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FOREWORD

The Surveillance, Monitoring and Evaluation (SMHErPhas been developed in line with the current
National Malaria Strategic Plan (MSP) covering peziod 2015 — 2020. The MSP outlines the key
technical and supportive strategies in the figlatiagt malaria for the period 2015 - 2020.

As Tanzania gradually will move from a malaria g¢ohiphase to a malaria pre-elimination phase,
monitoring, evaluation and surveillance will be mamportant than ever.

This SME plan is a product of extensive consultatmd collaboration between all stakeholders and
establishes a strategic framework for the collectidransmission, analysis, interpretation,
dissemination and, ultimately, use of information dptimizing malaria control interventions.

This Malaria Surveillance, Monitoring and Evaluatiplan is forming the ideal platform to measure
performances and evaluating achievements of the td$jets.

The plan describes the comprehensive SME platfoitim it goal and objectives (chapter 1), the core
malaria indicators and the available informatiorsteyn in place to collect them (chapter 2), the
necessary data management framework (chapter 3panchplementation arrangements (chapter 4).

The plan is part of the implementation of the pipie of the “Three Ones”; one Strategic Plan, one
Coordinating Mechanism and one Surveillance, Mamtpand Evaluation plan for malaria control

including costed work plan, agreed by Malaria CoinfProgramme and its partners in effective
monitoring of performance and outcomes.

| am confident that this plan provides the necgs$amework for monitoring and evaluation of
malaria control interventions and | urge all stakdbrs to put all efforts into its implementation t
enable the country move towards the vision of “MARIA-FREE TANZANIA”.

H']’JL&;
Dr. Mpoki M. Ulisubisya
PERMANENT SECRETARY
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EXECUTIVE SUMMARY

The surveillance, monitoring and evaluation (SMExnpfor the National Malaria Control Program
(NMCP) in Mainland Tanzania for the period 2015 02@ is based on and complements the NMCP’s
Malaria Strategic Plan (MSP) 2015 — 2020. Tanzangrogress in malaria control is shifting the
epidemiology of malaria from control phase towasdstained control and, eventually, to pre-elimorati

As Tanzania moves towards new phases of contrdiedomes increasingly imperative that cases are
properly reported and followed-up and that progratierand service provision indicators are contiraipu
collected. This enables NMCP to assess its progmsards international and national targets, and to
ensure resources are being used in the most destre¢ manner. The SME plan focuses on NMCP’s
strategy to move towards a) passive surveillangeutih health facilities and b) proactive, regular
monitoring of parasite prevalence, vector distidnut and interventions coverage. The planned SME
activities will contribute to an improved underdarg of the malaria burden carried by specific
geographies and communities within Tanzania, arsth plie country forwards towards elimination.

The overarching objective of SME activities for thext five years includes:

* To provide timely and reliable information to assgsogress towards the set global and national
targets,

* To ensure resources are used in the most costieffenanner, and

* To account for investments made in malaria control

The objectives of the NMCP’s strategic plan will ®@pported by extensive routine and periodic SME
systems and surveys with various processes and t@ald for data management and analysis. The tools
that have been used in the past - basic healtlitizcindicators and national representative sysvehave
been both cost-effective and efficient in capturusgful data, but may not provide a clear picturéhe
gains made in malaria in the near future. Threeomajpact and four major outcome indicators havenbe
identified as the core national indicators to eatduthe progress towards the achievements of ths-20
2020 national malaria strategic plan. These indisatare collected through national and regional
representative surveys and include four key souofeaformation based on population, health fagilit
malaria vector, and programmatic level. Assessroemttervention coverage and impact is a fundamnenta
element for monitoring disease trends. Health itgdilased surveillance indicators are able to aapkey
coverage and impact indicators up to district anadistrict level.

Due to the complex malaria transmission framewth&re is a wide variety of SME systems and tools in
place to collect data for monitoring malaria tramssion and malaria control interventions acrosszaara.
These multiple systems reflect the interaction keetwthe different elements of malaria transmission:
vector, parasite, host, environment and, eventuafiglaria control interventions. The comprehensive
malaria surveillance framework includes three majements. Each element of the surveillance framiewo
is strongly linked with a response system and gelherate an alert if an abnormal situation or mgotf
equilibrium occurs.

» Malaria disease surveillance including passive migritiMIS and weekly eIDSR reporting and active
case detection, if applicable.

* Malaria control programmatic surveillance includimgalaria commodities logistic management
reporting, preventive initiatives reporting andrgsate and vector resistance monitoring.

* Malaria transmission surveillance: including SeeltinrPopulation Surveillance, Malaria Vector
Surveillance and climate monitoring.



All data that originates from one of the above ey& or surveys is submitted to a more senior l&vel
approval. Data can originate from a variety of Isyéncluding Health Facilities, District Malariao€al
Persons, and Regional or National representatiadsirgstitutions. The preferential flow of informari
from HFs is via DHIS. Ideally, once reviewed, dateould be sent to the SME unit of the NMCP and,
eventually, entered into a comprehensive compolitdaria Database. The NMCP SME unit will
aggregate the data and produce reports and pubfisgbr dissemination and utilization at varioasdls,
such as the Ministry of Health and Social Welf&eé]MTs and RHMTs, other Ministries, Government
Departments, Development partners, ImplementinghBes, Research Institute and Community level.

In order to manage the massive input of informa#ippropriately it is of paramount importance tolgega
centralized data repository system (DRS) that ie ttbstore records from different systems, orgatiem
and provide standardized outputs for easy intempogts. The DRS should be flexible and provide a
platform for analysis of data at different admirasive and functional levels. This framework oflarmed
surveillance, monitoring, and evaluation activitwsl contribute to an improved understanding oé th
malaria burden carried by specific geographiescmimunities within Tanzania.



1 INTRODUCTION AND BACKGROUND

1.1 Introduction

The Surveillance, Monitoring and Evaluation (SMHErpfor the National Malaria Control Programme
(NMCP) of Mainland Tanzania, covers the period 2612020. It is based and is complementing the
NMCP’s Malaria Strategic Plan (MSP) 2015 — 2020.

Malaria is one of the major public health threat§ anzania and is transmitted in the country by tmagor
mosquito species, thA&n.gambiae s and An funestus. P.falciparum is the most predominant malaria
parasite species in Tanzania and causes severs fifrthe disease, while otheon-falciparum species
(P.malariae and P.ovale) are encountered with different distributions @srdhe country and are less
virulent'. In the recent years, there has been a dramatieae in malaria with parasite prevalence
reducing by half between 2007/2008 and 2011/201Zhis decrease is largely due to increases in
government and donor funding to support the sgalefunalaria control interventions including:

* Preventive vector control interventions: univeisalerage with long lasting insecticide treated nets
(LLINS), indoor residual spraying (IRS) and largalurce management (LSM) in selected areas

* Treatment with artemisinin-combination therapie€15)

» Diagnostic testing with malaria rapid diagnostst$gmRDTS)

* Intermittent preventive treatment during pregnagieyrp)

* Behaviour change communication (BCC) campaigns

» Surveillance, monitoring and evaluation activities

* Programme management, partnership developmeneandnce mobilization.

The results in terms of intervention coverage, cddas of malaria-associated morbidity and impact o
mortality—especially in children under five yearfsage—will allow mainland Tanzania to reach many of
its international commitments - Abuja Declaratiordalillennium Development Goals (MDGSs) - as well
as its own development goals as expressed in thierdh Health Policy, Vision 2025 and the National
Strategy for Growth and Reduction of Poverty.

Until now, monitoring and evaluation of malaria tmhhas been mainly based on:

» Periodic national representative malaria indicatowveys (Demographic and health surveys - DHS
- and malaria indicator surveys - MIS), approxirhatvery five years for key mortality estimates,
malaria services outcomes, malaria parasitaemiaaechia indicators

* Routine health facility-generated data through theiaformation systems

* Programmatic surveys to monitor insecticide susb#ipg and drug efficacy

» Health facility supervision and verification

* Operational research

Tanzania’s progress in malaria control is shiftihg epidemiology of malaria from control phase taiga
sustained control and, eventually, to a pre-elitnmaphase. As Tanzania moves towards new phases of
control it becomes increasingly imperative thatesaare properly reported and followed-up and that

! (National Malaria Control Programme, 2014)
2 (National Malaria Control Programme n.d.)



programmatic and service provision indicators anatiouously collected. The tools that have beeml uise
the past - basic health facilities indicators aradiamal representative surveys - have been both cos
effective and efficient in capturing useful datat Imay not provide a clear picture of the gains enad
malaria in the future. This document highlights NRIE strategy to move towards a) passive survedlanc
through health facilities and b) proactive, regutamitoring of parasite prevalence, vector distit and
interventions coverage.

1.2 Epidemiology of Malaria and its Control in Tanzania

The situation and epidemiology of malaria in Tanaars extensively described in recent NMCP
documents; National Malaria Strategic Plan 20182 Epidemiological profile of malaria and its tmah

in Mainland Tanzania (2013) and the Malaria ProgremPerformance Review of Tanzania Mainland
(2011/2012), it will be described here in the cahtd SME.

Tanzania is currently undergoing a malaria epidégioal transition, with approximately 60% of the
population now living in hypo-endemic areas - regiovhere parasitaemia is between 0 and 10 % -,
compared to 30% in 2080 The map in Figure 1 created by NMCP in partn@rshith INFORM,
highlights the distribution of malaria parasiteyatence across the country in 2610his map displays the
regions where high malaria transmission remainst mogenched (darker green) in the lake regiond, an
West and South Eastern Tanzania.

Figure 1: Tanzania 2000 (left) and 2010 (right) Predicted PfPR.10

Legend
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B - 10% to 50%
I -50% to <75%
I 759 o 100%

W Malaria Free

Parks and Reserves

Water

Source: Epidemiological Profile of Malaria and its Control in Tanzania. NMCP 2013

Through existing monitoring and surveillance systethe NMCP has been able to identify the following
key factors that influence malaria control in Tamaa

e Geography and Climate
Tanzania is divided into 25 regions and has exthgmaried geography and climate, ranging from
tropical coastal lowlands to arid and mountainoughlands. The basins around lakes Victoria,

* (National Malaria Control Programme 2014)
4 (The INFORM Project: Department of Public Health Research Kenya Medical Research Institute - Wellcome Trust Progamme,
Nairobi, Kenya 2013)
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Tanganyika and Nyasa have relatively high tempesafthumidity and heavier rainfallThe greater
part of Tanzania consists of the Central Plateauitfrn and northern Highlands around 900-1,800m,
which is punctuated by mountain ranfe<Climatic conditions remain favorable for transsiis
throughout almost the entire country, with clos®866 of Mainland Tanzania at risk

¢ Urban vs Rural

The proportion of the population living in urbareas has increased with each census from 5% in 1967,
13% in 1978, 21% in 1988, 27% in 2002 and 30% i%12P012. Dar es Salaam city accounts for
approximately 10% of mainland Tanzania's popul&tioiThis trend places an increasing burden on
already over-whelmed public services and sociaastfucture in urban settings.

e Health System Decentralization
There are two formal administrative levels in Tanas health system: regions and councils. Councils
are categorized according to population settinggrict councils (mainly in rural settings), towmgh
municipal and city (mainly urban settingsYhere are currently over 6,500 healthcare faslitn the
country. 79% of these facilities are governmemt, r18% are faith-based and voluntary, and 9% are
privately owned’.

e Socioeconomic Status
Poverty in Tanzania is a key concern for the Gowermt, and has significant impacts on the
accessibility of health care. Income growth in Tama is highly correlated to an individual’s urban
rural location growth, driven predominantly throutje agricultural sector, was about 4.5% on average
between 2000 and 2007. When contrasted with thenatpopulation growth rate of 2.9% over the
same time period, the change in rural per capitante becomes small, thus perpetuating poverty in
rural areal’. The Household Budget Survey, conducted in 202Mhdicated that out of every 100
Tanzanians, 36 were poor in 2000 - 2001 compar&d ia 2007 and 22.8 in 2011/2012.

1.2.1 Malaria Prevalence

Tanzania has the third largest population at rislstable malaria in Africa, following Nigeria ante
Democratic Republic of Congo, with 96% of Tanzamainland population at risk for contracting the
illness. Comparing the THMIS surveys conducted in both728008 and 2011/2012 it is evident that the
prevalence of malaria has decreased significartlgss all regions. Overall, malaria prevalenceidedl
from 18.1% in 2007/2008 to 9.5% in 2011/2&%.2

Table 1 highlights the distribution of Tanzania’pplation according to malaria stratification.
Approximately 59% of the population lives in matahypo-endemic areas while the remaining 41% lives
in meso-, holo-, and hyper-endemic areas.

> (National Malaria Control Programme 2014)

¢ (National Malaria Control Programme 2014)

7 (National Malaria Control Programme 2014)

8 (The INFORM Project: Department of Public Health Research Kenya Medical Research Institute - Wellcome Trust Progamme,
Nairobi, Kenya 2013)

° (National Malaria Control Programme 2014)

10 (National Malaria Control Programme 2014)

u (National Malaria Control Programme 2014)
© (National Malaria Control Programme 2014)
B (National Malaria Control Programme 2014)

11



Table 1: Epidemiological classes and population at risk

Population at Risk

Epidemiological Class

Population Proportion Cumulative
i % %
Pop Malaria free 1,573,594 3.63% 3.63%
Pop unstable 12,161 0.03% 3.66%
Pop < 1% 9,462,802 21.83% 25.48%
Pop 1-4.5% 8,850,001 20.41% 45.90%
Pop 5-9.9% 5,785,627 13.35% 59.24%
Pop 10-49.9% 16,675,631 38.46% 97.71%
Pop 50% PLUS 993,639 2.29% 100.00%

As mosquito breeds in still water; the volume ohfall is strongly correlated to the prevalencenadlaria.
Seasonal malaria peaks occur at the end of thg sa@son. The Central and Southern parts of thetigou
have one rainy season (that peaks in March-Apvit)) more than 60% of rainfall concentrated in ldsm
three months. The Eastern, Northern, and Westenesz@xperiences bimodal rainfall (with peaks in
November and April), with rainfall spread over ader period”.

It is apparent that tools and procedures for SMHE liave served well in the past may not be sufficie
conduct effective and efficient SME in an enviromtef lower prevalence of malaria as is now being
encountered in parts of Tanzania. For example, kasipes of typical surveys used to do SME may not
provide point estimates with small enough confidemtervals to enable comparisons across places and
time. The uneven progress of malaria control actbescountry also poses challenges to typical SME
procedures. While national coverage estimates rilybe useful, additional emphasis will need to be
placed on sub-national indicators to more effidietdrget malaria interventions.

1.2.2 Malaria Transmission

The effectiveness of preventive malaria intervergisuch as LLINs, IRS, LSM and others depends en th
intensity of parasite transmission and types of quidses that are present in the environment. The
following factors make mosquitoes efficient casief the malaria parasites:

» Vector biology and dynamics
Different species of mosquitoes have their owngyerices in terms of resting and feeding habits with
implication on type of vector control interventioteployed

* Vectoral Capacity
Mosquitoes that transmit malaria have high vectoggacity and are very efficient carriers of the
disease and therefore able to maintain malarisitnéssion

» Adaptation to Environment
Mosquito populations are able to shift feeding,tings and breeding behaviours to adapt to
environmental challenges and human malaria inté¢imes

* Resistance
Mosquitoes develop resistance to a variety of insides

" (National Malaria Control Programme 2014)
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For the purposes of SME it is also important to arathnd mosquitoes’ geographic distribution in the
country as they impact the tools employed to contaem from infecting humangdble 2). In-country
entomological monitoring as well as continuous eewviof international databases that report on vector
prevalence and resistance should be key compootatwell-designed SME plan.

Mosquito resistance to insecticides used in LLIM8 8RS is an important concern for SME. Tests in
several regions of Tanzania reveal that mosquiistance to several insecticides is emerging ardf@w
places rapidly spreading. The recent change (26f18jorld Health Organization (WHO) guidance with it
more stringent criteria for assessing sensitivéyeals a worsening resistance picture and will ceima
more aggressive routine surveillance.

Finally, changes in mosquito resting and bitingawbr, although not well studied until now in Tanig
have important programmatic implications.

Should malaria transmission continue to declinenwitthe duration of this strategic plan’s timeframe
additional SME, improved, more precise prevalen@aitoring and case detection tools will need to be
introduced. This will include larger use of qualitealth facility generated data, serology and, more
sensitive diagnostic testing.

Table 2: Anopheline Mosquitoes Transmitting Malariain Tanzania

Species Behaviour Distribution/Predominance Habitat
A. gambiaess. Endophilic Throughout Tanzania but decliningShallow, sunlit, temporary bodies
Anthropophilic numbers in several areas. Predominant af water.
Endophagic the north west and south east of the
country.
A. arabiensis Exophilic Widespread, but lower densities iWide variety of natural and
Anthropophilic Kagera, Kigoma, Katavi, Geita, Westermrtificial habitats
Zoophilic (cattle) parts of Mwanza and Mara regions.
Exophagic Currently  considered  the most
predominant vector in Tanzania.
A. funestus Endophilic Widespread, South eastern Tanzania Permanent ori-psemanent
Anthropophilic bodies of fresh water with
emergent vegetation.
A. merus Minor vector present along coastal
regions

1.3 Achievements in Malaria Control in Tanzania
1.3.1 Malaria Prevention

The 2007/2008 and 2011/2012 THMIS shows a drammati@ase in LLIN ownership (from 38.3% to 91.5%)
and use (from 20% to 69%). The rural areas hadegeitold increase in ownership. Use amongst bickdby
vulnerable groups remains higher than amongstofetste population. Populations living in househotdghe
lowest wealth quintile had a four-fold increaseoimnership of nets, from 22% to 90%. The net sopatéern
changed between 2007/2008 and 2011/2012 due traliff distribution mechanisms, with 55% of netshia
households provided through free campaigns in ZDIY, while in 2007/2008 the bulk of the nets (5%%mMme
from a shop, mobile vendor, or market.

The overall proportion of households covered by IRShe previous 12 months rose seven-fold between
2007/2008 and 2011/2012. IRS has been implementsdlécted areas of the country and was scaled U8 i
out of 22 councils in three regions of the lakeezbetween 2007/2008 and 2011/2012.

13



The proportion of women with a history of pregnaictyhe previous two years accessing two or mosesof
SP for IPTp did not change over the two surveys—adith33%, respectively.

