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Foreword
© Roll Back Malaria

This document comes at
a critical juncture. This year
marks the deadline for the
Millennium Development Goals
and is also our target date for
forging a successor vision for
people-centred sustainable
development.

It has been 7 years since I first
called for universal malaria
prevention and treatment
coverage. Today, malaria infection rates have been cut in half and
4.3 million lives have been saved. Fifty-five countries are on track
to reach the World Health Assembly target of a 75% reduction in
their malaria burden by 2015.

Action and Investment to defeat Malaria 2016-2030 (AIM) – for
a malaria-free world complements WHO’s Global Technical
Strategy for Malaria 2016-2030 and unites the global community
for the achievement of the 2030 malaria goals. It positions the
disease in the post-2015 era, and makes a powerful economic and
humanitarian case for continued investment in the fight against
malaria over the next 15 years.
Reaching our 2030 global malaria goals will not only save millions
of lives, it will reduce poverty and create healthier, more equitable
societies. Ensuring the continued reduction and elimination of
malaria will generate benefits for entire economies, businesses,
agriculture, education, health systems and households.

It has been
7 years since
I first called for
universal malaria
prevention
and treatment
coverage. Today,
malaria infection
rates have been
cut in half and
4.3 million lives
have been saved.

I congratulate the Roll Back Malaria Partnership for its leadership
in looking ahead to the future. The strength and reach of this
invaluable global health collaboration have channelled the
collective contributions of engaged, passionate and active partners
into powerful global advocacy to create a malaria-free world.
I commend this document to all those concerned about our
common future. Transforming our understanding of the powerful
return on investment of ending malaria deaths into dynamic and
effective action on the ground will be essential to realizing the
future we want, where all people enjoy the equality and dignity
they deserve.
Ban Ki-moon
United Nations Secretary General
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Preface
Developed by the Roll Back Malaria Partnership (RBM), the first Global Malaria
Action Plan (GMAP) – for a malaria-free world 2008-2015 was endorsed by world
leaders and the malaria community during the Millennium Development Goals
Malaria Summit, held in New York in 2008. GMAP became a valuable advocacy
tool that provided the malaria community with a roadmap for progress, and an
evidence-based strategy for delivering effective prevention and treatment. It also
provided estimates of the annual funding required to reach the global targets of
universal coverage through preventive interventions and universal access to
effective treatment.
Since 2008, the world has become increasingly interconnected and complex.
As countries have moved to further reduce and eliminate malaria, the disease
has become more heterogeneous. This led WHO to initiate the development of
the Global Technical Strategy for Malaria 2016-2030, which was endorsed by the
World Health Assembly in May 2015. At the same time, RBM confirmed its
commitment to global partnership, and the RBM Board decided to prepare
a second-generation GMAP as a reference point for stakeholders in all sectors
that are engaged in the fight against malaria. Action and Investment to defeat
Malaria 2016-2030 (AIM) – for a malaria-free world and the WHO Global
Technical Strategy for Malaria 2016-2030 have been developed in a coordinated
and simultaneous process. Both documents share the 2016-2030 timeline of the
Sustainable Development Goals, and provide direction towards the 2030 malaria
goals. The development of this document was informed by an extensive and
wide-reaching consultative process that spanned countries with differing levels
of transmission across all malaria-affected regions of the world. In particular,
the process engaged non-health sectors at all levels, as well as those who live
and work in remote, fragile or high-burden communities.
Now we invite you to read on, to see how AIM positions malaria as a wider issue
for development, and for economic and health security. AIM builds the case for
investment in malaria, and thus provides the global malaria community with
a powerful advocacy tool. It also provides direction for action to mobilize resources;
improve policy and governance; foster collaboration between countries and
between sectors; increase the quality, availability and use of data and evidence;
and strengthen and integrate malaria into health systems. It underscores how
future progress will be contingent on new products and innovations, and calls
upon us all to keep people at the centre of the response. Working in partnership
with affected communities will increase the demand for malaria services wherever
they are needed, and will allow the voices of the poorest to ring out loudly in the
global call for a malaria-free world.

Dr Victor Makwenge Kaput
Chair of the RBM Board
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Prof Graham V Brown
Vice-Chair of the RBM Board
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Dr Fatoumata Nafo-Traoré
Executive Director of RBM
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Executive Summary
Remarkable progress has been made in the global fight against
malaria since the founding of the Roll Back Malaria Partnership
in 1998. More than 4.3 million malaria deaths have been averted.
Yet the gains are fragile and unevenly distributed; over 3 billiona
people remained at risk of malaria infection in 2013, and the
alarming global rise of resistance to drugs and insecticides makes
it imperative and urgent that progress continue.

AIM positions
malaria in the
wider health and
development
agenda.

Action and Investment to defeat Malaria 2016-2030 (AIM) – for
a malaria-free world builds on the success of the first Global Malaria
Action Plan – for a malaria-free world 2008-2015, serving as both
a clarion call and a guide for collective action for all those engaged
in the fight against malaria. The result of an extensive consultative
process, AIM complements the WHO Global Technical Strategy for
Malaria 2016-2030 by positioning malaria in the wider health and
development agenda. It illustrates how reducing and eliminating
malaria creates healthier, more equitable and prosperous societies,
and promotes a broadly inclusive and multisectoral response.
AIM and the WHO Global Technical Strategy for Malaria share the
time frame of the Sustainable Development Goals. AIM shows how
the Sustainable Development Goals are inextricably linked to the
achievement of a malaria-free world, and how the continued reduction
and elimination of malaria will be central to the realization of this
new development agenda. The global malaria community, WHO
and the Roll Back Malaria Partnership all share the vision of a world
free of malaria, and the ambitious yet feasible goals of reducing
malaria mortality and incidence rates by 90%, and eliminating the
disease in at least 35 more countries by 2030. To reach these goals,
milestones for measuring progress have been set for 2020 and 2025.
Malaria prevention and treatment are among the most cost-effective
public health interventions. The WHO Global Technical Strategy for
Malaria has calculated the costs of achieving the 2030 malaria goals to
be US$ 101.8 billion, with a further US$673 million needed each year
to fund malaria research and development. Although these costs are
high, the benefits will be even greater – more than 10 million lives
will be saved and over US$ 4 trillion of additional economic output
generated. These returns will bring greater productivity and growth,
reduce household poverty, increase equity and women’s empowerment,
and make health systems stronger. The global return on making this
investment will be 40:1, and increase to 60:1 for the sub-Saharan Africa
region. By contrast, failure could see the disease resurge, with increased
malaria deaths and lost opportunities for progress and development.
a
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AIM describes the current financial landscape for
malaria, and outlines how the case for investment
can be leveraged to mobilize additional resources
to fight the disease. It recommends actions to
increase domestic funding, explore innovative
financing solutions, expand the base of traditional
donors, target emerging economies, and increase
private sector investment. AIM recognizes that,
in the immediate term, external financing will
need to be prioritized for countries with high
malaria burdens and low starting levels of per
capita income, and those in fragile situations or
crisis. It also encourages countries to build on
their national malaria strategic and operational
plans, and develop a resource-mobilization
strategy. In addition, AIM highlights the scope for
further efficiencies, and stronger evidence on the
returns of investing in malaria and the potential
consequences of failing to do so.
Strong multisectoral and intercountry
partnerships are needed to counter the threat
of drug and insecticide resistance, ensure
we reach the poor and marginalized who are
disproportionally affected by malaria and,
ultimately, achieve the 2030 malaria goals.

AIM demonstrates how reducing malaria
contributes to the core economic, social and
business goals of other sectors, with examples from
the education, agriculture, housing and private
sectors. It also reminds us that people are the
essential voice in matters related to their health and
well-being. Thus, the people who live in affected
communities need to be at the centre of efforts to
scale up the design and delivery of malaria services.
The document calls for a long-term commitment
to community engagement, and presents best
practices for delivering malaria interventions
to mobile and migrant populations, and those
affected by humanitarian crises.
AIM shares two supporting elements with the WHO
Global Technical Strategy for Malaria: strengthening
the enabling environment (policies, data and health
systems) and fostering innovation. Better health
policies and developments in universal health
coverage are key to facilitating access to quality
health and malaria services. Stronger and more
capable national regulatory authorities are
needed to enforce the ban on monotherapies,
counter the trade in fake and substandard drugs,
and ensure that only quality antimalarial drugs
and public health insecticides are used.

People in
affected
communities
are central
to the design
and delivery
of malaria
services.

© Swiss Malaria Group/Yemane Yihdego
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A rapidly responsive policy environment is also essential,
to incentivize the necessary malaria research and product
development, and bring new tools and technologies to market.
Quality data are critical for programme planning, implementation,
monitoring and evaluation. AIM underscores the need for data from
improved country health information systems, periodic surveys
and surveillance to inform decision-making, trigger an active and
appropriate response, assess the impact of interventions, and
enable the efficient use of resources. Increasing access to reliable
malaria information will strengthen transparency and foster greater
accountability for progress towards the 2030 malaria goals.
Sustaining progress along the path to elimination needs to be seen in the
context of the broader health system. AIM calls for action to strengthen
health sector governance, optimize the use of resources across the
public and private health sectors and at community level, and build
more robust and responsive procurement and supply chain systems.

Strong
multisectoral
and intercountry
partnerships
will be essential
for achieving
the 2030
malaria goals.

© Swiss Malaria Group/Olga Fontanellaz

It demonstrates how investment in malaria programmes generates wider benefits for
entire health systems. AIM stresses the need to expand human resource capacities at
all levels as an integral part of health system strengthening, and to ensure the availability
of malaria-specific skills and knowledge. National malaria programmes need sufficient
capacity to support those working at local levels to customize their response to deliver
malaria prevention, diagnosis and treatment; address emerging insecticide and drug
resistance; and implement and monitor targeted vector-control interventions.
Achieving the 2030 malaria goals will require political commitment at the highest level.
Heads of state are increasingly championing the fight against malaria. The establishment
of the African Leader’s Malaria Alliance and the Asian Pacific Leader’s Malaria Alliance
reflect a deepening level of political engagement. Successful partnerships will be critical
to building and maintaining this political commitment.
Expanded partnerships hold the key to working within and across sectors, and to
broader health sector collaboration in the fight against malaria. Partnership is also
needed to ensure resource mobilization for malaria research, develop new products and
delivery strategies, share the findings from implementation research, and strengthen
the cycle of research to policy and practice. AIM includes a monitoring framework to
track progress in areas appropriate to the document, including fostering multisectoral
collaboration, and mobilizing sufficient resources to achieve the 2030 malaria goals.
By combining our resources, knowledge and technologies, we can “go the last mile”
and achieve our vision of a malaria-free world.
6
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INTRODUCTION

1. Overview of Achievements
from 2000 TO 2015
The RBM Partnership was
launched by WHO, the
United Nations Children’s
Fund (UNICEF), the UN
Development Program
(UNDP) and the World Bank
to provide a global framework
for mobilizing resources and
implementing coordinated
action against malaria. The
RBM Partnership comprises
more than 500 partners,
including malaria-endemic
countries, their bilateral and
multilateral development
partners, the private
sector, nongovernmental
and community-based
organizations, foundations,
and research and academic
institutions. RBM’s strength
lies in its ability to form
effective global and
international partnerships.
Partners work together to scale
up the delivery of malaria
interventions at country level,
coordinating their activities
to avoid duplication and
fragmentation, and to ensure
optimal use of resources.

10

Over recent years, tremendous progress has been made in
reducing the burden of malaria and achieving elimination in
a number of countries. Central to this change was the founding
of the Roll Back Malaria (RBM) Partnership in 1998. Declines in
malaria have allowed most countries to make significant headway
towards achieving their Millennium Development Goals (MDGs) and,
in many cases, to actually reach those goals. Launched in 2008, the
first Global Malaria Action Plan (GMAP) – for a malaria-free world
2008-2015 served as a valuable guide for countries and partners
to mobilize resources and achieve this success. With the end of
the MDGs in 2015, and the transition to the era of the Sustainable
Development Goals (SDGs) over the period to 2030, affected countries
and their partners need to set new goals and targets. As part of
this process, the malaria community has committed to the vision
of a malaria-free world; that is, to eradicating human malaria
from the globe.
Achieving the ambitious goals of further significant reductions in
the burden of malaria and the eventual eradication of the disease
will require more resources, particularly in the context of an
expanded development agenda. Hence, the malaria community
will need to expand its engagement beyond traditional partners to
include other sectors that are both affected by malaria, and able
to contribute to reducing and eliminating the disease. Adopting an
approach that effectively engages other sectors within and outside
health is therefore essential.
In anticipation of these changes, and building on the success
of the first GMAP, the RBM Partnership has developed this document:
Action and Investment to defeat Malaria 2016-2030 (AIM) – for a
malaria-free world. At the same time, in a coordinated process, the
WHO Global Malaria Programme has developed the WHO Global
Technical Strategy for Malaria 2016-2030. The WHO Global Technical
Strategy for Malaria lays out the ambitious goals and targets for 2030,
whereas AIM describes the actions and investments that will be
needed to achieve those goals. Both publications are intended to be
living documents that will be updated as necessary to ensure their
continued relevance to the dynamic nature of malaria, the evolving
context of the response, new developments, innovations and overall
progress. The extensive consultative process that informed the
development of AIM is described in Appendix A.

For a Malaria-Free World
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Since 2000, global malaria mortality rates have declined
by 47% in all age groups, and by 53% in children under
5 years of age. This equates to an estimated 4.3 million
malaria deaths averted (Figure 1). The 10 countries with
the highest estimated malaria burden in 2000 accounted
for 68% of malaria deaths averted from 2001 to 2013.b
The World Malaria Report 2014 shows that 55 countries
are on track to reach the World Health Assembly target of
a 75% reduction in the global malaria burden by the end
of 2015.1 In 2014, two countries (Azerbaijan and Sri Lanka)
reported zero indigenous malaria cases for the first time,
11 countries had maintained zero cases, and another four
reported fewer than 10 local cases annually.

tests (RDTs), artemisinin-based combination therapies
(ACTs) and intermittent preventive treatment in pregnancy
(IPTp). In 2013, for example, almost half the population at
risk in sub-Saharan Africa had access to one or more LLINs
in their household. About 123 million people, almost 4%
of the global population at risk of contracting malaria, was
protected by IRS. Also, more than 319 million RDTs were
purchased in 2013 and, in Africa, for the first time, the
total number of diagnostic tests (RDTs plus microscopy)
provided in the public sector exceeded the total number
of ACTs distributed, indicating an encouraging shift away
from presumptive treatment.1

Overall, progress in reducing and eliminating malaria
has been made possible by increased international
and domestic financing, political commitment, strong
country leadership, multisectoral partnerships, technical
knowledge, effective execution by national programmes,
the reach and flexibility of civil society organizations (CSOs)
and faith-based organizations, and the contributions of
research and academia. These factors have contributed
to the scaling-up of a number of highly cost-effective
interventions; in particular, long-lasting insecticide-treated
nets (LLINs), indoor residual spraying (IRS), rapid diagnostic

Much of this progress has been made despite imperfect
health systems. Indeed, malaria programmes have instigated
many improvements – for example, in procurement and
supply management, surveillance, and collaboration
between public and private health providers – that have
brought wider benefits to health systems. With sufficient
resources and continuing commitment, this trend can
continue. As countries move along the path to elimination,
resource requirements, processes and services change,
requiring national systems to adapt and improve, and
to deepen their level of community engagement.

Malaria deaths averted, 2001-2013
>100,000

1,000 – 99,999

1 – 999

Figure 1
Source: Map modified from World Malaria Report 2014, WHO

b

 ountries include Burkina Faso, Democratic Republic of the Congo, Ethiopia, Malawi, Mali, Mozambique,
C
Niger, Nigeria, the United Republic of Tanzania and Uganda.
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2. Outlook FOR progress
from 2016 to 2030
Building on the success of the MDGs, the UN Member States launched the
Sustainable Development Agenda in 2015. The SDGs have an overarching
focus on reducing global inequities and ending poverty, and emphasize
six essential elements: people, prosperity, dignity, justice, the planet and
partnership. They underscore the importance of political stability and
democratic governance, and call on governments to promote and protect
human rights, reform public administration, combat corruption, increase
the free flow of information and use quality data to inform progress.
Building more robust, representative and responsive institutions at
national and local government level holds the key to greater community
engagement and accountability for delivering basic services, including
for health and malaria, to those who need them most.

Positioning malaria in the broader
development agenda

Malaria is
both a major
cause and a
consequence
of poverty
and inequity.

The SDGs are inextricably linked to the achievement of a malaria-free world.
Malaria reduction and elimination will contribute to, benefit from and be
a measure of progress towards the SDGs.
Optimizing the delivery of malaria interventions is essential for achieving universal
health coverage, ensuring healthy lives and promoting well-being for those of all ages,
particularly for vulnerable and marginalized populations. Scaling up malaria control
contributes strongly to reducing child mortality and improving maternal health. This
was implicitly recognized by the 178 governments and over 600 CSOs and private sector
organizations that pledged to accelerate declines in preventable maternal, newborn and
child deaths under the banner of “A Promise Renewed”. Continued progress in the fight
against malaria will be essential for advancing the UN Secretary-General’s Global Strategy
for Women’s and Children’s Health 2, and the Every Woman Every Child movement.3
Investments in human capital lead to healthier, more productive societies, which
provide the attractive labour markets and stability that are sought by international
investors, catalyse trade relations, drive structural transformation and generate
economic growth.4 Growth that is not inclusive threatens to make the world
increasingly unequal, fragmented and confrontational.5 Investing in malaria gives
the poorest a better chance in life, breaking the cycle of disease and poverty, and thus
allowing people to build sustainable livelihoods and share in the benefits of growth.
The explicit call of the SDGs to defeat malaria needs to be understood in the
context of the drive to end poverty and reduce global inequities, because malaria
is both a major cause and a consequence of global poverty and inequity. The
burden of malaria is highest in the least developed areas and among the poorest
members of society – particularly children, pregnant women and other vulnerable
populations such as migrants, refugees and the displaced. Poverty forces people to
live and work in substandard conditions, with a high level of exposure to malaria
vectors, while lacking access to malaria prevention, health care and other basic
services. Even within a single locality, children of lower socioeconomic status are
twice as likely to contract malaria than those of higher status. The probability of
dying from malaria is inversely related to income and education.6
For a Malaria-Free World
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Examples of positive synergies between advances in malaria
and progress towards the Sustainable Development Goals
Figure 2 Shows the positive two-way benefits that will be generated by progress towards the SDGs
and the 2030 malaria goals. More information on how failure to reduce and eliminate malaria will
impede the achievement of the SDGs is given in Appendix B

1
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Goal 1: End Poverty. Sustained
investment in health and malaria
unlocks the potential of human capital
to generate growth. A 10% reduction
in malaria has been associated with a
0.3% rise in annual GDP. At household
level, reducing malaria protects
household income from lost earnings
and the costs of seeking care.7

Goal 17: Global Partnership. The many multisectoral
partnerships in place to reduce and eliminate malaria
have a positive collateral effect, and also bring progress
to other domains of development.25

10

16

Goals 10, 16: Reduce Inequality and Promote Peace.
A targeted response to malaria actively improves the
health of the poorest, enabling vulnerable families
to break the vicious cycle of disease and poverty,
and helping to make sure that no one is left behind.
Investing in malaria reduction contributes to the
creation of more cohesive, inclusive societies.
Stable countries are more likely to attract international
investment and overseas development aid.6

13

Goal 13: Climate. Given that climate change is
predicted to increase the range and intensity of malaria
transmission, plans to mitigate the effects of climate
change are likely to include an increased commitment to
controlling and eliminating malaria, and vice versa.24

9
Figure 2
Note: SDG 14 is not included in the diagram,
because it is not relevant to malaria

14

11

15

Goals 9, 11, 15: Infrastructure, Settlements and Ecosystems.
By ensuring that major construction and development
projects do not introduce or increase malaria transmission,
the benefits of progress can be reaped, while also protecting
human health and ecosystems. Well-planned infrastructure
and improved housing help reduce exposure to mosquitoes,
and facilitate greater access to health and malaria services.22,23

For a Malaria-Free World
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2

Goal 2: End Hunger. Sustainable agricultural practices
help reduce malaria. People who suffer less from malaria
can work their fields more consistently, resulting in better
harvests and improved food security.8 Well-nourished people,
especially children, are better able to fight malaria.9

4

Goal 4: Ensure Education.
Reducing malaria enables children
to attend school regularly and learn
more effectively. This significantly
improves their school performance,
and later wage-earning capacity.11
As a mother’s or caregiver’s level
of education increases, so do the
chances that their children will
access malaria prevention and
treatment services, and survive
childhood.

