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EDITORIAL

O

n April 25, 2011, the global community focused once again
on malaria, the age-old disease which can be prevented
and treated, yet continues to claim many lives in Africa. The
theme for World Malaria Day 2011, “Achieving Progress
and Impact,” was appropriate as it marks a period of
necessary action to scale-up efforts towards achieving
near- zero malaria deaths by 2015.

African Media and Malaria Research Network (AMMREN) shares in the
optimism of African scientists, the donor community and stakeholders,
that malaria can be pushed out of Africa.
Eleven years ago, 40 African Heads of State made a declaration in
Abuja, Nigeria to reduce the malaria burden on the continent by setting
targets. The 2005 and 2010 targets have been missed by many
countries. These countries are also likely to miss the 2015 targets unless
conscious efforts are made to achieve a Universal Coverage of essential
malaria interventions.
The continued existence of taxes and tariffs on commodities for malaria
control exposes the half-hearted approach to tackle malaria by the very
countries susceptible to the disease. Taxes and tariffs and non-tariff
measures make these life-saving products unaffordable to the poor and
vulnerable. This is ironic because malaria is a disease of the poor.
The African Leaders Malaria Alliance (ALMA) which was formed in 2009
is expected to give the anti-malaria struggle a high profile and urgency in
order to succeed. The call to ALMA is to implement regulatory and policy
issues at country level to deal with the problem of taxes and tariffs on
malaria commodities and the banning of monotherapies that are no
longer effective in curing malaria. Perhaps three years is too short to a
time to judge the performance of the ALMA.
A vaccine for malaria is on the horizon because 2011 is the year in which
researchers of RTS,S, the most advanced malaria candidate vaccine
are expected to present an initial data on their findings to local Food and
Drugs Boards and international regulatory bodies to review. If all goes
well the vaccine could be available for targeted use as early as 2013
among young children aged 5 to 17 months.
As we step up efforts in dealing with malaria, after the celebration of this
year's World Malaria Day, AMMREN salutes all those working tirelessly to
eliminate malaria from Africa.
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Remove taxes and tariffs
on malaria commodities
and save lives says Dr. Halima Mwenesi

I

n recent years, the global
community seems to be turning its
focus on the target to reduce
malaria cases and deaths by half. This
is due to grassroots organizations and
celebrity champions who have raised
the profile of the disease and have put it
back on the agenda of global leaders
and development partners. In spite of
the renewed interest, the world does
not seem to be on track and has already
missed the 2010 targets. Drug
resistance, insecticide resistance, poor
access to the latest anti-malarial tools
and high taxes and tariffs on malariafighting commodities constitute a
major barrier to controlling a disease
that continues to kill people
needlessly.
The Director of the Malaria Taxes and
Tariffs Advocacy Project (M-TAP), Dr
Halima Mwenesi says it is the taxes
and tariffs that have increased the cost
of the malaria commodities beyond the
reach of the poor and the vulnerable.
The Executive Secretary of African
Media and Malaria Research Network
(AMMREN) Charity Binka had a
chat with Dr Mwenesi in Nairobi
Kenya during an M-TAP Malaria
Policy Advocacy Workshop for
stakeholders across Africa.

cheaper for our people.
Q: Malaria has been with us for so long.
Does it mean that we have not actually
paid attention to it as a people or a
continent?
Dr Halima Mwenesi, Director of M-TAP

Dr Mwenesi: As a people and as a
continent we appear to be doing a lot of
work on malaria both at the national
and global levels. However we talk
more than we act. One of the easiest
things African governments can do is
to ensure that trade barriers that make
it difficult for our people to access
those commodities are removed.
When the tax and tariffs are removed,
more people will have access to malaria
drugs, bed nets and other malaria
commodities leading to significant
reduction in the malaria burden.
Q: Which malaria commodities are you
referring to?
Dr Mwenesi: The commodities we
are referring to here are bed nets which
have been treated with insecticide to
ensure that they kill mosquitoes on
contact and they last for a very long
time. We are also talking about
medicines that are best for treating
malaria, medicines that can be used by
children and pregnant women who
must take sulfadoxine-pyrimethamine
at least twice within their pregnancy to

ensure that they are safe and their
babies are safe. We are also talking
about insecticides that are used for
indoor residual spraying. We are also
talking about the pumps that are used
to spray the insecticides. These key
commodities are so critical that we
must make sure that they are
accessible and available to those that
need them.
Q. Are there any African countries that
have removed the taxes?
Dr Mwenesi: We have good
examples from Kenya, Uganda,
Tanzania and Guinea who have taken
the bold step to remove the taxes and
tariffs. The result has been significant.
Prices of the commodities have
dropped. It has to do with political will.
The Presidents of Uganda, His
Excellency Yoweri Museveni and His
Excellency, Jakaya Mrisho Kikwete of
Tanzania have even written about this
in international media. Since the tariffs
and taxes were removed those
countries have saved a great number of

Q: Why is the removal of taxes and
tariffs on malaria commodities a big
issue?
Dr Mwenesi: To win the fight against
malaria and reduce malaria deaths to
zero by 2015, we must make every
effort to reduce the cost of life-saving
products. Taxes and Tariffs and nontariff measures can make many lifesaving products unaffordable to the
poor. The big issue is that taxes and
tariffs decrease the availability and
access to malaria commodities such as
bed nets and medicine to people who
really need them. They are the people
who cannot pay the market price. That
is why it is important to remove the
taxes so that the commodities can be
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Insecticide-treated nets, ITNs
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people's lives.

Behavior change is the key here and we
must focus on that and on all other
issues.

Q. If you want to advocate for removal
of tariff on these things, what will be
your key message to African leaders
given the fact that many African
countries get their revenue from taxes?
Dr Mwenesi: The key message here is
that we are almost totally dependent on
donor funding from outside Africa to
control malaria. It is time to take over
and find solutions to our own problem.
The international community uses
their citizen's tax money to support
malaria control in Africa. The least
African countries can do is to remove
the taxes and work hand in hand with
the donor community to remove the
barriers to malaria commodities.
In any case there is no justification to
put tax on malaria commodities that
are bought with money by our funders.
What message are we sending back to
them? Is it that we probably are not
serious about dealing with the malaria
menace?
Q: What you are saying in effect is that
African countries must show more
seriousness towards eliminating this
disease from Africa?
Dr Mwenesi: Absolutely. And we
must show it by action rather than just
talking about it.
Q: We also know that in some countries
people have access to these

Q. There are those who will not use the
artemisinin-based combination
therapies and those who refuse to have
their rooms sprayed. What do we do
with such people?

IRS spray pump

commodities like the bed net but they
are not using them. Is that also not a
challenge?
Dr Mwenesi: The first thing is to
make people understand what the
disease is and how it can be controlled.
We need to step up information,
education and communication on the
disease and behavior change. People
should not only know the cause of
malaria but must also know how to
prevent it. They must know that they
get this disease by a bite every night
from mosquitoes. But if you sleep
under a net you will be protected.
Households must be encouraged to use
the nets every single day of the year
whether it is warm, cold or hot because
mosquitoes do not choose when to bite.

Dr Mwenesi: It still has to do with
education. People must be convinced
that it is only the Artemisinin-based
combination therapies that can
completely treat malaria. People must
be encouraged to open their doors for
indoor residual spraying to ensure that
mosquitoes have nowhere to hide in
their homes.
Q: So what message should we in a very
short sentence give to African leaders?
Dr Mwenesi: The African leaders
have done a very good job lately by
coming together as the African
Leaders' Malaria Alliance and have
taken the issues of removal of taxes and
tariffs and malaria control in general
very seriously. The message to them is
that they should encourage all member
countries to remove the taxes and
tariffs to reduce prices of the malaria
commodities. With improved access to
the commodities the malaria burden
will reduce significantly leading to
productivity. When absenteeism from
work is reduced it will lead to growth of
our countries and continent. There is
no better time than now to push
malaria out of Africa.

ABOUT M-TAP

W

ith funding from the Bill &
Melinda Gates Foundation
and support from the Roll
Back Malaria Partnership, the Malaria
Taxes and Tariffs Advocacy Project (MTAP) used evidence gathering and
policy advocacy to engage global- and
country-level policy advocates,
national governments, and regional
and global agencies in identifying
collaborative ways to eliminate
barriers to progress on malaria.
M-TAP is managed by the Academy for
Educational Development (AED)
which provides technical leadership on
evidence gathering, malaria policy
expertise, and support for
communications with public and

private sector stakeholders. AED
currently manages over 250 programs
in more than 150 countries that
address critical social and economic
challenges

Ÿ rapid diagnostic tests;
Ÿ long-lasting insecticidal nets;
Ÿ insecticides for indoor residual

spraying (IRS);
Ÿ compression spray pumps for

IRS.
Research conducted by M-TAP
indicated that taxes, tariffs, and NTBs
remain a serious challenge to the
timely, efficient, and low-cost delivery
of life-saving tools to at-risk
populations.

In 2010, M-TAP partnered with the
African Leaders Malaria Alliance
(ALMA) a coalition established during
the 2009 United Nations General
Assembly that represents 36 African
Heads of State on malaria policy issuesT h e e s s e n t i a l a n t i - m a l a r i a to reaffirm the commitment that
commodities identified by the World African leaders made under the Abuja
Health Organization include:
Declaration in 2000 to remove taxes
Ÿ artemisinin-based combination and tariffs on all anti-malaria
therapies;
commodities.
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Mosquito net production factory

It's a deal!
Prove it and get a waiver
by Isaiah Esipisu-Kenya

I

T's a deal! Prove it and get a tax waiver. This is what the
Kenyan government is saying as pressure mounts on
African leaders to remove taxes and tariffs on malariafighting commodities.

expensive affair to locally manufacture nets. As a result, all
grants given to Kenya by bilateral donors specifically for
bulk purchase of mosquito net end up in foreign countries,
since Kenya can only import the commodities.

Mosquito-net manufacturers in Kenya have been told they
can secure specific tax waivers on raw material only if they
import pre-treated yarn, and prove to the government that
it will indeed be used to manufacture the intended
commodities.

However Kenya is recognised as one of the six countries
world-wide which have zero-rates taxes and tariffs on all
commodities used to fight malaria, including imported
mosquito-nets, drugs, malaria testing equipment,
chemicals for indoor residual spraying among others.

Head of the Kenyan Malaria Control Division, Dr Elizabeth
Juma, told the manufacturers that the government has not
been able to zero-rate taxes and tariffs on yarn because
there is a possibility of businessmen abusing the exemption
by using the same materials to produce wedding gowns,
window curtains and the like.

During the 16 African Union Summit in Addis Ababa –
Ethiopia recently, Kenya was among four African countries
who received excellence awards from African Leaders
Malaria Alliance (ALMA) for eliminating taxes and tariffs on
anti-malaria commodities, and banning of anti-malarial
mono therapies. Other countries are Tanzania, Uganda and
Guinea.

