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Foreword
Malaria is both preventable and treatable and major reductions in the deaths and illness it causes are possible within the next several years.  Attacking the disease full-force with a front-loaded effort will have tremendous impact on health and economic outcomes.  In line with the national commitment to poverty reduction and social development goals, the Government of Uganda is taking an affirmative and emphatic step towards elimination of malaria as a public health problem in the country.  The country recognizes that to do too little about malaria will cost too much in terms of lives lost and losses to economic productivity and growth.  Ministry of Health, through the National Malaria Control Program, has translated this vision into concrete strategic actions for Malaria Control in Uganda over the next five years.
The strategic directions in this planning period are proposed within the broader international frameworks such as the RBM agenda, the Abuja Declaration by African Heads of State and the Millennium Development Goals. The document serves as a framework for a broad partnership between the Ministry of Health, other line ministries, civil society, non-governmental organisations, development partners and the private sector stakeholders in the fight against malaria in Uganda.

This is the Malaria Strategic Plan of Uganda’s Ministry of Health. The Plan covers the fiscal years 2011/12 to 2015/16, and it succeeds the Malaria Control Strategic Plan of 2006 -2010. The plan is intended to first and foremost help the Ministry of Health fulfil its mission, which is “To provide the highest possible level of health to all people in Uganda through promotive, preventive, curative and rehabilitative health services at all levels.  This plan will secondly guide all government and non-government actors in their regular medium-term and annual planning and budgeting exercises.  Thirdly, it will help NMCP, as the health sector coordinator, to negotiate with other government sectors/agencies, other actors in the health sector, and external funding agencies the scope and use of their investments in the malaria control program in Uganda over the 5-year period.

This Strategic Plan, initiated by the Ministry of Health and strongly supported by partners and international community, is a product of consensus of opinion to strategic directions for the next five years. The plan is co-owned by all the partners in the country and directed by the Ministry of Health through the National Malaria Control Program.  In order to achieve the targets set in this plan, significant resources will be required to translate the commitments of all stakeholders into effective action in order to achieve sustainable malaria control in Uganda. Uniquely, and for the first time in Uganda, this current strategic plan focuses on a rapid scale up for impact of all key malaria control interventions and providing an enabling environment for implementation of those interventions. There will also be deliberate efforts to implement a comprehensive policy on malaria diagnostics and treatment, wide scale Indoor Residual Spraying, and strengthening procurement and delivery of malaria commodities and medicines.  This will be carried out in the context of wider health sector strengthening, partnership coordination, and a more efficient Health Management Information System and general health systems strengthening. 
It is our hope and commitment that beyond this plan, Uganda will move into the pre-elimination phase and assure ‘A Malaria Free Uganda’ our Vision of all the efforts against malaria in Uganda. 

Dr. Aceng Jane Ruth

Director General Health Services
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Executive summary

The overall goal of this strategic plan is to reduce mortality due to malaria by 80% of 2010 levels and reduce morbidity due to malaria by 75% of 2010 levels, thereby setting the ground for pre-elimination in the next strategic plan period.  This is in line with the regional malaria elimination strategies, which were endorsed by the government of Uganda.  Efforts to reduce Malaria in the country have yielded lower results than the neighbouring countries with Uganda still being among the 5 top countries contributing the biggest number of malaria cases in the world.  

This strategic plan is aimed at rapidly scaling up the coverage of effective malaria prevention and treatment interventions in the first 3 years and thereafter consolidating the achievements in reduction of malaria infection and improved health outcomes. The main objectives are: 
1. To reduce malaria prevalence by at least 75% of 2010 levels by 2015;
2. To increase to 90% by 2015 the proportion of malaria cases parasitologically confirmed and treated with effective antimalarials;
3. To achieve by 2015, 80% of the population consistently using at least one malaria preventive method together with appropriate treatment seeking behaviours;
4. To strengthen M&E systems to assess progress towards set targets, informing refinement and decision making during implementation;
5. To strengthen NMCP for effective malaria control policy development, planning, management, partnership coordination and timely implementation of planned interventions in order to achieve all country objectives and targets set for 2015.
Within this strategic plan period, the country aims to establish some changes from the way NMCP is positioned and supported to enable it meet the challenges of rapid scale up and maintenance of high coverage.  The plan therefore specifies strategies for:
· Strengthening capacity within the different levels of the National Malaria Control Program (NMCP) to ensure that government and partners remain focused on achieving the strategic goal.  Critical to this is raising the profile, position and skills mix of NMCP to allow it to fully mobilise strategic partners and efforts during the rapid scale up;
· Moving towards integrated vector management approach and rapid and sustained scale up of LLINs, IRS and intensifying environmental management and larviciding coverage;
· Scaling up diagnosis using microscopy and RDTs and treatment with effective antimalarials; 
· Shifting towards social and behaviour change communication approach of IEC/BCC;
· Strengthening existing efforts in malaria surveillance, monitoring and evaluation systems.
Overall, the general population in the country will be targeted through the decentralized implementation structures. The total budget proposal for the five years of the planning period is estimated at US$ 887,481,696. 

1 INTRODUCTION
1.1 Background 
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Malaria is preventable and treatable yet approximately 70,000 to 100,000(1) Ugandans die from malaria yearly. Uganda has the highest number of malaria cases
 globally and the highest malaria prevalence in the region(2) (figure 1).  Malaria is the highest ranked cause of morbidity in Uganda with an estimated 60 million cases(3) occurring each year in the country. The disease is the leading cause of death in children under the age of five in Uganda, accounting for just under one third of the under five deaths(4), and it is a major cause of complications, including death, in pregnant women(5).
Malaria is not only a health problem but also a development problem. In economic terms, prevention and treatment of malaria in endemic countries such as Uganda costs up to 32% of a household’s annual income(6) and accounts for up to 39% of public sector health expenditure(7). Malaria affects agricultural production and reduces labour productivity through lost workdays as well as diminished on-the-job performance(8). Malaria also affects learning and educational attainment through absenteeism from school and cognitive impairment related to its chronic impact on the body(8). Severe malaria causes permanent neurological damage (5). Furthermore, in globalization terms, malaria deters tourists and visitors(8). Malaria is thus both a cause and consequence of poverty in Uganda.
1.2 The Place of Malaria in the National Health Plan
The Malaria Program has remained as a priority action within the national health agenda in Uganda. The Political Presidential Manifesto 2010 points towards “Malaria eradication”. The Constitution of the Republic of Uganda, National Development Plan (NDP 2010/11- 2014/15), and the NHP II position malaria among the programs of national interest

The country has favourable policies to ensure that malaria is controlled in the country.  User fees were abolished in all public facilities making treatment free in all public facilities and government taxes on ITNs, medicines and laboratory supplies were waived in 2001.   Government has embraced the Affordable Medicines Facility-malaria (AMFm), which will ensure that effective Artemisinin based Combination Therapies (ACTs) are available in all public facilities and in private outlets at an affordable price. 

At the highest level, a Parliamentary Working Committee on Malaria as a sub- committee of the social services committee was formed to increase malaria control visibility in legislative business.   In other dimensions, malaria agenda benefits from the Highland Malaria Project of the Nile Basin countries. 
The period covered by this plan is the most important in the history of malaria control in the country, as it is a period for achieving consolidation of malaria partnerships and extensive internal and external resource mobilization for massive scaling up. 
1.3 Country Profile
1.3.1 Geographical Characteristics

The Republic of Uganda is a landlocked country located within the Great Lakes region of East and Central Africa. It shares Lake Victoria with Kenya and Tanzania and Lakes Albert and Edward with the Democratic Republic of Congo (DRC), positioned between 1° south of the Equator and 4° north. Uganda has an area of 241,550 square kilometres of which 41,743.2 Km2 are open water and swamps, and 199,807 Km2 is land.  
Within its boundaries are lakes Wamala, Bunyonyi, Katwe, Nakivale, Mburo, Kyoga, George and Bisina. The three major rivers in Uganda are Aswa, Kagera and the Nile, yet there are many smaller rivers and streams, which drain into numerous wetlands and lakes or form tributaries and sub-tributaries to the major rivers. Wetlands cover 13% of the total land area(9).  The vegetation is mainly composed of savannah grassland, woodland, bush land and tropical high forest.

Uganda has a favourable tropical climate for both mosquitoes and man owing to its relatively high altitude (between 1,300m and 1,500m).  Mean annual temperatures vary between 16° C in the Southwest and close to 30° C in the Northeast. The regions of West, Central and Eastern Uganda experience two peaks of rain fall in the year from March to May and from September to December. The northern parts of the country experience less rainfall and have one rainy season in the year. Uganda has tropical rain forests in the south to savannah woodlands and semi deserts in the northern part.  The peak of malaria transmission coincides with the peak of planting and harvest seasons when demand for labour is high. 
1.3.2 Economy

Uganda is mainly an agricultural economy (80%) with a large subsistence and a smaller scale agricultural-based industry. There is enough food production in the country, yet its distribution is inequitable. The immediate post independence economy thrived with GDP growth at 5% per annum(10). In the 1970s and 1980s there was devastation of the social and economic infrastructure in a period of political turmoil, with a consequent break down across the social services sector. 
Over the years, Uganda’s economy has experienced ups and downs in growth rates. From independence in 1962 up to 1971, Gross Domestic Product (GDP) grew by an average of 5.2% per annum; declined between 1971 and 1979, by 25% due to the unstable political situation and economic mismanagement; grew again by 5.5% from 1981 to 1983 and declined to negative growth rates in 1984 and 1986. Between 1987 and 1996, GDP grew at an average of 6.5%. The growth rate slowed to 6.8% between 2000 and 2004, and increased to 8% over the period 2005 to 2008(11).  The impressive GDP growth performance in recent years has contributed to a significant reduction in poverty levels. The percentage of the population living below the poverty line declined from 56% in 1992/93 to 44% in 1997/98, and further to 31% in 2005/06(11). With a GDP of US$ 430 per capita(11) Uganda remains among the poorest countries in the world. Poverty is still wide spread in the country especially in rural areas.
1.3.3 Demography

Uganda’s rapidly growing population has implications for malaria control because of the increasing pressure on arable and inhabitable land forcing people to move into previously uninhabitable areas. It is reported that malaria transmission is increasing in the country due to massive deforestation and cultivation of wetlands, poor environmental sanitation and other man-made breeding sites especially in peri-urban areas.

The population has expanded from 9.5 million in 1969 to 24.2 million in 2002 and estimated at 30.7 million in 2009(11). At 3.2% growth rate per annum (1991-2002), Uganda’s population is projected to reach 38 million in 2015(11) implying a relatively high number of pregnant women. More than half of Uganda’s population (51%) are females(11). The general population is increasingly becoming younger with the proportion of children (under 18 years) having increased from 51% in 1969 to 56% in 2002(12). The majority of Ugandans (80%) live in rural areas though the trend towards urbanization is increasing.
There has been a general improvement in mortality levels. The infant mortality rate declined from 122 to 75 deaths per 1,000 live births between 1991 and 2006 while the under five mortality declined from 203 to 137 deaths per 1,000 live births over the same period(13). 
Malaria is a major contributor to child mortality, which invariably contributes to reduced life expectancy which is still low, though it increased from 45 years in 2003 to 52 years in 2008(11).
	The population pyramid of Uganda is typical for developing countries with 52% under 15 years of age and only 3% of 65 years and older. The proportion of children under 5 is high at 19.4% and that of women in child bearing age (15-49 years) 20.4%(3).


The 2005/06 Uganda National Household Survey revealed an overall literacy
 rate of 69% among persons aged 10 years and above with more men found to be literate (76%) than women (63%); and higher for urban dwellers (86%) than their rural counterparts (66%).

1.3.4 Socio-Political system

Administratively, Uganda is divided into 112 districts which are further sub-divided into lower administrative units namely counties, sub-counties, parishes and villages.   The levels with local governments are districts, Municipalities and sub-counties.
The GoU has been implementing a decentralisation program as a way of improving the efficiency and effectiveness of service delivery since 1993.  These programs are guided by the Constitution of the Republic of Uganda (1995) and the Local Government Act (1997).  Services are decentralized to districts and within districts to Health sub-District (HSDs) with each level having specific roles and responsibilities. 
The emergence and growing importance of broadly inclusive non-governmental platforms presents an opportunity to engage with civil society in a more strategic and sustained manner. These platforms currently include non-governmental organisations (NGOs) and other non-profit entities including faith based organizations, trade unions, community based organizations, professional associations and interest groups.

2 HEALTH SYSTEMS ANALYSIS
2.1 Policy Environment

The National Health Policy (NHP) and the National Health Sector Strategic and Investment Plan (2010-15) are implemented through partnerships within the broad framework of the Health Sector Wide Approaches (SWAps). Existing mechanisms such as the Health Policy Advisory Committee (HPAC), annual Joint Review Missions (JRM), Health Sector Working Group (HSWG) and biennial National Health Assembly (NHA) ensure coordination, continuity and regular reviews within the health sector.  The country has developed a new comprehensive malaria policy, which will guide all malaria interventions in the country. 

