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Foreword

Dr Margaret Chan
Director-General
World Health Organization

The past five years have seen an

impressive increase in international

funding for malaria prevention,

control and elimination. Following

the call in 2008 by United Nations
Secretary-General, Ban Ki-moon for universal access to malaria
interventions, we saw a rapid expansion in the distribution of
life-saving commodities in sub-Saharan Africa, the continent
with the highest burden of malaria. The concerted effort by
endemic country governments, donors and global malaria part-
ners has led to strengthened disease control and visible results
on the ground. During the past decade, an estimated 1.1 million
malaria deaths were averted, primarily as a result of a scale-up of
malaria interventions.

However, the available funding still falls short of the resources
required to reach the health-related Millennium Development
Goals and other internationally-agreed global malaria targets.
An estimated USS$ 5.1 billion is needed every year between
2011 and 2020 to achieve universal access to malaria interven-
tions. At present, only USS 2.3 billion is available, less than half
of what would be needed. There is an urgent need to identify
new funding sources in order to further scale up and sustain
malaria control efforts, and to protect the investments made in
the last decade. We also need to examine new ways to make
existing funds stretch further by increasing the value for money
of malaria commodities and the efficiency of service delivery.

The World Malaria Report 2012 brings together the latest avail-
able data from malaria-endemic countries and partners, and
contains valuable analyses of progress and trends. Behind the
statistics and graphs lies a great and needless tragedy: malaria —
an entirely preventable and treatable disease — still takes the life
of an African child every minute. The most vulnerable communi-
ties in the world continue to lack sufficient access to long-lasting
insecticidal nets, indoor residual spraying, diagnostic testing,
and artemisinin-based combination therapies. Unfortunately,
only modest increases in access to these interventions were
observed between 2010 and 2011 — the first such plateauing in
the past 5 years. It is imperative that we act now to ensure that
the recent momentum, and its results, are not diminished.

In addition, while our current tools remain remarkably effective
in most settings, resistance to artemisinins — the key compounds
in artemisinin-based combination therapies — has been detected
in four countries of South-East Asia, while mosquito resistance
to insecticides has been found in 64 countries around the world.
While such resistance has not yet led to operational failure of
malaria control programmes, urgent and intensified efforts are
required to prevent a future public health disaster.

We are three years away from the target date set for the
Millennium Development Goals. As the report demonstrates,
50 countries are on track to reduce their malaria case incidence
rates by 75%, in line with the World Health Assembly and Roll
Back Malaria targets for 2015. However, these 50 countries
account for only 3% (or 7 million) of the total estimated malaria
cases worldwide. International targets for malaria will not be
attained unless considerable progress is made in the 14 highest
burden countries, which account for an estimated 80% of
malaria deaths.

Tracking progress is a major challenge in malaria control. Malaria
surveillance systems detect only around 10% of the estimated
global number of cases. Stronger malaria surveillance systems
are urgently needed to enable a timely and effective malaria
response in endemic regions, to prevent outbreaks and resur-
gences, to track progress, and to hold governments and the
global malaria community accountable. In as many as 41 coun-
tries around the world, making a reliable assessment of malaria
trends is currently not possible due to incompleteness or incon-
sistency of reporting.

On World Malaria Day this year, | travelled to Namibia to launch
the T3: Test. Treat. Track. initiative, urging countries and part-
ners to scale up diagnostic testing, quality-assured treatment
and surveillance for malaria. WHO has also made available new
global surveillance manuals for malaria control and elimina-
tion and published the Global Plan for Insecticide Resistance
Management in malaria vectors. These practical documents will
help countries update and refocus their national malaria strate-
gies to achieve better results with the limited resources available.
In addition, the newly constituted WHO Malaria Policy Advisory
Committee recommended Seasonal Malaria Chemoprevention
for the control of malaria in the Sahel sub-Region of Africa.
This simple and inexpensive intervention has the potential to
prevent more than 75% of uncomplicated and severe malaria
among children younger than five years of age.

Defeating malaria will require a high level of political commit-
ment, strengthened regional cooperation, and the engage-
ment of a number of sectors outside of health, including
finance, education, defence, environment, mining, industry and
tourism. The fight against this disease needs to be integrated
into the overall development agenda in all endemic countries.
We cannot achieve further progress unless we work tirelessly
to strengthen health systems and ensure that sustained and
predictable financing is available. This report shows how far we
have come in the struggle against malaria; we must act with
urgency and determination to keep this tremendous progress
from slipping out of our grasp.
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Summary and Key Points

The World Malaria Report 2012 summarizes information received
from 104 malaria-endemic countries and other sources, and
updates the analyses presented in the 2011 report. It highlights
the progress made towards the global malaria targets set for
2015 and describes current challenges for global malaria control
and elimination.

