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Introduction

A two-day technical workshop was held in 

Addis Ababa, Ethiopia from 7-8 December 

2016 to address the challenges in improving 

access to antimalarials and malaria case 

management in high malaria burden 

countries in Africa. The meeting was jointly 

convened by Medicines for Malaria Venture 

(MMV) and the World Health Organization 

(WHO) and was attended by representatives 

from National Malaria Control Programmes 

(NMCPs), Ministries of Health (MoH), WHO 

(Global Malaria Programme, National and 

International Professional Officers), MMV and 

other key partners (Appendix A).

In May 2015, the World Health Assembly 

adopted the Global Technical Strategy for 
Malaria 2016-2030 (GTS).1 The GTS provides 

a technical framework for all malaria-

endemic countries working towards malaria 

control and elimination. Given the progress 

so far, it sets ambitious but attainable global 

targets for 2030, including:

 � Reducing malaria case incidence  

by at least 90%

 � Reducing malaria mortality rates  

by at least 90%

 � Eliminating malaria in at least 35 countries

 � Preventing a resurgence of malaria in all 

countries that are malaria-free.

The success of the GTS relies upon 

significant upscaling of key interventions 

(i.e., vector control, case management and 

surveillance), including those initiatives in 

high burden countries to improve access to 

diagnostic methods and effective antimalarial 

treatments, and to optimize malaria case 

management. Surveillance of these activities 

and ongoing assessment of their impact 

is essential to inform ongoing planning, 

execution and management of the strategy.

The aim of this workshop was to identify 

challenges facing malaria programmes in 

high burden African countries with particular 

emphasis on factors affecting access to high 

quality malaria diagnosis and treatment, and 

strategies to counter these challenges in 

countries participating in the workshop.

Specific themes for guiding discussions 

during the two days were:

 � Procurement and supply management

 � Scaling up access to malaria diagnostics

 � Guaranteeing quality of care in malaria 

case management

 � Surveillance, safety, monitoring and 

evaluation.

Group and country-specific sessions were 

conducted to identify key action items to 

guide participating countries and supporting 

partners in their efforts to implement 

positive changes, as well as supporting 

their bids to seek funding from global donor 

organizations. The outcomes of the workshop 

are summarized in this report. n

1. WHO. Global technical 
strategy for malaria 
2016-2030. Geneva: 
World Health Organization; 
2015.
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T he successful implementation of global 

and national antimalarial diagnostic and 

treatment recommendations in line with 

national targets is unattainable if reliable, 

equitable and efficient access to antimalarial 

commodities is not assured. Procurement 

and supply chain management (PSM) is an 

essential, multi-stage process that aims 

to ensure that products of the right quality, 

dosage and price (e.g. rapid diagnostic 

tests (RDTs), artemisinin-based combination 

therapies (ACTs), intravenous and rectal 

artesunate) can be delivered to patients in the 

right quantities, at the right time and in the 

right place. Every stage in the supply chain 

is critical to ensuring that these objectives 

are achieved. Malaria-endemic countries 

with the support of implementing partners 

and donors are all equally responsible for 

ensuring that each of the following stages are 

completed in a timely manner to ensure that 

stock disruptions of life-saving medicines 

are avoided, that the shelf-life of available 

stock is adequate and that those responsible 

for quantifications are well-trained and have 

efficient feedback loops:

1. Planning (including quantification)

2. Procurement

3. Logistics

4. Monitoring and evaluation2

There are multiple activities to be undertaken 

within each of these stages. Bottlenecks often 

exist which can impede effective supply chain 

management of antimalarial diagnostic and 

treatment commodities, and these can result 

in either stock-outs or overstocking. General 

challenges to efficient PSM and suggested 

solutions were discussed and proposed.

Procurement and supply management

2. RDT and ACT procurement 
and supply chain 
management. 18 March 
2016. http://www.who.int/
malaria/areas/treatment/
supply_management/en/

…
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3. m-health, or mobile 
health, is the practice of 
medical and public health 
supported by mobile 
devices technology, such 
as the integration of mobile 
phones for use in health 
applications 

4. Strengthening 
Pharmaceutical Program. 
Guide for Malaria 
Commodities Logistic 
Management System: 
Applying the Monitoring-
Training-Planning 
Approach for Improving 
Performance. Submitted 
to the US Agency for 
International Development 
by the Strengthening 
Pharmaceutical System 
Program. Arlington, VA: 
Management Sciences for 
Health; 2013.

 http://apps.who.int/
medicinedocs/documents/
s21520en/s21520en.pdf

There is a general lack of systematic, coordinated approaches to 

key functions surrounding PSM

 �  In each malaria-endemic country, the NMCP is the technical body 

leading the adoption of GTS into Malaria National Strategic Plan 

(NSP) and should therefore be actively involved in the coordination of 

PSM activities in support of the MoHs, to ensure and uninterrupted 

supply of commodities.

 �  Capacity within NMCPs and MoHs needs to be increased to ensure 

that optimal quantification, forecasting and distribution mechanisms 

are in place.

Poor or absent communication between stakeholders is common.  � The NMCP should play a leadership role in coordinating deliverables 

from donors to ensure appropriate timing and distribution of 

deliveries.

 � Making increased use of available donor coordination groups (e.g. the 

ICCM could be a good forum to harmonize inputs between donors).

Limited availability of quality data regarding utilization of 

commodities prevents adequate forecasting of demand and 

appropriate quantification of supplies essential to meet 

requirements at a regional, district and community level.

 � Optimization and strengthening of national Logistics Management 

Information Systems (LMISs) are essential to ensure the availability 

of useful and informative data.

 �  In certain countries, national level quantification is adequate, but 

more detailed data at district and community level are required to 

inform redistribution of available commodities to districts or areas of 

increased need.

 �  The malaria micro-plan system that was developed and is utilized 

in Ethiopia is an excellent example of one of the tools that can be 

utilized to provide morbidity data to inform players responsible 

for quantification. These data are collected annually at various 

levels (villages, districts /zones and regions) and then compiled at 

a national level. When used in conjunction with data from other 

sources, they contribute to quantification and distribution planning 

for the subsequent year.

Commodity distribution is frequently inadequate and inefficient to 

meet requirements.

 �  The integration of the distribution of antimalarial commodities into 

mainstream distribution chains may assist in diminishing the bottleneck.

There is a lack of responsive and data-driven supportive supervision.  � SOP for redistribution or re-allocation of commodities to districts 

or areas of high need should be developed, and its implementation 

should be coordinated at a regional/central level to prevent stock-

outs and product expiry.