At the centre, a number of specialized malaria control support services have been delegated to national autonomous institutions.   National Medical Stores (NMS) is responsible for procurement, storage and distribution of malaria commodities, Uganda Blood Transfusion Services (UBTS) for blood supplies to hospitals, and National Public Health Laboratories for Quality Assuarance (QA) and technical laboratory support.  Regulatory authorities include the National Drug Authority (NDA) and professional councils. The Uganda National Health Research Organisation (UNHRO) coordinates the national health research agenda, whilst several institutions conduct research in Uganda, including the Uganda Natural Chemotherapeutic Research Laboratory, public universities and other research centres. The Health Service Commission (HSC) is responsible for the recruitment, deployment; promotion and management of human resource for health (HRH) on behalf of the MoH at national and regional level while the District Service Commissions perform the same functions at local government level. 

The MoH provides leadership for the health sector, with provision of health services in Uganda decentralised to districts and health sub-districts (HSDs). There is no formal ‘intermediate administrative level (region) hence regional hospitals serve as an extension of the centre. The formal health system comprises the Public Sector, Private-not-for-profit (PNFP) and Private Health Practitioners (PHP) sub-sectors. There is a large informal sector of traditional and complementary medicine practitioners (TCMP) ranging from the medicine vendors and shops, to complementary and alternative medicine practitioners. The private sector covers about 50% of the reported health system outputs in the country and the GoU recognizes their importance through subsidizing the PNFP and having initiated the AMFm that covers the needs of PHPs as well.

2.2 Structure of the Health System
	The public health sector in Uganda is stratified in 5 tiers; 2 National Referral Hospitals (NRHs) and 13 Regional Referral Hospitals (RRHs), general hospitals, HC IV, HC III and HC II. The HC I have no physical structure – and comprise local teams as Village Health Teams (VHT) working to link health facilities and the community


The health Sub District is mandated with planning, organization, budgeting and management of all health services within their areas. HC IIIs provide basic preventive, promotive and curative (including laboratory diagnosis) care and provide support supervision to the community and HC IIs under their jurisdiction. The HC IIs provide the first level of interaction between the formal health system and the communities providing only out patient care and community outreach services and linkages with the village health team (VHT).  While VHTs are playing an important role in health care promotion and provision, currently only 31% of the districts have trained VHTs in all the villages. 
Table 1: Summary of Health System Analysis(14)
	
	Strong points
	Weak points
	Proposed actions

	1. Leadership and governance 

	· Strong political commitment for malaria efforts;

· Updated national health policy and strategic and investment plan
	· Inadequate coordination of partners, alignment of private sector, cross-sectoral collaboration, cross- border initiatives;
· Limited strategic management capacity;

· National malaria policy yet to be approved;
· Low positioning of NMCP within the Ministry of Health
	1. Implement the 3-ones (One plan, one coordination, one M&E plan) 
2. Build on public- private partnerships; 
3. Elevate the profile of NMCP to a  Department; 
4. Strengthen cross border initiatives

	2. Sustainable financing and social protection
	· Established national financing framework;
· Free services in public sector;

· Partnership and global support
	· Delays in  disbursement /availability of financial resources;
· Poor funding for service delivery at local government level
	5. Advocate for increased funding and timely disbursement;
6. Advocate for improved allocative efficiency

	3. Health workforce
	· Defined minimum staffing norms
	· Insufficient front line staff;
· Inadequate remuneration with resultant high attrition and internal and external brain drain;
· Poor working environment
	7. Improve working environment; 
8. Regular support supervision;
9. Increase number of front line staff;
10. Collaborate with other departments in the MoH to strengthen community structures through ICCM (in the short term)

	4. Medical products, technology
	· Revised procurement guidelines
	· Slow procurement process
	11. Improved PSM system, prevention of stock outs;
12. Improve supply and procurement


	5. Service Delivery
	· Case management referral system;

· Clear public delivery systems;

· Presence of ICCM and VHTs
	· Fragmented Health system in malaria prevention and control;
· Poorly functioning VHTs;
· Weak referral system;
· Weak zonal structure;
· Sub-optimal management of severe malaria;
· Limited access to effective antimalarials in both public and private sectors;
· Limited coordination and support for implementation of BCC activities
	13. Empower districts to implement programs;
14. Building on VHTs , Utilize existing district health systems;
15. Strengthen referral systems;
16. Revitalise zonal structure

17. Improve severe malaria case management at all levels
18. Universal access to effective antimalarials in public and private sector;

19. Coordinate and emphasize SBCC for community empowerment and participation in malaria control

	6. Health Information System
	· Revised HMIS
	· Low quality data;

· Weak logistic monitoring
	20. Build technical capacity of HMIS staff;
21. Train decentralized NMCP staff for continual data collection and processing


3 MALARIA SITUATION ANALYSIS
3.1 Epidemiology

Malaria is a major public health problem and the most frequently reported disease at both public and private health facilities in Uganda.  Clinically diagnosed malaria is the leading cause of morbidity and mortality, accounting for 30-50% of outpatient visits at health facilities(3), 15-20% of all hospital admissions(3), and up to 20.9% of all hospital deaths(15). 27.2% of inpatient deaths among children under five years of age are attributed to clinical malaria(15). A significant percentage of deaths occur at home and are not reported by the facility-based Health Management Information System (HMIS).
Malaria is highly endemic in 95% of the country, covering approximately 90% of the population of 34 million. The remaining 5% of the country consists of unstable and epidemic-prone transmission areas in the highlands of the south- and mid-west, along the eastern border with Kenya, and the north-eastern border with Sudan. In some areas of northern Uganda, the entomological inoculation rates (infective biting rates by the mosquitoes that transmit malaria) are among the highest recorded in the world. 
The Malaria Indicator Survey conducted in 2009 reported high prevalence of malaria parasites in children <5 years of age ranging from 5% in Kampala to 63% in mid northern region, with a national average of 45%(3).
All the four species of malaria parasites exist in Uganda, with P. falciparum being the most prevalent (99%), followed by P. malariae (2%), P. vivax (2%) and P. ovale (< 1%)(3). 
Co-infections with different species of plasmodium occur at a prevalence of 3%(3)
The most common malaria vectors are Anopheles gambiae s.l. and Anopheles funestus. A. gambiae is the dominant species in most places, while A. funestus is generally found at higher altitudes and during the short dry seasons (September through November), when permanent water bodies are the most common breeding sites. 
In some areas of northern Uganda, such as Apac and Oyam, A. funestus is the most common vector.
	Within the A. gambiae complex the predominantly anthropophilic and endophilic Anopheles gambiae s.s. is by far the most common with A. arabiensis found in 1- 10%; Non-malaria vector, A. quadriannulatus is in less than 5%. Rare A. bwambae species is limited to the River Semiliki forest hot springs.


 Anopheles gambiae s.l. and A. funestus feed and rest indoors, making ITNs and IRS viable vector control strategies. 
Reported malaria cases from outpatient department have over the years increased from 28% in 2001 to 45% in 2010(14). In the same period, there has been only a minimal malaria parasitological testing increase from 5% in 2001 to 24% in 2010 with an average positivity rate of 45%(14).  Inpatient malaria data is not readily available and the impact of malaria control interventions on severe malaria and deaths cannot be ascertained.  Transmission intensity varies from EIR of <1 to 1,564. The three delineated EIR zones of <10, 10-100 and >100 cover 10%, 20% and 70% of the country respectively – therefore almost the entire country is under intense transmission. 
3.2 The Malaria Program Performance

3.2.1 History of the Malaria Problem in Uganda
After 1986, access to medicines improved dramatically, through government health facilities, NGO-based health facilities and particularly the private for-profit sector. In many areas private outlets became the principle source for malaria treatment reaching a proportion of between 60% and up to 83% depending on the trading infrastructure of the area(16).  Resistance to first line anti-malarial drugs started to increase in Uganda in the late 1990s. Between 1997 and 1998 a sentinel surveillance system for drug resistance monitoring was established as part of the East African Network for Monitoring Anti-malarial Treatment, EANMAT. 
Indoor Residual Spraying (IRS) was first piloted in Western Uganda in the late 1950s, Insecticide Treated Nets (ITNs) adopted in 1990s and Home Based case management around 2002. There were other prevention and control methods in use such as bush clearing, closing houses early to bar away mosquitoes, clearing stagnant water, use of aerosol sprays, coils and traditional local herbal medicine and house proofing.  At that time IRS was only being used sporadically during epidemics or in small, local initiatives - mainly in the Southwest as well as in some institutions (e.g. boarding schools, barracks).  As traditionally mosquito nets were used in very few areas of Uganda (mainly around Lake Kyoga), the introduction of insecticide treated nets (ITNs) started with small trials and projects in the early 1990s. First district-based distribution/sales were carried out through NGO’s and bilateral organizations but these did not exceed several thousand nets per year. After intensive discussions ITNs were included as a key preventive strategy for the first time as part of malaria control policy in 1998. In 2000 Uganda waived off taxes and tariffs for ITNs. This helped in the rapid development of a commercial mosquito net and ITN sector, which has since shown exponential growth rates.
With respect to malaria prevention, in the 1950’s and 1960’s environmental management was strong in municipalities and towns but not in rural areas, with drainage (malaria channels) and reduction of breeding sites for all mosquitoes (tin-collectors). This approach ended in the late 1970’s with the beginning of political destabilization in Uganda.
Malaria treatment in Uganda had mostly relied on chloroquine. However, this changed due to an upsurge of the disease and resistance to treatment (especially the emergence of chloroquine resistant Plasmodium falciparum). The government revised malaria drug treatment policy two times: from chloroquine monotherapy to chloroquine and sulfadoxine pyrimethamine (CQ/SP) in 2001; and Artemisinin-based Combination Therapy (ACT) adopted in April 2006 as the first line treatment regime. These policy measures have been passed onto lower levels with the district as the basic unit of coordination as per the decentralisation policy. The aim is to reach the most affected people at grass root levels with effective medicines. 
Over the past decade, there has been a deliberate effort to improve approaches to malaria control and reduce its impact on the population, with two strategic plans having been developed. Significant progress has been made in scaling up treatment using effective ACTs and LLIN distribution.  The country has also laid foundation work to initiate and expand parasite-based diagnosis and resources have greatly increased to move towards nationwide scale up of key interventions.
Development of Policy, strategies and guidance

	Strategy 
	Case management / MIP
	Vector Control 
	General 

	2000 and earlier
	The Malaria in Pregnancy Strategic Plan
	 
	

	2001
	
	
	Malaria Control Policy 2001/2- 2009/10; Malaria Control Strategic Plan 2001/2- 2004/05

	2002
	Home Based Management of Fever (HBMF) Strategy
	
	

	2003
	-
	Policy and Strategy for ITNs
	

	2005
	Antimalarial Drug Policy Change from CQ/SP to (ACTs)
	
	Malaria Control Strategic Plan 2005/6- 2009/10

	2006
	A practical Guide for Health Workers in Management of severe /complicated malaria
National Policy on Malaria Treatment, 2006 
	
	Malaria Control Policy

	2007
	
	Policy and Strategy For Indoor Residual Spraying (IRS)
	Behavioural  Change Communication Strategy; National drug policy 2007;  National Pharmaceutical Sector Strategic Plan (2010-2015)

	2008
	
	IRS Communication Strategy (2008)
	

	2009
	National Lab Policy 2009 
	
	

	2010 
	Developing comprehensive National Malaria Policy


3.2.2 Current situation of the malaria program
Until the creation of the Malaria Control Unit (MCU) within the Directorate of National Disease Control in 1995, malaria control received little attention within the Ministry of Health (MoH). Since then a significant growth in size, capacity, political commitment and funding of the National Malaria Control Program (NMCP) has been realized. 

