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1.0 Introduction 
 
Zambia is a Sub-Saharan African country where the problem of malaria significantly 
impacts the lives of the country’s population. Malaria continues to be a major public 
health problem and is the leading cause of visitation to health facilities in the 
country1. The disease accounts for more than 40% of outpatient care and 30% of 
admissions in health facilities. “Malaria contributes 21% of the total number of in 
patient deaths in our hospitals”2. There has been a general increase in the trends of 
most indicators in the past decade. Incidence rates have more than tripled from 
121.5/1000 population in 1976 to 377.1/1000 population in 2002 and case fatality 
rates in 2000 were at 37/1000 admissions1. The disease accounts for 40% of the infant 
mortality rate and 20% of the maternal mortality rate and thus making the under five 
children and pregnant women most vulnerable to malaria. Various factors have 
contributed to the prevailing malaria situation including the indiscriminate use of 
antimalarials leading to the rise of resistance, high prevalence rates of HIV/AIDS and 
malnutrition, reduction in the quality of health care and the poor economic 
performance of the country. 
 
The country has experienced a rise in resistance to most common antimalarials, 
Chloroquine (CQ) and Sulphadoxine-Pyrimethamine (SP). Evidence from the in-vivo 
drug efficacy monitoring clearly indicated treatment failures to CQ up to 52% in 2002 
and SP treatment failure rates were as high as 32.8% in 2003 in certain parts of the 
country3,4. This indicated that the time had come for the country to revisit its 
antimalarial drug policy. Based on the available data, recommendations were made to 
move from monotherapies to the use of Artemisinin Based Combination Therapies 
(ACTs). The decision was made concurrent with the World Health Organisation 
(WHO) endorsement of the use of combination therapies (specifically ACTs) in 
Africa5. Zambia demonstrated a strong will in embracing a long-term policy change 
unlike other African countries which “are in a holding pattern of interim policies 
using less than ideal monotherapies or combinations, such as Uganda’s first line 
policy of SP+CQ”6.  
 
The use of Artemether+Lumefantrine (Coartem®) was therefore adopted for the 
treatment of uncomplicated Plasmodium falciparum malaria7. This was an essential 
action in order to address the impact of resistance on the prevalence of malaria and 
the consequent incidences of severe malaria and anemia. This is because Coartem® 

has shown to reduce treatment failures and gametocytaemia8,9. Also, studies on drug 
efficacy carried out in Zambia showed 14-day cure rates ranging from 98% to 100% 
and significantly reduced gametocyte carriage4. 
 
Despite the documented efficacy data on Coartem® from Thailand9, Tanzania10, 
India11 and South Africa’s Kwa Zulu Natal12, there were concerns about how patients 
were going to comply to the treatment schedule of twice daily for three days, 
especially that there is little experience with ACTs in Africa6. The second dose is 
expected to be taken 8 hours after the first dose and then twice daily (morning and 
night time) on each of the following two days. This led to issues of effective use of 
the drug, bearing in mind that the efficacy of Coartem® must be preserved. Coartem® 
tends to clear symptoms quickly and thus the patients may be inclined to discontinue 
treatment once they start to feel better. Since the drug is still not widely available, 
compliance may be compromised by hoarding part of the treatment course for use 
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later. Such practices lead to having lower concentrations of the drug in the blood and 
hence encourage the emergence of resistance. The consequence is an increase in 
morbidity and mortality13,14. The implication of all these factors is that for the 
implementation of the new policy to succeed, key strategies which are aimed at 
improving the use of AL among patients must be identified. 
  
The National malaria Control Centre conducted a study to determine the levels of 
compliance to Coartem® and also to identify factors that can improve the delivery of 
the much needed treatment. It is envisaged that the results from the study will foster 
proper case management and lead to developing key IEC messages relevant to the 
effective use of Coartem. 
 
2.0 General Objective 
 
To identify factors which influence a population’s non-compliance to malaria 
treatment protocols (Coartem®) in Zambian patients. 
 
3.0 Specific Objectives 
 
The specific objectives were to: 
 
 Measure the level of compliance to the Coartem® six dose regimen in malaria 

patients seeking treatment at health facilities. 
 
 Determine whether Coartem® is being correctly administered by health 

workers 
 
 Determine whether laboratory confirmation of malaria influences patient 

compliance. 
 
