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Abbreviations 

ANC antenatal care 

APMEN Asia Pacific Malaria Elimination Network 

CE community engagement 

CHNRI Child Health and Nutrition Research Initiative 

CHW community health worker 

E8 Elimination Eight Initiative 

ERG Evidence Review Group 

Gates Foundation Bill & Melinda Gates Foundation 

Global Fund The Global Fund to Fight AIDS, Tuberculosis and Malaria 

HMIS health management information system 

iCCM integrated community case management 

IEC information, education, communication 

IPTi intermittent preventive treatment in infants 

IPTp intermittent preventive treatment in pregnancy 

IRS indoor residual spray 

ITN/LLIN insecticide treated net/long-lasting insecticide-treated net 

LMIS logistics management information system 

LSM larval source management 

M&E monitoring and evaluation 

malERA Malaria Eradication Research Agenda 

MDA mass drug administration 

MESA Malaria Eradication Scientific Alliance 

MOP Malaria Operational Plan 

MPAC WHO Malaria Policy Advisory Committee 

NMP national malaria program 

OR operational research 

PE program evaluation 

PMI President’s Malaria Initiative 

PMI Insights PMI Insights Project 

RAI Regional Artemisinin-resistance Initiative 

RBM Roll Back Malaria 

SBC social behavior change 

SMC seasonal malaria chemoprevention 

SME surveillance, monitoring, and evaluation 

WHO World Health Organization 
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Background  

In a time of stalled progress and multiple threats to effective malaria control, national malaria programs 

(NMPs) and their partners need clear guidance on best practices for control and elimination, achieving 

and maintaining high levels of coverage, and deploying new tools and approaches. Data from operational 

research (OR) and program evaluation (PE) efforts can help address delivery challenges and assess how 

program activities could be modified to improve coverage and impact. The current approach for 

identifying OR and PE priorities varies across malaria endemic countries. Many countries have processes 

in place to define their own set of research priorities for malaria control and elimination. However, 

there have been limited opportunities to identify and coordinate pressing issues that have broad 

relevance and that, if addressed, could potentially have substantial impact across several country 

programs. Given the limited resources for OR and PE, providing a platform for bringing together malaria 

endemic country stakeholders, donors, and other key implementation partners to openly discuss and 

prioritize research priorities has the potential for improved collaboration, coordination, and efficiency of 

research efforts. Ensuring more cohesive and inclusive approaches to prioritizing, generating, and sharing 

such research and evaluation data will be essential to enable the global malaria community to stay on 

track to meet goals and targets for malaria burden and mortality reduction as defined in the World 

Health Organization’s (WHO) Global Technical Strategy for Malaria 2016-2030 and the Sustainable 

Development Goal 3. Policy, strategy, and operational decisions must be grounded in evidence to 

reignite gains and accelerate progress toward these goals.  

Given this critical need, the US President’s Malaria Initiative (PMI) has funded the PMI Insights Project 

(PMI Insights), which is a multidisciplinary partnership with the mandate of generating and catalyzing the 

use of OR and PE evidence to inform malaria program decision-making. The specific goal of PMI Insights 

is to provide strategic information that will improve delivery and coverage with the most appropriate 

mix of new and existing tools and approaches to contribute to reducing malaria burden and accelerating 

progress toward elimination. 

One of PMI Insights’ key objectives is to design and implement a consultative process with malaria 

stakeholders to identify the most pressing knowledge gaps in malaria control and elimination policy, 

strategy, and implementation guidance, and to facilitate creation of a priority OR and PE agenda to 

address and close the gaps. The research prioritization agenda will build upon and aim to align with 

other malaria research prioritization setting processes that have been undertaken recently, whether at 

the country, regional, or global level, and serve as a resource document for funding agencies and 

researchers in the global malaria community. 

To guide this work, the PMI Insights team developed a research prioritization framework and detailed 

protocol for this process [1, 2]. The framework lays out the objective and scope of the OR and PE 

prioritization setting activity, key definitions, target stakeholders for consultation, and thematic areas for 

organizing stakeholder inputs and the identified OR and PE priorities. The protocol details the specific 

approaches and phases for how the consultative process will be conducted. The first phase included a 

document review to synthesize existing information to complement the inputs gathered during the 

stakeholder consultations. This report describes the objective and methodology used for the document 

review and synthesizes the key findings from the review.  
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Objective and scope of document review 

The document review included a review of relevant documents, meeting reports, and other literature 

that covered the following three topic areas: 1) key malaria operational challenges, barriers, and 

knowledge gaps across the thematic areas defined in the research prioritization framework (see Table 

2); 2) documented outputs from recent national, regional, and/or global level research prioritization 

processes; and 3) documented recent and current funding efforts for malaria-related OR and PE. The 

scope of the document review was limited to sub-Saharan Africa, with special attention to PMI focus 

countries, and to documents, reports, and literature from 2015 to the present. Table 1 lists the different 

types of documents that were proposed to be included in the review. 

Table 1. List of proposed documents for review. 

Document review 

topic area 

List of documents for review 

Malaria operational 

challenges, barriers, 

and gaps across the 

thematic areas defined 

in the research 

prioritization 

framework (see Table 

2 for more details) 

- Current or most recent National Malaria Strategic Plans from PMI focus 

countries 

- PMI Malaria Operational Plans from FY2020 

- Malaria-relevant documents from the Global Fund to Fight AIDS, 

Tuberculosis and Malaria (e.g., recent Technical Review Panel reports) 

- WHO Malaria Program Review or Mid-term Review reports from PMI 

focus countries conducted within past 5 years 

- WHO Evidence Review Group (ERG) Meeting reports (from 2015-

present) 

- WHO Malaria Policy Advisory Committee (MPAC) meeting reports 

(2015-present) 

- Roll Back Malaria (RBM) Working Group meeting reports 

- Cochrane Reviews of specific interventions 

- Other recent country or regional malaria program evaluation reports 

(e.g., Malaria Program Review reports) or meeting reports documenting 

operational challenges, barriers, and/or gaps in malaria control and 

elimination 

Outputs from recent 

national, regional, 

and/or global level 

research and evaluation 

prioritization processes 

- Country level malaria research prioritization agendas  

- Regional level malaria research prioritization setting agendas (such as 

from the Elimination Eight Initiative (E8), the Regional Artemisinin-

resistance Initiative (RAI), the Asia Pacific Malaria Elimination Network 

(APMEN)* 

- Global/donor level malaria research prioritization research outputs 

(malERA Refresh 2017, PMI OR priorities, WHO ERG meeting reports) 

Recent and current 

funding efforts for 

malaria-related OR and 

PE** 

- Malaria Eradication Scientific Alliance (MESA) track database and NIH 

World RePORT 

- PMI Malaria Operational Plans (MOPs) 

Notes: * Regional level malaria research prioritization setting agendas from the Greater Mekong Subregion and Asia Pacific 

region will be reviewed and included as annexes to the document review, though the document review will predominantly 

focus on sub-Saharan Africa. **In the protocol we also proposed scanning Global Fund, Bill & Melinda Gates Foundation, PMI 
and Unitaid websites for formation on funded OR and PE studies; however, information was not readily available on the 

websites.  
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Methodology 

The PMI Insights team reviewed and searched for relevant documents from key websites of malaria 

funding agencies (WHO global and regional, PMI, Gates Foundation, Global Fund, Unitaid), NMP 

websites for PMI focus countries, regional malaria initiative websites (e.g., E8, APMEN, Asia Pacific 

Leaders Malaria Alliance, and others), and the MESA Track website. A search of PubMed and Google 

was also conducted using the following search terms: malaria, malaria control, malaria elimination, 

operational research/operations research, prioritization/priority agenda, prioritization setting/priority 

setting, program evaluation. 

A full list of the documents reviewed can be found in Annex 1. All documents were reviewed, coded, 

and analyzed using an online qualitative software program called Dedoose.1 Thematic codes for the 

analysis included the three key topic areas of the document review and the thematic areas outlined in 

the research prioritization framework document (see Table 2). Key information on the specific type of 

document and the level of the document (national, regional, or global) was also captured. The key 

findings from the document review are presented in this report across the three topic areas, and within 

each topic area, by the thematic areas of the research prioritization framework.  

Table 2. Thematic areas for document review 

 Thematic Area Description 

1 Core intervention: Prevention This area is inclusive of indoor residual spraying (IRS), 

insecticide-treated nets (ITNs), larval source management (LSM) 

and other vector control interventions. 

2 Core intervention: 

Chemoprevention 

This area is inclusive of intermittent preventive treatment in 

pregnancy (IPTp), intermittent preventive treatment in infants 

(IPTi), seasonal malaria chemoprevention (SMC), and mass drug 

administration (MDA). 

3 Core intervention: Case 

management 

This area is inclusive of care seeking; diagnosis, treatment, and 

referral systems for malaria; and implementation approaches to 

deliver malaria case management across the different networks 

of care (public, private and community), such as approaches to 

improve coverage, access, and quality of case management and 

referral systems. 

4 Core intervention: 

Surveillance, monitoring and 

evaluation 

This area is inclusive of malaria epidemiological and 

entomological surveillance systems, monitoring and evaluation 

systems, and country health management information systems. It 

encompasses systems’ capabilities to prepare and respond in a 

timely manner to disease outbreaks/cases and to detect and 

mitigate against threats such as drug and insecticide resistance. 

 

1 Dedoose qualitative software, https://www.dedoose.com/.  

https://www.dedoose.com/
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5 Cross-cutting: Delivery and 

access 

This area deals with the management and delivery of safe and 

quality health interventions and services, and issues related to 

target populations’ (e.g., high-risk, hard-to-reach, vulnerable, and 

mobile and migrant populations) access to interventions and 

services when they need them. It also encompasses aspects 

related to enhancing the delivery of interventions, such as 

aspects related to integrated delivery of interventions and use of 

digital approaches to increase quality and or efficiency of delivery 

of interventions. 

6 Cross-cutting:  

Supply chain 

This area encompasses the systems and processes involved in 

the procurement and distribution of malaria medicines and 

commodities. 

7 Cross-cutting:  

Health systems strengthening 

This area comprises approaches and interventions that more 

broadly address challenges and barriers across the different 

health system building blocks (beyond the previously noted 

service delivery and supply chain aspects) and is inclusive of 

community health systems. It also encompasses specific 

challenges or issues related to scaling up proven interventions or 

approaches, sustainability, and local ownership. 

8 Cross-cutting: Community 

engagement (CE) and social 

behavior change (SBC) 

This area includes community engagement or mobilization 

interventions, which are inclusive of social behavior change 

interventions and approaches, that are aimed at addressing 

coverage gaps or barriers in use of malaria prevention and 

control interventions. 

9 Cross-cutting: Targeting and 

stratification of interventions 

and cost-effectiveness 

This area encompasses strategies and approaches specifically for 

the targeting, tailoring, and stratification of malaria control 

interventions or intervention packages to improve effectiveness 

and efficiency in the delivery and is inclusive of assessments of 

cost effectiveness of interventions and intervention packages. 
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Key findings 

The key findings from the document review are summarized in this section by the three main topic 

areas. Findings are organized per the research prioritization framework thematic areas and transmission 

settings.  

Theme 1: Operational bottlenecks and challenges in malaria control 

and elimination intervention implementation/knowledge gaps 

Table 3 summarizes the most commonly reported operational bottlenecks and challenges faced by 

NMPs across the core intervention areas of prevention, chemoprevention, case management, and 

surveillance, monitoring, and evaluation (SME), in addition to overarching CE/SBC related bottlenecks 

and challenges (not specific to a given core intervention area).2 A full list of the reported operational 

bottlenecks and challenges identified from the document review can be found in the Annex 2. 

