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Foreword

Malaria control interventions in Nigeria have evolved over the years with a lot of laudable strides
made in the implementation of Malaria control activities in Nigeria. In the last 5 years, about 58
million LLINs were distributed as part of the universal LLIN campaigns to protect an estimated 29
million households, access to free and/or highly subsidized ACTs improved significantly both in the
public and the private sector, and newer tools for diagnosis and prevention of malaria were
deployed in the country guided through evidences from research. Newer approaches have been
used to channel our focused interventions through the health system down to the community level
thereby increasing access to malaria commodities and services for all. My Ministry has relentlessly
worked on developing a Strategic document which speaks to our desire to better the quality of
lives by translating strategies into proper service delivery which will impact positively on the
health system and invariably on the health status of the society.

The National Malaria Strategic Plan (2014 - 2020) will ensure transition from malaria control to
malaria elimination in Nigeria. The nation faces a promising future with regard to the reduction of
the ill-health and death caused by malaria leading eventually to a complete elimination of malaria.
In consonance with this the Federal Executive Council has approved the re-designation of the
National Malaria Control Programme as National Malaria Elimination Programme (NMEP).

Resources for malaria control activities have improved in the last few years, but a substantial gap
still exists for successful programme implementation. There is a renewed zeal on the part of the
Government to plough more resources for malaria interventions towards sustaining our gains,
achieving desirable results and improving the health status of Nigerians. | am happy to note that in
the last few years, this zeal has been translated to a partial change in the resource clime for the
better. This is attributable to collaboration with our development partners in addition to a steady
increase in Government’s financing in the last few years. At the same time, the domestic
contribution (i.e. National, State/LG) has grown steadily over the period 2009-2011, both in
absolute terms and in terms of percentage of overall funding. In order to achieve universal
coverage targets, the Federal and State governments committed an increasing amount of their
own resources to malaria control, increasing the overall financing (domestic and external) for
malaria programming to 75% by 2015. Nigeria therefore exceeds current Global Fund requirements
on counterpart financing. The robust partnership in the malaria programme has provided a
veritable platform for ensuring that we hold the programme with accountability in our planning,
management and operational activities.

Our traditional partners such as WHO, the Global Fund to fight HIV and AIDS, TB and Malaria,
World bank, DFID, USAID, UNICEF and other RBM partners have continually supported this drive
to improve the health system and ensure that the malaria trend is reversed by the end of the seven
year strategic plan period.

The thrust of the 2014-2020 Strategic plan will be based on the following principles;

e Robust multiple prevention strategies driven by significant scale-up of IRS, universal
coverage of LLIN and strategic use of larval source management (larviciding and
environmental management). Use of IPT with SP for pregnant women will be invigorated
while also strategically deploying seasonal malaria chemoprevention (SMC).

e Providing universal prompt access to effective case management with emphasis on
parasite confirmation before treatment.
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The delivery systems for these interventions will lean heavily on community structures using the
integrated community case management (iCCM) and the promotion of an enabling environment
for the private sector participation in the production, distribution and use of antimalarial
intervention using a business-investment public- private partnership model. Deliberate efforts will
be intensified to increase uptake of the various interventions through different Behavioural Change
Communications (BCC) channels, Operations research, improved surveillance and information
management.

This Strategic Plan expressed Federal Government’'s commitment in moving from malaria control
to malaria elimination as encapsulated in the vision towards a Malaria free Nation. | am not
unmindful of challenges that may be encountered in achieving the lofty objectives set out in this
plan, my Ministry is, nevertheless, committed to providing the leadership and impetus for
achieving these objectives.

While reassuring the GCeneral Public that Government is determined to bring remarkable
improvements in health care services and ultimately improve their health status, | wish to thank all
our Partners and other Stakeholders who contributed immensely to this process.

Thank you.

Professor C. O. Onyebuchi Chukwu
Honourable Minster of Health
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Executive Summary

Introduction

Substantial malaria control investments have been made in Nigeria in the last decade in the
context of the National Malaria Strategic Plans, 2001-2005, 2006-2010 and 2009-2013. The 2014-
2020 Malaria Strategic Plan presents a major scale up of key interventions, draws from a robust
evidence base and the experience in previous years. The Strategic Plan, which spans over a 7-year
period, aims to achieve pre elimination status and reduction of malaria related deaths to zero by
2020 in Nigeria. The section below summarizes the background, goal, objectives, strategic
directions, resources and performance framework required to implement the Malaria Strategic
Plan.

Background

Malaria is endemic in Nigeria with all year transmission and 97 percent of the population at risk.
Plasmodium falciparum is the predominant parasite species, mainly transmitted by Anopheles
gambiae S.S., An. funestus and An. arabiensis. Prior to 2010, available data was insufficient to
clearly micro stratify the country’s malaria epidemiological profile. However, the 2010 Nigeria
Malaria Indicators Survey (NMIS) revealed that malaria parasite prevalence is still high, with an
average parasite prevalence of 42% among children under five years of age with zonal variations
ranging from 27.6% in the South-east to 50.3% in the South-west zone.

Thus, malaria remains an important cause of morbidity and mortality in Nigeria. Nigerian accounts
for 32% of the global estimate of 655,000 malaria deaths annually in 2010 [WMR, 2012]. With an
estimated population of 160 million, Nigeria has a large population at risk of malaria. However,
children under five years of age and pregnant women are the most vulnerable to illness and death
from malaria infection in Nigeria.

The NMSP 2009-2013 delivered malaria control through three core interventions; prevention of
malaria transmission through Integrated Vector Management (IVM) strategy; prompt diagnosis and
adequate treatment of clinical cases at all levels and in all sectors of health care; and prevention
and treatment of malaria in pregnancy. This strategy achieved increased resources from
government and Partners with increased supply availability of antimalaria commodities,
distribution of over 60 million long lasting insecticidal nets with massive influx of resources from
donors to achieve universal access and universal coverage.

Recent information has provided evidence of a progress divergence of in-country variation in
malaria endemicity [Snow et al, 2012]. Bayesian model-based geo-statistical methods were used
to interpolate in space and time, age-corrected malaria point prevalence data in children 2-10
years old, to provide a prediction of malaria risk across Nigeria for the years 2000, 2005 and 2010
based on the effects of temperature, rainfall, distance to major rivers and urbanization [SNOW et
al, 2012]. As at 2010, 85% of Nigerians lived in areas supporting mesoendemic transmission, 15%
lived under conditions of hyper-holoendemicity and areas within FCT Abuja, Adamawa and Borno
States support hypoendemicity. The recent MARA mapping (2000-2010) have shown some
changes in the parasite risk patterns in the past decade with up to 19 of the 36 states and the
federal capital falling within the national target of a 50% reduction in morbidity below year 2000.
Efforts must be made to safe guard the gains and mitigate against loss in momentum, while further
research is required to understand the driver of change of malaria prevalence. The trends
identified indicate the need to carefully target interventions to address local needs in addition to
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strengthening surveillance in anticipation of changes in the epidemiology of malaria over the
course of this strategic plan.

Steps in the Development of the 2014-2020 Strategic Plan

A participatory approach that is fully aligned with the WHO recommendations for development of
strategic plans was adopted. There was initial widespread input from states that formed the cannel
of the Malaria Programme Review. Recommendations from the MPR formed a significant basis for
the derivation of the objectives of the NMSP. Following the entry meeting of the thematic
consultants; there were initial sub-committees set up to develop further specific objective areas.
The output from the sub-committees led to the development of the zero draft of the document.
There was then another broad-based stakeholder workshop, including representation from states
and partners, to build consensus on the strategies, actions and performance targets. Several such
meetings were organized at different stages of the document. Lastly, a full meeting of the technical
working group reviewed and finalized the NMSP 2014-20.

Costing of the strategic plan was done using the One-Health Planning and Costing tool following
orientation processes that was conducted for the NMSP Team.

Vision, Mission, Goal and Objectives

The Vision is to have a MALARIA FREE NIGERIA.

The Mission is to provide equitable, comprehensive, cost effective, efficient and quality malaria
control services ensuring transparency, accountability, client satisfaction, community ownership
and partnership.

The Goal is to reduce malaria burden to pre-elimination levels and bring malaria-related mortality
to zero

The Obijectives of this Strategic Plan are;

1. To ensure at least 80% of targeted population utilizes appropriate preventive measures by
2020: Core technical strategies here include expanding universal access to insecticide treated
materials. This will involve sustained mass distribution of Long Lasting Insecticidal Nets (LLINs),
significantly scaling up Indoor Residual Spraying (IRS) and expanding larval source
management (larviciding and environmental management). There will also be support for
Intermittent Preventive Therapy (IPTp) and Seasonal Malaria Chemoprevention (SMC).

2. To test all care-seeking persons with suspected malaria using RDT or microscopy by 2020:
This will be through a massive scale-up in the availability of facilities for parasitological
confirmation (RDT and/or Microscopy) at all levels (including the private sector and
community systems) of health care delivery in the country. Policies will be updated as
necessary and there will be systems in place to ensure quality of diagnostic products.

3. To treat all individuals with confirmed malaria seen in private or public facilities with
effective anti-malarial drug by 2020; This will be achieved by promoting availability of
appropriate antimalarial medicines through free, subsidized or commercial systems. Malaria
Management will also be delivered through the community systems using malaria case
management as the driver for the iCCM and Ward Minimum Health Package. The secondary
and tertiary level health facilities will be strengthened to deliver on the treatment objectives of
severe malaria while the community level intervention will focus in pre-referral treatment and
improved referral systems.
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4. To provide adequate information to all Nigerians such that at least 80% of the populace
habitually takes appropriate malaria preventive and treatment measures as necessary by
2020: Evidence based innovative behavioural change communication messages delivered
through multiple platforms and targeting both health workers and the general public will drive
the efforts at pursuing the attainment of this objective. There will be advocacy to policy makers
and stakeholders while social mobilization will be highly promoted.

5. To ensure the timely availability of appropriate antimalarial medicines and commodities
required for prevention and treatment of malaria in Nigeria wherever they are needed by
2018: Forecasting and quantification will be strengthened, while efforts is made to ensure
effective and efficient distributions systems that rides on completeness of the logistic
management information systems. There will be also be partnerships with key government
agencies to strengthen and update malaria related regulatory policies and in the conduct of
pharmacovigilance.

6. At least 80% of health facilities in all LGAs report routinely on malaria by
2020: This will be with stronger emphasis on the use of ICT platforms and deployment of the
DHIS and HMIS. The use of SMS platforms for feeding information from the peripheral facilities
to central systems will be introduced. Supervision and coordination activities to enhance
completeness of reporting from facilities will be strengthened. Capacity on M and E will
emphasise the special pre-elimination needs in surveillance and reporting. A robust M and E
framework has been developed to guide the scheduling of data collection processes.

7. To strengthen governance and coordination of all stakeholders for effective program
implementation towards an “A” rating by 2018 on a standardized scorecard. Building on the
existing gains of the partnership arrangement, Programme management will promote human
capacity development, ensure public, private partnerships in facilitating availability and use of
antimalarial commodities and strengthening of governance with the use of electronic dash

board.

Implementation Plan

The Implementation of this plan aims at attaining universal coverage levels for major interventions
over the first Syears and consolidating on these levels over the next two years of the Strategic plan
in order to achieve malaria pre-elimination status. Thus implementation will be based on
adherence to the 3 ones; health sector leadership- responsiveness to broader health system
context and tailoring priority investments on high impact interventions responsive to the
epidemiological context. Transparency and broad stakeholder participation in the
operationalization of this plan, with efforts made to ensure good governance, transparent
recruitment of implementing partners (IPs); equitable access to malaria control resources; and
performance monitoring and mutual accountability. There will be institutional strengthening for the
NMEP at the National and State levels regarding planning, coordination, partnership and
surveillance, especially within the context of anticipated changes in malaria epidemiology.
Provision is made for the conduct of two Malaria Programme Reviews thereby providing
opportunity for review of some of the strategies with emerging or evolving issues.

Core components of the implementation framework will include resource mobilization, financing
programme coordination and management, service delivery for effective malaria control and
evidence based decision making. The overarching philosophy will be that of additionality of
resources and complementality of partnership activities to deliver on common goals.

Budget
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The cost of the NMSP 2014 - 2020 is US$ 4,133, 110,170. This consists of Programme Cost of
$348,944,127; Drug, Commodities and Supplies of $3,553,248,668 and Health System Cost for
Logistics (Drug & Commodity distribution) of $230,917,375.
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1 Introduction

1.1 Background

The National Malaria Strategy Plan (NMSP) 2009-2013 put in place a robust system for malaria
control through three core interventions, which were; prevention of malaria transmission through
Integrated Vector Management (IVM) strategy; prompt diagnosis and adequate treatment of
clinical cases at all levels and in all sectors of health care; and prevention and treatment of malaria
in pregnancy. There was a significant increase in resource availability from the Government and
Partners over the period of this Strategic plan with appreciable successes in the core intervention
areas. However with the expiration of the term of this strategic plan it became necessary to have
another Strategic Plan that will be aligned with the global desire of eliminating the disease as a
public health problem.

Preparatory to the development of the National Malaria Strategic Plan 2014-2020, a number of
activities were carried out with the intent that the relevant evidence will be available to properly
guide the current cycle of the NMSP;

e First, a description of the epidemiology of malaria to guide the planning of control in Nigeria
(Snow RW et al, 2013) was produced. Despite the limitations regarding the quality of data
available for use, the document describes an overall decline in the malaria prevalence, a
change in the seasonality of malaria, and more importantly provided a map of the current
burden of malaria across the country.

e Second, a Malaria Programme Review (MPR) was conducted November 2012 through April
2013. This exercise identified achievements and challenges, analyzed strengths,
weaknesses, opportunities and threats and recommendations were made towards
improving performance of the malaria programme.

e Third, a partners’ entry meeting was held from 4" -6" june 2013 to build the capacity of
stakeholders (NMEP and relevant partners) and to provide guidance in the development of
the Malaria Strategic Plan 2014-2020. This meeting provided broad guidelines for the
development of the NMSP and articulated its Vision statement, Mission statements and
Objectives.

The 2014-2020 NMSP is based on lessons learnt from the experiences gained on malaria control
over the last 10-years. The plan also emphasizes the need for bold and new initiatives for actions
to significantly impact on malaria disease burden and take Nigeria to pre-elimination status.

1.2 Country Profile

Nigeria lies on the West coast of Africa with a surface area of 923,708 sq. kilometres lying between
latitudes 4° and 14°N and longitudes 2° and 15°E. It borders Cameroon in the East, Benin on the
West, Chad to the North- East, Niger to the North and on the south by the Atlantic Ocean. The
topography of its landmass is diverse with its terrain consisting of lowlands in the South, plateaus
and hills towards the Centre, mountains in the South East and plains in the North. The highest point
is Chappal Waddi at 2,419m in Taraba State in the North Eastern Region of the Country. The Rivers
Niger and Benue run from the North-Western and North-Eastern parts of the Country respectively
with their confluence in Lokoja from which it runs to the Delta region in the South where it
communicates with the Atlantic Ocean. Its population size was 169,304,554 based on the 2006
National Population Census, with 41% of the population below 15 years of age, 55% between the
ages 15-64 and only 4% in the age group 65 years and above. The country has experienced a
decline in fertility, falling from 5.4 births per woman in 1988 to 3.8 in 2005-6. The crude birth rate
(CBR) and the crude death rate (CDR) were reported in the 2006 Census to be 43 births per
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thousand population, while 18 deaths per thousand population were reported in the World
Population Data Sheet of 2007. The Census reported life expectancy at birth at 45 years while the
World Health Report (WHR) of 2006 reported a life expectancy of 36 years.

The economy of Nigeria, Africa’s largest oil producer, will probably expand 6.8% this year,
according to the National Bureau of Statistics. The economy is forecast to grow at 7.3% in 2014,
6.9% in 2015 and 6.6% in 2016. - Inflation will average 9.8% 2012. - At the year end of January 2013,
Nigeria's foreign direct investments (FDI) totalled $5 billion. Blue-chip corporations and
conglomerates from countries such as the USA, Canada, The Netherlands and Turkey have
vigorously increased their investment stakes in the country. According to Central Bank, the 3Q
2012 investments amounted to $4.6 billion in portfolio investments. - Nigeria is undergoing rapid
changes in its agriculture sector. The Agricultural Transformation Action Plan is intended to cut
Nigeria's dependency on food imports, industrialise food production particularly in poorer regions
in rural Nigeria and stimulate private sector investment throughout Nigeria. The key socio-
demographic characteristics is shown in Table below:

Table 1-1: Key Socio- Economic and Demographic Information

Variable/Indicator Value Source

National Population
Population (2013) 169,304,554 | Commission Census of
2006 (Projected)
Crude Birth Rate, 2011 40 UNICEF, 2011
Crude Death Rate per 1000, 2011 14 UNICEF, 2011
Total Fertility Rate 5 UNICEF, 2011
Under-5 mortality rate (USMR), 2011 124 UNICEF, 2011
Infant mortality rate (under 1), 2011 78 UNICEF, 2011
Neonatal mortality rate 2011 39 UNICEF, 2011
Maternal Mortality Ratio 2007 - 2012 550 UNICEF, 2011
0, -
/;g;tgnatal Attendance (%) At least Once 2007 cg UNICEF, 2011
GNI per capita (US$) 2011 1200 UNICEF, 201
Life expectancy at birth (years) 2011 52 UNICEF, 2011
Total adult literacy rate (%) 2007-2011* 61 UNICEF, 2011
. — -
Prlm*ary school net enrolment ratio (%) 2008 cg UNICEF. 2011
201
1.2.1 Climate

The climate varies from arid in the North, with annual rains of 600-1,000 mm lasting for 3-4
months, to a predominantly humid weather in the South with an annual average of 1,300-1,800
mm (and in some coastal areas up to 2,500 mm) lasting for 9-12 months. Rainfall is highest in the
Northern parts of the country between the months of June and September and from March to
November in the Southern parts, which usually coincides with the peak incidence of malaria. The
country’s vegetation changes from Sahel Savannah in the far North followed by Sudan Savannah
merging into Guinea Savannah in the Middle Belt, then rain forest in the South and mangrove forest
in the coastal areas. As a result of increases in rainfall in Nigeria and neighbouring countries,
flooding has now become a frequent occurrence in all parts of the country, most especially in
riverine communities and the Niger Delta Regions.
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1.2.2 Demography

Nigeria is the most populous country in Africa with a population of 169 million (projected from
2006 National Population); the Housing Census for 2013 reported a population of 140 million with
a population density of 156 per square kilometre. Children under five years of age constitute 20%
of the population and the proportion of the population pregnant during one year is put at 5%.
Majority of the people are farmers living in rural areas where there exists a deficiency of access to
infrastructure and health facilities. There is a strong rural to urban drift resulting in pressure on
existing facilities in the urban centres. The infant mortality rate is 78 per 1000 live births and under
five mortality rates is 124 per 1000 live births (World Bank, 2011). Maternal mortality ratio in 2008 -
12 was 630/100,000 live births (World Bank, 2012).

1.2.3 Economy

Agriculture is the major source of livelihood for most of the population who are subsistence
farmers. The nation’s major source of income is crude oil exports. Other sources of income include
mining and export of cash crops. Nigeria is currently classified as a lower middle income country
by the World Bank. In 2012, the Gross Domestic Product (CDP) was 262.6 billion USD; while GDP
per capita was 1,555 USD, with a GDP growth rate of 6.6% (World Bank, 2012). About 54.7% of the
population live below the poverty line of less than $1.25 per day (2007). Most health expenses are
borne by families and individuals as "out of pocket” expenses while limited health insurance
services are available, especially to civil servants and some rural communities.

1.2.4 Infrastructure

The nation has a road network linking the urban cities and most rural communities. The internal
road network remains a challenge, as most of the roads linking smaller towns and villages are in
poor condition, which negatively affects the accessibility of peripheral health facilities in terms of
both the provision of essential supplies and the ability of people to reach the facilities.

Rail facilities that have recently been revitalised exist connecting the Northern and Southern parts
of the country. Transportation via the waterways also occurs. A well-developed international and
domestic air transport infrastructure exists with airports in most states of the country.
Telecommunication is well developed with an estimated (June 2013) 120,362,218 active phone lines
(NCC) with 99.7% of these lines being mobile lines with a potential to serve as a valuable tool for
reaching out rapidly to majority of the population. Internet infrastructure is rapidly developing in
urban and rural communities with mobile internet facilities being increasingly available in rural
communities.

1.2.5 Language

English is the official language although there are over 250 different languages spoken, the
commonest being Hausa, Ibo and Yoruba.

1.2.6 Administration

Nigeria is made up of six geopolitical zones and 36 States and the Federal Capital Territory as
represented in the map below (Figure 1). There are 774 Local Government Areas and 9,555 wards.
A three tier government is the system in place with Federal, State and Local Governments.
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NIGERIA GEO-POLITICAL ZONES
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Figure 1-1: Map of Nigeria showing States and Geopolitical Regions

1.3 Health System and Health Status of the Population

The Nigerian Constitution provides the administrative context for the organization of health
services. It places health on the Concurrent Legislative List (Section 17(a) of the Part Il of the
Second Schedule of the Nigerian Constitution, 1999). The public health system of Nigeria is divided
into three tiers, each of which is associated with one of the administrative levels of government.

The Federal Government is responsible for tertiary health care and also formulates health policies
through the Federal Ministry of Health. This level provides specialized services through the
Teaching Hospitals, Federal Medical Centres, Specialist Hospitals and Medical Research Institutes.
The State Governments provide secondary health care through the state Ceneral Hospitals. The
Local Governments Areas (LCAs) are generally responsible for primary health care services. Both
the state and LCAs receive resources from the federation account, a percentage of which is
expected to be dedicated to health. The Private Health sector is registered and supervised by the
government. The private sector NGOs and local communities provide considerable services at all
levels of health care.

Federal and State Ministries of Health also have agencies and parastatals under them such as
National Primary Health Care Development Agency (NPHCDA), National Agency for Food, Drug
Administration and Control (NAFDAC), and State Health Management Boards etc. In the same
regard, the LCAs have the Ward Health Committees, Village Health Committees, Private Health
Care Providers, and Traditional and Alternative Health Care Providers.

1.3.1 The Tertiary Level

The Tertiary Health Care is at the apex of the health care delivery. It consists of the highly
specialized services, which are provided by the teaching hospitals and other specialist hospitals
providing care for specific groups of patients. These health facilities are largely provided by the
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Federal Government with every state having at least one Teaching Hospital or a Federal Medical
Centre. A number of states and (to a much lesser extent) private hospitals are also providing
tertiary health care.

