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KEY TERMS & ACRONYMS 

ACT:  

QA.ACT: 

 

s-QA.ACT: 

 

 

Artemisinin-based combination therapy (usually pronounced by letter) 

Quality-assured artemisinin-based combination therapy (WHO-approved) 

Subsidized (under the AMFm) quality-assured ACT.  

Any antimalarial that is not a QA.ACT, including non-approved ACTs and partner drugs in 

ACTs, which can be sold as monotherapies, including artemisinin, amodiaquine, 

lumefantrine, mefloquine & SP 

AMFm:  Affordable Medicines Facility–malaria 

AMT:  Artemisinin monotherapy 

AL:  Artemether-lumefantrine, an ACT formulation 

AA:  Artesunate-amodiaquine, an ACT formulation 

CHAI:  Clinton Health Access Initiative (formerly Clinton HIV/AIDS Initiative) 

CCM:  Country Coordination Mechanism (for the Global Fund) 

DfID:  Department for International Development (UK) 

FLB:  First-Line Buyer (importer under the AMFm) 

FDB:  Food and Drug Board, Ghana 

GH₵:  Ghanaian cedi; currency. An exchange of GH₵ 1.67 = US$ 1.00 is used in this thesis. 

GHS:  Ghana Health Service 

GF:  Global Fund to fight AIDS, TB & Malaria (also, “the Global Fund”) 

GMEP:  Global Malaria Eradication Program 

IndE:  Independent Evaluation of the AMFm 

IOM:  Institute of Medicine (of the U. S. National Academies of Science) 

LCS:  Licensed Chemical Seller (recently renamed Over-the-Counter Medicine Sellers) 

MoH:  Ministry of Health 

MSA:  Multiple-Streams Approach, rooted in Kingdon’s work (Kingdon 1995; Zahariadis 2007) 

NDC:  National Democratic Party, Ghana 

NHIA:  National Health Insurance Authority, Ghana 

NHIS:  National Health Insurance Scheme, Ghana 

NGO:  Non-governmental organization (roughly synonymous with not-for-profit) 

NPP:  New Patriotic Party, Ghana 

OTC:  Over-the-counter (i.e., non-prescription) 

PMI:  President’s Malaria Initiative (US) 

PMAG:  Pharmaceutical Manufacturers of Ghana 

PSGH:  Pharmaceutical Society of Ghana 

PSI:  Formerly Population Services International, now only an acronym 

RBM: 

RRP: 

 Roll Back Malaria Partnership 

Recommended Retail Price 

SLBT:  Saving lives, buying time: Economics of malaria drugs in the age of resistance (Arrow, Panosian, and 

Gelband 2004) 

SP:  Sulfadoxine-pyrimethamine  

UNIDO:  United Nations Industrial Development Organization 

USAID:  United States Agency for International Development 

WHO:  World Health Organization 
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PREFACE, POSITIONALITY, AND ACKNOWLEDGEMENTS 

PREFACE  AND PO SIT IO NAL ITY  

I arrived in Ghana in January 2011 to begin organizing a separate malaria study (Preserving ACTs (PACT), 

described in (Raifman et al. 2014)). During the initial conversations this study, the diversity of views 

underlying Ghana’s decision to pilot the AMFm became apparent (to me). At that point in time (see Figure 

3), Ghana had applied to join the pilot (in June 2009); subsidized, quality-assured ACTs (s-QA.ACTs) had 

been flowing into the country for four months (since August 2010); and the formal launch lay one month 

in the future (February 2011). Yet, stakeholders expressed continued uncertainty about having adopted 

the AMFm and the implementation process that lay ahead.  

 

This struck me as an intriguing story, important to understanding access to antimalarial medication in 

Ghana as well as broader issues of global health policy processes in low- and middle-income countries 

(LMICs). It was a story I was physically and temporally positioned to collect and evaluate and, moreover, 

one which people seemed willing to tell me.  

 

Throughout, the reader should remain aware that I am a white, female researcher that was, for this work, 

attached to both Harvard and Innovations for Poverty Action in Ghana. This has implications for which 

data I could collect myself and that which I decided, along with my survey team, not to. It may have 

implications for the data I received. (For one recent examination of the effects of a specific positionality 

— “the white-man effect” in sub-Saharan Africa — on the answers received in Sierra Leone, see (Cilliers, 

Dube, and Siddiqi 2015).) 
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willing respondents. In Tamale, this includes many private-sector retailers who gave their time to answer 

a lot of tiresome questions. These answers, in turn, would not have materialized without the long-standing 

support of a core survey team, with special thanks to Abass Adam Yidana, Damba Mohammed Majeed, 

and Alidu Osman Tuunteya. N tuma. In Accra, many people not only consented to be interviewed but have 

been patient guides and kept in touch (with some encouragement) and helped this thesis over its long 

trajectory. These include: George Amofah, Kwabena Asante, Dennis Awitty, Frank Boateng, Samuel 

Boateng, Alex Dodoo, Keziah Malm, Yuniwo Nfor, Louis Nortey, Daniel Norgbedzie, Elianne Oei, Ellen Sam, 

Sylvester Segbaya. Alex Dodoo and Daniel Norgbedzie have gone above and beyond. There would literally 

be no words (or numbers) without you. 

 

I would have not been in Ghana without the trust and support of Günther Fink and Julia Raifman and I 

would not have survived Ghana without the moral, emotional, intellectual, and nutritional support and 
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Action-Ghana provided much needed infrastructural support and connections; Jeff Mosenkis has egged 

me on from headquarters. Nathan Blanchet has been a guide on Ghana and to this whole process. 

 

This thesis as a completed product would not exist without Michael Reich. From inspiring the ideas that 

went in to providing a (mostly) patient guide and forcing me to articulate my own ideas beyond, ahem, “a 

fucking mess” to something that is hopefully readable and possibly even, with time, enjoyable: thank you. 

You’ve pulled me back from the brink more than once and words don’t suffice. I know sometimes your 

papers take up to thirty drafts; this has taken many more and you’ve been there throughout. 

 

Günther Fink, Jessica Cohen, and Barbara Heil: thank you for keeping me in line and inspired. Günther, 

your enthusiasm, and Barbara, your persistence, have made a huge difference. 

 

To the swapportive team of Shahira Ahmed, Corrina Moucheraud, Pamela Scorza, and Elif Yavuz: thanks 

for keeping me going on so many levels. Corrina Moucheraud, in particular, has listened to and read many 

ideas and drafts that constitute what follows. Elif, you’ve been there, reminding me that they don’t teach 

Kingdon in Europe and that anything I do with it better be good. 

