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Globally, malaria remains one of leading causes of death; accounting for 584,000 deaths of which 90% of all malaria deaths occurred in the WHO African Region. Malaria death in children aged less than five years, accounts for 78% of all deaths (World Malaria Report-2014). Malaria contributes not only to deaths of children under five, but also deepens and reinforces poverty in some of the poorest areas around the world, notably Sub Saharan Africa.

In Liberia, malaria, remains the leading cause of morbidity and mortality; accounting for about 42% of all clinical consultation and 44% of all inpatients’ deaths among children under 5 years. It is hyper-holoendemic, with intense, year-round (perennial) transmission across the whole country. The climate favors breeding of the major malaria vectors: Anopheles gambiae. The major parasite species present are P. falciparum (responsible for more than 95% of disease occurrence in Liberia), P. ovale, and P. malariae accounts for 5%.

Liberia National Malaria Control Program has revised her Strategic Plan for the period 2016-2020. In line with the National Malaria Strategic Plan, the M&E Plan is developed to track key elements of program performance through record keeping, regular reporting, surveillance, periodic survey and the assessment of change in targeted results that can be attributed to program interventions. Programme Monitoring also assesses the extent to which the implementation of planned activities is consistent with the programme design and will contribute greatly to evaluation. 

 This Monitoring and Evaluation plan also supports the implementation of the strategic Plan.  Basic strains of Malaria data that are transmitted through HMIS include integrated Community Case Management data, case management in private pharmacies and medicine stores and primary and secondary health care facilities data. All of these malaria data streams are supposed to be channeled through the County Health Teams HMER systems. However, the iCCM and private pharmacies and medicine stores data reporting templates are being finalized for reporting via the DHIS2	of the HMIS. 

The NMCP also conducts operational research and other house hold surveys such as the Malaria Indicator Survey (MIS), Demography and Health Survey (DHS), Health Facilities Survey (HFS), Malaria Drug Efficacy Studies, among others. Some of these studies are conducted in collaboration with local and international partners and agencies including ICF MACRO (DHS/MIS), LISGIS (DHS/MIS), RBM (Malaria Drug efficacy study, Health facilities survey and other operational research), and the MOH HMER department.  
[bookmark: _Toc309034665][bookmark: _Toc309034818][bookmark: _Toc309052939]1.1	Malaria Epidemiology
Liberia is hyper-to holo-endemic to malaria with perennial intense transmission. The entire population of nearly four million people is at risk of malaria. Study records show a decline in parasite prevalence and malaria trends.  According to the 2005 MIS, malaria prevalence was 66% (RDT), while in2009; it was 32% (Microscopy). Currently, the malaria prevalence is 28% using microscopy (LMIS 2011). This prevalence at the national level is not unique to every county. Distribution of prevalence ranges from 7% in Montserrado to 49% in southeastern B (Maryland, River Gee and Grand Kru). 

The climate is favorable for mosquito breeding of major vectors of malaria: Anopheles gambiaes.s, An.funestus, and An.melas. The major parasite species causing the disease are Plasmodium falciparum (>90%), P.ovale, and P. malariae. Most of the country lies below 500 meters in altitude; rain forest and swampy areas are common features. The climate is suitable for malaria transmission throughout the year in almost all parts of the country. During the peak of the rainy season—July to September—temperatures average 24.5°C and rise to 26.5°C in December and January when it is predominantly dry. 

[bookmark: _Toc263789579][bookmark: _Toc309032995][bookmark: _Toc309033296][bookmark: _Toc309034666][bookmark: _Toc309034819][bookmark: _Toc309052940] 1.1.1	Geographical Distribution of Malaria Cases/Prevalence
Most of the country lies below 500 meters. The coastal areas are characterized by mangrove swamps, which give way to tropical rain forest that gradually thins out northwards to be replaced by deciduous forest.  All geographic areas of Liberia are favorable for the vectors that transmit malaria. Malaria is endemic in Liberia and thus it is evenly distributed across all geographical parts of Liberia due to a suitable climate for malaria transmission (NMCP Strategic Plan 2010). Malaria prevalence distribution as shown in a recent survey(LMIS2011) recorded 7% prevalence in Monrovia, North-western region 29% (Grand Cape Mount, Bomi and Gbarpolu counties), North-Central 35% (Bong, Nimba and Lofa counties), South-Central 26% (Margibi, Montserrado and Grand Bassa counties), South-eastern A 33% (Grand Gedeh, Sinoe and River Cess counties) and South-eastern B 49% (Maryland, River Gee and Grand Kru counties). 

[bookmark: _Toc263789580][bookmark: _Toc309032996][bookmark: _Toc309033297][bookmark: _Toc309034667][bookmark: _Toc309034820][bookmark: _Toc309052941]


1.1.2	Population at Risk
The entire population of nearly 4 million is at risk of the disease, with an increased risk to pregnant women and children under five. Severe anemia is usually high among pregnant women and children under five years of age.  Persistence fever and severe anemia have been found among the children less than five years of age and pregnant women (NHSP, 2010; MIS 2009).

[bookmark: _Toc263789581][bookmark: _Toc309032997][bookmark: _Toc309033298][bookmark: _Toc309034668][bookmark: _Toc309034821][bookmark: _Toc309052942]1.1.3	Stratification and Risk Map
Results from malaria prevalence studies conducted between 2003-2005 classified Liberia as a country with hyper-holo-endemic malaria, with perennial transmission each year (Roll Back Malaria-National Desk Analysis-Liberia, 2001; HF, 2009).
The malaria risk mapping and stratification indicate that there have been changes over time and differences between regions in Liberia (see prevalence maps below). The trend in the prevalence periodically shifts from one region to another. For example, the MIS 2009 showed highest prevalence in the North Central Region (42%) while the MIS 2011 showed the highest prevalence in Southeastern B (49%). This is an area of research that needs to be prioritized in order to determine the factors precipitating the periodic regional changes in prevalence. 