 �  Supervisory visits should be conducted and LMISs should be 

optimized to provide the information necessary to drive this process. 

 � “Responsive” or “emergency” re-distribution of commodities should 

be budgeted separately to ensure that adequate funding is available to 

support these activities and the personnel required for implementation.

 �  Use of m-health3 platforms which track stock-outs and/or lack of use 

of medications can also be optimized to provide more granular level 

data and improve targeting of supportive supervision.4

Challenges  Recommendations
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6. Rapid diagnostic tests. 
14 March 2016.

 http://www.who.int/
malaria/areas/diagnosis/
rapid_diagnostic_tests/en/

T he WHO Guidelines for Treatment of Malaria 

20155 specifies that all cases of suspected 

malaria should undergo parasitological testing 

(either by quality-assured microscopy or a 

rapid diagnostic test [RDT]) for diagnosis prior 

to administration of antimalarial treatment. 

Ensuring universal diagnostic testing will: 

 

 

 

 �  Reduce the over-use of artemisinin-

based combination therapies (ACTs) 

– first-line treatment for uncomplicated 

malaria – and in doing so reduce the 

drug pressure on parasites;

 � Provide timely and accurate surveillance 

data based on confirmed rather than 

suspected cases; 

 � Lead to improved identification and 

management of many febrile illnesses 

incorrectly presumed to be malaria on the 

sole basis of the presence of fever.

Multiple challenges exist related to access to 

diagnostics, carrying out diagnostic testing 

and adherence to the results of diagnostic 

testing. These are present to different degrees 

in various high burden African countries 

and were discussed with a view to solution 

identification.

Scaling up access to malaria diagnostics

5. WHO. Guidelines for the 
treatment of malaria –  
3rd edition. Geneva:  
World Health Organization; 
2015.

Regulatory infrastructures to enable appropriate registration of 

diagnostic commodities and controlled use of these in both public 

and private settings by different personnel (e.g. trained laboratory 

technicians versus community health care workers [CHWs]) are 

weak or absent in many settings.

 � It is recommended that each high-burden country conducts or updates 

their analyses of the existent regulatory framework governing malaria 

diagnostics and associated procedures with the aim of identifying key 

issues to be addressed. The analysis should seek to identify:

 � Regulations currently in effect regarding malaria diagnostics;

 � Regulations required to ensure appropriate availability of qualified RDTs 

and the sale of these commodities;

 � Regulations required to ensure that relevant personnel (e.g. CHWs) are 

trained and permitted to perform rapid diagnostic testing so as to 

increase the coverage of diagnostics; and

 � The resources required to enforce these regulations in both the public 

and private sector.

 �  Based on the results of the situational analysis, various strategies 

may need to be implemented in different countries (e.g. shifting or 

extending diagnostic testing to different personnel groups, adjusting 

or removing tariffs related to RDTs in the private sector, strengthening 

of the regulatory framework, or strengthening the capacity of the 

regulators).

Quality assurance (QA) systems related to malaria diagnostics are 

inadequate. This includes a lack of standard operating procedures 

(SOPs), specific laboratory accreditation, and access to training, 

supervision and monitoring.

 �  Comprehensive WHO guidelines are available for all components  

of diagnostic QA.6 Country-specific alignment with these guidelines 

is recommended.

 � Based on these guidelines, countries should draft national diagnostic 

guidelines applicable to local situations. The involvement of relevant 

stakeholders (e.g. NMCP, President’s Malaria Initiative [PMI], 

MalariaCare) may be considered to expedite this process. 

 � Adaptation and implementation of the WHO guidelines for malaria 

diagnostics will require resources (equipment as well as personnel for 

training, supervision and monitoring). Countries should consider this 

during applications for funding.

Challenges  Recommendations

…



Challenges to Antimalarial Access and Malaria Case Management - Addis, Ethiopia, 7-8 December 2016  |  Meeting Report

9

The creation of demand for pre-treatment testing is limited and 

poor adherence to test results by both health providers and 

beneficiaries is prevalent.

 � Countries should develop (or review and update) a national social 

and behavior change communication (SBCC) plan to ensure health 

care providers and beneficiaries are well informed of their rights to 

appropriate diagnosis. Implementation of this plan should promote 

demand for testing and improve adherence to results.

Poor coordination between MoH departments and other partners 

engaged in the implementation of key health strategies 

 � Countries are encouraged to convene a national forum for coordination 

across sectors, diseases and partners to optimize synergies and 

improve access to diagnosis.

 � Partnerships such as the Global Financing Facility (GFF), New 

Partnership for Africa’s Development (NEPAD) and Regional Economic 

Communities (RECs) should be included in this process to facilitate 

harmonization across regions where possible.

Lack of capacity of MoH to support and educate both public  

and private sectors.

 �  In support of MoHs, countries should aim to evaluate and /or 

strengthen the capacity of the NMCP and local regulatory agencies 

to engage with the private sector stakeholders regarding diagnostic 

procedures.
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A ccess to quality malaria case 

management is an integral part of 

malaria control programmes. This should be 

based on sound epidemiological data for the 

area in question, taking into consideration 

the population at greatest risk as well as the 

seasonality of malaria.

Most symptomatic malaria is treated at the 

community level, in peripheral primary health 

facilities and in informal health structures.  

A relevant case management strategy therefore 

requires that measures be taken to ensure 

access to appropriate, effective treatment at 

each level of health care, in a setting closest 

to affected patients - including the private 

sector. Health systems with adequate capacity 

and infrastructure, the availability of effective 

diagnostics tools and antimalarial medicines, 

access to health education, and training and 

monitoring of clinical staff at all levels of health 

care delivery are critical to ensure adherence 

to standard national treatment guidelines 

based on the WHO Guidelines for the Treatment 

of Malaria. 

Challenges to guaranteeing quality of care 

in malaria case management are numerous. 

Potential solutions discussed are described 

below and should be taken into consideration 

when submitting funding applications and 

performing strategic planning at national levels.

Guaranteeing quality of care in malaria  
case management

Sub-optimal case management resulting from inadequate access 

to pre-qualified RDTs / ACTs and the availability of sub-standard 

and counterfeit antimalarials. 

 � Regional and district health care facilities and providers should 

ensure an adequate supply of high standard commodities with 

increased supervised stock control.

 � Strengthen regulatory systems to minimize the proliferation of non 

pre-qualified RDTs and sub-standard and counterfeit antimalarials.

