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Foreword

The Ministry of Health (MoH) is pleased to prest#m new Malaria Strategic Plan for 2011-2015.
Malaria continues to be the number one cause obigity and mortality in our country, with an
estimated six million cases each year represeiatogit 40% of the burden of illness in our health
facilities. It is not selective, and all of us aerisk. However, malaria is a disease that can be
prevented and treated effectively. This new SgiatBlan covering the next five years will provide
the leadership and evidence-based direction netmledove confidently toward elimination of
malaria as a public health threat in Malawi.

The primary goal of this new plan will be the asl@ment of Universal Coverage in the prevention
and treatment of malaria, reducing by half the 2@M&ls of malaria morbidity and mortality in
Malawi by the year 2015. This means every citinéMalawi will be reached with all malaria
interventions including care and effective cure.

Over the period of the previous Malaria Strategi@anR(MSP) 2005-2010, the National Malaria
Control Programme (NMCP) and its partners achiesigdificant improvements in addressing this
dread disease, which has challenged not only thes Iof our citizens but also the economic
development of Malawi as a nation. As just one glain the last two years, the government and
its partners distributed 3.7 million long lastimgpecticide treated nets (LLINS) for prevention. dAn
in the next five years ahead, we will distributdlioms more of these bed nets with the goal of
having one net for every two people, in line witlternational best practices. In addition we will
introduce the nationwide use of Rapid Diagnostist§so that every suspected case of malaria will
be properly and promptly diagnosed and treatedadutition, malaria program management, drug
procurement, distribution, monitoring and evaluatiand service delivery will be strengthened so
that all malaria interventions will be providedan integrated manner at all levels of the delivery
system, including in communities and homes.

We have a particular problem with malaria in Malawhich is our belief about the nature of this
disease. We are very worried about a death fro®SAbr TB, but when it comes to malaria, we
have become too accepting of its presence in ves.li Our perception of this disease must change
to the point that everyone understands that malariaot inevitable: it can be prevented and
controlled if we all know how and when to take anti Accordingly, we will deliver widespread
behavior change messages and education campaiggmepower communities to take charge of
their own health by increasing use of Insecticidealed Mosquito Nets (ITNs), speeding up the
seeking of treatment at a facility for malarial $toms, and encouraging a health-supportive and
timely response to malaria at the community andsbbald level.

We have been paying a heavy price for malaria limesls, death, malnutrition, and losses of
economic and social well-being. | therefore chadke all Malawians - parents, children, leaders,
civil servants, health workers, all - to learrabthis disease and take up the fight to preveand
treat it when it occurs. We can defeat this diseady when we all play our parts.
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Executive Summary

Malaria is a longstanding and debilitating companio Malawi, a high-burden, hyper-endemic
country of 13.1 million people. Recent data indésathat suspected malaria case rates have almost
doubled from approximately 3.7 million cases in 2a0 6.1 million cases in 2009. Malaria is
responsible for approximately 34% of all outpatiensits and approximately 40% of all
hospitalization of children under five years old.

The Malaria Strategic Plan for 2011-2015 has beewveldped to build exponentially on the
successes achieved and lessons learned duringnepiation of the two previous NMCP Strategic
Plans, 2001-2005 and 2005-2010, including a deereasase fatality rate from 5.6% in 2004 to
3.4% in 2009 IDSR report . The Plan is a wellsidared and scaled-up response to the call for
malaria elimination through Universal Access to aadion, prevention and treatment, formalized
among African heads of state under the Abuja Datitar of 2000 that set targets of 80% access to
appropriate treatment by all at risk of malaria%B8@ccess to malaria prevention by pregnant
women; and 80 % of children under 5 years and neigwvomen sleeping under insecticide-treated
nets (ITNs) for all African countries. The Stratedplan for 2011-2015, will guide clinicians,
politicians, funders and citizens alike toward 886 targets and the achievable goal of Universal
Access to malaria interventions, providing malaeavice coverage for all Malawians and reducing
the disease burden nationwide.

The new Plan was developed through a consultatideparticipatory process including mainstream
technical staff from the National Malaria ControtoBramme, distinguished members of the
National Malaria Advisory Committee, the Ministry Blealth and other key stakeholders in the
public and private health sectors. In additiore kalaria Programme Review conducted in 2010
by a team from the World Health Organization idéedi specific areas of strength for the
achievement of the set targets of the National N&l@ontrol Programme, including policies in all
key intervention areas, availability of supply chaystems, strong partnership and resources to
scale up distribution of long-life insecticide-tted bed nets even more broadly. Weaknesses
identified include limited facilities for confirmeddiagnosis, inadequate capacity of data
management and analysis at all levels and relianaonor funding.

The Malawi government working with its bilateraldamultilateral partners, such as the Global
Fund to Fight AIDS, Tuberculosis and Malaria (GloBand), the President’'s Malaria Initiative
(PMI), the United States Agency for Internationagévielopment (USAID), the Department for
International Development (DFID), as well as the riWdHealth Organization (WHO) and other
agencies under the United Nations system, will ioolet to broaden malarial control interventions
while addressing remaining challenges, such asiinced rise in the number of reported suspected
malaria cases due to lack of diagnostic equipmedtteining in health facilities, low coverage of
insecticide-treated bed nets per household andul@ivzation of proven long-lasting insecticide-
treated nets, inadequate surveillance mechanismssess disease burden, and challenges in supply
chain management of anti-malarials as well as lagnostics, treatment equipment and supplies.

Significant progress was made under the previows Stvategic Plans. According to the Malawi

Malaria Indicator Survey in 2010, the number of $ehwolds owning at least one ITN increased
from 38% in 2006 (MICS) to 58.1% in 2010. The mertage of children under five years old who
slept under an ITN grew from 25% in 2006 to 55.492010, and the percentage of pregnant
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women who slept under an ITN improved from 26% QD& to 49.4%. Still, the percentage of
under-5 children with access to anti-malarials witt4 hours of onset of symptoms has improved
but remains unacceptably low at 21.9%.

In preparation for the 2011-2015 Strategic PlagVeOT (Strengths, Weaknesses, Opportunities
and Threats) analysis was conducted by the NMCPastd key stakeholders to assess the current
status of NMCP activities in 6 primary interventianeas: Vector Control; Case Management;
Malaria in Pregnancy; Social Mobilization and Adsaog; Surveillance, Monitoring, Evaluation &
Operations Research; and Programme Managementse Té@ to four strategic objectives for the
new Strategic Plan:

Strategic Objective 1: To achieve universal coverafgall interventions by 2015 in order to have
80% utilization rate of the interventions through:

» Strengthening of Integrated Vector Management
» Ensuring Effective and Prompt Diagnosis and Treatme
» Continuing Provision of Malaria in Pregnancy Seegic

Strategic Objective 2: To strengthen advocacy, canmiaation and social mobilization capacities
for malaria control by 2015 in order to increase tise of all malaria interventions through social
mobilization and advocacy.

Strategic Objective 3: To strengthen surveillanm®nitoring and evaluation systems including
operational research for tracking progress in thplementation of malaria control activities by
2015 through:

» Strengthening routine data systems
» Strengthening surveillance and operational research
* Promoting use of information for planning and decxiamaking

Strategic Objective 4: To strengthen capacity iagpamme management in order to achieve
malaria programme objectives at all levels of Heaérvice delivery through:

» Strengthening human resource capacity

* Resource mobilization

» Provision of policy direction

» Strengthening coordination

» Strengthening procurement and supply chain manageme

Active partners to the NMCP in the implementatidrtlos Strategic Plan are Ministry of Health
(policy formulation and enforcement, quality comesurance, and resource mobilization), as well
as other line ministries such as Ministry of EdiaratMinistry of Defence, Ministry of Agriculture,
Ministry of Finance, Ministry of Home Affairs andiMstry of Information in the implementation
of this strategic plan. The NMCP will also work kvithe Department of Environmental Affairs,
Department of Fisheries, Reproductive Health Uftidemiology Unit, Health Education Unit, city
and town assemblies. The NMCP itself will coordinite consultative planning, implementation,
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research, monitoring and evaluation of malaria @nion and control activities, and report
implementation progress to the MOH and other pastne

Additional partners include political leaders arnther decision makers to advocate for resource
mobilization and allocation as well as health wonlexruitment; private sector and civil society to
provide Long Lasting Mosquito Nets (LLINS), storagestribution of malaria intervention supplies
and input to Technical Working Groups; Village Dmmment Committees and Health Committees
to mobilise communities and disseminate key messag¢ernational development partners to
provide technical guidance and financial resouraed,research institutions to monitor and evaluate
Plan implementation and carry out research prewiti

The Malaria Monitoring and Evaluation Plan will lbeveloped in early 2011 to support the
implementation of this plan. The main sources dadar monitoring the implementation of the
strategic plan will be national routine sources§®and HMIS), programme specific data sources
and population based surveys. The midterm reviewhefstrategic plan will be done during the
third year (in 2013) of implementation of this pldduring the strategic plan period two malaria
indicator surveys will be conducted one in 2012 andther one in 2014. The results of these
surveys will input in the midterm and final evalioats of the strategic plan. The monitoring of the
strategic plan will take advantage of other sungysh as MICS and DHS and operational research
findings. The final evaluation of the strategicrpiaill be conducted in 2015.



1 Introduction

The purpose of the Malaria Strategic Plan 2011-204SP 2011-2015) is to establish a vision,
goals, objectives and targets for the National Mal&ontrol Programme and to select the most
effective strategies, interventions, and actiorat Hre likely to achieve success within the next
five years. This strategic plan will build on theceesses achieved and lessons learned during
implementation of the two previous NMCP StrateglanB, 2001-2005 and 2005-2010, and
ensure that the Ministry of Health through the NMi€h a position to:

= Deliver ongoing guidance to national, regional aminmunity malaria control efforts by
providing an achievable set of national targets|gand objectives;

= Provide an organizational framework through whictteiventions and services can be
provided with greater efficiency and impact;

= Develop a set of policies, guidelines and proceslute@ support implementation of
interventions;

= |dentify the evidence-based interventions andeiias to be utilised to greatest effect;

= Assure adequate leadership, technical expertise lamdan resources to support the
programme;

= Support coordination among multiple levels of tkstem, donors and partners;

= Mobilize sufficient resources and provide adequetkastructure, drugs, supplies and
equipment;

* Provide guidance for monitoring, evaluation andrapenal research to measure results and
guide ongoing programme decision making.

