Additional file 2: Description of PDMC approach
Background
Severe anaemia is a leading cause of hospital admissions in Africa and contributes substantially to paediatric morbidity and mortality. Children are at high risk of dying both during the acute phase, while they are at the hospital, but also for several months after they leave hospital. While management of malaria and severe anaemia follow well-established protocols when patients are in the hospital, systematic follow-up management has not been established for the post discharge period.
WHO recommendation
On 3 June 2022, the WHO published its consolidated guidelines for malaria chemoprevention and elimination. They issued a recommendation in favor of post-discharge malaria chemoprevention (PDMC). They stated that “this is a strategy aimed at preventing malaria among children with severe anaemia living in areas of moderate-to-high trans-mission after they are discharged from a hospital, when they are at high risk of re-admission or death. Through PDMC, children are given a full antimalarial treatment course at regular intervals.”
The intervention
The main objective of PDMC is to routinely prevent malaria by giving antimalarial drugs to children hospitalized for severe anaemia. The PDMC intervention consists in the administration of an oral antimalarial drugs on a monthly basis during the first 3 to 6 months after discharge from hospital. If the cause of severe anaemia was malaria, patients first receive the standard of care to treat malaria (injectable artesunate in cases of severe malaria, followed by a course of oral ACT), and then continue with PDMC.
Efficacy
Efficacy of PDMC has been demonstrated in three clinical trials performed in the Gambia, Malawi, Kenya and Uganda using either: Sulfadoxine-pyrimethamine (SP), artemether-lumefantrine (AL), or dihydroartemisinin-piperaquine (DHA-PQ). The key findings from these clinical trials were as follows:
· PDMC is associated with a 77% reduction in all-cause mortality and 58% reduction in all-cause readmissions.
· The protective effect is restricted to the intervention period.
· The effect of DHA-PQ and AL is highly malaria specific. There was no effect on non-malarial outcomes with DHA-PQ, and the intervention was most effective in patients who presented with malaria on admission (severe malarial anaemia).
· Monthly SP may also provide benefits on non-malaria morbidity & growth.
· All regimens were well tolerated.
· Piperaquine associated QT prolongation was not a limiting factor (no events >480ms).
Implementation
From an implementation point of view, a cluster randomized trial performed in Malawi showed that community-based delivery of DHA-PQ for PDMC in children recovering from severe anaemia resulted in higher adherence compared to facility-based methods. These findings confirmed previous qualitative research conducted in Malawi that showed that PDMC given to children under the age of 5 previously treated for severe anaemia is highly accepted among caregivers. Caregivers prefer community-based delivery with use of health cards as their primary tool of reference.
Cost effectiveness
A cost-effectiveness analysis of community-based and facility-based PDMC, com-pared to the standard of care (artemether-lumefantrine at discharge) conducted in Malawi, Kenya and Uganda showed that:
· PDMC is an affordable intervention with high potential to reduce costly hospital re-admissions and death.
· PDMC has 94% probability of being cost saving. It is less costly and more effective at increasing health-adjusted life expectancy than the current standard of care.
· Provision of PDMC at discharge is less costly for providers and households and more effective than facility-based delivery.
· Results are consistent in all three countries, confirmed in sensitivity analyses.

