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Abstract: Background: Limited data on malaria morbidity among African adults exposed since
birth to intense malaria transmission are available. This study aimed to investigate malaria morbidity
determinants among adults living in Dielmo village, Senegal, where a longitudinal epidemiological
study was carried out over an 18-year period before the introduction of insecticide-treated nets.
Methods: Between July 1990 and June 2008, a longitudinal study was carried out in Dielmo, a
Senegalese village, among adults aged at least 15 years to evaluate determinants of P. falciparum
clinical malaria attacks. Malaria diagnosis was confirmed by thick blood smear. Data were analyzed
using a random-effect negative binomial regression. Results: Of a total of 12,253 person-trimester
observations, 768 P. falciparum uncomplicated clinical malaria attacks and a series of biological and
epidemiological parameters were analyzed. Being aged 30 years or more, the combination therapy
treatment period, and being born in the village of Dielmo were significantly associated with a lower risk
of clinical malaria, while the third trimester of the year (rainy season) and the condition of pregnancy
were significantly associated with an increased risk of clinical malaria. None of the biological
parameters investigated were associated with the occurrence of malaria attacks. Conclusion: This
study provides longitudinal data on malaria among adults exposed to intense perennial transmission.
It shows that the incidence of the disease among adults first decreased rapidly and then progressively
with age during the different treatment policy periods, with pregnancy as the only individual major
factor of increased risk of clinical malaria among those investigated in our study.
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1. Introduction

Although detailed studies on malaria among West African adults carried out in the 1950s [1] and
1960s [2] demonstrated that clinical malaria could occur in adults exposed since birth to high levels of
malaria transmission, research on malaria in Africa in the following decades focused on children and
pregnant women since the malaria burden was essentially concentrated in these populations [3]. As
a result, limited epidemiological data are available on malaria among adults from West African rural
communities and its determinants.

Since 1990, a longitudinal study has been carried out in Dielmo, a malaria endemic village
of Senegal [4]. The inhabitants of Dielmo were monitored daily for fever. Our database, which
contains much historical information about malaria episodes that occurred in this population as well as
parasitological, biological, and demographic data, allowed a retrospective analysis. This study aimed
to investigate the determinant factors of clinical malaria in adults from the beginning of the Dielmo
project in July 1990 until June 2008 when long-lasting-insecticide-treated nets were introduced in this
village and other villages of the area.

2. Methods

2.1. Village of Dielmo

The study site, Dielmo, and the procedures of parasitological, entomological, and epidemiological
surveillance were described elsewhere [4,5]. In brief, Dielmo is a Senegalese village where malaria is
endemic. The village is situated in a Sudanian savanna region of central Senegal at 280 km southeast
of Dakar. The presence of the Nema river allows the breeding sites of Anopheles throughout the
year [4]. Malaria transmission is intense and perennial with 255.1 and 232.3 infected bites per person
per year in 1991 and 2007, respectively [6]. Most inhabitants of Dielmo are farmers.

2.2. Participants and procedure

Between July 1990 and June 2008, a longitudinal study was carried out in Dielmo, among adults
aged 15 years and over, to evaluate determinants of P. falciparum clinical malaria attacks. Passive
and active surveillance efforts, including monitoring of the presence of inhabitants of Dielmo, were
conducted daily. To assess malaria incidence, thick blood smears were performed for all cases
of fever detected at the health center of the project or at the morning visit performed at home by
our team. Thick smears were examined on 200 oil-immersion fields for malaria parasites. The
parasite leukocyte ratio was measured for P. falciparum. Episodes of fever were attributed to
malaria when the parasite density of P. falciparum was higher than an age-dependent threshold [7].
During the study period, malaria attacks were treated from July 1990 to December 1994 with oral
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quinine; from January 1995 to October 2003 with chloroquine; from November 2003 to May 2006
with Amodiaquine plus Sulphadoxine-pyrimethamine (SP), and from June 2006 to June 2008 with
Amodiaquine plus Artesunate, an artemisinin-based combination therapy (ACT). However, for adults
who were permanently resident in Dielmo, clinical malaria attacks lasted only a few hours [8]; thus, in
most case, only symptomatic treatment was given to reduce selection for drug-resistance in malaria
parasites [5].