Global and regional political commitment to prewegtand controlling malaria has steadily
increased in the past decade. The African Uniondbsleaf State jointly manifested this
commitment in 2000 under the Abuja Declarationlirmglifor “Universal Access” to HIV/AIDS,
Tuberculosis and Malaria Services by 2010 for dticans. These leaders were joined by the
United Nations Secretary General’s call for 100%ecage of malaria control interventions and
the elimination of malaria as a threat to publialtie

Because of these regional initiatives, the Malawvegnment will move from targeting of
malaria control interventions to Universal Accesxler which all people at risk of malaria
should have equitable access to malaria prevertare,and treatment.

The Malawi government and its bilateral and mutgital partners, such as the Global Fund to
Fight AIDS, Tuberculosis and Malaria (Global Funtije President’'s Malaria Initiative (PMI),
the United States Agency for International Develepi (USAID), the Department for
International Development (DFID), as well as therl#ddealth Organization (WHO) and other
agencies under the United Nations system haveasetke provision of financial and technical
resources for malarial control interventions in ttwntry in response to the continuing high
burden. This has resulted in broadened malareviention coverage within a short period of
time as evidenced by the results of the Malariachtdr Survey conducted by the NMCP in
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2010. However there are some challenges, suchcastmued rise in the number of reported
suspected malaria cases due to lack of diagnagtipment and training in health facilities, low
coverage of insecticide-treated bed nets per haldemd low utilization of proven long-lasting
insecticide-treated nets, inadequate surveillaneehanisms to assess disease burden, and
challenges in supply chain management of anti-nad¢aas well as basic diagnostics, treatment
equipment and supplies.

The process of developing the MSP 2011-2015 wasuttaive and participatory, involving
mainstream technical staff, the National Malariavisdry Committee, the MOH and other key
stakeholders in the public and private health secfbhe first phase of the process started with
internal consultations at the NMCP and resultethendevelopment of the road map for more in-
depth consultations with stakeholders to seek thwut and feedback. The second phase
involved establishment of the National Malaria Agbriy Committee to oversee the process of
development of the MSP. This was followed by a eserof stakeholders’ workshops for
consensus building and retreats by the writing teamprised of technical experts from the
Ministry, external consultants and other partn&re final document was reviewed and endorsed
by the National Malaria Advisory Committee befotbmiission for approval by the Ministry of
Health.

2 Country Profile

2.1  Geography and Demography

Malawi is a landlocked country with a land areaapproximately 119,310 square kilometers of
which 24,410 square kilometers is covered by LakdaMi, Lake Malombe and Lake Chilwa.

From North to South, the country is 901 kilometknsg and varies in width from 80 to 160

kilometers. The country is bounded to the East @odth-West by Mozambique, to the North-
West by Zambia and to the North by Tanzania.

Physically, Malawi is part of the Great Rift Valley East and Central Africa; the whole country

from North to South is traversed by a deep trougtwben two parallel faults or cracks in the

Earth’s crust, most of which is filled by Lake Mafa West and southwest of the Lake, Malawi

stretches on a plateau that stands between 914,386 meters above sea level. Both cities of
Lilongwe and Blantyre stand at about 1,067 metbs/a sea level. The Nyika Plateau in the
North rises to over 1066 meters. The Shire Highdaimdthe South have an elevation of about
232 meters, rising to the dramatic mountain mast&tulanje (3,048 metres) and Zomba (2,133
metres).

Malawi experiences a primarily tropical climate hwihree distinct seasons per year: cool-cold
and dry (May to mid- August); hot (mid-August to Wonber); and rainy (November to April).
The variable altitude of the country provides aevdifference in climate. The Lakeshore areas
have longer hot seasons with higher humidity lev&msmperatures are at their hottest in the
lower altitudes of the Shire Valley, and the rasme more prolonged in the North. As a rule,
temperature levels are lower and rainfall levegghbr with rising altitude.



According to the 2008 Malawi Population and Housi@gnsus, Malawi’s population is
estimated at 13.1 million with a 2.8% growth ra& pnnum. The majority of the population
(85%) lives in the rural areas with an average fasize of about 4.6 people per household. The
2008 census also shows that Malawi has a younglgtigru as almost half of the population is
under 15 years old (46%), and 50% is in the 15-g&l group. There are slightly fewer males
than females: 98 for every 100, respectively. Ttal tadult literacy rate in the country is 64%.

2.2 Economic Context

The GDP per capita for Malawi is $761, and 65%hef population lives on less than a dollar a
day’. Malawi’s economy is based on agriculture, repméag 38.6% of the GDP, about 80% of

all exports, and accounting for over 80% of theolabforce. Nearly 90% of the population

engages in subsistence farming.

The 2004 Integrated Household Survey estimatedianad poverty rate of 54%; rural poverty is

estimated at 55%, and urban poverty is at 25.5%i¢Nal Statistics Office 2004). The poor are
characterised by the lack of productive means abkglto them to fulfill basic needs such as
food, water, shelter, education and healthe urban literacy level is much higher at abo%86

compared to 61% for rural citizens.

2.3 Health Indicators

Life expectancy at birth in Malawi is estimated4®&.4 years for females and 42.6 years for
males. The under-5 mortality rate has decreased #68 per 1000 live births in the 1980s to
118 in 20068.The infant mortality rate declined from 138 ped0Q live births in late 1980s to 69
in 2006, and child mortality is estimated at 10800, live birthd. The maternal mortality ratio
dropped from 1,120 per 100,000 live births in 2@60807 per 100,000 live births in 2006.
According to the National Aids Commission (NAC),\HAIDS adult prevalence rate was 12%
in 2009 and has reportedly stabilized.

There has been almost no improvement in the prigmoof births with medical assistance, from
55% in 1992 to 56% in 2000 and 57% in 2004. Maltiatr remains alarmingly high among
children. It is reported that the country’s 48%ngitng rate in 2004 was one of the worst in
Africa and has not improved within a decade. Dueht prevailing malnutrition, the rate of
maternal anaemia was as high as 68% in 2004 whde2010 MIS indicates that the rate of
anaemia in under-5 children is as high as 69.7%



Table 2.1 Health indicators

Indicator Value
Crude child mortality rate 103/1000 live births
Infant mortality rate 69/1000 live births
Under five mortality rate 118/1000 live births
Maternal mortality rate 807/100 000 live births
Life expectancy at birth Male — 40 years; Femald years
Under 5 anaemia 69.7%
Under 5 severe anaemia 12.3%

Sources: DHS 2004, MICS 2006, HDR 2009 and MIS 2010

3 National Health System and Policy Environment

3.1 Current National Policies for Malaria

The following policy guidelines were developed witlepidemiological and policy context of
Malawi and are aligned to WHO, Roll Back MalariartRarship (RBM) and regional policies
and guidelines that include:

» Government of Malawi Malaria Policy (revised 2009)

» Guidelines for Health Surveillance Assistants fa@lilzery of Sulfadoxine Pyrimethamine
for Intermittent Preventive Treatment (2006)

* Guidelines for the Management of Insecticide Treddets (ITNs) Program (2007)
* National Malaria Monitoring and Evaluation Plan Z&®011 (2007)

* Trainers Manual on Case Management (2007)

* National Malaria Treatment Guidelines (2007)

» Malawi Health Policy (under review)

* National Malaria Communication Strategy (2009)

» Guidelines for Indoor Residual Spraying (2008)

Guidelines under development include those on paeowigilance, malaria Rapid Diagnostic
Testing, and the Indoor Residual Spraying traimimgnual. The NMCP is planning to revise
malaria case management guidelines to include:

» Protocols for second-line ant-malarial medicineté8unate-Amodiaquine);

» Strengthening malaria diagnosis through the depémgnof Rapid Diagnostic Tests
(RDTs);

» Operationalization of Artemisinin-based Combinatidrerapy (ACT) at community
level,

* Innovative methods to deliver subsidized ACT thitotige private sector.
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3.2  Country Health System Structure

The Malawi's health system comprises the publidaethe non-profit private sector, such as
the Christian Health Association of Malawi (CHAMnd private for-profit sectors. The major
providers of health services include the MinistfyHealth, who is responsible for 63% of all
health facilities, CHAM with 26% of total health diities, and the Ministry of Local
Government (MoLG) responsible for 5% of health lfaes. Others that account for 6% of the
total facilities are nongovernmental organizatii&O) includingBanja La Mtsogolo (BLM): a
not-for-profit NGO that specializes in the delivarf sexual and reproductive health services.
Table 3.1 provides a breakdown of facilities by evahip.