6

Goal 6: Water and Sanitation.
Drainage of standing water leads
to decreased mosquito breeding
and a reduction in the rate of
malaria transmission. It also
improves water quality, generating
further health benefits.14,15,16

8

12

3

Goal 3: Ensure Healthy Lives. The scale-up
of malaria interventions averted at least
670 million bouts of malaria illness and
4.3 million malaria deaths between 2001
and 2013. Preventing malaria in pregnancy
reduces maternal mortality and gives
newborns a far healthier start in life.
Lowering the burden of malaria makes a
substantial contribution to improvements
in child health, and thus often to a decline
in fertility rates, and an associated increase
in the investment that parents can make in
their children.10

5

Goal 5: Gender Equality. Freeing women
and school-age girls from the burden of
caring for family members when they
fall sick with malaria increases their
likelihood of completing school, entering
and remaining in the workforce, and
participating in public decision-making.12,13

7

Goal 7: Energy For All.
In resource-constrained malaria endemic
regions, access to sustainable energy
will stimulate prosperity and increase
the adoption of more sophisticated
personal protection measures. It will also
mean greater access to electric lighting
and cooling, enabling people to increase
time spent indoors, where vectors
are more easily controlled through
insecticides, bet nets and temperature.
These developments are likely to result
in a reduced burden of malaria.17,18,19

Goal 8, 12: Economic Growth and Sustainable Production.
Reducing malaria creates healthier, more productive
workforces which can help to attract trade and commerce.
When combined with pro-poor policies, these factors drive
job creation, inclusive growth and shared prosperity.
Enterprises that invest in their workers reduce the costs of
doing business, increase their competitiveness and enhance
their reputation.20, 21

For a Malaria-Free World
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Galvanizing wider engagement
and action for malaria
The broadening development agenda provides an unprecedented opportunity
to widen the circle of engagement, and intensify multisectoral and intercountry
collaboration to defeat malaria. To seize this opportunity, in 2013 the RBM Board
initiated the development of the second-generation GMAP, Action and Investment
to defeat Malaria 2016-2030 (AIM) – for a malaria-free world. AIM calls for the
global malaria community to stay the course and consolidate the tremendous
work it has started, for the stronger engagement of non-health sectors, and for
“smart integration” into existing health systems.c The document is intended
to galvanize this broader audience to engage, act and help achieve the overall
malaria vision, goals and milestones (all of which are shared with the
WHO Global Technical Strategy for Malaria).

WHO global technical strategy
for Malaria

Action and investment
to defeat malaria

Development of the WHO Global Technical Strategy for
Malaria was also initiated in 2013. The strategy comprises
three pillars:

AIM positions malaria in the broader development
agenda, and shows why malaria is not only a health issue,
but also a developmental, economic, political, security,
environmental, agricultural, educational, biological and
social issue.

• ensuring universal access to malaria prevention, diagnosis
and treatment for all populations at risk;
• accelerating efforts towards elimination and attainment of
malaria-free status; and
• transforming malaria surveillance into a core intervention.
The purpose of the strategy is to guide countries as
they tailor their malaria programmes to address the
heterogeneity of the disease at national and subnational
level. The strategy highlights the importance of two
“supporting elements” – the first is harnessing innovation
and expanding research, and the second is strengthening
the enabling environment. The latter underscores the
fact that continued progress depends on strong political
commitment, robust financing, increased multisectoral
and intercountry collaboration, and greater engagement
of the private sector. These elements are further developed
in AIM. The World Health Assembly endorsed the WHO
Global Technical Strategy for Malaria 2016-2030 in May 2015.
The shared vision of the global malaria community is a
world free of malaria. As part of this vision, ambitious
yet feasible global targets for 2030 have been agreed, with
milestones for measuring progress by 2020 and 2025, as
shown in Table 1.
The goals and milestones shown in Table 1 are based on
countries’ current malaria targets (as stated in their national
strategic plans), the historical rate of progress between
2000 and 2012, and intervention scenario analyses.26,27
To reach the milestones, all countries will need to expand
the delivery of existing interventions, tailor and combine
existing and emerging interventions to fit local contexts,
and improve the efficiency of their responses. Successfully
meeting the 2030 targets will require continued innovations
in tools and implementation approaches; hence, it is
essential to maximize efforts in malaria research and
development (R&D).
c
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 mart integration is when malaria programmes take advantage of wider
S
health system infrastructure, staff or processes to maximize their reach,
increase efficiencies and address the health needs of individuals more
holistically. Adding the term “smart” underscores the importance of
approaching integration strategically, to retain sufficient malaria-specific
capacity and infrastructure for continued malaria programme performance.

AIM makes the global case for investing in malaria, and
its content can be adapted to create regional or national
cases for heads of state, ministers of finance and local
government, investors, chief executive officers (CEOs)
of industry and business, implementers, researchers,
inventors, and bilateral and multinational financing
and development agencies. It quantifies how investing
in malaria reduces poverty and inequality, generates
economic growth, strengthens national systems and gives
an unprecedented return on investment. AIM gives the
economics of malaria a human face, and shows how
a small investment at household level can save lives, help
build livelihoods and strengthen the resilience of entire
communities. In addition, AIM calculates the cost of
allowing malaria to resurge, and shows how the price
of this failure will be paid in human lives.
By calling for an inclusive approach, AIM serves as
a reference point for the stronger engagement of
multisectoral stakeholders in the fight against malaria.
Moreover, it underscores the importance of keeping people
at the centre of the fight against malaria, and highlights
the myriad ways in which communities are contributing
to all aspects of the response.
AIM is aligned with the two supporting elements of the
WHO Global Technical Strategy for Malaria: an enabling
environment and innovation. It shows how multisectoral
and intercountry partnerships, and a people-centred
approach, are crucial to progress in both these areas.
AIM provides malaria advocates at all levels (global,
regional, country and local) with a highly effective tool to
mobilize collective action and resources. It makes the case
for partnership, and provides direction for future actions in
critical areas, to all constituencies, including stakeholders
in the non-health sectors, the wider health sector and
affected communities. The RBM Board adopted Action
and Investment to defeat Malaria 2016-2030 (AIM) – for
a malaria-free world in May 2015.
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Table 1: Joint Goals, Milestones and Targets for 2016-2030
Milestones

Goals

Targets

2020

2025

2030

1. R
 educe malaria mortality rates globally compared with 2015

At least 40%

At least 75%

At least 90%

2. R
 educe malaria case incidence globally compared with 2015

At least 40%

At least 75%

At least 90%

At least 10
countries

At least 20
countries

At least 35
countries

Re-establishment
prevented

Re-establishment
prevented

Re-establishment
prevented

3. Eliminate malaria from countries in which malaria was
transmitted in 2015
4. Prevent re-establishment of malaria in all countries that are
malaria-free

AIM complements the WHO Global Technical Strategy for Malaria
Areas of focus of Action and Investment to defeat Malaria
Areas of focus of the WHO Global Technical Strategy for Malaria
 Vision, goals and areas of focus shared by both documents
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Malaria-Free
World

2030
AT LEAST 90% REDUCTION IN
MALARIA MORTALITYAND INCIDENCE RATES;
AT LEAST 35 COUNTRIES ELIMINATE MALARIA

Promoting an
inclusive approach
• people-centred
• multisectoral and
intercountry partnerships

• Prevention, diagnosis
and treatment
• Responsive surveillance
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Strengthening the
enabling environment
• policy coherence
• evidence-based
• strong health systems
Figure 3

Ensuring progress
and accountability
• monitoring results
• facilitating change
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Fostering innovation
• new tools and
technologies
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Structure of AIM
This chapter has summarized progress to date, positioned
malaria in the broader development agenda, introduced the 2030
malaria goals, and shows how AIM complements the WHO Global
Technical Strategy for Malaria. The chapters of the rest of AIM are
described below. Each chapter contains priority actions and selected
examples from the consultative development process. Some actions
will result in quick wins or short-term impacts, whereas others will
be long term and require stronger evidence, the engagement of new
partners, or the crafting of innovative solutions before they can be
implemented. “Creating the supporting elements” will be critical
to continued progress in the fight against malaria. Given this
importance, the enabling environment and innovation are topics
that are addressed by both the WHO Global Technical Strategy
for Malaria and AIM. To guide the reader and illustrate this
commonality the chapters that deal with the supporting
elements in both documents have been colour-coded green.
Building the investment
• Chapter 3: presents the global case for investing in
malaria, and a cost-benefit analysis of achieving the
2030 malaria goals; it also calculates the potential costs
of resurgence and failure.
• Chapter 4: outlines the current financial landscape,
and provides priority actions for mobilizing resources
for malaria.

Promoting an inclusive approach
• Chapter 5: demonstrates the importance of
multisectoral and intercountry partnerships for
continued progress, and provides priority actions
to strengthen both types of partnership.
• Chapter 6: shows the importance of keeping people
at the centre of the response, and provides priority
actions for undertaking more effective community
engagement, improving social and behaviour
communication change (SBCC), and bringing malaria
interventions to vulnerable populations, including
in emergencies.

Creating the supporting elements
• Chapter 7: further develops the enabling environment
(policies, data and health systems) and provides priority
actions for making policies “malaria smart”, reinforcing
the evidence to inform progress, and strengthening
health systems.
• Chapter 8: highlights how achieving the 2030 malaria
goals will depend on the development of new malaria
drugs and other products; it also provides priority
actions in malaria research and innovation.

Ensuring accountability for progress
• Chapter 9: outlines the areas where partnership will
be pivotal as the WHO Global Technical Strategy for
Malaria and AIM are implemented, and provides a
complementary framework for monitoring progress in
the main areas of AIM, to strengthen accountability for
achieving the 2030 malaria goals.
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Building the Investment

3. Making the Case
for Investment
Malaria prevention and treatment are among the most cost-effective
public health interventions. They provide a consistently high
return on investment, beyond the direct benefits of better
health.28,29 Thus, investing in malaria control and elimination
amounts to an unparalleled investment in productivity, progress
and people-centred development.30
The level of political commitment and financial investment required
to sustain malaria control and elimination is high in the short term,31
and may be challenging to achieve and maintain.32 A systematic review
showed that most resurgence events could be attributed, at least in
part, to a weakening of malaria control programmes, generally because
of a lack of resources.32 Financial commitment and the relentless
pursuit of elimination and eventual eradication are needed to counter
the risk of resurgence, halt the constant need to develop new drugs
and insecticides to counteract the development of resistance, and
reap the long-term returns of ending malaria infections and deaths.
There is a strong case for making this investment. Beyond the
financial return, it will generate unprecedented socioeconomic,
development, humanitarian and equity benefits.29 Stakeholders at all
levels (global, regional, country, subnational and local) are crucial in
leveraging the case for investment to advocate for and successfully
mobilize the full range of resources needed to move countries along
the path from control to elimination.

Consolidating the evidence on the
cost-effectiveness of malaria interventions

Malaria – a
“best buy” in
global public
health.

Since the launch of the first GMAP, much stronger evidence of the benefits
of reducing malaria has been generated. The cost-effectiveness of the main
interventions used to control and eliminate malaria has been reconfirmed by extensive
scientific studies carried out in sub-Saharan Africa, Asia and Latin America.33–39
Estimates covering the time frame 2011-2014 found malaria control to be a
“best buy” in global public health, costing only US$ 5-8 per case averted, and
generating millions in savings.28 The only public health intervention that is more
cost-effective than malaria control is childhood immunization with vaccines
included in the Expanded Program on Immunization.40,41
Evidence on the costs and cost-effectiveness of malaria elimination is less well
developed.31 It is likely that costs for elimination will initially be equal to, or higher
than, those of a control programme, but will decrease as the focus progresses to the
prevention of re-introduction.42–44 The 8th Report of the Expert Committee on Malaria
suggested that the cost of a well-operated programme to consolidate and sustain
elimination is only 65-75% that of operating an “all-out” malaria control programme.45
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Quantifying the
return on investment

Return on
Investment (ROI)

Returns in economic development,
productivity, and growth
Research shows that malaria can negatively affect
macroeconomic performance, and is a determinant of
economic growth in the long term. The growth rate of the
gross domestic product (GDP) per capita in malaria-endemic
countries is 0.25-1.3 percentage points lower than in countries
without malaria.7 Over a period of 25 years, GDP per capita
growth in countries not affected by malaria was over five
times higher than in countries affected by a heavy malaria
burden.46,47 An expenditure impact study suggested that,
for every US$1 per capita investment in the fight against
malaria in Africa, there was an increase in per capita GDP
of US$6.75.48

An ROI analysis is a way
to evaluate the efficiency
of investments, taking into
account all the resources
invested and all the amounts
gained through increased
revenue, reduced costs, or
both. To calculate ROI, the
benefit (return) is divided
by the cost, and the result is
expressed as a percentage
or a ratio.

Suppressing malaria reduces worker absenteeism and increases productivity
in key economic areas, such as agriculture, business and industry (including
the extractive industries).49–51,29 In economies that depend heavily on
agriculture, reducing malaria increases the performance of intensive
agricultural production, contributing to national food security and greater
rural prosperity.52 In sub-Saharan Africa, women make up 60-80% of food
crop producers for household consumption and sale. Malaria undermines
their labour output, interrupts the production cycle, and causes resources to
be diverted from farm inputs. As the burden of malaria drops, women can
engage in subsistence agriculture more effectively, increasing crop yields
and making their households more food secure.49,53,54

© David Jacobs
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Companies that invest in the health of their workers, and protect them
from malaria and other diseases, reduce the costs of doing business and
boost their competitiveness.5 Reducing the burden of malaria also
decreases inequality,55 and contributes to the creation of more cohesive,
stable societies, which can attract international investors and trade,
and help to make growth more inclusive and sustainable.5 Furthermore,
eliminating malaria enables the safe movement of people across regional
and country borders, which brings benefits for economic development
zones and tourism.56

Suppressing
malaria
reduces worker
absenteeism
and increases
productivity in
key economic
areas.
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Returns in household prosperity,
equity and women’s empowerment

© Swiss Malaria Group/Allan Jay Quesada

Malaria traps the most disadvantaged in a spiral of
sickness, suffering and poverty. Reducing malaria makes a
substantial contribution to global equity. It strengthens the
resilience of entire communities by protecting household
income from the costs of seeking care and from the loss of
earnings due to the inability to work.13
Each year, 44 million households worldwide, more than
150 million people, face health-care expenditures that are
so high in relation to available income that they have
a catastrophic effect on the household’s financial well-being.60
Prevention, diagnosis and treatment of malaria is
a significant source of these expenditures, even when
there are no or only modest official charges for public
sector primary health care.61 In endemic countries, the
poorest households are disproportionately affected by
these costs, and a single episode of malaria can be enough
to push one in three affected families into or further into
poverty.62,63 Preventing malaria reduces these costs, enabling
households to invest more in food, housing, education,
entrepreneurial initiatives or assets.
Reducing the burden of malaria allows people to engage
in non-market activities such as parenting, house-keeping,
caregiving and social relations, all of which generate
additional benefits for societies.64 In particular, it frees women
from the burden of caring for sick family members, makes
them much better able to engage in income generation, and
empowers them to participate in public decision-making.13

Household costs of malaria
Approximately half of the world’s population fights for
survival on less than US$ 2.50 per day. Each case of
malaria has been shown to cost households at least
US$ 2.67 (range US$ 0.34-7.66) in direct out-of-pocket
expenses. In adults, this leads to an average of 3.4 days
(range 2-6 days) of lost productivity, at a minimum
additional indirect cost of US$ 10.85. Mothers and other
carers sacrifice a further 2-4 days each time a child or
other family member contracts malaria, generating
yet more indirect costs for households.13,57–59

©Karl Grobl for Freedom from Hunger | www.freedomfromhunger.org

When the work
of caring for
those with
malaria drops,
women can
better engage
in income
generation
and public
decision-making.
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An investment in malaria is an investment in the future. It helps children to
avoid missing school, enhances their cognitive ability to learn, and increases
the chances that they will go on to live healthy and productive lives.11,65,66
An examination of the effects of malaria on female educational attainment in
Paraguay and Sri Lanka found that every 10% decrease in malaria incidence
leads to 0.1 years of additional schooling, and increases the chance of being
literate by 1-2 percentage points.29

© Bill & Melinda Gates Foundation

Less malaria
means
children can
attend school
and grow
up leading
healthy,
productive
lives.

© Bill & Melinda Gates Foundation

Progress in preventing
malaria reduces maternal
mortality, and neonatal
and child deaths.
Progress in preventing malaria also helps to reduce
maternal mortality, and neonatal and child deaths.
Malaria in pregnancy interventions can cut severe maternal
anaemia by 38%, reduce low birth weight in neonates by
31%, and decrease neonatal mortality rates by as much as
61%. This enables mothers to stay well and thus be able
to care for their baby and other children, and strongly
increases the newborn’s chances of survival.67,68 Malaria
interventions have slashed child mortality rates by as much
as 20% in endemic countries.69 Where children do not
suffer repeatedly from malaria, they have a better response
to immunizations, meaning their health is better protected
and childhood immunizations are more cost-effective.70
Reductions in child mortality have been associated with
declines in fertility rates.71 As child deaths decline, parents
often choose to have smaller families and to focus on
supporting each child to realize its full potential. This
investment in human capital is central to the creation of
a more equitable world, and critical for improving health,
household prosperity and sustainable development.64
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Returns for health security and systems
Malaria strains public health systems, and absorbs much
of the capacity of these systems. Reducing the burden of
malaria enables public health systems to function more
effectively, and to better respond to emerging health
security threats.
Effective malaria diagnosis and treatment with quality
ACTs helps to foster trust in the public health sector,
making it more likely that people will seek treatment
for other illnesses; ultimately, this helps to stimulate
demand for quality services.72–74 Excluding malaria
through effective diagnostic tests improves the chances
that other life-threatening diseases will be detected.75,76
The significant efforts being made to strengthen the
use of quality ACTs and malaria reporting in the private
health sector can contribute to improved public–private
collaboration in health systems. This collaboration brings
system-wide efficiency gains, increases the reach of
health service delivery, and contributes to the drive for
universal health coverage.77,78
Malaria can be the cause of up to 50% of hospital visits
and admissions, and can account for 40% of public health
spending in high-transmission settings.79,80–83 Reducing
this burden allows resources to be reallocated for the
treatment of other diseases such as diarrhoea, anaemia,
malnutrition, pneumonia, HIV/AIDS, tuberculosis and
cardiovascular disease.84,85

It also frees capacity, which systems can then redirect to
manage the drivers of resistance to antimalarial drugs and
antimicrobial agents (both of which are active threats to
health security). Malaria elimination requires nations to
secure their borders, prevent threats and mitigate; these
are also essential features of an effective regional and
global health security architecture.86
Countries can use the surveillance and response systems
and capacities that are needed to achieve and sustain
elimination of malaria to develop and stress-test systems to
identify, track and manage threats from other fast-moving
infectious disease epidemics, such as Ebola, dengue or
epidemic influenza.87–89,86 Regardless of where a country is on
the path to elimination of malaria, an effective malaria control
programme can concurrently control other vector-borne
diseases,90,91 and laboratories or monitoring and evaluation
capacity can be readily harnessed to analyse other
health problems.87,88
Finally, the tasks of village malaria workers can be
successfully expanded to include the management
of other diseases, bringing wider benefits to the health
of their communities.92

Reducing
the burden
of malaria
enables health
systems to
function more
effectively.
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Costs and benefits of achieving
the 2030 malaria goalsd
Meeting the milestones and targets to achieve the 2030
malaria goals will require further scaling-up of proven
interventions, strengthening of surveillance systems, and
continued investment in R&D, to achieve the necessary
innovation in tools and approaches. The WHO Global
Technical Strategy for Malaria includes calculations of the
financial and economic costs of this acceleration towards
the 2020 and 2025 milestones, and the 2030 targets.26,27
The costs and benefits that this investment will generate
are shown in Figure 4.