1.3.2 Management of Fever in Children

Despite the drop in malaria prevalence, the promodf children with a history of recent febriléniéss did not
change—19% and 20.5% in 2007/2008 and 2011/20%pectively. Urban settings have a relatively higher
rate of febrile illness compared to rural areas—28%d 20%, respectively. The 2011/2012 THMIS showed
increased consumption of ACT (35%) compared td20@7/2008 survey (20%), especially in rural ar@a3T
was the leading antimalarial taken during the #ken both surveys, but its share went up from 3id%
2007/2008 to 61% in 2011/2012. Two out of threddechn treated with antimalarials in rural areasewgiven

an ACT.

1.3.3 Malaria Knowledge and Communication

In THMIS 2011/2012, the media most commonly useddnyto convey malaria messages to women ages 15 -
49 years was radio, with a share of 49%. A sinplaportion of radio diffusion has been observedural and
urban communities, while printed materials andvisien were used mostly by the population livingurban
areas. Women living in households in the lowestlthieguintile and with no education have signifidgribwer
access to malaria messages compared to women wie iweghe highest wealth quintile and with more
education; specifically, 48% of women in the lowesalth quintile accessed malaria messages compared
82% of those in the highest quintile, and 37% ofmea with no education accessed malaria messages
compared to 84% of the women with secondary edutati above. Women living in households in the Isiwe
wealth quintile and with no education were moreeljkto receive the messages from healthcare workers
compared to women in the respective highest wegilihtile and with more education.

1.4 National Malaria Strategic Plan

1.4.1 Vision, mission, goals and objectives

The vision for NMCP’s Strategic Plan 2014 to 2020 is for Tama to become a society free of malaria. This
vision is driven through thenission to ensure all Tanzanians have access to qualfitgctiee, safe, and
affordable preventive and curative malaria intetwars through timely and sustainable collaborafferts
with partners and stakeholders at all levels.

To ensure that Tanzania’s vision and mission ahgesed, the NMCP has identified a more speajoal of
reducing the average country malaria prevalenam £60% in 2011/2012 to 5% in 2016 and further down t
less than 1% in 2020. All decisions made at NMCé&the MOHCDGEC are driven by this strategic goal.

NMCP'’s strategic plan outlines the key strategiotives and action plan during the period 2012G20. The
document discusses the key technical and suppastiategies necessary for the ongoing fight agairadaria.
Furthermore, the plan provides a high level guidethe implementation, coordination, and monitoriofg
malaria activities of the Government of Tanzanegional and local government authorities, develagme
partners, implementing organizations, academidtuigins and the private sector.

There are five key strategic objectives, outlinetbly, that are included in NMCP’s strategic plan:

 Reduce malaria transmission by scaling up and maing effective and efficient vector control
interventions

14



* Prevent the occurrence of severe morbidity and afityrtrelated to malaria infection through the piatian
of universal access to appropriate early diagng@s@mnpt treatment and provision of preventive thars
and vaccines to vulnerable groups

» Create an enabling environment in which individuatsl household members are empowered to minimize
their own malaria risk and seek proper and time#yama treatment, if and when needed

* Provide timely and reliable information to assessgpess in achieving established global and nalttiona
targets, to ensure that resources are used in disé cost-effective manner and to account for inmesits
made in malaria control

* Ensure effective programmatic and financial managenof malaria control interventions at all levels,
implemented through effective and accountable peastnps, with adequate funding

The above goals of the MSP reflect the overaation of malaria strategic planning activities floe coming
five years. However, each objective is broken déwther and includes a series of quantifiable iathes that
allow NMCP and its partners to measure progresssigthese objectives (see APPENDIX 1. STRATEGIC
PLAN 2015-2020 LOGICAL FRAMEWORK).

Figure2: Overview of Malaria Strategies

Malaria Control and Elimination Efforts in Tanzania

Integrated Malaria Vector Malaria Case Management

Control (Diagnosis, Treatment, and
Preventative Therapies)

Surveillance, Monitoring and Evaluation

o

Programme Management, Partnership, and Resource Mobilization

Behavioural Change Communication

These indicators are driven by data that is caend analysed by NMCP’s SME activities. In theypWSME
activities impact all other activities of the pragime. Behavioural change communication and progam
management are two functions that also span prieeeand curative interventions. This concept iplkdiged in
theFigure 2.

1.4.2 Identified SME Challenges

NMCP and their strategic partners have made saaifi progress in malaria monitoring, evaluation and
surveillance. As new surveillance tools are impleted and the scale of existing systems is expanded,
challenges become more apparent. The followinglehgeés have been identified in the preparation and
creation of this document, and will be answerethis strategic plan:
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Complex and multiple reporting tools from variousrtpers: as the existing number of reporting system
increases, so does the complexity of reporting dath analysis; data analysis and back end data
aggregation is an issue that NMCP is currently wiaylon

Weak implementing partners’ coordination: NMCP iempkenting partners are usually generating
conspicuous amount of information; there are a éstablished mechanisms or occasions for information
sharing

Datasets managed by implementing partners are ymathsonized with a central database; the existing,
though fragmented, national malaria datasets regumnprovement in data quality, timeliness, congrless

and regular updating to generate reports; the datsbused by implementing partners have different
formats for data management, thus making imponatiod management of data from partners’ databases

tedious and time consuming

* Inadequate numbers of human resources with thereelskills mix at the NMCP SME unit.

» Delayed sharing of operational research findings,decision making: a current challenge experierimed
NMCP is the ability to gather and analyze data imeely fashion such that it can be used to makdesce
based decisions;

* Access to data: data accessibility and dissemimatoa key challenge that currently exists in malar
monitoring and evaluation; this challenge is padiiven by the limited access to data at multigheels of
the government organizations

These challenges have been discussed in a graumdsttween NMCP and the partners and the SME \pén
developed with them in mind.

1.5 Goal of National Surveillance, Monitoring and Evaluation Plan

As stated in the NMSP, the overarching objectiveswieillance, monitoring and evaluation activitfes the
next five years is three fold, and is:

» provide timely and reliable information for assaegsprogress towards the set global and nationgétsy
* ensure resources are used in the most cost-eteti@nner, and
» account for investments made in malaria controhencountry

Strategic decisions made at the programme leveh&anmed by this overarching objective.
1.6 Malaria Surveillance, Monitoring and Evaluation Objectives
NMCP’s strategic plan identified the following fowwpecific objectives, which will serve to addrese t

interventions during the implementation period. Séhebjectives are specific, and each is supportitid w
individual activities and indicators of progreswéods their achievement.

Objective 1: Improve quality, completeness, and timeliness of malaria indicators within the routine health
information system to reach 90% of health facilities reporting monthly through the HMIS by 2020

Objective 2: Establish a comprehensive framework for collecting, processing and storing essential malaria
indicators from periodic service delivery and programmatic surveys

Objective 3. Establish and maintain a comprehensive and effective malaria knowledge management system to
collate, interpret, disseminate, and promote the use of quality malaria data for evidence-based decision making
at national and district level
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Objective 4: Design and support the implementation of a comprehensive malaria surveillance and response
system for epidemic-prone districts to ensure that 80% of malaria epidemics are responded within two weeks
from the onset by 2020

The above specific objectives are supported bynsite routine and periodic SME systems and survElys.
processes and tools used for data management ahydiarare described in the next sections.

1.7 Scope of Malaria Surveillance, Monitoring and Evaluation

The collecteddata should be analysed and transformed information that is able to generateowledge
and eventuallyevidenceto help mangers to make and implemdestisionsthat will result in the desired
impact. The scope of SME is to influence plans and degisioough a continuous process that aims to
integrate, interpret and evaluate indicators tmatraonitored, compiled, arranged, analyzed andepted to
stakeholders and policy makers (Figure 3).

Figure 3: The scope of malaria surveillance monitoring and evaluation

Information

t analyvse
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2 INDICATORS AND COMPREHENSIVE INFORMATION SYSTEM

2.1 Data Measurement and Indicators

2.1.1 Type of indicators

In order for NMCP’s strategic interventions to beeeuted successfully, it is essential to monitaf amaluate
all malaria control programme activities. This deabNMCP to assess its progress towards interredtismd
national targets, and to ensure resources are bsetdjin the most cost-effective manner.

The following SME model by RBM illustrates the \aus types of indicators which are collected, andciwvh
evaluate and track the success of a programige ¢ 4).

Figure4: RBM SME Mode

Impact Indicators {(Measuring Pop.

Indicators that Monitor Malaria Prevention and Control _ ; ;
Coverage and Reductions in Malaria)

IR Process Output Outcome Impact
P Indicators Indicators Indicators Indicators

Use of financial Policies & Sector * Sustained
. :’-Inanc& resources for: guldelines performance improved health
'ﬁ] = Drugs and supplies * Planning * People employed / * Increased and socio
e * Logistics * Tralning trained coverage econamic status
% * Tech. assistance * Meetings * Commodities * Increased access *  Sustained
lg * Research * Tech. Assistance distributed * Increased marbidity and
bl * Information * Advocacy and * Co-ordination utilization of martality
Lg * Physical Structures Communication mechanisms services reductions
S * Partnership
g- development
= * Supervision
“ carried out
* Services provided
\ J {1 J
| 1
Measured at the program level Measured at the population level

The previous figure, highlights the different inaliors that affect malaria prevention and contral #rat can be
used by NMCP and partners. Each indicator typeptagned below.

Input indicators track human and financial resources that are ieebivith programme operations. These may
involve programme facilities, finances, and supplienedication, medical and office supplies amahgIs - .
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Process indicatorsindicate the effectiveness and success of a prageasnoperations. They demonstrate
whether the programme is being carried out accgrdinbudget and schedule. Process indicators typica
involve the monitoring of financial resources.

Output indicators measure immediate individual programme resultsyTiheorm the audience of the direct
effect of the programme’s activities.

Outcome indicators measure the intermediate changes (on a populkiat) as a result of the programme.
These indicators are typically represented as eepéaige or rate. Data for outcome indicators igally found
in census data, population surveys, or surveillaystem.

Impact indicators measure the long term, cumulative improvement ibr@ad population’s health and
wellbeing. These indicators often measure monpiditmortality rates, disease prevalence, etc gdnerally
difficult to attribute the performance of a singleogramme activity to an impact indicator as it swgas long
term goals which multiple programmes or activisésire

2.1.2 Core malaria Indicators

Three major impact and four major outcome indicatoave been identified as the core national indisato
evaluate the progress towards the achievementeeofmalaria strategic plan. These indicators aréclhs
collected in national and regional representativesesys {able 3). Assessment of intervention coverage and
impact is a fundamental element for monitoring dssetrends. Health facility based surveillance caitirs
(summarized irtable 4) are able to capture key coverage and impact analis up to district and sub-district
level. A more comprehensive list of indicators tihge with the description of numerators and denamoirs is
included inAPPENDI X 2: KEY INDICATORS FOR MONITORING MALARIA CONTROL AND PREVENTION
ACTIVITIES

Table 3: Strategic malaria monitoring and evaluation indicators (community-household based)

Seeappendix 2 for complete description of the indicators

Type of
indicator

Indicator Definition Data Source

Parasite prevalence:
proportion in  age
standardized The prevalence of parasitemia is a precise indicatanalaria exposure. Witt

(Gl REB G BGESTE) intervention coverage data and repeated estimationerstanding of the | evEEleE
» " s 3 mpact and  school
e BREGLE epidemiology of malaria can be improved and pragescontrol efforts can by survey
el ICEIIRGYEETE]  tracked more effectively if estimates of parasi@mievalence are available.
old) with malaria
infection °
Household
The all-cause mortality of children younger thayears is assessed in the current surveys,
All-cause 451 malaria endemicity to evaluate the impact of intemions. Very young children Impact complete or
Mortality Rate *® bear the major burden of malaria because they havget developed adequate P sample vital
clinical immunity and have the highest risk of seviiness and death. registration
system
Prevalence i Anaemia in early childhood is related with malairiéection intensity. Factors Impact Household

ClE Gl skl other than malaria might affect this indicator (ititn, helminthiasis)

> HSSP IV indicator and GF periodic review indicator in high transmission areas
°GF periodic review indicator
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Indicator

aged 6-59 months

Proportion of
population at risk
targeted for LLIN
that slept under an
ITN the previous
night **

Proportion of
population at risk
and protected by IRS
within the last 12

months *

Proportion of
women” who received
at least three or more
doses of IPTp during
ANC visits during
tlgeir last pregnancy

Proportion of
children aged 6-59
months suspected
malaria cases that
received a
parasitological test®

Definition

This indicator measures the level of LLIN use dfagle groups at the time of the
survey. It is useful to track usage among all agrigs since coverage of the
entire population will be required to accomplisihgia reductions in the malaria
burden. While vulnerable groups, such as childresen 5 years old and pregnant
women, should still be prioritized, the equitabiel@ommunal benefits of wide-

scale LLIN use by older children and adults shdadgoromoted and evaluated by
national malaria control programs.

This indicator allows overall national coverageirafoor residual spraying to b
assessed. It is used to measure the proportioousignolds covered by IRS

NMCP guidelines recommend that all pregnant womeeeive two or more

doses of IPTp during regularly scheduled antendséts under direct observation
of a health worker. This indicator is used to meaghe national-level use of
IPTp to prevent malaria during pregnancy among waorBecause of the limited
number of women who delivered a live baby withie fhrevious 2 years, care
should be taken to ensure that surveys are cortiugte a sufficient sample size
and designed to allow comparison among regionsiapah/rural strata.

The replacement of conventional antimalarial drugh high-cost artemisinin-
based alternatives has created an increased neadciorate disease diagnosis.
addition to avoiding unnecessary treatment with seheexpensive drug
combinations, diagnostics allow a more rational wdedrugs that might
effectively reduce drug pressure, thereby delayiteggonset of drug resistanc
This indicator is intended to capture baselinellex@verage and subseque
scale-up of diagnostic programs.

Y HSSP IV indicator

18 . . . . .

GF periodic review indicator
¥ HSSP IV indicator and GF periodic review indicator
0 GF top 10 and periodic review indicator
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Type of
indicator

Outcome

Outcome

Outcome

Outcome

Data Source

surveys

Household
survey

Household
survey

Household
Survey

Household
survey



Table 4: Core national and sub-national surveillance and performance indicators (health facility based)
Seeappendix 2 for a complete description of the indicators

Indicator

Malaria
Incidence?*

Inpatients malaria

cases?

Inpatient malaria

deaths %

Case fatality rate

Proportion of
confirmed
diagnosis®*

malaria

Proportion of
confirmed malaria
cases that receive first-
line antimalarial
treatment according to
national policy

Malaria test positivity
rate %

Percentage of all
suspected IMEIEE
cases that received 4
parasitological test

Definition Type

This indicator assesses the burden of malaria tiofecin the general

population. ] 251El

This indicator assesses the burden of malaria girabhe health system and
provides trends of the burden of malaria in theegaihpopulation in a stable Impact
malaria endemicity and stable reporting system.

Mortality is a major component of the burden causgdnalaria. Data for this
indicator should be collected routinely throughilfacrecords including the Impact
results of malaria testing and diagnosis

Case fatality rate (CFR) intends to monitor thatiment outcomes for severe
malaria patients admitted in health facilities. €lgnreferral of severe diseases,
prompt and appropriate treatment and competendbeoftaff are the major Output
factors affecting the rate, NMCP intends to mon@&R as proxy indicator of
quality of health care for severe malaria paients.

Malaria treatment should be administered to patiemith parasitological
confirmation. The treatment on clinical ground ddowe reserved ir
exceptional cases. This indicator assesses th&atliperformances of the
healthcare workers.

Output

Prompt treatment with an effective antimalarial girtegimen is a key

component of the technical strategy for controllamgl preventing malaria. Output

The test positivity rate or slide positivity ra®RR) assesses the proportion
tests (microscopy and/or RDT) that are positiverf@aria among the feve
patients tested. The test positivity rate is usuabmputed for a specifie(

period of case detection activities. In areas witktable malaria, an increasir Outcome

test positivity rate among fever patients is onetl® warning signs of ¢
possible epidemic. WHO recommends a SPR <5% asitiaral state toward:
malaria pre-elimination phase.

This indicator assesses the diagnostic performaoicdse healthcare workers.
According to the national guidelines all suspectania cases should be tested
for parasitological confirmation.

The replacement of conventional antimalarial drewgh high-cost artemisinin-
based alternatives and decreasing prevalence afimamong fever cases has
created an increased need for accurate malariamaié&y Accurate malaria
diagnosis avoids unnecessary treatment with expensug combinations and
ensures appropriate treatment for febrile patients.

Diagnosis allows for more reliable tracking of miaaburden and the impact
of control interventions. Accurate diagnosis alloasmore rational use of
drugs that might effectively reduce drug presstivereby delaying the onset of
drug resistance. This indicator captures the hasdivels and subsequent

Output

2L GF periodic review indicator
> GF periodic review indicator
> GF periodic review indicator

** HSSP IV indicator

> GF periodic review indicator
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Data Source

Routine
surveillance
system
HMIS/DHIS2

Routine
surveillance
system
HMIS/DHIS2

Routine
surveillance
system
HMIS/DHIS2

Routine
surveillance
system
HMIS/DHIS2

Routine
surveillance
system
HMIS/DHIS2

Routine
surveillance
system
HMIS/DHIS2

Routine
surveillance
system
HMIS/DHIS2

Routine
surveillance
system
HMIS/DHIS2



Indicator

Definition Type

I scaling up of diagnostic programs within malariakemic areas.

It is useful to measure the annual blood examinatiate to ensure the

Data Source

Annual malaria blood potential differences in diagnostic efforts or cdetpness of reporting ar sRl?rl\J/teE;nce
examination rate taken into account. The annual blood examinatide i usually measure Output svstem
against the population. Alternatively, a very pieait blood examination HyMIS/DHISZ
indicator is measured against the total numbeeopfe attending the OPD.
In high burden areas with stable malaria transmissintermittent preventive
Proportion L treatment with at least two doses of recommendéanatarial medication .
. - . - Routine
ol =l [aE I Tolna (CTaMTale)  (Sulfadoxine-pyrimethamine) during pregnancy hasenbeshown to .

