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~oreword

Malaria s the leading cause of morbidity and mortality, particularly in children under five
years of age and pregnant women. [t is the commonest cause of outpatient visits,
hospitahisation and death. Malaria is alsc a development problem as it has a serious socio-
cconomic impact on families and the aation, through loss of work, school absenteeism
and high levels of expenditure on malaria treatment, especially by poor households.

This policy marks an imporiant milestone in malaria control and prevention in Malawi.
CUrganised malaria control efforts started in 1984 with the establishment of the National
vialaria Control Programme (NMCP) to spearhead the struggle against malaria as part of
the response to the emergence of chloroquine-resistant Plasmodium falciparum. The NMCP
led a systematic study of the efficacy of chloroquine and other antimalarial drugs. This
resulted in the development of editions of guidelines for the management of malaria in
U85, 1936, 1994 and 1997,

{n the absence of a policy to guide aciivitics, efforts and resources by the Ministry of
Health and Population (MOHP) and partners nationwide, malaria control and prevention
ctrategies and activities have been uncoordinuied and incomplete. The launching of the
Eoll Back Malaria { RBM) movement through the Abuja Declaration, which was signed
Uy mxican Heads of State wd (;over*‘frm:nY ! ~\pril 7000 gave r%larsr« a mgh pro 1

auoxts thr ough the developmmt (‘yfparmers?mpsa, f he expected uwreased mmber of s&me-
holders in malaria makes a policy essential.

T2 pulicy covers the main areas of malaria control and prevention, namely effective case
management, especiaily in children under live vears of age, use of insecticide-treated nets
and other vector control measures as weil as onerational research and information, educa-
ton and communication. The policy also addresses crosscutting issues such as manage-
rent, nancing and human resources; w‘thmai improvement in these areas, enhanced
mielaria control and prevention efforts will not succeed.

‘The feurth National Health Plan emphasices the need to improve the health status of all

ple in Malawi by "strengthening coordin: *“é-{)n and collaboration between all ‘r alth

s i supporting the district health care dgelivery structure as the main health care

ey system”. The policy has been develoned within the context of essential health
rckage and secior-wide approaches.

I ari hopelul that concerted efforts to implemeni of this policy with the support of giobal,
regton:l and national partnerships will enablc [ falawi to reduce the health and socioeco-
nooie purden of malena.

Hoa, Yasufu Mwawa, MP

Misister of Health and Populution

it
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Executive summary
Background

Following the launch of the Roll Back Malaria {(RBM) movement in 1998, malaria has
assumied a high profile globally. regionaliy and nationally, and there are now many stake-
holders in malaria control in Malawi. There 1s therefore a need for an encompassing
policy to guide activities, efforts and resources.

1his Malana Policy is based on an in-depth analysis of malaria and its control mm Malawi. It

serves two purposes: (1) to guide the Government of Malawi (GOM) and partners in ma

leria control based on a shared protocol ana consistency of approach and (2) to set malaria
cortrol priorities and prioritise malama interventons in the health and other sectors in Malaw.,

lis tormulation included a review of existing plans, strategies and guideiinec as well as in-

depth interviews of kev informants, Dratts of the policy document were reviewed at district

and nztional consultation mecungs. Finally 1t was circulated for internal and external re-

v The external review imvoived UNICED ~ew York and CDC Atlanta.

Malawris a landlocked country which lies entirely within the tropics. Malaria is the leading
cause of mortahity and morbidity. From 1985 10 1993 malana control primarily focused on

di-case management. The mam activities have been training of health workers and shop-
owrers i on rational preseriving pracuces; scatment of uncomphicated malana at health
centres and community level; ireatment of severe malaria in hosprials; tr’ammyoﬂubomv ry
”&C“(h?"&if?ié"ﬂi%; tramning of healih surveillance ussistants as health centre microscopists and
moenito: mg:) of drug efficacy at sentinel sites. ['rom the early 1990s Malawi has placed more
emphasis on prevention of malaria by promeiing insecticide-treated nets and use presump-
Nve 'lcrmttenttrwtmwm durir g pregnancy. Malawi was the first country in Africa to change
Cost-hine treatment for uncomphicated mcloria from chloroquine to sulfadoxine-py-

s hanane (SP) m 1995, Quinine 1s the second-hine drug for malana treatment in Malawi
A number of key lessons have been learned i the fight against malaria in Malawi. Most

of the successes in malaria control have beer 12alised where there has been substantial
pohtical and international support. Evidence-bused decision making has great influence

i the gesign and implementation of mularia z*om‘rol programmes. Clear policies and
programmes need capacity building o workers w implement them as well as information,

educetion and communication and advocacy {or conimunities to adapt to new approaches.
SISET a:z:*icti‘ﬂg structures such gs antenatal anc under-five clines with built-in incentives
for heaith personnel can markedly increase the up ake of subsidised insecticide-treated
nets. Anenvironmental health impact assessment 5 development interventions and projects
has beer undertaken as part of conditionality for donor funds. The Environmental Man-
apemont Act has made 1t mandatory, and there are guidelines which have made it possible
o incorporate malaria mitigation measures i sone projects.

\




Aims and objectives

The vision for the Malawi malaria policy 15 to keep all people in Malawi free from the
burden of malaria. The mission is to reduce the malaria burden to a level of no public
health sigmficance. In line with the overall aim of the RBM movement, the goal is to
reduce by half the malaria morbidiry and n‘swtality in Malawi by the year 2010 and to
reduce this burden by a further 50% by 2015, The objectives of the malaria policy are to
cnsure that by 2010:

s At least 60% of children under five years of age and pregnant women have access to
effective treatment within 24 hours of the onset of symptoms (up from 20% in 2001)

At least 60% of children under five vears of age and women aged 15-49 sleeps under
TNs which are accessible and aftordabie (up from 13% in 2001).

o At least 60% of all pregnant women recerve presumptive intermittent treatment for
malaria in pregnancy (up from 30% in 2001). '

s Atleast 90% of the districts experiencing mncreased seasonal malaria have capacity to
detect and respond effectively;

v Basic and applied research capacity has been strengthened to permit and promote the
regular assessment of the malaria sitvation in Malawi, including ecological, social and
economic determinants of malaria and successful interventions,

The expected results of malaria control efforts will include: reduced all-cause childhood
moriality from the present 189 to 95 per 10C0 live births by 2010; reduced malaria-spe-
cific mortality among children under five years of age by at least 25% by 2000 and 50%
‘w 7‘0 0: reduced incidence of reported fever in previous two weeks from 42% to 30% by
2005 and to 20% by 2010 and reduced age-«ructured, malana case-fatality rate by 25%
by 2006 and 509% by 2010.

Specific policy statements

The following statements constitute the policy for each aspect of malaria control in Malawi:

Early recognition and prompt effective treainent

g

he policy on case management 1s that:

3 GOM encourages prasumpw 2 t ment for the first episode of febrile illness
>U‘>p€Ct€d to be malaria in person: ‘fﬁ apes at all health facilities except hospitals

Fever accompanied by any one of the following headachs, ehills, shivenng and loss of appetite, and without other identifiable cause,
p Y any £ g



&

oy
Bt

and busy health centres. However, for children under five years of age and pregnan
women the presumptive treatment chould be given within the first 24 hours of onset o
fever. Caretakers, trained HSAs and other health workers should provide th
treatment. Self-treatment is also encouraged. The correct dose of the recornmende;
first-line antimalarial drug should be used in line with the national malaria treatmen
guidelines.

At all hospitals and busy health cenires, where microscopy is available, microscopi
diagnosis of malaria should be made for children over five years of age, non-pregnan
‘emales and men gxperizncing a first episode of febrile iliness. This does not apply «
children under five years of age and pregnant women who present at all hospitals anc
busy health centres with the first episode of a febrile illness suspected to be malaria

Where possible the GOM promotes microscopic diagnosis of malaria in children ove
tive years of age, non-pregnant feimales and men experiencing a second episode o
rebrile illness within 7 days of first presurmnptive treatmenit as part of the evalvation o
fever. However, where malaria microscopy in not available the patient should be

the recommended second-line anti-malarial drug.

DIvVer

<o

All persons of all ages with persistent or recurrent fever or other symptoms of simple
and uncomplicated malaria despite takin z appropriate doses of the recommended first
line antimalarial drug should be given the recommended second-line anti-malarial drug
All persons bf all ages with severe malaria or failed to respond to second-line anti
rmalarial drug should be referred to @ higher level of health care for further assessment
including thick blood film microscopy for malaria parasites.

Where there is no microscopy, all postpartum women with febrile illness should be
trzated for bacterial infection and malaria as possible causes of puerperal fever. How
ever, where there is microscopy malaria chould be excluded by a blood film examina
ton, if parasites are present, SP should be provided in addition to the antibiotic therapy.
‘The GOM will ensure that all peopie at risk of developing malaria or those managing
the disease have access (o information anmed at improving appropriate fever manage
ment, recognition and maragemen: >f severs complications.

All patients with severe malaria, irrespective of thetr ages, will be appropriately re
ferred and managed according to the current malaria treatment guidelines.

+

'he GOM will participate in global and regional efforts to identify and make acces-

sible alternative first-line antimalanal drugs,

i




w The MOHP and partners will undertake a srous [EC campaign to promote good
treatment practices and rational druy use to delay emergence of drug resistance by

rmproving compliance with treatment regimens and other measures.

Vigo
de

Presumptive intermittent treatment for all pregnant women

«  All pregnant women should receive at least two treatment doses of SP at least one
monin apart at the ANC and at trained TBA venues under direct observed therapy.

s Any pregnant women with febrile illness for which other L&USLS(U‘I inary tract infections,
respiratory infection, etc) cannot be found s :oLid receive a treatment dose of three
tublets of SP to be taken under direct observation. Women should be counselled that 1t
is safe to take SP on an empty stomach. Women with known allergy to sulfa drugs
(typrcally a skin rash) should be treated with quinine which 1s safe in pregnancy.

s Pregnant women should be encouraged (o sleep under I'TNs to avoid mosquito bites

Chemoprophylaxis 1s recommended for people at special risk such as non-immune
visrors, people with sickle-cell d,SLu‘nL., those who have had splenectomy and those
with tropical splenomegaly syndrome.

