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1. Introduction 

 

On the 23rd of May 2012, the Leuven Centre for Global Governance Studies (GGS) 

organized a roundtable on reforming the global trading system for social good. The 

roundtable was a case study of anti-malarial products. The speakers were Mr. 

Anthony Carroll (Senior Associate at the Center for Strategic International Studies 

Africa Program, Vice-President Manchester Trade Ltd), Mr. Eugene Rosengarden 

(Former U.S. Government Senior Executive, founder of Customs and International 

Trade Development Group) and Mr. Richard Tren (Co-founder and Chairman of 

Africa Fighting Malaria). The workshop highlighted the need for an interdisciplinary 

approach towards issues of global (health) governance, such as the global fight 

against malaria. In particular, the workshop focused on how the relationship between 

the liberalization of trade and the provision of basic health care can be mutually 

beneficial. The aim of this policy brief is threefold. First, we describe the main efforts 

made to control malaria. Second, we briefly assess the prevailing African health care 

framework and discuss what role is there for the public and private sector. Third, in 

line with the topic of the workshop, we assess what role trade can play in controlling 

malaria. Finally, we discuss some of the problems currently associated with the 

global health care governance landscape. Competing projects, a multitude of donors 

and allegations of fraud and corruption pose additional problems to malaria-control 

efforts. 

 

2. The Issue 

 

Malaria is an ancient parasitic disease spread by mosquitoes that used to be 

widespread in the world, including in Europe and the United States. With the 

discovery of long-lasting insecticides, malaria eradication became possible. In the 

1950s, the World Health Organization (WHO) launched the Global Eradication 

Program which eradicated malaria in the European Union, the United States and on 

several island states but not in highly-malarial parts of Africa. In 1969, the 

Eradication Program was abandoned, due to various reasons, including donor 

fatigue. The focus of malaria control shifted to horizontal programs and health 

systems. Malaria returned and by the late 1990s, there were over 500 million cases 

per year, with approximately 2 million deaths. After initial setbacks, caused by a lack 

of the acknowledgement that malaria treatment and prevention must take into 

account cultural differences and local habits in order to be efficient, weak political 

leadership and insufficient funds, reforms took place on various levels between 2000 
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and 2005. Cases and deaths were reduced by 25% overall and up to 90% in some 

states.1 The current approach of malaria treatment uses indoor spraying, bed nets, 

diagnosis and effective treatment with new, more expensive medicines, for which no 

mosquito resistance occurs. Despite these efforts, still, every year approximately 250 

million people suffer from malaria and up to 1 million people, mostly children in 

Africa, die from the disease.2 According to a study in the Lancet, 3.3 billion people 

are still at risk of malaria, which is endemic in 106 countries around the world.3 In 

economic terms, the gains from effective malaria control were estimated to lie 

between $3 and $12 billion annually in Africa alone.4,5 It has been estimated that 

countries where malaria is prevalent have an annual rate of economic growth that is 

1.3% lower than in countries without malaria.6 As malaria is a preventable and 

curable disease, the foregoing facts highlight that changes in policies could lead to 

both a significant reduction in malaria-related deaths and economic gains. One is 

thus left with the essential question: why is not more action being undertaken to 

eradicate malaria? 

 

Controlling and preventing malaria is one of the eight Millennium Development Goals 

(MDGs) that 189 nations signed up to in 2000.7 The MDG Report 2011 notes that 

extensive control efforts have already led to a 20% reduction in deaths caused by 

malaria.8 At the same time, there is still a long way to go to reach the goal of halting 

and beginning to reverse the disease by 2015. In the year 2000, 53 African countries 

met in Abuja, Nigeria to discuss the steps that needed to be taken to roll back 

malaria. The Abuja Declaration on Roll Back Malaria in Africa aimed at halving 

malaria mortality for Africa’s people by 2010. One of the more straightforward 

pledges contained in the declaration was the pledge to ‘reduce or waive taxes and 

tariffs for mosquito nets and materials, insecticides, anti-malarial drugs and other 

recommended goods and services that are needed for malaria control strategies’ 