Figure 3.2. Malaria Risk Stratification in different regions of Liberia
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The above graph indicates that overall malaria prevalence is higher in rural areas than the urban areas. This is borne out of the fact that urbanization tends to destroy conducive breeding place for the Anopheles species. Additionally malaria seems to affect poorer people more than high-income people. 
The table indicates malaria prevalence is higher using RDTs compared to Microscopy. These findings are in line with evidence elsewhere and are explained by the fact that RDT tests have higher false positives than microscopy. It is also instructive to note that in general malaria burden gets higher in older children. 
[bookmark: _Toc263789582]
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The major parasite species in Liberia are Plasmodium falciparum, Plasmodium ovale, and Plasmodium malariae. The most common parasite is P.falciparum, which accounts for 90% of all malaria cases (Roll Back Malaria-National Desk Analysis-Liberia, 2001; HF, 2009).
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The climate is favorable for mosquito breeding of major vectors for malaria: Anopheles gambiaes.s, Anopheles funestus, and Anopheles melas.

A meta-analysis of annual P. falciparum (APf) entomological inoculation rate across 23 countries in Africa from 1980 to 2004 demonstrated that the APf entomological inoculation rate (EIR) of Liberia was 21.9 (Louis and McKenzie, 2009). 
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Malaria is the leading cause of OPD attendance (42%) and is also the number one cause of inpatient deaths (39%) (HF Survey 2013).
A review of data from the routine HMIS, health facility and Malaria indicator surveys and operational research provides a picture of the malaria epidemiology in Liberia. The data reviewed indicated that there was a decline in parasite prevalence and malaria trends. However, the data was not able to capture information on the vector densities and other entomological bionomics where ITNs and IRS were scaled up. As shown in the two figures below (from the HMIS as reported from health facilities and the MIS from the nationwide parasitaemia surveys that was conducted in 2009, 2011 and 2005, From the 2005 MIS the malaria prevalence was 66%-RDT, then in 2009 it decreased to 32%-Microscopy and in 2011 further decreased to 28%-Microscopy (MIS, 2009, 2011 2005, ). 











Figure 3.1. Malaria Parasite Prevalence in Liberia
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Source: MIS (2005, 2009 & 2011)

The number of deaths reported from HMIS has also reduced among children under-five and the entire population. The decrease in under-five mortality from over 2,500 deaths in 2011 to around 500 deaths in 2013 is a five-fold reduction. The overall mortality in the population also decreased from over 3,000 deaths in 2011 to around 800 deaths in 2013 representing a nearly four-fold reduction in the overall malaria mortality. There is still more work to be done to validate reported malaria deaths. Of note is the relatively small drop in malaria prevalence between 2009 and 2011. This is the principle behind the program’s bid to rapidly scale up access and quality of malaria control interventions to further reduce the burden and sustain the gains achieved so far. 

[bookmark: _Toc309034672][bookmark: _Toc309034825][bookmark: _Toc309052946]1.2	National Malaria Control Goals and Objectives
Goal	The goal of NMCP is to reduce by 50% illnesses and deaths caused by malaria by 2020. 

Sustained leadership, stakeholder commitment, resources and effort are needed to achieve this by attaining the following objectives:

· Strengthen and sustain institutional and human resource capacity of National Malaria Control Program for effective program management.
· Increase access to prompt diagnosis and effective treatment targeting 85% of population
· Ensure that 80% of the population is protected by malaria preventive measures.
· Increase the proportion of the population with knowledge and practice of malaria preventive measures to 95% and 75%.
· Strengthen the supply chain system for effective quantification and prompt distribution of commodities under a universal system.
· Improve routine data monitoring and program evaluation to ensure quality data management at all levels.
· Initiate effective preparedness and timely response during emergencies 
[bookmark: _Toc309034673][bookmark: _Toc309034826][bookmark: _Toc309052947]1.3 	National Malaria Control Strategic Interventions and Priorities
To achieve the goal and objectives of the National Malaria Strategic Plan, investment in the sveven priority 
interventions areas is critical: 

1. Program management, 
2. Malaria case management, 
3. Integrated Vector Management (IVM) 
4. Advocacy and resource mobilization
5. Procurement and Supply chain management 
6. Research, Monitoring and evaluation.
7. Effective response during emergencies
Table _ Strategic interventions and priorities
	Strategic Interventions
	Priorities

	Program Management
	· Capacity building and coordination
· Advocacy and resource mobilization

	Malaria case management
	· Scale-up integrated community case management of malaria
· Scale-up management of uncomplicated malaria in private pharmacies and medicine stores
· Scale-up the management of uncomplicated and severe cases of malaria in both public and private health facilities
· Scale up of prevention  of Malaria in Pregnancy (MIP) services at all ANC facilities
· Diagnostics and quality assurance

	Integrated Vector Management (IVM)
	· Ensure Universal access to LLINs 
· Deploy effective and sustainable larviciding as a complementary vector control measure

	Advocacy and social mobilization
	· Promote Prevention, 
· Promotion of prompt and effective health seeking behavior amongst the population (further expand)

	Supply chain management
	· Revise Logistics Management Information System tools to reflect key commodities
· Ensure continuous availability of LMIS and SOP tools
· Ensure availability and access to antimalarial Drugs at all health facilities and service delivery points.

	Research, monitoring and evaluation
	· Prioritize and strengthen local research agenda
· Promote information product dissemination and use.
· Improve data management at all level
· Entomological  and insecticide resistance monitoring
· Field quality control for LLINs 

	Emergency Preparedness and response.
	· ensure capacity for emergency preparedness and response



[bookmark: _Toc309034674][bookmark: _Toc309034827][bookmark: _Toc309052948]1.4.0	Recent Development in the health system that may influence malaria M&E
The recent developments in the health system that have influence on malaria M&E include the outbreak of Ebola virus disease,  the elaboration of a National Health Sector Investment Plan for building a resilient system, the development of a National Health Information System (HIS) Strategy, and the decentralization Health care delivery systems at the district level.

