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Foreword

Dr Tedros Adhanom Ghebreyesus
Director-General
World Health Organization

For many years, the global response to malaria was considered one of the world’s great public
health achievements. WHO reported time and again on the massive roll-out of effective disease-
cutting tools, and on impressive reductions in cases and deaths.

Last December, we noted a troubling shift in the trajectory of this disease. The data showed that less
than half of countries with ongoing transmission were on track to reach critical targets for reductions
in the death and disease caused by malaria. Progress appeared to have stalled.

The World malaria report 2017 shows that this worrying trend continues. Although there are some
bright spots in the data, the overall decline in the global malaria burden has unquestionably leveled
off. And, in some countries and regions, we are beginning to see reversals in the gains achieved.

Global disease burden and trends

In 2016, 91 countries reported a total of 216 million cases of malaria, an increase of 5 million cases
over the previous year. The global tally of malaria deaths reached 445 000 deaths, about the same
number reported in 2015.

Although malaria case incidence has fallen globally since 2010, the rate of decline has stalled and
even reversed in some regions since 2014. Mortality rates have followed a similar pattern.

The WHO African Region confinues to account for about 90% of malaria cases and deaths
worldwide. Fifteen countries — all but one in sub-Saharan Africa — carry 80% of the global malaria
burden. Clearly, if we are to get the global malaria response back on track, supporting the most
heavily affected countries in this region must be our primary focus.

Extending health care to all

As WHO Director-General, achieving universal health coverage is my top priority. This is based on
the moral conviction that all people should be guaranteed access to the health services they need,
when and where they need them, regardless of where they live or their financial status.

To this end, how have countries fared in delivering services that prevent, diagnose and treat malaria
for all in need? While we have made important headway, the pace of progress must be greatly
accelerated if we are to reach our global malaria targets for 2020 and beyond.

In 2016, just over half (54%) of people at risk of malaria in sub-Saharan Africa were sleeping under
an insectficide-treated mosquito net - the primary prevention method. This level of coverage
represents a considerable increase since 2010 but is far from the goal of universal access.
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Spraying the inside walls of homes with insecticides (indoor residual spraying, IRS) is another
important prevention measure. The report documents a precipitous drop in IRS coverage in the
WHO African Region since 2010, as well as declines in all other WHO regions over this same period.

Prompt diagnosis and treatment is the most effective means of preventing a mild case of malaria
from developing into severe disease and death. In the WHO African Region, most people who seek
treatment for malaria in the public health system receive an accurate diagnosis and effective
medicines.

However, access to the public health system remains far too low. National-level surveys in the WHO
African Region show that only about one third (34%) of children with a fever are taken to a medical
provider in this sector.

Inadequate investment

A minimum investment of USS$ 6.5 billion will be required annually by 2020 in order to meet the
2030 targets of the WHO global malaria strategy. The USS 2.7 billion invested in 2016 represents less
than half of that amount. Of particular concern is that, since 2014, investments in malaria control
have, on average, declined in many high-burden countries.

Malaria response at a cross-roads

The choice before us is clear. If we continue with a “business as usual” approach — employing the
same level of resources and the same interventions — we will face near-certain increases in malaria
cases and deaths.

It is our hope that countries and the global health community choose another approach, resulting
in a boost in funding for malaria programmes, expanded access to effective interventions and
greater investment in the research and development of new tools.

As | have said before, countries must be in the driver’s seat; they alone are ultimately responsible
for the health of their citizens. Universal health coverage is indeed a political choice - one that takes
courage, compassion and long-term vision.

After spending many years fighting the scourge of malaria in Ethiopia, | know that we are up
against a tough adversary. But | am also convinced that this is a winnable battle. With robust
financial resources and political leadership, we can — and will - swing the pendulum back towards
a malaria-free world.

Coa
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KEY POINTS
BY SECTION

This year’s report at a glance

The 2017 World malaria report presents a comprehensive state of play in global progress
in the fight against malaria up to the end of 2016. It tracks progress in investments in
malaria programmes and research, malaria prevention, diagnosis and treatment,
surveillance, trends in malaria disease burden, malaria elimination, and threats in
tackling malaria and safeguarding the investments made.

