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Preamble:  
 
The National Malaria Strategic Plan for 2006-2011 represents a bold, evidenced 
based approach for bringing the enormous health and economic burden of malaria in 
Zambia under control. Malaria has been the leading cause of childhood death, a 
major contributor to poor birth outcomes, the leading cause of school and workplace 
absenteeism, and by far the lead cause of health facility attendance and cost. 
 
Our country has demonstrated leadership in addressing malaria during 2005 with the 
development of an updated National Malaria Strategic Plan for 2006-2011 and 
accompanying 3-year implementation plan and with attendant plans and guidelines 
for specific interventions and for cross-cutting issues such as informing and 
mobilizing communities and monitoring and evaluating. Recent years have seen 
substantial changes in the national effort including:  a changed national drug policy; 
increasing experience with insecticide treated mosquito nets (ITNs) and indoor 
residual house spraying (IRHS); and an expanding and  strong implementing 
partnership with antenatal care, child health care, and a variety of national and 
community organizations in both the public and private sector. The national RBM 
Partnership is one of the strongest in the region. 
 
This document is an action plan for 2006 for rapid scaling up of population coverage 
of the essential malaria package to levels at which disease and economic burden will 
be markedly reduced. It follows the National Malaria Strategic Plan and builds on the 
3-year implementation plan.  It was developed in a systematic process of reviewing 
experience in 2005, identifying discrepancies between what was planned and what 
was achieved, undertaking a strengths-weaknesses-opportunities-threats (SWOT) 
analysis, and identifying critical and feasible activities for 2006.  The planning 
process included visits to Districts and communities to review local action and 
challenges and a consultative set of meetings that included a variety of partners and 
health leaders from District, Provincial, and National levels.  The process also 
identified key issues that require national leadership and senior partner engagement 
to resolve in order to facilitate effective action to reach the Zambian people.  
 
The action plan is bold, but it is highly realistic and feasible.  Success is contingent 
on the national commitment to addressing malaria and the unanimity in the RBM 
Partnership to rally around the consensus plan and its objectives and approaches.  
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Section 1.  Introduction 

The National Malaria Strategic Plan includes the following vision, goals, and 
commitment for malaria control in Zambia: 

1.1  The Vision: “A Malaria-Free Zambia.” 

The Government of Zambia believes that every Zambian has the right to access 
highly effective malaria preventative services and curative care delivered as close to 
the household as possible in order to ultimately achieve a malaria-free Zambia.  

1.2   The Goals 

1. As a result of implementation of the Plan, there will be a reduction of malaria 
incidence by 75% and deaths due to malaria will be significantly reduced by the 
end of 2011.  

2. Through the attainment of a 75% reduction, malaria control will ultimately 
contribute to the reduction of all cause mortality by 20% in children under five. 

3. Malaria control will not only improve the main health prognostic indicators, but 
also provide economic payoffs at household and national levels. 

1.3   The Commitment to Rapid Scale Up for Impact 

Zambia is poised to make dramatic progress in reducing the health and economic 
burden attributable to malaria. There is a new and highly effective drug policy with 
the deployment of a more effective drug for prompt and effective case management, 
the roll-out of a package of interventions to reduce the burden of malaria in 
pregnancy, and a scale up of transmission reduction, using insecticide treated 
mosquito nets, (ITNs) and an expanded and targeted application of indoor residual 
spraying (IRS).  Based on evidence from within Zambia and from epidemiologically 
similar settings in Africa, the intensive scale up of coverage of the package of 
interventions (ITNs, IRS, prompt and effective case management, and malaria 
prevention in pregnancy) will have rapid and substantial impact on malaria illness, 
deaths and health care costs.  The progress to date in malaria programming in 
Zambia has built the confidence of many donors to commit to supporting malaria 
programme scale up. The Global Fund for AIDS, Tuberculosis, and Malaria, several 
multi-lateral and bilateral partners, and most recently the World Bank and the Bill & 
Melinda Gates Foundation have agreed to partner with the NMCC and the Zambia 
RBM Partnership to embark on the proposed rapid programme scale up.  
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Section 2.  Background 

The National Malaria Control Center coordinated a systematic review of 
accomplishments and lessons learned from 2005 action and a systematic planning 
process to establish an updated plan for 2006.  This process is described briefly 
below. 

2.1 Malaria control accomplishments and lessons learned from 2005 

Promoted National attention on malaria:  Promoted action and attention through 
extensive work with: Africa Malaria Day; SADC Malaria Week; Child Health Week; 
and continued engagement with Government leaders in the Health Sector and in 
other Sectors and with the growing number of partners in Zambia 
 
Earned new resources:  Signed round 4 grants with the Global Fund; established 
MOU with Malaria Control and Evaluation Partnership in Africa (MACEPA) with Bill & 
Melinda Gates Foundation support;  developed a World Bank supported Malaria 
Booster Programme;  maintained strong support from bilateral donors and from the 
Government of Zambia 
 
Completed a robust planning cycle:  Developed the 2006-2011 National Malaria 
Strategic Plan; the 3-year Implementation Plan; key Action Plans and guidance for 
malaria interventions, for attendant IEC/BCC and community mobilization, and for 
monitoring and evaluation. 
 
Implemented malaria prevention and control widely:  1) Distributed ITNs in 3 focused 
efforts (district and community population-based campaigns to achieve very high 
coverage; highly subsidized distribution via antenatal clinics and child health clinics 
for pregnant women and children under-5 years of age; and support for sales of ITNs 
to establish commercial markets).  2) Conducted IRHS in 15 districts.  3) Expanded 
new first-line drug access to all districts;  4) Expanded malaria prevention package 
(ITNs and IPTp[intermittent preventive treatment in pregnancy]) in pregnancy to all 
districts; 5) Monitored progress for reporting to partners.    
 
Key challenges were identified and include: 

1) Lack of timely procurement of commodities (ITNs, materials for IRHS, drugs, 
diagnostics) has led to critical setbacks and limited coverage during 2005 

2) Marked growth in diverse reporting responsibilities due to diverse 
requirements from existing and new donors  

3) Inadequate or delayed engagement of available partners for implementation 
4) Raised expectations in Districts and Communities that were not always met in 

a timely fashion or which created confusion because of inadequate 
communication 

5) Planning process could be better to keep all partners on  
 
  
2.2 Variance and SWOT Analysis  and multi-partner engagement for planning 
 
The planning process for the action plan included the following steps: 
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1) Multidiscipline teams with consultants traveled to districts and communities to 
review action, accomplishments, and challenges during 2005 for each of 
ITNs, IRHS, Case Management, Prevention in Pregnancy, and Programme 
Management 

2) Teams met with NMCC and partners to review field findings and develop 
framework and a series of meetings to review and revise 2006 Action Plan 

3) Meetings were held over 5 days to engage National, Provincial, and District 
staff and a variety of RBM partners in development, review and re-review of 
plans. 

4) The Meetings used a method Variance Analysis and SWOT (strengths, 
weaknesses, opportunities, and threats) Analysis in examining the 2005 plans 
and the findings from field visits.  This identified the key differences between 
what was planned and what did or did not happen – and why.  To address key 
issues and specific plans and issues were examined with a SWOT analysis to 
inform the final planning process. 

5) Teams met in a series of group meetings and plenary sessions to review and 
finalize the action plans. 
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Section 3: 2006 Activities for National Scale-up of Malaria Control in Zambia 
 
3.1 Business Model 
 

Business model 
 
This plan is based on the rapid scale up of roll back malaria interventions delivered 
through partners in a harmonized approach. This plan is performance based and 
sets out concrete quantifiable actions that need to take place in 2006. 
Implementation of this plan and the achievement of a variety of milestones will be 
assessed and reported to partners at regular intervals in 2006. All partners will be 
held accountable for their RBM commitments. The impact of these activities on 
reducing malaria morbidity and mortality will be evaluated.  
 
This plan provides a unified framework for coordinating partner actions at the 
national, provincial, district and community levels. This plan will be implemented 
through MTEFs and will be consistent with the National Development Plan. Districts 
are empowered to implement activities but will also be required to meet the targets 
they specify. Participation in RBM activities will be encouraged by all stakeholders. 
 
Although this plan was developed to cover all 2006 activities, it should be revised if 
conditions change in such a way that activities will be significantly impacted (e.g. if 
additional resources become available during the year or if a major donor pulls out). 
 
Successful completion of this plan will result in the following achievements in 2006: 
 
The activities in this plan have been fully costed.With this level of funding 92% of the 
specified activities can be completed. Funding to fill the gap will be sought from a 
variety of partners during the year.  
 
Successful implementation of this plan will result in a major push towards reaching 
2008 targets to improve coverage of RBM interventions and ultimately reduce 
malaria morbidity and mortality.  
 
Successful implementation of this plan will result in a major push towards reaching 
2008 targets to improve coverage of RBM interventions and ultimately reduce 
malaria morbidity and mortality.
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3.2  Insecticide-treated mosquito nets (ITNs) 
 

ITNs  
 
Objective: To distribute 3 million through mass distribution and ante natal care by 
the close of November 2006. 
 
Malaria control in Zambia for the next 5 years has entered a new era. The country 
has developed a new strategic plan for malaria control 2006 to 2011. The vision of 
the new plan is “A malaria free Zambia”. Its focus is on scaling up interventions for 
impact. Preventative measures aimed at reducing the disease burden, specifically 
ITNs will be a key intervention. The objective of the ITN component is to achieve 
coverage of up to a minimum of 80% by 2008. This translates into the coverage of 3 
nets per household about 5 million nets protecting about 8 million people.  
  
The local RBM private-public partnership is growing stronger both at central and 
district level. Communities have responded overwhelmingly to the free mass 
distribution and the highly subsidized ITN program. In addition, the commercial sale 
of ITNs makes a significant contribution. For example Kalomo a rural district in the 
Southern Province was able to distribute 80,000 ITNs within one week through the 
free mass distribution. Partnership between the National Malaria Control Centre and 
the Ministry of Defence has led to 120,000 ITNs being distributed to the Districts in 2 
weeks. It is estimated that another 300,000 ITNs will be distributed in the remaining 
two weeks of the month.  
 
A major challenge is in the procurement process which resulted in the delays in the 
commencement of the distribution of ITNs. Distribution which was planned for 
November 2005 commenced February 2006 and the intended procurement for 2004 
has not yet been done.  
  
The 2006 workplan will endeavour to respond to the capacity and demand to rapidly 
scale up within an additional 3 million ITNs by the close of November 2006. This is 
dependent on the satisfactory resolution of bottlenecks to procurement (refer to 
Program Management.) There will be a deliberate plan to finalize the procurement of 
the additional 2 million ITNs. 
 
