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Abstract. Malaria remains a main cause of morbidity and mortality in Cameroon. Since 2021, the U.S. President’s
Malaria Initiative Impact Malaria Project has supported the National Malaria Control Program to develop the Champions
program in two northern regions. We assessed this program’s preliminary effectiveness on the performance of hospitals
in the management of severe malaria and reduction of malaria-related deaths. We conducted a secondary analysis of
Outreach Training and Supportive Supervision (OTSS) data from four rounds (one round pre-Champions program and
three rounds post-Champions program and 2020–2022 malaria-related mortality data for 12 hospitals). Using linear
regressions, we measured changes in hospital readiness and competency of health workers in the management of
severe malaria between baseline and subsequent rounds. There were statistically significant improvements in overall
management of severe malaria scores in post-Champions OTSS rounds, with post-Champions round 3 exhibiting
an increase of 114% (P 5 0.013) over baseline. Overall health facility readiness scores exhibited an increase of 17%
(P 5 0.006) from baseline to post-Champions round 3. There were no statistically significant findings associated with
providing the right treatment, as nearly all patients hospitalized with severe malaria were treated with a recommended
severe malaria treatment. Reported inpatient malaria deaths and case fatality rates trended downward from 2020 to
2022, but these differences were not statistically significant. The Champions program resulted in significant improve-
ments in quality of inpatient care for severe malaria. The downward trends in malaria deaths and case fatality rate
will require further monitoring to determine whether the Champions program is having the desired impact of reducing
inpatient deaths from malaria.

INTRODUCTION

Despite declines in cases and deaths since 2000, malaria
remains one of the main causes of morbidity and mortality in
Cameroon. The percentage of hospital admissions that were
diagnosed with malaria dropped in the general population
from 41% in 2000 to 24.0% in 2014 and 23.6% in 2016 but
then increased to 28% in 2019.1–3 In 2020, severe malaria
cases accounted for 49% of all malaria cases reported in
Cameroon (2020 National Malaria Control Program [NMCP]
report, Cameroon Ministry of Health, unpublished), which is
far higher than what is reported by the WHO for similar set-
tings (between 3% and 10%). In the same year, the propor-
tion of severe malaria cases reported by the NMCP in the
North and the Far North were 56% and 47%, respectively.
According to this report, the percentages of deaths attrib-
uted to malaria in children under 5 years were 44.8% and
48%, respectively, in the North and Far North regions, com-
pared with 35.5% at the national level.
Since 2019, the U.S. President’s Malaria Initiative (PMI)

Impact Malaria project has supported quality improvement
for malaria case management in multiple countries, including
implementation of Outreach Training and Supportive Super-
vision (OTSS), by using structured checklists to monitor the
readiness of health facilities and competency of health work-
ers in the management of uncomplicated malaria and the
performance of malaria microscopy testing and rapid diag-
nostic tests (RDTs). The OTSS has been expanded under
PMI Impact Malaria to include additional checklists for

malaria in pregnancy and severe malaria.4 The Cameroon
NMCP, with support from PMI Impact Malaria, launched and
implemented OTSS to reinforce the quality of facility-based
care, including inpatient management of severe malaria in
the North and Far North regions, which carry the heaviest
burden of malaria in the country. During OTSS visits, the
readiness of the facilities as well as the competency of
health workers is assessed through chart reviews of severe
malaria inpatient cases (see Materials and Methods for more
details). The data gathered through initial OTSS rounds iden-
tified a very small percentage of inpatient facilities that had
health workers that were competent in the overall manage-
ment of severe malaria (2% in round 1 and 3% in round 2),
with poor scores in both initial assessment of patients and
management of complications.5

Several studies conducted in similar settings have highlighted
the gaps in inpatient care for severe malaria.6–10 A cross-
sectional survey of health facilities in 11 districts in Uganda
demonstrated that none of the inpatient facilities had all
seven components of a basic care package for the manage-
ment of severe malaria during the 3 months prior to the sur-
vey.6 Prompt care was reported for only 29% of patients,
whereas severe malaria was correctly diagnosed in 27%.
Elnour et al. reported that half of the health care providers
(46.7%) in 20 hospitals in Gezira State, Sudan, did not receive
training in severe malaria management, with just over half
(55.4%) achieving a passing score on knowledge of severe
malaria management.7 Overall compliance with severe malaria
guidelines was just 2.2%.7

