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ABSTRACT

Objective: To find out the prevalence and proportion of anemia in pregnant women suffering from malaria. The
aims & objectives of our study were to evaluate prevalence & proportion of anemia in pregnant women with malaria
among the patients visiting the tertiary hospital PUMHS Hospital, Nawabshah, Shaheed Benazirabad so as to give
awareness of these complications to doctors to ensure early diagnosis, prevention & prompt treatment of such cases.
Study Design: Descriptive observational study.

Place and Duration of Study: This study was conducted at Outpatient Department of MMCH Hospital &
Department of Pathology from April 2012 to February 2013.

Materials and Methods: Study includes total 120 cases of malaria, diagnosed on the basis of clinical & laboratory
findings. The hematological complications like anemia, leukocytosis & thrombocytopenia were studied in these
patients.

Results: Out of 120, 64 patients were anemic. We divided pregnant Womi%no 5 groups, 40 patients were in 16 —
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20 years age group and amongst them 55% patients were anemic, 34 pati were in 21 — 25 years age group and
amongst them 50% were suffering from anemia, 22 patients were in ag URI26-30 & amongst them 22 % anemic,
15 cases were in age group 31 — 35 & out of them 46% were anemic ge group 36 — 40 years 46 percent were
anemic. Overall there were 53% anemic patients in total of 12@9&@ to the occupation status majority were
daily wages laborers and farmers and other were housewives. O 120 patients most of them were Multigravida.
Most of the patients were suffering from anemia, 76% epafients had Leucocytosis with Neutrophillia, 74 percent

patients had complication of Lymphocytosis, 80 percent
had decreased level of platelets. All the patients w,
sweating, feeling of hotness and coldness, 63 per
complication of Spleenomegaly. The diagnosis d\%d
findings. The problems of hematological com@ga

nts had decreased level of monocytes and 60 percent
fering from fever and associated symptoms of chills,

d back pain, 45 percent had headache and 23 percent had
aria was made on clinical grounds & confirmed by laboratory
ons as anemia, leukocytosis & thrombocytopenia were detected

among the patient of malaria by determin@moglobin concentration, complete blood picture & urine examination

report.

Conclusions: P.vivax malaria is mc%ﬂvalent variety. Anemia, leukocytosis & thrombocytopenia are the most

common hematological complications irf these patients. It is suggested to ensure
i. Effective malaria control program in country, specially interior Sindh.

ii. Effective measures for prevention, diagnosis & treatment of patients.

iii. Effective health education through electronic & print media.
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INTRODUCTION

Malaria remains a global health problem with an
estimate of 3 billion people at risk of infection in 109
malaria endemic countries. Approximately 250
million cases occur annually leading to approximately
one million deaths. 1.2 billion people live in areas
with a high risk of malaria (more than 1 reported case
per 1000 population per year). There were an
estimated 247 million malaria cases among 3.3 billion
people at risk in 2006, causing nearly a million deaths,
mostly of children under 5 years’. In human the
sprozoites are transmitted into body by mosquito bite
& they first infect the liver cells, then red blood cells
& releasing merozoites that mature in male & female

gametocyte in human body. When a healthy female
mosquito bites a malaria infected human these
gametocytes reach in mosquito’s stomach unite
together to form zygotes that develop into Oocysts
which grow & rupture to release sporozytes & cycle
starts again®.

According to world malaria report 2011, there were
225 million cases of malaria worldwide & malarial
mortality rate reduced by 5% with overall 20-23%
throughout world, as an estimated 655000 deaths in
2011 & 781000 deaths in 20102 Although infection
due to Plasmodium falciparum is responsible for the
greatest overall morbidity and mortality, P.vivax
contributes seventy to eighty million new cases to the
annual worldwide burden of disease, especially in
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temperate regions®. Over 40% of world population
lives in malaria endemic area including South Asia,
India, Pakistan, Bangladesh, Africa, areas of Middle
East, Central and South America®.

