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1.1

1.2

1.3
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1.5

PRELIMINARY PLAN FOR THE GLOBAL PARTNERSHIP

TO ROLL BACK MALARIA: MEETING CONCLUSIONS

A global partnership was formally established on 9 December 1998

to intensify the international effort to reduce the malaria burden —to
Roll Back Malaria.

Participants at thisfirst Partners’ M eeting represented national
governments, UN systems agencies, devel opment banks, non-
governmental organisations, private sector and bilateral donors.

Within the limits of their authority, they committed themselves and
thelr organisations to the establishment of country-level partnerships
to Roll Back Malaria. Where possible they would work within the
context of these partnerships

The principles of acountry Roll Back Malariapartnership are that:

I. National governments determine the goals, strategy, organisation
and operating procedures for Rolling Back Malaria;

ii. A country partnership to Roll Back Maariais usualy set up at
the invitation of a country’s Head of State;

lii. It involves a Situation assessment and strategy development
process led by the National Authorities and involving potentia
partners,

Iv. Partners’ support for Rolling Back Malariais provided, where
possible, within the context of the sector-wide approach to
health devel opment;

v. Partners work to common objectives, using agreed strategies, in a
transparent manne;

vi. Within the context of these principles, attempts are made to
ensure that partners have sufficient flexibility and autonomy to
make the fullest possible contribution to Rolling Back
Malaria.

At the country level, WHO will help to ensure that the partnership is
a success through providing a range of focussed inputs. These are
offered through the WHO Roll Back Malaria (RBM) Cabinet
Project. Thisinvolves personnel within WHO headquarters (from
al nine clusters), WHO regiona offices, and WHO country offices.
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1.6 TheWHO RBM project will contribute to country partnerships by
offering help in severa areas, including:
I. possible agreements and means of working
ii. materials for advocacy
lii. help with devel oping a consensus on strategy— ensuring that
options considered are based on best available evidence
Iv. capacity building
v. lesson learning from other countries and from other
programmes
vi. support for monitoring progress, and
vii. brokering resources [looking for new channels as well as
existing ones.

1.7 WHO regions are key elements of the RBM project, contributing to
country partnerships. They may offer other support for national and
local-level action within countries.

1.8 At globd level, WHO will set up asmall ‘partners group' to help the
Globa RBM Partnership evolve, and to provide guidance to the
WHO Roll Back Malaria Project, which supports the partnership.
The project will develop strong linkages between partners through
the use of advanced communication technology.

1.9 To reduce maaria suffering and death rates substantially, funding
mechanisms are needed:

- to enable countries to implement new malaria and health
sector devel opment activities

- to ensure that key components of RBM — such as the
Medicines for MaariaVenture, the Tropical Disease
Research Programme, and the Multilateral Research
Initiative on Malaria deliver the desired products

- to build WHO's ahility to support partnerships — through in-
country action, technical resource networks, international
monitoring and global advocacy

1.10 WHO'sroleisto support the partnership and make it effective,
ensuring that it has the greatest likelihood of mobilising cash,
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information and other vital resources within the context of what is
needed. Current plans for the partnership do not envisage a long-
term dedicated financing mechanism unless thisis demanded by all.
Funding is urgently required for short term needs.

1.11 The RBM partnership will need to mobilise substantial additional
resources — approximately $200 million per annum for country level
action, together with resources for the WHO Roll Back Maaria
Project.

1.12 Political support for partnerships will need to be sustained via:
information and technical agreements
reviews of work, with quick reports of results
high level advocacy
continued championing and marketing of the idea

In summing up, Dr Brundtland, WHO Director General:

1.13 Expressed her gratitude for the groundswell of support for the basic
concept, objectives and approaches to be taken, in Rolling Back
Malaria.

1.14 Emphasized the importance of capitalising on the current momentum
to get Roll Back Maaria implemented on the ground.

1.15 Underlined the importance of Roll Back Malaria as a pathfinder in
identifying new ways for partnersin International Health to work
together effectively.

1.16 Stressed that Roll Back Malaria - as a pathfinder within the
organization, and as a cabinet project - is expected to develop new
ways of working between WHO clusters, regions and country
activities,

1.17 Pointed out that Roll Back Malaria presented a broad institutional
challenge, going far beyond those concerned with malariaat HQ,
regional, and country offices.
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2. INTRODUCTION

The meeting of partnersto ‘Roll Back Maaria (RBM) was opened by Dr David
Heymann, Executive Director of the Communicable Diseases cluster, on behalf of the
Director Genera. Dr Heymann described the positioning of the Roll Back Malaria
project, initiated by the Director Genera to facilitate intensified efforts and look at new
ways of controlling malaria, within WHO. RBM is a project of Cabinet, has ahousein
the Communicable Diseases programme, and draws on expertise in other WHO clusters
such as Emergency and Humanitarian Action, Health Systems Development and Health
Technology and Pharmaceuticals.