Table 3.1 Health Facilities by Sector

Type of facility BLM CHAM |MoLG MOH NGO TOTAL
Central hospital 0 0 0 4 0 4
District hospital 0 0 0 22 0 22
Mental hospital 0 1 0 1 0 2
Rural hospital 0 27 0 19 0 46
Health centre 1 115 12 288 0 416
Clinic 27 8 4 2 1 42
Maternity centre 3 1 12 2 0 18
Dispensary 0 8 4 42 0 54
Total 31 160 32 380 1 604
The health system still faces the challenges ofdrurasources in terms of numbers as well
distribution, especially at community level as shdwy Table 3.2 below.
Table 3.2 Health worker population ratios at natonal level and distribution
Occupational categories /Cadres 2008 Distribution %
National HW/1000 | Urban Rural
population
Generalist medical practitioners 190 0.01 7% 23%
Nursing professionals 2,928 0.2 71% 29%
Nursing associate professionals 968 0.07 60% 40%
Pharmaceutical technicians and assistants 293 0.02 58% 42%
Medical and pathology laboratory technicigns 473 0.03 63% 37%
Health Surveillance Assistants (HSAS) 10,055 0.77 21% 79%

Source Health Worker Census 2008



3.3 National Policy Environment for Development of theNew Strategic Plan

In 2005, the NMCP developed and launched the 2@d® Malaria Strategic Plan (MSP), in the
backdrop of the Malawi Growth and Development &gt the overarching strategy for Malawi
for the period 2006 to 2011. The MGDS has arti@dathe United Nations Millennium
Development Goals and it is the national frameworkromote economic growth, and is also a
means to reduce poverty and Government’s dependemeyd. Locally, the UN support to the
MGDS is organized through multi-agency clustersedasn the United Nations Development
Assistance Framework (UNDAF) which focuses on irdegf delivery of the Essential Health
Package (UNDAF 2008-2011).

The MSP 2005-2010 set out specific outcomes forNMECP to achieve by 2010 in terms of
"scaling up” malaria control activities in the cert of the Essential Health Package and the
health-SWAp Programme of Work (2004-2010). It h&® grovided the overall contribution
committed to by the Ministry of Health towards ashng the MDG priorities for the health
sector, i.e. to increase life expectancy, decrematernal mortality rates and decrease child
morbidity and mortality rates including deaths doediarrhea, especially in children under the
age of 5.

The development of the third Strategic Plan hasecatman opportune time as the MoH is also
developing Sector-wide Approach (SWAp) Il programafievork and the Malawi Government
is reviewing the Malawi Growth and Development &gy (MGDS). The activities of NMCP
are implemented within the framework of the curreational SWAp policy and strategy of
public service delivery, including provision of thEessential Health Package (EHP) and
supporting the six pillars of the Joint ProgramnfeVWWork: (1) building and strengthening
partnership among all stakeholdg(®, promoting ownership of malaria activities at aNéls of
health care delivery(3) contributing to health sector reform@l) strengthening the Health
Information System and researdh) integrating malaria control activities into pringanealth
care and other social economic development programd(6) increasing coverage of cost-
effective interventions and strengthening commurmigrticipation in the management of
uncomplicated malaria.

The MGDS has articulated the United Nations Millemm Development Goals (MDGs) and
provides the national framework to promote econogriewth and reduce poverty and the
Government’s dependency on aid. Therefore the tgrteration of MSP will take advantage of
these national developmental plans to promote gie@@da of reducing malaria transmission and
burden forward and achieve the stated goals by.2015

4 Overview of Malaria Control Programme Implementation

4.1  Malaria Epidemiology

Malaria is hyper-endemic in Malawi, and transmissmccurs throughout the year in most
places, except in the mountainous areas in thenNortl South. Transmission is greatest during
the rainy season and in the low-lying areas. Dugré&at variations in rainfall and population

movement, a substantial portion of the populat®rmati risk of malaria epidemic and pregnant



women and children aged 3 months to 5 years atbeagreatest risk due to compromised
immunity. (See Figure 4.1 for national predictedvalence rates by geographic area).

Ninety-eight percent of malaria infections are ealsby Plasmodium falciparum, with
Anopheles funestus, A. gambiae, andA. arabiensis, the primary mosquito vectors in Malawi.
Malaria transmission occurs throughout the yeanast places in the country; however, there is
variation in intensity of transmission from low, diem and high based on season and
topography. Transmission is highest during the ywarason and along the low-lying areas.
Transmission is higher in areas with high tempeestuand during Malawi’'s rainy season
(October through April), particularly along the éshore and lowland areas of the lower Shire

Valley.

Fiaure 4.1 Predicted prevalencerate
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According to the 2010 Health
Management Information System
(HMIS) report, malaria accounts for
about 34% of all outpatient visits
and is estimated to be responsible
for about 40% of all hospitalization
of children under five years old and
40% of all hospital deaths. The
number of suspected malaria cases
has almost doubled from a value of
about 3.7 million cases in 2005 to
about 6.1 million cases in 2009 as
shown in Table 4.1 below. In all the
years children less than five years
constitute about 50% of the total
suspected malaria cases. Some of
the possible reasons for an
increased number of reported cases
despite scaled up of interventions
are increased reporting rate,
increased uptake of health services
and the fact that ACTs can only be
accessed at health facilities. The
2009 HMIS report indicates that
between 380,000 — 700,000 malaria
outpatient cases were being reported
monthly by the health facilities
throughout the country. This
resulted in about 6.1 million
episodes of malaria reported in the
outpatient departments in 2009.



Table 4.1;: New Malaria Cases 2005- 2009

Malaria

New Malaria Cases (OPD) incidence per
Year | Total population < 5years > 5 years All ages| 1000 population
2005 12,400,000 1,686,040 1,977,451 3,663,491 295
2006 12,730,000 2,162,316/ 2,339,219 4,501,535 354
2007 13,187,632 2,282,360  2,505,346| 4,787,706 363
2008 13,077,160 2,576,931 2,608,151 5,185,082 396
2009 13,448,495 3,027,629 3,133,792 6,161,421 458

Source: HMIS

Figure 4.2 below shows that there is an increasenataria incidence in Karonga, Salima,
Chiradzulu, Mchinji and Mulanje districts. A decseain malaria incidence has been noted in
Rumphi districts while districts of Nkhata bay, Mithkota, Mwanza, Neno, Nsanje and
Chikwawa have maintained an incidence of aboveda@@s per 1,000 population. The districts
of Chitipa, Lilongwe and Mzimba districts have ntained an incidence of below 350 per 1000

population per annum.

Figure4.2 Malaria incidence rates

Source: HMIS
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Despite an increase in the number of suspectedimakses, data show that malaria case fatality
rate has been decreasing over the years (See Chabelow). There has a decrease in case
fatality rate from 5.6% in 2004 to 3.4% in 2009.efé was a slight increase in case fatality in

2008, possibly due to the 2007 change in treatipelity. However, it is observed that there is a

tremendous decrease in malaria deaths both underafid above five years old despite an

increase in malaria new cases in all age grougo8.

Chart 4.1: Malaria case fatality rates by year
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4.2  Organization of the NMCP

The charts below highlight the linkage between dtal malaria Control Programme within the
Ministry of Health as well as the coordination sture.



Chart 4.2 NMCP Coordination structure
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Chart 4.3: NMCP Organogram
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4.3  Achievements and Progress in Implementing PrevioudMCP Strategic Plans

The first generation of the Malaria Strategic P2890-2005 aimed to increase the coverage of
key malaria interventions for children under fivadapregnant women while the second
generation MSP (2005-2010) focused on scaling tgriantions in order to ensure impact on
malaria cases and deaths with the goal of halviagana morbidity and mortality by the year
2010 with further reduction of morbidity and moityafigures of 2001 by 75% by 2015.

The Targets of the 2005-2010 Plan included thealvi&rget contained in the Abuja Declaration
and Roll Back Malaria, to which Malawi has comndtiéself: To halve malaria mortality and
mor bidity by the year 2010 with further reduction of morbidity and mortality figures of 2001 by
75% by 2015 through accomplishing:

» 80% access to appropriate treatment by all atafiskalaria;

» 80% access to malaria prevention by pregnant women;

* 80% of children under 5 years and pregnant womespshg under ITNs.
Despite not meeting the targets from the previouSPMthere were significant increases in
programme indicator results, as presented in TaRl®elow.

Table 4.2: Malaria Programme Indicator Results 2002010

Thematic || .o 2000 |2004 |2006 |2010 | Comments
area (DHS) | (DHS) | (MICS) | (MI9)

The increases in indicator results

0,
% households 13.1% | 27.4% | 37.8% | 58.1% can be attributed to the following

owning at least one

ITN/LLIN. activities from the previous MSP:
Vector Control  “o5"nder-5 children ' :_rll_ﬁglsl_l\litleNdslstrlbutlon of
Y-\:-r,]\lo sleptunderan | 7.6% 14.8% 24.7% 55.4% . Collaboration among various

stakeholders

last night. * Intensive IEC campaigns

% pregnant women

who slept under an 7.6% 14.7% 25.0% 49.4% Diitribution of free targeted
ITN last night nets
The increases in indicator
results can be attributed to
% of pregnant the following activities from
Malaria in women the MSP 2005-2010:
Pregnancy who received at 29.3% 42.9% 47.0% 60.3% + Direct Observation of
least 2 doses of Treatment (DOT)
IPTp. for IPTp patients
¢ Provision of DOT
equipment
% of under-5 There is an increasing need
Case children with access for BCC activities in
Management to anti-malarials 9.7% 22.7% 21.0% | 21.9% | communities to improve
within 24 hours of care-seeking practices
onset of symptoms. for malaria.
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Some of the programme activities that were undertalkuring MSP 2005-2010 which
contributed to the achievement of the above resuitaded:

* New National Malaria Policy Developed in 2009;

* Indoor Residual Spraying (IRS) introduced and IR8délines developed as an intervention
for vector control in the country and is being exged from one to seven districts;

» Malaria treatment policy changed from Sulfadoxirygipethamine (SP) to ACTs in 2007;

* National policy on Free Bed nets developed; neatetyy and distributor now in place;

* Malaria in Pregnancy Guidelines developed;

» |EC/BCC Strategy and Policy developed;

* New M&E Plan Developed and M&E Working Group esistiéd;

» Strengthened and expanded staff at the NMCP: Aawgprdo the National Control
Programme administrative records; number of NMGH#f $tas increased from 3 in 2005 to
13 in 2010.

