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New evidences in traditional approaches to diagnosis and treatment

Area Updated approach Evidence 

Treatment of 
uncomplicated 
malaria in pregnancy 

AL is the medicine of choice for the treatment of 
con rmed uncomplicated malaria to pregnant women 
in all trimesters and lacta ng women. Therefore, oral 
Quinine medica ons do not have any further 
recommenda on in the guidelines 

There is now enough evidence that Artemisinin are not 
associated with an increased risk of; (a) miscarriage, 
(b) s llbirths and (c) major congenital malforma ons 
compared to non-artemisinin regimens. 

Treatment of severe 
malaria 

The medicine of choice for treatment of severe malaria 
remains Injectable Artesunate. The alterna ve 
treatments for severe malaria is Injectable 
Artemether. Quinine is no longer a recommended 
op on for treatment of severe malaria. 

The largest randomized trial conducted in Africa 
children with severe malaria showed a signi cant 
reduc on in mortality (22.5%) in the artesunate group 
when compared to the quinine group 

Treatment of severe 
malaria in children 

The use of revised dose of injec on Artesunate. 
Children weighing less than 20kg should receive the 
higher dose of Artesunate (3mg/kg bw per dose) 
instead of the usual 2.4 mg 

Evidence presented in 3rd edi on WHO treatment 
guidelines recommenda ons. Revised dosage to 
children in this weight category ensure equivalent 
exposure to the drug 

Treatment of severe 
malaria in pregnancy 

The use of Injec on Artesunate as a rst choice for 
treatment of severe malaria in the 1st trimester during 
pregnancy. Quinine is no longer a recommended 
op on for treatment of severe malaria. 

The main therapeu c objec ve of the treatment of 
severe malaria is to prevent the pa ent from dying. 
Secondary objec ve are preven on of disabili es and 
preven on of recrudescent infec on 
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Innovative approaches to malaria diagnosis and treatment according to country 
malaria risk stratification 

Area Updated approach Evidence 

Malaria diagnosis and 
malaria case 
de ni on 

Broaden de ni on for a ‘malaria case’: occurrence of 
malaria infec on (symptoma c or asymptoma c) in a 
person in whom the presence of parasites in the blood 
has been con rmed by parasitological tes ng.  

Malaria case de ni on will include asymptoma c 
malaria posi ve diagnosed in the communi es 
through Ac ve Case Detec on as a response to the 
established Malaria Case Based Surveillance in low 
transmission risk 

Treatment in very low 
transmission areas 

The addi on of a single 0.25mg base/kg low dose of 
Primaquine (PQ) for P.falciparum con rmed malaria 
with ACT treatment in very low transmission areas 
targeted for elimina on. 

Primaquine Single Low Dose (SLD) clears gametocytes 
that persist a er treatment with ACTs, including those 
at a sub-microscopic level and is unlikely to cause 
serious toxicity in subjects with any of the G6PD 
variants 

Ac ve case detec on 
Ac ve case detec on is done by facili es or 
community health workers directly in the community, 
among popula on groups who are considered to be at 
high risk or within case based surveillance. 

The aim of case based surveillance is to determine 
whether an infec on was acquired locally and the 
likely loca on of infec on, and therefore whether 
there is indigenous malaria transmission or factors 
that may lead to onward transmission. 

Increasing access to 
malaria tes ng 

The strategic direc ons for the next NSP period will 
emphasize the improvement of quality of tes ng in the 
exis ng points of care and will try to expand the 
services beyond the opera onal facili es in order to 
increase the access to malaria tes ng services. 

With the current malaria tes ng services, mainly 
depending on opera onal healthcare facili es, it is 
unlikely to achieve universal access to appropriate 
malaria diagnosis, treatment and, if indicated, 
preven ve therapies. 

Increase Tes ng in 
Health Facility in low 
and very low 
transmission 

Tes ng ra o in the health facili es within the very low 
and low malaria risk is largely and consistently below 
the na onal average.  

The reasons of low tes ng should be inves gated, and 
appropriate ac ons should be put in place to op mize 
passive detec on among pa ents presen ng with 
fever. 

Increasing access to 
malaria treatment 

The strategic direc ons for the next NSP period will 
emphasize the improvement of quality of treatment in 
the exis ng points of care and will try to expand the 
services beyond the opera onal facili es to increase 
the access to essen al malaria case management 
services. 

Universal access to appropriate, quality and mely 
treatment has not been achieved in the 
implementa on of previous NSP 2015 -2020 periods. 
Alterna ve addi onal service delivery mechanisms are 
needed to a empt reaching the objec ve. 

Increasing access to 
severe malaria pre 
referral management 

Rectal Artesunate can be administered as a pre-
referral medica on of severe malaria in children under 
6 years of age in places where parenteral artemisinin 
administra on is not possible. 

As the progression of severe malaria from severe 
illness to death can be very rapid, prompt access to 
pre-referral treatment can save lives 

Increasing access to 
malaria case 
management in 

Special ini a ves will target: a) resurgence of malaria 
transmission, b) incumbent malaria epidemics, c) 
iden ed persistent transmission foci in areas of low 
transmission; and d) speci c popula on segments with 

The changed epidemiology of malaria in Tanzania 
presents a few scenarios where malaria case 
management should be delivered with di erent 

 

special group and 
special situa on 

 
high occupa onal and socio economical exposure to 
the disease. 

modali es compared to the conven onal, individual-
based approaches:  
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Innovative approaches for preventive therapies according to country malaria risk 
stratification to be further explored through implementation research 

Area Updated approach Evidence 

IPTi in very high 
transmission areas 

Use the co-administra on of SP for IPTi with 
Pentavalent 2, Pentavalent 3 and Measles-Rubella 1 
immuniza on to infants through rou ne EPI. Explore 
the use of alterna ve IPTi medicine in case of SP 
failure. 

SP-IPTi provides an overall protec on in the rst year 
of life against clinical malaria [30.3%], anaemia 
[21.3%], hospital admissions associated with malaria 
parasitaemia [38.1%], and all-cause hospital 
admissions [22.9%]. SP-IPTi remains e ec ve in areas 
where resistance to SP is not high 

Seasonal malaria 
chemopreven on 

Use of full treatment of an malarials during the 
malaria season to prevent malarial illness in very 
seasonal in moderate to high transmission 
geographical areas for children aged between 3 and 59 
months. The recommended medicine is currently SP 
AQ. Explore alterna ve medicine in case of SP failure 

The evidence suggests that SMC using AQ+SP monthly 
for up to 4 months during the transmission season in 
children less than 5 years of age a) prevents up to 75% 
of malaria episodes; b) prevents up to 75% of severe 
malaria episodes; and may be associated with 
reduc on of mortality (risk ra o 0.66). 

IPTp in very low 
transmission areas 

Withdrawing of rou ne IPTp interven on in very low 
transmission areas engaged in to be established 
Malaria Case Based Surveillance (mCBS) 

WHO recommends con nued IPTp-SP implementa on 
un l the area approaches interrup on of transmission. 

Mass drug 
administra on 

Provide Mass Drug Administra on (MDA) as an 
op onal interven on response where Malaria Case 
Based Surveillance will be established in very low 
malaria transmission areas targeted local malaria 
elimina on (zero incidence) and in other areas 
poten al for rapid decrease in transmission 

MDA rapidly reduces the prevalence and incidence of 
malaria. The general recommenda on is not to start 
MDA unless case management, vector control and 
surveillance are well implemented, reintroduc on risk 
is low and there is a good chance that elimina on is 
feasible in the area where it is being administered. 

Preven ve therapies 
in high risk groups 

Provision of targeted an malarial drug administra on 
is recommended as a measure to decrease burden of 
infec on in popula on living in malaria high risk area 
and to increase e ec veness of malaria case 
management. NGMDT&PT includes di erent 
chemoprophylaxis and chemopreven on op ons for 
vulnerable and non-immune popula on.  

Parasite prevalence is progressively shi ing from early 
childhood (children 1-5 years of age) to late childhood 
and early teenage stages (children 6-15 years of age), 
especially in high transmission areas. Recent 
observa ons have shown that over 50% of school 
going age children in high malaria risk areas are 
infected by malaria parasites and have some degree of 
anaemia. 

Strategies to 
mi gate ACT 
resistance 

Explore and evaluate mechanisms to reduce resistance 
pressure to currently recommended 1st line ACT 
through rota on of 1st line-treatment, sequen al ACT 
treatments or mul ple rst-line therapies. 

A er over 10 years of implementa on of AL as 
treatment of choice it is recommended to intensify 
therapeu c e cacy studies. 
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1 Malaria Diagnosis, Treatment and Preventive Therapies in the Context of Malaria 

1.0  Positioning Malaria Diagnosis, Treatment and Chemoprevention in the current 
 control strategic plan

prompt access to diagnosis and 
treatment of clinical malaria.

universal access to early malaria diagnosis 
and prompt treatment

provision of preventive treatments

1.1 The changing malaria epidemiological context of malaria in Tanzania
The Epidemiology of Malaria

P. 
falciparum, P. ovale, P. malariae,

P. vivax, P.simiovale,

P. knowlesi
P.ovale P.malariae

P.o.curtisi P.o.wallikeri P.brasilianum)1
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P.falciparum
P. vivax P. 

falciparum P.ovale
P.malariae

P.falciparum  

Plasmodium falciparum
P. vivax 

P. vivax P. ovale

P. malariae P. ovale.
gambiae funestus.

Plasmodium species

The epidemiology of malaria in Tanzania
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High malaria risk:

Moderate malaria risk:

Low malaria risk: 

  

 

 Region 
Stratum 

Epi 
strata 

 Epi + non epi 
strata 

 Very Low 5 5 
 Low 4 3 
 Moderate 10 10 
 High 7 7 
 Urban NA 1 
 Total 26 26 

 

 

 Councils 
Stratum 

Epi 
strata 

 Epi + non epi 
strata 

 Very Low 36 31 
 Low 32 22 
 Moderate 52 45 
 High 64 61 
 Urban NA 25 
 Total 184 184 
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1.2 The Role of National Guidelines for Malaria Diagnosis Treatment and Preventive 
 Therapies in the Strategic Context of Malaria Control in Tanzania

The strategic context

Rationale of guidelines update

NEW! 

Malaria Diagnosis, 
treatment and preventive 
therapies needs to be 
calibrated according to 
epidemiological and 
operational strata 
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P. falciparum

P. falciparum
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st

Broad objective
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Choice of antimalarial medicines

The following antimalarial medicines are recommended for treatment of malaria in 
Tanzania.

 

 
 Indication Medicine Reference in the 

Guidelines 

1.  
Medicine of choice for the 
treatment of uncomplicated malaria 
remains 

Artemether-
Lumefantrine (AL) 

chapter 4 Management of 
Uncomplicated malaria,  
page 49  

 

 

chapter 4 Management of 
Uncomplicated malaria,  
page 49  

 

 

chapter 5 Management of 
Severe malaria,  page 64 

 
chapter 5 Management of 
Severe malaria,  page 64 

 
Section 7.1, Management 
of malaria in pregnancy
Page 89

 

 

2.  

Alternative medicines for the 
treatment of uncomplicated 
malaria, where there is no 
response to Artemether-
Lumefantrine or it is 
contraindicated 

Artesunate-
Amodiaquine 
(ASAQ) and 
Dihydroartemisinin-
Piperaquine (DP) 

 

 

3.  
Medicine of choice for treatment of 
severe malaria  

Injectable 
Artesunate, 

4.  
Alternative treatments for severe 
malaria 

Injectable 
Artemether 

5.  
Medicine of choice for treatment of 
uncomplicated malaria in pregnant 
women in all trimesters 

Artemether-
Lumefantrine (AL) 

6.  
Medicine of choice for severe 
malaria in pregnant women 

Injectable 
Artesunate. 
Artemether 
Injectable can be 
used in case there 
Artesunate Inj is not 
available 

7.  

Medicine for Intermittent 
Preventive Treatment in pregnancy 
(IPTp) at each scheduled antenatal 
care visit and, in infancy (IPTi) at 
the time of Pentavalent 2, 
Pentavalent 3 and Measles 
Rubella 1 immunization. IPTi is 
indicated only in high malaria risk 
areas and where there is evidence 
of optimal SP efficacy. 

