
Malaria is one of the greatest killers of 
children and pregnant women. In 2015, 
438,000 people died from this ancient 
disease – 70% were children under 5 
years of age. At the same time, around 
125 million pregnant women around the 
world are at risk, each year. In Africa 
alone, approximately 10,000 women 
and 200,000 babies die annually as 
a consequence of the infection, and 
substantial numbers of infants are 
born prematurely with low birth weight. 
Pregnant women who contract malaria 
are also more likely to experience life-
threatening outcomes, like cerebral 
malaria and severe anaemia, putting 
two lives at risk, not just one. 

Because these are difficult populations for 
which to develop medicines, for many years 
the pharmaceutical industry was not working 
on medicines to meet their needs. However, 
since 1999, Medicines for Malaria Venture 
(MMV) and its partners have been discovering, 
developing and delivering new antimalarial 
medicines for these and other populations 
at risk of malaria. New medicines like the 
six that MMV has brought forward, as well 
as insecticide-treated bed nets and vector 
control measures, have helped save some 
6.2 million lives since 2000; 5.9 million were 
children under 5 years of age. Yet, much still 
remains to be done to bring the count of lives 
lost to malaria down to zero and MMV remains 
focused on developing more effective and 
more affordable next-generation medicines to 
contribute to this global campaign.

Protecting children when they 
are most vulnerable

In the Sahel sub-region of Africa, annual 
malaria cases are concentrated in the 
4-month rainy season. Around 39 million 
children under 5 years-of-age live in these 
regions and an estimated 152,000 die from 
malaria each year.1  
 
To protect these children, the World 
Health Organization (WHO) recommends 
administration of full treatment courses 
of an antimalarial, SP+AQ2, which is given 
intermittently during the rainy (malaria) 
season. Known as seasonal malaria 
chemoprevention (SMC), the intervention is 
cost-effective and prevents around 75% of 
malaria episodes.3 Although the medicine 
is inexpensive and easy-to-administer, its 
use has not been nearly common enough 
to reach the millions of children who can 
benefit. Thus, MMV is, in collaboration with 
a number of partners, supporting its roll-out 
in seven countries in the Sahel sub-region. 

The project began in 2014 and by 2015 
had reached 3 million children leading 
to encouraging reports of empty beds in 
malaria wards. In 2016, the goal is to reach 
6.5 million children and we are well on the 
way.

Child-friendly formulations  
for treatment

MMV has seen tremendous success in the 
development of paediatric antimalarials. 
To date, two high-quality antimalarials 
specifically for children have been developed 
by MMV and partners and a third is due to 
be submitted for approval in 2016. By early  
2016, 300 million treatments of the first 

of these, a cherry-flavoured dispersible 
product, had been distributed, making it the 
most widely-distributed quality artemisinin 
combination therapy 4 for children.

Keeping the momentum strong, MMV is work-
ing with partners to start the development  
of child-friendly formulations in parallel with 
the adult formulations. As paediatric formu-
lations are typically developed after adult 
medicines are approved and on the market, 
this bold move will accelerate access of new 
medicines to children. 

Saving more lives from  
severe malaria

While uncomplicated malaria is debilitating, 
when it progresses to severe malaria 
it is deadly. Since 2011, the WHO has 
recommended injectable artesunate (Inj AS) 
as first-line treatment for severe malaria, 
as it provides a 22% reduction in mortality 
compared to the drug quinine, which was 
the treatment most commonly used.5,6  
In anticipation of this policy change, 
MMV worked with a Chinese generics 
company to enable them to obtain WHO 
prequalification. Such qualification provides 
the assurance of quality for countries that 
need to obtain the drug. 

