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Abstract:- 

Introduction: Over the past 20 years, malaria incidence 

and prevalence has fallen in sub-Saharan Africa, mainly 

thanks to intensified vector control. Seasonal malaria 

chemoprevention (SMC) for children under five is one of 

the strategies producing significant results in endemic 

countries. We synthesized studies on cost and cost-

effectiveness of SMC intervention. 

Methods: Preliminary searches were conducted to 

identify keywords to be searched across five databases: 

PubMed, EMBASE, EconLit, Centre for Reviews and 

Dissemination, and AJOL. Screening was conducted 

independently by two researchers. Costs data, cost 

effectiveness estimates, and contextual information were 

extracted using a standardized form by three reviewers. 

An analysis and qualitative assessment were performed 

using the CHEERS checklist. Costs and cost-effectiveness 

ratios were adjusted to common year (2022) and currency 

(US Dollar). 

Results: The initial search identified 1,517 publications; 

17 were retained for full-text review. Cost-effectiveness 

and incremental cost-effectiveness (ICER) ratios were 

presented in 53% (n=9) of the studies. Three ICERs were 

provided with a ratio ranging from 19 to 128 USD (2020) 

per malaria case averted and a ratio of 3,938 USD per 

malaria death averted. Cost-effectiveness ratios provided 

were from 1 to 146 USD per uncomplicated malaria case 

averted and 11 to 241 USD per severe malaria case 

averted. 

Conclusion: Investments in implementation of SMC are 

cost-effective, and the evidence is relatively strong. Very 

few studies have been conducted in the highly endemic 

countries of the WHO African Region, receiving 

significant funds for malaria control.  
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I. INTRODUCTION 

 

Since 2012, the World Health Organization (WHO) has 

recommended the use of seasonal malaria chemoprevention 

(SMC) in the endemic countries of malaria in sub-Saharan 

Africa. This recommendation has led to the roll out of SMC 

in many countries. SMC consists of the administration of a 

full treatment course of an antimalarial drug repeatedly 
during periods of high malaria transmission, used to maintain 

therapeutic concentrations of antimalarial drugs in the blood 

and thereby clear any infections and provide prophylaxis 

against malaria infection during high risk periods of the year 
[1, 2] . SMC was historically called intermittent preventive 

treatment in children (IPTc) or in infants (IPTi), as in initial 

studies the intervention targeted pregnancy women and 

children under five years of age. Currently, some countries, 

such as Senegal and Mali, have started to extend SMC to 

children under 10 years of age [1, 3]. It is important to note that 

there has been an explosion of chemoprophylactic application 
to specific targeted groups, including chemoprevention for 

children and pregnant women, post-discharge 

chemoprophylaxis and chemoprophylaxis to travellers with 

occupational hazards, as well as people in the malaria 

elimination areas. In many cases, WHO recommendations for 

chemoprophylaxis are not followed [4, 5].  

 

According to WHO, in 2017 more than 29.3 million 

children were eligible for treatment of SMC across the 12 

countries implementing SMC worldwide; however, only 15.7 

million of these children received SMC treatment [6].  In 
2021, at least one dose of SMC per course was administered 

to approximately 40.4 million children in the 11 countries in 

the WHO West Africa Region implementing SMC [7]. In 

several countries, SMC has been scaled up to cover all 

regions, and extended from children under five to all children 

under ten. This important step in malaria control must be 

accompanied by a review and synthesis of the published 

SMC studies carried out in different contexts worldwide.  
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The purpose of this review is to synthesize available 

data on the cost or cost-effectiveness of SMC. There have 

been very few systematic reviews published in the peer-

reviewed literature on cost or cost-effectiveness of SMC as a 

malaria control intervention in the most endemic countries [8, 

9]. The approach for this systematic review is similar to that 

of White et al., who selected all studies related to cost 

estimation for malaria control interventions [8]. However, in 
this case, we are only interested in articles regarding the costs 

and cost-effectiveness of one type of intervention: SMC. In 

this study, when referring to SMC, we mean all preventive 

treatments used against malaria in children (SMC, IPTi, 

IPTc). 

 

This review will contribute to improving allocative 

efficiency in malaria control programs by providing synthesis 

of the available data on the costs and cost-effectiveness of 

SMC in sub-Saharan Africa [10]. 