Costs and benefits of malaria 2020 and 2025
milestones and 2030 targets

2016 – 2020

24.5

2021– 2025

35.7
Billion

2026 – 2030

41.6
Billion

Billion

$

1.6

Million
lives saved

0.4

Billion
cases averted

$

4.2

Million
lives saved

1.3

Billion
cases averted

$

4.5

Million
lives saved

1.3

Billion
cases averted

Figure 4
An additional US$ 673 million (range US$ 524-822 million)
will be needed annually until 2030 to fund malaria R&D,
ensure new developments and innovations, and contain
the threat of drug and insecticide resistance. Appendix C
provides a breakdown of this R&D cost.
24

These calculations highlight how the costs of achieving
the 2020 and 2025 milestones and 2030 targets rise
substantially with each of the 5-year intervals, especially
from 2021. This is due to the high level of investment that
is required to reach elimination, in particular for vector
control, as well as the ongoing investment needed to
prevent the re-introduction of malaria. Past expenditure
analyses in four eliminating countries illustrate that
the annual per capita costs are greatest at the start
of a malaria elimination programme, and decrease
substantially as the country moves towards preventing
re-introduction. In Sri Lanka, the per capita expenditure
in 1948-1949 was US$ 6.20 (at the 2013 rate) while the
equivalent cost of the current programme to prevent
re-introduction is US$ 2.22.45
Even though the costs of achieving the joint 2030 goals are
high, the returns on the investment will be unprecedented.
A cost-benefit analysis based on the costing methodology used
in the WHO Global Technical Strategy for Malaria demonstrates
that the benefits increase incrementally with the attainment of
the 2020 and 2025 milestones, averting close to 3 billion malaria
cases and saving more than 10 million lives by the time the
2030 targets are realized.e, 93 These benefits, shown in Figure 5,
include household and health system cost savings, and
macroeconomic savings from the economic output that will
be generated if people not killed or incapacitated by malaria
are able to enter and remain in the productive workforce.29
As a result, over US$ 4 trillion of additional economic
output would be generated across the 2016-2030 timeframe.
d

Any changes to the costing figures in the WHO Global Technical Strategy
for Malaria will affect ROI figures in Figure 5.

e

A summary of the cost-benefit analysis methodology is provided
in Appendix D
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Cumulative investment returns of malaria
2020 and 2025 milestones and 2030 targets

2020

0.7

2025

2030

2.3

Trillion

4.1

Trillion

Trillion

$

$

$

28:1

38:1

40:1

ROI

ROI

ROI

Increased
productivity at
workplace
and school

Stronger health
systems

The 60:1 return on
investing to achieve the 2030
malaria goals in sub-Saharan
Africa has the potential to
unlock transformative and
inclusive growth across the
continent.
© Bill & Melinda Gates Foundation

Greater household
prosperity

Figure 5
The results of this analysis suggest that the overall
return on investing to achieve the 2030 malaria goals
ranges from 28:1 to 40:1. Disaggregation by region
shows that the ROI for sub-Saharan Africa will be 60:1.
These findings are even higher than previous estimates
and impressive by any measure. In particular, they
underscore the transformative potential for growth that
this investment could unlock for sub-Saharan Africa.
A different cost-benefit assessment conducted on the
goals and targets of the post-2015 development agenda
also found robust evidence that the economic benefits
of reversing the spread of malaria and reducing annual
malaria deaths by 95% would be 15 times higher than
the costs, an ROI that it classified as “phenomenal”.94
The economic output of US$ 4 trillion also compares
favorably with other findings. It has been hypothetically
estimated that eliminating malaria globally could produce
a net economic benefit of US$ 208.6 billion for the time
frame 2013-2035.29

In a further development of this work, the figure was
revised to the equivalent of US$ 269.3 billion for the time
frame 2016-2030 for the African region alone – a figure that
is roughly equivalent to 17% of the combined 2013 GDP of
47 sub-Saharan Africa countries.95,96, f
f

 he original calculation covered the timeframe 2013-2035, and gave a net
T
present value of US$ 332 billion. This has been adjusted here to align with
the 2016-2030 timeframe of AIM, to facilitate comparison.95
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Case studies:
How a small investment in
malaria can bring major
returns to families
around the world
Nigeria Case study
Ngozi Nwankwo is a widow who heads a household in a rural part of
south-east Nigeria. She used to lose more than 20 days a year, either
through having malaria herself or spending time looking after others who
were sick with malaria. Mrs Nwankwo and her family depend on growing
their own vegetables and crops, and they use the little money they have
available to buy seeds. In the rainy season, she needs to plant her field.
However, as this is also the time when there are more mosquitoes, the
children often used to get ill, affecting Mrs Nwankwo’s ability to work.
Hence, her crops often had low yields and the household faced severe
food security challenges.

© Bill & Melinda Gates Foundation

After receiving bed nets and information on how to use them correctly,
life has greatly improved for Mrs Nwankwo and her family. She has
been healthy, and the children have rarely been ill with malaria. This
has enabled her to tend her field more efficiently and to save money for
some fertilizer. She now has much better harvests and can sometimes
even sell some of her produce at the market.
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As the burden
of malaria
drops, women
can engage in
subsistence
agriculture
more effectively,
increasing
crop yields and
making their
households more
food secure.
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India Case study
© Bill & Melinda Gates Foundation

Madan Prakash and his wife Subiti live in a slum at
a construction site in north-east India. Their home
offers scant protection from the elements, and the
family is bracing itself for the onset of the monsoon.
The whole family, but particularly the children,
suffer repeatedly from malaria. Madan goes early
every morning to seek work at the construction site.
As he is not always taken on as a day labourer, Subiti
also has to go out every day to look for other ways
to earn money or get food. Their eldest daughter
Namrata had to drop out of the local school to care
for her younger siblings.
When a local NGO came door-to-door in the slum,
Madan and Subiti received two mosquito nets and
assistance to hang them from the roof. The parents
sleep under one, and the children under the other.
Since having the nets, Madan and Subiti have not
had malaria, enabling them to seek work more
consistently and thus increase the household’s
income. They have managed to improve their home,
and have saved a small amount of money so that
they can travel to the hospital if their children need
care. With the onset of the rains, one of the younger
children became sick, but the overall frequency
of illness has been reduced, allowing the children
to regain their strength after each episode. Subiti
hopes that they will soon be able to pay for child
care for the youngest children, so that Namrata
can resume her schooling.
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Failure and the impact of resurgence
Despite the compelling case for investment in malaria, funding levels fall far short
of the amount needed, and there is a risk that the current gains could unravel.
The cost of failing to achieve the 2020 and 2025 milestones and 2030 targets will be
catastrophic, and will dwarf the amount needed to achieve those milestones and
targets. If the coverage of malaria interventions drops, then dramatic resurgence
will ensue. This can lead to even higher prevalence than at baseline (as illustrated
in Figure 6) because, as the number of cases drops, people’s acquired immunity
to malaria declines, leaving them more vulnerable to clinical disease and severe
illness.32,97 Resurgence also increases the risk of drug and insecticide resistance,
and leads to human sickness, suffering and death across all age groups.98
As countries move from high to low transmission of malaria, occasional
epidemics or other setbacks may occur. This is normal, and should not to be taken
as a sign of failure; however, it is important to implement an aggressive response
to contain such problems.

Learning from
the past
History provides a warning that
the gains in malaria are fragile,
and depend upon sufficient
and sustained investment.
Between the 1930s and 2000s,
75 episodes of resurgence were
reported in 61 countries. Most
of these resurgences were the
consequence of weakened
malaria control programmes, due
mainly to a lack of resources.32

India

Parasite Prevalence
Parasite Prevalence

Slide Positivity
Slide Positivity

Removal of control measures leads to resurgence, with prevalence levels frequently
higher than before due to decline in population immunity
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Slide Positivity
Slide Positivity

The costs of failure will be catastrophic and
dwarf the amount needed to achieve the 2030
malaria goals. These costs will be borne by
economies, businesses and health systems,
and could extend to countries that share
borders with resurging countries.
The costs and losses of long-term failure and the
associated economic burden will be borne by
economies, businesses and health systems. They
will potentially extend to countries that share borders
with a resurging country, even if those countries
have continued to invest in suppressing malaria.
In particular, the brunt of these costs will be borne
by households, with the poorest families paying the
highest price. Such failure would fundamentally
undermine the SDG of seeking to end extreme poverty
by 2030. Above all, it would mark a failure to protect
the unprecedented investment that has been made
to date, and squander the current opportunity to free
future generations from this ancient scourge.
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Calculating the humanitarian and economic costs of failure
Failure to secure sustained political and financial support for malaria control and elimination will lead to resurgence, which will
erode the gains from the investments made to date, and generate even greater costs for countries and the global community.
Analysis shows the staggering costs that will result over the 2016-2030 timeframe if current malaria intervention coverage
levels are allowed to revert to 2007 levels (i.e. before the first GMAP was launched) (Figure 7).

Human and economic costs over the 2016-2030 timeframe if current malaria intervention
coverage were to revert to 2007 levels

© Swiss Malaria Group/Benjamin Moldenhauer
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Figure 7
Calculations based on levels of coverage with malaria interventions
for 2016-2030 reverting to 2007 levels. The methodology is explained
in Appendix D.
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Building the Investment

4. Mobilizing
Resources
Malaria financing has increased substantially since 2000, but
continues to fall far short of the amounts required to achieve
the 2030 malaria goals. However, there are good prospects for
increasing investment in malaria through a mixture of domestic
and external financing.

Current Financial Landscape

Since 1998,
funding for
malaria has
increased
substantially,
reaching
US$ 2.7 billion
in 2013.

Since 1998, funding for malaria has increased substantially, reaching
US$ 2.7 billion in 2013, and it is expected to rise to US$ 3.2 billion in 2016
(Figure 8). External resources (from donors) financed the largest part of
the increased spending, rising dramatically from under US$ 100 million in
1998 to US$ 2.1 billion in 2013, and increasing by 43% per year between 2005
and 2009. Domestic funding of malaria programmes also increased, and
accounted for one fifth of all funding (US$ 527 million, 20%) in 2013.
The Global Fund has provided the largest share of malaria funding
(US$ 1 billion, 40% of the total). Donor governments are the greatest
source of financing for the Global Fund, but the private sector and other
nongovernment donors represent an increasingly important share of its
cash contributions. The other main sources of malaria funding are the
US Government’s President’s Malaria Initiative (PMI) (US$ 675 million,
26% of total funding in 2013), the UK Government (US$ 179 million, 7%)
and the World Bank (US$ 71 million, 3%). Both the UK Government and
the US Government also contribute through the Global Fund.
Different patterns emerge when the figures are further broken down to
compare countries in the malaria control phase with those in the elimination
or prevention of re-introduction phases. In 2013, external financing
contributed 66% of all malaria expenditures in the control phase countries
compared with only 7% in the elimination or prevention of re-introduction
countries; the rest of the funding came from domestic sources (Appendix E).
In 2013, the main funder of R&D was the US National Institutes of Health
(25%), followed by the Bill & Melinda Gates Foundation (22%), which is
also a major funder of global health efforts and malaria beyond R&D.
The third largest source of funding for malaria R&D is the pharmaceutical
and biotechnology industry (15%), followed by the UK’s Department for
International Development (DFID) (5%) and the Wellcome Trust (5%).
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Sources of funds spent on malaria since 2005, and projected funding through 2016
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Figure 8
AMFm, Affordable Medicines Facility-Malaria; DFID, UK Department for International Development; Global Fund, Global Fund to Fight AIDS,
Tuberculosis and Malaria; PMI, US President’s Malaria Initiative; USAID, United States Agency for International Development
Source: data on funding for malaria 2005-2013 are from the World Malaria Report 2014; data on projected funding through 2016 was provided
by the WHO Global Malaria Programme.

Impressive though the increases in malaria financing have been, the US$ 2.7
billion raised in 2013 falls far short of the required US$ 5.1 billion estimated in
the first GMAP. It is also well below the even higher funding required to meet
the 2020 milestones that will set us on course to achieve the 2030 malaria goals.
To achieve those goals, the total financing needs to more than double.
The current situation is challenging; both the rate of increase and the
proportion of development assistance for health allocated to malaria have
declined since 2010, and funding for malaria R&D activities actually fell by 7%
in 2013, to US$ 549 million.99,100 Also, domestic financing for malaria has not
increased at a similar pace to external funding in recent years, and has actually
been in decline since its peak of US$ 598 million in 2011. The result is that too
many health systems continue to rely heavily on direct out-of-pocket payments,
the least equitable form of health financing, which also deters the poor and
vulnerable from obtaining the necessary malaria services.
Despite these problems, the prospects for raising additional funds for malaria are
good. Economic growth in the past 20 years in low-income and middle-income
countries has already generated fiscal headroom for growing public spending
on health, and this increase in growth is expected to continue.101
For example, two thirds of the countries in Africa have witnessed 10 or more
years of uninterrupted economic growth, and this is expected to continue at an
average rate of around 5% a year in sub-Saharan Africa, and at a higher rate in
some of the countries in Asia and the Americas. This rate of growth alone would
allow domestic expenditures on malaria to double between 2016 and 2030, even
if countries maintained their level of allocation to health and the priority given
to malaria in health in their national budgets. If countries were to increase their
allocations to health and malaria simultaneously, spending could double in many
countries (clearly, this would require strong political commitment).

32

For a Malaria-Free World

Achieving the
2030 malaria
goals will
depend on the
mobilization of
higher levels
of predictable
and sustained
funding.

Action and Investment to defeat Malaria 2016-2030 (AIM)

Increasing the Investment
Achieving the 2030 malaria goals will depend on the mobilization of higher levels of predictable
and sustained funding, and will require an exponential effort in an increasingly complex world.
Many major donors will struggle to maintain current levels of support unless the global economy
improves. Commitments to development assistance are declining, even if the result has not yet been
seen in terms of disbursements, while malaria-endemic countries have myriad health problems
to deal with.78,102 The need for solid resource mobilization strategies for malaria at all levels has
never been greater, and the ever-present threat of resurgence makes it dangerous to reduce malaria
funding even in low-transmission contexts.
As transmission decreases, the disease becomes less visible, creating a risk of funding withdrawal
or even of a laissez-faire attitude emerging on the part of malaria programmes, policy-makers
and communities. Funding for malaria needs to be decided as a function of current transmission
intensity and the intrinsic potential for malaria transmission, which remains high even in areas that
are close to elimination. Thus, the Global Fund’s new allocations model considers both current and
previous transmission rates (i.e. before scale-up of control), the latter being a proxy for a country’s
innate transmission potential.
Overall, increased domestic spending will need to be supported by increased external funding,
particularly in countries with high malaria burdens and low starting levels of per capita income,
and those in fragile situations or crisis.

Mobilizing additional domestic resources
Many governments in countries with considerable
burdens of disease still do not give high priority to
health. A study of 46 low-income and middle-income
countries showed that government health expenditure
was less than 10% of overall government expenditure
for more than half of these countries, and less than 5%
in 10 of those countries.103 If those 10 countries moved
to the target of 15% of government expenditure being
allocated to health, public expenditures on malaria
would triple, even if the share allocated to malaria did
not increase. If those countries spending less than 10%
moved to 15%, malaria expenditures would increase by
at least 50%. If, at the same time, governments could
be persuaded to give a higher priority to malaria in
the health budget, the available funds would increase
even more, particularly when combined with the strong
predicted economic growth. This would require political
commitment and changes in current behaviours.
For example, African heads of state pledged to allocate
15% of their national budgets to health in 2001, yet in
2011, only six of the 55 African Union member states
– Liberia, Madagascar, Malawi, Rwanda, Togo and Zambia
– had met this target. Several countries are within reach
of this target, but many others have actually reduced
their allocations.104

Indonesia increases tax revenues
by encouraging compliance
Indonesia’s Directorate General of Taxation
simplified the tax system to encourage voluntary
compliance, in which taxpayers self-assess, then
pay the tax on income declared. Positive results
followed, with the tax yield rising from 9.9% to 11%
of non-oil GDP in the 4 years after implementation.
The additional tax revenues meant that overall
government spending increased; and health
spending rose faster than in other sectors.

Giving a higher priority to health and malaria is feasible,
but it automatically means giving a lower priority to
other things. WHO argues that all countries could raise
additional money for health, at least some of which could
be used for malaria control and elimination.78
To mobilize additional resources for health and malaria,
particularly in low-income and middle-income countries,
action is needed to increase revenue collection by
broadening tax bases and improving tax administration.
Such measures are already bearing fruit in several
countries; for example, low-income countries as a group
took such action between 1990 and 2011, and increased
government revenue from 13 to 17% of GDP.104
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Introducing innovative options for revenue raising can
substantially increase funding for health and malaria,
while complementing activities to improve the efficiency
of tax and revenue collection systems. Some of the
innovative options apply not only to endemic or eliminating
countries, but also to traditional donors seeking to diversify
their sources of funding. All of these options can present
challenges, and implementing them requires healthy
relationships with a broad group of stakeholders, political
astuteness, and transparent, exploratory work to inform
decision-making on whether, when and how to proceed.105
To expand domestic financing for malaria, action is
needed to:

• i ncrease or channel a proportion of import or export

duties or value added tax (VAT) to health or malaria;
for example, Ghana funds its national health insurance
scheme to a high degree through a 2.5% levy on VAT;

• a nalyse the potential for introducing mandatory

solidarity levies on airline tickets, taxes on foreign
currency transactions and on alcohol and tobacco or other
products that are harmful to health (so-called “sin taxes”);
for example, Egypt, Pakistan, Thailand and Viet Nam
have successfully used sin taxes to help finance their
health-care systems;105

• e xplore possibilities for introducing voluntary solidarity
contributions made via mobile phones for either
individuals or corporations;

• c onsider introducing tourist taxes in countries where
tourism is an important sector, or adding a malaria
component to hotel or airport departure taxes (such
taxes may already be well accepted); and

• c ontinue to refine and scale up the use of debt conversions
deals, whereby developing country debts can be written
off so long as the amount agreed is invested in health or
malaria – the deals work bilaterally between a donor and
a country, and the Global Fund has had some success with
its Debt2Health mechanism;108

• l everage increased transparency in the dealings of

multinational corporations, so that hosting countries
receive a fairer share of tax receipts and royalties; in
the extractive industries, this is being championed by
the campaign group “Publish What you Pay” and by the
Extractive Industries Transparency Initiative;109,110

• e xplore the potential to harness the power of social

entrepreneurship to catalyse innovative ideas for reaching
a larger audience in the fight against malaria – unlike traditional
corporate businesses, social entrepreneurial ventures focus
on maximizing gains in stocietal benefit. Increasingly,
private and public agencies worldwide are allocating funding
to help bring about innovations that can demonstrate their
success and potential for replication to scale;111 and

• foster regional partnerships to attract funding from
governments that have an interest in contributing to improving
health and suppressing malaria in their geographical vicinity.
© Bill & Melinda Gates Foundation

Raising revenue for malaria through
innovative financing options

• i ntroduce diaspora bonds (the selling of government

bonds to nationals living abroad) in countries with
significant out-of-country populations; the revenue from
bonds sales could be dedicated to health and, with the
right messaging, it may be possible to earmark part of
the funds for malaria.

regional funding initiatives

Useful resources:

• World Health Report: Health systems financing.
The path to universal coverage.78

• Lessons learned from working to increase domestic
financing for malaria in Africa 2012-2014.105

To increase malaria financing through global and regional
innovations, in collaboration with endemic and eliminating
countries, action is needed to:

• f urther assess the potential of malaria bonds and

pay-for-performance instruments, which may be a way
of raising more funds for malaria programmes;

•p
 romote the advantages of the Pledge Guarantee for

Health (PGH), an innovative financing partnership
established to increase the availability and predictability of
funding from international donors for health commodities;
in 2011, the Government of Zambia leveraged PGH to
accelerate the delivery of 800 000 malaria bed nets, ahead
of the peak rainy season, saving thousands of lives and
potentially millions of local health dollars. The financing
and procurement process took just 6 weeks, compared to
the usual 33 weeks;106,107
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A Regional Trust Fund for Malaria and Other
Communicable Disease has been set up by the
Asian Development Bank (ADB). It is the first fund to
emerge from ADB’s new Health Financing Partnership
Facility, which seeks to attract co-financing from
regional economies, development partners, the
private sector and foundations. ADB hosts the Asia
Pacific Leader’s Malaria Alliance Secretariat, and it
will strengthen and support the Alliance’s two task
forces on sustaining financing for elimination, and
ensuring quality and affordable malaria medicines
and technologies.
The Global Fund has allocated US$ 10 million to the
Eliminate Malaria in Central-America and Hispaniola
Initiative (EMMIE, for its acronym in Spanish), to
support 10 countries as they move towards elimination.
Countries receive the requested funding once they
have met their targets, in an attempt to catalyse
progress towards elimination goals through increased
regional cooperation and by rewarding performance.
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Maintaining and expanding the base
of traditional donors, and targeting
investment from emerging economies
To maintain and even increase the funding provided
from traditional donors, while expanding the base of
donors from countries that have yet to contribute, action
is needed to:

Demonstrating the
multisectoral impact
of investing in malaria
opens up new funding
opportunities.

