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Implications of the Replenishment outcome

• The Global Fund Replenishment fell short of the US$18 billion target. The 
outcome of this is that country allocations will be strained. 

• Inflation is impacting country economies, especially in Africa, and costs of 
commodities and delivery of services in increasing. 

• In real terms countries will be faced with making hard prioritization 
decisions given the increased costs of doing business, whilst trying to 
address the increased threats of drug, parasite and insecticide resistance.

• It is estimated that sustaining the existing life saving interventions will 
account for over 75% of the malaria allocation to countries. 



RBM Support to Countries
• To ensure timely submission of high quality Funding Request and to avoid 

gaps in implementation, the CRSPC will provide a comprehensive 
package of support to countries, based on a tried and tested country-led 
approach. 

• Several TAs are ongoing to update MPRs/NSPs, CRG assessment 
(malaria matchbox), and addressing other outstanding TRP comments, 
and any additional support required in these areas should be submitted as 
soon as possible

• Starting early January 2023, TA will be provided to countries in a 
coordinated manner through international and local consultants. CRSPC 
will also support countries to facilitate in-country stakeholders 
consultation meetings 

• Mock TRPs are planned (Window 1: Feb 21-23; Window 2: May 2-4; 
window 3: July 19-21)

• Remote expert review of final draft funding applications and grant making 
process.



Programme Split and RSSH

• There are several country examples from NFM3 where there was a 
significant and disproportionate reallocation of resources away from malaria 
for RSSH that led to gaps in essential services for malaria and where RSSH 
investments did not necessarily prioritize malaria's key health systems 
strengthening needs.

• We recommend using the gap analysis as a key tool in your discussions on 
the programme split and be prepared to advocate for malaria RSSH needs 
to be prioritized.

• Make sure you are well versed on what interventions and support can be 
included under RSSH including both direct and indirect RSSH investments 
that are critical to the malaria response.

• Notify us as soon as possible, if in-country discussions on allocation shifts 
will create significant programmatic gaps in malaria, are disproportionate,  
or are not adequately addressing malaria's RSSH needs



Essential Points: Increasing Emphasis on Sub-
National Tailoring 

• Explain how the country dialogue prioritised interventions based on a detailed analysis of 
the country epidemiological stratification. Describe how and why the prioritisation was 
made 

• Use the sub-national stratification where possible to support better targeting of packages 
of malaria interventions for highest impact.  Examples from the current grant period 
include expanded SMC coverage; microstratification of urban areas to allow for ITN 
targeting to higher burden areas and away from low burden areas. 

• Consider what you need to strengthen delivery of malaria services as issues such as 
access to care, cultural, socioeconomic, geographic and other factors differ sub-nationally

• Where countries have reduced the burden of malaria due to vector control,  the underlying 
endemicity before scale- up of vector control should be highlighted, so it is clear why 
vector control needs to be sustained, if you need to justify sustaining the intervention. 
Where a country is withdrawing vector control, highlight why this will not lead to an 
upsurge and/or how you will mitigate the impact of any potential upsurges



Sustain (and accelerate) the Gains

• Prioritisation of essential interventions in the allocation: Ensure key 
priority interventions are included in the allocation request as much 
as is possible. Application forms now highlight if an intervention is a 
continuation from the current grant, a scale-up of coverage or is 
new.

• Be sure to express above allocation needs in the Prioritized Above 
Allocation Request (PAAR) to allow for the immediate 
reprogramming of savings during grant making and programming of 
additional resources potentially freed up through the portfolio 
optimisationprocess throughout the grant cycle. 

• The Emergency Fund: in the event of an emergency and where 
reprogramming is not possible – an emergency fund request can be 
made to the GF. Do not include a request for emergency stocks in 
the funding request (but include sufficient buffer stocks based on the 
experiences during the COVID-19 pandemic). 



Gap Analysis  - Cross cutting 
• Buffer stock: 

• ITNs - for countries where the census is greater than 5 years old, we recommend including a 
10% buffer, or for countries to use data from previous campaigns 

• Case management use consumption and experiences during the COVID-19 pandemic to 
justify a buffer amount  

• Highlight where key and vulnerable populations are included in the gap 
analysis including IDPs, refugees etc

• Use the NEW commodity prices from the GF  and note any increases in 
costs related to recent inflation. Continue to order early as lead times 
continue to be longer than pre-Covid

• Use the country stratification to explain how GF resources have been 
prioritized and why. This can be used to help address the value for money 
questions, but also ensure that issues around equity are addressed –
ensure you have defined your populations at risk and show that they are 
being prioritized. 

• Include insecticide, drug and parasite resistance testing in the allocation if 
these are not funded elsewhere



Vector Control

• If PBOs or IG2 nets were distributed in the current cycle, countries should 
plan to sustain the current coverage in the new grant and budget for further 
scale up, including the additional costs in PAAR if they cannot be covered 
in the allocation.

• If countries are considering introducing or expanding IRS, the Global Fund 
will want to understand the long-term plans for sustainability

• Entomological surveillance, entomological capacity and monitoring are 
critical to decisions on VC choices and should be included in the allocation

• Strong evidence on differential usage is still required for non-standard LLIN 
specifications

• Include resources for digitalization of campaigns and where possible look 
for opportunities for this to be integrated with other malaria and health 
campaigns



Case Management

• Do not forget to describe how case management is being managed 
through the public and private sector, and community level (CRSPC 
can provide TA in 2023 for the development of private sector 
engagement strategies).  

• The ACT gap analysis now asks for details on types of ACTs as part 
of resistance management 

• Do not forget to focus on quality of care, rational and feasible scale 
up of iCCM, and engagement of the private sector where it makes 
sense. 

• For iCCM and CHWs, ensure there is a clear strategy and long-term 
plans including for the non-malaria commodities – there is now a 
CHW and non-malaria commodities at community level gap analysis 
template, and these commodities (e.g. antibiotics, ORS) can now be 
procured through the GF as long as the requirements are met.



RSSH and Malaria:

• All pillars of RSSH are needed for malaria services to be successful 
• Opportunities exist for integration of health activities with malaria campaigns 

(ITN, IRS and SMC) but need to be based on context, target population and 
operational considerations

• Main RSSH needs focused on case management (CM), malaria in pregnancy 
(MIP), supply chain and surveillance 
 Improving access to care (CM and MIP/ANC): community systems and private 

sector – looking at what makes sense to prioritize based on where people seek care 
and mapping service availability

 Quality of care: for both case management and malaria in pregnancy

 Focus on what is being done and how it is done (i.e. patient-centered care)

 Last mile distribution
 Data for decision-making: quantity, quality, timeliness, completeness and use at all 

level



Filling out the Forms

• Consider including a summary table highlighting what is being prioritised by 
major intervention in the allocation and above allocation

• For Programme Continuation countries, you can include expanded 
implementation where stratification points to expanding (or reducing) an 
intervention will lead to higher impact e.g. you do not have to maintain the 
same scale



Essential Points:

• Where country progress has stagnated, highlight the underlying 
causes and highlight what is being done through this grant, to 
accelerate progress.

• Remember that the costs of health systems are needed to carry out 
malaria interventions - include them, and include this amount in the 
RSSH contribution e.g. iCCM, CHWs etc

• Refer to the TRP comments from the last round – and highlight how 
any concerns raised by the TRP  -or management conditions – have 
been addressed

• Don’t forget to fully implement the current grant to maximise the use of 
the resources currently available



Essential Points: Watch out!

• Where equity, human rights and gender equality issues and key vulnerable 
populations are identified, be sure to also describe how these are being 
addressed in the implementation of the grants which should be considered as 
an integral part of subnational tailoring

• Try to stick to the page limits and answer the question being asked! But if there 
is insufficient space to describe a complex issue – exceed the limit!

• Remember  - transition does not mean transition from malaria programming!. 
Rather transition from GF funding to National sources to maintain malaria 
programming

• Let us know if there are problems with the in-country allocation discussions!

