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Chapter 1. 
General introduction and outline of the thesis
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Introduction to malaria
Malaria is a parasitic infectious disease that causes worldwide morbidity and 
mortality. It was estimated by the World Health Organization that in 2015 a total 
of 212 million people suffered from malaria of which 429.000 died.1 92% of these 
fatalities occurred in sub-Saharan Africa and about 70% were children under the 
age of five. There are several Plasmodium species causing disease in humans (P. 
falciparum, P. vivax, P. malariae, P. ovale curtisi, P. ovale wallikeri and P. knowlesi), 
but P. falciparum is the most deadliest of species.1 P. falciparum parasites are 
transmitted to humans by mosquitoes of the Anopheles genus. Both the mosquito 
vector and the (human) host are needed to complete the lifecycle of P. falciparum. 
When a mosquito takes a blood meal, P. falciparum sporozoites get injected into 
the human bloodstream along with the saliva. Sporozoites subsequently migrate 
to the liver where they infect liver cells and develop into schizonts. After about 7 
days the schizonts rupture and release multiple merozoites into the bloodstream. 
This usually coincides with the first clinical signs, such as fever. Each merozoite 
invades an erythrocyte, by then known as a trophozoite, and develops into a schi-
zont again. When the schizont ruptures after about 48 hours, merozoites are once 
again released into the bloodstream. This cycle can be repeated over and over, 
which can cause rapidly increasing parasite densities. Apart from this asexual 
cycle, some trophozoites will develop into male or female gametocytes, ready to 
be ingested by a mosquito taking a blood meal. The gametocytes will reproduce 
sexually in the mosquito, first forming zygotes after which they transform into an 
ookinete and subsequently an oocyst. Rupture of the latter stage results in the 
release of sporozoites that travel to the salivary glands of the mosquito, thereby 
completing the life cycle (Figure 1).2
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Figure 1. Life cycle of malaria

Credits: www.cdc.gov

Pathogenesis of P. falciparum infections
P. falciparum infections are associated with high morbidity and mortality. An im-
portant and common manifestation of P. falciparum infection is (severe) anae-
mia.3,4 Anaemia due to malaria is thought to be caused by destruction of both 
infected and uninfected red blood cells, as well as inadequate erythropoiesis by 
the bone marrow.5 Another important reason why P. falciparum infections are 
associated with high morbidity and mortality is the tendency of the parasites to 
sequester in the microvasculature of organs, such as brain, heart, liver, lungs and 
kidneys.6,7 This sequestration has been associated with severe clinical disease, 
such as cerebral malaria,6,7 but importantly it is a way of evading splenic clearance 
for the parasite.8 The sequestration in organs is related to the ability of cytoadher-
ence by P. falciparum parasites.9 Cytoadherence is mediated by surface antigens 
expressed on infected erythrocytes when the parasite is in late trophozoite and 
schizont stage.10 There are several families of surface antigens of which the most 
well-known is the Pfemp1 family of surface antigens encoded by the var genes.11 
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Surface antigens enable binding of P. falciparum-infected erythrocytes to a variety 
of endothelial receptors, such as cluster of differentiation 36 (CD36), intercellular 
adhesion molecule 1 (ICAM-1) and the more recently discovered endothelial pro-
tein C receptor that is associated with severe disease.10,12–14 Surface antigens are 
known for their rapid and extensive capability of antigenic variation, which has 
been shown to be related to var gene recombination.15,16 This antigenic variation 
also helps the parasite to escape the host immune system, as antibody-me-
diated immunity is mainly directed against the surface antigens of the malaria 
parasite.17,18 An antibody response against one surface antigen is not necessarily 
effective against another,19 although there is some cross-reactivity of antibodies 
against different surface antigens.20 Frequent exposure to a variety of antigens is 
therefore needed in order to acquire a broad repertoire of antibodies against the 
malaria parasite.19 Infants and young children under the age of five living in malar-
ia endemic areas are therefore susceptible for (severe) clinical disease, but after 
multiple exposures they eventually acquire an effective antibody response, sup-
pressing clinical symptoms and disease.21,22 Nevertheless, sterile immunity is not 
achieved and asymptomatic infections are still frequently observed in adults.23,24

Malaria in pregnancy
Besides young children, pregnant women represent another group vulnerable to 
malaria infections. Given the natural course of acquiring immunity to malaria as 
explained above, one would expect adult women living in high endemic settings 
to have acquired a certain level of immunity that is sufficient to protect them 
from malaria disease. While this is true, the situation is different when a wom-
an becomes pregnant. During pregnancy the malaria parasite favorably express-
es a distinct Pfemp1 type surface antigen that is not, or only rarely, expressed in 
non-pregnant individuals.25 With this antigen, the variant surface antigen 2-chon-
droitin sulphate A (VAR2CSA), P. falciparum parasites can adhere to chondroitin 
sulphate A (CSA) that, attached to a core protein, forms a receptor abundantly 
present in the intervillous space and on syncytiotrophoblasts lining the chorionic 
villi of the placenta.26–28 Due to this adherent property, the parasites can seques-
ter within the placenta resulting in placental malaria (PM) (Figure 2). The unique 
expression of VAR2CSA during pregnancy means that even though women living 
in high endemic areas have pre-existing malaria immunity, a specific antibody re-
sponse against VAR2CSA is lacking. This is particularly apparent in primigravi-
dae, who are pregnant for the first time.29–33 Over multiple pregnancies women will 
however also gain antibodies against VAR2CSA antigens.27,29,34–36 High antibody 
levels against VAR2CSA or multiple domains of VAR2CSA during pregnancy have 
been associated with reduced risk of PM.35,37 Multigravid women who have gained 
VAR2CSA antibodies over multiple pregnancies are therefore less prone to malaria 
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in pregnancy (MiP) and its negative effects; they experience less placental malaria 
and have fewer low birth weight babies.32,38–40

Figure 2. Sequestration of P. falciparum parasites in the placenta

Credits: Miller LH, Smith JD. Motherhood and malaria. Nature. 1998;4(11):1244-1245

Placental malaria and clinical consequences
A chronic malaria infection in the placenta can result in attraction of mononuclear 
cells and deposition of haemozoin pigment, a waste product of the digestion of 
haemoglobin by the parasite, in phagocytic cells or in fibrin in the placenta.42,43 
There is also evidence for villous morphological changes of the placenta during 
PM.44 Furthermore, a concurrent disturbance of the physiological cytokine bal-
ance in the malaria-infected placenta has been observed, with increased placental 
concentrations of T-helper 1 (Th1) type inflammatory cytokines such as tumour 
necrosis factor α (TNF- α) and interferon γ (IFN- γ), but also of the anti-inflamma-
tory cytokine interleukin 10 (IL-10).45,46 PM has been associated with preterm birth, 
fetal loss and more commonly with impaired growth of the fetus, resulting in low 
birth weight babies (<2500 grams) and, indirectly, in approximately 100.000 infant 
deaths each year.47–51 There is conflicting evidence as to the timing of malaria in-
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fection in pregnancy (early versus late) and the risk of low birth weight.52–54 Besides 
the negative effects on the unborn child, the woman may suffer from (severe) 
anaemia.55–57 After birth, there have been indications that infants born to mothers 
with PM, in particular multigravid mothers, have an increased risk of malaria infec-
tions in early life, even after adjusting for risk of exposure.58,59 Immune tolerance of 
the child due to prenatal exposure to the parasite is one of the theories to explain 
this phenomenon.60 Although there are detrimental effects of MiP, the pre-existing 
anti-malarial immunity in women living in high endemic settings is apparently suf-
ficient to suppress overt clinical symptoms. Characteristic symptoms of a malaria 
infection, like fever in non-immune individuals, are therefore often lacking and as 
a result the infection can remain unnoticed.55–57 The sub-clinical presentation of 
MiP is one of the important issues impairing identification of pregnant women 
with malaria infections.