2006 ITN Work Plan Budget  
 
Cost implications for the year 2006 include the following; 
 

• ITNs for the MIP program  -  $3,156,188  
• Retreatment    -  $1,599,831 
• Distribution of ITNs   - $1,531,879   
• Storage of ITNs   -  $1,021,253  
 
A detailed breakdown of the budget is attached to the plan. 
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Insecticide Treated Mosquito Nets (ITNs) 2006 Action Plan 

 

ACTIVITIES INPUTS TIMEFRAME 
2006 PARTNERS 

Mass distribution of ITNs 
Mass distribution of  443,900 ITNs to Western Province, 
Solwezi, Mufumbwe, and Luangwa and Milenge (over 80,000 
distributed to communities in 2005, approx 200,000 at district 
level, over 200,000 still at central level)- (27%) 

• orientation workshops 
• develop joint mass distribution workplans 

Storage, Distribution, Social mobilization,               
Sustainability through COMBOR 

Feb - May NMCC,UNICEF,SFH, 
CRAIDS,CCF, WHO, 
ZMF,CROPSERVE, ECOMED, 
MELCOME, DHMT, MINISTRY 
OF DEFENCE 

Hold meeting with MoH procurement staff to follow up on 
outstanding procurement issues/orders 

 (Procurement of ITNs from GF Round 1; 285,000 
tendered and awarded between 2004-2005) /GFATM 
(Disbursement of funds for Round 1 Phase 2, Round 4 
years 1 and 2) /World Bank (disbursement of funds for 
ITNs) 

March MoH, NMCC, UNICEF, WHO, 
GFATM, ZNTB 

Finalize national ITN guidelines 
• Hold meeting to review draft guidelines 
• Have guidelines endorsed by Minister of Health 
• Disseminate guidelines 

Workshops Feb-April MOH,SFH,UNICF,WHO, 
Netmark, 
USAID,MACEPA,DHMT, CARE, 
Malaria Consortium 

Prequalification, Sourcing and GPN for  2,109,232 ITNs in 
pipeline from GFATM (1,109,232) and World Bank  (1,000,000)   

• Develop distribution plans for  North western, 
Luapula, Northern and Southern Provinces 

Travel, documentation, storage, distribution, social 
mobilization 

Feb - Dec NMCC,UNICEF,SFH, 
CRAIDS,CCF, WHO, ZMF, 
DHMT, CARE, WORLD VISION, 
CRS, RAPIDS, DIOCESE 

ITN Component of MIP 
Distribute 510,000 ITNs to PWUFs (17%)   

• Hold review meetings (Southern, N. Western, 
Western, Luapula and Northern) 

Travel to 5 Provinces 
Workshops and meetings 

Feb - Dec NMCC, DHMT, 
SFH,CROPSERVE, ECOMED, 
MELCOME,CRAIDS, Malaria 
Consortium 

Roll out MIP in Lusaka and Copperbelt Provinces (all health 
institutions) 

• Train health workers 
• Sign MoUs with DHMTs (MIP Program Management; 

reconciliations) 

Training workshops, meetings September NMCC, DHMT, SFH, UNICEF 

Scale up MIP into Voucher Program 10 districts 
• Hold re-alignment meetings with Health workers 

Travel, meetings July-Sep NMCC,NETMARK,SFH, UNICEF 
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ACTIVITIES INPUTS TIMEFRAME 
2006 PARTNERS 

Re-treatment Exercises 
Re-treat 1,108,924 (526,500+582,424) 

• Conduct needs assessment for re-treatment kits  
• Train trainers on retreatment exercise (malaria 

agents/NHCs) 
•  Sensitization 

• Travel, meetings 
• Distribution of re-treatment kits 
• ToT workshops for malaria agents and 

NHCs 

November MoH, NMCC, DHMT,UNICEF, 
CROPSERVE, ECOMED, WHO, 
ZMF, CCF, RAPIDS, CRAIDS, 
MINISTRY OF DEFENCE, 
MINISTRY OF EDUCATION, NHC 

Procure and distribute re-treatment  kits and equipment 
Quantifications to be done at district level (for accuracy)                                                        

Sub contracts, Travel Sept-Oct MOH, NMCC, DHMT, UNICEF, 
MACEPA 

Information, Education and Communication  
Review communication strategies to strengthen BCC 

• Hold review meeting 
• develop new tools to improve communication at 

community levels (tools with significant impact and 
easy to understand especially concerning utilization 
issues) 

• Conduct workshops 
• Translation of IEC materials 
• Printing of IEC materials 
• Distribution 
• ToTs for drama  groups and radio 

programme officers 

February MOH, NMCC, DHMT,CARE,SFH, 
CRAIDS, HCP, COMMUNITY, 
Mwengu SHR, Malaria Consortium 

Monitoring and Evaluation  
Develop M and E tools for all ITN programs 

• Review tools 
• ITN utilization (during CHW) 

• Travel 
• Meetings and workshops 
• Documentation 
• ToTs 
• Dissemination 
 

 Feb - Dec MOH, NMCC, UNICEF, WHO, 
PHO, DHMT,MACEPA, CRAIDS, 
SFH,ZMF,NHC 

Conduct operations research  
• Bio assay on insecticide efficacy and long lasting 

treatment kits 

• Travel 
• Meetings and workshops 
• Documentation 
• ToTs 
• Dissemination 
• Equipment 

 Jun-Jul MOH, NMCC, PHO,WHO, 
MALARIA CONSORTIUM, 
UNICEF, SFH,TDRC,  

ITN Utilization Research   
Sustainability 
ANC and EPI 

• Budgetary allocations in District Malaria action plans 
• Meetings and workshops 
• Travel 
 

Feb-Dec MOH, NMCC, PHO, DHMT, SFH, 
UNICEF, ZMF 

Community based projects as per World Bank Booster Project 
(community malaria booster response) 

• Women empowerment into production of nets at 
community level 

• Netting material 
• Sewing machines 
• Meetings and workshops 
• ToTs 

Sept MOH, NMCC, PHO, DHMT, 
CRAIDS, ZMF, RAPIDS 
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BUDGET NOTES FOR ITN PROGRAM    
 QTY unit cost total cost ($) 
1.0 Mass distribution of  ITNs    
1.1 Storage of ITNs           443,900                            4.00                177,560  
1.2 Distribution           443,900                            4.00                266,340  
1.3 Social Mobilization    

Community radio stations                  280                             133                  37,240  
Drama Groups                  400                               22                    8,800  
ZANIS Megaphones                  280                             110                  30,800  

1.4 Orientation workshops                      4                          6,600                  26,400  
1.5 Meeting to develop joint workplans                      4                          1,000                    4,000  
                           -    
2.0 Meetings with Procurement department and donors                          -    
                           -    
3.0 Finalize national guidelines                           -    

Meeting to review guidelines                      1                             100                       100  
Printing of guidelines                     -                                  -                            -    
Dissemination meeting                      1                          1,000                    1,000  

                           -    
3.0 Mass distribution of pipeline nets                           -    

Storage        2,109,232                            4.00                843,693  
Distribution        2,109,232                            4.00             1,265,539  

3.1 Social Mobilization    
Community radio stations                  280                             133                  37,240  
Drama Groups                  400                               22                    8,800  
ZANIS Megaphones                  280                             110                  30,800  

    
4.0 MIP    

Procure LLINs           465,000                            5.43             2,524,950  
Storage           465,000                            5.43                252,495  
Distribute           465,000                            5.43                378,743  
Review meeting                      5    
Roll out meeting                      2    

    
5.0 Re-treatment    

Procure kits           608,924                            0.70                426,247  
Procure long lasting kits           608,924                            1.50                913,386  
Storage           608,924                            0.70                  42,625  
Distribution           608,924                            0.70                  63,937  

5.2 Conduct needs assessment                           -    
Collection of data                           -    
Resource               3,024                          22.00                  66,528  
Lunch for NHCs                  700                            5.00                    3,500  

5.2 ToTs                           -    
Resource 144 22                   3,168  
Lunch for NHCs 720                           5.00                    3,600  

                    -    
5.3 Sensitization    

Community radio stations                  280                             133                  37,240  
Drama Groups                  400                               22                    8,800  
ZANIS Megaphones                  280                             110                  30,800  

                           -    
6.0 IEC                           -    

Review Meetings 2 1000                   2,000  
Dissemination meeting 1 10000                 10,000  

                           -    
7.1 M and E                           -    

Meeting to develop tools 1 1000                   1,000  
Operations research                           -    
Resource 45 22                      990  
Fuel 5400 1.5                   8,100  
DSA 45 39                   1,755  
DSA drivers 15 33                      495  

Subtotal         7,518,670  
Contingency @ 10% of total           751,867  
    
GRAND TOTAL         8,270,537  
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3.3  Indoor residual house spraying (IRHS) 

 
Indoor Residual House Spraying (IRHS) 
 
Objective: To increase the coverage of IRHS among eligible populations from 40% to 
85% (Approximately 700,000 households in 15 districts) 
 
To date, the IRHS programme has expanded from implementation in 2 districts in 2000 
to 15 districts in 2005. Recent visits to eligible districts have demonstrated efficient and 
coordinated preparation. Community acceptance of the intervention has been very high. 
New opportunities for implementing IRHS include increased funding sources, inclusion of 
further new stakeholders, improved programmatic performance and more operational 
research. 
 
However, the review of current IRHS implementation practices has indicated the 
following challenges: 
 

1. delay in release of funds and prolonged procurement procedures leading to late 
commencement of spraying operations in all districts 

2. inadequate storage facilities and environmental safeguards 
3. weak supervision of spray personnel including their record keeping and quality 

assurance of the spraying programme 
4. trained personnel are unavailable during spraying campaigns due to other district 

duties 
5. attrition of trained staff 
6. decentralisation of part of the IRHS budget to implementing districts  
7. absence of an insecticide resistance monitoring and management plan 

 
As for other programmes, the IRHS activities have been affected by currency exchange 
fluctuations leading to increased operational costs, especially transport. 
 
The current action plan will specifically address these challenges to the smooth 
implementation of the IRHS programme. A high level of attention given to minimising 
adverse environmental impact and maximising human safety and all bottlenecks relating 
to delayed release of funds and procurement will be actively addressed to ensure that 
IRHS activities are completed in a timely manner. 
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ACTIVITY INPUTS TIME Partners 
1. National Level Coordination for IRHS  

 
• Coordination for IRHS 
• National Policy and Planning,  
• Central Information Management 
• Province and District Coordination  
• Resource Mobilization  
• Coordination with ECZ and other partners 
• Development of overall national IRHS programme  

 
 
Support to national IRHS  steering 
committee 
Support to Provinces and Districts for 
IRHS   

Jan  - Dec NMCC/MoH/ 
GRZ, WHO 
USAID 
(HSSP),  
Mopani, 
Zambia 
Sugar, KCM,  
ECZ, 
MACEPA 

2. Identify IRHS needs for eligible districts (15) (all first 
and second quarter activities) 
 
• Conduct geographical reconnaissance’s in the 

districts IRHS eligible sites 
 
• Collection of epidemiological and entomological 

baseline data  
 
• NMCC conducts needs assessments for all the 15 

IRHS eligible districts 
 
• Prepare district action plan  and identify persons 

responsible (action plans should be prepared 
immediately after spray completed in 4th quarter) 

 
• Prepare programme monitoring plan  

 
 
 
 
Mapping software, GPS units, training, 
transport, personnel, and funding; 
 
Transport, personnel, etc. 
 
 
Personnel, transport, checklist, funds,  
 
 
Funds, personnel, guidelines for 
planning and budgeting, (provide 
budgeting and quantification tools)  
epidemiological information 

Mar - Apr NMCC, 
District, 
TDRC, 
UNZA, 
EAC, 
Chainama, 
other 
Colleges 
 

3. National IRHS commodities known, insecticides, 
pumps, spare parts, PPE, transports and bowzers 

 
Funds, personnel,  District Action 
Plans  

Mar  NMCC and 
Core Group  
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ACTIVITY INPUTS TIME Partners 
4. Procurement of commodities    

 
 
 
 
 

Funds, Procedures and guidelines 
provided to Tender/Procurement 
Board.  
Letter of Commitment from MOH to 
Tender Board 
Quantities required provided to 
Tender/Procurement Board 
Follow-up schedule for staff  

Mar - Jun Tender 
Board  
WHO 
NMCC/ 
MoH/GRZ, 
Private 
Sector, 
ECZ 

5. Storage Facilities and environmental safeguards in 
place (including waste disposal) in collaboration 
with ECZ.  

Funds, transport, guidelines, 
specifications and technical 
support 

Apr – Jun NMCC, ECZ 
and Districts 

6. IRHS commodities distributed to eligible districts  
 
  (must reach the districts by July)  
 

700 Hudson X-pert pumps 
distributed in the 15 districts 

136,000 sachets of  pyrethroids 
84,000 sachets of DDT distributed 
300 Hudson X-pert spares kits 

distributed 

Jun – Aug NMCC and 
districts 
MSL 

7. IRHS guidelines production and distribution with 
implementing districts  
• Communities IRHS guidelines distributed to the 15 

districts 
• Prepare and distribute IEC Materials 

Staff time, committee review, 
funds for printing and 
distribution   
Transport 

Mar – Apr NMCC 
And Core 
Group 
PHO 
ECZ 

8. Training of Trainers (61 ) 
• Storekeeper identified and trained for each district  

(full time employee)   
• identify 3 to 4 district IRHS supervisors, coordinators 

and managers in the 15 districts and 4 EHS from the 
PHO 

• Identify Venue for conducting TOT  

 
Training guidelines for stores 

management; send 
Storekeeper for training to 
NRDC 

Training guidelines for TOT 

July  NMCC 
Core Group 
ECZ Croplife 
ZEGA 
Districts and 
Provinces 
Sygenta 
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ACTIVITY INPUTS TIME Partners 
9. Training of Spray Operators 

• Recruit of spray operators 
• Train (21 days) 

• Training materials and 
equipment including PPE 

• Venue and financial resources 
(including meals) 

• Transport and Personnel 

August Districts 
NMCC Core 
group 
PHO 

10. Community Sensitization and IEC  
• Community Meetings; Stakeholder’s meetings, etc,  
• Launch of IRHS 

• Transport and Funding 
• Personnel, 
• Printing IEC materials, PA 

Systems 
• Venue costs, etc. 

