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ABSTRACT 

Malaria remains a leading cause of childhood mortality in sub-Saharan Africa, with Plasmodium falciparum 
responsible for over 400,000 deaths annually, predominantly in children under five years of age. This review 
evaluated the long-term efficacy and protection dynamics of the RTS, S/AS01 vaccine in pediatric populations across 
endemic regions of sub-Saharan Africa. A comprehensive literature search was conducted using PubMed, Embase, 
and Cochrane databases from 2011 to 2024, focusing on Phase III clinical trials, post-implementation surveillance 
studies, and immunological assessments of RTS, S vaccine performance. Analysis of pivotal clinical trial data and 
real-world implementation studies demonstrated that RTS, S provides modest but significant protection against 
clinical malaria in children aged 5-17 months, with vaccine efficacy ranging from 36-50% in the first-year post-
vaccination, declining to 16-26% by year four. Long-term follow-up studies revealed substantial waning of protective 
immunity, with antibody titers against the circumsporozoite protein declining rapidly within 12-18 months of 
vaccination. Post-marketing surveillance from Ghana, Kenya, and Malawi indicated real-world effectiveness of 13-
22% against severe malaria hospitalizations, with optimal protection observed when RTS, S is combined with 
insecticide-treated nets and seasonal chemoprevention. The vaccine demonstrated acceptable safety profiles but 
requires strategic deployment in high-transmission settings to maximize population-level impact. RTS, S represents 
a significant advancement in malaria prevention but exhibits limited long-term protective immunity necessitating 
improved second-generation vaccines. 
Keywords: RTS, S vaccine, malaria prevention, Plasmodium falciparum, pediatric immunization, circumsporozoite 
protein 

 
INTRODUCTION 

Malaria continues to impose a devastating burden on global public health, with an estimated 241 million cases and 
627,000 deaths reported in 2020 [1–3]. Sub-Saharan Africa bears a disproportionate burden, accounting for 
approximately 95% of malaria deaths, with children under five years of age representing 80% of fatalities in this 
region [1,4]. Plasmodium falciparum, the most virulent malaria parasite species, demonstrates particular lethality 
in pediatric populations due to incomplete acquired immunity and rapid disease progression [5]. The economic 
impact extends beyond healthcare costs, with malaria-endemic countries experiencing reduced gross domestic 
product growth rates of 1% annually compared to malaria-free regions [6]. Traditional control measures including 
insecticide-treated nets, indoor residual spraying, and artemisinin-based combination therapies have achieved 
substantial reductions in malaria incidence since 2000 [7,8]. However, progress has stagnated since 2015, with 
emerging insecticide resistance, antimalarial drug resistance, and persistent transmission in high-burden countries 
highlighting the urgent need for additional interventions [9,10]. The development of effective malaria vaccines 
represents a critical component of integrated control strategies, with the potential to provide sustained protection 
in vulnerable populations where existing interventions demonstrate limited effectiveness [11]. The RTS, S/AS01 
vaccine, developed through a collaboration between GlaxoSmithKline and the PATH Malaria Vaccine Initiative, 
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became the first WHO-prequalified malaria vaccine in 2015, marking a historic milestone in malaria prevention 
efforts [12,13]. The objective of this review is to critically assess the long-term efficacy and protective immunity of 
RTS, S vaccination in sub-Saharan African children based on clinical trial data and real-world implementation 
evidence. 

Methodology 
A comprehensive literature search was conducted using PubMed/MEDLINE, Embase, and Cochrane Library 
databases from January 2011 through December 2024. Search terms included combinations of "RTS, S", "malaria 
vaccine", "circumsporozoite protein", "Plasmodium falciparum", "pediatric", "sub-Saharan Africa", "vaccine 
efficacy", and "long-term protection". Inclusion criteria encompassed peer-reviewed articles reporting clinical trial 
data, observational studies, immunological assessments, and systematic reviews related to RTS, S vaccine 
performance in African children. Exclusion criteria included non-English publications, case reports, and studies 
focusing exclusively on adult populations or non-African settings. Evidence synthesis prioritized randomized 
controlled trials and large observational studies while incorporating mechanistic research to explain clinical 
findings. Quality assessment followed GRADE criteria for intervention studies and Newcastle-Ottawa Scale for 
observational research. 
