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Executive Summary

The 2009 Malaria Annual Review and Planning Meeting was held at Safari Hotel in
Windhoek, Namibia on 6-10 July 2009. The meeting was attended by 178 participants
from 21 countries in the WHO AFRO and EMRO regions and representatives from
global and regional partnerships. The main objectives of the meeting were to review
country achievements in implementing 2008/9 plans, to identify bottlenecks that slow
community uptake of the primary interventions and to develop country roadmaps
towards achieving the RBM 2010 targets. The theme of the meeting was BCC for
improved community uptake of malaria interventions” with the slogan —“-Promote
community malaria control awareness and acceptance.” Presentations and group
work that were followed by discussions were the methods of work.

The Deputy Minister of Health in Namibia opened the meeting. Opening remarks were
followed by a key presentation by Professor Ki-Zerbo, the AFRO Regional Malaria
Manager, who highlighted the WHO/AFRO orientations on malaria elimination and on
achievements some countries in the region have made towards the RBM 2010 targets.
The IST/MAL presented technical updates on program management, case management
and vector control. Highlights in the presentations included the need for countries to
conduct malaria program performance reviews, need for parasitological confirmations of
all suspected malaria cases before treatment, and combination of IRS and LLINs were
possible for optimum impact.

EARN and SARN focal points made presentations on progress countries in their
respective sub-regions made in implementing GFATM and the 2008/9 plans. All
countries have intensified interventions and some countries especially in SARN reported
declining trends in malaria burden. Following two presentations on evidence of disparity
between interventions delivery and community utilization and on health promotion
interventions required for behaviour change, countries went into group work to identify
bottlenecks that hinder intervention absorption by the community. The major challenges
identified included low capacity and inadequate resources for IEC/BCC, low country
prioritization of IEC/BCC, inadequate involvement of target groups in developing and
implementing the messages and inadequate involvement of all stakeholders in IEC/BCC.
Proposed solutions to address these challenges included increasing the partner base to
assist in implementation, more involvement of stakeholders, use of innovative
communication channels and multi-channels of communication in different target groups
and engagement of leaders and inter-sectoral collaboration.

During the second group work, countries produced 17 month country roadmaps which
contained the main activities by month leading to universal coverage targets by
31/12/2010, summaries of available resources and commodities and schedules of
distribution over the next 17 months. Countries also identified technical support needs
from WHO/IST/MAL and partners.

The conference achieved all the objectives and made recommendations that were
directed to countries to implement their roadmaps and to WHO/IST/MAL and partners to
provide assistance in the implementation of the roadmaps.



REPORT ON THE EAST AND SOUTHERN AFRICA ANNUAL MALARIA REVIEW
AND PLANNIG MEETING; 6 - 9 JULY 2009: SAFARI HOTEL, WINDHOEK, NAMIBIA

Introduction

The 2009 Annual Review and Planning Meeting (ARPM) was held at Safari Hotel in
Windhoek, Namibia on 6-10 July 2009. The annual Malaria review and planning
meetings (ARPM) are convened each year. In addition to reviewing program
achievements of the previous year and planning for the next year, the meetings also
provide an opportunity for countries to jointly discuss cross cutting malaria control
challenges. Crucial among the current challenges is the suboptimal uptake of available
malaria prevention and treatment interventions. Anecdotal evidence strongly suggests
that the observed low uptake of interventions is a result of limited malaria IEC/BCC
activities which have not matched the scaling up of interventions. For example, LLIN
utilization remains well below the possession rates, few women are able to respond
appropriately to fever episodes and IRS coverage remains below acceptable levels in
some countries. As a consequence, the 2009 ARPM was convened to identify key
bottlenecks to low community uptake of the interventions. The 2009 theme was “BCC
for improved community uptake of malaria interventions” with the slogan —*-
Promote community malaria control awareness and acceptance”*.

Objectives of the ARPM

e To provide a forum for review country progress, strategic orientations and technical
updates

e To identify major bottlenecks and solutions for achieving 2010 country targets

e To develop a roadmap to achieve 2010 targets

e To provide a forum for partners’ contributions to the roadmap

Expected outcomes of the ARPM

e Country programme implementation progress towards 2010 targets reviewed,;

e Current and potential bottlenecks that could impact achievement of the targets
identified,;

e Solutions (including any technical or other support needs) to overcome bottlenecks
that impede achievement of targets identified,;

e Aroadmap to achieving the 2010 targets developed per country;

e Support needs partners will provide to countries outlined;

Methodology

Plenary presentations that were followed by interactive discussions formed one method
of work. Countries and partners also went into groups with a team of facilitators drawn
from the ESA IST and other partners to clarify country level implementation and to
identify the major bottlenecks and solutions for implementing health promotion in malaria
programmes. Group work was presented and discussed in plenary.



Participants:

About 178 participants mainly from 21 countries in the AFRO and EMRO sub-regions
attended the meeting. Each country was represented by at least 5 participants who
included the Malaria Programme Manager, the IEC/BCC and vector control Focal Points,
the GFATM country Principal Recipients and the malaria NPOs. There were also
representatives of partners from both the SARN and EARN. The detailed list of
participants and the meeting agenda is shown in Annex 3.

Opening Ceremony

During the official opening remarks were made by Mr Sianga, the Director of SADC
Health desk, who emphasized the importance of the meeting in guiding the SADC
Member States to attain the set RBM targets, which is key if the economic and
development agendas are to be realized. Dr James Banda, RBM Partnership
representative, emphasized the need for the meeting to ensure that countries come up
with roadmaps for achieving the 2010 targets. Dr Magda Robalo, WHO Representative
in Namibia was represented Dr Desta Tiruneh who expressed his appreciation to the
host of this meeting and gave a brief description of declining malaria burden in the
region and in Namibia.

The Deputy Minister of Health and Social Services, Namibia, Dr Getrina Keigura,
opened the meeting. She thanked the organizers of the meeting for choosing Namibia as
the venue for the 2009 ARPM. She noted that some countries in the sub-region are
achieving malaria control while others are moving towards pre-elimination/ elimination
which is now the goal that has been set for the next 10 years in some countries. She
also highlighted on the SADC draft plan on elimination that was adopted by the SADC
Ministers of Health in Maputo in 2009. This meeting was therefore important in that it
sought to identify the bottlenecks and their solutions towards achieving the 2010 RBM
targets. She then officially opened the meeting.

Meeting Proceedings

The meeting started with presentation of workshop methodology which outlined the
organization of the meeting and the days on which each of the objectives will be dealt
with. This was followed by a review on the last ARPM 2008 recommendations which
showed that most recommendations were achieved.



Objective 1: To provide a forum for review country progress, strategic
orientations and technical updates

The session started with a key note address from Dr Georges Ki-Zerbo, the Programme
Manager of Malaria in AFRO, on a presentation entitled: “Accelerated malaria control
towards elimination in the African region”. This presentation highlighted the burden
of malaria in AFRO sub-region, commitments by the Global community towards its’
control and /or elimination, description of current anti malaria interventions. He gave
some examples of countries in the sub-region where dramatic reductions in burden of
malaria are reported where these interventions are well applied and outlined priority
actions to be considered for implementation by National Programs. The next
presentation was on the Malaria Program Performance Review (MPR) by Mr Gausi who
outlined the rationale for conducting an MPR, types and scope, objectives, processes
and outputs. He went on to share the main lessons learnt in Kenya were this review was
conducted and the future plans to conduct the reviews in both Botswana and South
Africa. Dr Charles Paluku presented on Steps Towards Malaria Elimination. In his
presentation he emphasized on the major stages in the elimination continuum and the
major activities in each of these stages. The next presentation was made by Dr John
Govere who emphasized on the need for countries to scale up LLINs and / or IRS to
achieve universal coverage by 2010. The presentation also gave considerations for
combining LLINs and IRS in the context of IVM where and when appropriate for optimal
and rapid impact,

On malaria case management, Dr J Namboze, emphasized on Parasitological
confirmation (microscopy or RDT) for all cases of suspected malaria before treatment
with the Artemisinin-based combination therapies (ACTs) which are the treatments
recommended for all cases of uncomplicated falciparum malaria including in infants,
people living with HIV/AIDS, pregnant women in the 2nd and 3rd trimesters and for
home-based management of malaria. In addition, specific updates on recommendations
use of rectal artesunates as part of HMM programmes was also provided. A presentation
by Mr S Katikiti on Surveillance, Monitoring and Evaluation highlighted “Recommended
Indicators Measured by Routine Information Systems” which include indicators for
impact, quality of surveillance, completeness of reporting and logistics.