By 2007, the coordination of malaria stakeholders under the RBM Partnership network, like in all other countries, was being done using the Inter Agency Coordination Committee on Malaria (ICCM). In Uganda the ICCM was chaired by the Minister of State for Primary Health Care and consisted of 5 Technical Working Groups (TWGs) namely: Vector Control, Case Management, Malaria in Pregnancy, M&E and IEC.  
Later, the Long Term Institutional Arrangement (LTIA) was introduced to harmonize TWGs as a Basic Package TWG of the Communicable Disease Control (CDC) subcommittee, providing technical representations of disease programs. Partnership coordination remained a challenge, and an RBM Partnership Forum was formed in order to: i) bring all malaria partners together to discuss, peer review and reach consensus on malaria related technical issues prior to them being presented to the CDC subcommittee and Basic Package TWG and, ii) plan together and jointly monitor progress and evaluate impact under the “three ones”.
The RBM Partnership Forum has gone through a period of functionality based on availability of funding. The Partnership was strengthened in 2008 with support from the EARN Coordinator based in the WHO Country Office. In 2010, the partnership was boosted with the development of an Aide Memoire highlighting the principle of the ‘3 ones’(17), the country-wide mapping of partners, creation of a partnership fund and rotational co-chairing and funding of the partnership meetings. 
Currently, the Stop Malaria Project, funded by PMI, is supporting the RBM quarterly meetings and this has improved regularity and timeliness of meetings. However there is still low participation leading to fragmented planning and implementation, poor reporting and duplication of efforts.
To date the ‘Aide Memoire’(17) has not been fully operationalized and there is no partnership fund.  NMCP needs sustainable financing to perform its leadership mandate of the Partnership Forum. The coordination function of the NMCP with technical support from the WHO country office needs to be streamlined.
3.2.3 Progress towards achievements of international and national targets

Progress towards achieving international and national targets has been very slow as shown in the table 2 below:
Table 2:  Towards Achievements of International and National Targets(14)
	Indicator
	2004/05 Baseline
	2005/06
	2006/07
	2007/08
	2008/09
	2009/10
	Target 2010

	1. Proportion of pregnant women who have completed IPT2
	34% (HMIS)
	37% (HMIS)
	42% (HMIS)
	42% (HMIS)
	44%   (HMIS)
	31.7% (UMIS)
	80%

	2. Proportion of households having at least one insecticide treated net
	15%
	16% (UDHS)
	16% (UDHS)
	42% (NMCP)
	46.7% (UMIS)
	54% (NMCP)
	70%

	3. Proportion of targeted households with IRS sprayed
	0%
	0%
	95% (NMCP)
	95% (NMCP)
	97% (NMCP)
	99% (NMCP)
	80%

	4. Proportion of children under five getting correct treatment within 24 hours of onset of symptoms 
	25%
	60% (NMCP)
	71% (NMCP)
	71% (NMCP)
	No data
	13.7% (UMIS)
	80%

	5. Case fatality Rate 
	4%
	4%
 (NMCP)
	No data
	3% (HMIS)
	2% 

(HMIS)
	1.4% (HMIS)
	2%

	6. Percentage of health facilities without any stock-outs of first line anti-malaria medicines 
	50%
	50% (NMCP)
	35% (NMCP)
	35% (NMCP)
	50% (NMCP)
	No data
	80%


3.2.4 Linkage with other programs

The MoH, through the Department of National Disease Control, is responsible for coordination of activities aimed at the control of malaria.  The department works with other departments within the MoH to jointly develop policies and guidelines for the prevention and control of communicable diseases including malaria. 
Malaria Control Program is part of the Communicable Diseases Technical Working Group of the MOH. NMCP has identified needs for strengthening program performance.  In 2001 the Inter agency Coordination Committee for malaria (ICCM) with 5 working groups (Case Management, Vector Control, Social mobilization & Advocacy, Malaria in Pregnancy, and M&E/Research) was established. The ICCM working groups have since been merged with the Health Policy Advisory Committee (HPAC) technical working groups in 2006.  However, the low position of the NMCP within the Ministry of Health hierarchy is viewed by management to be a major barrier to effective performance. NMCP has insufficient influence on strategic decisions on malaria control and inadequate profile to effectively negotiate, link and coordinate with key multi-sectoral, multilateral and bilateral partnerships in malaria control.
For example, linkage with other programs remains weak and in many cases is limited to discussions in meetings.  The key programs for collaboration include Reproductive Health (MiP), Child Health (ICCM), HIV/AIDS Control Program (Malaria and HIV), Vector Control Division (malaria, lymphatic filariasis, plague, leishmaniasis, trachoma, etc.), Central Laboratory (diagnostics), Clinical Services (treatment and referral), Health Education (SBCC) and Resource Centre (M&E). Linkage with other ministries also needs to be strengthened; for example those with the Ministry of Agriculture, Animal Industry and Fisheries (MAAIF)) for the control of malaria vectors and the Ministry of Local Government (MOLG) for the revitalization of the Kampala Declaration on Sanitation, 1997 for environmental management control of mosquitoes. Linkages with other programs at district level are equally weak and ineffective in coordinating resources and outputs, although there is more integration at facility level.
3.2.5 Partnership coordination

RBM sub-committees continue to play an effective role in coordinating partners and providing technical oversight in implementation of the various interventions. Partnerships were strengthened through functionality of the committees, and the visibility of the malaria program enhanced.  However there is still low participation leading to fragmented planning and implementation, poor reporting and duplication of efforts. 
The Malaria and Childhood Illness NGO Secretariat (MACIS) was established in 2003 as a network of CSOs engaged in Malaria and Child Health. To date MACIS has a membership of 450 CSOs and has trained all of them in the areas of advocacy for Malaria, as well as monitoring and evaluation. MACIS provides regular technical and policy updates to the members. It has worked with MOH/NMCP to coordinate dialogue with Members of the Social Services Committee of Parliament, with an aim of increasing the oversight role of the Members of Parliament (MPs) for malaria programming and accountability for resources. MACIS also represents the CSOs in technical working groups and disseminates related information.
3.2.6 Challenges and weaknesses

Tabulated below are the key challenges and weaknesses to the NMCP in carrying out effective malaria control in Uganda:
	Key challenges to Malaria Control in Uganda

1. Low positioning and status of NMCP in the ministry for effective execution of its mandate
2. High donor dependency with inadequate government funding resulting into failure to sustain and scale-up interventions.
3. Development of resistance  (medicines and insecticides)
4. Political/external (donors, environmentalists, organic farmers etc) interference in implementation of programs
5. Unpredictable weather creates challenges for coordination, implementation, monitoring and supervision of malaria interventions.
6. The policy governing the partners/CSOs only mandates the licensing authority to regulate their operations
7. Cultural social norms create distortion to IEC/BCC messages therefore affecting program uptake.
8. High and increasing media costs and other operational costs


3.2.7 Main programmatic gaps in interventions and resources

During the previous strategic plan, progress was made in promoting early treatment seeking behaviour, increased coverage of IRS and ITNs, and ensuring availability of ACTs in health facilities. However these modest gains were constrained by a few pertinent programmatic challenges and gaps. Notably:
1. Limited coordination and harmonization of partner efforts to contribute towards the “three ones” principle; 

2. Complex and generally ineffective procurement systems characterized by delayed delivery of malaria commodities especially ACTs; 

3. Inadequate numbers of trained health workers in health facilities; 

4. Weak and generally inadequate laboratory infrastructure for malaria diagnosis.
	In response to the above identified gaps, the current strategic plan will focus on rapid scale up for impact, through providing an enabling environment for implementation of key malaria interventions. Targeted actions will implement comprehensive policies on diagnosis and treatment, strengthened procurement and delivery of malaria commodities, and improved coordination mechanisms for RBM, M&E and general health systems


4 STRATEGIC PLAN FRAMEWORK
4.1 Vision   
4.2  A Malaria free Uganda 
4.3 Mission

 To provide to all people in Uganda quality services for malaria prevention and treatment 
4.4 Goal and Objectives

4.4.1 Goal

1. To reduce mortality due to malaria by 80% of 2010 levels by 2015.
2. To reduce morbidity due to malaria by 75% of 2010 levels by 2015
;
4.4.2 Objectives
1. To increase the proportion of Households with at least two ITNs from 24% in 2010 to 80% by 2015

2. To increase the proportion of malaria cases parastologically confirmed from 24% to 80% by 2015

3. To increase the proportion of children under five sleeping under an ITN the from 43% in 2010 to 80% by 2015

4. To increase the reporting rate (timeliness, accuracy and completeness) of 2010 levels to 100% by 2015

5. Achieve 100% of planned partnership coordination and review meetings By 2015

1. To reduce malaria prevalence by at least 75% of 2010 levels by 2015;

2. To increase to 90% by 2015 the proportion of malaria cases parasitologically confirmed and treated with effective antimalarials;
3. To achieve by 2015, 80% of the population consistently using at least one malaria preventive method together with appropriate treatment seeking behaviours;
4. To strengthen M&E systems to assess progress towards set targets, informing refinement and decision making during implementation;

5. To strengthen NMCP for effective malaria control policy development, planning, management, partnership coordination and timely implementation of planned interventions in order to achieve all country objectives and targets set for 2015.
4.5 Strategic Direction and Policy Priorities

Over the last ten years, NMCP has focused on introducing a number of effective malaria prevention and treatment interventions, although these are yet to create the desired impact. 
	In analysis of the strategic direction, limitations in past performance were attributed to an overreliance on vertical implementation approaches, fragmented and piecemeal implementation of activities with limited coverage by both partners and stakeholders, and weak coordination and harmonization of malaria control efforts.  


The resulting new strategic direction for the program will be to rapidly scale-up selected interventions to universal coverage and achieve consolidated control by addressing identified major gaps and set the ground for pre-elimination in the next strategic plan period. 
This will involve rapid expansion of existing strategies within three years, with identification of targeted responses as progress is made.  Targeted responses will be necessary to achieve an 80% and 75% reduction from 2010 levels in malaria mortality and morbidity respectively.  A malaria risk map for Uganda will be developed to guide the tailoring of responses in line with endemicity.  To ensure that the desired impact is achieved and sustained, drug and insecticide resistance will be monitored, along with steps taken to improve the case management of severe malaria in preparedness for low malaria prevalence and possible malaria epidemics.  This scaling up should lead to massive reductions in malaria morbidity and mortality that will need to be sustained.
To achieve the intentions of this strategic plan, each level of the health care system will have specific activities to be implemented as specified in their respective mandates. This plan will be implemented within the national health sector strategic and investment plan (2010/11 – 2014/15) as a basis for developing Joint Annual Malaria Activity Plans. There will be A mid -term evaluation of the strategic plan in the third year of implementation.

4.6 Principles
This strategic plan will work within the NHSSIP principles namely;
a. Evidence-based and forward looking: The implementation of this Strategic Plan will be evidence-based, forward looking and take into account emerging trends
b. Partnerships: NMCP will promote partnership with other institutions, ministries, CSOs and the private sector as a cornerstone of all its undertakings
c. Primary Health Care: PHC shall remain the major strategy for the delivery of malaria interventions in Uganda.  
Greater attention and support is to be given to health promotion, education, and enforcement for sustainable participation in malaria control through prevention interventions in malaria control, with emphasis on empowerment of individuals and communities. 
d. Pro-poor and sustainability: Malaria interventions will be pro-poor, target vulnerable groups and should support sustainable development.  The interventions will be cost effective and pay special attention to underserved parts of the country
e. Integrated service delivery: All malaria interventions should be provided in an integrated manner
f. Gender-sensitive and responsive health care: A gender-sensitive and responsive malaria control system shall be achieved and strengthened through mainstreaming gender in planning and implementation of all health programs
g. Mainstreaming of health in relevant policies: Malaria strategies and interventions will be mainstreamed in all relevant sectors and MoH policies; NMCP will provide effective stewardship role on malaria issues, and provide technical guidance to other health departments/divisions, government ministries, health development partners, NGOs, civil society and the private sector.
h. Uganda in the international context: In order to minimize health risks, the Government of Uganda will play a pro-active role in initiating cross border malaria control initiatives.  NMCP will adhere to WHO/RBM guidance in planning and implementing malaria control initiatives
i. Decentralisation: All malaria interventions shall be delivered within the framework of decentralization and will be district based
4.7 Major Priorities

The major strategies and interventions that will be implemented during this strategic period are explained in section 6. While it is necessary that all these interventions should be implemented it is important that priorities of this strategic period be identified so that budgetary allocations will reflect prioritised interventions. This strategic decision is necessary in light of limited resources to cover all interventions and services for all people in Uganda during this period. 