Most of the operational bottlenecks and challenges identified in the document review were not specific 

to a particular transmission setting, and therefore are presented broadly across all transmission settings. 

Of the bottlenecks and challenges identified that were specific to a transmission setting, they were 

specific to low and very low transmission settings and have been separated out and highlighted in the 

Annex 2 tables.  

Across the different intervention areas, there was a preponderance of operational bottlenecks and 

challenges reported for ITNs/long-lasting insecticide-treated nets (LLINs), IPTp, and case management. 

The majority of bottlenecks and challenges identified fell into the cross-cutting thematic areas of delivery 

and access, supply chain management, and more broadly, health systems strengthening, particularly in 

the areas of financing, infrastructure, and human resources. With regards to delivery and access, many 

of the bottlenecks reported were related to issues with quality of services/intervention delivery and 

barriers to accessing the intervention/service, thus leading to coverage gaps. Supply chain issues were 

noted across every country and were major bottlenecks in the distribution of ITNs/LLINs through 

routine delivery systems (e.g., antenatal care (ANC)/expanded immunization programs (EPI)) and in the 

delivery of case management and IPTp services. Many challenges were reported around monitoring of 

and quantification of commodities, challenges with transport and distance for commodity distribution, 

and insufficient storage capacity for commodities at national and subnational levels.  

No specific operational bottlenecks or challenges were reported for IPTi or for MDA; though there 

were several knowledge and evidence gaps discussed related to the most effective modalities of 

deployment of MDA and the measurement of the effectiveness of MDA across different epidemiological 

contexts and in combination with other interventions (see Theme 3 findings). 

 

2 For inclusion in these summary findings tables, the most commonly reported operational bottlenecks or 

challenges were those cited across 5 or more countries, or within at least 3 documents one of which presented 

information on bottlenecks and challenges faced at a regional or global level.  
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Table 3. Commonly identified operational bottlenecks and challenges across core intervention areas. 

Sub-theme Operational bottlenecks/challenges Cross-cutting 

thematic area 

Intervention area: Prevention 

ITNs/LLINs • Maintenance of a continual supply of ITNs/LLINs for routine distribution (e.g., through 

ANC/EPI) due to several factors: 1) poor capacity for reporting/poor quality of the data on 

stock; 2) poor planning and capacity for quantification of supply need; 3) challenge in 

transporting ITNs from district level to health centers. 

• Last mile ITN distribution and distribution in isolated/insecure areas. 

• Limited or poor distribution of ITNs during ANC/EPI leading to missed opportunities, due to 

insufficient capacity and logistical challenges in implementing routine distribution, limited 

storage for ITNs at district and health facilities, and/or inadequate storage environment. 

Supply chain 

• Poor or limited messaging and social mobilization on the availability of ITNs, how to use ITNs 

and/or the promotion of ITN use. 

• Limited ITN use due to several factors including discomfort (e.g., heat, allergies, itchiness); low 

risk perception/low perceived mosquito density, particularly during low/lower transmission 

seasons; and perception that ITNs are of limited value in preventing malaria because of 

exposure to mosquitos during the early evening/other nighttime activities.  

Community 

engagement/socia

l behavior change 

IRS • High cost to sustain IRS as an intervention, with country dependence on external funding for 

IRS. 

Health systems 

strengthening 

LSM • Lack of or limited funds to implement LSM. Health systems 

strengthening 

Intervention area: Chemoprevention  

IPTp Missed opportunities for delivering IPTp because women do not attend all ANC visits for various 

reasons: 

Delivery and 

access 
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• Women drop out of ANC after 1st visit or start ANC later than recommended.  

• Women face several barriers in accessing ANC/IPTp services, including lack of transport or 

long distance to health facility, financial costs required for ANC service or fee charged for SP, 

and lack of spousal/partner consent or support to attend ANC. 

Poor quality delivery of services: 

• Lack of or limited provider communication/counseling on IPTp during ANC services. 

• Providers do not adhere to IPTp guidelines and/or do not know the IPTp guidelines and thus 

miss out on opportunities to provide IPTp during ANC services. 

• Community perception that services provided are of poor quality or inconvenient, including 

long wait times and limited availability of ANC services to specific days. 

Monitoring and evaluation specific challenges: 

• Coverage of all IPTp doses is not reportable in DHIS2 in several countries, inhibiting 

monitoring of coverage of all recommended doses.  

• Stockouts of SP due to funding gaps, poor stock data, or stock imbalances across facilities. Supply chain 

• Many providers have not been trained in IPTp or received recent retraining. 

• Absence of materials or functional space at health facilities to deliver IPTp (e.g., safe drinking 

water, portable cups) 

Health systems 

strengthening 

Intervention area: Case management 

Care-seeking • Long distance to a health facility or provider and/or lack of transport; includes seasonal 

challenges in accessing care. 

• Familial power structures and gender dynamics impede ability of the primary caregiver to seek 

or pay for care. 

• Cost of care or the perception that care and treatment is not affordable (crosscuts the 

thematic areas health systems strengthening). 

Delivery and 

access 

• Unavailability of medicines at health facilities. Supply chain 
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• Caregivers’ perception of poor-quality services, including lack of health facility functionality, 

insufficient providers, long wait times, and lack of medicines. 

• Low risk perception of severity of malaria – will only seek care at a health facility if the case is 

severe. 

• Preference for self-medication or use of traditional treatments. 

Community 

engagement/socia

l behavior change 

Diagnostics, 

Treatment, and 

Referral 

Health provider related challenges: 

Poor adherence to case management guidelines by health providers, specifically: 

• Persistent clinical diagnosis that is not explained alone by RDT stockouts and inappropriate 

treatment practices. 

• Health providers’ mistrust of diagnostic test results, including health providers’ perception that 

test results either complement clinical diagnosis or providers’ have an overconfidence in their 

own clinical assessment skills. 

• Gaps in recent training on updated national treatment guidelines. 

Treatment of malaria in pregnancy specific challenges: 

• General lack of data on malaria in pregnancy since malaria cases and/or treatment provided 

are not captured/disaggregated by pregnancy status.  

Delivery and 

access 

• General logistical challenges with supply of commodities due to distance, high costs of 

transport, and/or inadequate storage facilities. 

• Challenges with the quantification of commodities due to poor quality data/late reporting, lack 

of stock cards for reporting, limited availability of stock data at all levels of the health system, 

poor data use, and use of multiple parallel sources/mechanisms for quantification and 

distribution of commodities.  

• Limited capacity of health facility staff in supply chain management, and reporting and use of 

stock data. 

• Large discrepancies between health management information system (HMIS) data (e.g., case 

data) and commodity consumption data due to various factors: underreporting of cases, 

Supply chain 



 

 

10 

 

transcription errors, commodity pilferage, and/or inconsistent and inaccurate reporting of case 

and stock data. 

• Lack of human and financial resources to run comprehensive quality assurance and quality 

control programs of diagnostics. 

• General challenges of inadequate programs for training of health providers or inadequate 

coverage of trainings of health providers; lack of or irregular supportive supervision; and lack 

of follow-up on weaknesses identified during supervision.  

Health systems 

strengthening 

Community 

case 

management 

Monitoring and evaluation specific challenges: 

• Parallel reporting systems set up to meet donor reporting requirements resulting in poor 

integration of community reporting systems/community level data into the national HMIS. 

• Poor data quality and/or missing data due to several reasons: 1) heavy burden of reporting; 2) 

lack of incentive to report because community health workers (CHWs) are not engaged in the 

use of data for decision-making; 3) inadequate transport or delayed reimbursement of 

transport for CHWs to submit data; 4) lack of reporting forms (due to challenge with the 

sustainability of printing costs for reporting forms or distribution of the forms); and 5) lack of 

user-friendly reporting forms for CHWs. 

Delivery and 

access 

• Challenge of accessing and maintaining sufficient supply of RDTs and treatment among CHWs 

for several reasons: 1) reliance on donor funding for commodities; 2) data from CHWs rarely 

used for commodity quantification; and 3) poor quality or missing stock data from CHWs. 

Supply chain 

• Inadequate human and financial resources allocated for integrated community case 

management (iCCM), since it is not included in national health budgets, resulting in limited or 

lack of resources and supportive structures for carrying out iCCM. This includes lack of 

resources for training, supervision, and general oversight; monitoring and evaluation; 

commodities and supply chain management; SBC activities to raise awareness on and promote 

use of CHWs and improve knowledge around care-seeking and treatment for malaria; and 

ultimately limits the coverage of iCCM services nationwide. 

• High turnover of CHWs, linked to lack of incentives and/or motivation and task overload. 

Health systems 

strengthening 
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Private sector 

case 

management 

HMIS/monitoring and evaluation specific challenges: 

• Lack of system to integrate private sector data into national malaria surveillance systems. 

Delivery and 

access 

• Overall lack of engagement, coordination, and integration of private sector with the public 

sector, including lack of stakeholder alignment around how best to engage with the private 

sector. Additional challenge noted is the vast number and type of private sector stakeholders 

in the space which complicates engagement. 

• Lack of government control and enforcement of and/or capacity for monitoring the quality of 

diagnostic products and medicines in the private sector. 

Health systems 

strengthening  

Intervention area: Surveillance, monitoring, and evaluation 

HMIS/LMIS  • Overarching challenge of poor HMIS data quality in terms of timeliness and accuracy. 

• Insufficient human resources in SME/OR at national and subnational levels. 

• Inadequate SME/OR capacity at national and subnational levels, including the lack of capacity to 

analyze, interpret, and use data. 

• Inadequate supportive supervision provided specifically for data reporting. 

• Poor infrastructure negatively impacts data entry and timeliness (e.g., lack of or limited 

internet, unavailability of reporting forms, limited number of tablets available for data entry). 

Health systems 

strengthening 

Monitoring and 

evaluation 

• Challenge of defining populations at risk and denominators for measuring coverage of 

interventions.  

• Poor culture of data use at all levels and specifically inadequate data use at district levels. 

Health systems 

strengthening 

Entomological 

monitoring, and 

surveillance 

• No dedicated or trained staff for entomological monitoring at national program level, including 

lack of capacity to use vector data for decision-making. 

Health systems 

strengthening 

Intervention area: Community engagement/social behavior change  

Overarching 

CE/SBC 

• Lack of SBC materials with standard messages for use by service providers, CHWs, and local 

leaders. 

Delivery and 

access 
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challenges (non-

intervention 

specific) 

• Insufficient monitoring and evaluation of SBC activities, resulting in non-evidence-based SBC 

interventions. 

• Limited funding available for SBC at national and subnational levels due to low domestic 

resource mobilization and low prioritization of SBC, creating a dependency on external 

funding. 

• Insufficient human resources to provide wide-scale coverage of SBC and inadequate technical 

capacity for SBC at national and subnational levels.  

Health systems 

strengthening 

*Notes: iCCM=integrated community case management; CHW=community health worker; HMIS/LMIS=health management information 

system/logistics management information system; SME/OR=surveillance, monitoring, and evaluation/operational research; ANC/EPI=antenatal 

care/expanded program on immunization.  

Theme 2: Previous research prioritization process outputs 

This section summarizes previous research prioritization process outputs at the country, regional, and global level. Table 4 provides a summary 

of the key documents found during the review that either documented previous malaria research prioritization process outputs or discussed 

specific evidence gaps/research priorities across various thematic areas. Overall, very few documents were found on research prioritization 

process outputs at the country and regional level. Some country level research priorities were identified through the review of the country PMI 

MOPs and national malaria strategic plans. Most research priorities were identified at the global level, through review of WHO MPAC, WHO 

ERG, and RBM Working Group meeting reports, Cochrane Reviews of specific malaria interventions or approaches, and other global level 

initiatives to define research priorities, such as Malaria Eradication Research Agenda (malERA) Refresh. 
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Table 4. Summary of key documents on previous research prioritization outputs. 

