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What is this document? 

 

 This document suggests some key facts that can be used in advocacy, communications, 
policy and programmes work in the fight against malaria.  

 

 It was produced by the Malaria Advocacy Working Group (MAWG) of the Roll Back Malaria 
(RBM) partnership, with input from malaria stakeholders in the Working Group  

 

 This first version is being released in January 2014.  Thereafter will be updated in full 
annually, following publication of the World Malaria Report at the end of each year  

 

 It is acknowledged that the malaria field is dynamic and rapidly evolving – as such, this 
document is intended to be “live” and updates will also be made throughout the year if and 
when new data becomes available.   

 

 Any updates will be posted on the RBM website as they become available, with the full 
updated version of the document appearing there at the end of each year.  

 
 
Who is this document for? 

 

 This document is intended for use by any stakeholder working on malaria and/or broader 
global health initiatives.    

 
 
How can I use the document?  
 

 Key facts related to different areas of the malaria response have been articulated. 
 

 For each key fact, the detailed evidence and its source are also provided 
 

 All data is from publically available sources – as such, anyone is free to use any of the 
information within this document  

 

 Key facts and/or their supporting data can be incorporated into advocacy campaigns, policy 
briefs, communications materials etc. 

 

 The facts and data can be used “verbatim”, or adapted to suit your own particular needs—
however if adapted, it is your responsibility to ensure that the message remains accurate 
and is reflective of the original evidence / data sources from which it arises 
 

I have questions about some of the key facts or data used—who can I contact? 
 

 Please contact Laura Newman of the Malaria Advocacy Working Group in the first instance, 
who will respond to your question: lnewman@path.org.  
 

 If you have suggestions for additional key facts and data sources, please also send them to 
lnewman@path.org for inclusion in the next version. 

 

mailto:lnewman@path.org
mailto:lnewman@path.org
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Malaria’s Global Impact  
 

Key Fact Evidence 

Around 44% of world’s 
population is at risk from 
malaria. 
 

An estimated 3.2 billion people were at risk of being infected with 
malaria and developing disease in 2013. Of this, 1.2 billion people are 
at high risk (>1 case per 1000 population) of malaria.1 
 
According to the 2012 Revision of the official United Nations 
population estimates and projections, the world population was 7.2 
billion in mid-2013.2 

Over half of all the 
countries in the world are 
affected by malaria. 
 

In 2013, there were 97 countries and territories with ongoing malaria 
transmission, and 6 countries in the prevention of reintroduction 
phase, making a total of 103 countries and territories (of a total of 
196 internationally recognized countries) affected by malaria.3 

There were 198 million 
cases of malaria 
worldwide in 2013, with 
82% of these cases 
occurring in Africa. 
 

In 2013, worldwide, there were an estimated 198 million cases of 
malaria. Most of these cases (82%) were in the WHO African Region, 
followed by the South-East Asia Region (12%) and the Eastern 
Mediterranean Region (5%). About 8% of estimated cases globally 
are due to P. vivax, although the proportion outside the African 
continent is 47%.4 

584,000 people died in 
2013 from malaria 
worldwide, with 90% of 
these deaths occurring in 
Africa. 

Of the estimated 584,000 malaria deaths that occurred worldwide in 
2013. 528,000 of these deaths, or 90%, were in the African Region, 
with 7% in the South-East Asia Region, and 2% were in Eastern 
Mediterranean Region.5 
 
About 1,600 people die every day from malaria; more than 1,400 of 
those people are in Africa.6 

78% of global malaria 
deaths are amongst 
young children.  

About 453,000 malaria deaths were estimated to occur in children 
under 5 years of age, or 78% of the global total.7 

 

Over 1,200 children die every day from malaria, which is equivalent 
to 50 children dying every hour.8 

83% of malaria deaths in 
Africa occur in young 
children. 

An estimated 437,000 of deaths occurred in children under 5 years of 
age in the WHO Africa Region, accounting for 83% of the total 
malaria deaths in the Africa Region, and 96% of total global under 5 
malaria deaths.9 

16 countries account for 
80% of malaria deaths. 
 

About 80% of malaria deaths in 2013 are estimated to occur in just 
16 countries: Nigeria, Democratic Republic of the Congo, India, 
Angola, United Republic of Tanzania, Uganda, Ghana, Niger, Chad, 

                                                           
1 WHO World Malaria Report 2014, p.x 
http://www.who.int/malaria/publications/world_malaria_report_2013/en/ 
2 World Population Prospects: The 2012 Revision, p.1 - 
http://esa.un.org/wpp/Documentation/pdf/WPP2012_%20KEY%20FINDINGS.pdf 
3 WHO World Malaria Report 2014, p.2 
4 WHO World Malaria Report 2014, p.36 
5 WHO World Malaria Report 2014, pp.36–37 
6 WHO World Malaria Report 2014, pp.36–37 
7 WHO World Malaria Report 2014, pp.36–37 
8 WHO World Malaria Report 2014, pp.36–37 
9 WHO World Malaria Report 2014, pp.36–37 



Mozambique, Burkina Faso, Ethiopia, Côte d’Ivoire, Mali, Guinea, and 
Cameroon.10 

18 countries account for 
80% of malaria cases. 
 

80% of malaria cases occur in 18 countries11: Nigeria, the Democratic 
Republic of the Congo, Uganda, United Republic of Tanzania, 
Mozambique, Ghana, Burkina Faso, Sudan, Niger, Guinea, Malawi, 
Indonesia, Côte d’Ivoire, Ethiopia, Angola, Senegal, Cameroon, and 
Kenya.  

Two African countries 
account for nearly 40% of 
global malaria deaths.   

The Democratic Republic of the Congo and Nigeria account for 39% 
of global malaria deaths and 34% of global malaria cases.12 

Impact on Women and Children 
 

Key Fact Evidence 

Pregnant women and 
children have the 
greatest risk of dying of 
malaria. 
Unequal access to 
healthcare decreases 
women’s access to 
malaria prevention and 
treatment and increases 
their vulnerability. 
Women are often 
required to care for sick 
family members, in 
addition to work and 
household duties. 

Women, particularly pregnant women, and children are at the 
greatest risk of contracting malaria in both high and low malaria 
endemic areas for both biological and social reasons. The unequal 
balance of power between men and women and inequitable access 
to health care and financial resources as a result of gender and other 
social inequalities paves the way for women’s vulnerability to malaria 
and other infectious diseases, as well as affecting their ability to 
respond appropriately and access prevention and treatment efforts 
where available. In addition, socially determined gender norms often 
require women to undertake a ‘double burden’ of providing care to 
sick family members in addition to other household and income 
earning duties.13 
 

Malaria can affect 
everyone, but those most 
at risk are: 

 Children under five 

 Pregnant women 

 People living in 
emergency situations 

 People living with 
HIV/AIDS 

Malaria can affect all segments of the population, but children under 
five years of age, pregnant women, people living in emergency 
situations and people living with HIV/AIDS are particularly vulnerable 
to this devastating disease.14 

Malaria during pregnancy 
can result in maternal 
mortality, adverse birth 
outcomes and poor infant 

Malaria during pregnancy can result in maternal mortality and 
severe anaemia and can lead to adverse birth outcomes such as 
spontaneous abortion, stillbirth, low-birth-weight infants and poor 

                                                           
10 WHO World Malaria Report 2014, p.37 
11 WHO World Malaria Report 2014, p.37 
12 WHO World Malaria Report 2014, p.37 
13 A GUIDE TO GENDER AND MALARIA RESOURCES, p3 
14 A GUIDE TO GENDER AND MALARIA RESOURCES, p7 



survival and 
development. 
 

infant survival and development. Malaria exacerbates poverty in the 
households, the communities and the nations where it holds sway.15 
For the unborn child, maternal malaria increases the risk of 
spontaneous abortion, stillbirth, premature delivery and low birth 
weight—a leading cause of child mortality.16 

Women may be at 
greater risk of malaria 
because of outdoor night-
time household duties 
such as cooking meals 
outside, or chores before 
sunrise. 