: I . ’ . . surveillance
NG IR E el significantly reduce the risk for severe matermadraia, placental parasitaemigOutput svstem
GOSN ARG and low birth weight. All pregnant women in areagthwstable malaria HyMIS/DHISZ
ANC visits 2 transmission receive at two or more doses of integnt preventive treatment

during regularly scheduled antenatal care visits.
Sielefelgilel e Nllls[=l)8 Malaria in pregnancy is related with LBW. A decreai®m proportion of R°”“F‘e
. . . . - . surveillance
Wlo] (T IR GANG] Il newborns with LBW is a useful phenotype indicatelared to malaria system
weight (<2.5 kg) infection during pregnancy. HMIS/DHIS2
Proportion of expected National programs managing the national responsmataria require timely Routine
hea‘I)th facilit rg orts and complete program information from all faciltieBy tracking this Output surveillance
received?’ y Tep indicator, national programs will be able to idgntiealth facilities that may P system
need support to improve their reporting performance HMIS/DHIS2

2.2 Malaria related data collection systems and sources of information

Due to the complexity of malaria epidemiology atsdciontrol, there is a wide variety of SME systeand tools
to collect data for monitoring malaria transmissenmd malaria control interventions across Tanzaheese
multiple systems reflect basically the interactimiween the different elements of malaria transonswector,
parasite, host, environment and, eventually, makontrol interventions (see Figure 5).

6 HSSP IV indicator
>’ HSSP IV indicator
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Figure5: Basic malaria transmission framework

Environment

Plasmodium Mosquito

(Parasite) ' (Vector)

Therefore, malaria transmission is determined byerisé factors within the above frameworks. Jusew f
examples:

Mosquitoes distribution and bionomicsdome mosquito species have higher capacitiesdnsmission than

others, or have different rest and feeding habits
Climatic parametersrainfall, temperature and humidity, influenceslana parasite development in the

mosquito
Parasite associated factof8:falciparum are more virulent and cause more morbidity and tafitr

compared to other malaria species
Immunological background of the human hgstople living in stable malaria transmission arbave

higher immunity against malaria while children undige years, pregnant women and overseas travelers
have lower or no immunity against malaria

Socio _economic factorsbetter housing, access to health services, lee@ducation influence malaria
transmission

2.3 Malaria Information System

As a result of the multiple elements of malariansraission there are many different systems that are
interrelated.

This SME plan describes four key sources of infdromabased on population, health facility, malarextor,
and programmatic respectively.

The diagrams presented in the synopsis showiigare 5 highlight how each of the system is related and
interact with each other. The different systems daé sources are described in the following sestih5.1 to
2.54.
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Figure 6: Synopsis of malaria information system
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Health Facility: Vector:

HMIS: Health Management Information System; IDS MVS: Malaria Vector Surveillance; IRTInsecticide Resistance
Integrated Disease Surveillance System; LMI%ogistic Testing: MVCIS Malaria Vector Control Information System
Management Information System _; MSD :ESupplies stock

movement;_MEEDSMalaria Early Epidemic Detection Syster

ADR: Adverse Drug Reaction;

Programmatic

Population: MEEWS Malaria epidemic early detection system; MRRalaria
Program Review; _ MAPROOM climate monitoring; ISS
Integrated Supportive Supervision; T:ESherapeutic Efficacy
Studies;_SARA Service Availability and Readiness Assessment;
SPAm Service Provision Assessment for malaria; TSPA
Tanzania Service ; QADiagnostic and antimalarials quality
assurance; EUVENnd User Verification Provision Assessment;
DQA: Data quality audit

SMPS School Malaria Parasitological Survey; SPSentinel
Population Surveillance; TDHSTanzania Demographic Heall
Survey; TMIS Tanzania Malaria Indicator Survey; CMN
Community Malaria Monitoring; HDSSHealth and Demographi
Sentinel Surveillance; THB${ousehold Budget Survey;

2.3.1 Population Based Information

Population based data allows the Government of d@iazand NMCP to understand the intensity of malari
transmission among the population and the diffegemtgraphical areas, impact of control measureed$ in
malaria care and preventive services access asawe@lformation on quality healthcare and malareventive
services. (Figure 6 arithble 5)
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Figure 7: Population Based Tools as Part of All SME Systems
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Table 5: Key sources of population based data that NMCP uses.

Indicators Sites Representation Frequency gundlng Responsible
ource
. . All
Nereme Fegulien Demographic Al administrative 10 years GOT NBS
Census Households .
settings
Demographic
Sentinel System and 4 districts . . .
¢ District (DSS)
Sample \./'tal eve.nts Demographic (DSS) National Continuous Development [HI
Registration with SPD (SAVVY) partners
Verbal autopsy (SAVVY)
Malaria Prevalence 6 National and GOT
VEIEWERS (= i# 59 months Selected Regional '
Survey, Intervention Households Representative DVEEIE D:r\;ﬁtlac:gment LS
Outcomes Surveys P
Infant and  child
mortality National and GOT
DLEbe[Eloal[ETaif Malaria and Anaemia Selected Regional _ 5years Development NBS
Health Survey Prevalence Households Representative
. partners
Intervention Surveys
Outcomes
Household Budget [gSlelele] economic, Selected National
Survey (HBS) poverty Households Representative SO IS NS NES
School Malaria 2-4 schools per Council
Parasitological Prevalence 5-16 yr  council subcour’1cil 2 years Global Fund NMCP
Surveys (SMPS) All councils
. : ... 2-4 HC per
R(?leation Seie I\RA:'::'”a re nl?olcr)lscltlvgl coumel - (<5)) Sub council Comiiieys GOT NMCP
guxleillance infan'c pres / el BE () ol
y All councils
. . Community malaria .
Com_mu_nlty Ak preventive  services All wards Counql sub Quarterly GOT,  Global NMCP
Monitoring coverage council Fund

National Population Census (NPC)

Data collected from the National Bureau of Statsstare used in support of SME activities to cakeula
population projections to be used as denominatosdtect indicators. Apart from demographic infotiora the
NPC provides also basic socio-economic data sutioasing and access to water and power services.

Demographic Surveillance System (DSS)

The DSS approach involves periodic monitoring ofiseholds and members within households in cycles or
intervals every four months. The DSS collects infation on demographic, socio-economic, and envientai
characteristics of a population. The DSS in Taraeasicurrently carried out in three districts (Kilbero,
Ulanga and Rufiji) and is managed by researchtuigins (IH]I).

Sample Vital events Registration with Verbal autopsy (SAVVY)

Sample Vital events Registration with Verbal autolSAVVY) is a demographic surveillance system with
Sentinel Panel of District (SPD) platform that eots and analyzes health community-based informataia
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with intent to determine community birth trends araaise-specific mortality fractions in a populatibat has
no complete or incomplete vital registration syst&@AVVY provides nationally representative estinsate#
mortalities based on age, sex, residence and aoddat covers about 2% of Tanzania mainland pojuulafhe
cause-specific mortality fraction, including madaris determined based on verbal autopsy intervieivsnext
of kin or other caregivers. The SAVVY is managed&search institutions (IHI).

Demographic and Health Survey (DHS)

The DHS collects population-based data on reprogeicinaternal and child health as well as mortality
indicators. The sample is usually designed to ptedieparate estimates on key indicators at thenzdtievel

for urban and rural areas, SES and other impostaata. It is conducted by National Bureau of Stats (NBS)
every 5 years. For purposes of the NMCP nationaE$l\n, the objectives of the DHS are to providadar
measuring the following key indicators over time:

* All-cause mortality in children under 5 years oftlanfants

* Proportion of households/children/pregnant wometi \&t least one LLIN / have slept under an LLIN the
previous night

» Proportion of children with fever in last 2 weekbaweceived appropriate antimalarial treatment iwi¥
hours from onset

* Treatment seeking behaviour

* Prevalence of anemia in children 6-59 months

» Malaria prevalence in children 6-59 months (adti®edhe 2015 survey and previously done through
Tanzania HIV and Malaria Indicator Survey - THMIS)

The last DHS was conducted in 2010. The next suwi#yoe conducted in July 2015, followed by a seyvn
2020.

Malaria Indicator Survey (MIS)

The Malaria Indicator Survey (MIS) is a cornerstaf@&MCP’s SME strategy. The survey has previol&gn
administered every five years in conjunction wile HIV survey (THMIS). The last survey was conddate
2011/2012.

NMCP believes strongly in the need for additiondSMurveys to be conducted, as a large (over 2lionjil
LLIN distribution campaign will be conducted in ZDand 2016. An MIS survey in 2017 would provide an
opportunity to measure the success and outcom#ssotlistribution, which would not otherwise be pibée
until 2020 when the next DHIS survey is done. At #ame time the MIS (together with the MPR) willdixe

to provide essential indicators for the evaluatbthe first phase of the MSP 2015-2020.

Although stand-alone MIS (as well as DHS) are Jguabnducted during the dry season, therefore
consideration must be made when comparing data takeiny and non-rainy seasons due to possilasoseal
malaria transmission variations.

Finally, as Tanzania brings malaria under contmudl analaria prevalence declines, it will be increghbi
difficult to estimate prevalence in extremely lovartsmission areas with precision. This will makeaar
surveys like MIS less and less appropriate. Iiss #ikely that Tanzania will make uneven progresmalaria
control — prevalence in some regions will decliastér than others. This trend has already beeresgéd in
the South and Northwest of Tanzania. This unevegress may necessitate oversampling in some arngas w
lower prevalence.
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Household Budget Survey

It is widely accepted that socio-economic indicateuch as wealth and education are strongly cteckl
disease prevalence. NMCP relies on a variety ad datirces to capture socioeconomic informationaous
populations within Tanzania. One key source isHbesehold Budget Survéy The survey’s sample size was
designed to cover Dar es Salaam, other urban arehsural domairf&. The most recent Household Budget
Survey was conducted in 2014.

Additional socioeconomic indicators such as: edooatincome, urban and rural distribution, and lus
structures are sourced from nationally represematiirveys conducted by the National Bureau oisitz and
other Tanzanian Ministries as well as the MIS sur\dMCP has witnessed the trend that higher socio-
economic strata of the Tanzanian population haveuah lower prevalence of malaria when compared to
poorer strata.

School Malaria Parasitological Survey (SMPS)

The Tanzanian malaria strategic plan milestones am®essed by using parasitemia prevalence as the
overarching impact indicator. To monitor this paeden the SME plan includes two types of surveys: a)
DHS/MIS, and b) SMPS. The DHS/MIS sample size isgred to provide national and regional prevalence
data, together with other important service coveragdicators. These surveys are performed at anviatof 3-

5 years and include only children aged 6-59 mo(gle above sections).

The SMPS represents a specific platform that isgued/to provide district and sub-district levelomhation on
malaria parasitemia and are conducted more conisiyevithin a 2 years cycle. Even with a very lasgenple
size, SMPS is relatively inexpensive (compared HSIMIS) and easily conducted within the routinetritis
health system. For the above reasons, NMCP inteti @MPS in 2004, with DFID financial support and
continued with GFATM support. Tanzania is the fidtican country to have nationwide district repratative
malaria prevalence information. The SMPS colleetsapitaemia data from children aged 5 - 16 yeassa@
sample of public primary schools. School age chitdiepresent a fair sentinel population due tdively high
net enrolment rate (90%, BEST 2013). The surveypoigducted in 2 to 4 schools per district, dependimghe
population size, and is performed by NMCP in cadla@bion with regional and district staff. Data eallion
guality assurance is done in collaboration with tesearch partner institutions (NIMR and IHI).

The district - and sub-district - representativenissof paramount importance in the current epidérgical
transition in order to assess malaria intensityramsmission foci. This kind of assessment will m&kVCP
and district councils able to stratify the terntan term of malaria prevalence and to developaslet and
diversified strategies for its control accordingthe transmission intensity. Collateral informatamout LLIN
usage and school absenteeism due to illness ectadl during the survey.

Sentinel Population surveillance at Antenatal Clinic (ANC)

At present, the ANC Sentinel Population surveila8PS) is used in all health facilities that répoonthly
malaria tests results - mainly by using mRDT - foegnant women attending the clinic for the fiiste.
Pregnant women are an ideal sentinel populationtairgh coverage of ANC attendances (98%, DHS 2010
NMCP is planning to expand the service to infatitsnaling measles vaccination (approximately at @tm® of
age) in selected health facilities - ideally alblle centers in the country (approximately 400)hAugh the
data are generated in HFs, the system intends tatondhe temporal and spatial malaria transmisgibensity

in the population up to sub-district level. SPSduse monitor trends in malaria morbidity and geipiaal
distribution with the following supportive objecés:

?® (Tanzanian National Bureau of Statistics 2011/2012)
?® (Tanzanian National Bureau of Statistics 2011/2012)
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* Mapping subdistrict level malaria transmission msigy

* Inform programmatic decision-making

* Predict demand for services and service proviseeda

* Advocate for malaria control resources

» Contribute to the development of a standard setdi€ators for malaria surveillance

The pregnant women arm of RHS Sentinel populati@tesn is already included in HMIS and in the DHIS2
platforms. The SPS produces data outputs that arecylarly valuable for risk mapping and identifgi
seasonal transition. This type of data will becanoeeasingly important as prevalence decreasestigewide,
necessitating targeted interventions and monitcaimdy surveillance efforts.

Community Malaria Monitoring (CMM)

The MOHCDGEC has posted an Environmental Healthc@fffor each ward in Tanzania Mainland. The
NMCP intends to use this formal council healthczadre to gather information on malaria preventeises
usage in the population through home visits thaild/be fed, eventually, into the DHIS system.

The Ward Environmental Health Officer (WEHO) ispessible for dealing with environmental health essu
water and sanitation, and annual home visits. TiEH® would report to the Ward Executive Officers (E
and to District Health Officers (DHO) on a quaryeblasis. In an average sized ward, it would be iples$or
each home to be visited annually using both WEH® @ommunity Health Workers.

Expected Timeline for collection of population based information

Figure 8 highlights the expected timeline for the periodigpplation based information sources discussed
above:

Figure 8: Population-Based Survey Timeline

2015 School 2017 School 2019 Schoo
Based Survey Based Survey Based Survey

2014 l 2016 J/ 2018 J/ 2020

Census

2010 DHSs 2012 MIs

DHS MIS DHS

2.3.2 Health Facility Based Information

Health facilities are generating essential infoiorathrough the routine data collection and repgrisystems,
basically HMIS and IDSR. Data are generated irhalllth facilities, public and private, and reporteith a

mixed system paper and electronically based. amdeT&aoutlines the various health facility-basednitaring

and evaluation systems that are currently usedMZR and the Tanzanian MOHCDGEC.
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Figure9: Health Facility Tools as Part of All SME Systems
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Table 6: Health Facility-Based Information Sources
Indicators Sites NS Frequency el Responsible
on Source
Malaria cases,
tests, attendance: GOT and
m?ggﬁaminﬁglagim services, All HF All levels Monthly developmen ?:\IA%:?DGEC
admissions anc t partners
deaths
Integrated Disease .
Surveillance =k Cases Selected areasﬁ:zuncII and Weekly PMI, others I(\I/Izoigecrgggc)
Response (IDSR P oy
Malaria  Epidemic : . Selected area .
Early Detection Eg'i%ir:lc et &I (epidemic ﬁguncu e Weekly PMI, others :\I/?CS)ECDGEC
MEEDS prone)
Adverse Drug
LR sl Passive Reactions Al HF NA Ejglftcted GOT TFDA

ADR

: GOT and
ﬁll:jii)ggors G All HF All levels Quarterly developmen '\PASS%
t partners
Tracer Medicine All levels
ILS gateway Stock and All HF Monthly PMI PSS
Adjustment

GOT and Pharmacy
Private HF All levels Monthly developmen Council and
t partners TFDA

Private Drug Outlets ESi¥dJd\Y% Chain
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Health Management Information System (HMIS)

HMIS is a routine system that collects data at khmthlic and private health facilities. The HMIS pides a
continuous flow of data, and relatively high repagtrate (around 90% in public sector). Due to lrge
number of institutions and individuals that contitdd to this system, it is challenging for the MOHGIEC to
ensure a high standards of data quality. Howeter|arge number of contributors from both publid gnivate
sectors, provide an important insight into maléesting and treatment services in Tanzanian comiieanAt a
very high level, the HMIS highlights malaria “hgiats” where disease burden is high.

NMCP has recently spearheaded the introductionNtiSHof a malaria testing and tracer medicines repgr
systems. NMCP in collaboration with partners intetaimprove the rate and quality of parasitologieating
and reporting in the public and private sectorstiuall NMCP promoted trainings, the newly revideIS

system will be showcased and explained. The go#tisfintervention is to improve the overall penf@nces
for malaria testing, treatment and the relatedrmfat ion (Test Treat and Track - 3Ts).

HMIS and DHIS standard malaria indicators are sunmead in APPENDIX 3 HMIS/DHIS2 INDICATORS.

In the Malaria Strategic Plan 2014-2020, NMCP idtreed malaria case fatality (CFR) rate as a stiateg
indicator for malaria case management. This indica monitored within the HMIS and is reportedatingh
DHIS2. Annual and seasonal CFR, especially in idisthospitals, is a good barometer of changing
epidemiology and disease severity.

Current HMIS strengthening should focus on imprgvinuman resource capacity, complete, timely and
accurate reporting to accommodate data demandpeiific programmes and improve the quality of data
recording and reporting. Specific recommendations $trengthening coordination of programmes and
improving the quality of data include: training &d@eople at the health facility and district levelensure
complete/accurate reporting and improvement totiegisiata collection tools as needed to ensurerateand
standardized reporting of data for ascertaininga dat impact indicators. Further review of the systis
currently underway with the goal of finding waysrespond to the data demands of specific progranimas
timely fashion. As well, implementation of a newegrated diagnostic services information systenhiwit
HMIS is currently underway.

Integrated Disease Surveillance and Response (IDSR) and Malaria Epidemic Early Detection (MEEDS)

IDSR was established by the MOHCDGEC to collectinmuweekly epidemiological data — cases and deaths
of notifiable diseases to be used mainly for eddiection and management of epidemics. The IDSRHAMS
use the same data collection tools in paralleMath different reporting tools and frequency. Etecic IDSR
(eIDSR) reporting has been recently introducedairt pf the country by using mobile phone technology

The NMCP intends to use the elDSR platform to gmeemweekly epidemiological (malaria cases) and
programmatic (antimalarial stock status) informatior the establishment of malaria epidemics edetyection
system (MEEDS). The elDSR is interfaced within DHT®e system is expected to generate alerts anzhact
notifications based on the abnormal occurrence afana cases based on the provided thresholdsver lo
antimalaéioal stock levels. This will constitute thmasis for appropriate malaria outbreak and statk-o
response.