Research 

prioritization 

process level 

Research prioritization 

processes/outputs 

Summary of output 

Country Nigeria national malaria 

operational research agenda 

2017-2020 [3, 4] 

List of 64 priority OR questions across case management (diagnosis, treatment, malaria in 

pregnancy); vector control (LLINs, vector behavior, environmental management, 

insecticides); advocacy, communication, and social mobilization; procurement and supply 

chain; SME; and program management and resource mobilization (coordination, policy, 

funding).  

Tanzania: Setting a national 

agenda for health systems 

research for tuberculosis, 

malaria, and neglected 

tropical diseases (2015) [5] 

List of 34 research questions that were generated from a gap analysis of the National Malaria 

Control Programme. Priority research questions spanned the following thematic priority 

areas: human resources for health; service delivery; infrastructure and logistics; leadership 

and governance; information; and health financing.  

PMI Malaria Operational 

Plans FY2020 [6-29] 

In some PMI MOPs, country level research priorities or evidence/knowledge gaps were 

identified. 

Regional Economic Community of 

West African States 

(ECOWAS) malaria 

research prioritization 2017-

2020 [30] 

Identification of key bottlenecks in malaria program implementation and twenty priority 

research questions across West African countries. The thematic areas of research questions 

included governance, human resources, drug/malaria medicines, service delivery, prevention, 

monitoring and evaluation, and population adherence/buy-in. The top three priority research 

questions identified were on: 1) Factors that influence adherence to day 2 and day 3 doses 

during SMC implementation; 2) Assess the contribution of community drug distributors in 

the management of severe malaria cases in children under five years of age as part of pre-

transfer treatment, and 3) understand what the most effective strategy is (door-to-door, 

cluster sites, etc.) for delivery of SMC. 

Global  PMI 2016 OR prioritization 

agenda [31] 

List of 54 priority OR questions across the thematic areas of: prevention (ITNs/LLINs, 

innovative vector control, insecticide resistance, transmission reduction); chemoprevention 



 

 

14 

 

(effectiveness of SMC); case management; malaria in pregnancy; elimination and epidemic 

malaria; health systems; behavior change and communication; and monitoring and evaluation 

(measurement and impact of malaria control).  

malERA Refresh research 

agenda (2017) [32-39] 

Malaria research and development agenda to accelerate malaria elimination covering basic 

science and enabling technologies; insecticide and drug resistance; characterization of malaria 

reservoir and measuring transmission; diagnostics, drugs, vaccines, and vector control; 

combination interventions and modelling; and health systems and policy research.  

WHO Global Malaria 

Programme research and 

development priorities for 

malaria (2018) [40] 

Provides a prioritization framework for research and development of malaria health products 

required to achieve the Global Technical Strategy for Malaria 2016-2030. The framework 

builds off the malERA and malERA Refresh research agendas. Includes a list of priority 

malaria health product research and development for vector control, diagnostics, drugs, and 

vaccines.  

Global research priorities 

for iCCM (2014) [41] 

Research prioritization process using the Child Health and Nutrition Research Initiative 

(CHNRI) method for prioritization of key research questions. Twenty priority research 

questions related to iCCM were generated – the top questions included research questions 

on 1) perception of caregivers and levels of community satisfaction in CHWs capacity to 

diagnose and treat children; 2) identification and evaluation of strategies for retention and 

motivation of CHWs; and 3) identification and evaluation of strategies for improving referral 

between communities and health facilities, including referral compliance. 

WHO MPAC and ERG 

reports (2015-2021) 

Evidence gaps and research priorities identified through the review of MPAC and ERG 

meeting reports spanning several thematic areas, including vector control (comparative 

effectiveness of vector control tools, piperonyl butoxide (PBO) nets, RTS,S malaria vaccine), 

chemoprevention (mass drug administration, malaria in pregnancy), case management (drug 

resistance, low density infections/highly sensitive diagnostics, threat of Anopheles stephensi, 

private sector and community case management), and cross-cutting thematic areas (cross 

border malaria, malaria control and prevention in urban areas and humanitarian settings).  
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RBM Working Group 

meeting reports (2015-

2021) 

Evidence gaps and research priorities identified in the review of RBM Working Group 

meeting reports across the areas of case management; malaria in pregnancy; surveillance, 

monitoring, and evaluation; social behavior change; and vector control. 

Cochrane Reviews [42-47] Evidence gaps and research priorities identified through systematic reviews of various topic 

areas: strategies for improving ITN ownership and use, larviciding for malaria prevention, 

combination of ITNs and IRS, housing modifications for malaria prevention, subsidization of 

ACTs in the private sector, and iCCM. 

 

Tables 5-8 summarize research priorities or noted evidence gaps identified through the document review in the core intervention areas of 

prevention, chemoprevention, case management, and SME. Table 9 lists the research priorities and evidence gaps identified specific to very 

low/pre-elimination and elimination settings. The tables include research priorities and evidence gaps identified outside of more formal research 

prioritization process outputs that have been documented in other reports at the country, regional, and global levels (including the specific 

country and regional research prioritization agendas, the PMI 2016 OR agenda, malERA Refresh agenda). Specifically, it includes research 

priorities and evidence gaps identified through the review of the PMI MOPs, national malaria strategic plans, Cochrane Review reports, reports 

from the Global Fund Technical Review Panel, and global level malaria meetings, such as the WHO MPAC and ERGs and the RBM Working 

Groups. Research priorities/evidence gaps identified at global level are highlighted in blue, those identified at country level are highlighted in 

green, and those identified at both country and global level are highlighted in red. Only a few of the research priorities listed were identified at 

both global and country level. Most of the research priorities identified in the document review were from the global level.  
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Table 5. Identified evidence gaps and research priorities: Prevention 

Sub-theme Evidence gap/research priority Country or global 

priority and source 

ITN/LLIN • Lack of evidence on effectiveness of specific education approaches to improve ITN use. 

• Lack of evidence on the relative effectiveness of competing ITN delivery strategies, such 

as mass distribution versus social marketing on increasing use. 

• Assess longer-term sustainability of interventions to increase ownership and use of 

ITNs. 

Global/Cochrane 

Review [47] 

Understanding the barriers and facilitators to ITN/LLIN use – specifically the social factors at 

the community level and in provider-patient interactions that promote continued ITN use. 

Country/Multiple [6, 7, 

11, 16, 18, 28] 

IRS Lack of evidence or guidance on what interventions need to be put in place to avoid a 

resurgence of malaria following the withdrawal of IRS.  

Country/Uganda [27] 

Understanding the impact and cost-effectiveness of use of IRS. Country/Multiple [7] 

LSM Evaluation of the impact of LSM on a broader scale and its cost-effectiveness; specifically, the 

effectiveness and cost-effectiveness in lower malaria transmission settings and in tackling 

residual transmission in comparison to other vector control interventions. 

Global and Country 

[26, 42, 48, 49] 

Other 

prevention 

tools 

Research to delineate the effect of different housing modification approaches for malaria 

prevention; as well as identify co-interventions that may enhance the effect, and factors which 

may mitigate the effects, including epidemiological, structural, and social factors. 

Global/Cochrane 

Review [44] 

Operational research to guide use of innovative vector control strategies in urban areas (e.g., 

outdoor baits, upgrading of residential structures/housing modifications, models for urban IRS 

campaigns). 

Country/Senegal [24] 

Operational research for introduction of the malaria vaccine. Country/Angola [6] 
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Cross-cutting 

vector control 

Lack of evidence or guidance on the deployment of vector control interventions in humanitarian 

settings. 

Global/MPAC [50] 

Need for cost-effectiveness guidance that considers not just vector control interventions’ 

impact on cases, but their influence on other factors including insecticide resistance (it was 

noted that the current strategies, including rotational and sequential use of insecticides, have 

evidence from the agriculture sector rather than from malaria vector control). 

Global/MPAC [50] 

Challenge to interpret the current evidence on the impact of combined IRS and ITNs/LLINs, 

given wide geographical range of malaria transmission patterns and insecticide resistance. 

Global/Cochrane 

Review [43] 

Need for evaluations of interventions/approaches to address outdoor biting. Country/Zimbabwe 

[29] 

Evaluate appropriate antimalarial interventions for seasonal migrant workers and design and test 

relevant interventions for these populations (Note this research priority crosscuts all core 

intervention areas). 

Country/Ethiopia [12] 

Assess novel means to combat high burden of malaria among school aged children. (Note this 

research priority crosscuts all core intervention areas). 

Country/Malawi [18] 
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Table 6. Identified evidence gaps and research priorities: Chemoprevention 

Sub-

theme 

Evidence gap/research priority Country or 

global priority 

and source 

IPTp Strategies to address low coverage of malaria chemoprevention among special high-risk groups within vulnerable 

populations (e.g., low coverage of IPTp among primigravidae and adolescents). 

Global/MPAC 

[51] 

Strategies to ensure women start ANC early to maximize potential to receive IPTp. Country/Malawi 

[18] 

IPTi Research to identify the factors that have impeded the scale-up of IPTi implementation and how to address those 

barriers. 

Global/MPAC 

[51] 

SMC Implementation research around SMC, particularly for older children, to assess impact and cost-effectiveness of 

the approach. 

Global and 

Country [22, 49] 

Understanding of the predictors of adherence to SMC more generally and determinants of uptake.  Country/Multiple 

[8, 22] 

MDA Need for more research on the optimum methods for implementing MDA programs. This includes how to 

promote community engagement and compliance with treatment, and specification on the level of intervention 

coverage needed (frequency, number of rounds, optimal timing, and duration), particularly considering local 

transmission dynamics.  

Global/MPAC 

and ERG [52, 53] 

Research to expand use of PQ and potentially tafenoquine, as part of chemoprevention strategies, taking into 

consideration G6PD deficiency testing. 

Global/MPAC 

[52] 

Guidance needed on deployment/use of MDA for P. vivax in tropical areas with seasonal transmission. Global/MPAC 

[52] 

Evaluation of the effectiveness of MDA programs. With the available evidence, it is difficult to separate the 

synergistic effects on malaria transmission resulting from different interventions deployed at the same time as the 

Global/MPAC 

and ERG [52, 53] 
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MDA, for example, access to treatment, improved vector control and intensified surveillance. Modelling could 

help to shed light on the relative impact of different interventions, identify the best mix of interventions in 

different epidemiological scenarios and inform the decision-making process. 

Evidence needed on approaches to measure impact of MDA in very low transmission settings.  Global/MPAC 

[52] 

Research to assess how the effectiveness of MDA in accelerating elimination may be affected by parasite 

importation rates, especially in areas of low transmission intensity but high levels of population movement. To 

study this, new approaches to measuring parasite importation and population movements may be needed, 

including molecular epidemiological methods. Additional research is also needed to understand the impact of 

low-density asymptomatic infections on malaria transmission depending on population-level immunity. 

Global/WHO 

ERG [53] 

More research is needed on the cost-effectiveness of MDA in combination with other interventions. Research 

should also include analyses of social acceptability and programmatic suitability, as well as the economic costs of 

updating NMCPs’ policies and mobilizing health providers to facilitate deployment of the intervention. Research 

to ascertain the extent to which MDA also promotes higher treatment-seeking rates and training of CHWs who 

can provide other health services such as case management. 

Global/WHO 

ERG [53] 

Lack of evidence on whether MDA, with or without additional interventions, will accelerate progress towards 

elimination. More research is needed to determine whether MDA over multiple years in conjunction with other 

interventions in these settings can sustain reduced transmission/impact and accelerate elimination. 