Sulfadoxine-
Pyrimethamine (SP) 

 

Section 7.1,  Special groups
and special situations that
need specific case 
management interventions, 
Page 89

chapter 8, Preventive Ther-
apies for Special Risk 
Group, page 104

chapter 8, Preventive Ther-
apies for Special Risk 
Group, page 104

chapter 8, Preventive Ther-
apies for Special Risk 
Group, page 104

8.  
Medicine of choice for more 
research on malaria preventive 
therapies in different risk groups 

Dihydroartemisinin-
Piperaquine (DP) 

9.  
Medicine for malaria patients in  
settings with very low transmission 

single dose  low 
dose Primaquine as 
DOT in addition to  
ACT 

10.  
Malaria chemoprevention or 
chemoprophylaxis indication for 
risk groups  

depends on specific 
situations; 

 

Section 4.5, Treatment of 
Uncomplicated Malaria 
using ACT plus Primaquine,
page 61
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2 Management of Malaria and Health Care Delivery in Tanzania

2.0 Health Care Delivery Categories in Tanzania

2.1 Community

 

NEW! 

Community malaria case 
management is a major 
contribution for the 
achievement of universal 
access to malaria 
diagnosis and treatment 

Providers and caregivers

duka la dawa muhimu) and 
 community pharmacies

Community Malaria Case Management
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Diagnosis is based on

Types of services provided

Commodities for Community based Malaria Management by trained CHVs and ADDO 
providers

 
2.2 Dispensary
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Type of treatment provided

2.3 Health centre

Type of treatment available
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2.4 Hospital

Diagnosis

Laboratory tests available include:

Other supportive tests:
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Type of services provided

Type of treatment available
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 the Current Epidemiological Transition

NEW! 

In the current 
epidemiological transition 
both symptomatic and 
asymptomatic malaria 
infected people should be 
defined as malaria cases 
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• Suspected malaria case

• Clinical/probable (not tested) malaria case

Asymptomatic
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Uncomplicated and severe malaria cases

 

3.2 Malaria Case Detection

Active case detection (ACD)

NEW! 

Malaria cases need to be 
detected both actively and 
passively  
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NEW! 

Classifying where the people are 
infected by malaria parasites is 
necessary to interrupt 
transmission or to avoid re-
introduction 
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Locally acquired cases

Imported cases

3.4 Clinical diagnosis of malaria
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Malaria diagnosis at health facility level
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The role of laboratory in malaria diagnosis
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Malaria Rapid Diagnostic Tests 

Conventional Malaria Rapid Diagnostic Tests

P. falciparum,
P. falciparum only

P. falciparum P. vivax
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3.7 Choosing a Diagnostic Strategy

Malaria microscopy

Microscope for detection of malaria parasites

“gold 
standard”17 .

Stains for detecting malaria parasites

Antigen 
Device/Species 

 
 

HRP-2 pLDH Aldolase 

P. falciparum specific     

P. vivax specific    

Pan-specific (all species)    

Non falciparum specific    

 
In Tanzania the recommended mRDT in public health facilities is a
combination RDT which is able to detect two antigens: HRP2 and 

-pLDHPan



22

Giemsa stain:
Giemsa stain “gold 

standard”.

Which routine malaria test to use at health facility 
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Health facility levell Clinical setting  Condition/Remarks 
Micro
scopy mRDT 

Community (CHV, 
ADDO) Screening of suspected patients 

 community member received 
adequate training and supervision 

 regular commodity supply  
 proper storage 
 compliance with blood safety 

procedures 

NA Yes * 

Dispensary 
without lab 
facilities 

Screening of suspected malaria 
patients at OPD 

 non lab trained testers (health 
care workers to be trained) 

NA Yes 

Follow up of patients previously 
tested positive and with 
persistent malaria symptoms 
between 4-14 days (suspect 
drug failure) 

 mRDTs not to be used due to 
persistent antigenaemia. NA¥ No¥ 

Screening of Severe illness 
before referral  NA¥ Yes¥ 

Dispensary with 
lab facility 

Screening of suspected malaria 
patients at OPD 

 non lab trained testers (health 
care workers to be trained) 

No Yes 

 

 registered and Certified ** 
personnel available 

 low workload 
 quality assurance in place  
 electricity available 

Yes Yes 

Health Centre and 
Hospital with lab 
facilities 

Screening of suspected malaria 
patients at OPD 

 low workload 
 quality assurance in place,  
 registered and certified ** 

personnel available  
 electricity available 

Yes No 

Screening of suspected malaria 
patients at OPD 

 high workload 
 peak hours 
 quality assurance not in place,  
 registered and certified ** 

personnel not available,  
 electricity not available 

No Yes 

Severe malaria cases upon 
admission  Parasite density needed Yes Yes 

Follow up of admitted patients  Parasite density needed Yes No 
Follow up of patients previously 
tested positive and with 
persistent malaria symptoms 
(suspect drug failure) 

 mRDTs not to be used due to 
persistent antigenaemia Yes No 

Malaria outbreak 
investigation   Competent and trained personnel Yes Yes 

Malaria epidemic 
follow up  

 Blood smears are taken in the 
field for later examination by 
registered and qualified personnel 

 mRDTs not to be used due to 
persistent antigenaemia 

Yes No 

 
Areas targeting 0 
(zero) local 
transmission 

Actively and passively patients 
tested with mRDT and pan 
antigen positive needs to 
confirm speciation 

 If competent lab personnel are 
available perform thin BS and 
report species 

 If competent lab personnel is 
NOT available BS (or dry Blood 
spot - DBS) taken and stored for 
supervisor action 

Yes Yes 

Community 
surveys  

 Blood smears are taken in the 
field for later examination by 
registered and qualified Lab 
personnel 

Yes Yes 

Malaria testing at 
first antenatal 
attendance  

 

 Competent and trained personnel 
or 

 non lab trained testers (health 
care workers to be trained) for 
mRDT 

Yes Yes 

Active case 
detection  

In very low transmission risk 
settings targeting malaria 
elimination under malaria case 
based surveillance 

 In this epidemiological setting 
high sensitive mRDTs provide 
larger detection rate (below 100-
200 parasite per µL) 

No Yes 

* use of RDTs for household malaria management depends on availability of appropriate supportive strategic 
framework at this level 
** Microscopist should be certified after attending special training on malaria microscopy under NMCP supervision 
¥ Patient should referred for microscopic examination at another facility  
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4 Management of Uncomplicated malaria

4.0 The objectives of uncomplicated malaria case management

4.1 Clinical features of uncomplicated malaria

 

NEW! 

In the current 
epidemiological transition 
clinical features are related 
to biological and 
environmental vulnerability  

 

Features 

Broad age group Malaria  risk setting 

< 5 years >5 years and 
adults 

Very low  and 
low 

Moderate and 
high 

Fever + + + + + + + + 

Vomiting/Diarrhea + + + + + + + + 

Pallor + + + + + + + + 

Poor appetite + + + + + + + + 

Body weakness + + + + + + + + 

Enlarged spleen + + + + + + 

Headache + + + + + + 

Joint pains + + + + + + 

Malaise + + + + + + 

Body ache + + + + + + 
Note: +++ - most frequent; ++ - intermediate/moderate; + - Least frequent 
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4.2 Treatment of uncomplicated malaria using combination therapy

combination 
therapy

4.3 Treatment of uncomplicated malaria with medicine of choice: Artemether-
 Lumefantrine
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Medicine description:

Available formulations:

Indications:

Contraindications:

Medicine interactions:

NEW! 

The new formulation of 
Artemether 80mg 
Lumefantrine 480mg 
might improve compliance 
in adults. 

NEW! 

Artemether Lumefantrine 
is safe in first trimester of 
pregnancy and is the 
recommended therapeutic 
option 

NEW! 

The new formulation of 
Artemether 80mg 
Lumefantrine 480mg 
might improve compliance 
in adults. 

NEW! 

Artemether Lumefantrine 
is safe in first trimester of 
pregnancy and is the 
recommended therapeutic 
option 
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AL administration:

Dosage regimen:

 

  Day 1 Day 2 Day 3 

Kg Dose 1st 2nd 3rd 4th 5th 6th 

Hours 0 (*) 8 24 36 48 60 

Age (years) tablets Tablets tablets Tablets Tablets Tablets 

5 up to 15 0 to 3 1 1 1 1 1 1 

15 up to 25 3up to 8 2 2 2 2 2 2 

25 up to 35 8up to 12 3 3 3 3 3 3 

35 and above 12 and above 4 4 4 4 4 4 

(*) 0 hours means the time of starting medication (see appendix D for time schedule for 1st 
and 2nd dose) 
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Non response to AL may be due to:

Management of non-response to malaria treatment with A

4.4 Other ACT options for the treatment of uncomplicated malaria

  Day 1 Day 2 Day 3 

Kg Dose 1st 2nd 3rd 4th 5th 6th 

Hours 0 (*) 8 24 36 48 60 

Age (years) tablets Tablets tablets Tablets tablets Tablets 

35 and above 12 and above 1 1 1 1 1 1 

(*) 0 hours means the time of starting medication (see appendix D for time schedule for 1st 
and 2nd dose) 
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Dihydroartemisinin-Piperaquine (DP)

Medicine description

Dihydroartemisinin

Piperaquine

P. falciparum.

Available formulation 

NEW! 

For children weighting <25 
kg, the target doses are: 4 
mg/kg bw per day of 
Dihydroartemisinin and 24 
mg/kg bw per day of 
Piperaquine given once a 
day for 3 days 
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Indications

Contraindications

Dosage regimen

 
Table 7:  Dosage schedule for DP: 4 mg/kg/day Dihydroartemisinin and 18 mg/kg/
  day Piperaquine once a day for 3 days,

Artesunate-Amodiaquine

Available formulations

Body 
Weight (kg) 

Daily dose (mg) 
Tablet strength  Number of tablets per dose Dihydro 

artemisinin 
Piperaquin

e 

5 to <8 20 160 20mg / 160mg 1 tablet x 3 days 

8 to <11 30 240 20mg / 160mg 1 ½ tablet x 3 days 

11 to <17 40 320 40mg / 320mg 1 tablet x 3 days 

17 to <25 60 480 40mg / 320mg 1 ½ tablet x 3 days 

25 to <36 80 640 40mg / 320mg 2 tablets x 3 days 

36 - <60 120 960 40mg / 320mg 3 tablets x 3 days 

60 to <80 160 1,280 40mg / 320mg 4 tablets x 3 days 

>80 200 1,600 40mg / 320mg 5 tablets x 3 days 
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Indications:

Adverse Events

Dosage regimen

Table 8: Dosing Schedule for Artesunate-Amodiaquine

Available formulations

Body weight 
ranges 

(age ranges) 

Co-blistered 50mg 
Artesunate (AS) and 
135mg Amodiaquine 

(AQ) 
Number of tablets 

Fixed dose combinationartesunate / 
amodiaquine 

Formulation strength Number of 
tablets 

4.5kg to < 9 kg 
(2 to 11 months) 

½ tablet of AS and ½ 
tablet of AQ per day for 3 

days 

25mg 
artesunate/67.5mgamodiaquine 

1 tablet per 
day for 3 

days 

9kg to <18kg 
(1 to 5 years) 

1 tablet of AS and 1 tablet 
of AQ per day for 3 days 

50mg 
artesunate/135mgamodiaquine 

1 tablet per 
day for 3 

days 

18kg to <36kg 
(6 to 13 years) 

2 tablets of AS and 2 
tablets of AQ per day for 
3 days 

100mg 
artesunate/270mgamodiaquine 

1 tablet per 
day for 3 

days 

 36kg 
(14 years and 
above) 

4 tablets of AS and 4 
tablets of AQ per day for 
3 days 

100mg 
artesunate/270mgamodiaquine 

2 tablets per 
day for 3 

days 
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Indications

Dosage regimen 

 

Artesunate-Pyronaridine

Composition 

Pharmaceutical Formulation 

Therapeutic indications

Method of administration

Posology

Age 

Dose in mg (no. of tablets) 

Artesunate Mefloquine (base) 

Day 1 Day 2 Day 3 Day 1 Day 2 Day 3 

5–11 months  25 (½) 25 25 – 125 (½) – 

1–6 years 50 (1) 50 50 – 250 (1) – 

7–13 years 100 (2) 100 100 – 500 (2) 250 (1) 

>13 years 200 (4) 200 200 – 1000 (4) 500 (2) 

*Alternatively, the total dose of mefloquine may be split into three, with one third of the dose being 
taken on days 1, 2 and 3 

NEW! 

Artesunate Pyronaridine is 
the new comer in the ACT 
family 

Age 

Dose in mg (no. of tablets) 

Artesunate Mefloquine (base) 

Day 1 Day 2 Day 3 Day 1 Day 2 Day 3 

5–11 months  25 (½) 25 25 – 125 (½) – 

1–6 years 50 (1) 50 50 – 250 (1) – 

7–13 years 100 (2) 100 100 – 500 (2) 250 (1) 

>13 years 200 (4) 200 200 – 1000 (4) 500 (2) 

*Alternatively, the total dose of mefloquine may be split into three, with one third of the dose being 
taken on days 1, 2 and 3 

NEW! 

