
malariamalaria
e y e s o n A N A M M R E N M A G A Z I N E

EDITION 11, JANUARY 2014.

Malaria Vaccine
Closer 
than ever 

IN THIS 
ISSUE

Kicking malaria out | Living with a dilemma  | How to save a life 
Eurartesim – the new kid on the block | Larviciding - is it the answer? 
A better alternative | The all-inclusive battle | Mosquito coil – killing softly



CONTENTS

EYES ON MALARIA  3

here is hope for malaria elimina-

T tion in Africa considering the 

bold steps being taken by a 

number of countries including 

Swaziland, that is determined to not only 

end malaria deaths, but to kick out the 

disease in 2015, and be the first to do so in 

sub-Saharan Africa.

There is also some relief in the fact that 5 
other countries (Botswana, Cape Verde, 
Namibia, São Tomé and Príncipe and 
South Africa) in sub-Saharan Africa are 
included in the global list of 34 malaria-
eliminating countries. 

Through determination and focused 
leadership, these countries have shown 
that even before a vaccine is available to 
help in the fight against malaria, current 
tools like bed nets, indoor-residual 
spraying and, in some cases larviciding, 
can be well co-ordinated to conquer 
malaria.

It must intrigue other malaria-endemic 
countries on the continent to see what 
most of them considered impossible to be 
possible after all and how the Swazi 
government made the decision in 2008 to 
shift its strategy from controlling malaria, to 
eliminating it.

But, the struggle ahead may not be too 
daunting if by 2015 the RTS,S malaria 

vaccine is deployed to enable our infants 
face the menace until the day of elimina-
tion.

In the countries that have elimination within 
reach, there is abundant evidence of how 
they took advantage of sophisticated 
surveillance programmes. They combined 
high-tech tools, like Global Positioning 
System (GPS) mapping and active case 
detection and personal follow-ups at the 
home of every individual with confirmed 
malaria. That is how to get rid of the killer of 
over 600,000 people.

But achieving the mission remains a 
challenge  when governments do not have 
a clue and fake drugs still abound through 
the laziness of health workers, drug 
regulators and the community. There is 
also the dilemma of countries desiring to 
use DDT in mosquito control but are 
deterred by sanctions imposed by devel-
opment partners.

For many communities in endemic 
regions, there is great confusion as to how 
much is demanded of them in the quest to 
eliminate the disease which has deci-
mated populations.

It is important to spread the message that 
malaria elimination is possible by simply 
following the shining examples of the 
trailblazers, even as we wait for the malaria 
vaccine.
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the vaccines following licensure, Ms Botting 
said, “Preparation is essential to pave the way 
for the acceptance of any new vaccine, 
including a malaria vaccine. At this stage, MVI 
has worked with researchers and local entities 
to conduct community studies in four 
countries to explore a wide range of factors 
related to people's attitudes, beliefs and 
perceptions about malaria, generally and a 
new intervention like a malaria vaccine.”

“These studies have been shared with EPI and 
malaria control programmes, as well as the 
national technical advisory groups and the 
communities that participated in the 
research. Should RTS,S be approved for use, 
the community perceptions findings would 
be a cornerstone in the development of 
communications plans for the deployment of 
t h e  m a l a r i a  v a c c i n e , ”  s h e  a d d e d .

The success stories associated with the on-
going vaccine trial has brought lots of 
optimism and excitement.  Ghanaian 
researcher in the RTS,S trials at the Kintampo 
Health Research Centre (KHRC) in the Brong-
Ahafo region of Ghana, Dr Kwaku Poku 
Asante, is all joy as he projects into the future.
“On the African side, I am so excited that for 
the first time we are testing a vaccine in Ghana 
for Ghanaian children and this is being 
conducted with the highest scientific 
standards. We will ride on this to test other 
vaccines that come along,” he said in an 
interview in Accra. 

On how Ghana is preparing to receive the 
vaccine if licensed, he said all data coming in 
on the performance of the vaccine trials at 
Kintampo and Agogo in Ghana and other 
countries are made available to the Ghana 
Food and Drugs Authority (FDA).

“The FDA has got a technical group that looks 
at the data on the vaccine to decide if it is okay 
to be given to Ghanaian children for 
protection against malaria,” Dr Asante said.
According to him, once the FDA, the national 
regulator, gives the nod for the use of the 
vaccine, the National Malaria Control 
Programme would pick this up, and based on 

the recommendation of the WHO, imple-
ment the administration of the vaccines 
among the children in collaboration with 
those in charge of the Expanded Programme 
on Immunisation.

Dr Asante explained that there is on-going 
community engagement whereby the people 
around Kintampo are being prepared for the 
introduction of the vaccine and how their co-
operation is crucial to its success.  “We link up 
with them as and when we get new informa-
tion to help them understand the processes, 
how far we have come, what they should 
expect and who will receive the vaccine.”

On funding, he said governments and global 
partners working on the vaccine are 
committed to ensuring that it becomes 
accessible once it is licensed.  

Sir Andrew Witty, Chief Executive Officer of 
GSK, in a press statement by PATH/MVI, said 
they were very “encouraged by these latest 
results, which show that RTS,S continued to 
provide meaningful protection over 18 
months to babies and young children across 
different regions of Africa.”

“While we have seen some decline in vaccine 
efficacy over time, the sheer number of 
children affected by malaria means that the 
number of cases of the disease the vaccine can 
help prevent is impressive,” he noted.

“These data support our decision to submit a 
regulatory application for the vaccine 
candidate which, if successful, would bring us 
a step closer to having an additional tool to 
fight this deadly disease. We are grateful to 
the scientists across Africa and GSK and to our 
partners who have worked tirelessly for 
almost 30 years to bring us to this point,” he 
added. 

Dr David C. Kaslow, Vice President of Product 
Development at PATH, is also quoted saying: 
“Given the huge disease burden of malaria 
among African children, we cannot ignore 
what these latest results tell us about the 
potential for RTS,S to have a measurable and 
significant impact on the health of millions of 
young children in Africa.”

According to the MVI statement, “the PATH/ 
efficacy and public health impact of RTS,S 
were evaluated in the context of existing 
malaria control measures, such as insecticide 
treated bed nets, which were used by 78% of 
children and 86% of infants in the trial.”  

The vaccine, when it eventually makes an 
appearance would impact significantly on the 
public health landscape of the African 
continent, which has been reeling under the 
burden of malaria for centuries.

Researchers are, more than ever before, 
closer to the dream of showcasing the 
world's first malaria vaccine. This 

follows the successful mobilisation of 
stakeholders including clinicians, laboratory 
scientists, field workers, data entry personnel, 
African children, chiefs and local communi-
ties, backed by a heavy investment in 
infrastructure and technology.

Feverish preparations are taking place to 
introduce the vaccine soon, if all goes well 
with the ongoing trials in Ghana, Burkina Faso, 
Kenya and four other African countries.  It has 
not been without sweat and grit, considering 
that the research has lasted well over 20 years 
since the vaccine was first invented.

Latest data, however, from the large-scale 
phase 3 trials on the RT,S,S malaria candidate 
vaccine show that the most clinically 
advanced vaccine continues to protect young 
children and infants from malaria up to 18 
months after vaccination. And there is still 
more good news, as reports indicate that the 
World Health Organization (WHO) has given 
signals that a policy recommendation for the 
vaccine is possible as early as 2015, if it 
receives a positive scientific opinion. 

Eleven trial sites, including those at Kintampo 
in Ghana, Kombewa in Kenya and Bagamoyo 
in Tanzania, in the seven African countries are 
conducting the trials in collaboration with 
GlaxoSmithKline (GSK) and the PATH Malaria 
Vaccine Initiative (PATH/MVI), with funding 
from the Bill & Melinda Gates Foundation.
A statement from PATH/MVI said with these 
promising data on the RTS,S vaccine, GSK 
would submit a regulatory application to the 
European Medicines Agency (EMA) in 2014.

 “These latest results demonstrated that over 
18 months of follow-up, RTS,S was shown to 
almost halve the number of malaria cases in 
young children, aged 5-17 months at first 
vaccination and to reduce by around a 
quarter, the malaria cases in infants aged 6-12 
weeks at first vaccination,” it added.

These results were made known at the largest 
scientific forum, which saw scientists 
presenting up-to-date groundbreaking 
research on preventing, controlling and 
eliminating malaria. 

The forum, the 6th Multilateral Initiative on 
Malaria (MIM) Pan African Conference, held in 
South Africa, recently brought together 
various stakeholders including national 
malaria control programme managers, 
policymakers, health care workers and 
community members, among others. 

MIM is an international alliance of organiza-
tions and individuals seeking to maximize the 
impact of scientific research against malaria 
in Africa to ensure that research findings yield 
practical health benefits.

In an interview with the African Media and 
Malaria Research Network (AMMREN) on 
how to get the vaccine licensed locally in 
Africa to benefit children through the 
Expanded Programme on Immunisation (EPI), 
Ms Carla Botting, Director of Product 
Development and Access, PATH/ MVI said, 
prior to consideration by national regulatory 
authorities in African countries,  results of the 
trials of the RTS,S malaria vaccine candidate 
must be submitted to the European 

Medicines Agency (EMA) for review which will 
take place under the Article 58 process.

“If the EMA provides a positive scientific 
opinion on RTS,S, it will then be considered by 
the WHO for what is called a policy 
recommendation, which outlines strategies 
and  recommendat ions  fo r  use ,  and 
p re q u a l i f i c a t i o n .  A s s u m i n g  a  W H O 
prequalif ication is granted, GSK, the 
regulatory sponsor, would then submit 
dossiers to individual countries for their 
regulatory review,” Ms Botting said

On how the vaccines would be made available 
for use in the countries and funding it, she 
explained that “once there is a WHO policy 
recommendation and WHO prequalification, 
there will be a regulatory review by national 
regulatory authorities in each country.  If 
approved, a country will have to decide 
whether or not to adopt it into her health 
system.”

According to Ms Botting, “If RTS,S is approved 
by EMA and receives prequalification by 
WHO, we hope that GAVI and/or other 
funding agencies will fund the purchase of the 
vaccine.”

On efforts to get local communities to accept 
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Leaders in malaria-endemic 
countries in Africa have been 
challenged to take advantage of 

the dramatic decline in malaria deaths 
on the continent and push for the 
elimination of the disease.

The wake-up call was made by malaria 
experts during the 6th Pan-African 
Multilateral Initiative on Malaria 
(MIM) conference held in Durban, 
South Africa under the theme “Moving 
towards Malaria Elimination: Investing 
in Research and Control.”

The world's largest conference of 
malaria stakeholders was reminded 
that the time has come to move away 
from just controlling malaria to ending 
the menace altogether.

Some experts sounded a bit utopian by 
demanding malaria eradication in a 
hurry, while others pointed to the 
reasonable pursuit of elimination 
through a proactive and dedicated 
malaria control strategy.

The reported heavy decline in malaria 
deaths has been attributed to the 
expanded use of insecticide-treated 
nets (ITNs), indoor residual spraying 
(IRS) and efficacious malaria medica-
tions like artemisinin-based combina-
tion therapies (ACTs). 

And now the general feeling is like 
“Current tools are working well, so 
then let's apply more effort and we can 
achieve elimination.”

The WHO says malaria rates have 
fallen 33 per cent in Africa and over 25 
per cent globally in the past decade. 
However, malaria still kills some 
660,000 people each year—most of 
them young African children. This 
shows that there is something not 
being done right on the continent.

During a discussion at the MIM 
conference on the road to malaria 
eradication in Africa, Professor Jo 
Lines of the London School of Hygiene 
& Tropical Medicine said “While there 

is a lot of attention still rightly focused 
on how we can win the battles of today 
or next week or next year, we can start 
turning our attention to the longer-
term and think about what is needed to 
win the war.” 

The malaria expert, formerly a director 
of the Vector Control Unit of the World 
Health Organization's Global Malaria 
Programme, joined his peers to 
consider ways in which scientists are 
designing practical interventions to 
meet the long-term goal of eradication.

 “For the first time we have achieved 
very large-scale vector control 
coverage in Africa, and these interven-
tions have prevented a large number of 
deaths and greatly reduced the burden 
of transmission,” said Prof Lines.

Prof Lines said eliminating malaria in 
Africa requires a better understanding 
of the different factors affecting 
transmission and also more attention 
to disease surveillance. Such work is 
crucial, he said, to ensuring that once 
malaria is eliminated from a particular 
region, it does not re-establish itself 
when an infected individual migrates 
from areas where malaria is still 
common. 

“The lesson to learn from areas that 
have eliminated malaria is not just 
how they drove it out but how they 
kept it out,” he said. 

With elimination now high on the 
agenda more insight is needed into the 
right way to kick malaria out of Africa.
Fortunately, the countries that have 
eliminated malaria are willing to share 
the knowledge and useful lessons 
learnt along the way. And a regular 
feature among the success stories is the 
careful approach to testing suspected 
malaria cases, confirming them before 
treatment and monitoring the treat-
ment and recovery of patients. 

It is said to be “expensive, time-
consuming and very demanding.” But 
it brings results.

The Global Health Group of the 
University of California in San 
Francisco (UCSF) has published 
information on thirty-four (34) malaria-
eliminating countries. The country 
briefings acknowledge the hard work 
of the proactive countries and 
challenge their neighbours to emulate 
them.

What it takes
In spite of all the monies spent up-
scaling bed net use, spraying, procur-
ing test kits and drugs to fight malaria, 
even more is required of stakeholders 
to eliminate malaria.

This additional demand is to ensure a 
case by case monitoring of local 
malaria infections which are crucial to 
achieving elimination.

South Africa, which hopes to eliminate 
malaria by 2018, is tracking the total 
number of infections, recording where 
they are occurring and following-up to 
confirm details such as travel history 
and symptoms. This is a cornerstone of 
the country's elimination strategy.

According to South Africa's health 
representa t ives ,  the  count ry ' s 
in tensive malar ia  survei l lance 
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programme includes a website that is 
constantly updated with an outbreak 
alert system and an automated 
mapping programme that can depict 
malaria cases down to the local level. 

A study by Bridget M. Shandukani with 
South Africa's National Department of 
Health found that this type of meticu-
lous surveillance, is costly and labour-
intensive but vital to finishing off 
malaria in countries like South Africa 
that have reduced malaria transmis-
sion drastically. 

This has to be well noted and emulated 
all over malaria-endemic communities 
to speed up the attainment of elimina-
tion.

To Professor Christopher Plowe of the 
Howard Hughes Medical Institute, 
vaccines are essential to malaria 
elimination, because vaccines have 
been part of “nearly all successful” 
infectious disease eradication efforts 
and “absent from all unsuccessful 
campaigns.”
 
One question that refuses to go away is 
the commitment of African leaders to 

eliminate malaria. There have been 
promises to allocate more funds in 
fiscal budgets to fight malaria. While 
some kept their word and showed 
commitment, others have failed.

During the MIM conference, research-
ers from Namibia presented a study 
that highlights the importance of cross-
border initiatives for countries 
targeting elimination. They noted that 

most of the malaria cases in northern 
Namibia are “imported from southern 
Angola.”

The study examined the effectiveness 
of a programme - the Trans Kunene 
Malaria Initiative- implemented across 
a 20-square kilometre region on both 
sides of the Namibia-Angola border. 
This cross-country intervention 
between Namibia and Angola, using 
long-lasting insecticide nets (LLINs), 
rapid diagnostic test kits (RDTs), 
community education and case 
management, achieved a significant 
reduction in malaria and was seen as 
an example of cross-border initiatives 
required across Africa to eliminate 
malaria.

“These results show that cross-border 
work is both critical to elimination of 
malaria and possible despite involving 
different national governments with 
language and cultural differences,” the 
scientists reported. 

But, the issue of different governments, 
languages and cultures is a huge 
problem that cannot be ignored. Most 
countries in sub-Saharan Africa have 

better links with their colonial masters 
in Europe than their neighbours on the 
continent. 

It has been observed that even when it 
comes to implementing simple cross-
border agreements, some leaders, 
especially Francophone members, 
usually consult their colonial masters 
in France, before taking any decisions.
Still on the issue of commitment, the 

Global Fund's Affordable Medicines 
Facility-malaria (AMFm) which was 
launched to widen access to lifesaving 
drugs, showed how hard it is to expect 
dedication even from stakeholders. 
Perhaps key issues such as these have 
to be addressed quickly if elimination 
is to be attained in the whole of sub-
Saharan Africa.

For countries such as Ghana however, 
there are other challenges to be 
confronted to put them soundly on the 
path of eliminating malaria. According 
to Dr. Constance Bart-Plange, Ghana's 
National Malaria Programme Man-
ager, it is only when countries have 
been properly assessed that they can 
confidently say they are truly on the 
path to eliminating malaria. 

“The greatest challenge in Ghana 
towards elimination is the over-
diagnosis of malaria cases and the 
treatment of every fever as a case of 
malaria. It is important that people are 
encouraged to test for malaria before 
being treated for the disease,” Dr Bart-
Plange noted. 

According to her, “We must know the 
true picture of malaria cases in the 
country, if we want to move towards 
elimination because malaria mortality 
has drastically gone down but why is it 
that we still have a lot of malaria cases 
being diagnosed at the OPDs?”

Clearly proper diagnosis has a key role 
to play to ensure we track progress and 
that countries kick out malaria and 
keep the disease out.

Professor Jo Lines - London School 
of Hygiene & Tropical Medicine.
Photo credit: medical.net

Professor Christopher Plowe 
administering malaria vaccine. 
Photo credit: University of Maryland Medical School.

Dr. Constance Bart-Plange- 
Ghana's National Malaria Programme 
Manager
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treatment of every fever as a case of 
malaria. It is important that people are 
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University of Pretoria's professor Tiaan 
de Jager, a researcher of sustainable 
malaria control and pesticides and 
industrial pollutants, acknowledged the 
adverse genetic and hormonal risks 
linked with DDT, adding however that its 
efficacy cannot be discounted.

Prof De Jager believes that a combination 
of improved housing, sanitation and 
education should form part of the control 
strategies against the disease, instead of 
the reliance on DDT.
“We are not saying that people should 
rather die than using DDT. However, we 
can't rely on DDT; we should also look at 
safer methods that can lead to elimina-
tion.”

Opinion remains divided on the use of 
DDT to fight malaria. The fact that it is 
being used in impoverished areas could 
lead some people to think that the lives of 
poor people are less regarded.

The countries that banned (DDT), say it 
will only be used as a last resort against 
disease-bearing mosquitoes. However, 
DDT is still a routine option in some 
African countries, mainly because of the 
rapid results it gives.

The DDT ban, which began in the US and 
other  western countr ies ,  i s  now 
widespread because international 
development aid and funding has been 
tied to the prohibition of its use. 

Third World countries are told that if they 
want foreign aid money, they need to 
stop using the most effective weapon 
against malaria. They are compelled by 
necessity to comply with this condition.

As a result, insect-borne diseases have 
returned to the tropics with a vengeance. 
By some estimates, the death toll in 
Africa alone from unnecessary malaria 
resulting from the restrictions on DDT 
has exceeded 100 million people. 

Some commentators defend the use of 
DDT in situations like the one in South 
Africa where a sudden escalation 
demanded a swift intervention.

The routine use of DDT against malaria is 
generally deemed to be an exercise in 
toxic futility, especially when it is pursued 
at the expense of a superior and far more 
benign technology like the bed net. 

Resistance to chemicals
Resistance to DDT was reported way 
back in 1946. It became known that in 
mosquitoes, regular exposure to DDT 
tended to produce resistance within four 
to seven years. 

Stakeholders also noticed with dismay 
that the use of DDT faced problems in 
large, heavily infested areas with high 
human populations, poor housing and 
roads, and poor infrastructure. The 
reality is that in such conditions it will not 
be possible to eliminate the disease 
before the problem of resistance sets in.

This was deemed to have taken the wind 
out of the sails of the eradication 
campaigners. And so in1969, the 
ca m p a i g n  wa s  a b a n d o n e d .  D D T 
resistance is reported to be widespread 
in Anopheles mosquito.

Arguments
Till today, some followers of the DDT 
debate have expressed outrage at the 
biologist and nature writer Rachel 
Carson, who claimed in her publication 
'Silent Spring', that there was a town 
whose people and wild life had been 
extinguished through the use of DDT as a 
pesticide.

She said when animals ingest the fat-
soluble DDT, the chemical tends to 
concentrate in their fat, instead of being 
excreted. As a result, when other animals 
or humans eat the tainted animal, they 
absorb the prey's DDT, increasing the 
concentration of DDT in the food chain. 

DDT was described by Carson as having 
toxicity from long-term exposure that 
causes physiological abnormalities in 
humans and animals. There were other 
claims like, “DDT causes cancer in 
humans and endangered birds with 
imminent extinction.”

The panic raised by Carson's book 
deterred many countries from DDT-
based anti-malaria programmes, with 
consequences estimated at millions of 
deaths around the globe.

Proponents of DDT argue that within the 
two decades that it was rolled out, DDT 
prevented 500 million malarial deaths. 
They add that never before in history had 
a single chemical saved so many lives in 
such a short amount of time.

Again, they contend that, contrary to 
Carson's claims, several studies of breast 
cancer, lung cancer, testicular cancer, 
liver cancer and prostate cancer, failed to 
show significant evidence that exposure 
to DDT causes cancer. The purported 
threat of DDT to bird and wildlife was 
reportedly shown to be unfounded.

The race against malaria is one against 
time. Decisions have to be taken 
realistically. While arguments and 
counter-arguments are being fired like 
missiles, lives continue to be lost to a 
ruthless killer of pregnant women and 
children.

As researchers are working hard at 
improved technologies against malaria, 
the least communities can do is to make 
rational choices to stay alive today and 
remember also to ensure a healthier 
society for tomorrow. 
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Threats from mosquitoes are 
ever-present. There is no vaccine 
yet and the malaria parasite is 

constantly developing resistance to the 
few available recommended drugs. South 
Africa however, appears to have found a 
way out of the dilemma and claims to be 
on the path of eliminating the disease by 
turning to the use of DDT alongside other 
commodities for malaria control.

The current use of dichlorodiphenylt-
richloroethane (DDT) in South Africa and 
other countries is a clear case of picking 
one's poison when all available options 
seem unpleasant.

Some will criticize the use of the 
chemical. But decision-makers also 
contend they are overwhelmed by the 
dilemma posed by the fact that even the 
trusted bed nets are facing difficulties as 
mosquitoes develop resistance to the 
insecticides used to treat them.

Having pulled no punches in the battle 
against the biggest killer of women and 
children, South Africa has exclaimed with 
confidence that “The country is well on 
its way to being a malaria-free country." 

Africa's wealthiest and most developed 
country has set its sights on eliminating 
the disease by the year 2018.

The country's Health Minister, Dr Aaron 
Motsoaledi, said at the just ended pan-
African malaria conference in Durban 
that South Africa has turned the tide on 
malaria, cutting mortality rates by 85 per 
cent over the last 12 years, and hopes to 
eliminate the disease soon.

Viewed against the success stories in 
Botswana, Cape Verde, Eritrea, Madagas-
car, Namibia, Rwanda, and Zambia where 
a 50% reduction in malaria cases and 
deaths have been reported, the fight 
against malaria is a good fight that has 
gotten even better.

But whereas most countries rely on the 
recommended control tools like bed nets, 
indoor residual spraying and artemisinin-
based combination therapies (ACTs), 
South Africa has gone off the beaten track 
by including D DT to ki l l  malaria-
transmitting mosquitoes.

“Last year, only 70 people died from the 

mosquito-borne disease, compared to 
460 deaths recorded in the year 2000. 
The number of people who caught 
malaria has come down to about a 10th 
of the cases recorded that same year,” Dr 
Motsoaledi said, quoting from a national 
report. 