Ambassador Store described WHO’ s renewal process, aresult of the Director Genera’s
pledge to reform the organisation following her election at the WHA in May 1998. Led
by a senior management team, regrouping of programmes and activities began on 21st
July 1998, the day the Director General took office: 50 programmes have been
regrouped into 9 clusters, then reduced to 35 departments, and the organisation isin the
process of appointing new directors. Other fundamental changes are the introduction of
staff mobility and rotation, so that Headquarters is more inspired by countries and the
organisation becomes ‘one WHO'; transparency of budgets at al levels of the
organisation; and bringing management support closer to technical programmes and
actions to improve efficiency and consistency. As a Cabinet project, RBM is defined as
a pathfinder, teaching WHO how to work across programmes, across the house, and
how to develop co-ownership among partner agencies and among countries.

Dr David Heymann nominated the Chair - David Nabarro, Head of Health and
Population Division, UK Department for International Development; the Vice Chair -
Dr Z Maiga, Secretary General of the Ministry of Health, Mali; and the Rapporteur - Dr
Madeleine Leloup, Ministry of Foreign Affairs, France.

The meeting was attended by 41 representatives of national and government agencies,
19 representatives of regional and international organisations, 8 representatives of WHO
regional offices and 8 members of the RBM Secretariat (see list of participantsin
Annex 2).
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3. ESTABLISHING A GLOBAL PARTNERSHIP

3.1 Reasonsfor the Partnership

The Malaria Burden: problemsand issues- Dr Fred Binka

Malaria affects 100 countries world wide, causing 300-500 million clinical cases per
year, over 80% of which are in Africa, and one million deaths per year, over 95% of
which are in children under five yearsin Africa. Severe forms of the disease result in
neurological sequelae and disability, the extent of which is probably underestimated but
which no doubt has a significant impact on cognitive learning especially among
children. The malaria situation is worsening: malaria has been reintroduced to areas
where eradication was achieved in the 1950s and 60s;, malaria is now found in areas
previoudy free of the disease; and the number of epidemics in Africa, Southeast Asia
and South America are increasing.

Perhaps the major threat to the control of malariais the development of drug resistance -
to sulphadoxine-primethamine and mefloguine in South East Asia and to chloroquine
and, more recently, to sulphadoxine-pyrimethamine in Africa. Other mgjor problemsin
the control of malaria are poor access to health care and issues associated with delivery,
including: under utilisation of public health facilities and high use of the formal and
non-formal private sector, poor availability of antimalarials in public heath facilities
and high costs.

Contributions to help countries tackle the malaria burden, from external sources,
totalled US$287.5 million in 1997*. Sources included Development Banks (US$172
million), Bilateral agencies (US$32 million), Multilateral agencies (US$15 million),
research institutions (US$4 million), NGOs (US$16 million) and the private sector
(US$6 million).

Background to RBM and Preparatory Phase - Dr Tore Godal and David Nabarro

Political and financial commitments to malaria have seen a significant increase in recent
years, and particularly in the last two years, as illustrated by the number of new malaria
initiatives. These include the Africa Initiative on Maaria (AIM), the Multilateral
Initiative on Malaria, the Director General’s special fund for accelerated action in
Africaand new co-operation with the private sector, such as the Medicines for Maaria
Venture. There have been anumber of significant political statements by political
bodies including the G8 countries, four UN agencies, the OAU and most recently by
WHO's newly elected Director General.

The basic concept of RBM is to address a priority problem within the context of health
sector development, intersectoral collaboration and community action. WHO will

! Martinez J, Hill 3 and Meek S (1998) Global Coordination of Malaria Control Efforts - issues and options
for supporting country strategies. A study commissioned by WHO/CTD
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provide strategic direction to a global partnership to make the best use of available
resources through the RBM project.

Objectives of the RBM partnership are to:

Significantly reduce the global malaria burden through improving people’s
access to interventions adapted to local needs

Achieve results through effective support to health sector development
National goals to be set by countries based on situation analysis and
feasibility assessment

Global targets will be set from aggregated national goals at the end of the
RBM preparatory phase (end 1999)

Expected results at the end of the RBM project period are:

Significant reductions in poor people’'s burdens due to malaria: ideally
halving of malaria mortality by 2010

Improvements in peopl€e’s access to effective anti-malaria interventions
adapted to local needs and contexts

National health sectors, and other sectors associated with human

devel opment, respond better to requirements of poor people in relation to
malaria

The RBM approach contributes to the effectiveness of actions by other
groups within and outside WHO

Intermediate objectives for 2001 for:

1) country level action,

2) the Global RBM Partnership,

3) synergy within WHO and associated bodies,

4) monitoring, review and reporting,

5) development and deployment of new tools,

6) advocacy, resource mobilisation and the provision of assistance for RBM.

The RBM approach will be to build on current efforts, with the Africa Initiative on
Malaria as the spearhead, and the Global Malaria Control Strategy, based on regional,
epidemiological and health systems needs and focus on community and district level
action. Thefirst priority will be areas of high transmission in Africa, followed by
countries experiencing epidemic malaria and malaria endemic countries in other
regions. Investment will also be made in research and development of new tools that
can help short term gains.
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3.2 Exigting Partnerships
Analysis of country-level partnershipsfor health

Country level experiencesof coordinating international assistance for better health were
presented for Uganda (Dr P Byaruhanga), Zambia (Dr JJ Banda), India (Dr Shiv Lal),
Vietnam (Prof Pham Manh Hung), the Democratic Republic of Congo (Dr Mathey Boo)
and Mali (Dr Maiga).

