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1 Background to Meeting

The recent external evaluation of the RBM partnership made key recommendations for improving effectiveness in malaria control, including the introduction of sub-regional co-ordination teams, with Unicef playing a significant role.  These changes will have direct consequences for Unicef’s role and responsibilities within RBM. It is necessary to review the new structure and future direction of RBM, so that Unicef’s comparative advantage is maximised. Within this context, a malaria strategy for the region will be developed.

2 Purpose of Meeting

The purpose of this Malaria Working Group (MWG) meeting is to define the Unicef ESARO role within the RBM partnership in the implementation phase, in particular the mechanisms for regional and sub-regional co-ordination and methods for providing effective co-ordinated country support in areas of comparative advantage. 

3 Specific Objectives

1. To provide an update on RBM evaluation and recommendations for re-structuring of the partnership and future direction.

2. To agree and make recommendations on: Unicef ESARO roles and responsibilities within RBM; Mechanisms for sub-regional and regional co-ordination; Country level support and identification of priority countries.

3. To agree on implementation framework and ESARO malaria strategy 

4 Summary of Meeting

4.1 Key Recommendations and Action Points

RBM

1. Unicef strongly supports the formation of Inter-agency RBM country support teams. Unicef is willing to host teams within its Regional Offices in Nairobi (ESARO) and Abidjan (WCARO). 

2. Unicef ESARO to share draft Terms of Reference and desired skills base for Inter-country Interagency RBM teams with partners by end of September 2002. By the end of October 2002 a series of follow-up meetings and dialogue between WHO, AFRO, Unicef and other RBM partners will be held in order to reach consensus on the function and structure of the proposed inter-country teams and also country level co-ordination mechanisms. Terms of Reference for the intercountry interagency teams to be finalised by the end of October 2002.

3. The recent external evaluation of the RBM partnership suggested, amongst other things, the adoption of a ‘focus countries’ approach to implementation to ensure demonstrable success in achieving global targets for malaria control (Millennium Development Goals, Abuja Summit targets, etc). Unicef does not accept the use of the term ‘focus countries’ as this implies exclusion and labelling countries as successes or failures, which does not 
sit well within a Human Rights Approach to Programming, as adopted by Unicef ESARO. All malaria endemic countries, not just ‘focus’ countries, require support to reach the RBM targets. It is recognised that the type and level of support to countries will, however, depend upon the existing circumstances within an individual country (e.g. availability of GFATM funds, policy environment, malaria endemicity). It was also accepted, however, that there is a need to demonstrate real success for RBM, in at least some countries, in order to ensure long-term donor support for RBM

ITNs

4. Unicef, working in partnership at country level, will support national scale provision of affordable ITNs to vulnerable groups (pregnant women and children under five) in accordance with country strategic plans. This may include the provision of highly subsidised or free nets depending upon the country situation. 
5. Clarification of Unicef’s policy towards ‘public-private partnership’, particularly with regard to procurement best practices, is urgently required from NY HQ and Supply Division. The potential danger of creating monopolies for the supply of goods, including ITNs, should be avoided.

6. Unicef is to continue its policy of purchasing currently available LLITN technologies and should not wait for all technological issues to be resolved first. RBM to advocate aggressively for LLITNs, including development and testing of new technologies. Page: 2
However, quantities of LLITNs will not be sufficient in the short term and UNICEF must scale up the procurement and distribution of ITNs immediately. Therefore UNICEF will need to continue to procure ‘conventional’ ITNs, which require regular retreatment, and strategies for regular retreatment of ITNs will need to be developed.

7. Given that the only WHOPES-approved LLITN currently available on the market (Olyset) has a maximum production capacity of only 100,000 per annum, it is recommended that high-level negotiation by RBM and Unicef with the manufacturer, Sumitomo Corporation, is required to increase production and bring down prices.

Resources

8. Additional resources are required by Unicef offices in order to support the expected increase in malaria control activities, including for country level support to GFATM proposal development and implementation of successful proposals. 