As for hematological complications of malaria are
concerned, the anemia, leucocytosis, leucopenia &
thrombocytopenia are well recognized complications.
The pathogenic mechanisms that cause these
complications include haemolysis of parasitized &
non-parasitized red blood cells, depression of
erythropoiesis, megakaryopoiesis & bone marrow
depression, so also immune mediate destruction of
thrombocytes caused by releasing of inflammatory
cytokines such as tumor necrosis factor & interleukine
1,6 & 10 from the activated macrophages in malaria®.
The factors contributing to the severity of
hematological complication are malaria immunity,
endemicity, hyperparacytemia, hemoglobenopathies,
G6PD deficiency nutritional status & co-morbidity of
HIV & dengue fever’.

The clinical presentation of malaria caused by all
species of malaria parasite resembles & includes
fever, headache, body ache, joint pain, chills, sweating
& vomiting. These symptoms appear within 1 — 2
weeks after bite of infective mosquito®.

Pl. falciparum originally was discovered in gorillas
caused sever malaria especially among the children
producing anemia, respiratory distress, hepato-

splenomagaly & finally renal failure or black water

fever & cerebral malaria with retinal

distinguish malaria from other causes of fever®°.
Although blood is most frequently used to
diagnosis of malaria by microscopic exal n of
Giemsa stained blood films but sahva%%%pne have
been investigated as an alterna invasive
techniques™. The rapid malaria di%grosis test &
polymerase chain reaction have been discovered
recently to be used for diagnosis of malaria. These
tests are not implemented in poor country like
Mozambique due to their high cost. Often the history
of fever is taken as the indication to treat malaria in
these countries™***°,

MATERIALS AND METHODS

This Observational descriptive study was conducted at
outpatient department of MMCH Hospital &
Department of Pathology from Apr 2012 to Feb 2013.
Total 120 pregnant patients visiting OPD were
included in the study and patient having any
morbidity were excluded from the study. The
prevalence of malaria with reference to age, sex, area
of residence & clinical findings were recorded. For
the laboratory diagnosis of malaria blood samples in
test tube containing EDTA were sent to pathology
department. Thick & thin blood smears were made on
the clean glass slides from the EDTA mixed blood, &

examined under microscope for detection of various
developmental stages of malaria parasites after
staining with Giemsa stains. The Hb concentration,
CBC including RBC, TLC, DLC & platelet counts
were determined by a hematological analyzer
(Sysmac). The ESR & ICT were also done from the
same blood sample.

RESULTS

Out of 120 pregnant patients, 40 were from urban and
80 pregnant women were from rural life. Out of 40, 19
patients were anemic and 21 were non-anemic while
out of 80 rural patients 50% were anemic (Table No. 1)
. We divided pregnant women into 5 groups, 40 patients
were from 16-20 year (anaemic patient were 22), 34
patients were from 21-25 year (50 percent women were
suffering from anemia), 20 patients were in age group
26-30 years (11 patients were anaemic), 15 patients
were between 31-35 (7 patients were anaemic) and 11
were in 36-40 years group (7 were anaemic). Overall 64
patients were anemic in total 120 cases (Table No.2).
Regarding occupational status, majority were daily-
wages laborers.and farmers and rest were housewives
(Table No.3X™~Qut of 120 patients majority were
multlgraw alle No.4). All patients were suffering
fro but  76% had Leucocytosis with
rop 74 percent patient had complication of
cyt03|s 80 percent of patient had decreased

\rv I of monocytes and 60 percent had decreased level

platelet (Table No. 5). All the patients were suffering

changes
(whitening) which may be a useful clinical sign t@from fever and associated symptoms of chills, sweating,

feeling of hotness and coldness, 63 percent had body
pain, 45 percent had headache and 23 percent had
complication of Spleenomegaly (Table No. 6).

