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Surgical waiting times, and many other indicators, gener-
ate a natural curiosity to compare or rank relative perform-
ance. For comparisons to be made, common indicator
definitions must exist and be systematically applied in data
generation, with common data collection methodologies
and results that are risk-adjusted. As Cromwell et al found,
requirements for clear, consistent definitions are frequently
not met, rendering comparisons invalid.2-8 It is crucial that
people intending to use indicator data for judging compara-
tive performance, or in any potentially punitive fashion, fully
understand the strengths and weaknesses of the primary
data. Perhaps the greatest error by those who use indicator
data is that of assuming the indicator is an objective measure
of relative performance based solely upon its apparent face
validity. Reported surgical waiting times would then be
assumed to be a direct linear measure of access to care. This
ignores evidence that clinician decision-making processes
and administrative practices have major impacts on reported
waiting times. Without adjustment for relative urgency or
disease severity (at a minimum), reports of waiting times are
of limited utility.

Significant progress has been made in developing and
refining healthcare performance measurement locally (by
the Australian Council on Healthcare Standards among
others) and internationally (by groups such as the Joint
Commission on Accreditation of Healthcare Organisations
and the Health Care Financing Administration in North
America). There is, however, still considerable scope for
improving the methodological rigour of both indicator
development and application in the field. At present, the
reliability and utility of indicator data cannot be assumed.

Most current indicators of healthcare performance should
be viewed as tools that prompt additional inquiry, rather
than allowing definitive judgements on quality and safety of
care. Over time, robust, credible indicators will increasingly
become available to reliably inform consumers and allow
accountability to purchasers of healthcare services. Never-
theless, given the complexity of healthcare, the predominant
enduring benefit from attempts to measure performance in
healthcare is likely to be the use of data generated by
providers of care to provoke reflection on existing practice
and to plan efforts at improving care.
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Malaria vaccines
Increased funding for vaccine research aims to accelerate the transition to phase I clinical trials

MALARIA REMAINS A GLOBAL CRISIS that kills at least one
to two million people per year, mainly children in sub-
Saharan Africa.1 Forty per cent of the world’s population is
at risk of malaria, and each year more than 300 million
people have episodes of acute malaria. In recent times, there
has been a breakdown in malaria control programs. This has
been caused by failure of health systems in the poorest
countries, as well as the emergence of mosquitoes resistant
to insecticides and malaria parasites resistant to cheap,
widely available drugs. In addition, population movements,
large-scale development projects, civil wars and conflicts, as
well as environmental changes, have all acted in concert to
increase the number of individuals at risk of malaria.

In Papua New Guinea, for example, malaria is the
commonest cause of outpatient presentation and accounts
for an estimated 27% of all attendances at health facilities.2

In some Papua New Guinea provinces, malaria is the reason
for more than 40% of health centre attendances, and equals
pneumonia as a primary cause of death.2

In recognition of the need for a renewed attack on
malaria, a global strategy for malaria control was presented
to a World Health Organization Conference of Health
Ministers in 1992.3 The strategy, now incorporated into the
Roll Back Malaria Campaign, promoted a new philosophy
emphasising malaria control (in contrast to eradication),
and acknowledging the need for different approaches to
disease control in different populations. For example, the
approach to malaria control in children and pregnant
women in Africa is different to that in adult refugee
populations. The strategy emphasised the importance of
political commitment, such as that given by the heads of
State and governments of African countries in Nigeria in
2000 (the Abuja Declaration).4 All participants resolved to
commit to an intensive effort to reduce the burden of
malaria by strengthening health systems, implementing
action plans, improving local capacity, promoting early
recognition and treatment of clinical malaria, and reinforc-
ing efficacious preventive measures such as the use of
impregnated bednets and chemoprophylaxis. An important
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component of the strategy is the development of new
antimalarial drugs and vaccines.

Vaccines have been shown to be one of medicine’s most
cost-effective interventions. A malaria vaccine that protects
for one to five years with 50% efficacy could substantially
reduce all-cause child mortality in endemic areas. The cost
of such an intervention compares very well with that of using
insecticide-treated bednets, and is likely to have major
economic as well as social benefits for the populations
currently threatened by malaria.

An “experiment of nature” suggests that developing a
vaccine should be possible. Although many children die of
malaria, the majority survive the life-threatening risk of the
first few years of exposure and develop clinical immunity.
Provided they continue to be exposed to malaria, this
immunity protects them from severe disease for the rest of
their lives, except during pregnancy.

Unfortunately, the immune response that correlates with
protection in these lifelong residents of endemic areas has
not been identified, so development of a vaccine that mimics
this immunity will be difficult. Moreover, malarial parasites
demonstrate extreme antigenic diversity. Recent develop-
ments, including better methods for antigen production,
improved adjuvants and novel delivery systems, provide
optimism that sustained and appropriate long-lived immu-
nity can be achieved.

