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ABSTRACT

al\;l:l:;:;sl;;t ggetolh;:ztelnmg disease caused by protozoan parasite of genus plasmodia that

People through the bites of infected mosquitoes. 100 blood samples of
pregnant W‘"’l"l"en Attending Nahuche pHC, Bungudu Local Government Area, Zamfara
statcowere collected and cxam_ined for malaria parasites using rapid diagnostic test kits. Out
of 100 pregnant women examined, 60 were malaria positive in this study representing 60%
prevalence. The highest malarja Prevalence was seen in pregnant women within 21 - 26
years age group. This was due to the fact that the pregnant women mostly were their first
pregnancy and has depressed immunity due to pregnancy, whereas age group of < 24 year
was reported to be at a high risk. The results showed that malaria prevalence decreased
with increasing age but increased in age group > 34 years, this could be attributed to their
weakened immune status duc to their old ages. Also according to trimester showed that
pregnant women that were in first trimester have higher prevalence of 71.8%, followed by
those in second trimester 60% and those in third trimester 42.3%. This result showed there
is high prevalence of malaria among pregnant women in the study area and therefore
prompt treatment has to be employed and pregnant should be encouraged to use insecticide
treated nets in order to reduce human-vector contacts.

viil
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CHAPTER ONE

INTRODUCTION
1.1 Background of the study

Malaria is a life- threatening discase caused by protozoan parasite of genus Plasmodia

that are transmitted to people through the bites of infected mosquitoes. Plamad_imb is by

far the best known of all protozoan parasite, because of the life threatening nature of the

disease it cause to both humans and animals, Malaria is a debilitating infection disease
characterized by chills, shaking and periodic bouts of intense fever. It is transmitted from
person to person by the bite of infected female Anopheles mosquito. The infection leads
to paroxysm, nausea fever, sweats, anaemia, hepatomegaly, chronic relapsing course t;nd
even death (Moyi ef al.,, 2013).

Plasmodium causes multiple manifestations or complications (some severe, others fatal),

these include hyper-parasitaemia, cerebral malaria, hyperpyrexia, severe anaemiia,

hypoglycemia, renal failure and shock. Plasmodium falciparum malaria is the most lethal

of the infections caused by human malatia parasites. It exhibits the most complications

and its manifestations can mimic several diseases including typhoid, influenza and

infections of the central nervous system such as meningitis (Moyi et al., 2013).

Malaria parasites have the widest distribution, extending through the tropics, subtropics,

te t es, central West Africa and some south pacific islands defending on Ehe
mperate zones,

ecies. Some occur sporadically in different parts of the world like p. malaria (Moyi et
species. Som

al, 2013).

| Vi i i ion/transmission
i = ransmltter of malaria, but the causation,

) d as th

percel e

jomedical facts. Convulsion, a common complication

Mosquito were

model of people differed from the b!
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=

mobile populatio A

i "S and travelers. National malaria control programmed need to take

ecial measures 1 . i

e O protect these population groups from malaria infection, taking into
consideration their specific circumstances (WHO, 2016)

1.3 Justification

The increase level of morbidity and mortality of peaple at all age because of malaria
parasite infection and continuous effort by World Health Organization (WHO) to
eradicate malaria which has been a health problem because of high transmission i'a;es ;
especially pregnant women and children under five, this lead to this research work to ﬁﬁd ;
out the prevalence of malaria infection among patients attending Nahuche PHC Bungudu : :
local Government Zamfara state. ‘ i
1.4 Aim of the study

The aim of this study is to determine the prevalence of malaria parasites among pregnant

women attending antenatal care at Nahuche Primary HealthCare, Bungudu Loeal

Government, Zamfara state.
1.5 Objective of the study
a To determine the prevalence of malaria parasites among pregnant women

attending antenatal care at Nahuche PHC Bungudu local Government Zamfara

state.