At the beginning of the project, blood was collected from inhabitants in order to perform ABO
group tests and rhesus- and hemoglobin-type tests. Information about sex, age, period of treatment,
being resident of Dielmo, being born in Dielmo, attending French school, attending Koranic School,
literacy (attending French or Koranic school), and pregnancy were available for each individual
included in the project in 4D software version 2004.5.

The presence or absence in the village of each enrolled individual was monitored daily. Adults
were considered to be resident of Dielmo if they had spent at least 75% of time in the area since their
inclusion in the project. They were considered to be quarterly resident if they had spent at least 75%
of time in the quarter at Dielmo. All adults aged 15 years old and over who were inhabitants of Dielmo
were included in this study. The malaria clinical attack incidence rate was calculated as the ratio of
the number of clinical malaria attacks recorded, divided by the number of person-days of follow-up
during a given period. The mean yearly incidence rates were derived from the daily incidence rates
based on 365.25 days per year.

To assess malaria prevalence each year, cross-sectional surveys were conducted quarterly, with
two surveys during the dry season and two in the rainy season. Thick smears were performed in all
individuals enrolled in the Dielmo project who were present in the village during the survey.

To assess the malaria transmission, the entomological inoculation rate (EIR) was calculated
based on mosquito collection by human landing catch (HLC). Every month, two households were
used to trap mosquitoes over three consecutive nights by HLC. These two households, 200 m apart,
have been mosquito collection sites since the beginning of the Dielmo project in 1990 and remained
unchanged throughout the course of the study. In each collection site, the HLCmethod was performed
inside and outside the houses to assess malaria transmission. The Dielmo health center provided
medical surveillance for all collectors, as for the other members of the community. The EIR per number
of infective bites/person/night was then assessed from the monthly values for human bite rates (i.e.,
the number of landing mosquitoes per person) and the proportion of infected mosquitoes.

Written informed consent was obtained from all participants. The study was approved by the
Ministry of Health of Senegal and the assembly of the Dielmo population.

2.3. Care of pregnant women

In July 2003, the intermittent preventive treatment (IPT) for pregnant womenwas implemented officially
at the national level in Senegal. The implementation of this treatment was effective in the Néma-Nding
health post near Dielmo and coincided with the implementation of combination therapy in Dielmo.
Pregnant women were sensitized to take part to the IPT program by a midwife living in Dielmo who
was recruited for the project.

2.4. Outcome and independent variables definition

Our analysis is based on person-trimester observations: adults who had at least one clinical malaria
attack during the quarter were compared to those who did not have clinical malaria in the same quarter.
Malaria cases were counted separately for the same individual if they occurred fifteen days apart or
more. Our outcome variable was the number of malaria attacks per adult per quarter.

Explanatory variables such as the type of hemoglobin, ABO blood group, rhesus group, sex,
age group (15–29; 30–44; 45–59; and 60 years old and over), period of treatment, being quarterly
or permanently resident in Dielmo, being born in Dielmo, attending French school, attending Koranic
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school, literacy (attending French and or Koranic school), quarter of the year, and pregnancy were
analyzed separately for an association with the occurrence of malaria clinical risk. Then, variables
with p < 0.2 in bivariate analysis were integrated in a random-effect negative binomial regression
model to take into account the interdependence of successive observations in the same individuals.
Step-wise elimination of variables was performed based on the AIC (Akaike information criterion) in
the model. To evaluate the effect of the IPT program, we separately analyzed women observations
during the study period, before and after the IPT implementation. Analyses were performed using
Stata Software, version 11.0 (College Station, TX, USA). The significance level was fixed at p < 0.05.