Artesunate Pyronaridine is 
the new comer in the ACT 
family 
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Contraindications

Body weight Number of 
sachets 

Regimen 

5- < 8 kg 1 sachet  Daily for 3 days 

8 - < 15 kg 2 sachets Daily for 3 days 

15 - < 29 kg 3 sachets Daily for 3 days 

 

Body weight Number of 
tablets 

Regimen 

20 - < 24 kg 1 tablet  Daily for 3 days 

24 - < 45 kg 2 tablets Daily for 3 days 

45 - < 65 kg 3 tablets Daily for 3 days 

 65 kg 4 tablets Daily for 3 days 

Body weight Number of 
sachets 

Regimen 

5- < 8 kg 1 sachet  Daily for 3 days 

8 - < 15 kg 2 sachets Daily for 3 days 

15 - < 29 kg 3 sachets Daily for 3 days 

 

Body weight Number of 
tablets 

Regimen 

20 - < 24 kg 1 tablet  Daily for 3 days 

24 - < 45 kg 2 tablets Daily for 3 days 

45 - < 65 kg 3 tablets Daily for 3 days 

 65 kg 4 tablets Daily for 3 days 
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4.5 Treatment of Malaria using ACT plus Primaquine

The addition of a low single dose of Primaquine 
(0.25mg/kg maximum of 15mg in adults) to ACTs 

treatment
P. falciparum

Formulation:

Dosage:

Not recommended

Adverse Events

Indications 

NEW! 

To reduce transmissibility 
of treated malaria 
infection, in very low 
transmission areas, give a 
Single Low Dose (SLD) of 
0.25 mg/kg/BW 
Primaquine with ACT to 
malaria patients 

Weight Age (Months/Years) Single dosage (tablets) 

  7.5 mg 15 mg 

 < 6 months Contraindicated  

 10 kg 6 <12 months (Infants) ¼ tablet  

10-20 kg 1-6 years (Young Children) 1/2 tablet  

21-40 kg 7-13 years (Children) 1 tablet ½ tablet 

>40 Kgs Adults 14 years and above 2 tablets 1 tablet 

 
Age (years) Weight (Kg) Dose 

2 months up to 3 yrs 4 up to 14 ¼ 

3 up to 5 14 up to 19 ½ 

5 up to12 19 up to 35 1 

12 up to 14 35 up to 45 11/2 

14 and above 45 and above 2 
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4.6 Management of fever

4.7 Recommendations to be given to uncomplicated malaria patient/caretakers

 

Weight Age (Months/Years) Single dosage (tablets) 

  7.5 mg 15 mg 

 < 6 months Contraindicated  

 10 kg 6 <12 months (Infants) ¼ tablet  

10-20 kg 1-6 years (Young Children) 1/2 tablet  

21-40 kg 7-13 years (Children) 1 tablet ½ tablet 

>40 Kgs Adults 14 years and above 2 tablets 1 tablet 

 
Age (years) Weight (Kg) Dose 

2 months up to 3 yrs 4 up to 14 ¼ 

3 up to 5 14 up to 19 ½ 

5 up to12 19 up to 35 1 

12 up to 14 35 up to 45 11/2 

14 and above 45 and above 2 

 



36

5 Management of Severe Malaria

5.0  The primary objectives of Severe Malaria Management

5.1 Principles for the management of severe malaria

Rapid clinical assessment of the patient

Management of emergency conditions

Supportive care
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5.2 Clinical features and conditions related to severe malaria

Features of severe malaria

Clinical features Description/criteria 

Prostration/extreme weakness Unable to stand or sit up without support 

Impaired consciousness 
Altered level of consciousness 
Coma 

Change of behaviour 
Hallucinations, delusions, agitation 
Acute state of confusion 

Convulsions Repetitive abnormal muscular movements 

Respiratory distress (due to lactic 
acidosis and/or pulmonary oedema) 

Acidotic breathing: deep and laboured breathing 
Pulmonary oedema: laboured breathing, 
restlessness, blood stained frothy sputum 

Bleeding tendency/DIC Easy/prolonged bleeding 

Jaundice Yellow colouration of mucus membranes 

Circulatory collapse/shock  Low systolic BP  and fast pulse rate  

Vomiting everything Throwing up after every feed/drink  

Inability to drink or breast feed Not able to swallow 

Shock: cold extremities, capillary refill delayed for  3 seconds (when a nail of the thumb is pressed); weak and 
fast pulse; 

** Low systolic BP <50 mmHg in children and <90 mmHg in adults; 

*** Fast pulse rate 150 per minute in children and 100 beats per minute in adults; 
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Conditions related to severe malaria

Clinical features- severe malaria <5 years >5 and adults 

Duration of illness Short (1-2 days) 5-7 days 

Behavioural Changes + +++ 

Prostration/Extreme weakness  +++ +++ 

Posturing (decorticate/decerebrate 
and opistotonic rigidity) 

+++ + 

Coma +++ ++ 

Resolution of coma 1-2 days 2-4 days 

Neurological sequelae after cerebral 
malaria 

++ (5-30%) + (1%) 

Respiratory distress +++ ++ 

Metabolic acidosis ++ ++ 

Convulsions +++ (30%) + (12%) 

Hypoglycaemia ++ + 

Vomiting everything ++ + 

Inability to drink or breast feed ++ + 

Circulatory collapse/Shock + ++ 

Pulmonary oedema + + 

Bleeding tendency /DIC + ++ (up to 10%) 

Jaundice + +++ 

Acute Renal Failure + ++ 

Haemoglobinuria + ++ 

Invasive Bacterial co-infection ++ (10%) + (<5%) 

+ = less common, ++ = common, +++ = Very common 
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Hyperparasitaemia

Supportive investigations for suspected severe malaria ill patients

acidosis. High levels are associated with a poor prognosis

Radiological investigation:

  Frequency of condition by 
agegroup 

Condition Corresponding Laboratory Indices <5 years >5 and adults 

Severe malarial 
anaemia 

Hb <5g/dl in children or 7g/dl in pregnant 
women +++ + 

Haemoglobinuria Dark brown or Positive Hb on dipstick urine + ++ 

Pulmonary oedema Chest X-ray findings ++ ++ 

Metabolic acidosis Arterial pH <7.3, Plasma lactate > 5 mmol/L or 
Plasma bicarbonate < 15 mmol/L +++ ++ 

Acute renal failure 
Oliguria urine output <0.3 ml/kg/hr in children 
and <17ml/hr in adults 
Raised serum creatinine >265 mmol/L 

+ +++ 

Hypoglycaemia Glucose <2.5 mmol/L +++ ++ 

Uraemia BUN >6.7 mmol/L + +++ 

Hyponatraemia <130 mmol/L + + 
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5.3 Treatment of severe malaria

Artesunate for injection

Description of medicine

Available formulations

Indications

Dosage

Strength 30 mg 60 mg 120 mg 

Artesunate for injection 1 vial of 30 mg 1 vial of 60 mg 1 vial of 120 mg 

Sodium bicarbonate 5% 1 ampoule of 0.5 ml 1 ampoule of 1 ml 1 ampoule of 2.5 ml  

Sodium chloride 1 ampoule of 2.5 ml 1 ampoule of 5 ml 1 ampoule of 10 ml 

 

NEW! 

Artesunate Injectable is 
the recommended 
treatment for severe 
malaria in all trimester of 
pregnancy 
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Administration and dosage (60 mg strength)

Step 1:

Step 2:

Dilution

Alternative medicine for treatment of severe malaria: Injectable Artemether 

Formulation

Administration and Dosage:

nd 

Route IV injection IM injection 

Strength 30 mg 60 mg 120 mg 30 mg 60 mg 120 mg 

Sodium bicarbonate 5% 0.5 1 2 0.5 1 2 

Normal saline 2.5 5 10 1 2 4 

Total (ml) 3 6 12 1.5 3 6 

Artesunate concentration 
(mg/ml) 

10 10 10 20 20 20 

 

NEW! 

There are no more 
indications for using 
parenteral Quinine for 
treatment of severe 
malaria due to its 
inferiority in treatment 
outcomes compared to 
artemisinin parenteral 
medicines 



42

Rectal Artesunate

 Loading dose Second and subsequent doses 

 0 hrs 24, 48, …., hrs 

  Dose Strength Dose Strength 

Weight 3.2 mg/Kg 80 mg/ml 1.6 mg/kg 80 mg/ml 

Kg mg ml mg ml 

<5 16 0.2 8 0.1 

5-8 26 0.3 13 0.2 

9-12 38 0.5 19 0.2 

13-16 51 0.6 26 0.3 

17-20 64 0.8 32 0.4 

21-25 80 1.0 40 0.5 

26-29 93 1.2 46 0.6 

30-33 106 1.3 53 0.7 

34-37 118 1.5 59 0.7 

38-41 131 1.6 66 0.8 

42-45 144 1.8 72 0.9 

>45 160 2.0 80 1.0 

 

NEW! 

As the progression of 
severe malaria from severe 
illness to death can be very 
rapid, prompt access to pre-
referral treatment can save 
lives. When parenteral 
artesunate formulations are 
not readily available or in 
operational conditions that 
they are not viable, rectal 
formulations are a suitable 
alternative 
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Available formulation:

Dosage 

Indication:

  (10mg/kg body weight)

Intra-rectal administration, immediate referral and completion of full treatment

5.4 Adjunctive management of severe malaria

Weight (Kg) Age Artesunate 
(mg) 

Suppositories 

<10 kg <12 months 100 mg 1 

10-19 kg 1-5 years 2 x 100mg 2 
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5.5 Management of severe malaria by levels of health facility

 
Management should include

 

Condition Immediate management 

Coma (cerebral 
malaria) 

Maintain airway, place patient on his or her side, exclude other 
treatable causes of coma (e.g. hypoglycaemia, bacterial meningitis) 

Hyperpyrexia Fanning and antipyretic medicines. Paracetamol is preferred over 
other medicines 

Convulsions  Maintain airways; treat promptly with intravenous or rectal 
diazepam or Intramuscular paraldehyde. Check blood glucose 

Hypoglycaemia Check blood glucose, correct hypoglycaemia and maintain with 
glucose containing infusion 

Severe anaemia Transfuse with screened fresh whole blood 

Acute pulmonary 
oedema 

Prop patient up at an angle of 45°, give oxygen, give a diuretic, stop 
intravenous fluids 

Acute renal failure 
Exclude pre-renal causes, check fluid balance, if in established 
renal failure consider renal replacement therapy hemofiltration or 
haemodialysis 

Spontaneous bleeding 
and Coagulopathy 

Transfuse with screened fresh whole blood and give vitamin K 
injection 

Metabolic acidosis Exclude or treat hypoglycaemia, hypovolaemia and septicaemia. If 
severe, add or refer for hemofiltration or haemodialysis 

Shock Suspect septicaemia, take blood for cultures; give parenteral broad-
spectrum antimicrobials, correct haemodynamic disturbances 
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Management of severe malaria at dispensary level
 
Management should include

General management

Assessment and resuscitation

Pre-referral treatment 

 Management of severe malaria at health centre level
 
Management should include
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General management

Assessment and resuscitation

Insert intravenous cannula

Insert nasogastric tube (if indicated)

Insert urethral catheter (if indicated)

Nursing care and monitoring

Investigations

 
Management of severe malaria at hospital level
 
Management should include:
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General management

Assessment and resuscitation

Insert naso-gastric tube (if indicated)

Insert urethral catheter (if indicated)

Nursing care and monitoring

Investigations 

Essential If indicated 

Blood film for malaria parasites/RDT Blood culture and sensitivity 

Blood glucose estimation  Chest radiograph 

Full blood picture Cerebrospinal fluid analysis  

Urinalysis (including detection of Hb) Urine culture and sensitivity 

Biochemical tests: Serum lactate, serum bicarbonate, serum 
creatinine, liver function tests (bilirubin, AST, ALT, 
ALP) arterial pH and serum electrolytes 
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5.6 Monitoring of patients with severe malaria

Regularly observe Possible observation Appropriate action 

Breathing 

Increased respiratory rate: 

 < 2 months: 60 or more 
per minute 

 2 up to 12 months: 50 or 
more per min 

 1 yr up to 5 yrs: 40 or 
more per min 

 5 yrs and above: 20 or 
more per min 
Or difficulty in breathing 

- Check position of the patient 
- Put the patient in semi-prone (Fowler’s) position 
- Give oxygen if there is respiratory distress 
- Review urine output 
- Examine lung, heart and size of the liver 
- Chest X ray if available 
- If pulmonary oedema is demonstrated, or seems 
likely treat appropriately 

Axillary 
temperature 

>38.50C 
If temperature remains 
high or rises despite 24 
hours of Artesunate 
therapy 

