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ABSTRACT 

Background: Malaria infecting the central nervous system (CNS) affects over 575,000 

children annually in sub-Saharan Africa leading to cognitive deficits. The effect of this 

form of malaria on everyday behaviour and academic achievement has not been 

investigated in Uganda. In addition, no interventions have been carried out for children 

whose cognitive functioning has been affected by CNS malaria. 

 

Main objective: To investigate the effectiveness of a rehabilitation program for 

cognitive deficits in Ugandan children after CNS malaria. 

 

Methods: Five studies were carried out (I-V). Study I investigated the long-term 

cognitive outcomes of CNS malaria. Children were given cognitive assessments 24 

months after the malaria episode. In Study II, this same cohort of children were 

followed up and randomly assigned to receive either computerised cognitive 

rehabilitation training or treatment as usual, approximately four years after the CNS 

malaria episode. Pre- and post-intervention cognitive and behavioural assessments were 

done. The construct validity of a new cognitive test battery, the Kaufman Assessment 

Battery for Children second edition (KABC-II), was validated in Study III. The effect 

of CNS malaria on cognition, behaviour and academic achievement was investigated in 

Study IV. Study V investigated the effect of immediate computerised cognitive 

rehabilitation training on cognition, behaviour and academic achievement after an 

episode of CNS malaria. Chi-square and multiple linear regression analyses were used 

in Study I, analysis of covariance in studies II, IV, V and factor analysis in Study III.  

 

Results: There was a 26.3% prevalence of cognitive impairment two years after CNS 

malaria with attention most affected. CNS malaria was associated with a 3.67 increased 

risk for impairment (Study I). At three months assessment, children with malaria had 

lower attention scores (estimated mean difference = 0.32, 95% confidence interval (CI) 

= 0.01 to 0.63) and more internalising behavioural problems (0.31, CI, = 0.05 to 0.56) 

than the community controls (Study IV). Cognitive rehabilitation initiated four years 

after the illness resulted in improvement in spatial working memory, learning, 

psychomotor speed and internalising behaviour (Study II) while cognitive rehabilitation 

initiated three months after the malaria episode improved Learning only (mean 

difference in adjusted scores between intervention and control groups (standard error), 

12.46 (6.05) (Study V). Factor analysis of the KABC-II resulted in five factors 

measuring Working Memory, Visuospatial skills, Learning and Planning. The fifth 

factor was composed of items that did not measure a specific cognitive ability (Study 

III).  

 

Conclusion: Both delayed and immediate computerised cognitive rehabilitation result 

in improved cognition and behaviour after CNS malaria in Ugandan children.  

 

Keywords: CNS malaria, cognition, cognitive rehabilitation, child health. 
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OPERATIONAL DEFINITIONS 

 

Academic achievement: Problem solving ability learned at school and related to 

reading, spelling and arithmetic.  

 

Behaviour: Actions and mannerisms of the child observed by the caregiver or 

teacher. 

 

Central nervous system (CNS) malaria: Severe malaria with manifestations of CNS 

involvement including; cerebral malaria, malaria with seizures and malaria with 

impaired consciousness. 

 

Cerebral malaria: A neurological complication of malaria characterised by 

unarousable coma. 

 

Cognition: The different ways humans process information to understand and solve 

problems in everyday life. 

 

Cognitive rehabilitation training: Treatment of cognitive deficits resulting from 

brain injury. It involves either re-training the impaired skill over time to make it 

better or helping the patient to adapt to his/her environment after a particular 

cognitive skill has been permanently impaired. 

 

Cognitive skills: The different functions involved in information processing and 

learning e.g. memory, attention and visuospatial skills. 

 

Computerised cognitive rehabilitation training: Treatment of cognitive deficits 

resulting from brain injury using computer exercises.  
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1 INTRODUCTION 

 

1.1 Malaria burden 

It is estimated that  over two billion of the world’s population are exposed to 

malaria infection with over 500 million clinical cases reported annually (Snow et al., 

2005). The majority of these cases (75%) are in sub-Saharan Africa and 25% in Asia 

with children under five years being the most affected age group. This makes malaria 

one of the most important parasitic infections.  

Malaria is a febrile illness caused by the Plasmodium parasite and commonly 

presents as fever, with general weakness and vomiting. The spectrum of malaria 

infection includes asymptomatic malaria (parasites in the blood but no symptoms), 

uncomplicated symptomatic malaria (parasites in the blood with symptoms but no other 

complications) and complicated malaria (parasites in the blood with symptoms and 

dysfunction of body systems like the nervous, renal and respiratory systems).  

Estimates put the number of deaths attributed to malaria at 1 million annually (1 

death every 30 seconds), with over 75% of these being African children (Breman, 

2001, Greenwood and Mutabingwa, 2002). In malaria endemic areas, about 25% of all 

the deaths in children aged 0 to 4 years are caused by malaria (Snow et al., 1999). In 

Uganda, malaria is responsible for 30% of the paediatric admissions and 18% of the 

paediatric deaths (Opoka et al., 2008). 

The high morbidity and mortality of malaria also has socioeconomic 

implications that go beyond the economic costs of medical care, work lost to sickness 

and public expenditure on malaria treatment (Deressa et al., 2007, Chima et al., 2003, 

Sachs and Malaney, 2002). Fecundity in endemic populations may increase to cater for 

the lives lost to malaria resulting in pressure on school fees, reduction in female 

productivity, school absenteeism, avoidance of malaria endemic countries by investors 

and poor cognition in children (Sachs and Malaney, 2002). The latter, the effect of 

malaria on cognition, is the main scope of this thesis and is reviewed further below.

  

1.2 Central nervous system malaria 

Malaria is the commonest parasitic infection of the brain and a leading cause of 

neuro-disability in tropical countries (Newton and Warrell, 1998, Idro et al., 2010b). 

Cerebral malaria, the most severe form of malaria, has traditionally been given most 

attention when dealing with malaria affecting the central nervous system (CNS). This 
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leaves out other important forms in the malaria spectrum that can potentially damage 

the brain (Idro et al., 2007).  A new phrase, ‘malaria with neurological involvement’ 

has been proposed to include all forms of malaria affecting the CNS and this includes; 

malaria with agitation, prostration, complex seizures, impaired consciousness, or coma 

i.e. cerebral malaria (Newton and Warrell, 1998, Idro et al., 2007). In this thesis, ‘CNS 

malaria’ will be used throughout to refer to all forms of malaria with neurological 

involvement. However, the specific forms of CNS malaria will be mentioned when 

discussing aspects that are specific to them. 

Cerebral malaria is the most severe form of malaria. The patient often presents 

with unarousable coma that cannot be attributed to any other disease or disorder and 

there are asexual forms of Plasmodium Falciparum in the blood film (WHO, 2000). It 

has an incidence of 1.12/1000 per year (Snow et al., 2003) and affects 575,000 children 

annually with a case fatality rate of 19% (Murphy and Breman, 2001). In Uganda 

cerebral malaria contributes 8% of all malaria admissions but has the highest case 

fatality rate at 17% compared to other malaria complications (Opoka et al., 2008). 

Malaria with complex seizures has a higher incidence than cerebral malaria of 5.8/1000 

per year (Waruiru et al., 1996) occurring in 38% of infected East African children (Idro 

et al., 2007). Malaria with impaired consciousness has been defined as a coma score 

below the normal level of consciousness and occurs in 13% of East African children 

admitted with malaria (Idro et al., 2007). Prostration refers to the inability to sit up in a 

child who would normally do so, or inability to drink if child is not old enough to sit up 

and occurs in 20.6% of East African children admitted with malaria (Idro et al., 2007). 

Agitation (high level of activity and irritability) is the least common form of CNS 

malaria occurring in 2.8% of East African children (Idro et al., 2007).  

 

1.3 Causes of brain injury in central nervous system malaria 

 The mechanisms of brain injury in CNS malaria are not clearly understood but 

insights into these processes can be derived from the pathogenesis of cerebral malaria. 

Some theories have been advanced to try and explain why some children get cerebral 

malaria and others don’t. 

Presence of infected and non-infected red blood cells in cerebral capillaries is a 

common finding in cerebral malaria (Idro et al., 2005, Mishra and Newton, 2009). 

Infected red blood cells are able to adhere to the epithelial cells in blood capillaries 

(cytoadherence) using proteins expressed on the red blood cell surfaces (Mishra and 

Newton, 2009, Idro et al., 2005). This sequestration can be increased when infected red 
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blood cells bind with other infected red blood cells (autoagglutination), or with non-

infected red blood cells (rosetting) (Idro et al., 2005). Presence of these infected and 

non-infected red blood cells in the capillaries reduces blood flow and hinders supply of 

oxygen and glucose to some parts of the brain. This is because infected red blood cells 

become rigid and therefore can’t deform as they pass through the capillaries thus 

reducing transportation of nutrients in the brain (Mishra and Newton, 2009, Idro et al., 

2005). The resulting hypoxia may aggravate (or even cause) coma, a hallmark of 

cerebral malaria (Idro et al., 2010b). With reduced oxygen and glucose supply, injury to 

the brain is more likely especially when seizures (which are common in febrile 

illnesses) occur. This neural injury is more likely if the patient is hypoglycaemic, a 

condition common in childhood malaria (Idro et al., 2010b).  

Infection with P. Falciparum increases the production of both pro- and anti-

inflammatory cytokines whose role in malaria pathogenesis is not clearly understood 

(Mishra and Newton, 2009, Idro et al., 2005).  Increased levels of tumour necrosis 

factor (TNF-α), interleukin 1, interleukin 6, interleukin 8, interleukin 10 and interferon 

gamma have been reported in cerebral malaria (John et al., 2006, John et al., 2008b, 

Idro et al., 2005, Mishra and Newton, 2009). However, it is TNF-α that’s more likely to 

be involved in the pathogenesis of cerebral malaria since it is linked to the up regulation 

of adhesion molecules that aid the binding of infected red blood cells to the capillary 

epithelium in the brain (Miller et al., 2002). TNF- α also up regulates inducible nitric 

oxide synthase which in turn produces nitric oxide that disrupts the blood brain barrier, 

neuronal function  and reduces levels of consciousness (Mishra and Newton, 2009, Idro 

et al., 2005, Idro et al., 2010b). The observation that TNF-α is associated with 

neurological and cognitive deficits in cerebral malaria is further evidence linking TNF-

α to cerebral malaria pathogenesis (John et al., 2008b). Other processes occurring 

during cerebral malaria infection that may cause neural injury include apoptosis, 

production of endothelial microparticles, intracranial hypertension and blood brain 

barrier dysfunction (Idro et al., 2010b).  

The cause of seizures in CNS malaria is not clearly understood but is thought to 

be a consequence of ischemia and hypoxia (due to sequestration) and the effect of 

immune mechanisms  (Idro et al., 2005). The ruling out of genetic polymorphisms and 

deletions as causes further complicates the aetiology of seizures in children with 

malaria (Idro et al., 2008). Seizures may not directly contribute to neural injury but may 

however do so if they are prolonged (Idro et al., 2010b).  
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1.4 Cognitive functioning after central nervous system malaria  

Cognitive deficits after CNS malaria were first described in a retrospective 

Ghanaian study in 1995 where children with a history of CNS malaria had deficits in 

learning, visual and auditory information processing, psychomotor skills and memory 

(Dugbartey et al., 1998). Further retrospective studies in Kenya and Senegal found 

similar deficits with some children displaying cognitive deficits up to eight years after 

CNS malaria (Holding et al., 1999, Carter et al., 2005b, Boivin, 2002, Kihara et al., 

2009). A systematic review of studies looking at the cognitive outcomes of CNS 

malaria in children shows that five main cognitive functions are affected. These are 

memory, attention, visuospatial skills, language and executive functions (Kihara et al., 

2006).  

