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Overview

alaria, a malady that has plagued humans

throughout history, now afflicts up to 500

million people a year and takes the lives
of up to one million. It is a disease of poverty,
striking the poorest and most vulnerable people,
almost all of them in the world’s poorest coun-
tries. But there is good reason to be hopeful:
new global efforts focusing on the most intense
concentrations of the disease, in sub-Saharan
Africa, have garnered unprecedented resources
and moral commitments. The technical solutions
are straightforward in theory, if tough to imple-
ment. Trials underway give hope that one day a
vaccine could offer a broad, moderately effective,
and inexpensive route to eradication.

Many faith-inspired organizations are active on
malaria, both through advocacy and fundraising,
especially in the U.S. and UK., and through the
health and community services offered by a wide
range of faith institutions in hospitals and clinics,
churches and mosqgues in malaria-endemic coun-
tries. A major focus of the public health commu-
nity is on prevention, where faith communities are
often well-positioned to engage. Churches and
mosqgues are often the most robust and present
organizations, particularly in rural communities,
giving them a platform to educate about the dis-
ease and to distribute items like bed nets that are
integral to prevention. Their knowledge of local
situations can be invaluable.

A number of faith-inspired organizations, such
as Catholic Relief Services and World Vision, are
comparable to the finest secular development
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organizations in their ability to manage large pro-
grams and thus gain access to global funding for
malaria programs. However, the large majority of
institutions are not so well-positioned and their
efforts suffer from a lack of technical, financial,
and organizational support. Perhaps the most sig-
nificant barrier to increased participation by faith
communities at the local level is a lack of organi-
zational capacity. The fragmentation of programs
that are by their nature local and community-
based is problematic when it confronts the current
global consensus that concerted and coordinated
efforts are needed to combat malaria.

Major financiers of malaria programs, including
The Global Fund to Fight HIV/AIDS, Tuberculosis,
and Malaria, the Gates Foundation, the World
Bank, and the U.S. government, have all demon-
strated interest in increasing the engagement of
faith communities in the fight against malaria.
However, these disparate efforts to link to the
faith worlds are patchy at best. Likewise, many
faith-inspired organizations are not fully cogni-
zant of the parameters of global campaigns and
uncertain how best to engage.

Major advocacy campaigns have moved purpose-
fully to engage faith communities, with impres-
sive results: Malaria No More and NetsforLife are
prominent examples. Successful coalition efforts
in Mozambigue and Zambia demonstrate sig-
nificant potential for interfaith action on malaria.
New efforts to engage Muslim communities in the
U.S. and the Gulf region are bearing fruit.

Emerging issues include the need to pin down
the oft-cited capacity issues so that they can be
addressed in meaningful ways, gaps in networks
and coordination from top to bottom, policy
discussion on appropriate roles for community
focused organizations and ways to ensure that
such roles are well articulated within the larger pro-
grams, and insufficiently articulated approaches
to community engagement in programs.

Looking forward, ideas for next steps include an
expanded survey with priority given to selected
countries and Muslim communities, working ses-
sions with major funding agencies to explore
routes to more active engagement, and practi-
cal nuts and bolts workshops for country teams
geared to priority needs. The possibility of net-
work platforms deserves exploration.



Abbreviations and Glossary

ACT Development The Global Ecumenical Alliance
for Development

ADRA Adventist Development and Relief Agency
AFRO WHO region sub-Saharan Africa
AMFm Affordable Medicines Facility—malaria

API annual parasite index = malaria infection
incidence rate

CBO Community-based organization

CCF Christian Children’s Fund

CCIH Christian Connections in International Health
CHW community health worker

Cl confidence interval

CIFA Center for Interfaith Action on Global Poverty
CRWRC Christian Reformed World Relief

Committee

DfiD U.K. Department for International
Development

DRC Democratic Republic of the Congo

ERD Episcopal Relief and Development

EMRO WHO region Middle-East and North Africa
ERD Episcopal Relief and Development

EURO WHO region Europe

FBO Faith-based organization (faith-inspired
organization used more commonly in report)

GDP Gross Domestic Product

IPT intermittent preventive therapy
IR Islamic Relief

IRS indoor residual spraying

ITN insecticide-treated mosquito net
IYC Interfaith Youth Core
IRW Islamic Relief Worldwide

LSHTM London School of Hygiene &
Tropical Medicine

LLIN Long-lasting insecticide-treated mosquito net
LWR Lutheran World Relief

MDGs Millennium Development Goals

MNM Malaria No More

NGO Nongovernmental organization
PAHO/AMRO WHO region Americas

P. falciparum/vivax Plasmodium falciparum/vivax
RBM Roll Back Malaria

SEARO WHO region South East Asia

TAM Together Against Malaria

TBFF The Tony Blair Faith Foundation

UMCOR United Methodist Committee on Relief
UNDP United Nations Development Programme

USAID United States Agency for International
Development

WCRP World Conference on Religions for Peace
(Religions for Peace)

WFDD World Faiths Development Dialogue
WHO World Health Organization

WPRO WHO region Western Pacific

WVI World Vision International
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Introduction

alaria has been with humans throughout his-

tory. A disease transmitted by mosquitoes, its

characteristic high fevers were the stuff of stories
and legends, a common affliction in warm climates and a
killer, especially of children. Its eradication has been the
goal of emperors and governments since Caesar." What is
new in this period of our history is our knowledge. We
now know malaria’s full, horrible toll: up to one million
deaths per year. We know that as many as 500 million
more are infected, facing economic, educational, and
health setbacks.? Malaria is a serious drag on global devel-
opment, economic and social.’ Nearly half of the world’s
population is at risk of infection, almost all of them in the
world’s poorest countries.

We also know how malaria can be defeated—through
prevention with a combination of insecticide-treated
bed nets, spraying against mosquitoes, special preventa-
tive regimens for pregnant women, and care and cure
with anti-malaria medications. Recent clinical trials
give the first glimmers of hope that a moderately effec-
tive vaccine could emerge in the near-future.*

Driven by an unprecedented commitment of resources,
public and private, national and international, this
knowledge is moving towards concerted action.
Governments, global institutions, and non-governmen-
tal organizations are working as never before to combat
malaria and its effects. The global fight against malaria
is a centerpiece of the world’s fight for social justice and
for decent lives for all, not least because it is a scourge
that can be curbed and hopefully eliminated forever.

Faith-inspired organizations and communities are an
important part of this global effort, particularly in many
poorer regions where religious organizations provide
major shares of health services. Several of the largest faith-

inspired development organizations are actively engaged
in malaria programs, Catholic Relief Services (CRS), the
Adventist Development and Relief Agency (ADRA),
Episcopal Relief and Development (ERD), Tearfund,
and World Vision, among others. Countless other faith-
inspired organizations, reflecting virtually all faith tradi-
tions, confront and deal with malaria each day.

But the potential of vast faith-inspired networks has
barely been scratched, and in the global effort, from
international to community levels, many possible part-
nerships and actions have yet to be fully explored.

This report takes stock of history, experience, and
emerging issues as faith-inspired organizations and
communities address the ancient scourge of malaria in
a modern setting. Its context is the global Millennium
Development Goals and, more specifically, interna-
tional efforts to expand both the scale and scope of
anti-malaria programs. How religious communities
are and how they could be more actively involved is
the underlying question. The review is informed by
an extensive series of interviews and email exchanges
(Appendix 1) as well as background research. The
review is exploratory, a preliminary sketch of relevant
issues that cross many disciplines and perspectives. It
aims to encourage dialogue and find new paths for
action and partnership.

The review forms part of a series of reports on devel-
opment topics undertaken by the Berkley Center for
Religion, Peace, and World Affairs at Georgetown
University, and implemented jointly with the Edmund
A. Walsh School of Foreign Service. The project is
supported by a generous grant from the Henry Luce

Foundation’s Initiative on Religion and International
Affairs. The Luce/SES Program on Religion and
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International Affairs convenes symposia and seminars
that bring together scholars and policy experts around
emergent issues. The program is organized around two
main themes: the religious sources of foreign policy in
the US and around the world, and the nexus between
religion and global development. Topics covered in
2007-08 included the HIV/AIDS crisis, faith-inspired
organizations in the Muslim world, gender and develop-
ment, religious freedom and US foreign policy, and the
intersection of religion, migration, and foreign policy.
The Berkley Center is joined for this Malaria report by
the World Faiths Development Dialogue (WFDD).

The impetus for this report was a consultation about
faith institution roles on malaria among a leadership
group organized by the Center for Interfaith Action
on Global Poverty (CIFA) on December 12, 2008
at Georgetown University. The draft report served as
background for the meeting and this version reflects
comments by participants.
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Ancient Scourge, Progress and Prospects

umans have contended with malaria for thou-
sands of years, and though the parasite that
causes it was not identified and named until the
turn of the 20th century,’ fevers which are unmistakably
malarial have long held a place in religious explanations

of the world.

Perhaps the first written reference to malaria—and also
the first known attempt to engage a deity in malaria
control—is found in an incantation pressed into a
cuneiform tablet found at Susa (in modern-day Iran) to
Nergal, the Babylonian god of disease and death.

A malady whose symptoms closely align with malaria is
identified in a prayer in the Arthava Veda to Takman,”
a divinity that accompanied the monsoon rains and
brought the intermittent fevers and chills characteristic
of malaria to its victims. Associations of malaria with
moisture and rains were shared with other traditions.
Ancient Greek and Roman mythology located demons
and evil spirits in swamps and marshy areas. The myth
of Heracles’s (Hercules in the Roman tradition) slaying
of the Hydra is an allegory for attempts to drain the
malaria-infested delta of the Lerna River.® The Romans
built three temples in Rome to Febris, a goddess inher-
ited from the Etruscans, who both represented and pro-
tected against fever, and amulets to ward off the disease
were common during the late Empire.’

The most effective modern malaria therapies are derived
in part from ancient Chinese treatments but in ancient
China,' as elsewhere in history, even when malaria
treatments were earthly, explanations of its causes were
often otherworldly: the Qing writer Yuan Mei wrote
about a black-faced demon spirit who tormented him

in the form of mosquitoes and brought on an episode
of malarial fever."

Fevers characteristic of malaria have their place in
descriptions of Christian miracles, including the heal-
ing of Peter’s mother-in-law described in the gospel of
Matthew.'” It was Jesuit priests on a mission in Peru
who discovered that the bark of the cinchona tree
effectively treated the symptoms of malaria.'® The active
compound in cinchona would later be identified as
quinine, and was for two hundred years the first-line
treatment for malaria.

Box 1 (following page) serves as a reminder of how deeply
malaria is embedded in American history and culture.

Malaria stands as one of the world’s major public health
challenges, affecting well-being and impeding social and
economic development in many countries. The WHO
estimates that about 250 million episodes of malaria ill-
ness occur globally each year, resulting in approximately
one million deaths (to give a sense of the range of uncer-
tainty around the estimates, a recent World Bank report
cites a figure of 500 million cases a year).”” Children
represent almost 90 percent of deaths due to malaria.'
Some 80 percent of the burden is in sub-Saharan Africa;
almost all remaining cases are in tropical and subtropi-
cal Asia, Latin America and Melanesia.'” The cost in
terms of lost productivity is extremely high, estimated
at about US$12 billion each year in Africa.'®

The good news is that effective interventions against
malaria are available (Box 2). They include insecticide
treated mosquito nets, indoor spraying, preventive
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Malaria in History: Glimpses from the American South™

In 1727, Father Paul du Poisson, Jesuit missionary to the
Quapaws, arrived at Arkansas Post. His descriptions
of the hordes of mosquitoes encountered there and
on his canoe trip on the Mississippi from New Orleans
paint a vivid picture of suffering. He complained that

“the plague of Egypt could not have been more cruel

and opined that mosquitoes had caused more swear-
ing since the French had been on the Mississippi than
all the swearing up to that time in all the rest of the
world! A swarm of gallinippers embarked with a trav-
eler in the morning, and when he passed across the
sandbars or near the cane another swarm hurled itself
with fury on the canoe. It was necessary to keep a
handkerchief constantly flapping, but this scarcely
troubled the mosquitoes, for they made a short flight

and instantly returned to the attack. The human arm
tired sooner than the pests did. When the traveler
landed for dinner he had a whole army to fight. The
men made great fires smothered with green leaves
and got in the midst of the smoke to avoid the perse-
cution, often wondering which was better, the remedy
or the disease. It seemed to du Poisson that it was the
inning of the mosquitoes; they eat you, they devour
you; they get in your mouth, in your nostrils, in your
ears; face, hands, and body are covered with them.
Their stingers pierce through your shirt and leave a
red mark on the flesh, which swells up if you are not
inoculated against their bites. Such were the trials of
a Mississippi voyage.

Under W per cent EI
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30 10 per cent BIE

Over Hi per cent [

Mararia DeaTas o0 Torar DeaTEs FROM ALL CAUSES
Ninth Census of the United States, 1870




Medical Aspects of Malaria: Definition, Morbidity/Mortality, Diagnosis,

Treatment and Prevention.
Malaika Stoll, MD, MPA

Definition: Malaria is an infectious disease caused by
the Plasmodium parasite. Parasites are primitive life
forms that can only survive within other organisms, and
in the case of the malaria-causing parasite, mosquitoes
and humans serve as hosts. Within the plasmodium
species, there are four major sub-types: P. Falciparum;
P. Vivax; P. Ovale and P. Malariae. Of these, Falciparum
and Vivax are the most common source of malarial
infection, with P. Falciparum accounting for most of the
malaria in Africa and being the most deadly strain. The
parasite passes through different stages while it moves
through the human body, into the mosquito, and then
into another human through a mosquito bite. Malaria
infects and destroys red blood cells, causing severe ane-
mia. It also leads to blood flow obstruction in vessels
which deprives vital organs of oxygen and energy.

Morbidity/Mortality: Presenting signs and symptoms of
malaria include high fever, sometimes with a temporal
spiking pattern, chills, body aches, fatigue, and nausea.
If the disease progresses, it can lead to severe anemia,
respiratory distress, kidney and other organ failure, brain/
neurological complications, and death. Up to 500 mil-
lion people contract malaria every year, and about one
million die from it. As many as three billion people in 109
countries are at risk of infection. Malaria, like AIDS, tuber-
culosis and many others, is a disease of resource-poor
countries. It is endemic in parts of tropical Africa and
Oceania, where mosquitoes are rampant and control
measures are sparse, but rare in the U.S., where malaria
is seen almost exclusively in returning travelers.

Malaria is one of the primary contributors to child
and maternal mortality in endemic countries—from
10-25 percent of maternal deaths in malaria-endemic
countries are attributable to the disease. The WHO
estimates that malaria accounts for eight percent of
deaths of children under five years of age worldwide.

Diagnosis: The initial flu-like symptoms of malaria
can be seen in many other illnesses and conditions,
making the diagnosis of malaria on an empiric basis
difficult. The traditional gold-standard for diagnosis

is microscopic observation of malaria-causing par-
asites in the blood smear of an infected individual.
Lack of microscopes and trained users has made
diagnosis difficult, and this—along with limited health
information infrastructure in malaria-prone countries—
contributes to the rather rough estimates of malaria
incidence worldwide. Accurate and easily-administered
blood tests are a relatively new development, and have
already helped epidemiologists and health care work-
ers to better identify, count, and follow malaria cases.