Key issues discussed on technical updates

e The denominators of indicators on malaria elimination continuum (<5% slide
positivity rate in fever cases, <1 case/1000 population at risk, 0 locally acquired
cases) were unclear and the validity of some indicators such as percentage of
pregnant women receiving ITNs, and number of ACTs distributed were also unclear.

e There were issues on the proven evidence on added value /effectiveness of
combining LLINs and IRS in the context of Integrated Vector Management.

e The steps in elimination continuum are clear but ending point is not clear

e Duration on each process/phases of Malaria Programme review was unclear to
some participants



EARN and SARN Country 2008/2009 Progress:

Presentation was done in two phases, first by the RBM network coordinators (EARN
and SARN) and second through a peer review of 3-4 countries together. RBM
networks:Mrs Lebogang Lebese the acting SARN Partnership Coordinator and Mr Peter
Mbabazi the EARN partnership coordinator presented respectively on behalf of
represented countries the performance update by network. Their presentation focused
on each country briefs on GFATM total grants versus amount disbursed and the ratings
of grant by rounds; the number of ITNs distributed versus Universal Coverage, ITN
Ownership vs Utilization ,main challenges, solutions and the way forward.

Key Issues from the EARN and SARN on Country progress

e There are bottlenecks in the disbursements of GFATM grants disrupting program
planning and implementation

There is incomplete data due to weak surveillance systems in some countries

There is low utilization of some interventions such as LLIns

Some indicators are unrealistic making it difficulty to achieve them

There continues to be increased morbidity and mortality trends in some countries

Peer Group Review

Peer group review country presentation and discussions focused on trends on IRS
coverage, ITN distribution, ACTs and RDTs distribution and morbidity and highlighting
main challenges on how to overcome them.

The main achievements by country are described in the figures and comments below:
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There is an observed decline in malaria incidence, deaths and epidemics in all malaria
risk zones of Botswana and improving coverage of interventions. The following
challenges were identified for achieving 2010 targets: over reliance on clinical diagnosis,
lack of baseline data (parasite prevalence ratios etc.); cross border population
movement and inadequate resources mainly human at district level. The proposed
solutions included: strengthen malaria parasitological diagnosis, conduct malaria
parasite prevalence study, retrospective desk review to ascertain slide positivity rate,
facilitate cross-border collaboration with Namibia, Zimbabwe and South Africa and
advocate for more resources.
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Comoros
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There is a progressive scaling up of interventions in Comoros with a slight declining
trend in malaria ceases and deaths. Challenges identified for achieving 2010 targets are:
the slow pace on scaling up interventions , inadequate resources and non performing
malaria surveillance system. The country is envisaging to expand free services delivery
as one of the solutions for scaling up.

Eritrea
Cumulative ITN distribution vs. Mal Cases
Thousands Thousands
1600 300
1400 +
1 250
g
= 1200+
ko
3 4 200
g 1000 -+ §
(%] o
- (&)
& 800+ T 150 @
2 PN o
£ 600 f =
g 1100 =
2 400
(=
- 50
200 +
0 L0
1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Malaria morbidity and mortality In Eritrea has gone significantly down due to high IRS
and ITNs coverage, and introduction of ACTs as first line drug, improvement in early
diagnosis and timely case management and high levels of community awareness and
participation for environmental vector control. The following challenges were identified
for achieving 2010 targets. The challenges related to sustainability of the achievements
and of community based interventions and support for CHAs and cross-border malaria
concerns.
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Ethiopia
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The burden of malaria morbidity and mortality decreased significantly over the last three
years in Ethiopia and number of malaria epidemic affected villages / epidemic dropped
down to zero. The health extension program has accelerated expansion of primary
health service coverage towards universal health service coverage. 21.5 million LLINS
have been distributed to beneficiaries since 2005, 65.5 % coverage at least one ITN per
household. Only 30% of household were sprayed from the targeted areas. More than 6
million doses of coartem were procured and distributed annually for the last 2 years. The
following challenges were identified for achieving 2010 targets: sustaining the
distribution and coverage of the ITNs, high price of coartem in the Private Sector, low
IEC/BCC at Community level and logistic and supply issues and inadequate human
resources.

Madagascar
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Madagascar has observed a decline in malaria cases and deaths over the years and a
good coverage of interventions. The following challenges were identified for achieving
2010 targets: inadequate affordable and good quality ACTs, inadequate scaling up of
malaria home management, inadequate expansion service delivery of free nets
distribution and inadequate health system strengthening.
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Malawi

;
R

Curmu b v s ket of ITRULL o O ard bursad hame 1 el = 0000 e sk p s e ooy

There are no significant changes in the malaria cases and deaths trend in Malawi. The
process of scaling up malaria interventions is on going. The following challenges were
identified for achieving 2010 targets: non availability of AL at community level, low
utilization rate of ITNs, limited capacity for malaria diagnosis and low coverage of

second dose of IPTp.

Mozambique
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2008 has shown a slight drop on malaria cases and deaths in Mozambique as the
coverage of interventions are improving over the years.
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Namibia
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There is a consistent decline in malaria morbidity and mortality in Namibia and a
consistent high coverage of IRS and an improvement on LLINs coverage. All health
facilities have available ACTs and RDTs. The following challenges were identified for
achieving 2010 targets: unavailability of funds to support the regions (buffer stock), lack
of transport at regional and districts level hampering the malaria activities, shortage of
skilled human resources at regional and districts levels, few partners to support malaria
control in the country, inadequate reporting of confirmed cases and statistic of malaria
cases from private HF.

South Africa
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Between 2000 & 2008, mortality has been reduced by 96% and morbidity by 88% in
South Africa. The coverage for IRS has been sustained at more than 85% for the past
few years Malaria diagnosis and treatment is free of charge at all levels of public health
care facilities in malaria areas. Malaria diagnosis in South Africa is definite by either RDT
or microscopy before treatment is administered.
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Swaziland

Continuous Decrease in Microscopy-Confirmed Malaria from 1995-2009
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The trend of malaria cases and deaths is declining in Swaziland over the years. The
coverage for IRS has been sustained at more than 90% for the past few years and
LLINs are been introduced as a supplementary vector control intervention. Swaziland
has just adopted the use of ACT for malaria treatment.

Tanzania Zanzibar

Malaria situation in Zanzibar under Combined Approved | nterventions and the | mpact
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Since scaling up of combined approved interventions malaria prevalence and SPR have
gone drastically down in Zanzibar. Meanwhile some challenges remained such as
inconsistence prescription of antimalaria, mono-therapy is still being used for confirmed
and suspected malaria cases mainly at private health facilities, shortage of Laboratory
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Technicians in some of the public health facilities, LLINs distribution: remaining with 4
districts, IRS sustainability to continue with universal spraying, Behavioral change of the
community and health workers, clinical treatment and delaying of funds

Uganda
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Uganda is experiencing a lot of challenges such as irregular funding to support
procurement of malaria commodities such as ACTs and RDTSs, suspension and delayed
resumption of the GF funding disrupting implementation of key interventions and
achievement of the MDGs, Abuja targets and GMP of elimination by 2015 as shown on
the table above, weak health systems, weak HMIS including facility and community
surveillance, unexpected litigations by environmentalists on DDT use for malaria control
and fragmented implementation of key interventions. Amidst all these challenges,
Uganda as a country has registered some successes in malaria control. The country
has also learnt some lessons that integrated strategies can eliminate malaria. Therefore,
with a revised National Malaria Control Policy, continued support from government
(investment in local factory for manufacture of ACTs) and partners (RBM,WHO, PMI,
JICA, UNICEF, JUMP,UMSP,Malaria Consortium, PACE (PSI), Malaria No More, stop
Malaria Project, Pilgrim and others) the country looks forward to ultimate elimination of
malaria from its midst.

Zambia
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Rapid increase of coverage of interventions, coordinated partnership buying into one
plan and a strong IEC/BCC using various channels has contributed to current observed
impact in Zambia (30% reduction in mortality over one year). But challenges for
achieving 2010 targets include limited access to health care and delayed disbursement
of funds.
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Zimbabwe

National Malaria Incidence Rates: 2000-2008 Target and Progress
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Zimbabwe has sustained IRS coverage at more than 80% for the past few years. The
trend on malaria morbidity and mortality is going down. Extremely high staff attrition,
delays in disbursements of funds from GF, inadequate transport at implementation level
and poor communication system remain challenges for achieving 2010 targets in

Zimbabwe.
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Objective 2: To identify major bottlenecks and solutions for achieving 2010
country targets

As a way of introduction, two presentations by Ms Labese Lebong and Mr P Mbabazi on
behalf of the SARN and EARN countries, respectively, were made. The two
presentations focused on status on GF grants, each country’s performance on the key
interventions and the malaria burden. The country profiles are shown in Annex 2. After
discussing the presentations countries were divided into groups with countries sharing
similar burden for malaria grouped together to identify bottlenecks that will need to be
addressed if RBM 2010 targets are to be achieved.