9. Unicef Country Offices should use strategic programming of regular resources (RR) to demonstrate organizational commitment to malaria and facilitate fund raising from external sources

10. The GFATM should not be seen as the sole source of funding for malaria control in the region. Donors should be encouraged to continue to fund OR in order to support activities in countries unable to obtain funds from GFATM

General

11. The UNICEF Framework for Malaria Implementation in Africa, and accompanying technical guidance notes, will be finalised and circulated by NYHQ for comments by the end of September 2002.

12. The Unicef ESARO malaria strategy will be finalised and circulated by the Malaria Working Group to partners for comments by end September 2002

13. All Unicef Country Offices to carry out a capacity analysis for malaria and produce plans of action in time for the next RMT in November 2002

14. Unicef ESARO Communication programme to work with RBM Communication and Advocacy Unit to develop an RBM communication strategy and tools (by December 2002). This includes social change communication.

15. Specific indicators relevant to the HRAP for malaria control (including participatory methodologies for their collection at community level) need to be developed at HQ and Regional levels

16. There is a need for Improved dissemination and communication of Unicef’s work as an RBM partner to donors, governments, etc

4.2 Day One – RBM Structure and Co-ordination Mechanisms

4.2.1 Opening remarks

The meeting was opened by Nicholas Alipui, UNICEF Country Representative, Kenya and Chair of the ESARO Malaria Working Group.

Kent Campbell, Unicef Senior Advisor for RBM as chair of the first session welcomed participants and commented that while malaria was indeed a complicated disease, Unicef and RBM should not shy away from complex issues. He also stressed that Unicef had a key role to play in the RBM movement in Africa and now was the time to begin to achieve tangible results in reducing the burden of this disease.

Urban Jonsson, Regional Director, UNICEF ESARO then proceeded to welcome participants and discuss some of the key overarching principles that govern the work of UNICEF. All those involved in development have agreed to a core set of priorities, as laid down in the Millennium Development Goals (MDGs) and further supported by those outlined during the UN Special Session on Children (A World Fit for Children). The work of Unicef as an organization is governed by the priorities and strategies set out in its current Medium Term Strategic Plan 2002-2005 (MTSP). At a regional level, in 1999 ESARO identified three top priorities – malaria, emergencies and HIV/AIDS. All country programmes within the region have succeeded in re-focussing their strategies and activities towards HIV/AIDS prevention and control, with the result that less attention has been devoted to malaria. The reason for this meeting is largely to redress the balance and bring the focus round to malaria, whilst continuing to prioritise HIV/AIDS.

The Regional Director noted that he was frustrated to see that malaria was still the biggest killer of young children in Africa, even in the absence of many of the complex issues that are associated with HIV/AIDS, such as discrimination and high cost of treatment. The solution to the malaria problem lies where the problem is most keenly felt – at community level and so Unicef is advocating an approach which develops community capacity to recognise problems, analyse and assess those problems and then act to address them (the Triple-A process). Capacity at all levels incorporates the following five components: Concept of felt responsibility; Authority to respond or act; Control over resources; Learning by doing (through Triple-A); Communication.

A Human Rights Approach to Programming (HRAP) is being adopted within country programmes. Human Rights is about relationships between individuals and groups of individuals. Children have rights, they are claim holders. As a corollary of this, there exist duties or responsibilities such that rights and duties are interwoven. The process of implementing HRAP requires that for each issue, rights, duties and duty bearers need to be identified, followed by an assessment of existing capacity of those duty bearers. A failure to meet a duty is often due to a lack of capacity on the part of the duty bearer and such capacity gaps are identified through capacity analysis and then addressed.

4.2.2 Presentation: RBM – Evolution, Evaluation, Future. D. Alnwick, RBM

David Alnwick reviewed the history of RBM followed by a summary of the results of recent internal and external evaluations. The evaluations concluded that RBM had been successful in creating a ‘can do’ attitude towards malaria, and had served to increase political commitment and financial resources for malaria. The major conclusion drawn from the evaluations was that RBM should continue, but should be re-structured to include an independent secretariat and governing body at global level, as well as intercountry interagency co-ordination teams to strengthen country level support. Unicef’s role in the RBM partnership was seen to be primarily one of community level action to promote ITNs and strengthen malaria prevention and control through C-IMCI.

