Ministry of Health

Mozambique Malaria Programme
Performance Review 2010 Report

Scaling up for Universal Access to Malaria Control
Interventions

Draft 2 310311

Dec 2010



Acknowledgements

The National Malaria Control Program on behalf &k tMinistry of Health of
Mozambique would like to thank all the organizaticend stakeholders whose support
was crucial to undertake this important malarisgpam review.

We are grateful to the external review team conmpyiof Dr Josephine Namboze
(WHO/IST/ESA), who was the external review teamdma Mr Khoti Gausi
(WHO/IST/ESA), Dr John Govere (WHO/IST/ESA), Mr Sm Kunene
(MoH/Swaziland), Mr Samson Katikiti (WHO/IST/ESA),Dr Odete Cossa
(WHO/IST/ESA), and Dr Nathan Bakyaita (WHO/AFRO).

We particularly appreciate the special contribugidrom the team of Angola and S&o
Tomé and Principe.

We also acknowledge the vital contributions of HM4CP team and various departments
of the Ministry of Health, Ministry of Education, iNstry of Environment, Ministry of
Agriculture, Ministry of Tourism, Ministry of Puldilnfrastructure and Military Services.

Finally, we would like to thank Roll Back Malariac Presidential Malaria Initiative for
their generous support and other partners in Malaantrol for providing technical
assistance for the review process



Acronyms/Abbreviations

ACT
AIDS
AL
ANC
APE

APHL
ARV
AS-AQ
BCC
BES
cDC
CISM
CMAM
DDT
DDS
DEPROS
DHS
DIFD
DNAM

DPS
ELISA
FAO
FBO
FP
FY

Global Fund

GHI
HCW
HIV
IEC
IMCI
INCAM
IPTp
INS
INSIDA
IRS
ITN
JHPIEGO
LLIN
LATH
LSDI

Artemisinin-based Combination Therapy
Acquired Immune Deficiency Syndrome
Artemether-Lumefantrine

Antenatal clinic

‘Agentes Polivalentes Elementares’
Worker)

American Public Health Laboratories
Anti-Retroviral Therapy
Artesunate-amodiaquine

Behavior Change and Communications
‘Boletim Epidemioldgico Semanal’ (Weekly Epiielogic Bulletin)
Centers for Disease Control and Prevention

‘Centro de Investigacdo em Saude Manhica’'n{igen Research Center)
‘Central de Medicamentos e Artigos Médicoseftral Medical Stores)
Dichloro-Diphenyl-Trichloroethane

‘Departamento Distrital de Saude’ (Ditrictdiid Department)
‘Departamento de Promocéo de Saude’ (HRadttmotion Department)
Demographic and Health Survey

United Kingdom Department for Internatiofzvelopment
‘Direccdo Nacional de Assistencia Médica’ (Metal Directorate of
Medical Assistance)

‘Departamento Provincial de Saude’ (Provindealth Department)
Enzyme-Linked Immunosorbent Assay

Food and Agriculture Organization

Faith-Based Organization

Family Planning

Fiscal Year

Global Fund to Fight AIDS, Tubercugysind Malaria

Global Health Initiative

Healthcare Worker
Human Immunodeficiency Virus

Information and Education Campaign
Integrated Management of Childhood Ilinesses
‘Inquerito sobre Causas de Mortalidade’ (Gawf Death Survey)
Intermittent Preventive Treatment of Pregi&omen

‘Instituto Nacional de Saude’ (National Ingte of Health)
‘Inquérito de Indicadores de SIDA’ (AIDSdicator Survey)

Indoor Residual Spraying
Insecticide-Treated bed Net

Johns Hopkins University affiliated nonsgmimental organization
Long-Lasting Insecticide-treated bed Net
Liverpool Associates for Tropical Health

Lubombo Spatial Development Initiative

(Commundagdd Healthcare



M&E
MCH
MICOA

MICS
MINAG
MIP

MIS
MISAU
MOP
NGO
PCR
PEPFAR
PIRCOM

PMI
PMTCT
NMCP

PSI
RH
RBM
RDT
SCIP
SEA
SP
TAM
UNICEF
USAID
USG
WHO

Monitoring and Evaluation

Maternal and Child Health

‘Ministério de Coordenacdo de Accdo AmbidntgMinistry of
Coordination of Environmental Affairs)

Multiple Indicator Cluster Survey

‘Ministério de Agricultura’ (Ministry of Agrculture)
Malaria In Pregnancy

Malaria Indicator Survey

‘Ministério de Saude’ (Ministry of Health)

Malaria Operational Plan

Non-Governmental Organization

Polymerase Chain Reaction

President’s Emergency Plan for AIDS Relief
‘Programa Inter-Religioso contra a Malar{@ter-Religious Campaign
Against Malaria)

President’s Malaria Initiative

Prevention of Mother-To-Child Transmissiah KIV/AIDS)
‘Programa Nacional de Controlo da Maléaria’afidnal Malaria Control
Program)

Population Services International

Reproductive Health

Roll Back Malaria

Rapid Diagnostic Test

Strengthening Community Through Integratezshfm

Supplemental Environmental Assessment

Sulfadoxine-Pyrimethamine

Together Against Malaria

United Nations Children’s Fund

United States Agency for International Deoghent

U.S. Government

World Health Organization



Table of Contents

ACKNOWIEAGEMENLS ... . e 2
ACTONYMS/ADDIEVIALIONS ...ttt mmmmm e rene e 3
BIE= 1o ST o) G0 ] (=] | £ PP 5
IR 10T [0 Tox 1 o) o PSS 7
1.1 BACKGIOUNG .....uuiiiii e e e e et e e e e e e e e et e e et e e e e e e e e e e e e e e e e e e aaeaeaeas 7
1.2 ODJECHIVES ...t mmmmmn e e e bbb e e bbb nnnnnes 7
1.3 Methodology of the MPR ... 7
1.4 REPOIt OULHNE. ... e 9
2. Context of Malaria CONLIOL...........uu ettt eeeeeeeeeeeeeeeeees 10
2.1 Historical Milestones in Malaria CONtrol ................euvuuuiiiiiiiieiiiiiiiiiiiieiinieenes 10
2.2 Malaria within the national development agenda...............coooeeeiieiieeeenee. 11
2.3 National Health POICY ..........uuuiimmmme e 11
2.4 National Health Sector StrategiC Plan..............cuvvviiiiiiiiiiiiiiiiiiiiiiiiiiiiiieeeees 11
2.5 The Five-Year Development Plan 2010 - 2014 (PAR......cccoooeiviiiineiiieeeeeeeeen, 11
2.6 Organizational Structure for Malaria Contral.............cccccoeeiiiiiii, 12
2.8 Key Players in Malaria CONLIOl ...........eeeeeiieiiiiiiiieiiiiieieeeeeee e eaeeaae s 12
2.9 Linkages and CoordiNatioN ............... . eennnnnnnsnnans e s ssssssessssesssssessensnns 14
2.10 Key Issues and Challenges...........ooeeemmemiiiiiiiiiiieie i 15
2.11 ACHON POINTS....uiiiiiiieiiiiiiiiiiee sttt e e e ettt e e e e e e e s s smnneee e e e s e e nennees 16
TV o1 F= T F= W =t o] o [=T 0 1To] (oo )Y/ PPTPPPPPP 17
T8 R 1= To o [ =1 o] 1 2SR 17
3.2 Population at risSk Of Malarial............ e eeeeerrrerierieieiiieiieiieieeiieirreeeeee 19
3.3 Malaria PAra@SiteS .......cciiiiiiiie ittt 20
3.5 Malaria VECIOIS ......ccoeiiiiiieiei ettt sttt nmnnmeeeseeeeeseees 21
3.6 DISEASE TrENTUS ....eeeeieiieeii ittt e e e e e s e e e e e e e e 22
BT KEY ISSUEBS ...ttt e et e e e e e e e e e e e bba s 25
3.8 ACLION POINES......iiiiiiiiiie e rememe e e e e e e et e e e e s 26
4. Programme Performance by thematiC areas ..........ccoceeveviiiiiiiiiin e 27
4.1 Programme ManagemMENT............coeeuummmmmmmm e eeeetneeeeeiineeeeeiieeeeeen e s eermnn s 27
4.2 Procurement and Supply Chain ManagemeNt oo 37
4.3 Malaria VeCtor CONLIOL........cuiiiiii e 52
4.4 Malaria diagnosis and Case Management. oo e.oooeeeeieiiieeeeeeeeeeeeeeeeeeeeeeen 63
4.5 Advocacy, BCC, IEC and Social MODIlIZAtioN w..ooeeeieeieiiieiei e 72
Fig 4.8 BCC MESSAQES. ..o i i et i i eii e i e e et eee et ee ettt ettt aa et eae e arstsestseenraeeeeeeeeeeeeees 74
4.6 Malaria in PregnanCY .....cccoccoieieieii et e e e e aae e e e e e eas 78
4.7 Surveillance, Monitoring, Evaluation and Opienadl Research.............cccccceeee.. 83
ST o] [ 1113 [0 o U 91
F e ] 15 PP 92
ANNEX 1 REVIEW TEAIMS ....ceiiiiiiiiiieeeiee e o s e e e e e s e e ettt e e e eeeseeasann s eeananaaseeesenes 92
Annex 2 People Interviewed during the MPR ... a7
Annex 3 Schedule oOf VISIES. ... 97
ANNEX 4 AIdE MEIMOITE ..uuviii i i et e e e e e e e e e et e e eeaeaaeaeeeenes 99



Annex 6 MPR Tools



1. Introduction

1.1 Background

In October 2010, the Ministry of Health Mozambigiecided to undertake an in-depth
review of the national malaria control program.sTtecision was made in the context of
an observed decline in malaria incidence and deatMozambique. The purpose of the
review wasto assess the current strategies and activities witview of scaling up
implementation. Furthermore, Mozambique decideccdnduct the MPR because the
malaria Strategic plan 2006-2009 had expired. tleoto update the strategic plan, it was
felt necessary conduct a malaria programme revievolving all the key malaria
partners.

1.2 Objectives

The specific objectives of the review were:

a. To review the epidemiology of malaria in Mozambigue

b. To review the structure, organization, and manageéfnamework for malaria control
within the health system and the national develoygragenda,;

c. To assess progress toward achievement of natiargdts;

d. To review the current program performance by irgation thematic areas and
service delivery levels;

e. To define the next steps for improving program qeriance.

1.3 Methodology of the MPR

The review covered the period from October to Ddoan2010. It comprised of a broad
evaluation of the National Malaria Programme, basedthe MPR methodology as
proposed by WHO, that included the participationtied key malaria partners and an
external review team. The MPR process includedptatian of the tools for data
collection and field visits, desk reviews, dataledion field visits, development and
presentation of findings and recommendations tostakeholders, including the Minister
of Health, bilateral and multi-lateral partners asidl service organizations. Finally a
report , aide memoire and PowerPoint presentafidimeokey findings were made.

The review was conducted in three phases.

Phase 1 : Planning Consultations and Preparations

The NMCP held discussions within the Ministry of @it and partners and gained
consensus on conducting the review. A proposaldeagloped to mobilize funding and
technical support. The main activities includedabbshment of the secretariat, task



teams and appointment of a review coordinator;nitgfi the MPR objectives and work
plan; selecting the national and sub-national $aeéeld visits, identification of internal
and external reviewers and developing relevant TQRseloping the MPR plan and
proposal and mobilisation of the required resoueteslogistics.

See annex xx (1) for the TOR, the composition efrieview teams and their respective
designations.

Phase 2: Thematic Desk reviews.

This phase entailed conducting desk reviews cogeaihthe thematic areas including:
Programme management, Procurement and supply omamagement, Malaria Vector
Control, Malaria Case Management (MCM), Advocac;(B Information, Education

and Communication (IEC) and Social mobilisation, |&ia in Pregnancy(MIP), and

finally, Surveillance, Monitoring and EvaluationpiEemiology, Operations Research.
Thematic review teams were set up to conduct deskews using published and
unpublished reports on malaria in Mozambique. Tldnmdocuments reviewed included
policy, legislative, strategic and operational mp@nd plans; M & E reports as well as
regional and global policy and strategic framewosksmalaria. The list of documents
consulted is included in the bibliography in annex (2). Members of the various

thematic groups are shown in annex 1.

This phase was concluded at a national MPR reteegain consensus and finalize the
thematic reports. These reports were then sharédtiae external team who provided an
independent evaluation and comments on how to iwmeprhe reports guided by a
standard MPR reporting format.

Phase 3: Field Reviews and Observations.

The completed thematic review reports were shaiddtive external review team before
they arrived in Mozambique. On arrival, the extérneam joined the internal team to
familiarize themselves with the issues in the th#neeports, seek clarification and
enhance team-bonding since they were expectedniduco field visits and work on the
reports jointly.

At the end of the desk review sessions, the rewvieam, which included local and
external reviewers, was sub-divided into the follagvgroups:

Central level Review Team; this team conducted rekrievel interviews with key

stakeholders including the Ministry of Health anffiliated parastatals, the NMCP,
CSOs, local and international NGOs as well as hatétial and bilateral partners. A list
of the people, agencies/organizations visited ésiged in annex 2

Provincial Level Teams comprising of at least oremnal reviewer to provide technical
leadership and internal reviewers each were comstitto visit Gaza, Nampula, Maputo,
Tete and Zambezia, that were representative dfitterse malaria eco-epidemiology and
status of control.



The main focus of the field visits was to valid#te thematic reports through observing
the performance of the malaria control programmeravincial, district, facility and
community levels through meetings and interviewthwhe responsible structures for
policy, regulation, implementation and monitoringdaevaluation. These included the
public and private health sectors, communitiestneas and the civil society groups. The
other purpose of the visit was to obtain the infation required to fill the data gaps
identified during the preparation of the themagparts. The main outputs of this phase
included the field review reports, copies of keference documents and presentation of
the field findings to plenary by the respectiventsa

The findings were summarised in the main MPR repart Aide Memoiré and
PowerPoint slides. The aide memoire was presemwteédet Minister of Health and key
stakeholders at a debriefing meeting. The partzerd the MOH were given an
opportunity for further review and comments to #ige memoire before finalization and
signing.

The fourth and last phase was to finalise the veveport with key recommendations on
the way forward for the Mozambique malaria progran

1.4 Report Outline

This report is structured to cover the followingpntext of malaria control in
Mozambique; epidemiology of malaria in Mozambiquepgramme performance by
thematic areas, conclusions and key recommendatianous annexes have also been
provided.



2. Context of Malaria Control

2.1 Historical Milestones in Malaria Control

Malaria control in Mozambique dates back to the(Qk9&t the beginning of the Global
Malaria Eradication Programme. The current NMCP waablished in 1982 mainly
focusing on vector control activities.

In 1991, the NMCP formally adopted three main styas for malaria control, namely:
() Early diagnosis and treatment, (ii) Vector Gohtand (iii) Health Education.

A joint RBM review mission in 1999 concluded thiese strategies had been ineffective

in controlling malaria in Mozambique mainly because

a. The majority of the rural population had limiteccass to the formal health facilities
run by the National Health Service.

b. There was insufficient health infrastructure follogy 16 years of civil war and
destruction.

c. (3)There was a weak link between the communityleeadth services.

d. The emergence of Chloroquine resistance couplddlimiited availability of drugs at
community level.

e. Concentration of IRS campaigns in urban areas only.

f. Health education, information and communicatiorefidid not reach the target
population.

g. Limited capacity of the population to recognize gyoms and signs of malaria.

h. Existence of cultural practices that negativelyuahce treatment-seeking behaviour.

Consequently, the MOH adopted a new vision for mraf Malaria that culminated in
drafting the ' malaria strategic plan.

The 1999 brief evaluation of the malaria situatlmna joint international consultancy
mission was followed by a situation analysis lecthoy Ministry of Health. The analysis
conducted in 2000 covered the districts of MoatiZlssinga, Quelimane, Angoche,
Mocuba and Manhica. The results helped inform theetbpment of the %1 Malaria
Srategic Plan for Mozambique that expired in 20@&lowing a review of this plan, a
new plan to cover the period 2006-2009 was develdpe has also expired hence the
need for an MPR to help inform the next plan 200022

More recently, and taking into account the new glingts, Mozambique has adopted a
strategy to ensure Universal access to LLINs ara dlimination of malaria in the
selected three islands namely: Mozambique Islandampula Province; Ibo Island in
Cabo Delgado Province and Inhaca Island in Mapityp.C
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2.2 Malaria within the national development agenda

In Mozambique, malaria prevention and control isop priority. Both national and
provincial political leaders as well as their spssidrequently mention the need to
prevent and control malaria in their speeches blipgatherings.

Mozambique is committed to thdillennium Development Goals (MDGs) MDG 6
covers the "fight against HIV/AIDS, Malaria and ethdiseases.” All health and
development plans are always consistent with th&3glD

2.3 National Health Policy

Mozambique does not have a consolidated nationalttheolicy. However, policy
statements and guidelines on various aspects ohdadth sector have been issued.
Similarly, Mozambique does not have a standalonknmagpolicy but has several policy
statements and guidelines for the key malaria obmtterventions. In the absence of
such a policy, it might be prudent for the malaatrol programme to compile a malaria
policy that clearly outlines what they intend to ttmt would be adhered to by all
implementing partners. For example, a clear polbicy implementation of IRS and
malaria treatment and diagnosis would go a long wayarmonizing implementation of
these vital services by the diverse implementirenags.

2.4 National Health Sector Strategic Plan

The Strategic Plan for the Health Sector in Mozamlgue (PESS 2007-2012has
prioritized malaria as a major public health probleince it is one of the leading causes
of morbidity and mortality in the countrgpecifically, the health sector strategic plan sets

the following objectives related to malaria: (i) To reduce the incidence of severe malaria in
children under 5 years, (ii) To protect children under five years of age from malaria through a
combination of individual and collective measures; (iii) To reduce mortality by severe and
complicated malaria in children under 5 years; and (iv) To reduce the prevalence of anemia in
children of 6 to 59 months.

2.5 The Five-Year Development Plan 2010 - 2014 (PARPA)

The main goal of the national development planighting poverty and promoting the
culture of work and development of human and socaital. The Five Year Plan
provides for "reducing the number of cases andhdeadm malaria” by (i) Increased IRS
coverage to 80% in selected districts, (i) Ensgiratcess to at least two mosquito nets
per household in the districts without IRS and) (iicrease from 40% to 60% correct
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diagnosis and treatment for children under fiveryeand pregnant women within 24
hours of onset of symptoms increased

2.6 Organizational Structure for Malaria Control

The organogramme of the Ministry of Health is undeview. Currently the malaria
control programme is under the area of preventi@h@ntrol of diseases in the National
Directorate of Public Health. Malaria control sees are decentralized to the province
and district levels.

The Fig 2.1 below is the new organogram of the depent level which is still under
development and the NMCP organogram has been dr&tently but has not been yet
approved.

Fig 2.1 NMCP in relation to the MOH Organogram

Vice-

Ministra
N

[
DNSP - DNSP -
Controlo Promocao
g o

Regardless of the position of the NMCP within th®M organogramme, the malaria
programme manager has access to the key decisikersnaithin the MOH including
the minister as needed.

2.8 Key Players in Malaria Control
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The NMCP has initiated the process of mapping Melpartners at National, provincial
down to district levels. The main RBM partners tional and provincial levels are

shown in table 2.

Table 2.1 The main Technical Cooperation partnarsnalaria

CENTRAL LEVEL

OMS, UNICEF, PMI/USAID, FHI, MALARIA
CONSORTIUM, PSI

Maputo Province

LSDI, PSI, AGRIFOCUS.

Gaza Province

LSDI, UNICEF, PSI, Médicos do Munaot&yal,
Right to play, World Vision, Pathfinder,

Inhambane Province

Malaria Consortium, Medicus Mund

Sofala Province

HAI, Malaria Consortium, PSI, UNIEE

Manica Province

UNICEF, Malaria Consortium

Tete Province

UNICEF, Malaria Consortium

Zambezia Province RTI, PSI, World Vision

Nampula Province PSI, Malaria Consortium

Cabo Delgado Province Aga Khan, Progresso, Mala@ansortium,

UNICEF, PSI, World Bank (PPSS), RTI

Niassa Province UNICEF

There is a Movement of Rolling Back Malaria (RBMich in addition to Civil Society
includes leaders from the majority of religious goegations existing in Mozambique. In
addition to the RBM partners, there is another vizgion, the Programa Inter-Religioso
Contra a Malaria (PIRCOM), which brings togethemmdaiths and has been operating
as PIRCOM since 2007. Since its creation PIRCOM tnamed over 20,000 of its
members in four provinces to become advocatesdsitipe behaviour change among the
country’s population. This change has focused &mgaspecific actions to prevent and
treat malaria.

Role of PIRCOM

PIRCOM has developed 38 councils, including a matidevel and four provincial-level
councils, and amassed considerable experience imogil religious leaders and
congregations to deliver malaria-related behavimnge messages. While many National
PIRCOM members are recognized leaders of specdith fgroups, their combined
influence in an interfaith setting is substantihey also have significant political
influence with the government of Mozambique inchglithe Ministry of Health and
these faith leaders can drive the expansion of RIRGctivities through the following
actions:

Mobilizing Provincial PIRCOM through a) leading thestablishment of province

PIRCOM units; b) participation in provincial PIRCOlslunches; and c) using the media
to expand coverage and awareness of key malarisages beyond the community level

13



National and international PR for the PIRCOM caigpaNational advocacy for anti
malaria work with the Ministry of Health and othgovernment of Mozambique
agencies.
Development of key communication tools such as easmand local congregation action
idea lists.

2.9 Linkages and Coordination

2.9.1 Cross-border initiatives

Mozambique has a large border with six countriesalg; Swaziland, South Africa,
Zimbabwe, Malawi, Zambia and Tanzania. Mozambicgue ifounding member of the
Libombos Spatial Development Initiative (IDEL (LSDA tripartite program of malaria
control which covers Mozambique, Swaziland and Bo@frica. Currently LSDI is
operational in 6 of 8 districts of Maputo provinegd was expanded to 8 of 12 districts
of Gaza province in 2006.

Following the encouraging results achieved by L3b# MOH decided to replicate IRS
in Zambezia Province. The goal is not only accélegathe control of malaria in this
province, but also creating a greater national c#p# combat malaria, with a view to
its expansion to other parts of the country.

The drawback with these initiatives/projects is teation of parallel management and
implementation structures including paying highealages and better office
infrastructure. Ideally, they should gradually mawsvards strengthening the already
existing malaria control system in each provincerdbver, when such projects wind up
the MOH is unable to sustain their work and stadddiservice delivery hence losing the
impressive gains already made.

2.9.2 Partnership Coordination Mechanisms

At central level, the NMCP holds a monthly stakeleo$ meeting and also participates in
Endemic Diseases Working group on a weekly basaageth by the National Directorate
of Public Health. Since July 2010, a monthly megisheld with the RBM partners and
in the past an annual malaria meeting used to bd mwolving the provincial
administrators (Provincial Director and/or ProvaiciChief Physician and Provincial
Head of NMCP). This annual meeting was headed &yMhmister of Health and covers
all issues related to malaria.

Issues related to malaria, are also discusseciN#tional Health Coordination Meeting,
led by the Minister of Health. In 2005, the Natibi@@ommission for Fight Against
Malaria (CNLM) was established as an advisory bbdgded by the Minister of Health.
The scope of action of CNLM includes the developmeh policies and strategies
relevant to the Malaria Control in Mozambique.

14



It is a multidisciplinary committee that derives migership from top MOH management.
The committee includes Senior Clinicians, the NMDFPector, the Directors of the
Pharmaceutical Department, Administration and Man@nt, and Community Health
Departments. Others include the Chief of the Bureatiealth Education (RESP), the
Scientific Director of the National Institute of Bléh and representatives from the
Department of Pharmacology Faculty of Medicine afu&do Mondlane University.
Other technical staff might be invited to CNLM dess depending on the subject such
as senior representatives from other levels of KM@H, Provincial and District
Directories of Health, Ministries of Education a@dilture, Agriculture, Industry and
Trade Coordination, for Coordination of EnvironmaniAction, and Finance. Key
stakeholders from the private sector who suppdivities of fight against malaria are
also included. Unfortunately, this Committee hasmet, constituting a major weakness.

At Central level, there is a forum of partners dilginvolved in the fight against malaria
(Technical Committee for Coordination of the Fight Against Malaria), which
supports the design of policies and strategiesyedsas operational aspects relevant to
the National Program for Control of Malaria. Its migers include WHO, UNICEF,
USAID, Malaria Consortium, PSI, CISM, PSI, FHI, &ahe Children and INSA.

At the central level, there are technical groupsctvialso include Cooperation Partners)
that work in specific areas including Case Manageméonitoring & Evaluation, Nets
Group, Communications Group and IEC but there isthee approval of the
establishment of these working groups, their tewhsreference nor a calendar of
activities. No technical advisory committee in @dor managing the program, however,
since September 2010, the NMCP relies on the @liradvice from an Internist Doctor
in service at the Central Hospital of Maputo. THA@P has not yet adopted the principle
of the three “ones", compounded by the fact thatelare no approved policy documents
that can be shared with partners for their use.

Internally, the National Program for Malaria Comtewllaborates actively with other
areas of the Ministry of Health, particularly withe Reproductive Health and the
strategy of Integrated Management of Childhoodei (IMCI). The program is related
with the Bureau of Education for Public Health (FBSand has close links with the
Laboratory Section for Medical Assistance, the dladi Institute of Health, in addition to
the coordination with the Pharmaceutical Departméentral Medical Stores and
virtually with all departments of the MOH.

