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Abstract

Policy change in a dynamic environment amidst an increasing infectious disease
caseload remains a herculean task. While it is ideal to drive the process using
evidence, emergencies in such situation makes policy transfer the best option.
However, considering the difference in contextual health system issues which
could affect the policy performance, how does a ‘wholesale’ transferred policy
perform in a changing environment? Who do international actors drive the process
of policy transfer? What is the motivation of national actors to adopt a policy
without context-specific evidence? Using the Dolowitz and Marsh model of policy
transfer, this paper reviews the processes of policy change of malaria regimen
from monotherapies such as chloroquine to artemisinin combination therapies. It
assesses the fundamental influencers of this transfer and the strategies employed
in making this change. Also, the challenges encountered during this process are
discussed within the spectrum of the model. Lessons from this transfer process are
relevant in guiding future policy changes of infectious diseases in other resource-
constrained settings in Africa.
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Introduction

The global health fight against malaria was threatened in 1972
when the first case of plasmodium falciparum (pf) resistance
to chloroquine (CQ) and sulphadoxine pyrimethamine (SP) was
reported [1]. These were the first line drug for treatment of
uncomplicated malaria in Sudan, Uganda, Zambia and Malawi
among many other countries experiencing high malarial
morbidities [2-6]. The quest for answers amidst an increasing
morbidity and mortality motivated Médecins Sans Frontiéres
(MSF) to initiate in vivo studies with the aim of documenting
the epidemiologic reach as well as finding a suitable alternative
[7]. In April 2001, the World Health Organisation convened a
technical consultation (in which MSF participated) in Geneva
after which it strongly recommended artemisinin combination
therapies as medicines for first line treatment of uncomplicated
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malaria [8] which was echoed in 2002 by the Roll Back Malaria
Initiative [9]. As of 2013, 79 out of 88 malaria endemic countries
changed their policy to adopt ACTs as a first line treatment drug
[10], the majority occurred through a process of policy transfer
[11]. Dolowitz and Marsh [12] define policy transfer as the
process in which information on the development of policies,
administrative arrangements and establishments is acquired
from another setting that had previously used this information.
Considering the procedure of decision making during the change
process and documented evidence available in these countries,
this paper will adopt the Dolowitz-Marsh Model of policy transfer
[12]. Taking a retrospective insight into the processes of policy
change, this paper will focus on answering the questions “why
need for a transfer at the time, the actors involved, what was
transferred in the process and how complete was it as well as the
barriers encountered during and after these change processes”
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[12]. This will be a significant contribution to learning about
the role of transfer in policy development because despite a
change of antimalarial drug policy by several African countries,
documentation on the processes has been limited [13]. A
meticulous outlook of these change processes will therefore
contribute to an appreciation of policy transfer and reveal the
need for systematic lesson learning in health policy development.
This paper will further argue that during the process of transfer,
critical attention should be made towards contextualisation and
local ownership as a way of naturally sustaining a policy and its
implementation.

Why the Need for a Policy Transfer
Amidst Increasing Cases of Antimalarial
Resistance?

The first case of resistance to CQ had been reported in Brazzaville,
Congo in 1985 and by 1999, multiple cases had been reported
in several African countries that had contributed to rising levels
of mortality and morbidity in most African countries [1]. For
example, Sudan saw a dramatic rise of malaria deaths from
15000 to 35,000 in 1998 [14] and in Zambia, malaria cases
had tripled from 121.5 cases/1000 people to 308 cases/1000
people between 1976 and 1999 which had further quadrupled
by 2001 [15]. Meanwhile, in South East Asia (hitherto, witnessed
resistance to CQ and SP), the efficacy of ART had been proven
and widely used [16]. The global recognition of this problem and
an available solution in South East Asia prompted global actors
to adopt the idea of a policy transfer especially to sub-Saharan
Africa. This swift but systematic process was necessary to impede
the horrifying number of deaths across these countries and delay
the extent of antimalarial resistance. As the WHO puts it “possible
delay or slowing of spread of resistance to available effective
and affordable antimalarial drugs, if included in combination
therapy” [8].

From South East Asia to Sub-Saharan
Africa: Who were the Facilitators?