                                                 
1
 WHO, World Malaria Report 2011, Briefing on Revised Estimates of Cases and Deaths, 2011, 

Geneva, 278 p. 
2
 Global Health Initiative, ‘Public and Private Provision of Health Care in Sub-Saharan Africa’, Policy 

Brief, September 2007. 
3
 G. Nayyar, J. Breman, P. Newton and J. Herrington (2012), ‘Poor-quality antimalarial drugs in 

southeast Asia and 
sub-Saharan Africa’, The Lancet Infectious Diseases, Vol. 12, No. 6, pp. 488-496 
4
 J. Gallup and J. Sachs (2001), ‘The Economic Burden of Malaria’, Am. J. Trop. Med. Hyg., 64(1, 2)S, 

2001, pp. 85–96 
5
 B.M. Greenwood, K. Bojang, C.J. Whitty, G.A. Targett (2005), ‘Malaria’, The Lancet 365, pp. 1487–

1498 at 1488. 
6
 J. Gallup and J. Sachs (2001), ‘The Economic Burden of Malaria’, Am. J. Trop. Med. Hyg., 64(1, 2)S, 

2001, pp. 85–96 at 91. 
7
 UN General Assembly, Resolution 55/2, ‘United Nations Millennium Declaration’, par. 19. Controlling 

HIV/AIDS, malaria and other diseases became known as Millennium Development Goal (MDG) 6. 
8
 UN, The Millennium Development Goals Report 2011, New York, 2011, p. 42. 



 4  

(see infra, Part 4).9 One of the main problems associated with the pledges made in 

the Abuja Declaration however is that the pledges are not self-enforcing; there is no 

timetable that indicates by which dates these tariffs and taxes would actually have to 

be eliminated. It is crucial that an advocacy structure is found to monitor the 

implementation of the commitments. Before addressing the problem of tariffs on 

malaria control goods, we briefly assess the health care framework that is currently 

in place in Africa. 

 

3. The Health Care Framework 

 

As malaria prevention and treatment require substantial amounts of goods, and thus 

distribution of those goods, issues of poor domestic infrastructure, high transport 

costs, remote location of vulnerable groups of people and poverty are crucial in 

controlling and treating malaria. Non-profit distributors can play an important role in 

this, as local public systems can prove to be unaccountable. Heavy commodity 

deployment can take place through two channels: public health care or private health 

care, both of which have their advantages and disadvantages. The challenge for 

Africa is to have both public and private health care systems work in harmony over 

the coming years, so as to enable the employment of effective malaria control 

strategies. 

 

3.1 Public Health Care Systems 

 

The seminar highlighted a number of issues related to public health care systems in 

Africa. First, most systems suffer from insufficient funding. The best illustration of this 

fact is perhaps the finding that although Sub-Saharan Africa makes up for 11% of the 

world’s population and accounts for 24% of the global disease burden, the region 

commands less than 1% of global health expenditure.10 The 53 countries that signed 

up to the Abuja Declaration pledged to devote a minimum of 15% of their national 

budgets to health care. However, in 2007 the average expenditure on health as a 

percentage of GDP was still only 6.2% in the African-region.11 Similarly, the 53 states 

urged donor countries to fulfill their promise of devoting 0.7% of Gross National 

Income (GNI) to official development assistance (ODA). In 2009, however, only 5 

                                                 
9
 Abuja Declaration on Roll Back Malaria in Africa, 25 April 2000, Abuja, Nigeria. Full text available at 

http://rbm.who.int/docs/abuja_declaration.pdf (Last Accessed at 23 June 2012). 
10

 WHO, ‘Working Together for Health – The World Health Report 2006, Geneva, 2006, p. 8. 
11

 WHO, Health Situation Analysis in the African Region, Atlas of Health Statistics, 2011, Figure 30, p. 
14. 

