
i 

 

 



ii 

 

 

FOREWORD 

Over 97% of a projected population of about 170 million people is at 

risk of malaria infection every year in Nigeria. An estimate of about 

50% of the adult population in the country experience at least one 

episode yearly while children under five have up to 2-4 attacks of 

malaria annually. 

Prompt and accurate diagnosis of malaria is an integral part of effective 

disease management and the reduction in unnecessary use of anti- 

malarial medicines. The key indicator and target for diagnosis and 

treatment according to the National Guidelines is that at least 80% of 

malaria patients attending health facilities will undergo a diagnostic test 

and be treated according to the test results by 2013. 

In Nigeria as in several other endemic countries, delivery of quality 

diagnostic services remains a challenge so also the availability and use 

of microscopy and rapid diagnostic tests (RDTs) at health facilities. My 

Ministry will address these challenges through a comprehensive guide 

for the implementation of parasite-based confirmation of malaria, as 

well as make available quality diagnostic services and activities to 

ensure that health workers and patients are confident in using the test 

results. 

This document has been revised to provide a Road Map for the 

implementation of parasite-based confirmation of malaria with 

microscopy and/or Malaria Rapid Diagnostic Tests. It is my earnest 

desire that this document will also improve quality of service delivery 

through a robust integrated Quality Control and Quality Assurance 

system on malaria diagnosis, resource mobilization, planning, 

procurement, supplies management, training, monitoring and 

evaluation; and effective advocacy and community sensitization on the 

need to confirm the presence of malaria parasite before treatment. 

This Implementation Guide therefore, is aimed primarily at policy 

makers in the Ministries of Health and Health Parastatals (Federal and 
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State levels); and Local Government Area (LGA), Programme 

Implementers and Health Facility level managers including private 

sector health facilities. However, it may be useful to health 

professionals and researchers involved in malaria diagnosis and 

treatment 

I hereby acknowledge the support of the Roll Back Malaria Partners 

and other stakeholders in Nigeria who have worked tirelessly to ensure 

the timely production of this document. 

 
Prof. C. O. Onyebuchi Chukwu 

Honourable Minister of Health 
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EXECUTIVE SUMMARY 

Early diagnosis, prompt and effective treatment is the basis for the 

management of malaria and key to reducing malaria morbidity and 

mortality. Demonstration of the presence of malaria parasites prior to 

treatment with antimalarial drugs is fundamental to this goal, as clinical 

diagnosis has limited accuracy and leads to over-diagnosis of malaria 

with resultant wastage of antimalarial medicines. 

 While malaria microscopy remains the gold-standard and mainstay of 

parasite-based diagnosis, in most large health clinics and hospitals, the 

quality of microscopy-based diagnosis is frequently inadequate for 

ensuring good health outcomes and optimal use of resources. In 

addition to microscopy, Malaria Rapid Diagnostic Tests (mRDT) has 

been recognized as an important diagnostic device that could be used in 

remote and other constrained settings, where microscopy is not feasible.  

An acceptable microscopy service is one that is cost-effective, provides 

results that are consistently accurate and timely enough to have a direct 

impact on treatment. This requires a comprehensive and functional 

quality assurance (QA) system. Quality assured mRDT on the other 

hand is useful in detecting malaria parasites in settings where 

electricity, skilled laboratory personnel, equipment etc are not available.  

With the adoption of mRDT as one of the diagnostic strategies, several 

types of the diagnostic devices have emerged in the public and private 

sectors with varying degrees of validity. In order to maintain high 

standards and confidence of the people on the use of these products, 

Quality Assurance programmes must therefore be; effective, efficient, 

sustainable, and able to fit into the structure of existing laboratory 

services. Without an efficient QA programme, resources spent on 

diagnostic services are likely to be wasted and health care providers will 

have no confidence in the results. 

This Implementation Guide for Parasite-based Diagnosis of Malaria 

outlines activities and responsibilities for the implementation of 

parasitological diagnosis in Nigeria. These include; work-plan 
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development, sustainable malaria microscopy/RDT QA programme, 

provision of efficient procurement supplies management system, 

development of monitoring and evaluation indicators and follow-up 

mechanisms, management of RDT waste in the health facilities, training 

of health workers on malaria microscopy and RDTs at the appropriate 

level, development and use of advocacy and social mobilization 

materials and operational research questions that will guide the 

implementation.  