Uganda is attempting to consolidate their health services after years of political turmoil
in the 1970s and early 1980s. A resource flow map for inputs to the health sector in
Uganda highlights the problem which results with multiple inputs of severa different
donors, each with different objectives, leading to uncoordinated, duplicated efforts
realising limited impact. Steps are now being taken to improve and simplify resource
co-ordination through a single clearing house in the Ministry of Finance, from where
earmarked beneficiaries can access resources, i.e. through Sector Wide Approaches
(SWAps). However, there are many challenges that have yet to be addressed to advance
this approach.

Zambia has introduced a partnership of cosponsors for district health services, where
funds from central donor accounts are managed by a Central Board of Health (CBOH)
district account. Districts then receive funds from the CBOH account as well as from
central MOH on a quarterly basis. Cooperating partners also adhere to joint planning
and monitoring missions and operate according to jointly agreed standards of financia
and administrative management systems. The system is well planned and locally
driven, allowing districts a large degree of freedom. Funding delays are however a
problem.

India spends more than one third of the government health budget on malaria. Initial
experiences following the revision of the national malaria control strategy in line with
the Global Malaria Control Strategy have been encouraging - the disease is largely
contained. However, more than 70% of malaria cases go to the private sector for
treatment of variable quality and there is need to educate the community combined with
effective multisectoral coordination at the community level and continuing updating of
private medical practitioners.

In Vietnam, in the period between 1991 and 1997, the number of malaria deaths has
been reduced by 97%, the number of malaria outbreaks by 92%, and the number of
malaria cases by 59%. The success of the National Malaria Control Programme is due
to strong leadership and organisation of the programme by government, realistic
objectives and appropriate technical measures. The National Health Programme is
directed and implemented by MOH with the coordination of the Ministry of Planning,
Investment and Finance. Administration and management of resources are
decentralised to local levels. International donors undergo a process of acceptance and
then work with the Steering Committee of the Maaria Control Programme to undertake
needs assessments, strategy development and planning of malaria activities.
Differences in the fiscal years and financial management regulations between the
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government and its partners causes delays in addition to which there is limited
management capacity of MOH staff.

DRC has undergone a number of much needed changes with regard to donor
coordination. Currently health sector inputs are coordinated by an interagency
committee, with subcommittees for malaria and other programmes. The committee is
currently changing its method of working.

Analysis of global and regional Partnershipsfor Health - Dr Penelope Key

An analysis of existing global and regional partnerships which have had varying degrees
of success was undertaken in order to identify key characteristics of successful
programmes of relevance to establishing the RBM partnership mechanism. Some of
these have a public health mandate (polio eradication, UNAIDS) while others address
other sectors such as agriculture or the environment. There is a wide spectrum of
existing partnership structures and governance, ranging from the tightly governed,
legally binding group at one end to the loose stakeholder coalitions at the other end. In
the middle sit alarge group with a degree of governance and structure, but having a
flexible operating modality. The degree of ownership by, or involvement of, countries
as equal partners varies from virtual exclusion to full, such as the Intergovernmental
Forum on Chemical Safety.

Partnerships whose prime purpose or mandate is for raising and managing financia
resources, usually centrally operated, tend to be tightly governed, with strict
membership rules, legal agreements, management staff and tight criteria for allocation
of funds. Partnerships whose primary mandate is co-ordination of strategies and
activities, with action taking place at country level, tend (though not always) to be
looser, informal coalitions of stakeholders, where secretariat functions are undertaken
by programme staff. Partnerships with secretariats that are autonomous or independent
of programme management tend to demonstrate better ownership by the partners, but
they have sustainability problems.

Where resource mobilisation and management functions are integral to programmes, as
in WHO TDR and HRP and WHO GPVI, thishas area cost in terms of staff time and
detracts from programme achievements. It appears that there is value in out-placing this
function to an independent Partnership Structure; Resource mobilisation must be
planned and continuous. Involvement of private (commercial) sector agencies as full
members of partnerships may dictate the partnership structure. WHO, for instance, has
regulations which exclude their full (voting) membership of certain official committees.

A high-profile Civil Society Champion isinvaluable for continued advocacy and
resource mobilisation. The roles of each Partner organisation should be defined clearly
from the start. Building the partnerships requires time and effort. Continued, consistent
information and updating of partners about programme progress is essential. Personal
rapport is needed between partners at a high level. Political commitment in endemic
countries must be maintained. Inter-sectoral support in countries is vital to public health
programmes and requires involvement of the Head of State to succeed.




Establishing a Global Partnership to Roll Back Malaria: December 1998: Draft report

Regional Partnerships have shown considerable success. The West Africa OCP is the
outstanding example. Thisis firmly sited in the tight governance group. One
longstanding collaboration in Asia (SEMEO-TROPMED) is institution-based but has
proved its worth, the second (ACTMalaria) has started well but long term funding is a
problem. Regional partnerships will be challenged by agencies' differing regional
definitions. In the case of malaria, boundaries based on epidemiological types are more
logical. Cross-regional representation is invaluable.

