MALARIA IN PREGNANCY

Introduction:

· There are four species of Plasmodium that cause human malaria: vivax, ovale, malariae, and falciparum. 

· Organisms are transmitted by the bite of a female Anopheles mosquito.

· Almost 40 percent of the world population-2 billion people-are at risk of contracting the disease. 
Signs and symptoms:

· The disease is characterized by fever and flu-like symptoms including chills, headaches, myalgia, and malaise, which may occur at intervals. 

· Symptoms are less severe in immune patients. 
· Malaria may be associated with anemia and jaundice, and falciparum infections may cause kidney failure, coma, and death. 
Effects on pregnancy 
· Pregnant women are at particular risk of malaria infection. 
· Its consequences to the mother (anemia and febrile illness) and the developing fetus and newborn (particularly low birth weight and associated infant mortality) can be grave. 

· Although women in their first and second pregnancy, and all HIV infected women are at greatest risk of the effects of malaria, all women should be advised on malaria prevention measures and clinical cases of malaria treated promptly with effective antimalarial drugs.

· Malarial episodes increase significantly by 3- to 4-fold during the latter two trimesters of pregnancy and 2 months postpartum
· Pregnancy enhances the severity of falciparum malaria, especially in nonimmune nulliparous women 
· The incidence of abortion and preterm labor is increased with malaria
· Increased fetal loss may be related to placental and fetal infection.
· In nonimmune women, congenital malaria may develop in up to 7 percent of neonates
· Malaria is a protozoan infection associated with IUGR pregnancy.
· Complications of malaria are more common in pregnancy.

Management of uncomplicated malaria
Diagnosis

· Clinical symptoms are as in non-pregnant population.
· In all pregnant women with fever or history of fever the use of parasitological diagnosis is recommended.
· At health facilities where malaria diagnostics (microscopy or RDT) are not available, patient with fever or history of fever in absence of other obvious cause of fever, should be presumptively classified and treated as malaria.
a. Antimalarial drugs

· The recommended treatment for uncomplicated malaria in all trimesters of pregnancy is a 7-day therapy of oral quinine. 
· However, artemether-lumefantrine can also be used in the second and third trimesters. 
· Do not withhold artemether-lumefantrine in first trimester if quinine is not available 
· Dose regimens for quinine and AL are as given in the uncomplicated malaria section 
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· The recommended second line treatment drug for uncomplicated malaria in Kenya is oral QUININE. 
· This is administered as a daily dose of 3Omg/kg in three divided doses of 1Omg/kg body weight 8 hourly for 7 days.
b.   Supportive treatment

· Prevent hypoglycemia 
· Fetal monitoring 
· Treatment of anemia 
· Antipyretics
c.    Follow up

· ANC attendance
Management of severe malaria

· Severe malaria in pregnancy is a medical emergency that puts both the lives of the mother and fetus at high risk. 
· Aggressive management is essential.
· Primaquine is not recommended during pregnancy because it may cross the placenta and may cause hemolytic anemia in utero in G6PD-deficient fetuses

Diagnosis

· Features of severe malaria in pregnant women are similar to the non-pregnant population. 
· However, pregnant women have an increased risk of hypoglycemia and severe anemia.
· Note that eclampsia is a differential diagnosis in pregnant women presenting with convulsions or alteration in level of consciousness.
· In all suspected cases of severe malaria, a parasitological confirmation of the diagnosis of malaria is recommended.
· In the absence of or delay in obtaining a parasitological diagnosis, patients should be treated for severe malaria on clinical grounds.
Treatment

· The recommended medicine of choice for severe malaria is parenteral quinine. 
· The preferred route of administration is the intravenous route. 
· However the intramuscular route can be used as an alternative where intravenous route is not feasible.
· Parenteral quinine is given as an initial loading dose of 20mg (salt)/kg (maximum of 1200mg) of quinine and then followed by a maintenance dose of lOmg/kg (maximum 600mg) every 8 hours until patient can tolerate oral medication. 
· Thereafter quinine is continued orally at 10mg/kg (maximum 600mg) every 8 hours to complete a total (parenteral + oral) of 7 days or a complete course of artemether-lumefantrine is given.
· However, because of the increased risk of hypoglycaemia in pregnant women, 5% dextrose is the preferred infusion solution for quinine administration.
· Note: Pregnancy is not a contraindication for the use of a loading dose regi​men of quinine.
Malaria prevention
Intermittent preventive treatment in pregnancy (IPTP)
· Pregnant women are at a particular risk of malaria infection. 
· The consequences of malaria in pregnancy include anemia and febrile illnesses in the mother, fetal loss, and low birth weight. 
· Women in their first and second pregnancy are at a greater risk. 
· All pregnant women at risk should be advised on malaria prevention measures as follows;
· IPT is recommended in areas of high malaria transmission
· The current recommended medicine for IPT is Sulphadoxine-5OOmg Pyrimethamine 25mg given as a dose of three tablets
· Administer IPT with each scheduled visit after quickening to ensure women receive at least 2 doses.
· Women known to be HIV-infected or with unknown HIV status living in areas of high HIV prevalence (> 10% among pregnant women) should receive at least 3 doses of IPT.
· IPT should be given at an interval of at least 4 weeks (1 month).
· Pregnant women who are HIV positive and are also taking antiretroviral therapy for PMTCT should receive IPT.
· Pregnant women who are HIV positive and are on daily cotrimoxazole chemoprophylaxis should not be given SP.
· IPT should be given under directly observed therapy (DOT) in the antenatal clinic and can be given on an empty stomach.
Insecticide treated nets (ITNs)

· The use of ITNs is encouraged for all, but particularly in populations living in high transmission areas. 
· It is recommended that all pregnant women and children under five years of age sleep under an ITN. 
· ITN use should be encouraged early and consistently throughout pregnancy and after delivery
Chemoprophylaxis in the non-immune population
· Chemoprophylaxis is recommended for the following high-risk groups
1. Non-immune visitors (mefloquine or atovaquone-proguanil or doxycycline)
2. Patients with sickle cell disease (proguanil).
3. Patients with tropical splenomegaly syndrome/hyperimmune malaria splenomegaly (proguanil).
Note:

· Travellers are encouraged to use other barrier methods to prevent or reduce bites from mosquitoes
· Chemoprophylaxis and other preventive measure are not 100% effective. 
· Early medical care should be sought if they develop fever within 3 months of travel to a malaria endemic area, even if adequate prophylaxis has been taken.
· Travellers should carry a full course of artemether-lumefantrine (standby treatment) for use in the event t-hey develop a fever and have no immediate access to health services
