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Rolling Back Malaria: Rhetoric and Reality
in the Fight against a Deadly Killer

By Roger Bate

For the past thirty years, the fight against malaria has been long on rhetoric and short on action. The
Roll Back Malaria (RBM) partnership, launched by the World Health Organization (WHQO) ten years
ago in 1998, continued this trend. But since 2005, primarily due to efforts by the U.S. government to
improve performance, malaria control is improving—and RBM with it. While significant problems still
remain, for the first time since the 1960s, malaria is being fought effectively on a global scale.

Malaria is a tragic disease. It is preventable and
curable at a comparatively low cost, and yet it
continues to infect over 500 million people every
year, killing over 1 million of them. It also levies a
heavy economic toll; in some countries, the disease
imposes a “growth penalty” of up to 1.3 percent
of GDP per year.! This is especially true in sub-
Saharan Africa, where it disproportionately affects
poor people who cannot afford treatment or who
have limited access to health care. In these coun-
tries, fragile health systems expend a large portion
of their resources on malaria—up to 40 percent of
public health expenditures, 30-50 percent of inpa-
tient admissions, and up to 60 percent of outpa-
tient visits per year in some countries.

As WHO celebrates the inaugural World
Malaria Day on April 25 “to inform the general
public of the obstacles encountered and progress
achieved in controlling malaria,” the international
health aid community should find a moment for
introspection. Indeed, with rare exceptions, WHO
campaigns have been exercises in overheated
target-setting with little lifesaving delivery.4

There is evidence, as WHO points out, that
“the fight against malaria can be won if partners
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collaborate efficiently on community, local,
national, regional, and international levels.”> But
strong leadership is needed to design, coordinate,
and implement successful, sustainable efforts. The
international health community has repeatedly
shown a willingness to battle the mosquito-borne
parasite that causes malaria, sometimes to a greater
degree than affected countries themselves.© Even
50, success has been elusive. It is worth tracing
these steps to understand why.

Parasite Politics: The First Push for
Eradication

Launched in the mid-1950s by WHO, the first
major international antimalarial campaigns focused
on eradicating the disease in the Americas, Europe,
Asia, and Oceania. In most of Africa, only pilot
programs were introduced. At the outset, WHO’s
eradication campaigns enjoyed enormous suc-
cess: by 1970, an estimated 1 billion people no
longer lived in malaria-endemic areas, and
malaria had been eradicated from rich countries.’
But just a few years later, the number of malaria
infections was again increasing, driven by a resur-
gence of the disease in Africa and in countries
previously declared free of the disease.8
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For countries that lacked health infrastructures ad-
equate for managing treatment regimens and pursuing
ongoing disease surveillance, total eradication was
impossible. In Africa, for example, frequent wars and
growing commercial connections increased migration,
and infected migrants took malaria with them. The
development of general health services was necessary
to ensure that once malaria eradication was achieved,
national governments could sustain the progress. Even
now, too few affected countries are so equipped.”

The problem of poor health infrastructure was exacer-
bated by a lack of political commitment by donor coun-
tries (and insufficient funds in recipient countries) to
provide needed financial capital. Donors complained
about rising insecticide costs, and, partly because of pres-
sure from environmentalists, they were hesitant to buy
DDT (which was then and remains today probably the
most cost-effective insecticide). They grumbled about
increased parasite resistance to first-generation anti-
malarial drugs such as chloroquine.1® And they were
reluctant to invest in alternative, often more expensive
preventive measures and treatment therapies. “It had not
been possible to pursue a vigorous campaign to eradicate
malaria,” WHQO admitted in September 1971, because of
“deficiencies in planning, management, administrative
problems, and particularly lack of government funds.”!1
Within this context, the international health commu-
nity retreated; in 1969, the World Health Assembly
(WHA) declared that eradication programs should only
be continued in areas with “good prospects.” In countries
where eradication did “not appear feasible,” less aggres-
sive malaria control operations would be adopted as
“transitional” alternatives.!2

Retrenchment and Its Consequences

In Southeast Asia, early eradication programs had signifi-
cantly decreased malaria incidence. By WHO estimates,
between 1950 and 1969, cases fell from a high of 110
million annually to nearly zero. But in the mid-1970s,
coinciding with the abandonment of aggressive eradica-
tion campaigns, malaria incidence again spiked sharply.
Alarmingly, the share of cases caused by the deadliest
form of the malaria parasite!3 increased from 19.6 per-
cent of total cases in 1970 to 41.3 percent in 1991.14

In Africa, pilot programs in the mid-1960s and 1970s
had yielded spectacular successes. In Kisumu, Kenya, an
eradication project based on indoor residual spraying
(IRS)!> resulted in a 96 percent reduction of malaria

transmission and a 41 percent decrease in infant mortal-
ity. In the Pare-Taveta area of Kenya and Tanzania,
infant mortality fell by 20 percent.16 But with only a few
exceptions,!? the disease remained unchecked in most of
Africa, primarily because neither national governments
nor international organizations were willing to invest the
money or effort required.!8

In Southeast Asia in the mid-1970s,
coinciding with the abandonment of
aggressive eradication campaigns,

malaria incidence spiked sharply.