Vaccines could be directed against the sporozoite stage of
the malaria parasite to prevent infection, or against the
stages in human blood — the asexual stage to prevent
clinical disease, or the sexual stage to prevent transmission.
The malaria vaccine which has been studied in most detail is
designed to induce immunity to the sporozoite and the
infected liver cell (ie, to stop sporozoites invading liver cells
and to kill sporozoite-infected liver cells). In early studies it
was shown to induce protective immunity against experi-
mental challenge.5 Under conditions of natural exposure (in
semi-immune adult men in The Gambia),6 the vaccine was
shown to be safe and well tolerated, with an estimated
efficacy (decrease in malaria infection) of 70% in the first
nine weeks of follow-up. However, over the 15 weeks of
observation, the efficacy fell to 34%. Further trials will
determine whether improved efficacy can be achieved in
young children.

Australian research efforts have led to a multicomponent
recombinant protein vaccine targeting the asexual blood
stages. This vaccine was tested recently by the Papua New
Guinea Institute of Medical Research and its collaborators.
The vaccine caused a 62% reduction in parasite density in
children, without any harmful side effects.7 Further devel-
opment will be necessary to produce a vaccine sufficiently
efficacious for routine use.

In the past there has been a serious lack of funding for
research into malaria, partly because companies engaging in

this type of research did not expect it to be profitable. A
major change has occurred of late, with increased funding
from the Wellcome Trust in the United Kingdom, and from
the United States through the National Institutes of Health.
A grant from the Bill and Melinda Gates Foundation has
funded the Malaria Vaccine Initiative of the Program for
Appropriate Technology in Health (PATH) (http://
www.malariavaccine.org). This worldwide initiative has the
specific goal of enhancing the transition of the many promis-
ing candidate vaccines from the laboratory to “proof of
principle” research in phase I clinical trials. It has funded
Australian projects developing vaccines from asexual stage
(merozoite) antigens by researchers at Monash University,
La Trobe University and the Queensland Institute for
Medical Research, partnered by Biotech Australia (New
South Wales), the Cooperative Research Centre for Vaccine
Technology (Queensland) and Progen Industries Limited
(Queensland).8

There are still many challenges in developing a malaria
vaccine, such as the need to cope with diverse antigenic
types and the importance of stimulating a lifelong response
that is boosted by natural infection. Vaccine-induced steri-
lising immunity that is not boosted by exposure to malaria
could put an individual at increased risk when the vaccine-
induced immunity wanes. Most importantly, we need vac-
cines that can be incorporated into national immunisation
programs as part of a coordinated, holistic approach to
malaria control. Research to find new methods for vector
control and new drugs must also continue, as we know from
past antimalarial campaigns that a single technology will not
be sufficient to control this devastating disease.

Graham V Brown
Head, Department of Medicine, University of Melbourne

Royal Melbourne Hospital, Melbourne, VIC

John C Reeder
Director, Papua New Guinea Institute of Medical Research

Goroka, EHP, Papua New Guinea

1. Breman JG. The ears of the hippopotamus: manifestations, determinants and
estimates of the malaria burden. Am J Trop Med Hyg 2001; 64 (Suppl): 1-11.

2. Reeder JC. Towards a malaria vaccine for Papua New Guinea. P N G Med J
2001; 44: 17-23.

3. World Health Organization. A global strategy to control malaria. WHO, Geneva,
1993.

4. African heads of State and governments. The Abuja Declaration on Roll Back
Malaria in Africa. Abjura, Nigeria, 25 April 2000. http://www.rbm.who.int/docs/
abuja_declaration.pdf (accessed August 2002).

5. Stoute JA, Kester KE, Krzych U, et al. Long-term efficacy and immune responses
following immunization with the RTS,S malaria vaccine. J Infect Dis 1998; 178:
1139-1144.

6. Bojang KA, Milligan PJ, Pinder M, et al. Efficacy of RTS,S/AS02 malaria vaccine
against Plasmodium falciparum infection in semi-immune adult men in The
Gambia: a randomised trial. Lancet 2001; 358: 1927-1934.

7. Genton B, Betuela I, Felger I, et al. A recombinant blood-stage malaria vaccine
reduces Plasmodium falciparum density and exerts selective pressure on
parasite populations in a phase 1-2b trial in Papua New Guinea. J Infect Dis
2002; 185: 820-827.

8. Australia’s preeminent malaria scientists to collaborate with the Malaria Vaccine
Initiative. Three new projects pursue promising candidate vaccines. http://
www.malariavaccine.org/files/Australia-PR-0112.htm (accessed August 2002).❏




