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ACTION MEMORANDUM TOTHE MISSION DIRECTOR, "USAID/MALAWI.

l1iam R. Brands, ‘PDO

Date: ‘August 28, 1992

Subject: ﬁroject Paper Supplement and Authorigation = .
o - Amendment for the Promoting Health Interventions

for Child survival Project (PHICS)

Action: You are requested to approve the PHICS Project
Authorization Amendment and Project Paper Supplement (PPS) te
permit:

an increase in life-of-project funding from $21,543,000 to
$23,493,000 and an addition of two conditions precedent to
the disbursement of funds under this PPS. This increase of
$1,950,000 will provide funding for the construction of a
malaria research facility in Mangochi District and expand
training, operations research, monitoring and technical
intervention activities in malaria control.

Discussion: The gains made to control other diseases in Malawi
have not been realized for malaria. The percentage of children
coming to health facilities with malaria is increasing, as is the
proportion of under-fives hospital admissions due to the disease.
Chloroquine is no longer effective in most cases and studies have
led to a Ministry of Health decision to replace chloroquine with
sulfadoxine-pyrimethamine ("S-P", trade name Fansidar) as the
recommended drug for first line treatment. There is also a
growing interest in insecticide-impregnated bednets for personal
protection. .

As the first African country to change its official treatment
protocol so definitively, it is essential that Malawi implement
the transition carefully, monitoring the consequences
systematically and making adjustments as needed. The actions now
needed converge with the aims of the Promoting Health
Interventions for Child Survival (PHICS) Project: building health
system capacity to diminish childhood morbidity and mortality.
Significant PHICS resources have already been directed to malaria
control, but more comprehensive assistance is now needed.

This Amendment recognizes four essential components for an
effective malaria control program -- appropriate case management,
prevention, reinforced primary health services, and monitoring
and policy guidance. The natural evolution of the program,
previously directed heavily to research, is to focus on how
research findings can now be applied to improve health
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services. ' This significant change represented by this Amendment
is the provision of assistance to Regional and District Health
Management Teams to improve implementation of malaria control in
their areas.

Districts already targeted for special attention by the PHICS
Project because of their poor infant health statistics will
receive particular attention. Collaboration with NGOs will be
promoted, particularly at the level of the District Health
Management Team.

The strategy of this Amendment to the PHICS Project is to provide
funding to accomplish the following:

1. Promote an approach to malaria control which balances
research and service delivery, expanding responsibility for
malaria control to include health service providers at all
levels.

A focal point for malaria control management will be established
within MOH headquarters while the Community Health Sciences Unit
(CHSU) maintains its research responsibilities. A Malaria Program
Management Team, with personnel from both the regions and MOH
headquarters, will implement malaria control interventions
through service delivery points. Greater responsibility will be
given to regional, district and peripheral health personnel.

2. Support continued applied research by CHSU, primarily
through the Mangochi Research Station, to guide malaria
control policies.

A new facility will be constructed at the Mangochi District
Hospital staffed by a three person core group. Salary support
will be provided on a decreasing basis until MOH assumes full
responsibility by the fifth year. Researchers using the facility
will arrange for additional laboratory staff on an as-needed
basis. Applied research, such as assessments of presumptive
malaria diagnoses, efficacy of S-P, insecticide resistance and
bednet studies, will be supported through technical assistance.

3. Reinforce the health service delivery system in
providing malaria prevention and treatment services by
strengthening the capacity of regional, district and
peripheral health teams to commit greater resources to
malaria control at the service provider level.

Personnel adjustments within MOH will result in a full-time
Malaria Program Manager (previously a half-time position) and
Regional Malaria Program Managers to strengthen service delivery
capabilities. Critical MOH functions, such as training, health
education, drug monitoring and sentinel sites will also be
supported. District Health Management Teams will be funded to
implement activities at the district level most appropriate to

each district’s needs.
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4. Provide special funding for NGOs working at district
and more peripheral levels to develop new approaches to
malaria prevention and control.

In particular, NGOs will be supported for operations research
into impregnated bednets, local financing of health services and
training, health education, supervision, monitoring and community
participation.

5. Support the design and implementation of a national
campaign to introduce S-P as the first line drug for
treatment of presumed malaria.

The Amendment will provide technical assistance, management
support and funding to plan and carry out a fully coordinated
introduction of S-P.

Financial Plan: The summary revised financial plan for A.I.D.
inputs under this project is as follows: :

FINANCIAL PLAN

Component Present ;. ‘This " Revised

Budget . Amgndqentw‘ Budget
Technical Assistance 4,090 . 200 4,290
Training | 5,110 \ 424" 5,534
Commodities &30 105 6,635,
Operating Expenses . 3,621 831" 4,452
Evaluation and Audits ’~34°; S **gﬁid”‘“?
NGO Grants ,= ‘ 7400 . +400
construction S a;, . 190 i;;igéa
AID Direct Grant to SCF-UK ' . - ) 1,100
Contingency ‘736360) ﬁf%55§ i
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Environmental Examination: An environmental examination (EE)
required for this amendment was approved by the African Bureau
Environmental Officer. The EE appears as Attachment B in this

PPS.

conditions Precedent: Two conditions precedent to disbursement
of funds for activities described in this PPS have been added.
The details of the conditions precedent appear in both the
Project Authorization Amendment and Section IV of the PPS.

Authority: In accordance with Delegation of Authority (DOA)
No. 551 Section 4A(2) and (3) you have authority to approve this
Project Amendment.

Recommendation: That you approve the PP Supplement by (1)
signing the PP facesheet and (2) the Project Authorization

Amendment.

Attachments: Project Authorization Amendment
Project Paper Supplement

Doc: MEMO
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Project Authorization Amendment No. 3

Name of cQunﬁr§:7 ‘Malawi

Name of Project: ﬁraﬁoting Health Interventions for" Child
‘ survival (PHICS) Project , ‘

Number of Project: 612-0231

1. Pursuant to Title II of the Foreign Operations, Export
Financing and Related Program Appropriations Act of 1989
(Sub-Saharan Africa, Development Assistance), the PHICS
Project was authorized on June 30, 1989 at an original LOP
of $15,000,000 with a Project Activity Completicn Date
(PACD) of June 30, 1997. The PHICS Project was amended on
September 20, 1990 to increase the life-of-project funding
to $20,443,000 and on June 22, 1992 to further increase the
life-of-project funding to $21,543,000.

2. Pursuant to Title II of the Foreign Operations, Export
Financing and Related Program Appropriations Act of 1992
(Sub-Saharan Africa, Development Assistance), as
incorporated in the FY 92 Continuing Resolution, and
Section 496 of the Foreign Assistance Act of 1961, as
amended, I hereby authorize an additional one million nine
hundred and fifty thousand United States dollars
($1,950,000) in grant funds for said project, for a new
authorized life-of-project funding not to exceed twenty-
three million four hundred and ninety-three thousand United
States dollars ($23,493,000).

3. The Project Agreement, which may be negotiated and executed
by the officer to whom such authority is delegated in
accordance with A.I.D. regulations and Delegations of
Authority, shall be subject to the following additional
conditions precedent, together with other terms and
conditions as A.I.D. may deem appropriate.

A. Conditions Precedent

Section 1 Cconditions Precedent to Disbursement of Funds For
Expanded Malaria Control Research and Training

Except as A.I.D. may otherwise agree in writing, prior to
any disbursement of funds for expanded malaria control research
and training activities, or to tne issuance by A.I.D. of
documentation pursuant to A.I.D., in form and substance

satisfactory to A.I.D.:
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(a) Written evidence that a Ministry of Health staff member
has been appointed to be the full-time Malaria Program Manager
and assurance that he or she will commence work within 180 days
of his/her appointment. The MOH will submit this individual’s
job description to A.I.D. for review and approval.

(b) Written evidence that three Ministry of Health staff
members have been identified and appointed to function as full-
time Regional Disease Control Coordinators and assurance that
each will commence work within 180 days of their appointment.
These Coordinators will oversee the activities of the National
Malaria Control Programme in the three regions of Malawi. The
MOH will submit these individuals’ job description to A.I.D. for
review and approval.

(c) - Written evidence that the Grantee has held the initial
meeting of the Malaria Program Management Team. This Team will
meet, at a minimum of every two months, to address issues
affecting the coordination of national, regional and distrint
resources for the malaria control program and to resolve any
implementation problems. The Team will consist of the Malaria
Program Manager, the three Regional Disease Control Coordinators,
the Controller of Preventive Health Services, and the Controller
of Clinical Services. Representatives of other MOH Units or
other implementing entities may be invited to attend these
meetings on an as-needed basis.

Section 2 Conditions Precedent to Disbursement of Funds for
Building Laboratory Facilities in Mangochi

Except as A.I.D. may otherwise agree in writing, prior to
any disbursement of funds for constructing a laboratory facility
in Mangochi, or to the issuance by A.I.D. of documentation
pursuant to which such construction will commence, the Grantee
shall furnish to A.I.D., in form and substance satisfactory to
A.I.D.:

(a) A written management plan for the laboratory facility,
including the proposed staffing plan, a job description for each
laboratory staff member, and the Grantee’s plan for assuming the
recurrent costs associated with the facility.

Section 3. Notification

When A.I.D. determines that any of the Conditions Precedent
specified in Sections 1 and 2 have been met, A.I.D. will promptly
so notify the Grantee. .
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Section 4. e nal Dates for Conditions Precede

If the Conditions Precedent specified in Sections 1 and 2
have not been met within 180 days from the date of this
Amendment, or such later date as A.I.D. may agree to in writing,
A.I.D., at its option, may terminate tkis Amendment, in whole or
in part, by written notice to the Grantee.

4. The original authorization, as amended, remains in full
force and effect.

Signature: / W/ é. 7 g""@

Carol A. Peasley
Mission Director

Date: 3/ Cemu f /P72
v
Drafter: WBrands, PID% ,,,,é Date 2.
Clearances: CMcDermott, HPN Date ¥/2f1 ¢
RMahoney, PAE Date 241,
TLofgren, ADD Date

RAmin, CONT Date 2/
RLA/REDSO '\X_K% (’ﬁﬁ: Date L

\
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PHICS PROJECT PAPER SUPPLEMENT #3
MALARIA COMPONENT

EXECUTIVE SUMMARY

As the problem of malaria in Malawi becomes ever more serious,
the malaria control program must evolve. The gains made to
controul other diseases have not been realized for malaria. The
percentage of children coming to health facilities with malaria
is increasing, as is the proportion of under-fives hospital
admissions due to the disease. Chloroquine can no longer be used
with confidence for either prophylaxis or treatment of falciparum
malaria. A series of careful studies led to a decision by the
Ministry of Health to replace chloroquine with sulfadoxine-
pyrimethamine ("S-P", more commonly known by its trade name
Fansidar) as the recommended drug for first line treatment of
uncomplicated malaria in Malawi. Studies are in progress to
determine how the prophylaxis policy should be changed, and there
is growing interest in bednets impregnated with insecticide for
personal protection.

As the first African country to change its official treatment
protocol so definitively, it is essential that Malawi implement
the transition carefully, monitoring the consequences
systematically and making adjustments as needed. A sustained,
coordinated effort will be required. 1In addition, operations
research is needed in combining a variety of strategies, one of
which, barrier protection through the use of impregraated bednets,
looks particularly promising.

In the progression from applied research -- searching for a
better control strategy when chloroquine proved to be ineffective
-- to implementation of the new strategy, the actions needed
converge witi: the aims of the Promoting Health Interventions for
Child Survival (PHICS) Project: building health system capacity
to diminish childhood morbidity and mortality. Significant PHICS
resources have already been directed to malaria control, but more
comprehensive assistance is needed at this critical point. This
amendment has been designed to provide such assistance to the
National Malaria Contrel Programme.

This Amendment recognizes four essential components for an
effective malaria control program in Malawi =-- appropriate case
management, prevention, reinforced primary health services, and
monitoring and policy guidance. A strong research agenda has
guided Malawi’s malaria control policies, and impressive gains
have been made in understanding malaria control. The natural
evolution of the program is to focus now on how those research
findings can be applied to improve health services for Malawians.
The significant change represented by this Amendment is the
provision of assistance to Regional and District Health
Management Teams to improve implementation of malaria control in

e
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their areas. Emphasis will be placed on strengthening the
capacities of the District Health Management Team and its
activities that reach out to health centers and communities. The
focus of this support will be improved malaria control, but the
capabilities developed will strengthen the capacity of the
peripheral health system to provide a package of essential health
services. The development of separate vertical structures will
be avoided and personnel within the system will be encouraged to
participate in finding new ways to provide better services.

Not all 24 districts in Malawi will participate in every program
activity. Districts already targeted for special attention by
the PHICS Project because of their poor infant health statistics
will receive particular attention. Collaboration with NGOs will
be promoted, particularly at the level of the District Health
Management Team. Because government health services are
sometimes less flexible than the private sector in testing new
approaches to service delivery and its management, PHICS will
provide limited support to such private organizations.

The strategy of this Amendment to the PHICS Project is to provide-
funding to accomplish the following: '

1. Promote an approach to malaria control which
balances research and service delivery, expanding
responsibility for malaria control to include health
service providers at all levels.

This will be accomplished by creating a full-time malaria program
manager position to oversee and coordinate malaria control
interventions. 1In addition, a Malaria Program Management Team
will be formed, with personnel from both the regions and MOH
headquarters, which will address issues affecting the
coordination of national, regional and district resources for the
malaria control program and will resolve any implementation
problems that arise. Increased responsibility for the
coordination and implementation of Malawi’s malaria control
program will be given to regional, district and peripheral health
personnel.

2. Support continued applied research by CHSU,
primarily through the Mangochi Research Station, to
guide malaria control policies.