¢ The MOHP encourages visitors from non-malarious countries to be on chemoprophy-
laxis and comply with the drug regimens i accordance with recommendations from
therr countries of origm

¢ Visitors who travel to Malawi without having taken any prophylaxis will be giver
chemoprophylaxis as set out in a brochurs to be produced and updated from time to

L,

e

e of ITNs and other vector control measires

2 The GOM will increase access to 'I'Ns among people at risk of malaria, especially
children under five vears of age and pregnant women.,

« The GOM will promote and support the following as channels and mechanisms for
m ¢1 mg ITNs widely available and Bccc%;f}‘zf%f:: utilisation of under-five and antenatal
chimes, communitv-based outlers ana commercial outlets,

& The GOM, through the Pharmacy, Medicines and Poisons Board (PMPB) will
repulate and register msecticides for public v*alth 1se to ensure efficacy, effectivencss,
acceptable labelling and instructions as well as safety to the environment, {lora and
fauna.Early detection of and rapid response to increased secasonal maiana
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¢ The GOM promotes and supports early detection and rapid response to mcremed St
sonal malaria above the threshold set for that particular area.

(R34

o All health workers in areas experiencing increased seasonai malaria should us
malaria forecasting systems or mechanisis (e.g., previous years antimalarial drug need
surveillance systems showing increased outpatient visits for febrile illness or malary
or inpatient admissions for malaria; school absenteeism; climatic conditions; vectc
density) to prepare for, detect and adequately respond to the increase

information, education and communication/advocacy

¢ 1he MOHP will implement a coordinaied, comprehensive and cost-effective IE
campaign to reach most of those at risk of malaria in Malawi,

¢ 'he MOHP premotes the education of health workers, policy makers in the public an
private sectors, political leaders and other influential persons in the communities abou
malaria transmission and control, end ercourage them to provide malaria informatiol
and advice to their communities.

The GOM wili observe a malaris week to coincide with the start of the malary
transmission period (Movember-May) o mark the beginning of all-year IEC anc
advocacy activities.

Uperations research, monitoring and evaliniiion
The GOM will

e Support and promote operations research to generate evidence for decision making
and ensure that findings can be wransiated into effective malaria interventions

¢ FErsure that operations research has cleur hinkages that are applicable under the
prevailing programme conditions.

« Ercourage involvement of multiple partners in research to optimise the utilisation of
th= research findings.

« Build the capacity of district health manu pement teams and their partners to undertake
district-specific research

s Ensure adequate monitoring and evaluaticr of malaria control prograrares and projects.
¢ Promote regular dissemination of researchi findings to all stakeholders.
Environmental health impact assessment

¢ The MOHP will advocate for malaria risik essessment as part of envirenmenta f ealth
irnpact assessment in the develo‘;’nmm wmrvent*ons and projects to xdet (fy the
populations at risk disaggregated by age, zender or social status, expected impac ::nd
rritigalion measures.

AL ARSI a8t st



Vialaria control in essential health care package and sector-wide approaches

G
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Matana control efforts will gradually be incorporated into the EHP in the context of
SWAps at all stages of programme or project cycle.

All national stakeholders in malaria contro! will adopt national malaria plan and bud
get, clearly indicating the activities and districts they will support.

The framework for integrating malaria into the district health plans in the context of

EHPs and SWAps will be developed in partnership with all stakeholders.

All districts will incorporate malaria confrol activities in their district health plans and
district health budgets. These plans and budgets will relate to (1) hospital-based health
services; (2) health centre, dispensary and community-based health services; and (3)
the conditions identified in the EHP.

Al donors will re-define their malaria support efforts in line with the DHPs and
district malarna plans of action. This will iavolve joint review and planning by district
and areas of focus, e.g., case management, presumptive intermittent treatment, ITNs, etc.

A framework for imtegrated 'mplementation, supervision and monitoring will be
developed, covering all the elements i the EHP.



1.3

INTRODUCTION
Purpose of the malaria policy

Despite having many authoritative documents and plans, Malawi has had no malarie
policy to guide collaborative action nationally, This is because there have been few
players in malaria control and that the strategic health plans and guidelines were
considered adequate. However, following the Jaunch of the Roll Back Malaria (RBM)
rovement in 1998, malaria has assumed a high profile globally, regionally and
nationally and there are now many stakeholders in malaria control in Malawi. There
is therefore a need for an all-encompassing policy to guide activities, efforts and
resources.

This Malaria Policy is based on an in-depth analysis of malaria and its control in
Malaw1. It will be adopted throughout the country and will serve two purposes. The
st purpose is to guide the Government of Malawi (GOM), multilateral agencies,
hilateral agencies, non-governmental organisations (NGOs), research institutions,
civil society, the private sector, service providers and communities as a basis for
decisions and actions based on a shared rrotocol and consistency of approach. Spe
cifically 1t will be:

e alramework [orthe Minstry of Hedlth and Population (MOHP) to advocate for
greater resource allocation from public expenditure to malaria control;

and coordinated support to GOM malaria control efforts;
@ a basis for wdentifymg and developing strategic roles and consistent
approaches by all implementation partners around a common goal;

e used by the National Malana Conwol Programme (NMOP) as a basis for
dentiiying milestones towards the achievement of malaria control targets and
for developing more detaited annual work plans in support of districts.

s anational framework within which district authorities and their partners identify
and develop locaily appropnate strategies, targets and work plans.

The second purpose of this pohicy 13 o provide broad priorities and criteria for malaria
mterventions in the health and other sectors in Malawi,

It 1s hoped that all stakeholders in malaria control in Malaw: wiil find that the Malaria
Policy has a number of important characteristics: thal it is clearly related to global,

H

rezional and national objectives of malaria control: is written in understandable

]

S
language; 1s acceptable and beneficial (o all persons to whorn it 1s to apply: predicts the
limits and measurements for change: is reasonable and capable of being accomplished;
cnd allows for discretional interpretation by implementors.
* These are stakeholders i malaria control, and throughout this document the term stakeholders refers 10 these groups.

1
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In developing this policy, it has beer noted that malaria control cannot be effectively
undertaken in isolation from wider health system development. Malaria control should -
he within health systems reform, defined as a sustained process of fundamental change
in policy and institutional arrangements to improve the functioning of the health system
and hence people's health. Health sector reforms require human, material and financial
iInputs to execute strategic actions for implementing policy decisions. Well-intended
policies and reforms, however, cannot be put into practice until resources are budgeted,

allocated and released.

1.2 iethod of policy formulation
The Malaria Policy formulation was undertaken by two consultants supported by UNICEF
and CDC in close collaboration with the Division of Preventive Health Services of the
MOHP through the Malaria Control Prograrnme Team. The formulation process included
a review of existing plénsﬁ strategies and guidelines and in-depth interviews of key
nformants. Draft policy documents formed the basis of a district level consultation
meeting. The input of the district consultation formed the basis of a consultation meeting
al national level. A third draft prepared arier the national consultation meeting was circu
z:ned for internal and exteral review, The exiernal review involved the UNICER New

York and CDC, Atlanta.

2.0 BACKGROUND

2.1 Country profile
vialawi is a landlocked country with a et area of H& 484 sq km. {t lies entirely
within the tropics. Lake Malawi and other small lakes cover an area of about 28,000
sq km. The topography of the country 1s de tcxmmed by the Rift Valley which runs
the entire length of the country. The 3Shire River drains Lake Malawi into the Zambezi
River in Mozambique. To the west and the south of Lake Malawr are fertile plains
and mountains rangmg from [.700 1o 3 GO0 metres above sea level. Administra-

colythe courtry s dinded mto 17 - Malawi has a tropical. continental

cirnate. From m’la) to August, the weaiier 1s cool and dry. I'rom September to
November, the weather 1s hot. The rainy season 1s from November {0 April.

Thc cstimated population for 2001 1 Malaw: v about 10.6 million (projected from

1

YOS population census); with approximately (4% of persons living in urban areas.

L hldren under five years of age constitute 174 of the population and women 15-49
vear old constitute approximately 25%. The average household 1s about 5.7 persons per
household. with an estimated 1.9 million housenolds. The literacy rates in urban and

rural areas are 45% and 23%, respectively,

AR f“)
[SRIENY

b2 infant and child mortahty rates are 104
189 per 1000 hive births respectivelv. The country's domestic product per capita is

{
'!

estimated at US$200.

Sutienu] statistical Office, GMO 1908 Mataw § population and housing censuss report of Final census results, 2000,

]
e
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Malaria situation

Malaria 1s the leading cause of mortal'ty and morbidity inMalawi. In 1996, mala

accounted for 33.2% of all outpatient visits, Malaria and anaemia (usually attribut
to malaria) are estimated to be ftwf)()ﬂSlb]C for about 40% of all under-fv
hospitalisations and 30% of all hospital deaths in under-five children. Plasmodiu
falciparum is by far the commonest species, accounting for 98% of the infectior
Other species, including P. maiariae and P. ovale, account for up to 2% of case
P vivaxisveryrare. P. Falciparum is responsible for severe disease and most deatt
Malaria presents with any of the following signs and symptoms: fever, generalise
body pams, vomiting and diarrhoza, headache, joint pains, convulsions, unconsciousne
and anaemiza.

Female anopheles mosquitoes trans it malaria from one infected person to anothe
The most common malaria veciors m Malawi are Anopheles gambiae, A. funest
and A. arabiensis. It is estimated that there are between 30 and 50 infective bites pi
person per year. These contribuie 1o ar estimated 8 million episodes of malaria pt
year in the general population. Althcuuh no systematic surveys have been conducte
to determine malaria endemicity, Malawi can be generally divided into three zone
based on location, topography and human activities:

takeshore zone - covering Karonga, Nichata Bay, Nkhotakota, Salima, Dedza an
Mangochr districts.

Highland zone - covering Chitipa. Rumphi, Mzimba, Kasungu, Mchinji, Lilongwe
narts of Dedza, parts of Ntcheu, Blantyie, central parts of Zomba, central parts o
Thyolo, and northwest parts of Mwanza

Lowland zone - covering Balaka, eastern parts of Ntcheu, southeastern parts of Mwanza

i

_hikwawa, Nsanje, parts of Thyolo, paris of Mulanje, part of Blantyre and parts o

Zomba.