From the Federal Ministry of Health directory of health facilities in Nigeria there were a total of
34,173 health facilities in Nigeria as at December 2011. Of this number 30,098 (88.1%) are primary
health care (PHC) facilities, 3992(11.7%) are secondary level facilities while 83 (0.2%) are tertiary
facilities. More than 66% of the facilities are (public) government owned (FMOH, 2012). The table
below shows the distribution of the health facilities by levels and ownership. With this distribution
there are on the average 22 health facilities per 100,000 populations in Nigeria.

Table 1-2: Health Facilities in Nigeria by Type and Ownership, 2012

Ownership
Type - - Total
Public Private
Primary 21,808 8,290 30,098
Secondary 969 3,023 3,992
Tertiary 73 10 83
Total 22,850 11,323 34,173

1.3.2 Secondary Health Care Level

This level provides specialized services to patients referred from Primary health care level through
outpatient services of hospitals for medical, surgical, paediatrics, obstetric and gynaecological
patients and community health services. Secondary health care is available at the LGAs as defined
by the authorities of the state. Supportive services such as laboratory, diagnostics, blood bank,
rehabilitation and physiotherapy are provided at the Secondary health care level.

1.3.3 Primary health care level

The Primary Health Care level is designed to provide general health services of a preventive,
curative, promotive and rehabilitative nature to the population. It is the entry point of the health
care system. Provision of care at this level is largely the responsibility of the local governments
with support of the state Ministries of Health and within the overall National Health Policy.

Health facilities are static or mobile structures where different types of health services are
provided by various categories of health workers. These health facilities are in different groups
and called different names depending on the structure (building), staffing, equipment, services
rendered and by ownership. Many terminologies have been used over the years including
dispensaries, health clinics, health centres, primary health centres, maternities, health posts and
comprehensive health centres. However based on the Ward Health System, the three recognised
facility types are; (1) Health Post (2) Primary Health Clinic and (3) Primary Health Care Centres.
(NPHCDA, 201).

Most private sector practitioners are located at this level but placed directly under the supervision
of the Private Hospital Regulatory and Licencing Board. The Primary Health Facilities are designed
to serve catchment area populations of about 10,000-30,000 people.

Managerial System for a Primary Health Centre at Ward level consist of the Ward Development
Committee (WDC) co-managing with health workers and LCGA PHC department. The composition,
roles and responsibilities are well defined in the NPHCDA Manual on Minimum Standards for PHC
in Nigeria
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1.3.4 Private Health System

The private health care system consists of formal tertiary, secondary, PHC health facilities,
pharmacies as well as informal PMV and drug sellers. The private sector comprising the not-for-
profit and for-profit health facilities provides health care for a substantial proportion of the
population. They account for 40% of registered health facilities especially at the primary and
secondary health care levels. The informal private sector consists of about 36,000 PMV (2002
estimates) and an unknown number of drug sellers.

Services provided by the private sector are either partially subsidised as in the case of some
missionary health facilities, or not at all as in the case of individually owned clinics/hospitals. Their
distribution therefore tends to follow a greater density in urban areas compared to rural areas
except the informal PMVs and drug sellers (who often times) establish in rural areas as much as in
urban areas.

Sixty-four percent of the population is within 20km from a hospital. Urban areas are better served,
as 78% of households are within 20km of a hospital compared to 58% in rural areas. Seventy-one
percent of households are within 5 km of a PHC facility. Again urban areas are better served with
80% of households in urban areas being within 5km of a PHC facility whereas 66% have similar
access in rural areas. Thirty-nine percent of households live in communities visited by a
community health worker (CHEW) at least once a month. The average is similar in urban areas
(43%) as in rural areas (38%). (FMOH 2001 and the World Bank 2005).

An assessment carried out by the FMOH that included a household survey found that 56% of
respondents who were ill in the previous two weeks purchased drugs from a private seller
compared to 35% who obtained drugs from a public health facility. A relevant finding in the 2003
NDHS, among children aged under five years who experienced symptoms of fever and or an acute
respiratory infection (ARI), treatment was sought from a health facility or provider for 31.4% of
them (NDHS 2003).

1.4 Institutional framework for malaria control

The National Malaria Control Programme (now NMEP) is domiciled in the National Malaria and
Vector Control Division, which is a division in the Department of Public Health of the Federal
Ministry of Health Nigeria and has the leading role of overseeing and coordinating efforts to control
malaria.

1.4.1 Federal Ministry of Health

The Federal Ministry of Health has the mandate to develop and implement policies and
programmes as well as undertake other necessary actions that will strengthen the national health
system to be able to deliver effective, efficient, quality and affordable health services that foster
improved health status of Nigerians to serve as the engine for the pursuit of accelerated economic
growth and sustained development. Its vision is to reduce the morbidity and mortality due to
communicable diseases to the barest minimum, reverse the increasing prevalence of non-
communicable diseases, meet global targets on the elimination and eradication of diseases, and
significantly increase the life expectancy and quality of life of Nigerians. One of its major priority
areas is malaria which it recognises as a scourge with its attendant contribution to morbidity and
mortality. The Public Health Department of the Ministry is responsible for the administration of the
malaria control programme.

1.4.2 National Malaria Elimination Programme

The NMEP is mandated to formulate and facilitate policy and guidelines, coordinate the activities of
partners and other stakeholders on malaria control activities, provide technical support to
implementing bodies including states, LGAs and stakeholders, mobilize resources, monitor and
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evaluate progress and outcomes in malaria control efforts. In order to fulfil its role, NMEP is
organized into seven branches as shown below with other supporting units and entities that
provide financial, technical and human resource support as may be required.
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Figure 1-2 Organizational Chart of the National Malaria Elimination Programme

For effective internal coordination within the NMEP, the organizational structure of the National
Malaria Control Program was reviewed by KPMG on the request of the Federal Ministry of Health
in other to develop a functional system and improve human and institutional capacities required
for the expanding role of NMEP. A revised organogram was recommended (see National
Coordination Framework) providing opportunity for the Deputy Coordinator, Technical Services
and Deputy Coordinator, Programme Support. The revised organogram is yet to be implemented.
The terms of reference (ToR) of the various branches of NMEP were also revised at the
stakeholders’ workshop with inputs from the representatives of the FMOH, the National
Coordinator, branch heads and branch representatives, development partners, representatives of
state programme managers and representative of KPMG

1.5 Roll Back Malaria Partnership in Nigeria

The Roll Back Malaria (RBM) was founded in November, 1998 to mobilize resources and actions
against Malaria globally. Following the meeting of the African Heads of State in Abuja on April,
2001 and the pledged to halve malaria burden in Africa by 2010 (Abuja Declaration), the RBM
Partners in Nigeria has provided significant financial resources, commodities and technical
assistance to the National Malaria Control Programme. The RBM Partners have supported Nigeria
to develop fundable proposals and secured significant funding from Global Fund for AIDS,
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Tuberculosis and Malaria (GFATM), World Bank (WB), Presidential Malaria Initiative (PMI-USAID),
United Kingdom's Department for International Development (DFID), United Nation agencies
(WHO and UNICEF), etc.

In addition to an increasing government budget at national and state levels towards malaria
control, the country also receives support from from the RBM Partners. Nigeria was a recipient of
Round 2, Round 4 and Round 8 CFATM grants for the sums of US$20,994,149, US$74,542,287 and
US$285,711,275 respectively. The country is presently implementing the Round 8 GF grant. There
are several other on-going projects supporting malaria control including the World Bank Booster
Project, DFID funded SuNMaP Project and the USAID funded MAPS project.

In line with the Paris Declaration on Aid Effectiveness, the country adopted the 3-Ones principle
for the delivery of all the intervention activities and developed a common Strategic Plan, 2009 -
2013 endorsed by all partners. The National Malaria Strategic Plan, 2009 - 2013 promoted
adoption of common implementation strategies and the coordination of the administration of
resource envelope to ensure complementarity as exemplified by the LLINs distribution through the
mass campaigns.

The private sector also have a proven track record in supporting malaria programming in Nigeria,
For example, the private sector manufacturers, importers and distributors of pharmaceutical
products and other Malaria commodities have participated in the development of national
guidelines on pre-packaging of ACTs and the campaign against the marketing and use of
artemisinin-derived oral monotherapies. They also participated in the supply and delivery of LLINs
during the nationwide campaign.

1.5.1 Coordination of Malaria Programme

Coordination of all Malaria activities in Nigeria is the responsibility of the National Malaria
Elimination Programme with oversight function from the Federal Ministry of Health. The State
Malaria Programmes provide leadership for state level coordination with support from NMEP while
coordination at the community and local levels is the responsibility of the Primary Health Care
department of the LGAs.

1.5.2 Technical Working Group (TWG) - MALARIA

At the national level and under the chairmanship of the Honourable Minister for Health, the ATM
Task Force coordinates the activities of the HIV & AIDS, Malaria and Tuberculosis Control
Programmes of the Federal Ministry of Health. This task force is made operational through three
Technical Working Groups (TWG) namely TWG HIV & AIDS, TWG TB and TWG Malaria.

The Technical Working Group Malaria is the highest coordination platform for the Malaria Control
Partners and other stakeholders at the national level. This central coordination platform is
supported by six technical subcommittees as show in the diagram below.
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Figure 1-3 ATM Coordination

The National Malaria Elimination Programme is the secretariat of the TWGC Malaria while the
branches of NMEP serve as the secretariat for the six technical sub-committees.

The key mandates of the TWG Malaria include:

e Jointly assess the status of national programme in conjunction with NMEP in accordance
with result framework and ascertain the programme status / performance on an ongoing
basis

e Support NMEP and other Malaria Stakeholders to identify areas for improvement and
provide needed financial, technical and material support for the agreed option for
improvement on the national response.

e Support NMEP to design and implement operation research and use the findings suggests
options for improvement in policy formulation and implementation.

e Resources mobilization from public, private and other stakeholders based on approved
plan and budget by national programme.

e Regularly explore areas of collaboration and harmonization with other disease TWGs and
Health Systems Group of FMOH

e Provide regular reports to ATM Task Force of the FMoH

Coordination at the sub-national level is reported to be weak due to various reasons ranging from
capacity issues to inadequate resources. A national Coordination Framework was developed to
provide necessary guidance on State and LCA level coordination and this should be adapted by
states based on their peculiarities.

1.5.3 Malaria Partners’ Forum

The Partners’ Forum at the national level consists of the senior officials of the National Malaria
Control Programme and the Roll Back Malaria (RBM) partners including the private sector. The
forum provides an opportunity to mobilize resources and share lessons. It meets quarterly and all
activities within the quarter are reported at the meeting.

Membership includes:

National Coordinator, Head of Branches and key officials of FMoH-NMEP

Multilateral Organizations - WHO, UNICEF, World Bank, UNDP, etc

Bilateral Organization - PMI-USAID, DFID, CIDA, JICA, etc

Implementing Agencies - FHI 360, ARFH, IHVN, Jhepigo, Malaria Consortium, YGC, SFH,
SHI, Carter Center, etc.

Representative of umbrella CSOs - ACOMIN, NIFAA, etc

e Private Sector - Nigerian Bottling Company, Nigeria LNG, Novartis Pharmaceuticals,
Chevron, Exxon Mobil, Stanbic Bank, Access Bank, Shell, Syngenta, Guinness, Nigerian
Breweries, Unilever Nig. PLC, MTN, Dangote group, Harvestfield, Vestergard Fransen,
Syngenta/Patemglobal, etc.

1.5.3.1 Terms of Reference for the Malaria Partners’ Forum

e Provide opportunities for leveraging financial and technical support to government
authorities at Federal, State and LGA in the area of planning implementation and evaluation
of RBM intervention.
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e Provide and disseminate relevant information on RBM interventions including report of
activities, research findings and other relevant information by NMEP

e Receive feedback from Partners on key activities carried out within the period.

e Facilitate effective collaboration among the government and donor Agencies for achieving
a common national goal.

e Provide and share information on integration effort of the Federal Ministry of Health in the
context of integrated disease control to ensure the efficient use of limited resources.

e Support the effort of government through advocacy in the mobilization of internal and
external resources for implementation of RBM activities at all levels.

e Encourage Partners commitment to the operationlization of the ‘three ones’.

e Perform any other function as may be determined by the forum with approval of NMEP
from time to time

1.5.4 Planning and Reporting

The national strategies and targets of the NMSP can only be achieved through a well-articulated
and evidence informed annual operational plan that details contribution from all sources and
promotes efficiency. The annual operational planning process of NMEP should be improved upon
to reflect as much as possible government and implementing partners’ resources across all
thematic areas. Implementation, monitoring and reporting should also be jointly conducted to
improve programmatic efficiency and accountability. NMEP should develop mechanism to
improve planning and reporting periodically at the sub-national levels

1.6 Malaria Programme and the Health System

The National Health Policy promulgated in 1988 was revised in 2004. The overall policy objective is
to strengthen the national health system such that it will provide effective, efficient, quality,
accessible and affordable health services that will improve the health status of Nigerians through
the accelerated achievement of the health-related Millennium Development Coals. It recognises
the importance of malaria as a major public health issue. There is a cross-linkage between the
overall health policy targets and those of the malaria control/elimination. In addition and owing to
the vertical relationships in levels of malaria control interventions, malaria control/elimination
targets at the various levels of health care delivery lends itself as a catalyst for strengthening the
health system. For each of the levels of health care, from community to the tertiary level,
attainment the focus of malaria intervention is expected to have a knock-off effect on the health
system as illustrated in Figure 1-4.
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EFFECTS OF COORDINATED MAILARIA INTERVENTIONS OMN THE HEAILTH SYSTEM
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Figure 1-4: Effects of Coordinated malaria Interventions on the Health System
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2 Malaria in Nigeria

2.1 Malaria Transmission

Hitherto, malaria transmission and risk had been judged to be high across the country; it was
estimated that approximately 30% of the population lived in areas of high to very high
transmission intensity and 67% in the moderate transmission zone [NMSP 2009]. However, recent
information has provided evidence of a progress divergence of in-country variation in malaria
endemicity [Snow et al, 2013]". Bayesian model-based geo-statistical methods were used to
interpolate in space and time, age-corrected malaria point prevalence data in children 2-10 years
old, to provide a prediction of malaria risk across Nigeria for the years 2000, 2005 and 2010
(Figure 2.1) based on the effects of temperature, rainfall, distance to major rivers and urbanization
[Snow et al, 2013]. As at 2010, 85% of Nigerians lived in areas supporting mesoendemic
transmission, 15% lived under conditions of hyper-holoendemicity and areas within FCT Abuja,
Adamawa and Borno States support hypoendemicity (Figure 2.2).

. o PfPR2-10
Binned Predicted Mean prRZ-lO [ J<s% [m=5%-<10% [>10%-<50% [N >50%

2000 2005 2010

Figure 2-1: Malaria risk across Nigeria for the years 2000, 2005 and 2010

'Snow RW, Mundia CW, Kinyoki D, Linard C, Baba ES, Adegbe E, Ozor L, Mohamed AB, Amratia P, Kabaria
CW, Noor AM (2013). A description of the epidemiology of malaria to guide the planning of control in
Nigeria. Report prepared by SunMAP, WHO-Country Office Nigeria and the KEMRI-Wellcome Trust-
University of Oxford Programme, Kenya for the Federal National Malaria Control Programme, Abuja, Nigeria.
February 2013.
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Figure 2-2: Malaria Endemicity in Nigeria

2.2 Malaria parasites and vectors

The dominant species of malaria parasites in Nigeria is Plasmodium falciparum (=95%); the most

pathogenic of the five human malaria parasites, which also occur as mixed species with other

Plasmodium species. The other non—falcifarum species species are: P. malariae (9.8%) and P.
ovale (5.8%) and mixed infections (10.4%).

In Nigeria, the major malaria vectors include the Anopheles gambiae complex (An. gambiae s.s.
and An. arabiensis) and the Anopheles funestus group. These three species are widely distributed
across the country, from the mangrove and coastal areas of the south to the Sahel savannah of the
far north. An. gambiae and An. arabiensis typically breeds in sunlit, shallow, temporary bodies of
fresh water such as ground depressions, puddles, pools and hoof prints. An. funestus breeds in
permanent or semi-permanent body of fresh water with emergent vegetation; such was swamps,
large ponds which sustains malaria transmission during dry season. An. Melas, another member of
the Anopheles gambiae complex, breeds in the mangrove and coastal areas of the south-south
and southwestern zones.

The molecular forms (M and S) of An. gambiae s.s. have been found in Nigeria with no apparent
relationship to the ecological transition from savannah to forest zones, but there is no additional
information on spatial distribution. An. gambiae s.s. feeds primarily on humans (anthropophagic)
and rest indoors (endophilic) with sporozoite rates ranging from 0.2 to 11.8%. An. Arabiensis feeds
on humans and other animals and mainly rests outdoors (exophilic) with sporozoite rates of O-
4.8%. An. funestus feed on both humans and other animals predominate in the forest, rest indoors,
with overall infection rates of 1.2 to 2.3%. Where the major malaria vectors co-exist, infection rate
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was always higher in An. gambiae s.s. followed by An. funestus and An. arabiensis. In most cases,
sporozoite infections in the wet season were maintained by An. gambiae s.s. and An. arabiensis in
the dry season. Transmission studies show that the entomological inoculation rates (EIR) range
from 18-145 infective bites per man per year for An. gambiae in the north central and 12-54
infective bites per man per year for An. funestus in the southwest. The EIRs estimated for An.
arabiensis ranged between 0-12.4

With the scaling up of vector control there should be evidence of declining vector densities and
transmission, but as LLIN and IRS coverage increases, behavioral adaptation by malaria vectors
remains a future possibility.

Insecticide resistance in the main malaria vector (An. gambiae s.s.) has been reported from Kano,
Sokoto, Kaduna and Zaria in the northern area, Abeokuta, Ibadan and Lagos in the southwest zone
based on independent research. There are no records or published data for the South-South and
South East zone of the country. The spectrum of insecticide resistance in Anopheles gambiae s.s.
include DDT, carbamate, and pyrethroid. Dieldrin and DDT resistance was reported in An. funestus
and pyrethroid resistance only for An. Arabiensis.

2.3 Malaria Morbidity and Mortality Trends

Malaria is still a major cause of morbidity and mortality in Nigeria. Along with two other countries,
India and Democratic Republic of Congo, Nigeria accounted for over 40% of the estimated total of
malaria cases and deaths globally in 2010 [WHO, 2012]°. With an estimated population of 160
million, Nigeria has a large population at risk of malaria. However, children under five years of age
and pregnant women are the most vulnerable to illness and death from malaria infection in Nigeria.

Malaria has been reported to account for 60% of outpatient visits and 30% of hospitalizations
among children under five years of age in Nigeria [MIS, 2010]. The National Malaria Indicator
Survey of 2010 showed that Slide Positivity Rate was 42% in children under-five [NPC et al, 2012J°.
In the preceding year, it was reported that the percentage of children under age five with fever
and/or convulsions in the two weeks preceding the National Demographic and Health Survey was
32.6% [NPC and ICF Macro, 2009]*. Until recently, when diagnostic facilities were scaled up and
policies were updated, malaria prevalence (and treatment) was based on fever cases among the
population at risk. The 32.6% reported in 2009, represented a slight increase over the 31.6%
reported as the percentage of children under age five with fever in the two weeks preceding the
NDHS in 2003 [NPC and ORC Marco, 2004]>. As shown in Figures 2.1-2.2, recent geo-statistical
modelling of the available body of data enabled the mapping of malaria intensity in Nigeria, not
only in terms of geographical spread but also of time trends [Snow et al, 2013]. The maps showed
a progressive downward change in the endemicity of malaria over a ten-year period (2000-2010).
The downward trend in the endemicity of malaria is arguably due to the increase in malaria control
interventions that the country has witnessed, in particular over the past decade of the Roll Back
Malaria campaign. The insidous changes in the environmental conditions, and the add-on effects
of other interventions and programmes on the National health systems, are also plausible
explanations in these observed trend in malaria morbidity.

A\World Health Organization (2012).World Malaria Report. Geneva, World Health Organization.

3 National Population Commission (NPC) [Nigeria], National Malaria Control Programme (NMCP) [Nigerial,
and ICF International. 2012. Nigeria Malaria Indicator Survey 2010. Abuja, Nigeria: NPC, NMCP, and ICF
International.

*National Population Commission (NPC) [Nigerial and ICF Macro. 2009. Nigeria Demographic and Health
Survey 2008. Abuja, Nigeria: National Population Commission and ICF Macro.

®National Population Commission (NPC) [Nigerial and ORC Macro. 2004. Nigeria Demographic and Health
Survey 2003. Calverton, Maryland: National Population Commission and ORC Macro.
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Hetereogenity in the geographic spread of malaria is also evident from recent data from the 2010
National Malaria Indicator Survey, as shown in Fig. 2.3. Malaria prevalence (slide positivity rate)
was higher in children under five in the south-west zone of the country at 50.3%, and lowest in the
south-east zone [NPC et al, 2012]. Variations in climate and ecological in the geopolitical zones
readily offer explanations on the observed pattern of spread. However, socio-demographic
factors and varying states of the health systems including programme implementation could also
account for this regional differences.

HI

South West North Central North West SouthSouth Noth East South East

Adapted from: United States Embassy in Nigeria (2011). Nigeria Malaria Facts Sheet.

Figure 2-3: Malaria Prevalence among Children under-five years by geopolitical zones

Deaths resulting from malaria have been estimated at over 300,000 deaths per year in Nigeria. At
this rate, malaria accounts for more deaths per year than HIV/AIDS, and is the major contributor to
deaths in children under-five years and in pregnant women.

Improvements have been noted, with the recent Nigeria DHS [NPC and ICF Macro, 2009],
reporting under-five mortality, as reducing from 187 (NDHS 2003) to 157 (NDHS 2008). However,
pregnant women living in places where malaria is highly prevalent are four times more likely than
other adults to get malaria and twice as likely to die of the disease [MICS 2007].Malaria related
deaths account for up to 11% of maternal mortality, 25% of infant mortality, and 20% of under-five
mortality resulting in 300,000 childhood deaths annually [NPC et al, 2012].

The nation’s response to the impact of malaria has been progressively purposeful, drawing
impetus from the catalytic Abuja Declaration meeting of African Heads of State in 2000. Among
other interventions, monotherapy with Chloroquine since gave way to combination drugs with
Artemisinin derivatives for case management of malaria. However, the emergence of resistance to
common antimalarial medicines has remained a major threat to the ongoing malaria control
efforts. This therefore has necessitated the continual evaluation of the efficacy of these medicines
to inform decisions on malaria treatment policy through Drug Therapeutic Efficacy Tests/Trials
(DTETs). DTET on chloroquine and Sulphadoxine-pyrimethamine in the six epidemiological zones
in 2002 showed the inability of these medicines to completely clear malaria parasites in the blood;
giving credence to the adoption of ACTs by 2005. The most recent DTET study of 2009 showed an
‘adequate clinical and parasitological cure rate’ of about 98% for both Artemether-Lumefantrine
and Artesunate-Amodiaquine; Currently, the 2013 DTET is on the way with monitoring of efficacy
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of Dihydroartemisinin-piperaquine in addition to the two currently deployed antimalarials being
done at 8 sentinel sites across Nigeria.
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3 Current Situation of Malaria
Control Programme

3.1 Background

Substantial malaria control investments have been made in Nigeria in the last decade in the
context of the national malaria control strategic plans, 2001-2005, 2006-2010 and 2009-2013.
This chapter sets to review challenges, achievements and priority actions of the National Malaria
control programme guided by the previous National Malaria Strategic Plan.