Women’s household responsibilities such as cooking the evening 
meal outdoors or waking up before sunrise to prepare the household 
for the day may put them at greater risk of malaria infection than 
men in their societies.17 

Pregnant women are 
missing opportunities for 
treatment at antenatal 
care clinics, as shown by 
the large difference 
between the proportion 
of women attending 
these clinics at least once 
and the proportion 
receiving at least one 
dose of intermittent 
preventive treatment for 
malaria.  

About 57% of pregnant women received at least one dose of 
intermittent preventive treatment for malaria in 30 reporting 
countries in 2013, even though 89% of pregnant women attended an 
antenatal care clinic. A median of 43% of pregnant women received 
two doses of the treatment, and only 17% received three or more 
doses. WHO recommends intermittent preventive treatment at each 
of four antenatal care visits. Intermittent preventive treatment for 
malaria in pregnancy (IPTp) has been adopted in 36 countries in sub-
Saharan Africa, and in Papua New Guinea, in the WHO Western 
Pacific Region.18 
 
As of January 2014, WHO recommends IPTp with sulfadoxine-
pyrimethamine (IPTp-SP) for all pregnant women in areas of 
moderate to high malaria transmission in Africa as part of antenatal 
care services, beginning in the second trimester. In countries where 
malaria transmission has been reduced substantially due to 
successful malaria control efforts, WHO recommends that countries 
continue to provide the treatment until data to guide decision-
making is available.19 

Many of the 28 million 
children born each year 
would benefit from 
intermittent preventive 
treatment. 

In sub-Saharan Africa, an estimated 32 million pregnant women and 
a large portion of the estimated 28 million infants born each year 
would benefit from IPT. In addition, about 25 million children in the 
Sahel subregion of Africa could be protected from malaria through 
seasonal malaria chemoprevention.20 

Tackling malaria is central 
to achieving many of the 
Millennium and 
Sustainable Development 
Goals. 
 

Malaria control is a key target under Millennium Development Goal 
(MDG) 6 to have halted by 2015 and begun to reverse the incidence 
of malaria and other major diseases. Given that malaria accounted 
for 453,000 under 5 child deaths globally in 2013, 96% of which 
occurred in sub-Saharan Africa, it is also central to MDG 4, Target 4.A 
—to reduce by two thirds, between 1990 and 2015, the under-five 
mortality rate. Malaria control is additionally expected to contribute 

                                                           
15 A GUIDE TO GENDER AND MALARIA RESOURCES, p7 
16 WHO, Global Malaria Programme website. http://www.who.int/malaria/ 
17 Tolhurst, R and Nyonator, FK. (2005)”Looking within the household: gender roles and responses to malaria in 
Ghana”. Trans R Soc Trop Med Hyg. Oct 5, 2005 quoted in A GUIDE TO GENDER AND MALARIA RESOURCES, 
p18 
18 WHO World Malaria Report 2014, p.18 
19 http://www.who.int/malaria/publications/atoz/iptp-sp-updated-policy-brief-24jan2014.pdf?ua=1 
20 WHO World Malaria Report 2012, p.xi 



Malaria accounted for 7% 
of post-neonatal child 
deaths globally in 2010 
and 15% in Africa. 

to achievement of MDG 1 (eradicate extreme poverty and hunger), 
MDG 2 (achieve universal primary education), MDG 3 (promote 
gender equality and empower women), MDG 5 (improve maternal 
health), and MDG 8 (develop a global partnership for 
development).21,22 

Pregnant women are four 
times more likely to 
suffer from malaria than 
other adults. 
 
Pregnancy reduces a 
woman’s immunity to 
malaria. 
Malaria is a leading cause 
of anaemia in pregnant 
women. 

In most endemic areas of the world, pregnant women are the main 
adult risk group for malaria. They are four times more likely to suffer 
attacks of symptomatic malaria than other adults. Pregnancy 
reduces a woman’s immunity to malaria, making her more 
susceptible to malaria infection and increasing the risk of illness, 
severe anaemia and death. Plasmodium falciparum is generally 
accepted as a leading cause of anaemia in pregnant women. It is 
estimated that anaemia causes as many as 10,000 maternal deaths 
each year.23 
 

In sub-Saharan Africa, 
many adolescent girls 
have malaria parasites 
present in their blood and 
are anaemic. This can 
cause problems if they 
become pregnant. 

Pregnancy in adolescence increases vulnerability to malaria for both 
biological and social reasons. In many sub-Saharan African settings, 
adolescents are often parasitaemic (already have malaria parasites 
present in their blood) and anaemic at the time that they first 
become pregnant. Data from Malawi has shown that non-pregnant 
and pregnant adolescent girls had significantly higher parasite rates 
than women above 19 years.24 

Adolescent girls and 
unmarried women who 
are pregnant may be less 
likely to seek prevention 
and treatment for malaria 
because of associated 
stigma. 

Adolescent girls and unmarried women may also face stigma or 
negative attitudes and have more limited access to support and 
resources. All of these factors impede timely treatment seeking for 
malaria as well as information and access to prevention tools. 
Participants in a study in Uganda, perceived pregnant adolescents as 
a group least likely to use antenatal care.25 
 

HIV/AIDS impairs 
treatment and 
exacerbates the effect of 
malaria during 
pregnancy. 
 
Children with HIV/AIDS 
are more likely to 
experience severe 
malaria. 

HIV/AIDS impairs treatment of malaria among pregnant women and 
dual infections increase the risk of illness, anaemia, and low birth 
weight during infancy. Children who have HIV/AIDS are more likely to 
experience severe malaria.26 
 

                                                           
21 WHO World Malaria Report 2014, p.36 
22 WHO World Malaria Report 2012, p.13 
23 RBM, ‘Malaria in Africa’ RBM infosheet N°6, 
http://www.rbm.who.int/cmc_upload/0/000/015/370/RBMInfosheet_3.htm 
24 Ayisi et al. (2003) “The effect of dual infection with HIV and malaria in pregnancy outcome in western 
Kenya”. AIDS. March 7,17(4) pp585-94, 2003 as cited in WHO Information Sheet «Gender, 
Health and Malaria,» April 2006 working draft 
25 Mbonye, A et al. (2005) “Preventing malaria in pregnancy: a study of perceptions and policy implications in 
Mukono district, Uganda.” Health policy and planning. Advanced Access published Nov 29th, 2005. 
26 RBM Partnership Backgrounder: The link between malaria and HIV/AIDS 



Pregnant women who are 
co-infected with malaria 
and HIV have a higher risk 
of premature birth. 
 