The need to produce demonstrable results in rolling back malaria has led to the concept of ‘focus countries’ which would receive enhanced support towards achieving the Abuja Declaration targets.

4.2.3 Presentation: The RBM Partnership - UNICEF’s Role in the Way Forward.          Y. Bergevin, Unicef NY

Yves Bergevin opened his presentation with a review of the importance of malaria within the ESA Region, followed by suggestions for Unicef’s role within RBM in the light of the external evaluation. The challenge for Unicef is the need to use its comparative advantages, particularly in terms of field presence and experience, to increase coverage of effective and cost-effective malaria interventions. From a programmatic point of view, Unicef’s contribution would be based on strategies contained within its MTSP, which advocates “Partnerships for Shared Success”. Malaria programming would be centred within the MTSP priority of Integrated Early Childhood Development (IECD) and would address the major factors for positive outcomes in child survival, growth and development: namely quality of care (at family and health facility levels), access to quality services and commodities and the community, policy and resource environments. Strengthening Unicef’s African regional offices was considered a vital step.

4.2.4 Presentation: Malaria Control in ESAR – Current Status, including GFATM. N. Alipui, Unicef, Kenya  

Nick Alipui presented the results of a preliminary situation analysis of malaria control in ESAR conducted through a questionnaire sent to country offices. Unicef’s funding allocation specifically for malaria in 2002 is US$ 10.6 M, an increase of more than US$ 3 M over 2001. The majority (85%) of this funding is concentrated in six countries. RR is an important source of malaria funding, although six countries have attracted additional funding from bilaterals including DfID and USAID. Implementation of malaria programming is primarily through IMCI and comprises ITNs, CCD and social change communication and treatment as close to the home as possible.

The second half of the presentation focussed on the GFATM process and the results of the first funding round. Within ESAR Tanzania (and Zanzibar), Zambia and Zimbabwe were successful in obtaining malaria funding totalling US$ 38.0 M. The process and timeframe for GFATM proposals was then outlined, followed by a consideration of Unicef’s role in the GFATM process.

4.2.5 Introduction to Group Work. N. Alipui, Unicef Kenya   

Nick Alipui then introduced the proposed methodology, purpose and outcomes of the group work sessions on country and sub-regional co-ordination mechanisms, structures and functions. Participants were allocated to three groups, two to examine country level co-ordination and one to consider sub-regional level isssues.

4.2.6 Presentation: Group work plenary session

Country level co-ordination

The purpose of country level co-ordination was defined as: to harmonise technical advice and support, to co-ordinate synergistic implementation of activities in partnership and to achieve programmatic coherence, through development of national strategy, implementation plans at national and sub-national levels, etc.

Function at country level
Unicef’s potential role

Advocacy/communication


Social change communication, particularly at community level

Policy and Planning


Advocacy for policy development

District level planning

Capacity Development
Community Capacity Development

Monitoring & Evaluation including Situation Analysis
Community based monitoring

MICs

Appropriate tools and interventions
Supply and procurement

Resource mobilisation
Funds leverage, including strategic use of RR

Research


Operational Research especially at community level

The following structure of country level co-ordination mechanisms was suggested by the groups. It was emphasised that countries should identify the fora through which co-ordination should take place, using existing co-ordination bodies where possible to avoid unnecessary duplication: 

· High level co-ordination body e.g. Steering Committee, ICC, CCM

· Technical task-force/working group to act as secretariat

· Focal point (Country Champion/CPA)  who should have authority, independence and political access

Countries defined the following potential areas for sub-regional support 

· technical (policy and planning)

· capacity building

· Procurement and Supply

· Communication

· Co-ordination of country visits - interagency, proactive

Intercountry Co-ordination

Due to the differing definitions of regions and sub-regions between organisations, it was decided to adopt the phrase of ‘intercountry interagency teams’. The role of these teams was defined as follows:

1. RBM support to ensure Country-focused products (Baseline Situation Analysis; Strategic Planning; Monitoring/Evaluation)

2. Provide an interagency source of high quality and timely support, including monitoring and evaluation, to countries 

3. Capacity development 

4. Demand forecasting/logistical co-ordination

5. Networking/leveraging of support

6. Good country co-ordination

7. Advocacy, potentially through country Champions (national or international)

8. Partnership development and co-ordination of approaches among partners
9. Resource allocation/Fund raising

The members of the intercountry teams will require some of the following skills areas: Management; Capacity development; Partnerships; Communications; Policy development; Financial skills; Health systems; Monitoring and evaluation; General malaria knowledge. 

It was recommended by the group that the Interagency Intercountry Teams should comprise representatives from WHO, Unicef and other partners playing a lead role in malaria in the region. Teams should be located in the existing sites – Abidjan (WCARO), Harare (AFRO), and Nairobi (UNICEF). The Harare team should be strengthened by secondment of Unicef staff, whilst the Nairobi team should receive WHO staff. A suggestion for a fourth location, within Central Africa was made. It was envisaged that teams would maintain their existing reporting framework within agencies but ensure that effective and flexible annual work-plans are drawn up, regular (semi-annual) meetings held, regional level resources allocated for travel, etc. and there is mobilization of regional human/organizational resources.

It was stressed that the intercountry, interagency teams do not represent an additional level of bureaucracy, rather they represent a more co-ordinated and rational use of existing resources.

The use of a focus country approach was again questioned, whilst appreciating that practical considerations prevent the same level of implementation and support in every country. A different terminology is required. It was suggested that countries could usefully be categorised on a number of criteria that would define the levels of support required (e.g. GFATM funding, existence of 5 year strategic plan, endemicity). The importance of demonstrating success in RBM is vital. 

4.2.7 Presentation: Strategic Interface of the malaria strategy with IECD/IMCI.               I. Ndombi, Unicef Tanzania.

The Tanzanian experience of implementing malaria control through an I-ECD/C-IMCI framework was presented by Isiye Ndombi. An initial situation analysis described the importance of malaria in Tanzania, particularly the high proportion of illness and death that occur within the home, without prior contact with formal health facilities. Tanzania has adopted the following strategy:

· Expanded ITN coverage for pregnant women and under-fives;

· Intermittent presumptive treatment for pregnant women (and under-fives?!); 

· Effective malaria case management (early recognition, appropriate care-seeking practices, access to effective drugs, compliance and adequate capacity for referral )

· Prevention, preparedness and containment of epidemics

Expansion of ITN coverage is to be achieved through a GFATM-funded voucher scheme, whereby all pregnant women attending health facilities receive a voucher, which can be exchanged for a net through commercial outlets. Vouchers will be redeemed by retailers through the normal banking network.

Use of a life-cycle approach to programming has led to development of programmatic linkages, convergence and synergy in programming and is already showing results, for example in the reduction of LBW.

4.2.8 Presentation: Strengthening partnerships for malaria control. S. Meek, Malaria Consortium, UK

Sylvia Meek reviewed the types of partnership that exist and their added value (and potential disadvantages) for malaria control activities. She then presented some results from country consultations on the subject of partnership. Successes have been achieved through partnership in the areas of high-level political advocacy and consensus building around national and intercountry policies and strategies. It was noted, however, that the key principle of RBM partners buying into an agreed country plan was not always respected and there is scope for improvements in communication between partners. The need for adequate funding and other resources to ensure effective partnerships was stressed.

4.3 Day Two – Technical Issues and Strategy Development

The second day of the meeting commenced with a presentation of the conclusions and recommendations from Day One, followed by further discussion. Final action points and recommendations of the meeting are included at section 4.4 below.