4.0 Description of the Study 
 
4.1 Study Design 
 
The study looked at whether all patients diagnosed with uncomplicated Plasmodium 
falciparum malaria  and are prescribed Coartem® get appropriate information needed 
for compliance to the treatment protocol. Observations were made at the dispensing 
point to determine the information being given to the patients. Exit interviews and 
semi structured questionnaires were administered to patients to gather information on 
factors that affect compliance and to establish the characteristics of the study 
population. Patients were not alerted to the possibility of being visited by the study 
team. The health worker’s observation was blinded.  
 
4.2 Study Sites 
 
The study was carried out in five districts where Coartem was deployed during the 
first phase of the drug policy implementation plan. The districts were Chongwe, 
Chibombo, Kabwe, Kalomo and Livingstone. The sites chosen form a mixture of 
three population settings: urban, peri-urban and rural. These districts are also part of 
the National Roll Back Malaria (RBM) sentinel sites for monitoring drug efficacy 
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studies and malaria information systems where, baseline data on malaria is readily 
available. 
 
4.3 Study Population 
 
The study population consisted of any patient suspected of having uncomplicated P. 
falciparum presenting at the health facility during normal OPD hours in the month of 
January 2004. Diagnosis was clinical with laboratory confirmation where possible. 
All patients with signs of severe malaria and those coming from a home where a 
family member was already recruited in the study were excluded from the study. 
Residence in the study area was a requirement. 
 
4.4 Sample Size 
 
50% non-compliance was assumed based on earlier results from a study done by MSF 
on another form of ACTs (SP-Artesunate)15. For the purpose of the study, with a 
precision of 10%, a minimum of 95 patients were to be enrolled. Considering an 
acceptable 20% drop out rate, a minimum of 114 patients was needed to bring forth 
representative data. 
 
4.5 End Points 
 
The primary endpoint was compliance on Day 3, measured through the use of a semi-
structured questionnaire and, a pill count and a blister pack recovery where possible. 
Secondary endpoints were, the number of doses correctly taken, number of tablets 
remaining in the blister pack (where applicable), presence of fever on day 3, fat intake 
with each treatment and loss to follow-up. 
 
5.0 Study Procedure 
 
If a patient was diagnosed with uncomplicated malaria (clinically or laboratory 
confirmed), consent was obtained for enrollment in the study. At least one exit 
interview for the patient/caretaker and a blinded health worker observation was 
conducted everyday. On Day 1 and Day 2, OPD books were cross-checked to exclude 
patients who might have returned to the clinic after taking the first dose. Patients 
admitted to the hospital between Day 0 and Day 3 were excluded from the study. 
 
On Day 3 of being on the study, every patient enrolled was followed up by a 
Community Health Worker (CHW) and a supervisor to administer a semi-structured 
questionnaire. For the patients under age, the caretaker who accompanied them to the 
clinic was the primary respondent to the questionnaire. Clinical condition assessment 
was done by measuring axillary temperature, with fever being defined as temperature 
>37.5oC. If on Day 3, the patient’s condition was not improving, a referral to the 
health centre was made. Compliance was determined and classified into the respective 
category depending on responses given. 
 
6.0 Classification of Compliance 
 
In the absence of standard national guidelines on measurement of compliance, the 
following classification was adopted for the purpose of this study: 
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Total Compliance Assumed: Verbal confirmation of completion of all doses in the 
presence of physical evidence (empty blister pack) and a correct description of how 
the doses were taken. 
 
Probable Compliance Determined: Confirmation of completion of all doses in the 
absence of physical evidence (blister pack) and correct description of how the doses 
were taken. 
 
Non-Compliance: Presence of tablets on the blister pack on Day 3 and inability to 
explain how the doses were supposed to be taken. 
 
Not Determined: Loss to follow-up, exclusion due to the development of severe 
malaria or adverse drug reactions. 
 
7.0 Ethical Consideration 
 
Consent was obtained from the caretaker/patient before inclusion on the study.  
 
8.0 Data Entry and Analysis 
 
Data was entered in Microsoft Access and analysed using Epinfo version 6. 
Compliance was stratified by age, sex, education, locality and site. The proportion of 
outcomes was also determined. 
 
 
 
 
9.0 Results 
 
The data collection from all sites was done between 6th  to 31st January 2004. During 
this period, a total of 568 patients were enrolled on the study. 48.1% of the candidates 
were female, 21.1% were in employment and 47.2% either children or school going 
and were classified as not applicable. 3.0 % were educated up to tertiary level as 
outlined in Table I. 
 