To determine the prevalence of malaria parasites based on age-of the pregnant

women.

ence of malaria parasites base on trimester.

c To determine preval
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2.1 Introduction 7 i

el

LITERATURE REvIEW

Malaria is one of the ! jor di .
world’s  major diseases, It affects many millions of I.Yret.)]ﬂi5 and

the world health organization esti :
i -

ates that up to million people die from Malaria each

year in Aftica alone. Malaria is common in many parts of the tropic,kand occurs in sopie

sub-tropic area. It is caused by parasitic protozoan of the genus Plasmodium (Beeson and

Duffy, 2005).

The parasites are sucked up in the blood when a female anopheles mosquito feeds on an
infected person. They then reach the mosquito’s stomach and undergo complicated
changes, which result in young parasites finding their way to the mosquito’s slivery

glands. When another victim is bitten, the parasites pass to him from the salivary duct of

the mosquitoes (Beeson and Duffy, 2005).
2.2 Life eycle of plasmodium falciparum

The Malaria parasite passes its life cycle in two different hosts.

In Man; the parasite residing inside the liver cell and the red blood cell reproduces by a

sexual method (Schizogony) hence man represents the intermediate host.

for the initiation of the mosquito cycle, sexual forms (male

In Female Anopheles mosquito;

At A .
and female gametocytes) are first developed inside the human hos

ot host where they develop further and are

They are then transferred into their inse

porozoites are infective to man. In this sexual method

transformed into Sprozoites- These s ! :
3 o ia pe n an
£ d quito represeﬂts the definitive host of malaria parasite (Beeson at
of reproduction, mos

Duffy, 2005).




fluid was
teleased by the female mosquito from the sali

‘which ma; I
Y contain sporozoites, if the mosquito had feed on bl W

‘weel
ks previously, which contained male and female gametom

less than an hour. The sporozoites which precedes to hepatic parenchyma l“i

| initiating a pre-erythrocytic stage is usually short in P, Sfalciparum (5 to 7 days) an
l: - vivax (6 to 8 days) but some what longer in P. ovale (9 days ) and P. malariae (]
. 16days ). The resulting merozoites from the hepatic ce1>I are released into the cu‘mﬂh
erythrocytes, occasionally, when the number of sporozoites inoculated is very 1oy

period from injection to onset of erythrocyte infection takes a month or even 4 i

(Beeson and Duffy, 2005).

The merozoites which made their way into the red blood cells by inducing erythrocyte,

endocytosis, and the organism begins 1o developed with a vacuole in the erythrocyte.

I Using giemsa of right stains, the parasite is first identified with light microscope as a

characteristic ring-form an early trophozoite; the organism increases in size partially filling

the red blood cells. The nuclear material late differentiated by schizogony, and the red

blood cell becomes partially with cytoplasm and the multiple nuclear of the schizont, ‘I:he

erythrocyte is complete when the red blood cells rapture, releasing the metozoite formed
ythrocyte is

en invade other erythrocyte:

P. malariae by mechanism which contain

h th <. This cycle take 48 hours in P.
from the schizont, which t

vivax, P. ovale, P. falciparum 72 hours in

s do not continue the cycle of schizogony but

some merozoite

ametocytes (Bradley €

completely unknown,
" al., 1996).

develop into female and male &




malariae,

i

Plasmodium falciparum.

fum ovale,
Plasmodium knowlesi,
They all belong to the:
Domain: Eukaryota
Kingdom: Protoctista
Phylum: Apicomplexa
Class:  Sporozoea
Subclass: Coccidia
Order:  Eucoccidiida
Suborder: Haemosporina
Family: - Plasmodiida

Genus:  Plasmodium

Species include: P. vivas, P. ovale, P. falciparum, P. malariag and P. knowlesi (Dickson

and Karapelou, 1997). i

2.4 General life cycle of malaria parasite
s divided into sexual life cycle and asexual life cycle.

The malaria parasite life cycle i

2.4.1 Sexual life cycle (Malaria parasite)
anopheles mosquit

she ingests the macro gametocytes and micro

i ies of o transmit different species of malaria; the
. speci

)ecomes infected when




gametocyte present in the peripheral blood of an infectc(; human host (ite L § @

The red cell cytopl is di .
Yioplasm is digested away from the gametocyte within the lumen of the
mosquito stomach (Thovang, er al., 1991)