• Remember there are malaria specific requirements too e.g. iCCM, M&E etc

• Where you are scaling up – provide evidence that the rate of scale up is 
feasible and not at the expense of more impactful, implementable interventions
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Malaria diagnosis and Treatment – key 
assumptions in gap analysis

• The defined needs of Artemisinin-based Combination Therapy (ACTs) and 
malaria diagnostic tests (microscopy and Rapid Diagnostic Tests (RDTs)) are 
influenced by the disease epidemiology and coverage of the health system. 

• It is critical that the most up to date evidence based, and rational assumptions be 
used. 

• For Community Case Management, ensure complementarity between the malaria 
and non-malaria commodity gap analysis sheets.



Malaria Treatment
• To estimate the projected requirement of ACTs by year, ACT consumption data are

preferred where available, but epidemiological estimates can also be used, or a
combination of the two.

• The proportional contribution to access (service delivery access by sector) from
each sector: public, community case management and private sector should be
estimated and broken down by each sector. This share by sector may change over
time, for example, with shifts in treatment seeking in the public or private sector.

2023 2024 2025 2026Assumptions
Total number of 
expected malaria cases 
(public, private and 
community level) A

#

13,000,000 13,390,000 13,791,700 14,205,451

Insert the number of suspected malaria cases annually 
based on national (local) epidemiological and consumption 
estimates  

Public Sector Health 
Facility  % 0.65 0.65 0.65 0.65

Insert the % of total cases expected through public sector 
health facility (e.g. public sector facilities account for 65% 
of case management) 

Public Sector Health 
Facility B1 # 8,450,000 8,703,500 8,964,605 9,233,543

Insert the total number of ACTs required through the 
public sector health facility e.g. public sector facilities 
account for 65% of case management therefore multiply 
the total number of malaria cases in row 10 (A) X 0.65

Community Case 
Management  % 0.05 0.05 0.15 0.15

Insert the % of total cases expected through iCCM (e.g. 
iCCM accounts for 5% of case management in 2023 and 
2024 but expands to 15% in 2025 and  2026) 

Community Case 
Management  B2 # 650,000 669,500 2,068,755 2,130,818

Insert the total number of ACTs required through iCCM 
e.g. iCCM accounts for 5% -15% of case management 
therefore multiply the total number of malaria cases in row 
10 (A) X 0.05 in 2024, and X 0.15 in 2025 and 2026

Private Sector % 0.30 0.30 0.20 0.20

Insert the % of total cases expected through the private 
sector e.g. pivate sector accounts for 30% in 2023 and 
2024, and 20% in 2025 and 2026

Private Sector B3 # 3,900,000 4,017,000 2,758,340 2,841,090

Insert the total number of ACTs required through the 
private sector e.g. private sector accounts for 30% of case 
management therefore multiply the total number of malaria 
cases in row 10 (A)  X 0.3 in 2023 and 2024, and 0.2% in 
the following years



Malaria Treatment
• The proportion of malaria cases that are to be treated with ACTs should be aligned

with the targets in the NSP and this should include the different coverage targets for
each sector (e.g., public health facilities 100% of malaria cases targeted, iCCM
100%, private sector 15%). Do not include the malaria cases that are not accessing
care and are not reached, for example, if you do not have a programme that targets
the informal private sector, do not include these in your target.

Target coverage
Take account of the different coverage target 
for each sector (e.g. public health facilities 
100% of malaria cases targeted, iCCM 100%, 
private sector 15%)

National target coverage of malaria cases %  %

Public Sector Health Facility C1 %
100.00% 100.00% 100.00% 100.00%

Insert the % target for public sector health 
facility coverage (should be close to 100%) 

Community Case Management C2 % 100.00% 100.00% 100.00% 100.00%
Insert the % target through ICCM (e.g. 100% of 
ICCM)

Private Sector C3 %
15.00% 15.00% 20.00% 20.00%

Insert the% target through the private sector 
e.g.15% of private sector targeted  in first two 
years and 20% targeted in following 2 years



Malaria Treatment
Multiply the number of ACTs required by each sector by the proportion of malaria cases
in each sector.

Total number of ACTs needed 

3.1.1 Number of treatments required  D # 9,685,000
9,975,55

011,585,028
11,932,57

9
Add the total number of ACTs in public health  
facilities, community level and private sector

3.1.2 Buffer # 15.00% 15.00% 15.00% 15.00%
Include a buffer in accordance with national 
policy (should not exceed 30%) 

3.1.3 TOTAL ACTs required D1 # 11,137,750
11,471,8

8313,322,782
13,722,46

6
Total ACTs required including buffer  = Public 
+community +private sector ACTs 

3.2.1 Public Sector Health Facility E # 8,450,000
8,703,50

0 8,964,605 9,233,543
Multiply the number of public sector malaria 
cases (B1) by the target coverage (C1)

3.2.2 Buffer # 15.00% 15.00% 15.00% 15.00%
Include a buffer in accordance with national 
policy (should not exceed 30%) 

3.2.3 
Public Sector Health FacilityTotal ACTs 
required E1 # 9,717,500

10,009,0
2510,309,296

10,618,57
5Total required  E1= E+(Exbuffer%)

3 Community Case Management F # 650,000 669,500 2,068,755 2,130,818
Multiply the total number of iCCM malaria 
cases( B2) by the target coverage C2)

3 Buffer # 15.00% 15.00% 15.00% 15.00%
Include a buffer in accordance with national 
policy (should not exceed 30%) 

3.2.2 
Community Case Management Total ACTs 
required F1 # 747,500 769,925 2,379,068 2,450,440Total required  F1= F+(Fxbuffer%)

3.2.3 Private Sector G # 585,000 602,550 551,668 568,218
Multiply the number of private sector malaria 
cases (B3) by the target coverage (C3)

3 Buffer # 15.00% 15.00% 15.00% 15.00%
Include a buffer in accordance with national 
policy (should not exceed 30%) 

3 Private Sector total ACTs required G1 # 672,750 692,933 634,418 653,451Total required  G1= G+(Gxbuffer%)



Malaria Treatment

• Estimate the total number of ACTs financed, by sector, through domestic and
external resources, subtract the number of ACTs financed from the number
required to calculate the gap by sector.

• Highlight the number of ACTs to be financed through the Global Fund Allocation.
Note any outstanding gap and consider funding this through the GF Prioritised
Above Allocation



Malaria Treatment

• For countries deploying more than one ACT, note the breakdown in the gap
analysis table. This should be based on the targets set in the national strategic
plan, from sub-national stratification and tailoring and from antimalarial drug
resistance strategies and action plans and may be targeting specific age groups,
such as children under five years of age or geographical areas. If resources are
insufficient - include any gaps in the prioritized above allocation request.

• Take into account any changes as a result of the impact of COVID/Ukraine crisis
on delivery costs, commodity costs and on domestic and donor funding support.

• Ensure that costs for antimalaria drug efficacy studies are included in the
allocation



Severe Malaria
• For the total number of severe malaria cases, use the number of estimated

malaria cases in the ACT gap analysis. Use local data to define the proportion
of uncomplicated malaria cases that are estimated to progress to severe
disease. This should be less than 5%.

• Insert the % of severe malaria cases to be targeted in the National Strategic
Plan

• Multiply the total number of severe cases by the target coverage in the NSP

• Insert the proportion of severe malaria cases managed (pre-referal treatment,
e.g rectal artesunate) through community case management and /or primary
health care level. Multiply the proportion of severe malaria cases managed
(pre-referal treatment, e.g rectal artesunate) through community case
management and /or primary health care level by the total number of severe
cases

• Insert the proportion of severe malaria cases managed at facility level. Multiply
the proportion of severe malaria cases managed at facility level by the total
number of severe malaria cases

• Include what is already financed through domestic and external resources,
and allocate the gaps to the GF allocation.



