Additional funding for the President’s Malaria Initiative has been allocated under
a Continuing Resolution from Congress for the remainder of FY07. USAID
Malaria Programs were allotted $248 million ($25 million above the President’s
2007 request) to allow the Agency to expand its bilateral global malaria initiative
activities from the current 3 countries to 7. Country programs will expand access
to long-lasting insecticide treated bednets and indoor residual spraying, promote
and support effective malaria treatment through the use of proven combination
therapies; and increase prevention efforts targeted to pregnant women. With the
additional funding FY 2007 Malaria Operational Plans (MOPs) will be updated.
Revised MOPs will be posted soon.
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| EXECUTIVE SUMMARY

The President’s Malaria Initiative (PMI) has been in operation in Mainland Tanzania and
Zanzibar for approximately nine months. In that time, a myriad of activities have taken
place; from indoor residual spraying (IRS) in the islands of Zanzibar to providing support to
the Tanzania National VVoucher Scheme (TNVS) in the Mainland to expand its reach to
infants, to battling epidemics in the north of the country. These initial successes provide firm
grounding for the expansion of PMI activities. This Malaria Operational Plan (MOP)
presents the proposed work plan for PMI in Fiscal Year 2007 (FYQ7). Generally, the
proposed activities are a continuation or expansion of interventions started during FY06 (e.g.
expansion of target groups for the TNVS). Nonetheless, there are a few new activities and a
slight shift in emphasis in others (e.g. increased attention to behavior change). This MOP
corresponds to the FY07 funding cycle, and will cover activities for approximately one year
after funding is received. Because the United Republic of Tanzania has two ministries of
health and social welfare—one for Mainland Tanzania and one for Zanzibar—most activities
in this MOP are separately addressed. When referring to the whole of the country the terms
United Republic of Tanzania or simply Tanzania is used. To refer to a part of Tanzania, the
term Mainland will be used to refer to the part of the country that is in the continent and
Zanzibar islands or Zanzibar to refer to the Zanzibar archipelago (Unguja, Pemba, etc.). In
both cases the highest health authority is the Ministry of Health and Social Welfare
(MOHSW).

A total of US $ 27 million is sought for both Mainland and the Zanzibar Islands.
Approximately US $24,017,000 is for the Mainland and US $2,983,000 million for Zanzibar.
These figures translate into a total expenditure per capita of US $ 0.78 for Tanzania, of which
US $0.67 is the average for Mainland and US $2.9 for Zanzibar. The commodity portion
content of the budget is 52%. Of the total, 79% goes to preventive activities, 11% to
curative, 6% to monitoring and evaluation and 4% to management and administration.

Although some early funding was made available, PMI FYQ06 activities did not start in
earnest until the approval of the first work plan in December 2005. Furthermore, other
activities could not begin until FY06 funds were received and transferred to the appropriate
parties on or about April — May 2006. PMI has achieved remarkable success in Tanzania in
the short time it has been in operation.

PMI’s strategy in Tanzania is to complement resources from the host government, Global
Fund to Fight AIDS, Tuberculosis and Malaria (GFTAM) and other donors—including non-
governmental and faith-based organizations. Instead of establishing vertical programs that
fund a small number of activities, PMI — Tanzania has chosen to cut across malaria
interventions so that we integrate ourselves effectively into the whole of malaria activities in



the country. This approach is welcomed by government and counterparts as it allows them to
link actions and resources. This integration, however, comes at a cost in programmatic
complexity. Our approach demands thorough and up-to-date knowledge of the funding
streams and activities of other donors, extensive coordination and open and transparent
communication. Our approach also means that there is a certain level of inter-dependency
with other donors. Nowhere is this last issue more important that in the link with GFATM in
relation to insecticide-treated nets (ITNs) activities on the Mainland. Therefore PMI activities
and budget may need to be modified as circumstances change and funding from different
streams change.

Major areas to be funded by the FY 2007 PMI include the following:

A. PREVENTION

Malaria in Pregnancy $1,800,000
Insecticide-Treated Bed Nets 13,950,000
Behavior Change Communication 2,670,000
Vector Control/Indoor Residual Spraying 3,050,000
Subtotal Prevention $21,470,000

B. CASE MANAGEMENT
Rapid Diagnostic Tests $765,000
Artemisinin-based Combination Therapy 1,855,000
Management of Severe Malaria 390,000
Subtotal Case Management $3,010,000
C. MONITORING AND EVALUATION $1,541,000
D. ADMINISTRATION $975,000
Total $27,000,000



2. MALARIA SITUATION'

The malaria situation in Tanzania was showing signs of improvement even before PMI. The
Tanzania Demographic and Health Survey 2004 — 2005 (TDHS)[1] showed a significant
decline in infant mortality in the last five years. The infant mortality rate (IMR) declined
from approximately 100 per 1000 live births in 1999 to 68 per 1000 live births in 2004.
Given that a substantial portion of infant mortality has been attributed to malaria, it is
reasonable to conclude that the reduction in IMR is due, at least in part, to a reduction in
malaria-specific mortality in infants. Unfortunately it is difficult to quantify with the data
available how much of the reduction in IMR is in fact due to a reduction in malaria-specific
mortality. The IMR gains, however, are not equal across all socio-economic strata (SES).
Whereas those cohorts classified in the richest SES quintile achieved an IMR of 64 per 1000
live births, the lowest SES quintile had an IMR of 88 per 1000 live births. These data suggest
that, for the most part, the “low hanging fruit” is now greatly reduced in Tanzania and further
gains in infant mortality will need to come from intensified efforts to reach those living in
rural areas and the lowest SES. Similarly, the under-five mortality rate (<5MR), the
GFATM’s principal indicator of success against malaria, showed a decrease from 156 death
per 1000 five years ago, to 112 per 1000 presently.