http://rbm.who.int/docs/abuja_declaration.pdf
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countries had met this target.12 Given the inadequacy of public spending on health 

and the uncertainty surrounding international donor funding (as the global economic 

crisis lingers on), it is clear that other sources of funding need to be found. In fact, 

the private sector already covers most of the health care expenditure in the African 

region, as the government expenditure as part of total expenditure on health care 

only amounts to 45% on average.13 Comparatively, the African region, with thus 55% 

of total expenditure on health being private expenditure on health, is second only to 

the South-East Asian Region when it comes to private spending on health.14 Second, 

the argument was made that public health care systems will never be able to cater 

for everyone because of cost. Currently, the public health sector is overburdened 

and not equipped for efficient health care delivery. The public health sector benefits 

the rich more than the poor. A study by the WHO found that “although spending on 

social services is usually justified on equity and efficiency grounds, most curative 

health subsidies (in Africa) are not particularly well targeted to the poorest.”15 It has 

been argued that current public health care systems are not dynamic enough to cope 

with changes in demographics and epidemiologies.16 As a result, and even though to 

many this is a strong ideological issue, private health care supporting the public 

health system is crucial in controlling malaria. Only 3% of Africans are currently 

covered by health insurance and an estimated 60% of all health expenditures in 

Africa are 'out of pocket', mostly paying for private services.17 

 

3.2 Private Health Care Systems 

 

As discussed above, public health care will never deal with all issues on malaria and 

should be complemented with private health care systems in order to effectively 

sustain the efforts to control malaria. The result of the fragmented coverage provided 

by public health care systems has been a growth in private financing and provision of 

health care.18 The World Bank found that in Ethiopia, Kenya, Nigeria and Uganda, 

more than 40% of people in the lowest economic quintile receive health care from 

                                                 
12

 WHO, The Abuja Declaration: Ten Years On, Geneva, 25 March 2011, p. 3. Available at 
http://www.who.int/healthsystems/publications/abuja_declaration/en/index.html (Last Accessed at 23 
June 2012). 
13

 WHO, Health Situation Analysis in the African Region, Atlas of Health Statistics, 2011, Figure 36, p. 
17. 
14

 WHO, Health Situation Analysis in the African Region, Atlas of Health Statistics, 2011, Figure 40, p. 
19. 
15

 F. Castro-Leal, J. Dayton, L. Demery and K. Mehra (2000), ‘Public spending on health care in Africa: 
do the poor benefit?’, Bulletin of the World Health Organization, Vol. 78, No. 1, pp. 66-74 at 72. 
16

 Global Health Initiative, ‘Public and Private Provision of Health Care in Sub-Saharan Africa’, Policy 
Brief, September 2007, p. 4. 
17

 WHO, Health Situation Analysis in the African Region, Atlas of Health Statistics, 2011, Figure 43, p. 
20. 
18

 The Economist, The Future of Health Care in Africa, The Economist Intelligence Unit, Geneva, 2011, 
p. 14. 

http://www.who.int/healthsystems/publications/abuja_declaration/en/index.html
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private (for profit) providers.19 Private health care should take people out of the public 

system, so the public health care system can cater for the weakest and the poorest. 

Sadly, this is currently not happening as envisioned, as those who can afford private 

health care are benefiting from public health care, whereby its limited capacity is 

overburdened. The vast range of financial and developmental opportunities that the 

health industry presents is something African investors are taking advantage of. For 

a growing middle class of Africans, who are able to provide for their own medicines, 

private health care is a serious option. This is illustrated by private employers who 

provide anti-malarial products in order to make their workers more productive, 

achieving great results on both malaria suppression and productivity. The existence 

of two parallel health care frameworks has however led to fears of the creation of a 

two-tiered health care system. A number of non-governmental organizations (NGOs) 

are extremely critical of the (in their view exaggerated) emphasis on the role the 

private sector can play in providing universal and equitable health care. Although 

Oxfam notes that the private sector can play a role in health care, the organization 

warns against prioritizing an approach that involves increasing the role of the private 

sector in health care provision in developing countries. As a consequence, it argues 

that the public sector should be the main provider if developing countries are to 

achieve the goal of universal and equitable access to decent health care.20 

 

3.3 The Way Forward 

 

More than a decade ago, criticism was raised already with regard to the distinction 

between ‘public’ and ‘private’ in health care services and the lack of clarity on what 

exactly constitutes ‘a public health service.’ This results in a situation where ‘for-

profit’ goals are being introduced into the operational policies of ‘public’ hospitals, 

thereby endangering their adequacy, relevancy and accessibility.21 The prevailing 

outlook towards changes to the health care framework in Africa appears to be that 

an increase in Public Private Partnerships (PPPs) is the best way to ensure that the 

continent’s 750 million people benefit from quality health care services. Taking into 

account the criticisms raised by a number of NGOs, it appears that a first goal should 