3.2 Overview of 2009-2013 RBM Strategic Plan

The National Malaria Control Programme Strategic Plan 2009-2013 was conceived with the vision
that Malaria will no longer be a major public health problem in Nigeria as illness and death from
malaria will significantly reduce as families will have universal access to malaria prevention and
treatment. The Overall objectives for the period 2009 - 2013 were:

e To nationally scale up for impact (SUFI) a package of interventions which include
appropriate measures to promote positive behaviour change, prevention and treatment of
malaria

e To sustain and consolidate these efforts in the context of a strengthened health system and
create the basis for the future elimination of malaria in the country.

Building on the experiences and achievements of the previous strategic plan, the 2009-2013 NMSP
identified and implemented the following strategic priorities and guiding principles with
measurable success;

e Rapid Scale Up For Impact (SUFI) for prevention and treatment of malaria which led to
distribution of over 58 Million LLINs during Universal LLIN campaigns, improved
distribution of ACTs in public and private health facilities and improved access to
subsidized ACTs through the AMFm project

e Focus was shifted from prioritizing the biologically vulnerable as primary target groups for
interventions (pregnant women, children less than 5 years of age, people living with
HIV/AIDS) to universal and equitable access of all at risk populations.

e Integration of malaria interventions into general health activities which achieved synergies
as well as increased cost-effectiveness and support the strengthening of the health system.

e Broad partnerships involving all sectors of society from the various levels and sectors of
government, civil society organizations, traditional and religious leaders and the private
sector.

e Community involvement during implementation of major intervention which improved
community acceptability and served as a fulcrum for sustainability.

3.3 Malaria Programme Review

The MPR documented a 10 year review of the situation of the Malaria programme along nine
thematic areas: epidemiology; programme management, policies and strategies; integrated vector
management; case management; malaria in pregnancy; procurement and supply management;
advocacy, communication and social mobilization; malaria in complex emergencies; and
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surveillance, monitoring and evaluation and Operations research. This is detailed in the SWOT
analysis in the MPR 2012 report.

Major strides have been made in effective management of the National Malaria Elimination
Programme including the development of the following strategic documents:

e National malaria control strategic plans 2001-2005, 2006-2010 converted to a roadmap
2009-2013;

e Annual Operational Plans (AOPs) at Federal level, and in some states; and

e Development and dissemination of National policies and guidelines in major intervention
areas.

e There is a functioning Malaria Technical Working with active subcommittees.

However, some challenges persist; sub-optimal funding of malaria control at all levels due to
inadequate prioritization during funding allocation; absence of a national malaria policy document;
non-availability of annual operational plans in some states and in all LGAs; non-maximization of
the potential contribution of Nigeria's private sector in malaria control; and over-dependence of
the national malaria control programme on development partners’ funds. Below is a review
according to thematic areas:

3.4 Integrated Vector Management

Long Lasting Insecticidal Nets: The national malaria control strategic plan 2009-2013 targeted that
the distribution of 63 Million LLINs by the end of 2010 with at least 80% ultilization. Of this over 58
million LLINs were distributed through mass distribution campaigns and other channels. The
various States led the distribution campaigns in collaboration with NMCP and partners.
Mobilization of beneficiaries took place at community and household levels through door-to-door
strategy to register the households, issue net cards (that were redeemed for 2 LLINs at distribution
points) and promote LLIN uptake and use. Fixed campaign distribution points were established for
net distribution.

Figure3.1 shows that although net ownership is increasing, it is still below universal coverage
targets. Figure 3.2 depicts LLIN ownership among the six geopolitical zones with a national average
of 42%.

Trends in Net Ownership by Residence

Percent of households with at least one (TN

L1 2003 NDHS & 2008 NDHsS 2010 NMIS

45

42

Total Urban Rural

Figure 3-1: Percentage of households with at least one ITN/LLIN (source NMIS, 2010)
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Ownership of ITNs by Zone

North West
58% North East
63%
North Central National
32% average: 42%

South West
20%

Percent of households
with at least one ITN

Figure 3-2: LLIN ownership in the 6 geopolitical zones in Nigeria.

Indoor Residual Spraying: In 2010, IRS was implemented in 3 LGAs in each of the 7 States
supported by the World Bank Malaria Booster programme, viz. Bauchi, Jigawa, Gombe, Kano
Anambra, Akwa-lbom and Rivers State. However, data on programmatic IRS coverage and
population protected were scanty. This was largely on account of the following: inadequate
definition of the implementation targets and that implementation was based on availability of
resources and partner preference rather than epidemiology of disease; e.g IRS by World bank in 3
LCAs represented less than 20% of the LGAs in the selected states and unlikely of be of significant
impact. IRS intervention was also carried out in Lagos State through the State Ministry of Health
from 2009 to 2012 with a total of 250, 000 households protected. Additional IRS was provided in
Nasarawa State through the US President Malaria Initiative (PMI) in 2011. The aforementioned
notwithstanding valuable lessons have been learnt with regard to planning for the short rainy
season, as well as the feasibility of inter-sectorial collaboration and capacity building.

Larval source management (LSM): In redefining its long term vector control strategies in Nigeria,
the NMEP incorporated LSM as a component of IVM within the last two years. Pilot larviciding has
been carried out in five locations in Nigeria (Rivers, Nasarawa, Ogun Lagos and Jigawa) and is
sparingly implemented in Lagos and Rivers States with low coverage. Environmental management
includes environmental modification and manipulation as well as manipulation of human
habitations and behaviour. Aside from the routine monthly environmental sanitation, little attention
is given to the environment in connection to malaria. The major challenge regarding LSM is the
need to define the Policy, strategic framework and plan of action. There is also the need for the
NMEP to foster stronger collaboration with the Ministries of Environment, Ministry of Water
resources, Agriculture and Education.

Monitoring Insecticide Resistance: There is no systematic coordination of insecticide resistance
monitoring at the national level. This is compounded by the absence of vector surveillance sentinel
sites in Nigeria. Although, there are some data available on vector resistance to a number of public
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health insecticides in south west, north central and north Eastern zones, there is no records or
published data for the South-South and South East zones of the country.

3.5 Malaria Case Management

Nigeria has updated policies, guidelines, and other operational documents, but these are not
available across all levels. Access to recommended malaria medicines has improved in increasing
number of public and private facilities.

3.5.1 Parasite-based diagnosis of malaria

The NMSP 2009-2013 set a target to scale-up parasitological diagnosis of malaria in public and
private health facilities to at least 80 %. The MPR showed that some progress was made towards
the attainment of this objective but the target was not achieved. Data obtained from health
facilities showed that less than 15% of fever cases were tested before treatment with antimalarial
drugs. However since the conduct of the MPR and RDT implementation research was carried out
by the NMEP. A cross-sectional survey was conducted in 120 randomly selected PHCs across six
states, across the six geopolitical zones of Nigeria in January 2013. Compliance was the proportion
of ACTs correctly prescribed in relation to RDT result. There were 248,485 clinic attendees of
which 129,272 (52.7%) presented with fever. The testing rate was 52,343 (39.8%) using RDT kits.
Compliance rate with RDT results was 81.7%. Among the health workers’ responses, about one-
third each reported they would prescribe ACT (32.9%) or give antibiotics (29.8%) or refer (30.7%)
when RDT is negative. (Figure ) Age of patients less than 5Syears (p=0.04) and “high” educational
status of care givers (p=0.0006) were added determinants of health workers prescription of ACT
to RDT negative patients. Overall, HWs had good knowledge of RDT®. These findings provide
evidence for deployment of RDTs at PHC levels and opportunities for rapid scale-up.

Concurrently there has been a number of capacity development opportunities to strengthen
miscroscopy. The NMEP, in partnership with research institutions are partnering to update the skill
of laboratory personnel on microscopy.

Figure 3-3 Actions taken when RDT is negative

® Mokuolu OA et al, (2013) Experiences with implementation of malaria diagnostic testing at Primary Health
Care level in Nigeria: implications for scale-up
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3.5.2 Access to affordable quality-assured antimalarial drugs
Artemether-lumefantrine (AL) and Artesunate-amodiaquine are the recommended ACTs for
treating uncomplicated malaria in Nigeria. Results of therapeutic efficacy studies conducted in the
six geo-political zones of Nigeria in 2009-2010 showed that PCR-confirmed D-28 cure rates were
above 95%, thus authenticating their suitability as first line therapy for uncomplicated malaria in
Nigeria.

Availability of ACTs increased with a total of 268.9 million doses of ACTs provided between 2007
and 2013. However the percentage of children under-five presenting with fever who received
prompt treatment with ACTs lags behind operational availability data (i.e. 47.5% of the estimated
565.9 million doses required). The percentage of under-five that received prompt treatment with
ACTs was 7.8% in the urban area (7.8%) and 2.1% in the rural (2.1%). The Affordable Medicines
Facility-malaria (AMFm) contributed to the scale up of access to ACTs but percentage of those
treated with “undesirable antimalarial drugs” like Chloroquine and Sulphadoxine-Pyrimethamine
are still unacceptably high at 28.5% and 10.9% respectively (NMIS 2010).

3.5.3 Management of severe malaria

Data on severe malaria which are treated largely in secondary and tertiary health facilities have
been under-reported. Over the period of the NMSP 2009 -2013, there was a renewed emphasis
on management of severe malaria. In 2012, the NMEP adopted a change in treatment policy from
quinine to artesunate treatment of severe malaria. Nigeria became the first country to align with
the updated WHO recommendation. Following the change, and in collaborations with partners
(the Clinton Health Initiative, MMV and Academia), several activities to conduct an appraisal of the
state of severe malaria in Nigeria, build capacity on management of severe malaria to different
health professionals and procurement and distribution of injection artesunate were undertaken.
The health system and referral system have continued to adversely affect the quality and outcome
of treatment of severe malaria in Nigeria, hence effort will be made to strengthen this. There are
also weaknesses in the health system in providing the most critical care (ICU services) for severe
malaria; which calls for further strengthening.
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3.5.4 Private sector involvement

During the 2009-2013 plan period, strong strategic efforts were made predominantly with funds
from The GClobal Fund (Round 8 grant and the AMFm Phase | grants) to support and improve the
performance of the private sector in diagnosis and treatment of malaria. This included strategies to
effectively integrate and engage proprietary patent medicine vendors (PPMVs) in community case
management of malaria. Given the high patronage enjoyed PPMVs in both urban and rural Nigeria
effective involvement of this category of health providers in diagnosis (with RDTs) and treatment
of malaria would immensely contribute to the rapid upscale of parasite-based diagnosis and
treatment of malaria. There are about 40,000 registered PPMVs in Nigeria with probably a large
number unregistered and operating without license. This give a huge critical mass of care
providers who can potentially by trained and equipped to offer their clients prompt diagnosis (with
RDTs), treatment (with ACTs) or referral in severe illness. To boost the rapid scale-up of diagnosis
and treatment malaria alongside preventive interventions will require innovative strategies and
strong national commitment to mobilization of adequate resources.

3.5.5 Integrated Community Case Management

While the MPR showed that very little progress was made towards realizing the wish expressed in
the strategic plan to promote community case management. The number of community-based
providers required to fully scale-up iCCM in Nigeria is yet unclear. An estimate based on the
assumption that one one CHW will be required to provide iCCM to 500 persons among 65% who
reside in rural areas (using a projected total population of 173 million in 2013), shows that a total
225,561 community-based frontline health workers may be required to adequately reach the rural
population. Empirical evidence abounds on the effectiveness of community case management and
its potential to rapidly upscale access and utilization of malaria treatment services within essential
health package that includes other key life-saving reproductive and child health interventions. High
rate of attrition of trained health workers has been identified as a barrier to success in iCCM
implementation which could be mitigated by a concurrent initiative to motivate volunteers and
retain health workers by building a locally-acceptable and sustainable incentive programs into the
iCCM strategy. The current plan acknowledges also the planned roll out of iCCM in two states of
the Federation, Niger and Abia states by the Malaria Consortium and Society for Family Health
respectively through the RaCE funding from the Canadian Government. The experiences from the
implementation of the iCCM by these partners will be invaluable in the national scale-up of iCCM.

3.5.6 Malaria in Pregnancy

The National Malaria Strategic Plan (2009-2013) proposed the use of LLINs, Intermittent
preventive treatment with sulphadoxine-pyrimethamine (SP) and prompt treatment of confirmed
malaria as the core strategies for control of malaria in pregnancy. These interventions were all
supposed to be delivered in the health facility with emphasis on promotion of focused antenatal
care. Implementation of malaria control in pregnancy appears to be fairly well integrated at all
level facility across the country. The MPR noted that the percentage of women that attend
antenatal care in health facilities varies widely across the country with lowest rates of ANC
attendance in the Northern states. It is crucial to promote community-based prenatal care options
for women in such settings.

3.5.6.1 Intermittent preventive treatment (IPTp)

Recent national surveys showed that the percentage of pregnant women that received at least two
doses of IPT remained low across the country with marginal increase from 6.5% in 2008 (NHDS
2008) to 13.2% in 2010 (NMIS 2010). Facility data pooled from the States (by the NMEP) showed
slightly higher operation coverage of 18.7% with a wide variation IPTp use across the States.
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3.5.6.2 Treatment of malaria in pregnancy

The current Guidelines on diagnosis and treatment of malaria in Nigeria (FMOH 2011) recommend
that pregnant women with uncomplicated malaria in the second and third trimesters should be
treated with the recommended Artemisinin combinations therapy (ACT), while only oral quinine is
recommended for those with malaria in the first trimester of pregnancy. It cautions that use of
ACTs in the first trimester should be only in situations where no alternatives are available.

Information obtained from MPR 2012 suggests that majority of pregnant women with suspected
malaria seen at public and private health facilities were treated with ACTs or quinine but diagnostic
tests were not used in most cases. Rapid diagnostic tests (RDTs) were not available in most of
these facilities visited. There were also no guidelines, standard operating procedures or charts on
prevention and treatment of malaria in pregnancy in most public and private facilities visited
across the country.

3.5.6.3 Community delivery of Malaria control in Pregnancy

The role of community-oriented resource persons in the level health providers (such as role model
caregivers and trained traditional birth attendants) in the delivery of IPTp remains unclear. The
NMEP will be collaborating with the reproductive health programme to develop explicit guidance
on whether these community-based health personnel or trained volunteers should offer IPTp or
treat pregnant women with uncomplicated malaria.

3.6 Procurement and Supply Management

Procurement and Supply Management activities cut across the scope of malaria interventions. The
outcomes of malaria prevention and treatment activities undertaken to achieve the mission of the
National Malaria Elimination Programme are contingent on the timely and full supply of
antimalarials. The operations of the malaria PSM branch are guided by general national policies,
specific policies governing pharmaceutical sector operations, as well as policies and guidelines for
malaria programme management in particular. Such policies and guidelines include:

the Public Procurement Act (2007);

the National Drug Policy (2005);

the National Antimalarial Treatment Policy (updated in 2011);
the National Standard Treatment Guidelines (updated in 2011)
A Framework for malaria PSM in Nigeria (2012)

An assessment of the National Malaria Strategic Plan (2009-2013) revealed steady progress of
PSM activities, from 2007, when the PSM unit was created within the NMEP. The achievements
include the development of PSM Tools, and subsequent training on MCLS, across national, state
and LGA levels. Quantification exercises, now undertaken with an impressive complement of RBM
Partners along with NMEP, have become more robust, scientific and participatory. Significant
capacity to conduct major procurement and distribution of bed nets has been demonstrated with
multiple procurements of ACTs, RDTs and LLINs conducted over the years. Framework contracts
have been signed for the distribution of antimalarial medicines from the national to state level. The
prevalence of counterfeit medicines, especially antimalarials, is presently being assisted by the
NAFDAC use of on-the spot tests through TRUSCAN, a hand held device.

Overall, the PSM Thematic area performance has recorded progress in the organization of the
branch into a discrete component of the national malaria strategic programme, inclusive of
excellent growth in partnership, responsive commitment and coordination.

Despite this achievement, The MPR conducted in 2012 recorded challenges in several stages of
malaria PSM processes (procurement, distribution, financial disbursement). The quantification of
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antimalarial medicines is still undertaken with the morbidity method, because consumption figures
are not yet generated on a national scale. Thus, there is low accuracy in predicting needs for the
pipeline components of antimalarial medicines and commodities. There are as yet no clear cut
national procedures to address the widespread stock outs of malaria medicines and health
commodities, and expiries when they occur. Procurements of antimalarials for the programme are
still fragmented, and essentially dependent on procurement plans defined by different external
funding donors.

Distribution has been negatively impacted by the inadequacy of funds allocated for distribution
from the state stores down to the facility level, with resulting delays in distribution or short
changes in the scope of the distribution process. Distribution plans have to estimate needed
logistics determined per realistically determined hubs, so that allocations will reflect differing
terrain and logistic contexts.

The storage infrastructure and inventory management is mostly substandard, especially at the
health facility level, while there are needs for more robust quality assurance activities at all levels
of care; furthermore, there are yet no Standard Operating Procedures for detecting and reporting
poor quality medicines. The malaria PSM information process is presently unable to deliver timely
and accurate information for evidence-based decisions on pharmaceutical management for
malaria.

In November 2010, a manual was developed for the purpose of strengthening malaria
procurement and supply management: key indicators (in numbers or percentages) revolved
around procurements at central level, expiry of medicines and health commodities, good storage
practices, quality assurance, use of inventory control tools, ordering of stock (sending and
receiving), stock outs, and submission of PSM reports. However, there is little evidence that
tangible attempts were made to collate reports answering to the indicators, neither to analyze nor
report on them, when they are available.

3.7 Capacity for responding to changing malaria
epidemiology, new technology and other emerging
issues

3.7.1 Malaria in Complex Emergencies and Epidemic Preparedness
Nigeria has a National emergency response programme managed by NEMA. However, neither
NEMA nor FMOH/NMCP has mainstreamed malaria emergency preparedness in their planning
processes and response. The key challenges are as follows: Poor documentation of malaria in
complex emergencies; absence of effective collaboration with meteorological, education and
tourism departments/agencies. Provision will be made in this strategic plan to strengthen the
policy environment for effective handling of epidemics and malaria-related emergencies as the
herd immunity continues to decline with sustained drop in malaria transmission as a result of the
evidence-based interventions proposed in this strategic plan.

3.7.2 Emergence of Artemisinin Resistance

The emergence of resistance to Artemisinin compounds or component drugs of existing ACTs in
Southeast Asia poses a potential risk to the successful achievement of the goals of this strategic
plan given that ACTs are the mainstay of the treatment strategy. So far evidence from DTETs and
TRAC study (2010-2012) showed sensitivities of artemisinin compounds >95%. Nigeria will
nevertheless continue to promote effective surveillance of case management practice and
outcome of treatment with ACTs using molecular confirmation through sentinel its various sentinel
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sites and by partner research institutions. This has been addressed in the relevant section of this
strategic plan.

3.7.3 Seasonal Malaria Chemoprevention

Nigeria has acknowledged the WHO Policy on SMC and the significant benefit of SMC which has
been shown to reduce malaria morbidity by 50-75% among children under five years of age in
areas of low transmission. The NMEP will in the course of the current strategic plan adapt the
WHO guidelines for the development of an implementation framework in areas of the country
with low transmission of malaria.

3.7.4 Malaria Vaccine

A prospect of an effective malaria vaccine being licensed as a large-scale public health
intervention tool in high disease burden countries is nearer now than ever. As a major high burden
country where malaria still contributes to nearly a third of under-five mortality, Nigeria stands to
benefit from the deployment of a truly effective malaria vaccine. The likelihood that a new malaria
vaccine will become available during the lifespan of this strategic plan makes it imperative to
processes that would guide the country to make evidence-informed decision on the adoption of
this technology or otherwise. The plan to set up this national process will be addressed as a
programme management task in this strategic plan. The level of priority accorded this priority is
likely to change as more data become available from the phase Ill trials, following global licensing
of the vaccine and when WHO guidance on this matter becomes available.

3.8 Advocacy, Communication and Social Mobilization
(ACSM)

A four year National ACSM Strategic Framework and Implementation Plan (ACSM-SF & IP) was
developed in June 2010 to drive the implementation of the ACSM component of the NMSP 2009 -
2013. Sixteen States of the Federation have since adapted the ACSM-SF & IP to their specific
needs. Each of the 16 States has also constituted all stakeholders in malaria communication into an
ACSM Core Group that is responsible for planning, implementing and evaluating State-based
ACSM activities.

3.8.1 Communication & Social Mobilization

Through community mobilization and use of IEC materials, ACSM contributed significantly to the
successful distribution of about 60million LLINs during the LLIN campaigns of 2009 to 2013. The
campaigns were bolstered by with the strategic production, distribution and deployment of IEC
materials and innovative and entertaining community mobilization activities that were developed
and adapted by the States, guided in some cases by the ACSM-SF&IP.

3.8.2 Advocacy

Counterpart funding for net distribution was successfully leveraged from a couple of States during
the LLIN campaigns, as a result of advocacy events by NMEP. Advocacy kits were developed and
deployed by NMEP to promote adequate and timely release of funds and equitable deployment of
health providers to rural and hard to reach places for malaria control activities.

