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Present malaria situation in the Kingdom of Saudi Arabia:


 Saudi Arabia is situated in the area of transition between the Palaearctic and Afrotropical eco-epidemiological types of malaria. The former which occupied the eastern, central and northern parts of the country, was eliminated at the beginning of the 1970s. Afrotropical type of malaria, with P.falciparum as the prevailing parasite and Anopheles arabiensis as the main  vector, occupied the south western part of the altitudes below about 2000m. Malaria is still endemic in parts of this area, especially in its southern part (Jazan). Its existence is perpetuated there by continuous importation from Yemen. The population living in relatively hyper-endemic areas is 1,04 million (about 5% of the countries population).


During 2002, a total of 2612 confirmed cases were reported, out which 1016 were locally transmitted. In the free areas only imported cases were reported.


The country has a competent and adequately financed central malaria unit and an efficient information system on malaria.

Main achievements:


The MOH has taken the initiative for strengthening malaria control activities in the Kingdom, which is timely and concordant to the global initiative for Roll Back Malaria. A clear system to overcome the constraints and ensure rapid and timely implementation of the activities was developed. More support and strength have been provided to those working in areas with Afro-tropical malaria. 

The joined Saudi-Yemeni coordination committee on malaria control at the border areas agreed, at the last meeting held on the 1-4th. of February 2003 at Sanna (Republic of Yemen), on the following points:

-  integration of malaria control activities between the two countries to guarantee implementation of activities through mutual teams,

-  health education of the public and development of community participation,

· evaluation of vector and disease pattern changes, efficacy of control programs, study and implementation of amendments to improve results,

-   Standardization of malaria drug policy in the two countries,

· Establishment of a joined team to evaluate the implementation of control activities at the border areas every three months,

· preparation of periodic and special reports for information purposes.

Future perspectives:

· Develop an early warning system for malaria outbreaks based on a thorough understanding of malaria epidemiology and information on land-use patterns and climate at the Saudi-Yemeni border area (GIS, Computers, etc).

· Strengthen cooperation with The Republic of Yemen.

· Elimination of residual malaria foci through a strong, time limited attack measures.

· Prevent mortality and reduce morbidity by 50% within 5 years period in Jazan region.

· Support to eliminate malaria and prevention of introduction.
Priority areas

 -to extend facilities for early diagnosis and prompt treatment of malaria in still endemic and border areas;

 -to assure correct management of severe cases,

 -to detect early and manage outbreaks;

 -to carry out selective vector control,

   -to strengthen surveillance in malaria free zones.

 Applied research in epidemiology and control methods is needed to adapt the control strategies to the new epidemiological realities. 
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Guidelines  for Treatment  of Malaria in The Kingdom of Saudi Arabia


The drug policy is based on practical issues as to meet the following objectives:

· Early treatment of any diagnosed case so as to relieve illness and prevent complications;

· Stop or delay the spread of  P.falciparum  resistance to chloroquine;

· Prevent resumption of transmission to areas free of local transmission;

· Prevent relapse in P.vivax and P.ovale infection.


Depending on the malaria case being uncomplicated, complicated or severe the following management policy is adopted:-

. All patients should have  thick and thin blood films, the malaria parasite should be identified to species and a quantitative parasites count be made in the initial blood film.

1.First –line treatment:  For uncomplicated P.flciprum malaria cases chloroquine is given as  mentioned below:

Day 1: 10mg chloroquine\base\kg. (Adults 4tabs. of 150mg )

Day 2:10mg chloroquine\base\kg. (Adults 4tabs. of 150mg  .)

Day 3 : 5mg. Chloroquine\base\kg. (2tbs. of 150mg.)

If the diagnosis of malaria is made on clinical grounds (because microcopy is not available) a blood film should be taken and sent to the nearest laboratory facility, but treatment should not await the result of examination. For radical treatment primaquine (gametcytocidal therapy) is given in a single dose of 0.5-0.75mg/kg  for adults and children.

N.B. the doctor should impress on all patients the importance of complying with the three days treatment regimen even if their symptoms have improved.

 Follow-up parasite count  should (if possible) be made 72 hours after initial chloroquine dose to determine whether symptoms and/or parasitaemia have disappeared.


For P.vivax and P.ovale infection chloroquine is given as mentioned above.  Patients with G6PD deficiency should be  given a radical cure, which consists of primaquine  0.75mg/kg  weekly for 8 weeks.

2. Second-line treatment :


For resistant P.falciparum infection Fansidar (sulfadoxine 25mg/kg  and pyrimethamine 1.25mg/kg) is given in a single oral dose (3 tablets for adults).

4. Third-line treatment :


For resistant P.falciparum infection if there is no response to fansidar then Mefloquine 15mg/kg single or better split oral dose  or Quinine dihydrochloride 10mg/kg 8 hourly for 7 days accompanied by tetracycline 4mg/kg 6 hourly for 7 days orally or doxicyclin 100mg for 7 days ( tetracycline should not be given to pregnant women and children below 8 years).


For complicated and severe cases patients should be treated in hospitals paranterally as follows :


Quinine dihydrochloride 20mg/kg as a loading dose over 4 hours in 5% dextrose solution followed by quinine dihydrochloride 10mg/kg in 5% dextrose solution as maintenance dose over 4 hours repeated every 8-12 hours until the patient can take oral medication.

Chemoprophylaxis:

1.Chloroquine  5mg of base per kg weekly in a single dose for children.

Adults including pregnant women 300mg weekly.

Prophylaxis should be started 1 week before exposure and be maintained until after delivery in pregnant women and for at least 4 weeks after the last risk exposure in the case of non-immune individuals.

Chloroquine alone is recommended as a prophylactic drug in some of the areas where only P. vivax is present.

2.Meflaquine 5mg base per kg weekly, giving an adult a dose of 250mg of base per week It should be started 2-3 weeks before departure to achieve higher pre-travel blood levels, to detect adverse reactions before travel and allow consideration of alternatives. Prophylaxis should be continued for 4 weeks after last exposure.

Remarks

Falciparum malaria

In pregnancy the same guidelines are adopted except the followings:

1-Primiquinine is contraindicated 

2. Fansidar is contraindicated  for pregnant women in the 1st trimester.

3.Mefloquine : Its therapeutic use has shown to be safe during the second and third trimester. However, it should be used in early pregnancy only if alternative drugs are either not available or unlikely to be effective.

4.Mefloquine should not be used for prophylaxis during pregnancy.

5. Tetracycline is generally contraindicated in pregnancy.
Vivax malaria:
1. Antirelapse treatment with primaquine is not used for children  < 4 years and pregnant women.

2. In G6PD-deficient patients  primaquine  is given in a dose of 0.75 mg/kg once a week for 8 weeks  .

   There is strong recommendation to include chloroquine ampoules (im) and artesunate or DHA suppositories or rectocaps (not yet registered) in the drug policy for the initiation of emergency treatment of severe or complicated falciparum malaria prior to hospital admission . 
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