The MalariaCare project that preceded the PMI Impact
Malaria project took important steps to address this issue
of poor management of severe malaria by elaborating and
implementing a series of tools—for mentoring on severe
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malaria (including triage, diagnosis, and treatment) and for
assessing management of severe malaria—that were impor-
tant for quality improvement.11,12 Based on the poor results
documented during OTSS visits and building on the lessons
learned from MalariaCare, PMI Impact Malaria worked with
the Cameroon NMCP to develop and implement a more tai-
lored quality improvement approach, as a supplement to
OTSS, to address the poor performance of hospitals and
their providers in severe malaria management. It did this by
focusing on internal quality improvement activities to rein-
force and sustain the quality of care for severe malaria cases
with the goal of reducing malaria-related inpatient deaths.
Since 2021, PMI Impact Malaria has worked with the NMCP
and stakeholders to develop and implement this new approach,
called the Champions program, in the hospitals in the Far North
and North regions. The program included training selected clini-
cians from district hospitals on the management of severe
malaria and its complications, equipping the clinicians with the
skills to become Champions mentors in the management of
severe malaria for other staff in their hospitals, and implement-
ing internal quality assurance activities in their hospitals to
improve the management of severe malaria. These activities
included creating an internal quality committee to identify chal-
lenges in severe case management and solutions to address
them and conducting monthly case reviews and death audits.
The U.S. President’s Malaria Initiative Impact Malaria coor-

dinated with the NMCP and health districts, using health
management information system (HMIS) data, to select the
hospitals that reported the highest number of deaths from
malaria to participate in this program. These activities tar-
geted 11 district hospitals and five regional hospitals that
serve as referral facilities for the whole population of the
North (3,098,009 inhabitants) and the Far North (5,104,209
inhabitants) regions. While implementing the Champions pro-
gram, the NMCP continued to implement regular OTSS visits
as an external quality improvement approach using trained
health district supervisors to monitor the quality of care for
case management of severe malaria, as well as to monitor
HMIS data on malaria-related deaths in the targeted hospitals.
Champions program implementation process.
Training. Thirty clinicians who were providing care to

severe malaria cases in outpatient, internal medicine, and
pediatric wards were prioritized for this training; 14 hospitals
sent two participants each, while two hospitals sent one
each. These clinicians were selected to be Champions can-
didates based on their willingness and interest in sharing the
knowledge they acquired during training to mentor their col-
leagues and support improvements in the management of
severe malaria in their respective hospitals. Training was
conducted at the University Teaching Hospital (UTH) in
Yaound�e to provide the best opportunity to improve the
knowledge and skills of these clinicians on the identification
and management of each complication through hands-on
training supported by expert mentors from UTH. This training
was conducted by eight mentors from the teaching hospital
who were considered the best teachers, knowledgeable of
the subject matter, and willing to contribute to the program.
The final list of mentors was determined by the UTH leader-
ship and the NMCP.
The training curriculum was developed based on WHO and

national treatment guidelines, as well as the UTH curriculum.13

The training focused on the following: national and global

malaria case management and prevention policies and guide-
lines, malaria epidemiology, physiology and pathology of
malaria in vulnerable groups, and the management of severe
febrile illness, including malaria and other conditions. The
training also focused on critical care management of the com-
plications of severe malaria, such as hypoglycemia, alteration
of consciousness, seizures, and acid-base and fluid imbal-
ances. Training on preparation and dosing of intravenous
artesunate- and artemisinin-based combination therapy (ACT)
follow-up treatment was also covered. The training lasted
2weeks, which allowed enough time for both theory sessions
and a practicum. For the practicum, participants took part in
rotations on the internal medicine, pediatrics, and maternity
services, participated in rounds with attending physicians, and
discussed cases with mentors.
Posttraining activities. After their training, all 30 trained clini-

cians became Champions who worked with their hospital and
local health staff to create a quality committee, composed of
the hospital staff, that coordinated a series of internal quality
improvement activities aimed at reinforcing the capacity to
manage cases of severe malaria. These activities encom-
passed the following:

1. A 2-day cascade training on severe malaria facilitated by the
Champions for the hospital staff. Overall, 407 health workers
participated in this training (hospital reports).

2. Monthly quality meetings during which charts of inpatient
severe malaria cases were reviewed to identify and discuss
gaps in care and to develop recommendations for the hospital
management team. In the hospitals targeted, 119 charts were
reviewed during the assessment period (hospital reports).

3. Monthly death audits to validate the appropriateness of the
diagnosis of severe malaria, to correct the reporting of deaths,
and to review the inpatient management and proposed solu-
tions to gaps in care. A total of 42 deaths had been audited
during the intervention period in the hospitals targeted (hospi-
tal reports).

4. Quarterly meeting of quality committees with district and
regional health authorities to review quality and outcome
data and to discuss possible corrective actions, such as the
procurement of missing commodities and equipment and
improvement in documentation.

