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Abstract 

Severe malaria in pregnancy remains a major contributor to maternal and perinatal morbidity in sub-

Saharan Africa. When complicated by thrombocytopenia and fetal distress, management is 

particularly challenging in resource-limited settings, creating an ethical and clinical dilemma: 

whether to proceed with urgent delivery or delay for maternal stabilization. We report a 31-year-old 

multiparous Ghanaian woman at 37 weeks and 2 days of gestation, referred with suspected pre-

eclampsia and fetal distress following a recent malaria episode treated with oral Artemether-

Lumefantrine. She had received five doses of intermittent preventive treatment with sulfadoxine–

pyrimethamine and an insecticide-treated net, which she did not use. Investigations revealed severe 

Plasmodium falciparum malaria (parasite density 22,268/μL), moderate anemia (Hb 8.9 g/dL), 

marked thrombocytopenia (37 × 109/L), and persistent fetal tachycardia (162–187 bpm). Emergency 

cesarean section was deferred due to unavailable blood products. She received intravenous 

Artesunate and supportive care, resulting in maternal stabilization and resolution of fetal 

tachycardia. One week later, induction of labor led to spontaneous vaginal delivery of a healthy 

infant. This case underscores overlapping malaria and hypertensive disorders, declining preventive 

efficacy, and health-system challenges, highlighting the importance of vigilant maternal stabilization 

and adaptive management to improve outcomes. 

Keywords: malaria in pregnancy; fetal distress; thrombocytopenia; maternal stabilization; term 
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1. Introduction 

Severe malaria remains a major cause of maternal and perinatal morbidity in sub-Saharan Africa 

[1]. It can precipitate anemia, thrombocytopenia, and placental insufficiency, often resulting in fetal 

distress and maternal instability [2]. Thrombocytopenia in malaria is primarily attributed to immune-

mediated destruction of platelets, splenic sequestration, and dysregulation of thrombopoiesis within 

the bone marrow [3]. Studies have consistently demonstrated a strong correlation between severe 

malaria during pregnancy and adverse fetal outcomes, including intrauterine growth restriction, 

preterm birth, and stillbirth, often precipitated by placental dysfunction and subsequent fetal hypoxia 

[4]. 

Malaria in pregnancy (MiP) may present with fever, chills, headache, anemia, hypoglycemia, 

jaundice, respiratory distress, thrombocytopenia, altered consciousness, and signs of placental 

insufficiency such as decreased fetal movement or non-reassuring fetal heart rate patterns [5]. The 

presentation of severe thrombocytopenia further compounds the surgical risks, increasing the 

likelihood of intraoperative and postoperative hemorrhagic complications, which are already 

elevated in emergency obstetric procedures [6]. The particular confluence of severe malaria, 

thrombocytopenia, and fetal distress at term pregnancy, therefore, presents a formidable challenge 
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for obstetricians, demanding rapid assessment and judicious decision-making under high-stakes 

conditions [7]. 

The World Health Organization (WHO) recommends a three-pronged approach for MiP: 

intermittent preventive treatment with sulfadoxine–pyrimethamine (IPTp-SP), insecticide-treated net 

(ITN) use, and prompt diagnosis and effective treatment of clinical malaria during antenatal care 

(ANC) [8]. Historically, MiP was a significant cause of maternal and fetal mortality in Ghana, 

particularly before the introduction of sustained WHO-recommended control interventions. Over the 

past decade, the country has seen a notable decline in malaria transmission due to the widespread 

implementation of WHO-recommended strategies [9]. As malaria transmission declines, however, 

the naturally acquired immunity that previously helped regulate parasite densities may wane, 

potentially leading to higher parasite densities and attendant complications [10]. Thus, health 

workers must be vigilant to make prompt decisions and manage patients effectively, thereby 

preventing adverse outcomes. 

In resource-limited settings, the decision to proceed with immediate delivery or delay for 

maternal stabilization in an obstetric emergency presents a difficult ethical and clinical dilemma. This 

report highlights a real-life scenario in which a surgeon faced a dilemma when managing a pregnant 

woman with severe malaria and thrombocytopenia who presented with fetal distress at term. This 

case report further highlights the challenges posed by MiP, a condition whose prevalence in Ghana 

has shown a decreasing trend, yet still contributes significantly to adverse pregnancy outcomes [10]. 

Early diagnosis may be challenging because malaria symptoms such as nausea, vomiting, fatigue, 

and anemia closely resemble normal pregnancy symptoms [11]. In addition, MiP may clinically 

overlap with pre-eclampsia, as both conditions can present with anemia, thrombocytopenia, and 

adverse maternal and fetal outcomes, further complicating timely diagnosis [12]. Diagnosis of MiP is 

further complicated because infected erythrocytes tend to sequester in the placenta and may not 

appear in peripheral blood smears [13]. 

