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EXECUTIVE SUMNARY 

The Blantyre Integrated Malaria Initiative (BIMI) is a five-year effort (1996-2001) jointly 
supported by USAID and the Government of Malawi. The purpose of BIMZ is to support 
sustainable and effective management and prevention of malaria-related illness. BIMZ aims to 
enable health workers and home caretakers to manage and prevent malaria-related death and 
serious illness through investments in in-service training, behavioral change, improved 
management and administrative systems, quality assurance and health financing. 

BIMI is part of USAID's regional program 171e Acfica Integraed Malaria Initiative (MMI) 
which is undertaking similar projects in Kenya, Zambia and Mozambique. Malawi is a 
particularly attractive site for district implementation of the malaria initiative because of the 
country's history of innovative approaches to malaria research and control. 

This document presents a specific set of activities to be undertaken during BIMPs first year, 
including the activities' rationale, timing, skill requirements, level of effort, and expected 
end-of-year product. In addition indicators for use in monitoring and evaluating BIMI's 
progress towards achieving its five year objectives are discussed. Preparation of the Plan 
was a participatory process involving key BIMZ stakeholders and partners, including 
representatives from local governments, hospitals, rural clinics, the private sector, NGOs and 
villages. 



CHAPTER 1 

INTRODUCTION 

1, BACKGROUND 

Malaria Profile: In Malawi, malaria infection and disease represent formidable problems. 
Reports from the National Health Information System indicate malaria is one of the major 
causes of death among children under the age of 5 years and the leading cause of illness - 
accounting for more than 40% of all outpatient department visits in the country. When 
combined with anemia, malaria accounts for 31 % of inpatient deaths among children under 
five. 

A USAID supported K.A.P. survey conducted in 1992 found that children under the age of 
five experienced fever illness symptomatic of malaria 9.7 times a year; women of 
reproductive age experienced 6.9 episodes annually. The economic toll on the families and 
the Government of Malawi (GOM) is considerable with the average family estimated to 
spend from 5% to 26.8% of its annual income on treating and preventing malaria. Annual 
expenditure for treatmlent by GOM are approximately 10% of the national budget. 

GOM Malaria Policy: The 1996-2000 Malawi National Plan for Malaria Control aims at 
strengthening disease management with emphasis on early diagnosis, appropriate treatment, 
and the availability of treatment at the community level. The plan also cites continued 
surveillance of the efficacy of antimalarial drugs and the introduction of insecticide 
impregnated materials (1134s) as integral components of the national strategy. 

Among the GOM most noted accomplishments in malaria control was a 1993 change in 
national malaria drug policy making Malawi the first country in Africa to change officially 
its national drug policy, replacing chloroquine with sulfadoxine pyrimethamine, S-P 
(Fancidar). This policy change came in response to the growing spread of chloroquine 
resistant strains of malaria parasites and corresponding increase in deaths and cases of severe 
malaria. The impact of Malawi's drug policy change has been rapid and dramatic. Despite 
increased hospital admissions for malaria among under-five children - up 22.7% from 1992 
through 1995 - the case fatality rate declined by 12.9% for all malaria, 18.8% for cerebral 
malaria and 13.3% for anemia. In 1995 this translated into an estimated 2,000 deaths 
averted. 



Among the specific objectives for the national malaria plan are: 

Reduce by 30% the 1995 level of mortality due to malaria among children under five 
by the year 2000. 

Reduce by 30% the 1995 incidence of severe and complicated malaria among children 
under the age of five by the year 2000. 

Blantvre District Profile: Blantyre District is in the Southern Region of Malawi with an 
of 2,000 sq.km and a population of approximately 800,000, based on 1994 estimates. Shtk 
nine percent of the district is considered to be urbdperi-urban, the remainder being rural 
with an overall distribution of 617 villages and 20 towns. According to the 1992 DHS 
report, children under the age of five comprise 19% of the population, totaling 152,000. 
Women of reproductive age, between the ages of 15 - 44, comprise 18% of the population, 
totaling 145,000. 

The topography of the area includes undulating land masses with many seasonal streams, an 
elevation ranging from 0 - 2,000~11 and an average annual rainfall of 824 mm., principally 
between November and April. Agriculture is the predominant source of income, however, 
greater than 50% of the eligible population is unemployed. The average annual income for 
Blantyre is $230 with 60% of the population earning less than $40 per m u m .  The ethnicity 
of the area is diverse, however, the principal ethnic group in Blantyre is Chichewa-speaking, 

The City of Blantyre covers a catchment area of about 500,000 people and the main 
government hospital in the city is the Queen Elizabeth Central Hospital. In all, 29 h d t h  
facilities exist in the district with 22 under the Ministry of Health, 5 under the Christian 
Health Association of Malawi (CHAM) and at least two being private. 