Treatment: Treating malaria requires both targeting the
parasite and supporting the patient so that she/he does
not succumb to dehydration, shock, or organ failure.
Important supportive measures, such as administration
of intravenous fluids and oxygen, can be difficult in the
rural, resource-poor settings where malaria exists. The
parasite’s ability to mutate and thereby gain resistance
to existing medications has contributed to the ongoing
development of new medications. Each stage of the par-
asitic life is a potential opportunity for drug therapy, and
thus the parasite’s complex life-cycle also helps explain
the vast array of medications available for treatment.
Medlications are categorized by the mechanism by which
they destroy the parasite and include: the chloroquine
family (quinine, quinadine, mefloguine, primaguine); the
antifolate family (pyrimethamine, sulfa compounds);
and artemisinin derivatives (artemisinin, artemether and
artesunate). The choice of drug and the duration of drug
treatment depend on the type of plasmodium infection,
local resistance patterns, the severity of illness and the
presence of other conditions in the patient such as immu-
nodeficiency or pregnancy. Combination drug therapy
is often used as a means of increasing effectiveness and
decreasing resistance. The CDC website provides up-to-
date information on specific treatment regimens.?°

Prevention: Thousands of years ago, communities pro-
tected themselves from malaria by avoiding and con-
taining swamps and wet-lands and through the use of
mosquito nets. Recent debates about treatment, pre-
vention, and the eventual elimination of malaria have
been contentious, but the WHO in its 2008 survey >
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of malaria identified an “emerging consensus” in the
public health community about the most effective
way to prevent malaria at the collective and individual
levels. The consensus centers on the use of long-last-
ing insecticide-treated mosquito nets (LLINs), indoor
residual spraying (IRS) of indoor home walls with mos-
quito-repellent chemicals, and intermittent preventative
treatment (IPT) administered to pregnant women.?

The emergence of a consensus has not ended debates
about the safest and most effective modes of malaria
prevention. One element that remains particularly
controversial is the use of the chemical DDT in IRS
programs. DDT can be a highly effective mosquito
repellent; eradication of malaria in the United States
and parts of Europe was largely accomplished with
the use of insecticides containing DDT. For a variety of
reasons, most prominently concern about its ecologi-
cal effects, DDT’s usage was sharply curtailed in the
1970s. The WHO recommends its use as part of IRS
programs, but expresses caution about the uncertainty
of the chemical’s effects on human reproductive and
endocrine functions. In many areas in which DDT has
been heavily used for agriculture in the past, mosqui-
toes have developed resistance to its effects.?

Concerns about LLINs are of a different nature. There
is agreement that LLINs are more effective than tradi-
tional ITNs in repelling mosquitoes, and that LLINs are
a crucial part of a comprehensive malaria prevention
regime, but there are questions about whether or not
the heavy emphasis on nets in global malaria initiatives
and fundraising campaigns is leading to a dispropor-
tionate programmatic focus on them.

Estimating incidence and death rates: Country-specific
incidence estimates are for most countries very impre-
cise, because the national (historic) impacts of IRS and
ITNs are not known, malaria endemicity distributions of
countries were estimated very crudely, research stud-
ies used to infer basic incidence rates by endemicity
may not have been generalizable, and the influence of
urban residence was uncertain.

Developing a vaccine: Development of a malaria vac-
cine is an urgent priority of the public health commu-
nity, not only because an effective vaccine could save

BOX 2 (continued)

millions of lives, but because malaria-infected mos-
quitoes are quickly developing resistance to even the
most potent pesticides and treatments.

The pace of research and development energy directed
towards a vaccine has increased rapidly over the past
two decades. In 1986, there were no clinical trials of
malaria vaccines underway; while in 2008 there were
over 16. Though recent progress has put the goal of a
vaccine closer than ever before, even the most effec-
tive vaccines currently being tested confer protection
to fewer than one half of vaccinated individuals. The
intermediate goal of the malaria vaccine community
is to develop and license a first-generation vaccine by
2015 that has 50 percent effectiveness against severe
disease and death caused by malaria.>

The two most significant barriers to vaccine devel-
opment are biological—the complex life-cycle of a
malaria parasite makes vaccine development a par-
ticularly thorny problem—and financial, as a full-scale
clinical trial of a potential vaccine would cost in excess
of US$500 million and engage 100,000 volunteers.
Another barrier to widespread vaccination is the poor
state of health infrastructure in malaria-endemic coun-
tries—even if an effective vaccine were developed,
most people would not be able to access it without
dramatic improvements in health infrastructure.

In November 2008, the Partnership for Appropriate
Health Technologies (PATH) Malaria Vaccine Initiative,
in partnership with the pharmaceutical company
GlaxoSmithKline and financed by the Gates Foundation,
initiated the largest-ever clinical trial of a malaria vac-
cine. The vaccine—named RTS,S—will be tested on
16,000 children in seven African countries, and is
expected to be 30-35 percent effective against benign
cases of malaria, and up to 50 percent effective against
more serious cases.?

The major funders of malaria vaccine research are
the Gates Foundation, the Wellcome Trust, the U.S.
National Institutes of Health, the U.S. Department of
Defense, and USAID.?> A vaccine is of special interest
to the U.S. military—a recent deployment of peace-
keepers to Liberia saw over one-quarter of the troops
contract malaria.?®



treatment for pregnant woman, and treatment of
malaria itself. However, malaria persists for three main
reasons: i) most people at risk of malaria do not have the
knowledge to protect themselves, or ii) they are unable
to afford the needed measures; and /or iii) the interven-
tions are inaccessible, notably because of geography.

Malaria’s effects and solutions thus extend far beyond
pure health concerns. For that reason, outside of for-
mal health systems and facilities, a wide range of insti-
tutions are affected by malaria and can play roles in
combating it. These institutions include community
organizations, religious facilities and the full range
of non-governmental organizations. However, their
potential roles in this broader effort have not had the
kind of careful scrutiny that they have in other areas,
such as HIV/AIDS. Using more effectively existing
capacity and expanding roles and capacity to reach
the most remote and poorest population groups are
particularly significant areas where there is potential to
make a large difference."

The Extent of Malaria in 2008

Africa is the region by far the most affected by malaria:
in 2008, malaria was endemic in 109 countries, of
which 45 are in Africa. Figure 1 (below), shows the
concentration of malaria today.

Figure 1 shows that malaria is widespread but its inci-
dence is highly concentrated in a fairly limited group of
countries, most of them in sub-Saharan Africa. Malaria
is nearly absent from North America and Europe,
having been eradicated in these places by the middle
of the 20th century. Figures 2 and 3 (following page)
underscore that malaria is currently an overwhelmingly
African issue.

Within Africa, perhaps 50 percent of all cases are
concentrated in just two countries: the Democratic
Republic of the Congo (DRC) and Nigeria, the most
populous country in Africa. About 90 percent of all
cases occur within 18 countries in Africa (see Figure 4
in Appendix 2).

Estimated Cases of Malaria per 1000 people, 2006.

Source: WHO World Malaria Report 2008.
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Not surprisingly, a similar picture emerges in looking
at the effectiveness of interventions. In some areas
malaria is largely controlled, while in others, only a
small share of populations are protected in any fashion.
While coverage has improved dramatically in recent
years, supplies of insecticide-treated nets were sufficient
only for 26 percent of African households at risk. Only

three percent of children with fever were treated with
the most effective treatments, arteminisin combination
therapy (ACT). Only five African countries reported
IRS coverage sufficient to protect at least 70 percent of
people at risk of malaria.

In regions other than Africa, intervention coverage

Estimated Malaria Deaths by Region, 2006.

Africa: 801

Source: WHO World Malaria Report 2008.
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is difficult to measure because household surveys are
uncommon, preventive methods usually target high-
risk populations of unknown size, and national malaria
programs do not report on diagnosis and treatment in
the private sector.

There is substantial evidence that shows that with con-

centrated interventions rapid and often dramatic results
can be achieved. While the link between interventions
and their impact is not always clear, at least 7 of 45
African countries/areas with relatively small popula-
tions, good surveillance, and high intervention cover-
age reduced malaria cases and deaths by 50 percent or
more between 2000 and 2006 or 2007. In a further 22

What We Know and What We Don’t About Malaria at the Household Level.
Quentin Wodon, Development Dialogue on Values and Ethics, World Bank

Gathering accurate medical data on malaria, as on HIV/

AIDS and other diseases prevalent in the developing
world, is difficult, and estimates of malaria incidence
and deaths vary widely. Similarly, quantitative data on
approaches to malaria prevention and treatment taken

by health care providers, whether secular or faith-
inspired, remain scarce despite some recent progress,

and is far from enough to help us understand these
efforts. More effective malaria interventions will likely
require better data on both fronts. At least two types
of data could provide insights: (a) administrative data
both from faith-inspired organizations and government

agencies on health services and malaria-specific inter-

ventions like bed net distribution; and (b) household

surveys (and other types of surveys focused on benefi-
ciaries of services), with questions on the types of ser-

vice providers and assuming that the users of services

know whether their service provider has faith links or
not. If household survey data documented faith roles,
this would have an advantage over administrative data,

because uptake of services could be linked to other
household and individual characteristics, including
households’ poverty status and satisfaction with the
services received.

Unfortunately, household survey data currently pro-

vide limited information on malaria programs and
even less on who provides such services. Among 26
West and Central African countries, only a handful of

multi-purpose integrated surveys identify, for example,
whether households have bed nets and, when they do,
they lack data on type of bed nets (long-lasting or con-

ventional) used. We know of no survey that includes

how bed nets are provided. For half of the 26 coun-

tries, the household survey questionnaire coverage

has no information on whether health service provid-
ers have faith links.

The changes to household survey guestionnaires that

are needed to better identify faith-inspired service
providers are relatively minor and not excessively dif-
ficult or costly to implement. In Burundi, for example,
the 2006 QUIBB survey identified ten different types
of providers, ranging from hospitals to pharmacies
to traditional healers. With these additional options
provided in the questionnaire, it is feasible not only to
compare the market shares of faith inspired and other
service providers, but also to analyze which segments
of the population the various providers are reaching
and the extent to which the population groups served
by the various providers are satisfied with the services
provided to them. The Burundi QUIBB survey is one of
the few that provides information as to whether house-
holds have bed nets. Unfortunately, the survey does
not include data on how households acquired the nets,
whether they had to pay for them, or on other usage
details. A few questions could offer useful information
along these lines, and it would be useful to home in on
performance and impact not only of various interven-
tions, but also on avenues for improvement. Such data
could help refine public policy and allow informed dia-
logue about the complementary roles of public, secu-
lar, and faith-inspired organizations.
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countries in other regions of the world, malaria cases
fell by 50 percent or more over the period 2000-2006.
However, deeper investigations of impact are needed to
confirm that these 29 countries are on course to meet
targets for reducing the malaria burden by 2010.”

Malaria, Poverty, and the
Millennium Development Goals

Malaria is inextricably linked to world poverty and thus
to efforts to combat it. The Millennium Development
Goals (MDGs) that provide the agreed framework
for global development work, also frame the work on
malaria and link the global effort squarely to issues of
poverty.”® Conquering malaria is a central pillar of strate-
gies to achieve the MDGs. Malaria figures explicitly and
indirectly among the eight MDGs: the sixth goal is, by
the year 2015, to have begun to reverse incidence and
death rates due to malaria (and HIV/AIDS and tuber-
culosis). The fourth and fifth goals—a two-thirds reduc-
tion in child mortality and a three-quarters reduction in
maternal mortality—are unattainable without signifi-
cant progress to reduce malaria’s impact. Box 4 explores
the multiple linkages between malaria and poverty.

BOX 4

Malaria and Poverty?°

Malaria is an enormous public health challenge, but
beyond that it has significant micro and macro social
and economic implications. Economists highlight
strong correlations between malaria and poverty;
malaria-endemic countries are poorer and have
growth rates that are, on average, 1.3 percent lower
than other countries. Jeffrey Sachs posits a causal
relationship between poverty and malaria that runs
in two directions, suggesting that malaria is more
difficult to treat and prevent with limited resources,
and also that the prevalence of malaria reduces
worker productivity and economic output.

It is not difficult to appreciate how, on an individ-
ual and household level, malaria can reduce edu-
cational and economic attainment. Malaria during
pregnancy leads to low birth weights in infants and
can have severe consequences for cognitive devel-
opment. Besides its cognitive effects, contracting
malaria causes children to miss school altogether—in
malaria-endemic Kenya, children enrolled in primary
school miss 10 percent of all school days because
of the disease.*°

Malaria, like other diseases that take a heavy toll on
infants and children, affects family planning deci-
sions. In areas with high infant and child mortality
rates attributable to malaria, parents tend to have
more children than in areas with a lower malaria bur-
den. Higher fertility tends to reduce parental invest-
ment in education per child, which in turn reduces
the future earning power of surviving children.

On a macroeconomic level, fears of malaria can sup-
press foreign investment and tourism. Malaria affects
decisions of individuals and households about where
to live; one reason Africans have tended to gravi-
tate to interior areas less hospitable to mosquitoes,
rather than coastal ones, is that these areas are less
affected by malaria. However, choosing these inte-
rior locations increases the cost of transport and
decreases access to global markets.®
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The Global Fight Against Malaria:
Strategy and Practice

fter decades of fits and starts, today there is an

unprecedented focus and a large, essentially

unique international partnership to address
malaria. The goals are clearly defined: to scale up access
to bed nets, indoor spraying, diagnosis and treatment
(including preventive treatment for pregnant women),
for all in need in Africa by 2010, and to eliminate
deaths attributable to malaria by 2015.

Efforts on a global scale date from the 1950s when the
WHO launched a malaria eradication program. It met
some success in areas where it was operational (sub-
Saharan Africa was excluded from the target area).’
However, by the mid 1970s the program was losing
momentum and it became evident that rates of infec-
tion and death due to malaria were on the rise.*

A series of reflections spurred a new round of partner-
ships and programs. The first truly global commitment to
fight malaria came with the Harare Declaration in 1997.
There, African heads of state committed themselves to
halving malaria deaths by 2010 (as indicated above, this
is a goal that has subsequently been revised).*

Roll Back Malaria (RBM), a formal partnership of inter-
national agencies launched in 1998, initially involved
the World Health Organization (WHO), the United
Nations Children’s Fund (UNICEF), the United Nations
Development Programme (UNDP), and the World Bank.
The partnership has since expanded exponentiallyand
now includes a wide range of partners—including
malaria-endemic countries, their bilateral and multilateral
development partners, private companies, nongovern-
mental and community-based organizations, foundations,
and research and academic institutions—which together
bring a formidable assembly of expertise, infrastructure
and funds into the fight against the disease.”> The RBM

website lists 97 partners and an elaborate governance
structure has emerged. The RBM commitments were
reaffirmed at Abuja in 2001, again underlining the focus
on leadership of malaria endemic countries.