3. Results

3.1. Description of participants and clinical malaria attacks

A total of 12,253 persons-trimester observations of 405 adults aged at least 15 years were analyzed,
with 768 (6.3%) clinical malaria cases and 11,485 observations of no clinical malaria cases. The mean
number of malaria attacks per adult per quarter during oral quinine or chloroquine periods was 0.09
[0.08–0.09] (maximum = four attacks per adult per quarter), while during the combination treatment
period (Amodiaquine plus SP or Amodiaquine plus Artesunate periods), the mean number of malaria
attacks was 0.04 [0.03–0.05] (maximum = two attacks per adult per quarter). All triple and quadruple
attacks during a quarter among the same person occurred before the implementation of combination
therapy. The sex ratio among the person-trimester observations was 0.99 (6094/6159). Only 10.6% of
the observations (n = 1296) were related to adults who had attended French school and 55.1% of the
observations (n = 6747) were from those who had attended Koranic school. Adults who were born in
Dielmo represented 74.0% of the observations (n = 9065). Among the observations recorded, 74.3%
(n = 9109) were from Dielmo adults who were permanently resident during the whole study period,
showing a relatively stable population. The O group was the most represented over the observations
with 40.8% (n = 5003), followed by the A group (28.6%), the B group (23.2%), and the AB group
(4.7%). The HBs and HBc hemoglobin types represented, respectively, 9.4% (n = 1149) and 1.0%
(n = 117), whereas the HBa type represented 88.3% (10,818) of the observations. Regarding the age
group, 45.3% of the observations (n = 5550) concerned adults aged 15–29 years and 26.4% (n = 3238)
were from adults aged 30–44 years. Adults aged 45-59 years represented 16.4% (n = 2008) of the
observations whereas those aged at least 60 years represented 11.9% (n = 1457) of the observations.
Almost all quarters of the years had approximately the same number of observations (first quarter:
25.6%; second quarter: 25.4%; third quarter: 24.2%; and fourth quarter: 24.8%). Table 1 describes
individual characteristics among the whole study population and according to the presence of clinical
malaria attacks. There were 622 observations among pregnant womenwith 94 clinical malaria attacks.

3.2. Incidence of clinical malaria attacks during the study period

According to the treatment periods, the incidence density of clinical malaria attacks varied significantly
during the study period, with the highest levels during the chloroquine and oral quinine treatment
periods, with 0.42 and 0.38 attacks per person per year, respectively, and the lowest levels during
Amodiaquine plus SP and ACTs treatment periods, with 0.19 and 0.21 attacks per person year,
respectively. According to age group, the incidence density was 0.53, 0.32, 0.22, and 0.15 attacks per
person per year among adults aged 15–29, 30–44, 45–59, and 60 years old, respectively, during the
treatment period of oral quinine, whereas it was 0.21, 0.29, 0.11, and 0.08 attacks per person per year
among adults aged 15–29, 30–44, 45–59, and 60 years old, respectively, during the Amodiaquine
plus SP treatment period. Figure 1 shows malaria incidence among the age groups according to the
treatment period. For each treatment period, it decreased with age, except for the Amodiaquine plus
SP treatment period.
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Table 1: Socio-demographic, biological, and other characteristics among adults according to the presence of clinical malaria attacks (n = 12,253).

Number of
Observations
(n = 12,253)

n (%)

Malaria Cases

Characteristics Subcategory No (n = 11,485)
n (%)

Yes (n = 768)
n (%)

Socio-demographic
characteristics

Sex
Male 6094 (49.7) 5708 (49.7) 386 (50.3)
Female 6159 (50.3) 5777 (50.3) 382 (49.7)

Age group
15–29 years old 5550 (45.3) 5129 (44.7) 421 (54.8)
30–44 years old 3238 (26.4) 3008 (26.2) 230 (29.9)
45–59 years old 2008 (16.4) 1927 (16.8) 81 (10.5)

60 years old and over 1457 (11.9) 1421 (12.4) 36 (4.7)
French School

No 10,863 (88.7) 10255 (89.3) 608 (79.2)
Yes 1296 (10.6) 1141 (9.9) 155 (20.2)

Koranic school
No 4822 (39.4) 4557 (39.7) 265 (34.5)
Yes 6747 (55.1) 6331 (55.1) 416 (54.2)

Literacy
No 4735 (38.6) 4476 (39.0) 259 (33.7)
Yes 7432 (60.7) 6927 (60.3) 505 (65.8)

Resident/quarter
No (<75% of time spent) 2727 (22.3) 2613 (22.8) 114 (14.8)
Yes (ě75% of time spent) 9526 (77.7) 8872 (77.2) 654 (85.2)

Resident all the
study

No (<75% of time spent) 3144 (25.7) 2936 (25.6) 215 (28.0)
Yes (ě75% of time spent) 9109 (74.3) 8556 (74.4) 553 (72.0)

Being born in
Dielmo

No 3162 (25.8) 2852 (24.8) 310 (40.4)
Yes 9065 (74.0) 8609 (75.0) 456 (59.4)

Pregnancy
No 5537 (89.9) 5249 (90.9) 288 (75.4)
Yes 622 (10.1) 528 (9.1) 94 (24.6)

not concerned 6094
Biological characteristics

HB type
AA 10,818 (88.3) 10,153 (88.4) 665 (86.6)
AS 1149 (9.4) 1074 (9.4) 75 (9.8)
AC 117 (1.0) 114 (1.0) 3 (0.4)