Medical experts and stakeholders at the 
Multilateral Initiative on Malaria (MIM) 
conference, which took place from 6th-
11th October 2013, received the news 
with ambivalence, knowing the contro-
versy surrounding the dreaded insecti-
cide.

The chemical, which is sprayed inside 
houses, is linked to genital birth defects, 

infertility and cancer and is banned in 
many parts of the world. 

South Africa joined a host of other 
countries to stop the use of DDT in 1996 
only to reintroduce it in 2000 as part of a 
plan to curb a major malaria outbreak. 

Following the ban of DDT in South Africa, 
malaria infections reportedly trebled in 
1996, rising to 64,500 in 2000. The local 
health authorities decided to act fast.

"The mosquito problem was overcome 
by combining DDT and pyrethroids for 
malaria vector control in the three 
malaria-endemic provinces," said Dr 
Motsoaledi. 
According to the South African malaria 

report, the insecticide has been used 
cautiously in recent years, "with targeted 
spraying only in high risk areas.”

Its safety has always been questioned, 
with local authorities maintaining that it 
is less expensive but more effective amid 
a spike in insecticide resistant vectors in 
recent years. 

South Africa appears clearly to have 
chosen the option for rapid results when 
confronted with a decision to save lives, 
in what Dr Motsoaledi describes as a 
"well-thought out strategy that is 
practical, systematic and robustly 
implemented.”

DDT was used mainly in impoverished 
households in the North-Eastern 
Limpopo region, which borders Mozam-
bique and part of the South-Eastern 
province of KwaZulu Natal, where malaria 
is endemic.

Prevention has seen cases drop to less 
than one per 1,000 people in affected 
districts, according to the report.

The report stated that some households 
refused to have their houses sprayed, 
saying the chemical left stains on walls, 
implying that it is not an appropriate 
technology. This is also seen as ignorance 
of the health effects among the teams 
spraying people's homes with the 
chemical.
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he	 promise	 of	 a	 vaccine	 to	

Tprotect	 against	 malaria	 gives	 a	
lot	 of	 hope.	 But	 it	 feels	 a	 lot	

better	to	know	that	a	study	has	begun	in	
Kenya	 on	 how	 a	 vaccine	 can	 prevent	
malaria	 in	 human	 immunodeficiency	
virus	 (HIV)	 positive	 children,	 with	
preliminary	results	expected	soon.

The	study,	Mal	58,	has	enrolled	a	total	of	
200	 children	 and	 is	 conducted	 by	 the	
United	 States	 Army	 Medical	 Research	
Unit	(USAMRU),	Walter	Reed	Project	in	
Kombewa	in	Kisumu	County	and	at	the	
Siaya	Kenya	Medical	Research	Institute	
KEMRI)/	 CDC	 Clinical	 Trial	 Centre	 in	
Siaya	County.

Children	are	vulnerable	to	malaria,	and	
those	 who	 are	 HIV-	 positive	 are	 at	
greater	 risk	 of	 dying	 from	 the	 disease	
due	 to	 their	 compromised	 immune	
systems.	

Principal	 Investigator	 at	 the	 Walter	
Reed	Project,	Dr.	Walter	Otieno,	 spoke	
about	progress	on	the	malaria	vaccine	at	
a	 symposium	 organised	 by	 Internews	
Kenya.	

Dr.	 Otieno	 said	 the	 RTS,S	 malaria	
vaccine,	expected	to	be	in	use	in	the	near	
future,	is	studied	to	know	how	safe	and	
efficacious	it	is	for	children	living	with	
HIV.

“The	malaria	vaccine	is	expected	to	be	
rolled	out	 in	the	entire	country	and	to	
children	regardless	of	 their	HIV	status	
and	this	is	why	we	have	decided	to	carry	
out	 this	 research	 to	 see	 whether	 this	
vaccine	 is	 safe	 and	 efficacious	 to	
children	who	are	living	with	the	HIV,”	Dr.	
Otieno	said.

“This 	 vaccine	 represents 	 a 	 f irst	
generation	 vaccine	 that	 offers	 around	
half	protection,	while	more	research	is	
being	 carried	 out	 to	 find	 a	 second	
generation	vaccine	by	2025	that	would	
offer	around	80	per	cent	protection	and	
last	 longer	than	four	years,”	Dr.	Otieno	
added.

The	great	role	played	by	vaccines	in	the	
elimination	 of	 killer	 diseases	 like	
smallpox	has	actuated	scientists	to	find	
a	vaccine	for	malaria	to	help	eradicate	
the	disease.

Fortunately,	progress	has	been	made	in	
this	 direction	 and	 within	 a	 couple	 of	
years	 the	 first	 ever	malaria	 vaccine	 is	
likely	to	be	deployed	to	save	lives	in	the	
expanded	programme	on	immunisation	
(EPI).

World	 renowned	 medical	 professor	
Hans	 Rosling	 recently	 remarked	 that	
"We	 used	 to	 have	 a	 developing	 world	
with	 high	 child	 mortality	 against	 an	
industrialised	world	with	low	mortality,	

but	 that	 is	 changing	 and	 one	 of	 the	
drivers	 is 	 the	 gradual 	 access	 to	
vaccines.”

The	Swedish	medical	doctor,	academic	
and	 statistician	 Rosling	 was	 only	
echoing	 the	 general	 feeling	 among	
stakeholders	that	vaccines	are	the	most	
cost-effective	 tools	 for	 addressing	
public	 health	 issues	 and	 have	 histori-
cally	 contributed	 to	a	 reduction	 in	 the	
spread	 and	 burden	 of	 infectious	
diseases.	

As	 the	 world	 prepares	 for	 a	 possible	
introduction	 of	 a	malaria	 vaccine	 into	
the	 EPI	 in	 2015,	 considerations	 are	
being	made	to	ensure	that	every	child	at	
risk	 of	malaria	 receives	 the	 necessary	
protection.

Meanwhile,	the	World	Health	Organisa-
tion	(WHO)	has	 issued	a	statement	on	
the	 efficacy	 and	 safety	 of	 the	 RTS,S,	
commenting	 on	 the	 possible	 hypothe-
ses	for	differences	in	the		efficacy	of	the	
vaccine	 in	 the	 2	 age	 groups	 of	 infants	
and	children.

"Lower	immune	responses	are	induced	
by	 the	 vaccine	 in	 infants	 aged	 6-14	
weeks	 (basic	 vaccination	 age	 for	
infants)	compared	to	children	aged	5-17	
months.	The	reasons	for	this	difference	
are	unclear	but	co-administration	with	
other	 vaccines	 and	 the	 presence	 of	

By Dickson Odhiambo – Kisumu, Kenya 
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maternally-acquired	 antibodies	 to	
malaria	in	the	6-14	week	olds	may	both	
be	factors	related	to	this	difference,"	the	
WHO	statement	said.

"Any	possible	 recommendation	related	
to	 vaccination	 later	 than	 the	 first	 few	
months	of	 life	would	require	at	 least	2	
additional	 immunization	 visits	 to	 be	
added	 to	 the	 routine	 immunization	
schedule.”

Some	 scientists	 contend	 that	 some	
vaccines	are	not	effective	for	long	in	very	
young	 children	 because	 their	 immune	
systems	 are	 very	 active	 and	 clear	 the	
vaccine.	

The	duration	of	 immunity	provided	by	
vaccines	varies	depending	on	a	range	of	
factors,	particularly	the	vaccine	itself.	

There	 is	 also	 talk	 that	 immune	persis-
tence	can	be	 limited	 in	the	very	young	
and	 very	 old	 and	 as	 immunity	 wanes	
people	 become	 firstly	 susceptible	 to	
symptoms	 from	 mild	 clinical	 disease	
then	to	more	severe	disease.

The	duration	of	immunity	offered	by	the	
malaria	vaccine	is	still	being	discussed.	
Some	experts	point	to	how	the	vaccine	
for	 measles	 gives	 lifelong	 protection.	
Mumps	 vaccine	 also	 has	 a	 long-term	
duration.

The	RTS,S	vaccine's	protection	is	said	to	
last	 for	 a	 year	 or	 less,	 but	 there	 is	
comfort	 in	 the	 fact	 that	 like	 most	
vaccines,	the	aim	is	to	get	beneficiaries	
through	childhood	when	these	diseases	

are	most	deadly.	
The	 impact	of	 child	vaccines	 is	magni-
fied	 when	 used	 in	 conjunction	 with	
other	health	efforts	like	antibiotics,	oral	
rehydration	 salts , 	 bed	 nets, 	 and	
vitamins.

The	malaria	map	is	rapidly	shrinking.	In	
1900,	 endemic	malaria	was	present	 in	
almost	 every	 country.	 The	 disease	 has	
been	eliminated	in	111	countries	and	34	
countries	 are	 advancing	 towards	
elimination,	according	 to	a	publication	
in	the	Lancet	global	health	journal.

Vaccines	 can	 cause	 “herd	 immunity”,	
which	means	if	the	majority	of	people	in	
a	 community	 have	 been	 vaccinated	
against	 a	 disease,	 an	 unvaccinated	

person	is	less	likely	to	get	sick	because	
others	 are	 less	 likely	 to	 get	 sick	 and	
spread	the	disease.

Researchers	 estimate	 that	 a	 viable	
malaria	 vaccine	 could	 be	 ready	 for	
children	 in	 the	 developing	 world	 as	
early	as	2015.

RTS,S	will	be	submitted	to	the	European	
Medicines	Agency	(EMA)	under	article	
58	because	it	is	being	developed	by	an	
EU	 manufacturer	 specifically	 for	
targeted	 populations	 and	 against	 a	
disease	which	occurs	primarily	outside	
the	 EU.	 It	 is	 not	 expected	 that	 the	
manufacturer	 will	 seek	 to	 license	 this	
vaccine	in	European	countries	given	its	
targeted	intended	use.

The	 WHO	 describes	 a	 vaccine	 as	 a	
biological	 preparation	 that	 improves	
immunity	 to	 a	 particular	 disease.	 A	
vaccine	typically	contains	an	agent	that	
resembles	 a	 disease-causing	 micro-
organism	in	a	weakened	or	killed	form,	
its	toxins	or	one	of	its	surface	proteins.	
The	 agent	 stimulates	 the	 body's	
immune	system	to	recognize	the	agent	
as	foreign,	destroy	it,	and	"remember"	it,	
so	 that	 the	 immune	 system	 can	 more	
easily	 recognize	 and	 destroy	 any	 of	
these	micro-organisms	it	encounters	in	
the	future.	

The	 global	 health	 body	 also	 explains	
that	 current	 vaccines	 against	 human	
diseases	are	caused	by	either	viruses	or	
bacteria.	Should	RTS,S	be	licensed,	it	will	
be	the	first-ever	licensed	vaccine	against	
a	parasitic	disease	in	humans.

Dr. Walter Otieno 
- Principal Investigator at 
the Walter Reed Project in Kenya

A view of Kisumu village
credit: emerginghumanitywordpress.com
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Eurartesim – 
The new kid on the block

Ten thousand adults and children are being 
enrolled in a large clinical study across 
seven sites in four African countries to test 

the safety of the newly-registered anti-malarial 
drug Eurartesim, according to scientists at the 
Dodowa Health Research Centre (DHRC).
        
Under the drug trial, a subset of 1,000 adults and 
children, recruited into the study, would further 
be subjected to rigorous medical scrutiny, in 
what is known as a nested trial, by examining 
their blood samples, testing organs like the liver, 
kidney and heart functions after receiving doses 
of the drug, to ensure that the anti-malarial drug 
is properly evaluated for the safe treatment of 
uncomplicated malaria.

The Eurartesim drug trial is part of the 4-year 
INDEPTH Effectiveness and Safety Studies (I N E 
S S), which is currently gathering information 
and practical evidence in Ghana, Burkina Faso, 
Tanzania and Mozambique for policy decisions to 
be based on scientific assessment of the 
effectiveness and safety of new or alternative 
post-registered anti- malarial drugs in real life 
settings.

Eurartesim is a fixed-dose combination product 
c o m p o s e d  o f  d i h yd ro a r t e m i s i n i n  a n d 
piperaquine phosphate (DHA-PQP) for the 
treatment of uncomplicated plasmodium 
falciparum malaria, and is already registered in 
Ghana.  

It is an artemisinin-based combination therapy 
(ACT)  produced by the Italian drug company, 
Sigma-Tau Group and Medicines for Malaria 
Venture (MMV) and has received approval from 
the European Medicines Agency (EMA). In 
Ghana, the Eurartesim trial is taking place in the 
Health and Demographic Surveillance Sites at 
the Dodowa, Kintampo and Navrongo health 
research centres. 

During the initial phase of the INESS project, 
a r t e s u n a t e - a m o d i a q u i n e ( A S A Q )  a n d 
artemether-lumefantrine (ALu) were evaluated 
in Ghana and Tanzania after administering the 
drugs on patients confirmed with malaria, who 
were then followed up. 
Currently in Ghana, three anti-malarials have 
been approved as first-line drugs for treating 
malaria and these are artesunate-amodiaquine, 
a r t e s u n a t e - l u m e f a n t r i n e  a n d 
dihydroartemisinin-piperaquine, which, under 
the brand name Eurartesim, is now being tested 
in the INESS project.

However, unlike previous studies on ASAQ and 
ALu, the Eurartesim study has two arms of 
investigations. The first is the general study, 
where the study participants in this group would 
just be followed after taking the drug to gather 
safety information on them while the second is 

the nested group, involving the intensive 
examination of the study participants, in what 
closely looks like trials undertaken in a phase 3 
clinical study of a drug. 

Mr Richard Afedi Nagai, Eurartesim Study 
Coordinator at the DHRC of the Shai-Osudoku 
district of the Greater Accra region, said the 
study begins with the recruitment process at the 
health facilities' Out-Patient Department 
centres, when a patient walks in for treatment.  

He said the patient would have to be a confirmed 
case of malaria either through the use of rapid 
diagnostic tests (RDTs) or microscopy.

After obtaining an informed consent facilitated 
by field workers and signed, the patient goes 
through screening to see if the person is still 
eligible.   

Dr Margaret Gyapong, Director of the DHRC, 
said the recruitment for all the sites in the four 

countries was on a competitive basis, and that 
regardless of how many study participants are 
recruited by each of the sites, once the number 
hits the 10,000 mark required, enrolment would 
end across the sites. 

At the nerve centre of the Eurartesim study is the 
laboratory, which is largely supporting the entire 
trial as up-to-date laboratory facilities and 
electrocardiogram (ECG) machines are needed 
to gather accurate data to evaluate how the drug 
performs when administered.  The Shai-
Osudoku District hospital in Dodowa has been 
designated as the only health facility equipped to 
specifically handle the nested study.
The other five facilities, scattered in the two 
districts of Shai-Osudoku and Ningo-Prampram, 
where the data on Eurartesim is being generated, 
would be involved in just the general study due 
to the lack of some standard laboratory 
equipment. All the health facilities would 
however use laboratory facilities and RDTs to 
check for malaria.

Different colour boxes of Eurartesim
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Richard Afedi Nagai - Study Co-ordinator

Dr Alexander Adjei, Dodowa site Principal 
Investigator (PI) and Study Clinician at the Shai-
Osudoku Hospital, said in an interview that as 
part of the study, “1,000 participants across the 
four countries would be closely followed for 
adverse drug reactions through laboratory and 
ECG investigation.”

The remaining 9,000 participants would be 
contacted on certain specific days after 
administering the drug to document drug 
completion and adverse events. 

 “The drug would be administered with water far 
away from meals, at least, three hours before or 
three hours after meals, to prevent the effect of 
the piperaquine component of the drug on the QT 
interval of the heart. Eurartesim could cause a 
life-threatening abnormality of the heart rhythm 
and rapid heart-beat if administered with high 
fat/calorie meal, hence those recruited would be 
advised on the three-hour rule for food and drug 
intake interval,” the Site PI said to clarify how the 
drug would be administered. 

He said patients recruited in the nested group 
would have the “functioning of their hearts 
examined on the first day before taking the drug 
using the ECG machines and these investigations 
would be repeated on the third and seventh day as 
well. Additionally, a small amount of blood would 
be drawn on three different occasions to check the 

functioning of the participants' kidneys, liver, and 
presence of malaria parasites and levels of the 
Eurartesim drug in their blood.”

Dr Adjei explained that those enrolled in the 
general component would be followed and safety 
data collected after they take the drug to monitor 
drug reactions without going through the rigorous 
requirements in the nested investigations, just 
like what happens in real life situation.

“However, all study participants in both study 
groups would be followed for 28 days after which 
the patient's involvement in the study would be 
completed for the generation of a conclusive 
data.”    
  
Dr Adjei said there were various international 
meetings to assess the capacities of the sites to 
undertake the project and to deliberate on the 
study protocol, regulatory requirements and 
standard operation procedures to carry out the 
study.

Among those who took part in these meetings 
were the INESS Principal Investigator, Prof. Fred 
Binka, representatives of the drug manufacturers, 
representatives of MMV and the site principal 
investigators from all the seven sites in the four 
countries. There are three sites in Ghana 
conducting the trial, one in Tanzania, two in 
Burkina Faso and one in Mozambique. 

On matters of those qualified to take part in the 
study, the doctor said those with no predisposing 
cardiac condition for irregular heart rhythm 
would be admitted into the study while those to 
be excluded are lactating mothers, pregnant 
women, persons with known allergies to a 
component of the drug and children below six 
months or weighing less than 5kg.

Mrs Abigail Hammond, a nursing officer at the 
Shai-Osudoku district hospital said they were part 
of the study because they had to be on hand to 
help with the recruitment, screening, checking 
vital statistics for the eligibility of patients and 
administering the drug directly.  Patients will be 
observed for some time after they receive the 
drug to see how they react, before they will be 
discharged.

Documents available indicate that there are some 
minor side effects of the drug and the most 
common ones among adults are seen in between 
one to 10 patients out of a 100 and these include 

anaemia, headache, prolongation or an alteration 
of the electrical activity of the heart, weakness 
and fever. In children, these are influenza, cough 
and fever.

This phase four trial of the Eurartesim drug and 
post- marketing phase of drug development seeks 
to examine the risks and benefits of new drugs in 
different segments of the population. Also,  a 
phase four study, might  be  initiated  to  assess  
such issues  as  the  longer-term  effects  of drug  
exposure. 

A post-marketing surveillance  is important  
because even  the  most  well-designed  phase 
three study might not uncover every problem that 
could later be discovered when  a  product  
becomes widely-used in the community. 

The phase one, two and three clinical trials are 
carried out under controlled conditions on few 
patients to establish the initial safety and efficacy 
of such new products or drugs. However, a newly 
registered product might be  more widely  used  
by  groups  that might  not  have  been  well  
studied  in the clinical trials and there might be 
reports of adverse drug reactions. 

Doctor Adjei 
explaining a point

Group picture at an INESS international meeting

Nurse Abigail (in white), with her colleagues at the Shai-Osudoku hospital
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Eurartesim – 
The new kid on the block

Ten thousand adults and children are being 
enrolled in a large clinical study across 
seven sites in four African countries to test 

the safety of the newly-registered anti-malarial 
drug Eurartesim, according to scientists at the 
Dodowa Health Research Centre (DHRC).
        
Under the drug trial, a subset of 1,000 adults and 
children, recruited into the study, would further 
be subjected to rigorous medical scrutiny, in 
what is known as a nested trial, by examining 
their blood samples, testing organs like the liver, 
kidney and heart functions after receiving doses 
of the drug, to ensure that the anti-malarial drug 
is properly evaluated for the safe treatment of 
uncomplicated malaria.

The Eurartesim drug trial is part of the 4-year 
INDEPTH Effectiveness and Safety Studies (I N E 
S S), which is currently gathering information 
and practical evidence in Ghana, Burkina Faso, 
Tanzania and Mozambique for policy decisions to 
be based on scientific assessment of the 
effectiveness and safety of new or alternative 
post-registered anti- malarial drugs in real life 
settings.

Eurartesim is a fixed-dose combination product 
c o m p o s e d  o f  d i h yd ro a r t e m i s i n i n  a n d 
piperaquine phosphate (DHA-PQP) for the 
treatment of uncomplicated plasmodium 
falciparum malaria, and is already registered in 
Ghana.  

It is an artemisinin-based combination therapy 
(ACT)  produced by the Italian drug company, 
Sigma-Tau Group and Medicines for Malaria 
Venture (MMV) and has received approval from 
the European Medicines Agency (EMA). In 
Ghana, the Eurartesim trial is taking place in the 
Health and Demographic Surveillance Sites at 
the Dodowa, Kintampo and Navrongo health 
research centres. 

During the initial phase of the INESS project, 
a r t e s u n a t e - a m o d i a q u i n e ( A S A Q )  a n d 
artemether-lumefantrine (ALu) were evaluated 
in Ghana and Tanzania after administering the 
drugs on patients confirmed with malaria, who 
were then followed up. 
Currently in Ghana, three anti-malarials have 
been approved as first-line drugs for treating 
malaria and these are artesunate-amodiaquine, 
a r t e s u n a t e - l u m e f a n t r i n e  a n d 
dihydroartemisinin-piperaquine, which, under 
the brand name Eurartesim, is now being tested 
in the INESS project.

However, unlike previous studies on ASAQ and 
ALu, the Eurartesim study has two arms of 
investigations. The first is the general study, 
where the study participants in this group would 
just be followed after taking the drug to gather 
safety information on them while the second is 

the nested group, involving the intensive 
examination of the study participants, in what 
closely looks like trials undertaken in a phase 3 
clinical study of a drug. 

Mr Richard Afedi Nagai, Eurartesim Study 
Coordinator at the DHRC of the Shai-Osudoku 
district of the Greater Accra region, said the 
study begins with the recruitment process at the 
health facilities' Out-Patient Department 
centres, when a patient walks in for treatment.  

He said the patient would have to be a confirmed 
case of malaria either through the use of rapid 
diagnostic tests (RDTs) or microscopy.

After obtaining an informed consent facilitated 
by field workers and signed, the patient goes 
through screening to see if the person is still 
eligible.   

Dr Margaret Gyapong, Director of the DHRC, 
said the recruitment for all the sites in the four 

countries was on a competitive basis, and that 
regardless of how many study participants are 
recruited by each of the sites, once the number 
hits the 10,000 mark required, enrolment would 
end across the sites. 

At the nerve centre of the Eurartesim study is the 
laboratory, which is largely supporting the entire 
trial as up-to-date laboratory facilities and 
electrocardiogram (ECG) machines are needed 
to gather accurate data to evaluate how the drug 
performs when administered.  The Shai-
Osudoku District hospital in Dodowa has been 
designated as the only health facility equipped to 
specifically handle the nested study.
The other five facilities, scattered in the two 
districts of Shai-Osudoku and Ningo-Prampram, 
where the data on Eurartesim is being generated, 
would be involved in just the general study due 
to the lack of some standard laboratory 
equipment. All the health facilities would 
however use laboratory facilities and RDTs to 
check for malaria.

Different colour boxes of Eurartesim
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Richard Afedi Nagai - Study Co-ordinator

Dr Alexander Adjei, Dodowa site Principal 
Investigator (PI) and Study Clinician at the Shai-
Osudoku Hospital, said in an interview that as 
part of the study, “1,000 participants across the 
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administering the drug directly.  Patients will be 
observed for some time after they receive the 
drug to see how they react, before they will be 
discharged.

Documents available indicate that there are some 
minor side effects of the drug and the most 
common ones among adults are seen in between 
one to 10 patients out of a 100 and these include 

anaemia, headache, prolongation or an alteration 
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three study might not uncover every problem that 
could later be discovered when  a  product  
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carried out under controlled conditions on few 
patients to establish the initial safety and efficacy 
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Larviciding -
 is it the answer? By Salifu Abdul-Rahaman 

Larviciding	has	become	the	new	
attraction	 in	 malaria	 control.		
Already	 many	 West	 African	

countr ies 	 inc luding 	 Ghana 	 are	
planning	to	adopt	larviciding	as	one	of	
the	new	approaches	to	malaria	control	
in	the	sub-region.	