Global/MPAC 

and ERG [52, 53]  

More research is needed to understand which interventions combined with MDA can achieve the highest impact 

and which activities are needed to sustain the effect over a longer period of time in each scenario. Further 

research is needed on the number of MDA rounds and number of years for which these should be implemented 

in order to achieve levels of transmission low enough to enable implementation of reactive strategies, as well as 

the level of transmission at which MDA campaigns should stop and be replaced with investigation and clearing of 

individual cases, management of foci and follow-up. 

Global/WHO 

ERG [53] 

Explore the potential impact of the increased use of dihydroartemisinin‐

iperaquine in Africa, particularly in MDA, on the emergence and spread of artemisinin and piperaquine resistance. 

Global/WHO 

ERG [54] 
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Table 7. Identified evidence gaps and research priorities: Case management 

Sub-theme Evidence gap/research priority Country or global 

priority and source 

Care-seeking Lack of evidence of specific behavioral factors that influence prompt care-seeking, as well as 

barriers and facilitating factors. 

Country/Multiple [3, 7, 

8, 11, 12, 15, 18, 24, 

25]  

Understanding of how provider behavior influences care-seeking practices. Country/Senegal [24] 

Diagnostics and 

Treatment 

Research needed on the public health and clinical benefit of highly sensitive RDTs, including 

evaluation of the effects on patient and community outcomes, diagnosis and treatment, and 

cost-effectiveness, and impact on transmission. 

Global/MPAC [55] 

Assess/understand what are the most cost–effective deployment strategies for highly sensitive 

diagnostics in different settings. 

Global/WHO ERG [56] 

Research needed on the introduction of molecular biology diagnostics in pre-elimination areas. Country/Senegal [24] 

Further research is needed on whether low density infections have health impact on pregnancy 

outcomes and thus, whether there is a potential role for and impact from using highly sensitive 

RDTs to screen and treatment malaria in early pregnancy. 

Global/RBM CM WG 

and MPAC [57, 58] 

Updated policy recommendation needed for testing and treatment at ports of entry.  Global/MPAC [52]  

Further research needed around malaria diagnosis in schools to generate more evidence for 

policy review. 

Country/Malawi [18] 

Better understanding of health provider behavior, including predictors of adherence and non-

adherence to case management guidelines. 

Country/Multiple [7, 8, 

11, 14, 15, 24, 26, 29] 

Lack of evidence on specific barriers and facilitators to testing and treatment for pregnant 

women, and operational research on malaria prevention in pregnancy. 

Country/Multiple [14, 

15] 
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Better understanding of challenges countries face in adherence to delivery of rectal artesunate; 

and specifically, how communities and health providers can be supported to identify severe 

cases and improve patient care from community to health facility. (Note: Cross-cutting priority 

with community case management) 

Global/RBM CM WG 

[59] 

Community 

case 

management 

Research needed on different forms or approaches to improve motivation of CHWs.  Country/Senegal [24] 

Lack of evidence on the quality of care provided by CHWs providing iCCM services. Global/Cochrane 

Review [45] 

• Research needed on how iCCM delivery/implementation modalities modify the effect of 

iCCM on health outcomes. Specifically, evidence needed on the following 

factors/approaches and their effect on the iCCM outcomes: population-to-iCCM 

provider, distance/travel time to iCCM, engagement of women’s groups/community-

based health clubs or groups to promote use of iCCM. 

• Research also needed on whether the effect of iCCM can be sustained; effect of iCCM 

on timeliness of care-seeking, and effect of iCCM on outcomes in urban/peri-urban 

settings.  

Global/Cochrane 

Review [45] 

Research on effective ways to improve iCCM design, implementation, monitoring and evaluation 

within the context of broader primary health care and community health systems, considering 

all the critical iCCM component and inputs and the gaps noted in the review (lack of training of 

facility-based providers, lack of inputs from community engagement and mobilization). 

Global/Cochrane 

Review [45] 

Assess what composition of iCCM inputs works best in which contexts. Global/Cochrane 

Review [45] 

Assess how iCCM inputs need to be adapted to address evolving needs such as urban/peri-

urban contexts. 

Global/Cochrane 

Review [45] 

Assess which modalities (proactive case detection vs passive case detection) for iCCM 

implementation work best in which context. 

Global/Cochrane 

Review [45] 
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Private sector 

case 

management 

Lack of detailed current information on private sector antimalarial and RDT market dynamics, 

especially outside the large urban areas, should be addressed and results should be disseminated 

among all stakeholders.  

Global/MPAC [51] 

Research needed on the introduction of RDTs in the private sector. Country/Senegal [24] 

• Further research needed to investigate options to better target subsidized ACTs to 

patients with confirmed malaria in private sector retail (for example, effectiveness of 

retail sector ACT subsidies combined with subsidies for rapid diagnostic tests).  

• Future studies should also investigate pharmacovigilance and the extent of under- and 

over-treatment of malaria resulting from inappropriate targeting of retail sector ACT 

subsidies.  

• The cost-effectiveness and sustainability of subsidy programs compared to alternative 

financing mechanisms and other approaches to expand access to subsidized malaria 

drugs (such as private retail sector-public partnerships and community-based strategies) 

also need to be investigated. 

Global/Cochrane 

Review [46] 

Develop and test effective approaches to incentivize participation of the private sector in 

diagnosis, treatment, and reporting of malaria cases.  

Global/WHO MPAC 

[55] 

Other Need better understanding of the system failures that lead to child malaria deaths – specifically, 

factors or failures at the community level.  

Global/RBM CM WG 

[57] 
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Table 8. Identified evidence gaps and research priorities: Surveillance, monitoring, and evaluation 

Sub-theme Evidence gap/research priority Country or global 

priority and source 

Malaria 

surveillance 

systems 

An. stephensi invasion in new geographical areas; need better understanding of its spread; 

breeding, resting, and biting behavior; and susceptibility to insecticides in Africa. 

Global/MPAC and 

Global Fund [52, 60] 

Simple systems should be developed and tested to fully integrate private sector data into 

national malaria surveillance systems. 

Global/MPAC [51] 

Research needed on surveillance methods that can target mobile populations. Global/WHO ERG [61] 

Research on using ANC platform for malaria surveillance. Country/Zambia [28] 

Lack of guidance on methods to measure the components of malariogenic potential and on 

thresholds relevant for programmatic decisions. 

Global/MPAC [52] 

Monitoring and 

Evaluation 

More work needed on identifying and characterizing “key populations” for malaria.  Global/WHO MPAC 

[51]  

Quantification/measurement of severe disease due to malaria is a critical gap; further 

exploration of approaches to measure the burden needed (such as CHW referral data in areas 

where rectal artesunate has been scaled up, and ongoing sentinel studies of inpatient data for 

severe disease and hospital CFR estimation) 

Global/WHO ERG [62]  

Further research will be required to investigate the relationship between entomological indices 

and epidemiological outcomes for vector control products to determine whether 

entomological indicators may be sufficient for assessing the public health value of vector 

control products not currently covered by a WHO policy recommendation. 

Global/WHO ERG [63] 
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Table 9. Identified evidence gaps and research priorities for very low/pre-elimination and elimination settings 

Sub-theme Evidence gap/research priority Country or global priority 

and source 

Very low/pre-

elimination settings 

 

Low density 

infections 

What impact on transmission is achievable by actively detecting and eliminating all 

infections, including low-density malaria infections, using highly sensitive POC 

diagnostics in low transmission settings, particularly in areas of low vectorial capacity, 

compared to conventional malaria elimination methods (i.e., universal access to 

diagnosis and treatment and vector control), MDA, and active or reactive screen-and-

treat campaigns using less sensitive POC diagnostics? 

Global/WHO ERG [56] 

 

In low and very low transmission settings, what is the proportion (or number) of 

infections that need to be detected and treated in order to accelerate the reduction of 

transmission towards malaria elimination? 

Global/WHO ERG [56] 

 

What is the cost–benefit for health systems in using highly sensitive diagnostics for 

specific target groups and in elimination settings? 

Global/WHO ERG [56] 

There are limited data on the relative contributions of low- and high-density P. 

falciparum and P. vivax infections to the onward transmission to human populations at 

the community level. It is critically important to understand the contribution of low-

density infections to malaria transmission to inform effective malaria control strategies. 

Global/WHO ERG [56] 

 

Research is needed to document the public health benefits and cost–effectiveness of 

detecting and treating low-density infections in low transmission areas and/or specific 

population groups. Potential research objectives for highly sensitive diagnostics could 

include epidemiological research to understand the contribution of low-density 

infections to transmission, border screening of immigrants or migrant populations, foci 

investigations including the mapping of low-density infections, and use in pregnant 

women for the detection and treatment of low or sequestered parasite biomass. 

Global/WHO ERG [56] 

 

More detailed analyses of existing data and larger datasets from low to very low 

transmission settings are required in order to improve estimates of the proportion and 

Global/WHO ERG [56] 
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distribution of low-density infections. Data are limited, and there is great uncertainty 

regarding estimates in very low transmission settings. More studies are required that 

also consider the recent history of transmission and potential impact of residual 

immunity in the population. 

 

Elimination settings Lack of evidence or guidance on the prevention of reintroduction phase once malaria 

has been eliminated. 

Global/MPAC [50] 

Cross-border 

related questions 

Lack of evidence on the effectiveness of interventions for reducing malaria transmission 

along international borders. 

Country and 

Global/Multiple countries 

and WHO ERG [18, 29, 

61] 

Research needed on tools to distinguish between imported and locally transmitted 

malaria. 

Global/WHO ERG [61] 

Models need to inform the deployment of targeted interventions and strategies along 

boarders. 

Global/WHO ERG [61] 

Lack of evidence on the contribution of population movement to border malaria, 

including how to measure and classify different types of movement. 

Global/WHO ERG [61] 
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Theme 3: Summary of recent and current malaria OR and PE 

A summary of malaria OR and PE studies that have been recently undertaken or are currently underway is provided in Appendix 1 (timeframe 

for studies was from 2015-present)3. The list of 257 studies was generated through searching the MESA track database, and from studies 

discovered in the document review especially from the PMI MOPs, which included a list of recent or ongoing country OR and PE studies. The 

table provides the following information for each study (as available): title, objectives, thematic areas (per the research prioritization framework), 

transmission setting, country(ies), funding agency, partners, and start and end dates. This list of studies will be used as an important reference for 

the evaluation of the identified research priorities emerging from the PMI Insights stakeholder consultation process. Specifically, it will help to 

determine whether sufficient effort or funding has already been allocated for identified research priorities, and where there are gaps in effort or 

funding for specific research priorities. Across the core intervention areas, over a third (105) were in prevention, while about a quarter fell into 

the core intervention areas of chemoprevention (65), case management (65), and SME (74) (note that many studies covered more than one core 

intervention area). The most common sub-themes covered by the studies were diagnostics and treatment (45), ITNs/LLINs (38), other 

prevention/vector control tools (37), IRS (28), malaria surveillance systems (26), IPTp (25), and MDA (20). The most commonly covered cross-

cutting thematic areas across the studies were delivery and access (74) and targeting, stratification, and cost-effectiveness of interventions (50). 

Fewer studies covered the sub-themes of IPTi (3), care-seeking (5), quality of care (8), private sector case management (1), HMIS/LMIS (9), and 

the cross-cutting thematic areas dealing with supply chain management (6). Representation across the different countries in sub-Saharan Africa 

varied substantially; most research studies were conducted in Tanzania (42), followed by Mozambique (27), Kenya (19), Zambia (18), Ethiopia 

(18), Mali (18) and Malawi (18), while very few studies were conducted in following countries: Angola (4), Cameroon (4), Central African 

Republic (1), Cote d’Ivoire (5), Guinea (1), Gabon (1), Liberia (5), Namibia (5), Sierra Leone (2), South Sudan (3), and Togo (1).

