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Seasonal malaria chemoprevention: coming 
soon to Sahelian countries this rainy season
Professor William Brieger introduces the latest thinking in malaria control, which 
takes us beyond chemoprophylaxis to chemoprevention. Trials are underway

Professor William R Brieger is from the Department of 
International Health, The Johns Hopkins University Bloomberg 
School of Public Health; and is Senior Malaria Adviser for Jhpiego, 
an affiliate of the Johns Hopkins University.

Intermittent preventive treatment (IPT) has been a main-
stay for preventing malaria among pregnant women in 
countries with high and stable transmission of malaria 
for a dozen years.1 The treatment dose of sulphadoxine-
pyrimethamine (SP) is given after quickening during an-
tenatal care (ANC) at monthly intervals to clear malaria 
parasites (particularly Plasmodium falciparum) from the 
woman and her placenta in order to prevent anemia, 
interuterine growth retardation (leading to low birth 
weight),2 still birth, neonatal death,3 and even maternal 
death.

As we reported in the May 2012 issue of Africa 
Health, extensive research had been done at multi-
country sites to determine the efficacy and feasibility 
of implementing IPT for infants and children (IPTi and 
IPTc).  We were concerned at the time that the research 
results were not being put into practice to save chil-
dren’s lives.

Fortunately IPTi and IPTc have undergone a slight 
transition and name change. In 2012, the World Health 
Organization issued guidance on ‘Seasonal Malaria 
Chemoprevention (SMC) for Plasmodium falciparum 
malaria control in highly seasonal transmission areas of 
the Sahel sub-region in Africa.’4 SMC is an adaptation 
of IPTi and IPTc for a specific geographical area where 
well-timed doses of antimalarial treatment drugs could 
play a major role in saving lives and reducing transmis-
sion. WHO explains that, ‘The word chemoprevention 
is used in SMC because the intervention comprises 
the administration of full curative treatment courses as 
opposed to chemoprophylaxis, which usually involves 
administration of sub-therapeutic doses.’

Although IPTi had been tested in a variety of field 
sites, including both higher (e.g. Mozambique, Tanza-
nia, Ghana) and lower (e.g. Burkina Faso, Mali) sites, 
policy makers wanted a more focused application of 
SMC where it would be likely to make a major impact 
on disease control. Matthew Cairns and colleagues 
report that areas meeting seasonality definition of 60% 
of annual incidence within 4 consecutive months were 
observed more frequently in the Sahel and sub-Sahel 
than in other parts of Africa, and thus provide an ideal 
focus for intervention.5 As seen in the attached map, 
malaria transmission in much of the Sahel is confined to 
less than 4 to 5 months of the year.6

From their data the Cairns group concluded that, 

‘… a protective efficacy of 65% would be a reasonable 
estimate of protection provided by three courses over 
a 4-month peak. Four monthly courses over 4 months 
might provide protective efficacy of ~80%.’ They did 
caution that effective delivery of the intervention may 
pose challenges.

Similarly Meremikwu and colleagues conducted a 
Cochrane Review on IPTi studies relevant to SMC.7 They 
also concluded that, ‘In areas with seasonal malaria 
transmission, giving antimalarial drugs to preschool 
children (age <6 years) as IPTc during the malaria 
transmission season markedly reduces episodes of 
clinical malaria, including severe malaria. This ben-
efit occurs even in areas where insecticide-treated net 
usage is high.’ As reflected in their finding, a multi-
strategy approach that includes insecticide-treated nets 
is beneficial, especially in light of the implementation 
challenges of achieving three or four treatment contacts 
on a monthly basis.

As reported in Nature,8 ‘Pre-emptive treatment of 
children living in regions where [malaria] is prevalent 
only during the rainy season could avert 11 million 
cases and 50 000 deaths a year.’ WHO further explained 
that, ‘At test sites in Burkina Faso... bed nets have halved 
the number of malaria cases, and seasonal chemo-
prevention has reduced the remaining cases by about 
80%.’9 Higher burden countries like the Democratic 
republic of the Congo, WHO noted, have year-round 
malaria transmission making the strategy more difficult 
and less effective than the focused approach possible 
with ‘just the right conditions’ in the Sahel.

Figure 1  Duration of the malaria transmission season  
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In the meantime Médecins Sans Frontières (MSF) was 
testing the concept in two African countries, Mali and 
Chad.10 MSF reported that, ‘Antimalaria medicines have 
been administered prophylactically to approximately 
175 000 children between 3 months and 5 years of age 
in Koutiala District in southern Mali and in two areas 
of Moissala District in Chad, through an intervention 
known as seasonal malaria chemoprevention (SMC). 
Children in that age group are among the most vulner-
able to death from malaria due to weaker immunity. 
Preliminary results show more than a two-thirds drop 

in the number of simple malaria cases in the interven-
tion area in Mali and up to an 86% drop in Chad. A 
significant decrease of cases of severe malaria is also 
being recorded.’