ABO Group
O 5003 (40.8) 4668 (40.6) 335 (43.6)
A 3505 (28.6) 3278 (28.5) 227 (29.6)
B 2871 (23.4) 2730 (23.8) 141 (18.4)
AB 577 (4.7) 541 (4.7) 36 (4.7)

Rhesus group
+ 11,071 (90.4) 10,378 (90.4) 693 (90.2)
- 885 (7.2) 839 (7.3) 46 (6.0)
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Table 1: Cont.

Number of
Observations
(n = 12,253)

n (%)

Malaria Cases

Characteristics Subcategory No (n = 11,485)
n (%)

Yes (n = 768)
n (%)

Other characteristics
Treatment period

Oral quinine 2535 (20.7) 2356 (20.5) 179 (23.3)
Chloroquine 5983 (48.8) 5539 (48.2) 444 (57.8)

Amodiaquine + SP 1977 (16.1) 1899 (16.5) 78 (10.2)
ACTs 1758 (14.3) 1691 (14.7) 67 (8.7)

Quarter of the year
First quarter of the year 3137 (25.6) 2974 (25.9) 163 (21.2)

Second quarter of the year 3115 (25.4) 2950 (25.7) 165 (21.5)
Third quarter of the year 2968 (24.2) 2721 (23.7) 247 (32.2)
Fourth quarter of the year 3033 (24.8) 2840 (24.7) 193 (25.1)

Figure 1: Malaria incidence among adults by age group according to different treatment periods in Dielmo.

3.3. Factors associated with the risk of having malaria clinical attacks

In the bivariate analyses, malaria decreased significantly among the age group 30 years and over
when compared with adults aged 15-29 years (OR 95% CI= 0.70 [0.56–0.87], p = 0.002; OR 95%
CI = 0.42 [0.29–0.595], p < 0.001; and OR 95% CI = 0.25 [0.15–0.41], p < 0.001 for age groups
30–44 years, 45–59 years, and 60 years and over, respectively). Similarly, the treatment periods
based on chloroquine and on bi-therapy compared with the treatment based on oral quinine (OR
95% CI = 0.78 [0.65–0.94], p = 0.008; 0.35 [0.26–0.46], p < 0.001; and 0.31 [0.23–0.42], p < 0.001,
respectively, for chloroquine, Amodiaquine plus SP, and ACTs) and being born in Dielmo (OR 95%
CI = 0.37 [0.27–0.50]; p < 0.001) were associated significantly with a decreased risk of clinical
malaria. A contrario, being quarterly resident of Dielmo (OR 95% CI =2.41 [1.95–2.97], p < 0.001)
was significantly associated with increased malaria risk. Similarly, attending French school (OR 95%
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CI = 2.42 [1.62–3.63], p < 0.001) and the third and fourth trimester of the year (OR 95% CI = 1.64
[1.36–1.99], p < 0.001 and OR 95% CI = 1.25 [1.02–1.53], p = 0.03) were significantly associated with
an increased risk of malaria attacks. The variables such as the type of hemoglobin, sex, rhesus group,
being resident throughout the study, attending Koranic school, and blood group were not significantly
associated with the occurrence of clinical malaria attacks. Table 2 shows the results of bivariate and
multivariate analysis.

Table 2: Random-effect negative binomial regression models exploring factors associated with clinical malaria cases among adults (n = 12,253).

Univariate Analysis Multivariate Analysis

Characteristics Subcategory OR (95% CI) p-Value OR (95% CI) p-Value

Socio-demographic
characteristics

Sex
Male 1
Female 0.92 (0.67–1.26) 0.59

Age group
15–29 years old 1 1
30–44 years old 0.70 (0.56–0.87) 0.002 0.78 (0.62–0.98) 0.033
45–59 years old 0.42 (0.29–0.59) <0.001 0.51 (0.36–0.74) <0.001

60 years old and over 0.25 (0.15–0.41) <0.001 0.34 (0.20–0.58) <0.001
French School