The above presentations were followed by brief presentations on the key malaria
interventions (case management and vector control) highlighting the evidence of low
utilization of these interventions in some countries. The low uptake was attributed to
inadequate IEC/BCC programs. Since this was the focus of the ARPM, a key
presentation by Dr Cossa “community-based health promotion interventions for
malaria prevention and control” was made. The presentation was intended to assist
countries to identify in group work bottlenecks that need to be addressed if RBM 2010
targets are to be achieved. The presentation outlined principles for an effective IEC/BCC
strategy. The main principles included participation of stakeholders, empowering
individuals and communities, use of a variety of IEC/BCC approaches and stakeholders.

The presentation also gave the key health promotion (HPR) interventions used to

achieve the required behaviour change. These included the following:.

a) Develop Individual/Family/Community knowledge on malaria prevention and control.
Main methods used is health education, IEC campaigns, participatory methods

b) Develop Individual/Family/Community skills by using BCC, participatory methods

c) Develop Health Workers skills using technical capacity building

d) Promote the use of ITN/LLIN by using community social mobilization campaigns

e) Promote Intermittent preventive treatment in Pregnancy by using interpersonal
communication, door-to-door campaign

f) Promote Motivation for Behaviour Change by values clarification, participatory
methods

g) Advocacy by lobbying, negotiation

h) Promote IRS by lobbying, negotiation, community social mobilization campaigns

i) Promote ACT by community social mobilization campaigns, particiaptory methods

Dr Cossa then gave steps in Planning and Implementing Malaria Community-Based
HPR Interventions as follows:

. Advocacy with community leaders

. Community engagement

. Agreement on methods of operation

. Community needs assessment/situation analysis

. Consensus building and development of intervention action plan

. Implementation of malaria intervention action plan at community level

. Monitoring & evaluation of malaria intervention at community level

. Documentation of best practices of malaria intervention at community level
. Scaling-up of malaria intervention

O©CoO~NOOUIDS, WNPE
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In conclusion, it was noted that behavior change is a long-term process, hence the need
for continuity of interventions. The BCC component in Malaria Prevention and Control
needs to be refocused to take into account Community-Based approaches to achieve
the desired behaviour Change. However, it was noted that engaging communities in
development, implementation & evaluation of any BCC activity is cost-effective and
critical. HPR provides a broader scope for implementation of Community-based
interventions

Country examples on IEC/BCC

The first country example presentation was made by Kenya and it was on “Evidence
Based Communication: The Kenya Experience — Promoting Public Sector ACT". Simple
steps used in the design of the IEC/BCC strategy are summarized in the diagram below:

Research to
understand
target pops and
key izsues

- Creative
Evaluation Brief

g Cornepl pevise
Production and with Tech

Placement Worklng Sroup

The example presented sought to address the following situation in Kenya:

Although 90% of caregivers took some action to treat a child’s fever within 48 hours of
symptom onset, the proportion of febrile children under 5 who received recommended
AL within 48 hours was only 10.2%. The vast majority of AL (95%) was dispensed from
public health facilities. Some nurses had been trained—Iless than ideal provider practice
and the training was extremely inconsistent. Job aids existed, but spotty use. Some
informational spots about AL, but messages were very mixed, recall not good

This emphasized the research that needs to take place before IEC/BCC messages
are developed. Building a Communication Plan considered the following from the
research:

Positioning:

e For self-sacrificing parents, treating a child with ACT/AL as soon as you notice signs
of fever and finishing all 3 days of the dose is the behavior that gives you peace of
mind because it's the only sure way to keep your child from dying of malaria.

e For responsible health workers, adhering to the policy of presumptive treatment of
fever with AL for Children <5 is the behavior that gives you peace of mind because
it's the safest and most effective malaria treatment available.
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e Kenya went ahead to develop materials with all the various target groups with clear
objectives against which the programme will finally be evaluated that were pre-tested
and then refined. The whole process involved the target groups. The take home
message was that it is important in the development process of any IEC/BCC
materials to identify the specific BEHAVIOR you want to change, Know your targets
INTIMATELY, Never assume you are representative of your target audience,
Analyze, Synthesize, Prioritize and Stay Positive

The second presentation was on Zambia’'s Steps in the development of a National IEC /
BCC Strategy and Implementation for Malaria prevention and control. The presentation
highlighted the major steps taken in producing a communication strategy. For example,:
Step 1: Formed broad-based Technical Group, developed TOR to guide steps.......
Step2: Technical Group developed clear IEC/BCC Objectives and selected the “writing
Team”, which developed Strategy Matrix — this defined strategies in the matrix and also
had what each strategy contained.

NMCC served as secretariat and provided logistical support to TWG, availed Key
Reference IEC learning materials and coordinated IEC-TWG multi-discipline “writing
team”. The IEC Specialist in the NMCP collaborated with MOH partners . The IEC/BCC
strategy contribution to impact on malaria, increased awareness on malaria using
multiple channels and ensuring consistency of messages. Malaria IEC/BCC Programme
has now become the path finder for other programmes, utilizing every opportunity for
advocacy - popular sports-cycling, soccer and have seen to increased resources and
number of partners.

Once challenges in each intervention were identified, specific strategies to address
these challenges were implemented. This included Training in Behaviour Change
Communication e.g. Health Workers, Engaging the Media, Working with various Leaders,
Involve decision-makers — RDTs. Apart from that, there were other IEC/BCC Innovations
that included identifying opportune events to promote malaria interventions, rider on
other child health initiatives, training of Community Radio Stations, vigil Night, Inter-
denominational prayer night and publications in relevant newsletters and bulletins and
exhibitions during Agriculture shows and Trade Fairs. A malaria musical CD has also
been produced.

Some enabling factors to the STEPS were availability of IEC Specialist by NMCP, with
Backstop from Inter-Country and Partners, leadership and secretariat by NMCC, partner
interest and functional Technical IEC/BCC Working Group, with clear TORs and national
mandate.

Group work

As stated above, the group work was preceded by two short presentations on the
evidence on low utilization of malaria control interventions after which, countries were
divided into groups along major interventions to try and identify the major challenges and

solutions that will need to be addressed for better uptake on these interventions.

The common bottlenecks from the working groups were the following:
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There is both low capacity and resources for IEC/BCC

IEC/BCC continues to receive very low prioritization;

There is limited use of evidence based planning and development of IEC/BCC
materials

Channels of communication especially those accessible to target populations are not
adequately used

There is inadequate involvement of target groups in developing and implementing
the messages; leading to messages not appropriate for the target group;

There is also noted top-down development of strategies and low utilization of
communication specialists and social scientists to study behaviors;

Inadequate identification of all stakeholders involved in each intervention so that
when messages are delivered, they are fragmented and lack continuity at all levels;
Little is done on use of local systems and local languages to deliver messages
Inappropriate distribution challenges for the print materials

Efforts to address these challenges were proposed that included increasing the partner
base to assist in implementation and more efforts in involving stakeholders. The use of
innovative communication channels and multi-channels of communication in different
target groups was also proposed. Engagement of leaders was emphasized and
intersectoral collaboration.

Another thematic group made up of mainly the principle recipients of the various malaria
grants looked at the financing of malaria interventions and identified the major
bottlenecks related to the release of GFATM funds that may prevent countries from
achieving their targets.

The major challenges identified by the group were the following;

e Conditions precedent to disbursement is too many and requires too much time.
e Delayed response from GF(LFA)

e One way obligation, no clarity on GF timelines

o GF delayed disbursement

e There is normally inadequate capacity when PR is government

¢ Inadequate implementation and absorption capacity

e LFA insensitivity of the program

Solutions

¢ PR should take seriously programme assessment and conditions precedent
o Agreement should outline disbursement schedule

e Strengthen PR Capacity

e Strengthen Programme capacity

¢ Need to separate PR and programme implementation roles

e Joint(PR/GF) review of LFA performance
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Objective 3: To develop a roadmap to achieve 2010 targets

A special session on development of 17 month country roadmaps describing what the
main activities would be by month, to achieve the universal coverage targets by
31/12/2010 was conducted through the guidance of the UN Secretary General special
envoy bureau. The roadmap contained the following:

e Summary of resources (and what they will be used for) that are currently
available in country to achieve the 2010 targets
LLIN ordering and distribution schedule over the next 17 months
ACT ordering and delivery schedule over the next 17 month
IRS schedule over the next 17 months
Other core interventions to be delivered over the next 17 months

The Roadmaps are expected to be used by countries and will be submitted to donors,
for funding and to technical agencies. A summary of the roadmaps will be presented by
Governments to the UN Secretary General in September 2009. The detailed country
technical support needs is shown in Annex 2.