3.8.2.1 Challenges
Several challenges limited the ability of the ACSM component of NMSP 2009 - 2013 to deliver to
capacity. The challenges include the following:
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e Most of the ACSM implementation successes were scored with the significant support
from donor agencies and bilateral & multilateral Implementation Partners.

e More than half of the States and all the 774LGAs and Wards still do not have ACSM Core
Groups and have not articulated their individual strategic frameworks and implementation
Plans.

e The current National ACSM-SF & IP is due for review in 2013.

e Implementation of ACSM activities was largely un-strategic and not backed up with
operational plan, targeted and pre-tested communication materials, inadequately
conceptualized annual operational plans, limited budgets and inadequate skilled advocates
and communicators

3.9 Surveillance, Monitoring and Evaluation

Critical investments in the areas of information management; Routine Monitoring, Measuring for
outcome and Impact and Operations research where prioritized towards attaining the M&E
objectives in the plan

3.9.1 Progress

e Quarterly supportive supervisory/data verification visits were the hall mark of activities
conducted by the M&E branch of the national program during the plan years. These were
complemented by hands-on capacity development of M&E staff at lower levels of
reporting.

e Commencement of the process of harmonization of programmatic data capturing tools
with NHMIS tools.

e The transition of the National HMIS from a wholly paper-based system to an electronic
based system has seen marked movements during the implementation period of the last
strategic plan. Specifically, the District Health Information System (DHIS) was introduced in
2010 by the DPRS as a desktop based electronic platform and has slowly been migrated to
the web based DHIS2.0 version in 2012. Support for this expansion has been from the
Global Fund, DFID and USAID-PMI.

e The work stream of measuring outcome and impact also recorded some significant
milestones. The Malaria Indicator Survey (MIS) was conducted in 2010, the Multi Indicator
Cluster Survey (MICS) in 2011 and the National Demographic Health Survey (NDHS) in 2012
(data still awaited). Other relevant epidemiologic data were generated through sentinel
surveys and some behavioural surveys. Of mention include the Post LLIN distribution
Campaign Net tracking Surveys (State Specific); Monitoring Area Surveys (five cycles
completed); Retail Outlet Survey (1 cycle) and the OMNIBUS KAP surveys.

3.10 Key Challenges

The following is the summary of the key challenges in relation to malaria control in Nigeria
Integrated Vector Management

Non-attainment of universal coverage of insecticides

Low utilization of LLINs

No proper baseline entomological indices prior to LLINs and IRS implementation.

Limited capacity regarding IRS implementation

Poor infrastructure (e.g. storage facilities) to support IRS commodities and activities.
Inadequate infrastructure for effective and routine entomological and insecticide resistance
monitoring

Diagnosis and Treatment
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Relatively low level of testing

Inequity in access to appropriate treatments with patients in rural areas disadvantaged.
Inadequate trained human resources for case management including iCCM

Developing a framework for implementation of SMC

Lack of access to malaria treatment guidelines.

Weak referral systems militating on quality of care for severe malaria.

Poor pharmacovigilance and irregular monitoring of efficacy of malaria medicines and
non-functional malaria sentinel sites.

Failure to sustain supply of affordable quality-assured ACTs after AMFm

Continued use of non-recommended malaria medicines in malaria treatment.

Malaria in Pregnancy

Low uptake IPTp and low utilization of ANC services
Need for innovative delivery mechanism for IPTp
Persisting reports of SP stock-outs raise issues about the availability of adequate funds and
the efficiency of the supply chain management system for pharmaceutical products.
e National guideline for malaria control in pregnancy needs to be revised to align with
current best evidence and global health best practices
Advocacy Communication and Social Mobilization

e Inadequate number of skilled staff in ACSM

e CGCenerally no costed AOPs available at the state and LGA levels

e Limited availability and utilization of IEC/BCC materials

e Inadequate operational research:  weak, un-strategic and inconsistent advocacy
engagement with the health promotion division of the Federal Ministry of Health
No tracking mechanism for process level indicators
Inadequate media engagement strategy for tracking and reporting ACSM activities
nationwide

e Inadequate monitoring and evaluation of ACSM activities

e Inadequate partner coordination for tracking ACSM activities nationwide

e Inadequate articulation of ACSM in NMSP

e Persistent non-strategic planning, implementation and monitoring of ACSM activities due

to inadequate participation of ACSM officials in decision-making

e Inadequate IPC skills coupled with low adherence to client’s rights leading to gap between
health workers knowledge and practice in service delivery

Procurement and Supply Management System

Delays in stages of the PSM process (procurement, distribution, financial disbursement);
Quantification for distributions from State to HF's are not based on client population to be
served
Persistent stock-outs of malaria commodities;
Lack of good storage infrastructure and practices (e.g. for LLINs), inventory control
management and reporting, in some health facilities;

e Quality assurance of antimalarials not yet institutionalized at all levels of care;
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e Lack of a comprehensive PSM Management Information System.
Monitoring and Evaluation

e The relatively low completeness and timeliness of routine reporting continued to challenge
the programme.

e The dearth of trained human resources for M&E at all levels of reporting; the continued use
of paper based systems for reporting; and

e Continued existence of vertical reporting systems also contributed to quality of routine
reporting.

e Fund limitations informed the paced roll out of the DHIS 2.0 technology and related
capacity building for its use.

3.11 Priority action points for 2014-2020 NMSP

The underlisted summarises the key priority actions identified during the 2012 MPR. The NMSP
2014-2020 is expected to address these priority actions;

Integrated Vector Management

Scale up insecticide coverage for rapid reduction in malaria burden.
Complete the roll-out of LLIN distribution replacement campaigns to achieve overall
universal coverage.

Scale up of IRS implementation be guided by epidemiological data.

Capacity building for IRS, surveillance, monitoring of Anopheles vectors and mapping using
GIS techniques;

e Evaluate the use of larviciding in pilot sites such as Rivers and Lagos states and formulate a
scale up guided by WHO best practices on larviciding
e Monitoring the efficacy and/.or durability of the LLINs and proper use and upkeep of the
LLINs, sleeping habits, washing and drying practices.
Diagnosis and Treatment

® Scale-up parasite-based diagnosis in the private sector

e Scale up implementation of community case management (including training, equipping
and retaining adequate numbers of volunteer community-based providers)

e Strengthen pharmacovigilance and post marketing surveillance system.

e Establish quality assurance programme for malaria diagnosis (leveraging on existing
institutional capacity).

e Health system strengthening to improve the quality of severe malaria case management
(high quality emergency medical services and intensive care)

e Support surveillance activities at the sentinel sites

Develop strategies on use of diagnostics by PMVs and community level H/W

ACSM

e Urgently develop, adapt and disseminate evidence-based IEC/BCC materials for all major
interventions to all health facilities.

e Evolve a mechanism for verifiable Federal support to States in the development of costed
Annual Operational Plans.
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State Malaria Programme to ensure, monitor and report on proper implementation of
developed AOPs.

Resource mobilization for Malaria Elimination Programmes and ACSM activities in
particular.

Development and integration of ACSM related indicators to national HMIS

Capacity development in ACSM for focal persons.

Identification and engagement of Malaria Control Advocates/ Ambassadors

Conduct In-depth Qualitative Studies and Operational Research for ACSM

Procurement and Supply Management Systems

Ensure timely availability of quality assured commodities for diagnosis, treatment and
communication at all service points
Adopt quantification for distribution to Health Facilities based on consumption data.

Adapt an effective model for delivery of MiP services, utilizing existing community systems.

Strengthen the national supply chain planning processes and management information
system.

Improve storage infrastructure at health facility level.

Strengthen collaboration with National Agency for Drug Administration and Control.

Monitoring and Evaluation

Generate evidence to update malaria epidemiological profile
Conduct a comprehensive epidemiological mapping of malaria to include epidemic
proneness.

Integrate malaria into the National Disaster Management Framework and National
Contingency Plan of NEMA and other line Ministries and departments

Incorporate Complex Emergencies EPR options into the next National Strategic Plan.
Reinforce the one-NHMIS model by re-defining and simplifying routine reporting;
Update federal level plans and guidance for Surveillance, M&E, and Operation Research.

Develop National Operational Research Agenda to generate evidence for decision making

Programme Management

Develop a Malaria Health Financing Strategic Framework with an intensive advocacy effort
to increase malaria budget allocations within overall health budgets

2014-2020 National Malaria Strategic Plan
For ALL, through ALL and by ALL
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4 Strategic Plan 2014 - 2020

4.1 Introduction

In line with the global push for malaria elimination and arising from the gains in the implementation
of the Malaria Strategic Plan 2008-2013, the Malaria Strategic Plan 2014 - 2020 aims at achieving a
marked reduction in malaria burden in Nigeria to pre-elimination levels at the end of 2020.
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Prerequisite for pre-elimination is the attainment and substance of Universal coverage targets of
key interventions for a period of two years. Thus, while the ultimate vision is to eliminate Malaria in
Nigeria and achieve a malaria free country, the goal of the current strategic plan is to significantly
scale up high impact control measures in order to accelerate the reduction in malaria morbidity
and mortality. It is envisaged that universal coverage will be attained for most intervention
categories within the first 5-years of this plan. The last two years will focus on vigorously
sustaining these coverage levels so that the country will attain the desired pre-elimination status.
Hence the vision, mission and strategic objectives have been aligned to ensure the attainment of
this goal. To further give credence to the commitment of the Government of Nigeria towards the
goal of elimination of malaria, the Federal Council on Health recently re-designated the National
Malaria Control Programme as National Malaria Elimination Programme (NMEP).

4.2 Vision, Mission, Goal and Objectives

4.2.1 Vision and Mission
For the National Malaria Elimination Programme;

The Vision is to have a MALARIA FREE NIGERIA.

The Mission is to provide equitable, comprehensive, cost effective, efficient and quality malaria
control services ensuring transparency, accountability, client satisfaction, community ownership
and partnership.

4.2.2 Goal and Objectives
4.2.3 Goal

e The Goal of this Strategic Plan is to reduce malaria burden to pre-elimination levels and bring
malaria-related mortality to zero

4.2.3.1 Objectives

The Objectives of the National Malaria Elimination Programme for this Strategic Plan are to ensure
that;

i. Atleast 80% of targeted population utilizes appropriate preventive measures by 2020

ii. To test all care-seeking persons with suspected malaria using RDT or microscopy by
2020

iii.  To treat all individuals with confirmed malaria seen in private or public facilities with
effective anti-malarial drug by 2020

iv.  To provide adequate information to all Nigerians such that at least 80% of the populace
habitually takes appropriate malaria preventive and treatment measures as necessary
by 2020

v. To ensure the timely availability of appropriate antimalarial medicines and
commodities required for prevention and treatment of malaria in Nigeria wherever they
are needed by 2018.

vi. At least 80% of health facilities in all LGAs report routinely on malaria by 2020,
progress is measured, and evidence is used for programme improvement
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vii.  To strengthen governance and coordination of all stakeholders for effective program
implementation towards an 'A’ rating by 2017 sustained through to 2020 on a
standardized scorecard

4.3 Strategies and Actions

N B NS s Gl

4.3.1 OBJECTIVE 1. At least 80% of targeted population utilizes
appropriate preventive measures by 2020.

Overview

The thrust of the strategies under this objective is the provision of high impact vector control
interventions towards universal insecticide coverage. This will be implemented through the
following: sustained and improved distribution of LLINs using a modified mixed-model approach
that is focused on both cyclical mass campaigns and continuous distribution targeting all
households; rapid scale up of IRS and larval source management targeting at least 80% coverage
of selected intervention households/LGAs; establishment of vector surveillance sites and capacity
building in Integrated Vector Management. Other vector control strategies such as house screening
and personal protection will be promoted. Prevention of malaria in the pregnant women will be
further complemented with use of Sulfadoxine-pyrimethamine for intermittent preventive
treatment. To drive these strategies, a host of cross cutting actions will be involved. These includes
vibrant ACSM, quantification of commodities based on up to date real time data , procurement and
supply chain management, including commodity tracking; and focused M&E including
entomological monitoring. The mix of the interventions as articulated will be reviewed at intervals
to make necessary adjustments, as may be indicated, to observable changes in the epidemiology
of malaria over the plan period.

Target Populations

LLINs - 100% of households. There is however an anticipation that if there is evidence of
significantly low parasite prevalence dropping below 20% such areas may be preferentially
targeted for IRS alone in the next round of mass campaigns

IRS: To be scaled up to 40% of all households. There will be some overlap with LLINs but the goal
is to prioritise the IRS for areas with poor utilization of LLINs, high prevalence of malaria, where the
vector/s is endophilic, where most houses are permanent, relatively well constructed and where
community outdoor sleeping is uncommon.

Larviciding: 30% of breeding sites
IPTp: 100% of pregnant women
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SMC: 2million Children under 5 in 9-Northern states within the Sahel belt

4.3.1.1 Strategy 1: Ensure Universal Access to LLINs

Nigeria aims for LLIN universal access to all population at risk of malaria with at least one LLIN per
2 persons. There will be an adoption of the modified mix model for LLIN distribution which will
include the following core actions:

a. Mass free distribution campaigns. There will be mass replacement campaigns for nets for
Universal LLIN coverage using a mix model approach especially in areas with low
coverage.

b. “Keep-up strategy” for continuous distribution of nets. The “Keep up strategy” will be
through continuous distribution to maintain universal coverage levels as supplement to
mass campaign. This will be done through multiple distribution channels such as routine
mechanism (EPI, ANC), Integrated MNCH week, school based distribution, Community
based distribution Community Directed Distribution (CDD) through CSOs/NCOs and
existing community structures; and the commercial sector.

c. Creation of an enabling environment for private sector involvement: NMEP will mobilize
and encourage private sector buy-in to the business plan on LLIN ownership and use. The
private sector will leverage on their distribution and business models to generate demand
and use of LLINs, including use of LLINs in hotels, schools, workplace etc. Core actions will
also include policy development to support local production of LLIN and enforcement of
quality control and assurance

d. Monitoring: There will be monitoring of ownership, utilization and net integrity to continue
to inform strategic programme actions

4.3.1.2 Strategy 2: Scale up IRS Coverage

Indoor Residual Spraying will be implemented as a core strategy for transmission interruption in
selected areas in Nigeria. The country will be clearly delineated and entomological surveys will be
conducted to identify areas where IRS will be feasible and effective. Implementation will be
progressive, phased and spraying will target 45% of households in the country by 2020 with focus
on contiguous communities and LCAs. Areas selected for IRS must meet the following criteria; high
prevalence of malaria, low utilization of LLINs, vectors are endophagic and endophilic and there
are sprayable and permanent structures. The following will be the main actions in relation to this
strategy:

a. Mapping and geographical reconnaissance: This will be undertaken for the targeted areas
for systematic and effective spraying. Each State shall be stratified to guide the mapping of
areas for the intervention into; malaria epidemic prone areas, areas with short malaria
transmission season, and areas with high prevalence of malaria. The least unit for IRS will
be a Local Government Area.

b. Baseline entomological survey and selection of insecticides: Prior entomological survey
will be conducted in areas targeted for IRS to guide insecticide selection, ascertain if
vectors are endophilic/endophagic and other entomological indices. All insecticides for IRS
must be chosen from the list of WHO Pesticides Evaluation Scheme (WHOPES)
recommended list and approved by NAFDAC.

c. Capacity building for IRS: Capacity building will cover a wide range of competences that
will have to be addressed for IRS implementation. Special skills for mapping, enumeration,
stratification and logistics management will be addressed. The capacity of the IRS expert
group will be strengthened for oversight functions while IRS field staff will also be trained
on the spraying and surveillance operations.

d. Quantification and procurement of commodities/insecticides: IRS commodities and
insecticides will be quantified based on expected structures to be covered. Adequate time
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should be allowed for the procurement process to ensure delivery of commodities and
insecticides before spraying season.

e. Household mapping and spraying: Households will be mapped and placed with unique
identifier cards for the recording of spraying episodes. Spraying will occur once or twice a
year depending on the epidemiological status, evidence from entomological surveys and
type of insecticide used. Standard reporting tools will be used for data collection with
regular supervisory visits from the LGAs, States and monitored by the National programme.

f. Monitoring: This will include epidemiological, entomological and environmental monitoring
to determine progress and impact.

4.3.1.3 Strategy 3: Implement Larval Source Management (LSM) for malaria

control

The NMEP will implement LSM in line with the WHO recommendations using larviciding as a
complementary strategy to IRS and LLIN as a means of reducing the malaria vector density.
Evidence from other countries like Equatorial Guinea suggest that there are important landing
behaviours of mosquito. Depending on whether mosquito lands more in-doors or outdoors, the
use of IRS alone may lead to a selective killing of mosquitoes with indoor human landing
behaviour. This may result in a behavioural resistance as the mosquitoes avoid the indoor
environment with residual insecticides. Hence larviciding will be implemented concurrently to
ensure both indoor and outdoor destruction of the vectors. Environmental management shall be
deployed as a component of LSM in collaboration with relevant ministries and agencies, State
Ministry of Health and State Environmental Agencies, International Partners involvement and
Private/Commercial sector involvement. The core actions for this strategy include the following:

a. Develop national guidelines: The National guidelines for LSM will be developed in line with
WHO recommendations to guide the implementation at State and LCA levels.

b. Capacity building for Larval Source management: The capacity of LSM Expert Group wiill
be strengthened to provide technical guidance and oversight function. Field staff will also
be trained on site identification, insecticide applications and environmental management.

c. Identification and mapping of malaria vector breeding sites: Local communities will be
trained and engaged to identify malaria vector breeding sites.

d. Insecticide selection: Quantification and procurement of larvicidal commodities. Selection
of larvicides will be based on susceptibility status of the local vector, residuality, safety,
environmental safety as well as cost effectiveness.

e. Implement larviciding: Larviciding will be conducted nationwide in targeted areas where
breeding sites are few, findable and fixed as recommended by WHO and guided by
evidence. It will be carried out as an integrated package of intervention.

f. Deploy environmental management: Environmental management activities will focus on
elimination of larval breeding sites through the following activities; sand-filling of identified
breeding sites, construction and maintenance of drainage network in collaboration with
relevant Government Agencies and Ministries. The local communities will be empowered
to carry out simple environmental measures to eliminate larval breeding sites. Enforcement
of relevant laws and bye laws will be promoted in collaboration with States and Local
Governments.

4.3.1.4 Strategy 4: Provision of IPTp to all pregnant women attending

Antenatal Clinics in targeted districts
All pregnant women will use malaria preventive measures. In line with WHO recommendation an
IPTp _SP dose will be given at every scheduled antenatal care visit at least one month apart after
the 1st trimester. This equates to at least 3 doses of IPTp_SP. This strategy will ride on
Reproductive Health Service delivery and during the training of midwives the issue of IPTp will be
included. Already the current ANC card has a provision for IPTp monitoring. Priotiry actions will
include:
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a. Review evidence update and disseminate among health workers in secondary and tertiary
facilities

b. Device and apply innovative means of supporting DOT for IPTp

c. Promote use of ANC services

4.3.1.5 Strategy 5: Implement seasonal malaria chemoprevention (SMC) in

Nine Sahel States
Seasonal Malaria Chemoprevention (SMC) will be implemented in nine Northern States that fall
within the Sahel belt. About two million under-five children will benefit from this intervention in
these States.

a. Produce Guidelines and Manuals: Develop and disseminate national guidelines, training
manuals and job aids for SMC implementation.

b. Desk review: Perform a comprehensive desk review and mapping of areas and target
populations to provide the necessary evidence for planning and implementation of SMC.

c. Advocacy: Conduct advocacy, stakeholder engagement and sensitization at State, LGA and
community levels.

d. Mobilization: Print and disseminate suitable and culturally-sensitive BCC materials through
recognized communication channels.

e. Capacity Building: Train Health workers on SMC implementation (including diagnostics,
treatment, pharmacovigilance, and logistics management).

f. Procurement: Procure pre-packaged (or repackage) drugs recommended for SMC namely
Sulphadoxine-pyrimethamine (SP) plus Amodiaquine (AQ) for distribution to the target
population (under-five children in nine States located in the Sahel).

g. Undertake SMC delivery campaigns (involving the mass media and community dialogues)
ahead of distribution of the drugs during peak transmission season.

h. Pharmacovigilance: Integrate pharmacovigilance on the SMC medicines into existing
adverse event reporting system.

i. Operations Research: Identify and commission research on priority operations research
topics to inform decisions and actions to improve on the efficiency and effectiveness of the
SMC strategy. This will include baseline parasitological susceptibility information (on
efficacy of Sulphadoxine-Pyrimethamine plus Amodiaquine i.e. SP-AQ) from selected
intervention areas prior to commencement SMC implementation to provide data for future
monitoring and assessment of the antimalarial and program effectiveness.

4.3.1.6 Strategy 6: Conduct vector sentinel surveillance and resistance

monitoring

The NMEP and Partners, including the academia and research community will continue to monitor
the efficacy of the insecticides used and the vector susceptibility. At least three vector surveillance
sentinel and insecticide resistance monitoring sites in each of the six ecological zones will be
established to conduct vector surveillance, resistance monitoring and quality assurance of
commodities. NMEP will collaborate with NAFDAC and SON for QA of vector control
commodities. Bio efficacy of randomly selected samples of all imported/locally manufactured
vector control commodities will be carried out.

a. Set up sentinel sites for vector surveillance (at least 3 per geopolitical zone)

b. Collaborate with Partners and academia to train staff on vector surveillance and
insecticide resistance monitoring

c. Conduct vector surveillance and insecticide resistance monitoring surveys.

d. Conduct QA for vector control commodities in collaboration with NAFDAC

e. Build local entomologic capacity by assisting the States malaria programmes to conduct
entomological studies.
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4317
i.
ii.
iii.
iv.
V.
Vi.

Vii.
viil.

Targets:
At least 80% of households with at least 1 LLINs for 2 persons.
At least 80% of children U5 will sleep inside LLINs
At least 80% pregnant women will sleep inside LLINs
At least 40% of the households in IRS targeted areas will be protected by 2020
100% of households have IRS coverage in the targeted LGAs by 2020.
At least 85% of all structures in targeted LGAs will be covered using IRS during each spray
cycle.
100% of Pregnant women attending ANC receive at least 3 doses of SP-IPT by 2020
At least three vector surveillance sentinel sites established in each of the six ecological
zones
At least 90% of identified breeding sites treated with larvicides
Support the development and use of simple technologies and improved tools for vector
control such screening of households” window and door with nets and use of durable
linings, insecticides and LLINs with improved efficacy.

4.3.1.8 Indicators

LLINs
i.
ii.
iii.
iv.
V.

IRS
Vi.
Vii.
viii.

LSM
X.
Xi.
Xii.
Xiii.
IPTp

Xiv.

XV.