HIV weakens malarial 
immunity in pregnant 
women and reduces the 
effectiveness of malaria 
treatments. 

Compared to women with either malaria or HIV infection, pregnant 
women who are co-infected have a higher risk of premature birth and 
intrauterine growth retardation and are therefore more likely to have 
low birth weight infants. HIV infection impairs malarial immunity in 
pregnant women and also weakens effectiveness of both intermittent 
preventive treatment (IPT) and treatment of malaria during 
pregnancy. Maternal malaria is also associated with a twofold higher 
HIV viral concentration. Some research assessing the impact of 
malaria during pregnancy on the risk of mother-to-child transmission 
of HIV has reported an increased risk when there is a higher degree 
of HIV related suppression of the immune system and severity of the 
malaria infection.27 

The highest overlap 
between malaria and HIV 
infections occurs in 
adolescent girls, yet 
control efforts are often 
focused elsewhere. 

Studies show that the highest overlap between malaria and HIV 
infections occurs among adolescent girls, yet control activities are 
directed towards other target groups. In many cases, malaria control 
efforts that do focus on pregnant women fail to target pregnant 
adolescents and their partners. This can be attributed to a generally 
low priority given to adolescents and the lack of an overall strategy 
for adolescent health in most African countries.28 

The burden of malaria 
illness falls 
disproportionally on 
economically 
disadvantaged women 
and on women with low 
social status. 

A community-based study in Cameroon, where malaria is endemic, 
found that “the burden of illness rests disproportionately on 
economically disadvantaged women and on women with low social 
status. Excess morbidity was found among women who were not 
employed, women living in poor neighbourhoods, and those living in 
households without modern amenities.”29 
 

 

 

Progress in fighting malaria 
 

Key Fact Evidence 

Global death rates from 
malaria have fallen by 
47% since 2000. 
 
Global child death rates 
from malaria have been 
more than halved (53%) 
since 2000. 

Malaria mortality rates, which take into account population growth, 
are estimated to have decreased by 47% globally across all age 
groups between 2000 and 2013, and by 53% in children under five 
years of age.30  
 

In Africa, since 2000, 
death rates from malaria 
have fallen across all age 

In the African Region, malaria death rates decreased by 54% across 
all age groups and by 58% in children under five years of age.31 
 

                                                           
27 A GUIDE TO GENDER AND MALARIA RESOURCES, p20 
28 Brabin, L; Brabin, B.J (2005) ”HIV, malaria and beyond: reducing the disease burden of female adolescents” 
in BioMed Central / Malaria Journal, BioMed Central 
29 Heggenhougen, Kristian H., Veronica Hackethal and Pramila Vivek, (2003) «The behavioural and social 
aspects of malaria and its control: An introduction and annotated bibliography,» UNDP/World Bank/WHO 
Special Programme for Research and Training in Tropical Diseases (TDR). TDR/STR/SEB/VOL/03.1., p 118 
30 WHO World Malaria Report 2014, p.38 
31 WHO World Malaria Report 2014, p.38 



groups, including 
children. 

If the current rate of 
progress is maintained 
until 2015, death rates 
are estimated to fall by 
55% globally (including 
61% in children under 
five) and 62% in Africa 
(including 67% in children 
under five).  

If the annual rate of decrease that has occurred over the past 13 
years is maintained, then by 2015 global malaria mortality rates 
across all age groups will have decreased by 55% globally, and by 
62% in the WHO African Region. In children aged under 5 years they 
are projected to decrease by 61% globally and by 67% in the WHO 
African Region by 2015. 
 

If the rate of progress 
since 2000 is maintained, 
56 of the 106 malarious 
countries will, by 2015, 
have reduced malaria 
deaths by more than 
75%. 

Of the 106 countries that had ongoing transmission in 2000, 56 are 
projected to achieve reductions in malaria mortality rates of over 
75% in 2015, or to maintain zero malaria deaths.32 
 

Since 2000, the incidence 
of malaria cases has 
fallen by 30% globally and 
34% in the WHO African 
Region. 

The estimated number of malaria cases per 1,000 persons at risk of 
malaria (which takes into account population growth over time) 
shows a reduction in case incidence of 30% globally between 2000 
and 2013, and 34% in the African Region.33 
 

The estimated number of 
malaria cases fell from 
227 million in 2000 to 198 
million in 2013, despite 
substantial population 
growth.  

Despite high population growth in areas at risk for malaria (25% 
globally and 43% in the African Region), the total number of malaria 
cases fell by 29 million between 2000 and 2013, due to high 
reductions in malaria case incidence.34  
 

If the rate of progress 
since 2000 is maintained 
until 2015, case incidence 
rates are projected to fall 
by 35% globally and 40% 
in Africa. 

If the annual rate of decrease that  has occurred over the past 13 
years is maintained, then malaria case incidence is projected to 
decrease by 35% globally and 40% in the African Region by 2015.35  
 

Out of 106 countries that 
had ongoing malaria 
transmission in 2000, 64 
are on reversing the 
incidence of malaria and 
55 are on track to reduce 
incidence rates by 75% or 
more by 2015. 

Based on reported data, 64 out of 106 countries that had ongoing 
malaria transmission in 2000 are meeting reversing the incidence of 
malaria. Of these, 55 are on track to meet RBM and World Health 
Assembly targets of reducing malaria case incidence rates by 75% by 
2015.36 
 

Two countries reported 
zero indigenous cases for 
the first time in 2013, and 

Azerbaijan and Sri Lanka reported zero indigenous cases for the first 
time in 2013. Eleven countries (Argentina, Armenia, Egypt, Georgia, 
Iraq, Kyrgyzstan, Morocco, Oman, Paraguay, Turkmenistan, and 

                                                           
32 WHO World Malaria Report 2014, p.39 
33 WHO World Malaria Report 2014, p.38 
34 WHO World Malaria Report 2014, p.38 
35 WHO World Malaria Report 2014, p.38 
36 WHO World Malaria Report 2014, pp.xi–xii 



eleven countries 
succeeded in maintaining 
zero cases.  

Uzbekistan) succeeded in maintaining zero cases in 2013. Another 
four countries reported fewer than 10 local cases annually (Algeria, 
Cabo Verde, Costa Rica, and El Salvador).37  

Since 2000, 3.3 million 
lives have been saved 
from malaria—including 
the lives of over 3 million 
children—and 500 million 
malaria cases have been 
averted. 

Globally, there were 625 million fewer cases and 4.3 million fewer 
malaria deaths between 2001 and 2013 than there would have been 
had incidence and mortality rates remained unchanged since 2000. 
Of the estimated 4.3 million deaths averted between 2001 and 2012, 
3.9 million (92%) were in children under 5 years of age in sub-
Saharan Africa. Most of the malaria cases averted (67%) have also 
been in the African Region.38 

Children’s lives saved 
from malaria account for 
one-fifth (20%) of all 
progress in cutting child 
mortality rates in sub-
Saharan Africa since 
2000. 