No 1 1
Yes 2.42 (1.62–3.63) <0.001 1.47 (0.94–2.30) 0.09

Koranic school
No 1
Yes 1.14 (0.83–1.58) 0.419

Literacy
No 1
Yes 1.30 (0.94–1.80) 0.118

Resident/quarter
No (<75% of time spent) 1 1
Yes ( ě75% of time spent) 2.41 (1.95–2.97) <0.001 2.67 (2.13–3.34) <0.001

Resident all the
study

No (<75% of time spent) 1
Yes (ě75% of time spent) 1.12 (0.80–1.57) 0.52

Being born in
Dielmo

No 1 1
Yes 0.37 (0.27–0.50) <0.001 0.43 (0.30–0.61) <0.001

Biological characteristics
HB type

AA 1
AS 1.11 (0.66–1.86) 0.705
AC 0.28 (0.04–1.74) 0.170

ABO Group
O 1 1
A 1.09 (0.74–1.60) 0.656 1.19 (0.83–1.70) 0.341
B 0.74 (0.48–1.12) 0.149 0.79 (0.54–1.18) 0.248
AB 0.89 (0.43–1.83) 0.741 1.10 (0.56–2.17) 0.786

Rhesus group
+ 1
- 0.64 (0.35–1.19) 0.162



Afr. J. Parasitol. Mycol. Entomol., 2024, 2(1): 10 8

Table 2: Cont.

Univariate Analysis Multivariate Analysis

Characteristics Subcategory OR (95% CI) p-Value OR (95% CI) p-Value

Other characteristics
Treatment
period

Oral quinine 1 1
Chloroquine 0.78 (0.65–0.94) 0.008 0.90 (0.75–1.09) 0.295

Amodiaquine + SP 0.35 (0.26–0.46) <0.001 0.42 (0.31–0.56) <0.001
ACTs 0.31 (0.23–0.42) <0.001 0.42 (0.30–0.57) <0.001

Quarter of the
year

First quarter of the year 1 1
Second quarter of the

year 1.00 (0.82–1.24) 0.968 0.97 (0.79–1.19) 0.761

Third quarter of the year 1.64 (1.36–1.99) <0.001 1.52 (1.26–1.84) <0.001
Fourth quarter of the year 1.25 (1.02–1.53) 0.03 1.18 (0.97–1.44) 0.104

In the final multivariate model, adjusted on all covariates, the age group ě 30 years old remained
protective against malaria (OR 95% CI = 0.78 [0.62–0.98], p = 0.033 for age group 30–44 years;
OR 95% CI = 0.51 [0.36–0.74], p < 0.001 for age group 45–59 years; and OR 95% CI = 0.34
[0.20–0.58], p < 0.001 for age group 60 years and over). Similarly, treatments based on bi-therapy
were protective against malaria (OR 95% CI = 0.42 [0.31–0.56], p < 0.001 and 0.42 [0.30–0.57],
p < 0.001 for Amodiaquine plus SP and ACTs treatment periods, respectively). Being born in Dielmo
remained protective against malaria (OR 95%CI = 0.43 [0.30–0.61]). The third quarter of the year (OR
95% CI = 1.52 [1.26–1.84], p < 0.001) and being quarterly resident (OR 95% CI = 2.67 [2.13–3.34],
p < 0.001) significantly increased malaria risk.

3.4. Factors associated with the occurrence of malaria clinical attacks among women

In bivariate analyses, pregnancy was significantly associated with an increased risk of having clinical
malaria (OR 95% CI = 2.28 [1.78–2.91]; p < 0.001). The third quarter of the year (OR 95% CI = 1.59
[1.22–2.08], p = 0.001) and being quarterly resident (OR 95% CI = 2.48 [1.75–3.51], p < 0.001) remained
malaria risk factors as for the whole study population. Women aged 30 years and more were protected
against malaria compared with those aged 15–29 years (OR 95% CI = 0.72 [0.53–0.98], p = 0.035 for
age group 30–44 years; OR 95% CI = 0.44 [0.28–0.71], p = 0.001 for age group 45–59 years; and OR
95% CI = 0.24 [0.13–0.46], p < 0.001 for those aged 60 years and over). The variable being born in
Dielmo was also protective against malaria (OR 95% CI = 0.35 [0.23–0.54], p = 0.001). The IPT period
was associated with a decreased in malaria cases (OR 95%CI = 0.46 [0.36–0.60], p < 0.001).