The ultimate goal for NMCP is to introduce IDSR/MEE to all the malaria unstable transmission areassa
Tanzania. These areas are considered to be epigeome due to climatic — malaria transmission lésdy to
occur - and consequent immunological — human pdpualanore susceptible - reasons. The use and stale

%0 NMCP, Malaria Surveillance and Response Guidelines 2015
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IDSR/MEEDS should be based on the volume and tymata that are needed in order not to duplicate an
overlap the existing HMIS. These factors will bexsiolered in ongoing IDSR system development.

Logistic Management Information System and MSD supply chain information system (Epi9)

There are two major initiatives to report malar@menodities logistic management: Logistic Management
Information System (LMIS) overseen by the PharmtacauService Section (PSS) of the MOHCDGEC, and
Supply Chain Information System run by MSD. Thegsteams include a combination of paper based and
electronic records and reports.

LMIS has an electronic web based interface (eLMI&t includes health facility quarterly requisitiamd
request while MSD information system is run withid¢gpe9 platform and generates stock and commodities
movement information including issuing records bhaalaria commodities to public health facilitiseluding
batch numbers.

NMCP is actively involved in the delivery and wtdition of the services provided by the two initia and is
committed to promote and sustain a more integratedl efficient platforms by a) improving the curtgnt
adopted technical solutions; b) establish an effectcommodities surveillance linked with rapid dtoots

response; and c) establishing an interface witliDiHES.

Adverse Drug Reaction Reporting Reporting (ADR)

The ADR observed by clinicians in the routine piaciare reported to the Tanzania Food and Drug &kiigh
(TFDA) and recorded in a national registry. NMCRemds to work closely with TFDA to monitor the
undesired effects of antimalarials.

Private Drug Dispensing Outlets Information

NMCP in collaboration with Pharmacy Council, TFDAdaimplementing partners will promote a novel roati
information system to track stock movements of ifpalssured antimalarials and mRDT in the privagetasr,
from first line buyer to dispensing level.

Pharmacy Council and partners recently developeglabased information system with interoperable ifreob
applications and piloted it in a few regions. Tgetem manages information on facility registratiparsonnel
qualifications and certifications, inspections, diwg¢nsing fee payment status for retail outlet84QP will
assist the Pharmacy Council to develop furtheegrdte and, eventually, scale up the system tpralate
dispensing outlets.

2.3.3 Vector Control Data Sources

The IMVC component of the Malaria Strategic Plarl2@020 requires continuous monitoring of malaria
transmission entomological indicators including tietomological inoculation rate (EIR), malaria wect
population dynamics including speciation, densityd abionomic. Monitoring entomological variables,
especially EIR, is a challenging activity and migletlogistically and technically difficult when tremission is
decreasing to very low level. Currently, there acenational representative figures for these indisa To
overcome these challenges, NMCP has planned fofidtetime to establish a countrywide entomologica
surveillance in 62 sentinel districts. The systendistrict-based and encompasses a broad paripdrstween,
NMCP, research institutions, local government adties and communities. Entomological surveillamgean
integral part of the comprehensive malaria suraede framework.Higure 9 andTable 7).

Figure 10: Vector Control Tools as Part of All SME Systems

32



Vector Control Data Sources

Malaria Vector
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Population- Vector Control Periodic Routine Core malaria Included in
Based Data Data | SilEY Data surveillance DHIS

Other Data Sources

Table 7: Entomological Based I nformation Sources

Funding
Source

Responsible

Indicators Representation Frequency

Entomological

National malariaje . 2-4 sites per :
: Monthl

TEEE oA inoculation - rate, oo ngj| Regional, y GF NMCP
(MVS) vector  species an 62 councils Council, Quarterly

density, blood index
Insecticide resistanclklwielel= . . Research
test (IRT) susceptibility 28 sites National Annual PMI institutes
Malaria LLIN distribution National bepend  on COT and
Control InterventionSll=§ and LSM MVCI sites District initiF;tive development NMCP
Monitoring (MVCIM) performances Sub-district partners

National Malaria Vector Surveillance

A National Entomological Surveillance system wiugp NMCP with a better biological understandingl an
timeline of the anopheles mosquitoes that spreddriraaThis knowledge would provide important infation
allowing NMCP and the MOHCDGEC to target intervens and assistance to areas where transmission and
prevalence are worst.

The National Entomological Surveillance is plantedeing rolled out initially in 62 select councilgthin
Tanzania, at between 2 and 4 sites per council.sltes used within each council are the same asgethe
schools malaria parasitaemia survey where othereslance efforts are currently ongoing. This wallow
NMCP to gather surveillance and parasitologicandadbm each site. In the first year, monthly monitg
information will be collected. Starting in the sedoyear, NMCP will implement quarterly monitoringMCP

33



is currently finalizing the protocol and the prelivary activities for the establishment of nationadlaria vector
surveillance.

The malaria vectors basic indicators, including umtnentomological inoculation rate, species denaity
composition, will be initially monitored. Additiohdionomics parameters such as indoor vs outdamghi
early vs late biting and human blood index willdmEled.

For National Malaria Vector Surveillance to be sssful, a partnership between NMCP and the research
institutions (Ifakara Health Institute, NIMR, TPBRhd KCMC) should be consolidated. For this ende&vdre
successful, additional partner support is required.

Insecticide Resistance Testing (IRT)

Systematic national representative insecticidestasce testing (IRT) was introduced in 2009 in &gtisel
sites and is currently conducted in 28 sentineksiTests are conducted by NMCP partner reseastitutions,
coordinated by NIMR, in each sentinel site everieralte year. All IRT follows standard WHO testing
protocol. PMI is currently funding the systematational IRT initiative.

Routine Vector Control Monitoring Information System

The major vector control initiatives need spedcififtormation systems to monitor the progress ofdbevities.
Inputs, process and outputs indicators are includete respective systems. For LLIN two differegstems
are in place to monitor a) national mass distrimuttampaign and b) continuous distribution thro&ybH
clinics and schools. The major indicators are: aensf households, number of net distributed, diatron
points. For IRS the monitoring system includes fiblowing main indicators: location of house stures,
structures sprayed, staff trained, population mtetk For LSM in relation to larviciding the maironitoring
indicators are: number of targeted vector breeditgs, number and frequency of breeding sitesedeatith
larviciding.

2.3.4 Programmatic Data Sources

A set of measurement are available to assess Hh@tam@zanians have access to quality, effectivée,sand
affordable malaria preventive and curative inteti@rs through timely and sustainable collaboragfrts
with partners and stakeholders at all levels (M®R422020 mission). The strategic plan achievemargs
expected to be evaluated through periodic malaiggramme reviews at the mid-term and at the enthef
implementation period.

Monitoring and evaluation of timely and quality rah diagnostics and treatment services in botafgiand
public health sectors is an important programnratdter to assess the progress towards the achieveitne
malaria strategic plan. In this SME plan continusasvice provision assessment will be carried outealth
facilities. Efficacy of antimalarial medicines i$sa a major programmatic measure to maintain ap@iEp
treatment services.

Vector control intervention assessment, includimggecticide resistance, is another programmaticchspebe
monitored and it has been discussed in the prevsegtion. Other programmatic measurements related t
weather condition are also included in this secfgae and Table 8).
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Figure 11: Programmatic Data Sources
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Table 8: Programmatic data source synopsis
Indicators Sites Representation Frequency AUl Responsible
Source
SNV Quality of care for (1:gun c|i-:F(6 Eﬁ:r
Assessment {s); mMalaria services +12 ADDO) National Once per year Global Fund NMCP
Malaria (SPAM) QA ACT availability 55 councils
Tanzania Service .
provision Health care provision  Selected HF gztlcr)gséntative Every 5 years D:r\{ﬁ:eorrs)ment NBS
Assessment (TSPA) P P
SErEe AElEli National Development Research
and SEEGIESS Health care provision Selected HF Representative NA partners institutes

Assessment

I EERETE e Clinical and . . . Global Fund,
Studies (TES) parasitological cure 8 Sites National Biannual PMI NMCP

Integrated
Supportive
Supervision
and data

SARA

Programmatic Selected . Global Fund,
()] indicators district and HF vational Quarterly PMI
gualit

NMCP

35



VEIEWEREGL[EnEN Programmatic Selected . Strategic plan Global Fund,
Review (MPR indicators district and HF National Mid term PMI NMCP
Meteorological Precipitation TMA weather Daily, weekly,
Information stations Zonal monthl NA TMA
Monitoring (MIM) lemperature y
Malaria  Epidemic [RAGEUES I i
Early \WWETalsfy Programmatic Errggzrzlrceas gggijlisltjrlii:”cn TBD NA NMCP
SVECRWERNEIEE  Socio-economic
Diagnostics and
medicine GIEIWA Antimalarials quality o eif Ei NA NA GOT TFDA
selected HF

assurance (DMQA)
End user .

e Pharmaceutical Selected PMI,  Global
Verification (EUV) Management Facilities All levels Quarterly Fund NMCP

and ACT tracking

Climate Data

Currently, rainfall and temperature data are ct#iéat the regional and council level. The levetashfall and
temperature are large factors affecting mosquieeding. As a result, it is important that NMCP omuns to
monitor trends in rainfall and temperature acrbgsdountry. The Tanzania Meteorological Agency (TIVMA

be used to ascertain the propensity of study aredsarbor mosquito populations, allowing for NMCP’s
analyses to control for periods of unusual dryreessetness.

TMA is responsible for collection and disseminatafnweather information from all regions in TanzanThe
parameters related to malaria transmission aréath{determinant of magnitude and duration of moszes’
breeding sites) and minimum temperature (limitiagtdér for effective sporogony in the vector). TMiA,
collaboration with partners (IRI) is managing a wate that includes climatic parameters that aefuldor
interpretation of malaria transmission up to sudtrdit level: http://maproom.meteo.go.tz/maproomdsually
extreme weather conditions, drought or floodinggmiaffect malaria transmission as well as abnoinwatase
in minimum temperatures especially in highlands.

Malaria Epidemic Early Warning System (MEEWS)

Long-term weather forecasting is expected to p@wdough lead time for preparedness activities itigae

incumbent malaria outbreaks or eventual rise innim@ber of cases. Actual rainfall and temperatata cre
also useful to predict the start of malaria trarssmoin and to anticipate abnormal malaria transonsisi case of
excessive precipitations and temperatures.

The interruption of malaria control activities hlasen described as a triggering factor for malautbreaks.

Sudden interruption of IRS and decay of LLIN miglninish the protection level within the commurstie
Interrupted supply of antimalarials might affechély and effective treatment of malaria cases \patential

progress of uncomplicated to severe cases.

Information about interruption of malaria controiterventions such as minimum antimalarial stockelgev
ageing LLIN, scaling down of IRS interventions, sltbbe monitored and linked to an early warningesys

The comprehensive malaria surveillance framewor@ppsed in this SME plan, that is contemplating
programmatic and logistic elements alongside wjld@miological data, will guide NMCP in gatheringet
necessary information and to provide alert and aese to critical situations (see Comprehensive maala
surveillance and response framework on page 39).
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Service Availability and Readiness Assessment (SARA) and Tanzania Service Provision Assessment (TSPA)

The NMCP recognizes the need for additional dataesiice readiness in government, parastatal, terivan-
profit and private for-profit health facilities beyd the routine information on service delivery. 8R! will
support health facility assessments carried outcaonrdination with other programmes such as Service
Availability and Readiness Assessment (SARA) andzaaia Service Provision Assessment (TSPA). These
national representative surveys provide additionfrmation on the facility infrastructure, equipntedrugs,
pharmacy and laboratory services, recordkeepingiagement, and counseling. Of critical importance fo
NMCP is the verification of health worker complignevith case management protocols through direct
observation of clinical practices in health fa@#, checking of caretakers understanding throught p
consultation interviews and, finally, monitoring afth worker training and understanding of malarésec
management.

Service Provision Assessment for Malaria (SPAm)

The Service Provision Assessment for malaria (SPWay started January 2015 and is a tool used by RIkdC
monitor quality of care. Indicators originate fra@antinel districts and are analyzed on an annuasb8PAM
is fully funded by Global Fund, but is administeraad run by NMCP. Currently, 25 districts parti¢gan
SPAM data collection with the assistance of redi@aaninistration and district council teams.

In the framework of SPAM, a sample of private doudlets selling malaria commodities are visitedcevper
year to monitor availability the composition andrk&t share of different antimalarials and diagrosstiThe
aim of the private arm of the SPAM is to track #wailability of the pre-qualified recommended ariarials,
especially the ones procured under the GF co-palymechanism. Retail price monitoring is also maomitb

Diagnostics and antimalarials quality assurance test

Tanzania Food and Drug Authority (TFDA) is monitayithe quality of malaria commodities at the pdrt o
entry and in the market. NMCP will liaise with TFDA keep track of the quality of antimalarials daidle in
the private market.

Commodity Logistic Surveys (End user verification, ACT tracking)

NMCP in collaboration with PMI implementing parteenitiated in 2007/2008 a regular end user veaifan
survey in selected health facilities at quarteriyeival. The aim of the survey is to verify the lgyaof
pharmaceuticals and supply management at zonal Mfshealth facility level.

Regular commodities tracking surveys, e.g. ACTHirag, are conducted by NMCP as requirements ofGke
grants management. Other implementing partners |lojge® their own peculiar malaria commodities
information system and related surveys. NMCP wiblrkvwith partners to integrate and eventually metge
several initiatives to improve the cost-effectivenef the surveys.

Therapeutic Efficacy Studies

Therapeutic Efficacy Studies (TES) are coordindtgdMCP under a dedicated task force and conduayed
partner research institutions. Currently, TES ce\&sites, 4 of which are surveyed each year. iesat, each
site is monitored every other year. The TES sitesevestablished in the late 1990s as it was crtwinhve a
system that could monitor antimalarial efficacyrtharmore, TES were implemented to inform the delacof
appropriate antimalarials to be used as a recomeakindatment option in the country.

Integrated Supportive Supervision

Currently there are very fragmented initiativesrtonitor and supervise malaria control activitiepezsally in
health care delivery facilities. Various implemaugtipartners, including NMCP, developed differergtegs to
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monitor specific interventions each one with itsnot@ol or checklist. To mention a few: data coliectand
supervision tool (NMCP), data quality audit (NMCRErvice provision assessment for malaria (NMCP),
ACT/mRDT tracking (NMCP), end-user verification (PNBI), health commodities assessment
(PMI/JSI/LMU), private-provider assessment check(iBSI), outreach training and supportive supeowisi
(PMI/Malariacare), health facility supervision ckist for IDSR implementation (PMI/RTI/IDSR).

During the implementation of this SME plan, NMCRIwtork with implementing partners to harmonize and
integrate the above mentioned systems and tooks.oliput of the harmonization/integration initiatiwill
produce a modular framework where all the needsarfitoring implementation will be accommodated and
used by different partners.

Data Quality Audit

Data quality audit (DQA) has been recently introgtli¢o validate the data that has been reportedHIsD at
the level of the council and health facility. Th@R system in place is able to identify the key wesdses and
proposing actionable recommendations with the dinmproving patient care, to ensure professionahgard
and creating culture of quality improvement in @al setting, but also being up to date with thelence based
good practice.

NMCP aims to scale up the intervention in phasesltaegion and councils to make sure that all tmeal
facilities are audited at least once per year byréspective CHMT.

Malaria Programme Review

The Malaria Programme Review (MPR) is a periodiallaborative evaluation for the NMCP. It aims at
improving operational performance and delivery @flania control interventions in order to reduce bidity
and mortality. The purpose of this review is tontily the programme’s achievements in outcomesianct,
best practices, and lessons learnt during critissthes. Usually solutions are provided for moresaive
delivery, resulting in revision of programmes amisgthening of structures, system and capacitgctieve
great equity, better coverage, higher quality armremeffective delivery of anti-malaria interventsonThe
review is conducted in collaboration with the maarogramme, government institutions and all im@ating
partners and stakeholders in relation to malari@rob at all levels of health care delivery namatgtional,
sub-national and community levels.

Timeline

The Figure 1Zummarizes the major programmatic surveys impleatiemnt timeline.

Figure 12: Programmatic surveystimeline

SARA TSPA TSPA

MPR HBS 2016-17 MPR HBS
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2.4 Comprehensive malaria surveillance and response framework

The SME indicators and information systems desdribeghe sections 2.4 and 2.5 include a set of owataria
surveillance indicators and the systems that apdaice to generate them (see the green boxes in

Due to the complex malaria transmission framewonkctuding vector, parasite, human host and envirent -
several factors should be constantly monitored sisctisease occurrence, human, vector and patgsidenics
and, ultimately, coverage of control measures. GQeimgnsive malaria surveillance needs to include key
information that influence the occurrence of theedse and, eventually, to activate more investigatand the
response.

The information is especially important for:

* ldentifying areas and populations most affectedriafaria and directing resources to populations rrost
need

» ldentifying trends in cases and deaths that reqdditional specific control interventions

» Assessing if the interventions directed to contnalaria have achieved the desired impact (evaluatiahe
program)

» Determine occurrence of a malaria epidemic anddoitar its evolution

The comprehensive malaria surveillance frameworklugles three major elements (Malardisease
surveillance including passive monthly HMIS and weekly elIDSRbading and active case detection, if
applicable (see Health Facility Based Informatiage 29)

* Malaria controlprogrammatic surveillance including weekly antimalarial stock reporting, t@ccontrol
initiatives reporting, malaria service provisiors@ssment, malaria community monitoring and parasite
vector resistance monitoring (page 37 and page 34).

* Malariatransmission surveillance including Sentinel Population Surveillance (SM&fl ANC page 28);
Malaria Vector Surveillance (page 33) and mete@ickl monitoring (see Vector Control Data Sources
page 32 and Programmatic Data Sources page 34).