In general the health conditions in Blantyre District are poor. Inpatient records at the Queen 
Elizabeth Central Hospital indicate that the three leading causes of death in Blantyre are 
malaria, diarrhea, and respiratory infection, in that order. .Infant mortality is estimated at 
121 per 1000 births. 



2. BIMI OVERVIEW 

The Blantyre Integrated Malaria Initiative (BIMI) is a five-year initiative jointly supported 
by the Government of Malawi and USAID to strengthen the long-term prospects for malaria 
control in Malawi. BZMI is part of USAID's regional AJiica Integrated Malaria Initi&ve 
(AlMI) which is undertaking similar projects in Kenya, Zambia, and Mozambique. AIMI is 
intended to lay the groundwork for regional action by its country-level efforts. Given the 

limited experience with large-scale 
integrated malaria control programming in 
Africa AIMI - and in particular BZMI - will 
start small', with an initial target population 
between 750,000 and 1,000,000. As RFMH 
is implemented in each of the four 

. countries, including Malawi, it is expected 
more will be learnt about the optimal mix 
of available program options for maximum 
effectiveness in reducing malaria-related 
mortality and severe morbidity; how 
indigenous capability to deliver effective 
and sustainable malaria control can be 
strengthened; and, what financial, human, 
and logistic resources are need to expand 
programs beyond the district level. 

BIMP s S trateeic Approach: BIMI promotes 
working within the existing district 
infrastructure as it builds on the experience 
of local governmental and private 
institutions, the district's community and 
non-governmental organizations (NGOs) 
and other donors in the delivery of health 
services while capitalizing on USAID's 
strengths and comparative advantages in: 

strengthening maternal and child 
health services. 

building partnerships between public 
and private sectors, and 

promoting social marketing, 
behavior change and communication 
skills 



B-5: Towards achieving its four Objectives BIMI will focus on four 
interventions for malaria control: 

Diagnosis and treatment of mahria at the heaIth facility. At the facility level, 
BIMI will seek to improve the capabilities of health workers to correctly diagnose and 
appropriately treat febrile illness, anemia and maternal malaria infection in the 
context of other major pediatric disease control programs. 

Early recognition of malaria Wess and appropriate health seeking behavior by 
the caretaker. At the community/household level, BIMI will seek to improve the 
capacity at household level for early recognition of serious fever and anemia throug~~ 
educating caretakers on early symptoms of malaria and appropriate health seeking 
behavior. 

Chemoprophylaxis for pregnant women. In order to foster increased recognition of 
dangers associated with maternal infection and demand for chemoprophylaxis, BIMI 
will promote the use of malaria drugs delivered through antenatal services, either as 
routine prophylaxis or periodic treatment during the first and second pregnancies 

Use of insecticide-impregnated materials (IIMs). The systematic use of IIMs, 
especially when coupled with effective disease management, produces reduction in 
transmission, malaria disease and malaria deaths. BIMl will promote the distribution 
of IIMs and education of households on their appropriate use and will emphasize the 
involvement of microenterprises and communities. 

BlMl and Integrated Mana~ement of Childhood Illness: To manage malaria-related illness 
in a health facility requires having skilled health workers capable of distinguishing between 
one or more potential causes of fever in addition to malaria, including ARI, measles and 
diarrhea. To ensue prompt and effective handling of a "febrile" child at the health facility 
BIMl promotes strengthening malaria case management capacity within the context of other 
major pediatric disease control programs. 

The Integrated Management of Childhood Zllness (IMCI) creates new opportunities to 
address malaria within the clinic setting. IMCrs development of guidelines for integrated 
management of the major causes of pediatric illness and training of health workers to manage 
by clinical symptom (e.g., cough or difficult breathing, diarrhea, and fever) is consistent 
with BIMrs more specific focus on strengthening the capacity of health care workers in 
"fever management". 



3. BIMI - PROGRESS TO DATE 

BlMl Advisorv Committee: In April an ad-hoc group of national and district-level 
representatives was constituted to provide guidance and advice in the planning and 
implementation of BIMI. 

Predesign assessments: A predesign research activity to assess the quality of Blantyre 
Ilistrict health facility performance was undertaken in May and June, 1996. 

Start-uv workshop: A workshop was held in Blantyre in July, 1996 to share information 
about the proposed BIMI program and solicit feedback and discussion among partners in the 
District prior to the design process. The specific workshop objectives included: 

introduce preliminary ideas for BIMI 
identify and prioritize issues - concerns and opportunities - that muld affect 
implementation of the District activities and as such need to be considered 
during the design of the B M  program, and 
consider possible options to address the issues and opportunities. 

