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All District Medical OfficersMOIC
All Medical Officers of Health

Guidclines on malaria chemotherapy and management of patients with malaria

Malaria has been one of the most devastating discases o have affected Sri Lankans in the past.
Dusing the long documented history of its occurrence in Sri Lanka, several major epidemics have
been experienced, the deadliest of these being the epidemic of 1934-1935 dusing which several
millioas of individual d the i ard apperoximately 80,000 of them died. During the
past decade, the malsria ituation of the cruntry has dramatically changed, with mo indigenous
malaria cases being reported since October 2012,

The objectives of Anti Malaria Campaign (AMC) are to eliminatc indigenous malaria by the end of
year 2014, 10 maistain zero morality from malaria and to prevent re-introduction of malasia to the
country. Sri Lanka is cusreptly in the malaria elimination and prevention of re-introduction phase,
With progressively increasing incidense of imported malaria cases in recent years, carly diagnosis
and treazment of such cases have become the highest priority for prevention of re-introdustion. Most
of these infections have been acquired in India, Pakisten, South Exst Asian and African countries.

Currently, a low level of clinical suspicion in the backdrop of a very low discase burden has led 10 2
significant delay in diagnosis of malaria cases. As a result, there were several patieats who presented
to the health care institutions with uncomplicated fever progressing to develop severe malasia while
being st the hospital.
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expents including representatives from Colleges of Physicians, Pacdiatricians, Obstetricians and
Gynaecologisis, has developed the sttsched guidelines for the management and treatment of malasia,
These guidelines will replace existing guidelines (Circular number 01-1472008)issued by the Ministry
of Health in 2008, ;
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Please ensure that astimalarial drugs are availsble in the medical instituiion at all times. Astimalarials
can be obtained from the Anti Malasia Campaign Heedguartess, $55/8, Elvitigala Mawaths, Colonmbo
08 oz from the Regional Malaria Officers (refer Anmex Il for thelr coriact detalls),

For further details and clasifications please contact Anti Malasia Campaign Headquarters(Telephone:
011-2588408/2368173/2581918 Hotline: 0117626626, Fax: 011-2368360).
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Rof: General Circular No: o MR -y \

Guidelines on malaria chemotherapy and manageinent of patients
with malaria

1. Background

wm-mmemmmammnpmeemo«mmz,snumnwnwyh
the malaria eli and prevention of re duction phase. With progressively increasing
Incidence of imported malaria cases in recent years, early dhznosb and treatment of such
cases have become the highest peiority for pr ion of re duction. Most of these
infections have been acquired in Indla, Pakistan, South bumnmdurmwvm

Currently, 3 kow leve! of cinical suspicion In the backdrop of a very low disease burden has led
10 3 sigatficant delay in diagnosis of malaria cases. As a result, there weee several patients viho
presented to the health care institutions with plicated fever progressing to develop
severe malaria while being at the hosgital,

2. Patients likely to have malaria

faria should be suspected in:

1. any febeike Individuat (inctuding foreign ar
= with unexpisined fever and 3 history of recent travel (within 1 year) to » malaria
endemic mmytew. India, Pausun, Haiti and African countries). Refer Anoex i for o

list of ries where molerno occurs)
mwm risk groups e.8. businessmen, piigrims and seamen returning from
ries, re-settied Nties, skilled and unskilied foreign
wodrm, Hegal/irregtar migrants, refugees, asylum seckers, security forces returning
from peace keeping missions et
~ with 3 history of malaria infection withia the past 3 years
« with fever of unknown ocigin
2. any indnidual presenting with cEnical features of severe malarla (refer Annex 1 for elinicol
Jeotures of severe mataria)
3. Pa&mw«hmwﬁ)oluntwwnum
4, Patients with b gty and/for sp h
S mm:xum«mmmmrmrwn 3 montks of transfusion
Pieose note:
= Malaria can present with non-specific sympioms even if there is no fever.
= Thrombocylopaenia has been a frequent finding among path with malas din

the recent years, yet 3 dugnosis of malaria has not b«noommmuamdm
being misdiagrosed as having dengue. This had led 10 3 delayed maliria diagnosis resulting
inadverse sequelae.
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3.