Surveillance is strictly linked with response. Eatbément of the surveillance framework will generah alert
if an abnormal situation or rupture of equilibriwocurs, or it is likely to occur. In case of diseasirveillance
the abnormal situation could be an incipient malattbreak and the immediate response will be tigason
and containment of the epidemic. For programmaifigesllance the abnormal situation is critical Isteck of
antimalarials and the immediate response will ke rtfobilization of contingency stocks or redistribat of
existing stock. The parasite and vector surveibaace supposed to detect critical level of resc#ato
medicines or insecticide respectively. The respomiebe guided by change in therapeutically regmme
resistance mitigation interventions as shown inregl3.
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Figure 13: Comprehensive malaria surveillance framework
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2.5 Operational Research

NMCP’s supports and leads numerous research stagi@ss Tanzania, some of which are led by partner
organizations or research bodies, and others das$ignd managed in house. SME plan is a key plattorm
develop the malaria operational research agendtneas is almost always a monitoring, evaluationd an
surveillance component to the studies. Furthermitiee metrics measured by operational researchestuwiil
often inform or support other SME plan efforts. NRI€ role in operational studies is largely to:

» Establish the research agenda for all studies thatht aligns with the 2014-2020 strategic plan
» Translate research findings into practice (poliog guidance) and
» Disseminate information and conclusions from trsz=agch study

The following research agenda (Table 9: Operatidtedearch Areas) is updated on an ongoing basis, bu
represents the studies that are currently priextifor the current phase of the NMSP implementatikiii4-
2017).

Table 9: Operational Research Areas

Epidemiology
Study Area ‘ Description of Research Study

Dynamic epidemiological profile Tanzania has a high level of heterogeneity in tefmmalaria transmission. Geo-
located malaria prevalence data and malaria int¢iores are linked to several
variables such as altitude, rainfall, vegetatiordeiy demography to provide
geographical description of malaria risk at natlpm@gional, district and sub district
level. Updated epidemiological profile is neededsklect appropriate operational
strata to target effective malaria control interi@ms

Transmission dynamics, In Tanzania there are different transmission intgreweas with different response to

stratification and operationalcontrol initiatives. Persistent hyperendemic antbéodemic areas should be deeply

implications investigated to describe the determinants of nmlaransmission and provide
information for the formulation of appropriate-effive-evidence based control
initiatives

Socio-economic determinants : Housing, wealth and education are related to namlarévalence in the communities.
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Study Area ‘ Description of Research Study

malaria transmission Usually there is a direct relation with high prerade and low education and wealth
levels of the communities. A better description tbé relation between socio-
economic status and malaria transmission are negets design appropriate control
initiatives

Climate determinants of malariaActual rainfall and temperature data are also usefupredict the start of malaria

transmission in relation totransmission and to anticipate abnormal malariastrassion in case of excessive

outbreaks precipitations and temperatures. OperationalizabbrMEEWS should be explored
and eventually disseminated

Malaria epidemiology and it Urbanize areas in Tanzania stand alone in relatomalaria transmission dynamics

control in urban setting and malaria control interventions. Apart from soknewledge of vector bionomics in
high anthropized settings and different socio-ecoisobackground of populations
living in urban areas, little is known about madatiansmission and effective control
in those areas. Since increased urbanization anaotidated trend in Tanzania, maore
operational elements of malaria transmission atate® control interventions need to

be explored.
Health System
Study Area ‘ Description of Research Study
Availability, Accessibility, Effective delivery of malaria test and treatmenp@®ds on a number of factors that
Acceptability, Affordability, might affect the timely and quality services. Thetbrs related to health care service

Delivery, Readiness, an delivery should be described and mapped to seleptogriate interventions. The

Utilization of Malaria Services stratification for providing quality care for uncpiicated and severe malaria is needed
through improvement of the entire health system #mgrovide an answer to the
underserved and out of reach sections of the ptpnla

Multi-Sectoral Collaboration
Study Area ‘ Description of Research Study

Evidence of Non-Traditiona Housing improvement and environment managementaegploited areas that need
Interventions for Malariz to be taken on board for addressing sustainablarfaatontrol initiatives. Innovative
Control interventions are needed to be explored and bastipes to be disseminated.

Vectoral Control
Study Title ‘ Description of Research Study

Insecticide Resistance Testing See Section Vector Control Data Sources page 32

New technologies NMCP will partner with research institutions to @asch on the efficacy of new vector
control tools and share evidence at relevant fGtarent ongoing researches include
field trials of durable wall linings and LLINs witkynergists. When and if applicable,
new vector control tools will be piloted and asses®r scale-up.

Outdoor biting control The current implemented vector control initiativeginly based on indoor measures,
might not be enough to shrink further malaria traission due to potential threat of
outdoor biting. New technologies to control outdbding need to be introduced and
are expected to be critical in controlling residti@nsmission, especially in low
endemicity areas

Monitoring vector dynamics in Collateral and complementary studies to the natiomelaria vector control

relation to intervention surveillance (see Routine Vector Control Monitorinprmation System page 34)

Useful life of LLIN products An eight district study implemented by a consortium of research partners in
collaboration with NMCP is currently being implemented to determine the
effective life of three leading Long Lasting Insecticidal Nets (LLINs) products in
Tanzania. The ABCDR study measures 1) attrition of the nets in households
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Malaria Case Management

(presence/absence), 2) the physical integrity of the nets that are still present
(number and size of holes), 3) the biological efficacy of the nets against
mosquitoes (mosquito knock-down and mortality measured with WHO-approved
assays), 4) the chemical insecticide residue in the net fibres (measured with high
performance liquid chromatography in the laboratory) and 5) Determine
insecticide Resistance in main malaria vectors

Study Area ‘ Description of Research Study

Therapeutic efficacy studies

Preventive therapies for risk
groups

Development and introduction
of a malaria vaccine

Quality of care for malaria
case management
appropriate  management of
fever

Monitoring quality of malaria
diagnostics and introduction of
new diagnostic tools

Monitoring SP  resistance

markers

Efficacy of ITPp-SP in low
transmission settings

PQ-Alu
low

Introduction of
combination in
transmission settings

Alternative community based
case management

See section Therapeutic Efficacy Studies page 37

Seasonal malaria chemoprevention (SMC), infantcnild preventive therapies (IPTi,
IPTc), mass screening and testing (MSAT), mass drdiginistration (MDA) are
major areas that need more evidence for an eveintclakion into the recommended
malaria strategies in the country.

RTS,S vaccine is expected to be introduced durihg hext strategic plan
implementation period. Evidence based approachelsiding operationalization in
suitable transmission areas need to be explored.

Operational researches for other potential vacdinals are also recommended.

In the current epidemiological transition qualityamagement of malaria cases is of

and paramount importance as well as a critical procesdiagnosis and treatment of nan-

malarial febrile conditions. Professional skilldgpractices should be improved.

Alternative diagnostics tools and algorithms —riwalaria and other febrile conditions
- need to be introduced and tested in differemsin@ission areas.

Quality of malaria diagnosis remains central in theanagement of malaria. Several
challenges have been observed such standardiz#tiprocedures and performances,
quality assurance of test devices and laborat@gemsts should be addressed.

SP is still the recommended medicine for IPTp boamoerns about its efficacy is
hampering the potential benefits. The molecularkesa of SP resistance need to be
monitored in the community.

WHO recommend the use of IPTp mainly in mesoendeanéas. Its efficacy in
hypoendemic areas is not well described. More emideis needed to inform the
NMCP on where the intervention is needed and wherirttervention might be safely
scaled down.

Malaria epidemiological profile is showing areasend transmission is at a level that
Primaquine (PQ) might be effectively introduced teduce further malaria
transmission by using its gametocydal effect.

Operationalization of iCCM needs more evidence thaséerventions in identified
hard to reach areas. Appropriate quality control mbcedures and logistic
management options should be tested.
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3 DATA MANAGEMENT

Each of the detailed data collection systems desdrin the previous sections, produces a uniqugubutith
indicators specific to that source. All data thagimates from one of the above systems or suriegabmitted
to a more senior level for approval. Data can aatg from a variety of levels, including Health fftes,

District Malaria Focal Persons, and Regional oridvet! representatives and institutions. The preifigaseflow

of information from HFs is via DHIS.

Ideally, once reviewed, data should be sent toSNE unit of the NMCP and, eventually, entered iato
comprehensive composite Malaria Database. The NNB@HE unit is supposed to aggregate the data and
produce reports and publications for dissemina#iod utilization at various levels, such as the MGKBEC,
CHMTs and RHMTSs, other Ministries, Government Dépants, Development partners, Implementing
Partners, Research Institute and Community level.
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Figure 14highlights the overall information flow from datallection to finding dissemination.

The ideal situation described above is still a Wwikhhinking due to several bottlenecks includinay
fragmentation of data sources; b) sub-optimal reépgifrom partners; c) limited human resource atamn and
capacity of the SME unit; d) unsatisfactory implerieg partner's commitment and conflicting price&i and
d) inadequate technical solutions.

3.1 The role and scope of DHIS2

The second generation of the District Health Infation Software (DHIS2) is a web-based system thag w
introduce in the country in 2013. The majority aftal are collected in the health facility in stamtized HMIS
books and registers, and reported monthly to thee®tive districts on a paper based format.

Data are entered into dedicated web based softatagéstrict level and stored and elaborated inteatral
database. Outputs are provided in form of tablésmrts and maps. The system is also able to receive
information directly from the health facilities tugh electronic devices (cellular phones or tahlets

The MOHCDGEC, under the Big Result Now (BRN) initra, is planning to introduce tablet devices taltie
facilities to facilitate the transmission of dafacess to login is provided at different levelshwit NMCP and
Government Ministries. Access to date is limitecateelected group of people. As a result, use edtta is
still very limited. Within the DHIS there are mudte forms that capture different health facilitiesita reported
at different intervals depending on user’s prefeesn

Currently (2015) the overall reporting rate is 7866 88% in private and public health facilitiespadively.

DHIS2 currently hosts all HMIS generated data afddiB®®R but it is able to accommodate more informatio
generated at health facility and community leveluding

* Logistic Information System

» Diagnostic Information System

* ILS gateway

* Community Malaria Monitoring

» Sentinel Population Surveillance
» Malaria Vector Surveillance

NMCP will work with stakeholders to improve and d&p further malaria information linked with DHIS2.

3.2 Routine malaria data quality assurance

Routine malaria data is very important aspectterNational Malaria Control Program (NMCP) for ntoning
malaria burden and intervention coverage at naltiand sub-national levels so as to make evidenseea
programmatic decisions. Tanzania like other coastuses Health Management Information System (HMIS)
for reporting routine health facility data. This HBlis a paper-based system at the facility levedtriat Health
Information Software (DHIS2) is the electronic & for HMIS which was rolled-out in 2013. Currbnt
national average for health facility reporting 828 with regional variance from 86% - 97% while tlgneeport

is 80% (67% - 95%). Since the national roll-outtled DHIS2, NMCP and the MOHCDGEC's focus was to
ensure maximum flow of report within the platform.

According to Malaria Programme Review (MPR) and &ctpEvaluation report conducted in 2011/2012 and
Routine System Strengthening (RSS) revealed ladkaofequate skills among health care workers, poor
data/register keeping, inadequate tally sheets Iait routine discussion of data with its limitedeus

inconsistencies in data across sources and inctenpdporting/use of HMIS tools. Due to the observed
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stumbling blocks it has been difficult to analyzgerpret and eventually share these data; thusshebecome
limited. Since malaria data are typically part log¢ thealth system, a stable routine health systamptioduce
complete, timely, reliable and valid data is neededorder to monitor malaria burden and intervemtio
coverage.

Existing national guidelines, HMIS manuals, and eothrelated standard operating procedures (SOPS),
recommend every case attending each Health Fagilfeg) to be recorded and eventually to be repdaddte
higher level and use of that information for plargniln each HF, source of information for malargadinclude
Outpatient department (OPD, Inpatient departmePD)] Antenatal Care (ANC), laboratory, pharmacy and
drug dispensing unit. In any of the section mermtmbove, there are set of tools (register, tdigets and
summary sheets). A client/patient is recorded nepective register (depending on the type of barfshe is
receiving) in line with tally sheets, so as to liégie monthly aggregation of key indicators foreth
corresponding monthly summary report. Monthly sumymaports are prepared using the data recordetieon
tally sheets, one copy of each report is sent ¢odistrict medical office and one copy is maintdira the
health facility. At the district level, data fronhg monthly summary reports are entered into thetreleic
DHIS2 system, which can be accessed by officiatheatistrict, regional and national levels. Biggtfs like
hospitals which have computer facilities and DHIS#nted focal point do enters their report dingétito
DHIS2.

Thus data quality can be altered at any point engiocess of transferring data. Alteration can petthealth
facility level (during recording of patient inforti@n/during preparing monthly summary), but can die
District level during compiling the report in Digtr health information system (DHIS2) and this megd to
poor malaria data.

NMCP will provide guidance to establish a compreidnam data quality audit (DQA) (see also page 34 in
paragraph 2.3.4). The broad objective of DQA isgeess malaria data quality in health facilitietha public
and private sector. The specific objectives of ititerventions are: a) to verify components of malatata
quality (completeness, timeliness, representatsgnstability etc.) in districts and health fam@kt b) to
identify underlying technical and organization detmants of routine health information system iniath
malaria data are being reported and to addressevkatual faults; c) to identify and correct behsaafo
determinant of health care workers on malaria detaagement.

The DQA will be carried out by NMCP, RMIFP and CNPRn collaboration with HMIS focal persons and
other key staff at the respective levels. Full imement of RHMTs and CHMTSs is of paramount impoctaito
implement appropriately the activity and to additessidentified problems.

3.3 The NMCP central data repository system

According to the proposed malaria SME plan archite; NMCP foresees a massive input of informatiom.
be able to manage the data appropriately it isap&pount importance to set up a centralized dgtesr®ry
system (DRS) able to store records from differgmsteans, organize them and provide standardizedutsutpr
easy interpretations. The DRS should be flexibld arovide a platform for analysis of data at diier
administrative and functional levels.

The NMCP needs to get ready to administer the systeough competent allocated human resources in
addition to implementing the appropriate techngalution and related hard and software. The DR lveil
designed to gather information from malaria stak#drs and implementing partners.
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3.4Dissemination Plan

The ultimate goal of any information generatedoibé disseminated to improve the knowledge abolgnmaa
and its control in the country at all levels. NM@Rns to do it through a series of initiatives withnd outside
the country to improve knowledge and skills on dega and analysis. It is imperative for NMCP taéase its
current capacity in term of staffing, competen@ad adequate information technology solutions. émanting
partners, especially those from Local Governmenthéuty, will be involved in the process throughesfic
initiatives in the respective administrative are@®@mmunities also will be informed and involved time
planning through using appropriate channé&ble 10is summarizing the information dissemination plan.
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Figure 14: Schematic Framework for Coordination of SME within NMCP

Population Based Health Facility Based Entomological Programmatic
Surveys Information MMonitoring Informations

HMIS f DHISZ f NMOP Data Management Systen

Maticonal Bureau of
Statistics and other
Ministries

Donor
Organizations

Partner and
Implementing
Organizations

NMCP Surveillance, Monitoring and Evaluation Unit
Data 1s aggregated and used for : = Drung efficocy and insecticide
= Molorio Survelilonce Boulletin resistonce studies
Sureey Reports Courytry mulario reports
Borvor MEE reports
Operational research fiodings ond
porblioo tiorr s

Molaria intersention reports
Surpervision and oo o goolity
OESE S ENT Fegrorts

Reports distributed to Governrnent. industry. Donors Partner
Crgorizations, and the Public

Table 10: Detailed Dissemination Plan for more information on data dissemination

Product Contents
Service provision;

policy and surveys

Frequency Responsible

NMCP SME unit

Semi-annual SME TWG

Epidemiological Bulletin

updates
Mass Media update, press . NMCP BCC and SME  Policy and services
Semi-annual .

release units update

NMCP BCC and SME  Policy and services
Fact sheets Annual .

units update
Malaria epidemiological . NMCP and research Updated malaria risk

. Semi-annual

profile partners maps

NMCP SME unit Table, charts and maps

Summary DHIS2 updates Quarterly

Mid and end of

Audience

Malaria partners, health
workers,

Mass media, public

General Public

MOHCDGEC, Malaria
stakeholders
MOHCDGEC, Malaria
stakeholders
MOHCDGEC, Malaria

Malaria Programme Review MSP NMCP and partners Report stakeholders
Operational research abstract Annual SME-TWG/SME-N Abstract pook/ MOHCDGEC, Malaria
book presentation stakeholders
Malaria SME network Semiannual  SME-TWG Meeting minutes / NMCP, Implementing
presentations Research partners
Annugl Malaria Review Annual NMCP Meeting rT\mutesl LGA, RHMT, DHMT
Meeting presentations
RMO/DMO annual conference agliliEl MOHCDGEC Conference proceedings LGA
Global and regional meeting Annual NMCP Meeting presentations NMCP staff
National Scientific conferences JallIE] Research Partners Abstract book Researchers . and - public
health professionals
International Scientific Research and Acadaem Researchers and public
Abstr k .
Conference (MIM, ASTPH) AIATTEL Partners bstract boo health professionals
Web site NMCP Web site Health _professmnals,
general public
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4 IMPLEMENTATION ARRANGEMENTS AND OPERATIONAL PLAN

4.1 The scope and roles of NMCP and implementing partners involved in
malaria SME

4.1.1 The role and scope of NMCP

The NMCP is committed to provide quality, affordabéffective and efficient malaria health servitesall
Tanzanian citizens. In order to track these bemefistrong surveillance, monitoring and evaluatioit within
the program is needed to enable more evidence bdsedion-making and to provide implementation
accountability.

NMCP believes that an effective SME organizatios@licture can drastically improve the quality otada
analysis and utilization. The following organizata hierarchy was designed for NMCP’s SME group,
reflecting additional resources needed to supperttany surveys and systems in place.

Adherence to the unit structure highlightedrigure 15 would necessitate recruiting and hiring addgicstaff
with appropriate skills mix. It is NMCP’s beliefahthese additional staff members would enhanceStMg
Unit’'s ability to extract data and use it to makedence-based decisions. It should also be notatttie new
role of DHIS Focal Person would work for NMCP butwd be based at the DHIS headquarters.