The retrospective nature of the above studies presents some problems that may 

affect the accuracy of the results. Boivin and colleagues argue that in retrospective 

studies there is a possibility of recall bias by the parents about the child’s clinical 

history, medical records may not have captured some vital information relevant to 

studying the cognitive outcomes of malaria, potential confounders like the home 

environment may not be assessed at the time and loss to follow-up that occurred may 

have been related to the risk of cognitive deficits (Boivin et al., 2007). They carried out 

a prospective study among Ugandan children that addressed these limitations. Children 

admitted with CNS malaria were assessed at discharge and at three and six months 

later. Test scores were compared to age matched community controls. The quality of 

the home environment was assessed and controlled for in the analyses. The CNS 

malaria group had more children cognitively impaired than the control group at three 

months (19% vs 6.9%, p = 0.07) and six months (21.4% vs 5.4%, p = 0.01). Children 

who had CNS malaria had a 3.7 increased risk of cognitive impairment compared to the 

controls. Unlike neurological deficits which resolve a few months after discharge, the 

subtle cognitive deficits appear to persist at six months (Opoka et al., 2009, Boivin et 

al., 2007). 

Recently, retinal examination has been shown to improve the accuracy of 

cerebral malaria diagnosis and is highly recommended (Lewallen et al., 2008, Birbeck 

et al., 2010a). This is because many of the deaths in children having cerebral malaria 

are caused by other factors which the current diagnostic criteria cannot pick (Taylor et 

al., 2004). Birbeck, Boivin and colleagues have gone ahead and looked at the cognitive 

outcomes of retinopathy confirmed cerebral malaria in Malawian children. Compared 

to a control group, the cerebral malaria group had a higher frequency of 
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neurodisabilities (23.1 % vs 0.8%, p=0.0001), were more at risk for clinical diagnosis 

of attention deficit hyperactivity disorder (ADHD) and had language delay (Birbeck et 

al., 2010b, Boivin et al., In press).  

It is estimated that 250,000 children develop cognitive deficits annually after 

CNS malaria with risk factors like occurrence of seizures, coma depth and duration, 

neurological abnormalities on admission, neurological deficits at discharge, 

malnutrition and intracranial hypertension being associated with these deficits (Holding 

et al., 1999, Idro et al., 2006, Boivin, 2002, Boivin et al., 2007, Carter et al., 2005b, 

Boivin et al., In press). Different cognitive deficits are associated with different risk 

factors suggesting different mechanisms of neuronal damage leading to these deficits 

(Idro et al., 2006).  

The consistent finding of working memory and attention deficits after CNS 

malaria raises the possibility of low academic performance in school after CNS malaria 

infection, since working memory and attention are requisite skills in reading and 

arithmetic proficiency (Andersson and Lyxell, 2007, Bull et al., 2008, Passolunghi and 

Cornoldi, 2008, Silva-Pereyra et al., 2010, Swanson et al., 2009).  

Furthermore, there is growing evidence that child survivors of CNS malaria 

may develop behavioural problems though this has not been evaluated in well designed 

prospective studies (Idro et al., 2010a, Bangirana et al., 2009b). These studies have 

identified a mix of overt behavioural problems like aggressiveness, hyperactive 

behaviour and covert behavioural problems like anxiety and depression. In line with 

these behavioural features, recent studies examining the structure of psychopathology 

have identified internalising and externalising symptoms as the two broad factors 

underlying psychopathology (Clark and Watson, 2006, Slade and Watson, 2006). The 

externalising factor is comprised of substance dependence, attention-deficit 

hyperactivity disorder, oppositional defiant disorder, and conduct disorder/antisocial 

personality disorder. The internalising factor has ‘distress/misery’ comprising 

generalised anxiety disorder, overanxious disorder and depressive disorders and ‘fear’, 

which includes simple and social phobias, separation anxiety disorder and panic 

disorder (Clark and Watson, 2006). These two broad categories of internalising and 

externalising behaviour were the outcomes for behaviour in this thesis. 

 

1.5 Neuropsychological assessment in sub-Saharan Africa 

Children in sub-Saharan Africa, like in other low income countries, are faced 

with difficult circumstances that compromise their cognitive development. These 
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include physical illness especially chronic infectious diseases suffered by the children 

(or their caregivers resulting in poor care for the child), malnutrition, political conflict, 

unstimulating environments and poverty (Walker et al., 2007, Olness, 2003). It is 

estimated that over 200 million children under five years in low income countries are 

not achieving their full cognitive potential (Grantham-McGregor et al., 2007).The 

actual impact of these factors on cognition is not known and the above estimates of the 

number of children with impaired cognition have been based on other indicators like 

poverty and stunting and not actual neuropsychological assessment scores (Grantham-

McGregor et al., 2007). Psychological assessment in at risk children (who are exposed 

to the above risk factors) can help identify which particular cognitive skills are affected 

and appropriate interventions can then be planned. 

Most studies looking at the neuropsychological outcomes of brain injury in 

African children have used test batteries developed in the Western world. Though 

having sound psychometric properties in the Western world, these tests may not 

accurately assess the cognitive abilities they are designed to measure in African 

children because they may not measure the same outcome in different cultures 

(Greenfield, 1997). In addition people from different cultures may use different 

approaches to arrive at the same result meaning the test could measure different 

cognitive abilities (Sternberg, 2004). Furthermore, children from different cultures may 

not answer questions the same way when posed by adults (Holding et al., 2004). 

The Kaufman Assessment Battery for Children (KABC) measuring memory 

and visuospatial skills in children aged 2.5 to 12 years is one of the mostly widely used 

tests in sub-Saharan Africa. It has stable construct validity, is sensitive to the effects of 

HIV, CNS malaria, quality of the home environment, nutritional status, education level, 

helminth treatment and iron supplements on the brain (Boivin et al., 1995, Boivin et al., 

2007, Bangirana et al., 2009a, Boivin and Giordani, 1993, Boivin et al., 1993, Boivin, 

2002, Giordani et al., 1996). It does not require much verbal input from the examiner 

making it a useful instrument to use in sub-Saharan Africa (Kaufman and Kaufman, 

1983). Holding and colleagues adapted the KABC to children in Kenya by modifying 

and substituting few items with those culturally relevant to the Kenyan context 

(Holding et al., 2004). The resulting test battery was shown to have stable construct 

validity and was sensitive to malarial infection and school attendance prompting the 

authors to conclude that tests developed in the West can be adapted to suit different 

cultures including those in Africa (Holding et al., 2004).  
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The above studies attest to the KABC’s utility as a suitable measure of 

cognition in African children exposed to various risks. The KABC however has some 

limitations as it only measures three cognitive abilities (memory, visuospatial skills and 

achievement) and has a limited age range of 2.5 to 12.5 years. A newer version of the 

KABC, the Kaufman Assessment Battery for Children, second edition (KABC-II) has 

been developed measuring memory, visuospatial skills, planning, learning and 

knowledge in children aged 3 to 18 years (Kaufman and Kaufman, 2004). The KABC-

II maintains the features that made the KABC a useful measure of cognition in African 

children. With the inclusion of more abilities to assess and a wider age range, the 

KABC-II is superior to its predecessor as an instrument of choice for cognitive 

assessment in sub-Saharan African children. Unlike its predecessor however, the 

KABC-II has not been widely used in sub-Saharan Africa hence little is known about 

its cross-cultural applicability. 

 

1.6 Cognitive rehabilitation for CNS malaria  

The application of cognitive rehabilitation training can be traced back to 

environmental enrichment studies in mice. Mice reared in bigger cages with play toys 

and stimulation showed more hippocampal neurogenesis, increased length and density 

of dendrites, number of glial cells and synaptic density than those reared without these 

amenities (Kempermann et al., 1997, Brown et al., 2003, Kolb and Whishaw, 2009). 

The conclusion that can be drawn from these environmental enrichment studies is that 

environmental enrichment and stimulation induces plasticity in the brain through 

physiological changes in the brain that may translate into improved cognitive ability.  

Computerised cognitive rehabilitation training (CCRT) has been shown to be 

effective in improving cognitive functioning in children and adults suffering from 

stroke, ADHD, schizophrenia and HIV infected children in Uganda (Westerberg et al., 

2007, Klingberg et al., 2005, Shalev et al., 2007, Boivin et al., 2010, Bellucci et al., 

2003, Poletti et al., 2010, Sjo et al., 2010, van 't Hooft et al., 2007). The cognitive 

deficits resulting from the above conditions are also observed in CNS malaria. It is 

therefore likely that CCRT may be of benefit to children who have suffered from CNS 

malaria. 

Computerised cognitive rehabilitation training involves presenting exercises on 

a computer that requires the player/patient to use a specific or several cognitive abilities 

to solve a task. Its effect is based on the premise that repeated exercising of a cognitive 

skill results in its improvement by strengthening the neural connections undergirding 
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the skill. Increased brain activity, dopamine availability and changes in white matter 

structure in children and adults after CCRT have been observed suggesting that 

cognitive training induces physiological changes in the brain that lead to improved 

cognition (McNab et al., 2009, Hoekzema et al., 2010, Olesen et al., 2004, Takeuchi et 

al., 2010). Despite the evidence in support for CCRT, there is still need for more trials 

to test the effectiveness of CCRT on not only the trained cognitive tasks (e.g. attention 

and working memory) but also the non trained functional areas (e.g. everyday 

behaviour, academic achievement and other activities of daily living).  

In sub-Saharan Africa, CNS malaria whose cognitive outcomes have been 

widely studied provides an excellent opportunity to present further evidence as to 

whether CCRT has any benefit on the cognitive functions after brain injury. As noted 

above, there is a dearth of evidence that CNS malaria affects behaviour and academic 

skills. Including these as outcomes can also provide some answers whether CCRT has 

any benefit on these non-trained functional areas.  
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2 THEORETICAL FRAMEWORK 

Cognitive functioning after CNS malaria is predicted by factors occurring 

before, during and after the infection. Pre-infection factors include pre-morbid 

cognitive function, maternal education and gravidity, developmental delay, prior 

history of head injury, malnutrition, education level and the quality of the home 

environment (Bangirana et al., 2009a, Kolb and Whishaw, 2009, Abubakar et al., 

2010). Factors predicting outcome during infection include peri-infection factors such 

as coma depth, coma duration, seizures, hypoglycaemia, TNF-α levels, anaemia, 

malnutrition, neurological signs while post-infection factors will include seizures, 

further cerebral insult, poor feeding and the quality of the home environment 

(Bangirana et al., 2009a, Opoka et al., 2009, Idro et al., 2006, John et al., 2008b, 

Boivin, 2002, Boivin et al., 2007, Holding et al., 1999). In the assessment of cognition 

after CNS malaria, these variables need to be controlled for by either excluding 

children with these risk factors or controlling for them in the analyses. 

