Annex A


Proposal Sub-Recipient GFATM Round 9 Narrative

1. General Project information

1.1
Program Title, Location and Timing 

	Program Name
	Intensified Malaria Prevention and Control in Myanmar 

	Country/Region/ Province/ Specific Location
	Myanmar

	Program Timing:  

Expected Start-up Date                  

Expected Finish Date

Project Duration
	1.1.2011
31.12.2012

2 years


1.2
Agency Details

	Delivery Organisation(s) in Recipient Country/Countries

Address

Primary contact

Secondary contact
	National Malaria Control Programme

Department of Health, Ministry of Health, Office No. 4, Nay Pyi Taw, The Union of Myanmar

Dr. Saw Lwin, Deputy Director General (Disease Control), Department of Health

Deputy Director (Programme Manager), National Malaria Programme, Department of Health


1.3
Requests to PR/GFATM
	Total funds requested from GFATM/PR
	 US$   13,116,119



	Total funds provided by other donors
	


2. Project description and analysis

2.1 Situation analysis

Malaria is a major public health problem in Myanmar.  In 2006, the estimated number of malaria cases and deaths were 4,209,000 and 9,100, respectively (World Malaria Report 2008, WHO/HTM/GMP/2008.1).  Aside from the serious negative socio-economic effects that are felt in Myanmar as a direct result of the high malaria burden, the resistance to artemisinin-based medicines that may develop if malaria in the country is not controlled is of global concern.  

This proposal is based on the national strategic plan for malaria prevention and control, and that is based on international best practices. It builds on and takes into account lessons learned from the existing national malaria control program and from the malaria projects of other partners - particularly those supported by the Three Diseases Fund.  It will reach out to poor and vulnerable communities, internal migrant workers and individuals in hard to reach and poorly serviced areas through a wide range of approaches so that they will be protected from malaria, and if they get malaria they will have easier access to quality diagnosis and effective treatment free of charge. It will cover all 17 States and Regions with a population estimated to be approximately 40.9 million (2008).  However, it does not include some townships in the Wa Special Region and in Northern Sagaing as these regions are expected to get support from other partners. 

Organization background

1950- Malaria program in Myanmar has been started as pilot projects in Shan State

1957- Malaria Eradication Programme by using DDT indoor residual spray 

1973- Malaria Eradication Programme, although technically sound, has to be changed to Malaria Control Programme because of financial and operational constraints

1978- It has to be integrated with other mosquito borne diseases such as Dengue                Haemorrhagic Fever, Lymphatic Filariasis and Japanese Encephalitis

1993- Global Malaria Control Strategy was adopted (Amsterdam Declaration in Oct 1992)

Now- Global Malaria Control concept was accepted by the programme in place of Roll Back Malaria

The national malaria control program has a very long history, and it covers all malaria endemic townships. The program has 2,500 staff nationwide.  They include medical officers, entomologists, laboratory technicians, entomology assistants, malaria assistants, malaria inspectors, supervising malaria spraymen, spraymen, insect collectors, drivers, office assistants, etc. 

Depending on the size and population, each township has 30 – 80 Basic Health Staff under the leadership of the Township Medical Officer. They provide basic health services, including malaria prevention and control. Around 10,000 of them were trained on malaria control program in the past 4 years. However, most of them would need refresher training, and thousands more need to be trained.

Moreover, there are thousands of Community Health Workers, Auxiliary Midwives and local NGOs members (e.g., members of Myanmar Womens Affairs Federation, Myanmar Maternal and Child Welfare Association and Myanmar Red Cross Society) who assist in the delivery of primary health care services. They are effective in mobilizing communities for health programmes such as national immunizations and for mass drug administration for elimination of lymphatic filariasis.  Some of them had experience in supporting malaria control; they can be easily mobilized for mosquito net survey, mass treatment of mosquito nets and for distribution of long lasting insecticidal nets and for promotion of the use of ITNs / LLINs. 

With support from WHO, ADB and UNICEF, VBDC has empowered Community Owned Resource Persons (CORPs) in very remote villages and they educate the communities on malaria prevention, treat mosquito nets with insecticides, assist in the distribution of LLINs, detect malaria using RDTs and treat malaria in accord with the national malaria treatment guide.

Current activities undertaken in Myanmar (include sources of funding & amount)


	#
	Title of Program/project 
	Funding source/ Timeframe
	Key areas of intervention
	Geographical Location 

	1
	National malaria Programme
	3DF

(2008-2011)
	Advocacy, Training for all BHS and VBDC staff developing data management system from grass root level to central level. Improving diagnostic and supply   Antimalaria Drug for  proper Treatment, Health facilities and community survey
	100 townships

	2
	
	JICA- MIDCP

(2005-2010)
	Supplies and equipment, training,supervision, laboratory quality control, Research, international training
	Bago(East & West), Magwe Division, Rakhine state

	5
	
	UNICEF
	Training for Microstratification, Distribution of LLIN and Insecticide  for Treatment of Nets,supply RDT and Antimalaria , Bed net survey , supervision,   Monitoring, evaluation
	80 township

	6
	
	WHO
	Training/International trainings, Monitoring and Evaluation,supplies and Equipments
	And Mostly at central ,State and  Divisional Level 

	7
	
	JGA

2005-2010

2009-2013
	Supplies and equipment, training,supervision,  
	Bago(east & West), Rakhine state Magwe Division,


All other programme such as UNICEF, JICA (MIDCP) and 3DF will conduct annual evaluation meetings in December 2010 and early January 2011 for the evaluation of implementation in 2010 and develop the workplan for the next year (2011). The detailed activities will be discussed to avoid duplication and overlapping.

2.2 Project overview
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This proposal is based on the national strategic plan for malaria prevention and control, and that is based on international best practices. It builds on and takes into account lessons learned from the existing national malaria control program and from the malaria projects of other partners - particularly those supported by the Three Diseases Fund.  It is designed to reach out to poor and vulnerable communities, internal migrant workers and individuals in hard to reach and poorly serviced areas through a wide range of approaches so that they will be protected from malaria, and if they get malaria they will have easier access to quality diagnosis and effective treatment free of charge. It will cover all 17 States and Regions with a population estimated to be approximately 40.9 million (2008).  However, it does not include some townships in the Wa Special Region and in Northern Sagaing as these regions are expected to get support from other partners. 

The project comprises two key interventions, namely: 

1. prevention using long lasting insecticidal nets (LLINs) and insecticide-treated mosquito nets (ITNs), and 

2. early diagnosis and effective treatment in accordance with national malaria treatment policy.  

The key intervention will be supported with the following strategies.  

1. Maximize utilization of ITNs/LLINs and early diagnostic and treatment services by the public, and 

2. Strengthen community based malaria control activities.

3. Strengthen technical and administrative management capacity for malaria control at all levels.
Human resources
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Coordination

VBDC and the other SRs (CESVI, MERLIN, MCC, MRCS, SC,WVM, IOM, MMA) will engage in prevention, case management of malaria, advocacies, social mobilization, empowerment of communities as well as to volunteers and capacity building. The partners will work together with  PSI focusing on creating informed demand using BCC strategies.
Under the preventive intervention, key activities include periodic net survey, mass treatment of nets, LLINs distribution and QA batch testing. MCC, SC, VBDC will do the periodic survey to establish the baseline information of target villages. 
CESVI, IOM, MCC, MERLIN, MRCS, SC, VBDC, WVM will carry out the mass treatment of bednets. The concerned SRs will mobilize the Basic Health Staff, NMCP field staff, project staff, village health volunteers, local NGOs members (e.g., Red Cross), the township and village health committees and others to help the target communities treat their own mosquito nets at village level.  The treatment will be carried out free of charge.
CESVI, IOM, MCC, MERLIN, MRCS, SC, VBDC, WVM, MSF-H will do the LLINs distribution. IOM and World Vision will target their distribution of LLINs to migrant workers in their project areas. MSF-Holland will target their distribution of LLINs to pregnant women in their project areas.  The QA batch testing for quality assurance will be done by VBDC. 