Diagnosis of malaria in pregnancy
In pregnant women, there are two compartments where the parasites can remain: 
in the peripheral circulation or sequestered in the placenta. A lack of evidence for a 
peripheral malaria infection does not necessarily mean there is no placental infec-
tion and vice versa.61 This is problematic, as during pregnancy there are no meth-
ods to analyze the placental compartment, so diagnosis is based on peripheral 
blood tests only.

In most African settings, diagnosis of P. falciparum infections is based on rapid 
diagnostic tests (RDT) or microscopy of peripheral blood slides. RDT is an easy 
to perform point-of-care test based on the detection of circulating P. falciparum 
antigens, without the need for specialized equipment or highly trained staff. The 
most used RDT for diagnosing P. falciparum infections is based on detection of 
the histidine rich protein 2 (HRP2). Other RDTs are based on the detection of Plas-
modium lactate dehydrogenase (pLDH) or Plasmodium aldolase, but these are 
more in use in regions where other Plasmodium species are common and they 
are generally less sensitive for detecting P. falciparum than HRP2-based RDTs.62,63 
However, HRP2-based RDTs are known to occasionally give false positive results 
in areas with frequent malaria exposure due to persistent antigen circulation after 
clearance of infection.64 Microscopy of peripheral blood slides can provide both 
species identification and parasite density and does not suffer from prolonged 
positivity after clearance of infection. However, well-trained staff and more spe-
cialized equipment are needed. Despite these differences, both RDT and micros-
copy have a detection limit of about 100 – 200 parasites/µL, depending on the type 
and brand of RDT and the skills of the microscopist.63,65 This is usually sufficient 
for diagnosis of clinical malaria disease in young children. However, parasite den-
sities in pregnant women are much lower, due to pre-existing immunity and to the 
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sequestration of parasites in the placenta, compromising sensitivity of RDTs and 
microscopy.66–69 This is problematic as low density infections have also been as-
sociated to malaria-related morbidity.70 Molecular detection of P. falciparum, such 
as (real-time) polymerase chain reaction (PCR) is a useful alternative in terms of 
sensitivity as PCR-based methods can detect very low parasite densities, down 
to ~20 parasites/µL,71 but even a limit of detection below 1 parasite/µL has been 
reported.71 Unfortunately, the need for highly specialized, fairly expensive equip-
ment and educated and trained staff as well as the fact that these tests usually are 
not available near the bedside in most places, are currently major bottlenecks for 
implementation of molecular methods for routine diagnosis in most rural settings 
of sub-Saharan Africa.

At delivery, there is the possibility to diagnose malaria in the placental compart-
ment. Naturally, this usually only serves research purposes as this diagnosis is 
too late for any treatment interventions. PM can be diagnosed by microscopy or 
real-time PCR of placental blood, but the gold standard is histology of a placen-
tal biopsy. Histological analysis of the placenta does not only provide information 
about the current status of infection, but it also informs on previous infections in 
the placenta. This is summarized in a histological classification scheme for PM 
consisting of four categories: I. No infected erythrocytes and no haemozoin depo-
sition (pigment) means there is no evidence of PM; II. Infected erythrocytes with-
out signs of pigment deposition is considered an acute infection; III. The presence 
of both infected erythrocytes and pigment deposition suggests an active-chronic 
infection; IV. The presence of pigment only without evidence of infected erythro-
cytes is considered a past infection.72

Preventive strategies for malaria in pregnancy
Pregnant women with a confirmed malaria infection can be treated with quinine 
plus clindamycin in first trimester, or artemisinin-based combination therapy (ACT) 
in second and third trimester.73 However, as described above the lack of symptoms 
and reliable diagnostics often precludes case detection as an adequate measure 
to prevent morbidity and mortality due to MiP in high endemic settings. Instead of 
passive case detection, most sub-Saharan African countries have implemented 
or promoted several preventive strategies. Distribution of insecticide-treated bed 
nets at antenatal care visits (ANC) and indoor residual spraying are among ef-
ficient preventive measures.48,74 Another preventive strategy widely implemented 
in sub-Saharan Africa is intermittent preventive treatment during pregnancy with 
sulfadoxine-pyrimethamine (IPTp-SP). IPTp-SP consists of offering prophylactic 
SP treatment to pregnant women at ANC visits. As the name implies, it is mainly 
meant as a preventive strategy. Due to the extended period of detectable plasma 
concentrations of the two components of SP, providing an estimated protective 
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window of several weeks, SP does not only contribute by curing active infections, 
it is also considered to prevent new infections.75 IPTp-SP has been shown to effec-
tively reduce malaria-related low birth weight prevalence and neonatal mortality.76 
While in earlier years two doses of IPTp-SP were given for this purpose, it has been 
shown that increasing the dosing frequency improves the protective efficacy.77,78 
It is therefore currently recommended by the World Health Organization to offer 
IPTp-SP at each ANC visit from second trimester onwards, taking a one month in-
terval between visits into account.79 Unfortunately, although IPTp-SP coverage has 
increased over the past years, still less than one third of pregnant women living in 
moderate to high endemic areas receive three or more doses of IPTp-SP.1 This is 
because there are several barriers impairing the uptake of IPTp-SP by pregnant 
women. First of all, women need to (regularly) visit the ANC in order to receive SP. 
However, many pregnant women book their first visit to the ANC late in second 
trimester, leaving them unprotected in the earlier stages of pregnancy. Moreover, 
ANC attendance might be low in general, in particular by young adolescent wom-
en, due to cultural constraints or other domestic duties.80,81 Also, pregnant women 
may refuse taking SP because they are not always well educated about its purpose 
or are afraid of side-effects.82 Apart from these barriers, an increase in resistance 
against SP by P. falciparum has been observed throughout sub-Saharan Africa 
(described below). Therefore other treatment regimens are considered for IPTp, 
such as the drug combination dihydroartemisinin-piperaquine.83 Furthermore, in 
recent years more attention has been given to the possibility of replacing IPTp-SP 
by intermittent screening and treatment (IST). During IST, pregnant women are 
screened for malaria with a RDT and given anti-malarial treatment in case of a 
positive test result. Because of inferior results to IPTp-SP and reduced cost-effec-
tiveness,84 IST as replacement for IPTp-SP is currently not recommended by the 
WHO.85

Resistance against sulfadoxine-
pyrimethamine (SP)
SP was previously used as first-line treatment for malaria in non-pregnant indi-
viduals. Due to increasing resistance of P. falciparum against SP and the fact that 
artemisinin-based combination treatments became available, its use as first-line 
treatment has long been abandoned. Because of its prophylactic effects and suffi-
cient safety profile it is still in use however as IPTp-SP, or as intermittent preventive 
treatment of infants (IPTi) or seasonal chemoprevention. The reduced efficacy of 
SP in clearing malaria infections in the non-pregnant population initially did not 
translate in a reduced efficacy of IPTp-SP in preventing low birth weight babies.86,87 
However, it seems that resistance against SP is further increasing, which has been 
demonstrated by the increase in prevalence of mutations over the last decade in 
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two genes of P. falciparum associated with SP resistance: dihydropteroate syn-
thase (dhps) and dihydrofolate reductase (dhfr).88–91 Combinations of several point 
mutations in these genes (dhfr codons N51, C59, S108 and dhps codons S436, 
A437, K540) have been associated with reduced efficacy of SP.92,93 The quintuple 
mutant (triple dhfr N51, C59 and S108 mutation and double dhps A437, K540 mu-
tation), but more importantly the newly emerging sextuple mutant (quintuple mu-
tation plus dhps A581 mutation) in East Africa, have been associated with failure 
of IPTp-SP in preventing MiP or MiP-related morbidity.94–96 In West Africa, thus far 
quintuple and sextuple mutants are rarely described.97