G

z.3.1 Ecoaomy

b

¢5 15325 monthly. and those of prevention, which may be as high US$15 per month. In
adaition, outpatient care costs are apr)*é"mim 1y US$1.10 per consultation, and 10-15%

of kospital admisstons, at USS23 per admiszion

1.2 importance of malaria in various seciurs

n ceonomic terms, malaria has both divect and indirect costs. Direct costs borne by inds-
viduals, households and government include the

¢ cost of treatment, which can be as muct

Savene | statistical Offiee, GMO; Malaw bunomap'm and Health Survey, 2000

‘('.\;»;(1\1, Situation analysis of poverty in Malawi, 1963
MO, Basic Health Statistics, 1990.
'\i P Malawi National Health Plan, 1999-2004

The i’%i(;-bal Partnership to Roll Back Malaria: Proposed Strateoy ard

worid Liealth ()rg‘nmahon June 1999,

otk Plan for the Roll 3

Back Malaria Cabinet Project (1998-2

is due to malaria. The indirect costs of

001),



malaria do not oniy include negative economic impact due to mortality and morbidity
in terms of working days lost 1 agricuiture and industry, but are also related to
absenteersm in the education system, further contributing to loss in productivity.
Malaria has macro-economic impact: couniries with a substantial amount of malaria
grow at 1.3% per year less than thc,sz tess malarious counterparts. A 10% reduction
in malaria was associated with 0.39% higher growth rate per year. Poor regions are
more affected by malaria. Internaticnally, malaria represents 2.8% of productive
lives lost due to an illness, while in poor areas, these indicators can be as high as
10% or more. Malaria therefore aggravates poverty.

232 Fducation

Apart from the school days lost, malana (¢ also associated with anaemia, convulsions
and growth retardation which affect early childhood development. The immediate
cffects of these include poor psychological and intellectual development as well as
earning disabilities. In the long-terrm, these are considered to be important
«;,‘xp}anatlom of future variations in ﬁ‘r(xﬁm‘t&%’ ity and earnings of individuals. Thus, 1t
is important that the education sector contribute to the fight against malaria, both in

the school setting and in the surrounding communities.
2.3.3 Water and sanitation

The availability of water is a major determinant of location and pattern of human
settlement and hifestyle. Wherever waier 1s allowed to stand long enough for
mosquitoes to breed, malaria transmiscion will be increased. Fresh water is suitable
tor the breeding of Arophlichine mosquitoes, while dirty and polluted water 1s
suitable for other biting mosguitoes. I arce numbers of these nuisance mosquitoes,

especially in urban and other densely pop z,,uted areas, oftert cause communities to
perceive that malaria control measures are ineffective, Thus, it 1s important to
control both malaria vecror and nuisance biting mosquitoes.

7.3.4 Private sector

A key concept of Roll Back Malariz is that coordinated action by people from difterent
szctions of society is essential in ceder to reduce the burden of malaria. The private
sector consists of manufacturers, distributors, retailers and vendors of antimalarial
sroducts. As part of health sector reforms, the private sector should play an  increasingly
important role in the provision ot hesith services, with malaria recerving the
attention 1t deserves as the leadmg cause of mortaluf and morbidity in Malawi1,

reating pacdiatric malaria admissions and the potential impact of

irfgia 1ML Snow RW, Fox-Rushby I and Mills A ¢1908), The cost ol

¢-treated mmquito nets on hospit lc\ptndx ure, 7 ,)/ rcal Modicine and International Health 1998 3: 145-150,
; (}(11‘ b ‘l and Sachs 11 {1909y, The ceoncinis burden of maliia Carsbrdge, MA: Center for International Development, Harvard
Ut v, 1993,
" Boi ‘\.‘ Knight JB and Sabot RHTTURSY Bamines. schacling. einlity and cognitive skills, Anierican Econansic Review 1985
EREES ..«?mhcr) 1016-1030 Bovle CAL Decontle P Yeargin Allse g» SET9U4) Prevalence and health impact of developmental
disabilities in US children, Pediatries 1994, 49337 396 403 br i Rawiatkowski D and White N {19903, Neurological sequelue of

cerebrai malania in children. Lancet 1990; 336 (8722



2.3.5 Tourism

Becduse malaria is increasing n “n(‘w%’( of tropical Africa, its risk to visitors from
outside the tropics 1s also increasing. This may have a negative impact on tourism
Because 90% visitors who contract malaria do not become 11l until they return home
they should comply with drug H’M')h} lanis and their home medical and travel advice
centres should be alert to malana as a probable cause of fever among returning visitors
It should be noted that no chemoproph) lactic regimens are 100% effective; therefore.
visitors should take other preventive measures, such as sieeping under mosquito nets
and using nsect repellents.

2.4 International respounse

When the World Health Organizetion (WHO) declared the global cradication of
maitaria n 1955, Atfrica was not officially included n the efforts. Instead, a number of
cradication pilot projects, utihsing residual house sprayimg and mass drug administration
demonstrated that 1t was not possible 1o interrapt malaria transmission i Africa, Eventually
elforts to eradicate malarta 1 the world were officially abandoned in 1969, Ir
response to the obstinate nature of malaria. the UNDP/World Bank/WHO Specia

g

Programme for Rescarch in Tramming in Tropical Diseases was established in 1974 (¢
lead and coordinate the development of new tools for malaria control. These efforts

tlmmated n the adoption of the global malana control strategy in 1992 based or
mmproved case management, prevention usimg insecticide-treated matertals (ITMs)
prevention and control of malaria epidernics and building capacity tor basic anc
applied research {or assessmaent of control imterventions,

in May 1996, the Director-General of YW HO was requested by the World Health
Assembly to establish a special programime on malaria. Subscquent cfforts includec
the establishment of the Accelerated Malar: Control Programme which had the objective
Of este ¥

alana control programmes in targeted distinois in selected countries, Africa, as the epieentre
ol the malaria problem, spearheaded the olobal malaria control efforts. A bottom-uy
development of malana control programimes from community level with support from
higher levels was encour agcd The focus was on sustainability by strengthening capacit

and capability at lower levels of the natnonal health systen.

establishing a foundation for further development and sustainable implementation o
1al

The call for RBM was made in 1998 by WHO "not as a revamped vertical progranmme bu

developing a new secter-wide heelth aporoach to combat the disease.” | Founding
purtners WHO, UNICEE, WB and UNDP rely on partnerships between national governments
micmational agencies, bilateral donors. cmi xounty organisations, the private sector, the
research community and other important stakcholders

D Gro DBoundtand, Director-Goneral, WiHo, 199s,

@3




RBM has the following six elenients:

# Ewvidence based decisions. Community awareness provides families with the
necessary information to understand the risk of malaria and take appropriate
and timely action. Health authorities respond to malaria effectively using re-
liable information. Climate forecasts and case detection provide surveillance
where malaria outbreaks are identitied.

@ Ramd diagnosis and treatment. The home 1s the first health facility where a
pack of effective drugs availed to parents can treat children with malaria,
Bringing treatment to people and ensuring that treatment is based on drug
efficacy. Widely available health services provide rapid diagnostic facilities,
and effective case management saves people with severe malaria,

¢ Multiple prevention. People at risk use ITNs. Mosquitoes are controlled
using the right mix of control methods for the local situation. Women experi-
ence safer pregnancy by taking aniimalarial drugs.

s  Focused research fiffective action s made possibie by well-directed research.
Industry helps to develop cifective, safe and inexpensive medicines and in-
secticides. Development of malaria vaccine 1s accelerated.

@ Dynamic global movement. Partnerships involving schools, community groups
and organisations are Symi‘w'\miscﬁ in an effort to reduce malaria 1llness and
deatl:. Political support is surnulated through glo‘ml advocacy. National ac-
tions arc vacked by regional :.md iobal partnerships.

2.5 National response

[n 1984, the Ministry of Health and Panulation established the National Malaria
Control Committee (NMCCQ) to systernatically study the efficacy of chloroquine
and other antimalarial drugs and to develep sound management guidelines. In the
same year, the first National Malaria Control Programme Manager was appointed.
Currently, the NMCP 15 one of the HJ disease control programmes withint the
Community Health Sciences Umit in the Division of Preventive Health Services
of the MOHP. Programme activitics focus on disease management. The man
activities in case management nave been training ol health workers and shop-
owners; treatment of uncomplicated cuses at health centre and community level;
treatment of severe cases as in-patients; training of laboratory technicians; train-
ing of health surveillance assistants for community and health centre microscopy
and monitoring of drug efficacy throuzh the six sentinel sites (Karonga, Rumphr,
Nkhotakota, Lilongwe, Machinga ane Mangocht districts).
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Malawi was the first country in Africa to change its first-line treatment for yncor
plicated malaria from chloroguine to sultadoxine-pyrimethamine (SP) in 1993, Sin
then, treatment failures of 20% were reported from sentinel sites in 2001, This
worrying because there are no affordable alternatives to replace SP. Amodiaqun
may offer a temporary interim solution, but there is reluctance to use it due
reports of toxic side effects and cross-resistance with chloroquine that may limit i
therapeutic life. Combination therapy may not be affordable given the msufficie
funds available to the MOHP

Treatment in public health facilities in Malawi 1s free, although user charges ai
being introduced in a phased manncr. Ir has been reported that 72% of fever trea
ments occur outside the formal sector ! Central Medical Stores distributes drugs t
MOHP and Christian Health Association of Malawit (CHAM) health facilities. Ther
are frequent shortages of essential dirugs in the public health facilities due to unpre
dictable supply from the Central Medical Stores and inadequate funding frorn MOH]
Community participation in drug financing is being explored through partacrship

with NGOs. Currently, drug revolving fund (DRF) schemes are being implemente
in a few rural areas.

lLLessons iearned

An overriding lesson learned 1s that most of the successes in malaria control have
been realised where there has been substantial political and international support
The RBM movement provides the framework and mechanism for availing techni-
cal and financial support to malaria control in Malawi.