Special Partners’ presentation

A representative from MMV made a presentation on the upcoming new medicines for
malaria treatment. In addition to new ACTs that are coming out, there are other
medicines that are coming out but are not ACTs. Compliance is also one of the key
issues to make sure the current generation stays as long as possible.

Another presentation was made by UN Special Envoy who acknowledged the
achievements especially in malaria control and reminded countries to identify alternative
strategy if there is a gap in order to achieve the target on time.

Common themes from the above presentations were to recommend Global Fund to
finalize procedures, countries and partners assess why signatures are not done as soon
as possible, issues relating to supply chain management planning and distribution
systems.

SADC Military support for elimination

A presentation by Dr Mudambo highlighted the participation of military malaria
coordinators in national, regional and global malaria elimination committees

Universal access in Mozambique on distribution strategy

A presentation by Tim Freeman, UNICEF/Mozambique described a strategy to
equitably distribute LLINSs to target populations. The strategy showed that the
strategy scales up distribution towards Universal Access, that it is equitable,
practicable, relatively cheap and can be carried out by Ministry of Health staff
with little difficulty.Because the distribution is based on lists, the strategy is not
dependent on weather. For example, if there is rain one day you can always go
to the same village a few days later.
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Conclusions

It was clear from group work discussions that there is limited use of evidence based
planning and development of IEC/BCC materials and inadequate allocation of funds to
IEC/BCC. Comprehensive national malaria program performance reviews is the way for
NMCP to determine the needs for program re-designing towards universal access, pre-
elimination and elimination.

Recommendations

Program management

As part of the malaria strategy countries should develop an evidence based malaria
BCC strategy which ensures participation and adoption by all stakeholders and is
allocated at least 5-10% of the malaria budget.

Countries should strengthen routine surveillance and logistics systems including
database establishment and data validation.

Countries should plan to conduct comprehensive malaria program reviews to inform
the development of strategic plans and policies in line with universal access/pre-
elimination

Countries should strengthen cross border activities to ensure pre-elimination is
achieved;

Countries should finalize their Road maps in the next two weeks and submit them to
the focal points of the sub-regional networks;

Countries to plan and budget for TA and capacity building in GFATM, AMFm, WBB,
UNITAID and other funding proposals

Vector control

Governments and their partners should emphasize operations research to ensure
evidence based scaling up of malaria control /elimination interventions.

Countries should conduct vector surveillance including annual vector resistance
monitoring;

Countries should be supported and guided in the scaling up of the LLINs and IRS in
a supplementary manner in cognizant of intra- and inter-country epidemiological
differences in line with the guidelines of WHO on the combination of two
interventions ;

Case management

Countries should rapidly improve capacity for malaria case management especially
parasite based diagnosis (including quality control and assurance) in order to
increase the proportion of suspected malaria cases that are confirmed by
microscopy/RDTs
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Annex. 1: Country Technical Support Needs

Country Technical Support Needs
Botswana e Capacity building to strengthen malaria diagnosis
¢ Development of an M&E Plan
e |[EC/BCC material development
® Social marketing of vector control interventions
¢ MPR and Strategic plan
e MIS
Burundi Assistante technique pour le TPI, PECADOM,
Assistance Technique pour la mise en place d’'une base de données
Assistance technique pour I'élaboration des directives pour la PID
MIS
Comoros e Elaboration du plan de communication (dec 2009)
e Formation sur la Gestion de données (janvier 2010)
* Enquétes MIS (Echantillonnage dec 2009), Formation (octobre —
novemre 2010), Analyse et interprétation des données =
Elaboration du rapport (janvier 2011))
e Elaboration du plan de lutte contre les épidémie (mars 2010)
¢ Etablissement de la cartographie (mai 2010)
® Formation des agents sur le PID (novembre 2010)
e Etudes d'efficacité thérapeutique (dec 2009)
e Evaluation du PNLP (dec 2010)
Eritrea e Assessment of vector control activities
e Strengthen insectaries and sentinel sites with experts and
equipment
e Strengthening of Malaria Early Warning System
* Resident epidemiologist for strengthening malaria surveillance
system
® QC/QA of microscopy and RDT diagnosis
e |nitiation of malaria cross-border collaboration with the Sudan
e Support study tour to countries practicing malaria elimination
e Support local production of co-formulated ACTs (AS + AQ)
Ethiopia ¢ Malaria Indicator Survey 2010
® Resource mobilization to fill gap
¢ Malaria communication guideline
e Health Facility Survey 2009
Madagascar .
Malawi ¢ IRS
e MPR
e MIS
® Pharmacovigilance
Mozambique ¢ Procurement of LLINs
® |ogistics
e Quality control/assurance of RDTs
e DHSin 2010
e MISin 2010
Namibia .

National RBM five years Strategic Plan review and development,
January-March 2010
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National Vector Control guidelines finalization, November 2009-
January 2010

* MIS report writing and finalized, October 2009

National Programme re-view and re-orientation towards
elimination imitative, February 2010

South Africa

Programme review- Aug-Sept-09

Database implementation July-Aug-09

Cross border initiative-Oct -09- Dec 2010

Development of elimination strategy and implementation Jan
2010-July 2010

Swaziland

Technical support on training guidelines and ensure protocols for
RDT - (Aug — Sept 2009)

Development of M&E plan- LLIN delivery and record-keeping
August 2009

Uganda

Evaluation of the Current NMCP Strategic Plan and Programme
Review (MPR)

Update the malaria Strategic Plan

Updating the Malaria Communication Strategy

LLINs Distribution Plan

Update the M & E plan and operationalize the Malaria Database
Establish an insectary and field entomological insecticide
susceptibility monitoring sentinel sites

Zambia

Comprehensive malaria programmatic

review

Development of Malaria Control Strategic Plan; 2011-2015
National Malaria Surveillance, Data base

Management Systems (Routine, surveys)

Zanzibar

Establishment of ITNs distribution data base

Establishment and strengthening of QA/QC system/guidelines for
microscopy and RDT

Development of guidelines on efficacy trials

Monitoring of efficacy and durability of LLINs

IPT implementation in low malaria endemicity

Zimbabwe

Malaria Programme Review

Revision of communication strategy

Cross Border Initiatives (development of concept note and
proposal)

Needs Assessment for BCC

HMM guidelines

Establishment of sentinel sites (vector bionomics)

Programme reorientation for pre-elimination

Strengthening Malaria data base
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Annex 2: Agenda of the meeting

