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Foreword

Malaria is a major public health problem in MalaWiis the leading cause of morbidity and mortality
in children under five years of age and pregnanmhes It is the most common cause of outpatient’s
visits, hospitalization and death. Malaria is absalevelopment problem as it has serious socio-
economic consequences for families and the natloough loss of work, school absenteeism and
expenditure on treatment and treatment seeking.

The government of Malawi through the Ministry of alth and its partners are committed to
controlling malaria in the country. As part of ariag successful delivery of malaria control stggte
the Ministry through NMCP conducted a National MaaProgram Review (MPR).The purpose of
the review was to identify achievements, progresd performance of current National Malaria
Control Programme as well identify major emergingiaal issues and priority problems. It also
attempted to investigate the causes of the probfardsproposed some solutions aimed at improving
programme performance.

I am hopeful that the implementation of the MPRoremendations will lead to strengthen the
performance of the national program towards achg®ind sustaining universal coverage in line with
the MDG 2005 goals and targets.

Secretary for Health

Ministry of Health
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Executive summary

The National Malaria Control Programme with theistasce from partners conducted a Malaria
programme review. The review helped to identifyiagéments, progress and performance of current
National Malaria Control Programme as well as idgmhajor emerging critical issues and priority
problems. The review helped to investigate the paoise of problems and proposed solutions aimed
at redesigning the program to achieve better pmdoce. The review also provided a platform to
align the program towards implementation of unigecoverage of malaria control interventions and
move towards elimination. The MPR also provided caportunity to understand the country’s
situation of malaria and inform development of tlegv malaria strategic plan 2011 — 2012.

The main finding of this review was that the maagontrol partnerships with various developmental
agencies and technical organizations have beentkdhe successful implementation of various
strategies and interventions. The major intervastiwhich have been scaled up are LLIN through
routine and mass campaigns, piloting of IRS intatidun of artemisinin -based combination treatment
(ACT) and prevention of malaria in pregnancy witltkermittent Presumptive Treatment (IPT). These
interventions have been supported by mass comntioricand information, education.

This MPR has shown that:

e There are 6.1 million cases and 8,800 deaths uatyibto malaria. There is an increase in
suspected outpatient and inpatient malaria cageeThas been an increase of about 50% in the
incidence of malaria from 305/1000 population i020o about 459/1000 population in 2009.
There is also a noticeable decline in malaria asioms and deaths in some districts and an
increase in other districts.

» Overall case fatality rate has declined from 792006 to 3.5% in 2009 (HMIS — bulletin).

* Routine distribution of free LLIN through healthcfities and two yearly mass campaigns since
2006 has increased household ownership of ITNs f88&b in 2006 (MICS) to 60% in 2010
(MIS). The ITNs usage has increased from 25% ir6200ICS) to 57% in 2010 (MIS) for under
five children and 26% in 2006 (MICS) to 50% in 2qMIS) for pregnant women.

* IRS has been introduced in one district and 300,##¥bple were protected with a coverage of
over 90%

» Malaria combination therapy has been introduce20iti7. Only 28% of children under five years
of age have access to AL within 24hours of onsatyofptoms (MIS, 2010).

* Uptake of second dose of Intermittent Preventixeaiment of malaria among pregnant women
has greatly increased from 46% (MICS 2006) to 6885(2010).

» There is low coverage of parasite based diagnagistd lack of microscopes at health centres
level and even where it is available; it is notdiga& routine management of malaria. Laboratory
equipment and microscopes are available in distraentral hospitals and few private and CHAM
facilities. The quality control and quality assurarsystem for RDT and malaria microscopy is
weak.

* There is no proper induction for District Malariad&dinators (DMC) on their responsibilities,
regular supervision and follow-up as well as demiddunds to conduct key activities

* The human resources situation at the NMCP has wagrfrom 4 in 2005 to 12 in 2010. Despite
this increase there is only one established paositidthe NMCP.



The program requires more staff at the centradlli¢ssuch as the BCC focal person, more case
management focal persons) to support district implgation and supervision especially in the
areas of case management and vector control

Sometimes there is interrupted supply of malanadrand supplies leading to stock outs.
There is inadequate capacity for data collectiora)ysis and use at levels and there is no regular
feedback to the lower levels.

Only about 10% of malaria cases are confirmed wigjority treated presumptively and at the 4
sentinel sites only 25% of malaria cases are aoefir due to inadequate human resources and
shortage of reagents and slides.

The adoption and implementation of the foregoing tecommendations will facilitate scaling up of
interventions towards universal coverage.

Recommendations:

The government should adopt a policy for univecsalerage with LLINs for all populations at
risk of malaria in the new malaria strategic plam @evelop an integrated vector management
strategy that includes IRS and larval source cantro

The treatment policy should be updated to inclualegitological confirmation for all suspected
malaria cases. Strengthen the quality assurance qamatity control system for laboratory
diagnosis and rapidly expand the use of RDT asairtool for malaria diagnosis at all level.
There is need to intensify BCC messages aimattetasing use of malaria control interventions
and services in line with universal coverage angrawe collaboration between the Health
Education Officer and the DMC at the district levBhe NMCP should Strengthen collaboration
with reproductive health unit on scaling up malamigregnancy interventions and mobilize more
resources for the implementation of the same.

Strengthen the capacity of the district malariardo@tors through provision of regular training
on their responsibilities and strengthen suppoptestision at all levels with consistent use of
supervision guidelines and ensure regular feed back

Improve collaboration with other programmes withime MOH and strengthen partnership
coordination at all levels through ensuring that tinalaria advisory groups as well as the
technical working groups are functional and meehoegular basis.

Review the logistics system for distribution of ar@éh commodities to eliminate stock-outs of
malaria commodities.

There is need to strengthen data collection, aisabsd reporting skills at all levels through
constant training, supportive supervision and tagtn of feedback mechanisms



1.0 Introduction

This report presents the findings of the malariagpgmme review that was a joint

collaborative evaluation of the performance of Netional Malaria Control Programme

(NMCP). The report outlines the key findings in leaaf the thematic areas of case
management, malaria in pregnancy, integrated vectotrol, surveillance, monitoring and

evaluation and operations research, behaviourahggha&ommunication and programme
management. It also details the challenges angsnacommendations for policy makers
and implementers in order to achieve universal scoe these interventions. It also details
the challenges faced and makes recommendationsihdead to improved programme

performance towards universal coverage and eveelinaihation of malaria.

Malaria is a major public health problem in Malaegpecially among children under the
age of five years and pregnant women. The 2008-20@% Bulletins indicate that about
6.1 million episodes of malaria were reported ia dutpatient departments (OPD) in 2009.
According to the HMIS Bulletin for the same periodalaria accounts for 30% of all OPD
visits, 52% of under five in-patients had malanma anaemia combined and nearly 60% of
all hospital deaths in children under five are tlumalaria and anaemia.

There are three major malaria vector species itaWia Anopheles gambiae, Anopheles
funestus and Anopheles arabiensis. Malaria transmission occurs throughout the year in
most places in Malawi; however, there is variatiorintensity of transmission from low,
medium and high based on season and topographysission is highest during the rainy
season and along the low-lying areas.

13 Malaria programme performancereview

The malaria programme performance review (MPR) is a periodic joint programme
management process for reviewing progress and performance of a malaria programme
within the context of the national health and development plans with the aim of
improving performance and/or redefining the programme’s strategic direction and
focus. Malaria control programme includes the NMCP as well as all key players and
partners in malaria control at the national, sub-national and community levels.

1.1.3 Rationalefor conducting the Malaria Programme Review (MPR)

Malawi has successfully implemented two generatiohstrategic plans 2000-2005 and
2005 — 2010. As the current strategic plan was egnmo an end, there was a need to
develop the 3rd generation strategic plan 2011-20B&fore the development of the NSP
2011 - 2015, it was felt necessary to conduct aprehensive and in-depth Malaria
Programme Review (MPR) in order to assess the musteategies and activities with a
view of strengthening the malaria control prograenfgrmance and redefining the strategic
direction and focus. This was the first of its kitedbe conducted in Malawi that was meant
to enable the programme to timely identify whatvisrking and what is not and why and
propose solutions to major problems or barriersdaling up program implementation. It
would identify activities required to enhance rapidile up of malaria control in the context
of a national public health system. The results ldidae used for planning and resource
mobilization for scaling up delivery of malaria ¢m services towards universal coverage

Malaria Programme Review-Malawi



by 2015. Key partners would use the malaria progmeriew to get consensus on problems,
identify gaps and suggest improvements in prograipenrmance.

1.2.  Objectives of the Review of the National Malaria Control Programme

1.2.1 Overall Objective

The purpose of the review was to identify achievaisieprogress and performance of
current National Malaria Control Programme as \weidhtify major emerging critical issues,

priority problems, and investigate the cause oblams and propose solutions with a view
of program redesign to achieve better performance.

1.2.2 The specific objectives

» Toreview the structure, organization, and managerfnamework for policy and
programme development within the health systemthadational development
agenda in Malawi

* Toreview the malaria epidemiology in Malawi
» To assess progress towards achievement of natregabnal and global targets

* Toreview the current programme performance bywetgion thematic areas and
by service delivery levels

» To define the next steps for improving Programnrégpmance and redefine the
strategic direction and focus including revisindigies and strategic Plan

123 Methodology of the MPR

This review followed the WHO guidance for MPR. Tpeocess has four distinct phases
with several steps and activities for each phage ag follows:

Phase |- Planning Phase

In this phase, consultations with relevant stakadrs were made on the need of conducting
the MPR in Malawi. During the Malaria Technical Wimg group meeting held in January
2010, a consensus was built to conduct the reviddwvied by appointment of the Malaria
Programme Manager as a review coordinator. A ciecdd track activities and a costed
proposal were developed. The proposal was submitietVHO, RBM, SADC-SARN
including national partners for resource mobiliaatin February 2010

Phase |- Thematic Desk Review

The NMCP together with partners constituted anrirak review team that conducted
systematic thematic reviews from March 2010 to J@6&0 to identify achievements,
progress, challenges and make recommendations.folda¢ persons at NMCP on each
thematic area facilitated the assembling of infaromafrom published and unpublished
reports and other documents. The technical worlmgps working on different thematic
areas reviewed their thematic areas. A three datysat which took place from 7 to 9 June
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at Hippo View lodge at Liwonde in Machinga distrieas organised for the teams to come
up with draft thematic reports. In addition duritigs retreat, tools for field work were
adapted and sites for the field visits selected.

Phaselll-Field Visits

In phase 3, the internal review team was joined doy external review team from

neighbouring countries (Mozambique, Botswana anazaaia) and WHO-IST and AFRO

that further re-examined available documents, tspand also conducted interviews and
field visits to validate the findings of the themsagroups. The joint field visits to the

districts and at national level were conducted dayr fteams that consisted of internal and
external experts in malaria from Malawi, neighbagricountries as well as WHO.

Interviews as well as focused group discussion$ wimmunities were conducted in
selected districts hospitals, health facilities anthmunities.

One team interviewed governmemithorities and partners at national level wtile other
threeteams visited the North, Central and South regadribe country. The field visits were
conducted from ZLJune — % July, 2010. Upon arrival at each district, theieewteam met
with the District Health Management Team (DHMT) iform them about the aim,
objective and outcome of the review. Table 1,Ha ainnex B shows the facilities and
institutions that were visited by each team duthegfield visits.