UN Secretary-General Ban Ki-Moon in February 2008
appointed Ray Chambers, businessman and founder
of Malaria No More, the first UN Special Envoy on
Malaria, a position intended to galvanize financial and
organizational commitments from UN agencies that fur-
ther the goals of the RBM Partnership. September 2008
marked a further stepping up of the global effort, when
the RBM Partnership released a Global Malaria Action
Plan (GMAP). The GMAP entails a comprehensive
approach to prevention and treatment, with estimates of
annual funding needed to achieve a series of phased goals
related to increases in prevention and treatment coverage
and decreases in incidence and death rates.*®

The RBM Partnership’s objective is to lead continuing
advocacy campaigns to raise awareness of malaria at the
global, regional, national, and community levels, thus
keeping malaria high on the development agenda, to
mobilize resources for malaria control and for research
into new and more effective tools (including a vaccine),
and to ensure that vulnerable individuals are key par-
ticipants in rolling back malaria.

Funding for the global malaria efforts has been increas-
ing steadily in recent years. As recently as 2000, total
global funding explicitly directed to combat malaria was
US$50 million per year.” International donors commit-
ted US$250 million to malaria control and eradication
efforts in 2004, US$700 million in 2007, with US$1.1
billion expected in 2008. US$3 billion in funding com-
mitments to support the plan were announced concur-
rently with the announcement of the GMAP*
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Four large international organizations account for
the lion’s share of malaria funding today: The Global
Fund to Fight HIV/AIDS, Malaria and Tuberculosis,
the World Bank, the United States President’s Malaria
Initiative, and the Bill & Melinda Gates Foundation.
These are sketched in the boxes below, with further
detail available on the respective websites. One recent
example of a successful collaboration between several of
the major players, the sharp reduction of malaria deaths
in Zanzibar, is referenced in Box 9. A case study of a
successful private sector intervention—Dby ExxonMobil
in Chad and Cameroon—is included in Box 10.

The web of organizations implementing and benefiting
from this increased funding is complex. For example, a
single grant from the President’s Malaria Initiative (PMI),
at the national, sub-national, and local levels could enlist
literally over 100 different NGO and governmental
partners. A $7.8 million PMI grant awarded in 2007
to the Christian Children’s Fund in Senegal for malaria
prevention and treatment in all 11 regions of the country
enlisted World Vision, Africare, Catholic Relief Services,
and over 100 local community based organizations.*

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

Spurred by calls for dramatic increases in funding
levels and for grant, rather than loan, money to fight
malaria, HIV/AIDS, and TB, heads of heads of state at
the 2001 G8 meeting at Genoa, launched a new fund
and organization: The Global Fund to Fight HIV/AIDS,
Malaria, and Tuberculosis. The aim was to attract and
disburse funding for programs that reduce illness or
death caused by the three diseases.*®

The Global Fund is a unique organization, neither of
the UN nor private origin. It calls itself a global public-
private partnership, between governments, civil society;,
the private sector and affected communities; as such
it represents a new approach to international health
financing. The Global Fund works in close collaboration
with other bilateral and multilateral organizations to
supplement existing efforts dealing with the three dis-

and three quarters for malaria. Global Fund financing
enables countries to strengthen health systems by, for
example, making improvements to infrastructure and

providing training to those who deliver services.

Funding for malaria programs made up 11 percent of
total grants from the Global Fund in the first round of
disbursements in 2002. This proportion has steadily
increased, and in the eighth round, 51 percent of all
grants were for malaria programs. 72 percent of Global
Fund funding for malaria has been directed to sub-

Saharan Africa, 12 percent to East Asia, 6 percent to

North Africa and the Middle East, and the remainder
to South Asia and Latin America.*

Decisions about applications to the Global Fund and
subsequent implementation of programs are made by

eases. Among its characteristics are concerted efforts
at transparency, so that full program details are avail-
able on its website; it has broad-based representation
in its governance structures. The Global Fund began
rather slowly but has accelerated its programs rapidly.
The major constraint on its reach today is availability
of funding, which comes in successive replenishments
largely from national governments.*

Since its creation in 2002, the Global Fund has become
the largest single source of finance for programs to
fight AIDS, tuberculosis, and malaria, with approved
funding of US$11.4 billion for more than 550 programs
in 136 countries. It provides a quarter of all international
financing for AIDS globally, two-thirds for tuberculosis

Country Coordinating Mechanisms (CCM), which typi-
cally are composed of representatives from the gov-
ernment, private, and NGO sectors. The Global Fund
has a strong preference to fund programs through
national governments, in order to strengthen their
long-term capacity to implement programs.

Nearly 50 percent of funding for malaria has been
directed to national ministries of health or finance.

The Global Fund launched in early 2008 its Corporate
Champions initiative. The aim is to engage the corpo-
rate sector in fundraising and advocacy around malaria.
Chevron was the initial lead donor, contributing US$30
million to the initiative.#®



Emerging Consensus and
Priority Issues

The global malaria programs involve a complex set of
different organizations, working to coordinate their
efforts within the framework of a common approach
that has been rigorously honed and detailed over the
past three years. This common effort rests on several
important elements of consensus, which are summa-
rized below. It bears note, however, that there are also
several issues on which there is less consensus, even
active debate; these also are briefly noted.

BOX 6

Consensus:

1. Given malaria’s high human and economic cost, a
major push is justified and needed: malaria repre-
sents something approaching “low hanging fruit,”
since solutions are well known, costs of action
are not exorbitant, and results can be rapid and
substantial. More negatively, incremental efforts
fail to achieve progress and indeed can lead to a
worsening situation.

2. Programs need to be far better coordinated within
countries and also across borders than they have

The World Bank: Boosting Malaria Control in Africa**

The World Bank’s approach to malaria changed mark-
edly in 2005. Before 2005, the Bank addressed malaria
through the strengthening of health systems with few
specific malaria components. An evaluation sparked
by both internal and external criticism concluded that
the earlier approach had failed. Only US$50 million was
committed for malaria programs in all of sub-Saharan
Africa between 2000 and 2005.

Malaria control is a pillar of the World Bank’s Africa
Action plan. Launched in 2005, the “Booster Program
for Malaria Control in Africa”, involves a sharply stepped
up ten year program. It is set within the framework of
the global partnerships, especially RBM, of which the
World Bank is a member. Phase 1 of the Booster pro-
gram ran from 2006-2008 with total funds committed
(that is, formal agreements signed or in the pipeline) of
US$470 million. Phase Il runs fromm 2009-2011 and the
World Bank intends to commit an additional US$1.125
billion during that period.

The World Bank Booster program for malaria involves
both an overall framework and country by country
financing operations (18 were approved during
Phase 1). These operations may have malaria as a
component of a larger program or represent more
specific “stand-alone” operations; both health system
strengthening and malaria specific action are essential.
Special features of the World Bank malaria program
include the following:

* Planned intensive focus on Nigeria and the
Democratic Republic of the Congo (DRC)

* Emphasis on “front loading” to move quickly to
scale up programs

* Addressing malaria in health and also other sec-
tors including water and urban projects (such as
in the Senegal River Basin and the urban project
in Kinshasa)

* Two-pronged approach, in which resources and
attention are devoted to scaling up effective
malaria interventions, and health systems are
generally strengthened.

* Cross border operations seen as a comparative
advantage of the World Bank and key to next
phases of malaria control

e Focus on implementation issues especially bulk
procurement

¢ Focus on monitoring and evaluation and “results
reporting,” country by country.

The World Bank’s largest lending operations for malaria
in Africa (as of mid 2008) are:

* Nigeria: $180 million

¢ Senegal River Basin (sub-regional program):
$42 million

* DRC: $30 million (part of $150 million health
operation)

e Benin: $31 million

* Tanzania: $25 million (part of $60 million health
program)

e Zambia: $20 million
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been if the major targets for control and eradica-
tion are to be achieved.

3. A sharp focus on Africa, given its share of the
global disease burden, is uncontested.

4. Programs must be country-led and country-
designed if they are to succeed. This requires
political will and leadership and national coordina-
tion and focus.

5. Malaria has transnational implications, necessitating
coordinated political leadership.

6. Affordability of medicines is still a major issue.

The President’s Malaria Initiative (PMI)

The President’s Malaria Initiative was launched by
U.S. President Bush in 2005, and aims to reduce
malaria deaths in 15 focus countries, most of them
in sub-Saharan Africa. PMI funding, which is adminis-
tered by USAID, in fiscal year (FY) 2006 was US$30
million and increased to US$135 million in FY 2007,
plans call for an increase total in program funding
to US$500 million by FY 2010.4°

The launch of PMl initiated a historical scaling-up of
U.S. government funding for malaria programming
which, as recently as 1998, was on the order of US$10
million per year.“¢ PMI emphasizes partnerships with
national malaria control programs, the Global Fund,
and NGOs (including faith-inspired organizations).
The U.S. Centers for Disease Control (CDC) is a tech-
nical partner, and assists with technical expertise on
program design and evaluation.

Notable achievements so far include:

* a 37 percent reduction in malaria incidence
in districts in Tanzania included in a PMI-funded
IRS program.

* a 90 percent reduction in malaria incidence on the
island of Zanzibar (Tanzania) after a joint prevention
program implemented with the Global Fund and
local partners. (described in more detail in Box 9).

* a 30 percent reduction in malaria incidence
in Ugandan districts included in a PMI-funded
IRS program.#’

There is a consensus approach on prevention pro-
grams involving a combination of wide and free
distribution of nets and spraying plus antenatal
care for women to reduce mortality and improve
prospects for their babies.

Calibrating efforts geographically is important—
thus, pushing the malaria-controlled boundary in
southern Africa northward is a priority. Likewise,
the fact that Nigeria and DRC have over 50 percent
of malaria cases and deaths suggests a special focus
on those two large and complex countries.

BOX 8

Bill and Melinda Gates Foundation
Dominates Research Landscape*®

The Bill and Melinda Gates Foundation has trans-
formed the research landscape for malaria vac-
cines and drugs, investing over US$1.2 billion since
2001. The Gates Foundation does not, for the most
part, directly support the implementation of malaria
prevention or treatment programs on the ground,
though through massive contributions to the Global
Fund (it is the Global Fund’s largest non-governmen-
tal donor) it does do so indirectly.

Recent Gates Foundation funding commitments
announced in September 2008 include US$168 mil-
lion to the Program in Appropriate Technologies in
Health (PATH) Vaccine Initiative, US$13 million to
the WHO to examine drug resistance in mosquitoes
and the possibilities of mitigating the progression of
such resistance, and US$28 million to the INDEPTH
Network (a consortium of research institutions in
malaria-endemic countries) to support clinical tri-
als of new anti-malarial drugs.

In the spring of 2008 the Gates Foundation, through
a partnership with the UN Foundation, launched
an advocacy campaign to build constituencies for
activism and fundraising for malaria in the U.S. (this
partnership is detailed in Box 13).



Emerging issues:

1.

Coordination remains a serious constraint at

international and national levels and improvement

is essential if global goals are to be met.
Implementation issues are rife, linked above all
to capacity constraints. Access to global fund-
ing streams for malaria requires new focus on
financial accounting and effective program
oversight. Procurement of the large commodity

supplies that are a feature of malaria program is an

issue. Affordability of drugs is also an important
problem; a recent initiative to address it is the
Affordable Medicines Facility—malaria (AMFm).
Monitoring and evaluation needs to be far better
to track results and adapt programs by experience,
as well as to justify additional funding.

Financing gaps are still enormous; a major con-
tinuing challenge is mobilizing constituencies and
mobilizing financial resources, public and private.
Focus on public sector programs tends to down-
play the potential of both private companies and
non-governmental organizations, among which
faith-inspired organizations play large roles.

Partnership Meets Success in Zanzibar

One of the more remarkable success stories in the
fight against malaria has happened over the past five
years in Zanzibar, one of the famed “spice islands”
off the coast of Tanzania. Through a partnership
between USAID, the Global Fund, the President’s
Malaria Initiative, national and local governments,
Africare, and other NGO partners, a 90 percent
reduction in child mortality due to malaria was
achieved over the course of five years, from 2003-
2008. The program consisted of education, ITN dis-
tribution, and provision of ACT to health centers.

Zanzibar is primarily Muslim, and religious leaders
from the Muslim commmunity played a part in the pro-
gram’s success. “We regard the mosque teachers as
partners because they help us to create awareness
and ensure that bed nets are well used, with good
results,” says Dr. Abdullah Ali, a program manager
with Zanzibar’s Ministry of Health.#®

BOX 10

Private Actors in the Picture:
ExxonMobil3°

Malaria affects economic activity by reducing worker
productivity and by interfering with education and
cognitive development; some corporations that have
found their profits intertwined with the incidence
of malaria have made substantial contributions to
malaria prevention and treatment programs.

Malaria is of particular concern for oil companies,
whose workers spend much of their time out of
doors and in remote areas with poor or nonexis-
tent health care infrastructure. A case study of an
ExxonMobil pipeline project in Chad and Cameroon
found an incidence rate of 1,750 cases of malaria per
1,000 workers over the course of one year. In order
to meet the health requirements set out as condi-
tions of World Bank support for the pipeline project,
and to avoid the nearly US$4 million in costs caused
by malaria-related delays, the company partnered
with the Chadian and Cameroonian governments
to institute a prevention and treatment program.
A US$900,000 yearly investment in the program
yielded a 70% drop in malaria cases among work-
ers, and a cost savings of over US$3 million per year.
Across Africa, ExxonMobil has contributed US$40
million to malaria programs over the past decade, and
is one of the major corporate sponsors of Nets for
Life, a program of Episcopal Relief and Development
that engages Anglican churches in Africa in malaria
control (described in detail in Box 21).

ExxonMobil has made contributions to global malaria
control efforts. It recently provided a trust fund of
US$2.2 million to the World Bank to strengthen moni-
toring and evaluation capacity on malaria both glob-
ally and at the country level. The grant has paved the
way for the creation of a malaria data warehouse,
and has enabled the development of a “malaria score
card” used to monitor joint investments on malaria
at the country level.
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Faith Institutions Come In

aith-inspired institutions include a vast gamut

of very different organizations, and they come,

not surprisingly, to the malaria challenge with
very different perspectives. All faith-inspired organiza-
tions working in poorer countries and communities
encounter malaria and virtually all have, in some fash-
ion, engaged in efforts to combat the disease, whether
through work on health or more broadly in supporting
people affected at the community level. What tends to
differ are their respective approaches and the degree to
which they focus intensively on malaria per se.

