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Background

In most malaria-endemic areas of Africa, women
in their first and second pregnancies have the
highest risk of acquiring malaria and, consequent-
ly, of malaria-associated anemia and low birth
weight. Two USAID-funded interventions aimed
at strengthening the prevention and management
of malaria in pregnancy (MIP) were pilot-tested
at the district level in Kenya (1998-2002) and
Malawi (1998-2004). These were the Bungoma
District Malaria Initiative (BDMI) in Kenya,
implemented by the Ministry of Health (MOH)
and the African Medical and Research Founda-
tion, and the Blantyre Integrated Malaria Initiative
(BIMI) in Malawi, carried out by the government
of Malawi, USAID, and the Centers for Disease
Control and Prevention.

The goal of the projects was to reduce malaria
illness and death among children and mothers
primarily by: 1) giving Intermittent Presumptive
Treatment (IPT) of sulfadoxide-pyrimethamine
(SP) to pregnant women visiting antenatal clin-
ics (ANCs), and 2) promoting the use of insecti-
cide-treated bed nets (ITNs) by pregnant women
through subsidizing the prices, aggressive promo-
tion and wide distribution.

In 2005 and 2006, FRONTIERS conducted case
studies to assess the sustainability of these
initiatives, documented best practices for
promoting their scale-up, and drew lessons for
replication in other East and Southern African
countries where malaria is endemic. Data were

Malaria in Pregnancy Pilot Projects Na-
tionally Adopted in Kenya and Malawi

Measures to prevent malaria among antenatal clients in Kenya and Mala-
wi were shown to be sustainable several years after the pilot interventions
ended. In Malawi, the approach has been expanded nationwide. Kenya
and Malawi have developed national policies to prevent malaria in preg-
nancy.

gathered from desk reviews, assessment of facili-
ties in Bungoma and Blantyre (45 and 29, respec-
tively), surveys of women who had delivered in
the past six months (330 and 401), and interviews
with key informants (10 and 29).

Findings

Sustainability in pilot districts

¢ MIP prevention continued after introduction
of the intervention. Inventories show that most of
the facilities surveyed (37 of 45 in Kenya and 26
of 29 in Malawi) were still offering MIP service
two or more years after the pilot projects ended.

¢ Ofthe 330 Kenyan women who had delivered
in the past six months, 36 percent received the
first dose of SP, 33 percent received the second
dose, but 31 percent did not receive any SP—sim-
ilar proportions to those found in 2002 at the end
of the BDMI project. In Malawi, 80 percent of
women received SP at least once and 66 percent
received it twice. About 15 percent of women
received the three recommended doses, and about
20 percent did not receive any SP.

¢ Use of bednets was limited at the end of the
Kenya intervention, but the proportion of women
sleeping under ITNs increased significantly by the
time of the evaluation study (from 3% to 58%).

In Malawi, 81 percent of facilities provided ITNs,
and nearly 70 percent of women surveyed report-
ed sleeping under a treated net.
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Scale-up: Kenya

¢ BDMI contributed to Kenya’s adoption of
IPT as a national policy with a target of 60 percent
use of ITNs by 2006. SP is now available over-
the-counter, and ITNs are available at subsidized
prices to facilitate access by low-income clients.
MIP services have been integrated into health
plans and staff training routines, including train-
ing for traditional birth attendants.

¢ However, implementation of MIP policy has
lagged in Kenya. A 2005 survey by Population
Services International showed only 25 percent
coverage with ITNs; and as of 2006, only

11 percent of ANC providers had received training
on [PT for pregnant clients.

¢ Kenyan policy states that ANC is a no-fee ser-
vice that includes MIP. However, national survey
data showed that 37 percent of facilities in West-
ern Province, where the BDMI was implemented,
did charge a fee for ANC in 2005. This may limit
access to MIP services.

Scale-up: Malawi

¢ [PT activities have been adopted as national
programs and cover all 28 districts. National
surveys show that a large proportion of women re-
ceiving ANC (90% of pregnant women) received
first and second doses of SP (93% and 60%,
respectively) in 2004. Use of ITNs by pregnant
women doubled between 2004 and 2006 (from
32% to 68%).

Factors enhancing sustainability

¢ In Kenya, integration of the MIP within the
existing health system strengthened sustainability.
Strong community awareness of the IPT program
helped to mobilize community anti-malaria ac-
tions, such as re-treatment of bednets, to prevent
malaria. Kenya’s participation in regional anti-
malaria initiatives, such as Rollback Malaria and
the Abuja Declaration, helped to position IPT as a
national priority.

¢ In Malawi, the MOH prioritized malaria as a
national problem and committed to a systematic,
long-term search for solutions, including use of
evidence-based interventions, development of
simplified MIP guidelines for providers and the
public, and a target of eliminating malaria as a
public health problem within 20 to 30 years.

¢ This commitment to a specific goal and to an
evidence-based approach elicited high levels of
support from development partners. Strong links
within the MOH and with district- and commu-
nity-level organizations also enhance the potential
for sustainability.

Policy Implications

¢ Considering malaria within a strategic frame-
work outlining national priorities, evidence-based
solutions, and specific long-term goals establishes
a strong basis for sustainability. Interventions
must be integrated within existing service delivery
systems.
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