A new facility will be constructed at the Mangochi District
Hospital which will be staffed by a core group of one Laboratory
Technician and two Laboratory Assistants. Salary support will be
provided on a decreasing basis until MOH assumes full
responsibility by the seventh year of the PHICS project.
Researchers using the facility will arrange for additional
laboratory staff on an as-needed basis. Applied research, such as
assessments of presumptive malaria diagnoses, efficacy of S-P,
insecticide resistance and bednet studies, will be supported .
through technical assistance.
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3. Reinforce the health service delivery system in
providing malaria prevention and treatment services by
strengthening the capacity of regional, district and
peripheral health teams to commit greater resources to
malaria control at the service provider level.

Personnel adjustments within MOH will result in a full-time
Malaria Program Manager with the management skills needed to
oversee malaria service delivery efforts throughout the country.
Regional Disease Control Coordinators will assist with
strengthening service delivery capabilities and critical MOH
functions will be supported. These include: developing training
curricula and materials; developing health education approaches
and materials; disseminating a malaria newsletter; laboratory
quality control; routine monitoring for drug resistance, side
effects and treatment failures; maintaining the existing six
sentinel sites; and encouraging operations research. In addition,
District.Health Management Teams will be provided with funding to
implement those activities most appropriate to each district’s

individual circumstances.

4. Provide special funding for NGOs working at district
and more peripheral levels to develop new approaches to
malaria prevention and control.

In particular, NGOs will be supported for operations research on
impregnated bednets, local financing of health services, and
training, health education, supervision, monitoring and community
participation. : L

5. Support the design and implementation of a national""'
campaign to introduce S-P as the first line drug for
treatment of presumed malaria.

+he Amendment will provide technical assistance, management
support and funding to plan and carry out a coordinated
introduction of S-P, including contracting with a private sector
marketing or management firm and ensuring that all the needed
components for this introduction of a new drug are carried out
fully and effectively.
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PHICS PROJECT PAPER SUPPLEMENT #3
MALARIA COMPONENT

I. PROJECT AMENDMENT DESCRIPTION

« INTRODUCTION

Malaria control in Malawi is evolving. The 1980s witnessed the
gradual spread of chloroquine resistance to the point where it
can no longer be used with confidence for either the prophylaxis
or treatment of falciparum malaria. A series of careful studies
documented this development, culminating in the October 1991
decision by the Ministry of Health to replace chloroquine with
sulfadoxine-pyrimethamine' (S-P) as the recommended drug for
treatment of uncomplicated malaria in Malawi. Studies are in
progress to determine how the prophylaxis policy should be
changed, and there is growing interest in bednets impregnated
with insecticide for personal protection.

As the 1 October 1992 target date for the changeover from
chloroquine to "S-P" approaches, new treatment guidelines are
being prepared, a modest health education plan to introduce the
changed policy has been written, and drugs have been ordered.
over the next few months a thorough-going change must occur in
the treatment strategy for the most important disease in Malawi
- with the possible exception of AIDS, for which no effective
treatment exists. As the first African country to change its
official treatment protocol so definitively, Malawi must
implement the transition as properly as possible, monitoring the
consequences systematically and ready to make programmatic
adjustments as needed. A sustained, coordinated effort will be
required.

At the same time that drug policies are changing, serious
interest in malaria prevention is growing. As malaria treatment
and chemoprophylaxis have become increasingly problematic, the

interests of the public health community is turning to integrated

approaches combining a variety of strategies. One of those,

barrier protection from the vector Anopheles mosquito through the

use of bednets or curtains, looks particularly promising,
especially when impregnated with insecticide to kill and repel
insects.

In the progression from applied research (searching for a better

control strategy since the former chloroquine strategy has proven

unreliable, even when applied assiduously) to the implementation
of selected new strategy or strategies, the types of activities
now required converge with the aim of the Promoting Health

! More commonly known by its trade name Fansidar.

1
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Interventions for Child Survival (PHICS) Project: building health
system capacity to diminish morbidity and mortality from a
variety of diseases threatening child survival, malaria prominent
among them. Significant PHICS Project resources have already
been directed to malaria control, but more comprehensive
assistance is needed at this critical point. This Amendment has
been prepared to address programming new activities and resources
in support of the National Malaria Control Programme. .

B. BACKGROUND
1. Evolution of the Malaria Control Program

The development of any disease control program is a circular
process which initially relies on research to generate the
findings needed to formulate policies. The policies can then be
implemented through the general health services after
marshalling the needed resources. Policy implementation must be
monitored and supervised to assure correct implementation.
Subsequent evaluations will highlight areas in need of
operational and/or applied research that can lead to policy
revision. This leads to changes in implementation and the
process continues.

/-> Policy N

Research Resource Mobilization:
/n Training of staff
Drugs and supplies
Evaluation Treatment guidelines
Health education

A
Monitoring

‘\-Bupervision SERVICE DELIVERY:
- Prevention
- Case management
- Operations research

- Impact on T
Morbidity and Mortality

Figure 1. Natural Evolution of a Malaria control Program

If Figure 1 can be considered to represent the malaria control
program in Malawi, recent years have seen a heavy emphasis, in
terms of resources and interest, on the research-aspect.
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Monitoring and evaluation of the previous policy indicated that
it did not work satisfactorily. To pour scarce resources into
implementation of an ineffective intervention would have been
unconscionable: a better strategy had to be found. MOH achieved
this goal thrcugh research carried out in collaboration with the
Centers for Disease Control (CDC) using funding from USAID. The
new strategy that resulted is the systematic use of sulfadoxine-
pyrimethamine as the drug of choice for malaria treatment.

It is now time to advance to the implementation phase while
monitoring the effectiveness of the policy change in helping to
reach the goal of reducing morbidity and mortality, especially in
children and their mothers. To effectively implement this new
policy, it is necessary to educate many groups: mothers, health
personnel and shopkeepers, among others, who need training and
education in the replacement of chloroquine by S-P and the
correct dosages to use. Equally important is using this
opportunity to convince health workers at all levels, and the
population at large, that something can be done to reduce the
morbidity and mortality caused by malaria, that controlling
malaria is not a hopeless task.

It is with this broader mandate that the NMCP must be concerned.
The second Five-Year National Plan for Malaria Control in Malawi
(1990-1994) calls for a reduction in the morbidity and mortality
due to malaria by strengthening malaria control within the
general health service delivery system. This can only happen if
the services delivery components of the malaria program are
significantly improved and better balanced among research, policy
development, service delivery and monitoring/evaluation.

2. Malaria in Malawi: A child Survival Problem

An estimated 3.5 million cases of malaria occurred in Malawi in
1990. Malaria accounted for 36% of all visits to health care
facilities, and 40% of those visits were children under five. 1In
1989 18% of all hospital deaths occurring in children under five
were due to malaria. Between 1985 and 1988 the number of
hospitalized malaria cases increased 41%, from 17,589 to 25,155.
Figure 2 presents trends in child mortality due to malaria and
anemia between 1985 and 1990. During the same period malaria
accounted for an increasing proportion of admissions among under-
fives. The case fatality rate for cerebral malaria is about 30
percent for children under five and almost 20% even in the best
equipped facilities. When severe anemia, much of which is
considered due to malaria, is combined with malaria cases, the
two groups account for 42% of all under-five hospital admissions
and 30% of all in-hospital deaths.

[RY
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Table 1 shows that malaria ranked first among the leading causes
of in-patient mortality among under-fives in Malawi in 1989. It
is important to note that the fourth leading cause of mortality,
anemia, is corsidered to be due largely to malaria..

Table 1. Ten Leading Causes of In-Patient Under FPives
Mortality, Malawi, 1989

Rark Disease/Condition Number % of 10 Leading
: Deaths Causes, < Fives

Hosp. Mortality

1 Malaria, including cerebral 1478 19.4
2 Nutritional deficiencies 1470 19.3
3 Pneumonia 1139 15.0
4 Anaemia 1097 14.4
5 Perinatal causes 723 9.5
6 Measles 672 8.8
7 Enteritis and other diarrhoea 549 7.2
8 Diseases of the nervous system 265 3.5
9 Other infectious diseases 123 1.6
10 Tetanus 99 1.3
TOTAL : 7615 .100.0

(Source: MOH Statistical Unit)

In spite of the efforts to date, the malaria situation continues
to worsen. Figure 3 shows trends in infant mortality rates in
Malawi over the last twenty-five years. The increase in recent
years is largely due to the increase in malaria apparent in
Figure 4. The percentage of child outpatients presenting with
malaria has also increased. The gains made to control other
disease have not been realized by the malaria control program.
Between 1982 and 1990 the number of hospital admissions for
malaria almost tripled, from 21,000 in 1982, to more than 57,000
in 1990. The severity of the diseasec has worsened as the number
of cases has increased. From 1985 to 1988 there was a 28%
increase in incidence of children hospitalized with malaria
combined with an increase in the hospitalized case fatality rate
of children under five from 4.7% to 6.1%.

These statistics demonstrate the importance of malaria within the
health system in Malawi. A large proportion of health sector
resources are devoted to malaria treatment, and a study currently
in progress will document its economic costs to the country.
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3, World Health Organization Recommendations

“n most of sub-Salaran Af-ica, as in Malaw:, ralaria is a r jor
sause of mortidity ani mortality. 1In re-art years control
methods have become i:creasingly ineffective and the toll of the
disease, especially in children and pregnant women, has been
rising dramatically. 1In response to this increasingly severe
problem, the World Health Organiz:tion held three regionel
international meetings in the past year, and a global mi: isterial
meeting cn malaria will be held in Amsterdam in October, 1992.
The aims of this upcoming meeting are toc emphasize that malaria
is a serious obstacle to socioeconomic development, to heighten
the commitment to combatting the disease, and to motilize
resources and support for malaria control activities. A new
strategy for malaria cont ol is expected to }'e presented. It

will call for:

- strengthening local and national capacities to provide
effective disease management;

-~ developing caparities for planning and implementing
selective and appropriate preventive measures;

- redefining the malaria problem to include not only the
epideriological criteria but also ecological, social and

economic determinants; and

= prevention or early detection and control of epidemics.

For successful implementation of the strategy it is necessary
that: ‘

= there be sustained commitment from governments;

- malaria control be integrated withih‘primary hea.th care
(PHC) programs and coordinated with other relevant programs

in non-health sectors; '

- communities be full partners in malaria control efforts; and
= adequate human and financial resources be mobilized.

This strategy integrates recommendations developed at the three
regional meetings. It represents a significant departure from
previous strategies which relied heavily on vertical malaria
control programs separate and distinct from the PHC system. It
encourages integration of malaria control within the PHC system,
community participation, decentralized management and developing
capabilities and focused programs at the district level. The
strategies developed at the first regional conference, held in
Brazzaville in October 1991, were developed to guide governments
in implementing malaria control programs (Attachment A). '~
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As outlined below, the MOH of Malawi has s izcessfully completed
mary of the initial steps neeced tc implen:nt the new community-

baszd stra‘egy.

4. Malaria Control in Malawi: Recent History

A national malaria control j >licy evolved during the 1970s that
focused on chloroquine chem: .rophylaxis for children under fiv.,
t-eatment of symptomatic malaria with chleroquine, and home
spraying with insecticides for vector control.

By 1984, clinicians kegan to report widespread chloroguine
resistance, and the Ministry of Health established a serie: of
sentinel sites to invertigate suspe-ted drug resistance. Results
of studies at these sites indicated that 90% of children
responded clinically to chloroquine within seven days, but that
60% continued to have low-grade parasitemias.

Phuring that same year the MOH developed its first five year
national plan for the control of malar:a. This plan called for
the creation of the National Malaria Contro? Programme (NMCP),
designation of a malaria program manager, and creation of a f.ve
member National Malaria Control Committee (NMCC) to oversee
program activities. The NMCP emphzsized the prompt treatment of
fer er illness with chloroguine wh..e treatment failures were to
be given alternative drugs. Household level treatment was
permitted, and chloroquine was available over-the-counter in
grocery stores across the country. In addition, prevention of
malaria in pregnant women using chloroquine chemoprophylaxis was
promoted in antenatal clinics throughout the country. Finally,
applied research was conducted to determine the efficacy of
Chloroquine and alternative drugs, and guidelines for the
treatment and prevention of malaria were printed and distributed

throughout the country (the "Green Book," 1986).

From 1986 to 1990 the MOH, with support from USAID and CDC,
developed the Mangochi Malaria Research Programme under the
Combatting Communicable Childhood Diseases Project. It focused
on 120 rural villages in Mangochi District and conducted a series

of investigations to:

1) assess knowledge, attitudes and prectices related to
the treatment of febrile illness in children and
prevention of malaria during pregnancy;

2) monitor the efficacy of antimalarials used in children;

and
3) determine the efficacy of several antimalarial regimens

in the treatment and prevention of malaria in pregnant

wonmen.
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The studies of drug efficacy fosund increasing rates of parasite
resistance to chloroquirie, with over §)% of children treated with
this drug eventually demonstrating .-rving levels of resistance
(Types RII and RIII). These findii 3¢ .:d the government to
decide in 1991 to change from Chloroquirne to Sulfadoxine-
pyrimethamine (trade name Fansidar, but to be called "S-P" in
Malawi) to treat malaria. Current plans are that S~P will become
an over-the-counter drug on October 1, 1992, and at the same time

chlorog: "1e will become a prescription drug.

Studies of various prophylactic drug reginens during pregnancy
have demonstrated that chLemoprophylaxis can result in significant
reductions in the frejuency of low birth weight infants and in
associated neonatal mortality. Four alternative prophylactic and
perio ic treacment regimens (combinations of S-P and S-P and
chloroquine) are currently being investigated. The results are
expected to be reported in the fall of 1992.