“This has been a subject for discussion between the
Ministry of Finance and local net manufacturers since the
year 2006 in an interest to have affordable locally
manufactured nets, but no proper solution has been
reached to date,” Dr Juma told Eyes on Malaria.
“But if any manufacturer could express interest in
importing already pre-treated yarn and prove to the Kenya
Revenue Authority that the raw material will specifically be
used for mosquito-net manufacturing, then there is an open
window for them applying for tax waivers by consignment,”
she explained.
So far, taxes and tariffs charged on the yarn have made it an

6

EYES ON MALARIA

th

“We highly appreciate efforts by these African countries for
eliminating taxes and tariffs from malaria commodities.
However, it is as well important for the countries to own the
process of the fight against the killer disease by locally
manufacturing the commodities,” said Dr Halima Mwenesi,
the Director – Malaria Taxes and Tariffs Advocacy Project
(M-TAP).
She noted that each year, Africa receives billions of shillings
worth of grants for fight against malaria, but the money
makes its way back to foreign countries because Africa does
not have the capacity to manufacture most of the
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Malaria quotes
AIDS and malaria and TB are
national security issues. A
worldwide program to get a
start on dealing with these
issues would cost about $25
billion... It's, what, a few
months in Iraq.
—Jared Diamond

Aside from all that, we recall
that antibodies to malaria
and other diseases prevalent
in Africa show up as HIVpositive on tests.

Mosquito net in use

—Serge Lang

commodities.
In Africa, only Nigeria and Tanzania
are currently in full production of
long-lasting insecticide treated
mosquito nets, with the help of
western partners. Ethiopia, Kenya
and Malawi have industries that cut
and sew mosquito nets, using
precursors supplied from external
partner.
With regard to malaria treatment,
local manufacturers are yet to
conform to the international list of
prequalified medicinal products
used against malaria and other
diseases such as HIV/Aids,
tuberculosis and for reproductive
health.
The list, produced by the WHO is
used principally by United Nations
agencies to guide their procurement
decisions. It has become a vital tool
for any agency or organization
involved in bulk purchasing of
medicines at country level or at
international level, as demonstrated
by the Global Fund to Fight AIDS,
Tuberculosis and Malaria.
According to the WHO, stringent
quality standards are particularly
important for artemisinin-based
antimalarial medicines, since the
extraction process of the active
pharmaceutical ingredient from
plant origin is complex, and

chemical instabilities may arise in
the manufacturing process of the
finished pharmaceutical products.

The WHO Prequalification
Programme therefore assesses
products following a standardised
procedure that includes the review
of product dossiers and the
inspection of the manufacturing site
in order to ensure that products
comply with recommended quality
standards.

Fighting patents one by one
will never eliminate the
danger of software patents,
any more than swatting
mosquitoes will eliminate
malaria.
—Richard Stallman

The recommended antimalarial
drugs used in Kenya at the moment
are a combination of Arthemether
and Lumefantrine (AL). Through
the Global Fund, the drugs have
been subsidized and are available in
both public and private sectors at
the cost of Sh40 per dose of an adult.
Mono-therapy refers to the use of a
single drug for treatment. Such
d r u g s l i ke c h l o ro q u i n e a n d
malariaquine were once very
effective in malaria treatment. But
since they were mono-therapies
made from a component known as
amodiaquine, the malaria causing
parasite developed resistance
against them very easily – rendering
them useless. As a result, the World
Health Organisation now
recommends a combined regimen.

EYES ON MALARIA
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African leaders

The ALMA matter

T

he inclusion of African leaders in the protracted war
against malaria has long been anticipated by experts
who rightly argued that except the leaders joined in the
battle, other stakeholders labour in vain to control Africa's
biggest killer.
The promise of good results from this development actuated the
WHO Malaria Programme Manager for Africa, Dr George, KiZerbo, to describe the creation of an African Leaders Malaria
Alliance, ALMA, as crucial and timely, coming just at the
juncture of the decade to roll back malaria, when the continent
is pursuing the attainment of health-related Millennium
Development Goals (MDGs).
ALMA's raison d' etre, he said, is in line with the UN Secretary
General's call to ensure universal access to essential
interventions, as it will promote action and knowledge sharing
in malaria and documenting progress made.

By Carlton Cofie

These require action at country level and regional economic
communities, like the African Union (AU) and also engaging
with industry and urging everybody to consider these tariffs as a
threat to the control and eventual elimination of malaria” Dr
Ki-Zerbo said.
The Malaria Programme Manager for Africa said the actions
are there and clearly outlined with the various resolutions but
what is needed now is the political commitment.
ALMA, an alliance of 39 African leaders, is chaired by
Tanzanian President Jakaya Kikwete and recently elected Ellen
Johnson Sirleaf, President of Liberia, as Deputy Chair.
It was launched in 2009 as a collaborative effort of African
leaders to work together with the AU, United Nations and other
local and international partners to combat malaria in Africa.
The alliance seeks to complement efforts that address the
challenges of malaria and aims to raise malaria awareness at the
global, national and local levels.
The criticism against African leaders is that they are a few steps
behind reality. They speak of substantial success in malaria
control when in fact mosquito-net coverage in some 20 African
countries is merely five times higher today than in 2000.
The reports of significant decline in malaria cases and deaths of
up to 80% are coming mainly from low transmission areas. And
so the challenges remain.

Dr George Ki-Zerbo, WHO Malaria Programme Manager for Africa

In an interview with EYES ON MALARIA, Dr Ki-Zerbo said
WHO has issued resolutions at the World Health Assembly and
the regional community of ministers of Health in the African
region requiring the commitment of more domestic and
external resources with health and development partners to help
achieve the MDGs.
“It is important that regulatory and policy issues are
implemented at country level to deal with problems of taxes
and tariffs on malaria commodities and the banning of
monotherapies that are no longer effective in curing malaria.
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It is agreed that involving ALMA in the malaria struggle gives
the problem a high profile. But for how long will the momentum
be sustained?
The general knowledge is that we might have another year or so
of a focused battle and then with the vicissitudes of political
elections, the heads of state will succumb to other pressures.
Not to mention the common practice of politicians to
discontinue programmes of their predecessors just to please
members of the ruling party and to spite the opposition.
The leadership of ALMA has set itself objectives far higher than
the Millennium Development Goal to "halt and begin to reverse
the incidence of malaria".

AN AMMREN MAGAZINE

“We have two primary strategic goals:
achieve universal mosquito-net coverage
by the end of this year; and eliminate
preventable malaria deaths by 2015...”
Malaria control is vital to achieving the health-related MDGs.
Success against malaria directly impacts MDG 4 which focuses
on child mortality and MDG 5 which is on maternal health. A
lot depends on political action rather than words if Africa is to
halt this major killer of children and the cause of morbidity
among pregnant women.

In the words of ALMA Chairman President Kikwete “We have
two primary strategic goals: achieve universal mosquito-net
coverage by the end of this year; and eliminate preventable

“Once you have vaccines invented and manufactured at low
cost, and rich donors paying for them, "you have to have
developing countries act to take the vaccines and get them out to
all the kids. It is tragic when the last delivery piece holds it
back," Bill Gates said.
"You have some areas like Northern Nigeria, Chad or the
Democratic Republic of Congo where less than half the kids are
getting the vaccines," Gates said, referring to polio
immunisation in those countries.
Bill Gates rightly blamed the problem in Nigeria, on the
"distraction of the elections."
"They are just not putting good people on it, not tracking their
results, not even getting out to parts of the country. The message
has to be clear. They have to see this as their top priority. It hasn't
been.”

©UNESCO/Dou Matar

Now, Heaven forbid the same thing should happen to the RTS,S
malaria candidate vaccine when it becomes licensed. But then
one wonders why politics which is meant to bring development,
end up causing a disruption in vital vaccines being given to
vulnerable children.
The Microsoft founder has donated $10bn of his sizeable
fortune to bring vaccines to children in the next decade, calling
on others to invest in vaccines as a cost-effective way to save lives
and boost development.
All that is required of political leaders is that their countries
have efficient systems to deliver these vaccines to all children.
Tanzanian President Jakaya Kikwete, Chairman of ALMA

malaria deaths by 2015 by scaling up coverage of all other
available interventions (including access to rapid diagnostic
tests, treatment with artemisinin-based combination therapy
(ACT), intermittent preventive treatment, and indoor residual
spraying).”
One issue worth considering is the fact that some of these
leaders were around at the signing of the Abuja declaration of
2000. It is begging the question to ask how much those leaders
have changed in the way they view malaria.

"For kids the malaria vaccine would be the next best thing. The
funders need to stay behind that research despite the budget
challenges they face" said Gates.

Benefit of the Doubt
It is good though that the ALMA acknowledges how 'morally
imperative' it is to save the 800, 000 children who perish
annually from malaria.
What Rwanda has done is worth emulating. With large-scale
mosquito-net distribution and increased availability of ACTs,
the former war-torn country has reported a 40% reduction in
childhood malaria deaths between 2001 and 2008.

Bill Gates takes issue
The big spender on malaria, Bill Gates, has condemned some
African countries for failing to deliver life-saving vaccines to
children, hampering billion-dollar efforts to save millions of
lives and stamp out deadly diseases. His gripe was about
African leaders' ambivalence to the polio vaccine.

On the Tanzanian island of Zanzibar, the combination of high
mosquito-net coverage, ACT availability, and indoor residual
spraying reduced malaria deaths by over 90%. More
importantly, under-five deaths from all cases fell by almost
three-fifths.

Having invested 17 million US dollars in the Malaria Clinical
Trials Alliance (MCTA) project on the RTS,S malaria
candidate vaccine now awaiting initial efficacy reports later this
year, the Microsoft founder has every reason to be dismayed at
the African leaders.
The magnate, who is now known to spend more time talking
about the "miracle of vaccines" than software, said in Senegal
ahead of an address to the 64th World Health Assembly in
Geneva that, “ Technology is only as effective as the leaders
delivering it.”