 

To an assortment of men in Cambridge – thank you. John Quattrochi, who helped me survive a wide 

variety of the perils of working abroad to early engagement with ideas (“is that what you’re trying to 

say?”), to getting my defense in place, to making sure the final touches were set. Peter Rockers, for your 

early skepticism and patience. Jeremy Barofsky, for encouragement, even sometimes by example. Guy 

Harling, for answering every stupid question I could think of while only occasionally reminding me that 

there are no stupid questions, only stupid people. Zubin Shroff, for listening and read-throughs.  

 

Victoria Fan, Livia Montana, Rifat Hasan, and Jen Manne-Goehler have been sounding boards of one sort 

of another at various times.  

 

To the team at the Center for Geographic Analysis, in particular Jeff Blossom (near and far!) and Sumeeta 

Srinivasan: I would have been lost without you. 
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PART 1:  INTRODUCTION AND METHODS 

 

Figure 1: Central Mosque in Tamale, Ghana (with street market foreground) 
[image courtesy of Rachel Strohm] 
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CHAPTER I:  BACKGROUND,  GOALS,  AND STRUCTURE  

Of all continents, SSA suffers the heaviest burden of malaria, with over 77% of global malaria cases and 

90% of all global malaria deaths (Global Malaria Programme, WHO 2014).1 Reducing the burden of malaria 

requires, in part, increasing access to effective antimalarial treatment (Global Malaria Programme, WHO 

2014). Starting in 2010, global health leaders trialed a new approach to improving access to malaria 

treatment in sub-Saharan Africa (SSA). This was Phase I of the Affordable Medicines Facility- malaria 

(AMFm). From mid-2010 to early-2012, this initiative enabled the financing and delivery of high-quality 

antimalarial treatment in seven selected pilot countries.2 In this dissertation, I describe and analyze the 

processes of adopting and implementing the AMFm’s Phase I pilot in Ghana, with particular attention to 

the experiences of national stakeholders.  

 

This thesis constitutes a case study of adopting and implementing the AMFm in a country, bounded 

geographically by its focus on Ghana and temporally between end-2008 and end-2011. The processes of 

doing the AMFm form the thread running throughout this thesis. But why unfurl a thesis-worth of ink and 

sweat (including malarial) on a single program? Because not only did the Phase I pilot of the AMFm address 

an important and costly problem (malaria), it did so with success relative to its own goals (Independent 

Evaluation Team 2012). The analyses in this thesis support this conclusion.  

 

Moreover, the AMFm represented an “innovative” and controversial approach to financing and delivering 

malaria treatment (Global Fund 2008a; Independent Evaluation Team 2012). Given this, global health 

leaders took an explicitly experimental approach to testing the new mechanism, intended to be a proof-

of-concept learning experience to inform subsequent decision-making (Adeyi and Atun 2010). To this end, 

donors mobilized US$ 470 million to support national stakeholders to implement the initiative at scale in 

                                                           
1 These figures represent the reported cases and deaths attributed to two specific malaria parasites, P. falciparum 
and P. vivax, as per the numbers provided in the most recent World Malaria Report (Global Malaria Programme, 
WHO 2014). 
 
2 This includes eight national-scale pilots in seven countries: Ghana, Kenya, Madagascar, Niger, Nigeria, Tanzania 
(mainland and the semi-autonomous Zanzibar are considered as separate pilots), and Uganda. 
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seven countries, entering the public and private sector supply chains in each (Kamal-Yanni 2012). This 

scale and stated commitment to learning warrant careful analysis. The AMFm should continue to be 

analyzed, understood, and mined for lessons. 

 

This thesis is motivated by the idea that learning from the AMFm is sharpened by taking a particular tack 

to analysis, accounting for national stakeholder perspectives and actions and taking seriously big-P and 

small-p politics, economic pressures, and social relations. The AMFm was defined and designed at the 

global-level and subsequent decisions about its continuation — theoretically based on evidence produced 

through the pilot process — took place at the global level. But in the crucial interim of theory meeting the 

turf, it was national stakeholders at both the high-level and street-level that did the hard work of adoption 

and implementation during the Phase I pilot. Their work unfolded in a compelling narrative, of a contested 

but ultimately clinched high-level adoption, followed by smooth high-level implementation, and street-

level implementation that imposed some burden on implementers but ultimately met expectations.  

 

What, then, is the AMFm? In brief, the AMFm’s approached achieving access by making high-quality, 

globally recommended — but more expensive — antimalarial treatment accessible compared to the 

availability and retail cost of older and more familiar — but flaggingly effective — antimalarial 

medications. A key feature of the AMFm approach is the use of both public and private sector supply 

chains for the delivery of these treatments, thereby requiring cooperation between global and national 

public and private sectors. The AMFm’s designers predicted that increased access to the recommended 

artemisinin-based combination therapies (ACTs) through the action and interaction of both of these 

sectors would, in turn, increase use and, ultimately, reduce mortality from malaria while also delaying the 

development of parasite resistance to artemisinin.3 

 

                                                           
3 ACTs include cocktails of artemisinin with a partner antimalarial (active pharmaceutical ingredient), such as 
amodiaquine (AA formulation) or lumefantrine (AL formulation). 
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This thesis is rooted in the specifics of Ghana’s efforts to make antimalarial treatment accessible through 

the AMFm mechanism — and as argued above, the AMFm is important to study deeply in its own right. 

Nevertheless, and while urging caution in generalizing from a specific case study to broad global health 

practice, I aim to generate lessons applicable beyond this country, disease, or program. The political, 

economic, and social history of a single project can shed light on how global health and development are 

approached and achieved (Keshavjee 2014).  

 

Here, this light falls on the political and technical processes, challenges, and opportunities of facilitating 

access to health commodities (here, pharmaceutical treatment) using a program designed at the global 

level but adopted nationally and implemented as locally as the (idealized) corner drug store. More 

specifically, the experience of the AMFm (re-)highlights that the views of national stakeholders matter — 

and may be divided — on global health policies that they ultimately will be the ones to adopt and 

implement at the country level, no matter where they were designed. This motivates my attention to 

national stakeholder perspectives throughout this thesis. National stakeholders face individual, 

organizational, and national risks in aligning with and carrying out global health policy, which are not 

acknowledged when viewing these processes as strictly technocratic. However, in this thesis I also show 

that a conflicted adoption phase can be followed by successful implementation — defined as meeting the 

goals set by the intervention itself — when incentives to implement as-planned are in place at the 

national-level and street-level (Matland 1995). 