ALL year 
round 

MNMCC 
Districts 
Communities 
PHO 

11. Operational Supervision  
 (needs to be major area of investment) 

• Preparation, update and distribution of checklist 
• Conduct supervision and monitoring visits. 
• Quality Checking 

• Personnel, transport, Funds.  
• Monitoring checklist, computors 
• Support for Information 

Management for Spray 
Operations (including GIS, 
GPSs, PDAs, etc)  

Aug - Nov  
NMCC,  and 
Core Group 
TDRC, PHO 
ECZ, UNZA 
 

12. Monitoring: Epidemiological and Entomological 
  Baseline data collection:  

• Entomological parameters (species, sensitivity, 
density, EIR, etc.) 

• Parasitological (prevalence, geography, etc.) 
 

Funding and Transport 
Protocols and training 
Survey teams, equipment, 
laboratory support,  
Information Management support, 
including equipment and personnel 
for data entry and analysis. 

Jan - Dec NMCC, 
TDRC, 
Macha,, 
UNZA, 
MIAM 

13. Targeted 15 districts conduct IRHS   
 
 
 
 

 

Management, scheduling, and 
routine supervision (including 
record keeping and tracking DDT in 
the field) 
Equipment and Insecticides 
Transport, Funds 
Personnel, PPE 

Sep – Nov Districts, 
PHO, local 
council and 
district 
partners 
(KCM, 
Nakambala, 
Mopani, etc. 
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ACTIVITY INPUTS TIME Partners 
14. Operational Research 

• Formative Research for IEC 
• Systems Research,  
• KAP studies and community acceptance surveys, 
• Pesticide Management (e.g. resistance and 

alternatives to DDT) 
• Environmental Safety studies, including disposal  

(with ECZ) 
• Integrated Vector Management (including larval 

control and environmental management) 
• Data Management 

 
Personnel, Protocols, funding, 
laboratory support 
Transport 
Data analysis and report 
dissemination 

Jan - Dec NMCC, 
TDRC, 
UNZA, 
MIAM, ECZ, 
District and 
others 
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BUDGET  
 
IRHS is to be undertaken in 15 districts. Further expansion in terms of number of 
districts is not expected, but it is expected that the 15 districts will expand the 
coverage to 85%. Based on past experience it is expected to substantially reduce 
the prevalence of malaria in the districts. The expected current resource envelope is 
USD 6,054,100. 
 
 

Activity Cost USD 
Coordination for IRS – National level 
 

25,000 

IRHS commodities    
 

2,148,000 

Set up or strengthen storage facilities 
and put environmental safeguards in 
place (including waste disposal)   
 

929,000 

Distribution of commodities to districts  
 

28,700 

Guidelines production and distribution  
 

30,000 

Trainers of personnel 
 

300,000 

Community Sensitization and IEC 
materials production  
 

35,000 

Supervision of spray operations 
 

39,900 

Monitoring activities 
 

75,000 

Implementation costs   
 

2,390,000 

Operational Research 
 

53,500 

TOTAL COST USD $6,054,100 
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3.4  Prompt and effective case management (PECM) 
 

Case Management: 
 
Objective for 2006: To increase access to effective diagnosis and treatment of 
malaria from 38% to 50% 
 
The main objective of the case management component in the national malaria 
control strategic plan is to ensure that at least 80% of patients with malaria are 
appropriately diagnosed and treated within 24 hours by 2008. The new treatment 
policy of using artemether-lumefantrine has been in use country wide for the past 2 
years. Recently, the exercise of rolling out the use of RDTs to those centres that do 
not have microscopy services has been started. This is an interim measure as 
capacity for microscopy is built up in all health facilities. However, despite this 
impressive roll out of an effective anti malaria treatment policy, challenges still 
remain.  
 
Challenges: 
 
1. Differential pricing of artemether-lumefantrine between the public and private 
sectors has led to leakage from the public sector to the private sector as well as 
restricting access to an effective antimalarial by a significant proportion of people.  
 
2. Access to effective treatment within 24 hours is still restricted due to low coverage 
of the population with health facilities. An RBM survey in 2004 showed that access to 
effective treatment by children under 5 years had dropped from 49% in 2001to 38%.   
 
3. Problems of supply, distribution and lack of appropriate storage facilities exist in 
health facilities.  
 
4. Studies in 2004 and 2005 showed low compliance by health workers with the new 
antimalarial drug policy indicating that between 36-40 % of patients received 
artemether lumefantrine as the first line treatment. 
 
5. 2004 study showed some health workers are still failing to assess danger signs for 
severe malaria resulting in delayed referral.  
 
6. It is widely recognized that a lack of transport, communications and feedback has 
led to problems in patient referral. 
 
7. RDTs are not yet available in all health facilities and microscopy services remain 
very limited. 
 
8. Where RDTS and microscopy are available, health workers continue to ignore 
negative test results and continue to treat patients symptomatically, undermining the 
value of diagnostic services.  
 
9. A quality assurance mechanism for RDTs is absent and there is a need to 
strengthen quality assurance for malaria microscopy. 
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The malaria control action plan will address the issues of access to effective 
treatment within 24 hours by extending effective antimalarial treatment to the 
community level, facilitating private practitioners to follow the new treatment 
guidelines, improving health worker management of uncomplicated and severe 
malaria as well as addressing bottlenecks in drug supply and distribution. 
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ACTIVITIES INPUTS 

SUGGESTED TIME FRAME FOR IMPLEMENTATION 
PARTNERS Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

1 2 3 4 5 6 7 8 9 10 11 12 
Objective: To ensure that at least 80% of malaria cases are appropriately diagnosed and treated within 24 hours by 2008 
Strategy1: Extending diagnosis and treatment of malaria to community level using c-IMCI 
Activity 1.0 Rollout of Home Management of Malaria using cIMCI in xx/72 districts by the end of 2006 
1.1 

Baseline assessment at health facility level on Malaria 
Case Management practices 

Survey protocol design, 
technical inputs, transport and 
allowances   x x x        

NMCC, Malaria 
Consortium, 
MACEPA, HSSP 

1.2 

Stakeholder meetings to identify partners, agree on 
implementation strategy including a draft MoU  

identify approaches for 
implementation, 
consultant/facilitators, meeting 
costs, dissemination of 
documents  X X          

CARE, HSSP, 
CHU,NMCC, MC, 
PU, PRA, 
DHMTs, HCCs, 
NHCs 

1.3 
Finalise MoU and sign with partners Peoples time   X          

CARE, HSSP, 
CHU,NMCC 

1.4 

Deregulate Coartem for used by CHWs Expert group meeting   x x x x       

NMCC, 
Pharmacy UNIT, 
PRA, Therapeutic 
committee, 
Mwengu 

1.5 

Quantify and procure coartem for use at community level Technical inputs      X       

NMCC, 
Pharmacy UNIT, 
PRA, Therapeutic 
committee 

1.6 
Develop standard package for facilitating CHWs to 
implement HMM 

Stakeholder meetings 
,Dissemination of package 
contents   x          CHU, NMCC, MC 

1.7 Procurement of package contents for all CHWs    x x          
1.8 

Review and update training curriculum, training materials 
and supervision/monitoring tools for CHWs (SOPs) 

Stakeholder meetings, printing 
of documents    x x        

NMCC, CHU, 
Malaria 
Consortium 

1.9 

Printing of training materials and  supervision tools Funds, personnel time     x x       

NMCC, CHU, 
Other Interest 
groups 

1.10 Orientation of CHWs on HMM in xx districts Training of district trainers     x x x       
1.11 Undertake policy review 

Technical, meetings 

  x x x x x      

CHU, PRA, MSL, 
DHMT etc 

Develop policy framework   x x x x x      
Update community drug kit to include Coartem      x x x x     
Printing documents        x x x x x 
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ACTIVITIES INPUTS 

SUGGESTED TIME FRAME FOR IMPLEMENTATION 
PARTNERS Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

1 2 3 4 5 6 7 8 9 10 11 12 
 
1.13 BCC/ Community sensitisation on effective roles of CHWs 

• Develop IEC, radio spots + guidelines 
• Print and disseminate guidelines 
• Orientation/ sensitization of communities  

   x x x       CHU, NMCC, 
NHCs, CARE, 
Mwengu, DHMTs 
etc 

   x x x       
   x x x x x x x x x 

1.14 

Quarterly review/supervision meetings of CHWs 
Meeting costs, supervision 
costs, transport    x  x   x   x 

DHMT, 
Provinces, 
NMCC 

Activity 2.0   Roll-out current treatment guidelines to all private practitioners country wide 

2.1 
Finalize development of subsidy plan to make coartem 
available to private practitioners consultant costs   x          

NMCC, Novartis, 
Pharmacy 
department 

2.2 
Identify and train those private practitioners not trained to 
date on treatment guidelines 

Identify private practitioners 
with provinces and 
districtsTraining to private 
practitioners   x x x x       

ZMA,ZNA, 
PRIVATE, 
NMCC, DHMTs 

2.3 
Quarterly supervision of private practitioners on adherence 
to new drug policy 

Remove distrust of private 
sector,  Make drug available at 
lower cost to private sector         x   x DHMT, Provinces 

Activity 3.0 : Strengthening severe malaria recognition and management  

3.1 

Baseline survey to assess current practices and gaps in the 
recognition and management of severe malaria at 
community and health facility levels 

 Technical inputs, design of 
survey and questionnaires, 
transport, allowances, data 
analysis, dissemination    x x x x      

NMCC, PHMT, 
DHMTs, MSHRC, 
MoS, medical 
colleges, malaria 
consortium, 
HSSP, WHO 

3.2 

Adapt guidelines and other training support materials 
(wallcharts, job aids, referral guidelines etc) for training of 
health workers at all levels including the community 

Consensus meeting, facilitator 
costs, referral guidelines       x      

NMCC, PHMT, 
DHMTs, malaria 
consortium, 
HSSP, WHO 

3.3 
Procure glucometers, means of Hb assessment, oxygen, 
rectal artesunate? etc (?IV fluids) 

Procurement costs, distribution 
costs      x x x x x x  

NMCC, malaria 
consortium, 
HSSP, WHO, 
MACEPA 

3.4 
Orientation of ToTs for severe malaria case management 
using adapted materials Meeting costs         x x   

NMCC, PHMT, 
DHMTs, malaria 
consortium, 
HSSP, WHO, 
TDRC 

3.5 Training of health workers at lower level facilities on danger Training costs, transport,          x x  DHMT, NM CC, 
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ACTIVITIES INPUTS 

SUGGESTED TIME FRAME FOR IMPLEMENTATION 
PARTNERS Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

1 2 3 4 5 6 7 8 9 10 11 12 
sign recognition, pre-referral treatment and advice facilitator costs Malaria 