Other leaders are being urged to take a leaf from their malariasavvy neighbours and give meaning to the old saying about
health being tantamount to wealth.
It is refreshing however to hear ALMA's declaration that when
malaria prevention and treatment methods become
widespread, childhood deaths will fall dramatically, and
resources can then be directed to other causes.
Is this a new beginning?
EYES ON MALARIA
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Modest but steady
progress in Ghanasays WHO Advisor

I

t was Ghana's first president Osagyefo Dr Kwame
Nkrumah who once observed that “Those who judge
us merely by the heights we have attained would do
well to remember the depths from which we began.”
When the great leader said these words, he had politics in
mind. Today, however, we can still allude to the aphorism
even in talking about science.
Translating this into perspective, WHO's Advisor on
Malaria in Ghana, Dr Felicia Owusu-Antwi, says the
modest but steady progress Ghana has made in the fight
against the disease is worthy of commendation given that
the country happens to be in what is referred to as the
high transmission zone.
Speaking on the theme for World Malaria Day (WMD)
2011, Achieving Progress And Impact, Dr Owusu-Antwi
said “There has been about 30% reduction in under-five
mortality rate and we all know that malaria is the main
reason behind the deaths of children under 5 years of
age.”
“On the continent there are three main transmission
zones; the high, the low and the malaria free areas.
Some countries in the low transmission zone (for
example, Morocco in North Africa) have been able to
eliminate malaria. Other countries like Tanzania have
been able to reduce malaria burden by 50%. Ghana
happens to be in the high transmission zone which is
more difficult but there have been some gains.”
Analyzing WMD and the opportunity it affords the malaria
community to improve access to affordable, safe and
effective anti-malarial combination treatments, Dr
Owusu-Antwi points out that Ghana can achieve even
more through an inter-sectoral approach and private
sector involvement in the quest to bring malaria under
control.
Responding to the question of which parts in Ghana have
recorded more positive results, the WHO Advisor replies,
10
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“Both urban and rural areas have their peculiarities when
it comes to malaria transmission which makes this
question a bit difficult to answer, but we are about to carry
out a big malaria specific survey this year which will bring
out the picture clearly.”
Dr Owusu-Antwi speaks highly of the Affordable
Medicines Facility for malaria (AMFM) as a laudable
initiative and great progress in the fight against malaria.
“However, some problems can be anticipated if it is not
supported with good monitoring. Some of these could be
selling the medicines above the stipulated price or the
medicines not reaching the remotest parts of the
country.”
On the claims that some Asian countries have succeeded
in fighting malaria with 'fogging' in combination with all
the other tools, Dr Owusu-Antwi says “Fogging is not the
approach. We know of Indoor Residual Spraying which is
more effective and has been used in combination with
other interventions Ghana is pursuing.”
“These interventions have the necessary impact when
applied on a large scale and Ghana is building up its
partnership to achieve large-scale impact with the
interventions so we have AngloGold Ashanti, a private
entity, collaborating with the public sector to scale up
indoor residual spraying in the country and other partners
helping to scale up and promote the use of long lasting
insecticide treated bed nets and materials.”
With the collaboration of all partners including the media,
Dr Owusu-Antwi is hopeful the Millennium Development
Goal 6 can be achieved if the currently known
interventions are augmented.
“Malaria is not only related to the MDG 6. Indeed, the
control of malaria will have impact on MDGs 1, 4 and 5 as
well. The media therefore has a key role to play in
malaria control when it comes to behavioral change
communication and advocacy.”
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Arming the children
to combat malaria
By Mbarwa Kivuyo- Tanzania

I

n an ordinary war, children under five years of age
cannot be on the battle field. But in the war against
malaria, there is an exception. “Tanzanian children
less than five years of age have become courageous
fighters,” says Dr. Kafuruki Shubis, the Study Coordinator
of the Bagamoyo Research and Training Centre (BRTC), of
the Ifakara Health Institute (IHI). These fighters are the
children participating in the RTS,S malaria vaccine trials.
RTS,S malaria vaccine candidate , the most clinically
advanced of its kind, triggers the immune system to
defend itself against the Plasmodium falciparum malaria
parasite as soon as it enters the human host's
bloodstream and/or when the parasite infects liver cells.
In 2008, two separate Phase II trials confirmed that the
vaccine provides infants and young children with
significant protection against malaria. The large-scale
Phase III vaccine efficacy trial was launched in Bagamoyo
in May 2009.
Principal Investigator of the RTS,S Project and Executive

Director of IHI, Dr. Salim Abdulla says with optimism that
“If this vaccine candidate successfully passes this phase
three, the licensing authorities will have concrete
evidence for its registration and deployment.”
The promising RTS,S vaccine trials is sponsored by
GlaxoSmithKline (GSK) Biologicals while the Bagamoyo
clinical trial site was set up with financial support from
INDEPTH Network's Malaria Clinical Trials Alliance
(MCTA).
Dr. Abdulla said this is the first time in history a vaccine
against human parasites is discovered. Such great
advances in science “will put our researchers and our
African institutions in the world's history book.” The
journey to find a malaria vaccine is long, but Dr. Abdulla
says “We are almost there.”
The war against malaria cannot be fought singlehandedly. The participation of different stakeholders is
necessary if the killer disease is to be eliminated.
Scientists, charitable organizations, governments and
communities are doing their bit although with multiple
challenges.
Arming the young ones to fight malaria is an
extraordinarily demanding task for parents of vaccine
trial participants who, for good reasons, have to relocate
outside the catchment area of the study. In fact, stories
abound on how rigorous it is for researchers to follow a
study participant outside the area of study.
According to the Chief of Field Operations at the
Bagamoyo vaccine trial site, Dr. Omar Juma, “If a
participant moves far away from the study area, we
normally terminate the child from the study because of
the difficulty in following those who relocate.”

Dr. Kafuruki Shubis, Co-ordinator , Ifakara Health Institute, Bagamoyo

It was therefore a great surprise to Dr. Juma himself when
he encountered a trial participant's mother who showed
EYES ON MALARIA
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Dr. Salim Abdulla, IHI Chief Executive Director, signing a Memorandum
of understanding with the Bagamoyo district authorities to
launch vaccine trials.

total commitment even after the family moved 62 km
away from the study area. “She never missed her
monthly consultation and hospital visits” Dr. Juma
emphasized.
When asked why she still comes to the clinic, the mother
said she feels obliged to participate in the research for a
vaccine to fight malaria “at any cost.” She says the way the
Institute's personnel treat them is exceptionally good.
“We access referral services 24-hours. In case of an
emergency, we just call the office and the ambulance
comes on time for a pick up,” she says.
This determination to see the trial succeed is a marked
progress from the days when participants had to be
cajoled to remain in a study. In the past when the
awareness level was still low, study participants treated
such studies with careless abandon, quitting at the drop
of a hat.
Dr. Shubis says as of March ending 2011, a total of 1705

children aged between six weeks and 17 months have
been enrolled in this scheme.
The IHI site in Bagamoyo started operations in 2005 in
rented premises within the Bagamoyo District Hospital.
Later the clinical trial site was set up with financial
support from MCTA.
The formation of a Community Advisory Board (CAB)
has improved the relationship between IHI researchers
and the communities in Bagamoyo. Community leaders
attended a series of advocacy and sensitization meetings
organized by IHI with the financial support of MCTA.
”Such awareness creation has helped build trust
between us and the community,” says Dr. Omar Juma.
He explained that the CAB is used as a channel for giving
feedback on the outcomes of the clinical trials. It is also a
window through which research scientists can get new
research ideas from the people.

Mothers of RTS,S trial participants in Bagamoyo.
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IRON TABLETS, VITAMIN C

AFFECT

EFFICACY OF MALARIA DRUGS

T

he best available treatment for malaria, Artemisininbased Combination Therapies (ACTs) have come under
a little scrutiny with experts warning that taking them in
combination with multivitamins that contain iron and vitamins
C and E, renders the drug ineffective.
From the woman who sells pepper in the market to the Chief
Executive Officer, malaria is a health problem that makes a
person rush to the hospital for its treatment. The headache, the
body temperature and lack of sleep are some of its symptoms
that are better imagined than experienced.
Malaria drugs come in different brands and constituents. From
those that have lost their efficacy such as chloroquine, paludrine,
amodiaquine, sulphadoxine-pyrimethamine (this includes
medicines like Fansider) to the newly recommended highly
effective ACTs, compliance with instructions in their attached
leaflets is central to their efficacy and prevention of unwanted
side effects.
ACTs are basically drugs that contain the artemisinin in various
forms (Artemether, Arteether, Artesunate, Artenilate) as their
main ingredients. Attached to artemisinin is another malaria
killing drug such as Lumefantrine.
ACT kills malaria parasites in a human bloodstream within 24
to 36 hours. By combining drugs with different mechanisms of
action and different time spans of activity, the combination of
artemether and lumefantrine deliver a two-punch attack on the
malaria parasite. Any malaria parasite not killed by one drug
will be killed by the other.

BY SADE OGUNTOLA, NIGERIA

However, ACTs might be rendered less effective in individuals
with malaria if taken with multivitamins that contain
constituents such as Vitamin C, B-carotene, Vitamin E and Iron.
Most multivitamin preparations contain some amount of
minerals and trace element such as zinc, copper and iron, as well
as vitamins that interact with some constituents of ACTs,
rendering the malaria drug less effective.
Artemisinin is good at killing malaria parasites because it reacts
and becomes highly toxic in the presence of iron. Malaria
parasites cause illness in humans by consuming red blood cells,
which contain iron in the hemoglobin protein that carries
oxygen in the blood.
There is a high level of self medication and poor informationseeking attitude in many individuals, it has been said. So, it is
common to have Artemisinin-based antimalarial drugs being
prescribed along with antioxidant vitamins such as vitamin C,
B-Carotene and Vitamin E.
\
No doubt, supplements which contain L-lysine, Vitamins B1,
B6, B12 and Sorbitol, are ideal for malaria patients, as they
promote appetite, quick recovery and do not hinder the activity
of the antimalarial drug.
But many multivitamins also contain antioxidants such as
Vitamin C, B-Carotene and Vitamin E and so are better
continued after the ACT is completed because they can cause
this antimalarial drug to be less absorbed by the body.
Some medicines are better used after a meal. Incidentally, one of
such drugs is ACT. Experts have evidence to show that food,
especially those with fat, enhance the efficacy of ACT. The
effect is more pronounced with lumefantrine.
In a double-blind trial of 260 patients with uncomplicated
malaria in Thailand, researchers showed that both the extent
and variability of lumefantrine absorption improved with
recovery from malaria as normal food intake was resumed by
the person affected by malaria.
Individuals having malaria frequently feel nauseated and unable
to eat, making doctors' advice that malaria medicines should not
be taken on an empty stomach difficult to comply with.
Nonetheless, for ACT to be very effective, it has to be taken
along with food, particularly those containing fat.
How much fat is necessary to optimise lumefantrine oral
bioavailability and assure the efficacy of the ACT? Surprisingly,
researchers found that it does not have to be a standard meal like
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amala or fufu with the
A f r i c a n s t e w.
Incidentally, a glass of
soya milk will do the
work.
Writing in the 2007
Tropical Medicine &
International Health,
the researchers
declared, “Coadministration of
artemether–lumefantr
ine with a relatively
small amount of fat (as
soya milk) was
required to ensure maximum absorption of lumefantrine in
healthy adult volunteers.”
Dr. Olayemi Sofola, the former National Coordinator, National
Malaria Control Programme, said some basic rules must be
complied with to ensure ACT works effectively.
She stated: “The use of ACT in the appropriate way is
important. For instance, the use of ACT with Vitamin C is not
advisable because of its anti-oxidant properties. That is part of
the reasons why people who want to take ACT should be
appropriately counseled.”
Dr Sofola declared that in some instances, people had assumed
ACT was not effective because the medicine was not used at the
appropriate time.
According to her, “with ACTs, timing is important. The second
dose of the ACT for instance should be taken eight hours after,
not before. The timing affects its absorption and bioavailability.
The second dose taken eight hours after is to reinforce the first
dose to ensure the body is rid of malaria parasite.”
“People also need to be counseled that ACT is better taken after
a fatty meal. In developed countries, people could take it with a
glass of milk. But African stews have oil in them, so we may not
have to worry about looking for an oily food. Most of our foods
in Africa have oil in them.'’

