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Who will pay for malaria programmes?
Malaria control has made huge strides forward, but progress is stuttering as 
funding starts to level off. Professor William Brieger summarises the recently 
released World Malaria Report

Professor William R Brieger is from the Department of 
International Health, The Johns Hopkins University Bloomberg 
School of Public Health; and is Senior Malaria Adviser for Jhpiego, 
an affiliate of the Johns Hopkins University.

Previously we have talked about the willingness of indi-
viduals to pay for malaria services and how individual 
out-of-pocket (OOP) expenses accounts for a huge por-
tion of healthcare financing in general.1 We have also 
looked at a programme, the Affordable Medicines facil-
ity malaria (AMFm) that relies on both subsidies as well 
as OOP to ensure people get quality medicines at an 
affordable price.2 We concluded that it is not reasonable 
to depend on individual expenditure to achieve malaria 
targets and goals moving toward disease elimination – 
governments, donors, and the private sector must play 
a role.

Malaria funding on the brink
The recently released 2012 World Malaria Report 
(WMR) brought in to focus both malaria progress as 
well as the charges in malaria funding for the 104 
malaria-endemic countries.3 Increased rates of cover-
age with vector control and malaria case management 
measures has mean that 274 million cases and 1.1 mil-
lion deaths have been averted between 2001 and 2010. 
Unfortunately, The WMR observes that, ‘The enormous 
progress achieved appears to have slowed recently. In-
ternational funding for malaria control has levelled off, 
and is projected to remain substantially below projected 
needs.’ 

We are not talking about small amounts of money or 
minor contributions to date. The WMR reports that, ‘The 
past decade has witnessed tremendous expansion in the 
financing and implementation of malaria control pro-
grammes. International disbursements for malaria con-
trol rose steeply from less than US$100 million in 2000 
to US$1.71 billion in 2010 and were estimated to be 
US$1.66 billion in 2011 and US$1.84 billion in 2012.’ 
This must be put in context with amounts estimated to 
be needed to achieve universal coverage (including use) 
of the major prevention and treatment interventions.

The WMR explains that ‘The enormous progress 
achieved appears to have slowed recently.’ As noted, 
above international funding for malaria control has 
levelled off, and ‘is projected to remain substantially 
below the US$5.1 billion’ annually required to achieve 
and maintain universal coverage of malaria interven-
tions. The Roll Back Malaria Partnership has estimated a 
higher projected annual need. ‘Resource requirements 
for global malaria prevention, control, and elimination 
were estimated in the GMAP (Global Malaria Action Plan) 

to amount to some US$6.1 billion annually between 
2012 and 2015.’4 This figure includes both programme 
management costs as well as research needed to de-
velop new tools.

The mention of 2015 corresponds to the Millen-
nium Development Goals (MDG) target year, by which 
there has been hope that malaria mortality will reach 
zero, and malaria incidence will have reduced 75%.  
Fifty endemic countries are on target to meet this, but 
many countries, especially the high burden ones, lack 
adequate health statistics to determine their progress 
according to the WMR, but even with available data the 
WMR shows that although insecticide-treated net (ITN) 
ownership in sub-Saharan Africa is estimated to have 
risen from 3% in 2000 to 53% in 2011, it remained 
at 53% in 2012, far from the target of 80% ownership 
AND use by 2010.

The link between funding and coverage is clear 
in the WMR. 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, ITN coverage is expected 
to decrease if ITNs are not replaced in 2013.’ Recent 
reports from a regional malaria elimination meeting in 
Kigali show that replacement time may be even shorter, 
possibly every 18–24 months based on local use and 
environmental conditions.5,6

Even the MDGs face funding challenges overall. 
Mahmoud Mohieldin, the World Bank Group President’s 

A new ITN – but how long will it last?
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Special Envoy for the MDGs, has stressed that, ‘sup-
porting the MDGs will require stronger efforts on the 
parts of national governments to mobilize and manage 
domestic revenues, the private sector to support and 
deliver services where appropriate, and the develop-
ment partners to fill gaps.’ For malaria the WMR shows 
that the funding situation divides up such that 80% of 
current financing is provided donors and only 20% by 
endemic country governments and other local sources. 
The sustainability of malaria interventions without more 
local commitment is called into question.