1.4.1	Ebola Virus Disease Outbreak (EVD)
In March 2014, Ebola Virus struck Liberia. This outbreak decimated the already fragile health system that was slowly recovering from the devastation of the civil war. It led to reversal in most of the health indices including critical gains that had been made in malaria control. Access to health service as well as service utilization was grossly affected. During the EVD outbreak   several health facilities were wholly or partly closed. The trust between patient and service provider was greatly eroded. 
The Ebola outbreak not only hampered the delivery of essential health services but also affected the smooth operation of support systems. Support systems affected included coordination and management functions of the health system as all efforts were redirected to respond to the EVD; and a breakdown in systems for essential drugs and supplies, information systems, human resources for health among others.  Health seeking behaviour was negatively influenced during the Ebola Outbreak.
 
1.4.2	National Investment Plan for building a resilient Health System 
The investment plan for building a resilient health system in Liberia represents an effort arising from the experience of the Ebola Virus Disease outbreak. It highlights the Government’s priorities in re-building the health system to ensure it has the capacity, not only to provide the expected essential health services for the people of Liberia, but also the capacity to identify, report and promptly respond to future health threats in whatever form.

The plan complements the 2011 -2021 National Health Policy and Plan, highlighting the priority health system actions that need to be attained for the overall attainment of the health goals of Liberians. By achieving the goals set out in this plan, the attainment of the National Health Plan vision and targets shall be achieved.’ (Ref pg iv). 

1.4.3	Development of HIS Strategic Plan
The Ministry of Health has developed a five year HIS strategic Plan. This strategy seeks to address issues of policy, planning, financing and capacity development for both human and institutional resources for health information systems. This document identifies capacity gaps for data analysis and use within programs and units of the Ministry of Health. The current data platform is credible in terms of performance however, the data sources supporting this platform needs to be strengthened for quality.  This strategic plan supports the efforts of the National Malaria monitoring and evaluation plan’s objective of improving data quality and management at all levels. (Include the HIS Components)

1.4.4	Decentralization of Health Systems
The Ministry of Health has decentralized service delivery to the district level. (Clarify further)This new approach is aimed at setting up district health teams that will provide oversight and supervision at the facility and community levels. The district health teams will have data management units that will collect, collate, process data and transmit report to the county and national levels. This system will improve timely reporting and provide coaching and mentoring capacity to health facilities and community levels staff on a regular basis. In addition, it will support the NMCP M&E objective of improving data quality and management at all levels of the health system. 

1.4.5	Integrated Disease Surveillance and Response (IDSR)
The Ministry of Health has revised the technical guidelines and developed a 5 year strategic plan for integrated surveillance and response. The IDSR technical guidelines outlined epidemic prone diseases and other priority diseases of public health importance. The guidelines has a community event based surveillance systems component which is aimed at improving health outcomes by increasing the timeliness in reporting suspected cases of all priority diseases. It also monitors morbidity and mortality trends of priority diseases and change in epidemiology of diseases of public health importance. General Community Health Volunteers (gCHVs) are used to detect and report epidemic prone diseases. The gCHVs also treat malaria cases in children under five years of age living in challenged or hard to reach areas. 

1.4.6 	Other funding initiatives 
Other funding initiatives of the NMCP include the Global Funds to fight HIV/AIDS, Tuberculosis and malaria (GFATM), the President’s Malaria Initiatives (PMI) and UNICEF. The Global Funds is supporting the NMCP in procurement of LLINs, anti-malaria medicines, laboratory testing kits, monitoring and evaluation and other system strengthening activities. PMI is also supporting the procurement of LLINs, drugs, test kits, supply chain management, supervision and monitoring through her partner agencies. PMI is also supporting entomological monitoring and insecticide resistance testing for vector control activities. UNICEF is supporting the NMCP through the iCCM activities. 


[bookmark: _Toc309052949]Chapter 2:	 Monitoring and Evaluation Systems
The HMER Department of the Ministry of Health was established in 2008 following the development of the 2006-2010 health policy and plan. This was a result of a fragmented and dysfunctional HMIS and M&E systems which were vertically run by donor funded programs to meet reporting requirements. The Ministry of Health in collaboration with partners developed the HMIS strategy and the M&E policy and strategy. However, these strategies have been revised to align with the National Health Policy and Plan 2011-2021. 
This process resulted into a more decentralized data collection and reporting systems using the National Essential Indicators Dataset (NEIDS). In this new system, data collection, entry and reporting responsibilities are given to the CHTs for all disease programs and divisions using an integrated data collection tools while programs play a more technical role in ensuring that the reports are representative and are of quality. The District Health Information System software (DHIS2) was adopted and rollout in the health system for routine HMIS use. Monitoring and evaluation officers were deployed in each county to provide supervisory and technical support for routine data management and reporting. 

Under these mechanisms, the Ministry of Health has ensured that all programs and divisions activities follow the three ones principle as listed below:
· One National Malaria Control Program where implementation is a country-led process
· One costed National Malaria Control Strategic Plan 
· One country level monitoring and evaluation framework

The ‘three ones’ principle has guided the implementation and activities for interventions recommended by the WHO-RBM initiative for endemic countries as follow:
1. Case management of malaria with Artemisinin Combination Therapy (ACT) and Rapid Diagnostic Tests       (RDTs) at health facilities, private pharmacies, medicine stores and community levels
2. Management of Malaria in Pregnancy (MIP), including Intermittent Preventive Therapy (IPTp)
3. Integrated Vector Management (IVM) with Long Lasting Insecticide treated Nets (LLINs), Indoor Residual Spraying (IRS), and other environmental interventions
4. Advocacy and Behavioral Change Interventions 
5. Strengthened Partnership and Improved Program Management 
6. Operational Research 
7. Monitoring and Evaluation 
8. Health Systems Strengthening 

[bookmark: _Toc309052950]2.1	M&E Goal and Objectives
Goal 	The goal of the NMCP M&E Plan (2016 -2020) is to provide reliable information on the performance, progress, effectiveness and efficiency of the national response to control malaria as planned and documented in the National Malaria Strategic Plan (2016 -2020).
General Objective: To improve routine data monitoring and program evaluation to ensure quality data management at all levels by 2020.

