhe panicipants had 8 and above ANC 

visilS. For the number of participants who made less than 8 visits, 30.3% rccci\ed the optimal 5 



OOsesorsp. Among the participants whomadC" 8 and more visits. 69.7% ~eived 5 doses ofSP 

There is a significant relationship between number of ANC (r =>3.83, p=:0.005. «=0.05) and SP 

uptake. I'anicipants making 8 ANC visits were 1.22 times mor .... likd) to receive 5 dose of SP 

compared to \\om .... n making Jess than 8 visits with an [AOR= 1.22 (950/. C(: 0.45-1.1 2): p===O.OO8] 

CODclusion 

The WHO new ruommended 5 doses of SP uptak .... in Mamprobi was low in the study population 

despite the high number of ANC visits. Number of prct!nancies and increased number of ANC 

visits has increased odds for the uptake ofSP. However. women with more children have a lower 

chance ofreceh'ing the optimal doses ofSP. At health facilities, lack of capacity building activities 

on SP for ANC staff. inadequate stafT and intermittenl shortage of SP were identified to be 

pmJktors for the uptake ofSP. 



(HAPTEN. UNE 

(I\TRUDU~'(()N 

1.0 Backgrouud oflbe Study 

hery single year. 50 million women living in malaria-endemic areas become pregnant with about 

5001e living in Africa (WHO, 20 II ).1 0,000 women and 20.000 new-boms are estimated to die as a 

consequence of malaria infection during pregnancy worldwide. About 25 million pregnant women 

are susceptible to this menace every year in the world. Ge«ing malaria in pregnane)' can predispose 

a woman and the unborn child to anaemia. preterm birth. stillbirth, vertical transmission to baby, 

under '"""eight babies usually the mnst common cause of neonatal mortality (World Health 

Orpnizalion. 2019). The current condition of Malaria in Ghana is that about 3.5 million people 

are estimated 10 contract malaria every year. The mortality rate among children with malaria is 

nearly20.000e\'cryycarwilh25%ofthedeathshappeninginchildrenWlderthe age of five. The 

economic liability of malaria on national coffers is projected to be about one to two per cent of the 

Gross Domestic Product in Ghana annually (UNICEF Ghana, 2012). 

On'" November 2016, the World Health Organization (WHO) set out a different set of guidelines 

on antenataJ care for pregnant \\-omen. This modification \\as required by the ele\'ation in levels 

ofmatemal dealhsdocumenled \\-urldwide. This was predominantly severe in developing countries 

",here mMemaJ deaths were r,-"Corded to be 14 times more frequent than in the developed countries. 

Inc WHO recommmded a rise in ANC' visits from four to eight fundamental visits. This is to 

ensure a continuation of care in pregnancy, labour, delivery. and the postpanum period. 1be 

preceding four-visit model (focu.'iCd antenatal care) that "-11.S substituted was adopted by the WHO 

in 2002, and had been in use since then until it was replaced by the eight~visit model. 



CHAPTFRONE 

INTROl)l'CTION 

1.0 8ackground oflbe Study 

her) single year. SO million 'women living in malaria-endemic areas become pregnant with about 

500.4 li\ ing in Africa (WHO. 2011 ).10.000 women and 20,000 new-boms are estimated to die as a 

consequence of malaria infection during pregnanc), worldwide. About 2S million pregnant women 

are susceplibletothis menaceevcry)earin the Yt'Ot'ld. Gening malaria in pregnancy can pr edispose 

a woman and the Wlbom child to anaemia, pretenn birth. stillbirttJ. vertical transmission to baby. 

under Yt-eight babies usually the most common cause of neonatal mortality (World Health 

Orpnizalion, 2019). The current condition of Malaria in Ghana is that about 3.5 million people 

an: estimated to contract malaria every year. The mortality mle among children with malaria is 

nearty 20,000 e\'cry year with 25"0 of the deaths happening in children under the age oftive . The 

economic liability of malaria on national coffers is projected to be about one to two per cent of the 

Gross Domestic Product in Ghana annually (UNICEF Ghana, 2012). 

On 71" NO'iember 20lb, the World Health Organization (WHO) set OUI a different set of guidelines 

on IUUenatal care fur pregnant women. This modification '''as rt ... quired by Ihe elevation in levels 

of maternal deaths documented .... orJdv;ide. This was predominantly severe in developing cuuntries 

where maternal deaths were recorded 10 be 14 times more frequent than in the developed countries 

The WHO recommended a rise in ANC visits from foW' to eight fundamental visits. This is to 

ens~ II continuation of care in pregnancy, labour, delivery, and the postpartum period. The 

pf\.'Ceding rour-'·isil model (focused antenalaJ care) that Y'Ia.~ substituted was adopted by the WHO 

In 2002, and had been in usc since then until it "lIS replaced by the eight-visit model. 



One ofttK !NIjor publac health problems is malaria in pregnant:) because orits serious implications 

on the mother and bab)' if it is not treated early or possibly prevented. Women In malaria profit: 

repons hne increased immunity against the infection but it is usually compromised during 

pregnancy (usuaJly with women being pregnant (or the first time helice, predisposing them to the 

infection (WHO. 2015). Elevated risks to thC' infection can be caused by levels of immunity, 

physiological ~es In pregnancy and hormones (Takem & D' Alessandro 20 t3). rhe decreased 

Immunity can sometimes cause II risk of serious disease and with repeated episodes (WHO, 20 II ). 

Amid pregnant WOMm. malori;. contributes to 17.6%% ofOPDcases. 13.7~oflldmission and 

3.4% of maaemaJ monalil} (N:vtCP.20IS). Interminent preventive treatment of malaria using 

Sulphadoxine Pynmethamine (SP) is one of the approaches for averting malaria in among, 

expectant mothers and their unborn babies in (jhana (Malaria facts sheet, 2015). The 

administration of this drug con.sisu of a complete SP prophylaxis to pregnant women throughout 

each antenatal care (ANe) visit. These visits must be four weeks apart and the drug is administered 

regardless 'Nhct.her the woman has a known case of the malaria Infection or not (WHO, IPT 2016). 

The World Health OrganiL.ation in 2012 updaIcd its recommendation on the use of (lnterminent 

P~'enlive Treatment-Sulphadoxinc Pyrimethamine (IPTp-SP) and now nece~itates that SI' is 

!;iven to all p~gnant women ever)' four weeks lill deliver)'. This policy was implemented in Ghana 

In 2014 by the Nalional Malana Control Program (PMI. 2017). With this poltcy. SP administration 

is ceneraJly commmc:ed 81 the 16 voceks gestational slqe and continues every four w«k~. and the 

lUIDlber of limn a woman visilS the clinic for care i!' a major contributing factor for il\ uptake 

Although a lot of pregnant .... "Omen nowattmd ANC. it i55(ill generaJly not patronized in mosto( 

\lUf communities. More than 8()o;. of pregnant women had at lea.,t one cornact with a trained 

profc:ssional in prepancy in 2016. a report by the Ghana health SCTVtce family health dh"ision 



lhough the country in [lmeral records decline in anlennal coveragc(GHS.20 16). This means that 

se\'eml pregnant women lacked access tO !HE SP drug. Aside this gap. several reasons such as the 

absence of skilled professKmalsat the antenatal clinics. tbe distance to health comm unities and the 

unethical attitude of staff also affect the administration of the IPTp-SP.SP in some instances. not 

given as a directly observed therapy. IPTJ usage was also predominantly low some years back 

throughout the count!") . Studies conducted in the Tamale Metropolis indicated an fPT3 coverage: 

ratc or46% in 20t I in the: metropolis. (Doku. Zanka ..... ah. Adu-Gyamfi. 2016). Infonnation about 

the Ashanti region whie:h is also in the middle zone reported an even lower lPn co\oeragc rate of 

37% (Tutu. Lawson, Brown. 2011). There southern seclor also recorded a lower coverage of26% 

(Hommerich et &12012). In the: most reccnl study Boateng and colleagues report a wOll)'ingly low 

IPT5 eo\c:rnge of 14.5% in a relatively busy clinic in Accra (Boalc:n~ & Anto. 20t7) though this 

IS likely to be clarified by the fact that thc assessment y.-asconductedonlyaye arafterthepolicy 

"llSinlroducedinGhana 

The purpose: of this study is to analyse the uptake of the optimal 5-dose WIIO SP policy within 

the context of the introduction of the new WHO 8-visit ANC target policy. The study is restricted 

to the Mamprobi Polyclinic v.ithin the: capital city of Ghana, Greater Accra. Both primary and 

sccondarydata v.ill be used in this study. 

J.IProb1emSlalemml 

Susceptiblhty 10 malaria is very high for all pregnant women living in endemic countries and 

l~forestringentactionsneedtobeputinplacetohelpreducetherateofma1ariainfeclionin 

~y as well as its related complications. One such pruven intervention recommended by the 

WHO is the Intermittent P~vmtivc Treabnent in pregnanc)" using Sulphadoxine Pyrimethamine 

(lPTp-SP). In Mala .... i, Zambia and Kenya. observations revealed a rise in birth weight and a 



reduction in maternal anaemia with increasing number of doses ofSP (W. Evidence. 20 12). Ghana 

set a tar!:ct of 80% of pregnant ","Omen to be put on Intermittent Preventive treatment by 

201 5(Boateng.201 8}. and thus also implemented the new i-visit ANC larget set by the WHO. This 

intervention could increase the uptake of 5P if measures of complilUlcc amongst mothers an.' 

ad.hemjIO. 

However. according to the GIIS 2016 report on ANC coverage. there has been 8 decline in the 

total attendance by pregnanl w(lmen hence, affects the administration of SP since it is given as a 

directly observed therapy (DOT) per each visit and usually one month apart rill delivery. Indeed. 

a recent report on a study conducted in one of the busy clinics in Accrasugg ested thatonly3 .9010 

of antenatal care attendces \\tre able 10 complete the newly introduced 8-\"isit target (Boateng & 

AnlO, 2017).ln addition. since the new policy on IPT optimaJ cO"cragc "'-"8.5 introduced in 20 14 in 

Ghana,onIyonestudy..conlcdd 

54al.8on uptake and challenges during the embedding phnsc oflhis new policy a year afier its 

implementation and this data suggested that only 14.:5% met the optimal 5 doses of IP1(Boateng 

&: Anto, 2017). Since this initial evaluation which was aJrnost soon after the implementation of the 

policy,noproperevaJuationoflhispolicyhasbttnreponedasfaraslamawarc.lndeed,though 

the authors reported lhis as 'basel ine' data, this may not be appropriate as Ihedata was collect eda 

year after its implementation (c:mbedding phase data scems more appropriate). 

(ji\"cothe imponancc of this IPTintcn-cntion. and the challenges the previous policy recorded. 

