


MALARIA CONTROL PROJECT

Regular Evaluation

13. Summary

The Project Loan Agreement for the Malaria Control Project
was signed on February 28, 1978 between the Democratic Socialist
Republic of Sri Lanka (GSL) and the United States. This agreement
provided for $12.0 million to assist the GSL in the procurement
of required supplies (mainly insccticides), training and equipment
(safety equipment, nozzle tips). An additional $4.0 million was
obligated for this project by Loan Amendment No.l signed on August
30, 1979 between the two governments, This additional funding
provided additional support to malaria activities in the Mahaweli
and other settlement aveas for procurcment of insccticide and
other commodities: training and local cost support fundsg and for
the repair and rchabilitation of the Malaria Training Centre and
insectary in Colombo. Thus, a total of $16.0 million has been
provided by the United States to assist the GSL to carry out its
Malaria Controi activities. The life of the project is FY 1978 to
FY 1984.

As of June 30, 1981 a total of $16.0 million had been
obligated; $10.31 million had been committed; and a total of
$8.044 million accrued as expenditures from this loan.

Other donors tc the Malaria Control activities include the
World Health Organization (WHO) $500,000; the Government of the
Netherlands ($4.0 million) and the British Government ($2.3 million)
over the period of the 1977-1981 approved Plan of Operation for
Malaria Control. A summary of the AID project inputs is as
{follows:

1977 Tranche 1978 Tranche 1979 Tranche

Insecticides $4,970,000 6,928,000 $3, 360,000
Training 30,000 66,000
Drugs 335,000
Operational Lquipment 72,000 39,000
local Cost Support 200,000

TOTAL $5,000,000 $7,000,000 $4,000,000



The Government of Sri Lanka proposes to provide $31.8 million
of the estimated $54.3 million total project cost or approximately
59Z of the total cost of the projcet through 1983,

Malaria has been a serjous problem in 5ri Lanka for centuries.
In 1946 the Covernment began ite Tong struggle against the disease
through a formal malaria control program. By 1963, only 17 cases
were detected and *ne disease was brought under control for the
first vime in the country's history. However, this apparent
victory was short-1.ved as malaria began to reappear towards the
end of the 1960s. Tiais wa: primarily duc to mosquito resistance
to the insectieide DDT. This, combined with the need for health
worker refresher training, increased field staff and adequate
equipment and supplics for the AMC contributed to a resurgence of
malaria casces reaching epidemic proportion by 1975, 1In 1975, the
country recorded 400,777 malaria cases. The actual number of
cases in 1975 probably excccded 1.0 million. 1Increascd infant
mortality and general illness and debilitation of the work force
were evident in affected areas, The GSL's program uses malathion,
the best cost effective replacement insecticide for DDT,in its spray
operation program. The present malaria program in Sri Lanka, which
began in FY 77, proposes the control of malaria within a five-year
period. The total recorded cascload of malaria in 1978 was
69,685, 1In 1980, a toral of 47,949 cases of malaria were recorded
in Sri Lanka.

This project was specifically aimed at assisting the GSL in
reducing the incidence of the discase to a level where this disease
is no longer a public health program in Sri Lanka's health
environment. For Sri Lanka, o satisfactory level of malaria
incidence was considered to be ne more than 1000 cases per million
population or approximately 15,000 cases per year., In addition,
the GSL aimed at control of the malaria species, P.falciparum, to
low case levels and possible elimination. 1t is this species of
malaria which causes high mortality in non-immune populations
especially infanrs and children, In 1980, P.falciparum species
represented only 2,97 of the toral positive case load. Approximately
857 of Sri Lanka's pepulation live in malarious areas and are at
risk to the discase. Malaria in Sri Lanka is primarily a rural
discase with special importance to the Dry Zone of the country. It
is in the Dry Zone that the GSL is presently investing large sums
of capital in the Mahaweli Development Project and many other
rescttlement and agriculture projects.  The importance of malaria
control in thesc areas can not be over-rated.

Although the program was scheduled to be initiated in the
spring of 1977, it did not begin until August/September of 1977 due
to civil disturbances within the country, However, Dutch-supplied
malathion was in place as planned and provided an effective base to
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Item

Project Paper Targets

No. of cases of malaria to te
60,000 or less by 1982 and to be
approximately 15,000 cases by
1984,

Village cducation program
initiated.