 

In this introduction, I provide an overview of why the AMFm matters and what it is, contextualizing the 

initiative in a brief of global health efforts to reduce malaria from the 1940s to the 1990s. I close with the 

goals and structure of the thesis. 
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SECTION I.1:  OVERVIEW OF THE AMFM AND THESIS  

WHY FOC U S O N THE  AMFM? 
The AMFm is important to study for several reasons, including the focus of the intervention on malaria, 

the AMFm’s unprecedented approach to expanded access to treatment, the scale at which the AMFm was 

piloted, and the intention of the pilot evidence to inform decision-making. 

 

GOALS AND OBJECTIVES OF THE AMFM 
The malaria parasite remains costly to the people of Ghana in terms of lives, well-being, and resources. 

Malaria is endemic throughout Ghana and is the leading cause of under-5 child mortality, a top cause of 

all-age morbidity, and the top cause for out-patient visits in public facilities (Global Malaria Programme, 

WHO 2013; Ghana News Agency 2014).  

 

High-quality treatment is necessary to reduce severe morbidity and mortality. But in SSA, access to high-

quality treatment is hindered both by the availability and affordability of the recommended 

pharmaceuticals. Ghana is not an exception. Despite this, there was uncertainty and resistance among 

some high-level stakeholders in Ghana to adopting the AMFm at the moment when this decision was 

necessary. Ghana did adopt the AMFm; not all national Ghanaian stakeholders wanted or had control over 

the AMFm. But, ultimately, Ghana implemented the initiative well at both the high-level and street-level, 

as documented by the Independent Evaluation (IndE) commissioned for the program (Independent 

Evaluation Team 2012). This previews the narrative in this thesis. Following the end of the Phase I pilot in 

2012, Ghana pursued an AMFm-like option under the Global Fund to Fight AIDS, TB, and Malaria (GF or 

the Global Fund) as the Private Sector Co-Payment Mechanism for ACTs (Global Fund 2013).  

 

The specific goals of the AMFm mirror the broader global-health aims of increasing access to effective 

health commodities (Conteh and Hanson 2003; Frost and Reich 2008). The AMFm was designed to 

facilitate patient access to effective antimalarial treatment. Essential public health commodities or 

technologies — health products — include easy-to-use preventatives, treatments, and diagnostics that 

meet central public health goals. Following Frost and Reich, I use access to refer to whether people are 
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aware of these products and whether the products are available, affordable, and acceptable to potential 

users (Frost and Reich 2008). This definition is in line with other multi-faceted concepts of access in the 

literature, including the one used to measure medicines access under the Millennium Development Goals 

(United Nations Development Group 2003). Facilitating access includes technical, logistical, operational, 

and financial challenges of supply chains but also has important political and social dimensions, which 

stem from, inter alia, national-level goals, street-level implementer practices, and consumer demand. 

 

THE AMFM APPROACH  
I elaborate on the design of the AMFm in Chapter IV to provide context on its adoption and 

implementation in Ghana. To follow the analyses of the responses of various national actors to the AMFm, 

it is important to understand the details of the program, how it was conceived and perceived by global 

players, and the underlying conception of how it would achieve its intended outcomes (that is, its theory 

of change (Weiss 1995)).  

 

To pursue improved ACT access, the AMFm’s operational designers relied on a suite of market 

interventions. Supply-side interventions consisted of global-level price negotiations with manufacturers 

and global-level subsidization for the high-quality antimalarial medication they produced, as well as 

national-level strengthening of monitoring on data collection efforts. The demand-side activities included, 

at the global level, a program-specific green-leaf logo applied across pilot countries to identify the high-

quality ACTs included under the AMFm as well as national, in-country communication efforts to create 

awareness and preference for ACTs to treat malaria.  

 

Those components deemed “innovative” (Adeyi and Atun 2010) — even “radical” (Maxmen 2012) — 

include the global-level subsidization and logo-ing of approved antimalarial treatments, the explicit 

national-level use of the public and private sector delivery mechanisms, and the relatively “hands-off” 

(Fink et al. 2014) approach to regulating the distribution of the s-QA.ACTs (subsidized, quality-assured 

ACTs under the AMFm); importers (First-Line Buyers or FLBs) were the only supply chain actors required 

to formally commit to pass the subsidies down the supply chain to consumers (Adeyi and Atun 2010; 
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Maxmen 2012; Fink et al. 2014). Further, donor-funded approaches toward facilitating access to malaria 

treatment have historically focused on the public sector; the AMFm represents one of “the first large-

scale medical aid initiatives to partner directly with the unregulated commercial sector in [SSA]” (Maxmen 

2012). The other side of innovative, radical approaches, however, is that they are often untested, 

particularly at scale (see, among others (Frost et al. 2009)).  

 

SCALE AND INTENTION OF THE AMFM PHASE I PILOT 
This explains, in part, why the AMFm was launched first as a large-scale pilot (Phase I): to see if the theory 

could be translated into practice. To this end, in 2008, through the action of a various global stakeholders, 

the AMFm was established as a program housed at the Global Fund (Global Fund 2008a). Over the course 

of the Phase I pilot from early-2009 to late-2012, donors spent US$ 470m to pursue this effort (the AMFm) 

to improve ACT access in the seven SSA pilot countries (Kamal-Yanni 2012). As discussed further in this 

chapter as well as Chapter IV, the explicit intention of the Phase I pilot of the AMFm and the large-scale 

Independent Evaluation of this effort was to inform whether and how to pursue similar efforts in the 

future. It was, therefore, an explicit attempt to set-up for evidence-informed decision-making.  

 

OVERVIEW  OF THE  THES IS  
In this dissertation, I describe and analyze the process and outcomes of these efforts in Ghana. Using a 

variety of data sources and analytic techniques, I trace the political, economic, and social processes 

underlying the national-level adoption (Chapters IV, V and VI) and street-level4 implementation (Chapters 

VII and VIII) of the AMFm in Ghana, focusing between early 2009 to the end of 2011. More specifically, I 

consider why there was both national-level support and resistance for the pilot initiative; how the 

initiative was adopted; and ACT pricing outcomes among retailers once the AMFm was adopted. I consider 

how relevant high-level stakeholders, as well as street-level implementers in Ghana viewed the AMFm. 