Participants in the workshop included public health officials .from the Southern Regional 
Health Office, Blantyre District Health Office, the City Council of Blantyre, the central 
MOHP including CHSU and the National Malaria Control Committee, Blantyre District 
health facility staff, as well as representatives from the community, the pharmaceutical 
industry ,and US AID. 

Among the major issues identifid that muld affect implementation of BIMI were: 

The knowledge and/or understunding of health workers and caretakers about options 
for preventing and managing fever; 

The attitudes of health workers and caretakers towards each other and about the 
services provided; 

Previous experience, both positive and negative, which the caretakers have had with 
health services; 

The technical and managerial capacity of health workers to deliver services. 



4. IMPLEMENTATION OF BIMI 

Roles and Responsibilities: BIMZ is a partnership of the Blantyre District Health Office 
@HO), Southern Regional Health Office (RHO), MOHP Headquarters, USAID, and the 
BPMI Advisory Committee. The roles and responsibilities of the BIMI partners include: 

The DHO will be expected to cover the recurring costs associated with routine 
delivery of health services within Blantyre, including: 

- salaries and benefits for health workers 
- provision of drugs and other recurring materials 
- infrastructure support 

The RHO will provide technical support to the DHO 

MOHP Headquarters will provide technical support to BIMZ and policy guidance 

The BIMZ Advisory Committee will provide guidance, review and oversight of BIMZ 
activities. 

USAID will provide technical assistance in support of in-service training, behavioral 
change, improved management and administrative systems, quality assurance and 
health financing, operational research, and where appropriate provide resources for 
limited commodity procurements (e.g. microscopes and mosquito nets). 

Manaeement Structure: The DHO has the primary leadership responsibility for the design 
and implementation of BIMI. It is expected that BIMZ activities will be considered an 
integral part of the Annual DHO Plan. In support of the DHO's leadership role USAID will 
provide direct management assistance through a resident BIMZ Coordinator who will work 
with the DHO to coordinate and manage BZMZ. The BIMZ Coordinator will be hired by 
Population Services International as part of a agreement with USAID. This agreement will 
provide funds for the Coordinator's salary and all necessary administrative and management 
!=Pport* 



C-R 2 

FIRST YEAR INPUTS AND THEIR RATIONALE 

This Chapter describes BZMPs planned fist  year inputs, by objective, and their rationale. 

O B J E C m  l a  Improved management of pediatric fever and anemia at the health facility, as 
measured by: 

Wprompt and accurate diagnosis 
Wappropriate treatment 
Wproper c o w l i n g  
Wappropriate referral of complicated illness 
Wtimely and appropriate supervisory support of health worker staff. 

Fever is one of the major causes of outpatient visits in Malawi and one of the main reasons 
for in-patient admission to pediatric wards in the country. A BIMI-supported quality 
assessment of facility-based management of fever and anemia in children under five years of 
age showed deficiencies in many aspects of assessment, diagnosis, and in counseling. 
Among the findings of this study are: 

Health workers do not conduct adequate history and physical examinations to 
exclude other possible causes of fever before reaching their diagnosis of malaria. 
Health workers generally take the symptoms presented by the mother (fever) and 
make a diagnosis without further investigation. 

Many health workers appear to have difficulty in making diagnosis of cases with 
multiple symptoms (cough, diarrhea, and/or ear problems), even when having 
done adequate history and physical examination. Many cases of fever in 
association with other symptoms are not adequately diagnosed: either the crucial signs 
for distinguishing a pneumonia or bloody diarrhea are not sought, or because health 
workers appear to draw wrong conclusions from the data they do obtain. The 
current guidelines do not provide much assistance in dealing with multiple symptoms, 
even though about half of the children presented during the study were with multiple 
symptoms. 

Drugs prescribed for uncomplicated maIaria are generally correct, but there are 
dosing problems for antipyretics. A majority of health workers prescribe S-P and 
an antipyretic for uncomplicated malaria, although many underdose for the 
antipyretic (either less than 3-4 times a day or less than 2-3 days). Incorrect 
treatments for uncomplicated malaria include use of quinine, cotrimoxazole, 
penicillin, only an antipyretic, and no treatment. 



Counseling of patients is generally weak. Generally, less than half of patients or 
caretakers receive any counseling about S-P, home-management or when to return. 

Treatment of anemia, whether in association with fever or not, appears unclear 
to health workers, and the MSTG does not provide sufficient guidance. Interview 
responses about signs of malaria rarely included anemia, and treatment of anemia in 
children without fever do not generally include S-P. The Malawi Standard Treatment 
Guidelines (MSTG) only indicates that anemia should be treated with iron and folic 
acid, after looking into other causes. 

Experience in Malawi and elsewhere tells us provision of effective and sustainable quality 
services requires health workers having (1) clear standards, (2) a way for identifying 
discrepancies,' (3) competency in simple problem solving techniques, and (4) motivation to 
improve. 