Micro gametocytes differentiate ang divide into 6 flagellated micro gametes, The' : i

of micro gamete formation is termed ex flagellation. Each micro gamete can fuse with a :

single macro gamete, thus forming zygote, termed the ookinete, After fusion of the tWo

nuclei, the organism become diploid, ookinete formation takes about 18hours for

completion.
The ookinete penetrates between the columnar epithelium and comes to rest just under the
connective tissue sheath and further differentiates into the oocyst, each oocyst undergoes i
nuclear reduction, then a series of nuclear and cytoplasm division cycle, resulting in the
production of thousands of haploid sporozoites. Sporozoites production is compleie
within 8-10 days after ingestion of gametocytes. The sporozoites enter the haemocoel by
penetrating the wall of the oocyst. Each sparozoites is approximately 2-3um long s;nd
possesses a single centrally located nucleus (Thovang, et al., 1991).

Sporozoites site select within the cytoplasm of the cuboidal epithelium lining the salivary

glands and the lumen of the gland. They gain entrance into the human intermediate host

when the mosquito injects them, together with salivary secretions, during the taking of her

next blood meal. Female mosquito in the genus anopheles is the definitive host for all

species of malaria including Plasmodium vivax (Dickson and Karapelou, 1997). -




242 Life cycle
24.2.1 Plasmodium viyay

The sporozoite is the infect; ;
spo € infectious stage anq i 2-3um long. Sporozoite is injected, ahmg

with the salivi
ary secretion of the MOsquito, into the human intermediate host when an :

infected female anopheles mosquito takes a second or third blood meal. The sporozoites
travel via hematogenous route to the liver, where they enter parenchyma cells, there ﬁj’ 3
L RYE

initiating the exo-erythrocytic cycle, Following differentiation into merozoites, ﬂf}ﬁ
* . . . ‘
organisms divide by schizogony into hundred infectious units. The exo-erythrocytic cycl

takes about 6-8 days to complete, culminating in the rapture of the infected pm‘enéhyﬁia_: R
cell, with the consequent release of about 10,000 parasites into the blood stredm.
Merozoites cannot enter new parenchyma cells but can enter red blood cells. Entry into
the red cell signals the unset of erythrocytic cycle. Some merozoites, instead of repeatedly
dividing within the parenchyma cell, differentiate into a dormant non dividing stage

termed as hypnozoite, this stage can go on to replicate into merozoite at a later time in the

infection. Activation of hypnozoites results in a release of infection and can occur at any

time after initial infection up to Syears. Replication of P. vivax within the red blood cell

oceurs through an asexual division process, and begins the sporozoites stage. The single

nuclea sporozoite grows within the red cell, feeding mainly upon the protein portion of

hemoglobin. During this time, the infected red cell becornes deformed and enlarged.

Nuclear division occur repeatedly, resulting in 16 t0 32 nuclei the cytoplasm then dlvldes
ear div

s (D , 1997).
separating each nucleus into a merozoite (Dickson and Karapelou )



o red e

!

red cell ruptures ;
 Teleas
18 the parasite into the blood stream, afier enteringa

the divisi i
l, on cycle is repeated, one erythrocytic cycle is completed within 41~

s . Foh
45 hours. O stages are infective for the definitive host, there is no reservoir host
for any species of human malaria (Dickson and Karapelou, 1997), i

24.2.2 Plasmodium ovale »

The sporozoite is the infectious stage and is 2-3um long. The sporozoites of Plasmoditm

ovale are injected along with salivary secretion of the mosquito, into the host when an
infected female anopheles mosquito takes a second or third blood meal. Spommim-_sm.
passively carried by the blood stream to all organs, but only survive if they reach the
liver. In the liver, the sporozoites breakout of the capillaries and penetrate parenchyma
cell initiating the exo-erythrocytic cycle. The parasite differentiate into merozoite, some
merozoites differentiate further into hypnozoites, a non-dividing stage, while others
undergo multiple divisions resulting in the formation of mature schizonts. Each schizont

give rise to about 15,000 organism and take 9 days to fully mature.