 

3 Studies were included if they began prior to 2015 but concluded in the 2015-present timeframe. 
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Summary of key findings 

This section summarizes some of the most salient findings across the three themes of the document 

review: 

• The majority of the commonly cited operational bottlenecks and challenges identified in the 

document review were related to broader health system issues, particularly with regard to the 

delivery of and access to high quality interventions and services, supply chain management and 

distribution challenges, insufficient allocation or mobilization of funding to ensure adequate 

coverage of interventions, insufficient number of trained health providers at national and 

subnational levels, poor quality surveillance and HMIS/LMIS data along with lack of culture of 

data use for informing decision-making, and challenges related to poor coordination and lack of 

intergration of services (particularly with regards to private sector and community case 

management). Many of these fundamental bottlenecks and challenges were described in both the 

2011 and 2017 malERA and malERA Refresh prioritization processes [39, 64]. The 2017 malERA 

Refresh Consultative Panel on Health Systems and Policy Research noted that very little 

progress was made on the 2011 defined health systems and operational research agenda due to 

insufficient funding and interest in moving the agenda forward. The panel conjectures that the 

slow progress may be because funding is more targeted to vector control, diagnostics, and 

treatment, and less on broader health systems. Lack of engagement of the broader health 

systems research community may also play a role. The panel called for a renewed commitment 

to addressing health systems bottlenecks and challenges that are fundamental to enhance the 

delivery of effective interventions at scale [39].  

• Overall, there were few country- and regional-level documents on previous research 

prioritization processes (only 2 country and 1 regional-level research prioritization process 

output documents were identified). Some country-specific evidence gaps and research priorities 

were reported in the PMI MOPs; however, it is uncertain how the noted evidence gaps and 

research priorities were identified. Furthermore, the two country-level documents were 

somewhat dated (2015 and 2017, respectively for Tanzania and Nigeria). It will be important to 

cross-reference the evidence gaps and research priorities identified through this document 

review against those emerging from the country-level stakeholder consultations.  

• The majority of the evidence gaps and research priorities identified in this review were from the 

global level, and there was little alignment around identified evidence gaps and research 

priorities at global and country levels. Moreover, there was not a lot of alignment between the 

most commonly cited operational bottlenecks and challenges faced by countries and the 

identified evidence gaps/research priorities. This lack of alignment may be a limitation of the 

documents that were identified and able to be located to include in the review around country- 

and regional-level research prioritization processes and outputs. However, it may also speak to 

challenges with funding and commitment to addressing broader health systems-related 

bottlenecks and challenges, as discussed in the malERA [39]. This will is an important area for 

further exploration and analysis in the outputs to be gathered through the stakeholder 

consultations.  
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• The summary of recent and current OR and PE studies showed the most prevalent thematic 

areas covered to be in the areas of diagnostics and treatment, ITNs/LLINs, IRS, other 

prevention or vector control tools, malaria surveillance systems, IPTp, and MDA. Very few 

studies covered the areas highlighted most commonly by countries as key operational challenges 

and bottlenecks, particularly in the areas of supply chain management, data quality and data use, 

quality of service and intervention delivery, and issues around human resources and better 

coordination and integration of programs. Investment in OR and PE has varied substantially 

across countries in sub-Saharan Africa, with some countries receiving substantial investment, 

while others have received very little investment in OR and PE to help guide their national 

programs.  
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Annex 2. Full List of Operational Bottlenecks and Challenges 

Core Intervention Area: Prevention 

Table A1. Summary of Operational Bottlenecks and Challenges for Prevention: 

ITNs/LLINs 

Cross-cutting 

Thematic 

area 

Commonly cited bottlenecks and 

challenges 

Other bottlenecks/challenges 

identified 

Delivery and 

Access 

• Optimal net availability (1 

ITN/LLIN per 2 people) continues 

to be low (Guinea, Kenya, 

Madagascar, Rwanda) 

• Durability of ITNs is lower than 

expected; with slow replacement 

due to limited net distribution 

outside of mass campaigns (DRC, 

Ethiopia, Rwanda, Zambia) 

• Lower ITN use among specific 

populations (e.g., older 

children/adolescents, adult men); 

reasons noted included the 

prioritization of ITN use among 

pregnant women and children 

under five and the perception that 

older children are lower risk (Mali, 

Rwanda, Zimbabwe) 

 

• Missed opportunities to distribute 

ITNs and counsel on ITN use 

during ANC visits or during 

delivery (Niger, Malawi). In Niger, 

noted health providers do not 

provide ITNs during initial ANC 

visit as a means to encourage 

women to attend more ANC 

visits or because they are not 

knowledgeable of the guidelines. 

• Inadequate sleeping spaces that 

inhibit ITN use in some 

populations (e.g., nomadic, 

migratory populations) (Uganda) 

• Difficulty of ITN distribution in 

urban areas or areas of dense 

housing, and around the 

quantification of ITNs needed due 

to fast growth rate (global) 

• Urban use of and access to ITNs 

is lower; urban residents prefer 

use of other insecticides or 

prevention measures to ITNs 

(Mali, Senegal) 

• Difficulty of ITN distribution in 

insecure areas with population 

migration (Burkina Faso) 

• Insufficient monitoring of ITN use 

and ITN quality (Burkina Faso) 

• Lack of supervision and 

monitoring of ITN distribution 

(Madagascar) 

• Lack of waste management plan 

for ITNs (Mozambique)  
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Supply Chain • Maintenance of a continual supply 

of ITNs/LLINs for routine 

distribution (e.g., through ANC/EPI 

services) due to several factors: 1) 

poor capacity for reporting and 

poor quality of the data on stocks; 

2) poor planning and capacity for 

quantification of supply need; and 

3) challenge of transport of ITNs 

from district level to health centers 

(Benin, Burkina Faso, DRC, Ghana, 

Guinea, Mali, Niger, Sierra Leone, 

Senegal) 

• Challenge of last mile ITN 

distribution in isolated or insecure 

areas (Burkina Faso, Liberia, 

Madagascar, Mozambique, Senegal) 

• Limited or poor distribution of 

ITNs during ANC/EPI services 

leading to missed opportunities, 

due to insufficient capacity and 

logistical challenges in 

implementing routine distribution; 

limited storage for ITNs at district 

and health facilities; and/or 

inadequate storage environment 

available (Ethiopia, Burkina Faso, 

DRC, Guinea, Mozambique, Niger, 

Uganda, Zambia, Zimbabwe)  

• Lack of visibility of stocks of ITNs 

in the logistics management 

information systems (LMIS) 

(Kenya) 

Health Systems 

Strengthening 

None 

 

• Unstable financing for LLINs 

(Zambia) 

• Limited capacity to monitor 

quality of LLINs/insecticides in 

market (Uganda) 

• Limited involvement of other 

ministries (e.g., agriculture, 

environment ministries) in 

integrated vector management 

(IVM) (Uganda) 

Community 

Engagement and 

• Poor or limited messaging and 

social mobilization on availability of 

ITNs, how to use ITNs, and the 

• Preference for specific type of 

nets (e.g., conical vs rectangular) 

that influence use (Rwanda) 
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Social Behavior 

Change 

promotion of ITN use (Benin, 

Guinea, Niger, Uganda, Zimbabwe) 

• Limited ITN use due to:  

• discomfort (e.g., heat, allergies, 

itchiness);  

• belief that ITNs bring bugs/insects  

• low risk perception/low perceived 

mosquito density, particularly 

during low/lower transmission 

seasons 

o (1 & 2 Angola, Cameroon, Ghana, 

Benin, Guinea, Liberia, 

Madagascar, Malawi, Niger, 

Nigeria, Rwanda, Sierra Leone, 

Tanzania, Uganda, Zambia, 

Zimbabwe);  

o (#3: Burkina Faso, Cameroon, 

Guinea, Kenya, Liberia, Mali, 

Mozambique, Nigeria, Senegal, 

Tanzania, Zambia Zanzibar, 

Zimbabwe) 

• Perception that ITNs are of limited 

value in preventing malaria because 

of exposure to mosquitos during 

the early evening or nighttime 

activities (Ghana, Mozambique, 

Sierra Leone, Uganda, Zanzibar) 

• Preventive ITN care needs to be 

emphasized to improve ITN 

longevity (Benin, Cameroon, 

Ethiopia, Global) 

• Outdoor sleeping that inhibits ITN 

use (Benin, Cameroon, Ghana, 

Zimbabwe) 

Gender dynamics:  

1) Men less likely to be captured 

during ITN community 

mobilization events/HH visits 

(Rwanda) 

2) ITN use perceived as a 

weakness among men (Ghana) 

Limited ITN use due to:  

1) Myths/misconceptions (e.g., belief 

that nets inhibit sex, nets cause 

impotence and birth related 

challenges) (Malawi, Uganda) 

2) Perceived ineffectiveness of ITNs 

because they are misused or do 

not prevent/kill all mosquitos 

(Niger, Senegal) 

3) Perception that insecticides are 

harmful to children (Senegal, 

Zambia) 

• SBC messaging not provided in 

local languages, limiting 

effectiveness (Guinea) 

• ITN misuse (e.g., used for fishing, 

fencing of gardens) (Malawi) 

• Low knowledge levels or 

misinformation on cause of 

malaria (Cote d’Ivoire, Niger); 

low knowledge levels on ITN use 

for malaria prevention (Zanzibar) 

• Lack of context specific responses 

to improve ITN use (Uganda) 

Low transmission settings specific: 

• Lack of SBC strategies for low 

transmission settings (Kenya) 

Targeting and 

Stratification of 

Interventions and 

Cost-effectiveness 

None • Need strategies for demand-

driven replacement to improve 

cost-effectiveness and avoid 

waste of ITNs (Global) 
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Table A2. Summary of operational bottlenecks and challenges for prevention: IRS 

Cross-cutting 

thematic area 

Commonly cited 

bottlenecks and challenges 

Other bottlenecks/challenges identified 

Delivery and 

Access 

None • Limited acceptance of IRS in urban areas 

(Mozambique) 

• Challenge of finding every structure during 

IRS campaigns (Benin) 

• Challenge of the logistical burden of 

carrying out IRS, including transport for IRS 

(Madagascar) 

• Challenge of reaching isolated areas or 

areas with security threats to carry out IRS 

(Madagascar, Mozambique) 

Monitoring and Evaluation specific challenges: 

1) Limitations in measuring coverage, due to 

challenges with an accurate denominator 

(Mozambique) 

2) Limited data on the epidemiological impact 

of IRS, and the challenge of attribution of 

impact due to how IRS is implemented (e.g., 

shifting coverage of sites) (Benin, Zambia) 

Supply Chain None • Inadequate storage available for vector 

control commodities at central and 

subnational levels (Zambia) 

Health Systems 

Strengthening 

High cost to sustain IRS as an 

intervention, with country 

dependence on external 

funding for IRS (Cote d’Ivoire, 

Kenya, Madagascar, Mali, 

Malawi, Mali, Uganda, Zambia, 

Regional MPR summary of high 

burden countries, Global).  