In addressing Objective la  BIMI, during its first year, will give special attention to 
compliance with existing norms and standards (and where appropriate upgrading standards). 
BIMI's second priority in this area will be in making clinics more "user friendly", especially 
for preventive services. The third high priority will be in the development and testing of 
new procedures, especially with regard to integrated management of fever and anemia, 
supervision and community outreach. 

Below are the inputs directly related to Objective la  that will be supported by BZMZ during 
its first year of activities. 

Input 1 a. 1 : Develop and jield test curricula, training materials and methods for training 
health center staf in the integrated management of pediatric fever and anemia, 
including: 

guidelines for clinical diagnosis 
standarh for proper treatment 
protocols for health worker counseling of caretaker on proper 
management 
guidelines for patient referral 
standards for supervision 

I n ~ u t  la.2: Develop and field test curricula, training materials and methods for training 
supervisors in integrated management of pediatric fever and anemia. 

Development of these protocols need to be coordinated with the National Committee 
on Integrated Management of Childhood Illness which is currently preparing natimal 
guidelines and training materials for integrated management childhood illness, 
including fever and anemia. This coordination should include using BIMI for 
accelerated field testing of the "fever-anemia" portion of the integrated management 



of the childhood illness package. 

In addition, working with the national government to develop standardized guidelines 
for integrated management of childhood illness is of major importance. While the 
National Malaria Guidelines, the Malawi Standard Treatment Guidelines and the 
Malawi Prescribers Companion provide much information to health workers about 
how they should proceed when confronted with a patient they are all organized by 
individual presenting symptom or diagnosis, and do not provide adequate guidance for 
multiple symptoms or treatment of anemia (alone or in association with fever). 
Guidelines for antenatal care are also inadequate in the dealings with respect to 3-kB 
and pregnancy. 

Invut la.3: Conduct a systematic problem solving assessment of the District's health 
system capacity to provide prompt and accurdte diagnosis and treatmeu of 
pediatric fever and anemia and caretaker counseling. The methodology of this 
assessment will emphasize a "sew-assessment" approach by the District's 
health team (jointly composed of health workers and supervisors) to iderttiJj 
problems and solutions. 

Many factors other than health worker "knowledgen affect the quality of case 
management - availability of drugs, quality of supervision, time management, logistics 
support, motivation etc. BZMI during its first year will support operational research at 
five health facilities with the dual objective of characterizing factors other than health 
worker "knowledge" which impact on the quality of services delivered at the health 
facility, while simultaneously "institutionalizingn this capability in problem 
identification and problem solving within the District health system for the long-term 
provision of quality services. The institutionalization of the capability will include 
training 5 quality assurance facilitators (the "QA teamn) - to be provided from the 
District Health Office - who will be responsible for facilitating the systematic problem 
solving assessment in the first five health facilities. 

I n~u t  la.4: Replication of the problem-solving assesment in five additional health 
facilities. 

The experience from the first problem solving assessment will serve as the basis for 
extending the problem solving activity to five additional health facility sites. The 
"QA Team" will take the lead in institutionalizing this capacity in the new sites. 



Input la%: Assess busehold perceptions of the services provided ot the health facility. 

Improving the quality of health facility services requires understanding the perceptions 
and experiences of "clients" including the nature of health worker-client interactions. 

In~ut 1 a.4: Assess the malaria microscopy capability within BIantyre Qnd develop an 
appropriate strategy/plan for the use of microscopes in fever diagnosis.. 

The low specificity of "symptomw-based diagnostic algorithms for malaria poses 
special problems when faced with fever that is unresponsive to treatment. Used 
selectively, microscopy has proven a useful tool in aiding in identifying the tau= nf 
treatment failure (e.g. drug resistance, initial misdiagnosis). In Blantyre the existing 
capability and use of microscopy for malaria diagnosis will be examined to determine 
its appropriate role in augmenting presumptive diagnosis. 

OB JEC'Z7KE I b  Improved capability of household-level care provider to manage fever and anemia, as 
measured by: 
W improved caretaker recognition of signs and symptoms of illness 

knowledge of appropriate treatment and proper health 6eeking behaviors 
W access to appropriate treatment by private providers. 

- When illness occurs several of the critical steps necessary for pediatric health can be taken 
in the home. These include recognizing the illness and the need for treatment, providing 
appropriate treatment, seeking appropriate additional care, providing continued care after 
receiving outside assistance and recognizing the need for further care if the child's condition 
worsens. The critical determinant in the case of febrile illness is whether the caretaker 
promptly recognizes the danger signs w l y  and is able to promptly access appropriate care. 