The end of field visit in each district, the DHMWigere debriefed on the findings and a
report of each team was compiled. The findings udmmendations from all the field

visits and the thematic reports formed the basighef thematic review report. At the

national level the findings and recommendationsewmesented at a high level meeting of
senior management of Ministry of Health and pagndte presentation was inform of
power point presentation, aide memoire and drafbnte

1.2.4 Lessonslearnt

The following are some of the key lessons learnth@ process of conducting malaria
programme review:

e ltis a very critical to have a review coordinatbased at the NMCP secretariat whose
role is to make sure that review materials areraBse to manage review meetings and
all other logistical needs of the programme review;

« It is important to plan well in advance to ensuvaikability of financial resources,
logistics and internal and external reviewers. Rplanning and scheduling of meetings
is very important to avoid conflicting scheduleshisl also helps in ensuring that
engaged consultants complete the report in timeefidewing by other members of the
review team;

* It is important to have a lead national consultaith appropriate skills and expertise
and ensure that he/she is provided with clear tefmsferences and expected outputs;
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e Outputs of the internal and external review teamednto be clearly spelt out at the
beginning of the review and the review coordinaioould evaluate each step to make
sure that all the planned outputs are met.

Malaria Programme Review-Malawi



2.0 Progressin Malaria Control

21 History of Malaria Control Program in M alawi

In 1970's a national malaria control policy was eleped by the MOH that consisted of
three main strategies

1. Chloroquine prophylaxis of children under five y&#hrough under five clinics,

2. Treatment of symptomatic malaria among childrenashalts with chloroquine

3. Vector control with residual spraying (usually wiiDT) and larvacides in certain

urban areas.

In 1973, the World Health Organisation (WHO) missitetermined malaria to be meso-to
hyper endemic in Malawi, except in isolated highiéitudes mountainous regions.
In 1984, Plasmodium falciparum resistance to chloroquine was first suspectedesponse
to this, the MOH established the National Malari@an@ol Committee (NMCC) to
systematically study the efficacy of chloroquinedaother anti-malarial drugs and to
develop evidence based malaria treatment guidelinethe same year the first National
Malaria Control Programme Manager was appointethémage national malaria control
activities including the control of diarrhoea dises with assistance from the Africa Child
Survival Initiative-Control of Communicable Childbd Diseases, a project funded by the
United States Agency for International Developm@bAID). Before 1984 there was no
clear programme and malaria was treated like amgratisease.

In 1999, the Ministry of Health through the NatibMalaria Control Program embraced the
Roll Back Malaria global strategy as an initiatiescale up malaria control activities in
Malawi. The World Health Organization supported theeption process of the RBM
initiative through fielding a technical support si@n in guidance and resource
mobilization.

2.2. Progr ess, performance and challenges on malaria control

The goal of the malaria strategic plan 2005-201% #a halve malaria morbidity and
mortality by the year 2010 with further reductidmaorbidity and mortality figures of 2001
by 75% by 2015. The specific intervention targe¢sev80% access to appropriate treatment
by all at risk of malaria; 80% access to malariavention by pregnant women; as well as
80 % of children under 5 years and pregnant worteapig under ITNSs.

Over the years Malawi has made tremendous progresalaria control through scaling up
of interventions such as: distribution of ITNs/LIdNhrough health facilities and mass
campaigns, change of treatment policy from SP tar#yGnalaria in pregnancy through
IPTp and introduction of Indoor Residual SprayiiiRS).

Malawi changed its policy of net distribution frdmeavily subsidized to free distribution to
under five and pregnant women in 2006 through hdaltilities. Long Lasting Insecticides
Treated Nets (LLINS) were introduced in 2007 andime limited mass distribution
campaign was conducted in 2008 to boost up ITNre@es With regards to treatment, the
country changed its treatment policy in Decembed72@om SP to ACTs in particular
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Artemether-Lumefantrine as first line with Artestsma Amodiaquine as the second line for
uncomplicated malaria with quinine for severe malaCurrently ACTs are available in all

public, CHAM and private health facilities for fredPTp is being implemented in all health
facilities through directly observed therapy (DOT).

The results of the 2010 MIS indicate progress iterirention coverage as follows:

household ITN possession has increased from 6%00 2 60% in 2010; use of ITNs by
children aged less than 5 years and pregnant whimeimcreased from 8% in 2000 to 54%
and 60% respectively. Treatment seeking behaviouchildren with fever in the last 2

weeks who received an appropriate antimalarial dvasg) increased from 24% in 2004 to
28% in 2010.

In terms of funding, there has been an increasénamcial resources through various
partners such as Global Fund, PMI, and UN systetuding Malawi government as well.
Despite these achievements and progress in thegmoge performance, there are still
some challenges faced by the programme. The neership and utilization is still low

compared to set target of 80% by 2010.

On case management, despite introduction of ACT&eatth facility level, access to
treatment is a challenge at community level whempie have to travel long distance to get
treatments. There is also a challenge in termsagfindsis because presumptive treatment is
still being done in all facilities only few have enbscopes although there are plans of
introducing Rapid Diagnostic Tests (RDTs) to ease problem at facilities without
microscopy. There have been some challenges i mianagement such as collection,
analysis, interpretation and feedback mechanisall bvels of health service delivery.

23 Malaria control within the national health development agenda

The mission of ministry of health is to promote IHleareduce diseases and illnesses, and
also seek to protect life and the well being of Mklawians. In order to achieve this
mission, the Malawi health sector has developeohgtiSector Wide Approach (SWAp)
governed by the secretariat placed under the dapattof planning and policy development
to finance the health sector. The health SWAp Ruogne of Work (POW) 2004-2010
outlines the priority health activities to be implented by ministry of health (MoH),
development partners and major not-for-profit oigations within the health sector.

The SWAp Programme of Work consists of various comegmts. The National Malaria
Control Program as one of the key components oEsential Health care Package (EHP)
utilizes the various policies, guidelines and systencluding human resource, monitoring,
procurement, and reporting activities establishewl darmonized under the SWAp
governance structure. Furthermore SWAp rational&zesce resources and maximizes the
efficient use in the health sector in Malawi

One of the guiding principles of SWAp is the detiveof health services through a
decentralized health care delivery system thatritries to the achievement of sustainable
poverty reduction through the enhancement of huoapital development, and improved
access to the Essential Health Package (EHP) &ed lo¢alth-related activities. In this case,
malaria control programme benefits from this areangnt positively.
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24 National Development Plan

The government of Malawi is undertaking unequivoetibrts in reducing poverty and
improving the welfare of its people. This dedicatis manifested through the formulation
of Malawi Growth and Development Strategy (MDGS)2806 whose main goal is to
improve the health status of all people of Malawirkbducing the risk of ill health and
occurrence of premature deaths. This will be ddmeugh utilization of Essential health
care package and other services thereby reduceniptidence of HIV and AIDS, malaria
tuberculosis and other communicable and non conoabte disease.

25 Key strategiesfor malaria control

The main malaria control interventions are promjatgdosis and effective treatment of
malaria cases, IPTp, Integrated Vector Controlugol TN and IRS and other cross cutting
strategies such as Information Education and Contation (IEC), Surveillance
Monitoring and Evaluation and programme managemeéltiese major interventions are
discussed in details in subsequent sections.

2.6 Key partnersin Malaria control

Since introduction of Roll Back Malaria in Malawn 2000 Year several partners have
joined the fight against malaria. These include WHDIICEF, World Bank, UNDP and
DFID, USAID/CDC, PMI, JICA, Research Institutionthie College of Medicine (Malaria
Alert Centre) and NGOs such as CHAM, Africare, MS¥YI, PSI, Plan Malawi, MSH,
Action Aid, CPAR, Malawi Red cross, Anglican Chuyétroject HOPE, Mulli Brothers and
Nkhoma and Livingstonia Synods.

Table 1: Main Contribution to malaria Control in M alawi

Partner Programme| Case Vector MIP IEC and|M &
management management | Control Advocacy | E

WHO ] ] 4] 4] 4] 4]

World Bank, 4]

UNDP

UNICEF, ] ] ] ] 4

DFID

USAID/CDC ] ] ] ] ] ]

PSI M

Malawi Red 4]

Cross

MACEPA/PATH A

2.7 Linkages and coordination

The National Malaria Control Programme works inlaobration with line ministries and
government departments such as Education, Envinstainéffairs, Fisheries, Defence,
Internal Security, Information, Finance, Malawi Bdzasting Corporation and other Media
Houses. The work is coordinated through the malaganical working groups and its sub
committees. The sub committees include case maredervector control, IEC and
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Advocacy, M & E and malaria in pregnancy. In alesk groupings, NMCP takes the
leadership role and are expected to meet on glyabiasis and when need arises. However
participation of other line ministries in malariantrol meetings is irregular coupled with
lack of malaria focal person in these ministries.

Within the ministry of health as part of sector bipation, NMCP work closely with
Epidemiology Unit, Reproductive Health Unit, Healdducation Unit, Planning Unit ,
Research Unit, HTSS (Pharmaceuticals), Central &é¢diStores (CMS), Pharmacy
Medicines and Poisons Board (PMPB), IMCI, HIV/AIRSd ARI.

Collaboration with other units/departments in th©M is key activity this mainly done
through regular departmental meetings and once ek vidonday morning meeting at
Ministry headquarters which involves all departnsemt Ministry of Health. The districts
have established partnerships at both district@mmunity levels for implementation of
malaria control activities with the guidance of tRational Malaria Policy. See Annex D
NMCP Coordination Structure.

The Ministry has a malaria task force which meetartgrly and Strategic plans and any
further developments are also discussed on therlartger ministry and national forums.
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3.0 Epidemiology of malaria

31 Geographical distribution of malaria

Malaria is hyper-endemic and transmission occursufhout the year in most places in
Malawi, except in the mountainous areas in thelnartd south. Transmission is greatest
during rainy season from November to April and gldhe low-lying areas. However the

whole population of Malawi is at risk of malaria.

Limited studies have been done to map the risk afakia in Malawi. A spatial analysis
and risk mapping of malaria in Malawi for childrdr10 years (Kazembe et al 2007)
indicates that higher risk areas are in the ceranal northern region districts as well as
along the lakeshore districts on the east cenio® sf Malawi. The same pattern of
distribution of malaria prevalence is expected dtbrage group. Other notable areas with
relatively higher risk are in the south-westernaagparts of Ntcheu, Zomba, Mwanza and
Balaka districts). Low rates of between 0.7-16 @etr@re around the southern region over
the highland ranges of Zomba, Blantyre, and Mwaaraé parts of Chikwawa. Other areas
with low rates are on the north-western regionshsas districts of Mzimba, Rumphi and
Chitipa which are predominantly at high altitude260—2,400 m above seas level.) See map
of Malawi in figure one below.

3.2 Population at risk

The whole population of Malawi 13.07 million is ask of malaria. The distribution of
malaria infection is discussed in section 3.1. Likeother malaria endemic countries,
Malawian children from age three months to aboud fiears are at the greatest risk.

33 Stratification and risk map
Stratification and risk mapping of malaria in Malasvshown in the figure 1 below.
Figure 1. map of malaria showing malaria stratification.

Predicted malaria prevalence
[posterior median)

nonz- nnAa
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0.119.0.158
0.158- 0.207
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0.269- 0.349
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B o440-0577
Il 0577 o733

I o732 oo Source; Kazembe et al 2007
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34 Malaria parasites

Plasmodium falciparum is by far the commonest g®caccounting for 98% of the
infections. P. Falciparum is responsible for sew#isease and most deaths. Other species,
includingP. malariae andP. ovale, account for up to 2% of casés.vivax is very rare.