Specific Objectives: 

· To provide guidance for the collection, processing, analysis and use of malaria data 
· To oversee the periodic documentation of planned activities and measure expected outcomes and     impact. 
· To monitor malaria vector behavior and transmission using sentinel sites and insecticide resistance testing
· To use operational research to generate evidence for policy decisions and improved program management. 
Data Collection Methods
In line with the HMER policy all data collection activities are integrated for the Ministry of Health. The HMIS is used for routine data management and reporting. Other methods of data collection and reporting include monitoring and evaluation visits, population based surveys and other operational research.  


2.4.0 Routine Data Collection
The routine data collection system of the National Malaria Control Program is integrated into the MOH HMER systems. Routine data collection for all malaria indicators is collected and collated by the County Health Teams. These data are transmitted to the program monthly using the HMIS server. The Malaria routine data includes diagnosis and treatment data for malaria from all public and private health facilities, communities through the iCCM and the private pharmacies and medicine stores through the social marketing scheme. The NMCP conducts monitoring and evaluation quarterly to ensure quality and check data sources for completeness. Other monitoring and evaluation activities for malaria diagnosis and treatment include data validation, malaria commodities stock status monitoring and the evaluation of treatment protocols used to manage malaria patients. 

Routine data collection for Integrated Vector Monitoring (IVM) includes entomological monitoring and insecticide resistance testing using sentinel sites. These activities are conducted quarterly in collaboration with environmental health technicians in selected counties with a vertical data collection and reporting systems implemented by the NMCP. Other IVM related routine data includes the routine distribution of LLINs in health facilities for pregnant women attending ANC clinics for the first time and institutional delivery through the HMIS.

Non-Routine Malaria Data Collection
Non-routine data collection at the NMCP includes operational research, research for health and other population based studies which are crucial for program planning and implementation. The NMCP established an operational research unit in 2010 to ensure evidence based implementation.  Key research and studies consider by the NMCP includes the Malaria indicator survey, the Demographic and Health Survey, the Health Facilities Survey, Adherence and compliance studies, malaria drug efficacy study and other operational research. The NMCP conducts some of these studies through partnership with local and international partners. A list of research priorities identified through stakeholders updated periodically to decide operational research directions for the program.  

2.4.2	Integrated Disease Surveillance and Response (IDSR)
The Ministry of Health  has adopted the WHO Integrated Disease Surveillance and Response strategy. The technical guideline was revised in July 2015. This guideline take into consideration the International Health Regulation and has an exclusive community components which concentrate on community events based surveillance. Under the IDSR strategy, diseases are place under different categories depending on their epidemic importance. Epidemic prone diseases are placed under active surveillance while Malaria and other non-communicable diseases are placed under passive surveillance.  Epidemic prone diseases are reported immediately through the WHO standard reporting mechanism. Other diseases of public importance are reported monthly through the routine HMIS system of the Ministry of Health. 

[bookmark: _Toc309052951]2.2	M&E Framework
Conceptual Framework

The Conceptual framework illustrates the relationships between all relevant systemic, organizational, individual, or other salient factors that may influence program operation and the successful achievement of program goals.


Figure 1. Conception Framework.
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The Results Framework is a diagram that identifies levels of results and illustrates the causal relationships linking all levels of the program’s objectives.

Figure 2. Results Framework
Goal: By 2020, reduce illnesses and deaths caused by malaria by 50%. 
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Logic Model
The Logic model provides and illustrates a simplified interpretation of planned use of resources and clarifies program assumptions about linear relationships between key factors relevant to desired ends.
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2.3	Indicators

The program indicators were selected to measure strategic objectives of the NMCP and have been refined to monitor and evaluate output, outcome and impact of the Program. These indicators were drawn from standard indicators used internationally to measure performance of national malaria control programs. Lessons learned from implementation of previous strategic plan include the followings: 

1. Achieving universal target for some program indicators was a challenge
2. Weak supply chain system impeded the achievement of some program targets (eg. Case management, stock out of anti-malaria medicines and supplies etc).
3. Universal coverage for LLINs distribution increased LLINs ownership and utilization.
4. Drugs quality control testing (QA/QC) funded by GFATM money was not disbursed over the grant period 
Performance Frameworks
	Items 
	Indicators 
	Sources
	 Freq.
	Responsibilities 

	Goal:
	

	By 2020, reduce illnesses and deaths caused by malaria by 50%.
	Reduce anemia prevalence children aged 6–59 months with hemoglobin measurement of <8 g/dl) (percentage)
	DHS
MIS
	2 -5 years
	LISGIS, MOH & NMCP

	
	Reduce parasitemia prevalence in children aged 6–59 months with malaria infection (by microscopy)
	DHS
MIS
	2 -5 years
	LISGIS, MOH & NMCP

	
	All-cause under 5 mortality rate

	DHS
	5 years
	LISGIS, MOH & NMCP

	
	Malaria-specific deaths per 1000 persons per year (estimates) 
	WHO Estimate
	Annually
	WHO

	To increase access to prompt diagnosis and effective treatment targeting 85% of population by 2020.

	Number of confirmed malaria cases per 1000 persons per year
	
	
	

	
	Percentage of children under 5 years old with fever in the last 2 weeks who received antimalarial treatment according to national policy within 24 hours of the onset of fever 
	HMIS
	Monthly, Quarterly
	NMCP/MOH

	To ensure that 80% of the population are protected by malaria preventive measures by 2020.