In addition to the studies conducted at the Mangochi facility,
research to evaluate and refine the treatment of severe malaria,
particularly cerebral malaria, has been conductad at the Queen
Elizabeth Central Hospital in Blantyre. Support for that
research is being provided by the Liverpool School of Tropical
Medicine and Hygiene and Michigan State University.

The Second National Malaria Control Five Year Plan - 1990-1994

In 1990 the MOH issued a revised five year plan. Its goal is to
reduce malaria related mortality by 10% and malaria associated
morbidity by 20%. To realize these goals ten program elements

were identified for strengthening:

1. Improved understanding o: malaria illness, prevention and
treatment in the general population;

2. Accurate diagnosis of malaria illness nationwide;

3. Effective malaria treatment available and correctly used
nationwide;

4. Effective prevention for high risk groups (pregnant women,
children under five years of age, children with sickle cell
disease and children with recurrent febrile convulsions) ;

5. Alternative methods of control related to malaria vector
biology and ecology;

6. Training in malaria diagnosis, treatment and reporting
incorporated into all training programs at all levels of the

health care systenm;
10 BEST AVAILABLE DOCUMENT
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7. Strengthening the malaria reporting system;

8. Effective managemernt and administration of the NMCP at
national, regicnal, district and community levels;

9. Increased capability to conduct research in malaria; and

10. Increased Government of Malawi and donor support for malaria
control.

The activities outlined under each point are of three types:
training, operations research, ari monitoring and evaluation. In
addition, general management and operational support is needed.

PHICS Project support

In 1989 the Promoting Health Interventions for Child Survival
(PHICS) .roject was authorized by USAID. The project goal is to
assist the GM to improve the hecalth status of rural Malawians,
with emphasis on decreasing morbidity and wortality in children.
The project has two main corponents: institutional development
and service delivery. Under this project a long term technical
advisor will be made available to the MOF to assist in managing
the NMCP. The PHICS project is also designed to facilitate
implementation of the second five-year malaria control plan.
Training materials and curricula developed under this project
will include the priorities of the five-year malaria control

plan.

Several activities funded under the PHICS project, and supported
by technical assistance from the Centers for Disease Control and
USAID’s centrally funded Vector Biology and Control Project, have
beer planned and/or initiated, -acluding:

a) Burveillance and monitoring activities:

- A system for monitoring in-patient malaria morbidity
and disease outcome will be tested in the Pediatrics
Department of Kamuzu Central Hospital. If successful,
attempts will be made to expand it to other hospitals.

- Plans Lave been made to recruit Regional Surveillance
Officers, funded by the PHICS project, to conduct
surveillance ind direct efforts to control and prevent
communicable iliseases at the regional level. (None of

the positions have been filled.)

- Six sentinel sites have been established to monitor
malaria: Bolero, Chintheche (Northern Region); Chitowo,
Kapiri (Central Region); Muona, Neno (Southern Region).

BEST AVAILABLE DOCUMENT
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=~ Three of four quarterly vector assessments in three
ecological regions (Lower Si.ire Valley, lake shore and

central hignlands) have beesr co. pleted.

- Studies on driv3j sensitivity lave besn carried out in
three sites to monitor for resistarce.

b) Operations research activities:

= A KAF study regarding malaria was conducted in May 1972
to giide ‘evelopment of targeted health education

messaqges.

~ The economi: impact of malz ‘ia in Malawi is currently
being evaliated. This study will provide information
for effec:ive resource allocation by the GM and by
donor agencies. It w 11 also provide baseline data to
assess the economic effect of future interventions.

- The tvaluation of different chemoprophylaxis and
peric lic treatment regimens for pregnant women will be
completed in November 1992 and will provide information
necessary to determine an effective regimen for
reducing malaria in pregnant women.

¢) Training activities:

- Training mic -oscopists to staff the sentinel sites.

* Refresher training of 120 microscopists (10 per month)
to staff District Hospitals is under way.

= ELISA training for malaria vector assessment activity
has been initiated.

Other Donor Support

Wnile USAID is the primary donor supporting malaria control
efforts in Malawi, other organizations have also provided
assistance to the NMCP. 1In the past, UNICEF has provided
chloroquine and will now supply limited quantities of S-P through
the Essential Drug Program. It will also supply bednets and
insecticides for the proposed WHO bednet study. WHO support will
focus on training and resource mobilization for the bednet study.
IDA will provide vehicles and some drugs under the World Bank PHN

sector credit.
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'ég._ﬂsélil Care in Malawi: The Institutional Context

The _Ministry of Health

The operatioral arm of the Ministry is the H<alth Services
Department, which carries re=zponsikility for Clinical, Nursing,
Planning, Technical Support, and Preventive Health Services.
Responsibility for malaria control resides in the Preventive
Health rervices Section along with rost other disease contrcl

programs.

There are more than 700 operatione: health care facilities,
comprising hospitals, health cente1 s, dispensaries and health
posts. The MOH structure and h-3ilth service positions have been
described extensively in previc 3 PHICS documentation and will
not be epeated here except whe discussing activities related

directl; to malaria control.

Th:re are 49 general service hospitals and two specialized
(mental and leprosy) hospitals. Apjroximately 60% of these are
operated directly by the Ministry of Health, with the rest
operated by the Christian Health Association of Malawi (CHAM).
The Ministry of Local Government (MOLG) operates facilities in 22
of the 24 districts and in four major cities. Various non-
governmental organizations (NGOs) and private practitioners also
provide health services. Estimates of the percentage of
Malawians living within a two hour walk of some kind of health

tacility range from just over 50% to over 80%.

Three large central hospitals in lLilongwe, Blantyre and Zomba
provide a total of 6,815 beds, just under half of all beds in the
country. MOH resources are allocated disproportionately to such
curative, urban facilities.? Both inpatient and outpatient
capacities at all hospitals are intensively utilized. As one
example, Mangochi District Hospital is rated as having 220 beds,
but the Officer in Charge reports an average census of 350

patients.

Other Health Care Institutions and Capacities

The Christian Health Association of Malawi operates 150
facilities with approximately 5,000 beds. CHAM provides services
to approximately 1.3 million patients annually, including one-
third of hospital admissions. The CHAM facilities offer services

similar to those available in MOH facilities; the major

2 A recent World Bank Aide Memoire reports that "it could be

argued that approximately 85% of resources and priorities are
directed to the benefit of 10-15% of the population and that 80%

or more of the Malawi people are out of reach of the core
activities of the health sector." :
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diffzrence is that CHAM facilities -harge a nomiral user fes for
cu- :tive services, whereas M"H ser..ces are provides f:-ee.

F zventive ssrvice: in CHAM Zacili: :s are free. Tre MOH

. rovides akout one-thrird of the furi.ng for CHAN facilities,
principally salary support. In addition to direct < :rvice
provision, the CHAM system plays a major role in training health
personnel, p:rticularly nurses. '

In addition to MOH, CHAM and MOLG facilities, > ..umber of non-
governmental organizaticn deliv=2r health care .nd preveative
services at the cemnunity levei. Many pviv:<e ante-prises that
employ and ho =2 large numkers of people, - -:h as asricultural
estates, prov.de healti. services to their - myloyees. Thece are
expected to follow MOH policies but are not within ti.e official
health care system. The current drc ight emergency in Malawi is
bringing additional resources and manpower to assist with
nutritional, fod distribution, health and other programs. The
large and grow.ng number of Mozamkican refugees in Malawi are
placing additional strains on the delivery systems. The Malawi
government and its nseople should be commended for the assistance

they have provided to the refugees.

Preventive Health Services - Malaria rontrol

As noted, responsibility for Malaria control falls under
Preventive Health Services which is divided into two program
areas, Famiiy Health =nd Community Health. Family Health
operates programs for MCH, EPI, Child Spacing, Nutrition and
TBAs. Community Health is responsible for the Community Health
Sciences Unit (CHSU), Environmental Health, Primary Health Care
activities and Health Education. Due to an inadequacy of space
at MOH Headquarters, CHSU is located at a different site. CHSU
is responsible for the Health Information System, Public Health
Laboratory, Epidemiology, ani Disease Contiol Progranms.

The Community Health Sciences Unit (CHSU)

Although CHSU is located away from MOH headquarters, it is
dependent on the office of the Controller of Preventive Health
Services for approvals, concurrences and guidance on both
technical and administrative matters. CHSU is expected to
provide the MOH with skills in the areas of epidemiology,
laboratory and data management which are critical for the support
of Malawi’s major disease control programs, (malaria, diarrheal
disease, ARI, trypanosomiasis, onchocerciasis, schistosomiasis,
tuberculosis, leprosy, etc.). CHSU serves as the coordinating
unit for Malawi’s national disease surveillance system and for
research on many of the diseases listed above. In the case of
malaria, CHSU has liaised with the National Malaria Control
Committee to develop national malaria control plans and policies,
such as the recent policy to move from chloroquine to

14 BEST AVAILABLE DOCUMENT
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sulfadoxine-pyrimethamine as the first-line treatment for
uncomplicated malaria. .

The Malaria Control Program

T.,e 1990 - 1994 National Malaria Control Program has been
described above. It contains objectives, plans, guidelines,
strategies and activities for a comprehensive and ambitious
malaria control effort. Successful implementation of the NMCP
depends on donor support for various plan components, as well as
on the commitment of the government of Malawi. Uncertainties
about levels of support, availability of trained manpower and
other factors have created delays in tne implementation
timetable. The decision tc¢ move from chloroquine to sulfadoxine-
pyrimethamine as the treatnent for uncomplicated malaria was made
in October 1991. It was estimated that all the elements of a
conprehensive campaign (drug, treatment guidelines, training,
media materials) would take one year to put in place. A1
October 1992 date was set to execute the policy change and
“launch" S-P as the new treatment for malaria. Central Medical
Stores placed an order for S-P in April 1992 with a contract
stipulation of delivery within 90 days. This deadline was not
met, and there is uncertainty about when the drug will be
available.? This uncertainty has made it difficult to plan and
schedule a coordinated campaign to launch the new drug and

treatment guidelines.

The current five-year plan for malaria control identifies a broad
list of activities in the areas of research, surveillance,
training, case management, drug system strengthening,
supervision, alternative methods of control, community programs,
mass media campaigns and laboratory capacity building. The plan
serves as a vehicle for soliciting donor support for various
activities under the plan, with full knowledge that not all
activities will be supported. Given this reality, there is a
need to conceptualize a more focused and sequenced implementation
plan based on the actual level of support available, and which
reflects present constraints and realities. Additional attention
must be paid to introducing S-P and to delivering services that

can reduce mortality and morbidity.

Institutional Constraints

There are a number of important constraints affecting thé
provision of malaria control and preventiop se:vices.at‘the

present time.

' Poreign exchange shortages add to the uncertainty of
imports such as drugs.

18
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Management Tinme tent and o . On numerous occasions

in the past it has been recommended that a full-time Malaria
Control Program Manager be named to give full time attention to
malaria. As the single disease that accounts for 36% of visits
to health facilities, and the dircase that is the greatest killer
of children, it is difficult to understand why the malaria
program does not have a full time manager. Of all of the child
survival intervention programs in Malawi, malaria is the only one
in which the situation is getting worse. Increases in infant and
child mortality in recent years are attributable primarily to
increased incidence and deaths from malaria. Onchocerciasis,
Trypanosomiasis, and Schistosomiasis all have full time managers,
while the Malaria Control Program Manager must manage Diarrhoeal
Disease Control as well, another major program deserving a full
time manager. A proposed new organization structure of the CHSU,
recently submitted for approval, retains responsibility for both
Malaria and Diarrhoeal Disease in the same manager.

Personnel Constraints. The personnel practices of the government
of Malawi, combined with the constant drain of skilled personnel
to better paying jobs in the private sector and outside the
country, have resulted in what appears to be a permanent shortage
of trained health manpower. Doctors are trained abioad and
expected to return to government service, but the policy does not
appear to be enforced. Only about twenty Malawian physicians are
in government service, roughly the same number as fifteen years
ago. The new Medical School in Blantyre aims to provide the
final year of training to physicians trained abroad and includes
an introduction to community medicine, but the preference for
specialist status is likely to draw almost all physicians out of
public health service. One result is that, after 28 years of
independence, almost all District Health Officers in Malawi are
expatriates, as are two of three Regional Health Officers. They
explain that their positions have little prestige in the Malawian
system, consistent with a government penchant for advanced
degrees and specialized training. Management experience and
skill do not appear to have particular value in this context.

The requirement that government personnel must be provided with
government housing of a quality commensurate with their personnel
grade is another factor limiting staffing, especially in rural
areas. Women must be assigned to the same community as their
husbands, with the result that major cities have numerous
Community Health Nurses in government employment, while rural
areas have shortages. One of the factors blamed for the
inability of the MOH to post its own staff to the Mangochi
Research Station is the lack of government housing there.

Due to a lack of trained personnel, many expatriates function

without counterparts, losing opportunities for technology or
skill transfer. 1In order to fill vacancies and increase the pool
of personnel, the MOH needs to consider recruiting personnel from
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outside the health field and then providing the needed training.
These individuals can perform quite satisfactorily, especially in
- positions requiring management and administrative skills rather
than clinical knowledge or experience gained from working in

clinical settings.

The result of this situation is demonstrated by the positions
which PHICS agreed to fund some two years ago. Of a total of 130
positions identified, less that thirty have been filled. Many
personnel who would occupy those positions, such as the Regional
Surveillance Officers, could play an important role in supporting
efforts at malaria control and prevention.

The In-Service Training System. The volume of training in
Malawi, and its popularity as "the" scolution to health care
problems, is remarkable. Exaggerated per diem payments to health
care personnel who attend workshops and training seminars have
become the rule, creating a situation where the primary
motivation to undergo training is money, and the amounts
available justify a scramble to participate. It has been
observed that it is usually the same persons who repeatedly
manac> to attend training sessions. A health worker can double
his or her monthly salary by attending a training program and
cannot be faulted for responding rationally to this system of
incentives which distorts the motivations and values of health
care workers. In addition, the sliding scale whereby higher
grade officers receive higher per diem payments creates a
situation in which all levels of personnel, including trainers
and managers, are rewarded for attending training programs.