When identifying what is happening in malaria 
financing, it is important to recognise that there are 
relatively few direct donors. Major international malaria 
funders accounting for over 90% of donor financing are 
Global Fund, US President’s Malaria Initiative (PMI), De-
partment for International Development (DfID), World 
Bank, and AusAid. Others include bilateral assistance, 
corporate donors and foundations. 

Of course the Global Fund itself receives its own 
money primarily from countries, but in addition to 
sponsoring PMI on a bilateral basis in 19 African 
countries, the US Government provides at least 20% 
of Global Fund monies. Likewise other governments – 
United Kingdom through DfID and Australia through 
AusAid contribute in two forms. All of these countries 
have been re-examining their global development com-
mitments in light of the persistent financial crisis that 
started in 2008.

The Global Fund as an entity and as the sum of its 
country contributors shocked the malaria and global 
health communities in 2011 when it announced the 
cancellation of its Round 11 of annual funding. The situ-
ation was complex and reflected weak financial pledg-
ing and inputs as well as internal management issues. 
The new funding approach was discussed in the WMR.  
There are some uncertainties causing concern for the 
malaria community. 

According to the 2012 WMR, ‘countries will be 
grouped by the Global Fund into Country Bands based 
upon a composite score which is a combination of a 
country’s GNI and its disease burden. There will be four 
Country Bands as follows, with the Board retaining the 
right to review the composition of bands prior to each 
allocation period:’

• Band 1: Lower income1/high burden.
• Band 2: Lower income/low burden.
• Band 3: Higher income/high-medium burden.
• Band 4: Specific high risk populations.

Then there will be a ‘global disease split (i.e. 52% for 
HIV, 32% for malaria, and 16% for TB), until a new for-
mula is determined,’ that will be combined with a split 
according to Bands. Finally, actual allocation decisions 
will be made by the country coordination mechanisms 
(CCMs). Malaria appears to be in greater direct competi-
tion with the other two diseases than in the past. How 
other donors will compensate for any country shortfalls 
is unknown at present.

One possible implication of bands is that there may 
be less focus on lower burden countries that are head-
ing toward malaria elimination. Just because disease 
burden is low, or becomes low due to effective interven-
tion, does not mean that funding is not needed. Con-
tinued surveillance and case containment activities are 
not cheap, and require constant vigilance and sustained 
efforts since not all of one’s neighbouring countries are 
at the same stage of malaria elimination.

Domestic financing
The changing scene among international donors points 
to a need to re-evaluate domestic contributions to 
finance malaria and other health and development 
programmes. Ethiopia is an example where policy think-
ing along those lines is underway. The Voice of America 
(VOA) points out that, ‘Ethiopia stands out because it 
already has reached a 60% reduction in the mortality 
rate of children under 5 years old.’ This progress has 
been facilitated by a decade of economic growth. VOA 
notes that although United States aid contributions to 
Ethiopia are now being reduced, Ethiopia is considering 
finding more domestic resources by scaling-up a health 
insurance scheme that has been successfully piloted in 
thirteen districts.7

Ghana has a long experience with its National 
Health Insurance Scheme. The World Bank reports 
that Ghana spends less than 5% of its GDP on health, 
slightly below average for a country at its income level. 
According to the 2009 World Health Organization 
(WHO) National Health Accounts, 47% of total health 
spending in Ghana is private (37% paid out-of-pocket 

Figure 1  Past and projected international funding for malaria control 2000–2015. This US$2 billion achievement compares with 
US$6 billion projected need 
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Figure 2  Illustrative ALMA SCORECARD Comparing Angola and 
Rwanda, Second Quarter 2012

(OOP) and 10% paid by private insurance and other 
private risk-pooling mechanisms). Of the 53% public 
spending share, the NHIS accounts for some 30% of 
public spending on health and 16% of total health 
spending. According to the NHIS, active membership 
in 2010 was 8.16 million, some 34% of the population. 
Since 2005, outpatient visits have increased by a factor 
of 23, inpatient service by a factor of 29, and expendi-
tures by a factor of 40.8

There are some caveats with health insurance. 
‘Although the benefit package of insurance is generous, 
insured people still incurred OOP payment for care 
from informal sources and for uncovered drugs and tests 
at health facilities. Nevertheless, they paid significantly 
less than the uninsured.’9 In addition, ability to pay 
premiums initially or in subsequent years is a concern.10 
Obviously poorer people are affected more by the 
premiums, and that was why people were hopeful about 
AMFm. The Global Fund did not cancel AMFm when its 
Board last met, but it did bundle the concept into exist-
ing and future malaria grants should countries wish to 
do so,11 leaving this subsidised treatment option, often 
through the informal private sector, in limbo.