 

II. METHODS 

 

 Data sources and search strategy 

We carried out a preliminary search that identified 

several electronic databases used by different authors for 

systematic reviews. Among these, five were used five 

bibliographic databases were searched: PubMed, Excerpta 

Medica Database (EMBASE), EconLit, Centre for Reviews 

and Dissemination of University of York (NiHR-CRD), and 

African Journals Online (AJOL). The search was conducted 

in May 2019 and updated in January 2021.  

 
We employed three separate search strategies for the 

various databases. To search in PubMed, Embase, and 

EconLit, we used a series of cost or assessment-related terms 

with the Boolean operator ‘or’, which included:  

 

cost OR “cost-effective” OR “cost effective” OR cost-

effectiveness OR “cost effectiveness” OR “economic 

evaluation” OR “impact evaluation” OR “health economic 

evaluation” OR “study costs” OR capital OR overheads OR 

price OR “cost benefit analysis” OR “cost-benefit analysis” 

OR “economic analysis” OR “sensitivity analysis” OR 
“health economics” OR “health resource allocation” OR 

“health resource utilization” OR “cost analysis” OR “health 

expenditures”  

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

in combination with a series of SMC-related terms 

(using the Boolean operator ‘or’), including:  

 

AND (“seasonal malaria chemoprevention” OR IPTi 

OR IPTc OR “intermittent preventive treatment” OR 

“intermittent preventive therapy” OR (malaria AND 

chemoprophylaxis)).  

 
Thus, the article must include at least one of the cost or 

assessment terms and at least one of the SMC terms.  

 

 

 

 

For other databases, we employed a different search 

approach, based on the database search options. The phrase 

"(malaria AND children) AND cost NOT (bednets OR HIV)" 

was used in the NiHR-CRD database and "seasonal malaria 

chemoprevention" in the AJOL database. 
 

A secondary search was conducted by searching for 

relevant references of articles already found in bibliographic 

databases to identify and review additional publications.  

 

No publications were eliminated based on the 

publication language, the geographic location of the study, or 

the date of publication. 

 

 Selection criteria 

A study was included if: (i) it presented primary cost or 

cost-effectiveness data; (ii) it presented cost-effectiveness 
analysis (CEAs) for SMC or IPT interventions for children 

and infants; or (iii) it was an economic study comparing the 

invested funds in SMC with the results obtained. We did not 

include studies that: (i) only discussed SMC but did not 

include economic evaluation; (ii) only mentioned cost or 

cost-effectiveness in the discussion; (iii) targeted populations 

over 10 years of age; or (iv) that were not from the provider’s 

perspective. 

 

The first step of screening consisted of examining the 

titles and abstracts of all publications found during the search 
of the five databases to verify the relevance of these 

publications. In the initial screening, an article was deemed 

relevant if (i) the study appeared to focus on cost analysis 

and/or cost-effectiveness analysis of SMC (including IPTi 

and IPTc); (ii) if the study highlighted or identified 

publication gaps on cost analysis and cost-effectiveness 

analysis of SMC for future research; or (iii) if the study 

provided an evidence base for decisions on the use of SMC 

as a malaria control intervention. Separate inclusion criteria 

were applied in the initial screen verses after a full text 

review to allow the authors to review, in full, texts that 

related to cost-effectiveness of SMC, even if they did not 
provide primary data. During initial screening, the authors 

also determined the existence of information suggesting other 

databases or keywords. This step allowed us to identify 

additional publications on other search engines, such as 

Google Scholar, which were not among the databases 

searched. This review was conducted by two independent 

researchers. When the two researchers' decisions on the 
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inclusion of an article differed following the first review, that 

article was included for a full-text review.  

 

The second round of screening included a full text 

review of relevant articles by the two authors (Y.T. and 

R.K.). The selection was made using three main inclusion 

criteria, established prior to beginning the systematic review. 

Two additional researchers (H.M. and M.M.) were involved 
in making the final decision to exclude or include when the 

article was under discussion or when the decision was not 

unanimous between Y.T. and R.K. 

 

 Data extraction and management 

All articles identified through the search were imported 

into the EndNote 20.5 (Bld 16860) reference management 

software. The data extraction plan was developed in Excel 

using chosen items from the Consolidated Health Economic 

Evaluation Reporting Standards (CHEERS) checklist, a tool 

used to determine whether authors are including key 
information that should be included in an economic 

evaluation [11]. Three members of the systematic review team 

extracted data into the standardized Excel spreadsheet, 

focusing on the following variables: title, first author name, 

year of study, year of publication, country of study, and the 

following CHEERS methodology items: measure of cost, the 

effectiveness outcome measures, study perspective, time 

horizon, discount rate (currency, pricing period, and 

conversion), cost-effectiveness estimation, and Incremental 

Cost Effectiveness Ratio (ICER).  