Table I : Characteristics of the Enrolled Population 
 
Characteristic                               n     (%) 
 
Number Enrolled    568 
 
Sex: 
Female     273 (48.1%) 
Male     295 (51.9) 
 
Employment Status: 
Employed    108 (21.1) 
Unemployed    163 (31.8) 
Not Applicable    242 (47.2) 
 
Age group distribution: 
< 5 years     160 (28.2) 
5-14 years    111 (19.5) 
> 14 years    297 (52.3) 
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Education: 
Tertiary    17 (3.0) 
Secondary    135 (23.8) 
Primary    165 (31.3) 
None    50 (8.8) 
Not Applicable    201 (35.4) 
 
 
Of the 568 patients enrolled,536 (94.4) completed the study. The findings of the study 
were that overall,64% of the patients were assumed to be totally compliant,18% were 
probably compliant and 18% were non-compliant at all. The degree of compliance 
could be assumed at 82% (64% + 18%). Figure I illustrates the current levels of 
compliance in the districts where AL was first deployed. 
 

Figure (a). Levels of Patient Compliance to Coartem® Treatment 

Total
64%

Probable
18%

Non
18%

 
 
 
The levels of patient compliance to Coartem® were found to differ significantly 
among the different study sites. Chibombo district, mostly rural, was found to have 
the highest proportions of non-compliance (28.6%) while Kalomo, another rural 
district had the least levels of non-compliance (8.1%). Kabwe ditsrtict was ranking 
first in the category of total compliance assumed at 79.4% but when it came to the 
degree of compliance, fell to the second place (with 84.2%) after Kalomo which was 
at 91.9%. The urban districts, Kabwe and Livingstone, had non- compliance levels of 
12.4% and 15.1% respectively. Chongwe, a peri-urban district had 24.5% non-
compliance. Table II gives a summary of the findings per study site. 
 
 
Table II SITE SUMMARY OF COMPLIANCE  

SITE TOTAL 
ENROLL
ED 

TOTAL 
COMPLIANCE    
n      (%)  

 
PROBABLE 
COMPLIANCE 
 n   (%) 

NON-
COMPLIAN
CE   
  n   (%) 

X EXCL
USIO
N 

LOSS TO 
FOLLOWU
P 

EVALUABLE 

CHIBOMBO 114 51 (45.5) 29 (25.9) 32 (28.6) 0 0 2 112 
KABWE 108 81 (79.40)   5 (4.76) 13 (12.4) 6 0 2 105 
LIVINGSTONE 114 61 (57.5) 29 (27.4) 16 (15.1) 0 7 1 106 
KALOMO 117 76 (68.5) 24 (21.6)   9 (8.1) 2 1 5 111 
CHONGWE 115 65 (63.7) 6   (5.9) 25 (24.5) 6 0 13 102 
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Kalomo, Kabwe and Livingstone recorded one death each during the study period in 
chronically ill patients who had received Coartem for the treatment of malaria. The 
cause of death in one of them was certified as pneumonia. 
 
Compliance by age group was stratified in the three categories; <5years, 5 – 14 years 
and >14 years. Table III illustrates the  compliance by age group. 
 
Table III COMPLIANCE BY AGE GROUP 
AGE RANGE  TOTAL 

COMPLIANCE  
 

PROBABLE 
COMPLIANCE  

NON-
COMPLIANCE 

AGE <= 5 YRS  114 (75.5%) 17 (11.3%) 20 (13.3%) 
AGE >5 & AGE <=14 YRS 75   (71.4%) 21 (20.0%) 9   (8.6%) 
AGE > 14 YRS 146 (54.7%) 55 (20.6%) 66 (24.7%) 
 
 
13.2% of the patients under five were categorised as non –compliant, while 8.6% non-
compliance was found in patient aged 5 to 14 years. The category of 5-14 years 
adhered to the treatment protocol better than those in the lower or higher age groups. 
Adults, (14+years), were the least compliant. 24.7% of the evaluable patients aged 14+ 

years were non-compliant. The results showed that the age of a patient is an important 
factor affecting compliance to treatment protocols, see figure (b). 
 
 
Fig (b) 
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Among 179 of the evaluable males, 16.2% (n=44) were found to comply with the 
treatment protocol.  The proportion of females who were non-compliant was however 
higher at 20.2% (n=51). Probable compliance however, was almost the same for both 
female and male patients as outlined in Table IV below. 
 