2.10 Key Issues and Challenges

1. Several partners are working alongside the goeent on malaria control. Although
partner coordination mechanisms have been establigh the form of coordination
committees, there is a need to streamline theiratip@s including providing clear terms
of reference and matching membership to the TORsreTis also a need to review the
frequency of meetings to avoid duplication of effaince some of the issues are already
discussed in other fora.

15



2. Although the malaria policy is implied in seVepablications of the NMCP, there is
need to consolidate all the policies in one docurtgat would be a key reference for all
malaria stakeholders and implementers.

3. The programme should complete the mapping opaitners clearly indicating the
areas in which they operate, the interventions tiigy promote/implement. In addition,
they should establish the partners’ comparativeaathge including the technical
expertise available at country level or that carcéléed upon as appropriate. The partner
information should be entered in the NMCP datalsis®ild be easily accessible. The
information will be vital when revamping the tectali working groups that will be
populated by personnel working for partners, anmhegrs.

4. The LSDI initiative has achieved spectaculaultesin Maputo and Gaza provinces.
Some elements of the project have been duplicat@@dmbezia province with promising
results. However, it is not clear how the NMCP éguimenting the best practices and the
plans for replicating some of the activities coyntiide. Furthermore, it is not clear how
the NMCP will sustain the gains in partners’ supgadprovinces in the event of winding
up of partner support.

5. The NMCP organogram is undergoing review. Thisutdd be completed as soon as
possible taking into account the available stafivall as advocating for more positions as
recommended by the review if the NMCP is to safefvigate the current partner
landscape as well ensure timely delivery of higlaliy services to those at risk of
malaria. The capacity of the provincial malaria engers and focal points at district level
should be built through regular meetings, trainjrgjgaring of information updates and
supervision if the decentralized malaria contraigpamme is to succeed.

2.11 Action Points

a. The NMCP should streamline the operations of pastnand consultative
stakeholders’ meetings. The NMCP should also peviéar terms of reference for
partners and matching membership to the TORs.

b. The NMCP should consolidate all the policies in oloeument that would be a key
reference for all malaria stakeholders and implaeren

c. The NMCP should complete the mapping of all pagraearly indicating the areas
in which they operate, the interventions that tipegmote/implement. In addition,
they should establish the partners’ comparativeaathge including the technical
expertise available at country level or that carcddéed upon as appropriate.

d. The NMCP should put in place mechanisms to susté gains in partners’
supported provinces in the event of winding up artper support.
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3. Malaria Epidemiology

3.1 Geography

At 309,475 sq mi (801,537 Kin Mozambique is a very large country. It is boeteby
Swaziland to the south, South Africa to the soustwgimbabwe to the west, Zambia
and Malawi to the northwest, Tanzania to the narttd the Indian Ocean to the east that
stretches for more than 2500km.

The country is divided into two topographical raggdoy the River Zambezi. To the north
of the Zambezi River, the narrow coastline movéanid to hills and low plateaus, and
further west to rugged highlands, which include Kiassa highlands, Namuli or Shire
highlands, Angonia highlands, Tete highlands ared Mtakonde plateau, covered with
Miombo woodlands. To the south of the Zambezi Ritlee lowlands are broader with
the Mashonaland plateau and Lebombo Mountainsdddatthe Deep South.

The country is drained by five principal rivers aseleral smaller ones with the largest
and most important the Zambezi. The country ha=ethotable lakes: Lake Niassa, Lake
Chiuta and Lake Shiruwa all found in the northexgion.

Mozambique is divided into ten provinces and ortalcity with provincial status. The

provinces are subdivided into 129 districts. Thetrdits are further divided in 405

Administrative Posts and then into localities, nest geographical level of the central
state administration. Since 1998, 43 "Municipidgiuficipalities) have been created in
Mozambique. The major cities are Maputo, Beira, Nal®, Tete, Quelimane, Chimojo,
Pemba, Inhambane, Xai-Xai and Lichinga.

The estimated population of Mozambique in 20101i8824,387 million when projected
from the national census of 2007 assuming an anmoallation growth rate of 2.36%
per year. The north-central provinces of Zambenid ldampula are the most populous
with about 45% of the entire population of Mozamigq In addition, over 1 million
people reside in the urban area of Maputo and andtmillion in the peri-urban area of
Maputo. The population density across the courdryariable with majority of the
population residing along the coastline as showfigure 3.1.

About 37% of the population lives in urban areaslevi4% of the population is aged
below 15 years. It is estimated that in 2010, thezee 3,800,000 children under than five
years old and 1.1 million pregnant women. Table shbws some key demographic
indicators. According to the results of the 2008 Itidle Indicator Cluster Survey
(MICS), the under-five mortality rate was estimatatl 138 per 1,000 live births
representing a reduction of 15% compared to 153140 live births derived from the
2003 DHS. The contribution of malaria control in@mtions to this decline is not known.
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Table 3.1 Key demographic indicators:

INDICATOR VALUE YEAR SOURCE

Under 5 mortality rate 138/1000 2008 MICS 2008
Neonatal Mortality rate 43/1000 2008 WHSIS 2010
Infant Mortality rate 90/1000 2008 WHSIS 2010
Total fertility rate 5.1 2008 WHSIS 2010

Fig 3.1 Mozambique Population Density map

Mozambique has a tropical climate with two seas@nsyet season from October to
March and a dry season from April to Septemberm@lic conditions, however, vary
depending on altitude. Rainfall is heavy along tbast and decreases in the north and
south. Annual precipitation varies from 500 to 906 depending on the region with an
average of 590 mm (23.2 in). Average temperatunges in Maputo are from 13 to 24
°C in July to 22 to 31 °C in February.

Mozambique is prone to natural disasters such @sgtit, cyclones, and floods that have
often contributed to increased malaria transmisgiorecent years, particularly in low-
lying coastal areas and along major rivers.

18



3.2 Population at risk of Malaria

Malaria is endemic throughout the country, due tomaltiple factors including
climatic/environmental (favourable temperatures aaith patterns, abundant breeding
sites) and socio-economical (poverty related imeropousing/shelter, unaffordable
preventive means).The MARA map (fig 3.2) shows geegraphic boundaries and the
malaria transmission potential based on geographit climatic features. The map
demonstrates that potentially, malaria is endenuimss the entire country and the
contiguous parts of the neighbouring countries.

Transmission is perennial, with seasonal peaksidwand after the rainy season which is
between November and December. The peak malariantiasion season extends from
December into April. The seasonal intensity of srarssion may vary depending on the
amount of rain and air temperature. However, asenethere is a lack of good quality
and updated information on the endemicity levelthacountry. There is no stratification
and risk map for malaria in the country. The ergtMARA climate-based map was
developed in 2000. There is thus need to developva malaria-endemicity map using
the most recent data.

Previously, malaria transmission was assumed teebg low in Maputo city. In April
2009, however, a rapid urban malaria assessmentavakicted within the city limits of
Maputo. Data from this assessment suggests omrgoansmission at higher-than-
expected levels, even in urban areas of the ditying RDTSs, the prevalence of malaria
among febrile patients presenting for care to mubéalth facilities was 10.8% in urban
Maputo, 16.5% in peri-urban areas surrounding Mapahd 24.2% in rural areas in
Maputo City. Based on these results, both urbaheri-urban areas of Maputo City
should be targeted for malaria prevention and obattivities.
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Fig 3.2 Mozambique distribution of endemic malaria

Malaria ciswibution model: Craig, M
Topographical dam: Afican Data Sampler. WRI, hip:/fww sge. org'wii/sdis/ maps/acs/acks._ic:_htm.

3.3 Malaria parasites

P. falciparuminfections account for 90% of all malaria infectso withP. malariaeand
P. ovale responsible for about 9% and 1%, respectively. dbte, no study has
documented existence Bfvivaxtransmission

The MIS 2007 included assessment of parasitaemim@rchildren and pregnant women.
Parasitemia in children 6 to 59 months old was @8(Bicroscopic diagnosis) and 51.5%
(rapid diagnostic test). Parasite prevalence i&iwas in Maputo province (3.9 %) and in
Gaza (19%) which has been the focus of intenserraalantrol under LSDI, as shown in

Fig 3.3. The highest parasite prevalence rates vem@ded in the Zambezia 50.3% and
Nampula 60.4% where more than 45% of the populdiven

Among pregnant women, parasite prevalence was a&®tmat 16.3% (microscopic
diagnosis) and 17.9% (RDTplasmodium falciparumvas present in 97.7% of the blood
slides — in 87.8% as a mono-infection and 9.9% asixed infection, mainly in
association withP. malariae(7.8%).
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Since this survey was conducted, several intererathave been scaled up especially the
expansion of IRS to more districts and LLINs distited through limited campaigns to
<5 year olds and to pregnant women attending ARGo, the malaria treatment policy
has been revised raising the possibility that theagite prevalence rates could have
declined. There is need for more up to date datégherburden that would potentially
inform the targeting of interventions.

Fig 3.3 Map of Malaria Parasitaemia among Childugder five years (MIS 2007)

MOZAMBIQUE

Malaria Parasite
Prevalence
2007

Under Five
Years Of Age

3.5 Malaria vectors

The main vectors belong to th&nopheles funestugroup andAnopheles gambiae
complex. The major vectors in Mozambique Ar@pheles gambiae s.s., A. arabiensis,
and A. funestus s.s. Among the major subspecies of tBhe gambiaecomplex, A.
arabiensisis more prevalent in the south aAdgambiaes.s.in the north. (See detailed
description of vector bionomics in the vector cohgiection of his report).
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3.6 Disease trends

Malaria is still an enormous public health problemMozambique. Although records
show a reduction in the malaria case fatality ratesdence rate, inpatient malaria cases
and inpatient malaria deaths in the last 4 yedus, disease is still the main cause of
morbidity and mortality at health facilities.

The malaria burden is large; nearly 45% of the @dkes observed in external
consultations and approximately 56% of pediatripatient admissions and nearly 26%
of hospital deaths.

The malaria statistics reported are based on tharimasurveillance and information
systems and shows a decrease in malaria caseseattts compared to two previous
years as presented in the data showing the matands since 1999 until 2009.

Fig 3.4 Malaria Cases per 1000 population and t@aés from BES

BES: Malaria cases per 1,000 and total cases
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According to data on mortality and morbidity colied through the Weekly
Epidemiologic Bulletin (BES), comparing the sanmmadiperiod in 2008 and 2009, there
were 5,168,684 reported malaria cases and 3,1%riadleaths in 2008 versus 4,020,574
and 2,786, respectively, in 2009, as shown in F#y 3Malaria cases included both
clinically diagnosed as well as those that had raooy confirmation by either
+microscopy or RDTs.

The decline in cases although seems real and aalossgions, the accuracy of data
collected from BES is questionable. First, clinidelgnosis will always over-estimate the
number of malaria cases. Secondly, cases treatachvihe community whether through
the APEs or self-treatment are not captured byylséem. Additionally, RDTs have been
progressively implemented since 2008, and the impédcthis intervention on case
management practices as well as reporting is unknow
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The following maps of Malaria incidence rates anortality rates calculated using BES
data indicate that the burden of disease is varialcloss the 3 zones and individual
districts. Malaria incidence rates are lowest inpMa province and city as well as
neighbouring Gaza and tend to mirror the parasggglence map derived from the MIS
2007.

Fig 3.5 Malaria Incidence Maps 2006-2007
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Fig 3.6 Malaria Mortality rate per 10,000 populat@2006-2009
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A Cause of Death Survey (INCAM) post-census survayied out between 2007 and
2008 showed that malaria was the leading causesathd(29%), followed closely by
AIDS (27%) in Mozambique. Among children less tliee years old, this difference is
more pronounced: malaria accounted for 42% of daglts, followed by AIDS at 13%.

3.7 Key Issues

Based on classical epidemiological techniques, maalimansmission zones could be
classified into three zones based on malaria gargsevalence data collected during
peak transmission season. The estimated prevalehioh is a proxy for transmission
intensity can aid in epidemiological zoning of tkheuntry will aid the NMCP to
targeting interventions in a such a way as to aghieaximum impact.

Table 3.2 Malaria epidemiological zoning in Mozamis.

ZONE CHARACTERISTICS PARASITE PROVINCE
PREVALENCE
Zone 1 Low to no transmission <1% N/a
Zone 2 Low transmission <10% Maputo
Zone 3 Moderate to high transmission > 10% Garaarmhbane,
Sofala, Manica, Tete,
Zambezia, Nampula,

Niassa, Cabo Delgadp

Based on the above zone classification and usitey fdam 2007, the country could be
zoned into low-transmission settings such as Magurtwvince while the rest of the
provinces are moderate to high transmission settibpputo province has benefited
from LSDI where intensive malaria control inteniens with wide geographical
coverage were implemented over a long have denatnstdecline in disease burden.

It was previously thought that areas around Majaid a very low burden of malaria and
therefore needed a different set of interventidgt®wever, Maputo is divided into both
rural and urban areas that may require more tatgaeterventions especially regarding
appropriate vector control approaches.

The epidemiology of malaria in Mozambique could éndneen altered by the scaling up
of malaria interventions. Although health facildgata on slide-positivity rates could also
be used for gauging transmission intensity, thalavea data is limited and there are
serious issues regarding the quality, quantity bhow long ago the data was collected
limiting the team’s ability to draw definite conslons on any changes in malaria
epidemiology. There are no updated stratificationl aisk maps for malaria in the
country apart from the MARA map which was produaédut a decade ago.
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The current malaria control interventions shouktéfore be implemented throughout the
country until there is sufficient evidence of andemiological shift calling for a shift in
the targeting of malaria control interventions.

3.8 Action Points

 To conduct a detailed analysis and triangulationthef various data sources to
determine the current epidemiological situatiodiozambique from which decisions
on scaling up malaria control interventions coutdblased.

» Strengthen collection of malaria data through tESEnd SIS for future analysis and
use in helping detect any epidemiological transgithat would warrant a change in
delivery of services.
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4. Programme Performance by thematic areas

4.1 Programme Management

4.1.1 Introduction

This review focused on assessing the adequacy ®f NMCP policies, structure,
organization and management framework within theexd of the national health system
and overall development agenda. The identified pesttices are highlighted as well as
proposing actions for certain issues and challenges

4.1.2 Policy

A comprehensive policy encompassing all the themateas is key to effective and
efficient malaria control. Mozambique neither hasational health policy nor a malaria
policy. Although certain policy statements ardeeted in the thematic guidelines such
as vector control and case management, there ©& foeeone comprehensive policy
framework that encompasses all the key malariagortgan and control interventions.
However, the country has developed several guigglihat highlight some of the policy
issues.

Key malaria control interventions are governed byaggnment legislative instruments as
shown in the table below. The law provides for sagition and regulation of medicines
and chemicals; tax exemption of medicines and cbamibut not spray pumps;
regulation of the private sector involvement in am@ control and the national health
policy. These legislative instruments can be exgaldo streamline malaria control across
other sectors and the private sector. Specificttligre should be a tax waiver on malaria
control commodities and regulation of availabildfyoral Artemisinin monotherapies in
pharmacies.
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Table 4.1 Useful Legislation Supporting Malaria @oh

LEGISLATION SUBJECT

Article 1 of Law nr 26/91 of| Licensing and registration of private health faigb
31 December

Decree nr 9/92 of 26 May

Ministerial Order nf Regulating the mechanisms of partnership between th
4072003 of 2 April NHS and the non-profit oriented Private Sector.

The Decree nr 31/89 of 10For regulation of the Norms for Establishment &nd
October published in the BRFunctioning of Health Posts and clinics at the wprk
nr 40, Supplement 2 place.

Resolution nr n°® 4/95 of 11Was for the approval of the national health policy
July and published in the
BR nr 27 Supplement.

Law No. 4/98 The law on Drugs and establishing @wuncil of
Drugs

Decree No. 22/99 of May 4| For regulation of the dDRegistration System.

10in Insecticides for IRS are exempt from customs duties
and taxes but not spray pumps.

Law No. 6/2009, of Marchh The importation of antimalarial drugs, RDTSs, IT[WS,

4.1.3 Organisation

Partnerships and Coordination Mechanisms

The partnership landscape has changed dramatinaMozambique in the last 5 years.
Clearly there is a need to revamp the partnersk@phamnisms to improve collaboration,
coordination and maximize the efficiency of malas@avices delivery by all stakeholders.
In 2005, the NMCP established the National Commrsdior Fight against Malaria

(CNLM) as an advisory body headed by the MinisteHealth. The terms of reference
for the CNLM includes guidance on policies and teigaes relevant to malaria control
and prevention It is a multidisciplinary committdeat includes Senior Clinicians, the
Director of the National Malaria Control PrograrhetDirectors of the Pharmaceutical,
Administration and Management, and Community He&wpartments, Chief of the

Bureau of Health Education (RESP), the Scientifice€tor of the National Institute of

Health. Other members include representatives trarFaculty of Medicine of Eduardo

Mondlane University. Other members are co-optedadhoc basis depending on the
subject for discussion and may include represemstirom other MOH departments
Provincial and District Directorates of Health, Nimies of Education and Culture,

Agriculture, Industry and Trade Coordination andnidiry of finance. Some slots are
filled by representatives of the private sectoroired in malaria control. Unfortunately,

the committee has never met 5 years after its trmep

At Central level, there is a forum of partners dilginvolved in the fight against malaria
(Technical Committee for Coordination of the Fight ajainst Malaria), which
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supports the design of policies and strategiesyedlsas operational aspects relevant to
the National Program for Control of Malaria. Its migers include WHO, UNICEF,
USAID, Malaria Consortium, PSI, CISM, PSI, FHI addSA. This committee is
supported by technical groups (that comprise of M&&ff and Cooperation Partners)
that work in specific areas including Case Managemdonitoring & Evaluation, Nets
Group, Communications Group and IEC. However, tbemosition of these technical
working groups is loose; they lack clear termsaférence formal appointments and meet
on an adhoc basis when technical matters relevarhdir thematic areas arise that
require discussion and consensus-building.

For the last three months however, the NMCP ha$ lweaducting monthly malaria

stakeholders’ meeting involving NMCP staff and pars with minutes. This is an

attempt to revive the coordination forum for pargiégps that had been appointed but
never met. However, there are no clear terms ofreete for the group, formal

appointments and meeting frequency. Although thenthip meetings have been

applauded by most partners, they are too frequexangthat there are other regular
MISAU meetings that are already scheduled and ds@imilar issues with the same
partners. Clearly, there is a need to streamlire rifeetings including reviewing the

TORs, appointing members formally and agreeing wmeguency of meeting. It is

recommended that the CNLM meet quarterly while tehnical working groups can

meet on an ad hoc basis.

The NMCP has been holding weekly stakeholders mgesipecific to the program and
also participates in the all-hands meeting of ttaidwhal Directorate of Public Health,

where other issues including malaria are discuastdother sectors. A monthly meeting
is held with the direct partners of the program @&ath year an annual meeting of
Malaria is held, involving the provincial adminetors (Provincial Director and/or

Provincial Chief Physician and Provincial Head oM®@IP). This annual meeting is

headed by the Minister of Health and covers allessrelated to malaria.

In addition, issues related to malaria are alsocudised in the National Health
Coordination Meeting chaired by the Minister of Hleavhich meets every year.

The NMCP collaborates with other MOH departmentduding Reproductive Health
which directly in charge of implementing the Integrd Management of Childhood
lliness (IMCI) strategy and IPTp as part of theused antenatal care package. The
programme also works closely with the Health PreomoUnit, the department in charge
of Laboratory Services, the National Institute adaith, the Pharmaceutical Department,
Central Medical Stores (CMAM). However, most of dbedepartments felt that the
linkage should be strengthened through regular ing=t joint planning, joint
implementation of training and supervision as vaslksharing financial resources.

In some provinces, similar partner coordination aadlaborative mechanisms exist.
However, the programme should devise mechanismsnfdaria control issues to be
discussed on a regular basis at the sub-natioval lsing already planned and instituted
partnership coordination mechanisms. For exampdepes programs conduct annual
meetings that can be attended by NMCP staff.
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While it is recognized that malaria contributeshigh economic losses, high rates of
school and work absenteeism, and low agricultunaddyctivity, there is limited
intersectoral collaboration with the concerned Imiaistries. For example there are no
joint plans with some of the line ministries thatclude Agriculture, Tourism,
Environment, Education, Public Works, Housing, Ersds, etc. These sectors have
access to populations that are affected by malauita are usually not targeted by
interventions delivered through the health sector.

However, staff from the other sectors from timeitoe contribute to technical working
groups.

4.1.4 Guidance

The following table summarizes the various guidediand plans that are either in draft
form or are yet to be developed or updated. Spectfimments and next steps on their
completion are in the relevant sections by thenma®a in this report.

Table 4.2 Guidelines at various stages of developme

Policies And Guidelines Stage

Guidelines for Diagnosis of Malaria Final stage

Guidelines for Treatment of Malarfa Approved and ready for printing

Vector Control Guidelines Draft guidelines on LLIdistribution, ang

Guidelines on IRS

Communication and Advocagy None
Strategy

Malaria Epidemic Preparedness gnd No
Response guidelines

National Malaria Policy No
Strategic Plan for Malaria Control Draft
M&E Plan Draft to be completed after the stratqgam.

4.1.5 Human Resources and capacity development

The current NMCP organogram includes the Head ef Rhogram, the head of case
management, IEC, Surveillance, Monitoring and Eat@un and focal points for LLINS,
IRS and Entomology. However, there in no definedaoogram as the entire MOH
organogram is still under review. Some of theseitipos (M & E focal point,
entomology staff and logistician) are being paidldyg partners as a short-term, stop-gap
measure. The NMCP and MISAU directors should lolis relevant departments to
ensure that the appropriate numbers of staff with tequired qualifications and
experience are posted to the NMCP at the centval lethe programme is to cope with
the changing and complex world of malaria contibhe review has suggested the
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organogram in Fig 4.x that could be adopted by MISAhere is a need to develop
appropriate TORs for all the identified positions.

Figure 4.1 Proposed NMCP Organogram

-
3

To fill the above organogram, the NMCP will needmere staff at central level as
follows ; data manager (1), M & E (1), drugs mamaget(l), laboratory (1), and
Entomology (2).

At the provincial level, the NMCP has appointedfnoial Malaria Managers who are
biologist and mostly coordinate vector control ates especially IRS. He/she has terms
of reference, however, they need to be updatedy Tdwok clout to effectively supervise
other staff at provincial or district level that ynbe more qualified and experienced than
they are. Clearly, there is a need to review tbstpn in terms of required qualifications
and experience. In addition, the capacity of thisterg biologists should be expanded to
include malaria diagnostics, management which ctaédachieved by undertaking the
basic malariology course. Although the programme delegated supervision of malaria
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case management to the provincial medical chibeés; are often too busy and overloaded
by other responsibilities to pay close attentionralaria control. In addition, they are
often poorly resourced (transport and operationad$) to effectively coordinate and
supervise malaria case management at these levels.

There are no district level malaria focal points.

Training of Health Workers

There is inadequate collaboration between the NM@GE the department of Human
resources in the MISAU with regard to pre-serviod &n-service training. In addition,
the Department of Human Resources (HRD) is not ywwmnsulted when the various
programmes including NMCP develop training currgeufor in-service training and
when selecting trainees and trainers. In additrenpgrogrammes do not keep an adequate
database of people trained that can be shared WRD. Collaboration with health
training institutions with regard to pre-servicaiting is limited. The Health Training
Institutions are a useful source of trainers antemital post-training supervisors. The
NMCP should organize regional training workshopshiealth training institutions and to
share updated guidelines so that malaria-relatettaassues are incorporated into the
pre-service curricular.

Training needs assessment for NMCP staff at ceamdl provincial levels should be
determined so that they acquire the sufficient cépao cope with the changing malaria
and partnership coordination landscape. Some lerng-training programmes conducted
in collaboration with established educational igibns leading to award of Diplomas,
Masters Degrees as well as PhDs may be justifiedveder, the NMCP is commended
should for ongoing collaboration with Faculty of Meine Eduardo Mondlane University
when training health workers on malaria case managé

The priority training areas include:
o Management — projects, planning, timing, leadership
Cases management
Entomology
Research
Surveillance, Monitoring & Evaluation
0 BCC - collaboration with DEPROS, ICS —; collabavatwith the network of
journalist against malaria

0]
0]
0]
0]

Office Space
At Central level, NMCP have only three small roorhgpom for the Program Manager
and two for the technicians. The rooms, equipmaeait farnishings are inadequate; the
programme has two phone lines, a copy machinevandliack and white printers. The
Programme has 7 desktop computers and no lapttypuat individual staff have
personal laptops. The program still requires an o&Bor printer, a fax machine, a
Scanner. There is still a need for more work roamd a store for some materials
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currently scattered in the offices. At provincialvél, all the malaria focal points are
equipped with a desktop computer.

The NMCP should strengthen collaboration with CMAMd Centro de Abastecimento
(CA) with regard to commodity management especiedhated to expected deliveries,
guantities to deliver to the provinces and distrias well as the timing of deliveries
according to the malaria season. This would mikghe frequent stock outs as well as
ensuring that commodities are adequately storechwiney arrive in the country and are
transported on time at the point of use.

4.1.6 Planning for Malaria Control

Mozambique has recently initiated a process of nleakzation with the districts as the
main planning, operational and coordination le¥éle planning process entails the MOH
holding meetings with the provinces and distrigiesenting the priorities for the year
using the guidelines of the Ministry of PlanningdaDevelopment. There is however
limited interaction between the provinces and tistridts with the NMCP to ensure that
malaria control priorities are clearly reflectedlirese plans. There is a need to strengthen
the collaboration with the relevant planning depamt in MISAU to ensure that the
provincial and district plans are in line with thmalaria strategic plan. The NMCP should
lobby and ensure visibility at the annual NatioR&nning Meeting that among other
objectives, aims at harmonizing the plans of défgrsectors and levels.