35 Malaria prevalence

The results from the 2010 MIS indicates that malarievalence among under five children
is high at 43% nationally and 47% in rural are@ibe results also indicate regional variation
with the central region having the highest prevedeat 50% seconded by the southern
region at 42%. The Northern region had the lowestana prevalence rate at 23 %

compared to the other two regions.

3.6 Malaria vectors

Vector control is one of the key malaria controbtdgies in Malawi. The three primary
malaria vectors in Malawi aré&nophees arabiensis, Anopheles gambiae andAnopheles
funestus. This partly explains the high burden of malaria in Malaw

37 Disease trends

In Malawi most of the suspected malaria cases @dpeander five children are treated

presumptively with very little parasitological cimfiation. Data from HMIS show an

increase in the number of suspected malaria cases 2005 to 2009 as shown in table 2
below.

Table 2: New malaria cases 2005- 2009:

New Malaria Cases (OPD) ~ Malaria
incidence per
Total 1000
Year population <5years >=5years Allages population
305
2005 11,999,585 1,686,040 1,977,451 3,663,491
365
2006 12,345,253 2,162,316 2,339,219 4,501,535
2007 377
12,700,877 2,282,360 2,505,346 4,787,706
397
2008 13,066,746 2,576,931 2,608,151 5,185,082
459
2009 13,432,615 3,027,629 3,133,792 6,161,421

Source: HMIS

The number of suspected malaria cases has almosiedofrom a value of about 3.7

million cases in 2005 to about 6.1 million case2®@9 as shown in table 2.1 below. In all
the years children less than five years constigilgut 50% of the total suspected malaria
cases. There has been a 40% increase in undanéilaia cases from the 2006 to 2009. A
similar increase (30%) has also been observed utedRespiratory Infection (ARI) over the

same period as shown in figure 2 below. Some ofpib&sible reasons for an increased
number of reported cases despite scaled up ofverions are increased reporting rate,
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increased uptake of health services and the fattARTs can only be accessed at health
facilities.

Figure 2: Comparison of under five malaria and ARI cases from 2006 to 2009

Comparision of Under Five Malaria and ARI casesnfr2006 to 2009
3,500,000 1,200,000
1,119,730

3,000,000 3,027,629

- 1,000,000

2,500,000
- 800,000

2,000,000 -

- 600,000

1,500,000 |

400,000
1,000,000

200,000
500,000 |
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—m— U5 Malaria —e— ARI

Source: HMIS

An analysis of the trends at district level shohet twhile the number of suspected malaria
cases has been increasing nationally, there has dekecline in the number of cases in
some districts. The maps below show the trendémtimber of cases per 1000 population
by district from 2006 to 2009. The red colour irad&s districts with higher number of new
suspected cases while districts with yellow indicatoderate problematic districts. As it
can be noted from the maps some districts have anreen yellow to green, other have
moved from red to green and others from green lowefrom 2006 to 2009.

Figures3: Map on trend in the number of cases per district
2006 2007 2008 2009

Key

B <350 cases/1000pop

[ ] 350-500 cases/1000pop
I >500cases /1000 pop

Source: HMIS
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Table 3: Case of fatality rates

Case Fatality Rates

YEAR < 5years >5 years All ages
2004 5.6% 5.8% 5.6%
2005 4.8% 6.0% 5.2%
2006 4.3% 5.7% 4.7%
2007 4.0% 4.6% 4.2%
2008 3.7% 5.7% 4.4%
2009 2.8% 4.5% 3.4%

Source: IDSR Malawi

Figure 4: Malaria Case Fatality Rates over years

Malaria case fatality rates by year
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Despite an increase in the number of inpatientautdatient malaria cases, data from IDSR
show that malaria case fatality rate has been dsitrg over the years. There has a decrease
in case fatality rate from 5.6% in 2004 to 3.4%2009 .There was a slight increase in case
fatality in 2008 ( possibly due to the 2007 chamgdreatment policy). However, it is
observed that there is a tremendous decrease ariendeath in both under five and above
five years old despite an increase in malaria neses.

The figure below indicates the number of malariaesaby month. In terms of seasonal
variation, the highest number of malaria casexpeeenced in January of every year. The
number of malaria cases starts to rise in Noverabdrstarts to drop in May when the rainy
season is over.
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Figures5: New cases of malaria by month.
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3.8 Conclusion and recommendations

The malaria burden still remains very high with @leparasite prevalence level as high at
43% nationally and 47% in rural areas . Data ftwsth HMIS and IDSR show increasing

malaria cases and deaths by about 50% between 20052009. However, these are
suspected cases from HMIS and IDSR with varyinglewf completeness. The increase
could also be due to other febrile illnesses thatewnot malaria. This calls for accelerated
scale up of confirmation of all suspected mala@es so as to accurately depict the
epidemiological situation for malaria.

Lack of sound data systems affects programme nrimgtothere is need to put systems in
place to ensure timely and consistent availabitifyquality routine data. One way of
ensuring timely and consistent data is use of sehsites. Currently the available sentinel
sites are experiencing challenges in terms of hureasources and supplies hence the need
of strengthening them. The programme needs to whlmge with planning unit at MoH
(HMIS) to include more indictors in their reporiEherefore the programme recommends
the following;

* All suspected malaria should be tested with RDTetsure that there is good
reporting on parasite confirmed cases.

* Inpatient reporting of malaria admission and deatimuld be analysed

» Malaria prevalence surveys sampling should be &afju® show prevalence levels
at district level.

* There is need for detailed analysis and triangufiatif the various data sources to
determine the current epidemiological situation #mete after update the malaria
epidemiology map.

» Decisions on scaling up malaria control should &gseld on the analysis arising out
of data triangulation.
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4.0 Programme performance by thematic areas

4.1 Program M anagement

4.1.1 Introduction

The vision of National Malaria Control Programmetds eliminate malaria in Malawi.
According to the malaria policy 2009, the missidntlee NMCP is to reduce the malaria
burden to a level where it is no longer of publahh significance in Malawi. The goal of
the malaria control programme is to reduce by thedf2000 levels of malaria morbidity and
mortality in Malawi by the year 2010 and to redtitis burden further by 50% by 2015.The
overall objective of the NMCP is to co-ordinate augport the delivery of effective malaria
control interventions that will prevent and greatbduce morbidity and mortality due to
malaria leading to the possible elimination of disease.

4.1.2 Palicy

The National Malaria Control Programme developedadaria policy (2009) that covers the
main intervention areas of malaria control and emton, namely effective case
management, use of LLINs, IRS, IPTp as well as afmmral research and information,
education and communication. The policy also add®scross-cutting issues such as
management, financing and human resources; withioyrovement in these areas,
enhanced malaria control and prevention effort$ mot succeed. This malaria policy was
developed within the context of essential healtte ggackage and sector-wide approaches.
Since the policy has just been launched, it isgady to determine its effectiveness and
usefulness.

The 2009 Malaria Policy was based on an in-deptiyais of malaria and its control in
Malawi and was adopted throughout the country teesavo purposes. The first purpose is
to guide the Government of Malawi (GOM), multilateagencies, bilateral agencies, non-
governmental organisations (NGOs), research inistits, civil society, the private sector,
service providers and communities as a basis foisas and actions based on a shared
protocol and consistency of approach. The secongbpa of this policy is to provide broad
priorities and criteria for malaria interventions the health and other sectors in Malawi.
Following this review and the development of thevmealaria strategic plan, the malaria
policy will be reviewed and updated in line withwpolicy directions.

41.3 Guidance

The following policies and guidelines were devebbmnd are aligned to WHO
policies and guidelines.

» Malaria Policy (revised 2009)
* Guidelines for Health surveillance assistants fefiveéry of sulfadoxine
pyrimethamine for intermittent preventive treatm@06)
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* Guidelines for the management of Insecticide Tedtets (ITNs) Program
(2007)

* National Malaria Monitoring and Evaluation Plan Z&@011 (2007)

* Trainers manual on case management (2007)

* National malaria treatment guidelines (2007)

* National malaria Communication Strategy (2009)

* Guidelines for Indoor Residual Spraying (2008)

There are some guidelines that are still under Idpweent/printing such as
Pharmacovigilance guidelines, IRS training manuoal BDT guidelines.

However, some of these guidelines will need revisifier the MPR and development of the
new malaria strategic plan. In particular, the malaase management guidelines require a
major revision in the following areas: the necgseita second line anti-malarial medicine
which is currently Artesunate-Amodiaquine; strerging malaria diagnosis through the
rolling out of RDTSs; the operationalization of ACBs community level and innovative
methods to deliver subsidized ACTs through thegte\sector.

4.1.4 Organisation

The NMCP was established under the Directoraterevdhtive Health Services within the
Ministry of Health. The National Malaria Controkdlgramme is located at the Community
Health Sciences Unit (CHSU), which also housesrotligease control programmes. The
programme is being lead by the Deputy Director oévBntive Health Services. The
Programme Manager reports directly to the DireofdPreventive Health Services.

NOTE: There are no established posts at the natoakaria control programme that makes
it difficult for programme staff to have a substahtareer path.

Table 4: showing the current staff of the National Malaria Control Programme

Number Comment
Establishment currently in place
Programme manager 1
Entomologist 1
Vector Control 2 (ITN and IRS specialists)
Case Management 2

Malaria In pregnhancy

IEC and Advocacy

Technical Assistant supported by P

Monitoring and Evaluation| 2 through MSH and one deployed by MOH
Technical Assistant supported by P
Diagnosis 1 through IMaD
3 Not very functional

Zone coordinators

District coordinators 29 (one in each district)
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The NMCP is charged with setting policies and supgapervision of the district level
which is responsible for implementation. During #renual review and planning meeting,
the NMCP uses this opportunity to guide the distran the malaria control priorities for the
respective year. The districts then incorporate esamh the activities into their district
implementation plans (DIPs). Under the SWAp arramgiet, the DHMT receive funding
from the treasury for the implementation of thelPB. Since districts have the mandate to
prioritize activities at their level, malaria cooitrmay sometimes not be included on the
priority list. As a result, some planned malarifivattes maybe skipped that year. As such
there is a need for greater advocacy for prionigisinalaria control activities at the district
level. Regular training as well as supervisiont@f District Malaria Coordinators to ensure
that they proactively plan for and implement maantrol activities will be essential.

At district level, the district malaria coordinasoare appointed by the District Health
Officer (DHO) and do not devote 100% of their tima malaria control. The district
malaria coordinators are usually clinicians or earsharged with overseeing malaria case
management. Each district also has an ITN focahtpw oversee the ITN programme
distribution through the ANC and MCH clinics. Thase responsible for malaria trainings at
the district level and receive earmarked fundingmfrthe NMCP every year to conduct
supervision activities. Due to the DMC having othesponsibilities apart from malaria,
they are unable to devote adequate time to matamdrol activities. In addition, though
they have been facilitated with a motor-cycle, tt@gpend on the district funds for
maintenance and fuel. Also there is no systemaiiccaach for new staff inductions as well
as regular supervision by the NMCP to enhance tipeiformance. Although the
programme has planned to conduct quarterly reviestmgs involving the DMCs, they are
not regular.

415 Strategic and annual planning

The Malaria Strategic Plan for 2001 to 2005 encased renewed efforts to reduce malaria
morbidity and mortality in the context of multi-deral implementation of malaria control
activities. The Malaria Strategic Plan for 200520 focused on “scaling up” of malaria
control activities in the context of the EssenHa&lalthcare Package (EHP) and sector -wide
approaches.