Challenges  Recommendations

…
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Inappropriately defined indicators may result in a lack of data 

relevant to the specific operational and health facility level where 

data are being collected.

 �   Generic global training material focusing on protocols for different 

levels of health care provision would be a useful tool contributing 

to the provision of high quality, standardized training compliant with 

global recommendations and guidelines. This should include the 

management of severe malaria at various levels. Country-specific 

adaptation of this training material could be performed to ensure that 

appropriate content is delivered.

 �  To improve cost-effectiveness and increase the quality of overall 

patient care, malaria training program requirements should be 

integrated with those of parallel health systems and programs (as 

in the strategy for Integrated Management of Childhood Illnesses 

[IMCI]). Training should be provided which includes differential 

diagnoses and treatments to avoid a vertical approach to malaria 

case management. 

 �  Thematic working groups should be established and/or strengthened 

with representatives from all stakeholder groups (e.g. regulatory 

authorities, professional bodies, educational centers) to identify 

and address training needs and ensure standardization of content. 

Subsequent dissemination of information by stakeholders to their 

respective groups should follow.

 �  Government bodies should ensure medical curricula align with 

national treatment guidelines.

 �  Continuous medical education programs should ensure that training 

on up-to-date guidelines (including diagnosis and treatment 

protocols) is ongoing.

 � Communication between different levels of health care providers 

should be improved to ensure that training content is disseminated 

throughout. 

 �  Innovative training approaches should include on-site training and 

cascade training. Adequate resources should be allocated to both 

training and supervision of competency (at least one supervisory visit at 

the point of service) in accordance with documented training plans.

 � Countries should undertake comprehensive HR-mapping to evaluate 

available resource and challenges to retention of trained workers 

(e.g. lack of incentives, etc.).

Resistance to changing approaches to case management from 

both health care providers and beneficiaries limits adherence to 

treatment guidelines.

 �  Behavior change communication (BCC) for both health care providers 

and beneficiaries is essential to:

 � Foster confidence in RDTs as a definitive diagnostic tool; and

 �  Encourage the comprehensive work-up of negative cases to 

appropriately diagnose and treat other febrile illnesses, including 

through advocacy with the government to ensure a comprehensive 

package of treatment for fever is available at point of care (e.g. 

iCCM).

Lower level facilities are often poorly integrated with referral 

centers and not equipped for multi-disciplinary approaches to the 

management of severe malaria.

 � Upgrading of lower level facilities and increased engagement of 

secondary and tertiary health institutions should be a focal point of 

improved case management. Use of information technology to link 

lower level facilities to secondary and tertiary health facilities should 

be explored.

 �  Improved linkage between the private sector and tertiary centers is also 

critical with strengthening of the referral system in these settings.
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T he GTS emphasizes the importance of 

improved surveillance, monitoring and 

evaluation (SME) as essential to optimize 

the implementation of malaria interventions. 

1 Weak systems for SME compromise the 

ability to track gaps in program coverage and 

changes in disease burden. Systems available 

for SME differ widely between countries and 

within each country. However, a number of 

common challenges were identified.

Surveillance, safety, monitoring and evaluation

Surveillance data collection systems are inadequate for the 

generation of regular, reliable, informative data. Data flow from 

the health care facility (public or private) to the district, zone, 

region and then national level is incomplete.

 �  Weekly, monthly and quarterly formats for the registration and 

reporting of data should be made available.

 � The NMCPs should prioritize rapid implementation of District Health 

Information Software (DHIS). DHIS 2 has capabilities for multi-

platform collection of data, including mobile phones as well as 

capacity for off-line collection of data.

 � Data quality should be strengthened by verification at each 

subsequent level of collection (e.g. data collected by CHWs should 

be verified at a district level).

Inappropriately defined indicators may result in a lack of data 

relevant to the specific operational and health facility level where 

data are being collected.

 � The NMCPs should take the lead in revising surveillance indicators. 

These should be malaria-specific and selected to provide data that 

can inform subsequent decision-making and planning.

Lack of training of data collectors and analysts impacts negatively 

on data quality.

 � Training of personnel involved in data collection and reporting is an 

essential part of a well-functioning surveillance system. The type and 

content of training to be provided should be defined and the staff 

to be trained should be prioritized. Training plans and competence 

checklists should be used. A cascade approach to training, 

mentorship and supervision should be adopted. 

 � A database should be maintained of trained personnel to prevent 

unnecessary re-training.

Feedback to health care personnel of surveillance data after 

collation and analysis is often absent or limited.

 � Systems for data reporting and thorough feedback to all relevant 

levels of care (including CHWs) must be defined and implemented.

Systems for the reporting of safety issues are absent in many 

cases.

 � The collection of safety-related data should be integrated into the 

national Health Information Management Systems (HIMSs).

 � Pharmacovigilance strategies should be coordinated together with 

multiple stakeholders (e.g. educational institutions, MoHs, non-

governmental organizations) to ensure harmonization of content 

(data collection and training) across diseases

Challenges  Recommendations

…
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The importance of pharmacovigilance, including appropriate case 

follow-up and data collection is poorly emphasized.

 � A culture of pharmacovigilance reporting needs to be promoted 

amongst both health care professionals and beneficiaries.

 � Pharmacovigilance training should be included in the pre-service 

and in-service curricula of health providers’ training at all levels 

(medical doctors, physician’s assistants, nurses, CHWs).

Treatment beneficiaries are frequently hesitant to report adverse 

effect data out of respect for the health care provider.

 � BCC messages related to pharmacovigilance and the importance 

of safety reporting to health care providers should be disseminated 

to the community through available media during mass health 

campaigns.

Monitoring and evaluation targets for different activities are poorly 

defined.

 � The triangulation of data between drugs prescribed, the RDT used 

and confirmed malaria cases should be used as a validation tool to 

improve quality data.

 � Operational research within the local malaria community should 

be promoted. Multiple small studies to provide data on health care 

system delivery may be useful.

 � Consideration should be given to monitoring the impact of training 

over time during the planning of monitoring and evaluation activities.
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The many challenges to antimalarial 

access and quality malaria case 

management in high burden African 

countries include complex dynamics, poor 

infrastructure, inadequate funding and 

a lack of harmonization between MoHs, 

NMCPs, NGOs and donor organizations. 

These issues require consideration when 

developing strategies to eliminate malaria 

in these countries.