Proposals are made for possible structure of the RBM partnerships based on past
experiences and lessons learned.
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ISSUES IN ESTABLISHING THE RBM PARTNERSHIP:

Summary of Discussions

The presentations summarised above provoked active discussion among participants
concerning the important issues in establishing the RBM partnership mechanism. There
was excellent participation by all participants and particularly by country
representatives - ministers, malaria programme managers and representatives of non-
government agencies - who were aert in responding to what the donors were saying.
This lively interaction was one of the highlights of the meeting. This section attempts to
summarise the issues raised during this discussion.

The RBM project of WHO has been initiated for afive year period in order to establish
and consolidate WHO structure, leadership and partnerships to ‘roll back malaria’.
During the lifespan of the WHO project, the RBM partnership must become highly
effective to ensure continuity of intensified efforts at the end of the WHO project. The
success of the RBM partnership in terms of its impact on malariawill be dependent on
its ability to sustain intensified action in Malaria Endemic Countries over a 20 to 30
year period. Within WHO, the RBM project will become integrated into ongouing
activity within five years.

RBM will address malaria in the context of health sector development. The RBM
partnership must therefore find ways to address the different status of health sector
development and reform in different countries. It must also ensure that Health Sector
Development and malaria technical issues are brought together, for example, to ensure
that pharmaceutical policy, and drug resistance issues, are properly handled within the
health sector context , and that malaria related action takes account of the low salaries of
health workers. Partners will therefore have to become immersed in significant health
sector issues. Results of the RBM partnership will be assessed in terms of health sector
development-related outcomes as well as malaria outcomes.

However, action through the health system is only a part of controlling malaria. The
RBM partnership needs to find viable entry points for malaria control especialy to
engage households and to mobilise whole societies. As afirst step, the partnership must
involve the poor and the rest of civil society in dialogue about Rolling Back Malaria by
involving those NGOs which articulate demands and interests of civil society. The
challenge is to ensure effective communications between all groups interested in

Rolling Back malaria: several of these do not communicate effectively with each other
a present. The partnership needs to combine focused thinking with a sophisticated,
response - which goes beyond health care systems. This response must also engage the
private sector at all levels - from multinational entities to local shopkeepers.

In addition to a broad response to tackling malaria, RBM needs to take account of other
issues besides malaria. Malariais only part of the burden carried by poor people,
particularly by women. The RBM partnership needs a proper understanding of the
causal relationship between poverty and malaria and of other social and economic issues
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which affect the poor. Thiswill require the development of appropriate gender and
poverty strategies for RBM.

Financial contributions to national malaria control activities have often been poorly
aigned to the burden posed by malaria, and the related needs of poor people. The RBM
partnership must develop arational approach to ensure that resource flows within
countries, and through partners, are aligned with the burden of malaria. Funding
contributions as well as strategies need to be based on regional, epidemiological and
health systems needs. Focus must be on community and district level action; and this
will require simplified, timely and transparent funding channels which allow districts
the freedom to manage their own funds. The challenge for the partnership will be how
to intensify action for malaria through a common pot/basket to avoid the complex
situation found in Uganda and other countries. It is however recognised that not all
partners will be able to channel funds through SWAps, and flexibility of funding
mechanisms will be needed. The RBM partnership will also have to find effective
means to garner untapped resources in both the public sector and the private sector.

Clarity of roles within the partnership is essential from the outset. Countries should be
central to the partnerships at al levels and especialy at country level; thiswill be
government or indeed other recognised ingtitutions responsible for States or parts of
States. Co-ordination at country level will be critical to the success of RBM: the
organisational issues on malariawork at country level within MOH and between MOH
and other service providers need to be clearly understood and addressed by the
partnership. Partnerships need to be sensitive to local conditions and draw on existing
country experiences.

While WHO has a core role to play in the partnership at global level, other partners may
have comparative advantages at country and regional levels and this needs further
discussion. The partnership will need to learn lessons from other programmes both
within and beyond the sector, and from region to region. The role of the WHO project -
at Headquarters, Regions and Country level - to support the Global RBM partnership is
therefore likely to be different depending on context. A partner will be a partner at
every level: once a partner at global level, this applies at country and regiona level, and
partners must speak with one voice at every level. The ways in which partnerships
operate at different levels will differ, and they must not be too complicated, rigid or
time consuming. The objectives of the partnerships at each level need to be redlistic.
Criteriafor success in the short, as well as the long, term are required so that the
partnership can demonstrate progress.