II', Impcrati\e that a re\ iew of this new policy is conducted and four years post its implementation 

appears an awopriak lime frame for an assessment of impact and challenges. A cross-5C'ClionaJ 

analytical design olTers a 4uick and cheaper approach to collecting and analysing these sorts of 



1.2 Juslificalion oftbeSludy 

The question posed by this siudy is of significant public heallh importance and interventions which 

are yelto be evaluated; this evalualton will help inform govcnunent and WHO policy in terms of 

introducina and deplo)'ing nc" interventions .... ;11 .Iso help immensely in the strmgthening of 

health education oftbe general public on issues of malana amon},: prt:gnant ","'Omen. Training and 

retraining of staff on managemeRl and health education on the "anous methods of malaria 

Pfe'ention in prt'pl31Il "omen so as to promolt= compliance 00 the uptake of SP among pregnant 

.... 'Omen. This will help achieve a signifacant reduction in matcmul and infant morbidity and 

monaJity. 

Does increasing the minimum required larget for ANC visits to ~ correspond 10 meetmg 

the optimal S SPdoses? 

WhaifuctorsareassociatedwithachievingtheopcimalSSPdosestargct1 

I." Aims/objecttves 

To determine the uptake of t~ optimal S-dose WI'IO SP policy within the context of the 

introduction of the WHO i-visit ANC target policy. the specific objectivt3; are prese1lled 

below. 

1. ... 1 Prim.f') objective 

r 0 C"SlabJish the lewl of uptAle of SP among pregnant women m over a (our year period 

fullu .... ing the introduction of the WHO 8-visit ANt' laJ'iet in Mamprobi Polyclinic in Ghana:. 

1.".2 S«oodary obj«tin!l 

To determint: the a~iation ~un the number of ANt" visits.nd SP intake. 



To assess factors as.. .. ucl.led ~ilh uptake of the new 5-dose SP policy i.e. their socio­

economic status. sociodcmognphic characteristics. h.:allh ",orker factor. heaJth systems 

(scocklevels). 

1.5 Hypothesis 

1.5.1 Primal") 

The uptake of optimal S SP doses would increase by 2.5 fold since the introduction of the policy 

(ourycarsago. 

Pregnant women who stan antenatal in the first trimester are able to reach the targeted 5 doses of 

Sp throughout their pregnancy. compared to those who start later than the first trimester. 

Pregnant women wbo make monthly visits are able to reach the optimallarget 0(5 doses. compared 

to !hose who do not m..lke monthly visits. 



(HAI'TERTWO 

LlTERATlRE Rnll:W 

2.1 Oven" of tile Stud) 

Malaria in p~gnancy is one the major causes of maternal and foetal complications in pregnancy. 

In an allcmpl to decrease these risks. the WHO recommended a set of interventions comprising of 

IPT-SP, ITN and management of cases effectively amongst pregnant women. Interminent 

'o4;n:cning and treatment (1ST) "hich im'olves screemng pregnant women for malaria infection 

using a rapid diagn(l~lic test during ANC visits has been found to be as effective as the SP-IPT 

Before the introduction orsp. prevention of malaria in pregnancy was primarily done tluaugh 

weekly medications wilh chloroquine or sulfado)l;ine/pynmC'lhamine. This Voas poorly complied 

with seneraJly and parasites also developed resistance to chloroquine over lime. IPTpp-SP has 

henceforth. been endorsed for all pregnant women in malaria prone senlemenls (GHS.20tS). 

SulfadoxiocJprrimcthamine (SP) is liven dwinB each ANC visits every .. weeks and this 

commences from 16 y,ccks gestation. Following the plan. a minimum of five doses of SP can be: 

aiven throughOUl the period of pRgnancy . This. aided by frequent ANC visits will help minimi7e 

lhe frequencyofmalarilH:aused pregnancy problems. 

On r" No\'ember 2016. the WHO released new strategies on access to ANC for preg:nant women 

This revision was necessitated by the persistently hish matrmal deaths globally, panicularly in 

dc\'c1opine countrics "hc:rcdeathsaresti1l14tllnClIohighcrthaninthedevclopcdregions. 

The WHO n:commmdcd increasing antenatal ~arc \- l!Oils frurn the currenl four to eight fundamcnlaJ 

visits, to ensure a continuum of ~ in pregnanq. labour. delivery. and the postpartum period. 

The four·,,'isit model (focused antenataJ care) being substituted was adopted b)' WHO in 2002. and 



has remained in use ever since. providing goal-oriented care aimed at making it easier to notice 

Wld manage of complications during pregnancy. 

Hov,ever, growing evidence shows that an increased number of ANC visits by women and 

adolescent girls "ith the health system is related to a reduced Iikelihoud of stillbirths. At least eig.ht 

visits for anlmatal care can decrease mortality in pregnancy and thereafter by g per 1000 births as 

opposedtoaleastorrourvisits. 

With the new guidelines. the first visit is supposed to start at 12 v.eeks, with t he subsequent visits 

at week 20. 24. 28. 32. 36. 38 and 40 wl"eks of gc!>tatulR_ The new guidelines are also responsible 

for details on the care that should be provided during each of the eight visilS. After the 

reconunendation by the World Health Organization in 2000. Ghana accepted II new malaria 

treatment policy in 2004. Ghana then reviewed the u~ of a single remedy to combination therapy 

",;th AnemisiniJlC·Based Combination 1nerapy. There was therefore a change from the weekly 

use of Chloroquine to Sulphadoxine-Pyrimethamine (SP) as IPT for malaria prevention during 

pregnane). This was as a result of increased level of resistance to Chloroquine and with a lower 

compliance rate of about J 1.6*10 (Ministry of Health. 2014). The new policy of IPTp-SP was stan.l"d 

in 20 selected districts and achieved a nationwide cO\·erage by 2005. The policy was revised in 

2007 and CUJTmt policy fonnulated in 2012 (Ministry of Health, 2014). 

2.2 Historinl Back#nnlDd of Malaria 

China was lhe arguably the first country to record the first malaria·like symptoms It! early as 2700 

Be. However. the \lector ror the disease \\1lS not identified until 1880 when Charles Louis 

Alphonse Laveran identified mosquitos as a veclOr for malaria (CDC. 20t7). 

Protozoan parasites causes malaria and they belong to the genus Plasmodium which is spread by 

female Anopheles mosquitoes (WHO. 2016). 



The actions thaI took place in the blood were discovered by William Callum in 1897and his object 

of Sludy was the bird. RonaJd Ross further revealed the entire transmission cycle concerning the 

mosquitoes and the bird under study (Lamben., 2011). Henry Shortt and Cyril Gamham in 1948 

discovered that malaria parasites progress in the liver before t.""tering Ihe blood stream. Every 

ensuing finding has from the time ~ .. cn CC.:fltred on studies on non·human malaria parasites and 

associatedor~ani!>ms(COC.20IS). 

2.3 COllceplual Fn,,",ork 

SP is an antifolate cumbination drug which acts with systematic and synergistic mechanism to hall 

the action of two essential enol) mes responsible for the synthesis of folates. The pyrimethamine 

'I(I~ the action of dihydrofolate reductase (l>1If:R). whits the sulfadoxine prevents the action of 

dlh)doptero8te synthase (OHPS). (ASHSP. 2012). 
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2.3.1 !'iarratin of tbe TheGmit.1 Framework 

EHect5 on momer and foetus 

~ f2!.tYl 

Iowbirth'ftCht 

MI$U(fl~8e prelermlabour 

M.Jlernaldt.Jttl .Jbortions 

Impact 

SP&iven.sad,r~lyobsef"llt'd 

ther~py 

The fr.unt'\\mlc.lookcd at various fa..:lon thai could affect Ihe uptake of IPT·SP. 

Socio dtmo!P'3phlc facwn such ;1." aac. level of education. soc:io economics status and marital 

status can affect knoy,led,e on the importance of taking SP at each one-month visit and this eM 



afT~ct SP administraion csptX'lall~' wh~n mothers are not well educated on its importance and 

hence.putmothersatn§)... ofmalana 10 pregnancy. 

Lack (lfIPT-SP in pregnanc)' can predispos~ a mother to malaria infection and produce effC'ct~ IJJl 

tilt mother such as anaemia since the malarial parasites feeds on the human m:I blood cells. Other 

condni<lns of the mother such as miscaniages and even death can also occur. On the other hand. 

cfTC'C1S caused by malaria in pregnancy on the foelUs can be low birth weight, abortion and prctt:nn 

labour/delh'ety 

With access to service delivt1)'. getting pregnant women to take this could be influenced by many 

factorssuchaslackofSP.unskilledhealthpersonnel, lackofacccssto the health facility. 

conditions such at G6PO deficiency which produces life threatening adverse effects with SP, can 

affect the administration of SP and p~\'ious health policies such as the focused ANC which 

~'mph3siJ'es at most foW" visits. can affect SP administration and predispose a pregnant woman to 

Fina1ly, increase in ANC attendance which is at least eight visits or contacts can improve thc 

monthly administration ofSP and have a general impact on the reduction of malaria in pregnane} . 

I"his is because SP is given one month apart and with the increase in the number of visits Ikr the 

new policy. an incrase in SP uptake cannot be over emphasized. 

2.4 Mode ofTno •• bsion uf M.lui. Para~ite 

Peaple get infected with malaria through the bite female mosquitoes from the Anophelt!~ gt!nus. 

When a rcma.le Anopheles mosquito .... ith the infection bitesJ feeds on humans, it injects sali va that 

contains :.porowitC'S mtD the human bloodst~am . The !lporozoites mo\·c to the liver and attack the 

liver cells. lbey leave the li\'er cells and re-enter the circulation, starting a new cycle of deslruction 



of red blood cells. They attack the mI blood cells and breakdown the cells causing anaemia. During 

this period. Ii person SWls showing symptoms of malaria (maJaria.com. 2016). 

Occasionally, a person may get malaria through \:ontaminated blood through blood transfusion. 

Malaria 31$0 may be transmitted from a mother to her foetus before or during delivery 

("congenital" malaria). Since thc malaria parasite is foWld in red blood cells. malar ia can also be 

transmitted through organ transplant, or the shared use of needles or syringes contaminated with 

blood (CLX'. 2016. 

2.~~ignsandsymptoms 

me effects and S) rnptoms of malaria in pregnanc) may change due to the malaria transmission 

intensity in the particular ccolOIY ofoa:urn:ncc. and the person's level of acquired imm unity. The 

commonest s)mplOms of malaria in pregnancy \:omprises fever, chlll~. bitter taste in the mouth. 

hC'adache, fatiGuc , dark coloured urine with \:8ses of complicated malaria etc. (WHO, 2016). 

According 10 National Safe Motherhood Protocol (2010), symptoms of complicated malaria could 

includepersistenl vomiting, poorurineoutput, persistem rise in temperature. sc\"ercanaemia, 

convulsion, andfoetaJdemisc, 

2.6 helors InnueDcing the SU5«plibilit) of Pregnant Woman to Malaria 

Movement to a malaria endemic area makl . .'s the pn:~nant woman prone 10 malaria. 