Averted malaria deaths among children under five years age since 
2000 in sub-Saharan Africa account for 20% of the 20 million fewer 
deaths that would have occurred between 2001 and 2013 had 2000 
under-five mortality rates applied for each year between 2001 and 
2013.39 
 

Mosquito nets save 
lives—cutting child 
deaths from malaria by 
20%. 
 

Studies covering a broad spectrum of transmission intensities in 
Africa have shown that insecticide-treated nets reduce overall child 
mortality by about 20% (range 14% to 29%) and that for every 1000 
children aged 1-59 months protected by insecticide-treated nets, 
about six lives are saved each year.40 

 
 

Overall progress in reducing child mortality (not malaria-specific) 
 

Key Fact Evidence 

Globally, under-five child 
mortality has been 
reduced by half since 
1990. 

The global rate of under-five mortality has been roughly halved 
(49%), from 90 deaths per 1,000 live births in 1990 to 46 per 1,000 in 
2013. The estimated annual number of under-five deaths has fallen 
from 12.6 million to 6.3 million over the same period.41 
 
17,000 fewer children died each day globally in 2013 than in 1990.42 

Under-five mortality is 
falling faster than at any 
time during the past two 
decades. 

Globally, the annual rate of reduction has more than tripled since the 
early 1990s. Between 1990 and 1995, the global annual rate of 
reduction stood at 1.2%. Since then, the rate of reduction has more 
than tripled, rising to 4.0% between 2005 and 2013. Eastern and 
Southern Africa currently has the highest annual rate of reduction in 
the world with the exception of East Asia and the Pacific. Thanks to 
this accelerated progress, almost 100 million children under age 5 
have been saved over the past two decades – including 24 million 
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38 WHO World Malaria Report 2014, p.40 
39 WHO World Malaria Report 2014, p.40 
40 “WHO 2002”: Global defence against the infectious disease threat. Geneva: WHO; Roll Back Malaria. 
http://www.who.int/infectious-disease-news/cds2002/chapter7.pdf 
41 UNICEF Committing to Child Survival: A Promise Renewed - Progress Report 2014, p.12,13 
42 UNICEF Committing to Child Survival: A Promise Renewed - Progress Report 2014, p.13 



new-borns. These are babies who would have died had mortality 
remained at 1990 rates.43 

A child’s risk of dying 
before their fifth birthday 
still varies widely 
depending on where they 
were born.  

In 2013, around 6.3 million children died before their fifth birthday, at 
a rate of around 17,000 per day. And the risk of dying before age five 
varies enormously depending on where a child is born. In 
Luxembourg, the under-five mortality rate is just 2 deaths per 1,000 
live births; in Angola it is 167 per 1,000.44 
 
Since 1990, 223 million children have died before their fifth 
birthday.45 

By 2050 over a third of 
the world’s children 
under five years of age 
will live in sub-Saharan 
Africa. They must be 
protected. 

Sub-Saharan Africa faces a unique and urgent challenge in 
accelerating progress. By mid-century it will be the region with the 
single biggest population of children under five, accounting for 37% 
of the global total and close to 40% of all live births.46 
 

Some of the poorest 
countries are making the 
biggest gains in reducing 
child deaths, including 
malaria-affected 
countries like Ethiopia, 
Liberia, Malawi, and 
Tanzania. 
 

Some of the world’s poorest countries in terms of national income 
have made the strongest gains in child survival. Seven high-mortality 
countries (Bangladesh, Ethiopia, Liberia, Malawi, Nepal, Timor-Leste, 
and United Republic of Tanzania) have already reduced their under-
five mortality rates by two-thirds or more since 1990; six of these are 
low-income countries, proving that low national income is not a 
barrier to making faster and deeper gains in child survival. A further 
18 high-mortality countries have also managed to reduce their 
under-five mortality rates by half or more over the same period.47 

Malaria and the Millennium Development Goals (MDGs) and 

Sustainable Development Goals (SDGs) 
 

Key Fact Evidence 

Malaria control is one of 
the best investments in 
public health48 and 
development available 
today. Malaria control 
made a substantial 
contribution to the 
achievement of many of 
the MDGs, and will be 
instrumental in realizing 
the SDGs from 2015 on.  

Malaria and poverty are intrinsically linked and feed each other. 
Fighting malaria is a powerful way to reduce extreme poverty (MDG 
1).  To achieve universal primary education (MDG 2), children need to 
stay healthy to be able to attend school. Malaria is the number one 
cause of child morbidity and mortality in Africa and reducing malaria 
prevalence is a potent driver of school attendance.  
 
Controlling malaria is done mainly at community level. Most 
community health workers are women educating communities on the 
diagnosis and treatment of fever and on best ways to prevent 
malaria, which takes a heavy toll on pregnant women and children. 
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45 UNICEF Committing to Child Survival: A Promise Renewed - Progress Report 2014, p.5 
46 UNICEF Committing to Child Survival: A Promise Renewed - Progress Report 2013, p.4 
47 UNICEF Committing to Child Survival: A Promise Renewed - Progress Report 2013, p.5 
48 United Nations Secretary-General Ban Ki-moon, A Decade of Partnerships and Results, Geneva, Roll Back 
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 Organising malaria control at community level is therefore one way 
to promote gender equality and empower women (MDG 3). 
 
Malaria contributed widely to the three “health MDGs.” The 
reduction of child mortality rates (MDG4), improvement of maternal 
health (MDG 5), and the fight against HIV/AIDS, malaria, and other 
diseases (MDG 6) all benefitted tremendously from efforts to reduce 
the prevalence of malaria in Africa. The remarkable success 
witnessed in the fight against malaria in the last decade 
demonstrates what a global partnership in development (MDG 8) can 
achieve. 
 
Continued focus and commitment is needed to sustain these gains 
and further improve child survival, maternal health and economic 
development. Otherwise, malaria cases and deaths will quickly 
resurge.49 

MDG 4 Reduce child 
mortality: Decreases in 
malaria deaths have 
markedly contributed to 
MDG4 target of reducing 
by two thirds, between 
1990 and 2015, the 
under-five mortality rate  

Malaria deaths dropped by 58% in African children under five years 
old from 2000-2013,50 and mortality in under-fives was cut by 37% in 
Africa 2000-2012.51 Globally, 4.28 million deaths have been averted 
due to malaria control efforts between 2001 and 2013, of which 3.92 
million (92%) are in children under 5 years of age in sub-Saharan 
Africa.52 They account for 20% of the 20 million child deaths that are 
estimated to have been averted in sub-Saharan Africa between 2001 
and 2013 through the overall reduction in child mortality rates.53 

MDG 5 Improve Maternal 
Health:  Every year in 
Africa 10,000 women and 
between 75,000 and 
200,000 children under 
the age of one are 
estimated to die as a 
result of malaria infection 
during pregnancy.   