1.0 BACKGROUND 

 

The diagnosis of malaria is based on both clinical symptoms and 

parasitological confirmation using microscopy or Rapid Diagnostic 

Tests (RDTs). Until recently, in areas of high malaria transmission, 

malaria treatment has been based mainly on clinical diagnosis because 

malaria was considered one of the commonest causes of fever with a 

high mortality rate in these settings. With the availability of new tools 

being adapted for use for the diagnosis of malaria; the massive scale-up 

of interventions such as Long Lasting Insecticide Nets (LLINs), Indoor 

Residual Spraying (IRS), and Intermittent Preventive Treatment (IPT); 

and the expected change in the epidemiology of the disease over time; it 

has become imperative to re-programme current strategies to provide a 

more accurate estimation of true cases of malaria and thus lead to 

targeted and effective treatment. This is in line with the current WHO 

recommendation that stipulates diagnosis in all age groups before 

administration of appropriate treatments for malaria. The National 

Policy on Malaria Diagnosis promotes optimal diagnostic services in 

the management of malaria through microscopy and RDTs in all 

populations at risk. Parasitological diagnosis is also recommended 

during pregnancy to improve the differential diagnosis of fever. This 

Implementation Guide will provide clearly-defined directions for the 

effective implementation of malaria diagnosis using microscopy and 

RDTs in Nigeria. 
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1.1 Purpose and Target Audience 

1.1.1 Purpose 

The purpose of this Implementation Guide is to provide operational, 

managerial and technical guidance in strengthening or setting up of 

malaria diagnostic services. The information presented addresses the 

use of microscopy and RDTs including quality assurance issues.  The 

guide is not intended to and does not provide detailed information on 

microscopy or RDTs. That additional information is available in the 

Training Manuals for malaria microscopy and RDT; the National 

Malaria Diagnosis and Treatment Guidelines; and other Standard 

Operating Procedure documents. 

 

1.1.2 Target audience 

This Implementation Guide is aimed primarily at policy makers, 

implementing partners and other stakeholders involved in 

parasitological diagnosis of malaria in the country.  

 

1.2 Justification for Parasite-Based Diagnosis 

The clinical presentation of malaria is nonspecific. Causes of fever may 

range from non-serious viral infections to serious life threatening 

conditions.  Parasitological test provides accurate confirmation to 

malaria illness.  

 

Some of the advantages of parasitological based diagnosis include the 

following: 

 Improves patient care 

 Promotes prompt commencement of appropriate treatments 

 Promotes rational use of medicines 

Failure to adopt parasitological diagnosis may: 

 Lead to high ACT wastage 

 Accelerate development of artemisinin resistance  

 Undermine the impact of interventions  
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 Conceal the true picture of malaria incidence/prevalence  

 Affect the credibility of health workers / health service 

 Further promote the use of failed medicines e.g. CQ 

1.3 Overview of Parasite-Based Diagnosis 

Routine clinical diagnosis is based on the use of microscopy and Rapid 

Diagnostic Tests (RDTs). Polymerase Chain Reaction (PCR), Loop 

Attenuated Modulated Amplification (LAMP) and other molecular-

based techniques are also used in tertiary health care facilities, research 

centers and other settings.  

Microscopy is most cost-effective in situations where there is a high 

case load, a need for its use in the management of other diseases, in 

referral facilities managing severe malaria cases where species 

identification and parasite quantification are important for case and 

follow up, and where there is availability of skilled personnel to 

perform quality microscopy. In general, microscopy is appropriate at 

facilities with functional laboratories and trained microscopists, 

especially in hospitals, large centers with inpatient care and tertiary 

facilities. 

RDTs are deployed at points of care and where microscopy may not be 

possible due to lack of laboratory facilities, power source and skilled 

personnel.  

1.4 The Choice between Microscopy or RDTs in Malaria 

Diagnosis 

While microscopy remains the gold standard for diagnosis of malaria, 

the choice between microscopy and RDTs depends however on, local 

circumstances, including skills available, patient case-load, 

epidemiology of malaria and the possible use of microscopy for the 

diagnosis of other diseases.  

1.4.1  The use of Microscopy has the following advantages: 

 Speciation and quantification of parasites 

 Assessment of response to treatment 
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 Identification of some other causes of fever other than 

malaria 

 Preferred option for patients with suspected severe malaria; 

  

However, the use of light microscopy requires well-trained, skilled staff 

and, oftentimes, energy source. 