The key case management activities include diagnosis through microscopy as well as rapid diagnostics test and provision of treatment according to national treatment guideline. VBDC will support the microscopy service in township hospitals, station hospitals, and selected Rural Health Centers (RHC). Quality assurance and yearly training and re-training of microscopists will be done by national trainers certified as experts or trainers during external assessment by WHO and ACTMalaria in collaboration with VBDC. IOM and MSF-Holland will provide microscopy services at their fixed clinics and mobile clinics. In addition they will support some microscopy centers in public health facilities in their project areas and both will continue their own microscopy QA system. 

CESVI, IOM, MCC, MERLIN, MMA, MSF-H, SC, VBDC, WVM will use rapid diagnostics test (combo test) to detect malaria will provide the treatment in accord with national treatment guideline. The surveillance of drug quality will be done by VBDC in collaboration with FDA.
BCC strategies and materials will be used to support the key activities. PSI/Myanmar and all other SRs will create informed demand for the quality products and services distributed through social marketing and social franchising delivery mechanisms, using culturally appropriate and innovative communication messages disseminated through mass media, community-level media, interpersonal communications, and peer education programs. 

The prevention and case management activities will also be provided through volunteers. Two categories of volunteers will be trained; 1) prevention and treatment seeking and 2) prevention and case management.  MRCS will train only on prevention and treatment seeking. IOM and VBDC will have both categories while MCC, MERLIN, SC and WVM will have only one category of volunteer on prevention and case management. The capacity building will be done by all SRs to their specific target group in accord with the planned activities. Supportive supervision, monitoring and annual evaluation will be done to support the key interventions. 

Other organizations delivering similar services in the same area 

	SDA
	SR

	SDA 1.1 Insecticide-treated nets
	VBDC, CESVI, IOM, MSF-H, Merlin, MCC, MRCS, SC, WVM, PSI

	SDA 2.1 Diagnosis
	VBDC, CESVI, IOM, MSF-H, Merlin, MCC, MMA, SC, WVM

	SDA 2.2 Prompt, effective treatment
	VBDC, CESVI, IOM, MSF-H, Merlin, MCC, MMA, SC, WVM

	SDA 3.1 BCC; ITNs, Diagnosis and Treatment
	VBDC, CESVI, IOM, MSF-H, Merlin, MCC, MMA, MRCS, PSI, SC, WVM

	SDA 4.1 Empowerment of community volunteers
	VBDC, CESVI, IOM, Merlin, MCC, MRCS, SC, WVM

	SDA 5.1 Advocacy and social mobilization
	VBDC, CESVI, IOM, Merlin, MMA, MSF-H, SC, WVM

	SDA 5.2 Capacity development (training)
	VBDC, CESVI, IOM, Merlin, MCC, MMA, MSF-H, MRCS, SC, WVM

	SDA 5.3 Program planning, supervision, M&E
	VBDC, CESVI, IOM, MSF-H, Merlin, MCC, MMA, MRCS, PSI, SC, WVM

	SDA 5.4 Monitoring insecticide resistance
	VBDC

	SDA 5.5 Monitoring efficacy of malaria drugs
	VBDC

	SDA 5.6 Operational research
	VBDC, IOM

	SDA 5.7 Project management support
	VBDC, CESVI, IOM, MSF-H, Merlin, MCC, MMA, MRCS, PSI, SC, WVM


VBDC will take the lead in conducting advocacy at all levels (central, State/Division and township), with focus at township level for the better coordination in the field. The other key partners will be invited for the discussion in respective townships where malaria control activities are being implemented. The aim is to generate political and multi-sectoral support for malaria control and to help ensure access to prevention, diagnosis and treatment services in malaria endemic areas.  Communities and their local leaders will be mobilized to actively participate in malaria control, particularly for the selection of and support for village health volunteers, mass treatment of mosquito nets, distribution of LLINs and utilization of quality diagnosis and effective treatment which are given through BHS and volunteers. In addition to that VBDC will advocate to pharmaceutical companies and drug vendors and encourage them to adhere to the national malaria treatment policy and guideline. The materials will be developed in consultation with WHO Malaria unit.

Implementation of planned activities under Global Fund will be carried out by VBDC and other partners. WHO will provide technical and managerial assistance to the VBDC. WHO will also serve as the secretariat of the Malaria TSG, and facilitate the coordination among TSG members, organize technical meetings and workshop and provide technical guidance in the implementation of Malaria control activities. 
The capacity of WHO will be further strengthened to coordinate and support the implementation of activities in different SDAs for malaria control activities. The WHO Malaria Unit at Country Office staff will be comprised of:

· 1 international medical Officer (Not funded by GF in Year 1)
· 1 Junior Professional Officer (Not funded by GF)
· 1 Temporary National Professional (Not funded by GF in Year 1)

· 1 National Consultant (BCC & community empowerment)
· 1 National Consultant on procurement (cost shared with Malaria and HIV)

· Secretary

· Finance Assistant (cost shared with Malaria and HIV)

· Administrative Assistant (cost shared with Malaria and HIV)

There are three services delivery areas identified (Diagnosis and Progamme planning, supervision, monitoring and evaluation) for which the VBDC will receive assistance of external technical experts through WHO. This assistance will be facilitated through the WHO Country Office. 

Through WHO, the following technical staff will be employed to support VBDC activities:

	Location of staff
	Title of staff
	No. of staff

	Nay Pyi Taw
	National consultant (Program Management)
	1

	
	National consultant (Training coordinator)
	1

	 
	Data assistant
	1

	
	National consultant (Laboratory technician)
	3

	 
	Entomologist
	1

	 
	Office assistant
	1

	 
	Logistics assistant
	1

	States and Divisions
	National consultant (Program Management)
	14

	
	Data assistant
	14

	 
	Total
	37


WHO will closely coordinate with VBDC central, Department of Health and Ministry of Health starting from recruitment of the additional human resources. Allocation of the additional human resource will be requested by the VBDC to WHO with appropriate terms of reference. 

The additional human resources will support in strengthening of program management, coordination of trainings, monitoring, supervision, data collection, data management and generation of timely reports. 
Funds Flow Mechanism: 

Currently, the NMCP is implementing activities with the 3DF fund flow system as other 2 programmes. Standard Operating Procedure (SOP) for 3DF has been developed and are in use. Therefore, the VBDC should avoid establishment of another fund flow system, which could make state/regional/township level implementers confused.

In SOP of 3DF, there are 2 mechanisms of fund flow i.e. direct disbursement and monthly liquidation. The VBDC has wide diversity of activities, which need to use both mechanism mentioned above. The VBDC will request for direct disbursement for training, workshop, meetings, community mobilization and mass treatment of nets, transportation of IEC materials, drugs and commodities, community based and facility based surveys, therapeutic efficacy survey and entomological monitoring.
The remaining activities should be paid through monthly liquidation mechanism. The VBDC will develop the activity plan with State/Regional VBDC officers on quarterly basis and will put up to PR. The detailed budget estimates will be also updated and will put up to PR with the tentative dates for each activity to be implemented in a quarter. It is essential that PR should assign a focal point for Malaria in PR's office apart from FFA. 

The VBDC will inform to PR 2 weeks ahead if the scheduled activities have to be postponed due to unforeseen cause for the activities which needs direct disbursement like trainings, workshops and meetings, etc. Most of the planned activities could be disbursed with monthly liquidation. At the end of the month, the certified budget claims with necessary attached vouchers of township/State/Regional level activities are to be put up to the financial clerk sitting at the State/Regional level and disburse the payment at once or send with bank transfer if claimant is from the township or health facility level.  PR has to orientate SR at all level, what are the forms, how to fill in and how to claim.