Individual discussions were held between 

present partners and specific country 

representatives to identify challenges facing 

specific regions and possible approaches to 

alleviate these. 

Challenges highlighted by most countries 

related to:

 � Accurate collection and analysis of 

consumption data to inform PSM;

 � Efficient and timely distribution of 

commodities;

 � Poor adherence to diagnostic and 

therapeutic guidelines;

 � Quality assurance in the private health 

care sector;

 � Provision of adequate training, 

surveillance, monitoring and evaluation; 

 � Coordination of the efforts of relevant 

role players towards the elimination/ 

eradication of malaria.

Recommendations to address these were 

highlighted during the 2-day workshop and 

are presented here per country. These should 

be considered by individual countries during 

malaria program strategic planning and when 

compiling and submitting applications for 

renewed cycles of donor funding.

Country-specific challenges
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Challenges  Recommendations

Angola

Multiple issues are associated with PSM:

Lack of coordination between the NMCP (responsible for 

quantification and distribution of malaria commodities in 

conjunction with other partners) and the MoH (responsible for 

purchasing diagnostic and therapeutic commodities through the 

Central Procurement Agency for Medicines and Medical Supplies 

[CECOMA]).

 � PSM logistics need to be revised and streamlined.

 �  Quality assurance policies require reinforcement and capacity  

for ensuring that regulations are adhered to needs to be increased.

Quantification and distribution is led by the NMCP in response 

to data received from districts via the health information system 

(Système d’Information Sanitaire [SIS]). Data are often inaccurate 

and outdated. 

 � Efforts are required to improve the SIS. The processes involved in 

data collection and analysis require additional supervision. Quality 

audits of the data should be performed regularly.

Numerous partners participate in the quantification and distribution 

of commodities. This results in multiple distribution systems and 

carries the risk of over- and under-stocking in various provinces 

and districts

 � Harmonization and consolidation of quantification and distribution 

processes should be performed through the NMCP. The leadership 

of the program requires reinforcement and formal terms of reference 

should be defined to improve the performance of the program.

Diagnostic guidelines are outdated.  � The guidelines for microscopy and RDTs need to be revised and 

aligned with WHO recommendations.

Quality assurance of diagnosis is not consistent at different levels 

of health care provision.

 � NMCP, with support from partners, should set up quality assurance/

quality control systems for malaria microscopy in line with WHO 

guidelines.

 � Pre- and post-shipment quality control of RDTs may be done in WHO 

reference laboratories for RDTs.

The use of prohibited drugs is still prevalent in certain sectors (e.g. 

sulphadoxine-pyrimethamine [SP] is reserved for pregnant women, 

but is frequently purchased by other patients from pharmacies as 

an inexpensive treatment)

 � Training and post-training supervision is required to prevent 

injudicious use of treatments. A training and supervision plan should 

be implemented.

 � Funding for training must be sought.

 � Case management guidelines need to be printed and distributed to 

health care providers at all levels.

Evidence of a reduction in the efficacy of artemether/lumefantrine 

(AL) is present.

 � Research is currently being conducted in three separate districts 

to investigate this trend. Therapeutic efficacy of other WHO 

recommended ACTs should be done in accordance with WHO 

protocol.

 � Recommendations regarding first line treatment may require 

amendment based on results of therapeutic efficacy studies
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Challenges  Recommendations

Burkina Faso

Funding is needed to incorporate the logistical malaria data into 

the national DHIS database in all health districts.

 � USAID funds will be made available in 2017. Prioritization of health 

districts that do not provide logistical data in the national database 

will be performed.

District level consumption and distribution data are difficult to 

access. There is a national database (DHIS) where district logistics 

data are to be reported on a quarterly basis, but this is not done 

routinely by most health districts. This is probably related to the 

fact that certain players at the district level are unaware of the 

reporting procedures to be followed.

 � Inform the necessary district level players of the reporting form to 

be used, and re-inforce the necessity of submitting this form to the 

national database.

Because of SMC, national treatment guidelines must be revised 

in 2017 to define a first-line treatment other than artesunate + 

amodiaquine (ASAQ).

 � The NMCP will need to request guidance on new antimalarial drugs 

(information and supportive documentation) to assist them in their 

decision making process.

TGF grants may only partially cover steps to combat issues 

identified during the gap analysis that formed part of Burkina 

Faso’s recently completed five-year strategic plan.

 � In the event that the TGF grant is inadequate to support all aspects 

of the implementation of the five-year strategy, MMV was requested 

to act as an advocate for Burkina Faso’s requests for funding from 

other organizations. The WHO, Roll Back Malaria initiative, the 

Harmonisation Working Group and the African Leaders Malaria 

Alliance should also be approached to assist in mobilizing resources.
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Challenges  Recommendations

Cameroon

Fixed dose artesunate-amodiaquine (ASAQ) is the standard therapy 

dispensed as part of the free malaria drug program. This has 

limited acceptability amongst patients and studies have shown 

that access to antimalarial drugs through the national program is 

suffering as a result. 

 � Negotiations should be held with the Global Fund to expand the 

grant to include access to artemether/lumefantrine (AL) in sectors 

of the population where ASAQ is regarded as unacceptable. National 

treatment guidelines should be updated to reflect this.

Variations in stock availability between regions results in 

overstocking of certain regions and stock-outs in others.

 � Management of stock flows should be included in the job 

specifications of regional statisticians.

 � Frequent teleconferences should be held in interim periods between 

PSM meetings to facilitate improved stock monitoring and balanced 

distribution between the regions.

 �  Funding should be made available at NMCP level to cover the 

transportation costs of redeployment of stocks between regions as 

required.

 � Consideration should be given to future modifications of the 

quantification system and the adoption of a micro-planning approach 

based on consumption.

Frequent stock-outs of RDTs and minimal adherence to the results 

of RDT testing limit the application of this diagnostic tool. 

 � NMCP should conduct a review to fully understand the reasons and 

identify feasible solutions for stock out and minimal adherence. 

Support from the WHO should be sought in this regard.
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Challenges  Recommendations

Democratic Republic of the Congo

The targets for quantification are poorly defined in terms of age 

groups. This results in frequent stock-outs of treatment for the 2- to 

11-month age group, as well as drug expiry issues. Quantification 

is currently based on data regarding the incidence of fevers per 

age group, but the information is outdated and was not originally 

generated in DRC.

 �  Operational research should be performed to establish estimates for 

the incidence of fever per age group in the DRC. Funding for this will 

need to be secured.