Getwith
the ACT
right
AMFm
By Theresa Owusu-Ako- Ghana

G

hana has shifted the
fight against malaria
into high gear with
the launch of the Affordable
M e d i c i n e s Fa c i l i t y fo r
Malaria (AMFm) a brilliant
idea to expand access to the
most effective treatment for
malaria—artemisininbased combination
therapies (ACTs).
The timeliness of AMFm is
commendable as the world
is struggling to cope with the
disturbing news of
resistance to the most
efficacious treatment for
malaria. The great
expectation being that
AMFm will lead to a
reduction in the use of
artemisinin as a single
treatment or monotherapy,

malaria as common but it is
a serious ailment and a
leading cause of economic
loss to the nation. It also
contributes to school
absenteeism. Therefore the
initiative to subsidise ACTs
by making them as cheap as
Chloroquine, or even
cheaper, is a well-thoughtout plan to ensure that
malaria, which accounts for
38 percent of total Out
Patients Department
attendance in public health
institutions, is checked.
The initiative is a cofinanced intervention
hosted and managed by the
Global Fund, with a view to
increasing the provision of
affordable ACTs through the
public, private and non-

Dr Sofola explained that even where a child with malaria cannot
tolerate food because he or she has lost his or her appetite or is
vomiting, fluids like milk can still be given along with ACT
rather than a blanch food.
According to her, “there is the need for people to take ACT
appropriately before saying the drug is not working. They need
to be sure that it is taken at the right time, and that the
appropriate dose is used and in the right way.”
“Also, it is important that they complete the dosage. Without
doing this, the malaria parasite would not be cleared from their
blood stream and resistance to ACT might start to develop. For
now, ACTs are the best options we have to treat malaria.”
Dr Bala Mohammed, a malaria expert, remarked that in a case
where a person vomits ACT within 30 minutes of
administration, it should be repeated. According to him, this is
to ensure adequate malaria treatment.
Nonetheless, Dr Mohammed emphasised that the use of ACT is
discouraged in pregnant women until they are in their second or
third trimester. “There are alternative medicines to treat malaria
in pregnancy,” he declared
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thereby delaying the onset
of resistance to the drug and
preserving its effectiveness.
The subsidized anti-malaria
drug, ACT with the Green
Leaf logo is being rolled out
by the Ghana Health Service
through its agency, National
Malaria Control Programme
(NMCP).
Some Africans refer to

governmental organisations
(NGOs). It will save lives and
reduce the use of lesseffective treatments, like
chloroquine, to which
m a l a r i a p a ra s i t e s a r e
b e c o m i n g i n c re a s i n gly
resistant.
Evidence of the noble idea
behind AMFm is in the fact
that the subsidised Green-
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Leaf-Logo ACTs is selling at $1
compared to other ACTs which sell up
to seven times that amount.
Given that many associate low-priced
commodities with inferiority, health
experts have quite a task convincing
buyers that the Green Leaf Logo ACTs
have the same efficacy as other ACTs on
the market. These ones have only been
subsidized to make them affordable
and within the reach of all for the quick
and effective treatment of malaria.
AMFm is being implemented through
pilots in eight countries: Ghana, Kenya,
Madagascar, Niger, Nigeria, Tanzania,
Uganda, and Cambodia where there is
reported resistance to ACT treatment.
It is up to patients in these countries to
adhere to the correct dosage and not to
abuse it. Abusing these artemisinin
based combination therapies will deal a
big blow to efforts aimed at eradicating
malaria.
Though research is on-going for other
anti-malarials none has been rolled out
yet so it is important to protect what is
available now.
It is absurd that doctors are still
prescribing monotherapies for the
treatment of malaria and describing
every feverish condition as malaria
even with the availability of Rapid
Diagnostic Test Kits.
For fear of losing out on ACTs, the WHO
and partners have developed the Global
Plan for Artemisinin Resistance
Containment which has specific
strategies to protest artemisinin:
!
s to p p i n g t h e sp re a d o f
resistant parasites,
!
increasing monitoring and
surveillance to evaluate the
threat of arteminsinin
resistance
!
improving access to
diagnostic and irrational
treatment with ACTs and
!
investing in artemisinin
resistance-related research.
There is the need for National Malaria
Control Programmes and those who
have been trained and equipped with
knowledge on the ACTs to do an
effective campaign on malaria

treatment especially with ACTs.
It is not enough to advise patients to
complete their doses. It is essential also
to explain the benefit of taking the two
tablets in the blister as the doctor
ordered.
Perhaps, the fixed dose will be more
acceptable. That way, patients do not
have the option to pick and choose.
Health workers and pharmacists
should be able to explain issues well to
patients since they are the frontliners
in drug administration.
National Malaria Control Programmes
should carry their education
campaigns to public places such as the
markets, churches, and community
durbars to boost the campaign and
bring knowledge of ACTs to the door
step of people.
Since Ghana has just rolled out the
initiative and the programme is just for
two years it is absolutely necessary that
every effort is made to meet its
objectives. This is a prerequisite for
further assistance.
It is important for buyers to insist on
the right price and get the treatment
right.
What is commendable is the
involvement of the private sector in the
marketing of the Green Leaf Logo ACTs.
However they have expressed concern
about WHO not giving them the prequalification bid to be able to
manufacture the drugs in Ghana.
About 2.2 million doses of the Green
Leaf ACTs have arrived in the country so
far and are available in pharmacies and
licensed chemical shops.
Another
issue is how the programme can be
sustained with effective monitoring
and not allowing the drugs to be faked.
By so doing the drugs will be protected
and together with other interventions
the high malaria burden will be
ameliorated for effective resource
mobilisation and socio-economic
advancement.

MALARIA QUOTES
…" In our struggle to fight
malaria, roll it back from our
continent and eradicate it
entirely from our societies,
one of the biggest obstacles
has been our own internal
weakness, lack of sustained
and dedicated commitment,
as well as improper attitudes.
I believe that if we can
overcome these qualities, we
can succeed in dealing a
deadly blow to malaria".
His Excellency
Flt. Lt. Jerry Rawlings,
Former President of
the Republic of Ghana

…"For too long the focus on
malaria control has been
almost exclusively on the
health implications of the
disease itself, without
addressing some of the
fundamental determinants of
the continuing vulnerability of
many communities to
malaria. These include
poverty, the inadequacy of
health services and the poor
accessibility of health
services to those most in
need. I believe this broad
approach, which clearly
recognises malaria as an
important cause of poverty,
may achieve better progress
than the disease-limited
focus of the past".
His Excellency Festus Mogae,
President of the Republic of
Botswana
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NMCP to rein in

Malaria
by Eunice Menka-Ghana

T

he Malaria Consortium has observed with dismay that
in spite of the recent ban on the sale of artemisinin
monotherapies in Cambodia, ensuring compliance
and enforcement of this policy will remain a challenge
in view of the complex factors responsible for drug
resistance.
There are factors like lack of compliance with recommended
therapy, use of counterfeit and substandard drugs, self
treatment, mobile and migrant populations and, of course,
monotherapies.
But while the global malaria community is trying to come to
terms with this disturbing development, Ghana's leading
malaria campaigner, Dr Constance Bart-Plange has thrown
down the gauntlet by demanding that persons involved in
the production and sale of monotherapies be criminalised.
The Manager of the National Malaria Control Programme
(NMCP) did not mince words when she scolded the Food and
Drugs Board (FDB) for its leniency with companies
producing and selling monotherapies in Ghana.
Speaking at the launch of the Global Plan for Artemisinin
Resistance (GPARC) at a meeting in Accra recently, Dr BartPlange pointed out that although the ban on monotherapies,
including chloroquine, has been in force in Ghana since
2006, those drugs are still being peddled with impunity.

vendors dispense drugs to the busy community.
Asamoah's shop is well-stocked with varieties of antimalarials, which he knows only by brand names.
Responding to enquiries on types of stocks they have at the
shop, Asamoah takes time to form his thoughts and pours
out a lists of names - Alaxin, Lonart, Coaterm and Malafan.
Asamoah is unable to tell the difference between monotherapies such as Alaxin and ACTs like Lonart. His
assessment of the efficacy of a drug is simply based on price
differences; good drugs cost more, he thinks. According to
him, a client is served based on what he or she can afford.
“Malafan which is not efficacious costs about half a dollar
while better ones like Lonart cost around 3 US dollars. We
usually add a bit of Paracetamol, and if you add Lonart, you
pay even more,' he explains.
Asamoah is among thousands of chemical sellers playing a
critical role at the community level. They are the foot soldiers
in health care delivery but do not have the benefit of requisite
training. Their services, though mundane, are vital because
they serve as the main non-formal outlets, representing firstline health providers for diseases like malaria.
It is therefore good news that the NMCP targeted these

The meeting, which brought together stakeholders including
the Ghana Health Service, FDB, health reporters and Nongovernmental organizations, was in response to reported
resistance to artemisinin-based combination therapies
(ACT) along the Thai-Cambodia border in South- East Asia.
The call for the criminalization is however not that simple
nor is it just a simple mathematical solution of additions and
subtractions. Talk of ignorance, poverty and other factors,
which come into play when tackling malaria!
The disease, unlike others, is unfortunately a disease of the
community and its management has everything to do with
the community where it must first begin.
Victor Asamoah works at his father's chemical shop at the
busy Nungua community in Ghana's capital, Accra.
He usually has to work from morning till as late as 12pm at
the shop sited close to the Nungua Traditional Authority
(NTA) a meeting place for Nungua chiefs and their subjects.
The noisy area, far from the affluent parts of Accra, is a
market place of shops, small buinesses and a transport yard
where food vendors, commercial drivers and other business
people work late into the night, surrounded by a swarm of
mosquitoes.
One can count as many as three licensed chemical shops, all
VITAMIN
TABLETS
within
a few minutes walk from the NTA building, where
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Dr. Constance Bart-Plange, Programme Manager,
National Malaria Control Program, Ghana
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chemical sellers to train them in the proper diagnosis and
treatment of malaria using ACTs.
Kwame Dzudzorli Gakpey, Commincations Officer of the
NMCP, told the African Media and Malaria Research
Network (AMMREN) that the Pharmaceutical Society of
Ghana has trained all private pharmacists in Ghana while the
Ghana Social Marketing Foundation, GSMF, is also training
thousands of licensed chemical sellers across the country.
According to the AMFm implementation schedule of the
NMCP, nine importers have brought in a total of 2.2 million
doses of ACTs and distributed them to retailers across the
country.
It also showed that 30 leading importers and manufactures
of anti-malarials companies have so far signed contracts with
the Global Fund to do business with manufactures as first
line co-buyers and to import co-paid ACTs in Ghana.
For many community dwellers it is cheaper and convenient
to seek treatment for malaria or any other disease at chemical
shops. The shops are not only ubiquitous and accessible but
are also vital in helping clients avoid long hospital queues
and over-stretched facilities.
It is great news that Ghana has signed-up to the Affordable
Medicine Facility-malaria (AMFm) initiative, spearhead by
the Global Fund to provide ACTs at cheaper prices. And
Ghana was the first country in the sub-region to receive a
consignment of co-paid. The country has been a beneficiary
of the AMFm since August 2010 to make ACTs affordable to
all.
Pharmacies in Accra are selling them, with an adult package
costing about a US dollar.The facility will increase the
provision of affordable ACTs through the public and private
sectors to help reduce inappropriate and costly treatment.
Dr Bart-Plange has meanwhile, condemned pharmacies who
are charging about five times the recommended price for
ACT drugs. She urged the media to encourage patients and
victims to report such profiteering chemists to the police and
FDB for prosecution.