Aims of this thesis
Malaria infections in pregnant women may, amongst other sequelae, result in 
maternal anaemia, low birth weight babies and increased malaria risk for infants 
during early life. Currently, there are several issues that are hampering optimal pre-
vention of malaria-related morbidity. First of all, due to the general lack of symp-
toms, passive case detection is not useful for identifying women with malaria. 
Therefore, intermittent preventive treatment strategies with SP have been imple-
mented to protect pregnant women from malaria infection. However, the uptake of 
IPTp-SP is currently not sufficient to protect women throughout their pregnancy. 
Also, resistance of the malaria parasite against SP still seems to be increasing in 
many parts of sub-Saharan Africa. As a solution to these issues, we developed a 
new addition to the preventive strategy, based on an existing strategy to prevent 
malaria morbidity in children, named community case management of malaria 
(CCMm). In CCMm, malaria care is brought closer to home by the use of commu-
nity health workers (CHW). CHWs are lay health workers specifically trained for di-
agnosis and treatment of malaria. Children who are suspected of malaria can thus 
visit the CHW in their own village.98 Having CCMm as an example, an intervention 
trial was designed in which CHWs were now deployed for providing malaria care 
to pregnant women. From second trimester onward, women were visited monthly 
by the CHW and were screened for malaria with a RDT (irrespective of clinical 
symptoms). In case of a positive RDT result the CHW would provide a course of 
artemether-lumefantrine. This intervention was in addition to the regular care at 
the ANC, where women would receive IPTp-SP according to national guidelines 
as usual. By this intervention we aimed to capture and treat any woman not fully 
protected by monthly IPTp-SP doses, either due to insufficient attendance to the 
ANC, resistance against SP, or other reasons.

An important consideration in this strategy is whether the sensitivity of RDTs is 
sufficient for screening malaria in pregnancy. RDT performance when executed by 
CHWs for the screening of MiP is unknown. Two aims of this thesis were therefore 
to evaluate RDT performance when used by CHWs and to evaluate whether CHWs 
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are confident in making treatment decisions for malaria in pregnant women, in or-
der to provide insights into the feasibility of such a community-based intervention 
as well as to interpret results of the intervention trial.

Another aim of this thesis was to gain insights into the occurrence of SP resis-
tance in parasites in these pregnant women. If there is evidence of high resistance 
against SP by P. falciparum, the screen and treat intervention may be more ef-
fective, as women will be less protected by IPTp-SP. Furthermore, as it has been 
suggested that IPTp-SP itself may also select for SP resistant parasites, monthly 
screening may result in treatment of these parasites with artemether-lumefantrine 
which could actually prevent selection of SP resistant parasites.

Another important issue to solve, which could improve prevention of malaria-re-
lated morbidity, is the lack of reliable diagnostics for MiP. An innovative approach 
for new diagnostic methods is to target the host response rather than detection of 
parasites as an indication of infection. As described above, PM is characterized by 
a disturbance in (anti-) inflammatory cytokines. In this thesis, we aimed to identi-
fy host biomarkers that can support diagnosis of MiP. Furthermore, the immune 
response against P. falciparum is unique in pregnant women in that it is mainly 
directed against VAR2CSA surface antigens. As high levels of VAR2CSA antibod-
ies during pregnancy have been shown to be associated with a reduced risk of 
PM, another aim of this thesis was therefore to evaluate whether we could identify 
pregnant women at increased risk of malaria-related morbidity based on their lev-
els of VAR2CSA antibodies early in pregnancy. Identifying such a risk group would 
enable more targeted preventive strategies.

Study area
The research described in this thesis was conducted in the Nanoro health centre 
catchment area, a rural area about 85 km northwest of Ouagadougou, the capital 
of Burkina Faso (Figure 3). It is a holoendemic area for malaria characterized by 
perennial transmission, with a peak during and directly after the rainy season that 
lasts from June to October. In this area, mainly P. falciparum and sporadically P. 
malariae or P. ovale spp. are found in both pregnant and non-pregnant individu-
als.99,100 This thesis covers only P. falciparum infections during pregnancy.

Thesis outline
This thesis is divided in two parts. In Part I, the new intervention strategy is ex-
plained and evaluated, and local SP resistance in P. falciparum is investigated, 
while in Part II, the potential use of host biomarkers to support diagnosis of MiP 
was evaluated, and it was studied whether antibodies against VAR2CSA surface 
antigens can identify women at risk of malaria-related morbidity.
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Figure 3. Nanoro, Burkina Faso

Credits: Google maps (left) and Wikimedia Commons (right)

The successes and barriers of CCMm related to quality of care and sustainable 
implementation are reviewed in Chapter two of this thesis, so that lessons could 
be learned for the community-based intervention in pregnant women. In Chapter 
three, the design of the intervention for pregnant women is described in detail. The 
performance of CHWs using RDTs for malaria screening in pregnant women and 
the adherence to test results is evaluated in Chapter four. The current local level 
of SP resistance in P. falciparum was examined in Chapter five by studying the 
prevalence of mutations associated with SP resistance.

A systematic literature review on potential diagnostic or predictive markers of (pla-
cental) malaria infections is described in Chapter six. A selection of cytokines was 
subsequently studied in a case-control population of women with and without 
malaria in Chapter seven, to evaluate their potential use in supporting malaria di-
agnosis. In Chapter eight the potential of VAR2CSA antibody levels as a marker 
for the risk of (placental) malaria infections and low birth weight babies was exam-
ined. Finally, the findings of this thesis are discussed in Chapter nine.

Abbreviations

CCMm: community case-management of malaria; CHW: community health work-
er; dhfr: dihydrofolate reductase; dhps: dihydropteroate synthase; HRP2: histidine 
rich protein 2; IPTp-SP: intermittent preventive treatment during pregnancy with 
sulfadoxine-pyrimethamine; IST: intermittent screening and treatment; MiP: ma-
laria in pregnancy; PCR: polymerase chain reaction; PM: placental malaria; RDT: 
rapid diagnostic test; SP: sulfadoxine-pyrimethamine; VAR2CSA: variant surface 
antigen 2-chondroitin sulphate A



513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal
Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017 PDF page: 18PDF page: 18PDF page: 18PDF page: 18

18

References
1.	 World Health Organization. World Malaria Report 2016. Geneva; 2016. doi:ISBN 9789241564106.

2.	 CDC. Malaria: biology. https://www.cdc.gov/malaria/about/biology/. Published 2016. Accessed 
March 22, 2017.

3.	 Sumbele IUN, Sama SO, Kimbi HK, Taiwe GS. Malaria, Moderate to Severe Anaemia, and Malarial 
Anaemia in Children at Presentation to Hospital in the Mount Cameroon Area: A Cross-Sectional 
Study. Anemia. 2016;2016:5725634. doi:10.1155/2016/5725634.