Similarly, the NMCP drafts its annual plan and beidgpased on the Strategic Plan of the
NMCP and all other policy documents), forwardsoittNSP and this in turn, to NDPH

(National Director of Public Health) . The Econonaled Social Plan (ESP) of the MOH,
is then sent to the Ministry of Planning and Depebent, and is later discussed in
Session in the Council of Ministers before beingmitted to Parliament according to an
agreed schedule. Once approved, the NMCP is infbrofighe available budget for the

following year, and makes the necessary adjustnterits plan, taking into account the
available budget.

Cross-border initiatives

Mozambique has a large border and is bound byaixtcies namely, Swaziland, South
Africa, Zimbabwe, Malawi, Zambia and Tanzania. Mobégue is a founding member of
the Libombos Spatial Development Initiative (IDELSDI), a tripartite program of
malaria control which covers Mozambique, Swazilaardl South Africa. LSDI was
established with a view to protect areas of tourdsm economic importance, constituting
a good example of the kind of collaboration andrdowtion within the FRM initiative.
Currently LSDI works in 6 of 8 districts of Mapupwovince, and was expanded in 2006
to Gaza Province in 8 out of 12 districts.

Following the encouraging results achieved by LSBbé MOH decided to replicate this
initiative in Zambezia. The goal is not only accatang the control of malaria in this
province, but also creating a greater national cigp&o combat malaria, with a view to
its expansion to other parts of the country.
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The drawback with these initiatives/projects is treation of parallel structures for
managing and implementing with expenses on sajanéastructure and others instead
of strengthening the already existing malaria cardystem in each province. However

certain aspects of the initiatives such as stagfactdies, management structures and (data
base) systems used could be replicated throughewtauntry.

4.1.7 Financing of Malaria Control.

The main sources of funding include the State BydBROSAUDE and others of

vertical nature of which we highlight GFATM, PMI,SAID, UNICEF and the WHO.

By 2007, the FG was incorporated into the PROSAUdE, from 2008, it already
appears separate but enters through the Ministfir@nce through the United Treasure

Account.

Although investing in health is essential for sirsthle development of any country,
taking into account that the development of a cqurgquires a healthy population, it is
still difficult to allocate to this sector 15% orome of the state budget in Mozambique
(this being currently about 12% for 2010). Moregvers not possible to know from the
little budget that the health sector in Mozambigaeeives, how much is allocated to
malaria control, the main public health problencédese the financing of the sector is not

prepared per programs, however, this diseasdesl ltn government priorities.

MoH has over the years provided a total of $ 10ionilto the malaria programme for the
procurement of insecticides (about $7-8m) and fgresvision, training and equipment
(about $2m) for the IRS activities in the countrfhe other interventions are mainly
financed by partners highlighted above. On theiomees requirements of the sector,
only about 40% of the requirements were fundeddhO2and only 20% in 2011. This

excludes the GFATM

4.1.8 SWOT Analysis

as a funding source.

Table 4.3 SWOT Analysis

STRENGTHS

WEAKNESSES

OPPORTUNITIES

THREATS

Strategic reforms in the
health sector,

Lack of skilled Human
resources at all levels

Great political
commitment

Poor staff motivation

Government Directives
for the Health Sector

Lack of guiding
documents approved ar
disseminated

Great support from
dyovernment and
cooperation partners

Conflict of priorities

Weekly and monthly
coordination meetings

Limited presence of the
private sector in the

- Increased number @
partners interested tg

f Difficulties in the

harmonization of strategies

that are already in support to the health collaborate with some partners.
existence sector
Annual review and Poor control of NMCP Unprecedented Issues related to sustainabil

planning meetings with
the provinces

supplies

support from major
funding agencies

of the programme

Existence of technical

Coordination of activities

sub-committees that megtwithin the programme

Frequent changes in
management of the
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on an adhoc basis

programme

Lack of a comprehensive
malaria policy

Inadequate clarification of th
roles of the various partners

D

Inadequate tracking of
funds especially from
GFATM causing delays
in release of funds

Inadequate cross border
collaboration for better
malaria control

Weaknesses in the PSM

leading to frequent stockf

outs of malaria
commodities

Inadequate collaboration|
between NMCP and othg
MoH units

=

Lack of harmonized
approaches for work

Over emphasis on IRS
with little
complementation of othe
interventions

r

4.1.9 Issues and Challenges

Progress has been made in establishing a functidii&P with staff and equipment at
the national and provincial levels. However, therdoy lacks a comprehensive malaria
policy, some pivotal guidelines that are eithedmaft form pending completion or are
non-existent. As a result, there is a scarcityudfiglines at the operational level.

The human resources situation at the NMCP has wegroHowever, there is need to
reinforce the capacities at national and provinlgegls if the programme is to cope with
the prevalent partnership environment. There istgreeed to strengthen the existing

partner coordination and collaboration mechanisms.

Also, quality control and impact of malaria contaativities across the country must be
maintained through training, supervision and mamigpas well as national periodic
reviews and evaluations.

4.1.10 Action Points

* Develop a malaria policy that could be incorporatetb the national Health
Policy once the latter is completed.

* Finalise the proposed NMCP organogram that incluttess recommended
competencies, with clear roles and responsibilittesall the staff. The linkage
between the NMCP and the provincial malaria govesto be strengthened.
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Strengthen the capacity of the provincial malanardinators through provision
of regular training on their responsibilities, sppgion as well as providing
resources for supervision of malaria control atiggi at the district and facility
levels.

Revamp the partnership coordination mechanismsudimy defining TORS,
frequency of meetings and membership. This willlude reactivating, the
National Commission of Fight against Malaria (CNLEMith revised terms of
reference and clear schedule of meetings. Simaarsions should be made
regarding the modus operandi of the monthly stakiens meeting, and the
malaria technical working groups.

Improve collaboration, coordination and communmatiwith other MISAU
departments/agencies such as RH, HR, CMAM and C/Artoance efficient
delivery of malaria control activities and commaeht

Strengthen the capacity of the provincial malar@nagers through provision of
regular training on their responsibilities, supsiom as well as providing
resources for supervision of malaria control atigsgi at the district and facility
levels.
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4.2 Procurement and Supply Chain Management

1. Specifications of the basic product
* Antimalarials:

The Ministry of Health has recently revised itsippland protocols for treatment of
malaria, keeping Artemether/lumefantrine (AL) ase thf line treatment for
uncomplicated malaria and Artesunate / Amodiaq@&f®AQ) as alternate for a limited
number of cases in which the use of (AL) is notrappate. In the case of severe malaria
the program introduced the parenteral Artesunatirstsline treatment with parenteral
quinine as the alternate medicine.

* Rapid Diagnostic Tests:
The WHO recommends using the test with sensitietels above 95% in the detection
of parasite densities > 100 parasites per micrer lof blood. ICT - HRPII-
chromatographic immunoassay te®2ROTEIN-2 HISTIDINE RICH (HRP-Il) due to
their stability have been selected for use in Mdziguore.

» Long Lasting insecticide-treated mosquito nets:

The preference has been for LLINS approved by WH®R/Eh dernier fiber above 100
threads with more than 25 holes/cm2. They shoalgreferably light blue in color and
rectangular with a preferred size of 160cm x 18@c210cm.

* IRS Insecticides and Pumps
The selection criteria for insecticides include dd®e entomologic and vector
susceptibility to insecticide studies as well as @/dtandards. The main groups of
insecticides used are: pyrethroi@arbamates and DDT are used in some districtseof th
provinces of Maputo and Gaza where resistance tetlppids has been noted. The
Hudson X-Pert pumps which comply with WHO speciiiaas are preferred.

2. Estimates and quantification of the needs
* Antimalarials and Rapid Diagnostic Tests (RDTSs):

Following numerous challenges associated with tlegipus quantification methods for
malaria commodities, the method has been modifiz@viously, quantification was
based on consumption data complimented by morbagitsg. But the two sources of data
were always conflicting due to incomplete reponist tvere used. As a result, NMCP led
a team composed of experts from key Malaria progpartners such as the CMAM,
WHO, UNICEF, USAID/PMI, USAID | DELIVER PROJECT, 84S and Malaria
Consortium, to agree on a method that takes intowatt the current situation . It is
hoped that this revised system (described in datathe following sections) would
alleviate the chronic medicine stock-outs that watienarily due to the procurement of
inadequate quantities.
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This method uses assumptions that were previowtlysed in an effort to better forecast
the malaria situation. Some of the assumptionsidec

Estimated access to services by the general pogulat

Estimated number of severe and uncomplicated naatases,

Expected impact on use by the scaling up of theuampreventive interventions,
Introduction of RDTs and therefore reductions eatment used.

The chart in Fig 4.2 summarizes the model usedttier quantification of the 2011
requirements, while table 4.4 shows estimated nregdor 2010-2015.

Fig 4.2 Methodology used to estimate number ottneats needed per year
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Table 4.4 Estimates of medicines for the next Sgea

| 2010 | 2011 | 2012 | 2013 | 2014 | 2015
KITS US/APE
artemether-lumefantrine 20MG+120MG/TABLET TAB 6 1,695,960 1,803,240 1,950,120 2,096,400 2,129,400 2,086,200
artemether-lumefantrine 20MG+120MG/TABLET TAB 12 975,960 1,094,940 1,263,420 1,431,300 1,485,900 1,464,300
artemether-lumefantrine 20MG+120MG/TABLET TAB 18 975,960 1,094,940 1,263,420 1,431,300 1,485,900 1,464,300
artemether-lumefantrine 20MG+120MG/TABLET TAB 24 2,415,960 2,511,540 2,636,820 2,761,500 2,772,900 2,708,100
Via Classica
artemether-lumefantrine 20MG+120MG/TABLET TAB 6 764,303 702,679 574,337 542,393 554,404 501,009
artemether-lumefantrine 20MG+120MG/TABLET TAB 12 1,148,450 1,056,025 869,012 822,518 842,930 764,647
artemether-lumefantrine 20MG+120MG/TABLET TAB 18 713,039 676,248 618,272 621,499 680,620 666,906
artemether-lumefantrine 20MG+120MG/TABLET TAB 24 1,454,617 1,368,882 1,238,731 1,230,647 1,332,764 1,304,884
Artesunate/Amodiaquine 100mg+270mg 3 tabs 84,922 79,788 71,508 70,802 76,376 74,212
Artesunate/Amodiaquine 25mg+67.5mg 3 tabs 5,260 4,836 3,952 3,732 3,815 3,448
Artesunate/Amodiaquine 50mg+135mg 3 tabs 23,346 21,692 18,525 17,931 18,853 17,642
Quinino inj 600mg/2ml inj 751,447 787,601 837,098 914,503 982,351 996,622
Quinino 300mg tabs 10,080,090 10,550,155 11,149,825 12,147,665 13,009,658 13,145,501
Sulfadoxina 500mg+Pirimetamina 25mgTabs 7,972,420 8,880,560 9,809,237 10,782,531 11,794,109 12,088,844

Although there is a detailed calculation on theuregments for AL, inadequate guidance
has been provided for the procurement of RDTs hrdatternative first and second line
anti-malarials. At the same time, in order to aately come up with the requirements of
these commodities, there is need for constant lmmiéion of the clinical services and
logistics management departments.
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Regarding the RDT requirements, the need were leddrlibased on the implementation
of the universal “test before treat” goal. The asgtions to calculate the needs included
the number fever cases likely to require a malaliegnostic test, rural and urban

population, the increasing access to diagnosticx ¢lre years. In addition, it was

assumed that microscopy was intended for the meaitlh units and RDTs for health

units without laboratories.

Quantification of the needs and supply plan

After quantification a procurement plan is develbpe which existing stocks are
determined for each formulation at central and praal level (District Information will
soon be accessible), the expected consumptioncbf draig, the stock levels required to
maintain the system functional (High, Low and bufé&ock) which determines the
shipments required depending on requirements (SgmrRof Quantification October
2010 and tables 4.5 and 4.6).

Table 4.5 Stock on Hand at the Provincial Level

Descrigdo do Produto Forma de Contagem Illia.ssa Cefip Nampula | Zambézia Tete Manica | Sofala hante Gaza Maputo_l
Delgado ne

Arteméter - Lumefantrina (AL), (20+120)mg Tratamentos, carteiras (6x1) 11,880 150) [} 51,330 15,150 40,290 450 9,900 9,120 1,228
Arteméter - Lumefantrina (AL), (20+120)mg Tratamentos, carteiras (6x2) 10,650 1,100 24,090 79,449 22,230 40,740 420 13,320 5,760 360
Arteméter - Lumefantrina (AL), (20+120)mg Tratamentos, carteiras (6x3) 7,050 0 0 33,930 0 0 0 150 0] 361
Arteméter - Lumefantrina (AL), (20+120)mg Tratamentos, carteiras (6x4) 26,820 12,600 24,680 88,050 15,930 39,900 420 17,630 13,440 898
Total de T de AL 56,400 13,850 48,770 252,759 53,310| 120,930 1,290 41,000 28,320 2,847,
Artesunato + Amodiaquina (AS+AQ), (50+153)mg | Tratamentos, carteiras (3+3) 1,008] 0 1,400 0| 25,330 63,690 42,100 46,000 28,600 12,600
Artesunato + Amodiaquina (AS+AQ), (50+153)mg | Tratamentos, carteiras (6+6) 6,450 0 3,380 0| 10,280 32,540, 21,050, 23,000 14,600 6,300
Artesunato + Amodiaquina (AS+AQ), (50+153)mg | Tratamentos, carteiras (12+12) 4,050 140 0 0) 20,100 67,450 42,100 46,000 28,600 28,810
Total de T de AS+AQ 11,508 140 4,780 0 55,710 163,680] 105,250| 115,000 71,800 47,710
Quinino 300mg, comp. Comprimidos 7,000 86,000] 673,000 182,000 27,000 0] 100,000 36,000 120,000 13,000
Quinino 600mg/ 2mL, injectavel Ampolas 4,690 23,700 13,000 9,200 95,173 11,090 1,690 900 26,500 4,530
SP (500+25)mg, comp. Comprimidos 0| 0| 0| 0] 0| 0| 0| 0| 0| 0|
Testes de Diagnbstico Répido de Miéria (TDR's) Unid&es 29,450 3,000]s/inf 16,200{ 168,750 1,000 450 0 500 20,275

Table 4.6 Stock on Hand at the Provincial and 2¢hevel

ARMAZENS ARMAZ. CENTRAIS TETAL G
Descrigéo do Produto Forma de Contagem PROVINCIAIS Vimpeto Beira
Arteméter - Lumefantrina (AL), (20+120)mg Tratamentos, carteiras (6x1) 139,498 440,280, 0 579,778
Arteméter - Lumefantrina (AL), (20+120)mg Tratamentos, carteiras (6x2) 198,119 1278060 24,000 1,500,179
Arteméter - Lumefantrina (AL), (20+120)mg Tratamentos, carteiras (6x3) 41,491 0 0 41,491
Arteméter - Lumefantrina (AL), (20+120)mg Tratamentos, carteiras (6x4) 240,368] 1,632,480 24,960 1,897,808
Total de Tratamentos de AL 619,476] 3,350,820 48,960 4,019,256
Artesunato + Amodiaguina (AS+AQ), (50+153)mqg | Tratamentos, carteiras (3+3) 220,728 63,000 0 283,728
Artesunato + Amodiaquina (AS+AQ), (50+153)mg | Tratamentos, carteiras (6+6) 117,600 108,850 0 226,450
Artesunato + Amodiaquina (AS+AQ), (50+153)mg | Tratamentos, carteiras (12+12) 237,250 362,772 0 600,022
Total de Tratamentos de AS+AQ 575,578 534,622 0 1,110,200
Quinino 300mg, comp. Comprimidos 1,244,000] 2,925,400 0 4,169,400
Quinino 600ma/ 2mL, injectavel Ampolas 190,473] 1,141,400 569,900 1,901,773
SP (500+25)mg, comp. Comprimidos [0) [8) 0 0
Testes de Diagndstico Rapido de Malaria (TDR 's) Unidades 239,625 1,092,775 0 1,332,400

Software for determining the shipments: PipeLine Pogram Version 4.0.8f

Pipeline is software developed by the project DEER/— JSI which uses consumption
data previously entered (actual and estimated)etei@ate the procurement plan: dates,
guantities and proposed funders.

* Long Lasting insecticide Treated Nets :

The main assumption used to date (for Global Funggsal Round 9 for example) has
been to take the population in Mozambique whereiflR®t being conducted to estimate
the population which should receive LLINs throughversal coverage campaigns. It was
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then estimated that this population would need e bhbIN for every two people. For
routine LLIN distribution through the ANC care \isi5% of the population was
estimated to be pregnant yearly and one LLIN wdadddistributed to each pregnant
woman at the time of the first ANC visit. Over 84%fopregnant women access the health
care system during their pregnancy. It is also rassuthat LLINs have a life span of
three years.

* Insecticides:

In planning quantities for insecticides the follogiare taken into account: Type of
insecticides to be used, Weight per sachet, To&al en square meters (m?) to be strayed
and existing stock at provincial level. The infotroa for estimating IRS requirements is
usually obtained through geographical reconnaissan(GR). Geographical
reconnaissance provides the relevant informatiorthentarget area. The objectives of
geographical reconnaissance are:

* To produce a map of the area with its boundariesvsiy the location of all the foci
(active, non-active, potential, cleared-up etc)drbjogical features and networks
(available routs to and within the area), landscdipesions, hypsometry (altitudes),
roads and health facilities, all houses, breedites etc

* To determine the number of structures in the malagi:

» Type of structures
» Distribution of the structures
« Target number of structures to be sprayed
* Average size (surface area) of structures
» Total surface area to be sprayed
* To give the houses a reference number.
The geographical reconnaissance needs to be upokiedically.

National budget and other sources of funding

Ministry of Health contributes a total of about $.0 million for malaria commodities.
Most of this budget is spent on the procuremenhsécticides. The other commodities
are mainly procured by partners with most of theney coming from GFATM.
However, GFATM disbursements have been challengargy because gaps in available
information to adequately inform the process. Thate release of funding has led to
complete stock outs of anti-malarials (AL, SP) al@gnostics (RDTs). PMI in some
cases has assisted in the procurement of emergeppjies. The total estimated value of
pharmaceuticals and health supplies procured i1® BJOCMAM is USD 60 million. For
2010 this figure was expected to increase, howeiss of the GFATM VPP facility has
in fact led to a decrease in funds managed by CMAM to the direct procurements
being undertaken.

3. Procurement

Two major systems are used for the procurementntifnaalarial medicines Via
Classicaand PME KitsVia classica— Tenders are launched every year or every Six
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months, according to the needs and availabilityuoids. Deliveries are made to the
existing two central warehouses (Maputo and Beira)

PME Kits. Is launched as annual tender. Deliveries are nmattee main ports (Maputo,
Beira, Quelimane and Nampula) and from there thsted to the Provincial Medical
Stores ( DPMs)

Procurement procedures are based on the prevaditignal procurement framework and
legislation. In 2005 the government enacted theldsment Law (Regulamento) which
covers procurement for government agencies underccémtral government as well as
local authorities. From the guidance provided by tRegulamento”, the government has
proposed the following as the institutional framekvim guide the process:

» Establishing the Unidade Funcional de Supervis& Afguisicdes - Functional
Supervision Unit for Procurement (UFSA), the pr&suoent monitoring body,
under the MoF;

* The nomination of a “Competent Authority”, i.e. arpon in each Contracting
Entity responsible for overseeing the procurementgss (Permanent Secretary
for Health — Feb 2007); and

» Establishing the Unidades Gestoras Executoras dasikdes (UGEAS), units in
charge of managing the whole procurement procassypport of and under the
Competent Authority.

The government issued a number of decrees in itettaof standard bidding documents
(SBDs) for works (large and small), goods and nomasulting services (average and
small), pharmaceuticals and medical supplies am$uwbong services. CMAM mainly
uses the public tender system, which is open toomat and international bidders.
Bidders are expected to only provide ARVs, ACTs anti-tuberculous medicines which
are pre-qualified by WHO. All other pharmaceutical®cured by CMAM should be
registered in the country in compliance with theafmaceutical Department policies.

For the procurement policies and systems CMAM hasgeldped specific Standard
Operating Procedures (SOPs) with support from U&@lihg, and are currently being
finalized. For the other processes, SOPs will dlsaleveloped. CMAM has received
technical assistance in the area of procuremerantdication, warehousing, MIS, etc
since 2008. SCMS has been working with CMAM, ans legcently worked closely with
its procurement unit.

Emergency supply in case of stock-outs
The guidelines have made three provisions fordftigtion. There are:

» Direct purchases (with the approval of the Ministdepending on availability of
funds.

» Support from partners, depending on agreed on geraants for disbursement of
funds

» Support from Countries in the Region. MOH partressh as WHO, CHAI and
SCMS support in contacting organizations that piexhese donations.
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International support to the MOH
Several partners support this area. These include:

e« USG - PMI/DELIVER

* Global Fund

* World Bank

e UNITAID / UNICEF (by later 2009)

» Donations from the Government of China
* USG - PSI (for Nets)

The systems in place for procurement of the matamamodities were found to be
adequate.

4. Storing and Distribution
System of storage and distribution antimalarialsand RDTs

Different mechanisms are used at each distribuéoeal.

» TheCentral Level, represented by the CMAM of which distributeste Central
Stores of Maputo and Beira, which supply the Céitospitals, General
Hospitals and the Provincial Depots.

» TheProvincial level, represented by Provincial Depots, which suppdy th
Provincial Hospitals, the Specialized Hospitals Bigtrict Depots, in some cases
also supply some Rural Hospitals and Health Centers

» TheDistrict Level, represented by the District Depots which suppé/Rural
Hospitals and Health Centers

» ThePrimary Level represented by the Health Centers

» TheCommunity Level represented by the APEs which are supplied by the
District Depots or nearest Health Centers.

There are three methods of drug supply in the Matiblealth Service namelyia
Classica the PME Kits and complimentary Kits.

Via Classica
This is used at the central, provincial and digigeneral/rural hospitals as well and is
also used to compliment the kits medicines suppbedukalth units at primary level. This
system is based on preparation of a requisitioth@rsupply of necessary drugs based on
average consumption and buffer stocks in relatmguantities in stock. Via classica
requisition also can be used in emergency wherug draches the emergency point (to
avoid the risk of stock out) or during the followisituations:

o0 When stock of a given product is below the bufferc;

o When there is anticipated over consumption, e.gdespics, outbreaks,

accidents, etc.
0 When a particular product in Kit runs out;
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o When the skills of clinical staff at the HF allowrfthe use of drugs of a level
higher than those normally included in the kitctder for certain conditions.
When one of these situations happens, the heatiasfriacy in coordination
with the responsible clinician makes a request acoedance with the
requirements, to the depot provider requestingfosiement or additional
supply of medicines.

Programmed Supply of Kits

The process of programmed supply of kits is ainteenauring the regular existence of
essential drugs in the primary level HFs, imprdwe tise of drugs and the conditions of
storage and distribution of drugs at this level¢fi@e improving the supply of medicines
to the population.

A kit is a pack containing essential medicines glesil to treat a certain number of
patients on the basis of pre-defined epidemioldgetterns. The distribution is carried
out by provincial and district depots which does remuire a request but only evidence
of the outpatient visits performed in the precediegod. The type of kit supplied to each
HF is determined by the qualifications of the madistaff present and the average
number of monthly outpatient visits expected. Thame2 types of kits, including Kit US
and Kit APE as shown in table 4.7.

Table 4.7 Types of Medicinal Kits

Type Of Kit Number Of Level Qualification Of The Clinical
Outpatients Staff
Kit US 1000 * Doctors

* Clinical Officers

* Agent of Agents

» General Nurse

« Basic Nurse

» Maternal/Child Health Nurse

Kit APE 250 Community Health Agent (APE) angd
First Respondents

It is important to note that in order to receive thits Health Facilities are required to
complete the appropriate forms that are sent tohilgaer supervision level for the
calculation of the right number of kits to be resjieel.

Complementary Kit for maléria:

The AL, due to its packaging in blister form is wwlinous and does not allow its

inclusion within the space available in the PME KlIVioreover the procurement

mechanism for AL tends to fall outside the normaleynment procurement mechanisms.
Thus the AL is procured, assembled and distribsegzhrately. The CMAM, supported

by USAID | DELIVER PROJECT, prepares the kits fomlania and manages their

distribution to all provinces. These are sent VAME kits to the HF and APEs and the
distribution cycle is the same and is not affedtgdeasonality.
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Composition of the AL Kit is shown in table 4.8.

Table 4.8 Composition of the AL Kit.

Formulagdo Kit Malaria US Kit Malaria APE

Artemether-Lumefantrine

20MG+120MG TAB 6 (1x6) 60 Tratamentos (2 caixas de 30) |30 Tratamentos (1 caixas de 30)

Artemether-Lumefantrine

20MG+120MG TAB 12 (2x6) 30 Tratamentos (1 caixas de 30) |30 Tratamentos (1 caixas de 30)

Artemether-Lumefantrine

20MG+120MG TAB 18 (3x6) 30 Tratamentos (1 caixas de 30) |30 Tratamentos (1 caixas de 30)

Artemether-Lumefantrine

90 Tratamentos (3 caixas de 30) |30 Tratamentos (1 caixas de 30)
20MG+120MG TAB 24 (4x6)

This fixed composition of Kits AL, like the PME kitcan lead to stock-outs or
accumulation of stocks of some medicines. Howetemanagement should follow the
same procedures of requisition VC and return, smdy to overcome this potential
risk.

