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Chemoprophylaxis for control of malaria

Greenwood BM, Greenwood AM, Bradley AK, Snow
RW, N'Jie ABH. (Medical Research Council Laboratories,
The Gambia; Medical and Health Department, Govern-
ment of the Gambia; and Tropical Epidemiology Unit,
London School of Hygiene and Tropical Medicine.)
Comparison of two strategies for control of malaria with a
primary health care programme in the Gambia. Lancet
1988;1:1121-7

SUMMARY
Two drug strategies for the control of malaria in children aged 3
to 59 months were compared in this study conducted in a rural
area in the Gambia. In one strategy, episodes of clinical malaria
were presumptively treated with chloroquine by village health
workers while in the second strategy, presumptive treatment
was combined with fortnightly chemoprophylaxis with 'maloprim'
(a combination of pyrimethamine and dapsone) which was also
given by village health workers. The results showed that pre-
sumptive treatment alone did not have any significant effect on
mortality and morbidity from malaria. In contrast, presumptive
treatment and chemoprophylaxis reduced overall mortality in
children aged 12 to 48 months, mortality from probable malaria
and episodes of fever associated with malaria parasitaemia.
Chemoprophylaxis in the infants aged 3 to 11 months was not
effective in reducing mortality. A part of the reduction in mor-
tality from other conditions (such as pneumonia) was presuma-
bly due to an improved immune response after a reduction in the
prevalence of malaria. It was also found that chemoprophylaxis
had little or no effect on mortality or morbidity during the dry
season since malaria transmission is almost confined to the rainy
seasons. A high level of compliance with chemoprophylaxis was
obtained and no major side effects were encountered.

COMMENTS
The World HealthOrganization (WHO) has recommended
treatment of clinical malaria by village health workers as
the optimum strategy for the control of malaria and
chemoprophylaxis is not advised. This recommendation is
a part of our National Malaria Control Programme.'
Despite that, the mortality and morbidity owing to
malaria is increasing and in 1981, at least 2.6 million cases
of malaria were recorded from India. 1 This study is there-
fore of great importance to our country.

This communication and another study undertaken in
Kenya- have clearly shown that introduction of a
community-based treatment programme as recommended
by the WHO did not reduce mortality or morbidity from
malaria in infants and young children. It has also been
shown that the failure of reduction in mortality, with
treatment of presumptive episodes of malaria with
chloroquine, is not a result of drug resistance. The safety
of chemoprophylaxis with 'maloprim' reported in this
study has also been supported by a study conducted in
Zimbabwe." Side effects in the form of agranulocytosis'

and methaemoglobinaemia have occurred when the drug
was given at shorter intervals. The cost of chemoprophylaxis
was found to be $0.9 per child per year. However, it can
be reduced if 'maloprim' is given only during the rainy
seasons. The only real danger of chemoprophylaxis is the
possible emergence of resistant strains of malarial parasite.
Initial results of this study do not show the appearance of
resistance and studies of longer duration are needed.

A trial similar to this study needs to be conducted in
India in which chemoprophylaxis using either chloroquine
(in areas where chloroquine resistance is not a problem)
or a combination of pyrimethamine and dapsone is com-
bined with presumptive treatment. If the results are
favourable, the strategy should be incorporated into our
National Malaria Control Programme.
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Endoscopic sphincterotomy without cholecys-
tectomy for choledocholithiasis

Rau BK, Rajagopal S, Ananthapadmanabhan v,
Meghanathan V. (Department of Gastroenterology,
Lady Willingdon Nursing Home, Madras 600006, India.)
Endoscopic sphincterotomy without cholecystectomy for
common bile duct stones. Indian J Gastroenterol
1988;7:105-6.

SUMMARY
Between June 1981 and February 1987, the authors studied 33
patients with choledocholithiasis, 26 of them also had stones in
the gall bladder. Their mean age was 60.9 years (range 40 to 82
years). None of them was considered fit for operation because
they either had coexisting diseases such as diabetes mellitus,
hypertension and coronary artery disease or there was severe
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jaundice and early hepatorenal failure. Using an Olympus GIF
type J4 endoscope and intravenous hyoscine for duodenal rela-
xation, a 8 to 14mm cut was made in the sphincter with a Classen
papillotome. A Dormia basket was used to extract stones that
did not pass spontaneously. Where basketing was unsuccessful,
a nasobiliary drain was left in place and the common bile duct
(CBD) flushed with saline. All patients received gent~mycin
and metronidazole, and were put on H2 receptor antagonists for
two weeks.