4.4 Critical Gaps, Challenges and Threats

The recent Malaria Programme Review identified rgjtes, weakness, threats, as well as
opportunities, for the achievement of the set tisrgéthe National Malaria Control Programme.
The strengths included presence of policies irkeyl intervention areas; availability of supply
chain systems, strong partnership and resourcesate up LLINS. Some of weaknesses include
limited facilities for confirmed diagnosis, in adede capacity of data management and analysis
at all levels and reliance on donor funding. Oppaittes identified were resources for scaling up
diagnosis and partnership in strengthening momigpand evaluation. Additional strengths,
weaknesses, threats as well as opportunities fagramming areas are listed in SWOT tables
below.

In addition, among the many malaria lessons the¢ teeen learned from the previous MSPs is
the need to recognize and ensure that malaria tiedussues are integrated into development
priorities and are adequately addressed by impleabhenand fundable national strategies that
are linked to the MGDS/MDGs. Listed below are samhé¢he issues that have been identified
both at national and community levels:

* Malaria is attributed to increased morbidity andrtality in under five children and is the
most cause of hospital outpatient visits, and rakpation and deaths among under five
children;

* Increasing need for capacity development basedomprehensive training needs assessment
(TNA) for health workers is required at districigsroots level, especially in new malaria
treatment regimes (ACTS);

» Greater and increased awareness of malaria hasabb®Eved at community level;

» Occurrence of diversion and misuse of ITNs in themunities not adequately addressed;

* Absence of an exit strategy for free distributidriTiNs;

 Growing concerns about weak quality control systeims laboratory and inadequate
financial resources for malaria in pregnancy (MIP);

* NMCP missing key targets and deadlines for mosthef MSP 2005-2010 programme
outputs and outcomes;
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* Inadequate collaboration between District Healthudation Officers and District Malaria
Coordinators, and limited integration of malariagnamme service delivery at district level;

* Focusing on particular individual malaria goals targets has the potential to seriously
undermine the achievement of other goals in thgnarame/sector;

» Access to treatment within 24 hours of onset ofggms of malaria for under five children;

» Inadequate and poor quality data and data analysisrmines the available information base
on malaria incidence and disease burden at the cotyrievel.

In preparation for the 2011-2015 Strategic PlaBWOT (Strengths, Weaknesses, Opportunities
and Threats) analysis was conducted by the NMCP atal key stakeholders to assess the
current status of NMCP activities in 6 primary iviention areas:

* Vector Control

* Case Management

* Malaria in Pregnancy

» Social Mobilization and Advocacy

* Monitoring & Evaluation

* Programme Management

The results of this analysis are below in Tabl&s48.

Table 4.3: SWOT Analysis - Vector Control

STRENGTHS WEAKNESS

» Evidence of many partners especially in| « Inadequate information on vector behaviour and/or
implementation of LLINs distribution

» Availability of guidelines and policies for | « Inadequate number of entomologists in NMCP and
key interventions sub-national level

» Extensive experience in distribution of | ¢ Inadequate resources to carry out IRS i.e. vehicles
nets few partners involved, human resource)

» Regular annual review and planning » Little involvement of communities in Integrated
meetings Vector Management programs

» Significant increase in LLIN coverage ande Interrupted supply of nets leading to stock outs
use » Lack of experience in other IVM activities such as

» Availability of vector control technical larvaciding and biological control at all levels
working group

OPPORTUNITIES THREATS

» Availability of local capacity to produce |« Evidence of insecticide resistance to pyrethraids i
LLINS within the country some parts of Malawi

e High demand for LLINs » High reported incidences of net misuse

» Availability of partners in implementation| « Lack of consensus on use of DDT for IRS
of IVM
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Table 4.4: SWOT Analysis - Case Management

STRENGTHS

WEAKNESS

Policies for management of malaria ar
in place

Availability of up-to-date treatment
guidelines

Availability of strong partnership amon
the stakeholders through the case
management subcommittee

The presence of comprehensive futur|
plans for rolling out diagnosis

Strong collaboration with other
programmes such as with IMCI & AR

Only 25% of health facilities have capacity to cocd
malaria microscopy

Over reliance on presumptive treatment resulting i
over prescription and irrational use of drugs

Lack of diagnostic equipments in health centres
Inadequate human resource capacity for malaria
microscopy such as microscopists, laboratory
assistants, laboratory technicians

Limited capacity at reference laboratory
Inadequate infrastructure such as laboratory space
well as microscopes

Lack of good system for maintenance and repair ¢
microscopes and hemocues

Non availability of ACTs beyond health facilities
Mismatch between consumption and supply data
Unavailability of ACTs in private sectors

Poor adherence to treatment guidelines among he
workers (quinine overuse against resistance; use (
monotherapies)

=}

alth

OPPORTUNITIES

THREATS

Availability of RDTs to support
diagnosis

Existence of national policy and
strategic plan for laboratory services
Existence of village clinics that will
facilitate expansion of community case
management

Ongoing pilot of community case
management will help inform better ca|
management practices

Tracking of commodities such as drug
and RDTs through the supply chain

[72)

system that is being developed

Policies colliding (over the counter treatment agai
requirement for confirmed case management)
Case management practice by private sector
Uncertainty of the PSM system on the distributién
malaria commaodities

Table 4.5: SWOT Analysis - Malaria in Pregnancy

STRENGTHS

WEAKNESS

Expansion of DOT for IPTp through

provision of equipment such buckets, trays

cups
No stock out of SP for IPTp
Incorporation of Focused Antenatal C
module into pre-service curriculum in

are

Inadequate number of health workers trained
malaria in preghancy

Lack of indicators for routine monitoring of
malaria in pregnhancy

Low uptake of 2 dose of SP, nationally at 609

despite higher ANC attendance
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training institutions
» Availability of Malaria In Pregnancy
technical working group

Low utilisation of LLINs amongst pregnant
women, nationally at 49% despite targeted
distribution

OPPORTUNITIES

THREATS

e There is strong commitment from partners

» The research currently being conducted to
determine effectiveness of SP for IPTp is &
opportunity as it will promote evidence bas
management.

* Presence of District Malaria and Safe
motherhood Coordinators who could
collaborate their functions.

Over reliance on donors for MIP

Late attendance for antenatal care
Mixed messages about the use of SP for IPTp
against efficacy of SP for treatment of malaria

Table 4.6: SWOT Analysis — IEC, BCC and Advocacy

STRENGTHS

WEAKNESS

» Availability of Malaria Communication
Strategy

» Availability of IEC and Advocacy working
group that comprises of different partners |
contributed to expansion of BCC/IEC
activities to the districts.

» Availability of Health Education Officers in
each district

e Trained health personnel on malaria issue
such as Development of messages,
production and dissemination of IEC
materials in all thematic areas i.e. posters
radio/TV messages, brochures, t-shirts.

» Availability IEC/BCC technical working

group.

Irregular IEC/BCC reviews and planning
meetings

Limited funds for production of IEC materials
Lack of indicators in routine systems to monitg
BCC interventions

Limited research on BCC/KAP.

BCC programming has been stressing on
creating awareness but not on behavior chang

OPPORTUNITIES

THREATS

» Existence of a health education unit
mandated to develop IEC materials and
provide technical support

* Mushrooming of media outlets i.e. radios
(community radio stations) for disseminatig
of the IEC/BCC messages

» Commemoration of Malaria Days and SAD
Malaria weeks

n

C

Partners may pull out due to limited funding in
their respective organization

Poor community perception of malaria as they|
take malaria as part of life resulting in
community not taking responsibility to seek
treatment on time
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Table 4.7: SWOT Analysis — Surveillance, Monitorig, Evaluation& Operations Research
(SMEOR)

STRENGTHS WEAKNESS
» Availability of donor funding. * Inadequate capacity for data management and
e Commitment by all stakeholders to analysis at all levels especially at district aedlth
support malaria programs in Malawi facilities
» Availability of several sources of * Non availability of robust monitoring and

information malaria such as HMIS, IDSR,  surveillance system

HIS, (PPPMIS), IFMIS, LMIS, PAMIS | ¢« Inadequate human resource for surveillance,

and PRMIS monitoring, evaluation at all levels

» Lack of equipment for data collection

» Non standardized tools for monitoring

» Poor record keeping and report writing-from zones,
Districts and Regional offices to the Ministry of
Health Head Offices

» Lack of timeliness and completeness of reporting

* Few malaria data elements collected from routine
monitoring systems

e Lack of culture to collect and utilize approprigtel
available data at all levels

OPPORTUNITIES THREATS
» Availability of the WHO database which| « Inadequate sharing of information for timely
can be adopted by the program decision makers at all levels

» Availability of technical support from the
M & E working group

» Availability of M&E officers within the
NMCP seconded by other partners as well
deployed from government

* Research institutions interest in malaria
related studies

Table 4.8: SWOT Analysis - Programme Management

STRENGTHS WEAKNESS
» Availability of active leadership at | ¢ Irregular quarterly review meetings involving th&1Ds
NMCP » Lack of systematic approach for new staff induction
» Availability of malaria policy and and irregular supervision by the NMCP to enhaneé th
guidelines for key interventions performance
* Increasing number of staff at NMCR ¢ Inconsistent inclusion of malaria control activitia the
» Development of malaria strategies DIPs
« Strong partnerships among malaria| * Lack of career paths for staff at NMCP
partners * Lack of focal person in some thematic areas sud¢B@s
and Advocacy
e Lack of authorized positions at all levels of melar
control programme
» Weak procurement supply-chain management (PSM),
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including logistics management information system
(LMIS)
» Limited storage capacity for malaria commodities
OPPORTUNITIES THREATS
» Availability of strong political will » High donor dependency
« Presence of commitment by » Critical shortage of staff at all levels of heattire
government and donors to support service delivery
malaria program activities. » Lengthy government procurement procedures resulting
. . into delays in procurement of commodities
* Increasing funding from government Pilferage of malaria commodities such as drugsretsl

5 Strategic Framework

5.1 Vision
All people in Malawi are free from the burden oflaré.

5.2  Mission
To reduce the malaria burden to a level of no putialth significance in Malawi

5.3  Strategic Goal

The goal of this strategic plan is to achieve ursakaccess of all malaria control interventions

in Malawi by 2015. This will be achieved throughpraved diagnosis to strengthen malaria case
management, integrated vector management, effigapply chain management, BCC and

advocacy, robust monitoring and surveillance systachprogramme management.