 
Table IV. EFFECT OF SEX ON COMPLIANCE 
GENDER TOTAL COMPLIANCE  PROBABLE 

COMPLIANCE  
NON-COMPLIANCE 

MALE  179 (66.1%) 48 (17.7%) 44 (16.2%) 
FEMALE 156 (61.9%) 45 (17.9%) 51 (20.2%) 
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The level of education of the patient was found to bear an effect on the compliance of 
the patient. Compliance levels were higher in the tertiary educated with proportions of 
76.5%. Those who were educated up to primary school, had levels of non-compliance 
at  56.3%, a figure similar to those who were not educated at all, 54% (Figure c). 
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Figure (c) 

 
The number of doses correctly taken was found to correlate with the overall 
compliance levels found in the evaluable population. 391 out of the 523 (74.7%) 
patients took all 6 doses correctly as evidenced from their evaluation of the verbal 
account of how to take the entire treatment course. 8.2% (n=43) had taken five doses 
correctly and had either taken the sixth dose correctly or did not take it at all. In this 
instance the degree of compliance in relation to the number of doses correctly taken 
was assumed to range from 74.7% to 82.9% (74.7% +8.2%). This tallies well with the 
overall compliance classification which was discussed earlier in this chapter, and was 
found to be 82%. The figure (d) is an illustration of the number of doses taken 
correctly (the maximum number of doses is six).  
 
Only 2.1% (n=523) of the evaluable patients had fever on Day 3, 9 of whom were 
adults in the category of 24 tablets, 1 was a teenager given 18 tablets and one was a 
child prescribed 12 tablets. 
 
25% of the enrolled patients were unable to show the blister pack while 75% retained 
the blister pack and were able to show it on the day of their evaluation. 
 
The proportion of the patients who shared their treatment was found to be at 0.7% 
whereas 99.3% did not share at all. 52.4% of the enrolled patients observed fat intake 
, such as eating foods cooked in groundnut sauce with each treatment dose, while 
47.6% did not. 78.5% patients said they did not notice any reaction to after taking 
Coartem® , the remaining 21.5% of the patients said that they noticed some reaction 
after taking Coartem®. These reactions included nausea, body weakness and loss of 
appetite. No severe adverse drug reactions were reported during the time of the study. 
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Distance to the nearest health centre played a role in the way patients complied to the 
treatment regimens. Those living within an hour from the health centre had non-
compliance of about 20%, the patients coming from 1 to 3 hours away had their non-
compliance at 17.9% and lastly, the furthest patients, living more than three hours 
from any given nearest health centre were found to have non-compliance as low as 
6.3%. 
  

Proportion of Doses Correctly Taken

74.70%

8.20%

6.10%

5.90%

3.10%

1.10%

0.70%

Six
Five
Four
Three
Two
One
Zero

 
Fig (d). 
 
Health worker performance was observed using the checklist which had key 
information about the use of Coartem®. 85 health workers were observed during the 
study period and their performance was rated based on how many of the important 
key messages were given to the patient. 23.5% (n=20), were rated as excellent, 29.4% 
(n=25) were good, 24.7% (n=21) performed fairly and 22.5% (n=19) were bad at 
giving the key messages needed to encourage the correct use of Coartem®. The key 
messages were, a) explaining how and when the medication was to be taken; b) 
encouraging intake of fatty foods; c) asking patient to repeat the instructions or asking 
if the patient understood the instructions and d) emphasising completing of all the 
prescribed medicine even if symptoms disappeared. 
 
10.0 Discussion 
 
This study showed that the degree of compliance to Coartem® treatment is ranging 
from 64% to 82%. The degree of compliance in rural settings did not differ from that 
of urban settings at all. The difference among sites showed that the health worker 
performance plays a critical role in encouraging patients to complete their treatment 
regimens. The setting of the health centre cannot impact negatively on the degree of 
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compliance as long as the dispensing staff are equipped with the relevant knowledge, 
the patient will be attended to given that most instructions are given in the local 
language. For example, in Kalomo, the rural population complied better than that of 
Kabwe and Livingstone which are both urban centres. This is because in Kalomo, 
despite the centre being understaffed, the dispensing nurse was able to explain the 
detailed information on the correct use of the medication. In other centres however, 
the situation was different. The outcome depended on which nurse was on duty and 
especially whether the particular dispenser underwent some form of orientation on 
Coartem® use. It is therefore a matter of importance that health workers themselves, 
are well acquainted with best practices in the administration of Coartem® if we are to 
increase the degree of patient compliance in the country. The fact that about half of 
the health workers have the capacity to correctly dispense the drug demonstrates that 
a lot of  in house orientation is needed if we are to improve the delivery of case 
management in our health centres. 
 