The past decade has witnessed tremendous expansion in the
financing and implementation of malaria control programmes.
International disbursements for malaria control rose steeply
from less than USS 100 million in 2000 to USS$ 1.71 billion in
2010 and were estimated to be US$ 1.66 billion in 2011 and US$
1.84 billion in 2012. Analysis indicates that as funding has risen,
international disbursements have been increasingly targeted to
the African Region, to countries with the lowest gross national
income (GNI) per capita, and to countries with the highest
malaria mortality rates. Domestic government funding for
malaria control programmes also increased through 2005-2011
and was estimated at USS$ 625 million in 2011.

While still falling short of the US$ 5.1 billion required to achieve
universal coverage of malaria interventions, the financing
provided for malaria control has enabled endemic countries to
greatly increase access to malaria preventive interventions as
well as diagnostic and treatment services. The percentage of
households owning at least one insecticide-treated net (ITN) in
sub-Saharan Africa is estimated to have risen from 3% in 2000 to
53% in 2011, and remained at 53% in 2012. Household surveys
indicate that approximately 90% of persons with access toan ITN
within the household actually use it. The percentage protected
by indoor residual spraying (IRS) in the African Region rose
from less than 5% in 2005 to11% in 2010 and remained at that
level in 2011, For malaria diagnostic testing and treatment, the
numbers of rapid diagnostic tests (RDTs) and artemisinin-based
combination therapies (ACTs) procured are increasing, and the
percentage of suspected cases that receive a parasitological test
has also risen, from 68% globally in 2005 to 77% in 2011, with the
largest increase in sub-Saharan Africa. But the increase in diag-
nostic testing rates between 2010 and 2011 was just 1%.

It appears that the rapid increase shown by these measures of
programme performance up to 2010 has tended to level off
recently in parallel with a leveling of funding, and that millions
of people continue to lack access to preventive therapies, diag-
nostic testing and quality-assured treatment. Considerably more
work is needed before the target of universal access to malaria
preventive interventions, diagnostic testing and appropriate
treatment will be attained. A further complication is that resis-
tance to artemisinins — the key compounds in artemisinin-based
combination therapies — has been detected in 4 countries of the
South-East Asia Region, while mosquito resistance to insecti-
cides has been found in 64 countries around the world.

Of 99 countries with ongoing malaria transmission in 2011,
58 submitted sufficiently complete and consistent data on
malaria cases between 2000 and 2011 to enable an assessment

of trends to be made. Based on these reported data, 50 coun-
tries, including 9 countries in the African Region, are on track to
meet WHA and RBM targets: to reduce malaria case incidence
by 75% by 2015. However, the 58 countries that submitted suffi-
ciently complete and consistent data account for only 15% of
estimated cases worldwide; surveillance systems are weakest
where the malaria burden is highest. There is a critical need
to strengthen malaria surveillance in the remaining 41 coun-
tries which account for 85% of estimated malaria cases, so that
programmes can identify and direct resources to the popula-
tions most in need, respond to outbreaks of disease, and assess
the impact of control measures.

Because countries with higher numbers of cases are less likely
to submit sufficiently consistent data, it is necessary to draw
inferences about trends in some countries using estimates of
numbers of cases. The estimated numbers of malaria cases and
deaths are accompanied by a large degree of uncertainty, but
suggest that reductions in malaria case incidence and mortality
have occurred faster in countries with lower initial numbers of
cases and deaths. Nonetheless, greater numbers of cases and
deaths are estimated to have been averted between 2001 and
2010 in countries which had the highest malaria burdens in
2000. If the malaria incidence and mortality rates in 2000 had
remained unchanged over the decade, 274 million more cases
and 1.1 million more deaths would have occurred between
2001 and 2010. The majority of cases averted (52%) and lives
saved (58%) are in the 10 countries which had the highest esti-
mated malaria burdens in 2000. Thus, malaria programmes have
had their greatest impact where the burden is highest.

The enormous progress achieved appears to have slowed
recently. International funding for malaria control has levelled
off, and is projected to remain substantially below the US$ 5.1
billion required to achieve universal coverage of malaria inter-
ventions. The number of ITNs procured in 2012 (66 million) is
far lower than in 2011 (92 million) and 2010 (145 million). With
the average useful life of ITNs estimated to be 2 to 3 years, TN
coverage is expected to decrease if ITNs are not replaced in
2013. There is an urgent need to identify new funding sources
to maintain and expand coverage levels of interventions so that
outbreaks of disease can be avoided and international targets
for reducing malaria cases and deaths can be attained.

Policy development; updated policies,
manuals and plans; and global targets
for malaria control and elimination

In 2011, WHO completed a major re-design of its policy-setting
process, resulting in the creation of the Malaria Policy Advisory
Committee (MPAC), which held its inaugural and second meet-

ings in 2012. Several new and updated malaria control policies,
operational manuals, plans and initiatives were released in 2012. A
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comprehensive set of indicators has been developed to track prog-
ress towards internationally-agreed malaria targets.