Figure 15: Optimal SME Unit Structure within NMCP

Head of SM&E

Data Management Surviellance and
Unit Response Unit

M&E Officer — Data Analyst /
Routine Data Manager

Epidemiologist

M&E Officer —

Periodic Data Gl spaekie:

IT Specialist

DHIS Focal Person

4.1.2 The role and scope other MOHCDGEC sections

NMCP will work closely with the relevant MOHCDGE@dions delegated to collect, manage and analyze
information:
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* The backbone of the malaria information systemhes ioutine collection of data in the health faight
reporting and subsequent analysis performed by Hdd[&cially through the DHIS

* mHealth initiatives are to be strengthen and expdnd collaboration with the delegated MOHCDGEC
section

* IDSR will be leading the implementation of core ara surveillance (MEEDS and commodities) under
NMCP oversight

Other important malaria related data are managextier MOHCDGEC sections:

* Pharmaceutical and supply information will be coiéel through the initiative of the Logistic Managsarh
Unit (LMU) of the PSS, Pharmacy Council, TFDA an&DbI
» Comprehensive diagnostics information, currentiyhaged by the DSS, will be linked to DHIS platform

4.1.3 The role and scope other ministries

NMCP will facilitate other ministries to performiiiatives related to collection and interpretatioihmalaria
data:

* National Bureau of Statistics (NBS) will lead tlmeplementation of national representative surveynag
DHS, MIS, SPA, HBS and National census. NMCP wilpggort NBS in the preparatory phase and in the
dissemination findings

» Tanzania Meteorological Agency will lead the cdlien, analysis and dissemination of weather infdroma
related to malaria transmission, especially on pcot a platform able to inform the malaria comntyion
early warning for abnormal transmission.

4.1.4 The role and scopes of research institutions

The country has reputable and capable researciutitsts. This is a valuable asset to produce oowtus
information needed for creating evidence on malewiatrol interventions.

* Entomological monitoring including IRT (TPRI, IHNIMR, KCMC)

» Parasitological monitoring including TES (IHI, NIMRCMC, CUHAS)

* Quality assurance of NMCP led initiatives (SMPS, $#¥tc)

* Implementation of the priority malaria researchratge(see Operational Research section)

Several international research institutions havenbactive for decades in Tanzania to conduct regktl
operational research. NMCP will encourage thesgtuions to continue their activities in the conand to
technically support the national research instisi

4.1.5 The role and scopes of development and implementing partners

All development and implementing partners are cottethito support NMCP in both implementing control
initiatives and collecting data to monitor and exdé the progress towards achieving the goal ajetinies set
out in the strategic plan.

Development partners have an enormous role in fignthe implementation of the major SME initiatives
through the support to HMIS/DHIS and implementat@mational representative surveys through the NBS
Implementing partners usually give special attentm M&E in their initiatives through dedicated anfmation
management initiatives and are paying attentionrovative and creative approaches. NMCP will emage a
full integration of their implementing modalitiestiin the comprehensive SME design presented sglain.
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4.1.6 The role and scopes of the private sector

Private sector plays a crucial role in delivery bafth preventive and curative malaria services. Cadd
information system should be adopted to monitor dbkvery of these services. Currently there isap of
knowledge in the services rendered in some of nfemal sector outlets. Particular attention wil paid to
collecting accurate and timely information from:

Manufacturers and first line buyers of diagnoséind medicines
ADDO and other private outlets

Commercial net manufacturers and distributors and

Net retailers

4.1.7 SME governance: Technical working group and networking

The Surveillance, Monitoring and Evaluation TechhM/orking Group (SME-TWG) will oversee all techaic
activities and facilitate-decision making basedtlos available evidence. The SME Technical Workimgup
will be a small, yet pro-active, group of individsiawith expertise in epidemiology, biostatisticgalh
information systems and entomology. The NMCP SME will be the delegated secretariat of the SME-TWG
The SME-TWG:

* Will be comprised of approximately 6-8 individuélem partner organizations with relevant technalalls
who are nominated by the SME Network (and confirrbgdhe NMCP Secretariat). All members of the
TWG must agree to prioritize their attendance latnaletings that will be held at least quarterly

* The TWG will work closely with the NMCP to oversée implementation of the SME Plan 2015-2020

Other Activities of the TWG include:

* Advising the NMCP as to optimal structure of the Skell within the NMCP

» Develop standards and guidance for reporting ohne@SME data by partners

* Review of SME data on a regular basis to assesddr@ malaria intervention coverage, malaria nuti
and mortality and coverage of other child surviwagrams

* Provide guidance for malaria surveillance

» Set operations research priorities

* Review of relevant information needed by the NMC&hagement to inform decision-making

* Provide advice and guidance to the SME cell of NM@Mprogramme-based evaluation processes

* Provide advice and guidance to the SME cell onimeutlata collection and periodic surveys for evien
based decision making

The SME TWG will ensure the following main areasnvafrk are done.

* Involvement in planning, monitoring and reportirfgSME activities

» Discussion of the annual work plans during the NM&@ategic planning process

* Keeping abreast of the progress of the planned BitéEventions

» Assessment of the need for corrective measureshie\e targets set in annual plans.
» Strengthening of an integrated system for malanaesllance

* Enhancement of surveys and operational research

The Surveillance, Monitoring and Evaluation Netwakhe broad umbrella group comprised of repredpmes
of all partners. The SME Network will:

* Meet biannually to discuss SME activities and réepbout the SME plan implementation
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* Nominate individuals to serve on the Technical WagkGroup
» Support NMCP to use SME information for evidencedabaplanning and to promote advocacy for resource
mobilization

4.1.8 The role and scope of Regional and Councils Health Management

The RHMT and CHMT are playing an enormous rolehis SME plan as both the originator of large amaint
data and the ultimate users of the information.i&eg and district teams are accessing the DHISRather
web based outputs (e.g. eIDSR, eLMIS, ILS and gayg\or simplified analysis and interpretation attal

4.2 SME Activities 2014 - 2020

The key objectives of NMCP’s SME strategy for tlextn5 years were outlined at a high level in thetiea on
Malaria Surveillance, Monitoring and Evaluation @tijves page 16. Outlined below are the supporting
activities that will allow NMCP to achieve eachtbéir four SME objectives.

Objective 4.1 — Routine Reporting

4.1Improve quality, completeness, and timeliness of ntaria indicators within the routine health
information system to reach 90% of health facilities reporting monthly through the HMIS by 2020

Supporting Activity: Support HMIS/DHIS units in the MoHCDGEC to improve quality of reporting malaria
indicators and roll out of the electronic DHIS platform at all levels

The HMIS and the IDSR system are the two data systestablished by the MOHCDGEC to collect routine
SME data from healthcare facilities. The key malandicators are included in the existing HMIS dD&R
framework. NMCP will continue to collaborate andgpart the HMIS and IDSR units to improve the qualit
and timeliness of routine data collection. Elecitgriatforms will be expanded through DHIS2 to iioye data
management and to provide real-time outputs, imefudharts and maps, for data analysis, interpogtand
use. Private health sector reporting will be sttbaged through complete involvement in the routeporting
systems. The integrated platform for malaria SMi©ugh DHIS will include all malaria-related datdleoted
and indicators generated. Weekly and monthly epidiegical, service delivery and logistic data vk linked
through DHIS at various levels of healthcare deliv&/eb- and desktop-based outputs will be providedll
levels from healthcare facilities to the natioreald|.

NMCP and partners will be involved in providingitiag and support to healthcare workers in infoiorat
management at different levels. DHIS utilizationlwie promoted from the national to the districtde All
regional and district malaria focal points will beabled to regularly access the DHIS and make tisleeo
information for improving malaria service delivetyMCP will appoint a dedicated person to liaiseydaiith
HMIS/IDSR/DHIS™.

Supporting Activity: Develop quality assurance / control system for data auditing and verification

The data, received weekly and monthly, will be skathor auditing and verification during routinedsad hoc
supervision visits.

*! (National Malaria Control Programme 2014)
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Objective 4.2 — Periodic Surveys

4.2 Establish a comprehensive framework for collecting,processing and storing essential malaria
indicators from periodic service delivery and progamme surveys

Supporting Activity: Establish selected sentinel districts/sites to capture non-routine malaria data on quality
of care

Sentinel districts will be selected to perform regusurveys (e.g. SPAM) on quality-of-care indicatdor
malaria diagnosis and treatment. These sites wilect data on appropriate case management acgptdin
guidelines as well as indicators not included i tbutine HMIS (e.g., adherence to testing resphesscription
habits, commodities storage and distribution pcasti data validation). The private sector will beluded in
the surveys, and NMCP will assess these data bégnun addition, NMCP together with partners will
conduct regular end user verification and commeslitracking’.

Supporting Activity: Collaborate with the National Bureau of Statistics to ensure the regular national
representative population surveys and other specific sub-national surveys include relevant malaria
indicators

NMCP will continue to collaborate with NBS to prepaconduct, and disseminate the well-establislatidmal
and sub-national representative surveys such a3t MIS, and SPA.

Supporting Activity: Establish countrywide longitudinal vigilance of malaria parasitaemia in sentinel
population: pregnant women and infants at RCH clinics, school-age children

Two major parasitological surveillance initiatives sentinel population will be conducted during the
implementation of this strategic plan: (1) longinal assessment of malaria parasitaemia in pregmanten
and children under five will be scaled up to all RClinics, and (2) longitudinal malaria parasitaami
prevalence in school age children will be assesseselected district representative primary schodlse
initiatives will be implemented in collaboration twi CHMTs and research institutions. Sentinel pajputa
parasitological surveillance will be providing comtous assessment of the status of malaria coaimdl
seasonal and geographical malaria risk mapfing

Supporting Activity: Establish and expand longitudinal monitoring of mosquito population dynamics and
behaviour in sentinel sites and strengthen surveillance of insecticide susceptibility

Longitudinal entomological monitoring and insedeisusceptibility test will be implemented in cbbaation
with research institutions in sentinel sites coyntde. NIMR will continue to coordinate the institbns and
provide capacity building to district-based entoogital teams. Insecticide resistance test will aeied out
annually in conformity with the standard WHO guidek. Core vector population indicators will beesétd to
monitor continuously mosquito composition and dyitah.

*% (National Malaria Control Programme 2014)
** (National Malaria Control Programme 2014)
** (National Malaria Control Programme 2014)
** (National Malaria Control Programme 2014)
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Supporting Activity: Coordinate and oversee the implementation of standard antimalarial efficacy studies as
per WHO guidelines by national research institutions

Standard antimalarial efficacy studies will be coctéd in alternating years to monitor the recomneend
antimalarials as per WHO guidelines. Molecular reeslwill also be collected to monitor resistancekaes of
drugs used for both treatment and chemoprevenfiomataria. NMCP will coordinate all the researchriwvby
the different institutions.

Supporting Activity: Coordinate the collection, use, and interpretation of the programmatic monitoring of
vector control initiatives (including LLINs, IRS, and LSM)

Routine monitoring of programmatic indicators ofct@ control programmes will be conducted by
implementing partners. NMCP will coordinate thelection, use, and interpretation of the resultstéandard
set of indicators will be proposed for the inities’.

Activity: Regularly update malaria epidemiological profile

In 2013 NMCP, in collaboration with INFORM and IHleveloped an epidemiological profile for malanel a
its control. The document provides a series of nmalask maps and related action points. The malari
epidemiological profile (2013) will be updated eyéro years®.

Objective 4.3 — Evidence-Based Decision Making

4.3 Establish and maintain a comprehensive and effecter malaria knowledge management system to
collate, interpret, disseminate, and promote the s of quality malaria data for evidence-based
decision making at national and district level

Supporting Activity: Establish a national SME Partnership Framework

The national framework for the implementation of EMctivities will include updated SME annual plaas,
revitalized governance structure, and a malariaratjpmal research agenda. The framework will previd
technical guidance to ensure that malaria dateecdin, assessment tools, and monitoring and ewaifua
initiatives are coordinated and standardized. NM@P developed an SME plan and has establishedaianal
SME technical working group (TWG) and network. Alara operational research agenda will be develdped
NMCP and research partners to include essentiahrel initiatives to guide the strategic plan impatation
and provide evidence for innovative initiatives.eTagenda and the identified operational researchitprs
will form the bases for resource mobilization.

Supporting Activity: Develop a national malaria data management plan and data repository to enable
evidence-based decision making at all levels

The data management cell will be strengthen witheANMCP and will be responsible for systematicamal
data management. The cell will develop a malarta deanagement plan outlining how the different sesirof
malaria data can be consolidated, stored, andadgulpdated. NMCP plans to develop a national custip
malaria database (&nowledge warehouse) that brings together all the relevant databases manner that is
user-friendly and easily accessible.

*® (National Malaria Control Programme 2014)
*’ (National Malaria Control Programme 2014)
*% (National Malaria Control Programme 2014)
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Supporting Activity: Undertake periodic malaria programme reviews and evaluation of the implementation
of malaria strategic plan

Midterm and final programme reviews will be conduttto evaluate the status of the strategic plan
implementation. This review will provide crucialfanmation needed to update and adapt the malaategy
where needed.

Objective 4.4 — System for Epidemic Preparedness

4.4Design and support the implementation of a comprehssive malaria surveillance and response system
for epidemic-prone districts to ensure that 80% ofmalaria epidemics are responded to within two
weeks from the onset by 2020

Supporting Activity: Map the malaria epidemic-prone districts, including stratification of epidemic “hot
spots”

The NMCP will map epidemic hot spots using the ntlgedeveloped Malaria Epidemiological Profile, whi
provides ward-level transmission information. Timapping exercise will be discussed with the reledsstrict
and will form the basis for a national contingersypply stock for epidemic containment. Post-epidemi
assessment will be encouraged to further investimtal epidemic dynamics and to establish pre-emapt
control measure.

Supporting Activity: Establish Malaria Epidemic Early Warning System and a Malaria Epidemic Early
Detection System

A malaria epidemic early warning system (MEEWS),laria early detection system (MEEDS), and rapid
response is important to quickly reduce malariadearin the event of malaria epidemics. NMCP plans t
establish MEEWs and MEEDS in the epidemic-pronéridis, including protocols for the production déws
and action thresholds that will initiate field viezations and investigations. MEEWS will capitalisem
weather information and other potential threatshsas interruption of malaria control services thaty be able
to trigger malaria outbreaks. The essential compbfer functional MEEDS is quality, accuracy anchely
routine HMIS/IDSR data management plotted to dedecepidemic alert and trigger subsequent intervesit
to investigate and contain the outbreak.

Supporting Activity: Strengthen Capacity for malaria epidemics containment at district and health facility
level in epidemic prone districts

NMCP will develop training packages for malariadgnics prevention and control and a capacity bugidi
plan for the relevant districts. NMCP and partn&i roll out a capacity building plan to improvejgacity at
district and health facility levels to respond t@wumbent epidemics. Training will include developmef a
district-specific epidemics preparedness plan,dgtahoperating procedures, and medical suppliesngancy
plans.

Supporting Activity: Implement malaria outbreaks response operations when and where necessary

The councils will be responsible for immediate wasge activities after the detection of a malaritbiak.
Immediate actions to provide appropriate malarEegaanagement are needed to mitigate severe nigraidi
mortality. Appropriate BCC initiatives are crucitd assure adequate engagement of the communityein t
response. Effective vector control measures shbelthken into consideration according to local capand
opportunities, especially after epidemic early vimgnto pre-empt transmission, rather than an edatgction.
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4.3 Implementation Timeline and Action Plan

The implementation plan attached in APPENDIX 4: INBMENTATION PLAN, identifies the key objectives
and supporting activities previously identified tims section. The implementation plan also highbgiwhen
they will occur, as well as the party responsibleiinplementation and the source of funding.

4.4 Budgeting

The NMCP business plan for the period 2014-201lindgcating a total needs for the implementatiortto$
SME plan of USD 14,056,512. Through GOT and develeqt partners a total of USD 10,832,478 have been
obtained and anticipated, leaving a gap of USD 934 (Table 11). See for more details APPENDIX 5:
DETAILED SME BUDGET, 2014 — 2020

4.5 Conclusion

As malaria prevalence across Tanzania continuegettine, surveillance, monitoring and evaluationtod
disease will become increasingly important and ldgrger role in disease elimination. The propageahges
to NMCP’s surveillance, monitoring and evaluatigstems will lead to realization of the followingrieits:

« Focused interventions

« Identification of malaria prevalence trends ovardiand in specific regions of Tanzania

« Monitoring of health practices that are relatedigease burden within the country

« Generation of hypotheses for areas requiring imgmeant.

