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My malaria experience 

• 20 years of malaria research collaboration in Tanzania 
 

• Since 2005 keeping track of malaria imported to 
Denmark, shared annually in Epi-News (Epi-Nyt) 
 

• 12 years of work in travel vaccination clinics 
(Rigshospitalet and SSI) 
 

• 6 ½ years of employment as a Medical Officer in 
WHO’s Global Malaria Programme 

• WHO Geneva, 2004 + 2006 
• WHO Vanuatu, 2008-2012 
• WHO Philippines, 2012-2015 

 
• 8 years living and working in malaria-endemic 

countries including with family 
 

School girls in Port Vila International School, Vanuatu, 2010 



The four human malaria species 

Plasmodium falciparum  

P. vivax  

P. ovale  

P. malariae 

 

 

…and the fifth species: 
 

P. knowlesi 

Zoonotic reservoir in Macaque monkeys in Southeast Asia 



Global distribution of falciparum and vivax malaria 



Dramatic reduction in malaria seen since 2000, 
including worst affected areas in Africa 



Reductions in malaria cases and deaths, 
2000 to 2015 



Malaria cases averted by interventions 

World Malaria Report 2015, WHO 





The malaria control tool box 

WHO 



Health promotion and education 

Vanuatu 

Vanuatu 

Philippines 

Philippines 



Introduction of malaria rapid diagnostic tests and 
artemisinin-based combination treatment  

Vanuatu 2009 



Bed nets do not deliver themselves… 

Indonesia Philippines 



Data Source: NMCEP/PIDSR/PHILMIS 
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Malaria Case Distribution Map, 2014 
(community level) 

Malaria risk map 
Fit for Travel 

www.fitfortravel.nhs.uk 
 

http://www.fitfortravel.nhs.uk/


WHO EURO, 2016 

Tackling malaria in the WHO European Region 





The risk of interrupted investment:  
malaria resurgences 

Cohen et al. Malaria Journal 2012 11:122   



Malaria outbreak 
in Cape Verde, 
August 2017 

2012 



Artemisin resistance – a serious threat to 
global malaria control 



All antimalarials will lose their effect globally 
- sooner or later 
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Counterfeit and poor quality antimalarial 
drugs is another serious threat 







Sweden 

Germany 

Norway 

Netherlands 

Switzerland 

United Kingdom 

Exceptional increase of malaria 
in Europe due to imported 
Plasmodium vivax in migrants 
from Eritrea 2014-15  

















Asia 

Central and  

South America 



The ABCD of malaria prophylaxis for 
travellers 

• Awareness. Knowledge of the disease and the level of local risk 
in the destination. 

 

• Bites of mosquitoes. Malaria is transmitted by mosquitoes, 
which bites during night from dusk to dawn – protect yourself 
from bites. 

 

• Chemoprophylaxis. Make sure to use chemoprophylaxis as 
prescribed to you. 

 

• Diagnosis and treatment. No malaria prophylaxis gives full 
protection, therefore go to see a doctor if any symptoms arise 
to get tested and treated.    



Special risk travellers 

• Travellers with longer stay in rural areas. 

 

• Peole visiting friends and relatives. 

 

• People with medical conditions, immunoesuppression or those 
without a spleen. 





• Mosquito repellents containing DEET are most effective 

• Minimum DEET concentration of 30-50% for adults, 20% for 

children 

• May not be used for children <3 years 

• Children needs help from parents to apply it (to mimimize 

exposure), should not to be applied in face 

• Can be used by pregnant women 

• But avoid long-term use 





Chemoprophylaxis options 

 

• Atovaquone-proguanil 

• Doxycycline (> 12 years of age) 

• Mefloquine (NB: attention to contraindications) 

 

• Pregant women: 
• Mefloquine - 1st, 2nd and 3rd trimester 

• Doxycycline – 1st trimester only 





Pregnant women 1: 

• Mosquito bite prevention is essential! 
• Use a mosquito bed net 

• Use insect repellants 

• DEET can be used safely (based on a small number of studies) 

• WHO recommends pregnant women to avoid travel in areas 
with a high risk of chloroquine-resistant falciparum.   

• Chloroquine is the preferred choice for chemoprophylaxis if 
this is sufficient (i.e. no parasite resistance). 

• For travel to areas with P falciparum malaria, mefloquine is 
the preferred choice - unless there are contraindications 
(e.g. a history of mental illness). 

 



Pregnant women 2: 

• Alternatively to mefloquine, doxycycline may be used during 
1st trimester, but is contraindicated during 2nd and 3rd 
trimester. 

• For areas with mefloquine resistance (parts of South-East 
Asia) there is NO effective prophylaxis available for 2nd and 
3rd trimester. Similar if there is contraindications to the use 
of mefloquine.   

• Atovaquon/proguanil should not be used, as safety data are 
limited. 

• Use of antimalarials by women with yet unknown pregnancy 
is not a reason terminate the pregnancy.  

 



During breastfeeding: 

• Chloroquine and mefloquine are considered safe during 
breastfeeding. 

• Atovaquone-proguanil can be used if the breastfed infant 
weighs more than 5 kg.  

• Infants who are breastfed do not receive adequate 
concentrations of any antimalarial drugs and require their 
own chemoprophylaxis. 

 



Stand-by malaria treatment? 

• Consider risk for malaria versus risk of medicine side effects 

• It is generaly not adviced to buy malaria medicine locally, 
due to risk of poor quality or fake drugs. 

• During longer travel to malaria risk areas, where acces to 
health services or good quality medicine is limited, travellers 
may bring a dose of quality-assured malaria treatment from 
home, eg. Atovaquone-Proguanil (Malarone). 

• Give the traveller a detailed oral and written instruction. 

• Travellers must always seek medical care promtly regardless. 





Conclusions on new malaria prophylaxis 
recommendations for travellers 

• Malaria has been reduced substantially globally over the 
past 15 years. 

• Africa is still the main risk areas – chemoprophylaxis is 
required for most travellers. 

• In Southeast Asia and in Central and South America, the 
malaria burden and risk for travellers is far less – 
chemoprophylaxis will usually not be required for most 
”ordinary tourist” travellers, but special attention for some 
travellers are required (based on route and mode of travel). 

• It may be relevant to bring a dose of standard malaria 
treatment  (”stand-by treament”) for ”standard tourist 
travel” in Southeast Asia and Central and South America. 

• ONE SIZE DOES NOT FIT ALL IN MALARIA PROPHYLAXIS… 

 



Thank you 
 

Questions? 