The proportion of doses correctly taken increased with a relative increase in levels of 
compliance. 74.7% took up to six doses correctly while 8.2% completed five doses 
correctly. It was however, difficult to measure the time at which of each dose was 
taken. In Livingstone and Kabwe, the common practice was for health workers to 
write the time for each dose on the sachet. But, this was only useful if the 
patient/caretaker was literate. It is thus important that dialogue between patient and 
health care provider is encouraged. This is especially important as most of the 
patients/caretakers recruited said their source of information on Coartem® was the 
health worker. The National Malaria Control Centre should revamp its advocacy on 
the new treatment for uncomplicated malaria to broaden the source of information so 
that by the time the patient is seeking care they already have an idea about the use of 
the drug. 
 
The main pattern of non-compliance was insufficient intake of tablets by patients. A 
large proportion of patients who did not correctly take all the six doses fell between 
the second and fifth dose. This coincides with the time when the symptoms are 
dramatically reduced. Patients are likely to see no need to complete the treatment. Is 
of vital importance that patients are encouraged to complete their medication even 
after they start to feel better. This is a key message for both the health worker and the 
patient. Sharing of antimalarials was found to be an unpopular practice. 99.3% did not 
share the medicine even if someone else in the family fell sick, 0.7% patients shared 
their treatment.  
 
Potential risk actors associated with patient compliance were determined. When 
considering the age of the patient, adults (14+ years)  registered lower degrees of 
compliance than those of their younger counterparts. This may be due to the fact that 
most of the time, adults are involved in lots of activities even when they are sick and 
thus may leave their medication at home and only take it at their convenience. 
Children aged 5-14 years had the highest degree of compliance at 91.4%. This is 
because this category comprise of children who are both supervised and also those a 
bit older are able to remind their caretaker that they are supposed to take their 
medication. The school going age in this category tend to want to get better and 
mostly return to school so will remind the care takers that they need to take the 
medicine. Malaria therefore, should be considered in school  health programmes. It 
was however, found that children under five had slightly lower compliance levels than 
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those aged 5-14 years despite the fact that these age categories both need supervision 
by the caretaker. This can be related to compliance levels of females who are usually 
caretakers.  Most of the care at home is given by females, and in this study we found 
that females complied less to the treatment than males. It is therefore important that 
mothers are educated on the need to give children all the prescribed medicine. 
Mothers should be made to understand that if a child does not receive proper care, her 
work will always be disturbed and her visits to the clinic will be more. But if the child 
is well managed at home and gets better, the mother will be free to continue with her 
routine work without her work suffering. Most of the women nowadays are seeking 
employment and having less time for the children. This means that the quality of care 
at home is reduced.  
 
The level of education of the patient was critical to compliance. The degree of 
compliance by the tertiary educated was significantly higher than those in secondary 
and primary school levels. The reason for this may be that these people can easily 
comprehend the need to complete treatment even in scientific terms.  
 
Distance to the health centre had unexpected outcome. Those living faraway had the 
highest levels of compliance than those living close to the health centre. This is 
because these patients/caretakers know that seeking treatment is critical and they 
appreciate the services of a health centre. The moment they make a trip to a health 
centre, they have to travel long distances and stay in long queues not to mention the 
discomfort. So once a situation presents itself, they want to act rightfully in order to 
reduce morbidity and reduce the number of visits they make to the health centre. This 
can be used as one of the strategies for getting the messages across especially in rural 
areas. This can be easily understood than when you talk about recrudescence to a lay 
person. Talking about time wasted and the discomfort that comes with long distances 
will put the message across as they can identify with the problem.   
 
Fat intake with the treatment course was being practiced by only about half of the 
population on the study. This shows that we still need to emphasise the need for fatty 
foods uptake. But given the prevailing economic situation in the country, this is a big 
challenge. If fatty foods uptake is over emphasised, it may discourage rather than 
encourage patients to take their medication. This was actually reported during the 
study in one of the sites. The patients were told not to take the medicine until they ate 
something fatty. When the evaluator visited the patient at home, the patient had not 
taken the medicine on the day they went to the centre but rather the next day because 
that was when food could be accessed.  
 