Number of LLINs distributed

Proportion of households with at least 1 LLIN for every 2 persons

% of persons who slept inside LLINs the night before the survey

% of U5 who slept inside LLINs the night before the survey

% of pregnant women who slept inside LLINs the night before the survey

Number of LGAs mapped for IRS intervention

Proportion of LGAs implementing IRS

Proportion of structures in the targeted LGAs sprayed with recommended
insecticides in the last 12 months

. Number of people trained in IRS

Availability of Nationally adopted guideline on LSM

Number of breeding sites identified in targeted LGAs for larviciding

Number of breeding sites in the targeted LGAs treated with recommeded larvicides
Number of people trained in LSM

Proportion of pregnant women with malaria who received appropriate and timely
treatment according to national treatment guidelines
Proportion Pregnant women that received three doses of SP for IPTp

Vector Surveillance and Insecticide Monitoring

XVi.
XVii
XVii

Number of New sentinel sites established
. Number of sentinel sites monitoring insecticide resistance
i. Number of Entomological Technicians trained
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XiX. National POA on Insecticide Resistance Management developed
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4.3.2 OBJECTIVE 2: To test all care-seeking persons with suspected
malaria using RDT or microscopy by 2020

Overview

Malaria case management will be focused on scaling up of universal access to parasitological
confirmation of malaria and treatment at all service delivery levels and access to case
management of malaria in the private sector. The feasibility of this is further strengthened by the
recent successes with the deployment of RDTs at the Primary Health Care levels. There will also be
delivery of innovative approaches to service provision with focus on iCCM and SMC (in the Sahel).
The following are the strategies underpinning this objective:

4.3.2.1 Strategy 1: Ensure availability of and access to equipment and supplies

for parasitological confirmation of malaria
The availability of high quality materials and supplies for parasitological confirmation of malaria in
health facilities and designated community settings will ensure prompt and effective testing and
treatment of suspected malaria cases. Private and public sector collaboration will be encouraged
to ensure that best practices in malaria diagnostic expertise and resources are equitably accessible
to all patients receiving care in private and public health facilities. This strategy will be through the
following actions:

a. Procure High Performing Malaria RDTs. Use of quality RDTs will boost the confidence of
both the health care providers and the patients in test outcomes. The WHO/FIND RDT
Product testing report will guide the selection of high performing RDTs with sufficiently
high panel detection score (PDS). The RDT Procurement guide of the NEMP would be
updated periodically for inclusion on new quality assured test products as they become
available. The NMEP, State malaria programmes, Partners, agencies, organizations,
institutions etc shall be guided in their procurements by this guide.

b. Develop a strategic model for the supply and sales of RDTs to increase access. A strategic
model that makes RDT and ACT available especially at top drug distributors’ level should
be developed by NMEP and partners through engaging ACT/drug and RDTs
importers/distributors to ensure the availability of both commodities where they are sold
and used especially through the private sector mechanism.

4.3.2.2 Strategy 2: Build capacity of personnel in public and private health
facilities, and at community level for parasitological confirmation of

malaria
Capacity building will focus on test competences in microscopy and RDTs and in treatment
decisions on the basis of test results. The aim will be to have a critical mass of competent
miscroscopist while extending RDTs as far peripheral as possible to include community leves| and
the PMVs at the private sectors. This capacity building strategy in RDT and microscopy shall entail
the following:

a. Standardize/harmonize Malaria RDT and/or Microscopy Training Manual. The training
manual for Malaria RDTs would be standardized and harmonized to ensure that all capacity
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building activities by NMEP, State and Local Covernment Malaria Programmes, Partners
and other organizations utilize a standard training tool. The WHO Malaria Microscopy
manual and bench Aids shall be the minimum training tool to be used for malaria
microscopy. Where possible, this manual could be made more robust to address peculiar
skill and knowledge gaps for different categories of Microscopists, for instance, the
Laboratory scientists and technicians.

b. Increase critical mass of trained health workers in RDT and microscopy. All cadres of
health workers at all levels of health care that offer treatment for malaria will be trained on
use of rapid diagnostic tests and microscopy, as may be applicable, using innovative
formats. The training will also be cascaded to empower health workers in facilities with
laboratories such as the private clinics, secondary and tertiary hospitals to use RDTs in out-
patient departments (OPDs) and emergency centres. The training and equipping
community-based providers (role model caregivers or CORPs) and PPMVs on use of RDT
kits will form part of the actions for the scale-up of integrated community case
management.

c. Develop innovative and cost-effective capacity building strategy. As we seek a pre-
elimination end point capacity building on diagnosis will be innovative in content and
format. New approaches like short video on the performance of RDTs and treatment
options should be produced and translated to local Nigerian languages. While in-service
training will continue to serve its purpose, the NMEP, State malaria programmes, Partners
and other stakeholders shall strengthen malaria microscopy training at pre-serve training
institutions (School of Health Technology, Polytechnics and Universities) through
collaborative programmes. Online and continuing medical education platforms will be
developed to facilitate re-training of health workers within 2-3 years intervals from
previous training as a quality assurance strategy.

4.3.2.3 Strategy 3: Update and implement policies and guidelines for

parasitological confirmation of malaria
The current policies provide for parasite-based malaria confirmation in the public and private
sectors. Data shows that up to 60% of persons with fever are attended to at the informal private
sector. However, there are external policies as well as regulatory bottlenecks that impede the use
of RDTs in community case management by the proprietary patent medicine vendors (PPMVs) in
the private sector. The actions for this strategy are:

a. Conduct action research on RDT use by PPMVs. The feasibility studies should not only
cover blood safety issues but the economic aspect of charges for test done and sales/non-
sales of ACTs and compliance with national guideline.

b. Update Policy to remove bottle-neck to RDT implementation by PPMVs. Advocacy and
stakeholder engagements should be facilitated by the NMEP, State Malaria Programmes
and Partners to address policy barriers at the highest level to ensure adherence to the
policy on parasitological diagnosis and treatment by the PPMV.

c. Benchmark PPMVs for implementing Parasitological confirmation. The overall goal is
institute a system that provides the platform for lower PPMVs to be profiled and elevated
slowly to attain the standards required for them to perform RDTs to sell their ACTs. The
approved PPMV will be connected to an ICT reporting platform for easy monitoring.

Page | 55



43.2.4 Strategy 4. Deploy RDTs and microscopy for parasitological
confirmation of malaria in public and private health facilities and the

community level
Universal diagnosis rests on premise that quality assured malaria diagnostics are available and
accessible at the various levels. The following actions shall guide this strategy:

a. Deployment of RDTs and/or Microscopy to Public and Private health facilities. The
programme will deploy diagnostic tools, and engage other stakeholders to fast-track the
deployment of RDT/microscopy to all public health facilities.

b. Deployment of RDT at the community level: RDTs will be deployed at the community level
through the ward health system (including to informal private sector: PPMVs).

c. Develop algorithms for the use of RDTs and Microscopy. This algorithm would provide
guidance on patients’ selection for testing in relation to available tools and points of
consultations.

4.3.2.5 Strategy 5: Strengthen systems for quality assurance and quality

control of malaria diagnostic processes and services
The framework for the implementation of the policy and guideline on parasitological confirmation
of malaria is hinged on quality and this should be ensured at all times. The actions for this strategy
are to:

a. Develop Guidelines and tools for quality control of parasitological confirmation of malaria.
The National QA guideline for microscopy and RDTs will be produced through inputs by
selected experts and distributed.

b. Conduct Training and supervision of QA/QC Team. Training and supervision of health
workers and laboratory personnel will be conducted at interval to ensure that QA
procedures for RDTs and malaria microscopy are observed. Refresher training shall be
conducted to health workers performing RDTs and microscopy every two years. On-the-
job supervision of health workers performing RDTs and/or microscopy using standard
blood or surrogate panel or slides shall be done periodically.

c. Strengthen National Malaria QA/QC Centre and designation/establishment of states’
QA/QC Centres/Teams. The NMEP will in collaboration with partners strengthen the
current national malaria QA/QC Centres for malaria RDT and microscopy and support
states to establish malaria diagnosis QA/QC teams and designate facilities that will serve as
QA/QC Centres. Pre-deployment and post-deployment testing of RDTs shall be conducted
periodically on all RDT lots. Molecular biology tool shall also be provided for molecular
profiling of Plasmodium species and slide validation.

d. Establish a coordinating platform for National QA/QC of malaria diagnosis. An ICT-based
platform shall be set-up to monitor progress of health workers and QA Teams in the states.
Data from the states will be uploaded on an online platform that will also serve to reinforce
skills and knowledge on malaria diagnosis. Logistics to physically track QA/QC activities,
including telephone, transportation shall be provided.

e. Undertake advocacy to decision makers to support the weak health system. Effective
malaria case management has the potential to strengthen the weak health system of the
country. This potential should be fully canvassed and exploited.
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43.2.6 Strategy 6: Create demand for utilization of parasitological

confirmation of malaria processes and services
The realization of the fact that the current policy requirement for testing before treatment is a
paradigm shift will require substantial behavior modification and advocacy as routine approaches
may not be effective. Actions that targets both the health workers and the general public will
speed up acceptance and insistence on having a malaria test. Details of the actions are included in
the ACSM section

43.2.7 Strategy 7: Conduct operational research on parasitological

confirmation of malaria processes and services
Research and synthesis of research findings in-country should be done to provide evidence for to
strengthen the parasitological confirmation of malaria. The following actions will be undertaken:.

a. Conduct Operational research. Focus will be on capacity of the laboratory to provide
quality and prompt services (laboratory assessment on internal/external quality control,
quality assurance of materials/reagents, human resource capacity, turn-around-time for
results, user and operational performance of malaria diagnostics etc).

b. Facilitate and track the validation of New Malaria tests. Validation of new malaria tests for
their clinical and epidemiological utility will be facilitated and where possible be conducted
when these tests become available to provide evidence for clinical case management and
for population screening at the pre-elimination and elimination phase of malaria in the
country. Regular performance testing of malaria tools should be incorporated with the
Drug therapeutic efficacy testing trials or done alone using standard approaches.

c. Mine and synthesize data on diagnostic performance, ease-of-use and cost. In-country
research on existing or new diagnostics and other operational and cost related issues
should be compiled and analyzed to provide direction for improvement of malaria
diagnostic services and its delivery

4.3.2.8 Targets
i. 100% of suspected malaria cases are confirmed by RDT/Microscopy in the public sector
by 2018

ii. Atleast 80% of suspected malaria cases are confirmed by RDT/microscopy in the private
sector and the community by 2018 and 100% by 2020.

iii. At least 80 % of RDTs needed in facilities and communities are accessible/distributed by
2017

iv. At least 80% of facilities/communities mapped receive RDTs by 2018

v. 100% of public facilities with laboratories have microscopes by the end of 2016

vi. At least 80% of health workers who conduct RDTs and/or microscopy are trained by the
end 2016.

vii. 100% of procured RDTs are tested before and after deployment (lot tested) by 2014.

viii. National and State Microscopy QA/QC are functional by 2015.

ix. Policy update for RDT use among PPMVs to be effected by 2015.

x.  80% of Communities/PPMVs for RDT deployment to be mapped by 2015.

xi. Guidelines, Manuals, SOPs, strategies, and algorithm for RDT and/or microscopy in facilities

and communities/PPMVs finalized by 2015.

4.3.2.9 Indicators

DIAGNOSIS
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Proportion of persons (U5 and Above 5) with suspected malaria receiving a

parasitological test (RDT and/or microscopy)
Proportion of all persons (U5 and above 5) testing positive with a parasitological

test (RDT and/or microscopy)
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4 3.3 OBJECTIVE 3: To treat all individuals with confirmed malaria
seen in private or public facilities with effective anti-malarial
drug by 2020

Overview

Providing prompt and effective antimalarial drugs will be achieved through the involvement of the
entire health system viz, public, private, and community level health services. The identification
and management of severe malaria will be focused on its linkages with the broader health system
strengthening. Hence severe malaria spans through the range of early identification and pre-
referral at community level, referral systems through to intensive care for the severely ill at the
tertiary health facilities.

4.3.3.1 Strategy 1. Ensure availability of and access to commodities and

supplies for treatment of uncomplicated and severe malaria
The following actions are prioritized for this strategy:

a. Engage in resource mobilization for procurement of antimalarial drugs - NMEP and State
malaria programmes will coordinate the procurement and distribution of ACTs, other
antimalarials and supplies to enable health facilities to provide prompt and appropriate
treatments in all age-groups and at all levels of the health care system

b. Quantification and procurement of antimalarial commaodities: (Objective 5)

Improve efficiency in distribution of antimalarial commodities

Engage the private sector in the manufacture and distribution of antimalarial drugs: Private

and public sector collaboration will be encouraged to ensure that best practices in malaria

treatment expertise and resources are equitably accessible to all patients receiving care in
private and public health facilities

oo

4.3.3.2 Strategy 2: Treat cases of uncomplicated malaria according to

National Treatment Guidelines
a. Train and re-train health workers at all levels in the management of uncomplicated malaria
b. Provide essential job aids and guidelines at all levels in suitable formats for various cadres
of health workers.
c. Scale up and sustain access to affordable, quality assure-ACTs in public health facilities,
community providers and private sector outlets (including PPMVs)

4.3.3.3 Strategy 3: Strengthen capacity of public and private facilities for

management of severe malaria
Emphasis will be given to building the capacity of health personnel in public and private hospital
for management of severe malaria:

a. Provide on-the-job training and mentorship on management of severe malaria for health
personnel in public and private secondary health facilities.

b. Provide all secondary and tertiary health facilities with recommended medicines and
supplies for effective treatment of severe malaria.
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c. Train Community-level health workers to recognize and promptly refer suspected cases of
severe malaria and provided them with job aids and pre-referral treatment.

d. Support secondary and tertiary health facilities to acquire essential laboratory and clinical
equipment for management, monitoring and intensive care of persons with severe malaria.

e. Strengthen referral systems

4.3.3.4 Strategy 4: Implement a comprehensive national strategy for effective
participation of the private sector in malaria case management

In recognition of the strategic role of the private sector in the Nigerian health care system, a
comprehensive national strategy has recently been developed to strengthen and guide the
participation of this sector in malaria case management.

a. Policy update for private sector: Develop and obtain approval from relevant organs of
government for specific enabling policies for malaria case management by private sector
providers such as PPMVs

b. Create demand and provide incentives for the use of RDTs in the private sector Adopt
appropriate strategy to create demand and provide incentives for the use of RDTs in the
private sector.

c. Produce Guidelines and Algorithms: Develop and disseminate guidelines, algorithms, and
other job aids on malaria case management

d. Capacity development: Develop the capacity of key members of private sector health
associations to provide training for their colleagues.

e. Advocacy : Advocacy to the ban and de-registration of ineffective antimalarials

4.3.3.5 Strategy 5: Scale up community case management of malaria as a

component of integrated community case management (iCCM)
Rapid scale up of iCCM across the nation will be key component of this strategy that seeks to
massively reduce malaria burden. The implementation of this strategy is going to rely heavily on
collaboration with the National Primary Health Care Development Agency (NPHCDA) and other
partners working at the community level to deliver the Community Base Minimum Health Package.
NMEP will therefore seek to complement the iCCM implementation using the community malaria
case management as a catalyst. The priority actions are

a. Mapping the country, in conjunction with NPHCDA and partners for iCCM personnel needs
such number of community units to implement iCCM successfully

b. Develop a joint frame-work for providing adequate pool of community or ward units for
iCCM.

c. Train and re-train adequate numbers of community-based providers (including PPMVs and
volunteer role model caregivers) to recognize, test and treat uncomplicated malaria, and to
refer sick persons (especially under-five children).

d. Procure and distribute adequate supplies of affordable, quality-assured ACTs, RDTs and
pre-referral treatments to community level health providers including CORPs and PPMVs.

e. Provide, where necessary but in collaboration with NPHCDA, iCCM kits with regular
replenishment of essential medicines to community providers.

f. Create demand for iCCM services and induce positive health-seeking behavior by
implementing strong advocacy, communication and sensitization strategy

g. Train CORPs and PPMVs in pharmaco-vigilance and record keeping.

h. Undertake advocacy at Federal, State and LGA levels to mobilize resources for iCCM.
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4.3.3.6 Strategy 6: Strengthen delivery of prompt treatment of malaria for

pregnant women

a. Review and reproduce the National guideline for Malaria control in pregnancy (with the
related job aids) and widely disseminate same to health facilities and reproductive health
personnel at all levels.

b. Promote Parasitological confirmation in Pregnant women: Ensure testing of all pregnant
women with suspected malaria (with microscopy or RDT) before treatment

c. Train all reproductive health personnel on malaria diagnosis and management pregnancy
and provide RDTs, ACTs and pre-referral treatment at all prenatal care service units in both
the private and public sector.

d. Promote malaria prevention in pregnancy: Promote and support delivery of prenatal care
and malaria control services to pregnant women.

e. Strengthen Malaria in Pregnancy Working Group at national level and established same at
the State and LGA levels to foster support for malaria control in pregnancy and facilitate
the integration MiP into reproductive health services at Federal, State and LCA levels.

4.3.3.7 Strategy 7: Strengthen sentinel surveillance of malaria treatment and
conduct drug efficacy tests (DTET)

Sentinel surveillance of malaria treatment will be scaled up to cover all 36 States and the Federal

Capital Territory.

a. Provide basic diagnostic, data management facilities and funding for logistic support for at
least 37 sentinel surveillance sites (one site per State and FCT).

b. Train clinical, laboratory and data personnel at the sentinel sites on the key procedures,
data management and reporting.

c. Perform regular supportive supervision of the sentinel sites.

Antimalarial drug therapeutic efficacy test (DTET)

a. Conduct DTET every two years to ascertain the susceptibility of Plasmodium falciparum to
the recommended antimalarials.

b. Protocol development and planning meetings: Each round of DTET will be preceded by
protocol development and planning meetings by the technical committee that includes
consultants and the principal investigators from the sites identified for DTET. Ensure that
all DTET treatment outcomes are confirmed by molecular techniques to differentiate
recrudescence from new infections.

c. Resource mobilization for DTET: NMCP and partners will raise the funds to ensure that the
DTET will meet international ethical and best practice standards including independent
clinical monitoring of all study sites.

d. Prepare and disseminate DTET findings through technical reports and publication in high
impact peer-reviewed journal.

4.3.3.8 Strategy 8: Strengthen capacity for Pharmacovigilance

e NMCP will strengthen pharmacovigilance in collaboration with NAFDAC, Food and Drug
Department of the Federal Ministry of Health, States and Partners.
e Hold regular coordination meetings on pharmacovigilance with NAFDAC and partners.
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e Review, update, produce and widely disseminate guidance documents and operational
tools.

e Train and re-train health workers on pharmacovigilance, including on the job training and
supportive supervision.

e Scale and sustain sensitization stakeholders and general public on Adverse Event reporting.

4.3.3.9 Indicators
TREATMENT
i. Proportion of persons (children under 5 years of age and other age groups) with
parasite-based diagnosis of malaria who receive prompt antimalarial treatment
according to national treatment policy.
ii. Proportion of patients admitted with severe malaria receiving injectable
artesunate/quinine tabs+ injection at a health facility

MALARIA IN PREGNANCY

i. Proportion of pregnant women with malaria who received appropriate and timely
treatment according to national treatment guidelines
ii. Proportion Pregnant women that received three doses of SP for IPTp

4.3.3.10 Targets:

Case Management

i. 80% persons (children under 5 years of age and other age groups) with parasite-based
diagnosis of malaria receive prompt antimalarial treatment according to national treatment
policy by 2017 and 100% by 2020.

ii. 80% of patients admitted with severe malaria receiving correct treatment at a health
facility by 2017, and 100% by 2020

iii. 80% health facilities with no stock out of recommended antimalarial drug for a week or
longer at any time during the preceding three months by 2017, and 100% by 2020

Malaria in pregnancy

i. 80% of pregnant women with fever/malaria receive appropriate and timely treatment
according to the national treatment guidelines by 2017 and 100% by 2020

ii. 80% of pregnant women receive at least three doses of intermittent preventive treatment
(IPT) for malaria in pregnancy by 2017 and 100% by 2020

iii. 80% of pregnant women regularly sleep under LLINs by 2017, and 100% by 2020
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4.3.4 OBJECTIVE 4: To provide adequate information to all Nigerians
such that at least 80% of the populace habitually takes
appropriate malaria preventive and treatment measures as
necessary by 2020

Overview

Social and behaviour change communication will be driven by the understanding of changing
paradigms that emphasize engagement with various participant groups and deepened
empowerment of households and communities to adopt appropriate behaviours. To this end
ACSM activities will seek to reduce malaria morbidity and related mortality through advocacy,
communication and social mobilization by motivating every Nigerian to take recommended
actions to fund, prevent, diagnose and treat, control and eventually eliminate the disease. The
implementation of the malaria communication programme interventions will be measured as they
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occur through process and output indicators. The outcomes of the interventions will also be
assessed to determine the contribution of the ACSM strategy to the overall goal of the NMSP 2014
- 2020. The following are the core strategies for this objective:

4.3.41 Strategy 1. Maintain high knowledge of malaria prevention and

treatment practices
The level of awareness currently stands at 94%. ACSM interventions will aim to sustain the high
level of awareness and nudge it to 100% by 2020.

a. Engage community leaders and members through social mobilisation: A mix of approaches
and platforms, including community traditional structures and systems will be adopted to
promote and sustain knowledge and understanding, and build consensus on moving
towards practice.

b. Mobilize communities: To participate in the planning, implementation and evaluation of
malaria control initiatives to facilitate ownership of malaria control and prevention
programmes.

4.3.4.2 Strategy 2: Scale-up demand for malaria prevention and management

Services

a. Conduct survey on health seeking behaviour: To identify level and determinants of the use
of preventive and management commodities/services. This will guide development of
appropriate messages.

b. Put in place system for monitoring the trend in relation to malaria knowledge, attitude and
practices. This will help to monitor behaviour of the population on a continuous basis and
adjusting the communication strategies to address emerging issues.

c. Develop and deploy IEC materials (Print and electronic): This will focus on creating social
and behaviour change communication (SBCC). Nigeria will adopt the SBCC approach
targeted at social, individual, environmental and health systems levels through promotion
of a supportive society at family, community, State and Federal levels. Communication
materials on malaria will be developed or updated in alignment with the Communication
Pathways Model of strategic communication for behaviour change, namely: (i) at the policy
level to create enabling environments; (ii) at the health systems level to improve services;
(i) at the community levels to mobilize and strengthen community capacity and change
social norms; and (iv) at the level of engaging the individual and households for behaviour
change.The most effective ways of creating demand to sensitize the general population
(through music, drama, sports, competitions,etc.) will be explored. The motivation will be
for patients to insist on a test before using ACTs, whether they are in health facilities or
medicine stores.

d. Create demand for use of diagnostic and treatment commodities among health workers.
NMEP and Partners are to develop an effective strategy to sensitize high level Professionals
such as the Paediatric Association of Nigeria Conference (PANCONF), Medical Laboratory
Science Council of Nigeria (MLSCN); Medical and Dental Council of Nigeria (MDCN),
Nigerian Medical Association (NMA), National Nursing Council, Pharmacy Council of
Nigeria/Pharmaceutical Association of Nigeria and through annual/clinical meetings (chart
reviews, morbidity and mortality meetings), Continuing Medical Education/Continuing
Professional Development sessions etc.

e. Conduct community mobilization: Focused household visits, community dialogue and
other social mobilization interventions will be deployed to boost LLIN use, IPTp, RDT and
ACTs uptake amongst other interventions, and track the redemption of policy and resource
commitments to effective service delivery in communities. There will also be strategic
engagement of school pupils and targeted gatekeepers to champion malaria intervention
messages at home and among peers. Social mobilization and peer mentoring techniques
will also be used to facilitate integration of malaria talking points into the activities of the
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clergy, community leaders and the heads of primary and secondary schools, transport
unions, and similar organizations.