- Give paracetamol if not given within the past 4 
hours 
- Fanning (kupepea) 
- Reassess and investigate for other possible 
causes while continuing treatment 

Shock 

Cold extremities, capillary 
refill delayed for  3 
seconds (when a nail of 
the thumb is pressed); 
weak and fast pulse; 
BP Falls:  

 <90 mmHg systolic in an 
adult  

 < 50 mmHg in infants 
and children (using 
paediatric cuff) 

- Review fluid balance, urine output, and 
haematocrit 
- If hypovolemic/dehydrated give saline infusion  
- Evidence recommends not to give bolus (rapid) 
infusion to severely ill children in shock if not 
dehydrated, it is associated with increased 
mortality 
- Look for haemorrhage 
- Take blood for bacteriological culture and 
sensitivity if facilities are available 
- Give broad spectrum antibiotic (for possible 
gram negative bacteraemia) if confirmed or sepsis 
suspected 

Urine output 

Oliguria: 

 <17 ml/hr in an adult or  

 <0.3 ml/kg/hr in infants 
and children 

- Review fluid input and status of hydration  
- Correct fluid deficit if necessary 
- Prevent or manage acute renal failure if 
suspected 
- Catheterize if acute renal failure 

Coma score 

Deterioration 
See appendix F for 
Glasgow and Blantyre 
coma scale 

- Reassess and investigate for other possible 
causes while continuing treatment 
- Immediately check blood glucose (correct 
hypoglycaemia if suspected) 
- Lumbar puncture 

 

Convulsions 

These can recur, or 
develop for the first time 
during treatment and may 
be due to fever, abnormal 
blood glucose or 
electrolyte imbalance or 
other causes 

- Check axillary temperature if >38.50C, treat as 
above 
- Check blood glucose (correct hypoglycaemia if 
suspected) 
- Check fluid balance 
- Check electrolytes if possible (to detect 
hyponatraemia) 
- Give anticonvulsant medicines 

Bleeding from 
venepuncture 
sites or 
spontaneous 
haemorrhage 

Prolonged bleeding time 
suggesting Disseminated 
intravascular coagulopathy 
(DIC) 

- Check bleeding time 
- Grouping and cross matching blood 
- Give whole fresh blood as needed to correct blood 
loss and bleeding tendency (20 ml/kg for children, 
2 units in adults) 

 
Regularly observe Possible observation Appropriate action

 

Blood glucose 

Falls below 2.5 mmol/L (<45 
mg/dl) 
OR 
<3.0 mmol/L (54mg/dl) in 
malnourished children  

- Ask when last fed. A child will become 
hypoglycaemic if deprived of glucose for 
more than 12 hours 
- Give IV 10 or 25% glucose bolus 
- Review infusion 
- Maintain feeding 

Haematocrit Falls to 12% or below 
- Grouping and cross-matching blood 
- Give blood transfusion 10 ml/kg body 
weight of packed cells 
- Repeat haemoglobin and haematocrit at 
regular intervals 
- Consider transfusion if in cardiac failure 
even if Hb is >4g/dl 

Haemoglobin Falls to 4g/dl or below  

Parasitaemia 

Remains high 2-3 days or 
remains positive for >5 days 
Parasitaemia commonly 
remains at the initial level for 
12-24 hours even if 
medicines are fully effective 

- Take BS for malaria parasites daily until 
the results are negative 
- Review adequacy of antimalarial dosage 
- Consider alternative medicine (Quinine) 
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5.7 Emergency management of severe malaria

Convulsions

P. falciparum

Regularly observe Possible observation Appropriate action 

Breathing 

Increased respiratory rate: 

 < 2 months: 60 or more 
per minute 

 2 up to 12 months: 50 or 
more per min 

 1 yr up to 5 yrs: 40 or 
more per min 

 5 yrs and above: 20 or 
more per min 
Or difficulty in breathing 

- Check position of the patient 
- Put the patient in semi-prone (Fowler’s) position 
- Give oxygen if there is respiratory distress 
- Review urine output 
- Examine lung, heart and size of the liver 
- Chest X ray if available 
- If pulmonary oedema is demonstrated, or seems 
likely treat appropriately 

Axillary 
temperature 

>38.50C 
If temperature remains 
high or rises despite 24 
hours of Artesunate 
therapy 

- Give paracetamol if not given within the past 4 
hours 
- Fanning (kupepea) 
- Reassess and investigate for other possible 
causes while continuing treatment 

Shock 

Cold extremities, capillary 
refill delayed for  3 
seconds (when a nail of 
the thumb is pressed); 
weak and fast pulse; 
BP Falls:  

 <90 mmHg systolic in an 
adult  

 < 50 mmHg in infants 
and children (using 
paediatric cuff) 

- Review fluid balance, urine output, and 
haematocrit 
- If hypovolemic/dehydrated give saline infusion  
- Evidence recommends not to give bolus (rapid) 
infusion to severely ill children in shock if not 
dehydrated, it is associated with increased 
mortality 
- Look for haemorrhage 
- Take blood for bacteriological culture and 
sensitivity if facilities are available 
- Give broad spectrum antibiotic (for possible 
gram negative bacteraemia) if confirmed or sepsis 
suspected 

Urine output 

Oliguria: 

 <17 ml/hr in an adult or  

 <0.3 ml/kg/hr in infants 
and children 

- Review fluid input and status of hydration  
- Correct fluid deficit if necessary 
- Prevent or manage acute renal failure if 
suspected 
- Catheterize if acute renal failure 

Coma score 

Deterioration 
See appendix F for 
Glasgow and Blantyre 
coma scale 

- Reassess and investigate for other possible 
causes while continuing treatment 
- Immediately check blood glucose (correct 
hypoglycaemia if suspected) 
- Lumbar puncture 

 

Convulsions 

These can recur, or 
develop for the first time 
during treatment and may 
be due to fever, abnormal 
blood glucose or 
electrolyte imbalance or 
other causes 

- Check axillary temperature if >38.50C, treat as 
above 
- Check blood glucose (correct hypoglycaemia if 
suspected) 
- Check fluid balance 
- Check electrolytes if possible (to detect 
hyponatraemia) 
- Give anticonvulsant medicines 

Bleeding from 
venepuncture 
sites or 
spontaneous 
haemorrhage 

Prolonged bleeding time 
suggesting Disseminated 
intravascular coagulopathy 
(DIC) 

- Check bleeding time 
- Grouping and cross matching blood 
- Give whole fresh blood as needed to correct blood 
loss and bleeding tendency (20 ml/kg for children, 
2 units in adults) 

 
Regularly observe Possible observation Appropriate action

 

Blood glucose 

Falls below 2.5 mmol/L (<45 
mg/dl) 
OR 
<3.0 mmol/L (54mg/dl) in 
malnourished children  

- Ask when last fed. A child will become 
hypoglycaemic if deprived of glucose for 
more than 12 hours 
- Give IV 10 or 25% glucose bolus 
- Review infusion 
- Maintain feeding 

Haematocrit Falls to 12% or below 
- Grouping and cross-matching blood 
- Give blood transfusion 10 ml/kg body 
weight of packed cells 
- Repeat haemoglobin and haematocrit at 
regular intervals 
- Consider transfusion if in cardiac failure 
even if Hb is >4g/dl 

Haemoglobin Falls to 4g/dl or below  

Parasitaemia 

Remains high 2-3 days or 
remains positive for >5 days 
Parasitaemia commonly 
remains at the initial level for 
12-24 hours even if 
medicines are fully effective 

- Take BS for malaria parasites daily until 
the results are negative 
- Review adequacy of antimalarial dosage 
- Consider alternative medicine (Quinine) 

 

Regularly observe Possible observation Appropriate action 

Breathing 

Increased respiratory rate: 

 < 2 months: 60 or more 
per minute 

 2 up to 12 months: 50 or 
more per min 

 1 yr up to 5 yrs: 40 or 
more per min 

 5 yrs and above: 20 or 
more per min 
Or difficulty in breathing 

- Check position of the patient 
- Put the patient in semi-prone (Fowler’s) position 
- Give oxygen if there is respiratory distress 
- Review urine output 
- Examine lung, heart and size of the liver 
- Chest X ray if available 
- If pulmonary oedema is demonstrated, or seems 
likely treat appropriately 

Axillary 
temperature 

>38.50C 
If temperature remains 
high or rises despite 24 
hours of Artesunate 
therapy 

- Give paracetamol if not given within the past 4 
hours 
- Fanning (kupepea) 
- Reassess and investigate for other possible 
causes while continuing treatment 

Shock 

Cold extremities, capillary 
refill delayed for  3 
seconds (when a nail of 
the thumb is pressed); 
weak and fast pulse; 
BP Falls:  

 <90 mmHg systolic in an 
adult  

 < 50 mmHg in infants 
and children (using 
paediatric cuff) 

- Review fluid balance, urine output, and 
haematocrit 
- If hypovolemic/dehydrated give saline infusion  
- Evidence recommends not to give bolus (rapid) 
infusion to severely ill children in shock if not 
dehydrated, it is associated with increased 
mortality 
- Look for haemorrhage 
- Take blood for bacteriological culture and 
sensitivity if facilities are available 
- Give broad spectrum antibiotic (for possible 
gram negative bacteraemia) if confirmed or sepsis 
suspected 

Urine output 

Oliguria: 

 <17 ml/hr in an adult or  

 <0.3 ml/kg/hr in infants 
and children 

- Review fluid input and status of hydration  
- Correct fluid deficit if necessary 
- Prevent or manage acute renal failure if 
suspected 
- Catheterize if acute renal failure 

Coma score 

Deterioration 
See appendix F for 
Glasgow and Blantyre 
coma scale 

- Reassess and investigate for other possible 
causes while continuing treatment 
- Immediately check blood glucose (correct 
hypoglycaemia if suspected) 
- Lumbar puncture 

 

Convulsions 

These can recur, or 
develop for the first time 
during treatment and may 
be due to fever, abnormal 
blood glucose or 
electrolyte imbalance or 
other causes 

- Check axillary temperature if >38.50C, treat as 
above 
- Check blood glucose (correct hypoglycaemia if 
suspected) 
- Check fluid balance 
- Check electrolytes if possible (to detect 
hyponatraemia) 
- Give anticonvulsant medicines 

Bleeding from 
venepuncture 
sites or 
spontaneous 
haemorrhage 

Prolonged bleeding time 
suggesting Disseminated 
intravascular coagulopathy 
(DIC) 

- Check bleeding time 
- Grouping and cross matching blood 
- Give whole fresh blood as needed to correct blood 
loss and bleeding tendency (20 ml/kg for children, 
2 units in adults) 

 
Regularly observe Possible observation Appropriate action

 

Blood glucose 

Falls below 2.5 mmol/L (<45 
mg/dl) 
OR 
<3.0 mmol/L (54mg/dl) in 
malnourished children  

- Ask when last fed. A child will become 
hypoglycaemic if deprived of glucose for 
more than 12 hours 
- Give IV 10 or 25% glucose bolus 
- Review infusion 
- Maintain feeding 

Haematocrit Falls to 12% or below 
- Grouping and cross-matching blood 
- Give blood transfusion 10 ml/kg body 
weight of packed cells 
- Repeat haemoglobin and haematocrit at 
regular intervals 
- Consider transfusion if in cardiac failure 
even if Hb is >4g/dl 

Haemoglobin Falls to 4g/dl or below  

Parasitaemia 

Remains high 2-3 days or 
remains positive for >5 days 
Parasitaemia commonly 
remains at the initial level for 
12-24 hours even if 
medicines are fully effective 

- Take BS for malaria parasites daily until 
the results are negative 
- Review adequacy of antimalarial dosage 
- Consider alternative medicine (Quinine) 
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Administer anticonvulsant medicines:

Hypoglycaemia

In children 

In adults 

Hypotension

Pulmonary oedema

Check for
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Give

Metabolic Acidosis

Check for

Give
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6 Anaemia in relation to Malaria

6.0 The relationship between malaria and anaemia

 

Category  Hb g/dl 

New-born 13.5 - 20 

Children less than 6 years 11 – 13 

Adult females, not pregnant 12 - 16 

Adult females, pregnant 11 – 15 

Adult male 13 - 17 
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Clinical presentation of anaemia

Ask for (symptoms):

Look for (signs):

Mild/moderate anaemia, Hb 8.5-11 g/dl

Severe anaemia, Hb <8.5 g/dl

 children pregnant 

Mild to moderate anaemia 7-11 8.5-11 

Severe anaemia 5-7 Below 8.5 

Very Severe anaemia Below 5  
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Life threatening anaemia, Hb<5g/dl

Congestive heart failure

6.2 Management of malarial anaemia

Management of mild/moderate anaemia (8.5 up to 11 g/dl) associated with malaria

Features

Management

Folic acid tablets administration

Ferrous sulphate tablets administration 

Management of severe anaemia (Hb 5 up to <8.5g/dl) associated with malaria

Features 

Management
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Life threatening anaemia (Hb < 5g/dl) associated with malaria\

Features 

Treatment

Indications for urgent blood transfusion

Administration of blood

Follow-up after discharge
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Management of anaemia associated with malaria in pregnancy
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7 Management of Malaria in Special Situations and Groups

 interventions

neonates, 
infants, childhood, pregnant women, sickle cells inadequate immunity 

(children in school going age), low wealth impaired access
(outbreaks, complex emergency, refugees) 

seasonal labourers, migrants, nomads,

7.1 Management of malaria in pregnancy

Pregnant Woman Fetus New born 

Severe malaria (especially 
cerebral malaria and 
pulmonary oedema) 

Intrauterine growth 
restriction Low birth weight 

Anaemia Congenital malaria Prematurity 

Premature labour 
Abortion 
Stillbirth 

Congenital /neonatal 
malaria 

Anaemia 
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Management of uncomplicated malaria in pregnancy

Diagnosis of uncomplicated malaria in pregnancy

Treatment of uncomplicated malaria

Management of severe malaria in pregnancy

Clinical features of severe malaria in pregnancy

NEW! 