The overall aim of this study was to evaluate the effect of
the Champions program on the performance of hospitals in
the management of severe malaria. More specifically, this
study assessed trends in: 1) the readiness of targeted hospi-
tals in the availability of critical tools before and after the
implementation of the program; 2) the competency of health
workers in these hospitals in the overall management of
severe malaria before and after the launch of the program;
3) key subcomponents in the management of severe malaria
(patient assessment, providing the right antimalarial treat-
ment according to norms, and correctly treating the different
complications from severe malaria); and 4) the number of
deaths and the case fatality rate among patients with con-
firmed malaria in these hospitals since the launch of the
Champions program, in comparison with the previous year.

MATERIALS AND METHODS

Study design. This study conducted a secondary analysis
of data from four rounds of OTSS in 12 of 16 hospitals
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participating in the Champions program. The remaining four
facilities did not receive OTSS visits during the study period
because of security concerns in their catchment area. One
OTSS round was conducted before implementation of
the Champions program (pre-Champions) and three rounds
were conducted postimplementation (post-Champions round 1,
post-Champions round 2, and post-Champions round 3). The
timing for each round can be found in Table 1. The severe
malaria checklist was completed by reviewing one or two
inpatient records during an OTSS visit. The readiness checklist
was completed once for each health facility during each OTSS
visit. Specific data elements were extracted from the health
facility readiness checklist (Supplemental Table 1) and the
OTSS inpatient severe malaria checklist (Supplemental Table
2). In addition, data on malaria-related deaths and the number
of malaria cases admitted in the 12 hospitals were extracted
from the national HMIS data for 1 year before the implementa-
tion of the program (2020) and for 2years post-Champions
program implementation (2021 and 2022).
Measures and variables. The OTSS facility readiness

checklist was used to evaluate overall facility readiness and
the availability of commodities, documentation, and materi-
als to support the management of severe malaria cases.
Facility readiness was defined as achieving an overall score
of 90% or more on the health facility readiness checklist.
In addition, subcomponents of the health facility readiness
checklist, including availability of trained personnel, ACT avail-
ability for all age ranges, availability of injectable artesunate/
artemether, availability of materials, and availability of docu-
mentation, were used in this analysis. The last two subcompo-
nents were analyzed as continuous variables. The remaining
subcomponents were analyzed as binary variables. Compe-
tency to manage severe malaria was defined as achieving a
score of 90% or more on the inpatient severe malaria check-
list. Key steps in the management of these cases were also
assessed using composite indicators or subsections of the
checklist. These included initial patient assessment and labo-
ratory testing (patient assessment score) and prescribing of
specific treatments for severe malaria (providing the right treat-
ment) and its complications (hypoglycemia, severe anemia,
and alteration of consciousness). These variables were left as
continuous variables.
Malaria death and case fatality rates in the 12 hospitals

were drawn from the national HMIS data validated by the
government and were calculated for all sociodemographic
groups combined. The malaria case fatality rate was defined
as the number of malaria deaths divided by the total number
of malaria cases admitted (by RDT and/or microscopy) to
the 12 targeted hospitals.

Analyses. The team generated descriptive statistics for
the overall facility readiness score (i.e., proportion achieving
a score of $90%) and calculated the proportions for the
single-item variables (availability of injectable artesunate/
artemether and ACT per age group) and the average facility
score for the composite variables (e.g., availability of docu-
mentation and materials).
The study team generated descriptive statistics for facility

competency in the management of severe malaria (i.e., pro-
portion achieving a score of $90%) and averages (sum of
the scores divided by the number of records reviewed) for
the different subcomponents in the management of severe
malaria (patient assessment, providing the right treatment,
and management of hypoglycemia, severe anemia, and
alteration of consciousness).
Using the scores (dependent variables) for overall man-

agement of severe malaria, patient assessment, providing
the right treatment, health facility readiness, material avail-
ability, and documentation availability, simple linear regres-
sions were performed using Stata (v. 15.1) to assess the
percent change between the OTSS pre-Champions round
(baseline/reference group) and the post-Champions rounds 1,
2, and 3 (independent variables). Linear regressions were per-
formed as opposed to a nonparametric Wilcoxon signed-rank
test because only five facilities consistently received OTSS vis-
its across all four rounds, greatly reducing the sample size for
the Wilcoxon test. Regressions were deemed significant when
the P value was less than 0.05.
Additionally, the study team performed the x2 test to

assess the relationship between overall deaths and the non-
parametric Wilcoxon rank sum test to assess the difference
between the case fatality rates from 2020 (reference), 2021,
and 2022. These analyses were performed for 10 of the 12
targeted hospitals, as two of the hospitals were excluded
because of missing data for more than 1 month during the
period being assessed.