4.3.1 Presentation: UNICEF Framework for Malaria Program Implementation in Africa. C.C. Campbell, Unicef NY.

Kent Campbell stressed that the presented framework was only a draft, that it was not prescriptive and that programming options within the framework were multiple and varied, depending on country level circumstances. The framework centres on three key interventions, namely ITNs, malaria case management and Intermittent Preventive Therapy (IPT), to be implemented through the MTSP priorities and suggested approaches, including 'Partnership for Shared Success’. Within the organizational priority of I-ECD it was suggested that three ‘programme partnerships’ could be used: a partnership for improved antenatal care, a partnership for strengthening child health services and a partnership for CCD. The importance of building on Unicef’s comparative advantage and commitment to improving the situation of women and children are vital to achieving success.

4.3.2 Presentation: Regional Malaria Control Strategy ESARO. N. Alipui, Unicef Kenya

Nick Alipui presented the draft malaria control strategy for ESARO and invited comments and suggestions. The draft strategy framework stressed the importance of approaching malaria within a human rights framework in order to understand the underlying causes and commence a process of social change. Malaria programming will largely be implemented through the MTSP priority of I-ECD, particularly the C-IMCI component and will comprise three main tools: provision of ITNs to children under the age of five years and pregnant women, malaria case management, including prompt access to effective antimalarial drugs and IPT for pregnant women. Specific roles for Unicef at the country level include: CCD to allow individuals and communities to make informed choices regarding malaria prevention and treatment, provision of ITNs to pregnant women and young children through locally-appropriate mechanisms, advocacy for inclusion of IPT for pregnant women in national policies, support to delivery of IPT through ANC services, future inclusion of IPT for infants in routine EPI.

4.3.3 Presentation: Programme Partnerships for Child Health. M. Young, Unicef NY

Mark Young of Unicef NY presented on the potential for Unicef involvement in partnerships for strengthening child health services, particularly through the implementation of home and community malaria case management, ITNs and the possible future delivery of IPT to infants through routine EPI. Community or Home case management of malaria has been shown to significantly reduce child deaths and severe disease in a number of African countries and can be relatively easily programmed into CCD and C-IMCI. Promising results have been obtained from studies in Tanzania of IPT for infants through routine EPI. Given Unicef’s considerable expertise and experience in EPI, this approach could realise substantial gains in improving child survival and development.

4.3.4 Presentation: Malaria and Pregnancy - A Role for UNICEF. C.K. Campbell, Unicef NY & K. Bizuneh, Unicef Malawi

Kent Campbell introduced the subject of malaria in pregnancy, and was followed by a presentation from Ketema Bizuneh who reviewed the situation regarding malaria in pregnancy in the region. Prevention and control of malaria in pregnancy could be tackled through early diagnosis and treatment, ITNs, iron supplementation and IPT. It was noted that IPT is not an accepted component of national policy in several countries in ESAR. The generally high use of ANC services by pregnant women in countries in the region is an opportunity to take effective interventions to scale. 

4.3.5 Presentation:  Scaling up ITN programmes in Africa: A Strategic Framework for Co-ordinated National Action. M. Renshaw, Unicef ESARO

Melanie Renshaw presented the Strategic Framework for ITNs, developed by the RBM Technical Support Network (TSN). The document is a consensus view and is intended for use by country level RBM partnerships in the development and co-ordination of national ITN programmes and to guide donors of ITN programmes. There is a need to balance sustainability and equity in provision of ITNs and this is agreed as requiring both public and private sector involvement. It was noted that significant demand exists for nets in most cases, although demand for insecticide-treatment is much lower. A suggested framework for scaling-up ITNs at national level was presented, which outlines the roles and responsibilities of the major partner groupings, namely the public and private sectors and non-governmental organisations. It is suggested that the role of the public sector in provision of nets will diminish over time as the commercial sector develops, however there will always be a requirement for sustained equity provision in the form of free or subsidised nets to vulnerable groups. A suggested mechanism of equity provision is through voucher schemes and these are currently being adopted in Tanzania, using GFATM funds. Unicef’s potential role within the framework was presented as follows: community level social change communication (to address accessibility, affordability, demand creation); provision to vulnerable groups, e.g. pregnant women and children including voucher schemes; national level advocacy; supply and procurement; policy development.