	Percentage of children under five sleeping under an LLIN the previous night 
	MIS & DHS
	2 years
5 years
	NMCP/MOH, LISGIS, ICF

	
	Percentage of pregnant women sleeping under an LLIN the previous night 
	MIS & DHS
	2 years
5 years
	NMCP/MOH, LISGIS, ICF

	
	Percentage of women who received two or more doses of SP for malaria prevention (IPTp) during their last pregnancy
	HMIS, MIS & DHS
	Monthly
2 years
5 years
	NMCP/MOH, LISGIS, ICF

	
	Percentage of households with at least two LLINs
	MIS & DHS
	2 years
5 years
	NMCP/MOH, LISGIS, ICF

	
	Percentage of households with at least one LLIN for every two people
	MIS & DHS
	2 years
5 years
	NMCP/MOH, LISGIS, ICF

	To increase the proportion of the population with knowledge and practice of malaria preventive measures to 95% and 75% by the end of 2020.

	Percentage of women correctly identifying ACT as treatment for uncomplicated malaria
	MIS & DHS
	2 years
5 years
	NMCP/MOH, LISGIS, ICF




Chapter 3 M&E Activity Plan
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The National Malaria Control Program has several coordination committees. Prominent among them are the Malaria Steering Committee, the Liberia Coordinating Mechanism, the NMCP/President’s Malaria Initiative weekly coordination committee. Thematic standing committees include the Integrated Vector Management Working Groups, the Private Sector working groups, (Social marketing of ACTs and RDTs in private pharmacies and medicine stores)  the iCCM working group, Case management working Group, Communication Committee (IEC/BCC) and the M &E coordination committee. 

Malaria Steering Committee (MSC)
As a response to the malaria situation in the country, a malaria steering committee (MSC) was formed in 2003 in line with the RBM initiative to strengthen partnerships and coordination. The committee advises and guides the NMCP and other participating partners on the content and organization of their malaria work plan and projects. There are Terms of Reference for this committee, and new organizations working in malaria control and prevention are invited to join.  The MSC meets every month, chaired by the NMCP Program Manager, and is attended by staff of the NMCP and representatives of implementing partners, including other relevant government ministries and agencies, international and national NGOs and funding partners
.
Liberia Coordinating Mechanism (LCM) 
There is a Liberia Coordination Mechanism established to coordinate the global Fund grant to fight Aids Tuberculosis and Malaria. The LCM is a public-private partnership in the governance of national disease programs and is accountable to the nation. It provides strategic oversight to ensure effective implementation of the program. Members of this group represent the interest of country level stakeholders in the fight against the three diseases funded by Global Fund. Within the LCM, there is a Technical Coordinating Committee (TCC) which meets quarterly to review activities outcomes and lessons learnt.

NMCP-PMI coordination committee. 
The NMCP and PMI hold a weekly coordination meeting to plan and review malaria activities being implemented from the Malaria Operational Plan by the PMI/USAID implementing partners. This group meets every Thursday. (Program Manager and Kaa Williams to expand)

Monitoring and evaluation coordination committee
The HMER Department of the Ministry of Health established a monitoring and evaluation coordination committee that meets monthly. This committee consist of various programs and divisions of the Ministry of Health and other key partners including GFATM, FARA, PBF, Pooled Fund etc. the objective of this committee is to deliberate on the implementation of various programs and grants and their performance as they relate to their individual goals and objectives. (Mike Mulbah and Emmanuel Dahn to expand)

Integrated Vector Management Working Group
The IVM working group consists of the NMCP IVM Unit and key stakeholders and line ministries and agencies. They include the Ministry of Agriculture, Environmental Protection Agency, the Division of Environmental and Occupational Health, local and international NGOs and other key partners (UNICEF, PMI, PLAN-Liberia, Abt Associates, the Mentor Initiative etc). The task of this group is to coordinate the development of macro plans for the implementation of vector control activities (LLINs distribution, insecticide resistance testing, IRS, entomological monitoring etc.). This group meets every quarter with NMCP chairing the coordination meetings.
Private Sector ACT Working group
The PSACT working group consist of the NMCP, the Pharmacy Board of Liberia, the Pharmacy Division of the MOH, local and international NGOs etc. (Koko and Jamesetta to expand)…

Integrated Community Case Management Working Group
The iCCM working group is chaired by the Community Case Management Division of the Ministry of Health. They consist of the NMCP, (expand with Asatu and Pratt)

Monitoring and Evaluation Coordination:
The M&E Unit at the NMCP works in closed collaboration with HMER at MOH and participates in the monthly M&E Coordination meetings chaired by the M&E Director/Coordinator at the MOH. At this forum M&E activities of other programs and units in the health sector are shared. Work plans, new innovations, strategies, best practices and new skills are also shared.
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3.2	Monitoring of Malaria Control Program
The M&E Unit of the National Malaria Control Program is structured in accordance with the MOH HMER Department. It consists of five (5) staff namely:  a Research & M&E Manager, Operational Research Officer, Data Manager, M&E Officers and one ICT/M&E Officer. All the staff of the M&E unit have a minimal of undergraduate degree in various disciplines with additional skills in program monitoring and evaluation.  Each of these staff is linked to various units of the HMER Department of the MOH. The M&E Manager oversees all research and monitoring and evaluation activities of the program with technical support from the Ministry HMER Directors and Coordinator. The Data Manager of the Program is integrated into the HMIS Unit at the Ministry of Health. The Research Officer also works in collaboration with the Research Unit in the conduct of malaria research activities.  Basic skills in program monitoring and evaluation have been built over the years among staff of the M&E Unit through local and international trainings. The capacity of the NMCP M&E unit needs to be strengthened in key areas such as research, health information systems management and basic statistical packages as well as impact evaluation.

Monitoring and evaluation activities of the Malaria Control Program
Monitoring and evaluation activities are directly conducted by the NMCP and in collaboration with partners. Various monitoring and evaluation activities include quarterly monitoring and evaluation of case management and data quality indicators in health facilities, iCCM and PSACT; monitoring of LLINs mass distribution and the conduct of post LLINs distribution evaluation; Supportive Supervision for Case Management in Health facilities, supply chain monitoring; post marketing surveillance in private pharmacies and medicine stores and entomological surveillance and insecticide resistance testing. Other monitoring activities include the Performance Based Financing and Verification of implementation (VOI) spearheaded by the Ministry of Health. 

