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SMC in practice
Some important scientific and practical questions

• Can  financial support be sustained? 

• Can a high level of coverage be achieved?

• Can the efficacy seen in the initial trials be sustained?

• Is SP+AQ safe when given on a mass scale?  

• Will resistance to SP and AQ develop?

• Can SMC be combined successfully with other interventions? 

• Will ‘rebound’ malaria occur when SMC is stopped? 

• When should SMC be stopped?



Coverage

A high level of reported coverage but 

• Issues with population data (underestimated)

• Some children are not reached all of the times (mobility, migration)

• Potential “cycle fatigue” – perception of achieved protection

• Methodological issues (recall bias)

Average Administrative 
Coverage 

Coverage as per household surveys

At least 1 cycle 3 cycles 4 cycles

Burkina Faso 104.7% 95.8% 83.9% 69.2%

Chad 96.5% 96.0% 60.5% 22.7%

Mali 85.0% 87.2% 56.2% 37.7%

Nigeria 99.4% 77.3% 61.4% 42.4%

The Gambia 84.9% 93.7% 84.3% 55.5%



Efficacy in Senegal 

A ‘herd effect’? 

In-patients

Outpatients

Before SMC         SMC pilot            SMC at scale

Efficacy



Safety

No drug related SAE in 

780,000 treatments in Senegal

(Ndiaye et al. submitted)



The emergence of drug resistance

Charles Darwin



The emergence of drug resistance
What has happened?  

Pull-out text/box text/quote

In resistance markers at the
end of the drug administration

+
Parasite prevalence 

=
Number of resistant parasites
in the community



Meeting the challenge of drug resistance

• Sustaining surveillance for the emergence of  resistance to 
SP or amodiaquine after the ACCESS-SMC programme

• Development of new anti-malarials for prevention rather 
than treatment 

• Do not need to be rapid acting (cf. treatment)

• Preferably single dose

• Long acting (preferable providing at least a month’s protection) 



Combination of SMC with other interventions
Potential candidates

• Nutritional surveillance and/or supplementation

• Vitamin A supplementation

• Mass drug administration for other infections – trachoma, NTDs 
(azithromycin trial)

• Vaccine catch-up campaigns

• Malaria vaccines



‘Rebound’ malaria definition

An increase in the incidence of malaria after a period of 
effective malaria control has been achieved (by any means)

above what would have occurred if the intervention 
had not taken place

Age

Malaria
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x
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Meeting the challenge of ‘rebound’

• Recognizing that this is likely to happen

• Enhancing malaria control in school-age children

• e.g. enhancing ITN usage or improving treatment of malaria in 
schools



When to stop?
Cost effectiveness of SMC 
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Cost per case averted ($) 
(efficacy 80%)

0.50$ per course

1$ per course

LLITNs (Mueller et al. 2008)

ITNs (Bhatia et al. 2004)

a b c d

a Dicko (2011)
b Dicko (2010), Konate(2010)
c Zongo (2009 data)
d Konate (2011)

IPTc trials

(Cairns et al. Nature Communications 2012;3:881)

Cost effective 
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Questions for SMC when put into practice 
• Can a high level of coverage be achieved?                        YES

• Can the efficacy seen in the initial trials be sustained?  YES

• Is SP+AQ safe when given on a mass scale? YES

• Will resistance to SP and AQ develop?                               PROBABLY

• Can SMC be combined  with other interventions?          YES 

• Will ‘rebound’ malaria occur when SMC is stopped?     PROBABLY

• When should SMC be stopped?                                           UNCERTAIN
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Efficacy in The Gambia



Age in Incidence Change in incidence Cases prevented/  

years of malaria intervention/rebound caused/ 100 children
episodes

per year

< 1              1.0                            50%                                       50

1-1.9           2.0                           50%                                     100

2-2.9           2.0                           50%                                     100

3-3.9           1.5                           50%                                       75

4- 4.9         1.0                           50%                                       50

5 -5.9          0.7                           80%                                      56

6- -6.9         0.5                           20%                                      10
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WHERE SHOULD IPTc BE GIVEN?

(Cairns et al. Nat Commun 2012;3:881)

Red =
highly suitable

Where should SMC be given? 

Seasonality -
60% rainfall in 3 months

Incidence –
> 0.2 episodes per child

per year

Highly 

suitable

Not-suitable