RESULTS

Across the four rounds of OTSS, not all the facilities
received an OTSS visit, which led to differing sample sizes
ranging from 9 to 11 health facilities (Table 1). Overall,
46 record reviews were included in the analysis of the
four rounds of OTSS data: 10 reviews for pre-Champions
(April–May 2021), 14 reviews for post-Champions round 1
(August–November 2021), 11 reviews for post-Champions
round 2 (February 2022), and 11 reviews for post-Champions
round 3 (September–October 2022) (Table 1).
Results for the key variables assessed are shown in Table

2 and Figure 1. The proportion of hospitals that reached a
score of 90% or more in competency in the management of
severe malaria and health facility readiness increased from
0% by pre-Champions to 50% and 50%, respectively, by
post-Champions round 3. Average scores for patient assess-
ment, providing the right treatment, availability of materials,
and availability of documentation increased through all post-
Champions rounds in comparison with those of the pre-
Champions round.
A linear regression model demonstrated that in comparison

with the pre-Champions scores, there were statistically signifi-
cant increases in post-Champions scores for the overall man-
agement of severe malaria and health facility readiness as well

TABLE 1
Numbers of facilities and records reviewed from each round of OTSS

OTSS rounds
Number of
facilities

Number of
records
reviewed

Records per
facility

Pre-Champions (April–May 2021) 9 10 1–2
Post-Champions round 1

(August–November 2021)
11 14 1–2

Post-Champions round 2
(February 2022)

11 11 1

Post-Champions round 3
(September–October 2022)

11 11 1

OTSS5 Outreach Training and Supportive Supervision.
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as for average scores for subcomponents, such as patient
assessment and material availability. For the management of
severe malaria, regression analysis demonstrated modeled
increases of111% (P5 0.04) and114% (P5 0.01), respec-
tively, in post-Champions round 2 and post-Champions
round 3 in comparison with pre-Champions (Table 3). There
also were statistically significant increases in modeled patient
assessment scores of116% (P5 0.03) and121% (P5 0.06)
when post-Champions round 2 and post-Champions round 3,
respectively, were compared to pre-Champions scores.
The regression model for health facility readiness scores

exhibited an increase for post-Champions rounds 1, 2, and 3
in comparison with pre-Champions of 17% (P 5 0.003),
16% (P5 0.01), and17% (P5 0.006), respectively (Table 3).
The model for materials availability for all post-Champions
rounds had a statistically significant increase compared with
that for pre-Champions, of 114%, 116%, and 115%,
respectively (P,0.001).
There were no statistically significant changes in the model

pre-Champions to post-Champions in providing the recom-
mended malaria treatment of severe malaria in national treat-
ment guidelines, as the use of recommended treatments was
high prior to the launch of the Champions program.
The associations between pre- and post-Champions pro-

gram rounds of OTSS for additional variables such as com-
plications (e.g., anemia, hypoglycemia, and conscience),
ACT availability, and injectable artesunate/artemether avail-
ability could not be assessed because of insufficient sample
size. Across all rounds, ACTs and injectable artesunate
and/or artemether were available in nearly all facilities, pre-
venting the regression analyses from being conducted.

Trends in malaria deaths and case fatality rate in
targeted hospitals. For 10 of the participating hospitals, all
malaria-related death reports as well as the total number of
malaria cases admitted for all age groups were available
from the HMIS and were used to calculate the case fatality
rate for the January–December period of the years 2020,
2021, and 2022. For the period of the study, we observed
that in 2022, the number of deaths was lower than for the
years 2021 and 2020 (Table 4). The aggregate malaria case
fatality rate across these 10 hospitals trended downward
from 3.2% in 2020 to 3.1% in 2021 and 3.0% in 2023,
although these reductions were not statistically significant
(Table 4).

DISCUSSION

This analysis of both OTSS and data in a limited sample of
hospitals provides encouraging evidence of improvement
in the quality of severe malaria management after implementa-
tion of the Champions program. Over the 2years, as the pro-
gram activities were implemented and reinforced, improvements
in the overall management of cases and particularly patient
assessment have increased and been sustained in comparison
with the period before the launch of this program. Similarly,
hospital readiness also improved, particularly the availability
of materials, such as guidelines and job aids.
During the same period, hospital deaths decreased and

the case fatality rate trended downwards, although these
decreases were not statistically significant. The small num-
bers of recorded hospital deaths in the 10 hospitals where
data were available limited the power of these analyses. The

TABLE 2
Scores for facility readiness, competency in the management of severe malaria, and components in pre-Champions and post-Champions

OTSS rounds

Scores Pre-Champions
Post-Champions

round 1
Post-Champions

round 2
Post-Champions

round 3

Percentage of health facility observations
scoring $90% in the management of
severe malaria

0.0%
n 5 10

14.3%
n 5 14

36.4%
n 5 11

50.0%
n 5 10

Patient assessment (average) 56.7%
n 5 10

65.4%
n 5 14

72.9%
n 5 11

77.7%
n 5 10

Providing the right treatment (average) 85.7%
n 5 10

94.5%
n 5 14

95.4%
n 5 11

93.7%
n 5 10

Complications: hypoglycemia (average) 100.0%
n 5 1

100.0%
n 5 2

100.0%
n 5 2

NA

Complications: severe anemia (average) 96.0%
n 5 5

65.0%
n 5 4

92.0%
n 5 5

100.0%
n 5 6

Complications: alteration of consciousness
(average)