Diagnosis

• Insert the number of suspected malaria cases annually based on
epidemiological estimates and consumption data and extrapolate to account
for population increases. Calculate the total number of RDTs and microscope
slides required annually.

• Insert the national targets for diagnostic coverage based on the targets in the
National Strategic Plan. Be sure to account for different diagnostic coverage
by sector for example noting the percentage access to care through public
health facilities, at community level and through the private sector. Diagnostic
coverage at public, private and community levels will then need to be
incorporated.

• The number of RDTs and microscopy slides required is calculated by factoring
in overall need, national targets, and reductions as a result of vector control,
and relative proportion covered by microscopy or RDTs.

• Calculate the number of RDTs/microscopy slides already financed or available
over the projected period by sector.

• Subtract the number of RDTs/microscope slides financed from the total
number required to calculate the gap by sector.



Seasonal Malaria Chemoprophylaxis (SMC)
• Good quantification of supplies is a key determinant of successful

implementation of SMC. Estimating the quantity of drugs requires a close
approximation of the number of children targeted by age group. If such
estimates are not available but the fraction of children in this age group in the
population is known, the quantity of SMC drugs can be estimated. Population
data can be obtained from the most recent national census or demographic
and health survey or the national bureau of statistics.

• The number of tablets is the product of the expected number of children in the
targeted area(s) and the number of doses given during the transmission
season.

• For the gap analysis, highlight the number of children to be reached (noting the
targeted age groups), the number of SMC cycles, and then the number
financed (through domestic and external resources), the need to be met
through the GF allocations and any outstanding gaps. Consider covering any
outstanding gaps through the Global Fund Prioritised Above Allocation
Request.



IPTp
For the IPTp gap analysis, highlight the number of pregnant women to be
reached (through ANC, and where applicable, through community health
workers).

Factor in expected increases in population coverage.

Note also the coverage of ANC, and factor in any expected increases in ANC
coverage.

Note what is financed through domestic and external resources, the need to be
met through the GF allocations and any outstanding gaps.

Consider covering any outstanding gaps through the Global Fund Prioritised
Above Allocation Request
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Engagement Goals 

 Malaria, HIV/AIDS and TB present unique risks to the world’s 103 million forcibly displaced people

 Forcibly displaced populations are often at greater risk of disease due to 

o High levels of mobility
o Living conditions that increase exposure to disease or disease vectors
o Decreased access to health services often caused by ongoing conflict, collapse of health system, 

ethnic, cultural, linguistic or other barriers
o Weakened immunity  because of multiple infections and malnutrition

o Movement between low and high transmission zones

o Increased risk of gender-based and sexual violence

Disease risk is  increased among 
displaced populations



3

Overlap of Global P. falciparum Incidence and Dis placed Populations

3



4

•Keyword search terms:
• Refugee
• Internally displaced person
• IDP
• Returnee (classified as refugees)
• Displaced
• Displacement
• Mobile (exclude nomadic, semi-

nomadic, migrant)
• Asylum seeker
• Venezuelan
• Humanitarian conflict
• Noncitizen
• People/person of concern
• Foreigner
• Stateless

Methodology: •Eligibility:
•Countries that qualify for GF allocation at time of 
application
•Countries with at least one approved grant
•Refugee/ IDP population greater than 10,000 at time of 
application

•Scoring: Based on keyword search, applications 
were labeled and scored

Activities – included specific activities that focused on 
refugees/ IDPs
Mention – mentioned their population of 
refugees/ IDPs but did not specify activities
No Mention – no mention of the refugees/ IDPs

•Study Size:
• Refugee analysis – 100 applications, 37 

countries
• IDP analysis – 107 applications, 40 countries
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Since the last  funding cycle:
• Refugee and IDP mention has increased substantially across the 3 

disease s 
• The number of applications mentioning displaced populations without 

detailing activities targeting them has decreased

Refugee  mention score IDP mention score
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Overa ll, refugee and IDP inclus ion in GF applica tions  has  
improved acros s  the three dis eas es .
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Refugee and IDP 
inclus ion in malaria  
funding reques ts  has  
improved s ubs tantia lly.

Since the last funding cycle:

• Inclusion of specific activities for refugee 
and IDPs has increased substantially

• Virtually no funding requests mentioned 
displaced populations without detailing 
targeted activities for them

Refugee  mention score IDP mention score
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Engagement Goals 

 Inclusion of both refugee and IDP populations in malaria funding requests has 
improved substantially since the previous analysis in 2019. 

 There was a notable decrease in the proportion of countries failing to mention or 
include tailored activities for IDPs. 

 Only two of the 63 malaria applications mentioned refugees and IDPs without 
detailing specific programming activities for malaria. 

Conclus ions : Malaria  analys is
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Looking ahead to the NFM4 funding cycle: 

 Conduct conversations about refugee and IDP 
inclusion in national plan creation, grant proposal 
development, and implementation processes with 
representatives and community leaders from 
refugee, IDP and other displaced populations in 
addition to humanitarian agencies. 

 Inclusion is  not enough: overcoming socio-
economic, cultural and language barriers. 

 Leverage inclusive community-based workforce 
for social behavior change communications, case 
management, referral and treatment adherence 
support

 Expand use of Global Fund emergency grant funds 
and re-programming during grant cycle to address 
the evolving needs of new displaced populations. 
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Engagement Goals 

 Malaria, HIV/AIDS and TB present unique risks to the world’s 103 million forcibly displaced people

 Forcibly displaced populations are often at greater risk of disease due to 

o High levels of mobility
o Living conditions that increase exposure to disease or disease vectors

o Decreased access to health services often caused by ongoing conflict, collapse of health system, 
ethnic, cultural, linguistic or other barriers

o Weakened immunity  because of multiple infections and malnutrition

o Movement between low and high transmission zones

o Increased risk of gender-based and sexual violence

Disease risk is increased among 
displaced populations
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•Keyword search terms:
• Refugee
• Internally displaced person
• IDP
• Returnee (classified as refugees)
• Displaced
• Displacement
• Mobile (exclude nomadic, semi-

nomadic, migrant)
• Asylum seeker
• Venezuelan
• Humanitarian conflict
• Noncitizen
• People/person of concern
• Foreigner
• Stateless

Methodology: •Eligibility:
•Countries that qualify for GF allocation at time of 
application
•Countries with at least one approved grant
•Refugee/IDP population greater than 10,000 at time of 
application

•Scoring: Based on keyword search, applications 
were labeled and scored

Activities – included specific activities that focused on 
refugees/IDPs

Mention – mentioned their population of refugees/IDPs 
but did not specify activities
No Mention – no mention of the refugees/IDPs

•Study Size:
• Refugee analysis – 100 applications, 37 

countries
• IDP analysis – 107 applications, 40 countries
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Since the last funding cycle:
• Refugee and IDP mention has increased substantially across the 3 diseases 
• The number of applications mentioning displaced populations without 

detailing activities targeting them has decreased

Refugee mention score IDP mention score
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Overall, refugee and IDP inclusion in GF applications has 
improved across the three diseases.
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Refugee and IDP 
inclusion in malaria 
funding requests has 
improved substantially.

Since the last funding cycle:

• Inclusion of specific activities for refugee 
and IDPs has increased substantially

• Virtually no funding requests mentioned 
displaced populations without detailing 
targeted activities for them
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Engagement Goals 

 Inclusion of both refugee and IDP populations in malaria funding requests has 
improved substantially since the previous analysis in 2019. 

 There was a notable decrease in the proportion of countries failing to mention or 
include tailored activities for IDPs. 

 Only two of the 63 malaria applications mentioned refugees and IDPs without 
detailing specific programming activities for malaria. 

Conclusions: Malaria analysis
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Looking ahead to the NFM4 funding cycle: 

 Conduct conversations about refugee and IDP 
inclusion in national plan creation, grant proposal 
development, and implementation processes with 
representatives and community leaders from 
refugee, IDP and other displaced populations in 
addition to humanitarian agencies. 