The key priorities for this strategic plan are:

1. Implementation of Integrated Vector Management;

2. Increasing coverage, utilization and compliance to parasitological diagnosis using microscopy or RDTs as a basis for treatment;
3. Universal access to effective antimalarials in public and private sector;

4. Improve severe malaria case management at all levels;
5. Emphasize SBCC for community empowerment and participation in malaria control;
6. Strengthening malaria program monitoring and evaluation at the national and sub- national levels;
7. Use malaria control as an entry point to strengthen health systems wherever possible.
5 INTERVENTIONS AND IMPLEMENTATION STRATEGIES

5.1 To reduce malaria prevalence by at least 75% of 2010 levels by 2015
Strategic Direction:
Implementation of malaria prevention interventions in Uganda has been done using a set of interventions including LLINs and IRS.  However, this has not been done in an integrated manner and sometimes with irregular implementation. Thus, the previous strategic planning and implementation efforts in the country have been insufficient in reducing transmission.  Activities and resources for control were applied and remained available at national level, with vertical implementation and inadequate distribution across the country 
The new national IVM strategy is designed to achieve rapid scale up of prevention interventions to create impact.  In order to mobilise resources, plan adequately and reduce costs of IVM, the NMCP will conduct a comprehensive epidemiological, entomological and ecological situation analysis.   This will update the epidemiological map developed in 2004 and result in development of IVM Guidelines for Uganda. 
Malaria mapping will be required to inform control efforts. Based on this mapping, an appropriate set of vector control interventions for each epidemiological stratum will be developed and impact monitored. 
The NMCP will refocus on implementing a combination of interventions including the scale-up of IRS alongside universal LLIN coverage.  The target will be to reduce malaria transmission in rural and urban areas through targeted scaling up of IRS coverage, increasing the use of LLINs, conducting operational research to inform implementation of larviciding and live-bait technology in the “Cattle Corridor” districts (especially Karamoja), strengthening coordination and partnership development with partners and local NGOs at national and district levels and improving district capacity to champion, monitor and evaluate malaria control activities, including insecticide resistance .
In line with this approach, IVM implementation will be decentralized and controlled at district (and municipal) and sub-district levels to appropriately target use of different vector control methods in an integrated manner to reduce human-vector contact while addressing sustainability concerns.  Therefore, to generate implementation momentum NMCP will work towards resolving capacity and technical issues hindering vector control application as close to the community as possible.  Capacity will be built at the district level to plan, implement, monitor and evaluate these vector control operations.  At national level, the inter-ministerial IVM committee will be revitalized to promote systematic revision and implementation of a legal and regulatory policy framework for inter-sectoral action.
Key Interventions 
1.
Reach and sustain universal coverage and utilization of Long-Lasting Insecticidal Nets (LLINs) so that each household owns at least one LLIN for every two persons through: 
i. Provision of free LLINs to households by mass campaign distribution at intervals of 3 years;
ii. Replacements of LLINs through ANC and EPI outlets.
2.
Scaling up of routine Indoor Residual Spraying to ensure that interior walls of targeted institutional and domestic structures in each district are routinely sprayed at appropriate intervals with an effective insecticide
5.2 To Increase to 90% by 2015 the Proportion of Malaria Cases Confirmed and Treated with Effective Antimalarials
Strategic Direction:
The thrust of the national case management strategy is to confirm all suspected cases of malaria with either microscopy or RDTs and treat them promptly with the recommended effective antimalarial medicines. Laboratory diagnosis by microscopy will continue to be the method of choice (gold standard) for parasite based diagnosis and epidemiological studies.  Rapid Diagnostic Tests (RDTs) will be provided at lower health units, VHTs and where laboratory services are unavailable or not functional.  
Riding on the AMFm to improve coverage and access of malaria commodities at subsidised cost in the private sector, the NMCP will engage the private sector to further ensure availability of ACTs and RDT supplies. Private sector health workers will also be trained and facilitated in the use of national guidelines for the management of malaria.  Countrywide training of health workers in integrated management of malaria (IMM) in both public and private health facilities coupled with post training follow ups and regular supervision will be conducted to improve adherence (compliance) to malaria diagnosis and treatment guidelines 
To further minimize mortality attributable to malaria, the NMCP will build capacity at all levels to manage severe malaria and strengthen pre-referral management systems.  Management of severe disease will be strengthened at higher-level health facilities (HC III, IV and hospitals) through: increased clinical (audits) supervision; reliable supply of commodities and blood transfusion services; and quality improvement initiatives and training.
 To complement prompt access to effective medicines for the treatment of malaria in children at community level, Integrated Community Case Management (ICCM) strategy which is built on the Home Based Management of Fever (HBMF) strategy will be scaled up to cover all districts.  This will be done in collaboration with relevant MoH departments including the Department of Maternal and Child Health and the Department of Health Education and Promotion.
This rapid scale up of diagnosis and treatment will require systems to monitor the quality of RDTs and microscopy, and compliance to treatment and referral. The program will set up a centrally coordinated quality management system for parasitological diagnosis (including refresher training for lab technicians, blood slide re-checking, RDT QC, etc.) and work with the NDA to strengthen pharmacovigilance. NDA and Central Public Health Laboratories will be supported to implement a Quality Assurance (QA) system to monitor performance of RDTs and laboratory commodities.  A system for early reporting stock-outs will be built within the current national mhealth systems (e.g. mTRACK) to quickly replenish stocks of medicines and essential health supplies.
The NMCP will continue to maintain sentinel sites for TET and monitoring drug resistance and feeding into the wider sub-regional initiatives.  This monitoring mechanism will be used for decision-making as regards malaria treatment policy in the country.
The Reproductive Health Division at the Ministry of Health will take over the planning and implementation of prevention of Malaria in Pregnancy (MiP) as part of the focused antenatal care implementation.  However, the NMCP will continue providing case management for MiP as well as technical support and continuing to monitor all MiP indicators as part of malaria control performance. 
Key Interventions 
1. Scale-up quality parasitological diagnosis with microscopy and RDTs so as to increase the proportion of malaria cases tested by definitive parasitological diagnosis from 24% (2008/9) to 90% by 2015;
2. Appropriate treatment of malaria at public and private health facilities by ensuring 100% access to and utilisation of artemisinin-based combination therapy (ACT) by all people including those accessing treatment through the private sector by 2015;
3. Contribute to the scale-up of the ICCM strategy (including referral) so as to increase the proportion of children under 5 receiving prompt treatment within 24 hours at all health care levels, including the community level using ACTs to reach 85% by 2015;
4. Strengthen capacity for pre-referral treatment and management of severe malaria at higher level health facilities and hospitals, thereby reducing case fatality of severe malaria from 2% to near 0% by 2015. 
5.3 To Achieve by 2015, 80% of the Population Consistently using at Least One Malaria Preventive Method Together with Appropriate Treatment Seeking Behaviours 
Strategic Direction
Communication is recognized as an essential element of Malaria control efforts in the country.  Previously, communication efforts have been limited by a focus on getting messages out, with lesser attention to cultural and social contexts in which such communication occurs.  The previous communication effort has focused on providing correct information about prevention and treatment, based on the theory that lack of accurate information was a primary hindrance in malaria control.  However, this focus missed the social contexts that form barriers to individual behaviour change and fell short of producing the desired effect.
The Social and Behaviour Change Communication (SBCC) approach is an all-encompassing way of responding to social drivers, which impact on the effectiveness of communication. For national and local level impact, this strategy recognizes the need to have communication as an integral component of malaria strategy design.  In addition, advocacy activities will target political, religious, cultural and corporate entities at all levels to harness their commitment and involvement to malaria prevention and control, including resource mobilization.
The strategy aims at targeting social norms as well as individual behaviour.  Furthermore, rather than having ad hoc BCC activities for individual interventions, this strategy focuses on promoting a coordinated social movement bringing together efforts of all the key stakeholders.  All players will have a clearly defined role to play and a clearly defined niche spelt out in the malaria communication strategy.  This will reduce duplication of efforts, inconsistency of messaging, misdirected messaging focusing on issues with low priority and delivery of nonstrategic communication interventions.  Emphasis will also be put on harmonizing communications for technical interventions to work together and separately to provide a continuum of prevention, testing, treatment, and referral.
NMCP is cognisant of the fact that both increased access and delivery of products and services require information to promote proper use.  Therefore SBCC will target the following behaviours:
  1) Demand for malaria services and products, 2) regular ITN use by the general population 3) acceptance of IRS, 4) adherence to treatment regimens and IPTp during pregnancy and, 5) prompt, appropriate treatment with ACTs for children under five within 24 hours of onset of symptoms.  It is desirable to allocate 5 to 10% of the budget of any technical intervention to SBCC.
Key Interventions
1. Advocacy in all political, economic and social spheres;
2. Empowerment of women in malaria control activities;
3. Community mobilization to change beliefs, attitudes and practices towards malaria treatment and prevention;
4. Strengthen alliances with CSO and private sector for SBCC strategic planning;
5. Research on behavioural obstacles to uptake of interventions;
6. Expand effective engagement with business coalitions in malaria Control.
5.4 To strengthen M&E systems to assess progress towards set targets, informing program refinement and decision making
Strategic Direction
In the MPR 2001-2010 malaria data was found inadequate and incomplete, within a weak HMIS system. In-patient malaria data is not available for over 50% of the population (private sector, NGOs) and NMCP malaria database is weakly functional. The current M&E system is inadequate in picking intervention results. In-depth reviews or evaluations are lacking and usually undertaken by funders in connection with the projects or districts supported.  More importance is given to nominal compliance with formal reporting requirements, rather than underlying performance revealed by M&E -although one leads to the other.  M&E strategy will not only improve data collection but also promote its utilization to inform decision making.   Therefore, emphasis will gradually shift from activity monitoring, to service delivery targeting and outcomes, hence contributing to malaria reduction and adducing evidence thereof.
As the country embarks on ambitious targets for malaria control, sound monitoring and evaluation of performance and associated impact on malaria burden is essential to guide the interventions carried out within the RBM partnership. It is also important for the NMCP to coordinate partner M&E and define the essential M&E roles necessary for understanding progress in attaining the national targets.   

This plan recognizes that the national strategic direction for rapid scale up imparts more demands on M&E implementation especially regarding (1) increasing emphasis of data collection on coverage and quality of services (2) generating more detailed information on specific outcome and impact indicators (3) monitoring absorption capacity and other critical service delivery support systems (4) refining epidemic detection. This calls for use of standardized measurement instruments across all partners and levels and to strengthen linkages with the Resource Centre to enhance quality of data and its analysis across technical (e.g. IRS, case management, LLIN) and support (e.g. commodities, human resource) interventions. 
The strategy emphasises improving the quality of programmatic data to enhance planning and program management. Increasing staff dedicated to M&E and building capacity will be critical to ensure tracking of essential indicators for the scale-up stage, especially those measuring levels of coverage, utilization and equity in access. The NMCP will work with all RBM partners to ensure that indicators and assessment tools are standardized among all partners and incorporated in the M&E plan. Additional information will be needed to monitor new approaches such as AMFm and the prices of ACTs.

Epidemic containment requires guidelines and tracking cases against threshold values yet to be determined through epidemiological surveys, and working in partnership with related sectors such as the Meteorological Department. As NMCP scales up interventions towards pre-elimination, it is anticipated that the whole country will become more prone to epidemics resulting in the need for wider surveillance and rapid response.

Linkages will be strengthened between NMCP, the malaria research community and RBM partners in order to ensure that on-going research is coordinated and oriented towards integrated operational research questions and that relevant evidence is continuously generated and disseminated appropriately to guide decision-making and policy formulation. The NMCP will work with the National Malaria Research Centre and within the RBM partners to develop a malaria research agenda, raise funds for malaria research, conduct operational research and disseminate research findings. 

This strategic plan will be reviewed after two and half years of implementation. NMCP will continue to rely on: HMIS and other information sources (including the private sector and NMCP partners) for information routinely collected; other mechanisms to obtain relevant data (such as Demographic and Health Surveys (DHS) conducted every 5 years); the Malaria Indicator Surveys (MIS) conducted every 2-3 years; and small-scale surveys. 

Key Interventions

1) Strengthen the functionality of the national RBM M&E working group 

2) Strengthen the NMCP M&E Unit, NMCP and partner reporting system to monitor the strategic plan

3) Strengthen District M&E capacity and functionality encompassing logistics/inventory monitoring, private sector, community VHT reporting

4) Health facility based sentinel malaria surveillance including in-patient reporting

5) Strengthen linkage between research and other sectors with NMCP

6) Monitoring human resource capacity for malaria control

7) Quality Assurance through monitoring of quality of service delivery, client satisfaction and tracking of training information systems

8) Strengthen monitoring and evaluation of community BCC activities and IVM
9) Conduct operational research to inform and implementation; the following are areas of focus:

i) Mass Screening and Treatment (MST);

ii) Application of chemical and biological larvicides;
iii) Application of live-bait technology.
5.5 To strengthen NMCP for effective malaria control policy development, planning, management, partnership coordination and timely implementation of planned interventions in order to achieve all country objectives and targets set for 2015 
Strategic Direction: 
The NMCP has had challenges with vertical and fragmented implementation of interventions and national scale up has not been achieved.  Inter-sectoral collaboration with effective communication has been weak, as has the coordination of partners. There has been no integrated work plan for partners to deliver as one, although overall there has been increased funding from GOU and partners. The NMCP structures are too weak to adequately scale up, sustain and monitor program interventions. The position of the NMCP within the MoH is very low resulting in restricted decision space on all matters including policy, technical direction and resource allocation, which affect the speed of program implementation. There are no functional teams at zonal levels and district MFPs are not facilitated. The overall national health system needs strengthening in order to impact positively on achievements of the malaria program
The management of NMCP will be guided by the principles of three ones “one plan, one coordination mechanism led by government and one monitoring and evaluation framework”. NMCP will comprise of activities managed at the national, zonal, district, facility and community levels.  NMCP leadership and governance will be strengthened at all levels to ensure timely, efficient and equitable implementation of malaria interventions as close to the community as possible.  To achieve this, NMCP capacity and position at national level will be strengthened to effectively participate in decisions on policy, technical direction and resource allocation and use in the country.  Capacity of technical structures at regional, district and HSD levels will be enhanced to ensure adequate micro planning and implementation of this strategic plan. 