Approximately 11% (or 100,000) of neonatal deaths are due to low 
birth weight resulting from malaria occurring during pregnancy.54 
Easy-to-implement interventions such as intermittent preventive 
treatment during pregnancy (IPTp) or insecticide-treated mosquito 
nets (ITNs) have helped to alleviate, and can contribute to further 
alleviating these entirely preventable outcomes, thereby improving 
maternal, newborn and infant health significantly. Research has 
shown that IPTp reduced severe maternal anaemia by 38%, low birth 
weight by 43%, and perinatal mortality by 27%; and that ITNs 
reduced miscarriages/stillbirths by 33%.43 94 000 deaths among 
newborns were averted between 2009 and 2012 thanks to the scale-
up of malaria prevention during pregnancy.43 

MDG 6 Combat HIV/AIDS, 
malaria and other 
diseases:  Significant 
progress has been 
recorded in the fight 
against malaria thanks to 

Through increased ITN distribution and use, expansion of indoor 
residual spraying, rapid diagnostic tests (RDTs) becoming available at 
community level, and dissemination of efficacious artemisinin-based 
combination therapies (ACTs), malaria cases and deaths have 
markedly decreased while the population at risk has continued to 
grow. Improved diagnostic capacity led to better care not only for 
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the scale up of life-saving 
interventions, especially 
in Africa where more 
than 80% of cases and 
deaths are found. 
 

malaria, but also for other febrile diseases. Worldwide, the number 
of malaria-related deaths declined from about 900 000 in 2000 to 
just below 600 000 in 2012, a striking reduction of one-third.55 In 
Africa alone, nearly 4 million child deaths and 444 million cases are 
estimated to have been averted due to malaria control interventions 
between 2001 and 2013.56 

 
 

Elimination Progress 
 

Key Fact Evidence 

Four countries have been 
certified as malaria-free 
since 2007: United Arab 
Emirates (2007), Morocco 
(2010), Turkmenistan 
(2010), and Armenia 
(2011). 

Additionally, Argentina and Kyrgyzstan have asked WHO to start the 
process for certifying their achievement of malaria elimination. 57  
 

Europe is close to 
eliminating malaria by 
2015. However, the 
recent resurgence in 
Greece and Turkey 
highlights the threat of 
reintroduction and the 
need for rapid action 
where resurgence 
occurs.58 

Administrative and financial constraints in Turkey59 and budget cuts 
to health services in Greece60 are among the reasons for malaria 
resurgence in those countries.  
 

26 countries are currently 
on the path to eliminate 
malaria. 

Of 97 countries with ongoing transmission in 2013,61 10 are classified 
as being in the pre-elimination phase of malaria control, and 9 as 
being in the elimination phase. A further 7 countries are classified as 
being in the prevention of introduction phase. In 2013, two countries 
reported zero indigenous cases for the first time (Azerbaijan and Sri 
Lanka), and 11 succeeded in maintaining zero cases.62 
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Malaria Control Tools 

 

Insecticide-treated nets 
 

Key Fact Evidence 

A total of 90 countries, 
including 41 in the WHO 
African Region, distribute 
ITNs free of charge.63 

Most of the 97 countries with ongoing malaria transmission 
distribute ITNs free of charge, and 83 distribute ITNs or LLINs to all 
age groups. In 67 countries, ITNs are distributed to all age groups 
through mass campaigns. In the WHO African Region—which has the 
highest proportion of the population at high risk of malaria, and in 
which the characteristics of the malaria vectors in most areas make 
them amenable to intervention with ITNs—mass campaigns are 
supplemented by distribution of ITNs to pregnant women at 
antenatal care (ANC) clinics in 34 countries, and to infants through 
expanded programme on immunization (EPI) clinics in 26 countries.64 

About 44% of people in 
countries with 
populations at risk of 
malaria sleep under an 
ITN. 

An estimated 44% of the population at risk of malaria were sleeping 
under an ITN in 2013 compared to 2% in 2004.65 
 

But, 90% of people who 
have access to an ITN use 
it.66 

ITNs are used by a high proportion of those who have access to them 
(90%), therefore the population sleeping under an ITN closely tracks 
the proportion with access to an ITN.  

The number of ITNs 
delivered to African 
countries each year 
increased from 6 million 
in 2004 to 145 million in 
2010. This number 
dropped to 70 million in 
2012 but rose to over 142 
million in 2013 and is 
expected to reach 214 
million in 2014—the most 
ever delivered in one 
year.67 

In recent years, all distributed nets, and therefore most of the 
available nets, have been LLINs. Adding the nets delivered in 2013 
and 2014 to the 70 million delivered in 2012, a cumulative total of 
427 million nets have been delivered to countries in sub-Saharan 
Africa between 2012 and 2014.  
 

ITN ownership in sub-
Saharan Africa has risen 
from 5% in 2004 to 67% in 
2013. 

The proportion of households in sub-Saharan Africa owning at least 
one ITN has increased markedly over the past decade, from 5% in 
2004 to 67% (range 61%–74%) in 2013.68 
 

Nearly 300 million ITNs 
would be needed per 
year to effectively protect 

With current distribution patterns and loss rates for nets, nearly 300 
million ITNs would be needed per year for 90% of the population at 
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the population at risk in 
Africa.  

risk to have access to an ITN in their household in sub-Saharan 
Africa.69 

 

Indoor Residual Spraying 
 

Key Fact Evidence 

Indoor residual spraying 
helped protect 123 
million people worldwide 
in 2013. 
 

National programmes reported that 123 million people, representing 
3.5% of the global population at risk, were protected by IRS in 2013, 
decreasing from more than 5% in 2010. The recent decrease is 
accounted for by changes in a few countries, in particular in Ethiopia, 
which accounted for 42% of the population protected by IRS in the 
region in 2013. The proportion of the population at risk did not 
change substantially in other regions.70 

 

Chemoprevention 
 

Key Fact Evidence 

Impressive increases in 
the proportion of 
pregnant women 
receiving intermittent 
preventive treatment 
during pregnancy (IPTp) 
have been limited by 
missed opportunities to 
deliver IPTp during 
antenatal care (ANC) 
clinic visits. 

A median of 89% of women attended ANC at least once, while 57% 
received at least one dose of IPTp among 30 reporting countries—a 
decrease of seven percentage points from 2012. A median of 43% of 
pregnant women received two doses of IPTp among 31 reporting 
countries, and 17% of all pregnant women received three or more 
doses of IPTp among nine reporting countries.71 
 

In sub-Saharan Africa, 35 
million pregnant women 
and 26 million infants 
could benefit from IPTp 
each year.  

Every year in sub-Saharan Africa 35 million pregnant women and 26 
million infants could benefit from IPTp, while 25 million children in 
the Sahel subregion could be protected with Seasonal Malaria 
Chemoprevention during the rainy season.72 

About 35% of women 
who attend antenatal 
clinics do not receive a 
single dose of IPTp.73 
 

The proportion of pregnant women who receive IPTp is well below 
the proportion who attend ANC. Several barriers to the delivery of ITP 
have been identified, including unclear policy and guidance regarding 
IPTp, stockouts of medication, and health worker confusion regarding 
the timing of IPTp dosing.74 Many of these barriers are amenable to 
improvement with focused interventions, especially implementation 
of the revised WHO policy recommendation.75  
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Diagnostic Testing 
 

Key Fact Evidence 

Both of the most 
common diagnostic 
methods for malaria, 
microscopy and RDTs, are 
more widely used and 
distributed each year.  