Sickle cell patient: pregnant ","'Omen with low immunity are prone to malaria 

IIiV patient: An HlV patient "'ill generally have low immunity and thus be more susceptible to 

Women pregnant either for the I- and 2nd time lack speeial antibodies and thus are more prone to 

getting malaria 



2.7 UfectsofMalaria in Pregnancy 

2.7.1 Effeds 011 che Motbcr 

Usually. immunit) developed after s~vCTa1 years as the human's cytoadherence molecules gets 

depleted. Any1ime a woman becomes pregnant. the placenta develops ~w spaces for 

cytoadhc:Tcncc. Even when the woman had buill ur rn::viou .. intmWlity in her endothelial cells. the 

plKCRw lumen serves u a new site for parasite development acquired immune effects seen in 

the differences of severity of malarial infection dependini! if the woman is primigravida. or 

mutligravida, because oftbe ideaof~pregnancy immunity." (CDC Facts on malaria 2012). 

Mother loses prcvtously acquired immunit} once pregnant., during pregnancy to able to 

repin some of that immunity. 

The elliplanation to this is that immunity is built up after several years as the human's 

c)'t08dherence moLecules are depleted. and the panlSiln can no longer cloister together and live. 

HOWC'\'CT, when women become pregnant. the placenta develops as a new space for c)10adhcrcnce 

for the parasite because there an: ne .... receptors (Malanajournal, 2014), Even if the woman had 

built up previous immunity in her endothelial cells. the placental Iwnen provides a new stage for 

1M puasite to develop. As the mother loses her prl:viously acquired immunity once she becomes 

rngrwlt. durina pn=gnarlC) she is able to repin some of that immunity which counteracts 

infection in subsequent pregnancies (COC, 2018), These acquired Immune effects are also seen 

in the differences of severit) of malarial infection depending if the woman is primigravida. or 

multigravida, because of the idea of pregnancy immunity, Primigra\idac are morc suscC'pli.,le 10 

malarial infection and ha,'C a greater densit) of parasitaemia al delivery than 

multigravidac(Around.201S). 



2.7.2 Effed on the Foetus 

Malaria infection in pre1!J1MC) accounts for about 5· 12~. of all bahies with low "eight at birth 

and 3 5~. of children with avoidable low birth weight at birth globaJly every year. Low birth weight 

can cause premallue births and intrauterine growth reslTiction, as well as bc:ing a risk factor for 

perinatal death and related infant morbidity and mortality in fact, 75.000·200.000 infant deaths 

worldwide cach yt:ar are as.s{lI;ialcd Yo;lh malarial infection during pregnancy (WHO Malaria facts, 

2015) 

2.8 PrneDtioD Or Ma"ria 

2.8.1 In.erminent Prennli\-e Treatment (JPT, 

Inlt:nninenl Prevenlive rrealmcnt (IPTp) involves the use ofmcdications with its full therapeutic 

doses al specific tim~ in pregnancy whether or not the person has signs and symptoms (Learners 

(iuidc. 2009). tPTp is centred on the notion that every pregnant woman in a malaria endemic 

region has plasmodium in the hloodstream and/or placenta, even if she does not exhibit malaria 

symptoms (A Valley. 2007). The main aim of IPTp programme is to avoid malaria and its related 

dangerous elf"t on the mother and baby . Sulphadoxine PYrimethamine is the first drug of choice 

for maJariaprevcntionin pregnanC) 

2.8.2InlrrmittcDt Preventive Treatment (IPT) or Malaria in Pregnancy u!>ing 5ulphado:linc 

pyrimetbamioe(SP). 

SP is the drug of choice for malaria pn:\-"ention in pregnancy and it is recommended as early as 

possible in the second trimester al a regular intervaJ of at least one month (WlfO, 2012). 

Administmlion ofSP is recomm .. -nd, .. d Wf) early in the second trimester al a regular interval orat 

least one month (World Health Organi7~ion. 2012). SP is not expensive and free in some cases 



and its administration at least tWII times in pregnancy helps in the: reduction of maternal anaemia 

(HatmOglobin less than BWd!) by 39010, reduce placental malaria by 560/. and reduce low birth 

wcightby 43% (WHO.2012). 

2.8.3IPT·SPco\,erage 

Thou&h 36 COUnlne~ in Sub-Saharan Africa had by the year 2012 endorsed IPTp as one of the 

recommended gtl*lines for ANC. the usage still continued to be a challenge and also. a few 

countries had data on (PTp-SP coverage existing and this data which was provided 10 the WHO 

showed 64"/11 ofpregnanl women reerived nOC more than one dose ofIPT·SP in 2012. The data 

showed 23% receiving three doses (World Health Organization, 2013). In East Africa, Nyonyi 

(2012) reported that 900/. of pregnant women in Dar Es Salaam Health facilities n:ceivedatlea .. t 

one dose of IPTp·SP with 79.So/e receiving the: second dose. Less than a thIrd of women received 

a full-course oflPTp-- SP despite the high utili_ion of ANC (94.2%) in llg.anda. Although IPTp-

SP is easy to administer. missed opponunities were common in the study (Sangue et al.201 0). 

In ordc'r 10 determine &he eo\cra~e of IPT in Ghana, a study re\'ealed that 6211Je of expectant 

mothers in Ghani ""hu anmd ANC clinic received IPTpl. 38.1 01. for IPTp2. and 36.3 o/e for (PTp3 

l!,;~P(',20tS). Dala on SP from ttlt: Ghana Demographic and Health survey (GDHS, ::!OI4) 

showed more than 58% of pregnant women look not more than one doseofSP as IPTp with about 

44% taLin& two doses. (be Ghana Multiple Indicator clUSkr Sur ... ey for 20) 1 rcported that 97% 

of pre~ women in the Stong Ahafa Region attended ANC at least once with only about 79-/. 

and 62% taking IPTJ and 1PT2 rnpec1ively (Ghana Statistical Sen.·icc, 2011) 

In 2010, Antwi reponed that9se;. covcral;c for IPll which declined to 770/. for IPT2 and 44e;. for 

IPU rcspcctiYCly in a study in the Bosomrwc district of Ashanti. Thuis goes to prove lhat Ihe~ i!l 



more to be done in order to attain the 1000/. target for IPT2. Improvements of IPT2 and IPT3 

coverage have however been made 8 priority for the Ghana National Malaria Control Prog.ramme. 

2.8.4 Factors IDflu~DciDg IPTp uptak~. 

Ge,tational age of mol hers al A:'IJ(" regislration 

Any delay in starting ANC will lessen the number of times a woman can receive IPT before tenn 

Therefore, the number of SP doses to be taken is directly linked with the time 8 "",-oman starts her 

ANC visilS. A study by Exavery et 81.. (2014), found in their study that, timing of ANC initiation 

importanl in decetmming the extent ofIPTp-SP uptake among pregnant women in Tanzania. They 

reponed that. an optimal uptake of number ofdoscs (two or more doses) ofIPTp-SP wa.'1 hig.her 

(46%) among pregnant women who Slaned ANC in the first trimester of pregnancy and lower 

(36.5%) among those who started ANC in the third trimester. Anchang-Kimbi et at .• (2014) 

reported a signific3mly higher percentage of women (62~.) with first ANC in their last trimester 

receiving only IPT -sp I as opposed to other women that had their initial ANC visit in the first and 

sccond trimesters. Also. pregnant women who booked earl) al ANC were likely to receive the 

recommended 5 SP doses 

2.8.~Knowledae of Pre2,nanl Wom~n .bout Intermittent Pre\'cntivc Treatment and 

MalariaioPregnanq 

The ANC remain:. tht: best plact: and source of knowledge for pregnant women about IPTp where 

health workers are educate them. Knowledge about IPTp \\;11 help educate expectant mothen 

about the need to anend antenatal regularly to enable her receive gp, hence improve IPT intake 



One major determinant ofuse of IPT was found 10 be the knowledge about the proph)'laxis, Hence. 

upcake of IPT can be .r1CaPlIy improved ifba:ked ""ith health educattan on the complications 

of malaria in prc~nancy and benefits of taking IPT·SP (Amoran et at. 2012). ln 

According to Antwi (2010). there is an association between the knowledge ofprqnant women 

about IPTp-SP and the number of doses received, It is probable that knowledge aboul the benefits 

of IPT -SP encourages pregIWlI women 10 make effons to attend ANC and with that receive the 

required number of doses. 

2.9 A«ns to ANC un i('ts 

Access to antmatall;'Bn." among pregnant women is crucial in the fight against maternal morbidity 

and mortal it) however. thCTC is still a challenge of access and utilization due to a number of factors. 

HeaJth education through visits to the clinic is also responsible for IPTp-SP uptake. Since IPT-SP 

is served as a directly observed therapy health .... orkers at the ANC clinic it means access to IPT-

SP can only be accessed on condittan that the pregnant woman attends ANC. Ilowever are known 

t.rrien 10 utilization of ANC services and by extension IPT·SP under direct observation at the 

clinic 

For those with more than three ANC or the benefit of an early first SP dose on having a second 

dose is secn carlier in prcgnanc)' as tbenumbcrnfvisils increases. Similarly. ret:eipt of partial 

JPTp-SP doses was reported to be hiaher among women who reech'ed ANC I~s than four rimes 

than that observed among women wh(1 had sousht ANt' al least fo ur times durinS pregnancy 

(39.9"'. against 41.6%) (Exaver), et aI .• 2014), The decruscd IPTp c:overqe level of 13.T'/e and 

1,3% for IPT 1 and 2 respectivel)', fq)Oned by the research ma), have resulted from the poor 

knowltdgeofstaffon IPTp policy guidelines (Onolo.a et aI .• 2012. In fa'i Africa. SP stock outs 

\\a.'i rt'portcd in 920/. of health facilities WkIer the study and no services were prO\'ided on IPTp-



SP during stock outs (N)onyi. 2012). Stock outs due 10 non·availability of funds by gO\'em
ment 

to purchase the drug is another factl>f'that has nq,aIive impact on lPT uptake (Anlwi. 201 0). During 

this period. the options that were used were ~ther to hold 00 \\;th the IPTp until stocks were 

replaced, refer thc women to other facilities or ask thnn 10 buy the SP from the market. The 2008 

PMJ survey in Ghana showed that IPTp is offered in 94.1% of the faciJit~s. however stock outs 

occurred in 27%oftbesc fac:i1itics. 