4.3.6 Presentation: ITN procurement services and Long-Lasting Insecticide-Treated Nets (LLITNs). F. Claassen, Unicef South Africa.

Frans Claassen reviewed the procurement of ITNs through the regional procurement and supply centre in Pretoria and discussed some of the types of co-operation with the private sector suppliers that have been undertaken during the last three years. Unicef has procured more than 1.8 M nets so far during 2002, compared with 1.6 M in 2001. Unicef has identified a variety of actual and potential suppliers of ITNs, insecticides and netting materials in Africa and is assisting the development of the market through its competitive bidding process.

A brief update on LLITNs stated that only one product (Olyset, Sumitomo Corporation) has received WHOPES approval to date, but current production levels are limited to 100,000 units per annum. PermaNet (Vestergaard-Frandsen) is under WHOPES evaluation and Unicef is currently purchasing these nets when requested by country offices. Other technologies are under development, including the treatment of yarn, which could then be used by any current manufacturer to produce LLITNs on existing machinery.

4.3.7 Presentation: Malaria Therapy Policy, K.C. Campbell, Uncef NY

Kent Campbell began by considering some of the issues that make the drafting and adoption of national antimalarial drug policies so difficult, including difficulties in diagnosis, the limited supply of new drugs and issues surrounding drug resistance. It was stressed that observed drug resistance is the result of several factors: true parasite resistance, partial dosing, poor drug quality, presence of malaria-like illnesses that do not respond to malaria drugs (e.g. pneumonia). RBM has recently begun to advocate combination therapy (CT), with artemisinin as component, as the optimal policy option as it is associated with slower development of resistance and solid efficacy. However, there are a number of unresolved issues, including safety in high risk groups, cost, dosing regimen and effectiveness and availability. The challenge for RBM is to develop a coherent policy framework for antimalarial therapy.

4.3.8 Presentation: Micronutrient supplementation and malaria control.            O. Yambi, Unicef ESARO.

Olivia Yambi began with an overview of the status of micronutrient deficiency in ESAR and concluded that deficiency was multiple and widespread. Complementary strategies exist for control of micronutrient deficiency and these include: Breastfeeding promotion and food based approaches, supplementation through EPI, MCH, IMCI, and food fortification. Olivia then reviewed the potential programmatic linkages between micronutrient deficiency and malaria and reviewed the evidence for their synergistic effectiveness. A review of 13 studies, 11 conducted in Africa and two in Papua New Guinea revealed significant increases in haemoglobin concentration, with no detectable increase in malaria morbidity. Results of trials with vit-A supplementation are less clear. 

4.3.9 Presentation: HIV/AIDS and malaria. J. Muita, Unicef Malawi

Jane Muita began by reviewing the current situation regarding HIV/AIDS in ESAR, before discussing the current status of knowledge concerning the interaction between HIV infection and malaria. HIV infection is known to increase the incidence and severity of malaria in adults. Little research has been carried out in children, although anaemia is common and associated with increased mortality in HIV-infected children. Acute malaria infection increases viral load, and this may be reversed by effective malaria treatment. An increase in viral load associated with malaria infection could lead to increased transmission of HIV (including MTCT). Malaria infection is more frequent and more severe in HIV-positive pregnant women. Pregnant women infected with both malaria and HIV are at higher risk of developing anaemia, delivering LBW, and delivering prematurely. The use of cotrimoxazole prophylaxis for HIV-infected people and SP for malaria treatment needs to be reviewed as these drugs are pharmacologically similar. It was proposed that there should be further collaboration between HIV/AIDS and malaria programmes, two of the priorities in ESAR. 