Bed Nets Storage and Distribution System

To date there is no established MISAU system foiN_lprocurement, warehousing,
transportation and distribution. Malaria partneessén been fulfilling this function for
MISAU. This has included the removal of the LLINsrh the port, renting warehousing
space at a central and provincial level and progidransportation from the central level
to the provincial level.

Currently, the only partners procuring LLIN on bEhaf the NMCP are UNICEF and
PMI. Both agencies hand over all LLINs to the DP$% arrival, however, in some
provinces PMI uses an interim warehouse prior sndfer. From the provincial
warehouses, distribution takes place to the distvarehouses for further distribution to
health facilities. The conditions of the provincemhd district warehouses range from
excellent to poor, and some of them need renovatidme LLIN transport and
distribution chain to ANC clinics after purchaséasically as follows;

» Purchase on basis of delivery as per the INCO tgwplicable, at one of 3 ports
of entry to Mozambique (varies depending of progin€ deployment — these are
Maputo, Beira and Nacala)

* Import formalities

» Transport per container to central provincial wanede in the provinces

» Storage at provincial level until requirement atdct level is ascertained

» Distribution to district level by MOH transport lpyovincial trucks
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» Distribution by district vehicles to health faddis, along with medicines

LLIN transport and distribution for campaign adiies have been delivered to rented
warehouses in the target province, then taken ®eptablished distribution points
identified by the provincial and district healthtlaorities. Nets will not be stored at these
points, but will be taken there only after definipdans for campaign distribution
activities.

Insecticides Storage and Distribution System

Insecticides are procured at a central level amdem to Mozambique via the 3 main
ports. From there, it is transported to regionateliauses in Maputo, Beira and Nacala.
Then they are transported to the provincial warehsuand then to the district level
where IRS takes place.

Insecticide for use in IRS follows a defined schedule to &nn one of the 3 ports of
entry, like the LLINs. From there, insecticide istdbuted to provinces according to the
distribution plan drawn up by the NMCP. This plarbased on the target coverage of the
province and the number of households to be reaeftad this target. IRS activities run
from August to September annually, therefore inselets are scheduled to arrive at least
two to three months prior to the start of actigti@he major challenge identified is the
inadequate storage space of these commodities landireadequate distribution plans
from the provincial to the lower levels.

5. Quality control

For quality assurance of other pharmaceuticals leeadth products, the PD has put in
place a policy framework to ensure that the setulsgpns on registration and
importation are complied with.

The National Laboratory of Quality Control of Menlies (LNCQM) was established in
1991, as a subordinate institution of the then dvetli Directorate of Health Promotion
and Disease Control (DNPSCD) — under the Nationie¢édborate of Public Health of
MoH. Its mandate is quality control of medicinesdansure adherence to established
international quality standards.

Since March 2009, the LNCQM has been closed asriitenoved from old premises to
a new site that is currently under constructions kxpected that this will continue up to
mid 2011 and, upon completion of the Physical $tme; additional funds will be
required for equipment for the LNCQM to function iaternational standards in the
testing of all products imported.

During this phase, when there are medicines reguiguality analysis, samples are
analysed at the water analysis laboratory by LNC@éhnicians. When it is not possible
to test the medicines in-country, they are sentatmratories overseas, for example
MEDS (Mission for Essential Drugs and Supplies - @/idrequalified quality control

Laboratory) in Kenya and LEF (Laboratory of Pharmaal Studies - GMP and GLP

45



compliant) in Portugal. For products procured by, @&fese have to comply with GF
Quality assurance Policy.

Before closure of the LNCQM, each lot of productsqured was tested before release
into the system; since its closure, only suspiciguseducts are being sent to the
laboratory for testing. This is an area that needse worked on to ensure that quality
products are imported into the country. Thereuisently no system in place for quality

control of the insecticides.

6. Control of stock and reporting

* Antimalarials and Rapid diagnostic tests:

A number of management models were designed taoatartd monitor stocks. Among
them are:
» Delivery Note
» Stock Form (Allows: Control the amount of existing products;
Controlling the validity of the product; Controlfety stock, Calculate the
required quantity of products, control the movemaitproducts, Increase
transparency in the management of products)
» Inventory vs. Balance/Requisition

Note — all these instruments were designed with tHeviehg aims:
» Allow a correct re-supply based on data/informasapplied

» Obtain data for further quantification and supplgrpfollow up.
» For purposes of Monitoring and Evaluation of thstegn

The poor filling of these forms can lead to a seoéconsequences such as stock-outs or
accumulation of stock; poor prioritization of fundsgc. After introduction of AL as a
first line treatment for malaria, another form wasoduced to allow for better control of
stocks. These are th€eonsumption sheet of AL in HF:

This monitors the cases of malaria registered e Hir and the number of treatments
given. This data is used for quantification of reedd program evaluation. In terms of
supply chain information, this follows a paper-lzthsgstem from the HF and APEs, to
the District (DDMs) and then Province (DPMs). mtly, in order to improve the
management of products and information managerheneaf, efforts have been made to
computerize the central and provincial levels. Thws computer systems are being
implemented, namely:

Central Level: MACS (Warehouse Management Informaton System)

The MACS system in Zimpeto is a stand alone systad,surprising evidence suggests
it currently functions well. There were some stgrtproblems with the MACS system.
However, upon analysis, it was found that problemese mainly caused by operator
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error and staff not following Standard Operatingd@dures, rather than deficiencies in
the MACS system.

Beira is currently undergoing a major clean up esmrganization exercise with STTA

from SCMS, which includes gaining control of stookganizing in palettes and dealing
with significant volumes of expired stock, accuntethover the past 5 years. This is the
first SCMS TA to the Beira warehouse and this clagmis seen as a precursor to the
implementation of MACS in this warehouse.

The SCMS office is well resourced and has good MISKills in-house. It also enjoys
good technical logistics support. With SCMS’s sieside mentoring, CMAM staff in
Zimpeto also are gaining confidence in the use 8{08. The planned roll out of MACS
to the Beira warehouse, expected in the beginnir&@pdl, is therefore not envisioned to
require much external support beyond some techagsastance from MACS.

The implementation of MACS started in April 2009.vary simple MACS version was
first implemented in the CMAM warehouse in MatoldilAto monitor stocks in that
warehouse and to enable movement of products to wanehouse in Zimpeto
(operational since November 2009). MACS is alsoduse in stock management of
products in the warehouse. MACS will be instaliedhe central warehouses in Beira
(central region) in 2010, and in Nampula (northesgion — funded by USAID) when the
warehouse is ready. In the PLMP it is proposed thatomputerized system be
implemented at district level as well. The firstsien of this tool will be implemented at
provincial level in all provincial warehouses.

Generally under this system, the information flemwegular with monthly reports being
compiled between the districts and health facditieom which manual reports are sent in
hard copy to provincial level. The information isnapiled at provincial level and
transmitted to central level mainly via email ox.fdnformation on consumption is
reported manually through input from requisitionnis from the districts up to DPM on a
monthly basis. Specifically for Artemether-Lumefam¢, a daily register was
implemented at health facility level in June 20DIPM submits quarterly requisitions
based on the needs of the districts to CMAM. Fraig 2010 on, all information related
to pharmaceuticals and RDTs will be computerizedh@mnew tool to be sent via internet
to the central level.

Provincial Level: SIMAM (Medical Stores Information Systems)

In June 2010 SCMS trained 40 Ministry personnel BE(PFAR advisors on the use of
this new tool and in populating each provincial att@se with historical data. In
December 2010, the SIMAM system is implementedlipravinces and are satisfactory
operational in 8 provinces. During 2011, the gystll be implemented in 30 districts
and principal hospitals.

This computerized management information systestilisunder implementation and it's
been improved according to the needs. At this poirtime, it has been implemented in

47



all provinces of the country at the level of DPMwléecoming operational, retrieving
information regarding the use and stock availabdititomatically to the Central level.

Later on it will also be implemented at the levélRDMs. An identical module is
designed for the Central Hospitals. The same modillée used for any other HF in the
country with the capacity to use it.

Bed Nets treated with Long Lasting Insecticides:

The monitoring of bed nets follows the same proocesidor other products in the NHS,
i.e. control by Control Cards and Distribution Shee

Insecticides for IRS:

There is a system of stock control where the sppsrators report at the end of each day
the amount of insecticide used and returns the pingp The final PIDOM activity
report includes a stocks component. The informasigstems that are planned will be
adequate when implemented. The challenge willnbenisuring that these are routinely
updated so that the information generated will eful.

7. Training modules

There are training modules for management of meesciand other health products.
However, these are more for pharmacy professioaat$ the training needs to be
extended to other cadres as well. Training in gEnés conducted on procedures for
managing and dispensing medications at provinaakll in collaboration with the
implementing partners. Specific modules have beepgred that address:

* AL consumption sheet at HF (specific for malariagram)

* Manual of procedures (serves for all products wimtbgrate the VC)

This area will need to be explored and implemerjtadtly with the various stake
holders.

8. Supply plan

PipeLine Software developed by DELIVER PROJECT wssd to carry out the supply
planning and quantification, providing each suppéigorocurement plan to be executed in
order to secure the availability of the drugs irtle country supply chain.

The following parameters were considered for theeltgpment of the supyplchain:

* Length of the pipeline (15 months): six months maxn at the central level, five
months for provincial level; two months for distrievel, two months for facility
level and (APE).

» The forecast results were entered into PipeLingvsoé taking in consideration the
seasonal incidence of malaria and the continudusgkoperation for APE and
primary Health Units
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The background information on each type of prodqoamber of treatments by shipping
carton, treatment price), was also entered intelBe.

The stock on hand for each product and expectqurehits for 2011 to 2012 were also
entered into PipeLine. The Desired Month of Staslel in the pipeline is 14 months (the
first line drugs AL’s arrives in country with 18 mit shelf life).

With the current stock on hand and shipments ergetd arrive in 2011, the total

number of treatments needed for first line drugssigmated at 15 millions of treatments
of AL to keep the adequate levels of stock in tingpdy chain (delayed shipments during
2010 exhausted the country buffer and functionaklst). The implementation of

injectable Artesunate as main drug for severe naategatment will be conducted during
2012 after the inj. Quinine stocks are used.

Table 4.9 Quantification estimates of all medicia@sl commodities for diagnosis and
treatment of malaria.

Product Supplier 2011 2012
Artesunate 60mg 1 Vial (With solvent) UNKNOWN 3,943,998
Coartem 1x12 GF Réph2 VPP 1,130,520
UNKNOWN 896,640 2,172,960
USAID | DELIVER PROJECT 1,193,760
Coartem 1x18 GF Réph2 VPP 565,248
UNKNOWN 740,640 2,005,440
USAID | DELIVER PROJECT 2,135,040
Coartem 1x24 GF R09 538,799 558,509
GF R6ph2 VPP 1,931,274
UNKNOWN 1,496,640 3,371,731
USAID | DELIVER PROJECT 1,995,360
Coartem 1x6 UNKNOWN 872,640 2,578,560
USAID | DELIVER PROJECT 2,453,280
Insecticide-treated nets (ITNs) GF R09 4,344,943
GF R6ph2 VPP 2,200,000
USAID | DELIVER PROJECT 500,000
WB HSCP /UNICEF 1,500,000
RDT (Malaria Rapid Diagnosis Test) GF R09 8,536,586 8,536,586
GF Réph2 VPP 2,608,700
UNKNOWN 6,639,143 10,681,255
USAID | DELIVER PROJECT 5,000,000
Sulfadoxine-Pyrimethamine 500mg+25mg Tablet USAID | DELIVER PROJECT 11,000,100

The unknown shipments represents the ones planumedithout a committed supplier,
the available funds from the PMI MOP11 and WorlchBaroject HSDP will cover the
majority of the 2011 and 2012 GAP for the ACTs &MITs.
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9. SWOT Analysis

Table 4.10 SWOT Analysis of PSM

STRENGTHS

WEAKNESSES

OPPORTUNITIES

THREATS

Access of kits by all

health facilities (HF),
including community
(APEs)

Poor management an
filling of required
forms by health
workers

dPLMP (Strategic Plan
for Pharmaceutical
Logistics Master Plan
being developed or
existing.

Inadequate funding
for malaria
commodities

Multi-disciplinary
committee constituteg
for the quantification
of malaria medicines
(MOH and Partners)

Low storage capacity
at all levels

Preparation for
drafting the Proposal
for Round 11 of GF

Weak standardization
of GF activity Reportg
vs. Treatment
Provided vs.
Disbursement causing
delays in funding

Information system
developed (routine)

Vertical distribution
of AL Kits (Logistics)

Conditionality /
Bureaucracy for
access to funds from
partners

Integrated Distributior
(VC)

Inadequate systems
for quantification of

Inadequate funding
for AL (Coartem -

RDTs USG)
Greater coordination | Inadequate logistics Long procurement
in clinical and for transportation of processes

logistics areas

malaria commodities

More staff trained in
pharmacy

Main issues and challenges

There has been marked improvement in this areah@stled to the establishment of
systems for the better management of malaria contimed These systems are not yet
fully functional but it is expected that when thbgcome fully operational, they will
greatly improve supply chain management of maleoimmodities. For this to happen
there is need for adequate training at all levelslso, issues related to inadequate
guantification, together with availing adequateafining are needed to prevent stock-outs
that are currently experienced.

The main challenge has been that the supply of cafittes depends on availability of
funds. In particular for the component of rapidgeand mosquito nets, funding has been
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far below the requirements so that the target®tiem not met. The other challenges are
the following:

* The scarcity of resources and mismanagement oflibageroducts of malaria
make the question of supply a major challengetferNHS.

* Information management and tools for collectingadéfiom Community on
consumption are not available. Therefore this miation is not included in the
guantification of the requirements hence this magbajor contributor to the
frequent stock outs.

* Inadequate flow of quality information from the Comnity and HF levels. Also
the tools for reporting to GF are inadequate lejdondelays in the release of
funds.

» The management of rapid tests is still weak. Alttothey are integrated in the
Via Classica (VC) system, each is based on reguisit managed by the
pharmacy, and yet in many places this responsilidiassigned to the laboratory.

* Inadequate guidance on the quantification of tr&t And second line alternative
anti-malarials

» The quality control of products of malaria is asue that should be given more
attention and the rational use of these products.

» Lack of focal point in the team at NMCP to moni#ord track malaria
commodities in coordination with CMAM

* Information sharing between the NMCP and the aigsrmoncerned with PSM.
For example, the staff should be bale to liaiséwhe GFATM support unit,
CMAM and CA to ensure that all PSM issues are hethdbrrectly and timely.

Action points

* Improve logistics and supply chain management Bystéor malaria commodities
and tracking of these commodities by the NMCP

* Provide guidelines on the ordering and quantifaratof the alternate anti-malarials
both for treating uncomplicated malaria and seveataria.

* Improve coordination between the clinical and logss areas for quantification of
commodities based on data to avoid expiry/accuradlatedicines or stock-outs.

* Improve on submission of progress reports to ensorginued funding from the
Global Fund by including the required indicatorsctsuas tests performed and
resulting positives and treatments administered.

» Study ways of including anti-malarials (especidly) in PME kits, paying attention,
however, to their funding as they currently coma a®nation in kind.

 Ensure that the RDTs are included in the Via Ctasssupply chain through
discussions with the pharmacy department.

» Periodic supervision at all levels.
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4.3 Malaria Vector Control

4.3.1. Malaria vector bionomics

Vector behaviour

Anopheles gambiae s.s., An. arabienaisdAn. funestusre the main malaria vectors in
Mozambique Anopheles meruglays a secondary role. The vectors occur throuigtie
country in varying densities and composition. Foramaple, An. gambiae s.s.
predominates in the northern provinc&s, merusn the central regiori\n. arabiensiss
found mainly in southern Mozambique aAd. funestuss predominant in the south
(Table 4.11 & Fig 4.3 and 4.4).

Studies in the country have consistently shown Aratgambiae s.and An. arabiensis
breed generally in small sunlight temporary pooithaut vegetation whilsAn. funestus
breeds in clear vegetation shaded waters whicpemmaanent or semi-permanent g
merusthrives in brackish waters. Several studies inciintry have also shown than.
gambiaeandAn. funestuseed and rest indoors whikn. arabiensisandAn. meruseed
and rest both indoors and outdoors. This indoadifggbehaviour of the vectors renders
them amenable to IRS and LLINs. All the vectore [t night andAn. gambiaeand An.
funestusfeed on humans whil&n. arabiensisand An. merusfeed on both humans and
animals.

Sentinel sites for monitoring entomological indicators

The first sentinel site was established by LSD2@®0 in Maputo province and followed
by one in Gaza in 2006. At the same time in 2008l &d Innovative Vector Control

Consortium (IVCC) established one in Zambezia pro#i With support from WHO, the

NMCP established three sentinel sites, one in eaglon (North, Central and South).
The WHO project also supported the strengtheninthefNMCP and INS entomology
infrastructure and capacity. The monitoring and@at#on of entomological indicators at
sentinel sites is supported by three insectarieAambezia, Maputo city and southern
Maputo. However, the insectary in Zambezia is untdered due to inadequate capacity.

Table 4.11. Distribution of malaria vectors by prownce in Mozambique

Province An gambiae s.s. An arabiensis An merus An funestus

Maputo

Gaza

Inhambane

Sofala

Maica

Tete

Zambézia

Nampula

Niassa

Cabo Delgado
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Fig 4.3. Distribution oAn. gambiae

IMBAINE

Geographical distribution of Anopheles Gambiae
! .

Susceptibility studies

Lambdacyhalothrine, deltamethrin,

Fig. 4.4 . Distribution ofAn. funestus

Geographical distribution of Anopheles Funestus

DDT and bendiocaare used for

IRS in

Mozambique. As part of insecticide management, toang of insecticide resistance is
a component of the program. Studies in southern addmque showed pyrethroid
resistantAn. funestusin the same area, evidence of low level resigtdo@yrethroids in
An. arabiensisvas also reported. However, in other parts ofcinentry all vectors are
susceptible to DDT, lambda-cyhalothrin, deltamethaind bendiocarb. Further studies
may be needed to confirm the possibility of resistato DDT in the city of Pemba where

93% mortality was recorded (Table 2).

Table 4.12,Malaria vectors susceptibility to major insecticgdz009.

PROVINCE | VECTOR DDT 4% |LAMBDA- DELTAME | BENDIOC PROPOX
CYHALOT | THRIN ARB 0,01% | 0,01%
HRIN 0,05%
0,05%
Cabo Delgadg An gambiae 93% 100 100 100 100
Inhambane | An arabiensis | 100 100 100 100 Not tested
Gaza An funestus 100 100 Not tested 100 Not tested
Tete An funestus | 100 100 100 100 Not tested|
Nampula An gambiae | 100 100 Not tested | 100 Not tested|
Manica An gambiae | 99 100 99.4 Not tested
Gaza An gambiae | 100 100 100 100 Not tested|
Tete An gambiae | 100 100 100 100 Not testefl
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Sporozoite rates

Studies conducted between 2000 and 2009 in souginewinces showed sporozoite rates
ranging between 1% and 6% fan. gambiaeandAn. funestuspecies and 1% and 4% in
central provinces between 2006 and 2010Aor gambiaeand 0-2% forAn. funestus
Studies on entomological inoculation rate (EIR) @ due to ethical constraints of the
methodology used. However, a single study in Maitola000 showed that the EIR was
27% for bothAn. arabiensisandAn. fuenestus.

Contact bioassays

Bioassays conducted in provinces that apply IRSwslhimat the residual effect of
bendiocarb is less than 6 months on walls plastenéd cement and mud. DDT was
effective in all walls for more than six months eaftapplication demonstrating good
residual effectiveness of DDT on all types of spchgurfaces (Fig 2). DDT is therefore
the ideal insecticide in Mozambique where malaaagmission is perennial and where a
single application with DDT is sufficient.

Fig 4.5 . Results of bioassays in houses sprayddDDT in Boane district
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4.3.2 Vector control delivery

Policy and guidance

WHO recommends integrated vector management (IVppra@ach for the control of
vector-borne diseases including malaria. Mozambihas not yet developed IVM
guidelines to guide the implementation of vectorAgo diseases control. There are
separate guidelines for IRS and LLINs. IRS guidsdinTraining Manual, and IRS data
collection tools are available and used in IRS enmntation. LLINs guidelines are still
in draft form. The NMCP and provinces that impletdS produce annual plans and
reports. The draft National Malaria Control Stratelglan for 2010 to 2014 outlines the
new national LLINs distribution policy which focusen universal coverage for the
entire population at risk of malaria in areas novered by IRS and a continued
distribution to pregnant women through ANCs.
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Malaria vector control standards and SOPs

The National Malaria Control Program uses WHOPESraged insecticides that are
registered in the country for IRS. There is a @nghnual spraying cycle except in
provinces covered by LSDI where there are two sSpragycles per year. The NMCP

uses WHO recommended Hudson X-Pert pumps for IRI&e WNMCP manages

insecticide resistance through routine monitoriegation and / or the mosaic approach.
IRS commodities and LLINs are purchased centrafig aent to the provinces. No
quality checks of commodities are done.

The NMCP recommends the purchase of only LLINs #rat approved by WHOPES.
Both conical and rectangular LLINs are distribuiadthe country and the majority is
light blue in colour. Currently, DawaPlus®, NetRrcit®, Olyset® and PermaNet® are
distributed in the country. The NMCP has modified global standard model for mass
distribution of LLINs. LLINs guidelines are stilhidraft form.

Malaria vector control organization

The NMCP Manager heads the malaria control progitneentral level, the Manager is
supported by three Biologists, one for IRS, theeotfor LLINs and the third one is
responsible for malaria entomology. At provincievél is a Provincial Malaria Program
Manager who coordinates malaria control in theridist Inhambane has two Provincial
Malaria ManagersAt operational level are teams of 10 spray opesatord community
health workers for community mobilization and disttion of LLINS. Each IRS team is
headed by a team leader. For four teams is a ggperdhis structure slightly differs
from PMI and LSDI in Maputo, Gaza and Zambezia pross. The three national
Biologists are not trained Entomologists. The Pmosl Manager lacks assistants and
fails to cope with supervision especially duringe thpraying and LLINs distribution
campaigns.

Malaria vector control capacity and training

The Malaria Vector Control Focal Point at natiof@alel coordinates IRS training for
provinces in collaboration with partners. The Pnoial Malaria Managers coordinate
training in the districts. District managers ar@rted as trainers and cascade training to
their personnel at different levels within theistdicts. The district managers with support
from the province and partners train spray opesaiar spraying techniques, safety
operation, handling of spraying equipment includihg insecticides and community
health workers annually in community mobilizatier RS and LLINs uptake. At least
132 Trainers and 4,606 spray operators were trabeddeen 2001 and 2010 (Table 4).
The training and capacity development is fundetheyNMCP and partners.
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Table 4.13 Spray operators trained by the provincever the past three years

PROVINCE 2008 2009 2010
Maputo City 265 275 255
Maputo Province 754 583 823
Gaza 470 470 451
Inhambane 114 114 200
Sofala 315 422 364
Manica 178 273 249
Tete 215 251 247
Zambezia 1107 846 1188
Nampula 280 346 346
Cabo Delgado 230 232 290
Niassa 130 136 174
Total 2957 3948 4606

In order to decentralize entomology-related infiature and capacity, the NMCP with
support from partners established three entomoliadppratories in Cabo Delgado,
Zambézia and Gaza provinces. The entomology latmdesat are not fully functional
because of inadequate human resources. PMI and G&t€d supported the upgrading
of the central entomology laboratory and insectairythe INS. The upgraded and re-
equipped laboratory and insectary support idetifoc of mosquito species complexes,
ELISA testing for malaria-infected mosquitoes, EAtSand PCR-based monitoring for
insecticide resistance, susceptibility bioassays| @secticide efficacy monitoring for
IRS and LLINs. However, the collaboration betwelem NMCP and INS is weak.

With the expansion of IRS, the capacity of the paog also correspondingly increased.

39 trucks and 1500 bikes, 80 containers of 40 tie@tmnprove the storage conditions of

insecticide and diverse material for IRS, 65 temd 700 camp beds for spray operators
were purchased.

Partnership for malaria control is strong. The LS®lrilateral program malaria control
among the governments of Mozambique, South Afrecad Swaziland supports large-
scale IRS in Maputo and Gaza Provinces. PMI hapatgd spraying in Zambezia
province since 2007. UNICEF, PSI, World Vision sogpLLINs distribution and IEC
and BCC. The Ministry of Coordination of Environn@nAffairs and the Ministry of
Agriculture are involved in the IRS campaigns tonitar environmental compliance and
spray quality standards.

4.3.3 Progress towards achieving targets

The NMCP set out to achieve the following objective

* To achieve increased levels of IRS coverage to BO8élected districts

» To achieve access of at least two mosquito nethquesehold in the districts without
IRS
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IRS delivery

IRS remains a priority and the backbone of malamator control intervention in
Mozambique. The Mozambique government has sustalR&l since 1946 initially
covering only peri-urban areas until 1970 to 199&wit was interrupted. It resumed in
1994 targeting suburbs until 2001 when it expartdecbver rural areas. Mozambique is
bordering with South Africa, Zimbabwe, and Zambiaonmplement large-scale IRS
programs using dichlorodiphenyltrichlorethane (DDT)

Spray operators are locally recruited with suppooimn community leaders. Spray
operators are trained for 10 days using a natitiR@l Training Manual. The number of
spray operators for a given area is determinedheynumber of the population and
number of houses to be protected. IRS starts iteSdger and finishes in November each
year. This allows protection of the target popualatduring the peak malaria transmission
period. Malaria vector populations are at theirkpdansities during the rainy season —
November to April. However, in 2009 spraying stdrte mid July. This timing of the
initiation of IRS was of concern. To maximize e#fty of pyrethroid insecticide,
spraying should start closer to the peak malaaasimission season. The production and
provision of IEC materials for the IRS has beemgoon through the good will of the
partners. The NMCP invests very little on IEC.