Practice of DOT In l fganda. the pmjominant factor in the use of SP during pregnancy was beilll 

offered IPTp in the clinic (Sangare ct a1.. 2010). But studies showed the poor practice ofOOT in 

certain health facilities which affects (PTp-SP programme implcmcntation Similarly. in the Ri\er 

state of Nigeria. a study reported that only 16.4% oflhm,~' whl) look SP as IPTp did 50 under DOT 

(Tobin-West & Asuquo. 201 3). further in Nigeria. a study reported a poor practice of DOT in both 

pri\ ale and public facilities where 64. ,./. of providers reported giving SJJ to women to swallow 01 

home. Thi5 fw been as a result of perceived effects of taking drugs without food. This poor 

praclice ofOOT resulted in the suboptimal uptake ofSP in these facilities (Onoka ctal .• 2012). In 

0.. Es Salaam health facilities ofF..ast Africa, e\'en though there was good uptake oflPTp (IPTI· 

90"/. and 1PT2- 87%). the practice of DOT was observed in only 56~. of the facilities (Nyonyi. 

2012). The poor practice ufDOT in these facilities has proven to be a limiting factor in achieving 

the ultimate goal of the IPTp programme. It is not cenain that those who are given SP 10 be 

swallowed ectually do so npccillly without thc supenrision of a health stafT. Contrary to these 

findings hov.1:'\cr. the practice of Directly Obsen.ed Therapy was also reponed by Antwi (2010) 

in all ANC5 in the Bosomlwe District with supervision ofthl: IPTp propam 1150 laking place. 



2.9.1 ('ontraindie.dons 

SP is should not to be taken wider some circumstanCeS and these include, planning to become 

pregnant, dietary dllcrgics., history of asthma. SC\'Cfe allergies.,lUdney or Liver problems, the blood 

di5etiC porphyria or other blood problems, gLucose-6-phospha1e dehydrogenase (G-6-PD) 

deficiency, seizures, alcohol abuse, or depression and then diarrhoea, a stomach or intestinal 

mfection,or a sore throat 

2,9.2 Anti-Malaria Dru, PoliC')' for ('ban~ Ministry of Health for Intermillen. Prnentin 

Treatment (lPT) of Malaria during Pregnaoe)' 

In Ghana. Sulphadoxine-Pyrimctharnine (SP) is the drug chosen for IPl p by World Health 

Orgarusalion (WHO. 2016). IPTp-SP is to be administered in all malaria endemic areas in Africa. 

In October 2012, WHO recommended that this prophylaxis is 10 be given to all pregnant women 

81 eKh scheduled ANC visit except in the first trimcsaer. 

SPisananli-maJarialdrugwhiehhasprO\l!111obeeffectivcintbeprcvcntionofmalariaandits 

compltc.aions IIInOnI pregnant women and baby. SP usage deceases placental malaria infection, 

low birth weight. decreased haemoglobin levels of mothers as proven by research. It has been pari 

of ANC routines over the years. Research has shown that the preventive effectivCIlC'ss of SP for 

IPTp continues C\CI1 in regions whn'c aiterations linked to SP rnistancc are predominant in P. 

falcipuum. SP is started aI 16 y,ccks of gestation. every four "eeks till delivery. SP is generally 

sage as sho"n b~ rl""lCan:h wilhno life threatening efTect I on the mOlherand baby. 

PrnentIy, Inlmnincnt Prncntive Tralmcnt (lPT) is the most preferred method of pre\cnting 

malaria in pregnane) aside ITNs. It involves the use of antimalarial tMdication admini!>tered at 

staled inleT'Vals of every four weeks after quickening (16 sntatiOnliI "'ttks) 10 help reduce 

complications related 10 malaria in prqnanc) with • dose of Sulphadoxinc 500mg + 



Pyrirnclhamilll: 2Smg, IPT is served as part of a complete antenatal package ""ith other medical ions 

such as dewonncn and iron and folic acid supplements. II is a directly observed therapy (DOT) 

ie . Administered under the observation of a trained professional . All pregnant women must be 

given and ins«licidc trca!ed nets (ITNs) throughout the pn:~)' with the main aim of 

prevetltingmalaria. 

Indicaticms for use of SulphadoxinePyrirncihamine: Pregnant women arc usually screened for G· 

6PD deficiencies and allergies 10 sulphonamides before the start of JP" ·SP. Pregnant women \\lith 

«Inlrailldl..:atiom with Sulphadoxine Pyrimethamine are educated to sleep under ITNs with early 

report to the clinic when they have any sign or symptom of malaria. Pro~uaOl I can be given (or 

non.immune WOlllCfl starting from the first trimester of pregnancy . 

Non-immunc p!:rson) include: 

(a) People in non-epidemic countries for six months or more (b) People with suppressed immune 

s}stem 

2.9 •. 1 t ·!1' of lonC1idde-Treated Neb (ITSs) 

Insecticidc-ucatcd nets (ITNsl are mosquito nets tlUted with insecticides to kill Of repel 

mosquitoes, avoid exposwe to mosquitoes. kill or ward ofT other insects such as lice. ticks. 

bedbugs. and cockroec:hes. IlNs were developed in the I'JRlIs for maJaria prevention (Wikipedia 

2015). Its effecti~",,) I' 1\\0 time thai of tile unueated nets "'ith a greater than 100/. protection 

compared the}evel ofptoteclion onc has wilh Ihe use of no net (CDC.2012). The nets are dip­

treated with synthetic pyrethroid insecticide such as dehamethrin or pennethrin which double the: 

protection over a non-treated net by killing and repelling mosquitoes. For gn:ater effec1ivenns. 



ITNs should be re~tmlled with insecticide every six months. This process poses a significant 

logiSlicaJprobIeminruralareas. 

ITN can reduce child mortality by 20%. The new technology of ' long lasting insecticidal nets ' 

eliminates thc: need for re-treatment and keeps nets effective for up 10 5 years. Newer, long-lasting 

insecticidal nets (lLfNs) have now replaced ITNs in most countries. 

2.9.4IodoorResiduaISprayiog(IRS) 

According to President's Malaria Initi~.uhc, Indoor residual spra),ing(lRS) is the spraying of walls 

and sunaces thai are known to be infested by mosquitoes. IRS kills mosquitoes when they come 

in contact wlthtreatedsurfaces, preventing disease transmission Vanhauweret ai, 2007 explained 

that malaria infected mO~4uitoes rest on nearby surface after feeding whi le digesting blood meal. 

"These mosquitoes are lUlled before they can transmit malaria parasites to another person. For 

indoor residual spraying to be effective, the following conditions must be present; Moslof the 

insects must feed and rest indoors. Ihe insects are susceptible to the inscct re pellent being used and 

surfaces that can be sprayed 

In 20 10, about 185 million people Vt-ere provided \\;th IRS globally; nearly half of these people 

were resident in Africa (Presidenl's MaJaria Initiative, 2(05) 



2.9.S0Ihermelbods 

Sierile lond Tec:boiqut 

Thestcrilc insect tcchnique is gradually de .. 'eloping as a poCentially effective mosquito control 

method. Improvement towards trans1!enic. or genetically modified insects suggest that wild 

mosquito populations may be made maJaria-r.:-sistan( (O'Andrea.201 3). 

Va«ioatioD 

.\ full effective ' ·accine for malaria has not yet been established. The first promising studies 

lihnwina the polCIllial for a malaria vaccinc were carried out in 1967. 

Case .... agemeDI 

Creation of awareness at all levels about preventive methods of malaria dwing pregnancy. 

Equippin~ hadth facilities and their staff properly trained to provide trcatml."Ill according to 

nalionalguideline. 

2.9.6 Tbe Role or Mid"·ir,, and AN(· AltendllDl;1;! in Malaria in Pregnancy 

The rok of midv.-i .. ·es is essential 10 help ensure that women and their babies have a range of care 

during pregnancy and child birth. Midwivcs play a really critical role which includes providing 

health education on the effects of malaria asking for the signs and symptoms of malaria, 

paforming rapid diagnostic tests 10 rule: out malaria \\;th other laboratory confinnatory test, 

lreating malana cases and referral of complicated cases. They are also responsible for giving of 

malaria prophylaxis (SP) to pregnant women in pregnancy 



2.9.S0tbcrmethods 

SlerilelnsectT"baique 

The sterile insect technique is gradually developing as a potentially effective mosquito control 

method. Imprmemcnt towards transgenic:. or genetically modifted insects suggeSi that wild 

mosquito populations ma) be made malaria-resistant (0' Andrea,20 13). 

A full effective vaccine for malaria has nol yet been established. lbe first promising Jtudies 

shC'""il18 the po&ential for. maJariI vaccine were carried out in 1961. 

CaJc .. ana~rmC'nt 

Creation of a""arenel\o!l at all levels about pmlentivc methods of malaria during pregnancy. 

hluippin~ health facilities and their staff properly trained to provide treatment according to 

national guideline. 

2.9.6 The Role of Mid"'ife and \'\( Attendance in Malaria in Pregnancy 

lbe role of mid\\;\'es is essential to help ensure that women and their babies have a range of care 

dunn, pf1:pwlCY and child birth. Midwives playa really critical role which includes pro\'iding 

~hh education on the eff«ts of malari. asking for the signs and !o)'mptt)m~ of malaria, 

pcrfonnin~ !lipid diagnostic tests to rule out maiaria with other laboratory c:onfinnatory lest, 

treatina mllana cases and referral of complicated cases. They are also responsible for givina of 

malaria prophylaxis (SP) to pregnant women in pregnane) 



(,HAPTER THREE 

METHODOLOGY 

3.J Study Area 

The study was conducted at the pusl-n.:lIal unit of the Mamprobi polyclinic located in the Accra 

metropolitan district of the Greater Accra Region. h is located at the south of Latebiokorshie. 

northeast of old Dansoman and north of Chorkor. The district shares boundary with Odododiodio 

constituency to the Easl. Wcija 10 the west. Gulf of Guinea 10 the Soulh and Ablekuma Central 

and North constituencies. The Polyclinic serves p population orabaut 200,000 (GHS. 2010) and 

.boUI eight communilies within the district and also provides care for aboul 650/. of pregnant 

women in the Ablekuma Sub-Metropolis and its highly patronised. It is a (illvernm('nl facility 

established in 1992 with now a bed capacity of 53 and operating as a polyclinic under the 

management of Ghani Health Service. Ministry of Health. A total of24,254 prt!gnanl women were 

recorded at the antenatal clinic and 4,216 deliveries wereanended to in the year 201 I (Annuai 

report of Ablekuma sub-metro). 

3.2 Study Population 

p",t-natal nlolhl.·13 at the Mamprobi polyclinic within the Accra metropolitan distrkt 

3.3Slud) Design 

A descriptive cross sectiona1 study design was used for the rel'Can;h. Women who have delivered 

and within the 12 weeks postnatal period were eligible for the study. Antenatal care books for 

mothers "I.on: reviewed and data on the number of \'isits or contacts and the number of SP doses 

taken. 



JA Sample Size estimalion 

lbe follo ... ing assumptions informed the loaI11p1e size estimation. The goaJ was 10 eslimah! contact 

cover.l~c (uptake ofSP) following the introduction oran intervention over a four-year period . With 

reft.'1'nlCe to Boateng ' s study dw reported a contact covnage oflPTS of 14.5-/0, this was assumed 

as the:: ' baseline ' coverage gh-en lM study was conducted shortly after the policy was introduced. 