1. The MPAC came into operation in 2012, with a mandate to
provide strategic advice and technical input to WHO on all
aspects of malaria control and elimination. In accordance
with the MPAC recommendations, WHO released a new
policy on Seasonal Malaria Chemoprevention (SMC) and
updated policies for Intermittent Preventive Treatment of
malaria in pregnancy (IPTp) and for single-dose primaquine
as a gametocytocide for treatment of Plasmodium falciparum
malaria in selected settings.

2. Position statements were released on larviciding in sub-
Saharan Africa and on the effectiveness of non-pharmaceu-
tical forms of Artemisia annua. Surveillance manuals were
published in April 2012 as part of the “T3: Test. Treat. Track
initiative, urging endemic countries and stakeholders to
scale up diagnostic testing, treatment, and surveillance for
malaria. The Global Plan for Insecticide Resistance Management
in malaria vectors was launched in May 2012, providing a
global blueprint for managing insecticide resistance.

Financing malaria control

The total international and domestic funding committed to malaria
control was estimated to be USS 2.3 billion in 2011, substantially less
than the amount that will be needed to reach the global targets.

3. International disbursements to malaria-endemic countries
increased every year from less than US$ 100 million in 2000
to USS 1.71 billion in 2010 and were estimated to be USS
1.66 billion in 2011 and US$ 1.84 billion in 2012. The leveling
off in funds available for malaria control has been primarily
due to lower levels of disbursements from the Global Fund.
In 2011 the Global Fund also announced the cancellation of
Round 11 of Grant Awards.

4. Reported data suggest that domestic financing for malaria
has increased in all WHO Regions during 2005-2011 except
the European Region. The Region of the Americas and the
African Region report the greatest expenditure on malaria
control. Total domestic spending in 2011 was estimated to
be USS 625 million.

5. Global resource requirements for malaria control were esti-
mated in the 2008 Global Malaria Action Plan (GMAP) to
exceed US$ 5.1 billion per year between 2011 and 2020. In
Africa alone, the resource requirements estimated by GMAP
were, on average, US$ 2.3 billion per year during the same
period. Combining both domestic and international funds,
the resources available for malaria control globally were esti-
mated to be US$ 2.3 billion in 2011, leaving a gap of US$
2.8 billion. Projections of both domestic and international
resources available between 2013 and 2015 indicate that
total funding for malaria control will remain at less than
US$ 2.7 billion, substantially below the amount required to
achieve universal access to malaria interventions.

6. Historical funding patterns indicate that international
funding for malaria control has been targeted to countries
with lower GNI per capita and higher mortality rates, particu-
larly those in Africa. Domestic funding for malaria per person
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at risk is highest in the European Region and the Region
of the Americas and lowest in the South-East Asia Region.
Countries in the highest quintile of GNI per capita invest
much more money per capita in malaria control than coun-
tries from other quintiles. These wealthier countries have
lower malaria burdens, accounting for just 1% of estimated
cases in 2010 and 0.3% of deaths. The high expenditures are
partly related to the drive towards elimination of malaria in
some countries. Countries with larger populations at risk
of malaria — and the highest malaria mortality rates — have
lower levels of domestic malaria funding per capita than
countries with lower malaria burdens.

Progress in vector control

During the past decade, coverage with vector control interven-
tions increased substantially in sub-Saharan Africa, with household
ownership of at least one ITN reaching an estimated 53% by 2011
and remained at 53% in 2012. However, due to fewer deliveries of
I[TNs and increasing mosquito resistance to insecticides, recent
successes in malaria vector control may be jeopardized.

7.

9.

10.

By 2011, 32 countries in the African Region and 78 other
countries worldwide had adopted the WHO recommenda-
tion to provide ITNs to all persons at risk for malaria. A total
of 89 countries, including 39 in Africa, distribute ITNs free of
charge.

Every year, an estimated 150 million ITNs are needed to
protect all populations at risk of malaria in sub-Saharan
Africa. Between 2004 and 2010, the number of ITNs deliv-
ered annually by manufacturers to malaria-endemic coun-
tries in sub-Saharan Africa increased from 6 million to 145
million. However, in 2011 only 92 million ITNs were delivered
by manufacturers, while 66 million are estimated to be deliv-
ered in 2012. The numbers delivered in 2011 and 2012 are
below the number of ITNs required to protect all popula-
tions at risk, and they will not fully replace the ITNs delivered
3 years earlier, indicating that ITN coverage will decrease
unless deliveries are massively increased in 2013.

The percentage of households owning at least one TN in
sub-Saharan Africa is estimated to have risen from 3% in 2000
to 53% in 2011, and remained at 53% in 2012. The propor-
tion of the population sleeping under an ITN, representing
the population directly protected, also increased from 2% in
2000 to 33% in 2011, and remained at 33% in 2012.

Analysis of household survey data indicates that a high
percentage (approximately 90%) of the population with
access to an ITN within the household actually uses it,
suggesting that efforts to encourage ITN use have been
successful, and that the main constraint to increasing the
number of at-risk persons sleeping under an ITN is insuffi-
cient availability of nets. However, the population that uses
available nets includes households in which nets are used
beyond their assumed capacity of 2 persons per net as well
as those in which nets are not used to full capacity, indi-
cating that further work is needed to ensure that all available
nets are fully utilized.