Evidence-based decision making has greatly influenced the design and implemen-
tation of rmalaria control programmey. in Malawi, the change {from chloroquine to
SP in 1993 was due to the emersence of chloroquine-resistant malaria. The change
has been successtul because there 1s good compliance of treatment as SPis given as
a single dose. However, a study 1n Bluntyre district showed that underdosing of SP
1s still comumon in the community.” tnlike chloroquine, 1t is not bitter and has
fewer side cffects. SP s available without prescription in most shops and i com-
munities through DREs. Its lack ofantipyretic properties necessitated the concomi-
tant use of antipyretics. Nevertheless. there has also been a downside to SP i the
form of misconcepiions which say thut it makes malaria worse, causes convulsions
and that it 1s too strong and somelow harmful. Experience has shown that patients
often presen® at health tacihtics with severe malara due to a number of reasons:
delayed referral due to poor asscssmiznt of severity, traditional beliefs, poverty,

' MOMP, UNICEF and WHO: Household baseline survey for familv and community key care practices in selected districts in Malawi,

~C00.

Holtze et al., 2000, Blantyre Integrated Malana Initiativ e




Another key lesson is that clear policies and programmes need capacity building
of workers to implement them as well as IEC and advocacy for the communities
to adapt to the new approaches. For example, in the presumptive intermitient
treatment of pregnant women with two doses of SP, it has been found that only
37% of pregnant women take the full two doses due to late first attendance and
confusion by nurses about the timing of the two doses, 1.e. at the first antenatal
visit occurring after the first trimester of pregnancy is complete and a sccond
dose at the beginning of the third trimester (between 28 and 34 weeks).' It s
necessary 1o nmprove this situation.

In the use of I'TNs and other vector control measures the main lesson learncd 1s
that the uptake of subsidised I'T'Ns can be markedly increased by using existing
structures such as the antenatal and under-five clinies with built-in incentives for
health personnel. Community-based [T N committees also assist in promoting ['TINs.
Re-treatment of I'TNs with insceticide is poor. There is a need for long-acting or
permanently treated nets. Indoor residual spraying (JKS) is effective but not prac-
ticable because of high cost and possible harm to the environment. Traditional
mosquito repellents require study,

Before the enactment of the Drvironmental Management Act (EMA) of 1996,

cnvironmental health ‘impacfawac%" mert of development interventions and projects
was undertaken as part of condinonanity for donor funds. The EMA] 1ws made
environmental health impact assesamertmandatory and there are guidelines. These

have made 1t possible to incorporate matara mltxgatxon measures into some projects.

AIMS, CBJECTIVES AND EXPECTED RESULYS

3 Vision

The vision for the Malaw1 Malaria Policy 1s to keep all people in Malaw: free
trom the burden of malaria.

3.2 Mission
The mission 1s to reduce the melaria burden to a level of no public health signifi-
cance in Malawri,

3.3 {oat

In line with the overall mim of the ¢ H 4 movement, the goal of the Malaw: ma
larta policy is to reduce by halt the 2000 levels of malaria mor I dity and mortalit

in Malaw1 by the ycar 2010 and to reduce this burden by a further 50% by 201¢

12
.
200

MIDHS, 2000.
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3.4 Objectives

The objectives of the national malaria policy are to ensure that by 2010:
@ At least 60% of children under five years of age and pregnant women hq

access to effective treatment within 24 hours of the onset of symptoms {
from 20% in 2001).

® At least 60% of children under five years of age and women aged 15-
sleeps under I'TNs which are accessible and affordable (up from 13% in 200

¢ At least 60% of all pregnant women receive presumptive intermittent tre.
ment for malaria in pregnancy (up from 30% in 2001).

© At least 90% of the districts expeniencing increased scasonal malaria ha
capacity to detect and respond effectively:

® Basic and applied research capacity has been strengthened to permit and pr
mote the regular assessimant of the malaria situation in Malawi, includir

ecological, social and economic determinants of malaria and successful «
terventions.

3.2 Expected results
The following will be the expected results of malaria control efforts in Malawi

® Reducedall-cause® childiivod wiortality from the present 139 to 95 per 100
live births by 2010

¢ Reduced malana-specific mori Lty among children under five years of ag
by at least 25% by 2006 and 50% by 2010

. ® Reduced incidence of reported fever in previous two weeks from 42% t«
i
30% by 2006 and tc 20% by 2010,

® Reduced malaria case-fanlity rate by 25% by 2006 and 50% by 2010,

® Reduced proporton of hospital delivery with a birth weight less than 2,50¢
grams by 25% by 2006 and 50% by 2010,

“Malaria interacts with malnutrition and cannot be casily diterentated from death from acutz respiratory and other febrile conditions; thus
mortalty from all causes is a good indicator.
A baseline survey will be undertaken later,

SRS i sy s o o



SPECIFIC POLICIES AND KEY ACTIONS

Overview

Various methods will be necessary for Cn“h‘ievmg the aims and objectives of the
Malawi Malaria Policy. Establishing 2 framework will ensure a coordinated,
multilateral and national response into tHe concerted regional and global actions
on malaria. The framework should be within the GOM National Health Plan and
linked to other important development frameworks such as the poverty reduction
strategy paper, the highly indebted poor countries (HIPC) debt relief mmitiative,
health sector reforms, essential health care package (EHP), sector-wide approaches
(SWAPs), environmental impact assessrnent and Vision 2020,

Another method is to maximise access by communities most at risk from malaria
to effective, evidence-based prevenitive and curative malaria interventions. This
can be done through quick and effective treatment both at family and community
levels for uncomplicated cases and in public and private health facilities for more
serious cases. And by providing malaria prevention and treatment to pregnant
women, using ITNs and other vector control measures by at-risk population groups

and througn preparedness, continucus survelllance and effective response (o
increased seasonal malaria.

Also, the health system in general needs to be strengthened to respond effectively
to malana and other priority health conditions. Strengthening the health system
should specifically control malaria with regard to coordination, human resource
development, drug supply, health finarcing, information, education, and commu-
nication; and monitoring, evaluation and research.

Target populations
In Malawi, persons most at risk for malaria are as follows:

@ Children under five years of qg: who have not yet acquired an adequate level
of chinically protective imrunii

¢  Pregnant women whose immune-response 1s impaired to the extent that they
are at higher risk of malaria-related anaemia and placental insufficiency, par-
ticular!iv in the first two malaria 2xposed pregnancies, resulting in low birth
welght:

@ HIV positive pregnant women:



s

= —

4.3

& People of all age groups i1 arcas of highly seasonal malaria transmission;

® Visitors and expatriates from non-malarious countries,

@ Splenectomised individuals, Malawians returning from long stays of at le.
one year in non-malarious countries and persons with poor splenic functic
such as patients with sickle-cell disease and tropical splenomegaly syndron

Priority interventions

4.3.1 Early recognition and prompt effeciive treatment

Prompt treatment rmeans access 1o ¢ffective treatment within 24 hours of the o
set of malaria symptoms. Prompt treatment is viial because most of the deat
from malaria occur within the first 48 hours. Effective treatment eliminates par
sites from the human body, thus stopping transmission by preventing mosquito
from picking malaria parasites from sick persons who have malaria parasite
Treatment arrests disease from progressing to severe form thus preventing dea
and long-teim sequelae of malariz.

Owing to chloroquine resisiance. first confirmed in 1984 and increased to ov
80% by 1991, the GOM wwitched to 5P as a first-line drug in 1993, The choice «
SP was based on superior eificacy safety, low cost and ease of administratic
Drug efficacy studies recently done on SP show parasitological resistance ran;
ing from 15 to 25% and clinwal resistance that ranges from 5 16 20%. This ca
for continued monitoring of SP etlicacy while actively looking for alternatiy
first-line antimalarial drugs. Quinine s available as second-line treatment as thei
1s no known resistance reported.

Studies at Queen Elizabeth Central Hospital and Lilongwe Central Hospital ind
cated that out of ul! adults present ., with €ebrile illness only 15% and 3%, r¢
spectively, were posttive tor malaris on microscopy. ¢, With the rising prevalenc
of HIV/AIDS m Malawir and nigher incidence of febrile illnesses due 1o nor
malaria infections, these figures sugeest that presumptive treatment ol malana i
hospitals and busy health centres. where microscopy is available, 1s not cos!
effective and leads to wastaze of anuimalarial drugs.

There 1s widespread treatment of malaria 1llness outside the formal health sector
In Malawi, a survey which included home treatment of children with fever” re
vealed that a high percentage of families (72%) give some medication at hom
before taking their children to a health facility. The drugs administered for fever

ienga and P. Kazembe, personal communicunions

"rlowsenold Baseline Survey tor Famiby and Commuumits U hid Kov Care Practices in Selected Districts in Malawi: MOHP, UNICEF an
WH 2000,

M Hal e al, 20000 Blantyre Malaria Initiatve, MOHP CD(C
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were aspirin or paracetamol (65%), 5P (30%) and quinine (5%). Of the febrile
children not taken to hospital, 30% did not receive any medication. A study in
Blantyre district, however, showed that 37% of febrile children received accurate
treatment with an antimalarial drug or were brought to a health centre within two
days. Only 4% of children were promptly treated in the home with SP and among
those 38% were underdosed.®

Such findings reflect a number of issues: inconvenient or poor quality public health
services, (e.g., too difficult to get to, long queues, lack of drugs, unfriendly staf?),
economic barriers and the cost of seeking treatment (user fees and the cost of trans-
port or lost work) and traditional beliefs about malaria. Examples of traditional
beliefs are that exposure to rain is a cause of malaria; mosquitoes are just a minor
way in which malaria is transritted; simple or uncomplicated malaria is recognised
as ** hot body 1 malaria anaemia and splenomegaly are distinct disease entities
requiring a traditional healer; convulsions are attributed to evil spirits and require a
spiritual healer.

Self-treatment has four potential disadvantages. It may be inappropriate treatment

in that patients or drug vendors do not know which drugs are appropriate. Often
there 1s delay: patients resort to the formal health services only after several days of
failed home treatments, by which time malaria may be severe. Self-ireatment with
antimalarials 1s frequently associated with under-dosing because carers do not know
the correct dose or the need for iull coriphiance. A drug vendor sells less than a full
course, treaument 1s stoppec when the fever subsides or expired drugs are used.
Against this, self-treatinent 1s the common source of malarna therapy in Malawi.
Control programmes must therelore understand and build on the patterns of {reat-
ment-seeking behaviour,

The policy on case management 1s that:

Fa
[
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@ The GUN encourages prosumpti e sreatiment fov the fr

illness suspecied 1o be matiaria e persons of albages atall headth facilities
exeept hospitals and busy hicalth contres. However for children under fne
vears of age and preonant women the presumptive treatment shouid beeiven
within the first 24 hours of onset of fever, Caretakers, trained HS A and
other health workers should nrovide the treatient. Seli-treatnent s also

encouraved. The corvect dose o (e recommended Grst-line antinuiarial

drug should be used i line with che nationad madari treatmoent curdelines.