4.	 Sifft KC, Geus D, Mukampunga C, Mugisha JC, Habarugira F, Fraundorfer K, Bayingana C, Ndoli 
J, Umulisa I, Karema C, von Samson-Himmelstjerna G, Aebischer T, Martus P, Sendegeya A, 
Gahutu JB, Mockenhaupt FP, White N, Pukrittayakamee S, Hien T, Faiz M, Mokuolu O, Dondorp A, 
Bousema T, Okell L, Felger I, Drakeley C, Galatas B, Bassat Q, Mayor A, Greenwood B, Nankabirwa 
J, Brooker S, Clarke S, Fernando D, Gitonga C, Schellenberg D, Serouri A Al, Grantham-McGregor 
S, Greenwood B, Costello A, Alves F, Gil L, Marrelli M, Ribolla P, Camargo E, Da SL, Baliraine F, 
Afrane Y, Amenya D, Bonizzoni M, Menge D, Zhou G, Clarke S, Jukes M, Njagi J, Khasakhala L, 
Cundill B, Otido J, Nankabirwa J, Wandera B, Kiwanuka N, Staedke S, Kamya M, Brooker S, Okell 
L, Bousema T, Griffin J, Ouédraogo A, Ghani A, Drakeley C, Kateera F, Mens P, Hakizimana E, Ing-
abire C, Muragijemariya L, Karinda P, Laishram D, Sutton P, Nanda N, Sharma V, Sobti R, Carlton 
J, Walldorf J, Cohee L, Coalson J, Bauleni A, Nkanaunena K, Kapito-Tembo A, Mast Q, Brouwers 
J, Syafruddin D, Bousema T, Baidjoe A, Groot P, Thuilliez J, Sissoko M, Toure O, Kamate P, et al. 
Asymptomatic only at first sight: malaria infection among schoolchildren in highland Rwanda. 
Malar J. 2016;15(1):553. doi:10.1186/s12936-016-1606-x.

5.	 Lamikanra AA, Brown D, Potocnik A, Casals-pascual C, Langhorne J, Roberts DJ. Malarial ane-
mia : of mice and men. Blood. 2007;110(1):18-28. doi:10.1182/blood-2006-09-018069.

6.	 MacPherson GG, Warrell MJ, White NJ, Looareesuwan S, Warrell DA. Human cerebral malaria. 
A quantitative ultrastructural analysis of parasitized erythrocyte sequestration. Am J Pathol. 
1985;119(3):385-401. doi:10.1002/jmor.1051840203.

7.	 Milner DA, Lee JJ, Frantzreb C, Whitten RO, Kamiza S, Carr RA, Pradham A, Factor RE, Play-
forth K, Liomba G, Dzamalala C, Seydel KB, Molyneux ME, Taylor TE. Quantitative assess-
ment of multiorgan sequestration of parasites in fatal pediatric cerebral malaria. J Infect Dis. 
2015;212(8):1317-1321. doi:10.1093/infdis/jiv205.

8.	 Langreth SG, Peterson E. Pathogenicity, stability, and immunogenicity of a knobless clone of 
Plasmodium falciparum in Colombian owl monkeys. Infect Immun. 1985;47(3):760-766.

9.	 Hasler T, Handunnetti SM, Aguiar JC, van Schravendijk MR, Greenwood BM, Lallinger G, Ce-
gielski P, Howard RJ. In Vitro Rosetting, Cytoadherence, and Microagglutination Properties of 
Plasmodium falciparum-Infected Erythrocytes From Gambian and Tanzanian Patients. Blood. 
1990;76(9):1845-1852.

10.	 Gardner JP, Pinches RA, Roberts DJ, Newbold CI. Variant antigens and endothelial receptor ad-
hesion in Plasmodium falciparum. Proc Natl Acad Sci U S A. 1996;93(8):3503-3508. doi:10.1073/
pnas.93.8.3503.

11.	 Su XZ, Heatwole VM, Wertheimer SP, Guinet F, Herrfeldt J a, Peterson DS, Ravetch J a, Wel-
lems TE. The large diverse gene family var encodes proteins involved in cytoadherence and 
antigenic variation of Plasmodium falciparum-infected erythrocytes. Cell. 1995;82(1):89-100. 
doi:10.1016/0092-8674(95)90055-1.



513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal
Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017 PDF page: 19PDF page: 19PDF page: 19PDF page: 19

19

01

12.	 Janes JH, Wang CP, Levin-Edens E, Vigan-Womas I, Guillotte M, Melcher M, Mercereau-Puijalon 
O, Smith JD. Investigating the host binding signature on the Plasmodium falciparum PfEMP1 
protein family. PLoS Pathog. 2011;7(5). doi:10.1371/journal.ppat.1002032.

13.	 Turner L, Lavstsen T, Berger SS, Wang CW, Petersen JE V, Avril M, Brazier AJ, Freeth J, Jespersen 
JS, Nielsen MA, Magistrado P, Lusingu J, Smith JD, Higgins MK, Theander TG. Severe malaria is 
associated with parasite binding to endothelial protein C receptor. Nature. 2013;498(7455):502-
505. doi:10.1038/nature12216.

14.	 Mkumbaye SI, Wang CW, Lyimo E, Jespersen JS, Manjurano A, Mosha J, Kavishe RA, Mwakalinga 
SB, Minja DTR, Lusingu JP, Theander TG, Lavstsen T. The Severity of Plasmodium falciparum In-
fection Is Associated with Transcript Levels of var Genes Encoding Endothelial Protein C Recep-
tor-Binding P. falciparum Erythrocyte Membrane Protein 1. Infect Immun. 2017;85(4):e00841-16. 
doi:10.1128/IAI.00841-16.

15.	 Roberts DJ, Craig AG, Berendt AR, Pinches R, Nash G, Marsh K, Newbold CI. Rapid switching 
to multiple antigenic and adhesive phenotypes in malaria. Nature. 1992;357(6380):689-692. 
doi:10.1038/357689a0.

16.	 Claessens A, Hamilton WL, Kekre M, Otto TD, Faizullabhoy A, Rayner JC, Kwiatkowski D. Genera-
tion of Antigenic Diversity in Plasmodium falciparum by Structured Rearrangement of Var Genes 
During Mitosis. PLoS Genet. 2014;10(12):e1004812. doi:10.1371/journal.pgen.1004812.

17.	 Bull PC, Lowe BS, Kortok M, Molyneux CS, Newbold CI, Marsh K. Parasite antigens on the infected 
red cell surface are targets for naturally acquired immunity to malaria. Nat Med. 1998;4(3):358-
360. doi:10.1038/nm0398-358.

18.	 Chan J, Howell KB, Reiling L, Ataide R, Mackintosh CL, Fowkes FJI, Petter M, Chesson JM, Langer 
C, Warimwe GM, Duffy MF, Rogerson SJ, Bull PC, Cowman AF, Marsh K, Beeson JG. Targets of 
antibodies against Plasmodium falciparum-infected erythrocytes in malaria immunity. J Clin 
Invest. 2012;122(9):3227-3238. doi:10.1172/JCI62182.

19.	 Carlos BC, Fotoran WL, Menezes MJ, Cabral FJ, Bastos MF, Costa FTM, Sousa-Neto JA, Ri-
bolla PEM, Wunderlich G, Ferreira MU. Expressed var gene repertoire and variant surface anti-
gen diversity in a shrinking Plasmodium falciparum population. Exp Parasitol. 2016;170:90-99. 
doi:10.1016/j.exppara.2016.09.006.

20.	 Chattopadhyay R, Sharma A, Srivastava VK, Pati SS, Sharma SK, Das BS, Chitnis CE. Plasmo-
dium falciparum Infection Elicits Both Variant-Specific and Cross-Reactive Antibodies against 
Variant Surface Antigens. Infect Immun. 2003;71(2):597-604. doi:10.1128/IAI.71.2.597.