0.0%
n 5 1

75.0%
n 5 4

100.0%
n 5 2

100.0%
n 5 4

Percentage of health facilities scoring $90%
in the health facility readiness

0.0%
n 5 9

36.4%
n 5 11

54.5%
n 5 11

60.0%
n 5 10

Material availability (average) 84.1%
n 5 9

98.0%
n 5 11

100.0%
n 5 11

98.9%
n 5 9

Documentation availability (average) 83.2%
n 5 9

86.2%
n 5 11

90.7%
n 5 11

94.0%
n 5 10

ACT availability for infants (proportion) 88.9%
n 5 9

90.9%
n 5 11

100.0%
n 5 11

100.0%
n 5 10

ACT availability for children (proportion) 100.0%
n 5 9

100.0%
n 5 11

90.9%
n 5 11

100.0%
n 5 10

ACT availability for adolescents (proportion) 100.0%
n 5 9

81.8%
n 5 11

90.9%
n 5 11

90.0%
n 5 10

ACT availability for adults (proportion) 88.9%
n 5 9

81.8%
n 5 11

100.0%
n 5 11

90.0%
n 5 10

Injectable artesunate/injectable artemether
availability (proportion)

100.0%
n 5 9

100.0%
n 5 11

90.9%
n 5 11

80.0%
n 5 10

ACT5 artesunate- and artemisinin-based combination therapy; NA5 no available data; OTSS5 Outreach Training and Supportive Supervision.
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small sample also prevented controlling for other factors that
might have impacted the malaria fatality rates, such as age
and socioeconomic status of the patients, changes in trans-
mission intensity, delays in care-seeking, changes in the
availability of diagnosis and treatment of uncomplicated
malaria, and the type of complications diagnosed. As this
program is expanded, there will be additional opportunities
to assess whether the improvements in the quality of case
management for severe malaria can be linked to reductions
in inpatient mortality and case fatality rate.
These results reinforce the findings of reports of similar

interventions that have demonstrated the positive impact of
quality improvement interventions on severe malaria case
management.14,15 For example, in Nigeria, a 2021 project
brief for the Support to the National Malaria Program Phase
2 (SuNMaP2) project reported on the improvement of inpa-
tient malaria case management and health system readiness
in 62 hospitals in six states where in-service programmatic
interventions, like those implemented through the Cham-
pions program (such as in-service malaria case management
trainings for health workers, distribution of national guide-
lines and job aids, and integrated supportive supervision),

were implemented along with annual quality improvement
cycles that include postassessment feedback, the creation of
hospital quality improvement teams, and supportive follow-up
visits.15 These activities produced a positive impact on the
quality of care. From two assessment rounds undertaken in
2019 and 2020, injectable artesunate availability increased by
114% to 150% in four states, and its use for severe malaria
increased in all states by16% to151%.15

Building on the lessons learned from other project experi-
ences in quality improvement for severe malaria, the
Champions program package deployed internal quality improve-
ment interventions, including death audits and quarterly case
reviews, reinforced by external quality improvement approaches
such as mentoring and training and a robust monitoring
approach. Other countries could learn from this approach to
quality improvement of inpatient care for severe malaria and
consider adopting it.
The primary limitation of this analysis was the small number

of facilities and patient records and the limited time period
assessed. Because the analysis included only 12 health facili-
ties and a small number of records were reviewed, the study
team was limited in the robustness of statistical analyses.

FIGURE 1. Box-and-whiskers plot of the management of severe malaria and health facility readiness across four rounds of Outreach Training
and Supportive Supervision (OTSS). (A) Management of severe malaria. (B) Health facility readiness. Source: OTSS data, 2021–2022. OTSS 5
Outreach Training and Supportive Supervision.

TABLE 3
Regression analysis of facility readiness and competency in the management of severe malaria comparing pre-Champions OTSS scores to

post-Champions OTSS scores*

Variables Pre-Champions
Post-Champions round 1

% change (95% CI)
Post-Champions round 2

% change (95% CI)
Post-Champions round 3

% change (95% CI)