Quarterly Monitoring and Evaluation 
With support from the GFATM, the M&E Unit of NMCP visits selected health facilities and private pharmacies and medicine stores to track key malaria treatment indicators and validate data submitted through the HMIS. Key indicators include IPTp and routine LLINs indicators, treatment indicators using national treatment protocols and anti-malaria drugs stock status. Occasionally, BCC and other interventions are also tracked to investigate health facilities performance. The community level monitoring mechanisms are being reviewed for incorporation into the quarterly monitoring framework.

Monitoring of Mass LLINs distribution
Under the IVM framework, the NMCP in collaboration with partners develop and implement macro plan for LLINs mass distribution. Key monitoring and evaluation activities include the assessment and enumeration of households, BCC campaigns monitoring, monitoring pre-positioning and logistics deployment, mass distribution and post distribution evaluation. 

On-site Coaching and Mentoring
The NMCP conducts coaching and mentoring for clinicians working at all levels of Malaria Case management (health facilities, iCCM, PSACT). Coaching and mentoring is conducted in selected health facilities using standard selection criteria. During this activity, performances of clinicians using standard treatment guidelines are assessed during the management of malaria patients. Case management supervisors of the NMCP provide technical support to health facilities staff and county health teams clinical and reproductive health supervisors in an effort to correct management challenges. This activity is supported by GFATM and is performed quarterly. 

End User Verification 
The supply chain for malaria control is also monitored quarterly in PMI supported counties using the ‘End User Verification’ tool. This activity assesses the management and inventory of anti-malaria medicines and other key indicators including training in malaria case management and diagnostics. 

Post Marketing Surveillance 
Post marketing Surveillance is conducted in collaboration with the Liberia Health Medicine Products Regulatory Authority (LHMRA) with support from the United States Promotion of Quality Medicines (PQM). Anti-malaria medicines banned for public consumption are tracked and confiscated in private pharmacies and medicine stores during these activities.  Quality control and quality assurance for anti-malaria drugs in both public and private facilities are also sampled for testing during this activity. 

Entomological monitoring and Insecticide Resistance Testing
Entomological surveillance and insecticide resistance testing are conducted in selected communities in the five health regions of Liberia. With support from PMI and Abt Associates, the NMCP Entomological Technicians and Environmental Health Technicians of CHTs conduct these activities quarterly. (Chrispin and Baber to expand)

Performance Based Financing 
The Performance Based Financing monitoring is conducted in selected health facilities contracted to NGOs for the implementation of primary health care. Few indicators are extracted from top ten indicators of various child survivor programs and divisions of the Ministry of Health for monitoring. Targets set for these indicators are monitored for performance. For the NMCP, IPTp is the major indicator that is monitored under the PBF. 






























Output Indicator Monitoring Plan

	No
	Activities
	Indicators
	Output
	Frequency
	Targets
	Responsible

	1
	Quarterly monitoring and evaluation of health facilities and sentinel sites
	Case management and Data quality
	# of health facility staff train.
Verifying reports.
Feedback to CHTS.

	Quarterly
	20% of health facilities. Private pharmacies and medicine stores
	M&E/NMCP

	2
	Monitoring of Mass LLINs distribution
	Macroplan.
Population coverage of LLINs distribution.
	1.  Macroplan
2.  LLINs distribution report
3.  Post LLINs distribution report.

	Every three years
	Depending on scope of distribution (universal Coverage is recommended)
	NMCP& Partner

	3
	On site coaching and mentoring
	Case management indicator
	Coaching and mentoring reports
	Quarterly
	Selected health facilities
	Case Mgt Unit/NMCP

	4
	End User Verification (EUV)
	System strengthening indicator
	EUV report
	Quarterly
	Selected health facilities
	NMCP, SCMU & Partner

	5
	Post marketing surveillance 
	Post marketing surveillance indicator.
QA/QC indicator.
	Post marketing surveillance report.
Confiscated antimalaria medicine.
QA/QC report
	Quarterly
	Selected health facilities, pharmacies and medicine stores
	PSACT/NMCP & Partner

	6
	Entomological monitoring and insecticide resistance testing
	Entomological monitoring and insecticide resistance testing indicators
	Entomological monitoring report.
Insecticide resistance testing report.
	Monthly
	Sentinel site
	Vector Control Unit/NMCP & Abt

	7
	Performance based financing counter verification
	
	
	Quarterly
	Selected facilities in FARAD counties
	NMCP & PBF/MOH

	8
	Verification of Implementation (VOI)
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The National Malaria Control uses several methods to evaluate program performance. Prominent among these methods are the Malaria Program Review (MPR), the Malaria Indicator Survey (MIS), the Demographic and Health Survey (DHS), the Health facilities Survey (HFS), population based studies and other Operational Research. The Program Review is conducted by the program with technical support from WHO. The MIS, DHS and other population studies are conducted in collaboration with local and international partners. These studies are programmatically essential after scale up of key malaria interventions that contribute towards outcome and impact indicators. 

3.3.1 Malaria Program Review (MPR) 
The Malaria Program Review (MPR) is conducted every 3-5 years with technical support from WHO. The review is conducted using WHO technical guidelines for the conduct of a malaria Program review. During the process, programme performance is reviewed in order to identify achievements in outcomes and impacts, best practices and lessons learnt, critical issues, problems and the causes of the problems. During this process solutions can then be proposed for more effective delivery, resulting in revision of programs and strengthening of structures, systems and capacity to achieve greater equity, better coverage, higher quality and more effective delivery of antimalarial interventions. The last MPR was conducted in 2013 covering the last 10 years of implementation; the next MPR is planned for 2018.