The VBDC will assign one Assistant Director as a focal person at central level to certify the claims for activities conducted at central level. For State/Regional level activities, VBDC will allow State/Regional VBDC Officer to certify the claims. Similarly, District/Township Medical Officer will certify all the claims of activities conduct at district, township, station hospital and village level.
FFA should allocate as follows as requirement of three programs, (HIV, TB and Malaria)
	Sr.No.
	State/Region
	No. of FFA required

	1
	Yangon
	2

	2
	Mandalay
	2

	3
	Sagaing
	2

	4
	Bago East
	1

	5
	Bago West
	1

	6
	Ayeyarwaddy
	1

	7
	Magway
	2

	8
	Taninthayi
	1

	9
	Mon
	1

	10
	Kayin
	1

	11
	Kayah
	1

	12
	Kachin
	1

	13
	Shan East
	1

	14
	Shan North
	2

	15
	Shan South
	2

	16
	Rakhine
	2

	17
	Chin
	1

	
	Central, Nay Pyi Taw
	1

	
	Total
	25


2.3 Main project objectives, expected outputs, description of activities 
The goal of malaria control in Myanmar is to reduce malaria morbidity by at least 50% and malaria mortality by at least 50% by 2015 (baseline 2007 data), and contribute towards socio-economic development and the Millennium Development Goals. 

Objective 1:  Prevent malaria using insecticide-treated nets and long lasting insecticidal nets in high and moderate risk villages in 180 townships

Output: Populations are protected from malaria using ITNs and LLINs
Populations living or working in moderate and high risk villages in 170 townships will be the priority targets for malaria prevention using ITNs/LLINs.  100% of the populations in those areas will be targeted for protection against malaria using LLINs or ITNs

SDA 1.1: Insecticide-treated nets 

Activity 1.1.1 Distribution of ITNs/LLINs
: (Ref: 1.1.3.1 and 1.1.3.6)
Key results: 

Year 1: 382,451 LLIN will be distributed.

Year 2: 480,000 LLIN will be distributed.

The LLIN distribution will be done in 55 townships out of 180 priority townships in Myanmar. 

Procurement of LLINs will be done by UNOPS. Two LLINs will be provided free of charge to each household in high and moderate risk villages of target townships. Then the coverage will be sustained above this level in the next three years in all 55 priority townships. Full coverage in high and moderate risk villages in those 55 townships will be assured by treating the existing mosquito nets with insecticide tablet (KO tab).

The target villages will be identified by the VBDC team and TMOs. Selection of the villages will take into account the results of micro-stratification and annual planning done recently at township level. Although the Micro-planning for the distribution of LLINS in the target villages will be done at township level, selection of villages for ITN and LLIN was already discussed with other implementers like MRCS who will conduct the activities in Southern Shan State in order to avoid duplication of activities. Regarding PSI, it is in different entity. PSI is conducting the ITN programme almost all townships over the country by its own strategy; ie; social marketing. For that strategy, people who want to buy or to take part into the program can be involved. It cannot be taken into account for the targets or as duplication. It may be supplementary or complementary to other program's activity. 
Prior to the arrival of shipment, a distribution list will be prepared by in consultation with NMCP Manager and WHO Malaria Unit. The household survey for the net ownership will be conducted or the existing data will be updated in February through BHS and VBDC staff so as to get the list of villages, No. of households and etc;. Actual distribution will be done by VBDC team in collaboration with the TMO and the Basic Health Staff. The WHO national consultant will coordinate with the NMCP Manager, with the concerned Malaria Regional Officers and Township Medical Officers in the target State and Townships. The Malaria Regional Officer and VBDC focal person at township level will coordinate with the TMO and the concerned BHS for the delivery of LLINs from the township to the target villages.

Distribution will be done in April-May (or earlier as soon after the LLINs are received). LLIN and KO tabs will be procured though PR (UNOPS). LLINs that have full recommendation of WHO Pesticide Evaluation Scheme (WHOPES) will be the product of choice. 

Activity 1.1.2 Re-impregnation of ITNs/LLINs: (Ref: 1.1.2.1, 1.1.2.4, 1.1.2.10)

Key results: 

Year 1: 679,028 bednets will be impregnated.

Year 2: 1,663,300 bednets will be impregnated.

Massive and rapid scale up of ITNs and LLINs in high and moderate risk villages will be done to reduce transmission.   Mass treatment of mosquito nets already owned by people will be done in 170 townships where 86% (479,942) of the total reported malaria cases and 84% (1,545) of the total reported malaria deaths were reported in the period 2003 – 2007 (numbers given as five-year averages). The total population in these townships (2008) is 27.58 million (or 52% of the total population at risk in Myanmar). Mosquito nets will be treated with insecticide tablet (deltamethrin) once a year just before the start of the high transmission season.  The concerned VBDC staff will mobilize the Basic Health Staff, NMCP field staff, village health volunteers, the township and village health committees and others to help the target communities treat their own mosquito nets at village level.  The treatment will be carried out free of charge.
Procurement of insecticide tables will be done by UNOPS. One insecticide tablet is usually good for one mosquito net.  However, some of the mosquito nets are very large and very thick and may require 2 insecticide tablets. 

Central and State/Divisional VBDC teams will provide guidance to the Township Health Department Staff in planning and implementing this activity.  Also, the WHO Malaria Unit will provide technical support and monitor the activity.

Activity 1.1.3 Micro-planning and orientation of key staff and community leaders at township level for mass treatment of mosquito nets. (Ref: 1.1.2.8)
In each target township, VBDC and the Township Medical Officer will prepare micro-plan for mass treatment of mosquito nets. Community mobilization and BCC will be carried out to promote the use of LLIN/ITN for malaria prevention and control before the implementation of the activity. Micro-planning for the distribution of LLINS in the target villages will be done at township level with other implementers in order to avoid duplication of activities (PSI, MRCS). Also, health staff, volunteers and project staff in collaboration with local leaders will participate in this activity. WHO will also assist VBDC in this activity. 

Activity 1.1.4: Community mobilization and mass treatment of mosquito nets with insecticide (Ref: 1.1.2.10)

After developing the micro-plan, the TMO and the Basic Health Staff will inform the local leaders on the plan for distribution of LLINs and solicit their assistance to ensure success.  With support from TMOs and VBDC, every midwife shall mobilize villagers under her area of responsibility. 

The target villages will be identified by the VBDC team and TMOs. Selection of the villages will take into account the results of micro-stratification and annual planning done recently at township level. Community mobilization and mass treatment will be done just before the rainy season (or earlier once the insecticide tablets are received).

Micro-planning for the treatment of bednets in the target villages will be done at township level with other implementers in order to avoid duplication of activities (PSI, MRCS). Also, health staff, volunteers and project staff in collaboration with local leaders will participate in this activity. WHO will also assist VBDC in this activity.
Activity 1.1.5 Periodic mosquito net survey in representative sample of villages (NMCP): (Ref: 1.1.1.1)
It will be done in some villages of selected project townships. The identification of villages and development of protocol will be done in consultation with WHO Malaria Unit. The existing materials, forms and formats will be reviewed and updated in consultation with WHO Malaria unit. Tentative list of selected township is attached in Annex (1 a)
Objective 2: Strengthen public and private sector early diagnostic and treatment services and maximize access to and utilization of these services by the public

Output :  Malaria cases are treated appropriately in accord with national malaria  treatment protocol  
The health facilities in 225 townships out of 284 malaria endemic townships will be provided with early diagnosis and treatment of malaria. Early diagnosis is being done with the use of either rapid diagnosis test or microscopy.  Every township health facility has microscopic facility to diagnose malaria for both inpatient and outpatient. Some station hospitals and RHC where malaria is highly endemic, microscopic facilities for malaria microscopy were established. Health facilities where microscopic facilities are not available, RDT has to be used. This intervention is will be implemented in health facility and in village settings by trained health workers and volunteers. The laboratory supplies are supported to State/ Region VBDC clinics, township and other health facilities where malaria microscopy has to be carried out.
Microscopy services in township and station hospitals will be improved through training / refresher training of microscopists/laboratory technicians, provision of laboratory supplies, repair and maintenance of microscopes, and provision of microscopes.  Quality assurance of RDT and microscopy will be sustained.  In each target village a volunteer will be empowered to detect and treat malaria as early as possible, preferably within 24 hours of onset of fever.