•d
 emonstrate the multisectoral impact of investing in

malaria to bilateral and multilateral agencies, including
the World Bank and regional development banks,
which have a mandate to promote human and physical
development in low-income and endemic countries;

•p
 romote the importance of mainstreaming malaria into

major development projects funded by the newly formed
China-led Asian Infrastructure Investment Bank (AIDB),
and the BRICS (Brazil, Russia, India, China and South
Africa) Development Bank, as a way of tapping into these
high-volume turnovers;

•p
 osition malaria in the broader agenda for health system
strengthening and global health (e.g. by aligning with
the Every Woman Every Child movement to leverage the
World Bank’s new Global Financing Facility);

Take advantage of
new funding sources

© Karl Grobl for Freedom from Hunger | www.freedomfromhunger.org

In 2011, the government of Benin approached the
World Bank’s International Development Association
(IDA) to solicit an additional US$ 32 million to fight
malaria, because there was consensus that this
would positively impact GDP. To trigger funding,
the ministries of finance and health had to work
in close collaboration. They built a compelling
socioeconomic case for the investment, and the
request was processed within 3 months.112

• t ake advantage of funding that is being made available

to strengthen national systems for greater health
security; critical to this agenda are malaria surveillance
and outbreak responses, and surveillance for drug and
insecticide resistance;

•b
 uild alliances between malaria programmes, ministries

of health and relevant environmental and development
partners (including the national meteorological agencies)
as a way of securing access to adaptation funds, to manage
climate-related risks to the success of malaria programme;

• c ontinue to identify funding needs, and align them with

available funds, including by supporting the Global Fund
grant proposal process; and

• c ontinue to determine the priorities of domestic agendas

and their potential alignment with malaria mainstreaming
and programming in the emerging economies such as the
BRICS and MINT (Mexico, Indonesia, Nigeria and Turkey)
countries, and the Gulf States.
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Increasing private sector investment
There is great potential to increase private sector investment in malaria.
Many private sector companies and wealthy individuals living or operating in
malaria-endemic countries are interested in such investment, but may not know
how to convert that interest into meaningful contributions. At the same time,
governments are making smart use of policies to tap into private sector wealth.
For example, in India, companies are required by law to invest 2% of their profits
in corporate social responsibility, a move that holds considerable promise for the
country’s malaria advocates.
To increase private sector investment, action is needed to:

•d
 evelop a corporate engagement strategy to leverage private sector led successes

in malaria control, and bring more companies into the malaria space at all levels
(global, regional and country); the engagement could take the form of sponsorship
opportunities, such as funding, in-kind support or creation of innovative financing
mechanisms (e.g. challenge grants or matching-gift mechanisms);

• a dvocate for the benefits of workplace programmes that provide malaria
prevention and treatment to companies operating in endemic countries;

• e ngage more strongly with CSOs in donor countries and in malaria-endemic

settings (e.g. Rotary and Lions clubs) to build on their interest in funding malaria
control activities; and

Engaging the
extractive industries
In Brazil, all enterprises
operating in the Amazon
region are legally obliged to
fund programmes to prevent
and control malaria in their
areas of influence. These
programmes are monitored
by the Federal Government of
Brazil, and implemented at the
local level with the municipal
health administration. Between
2007 and 2014, companies
invested over US$ 40 million
in improving local health
services, malaria surveillance
and control activities.

• t arget high net-worth individuals in countries of all income levels, to encourage
them to contribute to malaria financing.

Developing a resource mobilization
strategy
The impressive case for investing in the fight against
malaria, including the evidence of the benefits this
investment generates for development and the wider
health system, presents an opportunity for championing
increased funding for malaria.
Countries need to have an evidence-based national malaria
strategic plan that is in line with the priorities laid out
in their wider national health strategic plan. Both these
documents should be based on wide-reaching consultation
and consensus. A high-quality national malaria strategic plan
provides malaria stakeholders in-country with an overall
vision, high-level strategies and programmatic goals. This
strategic plan requires an operational plan that outlines the
main activities for achieving the goals, clear milestones,
responsible parties and the required budget. National malaria
strategic and operational plans need to be integrated into
a country’s health sector financing plans, and into the broader
processes of prioritization and budgeting.
Taking these plans as the starting point, countries are also
encouraged to develop a resource mobilization strategy that
can be used by malaria programmes and their partners to
argue for a greater share of existing funds for malaria, or for
the appropriate share of any new funds that might become
available. Developing this strategy requires solid preparatory
work – including the analysis of any gaps in funding and the
mapping of potential new funders. A resource mobilization
strategy is a multipurpose document that can be used to
attract international financing (e.g. by feeding into a Global
Fund concept note), as well as to increase domestic funding
from both public and private sources. The strategy should
present the expected ROI, and explain how the return
can be measured. It will need to be closely tailored to the
epidemiological and socioeconomic context, to where the
country is on the path to elimination, and to the interests
of the potential funder that is being approached.
36

Useful resource:

•R
 BM Advocacy for resource mobilization for malaria

guide.112 The guide has been designed for use with an
accompanying package of Technical Assistance.
For more information see: http://www.rollbackmalaria.
org/resources/publications/2014
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Optimizing efficiencies and strengthening transparency
Raising additional funds is critical, but there is also a need for transparency and efficiency,
particularly in the wake of the 2008 financial crisis. Ministries of finance and investors in both the
public and private sector now stress the importance of ensuring and demonstrating greater “value
for money” or the optimal use of resources to achieve intended results. Value for money seeks to
balance the “four Es” – economy, efficiency, effectiveness and equity – and it requires the use of
value measures that are tailored to the context and investors.113 For example, in low-transmission
settings, investment needs to be measured in terms of cases and deaths averted compared to historical
baselines, or the economic gains associated with the long-term avoidance of resurgence, rather than
the costs per case (which may rise dramatically as case numbers fall). Vaccination against diseases
such as measles, rubella, pertussis and diphtheria offer an encouraging precedent for this kind of
continued investment in programmes, even in countries where these diseases are no longer present.
Malaria elimination efforts would benefit substantially from a new campaign that frames commitment
to malaria surveillance and response in the same light as immunization programmes.
Increasing value for money does not necessarily mean that the option with the lowest cost is best.
In comparing alternative options, the health improvement and other benefits they generate need to be
taken into account, as well as costs. Robust financial management must go hand in hand with efforts
to improve value for money. Greater transparency of funding flows and accountability for results will
help to tackle inefficiencies and corruption, and thus provide confidence to existing investors and spur
additional investment.

Greater
accountability
will increase
confidence and
spur additional
investment.
© Christian Heuss/Swiss TPH

Generating stronger evidence on the returns of
investing in malaria
As this chapter has made clear, there is now much evidence about the returns
of investing in malaria. However, there is scope for this evidence to be
consolidated and used more strategically, to show that malaria financing is
being invested wisely and efficiently, and having an effect. In particular, there
is a need for action to:

• s trengthen methodologies for quantifying the improved health outcomes

and system-wide benefits in other domains (e.g. agriculture and education),
particularly with regard to the benefits accrued in elimination settings;

• i mprove the availability of national level data on the costs and benefits of
investing in malaria; and

• c ontinue to build evidence of the potential negative economic impact of
malaria resurgence.
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Promoting an inclusive approach

5. Strengthening
multisectoral
and intercountry
collaboration
The Sustainable Development Goals recognize that many of
the challenges facing the global community transcend national
borders, and it implicitly calls upon countries to work together for
the global public good.114 Continued progress in the fight against
malaria will depend on the ability to work together, building
inclusive partnerships within and across boundaries and sectors
to address inequalities everywhere, and promote dignity and
prosperity for all mankind.
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Population mobility
Population mobility is a rising phenomenon of
globalization, and it is likely to increase exponentially.
People move between countries and regions, and from rural
to urban areas, in search of better opportunities, to escape
disasters and unrest, or because they are displaced (e.g. by
land redevelopments).
Movement from areas of high malaria transmission can
result in imported malaria cases and potential re-introduction
of malaria into low-transmission or malaria-free areas,
depending on whether or not competent malaria vectors
are present. Malaria-infected mosquitoes can also be
inadvertently transported from malaria-endemic areas
to malaria-free areas, causing unexpected outbreaks.115
Mobile and migrant populations (MMPs) who frequently
move in and out of endemic areas may have lost or not
possess naturally acquired immunity, and thus be at risk
of malaria. In addition, mobility may lead to poor adherence
to treatment, which in turn may accelerate the development
of resistance to anti-malaria drugs.116 Reducing malaria in
countries affected by political upheaval and humanitarian
crises will be crucial for progress towards the SDGs. UNICEF
has highlighted how 17 of the 20 countries with the world’s
highest under-5 mortality rates are those that are affected
by violence or are in fragile situations;117 in all 17 of these
countries, malaria is a leading cause of mortality.g
g
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The countries are Angola, Burkina Faso, Burundi, Cameroon, Central African
Republic, Chad, Democratic Republic of Congo, Guinea, Guinea-Bissau, Mali,
Mauritania, Niger, Nigeria, Sierra Leone, Somalia, South Sudan and Togo.
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Threat of drug and insecticide resistance
In today’s highly interdependent world, the spread of new and resurgent diseases
(including major malaria epidemics) across increasingly porous borders32,97
can threaten national and global health security by posing a risk to political
stability, progress and investment.118 One of the most pressing global challenges
is the growing problem of resistance to antimalarial drugs and insecticides.32,97
For example, there is parasite resistance to artemisinin in the Greater Mekong
subregion (Cambodia; the Lao People’s Democratic Republic; Myanmar; Thailand;
and Viet Nam).1 Factors driving drug resistance include the widespread and
indiscriminate use of ACTs for any fever, patients not completing the full course
of treatment, the circulation of counterfeit and substandard drugs, and the
continued use of oral monotherapies.119
Insecticide resistance directly undermines key intervention strategies such as
treated nets, treated materials and IRS. Over two thirds of all endemic countries have
reported resistance to at least one insecticide class in at least one vector species.
Resistance to pyrethroids is most prevalent, and is increasing rapidly. If pyrethroids
were to lose most of their efficacy, an estimated 55% of the benefits of vector control
would be lost.120 Levels of resistance to other classes of insecticides used in public
health are also increasing, and cross-resistance within and between insecticide
classes is prevalent. Reducing selection pressure and managing insecticide resistance
requires the appropriate rotation of insecticide classes for IRS; the development and
use of mosaic patterns of insecticide treatment; nets combining multiple insecticides
and synergists; and the longer term development of new active ingredients with
novel modes of action for use on nets and in IRS.121

Global Response
to Resistance
The global plans for
artemisinin resistance
and insecticide resistance
management in malaria
vectors were developed to
mobilize global and local
stakeholders to eliminate
artemisinin resistance
and address the threat
of insecticide resistance,
by ensuring the timely
development of new and
innovative vector-control
tools and strategies.

Sustainable habitats
Environmental change has a tremendous impact on
malaria transmission, making the disease a potential threat
wherever there is a receptive environment. Deforestation,122
large-scale irrigation, urbanization,123,124 the establishment of
rubber plantations,125,126 soil salinification,127 and extractive
activities can all affect the mix of vector species, their
abundance, host choice, longevity and behaviour, which
influence malaria transmission ecology.128,129 It is expected
that, by 2050, more than two thirds of the global population
will live in urban centres. Urbanization can contribute to the
reduction of malaria in endemic countries, because cities

can bring benefits such as better housing, greater access to
basic services and fewer breeding sites.123 However, these
benefits often remain elusive for the world’s more than
800 million slum dwellers. There is a need for continued
vigilance to the risk of resurgences in urban and periurban
areas, where urban agriculture and microirrigation dams
can be conducive to Anopheles vector populations.130
Poor drainage; activities such as brick-making,131–133 road
building and construction;134,135 and the proliferation of
gardens and small-scale farming in urban areas can all
inadvertently create mosquito breeding sites.136–138

© Swiss Malaria Group/Allan Jay Quesada
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Food security
There is a growing need for sustainable
agriculture to improve farming
productivity and food security, especially
in the face of population pressures.
When people, especially young children, are
well-nourished, they are better able to mount
an immune response and withstand malaria
infection.139 In endemic countries, malaria
remains an important cause of stunted
growth in children. The combination
of malaria and malnutrition (including
deficiencies of iron, zinc or vitamin A) is
particularly deadly.9 Agricultural practices,
including intense farming, irrigation and
drainage, need to be well managed if they
are to avoid increasing vector breeding
sites. Production systems for certain crops
have been associated with increased
incidence of malaria; such crops include
irrigated rice, mature rubber plantations,
sweet potato and other “ridge crops” where
rainwater accumulates and provides larval
habitats; and salad vegetables grown using
micro-dams for irrigation.140,141

© Bill & Melinda Gates Foundation

Climate change
Weather and climate are major
determinants of the geographical
distribution, seasonality, year-to-year
variability and longer term trends
of malaria. Periods of long-term
drought can reduce transmission.
Periods of high rainfall or warmer
temperatures can result in increased
malaria transmission, even in areas
where control is strong. Natural
climate variability – including the
El Niño phenomena and other
long-term cycles – are important
not only in explaining trends in
disease burden but also upsurges
in cases, including epidemics.142–144
The Intergovernmental Panel on
Climate Change has concluded
that changes in temperature and
rainfall will affect the natural
habitats of mosquitoes, changing the
prevalence of the vector or prolonging
transmission seasons (or both) in some
areas, and potentially exposing new
regions and populations to malaria
and other vector-borne diseases. 142
In other locations, climate change
will decrease transmission through
changes in rainfall and temperatures.
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Strengthening the engagement of other
sectors in the fight against malaria
UNDP, RBM and other partners
developed the Multisectoral Action
Framework for Malaria to consolidate
the evidence on the many interfaces
between the non-health sectors,
malaria transmission and the
possibilities for responding to the
disease.138 The framework builds on
the body of knowledge that shows
how endemic malaria disappeared
from most of northern Europe and
North America as general social and
economic development took hold,
including better and less crowded
housing, improved land drainage
and stronger health systems.145
Political commitment and
good governance are essential
to facilitate the multisectoral
engagement that will be needed
to achieve the 2030 malaria goals.

Leveraging the
AfricaN and Asia
Pacific Leaders’
Malaria Alliances
The African Leader’s Malaria
Alliance is a groundbreaking
coalition of 49 Heads of State
and Governments that was
founded to ensure progress
in malaria across the African
continent.
The Asia Pacific Leader’s
Malaria Alliance was
established at the East Asia
Summit in 2013 and brings
together 18 national Heads
of State. Together, they
committed to making the
Asia Pacific malaria-free by
2030 in partnership with the
United States, Japan, China,
the Republic of Korea, India,
Australia, and New Zealand.

To strengthen the engagement of other sectors, action is needed to:
• demonstrate to heads of state, ministers of non-health sectors, business
partners and other key stakeholders the importance of continuing to reduce
and eliminate malaria for economic growth and development;
• ensure that reducing and eliminating malaria is integrated into regional
and national development strategies;
• identify context-specific organizations or people with the power to convene
stakeholders from a wide variety of sectors;
• familiarize potentially receptive “champions” in the non-health sectors with
the evidence on the benefits of investing in malaria;
• jointly make use of the matrix provided in the Multisectoral Action Framework
for Malaria (Figure 9) to examine the determinants of malaria from a societal,
environmental, population and household perspective, and explore how
different sectors are affected by or could influence the identified determinants;
• ensure that partners new to the malaria space receive technical guidance, and
encourage them to work with stakeholders that are competent in the field of malaria;

The non-health
sectors are critical
to breaking the
vicious cycle
of malaria, low
productivity
and poverty.

• support the non-health sectors to address the malaria needs of their own
staff and their families, as well as of their clients (e.g. students or farmers)
or business partners;
• examine whether the operation, practices, procedures and production
systems of a given sector may be contributing to sustaining or increasing
vector abundance, parasite transmission, or insecticide or drug resistance,
and develop strategies to mitigate any potentially adverse effects that are
identified; and
• integrate the activities introduced by non-health sectors to reduce malaria in the
routine activities and budgets of the sector concerned at all levels of operation.
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Matrix showing Determinants of malaria and potential sector matches

Community development

Health

Public administration,
including local governments

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

Security (military & police)

√

Communication and
information

Water & sanitation

Environment & climate

Science & technology

Justice

Social protection

Education

Infrastructure, transport &
works

√

Trade, industry, etc.

√

Food & agriculture

Finance & economy

Determinants
of malaria

Foreign affairs & international
cooperation

Potential sector matches

√

√

1. Society
Inequitable distribution
of power & resources
across countries
Demographic change:
population growth,
family size & structural
movements of people
Government’s ability to
regulate, manage land
& tax revenues

√

√

√

√

√

√

√

√

√

√

√

√

Organization of
societies & services

√

√

√

√

√

Social status & power:
gender & ethnicity

√

√

√

√

√

√

√

√
√

2. Environment
Agricultural practice
production systems

√

Urban or periurban
settings &
infrastructures

√

√

√

√

Housing
Land use &
management
Economic development

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

√

3. Population group
Poverty & education
Population mobility
Nutrition

√
√

Occupation

√

Community control

√
√
√

√

√

√

√

√

√

√

√

√

√

4. Household & individuals
Choice & adoption of
malaria-safe practice

√

Awareness & knowledge
Access to & use
of health care

√

Provision of health care

√

√

√

√

√

√

√

√

√

√

√

√

Figure 9
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√

√

√

√

√

√

√

√

√

√

√

√

√

√
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Case study:
Multisectoral action
on malaria in the Islamic
Republic of Iran
Iran Case study
Iran is in the process of eliminating malaria.
An in-depth assessment using the Multisectoral Action
Framework for Malaria resulted in malaria elimination
being taken up in national and provincial poverty
alleviation programmes. There are now multisectoral
malaria elimination committees in each district,
chaired by the respective governors. Members include
departments of education, energy, water supply,
broadcasting and agriculture, and municipal and
community-based Islamic councils. These committees
integrate means and measures to eliminate malaria
in all development projects, and facilitate community
involvement. During the malaria transmission seasons,
local broadcasting centres provide malaria information
prepared by the provincial health authorities. The
energy department prioritizes the connection of
malaria-endemic areas in its electrification projects.
Elected local Islamic councils work with health staff
to mobilize communities and households for safe
water storage, including larviciding with Bacillus
thuringiensis and supporting peer-to-peer education
on malaria-safe practices.

© WHO/EMRO/Joanna Vogel

© Acknowledgement regarding images

Source: National Malaria Programme, Iran

© Allan Schapira 2013
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Making joint progress towards sector
and malaria goals
Reducing malaria contributes to the core economic, social and business goals
of other sectors, and generates win-win situations.
Education sector
In Ghana, the Ministry of Education established a programme to provide all children
with sufficient LLINs for their households, and cooperated with the national
programme to teach the children how to use the nets properly. The children spread
the key messages to the wider community. This led to a decrease in misconceptions
about the cause of malaria, and an improvement in the uptake of LLINs throughout
the community. It also achieved a 20% decrease in parasite prevalence in the
children, enabling them to attend school more regularly and learn more effectively.146

© Bill & Melinda Gates Foundation
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© DIGESA/MINSA General Directorate for Environmental Health/Ministry of Health Peru

Agricultural sector
In desert areas of Peru, flooded rice paddies may provide up to 90% of available
breeding surface for malaria vectors. In 2006, the General Directorate for
Environmental Health/Ministry of Health spearheaded the introduction of
intermittent rice irrigation (IRI). The results included favourable rice yields,
a significant decrease in malaria and the need for insecticides, as well as
considerable water savings. Subsequently, IRI has become the standard rice
irrigation practice, bringing benefits for farmers and further reductions in the
burden of malaria.147,148

Reducing malaria
contributes to
the goals of other
sectors, and
generates
win-win situations.

Future perspectives – housing sector
A systematic review showed that, within villages in endemic areas around the
world, people living in traditional houses were twice as likely to suffer from malaria
as those living in modern houses, after adjusting for socioeconomic status.149
Importantly, improved housing may even be protective in places with exceptionally
high levels of malaria transmission.150 In Africa, where consumer spending is
expected to double over the next decade,151 more than 144 million rural houses
are set to be built by 2050. Closing the eaves, installing a ceiling, or screening doors
and windows can all have a protective effect by preventing malaria mosquitoes from
entering the house and biting people as they sleep.19,22,23,152 Many of these features
also have additional functional and aesthetic benefits that residents value.
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Incorporating these features into housing standards, corporation and public
housing programmes, microfinance initiatives for home improvements, and
education on improved house designs presents the malaria community with
a tremendous opportunity, while also bringing benefits to the housing sector.