The main strategic areas that were identified lfier $cale-up of malaria control activities
include, Malaria Case Management, Intermittent @&mnéve Treatment (IPT) of pregnant
women with SP and malaria vector prevention witlecid emphasis on the use of
Insecticide Treated Mosquito Nets (ITNs). The p&#so addressed the need to develop
human resource capacity, strengthen informationyca&tibn and communication and
behaviour change communication (IEC/BCC) and adspcdor malaria control.
Furthermore it highlighted operational researchd development of systems to strengthen
monitoring and evaluation to track progress andsuearesults. The 2005-2010 National
malaria strategic plan is expiring and he NMCHhithe process of updating it.
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4.1.6 Financing

The NMCP receives financial support through the SWa&rangements. Funds from the
government, the Global Fund and other developmentners are placed in a common
basket and are disbursed in the line with the anmaek plans. The Sector Wide Approach
(SWAp) is guided and governed by a code of condandt Memorandum of Understanding
(MoU), amongst the stakeholders in the joint progre of Work (PoW); the initial
signatories were DFID, World Bank, Norway and Minisof Health. In addition, the
UNFPA, the Global fund and the German Governmestrioav signed on the pooled fund.

Some of the grants are channelled towards procureofepharmaceutical and Medical
supplies, Systems Support and Development — ndriedilevel operations: Zonal support
offices, training institutions, CHSU, central adistration, Central Medical Stores (CMS)
Health services Commission, Routine Operationseavice delivery level and human
resource. The NMCP also gets some discrete furfding USAID/PMI for specific malaria

control activities.

Ongoing negotiations on the consolidated Globaldsugrant for rounds 2 and 7 worth US
$ 36 over the next 3 years , as well as round 3hw@4 million US $ over 5 years will
enable the country to scale up the universal coesa malaria control and prevention
interventions.

Summary of progressand performance

Since the NMCP was established, there has beemvwement in program performance. The
program has policies and guidelines for malariarobhat will require updating alongside
the development of the new malaria strategic pldre human resources situation at the
NMCP has improved from four professional staff mensbin 2005 to 12 professionals in
2010 including the appointment of a substantive NM&anager and an M&E Officer
seconded by MSH. There is a marked increase inirigrfdr malaria control by government
and partners. The current financial arrangementsutfh the SWAps have enabled the
program to scale up interventions.

Summary of key issues and challenges

Despite this increase there is only one establigfuesition in the NMCP. Furthermore the
program requires more staff at the central levekupport district implementation and
supervision especially in the areas of case managieamd vector control.

District Malaria Coordinators (DMCs) that are apped by the District Health Office
(DHO) work with the Health Surveillance AssistattSAs) on malaria control. However,
these District Malaria Coordinators spent only dmied or less of their time on malaria
control activities. In addition, because of highfkattrition rates within the health sector,
DMCs are sometimes appointed without proper indaction their roles hence
compromising their quality of work. The programsteould intensify training of malaria
coordinators regarding their responsibilities andduct regular supervision and follow-up
as well as allocate dedicated funds for them talaonkey activities.

Summary of suggested solution for action

» Review the staffing situation at the NMCP and iaseestaff to adequately cater for
the demands on the programme.
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 The NMCP should have a defined staff establishmetit clear post descriptions
and career paths since malaria is a priority deseastrol programme.

* Improve collaboration with other programmes witite MOH such as Child
Health and Maternal health which are responsibtectrtain aspects of malaria
control.

» Strengthen coordination and timely implementatibough quarterly and annual
review and planning meeting with district malareadinators.

e Strengthen partnership coordination at all leveleugh ensuring that the malaria
advisory groups as well as the technical workirmugs are functional and meet on
a regular basis.

» Strengthen the capacity of the district malariardo@tors through provision of
regular training on their responsibilities. The govnent should consider making
the DMCs fulltime dedicated to malaria.

» Strengthen support supervision at all levels witdmsistent use of supervision
guidelines and ensure regular feed back

» Accelerate the negotiations and signing of Rourtd 8nsure sustainable funding
for universal coverage

4.2 Malaria Vector Control

421 Introduction

Vector control is one of the key malaria controhttgies in Malawi. The three primary
malaria vectors in Malawi aré&nopheles arabiensis, Anopheles gambiae andAnopheles
funestus. This partly explains the high burden of malaria in Malaw

The key vector control interventions include ITNSINS, IRS and integrated vector

management (IVM). The main focus of IVM is to miri@ exposure to malaria vector bites
through universal access of the proven intervestidhe role of the bed net is to physically
separate people at risk from the bites of infectimesquitoes. IRS uses chemical
insecticides sprayed on the walls of dwellings itbrkosquitoes, thus reducing the malaria
vector population. Each of these key interventiatils be discussed in turn. This section
will review the implementation of the three mairctgr control interventions.

4.2.2 Policy and Guidelines

The policies and guidelines under vector contrtgriventions were developed within the
framework of The Malaria Strategic Plan (2005 —@®0The goal is to maximize reduce
malaria transmission through appropriate use ofsIENd other vector control measures.
The main strategies are;

» Scaling up of ITN distribution
* Introduce IRS in selected rural areas
» Effective monitoring of malaria vectors
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Malawi changed its policy of net distribution frdmeavily subsidized to free distribution to
under five and pregnant women in 2006 through hdattilities. Long-lasting Insecticide-
treated nets (LLINS) were introduced in 2007 anidha-limited mass distribution campaign
was conducted in 2008 to boost ITN coverage.

4.2.3 Organisation structure

The National Malaria Control Programme has oneonati entomologist, a National ITN
Officer and a district focal person for IRS whdssed at Nkhota-kota District hospital. In
addition; there is a functioning national malaréctor control sub-committee.

There are Officers/focal points responsible foramal vector control at community level,
district provincial and national levels.

4.2.4 Human resourcetraining and capacity development

The District Health Offices have a focal person foN. The focal person works in
collaboration with the District Malaria Coordinatdme distribution of LLINs is conducted
by nurses in health facilities. The nurses arméichon guidelines for the management of
Insecticide Treated Nets.

In 2002, NMCP established six entomological sehtsiges in the districts of Karonga,
Rumphi, Nkhota-kota, Lilongwe, Mangochi and Chikkwea Two entomological assistants’
receives training at each sentinel site in theidtsin addition the sites are used to conduct
studies on mosquito vector susceptibility and magpif malaria vector species.

427 Procurementin Vector Control

There are two sources of funds for procuring vecdmmtrol items. The procurement of
LLINs is done by UNICEF using global funds, whildPfunds are channelled through
John Snow International (JSI) which is responsibfeLLINs procurement. Distribution of
LLINs is done by PSI and Mulli Brothers, these itgtons are subcontracted by the
Ministry of Health to carry out LLINs to all publitealth facilities. Procurement of
insecticide, spray pumps and Personal Protectivepegent (PPE) is done through tender
where the best bidder is subcontracted by the kiyned Health.

428 SWOT Analysis

STRENGTHS WEAKNESS
« Existence of strong partnership Inadequate information on vector behaviour
especially in implementation of LLINs and/or distribution
« Availability of guidelines and policies fore Inadequate entomologists in NMCP
key interventions e Inadequate resources to carry out IRS |i.e.
» Extensive experience in distribution pf vehicles, few partners involved, human
nets resource)
* Annual review and planning meetings Lack of disposal system for old and torn LLINs
and reports » Little involvement of communities in Integrated
» Significant increase in LLIN coverage Vector Management programs
and use. * Interrupted supply of nets leading to stock outs
» Auvailability of vector control technical « Lack of experience in other IVM activities sugh
working group as larvaciding and biological control

Malaria Programme Review-Malawi



OPPORTUNITIES THREATS

« Availability of local capacity to producee Evidence of insecticide resistance to pyrethraids

LLINS within the country in some parts of Malawi
e High demand for LLINs * Increased incidents of net misuse
* Availability of partners in| « Lack of consensus on use of DDT for IRS

implementation of IVM

429 Summary of progressand performance

All of achievements have been made in the areaatfor control. Over the past five years
the programme has manage to distribute over 6amilllNs and over 2 million especially
to vulnerable groups.

Figures6: ITNSLLINs distributed by year.

# of ITNs/LLINs distributed by year
2,800,000

2,600,000
2,520,044

2,400,000

2,200,000

2,000,000

1,800,000

1,600,000

1,508,735
1,400,000
1,295,498

1,200,000

1,000,000 1,029,884
50,000

800,000 815,620

673,238
600,000
400,000

200,000

185,968

1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

IRS has been piloted in Nkhota-kota district si20@7 and will soon be expanded to six
more districts with highest incidence. The coverémespraying has been over 90% in
Nkhotakota with about 300,000 people protected @aein. The districts earmarked for the
expansion are; Mangochi, Karonga, Nkhatabay, Chéltiay Nsanje and Salima. Guidelines
for IRS adapted from WHO guidelines and also deyestioby RTI will be adapted for use in
the new districts.

In order to monitor vector control interventionsetivloH established 6 entomological
sentinel sites, namely; Chikhwawa, Mangochi, SaliMighota-kota, Rumphi and Karonga.
Results from the sentinel sites indicate that midsgs are susceptible to Pyrethroids.

The figure below indicates trends in ownership asd of ITN over the years. There has
been a significant increase in the use of netsbfith under five children and pregnant
women. The results from 2010 MIS indicate that 3%.%f under five children sleep under
an ITN and 50% of pregnant women sleep under andfNmprovement from the 2006
value of 25% and 26% for children and pregnant womespectively. Overall, household
ITN possession has increased from 6% in 2000 to B82910; use of ITNs by children
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aged less than 5 years and pregnant women hassecrérom 7.6% in 2000 to 55.4% and
49% respectively.

Even though there has been an increase in usaéNefLLINs among high risk groups,
this increase is less than the targets need foingdhe country to pre elimination phase.
The programme will need to rapidly scale up therweéntions in order to reach the RMB
targets of 80% coverage.

Figure 7: Net possession and usage

90 Net possesion and usage

80 RBM Global Strategic Plan targets

70

RBM Abuja targets
60

56.5 49.9
50

40

59.8
38
30 274 26
25
20
14.7

i - -

0]

DHS 2004 MICS 2006 MIS 2010

® % HH with atleast onelTN % <5 sleeping underITN % pregnantwomen sleeping under TN

4.2.10 Keyissuesand challenges

While the programme would like to scale up IRS ito reore districts there is suspected
vector resistance to the current pyrethroids asvehia the table below. The programme
needs to continue monitoring insecticide resistaite pyrethroids currently used have a
potent life of about six months yet the programmiends to spray once a year. This is
likely to impact on the effectiveness of the ing@de. Related to this is the slow expansion
of IRS to other districts. The programme will ndgecconsider rapidly scaling IRS to more
districts to be in line with universal coverageeféis no up to date information for Malaria
vector bionomics as no studies have been in thentgrast. There has also been reported
case of misuse of ITNs especially in the lake shiis&ricts of the country. There has been
reported frequent stock out of LLINs in some heddttilities. The recent report from the
susceptibility study conducted in Nkhotakota, shtbat there is growing resistance to the
commonly used insecticides especially deltamethtiambdacyhalothrin as well as
Permethrin as shown in table 4 below.