4.3.4.3 Strategy 3: Enhance political will and enabling environment for malaria

control/elimination activities

a. Develop advocacy materials for briefing of various stakeholders and policy makers: A
structured briefing material will be developed to guide advocacy efforts by different teams
at different levels.

b. Conduct advocacy visits: Strategic and sustained advocacy events will target political
leaders, policy-makers and the private sector for appropriate policies and adequate, timely
and sustained funding of malaria control/elimination activities. Advocacy materials will be
developed, pretested, finalized, produced and distributed to trained advocates for use.

4.3.4.4 Strategy 4: Scale-up facilities-based dissemination of appropriate

information for malaria prevention and management practices

a. Develop talking points and other materials for interpersonal communication and
counselling at the work place. Review of the HSB survey conducted in Strategy 2 will show
health and non-health facilities-based barriers to (and opportunities for) behaviour change
for improved access to malaria prevention, diagnosis, treatment (and elimination) services.
This information will be used to develop job aids, talking points and other materials for
interpersonal communication and counselling (IPCC).

b. Distribute IPCC materials to health facilities

c. Build capacity of the Health Workers on use of the IPCC materials: Additional core action
here will include building the capacity of health providers, teachers, community and
religious leaders for the routine use of IPCC and job aids to integrate malaria information
into the services they offer routinely to their clients. Respect for client’s rights will be
emphasized in the process.

4.3.4.5 Strategy 5: Improve ACSM Coordination at all Levels

This plan will focus on improving ACSM coordination at Federal, State and LCA levels and among
partners in order to ensure that government and partners use strategic communication
approaches to plan, implement and evaluate malaria interventions.

a. Update the current National ACSM strategic framework. This will contain information about
strategic interventions, key messages and communication approaches to guide ACSM
implementation at all levels

b. Set up ACSM core groups in states: Every State will be assisted by the NMEP and partners to
set up an ACSM Core Group. NMEP will work through the Core Groups (consisting of public,
private, NGO and CBO malaria stakeholders) to effectively coordinate ACSM activities at the
state level and adapt the Federal level malaria communication policies, guidelines, plans and
materials, etc., to State, LGA and Ward needs.

c. Train ACSM core group members: To effectively deliver on their roles, responsibilities and
expected outputs.

d. Conduct monthly tracking meetings: The Core Groups will also serve as appropriate channels
for tracking all ACSM activities through monthly meetings and reporting mechanisms put in
place by Monitoring and Evaluation (M&E). The ACSM Core Groups will bridge the gap in the
monitoring and evaluation of malaria ACSM activities in the LGAs and Wards.

4.3.4.6 ACSM Targets

i. To reach 100% of Nigerians 5years and above with sustained information, education and
communication about prevention and management of malaria by 2020.
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ii. To advocate to at least 80% of targeted political leaders, policy-makers and the private sector
leaders for adequate, timely and sustained funding of malaria control activities by 2020.

ii. To ensure that at least 80% of individuals visiting health facilities receive information for
malaria prevention and management by 2020.

iv. To ensure that at least 80% of individuals receive information at the community level (schools,
community and faith-based organizations etc.) on malaria prevention and management by
2020.

v. To set-up functional ACSM core group in all the states and the FCT by 2016.

vi. To ensure that 80% of pregnant women and children under Syears use LLINs by 2018.

4.3.4.7 Indicators

i.  Proportion of the population who recall seeing or hearing malaria messages during
the last 6months.

ii.  Proportion of persons with fever who go to a healthcare giver/provider for diagnosis
and treatment within 24hours.

iii.  Number of targeted BCC activities carried out in a year.

iv. Number of advocacy visits to opinion leaders and other targeted audience.
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4.3.5 OBJECTIVE 5: To ensure the timely availability of appropriate
antimalarial medicines and commodities required for
prevention and treatment of malaria in Nigeria wherever they
are needed by 2018.

Overview

In the NMSP 2014 to 2020, a critical objective is to ensure a consistent supply of safe, effective,
good quality, affordable and accessible medicines and health commodities for malaria prevention
and control. This will be achieved through well-coordinated activities of the pharmaceutical
management cycle, i.e. the selection, forecasting and quantification, procurement, inventory
management, distribution and rational use of antimalarial medicines. The strategic thrust for this
objective is the strengthening and coordination of structures, mechanisms and systems for the
provision of access to commodities/products required for prevention and treatment of malaria,
with special focus on scale-up in the private sector. Whereas issues related to supply of
commodities are traditionally regarded as a supportive intervention that is often indicated under
specific activities, it has been scaled up to a standalone objective

4.3.5.1 Strategy 1: Strengthen Procurement-related processes

To improve on existing processes for Forecasting and Quantification, such that the outputs
generated through the timely and inclusive use of accurate consumption data will support the
uninterrupted availability, and sufficiency of malaria medicines and commodities in Nigeria.

Priority Actions:

a. Set up a Functional National Forecasting and Quantification Committee inclusive of all
relevant stakeholders at all levels of activities.

b. Conduct annual quantification and gap analysis exercises: At Zonal Level, there will be
conduct of annual quantification and gap analysis exercise based on actual needs
identified. At National Level, there will be conduct of annual quantification and gap analysis
exercise based on actual needs identified

c. Conduct meetings to evaluate the accuracy of the Forecasts for antimalarial medicines and
commodities

d. Develop a unified framework for procurement: To synchronize fragmented procurement
processes a unified framework following the guidelines and other activities will be
activated through the following actions:
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o Dissemination of the PSM Framework at Sub-National Level

o Institutionalization of the PSM Framework at State and LGA levels

o to harmonize procurement and donation processes with the National Procurement
Guidelines.

o todevelop and utilize a tracking and response system to the procurement and delivery
processes.

4.3.5.2 Strategy 2: Develop efficient distribution systems for antimalarial
medicines and commodities (storage, transport distribution and
inventory management).

Priority Actions:

a. Upgrade storage (infrastructure and processes) facilities for appropriate storage of malarial
medicines and commodities in selected health facilities (to obtain minimum good storage
requirements)

b. Develop distribution plans: Develop Comprehensive plans for distribution of medicines
and commodities National stores to States Stores and from State Stores to facilities

c. Align Realistic Costing and Resource Mobilization/Allocation for transporting antimalarials
per facility according to States and Zones, to deliver to the “last mile”.

d. Distribute antimalarial medicines and commodities from States to Health facilities

e. Undertake periodic tracking of availability of Antimalarial medicines to assess the level of
Stock outs in health facilities

f.  Strengthen inventory management: Support better Inventory Management of antimalarial
medicines

g. Improve Pipeline Monitoring through System Upgrades such as "SMS 4 Life" to facilitate
responsiveness

4.3.5.3 Strategy 3: Strengthen Logistics Management

Priority Actions:

a. Integrate the LMIS for antimalarial medicines and commodities with the national DHIS,
such that data captured within the DHIS represent the core of routine LMIS This will be
jumpstarted by stakeholders’ meetings first to define LMIS needs within the framework of
the DHIS and subsequently joint meetings with the M and E team, and then with the
enlarged stakeholders for national health information.

b. Build capacity for Supportive Supervision for PSM at national, State, LCA and Facility
Levels

c. Develop comprehensive Plan for integrated Supportive Supervision Activities: Integrated
supportive supervision for cross cutting services and logistics data) will be developed and
implemented

43.5.4 Strategy 4. Implement Policies on Quality Assurance and
Pharmacovigilance

Priority Actions:

a. Collaborate with NAFDAC for increased Pre and Post marketing Surveillance of antimalarial
medicines and commoditieswill be strengthened through the development of Annual
(NMCP-NAFDAC) Joint Action Plans

b. Conduct batch testing of products: Post Market Surveillance-Batch testing will be
conducted
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c. Advocacy for innovative Policies to discourage use of monotherapies: Implement Policy
Changes to reduce access to Chloroquine, SP and oral artemisinin for the treatment of
malaria

d. Conduct pharmacovigilance: Joint Action Plans for Coordinated Pharmacovigilance of
antimalarial medicines will be implemented by developing Annual (NMCP-(PSM and Case
Management) NAFDAC) plans. Desk Officers for Pharmacovigilance, representing PSM and
Case Management to coordinate PV activities in NMCP and maintain liaison with NAFDAC
will be assigned.

4.3.5.5 Strategy 5: Operationalize and update where necessary existing

policies for malaria case management in the private sector
Priority Actions:

e Policy and Regulatory Issues: In conjunction with other sections, advocacy and collaboration
with the appropriate regulatory organizations for the review of the existing guidelines on
diagnostics and antimalarials to align with policies. Policy updates may also extend to
reduction of taxes that inhibits affordability of antimalarial medicines and commaodities in the
private sector as well as incentives to encourage local manufacturing of high quality malaria
intervention commodities

4.3.5.6 Strategy 6: Increase access to antimalarial prevention and
management commodities in the private sector

Priority Actions:

The country programme will aim to provide an enabling environment to promote equitable
distribution of antimalarial commodities through private facilities in all parts of the country by
advocating for and implementing incentives to private sector operatives to establish outlets in hard
to reach areas. The approach here will be to enhance availability of cheap and affordable
antimalarial drugs and other commodities

a. Private sector subsidy: Resource mobilization for ACT and RDTs subsidy at the level of
manufacturers. Also definition of beneficiaries of the subsidy program to ensure reduction
in the channel;

b. Price regulation: Provision of price information on labels, electronic and print media

Price negotiation: Negotiation of prices of ACTs and RDTs at the level of manufacturers

Incentives: Advocating for full implementation of taxes and tariff waivers with relevant

regulators

a0

4357 Strategy 7: Strengthen collaboration with NAFDAC to put in place
regulatory requirements for distribution including storage and
transportation of antimalarial products in the private sector

Priority Actions:

a. NAFDAC to draft national distribution guidelines for the private sector. This will incorporate
the licensing and subsequent monitoring of private outlets involved in the distribution or
sales of antimalarial commodities, and will focus on adherence to acceptable storage
practices that will not compromise the integrity of the products; including the availability of
cool chain for relevant products.

b. Communication and awareness on the layers of processes for preventing counterfeit and
substandard drugs and for validating purchase of quality assured antimalarial products will
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be strengthened. There will be provision of mobile technologies to support testing of
products in the supply chain
c. NAFDAC inspectors will be trained in supply chain surveillance

4.3.5.8 Indicators:

i. % of health facilities reporting stock-outs of RDTs lasting more than 1 week at any time
during the past 3 months

ii. % of health facilities with stock-out of ACTs lasting more than 1 week at any time during the
past 3 months

ii. % of product batches tested in previous year that met National and International Control
Standards

Noof subjects screned
eE5B8388833883

4.3.6 Objective 6: At least 80% of health facilities in all LGAs report
routinely on malaria by 2020, progress is measured, and

evidence is used for programme improvement
Overview

This objective seeks to ensure that reliable, timely and complete data is generated through routine
monitoring of the implementation of planned interventions and episodic monitoring for impact.
While setting the target at 80% reporting, ensuring that all health facilities report on selected
malaria indicators by 2020 remains the desired end point of this strategic plan. As progress is
made towards achieving elimination, the monitoring and evaluation system will be strengthened to
attain the requisite level of sensitivity and robustness to generate information for decision making.
The M&E framework to guide the plan is adapted from the Global Fund M&E toolkit for Malaria.
See Figure 4.1
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4.3.6.1 Strategy 1. Strengthen routine data generation and flow from

public/private facilities and community-based health providers for the
National Health management information system (NHMIS)

The process of rationalization of data elements and harmonization of tools and roll out will be
completed to ensure that the Malaria Management Information System (MIS), now harmonized
with the National Health Management Information System (NHMIS) is able to capture only relevant
information for decision making. This will reduce significantly the reporting burden on health
records officers at the health facilities.

Priority Actions:

a. Rationalization of data elements and harmonization of data collection tools for use
in Public and private health facilities

b. Finalization of Community level tools to ensure that malaria data at community
level and through the patent medicine vendors also enter the national database.

c. Printing and distribution of the revised tools will also be ensured to promote their
use.

d. Training of health records officers , PMVs and Community service providers on the

revised tools

Figure 4-1: M & E Framework adapted from GF M&E Toolkit
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Tracked at Implementation Level for Programmatic Tracked at Results Level for Coverage & Health
Performance Impact

M& E
Framework

Mortality Measurements:

Morbidity Measurements:

Population Impact

Sample NIMSP measurement variables

Related
Indicator Type

4.3.6.2 Strategy 2. Operationalize electronic database for malaria control
using DHIS version 2.0

Priority Actions:

a. Create a malaria module in the DHIS 2. In conjunction with the DPRS and partners a
malaria module will be created in the DHIS to facilitate data retrieval and use by
programme implementers at the national and sub-national levels. The National Malaria
Program will have access rights to the DHIS platform and will generate routine and data
analysis reports from this central platform.

b. Roll out of DHIS 2.0 to all LGAs: The National Malaria Programme will leverage
investments across the health sector and in particular the AIDS, TB and Malaria network
towards ensuring DHIS use in all the LCAs in the federation.

c. DHIS training and re-training for M&E officers at LGA level: Records Officers of tertiary
facilities will also be trained on the DHIS to facilitate direct data entry. Moreover, malaria
control programme officers at the national and sub-national levels will also be trained on
the DHIS version 2.0 to enable them use the platform for data retrieval, analysis and use
for decision making in programme implementation.

d. Roll out of mobile technology to health facilities: The use of mobile technology for
reporting has been piloted in Nigeria by the DPRS for the HIV program and its effectiveness
at improving timeliness and completeness of reporting demonstrated. This technology will
be scaled up to health facilities to further reduce reporting burden. Current developments
require software configuration on java enabled phones which can utilize existing mobile
data coverage for transmission. This cost effective approach will be adopted to reach all
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health facilities as a simplified method of reporting for the malaria program. Software
configuration and roll out will be coordinated in partnership with the DPRS and partners.

4.3.6.3 Strategy 3: Strengthen human resources for monitoring and evaluation
for ATM

Human resource capacity for monitoring and evaluation will be improved as part of a larger health
systems strengthening approach.

Priority Actions:

a. Training and re-training of M&E officers at facility, LGA, State and National levels: These
cadre of staff will be trained and retrained on M&E fundamentals including the use of the
newly harmonized data capturing tools, data analysis and data quality assurance. This
approach will be important for achieving the sensitivity and reliability of the malaria M&E
system as progress is made towards achieving elimination.

b. M&E curriculum revision in Schools of health technology: The National Malaria Programme
and partners will work with State governments towards revising the M&E training
curriculum at schools of health technologies to ensure that the medical records officers
produced from those institutions are acquainted with the national HMIS and tools including
the electronic platforms described earlier.

c. Advocacy for M&E staff recruitment: States and LCAs will be encouraged to recruit more
medical records officers to attain the gold standard of at least one medical records officer
per health facility.

d. Leverage current M&E human resources of other public health programs (e.qg EPI, HIV):
This is a strong recommendation from the MPR that will be explored by the National
Malaria program.

4.3.6.4 Strategy 4: Strengthen routine monitoring & supervision
Priority Actions:

a. Harmonization of ISS tools and roll out to states

b. Scale up Integrated supportive supervision: This will be conducted by National, State and
LCA teams utilizing harmonized ISS tools. Elements of monitoring visits will include
assessing programme implementation, administration and management of malaria
interventions; identifying challenges/bottlenecks/gaps in programme implementation and
proffering on-site solutions where possible

4.3.6.5 Strategy 5: Strengthen Data Quality Assurance (DQA) at all levels of
reporting
Priority Actions:
a. Routine DQA training for M&E staff: Efforts will be made through trainings for M&E staff at
all levels for routine data quality checks prior to transmission to the next level.

b. Quarterly Data Quality Audits: These will be conducted quarterly by the National Malaria
Program

4.3.6.6 Strategy 6: Develop and implement an Operations Research (OR)
agenda for the Malaria Programme
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The recent Malaria Programme Review
recommends the strengthening of operations
research guidelines and an improvement of
links with state malaria control programs.

Priority Actions:

a. Convene  Operational  Research

stakeholder meeting: An operations

research agenda will be defined by

the various technical working groups

particularly around areas where there

are limited bodies of evidence to aid

with planning and implementation.

Some of the recommendations (Box

above) are highlighted here for

emphasis but the final research

questions will be defined through a

consultative process involving NMP,

TWGS, partners and  research

institutions.

Some possible areas for
Operational research would include:
e Operational research on use of RDTs by PPMVs

Testing new RDTs for diagnostic accuracy and quality
e Formative and operations research to determine appropriate mechanisms for
delivery of MiP services for the diverse geo-political and socio-cultural grouping in
the country
Monitoring the efficacy and/or durability of LLINs
Study to understand the behaviour and acceptability of IRS access to households
Evaluate the use of larviciding in pilot sites such as Rivers State
Conduct In-depth Qualitative Studies and Operational Research for ACSM

Also to be addressed at the stakeholder meeting will be the larger issue of public health
research as well as innovative research financing.

b. Earmark resources for OR in National and State budgets for Malaria: A proposed 40% of
total M&E budget is recommended for earmark for Operations Research. This funding will
also provide seed support towards making the NMEP Operational research unit functional.
A resource mobilization plan will be developed and advocacy to partners and research
institutions for support (technical and financial) will be an added approach.

c. Conduct of approved OR protocols: Selected OR questions will have robust protocols
developed and conducted in line with National research ethical standards.

d. Documentation and dissemination of OR findings to inform program implementation:
Implementation of the strategic plan will be guided by new bodies of evidence generated
through routine data, surveillance data and operations research findings. Efforts will be
made to ensure wide dissemination of research findings.

4.3.6.7 Strategy 7: Strengthen malaria surveillance coordination and linkages
with National HMIS

The malaria surveillance system will be intensified towards achieving the required sensitivity for
Malaria Pre-elimination - Elimination. Surveillance will be improved to identify and track cases of

Page | 74



malaria and also changes to malaria epidemiology in Nigeria particularly serving as a progress
monitor for this strategic plan and its goals.

Priority Actions:

a. Increase number of sentinel sites: Sentinel sites will be increased to at least one in each
state with consideration for locations where there are already inputs from other partners or
departments. This will help build collaboration and links across the health sector.

b. Scale up surveillance at human, vector and parasite levels: These sites will have function
to include a)Serve as starting point for improving reporting capacity alongside routine LGA
reporting b) Cenerate high quality efficacy data for the currently used anti-malaria
medicines c) Drug resistance monitoring d) Generate detailed epidemiological trend
analysis to compliment the simplified routine system e) Insecticide susceptibility
monitoring /Vector resistance in view of IRS scale up f) Positivity rate monitoring among
febrile patients suspected of malaria g) Active case detection in later years preceding Pre-
elimination (2018-2020) h) Engaging and training state medical entomologists and teams in
surveillance and monitoring of Anopheles vectors i) Vector mapping using GIS techniques

4.3.6.8 Strategy 8: Strengthen data generation and sharing from evaluations

and reviews
Program evaluations/reviews will be conducted to measure Outcome and Impact of this
strategic plan.

Priority Actions:

a. Revision of the NMSP to align with NHSDP: A provision is made for the revision of this plan
to align with the National Health Sector Development Plan 2010-2015 (NHSDP) up for
review in 2016.

Conduct Malaria Indicator Survey (MIS)

Conduct Health Facility Survey

Conduct Rapid Impact Assessment

Demographic and Health Survey

4.3.6.9 Strategy 9: Strengthen M&E Coordination

Priority Actions:

®monoT

a. Develop an M&E coordination framework: In line with “The Three Ones” principle, there
will be only one agreed upon monitoring and evaluation coordination framework to serve
the NMP and its partners.

b. Strengthen the existing linkages between the malaria programme and the larger ATM
network: The NMP through the M&E branch and supported by the M&E TWG will
strengthen the existing linkages from within the malaria programme and with the larger
AIDS, TB & Malaria (ATM) network .

c. Improve coordination with DPRS: The M&E Unit will work closely with the DPRS housing
the national HMIS for routine access to malaria data and other related health indices of
interest.

d. Improve linkages across all health stakeholders for resource leveraging: Linkages will be
strengthened between the NMP, SMP, other health divisions (e.g. EPI, MCH, HIV, TB, IMCI
etc.), relevant ministries, Government Departments, CSOs, Local Authorities, the Private
Sector and partners (e.g. WHO, USG, GFATM, UNICEF, DFID, WB, CHAI etc.).

4.3.6.10 Indicators

i.  Proportion of tertiary facilities reporting malaria data through the DHIS
ii.  Proportion of PHCs reporting malaria data through mobile technology
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ii.  No of planned DQA conducted (yearly)
iv.  Proportion of planned Operations Research conducted (yearly)

v.  Proportion of planned surveys conducted
Figure STYLEREF 1\s 4 SEQ Figure \* ARABIC \s 1 2: Transition of M&E over plan years

| @
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4.3.7 OBJECTIVE 7: To strengthen governance and coordination of
all stakeholders for effective programme implementation
towards an ‘A’ rating by 2017 that is sustained through to 2020

on a standardized scorecard
Overview

Programme management component articulates the critical steps and approach expected of
different stakeholders to take responsibility for planning, supervision, resource mobilization,
capacity development and other management arrangements for efficient utilization of resources
for effective programming. The leadership and platforms will be able to ensure delivery of
Programme goal through well-coordinated actions at all levels. In the light of the scope of the
strategic plan and the need for paradigm shifts in programme implementation especially as the
country seeks a pre-elimination endpoint emphasis will be placed on institutional strengthening for
monitoring and effective surveillance. There will be strategic advocacy visits for resource
mobilization and key policy issues that will create an enabling environment for programme
implementation. Overall the governance offered by the NMEP will ensure that malaria
control/elimination is linked to the general health sector at national and sub-national levels as part
of an integrated national health system.

4.3.7.1 Strategy 1. Build capacity at national, state and LGA levels to deliver

malaria control/elimination interventions.

Human resource capacity and management is central to the delivery of various strategies and
priority actions identified in this strategic plan. Human capital development required to achieve the
goal of NMSP, 2014 - 2020 should be based on identified needs and be coordinated o improve
quality while avoiding overlap. Specifically human resource development will focus on planning,
budgeting, reviewing and supervision. There will also be emphasis on competences necessary for
the health sector linkages. Performance Management of human resource through objective
appraisal including development of necessary tools and systems needs to be put in place at the
federal and state levels.