Using the same medicine combination recom-
mended by Cairns et al, MSF provided three tablets of 
amodiaquine (AQ) and one of sulphadoxine/pyrimeth-
amine (SP) over a 3-day period once a month.

The concern about parasite resistance to SP should 
be considered.  First the challenge is greater in eastern 
and southern Africa. The important point is that resis-
tance does not mean that SP does not work,11 only that 
its half-life is reduced, hence the recommendation of 
monthly administration of SP.  This corresponds to a 
similar shift in IPTp use in high and stable transmission 
areas from twice during pregnancy to monthly or at 
least three doses (after quickening)12 or more conve-
niently stated as at each ANC visit.13

In preparation for rolling out SMC during the 2013 
rainy season in the Sahel, WHO’s Global Malaria Pro-
gram held a workshop in Dakar, Senegal in December 
2012 to assist countries develop plans. In attendance 
were national malaria control programme representa-
tives from Burkina Faso, The Gambia, Chad, Ghana, 
Guinea, Guinea Bissau, Mali, Niger, Nigeria, and 
Senegal.

Now that there is a clear focus for SMC, it is im-
portant to explore the logistics of making it happen. 
Since Burkina Faso was one of the countries attending 
the SMC meeting in Dakar, it is useful to examine their 
plans to reach children below 5 years of age.14 The pro-
posal points out that while the country ‘is classified as 
a country with stable transmission, however, a seasonal 
increase during the period from May to September.’

Plans are to target six pilot districts in the central and 
northern parts of the country where transmission is more 
markedly seasonal and where 60% of cases occur dur-
ing the months of August to November. Campaigns are 
planned for 4 days per month in each of the 4 months 
of higher transmission. Some key steps by the National 

During the rainy season small children will be protected 
against malaria through SCM

Rains become more heavy in Burkina Faso in August enhancing malaria transmission 



May 201320  Africa Health

Malaria

Community health agent in Burkina Faso

Malaria Control Programme to set up the programme 
are listed below.
• Develop technical guidelines for the implementation 

of SCM with AQ+SP. 
• Advocate with authorities and opinion leaders.
• Organise a workshop for validation and adoption of 

plan implementation and technical guidelines of the 
SCM strategy.

• Elaborate, adapt, and validate all the necessary tools 
to implement (micro-planning tools, data collection, 
supervision, reporting balance sheets, assessment 
tools, medication management).

• Develop and adapt communication media.
• Ensuing reproduction and distribution of documents.
• Ensuring availability of AQ and SP.
• Mobilise financial resources for implementation. 
• Ensuring coordinating the implementation with inter-

mediate and peripheral level.
• Support the training and supervision of health agents 

at all levels.
• Analyse, interpret data collected, to the feedback 

and make decisions.
• Evaluate the planning and implementation of the 

strategy.
A key approach during the campaigns is door-to-

door distribution backed up with communication 
and education at community meeting places such as 
mosques, churches, and markets. Staff at local health 
centres will play a major role in community education, 
outreach, supervision, and management. Hopefully 
other countries can learn from this plan.

It should be noted that the original IPTi research 
included an operations component that tested the 
feasibility and appropriateness of delivering IPTi through 
routine programmes such as the expanded programme 
on immunisation (EPI).15 Children usually reached 
through immunisation programs are between 0–13 

A Community Health Agent in Burkina Faso provides 
health education and malaria treatment 

months of age, while SMC is aimed at a larger group, 
thus requiring a community oriented strategy to achieve 
coverage of children up to 60 months of age.

Burkina Faso has a system of Agents de Santé Com-
munautaire (ASC) or volunteer Community Health 
Agents (see picture left) who have been upgraded in 
their malaria case management and prevention skills 
through a grant from the Global Fund.16 Ideally there 
are at least two per village, one of whom is responsible 
for malaria care. Just over 9000 community agents were 
trained in treating simple malaria with ACTs in line 
with national directives. These can form the bedrock for 
implementing SMC.17

Although SMC has been field tested, the current ef-
fort will help in learning about the feasibility of scaling 
up the intervention under different conditions. This is 
why Burkina Faso is involving several of its national re-
search institutes in the monitoring of the six-district pilot 
effort.  With the eventual goal of eliminating malaria, 
the international community must continue to develop 
and test new interventions to keep ahead of this deadly 
disease.
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