meetings

Morning Afternoon
MON = Official opening = Country Progress Updates — Peer
= Strategic Orientations and Review
Technical Updates
TUE Obijective 2: To Identify Major Objective 3: To Develop a Roadmap to
Bottlenecks And Solutions for Achieve 2010 Targets
Achieving 2010 Country Targets = Country peer review of plans
= Access and utilization of
interventions (plenary then
group work)
WED = Country peer review of Objective 4: To Provide a Forum for
progress and plans Partners’ Contributions to the Roadmap
= |dentification of support needs = Mapping of partner response to
including TA country needs
THUR = EARN and SARN Network = EARN and SARN Network meetings
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Annex 3: List of participants
Country No. Name Title Organizat | Address Telephone/ Fax Email
ion Mobile
Botswana 1 Ms K Moakofhi NPO/MAL WHO P O Box 1355 267-3971505/ | 267-3971483 moakofhik@bw.afro.who.int
Gaborone 3905593
267-71479722
2. MrsT Program MOH P Bag 00269 267-3190673/ | - tmosweunyane@gov.bw
Mosweunyane Manager Gaborone 3632109
267-71424134
Burundi 3. Dr D Baza NPO/MAL WHO Boulevard deP. | 257-22- - bazad@bi.afro.who.int
Uprona 231702
P O Box 1450 257-77769680
Bujumbura
4. MrsA MOH P O Box 4554 257-22- - ndayanotolie@yahoo.fr
Ndayishimiye Bujumbura 234954/22221
813
257-77751029
5. Dr L Nsabiyumva | Programme MOH Av deli Hopital | 257-22- 257-22-245801 nsabliev@yahoo.fr
Manager P O Box 1542 245801/22181
Bujumbura 3
257-79922346
6. Mr | Bimenyimana | Technical GF Maaria | Avenuede Etat- | 257-22- 257-22-249157 bi menyimana@yahoo.fr
Manager Project Unis 249171
P oBox 2186 257-79928537
Bujumbura
Comores 7. Dr A. Nassuri NPO/MAL WHO BP70 269-730036 269-7771825 nassuria@km.afro.who.int
Moroni 269-331439
8. Mr A Toilibou Entomologist MOH B P454 269-7780069 - ai_toilibou@yahoo.fr
Moroni 269-3312359
9. Dr A. Bacar Programme MOH Moroni 269-3352842 - anfanebacar @yahoo.fr
Manager
10. | Dr A Karima Director for MOH BP 1023 269-3350500 - kaab@live.fr
Hedlth Moroni
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11. | DrToybM Assistant MOH BP 5457 269-738076 - toybmbae@yahoo.fr
Technique Moroni 269-3335272
Eritrea 12. | Dr A. Zehae NPO WHO P O Box 5561 291-1- 291-1-125155 zehaiea@er.afro.who.int
Asmara 114171/5
291-1-
7132003
13. | DrT NMCP MOH PO Box 212 291-1-125529 | 291-1-122899/ tewol deg2003@yahoo.com
Ghebremeskel Manager Asmara 291-7114403 | 124194 tewoldeg@moh.gov.er
14. | Mr K Sereke Regional MOH P OBox 49 291- - -
Malaria Keren 402104/40279
Coordinator 9
291-7173014
Ethiopia 15. | Dr W Bekele NPO WHO P O Box 3069 251-11- 251-115514037 | workub@et.afro.who.int
Addis Ababa 5534777
251-
911245189
16. | Dr Dergie Olana NPO WHO P O Box 3069 251-11- 251-115514037 | olanad@et.afro.who.int
Addis Ababa 5534777
17. | Mr F T Bedane Senior Expert | MOH P OBox 1234 251-11- - betsegaye@yahoo.com
Addis Ababa 5517011
251-
911142187
18. | MrM A Yenehun | Pharmacist GF-PR PO Box 1234 251- - aseffa.amessi @gmail.com
MOH Addis Ababa 913267603
19. | Mr T G Bahta Health MOH POBox 1234 251- - Samri.teame@yahoo.com
Promotion Addis Ababa 913123675
Officer
M adagascar 20. | DrLuciano Tuseo | IPO WHO tuseol @mg.afro.who.int
21. |DrBF Programme MOH B P 460 261- - rabejan2009@yahoo.fr
Ramarosandratana | Manager Antananarivo 342919650
101 261-3429196
22. | DrM IEC/BCC MOH BP 460 261- - ravomartine@yahoo.fr
Ravonindrahasina | Officer Antananarivo 3311818235
101
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23. |MrME Medical MOH BP 460 261- - rakotonamoafy @yahoo.fr
Rakotondraibe Entomol ogist Antananarivo 331113603
101
24. | Dr JRazanakolona | Medica MOH BP 460 261- - arsecresan@moo.mg
Officer Antananarivo 202255323
101 261-
320581050
M alawi 25. | Mr W Dodoali NPO WHO BOX 30390 265-1-772755 | 265-1-772350 dodoliw@mw.afro.who.int
Lilongwe 265-
888869305
26. | MrsD Ali Pogramme MOH P Bag 65 265-1-752450 | 265-1-759963 alidoreen@yahoo.com
Manager Lilongwe 265-
888374043
27. | MrJChiphwanya | Entomologist MOH P Bag 65 265-1-752450 | 265-1-759963 chiphwanyajohn@yahoo.com
Lilongwe 265-
888385450
28. | Mr W Lapukeni Procurement MOH P O Box 30377 265-1-789405 | 265-1-789365 williamlapukeni @yahoo.com
Specialist Lilongwe 265-
888877651
29. | MrJZoya Malaria MOH P Bag 65 265-752450 265-752450 zoysj2003@yaho0.co.uk
Officer Lilongwe 265-
888873131
Mozambique 30. | Dr E AdeCarvaho | NPO WHO Av Pereira 258-1-491991 | 258-1-491990 carvalhoe@mz.afro.who.int
Marinho 280 258-
P.BOX 377 823024690
Maputo
31. | Dr SMabunda Programme MOH Av Eduardo 258- - slamabunda@gmail.com
Manager Mondlane 848804790
Salvador Allende
CP 264
Maputo
32. | Mr ST Gomane Coordinator - MOH Av Eduardo 258-21- - gomanemz@yahoo.com.br
IRS Mondlane 311621
Salvador Allende | 258-
CP 264 828438700
Maputo

29




33. | Dr SA Tsabete BCC/IEC MOH Av Eduardo 258-21- - satsabete@gmail.com
Coordinator Mondlane 311621
Salvador Allende | 258-
CP 264 848808545
Maputo
34. | Dr GM Fernandes | Vector Control | MOH Av Eduardo 258-21- - graefernandes@yahoo.com.br
Focal Point Mondlane 311621
Salvador Allende | 258-
CP 264 820155020
Maputo
Namibia 35. | Dr D Tiruneh DPC WHO P O Box 3444 264-61- 264-61-2046202 | tirunehd@na.afro.who.int
Windhoek 2046301
264-
812981919
36. | Dr PUusku Chief Medica | MOH P Bag 13198 264-61- 264-61-300539 uusi kup@nacop.net
Officer Windhoek 2035081
264-
813653626
37. | MrH Angula Senior Health | MOHSS P Bag 13198 264-61- 264-61- angulah@nacep.net
Prog Admin — Windhoek 2035080 300539/224155
Vector Control 264-
811273156
38. | MsL Haidula SHPA MOHSS Erf No. 3471 264-65- 264-65-220303 Ihaidula@yahoo.com
Chasoh Street 222210
Ongcrediva 264-
Oshana 812723240
P O Box 345
Oshakati
39. | MsV Shipanga - MOHSS PO Box 20883 | 264-61- vksh1009@gmail.com
Windhoek 2965721
40. | Mr B Ntomwa CHPA MOH P O Box 2352 264-65- 264-65-224168 bntomwa@yahoo.com
Oshakati 222210
264-
813459522
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Somalia 41. | Dr JAmran RBM WHO P O Box 63565- | 254-20- 254-7623725 amranj @nbo.emro.who.int
Medical 00619 7623197/8 amranj @som.emro.who.int
Officer Nairobi 254-
Kenya 727802811
254-
738912020
42. | DrHEImi NPO WHO/MO | WHO Somadlia 252-15539559 husseinel mi81@yahoo.com
NMFP H Marka
Somalia
43. | Mr A. Hassan Lab Foca WHO/MO | Marka 252-15500514 | 254-7623725 amhassen |abfocal @yahoo.co
Point H Somalia m
44. | MrAH Lab Focal MOH WHO 252- - cxmahdi @yahoo.com
Mohamed Point Garowe 902794502
Somalia
45. | Mr F SDeria Senior MOH Hargisa 252-24444348 | - sahilf @som.emro.who.int
Entomologist WHO Somalia
and vector
control focal
point
South Africa 46. | MsM. A Groepe NPO WHO P.O.Box 13113 27-12- 27-12-3057729 groepem@za.afro.who.int
Tramshed 0126 | 3057701
Pretoria 27-798800142
47. | MrPD Moonasar | Director MOH P Bag X828 27-12- - moonad@health.gov.za
Malariaand Pretoria 0001 3482791
Other VBD 27-825783107
48. | Dr Eunice Misiani | Programme MOH P Bag X828 27-12- 27-12-3120240 misiae@health.gov.za
Manager Pretoria 0001 3123310
27-828195555
49. | Mr Philip Kruger Provincial Limpopo PO Box 33 27-15 27-15-3071683 pkruger@dhw.norprov.gov.za
Programme Health Tzaneen 0850 3073737
Manager Department 27-834158338
50. | Mr K Hlongwana | Scientist Medical 491 Ridge Road | 27-31- 27-31-2034704 khumbulani.hlongwana@mrc.
Research Overport 2034700 ac.za
Council Durban 4067 27-844996021
Sudan - 51. | Dr M HWais NPO WHO