2. Case Presentation 

A 31-year-old Ghanaian woman, gravida 5 para 3+1 spontaneous abortion, at 37 weeks and 2 

days of gestation, presented to the maternity unit of Tetteh Quarshie Memorial Hospital (TQMH) at 

10 pm on 2nd October 2025. She was referred from a peripheral facility as a case of suspected 

preeclampsia and fetal distress with a two-day history of worsening lower abdominal pain, suspected 

uterine contractions, and reduced fetal movement. Two weeks earlier, she had experienced fever, 

chills, and vomiting, diagnosed as malaria and treated with oral Artemether-Lumefantrine (AL) by 

the peripheral health facility. 

According to her antenatal records, she had been tested for malaria twice with the malaria rapid 

diagnostic test: the first test at 18 weeks (Figure 1), which was negative, and the second at 35 weeks 

of gestation, which was positive and treated with oral antimalarial medication, the episode that led 

to her subsequent referral (Figure 2). She had also received five doses of IPTp-SP, with the first dose 

at 16 weeks and the following four doses given at four-weekly intervals (Figure 3). Her final dose was 

administered at 33 weeks of gestation. Additionally, she was given an insecticide-treated net (ITN) 

at booking, but she reported not using it during her pregnancy. 
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Figure 1. First Malaria test at 18weeks of gestation. 

 

Figure 2. Second Malaria test at 35weeks of gestation. 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 16 January 2026 doi:10.20944/preprints202601.1194.v1

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202601.1194.v1
http://creativecommons.org/licenses/by/4.0/


 4 of 8 

 

 

Figure 3. Five doses of IPTp-SP. 

She was referred with a blood pressure (BP) of 144/96 mmHg, a pulse of 125 beats per minute 

(bpm), and positive urine proteins. Fetal heart rate was 165 bpm, indicating fetal distress. 

Measurements upon her arrival at TQMH showed BP of 135/68 mmHg, pulse of 60 bpm, and negative 

urine proteins. On examination, she was pale, afebrile, with a gravid uterus measuring 37 cm, 

cephalic presentation, and lower abdominal tenderness. Fetal heart rate ranged between 179–186 bpm 

with minimal variability. Vaginal speculum examination revealed a closed cervix and intact 

membranes. 

Laboratory investigations conducted at the TQMH on day 1 of admission revealed hemoglobin 

8.9 g/dL, white cell count of 3.2 × 109/L, and platelets 37 × 109/L. Blood film showed a high Plasmodium 

falciparum trophozoite density (22,268 parasites/μL). Urine routine examination- Clear and light 

amber, protein (-), ketones (+++), nitrite (-), pus cells were 3/high power field (hpf), epithelial cells 

were 7/hpf. Blood urea and creatinine- Unremarkable. Obstetric ultrasound confirmed a live 

intrauterine pregnancy with an estimated age of 39 weeks + 5 days, a fetal weight of 2.9 kg, and a 

normal amniotic fluid index. Cardiotocography showed fetal tachycardia of 180 bpm (Figure 4). A 

definitive diagnosis of severe malaria in a term pregnancy complicated by thrombocytopenia, 

anemia, and fetal distress was made. “Pre-eclampsia was ruled out”. The initial decision was to do 

an emergency cesarean section to deliver the baby. However, at that point, no fresh frozen plasma or 

platelet products were available. The whole blood available was about a week old, sampled with 

platelet depletion, and couldn’t have replaced the platelet deficit. At midnight, it was also difficult to 

find a donor. The attending surgeon faced a dilemma: to perform an immediate cesarean section to 

save the baby or delay to stabilize the mother medically and hope for a positive outcome. Given the 

high hemorrhagic risk, the surgeon opted to delay surgery and commenced intravenous Artesunate 

per WHO protocol (204 mg at 0, 12, and 24 hours), alongside oxygen therapy and intravenous fluids. 

Fetal heart rate was monitored every 30 minutes (Figure 5). Remarkably, within four hours, the fetal 

heart rate was normalizing. It was observed that the patient felt better, uterine contractions had 

ceased, and fetal heart rate had normalized by 24 hours of initiating IV Artesunate administration. 

Also, maternal temperature, blood pressure, and pulse returned to values within normal ranges. The 

patient received two units of blood transfusions: the first unit of B+ blood was administered on 

admission day 2, and the second unit was given on day 3 of admission. 
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Figure 4. Cardiotocography findings on day 1 of admission. 

 

Figure 5. Fetal Heart Monitoring Chart on day one of admission. 

She completed a three-day course of oral Artemether-Lumefantrine after the first 24 hours of IV 

artesunate and was discharged home after 4 days of admission. A week later, she was observed with 

a follow-up review and was readmitted. An induction of labor was done, which led to spontaneous 

vaginal delivery of a healthy baby weighing 3.6 kg. Both mother and baby were discharged on day 2 

after the second admission in good condition. At the post-delivery review, the mother and baby were 

in good health with no symptoms. 