Mature schizont rupture, there by releasing merozoites into adjacent capillaries invasion if
s

red cells by the merozoites then ensucs, thus beginning the erythrocytic cycle. merozoites

i i schizonts with
are un able to invade parenchyma cells, Hypnozoites can mature »mto
itiati i when this occur
attendant release of merozoites, thus initiating @ new erythrocytic cycle,
releas

f the infection. Relapse can apparently

: s¢ O
the infected individusl experiences & e , b
he initial infection. Invasion of ared cell by a

t
occur at any time up to Syears after

t of the early tropozoite Stage, known as the sigact
en

. mi
erozoite results in the develop

ting stage (Thovang, ef al., 1991):

10



Growth of the tropozoite culminates in the digest; 7 rd
estion of most of the hemoglobi e

| globin of the red
cell. A particular waste prodyct of hemoglobin digest: :
i i n digestion, hemozoin, accumulates in the

occupied portion

i pied p of host cell Cytoplasm. The overall diameter of the infected red cell
s and its sh i ) — :
increase shape become irregular, Nuclear division takes place within a sanctum of

parasite cytoplasm. Following nuclear division, The cytoplasm divides. Thus § to 10

merozoites are formed and are collectively termed the mature schizont. The entire process

of nuclear and cytoplasmic division is termed schizogony. 7

The mature schizont ruptures, freeing its complement of merozoites into the blood stream. !
Each released merozoites has the opportunity to invade a new red cell. The erythrocytic
cycle takes 49-50 hours to complete. Not all merozoites.that enter red cells divide, rather

some differentiate into pre-sex cells. The female pre-sex cell is termed macro gametocyte

(Thovang, ef al., 1991).

The male pre-sex cell is called micro gametocyte, The mosquito acquires her infection by

ingesting macro and micro gametocyte along with her blood meal there are no reservoir

host for any species of human malaria (Dickson and Karapelou, 1997).

2.4.2.3 Plasmodium malariae

The sporozoite is 2-3um long and is the infectious stage. Infection in the human host by

e begins when the sporozoites

n by an infected female anopheles mosquito. The

Pl d Tt are ingested, along with the salivary
- Plasmodium maiaria

the blood vessels in the ski
to the liver as well as to other

secretion into 5
part of the body by the

sporozoites are passively carried

th sporozoites enter parenchyma cell and differentiate into
r, the ‘

blood stream. In the live

he beginning of the exo-erythrocytic eyele. Division -of the
g the D€ ;

merozoites, signalin

11
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is not possibl
possible. Only a sporozoite transmitted by the bite'
e bite of another infected

can initiate 2 y
iyﬂl ytic ¢ le if di isiﬂn. NO hypnozn .
new exo-e; TOCYt C \% 1tes are ﬁ’lmd

Merozoites begin the erythrocyti i

i ytic cycle by invading red cells with P. falciparum it is
common to have more than one parasite in each red cell. This early stage Ofdeva]opm‘;;f"-
is called the trophozoite and is commonly found in the peripheral circulation. Unlike

other species of malaria that infect humans P. falciparum develops beyond the

trophozoite, inside red cell attached to endothelial cell lining the capillaries of the body,

especially those in the deep tissues. The mechanisms by which this take place apparently

involves the parasite- directed elicitation of "knobs" on a portion of the infected red cell

iembrane. The physicochcmicul properties of these knobs together with other parasite,
¢ them to bind to endothelial cell membrane. The attachment last
< within the immobiliz

derived proteins enabl
od infected red cell,

throughout schizogony, the trophozoite grow
every 48hours and result

abin. gehizogony oeeur

F 'feeding upon protein porlion of hemog!
e . e aure sehizont breaks open, relensing its
. in the p . orozZoites. [he mature 8¢
e roduction of 8-16 M€

s { carapelos
* complement of merozoites (Dickson and Karapere

artificially? It's

1997).