 

When a study did not provide data on one or more of 
the fields (variables) in the table, the study was not removed 

from the analysis; rather, the cell in the table was left blank 

and the information is not presented in the results. When a 

variable is presented with multiple data or with a range of 

data, it is presented in the results as such. All SMC 

implementation costs were converted to the cost per dose of 

SMC administered and were adjusted to common year (2022) 

and currency (US Dollar) and compared using a discount rate 

of 3% to compare studies. When the number of doses was not 

explicit, the WHO standard of three doses per month for four 

months was used.  Some studies were conducted over several 

years (up to three years for time horizon), with sample sizes 

varying from year to year. In this case, the mean of the 

sample size was used for analysis purposes.  

 

Finally, in this review, we have attempted to examine 
how publications have addressed the distributional effects 

and equity in the effectiveness measure. 

 

III. RESULTS 

 

Through searches in five different databases, 1,517 

publications were identified. The articles were published 

between 1948 and 2021. After initial screening, 37 

publications that met the inclusion criteria were retained. Of 

the 37 articles, a full text version for four articles was not 

found, despite extensive efforts to access the article. A total 
of 33 full text articles were reviewed; 16 were excluded 

based on the pre-determined inclusion and exclusion criteria 

and 17 were deemed eligible for inclusion in the final review. 

A summary of the inclusion and exclusion process for 

publications is provided in the PRISMA diagram below. 

 

 Overview of Results 

The selected studies were all published in sub-Saharan 

Africa between 1992 and 2021. Some publications were 

multi-country studies (n=6, 35%), four (24%) were in Ghana, 

two (12%) in Tanzania, two (12%) in Gambia, two (12%) in 

Senegal, and one (6%) in Mali. Most of the single-country 
studies were conducted at the health district level (n=10, 

59%), most studies (87%) were conducted in rural or semi-

urban areas. The area of coverage was not specified in four 

studies (24%). The number of children targeted and treated 

with SMC was reported in 13 studies (77%) and ranged from 

250 children to 25 million children. The steps and process for 

including and excluding publications are summarized above 

in the PRISMA flow diagram. 
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Fig 1: Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) Flow Diagram 

 
 Study perspective, discounting, and time horizon 

The synthesis shows that 59% (n=10) of the studies 

adopted the provider perspective and 18% (n=3) adopted 

both the provider and societal perspectives, while 24% (n=4) 

did not specify the study perspective. However, the unit of 

cost measurement allowed us to determine that the 

perspectives of these four studies was that of the provider [12-

15]. The period covered by the studies ranged from three 

months to four years [12, 13, 16-20]. Discounting of costs and 

effect performed with rate were specified in only two studies. 

The currency used in 12 of the 17 studies was the United 

States Dollar (USD); the other five studies only provided 
costs in dollars, with no further mention of the currency.  

 

 Costs measured in the selected studies 

All 17 studies reported data on the cost per dose (n=9, 

53%) or per treatment administered to children (n=8, 47%). 

All costs were converted to cost per dose of SMC and 

adjusted into common currency of 2022. The costs per dose 

administered to children ranged from 0.03 to 1.83 USD, with 

an average of 0.52 USD (95% CI: 0.29 – 0.75) per dose per 

child. The median cost of SMC dose per child was 0.36 USD 

(IQR: 0.50), that is 4.32 USD per child for full SMC 

treatment. Of the included studies, nine (53%) reported costs 

of SMC per dose administered or per course [13, 14, 18-24]. All 

other studies (n=8, 47%) reported costs per season of three to 

four months of SMC [12, 15-17, 25-28]. Twelve of the 17 (71%) 

studies reported a second unit cost, and some reported 

tertiary unit costs that were used to analyse the secondary and 

tertiary health outcomes of their interventions. Shared costs 
were not reported in any of the studies included in this 

review. 

 

 Health outcomes and effectiveness outcomes considered 

In 13 of the 17 studies (17%), health outcome measures 

were reported [12, 13, 15, 16, 18, 19, 22-28]. These measures were 
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expressed in terms of malaria incidence, number of malaria 

cases averted, reduction in parasitaemia, number of years of 

life lost, number of quality-adjusted life years (QALYs) 

gained, or disability-adjusted life years (DALYs) averted. 