Supervision is critical for the success of IRS. ILSind PMI-led programs are well

supervised. Transport and capacity are availabteveder, supervision in NMCP-led

IRS program is weak. The provincial and districpexwisors are involved in other

activities and do not spend enough time in thedfieghadequate transport is also a
challenge for effective routine supervision.

I RS program coverage

For the 2009 IRS campaign, NMCP-led program spr&yedllion structures, protecting
an estimated 6.2 million people. In total, in 2@B® NMCP, LSDI and PMI covered 10
provinces, protecting about 42% of the populatidhe number of spray operators
increased from 2,957 in 2008 to 4,606 in 2010 (@&®) and IRS expanded from 34
districts in 2001 to 57 in 2010 which is 39.5% dfdastricts (57/144) (Fig 3). Annual
average operational coverage has remained above B886NMCP with support from
partners constructed three entomology sentine$,sg@ansectaries and adequate storage
facilities for IRS commodities. However, regular mtoring of entomological indicators
at the sites is not done because of shortage fbf .sta
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Figure 4.6 Map of districts covered with IRS from D00 to 2010.
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Figure 4.7 Districts sprayed by year: 2001-2010
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LLINsdelivery

Since 2000 Mozambique has targeted children less flve years old and pregnant
women for ITN distribution. The groups are reactether through mass campaigns
targeted to children less than five years old divdeed to pregnant women during ANC
visits. Vulnerable children (OVC) and people livimgh HIV / AIDS receive ITNs
through programs coordinated by the Ministry of Womand Social Action. The draft
LLINs guidelines focuses on universal coverage tfee entire population at risk of
malaria in areas not covered by IRS. Targeted idigton to other vulnerable
populations, such as orphans and vulnerable childnel people living with HIV will be
discontinued as the universal coverage campaigiiseeich these populations. In the
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Global Fund Round 9 proposal, NMCP will procure atistribute 10 million LLINs
starting in early 2011 for universal coverage cagmmover the five-year duration of the
grant. Distribution will be conducted through NG@s the strategy shifts to universal
coverage, the focus on domestic capacity building provincial and district level will
need to increase.

LLINs coverage

According to NMCP data, UNICEF and partners distiéldl approximately 5.2 million
LLINs between 2007 and 2009. PMI procured almosmni8ion of these. PEPFAR
resources were used to procure 367,000 LLINs fosqmes living with HIV/AIDS,
orphans, and vulnerable children from 2006 to 20082009, 183,778 LLINs procured
with PEPFAR funds were distributed. According te tNMCP 2009 Annual Report, a
total of 1,292,159 LLINs were distributed directly beneficiaries in 2009 of which
838,130 went to pregnant women. In 2009, UNICEFpred 368,000 LLINs; 267,053
were distributed through campaigns and through ANEBICP procured 1 million
LLINs in 2009 using funding from Global Fund Rourtiand 6 as well as Government
funds. Besides the partners that are mentioned eaboxganizations such as the
Mozambique Red Cross, ICAP, Agha Khan, etc., mhddltstribution of mosquito nets
on a small scale in different provinces. Theserithistions were made without the
coordination of the NMCP.

DPSs and UNICEF conducted district-level campaifgmschildren less than five years
old in Zambézia, Niassa, Cabo Delgado, and Inhambarmprovince-wide distribution in
Nampula in 2008 during the national measles—Vitamindeworming campaign
distributed 800,000 LLINs. PMI provided 720,000tbé 800,000 LLINs and provided
significant financial and technical support for thistribution. PMI also supported an
LLIN universal coverage pilot campaign in four dists in Sofala Province in late 2009
and early 2010 distributing 140,000 LLINs to appnoeately 60,000 households. Table 5
shows the number of LLINs that were distributedrfrd008-2010.

Table4.14. LLINs Distribution to Provinces: 2007-209

Province 2007 2008 2009
Cabo Delgado 294,051 131,075 197,657
Gaza 66,195 39,237 171,672
Inhambane 191,157 159,861 107,611
Manica 20,386 106,755 248,324
Maputo Province 132,346 64,350 116,520
Maputo City 60,000
Nampula 228,578 1,045,901 94,018
Niassa 161,121 38,811 254,577
Sofala 47,923 76,150 38,029
Tete 82,675 231,604 273,752
Zambézia 282,043 192,624 66923
Total 1,506,475 2,086,368 1,629,083

(Source: UNICEF, PSI, MISAY

To facilitate equity in LLINs distribution, NGOs &NICEF were allocated provinces to
assist the DPSs in the distribution of LLINs. PSiswesponsible for Zambézia, Maputo
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Province, and Maputo City; UNICEF for Niassa; Tatel Gaza; and Malaria Consortium

for Inhambane, Cabo Delgado, Nampula, Manica, ardl& (Table 4).

Table 4.15 Distribution of LLINs distributing partn ers by province

PROVINCE IMPLEMENTING PARTNERS FINANCING PARTNER
Maputo City N/A N/A

Maputo PSI PMI

Gaza UNICEF/Medicos do Mundo/WV UNICEF/CEE/WV
Inhambane Malaria Consortium DFID

Manica Malaria Consortium DFID

Sofala MOH PMI

Zambezia PSI/World Vision PMI/WV

Tete UNICEF UNICEF

Nampula Malaria Consortium DFID

Cabo Delgado Malaria Consortium DFID

Niassa UNICEF UNICEF

PMI supported communications activities focusedirmreasing demand for LLINSs in
rural communities in Zambézia, Nampula, and SoRxavinces. PSI also conducted a
survey to better understand barriers to LLIN uséhim three provinces. In collaborated
with Together Against Malaria (TAM) and the Inteelgious Campaign Against
Malaria (PIRCOM) PSI trainned religious leadersmobilize communities around the
use of LLINs. UNICEF and Malaria Consortium alsgported BCC during LLINS
distribution campaigns.

Mozambique has a population of 21.5 million peopfeyhich roughly 40% live in urban
or peri-urban areas which are normally targetech WRS. Excluding the population
covered by IRS, 12.9 million people remain as #gdt for universal coverage. The
NMCP laid out a plan in the Global Fund Round 9pomsal to achieve universal
coverage (Table 5). However, LLINs guidelines limgmooth planning and
implementation of LLINs distribution for universabverage.

Table 4.16. Estimated LLIN Need and Gap in Global End Proposal Round 9

LLIN VARIABLE 2010 2011 2012 2013 2014
Country target 7,539,764 1,006,556 1,030,108 83BRL, 1,078,494
Other sources other than GH 2,801,1B5 1,006,556 301,08 2,737,550 1,078,449
Gap for Global Fund 4,738,629 O 0 5,343,833 0

4.3.4 Strengths, Weaknesses, Opportunities and Thats



Table 4.17 SWOT Analysis

STRENGTHS

WEAKNESSES

OPPORTUNITIES

THREATS

High political commitment to
IRS

No qualified
Entomologists in progrann

Government regular
annual budget for IRS

Natural disasters e.g.
floods are risk factors

There are well established
and functioning vector
control program at national,
provincial and district levels.

Inadequate provincial
vector control personnel

Existence of IRS, LLINs
and Entomology focal
points at central level

Insecticide resistance

The national IRS annual
plans, guidelines and trainin
manual in place.

Geographical
) reconnaissance not done|

GF Rd 9 to expand IRS
and LLINs from 2011.

Sustainability of IRS
gains in provinces
supported by partners

Three Biologists at central
level for IRS, ILLNs and
Entomology and provincial
Malaria Managers

Limited collaboration
between NMCP and INS

Continued funding
partners e.g. GF, PMI.
UNICEF and WHO

Low uptake of LLINs by
communities

LSDI and PMI support IRS

No IVM guidelines

Existence of draft LLINS
guidelines for universal
coverage

LLINs program donor ang
partner dependence

PSI, LSDI. PMI, RTI, WV,
MC, private sector, FDC,
AgaKan Foundation, CISM

No guidelines for LLINS
distribution towards
universal coverage

Upgraded and re-
equipped INS molecular
biology laboratory

Delay in GF
disbursements for LLINs

Upgraded and re-equipped
INS molecular biology lab

LLINs program donor ang
partner dependence

Existence of modern
insectaries in three
provinces

3 insectaries, 6 sentinel sites
and storage facilities.

Inadequate transport and
storage facilities

Effective insecticides
against local vectors

Donors - GF Rounds 2, 6.,9

No full-time technicians

and PMI, UNICEF, WHO

for the field insectaries

Cross border malaria
control initiatives

4.3.5 Key issues an

d challenges

The NMCP is scaling up interventions that requit@enstaff with appropriate skills.
The existing entomological capacity within the NM@Pinadequate at all levels.
There is no trained Medical Entomologists in thegoam

There are no guidelines for LLINs distribution taide partners in distribution of
LLINs. Currently, LLINs are distributed to targetggoups and not to the general
population. The NMCP has also not put in placetsgias to distribute LLINS
towards universal coverage.

There are reports of transport shortages to trabhdpodNs to districts and to
supervise IRS operations. This challenge comprari’& quality and stock outs of
LLINs at ANC clinics.

There is limited NMCP contribution to IRS in provss that are supported by
partners. This threatens IRS sustainability ineh@®vinces.

The NMCP does not collect entomology indicators aomegular basis including
insecticide resistance from sentinel sites.
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 The IRS program does not conduct geographical resssance to guide planning
quantification and calculation of program performanin terms of operational
coverage and proportion of population protected.

» There is no full functional collaboration betweeM®P and National Institute of
Research.

» The scaling down of DDT use is unfortunate becddBd remains the most cost-
effective insecticide in the country which expedes perennial malaria transmission.
Only one spray round would be needed when using.DDT

» There is no collaboration between NMCP and the N@é@grol programs

The NMCP has made considerable progress in scaln¢gRS and LLINs. However,
inadequate entomological skilled human resourcesdl &vels remains a challenge. The
LLINs distribution lacks guidelines to guide disuition to achieve universal coverage.
There is need to engage the support of the NatiBeskarch Institute and partners to
develop entomological capacity which is adequatguality and quantity and to develop
and implement IVM guidelines.

4.3.6 Action points

* The MoH, in collaboration with INS, should develapd strengthen entomology
capacity at central and provincial levels.

» The NMCP should develop guidelines to distributéNLd towards universal coverage
to protect the general population at risk of malari

* The MoH should consolidate and expand IRS in thenty and to sustain the gains
in provinces currently supported by partners.

* The NMCP in collaboration with INS should establiovincial entomology teams
to monitor entomological indicators at sentinelesitand to monitor quality and
efficacy of IRS and LLINs using bioassays.

* Insecticide residual efficacy and peak malariagnaission period should guide the
timing to start and to finish IRS for optimal proten

* NMCP to establish a system to monitor quality andargity of vector control
commodities

* In view of WHO recommendation for countries to ddes integrated vector
management as an approach for vector-borne disezmsesol, there is need to
develop IVM guidelines which includes guidelines RS, LLINs and larval control
to control malaria and neglected tropical disedSdPs).

* NMCP to conduct geographical renaissance to prawidemation for planning and
enhance accurate measurement of programme perfoeman

» Data collections tools for IRS need to be standadlito provide accurate data on
population coverage

* MoH to provide adequate transport for LLINs fronoyinces to districts and for IRS
supervision to ensure IRS quality and minimal stogts of LLINs at ANC clinics

« In view of the perennial malaria transmission ia tountry, the NMCP may need to
consider the continued use of DDT which requires gpraying cycle per year.
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4.4 Malaria diagnosis and Case Management

Malaria case management is one of the key inteimentimplemented by the malaria
control programme. One of the main objectiveshef $trategic plan is the provision of
effective case management to the majority of thgufadion at risk of malaria.

The main strategic direction currently of the peogme is the expansion of laboratory
diagnostic capacity while improving the quality laboratory diagnosis and malaria
treatment in the health units and at communityllewe addition, efforts are underway to
guarantee the supply of effective drugs, materais, laboratory reagents to health units
and community health workers (APEs) and to enswality management for both
uncomplicated and severe cases of malaria atvalde

4.4.1 Policy and guidance

Development of the treatment policy has been guidgdthe results of therapeutic
efficacy testing since 2000. Studies that were ootetl between (2000/2001) showed
that adequate clinical cure (ACR) for chloroqui@#)) of 60% and that of sulphadoxine-
pyrimethamine of 81%. The efficacy of amodiaguamel artesunate was 92% and 100%
respectively. The combinations of CQ/SP and AQ/&Bhad an efficacy of 100%.

The first consensus meeting to discuss these sesds convened in 2002 with the
participation of clinicians, RBM partners and NMGRff. The results of the various
efficacy studies were reviewed and a consensuhange the first line treatment for
malaria reached. Because of the limited availgbédnd the high cost of the artesunate
combinations at that time, AQ + SP combination \adspted as an interim first line
antimalarial. The same meeting recommended thatS®Swas the definitive first line,
Artemether + Lumefantrine (AL) was second line apdnine(QN) was maintained as
third line for the management of severe malarihe AQ+SP was implemented for only
2-3 years followed by the implementation of theimiéf’e combination of AS+SP. The
main reason for this change was the low acceptarficase of AQ by the health
professionals and the consumers.

The implementation of this new policy of AS+SP viasnched in 2004 and by May of
2006, was officially implemented in all the countrivalaria treatment guidelines were
developed in 2005.

In 2009, the NMCP, initiated yet another revisiohtlee anti-malarial policy due to
information on the increasing contraindicationsugg of SP in a setting of large scale
use of cotrimoxazole for prophylaxis in HIV-infedtendividuals, SP use of IPTp and the
increased use of Niverapine with known drug inteoas with SP. In addition, the
increased levels of SP resistance was of conc&hus in 2009 AL was selected as the
first line malaria treatment and AS + AQ as anradéve drug. For severe malaria,
parenteral quinine was the medicine of choice. s€éhguidelines also introduced for the
very first time the concept of pre-referral treatmnef cases of severe malaria.
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The 2009 drug policy update, although adequat&ethoconsensus of the different
stakeholders since the information was not widdiseminated. Guidelines for the

management of malaria were updated in 2009 aneé@hara consensus meeting of the
clinical Departments of Pediatrics, Medicine andn€gology and Obstetrics of the

Eduardo Mondlane University, Faculty of Medicineddater submitted for approval to

Pharmaceutical Department. This was finally sighgdhe Minister of Health. These

guidelines were approved in November 2010 and areatly in- print.

The current guidelines recommend the first linetfeatment of uncomplicated malaria
as AL with AQ +AS as the alternative, and for treant of severe malaria is parenteral
AS; the alternative parenteral QN. The preferestrpferral treatment at lower health
units in patients with severe symptoms of malagieectal artesunate, although parenteral
AS and quinine can be used as alternatives. Agh@&P was maintained for use in IPTp,
this policy needs to be revised as a result ofuead| reports of increasing resistance of
malaria parasites to SP. These new policy chaogemalaria treatment have been
adopted by the IMCI programmes, although the potdoguments of IMCI still need
updating to reflect these changes.

In 2009, in recognition of the malaria burden, anisterial decree was issued that all
malaria treatment is free of charge in public He#dtilities. In addition, in recognition of

the low access to health care by most of the pdipalathe policy recommended the use
of AL and RDTs at community level as part of thanoounity malaria management
programme. However, it was recognized that themeid to create data collection and
analysis system for all malaria interventions at¢bmmunity level.

The impact of these frequent policy changes havéde few challenges, namely:

» Although training was provided in all changes matsequality in many cases
was inadequate as it did not cover most of thetheabrkers due to inadequate
financing.

* No supportive post-training supervision was dowe allow for adequate
implementation of these interventions

* In practical terms what resulted was the weak kedgé regarding malaria
guidelines leading to poor clinical practices andividualized malaria treatments
by the clinicians, in particular in the private tec

4.4.2 Organization of case management services

The organization of the case management servieasnainly at four levels.

National level

At the national level, there is a designated offfoe malaria case management within the
NMCP who is in-charge of all the services relatethboratory, medicines and malaria in
pregnancy. There is no case management sub-camenitiprovide oversight on malaria

case management. Some technical support is astdpd by partners with expertise in
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case management. Thus, the creation of this coeerdiihd respective TOR is imperative
in order to improve case management at the NMCP.

Provincial level

At provincial level, there is a provincial malan@anager who is a biologist by training
and is in charge of all malaria activities, excegte management. Moreover, some have
only just been recently deployed and at times &agserience to guide all malaria control
activities excluding case management. The chef ddiame at this level oversees all
case management activities in the province. Howesiace the chef de medicine has
several other responsibilities, they are unabldeteote sufficient time to the supervision
of malaria case management activities.

District Level

At district level, there is no specific person det with this activity. However, a focal
person responsible for malaria, HIV and AIDS hasrbappointed. These focal persons
lack clear terms of reference with regard to malagontrol and often have other
responsibilities limiting the amount of time ded&dto malaria control interventions.

In terms of service delivery systems, there isva fier system with National referral
hospitals, district and provincial hospitals thasamage most of the cases referred with
outpatient facilities, and the health centers ptevsimilar services depending on the
level (personnel and facilities). Access to forrhahlth services is extremely limited in
the country’s rural areas. Community-based diagnasd treatment are appropriate and
strategic alternatives for reducing malaria-relatgatbidity and mortality. In addition to
ACTs and RDTs that are already available and 8isted through the Kit C at the
community level, the full package ideally shoulctlude pre-referral treatment with
rectal artesunate.

Factors related to the low utilization of formalalte services in rural areas include
among others, the following: long distances of ¢tavack of knowledge of malaria

symptoms, or cultural habits that cause delayséking health service and/or reliance on
traditional medicine as their first source of car@hus, scaling-up use of RDT to

community is considered the next step providedrRIEs have received training in their
correct use and proper data management and supargig assured.

In the health facilities, all the clinical healtlorkers routinely diagnose and treat malaria.
The different categories of human resources inetHasilities are: Medical (GPs and
specialists), medical assistants (técnicos de rmegié\gents, and different level nurses.
At the community level, CHW known as (APEs) hanaiainly health education but are
also provided with a medicinal kits and are resgameador the diagnosis and management
of uncomplicated malaria cases in the communities r@ferral of those with signs of
severity.

4.4.3 Human resources, training and capacity devgbment
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The NMCP developed a training plan covering allltheaorkers in the country, prepared
and carried out a plan of training of the healthrkees after developing and

disseminating training manuals. The training wasied out at three levels, beginning at
the National level trainers were trained and thinamed the provincial level who then

trained the district level. Those trained at th&trilit level are responsible for training at
peripheral level. The training involved cliniciarlaboratory personnel and pharmacy
staff. However, because of the frequent changéseatment policy, the overall impact

was that health professionals received conflictinfprmation on current malaria

treatment.

The current system of training of the health preif@sals carried out after introduction of
the new treatment policy is far from ideal to agkiégmpact. The system which is mainly
cascade training, is economically viable but islitatavely poor, with noted reducing of

quality at every subsequent level of training. @ternative system of having a pool of
certified or accredited trainers up to the disttetel is expected to improve training
outcomes. The other major challenge has beerattiedf supportive supervision at the
various levels following the training.

In addition, there are marked shortages of heathgnnel both in terms of quantity and
guality at all levels of health care. To reachabgectives of adequate management of
malaria cases, adequate training of the healttepsadnals is crucial Furthermore, there
is no system for supervision of those trained ®ues adherence to treatment guidelines
and hence, assurance of quality of care.

4.4.4 Malaria Diagnosis

For a long time, treatment based on clinical diaghavas the norm in Mozambique.
Even after the introduction of the policy of patakigical diagnosis (initially microscopy
and afterwards RDTs since 2005) for all suspectaldmna cases, clinical diagnosis is still
the norm leading to over-diagnosis and over-treatma fever cases as malaria.
Currently, capacity for microscopy continues tolingted to a small number of health
facilities; of the 1,249 health facilities in theuntry, only 254 have laboratories (20%).
Another limitation is the insufficient number oblaratory technicians and agents to meet
the demand for services. In addition, there ar®se concerns regarding the quality of
laboratory results limiting clinicians’ confidenoelaboratory results.

For microscopy, the results are usually presengdguthe positive signs. The current
recommendations in the new treatment guidelinesiartie malaria diagnosis manual
are that results should be reported in terms g density especially when requested
for by clinician managing severe malaria. Howewereffect reporting according to
parasite density, there is need for adequate m@ioif both the laboratory staff and
clinicians who may not be very familiar with thippoach. There are challenges in
availing adequate laboratory consumables, espgcfalemsa reagent, methanol and oil
immersion leading to frequent stock outs. Even wheailable, the quality of these
consumables is not always assured.
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The introduction of RDT in Mozambique placed aniiddal challenge for the diagnosis
of malaria as there are still unclear guidelinesceoning criteria for their use along with
low quality training and lack of quality control gms. Even with these efforts of
improving diagnosis of malaria, the continued freatof fevers as malaria can be
attributed to inadequate guidance on what to db wihegative result. But even when
this is provided, the performance of these teséatfy depends on the training of the
providers and conditions in distributing and steragpecially of RDTSs.

It is therefore felt that the completion of the aréd diagnosis manual will be able to
contribute to improving the quality of training diie laboratory technicians in the
country.

The procurement of RDTSs is done by the PharmacyaBeyent with little or no technical
input by the laboratory department. This causehrtieal challenge as the pharmacy
department may not be able to adequately advigeeproducts that are procured. The
selection of the RDTs is the responsibility of NMCHo date however, there has not
been a clear system for the quantification andymeroent of these RDTs which leads to
inadequate supplies and thus, the frequent stotk-ou

There was a system for quality assurance of miomsbut due to drying up of funding
the system collapsed. Thus, in order to improvéan@adiagnosis, a system of quality
assurance needs to be developed. There are effatésway for the rehabilitation of the
National Laboratory Reference of the Malaria (LNRM$ an initial step for revamping
the quality assurance scheme. In addition, thexgpeoposals for training of additional
technicians together with provision of supportivgearvision by technicians of known
competence levels. To improve this component aualafor supervision has been
developed and submitted to the Minister for fingpbroval.

445 Malaria Treatment

Although the malaria treatment policy has beenseyi implementation of this policy
has been a challenge. Some of challenges relatbetacase definition of malaria,
availability of drugs, and access to health cackadequate diagnosis. Treating malaria a
complete package of care requires a good suppigenficines both in terms of quantity
and quality and as near as possible to the patient.

Mozambique has always had challenges of adequatplissi of the anti-malarial
medicines due to scarcity of resources. Inadegsapply management chain further
complicates the situation leading to frequent amdiarial drugs and consumable stock-
outs.

One of the major achievements in the treatmentafana in Mozambique is the policy
of having all malaria interventions free in hedHbhilities within the public health system.
However, this policy was not equally applied in thevate sector, where there are
inadequate quality antimalarial drugs, poor suow and inspection resulting in poor
adherence to treatment guidelines. This leadhaaise of medicines as monotherapies
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given at the patient’s request, which may lead d@pid development of artemesinin
resistance in the country

The other challenge is that most patients seehdrptivate sector receive the prescribed
AL from the public sector. However these patiearts not adequately recorded and are
therefore not reflected in the overall records @lama. This leads to discrepancies noted
in ACT consumption figures observed in the pubécter. Therefore, a monitoring and
legislative framework needs to be developed noy tmlregulate the use of antimalarial
drugs in the private sector but also to strengtherrecording of malaria cases treated in
the private sector as needed.

4.4.6 Management of malaria in the communities

The concept has just been re-introduced in the tepurThis is an attempt to reach the
populations that are far from the health facilitveigh anti-malarial treatment. Although
this strategy ensures quick access to the diagmwosistreatment of malaria, the major
challenge has been in providing communities witbqaite supplies of both RDTs and
anti-malarials drugs. Inadequate registration diep#és diagnosed and treated in malaria
at this level has been cited as a major weakndsss the NMCP has developed new data
collection tools to capture malaria treatment gataommunity level. This will however
require training together with supportive supeniisior proper implementation.

Pharmacovigilance programme was introduced andimpkmented successfully as a
pilot in Maputo province and Maputo city during 20 detect and report adverse drug
reactions with an initial special focus on malgrlearmaceuticals._ lvas subsequently
expanded to HIV-related and other health programrlee programme has been unable
to expand due to limited human and financial resesirDuring 2008 little training in the
Southern region resulted in dramatic improvememntatds of notification of adverse drug
reactions.

A large national training for each region is nowte process of expanding capacity to
comply with notification requirements as well asesgthening the overall reporting
system. The pharmacovigilance programme managesaii@nal notifications database
and participates in the WHO collaboration centre iftternational drug monitoring
(UMC).

In order to better manage the various aspects #Hrrmaase management, there is need
to have designated officers focusing on treatmedtdiagnosis so that these two aspects
can be given due focus.

4.4.7 Malaria prophylaxis

There are clear recommendations in the new guieielimat focuses mainly on non-
immune travelers.
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4.4.9 Performance indicators and targets

Table 4.18 Performance indicators for malaria caapagement.

INDICATOR VALUE |SOURCE | YEAR
Percentage of febrile children under 5 years old | 19% MIS 2007
tested for malaria (microscopy or RDT)

Percentage of febrile children under 5 years old wh36.3% MIS 2007
received treatment within 24 hours

During the previous 2 weeks, percentage of childrei.3%

under 5 years old with fever who were given ACT

treatment at the HF within 24 hours of fever onset

Percentage of patients hospitalised for severeriaalar 9%

who received correct treatment at the HF

Percentage of children under 5 years old with 59%

confirmed malaria who were given antimalarial drugs

in the manner prescribed by national policy witBéh

hours of symptom onset

Percentage of HF with malaria diagnostic equipmeb1%

Percentage of HF with no interruption in the supgp®p%

of first line antimalarial drugs for longer thamaek

in the last 3 months

Percentage of persons receiving first line antinala20%

treatment in the manner prescribed by nationatgoli

Anaemia in children aged less than 5 yed%.7% MIS 2007
(haemoglobin <11g/dL)

Severe anaemia in children aged less than 5 yddar9% MIS 2007
(haemoglobin <8g/dL).