                                                 
19

 A. Ghatak, J. Hazlewood and T. Lee (2008), ‘How Private Health Care can Help Africa’, The 
McKinsey Quarterly, March 2008, p. 1. 
20

 A. Marriott (2009), ‘Blind Optimism – Challenging the Myths About Private Health Care in Developing 
Countries’, Oxfam Briefing Paper, February 2009, Oxford, p. 40. 
21

 D. Giusti, B. Criel and X. de Béthune (1997), ‘Viewpoint: public versus private health care delivery – 
beyond the slogans’, Health Policy and Planning, Vol 12, No. 3, pp. 193-198 at 197. 
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be for governments ‘to reduce, if not eliminate, the disparities in access to, and 

affordability of health care.’22 

 

4. Trade  

 

Having briefly assessed the prevailing health care framework in Africa, and the roles 

of the public and private sector, we now turn to the issue of trade. Contrary to certain 

other diseases, such as HIV for which a behavioral change is crucial, malaria 

responds to commodity deployment. This malaria control and treatment involves the 

trade of hundreds of millions of dollars’ worth of commodities, such as mosquito bed 

nets and medicines. Most of these goods are being produced in China, India and the 

European Union, hence issues surrounding trade are extremely relevant. With 

regard to deploying the necessary commodities to control malaria, tariff barriers and 

taxes are crucial. Where they exist, they raise costs, cause delays and ultimately 

cost lives. In this part we first assess some basic figures that illustrate the role of 

trade in Africa. Second, we discuss which particular products are relevant in 

controlling malaria. Further we look at the way in which the deployment of these 

products is hampered by tariff and non-tariff barriers (NTBs). Third, and finally, we 

assess the role that customs valuation can play in reducing the costs incurred by 

these tariffs and NTBs.   

 

4.1 Trade in Africa 

 

In the last decade African economies grew at much higher rates than rest of the 

world: an average of 7 African nations was included in list of 10 fastest growing 

economies worldwide in the last 10 years. However, African trade is still largely 

export oriented (87% in 2009), most of it destined for regions outside of Africa 

(>80%) and most of it is commodities. At a 2% share in world trade, Africa is, despite 

recent growth, still underperforming. This is, among other factors, due to high trade 

costs. Trade barriers are costing the African continent billions of dollars. Although 

some areas show positive signs (total exports of the East African Community (EAC) 

to sub-Saharan Africa already surpassed their total exports to the EU in 2000), there 

is a clear need to increase intra-African trade.23 This realization prompted the East 

African Community (EAC), the Common Market for Eastern and Southern Africa 

(COMESA) and the Southern African Development Community (SADC) to create a 

                                                 
22

 The Economist, The Future of Health Care in Africa, The Economist Intelligence Unit, Geneva, 2011, 
p. 30. 
23

 IPS, ‘Intra-African Trade or Global Integration: A Chicken-and-Egg Dilemma?’, 23 April 2012. 
Available at http://ipsnews.net/news.asp?idnews=107532 (Last Accessed at 23 June 2012). 

http://ipsnews.net/news.asp?idnews=107532
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plan that would integrate the existing regional trade blocs into one twenty-six nation 

free trade area by July 2014, creating a 1 trillion dollar trade bloc of 525 million 

people.24 The plan should result in a Tripartite Free Trade Agreement (FTA) with the 

final objective of providing duty-free and quota-free market access (DFQF) on all 

products and without quantitative restrictions on goods that meet the Tripartite Rules 

of Origin. The aim is to present a roadmap for the implementation of the FTA by the 

end of 2012. At the same time the African Union (AU) called upon the Economic 

Community for West African States (ECOWAS), Economic Community of Central 

African States (ECCAS) and Arab Maghreb Union (AMU) to enter into similar talks. 