© Swiss Malaria Group/Andre Laas

Strengthening private sector engagement

Learning the lessons from
integrated vector management
Integrated vector management (IVM) takes a holistic
and logical approach to malaria control, and employs
a number of interventions that can be drawn from within
or outside the health sector. By involving other ministries
(e.g. agriculture and housing), private companies, NGOs
and the community in vector control, far greater impact
can be achieved, with fewer resources.153–155

Multisectoral malaria control
in Khartoum, Sudan
The mainstay of the Khartoum Malaria-Free
Initiative (MFI) is control of the primary mosquito
vector Anopheles arabiensis, which breeds
mainly in irrigation canals and pools created by
broken water pipes, water basins and storage
tanks. The MFI collaborates with the Public Works
Department to repair broken water pipes. The
former is responsible for surveillance, reporting
and transportation, while the latter provides
the engineers and equipment. In addition, in
collaboration with the Ministry of Agriculture and
the Farmers Union, the regular drying of irrigated
fields to reduce vector breeding has been made
compulsory in both government and private
irrigation schemes. Leakages from irrigation
canals are repaired, and vegetation around canals
cleared, in conjunction with the Irrigation Authority
and the Ministry of Agriculture. There is strong
community involvement in all these initiatives,
as well as in mosquito larval control activities.
Source: Government of Sudan in collaboration with the WHO
Regional Office for the Eastern Mediterranean (EMRO).6

The private sector contributes to the malaria response in
impressive and diverse ways. It drives innovation; shares
its strategic, technical and logistical expertise; delivers
malaria services; and facilitates access to corporate
networks and clients.156 The private sector also provides
funding or materials in kind, and invests through corporate
social responsibility programmes and sustainable business
practices. As part of the global movement to make
international and national tax systems more transparent,
private sector actors are increasingly demonstrating
corporate citizenship, and publishing the amounts they
pay to governments in the countries where they operate.
Private sector leaders who are doing this are uniquely
placed to request information on whether their tax revenues
are being invested in providing basic services to citizens,
and to call for more accountable government.109,110 Some
of the companies that produce malaria commodities as
part of their core business have relocated their production
processes to endemic countries, as a way of creating local
jobs and fostering sustainability.157,158
In endemic areas, malaria can be responsible for high levels
of workers sickness and absenteeism, at considerable cost.49–51
Many companies have worked in partnership with national
programmes to bring malaria and health services to their
workers, their families and surrounding communities.159–163
By also including academia in public-private partnerships,
these endeavours can be accompanied by a research
component to monitor and evaluate the impact; for example,
annual parasite prevalence surveys have confirmed the
effectiveness of such partnerships.164–166,51 As they have grown in
experience and expertise in the area, many of these companies
have extended their role in malaria, such as by becoming
an implementing partner for the Global Fund or a principal
recipient of its funding.167–169 More detailed guidance on how to
strengthen the engagement of the private and other sectors can
be found in the “Making partnerships work” box in Appendix F.

Useful resources:

•W
 HO Handbook for integrated vector management.155
•W
 HO Toolkit on integrated vector management in
sub-Saharan Africa.
For a Malaria-Free World
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Expanding intercountry
and regional partnerships
Greater intercountry and regional collaboration is
essential for joint operational action and the exchange
of information about lessons learnt. Such collaboration
is needed to reduce case importation between countries,
achieve and sustain elimination, and secure country
borders against other disease threats. The malaria
community has substantial experience of building
successful regional partnerships. To reap the full benefits
of regional partnerships, action is needed to:
• define the role of the partnership in the global
development and health architecture, and establish
clear, inclusive mechanisms for engaging with other
stakeholders in the region;
• ensure that the mandate of the partnership is flexible,
so it can be realigned and refocused as knowledge gaps
emerge or are filled, new actors enter the landscape
or engage in the malaria agenda, or countries identify
emerging challenges or opportunities;

The Amazon Malaria
Initiative (AMI)
AMI is an 11-country regional
programme that started in the Amazon
basin and extended to include countries
in Central America. As malaria incidence
dropped, countries faced increasing
challenges to assure uninterrupted
antimalarial drug availability and
prevent expiration of stocks. With AMI
support, the countries established
a system for monitoring antimalarial
stocks based on the use of readily
available data on current and projected
stocks. Once reported, the information
is used for immediate decision-making,
and triggers the redistribution of
medications within the region, as well
as the analysis of possible causes
for stock-outs. Between 2009 and
2013, the system allowed for more
than 50 exchanges of antimalarial
drugs between countries or from the
Pan American Health Organization’s
(PAHO’s) Strategic Pool to countries.
This meant that patients’ access to
medication remained constant, and
drug wastage due to expiration was
significantly reduced.172
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• e stablish a “whole of government” approach that links
health and foreign affairs; the engagement of ministries
of foreign affairs is pivotal to effective cross-border
cooperation and the effective sharing of disease
surveillance data either bilaterally or through
a regional hub;
•w
 ork directly with regional trade and economic blocs
to mobilize political and financial support; for example,
in Africa, the ministers of health are working with the
regional economic commissions to secure longer term
financial commitment for malaria;
• c reate a network of regional experts able to provide
quality technical assistance and support the countries
involved to conform with normative WHO guidance and
the International Health Regulations;170
•a
 dvocate for long-term political support and sustainable
financing for the partnership from the countries
involved; and
• ensure the partnership creates a space for intercountry
collaboration to be implemented at all levels of
government, including at local level.

Engaging ministries of foreign
affairs is pivotal to effective
cross-border collaboration.

For a Malaria-Free World
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The Elimination
8 Initiative (E8)

The Asia Pacific Malaria
Elimination Network
(APMEN)

Established by the Southern African
Development Community (SADC)
ministers of health, the E8 is a
coordinated effort across eight countries
to achieve malaria elimination by 2020 in
the southernmost four of these countries
(Botswana, Namibia, South Africa and
Swaziland), and to reduce incidence
and eventually eliminate malaria from
their northern neighbours (Angola,
Mozambique, Zambia and Zimbabwe).
The malaria transmission dynamics
of these eight countries are highly
interconnected, being linked through
population movement and malaria
ecologies. The E8 provides a platform
for its members to collectively address
the barriers to elimination that extend
beyond the limits any state can control
or mitigate alone. The E8 complements
national efforts by working towards
the following objectives:

APMEN was established in 2008,
and now brings 17 countries and
a wide range of international malaria
institutions together to support
each other’s efforts and achieve
the long-term goal of eliminating
malaria regionally. The network
provides a collegial platform for
sharing experience and knowledge
on malaria elimination, and builds
advocacy capacity and leadership
for elimination. It has facilitated the
establishment of technical working
groups on P. vivax, vector control and
surveillance. By bringing different
partners together, it works to
mobilize funding for elimination, and
fine-tune elimination efforts involving
private-public partnerships,
community engagement, multisectoral
work and cross-border activities.171

• strengthen regional coordination in
order to achieve elimination in each
of the E8 member countries;
• elevate and maintain the regional
elimination agenda at the highest
political levels;
• promote policy harmonization,
quality control and knowledge
management to accelerate progress
towards elimination;
• reduce cross-border malaria
transmission through expanded
access to early diagnosis and
treatment in border districts; and
• secure resources to support the
regional elimination plan and ensure
long-term sustainable financing for
the region’s elimination ambitions.

For a Malaria-Free World
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6. Keeping people
at the centre of
the response
People are the essential voice in matters related to their health,
living conditions and well-being.173 To achieve the 2030 malaria
goals, we need to put the people that live in affected communities
at the centre of all efforts to scale up the design and delivery
of malaria services. Far from being an optional “extra”, people
need to be our first point of reference when it comes to analysing
the barriers to access, product or strategy design; piloting;
implementation; feedback, learning and monitoring.
© PAHO/WHO

Gender, society, culture and religion all influence
the environments where people live, their options
for earning a living, and (indirectly) their exposure
to malaria and ability to access basic services.174
Issues of stigma, language and legal status can
further exacerbate these challenges for minority
ethnic groups, migrants, refugees, the internally
displaced and other vulnerable populations.175
Poor people in poor countries tend to express
particularly low levels of trust in public systems,
and too often remain on the side-lines of the
malaria response. At health facilities, it is the
poorest who are the least likely to be seen or have
their medication prescribed by qualified staff,176
while their right to exemptions from the costs
of diagnosis and drugs is often abused.177

Creating responsive public institutions that provide people with
basic services is fundamental to the contract between governments
and their citizens. There is growing evidence that if people receive
quality care in the public sector, their trust in the state is likely
to increase. Working to ensure that malaria interventions are
adapted to highly diverse local needs and value systems holds
enormous potential for increasing the demand for quality malaria
services. Engendering trust not only helps to address inequities,
it also contributes to wider social values and civic engagement,
and increases accountability to the poor for the delivery of health
and malaria services.178,179

48

For a Malaria-Free World

Action and Investment to defeat Malaria 2016-2030 (AIM)

Behaviour change and
community engagement
The active engagement of community members will
be central to the change processes that are needed to
achieve the 2030 malaria goals. However, understanding
people and their behaviour is a complex undertaking.
People often make fast and automatic decisions, yet they
are social animals too, influenced by social preferences,
networks and identities. Previous experience also shapes
the way people understand and act in the world.
The World Development Report 2015: Mind, society, and
behavior 180 shows how far our understanding of human
behaviour has expanded in recent years. It delivers an
eye-opening account of the hardship of living in poverty,
and the difficulty of making everyday decisions when
cognitive processes are distracted by the stress of basic
survival. The report provides useful insights into how
taking the right decisions for health and malaria could
be made easier and more salient; facilitates a deeper
diagnosis of the barriers to and drivers of change; and
summarizes the latest evidence on the role of community
engagement in supporting change. In particular, it
emphasizes that community engagement requires
a long-term commitment informed by in-depth knowledge
of community structures and sociocultural norms, and
an awareness of a community’s previous experiences
with government and other service providers.180
To engage communities more effectively, action is needed to:
• facilitate civil society involvement in malaria programmes,
partnerships and health impact assessments, via seats
on political advisory groups, country-coordinating
mechanisms, private sector boards, coalitions and
health facility governing committees, and ensure that
the representation is balanced (e.g. in terms of gender
and ethnicity);
• raise awareness about the purpose of civil society
participation, and ensure that malaria stakeholders
are familiar with best practices on how to engage
communities (e.g. see www.ideo.org);

• strengthen the use of qualitative research methods and
people-centred design, to more effectively involve people
and communities in the co-diagnosis and design of malaria
interventions and innovations;
• ensure that the results of malaria programmes and trials are
always fed back to involved communities, and facilitate the
sharing of grass-roots experiences between communities
(e.g. local successes in malaria control, effective health
facility governance and initiatives to enhance access);
• identify “voices” of those affected by malaria, and build
coalitions to strengthen advocacy and mobilize people to
join the fight to defeat the disease;
• create a space to better harness the energy and insight of
small grass-roots organizations and their networks; and
• take advantage of social media as a potential channel for
disseminating malaria messages and amplifying the voice
of affected communities,181,182 and leverage the Advocacy
for resource mobilization (ARM) for malaria guide 112
for ideas on how to engage key influencers, such as
business owners, athletes, musicians, and movie or TV
celebrities in the movement for a malaria-free world.

Communities are a key health
and malaria resource
Experience with integrated community case
management (iCCM), shows that community health
workers facilitate access to timely and effective
treatment for malaria, pneumonia and diarrhoea, and
that the strategy is saving many lives – especially in
children under 5 years of age. Community workers
can form the “eyes and ears” of surveillance
activities, as well as raising awareness of the
importance of malaria-safe behavior, of harvesting
and storing water safely, of good housing and of
keeping the environments clean. They also help
to mobilize communities to take part in clearing
breeding sites, and other vector-control activities.

© The Global Fund/John Rae
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Strengthening social and behaviour
change communication
SBCC is a key component of influencing the decisions of individuals and social
norms, and a tool to support effective community engagement. SBCC needs to
be rooted in deep audience insight and framed to compel, rather than simply
broadcasting health education information messages. Exciting new areas are
emerging around building grass-roots campaigns and movements to demand
change, and facilitating collaborations and consortia that make the most
of local research and creative talent, and private sector capabilities.
However, there are major gaps in understanding how best to target, package
and deliver communication campaigns to effectively impact individual and
community behaviours. To strengthen SBCC, action is needed to:
• ensure that communication strategies for national malaria
programmes are context-appropriate, gender sensitive, result
driven and based on the latest qualitative research techniques;
• invest in local (born and bred) capacity and capability
to help build the SBCC research and creative market in
affected countries;
• engage and influence local leaders, religious teachers and
other trusted change agents, including parents who have lost
children to malaria, to disseminate simple, clean, clear and
consistent message to their wider communities and networks;

• leverage the Malaria SBCC indicator reference guide to
improve monitoring of SBCC programmes, so that SBCC
efforts can be held to similar evaluative standards as other
interventions; and
•m
 ake use of the Reporting guide for malaria
communication evaluations to disseminate the results
of SBCC evaluations, and thus strengthen the body of
evidence about what works.

© The Global Fund/John Rae

• continue to grow the body of evidence by capturing and
sharing lessons learnt;

Overview of evidence that can inform SBCC in the future
• In the Greater Mekong subregion, the “positive deviance” approach has been
used, whereby people who already demonstrate positive, preventive and
care-seeking behaviours for malaria are identified and encouraged to share
those behaviours with the rest of their community. This approach has been
effective in increasing knowledge about malaria and improving health-seeking
behaviours, such as consulting village malaria workers or visiting a health
centre for malaria diagnosis and treatment. The approach has improved the
use of malaria services in a variety of contexts (including public and private
health facilities), and in specific population groups (including mobile and
migrant workers).183
• Studies in Cameroon and Zambia have demonstrated that combining SBCC
with vector-control programmes had a positive effect on use of bed nets.184
• Further evidence from Zambia suggests that malaria messaging increases
awareness about the disease, and that community-level interpersonal
communication contributes to positive changes in health behaviour.185,186
•A
 cross a variety of cultural and country contexts, a “town-crier” approach,
whereby individuals are identified by their communities to pass information
through public announcements and interpersonal communication from
traditional leaders to members of their respective communities, has proven to
be an effective strategy for informing local communities about the delivery of
LLINs, or the timing and importance of IRS or seasonal malaria chemotherapy.187
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and framed
to compel.

Action and Investment to defeat Malaria 2016-2030 (AIM)

Ensuring no one is left behind
Malaria disproportionally affects the most vulnerable members of society,
including children and pregnant women in extreme poverty, marginalized ethnic
groups, island communities, populations that are widely dispersed, and those
who have been displaced within and across countries for whatever reason.
When people move, they often have to trade familiar habitats for ones that are largely
unknown, and are often inherently unhealthy and precarious. This may be due to
general poverty, sleeping outdoors, working at night, proximity to vector-breeding
areas, poor-quality housing, and limited use of prevention measures. Refugees,
internally displaced people and mobile migrant populations all face major
obstacles when they try to access health care. These obstacles affect all stages
in the migration process – at origin, in transit, at the destination or on eventual
return to their home country.175
Although it is challenging for malaria programmes to “go the last
mile” in seeking people needing treatment, it is important not
to delay identifying and working to deliver malaria services to
populations that health services often fail to reach.116 Targeting
the response helps to ensure that these vulnerable populations
(i.e. those in which a reservoir of the parasite may still exist, or
those that cross between high and low transmission areas) do
not get “left behind”. Targeting a response involves considering
which interventions should be deployed, where, when and
in which combinations. CSOs can lead the way in developing
innovative approaches for accessing vulnerable populations,
including in unstable, remote and deprived areas.

© Stefano Manca/flickr

To ensure that no one gets left behind, action is needed to:
•p
 romote broader access to quality disease surveillance
and other data so that implementers can use that data
to target interventions;

Mobile and migrant populations

© International Organization for Migration

Mobile and migrant populations are groups of
people who travel to, through, within or from
areas where malaria is present, thereby increasing
their likelihood of being exposed to malaria
vectors. MMPs specifically vulnerable to malaria
include migrant workers, displaced persons,
seasonal agricultural workers, nomadic peoples,
those visiting family, tourists (including those
from endemic countries), soldiers and military
personnel, and communities in border regions.175
An estimated 1 billion people – 232 million
international and 740 million internal migrants –
are on the move across various multidirectional
migration pathways around the globe.116

• involve the targeted community in identifying needs,
and in the design, implementation and monitoring of
programmes, to increase the likelihood of success;
• take great care to avoid further stigmatizing these populations
regarding their role in malaria transmission; and
• document, evaluate and share lessons learnt from pilot
projects, to establish best practices and strengthen the
body of evidence on what is most effective.
For a Malaria-Free World
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Best practice examples for extending services to mobile and migrant
populations
To be able to reach MMPs, information is needed
on where they are and what their patterns of
movement are. Useful data may already exist
or could be gathered from social networks,188
mobile phone technology189 or respondent-driven
sampling,190,191 for interdisciplinary and crosssectoral analysis.192 Once obtained, these insights
can be used to develop implementations at possible
points of interaction. For example, one programme
in Cambodia found that taxi drivers were the main
transporters of MMPs to border regions; hence, the
programme trained the drivers to deliver health
promotion messages to those crossing the border.193
Employers of migrant workers can play an important
role in malaria control. For example, the Malaysian
government has collaborated with operators of
palm oil, rubber and acacia plantations in Sabah to
distribute LLINs to migrant workers, and to ensure
that febrile workers report to health facilities.194

Important efforts are also being made to expand
the network of migrant-friendly health services.
This involves training staff at public health facilities
to recognize the particular health vulnerabilities
of migrants, and to make it known that they will
not ask patients for any form of identification or
official papers.
Programmes themselves can seek to extend services
in border regions and other areas where their reach
has traditionally been limited. For example, Sri Lanka
used mobile malaria clinics to carry out active case
detection during the final stages of elimination;195
a mobile laboratory is being used in Cambodia to
bring real-time polymerase chain reaction (PCR)
technology to remote areas;196 and Myanmar
is testing the use of volunteer mobile malaria
workers.197 Many countries have established malaria
posts at border crossing points to deliver health
promotion messages, or administer RDTs.198

We must make
every effort to
reach the most
vulnerable
families so
that no-one is
left behind.