• Low involvement of private sector in IRS 

(Mali) 

• Lack of an exit or replacement strategy for 

IRS (Global) 

• Failure to integrate IRS into national policy 

(Guinea) 

 

Community 

Engagement and 

Social Behavior 

Change 

None • “IRS fatigue” in certain communities leading 

to refusal, require SBC approaches to 

counter this fatigue (Zambia) 

• Concerns or fear around IRS chemicals; 

that they are too strong or weak; cause 

dirty walls; and can damage farming areas 

(Zimbabwe) 

Note: No operational bottlenecks or challenges were noted for the following cross-cutting themes for 

IRS: targeting and stratification of interventions and cost-effectiveness.  
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Table A3. Summary of Operational Bottlenecks and Challenges for Prevention: LSM 

Cross-

cutting 

thematic 

area 

Commonly cited bottlenecks and 

challenges 

Other bottlenecks/challenges 

identified 

Delivery and 

Access 

None Monitoring and Evaluation specific 

challenges: 

1) General lack of a data-driven 

approach for LSM; most LSM 

programs are not rigorously 

monitoring (Global) 

2) Lack of an M&E framework for LSM 

(Tanzania) 

 

Health 

Systems 

Strengthening 

• Lack of or limited funds for 

LSM (Malawi, Regional MPR 

summary of high burden 

countries, Global) 

 

• Limited technical capacity in 

country for larviciding (Tanzania) 

• Failure to integrate LSM into 

national policy (Guinea) 

• Absence of clear 

guidance/methodology for LSM at 

country level (Global/RBM VCWG) 

 

Note: No operational bottlenecks or challenges were noted for the following cross-cutting themes for 

LSM: supply chain, community engagement/social behavior change, targeting and stratification of 

interventions and cost-effectiveness. 
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Table A4. Summary of operational bottlenecks and challenges for prevention: Cross-

cutting vector control issues and other vector control tools 

Cross-cutting 

thematic area 

Commonly cited 

bottlenecks and 

challenges 

Other bottlenecks/challenges identified 

Delivery and Access None Cross-cutting Vector Control: 

• Insecticide resistance management needs to 

be more integrated across vector control 

tools and selection/targeting needs to be 

data-drive (Global/RBM VCWG) 

Health Systems 

Strengthening 

None Cross-cutting Vector Control: 

• Lack of human resources skilled in 

entomology and vector control to provide 

clear direction, ensure adequate monitoring 

of implementation, and guide operational 

research (Regional MPR summary of high 

burden countries) 

• Insufficient human resource capacity to 

interpret complex insecticide resistance data 

across sites to inform program decision-

making (Mali) 

 

Other Vector Control Tools: 

• Long-term sustainability of housing 

modifications is challenging; current approach 

is researcher/funding agency driven and paid 

for, which is not a long-term solution 

(Global/Cochrane Review) 

• Challenge of scalability of housing 

modifications due to cost and no “one-size 

fits all solution” (Global/Cochrane Review) 

Targeting and 

Stratification of 

Interventions and Cost-

effectiveness 

None • Limited or lack of data-driven decision-

making for combining vector control tools 

(Global/Global Fund) 

Note: No operational bottlenecks or challenges were noted for the following cross-cutting themes: 

supply chain or community engagement/social behavior change. 
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Core intervention area: Chemoprevention 

Table A5. Summary of operational bottlenecks and challenges for chemoprevention: IPTp 

Cross-

cutting 

thematic 

area 

Commonly cited bottlenecks and 

challenges 

Other bottlenecks/challenges 

identified 

Delivery and 

Access 

Missed opportunities for delivering IPTp 

because women do not attend all 

recommended ANC visits due to various 

reasons/barriers: 

• Drop out of ANC after 1st visit or 

start ANC late (Regional MPR 

summary of high burden countries; 

Burkina Faso, Cote d’Ivoire, DRC, 

Guinea, Kenya, Mali, Malawi, 

Mozambique, Niger, Senegal, 

Tanzania, Uganda, Zimbabwe) 

• Barriers including lack of transport 

and/or long distance to nearest health 

facility, costs or fees required, 

including a fee for SP (Angola, Cote 

d’Ivoire, DRC, Ghana, Guinea, Kenya, 

Madagascar, Mali, Nigeria, Senegal, 

Sierra Leone, Zimbabwe, Regional 

MPR summary of high burden 

countries) 

• Lack of spousal or partner consent or 

support to attend ANC (Nigeria, 

Tanzania, Uganda) 

• ANC not seen as preventive, but 

rather women only attend when they 

experience complications (DRC, 

Nigeria) 

• Requirement of HIV testing and 

counseling at ANC can act as a 

barrier to women attending (Uganda) 

 

Issues related to poor quality of services: 

• Lack of or limited provider 

communication and counseling on 

ITPp during ANC services (Benin, 

• Lack of supervision and 

monitoring of ANC/IPTp service 

delivery (Angola, Cote d’Ivoire) 

• Perception that SP does not 

prevent malaria (Sierra Leone) 

• Women perceive to be negatively 

judged by health providers 

(Angola) 

• Lack of guidelines and/or job aids 

at health facilities on IPTp 

(Liberia, Madagascar) 
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Cameroon, Guinea, Kenya, Malawi, 

Tanzania, Zimbabwe) 

• Providers do not adhere to IPTp 

guidelines or are not trained in the 

IPTp guidelines, leading to missed 

opportunities to deliver IPTp during 

ANC services (Angola, Benin, 

Cameroon, Cote d’Ivoire, Liberia, 

Kenya, Niger, Nigeria, Zambia, 

Zimbabwe,  

• Woman treated poorly by health 

providers or women had a past 

negative experience at a health facility 

(Ghana, Tanzania, Uganda) 

• Perception of poor-quality services, 

including long wait times and limited 

availability of ANC services to 

specific days (Angola, Mali, Senegal, 

Sierra Leone, Zimbabwe) 

• Directly observed treatment (DOT) 

not practiced by providers (Cote 

d’Ivoire, Liberia, Mali) 

Monitoring and evaluation specific 

challenges: 

• Data quality on IPTp coverage poor 

(Benin, Niger, Uganda) 

• Coverage of all IPTp doses not 

reportable in some country DHIS2 

systems (Regional MPR summary of 

high burden countries, Cameroon, 

Uganda) 

Other challenges: 

• Faith-based and private providers do 

not offer IPTp during ANC services; 

weak involvement of the private 

sector in IPTp delivery (Cote d’Ivoire, 

Guinea, Tanzania, Sierra Leone) 

• Inadequate supervision and 

monitoring of IPTp delivery at 

community level (Sierra Leone, 

Nigeria, Uganda) 
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Supply Chain • Stockouts of SP due to funding gaps 

or stock imbalances creating a mix of 

overstock and stockouts (Angola, 

Cote d’Ivoire, DRC, Ghana, Kenya, 

Liberia, Mali, Madagascar, 

Mozambique, Niger, Nigeria, Senegal, 

Sierra Leone, Tanzania, Uganda, 

Zimbabwe, Zambia) 

• Inadequate storage space at 

national and subnational levels for 

commodities (Zambia) 

• Challenge of delivery of SP to 

peripheral health facilities 

(Tanzania) 

 

Health 

Systems 

Strengthening 

• Many providers have not been 

trained in IPTp or received recent 

retraining (Angola, DRC, Guinea, 

Liberia, Niger, Madagascar, Sierra 

Leone) 

• Lack of coordination between malaria 

and MCH programs around delivery 

of IPTp (Regional MPR summary of 

high burden countries, Uganda) 

• Absence of functional space at health 

facilities or materials to deliver IPTp 

(e.g., safe drinking water, portable 

cups) (Angola, Cote d’Ivoire, Kenya, 

Liberia, Mali) 

• Lack of mechanism or process for 

following up pregnant women 

who have missed ANC/IPTp 

services (Cote d’Ivoire) 

• Cost recovery system does not 

incentivize distribution of SP 

because no income is generated 

for the health facilities 

(Cameroon) 

•  Inadequate coordination and 

info-sharing on malaria in 

pregnancy among implementing 

partners (Uganda) 

 

Community 

Engagement 

and Social 

Behavior 

Change 

• Women’s experience of or 

perception that they will experience 

side effects from taking SP (Ghana, 

Malawi, Mali) 

• Low knowledge levels of proper 

dosage of SP among women (Cote 

d’Ivoire)/Low awareness of benefit of 

SP (Liberia, Mozambique)/Low 

awareness that SP is free 

(Cameroon)/low awareness of risk of 

MIP (Madagascar) 

 

• Lack of or weak community 

mobilization/community-based 

follow-up of pregnant women to 

promote early initiation of ANC 

and retention in ANC (Regional 

MPR summary of high burden 

countries, Uganda)  

• Perception that SP does not 

prevent malaria (Malawi, Sierra 

Leone) 

• Low malaria risk perception in 

the absence of illness; perception 

that if a woman is not sick, she 

does not need IPTp (Liberia, 

Malawi, Tanzania) 

• Preference for seeking ANC 

services from traditional birth 

attendants, thus not accessing 

IPTp services (Tanzania, Uganda) 

Note: No operational bottlenecks or challenges were noted for the following cross-cutting themes for 

IPTp: targeting and stratification of interventions and cost-effectiveness.  
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Table A6. Summary of operational bottlenecks and challenges for chemoprevention: SMC 

Cross-

cutting 

thematic 

area 

Commonly cited bottlenecks and 

challenges 

Other bottlenecks/challenges 

identified 

Delivery and 

Access 

• Adherence to the 3-day 

treatment is difficult to 

supervise and measure, 

resulting in lack of data on 

adherence and how this 

impacts overall effectiveness 

(Burkina Faso, Cameroon, 

Niger) 

 

 

 

• Suboptimal completion for all 

rounds; observed reluctance to 

return for rounds 3 and 4 (Mali) 

(from observation of SMC cards 

and drug packaging) 

• Challenge of children refusing 

medications and caregivers saving 

medications for later use or use 

with other children (Mali) 

• Challenge reaching children aged 3-

11 months (Senegal) 

• Remote areas (outside of health 

admin areas, without access 

transport routes) likely to be left 

out (Ghana) 

• Lack of data on refusal rates 

(Nigeria) 

Community 

Engagement 

and Social 

Behavior 

Change 

• Past experience with side 

effects, can create fear and 

refusals in some communities 

(Ghana, Mali, Senegal) 

• More awareness/transparency is 

needed on potential side effects and 

education on how to properly 

administer SMC to help overcome 

fear (Guinea) 

• Need for greater community leader 

buy-in and SBC/IEC messaging prior 

to campaign to improve refusal 

rates (Senegal) 

Targeting and 

Stratification 

of 

Interventions 

and Cost-

effectiveness 

 • Need efforts toward improved 

integration of SMC with other 

services/leveraging of resources to 

minimize costs (Nigeria) 

Note: No operational bottlenecks or challenges were noted for the following cross-cutting themes for 

IPTp: supply chain and health systems strengthening. 
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Core intervention area: Case management 

Table A7. Summary of operational bottlenecks and challenges for case management: 

Care-seeking 

Cross-

cutting 

thematic 

area 

Commonly cited bottlenecks and 

challenges 

Other bottlenecks/challenges 

identified 

Delivery and 

Access 

• Long distance to a health 

facility or provider and/or lack 

of transport; includes seasonal 

challenges in accessing care 

(Angola, DRC, Ghana, Guinea, 

Liberia, Niger, Nigeria, Uganda, 

Zimbabwe) 

• Cost of care or the perception 

that care and treatment is not 

affordable (Angola, Cameroon, 

Cote d’Ivoire Ghana, Kenya, 

Liberia, Madagascar, Mali, 

Niger, Nigeria, Tanzania, 

Uganda, Zanzibar) 

• Familial power structures 

and/or gender dynamics 

impede ability of the primary 

caregiver to seek or pay for 

care (Mali, Niger, Northern 

Nigeria, Senegal, Zimbabwe) 