21.	 Kleinschmidt I, Sharp B. Patterns in age-specific malaria incidence in a population exposed to 
low levels of malaria transmission intensity. Trop Med Int Heal. 2001;6(12):986-991. doi:10.1046/
j.1365-3156.2001.00817.x.

22.	 Osier FH a, Fegan G, Polley SD, Murungi L, Verra F, Tetteh KKA, Lowe B, Mwangi T, Bull PC, 
Thomas AW, Cavanagh DR, McBride JS, Lanar DE, Mackinnon MJ, Conway DJ, Marsh K. Breadth 
and magnitude of antibody responses to multiple Plasmodium falciparum merozoite antigens 
are associated with protection from clinical malaria. Infect Immun. 2008;76(5):2240-2248. 
doi:10.1128/IAI.01585-07.

23.	 Tran TM, Li S, Doumbo S, Doumtabe D, Huang C-Y, Dia S, Bathily A, Sangala J, Kone Y, Traore A, 
Niangaly M, Dara C, Kayentao K, Ongoiba A, Doumbo OK, Traore B, Crompton PD. An intensive 
longitudinal cohort study of Malian children and adults reveals no evidence of acquired immuni-
ty to Plasmodium falciparum infection. Clin Infect Dis. 2013;57(1):40-47. doi:10.1093/cid/cit174.



513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal
Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017 PDF page: 20PDF page: 20PDF page: 20PDF page: 20

20

24.	 Dal-Bianco MP, Köster KB, Kombila UD, Kun JFJ, Grobusch MP, Ngoma GM, Matsiegui PB, Supan 
C, Salazar CLO, Missinou MA, Issifou S, Lell B, Kremsner P. High prevalence of asymptomatic 
Plasmodium falciparum infection in Gabonese adults. Am J Trop Med Hyg. 2007;77(5):939-942.

25.	 Beeson JG, Brown G V, Molyneux ME, Mhango C, Dzinjalamala F, Rogerson SJ. Plasmodium 
falciparum Isolates from Infected Pregnant Women and Children Are Associated with Distinct 
Adhesive and Antigenic Properties. J Infect Dis. 2009;180(2):464-472. doi:10.1086/314899.

26.	 Fried M, Duffy PE. Adherence of Plasmodium falciparum to chondroitin sulfate A in the human 
placenta. Science (80- ). 1996;272(5267):1502-1504.

27.	 Salanti A, Dahlbäck M, Turner L, Nielsen MA, Barfod L, Magistrado P, Jensen ATR, Lavstsen T, 
Ofori MF, Marsh K, Hviid L, Theander TG, Dahlbäck M, Turner L, Nielsen M a, Barfod L, Mag-
istrado P, Jensen ATR, Lavstsen T, Ofori MF, Marsh K, Hviid L, Theander TG. Evidence for the 
involvement of VAR2CSA in pregnancy-associated malaria. J Exp Med. 2004;200(9):1197-1203. 
doi:10.1084/jem.20041579.

28.	 Ayres Pereira M, Mandel Clausen T, Pehrson C, Mao Y, Resende M, Daugaard M, Riis Kristensen 
A, Spliid C, Mathiesen L, Knudsen LE, Damm P, Theander TG, Hansson SR, Nielsen MA, Salanti A. 
Placental Sequestration of Plasmodium falciparum Malaria Parasites Is Mediated by the Inter-
action Between VAR2CSA and Chondroitin Sulfate A on Syndecan-1. PLoS Pathog. 2016;12(8):1-
26. doi:10.1371/journal.ppat.1005831.

29.	 Fried M, Nosten F, Brockman A, Brabin B, Duffy PE. Maternal antibodies block malaria. Nature. 
1998;20:851-852.

30.	 Tako EA, Zhou A, Lohoue J, Leke R, Taylor DW, Leke RFG. Risk factors for placental malaria and 
its effect on pregnancy outcome in Yaounde, Cameroon. Am J Trop Med Hyg. 2005;72(3):236-
242.

31.	 Ndeserua R, Juma A, Mosha D, Chilongola J. Risk factors for placental malaria and associated 
adverse pregnancy outcomes in Rufiji, Tanzania: A hospital based cross sectional study. Afr 
Health Sci. 2015;15(3):810-818. doi:10.4314/ahs.v15i3.15.

32.	 Brabin BJ, Agbaje SOF, Ahmed Y, Briggs ND. A birthweight nomogram for Africa, as 
a malaria-control indicator. Ann Trop Med Parasitol. 1999;93(Supplement 1):S43-57. 
doi:10.1080/00034989957736.

33.	 Desai M, ter Kuile FO, Nosten F, McGready R, Asamoa K, Brabin B, Newman RD. Epidemiology 
and burden of malaria in pregnancy. Lancet Infect Dis. 2007;7(2):93-104. doi:10.1016/S1473-
3099(07)70021-X.

34.	 Staalsoe T, Megnekou R, Fievét N, Ricke CH, Zornig HD, Leke R, Taylor DW, Deloron P, Hviid L. 
Acquisition and Decay of Antibodies to Pregnancy-Associated Variant Antigens on the Surface 
of Plasmodium falciparum – Infected Erythrocytes That Protect against Placental Parasitemia. 
J Infect Dis. 2001;184:618-626.

35.	 Tutterrow Y Lo, Salanti A, Avril M, Smith JD, Pagano IS, Ako S, Fogako J, Leke RGF, Taylor DW. 
High avidity antibodies to full-length VAR2CSA correlate with absence of placental malaria. 
PLoS One. 2012;7(6):e40049. doi:10.1371/journal.pone.0040049.

36.	 Duffy PE, Fried M. Antibodies That Inhibit Plasmodium falciparum Adhesion to Chondroitin Sul-
fate A Are Associated with Increased Birth Weight and the Gestational Age of Newborns. Infect 
Immun. 2003;71(11):6620-6623. doi:10.1128/IAI.71.11.6620.



513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal
Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017 PDF page: 21PDF page: 21PDF page: 21PDF page: 21

21

01

37.	 Tutterrow YL, Avril M, Singh K, Long C a, Leke RJ, Sama G, Salanti A, Smith JD, Leke RGF, Taylor 
DW. High levels of antibodies to multiple domains and strains of VAR2CSA correlate with the 
absence of placental malaria in Cameroonian women living in an area of high Plasmodium falci-
parum transmission. Infect Immun. 2012;80(4):1479-1490. doi:10.1128/IAI.00071-12.

38.	 Tuikue Ndam N, Denoeud-Ndam L, Doritchamou J, Viwami F, Salanti A, Nielsen MA, Fievet N, 
Massougbodji A, Luty AJF, Deloron P. Protective Antibodies against Placental Malaria and Poor 
Outcomes during Pregnancy, Benin. Emerg Infect Dis. 2015;21(5):813-823.

39.	 Ofori MF, Ansah E, Agyepong I, Ofori-Adjei D, Hviid L, Akanmori BD. Pregnancy-associated ma-
laria in a rural community of Ghana. Ghana Med J. 2009;43(1):13-18.

40.	 Greenwood AM, Armstrong JRM, Byass P, Snow RW, Greenwood BM. Malaria chemoprophylax-
is, birth weight and child survival. Trans R Soc Trop Med Hyg. 1992;86(5):483-485.

41.	 Miller LH, Smith JD. Motherhood and malaria. Nat Med. 1998;4(11):1244-1245. doi:10.1038/3223.

42.	 Walter PR, Garin Y, Blot P. Placental pathologic changes in malaria. A histologic and ultrastruc-
tural study. Am J Pathol. 1982;109(3):330-342. doi:10.1097/00006254-198308000-00008.