Activities funded by the United States Government (USG) in Rufiji District in Tanzania since
2001 provide an example of what is achievable with PMI funding. The United States
Agency for International Development (USAID) and the Centers for Disease Control and
Prevention (CDC), in collaboration with the Council Health Management Team (CHMT), the
American and Tanzanian Red Cross and others, have provided funding and technical
assistance to the Rufiji CHMT to implement prompt treatment of malaria, intermittent
preventive treatment of malaria in pregnancy, and the use of insecticide-treated bed nets. The
results have been substantial—58% of children under five with fever are treated with an
appropriate anti-malarial drug within 48 hours, almost 61% of pregnant women in the last
two years have received two doses, as recommended for intermittent preventive treatment in
pregnancy (IPTp), of sulfadoxine-pyrimethamine (SP) and 62% of pregnant women and 57 %
of children under five sleep under a bed net that has been treated with an insecticide in the
last 6 months. These results are close to or have exceeded the 2005 and 2007 Abuja targets.
These impressive gains have resulted in a 48% decrease in the prevalence of malaria infection
in the overall population and almost 50% decrease in the rate of all-cause mortality in
children under five years of age. It is our expectation that scale up of the PMI interventions,
combined with existing interventions funded by GFATM and other donors will result in
similarly impressive results nationwide.

Just as notable are the early results of the GFATM-PMI-supported malaria-control
interventions in Zanzibar. An assessment of cases attributed to malaria attended at public
health facilities in Unguja and Pemba showed a 23% decline from a year ago. When
translated into absolute numbers, the achievement becomes even more significant—health
workers saw, in May 2006, 7,706 fewer cases of malaria than in the same month one year
ago. Four thousand of those fewer cases were among children under five. The main
difference between May 2005 and May 2006 is that the distribution of long lasting
insecticidal nets (LLINS) to all pregnant women and children under five has been completed.

! For a complete report on the malaria situation the reader is directed to the Tanzania Rapid Assessment on the
PMI website.



If one considers that roughly 5% of children under five go on to develop severe or fatal
illness, it can be said that about 194 children under five were saved---in a single month!
Although these data are prone to underreporting, PMI resources will support more
comprehensive monitoring and evaluation to confirm these promising trends.

Tanzania is a high profile country for PMI, one that is recognized more and more by
international agencies and activists. In the 9 months since the inception of PMI, several
dignitaries and activists have visited Tanzania. United States Congresswoman Betty
McCollum (Minnesota, 4™ District) and Bono, of U2 fame, among others, have visited
Tanzania to assess the health and poverty situation in general and the impact of malaria in
particular. Of special interest has been the manufacturing of LLINs and the Mainland’s
national voucher scheme (see below). Most recently, Mr. Paul Wolfowitz, President of the
World Bank, visited Tanzanian programs and sites, including the GFATM-PMI-supported
Tanzanian National Voucher Scheme (TNVS). Mr. Wolfowitz was so impressed with the
scheme that it is now featured in the World Bank Tanzania website.

In spite of signs that the malaria situation is improving, there are still areas of concern. The
recent TDHS, conducted in 2004 before PMI intervention, spells out some indicators of
concern. Although ownership of ITNs was moderate (45.9 % in Mainland and 64.9 % in
Zanzibar), the percentage of children under five sleeping under an ITN was only 15.9% in the
Mainland and 21.7% in Zanzibar. Use of nets by pregnant women was 15.4% in the
Mainland and 19.6% in Zanzibar. The TDHS further reported that 52.8% of pregnant women
in the Mainland received at least one dose of SP for IPTp, but, two doses, the national
guideline, were received by only 21.9%. In Zanzibar the situation is even worse—25.7% of
pregnant women received at least one dose and only 13.8% received two or more doses.
Currently, 93 % of the population continues to be at-risk for malaria, including about 25%
who are at risk for epidemic malaria.

3. MAINLAND AND ZANZIBAR MALARIA CONTROL PROGRAMMES

The Government of Tanzania (GoT) has well established malaria control programs in the
Mainland and Zanzibar. The National Malaria Control Programme (NMCP) serves the
Mainland while the Zanzibar Malaria Control Programme (ZMCP) serves Zanzibar.
Mainland Tanzania and Zanzibar (which includes the islands of Unguja and Pemba plus a
few other smaller islands) have separate ministries of health and for practical purposes their
respective programs are independent and may, in some areas, differ somewhat. Essentially,
for malaria control purposes, there are two “countries” within the United Republic of
Tanzania; the Mainland with approximately 35 million inhabitants and Zanzibar with one
million population.