Noftification of malaria patients

any patient strongly suspected of having malaria should immediately be notified via telephone
to the Reglonal Malaria Officer (RMO] and Anti Malarla Campaign Headquarters. In addition, it
chould be notified to the Medical Officer of Health (MOM) of the area where the patient resides
following the standard notification procedure (Ferm H344),

The AMC will ensure:

confirmation of diagnosis by spedies

provision of appropriate anti-malarial drugs

guidance on treatment

initiation of rapid response to search for additional cases and prevent onward transmission
of the disease

follow up of the patient in the fiald in crder to achieve radical cure.

The conzact numbers of the AMC Headquarters and the RMO3 are given in Annex Jil,

4,

Diagnosis of malaria

In every suspected case of malaris, laboratory confirmation by microscopic examination of
blood smears and/or Rapid Diagnostic Test {RDT) s mandatary pricr to initlation of anti-
malarial treatment, Treating malasia based on dlinical suspicion without laboratory
confirmation should be avoided,

If there is a strong clinical suspicion of malaria, and the blood smears/RDT are negative at
the time of initlal testing, 3 minimum of thre¢ consecutive blood smears/RDT should be
done prior to concluding that the patient is negative for malaria.

Blaod should be collected for investigations prior to the administration of anti-malarials:

— Inall confirmed malaria patients

—  If anti-ratarial treatment Is required as 3 Iife saving measure based on clinical suspicion
without laboratoery confirmation of malaria

Blood should be collected In the following manner:

~ 2ml of venous blood collected to an EOTA bottle and refrigerated until transported to
the AMC headquarters.

- Dried blood spots on filter naper: drog the blood in the syringe on the filter paper
labeled with the patient’s name; four blood spots with 3 drops per each spot. Alr dry for
one hour at room temperature, Place each filter paper in an individual envelope. Store
at room temperature until transported to the AMC Headquarters. (Please contact AMC
Heodquarters for detalls).
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5. Monitoring during treatment and follow up of patients

*  To ensure an effective parasitological response to the anti-matarial drugs, 3 blood smear
should be obtained daily and examined cver the three day that the patient is admitted. if
parasitaemia persists beyond 3 days blood smears should be taken daily until parasitaemia
clears, In severe malaria cases, blood smears have to be taken at a higher frequency.

* Thereafter the patient will be followed up to one year (frequency and duration will depend
on the species) by the AMC field staff.

6. Treatment of patients with malaria

Specific treatment and management of malasia will depend on the parasite species causing
Infection, severity of disease and the biologial factors of the patient.

* Objectives of treatment:

= Primary objective of treatment: to ensure rapid and complete elimination of
the: Plasmodium parasite from the patient’s blood in crder to prevent progression of
uncomplicated malaria to severe disease or death,

- From a public health perspective: to reduce transmission of the infection to others by
reducing the Infectious reservoir and to prevent the emergence and spread of
resistance to anti-malarial medicines.

* Al confirmed malaria patients shouid be admitted to a medical institution for 3 minimum
of 3 days to be managed under supervision,
* If facilties are available, 3 test for GGPD defidency should be carried out prior to
Smini ‘lbndpl' q ine.

6.1 Mono-infecti la. ium vi

*  For cadical cure of P. vivax malaria, the patient shou'd be treated with chioroquine and
primaquine,

* Chlorogquine: base at a total dose of 25 mg/kg body weight {bw) over theee days. This dose
should be divided as 10mg/kg on the first and second day followed by § mg/kg bw on the
third day.

*  Primaquine: the adult dose is 15mg base (0.25mg/kg per day) for fourteen days unless it is
contraindicated. The administration of primaquine is not recommended during pregnancy
and lactation, infancy and in severe GEPD deficiency (<10% of residual enzyme activity).

* In patieat with mild to moderate G6PD deficiency (10-60% of residual enzyme activity)
primaguine can be administered in 3 dosage of 0.75 mgfkg weekly for 8 weeks under

specialized supervision,
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* For rdical cure of fakiparum malaria, the patient should be treated with ACT and
primagquine.

* Artemisinin based combination Therapy (ACT):. Weight appropriate doss. Cosrrem®
(containing 20mg of artemether and 120mg of lumefantrine) is the ACT used in S Lanka.

*  Artemisnin and its derivatives should never be used as monotherapy,

* Coartem® tablets are packed in four colour coded bister packs. The recommended
treatment (s G6-dose regimen over a three day periad according to the weight of the patient
#s indicated in table 1.