The remaining studies did not specify health outcomes in 

their results. Where possible, the aim was to assess the 

reduction in the incidence or prevalence of malaria in the 

treatment areas compared to the control areas when there was 
a comparator. In some studies (n=3), DALYs were used to 

capture the effectiveness of the intervention. In several of the 

selected studies, secondary, tertiary, or even supplementary 

measures of effectiveness were reported in addition to the 

primary measure of effectiveness. 

 

 Cost-Effectiveness and Incremental Cost-Effectiveness 

The cost-effectiveness ratio (CER), incremental cost-

effectiveness ratio (ICER), incremental health outcome, or 

incremental cost was calculated in 53% (n=9) of the studies. 

The other eight studies did not perform these types of 

analyses [12-17, 20, 21]. In the studies selected, three ICERs were 

provided, including two for cases of malaria averted (with a 

ratio ranging from 19 to 128 USD) and one for deaths 

averted, with a ratio of 3938 USD [19, 26]. CERs were also 

provided in three studies for uncomplicated and severe 

malaria cases averted, with scores ranging from 1 to 146 

USD and 11 to 241 USD, respectively [24, 25, 28]. In four 
studies (24%) incremental costs and incremental health 

outcomes were calculated. These incremental costs and 

health outcomes analyses focused on comparisons between 

different types of treatment (dihydroartemisinin-piperaquine 

versus artemether-lumefantrine) or different types of agents 

and methods of administering treatments (health workers, 

outpatient departments, EPI outreach clinics, outpatient 

departments) [22, 24, 25, 27].  

 

 

Table 1 below shows the main indicators provided or not 

provided (yes/no) in the included studies and  

Table 2 summarizes the overall CERs and ICERs reported in 
the various studies included in this review. 

 

Table 1: Main indicators used and provided in the studies 

First author Shared resources Cost provided CER provided ICER provided 

Gilmartin, 2021 [25] no yes yes yes 

Baba, 2020 [16] no yes no no 

Diawara, 2019 [12] no yes no no 

Winskill, 2019 [21] no yes no yes 

Pitt, 2017 [17] no yes no no 

Cisse, 2016 [13] no yes no no 

Nonvignon, 2016 [26] no yes no yes 

Pfeil, 2014 [22] no yes yes yes 

Abotsi, 2012 [18] no yes no yes 

Bojang, 2011 [19] no yes no no 

Patouillard, 2011 [27] no yes no yes 

Ross, 2011 [23] no yes yes yes 

Conteh, 2011 [24] no yes yes yes 

Hutton, 2009 [14] no yes no no 

Manzi, 2008 [20] no yes no no 

Gonzelez, 2000 [28] no yes yes yes 

Picard, 1992 [15] no yes no no 

 

Table 2: Incremental cost-effectiveness ratio estimate from different SMC interventions (ICER) 

1st Author Estimate indicators CER/ICER 

Gilmartin, 2021 [25] Cost per malaria case averted 6.7 

Cost per severe malaria case averted 240.84 

Nonvignon, 2016 
[26] 

Cost per additional case averted (base estimates ICERs) 127.84 

Cost per additional death averted (base estimates ICERs) 3938.44 

Pfeil, 2014 [22] Incremental Cases of uncomplicated malaria when treated with dihydroartemisinin-

piperaquine versus artemether-lumefantrine 

0.38 

Incremental Cases of severe malaria when treated with dihydroartemisinin-

piperaquine versus artemether-lumefantrine 

0.01 

Abotsi, 2012 [18] Cost per deaths averted (CE Ratio) 11.83 
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Ross, 2011 [23] Cost per uncomplicated episode averted (Lower limit) 1.49 

Cost per uncomplicated episode averted (Upper limit) 24.35 

Patouillard, 2011 
[27] 

Incremental Saving for health workers compared to facility-based nurses working 0.96 

Incremental Saving for health workers compared to outpatient departments 0.48 

Incremental Saving for health workers compared to EPI outreach clinics 1.48 

Incremental Saving for EPI outreach clinics compared to outpatient departments 28.68 

Bojang, 2011 [19] ICR for malaria episodes averted 19.16 

ICR for child who received at least one dose 4.82 

Conteh, 2010 [24] Net Cost Effectiveness (Cost per malaria case averted) 145.90 

Gonzelez, 2000 [28] CER of Severe anaemia per DALY averted using combination of pyrimethamine, 

dapsone and iron) 