In the process of policy change among countries, there is interplay
of actors both locally and globally. Dolowitz and Marsh [12]
classifies these actors into three main groups namely; insiders,
outsiders and global actors. The antimalarial drug policy change
in these countries gives a landmark understanding of how actors
influence the processes of a policy change and the strategies
employed to facilitate a transfer. This underpinning politics could
further draw our insight into what and how agenda gets set for
global health initiatives.

Insiders, according to Dolowitz and Marsh [12], are usually
politicians and government officials who in the quest to solve a
problem, learn from abroad and implement strategies or policies
compatible with their local setting.

Health authorities in Zambia were taken by surprise by the
unprecedented number of malaria cases which prompted
them to seek advice from WHO leading to an adoption of
Arthemeter Lumenfantre (AL) in less than 3 months [4]. In this
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emergency, just like in most instances where insiders lead an
idea for a policy transfer, local evidence plays a minor role in
development processes [17]. Such abrupt actions of adopting
policy change usually disallow contextualisation of initiatives and
impede policy’s ability to respond adequately to local needs. It
also underscores what Hudson and Lowe [17] describe as the
“absence of systematic lesson learning during transfer process”.
Authorities in Zambia again considered WHOQ’s evidence is
enough and credible [4] which clearly depicts the extent to which
global evidence influences policy development processes in sub-
Saharan African countries, especially during emergency public
health situations.

MSF’s strategic role in the change process of many African and
Asian countries will be termed by Dolowitz and Marsh as an
‘outsider’ [12]. In the 1990s, although recognised by the world as
an emerging problem, evidence to ascertain the reach and depth
of CQ resistance were inadequate and scanty [7]. This inspired
MSF to initiate two major studies with the aim of contributing to
evidence onthe epidemiologic extent. Following the initial studies,
MSF went ahead to conduct 43 clinical trials in 18 countries out
of which 83% were in Africa, with ten major studies conducted in
Uganda and Sudan [7]. As of 2004, MSF had published 31 of its
43 studies in peer-reviewed journals, accounting for 23% of all
malaria related articles [4]. This was followed with an evidence-
driven advocacy for ACTs. For instance, in 2003, MSF published
an article on the eve of WHO'’s report describing investments into
other medicines apart from ACTs as “wasting money on funding
drugs that don’t work” [18]. Again, MSF participated in WHQ'’s
technical consultation on antimalarial drug combination therapy
and advocated vehemently for the acceptance of ACTs using
results from its studies [7]. These set of activities made MSF a key
ambassador for the adoption of ACTs, as its recommendations
were concordant with 11 countries’ decision to consider a policy
change including Sudan and Uganda [7]. In Sudan, MSF initiated
and organised a milestone conference (treatment options against
malaria in Sudan) jointly with WHO and the federal Ministry of
Health Ministry (FMOH) that resulted in a recommendation
of ACTs that same year [2]. In Zambia, MSF provided technical
assistance to the ministry and further donated the country’s
first 800,000 AL tablets in February 2003 [4]. Uganda’s joint
taskforce on reviewing evidence of ACTs had MSF as a permanent
representative [3].

While the approach of using evidence to influence policy change
is laudable, generalising results based on non-representative
geographic context could lead to making decisions based on
partial knowledge and limited scope. As seen in Guthman’s
paper [7], MSF worked and conducted its research in politically
unstable areas with fragile health systems; typical settings which
had the potential of reducing malarial immunity of people and
also increasing people’s natural potency for any drug resistance.
From this premise, it was obvious that MSF’s campaign was based
on limited scope and could have rather gained more plausible
attention if directed towards calling for an increased research
in different settings instead of a complete change in treatment
medications globally.

The influence of global actions in the transition from CQ/SP to
ACTs informed the dynamics of agenda setting among many
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Figure 1 Timeline of global initiatives on Malaria and treatment initiatives
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African countries [19]. Hudson and Lowe states that in order for
WHO to improve health standards of people, it persuades nations
to adopt the best practice, which is based on evidence from an
acceptable epistemic body [17]. Since the malaria eradication
era to date, WHO has encouraged supranational collaboration
among global actors on the fight against malaria. Figure 1 shows
a timeline of how WHO and other global initiatives have resulted
on drawing global attention to discussions around CQ resistance
and investments into ACTs.