A wide range of cognitive functions are affected after CNS malaria but not all 

children will have the same cognitive abilities impaired. A robust intervention targeting 

a wide range of cognitive abilities is thus needed for effective rehabilitation of the 

resulting deficits. Many CCRT programs meet this requirement in being able to target a 

specific skill or train a variety of cognitive skills. As earlier noted, there is a likelihood 

that other important functional areas like academic achievement and behaviour may be 

affected by CNS malaria. Including them as outcomes in the rehabilitation process will 

shade more light on the debate whether CCRT improves not only the trained skills but 

the untrained skills as well (Dickinson et al., 2010, Owen et al., 2010). The above pre-, 

peri- and post-infections factors can also affect outcomes of the intervention. 
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3 RATIONALE FOR THE STUDIES 

Central nervous system malaria is one of the main causes of cognitive deficits 

in children in sub-Saharan Africa (Carter et al., 2003b, Idro et al., 2010b). Studies from 

Africa show several cognitive skills impaired as a result of malaria infection as 

reviewed above. However well designed prospective studies have not been carried out 

to describe the long-term cognitive deficits of CNS malaria. In assessing children at 

risk of cognitive deficits after malaria or other CNS infections, several challenges arise 

as to whether culturally appropriate psychological tests are being used. Even still, most 

studies have focused on the subtle cognitive functions and not assessed overt functional 

activities like behaviour and academic achievement. It has been noted than much as 

CNS malaria leads to cognitive deficits, interventions are still lacking in the region 

leaving children to suffer the cognitive burden of the disease (Idro et al., 2010b, 

Bangirana et al., 2006). 

The present study attempts to address the above concerns by describing the 

cognitive, academic and behavioural outcomes of CNS malaria and examining the 

effectiveness of CCRT in improving these outcomes. 
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Figure 1. Conceptual framework depicting development of cognitive deficits after CNS malaria and the possible benefit from 

CCRT 
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4 STUDY OBJECTIVES 

 

4.1 General objective 

The general objective of this study was to investigate the effect of CCRT on 

cognition, academic achievement and behaviour after central nervous system malaria in 

Ugandan children. 

 

4.2 Specific objectives 

i) To describe the long-term cognitive outcomes of central nervous system 

malaria. 

 

ii) To investigate the effect of computerised cognitive rehabilitation training on 

cognition and behaviour four years after central nervous system malaria. 

 

iii) To examine the construct validity of the Kaufman Assessment Battery for 

Children second edition. 

 

iv) To examine the effect of central nervous system malaria on cognition, 

academic achievement and behaviour. 

 

v) To investigate the effect of computerised cognitive rehabilitation training on 

cognition, academic achievement and behaviour three months after central 

nervous system malaria. 
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5 METHODS 

 

5.1 Study area 

This study was conducted in Uganda, a land locked country of 241,551 sq. km 

and a population of 32 million with children 6 to 12 years accounting for 6.3 million 

(19.7%) of the population (Population Secretariat, 2010). The male to female sex ratio 

is 95:100, infant mortality rate stands at 78 per 1000 live births, under five mortality 

rate at 134 per 1000 live births and maternal mortality rate is 550 per 100,000 live 

births (WHO, 2008). The life expectancy for males and females is 49 and 51 years 

respectively (WHO, 2008). The Baganda are the largest tribe with 17.3% followed by 

the Banyankore with 7.8% of the population  (UBOS, 2002). 

Patient recruitment was done from Kampala, the capital city of Uganda. It has a 

population of 1.5 million spread out in five divisions (UBOS, 2002). Mulago, Mengo, 

Nsambya and Rubaga hospitals, the four largest hospitals in Kampala served as 

recruitment sites. Mulago hospital is Uganda’s national referral hospital receiving about 

6300 paediatric malaria cases annually (Opoka et al., 2008). It is a 1500 bed facility 

providing specialist services and acts as a district hospital for Kampala city and 

teaching hospital for Makerere University School of Medicine. Being the national 

referral hospital, it receives patients from surrounding districts and from the whole 

country. It was convenient for the study since there are already existing facilities for 

research on cerebral malaria that were used in this thesis. Mengo, Nsambya and Rubaga 

hospitals were included as other sites to increase the catchment area as the number of 

children with CNS malaria above five years in Mulago was low. These four hospitals 

are strategically located in three of the five divisions of Kampala district ensuring that 

most of the malaria cases in Kampala presenting to these hospitals and meeting the 

inclusion criteria below were recruited as well as some from surrounding districts.  

 

5.2 Study population 

Two cohorts were recruited for this thesis. The first cohort of children aged 5 to 

12 years was recruited between November 2003 and February 2005. In this cohort, 

three groups of children were recruited; children with cerebral malaria, uncomplicated 

malaria and community controls. Children with cerebral malaria were recruited if they 

presented to Mulago Hospital with the WHO criteria for cerebral malaria (i.e. positive 

blood smear for P. Falciparum, unarousable coma and no other cause for coma). The 
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uncomplicated malaria group were recruited if they had a positive blood smear for P. 

Falciparum and no neurological or other complications of malaria. Community 

controls were recruited from the homes or neighbourhoods of the cerebral malaria and 

uncomplicated malaria children and had no malaria. Studies I, II and III used this first 

cohort of children.  

For Studies IV and V, another cohort of children was recruited from Mulago 

Hospital, the National Referral Hospital of Uganda, and from Nsambya, Rubaga and 

Mengo Hospitals all located in Kampala, Uganda’s Capital City. The latter three are 

large private mission hospitals. Participants were children aged 5 to 16 years presenting 

with malaria (P. falciparum on blood smears) and either one or more of the following; 

1) convulsive seizures lasting over 15 minutes or repeated seizures observed by the 

parent, 2) impaired consciousness (Glasgow coma scale score of 14 and below), 3) 

coma i.e. (unarousable coma with normal cerebrospinal fluid). A medical history and 

physical examination were done on admission by a medical officer.   

At discharge, home directions and telephone contacts were obtained from the 

parents/caregivers and an appointment given for the baseline assessment three months 

later. In the interim period, a home visit was made to assess the quality of the home 

environment and to recruit a control child. Preference was given to a child within 2 

years of the child who was sick, but within the 5 to 16 years age bracket. The control 

child was required to come to Mulago Hospital with the identified case for the baseline 

assessments at three months.  

The exclusion criteria for both cohorts were; history of or present meningitis, 

encephalitis, prior CNS infections, sickle cell disease, epilepsy, multiple seizures, 

developmental delay and history of hospitalization for malnutrition. 

All studies were approved by the Makerere University School of Medicine 

Research and Ethics Committee and the Uganda National Council for Science and 

Technology. 

 

5.3 Study assessments 

5.3.1 Kaufman Assessment Battery for Children (KABC) 

The KABC is one of the most widely used paper-pencil test of cognition for 

children in sub-Saharan Africa. It consists of three main scales measuring working 

memory, visuospatial skills and achievement in children 2.5 to 12.5 years (Kaufman 

and Kaufman, 1983). The test was designed to be administered with little emphasis on 

language making it particularly appropriate for cross-cultural studies especially in non-
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English speaking settings. Studies in Africa and Asia have found it to be sensitive to 

disease effects on the brain, socioeconomic status, the child and parent’s education, 

nutritional status and the quality of the home environment (Bangirana et al., 2009a, 

Boivin, 2002, Boivin et al., 1996, Boivin and Giordani, 1993). It was used in Study I to 

measure working memory. 

 

5.3.2 Kaufman Assessment Battery for Children, Second Edition 

(KABC-II) 

The KABC-II is an improvement of its predecessor; it includes scales 

measuring working memory, visuospatial skills like the original KABC and three new 

scales measuring learning, planning and knowledge for ages 3 to 18 years (Kaufman 

and Kaufman, 2004). It still does not rely heavily on language during test 

administration like the original KABC making it useful in cross-cultural research. It 

was used in Studies III, IV and V to assess memory, visuospatial skills, learning and 

planning. 

 

5.3.3 Tactual Performance Test  

The Tactual Performance Test is a task performed by hand measuring spatial 

learning. While blindfolded, children are required to place six shapes into 

corresponding holes in a board placed upright. The task is first performed with the 

dominant hand, then non-dominant hand and finally both hands. The average time to 

complete the task in all three trials was the outcome measure for learning in Study I. 

Tactual Performance Test scores have been found to be related to nutritional status of 

the children in Uganda and Laos (Bangirana et al., 2009a, Boivin et al., 1996). 

 

5.3.4 Test of Variables of Attention  

This continuous performance test measures different variables of attention using 

a computer. Children are required to press a switch immediately the target stimulus 

appears on the screen and refrain from pressing the switch when the non-target stimulus 

appears. Attention variables measured include inattention (failing to react when target 

appears), impulsivity (reacting to a non-target), reaction time (time taken to react) and 

D’ prime (measure of overall attention capacity) (Dupuy and Greenberg, 2005). D’ 

prime was the outcome measure for attention in Studies I, IV and V. This measure of 

attention has consistently proven sensitive to cerebral insult from malaria in Senegalese 

and Ugandan children (Boivin, 2002, Boivin et al., 2007).  
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5.3.5 CogState 

The CogState is a brief computer administered neuropsychological test battery 

(Pietrzak et al., 2008). It uses playing cards and mazes in game-like fashion which 

makes the tasks enjoyable and reduces chances of boredom. In the card tasks, 

respondents have to press a particular key on the mouse or keyboard if the presented 

card is red (identification), is face up (detection), is similar to the previous card 

(memory) or has been presented before in the task (learning). In the maze task, the 

respondent uses the mouse to follow a target across the maze (maze chasing) or 

undercover a path beneath the maze through trial and error (maze learning) (Pietrzak et 

al., 2008).  

 

5.3.6 Child Behavior Checklist (CBCL) 

The CBCL is one of the most widely used measures of child and adolescent 

behaviour. It contains 120 items measuring different behavioural profiles like anxiety, 

depression, attention problems, somatic complaints, aggressive behaviour and social 

problems (Achenbach and Rescorla, 2001). These test items can be collapsed into 

externalising, internalising or total behavioural problems. The CBCL has been 

validated in many societies around the world and has fair reliability when used in 

Ugandan children (Bangirana et al., 2009b, Ivanova et al., 2007).  

 

5.3.7 Wide Range Achievement Test, Third Edition  

The Wide Range Achievement Test is a measure of academic achievement in 

arithmetic, reading and spelling (Wilkinson, 1993).  It is a simple to administer test of 

brief duration lasting 10 to 30 minutes. It has been used to measure achievement in 

Ugandan children with HIV (Bagenda et al., 2006). 

 

5.3.8 Middle Childhood Home Observation for the Measurement of the 

Environment   

This instrument measures the amount of stimulation and learning opportunities 

a household offers the child (Caldwell and Bradley, 2001). It has been used in assessing 

the quality of the home environment in Ugandan children (Bangirana et al., 2009a, 

Boivin et al., 2007). It contains 59 items though one item was removed because it was 

deemed not appropriate for Ugandan families. Its score is predictive of cognition in 
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Ugandan children and was used as a covariate in the statistical analyses (Bangirana et 

al., 2009a). 

 

5.4 Cognitive intervention 

Captain’s Log is the cognitive intervention program used in the studies 

consisting of 35 brain training exercises for a variety of cognitive skills (Sandford, 

2007). Fifteen exercises were chosen based on their minimal use of language and few 

movements with the mouse since children in Uganda are not very familiar with 

computers. Of these 15 exercises, four trained attention, four trained memory and 

conceptual skills, three were for visuomotor skills and four for logic. The training 

program used in the studies consisted of 16 brain training sessions lasting 45 minutes 

each. Two sessions were performed each week for eight weeks. The first session of 

training started at the simplest level and increased in difficulty as the training 

progressed based on the child’s performance. 