Donor organizations have frequently been pressured into providing
high per diems as well. Since in-service training is critical to
the dissemination of information and the introduction of new
approaches to disease control, it is important for program
managers to plan training more carefully and to target more
judiciously training opportunities to those who would benefit

most from additional training.

Long Term TA for the Malaria Control Programme. Two long term

advisors have been selected for positions that support the
Malaria Control Programme and they will be assuming these
positions in the next four months. One is a
physician/epidemiologist to head the CHSU Epidemiology Unit; the
other is a Malaria Control Technical Advisor to help plan,
implement and evaluate the national program. The Malaria
Technical Advisor is to serve as a counterpart to the MOH
Malaria/cDD Program Manager. In light of the major
recommendations of this report, which focus on strengthening
service delivery components of the malaria control program, it is
recommended that this advisor’s job description be modified to
place added emphasis on management, supervision and monitoring

the malaria control program.

1?7
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Guidelines for Malaria Management. The Ministry of Health is

preparing revised guidelines for the prevention and treatment of
malaria, using Sulfadoxine-Pyrimethamine for uncomplicated cases.
Observations and suggestions for the consideration of the
National Malaria Control Ccmmittee are as follows:

1. The guidelines do not recommend a second line drug for
use when there is no significant clinical improvement irom
S-P after 72 hours. The role of amodiaquine, mefloguine, or
halofantrine, if treatment failures occur, should probably

be specified.

2. The guidelines state that chloroquine has lost its
effectiveness in young children but that it remains
effective in older children and adults. It is probable that
adverse sequelae are not observed in older children and
adults because of their acquired immunity and not because of
the differential efficacy of chloroguine. This should be

clarified.

3. The guidelines still recommend chloroquine for use in
older children and adults, but if chloroquine is restricted
as a prescription drug, it will become increasingly
difficult for adults to gain ready access to it. This should

also be clarified.

4. The guidelines do not fully state what information is to
be recorded about malaria cases and how that information is
to be reported, aggregated, analyzed and used. Since the
changed treatment program must be carefully monitored, that

should be clearly defined.

5. The health education messages identified in Section
IV.C. of the Guidelines are observations of what should be
done or encouraged and are not "specific messages". More
attention should be given to the specific messages and
instructions to be given to patients and to various cadres

of health care workers.

6. There is a need to translate the guidelines into a
convenient, easy-to-use and accessible pamphlet (such as the
"green book") for wide distribution to health workers.

The Health Information System (HIS). As currently constituted

and staffed, the HIS cannot satisfactorily provide useful
information with which program managers can make decisions, nor
does it provide feedback on a timely basis to regional, district
and more peripheral levels. Partly this is the result of a
staffing situation that is largely beyond the control of the MOH
since statisticians are provided by the National Statistics
Office and can be reassigned at that office’s discretion without

ia
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MOH concurrence. During the past year the senior statistician at
MOH was transferred to work on the census last year and is not
expected to return; one successor died, another resigned, and the
VSO computer programmer was withdrawn because no Malawian
counterpart was avajilable. In addition, the PHICS epidemiology TA
. position with HIS responsibility has not been filled. Partly as
a result of these weaknesses at the central HIS, the regions have
recently begun to process their cwn information and statistics.

Even if the personnel situation could be resolved, the quality
and quantity of information required by the HIS needs careful
review. Information that is not needed for decision making
should not be processed, and the effort to catch up on cdata
unprocessed from previous years should probably be abandoned.*
Ideally, information should be processed first at regional and
district levels for management use, before being sent to the

national level.

Correcting the HIS would appear to be within the scope of the
Epidemiologist and beyond the scope of this Amendment.
Information needed to manage malaria activities will have to be
gainered, in the short term at least, from local information
systems and surveys. Encouraging the testing and perfecting of
such systems in an operations research fashion for malaria
control could eventually prove a valuable ccntribution to the

national Health Information System.

¢ samples from selected. months might suffice as a
compromise. .
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'C. DESCRIPTION OF AMENDMENT OBJECTIVES AND ACTIVITIES
1. Goal, Purpose and Technical Approach

The goal of this Amendment to strengthen the malaria component of
- the PHICS Project is to improve the health of the people of
Malawi by decreasing morbidity and mortality due to malaria,
particularly in children under five years of age and in pregnant

women.

The pgrpose is to improve praevention and treatment of malaria in
Malawi.

The technical approach required to accomplish thls objective has

four principal components:
a. appropriate case management

b. prevention
c. strengthen health services
d. monitoring and policy guidance

a. Ensure appropriate case management of malaria.

A direct way to decrease morbidity and mortality due to
malaria is to assure that all cases of presumed and
confirmed malaria are treated promptly with correct
doses of an appropriate antimalarial drug. The
severity of the case will determine the correct drug to
use. In addition, appropriate case management may
include:

- antipyretics and supportive care,

- follow up to ensure malaria symptoms have resolved

and to watch for possible drug resistance and/or

side effects,

referral as necessary,

confirmation by microscopy as available,
treatment of any intercurrent conditions, and
reporting cases in accordance with public health

policy.

Appropriate case management may vary with the resources
and expertise available in different situations and at
different levels of the health care system. Guidelines
developed and disseminated by the National Malaria
Control Programme should define what is expected in
various circumstances.

Since not all Malawians have immediate access to the
organized health care system, self-treatment and

treatment of children by a parent or caretaker
frequently occurs. Guidelines for such care should be

developed and widely disseminated.
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| b. ‘Promote effective methods of prevention.

Even better than appropriate case management, of
course, is malaria prevention. Various methods are
available and should be promoted in accordance with the
guidelines of the National Malaria Control Programme.
These include barrier methods such as protective
clothing, screening and bednets (which may be
impregnated with insecticide). They also include

repellent methods such as mosquito coils and
traditional methods. Chemoprophylaxis or periodic
treatment of certain high risk groups may also be a
recommended preventive measure. High risk groups would
include pregnant women (particularly those pregnant for
the first time), children with a history of multiple
febrile seizures, and persons whose immune systems are
compromised. Finally, vector control measures such as
destruction of vector breeding sites and carefully
selected use of insecticides or larvicides may be
appropriate in specific situations.

¢. B8trengthen capacity to provicde child survival services.

The integration of malaria control interventions into
the full complement of child survival activities is

essential to provide the greatest possible access to
sustainable services at an affordable cost.
Strengthening the capacity to provide all such health
services will improve malaria management without
competing unnecessarily with nther priority health
programs. Malawi has adopted the WHO concept of
devolving significant responsibility to more peripheral

health workers, and the District Health Management Team

in particular. Malaria activities should be integrated
within that structure whenever feasible.

A significant portion of health services in Malawi is
provided by private, non-profit hospitals, many of them
receiving assistance from the MOH through the CHAM
network. These and a number of other non-governmental
organizations are involved in the health sector in
Malawi. Facilitating their capacity to provide and
promote malaria control services will increase the

reach of the whole health program.
d. Maintain research and policy development capability.

The history of malaria control is one of approaches
that change and evolve as some become less effective

and others become more appropriate. Applied and
operations research are needed to set_and revise policy

over time. In recent years Malawi has developed the
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capability to carry out applied malaria research and
make informed policy decisions. Although the recent
decision to replace chloroquine with sulfadoxine-
pyrimethamine for first line treatment requires that
special effort ke directed to implermentation at this
time, the :bility to monitor the conssygue=nces of the
policy change and to make adjustrents as needed must be
maintained. For that reason, support to maintain the
applied research capability of the MOH is crucial.

»fzg__BQAQQ_EQQ_Besponsibilities

The natural evolution of the program is to focus now on how
research findings can be applied to imprcve health services for
the individual and family in Malawi. As described previously, a
strong reseirch agenda has guided Malawi’s past malaria control
activities. Impressive gains have been made in understanding
malaria control, such as identifying new therapeutic and
preventive interventions that can impact on malaria morbidity and

mortality.

It is now necessary to expand the "ownecship" of malaria control
to include all cadres of health workers caring for persons with
malaria and to promote more effective methods of prevention.

What is needed, in short, is to maintain research cayability and

increase support for implementation.

Role of the National Maluria cControl Committee

The National Malaria Control Committee provides oversight of the
malaria situation in Malawi and the possible interventions that
might be employed. This is especially important at a time when
the biology of malaria and the approach to it are changing. The
existing committee has performed this function well and can be
expected to continue to do so. No special additional resources

are needed.

Role of the Community Health Sciences Unit (CHSU)

The MOH Community Health Sciences Unit has been charged with
coordinating and managing the malaria control program in Malawi.
With its malaria research arm at Mangochi, it is well placed to
coordinate malaria research and to monitor the malaria situation
in the country. With guidance from the National Malaria Control
Committee, it can disseminate policy, monitor malaria research
and control activities, and provide technical guidance to the
persons and organizations at the service delivery level
throughout Malawi. This capability should be strengthened.

On the research side, CHSU should be supported to develop a
research agenda whose results will have a direct and significant
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impact on the activities of the NMCP and the health of the target
population in Malawi. Funding should permit, at a minimum,
completing the ongoing research at Mangochi into chemoprophylaxis
of both S-P and chloroquine, presumptive treatment of pregnant
women, completing the vector assessments already planned, and

collakorating with the proposed WHZ bedret study.

The existing laborator;, housed in the tailor’s room of the
Mangochi District Hospital, should be replaced with an expanded
laboratory to be used for: malaria research, strengthening the
capacity of hospital’s own laboratory, and meeting the needs of
Medical School students during their community health rotations
in Mangochi. The laboratory at Mangochi should be limited,
however, in order not to drain resources unduly (including
management and supervision time) from the national public health
laboratory complex at CHSU itself. Certain functions, such as
laboratory support for the sentinel sites and monitoring possible
S-P resistance, may be located better at CHSU’s central

laboratory facility.

CHSU should be iaformed about other disease specific medical
research activities in the country. These include the research
into severe childhood malaria being conducted (with support from
the Liverpool School of Tropical Medicine and Hygiene and
Michigan State University) at Queen Elizabeth Central Hospital in
Blantyre, as well as operations research in practical topics.
These topics can include the distribution and sale of bednets
which several NGOs active in Malawi are eager to begin.

CHSU should also be supported to improve the national health
information system and national epidemiology capability.
Assistance is already available through the PHICS epidemiology
position soon to be filled. CHSU should help to clarify policies
and to disseminate information throughout the Malawi health
establishment. It should be a national source of technical
guidance in training and in defining health education messages
relating to diseases of public health importance.

CHSU has had difficulty, in the past, managing the service
delivery aspects of the Malaria Control Programme. The
difficulties have largely been due to an insufficent number of
qualified and experienced staff dedicated to overseeing the
implementation of malaria control activities. The PHICS
Amendment, through its creation of a full-time Malaria Program
Manager and the establishment of a National Malaria Control
Management Team, will remedy this problem. The Malaria Program
Manager will work with the long-term malaria control technical
advisor (a position funded through this Amendment) and with
appropriate colleagues from the various units of the MOH (those
responsible for implementing malaria control interventions) to
improve coordination between research and service delivery and
also between the national, regional and district levels.

BEST AVAILABLE DdéUMENT

£l



The National Malaria Control Committe, which has been operational
since 1984, will continue to provide critical technical guidance
for the development and monitoring of malaria policies. The
Malaria Program Management T:am will address resource
coordination and implementation issues. Many of these issues
have been in existence fcr somne Lice. However, the rec nt
decision to launch a comprehensive cecapaign substituting
chloroquine with fansidar (S-P) as the new treatment fcr malaria
has identified new issues and given old ones new importance. The
success or failure of this campaign may depend on the timely
resolution of such issues as ensuring adequate supplies of S-P,
the rapid dissemination of information about S-P to the public
and to health workers, and other. The Malaria Program
Management Team can also provid=2 valuable assistance in resolving
difficult implementation and management issues for the Regional
Diszase Control Coordinators and, through them, for District

Health Management Tz=ams.

In sum, CHSU’s capacity to guide and implement Malawi’s Malaria
Control Programme will be greatly cahanced on several fronts by
the support provided through this Amendment. At the base of
this support is an effort to establish a critical mass of
expertise devoted to malaria control in Malawi.

Role of the MOH Service Delivery System in Malaria Control

Once the policies for malaria control are defined, implementation
of the actions required is the responsibility of the clinical
medical services, including the hospitals, health centers and
dispensaries, and peripheral health workers extending out to the
Health Surveillance Assistants and the Community Health
Volunteers with whom they work in the community. For the rural
areas these services are coordinated by the District Health
Management Team led by the District Health Officer (DHO) under
the guidance of the Regional Health Officer. The significant
change represented by this Amendment to the PHICS Project is
providing assistance to Regional and District Health Management
Teams to improve implementation of malaria control in their

areas,

As recommended by WHO, and conforming with the latest
recommendations of WHO/Brazzaville concerning malaria control
strategies in Africa, emphasis will be placed on strengthening
the capacities of the District Health Management Team and its
activities that reach out to the health centers and communities.
The focus of this support will be improved malaria contro), but
the capabilities developed will strengthen the capacity of the
peripheral health system to provide a package of essential health
services, including: MCH services; care of diarrhea, respiratory
tract infections, and other common medical problems; health
education; and other preventive services. As the ability to
manage this range of services through the health care system
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‘increases, the ability to manage malaria will increase as well,
In addition, the development of separate vertical structures will
be avoided: training will be through the usual mechanisms; drugs
will be supplied through standard channels; and information will
flow through the regular health information system (except for
specia’ research). Personnel within the system will be
encotvraged to participate in finding new ways to provide better

services.