4.3.10 Presentation: Procurement strategy in the fight against malaria. A. Court, Unicef Copenhagen

Alan Court reviewed current estimates of the size of the market for ITNs in Africa highlighted the key role of Unicef in procurement. Alan then discussed LLITNs, commenting on the fact that although initial purchase price was higher, if the cost of re-treatment of conventional nets over the life of the net was included, then the cost differential was marginal, even without considering the gains in logistical terms of not having to re-treat nets. Current supply capacity of LLITNS is estimated at slightly over 4 M per year. A Request for Proposals (RFP) will be issued in 2002 for the annual supply of 2.0-4.0 M LLITNs. Unicef is working with other RBM partners to design a business plan for technology transfer and production of LLITNs in Africa. In terms of antimalarial drug procurement Unicef is committed to reviewing and updating the antimalarials it supplies as well as developing phase out strategies for drugs that are no longer effective and further investigating the potential of individual blister packaging for home treatment. An expression of interest for the supply of Artesunate + Amodiaquine blister packs and other artemisinin based anti-malarial products was issued in mid-2002 and a list of approved products will be published in due course.

4.3.11 Presentation: Monitoring and Evaluation. M. Young, Unicef NY

Mark Young began by discussing some of the global goals and targets for malaria, against which progress will be measured, including: the Millennium Development Goals (MDGs), World Fit for Children goals and the Abuja RBM Summit targets. Specific to Unicef are the goals and targets of the MTSP. Mark then proceeded to briefly outline some of the indicators to be used and the approaches to be used for their collection, including MICS and DHS.

4.3.12 Presentation: Country Level Communications to Roll Back Malaria. D. Alnwick and E. Samuel, RBM Geneva

David Alnwick commenced the presentation by defining the agreed objectives of RBM communication activities as: global advocacy, facilitate improved partner co-ordination, and guiding and assisting country programmes with communications activities. Within these overall objectives RBM is seeking to develop new and effective approaches, based on consistent messages, for increasing demand for malaria action at community level to catalyse a societal movement. Community radio has been selected as a key tool. The first stage in introducing this will be a process of communication assessment to identify existing communication activities and key implementers, and to assess communication capacity (strengths/weaknesses). It was hoped that Unicef would work together with the RBM communications and advocacy unit in this important area.

4.3.13 Presentation: Communication for Malaria in Mozambique. M. Renshaw, Unicef ESARO

Melanie Renshaw briefly presented on the process of CCD as utilised in Mozambique, with an emphasis on participatory tools. Participatory methodologies were used in three provinces, either in support of a larger CCD/HRAP process (Zambézia) or in support of emergency response activities (Gaza and Tete). Experience gained in Zambézia suggests that a HRAP/CCD approach can stimulate social change and initiate a political process. Data were presented from Gaza demonstrating that participatory methodologies are more effective at achieving proximate results than other, more traditional methodologies. 

4.3.14 Presentation: Communication – experience from Ghana. Arthur Kodua, Unicef ESARO

Arthur made a brief presentation on the dangers of failing to engage in true dialogue with communities prior to designing communication strategies. In Ghana, attempts were made to scale up a communications strategy concerning ITNs that had been successful on a project scale. Participatory methodologies and focus group discussions were used to design the strategy and materials, and whilst it appeared that community involvement and acceptance was assured, it later transpired that net sales remained low. The mistake that was made was to assume that real dialogue had occurred, without appreciating the need for individuals and communities to effectively internalise information for themselves before it will make a real difference.

4.4 Concluding Remarks

4.4.1 Yves Bergevin, Unicef NY

Yves Bergevin commented on the good process adopted during the meeting and the good mixture of participants and felt that this could be a pathfinder for problem-solving in other areas, e.g. EPI. He stressed the need to move rapidly to increase coverage and ensure realisation of Human Rights. Safe Motherhood was highlighted as an area in which rapid gains could be made if the available tools were implemented and coverage increased. Yves stressed the importance of the CCM and country level discussions in addressing the challenges presented by national drug policies and provision of ITNs.

He concluded by stating that there was a clear regional and corporate commitment to RBM and he looked forward to reviewing progress in 2006 in relation to the MDGs

4.4.2 David Alnwick, RBM Geneva

David commenced by considering if the meeting had been worthwhile, given the costs of attending with a relatively large team from Geneva. His conclusion was yes, especially in relation to further cementing the RBM partnership. There was good evidence of a shared strategy and approach between Unicef HQ, ESARO and RBM and there was broad consensus on the majority of technical issues. Increased Unicef support was needed in some of the difficult areas, including development of rational drug policies at national level.