& Atall hospitals and busy healih contres, where microscopy is available,

*Fever secompanied by any ane of the following headache, ¢hills, shivering and loss of appetite, and without other identifiable cause.
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Targets for the year 201G are that;

®

@

95% of the houscholds at risk of malaria will have received targeted IEC,
90% of GOM health facilities will have continuous and adequate supplies of
drugs essential for the management of malaria;

90% of all antimalerial drugs vrovided through formal and informal sectors
are of internationally acceptable pharmacological standards;

80% of children with fever receive first-line antimalarial drugs as first action.
90% of children with fever receive first correct treatment within 24 hours of
onset of fever:

90% of people with tever should be managed at point of contact with health
system according to the national puidelines on malaria treatment.

Key actions are necessary at home and community ievel. For example, counsel-
ling and advice should be given to caregivers, families and communities to en-
able them recognise malaria and know how it is transmitted prevented and treated.

3

Antimalarial drugs should be availed in the home, nearest shopping centre or
community pharmacy. At the came time, MOHP and parters will:

o

@

€

Deliver malaria contrel services within the EHP, use the integrated man-
agement of childhood illness (IMCI) approach for children under five of
age and presumptive treaiment for children over five years of age and
adulis;

Tramn health workers in all hospitals and busy health centres on manage-
ment of severe malaria and train health workers in other health centre
and HSAs o uncomplicated malaria as part of training in IMCI;
Promote rational drug use oy reviewing and updating treatment guide-
lines; train health workers, nharmacists and drug vendors to use guide-
lines; and educate panenis and opinion leaders about the guidehnes

Increase availab ity and quatily of antimalarial drugs which are based on
the essential drug hist concept and close regulation of manufaciure and
distribution of drugs;

Ensure that all hospiials and busy health centres have microscopes and
other diagnostic tests and are appropriately staffed;

Ensure referral of severe maiaria cases and therapeutic {atlures;

Kec operations research in Section 4.3.7 below,

Shuiman CE, Dorman EX, Talisuna AQ, e al. (1998). A communiu r

andomised controiled trial of insecticide-{reated bednets tor the

prevention of malaria and anaemia among primigravid women on the Kenvan coast, Tropical Medicine and International Health, 1998,

333 197-204



® Promote multiple measures to combat drug resistance by reducing tl
selection and spread of drug-resistant parasites by effective treatme
such as use of high quality drug preparation and prescription of corre
dose; by ensuring that p/ itients complete the course; by promoting mo
rational use of antimaiarials; by supporting development of ne
antimalarials (e.g., =<:hiorproguanil—dapsone)‘0 and by monitoring drt
resistance.

@ Undertake IEC and creation of awareness across all sectors.

4.3.2 Presumptive infermittent treatment of all pregnant women

Pregnant women are at particular risk of malaria infection. Its consequences in th
mother are anaemia and fever, whi'¢ newborns suffer low birth weight. Placent:
parasitaemia may be high with undiorectable peripheral parasitaemia. Presumptiv
intermuttent treatment (PIT) o przgnancy prevents development of malaria an
eliminates malaria parasite from fl’se placenta. PYT with SP has been shown t
reduce low birth weight, anacmis ard severe disease.!!

The following constitute the poiirsy on PIT:

#  All pregnant women should receive at feast two treatment doses of 5P at
least one month avart ot the ANC and at 'TBA venues under direct

obseryved therapy.

‘o

Any precnant women ot febrife illness for which other cuuses
(urinary iract infections. resn ratory infection, ete) cannot be fouand should
receive a treatment dose of threee tablets of SP to be taken under divect

obseryvation. SWomen shoaia oe counselled that icis safe to fake SP onan

empty stomach. Women wzth known alleroy to sulfa drugs (typically a

skin rash) shoudd be reewred with guinine which is safe in pregnuncy.

®  Prognant women shocubd be encouraged to sleep under FENS to avold

mosquito bites.

The target for the year 2005 15 that 60% of all pregnant women will receive a
least two doses of SP in thewr (regaancy.

In addition to the key actions for case management, MOHP and partners wil
provide free of charge SP or any orher drug used for treatment of malaria n
pregnancy and traimn TBAs (o admimizier SP or any suitable other drug used fo
treatment of malaria in pregnancy



4.3.3 Chemoprophylaxis

Tourism is an important sector of the cconomy in Malawi, especially as an earner
of foreign currency. As indicated 1n Section 2.3.5, malaria threatens this sector.
Usually visitors consult their own travel centres before departure to a tropical
country ke Malaw1. Unfortunately, ¢ifferent countries outside the tropics recommend
different regimens for chemoprophyiaxis. What is important, however, is that the
visitors should be on some xind of chemoprophylaxis. Like visitors from
non-malarious countries, people whe have impaired immunity experience very
severe and often fatal malaria. Cn a case by case basis, clinicians should assess
such individuals and put them on aporopriate chemoprophylaxis.

The following constitute the policy un chemoprophylaxis:
@ Chemoprophyiaxis o recomnoaded for nesple ai special visk such as

non-inune visitors, people soodsickle-cell disease, those who have had

splenectomy g thowe woith oo gieal splenemecaby syndrome.

a ’ir--‘ R I Ve ossoUy % i e A‘L«»‘ f‘-.,rf‘ N 7 P ICA A ' g =Y * PRI 4
b SYOMER cpconrapes oo Do noe- s larious conntries to he on

chemoprophyviovis and comobe wirh the droe recinens in accordance

with recommendations Drogo theo o countries of orioin,

B Visvorow e travel i M oa by Dhoat havine (aken aay prophviaviswill

s beochure 1o be produced and

By the year 2006, the MOHP and pariners will ensure that:

v Quidelines on chemoprophylaxis are developed and presented in a brochure:

¢ Over 90% of visitors from ron-mslarious areas take appropriate chemotherapy
while in Malawi;

e Over 90% of clinicians in Ivialawi who see visitors have a copy of the

brochure and are aware of this pohey.

Key actions to implement the policy mcelude development of a brochure on
chemoprophylaxis and its disiribution to all strategic places visited by people
from non-malarious countries. The vrochure should be reviewed at least every
three years. All clinicians in public und private sectors should be made aware of
the policy on chemoprophylaxis.

sler CL(1998), Insecticrde-treated bednets-and curtaies forsnekina control (Cochrane Review). fn the Cochrane Library Issuc 3,

Oxford, Update Software, ‘ ) o
A0 (2000), Persistent Organic Polluiants (POPs) Use ¢ 3D i vector Control, World Health Organisation,
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4.3.4 Use of ITNs and other vecicr control measurasg

Insecticide-tregted nets

By oreventing mosquitoes from biting people carrying malaria parasites and
infected mosquitoes from infecting people, 1TNs have been shown to reduce
all-cause childhood mortality by approximately 25%, malaria iliness by 50%
and severe malaria by over 40%.'? Bednets rave been shown to reduce malaria
ransmission and to provide protection to other members in same house not
siveping under bednets and to reduce maternal and infant anaemia and neonate
low-birth-weight when used by pregnant women. Other ITMs also prevent mos-
quito bites, e.g., eave-curtains,

Wiodes of action of ITNs include repeliing and killing of mosquitoes, thus
frasrcally reducing their abundance @nd longevity to less than the number of
days needed for malaria parasites 10 develop to infective stages in the

ssquito. ITNs are, however, not 1009 eitective in preventing exposure to
wolaria-infected mosquitoes; therefore, the ) still allow humarns to develop natural
romenty,

Celour residual spraying

indoor residual spraying (IRS) kills miosquitoes, thus drastically reducing their
sbundance and longevity to less than the number of days needed for malaria
paras:tes to develop to infective sfagjcs m th2 mosquito, Like ITNs, IRS reduces
ratant mortality by 40-60%. child worta'ity and crude death rates. RS 1s
notentially hazardous, requires spemaiist s:q;sipment and is therefore usually
a'a‘rr‘ied out by trained staff rather than "i'*c c»:nm'mmity IRS is therefore used in a
tive manner and is the method ot choice for preventing and containing
;’fz;:a}a,.;m cpidemics or in well-defined or hugn-risk situations. [IRS requires large
human and financial resources, selects for vesior resistance to insecticide, carries
vorie risks to the environment™ and will seldom be relevant in Malawn,

ftaer roeasures

Un-der special circumstances, such as %mc‘iﬁc urban sites, at refugee camps and at

cultural projects that increase breeding sites, permanent environmental
inicetions, such as drainage, fiiling, larvicicing and biological control reduces
rosquito breeding. Appropriate siting of hurnan dwellings, especially in new
s2itlainent schemes or during establishment ol irrigation, could avoid mosquito-

breeding sites and therefore reduce the number of mosquitoes biting people.
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The following constitute the policy on I'TNs and other measures:

® The GOM will increase access (o I'TNs among peopie at risk of malaria
especially children under five vears of age and pregnant women,

® The GOM will promote and support the follewing as channels and mecha
nisms for making I'TNs widely available and accessibie: utilisation o
under-five and antenata! clinics, community-based outlets and commer
cial outlets.

e The GOM, through the Pharmacy, Medicines and Poisons Board (PMPB
will regulate and register insecticides for public health vse to cnsur
efficacy, effectiveness, acceprable labelling and instructions as well as safet
to the environment, flora aad fauna,

The target for the year 2003 :s thzt in line with GOM Abuja commitment taxe:
and tariffs on nets and insecticides aure removed by the year 2003. Also least 60%
of the at-risk population (pregmant women and children under five years) sleey
under ITNs during the peak malaria transmission period by 2006. Another targe
1s that at least 75% of the nets in use are treated every 12 months by 2006.