SDA 2.1 Diagnosis

Activity 2.1.1 Case detection of malaria using blood slides (Ref: 2.1.1.5 for laboratory supplies)

Key results:

Year 1:       
450,000 fever cases are tested with microscopy 
Year 2:    
500,000 fever cases are tested with microscopy 
The activity will be performed by trained laboratory technicians at health facilities in project townships. 

One laboratory in each target townships will be supported. Total 225 laboratories will be supported.

Activity 2.1.2 Case detection of malaria using rapid diagnostic tests (Ref: 2.1.2.1, 2.1.2.6 and 2.1.2.8 )

Key results: 

Year 1:       600,000 patients tested for malaria using RDTs

Year 2:       800,000  patients tested for malaria using RDTs 

The combination RDT for immediate diagnosis of malaria will be used in areas or situations where microscopy is not available, including at village level where village health volunteers empowered to detect and treat malaria.
The Basic Health Staff and VBDC staff involved in malaria case detection will be trained on the procedure and provided with RDTs for malaria case detection in accord with the guidelines.  RDTs will be used in facilities without microscopy or when the microscopist is not available (e.g., at night time, weekends and holidays, etc). It will be used also at community level by trained health care providers for example during outreach services and surveys.

The quality assurance system developed by the Department of Medical Research (Lower Myanmar) in collaboration with WHO will be supported in this proposal through VBDC to ensure quality assurance of RDTs. Appropriate cooler boxes / pots (based on pilot test in 2009 – 2010) will be provided at the periphery to maintain temperature below 30 degrees centigrade.

Activity 2.1.3: Training and re-training of microscopists (Ref: 2.1.1.11 and 2.1.1.13)

Key results:

Year 1:  50 microscopists will be trained/ 75  microscopists will be re-trained

Year 2:  50 microscopists will be trained/ 75 microscopists will be re-trained

Yearly training and re-training of microscopists will be done by national trainers certified as experts or trainers during external assessment by WHO and ACTMalaria in collaboration with VBDC.

In Year 1, 50 and 75 microscopists will be trained in Quarter 1 and re-trained in Quarter 4 respectively. Similarly the next batch of 50 microscopists will be trained in Quarter 1 and 75 microscopists will be re-trained in Quarter 4. WHO malaria microscopy manual, bench cards and other training materials will be used during the trainings. WHO will support VBDC with technical assistance for this activity. 

Activity 2.1.4: Supportive supervision and monitoring quality of malaria microscopy (Ref: 2.1.1.9)

The activity will support in strengthening of the microscopy network.  VBDC will support the microscopy service in township hospitals, station hospitals, and selected Rural Health Centers (RHC) A total of 125 microscopes, tools for preventive maintenance and sufficient and good quality laboratory supplies will be procured. 

A quality assurance system being set up VBDC with technical support from WHO and ACTMalaria will be sustained with GFATM grant by supporting national consultants, training / re-training, supportive supervision, equipment and laboratory supplies.  

VBDC central level and State/Regional level microscopy experts will monitor and provide technical guidance and feedback as necessary. 

SDA 2.2 Prompt, effective anti-malarial treatment

Activity 2.2.1 Support to Drug Authority for enforcement (Ref:2.2.2.3)

The activity will support the supplies, surveillance of drug quality, and support to the Food and Drug Authority for strengthening its capacity (human resource development, and provision of equipment and supplies)  to detect fake, sub-standard drugs and counterfeit drugs and enforcement of regulations to address fake and counterfeit drugs.  A thorough review and inspection of the available anti-malarial drugs in the country will be undertaken by Food and Drug Administration (FDA) (ref. 2.2.2.2 for surveillance of drug quality). A selected sample of townships will be included in the activity and pharmacies, and other entities functioning as drug dispensers, GPs and private clinics will be included in the evaluation. Ineffective anti-malarial drugs, those that do not comply with registration and national standards and those that are not in line with the national malaria treatment policy will be recommended for de-listing.

Activity 2.2.2 Management of malaria cases with ACT (by group) as recommended in the national policy for treatment of malaria (Ref: 2.2.1.1)

Key results:

Year 1:   490,000 confirmed cases of P. falciparum are treated with ACT.

Year 2:   600,000 confirmed cases of P. falciparum are treated with ACT

Procurement will be done by UNOPS. VBDC will provide prompt and effective treatment in accordance with the national malaria treatment guidelines. It will be provided in all target townships following the diagnosis of malaria either by microscopy or RDTs. ACTs will be provided to laboratory confirmed cases of P. falciparum in accordance with national malaria treatment guidelines. 
Activity 2.2.3 Management of malaria cases with chloroquine (Ref: 2.2.1.2 )

Key results:

Year 1:       320,000 cases of non-falciparum cases treated with Chloroquine

Year 2:       360,000 cases of non-falciparum cases treated with Chloroquine
Procurement will be done by UNOPS. Those patients with confirmed non-falciparum malaria and those who are clinically suspected to have malaria but no severe symptoms probably due to malaria will be given a complete course of Chloroquine. Primaquine will be given to confirmed vivax malaria. It will be procured with other source of funds such as WHO and  UNICEF.
Activity 2.2.4 Management of malaria cases with i.v. Artesunate (Ref: 2.2.1.3)

BHS will be trained in the identification of signs and symptoms of severe malaria in particular in children under 5 years of age and pregnant women. Inj. artesunate will be provided to Basic Health Staff to be used as pre-referral management of severe malaria. 30,000 ampoules of Injection Artesunate will be procured through UNOPS..
Activity 2.2.5: Delivery of drugs to project sites

Drugs will be stored at central VBDC warehouse in Yangon.  Periodical supplies will be delivered to State/Division, then to the Health Departments and ultimately to the end user based on the guidelines developed by VDBC and WHO. The drugs will be distributed from central level to State/Regional level twice a year. The State/Regional level will distribute to township quarterly. In addition to that the drugs will be replenished if necessary. NMCP has developed SOP for drug supply in 2010 with UNICEF support, procurement from the State/ Region VBDC will include buffer stock for 2 months and one month for townships. Monthly replenishment will be practiced at township level to RHCs and  Subcentres according to their needs. Emergency indent will be issued for townships and State and Regions according to the procedure. Regular monitoring of drug balance can also be done by data base at both State/Region level and central level.WHO will assist VBDC in supply chain management. 

Objective 3: Maximize utilization of ITNs/LLINs and diagnostic and treatment services by the public

Output: Populations become more aware of the use of protective measures and access to treatment services in their communities
SDA 3.1: BCC: ITNs, Diagnosis and Treatment

Activity 3.1.1 Training on BCC (ref. 3.1.1.3)

2-day training of 350 key VBDC staff for effective implementation of BCC will be done in Quarter 2 of Year 2. The national consultant on BCC will provide technical guidance and support capacity development on BCC.  The training materials and curriculum will be reviewed and updated together with VBDC and WHO Malaria Unit. The resource persons for the training will include VBDC central staff and national consultant from WHO. The VBDC field staff, key staff from the Township Health Department will be trained.
Activity 3.1.2 Development and production of IEC materials (Ref: 3.1.1.8)

Key result: BCC materials (leaflets) provided each year

The Basic Health Staff (BHS), VBDC field staff and the trained volunteers will be supported with material to conducted Behaviour Change Communications (BCC). Leaflets will be provided to promote the following desirable key behaviors: have mosquito nets treated with insecticide, sleep inside ITNs / LLINs every night, seek diagnosis and treatment for malaria preferably within 24 hours from trained health care providers, adhere to appropriate treatment of malaria and avoid self-medications. A national consultant on BCC will provide technical assistance for this activity.  The existing materials and strategy will be reviewed and updated with the consultation of WHO Malaria Unit. 