Advocacy for RBM must go beyond malaria and address other causes of mortality,
inequity and poverty. Furthermore, justification for support must always combine
human rights with hard economics. This broad approach will be central to the
partnership’s advocacy role. Advocacy at community level is also needed in order to
mobilise the people affected by malaria, who have become refractory to the disease.
There needs to be a clear link between local and international advocacy, with messages
originating at the grassroots. A northern champion for the RBM partnership in needed.
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Once political will is mobilised, challenges for the RBM partnership are how to
trandate political will, both of the international community and from malaria endemic
countries, into precise and concrete action and how to garner regiona and country
perspectives on how the RBM partnership should work.
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5 ROUND UP SESSION

5.1  During the round-up session with Dr Brundtland, very strong and broad support
was expressed for the Roll Back Malariainitiative, and the underlying approach,
including;

the strong linkage to health sector devel opment

the need to engage various partners, NGO's, Civil Society and various types
of health providers at the local level

adding value and investment to research efforts for the development of new
and better tools through MMV, MIM and TDR

5.2  There was strong support for the leadership role of WHO in taking the global
RBM partnership forward.

53  WHO was requested to take aleadership role on Roll Back Malaria and to take
the partnership forward in aflexible way, building on current structures, rather
than building new ones.

54  Partners were satisfied with the way Roll Back Malaria had been taken forward
during 1998, and noted the commitment already expressed by Governments in
affected countries, Civil Society Institutions, Donor countries, the private sector,
the UN system’s Agencies and Devel opment Banks.

55  Some partners proposed a follow-up meeting of the full group towards the end
of 1999.
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Annex 1

Planned outcomes of the meeting (prepared November 1998)

. Agreement on purpose, operation and possible structure of the partnership
Frameworks for country-level agreement on:

synchronising partners’ strategies

resource mobilisation, flow and provision in a transparent and coherent
manner

Monitoring and review of partnership action, financial accounting,
communications and maintenance of partnerships

. Agreement on approaches to international advocacy, public relations and political
action in relation to RBM

. Anunderstanding or the roles and responsibilities of different partners, and an
examination of the need for governance and/or legal instruments

. A shared understanding of the role of the WHO-RBM project in relation to the
global partnership

Pans for taking forward the partnership
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Annex 2

List of Participants

Countries

Australia

Ms Leonie D’ Cruz, Executive Assistant, Australian Agency for International
Development, c/o Australian Permanent Mission, 56 rue du Moillebeau, 1211 Geneva
Tel: 9182907 Fax: 918 2990

Belgium

Mrs Sonja Gerlo, Mission permanente de la Belgique aupres de I’ Office des Nations
Unies et des Institutions spéciaisées a Genéve, Case postale 473, 1211 Genéve 19
Tel: 730 40 00 Fax: 7345079

Canada

Mr R. Lavoie, Manager, Pan Africa Programme, Africaand Middle East Branch,
Canadian International Development Agency, 200 Promenade du Portage, Hull, Quebec
K14 OG4, Canada Tel: 1819 —994 4297, Fax: 1 819 — 997 5453

Mr Yves Bergevin, Senior Health Specialist, Canadian International Devel opment
Agency (CIDA), 200 Promenade du Portage, Hull, Quebec K14 OG4, Canada
Tel: 1819 —-997 7870; Fax: 1819—-997 904 email: Yves Bergevin@acdi-cida.gc.ca

Denmark

Mr D. E. Frederiksen, Deputy Head of Department, S.4, DANIDA, Royal Danish
Ministry of Foreign Affairs, 2, Asiatisk Plads, DK-1448 Copenhagen, Denmark
Te: 453392 1405 Fax: 453254 0533

Mr Ole Torpegaard Hansen, Counsellor, Permanent Mission of Denmark to the United
Nations Nations Office and other International Organizations at Geneva, Case postale
435, 1211 Geneve 19

France

Dr M. Leloup, Ministére des Affaires étrangeres, Coopération et Francophone, 1bis, 20
rue Monsieur, 75700 Paris 07 SP, France

Tel: 0153693187 Fax: 015369 37 19

Germany

Dr Herbert Krumbein, Chief, Sector Division, Education Health and Population Policy,
Federa Ministry for Economic Cooperation & Development (BMZ), Referat 221,
Friedrich-Ebert-Allee 40, 53113 Bonn, Germany

Tel: 49- 228 3690 Fax: 49- 228 535 3500
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Dr Bergis Schmidt-Ehry, Senior Technical Advisor, German Technical Agency,
Deutsche Gesellschaft fir Technische Zusammenarbeit, Dag-Hammaskjold WEG 1-5,
65726 Eschborn, Germany

Tel: 49 6196 791215 Fax: 496196 797104

Professor Bernhard Fleischer, Bernhard-Nocht-Institut fir Tropenmedizin, D-20359
, Hamburg, Germany
Tel: (49) 40 311 82401 Fax:  (49) 40-31182 400

Professor Rolf Horstmann, Deputy Director, Bernhard-Nocht-Institut fir
Tropenmedizin, Hamburg, Germany

Mr Holger Eberle, Minister, Deputy Permanent Representative, Permanent Mission of
Germany, Geneva

Ms. Helke Jirari, Third Secretary, Permanent Mission of Germany, 28c Ch. Du Petit-
Saconnex, 1211 Geneva
Tel: 7301111 Fax: 730 1245

India

Dr Shiv Lal, Director, National Malaria Eradication Programme, Ministry of Health
and Family Welfare, Government of India, 22 Sham Nath Marg, Delhi 110057