Overall management of severe malaria (score) Ref 3.3 (–7.0 to 13.6)
P 5 0.519

11.3 (0.4–22.1)
P 5 0.042

14.3 (3.2–25.4)
P 5 0.013

Patient assessment (score) Ref 8.7 (–4.9 to 22.4)
P 5 0.204

16.2 (1.8–30.6)
P 5 0.029

21.0 (6.2–35.8)
P 5 0.006

Providing the right treatment (score) Ref 8.8 (–0.6 to 18.2)
P 5 0.065

9.7 (–0.2 to 19.6)
P 5 0.056

8.0 (–2.1 to 18.1)
P 5 0.119

Health facility readiness score (score) Ref 6.9 (2.5–11.3)
P 5 0.003

5.9 (1.5–10.3)
P 5 0.010

6.5 (2.0–11.0)
P 5 0.006

Material availability (score) Ref 13.9 (7.6–20.2)
P 5 0.000

15.9 (9.6–22.2)
P 5 0.000

14.8 (8.3–21.3)
P 5 0.000

Documentation availability (score) Ref 3.0 (–8.5 to 14.4)
P 5 0.604

7.5 (–4.0 to 19.0)
P 5 0.193

10.8 (–1.0 to 22.5)
P 5 0.071

CI5 confidence interval; OTSS5 Outreach Training and Supportive Supervision; Ref5 reference variable: round 3.
*Regression analysis was not possible for ACT availability by age group as ACTs were available at almost all facilities across all rounds. Regression analysis also was not possible for

complications (hypoglycemia, anemia, alteration of consciousness) due to small sample sizes.
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Nonetheless, significant improvements in both readiness and
competency were documented. Because of the small sample
size, though, the effect of the program on the management of
complications in these hospitals, which was the major focus of
the training of the Champions, could not be assessed. As the
Champions program is expanded to other facilities and addi-
tional experience is gathered in the existing facilities, future
assessment of the program’s effect on management of com-
plications will be warranted.
This analysis also relied on data collected through pro-

grammatic activities, which are potentially prone to data
quality issues. However, the use of a digital platform to col-
lect OTSS data likely mitigated some data quality issues.
Using HMIS data to assess inpatient deaths and case fatality
rates also has its limitations, including that malaria cases
include all patients admitted who tested positive for malaria,
which likely resulted in some patients with comorbidities
being misclassified. Case-control studies may be able to
better elucidate the link between these quality improvement
activities and hospital mortality. Other limitations included
nonrandom selection of districts and hospitals participating
in the study and the lack of control facilities that were not
implementing the Champions program. This analysis also
could not control for other factors that might have affected
malaria transmission and mortality, including changes in rain
patterns, changes in availability of malaria diagnosis and
treatment services, civil unrest, and other factors.
As management of the complications of severe malaria has

often been neglected as a strategic priority, the Champions
program has been an important additional intervention to sup-
plement other quality improvement efforts, such as the OTSS,
to address the quality of inpatient care for severe malaria and
the high hospital mortality rate of malaria in Cameroon. The
combination of training clinicians to become Champions, fol-
lowed by internal quality improvement activities, and reinforce-
ment by OTSS visits has the potential to make a significant
difference in the quality of management of severe malaria
cases and may reduce deaths from malaria. Further benefits to
the quality of inpatient care of severe malaria and further reduc-
tions in inpatient deaths may be achieved if this Champions
program is sustained and expanded to hospitals throughout
Cameroon and in other countries.

Received August 9, 2023. Accepted for publication December 7,
2023.

Published online February 6, 2024.

Note: Supplemental material appears at www.ajtmh.org.

Acknowledgments: We thank the U.S. Agency for International
Development, whose funding made this program possible, and
the National Malaria Control Program for its full collaboration in the
design and implementation of the program. We also thank the
Impact Malaria Cameroon team, who implemented the program and
documented the information to make this article a reality. In addition,
we thank the support team at Impact Malaria headquarters who
actively participated in writing and reviewing this article, particularly
Lawrence Barat, who played a key role in providing technical guid-
ance and scientific review of the paper.

Financial support: Funding for this evaluation was provided by the
U.S. President’s Malaria Initiative through the U.S. President’s Malaria
Initiative Impact Malaria Project (contract number 7200AA18C00014).

Disclosure: The contents are the responsibility of the authors and do
not necessarily reflect the views of the U.S. Agency for International
Development or the U.S. Government. The study team received a
nonresearch determination from the Population Services International
Research Ethics Board (equivalent of an institutional review board)
and the Ministry of Health’s Comit�e National d’Ethique pour la
Recherche en Sant�e Humaine (2023/08/1553/CE/CNERSH/SP) in
Cameroon. All facility names and personal identifiable information
were removed from the data set used for this analysis.