Consortium, 
WHO, HSSP 

3.6 
Training of health workers in inpatient facilities on triage, 
emergency assessment and treatment 

Training costs, human 
resources          x x  

DHMT, NM CC, 
Malaria 
Consortium, 
WHO, HSSP 

3.7 Support supervision of trained health workers  
Supervision tools, transport 
costs, allowances            x 

PHMT, DHMT, 
malaria 
consortium, 
HSSP, WHO 

3.8 
Mobilise communities through NHCs to seek early 
treatment from community health workers  

Meeting costs, training 
materials       x x     DHMTs, MSHRC 

Activity 4.0 Expanding access to quality microscopy or RDTs to all health facilities in all districts 

4.1 Procure microscopes, reagents and supplies  
200 microscopes for rural HCs 
with electricity and water    x x x x x x x x x WHO, JICA 

4.2 Training lab personnel (mal microscopy) 
2 per health facilities to be 
trained    x x x x x x x x x NMCC 

4.3 Procure and distribute RDTs 1.5 million RDTs x x x x x x x x x x x x WHO, JICA 

4.4 Train Frontline health workers on use of RDTs 
1,400 health workers to be 
trained x x x x x x x x x    NMCC 

4.5 Establish quality assurance for malaria diagnostics 

9 provincial hospitals 
(microscopy),72 districts for 
RDTs    x x x x x x x x x 

NMCC, WHO, 
Malaria 
Consortium 

Activity 5.0 Strengthening of Drug Logistics management 

5.1 
Evaluation of the previous training in DILSAT and identify 
gaps in knowledge and practice in logistics management 

,Evaluation, Stakeholder 
meeting, Update training 
guidelines, Printing   x x         

PU, NMCC, 
DHMTs, MSL, 
PRA, PHO, MC 

5.2  Meeting  to address identified gaps at Central level Meetings with central level     x        

PU, NMCC, 
DHMTs, MSL, 
PRA, PHO, MC 

5.3 
Tailored training or support supervision to address 
identified gaps at lower level Tailored training      x x x x x x   

PU, NMCC, 
DHMTs, MSL, 
PRA, PHO, 
Malaria 
Consortium 

5.4 Pharmacovigilance Monitoring  Monitoring tools     x x x x x x x x  
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ACTIVITIES INPUTS 

SUGGESTED TIME FRAME FOR IMPLEMENTATION 
PARTNERS Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

1 2 3 4 5 6 7 8 9 10 11 12 
Objective: To support and improve upon case management implementation 
Strategy: Carry out operational research on malaria case management 
Activity 7  Operational Research studies 

7.1 Compliance monitoring 

7 districts, data collection tool 
review, data collection costs, 
dissemination  x           

NMCC, 
Chainama, 
UNZA, DHMTs, 
WHO, UNICEF 

7.2 Drug efficacy therapeutic assessment 

6 districts, SP, AL, Lab 
supplies, Stationery, transport, 
data management, 
dissemination   x x x x x x      

NMCC, 
Chainama, 
UNZA, DHMTs, 
TDRC, MIAM, 
WHO 

7.3 Malaria Policy analysis 

Proposal development, data 
collection, data analysis, 
dissemination     x x x      

NMCC, Mwengu, 
DHMTs, 
CHESSORE 

7.4 
Assessment of parasite rates geographical distribution by 
regions 

Lab reagents, data collection, 
reporting   x x         

NMCC, UNZA, 
MIAM, TDRC, 
WHO 

7.5 Drug quality survey 

Tool development, 
implementation plan, 
collaborating quality assurance 
centres       x x x x   

NMCC, PRA, 
UTH 

7.6 Asses Prescription practices  and factors affecting 

Tool development, 
implementation plan, 
dissemination        x x x   

NMCC, Mwengu, 
DHMTs 

7.7 Outcomes monitoring 10 MIS districts, reporting tool    x x x x x x x x x NMCC, DHMTs 

7.8 Assess anaemia prevalence 20 districts    x x        
NMCC, CDC-
Atlanta, MACEPA 

7.9 Asses optimal HMM implementation strategy 

7 districts, data collection tool 
review, data collection costs, 
dissemination    x x x       

NMCC, Mwengu, 
DHMTs, 
CHESSORE 

7.10 

Quantitative and qualitative study on health workers 
knowledge attitude and behaviour towards RDTs and 
microscopy results 

Technical inputs,  protocol 
development, study design, 
analysis, dissemination     x x x x     

NMCC, TDRC, 
MC 

7.11 Intervention to improve health worker adherence with RDT 
Technical inputs - partners, 
IEC materials,          x x x x NMCC, MC 

7.12 
Carry out parasitological studies to determine geographical 
distribution of various plasmodia species 

technical inputs, microscopy 
studies, GPS    x x x x x x x x x 

NMCC, UNZA, 
MIAM, TDRC, 
WHO 
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ACTIVITIES INPUTS 

SUGGESTED TIME FRAME FOR IMPLEMENTATION 
PARTNERS Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 

1 2 3 4 5 6 7 8 9 10 11 12 

7.13 Pilot the role of RDTs in HMM 

5 districts, protocol 
development, implementation, 
data analysis, dissemination x x x x         

WHO, TDRC, 
NMCC 
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3.5 Malaria in Pregnancy (MiP) prevention and case management 
 

Malaria in Pregnancy 
 
Objective for 2006: To expand the proportion of facilities offering a comprehensive package 
of malaria control interventions through a strengthened focused ante natal care for x to x % 
 
The main objective for management of malaria in pregnancy outlined in the three year 
national malaria strategic plan is to ensure that at least 80% of pregnant women have access 
to a comprehensive package of malaria control interventions to reduce the burden of malaria 
in pregnancy by Dec 2008.  
 
Challenges that exist include: 
 

1. Late presentation of pregnant women at ANC clinics reducing the possibility of them 
receiving a complete course of three SP treatments 

 
2. The malaria component of FANC is incomplete including anemia detection, delivery of 

IPT and case management 
 

3. HMIS is not capturing IPT coverage 
 
The 2006 annual action plan will seek to improve overall management of malaria in 
pregnancy through promoting focused ante natal care and ensuring that it delivers a 
comprehensive package for prevention and treatment of malaria in pregnancy. 
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ACTIVITIES INPUTS 

SUGGESTED TIME FRAME FOR IMPLEMENTATION 
PARTNERS 

1 2 3 4 5 6 7 8 9 10 11 12 
 
Objective: To ensure that at least 80% of pregnant women have access to a  package of malaria control interventions to reduce the burden of malaria in pregnancy by Dec 2008 
Strategy: Strengthen management of malaria in pregnancy through the roll out of FANC 
Activity 1.0 Scale up malaria In Pregnancy management via FANC in 20/72 districts by end 2006 

1.1 
Review FANC orientation package to incorporate 
comprehensive MIP component Meeting, Printing  x           

Reproductive 
health, HSSP, 
JHPIEGo 

1.2 Reorient National and provincial trainers to the package Trainings 9 provinces   x x         

Reproductive 
health, HSSP, 
JHPIEGo 

1.3 Development of supervisory tool - MCH coordinators 
 Conesus meetings, printing, 
engage consultant  x x          

Reproductive 
health, HSSP, 
JHPIEGo 

1.4 
Develop orientation package for MCH coordinators to the 
developed tool  meetings, printing  x x          

Reproductive 
health, HSSP, 
JHPIEGo 

1.5 
Mentoring of trainers in the provincial training of service 
providers 

Supervisory visits, train service 
providers    x x x x x x x x x 

Reproductive 
health, HSSP, 
JHPIEGo 

1.6 
Orientation of the MCH coordinators to the supervisory tool 
and other data management tools workshop   x x x x x x x x x x 

Reproductive 
health, HSSP, 
JHPIEGo 

1.7 Conduct quarterly supervision 
Supervisory visits, transport, 
allowances   x   x   x   x 

Reproductive 
health, HSSP, 
JHPIEGo 

1.8 Procure hand held Hb equipment 
1327 pieces (procurement 
processes)     x x       

Reproductive 
health, HSSP, 
JHPIEGo 

1.9 Training of service providers on use of the equipment (5.8) workshops, meetings        x x x x x 

Reproductive 
health, HSSP, 
JHPIEGo 

1.10 Collect data for MDR (maternal death review) Allowances, transport     x x x x x x x x 

Reproductive 
health, HSSP, 
JHPIEGo 
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Performance Monitoring and Impact Evaluation 
Overall objective(s) -- to have a robust monitoring and evaluation system in place and receiving quality data, performing appropriate analysis and 
prompt reporting to all relevant partners and capable of chronicling the progress with scale-up 

• Systems will be strengthened and/or developed to collect, process, analyze and manage malaria transmission and disease data 
• Programme management capacity assures that all strategic programmes have been implemented as planned to ensure accountability and address 

problems that have emerged in a timely manner 
• Monitoring and evaluation systems are capable to provide feedback to programme implementers, RBM partners and relevant authorities to improve 

programme planning, management, and accountability. 
• Monitoring and evaluation systems are capable to provide feedback to programme implementers, RBM partners and relevant authorities to improve 

programme planning, management, and accountability. 

ACTIVITIES INPUTS TIME 
FRAME PARTNERS 

  Quarter  
Develop a malaria M&E plan that links with partners and with national M&E systems 

Finalize National Malaria M&E Plan 
Technical 
Expertise  MACEPA, WHO, UNICEF 

Print and disseminate National Malaria M&E Plan Funds  1 MACEPA, WHO, UNICEF 
Review existing data on impact, coverage, and inputs to establish baseline for 2005  2 MACEPA, WHO, UNICEF, ZMF 

Prepare "Baseline 2005 Report" 
Technical 
Expertise 2 

MACEPA, WHO, UNICEF, ZMF, 
SFH, NetMark 

Review, finalize, print and disseminate "Baseline 2005 Report" Funds  MACEPA, WHO, UNICEF 
Maintain contact with RBM-Monitoring and Evaluation Reference Group regarding global 
guidance on all aspects of monitoring and evaluation  1-4 MACEPA, WHO, UNICEF, ZMF 
Monitoring    
Strengthen Routine reporting systems    
Convene meeting to review HMIS and malaria information  Funds 2 MACEPA, WHO, UNICEF 
Convene meeting to review MIS in 10 Sentinel districts and information collection, 
analysis and communication Funds 3 MACEPA, WHO, UNICEF 
Participate with National health M&E program in regular meetings  1-4 MACEPA, WHO, UNICEF 
Review all reporting requirements for funds for malaria control (Global Fund, WB Booster, 
MACEPA, bilateral and SWAps donors, and Government) 

Technical 
Expertise 2 

MACEPA, WHO, UNICEF, World 
Bank 

Develop a single reporting system that addresses all sources of funding and inputs 
Technical 
Expertise 2 MACEPA, WHO, UNICEF, ZMF 

Regularly obtain, analyze, and report on available monitoring information Personnel 1-4 
MACEPA, WHO, UNICEF, ZMF, 
SFH 
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Evaluation 
Establish systematic methods of measuring outcomes and impact of scale-up of malaria control 
Assemble and review recent, current, and planned population-based surveys that are 
particularly relevant to obtaining evaluation information on the consequences and benefits 
of enhanced malaria control. 