 

5.5 Study designs 

5.5.1 Study I: Long-term cognitive outcomes of CNS malaria 

In this prospective cohort study, 38 children admitted with cerebral malaria and 

48 children with uncomplicated malaria at Mulago Hospital, Kampala, were followed 

up and given psychological testing at 24 months post discharge. Test scores were 

compared to 79 age matched community controls. Assessments done at discharge, three 

and six months have been described elsewhere (Boivin et al., 2007). Areas assessed in 

these children included working memory, attention and learning. The amount of 

stimulation, caregiver-child interaction and learning opportunities in the household was 

measured and used a covariate in the analyses as this affects cognition in Ugandan 

children. A checklist was also administered to measure the child’s socioeconomic status 

and compare it across the three groups.  

Age adjusted z scores were derived from the scores of the control group. A z 

score equal or lesser than 2 indicated impaired working memory and attention while a z 

score equal or greater than 2 indicated impairment in learning. A child was defined as 

being cognitively impaired if he/she was impaired in any one of the three areas tested. 

Frequency of impairment was analysed using chi square or Fisher’s exact test where 

appropriate while the performance in the cognitive testing was compared between the 

groups using multiple linear regression. The child’s school level, gender, nutritional 
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status and quality of the home environment were controlled for in the regression 

analyses. 

 

5.5.2 Study II: Effect of delayed CCRT on cognition and behaviour 

This randomised controlled trial was done approximately 18 months after the 24 

months testing in Study I above. Thirty seven of the 38 children with a history of 

cerebral malaria were followed up and given baseline neuropsychological testing for 

learning, working memory, visuospatial skills, planning, psychomotor speed and 

attention and behavioural assessment for internalising, externalising and total 

behavioural problems. An additional 28 children admitted with cerebral malaria at the 

same time as the above 37 (November 2003 to February 2005) were also enrolled into 

this study and given the same baseline assessments. These 65 children were later 

randomised to either a CCRT arm or to a treatment as usual arm. The CCRT 

intervention consisted of 16 cognitive training sessions done bi-weekly for eight weeks. 

Post-intervention assessment was done two months after the baseline testing. 

Post-intervention test scores between the two groups were compared using 

analysis of covariance while controlling for age, grade, weight for age z 

scores (nutritional status), quality of the home environment, sex, and baseline pre-

intervention score of the same outcome. 

 

5.5.3 Study III: Construct validity of the KABC-II 

The KABC-II was administered to the same children in Study II above for this 

cross sectional study. Approximately 18 months after the 24 months testing in Study I 

above, 37 of the 38 children with a history of cerebral malaria were followed up and 

assessed with the KABC-II. An additional 28 children admitted with cerebral malaria at 

the same time as the 37 above were also enrolled into this study and assessed with the 

KABC-II. Thirteen subscales of the KABC-II were administered to these children. 

These included; Atlantis, Rebus, Atlantis Delayed, Rebus Delayed measuring Learning. 

Hand Movements, Word Order, Number Recall measuring Working Memory. Block 

Counting, Rover, Triangles, Gestalt Closure measuring Visuospatial Skills. Pattern 

Reasoning and Story Completion measuring Planning. All items in these subscales 

were administered except seven items from Gestalt Closure which were omitted 

because they were not culturally appropriate. This was after a consensus with the 

research team. 
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Prior to testing, all instructions for the KABC-II were translated into Luganda, 

the commonly spoken language in Kampala by a research assistant and then back 

translated to English by another research assistant before testing. Factor analysis using 

principal components analysis was applied to these 13 subscales to identify those 

measuring the same outcome. 

 

5.5.4 Study IV: Cognition, academic achievement and behaviour after 

CNS malaria 

A new cohort was recruited for this study. In this prospective cohort study, sixty 

two children admitted with CNS malaria at Mulago, Rubaga, Mengo and Nsambya 

Hospitals in Kampala were recruited and followed up at three months and given tests 

for cognition (working memory, visuospatial skills, planning, learning and attention), 

academic achievement (arithmetic, reading and spelling) and behaviour (internalising 

and externalising behavioural problems). Home visits were also done to measure the 

care-giving environment, socioeconomic status and to recruit age matched community 

controls. Test scores were compared to 61 age matched controls. 

Analysis of covariance was used to compare cognitive ability, academic 

achievement and behaviour between the malaria group and the control group. The 

child’s age, level of education, home environment score, weight for age z score and sex 

were entered as covariates in the model. A linear regression model was used to identify 

whether cognitive ability is predictive of academic achievement.   

 

5.5.5 Study V: Effect of immediate CCRT on cognition, academic 

achievement and behaviour 

After the baseline assessment in Study IV above, children were randomised to 

either a CCRT or a treatment as usual group for this randomised controlled trial. The 

randomisation procedure was stratified for the three different groups of CNS malaria; 

cerebral malaria, malaria with seizures and malaria with impaired consciousness. The 

cognitive training was similar to what was provided in Study II above. To assess the 

effect of the intervention while controlling for other covariates, analysis of covariance 

was run on the post-intervention score with covariates age, weight for age z score, 

quality of the home environment, sex, time between admission and post-intervention 

assessment and baseline pre-intervention score on the same outcome variable. 
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5.6 Overview of methods 

Table 1. Summary of study designs  

Study Design Setting Methods Period 

Study I Prospective cohort 

study 

Mulago 

Hospital 

Cognitive test scores of 38 

children with a history of CNS 

malaria and 48 children with 

uncomplicated malaria were 

compared to scores of 79 

community controls. 

2005 to 

2006 

Study II Randomised 

controlled trial 

Mulago 

Hospital 

65 children with a history of 

CNS malaria were randomly 

assigned to either CCRT or 

treatment as usual. Pre-and 

post-intervention cognitive and 

behavioural testing done. 

2007 to 

2008 

Study III Cross sectional 

study 

Mulago 

Hospital 

65 children with a history of 

CNS malaria were assessed for 

cognitive functioning using the 

KABC-II. 

2007 to 

2008 

Study IV Prospective cohort 

study 

Mulago, 

Mengo, 

Nsambya 

and 

Rubaga 

Hospitals 

Cognitive, behavioural and 

academic test scores of 62 

children with a history of CNS 

malaria were compared to 

scores of 61 community 

controls. 

2008 to 

2010 

Study V Randomised 

controlled trial 

Mulago, 

Mengo, 

Nsambya 

and 

Rubaga 

Hospitals 

65 children with a history of 

CNS malaria were randomly 

assigned to either CCRT or 

treatment as usual. Pre-and 

post-intervention cognitive, 

academic and behavioural 

testing done. 

2008 to 

2010 
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6 RESULTS 

6.1 Study I: Long-term cognitive outcomes of CNS malaria 

This study aimed to investigate the long-term cognitive outcomes of CNS 

malaria. Children with CNS malaria had a higher frequency of impairment in at least 

one of the three areas tested than the community controls (26.3% vs 7.6%, p = 0.006). 

Attention was mainly affected where the CNS malaria group had a significantly higher 

frequency of cognitive impairment than the controls (18.4% vs 2.5%, p = 0.005) and a 

greater severity of impairment as indicated by the estimated mean difference of -0.71 

(95% confidence interval [CI]: -1.10 to -0.32). Children with CNS malaria had a 3.67 

fold increased risk for cognitive impairment at 24 months compared to the community 

controls (95% CI: 1.11 to 12.07). Hyporeflexia at admission and having any 

neurological deficit at three months were associated with impaired cognition at 24 

months.  

 

6.2 Study II: Effect delayed CCRT on cognition and behaviour 

The aim of this study was to investigate the effect of CCRT on cognition and 

behaviour four years after a CNS malaria episode. The intervention group and the 

treatment as usual group had similar demographic characteristics though the 

intervention group had a longer period in days between pre- and post-intervention 

assessment (61.6 vs 80.9, p = 0.0001). The intervention group showed an improved 

performance in all outcomes assessed but this was significant for maze learning [group 

effect (standard error) 0.08 (0.02); p < 0.001], maze chasing [0.14 (0.03); p < 0.001], 

detection [0.14 (0.07); p < 0.04] and for internalizing problems [-3.80 (1.56); p < 0.02]. 

Time between pre- and post-intervention assessments did not affect the 

neuropsychological outcomes. 

 

6.3 Study III: Construct validity of the KABC-II 

This study was carried out to evaluate the construct validity of the KABC-II in 

Ugandan children. Majority of the respondents were male (62%) with an average age of 

9.9 years (SD = 2.5). The 13 items of the KABC-II loaded on five factors. The first 

factor was composed of three of the four Learning tests; Rebus, Rebus Delayed and 

Atlantis. The second factor was mainly composed of three of the four Visuospatial 

tests; Gestalt Closure, Triangles and Block Counting. All three Working Memory tests 

(Hand Movements, Word Order and Number Recall) loaded on the third factor. The 
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fourth factor was composed of all Planning tests (Story Completion and Pattern 

Reasoning). The fifth factor did not have tests measuring specific abilities loading on it 

with Number Recall (Working memory) and Atlantis Delayed (Learning). The four 

factor structure is in line with the test’s original development thus proving a valid test 

in Uganda. 

 

6.4 Study IV: Cognition, academic achievement and behaviour after 

CNS malaria 

The aim of this study was to describe the effect of CNS malaria on cognition, 

academic achievement and behaviour. Children in the malaria group had low attention 

scores (estimated mean difference = 0.32, 95% confidence interval (CI) = 0.01 to 0.63) 

and more internalising behavioural problems than the community controls (0.31, CI, = 

0.05 to 0.56). No significant differences were observed in any other outcome scores 

between the two groups. In the malaria group, Working Memory predicted Reading 

(Coefficient = 0.34, CI = 0.06 to 0.62) and Spelling (0.43, CI = 0.09 to 0.77) and 

Visuospatial ability predicted Arithmetic (0.17, CI = 0.05 to 0.28). 

 

6.5 Study V: Effect of immediate CCRT on cognition, academic 

achievement and behaviour 

Study V was designed to investigate the effect of CCRT initiated three months 

after CNS malaria on cognition, academic achievement and behaviour. Both the 

intervention and control group had similar demographic characteristics. At baseline 

assessment, cognitive, behavioural and academic achievement scores were similar 

across the groups. After adjusting for education level, sex, weight for age z score, 

quality of the home environment, time between admission and post-intervention testing  

and the pre-intervention score, intervention effects were observed in Learning, (group 

effect (standard error) -12.46 (6.05); p = 0.04). However, the intervention group had 

lower working memory scores at post-intervention (2.08 (0.01); p = 0.04). No effect 

was observed for other cognitive outcomes or in any of the academic or behavioural 

measures.  
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7 DISCUSSION 

This thesis attempted to answer three questions regarding cerebral insult in 

children in sub-Saharan Africa;  

1) What areas of functioning (i.e. cognitive, academic achievement and 

behaviour) are affected by CNS malaria?  

2) Can psychological tests developed in the West measure these cognitive 

deficits in Ugandan children as they were intended to measure?  

3) Can cognitive rehabilitation ameliorate these observed deficits? 

The results of the studies designed to answer these questions are discussed 

below focusing on the new information generated, comparison with other studies, 

implications for practise, the limitations and suggestions for improved studies.  