Funding levels are not the only concern in reaching 
and sustaining malaria targets. One also needs to con-
centrate on how the resources are being used. The UK 
Guardian newspaper recently described how top-down 
commodity distribution approaches need to be com-
plimented with bottom-up community approaches.12 
Without community understanding and demand net 
deliveries from donors may sit in warehouses for months 

and when they reach the community they 
may be used as fishing nets or even wedding 
dresses, according to the Guardian.

International partners are quite aware 
of the need for better use of resources. The 
WHO’s Global Malaria Program (GMP), in 
revising its guidelines for malaria treatment 
in 2010, stated that, ‘The scale up of diag-
nostic testing will improve patient care (and) 
make more efficient use of scarce resources 
(emphasis added).’13

Accountability and advocacy
Is there a malaria lobby? Who advocates for 
more funds from donor countries and within 
endemic countries? The Roll Back Malaria 
Partnership has a Malaria Advocacy Working 
Group (MAWG) that has as one of its objec-
tives, ‘to ensure the wide dissemination of 
accurate information on resource allocations 
to inform the malaria community of current 
status and improve accountability both by 
donors and implementers.’14

The MAWG has drawn attention to the 
wide scope of efforts to enhance malaria 
funding to support the Global Malaria Action 
Plan.15 In addition to the usual international 
donors and domestic/government support 
MAWG points out the need to consider in-
novative fund raising mechanisms such as 

UNITAID’s air ticket tax. There is also stress 
on cost efficiencies with existing funds such as: more 
effective ways of procuring LLINs (long-lasting insecti-
cide nets); less overlap of LLIN and IRS (indoor residual 
spraying) programmes, at least until benefits are proven; 
rotation of insecticides used for IRS to delay resistance; 
accelerated availability and appropriate use of RDTs 
(rapid diagnostic tests); and better understanding of ef-
ficiencies of integrated health packages.

The African Media and Malaria Research Network 
(AMMREN), was formed in November 2006. It has over 
100 member journalists in 10 African countries, and is 
encouraging more journalists to become involved. One 
of AMREN’s key objectives is to advocate for implemen-
tation of international agreements on malaria signed by 
African leaders.16 Local advocacy becomes even more 
crucial with CCMs (country coordinating mechanisms) 
when it comes to future division of Global Fund support 
among the three diseases, and addition to boosting local 
counterpart funding.

Arsenio Manhice, an AMREN member and a reporter 
for the newspaper Notícias based in Maputo, Mozam-
bique provides an example of this advocacy function. 
He reported on the lack of qualified human resources 
for malaria work and also spoke of the lack of infra-
structure and logistics for indoor residual spraying.17 
These logistical resources are the kind that need major 
national financial commitments for sustainability.

Both Ethiopia and the US Agency for International 
Development, according to VOA, are encouraging 
African countries to adopt a ‘scorecard that publicly 
collects and reports health data.’ Such a scorecard 
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would track:
(1)  input indicators that relate to policy issues and avail-

ability of resources; 
(2)  process indicators; 
(3)  impact and outcome indicators that outline the data 

results. This is an important tool for both account-
ability and advocacy.
A scorecard actually already exists and is maintained 

by the African Leaders Malaria Alliance (ALMA).18 The 
ALMA Scorecard tracks malaria-related indicators in 
the areas of policy, public finance, financial control, 
commodities, implementation, and impact in addition 
to what are termed tracer indicators for maternal and 
child health. This publically available scorecard enables 
countries to compare themselves and may serve to 
boost support for malaria and health programmes. An 
example comparing Rwanda and Angola is seen within 
this article.

We can conclude from the present situation that 
funding to sustain the current levels of progress against 
malaria morbidity and mortality is at risk, even though 
current levels are possibly only one-third of actual need.  
Creative and alternative sources of funding are needed 
as well as better use of existing resources and greater 
national financial commitment in endemic countries.  
Advocacy for improved malaria financing, while strong 
in the past, is just entering its most crucial phase.
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