3.3.2	Malaria Indicator Survey 
The MIS measures household level malaria prevention indicators (LLINs and IRS) ownership, access and use. It also measure coverage of intermittent preventive treatment in women who give birth in recent two years; identify practices used to treat malaria among children under age 5 and the use of specific Anti-malarial medications; measure the prevalence of malaria and anemia among children age 6-59 months and assesses malaria-related knowledge, attitudes, and practices in the general population. To date, three LMIS (2005, 2009 & 2011) have been conducted by the NMCP and partners. The next MIS is scheduled for 2016. 
This nationally representative survey provides information on the RBM targets and basis for program planning and implementation. 

3.3.3	Demographic and Health Survey  
Demographic and Health Surveys (DHS) conducted every five years are nationally-representative household surveys that provide data for a wide range of monitoring and impact evaluation indicators in the areas of population, health, and nutrition. The LDHS includes a malaria module with standardized questions on household access, ownership and use of mosquito nets, intermittent preventive treatment of malaria in pregnancy, and malaria case management among children. Following the post war era (2003 to present), two demography and health surveys (2007 & 2013) have been conducted in Liberia. The next LDHS is planned for 2018.
 
3.3.4	Health Facility Survey
The Health Facility Survey (HFS) is conducted to update data on core indicators for malaria in Liberia. It identifies the available number of different categories of health workers in each surveyed facility; assesses the performance of health workers in out-patient malaria case management; obtains the opinion of patients or care takers of sick children on the performance of health workers in the management of out-patient malaria cases; conduct inventory of existing antimalarial drugs and medical supplies at the surveyed facilities, establishes the percentage of malaria cases among out-patient and in-patient in the last twelve months and  establishes the malaria mortality rate among in-patients. In 2013, the last health facility survey was conducted.  The last HFS was carried out in 2009 with support from UNICEF.

Outcome/Impact Activities Work plan 
	 No
	
Activities
	
Outcome indicators
	
Freq. of collection
	
Target
	
Responsible 

	1
	LMIS
	Prevalence level
	Every two years
	
	NMCP, PMI & LISGIS

	2
	LDHS
	IPTp coverage, LLINs ownership & usage, Under five mortality
	Every five years
	
	MOH &LISGIS

	3
	Malaria Program Review
	Program achievements, and challenges
	Every five years
	
	M&E/NMCP

	4
	Health Facility survey
	Health workers performance, inventory of antimalaria drugs and other medical supplies,
	Every two years
	
	M&E/NMCP
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3.4	Data Flow
Routine health information, including malaria data, flows from community to health facility; from health facility to district M&E/HMIS Units. Also private Sector data are sent to district level; from district to county M&E/HMIS Unit, and by and large, from county to national level through the DHIS2 System. The transfer between district, county and to the national levels is done electronically using the DHIS-2, which is a web-based system. The National units are able to access the data from the system through the earlier mentioned system. It is important that a two-way feedback be provided to the data sources for use at their respective levels. 

[image: ]

[bookmark: _Toc309052959]3.5	Data Quality Assurance
The NMCP will collate malaria data, analyze and report the information on a quarterly basis. The County Health Team (CHT) will monitor malaria control activities (data collecting and reporting and compliance to treatment protocol) in their respective counties and report to the Ministry of health on the monthly basis. 
The program outputs will be tracked periodically using HMIS standardized ledgers and forms designed for data collection according to the reporting schedule of each of the activities. Health personnel will use standardized primary data collection tools to collect data on out– and in-patients with clinical and/or laboratory confirmed malaria cases. On a monthly basis, health facilities will provide summarized data on services provided, including those from malaria, HIV/AIDS and TB patients. Data from health facilities will be collected and compiled manually by health facility staff who will then forward the report to the district Health Team (DHT) in each of the 15 Counties. The district health team will do the entry into the DHIS2. The CHT will undertake preliminary analysis and quality audit of the collated secondary data before submitting the data to the Ministry of Health and the HMIS unit of the MOH. While significant progress has being made with all facilities reporting through the DHIS2, there are still issues with private health facilities reporting through the HMIS. This situation is being addressed as part of the integrated Health Systems Strengthening activities of the MOH.
To further improve data quality, the NMCP monitoring and evaluation unit will support the training of the district M&E staffs in monitoring and data quality at the facilities. Training of facilities OICs and registrars in data verification and recording respectively will also be supported. The sources of the data are at the facility levels and the issue of data quality starts at that level. Hence, the program attaches serious importance to the training of cadres at this level.
   
Reports on the program outcomes/coverage of LLINs will be estimated quarterly using mini-surveys in areas where interventions have been carried out. This will be a monitoring survey to help the program determine whether LLINs already distributed are being used. IPT coverage will also be estimated quarterly using the routine data collected from health facilities.
Operational research studies will be conducted periodically and/or when necessary to provide information needed for proper planning and maximization of resources for optimum results. These studies include efficacy monitoring of anti-malarial drugs and compliance studies on anti-malarial drugs in use. Reports on these studies will be submitted at the end of each study.  More subjects for operational research are being identified and will depend on implementation obstacles that may arise. 
Joint regular quarterly supervision is conducted at health facilities, community and private pharmacies and drug stores. The NMCP organizes these supervision missions in collaboration with the CHTs. Where possible, the supervision will involve partnership of WHO, MOH and LCM representatives. A standard checklist indicating key issues to be assessed and verified will be prepared, and the team will use these supervision missions for on-the job capacity building particularly to improving CHT patient information/data recording and reporting.
A supervision and data quality guideline will be prepared to guide the central staff (NMCP, MOH, PRs) and the County Health Team during the supervision and for the purpose of data quality checks.  Reports from these visits will be disseminated to the facilities/community-based organizations, and will provide recommendations for future improvement. 
The M&E Unit will also conduct quarterly visits to the counties for verification of reports (ensuring data quality) and for monitoring of the quality of malaria control intervention. A feedback mechanism on reports from data collected will be ensured both at county and national level.  Monitoring of pharmaco-vigilance will also be done and verified on a quarterly basis.
Supportive supervision/coaching will be done monthly by CHT (especially for case management) to ensure that clinicians are following the malaria case management protocol (Confirmatory diagnosis). Reports for supportive supervision/coaching will be submitted to the program and the MOH for review and decision-making. The County Health Officer (CHO) shall ensure data timeliness, quality and accuracy through monthly monitoring.
[bookmark: _Toc309052960]3.6	Malaria Data Management
Data sources into the M&E plan include standard routine reports from the facilities, communities and private pharmacies & medicines stores, reports from implementing partners, national surveillance systems, and periodic National and health facility surveys and national surveys such as LMIS and LDHS. An overview of these sources and the resulting information flows are presented below.
Routine Facility, Community and PSACT Data
Sentinel Sites