1.4.2 Advantages of RDTs: 

 They are easy to perform, and can be done by all trainable 

individuals thus making it possible to expand the use to 

peripheral health facilities and the communities. 

 Result is available within a short time thus allowing for 

prompt treatment; 

 Does not require laboratory sophistication, electricity etc 

 Can fill diagnostic gaps at health facilities where microscopy 

is not available. 

 

1.5 Challenges of Malaria Diagnostic Services 

The major challenges associated with the delivery of quality diagnostic 

services include the following:  

i. Non-use of evidence-based information for malaria management in 

Nigeria. This can result from: 

 Poor control and monitoring systems in the laboratories 

(especially at the PHCs and SHCs); 

 Poor reporting, documentation and archiving of malaria 

diagnostic results; and 

 Lack of confidence in laboratory results by healthcare workers. 

 

ii. Poor infrastructure for malaria diagnosis in health facilities, which 

includes: 

 Lack of equipment 

 Poor and erratic power supply 
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iii. Poor quality assurance/control system for malaria diagnosis and 

monitoring, in particular: 

 Non-existence of National Malaria Quality Assurance 

Guidelines; 

 No functional and effective mechanism to enforce SOPs;  

 High prevalence of sub-standard reagents; 

 Poor oversight and non-harmonization of the activities of the 

private and public laboratory systems; and 

 Poor data and reporting system (Diagnostics/Microscopy). 

 

iv. Inadequate Manpower, which includes: 

 Inadequate trained personnel; 

 Lack of refresher programmes for previously trained personnel; 

and 

 Poor or inadequate supportive supervision. 

v. High cost of malaria diagnostic services to the clients. 

2.0 MALARIA DIAGNOSIS AND DEPLOYMENT 

STRATEGIES 

 

The National Policy on Malaria Diagnosis and Treatment promotes 

optimal diagnostic services in the management of malaria through 

microscopy and Rapid Diagnostic Tests (RDTs) amongst the 

populations at risk including pregnant women.  

2.1 The Use of Microscopy 

Microscopy is the operational gold standard for the diagnosis of 

malaria.  

Its use is recommended; 

 where there is a functional laboratory and trained personnel 

(microscopists) 

 in  secondary and tertiary health centres with in-patient care 

facilities 

 in situations where there is a high malaria case load and need for its 

use in the management of other diseases 
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 in referral facilities for managing severe malaria cases  

 where the identification of species and parasite quantification is 

important for case and follow-up 

2.2 Rapid Diagnostic Tests (RDTs) 

Quality assured Histidine-Rich Protein 11 (HRP11) is recommended for 

the diagnosis of malaria in all age groups.   

The use of RDTs shall be by all health care providers who have been 

trained to use it at the primary, secondary and tertiary health care 

facilities. The use of RDTs shall also be extended to Community 

Pharmacists, registered Proprietary and Patent Medicine Vendors. 

Community Oriented Resource Persons and other Volunteers who have 

been trained to perform the task where feasible. However, this must be 

followed up by regular supervision in addition to measures instituted for 

quality assurance in the field.  

2.3  Deployment Strategy 

The use of Microscopes for the diagnosis of malaria is carried out 

across the country at the tertiary, secondary health facilities and some 

modern Primary Health Care Centers with trained microscopists.  Rapid 

Diagnostic Tests have been deployed across the country and it is now 

being used nationwide at all levels in the public and private health 

facilities. The following shall guide the implementation of parasite-

based diagnosis policy in the country: 

 

 Planning and work-plan development. 

 Development/strengthening of the procurement and supply 

chain management of diagnostic supplies. 

 Institution of a Quality Assurance programme for both 

microscopy and RDTs. 

 Development and deployment of training and educational 

package for changing the health provider behavior and practices 

in malaria case management. 

 Advocacy and social mobilization to raise and sustain awareness 

in the community. 
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 Monitoring and Evaluation 

 Operational Research 

 

2.4 Deployment of Malaria RDTs to Facilities 

All diagnostic equipment and supplies procured by, or donated to the 

Federal Government shall be supplied to public health facilities within 

the countries. The RDTs shall be used for the diagnosis of malaria at no 

cost to the clients at public health facilities. 