For the NMCP, the principal aim is to reduce mortality and morbidity due to malaria in all 21
regions of the mainland by 25 % by 2007 and by 50 % by 2010. For Zanzibar, the targeted
reduction is by 35 % by 2008. Both ministries of health use similar strategies to deal with
malaria, namely: appropriate management of febrile episodes in homes and health facilities
(in the case of health facilities treatment is with ACTSs), protecting pregnant women against
malaria by using IPTp, vector control which includes encouraging populations at risk to sleep
under ITNs and, in the case of the Mainland, prompt recognition and response to epidemics
(Zanzibar is not prone to epidemics). Larvicidal interventions are being carried out in the
Mainland while indoor residual spraying (IRS) is part of current policy both in the Mainland



and Zanzibar. Specific objectives, following the recommendations of RBM, have been set
for all interventions by the Mainland and Zanzibar malaria control programs

Over the past year, the Mainland NMCP has issued a number of new documents and
guidelines. Foremost are the National Guidelines for Malaria Diagnosis and Treatment 2006
(Malaria Control Series 11). The new guidelines include a number of additions, including the
management of malaria epidemics, pharmaco-vigilance and malaria and human
immunodeficiency virus (HIV) co-infection. All recommendations are in accordance with
World Health Organization WHO-Roll Back Malaria (RBM)—recommended guidelines.

Operationally, the Mainland strategy involves demand creation through behavior change
communication (BCC), implementation of the Integrated Management of Childhood IlIness
(IMCI) strategy in households and communities, training of private vendors for improved
distribution of ITNs, use of a subsidized voucher system for biologically vulnerable groups to
make ITN ownership less expensive, establishment of early warning systems for malaria
epidemics, and use of IPTp and ITNs by pregnant women. In Zanzibar, LLINSs are distributed
free to high-risk groups while in the Mainland users pay a minimal fee to top off the voucher
value (given to pregnant women during ante-natal visits). Current guidelines include spraying
with insecticides when there is an epidemic in the Mainland. In Zanzibar, where spraying has
been done before, the ZMCP has reinstituted their IRS program with PMI funding. Home
treatment of malaria is encouraged but not overtly promoted in the Mainland. Most work of
the NMCP and ZMCP is through direct support to districts with training and technical
assistance, guidelines and, in some cases, financial support. Regions and districts in the
Mainland and Zanzibar are responsible for programming their own malaria activities.

To coordinate and direct actions, the NMCP and ZMCP have established various committees
and task forces. In the Mainland, the National Malaria Advisory Committee (NMAC) meets
twice a year, at least in principle. Its purpose is to offer to the NMCP state-of-the-art
technical advice on malaria control. The Inter-Agency Malaria Coordinating Committee
(IAMCC), of which PMI is a part, in the Mainland was set up to coordinate with RBM
partners on issues of planning, monitoring and evaluation and funding. It is supposed to meet
three times a year, but it continues to be non-functional. For the Mainland, there are four
committees that deal with the various aspects of the program, namely: case management,
vector control, monitoring and evaluation, and information, education and communication
(IEC). Only the case management and monitoring and evaluation committees, however, meet
with any regularity. ITN strategy is coordinated through the National Insecticide Treated
Nets (NATNETS) Programme. As may be expected, coordination is considerably more
complex in the Mainland than in Zanzibar.

A gap analysis conducted in preparation for the GFATM Round 6 proposal in the Mainland,
shows serious financial deficiencies in a number of programmatic areas in the short and long
term. The NMCP estimates that between 4.1 to 5 million cases of fever per year in children
under five in the period 2007 — 2011 will not receive appropriate treatment because of
financing gaps. This is even when potential PMI funding (500,000 — 1 million doses) is taken
into account. Similarly, financing for treatment in Accredited Drug Dispensing Outlets
(ADDOs) will suffer a deficit of 3 million doses in 2007 with a gradual decline to 514,146
doses by year 2011. In spite of the fact that PMI support for about 500, 000 rapid diagnostic
tests (RDTSs) per year is anticipated, an increasing deficit will be registered of between 1 - 6.5
million tests during the years 2007 — 2011. Table A summarizes these and other gaps in the



introduction, maintenance, and expansion of NMCP interventions. These figures already take
into account PMI contributions of between $25 to $30 million per year.

Table A: Projected Financial Gaps of NMCP Programming in Mainland Tanzania by

Year

2007 2008 2009 2010
$41.5 million $21.75 million $25 million $50.2 million

Government contributions to the overall NMCP budget will gradually increase from $2
million in 2004 and 2005 to an expected input of $5.5 million by 2010. Taking year 2007 as
an average year, the government contribution will be approximately 7.5 % of the total amount
needed to control malaria and increasing by 2010 to 8.4 % of the total. These figures do not
contemplate amounts solicited from the GFATM Round 6.

4. OVERVIEW OF EXISTING PARTNERS’ ACTIVITIES AND ROLES

The NMCP and ZMCP work in partnership with a variety of institutions, collaborating
agencies and Non-Governmental Organizations (NGOs). Presently, partners include WHO,
United Nation’s Children’s Emergency Fund (UNICEF), United Kingdom’s Department for
International Development (DfID), Royal Netherlands Embassy (RNE), Japan International
Cooperation Agency (JICA), Swiss Development Cooperation (SDC), Italian Cooperation,
Medecins Sans Frontieres (MSF)-Spain, Development Cooperation Ireland (DCI), CDC and
USAID. Support is also received from the National Institute for Medical Research (NIMR),
the Ifakara Health Research and Development Center (IHRDC), Kilimanjaro Christian
Medical Centre and Centre for Enhancement of Effective Malaria Interventions (CEEMI)
financed by the Bill and Melinda Gates Foundation and others. The relative emphasis of the
different actors is summarized in Table B. Generally, partners have not changed since the
FY06 PMI work plan and are expected to continue for the foreseeable future.