43.	 Muehlenbachs A, Fried M, Mcgready R, Harrington WE, Mutabingwa TK, Nosten F, Duffy PE. A 
Novel Histological Grading Scheme for Placental Malaria Applied in Areas of High and Low Ma-
laria Transmission. J Infect Dis. 2010;202(10):1608-1616. doi:10.1086/656723.

44.	 Chaikitgosiyakul S, Rijken MJ, Muehlenbachs A, Lee SJ, Chaisri U, Viriyavejakul P, Turner GD, 
Pongponratn E, Nosten F, Mcgready R. A morphometric and histological study of placental ma-
laria shows significant changes to villous architecture in both Plasmodium falciparum and Plas-
modium vivax infection. Malar J. 2014;13(1):4.

45.	 Fievet N, Moussa M, Tami G, Maubert B, Cot M, Deloron P, Chaouat G. Plasmodium falciparum 
Induces a Th1 / Th2 Disequilibrium, Favoring the Th1-Type Pathway, in the Human Placenta. J 
Infect Dis. 2001;183:1530-1534.

46.	 Agudelo-García OM, Arango-Flórez EM, Carmona-Fonseca J. Submicroscopic and Asymp-
tomatic Congenital Infection by Plasmodium vivax or P. falciparum in Colombia: 37 Cases with 
Placental Histopathology and Cytokine Profile in Maternal and Placental Blood. J Trop Med. 
2017;2017:3680758. doi:10.1155/2017/3680758.

47.	 Steketee RW, Nahlen BL, Parise ME, Menendez C. The Burden of Malaria in Pregnancy in Malar-
ia-endemic Areas. Am J Trop Med Hyg. 2001;64(1-2 Suppl):28-35.

48.	 Ter Kuile FO, Terlouw DJ, Phillips-Howard PA, Hawley WA, Friedman JF, Kariuki SK, Shi YP, 
Kolczak MS, Lal AA, Vulule JM, Nahlen BL. Reduction of malaria during pregnancy by perme-
thrin-treated bed nets in an area of intense perennial malaria transmission in western Kenya. Am 
J Trop Med Hyg. 2003;68(4 SUPPL.):50-60.

49.	 McGregor IA, Wilson ME, Billewicz WZ. Malaria infection of the placenta in The Gambia, West 
Africa; its incidence and relationship to stillbirth, birthweight and placental weight. Trans R Soc 
Trop Med Hyg. 1983;77(2):232-244.

50.	 Wort UU, Hastings I, Mutabingwa TK, Brabin BJ. The impact of endemic and epidemic malaria 
on the risk of stillbirth in two areas of Tanzania with different malaria transmission patterns. 
Malar J. 2006;5:89. doi:10.1186/1475-2875-5-89.

51.	 Guyatt HL, Snow RW. Impact of Malaria during Pregnancy on Low Birth Weight in Sub-Saharan 
Africa. Clin Microbiol Rev. 2004;17(4):760. doi:10.1128/CMR.17.4.760.



513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal
Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017 PDF page: 22PDF page: 22PDF page: 22PDF page: 22

22

52.	 Valea I, Tinto H, Drabo MK, Huybregts L, Sorgho H, Ouedraogo J-B, Guiguemde RT, van Geer-
truyden J, Kolsteren P, D’Alessandro U. An analysis of timing and frequency of malaria infection 
during pregnancy in relation to the risk of low birth weight, anaemia and perinatal mortality in 
Burkina Faso. Malar J. 2012;11(1):71. doi:10.1186/1475-2875-11-71.

53.	 Huynh B-T, Fievet N, Gbaguidi G, Dechavanne S, Borgella S, Guézo-Mévo B, Massougbodji 
A, Ndam NT, Deloron P, Cot M. Influence of the Timing of Malaria Infection during Pregnancy 
on Birth Weight and on Maternal Anemia in Benin. Am J Trop Med Hyg. 2011;85(2):214-220. 
doi:10.4269/ajtmh.2011.11-0103.

54.	 De Beaudrap P, Turyakira E, Nabasumba C, Tumwebaze B, Piola P, Boum II Y, McGready R. Tim-
ing of malaria in pregnancy and impact on infant growth and morbidity: a cohort study in Ugan-
da. Malar J. 2016;15(1):92. doi:10.1186/s12936-016-1135-7.

55.	 Matangila JR, Lufuluabo J, Ibalanky AL, Inocêncio da Luz RA, Lutumba P, Van Geertruyden J-P. 
Asymptomatic Plasmodium falciparum infection is associated with anaemia in pregnancy and 
can be more cost-effectively detected by rapid diagnostic test than by microscopy in Kinshasa, 
Democratic Republic of the Congo. Malar J. 2014;13:132. doi:10.1186/1475-2875-13-132.

56.	 Douamba Z, Bisseye C, Djigma FW, Compaoré TR, Bazie VJT, Pietra V, Nikiema J-B, Simpore J. 
Asymptomatic malaria correlates with anaemia in pregnant women at Ouagadougou, Burkina 
Faso. J Biomed Biotechnol. 2012;2012(October 2010):198317. doi:10.1155/2012/198317.

57.	 Nwagha UI, Ugwu VO, Nwagha TU, Anyaehie BU. Asymptomatic Plasmodium parasitaemia in 
pregnant Nigerian women: almost a decade after Roll Back Malaria. Trans R Soc Trop Med Hyg. 
2009;103(1):16-20. doi:10.1016/j.trstmh.2008.07.016.

58.	 Mutabingwa TK, Bolla MC, Li JL, Domingo GJ, Li X, Fried M, Duffy PE. Maternal malaria and 
gravidity interact to modify infant susceptibility to malaria. PLoS Med. 2005;2(12):1260-1268. 
doi:10.1371/journal.pmed.0020407.

59.	 Schwarz NG, Adegnika AA, Breitling LP, Gabor J, Agnandji ST, Newman RD, Lell B, Issifou S, 
Yazdanbakhsh M, Luty AJF, Kremsner PG, Grobusch MP. Placental malaria increases malaria 
risk in the first 30 months of life. Clin Infect Dis. 2008;47(8):1017-1025. doi:10.1086/591968.

60.	 Malhotra I, Dent A, Mungai P, Wamachi A, Ouma JH, Narum DL, Muchiri E, Tisch DJ, King CL. Can 
prenatal malaria exposure produce an immune tolerant phenotype? A prospective birth cohort 
study in Kenya. PLoS Med. 2009;6(7):e1000116. doi:10.1371/journal.pmed.1000116.

61.	 Cohee LM, Kalilani-Phiri L, Mawindo P, Joshi S, Adams M, Kenefic L, Jacob CG, Taylor TE, Laufer 
MK. Parasite dynamics in the peripheral blood and the placenta during pregnancy-associated 
malaria infection. Malar J. 2016;15:483. doi:10.1186/s12936-016-1541-x.

62.	 World Health Organization. Malaria Rapid Diagnostic Test Performance: Results of WHO Prod-
uct Testing of Malaria RDTs: Round 4 (2012). Vol 4. Geneva; 2012.

63.	 World Health Organization. Malaria Rapid Diagnostic Test Performance: Results of WHO Prod-
uct Testing of Malaria RDTs: Round 6 (2014-2015).; 2015. doi:10.1371/journal.pmed.1001891.

64.	 Kattenberg JH, Tahita CM, Versteeg I a J, Tinto H, Traoré-Coulibaly M, Schallig HDFH, Mens PF. 
Antigen persistence of rapid diagnostic tests in pregnant women in Nanoro, Burkina Faso, and 
the implications for the diagnosis of malaria in pregnancy. Trop Med Int Health. 2012;17(5):550-
557. doi:10.1111/j.1365-3156.2012.02975.x.