Ten percent (10%) and twenty (20%) of RDTs procured by, or donated 

to the Federal Government shall be deployed to tertiary and secondary 

institutions respectively, to compliment laboratory diagnosis using 

microscopy. Seventy percent (70%) of the total RDTs shall be deployed 

to Primary Health Care centers, other peripheral health facilities, and 

for use at community level, where individuals have been trained to 

conduct the test. 

All test results (positive, negative and invalid) shall be documented and 

reported using the appropriate reporting tools.  

3.0 PLANNING AND WORK PLAN DEVELOPMENT 

The National Malaria Elimination Programme (NMEP) in collaboration 

with other stakeholders shall: 

 Select start-up areas for the implementation of parasite-based 

diagnosis in line with the National Policy on Diagnosis and 

Treatment of Malaria (using defined criteria);  

 Define roles and responsibilities in the various tiers of government, 

private sector, not-for-profit health-based organizations, etc.; 

 Mobilize resources; and  

 Develop specific SOPs, curriculum, training manuals (for 

microscopy, RDTs, Job Aids, etc.) data capturing tools and other 

relevant materials. 
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4.0 PROCUREMENT AND SUPPLIES MANAGEMENT 

4.1  Specifications for Microscopy 

Microscopes and supplies for microscopy should meet national and 

internationally recognized general manufacturing quality standards 

(ISO 9000).  

Binocular microscope with paired x10, x40 and x100 eye-piece 

objectives (the latter as „oil immersion‟) and built-in electrical light 

source.  

High-quality microscope slides that are free of surface abrasions are 

recommended for malaria microscopy. Slides with one end frosted for 

labeling are preferred. 

Giemsa is the stain of choice for routine malaria microscopy.  

Pure methanol (< 1% water) and glycerol (< 1% contaminants) are 

recommended.  

4.2  Requirements for RDT 

Procurement of RDTs shall be in line with the National Procurement 

Guidelines and in keeping with current WHO recommendations. Details 

are as follows: 

4.2.1  Selection Criteria 

RDTs to be procured and used in Nigeria shall be deemed to have 

satisfied all of the following specific requirements: 

1. The malaria RDT must have been evaluated by the WHO/FIND 

Product Testing 

(http://www.finddiagnostics.org/programs/malaria- 

afs/malaria/rdt_quality_control/product testing/). 

2. The Histine Rich Protein -11 (HRP-11) are recommended. 

3. The HRP-11 shall possess a minimum Panel Detection Score 

(PDS) of 80% at 200 parasites/µL of blood for P. falciparum, 

less than 10% False Positive Rate and less than 5% Invalid Rate. 
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4. The RDT shall preferably be in Cassette format (and placed in a 

protective enclosure from temperature and humidity i.e. 

moisture-proof envelopes). 

5. For ease of use, the RDT shall be a One-Step device format 

(one-time blood transfer into cassette with one well).  

6. The RDT blood transfer device(s) shall be preferably, inverted 

cup. 

7. The RDT shall have a Shelf life of a minimum of 18 months as 

at the time of supply. 

8. The RDT shall be Heat Stable at 40
o
C and above for period of 

its shelf-life, in all regions of the country, especially the north 

where temperature could be high. (Documentation of stability 

testing and recommended storage conditions must be provided 

by RDT Suppliers). 

9. In-country Lot Testing shall be performed on every batch of 

RDT procured before and after deployment. 

4.2.2 Packaging Requirements 

1. Alcohol swab in sachets – should match the number of RDTs in 

the pack 

2. RDT cassette shall be sealed in moisture-proof pack. 

3. Lancet shall be supplied with a plastic handle and a protective 

cap. Safety retractable lancet is preferable. 

4. Buffer must be with information on: Volume, Lot number, 

Manufacturer, Dates of manufacture and Expiry. 

5. Manufacturer‟s Instructions for use must be in English, or/and 

other acceptable local language(s). Must be legible and simple 

(must include volume of blood to be transferred, targeted 

antigen and indications, illustrative job aid, interpretation of 

invalid results etc) 

6. RDT boxes as well as individual packs should be sealed and 

carry the Lot number, production and expiration date, name, 
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address and place of manufacturer, storage temperature 

information.  

4.2.3 Product Supply 

1. Staggered delivery is recommended, preferably 3 – 4 times a 

year or as guided by real-time evidence. 