This year’s report comes 1 year after the launch of three time-bound milestones to
accelerate progress towards malaria control and elimination: the WHO Global technical
strategy for malaria 2016-2030 (GTS); the Roll Back Malaria advocacy plan, Action
and investment to defeat malaria 2016-2030 (AIM); and the Sustainable Development
Goals (SDGs), with Target 3.3 focused on AIDS, tuberculosis, malaria and neglected
tropical diseases.

The GTS and AIM are aligned with the SDGs, with targets set for the years 2020, 2025
and 2030, compared with a baseline of 2015. For malaria, achieving SDG Target 3.3 by
2030 is interpreted as the attainment of the GTS and AIM targets.

The primary sources of information for this year’s edition of the World malaria report
are reports from 94 countries. This information is supplemented by data from nationally
representative household surveys and databases held by other partner organizations.
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INVESTMENTS IN MALARIA PROGRAMMES AND
RESEARCH

Malaria control and elimination investments

In 2016, an estimated US$ 2.7 billion was invested in malaria control and elimination efforts globally by
governments of malaria endemic countries and international partners.

The majority (74%) of investments in 2016 were spent in the WHO African Region, followed by the WHO
regions of South-East Asia (7%), the Eastern Mediterranean and the Americas (each 6%), and the
Western Pacific (4%).

m Governments of endemic countries contributed 31% of total funding (US$ 800 million) in 2016.

m The United States of America (USA) was the largest international source of malaria financing in 2016,

providing US$ 1 billion (38%), followed by the United Kingdom of Great Britain and Northern Ireland
(United Kingdom) and other international donors, including France, Germany and Japan.

More than half (57%) of resources in 2016 were channelled through the Global Fund to Fight AIDS,
Tuberculosis and Malaria (Global Fund).

Investment outlook

Although funding for malaria has remained relatively stable since 2010, the level of investment in 2016
is far from what is required to reach the first milestone of the GTS, which is a reduction of at least 40%
in malaria case incidence and mortality rates globally when compared to 2015 levels.

To reach this milestone, the GTS estimated that annual funding would need to increase to USS 6.5 billion
per year by 2020. The USS$ 2.7 billion invested in malaria in 2016 represents less than half (41%) of that
amount.

Stepping up investments in malaria research and development is key to achieving the GTS targets.
In 2015, USS 572 million was spent in this areq, representing 83% of the estimated annual need for
research and development.

Deliveries of malaria commodities

Insecticide-treated mosquito nets

Between 2014 and 2016, a total of 582 million insecticide-treated mosquito nets (ITNs) were reported
by manufacturers as having been delivered globally.

Of this amount, 505 million ITNs were delivered in sub-Saharan Africa, compared with 301 million
bednets in the preceding 3-year period (2011-2013).

Data from national malaria control programmes (NMCPs) in Africa indicate that, between 2014 and
2016, 75% of ITNs were distributed through mass distribution campaigns.

Rapid diagnostic tests

An estimated 312 million rapid diagnostic tests (RDTs) were delivered globally in 2016. Of these,
269 million were delivered in the WHO African Region.

The number of RDTs distributed by NMCPs increased between 2010 and 2015, but fell from 247 million
in 2015 to 221 million in 2016. The decrease was entirely in sub-Saharan Africa, where distributions
dropped from 219 million to 177 million RDTs over the 2015-2016 period.

Artemisinin-based combination therapy

An estimated 409 million freatment courses of artemisinin-based combination therapy (ACT) were
procured by countries in 2016, an increase from 311 million in 2015. Over 69% of these procurements
were reported to have been made for the public sector.