11. The proportion of the population sleeping under an TN
is higher in wealthier, urban areas, and lower among
older children. Disparities in ITN access should diminish as
programmes move towards universal coverage.

Indoor residual spraying

12. IRS remains a powerful vector control tool for reducing and
interrupting malaria transmission. In 2011, 80 countries,
including 38 in the African Region, recommended IRS for
malaria control.

13.1n 2011, 153 million people were protected by IRS worldwide,
or 5% of the global population at risk. In the African Region,
the proportion of the at-risk population that was protected
rose from less than 5% in 2005 to 11% in 2010 and remained
at that level in 2011, with 77 million people benefiting from
the intervention.

Insecticide resistance

14. Mosquito resistance to at least one insecticide used for
malaria control has been identified in 64 countries. In May
2012, WHO and RBM released the Global Plan for Insecticide
Resistance Management in malaria vectors, a five-pillar
strategy for managing the threat of insecticide resistance.

15. Monitoring insecticide resistance is a necessary element
of the implementation of insecticide-based vector control
interventions. In 2011, 77 countries reported that they had
adopted the policy of insecticide resistance monitoring.

Progress on chemoprevention

Among 25 countries reporting this information to WHO, the
percentage of pregnant women attending antenatal clinics who
received 2 doses of Intermittent Preventive Treatment during preg-
nancy ranged from 30% to 57%in 201 1. Recent WHO recommenda-
tions on Intermittent Preventive Treatment for infants and Seasonal
Malaria Chemoprevention for children await adoption and imple-
mentation by endemic countries.

16. Intermittent preventive treatment (IPT) is recommended
for population groups in areas of high transmission who
are particularly vulnerable to Plasmodium infection and its
consequences, particularly pregnant women and infants.
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 (SMC).

17. A total of 36 of 45 sub-Saharan African countries had
adopted IPT for pregnant women (IPTp) as national policy by
the end of 2011. This policy was also adopted by Papua New
Guinea (Western Pacific Region) in 2009.

18. Among 25 of the 36 high-burden countries in the African
Region which have adopted IPTp as national policy — and
for which data are available — 44% (range 30%-57%) of preg-
nant women attending antenatal clinics received 2 doses of
IPTp in 2011, in line with the WHO recommendation at that

time. Since October 2012, WHO recommends IPTp at each
scheduled antenatal visit after the first trimester.

19. In 16 countries in the African Region for which household
survey data were available for 2009-2011, the weighted
average of all pregnant women who received 2 doses of
IPTp during pregnancy was low, at 22% (range 5%-69%),
primarily due to low coverage in Nigeria and the Democratic
Republic of the Congo.

20. All infants at risk of P falciparum infection in sub-Saharan
African countries with moderate-to-high malaria transmis-
sion and low levels of parasite resistance to the recom-
mended agent sulfadoxine-pyrimethamine should receive
preventive malaria treatment through immunization services
at defined intervals corresponding to routine vaccination
schedules. Only one country, Burkina Faso, has adopted a
national policy of IPT for infants (IPTi) since the WHO recom-
mendation was issued in 2009.

21. In March 2012, WHO issued a recommendation on seasonal
malaria chemoprevention for children aged 3-59 months.
No endemic country has yet adopted SMC, but several
countries involved in evaluating the policy have indicated
that they plan to expand SMC coverage beyond their
study populations. The release of implementation guid-
ance, Seasonal Malaria Chemoprevention with Sulfadoxine-
pyrimethamine plus Amodiaquine in Children: a Field Guide, by
WHO in December 2012 should facilitate rapid scale-up of
this important intervention.

Progress in diagnostic testing and
malaria treatment

The numbers of procured rapid diagnostic tests (RDTs) and artemis-
inin-based combination therapies (ACTs) are increasing, and the
reported rate of diagnostic testing in the public sector in the African
Region has increased from 20% in 2005 to 47% in 2011. However,
many fever cases are still treated presumptively with antimalarials
without parasitological diagnosis, and not all confirmed malaria
cases receive appropriate treatment with a quality-assured anti-
malarial.

Diagnostic testing

22. Implementation of universal diagnostic testing in the
public and private sectors would substantially reduce the
global requirements for antimalarial treatment. In 2011, 41
of 44 countries with ongoing malaria transmission in the
African Region and 46 of 55 countries in other WHO Regions
reported having adopted a policy of providing parasitolog-
ical diagnosis for all age groups. This represents an increase
of 4 countries in the African Region since 2010.

23. Malaria diagnostic testing is provided free of charge in the
public sector in 84 countries around the world. The propor-
tion of suspected malaria cases receiving a diagnostic test in
the public sector increased from 20% in 2005 to 47% in 2011
in the African Region and from 68% to 77% globally. Most of
the increase in testing in the African Region is attributable to
an increase in the use of RDTs, which accounted for 40% of
all cases tested in the Region in 2011.
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24. The number of patients tested by microscopic examina-

25.

tion increased to a peak of 171 million in 2011, with India
accounting for over 108 million blood slide examinations.
The number of RDTs supplied by manufacturers increased
from 88 million in 2010 to 155 million in 2011. This included
increased sales for both P falciparum-specific tests and
combination tests that can detect more than one parasite
species.