11.26 

CER of Severe anaemia per DALY averted using combination of pyrimethamine 

and dapsone 

12.69 

 

IV. DISCUSSION 

 

This study reviewed and synthesized all cost and cost-

effectiveness analyses related to SMC for children and 

identified gaps in published studies to provide the evidence 

base for decision making on the use of SMC as a malaria 
control intervention. Methodologically, almost all the 

included studies did not include one or more of the important 

steps in an economic evaluation, despite the multiplicity and 

diversity of guidelines which recommend these successive 

steps. To facilitate comparability of results, these guidelines, 

such as CHEERS, High Authority of Health of France 

(HAS), or Professional Society for Health Economics and 

Outcomes Research (ISPOR), recommend that certain items 

be highlighted or that an explanation be provided as to why 

certain methodological issues are not addressed in a study [11, 

29, 30]. 

 
We found an important number of publications on cost 

and cost effectiveness worldwide, but few have been 

included in our analysis compared to the previous reviews 

carried out in 2011 and 2021: these two reviews covered all 

malaria control strategies as opposed to our review, which 

focuses exclusively on SMC intervention [8, 9]. If a significant 

number of publications had been analysed after meeting the 

inclusion criteria, the arguments used to explain the 

stagnation of results observed in malaria control since 2015 

could be substantiated [7, 31, 32]. In a context of scarce 

resources, there are increasing expectations for effective 
malaria control strategies to reduce the millions of malaria 

cases and hundreds of thousands of deaths still being 

recorded [7].  

 

We identified very few publications on cost-

effectiveness analyses of SMC (24.4%, n=17). Of the five 

countries with the highest number of cases in the world, 

accounting for more than half (51.5%) of 2022 global malaria 

cases, these studies covered only Nigeria and Mozambique [7, 

14, 25]. On this point, however, it should be remembered that 

the WHO has only recommended the implementation of 

SMC in certain malaria endemic countries, but not all [1].  
 

No study reported on the dimension of reducing 

socioeconomic inequalities of interventions using 

distributional cost-effectiveness analyses to explore health 

inequality impacts into CEA [33-35]. The absence of this type 

of analysis and methodology in the literature may be due to it 

only recently appearing in economic evaluation guides.  

 

Our synthesis showed in Table 1 that the cost-
effectiveness and ICERs differed substantially from one 

author to another. The observed discrepancies were 

considerably high. These differences could be partly 

explained by the use of different methods of estimating the 

units of health outcomes measurement by the authors. Our 

findings showed that the measure of effectiveness was 

assessed differently across studies. Indeed, in most studies, 

the effectiveness of the intervention was measured by its 

capacity to prevent malaria’s occurrence or death [12, 13, 15, 16, 

18, 19, 22-28]. Although there are several guides for conducting 

economic evaluations, in most of the publications reviewed 

in this systematic review, the authors did not present ICERs 
in their abstracts [30, 36-38]. They have often simply given 

incremental costs and incremental health outcomes side by 

side, without calculating the ICERs [22, 27]. ICERs are one of 

the most important outcomes of an economic evaluation 

because they help guide and support decisions about whether 

or not to continue a health intervention. 

 

The WHO recommends four rounds of SMC and three 

doses of SMC per round. In our review, the median cost per 

dose of SMC was 0.36 USD, so the median cost of SMC per 

child was 4.32 USD (0.36*3*4) [1]. Our results on the median 
cost of SMC per child (4.32 USD) were close to those of 

White et al. in 2011 (4.03 USD). These estimates are very 

different from those of Conteh et al. in 2021 (121.5 USD), 

for whom the cost was estimated in relation to cases averted 
[8, 9].  These are the only two systematic reviews found in the 

literature on cost-effectiveness of malaria control 

interventions.  The differences between our findings and 

those of Conteh et al. could, in part, be explained by the 

different outcomes, denominators, and methods applied. 

Conteh used the US Inflation Calculator, where as we used 

3% to convert as consumer price index for measures of 

inflation [39].  
 

V. LIMITATIONS 
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Synthesis and direct comparison of all identified studies 

was not possible because the units of measurement of health 

outcomes, and thus of cost-effectiveness and incremental 

cost-effectiveness, were not comparable in all publications. 

In addition, to compare studies, we used the mean and 

median cost per dose of SMC, although in some cases this 

was not the best option. For the comparison, we referred to 

the WHO recommendations for SMC to make the conversion 
(three doses for each of the four months of treatment), 

although some countries used their own protocols. 