Plans	 have	 been	 concluded	 by	 the	
Economic	Community	of	West	African	
States	 (ECOWAS)	 under	 a	 tripartite	
agreement	with	Venezuela	and	Cuba	in	
Latin	 America	 for	 financial	 and	
technical	support	to	set	up	factories	to	
produce	chemicals	for	larviciding.

The	WHO,	 is	 however,	 not	 convinced	
that	 it	 is	 the	 way	 to	 go.	 It	 says	
larviciding	 has	 a	 superficial,	 tempo-
rary	and	transient	effect	on	the	malaria	
burden,	and	therefore	finds	it	mislead-
ing	when	people	make	claims	about	it	
being	as	effective	as	insecticide	treated	
nets	 (ITNs)	 and	 indoor	 residual	
spraying	(IRS).	

To	 the	 world	 health	 body,	 critical	
questions	 remain	 to	 be	 answered	 on	
whether	 it	 is	 possible	 to	 deliver	
larviciding	 on	 a	 large	 scale	 cost-
effectively,	 with	 the	 requisite	 quality	
and	 completeness	 of	 cover	 and	 be	
sustained.

It	said	although	recent	trials	and	pilot	
operations	 in	 East	 African	 Highlands	
have	brought	renewed	interest	 in	the	
potential	of	larviciding	to	supplement	
ITNs	and	IRS,	more	studies	are	needed	
about	anti-larval	measures.	

“This	 evidence	 is	 encouraging,	 and	
justifies	 further	 operational	 research	
to	 confirm	 that	 these	 findings	 can	be	
repeated	in	similar	settings	elsewhere.	
Only	a	few	studies	are	available	on	the	
efficacy	or	effectiveness	of	larviciding	
in	Africa.	This	makes	it	difficult	to	draw	
generalized	conclusions	on	it.”

While	calling	for	an	in-depth	study	by	a	
multi-disciplinary	 team	 to	 design	 a	

multi-sectoral	 programme,	 the	 WHO	
cited	the	herculean	effort	that	brought	
success	 in	 larviciding	 in	 parts	 of	
Malaysia	 and	 Indonesia,	 where	 a	
detai led	 knowledge	 of 	 species'	
habitats	led	to	tailor-made	methods	of	
environmental	 manipulation	 and	
sustained	cost-effective	control.	

The	 WHO	 also	 pointed	 out	 that	 one	
important	 reason	 for	 the	 use	 of	
larviciding	in	northern	Europe	and	the	
USA	is	 to	control	nuisance-biting,	not	
disease	transmission,	as	is	the	case	in	
sub-Saharan	Africa.

“Thus,	the	fact	that	larviciding	is	used	
for	 mosquito	 control	 in	 Europe	 and	
North	America	does	not	imply	that	it	is	
the	intervention	of	choice	for	malaria	
control	in	the	tropics,”	the	WHO	said.

Among 	 the 	 key 	 weaknesses 	 o f	
larviciding,	 the	 WHO	 identifies	 its	
heavy	 dependence	 on	 skilled	 local	
entomologists 	 and	 operat ional	

resources	 as	 posing	 a	 challenge	 to	
malaria	 control	 programmes,	 consid-
ering	 the	 fact	 that	 larviciding	 must	
compete	 for	 public	 resources	 with	
other	 interventions	 that	 are	 proven	
life-savers	and	easier	to	implement.

Although	 ITNs	 and	 IRS	 require	
sustained	entomological	monitoring	to	
guide	 decisions	 about	 vector	 control,	
larviciding	 is	 said	 to	 demand	 even	
more	entomological	experts	to	ensure	
that	 control	 programmes	 at	 the	
national	 and	 local	 level	 are	 based	 on	
decisions	 on	 where	 larval	 control	 is	
appropriate.	

Each	 locality	needs	 its	own	 interven-
tion	plan,	 targeting	 the	most	produc-
tive	 local	 sites,	 and	 based	 on	 local	
entomological	 knowledge.	 This	 need	
for	local	adaptation	and	local	entomo-
logical	skills	is	a	critical	 limitation	on	
scaling-up	of	all	kinds	of	larval	source	
management	 measures,	 the	 WHO	
explained	in	its	report	on	larviciding.

This	is	a	typical	mosquito	breeding	site.	
Photo	credit:	J	Lines	&	V	Robert.

The	 WHO	 operational	 manual	 on	
larvicidal	 control	 management,	 July	
2013	 has	 stressed	 that	 the	 approach	
should	 be	 tailored	 to	 local	 environ-
mental	condition	and	should	be	based	
on	only	comprehensive	feasibility	and	
cost	effectiveness	study.

'Promoting	the	widespread	use	of	larva	
source	management	 in	 rural	 areas	 of	
Sub-Saharan	 Africa	 would	 be	 prema-
ture,”	according	to	information	on	the	
website.

Few,	fixed	and	findable
A	 review	 by	 the	WHO	Malaria	 Policy	
Advisory	Committee	about	3	years	ago,	
recommended	that	 larviciding	should	
only	 have	 limited	 role	 in	 malaria	
control	 and	 only	 be	 used	 in	 areas	
where	 mosquito	 breeding	 sites	 are	
“few,	fixed	and	findable.”

In	other	words,	larviciding	is	effective	
only	 when	 specially	 adapted	 to	 each	
locality,	 and	 must	 be	 carried	 out	
thoroughly	 and	 selectively	 only	 in	
identifiable	areas.

In	 sub-Saharan	 Africa,	 larviciding	
should	be	used	only	as	a	supplement	to	
the	 core	 interventions	 (ITNs	 or	 IRS)	
and	never	be	seen	as	a	 substitute	 for	
ITNs	 or	 IRS	 in	 areas	 with	 significant	
malaria	risk,	said	the	WHO.	

The	WHO	is	concerned	that	the	rise	in	
larviciding	could	result	 in	a	diversion	
of	 financial	 resources	 away	 from	
scientifically-proven	 vector	 control	
tools	like	bed	nets	and	spraying.

The	 WHO	 is	 not	 alone	 in	 its	 stance.	
Some	scientists	are	also	uncomfortable	

with	 larviciding,	 which	 involves	 the	
regular	 application	 of	 biological	 or	
chemical	insecticide	to	water	bodies	to	
reduce	 and	 kill	 mosquito	 larvae	 and	
pupae.

A	 Public	 Health	 Specialist,	 Professor	
Fred	Binka,	thinks	it	is	inappropriate	to	
use	the	approach	in	an	environment	of	
high	transmission	of	malaria.	“We	are	
not	 in	a	position	 to	use	 larviciding;	 it	
will	be	a	complete	waste	of	taxpayers'	
money.	We	 cannot	 get	 rid	 of	mosqui-
toes,”	 he	 said,	 adding	 that	 larvicide	
could	only	be	useful	in	an	environment	
of	low	malaria	transmission.

Prof.	 Binka,	 who	 is	 also	 the	 Vice	
Chancellor	of	the	University	of	Health	
and	Allied	Sciences	in	the	Volta	Region	
of	 Ghana,	 told	 AMMREN	 in	 an	 inter-
view	 that	 it	 is	 not	 suitable	 to	 use	

MALARIA QUOTE

Malaria is a disease that kills one to three million people a year. 300 to 500 
million cases are reported. It's estimated that Africa loses about 13 billion dollars 
a year to the disease. Five dollars can save a life. We can send people to the moon; 
we can see if there's life on Mars - why can't we get five-dollar nets to 500 million 
people?- by Jacqueline Novogratz

The	female	anopheles	mosquito	
spreads	malaria.	
Photo	credit:	NMCP	Ghana

Credit: brainyquote.com
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Plans	 have	 been	 concluded	 by	 the	
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ing	when	people	make	claims	about	it	
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have	brought	renewed	interest	 in	the	
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“This	 evidence	 is	 encouraging,	 and	
justifies	 further	 operational	 research	
to	 confirm	 that	 these	 findings	 can	be	
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Only	a	few	studies	are	available	on	the	
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in	Africa.	This	makes	it	difficult	to	draw	
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cited	the	herculean	effort	that	brought	
success	 in	 larviciding	 in	 parts	 of	
Malaysia	 and	 Indonesia,	 where	 a	
detai led	 knowledge	 of 	 species'	
habitats	led	to	tailor-made	methods	of	
environmental	 manipulation	 and	
sustained	cost-effective	control.	

The	 WHO	 also	 pointed	 out	 that	 one	
important	 reason	 for	 the	 use	 of	
larviciding	in	northern	Europe	and	the	
USA	is	 to	control	nuisance-biting,	not	
disease	transmission,	as	is	the	case	in	
sub-Saharan	Africa.

“Thus,	the	fact	that	larviciding	is	used	
for	 mosquito	 control	 in	 Europe	 and	
North	America	does	not	imply	that	it	is	
the	intervention	of	choice	for	malaria	
control	in	the	tropics,”	the	WHO	said.

Among 	 the 	 key 	 weaknesses 	 o f	
larviciding,	 the	 WHO	 identifies	 its	
heavy	 dependence	 on	 skilled	 local	
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resources	 as	 posing	 a	 challenge	 to	
malaria	 control	 programmes,	 consid-
ering	 the	 fact	 that	 larviciding	 must	
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other	 interventions	 that	 are	 proven	
life-savers	and	easier	to	implement.

Although	 ITNs	 and	 IRS	 require	
sustained	entomological	monitoring	to	
guide	 decisions	 about	 vector	 control,	
larviciding	 is	 said	 to	 demand	 even	
more	entomological	experts	to	ensure	
that	 control	 programmes	 at	 the	
national	 and	 local	 level	 are	 based	 on	
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appropriate.	
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tive	 local	 sites,	 and	 based	 on	 local	
entomological	 knowledge.	 This	 need	
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use	the	approach	in	an	environment	of	
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a year to the disease. Five dollars can save a life. We can send people to the moon; 
we can see if there's life on Mars - why can't we get five-dollar nets to 500 million 
people?- by Jacqueline Novogratz

The	female	anopheles	mosquito	
spreads	malaria.	
Photo	credit:	NMCP	Ghana

Credit: brainyquote.com
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A N A M M R E N M A G A Z I N E

Tanzania's Ministry of Health and 

Social Welfare has released new 

guidelines on the treatment of 

severe malaria. This time, the policy 

guidelines introduce ar tesunate 

injection to replace quinine injection. 

Dr. Irene Masanja, a research scientist at 

Ifakara Health Institute, has been 

involved in advising the ministry on 

effective tools to fight malaria. In an 

interview with Mbarwa Kivuyo of 

AMMREN Tanzania, Dr. Masanja 

explains the shift from quinine to 

artesunate injection and the future of 

quinine.

AMMREN:  You advise Tanzania's 

Ministry of Health and Social Welfare 

on malaria treatment policies. How did 

you get this very important task?

A:  My involvement with malaria control at 

the Ministry of Health began in 2002 when 

I joined Ifakara Health Institute (IHI). 

Tanzania had changed malaria treatment 

pol icy  in  August  2001,  replac ing 

c h l o r o q u i n e  w i t h  S u l p h a d o x i n e 

–Pyrimethamine (SP) as the first line 

treatment of uncomplicated malaria. 

During that time the US Center for Disease 

Control established a collaborative 

agreement with IHI ,  to introduce 

artemisinin-based combination therapy 

(ACT) using SP + Artesunate in one area 

and SP alone in another area. I was also 

employed by the USAID's IMPACT project 

in Tanzania to assess the policy implemen-

tation process.  Later, I worked on the 

district implementation of malaria rapid 

tests 2006/7 and 2008/9, before it was 

adopted as a national policy. That is how I 

got to be involved in malaria advisory role.

AMMREN: What did your work with 

IMPACT entail?

A: Here, we evaluated how providers were 

complying with the new treatment 

recommendations and what challenges 

they were facing. In the course of these 

jobs, we regularly had meetings with the 

malaria control programme officials to 

share findings and concerns from these 

surveys, as well as learning from them 

details of the new malaria treatment 

guidelines. 

 AMMREN: What is your specific area of 

competence in this advisory role?

A: My involvement is mainly in the malaria 

case management cell which deals with 

malar ia diagnosis  and treatment ; 

including chemoprevention of special 

groups such as intermittent preventive 

treatment (IPT) in pregnant women. To be 

more specific, I am one of the national 

trainers on malaria diagnosis and 

treatment.

AMMREN: At the MIM conference in 

October 2013 in Durban, South Africa, 

you won two prizes for emerging 

scientists. Do these awards come as a 

result of your work in advising the 

government of Tanzania on treatment 

policies?

A: Yes, in Durban I received two prizes. 

First,  for one of the top 10 best presenta-

tions, along with my team in Ifakara Health 

Institute (Tanzania), Swiss TPH (Switzer-

land), CDC, Atlanta (USA) and INDEPTH 

Network. The second award was the 

overall Best Emerging Scientist aged 

below 40. This work was a multi-country 

study supported by the Bill and Melinda 

Gates Foundation, which established a 

Phase 4 platform to assess the safety and 

effectiveness of antimalarials in use. The 

evaluation was done in two Health and 

Demographic Surveillance System (HDSS) 

sites in Tanzania and three sites in Ghana. 

Findings from all these work are fed into 

the malaria control programmes of 

respective countries in order to help in 

policy formulation and better care for the 

people.

AMMREN: Where did you get evidence 

to recommend that the previous 

malaria treatment policy be changed?

A: Research demonstrated the superiority 

of artesunate injection against quinine 

injection in the treatment of severe 

malaria. Two main studies conducted in 

A s i a  ( S E A Q U A M AT )  a n d  A f r i c a 

(AQUAMAT) provided the much needed 

evidence which prompted the World 

Health Organization (WHO) to change 

guidelines for the management of severe 

malaria and support member countries to 

do the same.

AMMREN: What is the future of 

quinine?

A: Quinine is not completely out of the 

new treatment guideline. It is still a 

A N A M M R E N M A G A Z I N E

A Better Alternativelarvicide	 to	 kill	 mosquitoes	 because	
Ghana	 has	 high	 transmission	 of	
malaria	with	many	breeding	grounds	
across	the	country.	The	right	approach	
to	 control	 malaria,	 he	 said,	 is	 to	
increase	 the	 use	 of	 ITNs,	 indoor	
spraying	and	ensure	that	patients	are	
tested	before	treatment.	He	described	
this	procedure	as	the	“the	best	in	our	
circumstances.”

He	 noted	with	 regret	 that	 the	 use	 of	
ITNs	is	still	very	 low	with	only	about	
200,000	using	the	net,	increasing	to	11	
million	only	last	two	years	when	Global	
Fund	 stepped	 in	 to	 supply	 mosquito	
nets.	

In	most	 endemic	 settings,	 the	 appro-
priate	 way	 to	 use	 larviciding	 is	 as	 a	
supplement	 to	 ITNs	 or	 IRS.	 The	
consensus	 among	 vector	 control	
special ists , 	 based	 on	 currently	
available	 evidence,	 is	 that	 in	 most	
situations,	 universal	 coverage	 of	
larviciding	 across	 large	 areas	 and	
populations	is	unlikely	to	be	feasible.	

Prof	Binka	expressed	the	need	for	the	
government	to	invest	more	in	the	tried	
and	 tested	 malaria	 control	 methods	
like	bed	nets.

This	information	needs	to	be	brought	
to	 the	 attention	 of	 policy	 makers	 in	
WHO	 member-states	 to	 ensure	 that	
larviciding	is	only	implemented	where	
it	 is	 appropriate,	 and	 that	 vector	
control	resources	are	used	where	they	
are	expected	to	be	cost-effective.	

Ghana's	 National	 Malaria	 Control	
Programme	 Manager,	 Dr.	 Constance	
Bart-Plange,	 shares	 the	 view	 of	 Prof.	
Binka. 	 She	 told	 AMMREN 	 in 	 an	
interview	 that	 what	 is	 needed	 is	 the	
combination	 of	 tools,	 which	 could	
include	 larviciding,	 pointing	 out	 that	
when	a	malaria	vaccine	is	introduced,	
hopefully	 in	2015,	 it	will	be	added	to	
the	 other	 tools	 to	 help	 address	 the	
malaria	menace.	

She	explained	that	Ghana	is	currently	
using	 multiple	 interventions	 in	 her	

malaria	 control	 efforts	 to	 put	 her	 on	
the	path	of	malaria	elimination.

Malaria	 is	 a	 life	 threatening	 blood	
disease	 transmitted	 from	 person-to-
person	through	the	bite	of	the	female	
anopheles	mosquito	which	needs	 the	
human	blood	for	her	egg	and	kills	fast	if	
not	treated	quickly.	However,	some	of	
the	larvicide	products	that	had	entered	
the	market	have	not	been	received	by	
the	WHO	Pesticide	Evaluation	Scheme	
to	assess	their	safety	and	efficiency.

Studies	 on	 integrated	 malaria	 vector	
control	 with	 microbial	 larvicide	 and	
ITN	in	Western	Kenya	recently	showed	
that	 though	 the	 use	 of	 larvicide	
reduced	 malaria	 vector	 of	 mosquito	
larvae	 and	 adult	 by	 90	 per	 cent,	 the	
effectiveness	 of	 the	 approach	 for	
reducing	 the	 incidence	 of	 malaria	
among	 vulnerable	 children	 remains	
unproven.
	

Dr. Irene Masanja- research scientist at IHI

MALARIA QUOTE

I travel the world visiting global health programs as 
an ambassador for the global health organization, 
PSI, and sometimes the disconnect I see is truly 
striking: people can get cold Coca Cola, but far too 
infrequently malaria drugs; most own mobile 
phones, but don't have equal access to pre-natal 
care.-by Mandy Moore Credit: brainyquote.com
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A N A M M R E N M A G A Z I N E

Tanzania's Ministry of Health and 

Social Welfare has released new 

guidelines on the treatment of 

severe malaria. This time, the policy 

guidelines introduce ar tesunate 

injection to replace quinine injection. 

Dr. Irene Masanja, a research scientist at 

Ifakara Health Institute, has been 

involved in advising the ministry on 

effective tools to fight malaria. In an 

interview with Mbarwa Kivuyo of 

AMMREN Tanzania, Dr. Masanja 

explains the shift from quinine to 

artesunate injection and the future of 

quinine.

AMMREN:  You advise Tanzania's 

Ministry of Health and Social Welfare 

on malaria treatment policies. How did 

you get this very important task?

A:  My involvement with malaria control at 

the Ministry of Health began in 2002 when 

I joined Ifakara Health Institute (IHI). 

Tanzania had changed malaria treatment 

pol icy  in  August  2001,  replac ing 

c h l o r o q u i n e  w i t h  S u l p h a d o x i n e 

–Pyrimethamine (SP) as the first line 

treatment of uncomplicated malaria. 

During that time the US Center for Disease 

Control established a collaborative 

agreement with IHI ,  to introduce 

artemisinin-based combination therapy 

(ACT) using SP + Artesunate in one area 

and SP alone in another area. I was also 

employed by the USAID's IMPACT project 

in Tanzania to assess the policy implemen-

tation process.  Later, I worked on the 

district implementation of malaria rapid 

tests 2006/7 and 2008/9, before it was 

adopted as a national policy. That is how I 

got to be involved in malaria advisory role.

AMMREN: What did your work with 

IMPACT entail?

A: Here, we evaluated how providers were 

complying with the new treatment 

recommendations and what challenges 

they were facing. In the course of these 

jobs, we regularly had meetings with the 

malaria control programme officials to 

share findings and concerns from these 

surveys, as well as learning from them 

details of the new malaria treatment 

guidelines. 

 AMMREN: What is your specific area of 

competence in this advisory role?

A: My involvement is mainly in the malaria 

case management cell which deals with 

malar ia diagnosis  and treatment ; 

including chemoprevention of special 

groups such as intermittent preventive 

treatment (IPT) in pregnant women. To be 

more specific, I am one of the national 

trainers on malaria diagnosis and 

treatment.

AMMREN: At the MIM conference in 

October 2013 in Durban, South Africa, 

you won two prizes for emerging 

scientists. Do these awards come as a 

result of your work in advising the 

government of Tanzania on treatment 

policies?

A: Yes, in Durban I received two prizes. 

First,  for one of the top 10 best presenta-

tions, along with my team in Ifakara Health 

Institute (Tanzania), Swiss TPH (Switzer-

land), CDC, Atlanta (USA) and INDEPTH 

Network. The second award was the 

overall Best Emerging Scientist aged 

below 40. This work was a multi-country 

study supported by the Bill and Melinda 

Gates Foundation, which established a 

Phase 4 platform to assess the safety and 

effectiveness of antimalarials in use. The 

evaluation was done in two Health and 

Demographic Surveillance System (HDSS) 

sites in Tanzania and three sites in Ghana. 

Findings from all these work are fed into 

the malaria control programmes of 

respective countries in order to help in 

policy formulation and better care for the 

people.

AMMREN: Where did you get evidence 

to recommend that the previous 

malaria treatment policy be changed?

A: Research demonstrated the superiority 

of artesunate injection against quinine 

injection in the treatment of severe 

malaria. Two main studies conducted in 

A s i a  ( S E A Q U A M AT )  a n d  A f r i c a 

(AQUAMAT) provided the much needed 

evidence which prompted the World 

Health Organization (WHO) to change 

guidelines for the management of severe 

malaria and support member countries to 

do the same.

AMMREN: What is the future of 

quinine?

A: Quinine is not completely out of the 

new treatment guideline. It is still a 

A N A M M R E N M A G A Z I N E

A Better Alternativelarvicide	 to	 kill	 mosquitoes	 because	
Ghana	 has	 high	 transmission	 of	
malaria	with	many	breeding	grounds	
across	the	country.	The	right	approach	
to	 control	 malaria,	 he	 said,	 is	 to	
increase	 the	 use	 of	 ITNs,	 indoor	
spraying	and	ensure	that	patients	are	
tested	before	treatment.	He	described	
this	procedure	as	the	“the	best	in	our	
circumstances.”

He	 noted	with	 regret	 that	 the	 use	 of	
ITNs	is	still	very	 low	with	only	about	
200,000	using	the	net,	increasing	to	11	
million	only	last	two	years	when	Global	
Fund	 stepped	 in	 to	 supply	 mosquito	
nets.	

In	most	 endemic	 settings,	 the	 appro-
priate	 way	 to	 use	 larviciding	 is	 as	 a	
supplement	 to	 ITNs	 or	 IRS.	 The	
consensus	 among	 vector	 control	
special ists , 	 based	 on	 currently	
available	 evidence,	 is	 that	 in	 most	
situations,	 universal	 coverage	 of	
larviciding	 across	 large	 areas	 and	
populations	is	unlikely	to	be	feasible.	

Prof	Binka	expressed	the	need	for	the	
government	to	invest	more	in	the	tried	
and	 tested	 malaria	 control	 methods	
like	bed	nets.

This	information	needs	to	be	brought	
to	 the	 attention	 of	 policy	 makers	 in	
WHO	 member-states	 to	 ensure	 that	
larviciding	is	only	implemented	where	
it	 is	 appropriate,	 and	 that	 vector	
control	resources	are	used	where	they	
are	expected	to	be	cost-effective.	

Ghana's	 National	 Malaria	 Control	
Programme	 Manager,	 Dr.	 Constance	
Bart-Plange,	 shares	 the	 view	 of	 Prof.	
Binka. 	 She	 told	 AMMREN 	 in 	 an	
interview	 that	 what	 is	 needed	 is	 the	
combination	 of	 tools,	 which	 could	
include	 larviciding,	 pointing	 out	 that	
when	a	malaria	vaccine	is	introduced,	
hopefully	 in	2015,	 it	will	be	added	to	
the	 other	 tools	 to	 help	 address	 the	
malaria	menace.	