Tel: 91112918576 Fax: 9111 2518329

Ireland

Dr Vincent O'Neill, Lead Adviser, Health Specialist Support Unit, Irish Aid,
Department of Foreign Affairs, 76-78 Harcourt Street, Dublin 2, Ireland

Tel: 353 1 408 2488 Fax: 3531 408 2626

Italy

Dr G. Masda, Hedth Adviser, Focal Point for Malaria, Directorate-General for
Development Cooperation, Ministry of Foreign Affairs, Via Contarinia 25, 00194
Rome, Italy

Fax: 39- 06 32 40 585

Dr G. Mgori, Director, Department of Parasitology, Istituto Superiore di Sanita, Viae
Regina Elena, 299 , Roma [-00161
Tel: 39 06 49387066 Fax: 39 06 49387065 email: majori@issit

Japan

Dr O. Utsunomiya, Deputy Director, International Affairs Division, Minister’s
Secretariat, Ministry of Health and Welfare, Government of Japan, 1-2-2-
Kasumigaseki, Chiyoda-Ku, Tokyo 100-45, Japan

Fax: 81- 33501 2532
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Dr Ichiro Okubo, Medical Chief Advisor of Intelligent Service, Infectious Disease
Control Division, Ministry of Health and Welfare, Government of Japan, 3-2-3 Kowada
Chigasaki, Japan
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Mr Masaharu Y oshida, Director, Research and Programming Division, Economic
Cooperation Bureau, Ministry of Foreign Affairs, 3-612, 2-15 Higashiyama Meguro,
Tokyo

Mr Ken-ichi Kimiya, Deputy Director, Research and Planning Division, Economic
Cooperation Bureau, Ministry of Foreign Affairs.

Dr Yoichi Yamagata, Development Specialist, Institute for International Cooperation,
Japan International Cooperation Agency, 10-5 Ichigaya Honmura-cho, Shinjuku-ku,
Tokyo, 162 Japan

Tel: 8142249 6167 Fax: 81 33269 6992

Mr Akito Y okomaku, Second Secretary, Permanent Mission of Japan, Geneva

Luxembourg
Mr A. Weber, Mission permanent du Grand- Duché de Luxembourg aupres de I’ office
des Nations Unies a Geneve, Chemin du Petit- Sacconex 28A, 1209 Geneve

Mali

Monsieur le Docteur Z. Maiga, Secrétaire généra, Ministére de la Santé, des Personnes
agées et de la Solidarité, Koulouba, Bamako, Mali

Tel: 223225301 Fax: 223 230203

Netherlands

Dr Harry van Schooten, Health Adviser, Ministry of Foreign Affairs, P.O. Box 20061,
NL-2500, EB The Hague, The Netherlands

Tel: 3170 348 4467 Fax: 3179 348 5366

Mr Jan-Peter Mout, Policy Officer, Ministry of Foreign Affairs, P.O. Box 20061, NL-
2500, EB, The Hague, The Netherlands

Mr J. Waslander, First Secretary, Permanent Mission of the Kingdom of the
Netherlands to the UN Office & other International Organizations, BP 276, 1219
Chételaine, Geneva

Fax: 41-22-795 1511 Fax: 41-22-795 1515

Norway

Dr Rune Lea, Health Adviser, NORAD, (Norwegian Agency for Development
Cooperation), P.O. Box 8034 DEP, 0030 Oslo

Tel: 47 22 314502 Fax: 4722 314402 email: rune.lea@norad.no
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Spain

Mr José Consarnau, Counsellor, Permanent Mission of Spain to the United Nations
Office and other International Organizations at Geneva, Avenue Blanc 53, 1202 Geneva
Tel: 7312230

Sweden

Mr Anders Molin, Senior Programme Officer, Swedish International Development
Cooperation Agency, Birger Jarlsgatan 61, S-105 25 Stockholm, Sweden

Tel: 46 8 698 5239 Fax: 46 8698 5649 email: anders.molin@sida.se

Professor Anders Bjorkman, Karolinska Hospital, Karolinska Institute, Stockholm,
Sweden
Tel: 468517 7000 Fax: 4686225833

Uganda

Dr Philip Byaruhanga, Minister of State for Health, Ministry of Health, PO Box 8,
Entebbe, Uganda

Tel: 256-41 232170 Fax: 256 42 20622

Dr Betty Mpeka, Principal Medical Officer, Malaria Control Unit, Ministry of Health,
PO Box 8, Entebbe, Uganda
Tel: 256-41 321395 Fax: 256 41 345597

United Kingdom

Dr David Nabarro, Chief Health and Population Advisor, DFID, 94 Victoria Street,
London SW1E 5JL, United Kingdom

Fax: 44171917 0174

MsMary Keefe, DFID, 94 Victoria Street, London SW1E 5JL, United Kingdom
Tel: 44171917 0130 email: e-taylor@dfid.gtnet.gov.uk

Dr Elizabeth Tayler, DFID, 94 Victoria Street, London SW1E 5JL, United Kingdom
Tel: 44171917 0104 email: m-keefe@dfid.gtnet.gov.uk