Technical 
Expertise, Funds, 
personnel, 1 MACEPA, WHO,  

Meet to plan needed population-based data for outcomes (coverage information) and 
impact (mortality and morbidity information and changes over time)  

Technical 
Expertise, Funds, 
personnel, 2 

MACEPA, WHO, UNICEF, World 
Bank 

Prepare for conduct of Malaria Indicator Survey + parasitemia + anemia survey in 
nationally representative population  

Technical 
Expertise, Funds, 
personnel, 1 

MACEPA, WHO, UNICEF, World 
Bank 

Conduct MIS survey  

Technical 
Expertise, Funds, 
personnel, 
Equipment 2 

MACEPA, WHO, UNICEF, World 
Bank, USAID 

Analyze and report on MIS survey data (and comparisons to prior data) 

Technical 
Expertise, Funds, 
personnel 

2 
 

MACEPA, WHO, UNICEF, World 
Bank, USAID 

Meet with CSO and DHS team as needed to support DHS Funds 1 MACEPA 
Convene meeting to review progress and identify additional data from partner sources for 
evaluation and plan additional work Funds 3 MACEPA, WHO, UNICEF 
Capacity Building    

Strengthen core competencies of the M&E and staff including linkages with other 
programs (e.g. HIV and TB) 

Technical 
Expertise, 
Software, 
personnel, 
Equipment 

3 
 

MACEPA, WHO, Malaria 
Consortium 

Reporting 
Reports are disseminated to all levels of health system, partners, government and community 
Print and disseminate 2000-2005 report (noted above) 
Print and disseminate Monitoring reports (noted above) 
Print and disseminate Malaria Indicator Survey report (noted above) 
Print and disseminate Malaria specific information from DHS report (when DHS is completed) 
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3.6  Programme Management  
 
While the National Malaria-Strategic Plan has well laid out objectives, strategies and 
activities, the effective implementation may be impeded by both current and consequent 
management deficiencies.   It is therefore imperative to take an organizational profile so that 
Weaknesses can be identified, possible Solutions proposed, Strengths taken into account, 
Threats and Opportunities duly planned.  This would enhance the efficiency of program 
implementation and effectiveness of interventions and its impact.  Through such a 
programme analysis, both current and consequent organizational obstacles would be 
strategically planned for and effectively addressed.       
 
The programme management component identifies these issues under five broad categories 
of:  Organizational Alignment; Strategies, Business and Operational Plans; Human 
Resources; Financial Management; Partnership with both the private and public partners; 
and Resource Mobilization. 
 
Organizational Alignment:  Guidelines, Situational Analysis, and Needs Assessment   
National Malaria Strategies, Business and Operational Plans:  The Strategic Plan will be 
translated into a working Business Plan and Annual Work Plans. 
Human Resources; Addressed here are issues pertaining to capacity building, retention 
schemes and overall incentive structures.  
Financial Management: The infusion of various sources of finances in support of the National 
Malaria Control Programme will entail the need for strengthening the management systems 
for effective programme implementation. 
 
Partnership with both the private and public partners:  In line with the infusion of financial 
resources, there are also multiple partners making in-kind contributions, for which partnership 
coordination is essential, at all levels of the system in malaria control and prevention. 
 
Resource Mobilization:  Although substantial funding has been mobilized for all components 
of the National Malaria intervention activities, gaps continue to exist that have been identified 
and as such Resources Mobilization will be an important activity to assure the long term 
durability of the program.  
 
The National Malaria Control Centre serves an increasingly important role in policy 
development, program monitoring and evaluation, and partner coordination; its capacity as 
well as its authority will be significantly enhanced in assuring successful program 
implementation to achieve impact.  
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Programme Management seeks to support overall smooth programme implementation  
 
Rationale -  

• Guidelines inadequate, or need revision  
• Commodities not on site in time 
• Research activities need coordination 
• Unified M&E required to track progress and guide implementation 

 
To address these shortcomings and to strengthen Programme Management the following are 
addressed: 
 

• Organizational Alignment – Guidelines, situation analysis, needs assessments 
• Strategic, business and annual plans 
• Human Resource – Inventory of expertise, Capacity building in Programme 

Management 
• Financial Management 
• Partnerships – Community Response and representations on committees 
• Resource Mobilization- Identify available resource, gaps 
• M&E, Surveillance and BCC 
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 Activity List   Component: Programme Management 
 

ACTIVITIES INPUTS 
 

START 
DATE 

FINISH 
DATE PARTNERS 

Organizational alignment: 
Strategic, business and annual plans 
1. Print and distribute the 

National Malaria Strategic 
Plan  

 2006 -2011 

Technical expertise, 
Funds, distribution costs 
 (10000 copies) 

Feb  Jun  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
 

2. Harmonize, Finalize and 
disseminate the Business 
plan 

Technical expertise 
(5000 copies) 

Feb  Mar  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
 

3. Finalize and disseminate 
the annual Malaria 
workplan 

Technical expertise, 
Funds, distribution costs 
 (1000 copies) 

Feb  Mar  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
 

Human Resources 

4. Develop an inventory of 
expertise available 
(institutional and 
individuals) and 
disseminate the report 

Technical expertise, 
Rapid survey of districts 
to define required and 
available expertise 

Mar  June  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
 

5. Sustain the required 
cadres through partner 
support 

Consultant, Funds Feb   WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 

6. Support capacity 
building of the NMCP 
staff and district malaria 
focal persons 

Technical expertise, 
Funds 

Jul  Oct  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 

7. Adapt, test and refine 
tools to test whether 
resource allocation 
reflects the burden of 
disease. 

Technical expertise, 
Field visits to the 14 
districts – Logistics, 
reporting writing, 
dissemination workshop 

Feb  Apr  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
 

8. Support the use of 
Management tools for 
decision making 

Technical expertise, 
personnel, software  

Aug  Sept  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 

Financial Management 
 
9. Conduct an assessment 

of financial - in and out 
flows for the malaria 
activities 

Consultant Feb  April  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
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ACTIVITIES INPUTS 
 

START 
DATE 

FINISH 
DATE PARTNERS 

10. Develop a detailed 
malaria component of 
procurement plan and 
supply chain plan in 
conjunction with the MoH 
procurement unit 

 

Technical expertise, 
quantification and 
specifications (from user 
– NMCC) of 
requirements 

Feb  May  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
 

11. Timely procurement and 
distribution of malaria 
commodities 

 
 

Technical expertise, 
Funds,  
 

Feb  Jun  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
 

Partnerships 
 
12. Lobby for representation 

on the national policy and 
advisory committees 

Technical expertise Feb  Mar  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
 

13. Support partnership 
coordination functions 

Human resources, 
logistics, funds 
 

Feb Dec NMCC, RBM 

14. Support community 
response/ malaria 
initiatives  

Technical expertise, 
tools, Funds 

Apr  Dec  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 

15. Conduct an assessment 
on malaria control and 
prevention knowledge 
attitudes and practices at 
community level 

Human resources, 
Funds, logistics 

Mar May WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
CRAIDS 

16. Develop training 
materials for malaria 
control and prevention 
strategy at community 
level 

 

Human resources, 
Funds 

Jun Jul UNICEF, Malaria 
Consortium, WHO 
CRAIDS, MACEPA 

17. Conduct community 
project proposal reviews 
based on set  criteria 

 

Human resources Jul Sep  
NMCC, CRAIDS 

18. Develop operational 
manual for community 
projects/programmes 

 

Human resources, 
Funds, logistics 

Mar Apr NMCC, MACEPA, 
UNICEF, HSSP 
CRAIDS 
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ACTIVITIES INPUTS 
 

START 
DATE 

FINISH 
DATE PARTNERS 

Resource Mobilization 
 
19. Identify the available 

resources in relation to 
the interventions 

Human resource, Funds Feb  Mar  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 

20. Identify the resource 
gaps 

Human resource, Funds Feb  Mar  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 

21. Set targets for resource 
mobilization 

Human resource, Funds Feb  Jul  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 

22. Tracking of resources 
(Financial and 
programme 
implementation) 

Human resource, Funds, 
logistics 

Apr  July  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 

M&E, Surveillance and BCC/IEC  
23. Coordinate research 

and  assessment activity 
needs 

Human resource, Funds, 
logistics 

Apr  Dec  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 

24. Support 
commemoration of 
Malaria Days and other 
key advocacy events 

Africa Malaria day, 
SADC, etc 

Feb Dec WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 

25. Develop and pretest 
BCC materials 

Human resources, 
Funds, Logistics 

May Apr  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 

26. Produce, translate and 
disseminate BCC 
materials 

Human resources, 
Funds, logistics 

May  Jun  WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 

27. Review, finalize and 
produce the malaria 
communication strategy  

 

Human resources, 
Funds, logistics 

Apr Jul WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
Communities 

28. Develop  BCC 
implementation plan  

 

Human resources, 
Funds 

Jul Aug WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
Communities 

29. Orient and distribute 
BCC communication 
strategy to district health 
teams 

Human resources, 
Funds, logistics 

Jul Aug WHO, MACEPA, 
UNICEF, Malaria 
Consortium, HSSP 
Communities 
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3.11. Behaviour Change and Communication 

OBJECTIVES 

 
1. 80% of human resource with skills to plan, implement and monitor BCC programmes by 

December 2006 
 
2. 60% of community members with knowledge to prevent and control malaria by December 

2006 
 

3. 40% of community members able to recognize, seek care and manage malaria by December 
2006 

 

SWOT ANALYSIS 

 
Strengths Weaknesses Opportunities Threats 
• Strong 

partnership 
• Technical 

capabilities 
• Communication 

Strategy 
• Organised MOH 

systems 
• Existing 

Communication 
channels 

• Community 
Resource 
(Leadership and 
groups) 

• Financial 
resources 

• Under 
utilization of 
channels 

• Inadequate 
BCC materials 

• Inadequate 
BCC skills 

• Inadequate 
access to social 
mobilization 
equipment 

• Under 
utilization of 
communication 

• Technical 
capabilities 

• Availability of 
all channels 

• Availability of 
structures 

• Private and 
public sector 
support 

• Availability of 
health delivery 
systems 

• Demand 
created not 
linked to 
service 
provision 

• Human 
resource 
attrition 

• Different 
programmes 
targeting 
community  

 

BUDGET ANALYSIS 

 
Advocacy, communication and social change intervention constitute key factors in the facilitation of 
the core interventions. The frequency of these interventions as well as the necessity of interventions 
related to aspects of IRS, ITNs and Case Management are cardinal to community appreciation of the 
programme. 
 
Continued and sustained demand creation is vital maintaining malaria issues on the agenda of national, 
provincial, district and community levels against other competing interests.
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3.7  Malaria and HIV/AIDS Coordination 

 
 
Background: 
 
Zambia has a unique and tragic geography to be on the northern edge of 
countries most affected by the HIV pandemic, and on the southern edge of 
countries most affected by malaria.  While we do not have precise estimates 
of the prevalence of co-infections one would assume that it is high relative to 
other countries.  At the same time, Zambia is fortunate to have received 
significant for both malaria and HIV interventions   Biological interactions of 
malaria and HIV are increasingly well known, including increased risk of 
severe disease and of mother to child transmission.  Less documented are the 
possible programmatic synergies of the two programmes.  With the intense 
efforts currently focused on the two diseases, Zambia is again in a unique 
position to show the world how synergies can be found and joint programming 
accomplished    
 
Potential for coordination and joint programming includes three primary areas:    
 

Diagnosis and Treatment  
• Coordination of Laboratory Support, including Tuberculosis    
• Logistics and pharmacovigilance of ARVs and Malaria Drugs   
• support to training for differential diagnosis of malaria and other 

Opportunistic Infections in PLWHA);   
 

Prevention  
• Inclusion of Malaria in Pregnancy interventions into the PMTCT 

packet 
• Inclusion of malaria in  advocacy and IEC  for adolescent 

reproductive health and life saving skills programmes;   
 

Home-based Care  
• Support to the Zambia Malaria Foundation for coordination of ITN 

delivery through organizations delivering  Home-based Care 
services 

• Guideline development and dissemination for febrile disease 
recognition and treatment within the Home-based care programmes  
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1.  Diagnosis and Treatment:   
 
Objective: To ensure that at least 80% of the laboratories supported for malaria 

microscopy are implemented in collaboration with TB diagnostic services and that 
drug logistics and pharmacovigilance systems receive coordinated support from 
Malaria and HIV/TB programmes 

Strategy: Coordination meetings with partners involved with HIV/AIDS/TB diagnosis and 
treatment services 

 
Activity 1.1: Coordination of Diagnosis and Treatment for HIV, TB and Malaria: 

Diagnostic Laboratory Support 
Sub-activity Input Time Frame Partners 

Inventory laboratories 
targeted for support by 
Malaria and HIV/TB 

Meetings to 
compared plans 

Jan to March NMCC, PHO, DHMT, 
NAC, CDC, HSSP 

Review Commodity 
support training and QA 
plans 

 March to June “ 

Develop MoU  joint 
support and reporting 
systems 

 July “ 

 

Activity 1.2:  Coordination of Drug Logistics for HIV, TB and Malaria 

Sub-activity Input Time Frame Partners 
Include malaria drugs 
in ARV tracking 
systems 

Potential staff 
from malaria 
partners 

Begin Jan  NMCC, MoH, MSL, 
JSI/Deliver, HSSP 

Quarterly Review of 
Reporting 

Meeting Quarterly NMCC, MoH, MSL 

 

Activity 1.3:  Coordination of Pharmacovigilance systems for HIV. TB and Malaria 

Sub-activity Input Time Frame Partners 
Disseminate guidelines 
on potential drug 
interactions to care 
givers 

Guideline 
development 

April to June NMCC, NAC, CDC, PRA, 
HSSP, 

Establish joint reporting 
system 

Support student 
intern at PRA to 
coordinate reports 

Begin June UNZA, NMCC, PRA, 
HSSP 
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2.  Prevention:  Coordination of malaria prevention with PMTCT and HIV/AIDS 
programmes 
 
Objective: To ensure that 100% of  PMTCT programmes include counseling and access 
to IPT and ITNs; integrated efforts for advocacy and IEC focused on youth. 
 