21
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Table5: Insecticide resistance in Nkhotakota 2010

Site Species Insecticide n % mortality
Nkhotakota  An. Funestus Deltamethrin 0.05% 132 39
Nkhotakota  An. funestus Permethrin 0.75% 155 71
Nkhotakota  An. funestus Lambdacyhalothrin 0.05% 156 35
Nkhotakota  An. funestus Bendiocarb 0.1% 110 69
Nkhotakota  An. funestus Malathion 5% 125 100
Nkhotakota  An. funestus DDT 4% 102 99
Nkhotakota  An. funestus PY-Control 100 0

Malawi does not have an Integrated Vector ManageifiéiM) strategy that includes other
vector control interventions such as larvacidingl &mvironmental control that could be
appropriate for urban areas. Although high usagérfs is rising, net misuse was also
noted in some areas.

4.2.11 Summary of suggested solution and priorities

» Adopt universal coverage with LLINs for all at risk malaria in the new malaria
strategic plan

* Review ITNs/LLINs logistic arrangements to elimi@atstock outs and in
preparation of the upcoming universal coverage eagmp

» Explore ways of introducing longer-acting insect&s for IRS which would ensure
that IRS is more effective and cheaper to implement

» Develop an integrated vector management strategyribludes other vector control
interventions.

» Verify the results of the study on vector resiseafrom one site. Similar studies
should be done at other sentinel sites to confirenmhagnitude of the problem and
take action.

* Intensify studies on vector resistance & updateordgsionomics & stratification

43 Malaria Diagnosis and Case M anagement

4.3.1 Introduction

Malaria continues to be the main cause of admisaimhdeath especially in children aged
less than five years. Malaria case managementigfttre one of the key malaria control
interventions in reducing malaria burden to thesledf no public health importance through
access to prompt and effective ant malarial drlibss section will review the programme
performance regarding diagnostics and treatmentmalfria at all levels of the health
system.

4.3.2 Pdlicy and guidance
The malaria case management strategy is reflestachiimber of policies and guidelines.

I. Diagnosisof malaria: clinical and parasitological diagnosis, microscopy, RDTSs.
The malaria diagnostic policy recommends that ialagical diagnosis of malaria is done
in all persons with signs and symptoms of malddawever, presumptive treatment for
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febrile illness suspected to be malaria in childewer five years of age and pregnant
women is encouraged. About 25% of health facditie the country have diagnostic
facilities (microscopy) and the programme rolled &CTs (LA) in December 2007 to
implement this policy. With the limited diagnosfiacilities, Malawi is in the process of
preparing for the introduction and roll out of RDTauidelines on the use of RDTs and the
roll out plan have already been developed. Accordm recent WHO recommendations
regarding parasitological confirmation for all caskefore treatment, calls for another
review of the current diagnostic policy.

1. Treatment of uncomplicated malaria
The treatment of malaria is in line with the NabiMalaria Treatment Guidelines using
anti-malarial drugs that are of good quality, safel efficacious in line with the Malawi
National Drug Policy in 2007. Accordingly, the lfmhing treatment policy has been
adopted:
The first line treatment for malaria changed in &aber 2007 from SP to ACT (AL). All
government and CHAM health facilities have accasdirst line treatment ACTs (AL).
ACTs have also been introduced at community le&but a quarter of the targeted 4000
hard to reach villages across the country havesadoeACTSs through village health clinics.
Malawi is in the process of developing policies foanning oral Artemisinin based
monotherapies. This is in line with the current WH&ommendation on the ban of
monotherapies for oral artemisinin based antimalari

The second line treatment is Artesunate-AmodiaqUiA8AQ). Orientation of health
workers to this new treatment policy was done i072@ut treatment was introduced in
October, 2009. Introduction was accompanied witletstonditions for use of second line
treatment mainly after laboratory confirmation ddlaria. However, because of inadequacy
of microscopy facilities in all health facilitieglata on consumption of the second line
treatment is not available. In addition there issé of overstocking the second line drug
and expiry, hence wastage of scanty resourceseTifeherefore urgent need to review the
utility of the second-line treatments in Malawi.

[11. Management of Severe Malaria
Intravenous quinine is the recommended treatmerdgegére malaria. This treatment is
mainly delivered at hospitals where there are itasl| for supervised treatment and other
supportive care. At peripheral level of health ¢céine policy recommends health workers to
refer patients with severe malaria to the nearespital after administering quinine IM as
pre-referral treatment according to the natioredtiment guidelines.

IV. Treatment of Malariain pregnancy
As indicated under the section on malaria in pragpalntermittent Preventive Treatment
through administration of SP to pregnant women rdurthe second trimester after
quickening (first foetal movement) and third trirtersis recommended. For treatment of
uncomplicated malaria the policy stipulates thaal@Quinine should be used in the first
trimester, while ACTs (AL) should be used in secamud third trimesters. Quinine
injectable is recommended as treatment for sevataria.
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4.3.3 Organisation of Case Management

The capacity to deliver malaria case managementaisly though public health services
which constitutes central and district hospitaksalth centres and village clinics. In total
there are 24 hospitals, about 600 health cent@sbout 4000 village clinics. The later are
mainly in hard to reach areas and are manned bittH8arveillance Assistants (HSAs) a
cadre of community health workers within the Mingsof Health. Community Case
Management (CCM) is a service delivery packageillge clinics that includes treatment
for malaria, pneumonia, diarrhoea and eye infestiamong others. This services which
was only accessible to children under the agevefyears is now extended to all age groups
in line with the universal coverage policy.

Private, not-for profit health facilities under CiNRare also sources providing services at a
nominal cost recovery basis and their servicesrcimveabout 30% of the population.

There is malaria Case Management sub-committeatanal level that meets quarterly.

The core function of this committee is to servaasdvisory committee on all malaria case
management issues. The committee also providesugee on changes of policy on malaria
treatment and is charged with the generation oflende for any of the issues that may
require further investigation. This committee glag key role in the guidance and
implementation of treatment and diagnostic policddembership of this committee consists
of; national malaria laboratory specialist, malac@se management specialist, national
treatment focal point person working on malaria ecavanagement: paediatrician,

obstetrician, general physician, pharmacist whovaltliscussion on a wide spectrum of
issues. In addition experts from other departmardésalled as and when required.

At national level, there is a malaria focal poietgon for case management and focal point
in charge of malaria control services at zonal llet#owever, he/she is charged with
additional responsibilities within the health ddpsnt. This procedure has seemed to
compromise the progress of malarial work at thdthéacility.

434 Malariatreatment and diagnosis

Currently ACTs are available in all public, CHAM aprivate health facilities for free.
IPTp is being implemented in all health facilitiésrough directly observed therapy
(DOT).This policy has been rolled out to the pulblealth facilities and all Christian Health
Association of Malawi (CHAM) facilities. The secottide treatment is hardly prescribed
even where laboratory services are available, flgkdaecause of the effectiveness of the
first line treatment.

The treatment policy also recommends confirmatibnmalaria cases before treatment
among those aged over 5 years while children ubdgears are treated presumptively
according to the IMCI protocol. However, there isnited capacity for laboratory
confirmation of malaria due to limited number obdaatory technicians, microscopes and
reagents. The rapid diagnostic tests for malane Imat been rolled out yet.

Access to malaria treatment at community levetilsa challenge for some people due to
long distances, geographical terrain and otheofaciThe MOH identified about 4000 hard
to reach villages where CCM services are targetechprove access to treatment. However,
rational use of these ACTs remains one of the mafallenges due to limitation in
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diagnostic facilities. Only 25% of health faciliien Malawi have the capacity to confirm
malaria diagnosis with microscopy and RDTs haveyattbeen introduced due to lack of
funding. As part of strengthening malaria diagrasstthe MOH plans to introduce and roll
out RDTs to all health facilities and at commundyel.

This program performance review has shown that allyeaccess to effective malaria
treatment is still a challenge since a small propor(22%) of children with fever has
access to treatment with an appropriate anti nalgkCTs) within 24 hours of onset of
fever.

435 Malariaprophylaxis

The guidelines on malaria prophylaxis recommend ple@ple who are at risk to develop
malaria such as internal travellers & tourists $tiaeceive chemoprophylaxis medicines
with Doxycycline, Proguanil, Mefloquine or Malaranélowever, availability of such
medicines in government health facilities is a [dhmgje.

4.3.6 Procurement in Case Management

The commonly procured items in case managemeriR@nes, medicines and Microscopes.
Procuring procedures depend on the source of fgn@iobal fund procurement is done by
procurement agents i.e. UNICEF while For PMI fuddtin Snow International facilitates
the procurement process. UNICEF sources cost dssimaom the suppliers and then
submits them to NMCP. These are then forwardedthegevith the funding request to the
GF Local Funding Agent (LFA) for vetting. These downts are then further forwarded to
the Global Fund secretariat for approval and fugpdiunds for procurement of malaria
health commodities are sent straight to the pranarg agent while funds for procurement

of non health commaodities such as vehicles, connpated other accessories are sent to the

Ministry of Health as PR. Distribution is normaliipne by Central Medical Stores for all
Health products and the NMCP does distribution @frascopes to areas where they are
needed.

437 SWOT Analysis

STRENGTH WEAKNESS

» Policies for management of malaria are in place Only 25% of health facilities have capacity to cocid

e Auvailability of up-to-date treatment guidelines malaria diagnosis

« Availability of strong partnership among the  Over reliance on presumptive treatment resultingvier

stakeholders through the case management prescription and irrational use of drugs

subcommittee. e Lack of diagnostic equipments in health centres
» The presence of comprehensive future plang for Inadequate human resource capacity for mal
rolling out diagnosis with RDT. microscopy such as microscopists, laboratory asHist

e Strong collaboration with other programmes laboratory technicians
such as with IMCI & ARI « Limited capacity at reference laboratory

well as microscopes
microscopes and hemocues

« Unavailability of ACTs in private sectors

practice against resistance)

* Inadequate infrastructure such as laboratory space
e Lack of good system for maintenance and repair of
e Poor correlation between consumption and supply da

e Poor adherence to guidelines (quinine overuseiuaiar

aria

at
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OPPORTUNITIES THREATS

e Availability of RDTs to support diagnosis e Policies colliding (over the counter treatment agh
« Existence of national policy and strategic plan requirement for confirmed case management)
for laboratory services « Case management practice by private sector

» Existence of village clinics that will facilitat
expansion of community case management
* Ongoing pilot of community case management
will help inform better case management
practices
e Trucking of commodities such as drugs gnd
RDTs through the supply chain system that is
in place

(1]

4.3.8 Summary of progressand performance

A lot of advancement has been done in malaria obintrMalawi. The change of treatment
policy for malaria from SP to ACTs (LA) in 2007 isoteworthy and Amodiaquine-
Artesunate as Second line treatment with Quiniserted for severe cases. This policy has
been rolled out to the public health facilities atldChristian Health Association of Malawi
(CHAM) facilities. The second line treatment is diigrprescribed even where laboratory
services are available. In the facilities visitesanagement of severe malaria in children
under-five is done in accordance with the natidresltment policy in the hospitals. The new
treatment policy has not been fully implementethatcommunity and in the private sector.
About 4000 hard to reach villages are targeteaddonmunity case management. However,
only 2971 villages have an HSA to run the clinidbout 1022 HSAs have already been
trained in CCM and are running the village clinigdl the 28 districts but four are
implementing CCM.

Treatment seeking behaviour in children with feirethe last 2 weeks who received an
appropriate antimalarial drug has increased frod 24 2004 to 28% in 2010. It should
however be noted that in 2004 Malawi was deplo®yas 1 line treatment compared to
use of ACTs in 2010.