Various key actions are necessary ‘o :mplement the policy. The MOHP and Ministr
of Finance will continue 1o maintam dialogue to ensure that tax and other tariffs tc
provide cheaper and morez accessible TN products for consumers. Without externa
support the GOM does not have tnc resources to provide ITNs free of charge tc
everyone at risk. However, the ¢ovenment, private sector and NGOs should consider
providing highly subsidised nets o the disadvantaged, {e.¢., orphans and disabled),
and to those inost atrisk tor devzlop g severe malaria, especiatly children under five
years of age and pregnan: womer, ¢ those with immuno-suppressive disorders, o1
sickle cell disease. With substantial donor assistance it would be possible to protect a
large number of those at-risk for severe malaria with subsidised [TNs. The GOM will
promote the establishment of cost-sharing, cost-recovery and revolving fund schemes.
In the long-term, the GOM will develop an enabling environment to foster private
sector growth to provide unsubsiciszd, aflordable ITIV products and services. It will
also ensure complementary altermeave approaches offered by non-profit, social
marketing orgamsations, NGUs, CHAM and the public sector.

b4

The MOHP will support regular monitoring of insecticide resistance and 1ssuing
of schedules mndicating the recommended insecticides for public health use,
especially for ITNs. It will regularly inspect the storage, use and disposal of
insecticides as well as the quality of impregnation services. The MOHP will
constitute a national ITN Working Group with representation from the public,

CHAM, commercial and not-for-profit and NGO sectors. The Working Group
I oD



witl monitor the policy 1mplications of public and private sector complementary
roles as well as the technical aspects of ITNs. Finally, the MOHP will support
manufacturers and distributors of ITNs t¢ establish outlets across the country and
make the nets and insecticides more aifordable.

pus

4.3.8 Early detection of and rapid response to increased seasonal malaria

increased seasonal malaria is associated with the start of rains in months with
average daily temperatures above 18°C the accompanying increase in malaria
vectors and the humid and warm corditions favouring mosquito survival. A
two-told increase in the weekly averapge of febrile illnesses or deaths or a
two-fold increase in school absentecism may form the basis for detecting
increased seasonal malaria.

The following constitute the policy on increased seasonal malaria;

¢ The GOM promotes and supports carly detection and rapid response to
increased seasonal malaria above the threshold set for that particulay
HERLYN

@ Al health workers in areas expevicuciag increased seasonal malaria
stiould use malaria forecasting systems or mechanisms (e.g., previous
vears antimalarial drog needs: surveillance systems showing increased
outpatient visits for febrile iliness o malaria, or inpatient admissions

.

for malaria; school absenteeisii; ciiniatic conditions; vector density) to
pund to the increase,

prepare for, detect and adequatery

Largets for the year 2010 are that 80% o healih facilities will be ready to respond
anreased seasonal malaria, 75% of increased seasonal malaria recorded in &
vear are predicted or detected and contrelled within two weeks of onset, and 90%
ot ne population in affected districts/areas are protected by correct application of
fransmmission control measures within two weeks after detection.

roey ctions by the MOHP and partners will be t9:

- Prepare thresholds for each disivict on increased seasonal malaria;
o Cstablish and regularly update plans for increased seasonal malaria

oreparedness and response:; ‘
Maintain adequate buiter stocks of firat-line and second-line antimalarial
drugs as weli as supporting drugs end other medical supplies;

“nsure that the malaria surveilluice s ystem is strengthened and sustained
by training health workers in data management and ability to correctly
organise teams for transmission control activities;

“rain and support vector-conirel feams for transmission control
cetivities.



4.3.6 Information, education and communication/advocacy

Information, education and communication (IEC) improves recognition ol
malaria by mdividuals and child carers. [EC encourages people to seeking
prompt care and take preventive measures. IEC also promotes participatior
by individuals, families and cormmunities in planning. It enhances resource
mobilisation and actions to control malaria. The 2000 MDHS suggested tha
health education messages must be designed for a large number o
individuals and heads ot households who have little or no formal educatior
and limited access to mass media. Health education messages must explore
a variety of means to effectively communicate to the public.

The following constitute the policy on IEC, advocacy and social mobilisation:

®  The MOHP will implement o coordinated. comprehensive and cost-cf
fective IEC campaign to veach most of those at risk of malaria in ¥Ma
lawi,

® The MOHP promotes ihie education of health workers, policy makers i
the public and private sectors, political leaders and other influential per
sons in the communitics 2bout malarvia transmission and control, an
encourage them to prov.de malaria information and advice to their com
munities.

® The GOM will observe a malaria week to coincide with the start of th
malaria transmission period (November-May) to mark the beginning o
all-vear TEC and sdvocacy acrivities.

By the year 2006, 80% of health facilities should use malaria 1EC materials. B
the year 2010, 95% of the houscholds will be covered with messages on malari
adequate for awareness, undersianding and motivation to adapt new behaviour:
changes that lead to recognition, appropriate health seeking behaviour and pre
vention of malaria.

The MOHP and partners will:

° Identify gaps 1n community knowledge, attitude and practices on con
munities on malaria and its control and use the results to develop Ik
strategies for malaria control;

o Regularly review, update and disseminate IEC and advocacy matenals
well as curricula for iraining institutions.
© Strengthen the capacity of all implementors and partners at all levels

use the national TEC/advocacy materials for malaria control and ada)
thern to the local languuaves and other circumstances;

J Provide the community and target groups within that community wi
accurate informatior about malaria transmission.
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» Promote education o caretakers and drug sellers to improve accurats
home treatment pract:ces including when it is necessary to go immed)
ately to a health facility tor care.

® Promote the use of ITINs and insecticide for { TN re-impregnation throug!
education and improved accessibility
@ Provide relevant, culiurally appropriate, [EC materials with consisten

messages. Review these materials yearly and revise and reissue as needed
4.3.7 Operations research, monitoring and evatuation

Generally, the goal of operations research is to provide policy makers, programm
managers and other stakeholders vith up-to-date information which they can us
to improve their programme operations, decide between alternative courses o
action, 1dentify and take advantage of opportunities so as to find solutions t
problems that limit programme effectiveness and efficiency. Owing to the larg
number of districts in Malawi, Jistrict-specific research and evaluation ar
narticularly relevant in order to adapt interventions to local circumstances an
learn important lessons from ¢xperiences.

The policy on operations research, monitoring and evaluation is to:

¢ Support and promote cperations research {o generafe evidenve fo

decision making and ensure that findines con be transiated int
effective malaria interveations;

@ Ensure that operations research has clear linkages that are applicabl
under the prevailing prooramme conditions;

@ Encourage involvement of multiple partners in rescearch to optimise th
utilisation of the reseaved frdings:

&  Build the capacity of aistrict health management teams and thei
partners to underiake district-specitic research:

®  Ensurce adegunte monitering and evaluation of malavia contro
programemes and projecis:

¢ Promote regular disseminadion of research findings to all stakeholdery

Research priorities for case management, presumptive intermittent treatment an

chemotherapy are:

® Assessment of home reatment of malaria;
J Assessment of the role of drug revolving funds and shopkeepers in cas

management of malar.a;

0o
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@ Regular update of knowledge, attitudes and practices relating to case
management;

e Participating in the identification of new first-line anti-malaria drugs to

replace SP to which resistance is already arcund 20% in some parts of

Malawi and in the developraent of new rapid diagnostic tests and vaccines;

@ Regular assessment of the efficacy of first-line and other antimalarial
drugs;

® Evaluation of the role of microscopic and rapid diagnostic tests in the
managemert of malaria cases;

® Studying factors influencing antenatal clinic visits, including the role of
TBASs;

¢ Study what is the best PIT regimen to prevent placental parasitaemia and

low-birth-weight for pregznant women with HIV infection.

The research priorities for 't Mg, IXS and other measures are:

® Evaluation of the current insecticides used for iTINs and IRS;

o Studies on malaria vector bionomics;

® Regular studies on susceniibility of vectors to insecticides in use;
@ Baseline studies to deterimine level of KAP on the use of ITNs:

® Assessment of coverage and utilisation of I'TNs.

Research priorities for other messures are:

@ Mapping areas with inerezsed seasonal malaria and determine thresholds
for increased seasonal fransmission;

2 Evaluation of effectivencss of various [EC channels;

@ Assessment of the contribution of mosquito breeding projects towards

malaria prevalence.

The MOHP and partners wili perfuri key actions to implement the policy. They will:

@ Support and endorse global efforts to identity new antimalarial goods
and services;
@ Support and sustain mialaria research capacity in Malawi througt

training activities (locally, regionally and internationally), internationa
and regional scientitic parinerships and increased funding;

® Ensure that operations rescarch is an integral and relevant part of malari
and other national contro! programmes;

* The World Bank (1997). Health aspeets of environmenta! assessment. Ervironment Assessinent Source Book Update. Environment
Department, tuly 1997, Number 18, 7 B
TGOM (1997Y, Guidelmes Tor environmental impact assessment, Ministry of Forestry, Fisheries and Environmental Affairs,
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° Support dialogue between all stakeholders through at least annual review.
"meetings of research in progress, maximise the impact of resources, avoid

duplication of effort and promote synergy between different activities;

o Document, disseminate and implement research findings;

® Promote and support linkages between districts and institutions that
regularly conduct research:;

° Establish and maintain an up-to-date database of ongoing rescarch in
malaria.

4.3.8 Environmental health impact assessiment

Effective malaria control requires that many different sectors include malaria in
their planning and activities and that these activities are coordinated across
sectors.'”  These scciors include health, education, agriculture (including food
and nutrition), inirastructure and soczal development. Of importance are
development interventions and pro:ects such as mining, road construction, brick
moulding, irrigation schemes, Oore}*xoles and leaking pipes and construction of
dams. Prescribed projects that require environmental impact assessments are listed
in appendix B of the guidelines for EIA 1n Malawi, Section 24(1) of the
Environmental Management Act. Increased mosquito breeding is associated with
these and similar development interventions and projects.