5.4  Guiding Principles
The implementation of the Malaria Strategic Plai e guided by the following principles:

* Human Rights Based Approach and Equity: The Government of Malawi will provide
malaria control and prevention services to all peopithout distinction of ethnicity,
gender, disability, religion, political belief, aoomic, social condition or geographical
location. The rights of health care users and tfaefilies, providers, and support staff
will be respected and protected.

* Gender Senditivity: Gender issues will be mainstreamed in the plannarmgl
implementation of all malaria programmes.

» Ethical Considerations. The ethical requirement of confidentiality, safatyd efficacy in
both the provision of malaria control and prevemtigervices and research will be
adhered to.

» Efficiency: All stakeholders will be encouraged to use theusses dedicated to malaria
control efficiently to maximise health gains.

» Accountability: All stakeholders will take full responsibility fdhe decisions made and
actions taken in the course of providing care imania control and prevention.
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» Community Participation: Community participation will be encouraged in filanning,
management and delivery of malaria services.

* Evidence-based Decision Making: Interventions will be evidence based.

» Partnership and Multisectoral Collaboration: Public-Private Partnership (PPP) and
multisectoral collaboration will be encouraged atekngthened in malaria control and
prevention.

» Decentralisation: Health services management and provision will fiodirie with the
Local Government Act of 1998 which entails devotyvimealth service delivery to Local
Assemblies.

» Appropriate Technology: All health care providers will use health carehteaogies that
are appropriate, relevant and cost effective
5.5  Strategic Objectives
Theobjectivesof the Malaria Strategic Plan 2011-2015 are:

 To achieve universal coverage of all interventidns 2015 in order to have 80%
utilization rate of the interventions;

» To strengthen advocacy, communication and socidlilimation capacities for malaria
control by 2015 in order to improve use and adhagen

» To strengthen surveillance, monitoring and evatuimatsystems including operational
research for tracking progress in the implememadiomalaria control activities by 2015;

« To strengthen capacity in programme management rdleroto achieve malaria
programme objectives at all levels of health serdelivery.

The specific targets to address these goals agdtsaunder this Plan are included in Box 6.1
below.
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Box 6.1 Key Malaria Control Goals and Targets

Global Malaria and RBM Partnership

» To halve malaria-associated mortality by 2010 ageiraby 2015.

Millennium Development Goals

e Target 8: to have halted by 2015 and begun to sevitre incidence of malaria and other major
diseases.
- Indicator 21: Prevalence and death rates asgogith malaria.

- Indicator 22: Proportion of population in malarisk areas using effective malaria prevention and
treatment measures.

Malaria Strategic Plan 2011-2015 Coverage Targets

I ndicator Baseline (2010) | Target (2015)

% of those suffering from malaria who have accest are 21.9%
able to use correct, affordable and appropriatgrrent within
24 hours of onset of symptoms

% of pregnant women who have access to and reteoer
more doses of IPTp for malaria prevention

% of children under 5 years of age sleep undefrah |

% of pregnant women sleep under an ITN

Number of high burden districts implementing IRS 1

% of households owning at least one ITN 58.1%

% of outpatient suspected malaria cases who affiameu by (Not available)
microscopy

% of outpatient suspected malaria cases who affirroea by 0%
RDT

5.6 Key Assumptions

In order to achieve the set targets and objectiye®015, the following assumptions have to be
met by both the malaria programme and the RBM Beship.

» Political commitment will continue at all levels sapport the national strategic plan

» The financial and technical support from partnellsagntinue in the next five years

» Continued availability of commodities and suppbgsnternational market to suffice the
country’s needs

* Improvement in health system performance such pplgiwchain management, human
resources and infrastructure

» The strong partnership will prevail during the perbf the new MSP
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6 Strategic Priorities for 2011 — 2015

6.1  Moving towards Universal Coverage for All Interventions

During the next five years the programme will foamsmoving towards Universal Coverage of
interventions especially: improved diagnosis tersgthen malaria case management, integrated
vector management (IVM), LLINs distribution, supgiigain management, BCC and advocacy,
robust monitoring and surveillance system and @imgne management.

Objective 1: To achieve universal coverage of alhierventions by 2015 in order to have
80% utilization rate of the interventions.
Strategies:

» Ensuring Effective and Prompt Diagnosis and Treatme

» Strengthening of Integrated Vector Management

» Continuing Provision of Malaria in Pregnancy Seegic

6.1.1 Ensuring Effective and Prompt Diagnosis andreatment

Case management includes the identification, disighand rapid treatment of all malaria cases
with appropriate and effective anti malarial drug$e main focus in case management will be
to strengthen diagnosis and ensure access to peordpffective treatment.

i. Improving Diagnostic Capacity

Prompt and accurate diagnosis of malaria is keffexrtive disease management and reduction
of unnecessary use of anti malaria medicineshémext 5 years, the Ministry of Health will:

» Expand parasitological confirmation of malaria tngh use of microscopy at Central and
District Hospital levels, as well as in high patimad health facilities;

* Roll out RDTs to all health facilities, village elcs and where possible use alongside
microscopy;

* Provide a standardized pre-service training culuimuthat emphasizes Universal Access,
Diagnosis and Treatment.

* Provide in-service training for key health workargl laboratory technicians in diagnostic
tools and procedures;

» Procure and distribute RDT kits to all health féieis and village clinics;

* Procure and distribute microscopes and reageratt health facilities;

» Conduct quality assurance and quality control agdbpstics in all service delivery points in
collaboration with the National Public Health Refece Laboratory and the Health Technical
Support Services (HTSS-Diagnostics);

» Coordinate regular joint supportive supervisiomeélth workers at all levels.
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ii.  Improving Patient Care

The main aim in patient care will be increasingesscto prompt and effective anti malarial
treatment to all confirmed or suspected malari®sab order to achieve this, the Ministry of
Health will:

» Intensify training of health workers in malaria easanagement and use of RDTS;

* Follow-up of trained health workers to monitor #ygplication of the gained skills;

» Conduct special reviews to understand the undeylyiauses for non compliance of
health workers to national malaria treatment gumness!.

* Revise the malaria treatment guidelines to benia With the concept of universal access.

» Conduct regular supportive supervision for healtitkgrs on malaria case management
at all levels.

* In collaboration with other partners, roll out coommity case management through
village clinics.

» Conduct refresher training of HSAs on communityecamnagement;

* Provide equipment for referral system such as pusjtles;

* Revise the Community Case Management (CCM) potiaggcorporate all ages

* In collaboration with the Pharmacy, Medicines armmséns Board (PMPB), conduct
regular post marketing surveillance to monitor dgyalf drugs at service delivery points.

* Train health workers on Pharmacovigilance and eragmithem to report any adverse
drug reactions to the Pharmacovigilance Centredtbasthe PMPB;

 Comply with the ban on the use of artemisinin maherapies for treatment of
uncomplicated malaria according to WHO guidelines

* Monitor malaria drug efficacy on a regular basi®tigh the established sentinel sites.

6.1.2  Strengthening of Integrated Vector Managementl{YM)

Integrated Vector Management, as its name impliess multiple and integrated interventions to
attack the mosquito from many directions. In liwgh WHO recommendations for malaria
control, focus will be given to the universal coage of mosquito nets and the use of Indoor
Residual Spraying (IRS) when appropriate. In aoldjtcapacity to undertake entomological
surveys will be strengthened to review and docurgengraphic distribution of malaria vectors.
Efforts will be directed at exploring larvacidingnvironmental management, and other
community level interventions. The main focus oMWill be to minimize exposure to malaria
vector bites through universal access of the pravemventions.

I. Insecticide Treated Mosquito Nets (ITNs)

The role of the bed net is to physically separagepfe at risk from the bites of infective
mosquitoes. Malawi has moved to the use of LLINBjch are heavy duty, pre-treated and
longer lasting.

Currently about 4 million nets are in circulationitw an estimated coverage of 58% of
households owning at least one LLIN. The natigudicy is that nets are provided at no charge

22



to the end-user. Subsidized delivery through tinafe sector will also be used to compliment
free public sector distribution.

In order to achieve universal coverage of ITNs imcdease usage, MoH will:

» Scale up procurement and distribution of LLINsg&tingone LLIN for every two people
This is expected to increase net usage to at 8#4t The nets will be distributed through
time-limited campaigns while keep up through pultliealth facilities will be used to
maintain coverage between the campaigns;

* Intensify IEC and BCC campaigns in communities;

* In collaboration with relevant departments and sitimes, promote community-based
initiatives such as establishment of village bylaamsl special committees to reduce misuse
of LLINSs.

» Advocate for investment incentives for local mamtdige of the LLINS.

ii. Indoor Residual Spraying
IRS uses chemical insecticides sprayed on the watsvellings to kill mosquitoes, thus
reducing the malaria vector population. Malawidrethe IRS programme in one district in
2007 and has expanded it to a total of seven clistin 2010.

In order to improve IRS coverage in the next fiears, MoH will:

» Expand IRS to 12 highly endemic districts througiblge, private sector and community
partnerships. (See Box 6.2 for more detail on IRSlalawi.)

» Advocate for the removal of taxes and tariffs le6lcommodities and supplies;

» Advocate for more resources for IRS from governnaert external funders.

Box 6.2 IRS Strategy for 2011-2015

Entomological surveillance results from Malawi imigust 2010 documented evidence of insectigide
resistance to pyrethroids and carbamate clasddkhntakota and Salima Districts. As a result, the
2010 IRS activities in these districts will useimiphos-methyl while alpha-cypermethrin will be
used in the remaining 5 districts.