Parasitemia in children 6 to 59 months pRBB.5% MIS 2007
(microscopy)

Parasitemia in pregnant women (microscopy) 16.3%MIS 2007
P falciparum prevalence 97.7% MIS 2007
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4.4.10 SWOT Analysis

Table 4.19 SWOT Analysis

STRENGTHS WEAKNESSES
« Availability of treatment guidelines « Clinical diagnosis still a common practice
« Policy on definitive diagnosis of malaria in « Non-adherence to the treatment guidelines
health units and communities » Absence of a therapeutic advisory committee on
» Existence of a case management facilitator management of malaria cases
group « Absence of mechanisms for systematic testing of the
* Availability of first-line co-formulated efficacy of the medicines to use before their
treatment introduction
» Plans in place for quarterly purchases « Unavailability of first-line treatment in the pritea
» Antimalarial drugs and malaria diagnosis sector
provided free of charge  Inadequate documentation of the use of antimalgrial

« Expansion of diagnostic coverage using RDT| drugs; need to circulate this information in DfS,
« Prior experience with RDT in the province of| CMAM, and the NMCP

Maputo » Shortage of laboratory technicians and agents| for
« Broad implementation of the IMCI strategy microscopic diagnosis

throughout the country » Turnover and inconsistent supervision of laborafpry
« Ministry revitalisation of community technicians and agents

involvement through the inclusion of CHW | « Inconsistent training and supervision of clinicigns
on all aspects of malaria case management
 Lack of a logistics management system for RDTS
» Lack of quality assurance system for microscappic
diagnosis and RDT
« Use of oral artemisinin monotherapy in the priviate

sector

OPPORTUNITIES THREATS

 Additional financial resources available througk Inadequate knowledge regarding the managemejnt of
the GF the malaria

» Presence of several partners with interesi inlnadequate resources for the management of gases
malaria with increased financial support and supervision of health workers

* Political commitment on malaria control  Short shelf life of the first line treatment

« Orientation programmes for pharmacies on [theAbandonment of microscopic diagnosis and lack of
appropriate sale of antimalarial treatments confidence in laboratory results

» Expansion of diagnostic capacity of HF [in Inappropriate prescription/ use of drugs
marginal areas and communities * Incorrect use of antimalarial drugs by patients

* Collaboration with other departments such|asSelf-medication with antimalarial drugs

IMCI on in-service training and supervision | « Few treatment options available in the event of
» Expansion of diagnosis and correct treatment aresistance

the community level
» Development of a policy on the training pf

CHW

4.4.11 Successes, best practices and facilitatiragtfors

There has been increased resources for the maks& management both external and
Internal. Although the government contributes rhyain defining policies on malaria
case management, most of the financing for thevsitie8 is essentially external. The
government contribution is mainly in the paymentdifect costs for cases admitted.
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Most other costs are indirect like on the costhedlth workers and medicines especially
for the management of severe malaria. The govemhmelicy on free treatment for
malaria has also been a strong facilitating factor.

4.4.12 Issues and challenges

Malaria case management using ACTs is currentipndgemplemented in all health
facilities and is being rolled out at community éev The actions are in line with the
policy that was revised in 2009 that recommendagogical confirmation of all cases
of suspected malaria before treatment.

However, there have been challenges in rolling thet new treatment policy due to
financial constraints and worsened by the previoeguent changes in treatment policy.
As a result there has been low adherence to theypoy health workers. Quantifying
the requirements for both health facility and comitwulevels as well as reaching health
workers with the appropriate training and supeovigiackage remains a major challenge.
In summary, the key challenges include:

* Frequent stock-outs of medicines and RDTs and ddélberatory consumables

» Absence of a national plan for pre- and in-sertiaeing and supervision, for all
of the health professionals

* Inadequate management of malaria case managentieitiesc and national
funds to procure antimalarial drugs

» Lack of legislation to control the sale of artemisimonotherapies in private
pharmacies

* Weak operational and supervisory capacity to implenand oversee new DPS
and DDS policies

» Poor management and logistics in the handling ogslat all levels

» Failure to take full advantage of the potentialdfeéa offered by the IMCI
strategy

» Lack of clarity on the use of RDT at community leve

* Absence of incentives for recruiting CHW and latkimancial resources to offer
them

» Delay in approval of the new strategy for enlistaognmunity involvement

4.4.13 Action points

» Establish adequate training, retraining and supmmi systems focused on
frontline health workers to improve the qualitycaire

» Strengthen supervision to ensure adherence tolqede

» Strengthen quality assurance and quality contretiesys for malaria diagnosis

= Establish a timetable for regularly conducting detfiicacy tests

= Establish two posts in the NMCP to enhance the a@gpaf case management
within the NMCP: a laboratory focal point and anadal services focal point.
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= MOH should ensure adherence by private practit®tethe monotherapy ban in
collaboration with regulatory authorities.

= Improve coordination between the NMCP, CMAM, DNA&hd partners in
planning and budgeting for antimalarial drugs, RBfid other supporting
diagnostic methods

= Training APEs and key health personnel in eachrHRe management of
uncomplicated and severe malaria cases

4.5 Advocacy, BCC, IEC and Social Mobilization

IEC/BCC is an important component of the MalarianCol Program. Although the
majority of the Mozambican population is aware tmafaria is a preventable disease and
not most of the control measures, this has not besiched by high coverage of the key
interventions.

4.5.1 Policy and Guidance

The Malaria program does not have an IEC/BCC poticydelines and community
mobilization strategy. MOH has developed and apguoa community involvement
strategy. The main objective of the strategy iSrteolve community in actions aiming at
improving health status conditions and developmenhtie malaria components of this
strategy should be updated to take on board theerduknowledge and practices with
regard to malaria.

4.5.2 Organisation and Human Resources

At central level, there is a Department of HealtbrRotion (DEPROS) that is responsible
for all cross-cutting health promotion activitiesWithin the NMCP, an
IEC/BCC/Advocacy focal point has been appointedhwitinctional linkages with
DEPROS. There sis an IEC/BCC/Advocacy working groegponsible for coordinating
activities. The meetings are irregular and theraeesd to revamp it through review of
TORSs and refreshing the membership.

Each province has a DEPROS focal point that coatds1BCC/IEC for all diseases at
the provincial level. However, there are malari€lBCC focal points in Maputo, Gaza
(supported by LSDI) and Zambezia (supported by Riley work in close collaboration
with the DEPROS focal point. The provinces withMalaria IEC/BCC focal points rely
on DEPROS focal points to implement the Malaria/BBECC activities. They do not have
sufficient time to devote to malaria IEC/BCC adi®$ given the numerous other
programmes they work for.

At community level, the APEs where available argoahvolved in malaria IEC/BCC

activities within the communities. The APEs areduhat the PHC level near villages and
communities. APEs are selected by the communityteaided by the health system or
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NGOs to provide promotional, preventive and cumatservices to their respective
community.

However, the number of APEs is still very low withly a few communities covered.
Even where they exist, supervision of their worll apdating their skills is irregular. The
MOH has a plan to train many more APEs to coverdbentry. The curriculum for
training has been completed and includes malati@. NMCP should engage with the
responsible department of the MOH to ensure thatkly malaria messages are passed
on to the APEs during training and supervision.

Each province has got a Community Leaders Courtuithvsupports the implementation
of community based activities. This Council hasrbigly involved in malaria control.

There is earmarked funding for IEC/BCC and sociabilization. The funding level is
not adequate to cover all components at nationdlpaavincial level. The funding level
varies according to the Government Annual Operati®tan. The only funding source
for IEC/BCC is the Government.

The NMCP does have information of the funds by ofatners for health promotion.

4.5.3 Annual Planning

The NMCP develops on annual basis a work plan. lTERZBCC focal person develops
on an annual basis the IEC/BCC work plan for céngael. The three provincial
IEC/BCC focal points develop their respective IECB work plan also on an annual
basis. The planning and reporting systems are yiathsonized between central and
provincial levels. For example, at Provincial le®aputo Province) reports are
prepared on weekly, and monthly basis, and somstjpee activity. At central level, the
IEC/BCC component elaborates its activity repons quarterly basis which is then
incorporated in the overall NMCP. For commemomatdays, the theme agreed on is
common to all the provinces.

4.5.4 Service Delivery Outputs and Outcomes

Overall, Mozambican communities seem to be awaerttalaria is a preventable disease
and that there is available treatment for maldtliawever, their level of knowledge has
not been marched by uptake of the malaria conttetventions. The malaria programme
should take into account the above-mentioned sodiowal dimensions when
developing its strategic interventions.

Advocacy and Awareness Creation
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The Head of State in his public speeches and asleBe=xhorts the population to prevent
and control malaria. The Office of th& ILady, launched, in 2007 a National Campaign
entitled ‘Children without Malarid, campaign that headed by th& lady.

In 2006, the Inter Religious Malaria Program, hehdw Bishop of Diocese dos
Libombos - Dom Denis Sengulane, was established. Flogram involves all religious
congregations and disseminates several messagém&ripg the need for all believers
to get involved in malaria control activities.

Malaria days (World Malaria Day & SADC Malaria Dag)e commemorated every year
at national level. These days are used to conduategness creation on malaria issues.
Each Provincial Directorate of Health organizesatiaboration with Partners and other

Government sectors, the commemoration of malawya,dand conducts several activities.

Fig 4.8 BCC Messages

BCC

The key messages for behaviour change includeotimaving :
a) Generic:

"All people are at risk of contracting malaria!"

b) Diagnoses & Treatment:

"Suspecting of malaria? Go to the nearest Healdllitya "
) ITNs/LLINSs:

"Sleep in a mosquito net every night."

d) IRS:

"House pulverized house protected, House free ¢dinad'
e) Environmental Management:

"Eliminate standing water where mosquitoes multiply
f) IPT:

"The SP is safe and effective in preventing malaria

Community Mobilization

Although there is no updated community mobilizatstrategies to guide malaria control
activities, most of the activities are implemenite@n integrated manner in collaboration
with other programs. The APEs are involved in malaontrol activities in each
community.

The media is involved in malaria prevention aciggtthrough the /AMMREN- African
Research Network of Journalists against Malaria”

IEC/BCC activities are conducted in all provincegopand during IRS at community
level. Activities are also conducted around LLINstbution.

Health Education
Health workers conduct health education sessiohsaith facility level on several health
issues including malaria.

1
(An entity fully recognized by Mozambican Governré&w, since 16 June 2008 affiliated to the Afriddalaria Media Research

Network) with headquarters in Accra, Ghana.
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|EC/BCC Malaria Materials
The programme has developed several materials asclposters, charts, pamphlets,
banners, Out-doors, Brochures, T-shirtSp6ts and radio television programs, books
and cartoons. The programme has developed IEC ialatparticularly for IRS.

Media channels

Radio, television, press, community radio, cultuaald sports activities, promotional
expeditions, religious leaders and health educa#ibrhealth facilities are the main
channels used to disseminate key messages.

Research on |EC/BCC and Community Mobilization
A national KAP study on “prevention of Malaria inrggnancy: an analysis of
implementation barriers and progress in Mozambiqu&s conducted.
Some institutions such as National Institute of [Hehave collaboration linkages with
the Malaria in Pregnancy Consortiudozambique’sparticipation in the Consortium
focus on two main areas: prevention (SP & IPT) Bhdrmaco-vigilance (monitoring of
side effects of antimalarials).

4.5.5. SWOT Analysis

Table 4.20 SWOT Analysis of BCC, IEC and Advocacy

STRENGTHS WEAKNESSES OPPORTUNITIES THREATS
Political Commitment Low involvement of Existence of many
other political leaders | political leaders that Conflicting

Existence of a Health
Promotion department at
MOH

Existence of an IEC/BCQG
focal point at central
level.

Commemoration of
World and SADC Malarid
Days

Existence of a communit
involvement (Health)
Strategy.

in malaria control at
Central, & Provincial
level.

Lack of local
adaptation of IEC
materials.

Some Provinces do ng
yet have focal point at
Provincial, District,
Health facility &
community level.

Poor coordination of
commemorative days.

Communication  an(
advocacy strategy ng
finalised and approved

)

y

Lack of equipment

could be recruited to
advocate for malaria
control.

Several NGOs, civil

society organizations,
donors, private sector
have shown great interes

Existence of CBOs - &
NGOs.

Interest shown by severa
Civil Society
organizations, NGOs,
Donors, Private sector &
other Government
Ministries

Utilization of schools,
faith groups, community

leaders, etc, as entry

messages due to
weak
coordination.

NGOs do not
produce materials
if there is no
icoordination.

Non compliance
by some NGOs of
activities agreed
lupon by MOH &
its Partners.

Sustainability of
community
involvement
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transport and otharpoints for community
means to conduglirelated activities
social mobilization.

Difficulty in involving
all interested parties in
the planning process

4.5.6 Successes, Best Practices and Facilitatingckas

The NMCP uses community radios to reach out toténget group. The NMCP has

developed key messages on all malaria IEC/BCC sufiponents that are aired on the
Community Radios. These community radios have a geach to rural populations and
broadcast in local languages that are understoathdynajority of the population. For

example, community radios were used to mobilizepygulation to participate in IRS in

Maputo province with a resultant decline in mal@iases.

The programs also use outreach activities such@sl®Cinema to disseminate malaria
messages and conduct social mobilization campalgnag the commemoration of the
malaria days. Spray men have also been trained rémnalize challenges with

implementing malaria control interventions at conmitwi level.  This approach has
worked well and seems to be well accepted by conitrean

The MOH organizes periodicallyHealth Fairs”, that are a good opportunity for the
NMCP to promote healthy life styles. A public debah health issues is conducted prior
and after the health fair with full involvementtbe communities.

Churches and religious group are involved in malarevention and control activities.

Religious activities have been used to facilitatesemination of malaria related

messages. However, it is to be noted that bestipeacare not documented on regular
basis.

4.5.7 Key Issues and Challenges

Although the NMCP works closely with DEPRQOS, itastical for all MOH programs
and initiatives to be involved in the strategy depenent process. This will ensure from
the start of the process coordination and integmatif actions, notably with Nutrition,
IMCI Strategy, EPI, HIV/AIDS and Safe Motherhood.

Overall, planning of health promotion activitiesnigt done on an inclusive manner by all
concerned partners who play an important role itarreaprevention and control. This is
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mainly due to lack of funding, which interferesnmonitoring activities as well. Health
Promotion activities are the backbone for the ss&oé the program.

Fine-tuning of IEC/BCC interventions is dependantb@havioural research on people’s
perceptions of malaria issues, malaria preventiod teatment. The research would
promote an understanding of how, when and wheretatget individuals, and
communities for efficient malaria control duringvadacy, communication, BCC, and
social mobilization. Currently, there is limited up date research data to inform
proposed IEC/BCC activities.

It is therefore urgent that MOH develops a commation strategy with a budget to
promote healthy behaviours. Such strategy shoutdsfonainly on a social marketing
approach with a strong community involvement congmtrand be in line with the Health
Promotion StrategyThe IEC/BCC component needs to have a substdniidget to make it
sustainable.

Other issues and challenges include:

* Low prioritization and inadequate founding of IEQ/8;

* Lack of norms and standards, as well as lack ofrdination mechanisms
between MOH and partners on issues related to IEC/B

* Lack of a common understanding on the conceptsoaintunity involvement
particularly by health workers working at primarngdith care level,

» Uncoordinated interventions with common objectileeding to duplication and
ineffectiveness of the strategy;

» Teachers are not involved in malaria control, destiie fact that they have the
potential to disseminate information to their stude

* There are no trainers of community mobilisers;

* Available financial resources are not sufficientcmver all Health Promotion,
IEC/BCC, and community mobilization activities;

* There are no IEC/BCC materials (particularly fof )P

» The communication and advocacy strategy has notbgen finalized and
approved;

» |EC/BCC materials are not available at the healtilifies;

* Inadequate evaluation of health promotion actigif@ feedback

4.5.8 Action Points

1) To ensure that additional financial resources #oeated for malaria information
education and communication / behavior change camgation. The NMCP
should take advantage of existing funding initietivsuch as the GFATM and
PMI to fund the NMCP IEC/BCC budget.

2) There is need to finalize, approve and implemené thdvocacy and
communication strategy, and implement the communitglvement strategy and
empower communities on health, malaria issues amglammental management.
The strategy should be informed by behaviouralaes$efindings. Where the data
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are old, there is need to commission new studigswiould enable fine-tuning of
the BCC/IEC interventions and activities.

3) Identify and work with partners to facilitate comnity interaction (e.g. schools,
groups, religious groups, and Community based dzgdans). These entities
have ready access to these target groups thaftareroissed by the established
health facilities.

4) To improve coordination of IEC/BCC activities, ttNMCP should strengthen
linkages with DEPROS and use the Community Lea@ensncil to support the
implementation of Malaria community based actigtién addition, the NMCP
should explore the possibility of establishing &CIBCC technical working
group. This would enhance planning for IEC/BCC, neassing the technical
expertise available among partners and potentiatintribute to additional
resource mobilization.

5) There is need to develop (using the results of Is&Rreys) and disseminate IEC
materials and training materials and evaluate tfiieaey of IEC materials.
IEC/BCC materials should be available and displayed

6) Implement innovative health education activitieshwiull involvement of target
groups to promote positive behaviours on persomateption and treatment
seeking;

7) Promote and stimulate positive attitudes/behaviosush as: sleeping under
mosquito net; recognition of symptoms & immediatalth seeking behaviour;

4.6 Malaria in preghancy

Mozambique is still endemic for malaria and chifdrender five and pregnant women
(especially primigravidae) are at high risk of depeng the disease. MIP activities have
been implemented in Mozambique since 2006, asopaoutine ANC within the package

of services recommended for pregnant women. Intesmh preventive treatment in

pregnancy (IPTp) and LLINs are the key preventioterventions for malaria in

pregnancy.

4.6.1 Policy and Guidance

MIP is part of key intervention of Malaria natiorsttategic plan 2006-2009 and it has a
three pronged approach: intermittent preventivexttnent of malaria in pregnancy
(IPTp); provision of LLINs and effective diagnosisd treatment.

IPTp policy was approved in January 2005 and dffigilaunched in April, 2006. The
IPTp strategy is based on administration of SPharapeutic doses after 20 weeks of
pregnancy. Due to the high prevalence of HIV inzZilmbique, the recommendation was
to have three doses during pregnancy, each givenifeeks apart during ANC. Each of
these should be directly observed treatment (DO )June 2006, the programme started
training of trainers (TOT) as part of the implenaitn process, followed by cascade
training of the clinicians and nurses in all praxgs and districts.
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There is a draft policy of LLIN distribution whidhcludes universal coverage. There is
proposed “catch —up” distribution which currendyimplemented as part of ANC.

On treatment of malaria in pregnant women, guidamaecluded in the National Malaria
Treatment Guidelines 2009. Accordingly, treatmermgiven based on parasitological
confirmation with either RDT or Microscopy. Foeatment of uncomplicated Malaria:

* ONN oral is recommended during the first trimester

* AL Second and third trimester
For the management of severe malaria, parenterdl @\recommended. Parenteral
artesunate is recommended too in severe malariagdiire second and third trimester as
an alternative to parenteral QNN. Both the disifitn of LLINS, provision of IPTp and
treatment of malaria during pregnancy are proviled. Challenges have existed in the
monitoring of this policy especially as there idyohmited supervision at all levels of
health care.

LLINs have been distributed through the ANC foresa¥ years. MoH has adopted the
strategy of universal coverage that is now beinglémented in a phased manner in a
few districts. Both IPTp and LLINs are part of tRANC package. Department of
Reproductive Health recommends five visits for FAM&Eh a minimum of four visits.
During each of these visits there is a packagentdrventions recommended for the
pregnant women. These services include: HIV anghifig screening, anaemia
screening, tetanus immunization and iron sulfapp&mentation.

4.6.2 Organization of MIP service delivery

All HF with ANC services are providing MIP servicd®T and LLIN distribution). The
collaboration between the Malaria programme andRbaproductive Health programme
was mainly during the finalization of the policy MiP. However, at the implementation
level, there is inadequate collaboration therelsylteng in some of the challenges. In the
next phase, this is an area that will require gfiteening especially in defining clear roles
and responsibilities of each programme. Joint kg of implementation of activities
will go a long way in improving delivery of thesersices.

4.6.3 Human resources, training and capacity del@ment

There is a training manual on malaria case managgetnat includes MIP, developed in
2009. At the introduction of the new policy ab®M00 health workers were trained all
over the country in 2009 in malaria case managenmabuding use of RDT. This
training was more focused on health workers thahaga malaria. Similar training
should be organized as part of the in-service itrgirof midwives and other health
orderlies that run ANC services. Some of these remmendations are not adequately
addressed in the pre-service training curriculum.
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4.6.4 Performance indicators and targets
Table 4.21 MIP performance indicators

MALARIA INDICATORS MIS MICS INSIDA
2007 2008 (%) | 2009 (%)
(%)

Proportion of pregnant women who slept under ap7.3 N/a N/a

ITN the previous night

Proportion of pregnant women who slept under an{9.3 n/a n/a

net

Proportion of women who received two or more | 16.2 43.1 33

doses of IPTp during their last pregnancy in ttst la

two years

Pregnant women attending ANC at least once is agtithat 92% (MICS 2008) though
most of those attending come late. The propouifgpregnant women who received 2 or
more doses of IPTp has increased from 16.2 % (NE 2to 43% (MIS 2008).

Although the IPTp uptake through ANC is increasihgs still far below the 80% target.

This is made worse by frequent stock-outs of S lanlNs which leads to missed
opportunities for these services. Several read@ve been fronted for this ANC late
attendance. They include: misconceptions aboutiseéulness of SP in pregnant women
who are not sick, reluctance by pregnant womenet@attended to in ANC by male or
young female HCWs and sometimes the long distathegpregnant women are required
to travel to these health units where ANC is predid

Data on ITN use by pregnant women was only avalabthe 2007 MIS estimated at
7.3%. Given the large number of ITNs distribute@rothe last 3 years, it is estimated
that ITN use by pregnant women is much higher.

The MIS 2007 estimated parasitaemia in pregnantevoai 16.3% with range of 14.0%
in the central region and 17.1% for northern angttsern regions. Anaemia prevalence
among pregnant women was estimated at 48.1% and foasd highest among
primigravidae and second pregnancy (52,8% ) condpaigh women with more than
three pregnancies 42.8%. The subsequent surveysotlidstimate these two indicators
which are not routinely collected using househalvsys due to the small sample size of
pregnant women expected.

4.6.5 Service Delivery outputs and outcomes

MIP indicators are not captured with HMIS systerth@lgh MoH is in the process of
revising the SIS. This is an area worth discussgiitg the relevant department to ensure
constant monitoring of some of the indicators tadguprogramme implementation.
Results of the MIS 2007 showed that only 7.3% efgpant women had slept under an
ITN the night before the survey. The IPTp 2 coverags 20.3% but doubled to 43.1%
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according to the MICS 2008. This remarkable progissoted although it is still below
the target of 80%.

The MIS 2007 showed that parasitaemia prevalencengnpregnant women ranged
between 14 % in the central region and 17.1% inntbehern and southern regions.
Moreover, anaemia was 48.1% with primigravidae §%). more affected than multi-
gravidae (42.8%). This level of parasitaemia amgeania should be addressed as part of
a focused antenatal package that included IPTps|@xtihelminthics and hematinics.
Given that FANC is housed by the reproductive edipartment, this calls for better
collaboration in policy and strategy setting, pr@uent and provision of commodities as
well as joint supervision and monitoring.

4.6.6 SWOT Analysis
Table 4.22 SWOT Analysis

STRENGTHS WEAKNESSES
» Free access to anti- malarial medicines » There is limited routine data coming out of ANC
« Provision of nets and antimalarial medicines frege on interventions related to prevention and
of charge to pregnant women treatment of malaria in pregnancy
 Provision of MIP services as part of FANC * Irregular availability of LLINs and SP to pregnalnt
« Updated guidelines on malaria in pregnancy women during their routine ANC visits a“-‘
« High ANC coverage, at least for the first antenatal Weak supervision and monitoring system at all
consultation levels

 Inadequate mobilisation of pregnant women to
come in for a second ANC

 Lack of an ongoing training and supervision
programme for staff delivering ANC /MIP
services

» Weak distribution and control of stocks

Weak coordination between the Malaria and Motper

and Child health programmes

» Opportunities » Threats

* Possibility to integrate MIP indicators in the » Community attitude towards malaria
HMIS under revision * Late attendance to antenatal clinic

« Possibility of including MIP package in the « Inadequate financial resources for malaria in
curriculum of the training institutions pregnancy activities

 Existence of channels of collaboration with « Distance to access the health facility
reproductive health department in the « Increasing resistance to SP
development of IEC materials for behavior « Misconceptions about the usefulness of SP in
change pregnant women who are not sick

« Possibility of integrating data collection forms
with the revised women'’s health forms

» Technical groups from each programme enlisted
to strengthen coordination

» Plan in place for the integration of training with
women'’s health services
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4.6.7 Successes, best practices and facilitatingfars

Major successes to date have been the provisiohkN& services free of charge. In
addition, MIP interventions being included as pafitANC is of great benefit. This
provides an opportunity of working with the reprotiue programme for better
implementation.