In line with the primary hypothesis. a 2-fokl increase in contact coverage is expected . With these 

auumptiun'l and usiag ST ATA formula: 

Power two proponions 0.150.30, test (chi2) power (0.80) 31pha (O.OS) 

A tOlal sample size of242 would be sufficient to detect a 2-foJd inc;rt.·ll.<;C in contact coverage with 

800/_ PO",Cf and 5-/_ significance for the primary hypothesis. With this sample size. a 15,.. refusal 

rate was used based on similar prt:\!\lUS studies mat reported similar refusal rates thus. \\8S aimed 

10 approach and inter. lew approximmely 280 motMr! \\ho ha\'e recently delivered within 12 

weeks. 

J.5SamplingMethod 

SampleseleclcJtromaropulationhclpsdalacollecll,,"\\ilhinthepatarnctersofinlerest and these 

sample stalisties are used 10 c!>tim31e the population parameter (Shlomo, C1 al . 2013). 

Con.s«uth·c sampling method wa .. used for the study. All postnatal mothers present 311he clinic 

from birth to 12 weeks were involved in the study except for those "llO faU .... ithin the exclusion 

criteria i.e . Mothers .... ith babies older than 12 weeks. molhas who did not attend antenata1 clinic 

during their time of pre~nanc} . ITlOlhm with Q6PD deficicnC} "ho are not required til lake SI' 

and mothers who recievc:d cntrimoxazole prophylaxis throughout pregnancy. 11Icir ANC cards 



.... -en: fe\'iewed to rule out the exclusion and the lir"t eligible participant selected, participants who 

refused ""-ere replaced .... ith the next participant until w required sample size was achie\ed. 

3.(;Vambln 

3.(;,1 DepeadeOI\lIriables 

IPT-SP urtake(?5 (Oplimal )l<S (sub-optimal)) 

J.(;.2Indepcodcdlvariabks 

ANt" "Isilliming (1nmester al first visit to ANC). ANC visit frequency (monthly/nOl-monthly), 

number o( ANC ,'isits 

3.6.3Potentialtoafouoders 

Age. educational le\-el. marital stalUS, rcligion, paril> , 

J,7.llnciusion('rilerili 

POlotnatalmomerswithln 12 weeks of delivery, Dt 18 years and above 

3.7.2 Euhlsioneriteria 

MothCTS ..... hodidnot.ttendanlenatalclinicduringth~itlimt.·o(pn!gnancyareexcluded 

Mothers with G6PD deficiency who are not required to take SP are excluded from the study 

MothersreceivingcOirimoxazoleprophylaxislhroughoutprcgnarK")arcexcluded 

3.7£lbieaIConsideration 

Approval "~ ~ug.hl (rom all the rek\'ant authorities ie, Ghana Health ServiIX. Cniversity of 

GbanabeforetbelCUdyw.scondUC'kdinlheclinic 

Pro\jsiOd of l.-fo"..lloD .nd (ODHnl (or P.ttkip •• ts 



~ri~lr consent was sought from every panicipant. A copy of the infonnation sheet and consent 

(onn wa,o; given 10 participants after it had been signed. 

PoteDtial';skand Discumfurt 

P&nicipants were lold that the research does nol come with any physical ri~k to the panicipant. 

Possible Benefits 

Participants were adequately infonned that the study will help them gain kno .... ledge 011 thl." bt=nefits 

and the importance of the IPT -SP program at the hospital to help improve knowledge and 

adherence for your next pregnancy. Also, findings from this study will be shared with hospital 

authority which may help infonn policy that improvcs the IPT-SP program along with the new 

WHOantennalpolicy.lntennsofcoSl<;toparticipants,participantsweretoldthatthe research 

does not come at any monetary cost to them. Furthcnnort. it was made clear to participants that 

they will not bc compcnsated financially or in kind. 

Conr-meDliality 

Panicipants were assured of confidentiality. Informed consent ..... 115 obtained for this exercise after 

fully explwning the research topic and its purpose to panicipants. The participants were also 

assured about lheprotection of their individual identities. 

Personal infonnation that will lead to identification of panicipants \\ere nut included in the 

questionnail"C'. The filled-out questionnaire did not bear names of participants MI participants could 

not be id~ntilied. Participant infonnation was kept on a computer ..... ith a secured pas.'w.ord. Filled 

questionnaires were kept securedl)". with access 10 only the principaJ investigator 



Voluntary Participation and Rigbl to Leave tbe Research 

ParticipUion in the research was vuluntary. Refusal to p!II1icipille involved no penalty. 

Participants wen: given the: ch.ancc: 10 decide to discontinue or withdraw from the study. 

PatlicipanlS were obSUmd ofnOl Yoaiving any legal claims, rights or remedies btcause of their non-

panicipationinlhl!!lresearchstudy. 

Outcome and Feedback to Participants 

Gh-cn Ihc: largely ~trospectivc nature of the study. there was no feedback to participants after 

study. 

The principal in\·ntigatorsolely fundcd this study. 

1be principal investiptor and the supervisor declared no conflict of inlere<;t. 

This study potentially facM some challengc~ which could affcct lhe outcome. 1'hcre wetc issues 

of time constraints. I didn't have the La\it~ ohime to include e\--=ry post-nalal mother with a child 

less than twel\'e weeks hence the sample size. This is explained by the limited natun: of time lines 

for the study. I also anticipated and encountered the unwillinanessanduncoope rativedisposilion 

of some the potential respondents. 

Additionally. this study used only information from the respondents within the sample population. 



Accordintt to Coo~r and Schindler. (2003). an inclusive and participative environment within 

which tM rescan:h can be conducted is vital. This will fn(8Il. that once the dynamics are different 

in anothcrenvironmenl. the tindingso(thisstudy wiU not apply. 

3.9Validit) and I{eliabilit) 

The questionnaires .... eTc carefully designed in such a way as to cnsure they produced valid results 

that can be relied upon. The questionnairt'S werr tested al Oansoman polyclinic among POSI natal 

mothers who were up to 12 weeks of delivery. Modifications were made where necessary to ensure 

dlC}mcetlhescstandards 

3.10 Qu.lity cODtrol 
To expedite data collection. 4 research assistants were employed and trained to help in the data 

collection. The principal investigator supervised the process and ensured adequate translation into 

other dialects to enable participants who could not read English to be able to ans ..... er the 

quc!'lioon:Jire and also" Ilh the entry of the dala cullected 10 ensure no information was 1051. 

3.11 Dalapresenlaliooaodaoalyr.is 
Data collected \\i1Scntcred into Epi Data Softvvare \icrsion 3.1 and laterexponedtoSlatallC 15.0 

(ordatacleaningandlnl.lysis.lnordertocnsur~dataquality and accuracy, the data was cntered 

' .... ice into I·.pi Data Softv.are 3.1. Simple descriptive statistics such as mean, frequeney. standard 

deviation, graphs and percentages were used to report on socio dcmugraphic characteristics and 

Ie\ d o( ANC visits among postnatal women in Mamprobi. A Chi square test was used to detennine 

the as.~l(;iallon bet ..... een the number of ANC visils. some socio-demographic characteristics such 

as agc. educational level. marital status. ethnicity and SP intake. Logistic rcgressions(Univariate 

and Muhi\'anale logistic regressions) was used to control (or confuunders in determining factors 

associated with uptake o(the new 5-dosc SP policy. A p-value of <0.05 was considered statistically 

significant. 



CIIAPHK FOLR 

RESl-LTS 

4.1 Introduction 

This chapter presents results of anWysis ba .. ed on data collected from the field. The results was 

presented in four major sections. The first section shows socio-demographic characteristics of 

pn<rtnatal attendees. Section two presents graphs and lablesofpropor1ion ofpostnalal attendees 

making less than and above four ANC contacts, the number ofSP received by postnalal attendees 

and 3Ssociation between the number of ANC visits and SP intake. The third section presents the 

level of uptake ofSP within the scope ofrn-o new potentiall) complementary WHO policies. thus 

eight (8) ANC visits target and 5 doses SP. The last section presents binary logistic regression 

assessing factors a.'sociah.-d with uptake of the new 5-dose SP policy as well as health worker 

factor and health s}!itcms racton responsible of the uptake afthe new SP policy 

4.2 Background chara('teristics of ptJ!>tnlltal aUenden 

Table 4.1 present background characteristics of postnatal attendees. The m~an age of pO:!>1natal 

attendees was 29.86 years ±5.24. Half of the postnatal attendees 143 (50.3Ye) surveyed were 

between the ages of 20-29 years ..... hiles 9 reprl!:senling 3.2-/. each were less than 20 )cars and 

between age group 40-49 years. Less Ihan half 123 (43.3%) were berween age group 20-39. At the 

time of the study. majority 262 (92.3'Y.) of the postnatal attendees were married. Only 22 (7."'1.) 

wen: single. Most of the postnatal ancndees 220 (77.5%) were Chrislians. Only 64 (22.5%) were 

Muslims A liule above half 145 (51.1 %) of the postnatal attendees attained JHS le"cl of education, 

73 (25.1"/0) had SHS level of education and 21 (7.4%) had IcniaJ) level of education. 

Approximately IS.9-/. had no fonnal education. Approximately S2Y. SI.7%) of the panicipants 



had lheir first ANC visit when they were in Iheir sec:ond 105 (l7.COI.) in their l ~' lrimester and 32 

(ll.3%)intheir3'.ttri~tcr. Accordinglothepostnatalaltendees,215(75.70/.)rarelyexperience 

malana infection whiles 13 (4.6%) frequently experience malaria infection after birth. 

Approximately 75.7% of the postnatal anendees experienct.-d severe malaria ,ompJicarions. 1be 

major malaria prevention method used by the participants during pregnancy was LLIN 90 (3 J .6%), 

Spray 67 (23.60/.), and Coil 74 (26.1). QnJy 28 19.9°/.) never used any malaria prevention method. 

OUI ofthc 184 postnataJ attendees. a little abo~ halfreponr.=d current prr.=gnancy (0 be the second 

whiles 78(27.5'/0) rcponedcurrenl pre{UWlc)' 10 be their third. Less than haJf130 (45 .8%) received 

optimal dose of 5 SP. I 19(41 .90/,) received 5 doses, 32 (11.30/.) received 3 doses while 3 (1.1) 

received 2 doses. QUI of all the par1icipanls who re«ived SP. majority 178 197 8%) rc!';cived SP 

undet[);reclObservcdThcrapy 



Table 4.J Bac~round characteristics n( pm,lnala! allendeu 

Variable hequen" PerctD'.ge(o/.) 

N-12841 

Ag. 