Throughout the 1980s and 1990s, during which the
international community did very little on malaria, the
problem appeared to be worsening. Demographic sur-
veillance systems in Africa indicated that the number
of children dying from malaria rose substantially in
eastern and southern Africa during the first half of
the 1990s compared with the 1980s (there was little
change in western Africa).!® In 1995, the United
Nations (UN) General Assembly chastised the inter-
national community for failing to act, noting that it
was “deeply concerned by the development of more
than three hundred million new cases of malaria annu-
ally and by the emergence of a new type of drug resist-
ant malaria.”20

Roll Back Malaria: The Rhetoric

In 1998, three of the world’s largest and most influential
public health entities—the United Nations Children’s
Fund (UNICEF), the United Nations Development
Programme, and the World Bank—joined WHO to
launch Roll Back Malaria, an ambitious campaign to
catalyze and coordinate country-led initiatives with
the ultimate goal of halving malaria rates by 2010. The
initiative grew quickly, eventually including more than
ninety multilateral, bilateral, nongovernmental, and
private-sector organizations.?!

RBM articulated three core targets:

® That at least 60 percent of those suffering from
malaria would have prompt access to affordable and
appropriate treatment within twenty-four hours of
the onset of symptoms
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e That at least 60 percent of those at risk of malaria,
particularly children under five and pregnant women,
would benefit from personal and community pro-
tective measures, such as insecticide-treated mos-
quito nets and other interventions

® That at least 60 percent of all pregnant women at
risk of malaria would have access to chemoprophy-
laxis or presumptive intermittent treatment?2

For some goals, RBM went into greater detail: point
two, for example, included a provision to “reduce or
waive taxes and tariffs for mosquito nets and materials,
insecticides, anti-malarial drugs and other recommended
goods and services.” African governments committed to
these goals almost unanimously at a summit in Abuja,
Nigeria, in 2000.23 The World Bank, the United States,
the United Kingdom, and other donors together pledged
$750 million. The World Bank alone offered to lend
$300-$500 million.24

But RBM’s initial impact on reducing malarial deaths
was negligible. According to a 2003 internal RBM
report, no country in sub-Saharan Africa had seen
malaria incidence decline significantly.2> A 2004 Global
Forum for Health Research survey found that the child
death rate from malaria approximately doubled between
1990 and 2002.26 The RBM report claimed that, given
time, improvements would come—a weak prediction
after such high hopes at the campaign’s outset.2?

Roll Back Malaria: The Reality

RBM suffered from one fundamental, multidimensional
problem: an inability to procure adequate financing for
what were ultimately overambitious and immeasurable
targets. The chief target was to halve the incidence of
malaria between 1998 and 2010, but RBM’s partners
lacked a baseline for malaria incidence in 1998 and did
not try to establish one. Depending on what assumptions
were used, estimates of deaths caused by malaria ranged
from 1 to 3 million per year.28 In many countries, statis-
tical techniques for estimating incidence still lagged
behind international standards, further hampering esti-
mates.2? This data vacuum rendered RBM’s metric
meaningless, a pitfall that would be repeated with the
rollout of the Millennium Development Goals in 2000.
The Millennium Development Goals, as articulated and
agreed upon at a UN summit by nearly all of the world’s
leaders,30 included worthy goals, one of which was

“reversing the incidence of malaria.”3! But in some
countries, particularly in sub-Saharan Africa, poor data
made it virtually impossible to establish a reliable base-
line or, by extension, to measure success responsibly.32

RBM suffered from one fundamental,
multidimensional problem: an inability
to procure adequate financing for what

were ultimately overambitious

and immeasurable targets.