Because the resources available under this Amendment are limited,
and to facilitate management and monitoring of the activities
undertaken, not all 24 districts will participate in every
program activity. Operations research, for example, is expected
to be selective. If the systems developed in one district prove
cguccessful, it is expected the: they will be applied elsewhere as

time and resources become available.

Assistance directed to the decentralized portions of the MOH is
expected to result in development of peripheral health services
that can manage the routine aspects of malaria control and other

interventions.

Role of the Non-Governmental Sector inm Malaria Control

Extensive cooperation exists between the government health system
and the non-governmental sector, particularly the CHAM hospitals
and their outreach facilities. This will be promoted,
particularly at the level of the District Health Management Team.
There are also NGOs in several districts with health interests
and local expertise. Such NGOs should be encouraged to
contribute to malaria control as appropriate. Because government
health services are sometimes less flexible than the private
sector in testing new approaches, PHICS will provide limited

support to private organizations.

3. Activities for Malaria Control Support

The strategy of this Amendment to the PHICS Project is to provide
funding to accomplish the following:

a. Promote an approach to malaria control which balances

research and service delivery, expanding responsibility
for malaria control to include health service provigers

at all levels.

b. Support continued applied research by CHSU, primarily
through the Mangochi Research Station, to guide malaria

control policies.

a8’ « -
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c. Strengthen malaria control by increasing the capacity
of regional, district and peripheral health teams to
carry out programs at the service provider level.

d. Provide special funding for NGOs to develop new
approaches to malaria prevention and control.

e. Support the design and implementation of a national
campaign to introduce Sulfadoxine-Pyrimethamine (S-P)
as the first line drug for treatment of presumed

malaria in Malawi.

Each of these strategic approaches is described in greater detail
below, highlighting evpected activities, the persons responsible
for their implementation and the level of effort required. Where
ex ' sting mechanisms within PHICS can contribute to the outcomes

anticipated, that will be noted.

a. Promote an approach to malaria control in Malawi which
balances research and service delivery while expanding
responsibility for malaria control to irclude health service

providers at all levels.

1). In order ... increase program management expertise, and
particularly to strengthen service delivery, one full-time
Malawian manager will be appointed to be the Malaria Program
Manager. This individual will be supported by the long-term
malaria control technical advisor (provided through the
PHICS mechanism). These individuals will work with their
colleagues in the MOH to link the expertise based at CHSU
with that at MOH headquarters. They will also continue to
receive technical guidance and support for policy
development and monitoring from the National Malaria Control

Committee.

A Malaria Program Mar ,ement Team will also be created with
responsibilities for addressing resource coordination issues
and resolving implementation problems. This Team will
consist of the Malaria Program Manager, the Controller of
Preventive Health Services, the Controller of Clinical
Services, and three Regional Disease Control Coordinators.
The three Regional Disease Control Coordinators will be
appointed to oversee the activities of the National Malaria
Control Programme in the three regions of Malawi and to
improve coordination between the national and district
level. They will work with the District Health Management
Teams to dissiminate information and guidance from the
national to the local/district level.

Because these actions are urgently needed in order to manage
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peripheral implementation activities, they are COnditions
Precedent to this Amendment.

This personnel structure requires that adjustments in
responsibilities and job descriptions be made by the MOH to
ensure that ess-ntial team members function within the
service delivery hierarci:y. Since malaria management TA is
already provided for with PHICS funding, no significant

additional funding will be required.

2) . Foster broader health sector participation in malaria
control by giving greater responsibility and resources to
health personnel at regional, district and peripheral
levels. In addition, local NGOs will be incorporated into
the team responsible for malaria control at the district
level as appropriate. NCGOs may be provided separate funding
to permit their contribution to malaria control in ways that
facilitate local initiative and flexibility.

Funding will be available for district level in-service
training, health education, supcrvision, monitoring and
operations research with the apj.roval of the Malaria Program
Management Team. Within wide guidelines to be established
by that team, the District Health Management Team will be
expected to plan, implement and monitor its own malaria
control efforts. All districts will not necessarily receive
the same level of support. The seven districts designated
for special attention by the PHICS Project because of their
high levels of infant and child mortality are expected to

receive greater funding.

3). Focus the malaria research agenda to guide service delivery
that reduces morbidity and mortality, particularly among

children and mothers.

This is in line with the current research agenda of the
Mangochi Research Station and of the target population of

the PHICS Project.

Funding implications: Since PHICS funding has already been

identified to support the individuals comprising the Malaria
Program Management Team, and funding for more peripheral levels
is provided below, no additional resources ai'e provided by this

Amendment.

b. 8Support continued applied research by CHSU, primarily through
the Mangochi Research Station, to guide malaria control policies.

1). Expand the existing facilities/capabilities at the Mangochi
Research Station integrating activities, to the extent
Jossible, with the District Hospital Laboratory and the
community Medicine program of the Malawi Medical School at

27
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2).

3).

Mangochi. Funding will be provided ‘under this Amendment to
permit: Sl S ’

- construction of new laboratory facilities/living
quarters in such a way as to ccordinate with the
Mangochi District Hespital laboratory and to permit
Medical School students access to laboratory facilit
when in Mangochi for community health rotations; ‘

- procurement of ! asic laboratory equipment for _
CHSU/Mangochi (details in the :commodity procurement

section below);

- operating costs for CHSU/Mangoc! ., includé ng supplies,
rent, utilities and maintenance <~n a decreasing scale
(first PHICS project year 100%, second year 75%, third
year 50%, fourth year 25%, fifth year none) that will
permit the MOH gradually to take over operation of the

facility.

Provide salary support for one Laboratory Technician and two
Laboratory Assistants on a decreasing scale and according to
the schedule for the MOH’s assumption of these costs as
stated in the original PHICS project paper (25% in the fifth
PHICS project year, 50% in the sixth project year, 75% in
the final project year, and 100% in the first post-project

year and therafter).

These three persons will be a core laboratory staff under
CHSU authority who are available to: contribute laboratory
expertise to a variety of research activities; maintain the
equipment and supplies; and provide assistance as
appropriate to the hospital laboratory staff and medical
students. Decreasing salary support will permit the
Ministry to assume the recurrent costs of this staffing
without hardship while demonstrating its intention to
institutionalize such research capacity. The intention is
that the balance of laboratory staff required for research
purposes will be employed using funds designated for
specific research projects (the usual practice for research

laboratories).

support applied research, the results of which will have a
significant impact on malaria contrel in Malawi. All
necessary salaries, supplies and technical assistance (aside
from that already provided from PHICS through other
mechanisms) will be supplied in the research budget.
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"The research agenda of the CHSU/Mangochi is expected to
inc]ude'

.- ascessment of presumpt:ve d1 < 2sis ¢f malaria,
- effjacy of sulfaﬁnv1n\-nvr1v» nemil - in selected ¢tudy
" popula* 1ons,

- population dynamics and in‘ecticide resistance of
vector populatlons, and

- bednet studies.

Furds will provide TA to help coordinate bednet studies and .

to help plan other studies. Operating funds will be ,
available for small-scale, innovative studies that seek to

establish the viability of bednets in rural areas.

4). Provide eventual entomological c_pabi’ity within the NMCP by
funding one student’s training to the M.Sc. level in medical
entomology. Two years of tuition and expenses will be
provided. Afterwards, the student will provide
entomological expertise to CHSU for studies including, but

not limited to, malaria transmission.

€. Reinforce the health service delivery syscem in providing

malaria prevention and treatment services by strengthening the
capacity of regional, district and peripheral health teams to

commit greater resources to malaria control at the service

provider level.

1) . Make malaria program management adjustments within the MOH:

- Designate a full-time Malaria Program Manager within
the MOH service delivery hierarchy. This person’s
management skills are more essential than scientific or

medical skills.

- Direct the malaria management TA provided by PHICS to
function as a counterpart with this manager.

- Designate a Disease Control Coordinator from each of
the three regions with responsibility to strengthen
health service delivery from region to district to
peripheral levels for malaria and other diseases of

public health importance.

2). Btrengthen critical functions of the MOH to be able to
implement malaria control. Funding will be available for
selective activities that improve the capacity of the
Ministry to carry out actions that can be standardized.
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Note that some of these actions may be carried out in
conjunction with the campaign to launch the S-P policy.
Functions for which funding will be available include the

following:

Development of training curricula and materials for
various levels of personnel. Three months of short
term TA will be available as needed, and both pre-
service training carried out by the existing system and
in-service training carried out by service delivery
supervisors will be supportad. Additional support
should be available through PHICS support for health

system training.

- Development of health education approaches and
materials for the malaria control program.
Anticipating that policy adjustments will probably be
required during the life of the Project, two months of -
short term TA will be available in addition to that

provided during the S-P launch phase.

Dissemination of inforrmation concerning malaria control
to health care providers throughout Malawi. It is
recommended that a malaria newsletter be prepared by
the Malaria Program Management Team, with technical
input from CHSU, and published every six months. The
format should be similar to that which UNICEF/Malawi
uses to inform health service provid.rs. At least
6,500 copies of each issue should be printed and mailed

to all health workers.

- Maintaining quality control of district laboratories.
Funds will be provided to monitor the quality of
malaria microscopy and the appropriate use of
microscopy results at district level. One month of TA
to assist in developing an appropriate quality control
protocol and methods will be provided in additional to

operating expenses.

- Routine monitoring for resistance to drugs, drug side
effects, possible treatment failures and referrals.
Because Malawi is the first country in Africa to adopt
as a national policy the routine use of S-P to replace
chloroquine, it is important to monitor this exercise
carefully. This includes documenting the nature and
frequency of side effects and the frequency of
treatment failures (with confirmation that they are
true failures). If a new policy regarding
chemoprophylaxis or periodic treatment of high risk
populations is adopted, that policy will have to be
monitored also. Follow-up on treatment of both
presumed and confirmed malaria should become part of
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health care providers’ routine activities. Designing
and instituting a system to encourage this should be an
objective of the National Malaria Control Programme.

The existing system of six sentinel sites should be
reviewed to acco. .odate changed policies and to
determine whether they are functioning properly and
collecting appropriate data. Funds will be provided
and TA made available (up to two months as needed) to
ensure that both a routine system and the specialized
sentinel system are established and maintained.

Encourage operations research by sponsoring a yearly
contest for the best new malaria control ideas. As the
national malaria strategy changes over tne next few
years, it will be useful to encourage operations
research and fresh approaches. A yearly competition in
conjunction with the malaria newsletter will be

supported.

Increase the capacity of district teams by providing them
with their own funding for use in supporting local
management of malaria control activities. Approval would be
required from the Malaria Program Management Team, but the
details of how the funds are employed would be left largely
to the District Health Management Teams to encourage them to
organize their activities in ways most appropriate to local
circumstances. The following types of activities should be
organized using such funds:

- 1In-service training. This could be organized at
district level or at the level of health centers to
permit the training of entire health center teams and
their outreach personnel. There should be an attempt
to economize on per diem costs which have become
unreasonably high in recent years in Malawi. Different
districts would be permitted to organize their
activities in different ways.

- Health promotion and community education. As with in-
service training, local approaches will be encouraged.

- Monitoring and supervision. Local methods need to be
further developed. Objectives would include monitoring
systems that collect no more information than is needed
for decision-making, and supportive supervision methods
that encourage quality assurance and realistic problem-

solving at the local level.

- Operations research. Local efforts to develop
effective and efficient approaches to promote and
manage malaria control activities will be encouraged.
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Areas for operations research include effective case
‘management at the community and household level,
promotion of personal protection methods (including the
use of insecticide impregnated bednets or curtains),
promotion of special drug treatment programs to protect
high risk groups, and the exploration of cost reccvery
methods for health services as appropriate.

‘A, Provide special funding for NGOs working at district and
more peripheral levels to develop new approaches to malaria
prevention and control. NGOs and US PVOs currently work with
District officials in delivery of primary and secondary health
services, including malaria control. Due to the drought and the
severe economic difficulties facing the country, NGOs have
reported a significant decrease in volume of patient visits in
recent months. The corresponding decrease in patient receipts,
coupled with increasing salary costs, have severely compromised
NGOs’ ability to maintain essential health services. One result
is reduced access to malaria services. PHICS grants will provide
specific support to assist NGOs to maintain malaria treatment and
educational programs. They will work with the District Health
Management Team in designing and implementing malaria control
program activities. Small grants will enhance NGO capabilities
to develop and test new approaches to malaria control. USAID
will award grants on the order of $25-100,000 to NGOs after
review and approval by GM authorities to support:

1). Operations research in promoting insecticide impregnated
bednets. NGOs may be particularly well placed to conduct
operations research into methods whereby households would be
willing to purchase bednets at their real value. They may
also be able to help answer practical questions such as the
best sizes, how to avoid damaging the net and how people who
do not sleep on true beds can use the nets.

2). Operations research in local financing of health services.
Since government health units are constrained from testing
systems to recover health service costs from the community,
NGOs are in a position to do important work in this area.
Given MOH’s financial problems, it is likely that some form
of cost recovery will have to be implemented eventually.
NGOs can perform a valuable service in helping to test
alternative finanacing methods.

3). Operations research in training, health education,
supervision, monitoring and community participation. NGOs

should be able to help to develop improved methods of
promoting healthy practices and in managing health delivery

32
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services. Limited funds will be provided to assist them in
this activity. It is hoped that some of the new approaches
developed by NGOs could later be employed more widely.

Support the design and implementation of a national campaign
to introduce Sul‘adoxine-Pyrimethamine (S-P) as the first line

drug for treatment of presumed malaria in Malawi,

1).

2).

3).

Provide technical assistance, management support, and
funding to plan and execute a coordinated "launch" of this
new product. The package of services will include a public
education campaign using mass media, a health worker
campaign to train health workers in proper diagnosis and
treatment, and a special management effort to ensure that
necessary stocks of S-P are widely available for the launch.