Heads of State and Government have committed themselves to realizing a free trade 

zone that should be operational by the end of 2017.25 

 

4.2 African Trade in Anti-Malarial Products 

 

In principle, the trade barriers on anti-malarial products can be dealt with more easily 

than many other barriers, such as transport costs. By signing the Abuja Declaration 

African leaders committed themselves to abolish tariffs on mosquito nets and 

materials, insecticides, anti-malarial drugs and other recommended goods and 

services that are needed for malaria control strategies. The UN General Assembly 

reminded African leaders of this commitment in a Resolution in 2010.26 As noted 

(infra, Part 2), the Abuja Declaration is a soft law instrument that is not self-enforcing. 

As a consequence, it has been up to advocacy groups to ensure that the 

commitments made in the Declaration are implemented and that the tariffs are 

lowered or abolished. The lack of local advocacy groups meant that political 

promises could be made and then broken without any political consequences for 

those in office. Domestic accountability is slowly growing, but an (international) 

advocacy structure is necessary to remind governments of the need to implement 

the commitments of the Abuja Declaration. Even though progress is being made, 

                                                 
24

 Reuters, ‘Africa Plan for $1 trillion trade bloc on track’, 19 May 2012. Available at 
http://af.reuters.com/article/topNews/idAFJOE84I00M20120519 (Last Accessed at 23 June 2012).  
25

 Xinhua, ‘Africa Free Trade Zone in Operation by 2018’, 26 May 2012, Available at 
http://www.shanghaidaily.com/article/article_xinhua.asp?id=73221 (Last Accessed at 23 June 2012). 
26

 UN GA, Resolution 64/79 ‘2001-2010: Decade to Roll Back Malaria in Developing Countries, 
Particularly in Africa’, 16 February 2010. In particular it notes that the UN General Assembly 
‘Encourages all African countries that have not yet done so to implement the recommendations of the 

Abuja Summit in 2000 to reduce or waive taxes and tariffs for nets and other products needed for 
malaria control, both to reduce the price of the products to consumers and to stimulate free trade in 
those products.’ 

http://af.reuters.com/article/topNews/idAFJOE84I00M20120519
http://www.shanghaidaily.com/article/article_xinhua.asp?id=73221
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there is still a considerable amount of import duties to be paid, increasing the cost for 

both consumers and donors.27  

 

From an economic point of view, these tariffs seem difficult to defend. Of course, the 

lack of government revenue, resulting from insufficient tax income, means import 

tariffs are important for many developing countries’ state finances. On the other 

hand, economic analysis of the tariffs on anti-malarial products shows the revenue 

generated from them is smaller than the reduction of the cost of the malaria resulting 

from the use of the commodities. A study by the International Trade Centre (ITC) 

found that estimated tariff proceeds from tariff lines relevant for anti-malarial 

commodities are relatively small.28 It seems that not only donors, whose aid levels 

could be reduced, pharmaceutical companies, who could avoid import duties, 

consumers, for whom the anti-malarial products become cheaper, but also the states 

themselves would benefit from abandoning the import tariffs. The only benefits of 

levying import duties are (maybe cynically) for those who generate income from the 

tariffs, but do not spend the revenues generated on remedying the consequences of 

malaria. At the same time, however, the ITC notes that it is advisable that advocacy 

for tariff reduction (or elimination) is combined with support in identifying alternative 

sources of revenue for the countries concerned, as the loss of revenue can still 

constitute a considerable amount.  

 

From a moral perspective, there is the broader question as to whether it is desirable 

to tax health-related products. Olcay and Laing have argued that “tariffs on 

medicines are essentially a regressive form of taxation since a smaller proportion of 

the payers’ income is affected by the tariff as income rises. This regressive “tax” on 

medicines targets the poor and the sick.”29 It has been argued that the imposition of 

a tariff on a life-saving product can be ‘tantamount to a “killer tariff” for some poor 

African households who would have to choose between food or other essential 

products and a more expensive mosquito net.’30 This is particularly true for the case 

                                                 
27

 M-TAP (2011), ‘Table on Current Status of Tariffs on Anti-malaria Commodities, August 2010’, 
Available at http://www.m-tap.org/sites/default/files/MTAPtariffBandAug2010update24may2011.pdf  
(Last Accessed at 23 June 2012). 
28