Artemether/ 
Lumefantrine(AL) is the 
recommended treatment 
of choice of a confirmed 
uncomplicated malaria to 
all patients including 
pregnant women in all 
trimesters. 
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Diagnosis of severe malaria in pregnancy

Anaemia associated with malaria in pregnancy

the major

There are three approaches for addressing the maternal anaemia problem:

Management of mild/moderate anaemia (Hb 8.5 up to 11 g/dl) in pregnancy

NEW! 

Intramuscular/ 
intravenous Artesunate is 
the drug of choice for 
treatment of severe 
malaria in all trimesters 
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Monitor response to treatment

Management of severe anaemia (Hb < 8.5 g/dl) in pregnancy

Aims of treatment

Management of severe anaemia

Prevention of anaemia during pregnancy

7.2 Management of malaria in neonates



61

Assessment and resuscitation

Investigations

Treatment

Nursing care and monitoring
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7.3 Malaria and HIV/AIDS

Clinical features of malaria in HIV/AIDS

Clinical features of uncomplicated malaria in HIV/AIDS

Fever

Anaemia

Headache

Central nervous system symptoms
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Other constitutional symptoms

Clinical features of severe malaria in HIV / AIDS

Diagnosis of malaria in HIV/AIDS

Treatment of uncomplicated and severe malaria in HIV /AIDS

Malaria and HIV/AIDS in pregnancy
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7.4 Malaria case management in epidemics and complex emergency

Measures to be considered during malaria epidemics
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Malaria diagnosis and treatment in epidemic situations

Treatment of uncomplicated malaria cases during a malaria outbreak

Use of preventive therapies

Management of severe malaria cases



66

Malaria epidemic preparedness and commodities stock management

Prevention of malaria during epidemics

7.5 Management of malaria in special groups

Malaria Case Management in Population with Inadequate Health Care Access
Hard to reach areas
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Malaria Case Management in Population with low wealth status

Malaria Case Management in Population Living in Urban Areas
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8 Preventive Therapies for Special Risk Group

8.0  The needs of Targeted Preventive Therapies 

8.1 Intermittent Preventive Treatment in pregnancy (IPTp)

Administration of SP as Intermittent Preventive Treatment in pregnancy
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Special considerations for SP administration for IPT in pregnancy
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Withdrawing SP as IPTp in very low malaria risk areas

Preventive treatment in HIV infected pregnant women

Prevention for the people living with HIV/AIDS

NEW! 

IPTp is strongly indicated in areas 
with moderate and high risk of 
malaria transmission. IPTp with SP 
might be safely withdrawn in areas 
with very low transmission 
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8.2 Chemoprophylaxis options for special risk groups

 
Table 27: Medicines indicated for chemoprophylaxis

Chemoprophylaxis for non-immune pregnant women

Available formulation

Indications

Contraindications

 Indication
s  

Adult  Children Pregnanc
y 

Start  Finish  

Mefloquine Non-
Immune 
Stay <3 
months 

250 mg 
weekly 

5 mg/kg 
weekly 

Yes 4 weeks 
before 

4weeks 
after 

Proguanil/ 
Atovaquone 

Up to 28 
days 

1 tab 
daily 

See 8.6.2 Contraind
icated 

1-2 days 
before 

1week 
after 

Doxycycline  Up to 6 
months 

100 mg 
daily 

>12 
years 

Contraind
icated 

1week 
before 

4weeks 
after 
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Use in pregnancy and lactation

Dose for chemoprophylaxis

Doxycycline

Indications 

Contraindications

Proguanil Hydrochloride/Atovaquone
Indications:
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Contraindications

Formulation and strength available

Dose for chemoprophylaxis

The dosage is based on weight:

8.3 Non-immune traveller’s and malaria chemoprophylaxis
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8.4 Malaria chemoprophylaxis in sickle cell disease

The recommended approaches for Tanzania are:

Malaria prevention in sickle cell disease

Treatment of malaria in sickle cell disease

8.5 Targeted approaches in preventive therapies that need to be further explored

Targeted approach 1: Intermittent Preventive Treatment in infancy (IPTi)

New! 

Due to the available safe 
and effective 
pharmacological options 
every SCD patient that 
requires malaria 
protection must receive a 
suitable chemopreventive 
treatment 
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Who

What:

Where:

Caution

Targeted approach 2: Prevention of malaria reinfection after discharge for children 
with severe anaemia and severe malaria diagnosis

NEW! 

Every infant attending EPI 
(Penta 2, Penta 3, MR1) 
should receive SP as IPT 
in high malaria risk areas 
with evidence of adequate 
SP efficacy 

NEW! 

Post-discharge malaria 
chemoprevention reduces 
severe morbidity and 
mortality by decreasing 
recrudescence of 
infection, re-
hospitalization, and 
increasing Hb level 
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Targeted approach 3: Seasonal Malaria Chemoprevention (SMC)

Where:

What:

Who:
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Caution:

Targeted approach 4: Mass Drug Administration (MDA)

Where

 
What and When:

Who

Targeted approach 5: Preventive Treatment for School-children

New! 

MDA is indicated as part 
of foci response in Case 
Based Surveillance and a 
tool for immediate 
emergency and epidemic 
response  
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Targeted approach 6: Focal and Mass Testing and Treatment

 

New! 

Schoolchildren 
chemoprevention in high 
malaria risk areas is 
expected to have high 
impact on malaria cases 
averted, improved Hb and 
better cognitive levels. 
Additional benefit is the 
reduction of the high 
gametocydal rate. 

New! 

Testing and treatment 
(TAT) is potential to 
rapidly reduce malaria 
parasitaemia in high 
malaria risk settings. High 
coverage of vector control 
interventions is needed to 
maintain the gains 
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9 Management of Commodities for Malaria Diagnosis and Treatment

9.0  The Rationale for Malaria Commodities and Logistic Management

9.1 Logistic Management of Malaria Case Management Commodities

Procurement and Ordering 
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Storage and distribution of malaria commodities in public sector

Health facilities storage and distribution

Distribution chain of malaria commodities in private sector
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Distribution chain of malaria commodities for Community Based Malaria Management

Monitoring of malaria commodities 

9.2 Quality assurance for malaria diagnostics

Malaria tests quality assurance
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Objectives and framework for malaria tests quality assurance

Main activities Malaria tests 

mRDT Microscopy 

Ensure continuous 
quality product 
supply 

Forecast, select according to 
established national criteria, 
procure from manufacturer, plan 
delivery schedules and perform 
batch (lot) test at WHO 
collaborator laboratory facility 

Quantify, select national 
recommended techniques with 
equipment & reagent and 
procure from manufacturer with 
appropriate ISO certification 

Improve 
competency and 
performance 

Appropriate training and follow-
ups to non and laboratory 
personnel on SOPs, safety 
precautions and proper waste 
disposal 

Refresher trainings and follow-
up for laboratory personnel on 
good laboratory practices with 
focus to SOPs 

Describe QA 
procedures and 
reporting system 

Description of methodology, 
activities, levels of 
implementation, management 
checklist/tools and lines of 
reporting 

Description of activities, levels of 
implementation, management 
checklist/tools and lines of 
reporting 
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Laboratory quality assurance management at national level

Laboratory quality assurance management at district level

Laboratory quality assessment at health facility level
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9.3 Malaria therapeutic and laboratory devices quality assurance procedures

  
Procedure in case of a product failing QC testing

mRDT lot testing 

9.4 Pharmacovigilance
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Importance of pharmacovigilance

Clinical presentation of adverse medicine reactions

Reporting adverse drug reactions and medical devices adverse events

Spontaneous method using yellow/green form
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Who should report?

What should be reported?

How to report

What happens after reporting?
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Active pharmacovigilance method

Pharmacovigilance in relation to this guideline
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Reinforcement of adverse events reporting

9.5 Restrictions of SP use in ANC only

 

 

New! 

SP is extensively available 
in drug outlets and is 
widely misused for malaria 
self-treatment. Measures 
to restrict its use should be 
emphasized 
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10 ACT Resistance Mitigation Strategy

10.0 Emergence of ACT resistant malaria and mitigation strategies

P. falciparum

10.1 Role of parasitological diagnosis for all malaria suspected patients in artemisinin 
 resistance

10.3 Enforced ban on the use of ACT-based monotherapies
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Enforcement of the ban on the use of antimalarial oral monotherapy.

10.4 Exploring the introduction of multi ACT policy

New! 

Due to the limited 
therapeutical options for 
treatment of 
uncomplicated malaria 
and to reduce 
resistance pressure 
rational use of 
alternative ACTs (ASAQ, 
DP and AP) should be 
encouraged especially 
through the private 
sector. More evidences 
are needed to introduce 
alternative ACT in public 
sector in different 
transmission areas 
(ASAQ and DP) 
alongside AL 
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11 Social Behaviour Change for Malaria Diagnosis, Treatment and Preventive
  Therapies

11.0 The needs of Social Behaviour Change for Sustainable Malaria Control 
 Interventions

11.1 Key Social Behaviour Change (SBC) issues for diagnosis and treatment of 
 malaria

Communication Gaps/Needs 

a) Awareness of Signs and Symptoms of Malaria 

b) Early treatment seeking behaviour (patients, especially children must receive treatment within 24 
hours of detection) 

c) Correct treatment of patients (both at home and at health centres with the right medicines in line 
with treatment guidelines) 

d) Importance of completing treatment, key to fighting treatment failure and prevention of parasite 
developing resistance to medicines 

e) Adherence to test results (health professionals and the general public) 

f) Importance of pregnant mothers going promptly to the health facilities to get quality malaria 
management when they feel sick (safe and effective treatment based on proper diagnosis) 

g) Importance of improving interpersonal communication between providers and client on diagnosis 
and treatment of malaria 

h) Correct diagnosis of malaria at health facilities. 

i) Importance of follow-up visits in the health facility in case symptoms persist or condition worsen 
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12 Malaria Surveillance, Monitoring and Evaluation in Relation to Malaria Diagnosis, 
 Treatment and Preventive Therapies

12.0 The Malaria Surveillance Monitoring and Evaluation Framework

NMCP Monitoring and Evaluation plan  

12.1 Reporting malaria cases and malaria related rates
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Two other indicators are essential for monitoring malaria case management 
performances:
Annual Blood Examination Rate (ABER) 

Malaria Test Ratio: Malaria Test Rate 

Malaria Test Positivity Rate (MTPR):

 evaluation 

 

Reported Malaria cases 
Asymptomatic
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Routine HMIS reporting systems

Malaria in the Health Management Information System (HMIS)
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OPD reporting 

 Confirmed Malaria: malaria cases with a positive malaria test result either mRDT or  
malaria microscopy; 

 Clinical Malaria: probable malaria cases not tested but treated with antimalarials; 

 Anaemia: clinically or laboratory diagnosed; 

 Total OPD attendances: all cases attending OPD; 

Admission reporting  

 Confirmed Malaria Admission: malaria admission with a positive malaria test results 
either mRDT or blood smear; 

 Clinical Malaria Admission: probable malaria admission not tested but treated with 
antimalarials and with a malaria discharge diagnosis; 

 Severe Anaemia Admission: patients with anaemia primary discharge diagnosis either 
clinical or laboratory confirmed; 

 Total Admissions: number of patients admitted; 

Deaths reporting 

 Confirmed Malaria Death deaths due to malaria, with positive malaria test results either 
mRDT or blood smear; 

 Presumptive Malaria Death: probable death due to malaria, not tested but treated with 
antimalarials and with a malaria discharge diagnosis; 

 Severe Anaemia Death: death due to anaemia; 

 Total Deaths: number of patients died during the admission. 