A total of 49 countries reported deployment of RDTs at the
community level and 12 million patients were reported as
having been tested through such programmes in 2011.
Data from a limited number of countries suggest that diag-
nostic testing is less available in the private sector than in the
public sector.

Treatment

26.

27.

28.

29.

ACTs are recommended as the first-line treatment for
malaria caused by P, falciparum, the most dangerous of the
Plasmodium parasites that infect humans. By 2011, 79 coun-
tries and territories had adopted ACTs as first-line treatment
for P falciparum malaria. P vivax malaria should be treated
with chloroquine where it is effective, or an appropriate ACT
in areas where P vivax is resistant to chloroquine. Treatment
of P vivax should be combined with a 14-day course of
primaquine to prevent relapse.

From reports of manufacturers and the Affordable Medicines
Facility-malaria (AMFm) initiative, the number of ACT treat-
ment courses delivered to the public and private sectors
globally increased from 11 million in 2005 to 76 million in
2006, and reached 278 million in 2011. The increases in ACT
procurement in 2011 occurred in large part as a result of the
AMFm initiative, managed by the Global Fund. Although the
AMFm accounted for a substantial portion of public sector
sales, the total amount of ACTs procured for the public sector
showed a year-on-year decrease between 2010 and 2011.

It has been difficult to track the extent to which patients with
confirmed malaria received antimalarial medicines because
information linking diagnostic testing and treatment
has been limited in both household surveys and routine
health information systems. An estimate of the propor-
tion of patients in the public sector potentially treated with
ACTs (and not a less effective antimalarial) can be made
by comparing the number of ACT treatments distributed
by national programmes with the number of presumed
(treated without testing) and confirmed (by microscopy
or RDT) R falciparum malaria cases reported (or estimated
cases if reported data are lacking). This proportion varies by
WHO Region, reaching 59% in the African Region in 2011.

In 12 countries in the African Region with household surveys
during 2010-2011, the proportion of febrile children given
antimalarial treatment who received ACTs was greater
among children treated in the public sector and in the formal
private sector than in the informal private sector or in the
community. In some countries the proportion of all febrile
children given antimalarials who receive ACTs remains low,
which implies that a proportion of patients with malaria do
not receive appropriate treatment.
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30. In the African Region in 2011, the total number of tests (both

microscopy and RDTs) was less than half the number of ACTs
distributed by national malaria control programmes, indi-
cating that ACTs are given to many patients without confir-
matory diagnostic testing.

Antimalarial drug resistance

3.

32.

33.

WHO recommends that oral artemisinin-based monothera-
pies should be progressively withdrawn from the market
and replaced with ACTs, a policy endorsed by the World
Health Assembly in 2007. The number of countries which
still allow the marketing of these products has decreased
from 55 countries in 2008 to 15 countries as of November
2012, of which 8 are in the African Region. The number of
pharmaceutical companies marketing these products has
dropped from 38in 2010 to 28 in 2011. Most of the countries
that allow marketing of these medicines are in the African
Region, while most of the manufacturers are in India.

Therapeutic efficacy studies remain the gold standard for
guiding drug policy and should be undertaken every 2 years.
In 2010 and 2011, studies of first- or second-line antimalarial
treatments were completed in 47 of 71 countries where
P falciparum efficacy studies were possible, an increase
from 31 countries during 2008-2009. (In 28 countries with
ongoing malaria transmission, efficacy studies are impracti-
cable because of low malaria incidence, or because they are
endemic for P vivax only.) Studies were planned in 49 coun-
tries during 2012, including 29 countries in Africa.

Parasite resistance to artemisinins has now been detected
in 4 countries of the Greater Mekong subregion: Cambodia,
Myanmar, Thailand and Viet Nam. Despite the observed
changes in parasite sensitivity to artemisinins, ACTs continue
to cure patients provided that the partner drug is still effi-
cacious. In Cambodia’s Pailin province, resistance has been
found to both components of multiple ACTs, and special
provisions for directly observed therapy using a non-arte-
misinin-based combination (atovaquone-proguanil) have
been put in place.

Malaria surveillance

Malaria surveillance systems currently detect only 10% of cases esti-
mated to occur annually. Case detection rates are lowest in coun-
tries with the highest numbers of malaria cases.

34.

The proportion of malaria cases tested and reported among
all those seeking treatment in public sector health facili-
ties (the “case detection rate”) is less than 20% in 39 of the
99 countries with ongoing malaria transmission. These 30
countries account for 185 million cases of malaria or 78%
of the estimated global total. Impediments in case detec-
tion vary by WHO Region: in the African and Western Pacific
Regions, the main constraint is the small proportion of
patients attending public facilities who receive a diagnostic
test for malaria, whereas in the South-East Asia Region, the
most important issue is the high proportion of patients who
seek treatment in the private sector.