2. Multiple Vendor supply is advisable with a maximum of four 

(4) vendors. 

3. Quantity to be supplied should be calculated based on morbidity 

and mortality data on fever cases generated from the States or 

the intended target population. RDT requirements should be 

based on the number of suspected cases managed at the level at 

which the RDTs will be used. However, the most reliable and 

valid data source shall be used as appropriate to determine the 

quantity of RDTs to be supplied. 

4.  RDT consignments should be shipped in a “cool chain” with 

temperature monitors. 

5. The shipper (air carrier) must be notified of temperature storage 

requirements by the manufacturer in writing and by clear 

markings on cartons and related documents. (Storage of the 

shipment close to the skin of some aircraft may result in 

freezing). 

4.2.4 Conditions and Agreement 

1. Initial Quality Assurance testing will be conducted on all lots of 

RDTs at the port of entry. RDTs that failed the quality assurance 

test will be rejected. 

2. RDTs that failed long term lot testing after delivery will be 

replaced. 

3. Submission of a written agreement to (i) and (ii) above is a pre-

requisite. 

4. Delivered RDTs in the country will be subjected to 3/6 monthly 

lot testing and the out-come of the test is binding to procurers. 

5. The shipping of RDTs shall be in the designated (cool) container 

with temperature monitors. RDTs shipped with inappropriate 

containers shall be rejected.  
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6. The procurement shall be considered fully executed when the 

tender requirements, specification, packaging, supply 

specifications stated above have all been met or complied with. 

4.2.5 Transport and Storage of RDTs  

Transportation of RDTs from the manufacturer and road transport 

within the country is very important in ensuring the preservation of the 

integrity of the RDTs for better performance. Prolonged exposure to 

high temperature and humidity will rapidly degrade RDTs, and may 

occur when exposed to intense heat (above 30
o
C and after removal from 

the moisture-proof envelope or if the envelope is damaged. 

 

All RDTs must be transported under a “cool chain”. The provision of a 

"cool chain" for shipment, transport and storage of RDTs is essential 

from source up till within the health facilities. However, for logistic 

reasons, RDTs can be transported in the same condition with 

pharmaceutical products. RDTs should be stored in a cool environment 

of not more than 30
o
C. In view of the prevailing high temperature in 

many parts of the country, which can reach 40
o
C or more during the 

day, transportation of RDTs by road should be carried out in a covered 

vehicle with conditions to maintain the ambient temperature while the 

vehicle is on the move.  Vehicles transporting RDTs should not be 

parked and left in the sun. 

4.3 Regulatory Requirement 

All products must be registered with the National Regulatory Authority. 

5.0 WASTE MANAGEMENT 

Generally, RDT waste management shall be done in line with the 

national guideline on disposal of medical wastes. Specifically, two 

types of wastes generated by RDT implementation are infectious and 

non-infectious wastes. The infectious waste include: lancets, needles, 

scalpel blades, blood collection devices, gloves, swabs and cotton wool. 

All sharps should be put in sharp boxes & when ¾ full, transferred for 

destruction.  The non-infectious wastes are: cartons, boxes, etc. 
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6.0 MALARIA DIAGNOSIS IN THE PRIVATE SECTOR 

A significant portion of patients (40-60%) in the country seek care and 

treatment for febrile illnesses from private sector providers. Success of 

malaria control will depend on effective diagnosis and treatment 

strategies in the private sector. Therefore the strengthening of structures 

and system to support malaria diagnosis in the private sector needs to be 

prioritized.  However, many barriers exist including poor quality 

microscopy, non-conducive regulatory environments, lack of incentives 

for private sector providers to stock and use RDTs, poor adherence to 

RDT results, lack of patient awareness of the importance of malaria 

diagnosis, low demand for diagnostic testing before treatment and 

providers bias. 

 

The NMEP provides oversight functions for malaria case management 

in Nigeria. NMEP shall also provide guidance for supporting the private 

sector malaria diagnostic activities in the following areas: 

- Collaborating with relevant authorities to provide enabling 

policy, regulations, SOPs for malaria microscopy and RDTs in 

the private sector. 