 Inclusion is not enough: overcoming socio-
economic, cultural and language barriers. 

 Leverage inclusive community-based workforce 
for social behavior change communications, case 
management, referral and treatment adherence 
support

 Expand use of Global Fund emergency grant funds 
and re-programming during grant cycle to address 
the evolving needs of new displaced populations. 
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Engagement Goals 
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Disease risk is increased among 
displaced populations
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•Keyword search terms:
• Refugee
• Internally displaced person
• IDP
• Returnee (classified as refugees)
• Displaced
• Displacement
• Mobile (exclude nomadic, semi-

nomadic, migrant)
• Asylum seeker
• Venezuelan
• Humanitarian conflict
• Noncitizen
• People/person of concern
• Foreigner
• Stateless

Methodology: •Eligibility:
•Countries that qualify for GF allocation at time of 
application
•Countries with at least one approved grant
•Refugee/IDP population greater than 10,000 at time of 
application

•Scoring: Based on keyword search, applications 
were labeled and scored

Activities – included specific activities that focused on 
refugees/IDPs

Mention – mentioned their population of refugees/IDPs 
but did not specify activities
No Mention – no mention of the refugees/IDPs

•Study Size:
• Refugee analysis – 100 applications, 37 

countries
• IDP analysis – 107 applications, 40 countries
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Since the last funding cycle:
• Refugee and IDP mention has increased substantially across the 3 diseases 
• The number of applications mentioning displaced populations without 

detailing activities targeting them has decreased
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Overall, refugee and IDP inclusion in GF applications has 
improved across the three diseases.
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Refugee and IDP 
inclusion in malaria 
funding requests has 
improved substantially.

Since the last funding cycle:

• Inclusion of specific activities for refugee 
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• Virtually no funding requests mentioned 
displaced populations without detailing 
targeted activities for them
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Engagement Goals 

 Inclusion of both refugee and IDP populations in malaria funding requests has 
improved substantially since the previous analysis in 2019. 

 There was a notable decrease in the proportion of countries failing to mention or 
include tailored activities for IDPs. 

 Only two of the 63 malaria applications mentioned refugees and IDPs without 
detailing specific programming activities for malaria. 

Conclusions: Malaria analysis
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Looking ahead to the NFM4 funding cycle: 

 Conduct conversations about refugee and IDP 
inclusion in national plan creation, grant proposal 
development, and implementation processes with 
representatives and community leaders from 
refugee, IDP and other displaced populations in 
addition to humanitarian agencies. 

 Inclusion is not enough: overcoming socio-
economic, cultural and language barriers. 

 Leverage inclusive community-based workforce 
for social behavior change communications, case 
management, referral and treatment adherence 
support

 Expand use of Global Fund emergency grant funds 
and re-programming during grant cycle to address 
the evolving needs of new displaced populations. 

12
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ITNs
High, sustained coverage requires periodic mass campaigns and continuous 
distribution of nets

Mass campaigns
• Define the population living in malarious areas to be targeted for campaigns

• The targeted population depends on the epidemiology, NSP prioritization and planned 
targeting. Note the assumptions in the narrative: for example, targeting does not include 
major urban areas with very low burden but does include refugee populations

• Insert details of the quantification assumptions if you are not using the population 
projected from the census. For example, “the adjusted population from the previous 
campaign is projected using the national population growth rate of 3%”

• In most countries, campaigns are carried out every three years.
• Countries using rolling campaigns should reflect the proportion of the population to be 

covered each year 
• Countries proposing a more frequent campaign cycle should include data on ITN longevity 

(durability monitoring data) to justify campaign spacing; NOTE: it is expected the additional 
funding required for a two-year campaign will have to come from outside of the Global Fund 
allocation, such as from government funding but if this is not possible, make a very strong 
justification in the funding application



Campaigns
• Estimates of net requirements for campaigns are based on 1 net for 2 persons in 

malaria endemic areas. Based on experiences throughout Africa, and to account 
for people living in households with an odd number of family members, WHO 
and the RBM Partnership recommend you use a calculation of the target 
population (A) divided by 1.8 (A/1.8)
• For countries where the census is greater than 5 years old, consider including a 10% 

buffer, or use data from previous campaigns to justify a buffer amount.  Remember to 
include the date of the census and any underlying assumptions

• If historical data show that a different quantification factor should be used, 
include a justification for the different factor

• .
Mass Campaign

2023 2024 2025 2026

3.1 Programmatic need for campaigns: 
population of target area (A) #

5,253,125

Campaign every three years. Countries 
using rolling campaigns or more frequent  
campaigns should reflect the proportion of 
the population to be covered each year

3.2 a Number of nets required (Mass 
campaign distribution) #

- - 2,918,403 -

Target is 1 net for 2 people. Use: 1 net for 
1.8 people to account for odd number of 
people in households, adapt based on data 
from most recent campaign

3.2 b

(optional) For countries where the 
census is greater than 5 years old, 
consider including an up to 10% 
buffer

#

- - 291,840 -

If the census is > 5 years old the country can 
consider including a buffer up to 10%  or use 
data from previous campaigns to justify a 
buffer amount.  INSERT date of census

3.3 Total Campaign need (B) #
- - 3,210,243 - row 17 



Continuous Distribution (CD)

• WHO and the RBM Partnership recommend nets are distributed through CD 
channels (schools, health facilities, communities) to maintain ITN access between 
campaigns, including for specific population groups such as IDPs and refugees
• All malaria-endemic countries should include routine distribution of ITNs such as 

distribution through ANC on first visit by pregnant women and to infants through 
routine EPI, usually alongside DPT3 or measles vaccination)

• School distribution:
• For full scale (instead of mass campaigns), the annual ITN need can be quantified by using 

15%-22% of the population 
• For between campaigns, quantification recommendations are available at this link, in the 

Scenario 3 section
• The resulting number of ITNs should be compared to the primary-school population and numbers of 

enrolled students in the various grades, using enrollment data from the Ministry of Education
• Select the number of grades that best matches the numbers of ITNs to be distributed in schools. 
• NOTE: As enrollment rates can vary throughout the country, some regions may need to use more 

grades to deliver the ITNs than other regions. If up-to-date enrollment information is not available in 
time for the planning process, the previous year’s enrollment data can be used as a best estimate. In 
this case, a small (~2%, or calculated based on fluctuations in enrollment in previous years) buffer 
stock of ITNs can be delivered to each school to ensure all pupils in targeted grades receive an ITN 

https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhtmlpreview.github.io%2F%3Fhttps%3A%2F%2Fgithub.com%2Fhkoenker%2FQuantification%2Fblob%2Fmaster%2Foutput%2FScenario_2_and_3_Quantifiers_Table_Full_Version.html&data=05%7C01%7Cmarcy.erskine%40ifrc.org%7C8b1a4c9662ba4fded1be08dab5be96a4%7Ca2b53be5734e4e6cab0dd184f60fd917%7C0%7C0%7C638022127419403366%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=UvqxwM02aMpv%2BARAOd17gB1LXEBAo20iuogXn6boLj8%3D&reserved=0


ITN gap analysis: CD

• If other channels such as community-based distribution are being used, the total 
annual continuous distribution ITN need (through any non-ANC/EPI channel) can 
also be quantified by using 15%-22% of the population (with more detailed 
recommendations for specific countries available here in the Scenario 2 section)

• For community distribution between campaigns, quantification recommendations 
are available at the same link above, in the Scenario 3 section. 