© International Organization for Migration
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Delivering malaria services in emergencies
A growing number of disasters, emergencies and protracted humanitarian crises are occurring around
the world. Such events can quickly disrupt the provision of health and other basic services, including the
implementation of malaria control or elimination activities. Moreover, the resulting volatility and the targeting
of civilians in modern conflict can cause mass population movements. In 2014, the global number of refugees,
asylum seekers and internally displaced people (IDPs) exceeded 50 million.199 Sub-Saharan Africa continues to
host the largest number of IDPs (12.5 million of the global 33.3 million)200 and 3.4 million refugees,199 but there
has also been a dramatic increase in wars and population displacement in the Middle East and other regions.
Despite the challenges, progress in controlling malaria in crisis situations in sub-Saharan Africa has been important
in the gains made since 2000. The United Nations High Commission for Refugees (UNHCR) and other agencies
provide LLINs to refugees as part of a set of core relief items in response to emergencies in malaria-endemic
countries. This may be difficult while people are on the move, but should be implemented as soon as people
are settled. Particular efforts are needed to overcome the challenges of hanging LLINs in temporary shelters
or facilitating their use by those who sleep outside to escape the heat of temporary shelters in refugee camps.201
IRS may work well in refugee camps and other community-based settings in emergencies, but can be logistically
and operationally challenging, and requires access to the household, which is not always possible in insecure
settings. Alternative tools for protecting people living in camps, villages and towns in emergencies include the use
of insecticide-treated plastic sheeting (ITPS) for shelter construction and other insecticide-treated materials.202,203
Campaigns to deliver any malaria prevention tools and commodities in all kinds of emergencies must be
accompanied with targeted SBCC before, during and after the intervention, because misuse and resale
of LLINs, ITPS and even IRS can be high among stressed communities in emergency settings, due to
extreme poverty and desperation.204
With the tools available today, uncomplicated malaria case
management can be effectively rolled out in emergency settings
at community level.205 Community-based treatment approaches
can significantly improve access to life-saving treatment for
communities living in remote and insecure areas, in ways that
static health facilities alone cannot achieve. However, inpatient
facilities remain essential for managing severe cases and for
providing oversight of the community-based efforts. Support
needs to focus on both these aspects in emergency settings, and
practical solutions need to be found to facilitate the referral of
severe cases from the community or primary health centre to
a hospitalization unit.
Responsibility for ensuring that malaria prevention, diagnosis
and treatment are available during emergencies often falls
on NGO partners and UN agencies such as UNICEF, UNHCR
and WHO, because national programmes and infrastructures
may struggle to cope. Allocating sufficient funding and
planning for procurement and supply of LLINs, RDTs and
ACTs is essential, as is the integration of malaria diagnostics
and treatment into primary health-care services, be it at the
community or facility level.206

Enhancing disaster preparedness

© Erik van Twillert

Useful resources:

In all settings, the impact of disasters, humanitarian crises
and health security threats are strongly determined by the
effectiveness of health systems and their capacity to respond.
To improve disaster preparedness, action is needed to:
• strengthen the guidance that is available for addressing
malaria in emergencies in elimination settings – population
displacement in such settings can contribute to the
re-introduction of malaria in areas that had eliminated the
disease, and to the massive and devastating epidemics that
are the hallmarks of resurgence;

• In 2013, WHO published the second edition of the Malaria
control in humanitarian emergencies – an inter-agency
field handbook,204 which provides policy-makers, planners
and field coordinators with practical advice on designing
and implementing measures to reduce malaria morbidity
and mortality in both human-made and natural disasters.
• The Sphere handbook: humanitarian charter and
minimum standards in humanitarian response contains
the most widely known and internationally recognized sets
of common principles and universal minimum standards
in life-saving areas of a humanitarian response.208

• build capacity at subnational and facility level for establishing
emergency preparedness, and clarify contingencies for
assuring the delivery of medical supplies; and
• prepare contingency plans, and allocate flexible funding
and resources.
For a Malaria-Free World
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Case studY:
Community-based malaria
management in the Central
African Republic 2008-2014
The Central African Republic has suffered conflict, mass population
displacement and poverty for at least the past decade. Health infrastructure
that was largely destroyed in the north-western conflict areas has not been
rebuilt. Malaria is responsible for the overwhelming burden of disease,
and less than 20% of the population in the north-west has access to health
facilities. Since 2008, over 100 community volunteers have been trained
and equipped to deliver health education and uncomplicated malaria case
management services with RDTs and artemether-lumefantrin (AL) treatment.

© The MENTOR Initiative

In 2012, there were 55 319 consultations, of which over 80% were RDT
confirmed and treated. Successful treatment with AL requires six doses over
3 days. An AL adherence study found that 82% of 460 patients were adherent
– a figure that exceeds levels in many countries. The adherence rates were
highest in communities where the malaria agents had been in action the
longest. These results show that community-based RDT and treatment
services can be feasible, accessible, acceptable, scalable and highly
effective in the most challenging low-resource settings. This approach
has now been incorporated into the Central African Republic’s National
Malaria Control Strategy, and is being duplicated by other NGOs in the
country and beyond, with funding from the Global Fund.207
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Central African Republic Case study
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Creating the Supporting Elements

7. Strengthening
the Enabling
Environment
Millions of people continue to lack sufficient access to malaria
services, dying needlessly from a disease that can be prevented
or treated at low cost. Efforts to improve access are frustrated by
weaknesses at policy and institutional level, and lack of availability
of reliable data to inform decision-making and target interventions.
Health services still lack strong governance and capacity, and
fail to deliver services to many people, especially the poor and
marginalized. Along with increased commitment and funding,
there is a need to strengthen policies and regulation, use evidence
to deliver the appropriate response to malaria, and reach everyone
in need, wherever they are. Essential components of an enabling
environment, crucial for facilitating greater access to malaria
services, include stronger health systems with greater capacity;
better cooperation between public, private and faith-based health
providers; and increased collaboration with communities and
community health workers.

© PAHO/WHO

Making policies “malaria smart”
Where progress has been made in the fight against malaria, it has been greatly
facilitated by an enabling policy environment. Functional regulatory bodies,
coherent policies, and community engagement are all essential elements for
ensuring that policies are implemented and adhered to in a sustained manner.

Multisectoral policies
As more sectors engage, there is a greater need to ensure the coherence of
national policies across different ministries. Decisions on major development
projects such as dam construction, hydroelectric and resettlement schemes are
taken by ministries of planning, finance, infrastructure, energy and water.
Vector-control activities, such as land drainage regulations, may fall under the
remit of environmental health agencies. Ministries of agriculture issue the
permits that allow insecticides to be used for IRS. Animal health authorities
may also need to be involved in policies designed to manage human health
risks; for example, those related to P. knowlesi and possibly other zoonotic
malaria infections.209
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To strengthen the multisectoral policy environment, action is needed to:
• conduct rapid policy analyses, as described in the WHO Handbook for
integrated vector management 155 and the Global Plan for Insecticide
Resistance Management, to assess the strengths and weaknesses of regional
and national policy environments;
• t ake any identified gaps and inconsistencies as a basis for amending, rephrasing,
withdrawing or creating policies in support of the fight against malaria;
•u
 se civic by-laws as an entry point (e.g. to require companies and individuals
involved in construction and demolition to take precautions to prevent
conditions for vector breeding) – in India, compliance is a precondition for
the issuing of occupancy certificates by municipal authorities;
•a
 dvocate for the introduction of occupational health regulations, as promoted
by the International Labor Organization’s Decent work agenda, to protect
workers from injury and sickness, including malaria, during employment;20
• introduce tax policies to limit bureaucratic barriers to investment in malaria,
incentivize private sector involvement, and reduce taxes and tariffs on health
commodities; and
• l ink regional funding banks with independent agencies that conduct health
impact assessments, to ensure that the assessments are carried out as part
of the feasibility studies of any major new infrastructure development
project (e.g. dams, mines, fossil fuel extraction or large-scale plantations).
A detailed analysis of how a project might alter local vector ecology and
malaria transmission throughout the life-cycle (i.e. construction, operation
and closure) is essential for guiding appropriate mitigation measures.
The epidemiological or entomological studies that are carried out as part
of the baseline description or surveillance activities should be made publicly
available, so that the ongoing impact and success of mitigation measures
can be monitored transparently giving local communities a means to
foster accountability.
58

For a Malaria-Free World

Where progress
has been
made in the
fight against
malaria, it has
been greatly
facilitated by an
enabling policy
environment.
Useful resource:
• Health impact assessment.
International best practice
principles (IAIA, 2006).210
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The health policy environment

For a responsive policy environment, action is needed to:

To ensure progress towards the 2030 malaria goals, it is
imperative that the policy environment facilitates people’s
access to quality health and malaria services. To achieve
this, action is needed to:

• align national malaria policies with the WHO Global
Technical Strategy for Malaria and recommended
WHO policies – this will also help to strengthen regional
alignment, and facilitate intercountry collaboration and
regional partnerships;

•p
 romote the provision of universal health coverage, and
consolidate social protection mechanisms so that people
can access malaria diagnostics upon the onset of fever
without having to pay;
• e nsure that universal health coverage developments are
genuinely inclusive of informal populations such as slum
dwellers and undocumented migrants;

• explore possibilities for harmonizing regional policymaking (e.g. for the registration of malaria drugs, newly
approved insecticides and insecticidal products such as
LLINs and IRS commodities);
• ensure that swift action is taken to review and advise on
new tools to reduce the “go to market” time;

© Erik van Twillert

• adapt global procurement policies to support variation at
subnational level (e.g. in procuring new, more expensive
LLINs with resistance-breaking properties when they
become available);
• further promote the World Health Assembly resolution
on monotherapies, enforce national legislation banning
their sale and use, and prohibit inappropriate drug
prescribing practices;
• strengthen national regulatory systems to sample and test
for fake or substandard antimalarials and other drugs;
• raise awareness among health workers, traders and the
general public of the damage that fake drugs can cause;

• strengthen mechanisms to exempt the poor from the
payment of user fees for malaria services of any kind;

• s upport civil service reform to establish career paths
for field-level entomology and environmental health or
vector-control workers.212

• ensure that processes are in place to refund
nongovernment providers for services that national
policies require them to provide free of charge;
• explore possibilities for national health insurance
packages to include preventive tools such as LLINs; and

© Bill & Melinda Gates Foundation

• implement the 2008 World Health Assembly (WHA61.17)
Resolution on the Health of Migrants to identify
specific health risks for migrants, promote intercountry
agreements of reciprocal health care for migrants, and
monitor migrants’ health and access to health services
(including for malaria prevention, diagnosis and treatment);

• strengthen national regulatory authorities to ensure
that only quality public health pesticides are used, safely
and judiciously, in both the public and private sector211
– embedding a public health pesticide task force within
the wider pest control or regulatory body can be an
effective way of addressing public health pesticide
registration, regulation and use; and

• find ways to channel out-of-pocket health payments so that
people do not spend money on substandard medicines
or services, but instead invest in forms of prepayment
and pooling (e.g. health insurance contributions) that
guarantee the purchase of quality products or services.

The malaria policy environment
A rapidly responsive policy environment is essential
for ongoing malaria research and product development.
Lack of clear policies, slow review processes, and
inefficiencies in approval and registration processes may
remove the incentive for key sectors and constituencies
to engage in malaria R&D. The costs of investing in the
development of new tools and drugs are high, and every
year of delay impacts heavily on the potential ROI, as
well as failing to prevent illness and save lives.
For a Malaria-Free World
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Improving the quality and use of data
Quality data are essential for programme planning, implementation, monitoring
and evaluation; evaluating and adopting new products and strategies; and
assessing progress. Data are needed to characterize and track epidemiological
changes, vector distributions and behaviours, drug and insecticide resistance,
and the effectiveness and use of interventions.
Routine country health information systems should be one of the main sources of
data for public health decision-making, health sector and disease programme reviews,
analysis and planning. Their functionality has been improving with the roll out of
District Health Information Systems 2 (DHIS2).213 Nonetheless, in 2012, in as many
as 41 of the 99 countries with ongoing malaria transmission, health management
information systems were not functioning optimally; they faced challenges in
collecting and analysing data, and in using that data for timely decision-making and
resource allocation.214 Household surveys are an important complementary source of
data and are uniquely placed to provide population-based data, including information
on those who do not access health services. These surveys are essential for creating
a profile of who is infected with malaria, has access to LLINs and receives treatment for
malaria. However, as transmission declines, surveys become less precise at describing
malaria transmission, and the need for routine surveillance increases.

Strengthening surveillance systems
As the WHO Global Technical Strategy for Malaria stresses, enhanced surveillance is
essential to understanding the progress made on the path to elimination; identifying
residual foci of infections; detecting, preparing for and responding to potential
epidemics; supporting budgeting and planning; and increasing knowledge about
emerging resistance to drugs and insecticides. There is a need for action to:
• i mprove parasite and vector-surveillance systems, and the capacity needed to
drive the systems, as an integrated part of health system strengthening efforts;
•m
 ake surveillance systems inclusive and facilitate private sector, military and
civil society providers’ participation in national systems;
• s trengthen the engagement of communities in the collection and use of
surveillance data; and

© Bill & Melinda Gates Foundation

• t ake full advantage of the potential of new technologies to feed surveillance
systems with real- time data; for example, the Zanzibar Malaria Elimination
Program developed the Coconut Surveillance program, a mobile application
that builds on the Malaria Early Epidemic Detection System;216,217 this system
can identify outbreaks within 2 weeks of their onset.
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Quality data
are essential
to inform
decision-making
and to trigger
appropriate
action.
Fighting malaria
with climate
knowledge
Botswana has established
an early warning system that
integrates a seasonal rainfall
forecast with population
and health surveillance
information. The use of the
seasonal rainfall forecasts
has reduced the lead time
by 4 months compared to
previous epidemic warnings,
and provides the time
needed to mobilize
resources and arrange an
effective response.215
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Using data for decisions and action
Obtaining information is not enough; data are only useful if
they are used to inform decision-making, and to trigger an
active and appropriate response. Data are needed to assess
the impact of interventions, remove the effect of confounders
such as climate (e.g. in the form of droughts), and enable the
efficient use of resources. There is a need for action to:
• work closely with regional and local research institutions and
technical partners to develop sustainable data architecture;
• build capacity at all levels to use and act on data;
• provide continuous feedback to those who collect and
analyse data, so they are fully aware how the data are used;
• keep policy-makers continuously informed on progress,
to reinforce the importance of continued investment;
• keep health workers and affected communities informed
about the true local burden of malaria, to enable them to
track progress and appropriate action;
• conduct data-quality audits to identify any inefficient use
of data for planning and resource allocation in malaria
programmes; and

Harnessing digital technology
and the practicalities of policy
decision-making
Success in further reducing the burden of malaria
depends on the intelligent use of epidemiological
evidence to inform the response. Malaria programmes
and researchers in countries across Africa are
being supported to assemble and package malaria
information for efficient national decision-making.
Data on a range of topics are being assembled and
layered, including data on malaria transmission and
incidence, human settlement, health decision-making
units, occurrence of vector species, seasonal rainfall
metrics, health service location, and current versus
past intervention coverage. The resulting information
is being used to identify areas or populations with
particular vulnerability, and to guide the choice
and combination of interventions to control the
disease and manage resistance. Sharing the mapped
products across the region strengthens intercountry
collaboration and lessons learnt. 218

• conduct periodic reviews and evaluations of malaria
programmes.

Data from large household survey programmes (e.g. the
Demographic and Health Surveys, and the UNICEF Multiple
Indicator Cluster Surveys) are publicly available. Open access
to data in routine country systems and other sources has
enormous unfulfilled potential to change how governments
work, facilitate citizen empowerment, strengthen transparency
and foster accountability. For example, the Open Data Initiative
in Burkina Faso holds over 50 freely available government
datasets, including ministry of health data on the number of
malaria deaths and vaccination coverage across the country.219
To increase access to information, action is needed to:

© Jim Barrington/SMS for Life

Increasing access to information

• establish platforms for sharing data, and push for a
change of “mindset” around the exchange of data across
ministries, sector, and countries;
• encourage efforts to make surveillance and other malaria
data (e.g. public expenditure reviews) publically available
in real time;
• support the efforts of civil society and watch dogs in
demanding their right to data on progress in health and
malaria (e.g. in monitoring outbreaks, interruptions of
services or supply-chain failures); and
• link the results of risk mapping to media messages on the
protective measures that specific communities at high risk
of malaria can take.89

Open platforms for better accountability
In response to the absence of reliable data in the water and sanitation sector, an open platform
has been created to share easily understandable maps that show the density of clean water points
and drainage systems. Building on UN-HABITAT’s urban inequity surveys, the platform extends
the benchmarking of service providers to include georeferencing. It is being used by consumers,
service providers, policy-makers and donors to monitor the impact of interventions and strengthen
accountability. The platform could be readily adapted to share data on malaria prevalence and
intervention coverage with affected communities, enabling those communities to hold local
government to account for progress in the provision of quality malaria services. 220
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Strengthening and integrating into
health systems
Sustaining progress along the path to elimination cannot be considered in
isolation from the broader health system that enables or prevents people’s
access to health services. To facilitate progress towards the 2030 malaria goals,
it will be necessary to leverage the current drive towards universal health
coverage, optimize the use of resources across the public and private sectors
and at community level, customize the response to local contexts, and integrate
with existing health systems.

Enhancing health sector governance

mTrac – Using mobile phones
to track service availability
and quality
To complement health worker reporting, community
members in Uganda are encouraged to report
stock-outs or other problems via a free and
anonymous SMS hotline. A dedicated team at the
ministry of health reviews and responds to the
anonymous SMS reports. Each report is categorized
by district and issue area (e.g. stock-out, drug theft
and fraud) and forwarded to an action centre. This
includes the district health management team, and
other institutions as needed (e.g. national medical
stores). In addition, mTrac arranges a regular radio
talk show focused on health issues of concern to
communities, and provides a means to give feedback
about the actions being taken based on the SMS
reports received. The mTrac team also publishes
regular articles in the national press, to highlight
health issues of national interest, promote the SMS
hotline and provide feedback on improvements.
Since its launch in 2011, there has been a steady
increase in reporting rates in the districts where mTrac
is being implemented, providing disaggregated,
real-time data that was previously unavailable at the
national level. There has also been a noticeable, steady
decline in stock-out of ACTs from active facilities.

Health sector governance rests on the strategic vision set out
for people’s health, and whether that vision enshrines the
values of solidarity, equity and social justice. Health systems
that are well governed provide mechanisms for citizens to
provide feedback on services. This can help to make services
more responsive to people’s needs, and thus to generate trust
and stimulate greater demand. To strengthen health sector
governance, action is needed to:
• ensure a high degree of participation and consensus
building in the development, implementation and
monitoring of national health and malaria plans and
strategies;
• advocate for public agencies, including national
drug and insecticide agencies, to disclose information
(e.g. regarding procurements), as well as audits and
financial statements;
• increase the transparency of user fees, and ensure that
the prices of all services, including malaria diagnosis
and treatment, are prominently displayed in all public
health facilities; and
• work with communities to identify those who should be
exempted from paying user fees for malaria and other
health services.

© Jean-Emmanuel Julo-Réminiac/Swiss TPH
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Building capacity for malaria
at all levels
Health systems in general, and malaria programmes
in particular, have been plagued by capacity shortages
for decades. Progress has been achieved through
multipurpose health-care providers and community
workers. Expanding human resource capacities at
national, subnational, facility and community levels
is an integral part of health system strengthening, and
ensures the availability of malaria-specific skills and
knowledge. It is crucial that national malaria programmes
have sufficient capacity to support those working at local
levels, so that those people can customize their response,
manage insecticide resistance, implement and monitor
targeted vector-control interventions, and deliver malaria
diagnosis and treatment as specialized yet integrated
services. The importance of this increases as the burden
of malaria decreases, and the distribution of the disease
becomes more heterogeneous. In such situations, capacity
is needed to understand local transmission risk, and
deploy targeted intervention packages to vulnerable
populations or remote areas. To build capacity for
malaria, action is needed to:

Malaria-specific
capacity is critical
for a locally adapted
response.

• assess human resource needs at all levels, and to chart
progress in improving managerial, epidemiological,
entomological, parasitological and clinical capacity;
• establish mechanisms and secure funding for sharing
malaria expertise across regions and districts, and even
with neighbouring countries;
• strengthen support and supervisory mechanisms,
including the use of innovative training methods, to
optimize the contribution that human resources can
make at all levels; and
• ensure that any changes in national malaria strategies are
rapidly integrated into the pre-service and ongoing training
of all those involved in programme implementation.

© Swiss Malaria Group/Guilherme Gnipper
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Optimizing efficiencies and improving the quality
of malaria interventions
Malaria programmes can spearhead improvements in quality for the benefit
of the wider health system. Targeting the response to malaria at subnational
and local level optimizes efficiencies and gives greater value for money.
Action is needed to:
• stratify epidemiological data and link them with other relevant data (e.g.
on socioeconomic status, location and access to malaria services), to better
understand transmission risks and vulnerabilities, and customize local
responses accordingly;
• ensure that vector-control strategies and insecticides are selected using
entomological surveillance data, with special emphasis on insecticide
resistance monitoring, as outlined in the Global Plan for Insecticide
Resistance Management;
• t arget supplementary or complementary vector-control interventions
to subnational areas with specific needs (e.g. high levels of outdoor
transmission);

Malaria
programmes
can spearhead
quality
improvement in
health systems.