Throughout, readers should note the tension between an initiative that involved global-level planning and 

                                                           
4 Throughout this thesis, following Pressman and Wildavsky’s study on implementation, I use the phrase “street-
level” implementers to refer to what may also be called front-line or field-level workers (Pressman and Wildavsky 
1984). 
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negotiation – a central strength of the AMFm approach – and any claim to national-level ownership and 

decision-making power in the program. This is a point I return to explicitly in Chapter X.  

 

The AMFm relied on both public (government) and private distribution channels to achieve its access 

goals. Before moving forward, a note on terminology is required. In discussing the history of access to 

public health products, the private sector is an umbrella term covering a range of facilities of varying 

formality: from registered pharmacies and clinics, to shops licensed to sell over-the-counter medicines, to 

general convenience stores, informal drug shops, and mobile drug peddlers. Depending on the definition 

of private, this sector also includes NGO and mission clinics and pharmacies. Such facilities may penetrate 

farther into remote or otherwise underserved areas than a government’s health care network. In addition 

to geographic convenience, and compared to the public sector, private facilities may attract patients with 

their shorter waiting times, longer operating hours, more courteous and amenable staff, and less frequent 

stock-outs (for select examples, see (Goodman, Brieger, et al. 2007; J. M. Cohen et al. 2010; Patouillard, 

Hanson, and Goodman 2010)).  

 

To set the stage for my examination and analysis of the AMFm pilot, in the next sub-section I outline the 

history of global attention to, and efforts at, malaria control in SSA from the end of World War II through 

the late 1990s. This is to show the rise and fall of malaria on the global agenda and, therefore, why it may 

have seemed urgent to address malaria treatment access in the mid-2000s. Further, the background I 

provide on changing first-line malaria treatments should elucidate why access to high-quality and effective 

treatment remained a problem in the early 2000s.  

 

The close of World War II is not the standard point for beginning a consideration of the AMFm; such 

considerations usually jump back to ancient China and the first record of using Artemisia against malaria 

or begin recently, with the widespread deployment of ACTs as the recommended first-line treatment for 

malaria. I have two reasons for not following this norm. 
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First, rather than simply starting with the idea that antimalarial treatment is widely available in the private 

sector across SSA, I try to provide some background as to why this is so (Arrow, Panosian, and Gelband 

2004; Patouillard, Hanson, and Goodman 2010). Second, in the opening pages of his history of “the 

struggle against” malaria in SSA, James Webb notes that it is “a long history of well-intentioned malaria 

interventions that have been allowed to lapse” (J. L. A. Webb 2014a).  

 

In this dissertation, I examine the adoption and implementation of one malaria intervention; it is not yet 

(in December 2015) clear whether the principles and mechanisms underlying the AMFm will ultimately 

lapse and what the implications will be if it does or does not. But the reader may wish to keep this 

background — of trends in malaria control and treatment in SSA, the distribution of antimalarial treatment 

in the private sector, and the wave of started and stalled control and treatment initiatives in SSA — in 

mind will considering the AMFm as a new, innovative approach to treatment delivery and financing 

throughout this dissertation.  

 

 

SECTION I.2:  MALARIA ,  TREATMENT,  AND THE GLOBAL HEALTH AGEND A:  

1940S TO 1990S  
In the decades following WWII (as well as during the inter-war years), malaria was a priority public health 

concern around the globe. In the 1940s through the 1970s, the United States, Australia, and several 

European countries (such as Greece, Italy, the Netherlands, Portugal, and Spain) eliminated malaria as a 

serious health threat through large, publicly funded eradication campaigns and the application of new 

chemical weapons like dichloro- diphenyl- trichloroethane (DDT).  

 

During this period, malaria was also a global (or international) health concern. To address such cross-

border concerns, two parallel approaches were taken: (1) the large-scale application of DDT, largely under 

the auspices of the Global Malaria Eradication Program and (2) the less-organized but widespread 

distribution of antimalarial treatments. 
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From 1955 to 1969, the World Health Organization (WHO) ran its massive Global Malaria Eradication 

Program (GMEP), focused on chemically wiping out the disease in 48 selected countries that seemed ready 

to undertake and benefit socially and economically from such efforts. Many of these were newly 

independent countries, including participants in South and Southeast Asia, the Eastern Mediterranean, 

Eastern Europe, Latin America and the Caribbean, and some African islands (Packard 1997). GMEP 

envisaged a four-phase approach for each country: planning, attack (spray with DDT to disrupt 

transmission and eliminate the parasite), consolidation (find cases and treat with chloroquine (CQ), an 

“important tool in eradication” (Payne 1987)), and maintenance (Payne 1987; Packard 1997; Nájera, 

González-Silva, and Alonso 2011).5 However, DDT remained the focus. 

 

The urgency around the World Health Assembly’s 1955 launch of GMEP from Mexico City was spurred 

both by excitement about the potential benefits for the newly developed DDT — given successes in Crete, 

Italy, Mexico, Sri Lanka, and Venezuela — as well as the startling realization that some parasites had 

already developed resistance to this powerful chemical weapon (Packard 2010). Packard notes that “the 

governments of malarious countries were not universally enthusiastic about eradication” but found 

compelling financial and political reasons to sign on (Packard 2010). Scientists who favored eradication 

believed political resistance to be as much of an impediment to eradication efforts as parasite resistance 

to DDT (Soper 1955). Parallels with the AMFm’s beginning should be clear or become so in Chapter IV. 

 

As a result of the GMEP efforts, the national provenance of the disease became “tropical,” generally poor, 

often newly independent, and increasingly African (Packard 2010). In 1969/1970, WHO advisory panels 

recommended rolling malarial control into regular primary health care processes (Packard 2010).6 Given 

                                                           
5 Given this, it is not quite accurate to say that continental SSA was excluded from GMEP but African countries 
remained in the early, planning stages of activity rather than moving to the more visible attack portion of the four-
step plan (Dalrymple 2013). 
6 At this time, 18 GMEP countries had declared malaria eradicated. These were a special subset, however, and should 
not be taken as signifying success of the program overall. Those that declared eradication at this point were usually 
rich and/or islands and/or socialist. These are: Brunei, Bulgaria, Cuba, Dominica, Grenada, Hungary, Jamaica, 
Mauritius, Poland, Puerto Rico, Réunion, Romania, Saint Lucia, Singapore, Taiwan, Trinidad and Tobago, the Virgin 
Islands, and Yugoslavia (Packard 2010). 
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GMEP’s phased approach, many participating countries (both those that succeeded and those that did 

not) had focused more heavily on DDT and less on systems for surveillance, case-finding and case-

management, and integrating with national primary health care. It is thus not clear what they were 

supposed to roll into their regular processes. Moreover, those policies and systems established at the end 

of the 1960s often lapsed in the 1970s and 1980s (Nájera, González-Silva, and Alonso 2011). 