4.6.8 Issues and challenges

There is inadequate information on MIP servicewdeli, outcomes and impact to inform
implementation. Currently, there is no clear medrarfor capturing data on MIP  and
therefore the true burden of malaria in pregnantmem remains unknown The most
recent data was captured by the MIS 2007 and theéSMiIHowever, for monitoring of
implementation it is preferable to use routine eys such as the BES and SIS to capture
data on delivery and uptake of services at healtilityy level. For example, Zambia
recently revamped it's HMIS that also included cadors on MIP that are received
quarterly at national level.

* Inadequate training on MIP activities and supeorisi

* Inadequate collaboration between Reproductive Heaidtl NMCP especially in the
implementation of activities although for policyé this is happening.

* Frequent stock-outs of malaria commodities useduine ANC

» Late attendance of ANC causing low uptake of IPiig late usage of LLINS.

4.6.9 Key actions

« The NMCP should discuss with SIS to include mordicators for malaria in
pregnancy

» Use the APEs to promote MIP activities at commuretyel aimed at encouraging
pregnant women to attend ANC at the nearest hésdility.

* NMCP to lobby for inclusion of MIP in training cuculums of health institutions

* Improve coordination between the NMCP, CMAM, Moti@hild Health (MCH)
programme and partners on planning and budgetipglies of SP and distribution of
LLINs To strengthen delivery of these servicesreatie need for closer e coordination
of the key programmes that is, Malaria, Mother-@hilealth and CMAM to ensure
ease of implementation and constant supply of tmencodities.

» Strengthen logistic distribution of commodities

* Improve training and supervision of MIP activitiessuring their full integration in
the Mother-Child Health services
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4.7 Surveillance, Monitoring, Evaluation and Operational
Research

4.7.1 Policy, Guidance, Coordination

The National Malaria Monitoring and Evaluation Plann line with the National Health

Sector monitoring and evaluation plan. The M&E Plaas developed as a condition
precedent to GFATM requirements for grant signatinmeugh a consultative process
with various stakeholders. Afterwards the draft M@En was reviewed to align it with

the 2010-2014 national malaria strategic plan aitidbe completed in June 2011 taking
on board key findings of the MPR. The malaria maniitg and evaluation activities are
coordinated by NMCP Malaria M&E working group antetmajor stakeholders are
USAID/PMI, UNICEF, WHO, DFID, World Bank, Europeddnion, NGOs, the DPC

Global Fund Unit and other bilateral agencies, aege and training institutions and the
private sector.

4.7.2 Malaria country profile, risk mapping and stratification

Mozambique is a high transmission country. HoweWeere is no up to date malaria
stratification map and so the country relies onNAERA map to determine malaria risk.
The MAR map developed in 2000 used climate suitghihdex to determine malaria
transmission intensity. Given that several intetmes have been scaled up in the
country and that other more accurate indices sagiagasite prevalence are the preferred
method of determining transmission intensity, thep can no longer suffice.

The NMCP has received mapping software that han hesed to develop maps on
coverage of ITNs and IRS as well as estimates danmaaincidence using morbidity and
mortality data from the BES. These maps have begaldped with support of WHO but
cannot replace standard endemicity maps. Apart ftben parasite prevalence data
collected during the MIS 2007, no fresh data hanleollected to feed into this process.
Clearly, there is a need to actively plan and coltiata on parasite prevalence across the
country that will feed into updating the malarieasification map.

4.7.3 Human resources, training and capacity devgbonent

With support from PMI through FHI the NMCP has arvoring and Evaluation Officer
who oversees all M & E processes. FHI has alspa@itpd a Data Manager for the
NMCP. These 2 officers work 100% for the NMCP untlex leadership of the NMCP
manager. These seconded officers have contributestréngthening the M & E unit
although their contracts are time-limited and veidpire soon. Plans are underway to
renew the contracts while the NMCP seeks long-teations from the MOH to fill
these positions permanently.

83



At provincial level there are BES and SIS departisienhich also collect malaria

indicators. There are no specialist staff focusingmalaria M & E at these levels. The
Provincial malaria managers who are mostly biolisgiscus most of their efforts on IRS,
ITNS and other vector control activities. With attwhal capacity development, they
could contribute to strengthening malaria survedks monitoring and evaluation through
regular collection of data, analysis, productiomegorts and providing feedback to lower
levels. They could also ensure that malaria datieste levels is rapidly.

4.7.4 Routine Information Systems

For collection of routine information on malaria kéonmbique has the weekly
surveillance system (BES) and the Health Managenhgiormation Systems (SIS).
These two systems are parallel systems and ddaot snformation or talk to each other.

The BES has been designed to collect data on dbiitgrdiseases including malaria. The
system records OPD cases and deaths from the hpemth, health centers and districts
hospitals. The information is collected from theioas levels on special forms provided
by BES and passed on from the health post to thkttheenter then to district level. The
districts then send this information to the proiahdevel where it is entered into a
computer database before being transferred elecalbnto the national level. The
transfer health center — district level — provihégvel — national level has a weekly time
lag. This means that the information will only aeriat national level three weeks later at
the earliest.

The Health Information System (SIS) located inPf@nning Department of the Ministry

of Health, collects data on inpatient conditionslatural hospitals, provincial hospitals

and general hospitals in the country. The datatered into the computerized system at
provincial level and then sent to the MOH. It alsdllects management information

including logistics and drug supplies. The inforimatis received on a monthly basis

from provinces. The SIS receives and analysedrifosmation by province even though

the information is received by district and prowenderiodically the data manager of
NMCP collects information from the Basic Module ®iS and updates the NMCP copy
of the database. This data is mostly archived anémalysed for use in real time to make
management decisions.

The two systems collect data on malaria form déffierlevels of the health system.
Although the data are analysed, there is no sysiefeedback to the lower levels.

Currently, there are ongoing discussions with @$torporate more malaria indicators
that can be collected by this system.

4.7.5 Sentinel Surveillance Systems

The NMCP have been running 4 sentinel sites — patpd by Malaria Consortium in
Moatize (Tete) and Angoche (Nampula), and while tpnez (Cabo Delgado) and
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Massinga (Inhambane) were being supported by Ph#. Sentinel sites were established
to collect quality information on morbidity and ntality due to malaria for monitoring of
impact of malaria interventions. Each sentinel igs a data manager responsible for
collecting data from daily records and producinglg, monthly, quarterly, semi-annual
and annual analyses for decision making at theictisével and local staff. This data is
then sent to the MOH. These sentinel sites areulbettause they allow collection of
additional information and supplement the SIS a&$BDue to some difficulties the two
sentinel sites run by PMI are unlikely to contina011.

4.7.6 Monitoring and Evaluation Plan

The National Malaria Control Programme has a Maldtbnitoring and Evaluation Plan

(2010-2014) that spells out the key functions actibas of the malaria M&E system in

accordance with the National Malaria Strategic R2010 -2014). The plan provides the
foundation for measuring progress through the ifleation of goals, objectives and

indicators across malaria intervention strategiée Malaria M&E plan also outlines the
available and desired data sources, the stratégiegiality control and validation of data
and identifies the role of key malaria stakehadder M&E. This plan has been

developed to ensure accountability of all stake&adn their activities and conforms to
the “Three Ones” where the NMCP is the centre ofanmea control in Mozambique. For

this role to be performed the NMCP needs a solidB\ti&m to implement key activities
and coordinate work implemented by partners. Adpeasits to the draft will be made in
line with the findings and recommendations of tieigew. .

4.7.7 Malaria Surveys

The Malaria M&E plan outlines the important rolesafrveys in malaria to compliment
data collected by the routine systems. The keipgersurveys are the DHS, MICS, and
MIS. These are population based surveys can patigntiollect all indicators including
anaemia, parasitemia, ITN/LLIN possession and yd&Je, and case management. The
most recent surveys done are the DHS 2003, MICS 20@ the last MIS was done in
2007. The results from these surveys have enabhledNMCP to track progress made
since 2000. The data have also been used for gi@palrting to WHO and other
international organizations working in Mozambiq&er Mozambique it is expected that
every 2-3 years a population based survey thatded key malaria indicators will be
conducted. The next DHS is 2011 and the MICS ir32@iven that there is an expected
scale up of interventions e.g. the planned universeerage ITN campaign, the NMCP
must take advantage of these surveys to collectategd data on coverage of
interventions. Special care must be taken when tadpthe questionnaires and study
approaches to ensure that quality data are cotlectbe M & E technical working group
is expected to play a leading role in the adaptatb tools, field work and possible
involvement in writing the final report.
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Health facility surveys are also conducted in Mokayue in collaboration with the Child
and Adolescent Health Unit and these surveys agd ts determine the quality of the
delivery of and services. The most recent healtilitia survey was conducted in [year],
had a national/sub-national coverage and colledtgd on quality of case management.
With the latest change in the antimalarial drugiqyolanother health facility surveys
together with support supervision will provide igisis on implementation. However, at
the moment, there seems to be no immediate plansofoducting the health facility
survey.

4.7.8 Malaria Reporting

The NMCP activities are reported quarterly, biadiyuand annually. The annual reports
are shared with all partners in malaria control andequest the other reports can also be
shared. However, information on activities suchaaskshops, planning and review of
provincial and district activities are not sharadhese reports.

4.7.9 Malaria database and informatics system

The NMCP (office at central level) is equipped wghbfficient computers and other
accessories. All computers are connected to wseleternet using non-institutional
providers due to the limited service of the insititnal email service. The wireless service
also allows sharing of accessories such as prirgeasiners and other electronic devises.
At the provincial level, provincial malaria focabipts have a computer and a printer. The
provincial managers use th#ernetservices of the Provincial Health Department.

On the websitef the Ministry of Health (www.misau.gov.m2, the NMCP has s space
containing malaria information. However, this weébss not regularly updated since the
updating cannot only be done by a designated pesgen when updated information is
available. [ittp://www.misau.gov.mz/pt/programas/maldridhis results in huge delays
in posting this information.

Has the programme ever used the WHO malaria da@bas

What database software is used and what has itdi#geno deliver?

What about the mapping software that was providedICEF? How has this been
used?

Any linkages to the SIS and BES databases foeretrg data?

Any linkages with the ITN and IRS databases? Hawdhata is collected, collated,
analysed and used for programme management?

What are the problems currently experienced witalssse and informatics that we could
recommend are rectified later?

4.7.10 Progress towards achievement of targets
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According the Strategic Plan 2006-2009 the Mozaombdi§MCP has achieved marked
progress as shown in table xx.

Table 4.23Malaria Indicators in Mozambique: Data from 2007 MIS, 2008 MICS,
2009 INSIDA

Malaria Indicators 2007 MIS 2008 2009

% MICS INSIDA
% %

Proportion of households with at least one ITN 15.8 30.7 NA

Proportion of children less than five years old vehept 6.7 22.8 NA

under an ITN the previous night

Proportion of children less than five years old vehept 15.7 42.1 48.7

under a bed net the previous night

Proportion of pregnant women who slept under an tiéN 7.3 NA NA

previous night

Proportion of pregnant women who slept under artetd 19.3 NA 42.1

the previous night

Proportion of women who received two or more dafes 16.2 43.1 33

IPTp during their last pregnancy in the last twarge

Proportion of targeted houses adequately sprayddawi 524 NA 47.8

residual insecticide in the last 12 months

Proportion of children less than five years oldhafigver in 17.6 22.7 NA

the last two weeks who received treatment with an

antimalarial within 24 hours of onset of fever

Proportion of children less than five years oldhafigver in 4.5 NA NA

the last two weeks who received treatment with &TA

within 24 hours of onset of fever

The 2007 Malaria Indicator Survey (MIS) carried oudune—July 2007, at the end of the
rainy season, showed that 15.8% of households hkhst one ITN, but only 7.3% of
pregnant women and 6.7% of children less thanyleags old had slept under an ITN the
previous night (see table below). This represaemsimprovement in use of ITNs
compared with the 2003 DHS (data not shown).

Fifty-two percent of those houses targeted for Ha8 been sprayed and 16% of pregnant
women had received two or more doses of IPTp. @96 of children less than five
years old with fever had received an ACT withinidlrs of onset of symptoms.

The 2008 MICS shows an improvement in ITN use agadtinent with an antimalarial
within 24 hours of onset of fever as compared ©2007 MIS (see table below). Also,
the proportion of women who received two or moreetoof IPTp during their last
pregnancy also increased from 16.2% to 43.1%.

An AIDS Indicator Survey (INSIDA) was carried out July 2009 with limited number
of questions on bed net use, IPTp, and IRS. Reshtiw improvement in the use of bed
nets compared to prior surveys for both pregnamh@mand children less than five years
old. The trend was reversed for IRS and IPTp.
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4.7.11 Key Achievements

Mozambique has made tremendous progress in matamieol especially in tracking
progress made in malaria control.

a) Having focal points at provincial has enabled easytact and transfer of information
from province to NMCP on a regular basis, especiail indicators that are not
routinely collected by BES and SIS.

Collaboration with partners has enabled use ohpatapacity in NMCP. This has
enabled the NMCP to timely track implementation praress in malaria control. be
able to keep up to date on the activities and gssggmade in malaria control
intervention implementation.

Data from sentinel sites are discussed on a glyaltasis at the site of collection with
the decision makers and all staff at the healthitiac

Technical support has been provided by partnerspuisted staff with te requisite
skills to the NMCP.

The NMCP and its partners have defined and agreedeokey indicators and
activities to be conducted in surveillance, momitgrand evaluation in line with the
national strategic plan and compiled a Malaria NE &lan subscribed to by all
partners in the spirit of “Three ones”.

b)

4.7.12 SWOT Analysis
Table 4.24 SWOT Analysis of SME

STRENGTHS WEAKNESSES [

1) Partners recognize the importance |df) Although the M&E plan has been developed it
surveillance, monitoring and evaluation and they was developed based on requirements of|the
have been able to provide support for the NMCP GFATM and may not have been embraced| by

where it was lacking in M&E.
2) Existence of an epidemiological surveillance

system that provides weekly data on the malp@a

burden and the SIS that provides monthly data
on patients (both health units at primary and
secondary) 3)
3) Supervision IRS is well

component  of

established that can be a basis for integrated

supervision sessions 4)
4) Existence of provincial malaria managers in (all
11 provinces (biologists) 5)

5) Existence of an IT assistant at the central lefel o

the NMCP
6)
7)
8)

9)

the NMCP and partners as an M&E plan for ghe
strategic plan.

Weak capacity in the malaria community [[in
monitoring and evaluation, SIS at all levels||of
management and service delivery levels.
Lack of skills in monitoring and evaluation Uﬂy
managers in malaria control especially in fhe
MOH structures.
Limited experience of existing staff fo
implement monitoring and evaluation activitigs.
The central M&E unit in the MOH is nqt
aligned with monitoring and evaluation unit |jn
the NMCP.
There is poor practice in definitions pf
indicators even though the M&E plan hgas
attempted to do this.
Low-quality data from routine systems, bdth
BES and SIS.

Weak capacity of the NMCP in integrating d
from different sources

Lack of a plan for studies of malaria to
carried out

\ta

De
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10) BES collects data from peripheral units who
cannot easily communicate with the distrifts
and other higher levels while the hospitals vj]ith
better capacity and facilities only repqrt
monthly.

Opportunities Threats

1)
2)

3)

4)

5)

6)

Current political context strongly in favour pfl) Weak information culture at all levels of the
monitoring and evaluation in the public sector system.
Increased interest by implementing partnerg & The current human resource crisis in all areas of
support the NMCP in monitoring and evaluation  the public sector
Existence of a central unit for M&E in the3) Staff are not motivated due to work overlgad
national planning and cooperation Directorate and weak incentives

(MOH), which began to coordinate the overfad) Multiplicity of reporting systems
process of M&E 5) Poor coordination between NMCP and partrjers
More funds available for M&E (particularly th (particularly in terms of sharing information|f /
GFATM, PMI, WHO) data)
Existence of partners, including national
research centers, with capacity to support [the
NMCP in the implementation of operational
research.
Upcoming proposal to review and update the
HMIS. The NMCP can take advantage of this
process to include key malaria indicators.

D

4.7.13 Issues and challenges

The review identified several issues in the aregpidemiology, surveillance, monitoring and
evaluation and operational research:

a)

b)

There is limited capacity within the NMCP to coaralie and implement activities of well-
established M&E unit. Currently, the 2 personnspansible for M & E within the NMCP

are seconded to the programme by a partner. Titeacts of the 2 staff will soon come to
an end. There is no guarantee that the partnecaritinue to pay their salaries and the MOH
has not yet initiated arrangements to either abtbwim or replace them with established
MOH staff.

The various funding initiatives especially the Gibbund has included several indicators that
cannot be measured by the BES and SIS, Some & ithdisators could be incorporated into
the BES and SIS during the revamping of these systhat is currently ongoing.

Data collected by BES and SIS is not comparable ddia quality in terms of diagnosis and
completeness is questionable and does not allofidenh analysis of the trends.
Inadequate personnel to follow up on malaria datheavarious levels in an
environment of scarce human resources resultitgartimeliness, completeness and
surveillance supervision which ultimately affectslity of the data.

Inadequate supplies of paper forms, log books rdsc@omputer applications and
data integration. No forms for collection and tf@n®f some information related to
malaria control interventions

Weak use of data for decision making and inadequaieing and human resource
development in malaria surveillance, monitoring adhluation. There are also
delays in data submission to the central level.

Indicators are generated by province, not distradthough data by district is
available.
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C)

f)

Data is not readily available for the managergtieir use and the quality of the data
Is low. There are weak linkages between the MOHrardarch institutions resulting
into limited operational research on malaria.

No copy of national M&E plan at provincial level

g) No feedback from all levels.

4.7.14 Action Points

The following recommendations can be drawn.

1

2)
3)
4)
5)
6)
7
8)

9)

There is need to clearly define the roles and mesipdities of the malaria surveillance,
monitoring and evaluation unit with respect to nogitsurveillance systems and the
partnership.

There is need to define an operational researandagend strengthen partnerships with
institutions able to assist in operational research

The case definition of malaria should be standedlito allow standardized reporting on
malaria. Since not all health facilities can camfimalaria there needs to still continue to
report on both confirmed and suspected malaria.

Improve on coordination between levels and sharfrigformation.

Need to strengthen data transmission and anabysgetision making at all levels.

Data reports should be sent disaggregated by hieaiiftiies from district to provincial level
rather than consolidated. Review of reporting forsnseeded to address this issue.

Build capacity in focal points to follow up on datad information issues including providing
them with relevant tools

The NMCP should take advantage of the upcomingeysrand ensure that the key malaria
indicators are included.

NMCP to strengthen data management through adopti@gnalaria database as well as
integrating other databases to ensure that thersiiggle repository for all malaria data.

10) With the planned closure of 2 out of 4 sentinatsitthere is a need for the M & E working

group to critically review the usefulness of mainitag the sites. In addition timely reporting
and use of the analysed data at site of colleetimhnational level devised.
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5. Conclusions

The Mozambique malaria control programme is periogmelatively well although most

targets have not been achieved. These achieveraeatsttributed to the excellent
political and financial support from the governmast well as technical and financial
support form key partners. Although data show tihw& burden of disease may be
decreasing, there has not been a documented sa@tifshift in malaria epidemiology

with most of the country still experiencing moder&b high malaria transmission. This
review concludes that with sustained scale up ru@ntions as throughout the country,
including areas that were previously thought to ehasery low-transmission, more

progress could be achieved in the next 5 years.
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Annexes

Annex 1 Review Teams

MPR Secretariat

NAME DESIGNATION ORGANISATION/AGENCY
Nurbai Calu NMCP
Teotdnio Fumo NMCP
Maria Pondja NMCP
Bonifacio Manjate NMCP
Albertina Chihale NMCP
Rosalia Muthemba NMCP
Dulcisaria Marajane NMCP
Guidion Mathe NMCP
David Manjate NMCP
Sérgio Tsabete NMCP
Eva De Carvalho WHO

Thematic Groups

Prevention (vector control and entomology)

NAME DESIGNATION ORGANISATION/AGENCY
Maria Pondja NMCP

Bonifacio Manjate NMCP

Albertina Chihale NMCP

Dulciséaria Marajane NMCP

Albino Muvique

Mounkaila Billo USAID/CDC

Américo Baptista RTI

Guilhermina Fernandes NMCP

Antonio Sequeira Agrifocus

Sureia Hassamo MoH

Nelson Nkini Private Sector

Frederico Brito UNICEF

Promotion

NAME DESIGNATION ORGANISATION/AGENCY

Sergio Tsabete

NMCP

Nilton Mazitemba

DPS/Maputo Province

Fernando Bambo

Méario Ernesto

Egas Simbine Aghkan
Adelina Nhapeza

Aida Mohamed UNICEF
Gléria Moreira WHO
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Case management including MIP

NAME DESIGNATION ORGANISATION/AGENCY
Rosalia Mutemba NMCP

Armindo Tiago FHI

Eva De Carvalho WHO

Eva Naueia ICAP

Alda Mariano Faculty of Medicine

Liza Matlombe MoH

Rita Chico

Medicus do Mundo Portugal

Juliette Morgan

CDC/PMI

Yasmin Cassam

LSDI

Esperanca Sevene

Faculty of Medicine

Research, surveillance, M&E including preparednesand response

NAME

DESIGNATION

ORGANISATION/AGENCY

Teotonio Fumo

NMCP

Guidion Mathe NMCP

Baltazar Chilundo Faculty of Medicine
Caterina Guinovart CISM

Eusébio Macete CISM

Olinda Muguande NMCP

Silvia Bigmamini MoH/GF unit
Adelina Dumangane MoH/GF unit

Osvaldo Mutaquihe

Program management including logistic and procuremet system

NAME DESIGNATION ORGANISATION/AGENCY
Nurbai Calu NMCP

Abdul Mussa NMCP

Kate Brownlow MC

Jodao Teixeira JSI delivery

Tatiana Fonseca CMAM

Dionisio Chunguane JSI Delivery
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List of participants during the MPR retreat phase |

NAME DESIGNATION ORGANISATION/AGENCY
Albertina Chihale NMCP

Albino Muvique PSI

Alda Mariano Faculty of Medicine/UEM
Américo Baptista RTI/Zambézia

Amilcar Nacima NMCP Zambézia

Ana Cardoso DAS/MOH

Antonio Sequeira Agrifocus/Private Sector
Armindo Tiago FHI/USAID

Baltazar Domingos DPS Tete

Bonifacio Manjate NMCP

Caterina Guinovart CISM

Dionisio Chunguane JSI/Deliver

Dulciséaria Marrenjo NMCP

Emilia Mapela DPS Gaza

Epifanio Mahagaja DPS Zambézia
Esperanca Sevene Faculty of Medicine/UEM
Eusébio Macete CISM

Eva de Carvalho WHO

Fausta Tembe DPS Gaza)

Franscico Matsinhe Malaria Consortium
Guidion Mathe NMCP

Guilhermina Fernandes NMCP

Hector Jalipa RTIl/Zambézia

Inés Juleca NMCP Gaza

Inocéncio Quive NMCP Tete

Jennifer Rubin USAID

Joana Nachague DPS Zambézia

Juliette Morgan PMI/CDC

Juscelina Langa NMCP Nampula

Lidia Chongo DNSP/MOH

Liza Matlhombe Maputo Central Hospital
Lucia Simbine DNAM

Maria Constancia Valentim Clinician Nampula

Maria Pondja NMCP

Mariana da Silva NMCP Niassa

Marques Nhamonga NMCP Sofala

Mumade Mussagy

DPS Zambézia

Nelson Cossa

DPS Inhambane

Nelson Nkini Proserv/Private Sector
Nilton Mazitemba LSDI/Maputo
Nurbai Calu NMCP/MOH
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Olga Sigauque MOH

Olinda Muguande NMCP Inhambane
Osvaldo Mutaquiha DDS Angoche/Nampula
Pedro Muianga LSDI/Gaza

Pelagio Marrune

NMCP Cabo Delgado

Rita Chico

Medicus Mundi

Rosélia Muthemba

NMCP

Séozinha Agostinho

DPS Nampula

Saustina Conde

NMCP Cidade de Maputo

Sérgio Tsabete

NMCP

Sheila Nhate NMCP Maputo
Silvia Pedro DPS Manica
Steélio Albino DDS Tsangano/Tete

Sureia Hassamo

Pharmacy Department

Tatiana Fonseca

CMAM

Teotdénio Fumo NMCP
Tim Rosche JSI|/Deliver
Vasco Mondlane DPS Tete

Yasmin Cassam

DPS/LSDI Maputo

Composition of the External team

NAME DESIGNATION ORGANISATION/AGENCY
Josephine Namboze WHO/ICST/AFRO

Khoti Gausi WHO/ICST/AFRO

John Govere WHO/ICST/AFRO

Odete Cossa WHO/ICST/AFRO

Nathan Bakyaita

WHO/ AFRO/Brazzaville

Simon Kunene Programme Manag

or - NMCP Swaziland

Maria de Jesus Trovoada STP
Claudina Cruz STP
Natalia da Conceicao Angola
Nilton Saraiva Angola

Composition of the field visit team

Team for Nampula Province

Khoti Gausi (WHO/ICST/AFRO)
Armindo Tiago (FHI)

Maria do Roséario Pondja (NMCP)
Sergio Tsabete (NMCP)

Dionisio (JSI/Deliver)

Noos~wbE

Driver (Provincia — PSI)

Juscelina Langa (Provincial malaria focal point)
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8.
9.