RCH 

 IPTp 1: ANC attendances receiving first IPTp; 

 IPTp 2: ANC attendances receiving second IPTp; 

 IPTp 3+: ANC attendances receiving third and more IPTp; 

 Antenatal malaria test: first ANC attendances receiving a malaria test; 

 Antenatal malaria test positive: first ANC attendances with a positive malaria test; 

 Antenatal LLIN issued: ANC attendances received a LLIN; 

InfantLLIN issued: infantattendances received a LLIN. 

Laboratory 

 Total malaria Blood Smear (BS)/Total mRDT: The number of patients tested and the 
related malaria test rate is an important malaria indicator. Ideally all suspected cases of 
malaria, based on clinical signs and symptoms, should be tested. The number of patients 
tested for malaria can be affected by seasonality, availability of tests, attendances to the 
health facility.  

 Malaria Blood Smear (BS)/mRDT Positives:In areas of high malaria transmission, 
because of acquisition of immunity, parasitaemia is not always related to the primary 
cause of illness that was responsible for the patient to seek care. In low transmission 
settings, parasitaemia is more likely to be related to the presenting illness; 

5 Malaria Blood Smear Positive by Plasmodium species: speciation reporting is 
particularly important in the areas of the country targeting elimination.  
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Malaria Commodities

Use of DHIS2 Malaria interactive dashboard

Figure 6:  Snapshot of Interactive malaria dashboard into national health data 
  warehouse (DHIS2)

 AL: received and dispensed, stock status levels, by category; 

 SP: received and dispensed, stock status levels; 

 Artesunate Inj: received and dispensed, stock status levels; 

 Artemether inj 

 Alternative ACTs (e.g. DP, ASAQ etc) 

mRDT: received and dispensed, stock status levels. 

Diagnosis by type main unit (national) and subumit (region) 
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12.2 Malaria Surveillance

Malaria passive surveillance within the Integrated Disease Surveillance and Response 
Strategy (IDSR)

Dispensing ratio main unit (national) and subumit (region) 
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Sentinel population surveillance

Malaria Case Based Surveillance
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active case detection 

investigated 
response

Malaria molecular biological surveillance
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12.3 Malaria Services and Data Quality Improvement Framework

Objectives of MSDQI 
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HRP2/3 gene deletion:
 P. falciparum, 

Antimalarial resistance

Multidrug resistance (MDR)

Artemisinin resistance

Treatment failure

Emergence of ACT resistant malaria:
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Treatment Failures Reporting at the Facilities
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Monitoring of histidine-rich protein 2 and 3 (hrp2/3) gene deletions

procurement and use of poor-quality RDTs
poor-quality microscopy for cross-checking 

Poor transport and storage conditions
Operator errors 
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New! 

False negative results 
are the outcomes of 
poor device quality, 
poor transport and 
storage, operator errors. 

In a few cases hrp2/3 
gene deletion is 
responsible of negative 
results. Monitoring is 
ongoing in the Country. 
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Appendix

Appendix A: Choice of Malaria Rapid Diagnostic Tests (mRDTs)

The MoHCDGEC technical recommendation in the choice of mRDT:

Malaria RDT device

Performance
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The manufacturer should provide:

Appendix B: Reporting of blood smear results

Thick Films 

Parasites per microliter of blood: 

In this method it is assumed that 1 microliter ( l) of blood contains 8,000 white blood cells 
(WBC). The number of parasites counted relative to the number of leucocytes counted can 
thus be converted to the number of parasites per l of blood by the simple formula given 
below: 

Number of parasites x 8000 WBC= Parasite count per microliter ( l) 
Number of leucocytes counted 

In practice, this means that if 200 leucocytes are counted (denominator in the formula), the 
number of parasites should be multiplied by 40 and if 500 hundred are counted, the number 
of parasites is multiplied by 16. This is the preferred method of reporting thick blood smear 
results. 

Thin Films 

Stop counting when about 20 fields with about 250 red cells (about 5000 red cells) have been 
counted. Record the actual numbers of parasitized and other red cells counted on an 
appropriate worksheet. Use these figures to calculate the total parasite count per L of blood. 
When counting is completed, calculate the parasite density from an estimated average red 
cell count of 5 000 000/ L using the following formula.  

Number of parasites per L of blood: 
 

No. of parasitized red cells x 5 000 000   = Parasites / L   
 20 fields x 250 RBCs 

In practice, this means that if 250 RBCs (uninfected cells) are counted at about 20 fields 
(denominator in the formula), the number of parasitized red cells (infected cells) should be 
multiplied by 1000. This is the preferred method of counting and reporting in thin film.    

Note that the final result in thin film is rounded to the nearest whole number.  
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Appendix C: Integrated Management of Childhood Illness algorithm for child with 
fever

Does the child have fever? 
If yes, then ask: for how long? 

Look and Feel Test Test Result Classify Identify Treatment/Management 

Any General 
danger sign 
Neck stiffness 

Do not 
Perform a 
mRDT Test 

Not 
Applicable 

SEVERE 
MALARIA 
and/or 
VERY 
SEVERE 
FEBRILE 
DISEASE 

 Give Artesunate injectable IM (first dose) 
 Give first dose of an appropriate antibiotic 
 Treat the child to prevent low blood sugar 
 Give one dose of paracetamol in the clinic for high fever (38.5 C or 

above) 
 Refer URGENTLY to the hospital 

Fever  
By history, 
within 48 hours 
Feels hot 
Temperature 
37.5 C or above 
No danger signs 

mRDT 
available: 
Perform a 
mRDT 

mRDT 
Positive 

CONFIRM
ED 
MALARIA 

 Treat with first line antimalarial (AL) for three days; give first AL dose 
as DOT in the clinic 

 Give one dose of paracetamol in the clinic for high fever (38.5 C or 
above) 

 Investigate for other causes of fever  
 Advise mother /guardian to return immediately if condition worsen 
 Follow up in 2 days if fever persist  
 If fever is present every day for more than 7 days, refer for 

assessment 
 Advise the mother/guardian on use of ITN (Insecticide Treated Nets) 

mRDT 
Negative 

FEBRILE 
ILLNESS 
(NOT 
MALARIA) 

 Investigate for other causes of fever and manage accordingly 
 Give one dose of paracetamol in the clinic for high fever (38.5 C or 

above) 
 Advise mother/guardian to return immediately if condition worsen 
 Follow up in 2 days if fever persist or immediately if condition worsen  
 If fever is present every day for more than 7 days, refer for 

assessment 
 Advise the mother/guardian on use of ITN  

 

mRDT 
Invalid 

Not 
applicable 

 Repeat mRDT and then continue according to results 

mRDT not 
available  

Not 
applicable 

CLINICAL 
MALARIA or 
Other 
FEBRILE 
ILLNESS 

 Treat with first line antimalarial (AL) for three days; give first AL dose 
as DOT in the clinic 

 Give one dose of paracetamol in the clinic for high fever (38.5 C or 
above) 

 Investigate for other causes of fever  
 Advise mother /guardian to return immediately if condition worsen 
 Follow up in 2 days if fever persist or immediately if condition worsen 
 If fever is present every day for more than 7 days, refer for 

assessment 
 Advise the mother/guardian on use of LLIN  
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Appendix D: Time schedule for 1st, 2ndand 3rddose of Artemether-Lumefantrine

 

1st dose 2nd dose 3rd dose  Dozi ya kwanza Dozi ya 2 Dozi ya 3 
1:00 AM 9:00 AM 8:00 PM  7:00 usiku 3:00 asubuhi 2:00 usiku 

2:00 AM 10:00 AM 8:00 PM  8:00 usiku 4:00 asubuhi 2:00 usiku 

3:00 AM 11:00 AM 8:00 PM  9:00 usiku 5:00 asubuhi 2:00 usiku 

4:00 AM 12:00 PM 8:00 PM  10:00 alfajiri 6:00 mchana 2:00 usiku 

5:00 AM 1:00 PM 8:00 AM  11:00 alfajiri 7:00 mchana 2:00 asubuhi 

6:00 AM 2:00 PM 8:00 AM  12:00 alfajiri 8:00 mchana 2:00 asubuhi 
7:00 AM 3:00 PM 8:00 AM  1:00 asubuhi 9:00 mchana 2:00 asubuhi 
8:00 AM 4:00 PM 8:00 AM  2:00 asubuhi 10:00 jioni 2:00 asubuhi 
9:00 AM 5:00 PM 8:00 AM  3:00 asubuhi 11:00 jioni 2:00 asubuhi 

10:00 AM 6:00 PM 8:00 AM  4:00 asubuhi 12:00 jioni 2:00 asubuhi 
11:00 AM 7:00 PM 8:00 AM  5:00 asubuhi 1:00 usiku 2:00 asubuhi 
12:00 PM 8:00 PM 8:00 AM  6:00 mchana 2:00 usiku 2:00 asubuhi 
1:00 PM 9:00 PM 8:00 AM  7:00 mchana 3:00 usiku 2:00 asubuhi 
2:00 PM 10:00 PM 8:00 AM  8:00 mchana 4:00 usiku 2:00 asubuhi 
3:00 PM 11:00 PM 8:00 AM  9:00 mchana 5:00 usiku 2:00 asubuhi 
4:00 PM 12:00 AM 8:00 AM  10:00 jioni 6:00 usiku 2:00 asubuhi 
5:00 PM 1:00 AM 8:00 PM  11:00 jioni 7:00 usiku 2:00 usiku 
6:00 PM 2:00 AM 8:00 PM  12:00 jioni 8:00 usiku 2:00 usiku 
7:00 PM 3:00 AM 8:00 PM  1:00 usiku 9:00 usiku 2:00 usiku 
8:00 PM 4:00 AM 8:00 PM  2:00 usiku 10:00 alfajiri 2:00 usiku 
9:00 PM 5:00 AM 8:00 PM  3:00 usiku 11:00 alfajiri 2:00 usiku 

10:00 PM 6:00 AM 8:00 PM  4:00 usiku 12:00 alfajiri 2:00 usiku 
11:00 PM 7:00 AM 8:00 PM  5:00 usiku 1:00 asubuhi 2:00 usiku 
12:00 AM 8:00 AM 8:00 PM  6:00 usiku 2:00 asubuhi 2:00 usiku 
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Appendix E1: Preparation and administration of Injectable Artesunate

  

  
Use the IM route only if the IV route is not feasible  

Step 1 
Reconstitute 

Inject contents of the sodium bicarbonate ampoule (1ml) into Artesunate vial (60mg) 
Shake for 2-3 minutes 
Wait till completely dissolved and solution is clear 
Artesunate is now reconstituted into a solution of 60mg/ml 

Step 2 
Dilute 

For intravenous injection (IV) For intramuscular injection (IM) 
Dilute with 5%Dextrose/0.9% saline         5ml Dilute with 5%Dextrose/0.9% saline         2ml 
Total (with 1ml sodium bicarbonate)          6ml Total (with 1ml sodium bicarbonate)          3ml 
                
Concentration of IV solution is 10mg/ml 
Artesunate 

Concetration of IV solution is 20mg/ml 
Artesunate 

Step 3 
Calculate 
dose 

                
Dose: 2.4 mg (or 3 mg) per kg of body weight 
divided by 

Dose: 2.4mg (or 3 mg) per kg of body weight 
divided by 

the concetration of IV solution (10mg/ml) the concetration of IM solution (20mg/ml)   
                

Body 
weighx2.4 (or 

3)           =dose needed in ml 
Body weight x  

2.4 (or 3) dose needed in ml   

10   >Round up to nearest ml 20   
>Round up to nearest 
ml 

Step 4 
Inject 

                
Draw the required dose into the syringe Draw the required dose into the syringe   
Inject intravenously over about 5 minutes Inject slowly       
Discard any solution not used within 1 hour Discard any solution not used within 1 hour 

Step 5 Dosing schedule 0hrs,12hrs,24hrs,48hrs until patient can take oral medication   
Repeat Administer for a minimum of 24hours (3 doses), even if the patient can take oral medication  
Injection and follow -up with a full 3-day course of ACT      
Precautions:             

 Inject immediately after 
reconstitution    Discard if solution is not clear 

 Discard any solution not used within 1 hour  Do not use in intravenous drip 
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Appendix E2: Artesunate injectable dose chart