The policy is that the MOHP witl advocate for malaria risk assessment as
part of environmental health impact assessment n 'ﬂ‘%@ development infer-

ventions and projects to identify the populations at risk disa g)greg“ ed by
age, gender or social status, expected impacts and mitigation measuy

By the year 2004, environmental health impact assessment guidelines (sectoral
environmental impact assessment guidelines for heait ’r Id prodt ced und
disseminated to all ﬁw aguncit“« and institutions with projects i Appcnﬁ B of
lawi.'s .

rhe Guidelines for Enviranmental Impact Assessment for Mal

To implement the policy on environmental health impact assessment the GOM,
through appropriate sectors, wills

¢ Ensure that the costs ol such development interventions and projects
include the cost of EIA surveys, malaria prevention and treatment and
cost of any other health coendrrons associated with the project;

@ Promote and support surveys on the environmental health impact of
existing projects in Appendix B of the Guidelines for Environmenial
Impdu Asseuacm tor via‘ww
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o Ensure that any project listzd in Appendix B of the EMA start only after
environmental health 1rripact assessment has been conducted alongside EIA;

° Ensure that there is adequate representation of health experts in the EIA
committees at all levels;

© Conduct periodic environmental -health impact assessment of
developmernt interventions and projects;

o Review the environmental health impact assessment guidelines as shall
be deemed necessary;

o Ensure that all concerned sectors receive EIA reports;

@ Ensure that anyone whose work leaves water filled holes or depressions

-

that may become Ancpheiine breeding sites takes measures to fill the
sites in an environmentally friendly manner;
® Support district environment teams.

Malaria controi in the essential health care pack

approaches

4.4.1 Intfroduction

Malaria control has been associaied with inadequate resource allocation. The
MOHP will emphasise efficient public spending in health in the context of health
sector reforms, support incorporation of malaria control activities into sectors
outside health and advocate for chiannelling savings from debt relief under the
HIPC initiative towards mazlaria control. Further the GOM will enhance
opportunities and activities in malaria control by:

¢ Strengtheninz ongoing nzalth sector reforms, streamlining public
expenditures and developing a more efficient health system;

o  Emphasising community participation;

e  Widening partnerships with all development pariners, especially NGC

* FEmphasising decentralisation to improve aecig sit making, fin cxal
management and implemeniation of health services.

4.4.2 EHF PRS and SV

An essential health care package FHP) is a package of health services tar

towards key healtl. problems zd riified as causing the bulk of ;g,vmeﬁab%e deaths

and diseases and being more prz ralent among poorer Malawizns., in Malawi

malaria control =ftorts wili by part and parcel of the EHP'Y, which is the

mechanism for linking prioniy nealth problems and conditions to povert)
1,

reduction strategy, sector-wide approaches (SWAps) and health sector reformy
(HSR) in general.

*The following conditions constitute the EHP: malaria, whercalosis, veproductive health, nutritional deficiencies, expanded programmy
on immunization, acuie respiratory infection, acute diaivhoes) diseases; schistosomiasis, ear condiiions, eye conditions, minor injuries
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Tre EHP is provided at s given level o the health care system supporied by the
necessary administrative logistics and management systems. The decision
regarding which services to offer at what levels should be driven by factors such
15 the availability of relevant skills, prevalence of the conditions to be addressed
Lmi intended coverage. The packd se relies on a functioning referral system to
ensure that people receive the care they need at the lowest and most cost-effective
level of the system. Thus, EHP serves five purposes: poverty reduction; ensuring
equity of access to basic. health services for all Malawians, a tool for priority
sciiing, efficiency, cost-cfiectiveness and a basis for SWAp.

/s in other sub-Saharan countries, thinking is underway in Malawi regarding the
modalities for external support and how to ensure that it is used 1in the most
cffective manner. The concept of sector-wide approaches is gaining support as a
micans of getting partners — goverament, donors and other non-governmental
stukeholders — to work together in crdey to develop and operate the systems and
structures for effective and equitable health service delivery. An EHP can
provide the basis for a shared vision of tae health sector in terms of what should
be supported with public funds, tnicluding external support. In Malawi, this
process began with joint'development ¢ the National Health Plan 1999-2004
(MOHP 1999) and the Joint Iimplemrentation Plan, The SWAp can be seen as a
mechanism for sectoral programming around MOHP core business of BEHP
service dehivery and as a means of enasncing donor co-ordination and joint
working. The focus will be on dztermining integrated human resources,
menagement, service delivery, financing and policy development. This Weuldi
«wompamed by regular joint planning ixd review of performance in terms of
imput, access and output ar all levels of the health system in Malawi,

2.3 Health system developnieir!

Although improving people’s health is a key aim of health system development

b

there are other aims as well, such as mainiaining equity. The fundamental obje”

tives of the health systent in Malawi i w0 improve the health of the people, re
spond to their expectations and provide financial protection against costs of
”imﬁalth Malawi, like many develooing countries, is impl ”:‘}iﬁi%ﬁg changes o
:orove the performance of the hee ek svstern. These changes include reform of
¢ public health sector (irncluding deceairalisation, introduction qus -fees and
icre private sector involvement), capaciiy building (mc}umng better a“fazizzmlzty
of drugs and supplies, improved serv.ce and organisation ¢f hezalth facilities) and
community participation. Strengthenirg of the health system 1s vitgi because
malana control depends on effective curative services, preventive services and
kealth information systerns. Malaria contool should be integrated into the general
nealth system.

g
&%




S

4.4.4 Malaria control efforts as part of the ENP and SWAps

Figure 1 indicates the key outputs and processes necessary to incorporate malaria
control activities into a decentralised health system in the context of EHP and
SWAps in Malawi. Highlighted below are the key actions at each stage of the
programme or project cycle.

Design, planning and budgeting

All health partners involved in the design of malaria control programmes
and projects should undertake various activities. They should ensure that
communities or potential beneficiaries of a malaria control programme
identify problems and feasible solutions. This ensures community
participation and ownership of programme design.

District health management teams (DHMTs) and district health technical
committees shoul¢ assist communities to identify problems and solutions
and collate them. This key ensures that programmes are standardised at
the district level, assists with job descriptions and ensures equitable resource
allocation within the districts. In addition, the NMCP should collate identified
problems and harmonise solutions across all districts, taking into consideration
the ecoepidemiologocal and geozraphical stralﬁfﬁaation of the country. This
step helps to standardise and harmonise the design of malaria interventions.
including those by NGOs and the private sector,
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i'igure 1:

National Health Plan

Key outputs and processes in the incorporation of malaria conirol
efforts into the EHP and SWAps in Malawi

- /

|

Common and
shared national
plan and budget

for malfria

Common and
shared national
plan and budget

tor RH & }'i{\"/'/\l{)S

shared national
nlan and budget

[
i Common and
!
! {OS TH

Common and l
shared national
plan and budget

for EP{E, cte

%
| |
v v

Partnership of
donors in
malaria

Partnership of
donors in
HIV/AIDS

| Pertnership of
{  donorsin TB
!
1

Partnership of
donors in EPI,
elc

| EO——
4

\ /
/
/

S~ pY o i

District Health Plans and
Budgets by Programrme and
Donor

Irtegrated implomentation.
supervision and moritoring

Evaluetion. v
documentation and
dissemination by district,
programme wind donor

27

&

KEY PROCESSES
Jomt situation analvses and
design of programmes
Joint annual planning and
sharing of plans
Formation of partnerships
and intersectoral
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focus and districts
Jomt quarterly programme
revicw and re-planning
Joint monttoring and
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Joint annual programme
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distribution of research
reports, reviews and
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After the programme or the project has been formulated and designed, the
following key steps should be urdertaken:

1. With the technical assistance and guidance from DHMTs, communities should
identify activities, prioritisc them and propose time frames, targets and
indicators.

2. All health partiers should undertake joint planning (see Figure 1).

3. Donor supported projects should be planned in close collaboration an¢
consultation with DHMTs

4. Costing of activities should be by level of service provision.

Health partners in the various districts or area of focus should share plans anc

budgets, disclosing what goes directly to beneficiaries.

6. Initially donor funds should support specific elements in the DHPs. Ultimately
donor funds should be pooled by programme, areas of focus and districts

LA

Programme implementatior, vaonit

oring and supervision

Various key actions are necessary for integrated implementation of malariz
control activities in the context of EHP and SWAps. To enhance efficiency
equity, integration into EHP and sustainability, NMCP will provide technica
support, policy direction, guidance, resource mobtlisation, coordination anc
specialised training for programme implementation.

Hospitals will undertake casz management and provide PIT through directly
observed therapy with SP. Thev will use IEC on malaria and train of clinica
staff. In addition, the hos pzta s shouid work closely with DHMTs and hold regula
meetings to promote mregration of services in the EHP. This arrangement wil
enhance efficiency and equit of health services within the district.

Similarly, health centres and rural hospitals will undertake case management
provide PIT through directly cbserved therapy with SP and undertake IEC
activities. The will refer severs malaria cases to district or central hospitals
link communities ro the forria: ncalth system and provide technical suppor
to comrunifies wiihin their catchnent areas. This arrangement will facilitate
the integration of services, mairain a constant supply of antimalarial drugg
and provide a means to respond 11 a timely manner to operational probler
experienced by HSAs, TBAs and CHWs .

In addition, enhanced performance of wmmumty commitiees and community
OWN TESOUTCE PErsons (HSAs, i Elm;»,? CHWs) will result in early and correct treat.
ment of malaria, improved access (o antimalarials, IEC, self-determination, self
reliance and enhanced acceptance of interventions, making them more likely tc
be effective and susiainable. OUther stakeholders, mrh as private practitioners
NGOs and traditioaal healer , should work in collaboration with the D jHVH
through the District Health Tectnical Committee to supplement governmen

forts in malaria contiol.
“8



‘There will be supportive integrated %upﬁrvé%ion and monitoring of health services

which incorporate malaria control activities. The NMCP will monitor districts to
assess degree of achieving planned activities, instituted corrective measures or
re-plan/re-design programmes. The DHMT will monitor all the levels of service
Jdelivery within the district. It will assess the degree of achieving planned
ictivities and institute corrective measures, It 1s recommended that the DHMT
should apply standardised checklists and criteria of performance for quahty
assurance. DHMT monitoring will make 1t possible to share experiences
and lessons learned as well as ensuring uniformity and improvement of case
nanagement. Within the DHMT, a district disease control officer (malaria)
vill coordinate of malaria activities, deal with HMIS training, ensure correct
nanagement of malaria and ensure efficiency in monitoring of services.