Authors’ addresses: Eric Tchinda Meli, U.S. President’s Malaria Ini-
tiative Impact Malaria Project, Jhpiego, Yaound�e, Cameroon, E-mail:
eric.tchinda@jhpiego.org. Yves-Marie Bernard, Annie Coriolan
Ciceron, Jadmin Mostel, and Lawrence M. Barat, U.S. President’s
Malaria Initiative Impact Malaria Project, Population Services Interna-
tional, Washington, DC, E-mails: ybernard@psi.org, aciceron@psi.
org, jmostel.phc@gmail.com, and lbarat@psi.org. Jo€el Marcellin
Ateba, Programme National de Lutte contre le Paludisme, Yaound�e,
Cameroon, E-mail: atebadoc@gmail.com. Landry Tchoutang, Abas
Moulium, Christophe Tchadjeu, and Olivier Palata, U.S. President’s
Malaria Initiative Impact Malaria Project, Association Camerounaise
pour le Marketing Social, Yaound�e, Cameroon, E-mails: ltchoutang@
acms-cm.org, amouliom@acms-cm.org, ctchadjeu@acms-cm.org,
and opalata@psimali.org. Mohamadu Wirngo and Aissata Fofana,
U.S. President’s Malaria Initiative, U.S. Agency for International
Development, Yaound�e, Cameroon, E-mails: mwirngo@usaid.gov
and afofana@usaid.gov.

This is an open-access article distributed under the terms of the
Creative Commons Attribution (CC-BY) License, which permits
unrestricted use, distribution, and reproduction in any medium, pro-
vided the original author and source are credited.

REFERENCES

1. Minist�ere de la Sant�e Publique, Programme National de Lutte
Contre le Paludisme, 2015. Rapport d’Activit�es du Programme
National de Lutte Contre le Paludisme en 2014.

2. Minist�ere de la Sant�e Publique, Programme National de Lutte
Contre le Paludisme, 2017. Rapport d’Activit�es du Programme
National de Lutte Contre le Paludisme en 2016. Available at:
https://malariaportal.org/sites/default/files/2023-11/CAM-505_
%20Rapport%20D_Activites%20du%20Programme%20
National%20de%20Lutte%20Contre%20le%20Paludisme_
2016.pdf. Accessed January 11, 2024.

3. Minist�ere de la Sant�e Publique, Programme National de Lutte
Contre le Paludisme, 2020. Rapport d’Activit�es du Programme
National de Lutte Contre le Paludisme en 2019. Available at:
http://onsp.minsante.cm/sites/default/files/publications/230/
Rapport%20d%27activit_s%20PNLP%202019.pdf. Accessed
January 11, 2024.

4. Bernard YM, et al., 2024. Clinical Outreach Training and Sup-
portive Supervision quality-of-care analysis: Impact of readi-
ness factors on health worker competencies in malaria case
management in Cameroon, Mali, and Niger. Am J Trop Med
Hyg 110 (Suppl 3): 35–41.

5. PMI Impact Malaria, 2022. U.S. President’s Malaria Initiative
Impact Malaria Project Annual Performance Report, Project Year

TABLE 4
Comparison of malaria death and case fatality rates for 10

participating hospitals in 2020 (pre-Champions program) to 2021
and 2022 (post-Champions program)*

Statistical test and statistic 2020 2021 2022

Chi-square test
Number of deaths 510 514 332
Number of malaria cases

admitted
16,140 16,337 11,114

x2 (P value) Ref 0.0049
(P 5 0.944)

0.6551
(P 5 0.418)

Wilcoxon signed-rank test
Case fatality rate 3.2% 3.1% 3.0%
Median 3.2% 3.1% 3.0%
z-value (P value) Ref 0.051

(0.9594)
1.070

(0.2845)
Ref5 reference.
*Source: Cameroon National HMIS Data.

QUALITY IMPROVEMENT OF SEVERE MALARIA CASE MANAGEMENT 81

http://www.ajtmh.org
mailto:eric.tchinda@jhpiego.org
mailto:ybernard@psi.org
mailto:aciceron@psi.org
mailto:aciceron@psi.org
mailto:jmostel.phc@gmail.com
mailto:lbarat@psi.org
mailto:atebadoc@gmail.com
mailto:ltchoutang@acms-cm.org
mailto:ltchoutang@acms-cm.org
mailto:amouliom@acms-cm.org
mailto:ctchadjeu@acms-cm.org
mailto:opalata@psimali.org
mailto:mwirngo@usaid.gov
mailto:afofana@usaid.gov
https://creativecommons.org/licenses/by/4.0/
https://malariaportal.org/sites/default/files/2023-11/CAM-505_%20Rapport%20D_Activites%20du%20Programme%20National%20de%20Lutte%20Contre%20le%20Paludisme_2016.pdf
https://malariaportal.org/sites/default/files/2023-11/CAM-505_%20Rapport%20D_Activites%20du%20Programme%20National%20de%20Lutte%20Contre%20le%20Paludisme_2016.pdf
https://malariaportal.org/sites/default/files/2023-11/CAM-505_%20Rapport%20D_Activites%20du%20Programme%20National%20de%20Lutte%20Contre%20le%20Paludisme_2016.pdf
https://malariaportal.org/sites/default/files/2023-11/CAM-505_%20Rapport%20D_Activites%20du%20Programme%20National%20de%20Lutte%20Contre%20le%20Paludisme_2016.pdf
http://onsp.minsante.cm/sites/default/files/publications/230/Rapport%20d%27activit_s%20PNLP%202019.pdf
http://onsp.minsante.cm/sites/default/files/publications/230/Rapport%20d%27activit_s%20PNLP%202019.pdf


4: Fiscal Year 2021. Washington, DC: PMI Impact Malaria. Avail-
able at: https://assets.speakcdn.com/assets/2594/pmi_impact_
malaria_annual_report_year_4.pdf. Accessed January 11, 2024.