Many faith-inspired organizations view their efforts
on malaria as an integral part of broader health or
community programs. A far smaller group has made
malaria a central focus. In this respect, faith-inspired
organizations are strikingly similar to other organiza-
tions, public and private, in their approaches to malaria.
Thus, for example, CARE USA has as a central strategic
focus HIV/AIDS programs but sees malaria work as
embedded in their community and health programs,
while Save the Children has highlighted its work on
malaria. Samaritan’s Purse reports that it has no special
focus on malaria and the Community of Sant’Egidio,
very active in some ten African countries through its
DREAM HIV/AIDS program, sees their malaria work
as fully embedded within the services they provide. In
contrast, Episcopal Relief and Development has singled
out malaria for special strategic attention. Similar com-
ments apply to ecumenical and interfaith groups; here,
overall an intensive focus on malaria per se is relatively
recent, and the major organizations involved in inter-
faith work also report little focus.

Because of the patchy approaches and work, several
initiatives address the need for better coordination
and stronger focus. Several development organiza-

tions have given special focus to the potential roles of
faith-inspired organizations, generically as a group, on
malaria: prominent among these are six organizations,
described in boxes 12 through 18: Malaria No More, the
United Nations Foundation, Christian Connections in
International Health (CCIH), Lutheran World Relief,
Project Muso Ladamunen, and ACT Development.
Two new organizations, CIFA and the Tony Blair
Foundation, both devoting priority attention to
malaria, are described in section V.

Many faith leaders have drawn attention to the signifi-
cance of fighting malaria. A recent speech at the United
Nations by Msgr. Migliore is an example (Box 11):

The global malaria programs and major financing orga-

nizations have not focused particular attention on the
potential of faith-inspired organizations with the partial
exception of the President’s Malaria Initiative Malaria
Communities Program (Box 18). This has been a topic
of concern for some years among faith-inspired orga-
nizations and among some within the WHO and the
major financing institutions themselves. The gap is due
partly to the global programs’ primary focus on large
scale and government driven approaches and in part to
the lack of explicit attention paid to the potential roles
that faith-inspired organizations can play. This lack of
attention can sometimes have serious consequences,
such as during a recent distribution of LLINs in the
DRC which was nearly undermined by rumor before
religious leaders interceded, quelling the controversy
and allowing the distribution to go forward (Box 14).

Some secular development organizations have engaged
faith groups as sub-grantees or implementing partners

for malaria programs at the local level. Nene Diallo,
Health and HIV/AIDS Technical Advisor for Africare, a
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U.S.-based development and relief organization provid-
ing multi-sectoral assistance in 36 countries in Africa,
cited Africare’s experience in Senegal and Benin, “We
work extensively with churches and faith organizations
on the ground, on the basis that they have the most
capacity in any given community to deliver messages

and organize on the local level.” Doug Balfour, CEO

of Geneva Global, a for-profit firm that advises phi-
lanthropists on development and relief aid decisions,
said, “These groups have the advantage of having very
attractive cost structures that often gives them a com-
petitive advantage, in terms of efficiency, over larger,
international organizations.”

From the Address Delivered by Archbishop Celestino Migliore, Permanent Observer
of the Holy See to the United Nations, at the 63rd U.N. General Assembly

October 15, 2008%'

Malaria remains a major threat to human security.
Because of the cost of prevention and treatment, those
who live in poverty are those most susceptible to this
serious disease.

A great number of committed individuals, especially
skilled health personnel, are working in primary health
centers and through various faith-based organizations
in many of the most affected areas in order to care
for and properly treat those who have been infected.
These providers who often go unnoticed, perform
heroic acts of service by caring for those in need.

Our focus in addressing this disease must remain on
research, prevention and treatment. We know that the
reduction of malaria transmission is achieved by pre-
vention of mosquito bites and control of the mosquito
population. In this perspective it seems opportune to
recall the Abuja Declaration that calls, among other
things, for the development of mechanisms to facili-
tate the provision of reliable information to decision-
makers at different epidemiological levels to enable
health authorities to devise appropriate control and
surveillance strategies.

Individuals must be able to receive affordable, safe and,
where necessary, free diagnostic testing and drugs.
Proper diagnosis is available and infected individuals
can make full recovery if provided with the adequate
means. Efforts should be made so that appropriate
treatment is accessible to those who are suffering.

Resources must continue to be allocated to ongoing
research into developing new, safe and cost-efficient
vaccines as well as medicines to treat those infected.

Success in such endeavors will not fail to translate into
gradual reduction in the number of overall infections.

In a particular way my Delegation calls the attention
to positive efforts in assisting those in need. One is
reminded of the importance of educating and help-
ing families care for their loved ones who have con-
tracted malaria. Many Catholic organizations are deeply
involved in this field, with wide and directed campaigns.
Furthermore, they train community groups to educate
parents and caregivers of young children infected
with malaria.

Notwithstanding other serious infectious diseases like
HIV/AIDS and tuberculosis that demand equal atten-
tion, our efforts on malaria cannot be sidelined. Clearly,
the global community must remain committed to fight
all diseases which threaten human lives and security.



Malaria No More Brings Faith Communities into the Fold5?

Malaria No More (MNM) is a sui generis, U.S.-based
organization established in December 2006 by two
widely respected business leaders, News Corporation
President and COO Peter Chernin and Wall Street
pioneer Ray Chambers (who in February 2008 was
named the first UN Special Envoy on Malaria), in an
effort to apply their private-sector experience and
considerable networks to tackle malaria. It describes
itself as a catalyst for impact: a unique entrepreneurial
organization that focuses on leveraging every oppor-
tunity to end malaria deaths.

Launched at a White House Summit in December
2006, MNM attempts to spur greater and more effec-
tive investments in malaria control programs by pro-
viding technical assistance, targeted communications
and fundraising and strategic investments in what it
considers “high-yield” anti-malaria efforts.

One of the organization’s primary focuses has been on
malaria control initiatives in faith-inspired organizations,
in both western and malaria-endemic countries.

MNM'’s assistance to faith-inspired groups is divided
between resource mobilization and advocacy with
Christian, Jewish, and Muslim communities in west-
ern countries, and the funding of churches and faith-
inspired organizations to undertake malaria programs
in malaria-endemic countries. MNM communications
officer Emily Bergantino said that this approach is
based on two premises: “Faith groups are often the
organizations best positioned to implement programs
in malaria-endemic countries, and faith communities
in western countries want to make a difference—they
want to contribute to saving lives.”

Driven by figures that suggest that up to 40 per-
cent of malaria’s victims in Africa are Muslim, MNM
has given special focus to Muslim organizations. In
December 2007, it facilitated the distribution of LLINs
in Mali with a delegation of members of the American
Muslim community, including representatives from
the Islamic Society of North America, the Council on
American-Islamic Relations, the Ministry of Warith Deen
Mohammed, the National Muslim Students Association,

and the family of Malcolm X. The organization has
recruited two high-profile Muslim board members,
Youssou N’Dour and Omar Amanat, has published
multiple articles about malaria in the Muslim-American
press, and works with a council of leaders from the
American Muslim community.

MNM recently joined with the Tony Blair Faith
Foundation and the Interfaith Youth Core to spon-
sor FaithsAct, a fellowship program that will enable
30 students of varied faith backgrounds from the U.S,,
U.K., and Canada to work in the field with organiza-
tions addressing malaria. Saleemah Abdul-Ghafur, a
consultant with MNM, said that FaithsAct will “release
an arsenal of youth activists to raise the profile of
malaria” in their home countries. MNM’s role in the
partnership is to assist with the placement of the fel-
lows in the field and to support their advocacy efforts
once they return.

MNM has supported large faith organizations, includ-
ing the Tony Blair Faith Foundation, with educational
and communications materials for their fundraising
campaigns for bed nets, and also numerous smaller,
independent church-based efforts.

MNM has worked extensively with faith-inspired organi-
zations on LLIN distributions on the ground in malaria-
endemic countries. In Zambia in August 2007, MNM
helped to fund the distribution of 500,000 mosquito
nets to women and children, which was carried out
on the ground in part by RAPIDS, a consortium led
by World Vision International in partnership with
Africare, Catholic Relief Services (CRS), Expanded
Church Response (ECR), Salvation Army, World Vision
Zambia, and the Population Council. During a distribu-
tion in Angola in 2008, MNM partnered with Episcopal
Relief and Development to distribute 338,000 nets.
MNM is funding part of a campaign to cover all children
under 5 with LLINs in Tanzania in partnership with the
government, World Vision, and Mennonite Economic
Development Associates (MEDA).
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Gates Foundation and UN Foundation Team up to Support Faith Coalition Campaign

Against Malaria®?

The UN Foundation, with financial support from the
Gates Foundation, has given explicit attention to
exploring the potential for expanded roles of faith-
inspired organizations on malaria. This has focused
above all on U.S.-based public mobilization in support
of global malaria programs.

In partnership with Lutheran World Relief, the United
Methodist Committee on Relief (UMCOR), and the
Union for Reform Judaism, the UN Foundation
announced in April 2008 a US$200 million fundraising
campaign to combat malaria. The Gates Foundation,
which in terms of malaria primarily focuses on research
and development of vaccines and drugs, is support-
ing the start-up costs of the campaign with a US$10
million grant. The Global Fund will be the recipient of
a portion of funds raised.

Gates’ engagement with faith groups began in 2005
when it surveyed the malaria advocacy landscape and
found relatively low levels of engagement. It looked to a
previous model—Rotary International’s successful cam-
paign against polio—and undertook an extensive can-
vas of civil society organizations to find candidates that
were “very organized, [had] a hierarchical model, and
[were] used to giving,” said Gates Foundation senior
program officer Gabrielle Fitzgerald. It turned out that
faith-inspired groups, with their broad, organized con-
stituencies in the U.S,, fit the model perfectly.

Reform Movement congregations have used the cam-
paign to build on earlier work supporting displaced
populations in conflict-zones, and the 50,000 nets
purchased by Reform Movement congregations so far
were to be delivered in December 2008 to Congolese
and Sudanese living in Uganda in refugee camps.

UMCOR envision the partnership as a way to bring
health ministries in malaria-endemic countries up to
speed. “55 percent of cases in UMC-supported rural
clinics are malaria-related,” said UMCOR Nothing But
Nets Coordinator Shannon Trilli, but added that the
health ministries had not been treating malaria in a
strategic, systemic way.

Trilliadded, “The UN Foundation is saying, ‘If you can’t
raise the capacity of the [Methodist] medical boards,
then the funds will still go to that country, but the
Methodists probably won't be participating in imple-
mentation.” This challenges us to get our act together,
and pushes medical boards in those different countries
to start seeing their ministries in a different way.”

The UN Foundation is supporting the partnership
in several ways, one of which is to leverage existing
strengths of the Lutheran and Methodist health min-
istries and connect them to government, UN, or other
partners working on malaria. UN Foundation senior
malaria advisor Kevin Starace said that in many cases,
the churches had vital assets—in terms of their pres-
ence in remote areas and authority in their commu-
nities—that could be leveraged into better access to
global malaria funding streams. He said, “Once we
go through the process of identifying strengths and
hooking them up with partners, many faith-based insti-
tutions would be ready to slot into the Global Fund
sub-recipient level.”

LWR and UMCOR see the Nothing But Nets cam-
paign as a way not only to raise funds for malaria pro-
grams but also, LWR Vice-President for International
Programs Tim McCully says, to motivate “a cohort of
thoughtful and committed advocates..who are mobi-
lized and committed to fighting not only malaria but
global poverty and also to work for social justice. The
objectives are broader [than a traditional campaign].”
The combined global constituency of LWR and UMCOR
exceeds 20 million people.



BOX 14

DRC Distribution Troubles Prompt Focus on Role of Religious Leaders in Malaria Campaign

Funded by the World Bank, the Ministry of Health
(MoH) of the Democratic Republic of Congo planned
in September 2008 to distribute two million LLINs in
the capital region of Kinshasa.

1.4 million nets were distributed more or less with-
out incident when progress was disrupted by a
rumor that the nets were poisoned and would kill
their users. Reports indicate that the rumor was likely
politically motivated and designed by opponents of
the government, which is led by President Joseph
Kabila. The distribution was only saved when the
MoH engaged local religious leaders to dispel the
rumor in their congregations. The episode highlighted

the importance of the non-commodity aspect of
bed net programs.

The incident has prompted the Bank to reexamine
protocols surrounding education about bed net dis-
tributions. The Kinshasa program had relied heav-
ily on radio and television advertising, without much
emphasis on engaging churches or other community
based institutions.

Engaging religious leaders in education about bed
nets is especially crucial in the DRC, which is poised
to receive hundreds of millions of dollars over the next
few years from the Global Fund for malaria control.

CCIH Summary of Lessons: Faith and Malaria

The Washington, D.C.-based organization Christian
Connections in International Health (CCIH) has pressed
for more central roles for faith-inspired and, especially
Christian, organizations in global malaria efforts for
some years. A 2002 summary report highlighted some
lessons. CCIH’s central and continuing conclusion is
that malaria is an issue where churches can make a
tremendous difference at the community level and in
home-based care because of its widespread network
into even the smallest towns and villages. They also
highlight the potential of churches to raise congregant
and public awareness.

One practical lesson is that churches need to find
more entry points into the community, and to move
more actively to disseminate information about
malaria. Thus coalitions and partnerships between
churches, public and private sectors, and govern-
ments, could help to focus political will and use their

collective resources to “roll back” malaria.

Where malaria is a common health risk, it is impor-
tant to first identify what is needed to address effec-
tively their local malaria problem and then examine
what resources exist within the church and commu-
nity to meet that need. Each group must evaluate all
of the key players and relationships that can facili-
tate and enhance the work in which they are involved.
Special emphasis needs to be placed on establish-
ing links between churches in the US and churches
in less developed countries. The church must also
become more actively represented in government
policy forums whose outcomes affect the health and
well-being of the poor, marginalized, and disenfran-
chised of the world.

CCIH committed itself to assist in the coordination
of South-South experience sharing by creating an
e-space where such exchanges can occur.
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Lutheran Malaria Initiative (LMI)%4

Lutheran World Relief is becoming increasingly
involved on malaria issues, notably through a program
undertaken in collaboration with the United Nations
Foundation (referenced in Box 14). This collaboration
goes back over a year but is still in an early stage of
development. But progress already is remarkable and
the intention is to scale up quite quickly, focusing on
Africa and intended to increase the engagement of
faith-inspired organizations with the Global Fund’s
existing malaria programming.

The program involves three Lutheran organizations, with

Lutheran World Relief (LWR) as the convener; the other
two are the Evangelical Lutheran Church in America

(ELCA) and the Lutheran Church-Missouri Synod (LCMS).
LWR brings field-based expertise and capacity, drawing

on its background in technical relief and development, its
established presence throughout Africa and its exper-
tise in livelihood and community development. The two

LLutheran Church bodies also bring a wide and deep set
of partnerships with African Lutheran Churches which

will be mobilized in the fight against malaria, often using

their existing HIV/AIDS work as a platform for outreach,
education and behavior change.

The LMI has two major segments with two intertwined
objectives. The plan is that they will be scaled up quite
rapidly. Some work is quite discrete—thus “vertical”
programs, but the main vision is that continuing malaria
work will be integrated with other livelihood work

The first segment is essentially U.S.-based, and aims
to inform and mobilize, through the focus on malaria,
the more than eight million U.S.-based Lutherans. LWR
hopes for two main results: an infusion of financial
resources and subsequent leaving behind of a cohort
of thoughtful and committed advocates among U.S.
Lutherans who are mobilized and committed to fight-
ing not only malaria but global poverty and working for
social justice. It is not a “campaign” in the traditional
sense, and is not primarily or exclusively directed sim-
ply to raising funds. The objectives are broader.