It will be used in the promotion of the regular use of ITNs / LLINs BHS and by trained community health volunteers.  As well, it will be used in active promotion of regular use of untreated mosquito nets since they will also contribute in reducing the risk of malaria. BCC materials will be distributed to each household who would receive LLINs and those whose nets will be treated with insecticides. Moreover, health education will be conducted during mass treatment of nets, distribution of LLINs and as part of case management.

The target populations will be the general population at risk of malaria, but special emphasis will be given to high risk groups such as internal migrant workers and communities in remote high risk villages.


Objective 4: Strengthen community based malaria control activities

Output: Volunteer health workers and local NGO members empowered for malaria prevention and control

Communities in very hard to reach villages and with high burden of malaria will be empowered to control malaria. Empowerment will be done through the village health committees and village health volunteers.  Based on the lessons from existing projects in the country, Village Health Volunteers (VHV) will be empowered.  They will complement the health staff in the delivery of services for malaria prevention and control in high and moderate risk villages and in areas with a high concentration of migrant workers where access to health facilities is difficult.  With the facilitation of the project staff and/or Basic Health Staff, the villagers, through their village health committees, will be involved in selection, monitoring and evaluation of the volunteers.  

SDA 4.1: Empowerment of community volunteers

For each activity mentioned in the budget, please specify:

The Village Health Volunteers (VHV), who will be selected by their respective communities, will be sustained with support from the communities they serve and with minimal inputs from outside.  The VHV will be empowered to create community demand for malaria control services and deliver the services in their respective villages. They will be very instrumental in bringing the services closer to the population at risk.

Two categories of volunteers will be trained. Both will collect, analyse, submit and use essential data related to their respective villages (e.g., population, bednet ownership and usage, and malaria cases).  On average, 1 volunteer will be trained in each selected village. 

In the consultation with village and township health committees, which have multi-sectoral representation, the volunteers will be indentified and trained. The health committees are expected to generate support from different sectors to respond to malaria and participate in overseeing the delivery of malaria control services.

List of township and estimated number of volunteers per township is attached. (Annex 2 a and 2 b)
Activity 4.1.1 Training of VHVs on malaria prevention and treatment seeking behaviour (Ref: 4.1.1.8)

These volunteers will be trained only in malaria prevention (i.e., BCC on malaria, community mobilization for mass treatment of bednets with insecticides, mass treatment of mosquito nets, and distribution of LLINs). 2,500 volunteers from 117 selected project townships will be trained under this category. These volunteers will be trained on BCC on malaria, community mobilization for mass treatment of bednets with insecticides, mass treatment of mosquito nets, and distribution of LLINs.
Activity 4.1.2 Training and re-training of VHVs for both prevention and case management of malaria   (Ref: 4.1.1.10 & 4.1.1.12 )

In addition to malaria prevention, these volunteers will be trained in case detection using RDT and treatment in accordance with the national malaria treatment guidelines. 1,375 volunteers from 55 selected project townships will be trained under this category. The latter category will be selected from villages where access to health facilities is very difficult. 

For the volunteers recruited for prevention and case management, the training will focus on not only on above mentioned preventive interventions but also on case management such as case detection using RDT and treatment in accordance with the national malaria treatment guidelines.
VHV kits will be provided to each volunteer. VBDC will identify the contents of kits and those will be procured by UNOPS PR. The cost for accommodation and food allowance will be provided to VHV if the person needs to transport the patient to health facility. 
Activity 4.1.3 Training of trainers for training of VHVs on malaria prevention and treatment seeking (NMCP central level) (Ref: 4.1.1.6)

Two day TOT training will be conducted. Central VBDC staff and WHO Malaria unit will facilitate the training. The training materials and curriculum will be reviewed and updated in consultation with WHO Malaria Unit. The State/Regional level VBDC staff, Regional Officer, Team Leaders will be trained as trainees in TOTs at central level. The training curriculum, methodologies and future plan for the activities of volunteers will be discussed.

Activity 4.1.4 Training of trainers for training of VHVs on malaria prevention and treatment seeking (State/Division level) (Ref: 4.1.1.7)

Two day TOT training will be conducted. The central level TOTs and WHO Malaria unit will facilitate the State/Regional level trainings. 

Township Medical Officers, district and township VBDC staff, the resource persons from township training team (Township Health Assistant 1, Township Health Nurse and township VBDC staff) will be trained as TOT at State/Regional level. The training curriculum, methodologies and future plan for the activities of volunteers will be discussed.

Key results: (Activity 4.1.1- 4.1.4)

Year 1 : 

a. 25 TOT trained for VHV at Central level

b. 350 TOT trained for VHV at State/Regional level

c. 2,500 VHVs trained for prevention and treatment seeking.

d. 1,375 VHVs trained for prevention in case management of malaria. 

Year 2: 

a. 25 TOT re-trained for VHV at Central level

b. 350 TOT re-trained for VHV at State/Regional level

c. 2,500 VHVs re-trained for prevention and treatment seeking.

d. 1,375 VHVs re-trained for prevention in case management of malaria. 

The initial training of VHVs will be carried out in Quarter 2 and 3 of Year 1. The refresher training will be done in Quarter 2 of Year 2. 

The training will be tasks oriented for both categories of volunteers.

Activity 4.1.5 Supervision and monitoring of VHVs by BHS and VBDC staff (Ref: 4.1.1.16)

Key result:

Year 1 and Year 2: 2,500 volunteers working on prevention and treatment seeking and 1,375 volunteers working on prevention and case management will be supervised.

The activities will start in Quarter 4 of Year 1 and Quarter 2 of Year 2. 

The BHS and VBDC staff will monitor and supervise the activities of respective volunteers minimum once in every 2 months. 

Activity 4.1.6 Evaluation and planning meetings at township level with VHVs involve both on prevention and case management (Ref: 4.1.1.18)

Key results:

Year 2: The volunteers in 100 selected townships will be evaluated.  The volunteers from 55 townships that belong to the category of prevention and case management activities will be included. Another 45 townships will be randomly selected where volunteers are under the category of prevention and treatment seeking. The central level, State/Regional level VBDC staff and WHO Malaria unit will participate in that activity. The meeting will discuss issue, challenges of implementation in Year 1 and future plan of Year 2.
The activities will be carried out in Quarter 1 of Year 2. The meeting will discuss the progress, issues and challenges in the implementation of the program, and a plan of action for Year 2 will be developed.
Activity 4.1.7 Meetings with VHVs involved both in prevention and case management (Ref: 4.1.1.14)

Key results:

Year 2: Meeting done with the volunteers in selected 100 townships. 

The activities will be carried out in Quarter 2 of Year 2. The meeting will discuss the progress, issues and challenges in the implementation of the program in Year 2.
Activity 4.1.8 Updating and production of manual (and job aids) on prevention and control of malaria for use by village health volunteers (VHV) (Ref: 4.1.1.2)

Key results:

Year 1: 4,700 copies of manual printed and distributed

Year 2: 6.700 copies of manual printed and distributed

The existing manual and job aids will be reviewed and updated with the consultation with national consultant on BCC. The prototype will be provided to UNOPS PR for reproduction and distribution. 

Activity 4.1.9 Development and production of trainers' guide for training of VHVs (Ref: 4.1.1.5)

Key results:

Year 1: 300 copies of trainers’ guide printed and distributed

The activity will be done in Quarter 1 of Year 1. 