From the financial point of view, the most important partner to the NMCP and ZMCP is the
GFATM. PMI is the second most important source of funding. The GFATM, in rounds one
and four, granted $19,827,716 ($13,217,306 disbursed) and $54,201,787 ($18,575,572
disbursed) respectively to the Mainland for support of ITNs and purchase of ACTs. The total
disbursed to date in both grants is $31,792,878 (August 2006). Zanzibar also received grants
in rounds one and four, $1,153,080 (all disbursed) and $9,586,972 ($3,859,647 disbursed)
respectively for purchase of ACTs and support of ITNs.

The Mainland has submitted a Round 6 application for malaria to the GFATM. The
application takes into consideration the potential PMI contributions to the overall fight
against malaria in the Mainland. The activities in the Round 6 GFATM application are: 1)
extension and expansion of the TNVS to include newly pregnant women (1.25 million
individuals per year) and complementing PMI’s Infant VVoucher activity with a voucher for
all remaining under fives issued through mass campaigns. Included in this activity is the
implementation of a communication and behavior change strategy for ITN that is
complementary to PMI’s own proposed actions; 2) support to a public-private partnership
(PPP) that will make ACTs available through Accredited Drug Dispensing Outlets. Again
this activity is linked to the PMI’s support for ADDOs; 3) improve case management of
uncomplicated malaria in public health facilities as well as improving the care of severely ill
children. This activity will include the introduction of RDTs in all public health facilities,



enhancing the quality of microscopy and the training of health workers and improvement of
referral system. These proposed actions, once more, link to PMI’s FY06 and FYQ7 activities
that helped introduce RDTs and sought the improvement of management of the severely ill
child; 4) improving NMCP’s monitoring and evaluation capacity. This activity includes the
implementation of more rigorous monitoring and evaluation by employing such methods as
health facility, household and sales-level surveys as well as conducting operational research
and qualitative investigations. PMI FYQ7 work plan supports an extensive monitoring and
evaluation component that is part and parcel of the GFATM proposal. The total funding
requested from GFATM is $177,020,066 over 5 years—of which, 50 % is for ITN activities,
27 % for public-private partnerships (ADDOs), 16 % for case management and 6 % is for
quality assurance and monitoring and evaluation. ZMCP did not submit a Round 6 proposal
to the GFATM.

Table B below shows collaborating agencies that support the NMCP and the ZMCP and the
technical interventions that are supported. Some agencies provide long-term technical
assistance on the ground (Italian Cooperation, USG) while others support specific activities.
Some, like the World Bank, provide overall budget support to the MOHSW so they may be
considered to be involved in all aspects of malaria control.

Table B: Main Malaria Donors to NMCP and Areas of Support

ITNs
Agency Diagnostics ACT ITN ITNs  ITNs jp1p IEC |rg
Cell Purchase IEC Other

DFID °
GFATM ° °
J|CA [ ] [
Irish Aid* °
Italian Cooperation ) ) ° ° ° °
Royal Netherlands ° °
Embassy
Swiss Cooperation ° °
USG/PMI ° ° ° ° °
WHO*** .
UNICEF ° °

*Irish Aid ended in December 2005
**The Italian Cooperation provides a full time malaria professional who works in all areas of the NMCP and ZMCP.
***\WHO support is limited to technical assistance

JICA, through its Integrated Malaria Project (IMP) in the Mainland, is supporting the
improvement of diagnosis or malaria in health facilities through the use of the Acridine —
Orange (AO) method microscopy in 13 districts. Also, IMP is introducing a state-of-the art
training course for the nursing care of malaria patients. This course is complementary to the
ACT roll out training supported by PMI. Support from JICA is anticipated for another 2
years. The total yearly contribution to the NMCP (to 2009) is approximately $450,000.

The Italian Cooperation is another important donor in malaria programming in the Mainland,
providing on-site full-time technical assistance to issues of diagnostics, therapeutics, planning
and monitoring and evaluation. The budget contribution will be an average of $360,000 per
year for the period 2006 — 2010.



The United Kingdom’s Department for International Development and the Royal Netherlands
Embassy have provided funds to purchase insecticide treatment kits (ITKs) which are
bundled with all nets sold in the Mainland. However, such funding is set to end in September
2006, at which time a review of the program will clarify whether the support will be
extended. Presently, PMI is scheduled to pick up funding for the long lasting insecticide KO
TAB 123. Additionally DfID and RNE provide support for the social marketing of bed nets.
This support is also set to end by September 2006. The total contribution from the DfID and
RNE alliance is US $3.5 million per year for the period 2004 — 2007.

The Swiss Development Corporation and Development Cooperation Ireland support the
Mainland’s ITN cell within the NMCP by supporting salaries and activities of key staff, plus
technical support from the Swiss Tropical Institute (STI)—including one ex-patriate expert.
Funding from the SDC will average around $420,000 per year.

The World Bank does not directly fund malaria activities in the country. Rather, its resources
are put into basket funding for general support of the MOHSW. Such resources address
critical problems that other donors do not fund (e.g. human resources).