The second major element is to utilize existing part-
ners and programs as a means of integrating malaria

BOX 16

work into existing relief and development efforts. The
programs are quite diverse, with very different designs
and approaches which are contextual for each country,
thus based on varying models. The aim is to test mod-
els and find out which may be most replicable, and in
which form. In all the cases, programming is set directly
and explicitly in the context of the national malaria
programs. Some are quite tied to the Lutheran Church
while some look to interfaith organizations, NGOs and
CBOs as the implementing vehicles.

The furthest advanced program is in Tanzania. The
Tanzania model builds from longstanding Lutheran and
Protestant work in Tanzania, where Lutheran health
facilities cover some 15-20 percent of the country’s
health system. The malaria program aims to reach some
1.6 million people; it focuses jointly on the clinical level
(treatment and antenatal care) as well as the community
level, using Lutheran parishes as bases for widespread
community mobilization and education. The clinics and
congregations both support the Tanzanian program of
distributing vouchers for bed-nets, which involves work-
ing through churches at the diocesan and parish lev-
els. Another important program component is to train
diocesan and parish-level pastors and volunteers in the
thousands of churches across the country.

The Mali program is at an earlier stage and is quite dif-
ferent. There, the focus is on the integration of malaria
prevention within agricultural cooperatives. LWR is
working to examine the impact of malaria on rural
livelihoods and to develop clear, evidence-based ways
to show how improved prevention and treatment of
malaria can result in improved agricultural incomes and
livelihoods within rural communities. This livelihoods-
based approach is viewed as a good platform for
malaria work in other countries where LWR works.

Uganda exemplifies a third emerging model/pilot,
which would focus particularly on the most vulnera-
ble groups, in this case, refugees or displaced people
in northern Uganda.

In all cases, LWR works through local organiza-
tions—the basic philosophy is that support is ) 2



BOX 16 (continued)

accompanying, and based on partnerships of mutu-
ality and joint decision-making. LWR is different from
some organizations (PSI for example) which are
more directly involved in implementation.

The programs are designed so that they fit within the
national malaria program so that, for example, moni-
toring and evaluation are part and parcel of national
approaches and programs. LWR programs are also
framed by the frameworks of other actors, such as
USAID and RBM; their construct of, for example,
indicators, mirrors those of the international com-
munity. The intent is ensure that LWR’s work and
impact can be measured and rolled up into more
national impact assessments

There is a common concern among faith organiza-
tions working on malaria about the Global Fund for
AIDS, Malaria, and Tuberculosis, which is big, complex,
and hard to break into. Some recent assessments sug-
gest that during the first 5-6 rounds of Global Fund

financing only six percent went to faith organizations,
far below what ideally the levels should be given the

importance of faith communities and their roles in

relevant areas. A specific part of the objective of the

LWR program with the UN Foundation is to help

build the capacities that will change this situation, for
example, qualifying faith-related organizations to be

members of the Country Coordinating mechanisms

for malaria. The overall picture is changing with more

engagement between the Global Fund and faith insti-
tutions, but there is still a long way to go.

There is a sense of common purpose and harmony in
the current initiatives on malaria that is quite rare to see
on international issues. There are many reasons, above
all the urgent needs. Further, for malaria, programs can
be presented more logically, with actions directly linked
to results, which makes it easier both to coommunicate
and “sell” and to divvy up work in more logical ways.

LWR’s direct experience with other agencies work-
ing on malaria like World Vision, ADRA, and CRS,
has been fairly limited to date. There is direct, for-
mal coordination on malaria work with the Lutheran
World Federation, with collaboration planned for
multiple countries.

Project Muso Ladamunen Fights
Poverty and Malaria in Mali®®

Project Muso, a partnership of agnostics, Buddhists,
Catholics, Jews, Muslims, and Protestants, was
founded in 2005 to address health and poverty
issues in the community of Yirimadjo in Mali.

The Project started with a focus on women’s educa-
tion and microfinance, but soon encountered forces
that were holding these efforts back. Project Muso
co-founder Ari Johnson said, “We recognized with
all of this, that there was an enormous gap in what
we were doing, and that was, health services were
not accessible to a very large portion of the pop-
ulation, because of a number of barriers, and that
malaria in particular was taking a serious toll on our
participants and on their families.”

In response to this, a malaria prevention and educa-
tion program was launched in 2007. The entry point
for the program is malaria; a complementary goal
is “to integrate better malaria treatment delivery in
a way that strengthens the health care system as a
whole,” Johnson said.

Project Muso, a partner of Malaria No More and the
Tony Blair Faith Foundation, has drawn on private
resources to support its programs: a 2007 fundraiser
in 10 cities around the world, the Sukkathon to Fight
Malaria (the fundraiser coincided with the Jewish
holiday of Sukkhot) raised funds to purchase and
distribute over 1000 nets in Yirimadjo.
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BOX 19

“The Big Three” Financiers and Visible Funding for Faith-Inspired Organizations

The Global Fund

Faith-inspired organizations have received three direct
grants from the Global Fund: Catholic Relief Services
(CRS) was granted US$32 million for a program to
strengthen access to and use of LLINs by pregnant
women and children under 5 in Niger; the Churches
Health Association of Zambia / Ministry of Health of
Government of the Republic of Zambia was granted
US$39 million for a five-year project beginning in 2003
involving the training of health care workers, distribu-
tion of LLINs, distribution of IEC materials, and ante-
natal care; CRS received a grant for US$12.5 million to
step up community malaria care for children under five
in 14 health zones in Benin in an extended partnership
with a view to increased impact.>®

Given the nature of Global Fund program implemen-
tation, in which “prime” grantees often allocate sub-
grants to other organizations, it is likely (but difficult
to confirm with the available data) that faith-inspired
organizations have received many more grants than
the ones listed above.

World Bank Booster Malaria Programs

The World Bank to date has not focused explicitly
on the role of faith institutions either at the macro
or country levels. World Bank-supported health pro-
grams in several countries work closely with private
health care systems, which prominently include the
Christian Associations for Health. Zambia is an example
and CHAZ (Christian Health Association of Zambia) is
actively engaged in all health programs including those
that explicitly target malaria.

U.S. President’s Malaria Initiative—
Malaria Communities Program

As of mid-2008, PMI had awarded grants to 70 NGOs,
20 of which are faith-based organizations. The Malaria
Communities Program, an extension of PMI, funds
indigenous community and faith-based organizations
to undertake community-based malaria prevention
and treatment activities. Eligibility for participation
in the MCP is limited to organizations which have
received less than US$5 million from USAID for any
type of development program. A central rationale

for the program is to increase local and indigenous
capacity to undertake community-based malaria pre-
vention and treatment activities and to build local
ownership of malaria control programs. So far, four
grants totaling US$5.2 million (out of US$13 million in
total) have been disbursed to faith-based institutions
through the MCP.

One notable example of an MCP-funded program is
found in Malawi, with the Christian Reformed World
Relief Committee (CRWRC). The CRWRC had been
working on development programs at the commu-
nity level in Malawi since 1990 with partner Church
of Central Africa Presbyterian (CCAP) Nkhoma
Synod, was awarded a US$1.5 million grant in 2007
by the MCP to build on its previous malaria inter-
ventions, which focused on the distribution of ITNs.

The MCP-funded program centers on the delivery of
behavior change communication (BCC) messages
and is executed within the congregational structure
of the CCAP. Volunteers in each of the 13 CCAP con-
gregations are trained in messages ranging from
the proper use of ITNs to the necessity for pregnant
mothers to seek out IPT in the weeks before delivery,
and are assigned to reach out regularly to a group
of ten households with those messages. CRWRC
Technical Advisor Will Story said, “Mobilizing these
volunteers is a real strength of the church.” 50,000
households in central Malawi will have been edu-
cated by the volunteers by the end of the three-year
program. The program operates within the frame-
work of Malawi’s National Malaria Control Program.>”



BOX 18

ACT Development Works to Garner Experience and Build Networks

ACT Development (Action for Churches), a decade
old Geneva-based ecumenical alliance of Protestant
churches with about 30 members, works especially
in disaster situations; it is based at the World Council
of Churches.

ACT is responding to concerns expressed by mem-
ber churches that their efforts on malaria are frag-
mented and are not benefitting from the new resources

Faith Roles

The overarching theme of explorations about faith roles
in the global fight against malaria is that the potential
for faith community involvement is large and diverse
but it has barely been tapped. The major areas of focus
that emerge are the following:

(a) Advocacy and Mobilization, both in wealthier
countries and in high malaria countries. Faith com-
munities have large capacity and can focus on both
ethical and practical reasons for providing political
and direct financial support.

(b) Health. Significant segments of health systems
in several key countries are managed directly by
religiously affiliated organizations. Their work is
evidently part of health-focused approaches to
malaria. Further, such systems offer the potential
to link effectively to the congregational structures
with ties with their denominations at national and
international levels.

(¢) Community Links. Faith organizations are deeply
and widely present at the community level virtually
everywhere in Africa and thus are well positioned
for community-level activities such as promoting
and monitoring net use, encouraging positive
sanitary practices, monitoring levels of illness, and
preparing for spraying campaigns.

(d) Integration and Insight. Since coordination
among different actors is a central issue on malaria,
faith communities could support this integration.
Insights from their on-the-ground activities and
experience could enrich overall national and transna-
tional monitoring of impact and emerging issues.

becoming available for far-reaching programs. The ini-
tiative comes from memlber churches, mostly protestant
churches working in Africa. The concern arises from the
sense that the dispersion of programs is impeding both
access to funds and effectiveness of programs.

A preliminary meeting in December 2008 aimed to
take stock of ongoing work: who does what, where,
with what resources, and with what impact.

(e) Social Cohesion/interfaith Potential. Interfaith
structures exist in at least rudimentary form in many
communities and countries but it is rare to find
effective operational capacity and interventions. The
three major global interfaith organizations confirm
that they are unaware of any significant initiatives
linking different faiths that focus on malaria. Such
alliances could, as the Mozambique example sug-
gests, help in forging common cause among diverse
communities, thus strengthening understanding and
alliances that could extend to other purposes.

Solid Experience to Date

An emerging body of experience provides both justi-
fication to press for more systematic faith community
engagement on malaria and a base of lessons to build
upon. Several experiences, focused on emerging lessons,

are highlighted in the boxes below.

BOX 20

The Inter-Religious Campaign
Against Malaria in Mozambique:
Taking stock After One Year®

A broad interfaith coalition, the Inter-Religious
Campaign Against Malaria in Mozambique, which
includes 10 faith communities including, Christians,
Muslims, Hindus, and Baha’is, has been implement-
ing a malaria program funded by the President’s
Malaria Initiative and the World Bank in Mozambigque
since 2007. The program, named Together Against
Malaria (TAM), directly engages local churches and
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mosgues in delivering messages about mosquito nets,
indoor residual spraying, and early diagnosis of malaria.
TAM also uses houses of worship as training sites for
community health workers, and as infrastructure for
LLIN distribution. With conceptual, financial, and
operational support from the Adventist Development
and Relief Agency (ADRA), the Washington National
Cathedral, and more recently CIFA, TAM created eight
Inter-religious Councils in Zambézia province, which
then trained 3,836 local faith leaders in the program’s
first year. Those faith leaders then spread five key mes-
sages on malaria prevention and treatment to 341,865
congregants. In addition it is estimated that the pro-
gram reached an additional 333,521 non-congrega-
tion members primarily by working with schools and
through peer-to-peer communication.

One year into the program Mark Webster, ADRA’s Vice
President for Programs talked about some of the les-
sons learned and challenges encountered from the first
year of implementation:

“The experience already offers important lessons.
These turn especially around capacity issues of
the church leaders and infrastructure and the sig-
nificance of often differing understandings and
expectations of different partners. The role of
politics in programs like this is not insignificant.

“Initially, the program on the ground was imple-
mented largely through ADRA staff and there
was a natural tendency for them to proceed on
a ‘business as usual’ approach. When they met
an obstacle, the tendency was to find a way to
move the program forward, even if it involved
going around the faith partners who were central
to this program and approach. That was costly
in the next stage and was a reason for some set-
backs. Importantly, it was possible through open
dialogue among the partners to identify and
address this issue early on in the implementation
period. In fact the project was designed to test
the model in two districts before expanding and
because of the lessons learned the results from
the additional six districts where TAM worked in
the first year showed significant improvement

BOX 20 (continued)

due to the more collaborative approach taken
by all partners.”

Speaking specifically about lessons learned so far
through the interfaith components of the program,
Welbster said:

“The most important overall lessons are about the
importance of simple structures and capacity if
the interfaith potential is to be realized. The struc-
tures need to be sustainable and effective. That
means tacking on the necessary capacity to the
existing interfaith systems. We have learned that
what is needed varies a great deal from place to
place. The fact that some religious bodies are
active only in a single location means that local
adaptation is critical.”

Welbster noted that, despite those challenges, the pro-
gram had been well-regarded by outside evaluators:

“Most encouraging to me is that a recent review
mission that included independent observ-
ers and some who had been skeptical of our
approach came away with a positive assessment
and recommendation that the program should
move forward.”

Indeed, after addressing some of the program’s initial
challenges, TAM appears likely to continue without
ADRA’s operational support. For example, after ADRA
staff left the province of Zambézia to launch the program
in Nampula province, Population Services International
(PSI) approached the Provincial Inter-religious Council
directly to collaborate on net distribution in the province.

TAM appears to be the largest and most successful
multi-faith initiative against malaria to date. The most
promising aspects of TAM—the faith community’s
ownership of the project, their existing commitment to
caring for the poor and vulnerable, and their presence
in remote areas—complemented by improvements in
communications and investment in involving key reli-
gious leaders up front make a compelling case for the
impact of organized interfaith collaboration on public
health problems worldwide.



Episcopal Relief and Development: A Revamped Mission Hospital Model*®

For nearly two hundred years, the Anglican Church has
operated mission hospitals in Africa, supported by con-
gregations in the U.S. and U.K. But by their nature, HI\V/
AIDS and the ravages caused by the recent resurgence
of malaria “require new models,” said Susan Lassen of
New York-based Episcopal Relief and Development
(ERD), adding that, “With malaria, a coordinated, col-
laborative impact is required because of the nature of
the epidemic.”

ERD, founded in 1940, is the worldwide relief agency of
the Episcopal Church and a member of the Anglican
Communion. ERD launched NetsforLife in 18 malaria-
endemic countries in Africa as the centerpiece of its
international malaria control efforts in 2006. The pro-
gram has two main components: the purchase and
delivery of nets and other prevention and treatment
resources to affiliated church organizations in malaria
endemic countries, and capacity building for Anglican
Church administrative structures with an eye towards
preparing them to access malaria funding from global
funding streams. The NetsforlLife concept relies on
partnerships with government health ministries, a
range of businesses, and the networks of other faith-
inspired organizations.