She	explained	that	Ghana	is	currently	
using	 multiple	 interventions	 in	 her	

malaria	 control	 efforts	 to	 put	 her	 on	
the	path	of	malaria	elimination.

Malaria	 is	 a	 life	 threatening	 blood	
disease	 transmitted	 from	 person-to-
person	through	the	bite	of	the	female	
anopheles	mosquito	which	needs	 the	
human	blood	for	her	egg	and	kills	fast	if	
not	treated	quickly.	However,	some	of	
the	larvicide	products	that	had	entered	
the	market	have	not	been	received	by	
the	WHO	Pesticide	Evaluation	Scheme	
to	assess	their	safety	and	efficiency.

Studies	 on	 integrated	 malaria	 vector	
control	 with	 microbial	 larvicide	 and	
ITN	in	Western	Kenya	recently	showed	
that	 though	 the	 use	 of	 larvicide	
reduced	 malaria	 vector	 of	 mosquito	
larvae	 and	 adult	 by	 90	 per	 cent,	 the	
effectiveness	 of	 the	 approach	 for	
reducing	 the	 incidence	 of	 malaria	
among	 vulnerable	 children	 remains	
unproven.
	

Dr. Irene Masanja- research scientist at IHI

MALARIA QUOTE

I travel the world visiting global health programs as 
an ambassador for the global health organization, 
PSI, and sometimes the disconnect I see is truly 
striking: people can get cold Coca Cola, but far too 
infrequently malaria drugs; most own mobile 
phones, but don't have equal access to pre-natal 
care.-by Mandy Moore Credit: brainyquote.com
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recommended medicine of choice for 

management of malaria in pregnant 

women in their first trimester.

AMMREN:  What is  the cost of 

introducing the new severe malaria 

treatment policy?

A: The cost of introducing new treatment 

policy for a disease which is a leading 

cause of hospital attendance is quite 

enormous. I think it is too soon to answer 

this question because the national roll-

out has just started and it is scheduled to 

occur in two phases. The Ministry of 

Health is still implementing the first 

phase that involves hospitals and health 

centres before moving to dispensaries. 

But, we have some experience through 

the  prev ious  change and many 

researchers have published on the cost 

of introducing new malaria treatment 

guidelines at district or national level. 

Some of these works were undertaken 

by colleagues from IHI during the 

IMPACT –Tanzania study.

 

AMMREN: Is the Ministry of Health 

and Social Welfare well equipped to 

introduce and implement this new 

policy at different levels?

A: You see the Ministry of Health and 

Social Welfare has a supervisory role on 

policy formulation, dissemination and 

implementation of the new treatment 

policy. They supervise the process of 

revision and formulation of treatment 

policies with technical support from 

many stakeholders, in and outside the 

country. They also have the mandate to 

disseminate to all responsible actors, 

train regional trainers and supervise 

training at regional and district level. 

However, implementation of the policy is 

the responsibility of the local govern-

ment authorities at regional and district 

levels. The Ministry of Health continues 

to provide technical support to local 

governments throughout the imple-

mentation and use of treatment 

guidelines. So, I will say, yes, they are well 

equipped to effect the implementation 

of the new treatment policy, because 

they have the needed technical 

expertise.

AMMREN: Why is Tanzania experi-

encing rapid malaria treatment policy 

shifts?

A: These changes are in line with what is 

happening in the scientific world. New 

evidences are emerging every day and 

the health ministry strives to keep pace 

with evidence-based policy decisions. 

ACT is still the treatment of choice for 

uncomplicated malaria, since introduc-

tion in 2006. In the current revision, other 

ACTs are named as alternative treatment. 

The main change in the present revision 

is the management of severe malaria 

with injection artesunate. So, you see, 

new changes are introduced only when it 

is necessary and there is enough 

evidence that they improve the quality of 

care.

 

AMMREN:  Does Tanzania have 

WHO's  b less ings  to  introduce 

injectable artesunate?

A: The WHO changed the guidelines to 

recommend use of injection artesunate 

for treatment of severe malaria about 2-

3 years ago. So, these changes are 

supported by the WHO, and in fact they 

also provide technical assistance 

whenever needed to do so.

 

AMMREN: Which countries other than 

Tanzania in the malaria endemic 

zones have introduced the injectable 

artesunate?

A: Apart from Tanzania, several other 

African countries have also started to 

use injection artesunate for treatment of 

severe malaria. I know of Uganda, 

Malawi, Nigeria, and I think Ghana too.

 

AMMREN: What lessons can we draw 

from the experiences?

A: In general, injection artesunate has 

been very well received in many 

countries. We at IHI are collaborating 

with CDC - Atlanta and National Malaria 

Control Programme (NMCP) with 

support from US President’s Malaria 

Initiative (Tanzania). We introduced 

injection artesunate in Pwani region in 

2011/12, which was an experience that is 

difficult to forget. Unfortunately, Pwani is 

still among the regions that record high 

malaria cases including severe cases of 

the disease. Some health providers 

referred to injection artesunate as a 

miracle drug. I remember one medical 

officer-in-charge of a district hospital 

saying to me over the phone “…with this 

medicine, children whom in the past we 

received and knew wouldn't survive, are 

now recovering in less than 24 hours…” 

From that regional-wide pilot imple-

mentation of injection artesunate, we 

witnessed and heard many good 

testimonies.

 

AMMREN: How do you assess the 

current malaria situation?

A: The burden of malaria is declining in 

most malaria endemic areas owing to 

the scaling up of interventions to 

prevent and control the disease. 

Knowing that development of insecti-

cide and antimalarial resistance can 

hinder these achievements, the malaria 

scientific community needs to stay 

ahead of the game. It is necessary to 

equip health systems in low income 

countr ies to scale up necessar y 

interventions, have surveillance systems 

in place and comply with treatment 

policy recommendations that include 

universal coverage of parasitological 

diagnosis of malaria before treatment 

with ACTs. We have learnt that, laxity in 

malaria successes have almost always 

led to resurgence of the disease.

A N A M M R E N M A G A Z I N E

L
eaders in the fight for a malaria-free society are 
calling for an integrated approach to get to the 
elimination stage of the disease. The agenda is 
simple: malaria control interventions must be 
incorporated into all development initiatives. 

World leaders at the 68th United Nations General Assembly 
embraced the all-inclusive call to fight malaria, mindful of the 
fact that the disease is a major challenge to development. The 
leaders welcomed a report setting out a framework for a global 
agenda on malaria, which was released on the side-lines of the 
opening of the United Nations General Assembly in New York 
by the Roll Back Malaria Partnership (RBM) and the United 
Nations Development Programme (UNDP). 
 
This new initiative is aimed at integrating and coordinating 
malaria interventions in development issues. 

The new Multi-sectoral Action Framework for Malaria report 
charts a roadmap for a collaborative approach to fight malaria to 
meet the Millennium Development Goals and contribute to the 
next set of development goals after 2015. 

In line with this, the report is urging that current malaria 
strategies are complemented by a broader development 
approach and increased partnerships between sectors to 
accelerate both socio-economic development and malaria 
control.

 “It will require actions at several levels and in multiple sectors, 
globally and across inter- and intra-national boundaries, and by 
different organizations,” the report noted.

It said to gain and recover ground lost to the disease, “effective-
ness and sustainability will depend on the concerted efforts of 
several actors.”

The Multi-sectoral Action Framework for Malaria report is a 
clarion call to all to be on top of malaria as individuals, 
organizations and sectors by joining the bandwagon in order to 
become what the reported termed “being malaria smart”. 
 
This latest framework is a follow-up to an earlier document 
known as the Roll Back Malaria Global Strategic Plan (2005- 
2015) which also aimed at reminding all stakeholders in the 
public and private sectors to unite and incorporate malaria 
interventions in all health policies and mainstream these 
strategies into development policies. 

The vision of the global partnership on malaria control is to 
ensure that malaria interventions cut across all sectors such as 
agriculture, education and the environment, among others. This 
all-inclusive call, according to the Roll Back Malaria partner-
ship, is important because “current trends demand an urgent 
large-scale response by all partners.”

The global focus is to get people who would become game 
changers to innovate, integrate and direct malaria control 
efforts in and outside the health systems. In line with this, the 
Roll Back Malaria strategic document has suggested, for 
instance, that within the school system, students should adopt 
health-promoting behaviour in relation to malaria to cut down 
on absenteeism arising out of the disease. 

It is also advising that malaria control information be added to 
teachers' curricula as part of efforts to deal with malaria in the 
educational sector. 

Malaria and business 
It is gratifying that the corporate world is joining these efforts 
because the disease also affects the fortunes of companies in 
terms of labour. At a meeting in Accra recently, Mr Emmanuel 
Fiagbey, Country Director, Johns Hopkins Center for Commu-
nication programme, made a call for business organisations to 
create “malaria-safe”companies and include malaria among 
safety issues at work places and surrounding communities. 
He said it should be possible for companies to hold educational 
sessions on malaria where trained health professionals would 
address staff meetings and information on malaria could be 
disseminated through in-house journals, newsletters, bulletin 
boards and posters.  

Mr Fiagbey was speaking at a programme on “malaria and 
business” organised by the Ghana Business Coalition on 
Employee Well-Being (GBCEW), a non-governmental 
organisation providing technical assistance for members to 
implement social protection programmes at work. 

He said the management of companies should be encouraged to 
sink resources into malaria control strategies by allowing their 
companies to incorporate malaria messages into product 

A N A M M R E N M A G A Z I N E
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shows it can be eliminated.
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recommended medicine of choice for 

management of malaria in pregnant 

women in their first trimester.

AMMREN:  What is  the cost of 

introducing the new severe malaria 

treatment policy?

A: The cost of introducing new treatment 

policy for a disease which is a leading 

cause of hospital attendance is quite 

enormous. I think it is too soon to answer 

this question because the national roll-

out has just started and it is scheduled to 

occur in two phases. The Ministry of 

Health is still implementing the first 

phase that involves hospitals and health 

centres before moving to dispensaries. 

But, we have some experience through 

the  prev ious  change and many 

researchers have published on the cost 

of introducing new malaria treatment 

guidelines at district or national level. 

Some of these works were undertaken 

by colleagues from IHI during the 

IMPACT –Tanzania study.

 

AMMREN: Is the Ministry of Health 

and Social Welfare well equipped to 

introduce and implement this new 

policy at different levels?

A: You see the Ministry of Health and 

Social Welfare has a supervisory role on 

policy formulation, dissemination and 

implementation of the new treatment 

policy. They supervise the process of 

revision and formulation of treatment 

policies with technical support from 

many stakeholders, in and outside the 

country. They also have the mandate to 

disseminate to all responsible actors, 

train regional trainers and supervise 

training at regional and district level. 

However, implementation of the policy is 

the responsibility of the local govern-

ment authorities at regional and district 

levels. The Ministry of Health continues 

to provide technical support to local 

governments throughout the imple-

mentation and use of treatment 

guidelines. So, I will say, yes, they are well 

equipped to effect the implementation 

of the new treatment policy, because 

they have the needed technical 

expertise.

AMMREN: Why is Tanzania experi-

encing rapid malaria treatment policy 

shifts?

A: These changes are in line with what is 

happening in the scientific world. New 

evidences are emerging every day and 

the health ministry strives to keep pace 

with evidence-based policy decisions. 

ACT is still the treatment of choice for 

uncomplicated malaria, since introduc-

tion in 2006. In the current revision, other 

ACTs are named as alternative treatment. 

The main change in the present revision 

is the management of severe malaria 

with injection artesunate. So, you see, 

new changes are introduced only when it 

is necessary and there is enough 

evidence that they improve the quality of 

care.

 

AMMREN:  Does Tanzania have 

WHO's  b less ings  to  introduce 

injectable artesunate?

A: The WHO changed the guidelines to 

recommend use of injection artesunate 

for treatment of severe malaria about 2-

3 years ago. So, these changes are 

supported by the WHO, and in fact they 

also provide technical assistance 

whenever needed to do so.

 

AMMREN: Which countries other than 

Tanzania in the malaria endemic 
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countries. We at IHI are collaborating 
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support from US President’s Malaria 
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AMMREN: How do you assess the 
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Knowing that development of insecti-

cide and antimalarial resistance can 

hinder these achievements, the malaria 

scientific community needs to stay 

ahead of the game. It is necessary to 
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countr ies to scale up necessar y 
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in place and comply with treatment 
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L
eaders in the fight for a malaria-free society are 
calling for an integrated approach to get to the 
elimination stage of the disease. The agenda is 
simple: malaria control interventions must be 
incorporated into all development initiatives. 

World leaders at the 68th United Nations General Assembly 
embraced the all-inclusive call to fight malaria, mindful of the 
fact that the disease is a major challenge to development. The 
leaders welcomed a report setting out a framework for a global 
agenda on malaria, which was released on the side-lines of the 
opening of the United Nations General Assembly in New York 
by the Roll Back Malaria Partnership (RBM) and the United 
Nations Development Programme (UNDP). 
 
This new initiative is aimed at integrating and coordinating 
malaria interventions in development issues. 

The new Multi-sectoral Action Framework for Malaria report 
charts a roadmap for a collaborative approach to fight malaria to 
meet the Millennium Development Goals and contribute to the 
next set of development goals after 2015. 

In line with this, the report is urging that current malaria 
strategies are complemented by a broader development 
approach and increased partnerships between sectors to 
accelerate both socio-economic development and malaria 
control.

 “It will require actions at several levels and in multiple sectors, 
globally and across inter- and intra-national boundaries, and by 
different organizations,” the report noted.

It said to gain and recover ground lost to the disease, “effective-
ness and sustainability will depend on the concerted efforts of 
several actors.”

The Multi-sectoral Action Framework for Malaria report is a 
clarion call to all to be on top of malaria as individuals, 
organizations and sectors by joining the bandwagon in order to 
become what the reported termed “being malaria smart”. 
 
This latest framework is a follow-up to an earlier document 
known as the Roll Back Malaria Global Strategic Plan (2005- 
2015) which also aimed at reminding all stakeholders in the 
public and private sectors to unite and incorporate malaria 
interventions in all health policies and mainstream these 
strategies into development policies. 

The vision of the global partnership on malaria control is to 
ensure that malaria interventions cut across all sectors such as 
agriculture, education and the environment, among others. This 
all-inclusive call, according to the Roll Back Malaria partner-
ship, is important because “current trends demand an urgent 
large-scale response by all partners.”

The global focus is to get people who would become game 
changers to innovate, integrate and direct malaria control 
efforts in and outside the health systems. In line with this, the 
Roll Back Malaria strategic document has suggested, for 
instance, that within the school system, students should adopt 
health-promoting behaviour in relation to malaria to cut down 
on absenteeism arising out of the disease. 

It is also advising that malaria control information be added to 
teachers' curricula as part of efforts to deal with malaria in the 
educational sector. 

Malaria and business 
It is gratifying that the corporate world is joining these efforts 
because the disease also affects the fortunes of companies in 
terms of labour. At a meeting in Accra recently, Mr Emmanuel 
Fiagbey, Country Director, Johns Hopkins Center for Commu-
nication programme, made a call for business organisations to 
create “malaria-safe”companies and include malaria among 
safety issues at work places and surrounding communities. 
He said it should be possible for companies to hold educational 
sessions on malaria where trained health professionals would 
address staff meetings and information on malaria could be 
disseminated through in-house journals, newsletters, bulletin 
boards and posters.  

Mr Fiagbey was speaking at a programme on “malaria and 
business” organised by the Ghana Business Coalition on 
Employee Well-Being (GBCEW), a non-governmental 
organisation providing technical assistance for members to 
implement social protection programmes at work. 

He said the management of companies should be encouraged to 
sink resources into malaria control strategies by allowing their 
companies to incorporate malaria messages into product 
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Irene Masanja (right), presenting a poster at an 
international conference. 

THE ALL-INCLUSIVE 

BATTLE
By Eunice Menka-Ghana
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Malaria is preventable,
treatable, and history
shows it can be eliminated.

credit: www.gatesfoundation.org



EYES ON MALARIA  20 EYES ON MALARIA  21

A N A M M R E N M A G A Z I N EA N A M M R E N M A G A Z I N E

Not too long ago the Ghana Standards 
Board ( GSB) issued a statement that 
it had found eleven brands of 

mosquito coil on the local market to be 
dangerous and harmful to human health.

The eleven dangerous coils (Sunshine, Black, 
Yaxin, Target, Tashu, RAD Black Tiger, Verise, 
Wisdom, Touba, TLC and Tonba Joy) were said 
to contain allethrin and S-2, banned 
chemicals by the Environmental Protection 
Agency (EPA).

The statement said S-2 contains a carcino-
genic chemical that causes cancer, and 
allethrin, though safe for killing mosquitoes, 
excessive exposure to its smoke from burning 
coils may have adverse effects on human 
health.

“The set limits of these active ingredients (GS 
147:1992-Standard Speci f icat ion for 
mosquito coils), was being enforced,” the 
statement said.

The general public was advised to be wary of 
the mosquito coils flooding the markets and 
look out for the dangerous ones.
Well, a lot has happened since then, 

considering the fact that even the regulatory 
body itself has assumed a new name - Ghana 
Standards Authority (GSA).

Today, there is a host of mosquito coils 
wherever mosquitoes abound. While some 
brands say they repel mosquitoes, others 
claim they kill them “dead.” 

However, there are suggestions that there are 
no safe mosquito coils. Some are quoting 
research in Asia and the US that inhaling 
smoke from mosquito coils is more dangerous 
than smoking cigarettes. 

According to the claims, apart from filling 
lungs with poison, the mosquito coil is both 
deleterious and responsible for some 
unexplained fires in our communities.

Mosquito coils burn for about eight hours and 
although they are recommended for out-door 
use, or for use in semi-enclosed places like 
patios and porches, coils are often used 
overnight in some poorly ventilated sleeping 
places.

Not long ago New Delhi Television Limited 
(NDTV) in India reported claims by research-

ers that a mosquito coil burning all-night in a 
room (about 8 hours) equals smoking 
about100 cigarettes. 

The director of the Indian Chest Research 
Foundation (CRF), Dr Sandeep Salvi, who was 
credited with the story, attracted a lot of 
headlines with the claim that smoke emitted 
from one mosquito repellent coil can cause a 
lot of harm.

Dr Salvi, himself quoting a study conducted in 
Malaysia, said, "Not many people know about 
it, but the damage done to your lungs by one 
mosquito coil is equivalent to the damage 
done by 100 cigarettes.”

The scary news about mosquito coils was 
presented by Dr Salvi at a conference on 'Air 
Pollution and Our Health', organised by the 
Indian Council for Medical Research, the 
Indian Medical Association and other 
stakeholders.

In another development, a study at the 
Taiwanese Institute of Medicine, Chung Shan 
Medical University, Taichung, said about 50 
per cent of lung cancer deaths in Taiwan are 
not related to cigarette smoking, as usually 
assumed. 
The hospital-based study to determine lung 
cancer risks posed by mosquito coils claimed 
that the risk of lung cancer was significantly 
higher in the frequent use of mosquito coils.

Other experts refer to a report in an American 
journal on environmental health which 
claimed that the pollutants released by 
mosquito coils exceed air safety levels.

The report is said to have emphasised that the 
billows of smoke from the burning coil that 
keeps the mosquitoes at bay, also find their 
way into the lungs of humans.

Sometimes a mosquito coil user catches a 
cold, his nose gets stuffed up and his throat is 
scratchy.

According to experts, mosquito coils are 
made mostly from a chemical named 
pyrethrum, which stings the eyes of 
mosquitoes and thus keep them at bay. 

Pyrethrum has been in use for centuries as an 
insecticide, and is well trusted. It is a natural 
extract from the chrysanthemum flower, 
produced by drying the leaves of the flower.
Breathing in too much smoke is also said to 
increase the risk of asthma and cause 

packaging. 

This, Mr Fiagbey explained, could be 
done by using advertising-branded 
delivery trucks, coffee mugs and dressing 
up office spaces with messages on 
malaria and also by identifying and 
encouraging malaria control champions 
to serve as credible spokespersons on 
malaria in these companies. 

He  a l so  sugges t ed  t ha t  con t ro l 
programmes can also be carried out by 
companies distributing treated bed nets to 
their workers and the local communities 
in which they operate.

Mr Fiagbey cited examples of organisa-
tions who suffered losses as a result of 
malaria and some success stories on 
interventions. 

He touched on the case of the Volta River 
Authority (VRA) organisation in Ghana 

and said “malaria cases recorded at the 
VRA health facilities rose from 10,803 in 
2009 to 16, 241 in 2011. In 2011, alone 
VRA spent 82, 943 Ghana cedis in 
m a n a g i n g  m a l a r i a  a m o n g  t h e 
workforce.”

According to Mr Fiagbey, AngloGold 
Ashanti in Ghana launched its malaria 
control programme in 2005. Within a 
period of 4 years, the company saw a 
reduction of the 11,000 malaria cases 
experienced each year by 75 per cent, 
while absenteeism at the workplace was 
cut down, drastically reducing the 
company's expenditure on health 
services.

He also made mention of ExxonMobil as 
reporting that its workforce malaria 
programme in Chad and Cameroon 
among employees, contractors and 
community members yielded 8.9 million 
dollars in productivity gains.  

 
These are clear indications that malaria 
impacts on society in different ways and 
therefore efforts directed at controlling its 
spread must be addressed on all fronts 
and in an integrated manner to rein in the 
disease.

The many faces of malaria
The argument is that malaria is a disease 
of the community and its management 
cannot be confined to the health system 
alone because it impacts on the socio-
economic lives of people. 

Its transmission and effects is also linked 
with various human activities and factors 
such as agriculture, population move-
ment, poverty, educational status, 
urbanizat ion,  ra infal l ,  humidi ty, 
temperature and floods.

For instance, some recent studies have 
shown a link between malaria and one's 
socio-economic and educational status. 
The 2011 Multiple Indicator Cluster 
Survey, (MICS) suggested that women in 
Ghana's largest cities, like Accra and 
Kumasi, are more exposed to informa-
tion, education and communication (IEC) 
messages on malaria control. 

These messages are television adverts 
showing the use of ACTs to ensure that 
women become knowledgeable on 
malaria and ways of seeking protection 
from the disease. 

The Multi-sectoral Action Framework for 
Malaria report has also cited some 
examples linking education to malaria 
control and noted that the level of 
education is a predictor of the type of help 
first sought when a child has fever.  
“Mothers with no formal education or 
primary only, are less likely to visit a 
health facility first compared to mothers 
with secondary education,” the report 
noted. 

Agricultural practices have also been 
associated with the spread of malaria. A 
2013 Urban Malaria Study released in 
Accra, has indicated that irrigation 
schemes for farming produce over 80 per 
cent of malaria vectors, which adds to the 
transmission of malaria in the city of 
Kumasi.

Given the connection between malaria 
and human activities and the need to 
sustain a cost-effective approach to 
malaria control, management of the 
disease should not only be spread across 
all areas of human activity but must also 
bring all stakeholders together to speed 
up the move towards its elimination. 

Bed nets in their packaging

Indoor residual spraying. Photo credit: AngloGold Ashanti.

Mosquito Coil –
killing softlyBy Carlton Cofie – Ghana

Mosquito coil. Credit: www.bubblenews.com



EYES ON MALARIA  20 EYES ON MALARIA  21

A N A M M R E N M A G A Z I N EA N A M M R E N M A G A Z I N E

Not too long ago the Ghana Standards 
Board ( GSB) issued a statement that 
it had found eleven brands of 

mosquito coil on the local market to be 
dangerous and harmful to human health.

The eleven dangerous coils (Sunshine, Black, 
Yaxin, Target, Tashu, RAD Black Tiger, Verise, 
Wisdom, Touba, TLC and Tonba Joy) were said 
to contain allethrin and S-2, banned 
chemicals by the Environmental Protection 
Agency (EPA).