Program management will work towards ensuring that interventions impact on the malaria burden, ensure related health sector development, promote inter-sectoral linkages and support partnerships.
Key Interventions:

1) Advocacy and mobilization for strong support from political leaders at all levels and partners through RBM country mechanism;
2) Ensure well-coordinated efforts  for scale up between the technical and supportive interventions;
3) Elevate NMCP to the level of a Department in the MoH where it is able to participate in key policy; technical coordination and resource allocation decisions; and effective collaboration with partners, donors and parastatals 
;
4) Strengthening competencies within malaria control related sectors for effective implementation and monitoring;
5) Strengthening PSM systems for malaria commodities for public, private and NGO sub sectors in a decentralised health system;
6) Strengthening Human Resource capacities for malaria control at all levels using integrated trainings, regular supportive supervision and deployment of integrated guidelines;
7) Establishing performance improvement at district level. To this end, the NMCP will use a common system of reporting and discussing program reports that reflects on-the-ground effectiveness employing a NMCP and District level “Malaria Scorecard”
.  
High level Performance Framework
Table 7: The High Level Performance Framework (Impact of Goal & Outcomes of Objectives)
	Items
	Impact /Outcome Indicator
	Baseline and Target Values
	Sources
	Method
	Frequency
	Responsible

	
	
	Baseline
2010
	Year 1
2011/12
	Year 2
2012/13
	Year 3
2013/14
	Year 4
2014/15
	Year 5
2015/16
	
	
	
	

	Goals
	 Impact Indicators
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	1. To reduce mortality due to malaria by 80% of 2010 levels.
	All-cause under-5 mortality rate 
	137 (2006)
	
	
	120
	
	56
	DHS/DHS+ 
	Survey
	Every 5 years
	UBOS

	2. To reduce morbidity due to malaria by 75% of 2010 levels
;
	Proportion of children under five (6–59 months) with malaria parasites (Parasite prevalence)
	44.7%
(2009)
	
	
	20%
	
	11.3%
	MIS
	Survey
	Every 3 years
	NMCP

	3. 
	Malaria cases (per 1,000 persons per year)
	403
(2010
	
	
	320
	
	280
	HMIS
	Routine data
	Bi-annually
	NMCP

	4. 
	Confirmed malaria cases (microscopy or RDT) per 1,000 persons per year

	210
(2010)
	
	
	180
	
	140
	HMIS
	Routine data
	Bi-annually
	NMCP

	5. 
	Malaria test positivity rate. i.e.  Proportion of  malaria suspected cases  confirmed  to be positive among children below 5 years (Malaria Test positivity rate)
	
	
	
	
	
	10
	HMIS
	Monthly summary of HF registers
	Quarterly
	RC

	6. 
	Inpatient malaria cases (per 1,000 persons per year)
	14
(2010)
	
	
	5
	
	1
	HMIS
	Routine data
	Bi annually
	NMCP

	7. 
	Proportion of children 6–59 months old with moderate or severe anaemia
	10

(2009)
	
	
	7
	
	5
	MIS
	Survey
	Every 3 years
	NMCP

	8. 
	Malaria incidences among the specified population (Under 5 years)
	150,000 (2010)
	150,000
	100,000
	50,000
	30,000
	<10,000
	HMIS
	Monthly summary of HF registers, cumulative
	Biannually, annually
	RC

	9. 
	Percentage of OPD visits (Public & PNFP) attributed to malaria (Proportion of patients suspected of having malaria) Under 5 years

	51.7 (2010)
	40
	30
	25
	20
	20
	HMIS
	Routine data
	Quarterly
	NMCP

	10. 
	Percentage of OPD visits (Public & PNFP) attributed to malaria (Proportion of patients suspected of having malaria) 5 years and above 

	30 (2010)
	30
	20
	15
	10
	10
	HMIS
	Routine data
	Quarterly
	NMCP

	Objectives
	 Outcome Indicators
	
	
	
	
	
	
	 
	 
	 
	 

	1.1. To achieve at least 80% coverage with vector control interventions by 2015

	Proportion of households with at least one LLIN in the country (%)
	47 (2009)
	60
	80
	80
	80
	80
	MIS, UDHS
	Surveys
	3 years 5 years
	NMCP
UBOS

	
	Proportion of households with at least two LLINs (%)
	24 (2009)
	
	
	80
	
	80%
	MIS, UDHS
	Surveys
	3 years 5 years
	NMCP
UBOS

	
	Proportion of households with universal coverage of ITNs (1 net/2 people)
	-
	
	
	60
	
	80%
	MIS, UDHS
	Surveys
	3 years 5 years
	NMCP
UBOS

	
	Proportion of children under five years old who slept under an ITN the previous night (%)
	33 (2009)
	
	
	80
	
	80
	MIS, UDHS
	Surveys
	3 years 5 years
	NMCP
UBOS

	
	Proportion of pregnant women who slept under an ITN the previous night
	44

(2009)
	
	
	80
	
	80
	MIS, UDHS
	Surveys
	3 years 5 years
	NMCP
UBOS

	
	Proportion of persons in the household who slept under an ITN the previous night
	-
	
	
	50
	
	60
	MIS, UDHS
	Surveys
	3 years 5 years
	NMCP
UBOS

	
	Proportion of people aware of malaria prevention measures (ITN, IRS, IPTp) (%)

	75 (2009)
	
	
	80
	
	80
	MIS, UDHS
	Surveys
	3 years 5 years
	NMCP
UBOS

	
	Proportion of targeted houses sprayed with a residual insecticide in the last 12 months (%)
	93.5 (2010)
	85
	85
	85
	85
	85
	Activity reports
	IRS partner report, NMCP activity reports
	Bi-annually
	NMCP

	
	Proportion of persons protected after IRS spraying (%)
	99 (2010)
	
	
	
	
	99
	Activity reports
	IRS partner report, NMCP activity reports
	Bi-annually
	NMCP

	1.2. To ensure that at least 90% of suspected malaria cases are confirmed by parasitological diagnosis and treated within 24 hours with effective antimalarials
	Proportion of deaths attributed to malaria among children under five admitted at the health facilities due to malaria  (Malaria Case fatality)
	2 (2010)
	2
	1.5
	1
	<1
	0
	HMIS
	Monthly summary of HF registers.
	Quarterly
	RC

	1.3. 
	Proportion of suspected outpatient malaria cases with a laboratory confirmation in children under 5 yrs at the health facility. (Test Ratio)
	-
	
	
	
	
	10
	HMIS
	Monthly summary of HF registers
	Quarterly
	RC

	1.4. 
	Proportion of clinical malaria cases that are confirmed by microscopy/RDT at health facility level (%)
	
	
	
	80
	
	90
	HMIS
	Monthly summary of HF registers
	Quarterly
	RC

	1.5. 
	Number of admissions of children under five due to malaria
	tbd
	tbd
	tbd
	tbd
	tbd
	tbd
	HMIS
	Monthly summary of HF registers
	Quarterly, Annual
	RC

	1.6. 
	Proportion of admissions due to malaria
	tbd
	tbd
	tbd
	tbd
	tbd
	tbd
	HMIS
	Monthly summary of HF registers
	Quarterly
	RC

	1.7. 
	Proportion of women who received 2(+) doses of IPTp through ANC at the health facility
	42
	
	
	
	
	50
	HMIS
	Monthly summary of HF registers
	Quarterly
	RC

	1.8. 
	Proportion of women who gave birth in the last 2 years and received 2(+) doses of IPTp during their last pregnancy
	32

(2009)
	
	
	
	
	50
	MIS, UDHS
	Surveys
	3 years 5 years
	NMCP
UBOS

	1.9. 
	Proportion of health facilities with no reported stock outs of the nationally recommended drug for IPTp lasting more than 1 week at anytime time during the past 3 months (public and PNFP); or during the last month (HMIS)
	50
	
	
	
	
	80
	Support supervision and /or HMIS
	Support supervision reports, review of health facility records.
	
	NMCP

RC

	1.10. 
	Proportion of outpatient malaria cases that received an appropriate antimalarial treatment according to national policy
	-
	
	
	85
	
	90
	HMIS
	Monthly summary of HF registers
	Quarterly
	NMCP

	1.11. 
	Proportion of children under five years old with fever in the last two weeks who received treatment with ACTs according to national policy within 24 hours of onset of fever
	14

(2009)
	
	
	60
	
	90
	MIS, UDHS
	Surveys
	3 years 5 years
	NMCP
UBOS

	1.12. 
	Proportion of children under 5 with malaria/fever receiving appropriate treatment within 24 hours at community level
	-
	
	
	80
	
	90
	MIS, UDHS
	Surveys
	3 years 5 years
	NMCP
UBOS

	1.13. 
	Proportion of health facilities with no reported stock outs of the nationally recommended anti malarial drugs lasting more than 1 week at anytime time during the past 3 months (public and PNFP); or during the last month (HMIS)
	50 (2010)
	
	
	60
	
	80
	HMIS
	Support supervision reports, review of health facility records
	Quarterly
	RC

	1.14. To ensure 80% of the population routinely practice at least one malaria preventive method together with appropriate treatment seeking behaviours by 2015
	Proportion of the population routinely using at least one malaria preventive method (%)
	?
	40
	60
	80
	80+
	80+
	BCC Reports
	Surveys 
	Annually
	NMCP, partners

	1.15. 
	Proportion of children under 5 with fever seeking care from a recommended person within 24 hours of recognition of fever (%)
	?
	40
	60
	80
	80+
	80+
	MIS, HMIS, VHT reports
	Surveys 

Reports 
	Annually
	NMCP, partners

	1.16. 
	Proportion of people aware of the correct treatment for malaria
	-
	
	
	60
	
	90
	MIS, UDHS
	Surveys
	3 years 5 years
	NMCP

UBOS

	1.17. 
	Proportion of caregivers who know that children under five with fever should be seen by a health provider within 24 hours of fever onset
	-
	
	
	60
	
	90
	MIS, UDHS
	Surveys
	3 years 5 years
	NMCP

UBOS

	1.18. Timely monitoring and evaluation of all malaria control interventions by 2015
	Proportion of malaria control indicators reported (including narrative) on time at national level and disseminated to all levels.


	?
	50
	60
	80
	100
	100
	 NMCP reports
	 Reports
	 Quarterly
	 NMCP

	1.19. To ensure effective malaria control policy development, planning, management, partnership and coordination and timely implementation of over 80% of planned interventions
	Proportion of planned activities implemented fully and on time
	?
	50
	75
	80+
	80+
	80+
	 Annual review report
	 Report
	 Annually
	 NMCP


Table 7: The High Level Performance Framework (Output indicators and targets for Interventions)
	Items
	Output Indicator
	Baseline and Target Values
	Sources
	Method
	Frequency
	Responsible

	
	
	Baseline
2010
	Year 1
2011/12
	Year 2
2012/13
	Year 3
2013/14
	Year 4
2014/15
	Year 5
2015/16
	
	
	
	

	Interventions
	 High Level Output Indicator
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	
	
	
	

	1.1.1. Distribution of LLINs
	Number of LLINs distributed through campaign mode (‘millions)
	7.2 
	11.3 
	0
	0
	22.7 
	0
	Districts reports
	Reports
	Quarterly 
	NMCP

	1.1.2. 
	Number of LLINS distributed through EPI services (‘millions)
	
	
	
	
	
	
	Districts reports
	Reports
	Quarterly 
	NMCP

	1.1.3. Conduct timely indoor residual insecticide spraying (IRS)
	Proportion of districts with at least 80% of targeted structures sprayed
	10
	11
	25
	50
	80
	80
	MOH reports
	NMCP/
	Annually
	NMCP

	1.1.4. Larval mosquito control
	Proportion of targeted permanent breeding habitats routinely treated with larvicides (%)
	 0
	10 
	20 
	30 
	 35
	40 
	 District  reports 
	 
	 
	 

	Case Management
	
	
	
	
	
	
	
	
	
	
	

	1.2.1. Scale-up Parasitological diagnosis with microscopy and RDTs
	Percentage of suspected malaria cases tested using microscopy or RDT in private and public sector
	26
	30
	60
	80
	85
	90
	NMCP annual reports
	 
	 
	 

	1.2.2. Provide treatment with effective medicine at public and private health facilities 
	Proportion of malaria cases treated with effective anti-malarials 
	50
	60
	80
	85
	90
	95
	HMIS reports/HF SURVEY
	 
	 
	 

	1.2.3. Scale up of home management of malaria
	Proportion of children <5 years with malaria who received an appropriate antimalarial treatment within 24 hrs of onset of symptoms from a VHT
	24
	30
	50
	80
	85
	90
	MIS, HMIS, NMCP reports
	 
	Annually
	 

	1.2.4. Intermittent treatment of malaria in pregnant women using effective medicine (SP)
	Percentage of pregnant women who receive at least 2 doses of SP
	 38
	 40
	50 
	80
	85
	 95
	 HMIS

MIS, UDHS
	Reports 

Survey
	 Monthly 

Annual
	 MoH

	SBCC
	
	
	
	
	
	
	
	
	
	
	

	1.3.1. Advocacy in all political, economic and social spheres
	Number of positive and accurate malaria advocacy articles/statements disseminated by high profile political, economic and social leaders in previous 12 months (‘000s)
	 0
	 2
	 >20
	 >20
	 >20
	 >20
	 SBCC reports
	 Reports
	 Monthly
	 NMCP

	1.3.2. Empowerment of women in malaria control activities 
	Proportion of children with fever in the last 2 weeks who sought treatment from trained providers (public and private)
	 