When launched in 1998, RBM projected it would
need approximately $200 million per year for country-
level programs, plus some additional (undisclosed)
monies to finance the project itself.33 By the 2000 Abuja
Declaration, it had upped this amount to a hefty $1 bil-
lion, but even this proved to be a significant underesti-
mation. A 2004 editorial in the British Medical Journal
determined that around $1 billion a year would be
needed to pay for the treatment requirement alone
(artemisinin-based combination therapies [ACTs] for
around 60 percent of those who needed them).3* WHO’s
own World Malaria Report estimated in 2005 that it
would cost around $3.2 billion per year to reach the
2010 Abuja targets and the Millennium Development
Goals for malaria by 2015.3°

Substantial funding failed to materialize. Several stud-
ies estimated that the World Bank actually dispersed far
less than it promised.3¢ Thirteen malaria program man-
agers surveyed by the World Bank in 2005 all noted that
the bank had been “very poor” in helping them get
funds.37 Overall annual funding for malaria increased
after the creation of the Global Fund to Fight AIDS,
Tuberculosis and Malaria in 2002, an independent effort
whose purpose was to “attract, manage and disburse
resources to fight AIDS, TB and malaria,”38 but it still
lingered below the pledged amount—and far below the
amount required to address the problem.3?

Few donor agencies published malaria control budgets
or substantive program reports, so it was unclear how
RBM’s implementing partners were spending their
pledged funding. Critics also suggested that too little was
being spent on research into and development of new
and better malaria drugs.*0

A report of the UN secretary general drafted in
November 2002 indicated that access to good treatment
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was far below the 60 percent target. Although data indi-
cated that 56 percent of children under five who had been
diagnosed with a fever (a clinical indicator of malaria)
had been treated with an antimalarial, in seventeen
countries, analgesics—which are ineffective against
malaria—had constituted the main form of treatment.
“A considerable proportion of antimalaria treatments,”
the report warned, “may not be life-saving because either
the parasite is resistant to the drug, the drug is of poor
quality, the drug is given too late in the course of the ill-
ness, or a full course of the drug is not provided.”! Even
so, many of RBM’s implementing partners continued to
endorse the use of poor therapies, including monothera-
pies like chloroquine, which were quickly becoming
obsolete as the parasite developed resistance to them.#?

The distribution of insecticide-treated bed nets
(ITNs) as a preventative measure (the second target of
the 2000 Abuja summit) was not much better. As the
secretary general’s 2002 report noted, in twenty-four
countries, use of [TNs for children under five was at or
below 5 percent. While taxes and tariffs on the importa-
tion of mosquito nets, netting materials, and insecticides
had been eliminated in seventeen sub-Saharan coun-
tries, twenty-six countries were still charging some kind
of tax or tariff.

Some of the initiatives RBM championed were
poorly designed or driven by political considerations. For
example, the initiative’s scheme for bed-net distribution
targeted pregnant women receiving prenatal services,
distributing vouchers that subsidized the purchase of
nets. However, as recorded by researchers from the
Liverpool School of Tropical Medicine and the Global
Fund, a high proportion of pregnant women in rural sub-
Saharan Africa did not use such prenatal services. Even
those who were able to get the vouchers may not have
been able to pay for the nets. Writing in the British
Medical Jowrnal, the researchers argued that RBM could
have distributed nets more efficiently by linking their
distribution with other disease control programs, such as
those used to control onchocerciasis (river blindness)
and lymphatic filariasis (elephantiasis).3

RBM also adopted an implicitly hostile stance toward
IRS, which historically had demonstrated remarkable
effectiveness in combating the parasite.#* IRS involves
spraying small amounts of insecticides on the inside
walls of houses with the goal of either killing or repelling
disease-spreading mosquitoes. The intervention is safe
for humans and the environment and was being used
effectively by several malarial countries. Yet it had long

been neglected—and even discouraged—by most donor
agencies and even WHOQO. The RBM partnership’s core
strategies failed to mention IRS at all. Regrettably, in
response to pressure from environmentalists and against
scientific advice and the wishes of malarial countries, the
WHA passed a resolution in 1997 calling for reduced
insecticide use in disease control.4> This situation per-
sisted until 2006, when WHO adopted guidelines
encouraging IRS.46

RBM adopted an implicitly hostile
stance toward indoor residual spraying,
which historically had demonstrated
remarkable effectiveness in combating

the malaria-carrying parasite.