• If implementing school and community channels in the same location, quantify 
only once, i.e. multiply the population by 22% and divide the nets among the 
channels 

Note: Ensure that all assumptions for community-based distribution are well-
described in the gap analysis table assumption section, including who will ensure 
distribution, frequency and type of ITN 

• If proposing specific channels for targeting of IDPs and refugees, these should 
also be included and quantified in the gap analysis and the CRSPC can provide 
guidance as necessary 

https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhtmlpreview.github.io%2F%3Fhttps%3A%2F%2Fgithub.com%2Fhkoenker%2FQuantification%2Fblob%2Fmaster%2Foutput%2FScenario_2_and_3_Quantifiers_Table_Full_Version.html&data=05%7C01%7Cmarcy.erskine%40ifrc.org%7C8b1a4c9662ba4fded1be08dab5be96a4%7Ca2b53be5734e4e6cab0dd184f60fd917%7C0%7C0%7C638022127419403366%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=UvqxwM02aMpv%2BARAOd17gB1LXEBAo20iuogXn6boLj8%3D&reserved=0
https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhtmlpreview.github.io%2F%3Fhttps%3A%2F%2Fgithub.com%2Fhkoenker%2FQuantification%2Fblob%2Fmaster%2Foutput%2FScenario_2_and_3_Quantifiers_Table_Full_Version.html&data=05%7C01%7Cmarcy.erskine%40ifrc.org%7C8b1a4c9662ba4fded1be08dab5be96a4%7Ca2b53be5734e4e6cab0dd184f60fd917%7C0%7C0%7C638022127419403366%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=UvqxwM02aMpv%2BARAOd17gB1LXEBAo20iuogXn6boLj8%3D&reserved=0


ITN gap analysis: CD

• To calculate the number of nets required through ANC, multiply the population 
living in malaria endemic areas by the percentage of pregnant women in the 
population (this is usually around 4-5%)
• Factor in current ANC coverage, with increases over time based on planned 

improvements in access to care, as well as population increases  
• To calculate the number of nets required through EPI, multiply the population in 

malaria endemic areas by the percentage of children under 1 (this is usually 
around 4%)
• Factor in current EPI coverage, with increases over time based on planned improvements 

in access to care and population increases 
• If you are targeting children under five years of age through child health clinics instead of 

children under 1 through EPI, modify as appropriate 
• Adding the ITNs needed for EPI and ANC, and where applicable, for school-based 

distribution, community-based distribution or channels to reach IDPs, refugees, 
etc. gives the total number of nets planned for distribution through continuous 
distribution systems 



ITN gap analysis: CD
Continuous Distribution

2023 2024 2025 2026

4.1
Continuous distribution: ITNs 
required for distribution through 
schools (C)

#
1,000,000 

1,025,0
00 1,050,625 1,076,891 

Insert number of ITNs required for 
distribution through school campaigns row 18 

4.2 a

Continuous distribution: Number of 
pregnant women through ANC in 
all malarious (A) areas (multiply 
population by % pregnant women) 
(A*I4)

#

225,000 230,625 236,391 242,300 

Insert the number of pregnant women by 
multiplying population by % of pregnant 
women 

4.2 b Insert ANC coverage. %
85% 90% 95% 100%

Where ANC coverage is less than 
universal insert % of pregnant women 
covered and factor in scale up

4.2 c Total nets required for ANC (D) #
191,250 207,563 224,571 242,300 

Multiply ANC coverage by number of 
pregnant women living in malarious areas row 19 

4.3 a

Continuous distribution: children 
under 1 in all malarious areas 
through EPI clinics (multiply 
population by % children under 1)  
(A*J4)

#

200,000 205,000 210,125 215,378 
Insert the number of infants by multiplying 
population by % of infants 

4.3 b EPI coverage %
75% 80% 85% 90%

Where EPI coverage is less than universal 
insert % of infants covered and factor in 
scale up

4.3 c Total nets required for EPI (E) #
150,000 164,000 178,606 193,840 

Multiply EPI coverage by number of 
infants living in malarious areas row 20 

4.4
Insert other methods of distribution 
such as community based, s IDPs, 
refugees etc. as relevant (F)

#

85,000 85,000 89,000 92,000 

Insert number of ITNs expected to be 
distributed through continuous 
mechanisms and specify the channels and 
note who is being targeted row 21 

4.5 Total ITNs required for  non-mass 
campaign distribution (F = C+D+E) #426,250 456,563 492,177 528,141 



ITN gap analysis: Total number of nets needed

1. Total number of nets required. The total number of ITNs required is calculated by 
adding the campaign nets + the CD nets in all years.

2. Calculate the number of ITNs already financed. 
• ITN needs planned to be met under other programmes (domestic resources, partners 

other than the Global Fund) are summed to show what is currently funded or expected to 
be funded 

3. The expected annual gap in achieving targets is calculated from the number of 
ITNs required - number of ITNs funded. 

4. Insert the number of nets to be funded through the Global Fund grant.
5. For the GF, consider including any gap in ITNs in the PrioritisedAbove Allocation 

Request (PAAR) and also highlight ITN gaps to other donors for resource 
mobilization. 

6. Calculate the total number of ITNs financed.
7. Highlight the outstanding gap.



ITN gap analysis: Total number of nets needed
2023 2024 2025 2026

Total number of ITNs required  
G 426,250 456,563 3,702,420 528,141 

In this example the campaign 
is in 2025 row 22 

7.1 ITNs funded by domestic 
resources (H1)

#
400,000 200,000 200,000 100,000 Insert number of nets funded 

through domestic resources
row 24 

%
94% 44% 5% 19% row 25 

7.2
ITNs funded from 

external resources by 
external  donors (H2)

#
26,250 50,000 2,500,000 50,000 Insert names of external 

donors
row 26 

%
6% 11% 68% 9% row 27 

7.3
Total ITNs planned to be 

met under other 
programmes  (H)

#
426,250 250,000 2,700,000 150,000 Existing number of nets 

financed or pledged
row 28 

%
100% 55% 73% 28% row 29 

8

Expected annual gap in 
achieving targets  

(number of nets required 
minus number of nets 

funded) (G-H=I)

#
- 206,563 1,002,420 378,141 subtracted the number of nets 

financed from the number of 
nets required 

row 31 

%
0% 45% 27% 72% row 32 

9

Request to be financed 
through GF funding 

proposal within allocation 
(J)

# 0 206,563 1,002,420 0 row 34

%
0% 6% 27% 0% row 35

10

ITNs to be financed from 
allocation amount and 
other resources (K = 

H+J)

# 426,250 456,563 3,702,420 150,000 row 36

%
100% 100% 100% 28% row 37

11 Outstanding gap (L) 
# 0 0 0 378,141 row 38

% 0% 0% 0% 72% row 39

12 Prioritised Above Allocation 
request 0 30,313 0 378,141

Include priority gaps in PAAR 
- in this example - all gaps are 

included in PAAR



Types of ITNs

PBO ITNs: From the total number of ITNs, insert the number of PBOs required 
based on resistance data and sub-national tailoring
• Note the number of PBOs already financed and highlight the number of PBO 

ITNs to be funded through the GF allocation 

Dual active ingredient ITNs: From the total number of ITNs insert the number of 
dual active ingredient (AI) ITNs required based on resistance data and sub-
national tailoring
• Note the number of dual AI nets already financed and highlight the number of 

dual AI ITNs to be funded through the GF allocation 

Note any outstanding gaps and consider including these in the PAAR 
• Indicate whether gaps are for the full cost of the PBO/dual AI ITNs or for the 

cost difference between these ITNs compared to pyrethroid only ITNs 



Types of nets

Total ITNs required # 456,563 3,702,420 528,141 Inserted from row 27 above 
PBO nets

14

Of total net need, number that 
should be PBO nets (M1)

# 85,000 1,000,000 85,000 row 41 
% 19% 27% 16% row 42

15

Total PBOs funded by other 
sources (government or 
external partners)(M2)

# 85,000 350,000 85,000 row 43

% 100% 35% 100% row 44

16
Remaining gap in PBO nets 
(M1-M2)

# - 650,000 -
% 0% 18% 0%

17

Total number of PBO nets 
funded through the allocation 
amount (M3)

# 350,000 row 45 
% 0% 35% 0% row 46

18

Final gap for PBO nets (M1-
M2-M3)