• Caregiver’s perception of 

poor-quality services, including 

lack of health facility 

functionality, lack of providers, 

long wait times, and lack of 

medicines (Angola, Cote 

d’Ivoire, DRC, Liberia, Niger, 

Nigeria, Uganda, Zimbabwe) 

 

• Poor interpersonal communication 

skills of health facility staff (Uganda) 

• Previous negative experience with 

health facility staff (Sierra Leone) 

 

 

Supply Chain • Unavailability of medicines at 

health facilities (DRC, Ghana, 

Madagascar, Tanzania, Uganda) 

None 
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Community 

Engagement 

and Social 

Behavior 

Change 

• Low knowledge levels on signs 

and symptoms of malaria and 

cause of malaria (Ethiopia, 

Zambia, Zimbabwe) 

• Low risk perception of severity 

of malaria (Liberia, Senegal, 

Uganda, Zanzibar, Uganda); will 

only go to a health facility if the 

case is severe (Kenya, 

Madagascar) 

• Preference for self-medication 

or use of traditional treatments 

(Cameroon, Cote d’Ivoire, 

DRC, Kenya, Madagascar, 

Tanzania, Zanzibar) 

 

 

 

• Care-seeking is relatively high, but 

caregivers seek treatment late 

(Burkina Faso, Zambia) 

• Low caregiver and/or community 

awareness of the location and role 

of CHWs in community (Zambia) 

• Poor SBC efforts to promote 

prompt care-seeking (Benin) 

• Low awareness among caregivers of 

free malaria treatment for children 

under five (Cameroon) 

 

Low transmission setting specific: 

• Efforts needed to promote care-

seeking among frequent travelers 

(Zanzibar) 

Note: No operational bottlenecks or challenges were noted for the following cross-cutting themes for 

care-seeking: health systems strengthening and targeting and stratification of interventions and cost-

effectiveness. 
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Table A8. Summary of operational bottlenecks and challenges for case management: 

Diagnostics, treatment, and referral 

Cross-cutting 

thematic area 

Commonly cited bottlenecks and 

challenges 

Other bottlenecks/challenges 

identified 

Delivery and 

Access 

Health provider related challenges: 

Poor adherence to case management 

guidelines by health providers, 

specifically: 

• Persistent clinical diagnosis and 

inappropriate treatment practices 

(Cote d’Ivoire, Kenya, Liberia, 

Zambia); in Liberia noted that 

clinical diagnosis cannot be 

explained solely by RDT 

stockouts. 

• Many health providers have not 

been trained or recently received 

training in updated national 

treatment guidelines (Burkina 

Faso, Cameroon, DRC, 

Madagascar, Mali) 

• Health providers mistrust of 

diagnostic test results (Angola, 

Cameroon, Ethiopia, Guinea, 

Nigeria, Tanzania, Uganda)/health 

providers perception that test 

results complement clinical 

diagnosis or providers’ 

overconfidence in their clinical 

assessment skills (Nigeria) 

• Lack of functionality/readiness of 

health services (e.g., staff 

shortages, commodity stockouts, 

insufficiently trained staff) leads to 

inappropriate case management 

(Angola, Zimbabwe) 

• Inadequate capacity of providers 

to manage severe malaria cases, 

leading to poor patient outcomes 

and suboptimal commodity use 

(Burkina Faso, Kenya, Sierra 

Leone) 

Health provider related challenges: 

• Poor counselling by providers on 

ACTs, including possible side 

effects, signs when to return for 

care, and prevention of malaria 

(Guinea, Mozambique) 

• All malaria cases in pregnant 

women treated as severe, and not 

as per the updated WHO 

guidelines (Mali) 

• Poor provider performance for 

screening for other causes of 

fever (Ghana) 

• Low adherence for providing 

radical cure primaquine (Ethiopia) 

• Over classification of severe 

malaria cases, resulting in 

inappropriate use of injectable 

antimalarials (Mali) 

Patient/caregiver related challenges: 

• Patient mistrust of malaria 

diagnostic test results/provider 

diagnosis, leading them to seek a 

second opinion or purchase own 

medicines (Guinea, Nigeria) 

• No client feedback mechanisms in 

place on quality of services 

received (Uganda) 

• Health providers reluctance to 

prescribe ACTs because of 

perceived side effects (Guinea) 

Monitoring and evaluation specific 

challenges: 

• Lack of quality assurance systems 

for monitoring quality of services 

offered, lack of quality monitoring 

indicators, and no death or case 
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• Poor quality of malaria microscopy 

(Mozambique, Nigeria, Senegal) 

Treatment of malaria in pregnancy 

specific challenges: 

• Limited provider knowledge of 

treatment of malaria in pregnancy 

and poor provider adherence to 

guidelines for management of 

malaria in pregnancy (Guinea, 

Kenya, Niger) 

• General lack of data on malaria in 

pregnancy since malaria cases or 

treatment provided are not 

captured disaggregated by 

pregnancy status (Angola, Benin, 

DRC, Liberia, Malawi, Niger, 

Rwanda) 

reviews conducted (Uganda, 

Zanzibar) 

Treatment of malaria in pregnancy 

specific challenges: 

• Very low screening for malaria in 

pregnancy (Niger) 

• No standard practice of 

management of malaria in 

pregnancy (Liberia) 

Low transmission setting specific 

challenges: 

• Maintenance of microscopy 

diagnosis capacity is operationally 

challenging when few positive 

slides are processed (Senegal) 

• Observed low testing rates in low 

transmission areas (Kenya) 

Supply Chain • General challenge with stockouts 

of commodities, due to distance 

and high costs of transport, 

inadequate storage facilities 

(Angola, Benin, Burkina Faso, 

DRC, Cameroon, Cote d’Ivoire, 

Guinea, Liberia, Madagascar, 

Tanzania, Zimbabwe) 

• Challenges with the quantification 

of commodities, due to poor 

quality data/late reporting, lack of 

stock cards for reporting, limited 

availability of stock data at all 

levels of the health system, poor 

data use, use of multiple parallel 

sources/mechanisms for 

quantification and distribution of 

commodities (Cameroon, Ethiopia, 

Ghana, Guinea, Liberia, 

Mozambique, Senegal, Zambia, 

Regional MPR summary of high 

burden countries) 

• Limited capacity of health facility 

staff in supply chain management 

and reporting, and use of stock 

• Challenge of the introduction of 

new RDTs due to need for 

retraining (Ghana, Guinea) 

• Stockout of lab supplies for testing 

(Mali) 

• Data from CHWs rarely used to 

inform commodity quantification 

(Uganda) 
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data (Angola, Benin, Uganda, 

Regional MPR summary of high 

burden countries) 

• Large discrepancies between HMIS 

(e.g., epi data) and commodity 

consumption data due to various 

factors: underreporting of cases, 

transcription errors, commodity 

pilferage, inconsistent and 

inaccurate reporting of case and 

stock data (Angola, Cote d’Ivoire, 

Ethiopia, Kenya, Malawi, Mali, 

Madagascar, Mozambique, Niger, 

Nigeria, Sierra Leone, Tanzania, 

Uganda, Zambia) 

Health Systems 

Strengthening 

• Lack of human and financial 

resources to run comprehensive 

quality assurance/quality control 

programs of diagnostics (Angola, 

Liberia, Uganda, Global) 

• General challenge of inadequate 

programs for training of health 

providers and lack of or irregular 

supportive supervision. In Uganda, 

noted that even when supervision 

is conducted, weaknesses are 

rarely addressed (Malawi, 

Madagascar, Sierra Leone, Uganda, 

Global) 

• Lack of communication of new 

policy or recommendation 

changes between the national 

malaria program and health 

providers and academics 

(Nigeria) 

• Limited laboratory network 

(Uganda)  

• Laboratory challenges, including 

lack of accreditation for malaria 

diagnostics, lack of trained 

diagnostic staff at all levels of 

the system, and lack of 

SOPs/national guidelines on 

diagnostics 

• Cost recovery system 

incentivizes unsubsidized rather 

than subsidized diagnostics and 

treatment (Cameroon) 

Community 

Engagement and 

Social Behavior 

Change 

None Lack of or limited efforts to promote 

malaria testing and compliance with 

results among general the general 

population (Global/MPAC)  

Targeting and 

Stratification of 

Interventions and 

Cost-effectiveness 

None Concern of cost-effectiveness of pre-

referral treatment of severe malaria at 

community level given declining 

numbers of severe cases (Rwanda) 
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Table A9. Summary of operational bottlenecks and challenges for case management: 

Community case management 

Cross-

cutting 

thematic 

area 

Commonly cited bottlenecks and 

challenges 

Other bottlenecks/challenges 

identified 

Delivery and 

Access 

Monitoring and evaluation specific 

challenges: 

• Parallel reporting systems set up 

to meet donor requirements 

have resulted in poor 

integration of community 

reporting systems and 

community-level data into the 

national HMIS (Angola, 

Cameroon, Cote d’Ivoire, 

Madagascar, Malawi, Sierra 

Leone, Uganda, Global) 

• Poor data quality and missing 

data due to 1) heavy burden of 

reporting; 2) lack of incentive to 

report due to community health 

workers (CHWs) not engaged 

in use of data; 3) inadequate 

transport or delayed 

reimbursement of transport for 

CHWs to submit data; 4) lack of 

reporting forms/challenge with 

sustainability of printing costs 

for reporting forms; and 5) lack 

of user-friendly reporting forms 

for CHWs (Kenya, Sierra 

Leone, Uganda, Regional MPR 

summary of high burden 

countries, Global) 

• Poor CHW compliance to 

standard care protocols due to 1) 

lack of tools/job aids; 2) no or 

minimal supportive supervision 

provided; 3) poor quality training; 

4) heavy workload; and 5) lack of 

or limited motivation due to lack 

of incentives and heavy workload 

(Global) 

• Delayed referral of severely sick 

children due to several factors, 

including lack of recognition of 

severe illness, ineffective links 

between CHWs and referral 

centers, cost or other transport 

barriers (Global) 

• Community case management is 

weak in the diagnosis, treatment, 

and referral of severe malaria 

(Kenya) 

 

Supply Chain • Challenge of accessing and 

maintaining sufficient supply of 

RDTs and treatment among 

CHWs due to 1) reliance on 

donor funding for commodities; 

2) data from CHWs rarely used 

for commodity quantification; 3) 

poor quality and/or missing data 

None 
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from CHWs on their stock; and 

4) country policy that disallows 

redistribution of commodities 

between facility and CHWs 

(Uganda specific) (Cameroon, 

Kenya, Kenya, Sierra Leone, 

Tanzania, Uganda, Global)  

 

Health 

Systems 

Strengthening 

• Inadequate human and financial 

resources allocated for iCCM 

since it is not included in 

national health budgets, resulting 

in limited or lack of resources 

and supportive structures for 

carrying out iCCM. This 

includes lack of resources for 

training, supervision and general 

oversight, monitoring and 

evaluation, commodities/supply 

chain management, and SBC. 

Insufficient funding also results 

in limited coverage of iCCM. 

(Kenya, Global, Regional MPR 

summary of high burden 

countries)  

• High turnover of CHWs, linked 

to lack of incentives and 

motivation, and task overload 

(Rwanda, Sierra Leone, Regional 

MPR summary of high burden 

countries, Global) 

• CHWs not institutionalized or 

recognized in policy and planning 

at national level (Global) 

• Regulatory constraints with 

CHWs use of RDTs and 

administration of ACTs (Kenya) 

• General lack of integration of 

community case management into 

primary health care more broadly, 

resulting in a lack of prioritization 

of health system components 

related to iCCM (Guinea, Global) 

• Weak coordination mechanisms in 

place for community case 

management, including weak 

collaboration between CHWs and 

health facility staff, weak 

harmonization and coordination of 

resources or resource 

mobilization (Kenya, Regional 

MPR summary of high burden 

countries, Global).  