The statement said S-2 contains a carcino-
genic chemical that causes cancer, and 
allethrin, though safe for killing mosquitoes, 
excessive exposure to its smoke from burning 
coils may have adverse effects on human 
health.

“The set limits of these active ingredients (GS 
147:1992-Standard Speci f icat ion for 
mosquito coils), was being enforced,” the 
statement said.

The general public was advised to be wary of 
the mosquito coils flooding the markets and 
look out for the dangerous ones.
Well, a lot has happened since then, 

considering the fact that even the regulatory 
body itself has assumed a new name - Ghana 
Standards Authority (GSA).

Today, there is a host of mosquito coils 
wherever mosquitoes abound. While some 
brands say they repel mosquitoes, others 
claim they kill them “dead.” 

However, there are suggestions that there are 
no safe mosquito coils. Some are quoting 
research in Asia and the US that inhaling 
smoke from mosquito coils is more dangerous 
than smoking cigarettes. 

According to the claims, apart from filling 
lungs with poison, the mosquito coil is both 
deleterious and responsible for some 
unexplained fires in our communities.

Mosquito coils burn for about eight hours and 
although they are recommended for out-door 
use, or for use in semi-enclosed places like 
patios and porches, coils are often used 
overnight in some poorly ventilated sleeping 
places.

Not long ago New Delhi Television Limited 
(NDTV) in India reported claims by research-

ers that a mosquito coil burning all-night in a 
room (about 8 hours) equals smoking 
about100 cigarettes. 

The director of the Indian Chest Research 
Foundation (CRF), Dr Sandeep Salvi, who was 
credited with the story, attracted a lot of 
headlines with the claim that smoke emitted 
from one mosquito repellent coil can cause a 
lot of harm.

Dr Salvi, himself quoting a study conducted in 
Malaysia, said, "Not many people know about 
it, but the damage done to your lungs by one 
mosquito coil is equivalent to the damage 
done by 100 cigarettes.”

The scary news about mosquito coils was 
presented by Dr Salvi at a conference on 'Air 
Pollution and Our Health', organised by the 
Indian Council for Medical Research, the 
Indian Medical Association and other 
stakeholders.

In another development, a study at the 
Taiwanese Institute of Medicine, Chung Shan 
Medical University, Taichung, said about 50 
per cent of lung cancer deaths in Taiwan are 
not related to cigarette smoking, as usually 
assumed. 
The hospital-based study to determine lung 
cancer risks posed by mosquito coils claimed 
that the risk of lung cancer was significantly 
higher in the frequent use of mosquito coils.

Other experts refer to a report in an American 
journal on environmental health which 
claimed that the pollutants released by 
mosquito coils exceed air safety levels.

The report is said to have emphasised that the 
billows of smoke from the burning coil that 
keeps the mosquitoes at bay, also find their 
way into the lungs of humans.

Sometimes a mosquito coil user catches a 
cold, his nose gets stuffed up and his throat is 
scratchy.

According to experts, mosquito coils are 
made mostly from a chemical named 
pyrethrum, which stings the eyes of 
mosquitoes and thus keep them at bay. 

Pyrethrum has been in use for centuries as an 
insecticide, and is well trusted. It is a natural 
extract from the chrysanthemum flower, 
produced by drying the leaves of the flower.
Breathing in too much smoke is also said to 
increase the risk of asthma and cause 

packaging. 

This, Mr Fiagbey explained, could be 
done by using advertising-branded 
delivery trucks, coffee mugs and dressing 
up office spaces with messages on 
malaria and also by identifying and 
encouraging malaria control champions 
to serve as credible spokespersons on 
malaria in these companies. 

He  a l so  sugges t ed  t ha t  con t ro l 
programmes can also be carried out by 
companies distributing treated bed nets to 
their workers and the local communities 
in which they operate.

Mr Fiagbey cited examples of organisa-
tions who suffered losses as a result of 
malaria and some success stories on 
interventions. 

He touched on the case of the Volta River 
Authority (VRA) organisation in Ghana 

and said “malaria cases recorded at the 
VRA health facilities rose from 10,803 in 
2009 to 16, 241 in 2011. In 2011, alone 
VRA spent 82, 943 Ghana cedis in 
m a n a g i n g  m a l a r i a  a m o n g  t h e 
workforce.”

According to Mr Fiagbey, AngloGold 
Ashanti in Ghana launched its malaria 
control programme in 2005. Within a 
period of 4 years, the company saw a 
reduction of the 11,000 malaria cases 
experienced each year by 75 per cent, 
while absenteeism at the workplace was 
cut down, drastically reducing the 
company's expenditure on health 
services.

He also made mention of ExxonMobil as 
reporting that its workforce malaria 
programme in Chad and Cameroon 
among employees, contractors and 
community members yielded 8.9 million 
dollars in productivity gains.  

 
These are clear indications that malaria 
impacts on society in different ways and 
therefore efforts directed at controlling its 
spread must be addressed on all fronts 
and in an integrated manner to rein in the 
disease.

The many faces of malaria
The argument is that malaria is a disease 
of the community and its management 
cannot be confined to the health system 
alone because it impacts on the socio-
economic lives of people. 

Its transmission and effects is also linked 
with various human activities and factors 
such as agriculture, population move-
ment, poverty, educational status, 
urbanizat ion,  ra infal l ,  humidi ty, 
temperature and floods.

For instance, some recent studies have 
shown a link between malaria and one's 
socio-economic and educational status. 
The 2011 Multiple Indicator Cluster 
Survey, (MICS) suggested that women in 
Ghana's largest cities, like Accra and 
Kumasi, are more exposed to informa-
tion, education and communication (IEC) 
messages on malaria control. 

These messages are television adverts 
showing the use of ACTs to ensure that 
women become knowledgeable on 
malaria and ways of seeking protection 
from the disease. 

The Multi-sectoral Action Framework for 
Malaria report has also cited some 
examples linking education to malaria 
control and noted that the level of 
education is a predictor of the type of help 
first sought when a child has fever.  
“Mothers with no formal education or 
primary only, are less likely to visit a 
health facility first compared to mothers 
with secondary education,” the report 
noted. 

Agricultural practices have also been 
associated with the spread of malaria. A 
2013 Urban Malaria Study released in 
Accra, has indicated that irrigation 
schemes for farming produce over 80 per 
cent of malaria vectors, which adds to the 
transmission of malaria in the city of 
Kumasi.

Given the connection between malaria 
and human activities and the need to 
sustain a cost-effective approach to 
malaria control, management of the 
disease should not only be spread across 
all areas of human activity but must also 
bring all stakeholders together to speed 
up the move towards its elimination. 

Bed nets in their packaging

Indoor residual spraying. Photo credit: AngloGold Ashanti.

Mosquito Coil –
killing softlyBy Carlton Cofie – Ghana

Mosquito coil. Credit: www.bubblenews.com
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There	 are	 raging	 debates	 taking	
place	 now	 about	 whether	 health	
workers	should	continue	to	rely	on	

clinical	 suspicion	 to	 treat	 suspected	
malaria	 cases	 or	 depend	 exclusively	 on	
evidenced-based	 laboratory	 or	 rapid	
diagnostic	 tests	 before	 dispensing	 anti-
malarials	to	patients	who	present	with	a	
fever.

The	debates	follow	criticisms	that	even	in	
the	absence	of	confirmed	cases	of	malaria,	
clinicians	 still	 presumptuously	 dispense	
anti-malarials,	 once	 a	 person	 presents	
with	 fever,	 because	 of	 their	 “die-hard”	
habits.	

These	arguments	are	however	countered	
by	 some	 health	 workers	 who	 say	 that	
practical	considerations	dictate	that	once	
a	 child,	 for	 instance,	 has	 a	 fever,	 that	
patient	 must	 be	 treated	 for	 malaria	 to	
avoid	the	progression	of	the	disease	to	its	
severe	form,	which	may	take	the	life	of	the	
child.	

Available	data	in	Ghana	suggests	that	less	
than	 one-third	 of	 malaria	 diagnosis	 are	
confirmed	with	laboratory	tests	and	that,	
regardless	of	the	season,	clinical	staff	in	all	
part	of	the	country	diagnose	roughly	40	to	
50	per	cent	of	all	sick	children	as	having	
malaria,	said	a	report	released	by	Ghana's	
National	 Malaria	 Control	 Programme	
(NMCP)	 recently,	 which	 assessed	 the	
burden	of	malaria	and	control	activities	in	
six	large	cities	across	Ghana.

The	 wide	 spread	 treatment	 of	 all	 fever	
cases	as	malaria	is	not	peculiar	to	Ghana	
but	 runs	 across	 sub-Saharan	 Africa	 and	
this	 situation	 has	 no	 doubt	 become	 a	
challenge	because	of	over-prescription	of	
an t i -ma l a r i a l s , 	 d rug 	 re s i s t ance ,	
misdiagnosis	and	neglect	of	other	febrile	
or	 fever-related	 i l lnesses	 such	 as	
pneumonia.	

Two	 decades	 ago,	 the	 World	 Health	
Organisation	 (WHO)	 released	 a	 report	

quoting	 Thomas	 Sydenham,	 the	 noted	
English	 physician	 born	 1624,	 who	 said	
that,	 "fever	 is	nature's	engine	which	she	
brings	into	the	field	to	remove	her	enemy."	
The	physician	was	renowned	as	a	founder	
of	 clinical	 medicine	 and	 epidemiology	
because	 he	 did	 emphasize	 detailed	
observations	 of	 patients,	 among	 other	
things.

It	has	been	said	that	since	the	beginning	of	
man's	recorded	history,	 fever	has	always	
featured	as	an	important	sign	of	ill-health.	
The	WHO's	1993	report	on	 the	manage-
ment	 of	 fevers	 in	 young	 children	 with	
acute	respiratory	infection	in	developing	
countries,	 said	experiments	by	 the	great	
French	 physiologist,	 Claude	 Bernard,	
which	 demonstrated	 that	 animals	 died	
when	their	body	temperature	was	raised	
above	normal	coupled	with	the	beginning	
of	the	use	of	the	thermometer	in	medical	
science,	 led	 to	 the	 opinion	 that	 the	
presence	of	fever	meant	a	threat	to	one's	
health.

The	report	noted	that	majority	of	parents	
get	 extremely	 scared	 when	 their	 child	

develops	 a	 fever	 and	 this	 unwarranted	
fear	of	fever	among	even	highly	educated	
parents	of	infants	and	young	children	was	
not	 only	 common	 but	 led	 to	 an	 overly	
aggressive	treatment	of	fevers.	

It	noted	that	such	"fever	phobia"	may	stem	
from	 the	 attitudes	 of	 doctors,	 nurses,	
other	 health	 professionals	 or	 from	
widespread	 advertising	 by	 drug	 compa-
nies	among	other	factors	and	advised	that	
there	 was	 the	 need	 for	 a	 more	 rational	
approach	to	the	management	of	fever.		

It	has	been	20	long	years	since	the	WHO	
made	 some	 recommendations	 in	 its	
report	 urging	 that	 all	 febrile	 children	
should	 be	 carefully	 assessed	 to	 find	 the	
cause	of	the	fever.	

The	 issue	 of	 the	 proper	management	 of	
febrile	 illnesses	continues	 to	 take	centre	
stage	 today.	 In	 January	2013,	 the	WHO's	
Global	 Malaria	 Programme	 and	 the	
Special	 Programme	 for	 Research	 and	
Training	 in	 Tropical	 Diseases	 met	 to	
review	 available	 evidence	 and	 current	
practices	 in	 the	management	 of	 fever	 in	
peripheral	health-care	settings.

A	 report	 from	 this	 meeting	 noted	 that	
health	workers	may	 ignore	negative	 test	
results	and	still	treat	the	patient	with	anti-
malarial,	following	years	of	treating	fever	
as	an	assumed	case	of	malaria.	

	 “This	 problem	 is	 made	 more	 difficult	
given	 the	 absence	 of	 guidance	 and	
medicines	 for	 the	 management	 of	 non-
malaria	 febrile	 illnesses,”	 the	 report	
added.		

The	 meeting	 recommended	 that	 in	
managing	malaria	at	the	community	level,	
there	should	not	only	be	diagnostic	testing	
and	 treatment	 for	 confirmed	 malaria	
cases	 but	 also	 an	 assessment	 and	
management	 should	 be	 carried	 out	 for		
acute	respiratory	infections	and	diarrhea.	
The	call	is	that	the	correct	management	of	

I would rather 
sit on a pumpkin 
and have it all to 
myself than be 
crowded on a 
velvet cushion. I 
would rather 
ride on earth in 
an  ox cart, with 
a free 
circulation, than 
go to heaven in 
the fancy car of 
an excursion 
train and 
breathe a 
malaria all the 
way

- by Henry David 
Thoreau 
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persistent wheezing in children.
Smokeless coils do not make things any 
easier because the harmful substances are 
still in the coil.

According to reports, pyrethrum enters the 
lungs while breathing, and at high doses, 
can potentially damage the central 
nervous and immune systems.
Common symptoms from exposure to 
pyrethrum can include headache, nausea, 
vomiting, skin or eye irritation and 
inflammation. If ingested, it can cause 
numbing of the tongue and lips, convul-
sions, muscular fibrillation, respiratory 
issues and even death.

The impression here is that far from being a 
spiral of protection as intended, the 
mosquito coil has become a spiral of 
affliction. 

Mosquito coils are also made from 
substances like coconut husk, sawdust and 
dyes to keep them burning for up to eight 
hours.

Another chemical used in mosquito coils, 
formaldehyde, a colourless, flammable and 
strong smelling gas, is said to affect the 
nose.

Inhaling it could cause watery eyes, throat 
discomfort, coughing, wheezing, nausea 
and skin irritation. Also, it can cause nasal 
or sinus cancer and even leukaemia, 
experts say.

The amount of formaldehyde released 
from burning one mosquito coil can be as 
high as smoking 51 cigarettes, some 
researchers say. Formaldehyde is not an 
ingredient of mosquito coils but a by-
product of burning them.

Octachlorodipropyl ether, simply known as 
S-2, is a pesticide which when burned, 
releases bischloromethyl ether (also called 
BCME) a strong and harmful chemical that 
causes lung cancer.

As a result people are exposed to a 
chemically complex mosquito coil smoke 
containing small particles, metal fumes 
and vapours that can damage the lung.

The dangers are said to be in the fact that 
sometimes manufacturers intentionally do 
not list the banned harmful ingredients on 
the packaging of the mosquito coils.

Well, discerning minds are wondering if it is 
reasonable to condone mosquito coils 
while we continue to abhor cigarette 
smoking.

American historian of science, Professor 
Robert Proctor formerly of Pennsylvania 
State University and currently at Stanford 
University, published a book in which he 
described smoking as a golden holocaust 
that claims millions of lives. 

Now, what description do we give the 
mosquito coil which is said to present even 
more danger?

The arguments against passive smoking are 
so convincing that a ban of public smoking 
became inevitable. The smoking ban is 
based on the argument that smoking is 
optional, whereas breathing is not. 
Therefore, the ban aims to protect air 
quality and prevent the dangers of passive 
or second hand smoke, which include heart 
disease and cancer.

Epidemiologists have been urged to take an 
interest in mosquito coils due to the 
number of people exposed and the potency 
of BCME, following the research at the 
University of California by Bob Krieger, 
Travis Dinoff and Xiaofei Zhang. 

As we wait for a definite action on 
mosquito coils, there is only one advice to 
help reduce side effects. Mosquito coils 
must be lighted half an hour before bed 
time. It should be done, after closing doors 
and windows of the room and after 
switching off fans. 

After half an hour, all doors and windows 
should be opened and left open for some 
time, before closing them and going to bed. 
Only after that is the room safe, according 
to experts. 

But how easy is it to convince those whose 
sleeping places are not sealed enough to 
keep a room mosquito-free after burning a 
coil? Such people have no option but to 
keep the coil burning, and pretty close too, 
to keep the “malaria transmitters” away.

One thing to chew on for now, though, is 
that if indeed the coil can be as deadly as 
the cigarette, does that not demand a 
health (sorry, death) warning on the 
packaging!
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There	 are	 raging	 debates	 taking	
place	 now	 about	 whether	 health	
workers	should	continue	to	rely	on	

clinical	 suspicion	 to	 treat	 suspected	
malaria	 cases	 or	 depend	 exclusively	 on	
evidenced-based	 laboratory	 or	 rapid	
diagnostic	 tests	 before	 dispensing	 anti-
malarials	to	patients	who	present	with	a	
fever.

The	debates	follow	criticisms	that	even	in	
the	absence	of	confirmed	cases	of	malaria,	
clinicians	 still	 presumptuously	 dispense	
anti-malarials,	 once	 a	 person	 presents	
with	 fever,	 because	 of	 their	 “die-hard”	
habits.	

These	arguments	are	however	countered	
by	 some	 health	 workers	 who	 say	 that	
practical	considerations	dictate	that	once	
a	 child,	 for	 instance,	 has	 a	 fever,	 that	
patient	 must	 be	 treated	 for	 malaria	 to	
avoid	the	progression	of	the	disease	to	its	
severe	form,	which	may	take	the	life	of	the	
child.	

Available	data	in	Ghana	suggests	that	less	
than	 one-third	 of	 malaria	 diagnosis	 are	
confirmed	with	laboratory	tests	and	that,	
regardless	of	the	season,	clinical	staff	in	all	
part	of	the	country	diagnose	roughly	40	to	
50	per	cent	of	all	sick	children	as	having	
malaria,	said	a	report	released	by	Ghana's	
National	 Malaria	 Control	 Programme	
(NMCP)	 recently,	 which	 assessed	 the	
burden	of	malaria	and	control	activities	in	
six	large	cities	across	Ghana.

The	 wide	 spread	 treatment	 of	 all	 fever	
cases	as	malaria	is	not	peculiar	to	Ghana	
but	 runs	 across	 sub-Saharan	 Africa	 and	
this	 situation	 has	 no	 doubt	 become	 a	
challenge	because	of	over-prescription	of	
an t i -ma l a r i a l s , 	 d rug 	 re s i s t ance ,	
misdiagnosis	and	neglect	of	other	febrile	
or	 fever-related	 i l lnesses	 such	 as	
pneumonia.	

Two	 decades	 ago,	 the	 World	 Health	
Organisation	 (WHO)	 released	 a	 report	

quoting	 Thomas	 Sydenham,	 the	 noted	
English	 physician	 born	 1624,	 who	 said	
that,	 "fever	 is	nature's	engine	which	she	
brings	into	the	field	to	remove	her	enemy."	
The	physician	was	renowned	as	a	founder	
of	 clinical	 medicine	 and	 epidemiology	
because	 he	 did	 emphasize	 detailed	
observations	 of	 patients,	 among	 other	
things.

It	has	been	said	that	since	the	beginning	of	
man's	recorded	history,	 fever	has	always	
featured	as	an	important	sign	of	ill-health.	
The	WHO's	1993	report	on	 the	manage-
ment	 of	 fevers	 in	 young	 children	 with	
acute	respiratory	infection	in	developing	
countries,	 said	experiments	by	 the	great	
French	 physiologist,	 Claude	 Bernard,	
which	 demonstrated	 that	 animals	 died	
when	their	body	temperature	was	raised	
above	normal	coupled	with	the	beginning	
of	the	use	of	the	thermometer	in	medical	
science,	 led	 to	 the	 opinion	 that	 the	
presence	of	fever	meant	a	threat	to	one's	
health.

The	report	noted	that	majority	of	parents	
get	 extremely	 scared	 when	 their	 child	

develops	 a	 fever	 and	 this	 unwarranted	
fear	of	fever	among	even	highly	educated	
parents	of	infants	and	young	children	was	
not	 only	 common	 but	 led	 to	 an	 overly	
aggressive	treatment	of	fevers.	

It	noted	that	such	"fever	phobia"	may	stem	
from	 the	 attitudes	 of	 doctors,	 nurses,	
other	 health	 professionals	 or	 from	
widespread	 advertising	 by	 drug	 compa-
nies	among	other	factors	and	advised	that	
there	 was	 the	 need	 for	 a	 more	 rational	
approach	to	the	management	of	fever.		

It	has	been	20	long	years	since	the	WHO	
made	 some	 recommendations	 in	 its	
report	 urging	 that	 all	 febrile	 children	
should	 be	 carefully	 assessed	 to	 find	 the	
cause	of	the	fever.	

The	 issue	 of	 the	 proper	management	 of	
febrile	 illnesses	continues	 to	 take	centre	
stage	 today.	 In	 January	2013,	 the	WHO's	
Global	 Malaria	 Programme	 and	 the	
Special	 Programme	 for	 Research	 and	
Training	 in	 Tropical	 Diseases	 met	 to	
review	 available	 evidence	 and	 current	
practices	 in	 the	management	 of	 fever	 in	
peripheral	health-care	settings.

A	 report	 from	 this	 meeting	 noted	 that	
health	workers	may	 ignore	negative	 test	
results	and	still	treat	the	patient	with	anti-
malarial,	following	years	of	treating	fever	
as	an	assumed	case	of	malaria.	

	 “This	 problem	 is	 made	 more	 difficult	
given	 the	 absence	 of	 guidance	 and	
medicines	 for	 the	 management	 of	 non-
malaria	 febrile	 illnesses,”	 the	 report	
added.		

The	 meeting	 recommended	 that	 in	
managing	malaria	at	the	community	level,	
there	should	not	only	be	diagnostic	testing	
and	 treatment	 for	 confirmed	 malaria	
cases	 but	 also	 an	 assessment	 and	
management	 should	 be	 carried	 out	 for		
acute	respiratory	infections	and	diarrhea.	
The	call	is	that	the	correct	management	of	

I would rather 
sit on a pumpkin 
and have it all to 
myself than be 
crowded on a 
velvet cushion. I 
would rather 
ride on earth in 
an  ox cart, with 
a free 
circulation, than 
go to heaven in 
the fancy car of 
an excursion 
train and 
breathe a 
malaria all the 
way

- by Henry David 
Thoreau 
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persistent wheezing in children.
Smokeless coils do not make things any 
easier because the harmful substances are 
still in the coil.

According to reports, pyrethrum enters the 
lungs while breathing, and at high doses, 
can potentially damage the central 
nervous and immune systems.
Common symptoms from exposure to 
pyrethrum can include headache, nausea, 
vomiting, skin or eye irritation and 
inflammation. If ingested, it can cause 
numbing of the tongue and lips, convul-
sions, muscular fibrillation, respiratory 
issues and even death.

The impression here is that far from being a 
spiral of protection as intended, the 
mosquito coil has become a spiral of 
affliction. 

Mosquito coils are also made from 
substances like coconut husk, sawdust and 
dyes to keep them burning for up to eight 
hours.

Another chemical used in mosquito coils, 
formaldehyde, a colourless, flammable and 
strong smelling gas, is said to affect the 
nose.

Inhaling it could cause watery eyes, throat 
discomfort, coughing, wheezing, nausea 
and skin irritation. Also, it can cause nasal 
or sinus cancer and even leukaemia, 
experts say.

The amount of formaldehyde released 
from burning one mosquito coil can be as 
high as smoking 51 cigarettes, some 
researchers say. Formaldehyde is not an 
ingredient of mosquito coils but a by-
product of burning them.

Octachlorodipropyl ether, simply known as 
S-2, is a pesticide which when burned, 
releases bischloromethyl ether (also called 
BCME) a strong and harmful chemical that 
causes lung cancer.

As a result people are exposed to a 
chemically complex mosquito coil smoke 
containing small particles, metal fumes 
and vapours that can damage the lung.

The dangers are said to be in the fact that 
sometimes manufacturers intentionally do 
not list the banned harmful ingredients on 
the packaging of the mosquito coils.