In 2013, 197 million patients were tested worldwide by microscopic 
examination (mostly in India, which accounted for over 120 million 
blood-slide examinations),76 up from 188 million in 2012.77 
 
Sales of RDTs reported by manufacturers reached 319 million in 2013 
(up from 46 million in 2008). RDT sales reported by manufacturers 
represent global totals for both the public and private sector.78 

In 2013, for the first time, 
the total number of 
diagnostic tests provided 
exceeded the number of 
ACTs distributed in the 
public sector in the WHO 
Africa Region.  

Given that test positivity rates in most areas of Africa are below 50%, 
the ratio of diagnostic tests to ACTs should be at least two if all 
suspected cases of malaria receive a diagnostic test. Thus, while 
substantial progress has been made, there remains further scope to 
increase diagnostic testing through RDTs and microscopy.79 

 

86 countries worldwide 
provide free diagnostic 
testing for malaria.80 

A total of 86 countries are now providing malaria diagnosis free of 
charge in public sector health facilities, including 37 countries in the 
WHO African Region.  

 

Treatment 
 

Key Fact Evidence 

The number of ACT 
treatment courses 
procured from 
manufacturers by both 
public and private sectors 
has increased greatly.  

The total number of ACT treatment courses procured from 
manufacturers by both public and private sectors has risen from 11 
million in 2005 to 392 million in 2013.81 

The proportion of 
children in sub-Saharan 
Africa with P. falciparum 
malaria receiving an ACT 
has increased markedly 
since 2005, but remained 
below 20% in 2013. 

In sub-Saharan Africa, the estimated proportion of children aged 
under 5 years with confirmed P. falciparum that received an ACT 
increased steadily from less than 5% in 2005, though it remains low, 
reaching a range of 9–26% in 2013.82 
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Malaria Surveillance 
 

Key Fact Evidence 

Malaria surveillance 
systems are getting 
better, but still only 14% 
of global estimated cases 
are recorded. 
 

Malaria surveillance systems only detect around 14% of global 
estimated cases and in 41 countries. Therefore it is still impossible to 
reliably assess malaria trends due to lack of reporting. 
In 2012, WHO estimated that there were 207 million malaria cases 
worldwide, and received reports of 30 million confirmed cases from 
endemic countries, representing a case detection rate of 14% globally 
(an increase from 3% in 2000 and 11% in 2010). 
In the remaining 41 countries, in which most malaria cases (85%) are 
present, it is not possible to assess malaria trends from reported data 
on case incidence submitted to WHO, because of incompleteness or 
inconsistency of reporting over time.83 

 

Resistance 
 

Key Fact Evidence 

Mosquito resistance to at 
least one insecticide used 
for malaria control has 
been identified in at least 
49 malaria-endemic 
countries worldwide. 

Of the 63 countries reporting any insecticide resistance monitoring 
data for 2010–2013, 49 reported resistance to at least one insecticide 
in one malaria vector from one collection site.84 
 

Resistance to artemisinin 
malaria drugs has been 
detected in five countries, 
all in South East Asia. 
Despite the observed 
decrease in parasite 
sensitivity to artemisinin, 
ACTs continue to cure 
patients in these 
countries. 

Parasite resistance to artemisinin has now been detected in five 
countries of the Greater Mekong subregion: Cambodia, the Lao 
People’s Democratic Republic, Myanmar, Thailand and Viet Nam. 
Despite the observed changes in parasite sensitivity to artemisinin, 
ACTs continue to cure patients, provided that the partner drug is still 
efficacious.85 
 

Success against malaria is 
fragile: a recent literature 
review identified 75 
recorded resurgence 
events in 61 countries 
occurring between 1930 
through the 2000s. 

Almost all resurgence events were attributed at least in part to the 
weakening of malaria control programmes for a variety of reasons of 
which resource constraints were the most common.86 Given that 
most malaria resurgences have been linked to weakening of control 
programmes, there is an urgent need to develop practical solutions 
to the financial and operational threats to the effective maintenance 
of malaria control programmes. 
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Financing the Malaria Campaign 
 

Key Fact Evidence 

An estimated $5.1 billion 
is needed every year 
between 2011 and 2020 
to achieve universal 
access to malaria 
interventions. 

Global resource requirements for malaria control were estimated in 
the 2008 RBM Global Malaria Action Plan (GMAP) to exceed US$ 5.1 
billion per year between 2014 and 2020.87 
 

Annual funding for 
malaria control and 
elimination totalled US$ 
2.7 billion in 2013, almost 
three times the amount 
spent in 2005.   

Combining both domestic and international funds, the resources 
available for malaria control globally were estimated to be US$ 2.7 
billion in 2013, leaving a gap of US$ 2.4 billion.88 
 

To consolidate gains that 
have resulted from 
increased financing over 
the last decade, we can’t 
allow existing momentum 
to falter, the 4 billion 
yearly US$ funding gap 
must be filled, and global 
and regional funding 
inequities must be 
addressed.89   

In addition to the global inadequacy of malaria financing, there are 
marked discrepancies with regard to malaria funding per-capita-at-
risk.90 Globally, malaria funding per- capita- at- risk tends to decrease 
as the total population at risk increases in each malaria endemic 
country. This trend may be driven by differing patterns of donor 
assistance, and differences between countries in their degree of self-
reliance. It is interesting to add that there is no evidence to suggest a 
significant displacement of government funding by international 
support.91 
 

 

International Financing 
 

Key Fact Evidence 

Between 2005 and 2013, 
international investments 
in malaria control and 
elimination grew at a 7% 
higher annual rate, on 
average, in the WHO 
African Region than in all 
other regions.  

International investments grew at an average rate of 22% per year 
between 2005 and 2013 in the WHO African Region, compared to 
15% across all other regions. Funding for malaria control has not 
grown in the other WHO regions since 2010.92 
 
International investments accounted for 91% of the total investments 
in the WHO African region, compared to 41% in other WHO regions.93 
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Domestic Financing 
 

Key Fact Evidence 

Domestic financing grew 
at an annual average rate 
of 4% in the WHO African 
region between 2005 and 
2013, and 2% per year in 
all other regions.94 

Domestic financing for malaria reached a total of US$ 527 million in 
2013. However, this figure excludes expenditures for health-worker 
salaries and other shared costs of diagnosing and treating patients; 
therefore, it does not reflect the full contribution of endemic country 
governments to malaria control.  

There is a major push for 
domestic financing for 
health in countries 
experiencing high burden 
of diseases including 
AIDS, TB, and malaria  

In September 2014 and led by Kenya, leaders from several African 
countries, the African Union, United Nations Foundation and the 
Global Fund to Fight AIDS, Tuberculosis and Malaria hosted an event 
signalling a unity of purpose in a bid to sustain momentum against 
the world’s most challenging diseases. In the coming years, countries 
are expected to take a leading role in urging the world to spend more 
in fighting diseases and also in investing more of their own money 
toward saving lives of their people. President Kenyatta (Kenya) urged 
African countries to explore ways to galvanize local resources for 
health to build health systems and sustainable interventions against 
diseases. A strong case was made for spending more local resources 
on health as a way of saving lives and strengthening economies95. 