Drainage projects in Operation 6. (a)

AMC Program

Summary Accomplishment
Statement

been given a lovr day course
in bio=environmental malaria
control. The WHO Technical
Officer organized and
presented these courses.
RMA participated in 3 of 7

courses as a1

The

o! the
instructor.

4,No.of cases in 1980 was 47,949,

1t is expected that 1981 will
show additional Tmprovement in

case rates.

5.A great deal of effort has gone

into initiating village volunteer
support. These volunteers are

given a short training course by

the AMC Regional personnel on how
people become affected with malaria,
how to avoid malaria and the
schedule for treatment of clintcal
cases of malaria. Educational
materials are also poovided to the
treatment posts in the villages.

All regions have a large nunber of
village volunteers providing anti-
malaria drugs for fever cases.

The best cxample is in li-System of
the Mahaweli I'roject in the Anuradha-
pura region where over 300 such
volunteers are in place.

The water management scheme
at Polgolla Dam has been
developed to flush the dowm-
stream side during the dry
season. This effort has
eliminated the need for
spraying of villages along
the river for about 10 miles.
(b) AMC is represented on the

Health Cormittee of the

Mahawell Board and is a part

of health policy development for
this project.



Item:

Project Paper Targets AMC Program
Summary Accomplisiu.ant

Statement

(a) Spraying operatlons under- 7. (a) Spray operations are in
taken accovding to Plan. the loth round of spray-
The percent of houscs ing as planned. Summary
gpraycd by vear and of spray accomplishment
status of coverage. is giver as follows:

Coverage (Pe.54) - Prioject Faper
roverape Ul ) Torrvlect fapelr

Year 7 to be covered Year % covered
T Fully Partial
1 &07 1978 65 23
2 807 1979 64 23
3 807 1980 62 24
4 807 1981 ~ -
5 80% 1982 - -

In general, the spray coverage can be considered at approximately
757 which is sacisfactory for malaria control. However ,some
areas reported a lower coverape figure and increased efforts are
neeessary in these arceas.

(b)  Spray Uperaticns under- (b) Spray Operations carried
taken and projected number out and number of targeted
0! houses te be covered (PP). houses per round (average).
147¢ T348,000 1978 970,000
1979 784,000 1979 950,000
1980 589,000 1980 950,000
1981 390,000 1981 950,000 (Est.)

The higher spray covercage

is due to:(1) inclusion of
the Mahaweli settlement

arcas which were not includec
in the original planning, and
(2) the Evaluation Team's
Recomnmendation in 1980 not

to reduce coverage due to
lack of adequate epi. data.

Surveillance and case detention 8. Actual accomplishments by vear
outputs prejected in Project for surveillance and case
Paper, detention.
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1978 1979 1980 1981

a. ACD No. 248 254 458 880
b, PCD No. 200 200 300 300
c. Rlood

films to

be coll-

ected

(in

Millions) 1.3 1.3 1.4 1.5

Projected Drug Treatment of malaria
cases (1000), (rp Projeetions)

Ttems: 1978 1879 1980
Pos. cascs

treated 130 90 5(
Presump.treated 250 150 100
Mass Drug, 38 38 50

Proph.Treatment 470 470 200

9.

1978 1979 1980

82 68 78
270 306 230 (APCD)

0.97 1.0 0.9

The ACD (Active Case Det: tion)
methodology has been fou .d to

be ineffective in $ri Lanka,

All surveillance ciforts are

now being focused on establjsh-
ing approx. 600 APCD (Activated
Passive Case Detection) agents

by the end of 1981. The reduced
na. of slides is due to vacancies
In microscopists. Recruitment

for 90 microscopists was donc

in August 1981, Microscepist
training began mid-September,

The cpidcmio]ogicn] surveillance
system is not adequate and an add-
itional 400 persons have been
approved with reeruitment inter-
views completed in mid-August
1981. The development of PCD
(Passive Case Detection) institutions
has lagged in spite of circulars
from the MOH to collect s1ides
from fever cases. This is a major
problem area and must be solved

if malaria integration is to

eceer (data from AMC Administrative
Reports for year). The Annual
Blood Examination Rare (ABER)

is low and should be increased.