 � The micro-planning approach utilized in Ethiopia should be piloted 

in zones across the two different epidemiological profiles within 

the country.

Substantial delays exist in the clearance of malaria commodities 

through customs control at ports of entry.

 � Documentation related to shipments should be requested prior to 

the arrival of the relevant commodities to enable timely initiation of 

formal customs procedures. The local WHO office in Kinshasa has 

experience with the systematic implementation of this procedure 

and can assist with advice.

 � Drug-specific storage facilities are currently planned for the direct 

receipt and dispatch of supplies to points of utilization. This will avoid 

the in-transit delay in Kinshasa and hence reduce supply timelines.

Distribution of commodities to peripheral levels is adversely 

affected by a number of factors: communication of requirements 

at these levels (health zones and health posts) is often delayed 

and stock orders are processed slowly between zones and regions; 

frequent delays are experienced in the delivery of commodities at 

a regional level, often due to an inadequate number of delivery 

trucks and a lack of funds to facilitate rental of these trucks.

 � Placement of zone stock orders using internet-based systems is 

being used effectively in certain areas. This needs to be diversified 

and applied across all zones.

 � Consideration should be given to innovative delivery systems and 

networks (e.g. utilization of drones and engagement of the private 

farming sector) to improve coverage of remote zones.

Lack of adherence to the results of RDTs by both health care 

providers and beneficiaries is prevalent.

 � Confidence in rapid diagnostic testing will be reinforced through the 

temporary implementation of double testing (RDT and microscopy) 

as a validation tool. Investing in capacity to perform this will be of 

benefit.

 � Health care centers should be compensated for the financial loss 

associated with the use of RDTs versus microscopy, since RDTs are 

offered free of charge to patients whereas microscopy is a source of 

income for health facilities. 

Case management training is required at all levels of health care 

provision.

 � Training approaches highlighted during the collective meeting session 

on guaranteeing the quality of care in malaria case management 

should be considered.

 � Innovative approaches to training that would ensure quality and high 

coverage should be planned and implemented.
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Ethiopia

Although PSM is an area of government focus, there are still 

shortcomings in terms of the supportive infrastructure (e.g. lack 

of computers, poor or no internet connectivity) and personnel 

training. Geographical variation also results in certain imbalances 

in commodity distribution since it is difficult to segregate data 

between low-lying and high-lying health facilities within the same 

districts.

 � The need for quality data to advise PSM has been recognized at 

government level with the incorporation of an “information revolution” 

into the five year strategic Health Sector Transformation Plan. 

 � A focal person responsible for the malaria control program has been 

appointed within each health district. They compile and transfer 

weekly malaria treated cases to Regional Health Bureaus (RHBs), 

followed by the national Public Health emergency management 

(PHEM) and are responsible for verification of the data collected. 

 � Monthly or quarterly data quality reviews and/or supervision at a 

district level is important to ensure data quality.

 � Ongoing training of health care providers is required to promote a culture 

of compliance with data collection and relevant completion of forms.

SME has been identified as a major gap in the public health system. 

Data regarding specific malaria indicators are not accessible 

through the national HMIS - the primary source of data used by 

the MoH. 

 � A migration to DHIS 2 is planned for the future. This will facilitate an 

increase in the number of accessible indicators and will be of benefit 

to the malaria program. 

SME capacity is limited at lower levels (e.g. health posts).  � Capacity building is required at all levels to ensure that data can 

be appropriately organized and analyzed. This will enable users to 

approach the data with confidence as trustworthy information to 

inform planning and forecasting at multiple levels. 
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Ghana

The most recent treatment guideline was published in 2014 and 

includes ASAQ and AL as first line treatments. There has been a 

reluctance to use ASAQ due to adverse effects experienced.

 � Revision of the national treatment guideline is required.

 � It may be advisable to reserve ASAQ for children under 5 years of age 

and use AL preferentially in other age groups.

 � Guidelines and policies should be based on WHO recommendations. 

A technical working group including partners from teaching hospitals 

and the private sector should advise the MoH regarding policy 

change and registration of applicable drugs. 

The collection of accurate consumption data is challenging in 

many areas. The lack of infrastructure (e.g. computers) at lower 

level health posts results in missing data at this level.

 � Manual recording of pharmacy data (including client details, the 

drugs prescribed and quantities issued) is currently being piloted, 

but computerization of the process is required to ease the reporting/

data-capturing burden.

 � Data regarding consumption at each facility is required in order to be 

able to manage redistribution of unconsumed stock.

Resistance still exists to the “test, treat and track” approach with 

drugs often being prescribed without definitive diagnostic testing. 

A lack of confidence in RDT results is still prevalent and duplicate 

testing (microscopy and RDTs) is conducted by laboratory 

personnel at many health facilities where microscopy is available.

 � BCC is required for both health care providers and beneficiaries.

 � Ongoing training of laboratory personnel, prescribers, pharmacy 

personnel and CHWs is required with subsequent cascade training. 

CHWs need to reinforce BCC messages to the community when 

conducting home visits.

 � Financing is required for additional resources, training and ongoing 

motivation of personnel.
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Kenya

There is no established frequency for revision and updating of 

national treatment guidelines.

 � Since treatment guidelines are used when training health care 

workers, these should be updated in accordance with WHO 

recommendations following the conduct of feasibility assessments 

by case management technical working groups. 

Current regulations result in poor access to RDTs in the private 

sector and at a community case management level. This stems 

from a regulatory misconception that trained laboratory personnel 

are required to administer RDTs. 

 � Steps outlined in the general session on increasing access to malaria 

diagnostics should be considered.

 � A merger of the two separate regulatory authorities overseeing 

diagnostics and therapeutics is currently under consideration and 

may result in beneficial regulatory changes. This process is likely 

to be delayed, however, due to the upcoming 2017 general election.

SME data quality is suboptimal. Delays in data capturing, 

incomplete data and discrepancies between field data and those 

available in the system make accurate assessment of the true 

malaria burden difficult. 

 � Improvements in data quality are important to foster confidence in the 

results and promote accurate forecasting of consumption patterns. 

This will facilitate assessment of the true burden of malaria case 

management and is a critical step in moving towards elimination.

Quality of care surveys have been conducted regularly (6 monthly) 

since 2010 and are showing promising results (97% access to 

microscopy or RDTs and good compliance with testing results). 

These surveys, however, are conducted on limited samples of 

health care facilities across the country. Additional tools are 

required to assess quality of care routinely at all levels of the 

health system.