• r aise health staff awareness of the benefits of quality-assured ACTs,
and improve prescribing guidance, information, training and practice;
•d
 isseminate public information to counter inappropriate consumer demand
or expectations (e.g. the expectation that an ACT will be given, even if an
RDT result is negative); and
• s trengthen quality control mechanisms to ensure that malaria products
on the market are of good quality and are used correctly.221,222

Strengthening procurement
and supply-chain systems
Malaria programmes can improve procurement and supply
chains for the benefit of the entire health system. In control
settings, malaria programmes need to manage large-scale
distribution of commodities. In elimination settings,
programmes must be able to respond quickly to outbreaks
and target residual foci of infection, and have systems for
redirecting supplies to areas in need.
Stock-outs of basic commodities are still much too common;
they interfere with the efforts of health providers and
community workers to deliver malaria services in areas
where they are most needed. The consequences of stock-outs
can kill. To strengthen the procurement and supply-chain
systems, action is needed to:
• improve the monitoring and tracking of consumption
data at all levels, to better inform procurement needs;
• map public and private sector supply chains and the
areas they service, and negotiate agreements to cooperate
where feasible;
• leverage cost-effective and adaptable technologies to
facilitate improved forecasting, updates on expected
deliveries, inventory management and early warnings of
impending stock-outs, and establish systems for rapidly
redirecting supplies to areas of need;
• structure supply chains for prevention commodities,
so that households can access (i.e. “pull”) commodities
such as LLINs in times of need; this can be done through
continuous distribution systems that make LLINs available
at a variety of sources within communities and can include
public sector subsidies applied through private sector
outlets (where conditions are appropriate); and
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• counter active leakage from supply chains and
reinforce accountabilities by ensuring that community
representatives are present whenever drugs and other
commodities are ordered, received or inventoried, or
need to be destroyed.
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Improving public-private collaboration
and “smart integration”
Stronger cooperation and collaboration between the public
and private (profit, not-for-profit, faith-based and military)
health systems not only increases the reach of service
provision, but is also likely to strengthen the private sector’s
willingness to adhere to national regulatory structures and
systems in general (e.g. surveillance and reporting, and use
of generics). Integration across interventions and sectors
provides a platform for greater access by populations.
It can also improve outcomes for the entire health system,
and address community health issues more holistically
(e.g. comorbidities between malaria and malnutrition, or
malaria and HIV). To strengthen collaboration between
public and private providers and take advantage of
integration, action is needed to:
• strengthen communication channels, and clarify roles and
responsibilities between the private (profit and non-profit)
and public health sectors at all levels;
• align malaria programming and the broader health sector
planning processes to take full advantage of opportunities
to integrate into existing systems; and
• ensure that malaria and health sector planning is
undertaken with strong representation of the private
health sector (e.g. service providers, training institutions
and private pharmacies).

Smart integration has
two-way benefits:
Integrated vector management (IVM) seeks to
leverage health and other sector funds, and
expertise and infrastructure in laboratories and
communications, to improve vector control for
several diseases concurrently (e.g. malaria and
lymphatic filariasis in Africa, malaria and kala-azar
in South Asia, and malaria and dengue in Asia and
the Americas). This saves costs, and by combining
interventions, monitoring and evaluation, other
efficiency gains can be made. At the same time,
the reach of other health services can be extended
by combining them with IVM activities
at community level.155
Interventions to prevent malaria in pregnant
women in sub-Saharan Africa can be delivered
via routine antenatal care (ANC). However,
coverage with three or more doses of IPTp is
still insufficient, in part because many women
only attend ANC once or twice in the course of
a pregnancy. A combined effort by ANC and
malaria teams may bring more women into ANC
more regularly, increasing the uptake to at least
four ANC visits (as recommended), and ensuring
the visits are used to deliver life-saving malaria
interventions, while also making it easier for
women to access other services at the facility.
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8. Fostering
and sharing
innovations and
solutions
These scientific
innovations, new
technologies,
strategies and
tools promise to
make preventing,
diagnosing,
treating and
eliminating
malaria more
effective and
efficient.

Innovation will be essential for the achievement of the 2030
malaria goals. New malaria tools and products, including vaccine
development, could substantially influence the future of the
global response, benefit the world’s poorest and most vulnerable
populations, and move countries along the path to elimination
and eradication.
In 2008, the launch of the first GMAP was accompanied by
a renewed interest in malaria R&D, a significant increase in funding,
and unprecedented levels of political support. This spotlight of
attention, in combination with recent progress towards elimination,
led to a reframing of the malaria research agenda. Although the
lack of alternatives to ACTs and pyrethroids are constraints, at the
same time there are exciting pipelines for new drugs, vaccines,
vector-control strategies and other technological advances. Several
new developments in the field of drugs and vaccines are on the
verge of entering the market. New vector-control products are on
the horizon from 2020. Major innovative efforts are also underway
to improve delivery mechanisms, although challenges remain
with regards to innovation in community participation. These
scientific innovations, new technologies, strategies and tools
promise to make preventing, diagnosing, treating and eliminating
malaria more effective and efficient. Yet, as the malERA process
showed, available interventions, approaches and strategies remain
insufficient to eradicate malaria.223 Intensive R&D must continue as
a strategic priority, to ensure that the anticipated innovations are
delivered, to make it possible to meet the 2030 malaria goals and
eventually achieve global eradication.

Malaria Eradication Research Agenda (malERA)
The malERA process engaged over 250 experts to examine the feasibility
of eradication. Released in 2011, the findings provided guidance on the
innovations resource platforms, approaches, tools and training required
for malaria elimination and eradication; it encompassed basic research,
vector control, diagnostics, drugs, vaccines, surveillance, health systems
and operational research, and mathematical modelling.223
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Developing new tools
and technologies
The malERA process provided important guidance on
the tools and technologies required to reach eradication.
Creative new solutions are needed to help in realizing this
research agenda. To facilitate this, private sector engagement
in product development partnerships (PDPs) for malaria
research and innovation needs to continue, researchers
require a safe space to take risks, and better ways must
be found to engage people from affected communities.
It is naive to expect one-size-fits-all solutions in malaria.
Innovation is also essential to ensure that new tools and
technologies meet the highly heterogeneous contextual needs
of communities, so that they will be adopted and valued.
To ensure continued innovation, action is needed to:224
• develop new active ingredients (chemicals) for use in LLINs
and IRS – the threat of insecticide resistance means that the
identification of new ingredients is now a top priority;
• c reate new treatments for malaria to complement or replace
ACTs – ideally, new malaria medicines should be single-dose
and should aim to treat all types of malaria, prevent relapse,

clear gametocytes to stop further transmission, provide
post-treatment prophylaxis against all malaria lifecycles and
species, and treat all patient groups (e.g. pregnant women and
infants); in addition, a drug is needed that will be suitable for
mass administration, protect against malaria for up to a month
or longer, and be effective against all species of malaria;
• continue to support the development of vaccines that
interrupt malaria transmission and are active against
P. vivax or P. falciparum (or both);
• explore cutting-edge diagnostic technologies, especially
for the detection of low-level, asymptomatic infections;
non-invasive methods that do not require blood being
drawn are also desirable;
• leverage new technologies to collect, analyse and disseminate
surveillance data, including for use of the data at local level;
• continue to conduct basic research into malaria disease
processes, pathogens, vectors and so on; and
• keep a healthy product development pipeline, while
continually assessing the efficacy of tools; develop back-up
products in all areas of malaria prevention, diagnostics and
treatment, and remain abreast of future R&D needs.

Product Development Partnerships (PDPs)
Leveraging PDPs remains central to progress. PDPs offer a unique way to combine the
expertise and knowledge of the public and private sectors, to find efficient and effective
solutions for malaria interventions. The Medicines for Malaria Venture (MMV) is making
progress in developing the next generation of antimalarial drugs; the Innovative Vector Control
Consortium (IVCC) is bringing forward vector-control innovations with new active ingredients
and new paradigms; the Foundation for Innovative New Diagnostics (FIND) works with WHO
to develop new diagnostic approaches; and PATH’s Malaria Vaccine Initiative (MVI) and the
European Vaccines Initiative are supporting the development of malaria vaccines.

© Bill & Melinda Gates Foundation
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Bringing products to market

© Swiss Malaria Group/Sarah Hoibak

As new tools become available, WHO and other regulatory bodies must review the effectiveness and
appropriate use of those tools, and formulate recommendations based on appropriate evidence.
Many countries and donor organizations purchase only products that have been recommended by WHO.
Having regulatory and policy processes that are transparent, predictable and thorough is essential for
stimulating innovation and bringing new products to market as quickly and efficiently as possible.
UNITAID applies innovation to create healthier markets for malaria products, to overcome the
challenges of purely consumer driven markets.225

Optimizing operations for
control and elimination

Strengthening the cycle of
research to policy and practice

Operations research is essential for optimizing the modes of
delivery and implementation for current and future tools and
products.223 To optimize operations research, action is needed to:

As countries move along the path to elimination, it will
become even more critical to minimize the gaps between
research, policy and practice. Interdisciplinary dialogue
and timely exchange between researchers, policy-makers,
service providers, programme implementers and community
representatives are needed to coordinate, generate,
share and act upon the findings of research. By putting
people at the centre of policy and practice, and involving
implementers early, people are more likely to be active
partners in testing innovations, helping to bring them to
scale, and ensuring their sustainability.

• prioritize funding and build capacity to address the
research priorities of malaria operations;
• ensure that operational research focuses on overcoming
bottlenecks and adding knowledge to make delivery of
malaria interventions more efficient and effective; and
• develop information-sharing platforms to disseminate
research findings across partners, health systems and sectors.

© Swiss Malaria Group/Myat Nyunt

For a Malaria-Free World

69

© Swiss Malaria Group/Antonio Mendes

Action and Investment to defeat Malaria 2016-2030 (AIM)

Ensuring progress and accountability

9. Facilitating
change
Through
united action,
more and
more countries
will meet the
2020 and 2025
milestones and
2030 targets,
reducing
malaria-related
morbidity and
mortality, or
eliminating the
disease.

AIM builds a strong case for investment to mobilize collective
action and resources for the fight against malaria. By building
multisectoral and intercountry partnerships, the broader enabling
environment that will facilitate the achievement of the 2030
malaria goals can be created. Such an environment requires policy
coherence for malaria across ministries, departments and sectors,
and strong health systems that can establish surveillance as
a core intervention. By improving the quality, accessibility, layering
and use of health, malaria and other data (e.g. socioeconomic
and climatic), malaria prevention and treatment services can
be targeted, giving value for money and reaching all those in
need. With their flexibility and commitment, CSOs, faith-based
organizations and emergency response organizations are crucial,
complementing government efforts to deliver services in remote
areas and fragile situations.
Advocacy and resource mobilization are also crucial for
continued malaria research and innovation. Global and local
stakeholders in the private sector, and in research and academia,
are essential to ensuring a healthy pipeline of future products,
and the approval, delivery and adoption of products currently
in development. Engaging communities at all stages of the
response, and strengthening operations research, will stimulate
innovations in implementation and allow the efficient delivery
of products.
Through united action, more and more countries will meet the 2020
and 2025 milestones and 2030 targets, reducing malaria-related
morbidity and mortality, or eliminating the disease. Monitoring
progress across sectors will make it possible to better quantify the
returns on investing in malaria across all domains of development,
and to strengthen the evidence. This will enable malaria
programmes and their partners to make an ever more compelling
case for continued investment, and maintain the cycle of progress.
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Unleashing the potential of partnership
The fight against malaria epitomizes the philosophy of the SDGs, with
their emphasis on partnership, solidarity and people-centred development.
AIM recommends actions to guide progress towards the 2030 malaria goals.
Although these actions can be taken by a single country, or by individual
partners, we know from experience that no country, sector, stakeholder or
group working alone can defeat malaria. Bringing diverse partners together
creates advantageous synergies whereby the whole becomes far greater than
the sum of the individual partners. Taking an inclusive approach and building
successful partnerships within and across constituencies, sectors and countries
will be essential for achieving the 2030 malaria goals.

© United Against Malaria

Partnership is needed to leverage the SDG agenda, elevate
the profile of malaria as a wider challenge to poverty
reduction and economic development, and ensure it is
addressed at all decision-making levels. Partnership is also
essential for effective advocacy for both action and resource
mobilization, regardless of where a country is, on the path
to elimination. The RBM Partnership will develop a resource
mobilization strategy that takes account of future potential
funders, and facilitates country access to international
funds and innovative financing mechanisms. Over the next
15 years, countries that are affected by malaria need to
transition to being in a position to sustain and fund their
malaria response with a much higher proportion of domestic
financing. The RBM Partnership will provide strategic support
to build in-country capabilities, and work with countries to
mobilize domestic public and private sector financing.
The RBM Partnership will further coordinate and
widen intercountry forums, to strengthen engagement of
non-traditional players and other sectors, including the
private sector and civil society. To keep people at the centre
of the response, the RBM Partnership will work to engage
communities more effectively, to highlight the need for
contextual knowledge and diagnosis, and to involve people
in the creation of innovative tools and strategies. It will also
work to strengthen SBCC, and to animate and support civil
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No country,
sector,
stakeholder or
group working
alone can defeat
malaria. Bringing
diverse partners
together creates
advantageous
synergies
whereby the
whole becomes
far greater than
the sum of
the individual
partners.

society networks and emergency agencies to deliver malaria
services to MMPs and other vulnerable populations, and to
those affected by emergencies, while also championing the
need for greater disaster preparedness at all levels.
With regards to the supporting elements, the RBM
Partnership will work to strengthen regional alignment,
make policies across sectors more “malaria smart”, link
regional banks with independent agencies that carry out
health impact assessments, foster the availability and
use of quality data for decision-making, and strengthen
integrated health systems. It will encourage stronger
intrasectoral collaboration and partnership within the
broader health sector (e.g. by focusing attention on the
importance of progress in malaria for reducing maternal
and child mortality and morbidity), and boost efforts to
improve the quality of care, optimize integrated vector
control and establish responsive surveillance systems.
Partnership is also needed to ensure resource
mobilization for malaria research, continue the successes
of product development partnership for innovation, and
facilitate collaboration and the sharing of findings from
implementation research. Partnership with academia will
help to strengthen the evidence on the returns of investing
in malaria control and elimination, and the potential costs
of resurgence.
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The RBM Partnership will continue to play a coordinating function, to facilitate
the convening of stakeholders, collaboration and sharing of best practices across
countries and regions, and to unleash the potential of each RBM partner, according
to their comparative advantage and commitment to the shared 2030 goals and
vision of a malaria-free world. Across all these areas, the RBM Partnership will
track the progress that is being made, report back to all partners on the status and
bring attention to the areas that require greater action and investment.

All partners have important roles to play in the implementation of AIM

Building partnerships
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Monitoring results
Robust and reliable data are needed for stakeholders at all levels, to track
progress towards the 2020 and 2025 milestones and the 2030 malaria targets.
Effective indicators will help to guide the malaria community over the course
of the next 15 years. The indicators developed for the WHO Global Technical
Strategy for Malaria, outlined in Table 2, will be reported on in subsequent
World Malaria Reports.
To complement these indicators, a monitoring framework has also been
developed for AIM. Whereas output, outcomes and impact are well captured
by the indicators in the WHO Global Technical Strategy for Malaria, the AIM
indicators are directed towards processes and inputs. In accordance with
the technical nature of the document, the WHO Global Technical Strategy
for Malaria indicators are effective in determining progress in areas such as
testing, commodities and impact on morbidity and mortality. Similarly, the AIM
indicators allow evaluation in terms appropriate for the scope of the document,
including success in fostering multisectoral engagement for malaria, mobilizing
sufficient resources to ensure continued malaria research and innovation, and
financing the achievement of the 2030 malaria goals.

Robust and
reliable data are
needed to track
progress towards
malaria 2020 and
2025 milestones
and 2030 targets.

Table 2: Monitoring framework for WHO Global Technical Strategy for
Malaria 2016-2030
Outcome indicators
•	Proportion of population at risk who slept under an insecticide-treated net the previous night
• Proportion of population at risk protected by IRS within the past 12 months
•	Proportion of pregnant women who received at least three or more doses of intermittent preventive
treatment of malaria while attending antenatal care during their previous pregnancy (sub-Saharan
Africa only)
• Proportion of patients with suspected malaria who receive a parasitological test
•	Proportion of patients with confirmed malaria who receive first-line antimalarial treatment according
to national policy
• Proportion of expected health facility reports received at national level
• Proportion of malaria cases detected by surveillance systems
• Proportion of cases investigated (programmes engaged in elimination)
• Proportion of foci investigated (programmes engaged in elimination)

Impact indicators
•	Parasite prevalence: proportion of the population with evidence of infection with malaria parasites
• Malaria case incidence: number of confirmed malaria cases per 1000 persons per year
• Malaria mortality rate: number of malaria deaths per 100 000 persons per year
• Number of countries that have newly eliminated malaria since 2015
• Number of countries that were malaria-free in 2015 in which malaria was re-established
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The AIM monitoring framework, presented in Table 3, confines itself to
indicators that are credible reflections of the phenomenon to be measured,
and for which the information is already available, or can be collected with
a manageable level of effort. It has been designed so that the monitoring can
be carried out at global, regional, country and local levels, as appropriate.
The AIM monitoring framework is relatively streamlined because other
important accountability mechanisms are already in place; for example, the
scorecards that have been developed by African Leader’s Malaria Alliance and
Asia Pacific Leader’s Malaria Alliance. The framework will allow the global
community to track the extent to which political leaders honour their pledges
and support local stakeholders in their efforts to achieve the 2030 malaria goals.
Individual partners should also have their own accountability frameworks,
ideally compatible with, or adapted to, the AIM monitoring framework.
During 2015, the baseline information for all of these indicators will be
gathered. As we move forward, it will be important to monitor the availability
of quality-assured data that can be used to generate the indicators.

Table 3: Monitoring framework for Action and Investment to defeat
Malaria 2016-2030
Indicator

Operational definition

Illustrative data source(s)

Suggested level(s)

High-level commitment
to control and
elimination of malaria

Existence of a high-level malaria
advisory or governing body that
includes representation from
the non-health and private
sectors, as well as civil society

Will require engagement of
malaria leadership to review
malaria bodies

Regional, national
and local levels,
where possible

Resources committed
to malaria control
and elimination

Total funding and proportion
of annual health funding (per
capita) allocated to malaria in
affected countries (by source,
including national funding,
donor and out-of-pocket)

RBM Malaria Funding Data
Platform, OECD/DAC, Country
data and surveys

Global, regional,
national and local levels,
where possible

Accountability to citizens
for progress in malaria
control and elimination

Public (web-based) access to
geographically disaggregated
data regarding malaria
incidence or prevalence and
intervention (prevention,
diagnosis and treatment)

Will require accessing
of websites for each
affected country

Global, regional,
national and local levels,
where possible

Engagement of the
private sector in malaria
control and elimination

Number of top-10 registered
corporations in the national
tax base that invest in malaria
(programmatic or financial
contribution to malaria
prevention and control for the
company’s workforce or the
broader community, or both)

Will require measurement by
malaria leadership to interview
top-10 corporations regarding
these investments

National level

Investment in malaria
research and innovation

Total funding and proportion
of funding for malaria relevant
research (including R&D and
operations or implementation
research)

GFINDER (Policy Cures), MMV,
IVCC, MVI, Global Fund, WHO
and national research agencies

Global and national
levels, where possible
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Appendices
Appendix A: Development process
AIM was developed through a participatory consultative process that
directly engaged a multisectoral audience of over 1600 people. Regional
consultations, which were held back-to-back with consultations
for the WHO Global Technical Strategy for Malaria in the Republic
of the Congo, India, Panama, Philippines, Morocco and Zimbabwe,
followed by 13 country consultations, specifically focused upon the
development of this document. These included site visits to consult
with the leaders and members of affected communities, first-line
service providers and aid workers to learn more about the challenges
of providing basic services to vulnerable populations, in remote areas
and in humanitarian situations. Many more engaged via social media
or took part in the public online review held February to March 2015.
The work was carried out under the guidance of, and with active
support from, a task force that comprised: David Brandling-Bennett,
Bill & Melinda Gates Foundation; Bernard Nahlen, US President’s
Malaria Initiative; Alastair Robb, Department for International
Development, UK; Lisa Goldman-Van Nostrand, Sumitomo Chemical;
Andre Tchouatieu, Sanofi; Rima Shretta, University of California, San
Francisco; David Schellenberg, London School of Hygiene and Tropical
Medicine; Noel Chisaka, The World Bank; Wichai Satimai, Ministry of
Public Health, Kingdom of Thailand; Ana Carolina Santelli, Ministry
of Health, Brazil; Sheila Rodovalho, Ministry of Health, Brazil; Dharma
Rao, Ministry of Health and Family Welfare, India; Corine Karema,
Ministry of Health, Rwanda; James Whiting, Malaria No More UK;
Esther Tallah, Cameroon Coalition Against Malaria; Pedro Alonso,
WHO; Erin Shutes, WHO; Fatoumata Nafo-Traoré, RBM.
The task force was supported by a team of consultants from the Swiss
Tropical and Public Health Institute and Deloitte Consulting LLP.
The efforts of the following are also gratefully acknowledged: RBM
Board, RBM Secretariat, RBM Working Groups and Communication
Community of Practice, the Steering Committee that guided the
development of the WHO Global Technical Strategy for Malaria
2016-2030, the regional WHO advisors who convened the regional
consultations, and staff from the following institutions that convened
the country level consultations in collaboration with national malaria
programmes: Caritas, India; Centre Suisse de Recherches Scientifiques,
Côte d’Ivoire; Ifakara Health Institute, United Republic of Tanzania;
Malaria Consortium and PMI, Mozambique; Malaria Control and
Elimination Partnership in Africa, PATH and PMI, Senegal; Myanmar
Health & Development Consortium; the US Naval Medical Research
Unit No.6, Peru; Pilipinas Shell Foundation, Inc. and Deloitte Southeast
Asia Ltd., Philippines; Population Services International and Malaria
Technical Working Group, Papua New Guinea; Republican Center of
Tropical Diseases, Tajikistan; the Swiss Tropical and Public Health
Institute-Democratic Republic of Congo; PMI, Ethiopia; and WHO
Country Office, Uganda. The document was edited by Hilary Cadman.
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We sought to keep an accurate list of everyone who assisted the development
of AIM, and we apologize if anyone has been missed. The contributions and
ideas of all those who participated in the consultative process are greatly
appreciated, and every effort was made by the task force and consultant team
to incorporate suggestions and address concerns. However, it was not possible
to do this in every case, given the need to limit the length and scope of the
document. We hope those who do not see their ideas explicitly included in the
final version will understand the constraints.
Background Photo: © Swiss Malaria Group/Chaly Descotis
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Representatives from over 90 countries
participated in the development of AIM
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Figure 12