35. For countries in the phase of malaria control (as opposed to
elimination), surveillance systems do not need to detect all
cases in order to achieve their objectives which are primarily
to assess trends over time and identify geographic differ-
ences in malaria incidence. However, in 41 countries around
the world which account for 85% of estimated cases, it is not
possible to make a reliable assessment of malaria trends due
to incompleteness or inconsistency of reporting over time.
Thus, surveillance systems appear to be weakest where
the malaria burden is greatest; urgent action is needed to
improve malaria surveillance in these settings.

Changes in malaria incidence
and mortality

Approximately half of countries with ongoing malaria transmis-
sion are on track to meet the World Health Assembly (WHA) and
RBM target: to achieve a 75% reduction in malaria cases by 2015,
compared to levels in 2000. While 50 countries are on track to reach
the target, progress in more than a third of countries cannot be
assessed due to limitations in their reported data. Further prog-
ress towards international malaria targets depends on achieving
substantial gains in the highest burden countries.

36. Of 99 countries with ongoing malaria transmission, 58
submitted sufficiently complete and consistent data on
malaria cases between 2000 and 2011 to enable an assess-
ment of trends to be made. Based on these reported data,
50 countries, including 9 countries in the African Region, are
on track to meet the WHA and RBM target to reduce malaria
case incidence by 75% by 2015. A further 4 countries are
projected to achieve reductions of between 50% and 75%.
Malaria case incidence increased in 3 countries of the Region
of the Americas.

37. Of the 104 endemic countries in 2012, 79 countries are clas-
sified as being in the malaria control phase, 10 are in the pre-
elimination phase, 10 are in elimination phase. Another 5
countries without ongoing transmission are classified in the
prevention of re-introduction phase.

38. There were an estimated 219 million cases of malaria (range
154-289 million) and 660 000 deaths (range 610 000-971
000) in 2010. The estimates for 2010 have been updated
since they were first published in the World Malaria Report
2011 after a process of country consultation. Country-
level malaria estimates available for 2010 show that 80%
of estimated malaria deaths occur in just 14 countries and
approximately 80% of estimated cases occur in 17 countries.
Together, the Democratic Republic of the Congo and Nigeria
account for over 40% of the estimated total of malaria deaths
globally. The Democratic Republic of the Congo, India and
Nigeria account for 40% of estimated malaria cases.

39. Malaria is strongly associated with poverty. 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 USS$ 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.

40. Progress in reducing malaria case incidence and mortality
rates has been faster in countries with lower numbers of
cases and deaths. Nonetheless, greater numbers of cases
and deaths are estimated to have been averted between
2001 and 2010 in countries which had the highest malaria
burdens in 2000. If the malaria incidence and mortality
rates estimated for 2000 had remained unchanged over the
decade, 274 million more cases and 1.1 million more deaths
would have occurred between 2001 and 2010. The majority
of cases averted (52%) and lives saved (58%) are in the 10
countries which had the highest estimated malaria burdens
in 2000. Such estimations indicate that malaria programmes
are having their greatest impact where the burden is highest.

41. There are many inherent uncertainties in any approach to
producing estimates of malaria case incidence and mortality,
and in analyses based on these estimates. The global malaria
community needs to increase its efforts to support malaria-
endemic countries in improving diagnostic testing, surveil-
lance, vital registration, and routine health information
systems, so that accurate information on malaria morbidity
and mortality can be obtained.
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Avant-propos

Dr Margaret Chan
Directeur général de

I'Organisation mondiale de la Santé (OMS)

Les cing derniéres années ont été

marquées par une augmentation

considérable des financements inter-

nationaux en faveur de la prévention,

du controle et de Iélimination du

paludisme. Suite a l'appel (2008) du
Secrétaire général de I'Organisation des Nations Unies, Ban Ki-moon,
en faveur de 'accés universel aux interventions antipaludiques, les
produits et médicaments essentiels ont été rapidement distribués
en Afrique subsaharienne, la ou le poids de la maladie est le plus
lourd. Les efforts consentis par les gouvernements des pays endé-
miques, les donateurs et les partenaires internationaux ont renforcé
la lutte contre le paludisme, avec des résultats visibles sur le terrain.
ces dix dernieres années, principalement grace a lintensification
des interventions.

Cependant, les financements disponibles restent inférieurs
aux ressources requises pour atteindre a la fois les Objectifs du
Millénaire pour le Développement (OMD) liés a la santé et d'autres
cibles mondiales définies par la communauté internationale. Pour
réaliser l'objectif d'acces universel aux interventions antipalu-
diques, USS 5,1 milliards sont estimés nécessaires chaque année
entre 2011 et 2020. Or, pres de la moitié seulement est disponible
aujourd’hui, soit USS$ 2,3 milliards. Il est donc urgent d'identifier
de nouvelles sources de financement pour intensifier encore, puis
pérenniser les efforts antipaludiques, et ainsi protéger les investis-
sements consentis au cours de la derniére décennie. Nous devons
aussi trouver de nouveaux moyens d'optimiser les fonds existants
en augmentant le rapport qualité/prix des produits antipalu-
diques et l'efficacité de la prestation de services.