In the final multivariate analysis, IPT was not significantly associated with a decrease in malaria
(OR 95% CI = 1.21 [0.66–2.23], p = 0.543). Pregnancy remained significantly associated with an
increased risk of having malaria (OR 95% CI = 1.85 [1.46–2.34], p < 0.001) after adjusting with the
third trimester of the year, the treatment periods, the age group, being born in Dielmo, and being
quarterly resident. Table 3 shows results of bivariate and multivariate analyses among women.

3.5. Malaria prevalence and transmission

The global prevalence of malaria was 41%, 27%, 28%, and 20% during oral quinine, chloroquine,
Amodiaquine plus SP, and ACTs treatment periods, respectively. According to age group, the malaria
prevalence was the highest among young adults aged 15-29 years, regardless the period of treatment
(p < 0.005). It was approximately the same in the other age group for each period of treatment
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(Figure 2). No significant difference was observed in malaria prevalence during chloroquine and
Amodiaquine plus SP treatment periods (p = 0.27) and during bi-therapy treatment (Amodiaquine
plus SP and ACTs) (p = 0.05). Malaria transmission was the highest during the chloroquine treatment
period with an EIR of 336 infected bites per person per year and the lowest during ACTs treatment
period with an EIR of 150 infected bites per person per year (Figure 2).

Table 3: Random-effect negative binomial regression models exploring factors associated with clinical malaria cases among women (n = 6159).

Univariate Analysis Multivariate Analysis

Characteristics Subcategory OR (95% CI) p-Value OR (95% CI) p-Value

Socio-demographic
characteristics
Age group

15–29 years old 1 1
30–44 years old 0.72 (0.53–0.98) 0.035 0.86 (0.63–1.18) 0.339
45–59 years old 0.44 (0.28–0.71) 0.001 0.64 (0.39–1.06) 0.078

60 years old and over 0.24 (0.13–0.46) <0.001 0.40 (0.20–0.79) 0.008
Resident/quarter

No (<75% of time spent) 1 1
Yes (75%–100% of time

spent) 2.48 (1.75–3.51) <0.001 2.97 (2.06–4.29) <0.001

Resident all the
study

No (<75% of time spent) 1
Yes (75%–100% of time

spent) 1.15 (0.71–1.86) 0.572

Being born in
Dielmo

No 1 1
Yes 0.35 (0.23–0.54) <0.001 0.46 (0.29–0.72) 0.001

Pregnancy
No 1 1
Yes 2.28 (1.78–2.91) <0.001 1.85 (1.46–2.34) <0.001

Koranic school
No 1
Yes 1.13 (0.70–1.83) 0.610

French School
No 1 1
Yes 2.24 (1.22–4.12) 0.009 1.46 (0.79–2.70) 0.232

Biological characteristics
HB type

AA 1
AS 1.40 (0.68–2.89) 0.359
AC – 1

ABO Group
O 1 1
A 1.18 (0.69–2.03) 0.540 1.15 (0.71–1.88) 0.563
B 0.67 (0.36–1.23) 0.194 0.67 (0.37–1.19) 0.172
AB 0.88 (0.32–2.41) 0.806 1.17 (0.46–2.96) 0.741

Rhesus group
+ 1
- 0.742(0.27–1.26) 0.512
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Table 3: Cont.

Univariate Analysis Multivariate Analysis

Characteristics Subcategory OR (95% CI) p-Value OR (95% CI) p-Value

Other characteristics
Treatment
period

Oral quinine 1 1
Chloroquine 0.71 (0.55–0.93) 0.011 0.74 (0.57–0.97) 0.028

Amodiaquine + SP 0.33 (0.23–0.49) <0.001 0.29 (0.14–0.60) 0.001
ACTs 0.29 (0.19–0.44) <0.001 0.28 (0.14–0.59) 0.001

IPT period
No 1 1
Yes 0.46 (0.36–0.60) <0.001 1.21 (0.66–2.23) 0.543

Quarter of the
year

First quarter of the year 1 1
Second quarter of

the year 0.90 (0.67–1.21) 0.939 0.87 (0.65–1.16) 0.341

third quarter of the year 1.59 (1.22–2.08) 0.001 1.42 (1.09–1.84) 0.01
fourth quarter of the year 1.21 (0.92–1.60) 0.179 1.09 (0.83–1.44) 0.539

Figure 2: Malaria prevalence among adults by age group and malaria transmission according to different periods of treatment in Dielmo.