3. Discussion 

In this case, a 31-year-old woman at 37 weeks of gestation presented with suspected 

preeclampsia, accompanied by fetal distress, anemia, and thrombocytopenia. However, her 

laboratory results confirmed severe malaria with high Plasmodium falciparum infection. A definitive 

diagnosis of MiP is essential before initiating management for pre-eclampsia, particularly in endemic 

regions where the two conditions share overlapping symptoms. Features such as headache, vomiting, 

thrombocytopenia, liver dysfunction, and misclassification can delay life-saving antimalarial therapy 

[12]. 
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It was documented that this client received approximately five doses of IPTp at four-week 

intervals under direct observation, with the final dose administered at 33 weeks. Despite receiving 

five doses of IPTp-SP at monthly intervals, this client developed malaria at 35 weeks, two weeks after 

the last dose. Recent evidence indicates that the efficacy of SP for preventing malaria is reduced in 

regions with high SP resistance [14]. Thus IPTp-SP could be offering less protection against malaria 

infection even when guideline-recommended doses are administered, although it may still confer 

some benefits for birth outcomes such as improved birth weight [14,15]. Although she was provided 

with an ITN at her booking ANC contact, she did not use it during her pregnancy. Sleeping 

consistently under ITNs reduces maternal malaria infection, which in turn lowers the risk of 

complications such as anemia and preterm birth [16]. Combining IPTp-SP with regular use of ITNs 

is more effective in reducing maternal malaria infection than IPTp-SP alone, as ITNs provide 

continuous protection against malaria transmission, particularly at night when mosquitoes are most 

active, thereby enhancing the effectiveness of IPTp [17]. Pregnant women need to be encouraged to 

consistently use the ITN during pregnancy in addition to receiving IPTp-SP during their ANC 

contacts. 

Decline in malaria transmission erodes naturally acquired immunity, potentially leading to 

higher parasite densities and increased risk of complications [10]. This is consistent with our patient’s 

presentation, as she had high parasite densities. She resided in an urban area, where malaria 

prevalence is generally lower, and opportunities to develop and sustain the naturally acquired 

immunity are reduced. The 2022 Ghana Demographic and Health Survey (DHS) reported a three 

times lower malaria prevalence in children under five in urban areas (4.3%) compared to those in 

rural areas (12.8%), underscoring the substantially lower transmission intensity in urban settings and 

hence the potential for more severe disease when infection does occur [18]. 

This woman received a full dose of oral AL when she was diagnosed with malaria at 35 weeks 

of gestation; however, she went on to develop severe malaria by 37 weeks of gestation. There is the 

possibility of non-adherence to treatment on the woman’s side [19]; however, a closer look at the 

management of confirmed malaria infection in pregnancy, especially at peripheral health facilities in 

this era of reduced malaria transmission, may need to be taken. Oral artemisinin-based combination 

therapy (ACT) remains guideline-recommended; however, systemic and practical challenges such as 

drug stock-outs, inconsistent service delivery, and poor adherence can undermine its effectiveness 

and influence treatment outcomes [9,19,20]. Health workers in malaria-endemic settings may require 

re-orientation on the management of MiP in the context of reducing malaria transmission patterns. 

Enhanced clinical vigilance is needed, including consideration of short-term observation of pregnant 

women to assess symptom resolution, timely escalation to parenteral therapy where indicated, and 

increased awareness of atypical presentations, particularly in rural facilities with limited access to 

laboratory diagnostics and parasite density testing [19,20]. Should the woman have been detained 

and offered a 24-hour IV Artesunate and followed with the oral ACT when she was first diagnosed, 

she probably would not have ended up with the complications she developed. 

The successful management of this patient, without recourse to immediate cesarean section 

despite indications of fetal distress, highlights the potential for conservative, yet intensive, medical 

management to achieve positive maternal and neonatal outcomes [21]. This approach effectively 

mitigated the significant maternal risks associated with emergency surgery in the presence of severe 

thrombocytopenia, such as hemorrhage and coagulopathy, without compromising fetal viability [22]. 

The decision to delay surgical intervention, despite fetal distress, was further justified by the 

resolution of the tachycardia following maternal stabilization, demonstrating the interconnectedness 

of maternal systemic health and fetal well-being [23]. 

4. Conclusions 

This case illustrates the clinical dilemma faced when managing life-threatening emergencies in 

pregnancy, where overlapping features of MiP and pre-eclampsia can complicate diagnosis and 

decision-making. Prompt recognition of malaria and prioritization of maternal stabilization over 
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immediate surgical intervention were pivotal to achieving favorable maternal and neonatal 

outcomes, underscoring the importance of accurate diagnosis in endemic settings [2]. Beyond the 

individual case, it highlights emerging challenges in malaria control, including declining 

transmission with erosion of naturally acquired immunity, possible increasing parasite resistance to 

established interventions, and inadequacy of current management guidelines for the treatment of 

MiP at the periphery that may limit the effectiveness of current prevention and treatment strategies 

[9,10,19,20]. In this evolving epidemiological context, heightened clinical vigilance and a high index 

of suspicion for malaria remain essential across all levels of maternal healthcare. 
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