31




Northern 52. | MrH T Kafy IVM Foca MOH P O Box 1204 249- 249-155775590 | hmoodak@yahoo.com
Person Khartoum 155155590/2
249-
912884982
53. | MrJSuleiman Public Hedlth MOH P O Box 1204 249- 249- jihadmia@hotmial.com
Officer Khartoum 912287067 155775590/2
54. | Dr K AEImardi Deputy NMCP | MOH P O Box 1204 249- 249-155775590 | Khalidmrdd@hotmail.com
Coordinator Khartoum 155155592/590
249-
912817230
Sudan — 55. | DrL Garang Director MOH/GOS | PO Box 88 246- infomhgoss@gmail.com/
Southern S Juba 477124756 majokyak @yahoo.com
Southern Sudan | 249918409581
Swaziland 56. | Mr A Zwane HIP Focal WHO Lilunga House 268-40-42928 | 268-40-44566 Zwanea@sz.afro.who.int
Point/ Floor 2 268-6054149
NPO/MAL ai P.O.Box 903
Mbabane
57. | Mr SKunene NMCP MOH P O Box 53 268-50-53804/ | 268-50-56445 malariaswd@real net.co.sz
Manager Manzini 502041/2
268-6083470
58. | MsZ Dlamini NMCP MOH P O Box 53 268-50-53804/ | 268-50-53248 zandied@realnet.co.sz
Program Manzini 502041/2
Officer 268-6083470
59. | MsB Dlamini Health MOH P O Box 364 268-3434435 | 268-50-53248 bonglive@yahoo.com
Promotion Mbabane 268-6055832
60. | MrV Nhlabatsi Grants National P O Box 1636 268-404-1703/ | 268-404-7300 victor@nereha.org.sz
Manager Emergency | Mbabane H100 8
Response 268-6036555
Council on
HIV/AIDS
Tanzania 61. | MrsRJA Njau NPO/MAL WHO P.O.Box 9292 255- 255-222113180 | njaur@tz.afro.who.int
Dar-es-Salaam 222113005
255-
744007755
62. | Dr. R Mandike Deputy MOH P O Box 9083 255- 255-222124977 | renata@nmcp.go.tz
Manager Dar-es-Salaam 222295323
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63. | Ms. T Shirima IEC/BCC MOH P O Box 9083 255- 255-222124977 | thamka?007@yahoo.co.uk
Officer Dar-es-Salaam 784343104
64. | Ms. JMinja Vector Control | MOH P O Box 9083 255- 255-222124977 | jubbybm@yahoo.com
Dar-es-Salaam 754883485
Zanzibar — 65. | Dr SMuhsin Director of PS | MOH P.O.Box 407 255-24- 255-24-2231876 | salhiya75@yahoo.com
Tanzania Zanzibar 2233177
255-
777416770
66. | MrM Msellem Head of MOH P O Box 503 255-24- 255-24-2234970 | mmwinyi @hotmail.com
Diagnostic Zanzibar 2236451
Unit 255-
777432911
67. | Mr A H Khamis Vector Control | MOH P O Box 407 255-437115 - kahajim@yahoo.com
Zanzibar 255-
777437115
68. | Mr M | Khamis Public Health MOH P O Box 407 + 255 777 - mwikha@hotmail.com
Officer Zanzibar 470763
Uganda 69. | Dr Charles NPO WHO P O Box 24578 256-414- 256-414-335569 | katureebec@ug.afro.who.int
Katureebe Kampaa 335500
256-
782504900
70. | DrL Myers AG Progam MOH P O Box 7272 256- 256-414-231584 | myers 1956@hotmail.com/m
Manager Kampala 772466941 myers 1956@health.gov.ug
71. | MsM Byangire Senior Health | MOH P O Box 7272 256-414- 256-414-231117 | mbyangire@yahoo.com
Education Kampaa 384874
Officer 256-
772500766
72. | Mr A Michael PR
Representative
73. | MrM E Okia Senior MOH Plot 6 Lourdel 256-41- 256-41-231584 mikeokia@hotmail.com
Entomologist Rd, Wandegeya | 231563/9 bl essedmike350@gmail.com
P O Box 7272 256-
Kampala 712482782
Zambia 74. | Dr F Masaninga NPO WHO P O Box 32346 260-211- 260-1-282563 masaningaf @zm.afro.who.int
Lusaka 255322 masaningaf @yahoo.com
260-
977930348
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75. | Dr E. Chizema- Programme MOH P.O.Box 32509 260-211- 260-1-282427 glizabeth@nmcc.org.zm
Kawesha Manager Lusaka 282482 elizabethchi zema@yahoo.co.u
260- K
966788776
76. | Mr C Sikaada Malaria MOH POBox 32509 | 260-211- 260-1-282427 chsikaal a@yaho0.co.uk
Epidemiologist Lusaka 282455
260-
979488056
77. | MrsPWamulume | Principal MOH P O Box 32509 260-211- 260-977612486 | paulinekw@nmcc.org.zm
IEC/BCC Lusaka 282455
Officer
78. | Mr C Chinyama, Senior Maaria | Churches P O Box 34511 260-211- 260-226236 charles.chinyama@chaz.org.z
Programme Hedlth Lusaka 237328 m
officer - PR Association 260-
of Zambia 977713744
Zimbabwe 79. | Mr JPasipamire NPO/MAL WHO POBox CY348 | 263-4-253724 | 263-4-253731 pasipamirej @zw.afro.who.int
Causeway -30
Harare 263-11801200
80. | DrJ Mberikunashe | Program MOHCW P.O.Box 263-4-798555- | 263-4-721100/ jmberikunashe@healthnet.org.
Manager CY1122 7/790549 793634 w
Causeway 263-
Harare 912263525
81L. | Mr A T Mugove Vector Control | MOHCW P.O.Box 263-4- - amtozivepi @gmail.com
Officer CY1122 912619328
Causeway
Harare
82. | MrsF Manjoro IEC Officer MOHCW P.O.Box 263-4-739398 | - Fmanjoro2004@yahoo.co.uk
CY1122 263-11917286
Causaway
Harare
NGOs/ 83. | Chris White Malaria PSl - USA | 1120 19th Street | +1 (202) 341 cwhite@psi.or
Partners Department NW, Suite 600 6294
Washington, +1(202) 572
D.C. 20036 4512
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84. | MrsE Biermann Senior PSI — P O Box 22870 264-61- 264-61-244937 Elize.biermann@sma.org.na
Program Namibia Windhoek 244936
Manager 264-
812785854
85. | Mr M Bunyi Deputy PSI — PO Box 22591- | 254-20- - mbogo@psikenya.org
Director — Kenya 00400 244670/1
MCH Nairobi, Kenya | 254-
722791678
86. | Mr C Yuma SN Program PSl - P.O.BOX 529 265-1-874139 | 265-1-874138 cyuma@psimalawi.org
Manager Malawi Blantyre 265-
Malawi 999951128
87. | Mr F Chieza Head — PSI — C6 Westgate 40 | 263-4-334631 | - fchieza@psi-zim.co.zw
Maternal & Zimbabwe | Westgate 263-
Child Health Harare 912833553
Programme Zimbabwe
88. | Dr RRatsinandisa | Case PSl - BP 7748 261- 261-202236183 | rovar@psi.or
Rova Magement Madagascar | Antananarivo 202262984
Program M adagascar 261-
Coordinator 320745220
89. | Dr B Moonen Regional William J 254-733 bmoonen@clintonfoundation.
Malaria Clinton 331119 org
Manager Foundation
Kenya
90. | Ms G Phar maci st | Mal ari a Plot 2 256- 312- 256- g.nakanwagi @mal ariaconsorti
Nakanwagi Consorti | Sturrock 300420 312300425 um.org
Sekabi ra um - Rd, Kol ol o 256-
Uganda P O Box 712950664
8045
Kanpal a
Uganda
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9. |([Dr BAT Publ i c Mal ari a Pl ot 2 256- 312- 256- b.mpeka@mal ariaconsortium.
Moeka Heal t h Consorti | Sturrock 300420 312300425 org
Speci alist | um-— Rd, Kol ol o 256-
Uganda P O Box 712302744
8045
Kanpal a
Uganda
92. | DrR Mugizi Technical Malaria Plot 2, Sturrock | 256-312300 256-312300425 | r.mugizi @malariaconsortium.
Officer Consortium | Road, Kololo 425 org
- Uganda Opp Lohana 256-
Academy 754991440
P.O.Box 8045,
Kampala,Uganda
93. | M S Sual ei Heal t h Mal ari a Dr Antonio 258- - s.sualei @mal ariaconsortium.o
System Consorti | diameida191 843000236 rg
Coordi nato | um Road, Maputo 258-
r Mozanbi g | Mozambique 844504500
ue
94. | Dr D Bekele Project Officer | Maaria P O Box 3665 251-911- - d.getachen@mal ariaconsortiu
Consortium | Addis Ababa 408452 m.org/davigates@yahoo.com
Ethiopia Ethiopia 251-46-
2204415
95. | Dr A Tekalegne Country Malaria PO Box 100224 | 251-11-4- 251-11-4-161626 | a.tekalegne@malariaconsortiu
Director Consortium | Addis Ababa 165336 m.org
Ethiopia Ethiopia 251-911-
216102
96. | MsV Amutenya Progreamme DAPP PO Box 26660 | 264-61- 264-61-258220 | vamutenya@yahoo.com
Officer Namibia Windhoek 258220
Namibia 264-
812855747
97. | DrH Bilak Scientific MACEPA 13, Chemin du 33-450- - hbilak @path.org
Communicatio | /PATH — Levant 01210 280824
n Specialist France Ferney Voltaire, | 33-618611014
France
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98. | Mr B Cheng Diretor MACEPA/ | 1455 NW Leary | 1-206- 1-206-2856619 bchen ath.or
Advocacy & PATH — Way 7882154
Communicatio | USA Seattle WA
n 98107
USA
99. | MsM Kamwela Senior MACEPA/ | PBox 370 260-211- 260-211-250559 | mkamwela@path.org
Program PATH — Lusaka 251238
Assistant Zambia Zambia 260-
977714084
100. | Dr P Kiriri Consultant MACEPA P O Box 684 254- - pnkiriri @yahoo.co.uk
Zambia 00618 722988777
Nairobi 254-
Kenya 733952723
101. | Mr D L Kakooza Deputy PACE — Plot 2 IbisVae | 256- 256-414258678 | dkakooza@pace.org.ug
Director Uganda Kololo 312351100
P O Box 27569 256-
Kampaa 757361090
Uganda
102. | Dr S Mutambu Director National POBox CY573 | 263-4-700457- | - d mutambu@yahoo.com
Ingtitute of | Causeway 9
Health Harare
Research Zimbabwe
103. | Dr B Maket Deputy MACEPA 1210 Addis 260-211- - bmaket@path.org
Director Ababa Drive 250494
Lusaka, Zambia | 260-
978775288
104. | Miss E Genest Program PATH/ 13 Chemin du 33-450284378 | 33-450280907 egenest@path.org
Officer MACEPA Levant - 01210 33-623375006
Ferney Voltaire,
France
105. | Mr JUrbach Director Africa P.O.Box 17156 27-31- 27-31-2061416 jurbach@fightingmalaria.org
Fighting Congella 4013 2061416
Madaria Durban 27-83776 3820