4. Discussion

Our study identified six factors that significantly affected malaria morbidity in adults of Dielmo. Age 30
years and more, bi-therapy treatment, and being born in Dielmo were protective factors against clinical
malaria attacks, while the third quarter of the year (July–September, i.e., the rainy season), pregnancy,
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and being quarterly resident of Dielmo significantly increased malaria risk. Regarding age, it is well
known that inmalaria endemic areas, age influencesmalaria incidence [4,9–13]. However, limited data
are available about trends in the incidence of malaria attacks with age during adulthood. The trend in
malaria episodes has shown that although adults are known to be more protected against malaria than
children due to natural antimalarial immunity, young adults aged 15–29 years old are more vulnerable
than older adults. Malaria prevalence showed the same trend, with higher asymptomatic carriage
among young adults than among older adults regardless of the period of treatment. This observation
is due to the acquisition of natural immunity against Plasmodium in malaria endemic areas, which is
progressive and increases with age [11,14].

In our study, there was a significant association between place of birth and malaria incidence.
Adults who were born in Dielmo suffered less attacks than others. Dielmo is a highly endemic area
with perennial malaria transmission, contrary to most other areas of Senegal where transmission is
lower and seasonal; this probably explains why inhabitants who were born in Dielmo acquired a better
immunity against malaria than those who resided for part of their life in other areas of Senegal.

Treatments based on bi-therapy significantly decreased the risk of malaria, as seen in a previous
study in Dielmo [5]. Using bi-therapy as a first-line treatment against malaria was associated with
a more than half decrease in the occurrence of malaria clinical attacks. Many studies showed the
efficacy of ACTs when used for malaria treatment [15–18]. Our study also showed this efficacy. In
addition, the superiority of SP plus Amodiaquine compared with chloroquine or oral quinine was also
highlighted in our study. Similarly to other studies [15,19,20], these results suggest that associating
two drugs is more effective than using a single drug for the treatment of clinical malaria attacks.

Although transmission occurred all year round in Dielmo, the third quarter of the year was the
period of higher risk of malaria. This result could be explained by the rainy season, which coincided
with the third quarter where anophelines were the most abundant. Parasite genetic diversity was also
probably higher, due to the probable occasional introduction in Dielmo of malaria parasites from areas
with seasonal transmission.

There was no significant association of having attended French school during childhood with
malaria risk in the multivariate analysis. In another study, higher level education was seen to be
protective against malaria [21]. In the context of Dielmo, attending school usually means primary
school, rarely secondary school, so they were low-literate. Some studies showed no association
between education level and malaria [22,23].

In our study, blood group and hemoglobin type were not significantly associated with clinical
malaria. Some studies about ABO group and hemoglobin type reported that the O group and HbAS
protected against severe malaria while A, B, or AB were risk factors of severe malaria [24,25]. The O
group was shown to be associated with uncomplicated malaria risk in some studies [26–29], but most
studies showed no association between uncomplicated malaria and ABO groups [30–32].

Pregnancy is well known to be associated with increased malaria risk [33–36] and our study
confirmed this observation. Although, pregnant women of Dielmo were enrolled in the IPT program,
they had more risk of clinical malaria than other women. In Dielmo, IPT was introduced in 2003
and its coverage reached more than 80% of pregnant women (data not shown). Our results could not
distinguish the effect of the IPT program, possibly because it was introduced simultaneously in Dielmo
with bi-therapy treatment. When the two variables are used in the multivariate model, bi-therapy is
protective against malaria whereas IPT is not significantly associated with decreasing malaria. A
limitation for the assessment of the impact of IPT among pregnant women in Dielmo is the lack of
information about those who have correctly observed this treatment. The efficacy of IPT to reduce
malaria among pregnant women was documented in many studies [37–40].

Our results have shown that being quarterly resident of Dielmo increased malaria risk. The
explanation behind this observation is that adults rarely left the village and spent little time out of
Dielmo, so adults who were suffering from malaria were those who spent more time in the village.
This variable was used to adjust our models.
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Since only limited longitudinal data were available, our long-term study contributes to better
knowledge of clinical malaria in adults exposed to intense perennial transmission.

5. Conclusion

This study provides longitudinal data on malaria among adults exposed to intense perennial
transmission. It shows that the incidence of the disease among adults first decreased rapidly and
then progressively with age during the different treatment policy periods, with pregnancy as the only
individual major factor of increased risk of clinical malaria among those investigated in our study.
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