RBM’s global advocacy and coordination of its imple-
menting partners’ programs continued to be hobbled by
poor data. In 2005, Robert Snow of the University of
Oxford, a leading researcher who had spent sixteen years
in Kenya, published research showing that the number
of infections worldwide from the deadliest strain of
malaria was almost double the original figure estimated
by WHO.47 A presentation launched as a part of RBM’s
November 2005 “Change Initiative” recognized the
dire state of affairs. One slide was entitled “RBM and
Malaria Community Currently Bogged Down and under
Intense Scrutiny.” The assessment pointed to disagree-
ments between RBM and WHO about responsibilities, a
lack of donor financial commitment, rapid turnover of
RBM leaders (four leaders in five years!), and a high rate
of Global Fund grant failure.48 It noted that $160 million
worth of Global Fund grants were at risk and that few
new ones had been awarded in recent years.*? A key part
of the problem was that RBM had increased awareness>°
but failed to spur action.>!

A New Day?

Since 2006, propelled by the bold leadership of a new
director of WHO’s Global Malaria Programme—Arata
Kochi—and increasing attention from implementing
partners such as the U.S. President’s Malaria Initiative
(PMI), WHO and RBM have made some progress. Char-
acterized by his detractors as an undiplomatic firebrand,
Kochi, the former head of WHQO’s Stop TB Initiative,
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began by bluntly criticizing the failings of the global
antimalaria community. “I said, basically, ‘You are stupid,”
Kochi recalled, ““[you are] small and inward-looking and
fighting each other.”52

Kochi acknowledged the complicity of RBM in the
failings. “It’s the WHO’s fault we failed on malaria. . . .
We didn’t show technical leadership, and that vacuum
created a policy mess.” Kochi noted that WHO did not
move fast enough to stop the use of chloroquine and was
too quick to demonize DDT.53

Acknowledging that improving accountability for
technical matters within a collective partnership would
be difficult, Kochi created a new WHO malaria depart-
ment that would serve as the main technical advisory
body to RBM’s implementing partners.>* Kochi also
made two key policy decisions. To stem the potential
development of parasite resistance to artemisinin, in
January 2006, Kochi publicly castigated forty companies
still selling artemisinin monotherapies, successfully stop-
ping thirteen of them,>> and he published the first WHO
antimalarial treatment guidelines in twenty years. In
May of that year, he drove the WHA to pass a resolution
committing WHO member states to stop the production
and marketing of oral artemisinin monotherapies. He
also renewed the agency’s commitment to IRS (including
with DDT) as one of the principal malaria control
strategies needed in Africa.>®

Kochi’s leadership coincided with the U.S. govern-
ment’s new and improved malaria control program.
After coming under fire from malaria scientists and
members of Congress for their inability to account for
poor program decisions and a lack of progress, the
U.S. Agency for International Development (USAID)
and the Centers for Disease Control and Prevention
launched the President’s Malaria Initiative in June
2005.57 The PMI increased malaria control funding for
fifteen African countries to $1.2 billion over five years.
It is the largest bilateral commitment for malaria ever
made. The PMI also made unprecedented efforts to
open U.S. government spending to public scrutiny by
publishing planning documents, detailed budgets, and
contracts. The PMI heeds WHO’s call to transition to
more effective ACTs and long-lasting insecticidal nets,
as well as to build capacity in Africa to conduct
national IRS campaigns. While Kochi achieved
progress by courting controversy and challenging the
mistakes of donors, the PMI, led by Admiral Timothy
Ziemer, fostered unprecedented cohesion within the

RBM community and sought private-sector support for
combating malaria.

According to RBM’s “Case for Change” assessment,
global funding for malaria has increased tenfold since
RBM’s inception.>8 Funding by implementing partner
USAID alone increased exponentially, from $10.9 mil-
lion in 1997 to an estimated $225 million in 2007.59
Not only did the private sector supply financial support,
it also encouraged—even insisted on—private sector—
style performance through monitoring and evaluation.

The RBM secretariat in turn has done a better job of
coordinating the efforts of malaria control donors. It has
established new working groups to harmonize programs
and improve supply chain management. Perhaps its
biggest achievement has been coordinating a focus on
technical assistance to African countries to enable them
to raise funds elsewhere for their malaria efforts, notably

from the Global Fund.
Problems Remain

Propelled by stronger leadership at the top, RBM is mak-
ing progress, but there is still much room for improve-
ment, particularly in the way RBM gathers and uses data
on malaria incidence.

Because many developing countries lack authoritative
national statistics on malaria, RBM implementing partners
UNICEF and WHO have stepped in to create models of
disease incidence.®© Among other things, these are used
to forecast demand for future treatment requirements.
But their estimates have tended to rely on “need,” a
normative concept of how many people should be treated
in an ideal world, rather than on demand, a positive
concept of what can and will be bought in the actual
world. The main purpose of WHQO’s needs estimates is
often to provide rationales for funding proposals from
donor agencies. As such, needs assessments tend to be
negotiating positions rather than realistic projections,
overestimating actual demand.