The number of ACT treatments distributed by NMCPs to the public sector increased from 192 million in
2013 to 198 million in 2016. Most of the NMCP distributions of ACTs (99%) in 2016 occurred in the WHO
African Region.
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PREVENTING MALARIA

Vector control

m Across sub-Saharan Africa, household ownership of at least one ITN increased from 50% in 2010 to 80%
in 2016. However, the proportion of households with sufficient nets (i.e. one net for every two people)
remains inadequate, at 43% in 2016.

m More people at risk of malaria in Africa are sleeping under an ITN. In 2016, 54% of the population was
protected by this intervention, an increase from 30% in 2010.

m Fewer people at risk of malaria are being protected by indoor residual spraying (IRS), a prevention
method that involves spraying the inside walls of dwellings with insecticides. Globally, IRS protection
declined from a peak of 5.8% in 2010 to 2.9% in 2016, with decreases seen across all WHO regions. In the
WHO African Region, coverage dropped from 80 million people at risk in 2010 to 45 million in 2016.

m The declines in IRS coverage are occurring as countries change or rotate insecticides to more expensive
chemicals.

Preventive therapies

m To protect women in areas of moderate and high malaria transmission in Africa, WHO recommends
“‘intermittent preventive treatment in pregnancy” (IPTp) with the antimalarial drug sulfadoxine-
pyrimethamine. Among 23 African countries that reported on IPTp coverage levels in 2016, an estimated
19% of eligible pregnant women received the recommended three or more doses of IPTp, compared
with 18% in 2015 and 13% in 2014.

m In 2016, 15 million children in 12 countries in Africa’s Sahel subregion were protected through seasonal
malaria chemoprevention (SMC) programmes. However, about 13 million children who could have
benefited from this intervention were not covered, mainly due to a lack of funding. Since 2012, SMC has
been recommended by WHO for children aged 3-59 months living in areas of highly seasonal malaria
fransmission in this subregion.

DIAGNOSTIC TESTING AND TREATMENT

Accessing care

m Prompt diagnosis and treatment is the most effective means of preventing a mild case of malaria from
developing into severe disease and death. Among national-level surveys completed in 18 countries in
sub-Saharan Africa between 2014 and 2016 (representing 61% of the population at risk), a median of
47% (interquartile range [IQR]: 38-56%) of children with a fever (febrile) were taken to a trained medical
provider for care. This includes public sector hospitals and clinics, formal private sector facilities and
community health workers.

m More febrile children sought care in the public sector (median: 34%, IQR: 28-44%) than in the private
sector (median: 22%, IQR: 14-34%). However, the surveys from Africa also indicate that a high proportion
of febrile children did not receive medical attention (median: 39%, IQR: 29-44%). Possible reasons
include poor access to health-care providers or lack of awareness among caregivers.

Diagnosing malaria

® Among 17 national-level surveys completed in sub-Saharan Africa between 2014 and 2016, the
proportion of children with a fever who received a finger or a heel stick - suggesting that a malaria
diagnostic test may have been performed - was greater in the public sector (median: 52%, IQR:
34-59%) than in both the formal and informal private sector.

m Testing of suspected cases in the public health system increased in most WHO regions since 2010.
The WHO African Region recorded the biggest rise, with diagnostic testing in the public health sector
increasing from 36% of suspected cases in 2010 to 87% in 2016.
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Treating malaria

® Among 18 household surveys conducted in sub-Saharan Africa between 2014 and 2016, the proportion
of children aged under 5 years with a fever who received any antimalarial drug was 41% (IQR: 21-49%).

m A majority of patients (70%) who sought treatment for malaria in the public health sector received ACTs,
the most effective antimalarial drugs. Children are more likely to be given ACTs if medical care is sought
at public health facilities than in the private sector.

m To bridge the treatment gap among children, WHO recommends the uptake of infegrated community
case management (iCCM). This approach promotes infegrated management of common life-threatening
conditions in children — malaria, pneumonia and diarrhoea — at health facility and community levels. In
2016, 26 malaria-affected countries had iCCM policies in place, of which 24 had started implementing
those policies. An evaluation from Uganda found that districts with iCCM experienced a 21% increase in
care-seeking for fever compared with districts without an iCCM policy in place.

m Outside the WHO African Region, only a handful of countries in each of the other regions reported having
such policies in place, though data on the level of implementation are unavailable for most countries.

MALARIA SURVEILLANCE SYSTEMS

m Effective surveillance of malaria cases and deaths is essential for identifying the areas or population
groups that are most affected by malaria, and for targeting resources for maximum impact. A strong
surveillance system requires high levels of access to care and