- XEA« S P I I
b 2.5 Plasmodium knowies! ik

jat

ucciulculully.

hat infect man

§ the fifth species of malaf R —— o

from species of knowlesi jv's found . !

south Asia and it cause
n

13



W The mature tissue schizont TUpture:
S

its infected parenchyma cell an
mmr the blood stream parenchyma cell md

%

mer
» MET0zoites only infect red cells, Hence are lnvasiun gf

the liver is not possible. Only a SPOrozoite transmitted by the bite of another mﬁ;‘@ﬂ[ I
MENE A dnitiste new exo-erythrocytic cycle if division. No hypnozoites are forr
by P.falciparum.
Merozoites begin the erythrocytic cycle by invading red cells with P. falciparum
common to have more than one parasite in each red cell. This early stage of develoj
is called the trophozoite and is commonly found in the peripheral circulation. Un
other species of malaria that infect humans P. falciparum develops beyond the
trophozoite, inside red cell attached to endothelial cell lining the capillaries of the body,
especially those in the deep tissues. The mechanisms by which this take place apparently

involves the parasite- directed elicitation of "knobs" on a portion of the infected red cell

membrane. The physicochemical properties of these knobs together with other parasite,

derived proteins enable them to bind to endothelial cell membrane. The attachment last

throughout schizogony, the trophozoite grows within the immobilized infected red cell,

otein portion of hemoglobin. Schizogony occur every 48hours and result
T

feeding upon p
s, The mature schizont breaks open, releasing its

in the production of 8-16 merozoite:

997).
complement of merozoites (Dickson and Karapelou, 1 )

paturally and artificially? It’s

2425 Plasmodium knowlesi
infect man accidentally,

i ia that
e Ui it causes malaria in long tailed. It

in south Asia and i

from species of knowlest it’s found
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s in south east Asia where it mostly found (Cheesbrough, 2008).

2.5 Transmission of malaria parasite

fn most cases, malaria is transmitted thy ¥
rough the bites of female dnopiulies mosguines.

There are more than 400 different species of Anopheles e i e

vectors of major importance. All of the important vector species bike between dusk andl

dawn. The intensity of transmission depends on factors related o the passsi, B VOUSE

the human host, and the environment (WHO, 2016).

Anopheles mosquitoes lay their eggs in water, which hatch m farvae, e
emerging as adult mosquitoes. The female mosquitoes seek a blood meal o RS Shelr
eggs. Each species of Anopheles mosquito has its own preferred aquatic habitet for
example, some prefer small. shallow collections of fresh water, such as puddies and hoof
prints, which are abundant during the rainy seasen in wopical countries (WHO, 2018).

Transmission is more intense in places W here the mosquite lifespan is longer (30 that the
parasite has time 0 complete its development inside the mosquite) and where it prefees 10

bite humans rather than other animals. The long lifespan and strong human-biting habit of

i i o neacly 909 of the W arld's m@[m cages
the African vector species 15 the main reason why nearly 90% of the world

are in Africa.

imati iti  may aftect the number and survival
issi limatic conditions that ma
Transmission also dependson ¢
h as rainfall pattefmns temperature and humidity, n many places,
of mosquitoes, Su€
i i ¢ ; season. Mall
onal, with the peak during and just after the rainy season. Malatia

transmission is seasondh
limate and other conditions suddenly tavor transmissionsin
im

jitle or no immunity © malain, They oan lso QU WAt
e little

epidemics can ocour when ¢!

areas where people hav
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Sem—

Jow immunity mov
e
into areas with i Intense malaria transmiss
s-d:.otmefugees (WHO, 2016), -

‘Human jmmunity is another important factor, especi y ..
e , especially among adults in areas of
gerste Of intense transmission conditions. Partial immunity i ov
unity is developed er years of
posure. and while i vi :
while it never provides complete protection, it does reduce the risk that

malaria infection Wi . ‘
n will cause severe disease. For this reason, most malaria deaths in Afica

oaccur in young children, whereas in areas with less transmission and low immunity, & -

sge groups are at risk (WHO, 2016).
2.6 Clinical Signs

The smallest interval between the infecting mosquito bite and appearance of ps.réé
erythrocytes is 5 days, but this proponent period i.e. the interval infection and the first,
symptom ranges from 7 to 14 days and may be prolonged further by immunity (Markel

and Gilles 1991).

