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Case scenario

Å32 year old  South African woman, 18 weeks 

pregnant  going to a FIDDSA conference in 

Zanzibar during the wet season. 

ÅMalaria risks and advise re prevention? 
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Å1. Stay at home: high risk of malaria? 

Å2. Malaria risk low?

Å3. Chemoprophylaxis essential? 

Å4. Apply non- drug measures? 
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Zanzibar
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Percentage of Blood Slides Positive 

for Malaria in Children Under Age 2, 

Zanzibar, 2005-2007
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Pregnancy, malaria and drug safety 

ÅDoxycycline:  C/I

ÅAtovaquone/proguanil: insufficient safety data to 

recommend

ÅMefloquine: 2nd and 3rd trimester- data does not 

indicate ADR 

1st trimester: some conflicting data but 

risk of malaria is important in decision 

Lactation: considered safe but ensure 

adequate malaria prevention in infant

Schlagenhauf Malaria Journal 2010, 9

Roche Product Document

WHO, UK, CDC guidelines 
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Family of 5 going to live in Northern 

Mozambique for 5 years: 

children aged 10yrs, 5yrs, 6mths

ÅEarly treatment with effective antimalarials 

ÅReduce risk of mosquito exposure

ÅChemoprophylaxis: safety in children? 

long term safety?  
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Drug Age group  Long-term

mefloquine
Larium®
Mefliam®

>5kg

doxycycline >8kg

CHEMOPROPHYLAXIS

atovaquone plus 
proguanil  

Malanil ® Paediatric

>8yrs

>11kg

Data 3 years+ to 

support use

Data 6 months  to support

Up to 2 years (UK)

Data limited on combination

Recommendations vary

At least 3 months, possibly

6 months (UK)
Malaria Journal 2010 9 Schlagenhauf

WHO 2010

Commun Dis Public Health 2003; 6(3): 200-8
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Long-term travellers
Options:

ÅSwop from one to the other ïno data 
on efficacy

ÅStop prophylaxis and treat if necessary

ÅContinue with effective regime beyond 
its licensed limit.

N.B. Measures to protect against 
mosquito bites and be alert for 
symptoms!!!
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Case Study

ÅAdult male was born in the Congo, but has 

been in South Africa for the past 4 years. 

He has had a renal transplant and now 

has normal kidney function. He is on 

ciclosporin and azathioprine.

ÅHe is returning home in 2 daysô time for 3 

weeks.

ÅShould he take malaria prophylaxis, and if 

so, what?
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Consider:

ÅIs it a malaria area?

ÅWill he be immune?

ÅShould he take malaria 

prophylaxis or just use 

measures to prevent 

mosquito bites?

ÅIf he does take 

prophylaxis, what should 

he take, and how?
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Approved insect repellents

ÅDEET (Chemical Name: N,N-diethyl-m-toluamide or 

N,N-diethly-3-methyl-benzamide) 

ÅÅ Picaridin (KBR 3023, Chemical Name: 2-(2-

hydroxyethyl)-1-piperidinecarboxylic acid 1-methylpropyl 

ester ) 

ÅÅ Oil of Lemon Eucalyptus* or PMD (Chemical Name: 

para-Menthane-3,8-diol)the synthesized version of oil of 

lemon eucalyptus.

ÅNo other natural ingredients have been accepted as 

sufficiently effective
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DEET-containing products
ÅRecommended strength 30% - 50%

Å Tabard

Å Stick: 350mg DEET in 1g  (35%)

Å Lotion: 195mg DEET in 1mL (19.5%)

Å Aerosol: 150mg DEET in 500mg  (30%) ?

Å

Å Peaceful Sleep

Å Stick: 350mg DEET in 1 g  (35%)

Å Cream: 250mg DEET in 1g (25%)

Å Aerosol: 150mg DEET in 1g (15%)

Å

Å Mylol

Å Aerosol: 73.53mg DEET in 1 mL (7.353%)
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Case study

ÅMrs Pillay took a dose of mefloquine 

before she went to Malawi for a week, and 

when she took the second dose while 

there, she had a convulsion. She is now 

due to have her third dose. What would 

you recommend?
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ÅJust stop taking the mefloquine and 

monitor for symptoms?

ÅCarry on with the mefloquine and give her 

an anticonvulsant?

ÅSwitch to an alternative prophylaxis, and if 

so, which one?
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Suppressive vs Causal

ÅSuppressive prophylactics - Agents that 

act on the erythrocytic stages, (i.e. once 

the parasite has invaded the red blood 

cells. Theses are blood schizonticides.

ÅCausal prophylactics ïAgents that 

destroy the exo-erythrocytic forms of the 

parasite. These are tissue 

schizonticides.
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Swopping from one regimen to 

another
from to

doxycycline atovaquone-proguanil Not once in malaria area

doxycycline mefloquine No ïmefloquine must be 

taken a week before

atovaquone-proguanil doxycycline Should be fine

atovaquone-proguanil mefloquine No ïmefloquine must be 

taken a week before

mefloquine doxycycline Should be fine ïno 

washout needed

mefloquine atovaquone-proguanil Not once in malaria area
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Case Study

ÅMale in his 40s who is currently being 

treated for tuberculosis with standard 

therapy, wants to visit his family in Malawi 

in February for 2 weeks. He knows that he 

should take malaria prophylaxis, but 

doesnôt know which one to take.
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Recommendations

ÅMefloquine

ÅDoxycycline

ÅAtovaquone-proguanil

ÅNatural products
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Case Study

Å31 year old woman prescribed doxycycline for a 

2 week trip to Ghana.

ÅNaturapath talked her out of it and gave her 

natural medicine.

ÅOn her return, she devloped classic symptoms, 

Naturopath said it was a parasite that ahd to 

work its way out of her system.

ÅGot progreeively worse, was put in ICU, 

diagnosed with malaria, parasitaemia of 9.8%. 

Was in ICU for 7 days, but eventually recovered.
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Chemoprophylaxis regimes ï

not recommended

ÅComplementary preparations ïno proven efficacy

ÅDapsone-pyrimethamine ïwidespread resistance, 
adverse effects

ÅChloroquine plus proguanil ïwidespread resistance, 
poor compliance

ÅAzithromycin ïinsufficient efficacy on its own for P. 
falciparum, relatively effective against P. vivax.

ÅArtesmisinin derivatives ïuse for therapy only and in 
combination ïto preserve sensitivity

25



HIV+ve travellers

Much still to be learnt!

ÅMore susceptible to severe malaria.

ÅMalaria may increase viraemia ïpossible 
resistance

ÅPersonal protection measures vital

ÅChemoprophylaxis essential. Doxycycline 
recommended

ÅDrug interactions:
ïEfavirenz, nevirapine, PIs �; Mefloquine 

ïPIs �; Atovaquone

ïAtovaquone     zidovudine (AZT)
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