 

In a largely parallel trend of malaria control that started before and continued past the large-scale 

eradication plans of GMEP, companies mass-produced CQ following WWII – first in Switzerland, then 

Czechoslovakia, then China (J. L. A. Webb 2014a). SSA manufacturers also began adding to the supply of 

CQ tablets, syrups, and injections in the late 1970s (Dodoo 2014). A “chloroquine era” stretched from the 

drug’s wide availability in the 1940s — and particularly starting in the 1960s in SSA — through the 1990s 

(Knol 2012; R-13 2011). During this period, CQ became “universally affordable and popular” (Knol 2012) 

in low-income countries, facilitated by inexpensive manufacturing and uncomplicated transport and 

storage (Payne 1987; Shah 2010; Knol 2012; Warhurst 2014).7  

 

“CQ overtook aspirin as the drug of choice for fevers, and even aches and pains” (McGregor 1982) and “a 

village health worker with a jar of CQ” (Arrow et al. 2004) became, for better or worse, the ubiquitous 

mainstay of malaria control (McGregor 1982; Payne 1987; World Health Organization 1993; Arrow, 

Panosian, and Gelband 2004; Shah 2010). Researchers and development organizations ran trials of 

chloroquinated table salt in the late 1950s and early 1960s (in Angola, Ghana, and Tanzania) and mass 

administration of tablets from the late 1950s through the 1970s (in what is now Burkina Faso, Cameroon, 

Nigeria, Tanzania, and Uganda) (Payne 1988; von Seidlein and Greenwood 2003; J. L. A. Webb 2014a).  

 

Some of these trials were pre-eradication pilots under the GMEP umbrella (in Burkina Faso, Cameroon, 

Liberia, Nigeria, Senegal, and Uganda) to “clean-up the human reservoir of parasites” in hopes that 

                                                           
7 CQ, a synthetic form of quinine, was discovered in 1934 by Johann Andersag and colleagues at Bayer Laboratories 
(Krafts, Hempelmann, and Skórska-Stania 2012). 
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mainland SSA would one day be ready to follow GMEP’s phases towards eradication (J. L. A. Webb 2014a). 

Though there is limited information about the distribution of CQ at this time, GMEP pilots closed in the 

early 1960s and CQ’s distribution thereafter “was largely uncontrolled by national or international 

interventions,” absent “a new rural health delivery system or any intervention by malaria experts” (J. L. 

A. Webb 2014a). As such, much of the action happened in the private sector, as defined above. 

 

In part, the heavy activity in the private sector followed from many newly independent governments not 

taking up the GMEP pre-eradication agenda, preferring to focus more broadly on economic development 

or on specific health efforts on their urban constituencies (J. L. A. Webb 2014a). Global malaria experts 

encouraged the on-going treatment of fevers as malaria — that is, presumptive treatment8 — but did not 

organize broad treatment interventions (Brinkmann and Brinkmann 1991; McCombie 1996; N. J. White 

2004; Shah 2010). While governments focused on urban areas, private traders continued to distribute CQ 

to even remote rural areas through small firms and peddlers,9 fueled by an “astonishingly” (Webb 2014a) 

low price and word-of-mouth reports of its efficacy (Packard 2014; J. L. A. Webb 2014a; J. L. A. Webb 

2014b). Current debates on public versus private distribution of antimalarials should keep this historical 

reality in mind. 

 

Although researchers confirmed parasite resistance to CQ in Southeast Asia and Latin America in the 

1960s, and then in the 1970s in East Africa, SSA relied extensively on the drug from the late 1950s to the 

1990s. The chloroquine era in malaria control thus had two key features: (1) widespread use for fever 

                                                           
8 From the 1970s, through the March 2010 release of the 2nd Edition of WHO’s Malaria Treatment Guidelines, global 
policy for malaria was presumptive treatment across the public and private sectors-- that is, to treat all malaria-like 
symptoms as malaria (World Health Organization 2010; “WHO Guidelines for the Treatment of Malaria, Second 
Edition | MMV” 2010). As the underlying epidemiology of fevers has changed over time, the likelihood of an 
antimalarial being the right answer to a fever has also changed, generally with any given fever being less likely to be 
caused by malaria than previously. 
 
9 In Ghana, one (Akan) term for such peddlers, apam pam literally translates to “store on head” (Amofah 2014). 
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prophylaxis and presumptive treatment in the public and private sectors, and (2) limited or laxly enforced 

regulation in how the drug was used (Packard 2010).10 In 1988, David Payne lamented that the: 

“as yet incalculable effects of the loss of CQ as the universal drug for malaria prophylaxis and treatment 

should alert everyone to the dangers of the uncontrolled use of drugs and should limit future 

experimentation and utilization to regimes that ensure a drug is always used to its maximum potential 

and is not compromised for financial reasons or operational expediency” (Payne 1988). 

 

In general, experts view the 1970s and 1980s as a time of limited donor funding for malaria control (World 

Health Organization 1993). Then, in the early 1990s, WHO and others made arguments for increased 

attention to and a “renewed attack on” (WHO 1993) malaria, given deteriorating control measures, rising 

mortality reports, failures of CQ, and promising advances in treating bednets with insecticides (World 

Health Organization 1993; Knol 2012).  

 

Arguments for increased attention came first through a variety of consultative and ministerial meetings, 

a World Declaration on the Control of Malaria, and the publication of a new Global Strategy on Malaria 

Control, which promoted, amongst its components, early diagnosis and prompt treatment (Kidson 1992; 

World Health Organization 1993). More broadly, the 1990s witnessed rising global attention to Africa, 

including a focus on health as a driver of economic development (World Bank 1993). This occurred for 

many reasons but recall that in the 1990s, the end of the Cold War reshaped international collaboration. 

A global public audience paid attention as the Apartheid regime fell in South Africa and a US Black Hawk 

helicopter fell in the First Battle of Mogadishu; genocides in Rwanda and Burundi captured media 

attention as a hell on earth; and AIDS raged and enraged across SSA.  