6. Achan J, Tibenderana J, Kyabayinze D, Mawejje H, Mugizi R,
Mpeka B, Talisuna A, D’Alessandro U, 2011. Case manage-
ment of severe malaria – a forgotten practice: experiences
from health facilities in Uganda. PLoS One 6: e17053.

7. Elnour FA, Alagib MEA, Bansal D, Farag EABA, Malik EM, 2019.
Severe malaria management: current situation, challenges and
lessons learned from Gezira State, Sudan. Malar J 18: 170.

8. Moffitt CA, Olupot-Olupot P, Onen JW, O’Brien N, 2023. Adher-
ence to severe malaria treatment guidelines in children at
a Ugandan regional hospital: a baseline assessment for a
malaria treatment quality improvement project. Malar J 22: 67.

9. Chiabi A, Takou V, Tchokoteu P-F, Ngo S, Essoh L, 2009. Initial
treatment of severe malaria in children is inadequate – a study
from a referral hospital in Cameroon. S Afr J Child Health 3: 9–11.

10. Cohen JL, Leslie HH, Saran I, Fink G, 2020. Quality of clinical
management of children diagnosed with malaria: a cross-
sectional assessment in 9 sub-Saharan African countries
between 2007–2018. PLoS Med 17: e1003254.

11. MalariaCare, 2017. Continuing malaria education modules. Mod-
ule 1: severe malaria—triage, diagnosis, and treatment. The

MalariaCare Toolkit: Tools for Maintaining High-Quality Malaria
Case Management Services. Available at: https://malariacare.
files.wordpress.com/2017/08/severe-malaria-mentoring-module.
pdf.

12. MalariaCare, 2017. Checklist for assessing management of severe
malaria. The MalariaCare Toolkit: Tools for Maintaining High-
Quality Malaria Case Management Services. Available at: https://
malariacare.files.wordpress.com/2017/08/severe-malaria-checklist.
pdf.

13. Minist�ere de la Sant�e Publique, Programme National de Lutte
Contre le Paludisme, 2019. Guide de Prise en Charge duPpa-
ludisme au Cameroun �a l’Usage du Personnel de Sant�e.
Yaound�e, Cameroon: Minist�ere de la Sant�e Publique, Pro-
gramme National de Lutte Contre le Paludisme.

14. Zurovac D, Machini B, Kiptui R, Memusi D, Amboko B, Kigen S,
Njiri P, Waqo E, 2018. Monitoring health systems readiness
and inpatient malaria case-management at Kenyan county
hospitals. Malar J 17: 213.

15. Malaria Consortium, 2021. Monitoring and Improving Inpatient
Malaria Case Management and Health Systems Readiness in
Hospitals in Nigeria. Available at: https://www.malariaconsortium.
org/media-download-file/202109091124/210903technicalbrief
monitoringandimprovinginpatientmalariacasemanagement.pdf.

TCHINDA MELI AND OTHERS82

https://assets.speakcdn.com/assets/2594/pmi_impact_malaria_annual_report_year_4.pdf
https://assets.speakcdn.com/assets/2594/pmi_impact_malaria_annual_report_year_4.pdf
https://malariacare.files.wordpress.com/2017/08/severe-malaria-mentoring-module.pdf
https://malariacare.files.wordpress.com/2017/08/severe-malaria-mentoring-module.pdf
https://malariacare.files.wordpress.com/2017/08/severe-malaria-mentoring-module.pdf
https://malariacare.files.wordpress.com/2017/08/severe-malaria-checklist.pdf
https://malariacare.files.wordpress.com/2017/08/severe-malaria-checklist.pdf
https://malariacare.files.wordpress.com/2017/08/severe-malaria-checklist.pdf
https://www.malariaconsortium.org/media-download-file/202109091124/210903technicalbriefmonitoringandimprovinginpatientmalariacasemanagement.pdf
https://www.malariaconsortium.org/media-download-file/202109091124/210903technicalbriefmonitoringandimprovinginpatientmalariacasemanagement.pdf
https://www.malariaconsortium.org/media-download-file/202109091124/210903technicalbriefmonitoringandimprovinginpatientmalariacasemanagement.pdf