>20 3.2 

20-29 143 50.3 

)0·39 123 43.3 

40-49 3.2 

.\h·an(SD) 29.86(5.24) 

~1arita!!llaIUS 

Married 262 92.3 

Singlc 22 7.7 

t:ducationallevtl 

Noformaleducalilln 45 15.9 

145 51.0 
SHS 73 25.7 
Tenlar')' 21 7.4 
Religion 

Christian 220 77.5 
Mu~ljm 

22.5 
TNdilionaJ 

finlAN(,Coalacf 

III trimester lOS 37.0 
2·dlrimester 147 51.7 
3"'trimesln 32 11.3 



Variahle t'req uen9 Percenhlgt' (°/ .. ) 

N'12841 

Fl'"tquenc}, of malaria 
infeclion 

Frequently 13 4.6 

No,ofien 56 19.7 

Rarely 215 75.7 

Suffered5C\lertmalaria 
Mfon'('omplicationiJ 

No 69.7 

30.3 

~umberofPregn.ncit'1 

37 13.0 

150 52.8 ,. 
27.5 

5.3 
~5 

1.4 
Malaria pre\ention melhodJ 

:-';0 28 9.9 
tUN 90 3 1.6 
Repellent 25 8.8 
Spray 

23.6 
Coil 74 26.1 
Number orsp don~ I.ken 
duringprqnanq 

1.1 
32 11.2 
119 41.9 
130 

I uok SP _ndtr DOT 
45.8 



Noodireetlyobserwd 

Direc:tlyobserved 278 

4.3 Proportion of S' intake b.~ed o. Ille new WHO policy of 5 dose 

Figure 4.3lalake ofSP dose among participanh 

2.1 

97.9 

Fieurt' 4.) depicts profklt1ion of SP intake amona posmaw attmdees. Out of the 284 postnlltal 

a1t~nd~cs SUJ"\Icyed, less than half (451284) repr.;stntin~ 45.80/. received the optimal 5 dosesofSP 

in their previous pregnancy. 

Figure 4.4 represents proportion of SP doses made at the time of the sW'Vey based on the new 

WHO 8 contacts of ANC. Out o(the number of panic:ipants who made less than. 8 visits, 30.3% Y. 



received 5 doses ofSP. Amon! the participants who made 8 and more visits. 69.7% received 5 

OOsesofSP. 

30.3 

<8 
Numbrrofvisib 

Figure ..... SP intake and AN(, attendance 

4.5 ReJ:.J.lion .. hip between the number of AN( ' visits and SP inlake 

I here is a signifiC'3J11 relatiou!>hip between number of ANC (r -3.83, pc O.OO~, (1-'0.05). numlx-r 

of pregnancies Cr -2.301 • p,,'O.04I. 0"0.05) and the numhcr of SP intake, I here was ho\\cv('r nn 

significant rel:l1ionship betwccn ;age, marital status, religion, cducalionalle\'cJ. malaria prevention 

methods. frequency of malaria infection, prc\'ious malaria complications and uptake of SP. As 

shown in TabJe 4.S below. 



Table 4.4 Relalionship hetl\t"eD ba(~round (banclerixtirs and uplllkc 0('1' tlu~(' 

Vniable ~umbH of SP Oo!.t' Chi·!>IJllllrt· /P-
\llluc) 

Lessthaafive fo'i\le 

N=IIS41 N- 11.101 

Ag' 

>20 5 (3.3) 4 (3. 1) 

20-29 74(48.0) 69(53. 1) 

30-39 70(45.5) 53(40.8) 

40-19 5(3.2) 4(3.1) 0.723 (0.86R) 

~1arilaI5tatus 

Married 143(92.9) 119(91.5) 

Single 11(7.1) 11 (8.5) 0.171(0.679) 

Eduutionallnel 

No fonnaleduc.llon 24(15.6) 21 (16.2) 

JHS 76(49.5) 69(53.0) 
SUS 41(26.61 32(24.6) 

Tertiary 13(8.4) 8(6.21 0.815(0.846) 
Religion 

Chri~ian 117 (76.0) 103(79.2) 

Muslim 37 (24.u) 27(10.8) 0.428(0.513) 
Tradilional 

fo"intLo.tan/,-i5U 

l !i trimesler 58(37.7) 46(35.4) 
2M trimcsler 10(52.0) 66(50.8) 
Jnl trimester 16(10.3) 18(11.8) 0.822(0.663) 
fo"requenC)' ormalaria 
infection 



Frcq~tly 

Not often 

Rarely 

Prtviously~ufftftd~\ere 

malariacomplicatioDS 

Yes 

Numbnor prtp,aodes 

Malariaprrvtntion mtthod~ 

I.UN 

Repellent 

Spra) 

Coil 

Total number or ANC 

8(5.2) 

22(14.3) 

124(80.5) 

5(3.91 

34(26.2) 

91 (70.0) 

100 (64.9) <)S{75.4) 

54(35.1) 32(2461 

24(15.6) 1l(lo.o) 

78(50.7) 72(55.4) 

41 (26.6) 37(28.5) 

9(5.8) 

2(1.3) 

614.6) 

2(\.5) 

45(29.2) 44134.1) 

14(9.1) 

40(26.0) 

42(27.3) 

42(27.3) 

1118.5) 

27(20.9 ) 

32(24.81 

32(24.8) 

68(44.2) 40(30.3) 

86(55.8) 90(69.7) 

-' .5 • acton as~ialed v. itll uptake of the nev. 5-dOK SP polic~ 

4.5. 1 l 'nadjusted logistic rtgrt~!lio n 

6.346(0.042) 

3.645(0.056) 

2.30 1 (0.04 1) 

2.196(0.700) 

3.83(0.005) 

Participams \.\llh thl;:lr ~ l;:l,;und pregnancy were 1.70 times more likely to recei\c 5 dose of SP 

compared to women with their first pregnanc) ICOR"" 1.70 (95% CI: 0.81·3 .59); p--0.006). Also. 



participants with their 5" or more pregnancy "--ere 0.23 less likely 10 I't"ceive 5 dose sP compared 

10 those "-itll theirlirsl pn:t;,nancy (COR"'O.23 (95% CI: O.25-14.1J; psO.OOI). Participants making 

8 and above ANC visits " erc 2.23 times more likely to receive 5 dose of SP compared to tOOSt.! 

making less than 8 ANt visits [COR=2.23 (95%('1 : 1.11-1 .33); p=-0.OI1] (Table 4.5.1) 

Table: 4.5.1 Binary logistic r~ressioo of faclon ionucncing the uptake of the new S-dose SP 

poUt} 

Ag. 

Single 

Eduutiollalle-vel 

No fonnaleduc.llion 

Tertia!) 

Religion 

FiMltAl~CColltllct 

1'" trimester 

J"trimester 

( 'nadjusted 

( 'Olt(9S"Iol'I)p-value 

1.16(0.30-4 .51)0.825 

0.94(0.24-3 .69)0.937 

1.00 (0.155·6.42)1.00 

1.20 (0.50-2.86) O.67Q 

1.0J{0.54·3.0J)0.914 

0.89(0.42- 1.88)0.764 

0.70(0.24-2.02)0.514 

IIISJ (U • .n· I.-lS ) O.s 13 

1.04(0.62-1 .13)0.879 

2.41(0.65-].08)0.]78 



frcq'H'lK'yo(.aJ ..... in(tdio. 

Frequently 

",",Iy 

Previo.sIY!luffcredsc\'crc 
malariacoIllplications 

Mallruprevcntionmethodli 

Repellent 

S,..y 

Total number of ANt' rontar~ 

" 
·COR~ Crude Odd} Ratio 

".S.2 Adjultt1lloli5tit rqrn5ion 

2.33(123-4.45)0.73' 

2.47(0.71.8.53)0.152 

0.60(0,)"1.01)0.057 

1.70(0.81-3.59)0.006 

1.67(0.74-3 .73)0.216 

1.23(0.35-4 .22)0.742 

0.23(0.25-14.67)0.001 

0.84(0.35-1 .98)0.703 

0.68(0.23-3 .01)0.487 

0.58(0.24.1.43)0.237 

0.66(0.27-1.58)0.706 

2.23(1.11-1.33)0.017 

After controlling for confounders in the unadjusted loai5tic rcgrc~sion, participants with their 

second pn:gnancy were I b81imes more likely receive 5 dose ol"SP I;ompared to women with their 

first pregnancy (AOR 2 1.68 (95% CI: 0.79-3.50); p-0.OO3). However, those y,ith their Sit! more 



pregnancy ~'Cft 0.19 less likely to reCC:lvt! 5 dose of SP compared 10 participanls "ith lheir firsl 

pregnancy IAOR-o.19 (95% CI: 0.11-15.34); p>"O.OllJ. In addition participants making 8 ANC 

visils .... c:~ 1..22 times more hl..d} In reCel\e 5 dose ofSP compared to "omen makin,ltSs dwl8 

v;';"IAOR-1.22 (95% n (0.45.1.12, p=O.0081ITabl< 45.21 

Tabk-4.S.2 Adjuted IORistit...egrtssion 

Variahle 

l'ulalnumbtrofAI\( 

<8 

",40R AdjllJll!d OddJ RaiiD 

Adjusltd 

AOR (9~% ('I) p-Value 

1.68(0.79-3.50)0.003 

1.71 (0.75-3.85)0.196 

1.16(0.33-4.01)0.813 

0.19(0.11-15.)4)0.01 1 

1.22 (0.45-1.12)0.008 



4.6 Health f.cility f.cton influencing tbe uptak~ orsp among postnatal attendees 

LackoreapadtybuUding , ••••••••••• 
Inlli.iat°"SP • 

Lackoradequateslaff ••••• 

Inlermitentsllnrtageor sp ••••••• 

Figure 4.6 Hea lth facili!)' re .. ponsihle for the uptake of ~1) · I"lealth worku's pus pe-c::tive 

Fifteen health \\uckers "ere interviewcO to determine health facility Iik:turs affecting the uptake 

orsp, Mo.,t H8.l%} ~ntioned lack ofeapacit)" building training nn SP, Approximately 21.fW. 

mentionl'\llOadequatc l.1-.:k ufadequate staff to be another reason influencing uptake orsp. 

Intenniuent shonage orsp :o;tatr(30.1%) was also mentioned as II factor influencing the uptake of 



5.0Dlsn'~SIOI\j 

5.1 Uptake orsp Wilbin tbe scope or two new polentially complementary WHO policies 

The burden of malaria is n(lt onl) limited to children under five. Pregnant women fonn vulnerable 

population who an: susceptible to malaria infection. Malaria in pregnancy is considered 10 be an 

entrenched global health challenge which could R:sult in maternal anaemiD. premnturity, stillbirths 

and low birth weight and it iS8 major determinant of neonatal death tExa\cryet 81 ., 2014). As a 

stratcg) 10 curb this burden and reduce the immense impact of malaria on this vulnerable 

population. SP was introduced and found to be an effective in reducing malaria episodes hem;c 

subscqumlly reducing maternal, neonatal and infant mortality (Hajira. 2015). Despite this 

intervention. ffi31aria continues to be endemic in some communities in Ghana and pregnant women 

are mostly affected (Owuw·Uoateng &. Anto, 2017). This current study examined the impact of 

the new eight ANC contact policy on the: uptake: of SP as well as identified some flk:tllrs 

responsible for the uptake: of five SP dose amon.,; postnatal mothers. 