 

As the decade closed, African governments committed to fighting malaria as part of an overall 

development strategy in the Harare Declaration of 1997 and the Abuja Declaration in 2000 (Organisation 

of African Unity 1997; Organisation of African Unity 2000). Organizational and funding commitments 

followed these national political commitments, cemented by the 1998 joint launch of the Roll Back Malaria 

                                                           
10 Researchers using statistical models suggest it seems plausible that the patterns of use in SSA may have 
contributed to the appearance of resistance there (Payne 1987; Warhurst 2014). 
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(RBM) Partnership by WHO, UNICEF, the World Bank, and the United Nations Development Programme 

(UNDP) to “provide a global coordinated response to the disease” (de Savigny and Tanner 2008; Roll Back 

Malaria Partnership 2014). 

 

Following this, malaria was named as a priority disease within the Millennium Development Goals (Goal 

6) and researchers worked to demonstrate causality in a suspected reality: malaria was caused by but also 

perpetuated poverty, bolstering the idea that controlling malaria would allow economic growth (Shepard 

1990; Packard 1997; Gallup and Sachs 2001). The formation of the Global Fund and the Gates Foundation 

catalyzed a surge of dedicated funding for malaria (Global Fund 2014; “History - Bill & Melinda Gates 

Foundation” 2014). 

 

The late 1990s and early 2000s also marked a new era in treating malaria, with ACTs as the new first-line 

treatment. This decision followed on the development of resistance to not only CQ but also sulfadoxine-

pyrimethamine (SP) and mefloquine in rapid succession after their introduction (Bloland and Ettling 1999; 

Williams, Durrheim, and Shretta 2004). This created an uncertain but hopeful environment when ACTs 

were introduced as the first-line treatment, pulled from ancient Chinese medical texts and refined through 

scientific research under Mao Zedong in the 1960s. In October 2015, Youyou Tu received the Nobel Prize 

in Medicine for her (re-)discovery of Artemisinin (NobelPrize.org 2015). 

 

WHO added Coartem© to its Model List of Essential Medicines in 2002 and pre-qualified it as the first safe, 

efficacious ACT for treating malaria in 2004 (Premji 2009). ACTs offered hope for global researchers and 

policymakers worried that malaria cases are rarely treated promptly or effectively – and when they are, 

with increasingly ineffective drugs (Arrow, Panosian, and Gelband 2004; Dalrymple 2013; Wilson 2014). 

Accordingly, endemic countries began to revise their treatment policies, often skipping over SP11 as a first-

                                                           
11 Please refer back to page ix as a reference for acronyms and abbreviations throughout the thesis. 
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line treatment option and moving to directly to the effective but expensive combination of treatments 

offered in ACTs (Williams, Durrheim, and Shretta 2004; Amin et al. 2007). 

 

This dissertation is set against the background painted in broad strokes above: increasing attention and 

funding12 for malaria in the 1990s and 2000s; falling13 malaria burden over the same period (see Figure 2, 

below, for evidence of a possible downward trend as well as the discrepancy in numbers between 

different estimations); changing national policies that mandate the use of ACTs in place of CQ despite 

constrained national budgets; high expectations for ACTs and fears about parasites developing resistance 

to it; and intensifying controversy about how to and who should prioritize and use these new funds for 

preventing, diagnosing and treating malaria (Snow et al. 2008; Global Malaria Programme, WHO 2012).  

                                                           
12 In Ghana, funding for malaria rose steadily over the 2000s to a peak in 2011, after which it plateaued and tapered 
slightly (Global Malaria Programme, WHO 2014). 
 
13 Though the downward trend is somewhat accepted, the precise numbers are not. For 2013, WHO reports 

~480,000 admitted cases (and 1,639,451 confirmed cases) against IHME’s estimate of 2,405,896 cases (Global 
Malaria Programme, WHO 2014; Murray et al. 2014). Reported cases were actually rising in Ghana in the period 

just before the AMFm, given increased access to testing in light of the National Health Insurance Scheme (see, as 

one example, (Blanchet, Fink, and Osei-Akoto 2012)).  
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Figure 2: Estimates of malaria mortality in Ghana 2000 - 2013, from the World Health Organization and 
the Global Burden of Disease (Institute of Health Metrics and Evaluation) 
 

SECTION I.3:  GOALS OF THE DISSERTATION  
In this thesis, I examine ACT access achieved through a specific globally designed mechanism (the AMFm) 

introduced for adoption and implementation in a specific country context (Ghana). To do so, I first 

consider policy transfer of the AMFm approach to access, from a global health nerve center (Geneva) to 

Ghana’s capital (Accra), its mixed reception, and its subsequent adoption by Accra-based decision-makers 

and high-level stakeholders (including, but not limited to, politicians). I then shift attention to northern 

Ghana (Tamale, in Northern Region) and the private-sector drug retailers who stocked and priced the 

AMFm-subsidized, quality-assured ACTs (s-QA.ACTs). Ghana adopted and implemented the AMFm with 

success, as validated in the IndE (Independent Evaluation Team 2012). In the rest of this thesis, I tease out 

the nuances behind the adoption and implementation processes of the AMFm pilot in Ghana. 

 

In examining the processes of transfer, adoption, and implementation, I have four principal goals, which 

fit with key lacunae in the literature. The first is straightforward: documentation. The details of the 
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AMFM’s unfolding in Ghana have been only cursorily recorded to date, in the IndE and in a piece on the 

high-level implementation work partially orchestrated by Ghana’s National Malaria Control Program 

(NMCP) (Independent Evaluation Team 2012; K. L. Malm et al. 2013). Some of the processes and 

viewpoints considered in this dissertation are not the sort that always become public or become the 

subject of academic analysis. Yet they are essential to learning how to plan feasible programs and policies.  

 

Laying out the details is a critical task taken up in this thesis and so, therefore, is finding theory that fits 

the case rather than settling for extant theories that only account for a portion of the case material. But 

this is not an admission that practical and theoretical lessons from this case do not generalize. Rather, as 

per Lincoln and Guba, thickness of description is necessary for readers to judge whether part or all of the 

case lessons may be applicable elsewhere (Lincoln and Guba 1986).  