The existing trainers’ guide will be reviewed and updated with the consultation with national consultant on BCC. The prototype will be provided to UNOPS PR for reproduction and distribution. 

Activity 4.1.10 Periodic workshop to update training materials and methods (Ref: 4.1.1.1)

Key results:

Year 1: One periodic workshop conducted

The activity will be done in Quarter 1 of Year 1. 

The central level VBDC staff and national consultant on BCC will facilitate the workshop. The key partners will be invited for discussion. The workshop will review the existing materials and provide the technical guidance for updating the materials if required. 

Objective 5: Strengthen technical and administrative management capacity for malaria control at all levels

Output: Technical and management support further strengthened for malaria prevention and control, with focus at township level

The capacities for malaria prevention and control at different levels of the health care delivery system, with emphasis at township level, will be further strengthened. These will complement the ongoing activities being carried out by VBDC with support from UNICEF, JICA and WHO.

SDA 5.1: Advocacy and social mobilization

VBDC will take the lead in conducting advocacy at all levels (central, State/Division and township), with focus at township level. The other partners will be involved in townships where they operate their respective malaria control projects. The aim is to generate political and multi-sectoral support for malaria control and to help ensure access to prevention, diagnosis and treatment services in malaria endemic areas.  Communities and their local leaders will be mobilized to actively participate in malaria control, particularly for the selection of and support for village health volunteers, mass treatment of mosquito nets and distribution of LLINs. VBDC will conduct advocacy meetings with pharmaceutical companies and drug vendors and exhort them to adhere to the national malaria treatment policy. 
Activity 5.1.1 Development and production of advocacy materials (Ref: 5.1.1.2)

Key results:

Year 1 and Year 2: The advocacy materials printed and distributed.

The activity will be done in Quarter 1 of Year 1 and Year 2. 

A BCC consultant will be hired to review and update the existing materials and develop approaches that are not only technically correct but also politically and socio-culturally acceptable.  The prototype will be provided to UNOPS PR for reproduction and distribution. 

Activity 5.1.2: Advocacy meetings at central, S/D and TSP levels (Ref: 5.1.1.4, 5.1.1.5, 5.1.1.6)

Key results:

Year 1 and Year 2: 1 meeting at Central level, 14 meetings at State/Regional level and 180 meetings at Townships level conducted. 

The advocacy meeting will be done in 180 project townships. In Year 1, 30 townships and 150 townships will be done in Quarter 1 and Quarter 2 respectively. 

VBDC staff from central level will facilitate the central level advocacy meetings. Central level and State/Regional VBDC staff will facilitate the State/Regional meeting while State/Regional and township level VBDC staff will facilitate the township level advocacy meetings. 

The representatives from SRs and key stakeholders will be invited. The meeting will present and discuss the plans and activities of malaria control under Global Fund Round 9.

SDA 5.2: Capacity development (training) 

Capacity development through training wills emphasis on strengthening of capacity for project management and on the technical aspects of malaria prevention and control. This activity is not only for the implementation of the project but also as part of the vision to sustain the program even beyond the period of the GFATM grant.  For VBDC, the main focus of training will be to strengthen capacity of township health departments, particularly in townships with high burdens of malaria.  At central and Division/State levels, a core group of trainers will be trained to serve as trainers at township level.  

VBDC, in collaboration with the Township Health Departments, will conduct continuing medical education of BHS to further improve the latter’s knowledge and skills on malaria prevention and control. All other partners will conduct continuing education of their project staff as well as those who are involved in malaria prevention and control. 

Activity 5.2.1 Training of health care providers in the public sector on malaria prevention and control with emphasis on malaria case management (Ref: 5.2.1.13)

Key results:

Year 1 and Year 2: 4,500 health care providers trained in each year. 

The activity will be done in Quarter 2 to 4 of Year 1 and Quarter 1 and 2 of Year 2. 

The training will include the following: health education on malaria, provision of technical guidance to BHS on the use of RDTs and malaria drugs (ACT and chloroquine) and on insecticide treatment of mosquito nets, outbreak detection and response, monitoring of supplies, collection and simple analysis of malaria data from BHS, micro-stratification of malaria risk areas, preparation of township level report on malaria control program, and micro-planning. The participants will include VBDC staff and respective Basic Health Staff from project townships.

The BHS staff from remaining 45 townships will be trained under other source of funds such as WHO and UNICEF. 
.
Activity 5.2.2 Continuing medical education for health staff 
VBDC, in collaboration with the Township Health Departments, will conduct continuing medical education of BHS to further improve the latter’s knowledge and skills on malaria prevention and control. All other partners will conduct continuing education of their project staff as well as those who are involved in malaria prevention and control. It will be done in conjunction with monthly meeting at township level. This activity will be carried out within the regular TMO/BHS monthly meetings. These meetings mainly are a central part of the regular functioning of the MoH and not only related to a specific VBDC activity. Curriculum for the training activities regarding malaria issues and attendance sheets will be gathered by VBDC when trainings are conducted in townhips where VBDC is implementing with the support of GFATM R9. The participants trained under this activity will be BHS, and the number of participants trained will contribute to the target (no. of health staff trained) in the PF of VBDC, in order to add up to 5724 in year 1 and 14,578 in year 2. 
Key results:

Year 1 and Year 2: 1224 BHS trained in year 1 and 10,078 BHSs   trained in  year 2. 

Activity 5.2.3 Updating and production of reference manual (and job aids) for TMOs, VBDC and BHS (Ref: 5.2.1.3)

Key results:

Year 1: 8,000 manuals printed and distributed. 

Year 2: 8,000 manuals printed and distributed. 

In consultation with WHO Malaria unit, the existing manual and reference materials will be reviewed and updated. The prototype will be provided to UNOPS PR for reproduction and distribution to target townships. 

Activity 5.2.4 Central TOT for VBDC (Ref: 5.2.1.5) 

Key results:

Year 1 and Year 2: 24 Trainers trained for the training for health care providers

The VBDC focal person in each project township and selected VBDC staff at Division/ State level will be trained as trainers in malaria control program at township level.  Once trained, they are expected to (a) organize the training of Basic Health Staff in their respective township based on the action plan they would developed during the TOT, (b) will serve as resource persons / facilitators together with the Malaria Regional Officer / Team Leader during training of BHS, and (c) facilitators for planning malaria control program at township level.  Moreover, during the TOT in-depth qualitative information from each township will be taken from each participant as part of the monitoring and evaluation of the program. The activity will be conducted in Quarter 1 of each year.  

SDA 5.3: Programme planning, supervisions, and monitoring and evaluation

Activity 5.3.1 Supportive supervision and routine monitoring by central level (Ref: 5.3.3.1) by state/region (Ref: 5.3.3.3)and by township level (Ref: 5.3.3.4)

Key results (Activity 5.3.1 – 5.3.4)

Year 1 and Year 2: The target 225 townships supervised by central, state/regional and township level VBDC staff.

The VBDC staff from central level, state/regional level and township level will do supportive supervision and monitoring in collaboration with WHO Malaria Unit regularly to help sustain the knowledge and skills of health staff and volunteers, to identify and resolve constraints, ensure rational use of RDTs and drugs, collect reports and provide feedback if required. The frequency of monitoring and supervision visits by each administrative level is shown in the workplan. 
Activity 5.3.4 Special monitoring on adherence to policy by the service provider. (Ref: 5.3.3.6)

Key results:

Year 1 and Year 2: Operational research done in each year and determine the adherence to national treatment policy


The activity will be done in Quarter 4 of Year 1 and Year 2. The operational research will be done to determine the adherence to national treatment policy to health care providers. It will be carried out by VBDC staff in selected townships. 
Activity 5.3.6 Annual evaluation and planning at township level (Ref: 5.3.4.3), at State/Division level (Ref: 5.3.4.5) and at central level (Ref: 5.3.4.7)

Key results: (Activity 5.3.6 – 5.3.7)

Year 1 and Year 2 : 1 meeting at Central level and 14 meetings at State/Regional level done

The central level planning meeting will discuss and plan the activities of Year 1 among the central level staff, Regional Officer, Team leaders and key VBDC staff. WHO Malaria Unit will participate in that activity. The yearly detailed workplan will be developed taking into accounts of lessons learnt from the implementation of other external grants such as Three Diseases Fund, Unicef and WHO regular budget. 