The current study identified M increa.<;c in optimal live SP dose of 26.3% compared to what was 

reported by Owusu·Roalcog & Anlo a year aller the: introduction ortlle policy. which was 14.5%. 

Although thtrt "'85 an increase, il lea\'es more than haJf of the population of post-natal mothers 

with missed opportunity, especially women who n,,"CCi\cd only dose of SP. This finding was 

contrary to what was reported by Ibrahim and collea~ucs in Sunyani, (jhana when: about71%of 

pregnant \\\Imen recei",,-d opcimaJ (.t I~ 3) ofSP and in Tanzania \,here 43.6% of the women 

recei",'tI optimal (at least l\\on dose) ofSP (Hajira ct 011., 2017; Exavery c:t al.. 2014). Also a study 

carried b) Amos Boo and c:oUcagues revealed that, as high as 93.2% of the women received at 

least 3 dose of SP (Huh. Kola, BishwBjil. &, Yay .. 2019). A major reason for the discrrpancy in 



the uptake 01 optimal SP in this sNdy and other comparable studies could be anributed to the fact 

ttw. the CWTent study focus on optimal 5 dose whiles previous study have optimal dose of at least 

2 and 3 dose. HowevC'C. similar pattern of results were observed in a latest study conducted in 

Ghana were it was observed that. as low as 14.5% of pregnant women received five dose of SP 

(Owusu-8oa&tng & Anto. 201 7). Reasons for the low uptake of the 5 optimal SP dose in this study 

could be explained by the fact that. he.llh workers in the Mamprobi polyclinic enumerated lack of 

"pacil)' bUikling lraining for SP for health workers. inadequate staff and the interminent shortage 

of SP to be some health facility factors that hinders the optimal uptake ofSP among this vulnerable 

population. On. the pan of the pregnant women. although not documented may be as a result of 

dinancetohcalth facilityandperceivedsideetTectsofthcdrug. l.astly, mosl of the participants 

in this study who started their ANC in the lana part of the second tnmc:ileT and third trimesters 

making it quite impossible to receive all five dose since they are taken four weeks apart. 

Assodation between the number or AN(· ,isils and SF inta ke 

Prompt ANC visit among pregnant women is vital in the identiftcation and early treatment of 

pregnancy related ailments. Wlfortunalcly, many women are not given such care particularly 

countries in Sub-Saharan Africa (Tho~araJ'aIJi , Mkanda\\;re. KMgmennaang. Luginaah, & Arku, 

2016). Similarly, ANC attendance enable prq!.rW'It ,,"omen tu receive the care they need fo r safe 

dc:livcry and SPadherence since it 's a directly obscrved therapy, among other cares and this helps 

reduce malaria episode and burden (Ayubu &: Kidima. 2017). The curm'll study identifi ed a 

significant association betv.un the: number ofSP intake and number of ANC visil<i. Similar pattern 

wu observed Inong J"If'CIMf'It womc:n in Ghana where ANC visil was found to be associated \\ith 

the: uptake: of optimal five dose of SP intake (HajiJ"l et ai" 2017). A study conducted by Buh and 

coll~ucl'> ~howed that. there was a positive association betwem ANt' visits and adequate dose of 



In addition. women making ftlur visit and above were more likdy tu r("eel\\! the optimal five dose 

of SP in this study. This was similar to what was reported by Owusu-Boatcng & Anto in Ghana 

where Vlomen making four and 000\"«: visits were more likely to receive the optimal dose uf SP 

Similarly, this pattem was observed in studies conducted by Amon Exavery and colleagues in 

Tanzania. Bub and colleagues in Sierra leoncand in Hurkina Faso (Giesel aI., 2008). Explainable 

rea.c;on for the observed panem could be that, ANC sene as the medium responsible for the 

delivery ofhea1th intern~ll1lun from the healthcare provider to postpartum or pNg.nant women. As 

a result, more visil to ANt increases the number ofSP dose she would have received as compared 

to not \'isiting ANC clinic that "'as indicative in this study as most of the women made up to 8 

visits. l"his is supponed by a study conducted by Antos. which reponed that. increase number of 

ANC increase a highdoseofSP 



CHAP1[RSIX 

6.0 CO'CLlSIOI' A:\D RECOJIIJII[NIIA nONS 

6.1 CoodusioD 

n.e WHO, new recommended five (5) dose orsp uptake in Mamprobi was very low in the: study 

population d4:$pite the high number of ANC visits. Frequency of malaria infection. history of 

SC\CfC malaria complications. number of pregnancies and nwnberof ANC visits were: significantly 

associated with the opumal rh"e (5) SP dose. Number of pregnancies and increased number of 

ANC visils has increased odds for the uptake of SP. Ho,\cvcr. women with more children has a 

iower chance of receiving fivedoseofSP. At hl: •• llh i'aclliti<!s.lackufcapacitybuildingac:tivities 

on SP for ANC staff, lOadcl.flilltc staff and mtcrmiuent sbonage of SP were identified to be 

prediclors for the uptakeofSP. 

RecommendatioDs 

• Public health nW3eS and midwives in the Mamprobi District Health Directorate should 

should increase public education to ensure early initiation of ANC visit among pregnant 

women in order IU increase the numberorSP d()S( 

• 1be Mamprobi District Health Directorate should organize capacity-building worbhops 

on fPT-SP for healtht,;arc providers in order to increase their knowledge on it, 

The Mamprobi Health Directorate and the hospital management should increase the 

number orheahhcare providers at ANC clinics in order to reduce the workload, 

The ()isca.~ ConlJ'Ol Department should consistent!) make SP a\'ailable for the ANC in 

oniertonoidintcnnillentshonage 
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APPE'UlCF.S 

PARTICIPANTS INfOR\1ATION SHEn 

UPTAKE OFTHE Sl"U'ADOXINF.-PYRIf\lETHAMI!'JE .'IVt: DOSE POLl('V I" 

GitANA FOLLO\\ING FOI'R YEARS(lF IMPLEMENTATION: A CROSS­

SECTIONAL Sl-RVEY AMONG POSTNATAL CARE ATTENDEES IN MAMPRODI 

POL\( L1NIC 

Prindp.lln\'esli~ator. Eunice 0se1 Bonsu 

Address: School of Public Health 

Department of Social and Behavioural Sciences 

UniversityofGhana.L.egon 

Email:Eunice.oscibon~.et.lhu .gmaH.com 

Phone No. 02-'41428231 

Geoerallnformatio_ abeut tbe Researeh 

My name is Eunice Osei Bonsu I am a graduate student of t.:niversity of Ghana School of Public 

Heahh undcrtakin~ a rnearch on "Uptake of the sulfadoxine-pyrimethamine five dose polk) in 

Ghani following four years ofirnplementation: across-sectional survey among postnatal care 

anendeesm\lamrmhipolyc:linic 

Baekgrouad and purpose of research 

This surve~ sccM to coUale iaform.tion on your experience ",ilh the intermittent 

pR\el1fh-e ImllD'" .f .. alaria ,,-it .. lalp"adoline p~rirnetharnine (IPT-SP) program 

dun_. your prepaney. The (IPT-SP) i:lo tbe three lablets that "ere gh en e\ ery month to 

take at the clinic d.nog pregnanq in order to pre,"col malaria during pregnancy" It is to 

helPund,cr<itandlheuPtakeoflheIPl-SPprogramonthefightag.:unstmaJariaespcciaIlYIU1lOnB 

51 



PJqnant and cxpcctanl mothers as well as their habies which is in line with the new WHO policy 

on antenatal !iChcdulc_ 11 will al so help to inform any cUnge that will help improve the IPT -SP 

pr° GBm 

NahU'-r of Re,~arcb 

This is a cross sectional study that aims to determine the uptake of tile Sulfadoxine--Pyrimetbamine 

th-e dose policy in Ghana follow;ng four yean of implementation along with the new WHO 

antenatal schedule_ 

• Duration 

If you agree to take pan in this study you would be required to answer a sclf·adm mistcred 

l.Ju~tionnairc containing questions related to the uptakc of the sulfooo)(inc-pyrimethamine five 

dose policy in Ghana following four years ofilS implementation. This will be at your own free will 

inIPT-SPpri\atelconftdentialsening. 

II wi ll take about 20 mintrtes of your time_ You do oot ha\-C to aru,\\cr any questions you do not 

want to. This is 8 one-time Sl1f"\-ey and "ill need no rollow up . 

• Potentialri5kandDiu'omfllrl 

This re!>Carch does nOI come at any physicaJ risk or discomfort to you lIr an)'une . 

• PossibleBennrb 

Participating in ws study affords you an opportunity to gain knowledge on the benefits on the: 

dNa you are given al the hospital to help improve adherence for )-our next pregnancy. Also. 

findings from this study will be sham:! w;lh hospital authority which may infonn policy that 

impro\'es the ovcrall suppon for !lCTecning of breast cancer among femalc health Can:" 

profe~"l0nals 

The rncarch Joc.'> nol rome at any monetary cost but your valuable lime \\ill be requill:d 10 till 

OUlthcqucstlonnau'e 



• Compensation 
PaniClpanlS will nol be compensaled financially or y,ith any other physical item, 

• Confidentiality 
Personal mfonnalion that will lead to identification of participants will not be included in the 

questionnaire. lbe filled-out questionnaire will not bear names of participants so you \\;11 not be 

idenlified. Beassw-edlhat}ourprivacyandconfidentialitywillberespected. 

Participanl informalion will be keplon acompuler wilh a secured password. Filledques tionnaires 

will be kept under lock and key, wilh only the principal investigat(lr having a «ess. 

• Voluntary Participation and Right to Lea\'e the Reseanh 

Your participation is voluntary. Your refusal tll participate wm involve no penalty. You may 

decide to discontinue or \\;thdraw. Nobody will be upset if you decide to disc ontinuelwithdrawat 

any time while answering the questionnaire. You are not waiving an} legal claims. rights or 

remedies because of your participation in this research Sludy. 

• Outcome and fi eedback to Participants 

There will be no feedback to participanlsafier srudy. 

• f'undinglnformatton 

The principal imestigalOrwill solely fund lhisstudy 

• Prov8ioD of Information and conlent for Participants 

A copy of the infol1lllltton sheet and consent fonn "ill be given to you after il has been signed to 

keep. 