Driver (Provincia — PSI)
District focal point

Team for Zambezia Province

1. John Govere (WHO/ICST/AFRO)
2. Guidion Mathe (NMCP)

3. Albertina Chihale (NMCP)

4. Frederico Brito (UNICEF)

5.
6
7
8
9
1

Albino Muvique (PSI)

. Nilton (LSDI Maputo)

. Amilcar Nacima (Provincial malaria focal point)
. Driver (Provincia — PSI)

. Driver (Provincia — PSI)

0. District focal point

Team for Tete Province

ONoOrWNE

Odete Cossa(WHO/ICST/AFRO)

Rosélia Mutemba (NMCP)

Dulcisaria (NMCP)

Rosa Chambisse (M. Defesa Moz)

Inocencio Quive (Provincial malaria focal point)
Driver (Provincia)

Driver (Provincia)

District focal point

Team for Gaza Province

©CoNoORAWNE

Simon Kunene (NMCP Swazilandia)

Lisa Matlombe (central hospital)

Bonifacio Manjate (NMCP)

Guilhermina Fernandez (NMCP)

Ana Cristina (Malaria Consortium)

Ines Juleica (provincial malaria focal point)
Driver

Driver

District focal point

Central team Maputo

SRl S

Josephine Namboze (WHO/ICST/AFRO)
Nathan Bakyaita (WHO/Brazzaville)
Nurbai Calu (NMCP)

Eva de Carvalho (WHO/CO)

Teotonio Fumo (NMCP)
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Annex 2 People Interviewed during the MPR
2.1 Central Level

2.2 Provincial and District Levels

Annex 3 Schedule of Visits
Mozambique MPR Phase 3 — Detailed Agenda

Day/Date Time Activities Responsible
Saturday Arrival of external reviewers
27 Nov 2010 VIP Hotel
Review of Agenda and Logistics (evening — coordinand WCO)
Sunday 0900 = Coordination Meeting
28 Nov 2010
0930 = Welcome and Introductions
= MPR objectives, outputs and outcomes
1000 = MPR Phases and Steps
= Overview of Phase | of the Review
= Process Overview of Phase 2
1030 TEA BREAK
1100 = Overview of policies and structures of the natidmedlth system
= Program Management
1300 LUNCH BREAK
1400 Case Management
1600 TEA BREAK and END OF DAY
Monday 0800 Vector Control
29 Nov 2010
1000 TEA BREAK
1030 = Epidemiology, Monitoring and Evaluation
= Surveillance and response
1230 Advocacy IEC and BCC
1300 LUNCH BREAK
1400 Advocacy IEC and BCC (continues)
1500 TEA BREAK
1530 Procurement and Supplies Management
Briefing and consultation with Minister of Health&aPermanent
Secretary
Briefing and consultation with Director of Primargalth Care and
Permanent Secretary MLG
Briefing and consultation with departmental andsional heads in
MoH
Briefing and Consultation with partners in reseaanld academic
institutions and other RBM stakeholder
Visit to the NMCP
Preparatory Meeting for teams going to the proeinand districts
Tuesday Formation of thematic working groups for Phase 3
30 Nov 2010
Work in thematic groups — definition of prioritysues, success, gaps
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in the NMCP

Adapt data tools

Preparatory Meeting for teams going to the prosnand districts

1430

Briefing with WR

Briefing and consultation with Minister of Health&aPermanent

Secretary

Briefing and consultation with Director of Primargalth Care and
Permanent Secretary MLG

Briefing and consultation with departmental andsional heads in
MoH

Briefing and Consultation with partners in reseaanld academic
institutions and other RBM stakeholder

Visit to the NMCP

Wednesday Travel to provinces
1 Dec 2010
Visit to Provincial Health Team
Visit Provincial Hospital
Visit District Health Teams
Thursday Visit health centre and community
2 Dec 2010
Friday Debriefing at Province HQs
3 Dec 2010
Saturday Travel back to Maputo
4 Dec 2010
Sunday Compilation of field reports
5 Dec 2010 By Monday each team should present field findir®&/OT by
thematic areas, success and best practices bytibereas,
challenges, solutions and recommendations by themaas and
areas visited
Monday - = Presentations of Key findings, Challenges, Soluéind
6 Dec 2010 recommendations by provinces visited
= Work by thematic areas: Task 1 — compile SWOT, aanent
success, best practices and lessons learnt frotratand field
visits. Task 2: compile challenges, solutions sambmmendations
from central and field visits.
= Thematic areas presentations: key findings, chgdlensolution
and recommendations
Tuesday = Refine report, conclusions and recommendations
7 Dec 2010 = Prepare Aide Memoire and PowerPoint presentation
Wednesday = Technical committee meeting
8 Dec 2010 = Stakeholders meeting
Thursday = Meeting with Top Management
9 Dec 2010 = Revisions of Aide Memoire
= Work on MPR Report
Friday = Aide Memoire Signature
10 Dec 2010 = Finalise Draft Report
Saturday Departure of External Team
11 Dec 2010
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Annex 4 Aide Memoire

Ministry of Health

Mozambique Malaria Programme Performance Review
Scaling up for Universal Access to Malaria Contntérventions

December 2010

Aide Memoire

I. Purpose

A strategic and performance review of the Mozaméiduational Malaria Control
Programme was conducted to assess progress amdnpante of the programme. The
review is expected to strengthen planning and mesowmobilization for scaling up
delivery of malaria control services. The majordiings and proposed actions from the
review are summarised in this aide memoire. The midmoire is not legally binding but
a consensus statement on the key findings and gedpactions. It expresses the
commitment of partners to work together for the lenpentation of the review findings.

II. Background

In October 2010, the Ministry of Health Mozambiqiecided to undertake an in-depth
review of the national malaria control program.sTtecision was made in the context of
an observed decline in malaria incidence and deatliidozambique as a whole. The
overall objective of the review wde assess the current strategies and activitids avit
view of scaling up implementation. The specific emtives of the review were: a) to
review the epidemiology of malaria in Mozambique; to review the structure,
organization, and management framework for maleoiatrol within the health system
and the national development agenda; c) to assesgpegs toward achievement of
national targets; d) to review the current progg@emnformance by intervention thematic
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areas and service delivery levels; and e) to ddfieenext steps for improving program
performance.

The review was conducted in three phases. In Phése NMCP held discussions within
the Ministry of Health and partners and gained easss on conducting the review. A
proposal was developed to mobilize funding and rieeh support. In Phase 2, teams
were set up to conduct thematic desk reviews ysifgished and unpublished reports on
malaria in Mozambique. This phase was concluded mational MPR retreat to gain
consensus and finalize the thematic reports. Thegerts were then shared with the
external team. In Phase 3, the observations ofdhienal team were validated by a joint
internal and external team through document reviekey informant interviews at
national, provincial and district levels, and ragidld assessment of selected health
facilities and focus group discussion at commulatel.

lll. Key Objectives and 2006-2009 Malaria Strategic PlaAchievements

The main objective of the Malaria Strategic Plab&2009 was to reduce morbidity and
mortality due to malaria in the population in peutar in pregnant women and children
under five, including poor population groups. Theategic plan identified four main
targets: a) at least 60% of those at risk of malariection should benefit from the most
appropriate combination of personal and communiotgetion measures by 2010; b) at
least 60% of all pregnant women have access tomittent preventive treatment IPT); c)
at least 60% of malaria cases have prompt andatdow-cost treatment within the first
24 hours of onset of symptoms; and, d) improvegindity of malaria diagnosis from 25-
30%, to 60% by 2010.

Available data from SIS and BES indicate that thedama incidence rate has declined
from 315 per 1000 population in 2006 to 202 perGLpOpulation in 2009. Mozambique
has also increased the number of districts sprayd®S from 34 districts in 2001 to 57

in 2010. The 2008 MICS found that 23% of childrerder five had slept under an ITN
the night before the survey. In 2009 available ddews that 64% of women received
IPT 2. Also, 22.7% of children under the age oefivho had fever in the preceding two
weeks received treatment within twenty-four houfsonset of fever. The MIS 2007

estimated the malaria prevalence to be 38.5% idreim under the age of five.

IV. Key Findings and Action Points

1) Malaria Epidemiology

Malaria is endemic throughout Mozambique and trassion is perennial but with
seasonal peaks mainly between December and Aprik ktill the major cause of
morbidity and mortality in Mozambique and accourits 44% of all outpatient
consultations and 29% of hospital deaths. The 208laria Indicator Survey found that
parasitemia prevalence in children 6 to 59 montlts was 38.5%. Data from the
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epidemiological surveillance system indicates thrativerage there are 5.8 million cases
of clinically diagnosed malaria annually with deasing trends.

The main malaria vectors afnopheles gambiae s.s, An. funestngl An arabiensis
whose distribution varies across the counBkasmodium falciparunaccounts for more
than 90% of all malaria infections, with malariae(9%) andP. ovale (1%) There is no
stratification and risk map for malaria in the ctyrapart from the MARA map which
was produced about a decade ago.

Action points

1) To conduct a detailed analysis and triangulatiorthef various data sources to
determine the current epidemiological situation NMtozambique from which
decisions on scaling up malaria control intervemgioould be based.

2) Policies, Programme Management and Resource Mobiftion

The NMCP has benefited from high political commitrhboth within Mozambique and

SADC. The programme is well-established with desigd officers for most areas of
interventions at central level and malaria manageprovincial level. Office space and
computer equipment has been provided at both demtdhprovincial levels. Government
has secured funding from partners but has alsostadeheavily in procuring IRS

chemicals. The human resources situation at the RM&s improved to 12 staff in 2010
although some 3 positions are supported by partmershe short-term pending

establishment of substantive posts by MISAU. Altipothere is neither a national health
policy nor a malaria policy most technical guideBnare available which guide
implementation of activities.

There is a marked increase in funding for malagatl| by government and partners.
The current financial arrangements through the S¥vApd other mechanisms have
enabled the scale up of malaria interventions. Keaytners in malaria control in
Mozambique are Global Fund, the United States Gwment, DFID, UNICEF, WHO,
World Bank and Roll Back Partnership, The Globahdruisbursement challenges of
2009 are slowly being addressed with the creatioam support unit in MISAU. Several
partners are involved in malaria control in Mozagqua. The Terms of Reference,
membership and modus operandi of the establishedrimaadvisory and technical
working groups are due for review and streamlining.

Action Points

1) Develop a malaria policy that could be incorporatei the National Health
Policy once the latter is completed.

2) Finalize the proposed PNCM organogram that inclutles recommended
competencies, with clear roles and responsibilitosall the staff. The linkage
between the PNCM and the provincial malaria coatirs should be
strengthened.
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3) Revamp the partnership coordination mechanismadnof defining Terms of
Reference, frequency of meetings and membership.

4) Establish a malaria advisory committee to advisgalicy and implementation.
The committee will operate with subcommittees inirmgechnical areas as
required by the main committee.

5) Improve collaboration and communication with  otheMISAU
departments/agencies such as Reproductive Healthmall Resources, the
Central Medical Stores (CMAM) and Central Medicalp$lies Unit (CA) to
enhance efficient delivery of malaria control aitigs.

6) Strengthen the capacity of the provincial malapardinators through provision
of regular training on their responsibilities, sppgion as well as providing
resources for supervision of malaria control atgsgi at the district and facility
levels.

7) Cross border initiatives should be strengthenedrevhigey exist and established
where appropriate.

3) Behavior Change Communication and Community mobiliation

Significant achievements have been made in maintpimalaria high on the political
agenda as evidenced by involvement of the Head tafeSthe First Lady, key
government and religious figures. Mozambique atsmmenrates Malaria Days (SADC
and World Malaria Days) where influential figureske part to voice their support for
malaria control. The NMCP has a IEC/BCC designatéficer and develops and
disseminates malaria information through variousanciels including the radio,
television, newspapers and others. There is evedtdrat malaria awareness is increasing.
However, the uptake of some of interventions siciTal, health seeking behaviours and
IRS acceptance remain low. Health education on nmalssues is conducted at health
facility level. IEC and social mobilization actii@s are also conducted prior and after
IRS and LLINs distribution.

In an effort to improve delivery of IEC/BCC actig$s NMCP is developing a national
advocacy and communication strategy. The currendifig level for behavior change
communication activities for malaria is inadequatel earmarked funds are mainly for
IEC/BCC activities for IRS. Although KAP surveys ea been conducted by the
programme and partners there is limited use offih@ings to guide and prioritize

IEC/BCC interventions.

Action points

8) To finalize, approve and implement the advocacy@mdmunication strategy.

9) To ensure that additional financial resources Hoeated for malaria information
education and communication / behavior change camuation.

10) Findings from studies conducted should be used nformm IEC/BCC
interventions

102



4) Entomology and Vector Control

The main malaria vector control method in Mozambigs indoor residual spraying
(IRS) which was introduced in 1946. The NMCP hagently a dedicated IRS focal
point and two entomologists at central level. Watlpport from partners such as RTI and
LSDI IRS has expanded from 34 districts in 2005Tadistricts in 2010. IRS guidelines,
training manuals, data collection tools are avédalm addition, the NMCP and partners
distribute LLINs to pregnant women through ANC,ldren under five years of age and
in-patient are provided with LLINS. To monitor entological indicators and program
performance, three sentinel sites and three insestaere established.

However, the capacity to conduct key entomologasivities is inadequate in terms of
numbers and skills. This affects program plannimgplementation, supervision and
monitoring of entomological activities. Furthermprthere is limited collaboration
between NMCP and the INS which has capacity to gongome of the activities. There
are no guidelines for LLINs distribution. LLINs adgéstributed to targeted groups and not
to the general population.

Action points

1) The MoH, in collaboration with INS, should develapd strengthen entomology
capacity at central and provincial levels

2) In collaboration with partners the NMCP should depeintegrated vector
management (IVM) guidelines. The NMCP should prewggiidance on transition
from targeted distribution of LLINS to universal vevage. The MoH should
consolidate and expand IRS in the country and stagu the gains in provinces
currently supported by partners.

3) The NMCP in collaboration with INS should establigiovincial entomology
teams to monitor entomological indicators at sesiitgites and to monitor quality
and efficacy of IRS and LLINs using bioassays.

4) The NMCP should consider insecticide residual aftficand the peak malaria
transmission period when determining the timingR$ operations.

5) Data collection tools for IRS need to be stand&diito provide accurate data on
population coverage. NMCP to conduct geographieabmnaissance to provide
information for planning and enhance measuring @nogne performance.

5) Epidemic Preparedness and Response

Mozambique is susceptible to floods and cyclonekhvbccurred in 2000, 2001, 2007,
and 2008 in Inhambane, Tete, Zambézia, Sofala, ddeemd Nampula. The floods led to
some serious malaria epidemics. The NMCP deteaitlatenks using surveillance data
from the health information system, sentinel poats] the weather forecasting system.
Timely and effective response to malaria epidermcdisaster zones includes retaining
capacity for timely response to malaria epidemitd &orking with the National Disaster

Management Institute (INGC) established in 2000, doordinate national and
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international support and the CENOE that respoadtidasters. The response to malaria
epidemics includes indoor residual spraying, distion of LLINS, treatment of malaria
cases, and active surveillance. There are no epdgmeparedness and response
guidelines and plans at all levels.

Action Points

1) The NMCP should develop malaria epidemic preparesinand response
guidelines and ensure development of EPR plardeintified districts

2) Strengthen collaboration with INAM and BES in theeas of prediction,
forecasting and early detection of disasters aaddkultant malaria epidemics.

3) Strengthen collaboration with INGC and CENOE witgard to the malaria
epidemics arising from natural disasters includjoigt planning, coordination
and pre-positioning emergency malaria control coufitres.

4) Regularly update health staff responsible for desasnanagement living in
potential ‘disaster’ zones, on malaria epidemigpredness and response.

6) Malaria Diagnosis and Treatment

Malaria case management has improved in termsexjluate treatment policy, diagnosis
and financial and human resources allocation. Nealieagnosis and treatment is free of
charge. Due to low access to health care by therithajof the population, malaria
treatment is also provided through community agefiise NMCP has finalized
implementation guidelines on treatment, diagnoss supervision to be released early
next year.

Mozambique has changed the drug policy three timebe last five years leading to
poor adherence to treatment policy by health watk€apacity to confirm all suspected
malaria cases remains weak and quality controlgaradity assurance systems are still not
functional. Therapeutic efficacy studies are stitgularly conducted. The weak supply
management system has led to frequent stock outstbf medicines and RDTs. There
are inadequate skilled human resources and inateetraiing and supervision plans to
refresh health providers. In addition, there aneited job aids for use at health centre
level for decision making. Furthermore, the intrailon of ACTs and RDTs at
community level has led to increased demand andsemed stock-outs. Use of
monotherapy is still predominant in the privatetse@lthough this is banned by the
Ministry of Health.

Action points

1) Establish adequate training, retraining and sup&mi systems focused on
frontline health workers to improve the qualitycaire

2) Strengthen supervision to ensure adherence tolmede

3) Strengthen quality assurance and quality contretiesys for malaria diagnosis

4) Establish a timetable for regularly conducting deficacy tests
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5) Establish two posts in the NMCP to enhance the @gpaf case management
within the NMCP: a laboratory focal point and an@al services focal point.

6) MOH should ensure adherence by private practit®t@the monotherapy ban in
collaboration with regulatory authorities.

7) Malaria in Pregnancy

Implementation of malaria in pregnancy (MIP) stdri@ 2006 as part of the key
intervention of ANC. IPTp and LLINs are the key yeation interventions. The

proportion of pregnant women who slept under anN_lthe night before was 42%

(INSIDA 2009). The proportion of pregnant women wigceived at least two doses of
IPT increased from 20.3% (MIS 2007) to 64% in 20B&quent stock outs of SP and
LLINs have seriously constrained MIP activities. ndaunity misconceptions about
adverse reactions due to SP and its effect ontilh@ as well as reluctance by pregnant
women to be seen at ANC by males or young girls megatively affected uptake.

Inadequate coordination with DRH, CMAM and othertpars was noted.

Actions points

1) The NMCP should discuss with SIS to include indicafor malaria in pregnancy

2) Use the APE to promote MIP activities at commuretyel aimed at encouraging
pregnant women to attend ANC at the nearest hésdtlity.

3) NMCP to lobby for inclusion of MIP in training cuculums of health institutions

4) Improve coordination between the NMCP, CMAM, Motl@dild Health (MCH)

programme and partners on planning and budgetingpliss of SP and
distribution of LLINs

8) Logistics, Procurement and Supply Management

CMAM maintains systems for procurement of drugs atiter related commodities for
malaria control. There is an emergency supply sydta resolution of stock-outs and
storage space at all levels. Anti-malarials arepBeg to health facilities using a kit
system and by ordering required supplies and theking them up from the provincial
stores. AL, due to its presentation in a blistemfois voluminous and does not fit within
the PME KIT and is therefore transported separatelgrder to improve the product and

information management, the central and provindbels systems have been
computerised.

However, there are significant shortcomings witlamfification method used for RDTs
and guidance on the quantification and orderingl@frnate antimalarials and pre-referral
drugs. Although these commodities are used at camtynlevel, the current monitoring
and evaluation systems do not track communityempntation of the strategy.

Action points

1) Improve logistics and supply chain management syster malaria commodities
and tracking of these commodities by the NMCP

105



2) Provide guidelines on the ordering and quantifaratiof the alternate anti-
malarials both for treating uncomplicated maland aevere malaria.

3) Improve coordination between the clinical and ltgssareas for quantification of
commodities based on data to avoid expiry/accuradlatedicines or stock-outs.

4) To improve on submission of progress reports t ensontinued funding from
the Global Fund by including the required indicateuch as tests performed and
resulting positives and treatments administered.

9) Surveillance, Monitoring and Evaluation and operatonal research

The NMCP has developed a draft Malaria Monitorimg &valuation Plan in line with
the draft National Malaria Strategic Plan 2010-2@k&ed on “The Three Ones”. The
NMCP has a Monitoring and Evaluation focal poinpported by FHI while awaiting
permanent recruitment of the M&E officer. Mozamlegoas two systems for collecting
malaria morbidity and mortality data from healtbifidies. The BES has been designed to
collect data on 11 priority diseases including malalt records out-patient cases and
deaths from the health posts, health centers astdatls hospitals. The information is
then sent from the health post to the health ceamdrto the district level before being
sent to the provincial level where it is capturézttonically and sent to the central level.
The Health Information System (SIS) collects datairgpatient conditions at all rural
hospitals, provincial hospitals and general hofpita the country. It also collects
management information including logistics and dsugpplies on a monthly basis,
however drug consumption data is not readily ab&laMozambique has a few sentinel
sites which collect information on morbidity and ntatity due to malaria for monitoring
of impact of malaria interventions. Mozambique alsanducts community, facility
surveys and other surveys on a regular basis fileation of coverage and delivery of
care data information. Provincial malaria focal misiare in place in all provinces for
follow up of malaria control implementation incladj collection and use of malaria data.
Other malaria information such as on IRS and LLINscollected using the NMCP
system..

The review noted that there is inadequate reguyddating of malaria epidemiology using
available data by district. It was also noted ttedre is capacity that can be used in
malaria operational research in collaboration i NMCP. The BES and SIS function
in parallel and generate data of variable quahst is hardly used. Surveillance data are
aggregated by province, not district nor healthlitgcThere is weak linkage between the
NMCP and research institutions resulting into leditoperational research on malaria. In
addition, there is no forum for research findingssdmination. At lower levels national
guidelines are not available and feedback is inaaeq In general, data collection,
analysis and use are inadequate resulting in dat@rable quality, completeness and
timeliness. Community level malaria control andatneent are expanding, however, data
at this level is not captured by the NMCP.

Actions
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1) NMCP needs to lead the coordination of malaria meomg and evaluation
efforts in the country. There is need to fill upetlposts of monitoring and
evaluation unit and retain them. Meanwhile, padnghould complement the
effort of NMCP in this transition period to ensuhe activities of monitoring and
evaluation.

2) Staff working in malaria control at national andyincial levels needs to be
trained in surveillance, monitoring and evaluatiooluding use of the data for
decision making and supervision.

3) There is a need to define the operational reseagenda, strengthen partnership
with research institutions and establish a regfiteum for dissemination of
results for use as needed

4) Given the inadequacies of BES and SIS the NMCPseedork with partners to
establish a short term system for data collect@malysis and use while BES and
SIS are being strengthened.

5) The NMCP needs to establish a malaria databasatiahal and provincial levels
which should be regularly shared with stakeholders.

6) Data reports should be sent disaggregated by hé&adilities from district to
provincial level rather than consolidated.

7) NMCP should avail key guidelines to staff at lowerels in order to standardize
procedures and analysis in M&E. There is need sigdeand implement Standard
Operating Procedures for data collection, transimis analysis and use. Find
ways of transmission and use of community dataeporting and decision
making.

V. Conclusion

The Mozambique National Malaria Control Programnas made good progress in
implementing most malaria control interventions authieving targets. Data from the
routine surveillance systems and other sourceatelithat morbidity and mortality is

declining. This trend varies from one province lte pther. This review concludes that
Mozambique needs to strengthen its delivery of rugietions in order to achieve

universal coverage of all malaria interventions.adéldition, there is need to improve data
collection and use to inform programme decisionimgk

VI. Commitment

We, the Ministry of Health and partners, commitsalves to the implementation of the
action points recommended by this review and thalirsg up of malaria control
interventions for universal access and continuddcton of morbidity and mortality due
to malaria in Mozambique.
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Signed on behalf of the Government of MozambigukBevelopment Partners

Name
Minister
Ministry of Health

Name
World Health Organization Representative
Mozambique

Name
Director
USAID Mozambique

UNICEF Representative
Mozambique Country Office

Name
Head of the Health SWAP
Mozambique Health Donors Group

Name
Director
World Bank Mozambique

In Maputo, Mozambique Friday f@ecember 2010
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Annex 6 MPR Tools
Checklist of People/Institutions seen

National Level

Checklist Details
1 N-One: Checklist for Top Ministry 1) Principal Secretary
Officials 2) Director of Public Health
3) DPC (Planning and Cooperation Director)
2 N-Two: Checklist for Other Government 1) [IMCI
Departments and Partners 2) Rep Health
3) HMIS (BES and SIS)

Environment

3 N-Three: Checklist for the Malaria
Programme Manager

Dr Nurbai Calu

N-Four: Checklist for the National
Malaria Entomologist

Maria Pondja

5 N-Five: Checklist for the National
Malaria Case Management Focal Point

Dr Rosalia Mutemba

6 N-Six: Checklist for the Drug Regulatory
Authority

Dr Tania Sitole

7 N-Seven: Checklist for the National
Public Health Laboratory/Laboratory
Focal Persons

8 N-Eight: Checklist for the Central
Medical Stores (CMS)

Dr Noemia Muissa

9 N-Nine: Checklist for the Epidemic
Preparedness and Response Focal Poi

Teotonio Fumo
nt

10 N-Ten: Checklist for the Health Sergio Tsabete
Education and Promotion Focal Point
11 N-Eleven: Checklist for the Surveillance, Teotonio Fumo

Monitoring and Evaluation Focal Point

Regional/Provincial Level

Checklist

Details

Provincial/Regional Health Team

District Level

Checklist

Details

District Health Management Team

1

Hospitals and other health facilities

Checklist

Details

1 DPH-One: Checkilist for the Hospital
Management Team

2 DPH -Two: Checklist for the Hospital O
Patient Department (OPD)

it

3 DPH -Three: Checklist for Antenatal C4a
Clinic (ANC)

re

DPH -Four: Checklist for In-Patient
Wards (both Adult and Paediatric)
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DPH -Five: Checklist for Maternity Ward

DPH -Six: Checklist for the Laboratory

DPH -Seven: Checklist for Pharmacy

(el NN 1é)]

DPH -Eight: Checklist for Clinics and
Health Posts

Community Level

Checklist

Details

1

Focus Group Discussion (community
level)
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