Contract with a private sector marketing or management firm
to design and coordinate the launch, with technical advice
provided by the Ministry of Health and the National Malaria

Control Committee.

There will be five components of the launch effort:

- The product, with appropriate packaging, an educational
insert and a visual insert for non-literate users.

- Distribution -~ a special, one-time effort to ensure
that adequate stocks of S-P are available at the time

of the launch.

- Health worker training, following development of a
comprehensive set of educational materials including
treatment guidelines, curricula for various categories
of health care personnel, visual aids and patient A
educational materials. Clinical oOfficers at district

levels will conduct the training.

- Mass media campaign aimed at the general public, with
messages, approaches and materials designed, tested,
produced and disseminated to carry out a major media
campaign introducing S-P to Malawi.
distinctive logo for S-P, radio spots, posters,
magazine advertisements, newspaper articles and other
efforts. Exposure and coverage will be evaluated.

- Overall management and coordination of the above
elements will be funded by this Amendment.
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I1. PROJECT AMENDMENT MANAGEMENT AND PROGCUREMENT

The overall plan and procedures for PHICS Project management,
implementation and financing described in the 30 June 1989
Project Grant Agreement and in the PHICS Project Paper apply to
the activities under this Amendment, as the activities described
herein a.e an expansion of the originally proposed Project

activities.

There follows a summary of the understandings regarding
management of activities under this Amendment.

1. The MOH PHICS Project Coordinator and Accountant: The MOH
Project Coordinator and Accountant are full-time staff devoted
exclusively by the MOH to the PHICS Project who have day-to-day
responsibility for the management and coordination of Project
activities, including any new activities added via amendments.
These two staff coordinate with the responsible MOH and MOW
technical and program staff on planning and implementation of

specific project activities.

2. Community Health Sciences Unit (CHSU): The Community Health
Sciences Unit has thz primary responsibility for implementation,
monitoring and evaluation of malaria and disease control
activities under all the objectives described in this Amendment.
CHSU will work jointly with the Research Unit and the University
of Malawi College of Medicine and other institutions to
coordinate the design, review and utilization of research
results. There will be a need to coordinate with the MOH Manpower
Development Unit and training section regarding pre- and in-
service training needs. The National Malaria Control Committee
and the Controller of Preventive Health Services will provide

general oversight.

3. The MOH will review small grants to NGOs working in malaria
based upon criteria established under the PHICS project (see
PHICS Project Paper, section C, part 2, page 25). Notices
soliciting proposals will be placed in local media. USAID will
make the final grant awards. The small grants program will
stimulate innovative approaches to malaria control and will be
geographically specific; grants will support ongoing established
health~-related NGOs and are not intended to support new country
programs. District Health Management Teams should be closely
involved in these activities as described in the previous

section.
4. Mangochi Hralth research Station: The day-to-day
administrative and technical operations of the Mangochi Health

Research Station research facility and laboratory will be managed
by a core of CHSU staff posted to the site. CHSU headquarters

will provide support as needed and general oversight.
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Commodities under this Amendment will be procured directly by
USAID or REDSO/ESA. Section VI, Implementation and Procurement,
Paragraph B.3, of the original Project Paper is revised to add

the following:

» PROBArLE PROCURING
ITEM QTY BUDGET S/0 ENTITY

8. Mangochi Laboratory

Facility:
USAID

a. Lamina flow station hood 18 4,200 U.s.
b. Incubator < 1 1,500 U.S. USAID
C. PH Meter 2 1,500 uU.s. USAID
d. Microbench Centrifuge 1 2,000 u.s. USAID
e. Balance Top Pan 1 1,000 u.s. USAID
f. Portable Furnace h 1,000 u.s. USAID
g. Electric Autoclave 1 500 u.S. USAID
h. Utility Wash Bath and ‘

Accessories 1 1,000 u.s. USAID
i. Hemoglobinometer and

Accessories 1 500 u.Ss. USAID
j. Lab Freezer 1 4,000 uU.s. USAID
k. Gas Pak Jar System b 500 u.s. USAID
1. Generator 1l 6,000 uU.s. USAID
m. Air Conditioners 4 9,000 U.S. USAID
n. Laboratory Glassware 1 4,000 U.S. USAID
0. Liquid Nitrogen Tank 1 200 uU.S. USAID
p. Office Furniture 1 30,000 U.S. USAID

Shipping and Insurance 23,000

SUBTOTAL 90,000
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1IT. MONITORIN ALUAT

The overall plan and procedures for PHICS Project monitoring and
evaluation described in the 30 June 1989 Project Grant Agreement
and in the PHICS Project Paper apply to the activities under this
Amendment, as the activities ijescribed herein are an expansion of

the originally proposed Project activities.

There follows a summary of the understandings regarding
monitoring and evaluation under this Amendment.

The implementing ministries (MOH and MOW) will continue to
develop annual workplans consistent with the Project’s
implementation schedule. Both ministries will also prepare
quarterly progress reports. The quarterly progress report for the
last quarter of each year will serve as the annual review.

As an additional activity to those specified in the original
PHICS Project Paper and Grant Agreement, the MOH will prepare an
annual training plan for those activities necessary under this

Amendment.

The Project Coordination Committee will continue to play a
central role in project monitoring by meeting regqularly to
discuss progress reports, identify and resolve problems,
coordinate work programs and address other implementation issues

important to Project progress.

Addition information from a number of sources will assist in
monitoring and evaluation efforts. These include data from the
Health Information System, from the six sentinel sites, through
special studies and surveys and, under this Amendment, from
reports generated by non-governmental organizations receiving

assistance under the Amendment.

The PHICS Project will have two evaluations performed by a teanm
of people external to USAID, which will include evaluations of
activities under this Amendment. A mid-term evaluation (July
1993) and an end-cf-project evaluation (January 1997) will be

conducted.

To support PHICS implementation, including those activities under
this Amendment, the project is supporting the costs of a Personal
Services Contractor, hired by USAID/Malawi to work in che HPN
office. This person assists the responsible Project Officer in
meeting USAID project monitoring and evaluation requirements.
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IV. CO 0 RECEDE EG T

« Conditions Precedent

Section 1. Conditions Precedent to Disbursement of Funds
under Project Paper Su.plement No. 3 - PHICS

Malaria Component.

Except as A.I.D. may otherwise agree in writing, prior to any
disbursement of funds under this Project Paper Supplement No. 3 =~
PHICS Malaria Component, or to the issuance by A.I.D. of
documentation pursuant to which such disbursement will be made,
the Grantee shall furnish to A.I.D., in form and substance

satisfactory to A.I.D.:

(a) Written evidence that a Ministry of Health staff member has
been appointed to be the full-time Malaria Program Manager and
assurance that he or she will commence work within 180 days of
his/her appointment. The MOH will submit this individual’s job
description to A.I.D. for review and approval.

(b) Written evidence that three Ministry of Health staff members
have been identified and appointed to function as full-time
Regional Disease Control Coordinators and assurance that each
will commence work within 180 days of their appointment. These
Coordinators will oversee the activities of the National Malaria
Control Programme in the three regions of Malawi. The MOH will
submit these individuals’ job description to A.I.D. for review

and approval.

(c) Written evidence that the Grantee has held the initial
meeting of the Malaria Program Management Team. This Team will
meet, at a minimum of every two months, to address issues
affecting the coordination of national, regional and district
resources for the malaria control program and to resolve any
implementation problems. The Team will consist of the Malaria
Program Manager, the three Regional Disease Control Coordinators,
the Controller of Preventive Health Services, and the Controller
of Clinical Services. Representatives of other MOH Units or
other implementing entities may be invited to attend these

meetings on an as-needed basis.

Section 2. 0 tions e ent urs
u i abora es
roject Paper Su ement No. 3 = CS
Component.

Except as A.I.D. may otherwise agree in writing, prior to any
disbursement of funds for constructing a laboratory facility in

Mangochi under this Project Paper Supplement No. 3 - PHICS
Malaria Component, or to the issuance by A.I.D. of documentation
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pursuant to which such construction will commence, the Grantee
shall furnish to A.I.D., in form and substance satisfactory to

A.I1.D.:

(a) A written management plan for the laboratory facility,
includisg the proposed staffing pian, a job description for each
laboratory staff member, and the Grantee’s plan for assuming the

recurrent costs associated with the facility.

Section 3. Notification.

When A.I.D. determines that any of the Conditions Precedent
specified in Sections 1 and 2 have been met, A.I.D. will promptly

so notify the Grantee.

Section 4. Terminal Dates for Conditions Precedent.

If the Conditions Precedent specified in Sections 1 and 2 have
not been met within 180 days from the date of this Amendment, or
such later date as A.I.D. may agree to in writing,.A.I.D., at its
option, may terminate this Amendment, in whole or in part, by

written notice to the Grantee.

B. Status of Negotiations

The Government of Malawi has been notiiied of the above
Conditions Precedent and is now undergoing its deliberation

process.
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V. -REVISED COST ESTIMATES AND FINANCIAL
A. Costs of Additional Inputs

1. RESEARCH ACTIVITIES - ILLUSTRATIVE BUDGET

Support cuntinued applied research by CHSU, primari]y through the
Mangochi research station, to guide the malaria control policies in

Malawi.

- Expand the existing facilities/capabilities of CHSU at the
Mangochi Research Station, integrating to the extent.possib]e
with the District Hospital Laboratory and the Community .
Medicine program of the Malawi Medical School at Mangochi:

Construct laboratory/housing facilities . $ 190,000
Laboratory equipment for CHSU/Maqgoch1 ......... 70,000
Operating costs for CHSU/Mangochi .............. )

- Provide the salaries for one Laboratory Technician and two
Laberatory Assistants on a decreasing scale (10C% for the
first year, 75% for the second year, 50% for the third year,
and 25% for the fourth year):

Salaries for a limited core staff .............. 18,000
- Support applied research, the results of which will have a

significant impact on malaria control iq Malawi. All
necessary salaries, supplies, and technical assistance will

be supplied in the research budget.
(a) Support for bednet studies ......ecceecunse 300,000
(b) 1 go. each short term TA for 2 other studies 37,500
(c) Operations expenses for 3 other studies .... 100,000

- Support the development of entomological expertise within the
NMCP by training a student to the M.Sc. level in medical
entomology.

Two years of tuition and expenses .............. 80,000

TOTAL  $ 847,500
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2. HEALTH SERVICE DELIVERY ACTIVITIES - ILLUSTRATIVE BUDGET

Reinforce health service delivery systems within Malawi to assu-e
aprropriate malaria preventi - and treztmznt throughout the country
by strengthening the capacity of regional, district. and peripheral
health teams to commit greater energy and resource to malaria
control at the service provider level.

Activities for country-wide application:

Develop curricula and materials for malaria training:

TA (3 mOnths) ....cveinevnenerncneeeerncnasacone ass $ 37,500
Materials .. ... . iviiiererenneecnroennnecesoocanns 30,000
(NOTE: Other PHICS funds may supply TA.)
Develop health education approaches and materials:
TA (2months) .. .ciinnieiiiiiiiiieinianen cononnes . 25,000
Materials ... ..coiiiiiiriiieennerenerennnsncncanane 30,000
(NOTE: Other PHICS funds may supply TA.)
Malaria information by newletter every 6 months:
Operations .......cvveiventreenennsrenenonasoannces . 15,000
Quality control system for laboratories:
TA (1 month) ......ccvunnnn. fesecscteceosans vesessas 12,500
Operations ........coieeeveinacencncennnnoce cecasenn 60,000
Development passive monitoring of S-P use: :
TA (2months) ...oeviiiiiiiienennenenenncnns ceevsans 25,000
Operations .....coeeveeennencencnsrecnnnss vesesenss 75,000
Activities to be carried out in selected districts:
460,000

In-service training .........ccevveeienaencnns coesssaces

Health Education and community participation .......... 150,000
(NOTE: Other PHICS funding may be available.)

Monitoring and supervision ......cccceeeeeecececescsees 500,000

Operations research ........ cesesssene ceerscsssssscesss 300,000

TOTAL $1,660,000
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3. CAMPAIGN TO LAUNCH S-P - ILLUSTRATIVE BUDGET

Support the design and implementaticn of . natio-.al compaign to
introduce Sulfadoxine-Pyrime.hamine (S-P) as the first line drug for
treatment of presumed malaria in Malawi.

-Intensive radio compaign

pr-duction of 3 different spots ............. .;;.3,.;$V5b}000
-Consultant to prepare hea]th.workérhf?"‘“-i’ | S

training materials, handouts, visua]s”:,.,...gf...,,. “2Q3QQO
-Health worker training ...... ;...,f.:.,....;.;.;.....;,ZO,EBb
QRosters and other promoting materia]#'.;;..;.;,f..i... ﬁﬁ;bQO

-Coordinator/monitor of drug distributidh~...}...t;.....,S,dOd

-Management/Marketing Consultants to 5 o
lead, coordinate efforts ............. cevegeraesnioe. 25,000

-0DCs, fees, etc. (20% of total) ...coiveiiiereunssnens 25,000

COTOTAL Lleeeenen.. 179,000
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4. Comprehensive Malaria Amendment Budget

BUDGET LINE:

Constr. T.A. Trainiﬁg Commo Operat. Eval Total
T e e eeee seecsessieeccarcaanaroce e iieeaceaannnnnationannnsenad
1. Program management (a) ,(a)g -0-
é...éﬁéﬁ}ﬁ;ﬁéééﬁ%.;ﬁ&~ ..................... B A e et e i eaeeea et aacaneean
applied research:
a. Building 190
b. Equipment : 70 .
€. Operations/salaries . 70
d. Research studies 337.5(b) . 100
e. Entomologist A . - 80 847.5
é:..}.{é;iiﬁ.;é;;%éé.&éi%;é;&; .............. e R R R I T -
a. Management changes
b. Country-wide: ,
Ny i. curricula/matls. 37.5 30(a)
ii. Health education 25 - 30(a)-
iii.newsletter e . 15
iv. lab quality control 12.5 60
l‘:_:l‘g‘ v. monitor drug 25 75
dp) c. District level: o
- i. training 300(a). .
ii. health education 150(a)
E iii.monitoring/superv. 500 1,660
:F’ iv. operations research 300
f:: A"'ﬁéé'é&ﬁﬁ&éi?'""""""""""""T'Z;ﬁf'l; ........ .;...ji.T..... .......... P S FRACRRETTTETY e
g g:“':;;""é';.gli)'é;';‘ﬁiié;“....'.......'.r.......’jéa'.....“;j}:{éa ---------- éé ooooooooooo éé ....................... i}é..
. 6. Contingency. - S - | - ; - -
L I R T
O TOTALS: 190 491.5 504 ‘165 ' 1,736 3,086.5
QO
’E NOTES: (a) PHICS fundin

B

(b) CDC PASA fun

g available or potentially available to provide this.
ds potentially available to provide this.