Priority actions

a. Capacity Needs Assessment: Assess capacity need in various intervention areas and
develop capacity building plans annually

b. Update Capacity building materials: Update the harmonised capacity building materials
and disseminate to Implementing Partners.

c. Obtain Technical Assistance: To improve efficiency local and internal Technical Assistance
will be obtained as may be required to complement capacity development needs

d. Coordinate capacity development activities of various stakeholders

e. Human Resource Management: Improve Human Resource management mechanism of
NMEP and SMEPs to improve performance
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4.3.7.2 Strategy 2: Strengthen programme coordination at national and sub-

national levels.
Coordination of national and sub-national stakeholders is central to the achievement of ‘three
ones’ and efficiency in programme management. The existing National Coordination Framework
requires an update to reflect critical issues of coordination and required platforms to bring
stakeholders to common agreement and manage relationships.

The priority actions are to:

a. Partners’ Mapping: Conduct periodic mapping and profiling of RBM Partners at national and
sub-national levels

b. National Coordination framework: Review/adapt and disseminate the National
Coordination framework

c. Strengthen coordination platforms (TWG - Malaria and Partners Forum) at the national
level.

d. Technical Coordination Meetings: Hold technical TWG-Malaria subcommittees’ meetings

regularly

Revitalize State TWGs: Constitute and operationalize State Malaria TWG

Hold Coordination meetings regularly at sub-national levels

Implement decisions taken at coordination meetings

Coordinate the implementation of Integrated Supportive Supervision (ISS)

Conduct annual State Programme Review

=50 o

4.3.7.3 Strategy 3: Improve unified annual operational planning

NMEP annual operational plan should as a necessity reflect key activities of the national
stakeholders and their contributions to Malaria control at the federal level. Annual planning should
therefore involve key RBM Partners and government MDAs (including NPHCDA, Ministry of
Environment, etc) that have direct or supportive responsibilities for malaria control. SMEPs wiill
also be supported to develop their capacities to develop costed annual operational plan reflecting
the programmatic and financial contributions of all stakeholders in their states.

The priority actions are to:

a. Develop annual unified costed operational plan

b. Conduct periodic review of the plan at the Federal level

c. State level reviews: Develop and implement annual unified costed operational plan and
conduct periodic review at the State level

d. Conduct Malaria Program reviews (MPR): There will be two MPRs planned for 2016 and
2018. One review will be at mid-point and the other review just preceding the expiration of
the plan.

e. New strategies: Update strategies as evidence and tools become available e.g.
Programmatic deployment of Malaria Vaccine

4.3.7.4 Strategy 4: Strengthen Malaria Resource Mobilisation and Financial

Management mechanisms.
NMEP with support from RBM Partners should develop a Resource Mobilisation and Financial
Management Strategy that clearly maps the available resources, projects anticipated resources,
improve public sector resourcing, articulates strategies for innovative sources of funding and
improve accountability as well as transparency. Improving financial governance of Malaria
Elimination Programmes will strengthen donor’s confidence and private sector investment.

Priority actions

Page | 78



a. Resource Mobilization Framework: Develop and implement a National Malaria Resource
Mobilization and Financing Framework

b. Stakeholder’s malaria expenditure profile: Conduct an assessment of stakeholders'
spending on Malaria elimination in Nigeria

c. Strengthen financial management: Develop/Harmonize financial management guideline
for NMEP

d. Tracking: Develop financial management and reporting tool (including an acceptable

software) for financial tracking.

Auditing: Conduct biannual internal management audit and annual external audit.

Accountability: Develop and disseminate annual financial report

g. Efficiency Studies: Conduct efficiency studies to determine the cost effectiveness of key
interventions

¢}

4.3.7.5 Strategy 5: Develop a comprehensive strategy for private sector

engagement
A comprehensive approach to engaging various private sector players on production, marketing
and distribution, communication, service provision and resourcing of malaria control should be
articulated in the Malaria PPP strategy. This strategy should cover all critical dimensions and
contributions to the national malaria control efforts.

Priority actions

a. Business Plan: Develop Malaria Control/Elimination Business Plan

b. Malaria PPP Strategy: Develop and disseminate Malaria Public-Private Partnership (PPP)
strategy

c. Operationalize PPP arrangements: Constitute and operationalize PPP coordination
platforms for private sector stakeholders

d. Support key Malaria related industries and Markets to improve availability Malaria
medicines and commodities

4.3.7.6 Strategy 6: Strengthen timely reporting of Malaria control activities at
all levels and promote dissemination of all reports to relevant

stakeholders.

The reporting mechanisms at national and sub-national level require significant improvement in
term of timeliness and accuracy. The national and state programmes should drive the
harmonisation of different programmatic reports into one national or state malaria reports through
their convening authorities on quarterly and annual basis. All activities implemented should be
periodically reported to relevant stakeholders to improve planning, allocative efficiency and
documentation of results In addition, the drive towards elimination and scale-up of interventions
like IRS will require having setting up special units that will coordinate mapping activities

Priority actions

a. Report Writing: Develop periodic reports at national and sub-national levels to relevant
stakeholders.

b. Report Dissemination: Disseminate all reports at national and sub-national levels to
relevant stakeholders.

4.3.7.7 Indicators:
i.  Proportion of scheduled TWG-malaria held per annum
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ii. Proportion of partners coverage in the malaria programme by states

iii.  Proportion of states with at least 80% implementation of annual operation plan
iv.  Proportion of states that hold coordination meetings

v.  Number of MPR conducted in the lifespan of the NMSP

vi.  Number of states with financial management guidelines
vii.  Proportion of states with PPP coordination platforms
viii. ~ Proportion of capacity building plan implemented

ix.  Proportion of overall malaria elimination budget funded by Government/Private
sector/development partners
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5Implementation Framework ano
Budget

5.1 The NMSP Implementation Framework

The implementation of the national strategic plan are guided by multi sector approach anchored
on the following principles

1. Adherence to the 3 ones- All malaria control implementing and development partners will
adhere to the principles of the three ones: One country coordination mechanism through
national coordination framework; one country malaria control strategy (National Malaria
Strategy, 2014-2020), and one country monitoring and evaluation mechanism.

2. Health sector leadership- The federal and state ministries of health have statutory
responsibility for malaria control and elimination and will lead the multi-sector response to
malaria. The National Malaria Control Programme as the secretariat of the multi-sector
response will coordinate the following: development of norms, standards, policies, guidelines
and tools; planning; resource mobilization and management; capacity building including
technical support; monitoring and evaluation; and operational research.

3. Responsiveness to broader health system context - within states , states ministries of health
are led by the honourable commissioners of health, with public health departments , planning
departments, department for pharmaceutical and lab services , health management boards,
primary health care development agencies , related ministries , departments and agencies
such as ministries for local government and chieftaincy affairs, environment , education,
women affairs , local government public health teams all play important roles in public health
management , these roles will need to be recognized in the implementation of the strategic
plan .

4. Tailoring priority investments on high impact interventions responsive to the epidemiological
context- Investment of available resources will prioritize quick win, high impact activities
addressing core and support interventions, responsive to the evidence on the disease
epidemiology.

5. Transparency and broad stakeholder participation- Success in the implementation of the
strategic plan is predicted on the transparency and involvement of a broad range of
stakeholders at household, community, LCA, State, Federal levels. The traditional institution,
civil society groups, voluntary community based associations, development and religious
groups shall also be involved in the drive towards elimination of malaria.

In the operationalization of this plan efforts shall be made to ensure good governance, transparent
recruitment of implementing partners (IPs); equitable access to malaria control resources; and
performance monitoring and mutual accountability.

5.2 Core components of the implementation framework

The National Malaria Elimination Programme of the Federal Ministry of Health shall lead the multi
stakeholder response towards the control and elimination of malaria, beyond its policy
development role and recognizing health system complexities, its focus shall be galvanizing a
multipronged approach guided by its implementation framework. Important components of this
framework include resource mobilization and financing, capacity building, service delivery,
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evidence based decision making, private sector participation, demand creation and programme
coordination and management. These core components are relevant across all levels of the health
system and draw from a broad spectrum of stakeholder capacities.

The implementation of the national malaria strategic plan shall be guided and coordinated through
the development of annual activity plan at LGA level, and annual operational plans at state and
federal levels. These annual plans shall be developed in a manner to align and feed into with
broader annual health sector plans, just as the national malaria strategic plan shall feed into the
national health sector strategic development plans.

Figure 5.1 below highlight some key stakeholders who form part of the implementation framework.

5.3 Resource Mobilization

Achieving the goal of the Strategic Plan 2014-2020 will require active efforts at resource
mobilization. This will involve commitment from all tiers of Nigerian government, development
partners, the private sector and institutions. Plans, guidelines and tools will be developed to
support resource mobilization. Concept papers and funding proposals will be developed and
submitted to groups and organizations on the basis of outcomes of advocacy meetings. The NMEP
coordination of the resource pool will be to ensure additionality and complementality. Already the
federal government has made strong commitment for part-funding some of the key interventions
like the IRS and Larviciding. Proposals for support for malaria control/elimination interventions will
continue to be submitted to development partners and funding agencies like the GFATM to
address gaps in resource needs. State governments are going to be pivotal in the funding and
implementation of the Strategic plan. Hence special advocacy visits will be conducted by top level
FMOH and NMEP officials to state governments for them to underwrite the cost for key
interventions

Within the implementation framework, the private sector is also looked upon as potential major
contributors to the resource pool either through direct contributions in cash or through their
involvement in the sales and distribution of antimalarial commodities at affordable prices.
Advocacy meetings to present the malaria control business plan will be held with various
institutions and agencies to mobilize resources to support malaria control interventions in cash or

kind.

Financial systems will be strengthened and reporting on grant performance will be routine to
stimulate confidence from various partners.
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MEP, SMEPs, LGA public health team, related Departments withi
Ministries of Health, Primary Health Care Devt. Agencies, line
ministries at state and federal levels
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financing

Capacity Building

Federal govt, States,
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Out of pocket.

Universities,
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schools of nursing,
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Tertiary HC levels,
Secondary HC levels,
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Communities,
Households,
implementing
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visits

Demand Creation

Civil society group, traditional institution, faith based groups, implementing partners, media, government at all level

Figure 5-1: Core components of implementation framework

5.4 Performance Framework

Table 5-1: Performance Framework

Indicators (Impact ) Bg(iea!:")e 2014 | 2015 | 2016 | 2017 | 2018 | 2019 | 2020
| All cause under-5 mortality rate per 1000 157 150 130 15 100 90 80 70
 to population (2008)
burden | % children aged 6-59 months with 13% 11.0% | 9.0% | 7.0% | 5.0% | 3.0% | 3% 3%
on hemoglobin measurement of <8g/dl) (2010)
: Malaria Parasite Prevalence in children U5 42% 342% | 26.4% | 18.6% | 10.8% | 3.0% | 2.0% | <1.0%
(Slide) (2010)
[0)
° Malaria test (slide/RDT) positivity rate (581/00) 40% | 30% | 20% | 10% 5% <5% <5%
0,
% Deaths due to Malaria oy | 25% | 20% | 15% | 10% | 5% | 3% | 0%
Indicators (Outcome) B(";‘(see;:r")e 2014 | 2015 | 2016 | 2017 | 2018 | 2019 | 2020
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% of households with at least 1 LLINs for | 14.2% | 36% | 47% 58% | 69% |80% | 80% | 90%
f two persons (2010)
ation % of under-5 Children who slept under an | 28.7% | 40% |50% |60% |70% |80% |80% | 80%
iate LLIN the previous night (2010)
sures by | % of household residents who slept under 49% 50% | 60% |70% |80% |90% |90% | 90%
an LLIN the previous night (2010)
% of pregnant women who slept under an 65% 71% 77% 83% |89% |95% |95% | 95%
LLIN the previous night (2010)
0,
% of households reached with IRS (2%1/00) 5% 10% | 20% | 30% | 35% | 40% | 40%
0 . :
I{;Spopulatlon in target areas protected by TBD 60% | 80% | 80% |80% |80% |80% |80%
o . . .
% of mapped mosquito breeding sites | rgp | 509, | 0% | 80% | 80% | 90% | 90% | 90%
sprayed with larvicides annually
% of pregnant women who received
intermittent preventive treatment during 17% 35% 55% 75% 95% 100% | 100% | 100%
antenatal care visits (in public & private | (2012)
facilities)
ki % of persons with suspected malaria 299% . . . . . . .
;:;:c:‘gg receiving a diagnostic test (RDT and/or (201;) 40% | 50% | 60% | 70% | 80% | 90% |100%
microscopy)
DT or
2020 % of health facilities with malaria diagnostics
capabilities  (microscopy and/or rapid TBD 50% | 60% | 70% | 80% | 90% | 100% | 100%
diagnostic testing )
% of persons testing positive that receive 42%
viduals | antimalarial treatment (in public and private 55% | 70% | 85% | 100% | 100% | 100% | 100%
malaria | health facilities) according to national (2012)
or public | guidelines
ffective | % of Children younger than 5 years of age 49% . . . . . . .
rug by with fever in the last 2 weeks who received (2018) 60% | 70% | 80% |90% |100% |100% | 100%
any antimalarial treatment
% women aged 15-49 reached with mass
quate media activities about malaria prevention 30% . . . . .
il and control in the four weeks preceding the (2018) 40% | 50% | ©0% | 70% | 80% | 90% | 90%
that at | survey
e
;’;”y % of women aged 15 -49 years with
1 0,
tive and knolwl_edge of the preventive measures for 92% 100% | 100% | 100% |100% | 100% | 100% | 100%
resas | Malaria (2010)
020
mel % of health facilities reporting stock-outs of
4 RDTs lasting more than 1 week at any time | TBD | <40% | <35% | <30% | <25% | <20% | <10% | <10%

during the past 3 months
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% of health facilities with stock-out of ACTs

aecsflcmes lasting more than 1 week at any time during TBD <40% | <35% | <30% | <25% | <20% | <10% | <10%
. the past 3 months

vention

of % of product batches tested in previous

ria year that met national and International TBD 80% |80% |80% |90% |90% |90% | 90%

are Control Standards
% of health facilities using the revised data

‘health | collection tools TBD 70% | 75% | 80% | 85% | 90% | 100% | 100%

GAs

on % of LCAs reporting malaria data through

O, the DHIS TBD 70% 80% | 90% | 100% | 100% | 100% | 100%

isured,

used for % Completeness of facility reporting into the 44% o o o o o o o
National HMIS (2012) 60% 70% 80% | 90% | 90% | 90% | 90%
Proportion of states that have adapted the TBD 30% | 40% | 50% | 70% | 80% | 80% | 80%

. National Coordination framework

all Proportion of government contribution to

r total annual expenditure for Malaria TBD 20% | 30% | 30% | 40% | 40% | 50% | 50%

m Elimination

]

::meg Number of Malaria Programme Review 1 B B 1 B B 1 B

) conducted (2012)

ona
orecard
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5.5 Costing and Budget of the NMSP 2014 -2020

National Malaria Strategy 2014 to 2020 cost estimation was facilitated by the UN One-health tool.
OneHealth was adopted by the programme on the premise of the global consensus for a unified
costing template and approach across all programme with capacity to effectively approximate the
cost of Health Services and System inputs required to achieve desired health outcome and impact
such as reduction in mortality rates. Additional consideration for the utilization of One Health tool
in the Malaria Strategy planning process include its ability to support priority setting within each
health program providing impact projection, ensure effective integration of health system capacity
estimates, align the strategy within the projected fiscal space and generate scenarios that
encourage data based discussions before finalization of the plan.

5.5.1 Overview of the OneHealth Tool

OneHealth tool is a new software for medium term strategic health planning (3-10 yrs) designed to
strengthen health system analysis, costing and to develop financing scenarios at the country level.
It incorporates UN epidemiology impact models to demonstrate the achievable health gains of the
medium term strategy. OneHealth was developed to respond to country requests for a single tool
which reflects the best aspects of the existing tools. The primary purpose of the tool is to assess
health investment needs in low- and middle-income countries. For the first time, planners have a
single framework for planning, costing, impact analysis, budgeting and financing of strategies for all
major diseases and health system components.

Most existing costing tools take a disease-specific approach. OneHealth is the first tool to present
the detailed components of these existing tools in a uniform format and link them with a view to
strengthening the overall capacity of national health systems. The tool is modular in format and
can easily be adapted to the country context. The tool illustrates the health system implications of
scaling up intervention delivery, shows the capital investment gap and allows a comparison of
costs with the estimated financial resources available. In this manner, the tool facilitates scenario
generation and informs priority setting processes. The identification of impediments to intervention
scale-up emphasizes the need to strengthen systems for sustainable long term planning.

The tool facilitates an assessment of costs related to the areas of maternal, newborn and
reproductive health, child health, vaccination, malaria, tuberculosis, HIV/AIDS, nutrition, and water
sanitation and hygiene, to inform progress towards the Millennium Development Coals, including
assessment of achievable health impact. In addition it contains modules for the areas of human
resources, infrastructure, logistics, financial space, programme and channel analysis, intervention
coverage and costing, bottleneck analysis, programme costing, summary outputs and budgeting.

One health has been introduced in Francophone Africa, Anglophone Africa, Asia, Caribbean, Arab
States, UN headquarters and among some donors. Reaction has been very positive with users
pleased with the applicability to strategic planning, ease of use, and clarity of methodology. The
tool has been applied in Burkina Faso, Laos, Senegal, Zambia, Lesotho, Liberia, Malawi, and Sri
Lanka at National and Sub national for both Sector wide and Disease specific cost estimation.

5.5.2 Cost Outputs of the National Malaria Strategy 2014 - 2020

Major budget categories of the Malaria Strategy for which costs were aggregated in one health
include health services, programme activities and health Systems. Intervention costed as Malaria
Services include the distribution of Insecticide treated Net to the total population and pregnant
women, In-door Residual Spraying, Larviciding and Malaria preventive and curative treatments
targeting pregnant women, children including children with severe Malaria and Adult population.
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Programme management costs of the strategy were defined by the aggregates of the following
support activities; (1) Trainings, (2) Supervisions, (3) Monitoring and Evaluation, (4) Infrastructure
and Equipment, (5) Transport, (6) Communication, Media and Outreach, (7)Advocacy and (8)
General Programme Management and Coordination to be implemented with the six thematic
objectives of the National Malaria Strategy. Malaria Programme share of the health systems include
the logistic cost for the procurement and distribution of drugs and commodities. Key outputs of
the costing process include the summary cost of the plan detailing the annual contribution for
Malaria services, Programme activities and Health System Contribution

Table 5-2 Population in Need (Disease Incidence)

Malaria 2014
Insecticide treated materials 97.1
Pregnant women sleeping under an ITN 100.

0
Indoor residual spraying 25.0
IPT (pregnant women) 100.

0
Malaria Diagnosis (Adult) 100.

0
Malaria treatment (adults) 32.9
Treatment of malaria (pregnant women) 72.0
Malaria Diagnosis (Children) 100.

0
Malaria treatment (children) 44.9
Treatment of severe malaria (children) 10.0

2015
94.3
100.0

25.0
100.0

100.0
28.2
51.8

100.0

441
9.8

100.0

23.6
37.3
100.0

40.0
8.9

100.0

18.9
26.8
100.0

313
7.0

100.0

143
19.3
100.0

27.1
6.0

Table 5-3 One-Health Intervention Coverage Costing (%)

One-health Intervention Coverage for costing - NMSP 2014-2020 (%)

Insecticide treated materials

Pregnant women sleeping under an ITN
Indoor residual spraying

IPT (pregnant women)

Malaria Diagnosis (adults)

Malaria treatment (adults)

Treatment of malaria (pregnant women)
Malaria Diagnosis (Children)

Malaria treatment (children)

Treatment of severe malaria (children)

2014
41.9
40.3
5.7
49.1
37.5
50.2
50.2
50.0
35.6
44.2

2015
44.3
46.9
11.4
64.6
30.1
51.4
51.4
46.7
42.3
48.8

2016 2017
57.2 843
53.5 60.2
17.1 229
80.0 80.0
241 194
581 71.9
581 71.9
433 400
50.3 59.7
53.8 594

2018
97.2
66.8
28.6
80.0
15.5
78.6
78.6
36.7
70.9
65.6

100.0

9.6
13.9
100.0

26.4
5.9

2019
99.6
73.4
34.3
80.0
12.5
79.8
79.8
333
84.2
72.5

100.0

5.0
10.0
100.0

26.2
5.8

2020
100.0
80.0
40.0
80.0
10.0
80.0
80.0
30.0
100.0
80.0
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Programme Cost

Drug, Commaodities
and Supplies

Health System Cost for
Logistics (Drug &
Commodity distribution)

Total

Table 5-2 Total Cost - NMSP 2014-2020 (US$)

Total Cost -NMSP 2014 -2020 in USS

2014
80,327,249

169,589,98
6

9,638,312

259,555,54
7

2015
64,659,469

339,422,719

10,103,330

414,185,518

2016
62,876,695

653,422,862

44,027,377

760,326,934

2017
46,249,886

437,175,117

34,608,829

518,033,832

2018
37,372,598

485,703,632

27,711,480

550,787,710
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Table 5-4: Programme Costing for NMSP 2014-2020 (US$)

. Programme-Specific Human Resources
. Training

. Supervision

. Monitoring and Evaluation

. Infrastructure and Equipment

. Transport

. Communication, Media & Outreach

. Advocacy

O 00 N O 1 B W N =

. General Programme Management
Others

e Research/Surveillance/Impact
Assessment
e IRS Coordination, Site Mapping
and Surveillance
Total

Programme Costing — Malaria — NMSP 2014-2020 in US$

2014
233,333
6,696,826
354,375
7,707,504
3,682,506
165,926
2,312,756
451,827
5,122,813

13,248,075

40,351,308

80,327,249

2015
245,609
7,269,156
354,375
5,414,584
3,773,124
174,656
1,411,600
1,021,420
5,950,390

12,143,683

26,900,872

64,659,469

2016
257,885
7,027,350
354,375
4,789,584
4,067,364
183,385
1,292,388
454,445
5,468,694

12,080,353

26,900,872

62,876,695

2017
270,161
5,344,205
354,375
7,082,504
312,500
192,115
1,292,388
137,753
5,431,142

12,382,307

13,450,436

46,249,886
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5,462,
354,
4,852,
625,
200,
1,411,
137,
5,266,

12,053,

6,725,

37,372,



Table 5-5: Total Drug and Supply Costs (US$)

Malaria

Insecticide treated materials

Pregnant women sleeping under an ITN
Indoor residual spraying

IPT (pregnant women)
Malaria Diagnosis (Adult)
Malaria treatment (adults)
Treatment of malaria (pregnant women)
Malaria Diagnosis (children)
Malaria treatment (children)
Treatment of severe malaria (children)
Larviciding
Total