NMCP is confident that the planned surveillancenitwring, and evaluation activities will contribute an
improved understanding of the malaria burden oadriig specific geographies and communities within
Tanzania, and push the country forwards towarasiedition.
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Table 11: Summary of SME implementation budget for 2014-17
Source NMCP Business Plan 2015 October, in USD

Objectives Global Fund SFF Available GF Requested

698,850 6,836,550 1,200,000 8,735,400 9,596,480 18,331,880 5,436,033

Improve quality, completeness, and timeliness
of malaria indicators within the routine health 36,986 1,350,000 250,000 1,636,986 2,627,127 4,264,113 1,450,000
information system

Establish a comprehensive framework for
collecting, processing and storing essential

. L o . 469,290 5,091,550 950,000 6,510,840 5,721,250 12,232,090 3,431,053
malaria indicators from periodic service
delivery and programmatic surveys
Establish and maintain a comprehensive and
effective malaria knowledge management
system to collate, interpret, disseminate, and 5 oo, 320,000 - 455,531 654,613 1,110,144 404,980

promote the use of quality malaria data for
evidence-based decision making at national and
district level

Design and support the implementation of a
comprehensive malaria surveillance and 57,043 75,000 - 132,043 593,490 725,533 150,000
response system for epidemic-prone districts
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APPENDIX 1: STRATEGIC PLAN 2015-2020 LOGICAL FRAMEWORK

Programme Goal

Baseline and Target Values

LIEIEE 2011/2012 2016 2020 Sources Method Frequency  Responsible
Goal Target
. . . . National
E%rr?tﬁ;aem'a Prevalence in Children &9 5, 5% 1% TDHS/MIS  representative 3 years NBS, NMCP
survey
- National
Rg\j/:?:nczhe aveage country Ifn"’ll"’m""All cause under 5 mortality rate 81 54 40 TDHS/MIS  representative 3 years NBS, NMCP
P survey
Confirmed malaria cases per 1,00 National .
' 102/1000 60/1000 20/1000 HMIS/DHISZrepresentative Annual HMIS, NMCP
persons per year survey

Integrated Malaria Vector Management

Baseline and Target Values

2011/2012 2016 2020 Sources Method FETlEe

Indicators

Responsible

Strategic Objectives

1. To reduce transmission o NMCP,
malaria by scalingup and maintainingReduce entomological inoculation rat Entomological . . Research
effective and efficient vector contro(EIR) to <0.1%° NA <0.25 <01 reports Sentinel sites - Annual Institutions
interventions (RI)

Specific Objectives Outcome indicators

1.1 Ensure universal access ar . . )

use of the population to LLINs in allzgofflﬁ(mem fé)v?gllzlgin tt]rgat slept under69% 80% 85% $BMISS/ Sert\'/Znal repr3years NBS, NMCP
transmission settings and control stages P 9 y

12 Consolidate and expand IRS i‘Pro ortion of population at-risk who are

epidemiologically and  operationally p Pop IRS reports  IRS census NMCP

suitable areas protected by IRS

1.3 Implement larviciding
interventions in selected urban area
where breeding sites are few, fixed, ar
findable

Percentagedecrease in larval density it
selected areas trated with appropriate NA 50% 75% Ento. Survey  Survey Annual NMCP, RI
larvicide measured on quarterly intervals

39 It is recognized that measuring of the Entomological Inoculation Rate (EIR) is problematic and a representative baseline for Tanzania in not yet available. However, the aim is to establish a baseline through representative sampling by 2016.
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Baseline and Target Values

TeleEier 2011/2012 2016 2020 Sources Method Freqyuenc Responsible
1.4 Promoteeffective Proportion of urban wards implementing NMCP&P
environmental management for malarieenvironmental management to preverNA 25% 50% report Annual survey Annual NMCP
control amongst targeted communities mosquito breeding sites P
flof' coorﬁ)jriﬁ:t?gna St;?]tgglcég?ﬁzvg&tNumber of evidencebased innovation: NMCP&P End of NMCP,
. .~ ~“for malaria vector control adopted andNA 1 2 implementatio Annual Partners,
assessment for the implementation . report

integrated introduced in Tanzania n report Policy makers

evidence-based IMVC interventions

Malaria Diagnosis, Treatment and Preventive Therapies

Baseline and Target Values

Data

Indicators 2011/2012 2016
Sources

Frequency Responsible

Strategic Objectives Target
2. To prevent the occurrence of
severe morbidity and mortality
ltﬁ:ifgdh ;}?omg:i?)lﬁngf JET\?Z:?; Case Fatality Rate in patients HMIS Web based
. - ) 3% 2% <1% reports and Annual
access to appropriate early admitted due to severe malaria (%) DHIS2
) . surveys
diagnosis and prompt treatment
and provision of preventive
therapies in vulnerable groups

Specific Objectives Outcome indicator

NMCP
HMIS

2.1 Provide wuniversal access to Percentage of children under the age
appropriate, quality and timely of 5 with fever who had a malaria test .
malaria diagnosis to all people the same or next day after onset of a 25% 60% 80% $ngS/ :\(leat:osnl?rlve 3 years “EASE:P
with signs and symptoms of disease, disaggregated by socio- P y
malaria economic groups

Percentage children under the age
of 5 with fever and tested positive
2.2 Provide universal access to for malaria parasites who were

appropriate, quality and timely treated with recommended 0 0 0 THMIS/ National NBS,
treatment to all people who have antimalarial the same or next day 33% 60% 80% TDHS repr Survey 3 years NMCP

malaria following the onset of fever,
disaggregated by socio-economic
groups

2.3 Provide appropriate and effective
services to reduce the risk of
malaria  infection and its Proportion of women with live birth in .
complications among populations the previous two years who received 32% 60% 80% $ngS/ l’,\é%t;osnﬁrlv ey 3 years “E/I?:P
biologically and two doses or more of SP (IPTp2+)
socioeconomically vulnerable to
malaria
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2.4

Item

Ensure that commodities used in
malaria  patient care and
prevention are consistently safe,
quality assured and available at
the points of care

Proportion
facilities that have no QAACT and
mRDTs stock outs cointinuous for one
week in the last 3 months

Baseline and Target Values

2011/2012 2016 iz

Sources

Indicators 2020 Method Frequency Responsible

of public healthcare

NA 90% 90% EUV Web NMCP

Weekly

25

Deploy appropriate malaria case Proportion of emergency situation in

management interventions in which

case of outbreaks and resurgence management interventions have been NA
implemented within two weeks of
onset of outbreak

situations to reduce the risk of
severe morbidity and mortality

epidemic malaria case

80% 90% NMCP Report Annual NMCP

Malaria Communication

Indicators

Baseline and Target Values

2011/2012 2016 2020 Sources Method Frequency

Responsible

Strategic objective:

Outcome indicators

3.

To create an enabling environment where

Proportion of caretakers who

individuals and household members are are able to take actions to THMIS/ National NBS
empowered to minimize their own malaria protect their children from 82% 85% 90% TDHS representati 3 years NMC’P
risk and seek proper and timely malaria- : ve Survey
treatment if and when needed malaria
Specific Objectives
3.1 Reinforce and update knowledge amongst Proportion of ooulation
all community members in Tanzania about P pop National
h h ; - (disaggregated by age and sex) THMIS/ . NBS,
appropriate malaria prevention, testing with knowledge of ways to avoid 92% 92% 95% TDHS representati 3 years NMCP
ggﬁ ;\r/?:é?qsent and promote desired positive and treat malaria ve Survey
3.2 Increase knowledge amongst vulnera_ble Proportion of women 15-49 _
groups with elevated risk of malaria ears who know  preanant THMIS/ National NBS
infection about their specific risk and the M high p 'gk f 90% 90% 90% representati 3 years '
revention and treatment options available women are _at Igher risk 0 TDHS ve Survey NMCP
tpo them getting malaria
3.3 Influence social norms about healthy
behaviours around malaria prevention and Proportion of women who state THMIS/ National NBS
care, and encourage communities to initiate that malaria is the most serious 67% 70% 75% TDHS representati 3 years NMC’P
and implement community-based malaria health risk in the community ve Survey
control interventions
3.4 Create strong BCC public private Number of BCC interventions Document
partnership to maximize efforts, ensure and projects in line with the 84% 87% 90% NMCP&P review and Annual NMCP and
consistency in approach, and avoid BCC strategy implemented by report site visits PPP

duplication

malaria partners
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Baseline and Target Values

Indicators 2011/2012 2016 2020 Sources Method Frequency Responsible
3.5 Raise the profile of malaria amongst policy
and decision makers at all levels so that Proportion of CCHPs that NMCP&P Document NMCP  and
national, regional and district plans include include malaria interventions 14% 50% 80% report review and Annual LGA

appropriate interventions and sufficient and budgets site visits

budget to implement the malaria strategy

Malaria SME

Baseline and Target Values

Indicators 2011/2012 2016 2020 D) Me_t_hod_ i Frequency  Responsible
Sources Verification

Strategic Objective Outcome Indicators

4. To provide timely and reliable
information to assess progress
towards the set global and

national  targets.  fo  ensure Comprehensive malaria programme Eve 3 NMCP/
reSOUrCes arg us,ed in the most review undertaken periodically using 1 1 1 MPR Report yeag NBS/
cost-effective manner and to 2 available data sources Partners
account for investments made in
malaria control

Specific Objectives Outcome Indicators

4.1 Improve quality, completeness, .
and timeliness of malaria Propo_rt_lon of health faC|I!tlgs o o o Monthly/ NMCP/
indicators within the routine subml_ttmg complete reports within 60% 80% 90% DHIS2 Reports weekly District

: ; specified deadline through the HMIS

health information system

4.2 Establish a  comprehensive
framewqu for ) collectlng,_ Framework for collecting and storing functional updated NMCP/
processing and storing essential - NMCP&P

oL I - malaria data developed and NA framework framework Reports Annual research

malaria indicators from periodic functionin in place in place report Institutions
service delivery and 9 p p
programmatic surveys

4.3 Establish and maintain a
comprehensive and effective
malaria_knowledge management Proportion of periodic evaluation NMCP and
system to collate, interpret, . NMCP&P Documents . h
? . reports developed according to the NA 80% 90% - Annual implementin
disseminate, and promote the use national SME plan reports review artners
of quality malaria data for P gp
evidence-based decision making
at national and district level

4.4 Design and  support the
implementation of a Proportion of malaria epidemics
comprehensive malaria responded to by district councils NA 50% 80% :\le'\élgf;&P Reports Annual g:\gtist/

surveillance and response system within two weeks from the onset
for epidemic-prone districts
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Baseline and Target Values

Malaria Programme Management, Partnership Development and Resource Mobilization

Indicators 2011/2012 2016 2020 Sources Method Frequency  Responsible
Strategic objective: Target
5. Efficient programmatic and
fmanmaj management of malaria Programme performance as rated .
control interventions at all levels, ) ; Semi- Heads of
. - overtime through semi-annual B+ A+ A+ PUDR .
implemented through effective independent evaluation (Global Fund) annually units NMCP
and accountable partnerships P
with adequate funding
Specific Objectives Outcome indicators
5.1 Improve the effectiveness and
accountability of  malaria . . . -
control  implementation by Proportl_on of |nterV(_ent|ons within the o o NMCP&P Document NMCP .
strengthening partnerships and annual |mplementa_tt|on plan that have NA 75% 90% Reports Review Annual Head_ admin
- . ) been successfully implemented and finance
cooperation  with malaria
control stakeholders at all levels
5.2 Increase the level of resource NMCP
mob|l|z§t|on to fupd the Proportion of total strategic plan N/A 80% 90% NMCP&P Dogument Annual Head admin
strategic plan, according to the budget funded Reports Review "
- and finance
programmatic needs
5.3 Promote a harmonized regional Number of inter-sectoral and cross- NMCP&P NMCP and
and inter-sectoral approach to border malaria initiatives developed NA 2 4 ReDorts Document Annual RBM
malaria control (cumulative) P partners
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Key Output Indicators

Data source

Numerator (if applicable)

Denominator (if applicable)

Diagnosis and case management

APPENDIX 2: KEY INDICATORS FOR MONITORING MALARIA CONTROL AND PREVENTION ACTIVITIES

REINEILS

Number RDTs distributed to health Number RDTs distributed to health LMIS, EUV,
facility facility SPAM
:#t?:r?;;riQSCT di:ltr:i%ut(e)tjherto eshseez;;ﬁl Number ACT and other essential LMIS, EUV,
facility antimalarials distributed to health facility SPAM

Number of malaria (confirmed andNumber of malaria (confirmed andHMIS/DHIS
Malaria specific case fatality rate clinical) deaths reported in healticlinical) admissions reported in healtt‘b NMCP core
facilities facilities
E;Srgima?ﬁaff C?gggwgg OF;D Ealﬁgtae Number of confirmed OPD malaria cases EUV NMCP core
treatment  accordin to pgati%nal that received appropriate treatmemtiumber of confirmed OPD malaria cases;SPA,’vI GF
B 9 according to national guidelines recommended
guidelines
. NMCP SP/PF
Percentage of pregnant women who Number of pregnant women who rgceweﬂlumber of pregnant women who made MMIS/DHIS HSSP IV
received at least 2 doses of IPTp during at least 2 doses of IPTp during th? o
. . : . east one antenatal care visitin 1 year 2 GF
the reporting period reporting period
recommended
Number of pregnant women who receive
Num_ber of pregnant women who 2+ doses of IPTp during the reportingﬁlumber of pregnant women WhO made #MIS/DHIS NMCP Core
received 2+ dose of IPTp period east one antenatal care visitin 1 year 2
Percentage of all suspect _malarla casesNum_ber of all suspect malaria cases thﬁfumber of all suspect malaria cases HMIS/DHISZGF
that received a parasitological test received a parasitological test recommended
Annual blood examination rate (classic Number of all suspect malaria cases thf{f . . HMIS/DHIS NMCP core
L . . : umber of people in the population GF
definition) received a parasitological test 2
recommended
L . . NMCP core
Blood examination rate (alternative Number of all suspect malaria cases thﬁfumber of OPD visits HMIS/DHIS GE
simplified definition) received a parasitological test 2
recommended
Proportion of suspected malaria cases .
that received a parasitological test Num_ber of sgspegted malaria cases thIé}tumber of suspected malaria cases HMIS/DHIS NMCP Core
. receive parasitological test 2
(malaria test rate)
P_roport|on of confirmed malaria Number of confirmed malaria cases Total nu_mber of malaria cases (clinicaHMIS/DHIS NMCP core
diagnoses and confirmed) 2 HSSP IV

Percentage of health facilities that Number of health facilities that reported Numbehe#lth facilities

LMIS, EUV  NMCP SP/PF
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Numerator (if applicable) Denominator (if applicable) Data source Remarks
reported no ACT stock-out for more no ACT stock-out for more than one GF
than one week week recommended
Percentage of health facilities that Number of health facilities that reported NMCP SP/PF
reported no RDT stock-out for more no RDT stock-out for more than oneNumber of health facilities LMIS, EUV GF
than one week week recommended
Percentage of health facilities Number of health facility submitting o GF
submitting timely and complete reports timely and complete reports Number of health facility DHIS2 recommended
Proportion qf expected health facilities Number of health facility reports receiVeo{\lumber of health facilities reportsDHISZ NMCP Core
reports received expected
Vector control (ITN/LLIN)
Number of LLINs distributed through Mon_thly_
. L monitoring  PF,
the different distribution channels NA NA reportiimple  GE
(SNP, ANC and commercial market) portimp
menting recommended
annually
partners
Monthly
. Number of LLINs distributed through the L monitoring
rpeirgi(\a/inr:agaeLLcl)lil [ different distribution channels (SNP,'f\cl)l;Tet::eeri\z;pzsL?_r;;m risk groups targeterdeport/imple ?elc::ommended
9 ANC and commercial market) 9 menting
partners
Percentage of the population at risk Number of persons with a LLIN fromNumber of persons at risk Quarterly GF
potentially covered by nets distributed number of LLIN distributed P CMM recommended
Number _ of ITNS/LLINS sold NA NA Commo_dltle NMCP SP/PE
commercially s Tracking
Vector control (IRS)
. - . . Commoditie PMI
Amount of insecticide procured Amount of insecticide procured NA .
s Tracking recommended
Number of people trained in IRS Number of people trained in IRS NA Implementin - PMI
g partners recommended
Number of environmental compliance Number of environmental complianceNA Implementin  PMI
management trainings per district management trainings per district g partners recommended
Percentage of households in designatedNumber of households sprayed i mber of households in desi nateH’nplementin NMCP SP/PF
targeted areas that received IRS in the designated targeted areas in the last }ﬁj 9 g partners GF
argeted areas
last 12 months months recommended
S . C . Implementin
Number of districts implementing IRS ~ Number of districts implementing IRS NA g partners NMCP SP/PF
Surveillance /HMIS
Number of sentinel sites established for Number of sentinel sites established f%A Sentinel NMCP
monitoring insecticide resistance monitoring insecticide resistance Surveillance Surveillance
Number of studies for monitoring Number of studies of insecticide A Sentinel GF
insecticide resistance resistance completed according to WHBI Surveillance recommended
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Numerator (if applicable) Denominator (if applicable) Data source Remarks
protocol

Number of sentinel sites established for Number of sentinel sites established f%A Sentinel NMCP
monitoring therapeutical efficacy monitoring therapeutical efficacy Surveillance Surveillance
Number of studies for monitoring Number .Of stud|gs for - monitoring Sentinel GF and PMI
therapeutical efficac therapeutical efficacy completedNA Surveillance Recommended

P y according to WHO protocol
Number of sentinel sites established for Number of sentinel sites established f%A Sentinel NMCP
monitoring malaria vector monitoring malaria vector Surveillance Surveillance
Number of sentinel sites reporting Number of sentinel sites established f%A Sentinel NMCP
malaria vector indicators monitoring malaria vector Surveillance Surveillance
Number of schools reporting parasite Number of schools reporting parasite Sentinel NMCP
prevalence prevalence Surveillance Surveillance
Number of health facilities reporting Number of health facilities reporting

. ) . : NMCP
testing pregnant women at first testing pregnant women at first .

Surveillance

attendances attendances
Supervision
Percentage  of  supervision  for Number of supervision for monitoringNumber of supervision for monitoring .

L . : . : : Implementin
monitoring and evaluation of the and evaluation of the malaria programand evaluation of the malaria program artners NMCP SP/PF
malaria programme planned performed gp
Percentage of staff who received aNumber of staff who received ay . .