 

 

Economic Impact 

 

A Disease of Poverty 
 

Key Fact Evidence 

Malaria is linked to 
poverty. The areas of 
Africa that are malaria 
free are also the richest. 
India has the greatest 
number of poor people in 
the world and also has a 
high malaria burden. 

The only parts of Africa free of malaria are the northern and southern 
extremes, which have the richest countries on the continent. India, 
the country with the greatest number of poor people in the world, 
has a serious malaria problem. Haiti has the worst malaria in the 
Western Hemisphere, and it is the poorest country in the 
hemisphere.96 
“It has long been recognised that a malarious community is an 
impoverished community.”97 T.H. Weller, Nobel laureate in 
medicine.  

Even after the effect of 
geography, history, and 
policy are taken into 
account, countries with 

Geography, history, and policy all have clear correlations with income 
levels, but taking them into account does not alter the pattern of 
lower incomes in malarial countries. The association of malaria with 
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malaria still have lower 
incomes than those that 
are malaria-free. 

poverty seems to be more than just a mask for other plausible causes 
of low income.98 
 

Mortality rates from 
malaria are higher in 
lower-income countries. 
Poorer children in rural 
areas are the most 
affected. 

Estimated malaria mortality rates are highest in countries with a 
lower GNI per capita. Countries with higher proportions of their 
population living in poverty (less than US$ 1.25 per person per day) 
have higher mortality rates from malaria. Within countries, parasite 
prevalence rates in children are highest among poorer populations 
and in rural areas.99 

Domestic funding is 
lowest in the countries 
with the highest malaria 
mortality. 

The low rates of domestic spending in countries with higher disease 
burdens is principally because these countries have lower national 
incomes per capita.100 
 

ITN use is higher among 
wealthier and urban 
populations, and lower 
among poorer and rural 
populations who are 
more at risk of malaria. 

The proportion of the population sleeping under an ITN has been 
higher among urban than rural and in wealthier than poorer 
populations; ITN use among older children has been lower than 
among younger children and adults. There is little sex difference in 
ITN use although a higher proportion of females ≥5 years of age sleep 
under an ITN than do males of the same age.101 

Wealthier and more 
urban populations are 
more likely to have access 
to diagnostic testing. 

A higher proportion of febrile children who are residents of urban 
areas and those from wealthier households receive diagnostic testing 
for malaria than children from rural areas and poorer households; 
these differences are more pronounced at moderate overall rates of 
testing than when testing rates are lowest.102 

 

Burden on Economies 
 

Key Fact Evidence 

Countries with malaria 
have experienced 1.3% 
lower economic growth 
per year. 

Annual economic growth in countries with high malaria transmission 
has historically been lower than in countries without malaria. 
Economists believe that malaria is responsible for a ‘growth penalty' 
of up to 1.3% per year in some African countries. When compounded 
over the years, this penalty leads to substantial differences in GDP 
between countries with and without malaria and severely restrains 
the economic growth of the entire region.103 
 
Countries with severe malaria in 1965 had much slower economic 
growth, amounting to 1.3% lower growth per year, even after other 
factors such as income level, overall health and tropical location are 
taken into account.104 

Malaria accounts for up 
to 40% of total spending 
on public health in Africa 

Malaria accounts for 40% of total government spending on public 
health in Africa, consumes 25% of household incomes in Africa, and 
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and costs African 
economies more than 
US$ 12 billion per year. 

costs Africa US$ 12 billion in direct costs every year and much more 
in lost productivity.105 
 

Malaria is responsible for 
up to 50% of hospital 
visits and admissions and 
can account for up to 40% 
of public health 
expenditure, including 
maintenance of health 
facilities and health care 
infrastructure, vector 
control, education and 
research. 

Public expenditures include spending by government on maintaining 
health facilities and health care infrastructure, and publicly managed 
vector control, education, and research. In some countries with a 
heavy malaria burden, the disease may account for as much as 40% 
of public health expenditure, 30-50% of inpatient admissions, and up 
to 50% of outpatient visits.106 
 

Regions that have 
reduced malaria have 
been able to grow 
substantially afterwards. 

Areas with severe malaria are almost all poor and continue to have 
low economic growth. The geographically favoured regions that have 
been able to reduce malaria have grown substantially faster 
afterward.107 

Historically, countries 
that have eradicated 
malaria have experienced 
greater economic growth 
immediately afterwards. 

In almost every country we examined, economic growth was higher 
immediately after the eradication of malaria, but there were surely 
many other factors that influenced the economy at the same time. In 
several countries (Greece, Spain, and Jamaica), the rapid 
development of the tourism industry was only possible because of 
malaria eradication.108 

Malaria reduces foreign 
direct investment and 
tourism 

There are several other channels through which malaria could have 
large impacts on the economy. The first is the impact of malaria on 
foreign direct investment and tourism. Malaria, unlike diseases 
resulting from poverty, does not discriminate between rich and poor 
victims. As long as malaria protection is imperfect and cumbersome, 
well-to-do foreign investors and tourists may stay away from 
malarial countries. 109 
 
A second channel through which malaria may affect the economy is 
limitation of internal movement. The better educated and the 
ambitious who move to the largely malaria-free cities lose their 
natural protection because of lack of exposure. They may be 
reluctant to maintain contact with the countryside for fear of 
infection. Communities in unstable malarial areas may make people 
from stable malarial areas unwelcome. In general, the transmission 
of ideas, techniques, and development of transportation systems 
may all be stunted by malaria.110 

Historically, a 10% 
reduction in malaria rate 
has corresponded with a 

Reductions in malaria over the 1965–1990 period, in addition to 
malaria levels in 1965, are associated with much higher economic 
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rise of 0.3% in annual 
economic growth. 

growth. This corresponds to a 0.3% rise in annual economic growth 
for a 10% reduction in the malaria index.111 
 

 

Burden on Households 
 

Key Fact Evidence 

Malaria forces people to 
miss work, either by 
falling ill with the disease 
or caring for those who 
are sick.  

Direct economic costs from malaria are incurred when workers are 
absent due to illness or because they have to stay at home to care for 
sick family members.112 
 
On average adults miss up to five days of work per malaria episode. 
They often need to miss work for a similar period to care for their 
children when they have malaria.113 

Malaria consumes up to 
one quarter of household 
incomes in Africa. 

Malaria accounts for 40% of total government spending on public 
health in Africa, consumes 25% of household incomes in Africa, and 
costs Africa US$ 12 billion in direct costs every year and much more 
in lost productivity.114 

Malaria costs households 
in lost productivity and 
income, both in the 
workplace, through 
formal employment, and 
in the home, through the 
value of unpaid work 
carried out. 

The indirect costs of malaria include lost productivity or income 
associated with illness or death. This might be expressed as the cost 
of lost workdays or absenteeism from formal employment and the 
value of unpaid work done in the home by both men and women. In 
the case of death, the indirect cost includes the discounted future 
lifetime earnings of those who die.115 
 
Personal expenditure on malaria can include the purchase of 
insecticide-treated mosquito nets, doctors’ fees, drugs, transport to 
health facilities, and support for the patient during hospital stays.116 

Malaria can deter 
investment in local 
communities and may 
alter household decision 
making in ways that 
negatively impact on 
economic growth. 