Well, discerning minds are wondering if it is 
reasonable to condone mosquito coils 
while we continue to abhor cigarette 
smoking.

American historian of science, Professor 
Robert Proctor formerly of Pennsylvania 
State University and currently at Stanford 
University, published a book in which he 
described smoking as a golden holocaust 
that claims millions of lives. 

Now, what description do we give the 
mosquito coil which is said to present even 
more danger?

The arguments against passive smoking are 
so convincing that a ban of public smoking 
became inevitable. The smoking ban is 
based on the argument that smoking is 
optional, whereas breathing is not. 
Therefore, the ban aims to protect air 
quality and prevent the dangers of passive 
or second hand smoke, which include heart 
disease and cancer.

Epidemiologists have been urged to take an 
interest in mosquito coils due to the 
number of people exposed and the potency 
of BCME, following the research at the 
University of California by Bob Krieger, 
Travis Dinoff and Xiaofei Zhang. 

As we wait for a definite action on 
mosquito coils, there is only one advice to 
help reduce side effects. Mosquito coils 
must be lighted half an hour before bed 
time. It should be done, after closing doors 
and windows of the room and after 
switching off fans. 

After half an hour, all doors and windows 
should be opened and left open for some 
time, before closing them and going to bed. 
Only after that is the room safe, according 
to experts. 

But how easy is it to convince those whose 
sleeping places are not sealed enough to 
keep a room mosquito-free after burning a 
coil? Such people have no option but to 
keep the coil burning, and pretty close too, 
to keep the “malaria transmitters” away.

One thing to chew on for now, though, is 
that if indeed the coil can be as deadly as 
the cigarette, does that not demand a 
health (sorry, death) warning on the 
packaging!
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non-malaria	 febrile	 illnesses	 should	 be	
promoted	especially	in	children	and	also	
in	high	malaria	endemic	areas,	because	a	
patient	 can	often	have	both	malaria	and	
other	diseases,	like	pneumonia.	The	need	
to	encourage	research	which	looks	at	new	
strategies	 for	 effective	 diagnosis	 and	
treatment	of	febrile	illnesses,	was	another	
recommendation	made	at	the	meeting.	

Community	intervention
A	 recent	 study	 on	 community-based	
management	 of	 fever	 in	 children	 with	
anti-malarials	 and	 antibiotics	 treatment	
in	rural	Ghana,	has	brought	to	the	fore	the	
need	to	research	on	febrile	illnesses	and	
shift	 attention	 to	 other	 fever	 -related	
diseases	to	cut	down	on	the	over-reliance	
on	fever	symptoms	to	treat	malaria.

The	study	aimed	at	evaluating	the	impact	
of	 adding	 the	 antibiotic,	 amoxicillin	
(AMX),	 to	 the	 anti-malarial,	 artesunate	
amodiaquine,	(AAQ)	to	treat	fever	among	
children	aged,	2-59	months	under	a	home	
malaria-management	strategy.	

Under	this	AAQ+AMX	combination	study,	
AAQ	was	used	to	treat	malaria	and	AMX	
was	for	treating	pneumonia,	 in	 line	with	
Ghana's	national	drug	guideline.	

The	study	was	conducted	among	children	
in 	 the 	 Sha i -Osudoku 	 and 	 N ingo-
Prampram	 districts	 (formerly	 known	 as	

the	Dangme	West	District)	in	the	southern	
part	of	the	country	and	led	by	researchers	
from	the	Dodowa	Health	Research	Centre	
and	others	elsewhere.

Funding	 for	 the	 study	 was	 provided	 by	
various	organizations	 including,	UNICEF,	
United	Nations	Development	Programme	
(UNDP),	 World	 Bank,	 World	 Health	
Organisation	(WHO)	and	the	Netherlands	
Organisation	 for	 the	 Advancement	 of	
Tropical	Research.

According	to	the	researchers,	it	was	based	
on	the	fact	that	in	malaria	endemic	Africa,	
children	 with	 pneumonia	 can	 easily	 be	
misdiagnosed	 and	 treated	 as	 having	
malaria	 because	 of	 similarities	 between	
malaria	and	pneumonia	symptoms.	

Both	 diseases,	 in	 their	 severe	 forms,	
present	with	fever,	rapid	breathing,	chest	
in-drawing,	 with	 rapid	 decline	 to	 death	
among	others.
The	argument	by	 the	researchers	 is	 that	
the	 similarities	 in	 symptoms	 between	
ma lar i a 	 and 	 pneumonia 	 prov ide	
opportunities	 for	missed	diagnosis,	over	
and	 under	 treatment	 and	 therefore	 the	
right	 diagnostic	 tools	 and	 effective	
medication	 are	 needed	 to	 aid	 health	
workers	determine	if	a	child	has	malaria,	
pneumonia	or	both	 in	order	 to	 treat	 the	
child	quickly	and	appropriately	within	the	
communities.	

The	 researchers	 aimed	 at	 assessing	 if	
adding	 an	 antibiotic	 to	 the	 anti-malarial	
treatment	 under	 the	home	management	
programme	would	help	reduce	mortality.	
During	 the	 study,	 trained	 community	
health	 workers	 dispensed	 the	 anti-
malarial	 drug	 (AAQ)	 alone,	 or	 together	
with	 the	 antibiotic	 (AAQ+AMX)	 to	
children	 with	 fever.	 In	 total,	 5818	 and	
6601eligible	children	were	treated	in	the	
AAQ	 and	 the	AAQ+AMX	 clusters	 respec-
tively.

The	 researchers	 concluded	 that	 the	
treatment	 of 	 uncomplicated	 fever	
episodes	 among	 the	 children	 with	 the	
anti-malarial	or	 in	combination	with	the	
antibiotics	 at	 the	 community	 level	 by	
trained	 community	 health	 workers,	
resulted	 in	 the	 reduction	 of	 deaths	 in	
comparison	 to	 those	 treated	 with	
standard	care	that	included	treatment	at	
home,	 by	 traditional	 healers,	 care	 from	
drug	 retail	 shops	 or	 from	 the	 formal	
health	sector.					

Since	 the	 study	 ended,	 Ghana's	 Child	
Health	policy	has	supported	the	manage-
ment	 of	 malaria	 and	 pneumonia	 at	 the	
community	 level	 by	 trained	 community-
based	 health	 workers.	 The	 researchers,	
who	led	AAQ+AMX	study	have	meanwhile,	
noted	that	the	use	of	rapid	diagnostic	test	
(RDT)	 kits	 was	 feasible	 and	 would	
improve	 the	 ability	 of	 these	 workers	 to	
d ist inguish 	 between	 malar ia 	 and	
pneumonia,	and	deal	with	other	diseases.		
Although,	 they	 do	 acknowledge	 that	 the	
use	of	RDTs	have	not	always	led	to	rational	
use	of	anti-malarials.

Confirming	malaria	cases
Currently,	 the	 WHO	 malaria	 treatment	
guidelines	 (2010)	 recommend	 that	
parasitological	confirmation	of	malaria	be	
carried	 out	 before	 treatment	 but	 the	
researchers	have	said	 that	 some	experts	
have	 cautioned	 against	 a	 policy	 that	
abandons	presumptive	treatment	for	RDT	
use	at	all	levels.	

Despite	 these	 differences,	 there	 is	
however 	 some 	 consensus 	 on 	 the	
usefulness	of	improving	malaria	diagnosis	
at	 community	 level	 through	 the	 use	 of	
RDTs.	What	needs	to	be	addressed	is	the	
up-scaling	of	 the	RDT	to	make	 it	univer-
sally	accessible.

Meanwhile,	 the	WHO	has	said	 that	most	
African	countries	are	not	yet	there	since	
RDT	coverage	is	still	below	40	per	cent	in	
the	region.		It	is	hoped	that	with	a	massive	
up-scaling	 of	 the	 use	 of	 RDTs,	 coupled	
with	 continuous	 education	 for	 health	
workers,	a	clear	distinction	could	be	made	
between	 malaria	 and	 other	 diseases	
associated	with	fever	to	improve	upon	the	
health	of	people.						
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Malaria control which has been 
the preserve of governments 
a n d  n o n - g o v e r n m e n t a l 

organisations, is bound to see more 
positive results with the entry of the 
church into the business of improving the 
lot of those who are susceptible to the 
disease

The show of goodwill by faith-based 
organizations to fight the dreadful killer 
was felt in the Nyanza region, rated as the 
area with the highest number of malaria 
cases in Kenya.

The Evangelical Lutheran Church of Kenya 
(ELCK) has launched an initiative to 
spearhead the fight against malaria in 
Nyanza region.

The head of the Evangelical Lutheran 
Churches in Kenya, Archbishop Dr. Walter 
Obare, said the idea to start the initiative 
known as Lutheran Malaria Initiative was 
mooted during a meeting in the United 
States at the Church's Synod in Missouri 
State.

The word "Synod" in Greek means 
"walking together," and the term has a rich 

meaning within the Lutheran organisation 
because congregations voluntarily choose 
to belong to the synod.

Archbishop Obare said during the 
meeting in the United States, it was 
agreed that a new initiative be started in 
order to help in the prevention and 
control of malaria in Kenya particularly in 
the Nyanza region.

Archbishop Obare said his church in 
collaboration with the Kenyan Ministry of 
Public Health, launched an 11-million 
Kenyan Shillings malaria programme to 
cover four districts in Nyanza region on a 
pilot basis.

The districts covered in the programme 
are Kisumu East, Nyamira, Rachuonyo 
North and South Districts where the 
malaria prevalence rates is said to be high.
Archbishop Obare added that the new 
Lutheran Church Malaria Initiative has 
raised a concern with the spread of 
malaria among children under five years 
and expectant mothers despite a national 
mass distribution of bed nets to millions 
of households to control spread of the 
disease.

The church said it believes the distribution 
exercise failed to include sensitization and 
community participation in the exercise 
to guarantee effective usage of the nets 
before the programme was rolled out. 

Archbishop Obare said there is the need 
for more community education on why it 
would be desirable for households to use 
insecticide treated nets.
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The Church
 gets involved

By Dickson Odhiambo – Kisumu, Kenya.
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Archbishop Walter Obare - Head of the 
Evangelical Lutheran Church in Kenya.

Members of the Lutheran World Relief of USA funded the 
Lutheran Malaria Initiative at a cost of shs 11 million for 
malaria control in Nyanza region.



non-malaria	 febrile	 illnesses	 should	 be	
promoted	especially	in	children	and	also	
in	high	malaria	endemic	areas,	because	a	
patient	 can	often	have	both	malaria	and	
other	diseases,	like	pneumonia.	The	need	
to	encourage	research	which	looks	at	new	
strategies	 for	 effective	 diagnosis	 and	
treatment	of	febrile	illnesses,	was	another	
recommendation	made	at	the	meeting.	

Community	intervention
A	 recent	 study	 on	 community-based	
management	 of	 fever	 in	 children	 with	
anti-malarials	 and	 antibiotics	 treatment	
in	rural	Ghana,	has	brought	to	the	fore	the	
need	to	research	on	febrile	illnesses	and	
shift	 attention	 to	 other	 fever	 -related	
diseases	to	cut	down	on	the	over-reliance	
on	fever	symptoms	to	treat	malaria.

The	study	aimed	at	evaluating	the	impact	
of	 adding	 the	 antibiotic,	 amoxicillin	
(AMX),	 to	 the	 anti-malarial,	 artesunate	
amodiaquine,	(AAQ)	to	treat	fever	among	
children	aged,	2-59	months	under	a	home	
malaria-management	strategy.	

Under	this	AAQ+AMX	combination	study,	
AAQ	was	used	to	treat	malaria	and	AMX	
was	for	treating	pneumonia,	 in	 line	with	
Ghana's	national	drug	guideline.	

The	study	was	conducted	among	children	
in 	 the 	 Sha i -Osudoku 	 and 	 N ingo-
Prampram	 districts	 (formerly	 known	 as	

the	Dangme	West	District)	in	the	southern	
part	of	the	country	and	led	by	researchers	
from	the	Dodowa	Health	Research	Centre	
and	others	elsewhere.

Funding	 for	 the	 study	 was	 provided	 by	
various	organizations	 including,	UNICEF,	
United	Nations	Development	Programme	
(UNDP),	 World	 Bank,	 World	 Health	
Organisation	(WHO)	and	the	Netherlands	
Organisation	 for	 the	 Advancement	 of	
Tropical	Research.

According	to	the	researchers,	it	was	based	
on	the	fact	that	in	malaria	endemic	Africa,	
children	 with	 pneumonia	 can	 easily	 be	
misdiagnosed	 and	 treated	 as	 having	
malaria	 because	 of	 similarities	 between	
malaria	and	pneumonia	symptoms.	

Both	 diseases,	 in	 their	 severe	 forms,	
present	with	fever,	rapid	breathing,	chest	
in-drawing,	 with	 rapid	 decline	 to	 death	
among	others.
The	argument	by	 the	researchers	 is	 that	
the	 similarities	 in	 symptoms	 between	
ma lar i a 	 and 	 pneumonia 	 prov ide	
opportunities	 for	missed	diagnosis,	over	
and	 under	 treatment	 and	 therefore	 the	
right	 diagnostic	 tools	 and	 effective	
medication	 are	 needed	 to	 aid	 health	
workers	determine	if	a	child	has	malaria,	
pneumonia	or	both	 in	order	 to	 treat	 the	
child	quickly	and	appropriately	within	the	
communities.	

The	 researchers	 aimed	 at	 assessing	 if	
adding	 an	 antibiotic	 to	 the	 anti-malarial	
treatment	 under	 the	home	management	
programme	would	help	reduce	mortality.	
During	 the	 study,	 trained	 community	
health	 workers	 dispensed	 the	 anti-
malarial	 drug	 (AAQ)	 alone,	 or	 together	
with	 the	 antibiotic	 (AAQ+AMX)	 to	
children	 with	 fever.	 In	 total,	 5818	 and	
6601eligible	children	were	treated	in	the	
AAQ	 and	 the	AAQ+AMX	 clusters	 respec-
tively.

The	 researchers	 concluded	 that	 the	
treatment	 of 	 uncomplicated	 fever	
episodes	 among	 the	 children	 with	 the	
anti-malarial	or	 in	combination	with	the	
antibiotics	 at	 the	 community	 level	 by	
trained	 community	 health	 workers,	
resulted	 in	 the	 reduction	 of	 deaths	 in	
comparison	 to	 those	 treated	 with	
standard	care	that	included	treatment	at	
home,	 by	 traditional	 healers,	 care	 from	
drug	 retail	 shops	 or	 from	 the	 formal	
health	sector.					

Since	 the	 study	 ended,	 Ghana's	 Child	
Health	policy	has	supported	the	manage-
ment	 of	 malaria	 and	 pneumonia	 at	 the	
community	 level	 by	 trained	 community-
based	 health	 workers.	 The	 researchers,	
who	led	AAQ+AMX	study	have	meanwhile,	
noted	that	the	use	of	rapid	diagnostic	test	
(RDT)	 kits	 was	 feasible	 and	 would	
improve	 the	 ability	 of	 these	 workers	 to	
d ist inguish 	 between	 malar ia 	 and	
pneumonia,	and	deal	with	other	diseases.		
Although,	 they	 do	 acknowledge	 that	 the	
use	of	RDTs	have	not	always	led	to	rational	
use	of	anti-malarials.

Confirming	malaria	cases
Currently,	 the	 WHO	 malaria	 treatment	
guidelines	 (2010)	 recommend	 that	
parasitological	confirmation	of	malaria	be	
carried	 out	 before	 treatment	 but	 the	
researchers	have	said	 that	 some	experts	
have	 cautioned	 against	 a	 policy	 that	
abandons	presumptive	treatment	for	RDT	
use	at	all	levels.	

Despite	 these	 differences,	 there	 is	
however 	 some 	 consensus 	 on 	 the	
usefulness	of	improving	malaria	diagnosis	
at	 community	 level	 through	 the	 use	 of	
RDTs.	What	needs	to	be	addressed	is	the	
up-scaling	of	 the	RDT	to	make	 it	univer-
sally	accessible.

Meanwhile,	 the	WHO	has	said	 that	most	
African	countries	are	not	yet	there	since	
RDT	coverage	is	still	below	40	per	cent	in	
the	region.		It	is	hoped	that	with	a	massive	
up-scaling	 of	 the	 use	 of	 RDTs,	 coupled	
with	 continuous	 education	 for	 health	
workers,	a	clear	distinction	could	be	made	
between	 malaria	 and	 other	 diseases	
associated	with	fever	to	improve	upon	the	
health	of	people.						
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Malaria control which has been 
the preserve of governments 
a n d  n o n - g o v e r n m e n t a l 

organisations, is bound to see more 
positive results with the entry of the 
church into the business of improving the 
lot of those who are susceptible to the 
disease

The show of goodwill by faith-based 
organizations to fight the dreadful killer 
was felt in the Nyanza region, rated as the 
area with the highest number of malaria 
cases in Kenya.

The Evangelical Lutheran Church of Kenya 
(ELCK) has launched an initiative to 
spearhead the fight against malaria in 
Nyanza region.

The head of the Evangelical Lutheran 
Churches in Kenya, Archbishop Dr. Walter 
Obare, said the idea to start the initiative 
known as Lutheran Malaria Initiative was 
mooted during a meeting in the United 
States at the Church's Synod in Missouri 
State.

The word "Synod" in Greek means 
"walking together," and the term has a rich 

meaning within the Lutheran organisation 
because congregations voluntarily choose 
to belong to the synod.

Archbishop Obare said during the 
meeting in the United States, it was 
agreed that a new initiative be started in 
order to help in the prevention and 
control of malaria in Kenya particularly in 
the Nyanza region.

Archbishop Obare said his church in 
collaboration with the Kenyan Ministry of 
Public Health, launched an 11-million 
Kenyan Shillings malaria programme to 
cover four districts in Nyanza region on a 
pilot basis.

The districts covered in the programme 
are Kisumu East, Nyamira, Rachuonyo 
North and South Districts where the 
malaria prevalence rates is said to be high.
Archbishop Obare added that the new 
Lutheran Church Malaria Initiative has 
raised a concern with the spread of 
malaria among children under five years 
and expectant mothers despite a national 
mass distribution of bed nets to millions 
of households to control spread of the 
disease.

The church said it believes the distribution 
exercise failed to include sensitization and 
community participation in the exercise 
to guarantee effective usage of the nets 
before the programme was rolled out. 

Archbishop Obare said there is the need 
for more community education on why it 
would be desirable for households to use 
insecticide treated nets.
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The Church
 gets involved

By Dickson Odhiambo – Kisumu, Kenya.

A N A M M R E N M A G A Z I N E

Archbishop Walter Obare - Head of the 
Evangelical Lutheran Church in Kenya.

Members of the Lutheran World Relief of USA funded the 
Lutheran Malaria Initiative at a cost of shs 11 million for 
malaria control in Nyanza region.



EYES ON MALARIA  26 EYES ON MALARIA  27

A N A M M R E N M A G A Z I N EA N A M M R E N M A G A Z I N E

“Doing so would not only enhance 
effective utilization of the nets but also 
ensure sustainability and ownership,” 
Obare noted.

He said myths about the usage of the 
nets are still a big impediment to the use 
of Long Lasting Insecticidal Nets (LLINs) 
as a strategy to combat the disease in 
most parts of the country. “I therefore 
call on the government and other 
collaborators in this war of fighting 
malaria to first sensitize the people,” he 
said.

He lamented that some people have 
disliked using the nets claiming that they 
experience nightmares when they sleep 

under them. “These kinds of myths about 
the use of mosquito nets need to be 
demystified. You either use the nets or 
risk losing your children and expectant 
mothers are more vulnerable,'' he went 
on.

Some families in Nyanza have been seen 
using the government distributed nets 
for fishing while others use them to fence 
kitchen gardens.
A representative of the Division of 
Malaria Control in Nyanza, Peter Sirma, 
said although malaria was still posing a 
big challenge to government's efforts to 
enhance health care, some gains were 
being realized in some parts of the 

country even though the prevalence rate 
is still high in Nyanza region.

“This decline in some parts of the country 
can be attributed to the implementation 
of an eight year strategic plan targeted at 
eliminating malaria in the country, Sirma 
said.

He quoted the Kenya Malaria Indicator 
survey as saying malaria incidences in 
low land areas have fallen sharply.

He pointed out that the ministry is 
working to bring down the malaria 
burden and that a key objective in the 
plan is targeting prevention.

“This is why in 2010 the government 
embarked on mass universal  net 
coverage where each household received 
at least two nets. In 2014 the govern-
ment will conduct a similar distribution,” 
Sirma added.

During the large scale net distribution 
the ministry of public health also 
conducted indoor residual spraying in 13 
districts of Nyanza. Sirma explained that 
the ministry in consultation with 
partners plans to expand coverage to 
other districts which were not covered in 
the initial phase and train communities 
on the existing tools to control malaria.

He disclosed that the government is 
currently working to improve diagnostic 
capacities of its laboratories in its health 
facilities country-wide to be able to 
diagnose all suspected malaria cases, 
t r e a t  a n d  t r a c k  t h e m .
The official said community health 
workers are also being trained on case 
management while rapid diagnostic kits 
are being provided. He further noted that 
8 million kits have been procured to help 
in testing and treating malaria cases with 
surveillance being carried out on weekly 
basis to help monitor malaria trends in 
these areas.

The Lutheran World Relief of USA will 
fund the 11 million malaria project while 
its Kenyan partner, the Evangelical 
Lutheran Church in Kenya, will use 
Diakonia Compassionate Ministry 
(DMC) headed by Rev David Chuchu as 
the local implementing agency to do the 
project in the four districts on a pilot 
basis.

Apart from the funds to scale-up malaria 
intervention activities, the donors have 
also given out 8,200 nets to be distrib-
uted to the pilot districts.

The involvement of the church in malaria 
control is in response to the call by the 
Roll Back Malaria (RBM) partnership for 
all stakeholders to come together and 
fight against the killer of vulnerable 
women and children.

The Christian Aid charity has synergised 
with local stakeholders in some of the 
hardest-to -reach areas in Africa to tackle 
malaria.   In Zambia,  the charity 
collaborated with the local Anglican 
Church to reach remote communities 
like Lui River and Simulumbe, which are 
often forgotten by general malaria-
prevention initiatives.

In Sierra Leone, Christian Aid partnered 
80 UK churches raising £500 each, to 
help run a lifesaving malaria control 
project, using broadcast media and 
crowd-pulling social events such as 
football matches, concerts and quizzes.
There is also NetsforLife, a partnership of 
faith-based organizations, corporations, 
foundations and non-governmental 
groups working together to fight malaria 
in Africa.

S
takeholders engaged in malaria 
control in Ghana are relieved that 
the disease is no longer the 

leading cause of death in the country, 
although it is still responsible for a lot of 
ill health, 

Currently, statistics from the National 
Malaria Control Programme (NMCP) 
and the Health Ministry show that there is 
a marked reduction in malaria case 
fatality in children under-5 years, 
reduction in deaths attributable to malaria 
in health facilities, and reduction in 
deaths among pregnant women.

But it is not yet time to celebrate victory 
over malaria especially when other 
African countries are scoring high marks 
and being applauded on their efforts to 
eliminate the disease.

Being upbeat about elimination may be 
unrealistic for Ghana, however making 
steady progress towards achieving the 
dream of elimination is worth pursuing 
because of indicators showcasing 
successes stories in the country's malaria 
control activities. 

These positive indicators notwithstand-
ing however, players and officials at the 
battle front are fired up with zeal, 
determination and purpose to ensure that 
the gains made so far are not brought 
down, especially in the face of the mad 
rush for the in-thing: Malaria elimination, 
a bandwagon everyone is joining.  