None of the clinical features of malaria is diagnostic. Their pattern and ntensity vary with

the age, state of immunity, general health, and qutritional status of the patient and the

geographical origin of the infection. Hyper immune patients may have patasitaemia.

without symptoms pregnant woman may develop febrile convulsion with an otherwise
§] ]

such a8 diarthea are particulatly

uncomplicated infection, gastro—intestinal symptoms;
ili i articularly vulnerable 0
i d Jebilitated patient seem p
comumon in West Afric3: elderly an

sociated “with headache and

Patient experient
i e = may be persisient for several days

s R .4 city the hallmatk of tertian or guar an

erio
before development into @ synchronous p ;

15




@bfaﬂwed in several el :
o hours by diffusive sweating and a fall temperature, These may

begin with non-specific symptoms such as sore throat, dry cough, and abdominal pain
, and abdominal peir

mislead the physician i i :

phy into making or diagnoses of pharyngitis, influenza
gastroenteritis, Occasionally the only sign of malaria is fever that is ce-luse_ by drug all
Rarely fever may be absent (Beeson and Duffy, 2005). ?

However, relapse of vivax or ovale infection may oceur months or even years later. Th

illness at the time of relapse is usually milder and of shortest durdtion than the initial

illness, Death caused by infection with these organisms is very uncormon (Beeson and

Duffy, 2005).
|

i 2.7 Epidemiology and Pathophysiology

determined by the climatic and ecological requirements of

The epidemiology of malaria is

oupled with the habits of

Jation (Harold and Franklin,
the Mosquito vector ¢ human population {

1993). -
¢ and sub-tropic. This is because the

Malaria today is generally confined to the trop!

40C relative humidity

of 60%, which is suitable for the transmission
temperature of 60-3 ‘ :
at altitudes above 6,000 fet (Jawitz and Aldeberg;

of malaria generally; disappears

1989).

: ABO blood group
i for the red cell membrane protein pand 3 and the
ie genes for the ‘ i
found 0 confer jmmunity t© malaria infection. ‘
n fo .
ave also bee . @ o

laria.
¢ ABO blood B0 el

- polymorphism b
g ) .
days are available O the influen®®
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. he recent Gambian study a ) ,‘
n , ¥ @ small but significant association of blood &

ista i 00 :
pesistance to malaria was found. Interestingly req group O with.m
Y red cell of this blood group when parasitize

ith P. falciparum stai ;
g E ins are less likely to exhibit phenomenon of resetting (An'd@.i
1992). ian,

Resetting parasites have been associated with more severe malaria in African children,
offering @ possible mechanism for ABO blood group effect; South East Asian and
Malaysia ovalocytosis is associated with increased red cell membrane rigidity, decres;ﬁi
P. falciparum invasion in vitro, and lower parasite densities of both P. vivax and 2.

falciparum in the field (Nurse and Belson, 1997). i

It has now been shown that the molecular basic of this disorder is a 9- amino acid
deflection of the cytoplasm and membrane spawning regions of the band 3 proteins

consistent with abnormal membrane mechanical properties, however Abayomi (2007)

found that this defect was also associated with altered anion transport ability across red

cell and potentially other membranes (Mavoungod and Kabila, 2003)-

West African black and their descendants in the American and elsewhere possess relative

1o experimemal infection with P. cynamalgi, an

immunity to P. vivér and also
ations of miller in (1978)- Whom he first

explanation to this is explained py the obserV e
i invasion in Vi 3
noticed that Duff: ggative huma? erythrocyte 8¢ resistant to invast :
0 b —negative individual
f key (Markel and Gilles: 1991). Duffy negative .
knowlesi a species © mon

fri more than 90% of American
of West Africa

d
populace an
comprise of great than 90%

blacks (Harold and Frankli™ 1993)- A

W u wastage
'cultural practioes such as ater Use £ g i
g

i ici oftent closely like to
the us® of agricultvr® msn_actxcndcs are
that provides breeding state OF
|derbergs 1989):

B ideiotony (201%™
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3.8 Laboratory Diagnosis.

