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Malaria interventions in tropical Africa have a long history, 
mostly forgotten. During the 20th century, campaigns 
to control the disease achieved important successes, 
yet they also encountered unforeseen ecological and 
cultural obstacles and produced a spate of unanticipated 
consequences. The goal of eradication proved frustratingly 
elusive. Although current antimalaria programmes have 
more robust financial support than earlier campaigns, the 
road ahead looks to be long and bumpy. The historical 
epidemiology of African malaria provides a context for 
understanding the contemporary campaign.

Today, malaria remains a global disease with a broad spatial 
distribution, although it is geographically centred in tropical 
Africa. Somewhere between 300 000 and 500 000 clinical 
cases of malaria are registered globally each year. Plasmodium 
falciparum, the deadliest of the malaria parasites and the 
principal cause of malarial infection in tropical Africa, kills 
about 1 million infants and young children each year, 90% of 
whom are from tropical Africa. Those who survive childhood 
P falciparum malaria acquire partial or full immunity to 
infection that is maintained though reinoculation, without 
which acquired immunity is soon compromised.

A host of government agencies and non-governmental 
organisations (NGOs) are working to tackle malaria. The 
donors’ financial commitments are unprecedented. Workers 
distribute insecticide-treated bed nets and antimalarial 
medicines to afflicted populations. Large amounts of 
research funds have been committed to develop new 
tools—such as vaccines and transgenic mosquitoes—that 
may give a decisive advantage to medical workers and close 
the final act in the tragedy of African malaria. Some dare to 
hope that full eradication may be within reach.

The malaria problem is complex, both because of what we 
know and what we don’t know. Specialists look at malaria 
through different prisms. Malaria is variously analysed as 
an entomological problem (because it is mosquito-borne), 
an economic problem (because infections reduce work 
productivity and the frequency and severity of infection can 
be reduced by improvements in socioeconomic status), a 
medical issue (because it is treatable by chemical therapy), 
and a public health calamity (because of the burden of 
disease and the synergy of coinfections with HIV and 
tuberculosis). Although enormous strides in science have 
been made over the past generation, we do not have a 
sound understanding of the health consequences of the 
reinfection of adults who have lost their acquired immunity.

During the 19th century, some Europeans resident along 
the western coast of Africa self-medicated with powdered 
cinchona bark and quinine. Even so, the death rates among 
immunologically naive Europeans remained high and tropical 

Africa maintained its reputation as “the white man’s grave”. 
In the first half of the 20th century, the first generation of 
malariologists focused their efforts on protecting European 
colonists by destroying mosquito breeding habitat near 
urban areas and encouraging the use of quinine for 
prophylaxis and cure. They also intervened to reduce sickness 
and so improve productivity among African labourers who 
worked for European-owned plantations or mines.

Beginning in the late 1940s, malariologists began 
to deploy a set of new tools. The most important 
were the synthetic insecticides, such as dieldrin and 
dichlorodiphenyltrichloroethane (DDT), that offered the 
prospect of the interruption of malaria transmission by 
killing adult mosquitoes that rest on interior house walls. 
Powerful chemical therapies, including pyrimethamine 
and chloroquine, also became available for use in malaria 
control. Initially, malariologists used these tools in ongoing 
malaria-control projects in the African colonies, and in the 
1950s WHO began a series of pilot projects in Liberia and 
in several British and French colonies in tropical Africa. The 
core of their approach was indoor residual spraying (IRS).

The pilot projects, however, proved expensive to mount, 
and during the short life spans of the projects, the vector 
mosquitoes began to develop resistance to the insecticides. 
In the project zones in Dahomey, Togo, Northern Cameroon, 
Northern Nigeria, Senegal, and Upper Volta, malaria 
prevalence declined. In Uganda, Liberia, and South Cameroon, 
the interventions blocked malaria transmission, although 
only in South Cameroon was a full success scored with IRS 
alone. From a medical or public health perspective, these 
successes were ephemeral. WHO’s pilot projects resulted in 
the loss of acquired immunities among populations in the 
project zones. As the interventions ended, malaria infections 
soared in the newly vulnerable populations. In the aftermath 
of WHO’s pilot projects, malaria experts pondered the results. 
Focusing on the few successes, they advanced the view that 
the interruption of malaria transmission in tropical Africa was 
technically feasible and that the obstacles to success were 
primarily those of inadequate finance and administrative 
capability. As political change swept through British and 
French Africa, the best policy option appeared to be to 
encourage the integration of malaria control and treatment 
into the newly independent states’ national health services.