Mr Guy M. Warrington, Permanent Mission of the United Kingdom of Great Britain
and Northern Ireland to the United Nations Office and other International Organizations
at Geneva, Rue de Vermont 37-39, 1211 Geneva 20

Tel: 918 2300 Fax: 9182333

United States of America

Dr Dennis Carroll, Senior Health Advisor, USAID, G/PHN/HN, 1300 Pennsylvania
Ave, NW, Washington, D.C. 20523

Te: (202) 712 5009 Fax: 1-202 216 3404 email: dcarroll @usaid.gov

Dr John Paul Clark, Senior Public Health Advisor, USAID, Bureau for Africa, L325 ‘G’
Street, N.W. 4" Floor, Washington D.C. 20523
Email: jclark @usaid.gov
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Viet Nam

Professor Pham Manh Hung, The First Vice-Minister of Health, Professor of
Immunology, Ministry of Health, 138A Giang Vo Street, Hanoi City, Viet Nam
Tel: 8448462433

Or ganizations

African Development Bank

Ms Patience Kuruneri, Principal Social Sector Specialist (Health), African Development
Bank, 01 B.P. 1387, Abidjan, Cote D’lvoire

Tel: (225) 204569 Fax: (225)205991 Email: PKURUNERI@AFDB.ORG

European Commission

Dr Lieve Fransen, Principal Administrator, DG VI11/G/1, European Commission,
Gearlestreet 12 1049 Brussels, Belgium

Tel: 3222963697 Fax: 322 2963698

IFPMA

Dr Harvey Bale, Director-General, International Federation of Pharmaceutical
Manufacturers Association, 30, rue de St. Jean, 1211 Geneva 18

Tel: 41-22-340 1200; Fax: 41-22- 340 1380

MIM —Wellcome Trust

Dr Melanie Renshaw, Scientific Assistant, MIM, The Wellcome Trust, 183 Euston
Road, London NW1 2BE, United Kingdom

Tel: 44-171 611 7260; Fax: 44-171 611 7288

Dr Catherine Davies, Scientific Officer, Tropical Medicine, Multilateral Initiative on
Malaria, Wellcome Trust, 183 Euston Road, London NW1 2BE, United Kingdom
Tel: 44-171 611 8692, Fax: 44-171 611 7288

NIH

Dr John R. La Montagne, Deputy Director, National Institute of Allergy & Infectious

Diseases, National Institute of Health (NIH), Rm 7A03, Building 31, 31 Center Drive,
Bethesda, Maryland 20892, USA

Te: Fax: 301496 9677 Fax: 301496 4409 email: IM79Q@NIH.GOV

UNDP

Mr Charles Desmond Cohen, Senior Advisor, Health, HIV and Development
Programme, UNDP, 304 East 45" Street, NY, New York 10017

Tel: 1-212 906 6976 Fax: 1-212 906 6336 email: desmond.cohen@undp.org

Mr Kevin McGrath, Consultant, UNDP, 1 United Nations Plaza, New York N.Y.
10017, USA

-20 -



Establishing a Global Partnership to Roll Back Malaria: December 1998: Draft report

UNICEF

Dr Sadig Rasheed, Director, Programme Division, UNICEF, 3 United Nations Plaza,
(TA-25A) New York, N.Y. 10017, USA

Tel: 1-212 824 6566 Fax: 1-212 824 6470

Mr David Alnwick, Chief of Health Section

Dr Kopano Mukelabai, Senior Health Adviser, UNICEF, 3 United Nations Plaza, New
York, N.Y. 10017, USA

Tel: 1-212 824 6318 Fax: 1-212 824 6460

The World Bank

Dr Richard Feachem, Senior Health Advisor, Health, Nutrition and Population, The
World Bank, 1818 H. Street N.W., Washington, D.C. 20043, USA

Tel: (510) 521 7358 Fax: (510) 521 9805 Email: Rfeachem@worldbank.org

Dr Ok Pannenborg, Sector Leader for Health Nutrition & Population, Africa Region,
The World Bank, 1818 H. Street N.W., Washington, D.C. 20043, USA
Tel: 1-202-473 4415 Fax: 1-202-473 8107 Email: opannenborg@worldbank.org

Dr Maureen Law, The World Bank, 1818 H. Street N.W., Washington, D.C. 20043,
USA

Malayah Harper, Hedlth Specialist, AFTH4, The World Bank, 1818 H. Street N.W.,
Washington, D.C. 20043, USA
Td: (202) 473-0069 email: Mharper@worldbank.org

Civil Society & Non-Governmental Organizations

Dr John B. Tomaro, Director, Health Programmes, Aga Khan Foundation, P.O. Box
2369, Avenue de la Paix 1-3, 1211 Genéve 2

Tel: (4122) 909 7200 Fax: (4122)909 7291

Dr Vinand M. Nantulya, Senior Technical Advisor, African Medical and Research
Foundation (AMREF), P.O. Box 30125, Wilson Airport, Nairobi, Kenya
Tel: (254 2) 602494 Fax: (254 2) 609518 email: nantulya@africaonline.co.ke