In 2004, for example, WHO projected the global
need for ACTs in 2005 would be over 130 million treat-
ments, but demand ended up being only about 25 mil-
lion treatments. Major suppliers, such as Novartis and
Sanofi-Aventis, relied on these estimates and geared up
production to meet them. When the forecasted demand
never materialized, the companies were forced either to
destroy their product or to declare substantial losses. The
companies bought massive quantities of Artemisia annua—
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the plant used to make artemisinin—at high prices but
were unable to use it when large aid organizations proved
unwilling to buy all of the end product. In December
2006, Novartis temporarily shut down its facility in Suf-
fern, New York, to prevent the production of too much
medicine with such a short shelf life; Chinese farmers
began to complain that they no longer had buyers for
their Artemisia annua. With a surfeit of supply, prices
have plummeted, and now WHO fears that the with-
drawal of farmers and artemisinin producers from the
market will create a relative reduction of the artemisinin
inventory and a concurrent risk of future shortages.6!

RBM should strike an agreement between technical
and funding agencies, such as the Global Fund, WHO,
the PMI, the World Bank, and all pharmaceutical com-
panies that demonstrate the capability to supply high-
quality ACTs. The companies would agree to supply a
certain amount of drugs at a nonprofit price (or at a low-
profit price, which would be more economically sound).
Donors would agree in advance to purchase the drugs at
this price. Under this agreement, demand forecasting—
rather than the economically useless assessment of
“needs”—would rest with the donors.

In addition to providing more useful data, RBM’s
implementing partners can place more pressure on
malarial countries that permit the sale of artemisinin
monotherapies despite the adoption of ACTs. As of
August 2007, forty-four of seventy-eight countries still
allow the monotherapies. They can also place pressure
on companies still marketing these monotherapies
(twenty-six companies out of sixty-seven).6?

RBM partners should also take greater care to analyze
accurately and report on progress. UNICEF’s latest
assessment report highlights the success of RBM partners
in dispersing antimalarial resources—*“Global funding has
increased more than tenfold over the past decade. . . .
There has been real progress in scaling up the use of
insecticide-treated nets across sub-Saharan Africa”—but
does not report the impact of such dispersion on actual
health indicators (infant mortality and life expectancy).63

Broader support for IRS is needed in the RBM com-
munity. The PMI has provided most of the funding for
IRS programs since WHO’s 2006 announcement of IRS
guidelines. The Global Fund and the United Kingdom’s
Department for International Development provide
some limited support. Still, countries that want to spray
do not receive adequate support, especially for DDT
use.* Although the PMI was able to procure DDT for

Zambia without much trouble, it took Uganda over two

years to begin spraying with the chemical due to strong
resistance from environmentalist groups and farmers,
who feared they would not be able to export their prod-
ucts to a European Union that had threatened to reject
any products containing traces of the chemical. Even
though WHO has given DDT a clean bill of health for
malaria control, the RBM community has not actively
supported Uganda’s Ministry of Health or any other gov-
ernments attempting to use the chemical.

The main purpose of WHQO's needs
estimates is often to provide rationales
for funding proposals from donor
agencies. As such, they tend to be
negotiating positions rather than
realistic projections, overestimating

actual demand.

Awa Coll-Seck, RBM’s executive director, has shown
leadership on drug quality procurement standards.®> Pre-
liminary reports on a harmonization process, however,
indicate that lower standards employed by the Global
Fund are likely to win out.6¢ This is troublesome because
it means more Africans will receive less-thoroughly-
tested drugs with little quality assurance. RBM is also
moving to endorse a new mechanism for mass ACT dis-
tribution with the same low standards.67 Vastly increas-
ing access to ACTs is a commendable initiative, but if
the quality of the drugs used is not ensured, widespread
exposure to substandard ACTs could accelerate the onset
of resistance to artemisinin as it did with chloroquine
and other therapies. This would truly be devastating, as
no major alternative antimalarial class is expected to
enter the market before 2011.68

The international malaria community should take
time now to fully consider its future promises. Setting
goals and making pledges without considering the
resources necessary for follow-through is at best irrespon-
sible and at worst dangerous. In the past, it raised false
hopes among recipient countries.®? And in the future, it
could threaten the progress that has been made in the
recent past in combating this deadly parasite.

AE]I research assistant Karen Porter worked with Mr. Bate to
produce this Health Policy Outlook.
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