 ITC (2011), ‘Taxing Health – The Relevance of Tariff Revenue from Anti-Malarial Commodities’, 
Technical Paper, Geneva, 2011, 35p., at 24. In fact, the study shows that in most countries the share 
does not exceed 1% in terms of total theoretical customs revenue. 
29

 M. Olcay and R. Laing (2005), ‘Pharmaceutical Tariffs: What is their effect on prices, protection of 
local industry and revenue generation?’, Paper prepared for: The Commission on Intellectual Property 
Rights, Innovation and Public Health, May 2005, 62p., at 10. 
30

 L. Cernat (2011), ‘Slashing “killer tariffs”: An easy step towards greater trade and development policy 
coherence in Africa’, voxeu.org, 24 July 2011. Available at http://voxeu.org/index.php?q=node/6782 
(Last Accessed at 23 June 2012). 

http://www.m-tap.org/sites/default/files/MTAPtariffBandAug2010update24may2011.pdf
http://voxeu.org/index.php?q=node/6782
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of Insecticide-Treated Nets (ITNs), which will be discussed in the next part, when 

dealing with the issue of customs classification. 

 

4.3 The Role of Customs Classification 

 

In attempts to lower the import tariffs on anti-malarial products, one key issue is the 

definition of these products in the internationally widely used nomenclature of the 

World Customs Organization (WCO), the Harmonized Commodity Description and 

Coding System (HS System). This standardization of trade language facilitates and 

coordinates trade, by creating supply chain security and methodologies for 

facilitating international trade. It also permits am expeditious release of shipments at 

the border thereby facilitating internal distribution and winning life-saving time. Its 

aim is to classify each product in one and one only of approximately 5000 

categories. The system is maintained by a committee of its signatories in order to 

promote uniformity of interpretation and to keep the system abreast of changes in 

technology and trading patterns. All of this is linked to statistical descriptions: the 

significance of international trade data is that you cannot responsibly regulate the 

international trade of a country unless you have access to complete and reliable 

foreign trade statistics. The tariff description is generally seen as the starting point for 

defining trade policy in terms of product orientation.  

 

In the case of anti-malarial products, goods are often wrongly categorized. The 

proper classification would provide uniform HS treatment on universal basis and 

facilitates analysis of trade. The definition used in the Harmonized System should be 

wide enough to encompass the designated products but not too wide to prevent 

other (non-designated) products from benefitting from the tariff reduction. This very 

technical matter will prove crucial in order to convince governments to abandon 

tariffs and step away from demanding a return for doing so. Advocacy groups are 

working on developing unique categories in the Harmonized System for the most 

important anti-malarial goods.   

 

A particularly striking example is that of insecticide-treated nets (ITNs). A 2002 study 

found that if tariffs and taxes were eliminated, this would lead to a reduction in retail 

prices. As a result there would be an increase in ITN purchases in developing 

countries.31 However, in order to be able to eliminate the relevant tariff, first it would 

                                                 
31

 J. Simon, B. Larson, A. Zusman and S. Rosen (2002), ‘How will the reduction of tariffs and taxes on 
insecticide-treated bednets affect household purchases?’, Bulletin of the World Health Organization, 
Vol. 80, No. 11, pp. 892-899, at 897. 
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have to be determined what particular tariff line covers this type of mosquito nets. 

The tariff classification of this type of mosquito net was not obvious. After consulting 

a number of national tariff schedules, mosquito nets turned out to be most often 

classified under heading HS560819.32 As a result, in many instances, mosquito nets 

were subject to tariffs ranging between 5% and 20%. This partially explains the very 

low ownership ratios in these countries. Some countries (Kenya, Uganda, Senegal, 

Ghana and Nigeria) have eliminated tariffs on ITNs. At the same time countries such 

as Madagascar and Ethiopia have created explicit duty-free tariff lines for products 

including “mosquito nets” in their description.33 However, the lack of clear customs 

classification in many African countries provides a possible barrier to trade as such. 