Community 

Engagement 

and Social 

Behavior 

Change 

None • Unclear or limited guidance for 

community-based interventions 

and skills/tools for SBC for CHWs 

and local leaders (Regional MPR 

summary of high burden 

countries) 

Note: No operational bottlenecks or challenges were noted for the following cross-cutting themes for 

community case management: targeting and stratification of interventions and cost-effectiveness. 
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Table A10. Summary of operational bottlenecks and challenges for case management: 

Private sector case management 

Cross-cutting 

thematic area 

Commonly cited bottlenecks and 

challenges 

Other bottlenecks/challenges 

identified 

Delivery and 

Access 

• Lack of system to integrate 

private sector data into national 

malaria surveillance systems 

(Burkina Faso, Mozambique, 

Nigeria, Tanzania, Uganda, 

Global/MPAC)  

• Poor adherence to national 

treatment guidelines for malaria, 

including continued presumptive 

treatment (Angola, Tanzania, 

Uganda), and low knowledge 

levels of first-line treatment in 

private drug outlets (Kenya) 

• Little information available on 

practices and availability of malaria 

services in private sector (Burkina 

Faso) 

• Poor readiness of private sector 

facilities to provide quality malaria 

services (Burkina Faso, Senegal) 

Supply Chain None • Lack of access to or sufficient 

supply of RDTs in private sector, 

resulting in continued clinical 

diagnosis of malaria (DRC, Mali) 

• Private sector brings in several 

different types of RDTs, making it 

difficult to assess their quality, 

resulting in providers not trusting 

test results (Ghana) 

• Low availability of quality ACTs in 

the private sector (DRC) 

Health Systems 

Strengthening 

• Overall lack of engagement, 

coordination, and integration of 

private sector with the public 

sector, including lack of 

stakeholder alignment around 

how best to engage with the 

private sector. An additional 

challenge noted is the vast 

number/type of private sector 

stakeholders (Guinea, Nigeria, 

Uganda, Regional MPR summary 

of high burden countries, 

Global/MPAC) 

• Lack of government enforcement 

or legislation to ensure private 

• Lack of training and supportive 

supervision provided for private 

sector providers in malaria case 

management (Senegal) 

• Unqualified personnel provide care 

in private sector, which is difficult 

to control (Ghana) 
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sector adheres to national 

treatment guidelines (Angola, 

Mozambique, Uganda) 

• Lack of government control and 

enforcement of and/or the 

capacity for monitoring the quality 

of diagnostic products and 

medicines in the private sector 

(Liberia, Sierra Leone, Global) 

Community 

Engagement and 

Social Behavior 

Change 

None • Lack of efforts to generate demand 

among the population for better 

quality care in the private sector.  

 

Note: No operational bottlenecks or challenges were noted for the following cross-cutting themes for 

private sector case management: targeting and stratification of interventions and cost-effectiveness. 
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Core intervention area: Surveillance, monitoring, and evaluation 

Table A11. Summary of operational bottlenecks and challenges for surveillance, 

monitoring, and evaluation. 

Cross-cutting 

thematic area 

Commonly cited bottlenecks 

and challenges 

Other bottlenecks/challenges 

identified 

Delivery and 

Access 

HMIS/LMIS related challenges: 

• Overarching challenge of 

poor HMIS data quality, in 

terms of timeliness and 

accuracy (Angola, Benin, 

Burkina Faso, Cameroon, 

Cote d’Ivoire, DRC, Guinea, 

Kenya, Liberia, Malawi, 

Madagascar, Uganda, 

Zambia, ECOWAS)  

M&E related challenges: 

• Challenges of defining 

populations at risk, and 

subsequently denominators 

for measuring coverage of 

interventions (Mozambique, 

Zambia, Global/MPAC) 

• Poor culture of data use at 

all levels, and specifically 

inadequate use at district 

levels (Cote d’Ivoire, Sierra 

Leone, Tanzania, Regional 

MPR summary of high 

burden countries) 

• Insufficient archiving of data 

more broadly, and 

specifically no procedures 

for archiving supervision 

reports/investigations 

(Burkina Faso, Cote d’Ivoire, 

Madagascar) 

 

 

 

HMIS/LMIS related challenges: 

• Lack of master facility list used for 

HMIS and LMIS, leading to errors in 

matching facilities and not allowing 

triangulation of data across systems 

(Zambia) 

• Lack of data available in HMIS on 

severe malaria case management 

(Mozambique) 

• Poor data collection and reporting 

at hospital levels, due to lack of 

reporting tools and lack of capacity 

of staff at this level (Burkina Faso, 

Sierra Leone) 

• Data reporting burden on health 

facility staff (Mozambique) 

• Non-harmonized reporting forms 

for data collection (partner forms 

different from HMIS) (Regional 

MPR summary of high burden 

countries) 

M&E related challenges: 

• Inadequate feedback mechanisms 

on program implementation 

reporting between national and 

subnational levels (Kenya) 

• Poor documentation of best 

practices (Burkina Faso) 

• Limited capacity for research for 

use by NMCP (Sierra Leone, 

Rwanda) 

Malaria surveillance system challenges 

• No established threshold for 

malaria outbreak detection 

(Tanzania) 
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• Poor quality national surveillance 

data (Ethiopia, Cameroon) 

• Lack of documentation of 

outbreaks (Zimbabwe) 

• Level of surveillance around border 

areas is low and insufficient to 

cover migrant and mobile 

populations, nomadic/indigenous 

populations, and other minority 

groups (Global/MPAC) 

• No means of verification for 

proportion of epidemics responded 

to in time (Uganda)  

• Inadequate capacity to respond 

timely to epidemics at national and 

district level (Uganda) 

• Lack of capacity to understand 

outbreak trends/transmission 

patterns (Global/MPAC) 

• Confusion/non-integration between 

epidemic preparedness and 

response system and monthly 

routine data in HMIS (Regional 

MPR summary of high burden 

countries) 

Entomological monitoring and surveillance: 

• Limited ITN insecticide efficacy 

data at country level to inform 

decision-making (Zimbabwe) 

• Insecticide resistance management 

needs to be more integrated and 

data-driven (Global/RBM VCWG) 

Very low transmission settings related 

challenges: 

• Challenge of classifying malaria 

cases as indigenous, imported or 

introduced (Global/MPAC) 

Health Systems 

Strengthening 

HMIS/M&E related challenges: 

• Inadequate SME/OR capacity 

or insufficient human 

resources in SME/OR at 

HMIS/M&E related challenges: 

• Lack of staff skilled in data 

management at program level and 
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national and subnational 

levels, includes limited 

capacity to analyze, interpret 

and use data (Cameroon, 

Ethiopia, Liberia, Kenya, 

Madagascar, Mozambique, 

Tanzania) 

• Poor infrastructure impacts 

data entry and timeliness 

(e.g., lack of/limited internet, 

unavailability of reporting 

forms, limited tablets) 

(Benin, Burkina Faso, DRC, 

Liberia, Mali, Madagascar, 

Mozambique, Senegal, 

Regional MPR summary of 

high burden countries) 

• Inadequate supportive 

supervision for reporting 

(Benin, Cote d’Ivoire, Ghana, 

Liberia) 

Entomological monitoring and 

surveillance related challenges: 

• No dedicated or trained staff 

for entomological 

monitoring at national 

program level, including lack 

of capacity to use vector 

data for decision-making 

(Angola, Cote d’Ivoire, 

Liberia Malawi, 

Global/MPAC) 

 

below (Regional MPR summary of 

high burden countries) 

• Inadequate funds provided for 

SME/OR (Senegal, Zambia) 

Entomological monitoring and surveillance 

related challenges: 

• Lack of a harmonized system/one 

database for entomological data, 

making it difficult to analyze data 

together for decision-making 

(Mozambique) 

 

Targeting and 

Stratification of 

Interventions and 

Cost-effectiveness 

None • Difficulty of adjusting interventions 

to the epidemiological conditions 

of the country (Global/MPAC and 

Global Fund) 

• Lack of capacity to make decisions 

on appropriate intervention mix 

and carry out stratified analysis 

(Global/MPAC and Global Fund) 
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Intervention area: Community engagement/social behavior change 

Table A12. Summary of operational bottlenecks and challenges for community 

engagement and social behavior change 

Cross-

cutting 

thematic 

area 

Commonly cited bottlenecks and 

challenges 

Other bottlenecks/challenges 

identified 

Delivery and 

Access 

• Lack of SBC materials with 

standard messages for use by 

service providers, CHWs and 

local leaders (Guinea, Rwanda, 

Zimbabwe, Regional MPR 

summary of high burden 

countries) 

• Poor coverage of SBC 

interventions/isolated efforts, 

rather than a comprehensive 

approach to SBC. Further, 

health providers carry out few 

information, education, 

communication (IEC)/SBC 

activities on malaria prevention, 

diagnosis, and treatment 

(Angola, Guinea, Sierra Leone, 

Zimbabwe) 

Monitoring and Evaluation specific 

related challenges: 

• Insufficient monitoring and 

evaluation of SBC/community 

interventions or activities, 

resulting in non-evidence-based 

SBC interventions (Angola, 

Benin, Guinea, Mali, 

Madagascar, Mozambique, 

Nigeria, Senegal, Zimbabwe) 

• Lack of a harmonized approach for 

SBC (Madagascar, Sierra Leone) 

• Lack of regular supervision of SBC 

activities/interventions (Angola)  

Monitoring and Evaluation specific related 

challenges: 

• Unclear/non-standardized 

indicators to use to monitor 

progress of SBC interventions 

(Mozambique, Regional MPR 

summary of high burden countries) 

• General lack of documentation of 

SBC activities (Nigeria) 

• Limited funding for monitoring of 

SBC indicators between national 

level surveys (Rwanda, Zimbabwe) 

• Limited capacity to document best 

practices and/or lessons learned in 

SBC approaches (Zimbabwe) 

Health 

Systems 

Strengthening 

• Limited funding available for 

SBC at national and subnational 

levels, due to low domestic 

resource mobilization/low 

prioritization of SBC and 

dependency on donor funding 

(Angola, Rwanda, Kenya, Mali, 

• Poor or no 

renumeration/incentivization for 

community actors to provide SBC 

support and implementation (Mali, 

Tanzania, Zimbabwe) 

• Need for strengthening of 

structures/processes for SBC 
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Mozambique, Nigeria, Rwanda, 

Senegal, Tanzania, Zambia, 

Zimbabwe) 

• Insufficient human resources to 

provide wide-scale coverage of 

SBC, and inadequate technical 

capacity for SBC at all levels 

(Benin, Liberia, Madagascar, 

Mozambique, Nigeria, Rwanda, 

Tanzania, Zimbabwe, Regional 

MPR summary of high burden 

countries) 

• Lack of/inadequate 

coordination (including lack of 

capacity to coordinate) of SBC 

activities at subnational levels 

with government and 

implementing partners (Kenya, 

Liberia, Malawi, Mozambique) 

through to the district level 

(Tanzania) 

• Poor or insufficient coordination of 

malaria SBC with other ministries 

and other health areas (Malawi, 

Tanzania) 

 

 

Targeting and 

Stratification 

of 

Interventions 

and Cost-

effectiveness 

None • Lack of targeted and context-

specific messaging; previous SBC 

efforts are not yielding sufficient 

impact (Global/Global Fund) 

Note: No operational bottlenecks or challenges were noted for CE/SBC in the thematic area of supply 

chain management. 