 � A programmatic approach to analysis of quality of care data is 

required. Such an approach was due to have been piloted in Malawi 

and would have potentially provided useful information to other 

African countries. As a result of personnel changes, however, this 

was never initiated. This should be re-investigated.

Quality of care assessments have shown that the procedures to 

be followed when preparing injectable artesunate are not always 

followed correctly - the last step in the process (dilution after 

reconstitution) is omitted at times.

 � Increase training regarding the preparation of injectable artesunate 

is required. Support from the Clinton Health Access Initiative (CHAI) 

is being offered in this regard.

Some regions are already in pre-elimination/elimination phase.  � Certain components of the malaria program need to be improved to 

ensure that systems are in place to support these and other regions 

as they move into this phase.
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Malawi

Multiple agents have been appointed for the distribution of 

different donor-funded commodities (e.g. TGF uses the Parallel 

Supply Chain group, PMI uses Chemonics, MMV/UNITAID use the 

Central Medical Stores Trust [CMST]). Each of these supply chains 

distribute different commodities with varying associated timelines.

 � An integrated national supply chain for malaria commodities should 

be established. 

 � There is support from TGF for transitioning of all warehousing and 

distribution facilities to CMST. Ongoing communication with all 

malaria partners is required to promote confidence in the benefits of 

an integrated supply chain system.

 � The Malaria Operational Plan should address the need to allocate 

funding to the consolidation of distribution and its ongoing 

management.

 � Supply chain experts should be engaged in capacity building at 

CMST.

CHWs have received initial training in the administration of RDTs at 

the community level. Follow-up refresher training, supervision and 

monitoring are, however, still required.

 � Funding for ongoing training and supervision should be sought.

 � Quality assurance guidelines for RDT testing by CHWs should be 

defined.

Rapid diagnostic testing is often preferred to microscopy due to 

its ease of administration. This results in a lack of adherence to 

testing guidelines (e.g. microscopy is not performed for in-patients 

and RDTs are incorrectly used to follow up treatment response).

 � 100% supportive supervision is required to ensure quality outcomes 

and adherence to guidelines.

Many other basic obstacles to quality malaria case management 

are prevalent in the country (e.g. patient transportation to health 

centers is unavailable).

 � MMV was requested to act as an advocate in appealing for assistance 

from the WHO and other organizations to gain support for malaria 

programs in Malawi.



Challenges to Antimalarial Access and Malaria Case Management - Addis, Ethiopia, 7-8 December 2016  |  Meeting Report

23

Challenges  Recommendations

Mozambique

Provincial health administrations control the distribution of 

commodities to the peripheral health facilities using a push 

system. A lack of available transport and poor road access to rural 

areas (particularly in the rainy season) hampers the distribution of 

provincial stocks, resulting in frequent stock-outs at the community 

level. Distribution typically occurs monthly, and interim flexibility in 

response to any increased demand is absent. 

 � Additional personnel are required at a provincial level to facilitate 

the appropriate and timely distribution of available stocks to the 

health facilities. This should include the appointment of a central 

coordinator responsible for supervision of the supply chain and 

identification of areas of high stock need.

 � The introduction of a product request system for health facilities 

would reduce instances of stock-outs. Additional personnel would be 

required at both peripheral and provincial level, however, to submit, 

coordinate and approve requests.

Consumption data are collected at a community level at the time 

of commodity delivery to peripheral health centers. However, 

these data are aggregated at provincial level and therefore fail 

to enable the identification of community level stock-outs. The 

implementation of a LMIS at a district level is currently in progress, 

but will still not facilitate access to specific health facility data. Poor 

infrastructure at health facilities (lack of electricity, computers, 

internet connectivity and personnel) poses a substantial challenge 

to overcoming this problem.

 � Support for improving the infrastructure at health facilities is an area 

that should be considered in compiling grant applications for funding.

Although precise data are absent, adherence to the “test and treat” 

approach is still considered poor. 

 � BCC and education are required to improve the adherence of both 

health care providers and beneficiaries to RDT testing and result-

based treatment with ACTs.

Regulation of the private sector (available in large cities) is absent. 

Although public health tools are shared with private practitioners, 

there are no regulations demanding compliance with national 

guidelines or the collection of surveillance data. Procurement in 

this sector is also done privately resulting in a lack of commodity 

quality assurance.

 � Ongoing effort is required to establish national legislation to 

regulate health care in the private sector, including medication 

procurement control. 

Training and supervision are high cost exercises. Supervisory 

activities are further hindered by limited availability of 

transportation, particularly in times of poor weather conditions.

 � Approximately $1.1 to 1.5 million in funding is required to be 

allocated to training and supervision activities to ensure adequate 

training of health facilities personnel.
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Niger

The targets for quantification are poorly defined in terms of age 

groups. Although data from the latest census was intended to 

facilitate improved quantification, additional analyses are required 

to extract age-specific data.

 � Funds should be made available to enable the National Bureau of 

Statistics to perform these additional analyses. Discussions are 

currently being held with the West African Health Organization 

(WAHO) regarding funding for this activity.

Frequent stock-outs of RDTs occur due to delays in both stock 

orders and distribution from the National Pharmaceutical 

and Chemicals Office (ONPPC). Distribution delays are often 

exacerbated by the administrative requirements of the principal 

recipient (PR), Catholic Relief Services (CRS) and the long chain of 

procurement associated with TGF fund utilization.

 � A contract should be established between the ONPPC and the NMCP 

to prevent delays in local distribution of RDTs.

 � When preparing the next concept note to the TGF, consideration 

should be given to a pooled procurement mechanism that 

bypasses the PR. The portfolio manager, the NMCP and the Country 

Coordinating Mechanism (CCM) should be involved in this process 

and a procurement plan should be prepared and submitted together 

with the concept note if this route is considered.

Current SOPs and training material related to malaria diagnostics 

are outdated.

 � Updated SOPs should be drafted based on the WHO guidelines 

related to microscopy and RDTs. 

 � Training materials on these updated SOPs should be prepared.

There is a lack of consistency between partners involved in malaria 

programs regarding SME indicators. This increases the risk that 

indicators relevant for the NMCP may be missed.

 � As a short-term solution, indicators relevant for the national malaria 

program should be prioritized.

 � Discussions should be initiated to harmonize indicators across 

partners to form an integrated set of indicators relevant to all.

The supervisors involved in monitoring and evaluation are often 

less informed than the personnel they are assessing. This results 

in poor quality of monitoring and evaluation, often exacerbated by 

a high turnover of supervisory personnel.