The simple presence of malaria in a community or country also 
hampers individual and national prosperity due to its influence on 
social and economic decisions. The risk of contracting malaria in 
endemic areas can deter investment, both internal and external and 
affect individual and household decision making in many ways that 
have a negative impact on economic productivity and growth.117 
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Burden on Business 
 

Key Fact Evidence 

Malaria is perceived as a 
serious threat by most 
business leaders in 
endemic countries. 

Malaria is a leading cause of morbidity and mortality globally, and is 
perceived as a serious threat by most business leaders in endemic 
countries.118 

In 2004 around three 
quarters of businesses in 
sub-Saharan Africa 
reported some impact 
from malaria. 

According to the World Economic Forum’s Executive Opinion Survey 
in 2004, firms in sub-Saharan Africa reported by far the most serious 
impacts from malaria. In this region, 72% of those surveyed observed 
some current effect from malaria, with 39% reporting that these 
effects were serious. In some of the hardest hit African countries—
including Angola, The Gambia, Malawi, Mozambique, and Zambia—
each of which has over 5,000 malaria cases per 100,000 population 
per year—at least eight of every ten firms reported impacts on their 
business. Even in Chad, Mali, Tanzania, and Uganda, where the 
disease is less rife, a similarly high proportion of firms perceived 
impacts.119 

In low-income countries 
two thirds of businesses 
believe malaria is 
affecting their 
operations; in over half of 
these businesses the 
impact is serious. 

Concern is also greater in low-income countries. 66% of firms in low-
income countries surveyed in 2004 believe malaria is affecting 
operations, compared to just 3% in high-income settings. 35% in the 
former group report serious impact.120 
 

About one third of 
businesses surveyed in 
Ghana say malaria harms 
productivity and about 
two thirds say the disease 
causes employee 
absenteeism. Almost 
three quarters believe 
that malaria eradication 
would increase efficiency 
and production. 

In a survey of 119 firms in Ghana, 30% of those surveyed reported 
that malaria had a strong impact on productivity, with 35% 
perceiving no impact. 63% of firms reported that the disease caused 
absenteeism among employees, and many believed the removal of 
malaria would improve certain aspects of operations. In particular: 

 72% of firms surveyed believed malaria eradication would 
increase efficiency and production. 

 46% believed it would reduce operating expenses. 

 45% believed it would increase sales. 

 39% believed it would create wider marketing opportunities.  

 30% believed it would have little or no effect.121 

Absenteeism, illness, and 
medical costs caused by 
malaria reportedly led to 
losses of $ 2.7 million for 
the Australian mining 
company BHP Billiton 
during the construction of 

The construction of BHP’s Mozal smelter in Mozambique was badly 
hit by malaria. The company suffered 6,000 malaria cases in two 
years. Absenteeism, illness, and medical costs reportedly led to 
company losses of $ 2.7 million.122 
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a Mozal smelter in 
Mozambique.  

Businesses recognise the 
benefits of malaria 
control. Exxon Mobil 
reported that its 
workplace malaria 
programme in Chad and 
Cameroon saved $8.9 
million in productivity 
gains, not including 
healthcare savings. 

Exxon Mobil reports that in its workplace malaria programme in 
Chad and Cameroon, which included employees, contractors, and the 
community, saved it US$ 8.9 million (for a US$ 3 million investment) 
in productivity gains. This figure does not include healthcare cost 
savings.123 

 

Education 

 

Key Fact Evidence 

On average, African 
children catch malaria 
multiple times a year. 

It is estimated that African children have between 1.6 and 5.4 
episodes of malarial fever each year, a figure that varies according to 
geographical and epidemiological circumstances.124 In areas where 
malaria is rife, it is common for younger, pre-school age children to 
suffer from malaria up to 7 times a year. In savannah Ghana a child 
may have up to seven clinical attacks of malaria a year.125 

Malaria is responsible for 
up to half of preventable 
absenteeism in 
schoolchildren. 

Studies in the Democratic Republic of the Congo, Kenya, Senegal, and 
on the Thailand-Myanmar border indicate that malaria is responsible 
for up to half of preventable absenteeism in schoolchildren.126  
 
In Kenya, malaria is responsible for 4 to 10 million school days lost 
per year.127 
 
“If you care about education, you must care about malaria. Malaria 
alone accounts for 50% of preventable absenteeism in African 
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schools, causing up to 10 million missed days each year. Severe 
cases in childhood can inflict permanent neurological damage, and 
babies born to pregnant women who contract malaria are at risk of 
low birth weight and lasting learning disabilities. Simply put, we 
cannot train Africa's next generation effectively if we do not protect 
them from malaria.” Ellen Johnson Sirleaf, President of Liberia128 

Health improvements in 
early life are associated 
with higher educational 
attainment. 

Findings from a 2006 study emphasize the potential for health 
interventions in early childhood to improve cognitive function in the 
long term. To date, the only early childhood interventions shown to 
improve long-term cognitive outcomes are those targeted at 
malnourished young children. More generally, this study adds to a 
growing body of research suggesting that one of the most effective 
ways to improve a child's education is by first improving their 
health.129 

Malaria is a major cause 
of anaemia, which 
interferes with a child’s 
ability to learn and causes 
chronic fatigue. 

Although there are a complexity of factors that cause anaemia, 
including nutritional deficiencies and helminth infections, evidence 
suggests that malaria is a major cause of the condition. 130  Some 
children with severe anaemia go on to develop cognitive problems 
such as attention deficit and having difficulty with planning and 
initiating tasks, speech and language problems – all of which adversely 
affect school performance. 

A study in Kenya showed 
that treatment of malaria 
improves the health and 
cognitive ability of school 
children,  

The study showed that school-based delivery of intermittent 
preventive treatment markedly reduced the prevalence of anaemia 
and asymptomatic parasitaemia in semi-immune schoolchildren, with 
50% lower anaemia, higher attention span, and significantly improved 
education attainment compared to a placebo.131 

Studies show that 
between 2–7% of children 
who survive cerebral 
malaria (which can cause 
coma and convulsions) 
are left permanently 
disadvantaged with 
neurological problems 
characterised by 
weakness, blindness, 
speech problems, and 
epilepsy. 

Approximately 7% of children who survive cerebral malaria (a severe 
form of the disease, characterized by coma and convulsions) are left 
with permanent neurological problems. These include weakness, 
spasticity, blindness, speech problems, and epilepsy. The limited 
availability of specialized educational provision and equipment for 
such children means that opportunities for subsequent learning, and 
for attainment of independence, are compromised even further. 
Epilepsy may be inadequately treated, or untreated, due to lack of 
appropriate drugs and expertise, and further injury or death may 
result from uncontrolled convulsions.  
 
Recent evidence suggests that some children who appear to have 
made a complete neurological recovery from cerebral malaria may 
develop significant cognitive problems (attention deficits, difficulty 
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with planning and initiating tasks, speech and language problems), 
which can adversely affect school performance.132 
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