439 Summary of key issues

Despite having diagnostic policies in place, thereveak capacity to confirm all suspected
malaria cases mainly due to inadequate human m@saarcarry out tests for all suspected
cases according to the national policy. There isr @ystem of quality control and quality
assurance resulting in some health workers nefithsting nor adhering to test results when
making treatment decisions. Although the laborasoperforming malaria tests are keeping
records, there is a weak system of reporting aatiyaimg data. Confirmed malaria cases are
not captured by HMIS. Most of the health facilitiegve inadequate infrastructure in terms
of space and diagnostic tools. Malaria diagnosticexpected to be strengthened with the
introduction and scale up of RDTs planned by the@MThe RDTS have not been rolled
out yet. There is observed non-adherence to teststs by clinicians, over consumption of
ACTs compared to number of cases reported and A@Jk-®uts in some facilities. Lastly
some health workers have not been trained on tveneatment policy.
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Implementation of the second line treatment pofaymalaria is highly hampered by low
access to microscopy by 75% health facilities. Heveplans are in place by NMCP to
procure 56 microscopes every year for the next®tgears with funding from GF Round 9
and the consolidated grant of Round 2 and 7. Gthallenges include complicated dosing
for ASAQ (regular tablets) as the fixed dose isysitregistered with PMPB.

During the field visits to selected health faodij misuse of quinine was noted in some
facilities where it is given as first line treatmienin other cases especially in CHAM
facilities, administration of quinine is preferredArtemether-Lumefantrine (AL) because it
is paid for unlike ACTs that are given free of @@rin some instances clinicians prefer to
give quinine as they have more confidence in efficaf quinine than AL. At times they
succumb to patients’ demands for quinine becausg ltelieve that quinine is better than
LA. This could be addressed through continuousitngi of clinicians on the guidelines and
putting measures in place to ensure adherenceMiiistry of health should also consider
subsidising quinine supplied to the CHAM faciliti@he CHAM facilities are also charging
for microscopy and consultation limiting accessyppropriate anti malaria drugs by patients
attending them.

Community management of malaria: Artemether- Lumifiae is currently a prescription
medicine only. Access to AL at community level islyo through community case
management, however not all the targeted hardachreareas have been covered. In
addition, some of the partners feel that therenagléquate coordination with the relevant
departments on community case management and libaprogramme has not readily
availed ACTs at this level. Currently, NMCP is winids with its partners to expand the
target for CCM from under five children to includi age groups in line with the universal
coverage to malaria intervention policy

4.3.10 Summary of suggested solution and action points

The introduction of ACTs coupled with massive scafeof RDTs and strengthening of
malaria microscopy is likely going to positively piaict on improved case management and
reduction in malaria cases in Malawi. However, ¢h& need for increasing resources
towards strengthening diagnostic facilities if Maias to overcome the high consumption
of ACTs that is currently being experienced andtgwetential ACT drug resistance.

* Update the treatment policy to include parasitaabiconfirmation for all suspected
malaria cases.

* MOH to strengthen laboratory capacity by introdgcimd rapidly scale up RDTs

» Strengthen the quality assurance and quality cbeyiem for laboratory diagnosis that
should include RDTSs.

» Strengthen the strategy for ensuring access to ADARDTSs at community level.

* More refresher training of the prescribers on theavntreatment policy including
diagnostics.

* Review the logistics system for distribution of aré commodities to eliminate stock-
outs of malaria commodities.

* There is need to establish a system for documentadf antimalarial stock-levels
guarterly at all levels.

» There is need to intensify BCC on the new treatrpelicy
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 The MOH should develop a policy banning artemisimésed monotherapies and other
antimalarial monotherapies in the community.

* There is a need for an in-depth review of the tytitif the second line treatment for
malaria in Malawi.

4.4 Advocacy, BCC, |EC and social mobilization

441 Introduction

The National Malaria Control Programme recognites BCC/IEC approach as one of the
important strategies to address malaria burdenafaM. The approach addresses areas of
advocacy for change, creating demand for malanieicgss and giving information that is
necessary for changing people’s behaviour. Diffemmmunication channels are being
used to reach the masses and these include; drarfeanpances in communities, airing of
radio/television jingles and programmes on maldrealth talks at health facility, outreach
clinics and community gatherings, and home viditeugh Health Surveillance Assistants
(HSAs) and village volunteers who also organisedt@munities establish radio listening
clubs.

The NMCP gets a lot of good support from partreard non-governmental organisations
(NGOs) in the area of BCC/IEC. With funds from goweent through SWAp and the

Global Fund, NMCP supports all district health of and Health Education Unit to
conduct various BCC/IEC activities. Population $&s International (PSI) is engaged in
BCC/IEC activities such as production of and airiofy radio jingles, production and

distribution of poster and leaflets. Several NGOt wgrants from USAID/BASICS project

are implementing BCC/IEC through various commurdcathannels country wide.

442 Policy and guidance

The guiding principles for Advocacy, BCC, IEC amtigl mobilization are contained in the
2009- 2014 malaria communication strategy. The are#ing goal of the communications
strategy is to promote adoption of the three recemaed malaria prevention and control
interventions by addressing issues that preverd\betir change. There is need to intensify
media and performing arts campaigns in rural areaslvertise the use of nets and drugs to
combat malaria through community forums. Inclusainhealth talks in schools through
public health talks.

443 Organisation

Within the Ministry of Health there is a Health Edtion Unit, which has been mandated to
coordinate and provide technical guidance on deweémt, implementation and evaluation
of BCC/IEC activities. The unit works in collabamt with the National Malaria Control
Programme at all levels. BCC/IEC is implementedaasrosscutting issue in all three
thematic areas of case management, malaria in @negrand vector control. There is an
IEC/BCC Technical Working Group made up of représtves from the National Malaria
Control Programme, National Health Education Umigdia (radio, TV, journalists, Malawi
News Agency), CPAR, MSH, CDC/PMI, PSI, UNICEF, WbNision, and other agencies
and NGOs. The group meets on an ad hoc basis.
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4.4.4 Human resourcetraining and capacity development

Malaria programme partners have also trained llee@alers and community groups (drama
groups and other community volunteers) on malatrventions. Refresher trainings on the
same will continue being administered to healthkeos.

445 Serviceddivery, outputsand analysis

The NMCP and partners have provided various intgiges to the communities. These
interventions include case management, vector goatrd malaria in pregnancy. BCC/IEC
activities are centred on these and as such theg plyed an important role in the
following;

* Improved awareness on Malaria control, preventiuhteeatment

 Empowered communities, families and individuals malaria prevention and
control

» increased demand for information and services danmgrevention and control

* Increase community Participation and involvement roalaria prevention and
control

* Increased number of people seeking treatment féariaan health services within
24 hours.

* Increased number of people who use treated mosogiito

448 SWOT Analysis

* There is ai.e. Malaria Communication Strategy (20014) e Lack of an IEC foca
» Commemoration of Malaria Days and SADC Malaria veeek point in the nationa
* The steady availability of various service commieditbeing promoted program
through IEC. e Limited funds  for
« Improved collaboration with partners has contridut® expansion of  production of IEC
BCCI/IEC activities to the districts. materials
« Trained health personnel on malaria issues suchdeaelopment of * There are no monitoring
messages, production and dissemination of IEC madein all thematic mechanisms to collegt
areas i.e. posters radio/TV messages, brochusbirts; etc. data on IEC indicators
* Involvement of community structures and networlat tiave been oriented
in malaria prevention and treatment

* There is a health education unit mandated to dpvikC materials and « Partners may pull out

provide technical saport due to limited funding in
* The good collaboration with partners in the IEC gutup their respective
« IEC has been accepted as an activity in the mjnidthealth. organisation

e The current members of IEC working group are deditand interested in
the fight against malaria.
e Malaria is not only a health problem but it's alssocial economic problem
hence there is an opportunity that the IEC matedah be mainstreamed |in
every government ministry, companies, media, NG@lgion etc.
*  Mushrooming of media outlets i.e. radios (commuméglio stations) is an
opportunity for dissemination of the IEC messages
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449 Summary of progressand performance

The NMCP recognises the significance of BCC/IEG agay to best communicate malaria
messages to the community hence the developmeatcommunication strategy that has
been that has guided BCC activities over the yd@C/IEC activities at district level are
managed by the district health education offic8iisere has been an increase in BCC
initiatives mainly focusing on under fives and pragt women, resulting in greater
awareness of malaria at community level. Some & tiotable initiatives are the
commemoration of Malaria Days and SADC Malaria veeakd disseminating information
through these commemorations

The community IEC programme has been scaled ujprinsa all parts of the country. For
example the BASICS IEC community programme is rgar20 districts now. The direct
involvement of the media in Malaria IEC is a suscst®ry as the messages have been able
to reach a wide range of people through them. Asvahin figure 8 below, there is high
knowledge on what causes malaria 85% with 76% famiith symptoms and only 66%
who are aware that INTs could prevent them frontirgeimalaria.

Figure 8: Knowledge on malaria
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4.4.10 Summary of key issues and challenges.

The uptake of malaria treatment and prevention igesvis negatively affected by

community attitudes such as late-treatment seel@ftaviour, myths and misconceptions
about IPT, ITNs and LA. Collaboration between thstritt malaria coordinator and the
district health education officer on malaria BCQZIE minimal. The systems to monitor
and evaluate IEC interventions are not adequatads$-dor the production of IEC/BCC

materials are still limited and malaria intervensoare not mainstreamed into other
programs.
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4.4.11 Summary of suggested solution and action points

The following need to be the focus of the progranimerder to improve uptake of malaria
interventions at all levels.

* Intensify advocacy by involving political and civeadership at all levels

* Intensify production of BCC/IEC messages aimed retreased use of malaria
control interventions.

* Update and implement the malaria communicationteggain line with the new
malaria strategic plan

» Improve coordination and collaboration between Health Education Officer and
the DMC at district level

45 Malariain pregnancy

451 Introduction

Malaria in pregnancy is one the main malaria ketgrirentions being implemented in

Malawi. As such use of Intermittent Preventive Tmeent through administration of SP to
pregnant women during the second trimester afterkguning (first foetal movement) and

third trimester is part of the 2005-2010 Nationatatgic Plan. In Malawi malaria is

endemic and most pregnant women are at risk anugravidae are at higher risk. Malawi

recommends that pregnant women should receiveaat te/o doses of SP to protect them
from malaria and that Long Lasting Insecticidal N@tLINS) provided free at Government

and Cham facility. The activities are centred oonpoting pregnant women for early

antennal attendances and promote uptake of SP

452 Policy and Guidelines

There are guiding policies for the Malaria Prograanmhese include: guidelines on case
management, insecticide treated nets, indoor rakidprays (IRS), and malaria in
pregnancy, malaria treatment, training guidelirses] the Malaria Communication strategy
2009-2014 that have been discussed elsewhere.

453 Organisation

The NMCP has an MIP Focal person who is responéilblplanning and coordinating and
provides technical guidance on development, imptaai®n and evaluation of malaria in
pregnancy activities. The National Malaria Confrobgramme work in collaboration with
several key partners at all levels World Healthaigation (WHO), UNICEF, and PMI in
scaling up malaria in pregnancy interventions ia tountry. The programme works in
collaboration with the Reproductive Unit througlday to day consultation and the Malaria
in pregnancy technical working group.

454 Human Resources, Training and capacity development

Few health workers have been trained in the past years on issues of malaria in
pregnancy as part of Focused Antenatal Care, diseapagement, vector control including
insecticide treated nets (ITNs). Thus capacitydiog on malaria management has been
done although it is inadequate and irregular. kialprogramme partners have also trained
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malaria district & safe hood motherhood coordimator monitoring and evaluation of
malaria in pregnancy indicators.