Molecular and Biochemical Basis of RTS, S Vaccine Design 
The RTS, S vaccine represents an innovative approach to malaria prevention through targeting the pre-erythrocytic 
stage of Plasmodium falciparum infection [14]. The vaccine's design centers on the circumsporozoite protein (CSP), 
the most abundant surface protein expressed on sporozoites during the infectious stage transmitted by Anopheles 
mosquitoes [15]. CSP plays crucial roles in sporozoite motility, hepatocyte invasion, and immune evasion, making 
it an attractive target for vaccine-induced immunity [16]. 
The molecular structure of RTS, S consists of a hybrid protein comprising the central repeat region and C-terminal 
domain of P. falciparum CSP fused with hepatitis B surface antigen (HBsAg) [17]. The central repeat region 
contains the immunodominant NANP (asparagine-alanine-asparagine-proline) epitope, present in 19 tandem copies 
in the vaccine construct [18]. This tetrapeptide repeat serves as the primary target for neutralizing antibodies that 
can block sporozoite invasion of hepatocytes [19]. The C-terminal region includes T-cell epitopes that stimulate 
both CD4+ and CD8+ cellular immune responses essential for eliminating infected hepatocytes [20]. 
The vaccine is formulated with the AS01 adjuvant system, a liposome-based formulation containing 3-O-desacyl-4'-
monophosphoryl lipid A (MPL) and QS-21 saponin [21]. MPL activates Toll-like receptor 4 signaling pathways, 
promoting dendritic cell maturation and inflammatory cytokine production [22]. QS-21 enhances antigen 
presentation and stimulates both humoral and cellular immune responses through mechanisms involving 
cholesterol-dependent membrane disruption and enhanced antigen uptake by antigen-presenting cells [23]. 
Immunological studies demonstrate that RTS, S vaccination induces both antibody-mediated and cellular immune 
responses [24]. Anti-CSP antibodies exhibit complement-fixing properties and demonstrate sporozoite 
neutralization capacity in vitro [25]. However, the magnitude and durability of antibody responses show substantial 
inter-individual variation, with peak titers typically observed 1-2 months post-vaccination followed by progressive 
decline [26]. CD4+ T-cell responses predominantly involve Th1 polarization with interferon-gamma and 
interleukin-2 production, while CD8+ T-cell responses target CSP-derived epitopes presented on MHC class I 
molecules [27]. 
The biochemical basis for protection involves multiple effector mechanisms operating during the liver stage of 
parasite development [28]. Neutralizing antibodies can block sporozoite invasion of hepatocytes by binding to the 
NANP repeat region and disrupting critical protein-protein interactions required for cell entry [29]. Additionally, 
antibodies may facilitate sporozoite clearance through complement activation and opsonization for phagocytic 
uptake [30]. Cellular immunity contributes through CD8+ T-cell-mediated elimination of infected hepatocytes, 
preventing progression to blood-stage infection and clinical disease manifestation [31]. 
Pathophysiology and Clinical Trial Evidence 
The pathophysiological rationale for targeting pre-erythrocytic stages stems from the relatively small number of 
parasites present during initial liver infection compared to subsequent blood-stage parasitemia [32]. Sporozoites 
inoculated by mosquito bites typically number fewer than 100 organisms, providing a narrow window for immune 
intervention before exponential parasite replication occurs within hepatocytes [33]. Mathematical modeling 
suggests that preventing even a subset of liver-stage infections can significantly reduce the probability of clinical 
disease, particularly in children with limited acquired immunity [34]. 
