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ABSTRACT KEYWORDS
Malariadiagnosisiscarried out by microscopic examination of blood films Malaria infection;
and suspected should preferably be investigated for confirmation of ma- P.vivex;
laria by Microscopy or Rapid Diagnostic Kit (RDK) so as to ensure full P.falciparum;
therapeutic dose with appropriate drug to all confirmed cases. The aim of RDK.

the study was to review the spectrum of disease associated with malaria
dueto P.vivex and P. falciparumin patients presenting to PHC during May,
2008 to Nov., 2009. Among pati ents admitted with slide-confirmed malaria,
64% of patients had P.falciparum, 24% P.vivex, and 10.5% mixed infec-
tions. The proportion of malarial admissions attributable to P.vivex raised
to 47% (415/887) in children under one year of age. Severe disease was
presentin 2,634 (22%) inpatientswith malaria, with the risk greater among
Pvivex (23%[675/2,937]) infections compared to P.fal ciparum (20%[ 1,570/
7,817]; oddsratio [OR] = 1.19[95% confidenceinterval (Cl) 1.08-1.32],p=
0.001), and greatest in patients with mixed infections (31% [389/1,273));
overall p < 0.0001. Severe anemia (hemoglobin < 5 g/dl) was the major
complication associated with P.vivex, accounting for 87% (589/675) of se-
vere disease compared to 73% (1,144/1,570) of severe manifestationswith
P.falciparum (p < 0.001). Pure P.vivex infection was also present in 78 pa-
tients with respiratory distress and 42 patients with coma. In total 242
(2.0%) patientswith malariadied during admission: 2.2% (167/7,722) with
Pfalciparum, 1.6% (46/2,916) with Pvivex, and 2.3% (29/1260) with mixed
infections (p = 0.126). Between August and November 2007, 1004 patients
aged between 1 and 93 years were enrolled in the study. Slide microscopy
(the reference standard) diagnosed 213 P.vivex monoinfections, 98
P.fal ciparum mono-infections and no malariain 650 cases.
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INTRODUCTION Approximately 40% of theglobd populationisat risk of
malariainfection. According to WHO themajority of

Theword malariacomesfrom 18" century Italian  ma ariadeathsamong childrenin sub-Saharan Africa,
language Maa-meaning “bad” and aria meaning “air”. ~ Killing anAfrican child every 30 second®. Maariais
Theterm wasfirst used by Dr. Francisco Torti, Italy.  estimatedtokill between 1.5t0 2.7 million peopleeach


mailto:drratnatrivedi@gmail.com;
mailto:nau81281@yahoo.com

RRBS, 5(2) 2011

M.Gamit and Ratna Trivedi

107

year with an average of onedeath every 12 second. The
morbidity dueto malariaisestimated at around 300-
500 millionevery year™®. Mdariaafflictsapproximately
90 countriesand territoriesin thetropica and sub-tropi-
cal regionsand almost onehaf of themareinAfrica,
South of Sahara. InIndianineanophdinevectorstrans-
mitted malaria specieslike Pfalciparum, Pvivax, and
Pmadariaeindiversegeo-ecologicd paradigms. Inindia
the states of Orissa Jharkhand, West Bengal, North-
Eastern gtates, Chhattisgarh, M adhyaPradesh contrib-
ute bulk of malaria. Most of the malaria attributable
mortality isreported from Orissaand other forested ar-
eas occupied by ethnic tribes in the country®®.
P.falciparum estimates out side Africaespecialy in
South-east Asaare 200% higher than reported by the
WHO®E, Pvivax in the world has been calculated at
71-80million casesof which South Eagt Aaand Western
Pecific countriescontributed 42 million cases. Thisstudy
wasdesigned for malariadiagnos sby microscopic ex-
amination of bloodfilmand suspected should preferably
beinvestigated for confirmation of maariaby micros-
copy aswe| asRapid Diagnostickit so asto ensurefull
thergpeutic doeswith gppropriatedrugtoal confirmed
cases. Theaim of study wasto review the spectrum of
disease associated with malaria due to Pvivax and
Pfaciparumin patients presenting to PHC during April

&<

entirewidth of the spreader dide.

4. Thinfilm(c): Whileholding thespreader dideét the
sameangle, pushit forward rapidly and smoothly.

5. Thick film: Usngthecorner of acleandide, spread
thedrop of blood inacirclethesize of adime (di-
ameter 1-2 cm). Do not make the smear too thick
oritwill fal off theslide. (You should be ableto
read newsprint throughit.)