Le Rapport 2012 sur le paludisme dans le monde regroupe les
données les plus récentes fournies par les pays endémiques et les
partenaires, et analyse précisément les progrés accomplis et les
tendances. Derriere les données statistiques et autres graphiques
se cache une triste réalité : chaque minute, un enfant africain
meurt du paludisme, une maladie pourtant totalement évitable
et guérissable. 'acces des communautés les plus vulnérables aux
moustiquaires imprégnées d'insecticide longue durée, pulvéri-
sations intradomiciliaires d'insecticides a effet rémanent, tests de
diagnostic et combinaisons thérapeutiques a base d‘artémisinine
(ACT) est encore insuffisant. Pour la premiere fois depuis cing ans, il
semble se stabiliser, n'ayant augmenté que de fagcon modeste entre
2010 et 2011. Il nous faut donc agir au plus vite pour préserver la
récente dynamique et les résultats quelle a pu générer.

Nos outils antipaludiques actuels restent efficaces quasiment
partout dans le monde. Une résistance aux artémisinines, les prin-
Cipales composantes des ACT, est apparue dans quatre pays d'’Asie
du Sud-Est et une résistance des moustiques aux insecticides a
été observée dans 64 pays. Méme si ces phénomenes ne compro-
mettent pas, a I'heure actuelle, la réussite des programmes natio-
naux de lutte contre le paludisme, des efforts supplémentaires
devront étre rapidement déployés pour éviter une prochaine
catastrophe de santé publique.
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Nous sommes a trois ans de I'échéance fixée pour les OMD. Comme
expliqué dans ce rapport, 50 pays sont en passe datteindre les
objectifs de 2015 définis par 'Assemblée mondiale de la Santé et
le Partenariat Roll Back Malaria, a savoir réduire de 75 % lincidence
du paludisme au niveau national. A eux seuls, ils ne représentent
toutefois que 3 % (soit 7 millions) du nombre total de cas estimés
dans le monde. Les cibles internationales en matiere de paludisme
ne seront atteintes qu’a condition de réaliser des avancées considé-
rables dans les 14 pays les plus durement touchés, la ot 80 % des
déces liés a la maladie sont recensés.

Le suivi des progrés constitue un défi majeur dans le contréle du
paludisme. Les systemes de surveillance ne permettent diden-
tifier que quelque 10 % du nombre total de cas estimés dans le
monde. Ils devront donc étre renforcés de toute urgence, de fagcon
a i) répondre rapidement et efficacement au paludisme dans les
régions endémiques, i) prévenir la résurgence des cas et les épidé-
mies, iii) suivre les progres accomplis et iv) responsabiliser les
gouvernements et la communauté antipaludique internationale.
Une évaluation précise de la tendance en matiere de paludisme
est actuellement impossible dans 41 pays et ce, en raison d'une
collecte incohérente ou incompléte des données.

Cette année, a l'occasion de la Journée mondiale contre le palu-
disme, je me suis rendue en Namibie pour lancer linitiative T3:
Test. Treat. Track. (Tester. Traiter. Tracer.) et pour encourager pays et
partenaires a renforcer rapidement la surveillance, ainsi que I'uti-
lisation des tests de diagnostic et du traitement thérapeutique a
qualité garantie. LOMS a également publié de nouveaux manuels
de surveillance pour le contréle et I'€limination du paludisme, ainsi
que le Plan mondial pour la gestion de la résistance aux insecti-
cides chez les vecteurs du paludisme. Ces documents pratiques
aideront les pays a recentrer et a mettre a jour leurs stratégies
antipaludiques nationales, de facon a tirer le meilleur parti des
ressources limitées dont ils disposent. Créé récemment, le Comité
consultatif sur les stratégies de lutte contre le paludisme (MPAC)
de I'OMS a par ailleurs recommandé la chimioprévention du palu-
disme saisonnier dans la sous-région du Sahel. Cette intervention
simple et peu colteuse pourrait prévenir plus de 75 % des cas de
paludisme sévere et sans complications chez les enfants de moins
de cing ans.

Venir a bout du paludisme nécessitera un engagement politique
au plus haut niveau, des coopérations régionales renforcées et
limplication d'autres secteurs que la santé, notamment la finance,
I'éducation, la défense, I'environnement, I'exploitation miniere, 'in-
dustrie et le tourisme. La lutte contre cette maladie doit étre inté-
grée a l'agenda de développement de tous les pays endémiques.
Des progres supplémentaires ne seront possibles qu’a condition
d'ceuvrer sans relache pour renforcer les systemes de santé et
assurer la disponibilité de financements pérennes et prévisibles.
Le présent rapport décrit les avancées remarquables réalisées en
matiere de lutte contre le paludisme ; nous devons donc agir vite et
avec détermination pour ne pas les compromettre,



Résumeé et points essentiels

Le Rapport 2012 sur le paludisme dans le monde récapitule les
informations communiquées par 104 pays dendémie palustre
ainsi que des renseignements émanant d'autres sources. |l
s'attache a mettre a jour les analyses figurant dans le Rapport
2011. 1l souligne les progres accomplis dans le but de contribuer
au respect des objectifs internationaux fixés a I'horizon 2015 et
décrit les défis actuels en ce qui concerne la lutte et I'élimination
du paludisme.