The pivotal Phase III clinical trial, conducted across seven sub-Saharan African sites from 2009-2014, enrolled 
15,459 children in two age cohorts: 6-12 weeks and 5-17 months at first vaccination [35]. The study employed a 
randomized, controlled design comparing RTS, S/AS01 with comparator vaccines (meningococcal vaccine or rabies 
vaccine) administered according to a 0-, 1-, 2-month schedule, with a booster dose given 18 months after the third 
dose in half of participants [35]. 
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Primary efficacy endpoints included clinical malaria episodes (fever plus parasitemia ≥5,000 parasites/μL) and severe 
malaria cases meeting WHO criteria [35]. In the older age cohort (5-17 months), vaccine efficacy against clinical 
malaria was 50.4% (95% CI: 45.8-54.6%) during the first year following vaccination [35]. Efficacy against severe 
malaria reached 47.3% (95% CI: 22.4-64.2%) in the same period [35]. However, protection waned substantially over 
time, with vaccine efficacy declining to 28.3% (95% CI: 23.3-33.0%) by year four of follow-up [36]. 
The younger cohort (6-12 weeks) demonstrated inferior vaccine performance, with clinical malaria efficacy of 27.3% 
(95% CI: 19.9-33.9%) in year one, declining to 18.3% (95% CI: 11.7-24.4%) over four years [35,36]. Severe malaria 
protection was not statistically significant in this age group, potentially reflecting interference from maternal 
antibodies or immunological immaturity affecting vaccine responses [37]. 
Booster vaccination provided modest benefits, increasing overall four-year vaccine efficacy from 28.3% to 36.3% 
(95% CI: 31.8-40.5%) in the older age cohort [36]. However, the durability of booster-induced protection remained 
limited, with evidence of continued waning within 12-18 months of the fourth dose [38]. Subgroup analyses revealed 
higher efficacy in areas with moderate transmission intensity compared to high-transmission settings, suggesting 
that overwhelming parasite exposure may overcome vaccine-induced immunity [39]. 
Immunological correlates of protection studies identified anti-CSP antibody levels as the strongest predictor of 
vaccine efficacy, though the correlation was modest (r² = 0.1-0.3 across studies) [40]. A threshold of approximately 
20 EU/mL anti-CSP antibody concentration was associated with 50% protection probability, though substantial 
protection was observed at lower titers and some individuals with high titers experienced breakthrough infections 
[41]. 
Real-World Implementation and Effectiveness Studies 
Following the WHO recommendation in 2021, RTS, S implementation began through the Malaria Vaccine 
Implementation Programme (MVIP) in Ghana, Kenya, and Malawi [42]. Real-world effectiveness data from these 
pilot programs provide crucial insights into vaccine performance under operational conditions, complementing 
controlled clinical trial findings [43]. 
Post-marketing surveillance from Ghana demonstrated a 13% (95% CI: 1-23%) reduction in severe malaria 
hospitalizations among children receiving at least one dose of RTS, S compared to unvaccinated controls [44]. 
Kenya reported similar findings, with 22% (95% CI: 7-35%) effectiveness against severe malaria in vaccinated 
children [45]. Malawi's data indicated 16% (95% CI: 2-28%) effectiveness, though confidence intervals reflected the 
challenges of conducting observational effectiveness studies in high-transmission settings [46]. 
Coverage analyses revealed substantial variations in vaccination uptake, with first-dose coverage ranging from 60-
85% across implementation sites [47]. Completion rates for the four-dose schedule were lower, typically 40-60%, 
highlighting the operational challenges of delivering a complex vaccination regimen in resource-limited healthcare 
systems [47]. Geographic and socioeconomic disparities in coverage emerged, with rural and marginalized 
populations experiencing reduced access to vaccination services [48]. 
Seasonal patterns of vaccine effectiveness demonstrated optimal protection during peak transmission periods, when 
the absolute number of prevented cases was highest despite potentially lower relative efficacy [49]. Integration with 
existing interventions showed additive benefits, with vaccinated children using insecticide-treated nets experiencing 
greater protection than either intervention alone [50]. However, areas with high bed net coverage showed smaller 
incremental benefits from vaccination, raising questions about optimal deployment strategies [51]. 