BZMI will pay special attention to characterizing the factors which affect improved household 
management of illness. On the basis of this information approaches for enhancing household 
management will be developed. Below are the inputs directly related to Objective lb  that 
will be supported by BZMI during its first year of activities. 

Invut 1 b. 1 : Assess the knowledge, beliefi, practices and behaviors of househokik 
regarding: 

recognition of danger signs and illness. 
provision of appropriate care (e.g. availability, aflordability and 
perceived quality of services provided through the private and public 
sectors). 

* barriers to patient compliance to proper treatment. 

Innut lb .2: Identijj private sector sources, such as shopkeepem, for affordable anti- 
malarials. 



Based on the findings from above two acn'vities develop a package of 
infont~n'onul and behavior change interventions to: 

to improve caretaker recognition of sign and symptoms of fever 
educaze caretakers on appropriate treatment of fever 
educate shopkeepers and other private sector providers on appropriate 
treannent of fever 
infom caretakers where afordable and appropriate treatment is 
available 

OBJEClTVE 2a Improved provision of two dose S-P treatment to pregnant women h u g h  a n W  
clinics. 

The use of S-P as a two dose treatment during pregnancy (at the end of the first trimester 
and at the beginning of the third) is effective at reducing the risk of low birth-weight babies, 
an important factor for infant mortality. The BZMZ-supported quality assessment of the 
provision of S-P chemotherapy through antenatal clinics showed: 

8 Health workers are generally prescribing S-P durihg pregnancy. Providers in all 
but 3 Blantyre facilities give S-P and almost all providers could correctly state the 
timing and dosages for S-P in pregnancy. 

8 Coverage with S-P in pregnancy is still low. Although S-P is being given to women 
attending antenatal clinics, more than half of these women are stiU not receiving the 
two recommended doses. 

8 Counseling of pregnant women on the importance of S-P is weak. Few women 
know the benefits of S-P beyond preventing them from getting ill, and health workers 
are not providing educational messages to women during consultation. Women also 
app- to have many misconceptions about S-P that need to be dispelled. 

Experience tells us the use of antenatal services by women is influenced by a range of 
qualitative and quantitative factors. During BZMPs first year special attention will be given 
to characterizing the existing patterns of S-P treatment during pregnancy, the knowledge of 
health care providers and reproductive age women of the risks of malaria infection during 
pregnancy and the benefits of S-P, the factors that inhibit or motivate women to seek 
antenatal services. 

Below are the inputs directly related to Objective 2a that will be supported by BIMZ during 
its first year of activities. 



Innut 2a. 1 : Elaborate antenatal S-P treatment in Blcultyre imlrrding: 

patterns of menatal treatment - when during pregnancy are most 
wome receiving their single dose of S-P? 

health facility factors thut contribute to inadequate S-P treannent, 
including availability of S-P, health worker knowledge and motivmaRon. 

Inuut 2a.2: . Develop andjield test curricula, training materials and methods for health 
workers aimed at improving quality of health inforination related to prevem'os~ 
of malaria infection during pregnancy. 

OBJECTIVE 2b Increased mgnition of high risk maternal infection, particularly primigravidae, by 
reproductive age women, as well as increased demand for appropriate chemotherapy. 

Timely delivery of a two dose treatment of S-P to women during pregnancy requires not only 
the availability of adequate services through the antenatal clinics but reproductive age women 
being knowledgeable of: 

the risks associated with malaria infection during pregnancy 
the benefits of S-P treatment and the importance of the two dose treatment 
where S-P treatment is available. 

BIMI through Objective 2a will specifically address the availability of quality provision of S- 
P through antenatal clinics. Under Objective 2b B M  will focus on "demand creation" for 

0 
appropriate S-P treatment by reproductive age women. Below are the inputs directly related 
to Objective 2b that will be supported by BIMZ during its first year of activities. 

Input 2b.l: Assess the knowledge, beliefs, practices, and behaviors of reproductive age 
women regarding: 

use of antenatal services 
recognition of the high risb associated with malaria infection during 
pregnancy 
benefits of S-P 
poteruial side-afects of S-P 

Input 2b.2: Develop andcfield test IEC merials  and training protocols to maximize the 
demand for two dose S-P treatment. 



OBJECTIVE 3 Increased household demand, accass, and appropriate u s  of affordable insecticide 
impregnated materials. 

Recent field trials in a number of sub-Saharan Africa settings have confirmed the efficacy of 
insecticide impregnated materials for improving survival and provide the first evidence of 
their specific role in reducing severe, life-threatening illness for malaria. 

The major conclusion drawn from the studies is impregnated materials can reduce deaths by 
as much as 35% in young children in areas of diverse transmission patterns and differences 
in seasonality. 