Strategy: Through the Malaria in Pregnancy and Focused Antenatal Care programmes,  
  

Activity 2.1  Inclusion of Malaria in Pregnancy activities within the PMTCT and HIV 
prevention programmes 

Sub-activity Input Time Frame Partners 
Activities for 
implementation of MiP 
into PMTCT are 
contained within the MiP 
strategic plan 

Refer to MiP 
section 

Refer to MiP 
section 

NMCC, MoH, HSSP, 
NAC 

Ensure Malaria 
Participation in 
coordination meetings 
for PMTCT 

Quarterly 
Review 
Meetings 

Jan to 
December 

NMCC, MoH, NAC 

 
Activity 2.2  Inclusion of malaria in  advocacy and IEC  for adolescent reproductive 
health and life saving skills programmes;   

Sub-activity Input Time Frame Partners 
Support Zambia 
Malaria Foundation in 
coordinating youth-
oriented activities 

IEC and Advocacy 
material 
development; 
activity financial 
support 

Begin Jan ZMF, HCP, NMCC, NAC 

 

Activity 2.3 Applied research for the prevention of malaria, HIV and MTCT 

Sub-activity Input Time Frame Partners 
Applied research on 
MiP in the HIV+ 
woman 

Research protocol 
and 
implementation 

TBD NMCC, NAC, HSSP/BU, 
CDC, TDRC,UNZA 

Factors for Behavior 
Change in the 
primigravid/ 
adolescent girl 

“ TBD NMCC, HCP, HSSP, NAC, 
ZMF 
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3. Home Based Care: Integration of malaria prevention, diagnosis and treatment 
activities in HBC programmes 
 
Objective:  Ensure that 80% of persons enrolled in HBC Programmes, use an ITN and 

have access to parasitological conformation of febrile illnesses 

Activity 3.1 Support ZMF for coordination of ITN delivery through organizations 
delivering HBC services  

Sub-activity Input Time Frame Partners 
Support ZMF to identify 
and engage 
organizations providing 
Home-based Care 
Programmes 

NGO and 
organizational 
mapping 

Ongoing NMCC, ZMF, RAPIDS 

Coordinate with ITN 
unit to supply ITNs or 
vouchers (100%) to 
Home-based care 
organizations 

Developing MoU 
with HBC 
organizations 

Ongoing NMCC, ZMF, RAPIDS  
and individual partners 

Provide guidelines to 
HBC groups on malaria 
prevention, including, in 
selected urban areas, 
IRS 

Guideline and IEC 
development 

March to June NMCC, ZMF, RAPIDS 

 
Activity 3.2 Guideline development/dissemination for febrile disease recognition 
and treatment within the HBC programmes 

Sub-activity Input Time Frame Partners 
Guidelines for 
differential diagnosis of 
febrile illness and 
disseminate to VCT and 
HBC programmes 

Technical 
meetings for 
guideline 
development 

Jan to March NMCC, TDRC, UNZA, 
NAC, CDC, CIDRZ 

Strategy for 
parasitological 
confirmation of fever s 
for PLWHA 

Technical 
meetings and 
pilot trials 

July to 
December 

“ 

 
Activity 3.3 Applied research for persons co-infected with HIV, TB and Malaria  

Sub-activity Input Time Frame Partners 
Value of ITNs for the 
reduction of febrile 
illnesses in PLHA 

Protocol 
development and 
implementation 

TBD RAPIDS, NMCC, 
HSSP/BU, NAC, CDC, 
TDRC, UNZA 

Differential diagnosis 
and treatment of 
malaria in PLHA 

“ “ “ 
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Section 4:    Key Issues Requiring National Attention 
 

During the course of review of the 2005 experiences in malaria control and during the 
planning process, several key issues have arisen that require attention at high levels for 
the Government of Zambia, the Ministry of Health, and key donor partners.  These are 
described briefly below. 

 
4.1      Financial Resources 

 
The national effort to control malaria has a reasonable level of funding committed as we 
go into 2006.  This is thanks to the coordinated support from the Government of Zambia, 
the Global Fund to Fight AIDS, TB, and Malaria, MACEPA support via the Bill and 
Melinda Gates Foundation, the World Bank Malaria Booster Programme, the USAID, the 
World Health Organization, UNICEF, JICA, and other key bilateral donors. Thus, financial 
resources are not a clear barrier to conducting planned activities and achieving 
programme objectives.  However, the longer term issues of consistency  and stability of 
funding must continue to be addressed by senior leadership in the Zambian Ministry of 
Health and amongst the partners.   
    

4.2     Commodity procurement and logistics 
 
To conduct the work described in the action plan, most of the intervention actions require 
substantial commodities including 1) ITNs:  ITNs and insecticide for retreatment of ITNs; 
2) IRHS: insecticide for IRHS, sprayers and other materials for IRHS; 3) diagnostics: 
microscopes, slides, stain, rapid diagnostic tests for diagnosis;  4) drugs for case 
management and IPTp; etc.  Experience in 2005 showed that the multiple sources of 
funds and the multiple methods for procurement identified some partners who were 
highly capable of procuring, receiving and helping distribute commodities – while other 
mechanisms were very problematic.  The National Malaria programme requires high 
level attention to this issue to consider efficient methods of procurement that rely on 
mechanisms with proven good track records and do not stress existing systems that 
have not been capable of timely procurement and receipt. 

 
4.3     Human resources 

 
Meeting the human resource requirements for effectively implementing the plan: 
 
Staffing is a key threat to successful implementation of the 2006-2008 Action Plan.  
Current health sector staffing levels are not adequate to meet the objectives of the Plan, 
and there is the threat that the extra demands of the Action Plan will put additional 
burden on the overly stressed workforce.    
 
This is critical as the Zambian health sector is currently in a human resource crisis, and 
there is a risk that a national malaria scale-up could exacerbate it.  There are critical staff 
shortages at every service level that are significantly below WHO recommended 
standards and below the MOH establishment. There is ineffective distribution of staff 
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creating critically low levels of staffing in vulnerable rural areas, and an unacceptable rate 
of attrition and productivity.   
 
The MOH re-structuring and HR Strategy have been designed to resolve many of the 
issues contributing to staffing shortfall.   There is significant additional support from donor 
partners who now accept the importance of providing compensation support through 
allowances and incentives to recruit and retain staffing to ensure that malaria scale-up is 
a success.   
 
The HR strategies for the malaria scale-up promise to provide value to the MOH HR 
Strategic Plan.  The national RBM Partnership is viewed as one of the strongest in the 
region in providing support to a national HR crisis.  It is currently carrying out a HR 
Program including development of a finance model to determine 6-year HR targets and 
strategies for meeting staffing requirements by cadre and geographic levels. The 
Programme will include a mix of integrated strategies to meet HR shortfall with 4 prongs:  
retention, recruitment, deployment and training.  It will also include an estimate of the 
resource envelope and gaps for meeting HR targets, as well as mobilizing donor support.   
In addition to having the supplies and tools to do the work, the program must have 
adequate staff to do the work.  In being ambitious to achieve impact, the plan has 
important implications for human resources at leadership levels down to the local work 
levels.  In addition, there is an issue of urgency to provide stewardship and continuity in 
carrying out the plan.  The programme requires high level attention to addressing the 
malaria human resource issues in the context of the health sector HR and national HR 
discussions.  As the quality of the program will require quality staff that are appropriately 
supported and retained for continuity in establishing sustainable malaria control. 
  

4.4     Partnership engagement 
 
With recent global emphasis on Scale-up for Impact and the concept of the Three-Ones 
(One Plan, One Coordinating Mechanism, and One Monitoring and Evaluation System), 
Zambia has been the welcoming recipient of many strong partners in malaria control.  
There is need for high-level support of ongoing communication to assure continued 
adherence to the Three-Ones and the strength in partnership that comes from these.   
 

4.5     Harmonizing multiple partner reporting requirements 
 
Despite the great benefits of engagement by multiple donors, one of the challenges of 
multiple strong partners is the multiple reporting requirements that must be addressed by 
the programme.  To reduce the burden on existing systems (and make more time and 
human resources available for the implementing actions),  the RBM Partnership in 
Zambia needs partner commitment and help in achieving the One Monitoring and 
Evaluation System – one system that can respond to the different partner needs and the 
commitment to not create new and different measures without broad consensus within 
Zambia as to the specific value of new measures to the programme.      
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Annexes 
 
Partner Profiles 

Environmental Council of Zambia 
Health Services and Systems Project Support 
MACEPA – PATH 
Malaria Consortium 
Mwengu 

 
 
District Plans 

KALULUSHI DISTRICT 
KAZUNGUALA DISTRICT 
Kitwe District 
LUANGWA DISTRICT
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Environmental Council of Zambia’s Role in the National Malaria Programme 

 
Environmental Council of Zambia (ECZ) is a statutory body established under the act of 
parliament, called the Environmental Protection and Pollution Control Act (EPPCA No. 12 of 
1990) CAP 204 of the Laws of Zambia. This Act empowers it to carry out its mandate to protect 
the environment and control pollution; which is accomplished through Inspections, licensing, 
awareness programs, compliance monitoring, and enforcement. 
 
In line with its mandate, ECZ will have the following key roles in the IRHS national program; 
 

• Provide technical guidance to the procurement process on the quantity and quality of 
chemical and biological malaria vector products 

• Provide technical expertise/guidelines on the design and siting of chemical storage 
facilities. 

• Monitor distribution (transportation, handling) of IRHS chemical to the districts  
• Provide expertise in the auditing of storage and usage of IRHS chemicals including DDT 
• Provide expertise to monitor DDT handling and ensure that personnel handling it are 

competent 
• Provide guidelines on the sound disposal of IRHS waste (DDT in particular). 
• Monitor disposal of empty packaging materials, obsolete products and other contaminated 

materials 
• Provide expertise and guidelines on sampling of water, soil and biological species for 

monitoring DDT contamination 
• Provide expertise in the Training of Trainers for the IRHS 
• Provide expertise towards the development of guidelines on Integrated Vector 

Management including larval control and environmental management 
• Provide guidelines on DDT usage in IRHS in line with WHO  
• Promote and support research in cost effective alternatives to DDT 

Provide expertise to monitor compliance to regulations on protection of Human exposure to DDT 
and other toxic substances. 
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Health Services and Systems Project Support to National Malaria Control Efforts 
 
Since 1998 USAID has provided financial, technical and management support to the 
NMCC, first through the Boston University ARCH Project and since September 2004, 
through HSSP (including Boston University).  The transition to HSSP has enabled a 
broadening of focus to include activities at the Province level, through the Clinical Care 
Specialists, and to other child health, reproductive health and systems support through 
the other HSSP units.   
 