# - 300,000 -Please note whether a) the gap is for 
the whole cost of the ITN, OR b) the 
gap is to cover the price increment 
from a pyrethroid-only ITN

row 47 

%
- 0 - row 48

19

Prioritised Above Allocation 
request #

300,000 

Please note whether a) the gap is for 
the whole cost of the ITN, OR b) the 
gap is to cover the price increment 
from a pyrethroid-only ITN

Dual Ingredient Nets

20

Of total net need, number that 
should be dual active 
ingredient ITNs (N1)

# 200,000 1,500,000 200,000 row 49 
% 44% 41% 38% row 50

21

Total dual active ingredient 
ITNs funded by other sources 
(government or external 
partners)(N2)

# 100,000 500,000 100,000 row 51

% 50% 33% 50% row 52

22

Remaining gap in dual active 
ingredient ITNs  (N1-N2)

# 100,000 1,000,000 100,000 
% 50% 67% 50%

23

Total number of dual active 
ingredient ITNs nets funded 
through the allocation amount 
(N3)

# 0 500,000 0 row 53 

%
0% 33% 0% row 54

24

Final gap for dual active 
ingredient ITNs (N4)

# 100,000 500,000 100,000 Please note whether a) the gap is for 
the whole cost of the ITN, OR b) the 
gap is to cover the price increment 
from a pyrethroid-only ITN

row 55 

%
50% 33% 50% row 56

Prioritised Above Allocation 
request

#

Please note whether a) the gap is for 
the whole cost of the ITN, OR b) the 
gap is to cover the price increment 



ITN 
Decision 
tree



ITN campaigns and CD: Use available data to 
maximize limited resources

www.itnuse.org (Breakthrough ACTION and PMI VectorWorks projects)

http://www.itnuse.org/


ITN campaigns: Key messages

• Ensure early/timely procurement for meeting campaign timelines (ITNs, digitalization 
equipment or other international procurement)

• Where a campaign will include distribution of different types of ITNs, such as 
standard, PBO and/or Dual AI ITNs, plan and budget for issues specific to multi-
product campaigns (differentiating bales of different types of nets by colour, 
identifying additional warehousing to avoid mixing net types, reinforcing SBC where 
new ITN types are being introduced and determining the transition of ITN types 
through CD channels)

• Plan for appropriate storage of ITNs at all levels of the supply chain; to the 
maximum extent possible, ITNs should not be stored in containers after arrival in-
country

• If previous campaigns have had extensive lateral movements of nets following 
delivery to decentralized levels (e.g. districts), consider delivery of a percentage of 
nets to the decentralized levels and hold back the remaining nets for transport when 
data is available to better define needs; this may be particularly applicable to COE 
contexts



ITN campaigns: Key messages
• Microplanning should take place early (4-6 months before distribution) and should 

include participants from the implementation level to ensure that plans developed 
will reach everyone targeted with ITNs 

• Consider introducing the use of geospatial technology (mapping) to improve campaign 
planning; leverage on other work under the Ministry of Health (e.g. EPI) 

• A rational SBC plan should be developed based on local evidence and data; 
ensure rumour management plans are prepared for deployment as needed 

• For COE/insecure contexts, consider costs for adaptations from standard 
approaches/operational modalities and for security of personnel, particularly last 
mile workers (e.g. visibility, identification) to ensure that all target groups are 
reached, including IDPs, refugees and last mile populations

• Plan and budget for independent monitors for household registration and/or ITN 
distribution, including their training, deployment, tools and reporting

• Plan and budget for waste management; engage private sector partners early to 
look at options for recycling of plastic waste 



ITN campaigns: Key messages

• Include costs for clearing customs and initial warehousing if these are not the 
responsibility of the supplier, as well as all delivery costs to end user

• Review campaign and LFA reports for critical recommendations that may have 
cost implications and budget accordingly (e.g. not the same cost per net as the 
previous campaign)

• Prioritize “need to know” data over “nice to know” data; focus on collecting 
necessary data to adequately monitor the quality of implementation

• Develop a rational, detailed and achievable payment plan

• Updated guidance available on the AMP Toolkit - The Alliance for Malaria 
Prevention

https://allianceformalariaprevention.com/resources/amp-toolkit/


ITN campaigns: Key messages

• Include costs for digitalization of the campaign:
• Consider scope and scale as well as components for digitalization and 

experience with similar technology-based approaches 
• Consider previous investments and any identified gaps to be filled through a 

modified or different platform

• Consider how the system proposed will benefit the ITN mass campaign and 
other aspects of the malaria programme/other health programmes

• Digitalization may be considered an RSSH investment if the platform is cross-
cutting; in this case, please discuss with your GF CT

• Budget above the previous campaign cost per net to ensure all areas of the 
campaign are adequately covered 

• If digitalization has previously been deployed, ensure that the proposal and 
budget include an inventory of existing devices and, as needed, a rationale for 
why a new procurement for the full quantity needed is required 



CD of ITNs: Key messages

• Ensure planning based on country-specific data, including durability data and 
data from sub-national levels: countries are not homogenous in terms of 
presence of functional CHW networks, school attendance, routine health 
facility attendance, etc. 
• Ensure that plans for CD channels include sufficient data to justify the selection to 

move to full or partial CD distribution
• Ensure that the number of ITNs and the funding will sustain delivery through the 

selected channels over the full three-year period of the grant 

• Focus sufficient attention during the planning and budgeting on areas that 
create risks for successful implementation of CD: financing, procurement and 
supply management

• Request support through the CRSPC or use existing resources 
(https://continuousdistribution.org/background/introduction-to-continuous-itn-
distribution/) to ensure high-quality, realistic plans that will achieve and sustain 
ITN targets

https://continuousdistribution.org/background/introduction-to-continuous-itn-distribution/


CD of ITNs: Key messages
Planning and coordination:

• It is important to develop or update ITN distribution guidelines and instructions; share these 
with all health staff involved in continuous distribution and monitor their implementation 

• Effective CD often requires reinforcing collaboration across MOH divisions (e.g. EPI, 
RMNCH, M&E, communication and other departments) as well as other Ministries (e.g. 
Education, Regional Development)

• Regional and district health coordination meetings should be leveraged to identify and 
manage stock-outs or overages

• Determine how data will be collected, collated, transmitted and analyzed to ensure both 
needed programmatic adjustments and high levels of transparency and accountability to 
prevent, detect, and mitigate the impact of fraud, theft, or diversion of ITNs
• Undertake a data audit of available ITN data collection tools
• Streamline the number of tools to track ITN stock and distribution
• Ensure availability of standard ITN data collection tools
• Develop data verification checks to review and compare key ITN indicators
• Foster data use

• Plan for sufficient SBC to manage community expectations and perspectives regarding 
how nets are targeted, eligibility, etc. 