The sphincterotomy was considered adequate in 29 patients,
inadequate in 3 patients, and not attempted in 1 because of a
large periampullary diverticulum. The CBD was cleared of
stones in 26 patients (76%). In 3 patients though the
sphincterotomy was adequate the stones could not be removed
because of their large size. Altogether the CBD could not be
cleared of stones in 7 patients who were subsequently operated
upon. No patient died and the average hospital stay was less than
three days. All, except one patient, were followed up for a
period ranging from 2 to 62 months (mean 26.3 months). Only 2
.patients required subsequent cholecystectomy while the others
did not have any symptoms.

COMMENTS
Endoscopic sphincterotomy (ES) and endoscopic papil-
lotomy (EPT), though not technically synonymous, are
terms used interchangeably to denote a 10 to 15 mm
cut made in the lower end of the CBD using an endoscope.
This divides the sphincter and renders it incontinent. ES
is already an established method for the treatment of
residual CBD calculi but only in patients whose gall blad-
ders have been previously removed. In elderly patients gall
bladder calculi may remain asymptomatic, and cholecys-
tectomy is associated with a high morbidity and mortality
rate. In this age group gallstones become symptomatic
once they move into the CBD and cause cholangitis,
pancreatitis or jaundice. Surgical exploration of the C~D
is then hazardous. ES offers an easy and safe alternative
to operation in such patients. Cholangitis and pancreatitis
are no longer contraindications to endoscopic manipula-
tion of the CBD. The present study reported no deaths
and the hospital stay was considerably reduced. It is not
clear, however, if there were any deaths in the group of
seven patients who underwent surgical exploration after
an unsuccessful ES. If this group also had no mortality, it
may mean that the patients selected for I;:Swere not 'high

. risk' in the conventional sense. The authors make no men-
tion of the short or long term complications encountered, .
e.g. the incidence of restenosis of the sphincter or the
recurrence of choledocholithiasis. It is also not clear why
they used H2receptor antagonists for two weeks after ES.

Which patients should be offered ES in preference to
surgery? Beyond what age is a patient called elderly?
Should younger patients with choledocholithiasis also
undergo ES with cholecystectomy being performed after
the cholangitis has been relieved? What are the long term
effects of an incontinent sphincter on liver function?
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These are some questions to which the authors do not pro-
vide answers.

There are some data regarding what happens to the stone
containing gall bladder which is left 'behind after ES.
Cotton 1followed 112patients for 2 to 9 years after ES and
found that only six required cholecystectomy and none
died due to biliary disease. Rosseland and Soehaug- in a
5-8 year follow up of 75 patients undergoing ES found
that only 12 required cholecystectomy for acute cholecys-
titis. This number can probably be reduced further as
acute cholecystitis in many patients can resolve with
conservative treatment. Twenty-four patients were alive
seven years after ES with their gall bladders (containing
stones) intact while 30 died of other diseases. Even an
occluded cystic duct on endoscopic retrograde cholangio-
pancreatography (ERCP) should not be a cause for con-
cern as only 4 out of 13such patients in this study required
cholecystectomy during follow up. The risk of cancer
developing in the retained gall bladder (presumably
related to the presence of gallstones) after ES increases
with age.? This is an argument against ES in young
patients.

ES is a simple, easy, safe and cheap alternative to
surgery in a selected group of patients with
choledocholithiasis. How practical and feasible is it in
India? The considerable expertise required to perform
the procedure is not available everywhere. Occasional
forays into the CBD by inexperienced endoscopists
should be discouraged as they may prove more hazardous
than a choledocholithotomy by a general surgeon.
Adequate surgical help must be at hand to treat possible
complications of ES. Cholangitis and pancreatitis were
encountered in as many as 13% of cases undergoing ES in
one series." Regular follow up, the bane of Indian clinical
research, is an essential prerequisite for ES because the
residual diseased gall bladder may become symptomatic
at any time and require active treatment. It is commendable
that the authors were able to achieve a complete follow
up over a mean period of about two years. This has rarely
been accomplished by other Indian medical groups.

The final answer to whether ES should be used in sick
patients with choledocholithiasis can only come after a
careful study which includes a larger number of patients
unfit for general anaesthesia and major surgery and who
are followed up for at least ten years.
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