A pharmacist dispensing drugs

The NMCP Manager also has a bone to pick with doctors who
prescribe malaria drugs just upon a visual examination or
statements of patients. Her advice to patients and their
families is to confront such doctors who prescribe malaria
drugs without first confirming the symptoms through
diagnosis.
The success of AMFm is expected to kill off interest and
demand for mono-therapies which are losing their efficacy.
The NMCP is not only concerned about ACTs , but is also
dissuading doctors from the practice of presumptive
diagnosis of malaria within communities. It has therefore
begun a programme targeting pharmacists and privatelyowned pharmacy shops.
Under the programme, some 2,000 pharmacists are
encouraged to use rapid diagnostic test (RDT) kits as
comfirmatory tests for malaria before putting a client on
anti-malarials.
The good news is that some private pharmacies have bought
into the idea of testing on their premises and have written
letters to the NMCP for a permission to dispense the kits.

NMCP staff with AMMREN-Ghana members
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Malawi orders
malaria drugs off shelves
by Caroline Somanje-Malawi

F

ifty-one year old Edward Maseko was feverish when he
decided to go to the nearest chemist for anti-malarials
to cure his symptoms. At the till, the teller informed him
that the sulfadoxine-pyrimethamine (SP) he was looking to buy
had been ordered off the shelves to control its intake because it
was no longer an effective treatment for malaria.
"Liar!," thought Edward as he sped off to the next chemist to get
his cure. The news there was equally disappointing but reality
had not yet sunk in until he got to the third shop.

She noted that there has not been adherence to the use of LA as
malaria treatment as people still preferred to take SP drugs
because they are taken once unlike the alternative which must
be taken over a couple of days.
Kwataine also observed that many private clinics still
prescribed SP because it is cheap. She said, as a policy, LA is
supposed to be provided free of charge in both private and
public hospitals. She however said that there was need to
enforce compliance by private clinic owners to ensure that the
recommended first line treatment is being adhered to.

Government had ordered the drugs off the shelves, period!
Edward was far from amused. "How could government do such
a thing when all along we have been accessing the drugs easily?
Has it no consideration for people that cannot afford to go to
hospital right away and opt for SP as a first line treatment? Isn't
it appalling that such a decision could be made without
consultation," he mused
Malawi government had indeed ordered the removal and sale
of malaria SP without prescription in shops because it is no
longer an effective treatment of malaria. It is promoting the
popular use of its recommended treatment, Lumefantrine
Artemether (LA).

While claiming to be unaware of the development the
Executive Director of the Malawi Health Equity Network (
MHEN) Martha Kwataine, said the new policy will have a
negative impact on people who need the anti malaria drug
especially in rural areas that are very far from the nearest
health facility, compounded by the frequent drug shortages in
most health centres.
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She said the benefits of removing the drugs from the shelves do
not outweigh the costs considering access problems and that in
the absence of LA in grocery stores, the chances of having SP
sold by vendors would be high, thereby risking people's lives
because of the conditions under which the drugs are stored
"If indeed it is true that government has decided to remove the
SP from the shelves, it is untimely because the first step should
have been to make LA easily accessible including in grocery
shops. We need supporting policies to curb drug pilferage and
drug vending. We have been to many rural grocery shops
where daraquine is sold as treatment for malaria and yet
government does not recognize that drug as first line anti
malaria treatment.
"The other challenge is a marketing issue. There are more than
10 brands of malaria treatment available on the market and
who monitors that? It becomes very tricky in a liberalized
market to enforce compliance. The challenge however is that
this is about people's lives and in a country with high illiteracy
levels, understanding is another mountain to climb," she said.
Principal Secretary at the Ministry of Health Dr. Charles
Mwansambo said the decision was based on a study that
showed SP can no longer be a first line treatment for malaria.

She said the availability of SP in groceries eased accessibility
for many especially the poor and vulnerable and that in terms
of cost, LA is expensive compared to SP. Kwataine said
difficulties in accessing anti-malaria drugs would pose a big
challenge to the fights against HIV and AIDS bearing in mind
that malaria is one of the greatest opportunistic infections for
people living with the disease.

Said Mwansambo: "Government policy is to have Lumefantrine
Artemether (LA) as the first line treatment for malaria. There
are other conditions where you need SP like in pregnant
mothers for prevention and in some case infants.

Said Kwataine: "We are not aware of the withdrawal of SP from
the shelf. However, it is not coming as a surprise to us because
there has been a lot of talk surrounding the issue of SP
alongside LA. The argument is that SP has been a failure in
malaria treatment because many people were not being cured
quickly.

"We don't want a drug that has been removed as a first line for
malaria to be out there for anybody to use. Some general
practitioners in private hospitals are still using the drug which
is dangerous because we know there is high resistance. Even if
we leave it in the villages, what are we doing to the villagers by
giving them false hopes that they are being cured?”

"Scientifically, many developed resistance to SP. On the other
hand, LA has proven potency. The withdrawal of SP from the
shelves means that one can only get SP if a clinician has
recommended its use. Currently, SP is recommended as
malaria prevention drug for pregnant mothers because it is
less powerful than LA".

He challenged MHEN to base their arguments on science and
not opinion. Mwansambo said that government would be
doing injustice to the masses by exposing it to SP. He said
government is simply replacing it with LA. He said the policy
also includes availing LA easily to the populace and that this
will be achieved in phases.
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Wall Linings for
Malaria PREVENTION

By Bernard Okebe - Kenya

W

hen the Kenya Medical
Research Institute and the
Center for Disease Control
(KEMRI/CDC) introduced insecticidetreated wall linings as a preventive mosquito
control mechanism, residents in the project
area viewed it with suspicion, wondering if
it was practicable.
One year down the line, the skepticism has
been replaced with optimism in Western
Kenya where the malaria researchers have
managed to convert majority of the residents
into campaigner to help draw more support
for the intervention.
Drawing inspiration from a previous
programme conducted in Usoma village in
Kisumu, KEMRI/CDC researchers then
took it miles further by initiating a pilot
project in two other districts of Gem and
Rarieda in the Malaria-endemic Nyanza
province.
The wall lining project which was initially
scheduled to last for 1 year has since been
extended for about a year.
According to Dr George Olan'g of the
KEMRI/CDC Entomology Department, the
previous year brought encouraging news to
the fight against Malaria, thus calling for the
extension of the study.
In an interview with Eyesonmalaria, Dr.
Olan'g, said researchers are still monitoring
the mosquito population and conducting
laboratory tests from the selected villages in
the two districts of Gem and Rarieda.
He said work is ongoing in Nyamboyo,
Kitambo, Boi, Saradidi, Kawamangaria,
Wambusa, Kawino, Abidha, Ochinya, Got
Anyango Luoro, and Nyore villages on the
prevention and control of the killer disease.
The scientist affirmed that the mosquito
numbers have drastically reduced from the
households in the study.
In their monitoring of some randomly
selected compounds, they find the wall
linings that were put up about a year ago still
intact, an indication of the great care the
users have attached to the initiative.
"We are still doing the wall-lining Bioassay
(a test used to determine the strength or
activity of a drug on a test organism) so as to
determine the efficacy," said Dr Olan'g who
has become popular among the participants.
KEMRI/CDC's head of Malaria Research in

Kisumu's Kisian
station, Dr Simon
Kariuki confirmed
that more work is
expected on the
initiative in view of
the great response
from the participating
villages.
AMMREN-Kenya journalists at an insecticide-treated wall lining trial site

Wambusa is one of the
villages which have
sprung to fame, thanks to the research. The
village receives increasing numbers of
guests daily. The villagers speak with
contentment about the positive impact of the
wall linings, whose introduction stirred a
hornet's nest at the onset.
The pilot project which tests the strengths of
the durable wall linings in selected villages,
will herald a new preventive approach to the
fight against malaria.
The villagers confess that the durable
insecticide treated wall linings, which are
put in the eaves and the interior walls of the
houses, have reduced the mosquito
population in their homes.
Eunice Anyango is an elated beneficiary of
the project who says "This is much easier to
use unlike the spraying method which
requires extra caution to use and handle. We
regret that we almost rejected a life saving
project when the KEMRI/CDC people first
came here. With this initiative the threat of
malaria will be checked.”

"Even in the local Luo dailect there goes a
saying which encourages prevention rather
than cure. We now see clearly that there's
true wisdom in the
saying" beams
Anyango, a mother of
Insecticide-treated
wall linings
four.

not be affordable for the community.
KEMRI/CDC launched the survey to study
the effectiveness of using insecticidetreated wall linings to prevent malaria. This
is a new product that has been developed by
Vestergaad Frandsten as a substitute for
indoor residual spraying (IRS).
!Insecticide-treated bed nets and IRS are
currently the primary interventions used in
curtailing malaria transmission. However,
an IRS programme has challenges:
!
It requires repeat sprayings
!
It thrives on smooth and nonporous wall surfaces
!
Needs costly equipment and
protective gear
!
Complex personnel logistics,
!
Issues of safety and
acceptability
!
and
!
Inadequate cost-effectiveness.

Dr Simon Kariuki, who heads another centre
in the Siaya area of Nyanza province, said
progress on the insecticide-treated wall
linings project and other initiatives is a clear
pointer that Africa is chalking up great
success in its quest to eradicate malaria.

being inspected

Mzee Asman Sawo's
home was used in the
piloting project in
Usoma village. The
homestead has steadily
been receiving guests
from near and far to
learn about the
initiative which they
believe is best placed to
control malaria
especially in rural
places where other
control methods may
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Building on Success

S

ome experts are livid at advocates continuing to give
alarming statistics on malaria in spite of progress being
made in the fight against the disease. Their contention is
that such propaganda is misleading and discouraging to
those fighting the disease and the sponsors.
Whichever way you analyse this, however, you get the feeling
that the advocates may be right in employing hyperboles to
send the message across. For, even if malaria claimed a life a
day in Africa, that is one life too precious to lose.
This, fortunately, is the philosophy of African scientists and
researchers working on the RTS,S vaccine in seven countries
south of the Sahara.
And so, at a scheduled final meeting to reflect on achievements
and bring down the curtain on INDEPTH Network's Malaria
Clinical Trials Alliance ( MCTA) the scientists resolved instead
to amplify their mission through a newly-formed African
Clinical Trials Alliance (ACTA).