The program is built on the fundamental advantage
of the Anglican Church and other churches in Africa:
their locations “at the end of the road” in rural African
communities that have been hard hit by, and generally
with poor access to treatment or prevention measures
for, malaria. NetsforLife takes into account the need to
professionalize the delivery of health services by the
Church in African countries in order to enable them
to gain access to global funding streams for malaria
control and eradication—a recognition that networks
of rural churches are most useful in fighting malaria
when their capacity is built to deliver services to inter-
national standards.

Experience in Zambia

ERD initiated support to the Zambian Anglican
Council (ZAC) for a nation-wide malaria prevention
and treatment program in 2006. When the program
was launched, levels of knowledge about malaria

transmission were low, and myths about the disease—
that it was caused by eating cold food, or unripe sug-
arcane—prevailed, said ZAC Executive Director Grace
Phiri. Up to that point, the ZAC's prevention and treat-
ment programs, and the response to malaria in the
nation as a whole, lacked the resources to address the
problem in a comprehensive way.

One of the major deficits, said Phiri, in the approach
to malaria until 2006 had been a lack of investment in
education programs. “The government was distributing
nets, but without any education programs on proper
use,” she said. When the program was launched in
2006, ZAC trained 85 parish priests and a fleet of com-
munity health workers in malaria prevention. “What you
now have are priests who know as much about malaria
as the community health workers, and they are now
preaching about prevention on Sundays,” said Phiri.
An independent evaluation of NetsforLife in Zambia
and the other countries in which the program operates
indicated that knowledge about malaria transmission
and the need and correct use of the net, particularly
by children under 5 and pregnant women, has dra-
matically increased across all countries—on average
by 70 percent.

Based on the effectiveness of this training program,
the Zambian Ministry of Health in November 2008
funded ZAC to train 435 priests, reverends, and other
faith leaders including Hindu and Muslim leaders. In
recognition of ZAC's lead role in fostering interfaith
action on malaria, it was asked to lead a prayer vigil in
Lusaka on World Malaria Day in 2008 that included all
major interfaith and government health leaders and a
congregation of 2000 people.

As part of its effort to enable country-level church
structures to access malaria control funds from global
funding streams, ERD has supported training sessions
of ZAC staff in monitoring and evaluation, communi-
cations, and proposal writing. Lassen said, “The [ZAC]
just received a pilot grant for $60,000 from a USAID
consortium because they now have the capacity to do
the reporting, which is a direct result of the demands
that NetsforLife has made on them.” The pilot >
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is running in two communities, and planning is under-
way to expand to a further 16 communities in 2009.

In Zambia as in other countries in which NetsforLife
operates, ERD has taken advantage of the influence of
its major corporate supporters—Standard Chartered
Bank, Coca-Cola, and ExxonMobil—to foster relation-
ships between the Anglican Church program managers
and high-level government health officials. “Critically

BOX 21 (continued)

important to the success of Netsforlife has been our
corporate connections” said Lassen, citing examples
fromm Zambia, Tanzania, and Angola in which corpo-
rate funders initiated lasting relationships between
the Church and government. Corporate donors
have so far provided over 80 percent of funding for
NetsforlLife, with the balance coming from Anglican

and Episcopalian congregations around the world.

Islamic Relief Worldwide Pilots Programs in Three Countries®®

Islamic Relief Worldwide (IRW), an international relief
and development organization founded in the UK. in
1984, launched three pilot programs to combat malaria
in 2007. Operating in Kenya, Sudan, and Ethiopia, they
involve the distribution of ITNs, training of health-care
workers on malaria treatment, and education programs
on malaria prevention. In Kenya, the program serves
Muslim communities in the north-eastern province
of Mandera, and mixed (Muslims and non-Muslims)
communities in southern Sudan and eastern Ethiopia.
Together, the programs have reached over 5000 peo-
ple and have involved the distribution of 2,000 ITNs.

Though IRW has engaged Muslim clergy in the delivery
of health messages in other contexts, IRW’s malaria-
related messages are delivered outside of the context
of the mosque by IRW relief workers along with other
health services, said Makki Abdelnabi Mohamed Hamid,
IRW'’s Head of Africa Region. He added that, “In any
community we are working in, we are looking for the
most effective channels for education, and not neces-
sarily to deliver those messages through a mosque.”
IRW'’s response on malaria, as on other health and devel-
opment issues, is fundamentally humanitarian, said Mr.
Mohamed. “[Islamic Relief Worldwide] is focused on
alleviating poverty, not just for Muslims, but for all peo-
ple in the developing world. This becomes very difficult
to do if malaria is not addressed,” he added.

IRW’s Sudan program, operating in the Darfur region
and eastern and southern regions of the country,
combines education and treatment. A radio-based

education campaign disseminates messages about the
importance of proper use of bed-nets, which comple-
ment IRW-sponsored school-based programs targeting
children. IRW supplies five health centers with medica-
tion to treat patients with malaria, and has trained 150
health workers in the identification of symptoms and
treatment of malaria patients. The program in Ethiopia
includes similar education and treatment elements, as
well as a special program which targets lactating moth-
ers to receive ITNs.

IRW’s malaria programs in Sudan are funded through
the donations of Muslim communities in the UK,
while in Ethiopia, the services are delivered as part
of a European Community-funded consortium
that includes COOPI, Lay Volunteers International
Association, and Pastoralists Concern Ethiopia. The
Kenya program is supported through donations
from the U.K. as well as with an in-kind contribu-
tion of ITNs from the Roll Back Malaria consortium.
As IRW scales up its efforts on malaria, it is engag-
ing in more concerted advocacy, especially in Kenya.
Mr. Mohamed said, “We are in close contact with the
national ministries, and are strongly advocating for
increased attention to malaria in the areas where we
are working,” adding that, “We see it as an essential
element of the humanitarian situation to address.” The
scale of the three current programs is small, said Mr.
Mohamed, but gives IRW the basis on which to expand
to serve wider populations in the near future.



World Vision Adapts RAPIDS Infrastructure for Malaria

Supported by USAID, World Vision International
launched the RAPIDS (Reaching HIV and AIDS
Affected People with Integrated Development and
Support) partnership in 2004 as a broad, community-
based solution to address the HIV/AIDS epidemic in
Zambia. In cooperation with partners CRS, Africare,
CARE, Expanded Church Response, and The Salvation
Army, RAPIDS trained 18,500 community health work-
ers to do testing for HIV/AIDS, administer home-based
care for HIV positive individuals, and manage children
left vulnerable because of HIV/AIDS. These volunteers
logged 420,000 days of service to Zambian house-
holds this past year.

In Zambia and in most other malaria endemic coun-
tries, HIV/AIDS and malaria epidemics are intertwined.
A case of malaria that may ordinarily be treatable is
more likely to be lethal in a person infected with HIV/
AIDS. In 2007, RAPIDS began implementing a program
that uses its already-established network of HIV/AIDS
caregivers to prevent the incidence of malaria in people
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living with HIV/AIDS (PLWHA). The program will ulti-
mately protect one million PLWHA in 60 of Zambia’s
72 districts through the distribution of LLINs and edu-
cation programs.

The RAPIDS malaria initiative coincides with a larger
malaria effort launched by World Vision in the spring
of 2008 to expand its malaria programming. The new
effort includes a commitment of US$50 million per year
to malaria and prevention by 2012 and an advocacy
component aimed at increasing spending by the US
government to US$1 billion per year by 2012. According
to Bruce Wilkinson, Director of RAPIDS in Zambia, the
guiding principle of the program has paved the way
for its success—RAPIDS is “client-driven.” The needs
of households guide program design and implementa-
tion. RAPIDS affirms what Wilkinson calls the “beauty
of Zambian culture” while acknowledging that “the
front-line response to HIV/AIDS will have to come from
communities themselves.

Other Faith-Inspired Organizations with a Focus on Malaria

Catholic Relief Services

CRS is the only faith-inspired organization to have
been named a prime NGO grantee by the Global Fund.
The Benin grant, worth nearly US$20 million, will pro-
vide children infected with malaria with ACT and will
train nearly two million caregivers on prevention of
malaria in children. The Niger grant, for US$38 million,
focuses on the use of LLINs by pregnant women and
children under 5.

Partnerships are a key element of the Benin program—
CRS will engage 1,400 local organizations for imple-
mentation. Catholic churches and their associated
social service or health ministries are preferred partners,
but CRS is primarily looking for those partners with
the technical capacity to implement programs, said
Mary Hennigan, CRS’ Senior Health Technical Advisor.

The Benin program will focus on treatment—two mil-
lion children infected with malaria will be given ACT—
and education.®

MAP International

MAP International integrates malaria programs in its
overall training and community programs, working
across regions, and with a number of agencies includ-
ing UNICEF.

MAP’s Kenya work reflects a special focus and the aim
is to infuse malaria control strategies in all Kenya pro-
grams by 2010. Current activities include an integrated
community health program in a Maasai community
which addresses harmful traditions and cultures. In
Uganda, MAP has focused on social surveys to explore
how widely ITNs are used (discouraging findings).
Programs focus on community mobilization, >
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education, and sensitization on causes and transmission
of malaria. It also focuses on community environmental
sanitation to prevent mosquito breeding places.

Compassion International

Compassion International, a U.S.-based evangelical
development agency focused on children’s health, pro-
vides healthcare services, including malaria prevention
and treatment programs, through 5,000 church-based
health facilities, including 1,200 in Africa. Compassion
Senior Ministry Advisor Dr. Scott Todd wrote in an email
that churches have a special role in fighting malaria:
“Churches serve as local, credible education and dis-
tribution points in prevention campaigns—teaching
about malaria, distributing ITNs and doing follow-up
monitoring by home visits.” 100,000 LLINs have been
distributed so far. Some Compassion country programs,
such as the one in Tanzania, have adopted creative
approaches to fighting malaria—along with conven-
tional prevention measures, they have supported the
strategic planting of mosquito-repellent trees.

Anglican Communion

The International Development Secretariat (IDS), oper-
ational since spring 2005, works alongside Anglican
partners to help sponsor innovative partnerships with
a variety of government, NGO, donor, and civil society
stakeholders. The IDS has sought to facilitate and foster
greater dialogue and understanding between church
implementers of community development programs
(including church leaders and their provincial and dioc-
esan staff) and local, national, and international stake-
holders involved in development. Although most of
this work takes place at the country level, the IDS also
works to strengthen regional initiatives such as the
HIV, TB and Malaria plan of the Council for Anglican
Provinces in Africa (CAPA).

The work has a particular focus on supporting edu-
cation initiatives, recognizing their role in healing and
rebuilding communities and nations. Church schools
are already connected with an extensive network of
community leaders and families as well as children
and their teachers, creating an enabling environment
for a holistic approach to education, which sees the
classroom as community-based platform for advocacy,
peace building, health, and nutrition programs.

BOX 24 (continued)

The work of the IDS is currently focused in Burundi,
Sudan, and Zimbabwe, although it also works in other
provinces, such as DRC, as part of larger consortiums
of partners.

Saddleback Valley Community Church

Saddleback Church began addressing malaria in
Rwanda in 2007 as a part of its PE.A.C.E. plan, an effort
to engage its membership in advocacy, resource mobi-
lization, and direct action on global poverty. So far, over
500 Saddleback members have traveled to Rwanda
to conduct malaria education programs. These ses-
sions center on the use of graphic storytelling, with
subtitles in Kinyarwanda and English. Saddleback has
funded the training of 700 pastors and 1,500 commu-
nity development volunteers on implementing church-
based education programs in the country.®?

Churches Health Association of Zambia

The Churches Health Association of Zambia (CHAZ)
is a coalition of the health ministries of 16 different
Christian denominations, including Evangelicals, Roman
Catholics, and Baptists, and provides 30 percent of all
health care services in the country. CHAZ, founded in
1970, has a special focus on malaria, and is the only
organization of its kind to be a prime Global Fund
grantee for malaria. It has received over US$60 million
from the Global Fund to implement malaria programs.
With that funding, it has distributed over 670,000 ITNs,
trained 2,000 community health workers on home
management of malaria, and provided 37 health facili-
ties with the equipment to diagnose malaria.

CHAZ is part of a loose network of 12 Christian Health
Associations in African countries, many of which pro-
vide, as in Zambia, substantial proportions of medical
care in their respective countries.®®
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Questions, Issues and Opportunities

eviewing the experience of faith work on

malaria highlights the diverse and fragmented

experience to date. Organizations have come to
their malaria strategies and programs for the most part
individually, and the availability of funding has played
a role. With the notable exception of the long-standing
CCIH networking efforts, few mechanisms exist for
sharing experiences.

From the perspective of global programs, the assets and
experience of faith-inspired organizations have been
little mined to date. This broadly reflects a linked focus
on public sector programs (and the limited reflections
of most governments about the assets offered by their
nongovernmental counterparts working in their territo-
ries) and patchy reflection in the malaria campaign on
potential modalities for mobilizing community based
organizations. Overall, many financing and implement-
ing organizations cannot answer with any precision
what funding does go to organizations with faith links
because their monitoring systems are not geared to
respond to that question.

A number of non-governmental organizations we
approached, both secular and faith-inspired, responded
that their malaria-labeled initiatives are limited
because the work is fully embedded in broader health
and community programs. Disentangling malaria
specific work is difficult if not impossible. This makes
perfect sense except in light of the global consensus
emerging that incremental, integrated responses to
the malaria challenge are not working and that a
combination of health systems reforms and big push
focused efforts has to be the core strategy. Thus ask-
ing the question of what is being done specifically
on malaria and how it fits into broader programs has
special relevance.

(a) Capacity: where’s the rub and what can be done
about it?

The most common complaint and appeal where faith
work on health generally and malaria specifically is at
issue is limited capacity. This means both limitations in
classic administrative skills and systems (procurement,
monitoring, accounting, evaluation) and capacity
constraints that block desired intentions to scale up
operations to meet needs. Evaluating the many obvi-
ous capacity constraints is complicated by very patchy
evaluation data and by the wide range of organizations
and their widely varying respective capacities and mana-
gerial cultures.

Some faith-inspired organizations, such as World
Vision and Catholic Relief Services, operate at the high-
est levels of the development and relief world. These
organizations compete for and are frequently awarded
large grants from the Global Fund and other major
sources of funding. Operationally, they closely resemble
major development organizations that do not have
faith affiliations. Their interventions are typically not
dependent on the infrastructure of faith-based health
networks in malaria endemic countries, though they
do often establish partnerships with local churches or
church-affiliated organizations.

The variety of other organizations is enormous and
their size, depth of experience, staff qualifications, and
accountability structures differ markedly. Some are
gems of managerial excellence while others suffer obvi-
ous weaknesses.

Amidst this diversity, reflecting both religious varia-
tion and individual country circumstances, judgments
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and recommendations should be advanced with care.
Generally, country by country assessments of capac-
ity should be the drivers of recommendations and
programs. Further, careful reflection is merited on how
community capacity, with all its diversity and complex-
ity, can best be meshed with the demands of complex
public health campaigns. There are many examples
that demonstrate how effective community organiza-
tions can be in bringing change at the local level. There
are fewer good examples of how such activities can be
integrated strategically within national plans so that
“scaling up” is effectively achieved.