For fo' yrtber ClarificarioD/Qut'~tiun OD the research 

PJea.<iecontaCl 

Eunice (}sci Bonsu (Principallmcstigator) 

l lnh'emtyofGhana 

SchoolofPubttchea.lth 

DepartInCIlt ofSociaJ and Bcha\iuural Scicnce 



lIJlOJII:~llll.:~I~l9~\.I~ 

• +233242 1428,.8 

"·or (IIttlk,- cbriftutioo PO ethical issut's and ~' our riJtht as a participant 

Hannah Frimpong (Administmtor) 

GHS f::.thics Review Committee (ERe) 

+233507041223 

Office opening how's (7:30am-3:00pm) 



API'ENDlXl 
CONSENT FOI{\1 

l ' PT AKE OF THE SlLFADOXl~E-I'YRIMETHAl\1lNE FIVE DOSE rouey IN 

GHANA .'OLLOWI."Ii{' FOUR YEARS OF IMPLE:vJEI\TATlON: A CROSS­

SECTIONALSI 'f{\,.:\r ,\MOI\(' POSTNATALCARF. ATTE!\I)r.E~ IN \'IAMPROnl 

l'OLYCU:"'iIlC 

A STUW CONIH '(TED IN PARTIAL fULFILME:"T OF THE REQUIRD1FNT FOR 

THE AWARDOJo' :'\01 ASTJ<:R OF PUBLIC IIEALTH OU'REr AT 'I'HI<: l '\jIVEKSITY 

PARTICIPANTS'STATEMENT 

lacknowledgclhatlha\,crcadorhavehadlhl'purptlscandCOnlcntsoCthePartkipants' 

Infonnalion Sheet read and satisfactorily explained 10 me in a language J understand 

(English). I fully understand IhccontenlS and any pOlenlial implieations 8S\\ '(II as my right 

10 change my mind (ie wilhdraw from the research) en:n after I have signed this ronn. 

i\'Olunwil)'agr«tobcpartnflhisresearch 

Name or Initials ofParticipanl" , ....... meade 

P:uticipants'SignalUrc 

Dale." 

INVESfiGATOR STATEMENT AND SIGNATI ' Rf 

I certify that the participanl has been gi\'en ample lime to read and learn about the study. All 

qUl"Slionsand clarificalions raised by thc panicipant have been addrnscd, 

Date .. , 



APPJ::"OIX3 
QUSTIOMIIlli 

UPTAkE Of rUE S I 'LFADOXI~E-I}"RIMETIIAMIi'[ FI\'E DOS.: POLICY." 

GHANA FOLI.OWING FUlIR YEARS OF I~PlL"IE:' rATION: A CROSS­

SE(TIONAL SI:RVEY AMOJ'jL POSTNAT At.. ( 'ARE A I , ... ,u.: p~ IN :\1AMPR081 

POLYCLINIC' 

Kind/.' tirA/'r bra£'(~I .IDIU'e next to (h I! anuvl!r ! 'tIM ,..,nlle u/u( ,"d writ~ en (hI! dotted /jlle 

in ,'l9S Ih.1 demand G ....,.UfO-UP in rl!seensr, 

BA(,KGROI1~1J Of.' PARTICIPANT 

I.AIC 

1118-25 (J26-30 Oll-lS ( ))6-40 ()-lO, 

2 . Highcsllc\'eJofl::.ducalion 

( J NONE ( ) JHSI)SS ( I SHS SSS () TETIARY 

3. Religion 

( J NONE () CHRISTIAN () MUSLIM ()TRADITIONAl () Olli~R 

-l,MarilaISlaIUS 

SINGLE ( ) ( ) MARRIED ( I IJIVORCED ( ) WIDOW 
(JOlliER 

5. How man)' pregnancic:~ ha\ c ) OU pn!\ iousl)" had',' 

(II ,, 1 fJ) (14 



.... \'0\\ I I 1)(; . 0' '\t ALARI A I N PREG!'IrIAN('V 

()NOlataJl ()Have.faint idea ()Quite ","'ell ()Very~1I 

1. How often hne you had malaria in the pas(? 

( ) 1W.ly ( ) Qu;" often ( ) Very ft<qUCTI.ly 

9. Have you suffered sc\'e~ prc~nanc) cornplicalioru from rnalana before'? 

()No (lYe, 

10. Do )OU thinl.. malaria is a tMeatto the health ofpregnanl women and theIr unborn babiCl? 

(INo (lYe, 

11. Do you think Ghanaian health r.:ilitie:s an: doina enough to firhl m.tI.ln.a aInung p~goanl 

women? 

(INo (lYe, 

12. What other Slt:pS did you takl! to pre\ em malaria whilt! you were pregnant? (Tick as many as 

are "'fIproprlu10 

()Uselre4Ied ()Useor ( )Ustor ( ) Usc or ( ) None 

bed nets mosquito coils insecticide spray mosquito 

repellmtcreams 



A.NTE'\IATAL ATIF.NDANCr. 

13. Whendidytlu ~lartanlenatal? 

( )I"'tril1leSta" ()2"dtrimcstcr ()3"'trimester 

14. At What time of the pregnancy (weeks) did you start your IPT·SP? 

()16-10week-. ()21 - 24wecks 1I:::5wecbandabove 

J 5. How many times did you visit the clinic for antenatal? 

()J·3times !)4 - 6times ()7·9times ()IOtimesandabove 

KNOWLEDGE 0 ... ITPI·SP 

16. How well did you know about SP before your pregnancy" 

( ) Not al all () Had a faint idea ( ) Quite well ( ) Very well 

17. How did you get to know about the ITPI·SP program? 

()TVlRadio ()Internet ()Heahh ()Friends ()/didn"know 

Wurkcrs before I came to 

thehospilal 

19. What level of education did the health workers give you about the program prior puning you 

on it? 

ON_ ()Scanty ()Fairinfonnation ()full 

information 



20. Did )01.1 full) unckr..und the impon of the ITPt-SP trealml.",,1 program? 

()Yes ()No 

21 . Was the SP drug given to you to swal low at the hospital or it was given to you to be taken 

home? 

No,ltuok II home ( ) Yes. it was taken at Ihe hospita1 () 

22. At what time of Jlrt"gnam;y did you StaJ1 SP? 

() 1ST Trimester () 2nd Trimester () 3,d Trimester 

23. How many doses of SP were you gi\'cn throughout your pregnancy? 

()J Dose ()2Doses ()3DostS ()4Doses ()5Do ... 

24. How helpful were the health professionals in helping you follow the program? 

( ) Not at aU ( ) Fairly helpful ( ) Quite helpful () Very helpful 

25. How well did the health workers monilOr your adherence to the course? 

( ) Not at aU ( ) Fairly well ( ) Quite Sbictly ( ) Strictly 

26, I)jd you pay for lTPt-SP drog at thc hospital? 

l~~~ ~I(-)Y-~----~ 
IMPACT 0.- ITPt-SP 



27. Have you !lad a prior pn:J,!lUlI'ICY wilhout being put on the ITPt·SP program'! 

(IYes ()No 

28. TOwh,atcxtentdoyoulhinklhc ITPt-SPpositivelyatfectyourhealth statusthroughoutyour 

period of pregnancy? 

()Notatall ()Avemgeeffect ()Signific8nteffect 

29. To what extent do you think the ITPt·SP positively affect the health of your baby during the 

()Notatall () AverageefTecl ()SignificantetTect 

30. Did you ha\'eany sideeff'ecls (0 your heallh due 10 the program? 

()Yes llNo 

31. What do you think can be done to improve the ITPt·SP program? 



APPENDIX 4 

QI . :sTION \IIU. HH( HEAI.TH WORKERS 

QUHIONAIRE 

Kindtv tid the bnu·ket!P!f( next (0 the IIfuwer 1"0" ",onlltl .Ielect Gntl write 011 tl" doI!~d lin( 

HA(;KGROI:ND OF PARTI<'IPANT 

I.Age 

() 18·25 ()31 ·35 (136-40 ()40' 

2. Highest level of Education 

( I NON" () JHSIJSS IISHSlSSS (lfIRST () 

llEGRH POSTGRADlJA IE 

3. Religion 

(INONE IICHRISIIAN ()MUSLIM (IATR ()OTHER 



'NFORMAT.O:"ll O'\J .PTf-SP 

4 Howe you had any fonnal training on the administration ofSP? 

Yes() No() 

5. If yes. how oflcn" 

Veryoficn() scldom{) 

6. Do}ou usually run out of stock forSP? 

Yes() No() 

7. Where do you get yoursuppJies from? 

8. What arc some of the challenges you encounter "ilh the administration t)f SP'.' 



APPENDIX 5 

SCHEJJI U : Of ACTIVITY 

The schedule of "ork ",as summari:led in the table helow 

Tablel:Schedulcofactivity 

ACTIVITY WEEKS ALWCATED 

PnHesting and r~visi(ln of 2wecks 

questionnaires 

PreparatoryvisilS I week 

Data collection and writcup 4 weeks 

Submission to supt:rvisor for J ",ccl 

clearance for viva voce 

Viva voce I day 

Submission of revised 1 week 

dissertation to depa.rtrnent 

DATE 

JSflJanWlf) -3 1"January.2019 

I ~ April- 5th April. 2019 

)tdJune -3Qd1 Junt2019 

P1 July-6-July.2019 

131t1 July.2019 

17111 _22nd July.2019 



APPESDlX6 

BUDGET 

The budga ne.:dcd &0 carT)' oUl the study and the budgdjustification are summarized below. 

TabJe2 . Proposed budget forthcresearch 

ACTIVln' OR IT,-M 

('ommunication and intemetdata 

Statl"nery and secrelarialservices 

Data Entry Clerk 

Printing. Photocopying and Binding 

Transportation 

Misccl laneom. 

TOTAL , 

AMOUNT 

GHJOO 

GH100 

GH100 

GH500 

GH300 

GH 300 

GH Z,OOO __________________ L-________________ ~ 

S.I BudJ:,etjustifica tion 
An estimated amount of £\.\0 thousand Ghana cedis (GHc 2.non,. The justification for this budget 

isa. .. ftl llo\\.., 

Transportation: GHc 300 was used as transport fee for myself and the research assistants to and 

fromthestud)' sites, 

Stationer)' and ~ecrelarial sen 'ices: An amount ofGHc 300 wu used to pun.:hase :stalionel')-and 

payforOlher~{:retariaJservices. 

Priotiog. Pholocop)'ing and Binding: To primlhe l.Juc!>lionnaim and consmtlauent forms. and 

the fi nal printIng and binding of the completed wor~. an amount of GH 500 was used. 



Corn •• ninlion int~met dala : An amount oftiH 300 was used for purrhasing air1imc for phone 

I:all~ and data bundk for acces~ 10 inlemc1 5C1'\ ices during Ihe study period. An effective 

COrntnunlaition is necessary for fast and cay disseminalion and sharing of infonnalion WllOOa the 

stltdY1cam 

Dala htry Clerk: A da1a entry clerk "'las needed 10 aSSISI me in data entry to ensure consistency 

of the result. lbis n:quirtd an &moUnt ofGHc:!OO 

MiscellanC'o •• : An &mount ofGH 300 was used for une)(pet::ted e)(pcnsn. 
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