By Carlton Cofie – Ghana

the Executive Director of INDEPTH Network, Dr Osman Sankoh
who expressed the hope that standards attained on the MCTA
platform would enable the smaller sites improve their status
and become fully-fledged research centres.
The MCTA Board Chair, Dr Pascoal Mocumbi lamented the
situation where research results and recommendations are
not implemented by governments to improve the lot of the
people.
The former Mozambican Prime Minister said his decision to
chair the board of the Alliance, was simply to turn a perceived
impossibility into a possibility, given the fact that some
observers thought African scientists and researchers cannot
live up to the demands of international standard clinical trials
involving 16,000 children.
Dr Mocumbi's message to the gathering was to maintain the
networking and develop stronger links with partners and
stakeholders.

Thus, MCTA, metamorphosed into an African Clinical Trials
Alliance to build on the success of the African research
network, formed five years ago to boost research into tropical
diseases.
Site leaders reports on the level of progress and the number of
lives impacted by the work of the MCTA was so moving that the
representatives from Burkina Faso, Ghana, Gabon, Kenya
Malawi, Mozambique, Senegal and Tanzania decided such a
good thing ought only to continue.
Using a simple arithmetic, we infer that the 16,000 children
vaccinated with the RTS,S candidate malaria vaccine, in a
strong external family system setting across Africa, add up to
massive numbers of people being affected by the work of the
Alliance.
Even those who did not qualify to participate in the trials,
discerned the benefits enjoyed by the study participants and so
rushed to acquire their own insecticide treated nets.
Communities sprang up with their social facilities in areas like
Kombewa in Kenya purely as a result of clinical trials taking
place there. Lives had been transformed not only for the trial
participants, but also the technicians, researchers, scientists
and administrators working on the projects.
And all this was expected to come to
an end with the abrogation of the
Alliance.
This proved to be too much. Scientists
who are known to be averse to
sentimentalism, were for once very
sentimental about the void that would
result from such a situation.
The achievement in perpetuating the
Alliance was for the obvious reasons
of maintaining the powerful network
that has been created, the quality
infrastructural and human capacity
developed and the integrity of the
centres of excellence in clinical
research that have been established.
Prof Fred Binka,
MCTA Project Manager
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The scene for the 2011 AGM was set by

Researchers, scientists & journalists in a group picture

Reflecting on what has been learnt over the five years, The
Project Manager, Professor Fred Binka, said through the
MCTA's intervention, the continent can now boast of African
scientists leading efforts to eliminate and eradicate malaria
and develop new drugs, vaccines and tools against endemic
diseases in the region within the framework of Health and
Demographic Surveillance Systems (HDSS).
The distinguished epidemiologist had no doubt that MCTA
achieved its objectives to facilitate sufficient near-term
capacity in Africa to conduct good clinical practice trials for
malaria vaccine and drug interventions and to support,
strengthen, mentor and network trial sites to expedite their
progression towards self-sustaining clinical research centres.
Dr Bernhards Ogutu, Senior Clinical Trialist of the MCTA gave
an overview of how the overcrowded, ill-equipped and understaffed research sites were given a phase-lift by the MCTA to
become world-class research entities.
Delivering the keynote address, Professor John Gyapong,
Director of the Research and Development Division of the
Ghana Health Service, challenged African leaders to honour
their promises to support research.
Citing declarations in Abuja, Mexico, Montreal and Accra
where support was pledged for research in Africa, Professor
Gyapong said if all those promises had been fulfilled, there
would be no need to rely on Bill and Melinda Gates Foundation
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to fund research in Africa
.
Professor Gyapong called on researchers and scientists to
harness their upgraded resources to carry out phase IV trials to
improve health care delivery where it is most needed.
MCTA was launched in 2006 through a 4-year 17 million US$
grant from the Bill & Melinda Gates Foundation to carry out the
ongoing phase III RTS,S malaria vaccine trials, involving 16,000
children at 11 sites in seven African countries.
MCTA upgraded 15 centres to carry out phase II & III vaccine
and drug trials, three of them acquiring the capacity for phase
I clinical trials.

for most of the clinical trials.
This capability is critical to quick initiation and execution of
large studies. These centres have now diversified their
research portfolios to include TB, HIV, micronutrients, invasive
bacterial studies, population & disease surveillance.
They have also expanded their scope of research to cover
clinical trials in basic science (immunology, molecular biology,
epidemiology, pharmacology).
The meeting brought together other stakeholders from the
Medicines for Malaria Venture (MMV) and the Noguchi
Memorial Institute for Medical Research.

The greatest achievement of the 5-year endeavour, was the
creation of 15 closely-networked centres using similar SOPs

Dr Kayla Laserson,
INDEPTH's Board Chair

Dr Martha Lemnge,
NIMR Korogwe, Tanzania

Dr Pascoal Mocumbi,
MCTA's Board Chair

Dr Salim Abdulla,
IHI Tanzania

Dr Seth Owusu-Agyei,
KHRC, Ghana

Dr Osman Sankoh,
INDEPTH's Exec. Dir.

Prof Oumar Gaye,
UCAD Senegal

Dr Ayola Akim Adegnika
Albert Schweitzer Hospital, Gabon

Dr Halidou Tinto,
IRSS, Nanoro, B. Faso

Dr Daniel Ansong,
Agogo MVTC, Ghana

Prof Francis Martinson,
UNC Project, Malawi

Dr Eusebio Machete,
CISM, Mozambique

'Kenyan Alliance,' Dr Walter Otieno, Dr Simon Kariuki, Dr Bernhards Ogutu & Dr Patricia Njuguna

There is a mythological bird called 'Phoenix' which is

This Alliance of African clinical trial experts may well be

believed to never bite the dust. It lives for centuries and,

the proverbial 'Phoenix,' because on account of what they

just when you thought it has died at last and got burned,

have done to save millions of lives, their names will always

rises from its ashes and continues life with the usual

live on.

panache.
EYES ON MALARIA
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A life-threatening

experience

with Lariam
By Adeleke Adeyemi- Nigeria

W

hat do you do when a drug meant to protect you
against malaria threatens instead to take your life?
That question will forever remain on the lips of UKbased engineer Martin Fredericks whose choice of
Lariam anti-malaria prophylaxis gave him an unpalatable, lifechanging experience.
Originally from South Africa and presently in Lagos, Nigeria, to
supervise a critical shoreline engineering project, Martin had
set out to take pre-emptive action against the killer tropical
disease that, historically, led to the designation of Africa as “the
white man's grave”.
Before coming to Nigeria, Martin's doctor prescribed Lariam, a
widely-administered anti-malaria prophylaxis for expatriates
and tourists travelling to malaria-endemic regions of the
world.
But following his doctor's order was like having one foot in the
grave. Martin's life has not
remained the same.

Lariam (Mefloquine) is used
to treat and prevent malaria.

“I started using Lariam 14
months ago on the advice of my
General Practitioner, GP, in the UK
when planning to undertake a job
in Nigeria. I used the drug up until
two months ago when I returned
to Nigeria after a three-month
break in the UK. That was when I
started investigating the side
effects of this dreadful drug.”

Right at the beginning of his liaison with Lariam, Martin – like a
character caught in the mind-bending plot of a Ted Dekker
thriller (he's an avid reader) – started having “absolutely vivid
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dreams. They have persisted. It's sometimes not even
discernable where reality ends and the lurid dreams begin or
end.”
“I never realized why or what caused the effects, and so
continued to use the drug, until recently.”
This came about mainly from the efforts of his wife, who
carried out extensive research on Lariam on the Internet. She
found forums with countless testimonies by Lariam survivors.
She suggested he does the same.
Martin soon realized “the extent of the damage to my system
from Lariam toxicity. I wasted no time giving it up completely.”
Lariam is proprietary to pharmaceutical giant Roche USA.
Inquiry on its website returned the following:
“Search for: lariam - No results found. The query failed due to
an unexpected error”.
Later, however, a spokesperson mandated by Roche USA
admitted, sequel to a telephone interview, that patients on
Lariam “have experienced untoward events such as headache,
dizziness and nausea. Psychiatric reactions have been
reported but serious psychiatric reactions are rare.”
One common Lariam delirium effect Martin found out online is
mood swings. “Coming from a family with a history of bi-polar
disorder I had associated this with it, but now realize it's a
direct function of the drug as this particular side effect has
reduced significantly since I discontinued use of the drug,”
Martin declares.
But others have persisted, “like dizziness and vertigo, or
vestibular disorder. In my career, I have had to work on very
high structures, 18- and 20-storey buildings, and have never
had a problem with heights but now find that even looking over
the quay wall [his present project], which is a matter of a couple

AN AMMREN MAGAZINE
of metres, I start feeling dizzy and sense the need to support
myself. Also, sometimes if I turn around too quickly I feel quite
dizzy.”

doxycycline [a substitute] and mefloquine are equally
[available] in preventing malaria, doxycycline is the drug of
choice.”

He has also been in the grip of insomnia, “a huge problem which
I have overcome with the use of alcohol. In fact, all of the
symptoms that I've had have been alleviated by the use of
alcohol.” It turned out to be a Trojan horse “and has now
become my number one problem as I have become dependent
on the stuff to get off to sleep. It is my one goal now to give it up
completely.”

However, Roche maintains that “Lariam remains one of the
drugs of choice for the prevention and treatment of malaria by
leading public health authorities, including the Centers for
Disease Control (CDC) and the World Health Organisation
(WHO).”