Recerded cases treated by AMC by
year (1000).
1978 1979 1980
70 50 47(1)
900 1000 803(2)
N/A 89 60 (Est.)
203 155 160 (3)
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18. Purpose

The project purpose is "to bring malaria under control" which
is defined in the GSL/WHO Plan of Operacion as an Annual Parasice
Incidence (API) of one (1) cace per 1,000 population or 1,000 cases
per million and control of P.falciparum malaria. 1he GSL has ma.in
considerable progress in reducing malaria in recent years as can be
seen in Seection No.l7 of this PES (Item 12),

The following is a suamary of the case rates reported by the
AMC by year:

Year Total Cases of Cases of P.faleciparum % of total of
Positives P, Vivax P.falciparum

1977 262,460 251,726 10,431 3.2

1978 69,085 67,309 1,826 2.6

1979 48,004 46,636 1,313 2.7

1980 47,949 46,476 1,421 2.9

As can b seen by the table above the program has .ade good progress
to its mid-point and it is hoped that this progress can be continued.
The AMC surveitlance mechanism is improving each year. While the
numbers of cases between 1979 and 1980 appear to be declining slowly,
the actual improvement in the case detection mechanism in 1980 provides
a more accurate case figure. No deaths from malarii were reported in
1980 for Sri Lanka,

19. Goal/Sub-Coal

the yoal of this project is "to reduce morbidity and mortalitv
from endemic diseases through the establishment of a responsive,
effective and efficient nation-wide health scervice." The USAID Malaria
Control Project significantly contributed to this goal by assisting
in the reduction of both reported malaria morhidity and mortality.
The gains over tne project period can be ateributed to: (1) continuation
of elfective residual insecticide spray application, and (2) the
establishment ol widespread treacment facilitics through 4health
institutions and volunteer treatment posts,

S0. Benericiaries

The primary beneficiaries of the malaria control program are the
rural poor of Sri Lanka as malaria remains essentially a rural discase.
As 80% of the poputation live in rural areas of Sri Lanka and 337 of the
chuntry is oat malaria risk, it is to this rural situated group that the
project provides the most benefit,

The active collaboration of village and communrity volunteers with
AMC activities is socially beneficial Lo the country.  The people of a
village learn throuph such ollaboration that the Covernment §;
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interested in their problems and in turn they can learn to take a

role in overcoming a health menace to themselves and to their families.
The carry-over of such successtul experiences to other areas of

health or to other community-action programs is extremely useful in
overall rural development.

21, Unpl:

med Erfeces

The project has had a number of unplanned effects in the course of
its operation. Some of these effects are summarized below:

(2) The project has increased environmental awareness of Sri Lanka
officials to the human and ecological effeets of mass applications
of insecticides. [t is believed that a good deal of research
in alternative malaria control methodology has been stimulated
by the project's emphasis o environmental protectien. There
Is no question that insecticide safety precautions and environ-
mental protection are now given a more prominent place ta the
training schedules of spray porsonnel and in the planning of
malaria centrol activ ties.

(b) The expected lack of cffective insecticides in the future has
stimulated the AMC to greater efforts in community involvement
and in establishing volunteers to provide anti-malaria drugs
to suspected fever cases at the village level,

(c) the program has made use of several alternative methods of
malaria control which were not considered at the time the
project was written. One of these measures is the success—
ful use of water management by periodic flushing of the
stream bed on the downstream portion of Polgotia Dam to
control An. culicifacies breeding and to eliminate a source
of focal malaria.

~
o

. Lessons Learned

A lesson to be remembered in carrying out such projects is the
importance of inter-sectoral cooperation between malaria activities
and other offices of the Government e.g. irrigation, health, public
works, roads and agriculture., Such coordination at the planning
stages lessens the risk of creating conditions through development
activities which lead to an increase of malariogenic conditions.
There is need to continue to press for coordination in light of the
widespread Mahaweli Development Project and the settlement of thousands
of settler families in malaria endemic portions of Sri Lanka.

Another lesson to be learned is that simplification of all AID's
project assistance procedures and other donor country requirements
are essential to project impicmentarion and evaluation. There is
simply not enough GSL manpower (nor wiil there bYe) to respond to the