Additional consultative event eg. conference.
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Appendix B: Ways in which failure in the fight against malaria will
impede progress towards the Sustainable Development Goals
SDG

1

2
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Description

 nd poverty in all its
E
forms everywhere

End hunger, achieve food
security and adequate
nutrition, and promote
sustainable agriculture

Potential negative effects on the SDGs
Malaria has a negative effect on macroeconomic performance, trapping countries in
poverty47 and significantly impeding the ability of some of the most affected countries
to generate sufficient domestic investment to fight the disease. Malaria can account
for 40% of health sector budgets, and up to 30% of out-of-pocket health spending in
endemic countries, making it a key cause of household poverty. It disproportionally
affects the disadvantaged, especially children and pregnant women in the poorest
quintile. These are also the people who have least access to quality malaria prevention
and treatment services.
As the world’s population increases and greater food production is needed, farming sites
will continue to increase. Poorly constructed or maintained irrigation systems and some
agricultural practices can increase the risk for malaria transmission, and agricultural
pollutants may also favour resistance.226 Urban farming is increasing rapidly, and is
associated with adaptations in vectors’ preferred habitats and breeding locations.
The groups at highest risk for the adverse effects of malaria – children and pregnant
women – are also most affected by poor nutrition. There is consistent evidence that general
malnutrition is an important risk factor for greater frequency or more severe malaria.9,227

3

Ensure healthy lives and
promote well-being for all
at all ages

Malaria is one of the leading causes of childhood death worldwide, and leads to
morbidity and mortality across all age groups when it resurges. Malaria is an important
cause of anaemia, which particularly compromises the health of children and pregnant
women. Malaria makes a substantial contribution to maternal and neonatal deaths in
high-transmission settings. Contracting malaria in pregnancy can lead to haemorrhage,
spontaneous abortion, neonatal death and low birth weight. In sub-Saharan Africa,
10 000 women die annually as a result of malaria in pregnancy.10

4

Provide inclusive and
equitable quality education
and lifelong learning
opportunities for all

Malaria causes children to miss school. Frequent attacks have a sustained, adverse impact
on the school performance of children aged 6-14 years.228 Children that have malaria
repeatedly may also suffer cognitive damage, impairing their ability to learn in the long
term. The probability of dying from malaria is inversely related to income and education.6

5

Achieve gender equality
and empower all women
and girls everywhere

Most caregiving is provided by female household members: mothers, aunts,
grandmothers and older female siblings. In high-transmission settings, in addition to
time lost by being sick themselves, caregivers invest at least an additional 2 days for
every malaria episode in any one of their children.229 In high-transmission settings
where children suffer from malaria frequently and family size is large, this rapidly
accumulates to form a significant loss of productive time.

6

Ensure availability and
sustainable management of
water and sanitation for all

Failure to pay attention to the unintended consequences of constructing major dams,
extractive practices, land drainage and, in some regions, irrigation systems can all increase
breeding sites and resting places for vectors and, by extension, malaria transmission.23

8

 romote inclusive and
P
sustainable economic
growth, full and
productive employment,
and decent work for all

Workers in some occupations are more exposed than others, including rice farmers
(while they work and sleep), highland migration labourers, forest workers and rubber
tappers. Exposure to malaria risk because of working practices (e.g. working through
the night) is higher in low-status occupational categories. Low-level workers are far
less likely to have access to malaria prevention and treatment services.230 Adults miss
1-5 days of work per malaria episode, and are often less productive when they return
to work during the recovery period, particularly if they are assigned physical tasks.
Malaria costs businesses in Africa at least US$ 12 billion in lost productivity every year.231
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Build resilient
infrastructure, and
promote inclusive
and sustainable
industrialization

Whenever landscapes are artificially adapted, explicit positive efforts are needed
to build mosquitoes out. If this effort isn’t made then new mosquito breeding sites
and resting places may inadvertently be created – resulting in the building in
of mosquitoes, with its potential knock-on effect on malaria transmission.137
In addition, poor prevailing infrastructure can severely impede the delivery of
health, malaria and other basic services.232, 233

10

 educe inequality within
R
and among countries

The malaria burden remains highest in the countries with the lowest human
development, within countries in the least developed areas, and within populations
among the most disadvantaged groups. These include pregnant women, infants
and children, refugees, the displaced, migrants, nomads and people living with
HIV/AIDS.230 Very poor families are hardest hit because the direct and indirect
costs of malaria consume such a high proportion of household income.62

11

Make cities and human
settlements inclusive,
safe, resilient and
sustainable

The unintended consequences of development-related landscape changes such
as encroaching urbanization and human settlement building can increase malaria
transmission. Substandard housing and poor drainage can increase exposure
to vectors, including malaria-carrying mosquitoes.19 Poor security in slums, as
elsewhere, poses a serious threat to the provision of life-saving malaria prevention
and treatment services.234

12

Ensure sustainable
consumption and
production patterns

Forest cover and proximity to gold mining operations are important large-scale
drivers of disease risk.235 Increases in deforestation of just 4% can increase malaria
incidence by as much as 48%.236 The logging and extractive industries attract migrant
workers to meet labour needs. The mobility of these workers may put them at
increased risk of malaria infection, particularly if they lack immunity.

13

Take urgent action to
combat climate change
and its impacts

Temperature increases of just 2-3 degrees Celsius will increase the number of people
at climatic risk of malaria by around 3-5%, which represents several hundred million
people.237 It is projected that climate change will have increased the population
at risk of malaria in Africa by over 80 million by the middle of the next decade.
Climate change is likely to result in increased flooding, which not only affects the
effectiveness of sanitation systems and leads to contamination of water sources, but
also increases mosquito breeding sites and malaria transmission. In China, rising
temperatures could set back progress in reducing infectious diseases, including
malaria, by as much as 7 years by 2030.

15

Protect, restore and
promote sustainable use
of terrestrial ecosystems,
and halt and reverse
land degradation and
biodiversity loss

Unsustainable use of natural resources can result in the risk of malaria being
introduced or increased. P. knowlesi, a kind of malaria common in monkeys, is
increasingly infecting people in Malaysia, and other countries, and is probably due
to logging and deforestation into ever deeper forest, resulting in the animals coming
into closer contact with humans.122,238,239

16

Promote peaceful and
inclusive societies for
sustainable development,
provide access to justice
for all and build effective,
accountable and inclusive
institutions at all levels

Countries in fragile situations – where government is ineffective, governance poor
and accountability lacking – are unlikely to reach the 2030 malaria goals, or the other
SDGs. Instability impedes malaria control, and the provision of health and malaria
services.240,241 Countries engaged in conflict are highly unlikely to engage in the
regional collaboration that is required for the sustained reduction and elimination
of malaria.

9

For a Malaria-Free World

87

Action and Investment to defeat Malaria 2016-2030 (AIM)

Appendix C: Breakdown of the malaria
research and development costing figure
Breakdown of the annual malaria R&D funding requirement
by research category, 2016-2030 (millions of 2014 US dollars)

Basic research
US$ 196.60 (29%)

Drugs
US$ 124.48 (18%)

Diagnostics
US$ 13.50 (2%)
Vector control
US$ 64.77 (10%)
Vaccines
US$ 273.44 (41%)

Figure 13
Source: Policy Cures 2014; work commissioned by the Global Malaria Programme (WHO) for the
development of the WHO Global Technical Strategy for Malaria 2016-2030 27
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Appendix D: Methodology for
cost- benefit analysis
The potential value of investing in malaria control and elimination to reach 90%
reduction in cases and deaths by 2030, and elimination in at least 35 countries
by 2030, was calculated in terms of direct cost savings to health systems and
households. These savings are due to the reduction in malaria incidence (and thus
in the morbidity burden), and to the social value of increased longevity through
a reduction in malaria mortality.

Scenarios modelled and estimates of malaria cases
and deaths
A mathematical modelling of Plasmodium falciparum
transmission was used to estimate, annually and between
2016 and 2030, the potential number of uncomplicated
malaria cases, severe malaria cases and deaths, under four
different intervention scenarios: Scenario 1, “sustain” is the
counterfactual scenario; Scenario 2, “acceleration 1” and
Scenario 3, “acceleration 2” are the enhanced intervention
scenarios for malaria reduction and elimination; and
Scenario 5, “reverse” depicts a decline in the coverage
of interventions.242
The number of malaria cases and deaths averted as
a result of increasing the coverage of a package of malaria
interventions was calculated by subtracting the number
of cases and deaths in the “sustain” scenario from the
number of cases and deaths in the “acceleration 2”
scenario for a given year.
The number of additional malaria cases and deaths rising
from the decline in the coverage of interventions was
calculated by subtracting the number of cases and deaths
in the “reverse” scenario from the number of malaria cases
and deaths in the “sustain” scenario for a given year.
Direct cost savings to health systems and households due
to reduced malaria morbidity burden
The potential direct cost savings, from a public-provider
perspective, were calculated combining the modelled
reduction in country-level malaria incidence with the
proportion of patients that would have sought treatment
for uncomplicated and severe malaria (collected from the
latest available country survey – Demographic and Health
Survey, Malaria Indicator Survey or Multiple Indicator
Cluster Survey). We also included the potential reduction
in household out-of-pocket payments, estimating the
proportion of patients who would have sought care in
formal health facilities and incurred out-of-pocket costs
to access care. The same methodology was applied to
assess additional costs to health systems and households
due to increased malaria morbidity burden in the
“reverse” scenario.
The social value of increased longevity due to malaria
mortality reduction
The social value or benefits of increased longevity due
to the reduction in malaria mortality was estimated by
adapting the full-income approach proposed by the Lancet
Commission on Investing in Health.104 The Commission
estimated the economic benefits of achieving a “grand
convergence” in health over the period 2015-2035, by
assessing the value of additional life years gained in
monetary terms.

The number of deaths averted (by age group) for a given
year was obtained from the modelling. To calculate the
number of years of life saved from the number of deaths
averted, WHO country-specific life tables were used. The
present value of a 1-year increase in life expectancy was
calculated by multiplying the income level of a given country
(2013 GDP – World Bank) by a World Bank region-specific
coefficient provided in the Lancet Commission on Investing
in Health. The social value of increased longevity due to
malaria mortality reduction was calculated by multiplying
the number of years of life saved by the economic value of
1-year of life gained. The same methodology was applied to
assess the forgone economic value due to increased malaria
mortality burden in the “reverse” scenario.
Cost inputs
Total implementation costs (vector control, chemoprevention,
testing, treatment and surveillance) for each scenario were
calculated for 97 malaria-endemic countries in 2015, and
reported at the global level in the WHO Global Technical
Strategy for Malaria 2016-2030, and Patouillard et al.26,27
Unit costs for uncomplicated malaria and severe malaria case
management were provided in Patouillard et al. Unit cost
for uncomplicated malaria cases consists of outpatient visit
costs and includes consultation, diagnostic tests and drug
treatments. Unit cost for hospitalized severe malaria cases
consists of inpatient visit costs and includes consultation,
diagnostic tests and drug treatments, and hospital bed-day
costs. Household out-of-pocket costs incurred on transport
to access malaria services were added and collected from the
Deutsche Gesellschaft für Internationale Zusammenarbeit
(GIZ) GmbH report Public transport fares in African cities.243
All costs estimates are presented in US$ of 2014.
Return on investment
The ROI was calculated by dividing the total potential
benefits from reduced malaria morbidity and mortality
burden by the total implementation costs of scaling up
the coverage of malaria interventions.
Limitations
As the costing of the WHO Global Technical Strategy for
Malaria 2016-2030 was conducted from a public-provider
perspective, cost savings and social benefits were captured
from a public sector only. The approach did not consider
the benefits of eliminating malaria in the 17 countries with
either ongoing P. vivax malaria transmission and/or unstable
P. falciparum transmission, or those that are in the
pre-elimination, elimination or prevention of re-introduction
phases. Costs and benefits were aggregated at country level;
however, it should be qualified that costs and benefits could
differ substantially according to local contexts.
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Diagrammatic summary of the cost-benefit analysis methodology
IMPLEMENTATION COSTS

Vector
Control

Chemoprevention

Diagnosis

Surveillance

Treatment

BENEFITS FROM REDUCED MORBIDITY BURDEN
Health systems + Households cost savings

Unit cost for case
management

# of malaria cases averted

Unit cost to access care

Monetary value of 1 year increase
in life expectancy

BENEFITS FROM REDUCED MORTALITY BURDEN
Years of life saved

World Bank
region-specific
coefficient
# deaths averted
at age x

Life expectancy
at age x

GDP per capita (current US$)

RETURN ON INVESTMENT
TOTAL BENEFITS

TOTAL COSTS

Figure 14
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Appendix E: Breakdown of international and domestic
funding sources for malaria control and elimination,
and private household out-of-pocket spending in 2013
Methodology: The share of funding spent on malaria in 2013 was estimated for two sets of
countries: those in the control phase, and those in the pre-elimination, elimination and prevention of
re-introduction phase (country classification as of December 2013). Figures for domestic public funding
and international funding were collected from the World Malaria Report 2014. Figures for private
household out-of-pocket spending were based on estimated size of private market for vector control
(LLINs), diagnostic testing (RDTs) and malaria treatment (ACTs).

Sources of malaria funding in countries
that are controlling malaria

Sources of malaria funding in
pre-elimination, elimination and
prevention of re-introduction countries

22%
66%

7%

12%

93%
Figure 15
Domestic public funding
(US$ 684.4 million)

Figure 16
International funding
(US$ 1960.5 million)

Private household
out-of-pocket spending
(US$ 346.6 million)

Private household out-of-pocket spending on LLINs in
2013: US$ 16.59 million. 143 million LLINs were delivered
in Africa in 2013 (for the rest of the world no reliable
estimates on the size of the private market for LLINs were
available). Among those, around 2% were sold through the
private sector, a 2.86 million volume. With a fully loaded
cost of US$ 5.80, private household out-of-pocket spending
on LLINs in Africa totalled US$ 16.59 million in 2013.
Data source: Malaria vector control commodities landscape.
UNITAID, December 2014.

Private household out-of-pocket spending on RDTs
in 2013: US$ 149 million. 319 million of RDTs were sold
to public and private sectors in 2013. Among those,
160 million were distributed by national malaria control
programmes in the public sector. From the 159 million
RDTs sold in the private sector, we assume that 60% were
P. falciparum-specific tests, and 40% were P. falciparum

Domestic public funding
(US$ 125.5 million)

International public funding
(US$ 8.8 million)

and P. vivax combination tests. With a fully loaded cost
of US$ 0.78 for P. falciparum RDTs and US$ 1.17 for
P. falciparum and P. vivax combination tests, private
household out-of-pocket spending on RDTs totalled
US$ 149 million in 2013.
Data sources: World Malaria Report 2014; GMAP 2008-2015

Private household out-of-pocket spending on ACTs
in 2013: US$ 181 million. Some 392 million ACTs were
delivered from manufacturers to the public and private
sector in 2013. Among those, 133 million were for the
private sector only. The share of sales is assumed to be
70% paediatric ACTs and 30% adult ACTs. With a fully
loaded cost of US$ 1.08 for paediatric ACTs and US$ 2.025
for adult ACTs, private household out-of-pocket spending
on ACTs totalled US$ 181 million in 2013.
Data sources: World Malaria Report 2014; GMAP 2008-2015
References1,225,244
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Appendix F: Making partnerships work
Strategic and operational partnerships have the potential to overcome the
expected challenges and substantially increase the effectiveness of the response
in the coming years. Understanding a partner’s or sector’s motivation for investing
in malaria is key to establishing enduring and productive partnerships, where all
partners both contribute and enjoy the synergistic benefits. The traditional roles
of the different constituencies in the fight against malaria continue to evolve.

Operationalizing partnerships

• a malaria-free world
• better quality services
• reduced out-of-pocket costs
• increased productivity due
to healthier workforces

Engaging with many partners can be time consuming and give rise to transaction
costs. Recognizing the strengths of each stakeholder group and establishing clear
roles and responsibilities will lay the groundwork for strong and operational
partnerships at any level, whether within communities, at a national level, and
across sectors and borders. To operationalize partnerships of any type, action is
needed to:

• stronger local economies

• create a convening mechanism or network secretariat to coordinate activities
and ensure effective knowledge management;

• market access

• develop coalitions and networks to simplify coordination, at any level, while also
amplifying the voice of partners;
• jointly agree on the purpose, goals, and expected outcomes of the partnership;
• establish a funding mechanism for the partnership;
• establish formal or informal governance structures to clarify leadership,
and agree on the roles and responsibilities of each partner (e.g. national
partnerships can leverage the sample terms of reference that are available
in Appendix E of the Advocacy and Resource Mobilization Guide 112
http://www.rollbackmalaria.org/resources/publications/2014);
• create a clear framework for taking action and monitoring; and
• arrange either regular external evaluations or joint progress reviews to hold one
another accountable for commitments and to recognize progress towards the
agreed partnership goals.
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Acronyms and
abbreviations
ACT	Artemisinin-based
combination therapies
ADB

ITPS

Insecticide-treated plastic sheeting

IVCC	Innovative Vector Control Consortium

Asian Development Bank

AIDB	Asian Infrastructure
Investment Bank
AIM	Action and Investment to defeat
Malaria 2016-2030

IVM

Integrated vector management

LLIN

Long-lasting insecticide-treated net

malERA	Malaria Eradication Research Agenda
MDG

Millennium Development Goal

AL

Artemether-lumefantrin

MFI

Malaria-Free Initiative

AMI

Amazon Malaria Initiative

MMP

Mobile and migrant populations

ANC

Antenatal care

MMV

Medicines for Malaria Venture

MVI

Malaria Vaccine Initiative

NGO

Nongovernmental organization

APMEN	Asia Pacific Malaria Elimination
Network
BRICS	Brazil, Russia, India, China and
South Africa

PAHO	Pan American Health Organization

CEO

Chief executive officer

PCR

Polymerase chain reaction

CHAI

Clinton Health Access Initiative

PDP

Product development partnership

CSO

Civil society organization

PGH

Pledge Guarantee for Health

DFID	Department for International
Development (UK)

PMI

President’s Malaria Initiative (US)

EMMIE	Eliminate Malaria in Mesoamerica
and the Island of Espanola

R&D

Research and development

RBM

Roll Back Malaria Partnership

RDT

Rapid diagnostic test

ROI

Return on investment

EMRO	WHO Regional Office for the
Eastern Mediterranean
FIND	Foundation for Innovative
New Diagnostics
GDP

SADC	South African Development
Community

gross domestic product

SBCC	Social and behaviour change
communication

GMAP	Global Malaria Action Plan
2008-2015
iCCM	Integrated community case
management
IDA	International Development Association
IDP

Internally displaced person

IPTp	Intermittent preventive treatment
in pregnancy
Indoor residual spraying

Sustainable Development Goal

UN

United Nations

UNDP	United Nations Development
Programme
UNHCR	United Nations High Commission
for Refugees

IOM	International Organization
for Migration

IRS

SDG

UNICEF United Nations Children's Fund
VAT

Value added tax

WHO

World Health Organization
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