In addition to the above, there are several hundred NGOs and faith-based organizations
(FBOs) working in different aspects of malaria. Many of these organizations are grouped
into two umbrella NGOs—the Tanzanian NGOs Alliance Against Malaria (TaNAAM) and
the Christian Social Services Commission (CSSC). Some data suggest that up to 40 % of
primary care services are provided by NGO and FBOs.? In rural areas this estimate can reach
60 % or more. Given their ubiquity and breadth of capacity, NGOs and FBOs are important
partners in rolling back malaria in Tanzania. The Mennonite Economic Development
Associates (MEDA) and World Vision International (WVI) are FBO contractors on the
voucher scheme.

5. OVERVIEW OF EXISTING AND RECENT ACTIVITIES AND ROLES OF
UNITED STATES GOVERNMENT

Since 2001 the United States Centers for Disease Control and Prevention (CDC) has operated
a malaria program in Mainland Tanzania through a cooperative agreement (CA) with the
Ifakara Health Research and Development Centre, operating at $800,000 in FY 2007, funded
by USAID/ Washington and CDC. A resident epidemiologist (Dr. S. Patrick Kachur) has
been seconded to IHRDC since October 2002. The focus of the program is to provide NMCP
and its partners with evidence of the effect of current and potential malaria control strategies.
The program includes a five year pilot evaluation of artemisinin-based combination therapy
for routine treatment of malaria in one district with intense malaria transmission. To date,
more than 1,000,000 ACT treatments have been delivered in Rufiji District and a
multidisciplinary evaluation is providing evidence for best practices in support of rolling out
this intervention nationwide. As was mentioned in the introductory paragraph, early evidence
suggests important impact on malaria morbidity and mortality. The evaluation also includes
direct support to demographic surveillance systems (DSS) in Kilombero, Ulanga and Rufiji
districts covering more than 180,000 people and representing the single largest population
under continuous demographic surveillance in sub-Saharan Africa.

2 personal communication Christian Social Services Commission




In FY2006, CDC contributed $100,000 to adapt DSSs to better evaluate maternal and
perinatal mortality. CDC operates 3 sentinel sites assessing the efficacy of anti-malarial
treatment and has funded a longitudinal cohort evaluation of alternative ACT regimens. CDC
provided technical support for the MOHSW’s Integrated Disease Surveillance and Response
(IDSR) program which records facility-based cause-specific morbidity data useful for
tracking diseases of epidemic potential (including malaria in epidemic-prone settings).

USAID/Tanzania’s recent non-PMI malaria implementing partners include the ACCESS
project, managed by JHPIEGO, which focuses on malaria in pregnancy; the T-Marc project
managed by Academy for Educational Development (AED) focusing on social marketing and
communications; the DELIVER and TASC Il projects managed by John Snow Incorporated
(JSI) led by a malaria program advisor (Dr. R. Salgado) and drug management and logistics
systems; and the Ministry of Health via the Zonal Training Centers (ZTC) in Arusha and
Iringa regions. The ACCESS Project includes activities in focused ante-natal care (FANC)
which includes IPTp, communications, and collaborative support for the Malaria/IMCI
District Focal Persons (DFP) training program of the MOHSW via the Center for
Enhancement of Effective Malaria Interventions (CEEMI), as well as support for improved
drug management and logistics capacity.

In Zanzibar, CDC Tanzania provided technical guidance to ZMCP in developing
interventions to support the roll out of ACT on the islands in 2003. It also supported a
baseline survey in sentinel communities prior to the introduction of the new therapy. CDC
and IHRDC also provide technical support to the Zanzibar Malaria Research Unit of the
Karolinska Institute (ZAMRUKI).

USAID/East Africa and core funding has supported the Academy for Educational
Development’s NetMark Plus Project to transfer the technology to African bed net
manufacturers to produce long lasting insecticide treated bed nets using an insecticide which
will last for at least twenty wash cycles. This is vastly superior to the previous insecticide
treatment, which required users to re-treat bed nets upon purchase and every three months
thereafter. Studies consistently show that while consumers usually treat their nets initially,
they usually do not retreat the nets as required to keep them efficient.

Finally, the PMI is closely coordinating with the President’s Emergency Plan for AIDS Relief
(PEPFAR) on areas of technical overlap such as IPTp for pregnant women, logistics and
systems strengthening issues and mechanisms to identify vulnerable children and families.

6. GOAL AND TARGETS OF THE PRESIDENT'S MALARIA INITIATIVE
(by 2010)

Goal and targets apply for both the Mainland and Zanzibar, except where noted.
Goal

The goal of the PMI is to reduce malaria-associated mortality by 50% compared to pre-
initiative levels in all PMI countries.




Target

By the end of 2010, PMI will assist (each country) to achieve the following targets in
populations at risk for malaria:

e >90% of households with a pregnant woman and/or children under five will own at

least one ITN;

85% of children under five will have slept under an ITN the previous night;

85% of pregnant women will have slept under an ITN the previous night;

85% of houses in geographic areas targeted for IRS will have been sprayed,;

85% of pregnant women and children under five will have slept under an ITN the

previous night or in a house that has been sprayed with IRS in the last 6 months;

« 85% of women who have completed a pregnancy in the last two years will have
received two or more doses of IPTp during that pregnancy;

« 85% of government health facilities have ACTs available for treatment of
uncomplicated malaria; and

o 85% of children under five with suspected malaria will have received treatment with
an anti-malarial drug in accordance with national malaria treatment policies within 24
hours of onset of their symptoms.