 � Training modules and manuals should be updated in accordance with 

the 2015 national guidelines and be used as a basis for supervisor 

training.

 � Current monitoring and evaluation data forms should be revised so 

that indicators are aligned with the new treatment guidelines (e.g. 

competence in differentiating between presumed and suspected 

cases should be assessed).

 � Country-specific adaptation of the monitoring and evaluation manual 

currently under review by WHO should be considered.

Unique local situations often prevent effective utilization of TGF 

funds. For example, the local fund agent may require payment to 

CHWs to be made via bank accounts, which many CHWs do not 

have access to. As a result, Niger is frequently described as being 

unable to absorb funds made available by the TGF.

 � The country portfolio manager should be involved in more frequent 

discussions to facilitate a detailed understanding of local realities. 

These can then be communicated to TGF management in an attempt 

to find solutions to unique local issues.
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Nigeria

TGF funding supporting is limited to a certain number of health 

facilities within each state. These funds are allocated at the time 

of grant applications and redistribution of commodities is not 

permitted. The infrastructure at non-funded facilities is poor and 

tracking of commodity supply and use is therefore limited. The 

combination of these factors results in overstocking of certain 

facilities while stock-outs at others.

 � Systems to track the supply and use of commodities need to be 

introduced to states throughout the country. Adaptation of other 

existing tracking systems may expedite this process.

 � Discussions should be held with TGF to explore the possibility 

of permitting the extension of support to surrounding health care 

facilities.

Deployment of commodities in the absence of support for training 

and SME has resulted in the misappropriation of commodities 

previously.

 � Training, monitoring and evaluation are important to ensure that:

–  Data are available to advise commodity distribution; and

–  Distributed commodities are appropriately utilized.

 � UNICEF and WHO should be approached to assist with these training 

requirements.

There is a gap in funding to support case management in 

2017. Closure of grants from both PMI and the Department for 

International Development (DFID) have occurred and funding will 

only recommence later in 2017. Planned procurement for 2017 is 

currently limited to LLINs since health expenditure is a low priority 

due to the current economic recession in Nigeria.

 � The Development Partners Group (DPG) in Nigeria can assist with 

advocacy for funding for case management. Needs should be clearly 

articulated by the MoH, WHO and UNICEF to the Harmonization Working 

Group to highlight the almost 100% shortfall in funding for 2017.

Leakage of RDTs from the public sector affects affordable case 

management. In addition to this, the cost of ACTs in the private 

sector (responsible for managing approximately 60% of all 

malaria cases) is escalating due to the cessation of the Private 

Sector Co-payment Mechanism. Rising costs coupled with funding 

restrictions and the current economic climate in Nigeria all pose 

substantial risks to the eradication of malaria.

 � Health care players in Nigeria need to combine their efforts in raising 

awareness of these issues amongst the global community so that 

assistance can be obtained in overcoming these challenges.
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Uganda

Distribution of commodities is managed by the National Medical 

Stores (NMS). There is a lack of regional storage facilities for 

these commodities, however, and direct delivery to remote health 

facilities is therefore required.

 � The construction of regional storage facilities is required to facilitate 

efficient delivery of commodities to lower level health centers.

There is a certain degree of resistance to the use of RDTs. 

This is exacerbated by the cost of the test (between 5,000 and 

20,000 Ugandan Shillings, or approximately $1.50 on average). 

The recommendations regarding the use of diagnostic tools 

(microscopy at Level 4 hospitals, and RDTs at Level 2 and 3 health 

centers) are therefore not always adhered to. The use of RDTs in 

the private sector (which accounts for the management of over 

50% of malaria cases) is also limited.

 � A co-payment system similar to the existing one for ACTs, needs to 

be introduced for RDTs.

 � BCC to both health care providers and beneficiaries need to be 

increased to promote awareness of, and adherence to, RDT testing.

 � Training on the appropriate use of diagnostics for private sector 

health providers is required and should be prioritized in 2017 with 

the current Global Fund grant.

Procurement and distribution of RDTs that are manufactured in-

country is being done by the MoH. The quality of these products 

is unknown.

 � Monitoring of the manufacturing processes of these RDTs and quality 

control checks must be implemented as a QA measure. The products 

should be subjected to prequalification by the WHO.

There is a lack of capacity at Level 2 and 3 health centers to 

perform accurate quantification of commodities. This led to 

the implementation of a push-pull system for drug distribution: 

hospital stocking relies on a pull system, whereas drugs are 

pushed by the NMS to Level 2 and 3 facilities. Frequent stock-outs 

in certain areas and overstocking of other areas result from this, 

since the system is not responsive to changing needs at a district 

level. Redistribution of drugs from areas of oversupply to areas of 

need is plagued by a lack of transport and issues with retrieval and 

documentation.

 � Logisticians are required at the district level to assist with 

quantification. Both training and material resources are required 

to implement this. Funding applications should take this into 

consideration.

WHO and UNICEF have assisted with the implementation of 

mTrac – a real-time, mobile phone based disease surveillance 

and medicines monitoring system to complement the national 

HMIS. Reporting rates are estimated to be as high as 80%, but 

consumption data are not yet being used to inform the push 

system of stock distribution.

 �  Utilization of data from mTrac should be used to track commodity 

usage at lower level health facilities to ensure balanced distribution of 

commodities to districts.

Challenges regarding the implementation of the Integrated 

Community Case Management (iCCM) model are largely due 

to issues with delays in the procurement and distribution of 

commodities as a result of stringent TGF requirements. In addition 

to this, scaling up of the implementation efforts is required.

 �  Training and funding are required to accelerate the implementation of 

iCCM. Additional TGF grants for this are not available, but facilitation of 

this process may be possible through subrecipients.
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Overview  
This two-day technical workshop will address bottlenecks to reducing malaria’s impact in high burden countries, with particular focus on 

improving access to good quality care. Specific themes for the workshop have been identified via feedback solicited from WHO GMP, NMCPs 

and NPOs.

Outcomes 

Clarity on changes in WHO malaria policies for treatment Identification of challenges in access to malaria diagnosis and treatment in AFRO countries 

Agreement on actions and proposed solutions with NMCPs of participating countries.