In Year 2, the central level planning will evaluate the progress of implementation of Year 1, discuss the issues and challenges, orient the Regional Officers, Team Leaders and the Malaria Assistants / Inspectors on Year 2 activities and develop the detailed plan to carry out the activities. 

Similarly the annual evaluation and planning will be done at State/Regional level. The central level staff and State/Regional level VBDC staff will facilitate the meeting at State/Regional. The representatives of other SRs and communities will be invited to contribute the development of annual workplan. 

Activity 5.3.9 Quarterly monitoring meetings at township level  (Ref: 5.3.3.10)

Key results:

Year 1 and Year 2: Quarterly monitoring meeting conducted in 180 townships

The activity will be done in Quarter 3 and 4 of each year. The TMO and VBDC focal staff will conduct the quarterly program monitoring meeting at township level with the BHS and VBDC field staff. During these meetings, the progress will be reviewed, the challenges, issues and constraints will be identified and addressed and if necessary, will be brought to the attention of higher level officials, and technical guidance will be provided.  The VBDC officers at central and State/Division levels will attend these meetings in as many townships as possible. 

Activity 5.3.10 Training of entomological monitoring (Ref: 5.4.1.2)

Key results: 

Year 1: 25 entomological staff trained for malaria control

Year 2: 25 entomological trained for malaria control

It will be done in Quarter 2 of each year. 

The Central VBDC staff and National Consultant on Entomology will facilitate the training. The training will focus mosquito bionomics, sampling and identification methods, and monitoring insecticide resistance.
Activity 5.3.11 Field work for monitoring insecticide resistance (Ref: 5.4.1.3)

The field work will start in beginning of Quarter 2 of each year after receiving the necessary procurement. 

VBDC, in collaboration with the Department of Medical Research, will monitor insecticide resistance in one sentinel sites. The susceptibility of adult mosquitoes (primary malaria vectors) to insecticides will be monitored using the standardized WHO method: The mortality of several female Anopheles of a known species exposed in special tubes to filter papers impregnated with a lethal concentration (known as discriminating dose) of a given insecticide dissolved in oil. From these experiments, the appropriate dosage required to kill 50% or 90% of mosquito populations can be calculated and be able to detect any changes in percentage mortality over a period of time as well as occurrence of resistance in the field (Brown et al., 1986; WHO, 1992a; Roberts & Andre, 1994). Also, the residual efficacy of insecticide on bed nets will be monitored. Bioassay will be done by checking mortality of the target mosquito vector exposed for three minutes to insecticide-treated nets. 
Activity 5.3.12 Data management, analysis and reporting (Ref: 5.4.1.4)

Data are regularly generate monthly from basic health facilities and sent in hard copies to the township level. At township level, data encoders from VBDC and WHO will enter the data in a computerized database. The analysis will be done by WHO national consultant together with VBDC staff and report will be generated. Data quality assurance (DQA) of the data encoded in the database will be done quarterly and records will be compared against the raw data from registers. WHO will assist VBDC with technical assistance in entering data and doing DQA. 

Activity 5.3.13 Training/ Workshop  (TES) (Ref: 5.5.1.3)

Two day training workshop will be held in Quarter 2 of Year 1. It will to orient the participant on the current (2008) WHO protocol for in vivo monitoring therapeutic efficacy of antimalarials drugs and develop the detailed plan for activities on monitoring efficacy. The central level VBDC staff, DMR and WHO Malaria unit will facilitate the training. The Regional Officer, Team Leader and medical officers of respective State/Regional from studies sites will be invited. 

Activity 5.3.14 Field work for monitoring efficacy of malaria drugs, QA of drugs to be tested (Ref: 5.5.1.4)

Activity 5.3.15 Validation of blood smears (Ref: 5.5.1.6)

Activity 5.3.16 PCR analysis (Ref: 5.5.1.7)

Activity 5.3.17 Data management, analysis and reporting (Ref: 5.5.1.8)

Key result: (Activity 5.3.14 - 5.3.1.7)

Year 1: The efficacy of malaria drugs monitored and QA of drugs tested.

The activity will be carried out in Quarter 3 of Year 1. 
In collaboration with VBDC, the Department of Medical Research (Upper Myanmar), will set up one sentinel in Northern Shan (close to the border with China) to monitored the therapeutic efficacy of recommended antimalarial drugs against P. falciparum and P. vivax using the WHO protocol. PCR analyses and pharmacokinetic studies will be undertaken (in Yangon?). WHO will provide technical assistance to ensure quality and timely availability of data. Monitoring will be done every other year.
Activity 5.3.18 Locally appropriate strategies for vector control and personal protection (Ref: 5.6.1.1)

Activity 5.3.19 Locally appropriate strategies for maximizing utilization of diagnostic and treatment services (Ref: 5.6.1.3)

Activity 5.3.20 Promoting use of recommended ACT in preference to AMT in the private sector (Ref: 5.6.1.5)

Key result: (Activity 5.3.18 – 5.6.1.5)

Year 1 and Year 2: Operational research done and identified appropriate strategies for

a. vector control and personal protection 

b. maximize the utilization of diagnostics and treatment services

c. promoting use of recommended ACT

The activities will be carried out in Quarter 2 of Year 1 and Quarter 1 of Year 2. 

The above 3 operational research will be carried out with the aim of improving implementation of existing tools, and to test new tools and approaches that will respond to the needs for malaria control among high risk groups such as internal migrant workers, forest related workers and ethnic communities. It will identify (1) locally appropriate strategies for vector control and personal protection for high risk groups who could not be protected when they are working at night or in situations where the use of LLINS/ITNs is not feasible, (2) locally appropriate strategies for maximizing utilization of diagnostic and treatment services (3) strategies for promoting use of recommended ACT in private sector.

Activity 5.3.22 Revision of stratification manual (Ref: 5.3.1.2)

Activity 5.3.23 Production of stratification manual (Ref: 5.3.1.3)

Activity 5.3.24 Training of stratification teams (Ref: 5.3.1.4)

Activity 5.3.25 Conduct stratification surveys (Ref: 5.3.1.5)

Activity 5.3.26 Compilation workshop for stratification at township level (Ref: 5.3.1.6)

Activity 5.3.27 Data compilation and analysis (Ref: 5.3.1.7)

Key result: (Activity 5.3.22 – 5.3.27)
Year1 and Year 2: 50 townships each in Year 1 and 2
Micro-stratification of villages in selected 50 townships in each year. It will be done for better planning of interventions.  The township will be identified by VBDC and WHO. The guidelines developed by VBDC and WHO will be validated and updated based on the experience gained on micro-stratification supported by UNICEF and WHO. The preliminary data will be compiled at township level.

List of township is attached. (Annex 3) 

Activity 5.3.28 Community based surveys (Ref: 5.3.2.1)

Activity 5.3.29 Facility based surveys(Ref: 5.3.2.3)

Key results ( Activity 5.3.28 – 5.3.29)

Year 1: Community based and Facility based survey done in selected villages of 25 townships

Year 2: Facility based survey done in selected health facilities in 12 townships

Community and facility based surveys will be conducted yearly in project sites to monitor progress and outcomes.  The Malaria TSG, in consultation with technical staff of SRs, will develop the protocol for the surveys. 