CD of ITNs: Key messages
Reaching beneficiaries
• Eligibility criteria need to be clarified for all populations eligible to receive ITNs for each 

channel
• Providing modest stipends to health personnel can support the transport of ITNs during rural 

outreach services 

ITN supply
• A national integrated health commodity information management system / a « pull » system 

for all public health commodities supports availability 
• Review monthly health reporting/DHIS2 data for decision-making for ITN supply and 

deployment

Storage, transportation, and stock management
• Annual and periodic ITN inventories should be used to identify trends in ITN stock availability 

and improve dispatching plans 
• Last-mile ITN transport is one of the most critical elements for CD and needs to be planned 

for appropriately to avoid stock-outs 
• Stock alert systems and minimum stock level criteria are important to ensuring ITN stock 

availability for CD
• Municipalities can be effectively engaged to support ITN storage and transportation, with 

strong collaboration 



CD of ITNs: Key messages
ITN distribution 
• Consider removing any unnecessary reporting or eligibility burdens for beneficiaries to receive 

ITNs (for example, in one country where ID cards were required, women could not always 
access ITNs as they did not always have ID cards)

Personnel and capacity strengthening 
• Plan for periodic refresher trainings for CHWs or others involved in CD 
• Include roles and responsibilities for effective ITN management in national ITN directives
• Leverage coordination meetings to reinforce use of ITN guidelines, tracking tools and key 

messages
• Integrate on-the-job ITN training and modules with other health service delivery training (e.g., 

IPTp, case management)

Supervision
• As part of supervision visits, include staff skills building and practice in correctly filling out ITN 

stock and data management forms
• Review and update routine supervision checklists to ensure consistent inclusion of ITN 

distribution, stock and data management
• Include data verification checks during routine supervision visits to review and compare the 

number of ITNs received, the number distributed, the number in stock, and the numbers of 
beneficiaries seen



IRS

• Define the objective of IRS within the goals of the national malaria 
programme:

• To rapidly reduce transmission in high malaria endemic areas 
• To prevent epidemics in moderate and low transmission areas
• To eliminate malaria from malaria foci   
• To address insecticide resistance

• Quantify the target population and average area of sprayable surface of 
structures and number of structures in target areas

• Define the number of IRS cycles per year and note which insecticides 
are being used

• Calculate the human and financial resources required for insecticide, 
equipment, personnel, operational costs, M&E, etc.



Insecticide Resistance 

• Monitoring for insecticide resistance should be a high priority in all 
countries and is required to be prioritised within the GF allocation if it is 
not covered by other partners/resources

• A detailed outline of the methods used for insecticide resistance 
monitoring, including number of sites/frequency, strategies used to delay 
resistance or to respond to it should be outlined in a national insecticide 
resistance monitoring and management strategy

NOTE: Development of such a document can be 
budgeted for as part of the GF grant



RBM Partnership To End Malaria

Thank you!

RBM Partnership to End Malaria
5th floor, GHC, Chemin du Pommier 40, 1218 Le Grand-Saconnex, Geneva, 
Switzerland. info@endmalaria.org
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GUIDANCE ON ITN PRIORITIZATION 

CRSPC



CONTEXT

1. https://app.magicapp.org/#/guideline/6810

In the context of limited resources, national malaria programmes may need to make 
prioritization decisions across all WHO-recommended interventions1. This guidance 
document has been developed to support national malaria programmes on 
prioritization decisions specifically for insecticide-treated net (ITN) deployment scope 
and product choice, to be used when programmes do not have sufficient budget to 
deploy the most effective ITNs to all populations at risk. 

This guidance does not address distribution channel decisions or other issues such as 
frequency of ITN distribution. Nor does it cover every choice that a national malaria 
programme may need to make regarding ITNs, but rather is intended as a basis to start 
discussion and decision-making.

Routine distribution of ITNs to vulnerable groups, such as pregnant women and 
children under five years of age, remains critical. It is strongly recommended that these 
distribution channels are maintained in all areas, regardless of the plans for campaigns. 
This guidance document therefore includes ensuring this coverage as the first step, 
and then focuses on planning for high-volume, intermittent ITN distributions. While 
the term “campaign” is used throughout, the guidance is applicable to other high-
volume, intermittent deployment approaches such as large-scale school or community 
distributions. 

In the last three years, more than 50 per cent of national malaria programmes have 
implemented a mass campaign with two or more ITN types (i.e. pyrethroid-only, 
pyrethroid-piperonyl butoxide (PBO), pyrethroid-chlorfenapyr or pyrethroid-
pyriproxifen). The ITN types were, as far as possible, targeted to geographical areas 
based on local insecticide resistance data. Going forward, increasing resource 
constraints resulting from flatlined funding, high inflation, population growth and 
competing priorities exerted by other malaria interventions may require national 
malaria programmes to make compromises, taking prioritization decisions that 
balance net quantities and types, distribution channels, target populations and the 
relative value for money of these choices, to best optimize impact. 

This guidance document aims to support programmes in developing a prioritized 
deployment plan that balances efforts to optimize ITN effectiveness with ensuring 
coverage of the most at-risk populations. The proposed prioritization process is based 
on best practice generated in Africa over recent years but should be used by all countries 
deploying ITNs.



In summary this guidance works through the following steps: 

1. Ensure access for vulnerable groups: commit funding for routine ITN 
distribution to vulnerable groups in all malaria risk areas

Then, for campaign deployment planning: 

2. Define ITN deployment scope: 
a. Identify and exclude areas of very low current and historical malaria risk
b. List and rank the areas for campaign ITN deployment in order of malaria risk

3. Maximize coverage: calculate the funding needed to ensure full coverage 
with pyrethroid-only nets. If funding remains then:

4. Maximize effectiveness: substitute pyrethroid-only ITNs with pyrethroid-
PBO or pyrethroid-chlorfenapyr ITNs in areas of pyrethroid resistance, 
starting with areas that previously deployed non-pyrethroid-only ITNs and 
then in decreasing order of malaria risk.

5. Identify funding gaps that impede further effective coverage and make 
that information available to potential financers.
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Commit resources for routine ITN distribution 
to vulnerable groups in all malaria risk areas

 ¤ Calculate the ITN needs for continuation of routine ITN deployment to 
vulnerable groups (e.g. pregnant women and infants under five through 
antenatal care [ANC] and Expanded Programme on Immunization [EPI]  
routine visits). Calculate the required funding for pyrethroid-only nets at 
this step. These can be incrementally substituted for more effective nets at 
later steps in the prioritization process as geographical areas are allocated 
more effective nets for campaign deployment; alternatively, programmes 
may decide to keep one type of ITN throughout the country for routine 
distribution in which case the required funding for pyrethroid-PBO or 
pyrethroid-chlorfenapyr nets should be calculated at this step. 

Then move on to campaign planning:

STEP
1



Define ITN deployment scope
2a :  Identify and exclude geographic areas of very low malaria risk 

 ¤ Identify areas where the current and historical risk of malaria is very low 
based on national programme data (including most urban areas). In Africa 
very low-risk areas (e.g. consider a range of one to three per cent malaria 
prevalence) are generally found in highly urbanized centres or in specific 
rural areas; the identification of “very low risk” areas should consider the 
complexities below:

i. In highly urbanized centres of large towns and cities malaria transmission 
is often heterogenous and hotspots of transmission may exist. Identify 
any such areas of higher local transmission (i.e. excluding hotspots linked 
to imported cases) and ensure they are not classified as “low risk”2.

ii. The invasive vector An. stephensi is being reported from an increasing 
number of locations, including urban areas. To effectively control this 
vector, urban areas that have been invaded by An. stephensi will require 
some form of vector control. Depending on context this could include 
ITN distribution. 

iii. In rural areas, very low risk areas are only found at very high altitudes, 
deserts, or at the edge of malaria’s geographical distribution. However, 
the receptivity of these regions may have changed due to activities other 
than malaria control, such as irrigation, mining, infrastructure 
development and climate change. It is therefore critical to look at recent 
and historical epidemiological trends to determine whether an area is of 
very low malaria risk and can be deprioritized. 

iv. Use data from ITNuse.org in addition to other data to support decision-
making on ITN campaign prioritization. For example, consider whether 
ITNs are more effective in urban areas versus use of another vector 
control strategy.   

2.  The approach is explained in the WHO urban malaria framework:  World Health Organization. (2022). Global framework 
for the response to malaria in urban areas. World Health Organization. https://apps.who.int/iris/handle/10665/363899. 
License: CC BY-NC-SA 3.0 IGO

STEP
2

https://apps.who.int/iris/handle/10665/363899


 ¤ Use this analysis to determine areas to be excluded from campaign ITN 
deployment, considering the following guidance:  

 � Cease campaign ITN distribution in areas with historic and current very low-
risk – i.e. zero coverage provision – or areas with documented low ITN use 
unless action to rectify this issue has been identified and included in the 
budget.

 �  Maintain ITN distribution in areas with persistently high or moderate malaria 
risk, including urban clusters of moderate to high local transmission.