65.	 Joanny F, Löhr SJ, Engleitner T, Lell B, Mordmüller B. Limit of blank and limit of detection of Plas-
modium falciparum thick blood smear microscopy in a routine setting in Central Africa. Malar J. 
2014;13(1):234. doi:10.1186/1475-2875-13-234.



513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal
Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017 PDF page: 23PDF page: 23PDF page: 23PDF page: 23

23

01

66.	 Kattenberg JH, Tahita CM, Versteeg IAJ, Tinto H, Traore-Coulibaly M, Alessandro UD, Schallig 
HDFH, Mens PF. Evaluation of Antigen Detection Tests, Microscopy, and Polymerase Chain Re-
action for Diagnosis of Malaria in Peripheral Blood in Asymptomatic Pregnant Women in Nanoro, 
Burkina Faso. Am J Trop Med Hyg. 2012;87(2):251-256. doi:10.4269/ajtmh.2012.12-0125.

67.	 Mayor A, Moro L, Aguilar R, Bardají A, Cisteró P, Serra-Casas E, Sigaúque B, Alonso PL, Ordi J, 
Menéndez C. How hidden can malaria be in pregnant women? diagnosis by microscopy, placen-
tal histology, polymerase chain reaction and detection of histidine-rich protein 2 in plasma. Clin 
Infect Dis. 2012;54(11):1561-1568. doi:10.1093/cid/cis236.

68.	 Kattenberg JH, Ochodo EA, Boer KR, Schallig HD, Mens PF, Leeflang MM. Systematic review 
and meta-analysis: rapid diagnostic tests versus placental histology, microscopy and PCR for 
malaria in pregnant women. Malar J. 2011;10(1):321. doi:10.1186/1475-2875-10-321.

69.	 Leke RFG, Djokam RR, Mbu R, Leke J, Fogako J, Megnekou R, Sama G, Zhou Y, Cadigan T, Par-
ra M, Taylor DW, Leke RJ, Metenou S. Detection of the Plasmodium falciparum Antigen Histi-
dine-Rich Protein 2 in Blood of Pregnant Women : Implications for Diagnosing Placental Malaria. 
J Clin Microbiol. 1999;37(9):2992-2996.

70.	 Cottrell G, Moussiliou A, Luty AJF, Cot M, Fievet N, Massougbodji A, Deloron P, Tuikue Ndam 
N. Submicroscopic Plasmodium falciparum infections are associated with maternal anemia, 
premature births, and low birth weight. Clin Infect Dis. 2015;60(10):1481-1488. doi:10.1093/cid/
civ122.

71.	 Hermsen CC, Telgt DS, Linders EH, van de Locht LA, Eling WM, Mensink EJ, Sauerwein RW. De-
tection of Plasmodium falciparum malaria parasites in vivo by real-time quantitative PCR. Mol 
Biochem Parasitol. 2001;118(2):247-251. doi:S0166685101003796 [pii].

72.	 Bulmer JN, Rasheed FN, Francis N, Morrison L, Greenwoods BM. Placental malaria. I. Patholog-
ical classification. Histopathology. 1993;22:211-218.

73.	 World Health Organization. Guidelines for the Treatment of Malaria: Third Edition. Geneva; 2015. 
doi:10.1016/0035-9203(91)90261-V.

74.	 Muhindo MK, Kakuru A, Natureeba P, Awori P, Olwoch P, Ategeka J, Nayebare P, Clark TD, Mue-
hlenbachs A, Roh M, Mpeka B, Greenhouse B, Havlir D V, Kamya MR, Dorsey G, Jagannathan P. 
Reductions in malaria in pregnancy and adverse birth outcomes following indoor residual spray-
ing of insecticide in Uganda. Malar J. 2016;15:437. doi:10.1186/s12936-016-1489-x.

75.	 Karunajeewa HA, Salman S, Mueller I, Baiwog F, Gomorrai S, Law I, Page-Sharp M, Rogerson S, 
Siba P, Ilett KF, Davis TME. Pharmacokinetic properties of sulfadoxine-pyrimethamine in preg-
nant women. Antimicrob Agents Chemother. 2009;53(10):4368-4376. doi:10.1128/AAC.00335-
09.

76.	 Eisele TP, Larsen DA, Anglewicz PA, Keating J, Yukich J, Bennett A, Hutchinson P, Steketee RW. 
Malaria prevention in pregnancy, birthweight, and neonatal mortality: a meta-analysis of 32 na-
tional cross-sectional datasets in Africa. Lancet Infect Dis. 2012;12(12):942-949. doi:10.1016/
S1473-3099(12)70222-0.

77.	 Diakite OSM, Kayentao K, Traoré BT, Djimde A, Traoré B, Diallo M, Ongoiba A, Doumtabé D, 
Doumbo S, Traoré MS, Dara A, Guindo O, Karim DM, Coulibaly S, Bougoudogo F, Ter Kuile FO, 
Danis M, Doumbo OK. Superiority of 3 over 2 doses of intermittent preventive treatment with sul-
fadoxine-pyrimethamine for the prevention of malaria during pregnancy in mali: a randomized 
controlled trial. Clin Infect Dis. 2011;53(3):215-223. doi:10.1093/cid/cir374.



513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal
Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017 PDF page: 24PDF page: 24PDF page: 24PDF page: 24

24

78.	 Kayentao K, Garner P, Van Eijk AM, Naidoo I, Roper C, Mulokozi A, MacArthur JR, Luntamo M, 
Ashorn P, Doumbo OK, ter Kuile FO. Intermittent Preventive Therapy for Malaria During Pregnan-
cy Using 2 vs 3 or More Doses of Sulfadoxine-Pyrimethamine and Risk of Low Birth Weight in 
Africa. JAMA. 2013;309(6):594-604.

79.	 World Health Organization. WHO Policy Brief for the Implementation of Intermittent Preventive 
Treatment of Malaria in Pregnancy Using Sulfadoxine-Pyrimethamine (IPTp-SP). Geneva; 2013. 
doi:WHO/HTM/GMP/2014.4.

80.	 Thiam S, Kimotho V, Gatonga P. Why are IPTp coverage targets so elusive in sub-Saharan Africa? 
A systematic review of health system barriers. Malar J. 2013;12:353. doi:10.1186/1475-2875-12-
353.

81.	 Grietens KP, Gies S, Coulibaly SO, Ky C, Somda J, Toomer E, Muela Ribera J, D’Alessandro U. 
Bottlenecks for high coverage of intermittent preventive treatment in pregnancy: the case of 
adolescent pregnancies in rural Burkina Faso. PLoS One. 2010;5(8):e12013. doi:10.1371/journal.
pone.0012013.

82.	 Diala CC, Pennas T, Marin C, Belay KA. Perceptions of intermittent preventive treatment of ma-
laria in pregnancy (IPTp) and barriers to adherence in Nasarawa and Cross River States in Nige-
ria. Malar J. 2013;12(1):342. doi:10.1186/1475-2875-12-342.

83.	 Desai M, Gutman J, L’lanziva A, Otieno K, Juma E, Kariuki S, Ouma P, Were V, Laserson K, Katana 
A, Williamson J, ter Kuile FO. Intermittent screening and treatment or intermittent preventive 
treatment with dihydroartemisinin-piperaquine versus intermittent preventive treatment with 
sulfadoxine-pyrimethamine for the control of malaria during pregnancy in western Kenya: an 
open-lab. Lancet. 2015;386(10012):2507-2519. doi:10.1016/S0140-6736(15)00310-4.