Table No. 1: Distribution of case with reference to
residence

Place of Anemic Non —
residence Anemic
Urban 19 (47.5%) 21 (52.5%)
40
Rural 45 (56.25%) 35 (43.75%)
80
Total 64(53.33) 56(46.67)
120
Table No. 2: Distribution of case with reference
to age
Age Total Anemic Non —
related case Anemic
group
16-20 yrs 40 22 (55%) 18 (45%)
21-25 yrs 34 17 (50%) 17 (50%)
26-30 yrs 20 11 (55%) 9 (45%)
31-35 yrs 15 7 (46.66%) | 8(53.33%)
36-40 yrs 11 7 (46.66%) | 4 (36.66%)
Total 120 64(53.33) 56(46.67)
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Table No. 3: Distribution of case with reference to

Table No. 8: Distribution of cases with reference to

occupation hematological parameters determined by
Sr. | Occupation | Total | Anemic Non — haematological analyser (Sysmac)
No. | group case Anemic Sr. Haematological No. of | Percentage
1 Housewife 15 10 5 No. parameters patients
(66.66%) | (33.33%) TLC: 6500-
2 Farmer 30 17 13 1 | 25000/cumm 90 75%
(56.66%) | (43.3%) Mean=8750 + 1625
3 Daily-wages | 75 60 (80%) | 15 (20%) RBCs: 2.4-4.5m
worker 2 Mean=3.5+1.0 67 55.8%
Table No. 4: Distribution of case with reference to 3 EE;)?I__gs.(yliutrophlls 92 76.6%
parity _ '
S. | Parity Total | Anemic| Non - t/l)/er?]r;hggfteis 2.5
No. case Anemic 4 | 10-14% 87 72.5%
1 Primigravida 35 18 17 Mean=11+3
(51.42%) | (48.57%) ~T0.7R0
2 [ Multigravida | 58 | 40 18 5 | ponocyies 10-49% 1 96 | 80.0%
(68.96%) | (31.04%) Eosinophils: 2-4%
3 Third 27 18 9 6 Mean=3+1 ' 120 100%
trimester (66.66%) | (33.33%) =
Table No. 5: Distribution of case with reference to DISCUSSION
haematological complications The malaria mgytality rate in 2010 was 50, 56 & 86
Sr. | Haematological No. of Percentage persons pe ,OP0 populations in 3 Africans countries
No. | Complications patients as repo Guardian news London'®. On the
1 Anemia 120 100.00 celéﬁof malaria day on 25 April 2011, the map of
2 Leucocytosis with 92 76.60 Plastaeium falciparum malaria & endemicity in 2010
Neutrophilia . everal other maps related to malaria were published
3 Lymphocytosis 89 74.16 sia, Africa & America as noted by Gething et al*".
4 Decrese in 95 80.00 alaria was endemic in broadband around the equator,
Monocytes in areas of America, many part of Asia and much of
5 Thrombocytopenia 72 6 Africa, & 85 — 90% of malaria mortality due to the P.

N
Table No. 6: Distribution of case wit ré)vce to
clinical findings A

Sr. Clinical Findings No. ’}’ rcentage
No Patient
1 Fever 120 100%
Associated
2 Symptoms like 120 100%
Chills, Sweating,
feeling of Coldness
and hotness.
3 Bodyache 76 63.33%
4 Headache 55 45.83%
5 Pallor 80 66.66%
6 Spleenomegaly 28 23.33%

Table No.7: Distribution of cases with reference to
haematological parameters(Hb & ESR)

Sr. | Haematological No. of | Percentage

No. | parameters Patient

1 HB 88 73.30
55-115¢9/dl85+3

2 ESR 120 100.00
40-110mm 37.5-725

falciparum occurred among the children & pregnant
women in Sub-Saharan Africa®.

Malaria was prevalent throughout the human history &
one in every two people had been died due to malaria &
its complications. Atlas projects founded by Wellcome
UK Trust to rectify malaria mapping providing more
contemporary & robust means by which the current &
future malaria disease burden was assessed as reported
by Hay et al'.

The malaria superimposed with HIV infection is
increasing a person’s susceptibility to malaria infection
as stated by Abu Redid et al®.