This amendment adds US$1,950,000 to the PHICS Project.. However,

this amount is not adequate to carfy~out all actiVitjes_gropgsedkin
the amendment. Additional funds in the order of'Ussl;lgﬁgsgo'will‘
be required to execute the prcposed amendment activities;L;Theséf
funds are expected to come from the existing PHICS,Prpject_budEetAas'

follows:

(1) Technical Assistance will come from VBC Project and CDC
using funds available from the Buy-in (US$129,000) and PASA
(US$162,500) respectively. Additional funds will come from-
contingency in the PHICS budget (US$200,000).

(11) Offshore training for a medical entomologist will come from
participant training funds in PHICS. There are savings
arising from trainees not completing their courses as well
as TCT and incountry training (US$80,000).

(iii) Materials for Health Education and curricula would come
from IEC supplies (US$30,000) and the Child Survival HSA

kits (US$30,000).

(iv) Operating expenses would be funded jointly from the
amendment and PHICS budget. Salaries would be funded
through unused salary budget for Epidemiology unit
(US$70,000). Other activities will be funded thus,
laboratory quality control ($60,000) and drug monitoring
($75,000) through the Child Survival HSA salaries, Research
studies through unused fund in Epidemiology unit
(US$100,000) and Research through the Research support
grant (US$200,000).
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In total US$1,136,500 will come from the existing PHICS Project
budget and US$1,950,000 will come from now funds allocated for this

-amendment.

The following three tables illustrate: Malaria Amendment Source Of
Funding, the Revised Financial Plan; and the Revised Financial Plan
by Year Of Disbursement.
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1.

w

AM N - S
EXISTING PHICS FUNDS

VBC _£0C

OTHER NEW OBLIGATION

Curriculum Develop. 37,500

Health Education 25,000

Quality Control 12,500

Drug monitoring 25,000
Research Studies 137,500
Launch 54,000 o

TRAINING

Medical Entomoiogy

S-P Launch- .
District Level Trainina

COMMODITIES
Equipment
Drugs

HE materials
Curricula

200,000

80.000 -
24,000
400,000

70,000
35,000

30,000
30,000

TOTAL

37,500
25,000
12,500
25,000
337,500
54,000

491,500

80,000
24,000
400,000

504,000

70,000

35,000
30,000
30,000
195,000

————————
. )
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/

AN

OPERATING EXPENSES

Salaries

Research Studies
News letter

Lab Quality Control
Drug Monitoring
Dist. Level HE

Dist. Level Monit.

& Supervisor

Dist. Level Operations
Research

Launch Compaign

NGOiSupport

Construction

TOTAL

TING P! FUNDS

VBC _coc OTHER

70,000

100,000

60,000
75,000

200,000

NEW OBLIGATION

15,000
150,000
500,000

100,000
66,000

400,000
190,000

1,950,000 -

TOTAL

70,000
100,000
15,000
60,000
75,000
-150,000

500,000

300,000
66,000

S —————————

1,336,000

400,000
190, 000

3.086.500



2. REVISED FIN LPp

Component Present This Revised

Budget Amendment Budget

1. Technical Assistance 4,090 200 4,290

2. Training 5,110 424 5,534

2. Commodities 6,530 105 6,635

4. Operating Expenses 3,621 831 4,452

5. Evaluation and Audits 340 340

6. AID Direct Grant j;

to SCF - UK 1,100 1,100

7. NGO Grants - 400 400

8. Construction - 190 190
9. Contingency 752 (200) } | 552

TOTAL 21,543 1,950 23,493
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3. REVISED FINANCIAL PLAN BY YEAR OF DISBURSEMENT
(In U.5.5000)
Project Element YEAR1 YEAR2  YEAR3  TOTAL PHICS FUNDS THIS AMENDMENT
; 1. Technical Assistance 230 200 61.54 491.5 200 -
2. Training 164.. 240 100 504 80 424
3. Commodities 70 95 - 165 so ‘ 1';)5
4. Operating Expenses 340 r7,voo»‘ * 2% 133 505 831
- 5' Evaluation andbAhdit i - - - - - é =
‘16; NGO Direct Grants  106 o ‘200v’j.9}ﬁ06f' - 400 - e .400
7. Construction %0 | ‘55100.;’/ B - 190 - «1'90'
8. Contingency - - - - - T
Total Ce94 f‘i'sss  ss7.5 3086.5 a5 1950



eth of ementatijo

The GOM through the Ministry of Health will again be the
primary agency for implementing activities contained in this
amendment. A major change, however, is the addition of NGOs
as implementing agencies for specific operational research and
health service activities. NGOs will receive funding through
direct AID grants approved by a committee of representatives
from AID anf the MOH.

A1l technical assistance and training activities provided
under this amendment will be implemented using the same
mechanisms as described in the PHICS Pr-iject Paper.

Procurement of commodities under this amendment will be done
directly by USAID/Malawi or REDSO/ESA. Suppliers will be paid
directly by AID in accordance with standard payment provisions.

The construction of the laboratory facilities at Mangochi will
be done by Tocal firms to be contracted with the MOW in
accordance with the procedures detailed in AID Handbook I1I,
Chapter 2 - Construction. USAID/Malawi will issue direct
letter(s) of commitment as necessary to the contractor(s) of
the construction services upon receipt of engineer’s
certification of completion and approved by the MOW.

'BEST AVAILABLE COM 2
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The following revised chart incorporates additional funding under
this third supplement and summarizes the revised methods of
implementation and financing to be used in this project:

IMPLEMENTATION METHOD OF FINANCING ESTIMATED AMOUNT (US$000)

A. chnica ance

1. AID Direct Contract (AED) Letter of Credit
2. Buy Ins to AID centrally Direct Paymént'~

funded project/contracts
AID direct contracts

B. Iraining

1. Off-Shore/AID Direct
Contract (AED)

2. In-Country/HC
Implementation

C. Commodities

1. Electronics and computers:
HC Contract (PSA) Direct payment
HC Contract (Goods) Bank L/COM

2. Local Shelf Items:
HC Procurement
(Purchase Orders)

Letter of Credit

HC Reimbursement
_and Direct Pay

3. Vehicles, Motorcycles ,
and Bicycles: : o
AID Procurement Direct payment

4. Lab Equipment, Drugs
and Office Furnishing:
AID Procurement

D. Operating Expenses

Diréct,Payment

PIL - GOM " HC Refmbursenent .

E. Ev d_Audits
AID Direct Contract

F. Drought Relief Asst.
AID Direct Grant SCF-UK

Direct payment

Direct Payment

HC' Reimbursement. .

2,666

1,624

“1,872

3,662

885 -

3,900

1,745.

105

4,452
340

1.100

4,290
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G. NGO Grant

AID Direct Contract Direct payment 400 400
H. Construction - Laboratory: 190
HC Contract | Direct L/Com/ 190
~ Direct Payment
I. Contingency 552 . 552
TOTAL AID CONTRIBUTION 23,493
51
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Financial Review arnd Audit

A1l procedures and mechanisms for financial reviews and audits
described in the original PHICS Project Paper remain in effect
for activities contained in this amendment. In addition,
however, USAID will perform and/or arrange for the pre-award
surveys and/or assessments of local NGO’s institutional and
financial management capabilities prior to awarding any grants.

Under the new Recipient Audit Program guidelines issued by
A.1.D. Inspector Ceneral, all foreign receipients including the
GOM and its agencies and other grantees will be responsibie for
an annual financial audit of project activities by independent
auditors acceptable to the A.I.D. Inspector General and in
accordance with U.S Government auditing standards. Furthermore,
sub-grantees that receive $25,000 or more per year will also be
required to have audits performed by independent auditors
acceptable to A.1.D. Inspector General and in accordance with
U.S Government auditing standards. In such case, the Grantee
and not A.I.D. will be responsible for assuring that the
sub-grantee’s audit is adequately performed and that any audit
recommendations are fully implemented. Sufficient funds have
been budgeted under the project for pre-award surveys of the
NGO’s, any A.I.D mission contracted (formerly non-federal)
audits where the grantees are unable to comply with the annual
audit requirements, and for other specific A.I.D. audit requests.
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ATTACHMENT A

Strategies for the Development of
National Malaria Control Programs,
Brazzaville, 1¢91

Short term (one to two years) strategies:

1)

7)

Designate malaria control as the highest
national health priority.
Extablish/strengthen malaria control units.
Stratify the country by intensity of malaria
transmission.

Develop national malaria policies and plans.
Form national malaria advisory committees.
Develop quidelines for treatment,
chemoprophylaxis, vector contrecl, training
and research.

Order antimalarial drugs.

Medium term (two to five years) strategies:

Long

1)
2)
3)

4)
5)
6)
7)
term
1)
3)
4)
5)

Establish/strengthen epidemiological
surveillance systems.

Develop supervision and manajement plans to
ensure drugs and supplies are available.
Develop patient education plans to ensure
families know what to do with a member ill
with malaria. .
Develop systems for local participation and
management at the village level.

Establish quality control for antimalarial
drugs and ensure they are properly labeled.
Establish an operational research program.
Determine the efficacy and feasibility of
using insecticide treated bednets.

(five to ten years) strategies:

Strengthen entomological capabilities.
Assess the importance of urban malaria.
Integrate specially trained malaria control
staff intoc the peripheral health systen.
Extend surveillance into several sentinel
communities.

Publish current information.
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PROGRAN DATA
Program Location:

Program Title:

Fundinq:'
Life of Project:

EE Prapired By:

ENVIRONNENTAL EXAMINATION

Malawi

Promoting Health Intarvantions for
Child Survival {PHICS)

'$1,950,000 1ncrease in LOP to $23,493,000

6 years

Paul Andre Dafeorges and ¥i1l{am Brands
Environmental Officer POO

REDSO/ESA USAID/Malawd

Environmental) Action

Recommended:

Approval:

Date:

Concurrence:

Clearances:

Negative Determination for
the Construction of a Health
Research Centor in Mangochd

Categorical Exclusion for
Ponitording/Surveillance,
Oparational Research Acti{vitiass,
Technical Assistance and Off-shore

Training

USAIO/Malawd

oI 1992 S/i %2

August

e Approved:

au'En jtonaental
Officar Disapproved:

T. Lofgren, »e0 cto_&b'
C. McDermott,H toﬁ
GC/AF to
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PROJECT PROBLEM

In its National Health Plan (1986-1935) the Ministry of Health
(MOH) recognized malaria among the top 5 illnesses listed as
priority problems. It 1is the most frequent morbidity and
mortality problem for children under five years of age. In 1990
it accounted for 36% of all visits to health care facilities,
and of these, 40% were children under five years old. Malaria
has become difficult to treat effectively due to increasing
resistance to chloroquine by malaria parasites. The extent is
that nearly 80% of the clinical cases examined are resistant to
the drug. This has resulted in a change to the more efficacious
drug, Fansidar, to treat malaria cases. Targeting malaria as a
priority disease to improve child survival is one of the basic
objectives of the National Health Plan.

PROJECT OBJECTIVES

As the first country to change its official treatment protocol
so definitively, it 1is essential that Malawi implement the
transition carefully, monitoring the consequences systematically
and making adjustments as needed. The actions now needed
converge with the aims of the Promoting Health Interventions for
Child Survival (PHICS) Project and the National Health Plan:
building capacity to diminish childhood morbidity and mortality.
Activities funded under the project paper supplement will
directly assist the Ministry of Health (MOH) to reach its
targets of reducing malaria related mortality by 10% and malaria
related morbidity by 20% by 1995. .

PROJECT STRATEGY

The strategy of tne amendment to the PHICS Project is to provide
funding to accomplish the following:

1. Promote an approéch to malaria control which balances
research and service de'ivery, expanding responsivility for
Tala;ia control to include health service providers at all

evels.

A focal point for malaria control management will be established
within the MOH headquarters. A Malaria Program Management Team,
with personnel from both the regions and MOH headquarters, will
implement malaria control interventions through service delivery
points. Greater responsibility will be given to regional,
district and peripheral health personnel.

2. Support continued applied research at the Community
Health Sciences Unit (CHSU), primarily through the Malaria
Research Station, to guide malaria policies.
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- A new laboratory will be con:tructed on free space adjacent to
the Mangochi District Hospital. It will be staffed by a three
person core group. Salary support will be prqvided on a
decreasing basis untii MOH assumes full responsibility by the
fifth year. Applied research, such as assessments of presumptive
malaria diagnoses, efficacy of Fansidar and mpsquito barrier
studies, will be supported through technical assistance. Funding
will also be provided for long-term offshore training for one

entomologist.