As a result, it is of great importance that a dedicated tariff line is created for ITNs. Of 

course, the same applies for other commodities that are needed in efforts to control 

malaria. The ITC notes that the creation of additional tariff lines is most 

straightforward for medicine and mosquito nets product groups. However, it adds 

that it would also work for diagnostic tests and insecticides. In principle, countries 

themselves can choose to introduce separate tariff lines for anti-malarial 

commodities. However, as the ITC recommends, over the long-term clarifying the 

tariff nomenclatures at the international (HS 6-digit) level would be desirable.34 There 

could even be specific references to these types of products.  

 

5. Competing Projects and the problem of Corruption 

 

A multitude of organizations are taking part in the fight against malaria. Notable 

players include the WHO, the Roll Back Malaria Partnership (RBM), the Global Fund 

to Fight Aids, Tuberculosis and Malaria (Global Fund), the World Bank Malaria 

Booster Program, the United States President’s Malaria Initiative (PMI) and the 

African Leaders Malaria Alliance (ALMA). However, together with all these initiatives 

there has been competition and a lack of coordination between their policies, 

causing problems in the effort made to control malaria. As Bates and Herrington 

found, “the ensuing “silo” effect has stymied cohesiveness and synergy from 

developing from within the malaria community.”35 Only in recent years, through the 

                                                 
32

 This particular HS code refers to “Knotted netting of man-made textile materials ( excl. fishing 
nets )”. Other HS Chapter used include Chapter 58 (“special woven fabrics; tufted textile fabrics; 

lace, tapestries; trimmings; embroidery”) and Chapter 63 (“Other made up textile articles; sets; worn 
clothing and worn textile articles; rags”). 
33

 ITC (2011), ‘Taxing Health – The Relevance of Tariff Revenue from Anti-Malarial Commodities’, 
Technical Paper, Geneva, 2011, 35p., at 33. 
34

 ITC (2011), ‘Taxing Health – The Relevance of Tariff Revenue from Anti-Malarial Commodities’, 
Technical Paper, Geneva, 2011, 35p., at 25. 
35

 N. Bates and J. Herrington (2007), ‘Advocacy for Malaria Prevention, Control and Research in the 
Twenty-First Century’, Am. J. Trop. Med. Hyg., 77(Suppl. 6), 2007, pp. 314-320 at 315. 
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creation of the RBM, have there been serious efforts to provide a coordinated global 

approach to controlling malaria. The RBM Partnership is a joint initiative by the 

WHO, the United Nations Children’s Fund (UNICEF), the United Nations 

Development Program (UNDP) and the World Bank. The initiative was launched in 

1998, however it initially failed to live up to  expectations.36 After internal and external 

evaluations in the first half of the first decade of the twenty-first century, it now 

appears the initiative is back on track. It focuses on four key issues: prompt access 

to treatment, insecticide-treated mosquito nets (ITNs), prevention and control of 

malaria in pregnant women and malaria epidemic and emergency response.  

 

The Global Fund was created in 2001, with a permanent Secretariat being 

established in Geneva in 2002. Like RBM, the Global Fund came under severe 

criticism (albeit for different reasons) after allegations of fraud and corruption.37The 

fund itself described the situation as a “grave misuse” of some of the funds awarded 

to Mali, Mauritania, Djibouti and Zambia.38 As a reaction to the news Germany, 

Sweden, Spain and the EU said they would freeze contributions to the Global 

Fund.39 The Global Fund undertook steps to address the issue by trying to recover 

misappropriated funds and pressing criminal charges in Mali, Mauritania and 

Zambia.40 In October 2011, Sweden announced that it would pay its contribution and 

pledged $300 million for the period of 2011-2013.  

 

6. Conclusion 

 

Even though malaria is still destroying many, mostly African, lives and ends up 

costing millions of dollars, the opportunities to eradicate the disease have not been 

fully used. Due to a lack of governmental funds, creating harmony between private 

health care (for those who can afford it) and public health care (for the weakest and 

poorest) is the key to success. Secondly, as malaria prevention and treatment 

requires commodity deployment, local infrastructure and distribution mechanisms are 
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to be improved. Both from a health care and an economic perspective, tariff barriers 

on anti-malarial products must be abandoned or drastically lowered. To achieve this, 

the correct customs classification of these products is crucial. Lastly, international 

and local initiatives should align their policies instead of competing with each other in 

order to achieve the best possible results. 
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