Part of the IVM strategy will address how emergipgethroid resistance may impact LLIN
effectiveness. Resistance management stratedigsewemployed that include rotational or mosaic
approaches as well as engagements with the reseansmunity to address innovations such|as
insecticide treated durable residual wall linings an alternative approach to IRS. The cgost
effectiveness of various approaches will be evalliat Though organophosphates have been used in
the agricultural sector in Malawi they have onleesntly been introduced as an insecticide [for
malaria vector control. Rotational choices foricticides will include the feasibility and acceptar]
of dichloro-diphenyl-trichlorethane (DDT) for IRS aequested by the Parliamentary Committee
Task Force Recommendations.
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iii  Other IVM Interventions
Other IVM activities that will be implemented torapliment the core vector control include
environmental management and larvaciding. The Mg collaboration with the Department
of Environmental Affairs, research institutions,tyCand District Councils will undertake the
following:

* Reinforce Environmental Management Guidelines éithplementation of IVM
activities to reduce transmission of malaria;

» Map out mosquito breeding sites in selected distaad embark on larvaciding where
feasible and promote the draining of the breeditess

» Educate community members on how to drain mosdugeding sites and practice other
environmental measures within their surroundingsrtiect themselves and their

families;

» Conduct vector susceptibility studies regularlyider to monitor the effectiveness of
insecticides;

* Review and document geographic distribution of analvectors and their behavior
nationwide;

* Conduct bioassay in all sprayed districts and wesitisceptibility sentinel sites.
» Construct two insectaries at the NMCP Secretaviéddilitate vector bionomics studies;
* Implement mosaic or rotational methods of resistananagement.

6.1.3  Provision of Malaria in Pregnancy Services

Pregnant women are particularly vulnerable to nmaldrecause their immune systems are
suppressed. Malaria causes anaemia, low birthhiveigd spontaneous abortions. In the next
five years, the MOH will plan to reach a targeB6f6 of all pregnant women receiving at least 2
doses of Intermittent Preventive Treatment (IPT@)ptotect the mother and her child from

malaria transmission during the second and thindetsters of pregnancy

I.  Intermittent Preventive Treatment (IPT)

The NMCP, Reproductive Health Unit (RHU), HealthuEdtion Unit and other partners will:

» Ensure that appropriate drugs for IPTp are avadlabhll facilities and outreach clinics;

» Continue to promote Directly Observed Therapy (D@irpugh provision of relevant
equipments to health facilities;

* Provide guidelines, job aides, training and supéowi in all focused antenatal care
programmes;

» Explore ways of expanding delivery of IPTp at conmityi level in order to increase
access
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il. Long Lasting Insecticide Treated Nets (LLINS):
The Ministry of Health will continue to encourageegnant women to sleep under LLINs
through increased awareness campaigns and prow$ibhINs. This will be in addition to the
mass distribution campaigns that will be done evlerge years.

ii. Prompt Treatment and Diagnosis
The Ministry will promote the prompt and accuraiagosis as well effective treatment for
malaria during pregnancy according to National Mald@reatment Guidelines. To achieve this,
the Ministry will:

» Revise and distribute guidelines and job aids eatinent of malaria in pregnancy;

» Continue building capacity of health workers;

e Continue conducting joint supportive supervisionheflth workers for compliance with
National Malaria Treatment Guidelines for prevegtamd treating malaria in pregnancy.

6.2  Behavioral Change, Communication and Advocacy

Objective 2: To strengthen advocacy, communication and socm@tbilimation capacities for
malaria control by 2015 in order to increase theeafall malaria interventions.
Strategies:

e Social mobilization
* Advocacy

The primary challenge in the uptake of malaria mannterventions is the social perception that
malaria has “always been with us and will alwaysiid us”; it is too often accepted as part of
Malawians lives and is surrounded by myths and nusustandings about the benefit of
evidence-based malaria interventions endorsedéintiernational scientific community, such as
the WHO and RBM.

This is made worse when, despite availability aigmiostic facilities in many health centres,
health workers continue treating patients routiraglyg presumptively for malaria and do not seek
out or comply with the laboratory results, creatmgre opportunities for anti-malarial drug

resistance and lack of treatment for the true canfsthe symptoms in the patient, further

endangering the patient’s health and well-being.

To counteract this and in line with the Malaria Goumication Strategy for Malawi 2009-2014,
the Ministry of Health over the next five years hihplement the following social mobilization
and advocacy strategies.

6.2.1 Social Mobilization

The role of the community in the control of malaarad increasing the uptake of interventions is
essential. In order to understand perceptions, Wetsa and practices of individuals,
communities, and health workers on malaria, theiditin of Health will:
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Prioritize the promotion of positive behaviour tactiease utilization of all malaria
interventions;

Build the capacity of health workers to use RDTd &aboratory test results to accurately
diagnosis and treat malaria;

Carry out qualitative and quantitative researctdeelop appropriate and compelling malaria
messages and disseminate them through multiple nelersuch as radios, print and
electronic media;

Empower communities to take charge of malaria cbritrough local initiatives, such as
social gatherings, village meetings, communityratéve radio, household visits, open days,
training of theatre for development clubs and sthoealth programmes that focus on
prevention and care-seeking for malaria as welidiserence to treatment and quality home
care for malarial patients;

Develop communication interventions targeted atltheavorkers and communities to
improve their behavior in malaria case managementdmply with National Malaria
Treatment Guidelines

Monitor and evaluate IEC and BCC efforts

6.2.2 Advocacy
The role of political and local leaders is criticalmobilizing resources and influencing behavior
change. As such, the Ministry of Health and itspens will:

Advocate for malaria control to be a priority aganssue;

Appoint celebrity ambassadors to raise awarenesgtz#ria;

Establish fora such as parliamentary caucusess pm@¥erences, symposiums, networks and
coalitions, meetings with decision makers, and tsifiows to increase knowledge and
understanding of malaria issues;

Continue sourcing funds to implement the Malarian@unication Strategy

6.3 Surveillance, Monitoring, Evaluation and Operatonal Research

Objective 3: To strengthen surveillance, monitoring and evatumtisystems including
operational research for tracking progress in thyglementation of malaria control activities and
assessing impact of interventions by 2015

The goal of the national monitoring and evaluatgystem for malaria control is to provide
reliable and regular information on the progressiena preventing and controlling malaria in
the entire country.

Strategies:

» Strengthening routine data systems

» Strengthening surveillance and operational research

* Promoting use of information for planning and deeigmaking
» Strengthening M & E capacities at all levels
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The main activities in the next five years will ieengthening routine data systems, conducting
surveillance and operational research, promotiregafsnformation, and strengthening M & E
capacities at all levels.

6.3.1 Strengthening routine data systems

The Health Management Information System (HMIS) &rtdgrated Disease Surveillance and
Response (IDSR) are the main sources of routine datmalaria. In the next five years, the
NMCP will:

» Strengthen the linkages by instituting regular nmgst among the NMCP, Central
Monitoring & Evaluation Department (CMED) and Epidielogy Unit to ensure timely
access to data to guide decision making;

» Collaborate with CMED and the Epidemiology Unitttain health workers at the District
and Health Centre level on collection and data mameent, periodic analysis, and use of
data to guide decision making;

* Advocate for the inclusion of more RBM and otherecmalaria indicators into HMIS;

» Establish a malaria database to act as a repositog}l data from MOH and partners on
malaria control activities;

» Develop a system for stakeholders to share dataighaot routinely collected through
IDSR and HMIS to NMCP for entry into the database;

* Procure innovative information and communicatiooht®logies (ICT) equipment for
use in management of malaria data.

6.3.2 Strengthening surveillance and operational research

Robust surveillance systems will be critical as tbentry moves into a position of providing
Universal Access to malaria interventions: Overnbgt five years, the Ministry of Health will:

» Strengthen the Sentinel Surveillance systems byigirgg commodities,

* Train Sentinel Site staff in management of suraaik data;

* Institute quality assurance and control procedateentinel sites;

* Encourage participation of key stakeholders inrtiening of the sentinel sites through
regular joint planning and review meetings;

* Conduct joint supervision of activities at sentiagés with key stakeholders.

In order to update national strategies and guidgnamme implementation, the MOH will:

* Review and update the Monitoring and Evaluatiom ptabe aligned with the MSP 2011-
2015.

» Update and prioritize the research agenda;

» Build local capacity to conduct operational reshkarc

» Conduct Malaria Indicator and Health Facility Seys every two years;

» Participate actively in other surveys such as tkenBgraphic and Health Survey (DHS)
and Multiple Indicator Cluster Surveys (MICS);
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* In collaboration with research institutions, condentomological surveillance in the
sentinel sites as well as sprayed district to noorifie vector susceptibility to insecticides
as well as vector behavior;

» Continue to monitor malaria drug efficacy and malac makers of resistance on regular
basis through sentinel sites;

» Conduct regular post marketing surveillance to nmonguality of drugs at service
delivery points in collaboration with the PMPB;

» Conduct active Pharmacovigilance to monitor advdrsg reactions;

 Review information from routine adverse drug reattito guide malaria case
management;

» Continue to support research initiatives such asiva and drugs trials as they arise.

» Conduct impact assessment at end of strategic2ilab.

6.3.3 Promoting Use of Information

Results-based management requires use of infoormédio evidence-based planning
and decision making. To improve the evidence base rhalaria programme
management throughout the health system, the MyrotHealth will:

* Encourage regular feedback at all levels and uskataf at the point of collection;

* Promote use of data for planning and decision ngakising special fora for
Ministry of Health stakeholders to disseminate maldata;

* Develop a website and produce a quarterly malavietin to share information with and
among stakeholders.