- Quality Assurance of malaria diagnostic services including 

supportive supervision 

- Capacity building of laboratory scientists on Basic Malaria 

Microscopy 

- Support and facilitate training on the appropriate use of use of 

RDTs 

- Supply chain management for RDTs, Reagents and high quality 

slides 

- Collaboration with relevant Donor agencies to improve access to 

subsidized diagnostic commodities 

- Document and manage malaria related data generated from 

designated sites. 
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7.0 MICROSCOPY AND RDT QUALITY ASSURANCE  

7.1 Purpose of malaria Quality Assurance 

The primary aim of malaria quality assurance program is to ensure that 

microscopy and RDT services are conducted by competent and well-

motivated staff supported by effective training and supervision that 

maintains a high level of competency, performance and logistic system 

that provide and maintain an adequate supply of malaria diagnostic 

commodities.  

 

The introduction of quality assurance system is thus an opportunity to 

review and strengthen the entire available malaria diagnostic system for 

providing a quality assured malaria parasite-based diagnosis with 

significant impact. 

7.2 Objectives of QA 

The main objectives of the malaria QA program are: 

 Improve the overall competency and performance of microscopists 

and RDT users at all levels of the diagnostic services 

 Sustain the highest level of accuracy (both in sensitivity and 

specificity) in confirming the presence of malaria parasites; 

 Monitor systematically laboratory procedures, RDTs, reagents and 

equipment, and reproducibility of test results. 

7.3 National Quality Assurance  Centers for Parasitological 

Diagnosis 

There shall be National Reference Laboratories to coordinate malaria 

QA activities in the country. 

 

The NMEP Quality Control/Assurance system is presently domiciled at 

the WHO/TDR /FIND Malaria Quality Assurance and Research 

Laboratory in the Department of Medical Microbiology and 

Parasitology, University of Lagos, Lagos. Other centers are to be 

established in the country. 
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These sites will among other things, ensure that the performance level 

of microscopy and RDTs are maintained by supporting the National 

Programme. These centers shall also:  

 Collaborate with the National programme to provide supportive 

supervision on regular basis. 

 Support the setting up of a database of health facilities/laboratories 

nationwide, including those in the communities involved in malaria 

diagnosis. 

 Certify malaria microscopists using set criteria. 

 Provide template of SOPs for Malaria Microscopy and RDT. 

7.4 Minimum Requirement for Establishing A National 

Microscopy/RDT QA Programme 

Malaria microscopy / RDT QA programme should include the 

following. 

 Central coordinator(s) to oversee QA. 

 A reference (core) group of microscopists at the head of a 

hierarchical structure, supported by an external QA programme and 

with demonstrable expertise in overseeing programme training and 

validation standards. 

 The QA for mRDT should utilize validated panels for Quality 

Control on mRDT. 

  Adequate initial training with competency standards that must be 

met by trainees prior to operating in a clinical setting. 

 Regular retraining and assessment/grading of competency, 

supported by a well-validated reference slide set (slide bank). 

 A sustainable cross-checking (validation) system that detects gross 

inadequacies without overwhelming validators higher up the 

structure, with good feed-back of results and a system to address 

inadequate performance. 

 Adequate supervision at all levels. 

 Adequate logistical management, including supply of consumables 

and maintenance of microscopes. 

 Clear standard operating procedures (SOPs) at all levels of the 

system. 
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 An adequate budget is required as an essential part of funding for 

malaria diagnosis. 

7.5 Structure and Composition of the Reference Team 

The NMEP has adopted a three-level approach to the establishment of 

malaria quality assurance, which will be operated at: 

1. National and Zonal level 
2.  State Level 

3.  LGA Level. 

 

Roles of the reference team shall be as follows: 

7.5.1  National and Zonal Levels  

 Provide regional slide bank,  

 Accreditations and EQA programme for malaria diagnostics 

 Provide facilities for Positive Control Wells (PCWs) for mRDT. 

 Provide technical support to State for QA activities 

7.5.2  State Level 

 Provide slides validation  

 Training and re-training 

 Supervision of service delivery points  

 mRDT facility-based evaluation using Positive Control Wells 

(PCWs). 

7.5.3  LGA Level 

 Support State level reference team during site supervision. 