The female anopheles mosquitoes such as
A.culicifacies & A.sephenisi were common in Pakistan
that transmitted malaria as recorded by national Malaria
control program 2006%. While prevalent rate of P.
Vivax malaria was two times higher than P. falciparum
in interior Sindh as well as in Baluchistan Pakistan,
Mehmood et al?, Nizamani et al”® & Yasin Zai et al**.
The hematological complications in malaria such as
anemia,  Leucocytosis  with  Neutrophilia &
thrombocytopenia were stated by Khalid et al®® & age
as a risk factor for thrombocytopenia & anemia in
children treated for acute uncomplicated falciparum
malaria was found by Adedapo et al®®. The high
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concentration of interleukin-10 associated with
thrombocytopenia in  falciparum malaria  was
demonstrated by Casal-Pascual et al*’. The hemozoin
containing leukocytes (HCL) such as monocytes &
neutophils seen in blood films on patients with malaria
were negatively correlated with severity of malaria in
Ugandan children as stated by Mujuzi et al in his
study?.

In contrast to this study, Hunched et al studies stated
that presence of HCL in blood films of patients with
malaria were used as reliable diagnostic but less
prognostic tools®. Both studies stated that hemozoin is
brownish black malaria pigment that digests product of
hemoglobin produced by phagocytosis of parasitized &
none parasitized RBCs by monocytes & neutophils.
Casal — Pascual el al demonstrated that suppression of
erythropoises produced severe malarial anemia that is
associated with hemozoin containing leukocytes in
peripheral blood™.

The hematological complications of malaria evaluated
by hematological parameters to differentiate malaria
from other acute febrile illness were studied by Danish
et al®. They stated that severe anemia &
thrombocytopenia determined by hemoglobin &
platelets counts less than 5g/dl & 5000/cumm
respectively in these patients had more specific,
sensitive & predictive values to diagnose malaria.

CONCLUSION

leukocytosis & thrombocytopenia are the most com

hematological complications in these patient

suggested to ensure

i. Effective malaria control progral
specially interior Sindh.

ii. Effective measures for preve )
treatment of patients.

iii. Effective health education through electronic &
print media.

REFERENCES

1. Rehman A. Malaria: The trend at Tehsil Hospital
Liagatpur. Prof Med J 2005;12(3):322-326

2. World Health Organization; World malaria report
2011.

3. Rehman A. The passive case detection of malaria
at Tehsil Liaquetpur. Prof Med J 2006;13(1):
32-24.

4. Hayat AS, Siddique MS, Sheikh N, Mugeetullah.
Thrombocytopenia: frequency and degree in
patients with falciparum malaria. Prof Med J 2011;
18(1):75-79.

5. Palaisa M. Life cycle of Malarial Parasites. Med J
Thera Africa 2008; 2(3):227-8.

6. Douglas JP, Gregoge DP, Parkash K, Jane BH,
Jhon Michael. Several Malarial anemia; Innate

@QU ntry,

lagnosis &

10.

11.

12.

13.

14.

immunity and pathogenesis. Int J Bio Sci 2011,

7(9):1427-42.

Maina R, Erhart LM, Chuanak N. Hematological

complication of malaria. Malaria J 2010; 9:1-19.

Rasheed A, Saeed A, Khan SA. Clinical

presentation in acute malaria by all species of

plasmodium. JPMA 2009; (4):220-22.

Liu WY, Li GHL, Rudicell RS. Origin of human

malaria Parasite Plasmodium Falciparum in

gorillas. Nature 2010;467:4205.

Maude RJ, Hassan MU, Beare NAV. Severe

Retinal whitening in adult in cerebral malaria. AM

J Tropn Med Hyg 2009; 80(6):881.

Krafts K, Hempelmann E, Oleksyn B. Detection of

malarial parasite by Geimsa stained blood films.

Biotechm 2011;86(1):735 .

Sutherland CJ, Hallett R. Detecting Malarial

parasites outside the blood. J Infect Dis 2009;

199(11):1561-3.