Broad strategic issues may be at stake, including sensi-
tive questions that involve allocations of responsibilities
and political options. Further, capacity development
involves a broad range of questions, for example,
whether priority should go to building on existing
services or whether the demands of malaria (or other
similar development challenges) call for substantial
changes needed to contend with new realities or new
understandings of realities. If substantial roles in com-
modity distribution are envisaged, for example, that
would likely involve substantial new capacity demands
for many traditional organizations. If what is envis-
aged falls more under the heading of public education,
probably more can be achieved with modifications to
existing capacities. The question applies more acutely
where the “congregation” structure (including mothers’
unions, youth groups, etc.) comes into play rather than
the more classic clinics and hospitals.

Nonetheless some general observations can be sensibly
advanced.

A central issue where faith organizations have special
interest and often special if not unique capacities is
moving beyond urban and regional centers to reach
people in remote inaccessible areas. This objective com-
bines health objectives—malaria must be controlled
in these areas for programs to succeed, and poverty
objectives—these are areas where poorest people live.

An ongoing struggle for all development organizations
working on malaria, including faith-inspired organiza-
tions like WV and CRS, is accessing the most rural and
remote areas in malaria-endemic countries. Having long
been established in these places, the indigenous health

ministries of churches or other faith-based structures
are well-positioned to be the “end-of-the-road” delivery
points for materials and messages related to malaria—
TAM was able to reach nearly 4,000 faith leaders in less
than a year. There is, however, a significant barrier to their
participation in this way: these health ministries typically
lack the organizational capacity required for eligibility for
funding from global malaria initiatives. These require-
ments are straightforward, but not simple: the ability to
develop project proposals, to assure proper use of funds,
and to monitor and evaluate program progress effectively.
Faith-based health ministries in malaria endemic coun-
tries have served their communities for decades, but for
the most part have not been required to develop these
capacities to the levels that are expected today.

There are concerted efforts underway—such as the part-
nership between the UN Foundation and the Lutheran
and Methodist churches and the Mozambique inter-
faith malaria program—to pilot approaches that prom-
ise to strengthen these faith-based health ministries.
Susan Lassen of ERD said, “[ERD] had a conversation
with the Gates Foundation in 2006, and they used an
interesting analogy: [faith-based health ministries] are
like wheelbarrows trying to get onto the interstate. The
Gates people said, “We're trying to make a ramp for
you, so that you can get your speed up, but you've got
to try to upgrade the wheelbarrow.”

Emerging ideas to address capacity issues include coun-
try by country capacity assessments and focused work-
shops on priority issues and in priority regions. Another
priority is to address with constructive ideas and solu-
tions the “disconnect” between the reality of community
organizations—that they are “organic and chaotic”* and
the penchant of development agencies, including large
faith-inspired organizations, for order and method. If
communities are to be reached, the disconnect needs to
be better understood and solutions developed, including
reliance on intermediary organizations and adaptation
of planning and monitoring methods.

Any capacity-building issues should look to the special
challenges and opportunities surrounding women’s
health care in rural communities. Women’s groups
are often the most vibrant organizations within faith
communities; given this, and that responsibility for
children’s health care falls to mothers, these groups



should be an active part of education programs. One
salient model is Project Muso, which engages Malian
women as partners in health care services, simultane-
ously addressing malaria and the need to emphasize the
potential of women as community leaders.

The youth component of malaria programs is impor-
tant, primarily because children are easier to reach with
educational messages about malaria and they are able to
more easily adopt habits related to bed net usage. The
energies of mobilized youth are also a vital resource that
deserves special focus in design of programs. The pio-
neering work of the Interfaith Youth Core is an example
of a practical approach that combines the advocacy and
learning potential of youth directed approaches.

(b) Horizontal or vertical interventions: which
works best? Is a “both/and” strategy desirable
and feasible?

The international development community has had
increasing success in campaigning for funding for pro-
grams that combat specific diseases such as HIV/AIDS,
TB, and malaria. The disease-specific interventions
funded by these campaigns are referred to as “vertical,”
as opposed to “horizontal” health services which address
the prevailing range of health conditions. A straightfor-
ward, and common, example of a straightforward verti-
cal program addressing malaria would be a nationwide
training program directed to community health work-
ers whose primary task would be to distribute mosquito
nets, educate communities about their proper use, and
treat cases of malaria in health clinics. A horizontal
intervention would not focus on malaria per se, but on
improving the functional ability of clinics to address
malaria alongside other prevailing health issues.

In a recent article about this debate, Partners in Health
Medical Director Dr. Joia Mukherjee discussed the way
PIH resolved the tension between the need to fundraise
“vertically” and implement programs “horizontally”:

“Interest in and money for AIDS allowed us to reha-
bilitate basic health infrastructure in Haiti’s central
department. Our philosophy was that we could not
find AIDS cases or treat them if clinics stood under-
staffed, empty and without essential medicines. Thus,
the investment in AIDS became our Chwal Batay, or

battle horse—a ool ro bring us into a larger bartle
»65

against poverty, inequality and poor health.

The argument of the international malaria commu-
nity is that the answer to the tension between vertical
and horizontal is: both are essential and two pronged
approaches are recommended. This makes eminent
sense but often presents practical issues for organiza-
tions with resource constraints and balancing compet-
ing priorities.

(c) Entrenched interests of government and secular
development organizations

No consideration of why faith health structures have
been largely left out of larger malaria control initiatives
can ignore inevitable political questions about the desire
of governments, and larger international contractors and
NGO:s, to protect their current share of malaria activi-
ties. The vast reach of faith communities across malaria
endemic countries is potentially a major asset to global
efforts to eradicate or sharply reduce malaria cases and
deaths. But the specter of a comprehensive and parallel
health system not controlled by the government could
also be seen as a threat to current arrangements in which
central governments receive global malaria funding and
disburse it mainly to government-run health facilities,
with secular NGO counterparts as the most common
implementing partners. There may well be instances
where a thoughtful dialogue with government partners
about broader issues of state-religion relationships may
be needed, as a half-hearted or reluctant engagement of
faith institutions is likely to yield rather paltry results.

(d) Engagement on technical issues: net effective-
ness, treatment, DDT, spraying safety, drug
therapies: how to make sure that particularly
decentralized and diverse programs meet highest
technical standards and contribute to and do not
detract from best practice global programs.

Although, as the WHO noted in its 2008 World Malaria
Report, a consensus has emerged on malaria prevention
and treatment, the accepted range of tools used to fight
the disease is unlikely to remain static.

For one thing, malaria parasites have proven capable
of rapid mutations which can render treatments and
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Debates and Exploration: the Benefits and Risks of Bed Nets.

Marilyn Michelow, Cornell Medical Student

In a 2007 Lancet article, Jeffrey Sachs of Columbia’s
Earth Institute argued that malaria transmission could
be slashed by 90 percent in three years through the
distribution of long-lasting insecticidal treated nets
(LLINS) to every sleeping site in sub-Saharan Africa.®®
Sachs estimated that the nets, which retain their
potency for up to five years—as opposed to just a few
months for traditional insecticide-treated nets (ITNs)—
could be distributed at a cost of 60 cents per person
per year. Comprehensive bed net distribution, always
an important goal of malaria campaigns, has become
the central rallying cry of global efforts to eradicate
malaria. Major donors, faith-inspired institutions, and
celebrities have gathered to support campaigns named
Nets for Life, Nothing But Nets, and Spread the Net
(to name a few).%”

There is no question that sleeping under a bed net sig-
nificantly reduces mortality from malaria in children
under five.’® One recent study from Kenya, for example,
cites a 44 percent drop in child mortality from malaria
following a large-scale free bed net distribution. Bed
nets are most effective at reducing community-wide
malarial burden when they are treated with a long last-
ing insecticide (which can work for as long as 5 years),
distributed for free or at substantially reduced cost,
and actively used by greater than 80 percent of the
population.®® In the international development com-
munity, particular focus has been on encouraging all
children under 5 and pregnant women, at the very least,
to always sleep under a bed net. LLINs are particularly
effective because they not only reduce mosquito bites
at night, but kill any mosquitoes that land on the net,
and so remain somewhat effective even when torn.

Bed nets are not a new tool in the fight against malaria,
and have been used, in addition to other prevention
methods such as indoor residual spraying (IRS), for
many years. The recent initiative to scale-up distri-
bution of insecticide treated nets use comes from a
realization that other control methods have largely
failed, and that using bed nets may be a cost effec-
tive way to achieve large reductions in malaria rates,
quickly. For example, one round of IRS costs US$7.50

per household and may require multiple applications
per year, while one LLIN, which sleeps two people and
lasts three years, costs US$6.41.

While bed net usage reduces mortality in children
under 5—an important step if the fourth MDG is to be
achieved—bed net use alone will not be enough to
eradicate malaria, or even prevent all deaths from the
disease. Sleeping under a bed net reduces the bur-
den of malaria, especially on the young, but it is still
not clear what the long term conseguences of bed net
use in a highly malarial area are; some studies have
suggested that use of bed nets may increase the rate
of malaria in older children and adults as a result of
reduced exposure to mosquitoes while the children
are small.’® With this in mind, it is essential that any
program which is designed to fight malaria include
a balance of prevention measures—LLINSs, IRS, envi-
ronmental management (stagnant water drainage),
and intermittent preventative treatment for pregnant
women (ITPp)—as well as case management with
appropriate diagnosis and treatment of malaria.? More
information about the role of both prevention and case
management in a malaria program, and optimal inter-
ventions broken down by country is available in the
WHO World Malaria Report 2008.

The appealing simplicity of using bed nets—an inex-
pensive, easy to implement, and easy to measure inter-
vention—to combat malaria has created new interest
and hope in the efforts to ease the disease burden.
Bed nets are attractive because donors can be sure
of the real-time impact of their dollars donated, but it
is important to keep in mind that while bed nets are
an excellent tool, use of nets alone will not eradicate
malaria. A well designed intervention must combine
free or low cost net distribution with additional key
tools such as ITPp and appropriate treatment.



insecticides useless. Chloroquine, once the first-line
treatment against malaria, is now ineffective against P
Falciparum, the most severe strain of malaria and the
one that predominates in sub-Saharan Africa. Scientists
expect that artemisin combination treatments, now
over 90 percent effective against malaria parasites, will
diminish in effectiveness before new drugs—still with
years of testing ahead of them—become available to
the public. The mutability of malaria makes vaccine
development all the more imperative.

Bed nets have become a rallying cry of malaria fundrais-
ing campaigns, and their effectiveness as a component
of a comprehensive malaria control program is not in
doubt. What remains to be seen is the extent to which an
emphasis in fundraising on nets is leading to a dispropor-
tionate programmatic focus on them. Another looming
question relates to immunity. Massive distributions of bed
nets over the last few years have dramatically increased
the proportion of children under five sleeping under
nets. Mortality in this cohort attributable to malaria
decreases when nets are used, but there are questions
about whether usage at this age inhibits the development
of a natural immunity to the disease. Box 24 explores this
issue as an illustration of the technical debates.

The debate over the role of DDT in malaria control
is far from settled. Outright opposition to its use in
any context is beginning to give way to acceptance of
a limited place in indoor residual spraying campaigns.
There remain questions about its long term impacts on
human health.

(e) Engagement with policy issues: cost recovery—
Clear policy or case by case? To pay or not to pay?

A complicated and contentious set of issues revolve
around policies towards charging for health services,
including malaria treatment and prevention. Some
argue that totally free services are essential to achieve
success and equitable given poverty levels of most
affected populations. Proponents of free provision of
medical services argue that, with many of the poorest
unable to afford even basic treatments, charging fees
for medical services would increase suffering. They also
point out that there are often positive externalities for
universal or near universal adoption of a preventative
measure, which could only be achieved through steep

subsidies or free provision of goods. Opposing argu-
ments focus on sustainability, claiming that the free
provision of any medical service is, given the financial
footing of governments in malaria endemic countries
and the unpredictability of foreign aid, not a tenable
situation in the long term. Further, they suggest that
giving away any product for free leads to wastage and
possibly less effectiveness in use.

This debate has specific relevance to malaria prevention.
A LLIN costs about US$6, which is too expensive for
the poorest—who also usually live in the most malaria-
prone areas—in malaria-endemic countries. Cost-
recovery theories would suggest, though, that providing
LLINs for free would not necessarily guarantee the best
overall health outcomes; people who would pay for nets
would tend to be more conscientious about their use,
and thus benefit more from their protection, than if
they were given the nets for free.

Free distribution of nets has strong support in the devel-
opment community, and the weight of the evidence sup-
ports the idea that free distribution leads to better public
health outcomes. A recent randomized trial with LLINs
in four villages in Western Kenya’! found the following:

* cost-recovery approaches can considerably dampen
the demand for ITNs

* the number of children’s lives saved is greatest when
nets are distributed for free

* free distribution of nets might ultimately be more
cost effective than a cost-recovery approach because
of the positive externalities of the broader uptake of
nets with free distribution.

(f) Interfaith work on malaria: a priority? What
could be the best approach?

Most faith-inspired work on malaria to date follows
the path of individual organizations or denominations.
However, given the paramount importance within
global malaria programs of coordination, and the
notable fragmentation of many faith-led programs and
systems, a case can be made for active promotion of
interfaith approaches and programs.

Discussed in this report are two examples of on-the-
ground interfaith cooperation on malaria: the ICRMM
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in Mozambique, and the interfaith coalition in Zambia
led by ERD/Zambia Anglican Church. An analysis of
the issues with the ICRMM partnership by ADRA was
helpful, and suggested the real potential for interfaith
impact once the minor and self-evident need for effec-
tive interfaith communications is addressed to avoid
misunderstandings (such as the frustration between
Christians / Muslims over work during Ramadan). From
the Zambia example there are no reports of tension or
negative interactions on the interfaith front. Beyond
these two examples, brief anecdotes about instances of
on-the-ground interfaith cooperation fit this same pat-
tern: Anglicans and Catholics in Angola; a multi-faith
effort involving Muslims, Christians, and Jews in Mali;
Muslims and Christians in Kenya, Sudan; etc.

On the campaign/advocacy front, there appears to be
considerable willingness to engage in interfaith efforts.
The cultural and doctrinal issues that sometimes make

interfaith partnerships more difficult in relation to
other diseases, such as HIV/AIDS, are not entangled
with malaria. Some significant examples of interfaith

campaign/advocacy partnerships include the Nothing
But Nets campaign (Lutherans and Methodists); TBFE/
Interfaith Youth Core (many denominations); Malaria
No More (Bringing American Muslims into the main-
stream advocacy fold).

(g) Linking to other sectors (sanitation, agriculture for
example): how best to achieve synergy and results?