South Africa
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106. | Dr SB Umaru Senior Infectious Mulago Hospital | 256-41- 256-41-4307290 | ussekabira@idi.co.ug
Medical Disease Complex 430700
Officer Ingtitute — P O Box 22418 256-230700
Uganda Kampaa 256-
Uganda 772460446
107. | DrEV F Gabriel Malaria Military PracetaDe 244- - fortesgabriel @yahoo.com/elsa
Coordinator Health Farinha Leitai 923643130 viveiros@gmail.com
Services— No. 7, Maulusso
Angola — Ingombota
Luanda, Angola
108. | Dr K Asamoa Medical Centersfor | 4770 Buford 1-770- - kasamoa@cdc.gov
Epidemiologist | Disease Hwy n.e 4887189
Control & Atlanta
Prevention | GA 30341
(CDC)USA | USA
109. | Dr M Charles Malaria IFRC-SA | 44 WiedaValley | 27-834132988 | - Michael.charles@ifrc.org
Delegate Sandton
Johannesburg
South Africa
110. | Mr K Yelpaala - Dalberg Washington DC | 1-202- - kaakpema.yel paal a@dalberg.c
USA 2864052 om
111. | Mr A Esenu Deputy Pilgrim — P O Box 2782 256- - Anthony.esenu@gmail.com
Executive Uganda Kampala 772712805
Director Uganda 256-414-
235240
112. | MsB Auping- UNDP GF UNDP Garden City 31-625066756 | - Bianca.kamps@undp.org
Kamps Programme Khartoum
Mgr Northern Sudan
113. | MsF Herero - Namibia P O Box 346 264-61- 264-61-228949 fieldofficer@redcross.org.na
Red Cross Katutura 235226
Windhoek
114. | MsN Heita - Namibia P O Box 346 264-61- 264-61-228949 proghead@redcross.org.na
Red Cross Katutura 235226
Windhoek
115. | Mr N Mulure - Novartis P O Box 2321- 254- - nathan.mulure@novartis.com
Kenya 00201 722402991

Nairobi, Kenya
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116. | Dr JChimumbwa | Regional RTI P O Box 25013 254-20- 254-20-7123349 | jchimumbwa@rti.org
Director Internationa | Nairobi 00603 7123348
| Kenya
Private Sector 117. | MrsM Mpisaunga | Regional Syngenta— | P.O.Box 1088 263-4-660495 | 263-4-661505 M artha.mpi saunga@syngenta.
Public Hedth | Zim Harare 263- €0.ZW
Manager Zimbabwe 912402474 M artha. mpi saunga@gmail.co
m
118. | Mr A lrven Regional Syngenta- | P/Bag X60 27-832605407 | 27-11-3122045 adrew.irven@syngenta.com
Vector Control | SA Halfway House
manager 1685
South Africa
119. | Mr M Pamhare Technica Syngenta— | P O Box 1088 263-91261518 | 263-4-661505 moses.pamhare@syngenta.co
Manager Zim Harare 263-4- m
Zimbabwe 660495/6
120. | Mr S Jobic Country Group | Bayer—SA | PO Box 143 27-11- 27-11-9215754 sylvestre.jobic@bayercropscie
Manager Sub- Isando 1600 9215474 nce.com
Sahara Africa South Africa 27-828969179
121. | MrRNd Business Bayer —SA | POBox 143 27-11- - riaan.nel @bayercropscience.c
Manager Isando 1600 829413391 om
South Africa
122. | Mr R Clark Business Bayer —SA | POBox 143 27-11- 27-11-9215754 ross.clark @bayercropscience.c
manager Isando 1600 9215658 om
South Africa 27-828014702
123. | Mr A Anguka BusinessMgr | Bayer — ThikaRd/RingRd | 254- 254-20- ambrose.anguka@bayercropsc
Eastern Africa | Kenya P O Box 60022- | 722525875 8561636/0935 ience.com
00200, Nairobi
Kenya
124. | Mr P Muthee BusinessArea | Bayer — ThikaRd/RingRd | 254- 254-20- Peter.M uthee@bayercorpscien
Manager Kenya PO Box 30321- | 8560667/74 8561636/0935 ce.com
00100, Nairobi 254-
Kenya 722710021
125. | Mr F Muchoki Senior Area Vestergaard | P O Box 66889- | 254-20- 254-20-4444526 | fm@permanet.com
Sales Manager | Frandsen 00800 4444758/9
Nairobi 254-
Kenya 733639330
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126. | Mr H S Sehmi AreaManager | Vestergaard | P O Box 66889- | 254- - hss@permanet.com
Frandsen 00800 733400089
Nairobi, Kenya
127.| Dr B K Bwambok | Regional Area | Vestergaard | P O Box 66889- | 254- - bkb@zerofly.com
Manager — Frandsen, 00800 733400087
Public Health Nairobi, Kenya
128. | Mr T Hansen Regional Vestergaard | P O Box 66889- | 254-204- 254-204-444526 | tth@permanet.com
Director Frandsen, 00800 444758/9
Nairobi, Kenya | 254-
733515227
129. | Mr F Olesen Regional Vestergaard | 348 RivoniaRd | 27-828316103 | - fo@permanet.com
Director Frandsen South Africa
130. | Mr M Kahwemba | Public Health | Ecomark 64/66 Craster Rd | 263-4- 263-4-2912727 methusel ahk @ecomed.co.zw
Advisor Southern 2912724
P O Box 2699 263-11605842
Harare
Zimbabwe
131. | Mr M Shmeizer Sales Nets for P O Box 66040 263-4-775901/ | 263-4-775900 botex@yoafrica.co.zw
Africa Kopje, Harare 37/38
Zimbabwe 263-
912212944
132. | Mr A Gericke Director AvimaP/L | POBox 3131 27-11- 27-11-7625712 anton@avima.co.za
Kenmare 1745 7691300
South Africa 27-828234473
133. | Mr A Pope Development | AvimaP/L | PO Box 3131 27-11- 27-11-7625712 allan@avima.co.za
Manager Kenmare 1745 7691300
South Africa 27-825742758
134.| DrEA Director BASF - BASF SE, APM | +49 621 60- +49 621 60- egon.weinmueller@basf.com
Weinmueller Public Hedlth | GER - Li475, D- 28165 6628165
Products 67117 +49 172
Limburgerhof, 7424967
Germany
135. | Mr M Campbell Technical BASF-SA | 16" Road 27-11- 27-11-203-2461 | mark.campbell @basf.com
Marketing Midrand 2032400
South Africa 27-829418674
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136. | Mr B Farrell Managing Wefco P O Box 13221 27-33- 27-33-3460512 marketing@wefco.co.za
Director Marketing Cascades 3202 3461920/2
Internationa | South Africa 27-829005610
I
137. | Mr P Engelbrecht Public Hedth | Arysta PO Box 172 27-836414796 | 27-865462187 piet.engel brecht@arystalifesci
Sales & LifeScience | Ifafi 0260 ence.com/piet.e@absamail.co.
Marketing SA South Africa za
Mar
138. | Dr R Peter Head Public Arysta 12 Denys Road 27-11- 27-117838623 rose@nexcorp.co.za
Hedlth Public Riverclub 836311555
Heath—SA | 2191
South Africa
139. | Mr B Sonoiya Deputy Arysta— P O Box 30335 254-20- 254-722602185 | sonoiyabernard@yahoo.com
Regional Kenya 00100 4776261
Manager Nairobi
Kenya
140. | Mr A Gutierrez & Commercial & | Goizper, S | Antigua4 37-670- 37-943787095 gurbieta@goizper.com/
Mr G Urbieta Sales Director | Coop — 20577 Antzuola | 766052/ goizper @qgoizper.com
Spain Spain 943786137
141. | Mr JClayton - Micron Bromyard 44- 44-1885483043 | john.clayton@micron.co.uk
Sprayers Herefordshire 1885482397
Ltd UK HR74H5
142. | MrV Mahaingam | Manager Tagros 72 MarshallsRd | 91- 91-28587873 vimal @tagros.com
Exports Chemicals | Egmore 4442007430/4
Ltd—India | Chennai 600008 | 00
India 91-
9003082228
143. | Mr JOlivier AreaManager | Chemtura— | P O Box 2089 27-11- 27-11-3974316 johan.olivier@chemtura.com
SA Kempton Park 3974336
Gauteng 27-825598238
South Africa
UNICEF 144. | Dr T Freeman Malaria Unicef - Av Do 258-21- 258-21-491679 tfreeman@unicef.org
Project Officer | Mozambiqu | Zimbabwe 1440 | 481100
e P O Box 4713 258-
Maputo 823179090
Mozambiqgue