While IIMs have been shown a promising tool for prevention of malaria experience in 
Malawi and elsewhere indicate practical modalities for the delivery of IIM programs will 
depend on: 

sustained public demand for netslcurtains and insecticides 
adequate access by the public to IIMs (nettinglcurtains and insecticides) 
affordable IIMs 
effective IEC campaigns promoting appropriate use 

The long-term success of the IIM programs will likely require "creativew financing measures 
to minimize subisidization of the IIM products, a commitment to local capacity building and 
the forging of strong partnerships with local institutions. With these lessons in mind in its 
first year BIMZ will give special attention to: 

exploring with local institutions options for providing affordable IIM products and 
services, including the feasibility of making available financing options to off-set the 
relatively high cost of netslcurtains and re-impregnation services. In this way BlMl 
will attempt to minimize the extent to which its products (netdcurtains and 
retreatment services) are subsidized. 

drafting a long-term plan for institutionalizing in Blantyre an organizational capacity 
to plan, manage and implement the full range of IIM services, including procurement 
and distribution of nets/curtains and insecticides for re-impregnation, and IEC for 
"demand creationw and the promotion of appropriate use. 

working with the District Health Office, the BZMZ Advisory Committee and USAID to 
assist PSI with its planning and implementation of IIM activities. 

During BIMZ's first year information on knowledge, availability, cost, product preferences 
and cultural perceptions will be collected, an IIM implementation plan developed and 
products made available. 



Below are the inputs directly related to Objective 3 that will be supported by BIMI during its 
fist year of activities. 

Input 3.1: Determine the factors afecting use of IIMs, with special focus on: 

DEM4ND for IZM materials (nets/curtains) and insecticide - what are 
issues thar a . t  knowledge about IIMs Qnd their acceptability? 

ACCESS to IIM services - what are issues that afict distributioa of 
nets/materials, insecticides and IEC/behavioral change messages? what 
are distribution options given the existing public, privrzte sector and 
N W  sector infasmnsre ? 

AFFORDABLLITY of IIM services - what is the willingness and ability 
of the public to pay for IIMs?, what are the comparative costs of 
bednets vs. curtains?, what are realistic Jfinancing schemes for oflsetting 
the cost of ZIMs? what is the cost-eflectiveness of using local labor for 
production of curtains? 

APPROPU7E USE of IIMS - what are the behavioral patterns thut 
could affect use (e.g. sleeping locution, time, beds vsfloor)?, what is 
the physical environment where IIMs wall be used - do they favor 
bednets or curtains?, what is already known about IIMs, insecticides 
and their use?, what are the community events that could promote re- 
impregnution and IEC messages? 

In~ut  3.2: Develop and test mer iah  and approaches leading to the delivery of ah11 
range of IIM services including: 

ZEC materials and training protocoh to promote increased public 
"demand" for as well as "appropriate use" of IIMs. 

FINANCING STRATEGIES for maximizing the "a$ordabilityW of IIMs. 

drafling a LONG-EXM ACTION PLAN - taking into account private, 
public and NGO sector capabilities -for distribution and 
imtituntunonalization of IIM-related activities, including nembnng/curtains, 
insecticides/retremm services and IEC. 



Innut 3.3: Define the roles, responsibilities and orgmQIUzatrzatronal relm'omhip of 
PSI/Malawi, USAID, the B1anty1-e DHO, the Blantyre Advisory Committee and 
the BIMI Coordinator in planning, coordinatz'ng and implementing IIM 
activities. 

OBJECTM3 4 More effective use of human and material resources through improved collection and 
use of health and management information for planning and monitoring of BIMI- 
related activities. 

Ensuring resources - human and material - are WHERE they need to be WHEN they are 
needed and are being USED and or FUNCTIONING correctly requires planners making 
decisions that respond to the priority needs of the community. Determining "needs" requires 
appropriate information available at all levels of the health and management information 
systems, and, in turn, "use" and "performance" need be linked to a routine "feedback" 

• process. 

Below are the inputs directly related to Objective 4 that will be supported by BIMI during its 
first yeat of activities. 

a Input 4.1 : In BIMZ's first year Blantyre district's existing health facility H/MZS and 
community-based infomation systems will be assessed to determine its 
capability to enhance planning, monitoring and sta$rper$onnance. 
Recommendations will be made for improved per$omzance. 



CHAPTER 3 

F'IRST YEAR PLANNED ACTIVITIES AND EXPECTED OUTPUTS 

This Chapter summarizes the activities planned for BIMPs first year. The relationship of 
each activity to the inputs described in Chapter 2, the kinds of personnel required to 
implement the activity, the expected level of effort required, timing (by quarter) and the 
expected output from each activity are presented in the attached Table. 