With this road map in mind and the final 
whistle to malaria elimination still some 
years away, stakeholders are bent on 
reducing malaria transmission areas in 
Ghana and reducing malaria morbidity by 
75% of a 2008 baseline by the year 2018. 
To this end, sleeves were rolled up last 
November, as over 70 key players from 
various organizations such as the NMCP, 
Ghana Health Service, Ministry of 
Health, Food and Drugs Authority, 
AngloGold Ashanti, development and 
funding agencies, met at a stakeholders' 
meeting to fine-tune a National Strategic 
Plan for malaria control in Ghana from 
2014 to 2018.

The move is to co-ordinate malaria 
control activities effectively through a 
multi-sectoral approach. The occasion 
also saw the inauguration of the Inter-
agency Malaria Committee to help in the 
implementation of this plan.

Dr Felicia Amoo-Sakyi of the NMCP, 
throwing more light on the reason for the 
meeting said, there was the need to re-
strategise towards accelerated malaria 
control to increase more malaria-free 
zones in the country and to develop a 
strategic plan from 2014-2018 which 
would be in line with the National Health 
Policy. 

She touched on some strides made and 
said these include a malaria parasite 

prevalence drop from “the 51-75% levels 
to 27.5% in 2011.”
Adding that the under-5 malaria case 
fatality rates have dropped from 3.7 per 
cent in 2002 to 0.6 in 2012.While on the 
global scene, the country has made 
progress as all the RBM Abuja targets 
were achieved by 2010 with the exception 
of the use of treated bed nets in children 
under-5, which lagged behind.

Touching on the strategic direction for the 
next 5 years, Dr Keziah Malm, Deputy 

Programme Manager at the NMCP, said 
the strategic plan has a “vision to achieve 
and sustain near-zero malaria deaths.”

She explained that the mission is simple: 
To ensure that the whole population of 
Ghana has universal and equitable access 
to interventions for malaria prevention 
and treatment. 

Under this broad goal, among the specific 
objectives would be to increase intermit-

tent preventive treatment of malaria in 
pregnancy uptake from 42 per cent to 80 
per cent and to spray at least 90% of 
houses in targeted indoor residual 
spraying (IRS) districts annually.

Other  objec t ives  a re  to  provide 
parasitological diagnosis for at least 90 
per cent of suspected malaria cases by 
2018 and to ensure that 100 per cent of 
confirmed malaria cases receive prompt 
and appropriate treatment.

A to the finishing lineRace 

During the launch of Lutheran Church Malaria Initiative, Kisumu County Commissioner,
Lorna Odero (right) presented a bed net to a child member of Diakonia 
Compassionate Ministry

Dr Keziah Malm behind her laptop during the meeting

Dr Felicia Amoo-Sakyi of the NMCP making her presentation

Members of the Interagency Malaria Committee 
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diagnose all suspected malaria cases, 
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(DMC) headed by Rev David Chuchu as 
the local implementing agency to do the 
project in the four districts on a pilot 
basis.

Apart from the funds to scale-up malaria 
intervention activities, the donors have 
also given out 8,200 nets to be distrib-
uted to the pilot districts.

The involvement of the church in malaria 
control is in response to the call by the 
Roll Back Malaria (RBM) partnership for 
all stakeholders to come together and 
fight against the killer of vulnerable 
women and children.

The Christian Aid charity has synergised 
with local stakeholders in some of the 
hardest-to -reach areas in Africa to tackle 
malaria.   In Zambia,  the charity 
collaborated with the local Anglican 
Church to reach remote communities 
like Lui River and Simulumbe, which are 
often forgotten by general malaria-
prevention initiatives.
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under-5, which lagged behind.

Touching on the strategic direction for the 
next 5 years, Dr Keziah Malm, Deputy 

Programme Manager at the NMCP, said 
the strategic plan has a “vision to achieve 
and sustain near-zero malaria deaths.”

She explained that the mission is simple: 
To ensure that the whole population of 
Ghana has universal and equitable access 
to interventions for malaria prevention 
and treatment. 

Under this broad goal, among the specific 
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The idea  of  the  RTS,S  malar ia 
candidate vaccine becoming licensed 
for babies, may give communities an 

exhilaration of victory against malaria, but it 
is also giving scientists cause for cogitation.

The main concern has been the decline in 
the potency of the vaccine over-time and 
how it has to be viewed against its cost and 
benefits. Recent findings and data on the 
RTS,S showed that 18 months after 
vaccination, children aged five to 17 months 
had a 46% reduction in the risk of clinical 
malar ia  compared to unvaccinated 
contemporaries. 

But in infants aged six to 12 weeks at the 
time of vaccination, there was only a 27% 
reduction in risk. Those who have followed 
updates on the RTS,S from Seattle, USA in 
2011 through to the recent conference in 
Durban, South Africa are aware of the great 
decisions that need to be made as soon as 
possible.

Against the expectation that the malaria 
vaccine should have a "protective efficacy of 
more than 50% against severe disease and 
death and last longer than one year," some 
are even asking whether RTS,S actually 

protects against malaria, or merely delays 
infection. 

Bill Gates, co-founder of the Bill & Melinda 
Gates Foundation, has said that “The trial is 
continuing and we look forward to getting 
more data to help determine whether and 
how to deploy this vaccine.” This has been 
interpreted by some observers as ambiva-
lence.  

Meanwhile, GlaxoSmithKline (GSK), the 
drug maker has said in a statement that 
based on the RTS,S vaccine's efficacy it 
intends to submit in 2014 a regulatory 
application to the European Medicines 
Agency (EMA). 

In other words, it is seeking regulatory 
approval for the world's first malaria vaccine 
RTS, S, (also called Mosquirix) which it has 
been developing for three decades.

Commenting on the protection offered by 
the vaccine, Professor of Medicine at the 
Oxford University, UK, Timothy Edward 
Alexander Peto said, “An efficacy of only 
one-third is probably too low to be useful 
clinically.” 

Prof Tim Peto, as he is commonly known, a 
researcher in tropical diseases and clinical 
medicine, also said that even the figures are 
overestimated because the vaccine's 
efficacy seems to wane over time.

He said “A better way of summarizing the 
data is that the vaccine has 50% efficacy in 
the first 3–4 months but appears to stop 
working after about 6 months.”

But the developers of the vaccine contend 
that RTS,S has an acceptable safety profile, 
and helps to provide protection and that 
even if the vaccine is only modestly 
protective, it could still have significant 
impact, given that there are an estimated 
216 million cases of malaria, and some 
655,000 deaths per year, mostly in children 
aged under-five.

Dr. David Kaslow, the Director of the PATH 
Malaria Vaccine Initiative (MVI), has said 
that more work remains to be done.

“We are awaiting additional information 
about how the vaccine candidate works in 
different malaria transmission settings and 
also on the effects of a booster dose of RTS,S 
that was administered to a subset of trial 
participants.

In 2011 when the initials results were 
announced it said 5-17 month-old children 
who take three doses of the vaccine, get a 56 
per cent protection from clinical malaria 
and 47 per cent from severe malaria. Two 
years down the line, additional research has 
said that 18 months after vaccination, 5 to 
17 months old children had a 46 per cent 
reduction in the risk of clinical malaria.
At the International African Vaccinology 
Conference, Cape Town, South Africa, in 
November 2012 it was reported that  the 
efficacy of RTS,S in infants aged 6 to 12 
weeks against clinical and severe malaria 
was 31 per cent and 37 per cent respectively, 
over 12 months of follow-up with a third 
dose of the vaccine.

Current results indicate however that 
infants aged six to 12 weeks get only 27 per 
cent protection. Now, researchers also find 
it strange that RTS,S efficacy levels differ for 
children in different age groups.

Last year, Tanzanian scientist and RTS,S 
researcher, Dr Salim Abdulla of the Ifakara 
Health Institute, noted “The efficacy is 
lower than what we saw in 2011 with the 
older 5 to 17 month age category, which 
surprised some of us scientists at the African 
trial sites.”

“This makes me more eager to gather and 
analyse additional data from the trial to 
determine what factors might influence 
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Dr Malm said there should be an 
administration of seasonal malaria 
chemo-prevention (SMC) to at least 80 
per cent of children aged 3 to 59 months, 
in targeted areas by 2018.

An important addition to these projected 
interventions, would be to improve and 
expand Information, Education and 
Communication together with Behav-

i o u r  C h a n g e  C o m m u n i c a t i o n 
(IEC/BCC) in order to reduce miscon-
ceptions about malaria transmission  
and treatment during the next 5 years. 

Mr Kwame Gakpey of the NMCP, who 
touched on strategies for advocacy 
during these 5 years, said there would be 
the need to strengthen support from 
political leadership, policy makers, 
opinion leaders and corporate sectors 
among others.

On the availability of malaria commodi-
ties for the successful delivery of service 
in implementing the plan, he said the 
objective of the management of malaria 
commodities is to provide commodity 
security so that 90 per cent of people 
with suspected malaria cases will have 
access to diagnostic tools, both rapid 
diagnostic or microscopy tests.

Also the aim would be to get 100 per cent 
confirmed cases having access to 
appropriate ACTs and 90 per cent of 
confirmed severe malaria having access 
to artesunate injection among others.

Meanwhile the country is also making 
preparations to bring on board the RTS,S 
malaria candidate vaccine once it 
receives licensure within the next few 
years. 

And the target is to ensure that the 
vaccine would cover at least 85 per cent 
of the target group. The processes are 
on-going for a policy-decision on the 
introduction of the malaria vaccine. 

This would include the creation of a 
favourable environment to roll-out 
vaccines and ensure adequate delivery 
and monitoring systems, in terms of 
supply, procurement, management, 
monitoring and surveillance of the 
malaria vaccine programme.

Mr Joseph Yieleh-Chireh, Chairman of 
the Parliamentary Committee on Health, 
who inaugurated the Interagency 
Malaria Committee, charged them to 
help with the implementation of the 5-
year malaria control plan.

He said not only should the members on 
the committee provide oversight control 
over the strategic programmes lined up 
but they must assist the NMCP to raise 
funds to run activities being projected 
for 2014 to 2018.
 
Programme Manager of the NMCP, Dr 
Constance Bart-Plange said although 
the committee has been in existence for 
the past 7 years, it is time to broaden its 
membership and re-fuel it because of the 
multi-sector nature needed to tackle the 
disease and the need to bring on board 
different key players who would be 
playing different strategic roles to help 
contain the disease.         

Mr Yieleh-Chireh, (right) interacting with committee members

Participants at the meeting

Programme Manager of NMCP Ghana in blue cloth giving her address

Keeping tabs 
on RTS,S 
By Geoffrey Kamadi -Kenya

RTS,S vaccine investigator, Dr. Lucas Otieno of KEMRI/Walter Reed Project 
in Kisumu, Kenya

MALARIA QUOTE

There is no question 
that global warming 
will have a 
significant impact 
on already existing 
problems such as 
malaria, 
malnutrition, and 
water shortages. 
But this doesn't 
mean the best way 
to solve them is to 
cut carbon 
emissions

- by Bjorn Lomborg 

Credit: brainyquote.com
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Gates Foundation, has said that “The trial is 
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intends to submit in 2014 a regulatory 
application to the European Medicines 
Agency (EMA). 

In other words, it is seeking regulatory 
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about how the vaccine candidate works in 
different malaria transmission settings and 
also on the effects of a booster dose of RTS,S 
that was administered to a subset of trial 
participants.

In 2011 when the initials results were 
announced it said 5-17 month-old children 
who take three doses of the vaccine, get a 56 
per cent protection from clinical malaria 
and 47 per cent from severe malaria. Two 
years down the line, additional research has 
said that 18 months after vaccination, 5 to 
17 months old children had a 46 per cent 
reduction in the risk of clinical malaria.
At the International African Vaccinology 
Conference, Cape Town, South Africa, in 
November 2012 it was reported that  the 
efficacy of RTS,S in infants aged 6 to 12 
weeks against clinical and severe malaria 
was 31 per cent and 37 per cent respectively, 
over 12 months of follow-up with a third 
dose of the vaccine.

Current results indicate however that 
infants aged six to 12 weeks get only 27 per 
cent protection. Now, researchers also find 
it strange that RTS,S efficacy levels differ for 
children in different age groups.

Last year, Tanzanian scientist and RTS,S 
researcher, Dr Salim Abdulla of the Ifakara 
Health Institute, noted “The efficacy is 
lower than what we saw in 2011 with the 
older 5 to 17 month age category, which 
surprised some of us scientists at the African 
trial sites.”

“This makes me more eager to gather and 
analyse additional data from the trial to 
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Dr Malm said there should be an 
administration of seasonal malaria 
chemo-prevention (SMC) to at least 80 
per cent of children aged 3 to 59 months, 
in targeted areas by 2018.

An important addition to these projected 
interventions, would be to improve and 
expand Information, Education and 
Communication together with Behav-

i o u r  C h a n g e  C o m m u n i c a t i o n 
(IEC/BCC) in order to reduce miscon-
ceptions about malaria transmission  
and treatment during the next 5 years. 

Mr Kwame Gakpey of the NMCP, who 
touched on strategies for advocacy 
during these 5 years, said there would be 
the need to strengthen support from 
political leadership, policy makers, 
opinion leaders and corporate sectors 
among others.

On the availability of malaria commodi-
ties for the successful delivery of service 
in implementing the plan, he said the 
objective of the management of malaria 
commodities is to provide commodity 
security so that 90 per cent of people 
with suspected malaria cases will have 
access to diagnostic tools, both rapid 
diagnostic or microscopy tests.

Also the aim would be to get 100 per cent 
confirmed cases having access to 
appropriate ACTs and 90 per cent of 
confirmed severe malaria having access 
to artesunate injection among others.

Meanwhile the country is also making 
preparations to bring on board the RTS,S 
malaria candidate vaccine once it 
receives licensure within the next few 
years. 

And the target is to ensure that the 
vaccine would cover at least 85 per cent 
of the target group. The processes are 
on-going for a policy-decision on the 
introduction of the malaria vaccine. 

This would include the creation of a 
favourable environment to roll-out 
vaccines and ensure adequate delivery 
and monitoring systems, in terms of 
supply, procurement, management, 
monitoring and surveillance of the 
malaria vaccine programme.

Mr Joseph Yieleh-Chireh, Chairman of 
the Parliamentary Committee on Health, 
who inaugurated the Interagency 
Malaria Committee, charged them to 
help with the implementation of the 5-
year malaria control plan.

He said not only should the members on 
the committee provide oversight control 
over the strategic programmes lined up 
but they must assist the NMCP to raise 
funds to run activities being projected 
for 2014 to 2018.
 
Programme Manager of the NMCP, Dr 
Constance Bart-Plange said although 
the committee has been in existence for 
the past 7 years, it is time to broaden its 
membership and re-fuel it because of the 
multi-sector nature needed to tackle the 
disease and the need to bring on board 
different key players who would be 
playing different strategic roles to help 
contain the disease.         

Mr Yieleh-Chireh, (right) interacting with committee members

Participants at the meeting

Programme Manager of NMCP Ghana in blue cloth giving her address

Keeping tabs 
on RTS,S 
By Geoffrey Kamadi -Kenya

RTS,S vaccine investigator, Dr. Lucas Otieno of KEMRI/Walter Reed Project 
in Kisumu, Kenya

MALARIA QUOTE

There is no question 
that global warming 
will have a 
significant impact 
on already existing 
problems such as 
malaria, 
malnutrition, and 
water shortages. 
But this doesn't 
mean the best way 
to solve them is to 
cut carbon 
emissions

- by Bjorn Lomborg 

Credit: brainyquote.com



efficacy against malaria and to better 
understand the potential of RTS,S in our 
battle against this devastating disease,” Dr 
Abdulla said.

The decline in the efficacy of the vaccine 
strengthens the case of experts who 
disagreed with the “unusual decision” to 
publish partial trial data, when Bill Gates (a 
major financier with US$200 million in 
funding) announced the interim results at 
the Malaria Forum in Seattle, Washington.
In their opinion since all the data is 
expected to be available in 2014, the 
results should not have been published 
before all the data is available. 

Nicholas White, a malaria expert at 
Mahidol University in Bangkok, was 
famously quoted as saying: "There does not 
seem to be a clear scientific reason why this 
trial has been reported with less than half 
the efficacy results available.”

“Interim trial data are usually reported only 
to regulatory authorities, and clinical trials 
published only after all the data are in,” 
Nicholas White reportedly said in reaction 
to the release of RTS,S vaccine trials results 
in bits.

Some experts are saying that the current 
results raise questions about whether the 
RTS,S/AS01 candidate vaccine can actually 
win approval. There is also reference to how 
almost 60% of the cases of clinical malaria 
observed in the current study came from 
just 2 of the 11 trial sites, for example. 
Dr Kaslow, has been quoted as saying that 
“The RTS,S vaccine's efficacy might be even 
lower than the figure at these two sites, and 
higher at some other sites.”

The PATH Director is quoted as saying that 

if the vaccine does not perform too well in 
areas of intense malaria transmission as 
feared, it could dent the vaccine's cost-
effectiveness. But all that will only be 
known when all data are available at the 
end of 2014.

Dr. Kaslow says that work is now underway 
to apply what they are learning from the 
RTS,S vaccine candidate trials to other 
vaccine approaches.

“MVI is working on prime-boost vaccines 
that use one vaccine approach to 'prime' 
the immune response, and a second to 
increase or 'boost' that response,” he 
explains.

One of the things scientists are currently 
working on is to see whether they can break 
the malaria parasite-human transmission 
cycle, whose findings would no doubt be 
fascinating.
“ We a re  a l so  work ing  on  vacc ine 
approaches that  a im to break the 
transmission cycle of the malaria parasite 
between humans and mosquitoes,” adds 
Kaslow.

Principal Investigator in the RTS,S trials in 
Kenya Dr. Lucas Otieno of the Kenya 
Medical Research Institute (KEMRI) Walter 
Reed Project in Kisumu, said the children 
are still in the trials.

Asked whether the WHO is likely to issue 
recommendations in 2015 based on what 
they now know about the trial findings, Dr. 
Otieno was non-committal.

“It is still very early to say whether or not 
the WHO will issue any recommendations, 
given that it will base its decision on the 
findings presented to them, something 

which we are still working on,” he says.

No single malaria vaccine exists. The RTS,S 
vaccine candidate is the furthest along in 
the development process.

The RTS,S vaccine was invented and 
developed in the late 1980s in laboratories 
at GSK Vaccines in Belgium. It was initially 
tested on US volunteers as part of a 
collaboration effort with the US Walter 
Reed Army Institute of Research.

MVI partnered with GSK in 2001 to study 
the vaccine candidate's ability to protect 
young children in sub-Saharan Africa. 

Malaria kills an estimated 660,000 people 
every year, most of whom are children 
under five years old in Sub-Saharan Africa. 
Africa's largest-ever clinical trial involving 
15,460 participants, took place in Burkina 
Faso, Gabon, Ghana, Malawi, Mozambique, 
Kenya and Tanzania, under the Malaria 
Clinical Trials Alliance, sponsored by the Bill 
and Melinda Gates Foundation.

The reality of the malaria situation is such 
that although some progress has been 
made in reducing the malaria burden by 
over 20 per cent over the last decade, the 
task ahead seems a little daunting relying 
solely on current tools like bed nets, indoor 
residual spraying, artemisinin-based 
combination therapies (ACTs) and other 
measures.

This vaccine gives hope to scientists who 
have always believed that a potent vaccine 
is crucial to the global effort to eradicate 
malaria. And even with the low efficacy, 
RTS,S is expected to help in saving 
thousands of lives.

A N A M M R E N M A G A Z I N E

A child receiving treatment
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tested on US volunteers as part of a 
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Reed Army Institute of Research.

MVI partnered with GSK in 2001 to study 
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task ahead seems a little daunting relying 
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AMMREN: What do you think 
are the most critical contemporary 
malaria issues to focus on? 

A: The key issues are access to 
affordable, efficacious and safe 
anti-malarials as well as the 
willingness of patients to take the 
drugs. Without ensuring that anti-
malarials are readily available and 
affordable and also making sure 
malaria patients take their drugs, 
not much can be achieved in the 
efforts to control the disease.

AMMREN: What will it take to 
move Ghana and other African 
countries closer to malaria elimina-
tion and eventual eradication? 
 
A:  The first step to malaria 
elimination and eventual eradica-
tion is political will. There is also 
the need for funding and collabora-
tion among African countries. 

AMMREN: Is Ghana on course to 
eliminate malaria?  How can we 
fast track the process? 
A: Yes we seem to be on course but 
we have to redouble our efforts or 
we will not get there anytime soon.

AMMREN: How do we achieve this 
at the community level?

A: Education is critical to putting 
Ghana on the path of malaria 
elimination. It is important to 
educate communities to under-
stand that malaria can be pre-
vented and that prompt effective 
treatment averts complications and 
death. This will greatly reduce 
malaria deaths. 

AMMREN :  Can you suggest 
strategies that encourage  public 
participation in malaria prevention 
and control efforts? 

A: The strategies will be to address 
the barriers to prevention and 
control. Education is important 
and so the general public must be 
given information about malaria in 
very simple language that is 
acceptable to them. For example, 
people wrongly believe that a child 
with convulsion will die when taken 
to hospital and given an injection.

AMMREN: Is research in malaria 
vital in kicking malaria out?

A: Yes. Research is key. More 
research is needed for new drug 
discovery and resistance to old 
drugs. Findings of research are 
useful for effective policy planning 
in every endeavor, particularly in 
the area of health, which deter-
mines the wealth of a people. 

AMMREN: The world is waiting 
for a malaria vaccine. Is the wait 
worth it?

A: Certainly the introduction of the 
malaria vaccine will provide the 
critical impetus to malaria elimina-
tion but more funds and commit-
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ment are needed if we are to see any 
vaccines anytime soon. 

AMMREN: Focus is now shifting 
to larviciding. What are your 
thoughts on this approach? Can 
this lead Ghana on to the path of 
malaria elimination? 

A: I think larviciding has a role to 
play but there are a lot of unan-
swered questions. What is its effect 
on humans and vegetations? Will it 
really control  the spread of 
malaria? Is it cost effective?  
Whatever arguments there are in 
favour of larviciding, however, it 
still cannot replace the other 
control mechanisms such as indoor 
residual spraying (IRS), insecticide 
treated nets (ITN), prompt and 
effective treatment.

AMMREN: What are some of the 
major malaria activities you have 
carried out in the past few years? 
A: I engage in malaria advocacy, 
working closely with both print and 
electronic media. I'm also carrying 
out a cohort study of pregnant 
women exposed to anti malaria 
drugs and the effects on their 
babies. I also train pharmacists in 
the rational use of anti-malaria 
drugs. 

AMMREN: What has been some of 
the challenges and success stories 
in your work? 

A: A key success story is seeing 
some children alive today because 
of an intervention I made in their 
treatment. The challenges include 
the lack of funding and support for 
malaria work, behavioral change 
and especially the big challenge of 
getting people to use the ITNs.

AMMREN: What other current 
issues do you find challenging? 
A: Sale of counterfeit medicines is a 
big problem now and it is important 
that the drug authorities will 
ensure that they are cleared out of 
the system and patients have access 
to only genuine anti malaria drugs.

AMMREN: What is it like working 
on malaria in the communities?

A. Working with communities in 
the area of malaria has made me 
realize that access to prompt and 
effective care, affordable and good 
quality anti malarials still remains 

a challenge for most people. I have 
also observed that the negative 
perceptions of some people in rural 
communities about malaria have 
d irect  impact  on  treatment 
outcomes. 
AMMREN: Can you share some of 
the negative perceptions you are 
referring to? 

A. Most people in rural communi-
ties know that the mosquito causes 
malaria but they do not believe that 
malaria is a disease to be taken 
seriously or the fact that malaria 
can kill or cause serious complica-
tions.