3. Reinforce the health service delivery system in
providing malaria prevention and treatment services by
strengthening the capacity of regional, district and peripheral
health teams to commit greater resources to malaria control at
the service provider level.

Personnel adjustments within MOH will result in a full-time
Malaria Control Manager and Regional Malaria Program Managers to
strengthen service delivery capabilities. Critical MOH
functions, such as training, health education, drug monitoring
and sentinel sites will also be supported. District Health
Management teams will be funded to implement activities at the
district level most appropriate to each district’s needs.

4. Provide special funding for NGOs working at district and
more peripheral levels to develop new approaches to malaria
prevention and control.

NGOs will be supported for operations research, local financing
of health services and training, health education, supervision,
monitoring and community participation. : A

5. Support the design and implementation of a national
campaign to introduce Fansidar for treatment of presumed malaria.

The Amendment will provide technical assistance, management

support and funding to plan and carry out a fully coordinated
introduction of Fansidar.
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RECOMMENDED ENVIRONHENTAL DETERMINATION

Based upon 22 CFR Part 216.2 (c) (2) (ii), a Categorical
Exclusion is recommended fur Monitoring and Research Activities.

Based upon 22 CFR Part 216.2 (c) (1) (i), a Categorical

Exclusion is recommended for Technical Assistance and Offshore

Training.

Based upon 22 CFR Part 216.2 (c) (1) (i), a Categorical
Exclusion is recommended for Operational Activities since’ they
will not have an effect on the natural or physical environment.
These activities should in fact have a positive impact on the
man-made environment by improving the quality of life for the
people in the region.

Based upon 22 CFR Part 216.3 (a) (2) (iii), a Negative
Determination is recommended for the laboratory in Mangochi as
this building is situated on existing government grounds and
will not have a significant impact on the natural or man-made
environments. Mitigative actions which will be taken to minimize
impacts on the natural and man-made environments include: a
septic tank system to discharge human sewage; pipe connections
to the municipal water supply; a small incinerator system to
dispose of blood, needles and other materials that could be
contaminated by AIDS and/or other diseases; and

a solid waste disposal site for safe burial of materials not
disposable through incineration.

171';."1c
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ATTAUHMENT U

! project Name  : PHICB MALARIA AMENDMENT

gst. Complation : 1997
"~ Jate of Revision: 8/1992

Jesign Team + HOLLISTER,

LANDRY, BONNEMANN

Narrative Sunmery (NS)

NMeusuresbls Indicators (OVI)

Means of Verification (HOV)

Jeportant Assumptions

Goal:

1 To improve the health
status of Halaxiens by
strengthening malaria
control programs.

1.1 Reduce mortality rates
dug to acute and chronic
matoris particulsrly in
children under five snd
pregnant women,

1.2 Reduce the malaria case
fatalfity rete.

1.3 Reduce the incidence of .

towebirth weight
infants.

1.1 HOM Heatth Information
systen,

1.2 MOH, hespital records..

1,3 Special studies and
_surveys - - ‘

(goal to supergoal}

1.1 Melaria hes a :
significent tmpact on
health.

1.2 There are effective
measures for the contro
and treatment of malari
in Mataudi.

1.3 MNalaria 1s a sipnificen
ceuse of lou-birth
weight and the rates of
{ou-birth weight causad
by conditfons other tha
malarfe remain
unchanged.

Purpose:

1 Yo fdentify appropriste
methcds of preventing
malaria in Malawi and
incorporating them into
the nationsl malarin
contro!l strategy.

2 To assure prompt snd
accurate diagnosis and
treatment of malarfa.

1.1 Operational research to
{dentify appropriate
stategies for preventing
malaris in Halaul s
completed.

1.2 Plens for the
insplementation of
praventive messures sre
fnccrporated Into the
nationat mutsria control
strategy.

2.1 80X of coses of fever
sresenting at heslth
facilities are properly
diagnosed and trested.

2.2 40% of treated cases of
materia are
approcriately followed,

2.3 At least 67% of referred
cases of ccnplicated
malaria aro
sppropriately handled.

2.4 75% of mothers take

9 jats action
uimth‘!’gru hours of the
onset of & child's
fever.

1.1 Reports to the natforal
malaria munagement team,
the national matsria
advisory comnittes, and
u!sl“ll.o. ‘

1.2 Strategles at the
district level include
activities for the
prevention of malaris.

2.1 Supervisor's records at
the disteict level and
special studies and
surveys.

2.2 Superviser's records and
special studies,

2.3 HCH hospital records.

(purpose to gosl)

1.1 Effective meesures to
prevent maleria in
Hatlawf are feasible and
identified by
operational research.

1.2 tLocal poputations will
practice prevantative
health care 1f it s
understood and
affordable.

2.1 Adsquate lopistics!
systems, and accesible
knowledge and skitl ere
in place to ensure
heslth care providers
can parform their Jobs.
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2.6 Mothers will take the

sppropriste sctions if
resources are svailable
and they understand fts
sipniticance.

Outputs:

or: service delivery.

1 Program management focuses

1.1 A Nolarias Ccntrol

Management Toam s
assambled and meets

1.1 nnt!dg ninutes Indicate
auarterly meetings of
the Mslaria Control

(output to purpase)

1.1 tThe Malarie Control Tea
{s enpowered to promote
and inplement mataria

L e N T T 4'{(



2 DResearch capability to
guide malar{a control
policies is maintained,

3 Repional, district and
peripharat Level health
cesms have fncressed
capacity to deliver

melarfs control sarvices.

1.2

2.1

2.4

3.1

3.2

3.4

reguia=ly to monitor the
corpllence with and
affectivenvas of the
nations| maleris control
guldel Ines,

The most recent
guidelinet for the
treatment and praovention
of malaria are avaflable
in 93% of the health
factlities.

Senf-annual inforoation
newsletter {s produced
snd distributed to 90X
of the health units.

The CHSU/Mangochi
research facilitles are
built and equiped.

three indivuels are
hired and paid
freressingly by the MOH
to provide core staff
{or the rescerch
facitity in Mangoehi,

$tudies aro completed
which: dstermine the
efficacy of bedrets,
monitor the efficacy of
8-P, assess the
retiability of
presumptive disgnosis of
ralarfs fn malaw!, end
monitor changes in the
biolegy ¢f the vectars
of maiaria,

A MY utaft member
receives o M.Sc. In
madical entcnology and
raturns to the WON for
empleyment,

All district teams have
plans of sction for
maiaris contol.

district tesms conduct
training sessions in
sccordanes with their
sction plans, retraining
at least 80X of the
service detlvery
personnel,

pistrict tesms monflecr
and supervize malaria
centrol activities
within thafr d'ctricts.

District teams have
conducted cperationsl
ressarch programs,

1.2

1.,

2.1

2.2

2.3

z.‘

3.1

3.!

3.4

Hlnnnedint Teanm.
supervisery reports and
special survays.

st.pa'rvuolfs' rop;artu lnd
special surveys. ¢

Special surveys and
neatth facility
Inventories.

Site vigits and HON

‘¢${nancial reports.

Mol financiel and
pleyment records.

Repcrts to the national
mlaria managemant teem,
the advisory committes,
and U.$.A.1.0.

NOH erployment racords.

Review of district
action plens - ‘

Distict reports and
financiel records, field
surveys of tratning
coversge.

Supervisors’ records snd

i
\

reports. S vl

district reporté,tlo"t'ﬁ; 1

malsria contrat .
mansgement team, ‘i

l2.¢

[X}

“eontral sctivities

throughout Melaut.

HIS malaria statistics
are avsllabte trom the
districts in o timely
fashion.

The HoH fs willing to
commit more resources to
the mafntenace of the
appl {ed research

program,

The District teams have
the rescurces ard
capabilitias to develop
(uith the help of the
natforal metaria
sdvigory comittes),
{mplamant, and monftor
maleria control
sctivities within their
districts.

4
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NGOs have the capacity and
opportunity to contribute
to nalaria control
activities in their
districts.

S-p is effectively
launched as the
replacement for
chloroquine as the drug of
chofce for the treatment
of malaria.

"'

4.2

3.1

All district tesms have
implemented health

educetion and community
perticipatien programs.

NGOs participate at the
districe level In the
management of maleria
control sctivities.

NGOs have conducted
effective operational
research.

$-P je available in all
health units and
selected commarcial
oulets.

80X of health workers
prescribe S-P properly.

50X of the general
latfon {s awsre of
S-P and its proper use.

4.9

4.2

5.1

5.3

KAP- studies.

District reports to the
malarfa control
managerent team and NGO
progress reports to
u-’.‘-'-o- '

Progress reports to
UsSiAllaD.

drug inventories,

Supervicors' records.

KAP studies. ‘

4.1 The priorities of the
NGOs are consistant wit
the district's meleria
econtrol strategy.

4.2 NGOs' have the cepacity
to conduct effective
operational ressarch,

‘5.9 Central Medical Stores
- cen maintain and .
distribute sufficlent
supplies of S-P.

Activities:

RIS

Acsemble 3 malaria
control management team
to Include:

8) 8 full time team
manager from the health
services delivery
gection uithin the MOH
headquarters,

b) a reprosentative of
CHSU and the malaris
advisory committee,

¢) 8 representative from
each region, responsible
for malaris control
within the region,

1.2 Assist (n the

publication and
distribution of revised
guidetines for the
prevention, diagnosis,
and treatment of
mataris.

1.3 Assist in the

2.1

publication of a
senmi-annusl maleris
control newstester and
fts distribution to all
tevale of health care
providers.

Support the expansion
and equipping of the
CHSU research facilities
at Mangoch{ and
L1longue.

2.2 Pravide support for

research staff and
operating expenses for
soplied research en o
dacreasing scale.

Support selected applied

Inputs/Resourcess

Sudget in thousands

1.1 cost covered In PHICS

1.2 Cost covared in PHICS
1.38 15,0

2.1 8260.0
2.28 70,0

2.3 $437.3

2.4 3 80.0

3.1 $250.0

§.2 $400.0

3.3 9500,0

3.4 $300.0

3.5 $150.0
4,12 4.2 $300.0
5.1 $159.0

contingencies (10%) 291 0 ‘

TOTAL $3203.5

Budget ($000)

Construction 160.0
Technical Assistance 437.5
Training 630.0

Commod | t { es/Ecyst 100.0
Operating Expenses 1585.0
Evaluations & Audite 0
Contingencies 91.0

TOTAL 5203.5

1.'

USAID sudits and
evaluations

| 1.2 v.8.A.1.0. financial and

* progress reporta

z“ '

| cactivity to output)
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2.4

3.1

3.2

3.3

3.4

3.5

4.1

4.2

research studies
{nctuding;

#) WHO/Mangochi bednet
study,

b) monftoring the
officacy of 8-P,

c) assestment of the
reliability of &
presunptive dfegnosis of
malaria {n Halawt,

d) monitoring fer
changes in the biology
of malariw vectors.

Provide support for the
training of a madioal
entomologist to the
H.Sc. lavel,

Support the develepmant
of distriot malaria
control action plans.

Support the districts to
conduct training
programs In accordance
with the{r action plans.

Suppory the districts In
thefr effort to esnftor
and supsrvise malaria
control activities,

Provide support for
operetfonal rasearch at
the district and local
level.

Assist the districts
develep malaris control
health education and
commnity participation
proarams.

Support MGO's
participation in welaria
control activitiea at
the distrior and local
l.v.‘.

Provide support for
WG0's to conduct
operational resesrch.

Ffund a canpalign to
{ntroduce $-P as the
replecement for
Chloroquine fnetudings
a) packeging and

marketing 8-p,

b) a macs media pubtic
education campaign,

£) training of public
health workers.

3.1 3.
1 1
| 5.1 NESE
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ATTACHMENT D

SECRETARY TO THE TREASURY
MINISTRY OF FINANCE
P.O. BOX 30049
LILONGWE 3
MALAWI

Teiegrama: Finance, Lilongwe
Telephone: Lilongwe 731 11
Telex: 44407

Fax: 14 139

REF. -NO. USA/10/VOL. -II/5

The Mission Director,
USAID, : ‘
P,O. Box 30455,
LILONGWE 3

Dear Madam,

PROMOTING HEALTH INTERVENTIONS FOR CHILD
SURVIVAL (PHICS) PROJECT

- As you are aware, a number of amendments have been
agreed and implemented under the PHICS Project. The latest
amendment was mutually agreed upon in 1990 and in that
amendment, the Howard University Project activities for the
Lilongwe School for Health Sciences was launched. The
creation of the Manpower Development Unit in the Ministry of
Health was, yet, another.

2. From the foregoing, we should 1like, with your
agreement, to propose a further amendment which, will be
~aimed at covering the Malaria Research activities in
Mangochi district. It is envisaged that this project
activity will require an additional sum of US$1.65 million.

3. If the amendment is agreed upon and the sum of US$1.65
is made available, the Ministry of Health will use these
funds for developing their staff research capabilities by
way of constructing and equipping research laboratories,
building a few staff houses and the provision of salaries
and wages for the staff vorking on the research project. a
detailed breakdown of the financial requirements is attached
hereto for your consideration.

4. The Malawi government attaches a lot of importance to
this project most particularly that malaria is one of the

five deadly diseases in Malawi and accounts for about 36% of
the out-patients visits to the hospitals and other health
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clinics. We believe that any assistance in this direction
will not only assist the Ministry of Health in its untiring
.efforts to combat the disease, but that it will also make a
direct impact in the over-all improvement of the health of
people of this country.

5. We should be most grateful for your kind conéideratioh
and approval. ‘ '

Yours faithfully,

/

@Wﬂ/ /48
arned P. Kiwonga

FOR: |SECRETARY TO THE TREASURY
{ ;
\

CC: The Secretary for Health, LL3.

CC: The Secretary for Economic Planning & Development; 'LL3.
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