Safety surveillance confirmed the acceptable risk profile observed in clinical trials, with no evidence of increased 
severe adverse events among vaccinated children [52]. Concerns about potential increased susceptibility to malaria 
following vaccination, suggested by some clinical trial subgroup analyses, were not confirmed in implementation 
studies [53]. However, continued monitoring remains essential given the limited duration of post-marketing 
surveillance to date [54]. 
Economic evaluations of RTS, S implementation indicate modest cost-effectiveness in high-transmission settings, 
with incremental cost-effectiveness ratios of $100-200 per disability-adjusted life year averted [55]. These 
calculations depend heavily on local epidemiological conditions, healthcare costs, and vaccine delivery strategies 
[56]. Optimization of delivery platforms and integration with routine immunization services could improve cost-
effectiveness profiles [57]. 
Immunological Mechanisms and Duration of Protection 
Understanding the immunological basis for RTS, S-induced protection and its temporal dynamics is crucial for 
optimizing vaccine deployment and developing improved formulations [58]. Detailed immunological studies from 
clinical trials and implementation programs reveal complex interactions between humoral and cellular immune 
responses that determine protective outcomes [59]. 
Anti-CSP antibody kinetics follow a predictable pattern characterized by rapid increases following each vaccination 
dose, peak titers 1-2 months post-vaccination, and subsequent exponential decline with half-lives of 1-3 years 
depending on individual and environmental factors [60]. Children in high-transmission areas demonstrate faster 
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antibody decay, potentially reflecting antigenic competition from natural malaria exposure or underlying 
immunological factors affecting memory B-cell longevity [61]. 
Functional antibody assays demonstrate that not all anti-CSP antibodies possess equal protective capacity [62]. 
Sporozoite inhibition assays show that antibodies targeting conformational epitopes within the NANP repeat region 
exhibit superior neutralizing activity compared to those recognizing linear epitopes [63]. Additionally, antibodies 
capable of complement fixation demonstrate enhanced protective efficacy, suggesting that effector function quality 
rather than quantity may determine clinical outcomes [64]. 
Memory B-cell responses show greater durability than circulating antibody levels, with CSP-specific memory B cells 
detectable up to four years post-vaccination in some individuals [65]. However, memory B-cell frequencies remain 
relatively low compared to responses observed with highly effective vaccines, and their ability to rapidly generate 
protective antibody levels upon malaria exposure appears limited based on breakthrough infection studies [66]. 
T-cell immunity contributes to both liver-stage parasite elimination and maintenance of humoral immune responses 
through follicular helper T-cell functions [67]. CD8+ T-cell responses targeting CSP-derived epitopes show initial 
expansion following vaccination but demonstrate poor memory maintenance, with most responses becoming 
undetectable within 2-3 years [68]. CD4+ T-cell responses exhibit greater durability but show functional skewing 
toward Th2 phenotypes over time, potentially reducing protective efficacy [69]. 
Age-related differences in immune responses help explain the superior vaccine efficacy observed in older children 
compared to infants [70]. Infants demonstrate reduced antibody magnitude and accelerated decay, potentially 
reflecting immunological immaturity or interference from maternal antibodies [71]. Additionally, the developing 
immune system's bias toward tolerance mechanisms may impair the generation of effective memory responses 
required for sustained protection [72]. 
Current Limitations and Future Vaccine Development 
Despite representing a historic achievement in malaria vaccine development, RTS, S exhibits significant limitations 
that constrain its public health impact and necessitate continued research toward improved formulations [73]. The 
modest efficacy and rapid waning of protection limit the vaccine's ability to achieve substantial reductions in malaria 
burden, particularly in high-transmission settings where it is most needed [74]. 
The narrow antigenic target represents a fundamental limitation, as the vaccine relies exclusively on immune 
responses against CSP [75]. Genetic polymorphisms in CSP, while less extensive than blood-stage antigens, can 
affect vaccine efficacy, with some studies suggesting reduced protection against parasites carrying variant CSP 
alleles [76]. Additionally, the focus on a single parasite stage leaves vaccinated individuals vulnerable to 
breakthrough infections that escape pre-erythrocytic immunity [77]. 