 

Relatedly, second, I assess and emphasize the importance of national stakeholders in global health 

programming by capturing processes and perspectives on the AMFm in Ghana. National and sub-national 

stakeholders enact programs and policies, even if designed at the global level. This implementation must 

be preceded by adoption, with national stakeholders agreeing to (or attempting to block) the program’s 

responsibilities and workload. However, the views and actions of national stakeholders (whether 

considered as high-level figures or as all citizens) are under-represented in the literature and, perhaps, 

the more general discourse around the AMFm.14  

 

Views about the AMFm are distinct from reported awareness of the AMFm or a recounting of the steps 

involved in implementing the AMFm (the latter is done in detail in the IndE as well as a paper authored 

                                                           
14 Of the approximately fifteen empirical articles published between January 2012 and July 2015 (located via a Google 
Scholar search for the keyword “affordable medicines facility” and “AMFm”) on aspects of the AMFm, only one (Rusk 
et al. 2012) documented and reported the subjective views of those involved in adoption and implementation about 
the AMFm and ACTs during Phase I (Rusk et al. 2012; Tougher et al. 2012; Ajayi, Soyannwo, and Akpa 2013; J. L. 
Cohen et al. 2013; Efunshile et al. 2013; O’Meara et al. 2013; Larson et al. 2013; M. A. Briggs et al. 2014; Ezenduka 
et al. 2014; Fink et al. 2014; Morris et al. 2014; Thomson et al. 2014; Tougher et al. 2014; Willey et al. 2014; Joda et 
al. 2015). 
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by members of Ghana’s NMCP (Independent Evaluation Team 2012; L. Malm et al. 2013)).15 In this 

dissertation, by drawing on Ghanaian stakeholder perspectives from direct interviews and other data 

sources and analyzing them in more depth, I offer small counterweight to the under-representation of 

national stakeholder experiences with the AMFm, linking these with AMFm process and outcome findings. 

This includes a description, at least, of some of the risks borne by different national stakeholders in 

adopting and in implementing the AMFm. 

 

Third, I add to the evidence base on the AMFm and the extent to which its access goals were met in Ghana. 

As of July 2015, of the empirical analyses published on the AMFm, none of the single-country studies have 

focused on Ghana, though John Amuasi has on-going work using the IndE data for Ghana (Amuasi et al. 

2012). Here, I examine adoption and implementation processes in more detail, incorporating the 

perspectives of stakeholders involved in these processes as well as retail-level outcomes. I analyze the 

patterns of pricing of s-QA.ACTs, reinforcing and clarifying the findings of the IndE for Ghana.  

 

Fourth, I bring in theoretical frameworks to what has so far been a heavily empirical investigation of 

whether the AMFm achieved its goals in each of the pilot countries. While the scale and intent of the 

AMFm itself justifies it for in-depth study, it also provides a good case for both generating and testing 

hypotheses about adoption and implementation more broadly. I draw on theories that help shed light on 

how these goals were achieved. Rather than applying one theory throughout the thesis, in each analytical 

chapter, I draw on different frameworks best suited to answering the research questions at hand. This 

includes drawing on stakeholder theories and bureaucratic politics, on theories about how policy adoption 

comes about, and how market outcomes are achieved. 

 

From the outset, I emphasize that my goal is not to critique the AMFm as an approach to antimalarial 

financing, delivery, and access. That is, this thesis is not a critique of the AMFm’s theory of change, nor of 

                                                           
15 The IndE, and the stakeholder report that fed into it, report high-level views but do not analyze them; the African-
authored argument for the continuation of the AMFm beyond Phase I expresses some high-level viewpoints about 
the AMFm (Matowe and K’omolo 2011; Talisuna, Adibaku, et al. 2012; Independent Evaluation Team 2012). 
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a pooled approach to financing and procurement, nor the use of the private sector to aid in the delivery 

of an essential health commodity. Rather, the insight and critiques I generate are on the approach taken 

to introducing and implementing the AMFm in pilot countries – and the experimental pilot approach itself.  

 

SECTION I.4:  STRUCTURE OF  THE DISSERTATION  
To address these goals, I trace the AMFm through time and geographic space, down hierarchies of power 

and through the heuristic stages in the process of designing and implementing a policy. A stylized version 

of this policy process starts with the prioritization of a problem, and then the identification and selection 

of a policy solution to that problem. These solutions may be home-grown or transferred in from other 

settings. Once identified and refined, this solution can be endorsed — adopted — and then implemented 

with varying degrees of success relative to the ex-ante goals.  

 

Each stage has distinct stakeholders, decision-makers, and requisite activities which offers a useful and 

intuitive way of dividing the policy process — and a dissertation. Though different researchers present 

slightly different terms, the essence of the policy stages include: (1) priority-setting among problems and 

selection of a solution from alternative proposals; (2) adoption and decision-making; (3) implementation 

and institutional change. Ideally, this includes monitoring and then cycles around to evaluation and 

problem (re-) identification (deLeon 1999; González-Rossetti and Bossert 2000; M. J. Roberts et al. 2008).  

 

This division into policy stages — priority-setting, transfer and adoption, and implementation — provides 

a structure for this thesis. I acknowledge that some researchers question whether this model has a role 

beyond categorization – that is, whether a policy-stages model has any causal explanatory power or is 

overly linear and rigid (Sabatier 2007).16 Nevertheless, the stages are heuristically useful for structure and 

analytically useful as dependent variables (González-Rossetti and Bossert 2000). It is not my intent to 

                                                           
16 A key issue with a stages model is where the policy itself fits in the temporal process. Policy proposals may result 
from the prioritization of a problem but a full-fledged proposal may also beget or frame the problem and fuel its 
prioritization (Wildavsky 1979). A policy proposal that launches an adoption process may be significantly re-worked 
during that time to add critical detail or those details may be left intentionally vague to gain agreement on the 
general idea, leaving the operational nuts-and-bolts to be sorted only during implementation (Matland 1995). 
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improve the heuristic, only to employ it as far as it is useful. I utilize qualitative methods to explore 

adoption and both quantitative and qualitative methods to analyze implementation. 

 

In Figure 3, I provide a timeline of the period covered in this dissertation, including the division by policy 

stage. I also show the timing of the primary data collection that contributed to this thesis. In this figure, I 

visualize how this dissertation’s chapters’ map onto relevant timelines: events related to malaria control 

at both the global and national level as well political-economic events in Ghana. These events are the 

topics of the narratives in Chapters IV and VII and the analysis in V, VI, and VIII. As such, not all of the 

events shown in Figure 3 will be familiar to the reader at this point in the dissertation.  