There's yet another pesky bit in the mix: anger. “That has also
been a problem. But I have not been able to determine what
level of it is attributable to the drug and what to the frustrations
of my present environment in Lagos. I must admit that there
have been incidents where I have overreacted to some minor
incidents which have been noted by my colleagues. These have
been completely out of character. I feel confident ascribing
them to this drug.”
True to British statesman Ernest Bevin's quintessential quip –
“If you open Pandora's Box you never know what Trojan horses
will jump out” – Lariam users around the world have been
reporting a wide assortment of side effects like seizures, panic
attacks, outright psychosis, suicidal ideation, violent urges,
diarrhea and depression, among others.
Roche is not rattled by resounding reports of the unintended
consequences of its beleaguered, mixed blessing of an
antimalarial, fatefully long relied on by trusty medical
practitioners to help relieve malaria fears and fevers plaguing
patrons and patients.
An email from Roche South Africa spokeswoman, Dorothy
Mwangu, brims with statistics: “Lariam has been used
effectively for treating and preventing malaria by more than 25
million people worldwide over the past 17 years. More than
two million have received Lariam for the treatment of acute
malaria. Data from well-designed studies have shown Lariam
to be safe and well tolerated.”
Generically, Lariam is mefloquine (also available as Mefaquin).
It was developed in the 1970s by the US Army as an equivalent
to quinine (the legendary antimalarial forerunner). They
taught the world to rely on Lariam for the treatment of
chloroquine-resistant falciparum malaria (the deadliest strain
of the disease), until resistance spread to undermine its
efficacy and dependability.
Now that institution has shelved it as a matter of procedure. In
February 2009, Lieutenant-General Eric Schoomaker, US Army
Surgeon-General, issued a directive that states: “In areas where

According to a recently issued “Guidelines on Malaria
Prevention” from the American CDC, “Mefloquine is no longer
the drug of choice to treat malaria (and it is not necessarily the
best drug to prevent 'chloroquine-resistant' malaria).” An
email addressed to the Office of the WHO, Director-General
seeking clarification on Lariam's purported drug-of-choice
status with it went unanswered.
It behooves health regulatory authorities everywhere to
investigate mounting reports of the menace of Lariam. Will
they rein it in urgently enough, with the lasso of
pharmacovigilance? Furthermore, the fact that it has been so
universally thumbed-down in the war on malaria begs the
question: Why do doctors continue to prescribe it?
“I am sure there are other side effects that I still suffer,” Martin
moans. “But as I don't know the whole range of Lariam side
effects, I don't even realize they're attributable to this dreadful
drug.
“It should be removed from the market and its manufacturers
prosecuted,” says Martin, giving indication he has given
thought to tort, defined by Black's Law Dictionary as “[a]
private or civil wrong or injury, including action for bad faith
breach of contract, for which the court will provide a remedy in
the form of an action for damages.”
However, from a study he conducted after he and other British
doctors saw Lariam problems with much greater frequency, Dr.
Paul Clarke, an infectious disease specialist and the medical
director of a large network of travel clinics in Britain, insists: “If
you've taken it in the past and never had a problem with it I, for
one, would be very sorry to see it go, because it's a good drug.”
Dr. Clarke's only concern is that people be better informed. His
stance seems to be supported by the U.S. regulatory Food and
Drug Administration which once issued a statement saying in
effect that Lariam's benefits far outweigh its risks.
Nevertheless, Martin is raring to go for redress over his near
miss with Lariam. His is a simple line of action: “I will most
certainly be confronting my doctor in the UK when I return.”

"Nets don't work so well if, like many displaced
people, you have no bed, and no home ..
(Professor Chris Whitty, aid agency Merlin)
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AMMREN Ghana Co-ordinator Clare Banoeng -Yakubo presenting certificate to
Prof Fred Binka. Looking on is Mrs Charity Binka, AMMREN's Exec. Secretary

Time to pause & Reflect
Clare Banoeng-Yakubo- Ghana

T

he clock had been ticking away without much notice.
But the steady movement of the seconds and minutes
had ushered in the countdown. It was the final day of
work at the offices of the Malaria Clinical Trials
Alliance (MCTA) and each staff including the Project
Manager, Prof. Fred Binka was locked up in his or her office
trying to do what was required to see the MCTA project wind
up.
At exactly 7 am the offices were opened and work had started
in earnest. In Ghana official working hours begin at 8.00 am but
at the MCTA, work begins at 7 am for the Executive Director and
his staff.
The invasion of the premises of the MCTA by AMMREN was for
a purpose; to show gratitude to MCTA for supporting AMMREN
since 2006 and for helping to bring AMMREN to where it is
today. They were also there to find out what next for AMMREN
after the MCTA winds up since the end of MCTA does not mean
an end to the malaria fight. The need to find out what
opportunities were there for AMMREN after MCTA was critical.
Rightly so, when the team had access, the pleasantly surprised
Programme Manager, after listening to the mission of
AMMREN, said the visit was most appropriate and welcoming.
He had apparently been appending his signature to a number
of reports, possibly financial reports. “It seems to be a sad day,
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some people will say, but for us it is a joyous day that we have
been able to drive MCTA to a logical conclusion”, the excited
Executive Director proudly intimated.
Of course and why not, the MCTA had carried out its mandate
through, that is ensuring a strengthened GCP-trial capacity in
Africa which enabled African institutions and scholars to
participate fully in both the development and evaluation of
new and existing tools against malaria. This, MCTA did,
through the strengthening of 16 research centres in 10 African
countries to be able to conduct large studies, training,
networking and mentoring programmes.
It also offered technical assistance, infrastructural
development and the provision of state of the art equipment
and ultra modern digital X-ray machines for both hospitals and
research laboratories. This enabled the centres to expand their
research and to produce quality results to meet international
standards.
MCTA also brought together teams for quality data entry and
processing and helped to solve perennial water and power
outages of some of the centres. At the end of its 5-year term, the
achievements are there for all to see.
The collaboration between MCTA and AMMREN was indeed
mutually-beneficial as MCTA made it possible for AMMREN to
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Prof Binka interactiong with AMMREN members after the presentation

visit and interact with research scientists at the centres to
understand some of the work and research findings which they
articulated perfectly to communities and policy makers. This
was the basis of AMMREN's visit to the MCTA to show its
appreciation.
All said and done, MCTA no longer exists but the scientists are
committed to building on its achievements. Looking to the
future, there are still opportunities to do some more work.
“MCTA has changed its name to the African Clinical Trials
Alliance (ACTA) to consolidate the achievements of the last 5
years”, Prof. Binka said.

With the MCTA's support to research centres, phases 2 and 3
malaria clinical trials have been ran in most of the centres on
the GSK produced malaria vaccine candidate, RTSS. The safety
of the RTSS malaria candidate was established in the phase 2
trials.
Currently the centres are running the phase 3 trials to
determine the efficacy of the vaccine candidate. Results are
expected by the end of this year. “In anticipation for the
vaccine, it is likely that GSK will set up a phase 4 study as a
follow up to the vaccine, Prof. Binka hinted. “We anticipated
this”, he quickly added. But if it happens, our portfolio will get
bigger”, he concluded.

Some provision has so far been made to support ACTA with
some funds in the first year, to get their acts together. In the
Professor's view, ACTA will be a formidable force if the team of
scientists and researchers work together, because on the
continent of Africa, they have the best facilities.

Prof. Binka assured AMMREN that “The role of the media in
this part of the study will be much bigger than even under the
MCTA.”

With the end of MCTA, the Professor will now turn his attention
to the INDEPTH Effectiveness and Safety project (INESS)
which seeks to investigate the effectiveness and safety of anti
malarials in real life situation.

He said his philosophy has always been that scientists are the
worse communicators and called for a strong partnership
between scientists and AMMREN to create the interface where
information from the scientists is passed on to the public
through AMMREN since whatever the scientists do affect the
population.

“I was not hoping to run the INESS project but it has been
entrusted to me in a way,” he said. He takes over from Dr.
Hassan Mshinda who has been given a national assignment as
the Director General of the Commission for Science and
Technology for Tanzania. “This is going to be another
challenge”, he noted.

This would enable the scientists to stick to what they know
how to do best. AMMREN is therefore keeping its “legs” and
“fingers” crossed to take advantage of this opportunity to also
do what it knows how to do best, so that the fight against
malaria can be taken to the next level.
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THE

MalariaDIARY:
A STORY OF THE PAST AND THE PRESENT
By Rebecca Kwei, Ghana

H

aving written a “few stories” on malaria over the years
I have witnessed the strides made in the fight against
malaria and cannot help reviewing my notes to track
the success story and its relevance to the 2011 World Malaria
Day theme , “Achieving Progress and Impact.” The Roll Back
Malaria partnership chose the theme to highlight the progress
made to eliminate malaria and make the lives of every man,
woman and child count”.
The Malaria storyThe malaria story starts from 1955 on a 15year campaign costing more than one-third of the World Health
Organisation's (WHO) total expenditure. It was under a
universal effort known as the Global Malaria Eradication
Programme (GMEP). Acting on the realization that spraying
homes with DDT was a cheap and effective way of controlling
malaria, the WHO resolved at the time to eradicate malaria
completely.
The DDT campaign led to the elimination of malaria from most
developed countries and some sub-tropical developing
countries in Latin America, parts of Asia and Europe, including
parts of former the Soviet Union.
Prof Don de Savigny
I recall an
interview with
Prof Don de
Savigny of the
Swiss Tropical
Institute on what
we termed the
“malaria story”.
Prof de Savigny
said the global
effort to tackle
malaria had the
backing of
political leaders
who pumped
billions of dollars
into the project.
Every country
issued malaria
Prof Don de Savigny
eradication
postage stamps to
support the world-wide campaign under the theme “The World
United Against Malaria.”

The US government issued initial 100 million postage stamps
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to raise funds for
the world-wide
drive against
malaria and
between 1958 1960, contributed
over 140 million
dollars to the
malaria eradication
campaign.

A malaria postage stamp

When in the early 1970s it was realized that malaria eradication
from Africa was impossible with the existing tools the effort
was abandoned. As Prof de Savigny puts it, “malaria fell off the
political and development agenda” of the WHO.
Thus, Africa was excluded from the GMEP until more effective
and economical methods could be found to eradicate malaria in
such settings.Malaria was put back on the international health
agenda in the late 1980s when it became clear that the
increasing cases of malaria deaths could no longer be ignored.
Current tools for the final “war”
With the renewed interest in malaria came efforts over the past
decade to develop several malaria interventions, although they
remain unavailable in many places.
Conferences held in the late 80s and 90s to refocus attention on
malaria led to the renewal of interest in the disease, culminating
in the birth of a new technology in 1996 - the Insecticide
Treated Nets (ITNs).
Long Lasting Insecticidal Net (LLIN)
The Long Lasting Insecticidal Net (LLIN) is an improvement
on the normal Insecticide Treated Nets (ITNs), which needed to
be re-treated regularly. The LLINs are designed to repel,
disable, or kill malaria-bearing mosquitoes and are effective
without re-treatment for about 4 years.
Prevention, they say, is better than cure and sleeping under
mosquito nets prevents mosquito bites. The nets have been
known to reduce mortality in children under five by about 20
per cent and malarial illnesses among children under five and
pregnant women by up to 50 per cent. Sadly, most people are
reluctant to sleep under the net due to the hot African weather.
In Ghana for example, although many people know about bed
nets, its usage is low.
It is important that any fever presented at the hospital be
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Malaria Vaccine
A vaccine is an essential tool in stopping
malaria because malaria routinely
develops resistance to drugs. Mosquitoes
routinely develop resistance to
insecticides. A malaria vaccine will
provide the all-important prevention to the
disease and also close the gap left by other
interventions.
In October this year the first results of the
RTS,S candidate vaccine against malaria
will be released.
RTS,S is the first malaria vaccine to reach
phase III clinical trials. About 16,000
children in two age groups – six to 10
weeks and five to 17 months were selected
from seven African countries namely
Ghana, Burkina Faso, Gabon, Kenya,
Malawi, Mozambique and Tanzania to
take part in the 3-year trial. The vaccine
could be available for targeted use as early
as 2013 among young children aged 5 to 17
months.