 

7.1 Effect of malaria on cognition, academic achievement and behaviour  

The two outcome studies in this thesis showed that attention is mostly affected 

by malaria infection which is consistent with findings from other studies in Senegal, 

Kenya, Uganda and now recently in Malawi. Boivin (2002) in his retrospective study 

with Senegalese children observed lower attention scores in children who had had 

cerebral malaria compared to healthy controls. These attention scores were also 

correlated with indicators of diseases severity like coma duration (Boivin, 2002). 

Holding et al., (1999) had earlier observed attention problems in children with a history 

of malaria with impaired consciousness. A subsequent study from Uganda also showed 

attention problems after malaria (Boivin et al., 2007).  

A recent study comparing event related potentials among Kenyan children with 

CNS malaria and controls seems to suggest that attention may be an underlying deficit. 

Kihara and colleagues observed that children with a history of CNS malaria had 

abnormal event related potential signals to novel auditory and visual stimuli compared 

to controls (Kihara et al., 2010a). They went on to state that their results are suggestive 

of atypical processing in the brain regions responsible for orienting one’s attention to 

novelty. 

Birbeck and colleagues noted that several of their cohort of children discharged 

after cerebral malaria met clinical diagnosis of ADHD (Birbeck et al., 2010b). Idro and 

colleagues also observed externalizing behavioural problems especially ADHD-like 

symptoms in Ugandan children attending a specialist neurology clinic (Idro et al., 

2010a). However, behavioural outcomes in this thesis are not consistent with the 
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Malawi or Idro’s findings. There were no ADHD-like behaviour observed in this thesis, 

children instead displayed more internalizing behavioural problems unlike the 

externalizing behaviour seen in Birbeck’s or Idro’s studies.  

These inconsistent findings call for more long-term follow-up studies to 

describe the development of behavioural problems after CNS malaria more accurately. 

It is worth noting that the Malawi study used children with only cerebral malaria with 

retinal findings indicative of cerebral insult. These children therefore had a more severe 

form of malaria compared to the children in study IV which may partly explain the 

different behavioural outcomes in these studies. 

In addition to describing the cognitive outcomes of cerebral malaria, study I 

identified some risk factors for long term cognitive deficits. Neurological signs like 

hyporeflexia on admission and presence of any neurological deficit at 6 months were 

associated with cognitive impairment at 24 months. Earlier, a follow-up study on these 

same children at six months identified seizures and coma duration as being associated 

with cognitive impairment (Boivin et al., 2007). For clinical practice, measures to 

manage seizures, resolve coma and other factors associated with neurological outcome 

may prove beneficial in reducing the frequency of cognitive impairment in Africa.  

Whereas these studies looked at clinical features associated with cognitive 

outcome, other factors that may be involved in brain injury during malaria infection 

like elevated cytokine release, nitric oxide and endothelial micro particles were not 

collectively analysed. Analysis of these likely causes of brain injury together may help 

identify which factors contribute more to the cognitive outcomes of cerebral malaria. 

This may also shed light on the poorly understood pathogenesis of cerebral malaria and 

possibly other encephalopathies. Adjunct therapies for cognitive deficits after CNS 

malaria could then be developed based on these associated factors. 

One drawback to understanding the cognitive outcomes of cerebral malaria and 

their pathogenesis is lack of a consensus among the different research groups on what 

to test and which test batteries to use. This is mainly due to the limited culturally 

sensitive tests for use in this setting. As a result, some sites show different outcomes of 

CNS malaria compared to others due to different tests used. For example, Boivin and 

colleagues in Uganda have shown consistently that attention is affected (Boivin et al., 

2007, John et al., 2008a) while Carter and colleagues in Kenya show speech and 

language being commonly affected (Carter et al., 2006, Carter et al., 2005a, Carter et 

al., 2003a, Carter et al., 2005b).  The studies in Uganda did not assess speech and 
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language in these children making comparison of cognitive outcomes between different 

sites difficult. 

A further limitation of Studies I and IV is the limited follow-up time. Whereas 

Study I looked at outcomes after 24 months, evidence from earlier studies in Kenya 

show deficits persisting at 8 years and more after CNS malaria (Carter et al., 2005b). A 

longer follow-up would give a better picture on the course of these cognitive deficits. 

Finally, these studies were carried out in children five years and older yet malaria is 

more prevalent in those five years and below. This was mainly due to lack of 

appropriate tests for these young children. 

 

7.2 Neuropsychological assessment 

Study III looked at the construct validity of the KABC-II which was found to 

measure the same cognitive abilities as it was designed to measure. Thirteen of the 

KABC-II’s subtests loaded on four factors corresponding to four abilities; Working 

Memory, Visuospatial skills, Learning and Planning. However this study did not look 

at other psychometric properties like reliability, sensitivity and specificity. Future 

studies may need to go further and assess these other properties using other already 

validated tests as a gold standard or seeing how well the KABC-II scores are associated 

with other variables.  

Malda and colleagues have also found the KABC-II to be valid as well as 

reliable when used with Indian children (Malda et al., 2010). This was after carrying 

out adaptation of the KABC-II through item modification and changes to item 

administration (Malda et al., 2008). Other attempts at developing culturally appropriate 

tests for Africa by modifying items from Western tests to suit the African setting have 

been done (Abubakar et al., 2007, Holding et al., 2004, Nampijja et al., 2010).  

Children in sub-Saharan Africa are at risk for cognitive deficits as a result of 

physical illness, inadequate nutrition, poverty and war violence (Walker et al., 2007). 

With few culturally appropriate tests to assess the cognitive outcomes of the above risk 

factors, adaptation of existing Western tests is a possible option. However cultural 

biases must first be ruled out. For younger age groups, paper-pencil tests like the 

KABC-II above can be difficult to administer and interpret. Even for the older children, 

there is a possibility of test instructions not being administered uniformly or children 

from one culture solving the same problem differently thus having different skills being 

tested (Sternberg, 2004). It is crucial therefore to identify more suitable tests that are 

not heavily dependent on language and are tailored to each culture.  
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Kihara and colleagues have piloted the use of event related potentials in Kenyan 

children (Kihara et al., 2010b). Event related potentials are electrical signals produced 

in the brain in response to a stimulus (Kolb and Whishaw, 2009). In Kihara’s study, 

familiar and unfamiliar stimuli were used to test the children’s visual and auditory 

processing basing on the timing of the signals produced. It was observed that brain 

wave responses in these children are age dependant indicating maturation processes 

affect cognitive functions (Kihara et al., 2010b). This method is devoid of the cultural 

biases that most Western paper-pencil tests have. Its downside is the cost of the 

equipment which may limit its widespread use in this region. 

In their cross-cultural studies in Africa, Stenberg et al have identified two types 

of testing; dynamic testing where feedback is given to the child to measure the 

processes involved in learning and change and static testing where the emphasis is 

measuring the products of pre-existing skills and no feedback is given (Sternberg et al., 

2002). They go on to argue that for children brought up in environments that may 

compromise their cognitive development, dynamic testing is a better way to assess the 

child’s developing abilities (Sternberg et al., 2002). This may serve as an indicator of a 

child’s actual abilities. Static assessment will measure the child’s developed abilities, 

which may be low due to the environmental pressures. Taken together, dynamic 

assessments are therefore sensitive to long term environmental impoverishment while 

static assessments appear more sensitive to actual brain insult. This may explain why 

attention (a static assessment) is consistently observed as a deficient skill in children 

affected by cerebral malaria (Boivin, 2002, Boivin et al., 2007, John et al., 2008a) and 

not abilities derived from dynamic testing like learning ability.  

The implication here for neuropsychological practice in sub-Saharan African is 

to first identify the risk groups being assessed before carrying out the testing. Short of 

this, children cognitively compromised by say cerebral malaria, may score within the 

normal if given dynamic testing. In the studies in this thesis, learning ability, a dynamic 

assessment, was not affected by cerebral malaria but attention was.  

In clinical practice, there may be some difficulties given that Uganda like most 

sub-Saharan African countries lack enough mental health specialists to administer these 

lengthy tests (Ndyanabangi et al., 2004, Ovuga et al., 2007). Short of either developing 

shorter versions of the neuropsychological tests or beefing up the human resource, 

neuropsychological assessment and rehabilitation are a long way from becoming 

routine clinical practise in this region. 

 



 

27 

 

7.3 Computerised cognitive rehabilitation training 

The two cognitive intervention studies showed some benefit although the effect 

was not as hypothesized. Basing on Study I where the severity and frequency of 

cognitive deficits was higher at 24 months than what was seen at three and six months, 

it was hypothesized that immediate interventions would have better outcomes than 

delayed interventions by halting the worsening of the cognitive deficits. Study II carried 

out four years after the malaria episode showed improvement in all the outcomes with 

significant improvement observed in three of the outcomes. Study V was an immediate 

intervention carried out three months after the malaria episode. Contrary to the 

hypothesized effect of an immediate intervention, mixed results were observed in this 

study with only one of the ten outcomes showing improvement after the intervention. 

Surprisingly, in one outcome (working memory), the intervention group had poorer 

scores than the treatment as usual group.  

These results put the above hypothesis to question and seem to imply that 

benefit is greatest for those who are more cognitively compromised. It is therefore 

likely that individuals who are more cognitively compromised (patients in Study I) 

have more gains to make in cognitive function after CCRT compared to those less 

compromised (Study V patients). This may explain why the delayed intervention was 

more effective than the immediate intervention. In other words, the more cognitively 

compromised children have their functioning much lower below their normal function 

compared to those less compromised. The former therefore make more gains in 

cognitive functioning from the intervention than the latter who are nearer their normal 

functioning.   

These results however necessitate further work in cognitive rehabilitation for 

malaria infection. If delayed interventions are better, how delayed should the 

intervention be; 6 months, 1 year or 4 years as we did in Study I? Secondly, the mixed 

results from study V may require re-thinking the number of training sessions and the 

content of the cognitive training. Other successful cognitive intervention studies have 

used more training sessions than the 16 which were used in both studies II and V 

(Holmes et al., 2009, Klingberg et al., 2005, Sjo et al., 2010, van 't Hooft et al., 2007). 

Thirdly, training of specific cognitive abilities may be more effective than training 

several cognitive abilities as was done in the two studies. Training of working memory 

only has proven effective in improving cognitive functioning (both trained and 

untrained skills) in children (Holmes et al., 2009, Klingberg et al., 2005). Fourthly, are 

these cognitive benefits sustained? We did not do any long-term follow up to provide 
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any answers to this important question. Finally, there is a likelihood that the improved 

test scores in the intervention groups were due to the computer exposure as well as the 

prolonged interaction with the trainers who also happened to administer the tests and 

not the direct effect of the intervention (Iverson et al., 2009). 

The majority of the children who suffer from malaria and therefore bear the 

brunt of the resulting cognitive effects are under five years. This vulnerable group 

cannot perform the cognitive exercises we used or other computer based cognitive 

interventions. They clearly need appropriate interventions to help them achieve their 

full cognitive potential.  

 

7.4 Conclusions and policy implications 

This study has three main messages with policy implications: 

1) CNS malaria leads to long-term cognitive deficits in Ugandan children.  

2) These deficits can be detected using neuropsychological tests developed in the 

West after a few modifications.  

3) Computerised cognitive rehabilitation can resolve some of these deficits.  

The policy implications from these messages are: 

1) Given that the risk factors for impaired cognition in children are common in the 

Ugandan environment, there is need for routine neuropsychological testing for 

children admitted with illnesses having cerebral involvement like cerebral 

malaria and meningitis, possibly also other conditions like malnutrition.  