“eniral and district hospitals will assess the degree to which planned activities
-"«;;r alana control have been carried out and will institute corrective measures
in the hospitals. Health centres and rural hospitals will monitor activities
1 the facility and within thetr catchment areas in close collaboration with
.ne village health committees. Other siaxeholders will individually assess the
Jegree to which planned activities have been carried out, institute corrective
measures and share their progress reports with the DHMT,

ViLE

Research, Evaluation and Reportiny

Any health partner at district level can prepare research proposals, clearly

,,g Flight the problem, budget and time frame. Until the district assembly
esearch regulatory bodies are established, cach proposal should be forwarded to
he Health Research Commuttee at the MOHP HQ for assessment of the need for

cescarch; evaluation of the ethical sourdness of the pr@tocoi' avoidance (}ﬁ“

duplications or repetitions and assessment of feasibility. Once these are establish

ne district assembly research regulatory hedies will approve research propo :1151

collaboration with the research commitiee at the MOHP HE.

hz HRC should notify the districts ubout approved proposals in order to rais

awareness and enable districts to iacilitate the research. The health parmer
subrutting the proposal will then proczed with the collection of data for analysis
and report writing. As many health partners as possible should participate in the
implementation of the research, as this will enhance later translation of the
research findings into policy and practice. Researchers and the donors supporting
tne research should facilitate systematic dissermination of research findings in
closz collaboration with the DHMT an:d the NMCP. This will optimise the
utiiisation of the tfindings.
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There should be regular monitoring of research operations by various partners
across districts and areas of focus. This will inform the NMCP and the DHMTs
about the ongoing rnalaria research. Research findings should be reported io all
stakeholders.

Human resources

Past experience indicates that development efforts failed because of lack of attention
to human and institutional capabilities. Capital investments will not be productive
unless matching human and institutional capabilities are available. Presently, human
resource consiraints limit the capacity to implement available malaria control
measures. The Government of Malawi is concerned about expanding or upgrading
human and institutional capabilities in all sectors for malaria control in the context of
RBM. Hence, the GOM will undertake capacity building in human resource
development by training health workers, offering in-service training of health staff to
update their knowledge, and retrain staff to provide necessary skills. It will also
ensure that staff are motivated by an appropriate incentive package, (working
conditions, salary and career procpects), are adequately supervised and supported
in their activities and are able tc access the resources that they need.

Community own resource persont (VHC members, TBAs, CHWSs, retired profes-
stonals) would ensure community .avelvement in rendering health services and bring
the treatment closer to the people. Because they know the people better they can
provide better service and should participate in identification and prioritisation of
health needs and development solutions. Staft (medical assistant; health assistant;
nurses, HSAs) at the health certres will hink DHMT, and communities as well as
provide community outreach services at health post level. Where possible, the health
post should be staffed to provide full-time services in collaboration with the VHC.

The DHMT will provide techiical support to the district assembly through the
district executive committee, cnsuce continuity of services resulting from statf
changes, coordinate health services, ensure provision of comprehensive range of
health services to the community, nrovides technical links between HCs and central
hospitals and provide adminisirative links between district and the ministry H{J. In
addition, it will provide multu-skilled workers capable of coordinating several
programmes. [his wiil reduce e number of technical staff and supervisory visiis
as well as enhance 1ntegration ¢f services.
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CHAM, NGOs and private practitioners should provide expertise to supplemet
the skills of DHMT members and jointly provide resources for health activitie:
The central hospitals will provide technical back up to health centres and rur.
hospitals, with periodic specialist visits to district hospitals. Ministry HQ w1
provide technical back up to the districts, e.g., epidemiologists etc, as well &
strengthen the technical capacity of DHMTs to reduce demand for technical bac
up. The MOHP will strengther: the capacity of the NMCP at the central level ¢
give malaria a high profile, speachead the RBM imitiative and minimise interruptio
of programme operations following staff turnover.

Health and management information system

Information systerns are vital 10 sny malaria control programme as they are neede
to plan control meusures, iden{y migh-risk groups, monitor and cvaluate progres
and detect or predict epidemics. Malana data and information will be integrate
into the general health systen; end decentralised so that control activities can b
adapted to the local situationt. The following activities will take place:

° The Ministry of Health at central level will provide technical support
policy matters, qualitv zontrol in data management and leadership in th
development of an infegrated HMIS 1n hine with the EHP;

° All levels of the health systems will be responsidle for data compilatior
analysis, planning, research and surveillance of diseases;
° HMIS will be sued for nlanning, implementation, monitoring and evaluatic

L
of malaria control at natioral, district hospitals, HC, rural hospitals an
comrnunty levels.

Programme organisation and management

The MOHP HQ will be responsible for policy formulation and enforcemen
resource mobilisation, quality control/assurances in collaboration with tt
districts and resource mobilisation. The NMCP will coordinate tk
implemeniation, research, monnoring and evaluation of malaria contre
activities. An EHP techriical committee under the MOHP/Donor implementatic
forum will replace the R3M rask ‘orce and NMCC.

15 hias already been coveloped and presented as the Robl back Malara Five-year Strategic Plan,

" Goudman L, Coleman P Mills A (2000). Economic analysis of walaria control in Sub-Saharan Africa. Global Forum for Health
Reszarch, World Hewlth Organization, Geneva, Switzerfand,

Y The tools and strategies for success in disease control (Drafl)

WHO, UNICEE UNAIDS, WB

o
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With the assistance of the District Disease Control Coordinator (Malaria), the
DHMT will be responsible tor coordinating EHP services including malaria. In
addition, the District Health Techinical Committee will facilitate the integration
of activities; sharing of 1deas and experiences; incorporation of CHAM and pri-
vate practitioners into the District Health Plan and local resource mobilisation.
Community based organisations will facilitate community mobilisation, act as
entry points to communities and do local resource mobilisation.

The Health Centre focal point person (not necessarily the person in-charge) will
supervise implementation of malana control activities in collaboration with HSAS
who form the mam hink between health workers and the community. They
enhance community mobilisatior and provide give health education.

Institutional framework, partperships and resource mobilisation

MOHP 1s aware that the challenge of malaria control is immense and no single
institution can hope to meet thut challenge alone. Being cognisant of the shortfall
in funding in matlaria activities. the MOHP, in collaboration with other
development partners (WHO, World Bank, UNICEF, European Union, NGOs.,
bilateral agencies, the private sector, etc). mobilises external resources to address
malaria control issues. Annex | shows the responsibilities of key stakeholders in
malaria control in Malawi.

In line with the concept of RBM  there will be Round Table meetings at MOHP
HQ in which donors indicaic which aspects of the National Health Plan and
District Health Plans they are going to support. Regular joint implementation
plan meetings to enhance resource mobilisation and coordination of efforts in
support of the EH? and SWAps. DHMTs and hospital advisory committees will
lobby for support from all scurces. In addition, District Development Commitiees,
District Executive Commitiees, Area Development Commitiees and Village
Development Committees wiil ccuvely participate in political support, mobihise
of local resources and provide overall guidance to malaria contro! activities af
their respective leveis.

Operational targets

By the vear 2003, the following wili have been achieved:

ters 1 malana control will adopt one agreed na

o All national stakeholde
tional malaria pian and tudget” | clearly indicating the activities and dis
tricts they support.
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® A framework for integrating malaria into district health plans in the con
text of EHP and SWAps will be developed in collaboration with al
stakeholders, taking into consideration some of the key processes show
in Figure 1.

By the year 2005, the following will have been achieved:

J All districts will incorporate malaria control activities into their distric
health plans (DHPs) ard District Health Budgets (DHBs). These plan:
and budgets will relate to hospital-based health services, health cenire
dispensary and community-based health services and the condition:
identified in the EHP.

o All donors will re-define their malaria support efforts in line with DHP:
and district malaria plans of action. This will involve joint review ang
planning by district and areas of focus, e.g., case management
presumptive intermittent treatment, I'TNs, etc.

o A framework for integrated implementation, supervision and monitoring
will be developed, covering all the elements in the EHP.

CONCLUSION

For a long time malaria has been accepted as part of life in Malawi. The impact o
malaria in terms of morbidity, mortality, costs of care and drugs, and work loss
has been overwhelming.'* Malaria has significantly retarded socioeconomic
development in Malawi. [t is now time for Malawians to reject the notion thal
malaria is an inevitable part of life which cannét be overcome.

We now have the tools,'”® the will and the approaches to fight malari
What is required is ;t;orsg corumitnent from all Malawian people, governmen
agencies and institutions to reject the notion that malaria is inevitable and instead
embrace the aspirations set cu: in this National Malariz Policy. M@Es—‘érm is
everybody’s business and together ail can respond to the challenge to protect ali
the people and the country.

This policy will be reviewed and revised every three years to accomimodate changes
in the malaria situation, take note of progress in imolementaticn and consider
emerging research findings and lessons learned.
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ANNEX

p

SHRNEX: Roles and responsibilities of key stakeholders in malaria
control

Role of Government

Define long-term national malaria strategies capable of taking current issues into
account, predicting and preventing emerging problems:

@ Promote a high level of advocacy ir order to create awareness of the socioeconomic
impact and magnitude of malaria and involve all sociceconomic sectors;

@ Make the necessary commitments regarding funding of control activities by mobi-
lising local financial and human resources to allocate more funds to malaria control;

¢ Undertake donor coordination for more dialogue on health sector priorities nclud-

ing malaria. For malaria, this includes establishing and regularly updating of ** ar
inventory of who is doing what and where for malaria control in Malawi1.” The
Government of Malawi should then direct donor efforts by key areas of malarie
intervention and geoygraphical areas (o ensure the equity and scaling up of malarie
control efforts.

Role of communities

Participate in 1dentification and priorimisation of health needs in malaria prevention
rreatment and vector control mainly through the District Assermblies, Health Facil
ity Management Committees and Village Health Commitiees;

Mobilise communities to form drug revolving funds and ['TN commuttees;
Sensitise community to create awareness of malaria prevention, management anc
control.

Rolc of multilateral and bilareral agencies

Make their commitment to malaria at global, regional and national levels known t
the Government of Malawi and set rational time-planning horizons;
Facilitate resource mobilisanion and explore innovative ways of suppor;
Ensure multi-sectoral collaboration, especially in development projects in agricul
ture, infrastructure, water and sanitaton;
Strengthen human development ectivities on the basis of joint programming an
inter-sectoral actior;;

S In a synergistic manrer, share info mation, maintain momentum, sustain efforts an
imputs as well as monitor progress.,
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Role of non-governmenmial organisations and the private sector

Work closely with communities adopt an integrated approach to health develop-
ment, encourage social mobilisation and implement of community-based malariz
control programmes;

Encourage, support aad participate in the development, availability and distribution
of antimalarial goods (drugs, materials and insecticides).

o
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