MMV – WHO Joint Access-to-Medicines 
Workshop
Sheraton Hotel, Addis, Ethiopia
December 7th and 8th 2016

Addressing Challenges to Antimalarial Access  
and Malaria Case Management 

Day 1: The Current Malaria Landscape and Identifying Gaps and Challenges

Time Topic Speakers/Panellists

8:00-8:30 Welcome coffee 

8:30-8:45 Welcome and opening comments P. Hugo, MMV;
L. Ortega, WHO
NMCP Ethiopia

8:45-9:00 Review of agenda; and participant introductions P. Hugo, MMV;
All invitees

Session 1: The evolving malaria landscape

9:00-9:20 Addressing Gaps in Malaria Diagnostic Testing and Treatment:  
a Global Imperative (GTS for Malaria, 2016-2030)

Reflections by P. Alonso, Director 
WHO GMP 

9:20-9:45 “What’s New” in the new WHO MTGs (3rd ed.) P. Olumese, WHO GMP 

09:45-10:05 The malaria drug pipeline 2017-2020: What to expect over the next 5 years S. Duparc, MMV

10:05-10:30 Discussion L. Ortega, WHO

10.30-11.00 Coffee Break

11:00-11:45 Panel Discussion 
WHO AFRO Regional IPO Perspectives: Challenges and Opportunities  
to improve case management

B. Sambou, WHO
A. Chinorumba, WHO
A.K. Tfeil, WHO
S.C. Ntabangana, WHO

…
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Session 2: Funding the Gap

11:45: 12.05 2017 Timelines for Global Fund applications & strategic guidance on using GF monies 
to close gaps in diagnosis/treatment

M. Renshaw, ALMA

12:05-12.30 Accurate Quantification: Ethiopia’s micro-planning model H.S. Taffese, NMCP
K. Etana, NMCP
J. Wray, PMI 

12:30-12:50 Discussion P. Olumese, WHO

12:50-13:00 Introduction to Session 3: Accelerating Access to Malaria Case Management L. Ortega; MMV

13:00-14:00 Lunch 

Session 3: Identify Challenges to Accelerating Access to Malaria Case Management: Interactive Workshop
(individual participants matched to working groups of choice where possible)

14:00-14:30 Access Strategy: Making it work for countries J. Sande, NMCP Malawi
V. Buj, UNICEF 

14:30-14:45 Discussion P. Hugo, MMV

Working Group Discussions 14:45-15:45

Workgroup 1 Procurement and Supply Management: 
 � Optimizing public and private distribution channels
 � Creating/supporting an efficient supply chain system 

B. Sambou, WHO 
P. Hugo, MMV 

Workgroup 2 Scaling up access to malaria diagnostics 
 � Innovative solutions for increasing access to malaria diagnostics 
 � Increasing access in the private sector

A. Chinorumba, WHO  
A. Aspinall, MMV 

Workgroup 3 Guaranteeing quality of care in malaria case management
 � Effectively promoting adherence to standards of care
 � Reinforcing continuum of care, referral and supportive supervision. 

A.K. Tfeil, , WHO  
N. Bakyaita, WHO
A. Kamdjou, MMV

Workgroup 4 Surveillance, Safety, Monitoring and Evaluation: 
 � Sharing best practice for monitoring access to diagnosis and treatment 
 � Pharmacovigilance and frontline health workers

S.C. Ntabangana, WHO 
A.M. Tchouatieu, MMV

15:45-16:00 Coffee Break

16:00 - 17:20 20 Minute Feedback per Working Group Working Group Facilitator

17:20 – 17:30 Introduction to Day 2 P. Hugo, MMV

19:00 Dinner

Day 1 (continued)

…
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Day 2: Strategies to Accelerate Access

Session 4: Developing Strategies to Accelerate Access to Malaria Case Management
(individual participants matched to working groups of choice where possible)

9:00-9:30 Review of Previous Day and Introduction to Working Groups L. Ortega, WHO
P. Hugo, MMV

Working Group Discussions 9:30-10:30

Workgroup 1 Procurement and Supply Management  
 

B. Sambou, WHO 
P. Hugo, MMV 

Workgroup 2 Scaling up access to malaria diagnostics A. Chinorumba, WHO  
A. Aspinall, MMV 

Workgroup 3 Guaranteeing quality of care in malaria commodities
 

A.K. Tfeil, WHO  
N. Bakyaita, WHO
A. Kamdjou, MMV

Workgroup 4 Surveillance, Safety, Monitoring and Evaluation S.C. Ntabangana, WHO 
A.M. Tchouatieu, MMV

10:30-11:00 Coffee Break 

11:00-12:20 20 Minute Feedback per Working Group Working Group Facilitator

12:20-12:30 Introduction to Afternoon Session P. Hugo, MMV

12:30-13:30 Lunch

Session 5 : Individual Country Challenges and Solutions
MMV and WHO to hold individual discussions with each programme manager and NPO in order to identify country specific challenges 
regarding specific case management topics and to identify potential solutions. 

One-on-one Conversations: 13:30-17:00
(Schedule and allocation to be presented during meeting)
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First name Family Name Organization Country

Dr Fernanda Alves NPO Angola

Dr Marilia Coehlo Afonso NMCP Angola

Dr Martin De Smet MSF Belgium

Dr Alice Koumare Kiba PNLP Burkina Faso

Dr A Kharchi Tfeil IPO Burkina Faso

Mrs Germaine Ekoyol Ewane PNLP Cameroun

Mr Alexis Kamdjou MMV Cameroun

Dr Alexis Tougordi NPO Cameroun

Dr François-Xavier Mwema NMCP DRC

Mr Bakary Sambou WHO DRC

Dr Worku Bekele NPO Ethiopia

Mr Sheleme Chibsa PMI Ethiopia

Mrs Tsion Demissie PMI Ethiopia

Dr Kebede Etana MoH Ethiopia

Dr Amha Famtaye NMCP Ethiopia

Dr Samuel Girma PMI Ethiopia

Dr Dereje Muluneh UNICEF Ethiopia

Dr Matt Murphy PMI Ethiopia

Dr Hailemariam Reda CHAI Ethiopia

Ms Hiwot Solomon Taffese NMCP Ethiopia

Mrs Hiwot Teka PMI Ethiopia

Dr Agonafer Tekalegne Malaria Consortium Ethiopia

Mr Gashu Zegeye FMOH / UNICEF Ethiopia

Dr Spes Caritas Ntabangana WHO Gabon

Mrs Patricia Bentil NMCP Ghana

Dr Nathan Bakyaita NPO Kenya

Ms Melanie Renshaw ALMA Kenya

Dr Wilfred Dodoli NPO Malawi
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