2) Interventions should be planned for children with apparent cognitive deficits or 

those at risk of developing them. 

3) The attainment of the two above goals relies on adequate staffing of national 

and regional referral centres with specialists to carry out these tasks. This calls 

for training and capacity building. 

 

7.5 Future studies 

There are several studies that can be carried out that may provide some answers 

to the unresolved issues raised in the discussion above. Future studies of CNS malaria 

could assess cerebrospinal fluid and serum cytokines as well as endothelial 

microparticles and other clinical and laboratory variables that have been associated 

with cognitive deficits in cerebral malaria. Analyses of all these risk factors could shed 

some light on the pathogenesis of cerebral malaria and the resulting cognitive 
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outcomes. Such studies could in the long run develop adjunct therapies for these 

cognitive deficits once the risk factors are identified. 

Much as the two intervention studies in this thesis showed improved cognitive 

outcomes, it is still not clear whether these improvements are due to examiner bias 

since no blinding was done or due to the increased interaction with the testers and 

computers. Future interventions should include another type of control group that will 

play computer exercises that do not train cognitive skills while the treatment group will 

play the cognitive exercises. This will create a similar computer and experimenter 

exposure for the children in the two groups which was not possible with the two studies 

in this thesis. Blinding too should be introduced in these future studies. 

All the interventions here have been done with children five years and older yet 

children below five years are the ones mainly affected by malaria. Interventions for 

these children are definitely needed.  

  



 

30 

8 ACKNOWLEDGEMENTS 

To the Almighty Lord for bringing me this far. 

I would like to acknowledge the guidance and immense help I received from 

my main supervisor Prof Peter Allebeck who gave valuable advice on the study 

methods, planned for my trips to Stockholm, made me feel comfortable by securing 

accommodation and office space and for getting me through the different procedures 

and requirements at the different stages of my PhD studies.  

To Prof Seggane Musisi, my co-supervisor for mentoring me from my early 

years as a graduate student, getting me this funding, advising on the study methods and 

continually doing his best to build me professionally. 

To Dr Anna Ehnvall, my co-supervisor for giving me guidance and valuable 

comments on the publications that make this thesis. 

Prior to enrolling for this PhD program I was involved in research on cerebral 

malaria (and still doing so) with a wonderful team of clinicians and researchers at the 

Makerere University-University of Minnesota Cerebral Malaria Project. The work in 

this thesis was carried out in the Cerebral Malaria Project and utilized the Project’s 

equipment and cognitive test batteries. I am grateful to the Cerebral Malaria Project for 

that. Prof Chandy John the Principal Investigator was instrumental in getting me into 

the PhD program at Makerere University and paid my first tuition fees. Thank you 

Chandy!! Prof Michael Boivin for being a friend and a mentor since 2003 when we first 

met. You made my dream of research in neuropsychology come true!! Dr Robert Opika 

Opoka, my colleague for the guidance that has made me a better researcher and team 

player. Dr Richard Idro, you have been my inspiration, thank you for the guidance and 

motivation. Prof Bruno Giordani for the valuable insights and guidance along the way. 

To Esther Ssebyala, Mary Simensen and the rest of the MU-UMN team, thank you!!  

I was very privileged to work with a dedicated and experienced team of 

research assistants that did a tremendous job recruiting, treating, testing and following 

up the children. My thanks go out to Clare Ahabwe Bangirana, Mabel Mayende Bazira, 

Joseylee Kasule, Joseph Otim, Ivan Muwanguzi, Susan Nalubwama, Charles Musoke, 

Aggrey Dhabangi, Peter Katumba, Andrew Ssemata, Julius Semakula, Leticia 

Nandago, Gloria Kyarisiima, Victoria Nakibuuka, Lillian Cheptoris, Josephine 

Nakanjako and May Tambula. Thank you all for the great job!! 

To my current and former colleagues and friends at Karolinska Institutet, thank 

you for the company, advice, help and encouragement along the way. These include 



 

31 

 

Noeline Nakasujja, Janet Nakigudde, Catherine Abbo, Romano Byaruhanga, Solome 

Bakeera, Peter Waiswa, Freddie Bwanga, Jolly Beyeza, Gorette Nalwadda, Twaha 

Mutyaba, Sara Sjolund, Emelie Agardh, Sigga Baldursdottir, Salla Atkins, Iryne 

Marunga, Emily Waweru, Benjamin Kamala, Patricia Munseri, Matilda Ngarina, Diddy 

Antai, Edison Manrique-Garcia, Karin Guldbrandsson, Lovisa Syden, Anders 

Lundström, Elisabeth Johansson, Axelina Rydnert, Anna Sidorchuk, Mina Rydell, Imre 

Janzky, Gunmaria Löfberg, Marita Larsson, Maissa Al-Adhami and others whose 

names I have omitted here. 

To Anna-Berit Ransjo Arvidson for the hospitality and friendship over the 

years. I am forever grateful!!  

Lena and Gunnar Bylander, thank you for hosting me during my first visits to 

Stockholm. 

The families of Ruth and Andreas Bohlin as well as Christian and Johanna 

Ruck, thank you making Stockholm feel like home on several occasions.  

Prof Eli Katunguka-Rwakishaya, Maria Nakyewa, Julian Nankya and the staff 

from the School of Graduate Studies, Makerere University for handling all the 

logistical aspects of my study. Maria and Julian, I especially thank you for being patient 

with my several phone calls and visits to your office. 

To Michael Skoglund, Prof Stefan Peterson, Kristina Persson and Anna Persson 

for doing your best to make sure I travel for my studies on time and taking care of my 

upkeep. 

Prof John C Munene and Dr Janet Nambi for the initial introduction into the 

world of academic writing and research. 

Finally to my family, my lovely Clare for being my friend, wife and assistant 

during my studies and for taking care of our beautiful children. Thank you my love. To 

my children Pearl and Carl for keeping mummy busy and bringing so much joy in our 

lives. 

God bless you all!! 

 

 



 

32 

9 REFERENCES 
ABUBAKAR, A., HOLDING, P., VAN DE VIJVER, F. J. R., NEWTON, C. & VAN 

BAAR, A. (2010) Children at risk for developmental delay can be recognised 
by stunting, being underweight, ill health, little maternal schooling or high 
gravidity. Journal of Child Psychology and Psychiatry, 51, 652–659. 

ABUBAKAR, A., VAN DE VIJVER, F. J. R., MITHWANI, S., OBIERO, E., LEWA, 
N., KENGA, S., KATANA, K. & HOLDING, P. (2007) Assessing 
developmental outcomes in children from Kilifi, Kenya, following prophylaxis 
for seizures in cerebral malaria. Journal of health psychology, 12, 417. 

ACHENBACH, T. M. & RESCORLA, L. A. (2001) Manual for the ASEBA school-age 
forms & profiles: an integrated system of multi-informant assessment, 
Burlington, VT, University of Vermont, Research Center for Children, Youth, 
& Families. 

ANDERSSON, U. & LYXELL, B. (2007) Working memory deficit in children with 
mathematical difficulties: a general or specific deficit? J Exp Child Psychol, 96, 
197-228. 

BAGENDA, D., NASSALI, A., KALYESUBULA, I., SHERMAN, B., DROTAR, D., 
BOIVIN, M. J. & OLNESS, K. (2006) Health, neurologic, and cognitive status 
of HIV-infected, long-surviving, and antiretroviral-naive Ugandan children. 
Pediatrics, 117, 729-40. 

BANGIRANA, P., IDRO, R., JOHN, C. C. & BOIVIN, M. J. (2006) Rehabilitation for 
cognitive impairments after cerebral malaria in African children: strategies and 
limitations. Trop Med Int Health, 11, 1341-9. 

BANGIRANA, P., JOHN, C. C., IDRO, R., OPOKA, R. O., BYARUGABA, J., 
JUREK, A. M. & BOIVIN, M. J. (2009a) Socioeconomic predictors of 
cognition in Ugandan children: implications for community interventions. PLoS 
One, 4, e7898. 

BANGIRANA, P., NAKASUJJA, N., GIORDANI, B., OPOKA, R. O., JOHN, C. C. & 
BOIVIN, M. J. (2009b) Reliability of the Luganda version of the Child 
Behaviour Checklist in measuring behavioural problems after cerebral malaria. 
Child Adolesc Psychiatry Ment Health, 3, 38. 

BELLUCCI, D. M., GLABERMAN, K. & HASLAM, N. (2003) Computer-assisted 
cognitive rehabilitation reduces negative symptoms in the severely mentally ill. 
Schizophr Res, 59, 225-32. 

BIRBECK, G. L., BEARE, N., LEWALLEN, S., GLOVER, S. J., MOLYNEUX, M. 
E., KAPLAN, P. W. & TAYLOR, T. E. (2010a) Identification of malaria 
retinopathy improves the specificity of the clinical diagnosis of cerebral 
malaria: findings from a prospective cohort study. Am J Trop Med Hyg, 82, 
231-4. 

BIRBECK, G. L., MOLYNEUX, M. E., KAPLAN, P. W., SEYDEL, K. B., 
CHIMALIZENI, Y. F., KAWAZA, K. & TAYLOR, T. E. (2010b) Blantyre 
Malaria Project Epilepsy Study (BMPES) of neurological outcomes in 
retinopathy-positive paediatric cerebral malaria survivors: a prospective cohort 
study. Lancet Neurol, 9, 1173-81. 

BOIVIN, M. J. (2002) Effects of early cerebral malaria on cognitive ability in 
Senegalese children. J Dev Behav Pediatr, 23, 353-64. 

BOIVIN, M. J., BANGIRANA, P., BYARUGABA, J., OPOKA, R. O., IDRO, R., 
JUREK, A. M. & JOHN, C. C. (2007) Cognitive impairment after cerebral 
malaria in children: a prospective study. Pediatrics, 119, e360-6. 

BOIVIN, M. J., BUSMAN, R. A., PARIKH, S. M., BANGIRANA, P., PAGE, C. F., 
OPOKA, R. O. & GIORDANI, B. (2010) A pilot study of the 
neuropsychological benefits of computerized cognitive rehabilitation in 
Ugandan children with HIV. Neuropsychology, 24, 667-673. 

BOIVIN, M. J., CHOUNRAMANY, C., GIORDANI, B., XAISIDA, S., 
CHOULAMOUNTRY, L., PHOLSENA, P., CHRIST, C. L. & OLNESS, K. 
(1996) Validating a cognitive ability testing protocol with Lao children for 
community development applications. Neuropsychology, 10, 588-599. 



 

33 

 

BOIVIN, M. J. & GIORDANI, B. (1993) Improvements in cognitive performance for 
schoolchildren in Zaire, Africa, following an iron supplement and treatment for 
intestinal parasites. J Pediatr Psychol, 18, 249-64. 

BOIVIN, M. J., GIORDANI, B., NDANGA, K., MAKY, M. M., MANZEKI, K. M., 
NGUNU, N. & MUAMBA, K. (1993) Effects of treatment for intestinal 
parasites and malaria on the cognitive abilities of schoolchildren in Zaire, 
Africa. Health Psychol, 12, 220-6. 

BOIVIN, M. J., GLADSTONE, M. J., VOKHIWA, M., BIRBECK, G. L., MAGEN, J. 
G., PAGE, C., SEMRUD-CLIKEMAN, M., KAUYE, F. & TAYLOR, T. E. (In 
press) Developmental outcomes in Malawian children with retinopathy-positive 
cerebral malaria. Tropical Medicine & International Health. 