During BIMPs first year a total of 14 activities are planned. Of these four are operational 
research surveys.. The information gathered from these studies will form the basis for 3 
community/household-level activities to be undertaken in the frrst year of BIMI. Six 
additional activities follow up issues/observations identified by the BIMI-supported quality 
assessment of facility-based management of fever and malaria-related illness. One activity 
is planned to address the cross-cutting requirements of health facilities and communities for 
improved use of human and material resources. 
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CHAPTER 4 

BIMI MONITORING AND EVALUATION PLAN 

This Chapter describes the end-of-project (5 year) targets, the indicators and the means of 
verification (when, periodicity, data source, methods) to be used for monitoring and 
evaluating BIMI. During the first year BIMI will focus on process objectives. In later 
years impact and outcome objectives will become increasingly important for evaluation of 
program progress. 

OBJECTNE 1: TARGET 

30% Reduction of the 1996 mortality level due to &ria among children 
under five by the year 2000 

PROGRAM 
ELEMENT: Objective la: FACILITY LEVEL CASE MANAGEMENT 

IMPACT 
OBJECTIVE: Reduction in mortality and severe morbidity related to cerebral malaria and 

anemia 

INDICATORS 
a. Numbers of deaths attributed to malaria among chddren under 

the age of 5 years admitted annually in a select number of 
sentinel health facilities (case fatality rate). 

b. Cases of severe illness attributable to malaria among children 
under the age of 5 years diagnosed annually in out-patients 
presenting in a select number of sentinel health facilities. 



OUTCOME 
OBJECTIVE: Improved facility-based management of pediatric fever and anemia. 

INDICATORS 
a. The proportion of patient encounters in which health workers 

COITW~~Y: 
. apply standard criteria for diagnosis fever and anemia. 
. provide treatment in accordance with national policy 
. provide appropriate counseling of caretaker on groper 

management 
. provide appropriate referral for complicated illness 

b. The proportion of encounters in which supervisors conecdy 
apply national standards of supervision in support of health 
worker performance. 

c. The proportion of health workers who report one or more visits 
from supervisors in the previous month 

d. The proportion of health facilities with at least one health 
worker, currently practicing, who was trained in integrated 
management of fever and anemia and who 

. correctly state national standards for diagnosis and 
treatment, and 

. know the appropriate counseling messages to be given to 
caretakers 

PROCESS 
OBJECTIVE: To increase the knowledge and technical capability of health workers and 

their supervisors 

a. The proportion of health facilities with at least one responsible 
supervisor, currently practicing, who was trained in standards of 
supervision of integrated management of fever and anemia and 
who can correctly state these standards. 



PROGRAM 
ELEMENT: Objective lb  - HOUSEHOLD MANAGEMENT OF FEVEIUANEMIA 

IMPACT 
OBJECTIVE: N\A 

INDICATORS 

OUTCOME 
OBJECTIVE: Improved household-level management of pediatric fever by care provider 

INDICATORS 
a. The proportion of caretakers who report that treatment was 

started within 24 hours of the fever onset, among caretakers of 
children with fever in the past two weeks. 

b. The proportion of caretakers of children seen for fever 
diagnosed as malaria in a health facility in the past two weeks 
who report the child completed the nationally recommended 
course of treatment. 

c. The proportion of caretakers who sought appropriate additional 
care when the child's condition did not improve or worsened. 

d. The proportion of caretakers who were within 30 minute walk 
of affordable and appropriate treatment for uncomplicated 
malaria from either the public or private sector. 

The proportion of caretakers who correctly recognize signs and 
symptoms of fever and state that fever in a child requires 
prompt treatment. 

f. The proportion of caretakers who correctly stated the national 
treatment protocol for uncomplicated malaria. 

g- The proportion of caretakers who knew where to seek additional 
care when the condition did not improve or worsened 

h. The proportion of shopkeepers who correctly stated treatment 
for uncomplicated malaria. 



PROCESS 
OBJECTIVE: To increase the knowledge of caretakers and shopkeepers on appropriate 

household management of fever and promote appropriate health seeking 
behaviors 

INDICATORS 
a. The proportion of caretakers who have received IEC messages 

on (1) signs and symptoms of fever, (2) appropriate treatment, 
including referral, (3) where treatment is available. 

The proportion of shopkeepers who have received IEC messages 
on appropriate treatment. 



OBJECTIVE 2: TARGET 

30% Increase over the 1996 levels of 2-dose S-P treatment during 
pregnancy by the year 2000 

PROGRAM 
ELEMENT: Objective 2a - MALARLA AND PREGNANCY: I][EALTH 

FACILITY-LEVEL 

0 U T C 0 M .  
OBJECTIVE: Improved provision of twodose S-P treatment to pregnant women through 

antenatal clinics. 