Child Health and the prevention and diagnosis and treatment of 
malaria:  

In addition to immunization and nutrition, the HSSP Child Health Unit works with the 
Provincial Clinical Care Specialists to support activities in the community and facility, 
largely through the IMCI framework.  This includes IMCI Component 1, health worker 
performance; Component 2, Systems, including drug logistics, planning, supervision and 
information systems; and Component 3, Community, including the 16 Key Family Health 
Practices (C-IMCI) and training of Community Health Workers.  HSSP also supports improved 
management of in-patient malaria.  
 
Malaria and Integrated Reproductive Health Services: 
HSSP is a core partner to the MoH/CBoH Reproductive Health Unit and is closely affiliated with 
JHPIEGO and their national and regional activities, including Malaria in Pregnancy.   HSSP 
supports the MoH/CBoH Malaria in Pregnancy plan, which, like child health, can be categorized 
into three elements, facility-based health worker performance (roll out of FANC);  Community 
activities (Safe Motherhood and Adolescent Reproductive Health activities); and  Systems 
Strengthening (support to MiP Monitoring and Evaluation, including Maternal Death Reviews).  

Coordination of Malaria and HIV/AIDS and TB Programmes: 

HSSP also helps to support the MoH/CBoH in the coordination of HIV/AIDS interventions.  The 
project is thus in a strong position to facilitate communication and foster joint programming for 
the two disease interventions in the areas of diagnosis and drug logistics; prevention (including 
PMTCT) and IEC; prevention and treatment in the Home Based Care programmes  

Indoor Residual Spraying (IRS): 

A new area of support is for IRS.  In addition to managing commodity support from USAID, 
HSSP will be able to link the IRS programmes to district planning and management activities, 
including training, mapping, monitoring and safe use of pesticides. 
 

Program Management: 

Finally in Programme Management, HSSP has been able to support national malaria control 
efforts with a Resident Technical Advisor through Boston University and a Sr. Finance and 
Admin Officer and Malaria Programme officer, posted to the NMCC.  HSSP also support 
coordination of Applied Research activities with the MoH/CBoH.  
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Malaria Consortium Inputs to 2006 Annual Action Plan 
 
The Malaria Consortium is an International NGO with a 10 year history of working with Ministries of 
Health in Africa, South East Asia and South America. We currently have offices in 7 African countries the 
largest being our regional office for Africa situated in Kampala Uganda. The MC is involved in all aspects 
of malaria control and works at global, regional, national and sub-national levels.  
 
Examples of our work include  
• leading the development of the RBM Global strategic plan for 2005-2015 
• implementation of successful mass net retreatment campaigns in Uganda and Zanzibar 
• implementation and evaluation of  Home Based Management of Fever in North Uganda 
• implementation of large scale ITN distribution in Mozambique 
• support to drug policy change in Sudan and Uganda 
• development of district planning guidelines for malaria in Zambia and Uganda 
• field testing of new technologies such as long lasting insecticide retreatment  
• development of a malaria communication strategy for Somalia and for the Southern Region of 

Ethiopia. 
 
Our usual mode of work is in close collaboration with Ministries of Health, mainly using and strengthening 
their systems. 
 
The Malaria Consortium Zambia office has been in existence for over one year. We are currently 
implementing 2 projects.  
 
1. Strengthening of health systems for scaling up malaria control interventions. 

• This is a 3 year DCI supported multi-country project  
• Activities are at national, provincial and district levels and focus on the strengthening of health 

systems for scaling up of malaria control interventions  
• Currently the project is being implemented in the Southern Province 
• Examples of work to date and ongoing work in Zambia include: 

 Development of district planning guidelines for malaria control 
 A Human Resource Needs assessment for malaria control 
 Support to districts in development of malaria business plans 
 Technical updates of malaria focal persons on all malaria control strategies 
 Coordination work and technical updates for NGOs involved in malaria in the Southern 

Province 
 Focus also on documentation and sharing of best practices between districts and between 

countries 
 

2. Scaling-up the malaria programme in Zambia: assessing the financial and health systems needs 
and economic impact of interventions 
 
This work is supported by a MACEPA sub-grant. Activities include: 

• Development financial tracking mechanism for malaria control as a basis for national accounts 
• Assessment of economic impact of malaria control interventions 
• Investigating sustainability of various funding mechanisms for malaria control 
• Work on health systems and human resource needs 
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Funding: 
The Malaria Consortium is not a funding agency. It receives funds from various donors to implement 
projects and consultancies. The funding cycles vary according to the donor. Current funds for 2006 
approximate 105,000 USD 

Summary of Inputs to 2006 Strategic Plan 
Strategy Activity Inputs 
Programme 
management 

Guidelines for IRS, ITNs, IVM, 
malaria treatment 

Technical inputs 

 Adapt test and refine costing and 
budget analysis tools for districts –  

Technical inputs, consultant costs, 
printing costs 

 Conduct an assessment of financial 
inflows and outflows for malaria 

Technical inputs, consultant costs 

 Resource mobilisation, identification 
of targets and gaps  

Technical inputs 

IRS IRS planning and logistics - costing Technical inputs 
ITNs Operations research on ITNs, 

bioassay of insecticide effectiveness 
Technical inputs- requires funding 

 Monitoring and supervision of ITN 
distribution to districts and net 
retreatment 

Partial funding –HR, Logistics, 
allowances, technical inputs for Southern 
Province 

 Net retreatment exercise  Review of current retreatment exercises 
during child health days, technical inputs 
on design – part funding for Southern 
Province 

 IEC material review  Technical inputs 
Case 
Management 

HMM/cIMCI  
 
 

technical inputs on design of malaria 
component of training materials and 
supervision tools, design of CHW 
facilitation package 

 Support to training in Southern 
province –required) 
 
 

human resource, support some of 
facilitation package  

 Monitoring and evaluation of impact 
of drug policy  

Technical expertise, dependent on 
funding 

 Diagnostics  
Support setting up of quality 
assurance system  
 
Qualitative and quantitative research 
on HW KAPB re diagnostics-  
 
Interventions to improve HW 
adherence  

technical inputs  
 
 
 
provide technical inputs and partial funds 
for work in Southern Province  
 
technical inputs 

 Severe Malaria Case Management  technical expertise, partial commodity 
supply for training materials in Southern 
Province 

 Drug supply and management Technical inputs, funds for districts in 
Southern Province 
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Brief description of Mwengu Social and Health Research Centre (MSHRC) 
 
MSHRC is a non-governmental, non-profit making organisation based in Ndola.  MSHRC is 
mandated by the government republic of Zambia to conduct behavioural, social, health and 
systems research with the view of feeding research results into policy, design of interventions as 
well as contribute to development and production of IEC materials. 
 
In collaborations with other institutions locally and internationally, MSHRC has conducted 
research in malaria in pregnancy and under five children, field trials (rectal artesunate study), 
compliance to anti-malarial studies in varying age groups and health systems research. 
 
Capacity 
 
MSHRC is able to effectively and efficiently conduct behavioural studies, design interventions, 
develop and produce IEC materials based on research results, monitor the intervention and 
evaluate studies. Also MSHRC is able to publish scientific papers in peer review journals, review 
proposals as well as other papers and edit reports. MSHRC is able to collaborate with other 
institutions in areas such as epidemiology, entomology and other biomedical areas in research. 
 
 

Staff 
 

1. Dr. Kaona AD Frederick – Sociologist 
2. Ms. Tuba Mary – Anthropologist 

 
 

Contributions 
 
MSHRC will contribute to malaria activities in terms of expertise in the area of behavioural 
studies eg malaria in pregnancy in relation to utilisation of ANC, severe malaria studies, 
utilisation of ITNs, research work at both health facility and community levels, development and 
production of IEC materials, health systems research, review of policy issues related to malaria, 
compilation of malaria health researchers directory and participating in social mobilisation and 
motivation and also HIV and Malaria at community level, in terms of diagnosis, management and 
treatment at community and health facility levels. 
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TROPICAL DISEASES RESEARCH CENTRE 
 

The Tropical Diseases Research Center was originally started by the World Health Organisation 
(WHO) as a center for research in Tropical diseases such as malaria, schistosomiasis and 
trypanosomiasis. However, presently the Center is seen as an institution responding to diseases of 
public health importance. Although the name has been retained, its research thrust is not only 
tropical diseases but additionally it also responds to new and emerging diseases such as 
HIV/AIDS and nutritional deficiency disorders. 
 
In order to realize its research objectives the Center has relied on well trained technical and 
scientific staff who have manned well equipped laboratories such as heamatology, Biochemistry, 
microbiology, parasitology, immunology and vector biology. An additional molecular biology 
laboratory has recently been added to carry out PCR techniques which can be used in the 
identification of drug resistant TB and malaria strains. 
 
TDRC can be useful in carrying the Roll Back Malaria forward through its vast field experience.  
 

IRHS and ITN 

As a research centre, TDRC has capacity to support the national program by providing baseline 
entomological parameters by: 
 Identifying the mosquito vectors of malaria in Zambia 
 Work out the entomological inoculation rates (EIR)  
 Testing for susceptibility to the chemicals  
 Perform bioassays on the sprayed walls and on the nets 

 
TDRC has capability for monitoring and measuring impact of the IHRS and of  the ITNs.  
This work can be done in the already identified 11 sentinel districts  of Mwinilunga, Chingola, 
Mpongwe, Mansa, Samfya, Isoka, Chipata, Chibombo, Chongwe, Choma and Sesheke. This 
would give us a map of vector distribution, EIR and susceptibility status 
 

Parasitology 

TDRC has capacity to provide baseline data on parasitological parameters by: 
 Identifing the malaria parasite 
 Quantifing parasiteamia by microscopy 
 Testing effectiveness of new tools (eg RDTs) 
 Predicting resistance by molecular methods 

This work could also be done in the sentinel sites to provide a Zambian map. TDRC also conducts 
re-Training of Laboratory Technologists who could be taken on board to help do this work. 
 
.  
 
 

Case Management 
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TDRC Conducts malaria drug efficacy trials (In-vitro and In-vivo) and evaluates the safety and 
efficacy of new drugs (Coartem being one), in the search   for appropriate anti malarial drugs for 
vulnerable groups such as children below five years, pregnant mothers and HIV/AIDS patients is 
a big challenge. We could play a role in cIMCI. 
 

Program Management 

We could sit on the program management and play a vital role 
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DISTRICT HEALTH OFFICE MALARIA PLANS 
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MALARIA CONTROL ACTION PLAN 

 

KALULUSHI DISTRICT 

 
Kalulushi district lies in the Copperbelt Province of Zambia.  It boarders with Mufulira to the 

North east, Kitwe to the East Chingola to the North and Lufwanyama to the West.  It has a 

population of 79,250  Kalulushi has 10 Health centers providing curative, preventive and 

promotive services.  It has two operational laboratories. 

Under Malaria Control programme the district is implementing the following: 

 

- Indoor Residual spraying phase II 

- Insecticide Treated Nets Promotion (Voucher Programme) 

- Intermittent Presumptive Treatment (IPT) 

- Case Management 

 

In view of the increased funding the district would like to scale up and to include these 

activities in the 2006 malaria plan. 

 

Indoor Residual Spraying. 
 
In 2006 the district would like to scale up to 100% of all eligible households in the district.  

This therefore means we need to procure a light truck to help collect chemicals from 

Central stores to the districts and for us to carry spray operators.   At the moment  we 

rely on hired transport.  There is need to have more funds to expand the storage space 

and secure it.  In addition expand the wash areas. 

