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Millennium Development Goal 6: To combat HIV/AIDS, malaria and other diseases
Target 8.C:

Progress:

Are we on track to meet the target?
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The words describe current levels. The colours show the trend towards meeting the 2015 target.
Key: Dark Green = target met. Light Green = almost met, or on target. = some/negligible progress, but insufficient to meet target. Red =
no change or negative progress.

Progress

e Malaria deaths have declined in several countries. A few nations in Africa (Eritrea, Rwanda and Sao Tome
and Principe) have managed to cut malaria deaths in half by following recommended measures.! *

e QOutside Africa, 22 countries reported a drop of 50% or more in malaria cases and deaths between 2000 and
2006, including Lao PDR, Vietnam, Thailand and the Philippines. ' x

e 2005 and 2006 saw a sharp increase in the distribution of insecticide-treated nets (ITNs), which are
recommended for all people at risk, and especially young children and pregnant women.

e Of 647 million people at risk in Africa, the portion covered by ITNs rose from 3% in 2001 to 26% in 2006. 2

Key messages

e Malaria affects some of the poorest populations in the world. The poor are more exposed to infection, have the
least access to services, and suffer more from the disease’s consequences. Children, pregnant women, people
living in emergency situations and people living with HIV/AIDS are particularly vulnerable.

e There is an emerging consensus on how best to prevent, and treat malaria, notably through long-lasting
insecticidal nets (LLIN) and artemisinin-based combination therapy (ACT), backed by indoor residual spraying
(IRS) and intermittent preventive treatment in pregnancy (IPT).

e Substantial amounts of money have gone to malaria control since 2004 and we are beginning to see the results
of this increased funding. But much more remains to be done to increase coverage with available malaria
interventions.

e |n September 2008 world leaders have endorsed an ambitious new Global Malaria Action Plan which lays out
the steps towards reducing the number of malaria deaths to near zero by 2015, and completely eradicate
malaria in the long term. Implementing the Global Malaria Action Plan will cost around $5 billion annually.
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Facts and figures

Half the world's population — 3.3 billion people - are at risk of malaria. Africa has the largest
number of people living in areas with a high risk of malaria, followed by the South-East Asia
Region 1. vii

New methods estimate that there were 247 million malaria cases and 881,000 deaths in 2006 "
viii

Africa accounted for 91% of malaria deaths in 2006. '. 24 None of the populations of 18 African
countries surveyed in 2006 and 2007 had adequate access to antimalarial drugs; only 34% of
households owned an ITN. 1.pix 24

Small children remain by far the most likely to die of the disease. In 2006, 85% of deaths were
among children. 1. vii

Over the last 20 years, malaria has become resistant to first-line drugs in many countries.
Newer, but more expensive, therapies based on artemisinin are recommended where there is
drug resistance to conventional therapies. Combination therapies can delay the emergence of
resistance.

By June 2008, free treatment with ACT was available in 8 of 10 countries in the South-East
Asia Region, but in a smaller proportion of countries in other regions. 1.

Disbursements for malaria from international donors increased almost threefold from US$ 250
million in 2004 to US$ 700 million in 2007, and are expected to increase to US$ 1.1 billion in
2008. 3.p37 Commitments for nearly $3 billion were announced at the 2008 Millennium
Development Goals Malaria Summit.

In 2007 the Global Fund to Fight AIDS, TB and Malaria (GFATM) contributed 50.2 % of all
international funding for malaria. 3.p 37

Government expenditures from affected countries remain low, and cover only a fraction of what
is needed for the implementation of malaria control programmes. This is especially true in

Africa, where government budgets represent only 18% on average of total malaria funding. 3.?
35



Challenges and Solutions

Tools to prevent and treat malaria exist, but coverage remains far
below what is needed to combat malaria effectively. The lowest
coverage rates for diagnostics and treatments are in Africa, the
highest burden region. There are five main challenges in combating
malaria:

Resources for malaria control are increasing, largely through the
Global Fund to Fight AIDS, TB and Malaria (GFATM), yet there is
still a shortfall. Reaching the MDGs will require increased and better
investment in health, particularly targeted at the poor and
marginalised.

Long established, inexpensive drug regimes like chloroquine are no
longer effective in many countries, but prompt, large scale use of
the newer, effective artemisinin combination therapies (ACTSs) is still
low in many countries. Despite a big increase in the supply of ACTs
to public health services in 2006, only 3 % of sick children were
given this more effective medicine. 1. Vi DFID has supported the
design of the Affordable Medicines Facility for Malaria, a financing
mechanism to make ACTs more available and affordable through
public, private and non-governmental channels.

- New, cheap and ‘simple to use’
health products to control malaria are needed - drugs, a vaccine,
diagnostics, long-lasting insecticide treated nets. But product
development, from scientific discovery to use in the field, is
expensive and complex.