 

VI. CONCLUSION 

 

The results of our systematic review show that 

investments in the implementation of SMC as a malaria 

control strategy are cost-effective. In addition, the number of 

studies identified and analysed in this review is relatively 

high to consider that there is sufficient evidence to 

demonstrate the effectiveness of SMC. It appears from this 
study that very few studies have been conducted in the highly 

endemic countries of the WHO African Region, which are 

the recipients of significant financial resources for the fight 

against this disease. Although SMC is not recommended in 

all endemic countries, of the five African countries that 

account for more than half of the world's malaria cases, only 

two (a multicentre study including Nigeria and another 

including Mozambique) were included. 

 

This review highlighted the limited evidence linking 

health outcomes to financial or economic costs. Just as Evan 

et al. highlighted the need to re-evaluate strategies to achieve 
the Sustainable Development Goals, it is time for 

governments and their technical and financial partners to put 

in place strategies that can lead to more economic evaluation 
[40]. This will address the challenge of funding caps identified 

by the WHO in its 2022 report and will help improve the 

effectiveness of SMC in particular, and malaria control 

interventions in general. A more comprehensive set of studies 

on SMC could help provide greater justification for resource 

allocation, and for the choice and adjustment of SMC 

strategy.  

 
 Author contributions 

YT, HM, MM, JOY, SD and PW conceived, designed 

and conducted the study. YT, RK, HM and M.M. screened 

and reviewed the full text review of relevant articles. YT, 

HM, MM, OS, MT and JOY analysed the extracted data and 

wrote the manuscript. KK, JOY, HS and SD supervised the 

study. All authors discussed, commented and approved the 

final results. 

 

 Funding 

The National Institute of Health (NIH) of the United-

States of America through the Fogarty grant (D43) which 
covered the registration fees for the doctoral school, 

documentation, and capacity building through study trips. 

This research was made possible in part with support from an 

International Collaborative Research Grant from Rutgers 

Global at Rutgers, The State University of New Jersey which 

made available to us one of their specialist teachers in health 

economics and a student to participate in the data extraction. 

 

 Conflict of interest 

None to declare.  

 

 

 

 

REFERENCES 
 

[1]. WHO. WHO policy recommendation: Seasonal malaria 

chemoprevention (SMC) for Plasmodium falciparum 

malaria control in highly seasonal transmission areas of 

the Sahel sub-region in Africa March 2012. In: World 

Health Organization; 2012. 

[2]. OMS. Chimioprévention du Paludisme Saisonnier 

(CPS) par administration de Sulfadoxine 

Pyriméthamine et d’Amodiaquine aux enfants : Guide 

de terrain. In: Organisation Mondiale de la Santé; 2013. 

[3]. PNLP. Rapport de revue de performance du PSN 2013-
2017. In. Mali: Programme National de Lutte contre le 

Paludisme (PNLP); 2018. pp. 86. 

[4]. WHO. International Travel Health. Available online: 

https://cdn.who.int/media/docs/default-source/travel-

and-health/9789241580472-eng-chapter-

7.pdf?sfvrsn=8be7067_7 (accessed on 25 May 2023). 

In: World Health Organization (WHO); 2020. 

[5]. WHO. Guidelines for Malaria. In. Geneva, Switzerland: 

World Health Organization; 2022. 

[6]. WHO. World Malaria Report 2018. Geneva: World 

Health Organization; 2018. Licence: CC BY-NC-SA 

3.0 IGO. In; 2018. 
[7]. WHO. World malaria report 2022. In. Geneva: World 

Health Organization; 2022. pp. 293. 

[8]. White MT, Conteh L, Cibulskis R, Ghani AC. Costs 

and cost-effectiveness of malaria control interventions--

a systematic review. Malar J 2011; 10:337. 

[9]. Conteh L, Shuford K, Agboraw E, Kont M, Kolaczinski 

J, Patouillard E. Costs and Cost-Effectiveness of 

Malaria Control Interventions: A Systematic Literature 

Review. Value Health 2021; 24(8):1213-1222. 

[10]. Culyer AJ. Encyclopedia of health economics. Newnes; 

2014. 
[11]. Husereau D, Drummond M, Augustovski F, de Bekker-

Grob E, Briggs AH, Carswell C, et al. Consolidated 

Health Economic Evaluation Reporting Standards 2022 

(CHEERS 2022) Statement: Updated Reporting 

Guidance for Health Economic Evaluations. Value 

Health 2022; 25(1):3-9. 