45.6 Performanceindicatorsand targets

The malaria in pregnancy performance indicators trdets as shown in the Malaria
Strategic Plan and the National Malaria M&E plahe$e indicators are used to monitor and
evaluate malaria in pregnancy interventions. Tlog@mme targets in malaria in pregnancy
are as below.

» To scale up uptake of second dose for IPT from 5®9%9% by 2010.

* Toincrease net ownership in pregnant women 4190% by 2010.

* Toincrease net usage in pregnant women from 3186% by 2010

Currently Health Management Information System (8MHBoes not have indicators in
malaria in preghancy. Therefore measurement of ERievement is currently through
population based surveys.

45.7 Serviceddivery outputsand Outcomes
The National Malaria Control Programme in collabama with its key partners has

supported the scaling up of malaria in pregnantgrientions to the communities. These
interventions on malaria in pregnancy centred eseh

» Training of nurses midwives/clinicians in the magiagnt of malaria.

* Procurement and distribution of SP to all healtkilitees offering Antenatal
services

» Distribution of DOT equipment to support SP adntnaison to all health facilities
both from government and Cham.

» Conduct efficacy study to determine effectivendsSkas IPT

» Distribution of gestational wheel calendars& Jatsefor nurses midwives

These activities have played an important roldefollowing;

» Improved awareness on Malaria control, preventimhteeatment.

* Empower pregnant women to sleep under LLINs

* Increased demand for information and services danmgprevention and control

* Increase community Participation and involvement roalaria prevention and
control

* Increased number of pregnant women seeking treatfoenmalaria in health
services within 24 hours.

* Increased number of pregnant women using treatesdjuito nets

458 Procurement in Malariain Pregnancy

UNICEF is subcontracted by the Ministry of Healthdo procurement of SP. Once SP is
procured it is sent to Central Medical Stores, wdsponsible for storage and distribution to
various health facilities where there is need. Br@ment of other supplies i.e. Cups,
buckets, trays is done by MOH partners such MSHh iinds from PMI. There are no
major issues in commodities stock of SP in mosheffacilities.
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459 SWOT Analysis

STRENGTHS WEAKNESS

« Expansion of DOT for IPTp through provision « Inadequate number of health workers trained on niaala
of equipment such buckets, trays & cups in pregnancy

* No stock out of SP for IPTp e Lack indicators for routine monitoring of malaria i

* Incorporation of Focused Antenatal Care pregnancy
module into pre-service curriculum in training *+  Low uptake of ¥ dose of SP, nationally at 60% despite
institutions higher ANC attendance
Availability of Malaria In Pregnancy technicgle  Low utilisation of LLINS amongst pregnant women,
working group nationally at 49% despite targeted distribution

OPPORTUNITIES THREATS

* There is strong commitment from partners | «  Over reliance on donors for MIP

» The research currently being conductedto | ¢ Late attendance for antenatal care
determine effectiveness of SP for IPTpisan| « Mixed messages about the use of SP for IPTp against
opportunity as it will promote evidence baseg efficacy of SP for treatment of malaria
management.
Presence of District Malaria coordinators gnd
Safe motherhood Coordinators who could
collaborate in their functions.

45.10 Summary of progressand performance

Malaria in pregnancy interventions are part of theused antenatal care package that has
been rolled out in collaboration with the reprodeet health unit. It has also been
incorporated into the training of the health sutaace assistants. To expand and increase
the uptake of SP, the National Malaria Control Paogme with support from its key
partners JHPIEGO, Access to clinical and commumiggernal, neonatal and women health
services and UNICEF supported all the districtshvdirectly observed therapy equipment
for SP. Figure 9 below shows the trend of uptakeeafond or more doses of IPTp. There is
an increase from 46% in 2004 to 60% in 2010. Algtothis is below the set target however
this increase reflects a 30% increase.

Figure 9: Percentage of women who took two or more |PTp doses
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On use of ITNs by pregnhant women, figure 10 beldsardy show that there has been a
significant increase of over 80% from 26 % in 2006 49% in 2010.
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Figure 10: Percentage of pregnant women who slept under an I TN the previous night.
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45.11 Summary of key issuesand problems

Despite the progress recorded in Malaria in Pregpait's been noted that there is
inadequate knowledge of treatment of malaria egisad pregnancy as very few health
workers have been trained in malaria in pregnaraboyt 22%). This results into non
adherence to treatment policy as in some healihtiize quinine and SP are being used to
treat uncomplicated malaria in pregnancy in thesdandhird trimester. Non adherence
to treatment protocol also occurs due unavailghiftguidelines and due to the fact that in
some facilities pregnant women have to pay for igeinFinally, even though there has been
improvement in the uptake of IPTp from 45% to 60%augh it is still below the target of
80%. Similar increase has been noted in the ITé\ftssn 15% in 2004 to 49% in 2010 that
way below the target as shown in the strategic pfa80%.

4512 Summary of suggested solution and action point
In order to scale up the uptake of IPTp, the follgweeds to be addressed:

» Strengthen collaboration with reproductive healthsgaling up malaria in pregnancy
interventions.

* Mobilize more resources for the implementation dPMctivities
* Build capacity of health workers at all levels infv

* Review IPTp policy based on findings of the efficatudies

» Strengthen BCC IEC for MIP interventions

4.6 Surveillance, Monitoring and Evaluation

4.6.1 Introduction

The goal of the national monitoring and evaluasgatem for malaria control in Malawi is
to provide reliable and regular information on theogress made in preventing and
controlling malaria in the entire country.
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4.6.2 Pdlicy, guidance and coordination

The National Malaria Monitoring and Evaluation Piaas developed through a consultative
process with various stakeholders and is in linth VWAP Monitoring Evaluation and
Research Framework and the National Malaria Stiateign 2005-2010. The plan adopted
the key regional and international goals and targetch as RBM, MDGs and Abuja
declaration. The malaria monitoring and evaluatamtivities are coordinated by NMCP
Malaria M&E working group and the major stakehotdere UNICEF, WHO, JICA,
NORWAY, USAID, DFID, SIDA, World Bank, European Wm, NGOs, other bilateral
agencies, research and training institutions aagtlvate sector.

4.6.3 Human resourcetraining and capacity development

With support from PMI through MSH the programme rltas a Monitoring and Evaluation
Officer whose role is to have oversight of the nomng and evaluation processes of the
programme. The MoH will soon designate a substarithonitoring and Evaluation Officer
to work with the PMI recruited officer. At distridevel there are HMIS and IDSR focal
persons. Although there have been efforts to impitbe capacity of health workers through
World Bank Malaria Booster programme for HMIS alx8R, NMCP has also contributed
in training health workers on Malaria data managanterough the Global Fund. However,
the system still has inadequate capacity for datkeation, management and analysis. In
addition, the programme conducts joint quarterlynittoing supervisory visits to the
districts with other stakeholders in Malaria.

4.6.4 Routineinformation systems

The primary health services monitoring system far Ministry of Health in Malawi is the
Health Management Information System (HMIS. Thee rof HMIS fits within the larger
context of health sector monitoring and evaluagéiorts under SWAp and EHP in Malawi
and consists of seven functional components or syatems: Integrated Disease
Surveillance and Response (IDSR), Health Infornmatgystem (HIS), Personal Pension
Payroll Management Information System (PPPMIS)edrated Financial Management
Information System (IFMIS), Logistics Managemerfohmation System (LMIS), Physical
Asset Management Information System (PAMIS) andieRat Record Management
Information system (PRMIS).

Implementation of the current comprehensive andgirated Malawi Health Management
Information System (HMIS) started in January 2002collects and reports data on 74 core
indicators only two of which are malaria specificlicators. The two indicators are the new
outpatient suspected malaria cases and inpatidatimdeaths. The national malaria control
programme is advocating for inclusion of more nialamdicators in the HMIS. These are
the number of confirmed malaria cases, the numbempatient malaria cases, and
indicators related to commaodities and suppliesali®mtollected from the community health
facilities, districts, and national levels througbutine reports, for use in planning and
management of health services including the useonitoring and evaluation of health
sector performance in the country. Central MonitgriEvaluation and Research department
(CMERD) synthesises information collected from eliént sub-systems, prepares and
publishes half-yearly and annual reports. Quartesyglbacks are expected to be provided to
the zones, central hospitals and districts dutiegguarterly zonal review meetings.
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The Integrated Disease Surveillance and RespoB€R(l is another source of malaria data
and has been implemented in the country since 2@92core objective is to improve
communicable disease surveillance and response spéefic objectives are to improve
case detection, investigation and confirmation atboeaks, reporting, analysis, epidemic
preparedness, response and providing feedback.refohe IDSR is one of the main
collaborators for malaria data collection from tistricts for surveillance, detection and
response. Quarterly feedback bulletins and weelpnts of epidemics are produced by the
central level team and distributed to districtsaltie facilities and partners as a source of
malaria data. Data is normally validated by thetritis health office before being
communicated to the Epidemiological Unit from whitle Malaria Programme collects its
surveillance information on monthly basis. Siige Disease Surveillance and Response
systems are integrated, there is no stand aloneilance system for malaria. Routine
outpatient fever cases, inpatient cases and deathsll reported through IDSR every
month.

One of the major shortfalls of HMIS is that dataaiher service delivery outputs such as
LLINS/ITNs, IRS, commodities stock control and mraaslides tests processed is not
reported This will need to be addressed in the heare as it makes very difficult for the
programme to monitor progress at process and ougwa.

Other challenges with IDSR and HMIS include time#n in submission of reports and use
of data from these systems at lower levels. Theratiajor challenge is lack of capacity for
data collection and management at district andtihéatility level. Posts for key staff have
been vacant for a number of years which impactsitinagdy on both HMIS and IDSR data
to effectively inform decision makers

4.6.5 Sentind Survelllance Systems

The NMCP has maintained 8 sentinel surveillanasf which six are used for monitoring
drug efficacy, six are used for monitoring vectosceptibility and 4 are used for monitoring
malaria intervention coverage.

The sites for monitoring drug efficacy were esttidid in the early eighties and have been
maintained throughout the years and these are i§arand Rumphi in the northern region,
Nkhota-kota and Lilongwe in the Central Region afldngochi and Machinga in the
Southern Region. The aim of the established siesoimonitor resistance of malaria
parasites to anti-malaria drugs. The studies anelwtied at least at an interval of 2 years.
Figure 11 below shows the results of the recemtystonducted in all six sentinel sites. The
efficacy of the first line is above 90% in all sitexcept one where it is around 82%.
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Figure 11: Percentage of adequate clinical and parasitological response by site.
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The vector susceptibility monitoring sites are @kva and Mangochi in the Southern
region, Karonga and Rumphi in the Northern regiod Blkhota-kota and Lilongwe in the
Central region. The main purpose is to monitor malgector susceptibility to commonly
used insecticides.

Monitoring expanded malaria intervention coverags heen implemented since 2008, in
collaboration with the Malaria Alert Centre (MAC)ittv funding from PMI in order to
document accurately trends in malaria mortality enzaibidity rates. The sentinel sites were
also meant to be used to monitor and evaluate niadt of malaria programs and
intervention coverage. The general aim of the sgeto create a high-quality database
capable of informing policy makers about trendsmalaria morbidity and mortality. To
date four sites are operational and these are @dterral Hospital in Rumphi, Mitundu
Community Hospital in Lilongwe, Mwanza District Hotal and Matiki Health Centre in
NkhotaKota.