Once prequalification was assured, MMV 
then quickly began work to scale-up 
access to Inj AS in Nigeria and Democratic 
Republic of Congo – the two countries 
with the highest severe malaria burden 
in the world. Based on the experience 
gained, MMV established a severe malaria 
consortium with several other NGOs and 
received funding to expand the scale-up in 
Nigeria and in five other high-burden African 
countries (see box for real-life story).
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Defeating Malaria Together

Throughout the course of the project 18,000 
healthcare workers were trained to administer 
Inj AS across 1,650 healthcare centres. As 
of December 2015, across the six countries, 
the proportion of Inj AS treatments procured 
in the public sector compared to quinine was 
99.5% in 2015, compared to 16% in 2013, 
and the average proportion of patients treated 
with Inj AS was 85.5%. Further, since WHO 
prequalification, 53 million vials of Inj AS have 
been delivered, saving an estimated additional 
300,000-350,000 lives compared to treatment 
with quinine. These astonishing figures alone 
confirm that the project led to a dramatic shift 
to better treatment for severe malaria. 

Prioritizing molecules for 
pregnant women

Developing new drugs for pregnant women 
is extremely challenging, both ethically and 
scientifically. Pregnant women are excluded 
from trials of new drugs until the risks and 
benefits are well understood among non-
pregnant adults. Yet there is a clear need 
for new antimalarial medicines that are well-
tolerated in pregnancy, for both treatment and 
protection. 

While we cannot definitively predict which 
medicines will be suitable in pregnancy, we 
can identify which medicines would not be. 
Traditionally, non-clinical studies to determine 
if a molecule may be unsafe in pregnancy are 
conducted in parallel with late-stage clinical 
development studies. MMV has developed a 
strategy to move this testing forward so it is 
one of the first safety tests performed in non-
clinical evaluation. In this way, we will ensure 
that medicines without safety signals during 
pregnancy are identified as early as possible 
and prioritized for further development.

Protecting pregnant women

To protect pregnant women living in areas 
of moderate-to-high malaria transmission, 
the WHO recommends administration of 
full treatment courses of the drug SP7 at a 
minimum of three antenatal care visits, at 
least a month apart. Unfortunately, use of this 
intervention is very low and there are worrying 
signs that SP’s efficacy may be undermined 
by drug resistance, which today is spreading 
and intensifying. In line with current WHO 
recommendations, MMV has supported 
the Call to Action by the Roll Back Malaria 
Partnership, an advocacy effort to achieve 
greater access and acceptance for the 
intervention, where effective.

Meanwhile, to address the need for 
alternatives to SP, MMV and the London 
School of Hygiene & Tropical Medicine are 
conducting a safety study of an alternative 
medicine in pregnant women in Tanzania. 

With six medicines already developed 
and 65 drug projects in the portfolio, 
MMV is working energetically and 
effectively toward a world where 
innovative new antimalarials cure 
and protect vulnerable populations 
like children and mothers, and help 
to ultimately eradicate this terrible 
disease. 
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Kamaragi’s story, Uganda 
 
Two-year-old Kamaragi was suffering 
high fever when his mother brought him 
to Luweero Hospital in northern Uganda. 
He was diagnosed with severe malaria. 

Fortunately, Kamaragi was given 
injectable artesunate (Inj AS) and the 
next day his fever had gone and he was 
able to sit upright in bed. The worry and 
panic on his mother’s face changed 
to relief as she realized her son would 
survive.
 
Uganda has one of the highest burdens 
of severe malaria in the world. Over 
666,000 in-patient malaria cases were 
registered in 2015 alone. On the same 
day that Kamaragi was admitted, three 
other children were also suffering from 

severe malaria at Luweero Hospital; 
fortunately, all of them received Inj AS and 
recovered.

Thanks to the MMV-led project, 1.5 million 
vials of Inj AS were distributed throughout 
Uganda, with the potential to treat up to 
250,000 children like Kamaragi and to 
save an additional 10,000 lives compared 
to treatment with quinine. 

“The roll-out of injectable artesunate has 
helped Uganda to deal with the recent 
malaria epidemic,” explained Kamaragi’s 
physician Dr Byamukama. “Within the 
public sector, the project’s efforts have 
resulted in a complete switch from 
quinine to Inj AS to treat severe malaria.” 