6.3.4 Strengthening M & E capacities at all levels

In the next five years the programme will aim tovelep capacity of staff to acquire specific
skills to facilitate analysis of routine data, i@l appraisal of health outcomes and impact
assessments.

6.4 Programme Management

Objective 4: To strengthen capacity in programme managementdardo achieve malaria
programme objectives at all levels of health serdelivery

Strategies:

» Strengthening human resource capacity

* Resource mobilization

» Provision of policy direction

» Strengthening coordination

» Strengthening procurement and supply chain manageme

Strong programme management capacity is very irapbror effective malaria programme
delivery and achieving the objectives. In the néxe years, the main focus will be on
strengthening capacity of the programme in plannpaytnership, coordination and resource
mobilization. This will be achieved through strofepdership and creation of a supportive
environment by the NMCP. In addition, the programmvédl aim to provide adequate
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infrastructure, equipment and supplies at all levdl will also initiate cross-border malaria
control activities with neighbouring countries witle goal of regional elimination of malaria.

6.4.1 Strengthening human resource capacity

Implementation of malaria control interventionsigsl on integrated human resources at all
health system levels, including the District levalthe current set up, there are District Malaria
Coordinators who have other responsibilities apaytn malaria and are unable to devote
adequate time to malaria control activities. Witthe NMCP, currently there are no established
positions and no clear career paths for staff mesibe

In the next five years, the Ministry of Health will

* Provide a clear terms of reference for the distriataria coordinators;

* Advocate to the Department of Human Resource fabéshed posts at the National
Malaria Control Programme level so that staff helear career paths;

» Advocate for deployment of more people to the NM@Bupport of each thematic area;

» Continue training of health workers and staff ilevant areas to improve their capacity
for effective programme delivery;

» Ensure that a national system is in place for nel@lated pre-service and in-service
training and curriculum development;

» Continue conducting regular joint supportive supgon with partners

6.4.2 Resource mobilization

The successful implementation of NMCP activitietl depend on availability of adequate
resources on a timely basis. In the next five yahesMinistry of Health will:

» Train NMCP technical staff in proposal developmamd resource mobilization;

» Advocate for more funding through roundtable megiwith national and international
institutions and agencies;

» Develop concept papers and funding proposals submitted to the funding institutions;

» Continue to access funds from the existing Glolb@ldmalaria grants to support scale-
up of interventions towards Universal Access.

* Advocate for more malaria specific funding from Mmistry of Finance

6.4.3 Provision of policy direction

The Ministry of Health will provide policy directio and guidance in the implementation of
malaria control strategies. This will achieved tigb the development, revision and
dissemination of relevant malaria policies and gliges in line with national and global
developments.

6.4.4 Strengthening partnership and coordination

In order to strengthen coordination among all padnn malaria control, the Ministry of Health
will continue working through established coordingt mechanisms such as the Malaria
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Technical Working Group, the adhoc National Adwsd@roup and thematic area technical
working groups.

The Ministry of Health will from time to time rewasthe terms of references for the malaria
technical working groups and will continue to ptag role of Secretariat for the working groups.

The Ministry of Health will continue collaboratingith the private sector, including CHAM, as

well as community groups, line ministries, suchiresMinistries of Education, Defence, Internal
Security, Information, Local Government and Fingrae well as the Departments of Fisheries
and Environmental Affairs.

Within the Ministry of Health, the NMCP will contire working together with Health Education
Unit (HEU), Planning Unit, Epidemiology, ReprodwetiHealth, IMCI, ARl HTSS-Pharmacy,
HTSS- Diagnostics, Public Health Laboratory, Dioeate of Clinical Services, Directorate of
Nursing Services, and other partners and programmes

In addition, the Ministry of Health will:

* Conduct joint programme reviews and planning mestiwith stakeholders and establish
database of partners at all levels. The partndtdarencouraged to report on progress.

» Strengthen collaboration with neighbouring cousttirough cross-border malaria initiatives
to work towards the goal of regional malaria eliatian.

6.4.5 Strengthen Procurement and Supply Chain Management

The NMCP, like all other disease control programnsedependent on procurement, distribution
and the supply chain system of the MOH. A significaoncern for the success of the MSP
2011-2015 is the non-availability of essential comdities and supplies, such as drugs,
diagnostics, LLINs, IRS commodities, and othericait inputs through existing system. The
main focus in the next five years will be to haventerrupted supplies of health and non-health
products for malaria prevention and treatment. dueve this, the MOH wiill:

* Conduct annual forecasting and quantification showdities;

* In collaboration with HTSS-Pharmaceuticals, builie tcapacity of health workers in
forecasting and quantification of malaria commaditi

* In collaboration with HTSS and CMS, strengthen lbgistics management information
system (LMIS) in order to monitor the consumptiendls and relate to morbidity data;

» Develop an annual procurement plan for malaria codities in collaboration with partners,
implementing through national and, where applicalvigernational procurement systems to
ensure timely availability of essential commodities

* In collaboration with HTSS and Central Medical $®r(CMS), ensure adequate storage
capacity is available at service delivery pointgluding assessment and, where necessary,
improvements of storage capacity at service defilevrel;

* In collaboration with other stakeholders, undertakeeview of the current system of
distributing medicines and other commaodities tolesgways of strengthening the system;
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» Support national and international efforts in sgtening and expanding the procurement
and supply system and, where feasible, utilize dempntary mechanisms in the delivery of
commodities.

7 Linkage to National and Global Development Stradgies

The Government of Malawi is committed to reduciruygrty and improving the welfare of its
people. This commitment is manifested in the sigrohthe Millennium Declaration adopted at
the United Nations (UN) General Assembly in New Kor September, 2000. The Government
of Malawi (GOM) and its development partners hawveloped the Malawi Growth and
Development Strategy (MGDS) in order to achieve t#élennium Development Goals
(MDGs). The MGDS has six key priority areas ane fisematic components in which malaria is
part of the social component. Government believed progress in both key priority and
thematic areas will assist in the achievement eMIDGs.

The Ministry of Health’s contribution to povertydection is through the EHP. It is based on a
defined range of cost-effective and well-proveriméntions using a targeted approach and aims
to strengthen community based health interventidiie EHP addresses the major causes of
morbidity and mortality and focuses on those heaitnditions and service gaps that
disproportionately affect the poor. As a strategy¢liver the EHP, GOM adopted the SWAp in
which Government and its partners in health hawreshgoals to be achieved through a joint
Programme of Work (PoW). Furthermore, the SWAp oralizes scarce resources and
maximizes the efficient use in the health sectoMadawi. Malaria is one of the major health
conditions included in the package.

The strategy takes cognizance of the Roll Back Nltarget of halving malaria morbidity and

mortality by the year 2010 with further reductiop B5% by 2015, Abuja Call for Universal

Access, UN Secretary General’'s Call for Universatdss, and AU Conference of Ministers of
Health declaration on elimination of malaria in 8.

The 2011-2015 Malaria Strategic Plan has taken radge of the existing national and
international development frameworks to push trendg of malaria forward.

8 Institutional and Implementation Framework

Under the auspices of the Ministry of Health, thd@P takes the lead in coordinating efforts to
control malaria. The implementation of the MSP 2Q0D15 will be a joint effort by all partners
and stakeholders at all levels. The Ministry of leavill coordinate the consultative planning,
implementation, research, monitoring and evaluadiomalaria prevention and control activities.
The NMCP will also be responsible for reportingatggic plan implementation progress and
performance to the Ministry of Health, WHO and RBM.

At the national level the implementation will bedbgh the SWAp PoW. At District levels, the

implementation of the strategic plan will be thrauge District Implementation Plan (DIP) with
the leadership of the District Health ManagemerariéDHMT).
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It is expected that all implementing partners witirk and contribute towards the achievement of
this strategic plan through one coordination merdmanto ensure maximum synergy and
avoidance of duplications, and one M&E plan to meaprogress and assess impact, This will
align with the RBM *“three ones” principles for maé& one coordinating mechanism; one plan
and one monitoring and evaluation system at coueusi.

The detailed Implementation Matrix for the 2011-2@trategic Plan is included in Annex1.

8.1 Partners and Their Key Roles

This section describes each of the partners im#imnal efforts towards malaria control and
their key roles.

8.1.1 Ministry of Health
The Ministry of Health will be responsible for:

* Policy Formulation and Enforcement
* Quality Control/Assurances
* Resource Mobilisation
This will be done in collaboration with the Zon&sstricts and among key stakeholders.

The NMCP will:
» Coordinate the consultative planning, implementatiacesearch, monitoring and
evaluation of malaria prevention and control atigg..
» Take responsibility for reporting implementatiorgress to the MOH and other partners.

With the assistance of the NMCP, Zone Offices Wwél responsible for: consultative planning,
implementation, research and M&E of malaria contnadl preventive activities in collaboration
with DHMTs at district level. The DHMWill be responsible for:
* Appointing relevant qualified health personnel astiirt Malaria Coordinators capable
of enforcing all malaria interventions within thélE;
» Sharing of ideas and networking of experiences walithelevant stakeholders

In addition, the District Executive Committee (DE®@I)l facilitate the integration of activities in
the district development plans. The Health CentoeaF Point Person will be involved in
planning and supervising the implementation of mialaontrol activities in collaboration with
Health Surveillance Assistants (HSAs) who form tha&n link between health workers and the
community.

8.1.2 Other Government Sister Ministries and Deparnents

The Ministry of Health through the NMCP will workitly a number of line ministries such as
Ministry of Education, Ministry of Defence, Ministrof Agriculture, Ministry of Finance,
Ministry of Home Affairs, Ministry of Local Governemt and Ministry of Information in the
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implementation of this strategic plan. The NMCP |vélso work with the Department of
Environmental Affairs, Department of Fisheries, Reluctive Health Unit, Epidemiology Unit,
Health Education Unit, city and town assembliesiftoles will include:

* Management of malaria cases

» Promote LLIN use in schools and other institutisnsh as prisons, colleges, universities

* Integrate malaria prevention strategies in schaoficulum

* Supplement the implementation of IVM including laciding and environmental
management

» Participate in the planning of IVM activities suad larvaciding and IRS

» Participate in the planning and implementation asmdistribution of LLINS

» Participate in vector control technical working gjpo

» Enforce environmental management regulations faicalgural and water sectors,
building and construction works including roads.