[12]. Diawara SI, Eckert E, Mihigo J, Kamate B, Ouattara D, 

Kone D, et al. Impact of seasonal malaria 

chemoprevention among children five to ten years of 

age in kita and bafoulabe districts, mali. American 

Journal of Tropical Medicine and Hygiene 2019; 

101(5):314. 
[13]. Cissé B, Ba EH, Sokhna C, Ndiaye JL, Gomis JF, Dial 

Y, et al. Effectiveness of Seasonal Malaria 

Chemoprevention in Children under Ten Years of Age 

in Senegal: A Stepped-Wedge Cluster-Randomised 

Trial. PLoS medicine 2016; 13(11). 

[14]. Hutton G, Schellenberg D, Tediosi F, Macete E, 

Kahigwa E, Sigauque B, et al. Cost-effectiveness of 

http://www.ijisrt.com/
https://cdn.who.int/media/docs/default-source/travel-and-health/9789241580472-eng-chapter-7.pdf?sfvrsn=8be7067_7
https://cdn.who.int/media/docs/default-source/travel-and-health/9789241580472-eng-chapter-7.pdf?sfvrsn=8be7067_7
https://cdn.who.int/media/docs/default-source/travel-and-health/9789241580472-eng-chapter-7.pdf?sfvrsn=8be7067_7


Volume 8, Issue 10, October – 2023                               International Journal of Innovative Science and Research Technology                                                 

                                           ISSN No:-2456-2165 

 

IJISRT23OCT526                                                               www.ijisrt.com                        247 

malaria intermittent preventive treatment in infants 

(IPTi) in Mozambique and the United Republic of 

Tanzania. Bull World Health Organ 2009; 87(2):123-

129. 

 

 

[15]. Picard J, Mills A, Greenwood B. The cost-effectiveness 

of chemoprophylaxis with Maloprim® administered by 
primary health care workers in preventing death from 

malaria amongst rural Gambian children aged less than 

five years old. Transactions of the Royal Society of 

Tropical Medicine and Hygiene 1992; 86(6):580-581. 

[16]. 16. Baba E, Hamade P, Kivumbi H, Marasciulo M, 

Maxwell K, Moroso D, et al. Effectiveness of seasonal 

malaria chemoprevention at scale in west and central 

Africa: an observational study. The Lancet 2020; 

396(10265):1829-1840. 

[17]. Pitt C, Ndiaye M, Conteh L, Sy O, Hadj Ba E, Cissé B, 

et al. Large-scale delivery of seasonal malaria 
chemoprevention to children under 10 in Senegal: an 

economic analysis. Health policy and planning 2017; 

32(9):1256-1266. 

[18]. Abotsi AK, Inkoom E, Ribaira E, Le Mentec R, Levy P, 

Lafarge H, et al. Cost effectiveness of intermittent 

preventive treatment of malaria in infants in Ghana. 

International Journal of Tropical Disease & Health 

2012. 

[19]. Bojang KA, Akor F, Conteh L, Webb E, Bittaye O, 

Conway DJ, et al. Two strategies for the delivery of 

IPTc in an area of seasonal malaria transmission in the 

Gambia: A randomised controlled trial. PLoS medicine 
2011; 8(2). 

[20]. Manzi F, Hutton G, Schellenberg J, Tanner M, Alonso 

P, Mshinda H, et al. From strategy development to 

routine implementation: The cost of Intermittent 

Preventive Treatment in Infants for malaria control. 

BMC Health Services Research 2008; 8. 

[21]. Winskill P, Walker PG, Cibulskis RE, Ghani AC. 

Prioritizing the scale-up of interventions for malaria 

control and elimination. Malaria Journal 2019; 18(1). 

[22]. Pfeil J, Borrmann S, Tozan Y. Dihydroartemisinin-

piperaquine vs. artemether-lumefantrine for first-line 
treatment of uncomplicated malaria in African children: 

a cost-effectiveness analysis. PLoS One 2014; 

9(4):e95681. 

[23]. Ross A, Maire N, Sicuri E, Smith T, Conteh L. 

Determinants of the cost-effectiveness of intermittent 

preventive treatment for malaria in infants and children. 

PLoS ONE 2011; 6(4). 

[24]. Conteh L, Patouillard E, Kweku M, Legood R, 

Greenwood B, Chandramohan D. Cost effectiveness of 

seasonal intermittent preventive treatment using 

amodiaquine & artesunate or sulphadoxine-

pyrimethamine in Ghanaian children. PLoS ONE 2010; 
5(8). 

