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World Malaria Report (WMR) 2018 Cases and Deaths

Full report: https://www.who.int/malaria/publications/world-malaria-report-2018/report/en/

https://www.who.int/malaria/publications/world-malaria-report-2018/report/en/


Data received from 35 countries for IPTp-1 and IPTp-2, and from 33 countries for IPTP-3

Pregnant women protected by IPTp (Sub-Saharan Africa), 2010–17

World Malaria Report (WMR) 2018 ANC and IPTp coverage



2016 WHO ANC guidelines
Increased number of opportunities to receive IPTp-SP



WHO Guidelines for the Treatment of Malaria

Current recommendations to treat Pf malaria (MTG, 3rd ed 2015)

 1st trimester: 7 days of quinine + clindamycin
Only use an ACT if quinine not available or adherence to 7 day treatment not guaranteed

 2nd and 3rd trimesters: ACT effective in the region

 Primaquine is contra-indicated in pregnancy both for transmission reduction 
(anti-gametocyte) in falciparum  infections and anti-relapse treatment in vivax or ovale infections   

Review plans

 Recent data available on exposure to ACTs in the 1st trimester of 
pregnancy: Stephanie Dellicour et al: First-trimester artemisinin derivatives and quinine                    
treatments and the risk of adverse pregnancy outcomes in Africa and Asia: A meta-analysis of 
observational studies. (PLOS Medicine | https://doi.org/10.1371/journal.pmed.1002290 May 2, 2017)

 The GRADE and evidence table on malaria in pregnancy in the MTG is 
presently been updated by the Cochrane Infectious Disease Group.

 The WHO malaria chemotherapy Technical Expert Group is scheduled 
to meet in December  2017, to review the updated evidence and 
formulate revised recommendations on the use of artemisinin derivatives 
in the 1st trimester of pregnancy. 



Ongoing review of WHO recommendations

 December 2017: The WHO Technical Expert Group on Malaria Chemo-

therapy, as Guidelines Development Group generated the following 

recommendation: 

“Artemisinin combination treatments should be used to treat 

malaria in pregnant women in the first trimester of pregnancy 

except where the partner drug is contraindicated as with AS+SP.”   

 The recommendation was endorsed by MPAC in July 2018 and                                                  

the release of these new recommendations is pending internal 

agreement with WHO LEG and PUB on the disclaimer to be added 

to all WHO guidelines and publications which recommend “off-label 

use” of medicines. 



Stillbirth and exposure to quinine and artemisinins

during the 1st trimester of pregnancy

Dellicour et al PLoS Med 14(5): e1002290.
https://doi.org/10.1371/journal.pmed.1002290

Control group Exposed group



Dellicour et al PLoS Med 14(5): e1002290.
https://doi.org/10.1371/journal.pmed.1002290

Miscarriage and exposure to quinine and 
artemisinins

during the 1st trimester of pregnancy

Control group Exposed group



Treatment with quinine + clindamycin

 With quinine sulfate 300 mg tablets and clindamycin 300mg capsules, a 
pregnant women of 60 kg bw needs to take 2 tablets of quinine three times a 
day for seven days (= 42 tablets) plus two capsules of clindamycin twice a day
for seven days (= 28 capsules) at different times of the day.  

 This regimen and the side effects of quinine explain
the poor adherence to treatment and, for this reason, 
pregnant women do not receive an effective 
treatment for malaria.

 In reality, clindamycin is often not available and the 
different formulations and strengths of quinine tablets
on the market, make even more difficult to adhere to 
the above recommendations for malaria treatment
in pregnancy. 

7 days of quinine (10 mg salt/kg bw, three times a day) 
plus clindamycin (10mg/kg, two times a day)



MIP in low and unstable transmission 
areas
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severe malaria
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• All pregnancies at 
risk

• Up to 60% fetal loss 
and 10% maternal 
deaths

• 50% maternal 
mortality with 
severe disease

Pregnant women are a high risk group



Quality-assured sulfadoxine-pyrimethamine

WHO Prequalification (last updated 1 Feb 2019):
https://extranet.who.int/prequal/content/prequalified-lists/medicines

Second source on Global Fund List of Malaria Pharmaceutical Products (last updated 25 Jan 2019): 
https://www.theglobalfund.org/media/4756/psm_productsmalaria_list_en.pdf

First WHO-prequalified SP 
available since Oct 2018



Next update of WHO EML

WHO Model List of Essential Medicines:  
Inclusion of SP for IPTp

 Dossier prepared and submitted 
in December 2018

 WHO Expert Committee meeting, 
Geneva, 1-5 April 2019

(http://www.who.int/selection_medicines/committees/en/)
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