Manufacturing and deployment challenges include the complex production requirements for the RTS, S protein and 
AS01 adjuvant, resulting in high vaccine costs ($5-10 per dose) that may limit scalability in resource-constrained 
settings [78]. The four-dose schedule creates additional operational complexity and cost, with evidence suggesting 
that simplified schedules may be equally effective for achieving population-level impact [79]. 
Next-generation malaria vaccines in development aim to address RTS, S limitations through multiple approaches 
[80]. R21/Matrix-M vaccine employs a similar CSP-based strategy but with improved immunogenicity, 
demonstrating 77% efficacy in Phase II trials in Burkina Faso [81]. Multi-stage vaccines combining pre-
erythrocytic and blood-stage antigens show promise for broader protection, while whole-parasite approaches using 
radiation-attenuated or genetically modified parasites may induce more comprehensive immunity [82,83]. 
Novel adjuvant systems and delivery platforms offer potential improvements in immunogenicity and durability 
[84]. Viral vector-based vaccines can stimulate robust T-cell responses, while nanoparticle formulations may 
enhance antigen stability and improve immune recognition [85]. Additionally, heterologous prime-boost strategies 
combining different vaccine platforms may optimize both antibody and cellular immune responses [86]. 
Combination vaccination strategies represent another promising avenue, with studies evaluating RTS, S co-
administration with blood-stage vaccines or transmission-blocking vaccines [87]. Such approaches could provide 
broader protection across multiple parasite lifecycle stages and potentially enhance overall efficacy beyond that 
achieved by individual vaccines [88]. 
The development of correlates of protection remains a critical research priority, as current understanding of 
immunological mechanisms underlying vaccine efficacy remains incomplete [89]. Advanced systems immunology 
approaches may identify novel biomarkers predictive of protection, enabling rational vaccine optimization and 
personalized vaccination strategies [90]. 

CONCLUSION 
The RTS, S/AS01 vaccine represents a groundbreaking achievement in malaria prevention, providing the first 
WHO-prequalified vaccine against Plasmodium falciparum malaria in children. Clinical trial evidence demonstrates 
modest but statistically significant efficacy against clinical and severe malaria in children aged 5-17 months, with 
optimal protection observed during the first year following vaccination. However, substantial limitations constrain 
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the vaccine's public health impact, including rapid waning of protective immunity, reduced efficacy in high-
transmission settings, and suboptimal performance in infants under 12 months of age. Real-world implementation 
data from Ghana, Kenya, and Malawi confirm the vaccine's safety and provide evidence of measurable impact on 
severe malaria hospitalizations, though effectiveness levels remain modest compared to other childhood vaccines. 
The integration of RTS, S with existing malaria control interventions demonstrates additive benefits, supporting 
its role as a complementary tool rather than a standalone solution. Economic evaluations suggest cost-effectiveness 
in high-burden settings, though optimization of delivery strategies could improve value propositions. The 
immunological basis for protection and its temporal dynamics reflect the inherent challenges of inducing durable 
immunity against malaria parasites. While anti-CSP antibodies serve as correlates of protection, the modest 
correlation strength and rapid antibody decay highlight the need for improved understanding of protective 
mechanisms. Future research priorities include development of next-generation vaccines with enhanced 
immunogenicity, broader antigenic coverage, and improved durability of protection. The success of RTS,S 
implementation provides valuable lessons for deploying subsequent malaria vaccines and demonstrates the feasibility 
of integrating complex vaccination schedules into African healthcare systems. RTS, S vaccination should be 
implemented in high-transmission areas of sub-Saharan Africa as part of comprehensive malaria control programs 
that include insecticide-treated nets and case management, while continued investment in next-generation vaccine 
development remains essential for achieving substantial reductions in childhood malaria mortality. 
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