 � Maintain ITN distribution in areas currently at low risk that were historically 
moderate or high risk (i.e. low risk has only been achieved recently through 
vector control).

 � Maintain ITN distribution in areas of historically low risk, where risk is 
increasing due to climate change or other factors.

 � After appraising vector control options for An. stephensi, consider whether 
ITN distribution in areas where An. stephensi has been detected should be 
maintained or if other alternatives such as larval source management would 
be more cost-effective. This decision should not be affected by historical/
current malaria risk.

Note: In areas where ITNs are scaled back due to low malaria risk it is critical that robust 
surveillance is in place to detect epidemics and that adequate access to case 
management is ensured. Additional information can be found in both the WHO 
Guidelines for Malaria3 as well as the WHO Urban Malaria Framework4.

3.  Best Practice Statement: No scale-back in areas with ongoing local malaria transmission (2019), WHO, Guidelines for 
Malaria, p. 61. https://apps.who.int/iris/rest/bitstreams/1427681/retrieve

4.  World Health Organization. (2022). Global framework for the response to malaria in urban areas. World Health 
Organization. https://apps.who.int/iris/handle/10665/363899. License: CC BY-NC-SA 3.0 IGO

https://apps.who.int/iris/rest/bitstreams/1427681/retrieve
https://apps.who.int/iris/handle/10665/363899


2b : List and rank the areas for campaign ITN deployment in 
order of malaria risk

 ¤ Divide the country into the lowest administrative levels at which different 
ITN types could feasibly be deployed (i.e. districts or other second-level 
administrative areas). Prioritization steps will consider malaria risk, so it is 
better at this stage to consider the smallest practical implementation areas 
(e.g. districts rather than provinces), as smaller areas are more likely to have 
similar levels of malaria risk. Epidemiological data plus other contextual 
factors – such as access to care - should be considered to help define risk.

 ¤ Rank these areas by malaria risk: 

 � The aim is to assess the potential for transmission in the absence of vector 
control, especially what may be expected if ITNs are not provided. Malaria 
programmes should use the best available indicators and data and 
triangulate both current and historic data, including prevalence of 
infection in surveys, incidence in health facilities, transmission intensity 
(from entomological studies), other contextual factors, and the best 
estimates of well-informed and experienced staff.

 � One approach would be to draft an initial ranking based on an assessment 
of historical (i.e. pre-intervention or natural) transmission intensity. Note 
that in areas where vector control coverage is currently moderate or high, 
current levels of malaria incidence and prevalence should not be 
considered a reliable indicator of historical/natural transmission intensity. 
In areas with low burden due to vector control, the immunity in the 
population may be diminished and if vector control is withdrawn, 
resurgence/epidemics can occur. 

 � Having drawn up an initial ranking based on historical endemicity or 
background transmission intensity, this ranking will then need to be 
adjusted to account for additional risk factors. 

 ¤ For each location, calculate how many nets would be needed for full 
campaign coverage (with a quantification ratio of 1:1.8 or a modified ratio 
based on local data). Programmes planning to “match” the type of ITNs in 
their routine system with their campaign deployment plan should include 
an additional column quantifying the nets and associated funding for 
routine distribution over a period of three years in each area.

STEP



Maximize coverage: calculate the need to cover 
these at-risk areas with pyrethroid-only nets
For the points below, use the cost of a pyrethroid-only ITN and include deployment costs: 

 ¤ Starting with the area with the highest risk, assign the resources needed for 
full ITN coverage with pyrethroid-only ITNs.  

 ¤ Repeating this step, continue down the list in order of malaria risk. 

 ¤ Continue until the available funding has been depleted. (It is best to end on 
a completely covered area, rather than a half-covered area, which would 
create operational difficulties).

 ¤ If resources still remain after Step 3, move to Step 4. If not, go to Step 5.

STEP
3
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Maximize effectiveness: “substitute” pyrethroid-
only ITNs with more effective nets as far as possible

 ¤ Consider which areas in your ITN deployment plan have pyrethroid 
resistance. Ideally these will be provided pyrethroid-PBO or pyrethroid-
chlorfenapyr ITNs following the processes in steps 4a and 4b. Recognizing 
that no programme is likely to have insecticide resistance data for all 
deployment areas, some extrapolation from adjacent areas is appropriate, 
including adjacent areas of neighbouring countries where relevant.  

 ¤ Allocate resources remaining after step 3 by substituting pyrethroid-only 
ITNs in the deployment plan in the following stepped process.

 ¤ For the process below consider the incremental cost to substitute 
pyrethroid-only ITNs with pyrethroid-PBO or pyrethroid-chlorfenapyr ITNs, 
noting that delivery costs of ITNs to end users are already allocated in the 
step above.

STEP
4



4a : Substitute pyrethroid-only ITNs with more effective ITNs 
in areas where they were previously distributed 

 ¤ Allocate the additional available resources needed to replace pyrethroid-
only ITNs with pyrethroid-PBO or pyrethroid-chlorfenapyr ITNs in areas that 
previously received these net types, starting from highest burden areas. For 
programmes planning to “match” the type of ITNs in their routine system 
with their campaign deployment plan, allocate the additional resources 
needed to replace the pyrethroid-only ITNs for routine distribution with the 
net type to be used for the campaign.

 ¤ Continue area by area until resources are depleted.

 ¤ If resources remain from step 4a, move to step 4b. If not, go to Step 5.

4b : Substitute pyrethroid-only ITNs with more effective ITNs 
in additional areas 

 ¤ Allocate the additional resources needed to substitute pyrethroid-only ITNs 
with pyrethroid-PBO or pyrethroid-chlorfenapyr ITNs in additional areas, 
starting from the next highest burden areas with pyrethroid resistance and 
expanding to neighbouring high burden districts without pyrethroid 
resistance data.

 ¤ For programmes planning to “match” the type of ITNs in their routine 
system with their campaign deployment plan, allocate the additional 
resources needed to substitute the pyrethroid-only ITNs for routine 
distribution with the net type to be used for the campaign.

 ¤ Continue area by area until resources are depleted.



Identify resource gaps 
If either optimal coverage with any ITN, or with the most effective ITN, cannot be 
achieved with the available funding (taking into account all external and domestic 
sources) then a prioritization exercise amongst all interventions will need to be 
considered. If gaps persist, these additional funding needs should be identified and 
codified and this information should be provided to potential financers, such as the 
government, PMI and/or in the Global Fund Prioritized Above Allocation Request.   

STEP
5

STEP
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Ensure adequate funding for surveillance
A robust surveillance system is needed to ensure appropriate monitoring of malaria 
indicators to provide timely signals of potential upsurges in areas no longer receiving 
ITNs, as well as for routine programmatic decision-making. Allocate sufficient funding 
to address any surveillance strengthening needs as well as system maintenance.

STEP
6
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To join the weekly AMP conference call each Wednesday at 10:00 AM Eastern time (16.00 PM CET)  
use the following Zoom meeting line:  
https://us06web.zoom.us/j/2367777867?pwd=a1lhZk9KQmcxMXNaWnRaN1JCUTQ3dz09

You can find your local number to join the weekly call:
https://zoom.us/u/acyOjklJj4

To be added to the AMP mailing list visit:
https://allianceformalariaprevention.com/weekly-conference-call/signup-for-our-mailing-list/

To contact AMP or join an AMP working group please e-mail: 
allianceformalariaprevention@gmail.com 

For further information please go to the AMP website:  
https://allianceformalariaprevention.com

AMP CONTACTS 

CRSPC

https://us06web.zoom.us/j/2367777867?pwd=a1lhZk9KQmcxMXNaWnRaN1JCUTQ3dz09
https://zoom.us/u/acyOjklJj4
https://allianceformalariaprevention.com/weekly-conference-call/signup-for-our-mailing-list/
mailto:allianceformalariaprevention%40gmail.com?subject=
https://allianceformalariaprevention.com
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