T———

Various labor
v atory methods are employed on diagnosis of malaria parasite in laboratory
they include:-

2.8.1 Rapid diagnostic test (RDT)

For rapid qualitative detection of malaria HRP2 (histidene-rich protien2) in human blood

as an aid in the diagnosis of malaria P. falciparum infection. This test is designed to

detect an antigen of malaria plasmodium sp- Although the test is highly reliable in -
detecting HRP2, false result may be possible in rare occ”asions‘ Therefore other clinica—llj
available test are required of questionable result is obtain.
2.8.2 Thick blood film

A thick blood film is usually prepared before thin film. Since its rapid and sensitive
method for detection of imalaria parasite when they are few in numbers. Especially in mild

infection, the red cells are lyses during staining because they are not freed. The parasites

and the white cell are clearly seen, the film must pe handle with care to prevent blaod
from been washed away from slide (Bayomi, 2007).

2.8.3 Thin blood film

A thin blood film is prepared from the same blood specimen and examined t0 identify t.he

ific patasite seen in the thick film. In thin film the blood cell are fixed and the
gpecifl

tic features of the parasite are demonstrated, the size, inclusions and shape of
stic

us plasmodium species. Examination of a thin film

characteri

d cell ate use to identify the vario

? )
1s 51 tl d 1 (B Y 1 .
S S g“ﬁcaﬂt mn he 1 ent floatlo“ Of Iﬂlxed mfechons ayorm 2()(”
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tment of Malaria.

osis and i v
diagn: treatment of malaria reduces disease and prevents deaths. It also

mhutzs to reducing malaria transmission. The best available treatment, pameulaﬂy
,‘?“ﬁ‘f’- fa]c;pamm malaria, is artemisinin-based combination therapy (AC'I') WHO
" recommends that all cases of suspected malaria be confirmed using pamsxte-based
diagnostic testing (either microscopy or rapid diagnostic test) before administering
treatment, tesults of parasitological confirmation can be available in 30 minutes of less.
Treatment, solely on the basis of symptoms should only be considered when "'a i
parasitolog'scal diagnosis is not possible. More detailed recommendations are available- in
the "WHO Guidelines for the {reatment of malaria”, third edition, published in April
2015.

2.10 Prevention and Control.

e Treatthe infected person with appropriate drugs such as ACT and IPT for

preg‘nant women.

s Proper sanitation should be checked.
+ Avoid improper damping of refuse.

Our goiters should be covered.

e Spray with insecticide in a place where mosquito is disturbed.

o Always gleep in 8 treated mosquito net.

p i i egetat'son.
] jehte! (0} ams on Jant! antl mosq ito tree an
Enhgh n pr £ P ng it t dv
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CHAPTER THRE
MATERIALS E 3
dy Design. RIALS AND METHODS o

are different types of re
search desi i
F | esign available for researchers. The purpose of
search gn is to guide the researcher and increase the validity of his findings. The
is desi 7 :
| study ign to find out the prevalence of malaria parasite infection among pregnant
women's attending Nahuche PHC.

33 Sample Size.

The target of this study consists of 100 pregnant women attending aﬁtenaml care at PHC

Nahuche, Bungudu Local Government Area of Zamfara state.

3.4 Sampling Technigue

Random sampling technique Was conducted, based on their age, the sample Were

collected from 100 pregnant women atiending antenatal care at Nahuche PHC, Bungudu-

t and Test kits were used to find the result.