Les dix derniéres années ont été marquées par une expan-
sion considérable du financement et de la mise en ceuvre
des programmes de lutte contre le paludisme. Les finance-
ments internationaux débloqués pour lutter contre le palu-
disme se sont nettement accrus, passant d'un peu moins de
USS 100 millions en 2000 a USS 1,71 milliard en 2010 et ont
été estimés a USS 1,66 milliard en 2011 et a USS 1,84 milliard
en 2012. Une analyse a permis de révéler qua mesure que les
financements augmentaient, ces derniers ciblaient de plus en
plus la région Afrique, notamment les pays au revenu national
brut le plus faible par habitant, mais aussi les pays ou les taux
de mortalité dus au paludisme sont les plus élevés. Les finan-
cements accordés par les gouvernements nationaux pour les
programmes de lutte contre le paludisme ont aussi augmenté
entre 2005 et 2011. lls ont été estimés a USS 625 millions en 2011.

Sit ces financements restent insuffisants pour dégager les
USS$ 5,1 milliards nécessaires a la réalisation de la couverture
universelle grace a des interventions de lutte contre le palu-
disme, les financements alloués a la lutte contre le paludisme
ont permis aux pays endémiques d'augmenter considérable-
ment l'acces aux interventions de prévention antipaludiques
mais aussi aux services de diagnostic et de traitement. Le pour-
centage estimé des ménages possédant au moins une mousti-
quaire imprégnée d'insecticide a longue durée (Mll) en Afrique
subsaharienne a augmenté, passant de 3 % en 2000 a 53 % en
2011, puis est resté stable a 53 % en 2012. Les enquétes aupres
de ménages indiquent quenviron 90 % des personnes ayant
acces a une Ml au sein d'un foyer I'utilisent effectivement. Le
pourcentage de protection par des pulvérisations intradomici-
liaires d'insecticides a effet rémanent (PIl) dans la Région Afrique
a évolué de moinsde 5% en 2005 a 11 % en 2010 puis est resté
stable en 2011. Dans le domaine des tests de diagnostic rapide
et des traitements, les achats de tests de diagnostic rapide (TDR)
et de combinaisons thérapeutiques a base d'artémisinine (CTA)
sont en augmentation. Quant au pourcentage des cas suspects
soumis a un examen parasitologique, il est passé de 68 %
en 2005 dans le monde entier a 77 % en 2011, avec la plus forte
hausse enregistrée en Afrique subsaharienne. Toutefois, I'aug-
mentation du pourcentage de tests de diagnostic entre 2010
et 2011 n'était que d'1 %.

Il semble que I'amélioration rapide constatée par ces mesures
de la performance des programmes jusqu’a 2010 stagne récem-
ment, parallelement au plafonnement des financements, et que
des millions de personnes continuent a ne pas avoir acces aux

thérapies de prévention, aux tests de diagnostic et aux traite-
ments satisfaisants aux normes d'assurance qualité. Il va falloir
redoubler defforts avant de pouvoir concrétiser la cible de
I'acces universel aux interventions de prévention antipaludique,
aux tests de diagnostic et aux traitements appropriés. Il existe
une autre complication : une résistance aux artémisinines, un
composant clé des associations médicamenteuses comportant
de I'artémisinine, a été notée dans quatre pays d’Asie du Sud-Est,
alors que la résistance des moustiques aux insecticides a été
constatée dans 64 pays dans le monde.

Sur 99 pays touchés par la transmission en 2011, 58 pays ont
soumis des données suffisamment exhaustives et cohé-
rentes sur les cas de paludisme entre 2000 et 2011 permettant
de dégager les tendances. Si l'on se fonde sur ces données
soumises, 50 pays sont en bonne voie pour atteindre les cibles
fixées par I'Assemblée mondiale de la santé et par le partenariat
RBM (« Faire reculer le paludisme ») : réduire de 75 % le nombre
de cas de paludisme d'ici 2015, et notamment dans neuf pays
de la région Afrique. Toutefois, les 58 pays ayant soumis des
données suffisamment exhaustives et cohérentes ne repré-
sentent que 15 % des cas estimés dans le monde ; les systéemes
de surveillance sont les plus faibles la ou la charge du paludisme
est la plus élevée. Il est indispensable de renforcer la surveillance
du paludisme dans les 41 autres pays représentant 85 % des cas
de paludisme estimés, afin que les programmes identifient et
dirigent des ressources vers les 