The prescription went unfilled. This was partly because 
WHO’s pilot projects—and other antimalaria programmes 
done under the aegis of European colonial governments—
encountered African cultural resistance to western-directed 
malaria control. Because most tropical Africans had survived 
childhood malarial infections and acquired some degree of 
functional immunity, adult Africans tended to underestimate 
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the severity of the disease and to view malaria as a white 
man’s medical issue. At independence, the priorities of 
many new African-led governments focused on economic 
development, rather than health services. 

Then a new era of malaria intervention in tropical Africa 
opened quite unexpectedly. Beginning in the 1960s, 
chloroquine became readily available, even in trading shops 
in remote rural areas. Moreover, chloroquine was extremely 
inexpensive and was often sold in single doses, so even very 
poor people were sometimes able to afford it. Chloroquine 
use became common, and it saved many lives. Self-
treatment with chloroquine became so widespread that it 
may have been the single most epidemiologically efficacious 
intervention in the modern history of African malaria. 
Because most of the chloroquine was imported through 
networks of private traders and sold by African shopkeepers, 
the extent of chloroquine use cannot be quantified, and thus 
the relation between chloroquine use and the rapid rates 
of African population growth can only be imputed. But it 
seems certain that chloroquine use enhanced the survival 
chances of the young and that this in turn contributed to 
the drastically altered African age pyramid—with a broader, 
more youthful base—that was noted by demographers. 
But with the emergence of chloroquine resistance, the 
prospects for a continuation of the improved survival rates 

were compromised. During the 1990s when chloroquine 
resistance became widespread, malaria deaths rose sharply.

The 1980s and 1990s were also the heyday of a new 
orthodoxy in economics that held that the poor performance 
of African economies was partly a function of government 
constraints on the private sector. International institutions, 
such as the World Bank and International Monetary Fund, 
imposed structural adjustment programmes that shrank the 
public sectors, including their health services. A new era of 
engagement opened early in the new millennium, with major 
financial commitments by the President’s Malaria Initiative, 
the Global Fund, and the Gates Foundation.

The future of malaria control in tropical Africa is uncertain. 
One might, however, anticipate echoes from the past. 
Insecticide-treated bed nets are the core approach to 
reducing transmission, and a new line of artemisisin-based 
drugs has replaced the venerable chloroquine. If and when 
parasite resistance to the artemisinin-based drugs spreads 
to Africa and as mosquito resistance to the insecticides 
used for treating bed nets evolves, a new era of increased 
vulnerability will open. This scenario suggests the prospect 
of a partial reversal of contemporary control efforts, which 
might be further exacerbated by warfare, the global financial 
crisis, or a change in donors’ funding priorities.

The scale of the interventions is growing. More lives 
are being saved and more sickness prevented, resulting 
in a larger number of immunologically naive children and 
adults. In the event of a partial reversal, many Africans may 
find themselves at great risk. The judgment of the earlier 
generation of malariologists may still be apt: there is a 
fundamental imperative to strengthen the national health 
services and to embed antimalaria programmes within 
them. The quandary is that, in practice, institution building 
has proved fraught with difficulties, in part because of 
pervasive corruption in many African governments.

Apart from the problems of mosquito and parasite 
resistance, successful programmes of reduced malaria 
transmission in some places have resulted in the perception 
of starkly diminished returns to malaria interventions. 
When this has occurred, political pressure has increased 
to divert resources to what are judged to be more critical 
public health challenges. African malaria will continue to 
be deeply challenging. New technologies of vaccines and 
transgenic mosquitoes will not immediately herald a new 
dawn of malaria eradication. The past is an imperfect guide 
to the future, but policy-makers would do well to take a fuller 
account of the historical record. The historical epidemiology 
of African malaria has cautionary lessons to convey about past 
experiences with malarial ecologies and the consequences of 
time-limited commitments to malaria control.
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