BOIVIN, M. J., GREEN, S. D., DAVIES, A. G., GIORDANI, B., MOKILI, J. K. & 
CUTTING, W. A. (1995) A preliminary evaluation of the cognitive and motor 
effects of pediatric HIV infection in Zairian children. Health Psychol, 14, 13-
21. 

BREMAN, J. G. (2001) The ears of the hippopotamus: manifestations, determinants, 
and estimates of the malaria burden. Am J Trop Med Hyg, 64, 1-11. 

BROWN, J., COOPER-KUHN, C. M., KEMPERMANN, G., VAN PRAAG, H., 
WINKLER, J., GAGE, F. H. & KUHN, H. G. (2003) Enriched environment 
and physical activity stimulate hippocampal but not olfactory bulb 
neurogenesis. Eur J Neurosci, 17, 2042-6. 

BULL, R., ESPY, K. A. & WIEBE, S. A. (2008) Short-term memory, working 
memory, and executive functioning in preschoolers: longitudinal predictors of 
mathematical achievement at age 7 years. Dev Neuropsychol, 33, 205-28. 

CALDWELL, B. M. & BRADLEY, R. H. (2001) Home Inventory Administration 
Manual (3 rd ed.), Little Rock, AR, University of Arkansas. 

CARTER, J. A., LEES, J. A., GONA, J. K., MURIRA, G., RIMBA, K., NEVILLE, B. 
G. & NEWTON, C. R. (2006) Severe falciparum malaria and acquired 
childhood language disorder. Dev Med Child Neurol, 48, 51-7. 

CARTER, J. A., MUNG'ALA-ODERA, V., NEVILLE, B. G., MURIRA, G., MTURI, 
N., MUSUMBA, C. & NEWTON, C. R. (2005a) Persistent neurocognitive 
impairments associated with severe falciparum malaria in Kenyan children. J 
Neurol Neurosurg Psychiatry, 76, 476-81. 

CARTER, J. A., MURIRA, G. M., ROSS, A. J., MUNG'ALA-ODERA, V. & 
NEWTON, C. R. (2003a) Speech and language sequelae of severe malaria in 
Kenyan children. Brain Inj, 17, 217-24. 

CARTER, J. A., NEVILLE, B. G. & NEWTON, C. R. (2003b) Neuro-cognitive 
impairment following acquired central nervous system infections in childhood: 
a systematic review. Brain Res Brain Res Rev, 43, 57-69. 

CARTER, J. A., ROSS, A. J., NEVILLE, B. G., OBIERO, E., KATANA, K., 
MUNG'ALA-ODERA, V., LEES, J. A. & NEWTON, C. R. (2005b) 
Developmental impairments following severe falciparum malaria in children. 
Trop Med Int Health, 10, 3-10. 

CHIMA, R. I., GOODMAN, C. A. & MILLS, A. (2003) The economic impact of 
malaria in Africa: a critical review of the evidence. Health Policy, 63, 17-36. 

CLARK, L. A. & WATSON, D. (2006) Distress and fear disorders: an alternative 
empirically based taxonomy of the 'mood' and 'anxiety' disorders. British 
Journal of Psychiatry, 189, 481- 483. 

DERESSA, W., HAILEMARIAM, D. & ALI, A. (2007) Economic costs of epidemic 
malaria to households in rural Ethiopia. Tropical Medicine & International 
Health, 12, 1148-1156. 

DICKINSON, D., TENHULA, W., MORRIS, S., BROWN, C., PEER, J., SPENCER, 
K., LI, L., GOLD, J. M. & BELLACK, A. S. (2010) A randomized, controlled 
trial of computer-assisted cognitive remediation for schizophrenia. Am J 
Psychiatry, 167, 170-80. 

DUGBARTEY, A. T., SPELLACY, F. J. & DUGBARTEY, M. T. (1998) 
Somatosensory discrimination deficits following pediatric cerebral malaria. Am 
J Trop Med Hyg, 59, 393-6. 



 

34 

DUPUY, T. R. & GREENBERG, L. M. (2005) The T.O.V.A. Manual for IBM Personal 
Computer or IBM Compatible, Minneapolis, MN, Universal Attention 
Disorders. 

GIORDANI, B., BOIVIN, M. J., BIKAYI, O., NSEYILA, D. N. D. & LAUER, R. E. 
(1996) Use of the K-ABC with Children in Zaire, Africa: An Evaluation of the 
Sequential-Simultaneous Processing Distinction within an Intercultural Context. 
International Journal of Disability, Development, and Education, 43, 5-24. 

GRANTHAM-MCGREGOR, S., CHEUNG, Y. B., CUETO, S., GLEWWE, P., 
RICHTER, L. & STRUPP, B. (2007) Developmental potential in the first 5 
years for children in developing countries. Lancet, 369, 60-70. 

GREENFIELD, P. M. (1997) You Can't Take It with You: Why Ability Assessments 
Don't Cross Cultures. American Psychologist 52, 1115-1124. 

GREENWOOD, B. & MUTABINGWA, T. (2002) Malaria in 2002. Nature, 415, 670-
2. 

HOEKZEMA, E., CARMONA, S., TREMOLS, V., GISPERT, J. D., GUITART, M., 
FAUQUET, J., ROVIRA, M., BIELSA, A., SOLIVA, J. C., TOMAS, X., 
BULBENA, A., RAMOS, A., CASAS, M., TOBENA, A. & VILARROYA, O. 
(2010) Enhanced neural activity in frontal and cerebellar circuits after cognitive 
training in children with attention-deficit/hyperactivity disorder. Hum Brain 
Mapp. 

HOLDING, P. A., STEVENSON, J., PESHU, N. & MARSH, K. (1999) Cognitive 
sequelae of severe malaria with impaired consciousness. Trans R Soc Trop Med 
Hyg, 93, 529-34. 

HOLDING, P. A., TAYLOR, H. G., KAZUNGU, S. D., MKALA, T., GONA, J., 
MWAMUYE, B., MBONANI, L. & STEVENSON, J. (2004) Assessing 
cognitive outcomes in a rural African population: development of a 
neuropsychological battery in Kilifi District, Kenya. J Int Neuropsychol Soc, 
10, 246-60. 

HOLMES, J., GATHERCOLE, S. E. & DUNNING, D. L. (2009) Adaptive training 
leads to sustained enhancement of poor working memory in children. Dev Sci, 
12, F9-15. 

IDRO, R., CARTER, J. A., FEGAN, G., NEVILLE, B. G. & NEWTON, C. R. (2006) 
Risk factors for persisting neurological and cognitive impairments following 
cerebral malaria. Arch Dis Child, 91, 142-8. 

IDRO, R., GWER, S., KAHINDI, M., GATAKAA, H., KAZUNGU, T., NDIRITU, 
M., MAITLAND, K., NEVILLE, B. G., KAGER, P. A. & NEWTON, C. R. 
(2008) The incidence, aetiology and outcome of acute seizures in children 
admitted to a rural Kenyan district hospital. BMC Pediatr, 8, 5. 

IDRO, R., JENKINS, N. E. & NEWTON, C. R. (2005) Pathogenesis, clinical features, 
and neurological outcome of cerebral malaria. Lancet Neurol, 4, 827-40. 

IDRO, R., KAKOOZA-MWESIGE, A., BALYEJJUSSA, S., MIREMBE, G., 
MUGASHA, C., TUGUMISIRIZE, J. & BYARUGABA, J. (2010a) Severe 
neurological sequelae and behaviour problems after cerebral malaria in 
Ugandan children. BMC Res Notes, 3, 104. 

IDRO, R., MARSH, K., JOHN, C. C. & NEWTON, C. R. (2010b) Cerebral malaria: 
mechanisms of brain injury and strategies for improved neurocognitive 
outcome. Pediatr Res, 68, 267-74. 

IDRO, R., NDIRITU, M., OGUTU, B., MITHWANI, S., MAITLAND, K., 
BERKLEY, J., CRAWLEY, J., FEGAN, G., BAUNI, E., PESHU, N., 
MARSH, K., NEVILLE, B. & NEWTON, C. (2007) Burden, features, and 
outcome of neurological involvement in acute falciparum malaria in Kenyan 
children. JAMA, 297, 2232-40. 

IVANOVA, M., ACHENBACH, T., DUMENCI, L., RESCORLA, L., ALMQVIST, 
F., WEINTRAUB, S., BILENBERG, N., BIRD, H., CHEN, W., DOBREAN, 
A., DOPFNER, M., EROL, N., FOMBONNE, E., FONSECA, A., FRIGERIO, 
A., GRIETENS, H., HANNESDOTTIR, H., KANBAYASHI, Y., LAMBERT, 
M., LARSSON, B., LEUNG, P., LIU, X., MINAEI, A., MULATU, M., 
NOVIK, T., JA OH, K., ROUSSOS, A., SAWYER, M., SIMSEK, Z., 
STEINHAUSEN, H., METZKE, C., WOLANCZYK, T., YANG, H., ZILBER, 
N., ZUKAUSKIENE, R. & VERHULST, F. (2007) Testing the 8-Syndrome 



 

35 

 

Structure of the Child Behavior Checklist in 30 Societies. Journal of Clinical 
Child and Adolescent Psychology, 36, 405-417. 

IVERSON, G. L., BROOKS, B. L., ASHTON, V. L., JOHNSON, L. G. & 
GUALTIERI, C. T. (2009) Does familiarity with computers affect 
computerized neuropsychological test performance? J Clin Exp Neuropsychol, 
31, 594-604. 

JOHN, C. C., BANGIRANA, P., BYARUGABA, J., OPOKA, R. O., IDRO, R., 
JUREK, A. M., WU, B. & BOIVIN, M. J. (2008a) Cerebral malaria in children 
is associated with long-term cognitive impairment. Pediatrics, 122, e92-9. 

JOHN, C. C., OPIKA-OPOKA, R., BYARUGABA, J., IDRO, R. & BOIVIN, M. J. 
(2006) Low levels of RANTES are associated with mortality in children with 
cerebral malaria. J Infect Dis, 194, 837-45. 

JOHN, C. C., PANOSKALTSIS-MORTARI, A., OPOKA, R. O., PARK, G. S., 
ORCHARD, P. J., JUREK, A. M., IDRO, R., BYARUGABA, J. & BOIVIN, 
M. J. (2008b) Cerebrospinal fluid cytokine levels and cognitive impairment in 
cerebral malaria. Am J Trop Med Hyg, 78, 198-205. 

KAUFMAN, A. S. & KAUFMAN, N. L. (1983) Kaufman Assessment Battery for 
Children: Administration and Scoring Manual, Circle Pines, MN, American 
Guidance Service. 

KAUFMAN, A. S. & KAUFMAN, N. L. (2004) Kaufman Assessment Battery for 
Children Manual, Circle Pines, MN, American Guidance Service. 

KEMPERMANN, G., KUHN, H. G. & GAGE, F. H. (1997) More hippocampal 
neurons in adult mice living in an enriched environment. Nature, 386, 493-5. 

KIHARA, M., CARTER, J. A., HOLDING, P. A., VARGHA-KHADEM, F., SCOTT, 
R. C., IDRO, R., FEGAN, G. W., DE HAAN, M., NEVILLE, B. G. & 
NEWTON, C. R. (2009) Impaired everyday memory associated with 
encephalopathy of severe malaria: the role of seizures and hippocampal 
damage. Malar J, 8, 273. 