Local Ghanaian drama to encourage the use of bed nets

confirmed through microscopy or the rapid diagnostic test
(RDT) to be malaria. RDTs assist in the diagnosis of malaria by
detecting evidence of malaria parasites in human blood. They
are best deployed at levels of care where microscopy is not
available due to the lack of laboratory facilities, power source
and/or skilled personnel.

Intermittent Preventive Treatment (IPT)
Intermittent Preventive Treatment (IPT) in pregnancy provides
ante-natal malaria treatment to pregnant women, who are
particularly vulnerable to the disease. A total of 33 out of 43
endemic countries in the African Region have adopted
intermittent preventive treatment for pregnant women (IPTp) as
national policy.
Intermittent Preventive Treatment of malaria in infants
(IPTi)
IPTi is the administration of an antimalarial drug at the time of
childhood vaccinations in the first year of life and delivered
alongside the WHO's Expanded Programme for Immunisation
(EPI). WHO is considering recommending IPTi for children
under-five in high-risk areas.

Rapid Diagnostic Test kit

Advantages of RDTs
!
They are rapid and relatively easier to perform, thus
enabling the use of confirmatory diagnosis in poor
and peripheral health facilities and the community.
!
Result is available within a short time
!
None-requirement of high skills, laboratory
sophistication, electricity etc
!
Can fill diagnostic gaps at health facilities where
microscopy is not available.

Hope for the future
If the renewed interest in malaria is sustained, Africa may not
have to wait too long for a solution to the malaria menace. From
all indications, these are exciting times for Africa. 2011 has seen
a renewal of global commitment for Universal Access to
essential malaria interventions. There is the need however to
take the campaign further through national budgetary support
for research driven by African scientists to guide evidencebased policies for malaria control.

Affordable Medicines Facility-Malaria (AMFm)
Perhaps the latest progress recorded in the fight against malaria
is the launch of the AMFm, an initiative to ensure that people
suffering from malaria have access to inexpensive, effective
anti-malaria treatment in the form of Artemisinin-based
Combination Therapy (ACT).
ACTs were too costly for many people but under the AMFm it is
now going for the affordable price of $1.00. It is available in
most health facilities and is expected to discourage people from
using chloroquine and other monotherapies which are no longer
effective treatment for malaria.

ACT drug
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CHAMPIONS TO END MALARIA

A

unique photo exhibition dubbed 'Champions to End
Malaria' has been held at the UN to highlight the
progress made by key personalities and the global
community in the quest to end malaria deaths in Africa.
The 4-week exhibition which commenced on World Malaria
Day 25th April, 2011 in the lobby of the UN was to illustrate
that it is possible to get everyone (from CEOs to youth,
health-care workers to athletes) to work with their
communities to bring an end to malaria deaths.

1

The exhibition sponsored by the ExxonMobil Foundation was
organized by the UN Foundation's NOTHING BUT NETS
CAMPAIGN, together with the ROLL BACK MALARIA
PARTNERSHIP,
Champions to End Malaria showcases malaria control efforts
in Africa, along with portraits of champions who have
leveraged their skills, talent and platform to raise awareness
and resources to save lives from this deadly disease.
While highlighting the global community's progress in this
fight, it will also illustrate the need for maintained momentum
and commitment to sustain the gains and reach the target of
near- zero malaria deaths by 2015, a goal set by the
Secretary-General in 2008.
The exhibition aimed to accomplish this by artistically
presenting two forms of photographs:
Images from Africa and the Portraits of Champions.
The images from Africa formed the main exhibition,
illustrating the families and communities most directly
impacted by malaria.
The portraits of champions represent the combined power of
various institutions and diverse demographics to address a
global issue. Each image built on the next to illustrate that
tackling a global issue, requires a committed global
response.

2

Some images from the

CHAMPIONS TO END

MALARIA

EXHIBITION

The United Nations Foundation and The Roll Back Malaria
Partnership have been working with several artists to capture
a wide range of images for this exhibit.
Renowned photographers like Daniel Fernando Cima, and
Platon, have captured images of champions in the global
effort to end malaria deaths. These portraits complement the
contextual images developed by Daniel Cima, Bonnie
Gillespie, Ron Haviv, and Maggie Hallahan.
3

28

EYES ON MALARIA

AN AMMREN MAGAZINE

4

6

5

8

1.

Safe place. Malaria-carrying mosquitoes generally bite between 10:00 p.m. and 4:00 a.m.
Bed nets prevent malaria by creating protective barriers against mosquitoes when the vast
majority of transmissions occur. By Daniel Cima

2.

2015. As one of the Millennium Development Goals, nations around the world have pledged
to end malaria deaths by 2015. by Daniel Cima

3.

One child is too many. In fact, malaria causes more than 200 million illnesses each year and
kills 800,000, mostly children under the age of five. By Daniel Cima

4.

45 seconds. A child dies every 45 seconds from malaria, which is transmitted by a single
mosquito bite. By Daniel Cima

5.

Moving forward. In an effort to stimulate local African economies, manufacturers have
begun efforts to bring the net business to the areas that need them most. By Daniel Cima

6.

9

Walls of prevention. Indoor Residual Spraying (IRS), a proven and highly effective malaria
control measure, involves the coordinated, timely spraying of the interior walls of homes
with insecticides. Sprayed houses are protected for about 4 to 10 months. By Bonnie
Gillepsie

7

7.

Accessing treatment. Artemisinin-based combination therapies (ACTs) are the most
effective drugs currently available for treating malaria. ACTs and other drugs can be used by
pregnant women to prevent malaria-related low birth weight, this accounts for nearly
100,000 infant deaths annually in Africa.

8.

Rapid response. Malaria mortality and transmission can be reduced if prompt diagnosis and
adequate treatment is available. Rapid diagnostic tests (RDTs) offer the potential to provide
accurate and timely diagnosis to everyone at risk. Rapid diagnostic test By Ron Haviv

9.

A community of volunteers. Through the combined power of institutions, individuals, and
the communities they represent, more people are receiving prevention and treatment tools
than ever before. By Daniel Cima

10.

Knowledge is power. Estimates from Africa suggest that 20–50 percent of school-age
children experience clinical malaria attacks in a given year. Malaria prevention keeps
children in school, furthering their development. By Maggie Hallahan

11.

Raising Africa's voice. World-renowned South African musician Yvonne Chaka Chaka lends
her voice, and well-known personality to draw global attention to the impact that malaria has
on children and families in Africa as Goodwill Ambassador for Roll Back Malaria
Partnership and UNICEF.

10
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Madam Ogunni is very
popular among drivers
and roadside
mechanics who gladly
patronize her items on
display – Kola nut or
bitter cola.
The attractive nature
of the kola nut and
bitter cola stashed in a
basket nicely placed on
her head and their
affordable price of ten
for $1.50 makes it a
desirable cheap snack
for refreshment.

BITTER KOLA:

Antidote to Malaria at no cost?

Consumption of kola nut and bitter cola in the African
community dates back to pre-historic times. In fact, it is the
custom of the Ibos from Nigeria to present kola nut to visitors
as a way of welcoming them. Their neighbours in Yoruba also
see it as essential requirements for a marriage ceremony.
Consumption or serving of bitter kola is
however not restricted to ceremonial
events or as snack. Its medicinal uses for
malaria make it the relish of many
people in Ile Ife, the cradle of the
Yorubas.
“I started eating bitter kola when
researchers working in Ile Ife told me
Kola nuts
that it is good in preventing malaria. I
always insist on my office assistant
buying me some whenever he goes to the
Oje fruit market in Ibadan” says Professor Juwon Arotiba
Professor at the College of Medicine, University of Ibadan &
University College Hospital, Ibadan, Nigeria.

Bitter kola is a medium-sized forest tree
found throughout West and Central
Africa. The seed, also known as “false
kola” is eaten as refreshment in Nigeria
as a cure for general aches in the head,
back, etc., and also as a de-wormer. Igbo
medicine men prescribe the fruit for
Bitter kola
arthritic conditions.
Mastication of bitter kola relieves
coughs, hoarseness, bronchial and throat troubles. It is said to
be a remedy for dysentery, osteoarthritis, antidote against
poisoning and considered aphrodisiac.
Considerable experimental evidence has been adduced to
support its chemical constituents against several ailments in
the community, including malaria.
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“ We e x t ra c t e d i t s
chemical constituents,
which is called
Kolaviron and when it
was tested on malaria
parasite, we found it
had significant antimalarial activity,” says
Professor Olusegun
A d e m o w o ,
a
re s e a rc h e r a t t h e
Institute for Advanced
Medical Research and
Training, College of
Medicine, University of
Ibadan, South West of
Nigeria.

“What we are now trying to find out is the right dosage of its
extract that would be required in treating malaria. Also, we are
looking at what other effects its use will have on the human
cells. But at the moment it is in the preliminary stage.”
No doubt, traditional healers had been prescribing bitter kola
for the treatment of malaria. Researchers, who reported that
bitter kola had anti-malaria effect in the 2010 issue of Journal
of Medicinal Plants Research, from a survey of plants used by
traditional healers in the Democratic Republic of Congo
attributed this to its quinones content.
In 1999, a group of researchers in Kinshasa, Congo, attested to
why people should consider feeding more on bitter kola to
ward of malaria. Under laboratory conditions, they found that
extracts from bark, stem and seed of bitter kola tree inhibit the
growth of malaria parasite (Plasmodium falciparum) by at
least 60% at a low concentration of 6 mg/ml.
Interestingly, Nigerian researchers have also developed herbal
cures for malaria that can take care of resistant strains from a
cocktail from local plants that include bitter kola.
A typical cocktail developed by a plant taxonomist at the
University of Nigeria, Nsukka (UNN) and Ebonyi State
University, South- east of Nigeria, Professor Jonathan Okafor,
consists of Morinda lucida (commonly called local cinchona or
Brimstone tree.), Nauclea latifolia, lemon grass, male pawpaw
leaves, Moringa oleifera (drumstick tree), mango bark, bitter
kola and guava leaves and bark.
74 year-old Okafor claimed that he has successfully used the
concoction for the last 25 years to treat malaria and hopes to
start producing it in commercial quantities.
So when another Madam Ogunni passes you by remember, to
patronize her because eating bitter kola is medicinal and can
save you from the deleterious effects of malaria.

About AMMREN

A

frican Media and Malaria Research Network
(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.

Build and strengthen the capacity of African journalists
to report effectively on malaria.
PRIORITY AREAS
1. Information sharing
To disseminate accurate information on malaria
control initiatives in Africa.

Nineteen print and electronic media journalists from
nine African countries formed the network out of a
media-training workshop on Reporting on Malaria
Research in Africa held in Accra-Ghana in 2006, with
sponsorship from the Malaria Clinical Trials Alliance
(MCTA).

2. Partnership/Collaboration/Networking

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

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.

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.

To promote sharing of research findings between
scientists and journalists

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.
3. ADVOCACY
Monitoring the implementation of malaria policies in
Africa
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.
4. Training and Capacity Building
Train African journalists to report effectively on malaria
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