	 
	 
	 
	 
	 
	 MIS, UDHS
	 Survey 
	 3,5 years
	 UBOS

	1.3.3. Community mobilization to change beliefs, attitudes and practices towards malaria treatment and prevention 
	Proportion of Health sub districts with community based structures implementing malaria control mobilization activities in the past one month (%)
	 0
	 10
	50 
	80
	85
	 95
	 SBCC reports
	 Reports
	 Monthly
	NMCP

	1.3.4. Strengthen alliances with CSOs and private sector for SBCC strategic planning 
	Number of major partners at national level developing MoUs with NMCP to align malaria SBCC efforts 
	 3
	 5
	 10
	>10 
	>10 
	>10 
	 SBCC reports
	 Reports
	 Monthly
	NMCP

	1.3.5. Expand effective business engagement in malaria Control
	Number of business entities implementing malaria control activities (’00)
	0
	
	.5
	1
	2
	3
	 SBCC reports
	 Reports
	 Monthly
	NMCP

	Monitoring & Evaluation
	
	
	
	
	
	
	
	
	
	
	

	1.4.1. Strengthen the functionality of the national RBM M&E working group inclusive of private sector and NGOs
	Number and Proportion of RBM M&E working group recommendations implemented within stipulated time 
	0
	60
	>80
	>80
	>80
	>80
	RBM report
	Report
	 Monthly
	NMCP/M&E unit

	1.4.2. Strengthen the NMCP M&E Unit reporting system to monitor the strategic plan
	Proportion of planned strategies monitored and periodically evaluated on achieved expected outputs, outcomes and impacts.
	0
	60
	>80
	>80
	>80
	>80
	NMCP report
	Report
	 Monthly
	NMCP/M&E unit

	1.4.3. Strengthen District M&E functionality encompassing logistics support, training and supervision
	Proportion of districts analysing and using malaria data to address problems that emerge in a timely manner. 
	0
	60
	>80
	>80
	>80
	>80
	NMCP report
	Report
	 Monthly
	NMCP/M&E unit

	1.4.4. Health facility based sentinel malaria surveillance 
	Proportion of districts conducting surveillance and reporting according to guidelines.
	0
	60
	>80
	>80
	>80
	>80
	NMCP report
	Report
	 Monthly
	NMCP/M&E unit

	1.4.5. Strengthen linkage between research and NMCP
	Number of researches disseminated
	0
	4
	6
	6
	4
	4
	NMCP report
	Report
	 Quarterly
	NMCP/M&E unit

	1.4.6. Monitoring human resource capacity for malaria control
	Proportion of reports incorporating human resource capacity building. 
	0
	60
	>80
	>80
	>80
	>80
	NMCP report
	Report
	 Monthly
	NMCP/M&E unit

	1.4.7. Strengthen monitoring and evaluation of community SBCC activities and IVM
	Proportion of community SBCC and IVM output indicators reported on in timely manner.
	0
	60
	>80
	>80
	>80
	>80
	NMCP report
	Report
	 Monthly
	NMCP/M&E unit

	1.4.8. Monitoring the availability, price and quality of ACTs in the private sector.
	One study conducted
	0
	1
	
	
	
	1
	Study report
	survey
	After 3 years
	NMCP/M&E Unit

	1.3.6. Research on behavioural obstacles to uptake of interventions in communities
	Number of operational studies completed and informing SBCC actions
	 0
	 1
	4 
	4 
	4 
	4 
	 SBCC reports
	 Reports
	 Monthly
	NMCP

	1.4.9. Reduction of reservoir population for  transmission of malaria in targeted high parasite prevalence areas
	40% of the population in the targeted areas screened and treated 
	
	
	
	
	x
	x
	Reports 
	survey
	Bi-annually
	NMCP

	Management
	
	
	
	
	
	
	
	
	
	
	

	1.19.1. Advocacy and mobilization for strong support from political leaders at all levels and partners through RBM country mechanism
	Proportion of malaria control mobilisation activities in NMCP annual plan that are planned and undertaken by political leaders at all levels and partners
	0
	10
	>80
	>80
	>80
	>80
	NMCP report
	Report
	 Monthly
	NMCP

	1.19.2. Ensure well-coordinated efforts for scale up between the technical and supportive interventions. 
	Proportion of key malaria control activities undertaken by other public health programs and partners that are in the Joint National Annual NMCP plans (%)


	0
	?
	80
	>80
	>80
	>80
	NMCP report
	RBM Minutes
	Minutes
	 Monthly

	1.19.3. Elevate NMCP to the level of a Department in the MoH 
	Number of expedited key policy, technical and resource allocation decisions made by NMCP
	0
	?
	
	
	
	
	NMCP report
	NMCP report
	Report
	 Monthly

	1.19.4. Strengthening Human Resource capacities for malaria control at all levels 
	Percentage of vacant positions within the NMCP, districts and related departments filled (%)
	0
	?
	80
	80
	80
	80
	NMCP report
	NMCP report
	Report
	 Monthly

	1.19.5. Strengthening PSM systems for malaria commodities for public, private and NGO sub sectors in a decentralised health system.   
	Proportion of key malaria control commodity procurements provided in timely and correct quantity (%)
	0
	0
	50
	80
	80
	80
	NMCP report
	NMCP report
	Report
	 Monthly

	1.19.6. Strengthening Human Resource capacities for malaria control at all levels using integrated trainings, regular supportive supervision and deployment of integrated guidelines
	Proportion of districts with recommended corrective actions completed based on scorecard reporting
	0
	50
	60
	60
	80
	100
	NMCP report
	NMCP report
	Report
	 Monthly

	1.19.7. Establishing performance improvement system within districts
	Proportion of districts with recommended corrective actions completed based on scorecard reporting (%)
	0
	10
	20
	60
	>80
	>80
	NMCP report
	NMCP report
	Report
	 Monthly


5.6 Tracking progress

NMCP with a supervisory role will follow up progress through improved collection and utilization of routine malaria data: Health Management Information System (Public and Private), HBMF, weekly epidemiological data, and functional nationwide pharmacovigilance. Data will also be collected from other sources including Malaria Indicator Surveys, Demographic Surveillance System (DSS) and Sentinel Sites, to monitor implementation and impact of malaria-related interventions and thereby to inform program improvement efforts.

The strategy will follow the existing national M&E systems in the areas of accountability, governance, public sector management, and financial management to improve operational management and provide a footing for policy and budgeting decisions. This information will be routinely used to inform the program, parliament and civil society to assume a more meaningful role in program activities. 
For health service data the Program will follow the MoH Support Supervision Guidelines filling in gaps, especially regarding IVM. It does not intend to increase the burden of data collection, inspection and reporting because this would divert devotion from productive service delivery in an already stretched system.   Indeed, all M&E capacity development efforts in malaria control will not be tied to individual donors’ requirements because this will compound the problem.   The call is to have donors to move towards supporting a unified M&E system.
In keeping with RBM guidance, NMCP has developed a single costed M&E plan to which all stakeholders in the country should contribute both technically and financially. This M&E plan is oriented to the national health sector strategic and investment plan.
5.7 Measuring outcome and impact

 A monitoring and Evaluation plan developed will guide the approaches to measuring outcomes and impact.  A Mid Term Evaluation is due in the 3rd year (2014) of the planning period and a final Evaluation will be conducted in the 5th year (2016) of the plan.
6 PROGRAM MANAGEMENT
6.1 Organisation

The National Malaria Control Program, at the national level, under the National Disease Control Department of the Ministry of Health is responsible for malaria control activities.  The Malaria Program Manager bears the responsibilities of planning and implementing Malaria control programs in the country. The NMCP Unit at national level has five main sections namely (i) Mosquito Vector Control, (ii) Case Management (including Diagnostics), (iii) Social and Behaviour Change Communication, (iv)Monitoring and Evaluation and, and (v) Program Management.
The regional hospitals are extensions of the Ministry of Health and have Community Health Departments that facilitate clinical supervision at general hospitals and HC IVs. There is a Zonal Malaria Coordinator responsible for support supervision of malaria case management who reports to the NMCP.  
At the district level and downwards, malaria control activities are implemented through the District Health System. Each district is divided into several Health sub-districts that correspond to parliamentary constituencies.  Facilities (HC IV to VHTs) are organized within the HSD as the smallest self-sustaining referral unit.  The district has a malaria focal point person but these have mainly focused on case management and are weakly functioning.
Opportunities are available to ensure that the malaria control activities are revitalized within the district especially when all the structures are supported to rejuvenate.
6.2 Key Actions to Strengthen Human Resources for Malaria Control
A well functioning NMCP is key to the success and sustainability of the strategic effort against malaria. Gaps in NMCP skills and organizational capacity need to be quickly addressed in order to meet the goal of rapidly reducing malaria. 
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The MoH provides technical support supervision on all aspects of malaria control using standard checklists to all the districts at least once every quarter through integrated supervision by the Area Teams, supervision by the malaria Zonal Coordinators and District Malaria Focal Persons. 
In the last two years the NMCP conducted only one round of supervision to 80 out of the 112 Districts. The rest of the time only a few regions were supervised and mainly in areas of NGO implementation. There was no system for monitoring of local government supervision of lower level facilities, and supervision efforts at lower levels were found to have no reporting system upwards to the MoH.
6.3 Human Resources

For the program to function optimally and meet the requirements of rapid scale up, it will be necessary to identify human resource needs and challenges, especially at the levels of NMCP, districts, health facilities and communities.

At community level, there will be a need to reach at least 80% of the estimated 16 million households (National Population Census 2005) in 65,603 villages.  IVM and SBCC will be done at HSD level under supervision of Health Assistants, who will also be the Malaria Focal Persons. These will serve as the link to 1,307 Sub-county local governments as well as to community based NGOs.  Sprayers will be mobilised at community level and trained at district level.

VHTs will play a vital role in providing additional manpower to ensure uptake of interventions at community level.  They will promote better understanding of the risks of malaria and how to effectively prevent and treat it. Crucially, VHTs will also carry out personal follow-up household visits. VHTs are also trained community resource persons with specific skills to support, train and empower communities. The strategy will thus need the training of 131,206 VHTs country wide (2 per village)
At district level, there will be a Malaria Focal Person within each of the 112 District Health Teams in the country.  These will be capacitated through appropriate training to ensure they support planning, implementation, monitoring and supervision functions of the public and private sector providers.  They will also ensure linkages with other district programs to support malaria prevention and treatment activities.

At national level, the NMCP will need to revitalise its supervision role over the 11 malaria zones in the country.  Zonal teams headed by a Zonal coordinator and comprised of a district malaria focal person will be mobilised to meet every month to review performance, plan and share good practices.  This has become necessary because of the increase in number of districts and scanty staff within NMCP.  Full time regional focal point persons are needed to work in tandem with partners to provide guidance and direction for the malaria program in districts within the regions and resolve issues of scaling up. These will not constitute a direct personnel cost in terms of salaries and wages, because they will be selected from a pool of public health professionals already employed and paid for rendering other health services apart from malaria control within the community health departments in regional hospitals. 
6.4 Planning and implementation

At national level, NMCP prepares annual plans of action with clear objectives and activities based on: policy direction and the health sector strategic and investment plan; responsible partners; timelines; budgets; staff resources; sources of funding; and monitoring indicators. The national strategic plan for malaria control includes interventions needed to achieve universal access written by respective thematic working groups.

The national malaria control plan of action is thus strongly influenced by availability of human, material and financial resources. Delivery of the planned malaria interventions is linked to the health sector strategic and investment plan, especially regarding health infrastructure, equipment, commodity distribution, human resources and systems for quality management. These factors have not always been favourable to rapid scale up of interventions coverage. 

This strategic plan will take on a rapid scale up approach that will require malaria action plans outlining a complete set of activities to be implemented in regions rather than thinly spread over the country in a few health facilities. Workshops will thus be held to ensure that districts adopt this approach.

6.5 Partnership coordination
Improving partnership coordination will be critical in focusing on the strategy’s outcomes and bringing resources to bear on achieving these outcomes. Coordination and collaboration is not advocated for its own merit but for its overall contribution to improved outcomes and the overall optimisation of the national malaria control effort.  The proposed partnership in this strategy will rely and build on existing RBM Partnership and capacity at the different levels of the health system.  
Partnership coordination mechanisms at national level exist within the RBM framework; consisting of the MoH, private sector, research institutions, multilateral and bilateral organisations and NGOs.  Though the framework exists, its implementation is weak and needs to be strengthened.  RBM sub committees have been well mobilized and regularly meet, however at country level; RBM has largely been unproductive resulting in weak overall coordination.  Of key importance to this strategic plan is the review of the RBM Aide Memoire and its implementation. 
Within the Ministry of Health there is a need to increase collaboration with the Reproductive Health Services, EPI, Child Health, Environmental Health, Clinical Services and Research Institutions. These relationships will be strengthened at the national level through a number of structures and coordinating mechanisms spearheaded by RBM.  The purpose is to ensure that the potential of partnerships within and outside of the health sector are optimised and that the various social, economic and developmental aspects of malaria control are addressed.