84.	 Fernandes S, Sicuri E, Halimatou D, Akazili J, Boiang K, Chandramohan D, Coulibaly S, Diawara 
SI, Kayentao K, ter Kuile F, Magnussen P, Tagbor H, Williams J, Woukeu A, Cairns M, Greenwood 
B, Hanson K. Cost effectiveness of intermittent screening followed by treatment versus inter-
mittent preventive treatment during pregnancy in West Africa: analysis and modelling of results 
from a non-inferiority trial. Malar J. 2016;15(1):493. doi:10.1186/s12936-016-1539-4.

85.	 WHO Global Malaria Programme. Intermittent Screening and Treatment in Pregnancy and the 
Safety of ACTs in the First Trimester.; 2015.

86.	 Desai M, Gutman J, Taylor SM, Wiegand RE, Khairallah C, Kayentao K, Ouma P, Coulibaly SO, 
Kalilani L, Mace KE, Arinaitwe E, Mathanga DP, Doumbo O, Otieno K, Edgar D, Chaluluka E, 
Kamuliwo M, Ades V, Skarbinski J, Shi YP, Magnussen P, Meshnick S, Kuile FO. Impact of Sul-
fadoxine-Pyrimethamine Resistance on Effectiveness of Intermittent Preventive Therapy for 
Malaria in Pregnancy at Clearing Infections and Preventing Low Birth Weight. Clin Infect Dis. 
2016;62(3):323-333. doi:10.1093/cid/civ881.

87.	 Coulibaly SO, Kayentao K, Taylor S, Guirou EA, Khairallah C, Guindo N, Djimde M, Bationo R, 
Soulama A, Dabira E, Barry B, Niangaly M, Diakite H, Konate S, Keita M, Traore B, Meshnick SR, 
Magnussen P, Doumbo OK, ter Kuile FO. Parasite clearance following treatment with sulphadox-
ine-pyrimethamine for intermittent preventive treatment in Burkina-Faso and Mali : 42-day in 
vivo follow-up study. Malar J. 2014;13(1):41.

88.	 Geiger C, Compaore G, Coulibaly B, Sie A, Dittmer M, Sanchez C, Lanzer M, Jänisch T. Sub-
stantial increase in mutations in the genes pfdhfr and pfdhps puts sulphadoxine-pyrimeth-
amine-based intermittent preventive treatment for malaria at risk in Burkina Faso. Trop Med Int 
Heal. 2014;0(0):1-8. doi:10.1111/tmi.12305.



513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal513442-L-bw-ruizendaal
Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017Processed on: 14-9-2017 PDF page: 25PDF page: 25PDF page: 25PDF page: 25

25

01

89.	 Iriemenam NC, Shah M, Gatei W, van Eijk AM, Ayisi J, Kariuki S, Vanden Eng J, Owino SO, Lal AA, 
Omosun YO, Otieno K, Desai M, ter Kuile FO, Nahlen B, Moore J, Hamel MJ, Ouma P, Slutsker 
L, Shi YP. Temporal trends of sulphadoxine-pyrimethamine (SP) drug-resistance molecular 
markers in Plasmodium falciparum parasites from pregnant women in western Kenya. Malar J. 
2012;11:134. doi:10.1186/1475-2875-11-134; 10.1186/1475-2875-11-134.

90.	 Mockenhaupt FP, Bedu-Addo G, Eggelte TA, Hommerich L, Holmberg V, von Oertzen C, Bienzle 
U. Rapid increase in the prevalence of sulfadoxine-pyrimethamine resistance among Plasmodi-
um falciparum isolated from pregnant women in Ghana. J Infect Dis. 2008;198(10):1545-1549. 
doi:10.1086/592455.

91.	 Duah NO, Quashie NB, Abuaku BK, Sebeny PJ, Kronmann KC, Koram K a. Surveillance of molecu-
lar markers of Plasmodium falciparum resistance to sulphadoxine-pyrimethamine 5 years after 
the change of malaria treatment policy in Ghana. Am J Trop Med Hyg. 2012;87(6):996-1003. 
doi:10.4269/ajtmh.2012.12-0202.

92.	 Happi CT, Gbotosho GO, Folarin OA, Akinboye DO, Yusuf BO, Ebong OO, Sowunmi A, Kyle DE, Mil-
hous W, Wirth DF, Oduola a. MJ. Polymorphisms in Plasmodium falciparum dhfr and dhps genes 
and age related in vivo sulfadoxine-pyrimethamine resistance in malaria-infected patients from 
Nigeria. Acta Trop. 2005;95(3):183-193. doi:10.1016/j.actatropica.2005.06.015.

93.	 Picot S, Olliaro P, de Monbrison F, Bienvenu A-L, Price RN, Ringwald P. A systematic review and 
meta-analysis of evidence for correlation between molecular markers of parasite resistance 
and treatment outcome in falciparum malaria. Malar J. 2009;8:89. doi:10.1186/1475-2875-8-89.

94.	 Braun V, Rempis E, Schnack A, Decker S, Rubaihayo J, Tumwesigye NM, Theuring S, Harms G, 
Busingye P, Mockenhaupt FP. Lack of effect of intermittent preventive treatment for malaria in 
pregnancy and intense drug resistance in western Uganda. Malar J. 2015;14:372. doi:10.1186/
s12936-015-0909-7.

95.	 Minja DTR, Schmiegelow C, Mmbando B, Boström S, Oesterholt M, Magistrado P, Pehrson C, 
John D, Salanti A, Luty AJF, Lemnge M, Theander T, Lusingu J, Alifrangis M. Plasmodium fal-
ciparum Mutant Haplotype Infection during Pregnancy Associated with Reduced Birthweight, 
Tanzania. Emerg Infect Dis. 2013;19(9):1446-1454.

96.	 Gutman J, Kalilani L, Taylor S, Zhou Z, Wiegand RE, Thwai KL, Mwandama D, Khairallah C, 
Madanitsa M, Chaluluka E, Dzinjalamala F, Ali D, Mathanga DP, Skarbinski J, Shi YP, Meshnick S, 
Ter Kuile FO. The A581G mutation in the gene encoding Plasmodium falciparum dihydropteroate 
synthetase reduces the effectiveness of sulfadoxine-pyrimethamine preventive therapy in ma-
lawian pregnant women. J Infect Dis. 2015;211(12):1997-2005. doi:10.1093/infdis/jiu836.

97.	 Naidoo I, Roper C. Mapping “partially resistant”, “fully resistant”, and “super resistant” malaria. 
Trends Parasitol. 2013;29(10):505-515. doi:10.1016/j.pt.2013.08.002.

98.	 World Health Organization. The Roll Back Malaria Strategy for Improving Access to Treatment 
through Home Management of Malaria. Geneva; 2005.

99.	 Gnémé A, Guelbéogo WM, Riehle MM, Tiono AB, Diarra A, Kabré GB, Sagnon N, Vernick KD. Plas-
modium species occurrence, temporal distribution and interaction in a child-aged population in 
rural Burkina Faso. Malar J. 2013;12:67. doi:10.1186/1475-2875-12-67.

100.	Williams J, Njie F, Cairns M, Bojang K, Coulibaly SO, Kayentao K, Abubakar I, Akor F, Mohammed 
K, Bationo R, Dabira E, Soulama A, Djimdé M, Guirou E, Awine T, Quaye SL, Ordi J, Doumbo O, 
Hodgson A, Oduro A, Magnussen P, Ter Kuile FO, Woukeu A, Milligan P, Tagbor H, Greenwood B, 
Chandramohan D. Non-falciparum malaria infections in pregnant women in West Africa. Malar 
J. 2016;15(1):53. doi:10.1186/s12936-016-1092-1.