. . . X . e . . "Number of staff to be supervised dunngS GF

supervisory visit during the reporting supervisory visit during the reportmgth . . PAM

. . e reporting period recommended
period period

Key Impact and Outcome for Monitoring & Evaluating Malaria Control and Prevention Activities in Tanzania

Definition Numerator Denominator Data Source Remarks

Impact Indicators

NMCP Core and

All cause under-five child mortality Number of < 5 years old deaths Per 1,000 live birth DHS, DSS SP/PF
GF recommended
Standardized laboratory-confirmed .
malaria cumulative incidenyce per year Num_ber of rmicroscopy - or RDT'Total population. Total <5, > 5 DHISZ/HMISNMCP Core
. confirmed malaria cases GF recommended
(total population, <5 and 5+)
Inpatients malaria cases No. of inpatient malaria cases per year Per 10paplation DHIS2/HMIS NMCP Core
GF recommended
Inpatient malaria deaths No. of in-patient malaria deaths per year Per Jfif)ulation DHIS2/HMIS NMCP Core
GF recommended
Malaria specific deaths Number of malaria deaths per year Per 10 000 ptipnla DSS GF recommended
Qggmm I GEiEn UTEEr e Y2Es o :;énv?/% g;\g;gd;iggigdﬁg ];'\éz /é/ﬁars OtI'otal number of children < 5 surveyed DHS/MIS GEammended
Malaria parasite prevalence in children Total number of children 6-59 months oldrotal number of children 6-59 months OIqJHS/MIS NMCP Core,
6-59 months of age with RDT or microscopy confirmed surveyed SP/PF
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Definition Numerator Denominator Data Source Remarks
parasites in blood GF recommended

Malaria parasite prevalence in sentinel Number of microscopy or RDT- DHIS2/HMIS
population (school children and ANC confirmed malaria cases in sentindNumber of sentinel population tested SMPS NMCP Core
1% attendance) population '

. . Number of microscopy or RDT-Number of microscopy or RDT-suspec NMCP Core
il T2l Ees M e confirmed malaria cases malaria cases tested leSZ/HMlS GF recommended
Entomological Inoculation rate Sporozoite rate X human biting rate MVS NMCP SP/PF

Proportion of live births weighing less Number of live births weighing less thal . .
than 2,500g 2,500g "rotal number of live births

DHIS2/HMIS NMCP core

Outcome Indicators (Coverage)

Vector Control (ITN)

Pronortion of population that slept Number of household members that slefitotal number of household members wh HS/MIS/N NMCP core,
P popu'at : PL under an ITN the night preceding thepent the previous night in surveye SP/PF

under an LLIN the previous night ATNETS

survey households GF recommended
Percent of the household population Total number of wusual household DHS/MIS/N
with access to a LLIN within their residents who could sleep under a LLINotal number of household reSidenti\TNETS/CM NMCP SP/PF
household (assuming one LLIN covers assuming that one LLIN covers twosurveyed M GF recommended
two persons) persons
Percentage of households with at leastNumber of households with at least oNg I number of households surveved REI\SJIIEI\'/II'ISS//CI:\IM GF recommended
one LLIN for every two people LLIN for every two people y M

Percentage of children sleeping under Number of children under five years offotal number of children under five years < mis/N

LLINS age who slept under an ITN the nightf age who spent the previous night in RTNETS NMCP SP/PF
preceding the survey surveyed household
Number of pregnant women who slepTotal number of pregnant women wh
Perce_ntage G DL e under an ITN the night preceding thepent the previous night in surveye(%_'S/IvIlS/N NMCP SP/PF
sleeping under LLINs TNETS
survey households
Percentage of household with at least Number of surveyed households owninq, DHS/MIS/C  GF periodic
otal number of households surveyed .
one net at least one ITN MM review
Vector Control (IRS and LSM)

. . . . NMCP core
Proportion of population protected by Number of people living in house L '
IRS in target areas in the past 12 sprayed with insecticide in the past féotal number of people living in IRSDHS/MIS SP/PF

. arget areas GF and PMI
months months in IRS target areas
recommended
Number of houses in IRS target are NMCP core,
Proportion of houses protected by IRS L L 9 otal number of houses in IRS targeDHS/MIS/C  SP/PF
. : sprayed with insecticide in the past 1
in target areas in the past 12 months areas MM PMI
months
recommended
Proportion of households with at least Number of households that have at least DHS/MIS/C
one ITN and/or sprayed by IRS in the one ITN and/or have been sprayed by IRBotal number of households surveyed MM GF recommended

last 12 months in the last 12 months
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Definition Numerator Denominator Data Source Remarks
Percent decrease in larval density in Malaria
sele.cf[ed Slieal TERED vl Slgarfllig Quarterly larval density in selected areas  NA vector NMCP SP/PF
larvicides, measured on quarterly database
intervals
Proportion of urban wards Malaria
implementing environmental Number of urban wards implementingqNumber of urban wards planned t(%/ector NMCP SP/PE
management to prevent mosquito environmental management implement environmental management database
breeding sites

. : . Number of evidence-based innovation
AHITIBED ©F EIEEmER sl (Moo initiatives  for malaria vector control
for malaria vector control adopted and . . NA Reports NMCP SP/PF
. : . ; adopted and integrated introduced in
integrated introduced in Tanzania T .

anzania

Case Management
Proportion of children under five years Number of children under 5 years of age
of age with fever in the past two weeks, who had a fever in the past 2 weeks whbotal number of children under five years NMCP SP/PE

that received ACTs according to received ACTs according to nationabf age who had a fever in the past twBHS/MIS
national treatment policy within 24hrs treatment policy within 24 hours of fevemweeks
of fever onset onset

GF recommended

Proportion of children under five years Number of children under 5 years of age

of age with fever in the past two weeks, who had a fever in the past 2 weeks whbotal number of children under five years

that received a diagnostic test received a diagnostic test according tof age who had a fever in the past twBHS/MIS
according to national treatment policy national treatment policy within 24 hoursveeks

within 24hrs of fever onset of fever onset

NMCP core and
SP/PF
GF recommended

Proportion of women who received at Number of women aged 15-49 years Wh‘?otal number of surveved women aged
least two doses of IPTp during their received at least two doses of IPTp durin§5_49 ears who delivéred a live bgbij)HS/MIS
last pregnancy that led to a live birth their last pregnancy that led to a live birth y

within the last 2 years within the last 2 years within the last 2 years

NMCP Core and
SP/PF
GF recommended

BCC

Proportion of caretakers who are able Number of women aged 15-49 years Wh‘?otal number of women aged 15-49 vear
to take actions to protect their children reported actions to be taken to prOte%turve ed 9 Yea3usimis
from malaria their children from malaria Y

NMCP SP/PF

Proportion of population
(disaggregated by age and sex) with
knowledge of ways to avoid and treat
malaria

Number of women aged 15-49 years w
reported ways to avoid and treat malaﬂgﬁ:\% n:?ber of women aged 15-49 YeaBysimis
(disaggregated) y

NMCP SP/PF

Proportion of women 15-49 years who Number of women 15-49 vyears Whol’otal number of women aced 15-49 vear
know pregnant women are at higher know pregnant women are at higher ris's(urve ed 9 YeaBysimis
risk of getting malaria of getting malaria Y

NMCP SP/PF

% of women who state that malaria is Number of women who state that malari.?.otal number of women aged 15-49 vear
the most serious health risk in the is the most serious health risk in th%urve ed 9 y BHS/MIS
community community Y

NMCP SP/PF
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Definition

Number of BCC

interventions and

Numerator

projects in line with the BCC strategy NA

Denominator

N

A

Data Source Remarks
Document

review and NMCP SP/PF

implemented by malaria partners site visits
% of CCHPs that include malaria Number of CCHPs that include malarial_Otal CCHP revised rl?ec\)/(i:;vryemand NMCP SP/PE

interventions and budgets

interventions and budgets

site visits
Proportion of people who know the l(;lfuml;e;qo{oﬁjesoplgf W?r(;alig:)ev;/“th?o::algsre
cause of, symptoms of treatment for or _’ ymp . Total number of people surveyed DHS/MIS GF reconuedn
. ; preventive  measures for malaria
preventive measures for malaria .
(disaggregated)
Potential Confounding Indicators
Tanzania
Rainfall and temperature Expressed as ml and degrees centigrade Meteorologic N/A
al Authority
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APPENDIX 3 HMIS/DHIS2 INDICATORS

All IPD and OPD indicators are divided in age gr@«pmonth, 1-11 months, 1-4 years, 5+ yp&aid gendemale and Femaje

Indicator Description Frequency
OPD Confirmed Malaria malaria cases with a posithadaria test result with mRDT or blood smear Nhdynt
Clinical Malaria probable malaria cases not testaikreated with antimalarials Monthly
Mild Moderate Anaemia clinically or laboratory dizosed Monthly
Severe Anaemia clinically or laboratory diagnosed Monthly
Total OPD attendances: all cases attending OPD Monthly

Suspect malaria cases: - .
number of clinical malaria cases

To be estimated by adding up the number of matests performed and theVVeekIy

Total malaria test: number of patients testedn®DT or Microscopy Weekly
IPD Confirmed Malaria malaria admission with a positive malaria test ltsseither mRDT or blood Monthl
Admission smear y
Clinical Malaria Admission probable malaria admission not tested but treaiéid amtimalarials and with Monthl
a malaria discharge diagnosis y
Severe Anaemia Admission patients with ‘anaemia primary discharge diagnodikere clinical or Monthly
laboratory confirmed
Total Admissions number of patients admitted Monthly
i . deaths due to malaria, with positive malaria testults either mRDT or
Confirmed Malaria Death blood smear Monthly
. . probable death due to malaria, not tested butedewith antimalarials and
Clinical Malaria Death with a malaria discharge diagnosis Monthly
Severe Anaemia Death death due to anneamia, with death primary dischdiggmnosis either clinical Monthly
or laboratory confirmed
Total Deaths number of patients died during the admission Manthl
RCH IPTp 1 ANC attendances receiving the first dose of IPTp nity
IPTp 2 ANC attendances receiving the second dose of IPTp ontMy
IPTp 3+ ANC attendances receiving the third and, eventyéligher dose of IPTp Monthly
Antenatal first attendance  first ANC attendances before 12 weeks and aftewdeks of gestational age ~ Monthly
Anten_atal first attendance first ANC attendances receiving a malaria test Monthly
malaria tests
Antenatal .f'rSt atter_wt_jance first ANC attendances with a positive malaria test Monthly
with malaria test positive
Hb <7 g/dl Not included in DHIS NA
Antenatal LLIN delivery Pregnant women who received a LLIN at ANC attendanc Monthly
Infant LLIN delivery Infant received a LLIN at EPI attendance Monthly
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APPENDIX 4: IMPLEMENTATION PLAN

Funded Y, source of Implementing
N, P funds Partner
GF, GOT NMCP, HMIS, PMI-

Specific Objective, Strategic intervention, Activity, Sub-Activity 2015/2015 2015/16 2016 17

Improve quality, completeness, and timeliness of malaria indicators within the routine health

information system o o o P PMI C, PSS, IDSR
411 ?upport HMIS/DHIS units in the MoHCDGEC to improve quality of reporting malaria o o o N TBD NMCP, HMIS
indicators and roll out of the electronic DHIS platform at all levels
41.1.1 Promote the integration of specific malaria indicators in the routine HMIS XXX N TBD NMCP, HMIS
4112 S'Frer.\gthen reportlng anfi use of malaria indicators within the second generation o o o GE NMCP, HMIS
district health informaation system (DHIS2)
NMCP, PSS, PMI C
4.1.1.3 Strengthen malaria surveilalnce via existing mHealth platforms (elDSR) XXX XXX XXX PMI, GF IDSR ! ! !
4.1.2 Develop quality assurance/control system for data auditing and verification XXX XXX XXX N TBD NMCP
41.2.1 Conduct data auditing and verification verification XXX XXX XXX N TBD NMCP
. . . . . . N GF, PMI,
Establlsh'a c.omprc?hensn.le framework for collef:tmg, processing and storing essential malaria indicators X X X v WB, DFID, NMCP, NBS, LGA
from periodic service delivery and programmatic surveys GOT
421 Establish selected sentinel districts/sites to capture non-routine malaria data on quality of o o o v
care
42.11 Strengthening of SME system through selected Sentinel Districts XXX XXX XXX Y GF NMCP, LGA
Collaborate with the National Bureau of Statistics to ensure the regular national
4.2.2 representative population surveys and other specific sub-national surveys include relevant XXX P GF, PMI NBS
malaria indicators
4.2.2.1 Support implementation of National representative surveys XXX Y GF, PMI NBS
2.2.2.2 Perform Periodic Malaria Surveys P GF NMCP, Res
423 Establish countryW|de_ longitudinal V|g_|lafnce of malaria p_ara5|taem|a in sentinel population: p PMI, GF NMCP, LGA, PMI-C
pregnant women and infants at RCH clinics, school-age children
4.2.3.1 Expand RCH clinics malaria sentinel population surveillance (RSPS) P PMI, GF NMCP, LGA, PMI-C
4.2.4 Establ!sh fmd e).(pan(? longitudinal monltorln.g of m(?squm.) . populatlortn .cllynamlcs and o o v GF, PMI NMCP, Res
behaviour in sentinel sites and strengthen surveillance of insecticide susceptibility
42.4.1 Longitudinal entomological monitoring XXX XXX Y GF, PMI NMCP, Res
4.2.4.2 Conduct Malaria Vector Insecticide Susceptibility Tests (IST) XXX XXX P PMI NMCP, Res
Coordinate and oversee the implementation of standard antimalarial efficacy tests as per GF, PMI,
4.2.5 s . L Y NMCP, R
WHO guidelines by national research institutions X X X WB &
GF, PMiI
425.1 Conduct Monitoring Efficacy of antimalarial treatment in 8 sentinel sites XXX XXX XXX Y Wé " NMCP, Res
4.2.6 Coordinate the collection, use, and interpretation of the programmatic monitoring of vector o o o p PMI, GF, Res
- control initiatives (including LLINs, IRS, and LSM) GOT
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Funded Y, source of Implementing

Specific Objective, Strategic intervention, Activity, Sub-Activity 2015/2015 2015/16 2016 17

N, P funds Partner
4.2.6.1 Conduct LLIN evaluation surveys XXX XXX XXX P GF Res
4.2.7 Regularly update malaria epidemiological profile XXX XXX P DFID, TBD NMCP, Res
DIFID
4271 Develop and update Country Epidemiological Profile XXX XXX P TéFDl ! NMCP, Res
Establish and maintain a comprehensive and effective malaria knowledge management system to
collate, interpret, disseminate, and promote the use of quality malaria data for evidence-based decision XXX XXX XXX Y GF NMCP
making at national and district level
4.3.1 Establish a national SME Partnership Framework XXX XXX XXX Y GF NMCP
2.3.1.1 Strenghten capacity of the SME team of the NMCP XXX XXX XXX Y GF NMCP
43.2 Develop a national malaria data management plan and data repository to enable evidence- o o p GF, PMI NMCP

based decision making at all levels

4321 Establish anq maintain .a. Centra!iza?d National Malaria Composite Database with o o p GF, PMI NMCP
programmatic and specific malaria indicators

Undertake periodic malaria programme reviews and evaluation of the implementation of

malaria strategic plan

4331 Conduct Malaria Programme Review to evaluate the status of the strategic Plan p GF, PMI NMCP

NMCP, Res, PMI-C,

TMA, LMU, PSS,

LGA

4.3.3 P GF, PMI NMCP

Design and support the implementation of a comprehensive malaria surveillance and response system X X P GF, PMI,
for epidemic-prone districts TBD

441 Map.plng r.nalalurla epidemic .pron.e dlstr!cts |r1c|ud|ng identification of epidemic “hot spots o o N PMI, TBD NMCP, Res
and investigation of local epidemic predisposing factors

4411 eve.I(.)p .maps of the identified malaria epidemic-prone districts with risk o o N PMI, TBD NMCP, Res
stratification

Strengthen Capacity for malaria epidemics containment at district and health facility level in

4.4.2 . . . XXX P PMI NMCP, PMI-C, LGA
epidemic prone districts
4421 Disseminate the national malaria surveillance and response guidelines XXX P PMI NMCP, PMI-C
4.4.2.2 Facilitate districts to develop malaria epidemics preparedness plans XXX P GF NMCP, LGA

Establish Malaria Epidemic Early Warning System (MEEWS) and Malaria Epidemic Early NMCP, IDSR, PMI-C,
4.4.3 . XXX N TBD DHIS2, LMU, PSS,
Detection System (MEEDS)

TMA
4431 Set up MEEWS at national and district level XXX N TBD NMCP, PSS, LMU
. - - NMCP, IDSR, PMI-C,
4431 Set up MEEDS at national, district and health facility level XXX XXX N TBD DHIS2
4.4.4 Carry out malaria outbreaks response XXX Y GF NMCP
4441 Facilitate selected districts to implement malaria outbreak response XXX Y GF NMCP
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APPENDIX 5: DETAILED SME BUDGET, 2014 - 2017

Source Business Plan 2014-2017 (in USD)

Total Available Total Needed Requested to GF NFM

Total 2013 Total 2016 Total 2013 Total 2016 o Total 2016 Allocation Above
to 2015 to 2017 to 2015 to 2017 to 2017 Allocation

To provide timely and reliable information to assess
progress towards the set global and national targets,
4 to ensure resources are used in the most cost-effective  $10,332,478 6,005,750 11,437,478 14,397,230 605,000 8,391,480 4,623,637 812,396
manner and to account for investments made in
malaria control

Improve quality, completeness, and timeliness of
4.1 malaria indicators within the routine health 2,262,019 900,000 2,262,019 3,527,127 - 2,627,127 1,450,000 -
information system

Support HMIS/DHIS units in the MoHCDGEC to
4.1.1 improve quality of reporting malaria indicators and roll 2,262,019 900,000 2,262,019 3,027,127 - 2,127,127 1,000,000 -
out of the electronic DHIS platform at all levels

412 Devg!op qualltY .ass.urance/control system for data i i 500,000 i 500,000 450,000 i
auditing and verification

Establish a comprehensive framework for collecting,
processing and storing essential malaria indicators

4.2 . . . . 5,974,067 5,105,750 6,974,067 9,727,000 500,000 4,621,250 2,618,657 812,396
from periodic service delivery and programmatic
surveys
g4 Fstablish selected sentinel districts/sites to capture 9 951 1700000 228,981 2,171,947 - 471,947 500000 -
non-routine malaria data on quality of care
Collaborate with the National Bureau of Statistics to
42, ©nsure the regular national representative population |\, oo, 1,500,000 2,143,650 2,682,156 - 1,182,156 1,000,000 -

surveys and other specific sub-national surveys include
relevant malaria indicators
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Establish countrywide longitudinal vigilance of malaria
parasitaemia in sentinel population: pregnant women
and infants at RCH clinics, school-age children

282,361

782,361

736,189

500,000

736,189

600,000

4.2.4

Establish and expand longitudinal monitoring of
mosquito population dynamics and behaviour in
sentinel sites and strengthen surveillance of
insecticide susceptibility

1,725,000

1,328,250

1,725,000

2,630,000

1,301,750

402,500

812,396

Coordinate and oversee the implementation of
standard antimalarial efficacy tests as per WHO
guidelines by national research institutions

1,142,876

577,500

1,642,876

1,155,777

578,277

4.2.6

Coordinate the collection, use, and interpretation of
the programmatic monitoring of vector control
initiatives (including LLINs, IRS, and LSM)

251,198

251,198

228,710

228,710

Regularly update malaria epidemiological profile

200,000

200,000

122,222

122,222

116,157

4.3.1 Establish a national SME Partnership Framework 170,802 - 275,802 276,472 105,000 276,472 154,980
Develop a national malaria data management plan and

4.3.2 data repository to enable evidence-based decision 910,390 - 910,390 150,000 150,000 150,000
making at all levels
Undertake periodic malaria program reviews and

4.3.3  evaluation of the implementation of malaria strategic 158,324 - 158,324 123,141 123,141 100,000
plan
Mapping malaria epidemic prone districts including

4.4.1 identification of epidemic “hot spots” and 150,000 - 150,000 91,667 91,667

investigation of local epidemic predisposing factors




Strengthen  Capacity for malaria  epidemics

4.4.2 containment at district and health facility level in 560,504 560,504 253,920 253,920
epidemic prone districts
Establish Malaria Epidemic Early Warning System

4.4.3 (MEEWS) and Malaria Epidemic Early Detection System 150,000 150,000 150,000
(MEEDS)

4.4.4  Carry out malaria outbreaks response 146,373 146,373 97,903 97,903
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