» Participate in district and national malaria plarghand review meetings

* Implement IRS activities in barracks, prisons ameldwellings of uniformed officers.

* Support the implementation of LLIN and IPTp througNC clinics

* Review BCC materials for the various interventions

» Participate in joint supervisions visits

8.1.3 Political Leaders and Other Decision Makers

Political leaders will be critical in the implematibn of the strategic plan. These include the
members of cabinet, members of parliament andigalliparties at national and district levels.
Their expected roles include:

» Advocate for allocation of more resources for malgrevention and control from the
government

» Participate in resource mobilization for malariay@ntions and control

» Advocate for community uptake of interventions udihg the use of LLINs, uptake of
IPTp and acceptability of IRS

» Advocate for the recruitment of health workersuport programme delivery

* Advocate for enactment of by-laws to support vectortrol

8.1.4 Private Sector and Civil Society

The contribution of the private sector and civitigty in the implementation of this strategic
plan will be important. The private sector will ¢obute in the service delivery areas particularly
in activities related to case management and vectotrol. They will also be involved in direct

contribution of resources. They will also play &ical role in IEC and BCC including advocacy

though community outreach programmes.

Their specific roles will include:
» Contribute to the implementation of IRS activittésough the provision of insecticides,
protective equipments and storage space
» Participate in various technical working groups
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» Participate in the mass distribution of LLINS tanomunities
* Management of malaria cases

8.1.5 Communities

The implementation of MSP 2011-2015 will use erigtstructures at the community level such
as local leaders, Village Development CommitteeR@¥), Village Health Committees (VHCS),
Village clinic and community based organizationBeif specific roles will include:

* Support community mobilization

* Mobilise resources at the local level for malatievyention and control

» Participate in identification and prioritization loéalth needs

* Support the production and dissemination of keysagss to create demand for and

utilization of malaria control interventions.

8.1.6 Development Partners and Other InternationaNGOs

Bi-lateral, multi-lateral and funding organizatiossch as USAID, Centres for Disease Control
and Prevention (CDC), Department for InternatioBavelopment (DfID) , NORAD, GTZ,
WHO, UNICEF, World Bank, ADB and Global Fund willlgy a significant role in the
implementation of this 2011-2015 National Stratd®jien. Their specific roles will include:

* Providing technical guidance in the implementatbdmalaria control interventions;

* Providing financial resources for the implementatid malaria control interventions;

* Providing evidence-based norms and standards talegtihe implementation of

interventions;
* Providing technical assistance in sourcing, prati@ and distribution of commaodities;
» Assisting in the conduct of monitoring and evaloatactivities such as surveys.

8.1.7 Research Institutions

The successful implementation of the MSP 2011-2@ilbrely on evidence generated from
research within and outside Malawi by establisheskarch institutions. These will play a very
important role in generation of research resultdiratings to guide the implementation of the
MSP strategies as well as the monitoring and etialueof the Plan. In addition, research
institutions will carry out essential research tiall improve on existing interventions and
support their delivery mechanisms and developmergsgarch agenda.
Their specific roles will include:
» Participating in appropriate technical working goeu
» Providing technical assistance in the monitorifgdoug efficacy and insecticide
resistance
* Providing technical assistance in the conduct ef Malaria Indicator Survey and other
surveys
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9 Monitoring and Evaluation

The Malaria Monitoring and Evaluation Plan, detajlthe monitoring and evaluation processes,
will be developed in early 2011 to support the iempéntation of this plan.

Some of the monitoring activities for this planlime meetings to review the implementation of
malaria intervention and plan for the following yelaat will be held annually. The NMCP will
produce a national action plan before the starthef new financial year. Within the year,
quarterly zonal review meetings will be held duriwbich districts will report on progress of
implementation.

Technical Working Groups will meet at least qudyteuring which the NMCP will be expected
to report on progress of implementation againsgets in the annual implementation plan,
address implementation bottle necks and make rageasjustments. The M&E sub working
group will meet when deemed necessary.

The main sources of data for monitoring the impletagon of the strategic plan will be national
routine sources (IDSR and HMIS), programme spedfata sources and population based
surveys. The NMCP will create systems for collegtitata that cannot be generated from either
IDSR or HMIS in order to compliment these systemsta from IDSR and HMIS will be
reviewed on a monthly, quarterly and annual basischeck on validity, quality and
completeness. The NMCP in collaboration with HMifsl dDSR will conduct data quality audits
when necessary.

The midterm review of the strategic plan will bendoduring the third year (in 2013) of
implementation of this plan. During the strategdianpperiod two malaria indicator surveys will
be conducted one in 2012 and another one in 20ie rdsults of these surveys will input in the
midterm and final evaluations of the strategic plEime monitoring of the strategic plan will take
advantage of other surveys such as MICS and DHSpardhtional research findings. The final
evaluation of the strategic plan will be condudte@015.

The indicators for monitoring and evaluating malacontrol in Malawi, which are part of the
Malaria M&E Plan, are presented in Annex 2.
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10: Summary Budget in US$

Str_ateglc Strategic area Year 1 Year 2 Year 3 Year 4 Year 5 Total
Objective
IVM: Indoor Residual
Spraying 5,034,008 7,298,259  7,198259 7,198.259 7,198,259 33,927,044
) . LLINs 43,954,398 4,560,223 4,502,886 47,627,708 4,981,95( 105,627,162
1: To achieve
universal coverage Other IVM activities 6,155,260 6,155,260 6,155,260 6,155,260 6,155,26( 30,776,300
of all interventions— :
by 2015 in order tg Diagnosis 15,492,853 16,652,271 16,590,559 13,809,805 13,915,465 76,460,953
have 80% . j
utilization rate of Patient care 12,120,030 11,128,703 8,936,619 7,335,706 6,467,073 45,988,131
the interventions. | Malaria In pregnancy 29,400 1,173,952 185,800, 1,017,552 185,800 2,592,504
Sub total 82,785,949 46,968,668 43,569,383 83,144,287 38,903,807 295,372,094
2: To strengthen
advocacy, Social Mobilization 237,268 1,631,808 1,286,808 1,286,808 51,168 4,493,860
communication
and social Advocacy 32,250 32,250 32,250 32,250 32,25( 161,250
mobilization
capacities for
malaria control by
2015 in order to | Sub total 269,514 1,664,058 1,319,058 1,319,058 83,41¢ 4,655,110
improve use and
adherence.
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Strategic Strategic area Year 1 Year 2 Year 3 Year 4 Year 5 Total
Objective

3: To strengthen | Strengthening routine

surveillance, data systems 536,340 63,700 63,700 63,700 63,700 791,140

monitoring and Strengthening

evaluation systems surveillance and 162,404 155600 155,600 155,600 155,600 784,804

including operational research

operational Promoting use of

research for information for planning

tracking progress | and decision making 953,420 1,800,000 850,000 2,600,000 950,000 7,153,420

in the Strengthening M & E

Implementation of | capacities at all levels 262,745 37,620 37,620 37,620 37,620 413,225

ma_la_ri_a control Sub total

activities by 2015. 1,914,909 2,056,920 1,106,920 2,856,920 1,206,920 9,142,589

4: To strengthen | Human Resources

capacity in 62,300 58,000 58,000 58,000 98,000 334,300

programme Policies

management in 3,555,216 219,300 219,300 219,300 219,300 4,432,416

order to achieve | Resource Mobilization

malaria 35,425 35,425 35,425 35,425 35,425 177,125

programme Procurement and Supply

objectives at all | chain 8,481,170 8,016,770 16,770 16,770 16,770 16,548,250

levels of health Sub total

service delivery 12,134,111 8,329,495 329,495 329,495 369,495 21,492,091
GRAND TOTAL | 97,104,487 59,019,141 46,324,854 87,649,760 40,563,64C 330,661,884
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Impact

All-cause, under 5 mortality rate
Outpatient Confirmed malaria cases

Outpatient Test positivity rate

Percentage of children aged 6-30 months with anemia

Malaria parasite prevalence rate among childresitiesn five years
Inpatient malaria cases

Inpatient malaria deaths

Outcomes

Malaria prevention
Percentage of households with at least one ITN

Percentage of children under 5 years of age wipt gleder an ITN the previous night

Percentage of pregnant women who slept under arth&Nrevious night

Percentage of targeted households sprayed ingh&2amonths

Percentage of pregnant women who receive appredi#dip according to national malaria policy

Malaria treatment

Percentages of health facilities with no stock afit&ntimalarial drugs for more than a week durthg last 3 months

Percentage of children under 5 years of age witarfa the previous 2 weeks who received antimal&reatment
according to national policy within 24 hours of ehsf fever

Outputs

Malaria prevention
Number of insecticide-treated nets (LLINS) disttixul

Number of targeted structures sprayed in the [2sha@nths

Number of districts covered by IRS

Number of pregnant women receiving IPTp 1, 2 orenor

Number of insecticides susceptibility studies done

Malaria treatment

Number of first-line anti malarial drugs (ACTSs) tlibuted to health facilities
Number of confirmed cases treated with ACTs

Number of health facilities with malaria diagnostapacity

Number of laboratory staff trained in malaria ladtory diagnosis

Number of health workers trained in use of RDTs

Number of health workers trained in malaria treatime

Number of health facilities with no reported staeks of anti malarial drugs
Number of districts implementing Community Case sigement (CCM)
Number of community workers trained in CCM

Number of studies of drug efficacy studies done

Malaria Strategic Plan 2011-2015-Towards Universaccess