The data elements reported through the systemdadhe number of fever cases and those
that were tested for malaria for both under fivd awer five years. These are reported in the
monthly sentinel surveillance reports from eactheffour sentinel sites to the NMCP.

However there are some challenges such as quélityta generated, inadequate supplies as
well as funding to sustain the operation of thessit Some of the challenges faced in the
running of the sentinel sites include the fact tiatall fever patients are tested for malaria
due to low utilisation of malaria diagnostic sees@and constrained laboratory capacities. In
addition, a greater proportion of patients with am@ positive results are not treated
according to treatment protocol and clinicians @b adherence to test results resulting in
patients with negative test results still gettingated with LA. Lastly against the clear
objectives of the sentinel sites to parasitologmahfirm all patients before commencing
treatment, a lot of patients seen in the sentiitek sare treated presumptively as such
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patients that have not been tested for malariassantetimes even those tested with negative
results are given the first line of treatment teelahs shown in figure 12 below from three

sentinel sites.

Figure 12: Total number of fever cases, microscopy test resultsand LA treatment by site 2010.
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46.6 Monitoring and Evaluation Plan

The National Malaria control Programme has a Maldfionitoring and Evaluation Plan
(2007-2011) that spells out the key functions actioas of the malaria M&E system in
accordance to National Malaria Strategic Plan (20R810). The plan provides the
foundation for measuring progress through the ifleation of goals, objectives and
indicators across malaria intervention stratedgide Malaria M&E plan also outlines the
available and desired data sources, the stratégiegiality control and validation of data
and identifies the role of key malaria stakehadderM & E.

4.6.7 Malariasurveys

The other sources of information on malaria ardneyad from periodic surveys such as
MICS, DHS and MIS. These are population based ggnand collects information on
Anaemia, parasitemia, ITN/LLIN possession and us#g€p, and case management. The
most recent surveys done are the DHS 200, DHS 2d03S 2006 and MIS 2010. The
results for key indicators from these surveys Haaen presented in the appropriate thematic
area. Both DHS and MICS are done every five yedidewMIS is done very two years.
Health facility surveys that are conducted on adr@ssis are a source of information on the
quality of services. The results from the most ne®é!S which was conducted in 2010 have
been presented in appropriate thematic areassrdtitument. The 2010 MIS was the first
of its kind in Malawi and will close the data gapce DHS and MICS are conducted at
longer intervals.

46.8 Malariareporting

The reports produced by the programme include npstrveillance reports from sentinel
sites, quarterly supervisory reports, annual malgrogramme reports and drug and
insecticide resistance surveillance reports.

469 Malariadatabase and information system

Currently there is no Malaria database. The onbplutses that exist are part of HMIS and
IDSR. The programme will soon embark on strengtmgrilalaria data collection and
management and intends to use the WHO malariaatedab

4.6.10 SWOT Analysis

STRENGTHS WEAKNESS
« Availability of several sources of « Inadequate capacity for data management and
information malaria such as HMIS, analysis at all levels especially at district and
IDSR, HIS, (PPPMIS), IFMIS, LMIS, health facilities
PAMIS and PRMIS. * Non availability of robust monitoring and

surveillance system.

« Posts for key staff have been vacant for a
number of years which impacts negatively on
both HMIS and IDSR data to effectively infor
decision makers.

e Lack of equipments for data collection

e Un standardized tools for monitoring

« Poor record keeping and report writing-From

3
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zones, Districts and Regional offices to the
Ministry of Health Head Offices.
e Lack of timeliness and completeness of

reporting
* Few malaria indicators are collected routinely
OPPORTUNITIES THREATS
» Availability of the WHO database which « Inadequate sharing of information for timely
can be adopted by the program. decision makers.

» 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.

4.6.11 Summary of progress

The NMCP has developed an M & E plan 2007-2011.r8 e a system available that
collects data on commodities i.e. LLINS/ITNs detie®. The data is collected by Central
Medical Stores, Mulli Brothers and PSI as well @srf routine supervision by NMCP staff.
Data for malaria cases and deaths is obtained thenintegrated Diseases Surveillance and
Response (IDSR) and Health Management Informatyste® (HMIS). IDSR collects data
on in-patient malaria cases, suspected and cordfiongatient malaria cases, malaria cases
and deaths in pregnhancy and anaemia but not théewtasted. HMIS collects data on
OPD cases and deaths. Although data are not alecagplete or timely, they are useful for
decision-making if analysed routinely by the NMCP.

Malawi has successfully conducted several survégs have provided information on
trends in coverage and impact. Some of the suraey$1ICS 2006 and MIS 2010. The MIS
survey has just been completed, see Annex G faultsesin 2009 malaria research
dissemination conference was held and anothersoplamned for 2010

4.6.12 Summary of key issues and challenges

There is however inadequate capacity for data ciodle, analysis and use at different
levels. Moreover there is no regular feedback eldlwver levels. The collected data is only
used by/ at the MoH level and no feedback is givack to either district/health facilities
that are the sources. Data from IDSR show that tabo% of malaria cases are confirmed
with majority treated presumptively. At the 4 sastisites only 25% of malaria cases are
confirmed due to inadequate human resources amthgbmf reagents and slides

4.6.13 Summary of suggested solution and action points

In order to strengthen surveillance, monitoring @&wdluation, the following needs to be
taken into account.

* Update the malaria M & E plan as soon as the nelarmsstrategic plan is done.

* Conduct frequent training for health workers omad@management at the district
and health facility level

* Need to strengthen the linkage between the NMCP IBER/HMIS to ensure
timely access to data to guide decision making.

* Need to institute periodic analysis and reportihgata from IDSR/HMIS to guide
decision making.
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e Strengthen the sentinel sites through provisiomare human resources, reagents
and slides as well as regular supervision. The slavald be used by the NMCP for
action.

* The NMCP should strategically engage with the ong®iMIS review and IDSR to
ensure that core malaria indicators are included

* There is a need for more engagement between mimgjtand evaluation technical
working group and malaria research community torjirze the research agenda.
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Annex B: Districtsand placesvisited during MPR Field Trips

Table 1: Field Sites Visit-update and take ithte annex

¢ Implementing partners
*  Multilateral organizations

Leve Place visited Team
National level| «  Lilongwe » Nathan Bakyaita
visits « Government institutions | ¢ Samson Katikiti

* Killy Sichinga

» Josephine Namboze
« Doreen Al

* Wilfred Dodoli

e Misheck Luhanga

Northern Region

* Nkhata bay District hospita
* Mzuzu Central Hospital
* Mzimba District Hospital

e Eva De Carvacho

* Dubulao Moyo

* Astrida Moyo

e Tobias Kumkumbira
* Nyirenda

Central Region

e Dedza District Hospital

e Lilongwe District Health
Office

¢ Nkhota-kota District
Hospital

» Boitshoko Seretse
e John Chiphwanya
* Austin Gumbo

e Charles Yuma

Southern Region

e Blantyre District health
office
* Mangochi District Hospital

* Ritha J. A Njau
e Allan Jumbe

e John Zoya

» John Sande
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Annex C: NMCP Coordination Structure, Ministry of Health,
M alawi

. TWG
Training and
research
Institutions
*
/" > ~u RHU and
7 \ HIV units
HMIS/ 1 i AN
IDSR e N
e A
e DHO L CHAM
NGO > T
HC
Public, private and CHAM
Communities
(HSASs)
KEY
SH Secretary for Health NMPAC National Malaria Policy
DP Development Partner Advisory Committee
DPHS Director Preventive Health service ICC  Interagency Coordinating
NMCP National malaria Control Committee
Programme MoH RU MoH Health Sciences Research
DHO District Health Office Unit
HSAs Health Surveillance Assistants RH Reproductive Health Unit
NGO Non GovernmentalHIV ~ HIV Unit
Organization
CMS Central Medical Stores ----Liaison / Consultative reporting
TWG Technical Working Group Direct Reporting
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Annex D: Status of resultson key malaria indicator in Malawi

I ntervention area

Target

Actual

Case management

90% of the population e

have access t
appropriate antimalariag
drug (ACT) within 24
hours

o]
1

21.9% of children unde
five have access to ant
malarial drug within 24
hours. (MICS 2006)

Vector Control

90% of household
owning at least on
ITN/LLIN

90% of net usage i
under5

90% of net use i
pregnant women

60% household ownin
an ITN (MIS 2010)

ITN use in under 5 is

56.54% (MIS 2010)
ITN use in pregnan
women 50% (MIS 2010

D

Control of malaria

pregnancy

in

95% of pregnant wome
receiving first dose

80% of pregnant wome
receiving second dose

Coverage for 1 dose of
SP-IPT is 82.7%

Coverage for ? dose of
SP-IPT is 60%

Annex E: Lists of membersof thereview team

Annex E 1: External Review Team

Name(s)

Country/organisation

Ritha J. A Njau

WHO-TZ (Team Leader)

Eva De Carvacho

WHO-MZ

Boitshoko Seretse

Min. Local Govt. Botswana

Samson Katikiti WHO-IST/ESA
Josephine Namboze WHO-IST/ESA
Nathan Bakyaita WHO/AFRO
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Annex E 2: Internal Review Team

Name Country/organisation
NMCP-Programme manager

Doreen Al

Wilfrid Dodoli Malaria Programme Officer, WHO-Mw

John Chiphwanya

Entomologist, NMCP

Charles Yuma PSI

Austin Gumbo NMCP

Petros Chirambo NMCP

John Zoya NMCP

Andrew Likaka District Health Officer
John Sande NMCP

Allan Jumbe NCMP

Jones Moyenda MSH/BASICS

M. Lemerani RHU

Tobias Kumkumbira HEU

Dabulao Moyo

Malaria Officer, NMCP

Atsrida Moyo

District Malaria Coordinator

Lucy Nyirenda

CMS

Mr. Misheck Luhanga

NMCP

L ocal Consultants

Killy Sichinga Institute of research & statistias feconomic|
growth (IRESE)
Dan Lole Management Sciences for Health
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Annex F: Listsof individuals interviewed

Name Designation Dept./organisation
Mzinganjira DHO MoH-Mzimba DHO
S. Nkwate MC MoH-Mzimba

S. Kondowe DNO MoH-Mzimba

. A. Somalilani DEHO Mzimba

H. Sikalamwa

Malaria Coordinator

MoH-Nkhatabay

Grace Malenga Member; Malaria Technicdkhota kota
Working group

Kaseha District Nursing Officer Nkhatabay

Mkandawire Administrator Nkhatabay

Mwamlima Administrator Nkhatabay

Elen Matope ITN Coordinator Nkhatabay
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Annex G: Lists of stakeholders

Name

Organization

Astrida Moyo

Zonal Malaria Officer North

Katherine Wolf

USAID

Erick Haraman

Min. of Agriculture & Food Security

Delia Mabedi

DHO-Malawi

P. Teleka (SACP)

Malawi Police

(HQs)

S.Nyondo

Malawi College of Health Sciences

Juwo Sibale

Environmental Affairs Dept.

Steve Chizimbi

LFA(Global Fund)

Tobias Kunkumbira HEU (MoH)
Marshal Lewrorani RHU/MoH

Pius Nakoma USAID-Malawi
Joby George Save the Children
William Chiputu CPAR Malawi
Patrick Tembo MSH/SPS —Malawi

Grace Nachiola

Zodiak Broadcasting Station

Lucy Nyirenda

PMPB

Tapiwa Mupereki

Sunrise Pharmaceuticals /Mulli Beos

Regina Mandere

World Vision International

Annie Malunga

Health Net

Malaria Programme Review-Malawi

48