 

The vertical columns show both (1) chronological time (in the black row) as well as what is covered by (2) 

different policy stages at the global and Ghanaian levels. The rows indicate categories of information 

relevant to this thesis. Above the black timeline row, these include the chapters of the dissertation as well 

as the periods of time during which I collected the primary data that informs this thesis. Below the black 

timeline, I highlight events relating to malaria in Ghana, to Ghana’s political economy, and to global 

decision-making about malaria.  
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Figure 3: Timeline of dissertation data collection and coverage, the AMFm adoption and implementation events 
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Along with this opening in Chapter I, in Chapters II and III, I provide the context and methods of this thesis. 

In Chapter II, I discuss and justify the selection of Ghana as a case for studying the AMFm adoption and 

implementation — as well as outline its limits for the reader to bear in mind throughout. In Chapter III, I 

describe the data sources and methods of collection and organization. Though in each analysis – in 

Chapters V, VI, and VIII – I employ different theoretical frames and empirical approaches, I draw on all 

these data sources throughout and hence introduce the methods early and separate from the individual 

analyses.  

 

The remainder of this thesis is divided into three parts, guided by the policy stages and my perception of 

the critical events in these phases (as highlighted in Figure 3 and described in more detail in Chapters IV 

and VII). The second part addresses the transfer and adoption of the AMFm, focusing on mid-2009 to mid-

2010. The third part addresses implementation, focusing on late-2010 to late-2011. The fourth and final 

part winds up, concludes, and looks forward. Both the second and third parts include what I term case 

narrative chapters that are purely descriptive and case analysis chapters, in which I attempt to make sense 

of the narrative. Chapters IV and VII are narrative; Chapters V, VI, and VIII are analytic.  

 

In the narrative chapters, I use primary data and quotations whenever possible, to allow the reader to 

follow the analyses and consider the interpretations I offer in the subsequent chapters. As possible, I try 

to use the case narratives to introduce all relevant data, such that no new data are introduced in the 

analytic chapters. Where it does not result in long tangents that distract from the narrative, I draw links 

to the broader literature. If the tendency is towards too much detail, recall how little ink has been spilled 

on local processed and Ghanaian perspectives so far in considerations of the AMFm. I have curated the 

material in Chapters IV and VII, so the reader can be assured that what I provide — I feel — serves a 

purpose in the analysis and interpretation that follows. 

 

Chapter IV begins in 2001. When I asked key informants to tell the AMFm story, they often started in 2001. 

In Alice’s Adventures in Wonderland, the King of Hearts advises the White Rabbit: “when you have 

something to say, begin at the beginning and go on till you reach the end” (Carroll 1920). I take this advice 
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and the cue from the respondents to set my starting point. This lays a technical, economic, political, and 

social foundation for the analyses of Ghana’s adoption of the AMFm. In Chapter IV I describe what 

happened. In Chapters V and VI, I analyze how and why Ghana achieved certain policy outcomes under 

the AMFm and why certain obstacles arose, using an appropriate theoretical frame for each analysis.  

 

In Chapter V, I employ a grounded qualitative approach to examine initial, high-level stakeholder reactions 

to the AMFm in Accra when Geneva handed down the idea. By grounded, I mean that the categories of 

answers to research questions comes from considering the range of data itself, rather than from a pre-

defined theoretical framework (Strauss and Corbin 1997). The nature of the data is itself qualitative: 

interview transcripts, meeting minutes, and newspaper reports. The central research question I address 

is: What explains the stands taken by national stakeholders towards and against participating in the 

AMFm’s Phase I? In brief, I find that the public health goals of the AMFm as well as indirect policy goals 

and concerns about reputation help to explain the views of different high-level stakeholders. 

 

In Chapter VI, I use a theory-based qualitative approach of backwards process-tracing to examine the 

adoption of the AMFm in Ghana. By backwards process-tracing, I mean testing hypotheses from 

qualitative data — again the primary data used in this chapter — within a single case, working from the 

outcome back to the causes (Bennett and George 1997; Collier 2011). The central research question of 

this chapter is: To what extent can a multiple-streams approach to policy adoption help clarify Ghana’s 

decision to join in the AMFm’s pilot? The multiple-streams approach (MSA) draws on the work of John 

Kingdon and others to propose that policy change happens only when the right people pay attention to 

the right problem at the right political moment – and a viable, acceptable policy solution is available 

(Kingdon 1995). I also follow other researchers who suggest that MSA can be applied to adoption as well 

as agenda-setting (Lemieux 2002; Zahariadis 2007; Ridde 2009). In brief, I find that MSA only successfully 

fits the case at hand if modified to account for the global and national levels simultaneously. 

 

The pattern of case description followed by case analysis repeats in Chapters VII and VIII, where I focus 

on implementation of the AMFm in Ghana from mid-2010 through mid-2011. In Chapter VII, I describe 
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implementation at both the policy-level, in Accra, and the street-level, in and around the city of Tamale, 

the capital of Ghana’s Northern Region (for the regions of Ghana, see Error! Reference source not found.) 

(Pressman and Wildavsky 1984). This provides a narrative bridge between adoption and implementation 

– as well as between Accra and Tamale — and also introduces Ghana’s decision to use a Recommended 

Retail Price (RRP) as part of its national-level AMFm strategy to facilitate affordability. I also introduce 

some relevant literature in this chapter. In Chapter VIII, the last analytic chapter, I use primarily 

quantitative data and logistic regression analysis to examine retailer compliance with Ghana’s chosen RRP 

in Tamale. The key research questions in these chapters are: Do retailers in Northern Region comply with 

Ghana’s the AMFm RRP? And, does non-compliance vary systematically with features of retailer structure 

or conduct? This aligns with and expands on the pricing outcomes examined in the IndE. In brief, I echo 

the IndE finding of high compliance and target median prices with the RRP, with no clear patterning to 

non-compliance. 

 

The final part of this thesis, Chapters IX and X, provides denouement, conclusions, and reflections. In 

Chapter IX, I provide a brief closure to the overarching case narrative, covering events from late-2011 to 

mid-2014, as the Global Fund and Ghana decided to move forward after the Phase I experimental pilot 

closed. I then conclude, in Chapter X, with a summary of the findings, the contributions of each analysis, 

and the implications of the collective findings for future practice and research.  

 

Again, the AMFm was simultaneously innovative and part of a cycle of enthusiastic global efforts to treat 

malaria in SSA; efforts that are not always sustained. In the next section, I further justify the AMFm as an 

important program to study and consider why Ghana provides a suitable case for so doing. 

 