Malaria coordination at district level has been weak with few linkages between the NMCP at national level and districts.  The strategy is towards developing strong mechanisms for the districts to lead and guide implementation of malaria control activities.  Since the overall national malaria service delivery will be in district health systems, it is at this level that implementation of partnerships shall be assessed.  More resources will be needed to ensure coordination in planning, implementation and monitoring of service delivery, cutting across sectors and disciplines within districts.  

Despite some achievements in partnerships, the overall effort will be enhanced by:
1. Reducing the isolation of the technical programs from each other and across the different levels of government;
2. Ensuring that all interventions work through the decentralized health system;
3. Focusing on a coherent set of interventions per district rather than each spreading thinly across the country;
4. Using a unified nationally consistent public health data set; 
5. Streamlining and consolidating infrastructure in areas such as data collection and human resource development;
6. Improving the coordination of Social and Behaviour Change Communication.
6.6 Procurement and supply Management system

The Public Procurement and Disposal of Assets (PPDA) Act 2003, currently undergoing review, has a major objective to promote economy and efficiency in procurement, while ensuring that public procurement is conducted in a fair, transparent and non-discriminatory manner. The PPDA lays down clear procurement steps in the country. The steps in the procurement of malaria control related materials are uniform.  The program in liaison with the pharmacy division defines specifications for tenders for medicines on the basis of national requirements.  The method used in quantification of medicines for management of malaria in Uganda is the morbidity method due to insufficient consumption data on ACTs and other medicines for management of malaria at both central and health facility level.  Quantification of malaria commodities is done yearly at the national level and the obtained figures are provided to the NMS for initiation of subsequent procurements.

The NMS procures, stores and distributes medicines and health supplies for public facilities, and JMS for PNFP facilities. NMS operates both a pull system for HC IVs and hospitals which determine their requirements and place orders to NMS according to a pre-determined schedule and; push supply system delivering standard kits to HC II and HC III facilities. In both cases, the quantities of antimalarial medicines supplied are determined by the amount of funds set in the Credit Line for each health facility under Vote 116 by MoH/MoFPED. This vote is controlled by NMS.  The same system will be used for laboratory reagents and insecticides procured by or through Government.
NMS distributes commodities including antimalarial medicines and supplies to health facilities every two months. Deliveries are made directly to all hospitals and HCIVs, and to districts for HCIIs and HCIIIs. In the latter case, there are district stores for storage of commodities from where NMS sub-contractors deliver to the lower level health facilities. Commodities meant for implementation of the VHT strategy for management of malaria at community level (ICCM/HBMF) is accessed from the supervising health facility.

At NMS and JMS, stock levels at the central warehouses are maintained at minimum and maximum levels of four and six months respectively.   At the facility level, stock control for malaria commodities is integrated alongside all other essential medicines and maintained by use of stock control cards, and HMIS Form 015. NMS and JMS issue delivery notes to the health facilities and Public and PNFP facilities report monthly on “days stock-out” for 6 tracer medicines including ACTs and SP for malaria. Quality control of malaria commodities is done through the NDA which ensures GoU procurements are restricted to suppliers registered in Uganda as well as with the National Drug Authority (NDA). The NDA also conducts GMP inspections and maintains a register showing the registration status and names of manufacturers and suppliers. This register is continuously updated and restricts the malaria commodities that can be imported into the country. In addition NDA conducts post-marketing surveillance of all malaria commodities and the National Pharmacovigilance Centre monitors adverse events due to ACTs.

6.7 Financial resource management

Financing of Malaria control commodities and activities is mainly by the Global Fund and partners, with recent  allocations from the Government of Uganda mainly earmarked for ACTs, IRS and Larviciding. Within NMCP budgets, there has been no specific budget line for case management (diagnosis and treatment)(ministerial budget policy statements, 2000-2010). Over dependence on partner support often constrains planning and implementation of malaria control activities. For instance when GF support was suspended in 2005, the country experienced a prolonged stock out of ACTs.

7 BUDGET AND FINANCIAL PLAN
7.1 Budget 

Table8: Budget summary by interventions (2011 – 2015) in US$

	
	2011-12
	2012-13
	2013-14
	2014-15
	2015-16

	1) LLINs 
	17,724,209
	36,984,594
	40,589,496
	147,064,686
	31,361,531

	2) IRS
	48,008,366
	   68,280,303
	   45,008,350
	   40,607,730
	44,347,875

	3) IPT
	1,077,490
	1,149,327
	1,237,056
	1,332,592
	1,436,715

	4) RDTs
	24,038,658
	28,051,000
	31,513,703
	35,187,787
	35,817,149

	5) ACTs
	47,612,271
	34,010,937
	30,394,286
	29,036,632
	32,310,613

	6) Severe Malaria
	2,758,742
	2,127,525
	1,841,824
	1,488,343
	1,240,286

	7) Supportive strategies
	11,382,209
	8,319,728
	7,661,819
	7,889,111
	8,588,753

	TOTAL 
	152,601,945
	158,923,414
	158,246,534
	262,606,881
	155,102,922


The estimated total cost for all the strategies translates into a per capita expenditure of about $4.5, which increases to about $6.7 per capita in 2014 when some of the strategies (e.g. LLIN distribution) need additional heavy investment to replace existing nets.

Given Uganda’s overall public spending for the health sector (of $11.2 per capita); it is clear that effective implementation of this strategy will require financial support from external sources. This implies that a significant amount of effort needs to be put in resource mobilisation to ensure that adequate resources are obtained for malaria control in Uganda.

7.2 Budget Gap Analysis

NMCP will seek to work with relevant institutions and to develop its own capacity to regularly monitor and document resource flows for malaria activities. These aspects of program management will lead to understanding of how financial resources are leveraged in order to yield optimal impact.   Appropriate analyses of resource flows, allocation and use will be regularly conducted to determine the most desired resource mix (between the different interventions) that provides the highest positive impact on malaria control. The assessment of equity, efficiency and cost in relation to outcomes is necessary. 

The costing and financing analysis of the Plan is developed based on the interventions. In the first year of this Plan, appropriate costing was based on resources available from government and a few partners (namely Global Fund and PMI).  Therefore, key assumptions and costing outputs will be integrated in the monitoring and evaluation system for the program to ensure that there is consistent monitoring of how key costing assumptions change over time.  Generation of such information on a regular basis will further provide insight into the program management and processes, as well as form the basis for future planning, budgeting and prioritisation of resource use.

7.3 RESOURCE MOBILIZATION

7.3.1 Donor Mapping 
Donors and partners like UNICEF, USAID, DFID, World Bank, and JICA have been involved in malaria control in Uganda for years. The USAID/CDC U.S. President’s Malaria Initiative (PMI) started in Uganda in 2006 and the NMCP has won several grants from GF including Rounds 2, 4, 7, 10 and AMFm grant hosted in Round 4. These two funding sources have increased the malaria budget to approximately half a billion U.S. dollars over the course of their implementation. 

There has been increased interest in malaria prevention and control in the last ten years, both with local and international partners. Small-scale NGOs and CBOs have been working on malaria for even longer, and to ensure their cohesion and effectiveness, the Malaria and Childhood Illness NGO Secretariat (MACIS) was founded in 2003. Coordination of partners has further been enhanced through the RBM Partnership.

7.3.2 Existing Resource Mobilization Framework

Sustained availability of adequate resources (human, financial, time, commodities, facilities, and equipment) is essential for achieving successful and sustainable scaled-up malaria interventions in the country. Consequently, seeking and securing additional support through direct funding and donations of resources and technical assistance is inevitable. Apart from seeking additional resources from the central and local government, potential sources of resources are the private sector, the donor community (development partners), and other local and international non-state organizations (NGOs, FBOs, and CBOs). A national framework, however, is required for a coordinated and effective resource mobilization strategy. The following table provides an overview of financial commitments by major supporting partners. 
Table 9: Current Funding Partnership List and Areas of Contribution

	Key Funding Partner
	IVM
	Case Management
	SBCC
	M&E
	Management

	
	LLIN
	IRS
	Larviciding
	Treatment
	Diagnosis
	
	
	

	1) Global Fund
	✔
	-
	-
	✔
	✔
	✔
	✔
	✔

	2) Presidential Malaria Initiative 
	✔
	✔
	
	✔
	✔
	✔
	✔
	✔

	3) UNICEF
	✔
	
	
	✔
	✔
	
	
	

	4) AMREF
	✔
	
	
	
	
	
	
	

	5) DFID
	
	✔
	
	       ✔ 
	
	
	
	


Initiatives in the country to mobilize resources for malaria control include the following:
· Government of Uganda budget allocations to district/municipal-based services implemented by the Health Departments;
· Applications for grants to the Global Fund–e.g. Rounds 4, 7 and 10 done by the government in collaboration with RBM partnerships;
· Civil society fund providing support to malaria control among vulnerable groups (PLWHAs) through NGOs, FBOs, and other community initiatives;
· Mobilization of community resources and contributions (human, material, and financial) to support identified prevention interventions in the community.  CBOs and NGOs implementing malaria control activities are required to sign a memorandum of understanding with local governments and support some areas in the district budgets within the district budget conferences;
· Mainstreaming malaria issues into the other sectors through inter-ministerial committees;
· Support from other agencies and organizations, including USG (USAID/CDC), UNICEF and DFID to RBM;
· Contributions from workplace interventions, associations and local support groups;
· Provision of care by households, communities, CBOs, and FBOs, which remain main providers of malaria treatment, though their quantifications remain a challenge;
· Funds raised by various charities and NGOs for supporting malaria control in an ad hoc manner. These fund mobilization efforts are not coordinated and do not complement each other, which makes it difficult to determine and obtain the required or appropriate funding level. This has been partly due to the lack of formalized and coordinated Malaria control fundraising frameworks and strategies in the country.
7.3.3 Fundraising Framework and Strategy

The following are some of the suggested components of the national resource mobilization framework for a scaled-up response to national malaria control over the next five years.
	
	Strategy

	National


	· Government to dedicate and allocate adequate resources to Ministry of Health to push malaria control activities towards pre-elimination;
· Government to dedicate and allocate adequate resources to local governments for implementation of malaria control activities;
· Government to mobilize additional resources from the donor community;
· Government to mobilize additional resources from major investors in the country (e.g., banks, construction and mining companies, industrialists, traders, and transporters);
· Mobilization of resources through RBM Partnership.

	District


	· Local governments and urban councils to dedicate and allocate adequate funds from their revenue to malaria control;
· Support from many organizations and individuals willing to donate time, resources, equipment, and staff. Local governments and district malaria teams to mobilize resources from local NGOs, business community, and prominent people in the district.


	Sub-county
	· Sub-county/urban division councils to dedicate and allocate more funds from their revenue to malaria control;
· Sub-county/urban division councils to facilitate resource mobilization from prominent and wealthy people in the community;
· Sub-county/urban division councils to mobilize resources from members of the community.


7.4 Resource Mobilization Action Plan to ensure availability of adequate resources to implement the action plan

	Strategic actions
	
	
	
	Output Indicator
	Cost activity
	Annual costs (US $)

	
	
	
	
	
	
	2011/12
	2012/13
	2013/14
	2014/15
	2015/16

	Government to dedicate and allocate adequate resources to MoH –NMCP
	MoFPED 

	National level
	Every FY
	Mainstreaming of malaria control in medium-term expenditure framework (MTEF) and increased funds allocated to supporting NMCP
	Medium-term expenditure reviews
	-
	-
	-
	-
	-

	Government to dedicate and allocate adequate resources to the local governments for Malaria control
	MoFPED 

	National level
	Every FY
	Increased funds allocated from the central government to the district councils to support Malaria control
	Medium-term expenditure reviews
	-
	-
	-
	-
	-

	Holding a donor community round table and soliciting pledges
	MoFPED 

	National level
	First quarter 
	Donor funds and pledges to support Malaria control
	Roundtable meeting 
	-
	5,000
	5,000
	5,000
	5,000

	Holding round- table meeting with national-level business and investors community in the country (construction, mining companies, industrialists, traders, and transporters)
	MoFPED 

	National level

	Annually 
	Business community pledges (funds) to support malaria control

	Roundtable meeting
	-
	5,000
	5,000
	5,000
	5,000

	RBM mobilization of resources from international and national partners
	NMCP
	National level
	Bi-annually
	RBM partnership fund
	RBM budgeting meeting
	-
	5,000
	5,000
	5,000
	5,000

	Local governments to dedicate and allocate adequate funds for Malaria control
	District/ urban council 
	District/ urban authority level
	Quarterly 
	Increased proportion of funds allocated and disbursed to malaria control support activities in the district budget 
	Medium-term expenditure reviews
	-
	70,000
	70,000
	70,000
	70,000

	District/Urban authorities hold budgeting conference to mobilise resources from local NGOs, businesses, and prominent people in the district onto Malaria fund/account
	District/ urban council District Malaria team
	District/ urban authority level
	Every first quarter of each year
	Pledges and contributions