KIHARA, M., CARTER, J. A. & NEWTON, C. R. (2006) The effect of Plasmodium 
falciparum on cognition: a systematic review. Trop Med Int Health, 11, 386-97. 

KIHARA, M., DE HAAN, M., GARRASHI, H. H., NEVILLE, B. G. & NEWTON, C. 
R. (2010a) Atypical brain response to novelty in rural African children with a 
history of severe falciparum malaria. J Neurol Sci, 296, 88-95. 

KIHARA, M., HOGAN, A. M., NEWTON, C. R., GARRASHI, H. H., NEVILLE, B. 
R. & DE HAAN, M. (2010b) Auditory and visual novelty processing in 
normally-developing Kenyan children. Clin Neurophysiol, 121, 564-76. 

KLINGBERG, T., FERNELL, E., OLESEN, P. J., JOHNSON, M., GUSTAFSSON, 
P., DAHLSTROM, K., GILLBERG, C. G., FORSSBERG, H. & 
WESTERBERG, H. (2005) Computerized training of working memory in 
children with ADHD--a randomized, controlled trial. J Am Acad Child Adolesc 
Psychiatry, 44, 177-86. 

KOLB, B. & WHISHAW, I. Q. (2009) Fundamentals of Human Neuropsychology, 
New York, Worth Publishers. 

LEWALLEN, S., BRONZAN, R. N., BEARE, N. A., HARDING, S. P., 
MOLYNEUX, M. E. & TAYLOR, T. E. (2008) Using malarial retinopathy to 
improve the classification of children with cerebral malaria. Trans R Soc Trop 
Med Hyg, 102, 1089-94. 

MALDA, M., VAN DE VIJVER, F. J. R., SRINIVASAN, K., TRANSLER, C. & 
SUKUMAR, P. (2010) Traveling with cognitive tests: testing the validity of a 
KABC-II adaptation in India. Assessment, 17, 107. 

MALDA, M., VAN DE VIJVER, F. J. R., SRINIVASAN, K., TRANSLER, C., 
SUKUMAR, P. & RAO, K. (2008) Adapting a cognitive test for a different 
culture: An illustration of qualitative procedures. Psychology Science Quarterly, 
50, 451-468. 

MCNAB, F., VARRONE, A., FARDE, L., JUCAITE, A., BYSTRITSKY, P., 
FORSSBERG, H. & KLINGBERG, T. (2009) Changes in cortical dopamine 
D1 receptor binding associated with cognitive training. Science, 323, 800-2. 

MILLER, L. H., BARUCH, D. I., MARSH, K. & DOUMBO, O. K. (2002) The 
pathogenic basis of malaria. Nature, 415, 673-9. 



 

36 

MISHRA, S. K. & NEWTON, C. R. (2009) Diagnosis and management of the 
neurological complications of falciparum malaria. Nat Rev Neurol, 5, 189-98. 

MURPHY, S. C. & BREMAN, J. G. (2001) Gaps in the childhood malaria burden in 
Africa: cerebral malaria, neurological sequelae, anemia, respiratory distress, 
hypoglycemia, and complications of pregnancy. Am J Trop Med Hyg, 64, 57-
67. 

NAMPIJJA, M., APULE, B., LULE, S., AKURUT, H., NUHANGI, L., ELLIOTT, A. 
M. & ALCOCK, K. J. (2010) Assessment of developmental outcomes in 
resource-poor settings. British Journal of Educational Psychology, 80, 15-30. 

NDYANABANGI, S., BASANGWA, D., LUTAKOME, J. & MUBIRU, C. (2004) 
Uganda mental health country profile. International Review of Psychiatry, 16, 
54-62. 

NEWTON, C. R. & WARRELL, D. A. (1998) Neurological manifestations of 
falciparum malaria. Ann Neurol, 43, 695-702. 

OLESEN, P. J., WESTERBERG, H. & KLINGBERG, T. (2004) Increased prefrontal 
and parietal activity after training of working memory. Nat Neurosci, 7, 75-9. 

OLNESS, K. (2003) Effects on brain development leading to cognitive impairment: a 
worldwide epidemic. J Dev Behav Pediatr, 24, 120-30. 

OPOKA, R. O., BANGIRANA, P., BOIVIN, M. J., JOHN, C. C. & BYARUGABA, J. 
(2009) Seizure activity and neurological sequelae in Ugandan children who 
have survived an episode of cerebral malaria. Afr Health Sci, 9, 75-81. 

OPOKA, R. O., XIA, Z., BANGIRANA, P. & JOHN, C. C. (2008) Inpatient mortality 
in children with clinically diagnosed malaria as compared with microscopically 
confirmed malaria. Pediatr Infect Dis J, 27, 319-24. 

OVUGA, E., BOARDMAN, J. & WASSERMAN, D. (2007) Integrating mental health 
into primary health care: local initiatives from Uganda. World Psychiatry, 6, 60-
61. 

OWEN, A. M., HAMPSHIRE, A., GRAHN, J. A., STENTON, R., DAJANI, S., 
BURNS, A. S., HOWARD, R. J. & BALLARD, C. G. (2010) Putting brain 
training to the test. Nature, 465, 775-8. 

PASSOLUNGHI, M. C. & CORNOLDI, C. (2008) Working memory failures in 
children with arithmetical difficulties. Child Neuropsychol, 14, 387-400. 

PIETRZAK, R. H., MARUFF, P., MAYES, L. C., ROMAN, S. A., SOSA, J. A. & 
SNYDER, P. J. (2008) An examination of the construct validity and factor 
structure of the Groton Maze Learning Test, a new measure of spatial working 
memory, learning efficiency, and error monitoring. Arch Clin Neuropsychol, 
23, 433-45. 

POLETTI, S., ANSELMETTI, S., BECHI, M., ERMOLI, E., BOSIA, M., 
SMERALDI, E. & CAVALLARO, R. (2010) Computer-aided neurocognitive 
remediation in schizophrenia: durability of rehabilitation outcomes in a follow-
up study. Neuropsychol Rehabil, 20, 659-74. 

POPULATION SECRETARIAT, M. O. F., PLANNING AND ECONOMIC 
DEVELOPMENT. (2010) Uganda Population Factors & National 
Development. Kampala, Ministry of Finance, Planning and Economic 
Development. 

SACHS, J. & MALANEY, P. (2002) The economic and social burden of malaria. 
Nature, 415, 680-5. 

SANDFORD, J. A. (2007) Captain’s Log Computerized Cognitive Training System. 
Richmond, VA, Brain Train. 

SHALEV, L., TSAL, Y. & MEVORACH, C. (2007) Computerized progressive 
attentional training (CPAT) program: effective direct intervention for children 
with ADHD. Child Neuropsychol, 13, 382-8. 

SILVA-PEREYRA, J., BERNAL, J., RODRIGUEZ-CAMACHO, M., YANEZ, G., 
PRIETO-CORONA, B., LUVIANO, L., HERNANDEZ, M., MAROSI, E., 
GUERRERO, V. & RODRIGUEZ, H. (2010) Poor reading skills may involve a 
failure to focus attention. Neuroreport, 21, 34-8. 

SJO, N. M., SPELLERBERG, S., WEIDNER, S. & KIHLGREN, M. (2010) Training 
of attention and memory deficits in children with acquired brain injury. Acta 
Paediatr, 99, 230-6. 



 

37 

 

SLADE, T. & WATSON, D. (2006) The structure of common DSM-IV and ICD-10 
mental disorders in the Australian general population. Psychological Medicine, 
36, 1593–1600. 

SNOW, R. W., CRAIG, M., DEICHMANN, U. & MARSH, K. (1999) Estimating 
mortality, morbidity and disability due to malaria among Africa's non-pregnant 
population. Bull World Health Organ, 77, 624-40. 

SNOW, R. W., GUERRA, C. A., NOOR, A. M., MYINT, H. Y. & HAY, S. I. (2005) 
The global distribution of clinical episodes of Plasmodium falciparum malaria. 
Nature, 434, 214-7. 

SNOW, R. W., NEWTON, C. R. J. C., CRAIG, M. H. & STEKETEE, R. W. (2003) 
The Public Health Burden of Plasmodium falciparum Malaria in Africa: 
Deriving the Numbers. Disease Control Priorities Project Working Paper No. 
11. Bethesda, MD. 

STERNBERG, R. J. (2004) Culture and intelligence. Am Psychol, 59, 325-38. 
STERNBERG, R. J., GRIGORENKO, E. L., NGOROSHO, D., TANTUFUYE, E., 

MBISE, A., NOKES, C., JUKES, M. & BUNDY, D. A. (2002) Assessing 
intellectual potential in rural Tanzanian school children. Intelligence, 30, 141-
162. 

SWANSON, H. L., XINHUA, Z. & JERMAN, O. (2009) Working memory, short-term 
memory, and reading disabilities: a selective meta-analysis of the literature. J 
Learn Disabil, 42, 260-87. 

TAKEUCHI, H., SEKIGUCHI, A., TAKI, Y., YOKOYAMA, S., YOMOGIDA, Y., 
KOMURO, N., YAMANOUCHI, T., SUZUKI, S. & KAWASHIMA, R. 
(2010) Training of Working Memory Impacts Structural Connectivity. J. 
Neurosci., 30, 3297-3303. 

TAYLOR, T. E., FU, W. J., CARR, R. A., WHITTEN, R. O., MUELLER, J. S., 
FOSIKO, N. G., LEWALLEN, S., LIOMBA, N. G. & MOLYNEUX, M. E. 
(2004) Differentiating the pathologies of cerebral malaria by postmortem 
parasite counts. Nat Med, 10, 143-5. 

UBOS (2002) 2002 Population and housing census., Uganda Bureau Of Statistics. 
VAN 'T HOOFT, I., ANDERSSON, K., BERGMAN, B., SEJERSEN, T., VON 

WENDT, L. & BARTFAI, A. (2007) Sustained favorable effects of cognitive 
training in children with acquired brain injuries. NeuroRehabilitation, 22, 109-
16. 

WALKER, S. P., WACHS, T. D., GARDNER, J. M., LOZOFF, B., WASSERMAN, 
G. A., POLLITT, E. & CARTER, J. A. (2007) Child development: risk factors 
for adverse outcomes in developing countries. Lancet, 369, 145-57. 

WARUIRU, C. M., NEWTON, C. R., FORSTER, D., NEW, L., WINSTANLEY, P., 
MWANGI, I., MARSH, V., WINSTANLEY, M., SNOW, R. W. & MARSH, 
K. (1996) Epileptic seizures and malaria in Kenyan children. Trans R Soc Trop 
Med Hyg, 90, 152-5. 

WESTERBERG, H., JACOBAEUS, H., HIRVIKOSKI, T., CLEVBERGER, P., 
OSTENSSON, M. L., BARTFAI, A. & KLINGBERG, T. (2007) Computerized 
working memory training after stroke--a pilot study. Brain Inj, 21, 21-9. 

WHO (2000) Severe falciparum malaria. Trans R Soc Trop Med Hyg, 94, Supplement 
1. 

WHO (2008) World health statistics. Geneva, World Health Organisation. 
WILKINSON, G. S. (1993) Wide-Range Achievement Test 3: Administration Manual. , 

Wilmington, Del., Wide Range. 
 
 