 

There is need to increase number of spray operators and supervisors.  Also there is need 

to Increase IEC through posters, leaflets distribution, drama performances , community 

meetings need to be intensified to make the community aware of the programme. 
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ITNs 

 

The districts need a total of 9,000 ITNS to cover for the population in the 

peri-urban and rural areas.  This will be sufficient for 3 nets per household.  There is 

need to  

- conduct a research on the use of ITNS. (KAP Study) 

 

IPT 

More staff need training on focused ANC so that at least 2 members of staff are trained 

at each Health centre. 

 

Case Management 

 
- Training of staff in RDTs to be done in all Health centers and introduction of RDTS 

in the eight Health centers. 

- To procure two microscopes for the functional laboratories 

- To train at least two Health centre staff in IMCI 

- To train CHWs in  C IMCI 

- To train neighbourhood health committees in malaria control. 

- To procure emergency drug/logistics in all health centers 

 

A detailed plan will be produced in three to four week’s time. 

 

 

 
Prepared by: 

F.C. Sovi 

ACTING DISTRICT DIRECTOR 
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KAZUNGUALA DISTRICT HEALTH BOARD 

MALARIA ACTION PLAN 2006 
 

 
1.0 Introduction 
 

In view of the increased funding for malaria activities, Kazungula District malaria plan 

will be revised to include activities that were left out or were under budgeted in 2005.  

The plan will cover Roll Back malaria priority strategies as per 5 year Strategic Plan.  

These include Indoor Residual House Spraying, usage of ITNs and Case 

Management in relation to identified gaps and available resources. 

 

The plan will cover activities that will be scaled out to the whole district (100%).  An 

outline of gaps and solutions that may be followed, has been highlighted.  A detailed 

Action Plan for the year 2006 will be developed within the next two weeks and will be 

availed to National Malaria Control Centre. 

 

1.1   Identified Gaps 
 
1.1.1 Diagnosis 
 

- Inadequate microscope for examination of malaria parasite 

- Limited skills in use of Rapid Malaria Tests 

- Inadequate Rapid Testing Kits 

- Inadequate Reagents to examine malaria parasites 

- No proper Laboratory services 

- No Hospital services in the district to deal with complicated malaria 

- Inadequate Laboratory staff 

 

1.1.2 Case Management 
 

- Health workers not well oriented on malaria policy 

- Community not oriented in IMCI 
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- Some health workers not oriented in IMCI 

- Some health workers not oriented in PTCTC 

- Health workers require knowledge on integration of malaria in HIV/AIDS 

- Inadequate supply of ITNs 

- Treatment of malaria at community level not adequately handled 

- IPT programme not well documented – (uncaptured information) 

- Train staff in Drug Logistic management 

1.13 ITNs 
- Inadequate ITNS to households in the district 

- Difficult in distribution of ITNS 

- Inadequate information on usage of sold ITNs. 

 

1.2 SOLUTIONS 
 

Diagnosis and Case Management 
 
- Procure 20 microscopes 

- Train 22 health staff on malaria rapid Testing 

- Procure 20 Rapid Treating Kits 

- Procure reagents for malaria parasite examinations 

- Orient staff on present malaria policy 

- Train 20 health workers on IMCI 

- Train 20 health workers on PTCTC 

- Develop environmental and treatment protocol at all levels. 

- Procure anti-malaria drugs 

- Distribute malaria drug to Health  Centres 

- Provide support supervision in clinical management 

- Improve referral system and communication devices. 

- Train community health workers, TBAs in Case Management 

 

1.2.2 Preventive  
 

- Develop functional District Task Force on malaria 

- Hold quarterly meetings with district Task Force 
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- Sensitize the community on importance of ITNs 

- Ensure that all pregnant women receive all the SP prophylaxis at right 

intervals. 

- Mobilize adequate ITNS 

- Conduct sessions on Retreatment of ITNs 

- Procure Retreatment chemicals for ITNs 

- Improve documentation/reporting on ITNS distribution, sales and usage 

- Monitor, evaluate the usage and utilization of ITNS 

- Promote school health services – information on malaria 

- Conduct research usage of ITNS 

- Distribute …….ITNS to all households in the district 

- Conduct IEC sessions on malaria 

1.3 Vector Control 
- Sensitize the community on IRS programmes 

- Map all eligible structures for spraying 
- Procure IRHS logistics, chemicals and protective clothing 

- Procure light truck for mobility of IRHS equipment and personnel 

- Construct three storerooms (Kauwe, Nyawa and Kabuyu) 

- Procure.sprayers 

- Conduct orientation for other staff on IRS 

- Write project proposals to partners for support in implementation of  

IRS. 

 

 - Conduct – KAP before IRS programme 
- Monitor and evaluate the whole process at programme implementation 

- Write daily reports on the programme. 

- Train additional spray operators 

- Train more supervisors in IRS programme 

Prepared by: 

E. Mukonde 

DISTRICT DIRECTOR OF HEALTH 
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Kitwe District  
2006 Malaria Control and Prevention Plan Extract 

 
Preamble 
Kitwe District is the second largest district on the Copperbelt with a population of 419,478. There 
are 30 Government and 20 Private health centres and three hospitals. The total number of 
households in Kitwe is 95,000. 

 
Following the discussion at the Malaria Retreat, the District will make the following 
changes to the 2006 plan: 
 

1. IRHS 
The district currently has coverage of almost 50% (27,000 households out of the 56,000 IRHS 
eligible households. The district plans to cover 100% eligible households projected from 
56,000 to 60,000. To achieve this, we require additional insecticides, train more spray 
operators and another 65 spray pumps to make a total of 100 spray pumps. In addition, the 
district requires a light truck. 

 
2. ITNs 

The District further wants to scale up Malaria control and prevention interventions in the peri-
urban areas. This will lead to 100% coverage of the district if the 35,000 households are 
covered though the mass distribution of ITNs (105,000 ITNs). This will be conducted as an 
integrated programme with the Child Health Week between June to July 2006. In addition, 
ITNs will be distributed during outreach activities. There is need to increase storage facility. 

 
3. IVM 

This intervention will be included as a mop up strategy planned for May to August and hence 
an extra K100million is required. 

 
4. Case Management  

Needs assessment will be conducted for community IMCI as this has not been done in Kitwe. 
Training will follow for CHW and TBAs on case management using Coartem and IPT 
respectively. 

 
The District will further conduct research on RTDs and on IPT  

 
      Tactics for Effectiveness (to ensure success) 

1. Strengthen partnerships and operationalize early  
2. Early and timely Spray campaign 
3. Disburse funds early 
4. Procure transportation 
5. Consistent logistic supply 
6. Identify local NGOs and community initiatives 
7. Integration of HIV-Malaria, Youth Friendly, TB, Child Health and Reproductive 

health 
8. Strengthen M and E, recording and reporting 
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Interventions     
 
1. IRHS 

Eligible projected IRHS households  60,000 
Require 65 more spray pumps (currently have 35)  
Require light truck 
M and E 
 

2. ITNs 
Target peri-urban households  35,000 
Total ITNs (35,000 x 3)           105,000 
Retreatment of ITNs 
M and E 
Increase stoage facility  

3. IVM 
Larviciding 
Clearing dambos, drainages, breeding sites 
Tree planting in two areas (Ipusukilo and Riverside boundary) 
(Will use protective wear from the IRHS). 
 

4. IEC 
KAP study 
Pre-test material and Material distribution 
BCC communication strategy and implementation plan 
 

5. Case Management 
Research on RDTs and IPT, Expected pregnancy targeted for IPT 20,974 
by three doses (62,922 doses).  
Logistics for RDTs and 20 microscopes 
Training in new guidelines  
Needs assessment of c-IMCI, Conduct community training 
Disease surveillance 
Expansion of new malaria policy to private institution 
 

All other activities remain as planned 
 

Conclusion 

 
This is a plan of all aspects of Malaria control and prevention to be conducted in the district. A 

reduction in Malaria incidence and mortality will be achieved if the plan is implemented 

timely. 
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LUANGWA DISTRICT HEALTH MANAGEMENT BOARD 

 
 

INTRODUCTION 

Luangwa District has a population of about 25,000 (4167 households).  It is situated 
between Luangwa and Zambezi rivers which makes it vulnerable to high incidences 
of malaria throughout the years.  The largest part of the housing units are along 
these 2 rivers. 
 
In 2005, the district was chosen to be on pilot where 3 free nets are supposed to be 
given to each household.  By November 2005, 700 households benefited to 2,100 
nets received from the National Malaria Control Centre.  The programme has been 
planned in such a way that all households in a chosen area should receive nets to 
avoid leaving pockets of families without nets. 
 
All RHC Staff were trained in the use of Rapid Diagnostic tests kits since there are 
only 2 institutions with laboratory facilities.  Despite this training, the RDTs have 
not been received in RHCs for them to improve malaria diagnostic skills.  It is 
Managements wish to see that RDTs are received through Medical Stores Limited 
as was promised when this programme was introduced. 
 
The district further wished to have the community health workers trained in 
community IMCI because 5 out of the 8 health facilities are manned by one health 
worker, who is either an EHT or an Enrolled Nurse.  CHWs play an important role 
in Luangwa district because they operate from Primary Health Care buildings 
situated in their villages and not from their homes, unless it is outside working 
hours. Community IMCI will assist them improve skills in Malaria diagnosis and 
referral where it is a case of severe malaria. 
 
Lastly, a population of about 250 households should benefit from the IRS 
programme.  This is a population in the township with acceptable housing units fit 
for spraying. 
A project proposal shall be submitted to the National Malaria Control Centre for 
consideration. 
 
 
 
 
Requirements for the Malaria Control Programme 
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District population   25,000 
Number of Households     4,167 
Number of Households for ITNs  3,917 
Number of Households for IRS     250 
 
Number of ITNs received in 2005 2100 (700 households) 
Number of ITNs required between 2006 to 2007  11,751 (3917 households) 
 

OBJECTIVES:- 

1. To increase the number of Households with ITNs from 17% in 2005 to 90% 
by end of 2008. 

 
 ACTIVITY INPUT TIMEFRAME 
1. Orientation of RHC staff 

on ITN distribution and 
monitoring ITNusage. 

• Stationery 
• Fuel 
• Funds 

April 2006 

2. Headcount in the 
community to determine 
actual number of 
households 

• Funds 
• Transport 
• Fuel 

April –May 2006 

3. Orientation of CHWs 
NHCs and community 
leaders on ITN usage 

• Funds May-July 2006 

4. Distribution of ITNs  • Transport 
• Fuel 
• Funds 

July – Sept 2006 

5. Monitoring and 
Evaluation of ITNs 
usage in the community  

• Transport 
• Funds 

October – Dec 
2006 

6. Retreatment of old nets 
in the households  

• Chemicals June – Dec 2006 

 
 

2. OBJECTIVE 
  

To train all community health workers in community IMCI by end of 2006.  
 ACTIVITY IN PUT TIME FRAME 
1. Training of CHWs in 

Community IMCI 
Training 
materials 
Resource funds 
 

July-Sept 2006 
(by Child Health 
Unit) 
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2. Support supervision to health 

centres and community health 
workers 

Transport 
Fuel 
Funds 

Oct 2006 – Dec 
2008 

 
3.  OBJECTIVE 
To conduct IRS in 250 households in Luangwa township, and Katondwe Mission by 
March of 2007. 
 
 ACTIVITY IN PUT  TIME FRAME 
1. Write project proposal to 

conduct IRS programme for 
250 households in the district. 

Personnel 
Funds 

July  – Sept 
2006 

 
CONSTRAINTS 

1. Human Resource:- 
Health Centres are manned by one EHT or one Enrolled nurse except for 
three institutions which are well staffed. 
 

2. Transport:- 
Currently the district has one vehicle being used by Administration and for 
Referral of patients from Rural Health Centres to Katondwe Mission 
Hospital. 
 

3. Inadequate funding:- 
Luangwa district is the least funded in the country, important issues like high 
fuel prices, poor road network and long distances have not been taken into 
account when disbursing funds for programmes like Malaria. 
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