Tatle L. Nymber of ACT (Coartem®) tablots administered based on weight of patient

imereal between 54 15410 24 &g 25-34 0y »35 kg
dores fefontect) | (Weeteck) | Onegepech) | iGwenpeck) |
0 Howrs 1 g 2 3 4

8 Wours 3 2 3 4

24 Mours 1 2 3 4

36 Wours 1 2 ) 4

48 Mours 1 2 3 4

G0 Mours 1 2 3 E

Tots! 6 2 18 24

ACT should be taken immedistely after & meal of drink containing at least 1.24 of fat jeg. &
glass of milk) since ity absorption is enhanced by co-administration with Tat. As low blood levels
of ACT with treatment fallure could potentially result from Inadequate fz1 intake, it is essential
that patients or carers are informed of the need to take Coartem® with milk or fat containing
food, particularly on the second or third day of treatment.

¢ Primaquine: A weight aspropriate gingle doge of primaquine (D.75mg/kg bwi should be
administered unless contraindicated, on day 2 of treatment or prior to discharge from
hosgital to destroy gametocyzes.

Uncomplicated P. fokiporum malaria in mfants and young children

* ACT (Coartem®) is the first ine treatment in infants and young children,

¢ Primaguine should be avoided In children less than 1 year of age.

*  Anacutely il child requires careful clinical monitoring as she/Me may detarforate ragidly.
*  Please contact Anti Malaria Campaign Headquarters for further guidance.

Uncomplicated P. fokiporum malasia in Pregnancy

* 1" Trimester: Uncomplicated faiciparum malarla s trested with oral quinine sulfate
10mg/kg bw at 8 hourly intervals plus clindamycin 10 mg/kg bw twice 2 day for 7 deys. i
clindamycin in unavallable, quinine monatherapy may be given,

* 2" and 37 Trimester: Uncomphicated falciparum malars is trwated with Coartem®.

*  Primaguine should not be administered during pregnancy.



Uncomplicated P. falciperum malaria during Lactation

* lactating women can recelve the recommended dose of Coartemn®,
* Primaguine should not be given during lactation,

6.3 Uncom, mi P, fal and P.vivax

Artemisinin based combination therapy: Coartem® is given at a weight appropriate dosa,
* Primaquine base: at a dose of 0.25mg/kg bw per day for fourteen days unless it is
contraindicated.

6.4 Severe P. falciparum malarla

Severe malaria Is a medical emergency. After rapid dinical assessment and confirmation of the
diagnosis, full doses of parenteral antimalarial treatment should be started without delay.
Patients with severe malaria require intensive nursing care, preferably in an intensive care unit
where possibie. Clinical cbservations should be made as frequantly as possible. These should
inclucde monitoring of vital signs, coma score, and urine output. Blood glucose should also be
monltored every four hours, if possible, particularly In unconscious patients, )

* Intravenous artesunate, 2.4mg/kg bw glven on admission (time = 0), then at 12 hour and
24 hout, then once 3 day until the patient is able to take oral medication, If intra venous
administration is not possitle, it can also be given as an Intramuscular injection.

If parenteral artesunate is NOT available:

* Quinine dihydrochloride, 20mg salt/kg bw (loading dose) on admission, then 10mg/kg
every 8 hows. Each dase is given as a rate controlled intra venous infusion diluted In
10ml/kg bw of iotonic fluid over 2-4 hours at an Infusion rate that should not exceed Smg
salt/kg body welght per hour.

The most important adverse effect is hyperinsulinaemic hypoglycaemia. Hypotension and
cardiac afrest may result trom rapld intravenous injection, Quinine causes prolongation of
the electrocardiograph QT interval, Therefore; this administration should be accompanied
by frequent blood glucose monitoring te prevent hypoglycaemia and cardiac monitoring.

Duration of parenteral treatment

Give parenteral antimalarials in the treatment of severe malaria for a minimum of 24 hours,
even if the patient can tolerate oral medication.
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Follow up on oral treatment

Complete the treatment by giving 2 full course of Cosrtem™® as scon as the patient is able to
take oral medication, but ot pefore 2 minimum of 24 hours of parenteral treatment. This
should be followed by a singhe dose of primaguine

Artesunate is dispansed as a powder of artesunic ackd. This powder Is dissolved in 1mi of 5%
sodium bicarbonate to form sodlum artesunate, The solution Is then diluted with 5 ml of 5%
daxtrose and given immaediately by intravenous bolus [‘push’) injection or by Intramuscular
Injection (to the anteror thighl. The solution should be prepared freshly for esch
administration and showld not be stored.