INDICATORS 
a. The proportion of patient encounters in which health workers 

appropriately prescribe S-P and educate pregnant women about 
S-P during visits to antenatal clinics. 

b. The proportion of pregnant women who report at time of 
delivery they have taken 2-dose S-P treatment correctly during 
pregnancy 

c. The proportion of health workers who can correctly state 
treatment and schedule for malaria chemotherapy for pregnant 
women. 

PROCESS 
OBJECTNE: To increase the knowledge and technical capability of antenatal health 

workers about malaria and pregnancy 

INDICATORS 
a. The proportion of antenatal clinics with at least one health 

worker, currently practicing, who was trained in S-P treatment 
for pregnant women. 



PROGRAM 
ELEMENT: Objective 2b - MALARIA AND PREGNANCY: HOUSEHOLD-LEVEL 

INDICATORS N\A 

OUTCOME 
OBJECTIVE: Increased knowledge about the risk of maliiria infection during pregnancy 

and demand for S-P 2dose treatment protocol by pregnant women. . 

INDICATORS 
a. The proportion of women requesting S-P treatment during visits 

to antenatal clinics 

b. The proportion of pregnant women who correctly identify the 
risks associated with malaria infection during pregnancy 

c. The proportion of pregnant women who correctly identify the 
benefits of S-P treatment and the 2-dose protocol. 

d. The proportion of pregnant women who know where S-P is 
available for chemotherapy. 

PROCESS 
OB JECTnTE: Increased knowledge among reproductive age women about the risks of 

malaria infection during pregnancy and the benefits of a 2-dose S-P 
treatment protocol. 

INDICATORS 
a. The proportion of pregnant women who have received IEC 

messages on (1) the risks of malaria infection during pregnancy, 
(2) on the benefits of S-P, (3) 2dose treatment, (4) and, the 
availability of treatment during routine antenatal checkups at 
local clinics. 



OBJECTIVE 3: TARGET 

70% use by the local wmmunily of IIMsl 

PROGRAM 
ELEMENT: Objective 3 - INSECTICIDE IMPREGNATED MATERIALS 

INDICATORS 

OUTCOME 
OBJECTIVE: Increased community and household demand, access and agpropriate use of 

affordable insecticide impregnated materials. 

INDICATORS 
a. The proportion of households that regard IIMs as a high priority 

item. 

b. The proportion of households with bednets 

c. The proportion of households with bednets that are being 
principally used by chidren under the age of 5 years and/or 
pregnant women. 

d. The proportion of households with bednetslcurtains that are 
appropriately hung during evening hours. 

e. The proportion of households who have re-impregnated their 
nets/cutains in the past 6 months. 

This assumes a district population of roughIy 800,000 and that each net provides coverage to 
approximately 2.5 people 



PROCESS 
OB JECTNE: 

(1) To increase the knowledge of households on benefits of IlMs and promote 
increased demand. .' 

INDICATORS 
a. The proportion of households that have received IEC messages 

on the benefits of IIMs. 

(2) To increase public access to IIM services. 

INDICATORS 
a. The proportion of households within 10 krn of distribution point 

for nets/curt.ins, insecticideslre-treatment services and IEC 
messages. 

(3) To increase appropriate use of nets/curtains. 

INDICATORS 
a. The proportion of targeted households with at least one member 

trained in net use, impregnation, and maintenance. 



PROGRAM 
EL-. Objective 4 - PLANNING AND MONITORING 

IMPACT 
OBJECTIVE: N\A 

INDICATORS N\A 

OUTCOME 
OBJECTIVE. More effective use of human and material resources through improved collection and 

use of better quality of health and management information for planning and 
monitoring 

INDICATORS 
a. The proportion of planners who have used health facility WMIS data in 

preparing their drug procurement plans. 

b. The proportion of facilities reporting no ruptures in stocks of antimalarial 
drugs during the last 3 months, and supplies were sufficient to treat all 
patients during the time period. . 

c. The proportion of health facilities that submitted completed monthly mortality 
and morbidity reports on time. 

d. The proportion of health facilities that have received feedback from the DHO 
on their reports during the past 3 months. 

e. The proportion of antenatal clinics who did not report a stock-out of S-P 
over the past 12 months. 

PROCESS 
OBJECTIVE: 

(1) To increase the knowledge of planners about the importance of using health and 
management information for decision making. 

ZNDZCA TORS 
a. The proportion of planners who have received training in the use of 

information in decision making. . 



(2) 

INDICATORS 

To improve the quality and simplify the collection of health management 
information within the District. 

a. Improvements in input and output logbooks and data collection forms 
instituted at all health facilities. 

b. Improved and simplified summaries on health statistics developed for use in 
alI facilities and for tabular and/or graphic representation of d2.b.. 
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