7. EXPECTED RESULTS - FY 2007

PMI will measure progress toward achieving these coverage levels through several
mechanisms. Mortality impact and intervention coverage can best be measured with
representative household surveys like TDHS. Unfortunately TDHS will not be repeated until
2009. However, there will be an opportunity to include questions about malaria indicators in
the Tanzania HIV Indicators Survey in mid-2007. Both NMCP and ZMCP also conduct
biannual RBM coverage surveys as recommended by WHO —Africa Region (AFRO). These
are more rapid and less statistically representative than TDHS or the MERG malaria indicator
survey. These surveys will be repeated in 2007 and will be used to help estimate progress
toward PMI targets for ITN ownership and use, coverage of IPTp, and prompt effective
treatment of childhood fevers. Both NMCP and ZMCP have requested PMI support to
complete RBM coverage surveys at household and facility level in 2007. Additionally, there
are opportunities that can provide further verification of malaria indicators such as the recent
(2006) Service Provision Assessment (SPA) that includes facility-based process indicators.

Key outcomes and their targets to be measured in 2007 surveys are listed in Table C and
include:

Table C: Targets for changes in selected indicators for PMI countries*

ITN use Febrile
2 dose IPTp ITN use(<5’s) (Pregnant IRS (targeted chHQr(_an
Country women) houses) receiving
ACT
2005 2007 2005 2007 2005 2007 2005 2007 2005 2007
Tanzania: oo 500 1606 4006 15%  55% 0%  85%  <1% 40%
Mainland
. 14% 40% 22% 80% 26% 80% 0% 85% 36% 70%
Zanzibar
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*Baseline Coverage estimates in this table are drawn from the 2004/2005 Tanzania Demographic and Health
Survey. Indicative 2007 coverage estimates will be taken from the DHS malaria module which will be
incorporated into the Tanzania HIV Indicators Survey that will be conducted in mid-2007. However, these
estimates will not account for a full year of funding. Therefore, the actual 2007 impact will be measured by the
planned Malaria Indicator Survey in 2008.

The targets listed below specify the rate of change expected in each indicator.
Prevention:

e Proportion of pregnant women who receive two or more doses of IPTp during their
pregnancy will increase on the Mainland by 127% and by 186% on Zanzibar (as
measured by household survey recall of woman pregnant within the previous 2 years).

e Proportion of children under five sleeping under an ITN the previous night will
increase by 150% above the baseline for Mainland and increase by 263% for Zanzibar
(as measured by recall of caretakers of children under 5 in household surveys).

e Proportion of pregnant women sleeping under an ITN the previous night will increase
by 266% above the baseline for Mainland and by 201% on Zanzibar (as measured by
recall of currently pregnant women in household survey).

e The percentage of houses targeted for IRS that are sprayed on the Mainland will
increase from 0 to 85% and for Zanzibar from 0 to 85% (as measured by tracking
spray teams’ plans and completed activities).

Treatment:

e First-line treatment for malaria with ACTs will be implemented in health facilities in
80% of districts nationwide on Mainland Tanzania and at least 40% of children under
five with suspected malaria will receive an ACT during their illness (based on
caretaker’s recall within the past 14 days collected in household surveys).

e On Zanzibar, where ACT has been recommended as first and second line treatment
for malaria since 2003, the proportion of febrile children who receive an ACT will
increase by 94% compared to 2005 to 70% (based on caretaker’s recall within the past
14 days collected in household surveys).

8. PLANNED ACTIVITIES AND EXPENDITURES

A total of $27 million is requested for FY2007 PMI activities in Mainland and Zanzibar.
Approximately 52 % will be expended on commodities—ITNs, IRS, RDTs and ACTSs.
Because of the desire by both the NMCP and ZMCP to rapidly scale up a number of activities
and the need to provide continuity, early FY07 money totaling $4,500,000 will be required by
December of 2006. These resources will provide start up or continuity funds for IRS in
Zanzibar, IRS in Mainland, IPTp in Mainland, first round of household surveys for evaluation
of voucher scheme and larviciding in Mainland.

As was done in FY06 planning, a consultative process was followed both in Mainland and

Zanzibar to develop the FY07 work plan. Several meetings with NMCP and ZMCP were
held to consult on their needs and priorities and to coordinate with other sources of funding
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such as the anticipated Round 6 GFATM proposal. Then, consultative meetings were held in
Mainland and Zanzibar with development partners, malaria scientists, the private sector and
NGOs and FBOs. Interested parties presented ideas and proposals for addressing malaria
needs. After the consultative meeting, a series of meetings were held with NMCP and ZMCP
officials to negotiate and decide the best use of potential FY07 PMI resources. Additionally,
PMI staff consulted NMCP and ZMCP reports, work plans, budgets and the GFATM Round
6 proposal to ensure that activities were evidence-based and resources complementary.

|8.A. INTERVENTIONS — PREVENTION

8.A.1 INTERMITTENT PREVENTIVE TREATMENT IN PREGNANCY (IPTp) - Mainland

Training facility-level RCH service providers in malaria in pregnancy interventions

Current Status

Current NMCP policy for IPTp is two doses of Sulfadoxine-Pyrimethamine (SP) given as
directly observed therapy at 20 — 24 weeks and 28 — 32 weeks gestational ages. Ninety four
% of pregnant women are seen at least once at ante-natal care (ANC) services and 62 % are
seen at least four times, but, according to the TDHS, only 22% of pregnant women reported
receiving 2 doses of SP as recommended. The median first ANC visit occurs at 5.4 months
of pregnancy.