4.4.3 Urban Jonsson, Unicef ESARO

The Regional Director thanked the participants and acknowledged the work of the MWG. 

He re-iterated his opinion that malaria is merely a manifestation of greater problems, in large part related to poverty and failing to appreciate this fully was the reason for limited success in the past. The favoured approach to resolving these problems and achieving real social change is CCD. There had been much talk of evidence-based interventions, etc during the course of the meeting, but there was concern as to its relevance in determining success or failure in relation to the Human Rights principles of survival, development, non-discrimination, etc., on which the UN is founded. These are ethical statements, not scientific facts and so may not be amenable the use of evidence in its true meaning. Evidence in the context of ethics or choice will depend on the viewpoint of the individual being asked the question. We should all have pride in working for the UN and should make explicit our Human Rights basis at all opportunities, through use of rights-based language. The realisation of the rights of African children is a global public concern and the UN is the single most important organisation for achieving this goal.
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Presentation: Malaria control in ESARO – current Unicef support/Global Fund 

Discussion
Nick Alipui

15.30-15.50
Tea


15.50-16.15
Presentation: Strategic interface of malaria strategy with C-IMCI, IECD, etc. Experiences from Tanzania
Isiye Ndombi

16.15. – 16.40
Presentation: Strengthening partnerships for malaria control – public/private, research, intersectoral, etc
Sylvia Meek

16.40-17.30
Conclusions and recommendations to RMT on the role of Unicef within the ‘new’ RBM, identification of priorities and the way forward
Nick Alipui

Day Two: Technical Issues/strategy development

· Technical issues, including: ITNs/LLITNs, MIT as part of EPI, Drug policy issues, malaria during pregnancy, HIV and malaria. 

· Required actions to strengthen partnerships 

· The Unicef Framework for Malaria Programme Implementation and strategy elements for regional malaria prevention/control (i.e. strategy elements, programmatic checklist for POs and technical notes for each area of unique Unicef activity in malaria control)


Technical updates
Chair: Rumishael Shoo

08.00– 08.30
Summary of Day 1
Nick Alipui

08.30 – 9.30
Unicef approach to malaria programming:

Presentation: Framework for Malaria Programme Implementation 

Presentation: ESARO malaria strategy

Discussion 
Kent Campbell

Mark Young

Nick Alipui

9.30 –10.30
Programme Partnership Approach

Presentation:  Child and Infant Health and Malaria (Including infant IPT)

Presentation: Reproductive health and malaria 

Discussion
Mark Young

Kent Campbell  

Ketema Bizuneh

10.30 –11.00
Tea/coffee


11.00 – 12.45
Tools

Presentation: ITNs: Strategic framework

Presentation: Long Lasting Insecticide Treated Nets

Discussion

Presentation: Malaria therapy/Drug policy

Discussion
Melanie Renshaw

Frans Claassen

Kent Campbell

12.45-13.45
Lunch


13.45 – 15.45
Cross-cutting issues

Presentation: Micronutrient supplementation 

Presentation: HIV/AIDs

Presentation: Procurement strategy in the fight against Malaria, an update
Presentation: Monitoring and evaluation

Discussion
Lilian Selenji / Olivia Yambi

Jane Muita

Alan Court 

Mark Young



15.45 – 1615
Tea


16.15–17.10
Presentation: RBM Communications

Presentation: Social change communication

Discussion 
Emily Samuel / David Alnwick

ESARO

17.10-18.00
Discussion: Recommendations and conclusions
Melanie Renshaw

Nick Alipui

�PAGE \# "'Page: '#'�'"  �� Actually we do want to be “focussed” in our approach (i.e. physiologically) , just not have “focus countries”, therefore you could say: “This ‘focus country’ approach, which appears to exclude some countries on the basis of lack of progress, does not sit well…”
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