[25]. Gilmartin C, Nonvignon J, Cairns M, Milligan P, 

Bocoum F, Winskill P, et al. Seasonal malaria 

chemoprevention in the Sahel subregion of Africa: a 

cost-effectiveness and cost-savings analysis. Lancet 

Glob Health 2021; 9(2):e199-e208. 

[26]. Nonvignon J, Aryeetey GC, Issah S, Ansah P, Malm 

KL, Ofosu W, et al. Cost-effectiveness of seasonal 

malaria chemoprevention in upper west region of 

Ghana. Malaria Journal 2016; 15(1). 

 

 

[27]. Patouillard E, Conteh L, Webster J, Kweku M, 

Chandramohan D, Greenwood B. Coverage, adherence 
and costs of intermittent preventive treatment of malaria 

in children employing different delivery strategies in 

Jasikan, Ghana. PLoS ONE 2011; 6(11). 

[28]. Alonzo González M, Menéndez C, Font F, Kahigwa E, 

Kimario J, Mshinda H, et al. Cost-effectiveness of iron 

supplementation and malaria chemoprophylaxis in the 

prevention of anaemia and malaria among Tanzanian 

infants. Bull World Health Organ 2000; 78(1):97-107. 

[29]. Phelps CE, Lakdawalla DN, Basu A, Drummond MF, 

Towse A, Danzon PM. Approaches to Aggregation and 

Decision Making-A Health Economics Approach: An 
ISPOR Special Task Force Report [5]. Value Health 

2018; 21(2):146-154. 

[30]. HAS. Guide Méthodologique : Choix méthodologiques 

pour l’évaluation économique à la HAS. In. France: 

Haute Autorité de Santé (HAS); 2011. pp. 83. 

[31]. OMS. Éradication du paludisme: avantages, scénarios 

futurs et faisabilité: rapport du Groupe consultatif 

stratégique sur l’éradication du paludisme. In: 

Organisation mondiale de la Santé; 2021. 

[32]. Noor AM, Alonso PL. The message on malaria is clear: 

progress has stalled. Lancet 2022; 399(10337):1777. 

[33]. Asaria M, Griffin S, Cookson R. Distributional Cost-
Effectiveness Analysis: A Tutorial. Med Decis Making 

2016; 36(1):8-19. 

[34]. Cookson R, Culyer AJ, Norheim OF. Principles of 

health equity. Distributional Cost-Effectiveness 

Analysis: Quantifying Health Equity Impacts and 

Trade-Offs 2020:18. 

[35]. Cookson R, Griffin S, Norheim OF, Culyer AJ. 

Designing a distributional cost-effectiveness analysis. 

Distributional Cost-Effectiveness Analysis: Quantifying 

Health Equity Impacts and Trade-Offs 2020:44. 

[36]. Phelps CE. Health Economics, Routledge. 2017. 
[37]. Husereau D, Drummond M, Petrou S, Carswell C, 

Moher D, Greenberg D, et al. Consolidated Health 

Economic Evaluation Reporting Standards (CHEERS) 

statement (BMJ). BMJ 2013; 346:f1049. 

[38]. Drummond MF, Jefferson TO. Guidelines for authors 

and peer reviewers of economic submissions to the 

BMJ. The BMJ Economic Evaluation Working Party. 

BMJ 1996; 313(7052):275-283. 

[39]. US Inflation Calculator. In. 

[40]. Evans DB, Adam T, Edejer TT, Lim SS, Cassels A, 

Evans TG. Time to reassess strategies for improving 

health in developing countries. Bmj 2005; 
331(7525):1133-1136. 

 

 

http://www.ijisrt.com/

	What to Know About the Cost-Effectiveness of Seasonal Malaria Chemoprevention in Endemic Countries: A Systematic Review
	Abstract:-
	I. INTRODUCTION
	II. METHODS
	 Data sources and search strategy
	 Selection criteria
	 Data extraction and management

	III. RESULTS
	 Overview of Results
	 Study perspective, discounting, and time horizon
	 Costs measured in the selected studies
	 Health outcomes and effectiveness outcomes considered
	 Cost-Effectiveness and Incremental Cost-Effectiveness

	IV. DISCUSSION
	V. LIMITATIONS
	VI. CONCLUSION
	 Author contributions
	 Funding
	 Conflict of interest
	REFERENCES