	Roundtable meeting
	-
	70,000
	70,000
	70,000
	70,000

	Sub-counties/urban divisions mobilise from prominent and wealthy people in the community
	Sub-counties/urban divisions 
	Sub-county level
	Bi annually
	Increased proportion of resources mobilized from prominent and wealthy people in the community
	Roundtable meeting
	-
	90,000
	90,000
	90,000
	90,000

	
	
	
	
	
	Total
	-
	245,000
	245,000
	245,000
	245,000


8 ANNEXES 
8.1 NMCP organizational chart of Technical Staff
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8.2 RBM Partnership coordination (ICCM)
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8.3 SWOT Analysis of NMCP
	STRENGTHS
	WEAKNESS

	1. Availability of funding from global health initiatives like the GF and PMI 
2. Presence of RBM partnership and TWGs 
3. There are established systems for LLINs distribution and IRS 
4. Strong plans and commitment to provide LLINs to reach universal coverage 
5. Well-established organizational structure for malaria case management from national to village levels. 
6. Presence of RH division to handle MIP 
7. Existing linkage among NMCP, HMIS and ESD in the MOH with available malaria data for monitoring
8. Structures reporting system with key reference documents (MIS, UDHS, MPR) 
9. Known and well demarcated EP prone areas- prediction models and clear response plan
10. HP&E penetrate at all levels (villages to national) through structured system

	1. Inadequate coordination with in the program and between National Malaria Control Program and the partners.
2. Inadequate collection, analysis, and utilization of data at all health care levels including the private sector
3. Lack of infrastructure including modern technology to conduct entomological research
4. Slow implementation of policies in the management of malaria.
5. Dispersed responsibility of MIP between NMCP and reproductive health.
6. Lack early prediction systems for malaria epidemics.
7. BCC supporting interventions are not aligned with technical funding
8. Gap in the design of BCC supporting interventions leads to ineffective interventions
9. Non-functional malaria composite Data base
10. No research agenda

	OPPORTUNITIES
	THREATS

	1. Malaria has been prioritized in the National Development Plan and the ruling party manifesto 
2. Existence of inter-ministerial committee for malaria to implement multi-sectoral actions
3. Integrated Disease Surveillance and Response (IDSR) 
4. Functional in-country RBM partnership and many in-country partners exist 
5. Existence of a Quantification and Procurement Planning Unit (QPPU) and Three year rolling procurement plan
6. Increased direct funding by government
7. Harmonized HMIS forms for tracking stocks enables NMCP to track ACT 
8. AMFm facility to increase access to affordable ACTs
9. Emerging technologies (e.g. SMS, facebook) enables alternative methods of information dissemination
10. Available network of research institutions to enhance evidence collection and policy change

	1. Unpredictable weather causes challenge for coordination, implementation, monitoring and supervision of malaria interventions.
2. High donor dependency with inadequate government funding resulting into failure to sustain interventions.
3. Political/external (donors, environmentalist and organic farmers interference in implementation of programs
4. Low positioning and status of NMCP in the ministry for effective execution of its mandate
5. Development of resistance  (medicines and insecticides)
6. The policy governing the partners/CSOs only mandates the licensing authority to regulate their operations
7. Cultural social norms create distortion to IEC/BCC messages therefore affecting program uptake.
8. High and increasing media costs and other operational costs.


8.4 Commodities needs and flow
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8.5 Budget details (US$)

Table 3: Long-lasting insecticide-treated nets (universal coverage)
	
	2011
	2012
	2013
	2014
	2015

	1) LLINs Cost
	14,345,591
	29,904,800
	32,700,400
	117,838,600
	25,038,600

	2) Handling and testing
	1,463,250
	3,202,804
	3,568,922
	13,221,491
	2,860,410

	3) Planning
	791,329
	1,820,776
	2,028,911
	7,516,341
	1,626,126

	4) Distribution
	509,115
	1,114,365
	1,241,750
	4,600,208
	995,234

	5) IEC
	258,306
	482,885
	538,084
	1,993,395
	431,262

	6) HSS
	50,533
	121,363
	135,237
	501,000
	108,389

	7) Operational research
	306,084
	132,980
	148,181
	548,953
	118,764

	8) Insecticide monitoring
	0
	11,656
	12,988
	48,115
	10,410

	9) M&E
	0
	192,966
	215,024
	796,582
	172,337

	TOTAL
	17,724,209
	36,984,594
	40,589,496
	147,064,686
	31,361,531


Assumptions

1. Source of quantities: GF Round 7 (reprogramd) and GF Round 9 proposals

2. For year 2011, activities carry over from the planned substantial LLIN distribution (universal coverage) that starts in 2010. It is assumed the RBM targets on LLIN coverage will have been reached by end of 2010.

3. Price increases over the years: 5% in 2012, 7% in 2013, 10% in 2014 and 12% in 2015.

Table 4: Indoor residual spraying in targeted districts
	Budget line
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	Total

	Human Resources
	3,755,068
	5,769,266
	6,438,838
	6,014,271
	6,229,041
	28,116,844

	Health Products and Equipment
	34,413,778
	61,350,334
	34,909,365
	31,327,387
	34,737,354
	205,738,218

	Infrastructure
	250,800
	330,450
	2,862,300
	2,460,600
	2,460,600
	8,364,750

	Planning and Administration
	588,720
	830,353
	887,847
	805,472
	820,520
	3,932,812

	Total
	48,008,366
	68,280,303
	45,008,350
	40,607,730
	44,347,875
	246,152,624


Assumptions

1. Estimate of# of households: UBOS data

2. IRS using ICON, hence the need to do 2 rounds of spraying per district per year.

3. Cost of initial spraying round is 14,000 shillings per structure sprayed; and cost of sub-sequent spraying wound is 10,800 per structure sprayed.

4. Exchange rate used: US $ 1 = 2,000 UGX

5. Reduction in number of structures to be sprayed starting 2013 (with a focus on targeted spraying).

Objective 2: Effective Diagnosis and Treatment

Table 5:  Improved diagnosis using RDTs
	
	2011
	2012
	2013
	2014
	2015

	RDT Cost
	3,197,671
	6,374,505
	9,116,154
	12,025,168
	12,523,475

	Procurement fees
	111,918
	223,108
	319,065
	420,881
	438,322

	Storage and handling
	63,953
	127,490
	182,323
	240,503
	250,470

	Distribution
	159,884
	318,725
	455,808
	601,258
	626,174

	Training
	73,546
	146,614
	209,672
	276,579
	288,040

	HSS (NMS, HMIS, etc.)
	63,953
	127,490
	182,323
	240,503
	250,470

	IEC
	47,965
	95,618
	136,742
	180,378
	187,852

	Supervision
	15,988
	31,873
	45,581
	60,126
	62,617

	Quality assurance
	47,965
	95,618
	136,742
	180,378
	187,852

	M&E
	255,814
	509,960
	729,292
	962,013
	1,001,878

	TOTAL
	4,038,658
	8,051,000
	11,513,703
	15,187,787
	15,817,149


Assumptions

1. Source of annual RDT cost estimates: GF Round 9 proposals

2. Cost of the activities related to RDT deployment was calculated as a % of cost of RDTs, including: procurement fees (3.5%); Storage and handling (2%); Distribution (5%); Training (2.3%); HSS (2%); IEC (1.5%); Supervision (0.5%); quality assurance (1.5%) and M&E (8%).

Table 6:  Management of uncomplicated malaria with ACTs (including HBMF and Private sector)

	
	2011
	2012
	2013
	2014
	2015

	ACTs (private sector) – procurement
	10,855,528
	5,863,583
	7,143,193
	6,667,424
	7,593,564

	Procurement & handling
	542,776
	293,179
	357,160
	333,371
	379,678

	Public awareness and education campaigns for ACT treatment
	1,761,800
	934,800
	
	
	

	Provider training, supervision and ongoing support (VHTs)
	1,235,966
	
	
	666,742
	

	Provider training, supervision and ongoing support (Public Sector)
	1,615,222
	222,588
	142,864
	133,348
	151,871

	Provider training, supervision and on going support (Private Sector)
	1,304,465
	107,215
	71,432
	66,674
	75,936

	Pharmacovigilance, resistance monitoring and quality surveillance
	574,100
	450,500
	357,160
	333,371
	379,678

	National policy and regulatory environment efforts
	62,958
	62,958
	
	
	

	Reaching poor people and other vulnerable groups (Private Sector Distribution & Schools)
	2,414,946
	1,323,594
	1,607,218
	1,500,170
	1,708,552

	Piloting Case Management of Malaria at the Community Level using Parasite Based Diagnosis (RDTs)
	604,535
	764,548
	
	
	

	Information Leaflets
	4,000
	
	
	
	

	National drug monitoring system
	1,042,511
	1,862,081
	714,319.3
	666,742.4
	759,356.4

	Operational Research
	235,025
	135,300
	142,864
	133,348
	151,871

	Supervision
	325,666
	175,907
	214,296
	200,023
	227,807

	HSS
	542,776
	293,179
	357,160
	333,371
	379,678

	M&E
	868,442
	469,087
	571,455
	533,394
	607,485

	sub-total 1
	23,990,717
	12,958,519
	11,679,121
	11,567,981
	12,415,476

	GRAND TOTAL (1 + 2)
	47,612,271
	34,010,937
	30,394,286
	29,036,632
	32,310,613


	
	2011
	2012
	2013
	2014
	2015

	Procurement of ACTs (public sector, incl. HBMF)
	18,031,721
	16,070,548
	14,286,386
	13,334,848
	15,187,127

	Agency fees & handling
	721,269
	642,822
	571,455
	533,394
	607,485

	Storage
	540,952
	482,116
	428,592
	400,045
	455,614

	Distribution of ACTs
	901,586
	803,527
	714,319
	666,742
	759,356

	Refresher training of Health workers and training for HBMF
	540,952
	482,116
	428,592
	400,045
	455,614

	HSS (NMS, HMIS, etc.)
	540,952
	482,116
	428,592
	400,045
	455,614

	IEC
	631,110
	562,469
	500,024
	466,720
	531,549

	Supervision
	270,476
	241,058
	214,296
	200,023
	227,807

	Quality assurance
	180,317
	160,705
	142,864
	133,348
	151,871

	M&E
	1,262,220
	1,124,938
	1,000,047
	933,439
	1,063,099

	Sub-total 1
	23,621,555
	21,052,418
	18,715,166
	17,468,651
	19,895,136


Assumptions

1. Estimates picked from the GF round 4 and GF Round 9 proposals.
Estimates for the supportive functions were estimated as a proportion of the sub-total for medical supplies (e.g. 5% for supervision, 7% for M&E, 5% for operational research, and varying percentages for the remaining cost items).

Table 7:
	
	2011
	2012
	2013
	2014
	2015

	Quinine tablets
	304,443
	264,733
	230,203
	191,836
	159,863

	Quinine IV
	679,653
	591,003
	513,916
	428,263
	356,886

	Parental Artemether
	158,586
	137,901
	119,914
	99,928
	83,273

	50% Dextrose
	292,629
	254,460
	221,269
	184,391
	153,659

	Other accessories
	105,497
	91,737
	79,771
	66,476
	55,397

	Giving Sets
	304,504
	264,786
	230,248
	191,874
	159,895

	Sub – TOTAL
	1,845,312
	1,604,619
	1,395,321
	1,162,768
	968,973

	Re-training of HWs
	83,039
	41,520
	
	34,883
	

	HSS
	369,062
	160,462
	97,672
	58,138
	29,069

	Planning & Administration
	129,172
	112,323
	97,672
	81,394
	67,828

	IEC
	92,266
	
	69,766
	
	48,449

	Supervision
	92,266
	80,231
	69,766
	58,138
	48,449

	M&E
	147,625
	128,370
	111,626
	93,021
	77,518

	Sub – TOTAL
	913,430
	522,905
	446,503
	325,575
	271,312

	GRAND TOTAL
	2,758,742
	2,127,525
	1,841,824
	1,488,343
	1,240,286
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Figure 1:  Parasite Prevalence Rates in the Region (2)





Figure 2:  Epidemiological stratification based on TPR





Figure 3: Main Malaria Vectors species and distribution








� Probable and confirmed malaria cases.


�Literacy is defined as the ability to write meaningfully and read with understanding in any language.


� Baseline to be taken from the 2011 Demographic Health Survey (DHS) IV, not yet published.


�Aimed at improving the partnership and collaboration between NMCP and NMS, JMS, NDA, UNBS and UBTS to ensure quality and reliable supplies of malaria commodities.   


�The scorecard will be used to track data on indicators for each district, which will show the correlation between resources put in, and results achieved towards the national targets. This will enable analysis of the drivers(causes) behind movement (up and down) of the balanced scorecard under (i) environment - factors outside the influence of districts, such as governmental regulations, the economic cycle, local, national and donor politics, (ii) Organizational - systems inside the district system such as human resource, procedures, service structure, pay, (iii) departmental work processes, group relationships, work responsibilities, work assignments and (iv) Individual - personality, management style, skills, staff attitudes.





� Baseline to be taken from the 2011 Demographic Health Survey (DHS) IV, not yet published.
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