In 1992, under the auspices of the executive board of WHO,
health ministers were convened at a meeting in Amsterdam to
discuss the malaria eradication strategy. This meeting attended by
44 ministers of health in 90 malaria endemic countries adopted
the world declaration on control and treatment of Malaria. Key
to resolutions reached was the recognition of CQ resistance
and how that contributed to making treatment complicated.
Participants (including ministers of health in Zambia, Uganda,
Sudan and Malawi) therefore agreed to make this a priority,
invest and engage in collaborative research to seek new and
effective medicines [20].

The Roll Back Malaria (RBM) initiative was established by WHO
and UNICEF with the aim of strengthening global campaign for
increased resource allocation and research towards halving
malaria deaths by 2010 [21]. This saw the commitment of World
Bank and western countries pledge between $1.5 billion and $2.5
billion annually towards the fight against Malaria, Tuberculosis
and HIV/AIDS [22]. In fulfilment of drawing political will towards
the campaign, RBM conveyed a historic meeting of African
leaders on April 2000 at Abuja [10]. This saw the birth of the
Abuja Declaration where African leaders agreed to make 15%
budgetary allocations to the health sector formulate individual
national antimalarial drug policy and adopt the use of ACTs as
medicine for first line treatment of malaria [10].

In acceptance to a proposal that emanated from the Abuja
declaration, the Global Fund to fight HIV/AIDS, Malaria and
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Tuberculosis (GFATM) was accepted by G8 countries and
launched in 2002 as a private Swiss foundation by WHO with the
aim of committing financial resources to low-resourced malaria
endemic countries [23]. In 2003, RBM as a way of endorsing
ACTs used GFATM’s 30 million dollar aid (which was set up for
the purchase of ACTs) as precursor for countries to change their
antimalarial drug policy. Subsequently, more than 40 African
countries adopted ACTs as first line treatment medicines and
currently accessing aid from GFATM [24].

Between 2005 and 2007, other parallel global initiatives were
launched namely; the US President’s Malaria initiative (PMI),
the World Bank booster program and Bill and Melinda Gates
foundation initiative on Malaria [10]. These initiatives have
financially supported countries with the purchase of ACTs and
further delivered technical support for policy implementation.

What was Transferred and How was it
Completed?

On realizing the effectiveness of Arthemeter Lumefantre (AL),
WHO and Novartis signed a confidential memorandum of
understanding which defined the terms by which Novartis would
produce the cost and direct delivery to WHO [26]. Under the terms
of engagement, WHO was responsible for distributing it to public
sector authorities who agreed to join the program by using AL
as first line treatment medicine whiles African leaders under the
GFATM program were responsible for making purchases directly
through Global Fund under these special arrangements [25].
Zambia having encountered the highest number of cases in sub-
Saharan Africa was the first to express interest to adopt AL [4]. In
September 2002, authorities of the health ministry accepted and
completely changed its policy to adopt AL as first line treatment
while maintaining quinin for severe malaria treatment [4]. As
at 2005, Sudan, Malawi and Uganda had fully changed their
policies to adopt AL despite a higher price compared Artesunate
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Amodiaquine (AA), which was a suitable combination-based
therapy for malaria treatment [2,3,5].

Challenges Encountered During and After
Implementing

Dolowitz and Marsh (2000) acknowledge that in the process
of transfer, due to complexities that exist in different contexts,
specific challenges might affect smooth implementation. The
process of antimalarial drug change was not spared from
challenges that affected and continue to threaten the future of
ACTs in Africa. Economic worth of a country as cited by Hudson
and Lowe [17] was a possible impediment to the adoption of
policy change. In this case, all countries were economically
poor with lower financial commitment to health. According
to Sipilanyambe and his colleagues, ACTs cost 40 times more
than CQ [4]. This made the governments of Uganda and Sudan
initially reluctant to change its policy until it received funding
from GFATM [2,3,14]. Despite changing its policy, Zambia initially
encountered a huge deficit until it received initial donation of
800,000 AL tablets from MSF [4]. Malawi faced a challenge of
initial drug quantification, cost and a coherent understanding
of drug administration [5]. There were challenges also around
community access to ACTs because it was not delivered over the
counter [5]. Again, as implied by Nanyunja and his colleagues,
politicians’ understanding of the evidence was inadequate which
posed a challenge translating evidence into policy [3].