No severe adverse reactions to the drug were reported. 21.5% said they noticed one 
slight reaction such as nausea and dizziness. Thus, the non-compliance may not be 
related to the lack of safety and tolerability. The only deaths that occurred were three, 
one in each of the three sites where chronically ill patients on Coartem® treatment 
were found to have died by Day 3.  
 
Laboratory confirmation of malaria did not seem to have an effect on patient 
compliance. This was seen from Kabwe district, where all the patients on the study 
had laboratory confirmed malaria. Kabwe then would have been expected to have the 
highest levels of compliance. This however, was not the case.  
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One important factor came up during the indepth health facility survey, the level of 
acceptance of the new antimalarial treatment policy by the district administration had 
a bearing on the performance of the health centres. It was found that in districts where 
the central level administration showed a lack of confidence in the new policy, not 
much effort was being made to implement the policy. Once the drug was distributed 
to the health centres, no follow-up was found to have been made to check on the 
progress including prescribing practices. Thus, without the cooperation of the 
DHMTs, the implementation of the use of Coartem® for first line treatment in Zambia 
may fail. The DHMTs are the key implementers of all central level programmes and 
hence their full support is needed for effective scaling up of the intervention. Because 
once there is confidence and acceptance, efforts will be made to ensure that health 
worker performance is improved by having in house orientation meetings, ensuring 
that IEC materials are available and that if new staff are coming on board, they are 
updated with the current treatment protocols. An example is when during the study, in 
one particular health centre, a new member of staff was not briefed about the new 
antimalarial treatment and so she did not understand why the clinical officer kept on 
prescribing Coartem when according to her Fansidar was the first line treatment. This 
just shows that feedback is needed both within the health centres and also between the 
DHMTs and the NMCC.  
 
The level of non-compliance was found to be 18% with another 18% categorised 
probable compliant who may also fall into the category of non-compliance. Therefore 
the degree of non-compliance was found to range from 18% to 36%. There was no 
data available on the compliance studies on Coartem® conducted elsewhere with 
which these results could be compared. In Zambia, a study done by MSF on 
compliance to the combination of Artesunate and SP, showed non-compliance 
between 21% and 60%15. Findings from this study are therefore within the available 
range and is expected to even be better given that Coartem is a prepackaged fixed 
combination and is well tolerated by patients16. The implications are such that a lot 
needs to be done to improve the patient compliance to the treatment schedule if the 
potential effectiveness of the drug is to be achieved. 
 
If non-compliance is not addressed, the patient will continue to have the drug in sub 
optimal levels in their blood. This will encourage the development of parasite strains 
that are resistant to the artemisinin based combination. The result will be increase in 
prevalence of severe anemia, a corresponding increase in case fatality rates of severe 
malaria and also an associated increase maternal and infant mortality rates. 
 
11.0 Conclusion 
 
The degree of compliance in the districts where Coartem® was first deployed in 
Zambia was found to be ranging from 64% to 82%. The main pattern of non-
compliance was insufficient uptake of the prescribed number of tablets and a lack of 
fatty foods uptake. Laboratory confirmation of malaria does not help improve the 
degree of compliance to the treatment protocol. The proportion of health workers 
dispensing Coartem® correctly in terms of body weight and status of pregnancy is 
almost 100%. The dispenser however, is not explaining most of the relevant 
information that a patient needs in order to comply with the given treatment schedule. 
Coartem®, being a fixed combination, offers great potential of increasing patient 
compliance. The complex treatment schedule (and the number of tablets for the adult 
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dose) coupled with the ability of the drug to clear symptoms quickly is a great 
challenge if we are to improve the use Coartem® in our population. Best strategies 
should be identified and implemented as soon as possible in order for the efficacy of 
Coartem® to be preserved. 
 
12.0 Recommendations  

 
 Incorporating Malaria in the School health Programme. 

 
 Orientation of all health workers through cascade trainings should be effected 

even before the drug is distributed countrywide. 
 
 IEC materials with key and targeted messages must be implemented. 

Advocacy and Social mobilisation through all possible avenues on the new 
treatment for uncomplicated malaria targeting the community should be 
revamped as routine activities not just on special events. 

 
 Writing of time at which to take each dose on the blister packs is useful 

especially to the literate. 
 
 Health workers should work towards investing some time with the patients 

when dispensing Coartem®. Understaffing should not be an excuse, it can be 
done. 
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