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Abstract
Introduction: Congenital malaria occurs through vertical transmission of parasites from mother during
pregnancy/perinatally during labour. Presence of maternal antibody may delay symptoms upto 3-6
weeks after birth.
Case Representation: A 21days neonate presented with not accepting feed, excessive crying, fever
since 2days. On examination baby was pale, lethargic, febrile, hepatosplenomegaly+. Peripheral smearrings & trophozoits of P. vivax, diagnosed as congenital malaria with neonatal sepsis. IV. Ceftriaxone,
IV. Amikacin started. Chloroquine was given.
Discussion: This case shows importance of considering congenital malaria as differential diagnosis of
neonatal sepsis in neonates with history of malaria during pregnancy. Mechanisms for congenital
transmission of malaria include maternal transfusion into fetal circulation at delivery/during pregnancy.
Sometimes mother might had mild episode malarial during the 9th month of pregnancy, resolved
spontaneously, and remained undiagnosed. The time of onset of symptoms in congenital malaria can
vary from immediately after birth to few weeks. The drug of choice for congenital malaria remains
chloroquine.
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1. Introduction
Congenital malaria was first described in 1876 [1]. Congenital malaria, occurring as a result
of vertical transmission of parasites from mother to child during pregnancy or perinatally
during labour is a rare condition. It occurs as a consequence of clinical attacks of malaria
during pregnancy but also may be detected rarely in infants of asymptomatic women, where
the diagnosis may be missed in both mother and the neonate [2]. However, recently the
incidence of congenital malaria is on the rise due to increased resistance and virulence of
parasite resulting from altered antigenic determinants, in addition to increased awareness [3].
Malarial infection of placenta is characterized by syncytiotrophoblast and villous disruption,
syncytial knot formation and fibrin-type fibrinoid deposition. Syncytial destruction may
result in low birth weight and congenital infections [4]. Hence, malaria during pregnancy may
cause two extreme effects on the neonatal outcome. Presence of maternal antibody may
delay the onset of symptoms up to 3 to 6 weeks after birth. Past history and relevant
investigations of the mother may help in differentiation from vector borne malaria in infants
in these situations.
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2. Case details: A 21days old female neonate was brought to our NICU with complaints of
not accepting feed, excessive crying, fever since 2 days. On examination baby was pale,
lethargic, axillary temperature was 100.8∘F, palpable liver - 2cms, spleen - 4cms below right
and left subcostal margins respectively.
On based on clinical and laboratory findings, differential diagnoses of Congenital Malaria
and Neonatal Sepsis were considered. Antibiotic consisting of intravenous Ceftriaxone and
Amikacin were started. After reports Antibiotics were discontinued and antimalarial therapy
with Chloroquine base -10mg /kg followed by 5mg /kg at 6, 24, 48 hrs were given.
Gradually clinical condition improved, patient was afebrile after starting antimalarials and
spleen size reduced to normal over 7 days duration. Three days after treatment, the patient’s
parasitemia completely cleared on peripheral blood smear. The infant was discharged on
DOL-28. In view of the revised diagnosis, the history of the mother was re-evaluated; A
history of low grade fever at ninth month of pregnancy was present, and took local home
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medicine for 1 day; presently post delivery she had high
grade fever with chills, so went to local hospital and

underwent blood investigation and informed as malaria
positive and she took 3 days oral medication for the same.

Table 1: Investigation on admission and on discharge
Reports
Hb
TLC
DC polymorphs / leucocytes / monocytes
Platelets
CRP
Total bilirubin
Blood culture
CSF culture
Urine culture
Peripheral smear

On admission
7.2 gm/dL
12,200 cells/cumm
22 / 74 / 2 / 2
100,000 cells/cumm
212.58 mg/dL
4.2 mg/dL
Sterile
Sterile
Sterile
Rings & Trophozoits of plasmodium vivax

On discharge
7.4 gm/dl
12500 cells/cumm
22 / 70 / 4 / 4
337,000cells/cumm
8.5mg/dL

No parasites

perinatal mortality, anemia, miscarriage and congenital
infections [4]. Though some authors describe the occurrence
of congenital malaria in new-borns aged less than 7 days,
the interval between birth and onset of symptoms may be
prolonged. This can be explained by transmission of
infection in late pregnancy / during delivery / by presence of
trans placentally acquired maternal antibody (IgG). Transfer
of protective immunity is the main factors that affects the
age of symptom onset. Available literature usually describes
the onset of symptoms of congenital malaria typically
between 3 to12 weeks after birth, coinciding with the halflife of maternal IgG antibody in infants [6]. Hence, neonates
with congenital malaria are usually healthy at birth, and
symptoms appear when the level of passively acquired
maternal antibodies starts to wane. Congenital malaria may
be detected rarely in infants of asymptomatic women [5].
CRP level was elevated. Increased CRP is seen in infectious
and inflammatory conditions, tissue necrosis and apoptosis.
It also has been reported to rise in malarial infection [7]. In
our patient the diagnosis of congenital malaria in the patient
at the age of 21 days was made by the presence of rings and
trophozoites of P. vivax in peripheral smear, and positive
rapid malaria test. The treatment of neonatal vivax malaria
comprises of a blood schizonticide, like chloroquine.
Primaquine is not given in congenital malaria as there is no
exoerythrocytic stage of the parasite [5]. The clinical features
of neonatal malaria include anaemia (77%), fever (74%),
liver
and
spleen
enlargement
(68%),
poor
feeding/lethargy/irritability and jaundice [10, 12]. Severe
thrombocytopaenia without bleeding, is also a frequently
reported feature of congenital malaria [8, 9, 10].
Fever may be occasionally absent, and accompanying
features which need to be examined include irritability,
hepatosplenomegaly, anorexia, haemolytic anaemia,
jaundice and thrombocytopenia. This case suggests that the
diagnosis of congenital malaria should be considered as an
important differential diagnosis of neonatal infections and
sepsis in malaria endemic countries with or without an
obvious well recollected history of malaria during
pregnancy [7].

Fig 1: Rings of P. Vivax

Fig 2: Trophozoits of P. vivax

3. Discussion
Malaria in pregnancy and newborn causes significant
burden of disease, and estimated to cause more than 300,000
fetal and infant deaths and 2,500 deaths of pregnant women
worldwide annually [5]. Congenital malaria, occurring as a
result of vertical transmission of parasites from mother to
child during pregnancy/perinatally during labour is a rare
clinical condition. Malarial infection of placenta leads to
syncytial destruction which may result in low birth weight,
premature labour, intrauterine growth retardation, high

4. Conclusion
1. Congenital malaria should be considered as an
important differential diagnosis of neonatal infections
and sepsis in malaria endemic countries.
2. Early diagnosis could prevent antibiotics usage and
could prevent neonatal mortality
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