Malaria is far more than a health problem and address-
ing it involves many different sectors and actors.
Among the most important are water supply and
sanitation (above all linked to control of mosquitoes)
and education (working with educational programs
to promote sound health practices). The challenges of
coordination and integration of programs evidently go
well beyond the scope of this review but opportuni-
ties to forge linkages deserve attention. A prominent
example is the interfaith alliance in Ghana addressing
waste and sanitation. This effort offers the potential for
engaging large numbers of churches and other faith
institutions on malaria issues.




(h) Country focus and “ownership”: is a country by
country approach the best or only way?

Malaria programs are grounded in country circum-
stances, which differ markedly, in needs, approach, qual-
ity, and character. Relationships between governments
and faith communities likewise vary markedly by coun-
try (and also over time). To a large degree programs must
be tailored to and follow leadership of the respective
governments; much experience suggests that this is the
readiest path. However, the country anchored approach
does not facilitate either the broad global synergies that
are required to achieve the overall eradication objectives
nor do they provide ready means to benefit from the
broader geographic reach of various faith denomina-
tions. This is an inevitable and long standing tension
but deserves explicit discussion. It suggests inter alia that
country surveys to identify players, potential, opportu-
nities, and obstacles deserve priority.

(i) Community and beneficiary engagement: is
the focus sufficient? What are most effective
forms for integrating international and national
programs and affected communities? Where are

blockages?

A central focus of HIV/AIDS programs has been on
community engagement and on direct engagement
of people living with AIDS in program design and
implementation. It is not clear that similar approaches
characterize major malaria programs, yet it is at the
community level that all measures must eventually yield
results. It is also the primary area where faith communi-
ties and leaders could engage in broader campaigns.
Learning from the experience with community engage-
ment under HIV/AIDS programs and exploration of
how broader integration with community centered
programs and interventions might affect global malaria
approaches deserve attention.

(j). Moving beyond Africa?

The focus on Africa is uncontested but other parts of
the world also face the challenge of malaria. Faith-
inspired organizations are engaged and could be more
so. Discussion of other priority countries of focus would
be appropriate (Cambodia, Haiti?).

(k) Emphasis on commodities versus delivery and
education

The procurement of malaria-related commodities such
as doses of ACT or bednets is often used as a proxy
measure to express the comprehensiveness of a malaria
prevention initiative or campaign. The usefulness of
nets as a prevention tool, however, is significantly
determined by the extent to which people understand
their function and use them properly. In order to make
real progress in reducing the population of malaria-
carrying mosquitoes, nearly all individuals in malaria
endemic areas need to be using their nets properly and
consistently—otherwise a critical population of malar-
ial mosquitoes will be sustained, making it difficult to
eliminate malaria cases or deaths.
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Part V
Paths Forward

This review points to four overarching conclusions:

(a) Faith-inspired efforts offer a largely unexplored
avenue to bolster the global malaria programs, with
special importance to their capacity to mobilize
constituencies in support of malaria and poverty
programs, and their capacity to reach far flung
communities in Africa.

(b) Institutions, programs, approaches, and capacities
vary widely and linkages among them are par-
ticularly weak. There also appears to be considerable
appetite for sharing experience especially across faith
and national boundaries. There is a need for stock-
taking on relevant experience and best practice (and
learning from disappointments). Special efforts to
make networks work well, and possibly develop new
mechanisms to support those networks.

(c) The oft-cited gaps in capacity lend themselves to
an early set of targeted capacity building programs
that could include interfaith programs and focus on
priority regions (Nigeria, DRC). Other measures
could include visits among programs.

(d) The avenue of possible interfaith collaboration

around malaria shows promise but has been little
explored to date. It deserves careful consideration
given the potential it offers both to address coordi-
nation challenges and because of spillover benefits
from interfaith collaboration on practical issues for
community cohesion.

None of these conclusions point to a vastly different
role for faith-inspired institutions in terms of their core
capacities and activities, which primarily revolve around
education and the provision of basic medical services at
the local level. But there is consensus that improving
what faith-inspired actors do and better integrating
their activities into larger networks—while being care-
ful to protect their independence as institutions—could
have tremendous benefits.

The Tony Blair Faith Foundation and the Center for
Interfaith Action on Poverty have both identified
malaria as a pivotal topic that could galvanize efforts to
engage faith communities on development issues more
broadly. Programs are at an early stage; their approach
and ambitions are summarized in boxes 26 and 27.

BOX 26

The Tony Blair Faith Foundation’?

In 2007, one year after stepping down as British Prime
Minister, Tony Blair created the Tony Blair Faith Foundation
promote respect and understanding between major reli-
gions, to make the case for faith as a force for good and
to show this in action by encouraging inter-faith initia-
tives to tackle global poverty and conflict.

The TBFF has identified five initial priorities, the first of
which is increasing the participation of faith groups in

achieving the MDGs, with a special focus on malaria.

“Malaria is an entry point to reaching at least five of the

MDGs,” said lan Linden of TBFF, adding that “You can’t
eliminate deaths from malaria without hitting several
other MDG targets.”

Other priorities focus on the development of edu-
cational materials for children that promote inter-
faith understanding, and support for academic >»
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research on the links between between religion, glo-
balisation and economics. The TBFF is attempting
to build up a multi-faith youth movement as part of
a wider campaign which involves fundraising from faith
communities for bednets to be distributed through
Malaria No More in malaria endemic countries in sub-
Saharan Africa.

Faiths Act Fellowship

In partnership with the Interfaith Youth Core (IFYC),
TBFF is preparing to enroll 30 college-aged individu-
als in the FaithsAct Fellowship program, a 10 month
program to form interfaith ‘ambassadors for the mil-
lennium goals’ who will work in pairs in their faith com-
munities in the UK, USA and Canada to mobilize them
around the struggle against malaria. Their preparation
comprises training in interfaith relations, leadership and
media skills and project preparation as well as field
work in Mali, Tanzania and Malawi. IFYC are mentor-
ing and selecting the Fellows in collaboration with the

BOX 26 (continued)

TBFF which is funding the initiative. The International
Health Centre at Ifakara in Tanzania and Project Muso in
Mali are amongst the organizations facilitating Fellows’
field immersion.

Each of the three partners is motivated by distinct con-
cerns. TBFF has as a central goal the greater engage-
ment of faith communities in global development,
and hopes that the FaithsAct Fellows will be forceful
advocates for action on malaria within their respec-
tive faith communities. IFYC is participating “with the
belief that the binding influence of bringing groups
from different faiths together for action builds social
capital,” said IFYC founder and executive director
Eboo Patel. Saleemah Abdul-Ghafur, a consultant for
Malaria No More, said that her organization’s goal for
FaithsAct is to “release an arsenal of youth activists
to raise the profile of malaria and the MDGS in their
home countries.”

Center for Interfaith Action on Global Poverty

The Center for Interfaith Action on Global Poverty
(CIFA) was born out of the recognition that faith insti-
tutions are often best positioned to serve, educate, and
mobilize communities in need. Guided by their ethics
of compassion and justice, and working through their
congregational infrastructure and faith-based relief and
development organizations, faith institutions have for
centuries been the primary source of care and service
to the poorest of the poor throughout the world. Faith-
based assets are in place everywhere, often where
government is not.

CIFA’s Malaria Initiative

CIFA recognizes that the resources, especially the
human resources, of the faith sector are currently
underutilized in the global partnership against pov-
erty, and the impact of the faith sector is limited by a
number of factors, both internal and external. Internal
conditions that hinder the faith sector include: lack
of financial resources; lack of organizational capacity
to mobilize effectively on a large scale; lack of trust
and know-how to collaborate in an interfaith manner;

scarce financial and technical resources; and suspicion
of secular agendas.

CIFA has begun its work with a focus on malaria
because the faith sector is already very active in the
fight against malaria, and their work has generated
promising models for interfaith action. CIFA in par-
ticular has been involved in supporting interfaith col-
laboration through “Together Against Malaria,” (TAM)
a program funded by the U.S. President’s Malaria
Initiative (PMI) and led by the national leaders of 10
faith communities in Mozambigue. TAM aims to mobi-
lize people against malaria across the country, spread-
ing prevention and treatment messages, distributing
long lasting insecticide treat nets, and encouraging
indoor residual spraying. CIFA, building on the work of
the Washington National Cathedral, and in partnership
with the Adventist Development and Relief Agency
(ADRA), has provided TAM with conceptual, financial,
and operational support since its inception in 2006.

CIFA envisions three primary ways for the faith >



BOX 27 (continued)

sector to increase impact on malaria. First, CIFA will
work to broaden engagement of faith actors on malaria.
This will involve organizing the faith sector to partici-
pate in execution of the Global Malaria Action Plan, link-
ing anti-malaria campaigns to new faith communities
and leaders in malaria endemic countries, and con-
vening meetings where key players can identify how
to adapt models to local conditions and take projects
to scale in the field. Second, CIFA will promote model
development and sharing of best practices, explor-
ing the adaptation of the “Together Against Malaria”
model and other appropriate models to malaria
endemic countries, and collecting and stimulating
research on faith commmunity efforts against malaria.
Finally, CIFA will assist faith-inspired partners to bet-
ter connect to sources of funding, including the Global
Fund, American and European faith communities, and
governments.

In addition to an early focus on interfaith initiatives
addressing malaria, CIFA intends in its first year to
undertake analogous work to increase the capac-
ity of the faith community in the areas of HIV/AIDS,
empowerment of women and girls, and neglected
tropical diseases.

December 2008 Leadership Consultation
As a first step towards achieving these outcomes, CIFA

hosted a Leadership Consultation on Scaling up Faith

Community Impact against Malaria in Washington,
D.C., on December 12, 2008 at Georgetown University.
The Consultation, co-sponsored by the Berkley Center
for Religion, Peace, and World Affairs, included lead-
ers from the faith-inspired development community
(including representatives from World Vision, CRS,
LWR, and others) and also representatives from global
organizations, including Roll Back Malaria, and the UN
Special Envoy on Malaria. The goal of the Consultation
was to assess the landscape of faith contributions
on malaria, and to discuss possible ways forward for
greater faith involvement.

The major result of the consultation was an agreement
by several of the attending parties to work as a task
force to integrate faith communities into an upcom-
ing major funding push in Nigeria, home to nearly 20
percent of worldwide malaria deaths. The task force
will convene in January 2009, with the initial goal of
mapping faith assets in Nigeria. Ultimately, the task
force seeks to create a replicable country-level coor-
dinating mechanism for integrating faith community
assets into national malaria control plans in malaria
endemic countries.

Another significant outcome of the consultation was
a call to establish an online database of faith assets
on malaria.

© 2009 Arne Hoel/World Bank
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The major outcome of the CIFA Consultation,
an agreement to form a task force to increase faith
engagement in malaria control plans in Nigeria, is a
first step towards broadening faith involvement in all
malaria-endemic countries. The high profile nature of
the task force presents an opportunity for the faith-
inspired development community to demonstrate the
value it could add to global malaria initiatives. Several
challenges, known to and acknowledged by task force
members, are immediately apparent:

(@) Timing. Major new funding commitments are
already in the pipeline, with implementation
expected in 2009 and 2010, giving a very brief
window of opportunity for the task force to ensure
greater faith involvement in the upcoming push.

(b) Scale and diversity. With over 140 million people,
Nigeria is Africa’s largest country by population,
and is breathtakingly diverse in terms of religious
affiliation, culture, and economic activity. Any
effective model for faith engagement would have
to account for significant differences in the role of
faith communities in different areas of the country.

(c) Interfaith tension. There is tension between
Christian and Muslim groups in Nigeria which
often leads to violence. This fact poses obvious chal-
lenges, but of course also opportunity, as malaria, a
relatively non-controversial development issue, is
something that different faith groups can cooperate
on without touching delicate doctrinal issues.

(d) On-the-ground presence. While many of CIFA’s
partners are engaged in Nigeria, CIFA itself is a
new organization without an on-the-ground pres-
ence in the country. Because the U.S.-based task
force is inherently limited in its ability to work with
structures in Nigeria to increase faith involvement,
a credible partner on the ground will need to be
identified and engaged quickly.

(e) Knowledge. A thorough mapping of faith assets in
Nigeria, an important prerequisite for any action,
has not yet been initiated. Further, exploration of
the faith/governmental interface in Nigeria needs
to be undertaken.

(f) Funding. Any coordinated faith action on malaria
in Nigeria will require ongoing financial support.
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ACT Development: Jill Hawkey
ADRA: Mark Webster

Africare: Julius Coles, Dr. Abdalla Meftuh,
Nene Diallo
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The Bill and Melinda Gates Foundation:
Gabrielle Fitzgerald

Geneva Global: Doug Balfour

Global Fund to Fight HIV/AIDS, Malaria, and
Tuberculosis: Saman Ahsan

Google: Rishi Jaitley
Harvard University: Dr. Lincoln Chen

The Humanitarian Forum: Dr. Hany El Banna

Interfaith Youth Core: Eboo Patel, April Harding,
Joey Shapiro

Islamic Relief Worldwide: Makki Mohamed
Lutheran World Relief: Tim McCully

Malaria No More: Emily Bergantino,
Saleemah Abdul-Ghafur

MAP International: Dr. Ravi Jayakaran
Partners in Health: Ophelia Dahl, Paul Farmer
Project Muso: Ari Johnson

Religious Action Center of Reform Judaism:
Micaela Hellman-Tincher

The Tony Blair Foundation: Parna Taylor,
Ian Linden

Samaritan’s Purse: Chris Johnston
Saddleback Church: Larry Dean Smith

United Methodist Committee on Relief:
Shannon Trilli

UN Foundation: Kevin Starace
World Vision: Craig Jaggers
Zambian Anglican Council: Grace Phiri

Parliament of the World Religions:
William Lesher

United Religions Initiative: Charles Gibbs
WCRP: William Vendley
WHO: Rev. Ted Karpf

World Bank: Joy Phumaphi, John Paul Clark,
Olusoji O. Adeyi, Quentin Wodon
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Appendix 2: Tables and Graphs
. _FIGURE4

Distribution of Cases in Africa by Highest Burden Countries
Nineteen countries estimated to have 90% of cases in the African Region, 2006
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A note about the data

The wide upper and lower confidence ranges around
the estimates of malaria incidence, death rates, and
total deaths are reflective of fundamental issues sur-
rounding data collection in malaria-endemic countries
(issues which are touched on in Boxes 2 and 3).

Availability and types of data vary across malaria
endemic countries. Some estimates were made using
surveillance data from health centers, others from
household surveys, and others from a combination of
those two types of sources.

Difficulties associated with data collection in malaria
endemic countries are myriad. To begin with, most
malaria-endemic countries are impoverished and have

underdeveloped public health systems. Reporting
procedures are often inadequate and inconsistently
followed. Other major issues which lead to broad con-
fidence ranges include:

* lack of data sharing among different classes of
health care providers (private, government, and
faith-based).

* limited number of household surveys (another key
data source on malaria besides health center data)
distributed or completed.

A full explanation of the WHO’s methodology
and sources of data is available in the 2008 WHO
World Malaria Report, which is available at:
http:/malaria.who.int/wmr2008/malaria2008.pdf
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