The composition of the Reference Team is as provided in the malaria 

QA Operational Guidelines. 
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8.0 TRAINING AND RE-TRAINING  

Training on microscopy and RDTs shall be conducted at the National, 

State and Local Government levels. The capacity of Medical 

Laboratory Scientists shall continuously be built at all levels to improve 

their skills on malaria microscopy. All training activities shall be 

coordinated by the National Malaria Elimination Programme with 

support from other stakeholders. Training shall be conducted using the 

National Training Manuals. 

 

8.1  Types of Malaria Microscopy Training and duration 

 Basic Malaria Microscopy training shall be for a period of 10 

working days 

 Malaria Microscopy Refresher course shall be for a period of 5 

working days 

 Malaria Microscopy Quality Assurance Training shall be for a 

period of 5 working days. 

 Malaria Microscopy Certification course shall be for a period of 

5 working days. 

The criterion for attending any of the other trainings is the 

successful completion of the basic malaria microscopy training. 

 

8.2  mRDT Training 

All other health care providers managing malaria cases at the tertiary, 

secondary and primary levels shall be trained on the use of RDTs. 

Training on the use of RDTs shall be extended to the community level 

where malaria is being treated under supervision by Community 

Oriented Resource Persons (CORPs) including Role Model Caregivers.  

 



19 

 

The training on mRDT should be for a period of three (3) days 

depending on the category of trainees. The trainings shall be facilitated 

by master trainers at all stages. There shall be real-time practical 

session(s) on RDT use and shall include topics such as: blood safety, 

waste management, storage and record keeping.  

 

Training on RDTs will be for all health workers and other service 

providers at community level (formal and informal health providers) 

that will perform RDTs. Regular refresher will be encouraged for 

trained participants. The training will serve as a means to build client-

based capacity to uptake parasite-based diagnosis with RDT. 

 

All trained health care providers and role model caregivers who have 

been trained on the use of RDTs shall be followed-up using an 

innovative tracking system that is linked to an established database.  

 

9.0 ADVOCACY AND SOCIAL MOBILIZATION 

There is a need for advocacy to the management of health 

institutions/facilities to promote diagnosis with RDTs and microscopy 

in the country. This will require the development and use of Advocacy 

kits.  

 

Sensitization and mobilization should be undertaken among the health 

care providers and the general populace on the importance of diagnosis 

before treatment with the prescribed anti-malarial medicines in line with 

the policy recommendations. This will require the development and 

production of „State Specific‟ print and electronic materials, as well as 

the engagement of available media.  

 

10.0 MONITORING AND EVALUATION  

Tracking of data for microscopy and RDTs shall commence 

immediately following the deployment of the commodities. The 

National Programme and Implementing Partners in collaboration with 



20 

 

the Quality Assurance Laboratories shall carry this out at the national, 

zonal and the State level. 

 

The M&E system on RDT/Microscopy should be incorporated into 

existing mechanism for reporting, feedback, training, evaluation etc. 

Specifically, the following shall be conducted: 

1. Harmonization of data collection tools by all malaria partners to 

reflect RDT (diagnostic) indicators 

2. Orientation of health workers on harmonized data capturing 

tools 

3. Regular and routine monthly reporting by health facility, LGA 

and State officers 

4. Integration of RDT into the supervisory plan of M&E unit of 

NMCP 

5. Routine feedback of monthly report to all reporting levels and 

units 

6. Incorporate RDT with the national malaria impact evaluation 

 

11.0 OPERATIONAL RESEARCH 

Operational research will be required on the following: Health workers‟ 

attitude and practice; cost effectiveness of intervention packages; use of 

RDTs at community level including patent medicine vendors; 

perception and determinants of adherence to test results by clients and 

providers. It is anticipated that findings of the various critical areas of 

research shall inform further refinement of guidelines and strategies. 

 

12.0 GENERAL ROLES AND RESPONSIBILITIES 

 

12.1 National 

Provide overall policy guidance and collaborate with relevant 

stakeholders for the effective implementation of the guidelines, 
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mobilize resources, coordinate the malaria microscopy and RDT quality 

assurance system and training, product selection and procurement.  

 

12.2 State and LGAs 

The State shall collaborate with the Federal Government to provide 

RDTs, monitor their use and constantly support all activities that will 

ensure the sustainability of the above and also provide an enabling 

environment for implementation. 

 

12.3 Partners and NGOs 

They shall support the Federal, States and LGAs in the provision of 

RDTs, capacity building and in the implementation of parasite-based 

diagnosis of malaria at health facilities and community levels. 
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