Malkar MT, Piper RC. The rapid malaria

diagnostic test. AM J Trop Med Hyg 2009;

81(6):921-6.

Mens PF, §choone GJ, Kager PA, Schalling HD.

Detectionﬁ% identification of human Plasmodium

specie real time quantitative nucleic acid
based amplification. Malaria J 2006;

5(8))30.
15. Qe JC., Barnish G, Mangal T, Armazio I, Street

17.

18.
19.

20.

21.

22.

23.

24.

(UE, Beats |I.
P.vivax malaria is most prevalent variety. Anemia@
16.

Household cost of malarla over
diagnosis in rural Mozambique. Malaria J 2008;
7:33.

Provost and Claire Wold Malaria Day; which
countries are the hardest hit? Get the full data, the
guardian (London) 25 April 2011.

Gething PW, Patil AP, Smith DL. A new malaria
World Map; Plasmodium Falciparum endemicity in
2010. Malaria J 2011;10(1):378.

World Malaria Report WHO 2008.

Hay SL, Snow RW. The Malaria Atlas Project;
Developing Maps of Malaria Risk. Plo S Med
2006;(12):473.

Raddad AL, Patniak P, Kublin J. Dual infection
with HIV and malaria fuels the spread of both
diseases in Sub-Saharan Africa. Sci 2006; (5805):
1603-6.

MPC. District wise epidemiology data of malaria
control  program,  Balouchistan,  Pakistan,
Islamabad. Malaria Control Program 2006.
Mahmood KH. Malaria in Karachi and other areas
in Sindh. PAF Med J 2005;55:345-8.

Nizamani A, Kakar NA, Khushk 1. A burden of
malaira in Sindh, Pakistan a two years surveillance
report JLUMHS 2006;5:76-82.

Zia YMI, Khel KSJK. Incidence of malaria in
central areas of Balouchistan; Mastung and
Khuzdar. Rawal Med J 2007;32:176-8.



Med. Forum, Vol. 25, No. 2

63

February, 2014

25.

26.

217.

28.

29.

Taha K, EL-Dein SZ, Idress M, Malout G, Ghasan
Baidass. Hemotalogical complications of malaria.
Kuwait Med J 2007;39(3);262-7.

Adedapo AD, Falade CO, Kotila RT, Ademowo
GO. Age as arisk factor for Thrombocytopenia and
anemia in children treated for acute uncomplicated
falciparum malaria. J Vector Borne Dis 2007,
44:266-71.

Casal-Pascual C, Kai O, Newton CR, Peshu N,
Roberts DJ. Thrombocytopenia in falciparum
malaria is associated with high concentration of IL-
10. AM J Trop Med Hyg 2006;75:434-6.

Mujazi G, Magsmbo B, Okech B, Egwang TG.
Hemozoin containing leucocytes (HCL) are
negative correlates of protection against severe and
complicated malaria in Ugandan children. Am J
Trop Med Hyd 2006;74:724-9.

Hanscheid T, Egan TJ, Grobusch MP. Hemozoin
from melatonin pigment to drug target, diagnostic

30.

31.

tool, and immune modulator. Lancet Infect Dis
2007;7: 675-85.

Casal-Pascual C, Kai O, Cheung Jo, Hillenes S,
et al. Suppression of erythropoiesis in malarial
anemia associated with hemozoin concentration
leucocytes in blood. Blood 2006; 108:2569-77.
Dinesh R, Viral P, Amarjeet AK, Vinod DP,
Devangi DP. Haematological = Parameters
differentiating acute malaria from other acute
febrile disease including dengue fever. Ind J Pathol
Micro 2009;32(2):185-8.

Address for Corresponding Author:

Dr. Farzana Chang,

Associate Professor Pathology,

Liaquat University of Medical & Health Sciences,
Jamshoro.

Email: drfarzanal@hotmail.com



	Prevalence and Proportion of Anemia in Pregnant Women Suffering from Malaria