6. Wait until thethin and thick filmsare completely
dry beforestaining. Fix thethinfilm with methanol
(100% or absolute) and let it dry completely be-
forestaining. Thethick film should not befixed.

7. If both thin and thick filmsneed to bemadeonthe
samedide, fix only thethinfilmwith methanol. The
thick film should not befixed.
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2008 to march 2010, and to compare them by micro-
scopicaswell asRapid Diagnostic Techniques.

MATERIALAND METHODS

A finger prick blood samplewas collected from
each enrolled patient. Thissamplewasused to prepare
thick and thin smearsfrom the blood. Thick and thin
blood filmswere prepared and stained with Giemsa
following WHO standards. Al so blood sampletest by
using availablefrom SD maarid antigen PF/Pan, Para
check and maariaPF/PV antigen.

To prospective study was under taken to study the
accuracy of ICT and microscopy for the diagnosi s of
malaria parasites. Preparation of the smear:

Useuniversd precautionswhile preparing thesmear
for maaria parasites. Usegloves, useonly disposable
needl e/lancets, wash hands, handle and dispose the
sharpingrumentsand other materid scontaminated with
blood carefullytoavoidinjury.

1. Whenever possible, use separate slidesfor thick
andthinsmears.

2. Thinfilm(a): Bringaclean spreader dide, heldat a
45° angle, toward the drop of blood on the speci-
mendide.

3. Thinfilm (b): Wait until theblood spreadsa ongthe
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Preparation of working buffer (dilute stick buffer
1:10with distilled water) and preparation of working
gain (Giemsastain 1ml + 9ml working buffer).

1. After sprayfixativetoblood smear anddryitinair.
2. Pour theworking stain on smear and keep for 15-

20 minutes.

3. Wash off with Distilled Water or tap water and dry
thedide
4. Observeunder oil immersionlensancountthecdlls.

Saining

Examined thick and thin film by micr oscopy
Thick blood film

Used for detectingmdariaalarger volumeof blood
isexamined allowing detection of evenlow levels of
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parasitemia. Also used for determine parasite density
and monitoring theresponseto treatment.

Thinblood film

Givesmoreinformation about the parasite morphol-
ogy and, therefore, isused toidentify theparticular in-
fecting speciesof plasmodium.

RESULT AND DISCUSSION

no.of strip MICroscop microscop
positive, 3 Y Y
65 ositive, 3 negative, 1

Total
positive, 3
67

TABLE 1: Total patients sample collected during April
2008-M ar ch 2009

Total Total no.of strip Microscopy Microscopy
collection positive  positive positive negative
3064 367 365 366 1

TABLE 2: Total patients sample collected during April
2009-M ar ch 2010

Total Total no.of strip Microscopy Microscopy
collection positive  positive positive negative
8090 500 499 498 2
DISCUSSION

This prospective study was undertaken to study the
accuracy of ICT and Microscopy for the diagnosis of
malaria. Thisstudy was performed during the period of
April-2008 to March-2009 is 3064 bl ood sampl e col -
lected, out of this367sample positive, in which 366
sampleispogtiveby usng Micrascopy and 365 sample
is positive by using RDK. Out of which 248 were
caused by Pvivax, 119 by p.falciparumand onemixed
infection. Inyear of April-09 to March-10is8090, out
of this500tota sampleispositive, Inwhich 498 sample
positive by using microscopy and 499 sampleispos-
tiveby using RDK. Out of which 453 were caused by
Pvivax, 47 by P.falciparum.

CONCLUSON

We are concluding that immunochromatographic
techniqueisvery sendtiveand specificity for diagnosis
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Epidemiological situation of
malaria 2009 in Surat city
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TABLE 3: Epidemiological situation of malaria data 2009
in Surat city

Year EX@Mine Smear o0 pfalaciparum SPR
sample positive
2,830 1

2009 992,784 10,363 7,533

TABLE 4: Epidemiological situation of malaria data 2010
in Surat city

Examine Smear
sample positive
2010 11,34,468 13,863

Y ear p.vivax p.falciparum SPR

9,585 4,278 1

of malariaparasite but cannot diagnosisasexua and
sexual form of malarial parasites, whilemicroscopic
techniqueisbest to diagnosis of maariaparasite both
asexual and sexual form so expert microscopicisbest
todiagnosisof malaria.
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