AMMREN: Can you be specific?
A: People in rural communities find 
it hard to believe that ITNs really 
prevent malaria and therefore most 
people have the ITNs but do not use 
them; but in places where the ITNs 
have been used properly, infection 
rates have come down. We have a 
lot of work to do in terms of getting 
communities to accept and use 
ITNs.

AMMREN: What about their 
response to treatment options 
for malaria?

A: Most people in the community 
use herbal medicines to treat 
malaria. They have the perception 
that herbal medicines are safer and 
more effective than the orthodox 
medicines in our anti- malaria drug 
policy. I think this is an area, we as 
a country, need to take a look at. We 
need to take a serious look at our 
herbal medicines for malaria and 
begin to ask ourselves what we can 
do to refine and standardize them.

AMMREN:  Are your experi-
ences in the hospital environ-
ment the same in dealing with 
negative perceptions?

A. My experience at the hospital 
level is just proof of the concept that 
prompt treatment saves lives. 
Children under five and pregnant 
women are most vulnerable. 
Usually most of the children are 
brought in rather late. Perhaps 
their care-givers try to manage the 
situation by themselves. It is sad to 
see that children die from prevent-
able deaths from malaria. We also 
encourage the pregnant women to 
use ITNs, go for their intermittent 

preventive treatment and report as 
soon as they suspect they have 
malaria for prompt treatment.

AMMREN:  What do you think is 
the way forward?

A: With the tools and knowledge we 
have now in fighting malaria, I 
think it is unacceptable for people 
to still die or suffer complications 
from malaria.  Policy makers, 
health workers and civil society 
have to work together to improve 
access to prompt care and afford-
able  and good qual i ty  ant i -
malarials. We need a holistic 
approach to subdue malaria, a 
preventable and treatable disease.

The rational use of recommended malaria tools is vital for the success of the war against the disease. This view has been 
championed in practice and advocacy by Mrs. Ellen Sam, Chief Superintendent and Principal Pharmacist at the Police Hospital of 
the Ghana Police Service in Accra. As a patron of the African Media and Malaria Research Network (AMMREN), Mrs. Sam 
continues to educate communities on malaria, malaria drug policy, use of bed nets, effective therapies and managing adverse 
reactions caused by malaria drugs. She shared her thoughts on malaria elimination, as Africa gets closer to the Abuja targets of 
2015, in an interview with AMMREN correspondent, Charity Binka.

Many diseases 
including 
malaria, dengue, 
meningitis - just 
a few examples - 
these are what 
we call climate-
sensitive 
diseases, 
because such 
climate 
dimensions for 
rainfall, 
humidity and 
temperature 
would influence 
the epidemics, 
the outbreaks, 
either directly 
influencing the 
parasites or the 
mosquitoes that 
carry them

- by Margaret 
Chan 

Credit: brainyquote.com
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Weighing up 
the current tools

Mrs. Ellen Sam - Chief Superintendent and Principal Pharmacist 
at the Police Hospital of the Ghana Police Service
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AMMREN:  Are your experi-
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A. My experience at the hospital 
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The rational use of recommended malaria tools is vital for the success of the war against the disease. This view has been 
championed in practice and advocacy by Mrs. Ellen Sam, Chief Superintendent and Principal Pharmacist at the Police Hospital of 
the Ghana Police Service in Accra. As a patron of the African Media and Malaria Research Network (AMMREN), Mrs. Sam 
continues to educate communities on malaria, malaria drug policy, use of bed nets, effective therapies and managing adverse 
reactions caused by malaria drugs. She shared her thoughts on malaria elimination, as Africa gets closer to the Abuja targets of 
2015, in an interview with AMMREN correspondent, Charity Binka.

Many diseases 
including 
malaria, dengue, 
meningitis - just 
a few examples - 
these are what 
we call climate-
sensitive 
diseases, 
because such 
climate 
dimensions for 
rainfall, 
humidity and 
temperature 
would influence 
the epidemics, 
the outbreaks, 
either directly 
influencing the 
parasites or the 
mosquitoes that 
carry them

- by Margaret 
Chan 

Credit: brainyquote.com
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Weighing up 
the current tools

Mrs. Ellen Sam - Chief Superintendent and Principal Pharmacist 
at the Police Hospital of the Ghana Police Service



The heavy-reliance on verbal 

autopsy data in estimating 

global malaria mortality has 

been criticized by the WHO Evidence 

Review Group on Malaria Burden 

Estimation Methodology.

Dr Seth Owusu-Agyei, Director of the 

Kintampo Health Research Centre 

(KHRC), disclosed this in an interview 

after presenting a paper titled “Malaria 

attributable mortality” at the just-ended 
th12  INDEPTH Scientific Conference in 

Johannesburg, South Africa.

According to Dr Seth Owusu-Agyei, Co-

ordinator of the WHO project on behalf 

of INDEPTH Network, the group has 

called for better methods to be 

developed to collect data on illnesses.

Verbal autopsy is the method by which 

the likely cause of death in populations 

where vital registrations of death is 

i n c o m p l e t e  a n d  u n r e l i a b l e  i s 

ascertained. In other words, a verbal 

autopsy is a method of finding out the 

cause of a death based on an interview 

with next of kin or other caregivers. 

T h e  g l o ba l  h e a l t h  b o d y  W H O 

acknowledges that in recent years, 

verbal autopsies have been used more 

widely to provide information on cause 

of death in areas where civil registration 

and death certification systems are 

weak, and where most people die at 

home without having had contact with 

the health system. 

In such circumstances this type of 

interview is often the only way to find 

out about the cause of death. 

Dr Owusu-Agyei said the experts at the 

meeting proposed an approach based 

on analyses of the prospective risk of all-

cause mortality in relation to cross-

sectional parasitological survey data.

He admitted though that not all malaria 

cases end up in hospitals. “Some 

patients seek help at home and others 

at the drug stores and as such the data 

generated tend to be inaccurate,” he 

pointed out.

Dr Owusu-Agyei suggested the need 

for the National Malaria Control 

Programme (NMCP) for example, to 

team up with the malaria research 

centres so as to have harmonised data 

on mortality that is attributable to 

malaria.

He said figures on malaria at community 

levels could be combined with data 

from the hospitals, to create a reliable 

data base.

The KHRC director praised the INDEPTH 

Network  on  data  management 

affirming its sites have more accurate 

data on malaria and maternal mortality, 

through verbal autopsy.

He explained that to ascertain the cause 

of a death several factors come to play 

so “if you do not use accurate measures, 

you cannot ascertain the truth.” In the 

light of this both verbal and physician 

autopsy should be used to ascertain the 

trends of malaria as the cause of death. 

He revealed that the INDEPTH Board 

has approved the WHO Malaria Burden 

Estimation Methodology, as a priority 

project.

The WHO itself has identified a 

statistician who can work intensively on 

the project over the ensuing months 

with supervisory inputs from Professor 

Tom Smith of the Swiss Tropical and 

Public Health Institute in Basel , 

Move with the Times
James Addy reports from South Africa

Switzerland, and former member 

of  the  INDEPTH Sc ien t i f i c 

Advisory Committee.

After this, the data to be included 

i n  t h e  a n a l y s e s  w o u l d  b e 

assembled and followed with a 

workshop. Dr Owusu-Agyei said 

the cross-site data set would 

subsequently be shared with the 

WHO. 

The INDEPTH Network founded in 

1998 has contributed to a vast 

body of knowledge on the 

changing patterns in malaria 

transmission incidence and 

clinical disease in some sites in 

sub-Saharan Africa.

Others include studies on malaria 

control interventions such as 

treated bed nets (ITNs) and 

a r t e m i s i n i n  c o m b i n a t i o n 

therapies (Acts).

In recent times it has conducted 

landmark studies in malaria 

prevention such as the INDEPTH 

Effectiveness and Safety Studies of 

Anti-malarials in Africa (INESS) 

which is being conducted in 7 

HDSS centres.

Again, under the INDEPTH Malaria 

Clinical Trials Alliance (MCTA), a 

number of health researchers 

have been trained and facilities 

and infrastructure have been 

improved for clinical and malaria 

vaccine and therapeutic trials in 10 

countries in Africa.

According to the WHO, very little 

scientifically-based information is 

avai lable on cause-speci f ic 

m o r t a l i t y  r a t e s  f o r  m a n y 

developing countries. What 

information does exist is often out 

of date, applicable only to major 

urban areas, and not sufficiently 

disaggregated to differentiate 

between important sub-groups of 

populations.

“Yet such information is needed 

for targeting of scarce health 

resources, especially as high 

mortality tends to be clustered in 

particular geographical locations 

and segments of the population,” 

says the global health body. 
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Dr Seth Owusu-Agyei, 

Director of the Kintampo 

Health Research Centre (KHRC)
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Operation 2015
The year 2015 will mark a 

new beginning in sub-
S a h a r a n  A f r i c a  a s 

countries attack an ancient killer 
of mothers and children in an 
attempt to bring malaria deaths 
to near-zero or eliminate the 
disease.

Based on individual targets and 
tailor-made solutions, countries 
are moving from malaria control 
as they prepare for elimination or 
a l r e a d y  i n  t h e  p r o c e s s  o f 
elimination.

This may well be “Operation 
2015” with different approaches 
and different targets for different 
players. 

One malaria fighting strategy 
currently receiving a lot of 
attention is vaccine development, 
hailed as an approach that can 
provide the answer to malaria 
elimination. 

In October, 2013 the RTS,S 
malaria  vaccine was again 
presented to the world as a safe, 
reliable and worthy new tool 
against malaria by scientists and 
developers from PATH Malaria 
V a c c i n e  I n i t i a t i v e  ( M V I ) , 
GlaxoSmithKline (GSK) and 11 
African research centres of the 
Malaria Clinical Trials Alliance 
(MCTA).

The presentation was made at the 
th6  Pan-African conference of the 

Multilateral Initiative on Malaria 

(MIM) in Durban, South Africa, 
where Dr. David Kaslow, Director 
of PATH-MVI, and Kenyan 
researcher, Dr. Lucas Otieno, 
presented the Phase III trial 
results.

The theme of the MIM conference 
'Moving towards malaria 
elimination: Investing in 
research and control,' is seen 
at work in the vast sums of money 

pumped (by Bill Gates and global 
partners) into the research and 
development of the RTS,S and 
other vaccines.

Calling a spade a spade, scientists 
have said that although the 
RTS,S, malaria vaccine is doing 
well in clinical trials and likely to 
be licensed by 2015, it is not a 
certainty. Even if it were, there is 
s t i l l  t h e  n e e d  f o r  h e a v y 

dependence on current tools like 
bed nets and indoor residual 
spraying.

This is the time to be realistic 
about the task ahead and the 
solutions available. The results of 
the clinical trials of the vaccine 
showed that 18 months after the 
initial three-dose vaccination 
series, RTS,S gave a 46 per cent 
protect ion against  c l inical 
malaria among children aged five 
to 17 months and 27 per cent 
protection among infants.

“The RTS,S vaccine candidate is 
still under development and 
additional data from 32 months 
follow-up and the impact of a 
fourth 'booster' dose given 18 
months after the initial three 
doses, are expected to become 
available in 2014,” according to 
the researchers.

Issues under consideration
If the quest to end malaria deaths 
by 2015 is still on the cards, so 
also must the reality of how 
operation 2015 should look like. 

Of the many reports carried in the 
media, not much time is spent to 
explain that even when the 
vaccine is approved, insecticide-
treated nets (ITNs) and indoor 

residual spraying (IRS) will 
continue to be essential means of 
prevention.

For some reason, news about the 
joy of having a vaccine for malaria 
is galloping far ahead of the 
reality that, in the trial the RTS,S 
v a c c i n e  w a s  a d m i n i s t e r e d 
alongside existing malaria control 
measures, like insecticide treated 
bed nets, which were used by 78 
per cent of children and 86 per 
cent of infants. 

The researchers said the potency 
levels of the vaccine is good news, 
but admonish that RTS,S will not 
vanquish malaria by itself. They 
cautioned therefore that the use 
of the vaccine must go hand in 
hand with the existing tools.  

D r  K a s l o w  h a s  s a i d  “ T h e 
protection offered by RTS,S 
seems low. The polio vaccine is up 
to ninety-five per cent effective. 
“Usually if it's not eighty or 
ninety per cent,  i t ' s  not  a 
vaccination.” 
Dr Kaslow and his partners said 
that while the efficacy levels of 
the RTS,S fall far below what is 
preferable, the data must be 
considered from the broader 
perspective of public health and 
the number of lives to be saved.

This view is shared by Dr George 
Amofah, former Deputy Director-
General of the Ghana Health 
Service (GHS) who has seen how 
much harm malaria causes on the 
continent.

Dr Amofah said “The reason we 
are enthused about RTS,S is that 
malaria kills and very fast so even 
if we are able to reduce morbidity 
and mortality by 40 per cent, you 
would cut down the number of 
children dying from the disease 
because the malaria disease 
burden is  huge and  even 
moderately successful vaccines 
can have a huge impact.

He said “Technically the health 
authority would have liked it 
better if the results were between 
70 and 80 per cent protection for 
the children. Most vaccines are 
higher than 70 per cent. Yellow 
fever and measles vaccines are 
about 90 per cent. And even they 
need to be boosted because the 
effect wanes over time. When you 
add a booster programme it 
extends the immunity period.”

With the low level of protection, 
scientists project that the vaccine 
could prevent nine hundred and 
forty-one malaria cases per 

Dr. David Kaslow, 
Director of PATH-MVI. 
Photo Credit: PATH

A child is given an injection in Kilifi, Kenya
Credit: Reuters
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Dr. David Kaslow, 
Director of PATH-MVI. 
Photo Credit: PATH

A child is given an injection in Kilifi, Kenya
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thousand children, and four 
hundred and forty-four cases per 
thousand infants. 

Like most vaccines, the efficacy of 
RTS,S declined over time as 
shown by a previous result from 
one year follow-up of the Phase 3 
trial. It showed that the efficacy of 
RTS,S was 56% against clinical 
malaria and 47% against severe 
malaria for the 5-17 month-old 
age group and 31% against 
clinical malaria and 37% against 
severe malaria in the 6-12 week-
old age group.

One thing that needed to be 
cleared is the age at which infants 
receive the vaccination under 
EPI. It is usually 6-14 weeks. On 
the WHO update on RTS,S, it says 
6-14 weeks while the researchers 
are talking about 6-12 weeks. 
T h a t  s e e m s  t o  h a v e  b e e n 
addressed.

Dr Amofah dispelled the notion 
that if the malaria vaccine is 
added to the vaccines for the 6 
childhood killer diseases, it might 
be too much for them to bear.

“It must be noted that all the 
children receiving the malaria 
vaccine in the RTS,S study are 
also receiving the basic vaccines 
under the expanded programme 
on immunisation (EPI). And this 
is being looked at during the 
analysis of RTS,S.”

“African countries are thinking of 
adding a few more vaccines to EPI 
to give children better protection 
because when you have an 
efficacious vaccine there's no need 
to rely on another tool which 
depends on the personal action of 
the individual.”

Getting into gear
D r  A m o f a h  s a i d  “ I t  m a y 
complicate things a bit trying to 
c o n v i n c e  p e o p l e  t h a t  t h i s 
particular vaccine requires bed 
nets and others. People are used 
to higher percentage cover from 
other vaccines.” 

“The euphoria that has greeted 
the discovery of a malaria vaccine 
could well make it difficult to get 
people to understand the reality 
that the vaccine offers half 

protection against malaria in 
chi ldren,  and only  a  third 
protection in infants” he said.

T h e  f o r m e r  G H S  D e p u t y 
Director-General said what 
remains is spreading the total 
message on the RTS,S vaccine to 
engender the co-operation of the 
community.

 “We cannot say that we now have 
a reasonably efficacious vaccine 
against malaria so everything is 
okay and we are eliminating 
malaria.”

While the expectation of a vaccine 
is good for Africa, it is worth 
remembering that even with its 
arrival a few good practical 
measures have to be identified 
and ensured.

The countries on course for 
elimination have taken advantage 
of modern and sophisticated 
surveillance programmes to 
control the menace. They have 
combined high-tech tools, like 
GPS mapping and active case 
detection and personal follow-ups 
at the home of every individual 
with confirmed malaria. 

If ever there is “Operation 2015,” 
it must be borne in mind that time 
is short and all workable solutions 
have to be well applied now, even 
if tomorrow promises to bring 
better options. 

frican Media and Malaria Research Network A(AMMREN), was formed in November 2006, and it is a 
network of African journalists and scientists working 

together to reduce the burden of malaria, which is endemic in 
most parts of Africa and the number one killer of children 
under five.

AMMREN now has a membership of about 100 journalists in 
ten African countries. The current participating African 
countries are Burkina Faso, Gabon, Ghana, Kenya, Malawi, 
Mozambique, Nigeria, Senegal, Tanzania and The Gambia.

OUR VISION
The vision of AMMREN is to become the leader in the 
provision of information for the prevention and control of 
malaria in Africa

OUR MISSION
To promote timely communication of malaria research 
findings and outcomes in Africa through strengthened 
collaboration between malaria researchers and journalists.

CORE  VALUES
! Fair and responsible reporting
! Linking malaria research outputs to communities
!  Respect for differing opinions
!  Putting malaria research first

KEY  OBJECTIVE
To promote malaria research communication in Africa 
through partnership with research institutions.

Disseminate timely and accurate information on malaria 
control initiatives in Africa.

Advocate implementation of international agreements on 
malaria signed by African leaders.

Build and strengthen the capacity of African journalists to 
report effectively on malaria.

PRIORITY  AREAS
Information sharing

To disseminate accurate information on malaria control 
initiatives in Africa.

Partnership/Collaboration/Networking

To promote sharing of research findings between scientists 
and journalists

SPECIFIC  OBJECTIVES:
Identify and build partnership with malaria scientists at all 
clinical trail sites in Africa. This is to ease the difficulty in 
accessing information and research finding on malaria.

Identify organizations with common goals for partnership in 
Africa and beyond.

Identify issues, gaps, challenges, opportunities and 
interventions in other countries.

Learn from the success stories of other networks in the fight 
against malaria.

ADVOCACY
Monitoring the implementation of malaria policies in Africa

Specific  objectives
To educate and inform stakeholders about the impact of 
malaria on the political and socio- economic development of 
Africa.

Promote discussions and debate on malaria menace in 
national and international forums with the aim of influencing 
policies on malaria in African countries.

TRAINING AND CAPACITY BUILDING

Train African journalists to report effectively on malaria
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When I came to University of California, San Francisco to 
work on infectious disease, I looked around to different 
options, and malaria was particularly interesting and 
fascinating to me. It's amazing that after 100 years of 
study of this little parasite, we've not been able to 
effectively control it

MALARIA QUOTE

- by Joseph DeRisi

Credit: brainyquote.com



thousand children, and four 
hundred and forty-four cases per 
thousand infants. 

Like most vaccines, the efficacy of 
RTS,S declined over time as 
shown by a previous result from 
one year follow-up of the Phase 3 
trial. It showed that the efficacy of 
RTS,S was 56% against clinical 
malaria and 47% against severe 
malaria for the 5-17 month-old 
age group and 31% against 
clinical malaria and 37% against 
severe malaria in the 6-12 week-
old age group.

One thing that needed to be 
cleared is the age at which infants 
receive the vaccination under 
EPI. It is usually 6-14 weeks. On 
the WHO update on RTS,S, it says 
6-14 weeks while the researchers 
are talking about 6-12 weeks. 
T h a t  s e e m s  t o  h a v e  b e e n 
addressed.

Dr Amofah dispelled the notion 
that if the malaria vaccine is 
added to the vaccines for the 6 
childhood killer diseases, it might 
be too much for them to bear.

“It must be noted that all the 
children receiving the malaria 
vaccine in the RTS,S study are 
also receiving the basic vaccines 
under the expanded programme 
on immunisation (EPI). And this 
is being looked at during the 
analysis of RTS,S.”

“African countries are thinking of 
adding a few more vaccines to EPI 
to give children better protection 
because when you have an 
efficacious vaccine there's no need 
to rely on another tool which 
depends on the personal action of 
the individual.”

Getting into gear
D r  A m o f a h  s a i d  “ I t  m a y 
complicate things a bit trying to 
c o n v i n c e  p e o p l e  t h a t  t h i s 
particular vaccine requires bed 
nets and others. People are used 
to higher percentage cover from 
other vaccines.” 

“The euphoria that has greeted 
the discovery of a malaria vaccine 
could well make it difficult to get 
people to understand the reality 
that the vaccine offers half 

protection against malaria in 
chi ldren,  and only  a  third 
protection in infants” he said.

T h e  f o r m e r  G H S  D e p u t y 
Director-General said what 
remains is spreading the total 
message on the RTS,S vaccine to 
engender the co-operation of the 
community.

 “We cannot say that we now have 
a reasonably efficacious vaccine 
against malaria so everything is 
okay and we are eliminating 
malaria.”

While the expectation of a vaccine 
is good for Africa, it is worth 
remembering that even with its 
arrival a few good practical 
measures have to be identified 
and ensured.

The countries on course for 
elimination have taken advantage 
of modern and sophisticated 
surveillance programmes to 
control the menace. They have 
combined high-tech tools, like 
GPS mapping and active case 
detection and personal follow-ups 
at the home of every individual 
with confirmed malaria. 

If ever there is “Operation 2015,” 
it must be borne in mind that time 
is short and all workable solutions 
have to be well applied now, even 
if tomorrow promises to bring 
better options. 

frican Media and Malaria Research Network A(AMMREN), was formed in November 2006, and it is a 
network of African journalists and scientists working 

together to reduce the burden of malaria, which is endemic in 
most parts of Africa and the number one killer of children 
under five.

AMMREN now has a membership of about 100 journalists in 
ten African countries. The current participating African 
countries are Burkina Faso, Gabon, Ghana, Kenya, Malawi, 
Mozambique, Nigeria, Senegal, Tanzania and The Gambia.

OUR VISION
The vision of AMMREN is to become the leader in the 
provision of information for the prevention and control of 
malaria in Africa

OUR MISSION
To promote timely communication of malaria research 
findings and outcomes in Africa through strengthened 
collaboration between malaria researchers and journalists.

CORE  VALUES
! Fair and responsible reporting
! Linking malaria research outputs to communities
!  Respect for differing opinions
!  Putting malaria research first

KEY  OBJECTIVE
To promote malaria research communication in Africa 
through partnership with research institutions.

Disseminate timely and accurate information on malaria 
control initiatives in Africa.

Advocate implementation of international agreements on 
malaria signed by African leaders.

Build and strengthen the capacity of African journalists to 
report effectively on malaria.

PRIORITY  AREAS
Information sharing

To disseminate accurate information on malaria control 
initiatives in Africa.

Partnership/Collaboration/Networking

To promote sharing of research findings between scientists 
and journalists

SPECIFIC  OBJECTIVES:
Identify and build partnership with malaria scientists at all 
clinical trail sites in Africa. This is to ease the difficulty in 
accessing information and research finding on malaria.

Identify organizations with common goals for partnership in 
Africa and beyond.

Identify issues, gaps, challenges, opportunities and 
interventions in other countries.

Learn from the success stories of other networks in the fight 
against malaria.

ADVOCACY
Monitoring the implementation of malaria policies in Africa

Specific  objectives
To educate and inform stakeholders about the impact of 
malaria on the political and socio- economic development of 
Africa.

Promote discussions and debate on malaria menace in 
national and international forums with the aim of influencing 
policies on malaria in African countries.

TRAINING AND CAPACITY BUILDING

Train African journalists to report effectively on malaria
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P. O.  Box CT 10479, Cantonments, Accra. 
29 Garden Road - East Legon,

Accra-Ghana

Tel: +233 (0) 303 933 452

Email:
ammren1@yahoo.com
ammren1@gmail.com

info@eyesonmalaria.org

Websites:
www.ammren.org

www.eyesonmalaria.org

African Media & 
Malaria Research Network
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