Ms Francisca I ssaka, Centre for Sustainable Development Initiatives, CENSUDI,
Commercial Street, TUC Building, P.O. Box 134, Bolgatanga, Upper-East Region,
Ghana

Tel: 23371 23036 & 233 72 2249 Fax:233 71 23036 email: censudi @africaonline.com.gh

Dr Fidel Font Sierra, Senior Officer, Community Health and Social Welfare
Department, International Federation of Red Cross and Red Crescent Societies, Geneva
(representing NGO Forum for Health
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WHO - Regional Offices

AFRO
Dr A. Kaboré, Acting Director, Division of Communicable Diseases

Dr AkpaRaphael Gbary, Public Health Specialist, RBM/AIM Secretariat

Tel: 263707 493 Fax: 1407 733 9090

Dr M.H. Mathey-Boo, Chief Inter-agency Resource Management (IRM/AFRO)
Tel: 1-407 733 9214 Fax: 1-407 733 9090

AMRO

Dr Renato Gusmao, Regional Advisor, Communicable Diseases Control Programme
Tel: (202) 974 3259 Fax: (202) 974 3688 email: gusmaore@paho.org
EMRO

Dr Bijan Sadrizadeh, Director, Integrated Control of Diseases

Tel: 20 34830090 Fax: 20 34838916

EURO

Dr SK. Litvinov, Director, Infectious Diseases (DCD)

Tel: 453917 1352 Fax: 453917 1851

SEARO

Dr Vijay Kumar, Director, Integrated Control of Diseases

WPRO
Dr Kevin Palmer, Acting Regional Adviser in Malaria

Secr etariat

Dr Tore Godal, Acting Project Manager
Dr James J. Banda, RBM

Dr Fred Binka, RBM

Dr M. K. Cham, RBM

Ms Jenny Hill, Malaria Consortium
Dr Pene Key, RBM

Dr Kamini Mendis, RBM

Dr Hans Remme, RBM
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Annex 3
Agenda

Tuesday, 8 December

0830-0900 Registration
0900 - 0915 Opening and Introductions
- Dr David L. Heymann, Executive Director,
Communicable Diseases

0915-1000 WHO Renewal: progress and challenges
- Ambassador J.G. Stere, EXD, DGO

Appointment of Chair / Rapporteur
Meeting Objectives
1000 - 1045 TheMalaria Challenge
1. The malaria burden world-wide; problems and issues

Present Contributions to Malaria Control
- Dr F. Binka, WHO/RBM Team

2. Roll Back Malaria: The preparatory phase
- Dr Tore Godal, Acting Project Manager, WHO/RBM

Discussion

1045 - 1100 Coffee Break

1100- 1300 Global Partnershipsfor national and local action

3. Existing mechanisms for coordinating international assistance for
better health

Country perspectives, experiences and lessons learned
Zambia Dr JJ. Banda
Uganda Dr Philip Byaruhanga, Minister of State for Health
UNDP, India, Mali & Vietnam as discussants

Existing Global and Regional Partnerships
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- Dr P.J. Key, WHO/RBM Team and
Dr Ok Pannenborg, The World Bank
Discussion

1300 - 1430 Lunch Break

1300 Poster Sesson commencesin Foyer:
Represented Agency’s Work Plans for support to RBM / Maaria
Control for 1998/99 and beyond
Technical posters

1430 - 1600 Establishingthe RBM partnership

4, The purpose, operation and possible structure of the partnership
- Dr P. J. Key, WHO/RBM Team

Possible organization for the RBM-African Initiative for Malaria
- Dr A. Kaboré, Director of Communicable Diseases,
WHO/AFRO

5. An understanding of the roles and responsibilities of different partners
- Mrs M.-H. Mathey-Boo, WHO/AFRO

6. How the bi-lateral agencies can best participate
- Dr Dennis Carroll, USAID

7. The Role of Local Government and Civil Society
- MsF. Issaka, Ghana

Discussion

1600 -1615 TeaBreak
1615—-1745 continue discussion

1800—-2000 Reception in French Restaurant
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Wednesday, 9 December

0900 -

0945 —

1030 -

1100 -

1230 -

1400 —

1530 -

1545 —

1700

0945 Advocacy and Public Relations

8. Approaches to international advocacy, public relations and political
action inrelationto RBM - Dr David Alnwick, UNICEF

Discussion

1030 RBM Funding

9. Funding and financial arrangements for long term support for RBM
Country programmes - Dr Ok Pannenborg, The World Bank

1100 Coffee Break
1230 Potential for Frameworks at country, regional and global levels:

synchronising partners' strategies and plans

resource mobilisation, flow and provision in a transparent and coherent
manner

monitoring and review of partnership action, financial accounting,
communications and maintenance of partnerships

1400 Lunch Break
1530 Plansfor taking forward the partnership
10. Institutional Structure

An RBM partnership secretariat

A standing committee

Governance and/or legal instruments
Global/regional/block/National stakeholder meetings

1545 TeaBreak
1700
Conclusions and Recommendations

Closure
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