Data collected routinely by BHS, during monitoring visits and during surveys will be triangulated to get clearer picture of the situation.
Surveys will be carried out to gather the following key information:  (1) bednet treatment coverage, (2) ITN/LLIN usage, (3) knowledge, practices and skills of BHS in relation to their tasks on malaria prevention and control; (4) access to diagnosis and treatment within 24 hours of onset of fever and its determinants, (5) availability / stocks outs of RDTs and drugs (ACTs and chloroquine). Moreover, malariometric survey will be done also in sentinel villages. The surveys will be supplemented with data to be gathered during supportive supervision and monitoring visits. 

SDA 5.4: Programme management and administration

Activity 5.4.1: Programme management and administration activities
Activity 5.4.2 Meetings

Activity 5.4.3 Workshops 

Key result ( Activity 5.4.1 – 5.4.3)

The project will be managed with the technical and management support from WHO. The required technical staff will be hired by WHO to support the implementation of GF supported malaria control activities. The activity reports will be sent to Central level through respective State/Regional level for the generation of quarterly report and monitor the progress of field implementation. The key focus of support will on logistics management, data management, data analysis and reporting, training, planning and M & E. The technical meeting and workshop will be done at Central level to discuss the planning, issues and challenges, way forward and to provide technical guidance for further improvement in malaria prevention and control. 

2.4 Indicators and targets to be reported (see also performance framework)

These indicators contribute directly to the performance framework to be reported to the GFATM on an annual basis:

Impact indicators:

1. Proportion of all deaths that are due to malaria (per confirmed malaria diagnosis)

2. Number and percentage of malaria (confirmed) admissions among all hospital admissions

3. Number of malaria (confirmed) cases reported by health workers (in facilities and outreach)

4. Positivity rate: Percentage of people found positive in slide or rapid diagnostic testing among all slides or rapid diagnostic tests taken

Outcome indicators:

1. Percentage of households with at least one LLIN / ITN

2. Percentage of population at risk sleeping under an LLIN / ITN the previous night

3. Percentage of confirmed malaria cases treated in accordance with national malaria treatment guidelines within 24 hours of onset of symptoms

Output indicators:

These indicators must be reported on a quarterly basis: 
1. Number of LLINs distributed free of charge for people at risk 

2. Number of mosquito nets treated with insecticide 

3. Number of blood slides taken and examined

4. Number of rapid diagnostic tests done and read

5. Percentage of assessed malaria microscopists who meets minimum national competency level

6. Number of people with malaria (by gender and age group) treated with recommended ACT (disaggregated by age group and sex)

7. Number of people with malaria (probable and confirmed) treated with Chloroquine (disaggregated by age group and sex)

8. % health facilities with no reported stock outs of nationally recommended antimalarial drugs lasting more than 1 week at anytime during the past 3 moths (number and percentage)

9. % of health care providers who provide anti-malarial treatment according to national malaria treatment guidelines among those surveyed (to be disaggregated by categories of providers).

10. Number of village health volunteers trained and supported for malaria prevention and control

11. Number of health staff trained/retrained

Process indicators:

To be reported quarterly to UNOPS

1. Number of microscopists  supervised and monitored for assuring quality of malaria microscopy during the reporting period

2. Number of supportive supervision and routine monitoring visits during the reporting period 

3. Number of trainings for community health volunteers given by VBDC staff during the reporting period 

4. Number of trainings of health care providers in the public sector on malaria prevention and control with emphasis on malaria case management

5. Number of quarterly monitoring meetings at township level

2.5 Monitoring & Evaluation, audit and others studies

Monitoring and Evaluation 

At township level, annual evaluation and planning will be carried out with participation of health staff, trained volunteers, representatives from SRs and representatives from communities at risk of malaria.  The Malaria TSG will take the lead in coordinating the annual evaluation and planning at central level.  They will meet at least quarterly with the SRs to track the progress and the outcomes of the grant.  The project will be evaluated by multi-disciplinary group of experts just before the end of Year 2 (mid-term evaluation) and just before the end of the project (Year 5).  

Data are regularly generate monthly from basic health facilities and sent in hard copies to the township level. At township level, data encoders from VBDC and WHO will enter the data in a computerized database. The analysis will be done by WHO national consultant together with VBDC staff and report will be generated. Data quality assurance (DQA) of the data encoded in the database will be done quarterly and records will be compared against the raw data from registers. WHO will assist VBDC with technical assistance in entering data and doing DQA. 

The data will be consolidated at central level and it will be incorporated in quarterly report to UNOPS PR. 
3. Risk analysis and mitigation

· enhanced technical and managerial systems within the programme;

· the empowerment of the community to self support and access services;
· creating links with other sector
· develop improved procurement and supply management; and
· building of data management systems and surveillance capabilities.
	RISK
	MITIGATION

	Human resource capacities: capacity building
	Many of the basic health staff and support staff will not have previous experience of working with malaria or have been trained on prevention and case management for some time ago.  

Training on the job by key VBDC staff will be carried out regularly during the project. Training and retraining of health staff will be done during the implementation of the grant.  

	M&E resources: introduction of a new M&E framework
	A draft of the national M&E framework is currently on revision, and definitions for the national indicators have been developed. There are a few indicators in the national framework which differ from those to be reported in the GFATM performance framework. 

VBDC and health staff at all levels will need to be informed and trained on the changes in the definition of indicators and data collection forms. 

Clear SOP on Data quality assurance mechanisms should be routinely introduced in the M&E visits in the programme. 

	Delay in the implementation of activities due to challenges outside VBDC
	Regarding the procurement of LLINs and KO tabs by UNOPS, the commodities are expected at the end of March 2011. A delay in the shipment can lead to late distribution and logistic constrains due to the start of the rainy season. VBDC will attempt to distribute LLINs and treat bedned as soon as they are provided by UNOPS in order to reach the target population before the rainy season.

Regarding the procurement of antimalaria drugs: there is currently a buffer stock of approximately 6 months that could be used in case of an unexpected delay in the procurement. Also drugs from 3DF will be procured until August 2011. 



	Limited access to high risk populations
	Highly mobility of risk populations: this can lead to underuse of ITNs/LLINs if people needs to move in order to work. Health education messages focusing on the importance of sleeping under a bednet wherever people sleep will be emphasized by the red cross volunteers. BCC activities of PSI for all SRs of UNOPS will facilitate the process.
Populations living in remote, high risk areas are attempted to be reached by training VHV in prevention and case management of malaria.  

	Limited access to diagnostic and treatment facilities of the population
	Populations will become more aware of signs and symptoms of malaria after VBDC BCC interventions. Still, the access of these populations to health facilities may remain limited.

VBDC volunteers and BSH will provide health education on early referral to health facilities in particular for more susceptible populations (pregnant women and children under 5), so patients can reach the HC within 24 hours of symptoms.  

	Duplication of activities with other implementers
	There is a risk of duplication of prevention and case management activities under GFATM grant. 

Coordination meetings and involvement of all partners in microplaning before the distribution of nets and the provision of treatment will be organized by VBDC

	Limited involvement of the private sector
	A large proportion of patients is seeking diagnostic and treatment in private health facilities. Mechanisms to improve notifications to VBDC and adherence to treatment guidelines will be promoted by VBDC

	Development of ACT resistance 
	There is a risk for ACT-Resistance in particular in border areas with Thailand. Pharmacokinetic studies to confirm the suspected level of resistance are to be conducted. A strategic frame for controlling the development of ACT-Res has been developed with the assistance of WHO.  


� Insecticide treated net (ITN) and LLIN: A mosquito net that has been conventionally treated (by dipping) with a WHO recommended insecticide within the 12 months preceding the survey (or) a useful long-lasting insecticidal net (LLIN). A LLIN is an LLIN that has not expired (i.e. has been delivered up to 3 years before the survey).  (from 3DF Guideline on Core indicators, Malaria, May 2010) 
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