In spite of convincing evidence available in some countries on
the inefficacy of CQ, there were doubts about the study results
because of claims that donors played a major role in funding
these studies. For example, one study carried out in Uganda’s
sentinel sites had been funded by WHO and considered as the
most credible [26].

There was a clash of ulterior interests. For instance, in Kenya,
private pharmaceutical companies stridently resisted the change
of policy because there were huge quantities of SP and CQ in
stock during the period of intended change. Secondly, the sole
sourcing mechanism employed by the WHO and GFATM meant
that most local pharmaceutical companies will be out of business.
The result; it took the Kenyan government 32 months to move
into early implementation after public announcement [27].

Again, these countries were challenged with other health
needs which were equally competing national interest, making
prioritization of resources difficult. For example at the time of
launching a new policy in 2002, Zambia had another conflicting
national priority of launching an antiretroviral program in line
with WHQ's HIV strategy at the time. This resulted to difficulty in
resource allocation [4].

Reflections on the Process of Policy
Transfer, Mechanisms Employed and the
Dolowitz-Marsh Model

The understanding of processes that encouraged policy transfer
and influenced national prioritization of ACTs during antimalarial
drug policy development gives a clearer picture of what Lowe and
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Hudson [17] described as “mixture of consensual and coercive
mechanism” in the adoption of policy change.

Given the economic status of these countries, it was obvious that
the cost of implementation served as a disincentive to adopt
ACTs. Nonetheless, the emergence of GFATM and other global
donors facilitated global investments although its sustainability
has been heavily questioned especially after the post GFATM era
[28,29].

Decision making on policy change processes were centered on
a top-bottom approach with limited grassroots consultations.
Clearly, this serves partly as a limitation to the Dolowitz and Marsh
model because it fails to adequately establish a direction on how
grassroots actors can instigate policy change. Actors involved in a
policy transfer are hereby presented in a narrow spectrum of only
insiders, outsiders and global players.

Another limitation in the Dolowitz and Marsh model of policy
transfer is its failure to acknowledge the role of private sector
play during a policy transfer process. Novartis funded some
studies in Sudan and further provided 100,000 tablets [2]. These
activities are not completely reflected in the process of transfer
because the nature of this model allows limited understanding of
how private sector either work independently or collaborate with
government during policy transfer process.

Nabyonga-Orem and his colleagues suggested that the process of
antimalarial drug policy change was a solely coercive one because
GFATM insisted on funding only ACTs in some African especially
Uganda [26]. This paper refutes this claim because at the time of
considerations for a change in Uganda, three different research
teams (two independently funded) had conducted quality
research using the ‘gold standard’ (randomised controlled trials)
and had consistent results on the efficacy of ACTs as against CQ
and CQ/SP combined [30 — 32]. Such ground-breaking evidence
gave GFATM a moral responsibility to have decided funding only
ACTs.

Conclusion

Lessons from these countries have taught us that policy transfer
can be complex especially with actors who have separate
agendas and hidden motives. During the process, exhortations
to drive political commitment should fervently include financial
commitment. This is because as seen in these countries, GFATM
still remains the major source of funding for ACTs yet 16 years
after the Abuja declaration, African countries are struggling
to allocate even 9%. For instance in 2016, Malawi, Uganda,
Zambia and South Sudan allocated just 7.98%, 6.83%, 8.30%
and 1.14% respectively to the health sector. Such unsatisfactory
complimentary efforts connotes fewer commitments to overall
health that obviously affects sustainability of funding streams of
innovative health initiatives. Strong public private partnerships
must be formed to strengthen funding sustainability and policy
implementation.

Secondly, transfer of policy initiatives must be gradual, systematic
and strategic. Given the huge imbalance in limited resources
especially among African countries, there is a need to plan
and target policy initiatives in a coordinated manner. Health

This article is available from: http://www.hsprj.com/archive.php



Health Systems and Policy Research

authorities must seek the best evidence that will allow them to
understand the context and target resources judiciously instead
of abruptly adopting best practises from other settings.

Finally, another critical lesson here is the need to invest in
surveillance, monitoring and evaluation. This is because, as
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