National Surveillance
Sentinel Sites





NMCP M&E Plan

Implementing partners Data

Operational Research
Implementing partners Data


MIS &DHS Surveys



Two primary routine reporting systems currently exist for monitoring malaria at facilities:  the national HMIS and the sentinel site surveillance. Other routine reporting systems exist within government line ministries and non-governmental agencies targeting diseases of public health importance. x
[bookmark: _Toc309052961]3.7	Dissemination of Information and Information Products

[bookmark: _Toc309052962]3.7.1	Dissemination of Information

The following plan for dissemination of information will be implemented by the MOH in collaboration with Plan Liberia (PR2) and SRs. In addition, the MOH will post all reports and other information products on the ministry website (www.moh.gov.lr) to be accessible by the general public:

· MOH, facilitated by PCU, will produce monthly reports on the implementation status of GFATM activities. These updates will be shared with the Central MOH
· MOH facilitated by PCU, will disseminate a quarterly summary report, entailing programmatic and financial information, to the LCM and the above-mentioned stakeholders during usual quarterly meetings.
· MOH facilitated by PCU, will submit to the FA the quarterly programmatic and financial report on established reporting dates.
· Every quarter, a Joint Review Meeting will be hosted by MOH with all SRs and stakeholders to present current grant implementation status sharing best practices and discuss implementation constraints, challenges and recommend actions for concerned parties.
· Annual Review meetings will be held to ensure that all stakeholders are informed of program progress, (achievements, issues, and lessons learned) and provide inputs into the following year’s work plans.
· HMIS and M&E Unit will issue periodic dashboard and newsletter for all stakeholders and the public. These publications will also be displayed on the wall of the ministry and the program.

[bookmark: _Toc309052963]3.7.2	Information Products:

3.7.2.1 Quarterly monitoring Report

[bookmark: _GoBack]At the end of every quarter, the M&E unit conducts quarterly monitoring and data verification at randomly selected facilities through the 15 counties, communities implementing malaria iCCM activities and private pharmacies and medicine stores implementing the PSACT to monitor their implementation of malaria activities and conduct verification and audit of data reported to the HMIS. Monthly data reported into the HMIS is compared with the data sources at the facilities. At the end of the exercise, a report is produced and submitted to the program management and the Fiscal agent for decision making. The report is also shared with the CHTs and partners as feedback.



3.7.2.2 Semester Reports
At the end of every semester, the NMCP produces a report measuring achievement of set targets against activities implemented as agreed by both program and Global Fund. These reports detail data and information related to achieving semester targets and progress made in implementation on linked activities for that particular semester. The reports also inform the lessons learned, highlight successes and challenges, and provide a strategic method for improving implementation the following semester. The semester reports are submitted and reviewed at a biannual Joint Review Meeting (JRM) by the Global Fund, LCM, PRs and the NMCP. The semester’s program update & disbursement request (PUDR) determines/represents the score Card of the program. 
Also as required by the Ministry of Health, an annual report is also produced detailing the achievements, challenges and lessons learnt over the year of implementation. This aannual report is then submitted to the MOH.
3.7.2.3 Annual MOH Report 
The MOH produces a consolidated Annual Report of the performance of all programs and projects and how these programs’ objectives have contributed to the national health plan, response to malaria control and prevention and over all EPHS. Reporting on all the indicators, providing achievements, issues, and lessons learned as well as key observations and guidance for future implementation of the project. This report will be produced not later than 45 days after the closure of fiscal calendar. This report contains contribution from every program/project and various units of the Ministry.
 
3.7.2.4 Surveys Reports
(Health facility, Malaria Indicator Surveys, Demographic Health surveys and others)
Reports of all surveys conducted directly by the program and those in which the program is fully involved (HFS and LMIS) are submitted to the NMCP management, the MOH and shared with partners. While surveys that are outside the direct control of the program but contain malaria indicators (LDHS, surveys conducted by partners) are shared with the program and posted online by the agency and/or partner that conducts the survey.

 
3.7.2.5		End of Project Review/Evaluation

3.7.2.6		Annual work plan
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image2.png
Malaria in Children by Region

National
average:28%

Percentchildren age 6-59
months testing positive for
‘malaria by biood smear




image3.png
70%

60%

50%

40%

30%

20%

0%

2005

2009

2011

= RDT+

m Microscopy+




image4.jpeg
Monitoring programmatic performance Coverage and health impact
INPUTS ke PROCESSES g OUTPUTS @gmed OUTCOMES g4 IMPACT
» Human Using financial + Policies and » Improved + Improved health
~ Financial resources for: guidelines overall sector and socio-
» Drugs & » Planning + People trained performance economic status
Supplies + Training » Commodities + Increases in + Reduced
+ Logistics » Meetings distributed coverage Morbidity
* Technical + Technical + Co-ordination * Increases in + Reduced
Assistance Assistance mechanisms access Mortality
» Research + Advocacy and « Partnership * Increases in
* Information communica- development utilization
* Physical tion * Supervision and quality of
structures carried out services
Input Process Output QOutcome Impact
indicators indicators indicators indicators indicators
Indicators for Indicators for
Abuja Targets Global Targets





image5.png
HMIS Data Flow Diagram

National
<€—> Feedback

Electronic forward
——> Transmission of Data/Information

Manual forward

= > Transmission of Data County Level

—_——— ———— District Level

Health Facility Level

Private Sector

Community Level




image1.png
LIBERTY |