*Half the i/v dose rounded up to 1ml

discarded within 1hr of preparation and must not be reused 

Weight Dose ml per dose strength 
60mg 

Vials of 
Artesunate 

60mg needed** 

Kg mg/kg 
i/v i/m* 

 
10 mg/ml 20 mg/ml 

<5 3 1.5 1 1 

5-8 3 2 1 1 

9-12 3 4 2 1 

13-16 3 5 3 1 

17-20 3 6 3 1 

21-25 2.4 6 3 1 

26-29 2.4 7 4 2 

30-33 2.4 8 4 2 

34-37 2.4 9 5 2 

38-41 2.4 10 5 2 

42-45 2.4 11 6 2 

46-50 2.4 12 6 2 

51-54 2.4 13 7 3 

55-58 2.4 14 7 3 

59-62 2.4 15 8 3 

63-66 2.4 16 8 3 

67-70 2.4 17 9 3 

71-75 2.4 18 9 3 

76-79 2.4 19 10 4 

80-83 2.4 20 10 4 

84-87 2.4 21 11 4 

88-91 2.4 22 11 4 

92-95 2.4 23 12 4 

96-100 2.4 24 12 4 
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Appendix F: Coma scales

The Glasgow coma scale
Glasgow Coma Scale

 
The Blantyre coma scale

Blantyre coma scale

  Score 
Eyes open: Spontaneously 4 
 To speech 3 
 To pain 2 
 Never 1 
Best verbal response: Oriented 5 
 Confused 4 
 Inappropriate words 3 
 Incomprehensible sounds 2 
 None 1 
Best motor response: Obeys command 5 
 Localises pain 4 
 Flexion to pain 3 
 Extension to pain 2 
 None 1 
 Total 3-14 

 

  Score 
Best motor response: Localises painful stimulus (a) 2 
 Withdraws limb from pain (b) 1 
 Non-specific or absent response 0 
Verbal response: Appropriate cry 2 
 Moan or inappropriate cry 1 
 None 0 
Eyes movements: Directed (e.g. Follow mother’s face) 1 
 Not directed 0 
 Total 0-5 
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AVPU scale
AVPU scale

  Score 

A Alertness (is the patient alert?) 0 

V Response to voice command (does the patient respond to his/her name?) 1 

P Response to pain (does the patient feel pain?) 2 

U Unresponsive (patient does not respond at all) 3 

 

Signs Classification Action 

Severe palmar pallor SEVERE ANAEMIA 
 Refer urgently to health facilities 

where blood transfusion services are 
available 

Some palmar pallor ANAEMIA 

 Give folic acid and iron for three 
months 

 Give mebendazole to a child aged 1 
year and above if has not received it 
in the previous 6 months 

 Follow up in 14 days to check for 
severity of anaemia; if no deterioration 
continue with iron and folic acid for 
three months 

No palmar pallor NO ANAEMIA   No additional treatment 

 

week up to 5 years of age according to IMCI
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REPORT OF SUSPECTED ADVERSE REACTION TO 
MEDICINES OR VACCINES 

(Made under regulations 33, 36(1)(a), 38(1), and 46(1))) 

 

Note:  Identities of reporter, patient and institution will remain confidential     Follow up report; Yes/No 

I. PARTICULARS OF PATIENT  

Patient Initials or Record No.: - ___________________________________      

Date of Birth (dd-mm-yyyy) or age:-________________________________  

Sex: - Male                     Female   

 

Weight in kg:-__________________________ 

 

II. DETAILS OF ADVERSE REACTION 

 Description of reaction: ……………………………………………………………….................................... 

……………………………………………………………………………………………….....…………....…

…………………………………………………………………....……………………………………….....…

……………………………………………….................................................................................................... 

Date Reaction Started ___ ___ ____ 

 

Date Reaction Stopped  

 (if known)               ___ ____  _____ 

 

Onset latency…………………….......................…. 

Duration (min/hours) …………...........................… 

Health related information/ Other additional information:  Medical history (e.g. hepatic, renal, HIV), allergies, pregnancy, smoking, alcohol use, etc.  

Please write any relevant medical and laboratory results including dates (if done) 

 

  

 

III. DETAILS OF SUSPECTED MEDICINE/VACCINE USED 

Name of suspected medicine(s)/ vaccine(s) (Specify brand name 
or manufacturer if known) include dosage form and strength Dosage Frequency Route Therapy Date  

Batch. No & 
Expiry date  

(If known) 

Reason  for 
use 

 

................................................................................................................................................................................................................................................................................................

................................................................................................................................................................................................................................................................................................

...................................................................................................................................................................................................................................................................................

Appendix H: Adverse Medicine Reaction Reporting Form
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1.  
     

 

 

 

2.  
     

 

 

 

3.  
     

 

  

 

Other medicines used at the same time and or one month before (including herbal medicines) 

1.  
       

2.  
       

3.  
       

IV. MANAGEMENT OF ADVERSE REACTION 

Reaction subsided after stopping the suspected drug/reducing the dose:   Yes      No     Unknown 

Reaction reappeared after reintroducing drug:  Yes           No             Not applicable 

Seriousness of the Reaction (please tick all that apply): Is the reaction serious?  Yes          No            (If Yes, specify) 

 Required or prolonged hospitalization  Caused a congenital anomaly  

 Life threatening   Patient Died   

 Caused persistent disability or incapacity   Others, please give details …………………………………………............ 

…………………………………………………………………………………….........................................................................................................................................  

Treatment of adverse reaction                    No             Yes (if yes please specify):………………………………………....................................................................... 

…………………………………………………………………………………………………………………………………………………………………………............ 

Outcome of the reaction  
Not yet recovered  

 
Recovered (Date):___  ____ ____  Died (Date):_________ 

Unknown  

Cause of death………………………………………………………………………………………………………………...…….............................................................. 

 

V. THERAPEUTIC FAILURE 

PLEASE WRITE IF THE MEDICINE(S)/VACCINE(S) SHOWED LACK OF EFFICACY BELOW : (Continue at the back) 

  

 

VI. MEDICATION ERRORS AND OVERDOSAGE 

PLEASE WRITE DETAILS OF MEDICATION ERRORS AND OVERDOSAGE BELOW: 
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VII. PARTICULARS OF REPORTER /HEALTH CARE PROVIDER 

Name: __________________________  Profession: _________________________ Name and Address of the health facility: 
________________________________ 

________________________________________
________________________ 

Contact phone No: ________________     E-mail: ___________________________ 

Signature: _______________________    Date of this report: ____    ____ _______ 

      Please tick  if you wish to receive information about other local reports associated with the suspected drug(s) 

Thank you for your cooperation 
Submission of an ADR case report does not discredit the competence of 
the reporter. 

Ref No. (for official use) 

         

                                                                                                    First Fold   

                         Guide to filling the form 

 

 

 

 

 

 

 

 

 

 

 

 

 

How to report?     
 Dully fill in the form as required 
 Use a separate form for each patient   
 Report direct to AUTHORITY through the following addresses:- 

                 

 
Mail : Tanzania medicines and Medical devices 

Authority, 

     P. O. Box   77150,  Dar es Salaam 

 

Fax:: 22- 2450793 

 Phone: 22-2450512 / 2450751/ 0658 445222 

 

Internet; http://www.tmda.go.tz 
E-mail: adr@tmda.go.tz 
 

The ADR reporting form and the guidelines are also 
available for downloading at 
http://www.tmda.go.tz 

 

An Adverse Drug Reaction (ADR) is defined as a reaction which is noxious 
and unintended, and which occurs at doses normally used in human for 
prophylaxis, diagnosis, or therapy of a disease, or for the modification of 
physiological function. 

What to report? 

Please report all undesirable patient effect suspected to be associated with 
drugs. 

Report even if: 
 You’re not  sure that the product caused the event 
 You don’t have all the details 

When to report? As soon as possible 

Submission of follow-up reports: 

Any follow-up information for an ADR that has already been reported can 
be sent on another ADR form or it can be communicated directly to TMDA 
by telephone, fax or e-mail. Please indicate that it is a follow-up report.. It 
is very important that follow-up reports are identified and linked to the 
original report. 

 

 

 

                                                                                                              

                                                                                                                      Second Fold  

No postage stamp required  

If posted in Tanzania  

 

 

   

 

 

TO:

 

THE DIRECTOR GENERAL

 

TANZANIA MEDICINES

 

AND MEDICAL DEVICES

 

AUTHORITY

 

         

P. O. BOX 77150

 

         

DAR ES SALAAM

POSTAGE WILL BE 
PAID BY LICENCEE BUSINESS REPLY SERVICE 

LICENCE No. BRS 01 
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TANZANIA MEDICINES AND MEDICAL DEVICES AUTHORITY 

 

ADVERSE REACTION PATIENTS’ REPORTING FORM 

(For reporting adverse reactions and product problems by non-health care providers) 

 

Note:  Identities of patient will remain confidential 

I. PERSON REPORTING  

Patient         Community health worker       Mother         

Relative   

Other        Specify: ________________________________  

Name of the health facility the medicine was obtained from: 

____________________________________________________  

Sex: - Male                    Female   

 

Age of the patient_______________
 

 

 

II. BRIEF DESCRIPTION OF THE REACTION/EVENT 

……………………………………………………………………...…

………..………………………………………………………….....…

…………………..…………………………………………….....……

……………………………………………………………….....…….. 

………………………………………………………………...………

………..……………….....……………………………………....……

…………………………………….......................................................

............................................................................................................... 

Date Reaction Started ___ ___ 
 

 

Date Reaction Stopped  

 (if known)               ___ ____  
 

 

Date reported…………….......…… 
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III. DETAILS OF SUSPECTED MEDICINE USED 

Name of suspected 
medicine(s) 

 

Dosage Frequenc
y 

Route Therapy Date 

Start Stop 

1.      

2.      

3.      

IV. DESCRIPTION OF ANY HERBAL MEDICINE THE PATIENT WAS TAKING  

 

 
V. SERIOUSNESS OF THE ADVERSE REACTION  

 Discomfort but able to work                                 Caused persistent disability or incapacity 

 Discomfort could not work  Caused a congenital anomaly 

 Required or prolonged 

hospitalization 

 Patient  Died:  Date  of  death 

________________________________ 

 Life threatening   Others, please give 

details……………………………………....….................................... 

 

VI. SOURCE OF THE MEDICINE  

 Hospital Pharmacy                                  Traditional Healer 

 Retail Pharmacy   Supermarket/Open Market 

 Wholesale Pharmacy   Family/Neighbor 

 ADDO Shop  Others, please specify……………………………………....….. 
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VII. REPORTER NAME AND CONTACT ADDRESS 

Name: (Optional):         Contact Address:  

Contact  Phone  No: 

___________________________________      

E-mail:   (if  available) 

__________________________________ 

Date  of  this  report: 

___________________________________ 

Thank you for your cooperation Ref No. (for official use) 

         

 

III. DETAILS OF SUSPECTED MEDICINE USED 

Name of suspected 
medicine(s) 

 

Dosage Frequenc
y 

Route Therapy Date 

Start Stop 

1.      

2.      

3.      

IV. DESCRIPTION OF ANY HERBAL MEDICINE THE PATIENT WAS TAKING  

 

 
V. SERIOUSNESS OF THE ADVERSE REACTION  

 Discomfort but able to work                                 Caused persistent disability or incapacity 

 Discomfort could not work  Caused a congenital anomaly 

 Required or prolonged 

hospitalization 

 Patient  Died:  Date  of  death 

________________________________ 

 Life threatening   Others, please give 

details……………………………………....….................................... 

 

VI. SOURCE OF THE MEDICINE  

 Hospital Pharmacy                                  Traditional Healer 

 Retail Pharmacy   Supermarket/Open Market 

 Wholesale Pharmacy   Family/Neighbor 

 ADDO Shop  Others, please specify……………………………………....….. 
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                                                                     First Fold 

Guide to filling the form 

 

     

 

 

 

 

 

 

 

Moisten gum and fold. For maximum adhesion, press down for few seconds 

                                                                               

                                                                    Second Fold 

 

No postage stamp required 

If posted in Tanzania  

 

   

 

 

TO: THE DIRECTOR GENERAL 

TANZANIA MEDICINES AND MEDICAL DEVICES AUTHORITY 

P. O. BOX 77150 

DAR ES SALAAM 

POSTAGE 
WILL BE PAID 
BY LICENCEE 

BUSINESS REPLY 
SERVICE LICENCE No. 
BRS 01 

How to report?     

 Dully fill in the form as required   
 Report direct to TFDA through the following addresses:- 

         Mail : Tanzania Medicines and Medical Devices 
Authority, 

                                 P. O. Box   77150,  Dar es Salaam 

     Fax:: 22- 2450793 

          Phone: 22-2450512 / 2450751 

  Internet; http://www.tmda.or.tz 
       E-mail: adr@tfda.go.tz 

The ADR reporting form and the guidelines are also available for 
downloading at http://www.tmda.go.tz 

 

An Adverse Drug Reaction (ADR) is defined as a reaction which is 
noxious and unintended, and which occurs at doses normally used in 
human for prophylaxis, diagnosis, or therapy of a disease, or for the 
modification of physiological function. 