- Natural disasters and conflicts
displace large numbers of people, often into areas with high malaria
risk. People who have not previously been exposed to the disease
have little immunity and may quickly fall sick.

- There is increasing evidence of the links between HIV and
malaria. HIV increases the risk of complicated and severe malaria
and death. Malaria contributes to a transient rise in viral load among
HIV infected adults and therefore transmission.

What the UK government is doing to help

DFID has committed £6 billion over seven years to help to improve
people’s health and build stronger, integrated, health services in
poor countries. DFID is providing support through:

¢ In 2007 we pledged up to £1 billion to the Global Fund to Fight
AIDS, TB and Malaria (GFATM) for the period 2008-2015. This is
additional to our £6 billion commitment for health over seven
years.

e We support WHO, UNICEF and the World Bank, all of whom
work on malaria.

Nigeria

With a population of around 145
million, Nigeria is one of the
highest malaria burden countries.
The annual loss to the Nigerian
economy as a direct result of
malaria infections has been
estimated at £530 million every
year.” This is devastating in a
country where half the population
lives in poverty. In 2008 DFID has
committed £50 million to support
Nigeria’s own five-year National
Malaria Programme.

Malaria and humanitarian

crises

Up to 30% of malaria deaths in
Africa occur in the wake of war,
local violence or natural disasters.
Malaria deaths often far exceed
those that are directly caused by
the emergency. Furthermore, civil
unrest has led to significant
malaria resurgences in the past,
for example in Afghanistan and
Burundi. 3.p225

Rwanda

Rwanda moved massively against
malaria in 2006, especially
targeting children. Around 200,000
insecticide-treated nets per year
had been distributed between 2001
and 2005, but with little impact. In
2006, a further 1.96 million long-
lasting insecticidal nets (which are
effective for three years) were
rapidly distributed around the
country. A survey in 2007 indicated
that 60 % of children were sleeping
under a net. Malaria cases and
deaths appeared to decline rapidly
- by more than 50% - in 19 health
facilities. DFID supports the health
sector in Rwanda through a budget
support programme. 4



e We have supported the Roll Back Malaria Partnership with £49
million to date.

e DFID is a funding member of UNITAID, which helps to increase
the availability and affordability of quality antimalarial medicines,
and also supports the provision of ITNs. We have made a 20-
year financial commitment, starting with €20 million in 2007.

DFID’s focus is on supporting countries
develop strong and sustainable health services that are able to
scale up coverage of malaria prevention and treatment.
Increasingly, DFID funds the broader health sector plans of
developing country governments through sector wide programming
and poverty reduction budget support. Such sector programmes will
build capacity in health systems to improve the way health services
diagnose and treat all major causes of illness.

DFID is working with others to secure
greater international commitment to affordable pricing for medicine,
particularly drugs to treat malaria. In September 2008 we committed
£40 million for the Affordable Medicines Facility for Malaria.

DFID supports research
and development of new drugs for malaria through via the
Medicines for Malaria Venture, the Drugs for Neglected Diseases
Initiative, the Special Programme for Research and Training on
Tropical Diseases, and consortia led by the London School of
Hygiene and Tropical Medicine and the Nuffield Institute at Leeds
University.

Impacts and Results

Results from Eritrea, Rwanda, Sao Tome and Principe, and
Zanzibar (United Republic of Tanzania) show the effect of strong
public health measures on malaria. After mounting large-scale
prevention and treatment efforts, each reported having cut malaria
by 50% or more between 2000 and 2006-2007 .4

In Eritrea, cases plummeted from 126,000 in 2001 to 10,148 in 2006
and malaria deaths dropped by approximately 85%. The fact that in
the same period access to health services increased (likely due to
an improved health system) strongly suggests that the decline in
malaria was real and due to the public health interventions.4

In Zanzibar, studies suggest that a single intervention — the
distribution of artemisinin-based combination therapy (ACT) — was
linked to the reduction of malaria across the island from 2003
onwards. ACT was made freely available at all public health facilities
from September 2003. By 2005, there was a clear decline in
inpatient cases (35%) and deaths (41%), compared to the averages
for 2001-2002.4

Malaria and poverty

Malaria holds back economic and
social development. It is estimated
to cause an average loss of 1.3%
annual economic growth in
countries with intense
transmission. In Africa alone it is
estimated to cost $12 billion
annually in lost GDP. Controlling
malaria contributes to reducing
poverty and has a positive
economic impact.

The Global Fund and malaria
The Global Fund to Fight AIDS, TB
and Malaria is the largest external
source of finance for malaria
control programmes. With
programmes in 140 countries, it is
financing the distribution of

bed nets and the delivery of

malaria drug

treatments.5 In Round 8, the
GFATM recommended for
approval nearly $1.6 billion for
malaria proposals over two years,
and nearly $3 billion over the full
five-year budgets® (subject to
performance). DFID is the second
largest contributor to the Global
Fund.
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