FANC is the WHO-supported strategy for ante-natal care into which IPTp has been
integrated in Tanzania. The Mainland MOHSW has been implementing FANC in all public
health facilities since 2004. At this point most facilities have received some training on IPTp
for at least one health provider, but the other components of FANC have not yet been
incorporated into the training. Additionally, quality of ANC services varies considerably, so
much so that the MOHSW has requested PMI to update providers’ skills and services to
ensure impact.

Although PMI funds were not used to provide support to IPTp activities in FY06, the USG
has provided IPTp support through the local USAID mission and CDC since 2004. The
implementing partner is the ACCESS Project, run by JHPIEGO. ACCESS’s achievements
have been significant and have advanced IPTp to a level from which PMI can continue
financing to scale up activities nationwide. ACCESS IPTp work has concentrated on: 1)
developing training materials to standardize IPTp, ITN and FANC training nationally; 2) pre-
service and in-service training on IPTp, ITN and FANC, and; 3) supportive follow up of
trained providers; and, 4) support to the CEEMI and to the White Ribbon Alliance for Safe
Motherhood. Process indicators show advances in the dissemination of IPTp/ITN and FANC
training for in-service and pre-service providers. Thirty three out of 128 target districts have
IPTp trainers and 241 facilities out of 5,200 targeted facilities have at least one health worker
trained in IPTp/ITNS/FANC by JHPIEGO. Follow up has been provided to all trained health
providers. All nurse-midwifery certificate pre-service schools in the country are now training
all students with ACCESS-developed materials and content, and half of all midwifery
diploma schools have tutors trained in IPTp/ITN/FANC.
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ACCESS has identified two important barriers for the scale up of IPTp/ITN/FANC activities,
namely—the need for community mobilization around IPTp/ITN/FANC issues and stock outs
of SP in ANC services.

Proposed Actions

ACCESS has been requested to extend its facility based intervention nationwide to ensure
delivery of quality FANC. This activity will focus on extending the previous ACCESS
training of trainers for each district by providing the funds, materials and supervisory support
to ensure that the services provided through focused ante-natal services for malaria in
pregnancy prevention (IPTp and ITN voucher distribution) are in fact provided efficiently
and effectively nationwide. JHPIEGO ACCESS project has been identified to implement this
activity as part of its ongoing program of support to the
Tanzania MOHSW’s focused ante-natal services
program.

IPTp — Mainland

Cost $1.75 million
% Commodities -

NRizﬁon;il/ The trainers put into place in each district during FY06

Mechanism ACCESS will now implement facility-level training with an

emphasis on ensuring that quality ANC services for
malaria in pregnancy are being provided in rural areas. Facility-based and outreach ANC
services will both be specifically addressed in this phase. Special emphasis will be placed on
ensuring that all pregnant women attending ANCs receive an ITN voucher, and that steps are
taken to promote follow-up visits for ANC services, to encourage 2 doses of IPTp per
pregnancy for each pregnant woman.

Level

ACCESS will facilitate the reduction of key ANC supplies stock outs, especially SP. In this
regard, ACCESS will analyze, using Standards Based Management (SBM-R), assessment
results from facilities trained in Years 1 and 2 to determine the extent and origin of stock
outs. Subsequently, ACCESS will work with stakeholders (MSD, RCHS, NMCP,
DELIVER-follow on, and others) to improve supply problems by advocating improved
supplies, and, where possible, participating directly at the facility level in improving drug
management. ACCESS will also coordinate with Prevention of Mother to Child
Transmission (PMTCT) programs to ensure that all providers understand and implement the
MOHSW guidelines which contraindicate the provision of SP to pregnant women living with
AIDS who receive prophylactic cotrimoxazole.

In addition, ACCESS will increase national awareness of IPTp/ITN/FANC by integrating
appropriate messages into national mass media campaigns. ACCESS will also collaborate
with the MOHSW Health Education Unit to update malaria in pregnancy materials and other
safe motherhood IEC materials, including the management of malaria in pregnant women
with HIV. Community mobilization will be addressed through the training and support of
Community Resource Persons in one region. Given that a significant percentage of health
services in Tanzania are provided by faith-based organizations, ACCESS will work with
FBOs to integrate FANC into their services. PMI support to ACCESS for FANC will be
supplemented by $1.5 million in USAID/Tanzania child survival/maternal health funds to
cover non-malaria aspects of FANC. ACCESS will be able to cover 100% of health facilities
by the end of 2008.
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Using FY07 funding, ACCESS will be providing direct support for FANC, including
IPTp/ITN, to:

e Increase number of facilities implementing FANC services trained by JHPIEGO from
241 to 829 or 16% of national facilities.

e Train an additional 1,744 providers in FANC quadrupling national coverage to 37% of
the 6,000 health workers working in/managing RH clinics including ANC clinics

e Incorporate FANC training in 100% of certificate Nurse Midwifery schools

e Revise the MOH Nurse Midwifery curricula to incorporate FANC

All health workers will be trained in FANC by the end of calendar year 2008, as detailed in
Table D.

Table D: Scale up of FANC Activities by Zone and Region

Year Zones Regions

2007 Northern Kilimanjaro, Tanga
Southern Ruvuma
Highlands
Western Kigoma, Tabora
Lake Mara, Mwanza, Shinyanga

2008 Southern Lindi, Mtwara
Central Dodoma, Manyara, Singida
South Western ~ Rukwa, Mbeya

2009 Follow-up Follow-up

The implementing mechanism will be Field Support to the ACCESS Project.