 

What to report? 

Please report all undesirable effects suspected to be associated with 
drugs, cosmetics or medical devices use. 

 

Report even if: 

 You’re not sure that the product caused the event 
 You don’t have all the details 

 

When to report? 

As soon as possible 

 

. 
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TANZANIA MEDICINES AND MEDICAL DEVICES AUTHORITY 

 

MEDICAL DEVICES ADVERSE EVENT/INCIDENT REPORTING 
FORM FOR CONSUMERS AND HEALTH FACILITIES 

TMDA Internal Use Only 
Report Number: Date received: 
1. Device details 
Brand name: Catalogue: 

Model number: 
Manufacturing date: Serial number: 
Expiry date: Batch number/lot number: 

 
Is the Device CE marked? Yes No 

Instructions for use provided(where possible please 
attach a copy) 

Yes No 

Manufacturer name : Address: 

Name of supplier Address: 
Telephone: 

Current location of the device:  
2. Event/Incident details Date of incident: 
Type of incident(patient related): Death  Serious  Distress  minor   

None other 
Type of incident(device related): Inadequate design inaccurate labeling 
malfunction deterioration other 
Event/Incident description narrative (explain what went wrong with the product ) 

 

Measures taken by the user 

Number of patients involved: 

 Operator at the time of the event/incident 
(please choose): (Please cross where required) 

Laboratory 
personnel 

Other Health 
care personnel 

Other 

Have you informed the supplier 
/manufacturer? 

Yes No Date: 

3.Reporter details 
Name of Person/facility:  
Postal address: Street Name: 
City: District/Region: 
Telephone/Mobile phone: Fax: 
Name of contact person:  
Email of contact person: 
Date of report: 
Signature: 

Send to: 

 

The Director General,  

Tanzania Medicines and Medical Devices Authority (TMDA), 

P. O. Box 1253, Makole Street, PSSSF Building, 7th Floor, Dodoma, or 

P.O. Box 77150, Off Mandela Road, Mabibo-External, Dar es Salaam  

Tel: +255-22- 2450512/2450751/2452108, +255 68 445222/777 700002/685 701735 

 Email: info@tmda.go.tz
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TANZANIA MEDICINES AND MEDICAL DEVICES AUTHORITY 

 

MEDICAL DEVICES ADVERSE EVENT/INCIDENT REPORTING 
FORM FOR CONSUMERS AND HEALTH FACILITIES 

TMDA Internal Use Only 
Report Number: Date received: 
1. Device details 
Brand name: Catalogue: 

Model number: 
Manufacturing date: Serial number: 
Expiry date: Batch number/lot number: 

 
Is the Device CE marked? Yes No 

Instructions for use provided(where possible please 
attach a copy) 

Yes No 

Manufacturer name : Address: 

Name of supplier Address: 
Telephone: 

Current location of the device:  
2. Event/Incident details Date of incident: 
Type of incident(patient related): Death  Serious  Distress  minor   

None other 
Type of incident(device related): Inadequate design inaccurate labeling 
malfunction deterioration other 
Event/Incident description narrative (explain what went wrong with the product ) 

 

Measures taken by the user 

Number of patients involved: 

 Operator at the time of the event/incident 
(please choose): (Please cross where required) 

Laboratory 
personnel 

Other Health 
care personnel 

Other 

Have you informed the supplier 
/manufacturer? 

Yes No Date: 

3.Reporter details 
Name of Person/facility:  
Postal address: Street Name: 
City: District/Region: 
Telephone/Mobile phone: Fax: 
Name of contact person:  
Email of contact person: 
Date of report: 
Signature: 

Send to: 

 

The Director General,  

Tanzania Medicines and Medical Devices Authority (TMDA), 

P. O. Box 1253, Makole Street, PSSSF Building, 7th Floor, Dodoma, or 

P.O. Box 77150, Off Mandela Road, Mabibo-External, Dar es Salaam  

Tel: +255-22- 2450512/2450751/2452108, +255 68 445222/777 700002/685 701735 

 Email: info@tmda.go.tz
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TANZANIA MEDICINES AND MEDICAL DEVICES AUTHORITY 

 

MEDICAL DEVICES ADVERSE EVENT/INCIDENT REPORTING FORM 
FOR MANUFACTURERS 

Note: identities of reporter, patient and institution will remain confidential. 
TMDA Internal Use Only 
Report Number: Date received: 
1. Administrative information 
Date of this report: Reference number assigned by the 

manufacturer: 
Type of report Initial report Follow-up report 

Combined Initial and final report 
  Final report  

Does the incident represent a serious public health 
threat? 

Yes           No 

Please 
explain……………………………...…………… 

2. Manufacturer information 
Name: Postal address 

Email Physical address 

Phone Fax 
Contact person’s name Postal address 

Email Physical address 

Phone Fax 
3.Local Representative information 

Name: Postal address 
  
Phone Physical address 
Fax Email 
Contact person’s name  

Phone Email 
5. Device details 
Brand name Catalogue number: 

Model number: 

Manufacturing date: Serial number: 
Expiry date: Lot/batch number: 
Is the Device CE marked? 

 
Yes No 

Instructions for use provided (where 
possible please attach copy)  
                   Yes                No 

6. Event/Incident details 
User facility report reference number, (if 
applicable) 

 

Manufacturer’s awareness date Date the incident occurred 

Incident description narrative 

Number of patients involved Number of products involved 

Current location of the device  
Usage of the medical device Initial use 

Reuse of a single use , 
Reuse of a reusable, 
Re-serviced/refurbished 
Problem noted prior use 
other (please specify) 

7. Manufacturer’s preliminary comments (Initial/Follow-up report) 
Manufacturer’s preliminary analysis 
(Narrative) 

 

Initial corrective actions/preventive actions 
implemented by the manufacturer 

 

Expected date of next report  
8. Results of manufacturers final investigation (Final report) 
The manufacturer’s device analysis results  
action/ Field Safety Corrective Action  

Action taken to prevent further risk to the 
patient (Narrative) 

 

Time schedule for the implementation of the 
identified actions 

 

Final comments from the manufacturer  
Further investigations  
Is the manufacturer aware of similar incidents 
with this type of medical device with a similar root 
cause? 

    

Number of similar incidents.  
If yes, state in which countries and the report 
reference numbers of the incidents. 

 

Has a similar event occurred in these regions?     
9. Conclusion 
I affirm that the information given above is correct to the best of my knowledge 
Name…………………….. Signature………………….Date……………………………… 

 

Send to: 

 

The Director General,  

Tanzania Medicines and Medical Devices Authority (TMDA), 

P. O. Box 1253, Makole Street, PSSSF Building, 7th Floor, Dodoma, or 

P.O. Box 77150, Off Mandela Road, Mabibo-External, Dar es Salaam  

Tel: +255-22- 2450512/2450751/2452108, +255 68 445222/777 700002/685 701735 

Email: info@tmda.go.tz 
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TANZANIA MEDICINES AND MEDICAL DEVICES AUTHORITY 

 

MEDICAL DEVICES ADVERSE EVENT/INCIDENT REPORTING FORM 
FOR MANUFACTURERS 

Note: identities of reporter, patient and institution will remain confidential. 
TMDA Internal Use Only 
Report Number: Date received: 
1. Administrative information 
Date of this report: Reference number assigned by the 

manufacturer: 
Type of report Initial report Follow-up report 

Combined Initial and final report 
  Final report  

Does the incident represent a serious public health 
threat? 

Yes           No 

Please 
explain……………………………...…………… 

2. Manufacturer information 
Name: Postal address 

Email Physical address 

Phone Fax 
Contact person’s name Postal address 

Email Physical address 

Phone Fax 
3.Local Representative information 

Name: Postal address 
  
Phone Physical address 
Fax Email 
Contact person’s name  

Phone Email 
5. Device details 
Brand name Catalogue number: 

Model number: 

Manufacturing date: Serial number: 
Expiry date: Lot/batch number: 
Is the Device CE marked? 

 
Yes No 

Instructions for use provided (where 
possible please attach copy)  
                   Yes                No 

6. Event/Incident details 
User facility report reference number, (if 
applicable) 

 

Manufacturer’s awareness date Date the incident occurred 

Incident description narrative 

Number of patients involved Number of products involved 

Current location of the device  
Usage of the medical device Initial use 

Reuse of a single use , 
Reuse of a reusable, 
Re-serviced/refurbished 
Problem noted prior use 
other (please specify) 

7. Manufacturer’s preliminary comments (Initial/Follow-up report) 
Manufacturer’s preliminary analysis 
(Narrative) 

 

Initial corrective actions/preventive actions 
implemented by the manufacturer 

 

Expected date of next report  
8. Results of manufacturers final investigation (Final report) 
The manufacturer’s device analysis results  
action/ Field Safety Corrective Action  

Action taken to prevent further risk to the 
patient (Narrative) 

 

Time schedule for the implementation of the 
identified actions 

 

Final comments from the manufacturer  
Further investigations  
Is the manufacturer aware of similar incidents 
with this type of medical device with a similar root 
cause? 

    

Number of similar incidents.  
If yes, state in which countries and the report 
reference numbers of the incidents. 

 

Has a similar event occurred in these regions?     
9. Conclusion 
I affirm that the information given above is correct to the best of my knowledge 
Name…………………….. Signature………………….Date……………………………… 

 

Send to: 

 

The Director General,  

Tanzania Medicines and Medical Devices Authority (TMDA), 

P. O. Box 1253, Makole Street, PSSSF Building, 7th Floor, Dodoma, or 

P.O. Box 77150, Off Mandela Road, Mabibo-External, Dar es Salaam  

Tel: +255-22- 2450512/2450751/2452108, +255 68 445222/777 700002/685 701735 

Email: info@tmda.go.tz 
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TANZANIA MEDICINES AND MEDICAL DEVICES AUTHORITY 

 

MEDICAL DEVICES ADVERSE EVENT/INCIDENT REPORTING FORM 
FOR MANUFACTURERS 

Note: identities of reporter, patient and institution will remain confidential. 
TMDA Internal Use Only 
Report Number: Date received: 
1. Administrative information 
Date of this report: Reference number assigned by the 

manufacturer: 
Type of report Initial report Follow-up report 

Combined Initial and final report 
  Final report  

Does the incident represent a serious public health 
threat? 

Yes           No 

Please 
explain……………………………...…………… 

2. Manufacturer information 
Name: Postal address 

Email Physical address 

Phone Fax 
Contact person’s name Postal address 

Email Physical address 

Phone Fax 
3.Local Representative information 

Name: Postal address 
  
Phone Physical address 
Fax Email 
Contact person’s name  

Phone Email 
5. Device details 
Brand name Catalogue number: 

Model number: 

Manufacturing date: Serial number: 
Expiry date: Lot/batch number: 
Is the Device CE marked? 

 
Yes No 

Instructions for use provided (where 
possible please attach copy)  
                   Yes                No 

6. Event/Incident details 
User facility report reference number, (if 
applicable) 

 

Manufacturer’s awareness date Date the incident occurred 

Incident description narrative 

Number of patients involved Number of products involved 

Current location of the device  
Usage of the medical device Initial use 

Reuse of a single use , 
Reuse of a reusable, 
Re-serviced/refurbished 
Problem noted prior use 
other (please specify) 

7. Manufacturer’s preliminary comments (Initial/Follow-up report) 
Manufacturer’s preliminary analysis 
(Narrative) 

 

Initial corrective actions/preventive actions 
implemented by the manufacturer 

 

Expected date of next report  
8. Results of manufacturers final investigation (Final report) 
The manufacturer’s device analysis results  
action/ Field Safety Corrective Action  

Action taken to prevent further risk to the 
patient (Narrative) 

 

Time schedule for the implementation of the 
identified actions 

 

Final comments from the manufacturer  
Further investigations  
Is the manufacturer aware of similar incidents 
with this type of medical device with a similar root 
cause? 

    

Number of similar incidents.  
If yes, state in which countries and the report 
reference numbers of the incidents. 

 

Has a similar event occurred in these regions?     
9. Conclusion 
I affirm that the information given above is correct to the best of my knowledge 
Name…………………….. Signature………………….Date……………………………… 

 

Send to: 

 

The Director General,  

Tanzania Medicines and Medical Devices Authority (TMDA), 

P. O. Box 1253, Makole Street, PSSSF Building, 7th Floor, Dodoma, or 

P.O. Box 77150, Off Mandela Road, Mabibo-External, Dar es Salaam  

Tel: +255-22- 2450512/2450751/2452108, +255 68 445222/777 700002/685 701735 

Email: info@tmda.go.tz 
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