41




145. | Angus Spiers Regional UNICEF +254 (0) 20 aspiers@unicef.org
Malaria ESARO 762 2287
Advisor Kenya +254 (0) 724
010722
146. | Mr A Shiferaw Health Project | Unicef — Bahirdar 251- 251-5822200912 | amsalushif@yahoo.com
Officer Ehtiopia AmharaRegion | 582208775
Ethiopia 251-
918760392
147. | MsV Buyj Health Unicef — 3 UN Plaza 1-212- - vbuj @unicef.org
Specialist USA NY, NY 10017 3267189 valentinabuj @gmail.com
(Mdaria USA
Partnerships)
148. | Dr T Ayadew Health Unicef — P O Box 19883 251-115- - tayalew@unicef.org
Specialist Ehtiopia Addis Ababa 184000
251-911-
406555
149. | Dr D Muluneh Project Officer | Unicef — 251-911- 251-11-5311628 | dmuluneh@yahoo.com
—Hedlth Ethiopia 239995 dmuluneh@unicef.org
251-11-
5184221
SADC/SARN 150. | Mr S Sianga Director Social | SADC Private Bag 0095 | 267-3951863 267-3913474 Ssianga@sadc.int
and Human Secretariat | Gaborone 267-3972848
Devel opment Botswana
151. | MsL Lebese TA Advisor/ SARN Private Bag 0095 | 267-3951863 267-3913474 Ileb sadc.int
SARN Gaborone 267-73002123
Coordinator Botswana
152. | MrsB Lesaso Finance SADC Private Bag 0095 | 267-3951863 267-3913474 blesaso@sadc.int
Admin Officer | Secretariat | Gaborone 267-3972848
Botswana
153. | MrsT Ntseane Senior SADC Private Bag 0095 | 267-3951863 267-3913474 tntseane@sadc.int
Secretary Secretariat | Gaborone 267-3972848
Botswana
154. | Dr K Mudambo Regional MAS | SADC P Bag GT1499 263-4-792847 | 263-4-70661 kakamudambo@gmail.com/k
Coordinator Military Graniteside 263-11883127 mudambo@hotmail.com
Health Harare
Services Zimbabwe
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155. | MrY Chivwara Interpreter SADC University of 265-1-524222 | 265-1-524046/ ychivwara@yaho0.co.uk
(French) Secretariat | Malawi — French | extn: 235 527331
—Malawi Department 265-
P O Box 280 888339507
Zomba, Malawi
156. | MsJD Manuel Interpreter No. 470 R/IC 258823140070 | - josefinadmanuel @tdm.co.mz
(Portuguese) Maputo
Mozambique
EARN 157. | Mr P Mbabazi Focal Point EARN P O Box 12645 256- mbabazip@ug.afro.who.int
Kampala 772405440
Uganda
RBM 158. | Mr R Carr Technica RBM 20 Avenue 41-22- 41-22-7913518 carrr@who.int
Secretariat Officer Secretariat | Appia 7913518
CH-1211 41-794772628
Geneva 27
Switzerland
159. | Dr JBanda Coordinator — | RBM 20 Avenue 41-22- 41-22-7913518 bandaj @who.int
Partnership Secretariat | Appia 7912847
Facilitation CH-1211 41-796294471
Geneva 27
Switzerland
160. | Dr B Udom Technical RBM 20 Avenue 41-22- 41-22-7913518 udomb@who.int
Officer Secretariat | Appia 7912847
Malaria CH-1211 41-796294471
Partnerships Geneva 27
Switzerland
GFATM 161. | Mr M Didllo Project Officer | GF — Chemin de 41-22- 41-22-7911995 mamadou.diallo@theglobalfu
Switzerland | Blandonnet 8 7911900 nd.org
CH1214 Vernier | 41-794018850
Geneva
UN Special 162. | Mr A Court
Envoy
163. | Mr SBasu
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WHO/HQ 164.| Dr S GMP 20, Avenue 41-2279110 19 | 41-22-7954824 shivam@who.int
Murugasampillay AppiaCH-1211
Geneva 41-792546824
WHO- AFRO 165. | Dr G Ki-zerbo Regional AFRO Citi de Djoue 242-6336876 - kizerbog@afro.who.int
Advisor BP 6 Brazzaville
Congo
WCO - 166. | MrsM Masule Admin Officer | WHO UN House masulem@na.afro.who.int
Nambia Windhoek
167. | MsB Kaaronda Secretary WHO UN House kaarondab@na.afro.who.int
Windhoek
168. | Mr | Garsedi Driver WHO UN House garsedii @na.afro.who.int
Windhoek
169. | Mr D Kavari Driver WHO UN House kavarid@na.afro.who.int
Windhoek
ESA —IST 170. | Dr C Paluku IST/MAL — WHO PO Box CY348 | 263-4-253724 | 263-4-253731/2 | palukuc@zw.afro.who.int
Team Leader Causaway -30
Harare
Zimbabwe
171. | Dr JGovere Medical WHO POBox CY348 | 263-4-253724 | 263-4-253731/2 | goverej@zw.afro.who.int
Officer Causaway -30
Harare 263-
Zimbabwe 912415818
172. | Dr. J. Namboze Medical WHO P.O.Box 24578 256-41335500 | 256-75644122 nambozej @ug.afro.who.int
Officer Kampala
Uganda
173. | Dr B Ameneshewa | Entomologist WHO PO Box CY348 | 263-4-253724 | 263-4-253731/2 | ameneshewab@zw.afro.who.i
Causeway -30 nt
Harare 263-
Zimbabwe 912324415
174. | Mr K Gausi M & E Officer | WHO PO Box CY348 | 263-4-253724 | 263-4-253731/2 | gausik@zw.afro.who.int
Causeway -30
Harare
Zimbabwe
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175. | Mr SKatikiti DataManager | WHO POBox CY348 | 263-4-253724 | 263-4-253731/2 | katikitis@zw.afro.who.int
Causeway -30
Harare
Zimbabwe
176. | Dr O Cossa Technical WHO POBox CY348 | 263-4-253724 | 263-4-253731/2 | cossao@zw.afro.who.int
Office Causeway -30
Harare
Zimbabwe
177. | Mr | Mugwisi Admin WHO POBox CY348 | 263-4-253724 | 263-4-253731/2 | mugwisii@zw.afro.who.int
Assistant Causaway -30
Harare
Zimbabwe
178. | Ms C Garapo Secretary WHO POBox CY348 | 263-4-253724 | 263-4-253731/2 | garapoc@zw.afro.who.int
Causeway -30
Harare
Zimbabwe
179. | MrsE Imbayarwo | Secretary WHO POBox CY348 | 263-4-253724 | 263-4-253731/2 | imbayarwoe@zw.afro.who.int
Causeway -30
Harare
Zimbabwe
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