8.A.2 Malariain Pregnancy - Zanzibar

Current Status

According to the Tanzania Demographic and Health Survey in 2004/ 2005 only 13.8 % of
pregnant women received 2 or more doses of SP during their last pregnancy in Zanzibar.
These low levels were undoubtedly due to the fact the ZMCP’s IPTp intervention is relatively
new, having started only in February 2004 (Indeed, an RBM coverage survey conducted in a
non-representative community sample in mid-2005 indicated that as many as 48% of women
received 2 dose IPTp). Current ZMCP guidelines for

IPTp call for two doses of SP to be given as directly
Cost $50,000 observed therapy. Antenatal care was relatively high in
% Commodities - Zanzibar, with more than 85 % of women making at
Level National least one antenatal visit to a public health facility during
Mechanism ACCESS their pregnancy. SP availability is high and all health

workers have been trained in IPTp. Antenatal care and SP are free. Additionally,
community-level BCC has been implemented to increase the use of IPTp. The national
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facilitating team conducts regular supportive follow up visits to clinicians and prescribers to
ensure proper drug usage and record keeping of ante-natal care.

Intensive monitoring has been introduced in order to assess, manage and prevent adverse
drug reactions in the population. ACT is a relatively new area in Africa, including Zanzibar,
therefore intensive monitoring remains crucial. National malaria treatment policies for
Zanzibar and mainland Tanzania do not recommend ACT during the first trimester of
pregnancy and call for the creation of a national register to record women who receive this
treatment inadvertently.

Proposed Actions

Additional support is needed to scale up and strengthen existing IPTp activities. Among
actions to be supported are: intensive monitoring and supervision in public health facilities,
introducing IPTp in the private sector, updating of existing Malaria in Pregnancy Guidelines
to include proper malaria case management of HIV infected pregnant women, refresher
courses for health workers and traditional birth attendants (TBAS) and explore the possibility
of introducing the use of HemoCue to diagnose anemia in pregnant women.

The implementing mechanism will be Field Support to the ACCESS Project as described in
section 8.A.1, above.

8.A.3 Insecticide Treated Nets--Support to the Tanzania National Voucher Scheme

Current Status - Mainland

The Mainland continues to expand its very strong ITN program through its firm commitment
to a public private partnership approach that is unique in Africa, and which ensures
affordability, accessibility and acceptability of ITNs. The National Insecticide Treated Nets
program (NATNETS) has three key components: 1) the ITN Cell in the NMCP which co-
ordinates and facilitates all ITN activities in the Mainland; 2) the SMARTNET social
marketing project which creates demand, promotes behavior change, supplies free-of-charge
insecticide Kits to the Tanzanian net manufacturers for bundling with all nets distributed on
the Mainland and distributes subsidized insecticide re-treatment kits to the commercial sector,
and; 3) the Tanzania National Voucher Scheme (TNVS) which distributes discount vouchers
to pregnant women through clinics and dispensaries, allowing them to purchase ITNs from
private retailers at approximately a 75% discount.

This program was rolled out countrywide over an 18 month period and now reaches all 21
regions of the Mainland (August 2006). The program has been incredibly successful—

e InJune 2006, the millionth TNV'S voucher was redeemed and by early August the
number of vouchers distributed since the start of the program (Oct 2005) was 1.2
million.

e Average redemptions in April — May 2006 were 100,000 per month—which translates
into a rate of 82 % (82 out of 100 women who received a voucher redeemed it).

e By June 2006 a total of 3,883 retailers had been enrolled in the program—of this total,
80 % are new to the ITN-selling business. Regions report 20 — 40 % increases in the
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sale of ITNs, and commercial sales (non-voucher) in Tanzania in 2005 were 2.4
million—an increase of 34 % over the previous year.

e Additionally, 782,000 insecticide re-treatment kits have been distributed by the
logistics contractor, the Mennonite Economic Development Associates and the
MOHSW’s Medical Stores Department (MSD) (with DfID and RNE financing) to the
District Medical Officers (DMOQ) for free issue at the 3- and 9-month vaccination
points.

At present rates, the NMCP’s 2007 target of 60% ITN coverage by pregnant women (based
on survey recall of ITN use the previous night) will be achieved, based on projected voucher
redemption rates. This will be assessed through the focused evaluation of the voucher scheme
proposed in section 8.C.2, below.

PMI’s FY06 support to the TNVS consists of the expansion of the voucher scheme to infants
to 15 regions (out of 21 Mainland regions), roll out of an “equity/Safety Net” voucher in 6
districts and the provision of longer lasting insecticide treatment Kits using KO TAB 123 for
bundling with commercial nets. The expansion to infants and equity/Safety Net voucher
were contracted out to MEDA after full and open competition under a cooperative agreement
on May 31, 2006. The PMI Infant Voucher design has been completed and the launch has
been scheduled for October 2006.

The equity/Safety Net voucher is intended to provide free nets to the poorest of the poor who
cannot afford the minimum top up amount under the other voucher schemes. For the equity
voucher the NMCP is developing strategies and alliances necessary for its distribution. This
part of the program is one of the most complex as it involves identifying the poorest of the
poor. Nonetheless, the NMCP has identified mechanisms and hopes to be distributing equity
vouchers by November 2006.

The purchase of the insecticide treatment kits with KO123 has been assigned to the CORE
Group and PSI, and will begin dist