Severe P. falciparum malaris in pregnancy

s 1" Trimester: should be treated with parentersl quinine untll clinical improvement,
followed by oral quinine therapy for a totel of 7 days.

o 2™ 3nd 3" Trimester of pregnancy: parenteral artesunate/quinine can be administered as
above. After clinical Imgrovement, Coartem® should be administered in the weight
appropriate dose.

Please note- Primaquine should ot be administered duting pregnancy.
Savere P. falciparum and P.vivex mixed infections

*  Parenteral administration of artesunate or guinine dibydrochloride followed by & full
course of oral Coartem® (as described In management of severe falciparum malaria),

* These patients should be given a course of primaquine bate at a dose of 0.25mg/kg per day
for fourteen ding uniess it is contraindicated.

6.5 Patients infected with other malaria parssites

The recommended treatment for malaria caused by Povele is the same as that glven to
achigve radical cure in £, vivax malaria, |.&. with chiaraquine and primaquine,

P. molorioe should be treated with the standard regimen of chioroquine s for P, vivox malaria,
but it does not require radical cure with primaguine.

7. Chemoprophylaxis for malaria

Chemoprophylaxis is not needed for visitors to Sei Lanka and anyone living within the country
inclutiing pregnant women.
Ch phylaxis is wed for travelers 1o malaria endemic countries (the fist of

o

countries where malaria transmission occurs s given in Aanex 1), Contact Anti Malaria
Campaign to abtain chemoprophylactic drugs and for further details.
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Annex |. Severe malaria

Definition of Severe malaria

mmumww«wommmumuwm(wuo,
mu).m-mmmr.mwmnmuwwmmmd
symptoms, the presence of one or more clinical or laboratory features classifies the patient as
sutfering from severe malaria,

Chinical features of severe malaria

« impalired consciousness (Including unarousable coma);

. mle.mm»mmmMumenkmupMut
assistance;

multiple convuisions - more than two episodes In 24h;

deep breathing, respiratory distress (acidotic breathing);

acute pulmonary cederna and ncute resgiratory distress syndrome;
Myalamcunhod.anlnodm@m&hﬂu“cﬁﬂmﬁ
in children;

acute kidney Injury;

clinical jaundice plus evidence of vital organ dysfunction; and

s  abnormal bleeding

Laboratory findings

hyperparasitaemnia

hypoglycaemia (blood glucose 2,2 mmol/l o <40mg/dl);

metabolic acidosls (plasma bicarbonate < 15 mmol/l);

severe normocytic anaemia (In children: Hb <Sg/dl, packed cell volume <15%. in adults:
Hb<7g/dl, packed cell volume, PCV< 20%)

haemoglobinuria;

hyperlactataemia {lactate > 5 mmol/l);

ranal impairment {serum creatinine> 265 umol/ll;
pulmonary cedemna (radiclogical)

Reference:
WHO, 2012, Monogement of severe maloria, A proceical hondbook, ¥ E4., World Health Organization



Burkina Faso
Burundi
Cambodia
Cameroon
Central African Rep.
Chad

China
Colombia
Comoros
Cango
Costa Kica
Cote d'lvoire
Djibout!

French Guiana
Gabon
Gambia
Ghana
Guatemala
Guinea
Guinea- Bissou
Guynna

Mot
Honduras
india
Indonesia
ran

rag

Kenya

Laso PDR
Uberls

Note There are some other countries with very imited malarks risk. For more oetalls please refer Internetions!
Trvel svd Mealth-2012 st

Annex lll.Telephone numbers related to Anti Malaria Campaign

Antl Malarls Campaign Headquarters;

Ampara
Anuradhapura
Badulla
Batticalos
Hambanthaota
Jattna
Kalmunal

(063) 2223464  Kandy
(025) 2221844  Kegalbe
(055) 2226018  Kiknochchi
(065) 2222931  Kurunegala
(047} 2220135 Maho
(021) 2227924 Mannar
(067) 2220206 Matale

Tele: (011) 2588408, (011) 2368173
(011) 2368174

(011) 7626626 [hotline}

e-mall:

Website: www.malariacampaigngovlk

{081} 2210687
{035} 2222548
{024} 3247236
(037} 2222193
(037) 2275254
(023] 2222226
(066) 2222295

Monsragals
Mullaitive
Polonnaruwa
Purtalam
Ratnapura
Trincormalee
Vavuniya

(055] 2276698
(024) 3248341
(027) 2226018
(032) 2265319
(047) 2230301
(026) 2222584
(024) 2222954