Bloodisa sample used for the tes

35 procedure

Ask the patient 10 sit down properly and rest on chair, registered all the patient
information in to daily Jaboratory register. Used tunicate 10 tired the vein, for easy

identiﬁcation, used 2m! syringe collect the sample, deliver to EDTA bottle and Transport
from study ared to Zoology Laboratory Federal University Gusa: RDT kits is used to
diagnose-
3.6 Stntistical Analysis '

esult with odds ratios (OR)

Chi-square test of independent and was use £ analyses the T
+ significant difference: - Value less than Of equals (0 (.05 was
si

20




1

W Gadl W S LA
*

v weidd
aOc TRSIMED DU I FREPE =
¢ 10 counEssad BET S SASIUTT PUESSE U B WEH WAL sy =4
%ﬁﬁ%u S
. s DEE SO I DRSPS G (I, r s

T I T T AL AR

B m 250E AQ TRMOFE RF
g8 %uﬁ = Sl

y iﬂ.uﬂviggﬂhﬁsﬁ o Buans ey EEP

%ﬁwwﬂgihﬂ.n TREBCITEE 3 PR ST S .Q\i

SITEEE
MO WELE



4

1 ™ o 001
£ 000 . &
s 9 pl
PI'LS 81 ¥
55 €269 81 9T
: 1599 0 0f
(%) 39w3peasng aapsod oy PoulwExa ‘0N  (s4¥3K) ¢

a3e uo paseq wowom Jurudasd uf aysuaed vasiew jo aou




:

&

wm” S
5

o PR

gl pwod oN PO oy

ALY W TN HAOM TR W) e wsew o

g




;;.nﬁunion

Maintaining and improving on current gaing

made on malaria is imperative for an

effective control of the di ially i :
disease, especially in high endemic countries” Nigeria is made ul;

of many cultural div
erse settlements and communities and is essentially segmented into 6

geographical zones {(Northwest, Southeast, South, North Central, Northeast, and’

Southwest). each of these zones has own particular geographical and whether features a.nd

S0 requires strategies well planned control intervention methods and tools tatgeted at

individual settings in order to achieve the projected goal of 50% reduction in burden
malaria Aina and Aldeberg (2016).

The overall prevalence of 60% reported in this study was quite high. A similar figure was
reported for the same site the previous year. The prevalence was also similar to figure

obtained in Bungudu Local Government Zamfara state, one of the Northwestern zone

state of Nigeria who reported prevalence of 40% and 45% respectively the figure however

lower than the 69% reported by Aina and Aldeberg (2016). For calabar in cross river state

(South South) but significantly higher than the 14.7% reported for Ibeshe community in

Ikorodu Lagos state (southwest) by Aina and Aldeberg (2016). The large difference

between our study and Aina and Aldeberg (2016). Aina study was conducted during dry

ason rather than in the raining season when malaria transmission is much higher
sei

ut in the 6 geographical zones of the country in 2016.

udy is plasmodium faleiparum whick

however, a study is carried 0

ihe predominant plasmodium Spp Based on this st
i i i : this
V. enty r de elopmg resistance;
i i d a]SO has the greatest pl'USp fol v
18 the most 1rulent an

finding is consistent with other report

ed studies.
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CHAPTER FIVE

CONCLUSION AND RECOMMENDATIONS

| csmchesion, it was noticed that the prevalence of malaria parasites in pregnant women,

gending sotenatel care at PHC Nahuche, Bungudu Local Government was moderately
high Many factors have been adduced for the continuous persistence of malaria infection
i disregand 1o instituted control measures; these factors include the spreading resistance
of Plosmodium falciparum, impoverished economy, and increased urbamzat!on.
weskened immunity due 1o pregnancy, self-treatment and poor complfance to treatment, |
52 Recommendations
It is therefore recommended that:
% Pregnant women should be given a great priority if it comes to malaria diagnosis,
treatment, prevention and control.
% Great attention should be paid to pregnant women living in rural areas, towns and
villages where there are no secondary or specialized health care facilities.
»  Should always use Insecticide Treated Nets for l;eds, windows and doors.
» National malaria control programmed need to take special measures to protect

- these population groups from malaria infection.
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