2014
12,034,968
8,408,597
43,733,974

289,523
35,319,898
14,559,234

6,165,872
26,673,006
10,605,386
11,799,529

169,589,986

2015
6,281,630
10,059,095
89,846,329

391,562
29,147,759
13,167,242

4,670,510
25,524,438
12,700,031
13,129,763

134,504,360
339,422,719

2016
133,031,819
11,789,817
155,082,477

498,225
24,054,586
12,790,551

3,903,799
24,313,315
14,032,346
13,469,735

260,456,192
653,422,862

% DISTRIBUTION OF NMSP 2014 - 2020 DRUGS AND SUPPLIES COST

Malaria Diagnosis
(children)
4%
Treatment of malaria
(pregnant women) _
1% h
Malaria
treatment (adults) ___
2%
Malaria ;
Diagnosis (Adult)
4%

Malaria treatment
(children)
3%

Tre:

Indoor residual spraying

53%

atment of

severe malaria
(children)

3%
13%

Larvisiding

Insecticide
_treated materials

14%

2017
82,722,195
13,623,400

235,270,50
0
511,637

19,850,605
13,074,397

3,570,416
23,037,242
13,386,029
11,953,043
20,175,654

437,175,11
7

2018
39,986,119
15,524,561

331,535,371

525,431
16,380,349
11,094,832

2,884,756
21,686,768
14,157,158
11,752,633
20,175,654

485,703,632

139,1¢
17,52
445,07

53
13,51
7,81
2,1¢€
20,25
16,78
12,95
20,17
695,9¢

Pregnant women
sleeping
under an ITN
3%

Table 5-6 Units of Drugs and Supplies Need

2014 2015 2016 2017 2018 2019

Artemether + Lumefantrine,

tablets, 20 + 120 mg, 6 x 1 184,307,257 187,397,032 193,104,062 189,856,183 180,856,188 @ 176,320,5¢
blister

Artesunate + Amodiaquine,

tablets, 50 mg + 153 mg,3 + 3 8,179,321 6,576,046 5,813,940 5,562,168 4,588,489 3,353,60(
blister

Artusenate Injection; 30mg,

60mg or 120mg ampoule 870,140 968,236 993,306 881,460 866,681 955,410
Blood glucose level test 3,480,559 3,872,944 3,973,227 3,525,841 3,466,725 3,821,64:
Blood, one unit 696,112 774,589 794,645 705,168 693,345 764,328
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Glucose inj 5 %, 500 ml with

. 2,784,447 3,098,355 3,178,581 2,820,673
giving set
IV giving/infusion set, with 2,784,447 3,098,355 3,178,581 2,820,673
needle
Indoor residual spraying
drugs/supplies to service a 656,010 1,347,695 2,326,237 3,529,057
client
Insecticide-treated net 4,594,060 3,672,073 32,544,188 21,650,696
Malaria test kit (RDT) 123,221,746 109,150,001 97,338,071 87,220,943
Nasal prongs 696,112 774,589 794,645 705,168
Oxygen, 1000 liters, primarily o0 ), 774,589 794,645 705,168
with oxygen concentrators
Sulphadoxine- 46,869,125 48,368,788 = 49,916,602 51,514,118
Pyrimethamine+Amodiaquine
Slide and stain for microscopy 63,948,399 52,429,026 43,308,481 36,027,072
Amoxicillin DT 125mg
Sulfamethoxazole +
trimethropin, tablet 400 mg + = 27,626,203 37,362,834 47,540,582 48,820,277

80 mg

5.6 Logical Framework Matrix

Table 5-7 Logical Framework Matrix

PRIORITY ACTIONS

2,773,380

2,773,380

4,973,031

12,474,310
77,871,011
693,345

693,345
53,162,939

29,678,194

50,136,509

TIMELINES (2014-2020)

3,057,31:

3,057,31:

6,676,07¢

35,216,34
69,322,47
764,328

764,328
54,864,71

24,310,81

51,499,09

>
BJECTIVE 1: At least 80% of targeted population utilizes appropriate preventive measures by 2020
: Ensure Universal i. Procure LLINs X
ccess to LLINs ii. Conduct mass replacement campaign for LLIN at 3-yearly cycle X X
iii. Ensure routine distribution of LLINs X X X X X X
iv. Mobilize private sector for production, sale and distribution of LLIN X X X X X X
iv. Promote LLIN use X X X X X X
v. Post campaign surveys X X
: Scale up Indoor i. Conduct mapping and geographical reconnaissance for IRS
esidual Spraying implementation
overage = - - - . —
ii. Conduct baseline entomological survey and selection of insecticides:
iii. Build capacity for IRS (For IRS expert group and field staff) X X
iv. Conduct quantification and procurement of commodities/insecticides X X
v. Conduct household enumeration and spraying X X X X X X
vi. Carry out monitoring exercises for progress and impact. X X X
: Implement Larval i. Develop national guidelines for LSM
ource Management - A Iding f -
SM) for malaria ii. Capacity building for Larval Source management (For supervision and «
ontrol operation).
iii. Identification and mapping of malaria vector breeding sites X
iv. Undertake insecticide selection exercise X
v. Conduct insecticide spraying in the targeted areas X X X X X X
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: Increase uptake of i. Review evidence update and disseminate among health workers in |
P-IPTp among secondary and tertiary facilities
regnant women
ttending Antenatal ii. Build capacity of community level health workers on IPTp and deploy «
linics at community level
iii. Device and apply innovative means of supporting DOT for IPTp X X X
iv. Promote use of ANC services X X X
2 Implement seasonal | i peyelop and disseminate national guidelines, training manuals and job N «
alaria ) aids for SMC implementation.
hemoprevention (SMC)
) Nine Sahel States ii. Conduct advocacy, stakeholder engagement and sensitization at State, y «
LGA and community levels.
iii. Train Health workers on SMC implementation X X X
iv. Undertake SMC delivery campaign
v. Identify and commission research on priority operation to inform
decisions and actions to improve on the efficiency and effectiveness of
the SMC strategy.
6: Conduct vector
antinel surveillance i. Set up sentinel sites for vector surveillance (3 per geopolitical zone) X X
nd resistance
10nitoring, quality ii. Collaborate with Partners and academia to train staff on vector « « «
ssurance of surveillance and insecticide resistance monitoring
ommodities iii. Conduct vector surveillance and insecticide resistance monitoring N
surveys
iv. Conduct QA for vector control commodities in collaboration with o o «
NAFDAC
v. The NMEP will continue to build local entomologic capacity by
assisting the States malaria programmes to conduct entomological | x X X
studies.
BJECTIVE 2: To test all care-seeking persons with suspected malaria using RDT or microscopy by 2020
: Ensure availability of | Develop a procurement guide on RDT x
nd’access fo . Procure High Performing Malaria RDTs. X
guipment and supplies
r parasitological Develop and apply innovative models for the supply and sales of RDTs to o o «
onfirmation increase access.
Procure microscopes and distribute to secondary and tertiary facilities X X X
: Build capacity of
ersonnel in public and | Standardize/harmonize Malaria RDT and/or Microscopy Training Manual. X
rivate health facilities,
nd at community level | Increase critical mass of trained health workers in RDT and microscopy at o » «
r parasitological all levels as applicable.
onfirmation of malaria
Develop innovative and cost-effective tools for continuous capacity
building to meet the needs of the anticipated pre-elimination end-point. | x X X
Example produce self-explanatory video on performing RDT.
Strengthen malaria microscopy training at pre-serve training institutions
(School of Health Technology, Polytechnics and Universities) through X X X
collaborative programmes
Develop online and continuing medical education platforms to facilitate
or . . X X X
re-training of health workers within 2-3 years intervals
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: Update and

Conduct action research on RDT use by PPMVs. X X
nplement policies and
uidelines for ) ) )
arasitological Update Policy to remove bottle-neck to RDT implementation by PPMVs. X X
onfirmation of malaria
: Deploy RDTs and Benchmark PPMVs for implementing Parasitological confirmation. X X X X
icroscopy for
arasitol?g/il;al ]E)epl!qyment of RDTs and/or Microscopy to Public and Private health y « y « y
onfirmation of malaria | aclities.
 public a'n'd'prlvate Deployment of RDT at the community level: RDTs will be deployed at the
ealth facilities and the : X X X X X
. community level through the ward health system
ommunity level
g Strer;gthen systems Develop algorithms for the use of RDTs and Microscopy. This algorithm
:-:rdqugc;l?; azzbr’:rtsglccff would provide guidance on patients' selection for testing in relation to | x X
quany . available tools and points of consultations.
alaria diagnostic
rocesses and services | Develop Guidelines and tools for quality control of parasitological N
confirmation of malaria.
Conduct Training and supervision of QA/QC Team. X X X X X
Strengthen National Malaria QA/QC Centre and « « « « «
designation/establishment of states' QA/QC Centres/Teams.
Establish a coordinating platform for National QA/QC of malaria » « » « »
diagnosis.
: Conduct operational
»search on Conduct Operational research on in optimizing parasitological diagnosis. X X X X X
arasitological
onﬁrmatlon;fma{ana In-country research on existing or new diagnostics and other operational
rocesses and services | and cost related issues should be compiled and analyzed to provide | x X X X X
direction for improvement of malaria diagnostic services and its delivery
Facilitate and track the validation of New Malaria tests. X X X X X
BJECTIVE 3: To treat all individuals with confirmed malaria seen in private or public facilities with effective anti-malarial drug by 2020
: Improve availability
f and access to Engage in resource mobilization for procurement of antimalarial drugs - y « y « y
ommodities and ACTs, Injectable artesunate, rectal artesunate, injectable quinine
upplies for treatment
f malaria Quantification and procurement of antimalarial commodities X X
Improve efficiency in distribution of antimalarial commodities X X X X X
Engage the private sector in the manufacture and distribution of
> ; X X X X X
antimalarial drugs
: Improve compliance | Update and distribute Treatment Guidelines
iith National X . X
L Train and retrain health workers on management of malaria X X X X X
reatment Guidelines
Engage the private sector to ensure best practices in malaria treatment X X X X X
: Strengthen capacity | Support secondary and tertiary health facilities to acquire essential
ublic and private aboratory and clinical equipment for management, monitoring an X X X X X
public and privat laboratory and clinical equipment f g t itoring and
icilities for intensive care of persons with severe malaria.
m;mgement of severe | pioyide essential job aids and guidelines at all levels in suitable formats | N N N N
ataria for various cadres of health workers.
Provide on-the-job training and mentorship on management of severe
malaria for health personnel in public and private secondary health | x X X X X
facilities.
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Provide essential drugs and supplies for management of severe malaria in
secondary and tertiary facilities

Build capacity of Community-level health recognition and pre-referral
treatment for severe malaria

: Implement a
omprehensive national
r effective

articipation of the
rivate sector in

alaria case
1anagement

Policy update malaria case management by private sector providers such
as PPMVs

Create demand and provide incentives for the use of RDTs in the private
sector.

Develop and disseminate guidelines, algorithms, and other job aids on
malaria case management

Develop the capacity of key members of private sector health
associations to provide training for their colleagues.

: Scale up community
ase management of
alaria as a

omponent of iCCM

Train and re-train adequate numbers of community-based providers on
management of malaria

Provide iCCM kits with regular replenishment of essential medicines to
community providers.

Create demand for iCCM services and induce positive health-seeking
behavior by implementing strong advocacy, communication and
sensitization strategy

Promote and support delivery of prenatal care and malaria control
services to pregnant women at the community level.

Train CORPs and PPMVs in pharmaco-vigilance and record keeping.

Undertake advocacy at Federal, State and LCA levels to mobilize
resources for iCCM.

: Strengthen delivery
f prompt treatment of
alaria for pregnant
/omen

Review and reproduce the National guideline for Malaria control in
pregnancy (with the related job aids) and disseminate same to health
facilities and reproductive health personnel at all levels.

Promote Parasitological confirmation in Pregnant women

Train all reproductive health personnel on malaria diagnosis and
management pregnancy

Provide RDTs, ACTs and pre-referral treatment at all prenatal care
service units in both the private and public sector.

Promote and support delivery of prenatal care and malaria control
services to pregnant women at the community level.

Strengthen Malaria in Pregnancy Working Group

: Strengthen sentinel
urveillance of malaria
eatment and conduct
rug efficacy tests
DTET)

Create one functional surveillance site per state and FCT for trends in
malaria epidemiology

Train clinical, laboratory and data personnel at the sentinel sites on the
key procedures, data management and reporting.

Perform regular supportive supervision of the sentinel sites.

Constitute Teams and develop protocols for DTET

Conduct DTET every two years using 1-2 sentinel sites per geo-political
zone

Prepare and disseminate DTET findings through technical reports and
publication in high impact peer-reviewed journal

X

X

Page | 94




:—S;icgﬁgq?s:viaﬁgség NMCP will strengthen pharmacovigilance in collaboration with NAFDAC,
9 Food and Drug Department of the Federal Ministry of Health, States and | x X X X X X
Partners
Hold regular coordination meetings on pharmacovigilance with NAFDAC o « o « o «
and partners.
Review, update, produce and widely disseminate guidance documents o « o « o «
and operational tools.
Train and re-train health workers on pharmacovigilance, including on the o « o « o «
job training and supportive supervision.
Scale and sustain sensitization stakeholders and general public on o « o « o «
Adverse Event reporting.
BJECTIVE 4: To provide adequate information to all Nigerians such that at least 80% of the populace habitually takes appropriate malaria
reventive and treatment measures as necessary by 2020
: Maintain high
nowledge of malaria Mobilize communities to participate in the planning, implementation and » « » « » «
revention and evaluation of malaria control initiatives to facilitate ownership
eatment practices
Engage community leaders and members using a variety of platforms X X X X X X
: Scale-up demand for | conduct survey on health seeking behaviour in relation to use of N «
alaria prevention and preventive and management commodities/services.
1anagement services
Develop, pre-test and deploy IECs materials for mass media (print and
electronic) to generate demand and promote use of preventive, o « o « o «
diagnostic and treatment commodities and services by members of the
public
Deploy targeted communication to promote use of diagnostic and
treatment commodities by health workers through various health | x X X X X X
professional associations
Conduct community mobilization through focused household Vvisits,
community dialogue forums, engagement of school pupils and targeted o « » « » «
gatekeepers to champion malaria intervention messages at home and
among peers.
F:_Enhancepo.litical Develop advocacy materials for briefing of various stakeholders and » « y « y «
nll.and enabling policy makers
nvironment for
alaria Conduct advocacy visits: Strategic and sustained advocacy events will o « » « » «
ontrol/elimination target political leaders, policy-makers and the private sector
ctivities Designate Malaria Elimination Ambassadors X X X X X X
: Scale-up facilities- Develop talking points and other materials for interpersonal | N N N N N
ased dissemination of | ommunication and counselling (IPCC) at the work place.
ppropriate information — - —
r malaria prevention Distribute IPCC materials to health facilities X X X X X X
nd management
ractices Build capacity of the Health Workers and other institutional leaders on » o » o » o
use of the IPCC materials at health/educational/religious facilities
: Strengthen ACSM Set up ACSM core groups in states: Every State will be assisted by the | « N « N «
oordination at all NMEP and partners to set up an ACSM Core Group.
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evels

Conduct monthly tracking meetings for all ACSM activities and for
Monitoring and Evaluation (M&E)

X

X

X

X

X

X

X

BJECTIVE 5: To ensure the timely availability of appropriate antimalarial medicines and commodities required for prevention and treatment of
alaria in Nigeria wherever they are needed by 2018.

: Strengthen

Set up a Functional National Forecasting and Quantification Committee

rocurement-related inclusive of all relevant stakeholders at all levels of activities. x X

rocesses
Conduct annual quantification and gap analysis exercises at zonal and o « o « o « N
national levels
Conduct meetings to evaluate the accuracy of the Forecasts for o « o « o « N
antimalarial medicines and commodities
Develop a unified framework for procurement X X

: Develop efficient

istributioer sg(stems for Upgrade storage (.infrastru.ct.ure and processes).f.acilit.ies for appropriate

ntimalarial medicines | storage of malarial medicines and commodities in selected health | x X X X X X X

nd commodities facilities (to obtain minimum good storage requirements)

torage, transport . o -

orege P Develop Comprehensive plans for distribution of medicines and

istribution and " i o X X X

vento commodities from National to States Stores and to facilities

ry

anagement). Align Realistic Costing and Resource Mobilization/Allocation for
transporting antimalarials per facility according to States and Zones, to | x X X X X X X
deliver to the “last mile”.
Distribute diagnostic commodities and antimalarial medicines from States » « » « » « N
to Health facilities
Undertake periodic tracking of availability of Antimalarial medicines to » « » « » « N
assess the level of Stock outs in health facilities
Strengthen inventory —management: Support better Inventory » « < « < » .
Management of antimalarial medicines
Improve Pipeline Monitoring through System Upgrades such as "SMS 4 « » « » « N
Life" to facilitate responsiveness

;:aitge';%g;;' Logistics Integrate the LMIS for antimalarial medicines and commodities with the

9 national DHIS, such that data captured within the DHIS represent the | x X

core of routine LMIS
Build capacity for Supportive Supervision for PSM at national, State, LGA y « y « y « N
and Facility Levels
Develop comprehensive Plan for integrated Supportive Supervision y « y « y « N
Activities (cross cutting Service and Logistics Data)

- Retmforce Policies on Collaborate with NAFDAC for increased Pre and Post marketing

uality Assurance and S " f antimalarial medici d dities th h A i

harmacoviailance urveillance of antimalarial medicines and commodities through Annual | x X X X X X X

9 Joint (NMCP-NAFDAC) Action Plans

Conduct post market surveillance batch testing of antimalarial « » o » o N
commodities -(preventive, diagnostic and treatment commodities)
Implement Policy Changes to reduce access to Chloroquine, SP and oral y « » o » o N
artemisinin for the treatment of malaria
Conduct both passive and active pharmacovigilance. X X X X X X X
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: Operationalize and

pdate where Review and align guidelines on diagnosis, treatment and prevention in the o « o

ecessary existing Private sector with related National Case Management Policies

olicies for malaria

Ise n:lar;agen*;ent n Conduct advocacy for Policy update to empower the broad spectrum of

'€ private sector the private sector wherever such measure is consistent with best | x X X X X X
strategy for malaria elimination.

Distribute guidelines and policy documents to private facilities X X X X X X
2 Increase access to Resource mobilization for ACT and RDTs subsidy at the level of | « N « N «
ntimalarial prevention | \anufacturers
nd management
ommodities in the Enforcing subsidy through provision of price information on labels, o « o « o «
rivate sector electronic and print media

Negotiation of prices of ACTs and RDTs at the level of manufacturers X X X X X X

Developing innovative processes that will allow the effect of subsidy to » « » « » «

reach teaming masses of Nigerians

Advocating for full implementation of taxes and tariff waivers with o « » « o «

relevant regulators
: Put in place
gulatory requirements | NAFDAC to draft national distribution guidelines for the private sector. X X X X X X
or distribution
cluding storage and o .
ansportation of Communication and awareness on the layers of processes for preventing
ntimalarial products in | counterfeit and substandard drugs and for validating purchase of quality | x X X X X X
e private sector assured antimalarial products will be strengthened.

NAFDAC inspectors will be trained in supply chain surveillance X X X X X X
bjective 6: At least 80% of health facilities in all LGAs report routinely on malaria by 2020, progress is measured, and evidence is used for
rogramme improvement
Strengthen routine Rationalization of data elements and harmonization of data collection | «
ata generation and tools for use in Public and private health facilities
ow from
ublic/private facilities | Finalization of Community level tools to ensure that malaria data at
nd community-based | community level and through the patent medicine vendors also enter the | x X
ealth providers for the | national database.

HMIS

Printing and distribution of the revised tools will also be ensured to « < « < «

promote their use.

Training of health records officers , PMVs and Community service « » « « «

providers on the revised tools
. Operqtionalize Create a malaria module in the DHIS 2 in conjunction with the DPRS and
lectronic database for X

. A partners.
walaria control using
HIS version 2.0 Roll out of DHIS 2.0 to all Local Government Areas X X

DHIS training and re-training for M&E officers at LCA level and records

officers of tertiary facilities will also be trained on the DHIS to facilitate | x X X X X X

direct data entry.

Roll out of mobile technology to health facilities for data capture, in » «

conjunction with Partners

Logistic support for use of mobile technology X X X X X X
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: Strengthen human
sources for
10nitoring and
valuation for ATM

Training and re-training of M&E officers at facility, LGA, State and
National levels with emphasis on completeness of reporting and
capabilities towards the demands of the pre-elimination goal

M&E curriculum revision in Schools of health technology to acquaint
products with DHIS.

Advocacy for M&E staff recruitment state and LCA levels.

Leverage current M&E human resources of other public health programs
(e.g EPI, HIV) for malaria management needs

: Strengthen routine
1onitoring &
ipervision

Harmonization of ISS tools and roll out to states

Scale up Integrated supportive supervision: This will be conducted by
National, State and LGA teams utilizing harmonized ISS tools.

: Strengthen Data
uality Assurance
DQA) at all levels of
porting

Routine DQA training for M&E staff: Efforts will be made through trainings
for M&E staff at all levels for routine data quality checks prior to
transmission to the next level.

Quarterly Data Quality Audits: These will be conducted quarterly by the
National Malaria Program

: Develop and
nplement an
perations Research
DR) agenda for the
lalaria Programme

Convene operational research stakeholder meeting comprising the
various working groups

Identify and set research priority needs for research institutions to key
into thereby linking research outputs to programme needs

Earmark resources for OR in National and State budgets for Malaria: A
proposed 40% of total M&E budget is recommended for earmark for
Operations Research.

Conduct of approved OR protocols: Selected OR questions will have
robust protocols developed and conducted.

Documentation and dissemination of OR findings to inform program
implementation

- Strengthen malaria
urveillance
oordination and
nkages with National
MIS

Increase number of sentinel sites: Sentinel sites will be increased to at
least one in each state with consideration for locations where there are
already inputs from other partners or departments.

Scale up surveillance at human, vector and parasite levels including
special training for the preceding Pre-elimination period (2018-2020).
Engaging and training state medical entomologists and teams in
surveillance and monitoring of Anopheles vectors i) Vector mapping
using GIS techniques

: Strengthen data

eneration and sharing

om evaluations and
views

Program evaluations/reviews will be conducted to measure Outcome
and Impact of this strategic plan.

Conduct Malaria Program reviews (MPR): There will be two MPRs
planned for 2016 and 2019.

Revision of the NMSP to align with NHSDP: A provision is made for the
revision of this plan to align with the National Health Sector Development
Plan 2010-2015 (NHSDP) up for review in 2016.

Conduct Malaria Indicator Survey (MIS)

Conduct Health Facility Survey

Conduct Rapid Impact Assessment

X X
X X
X X
X X
X X
X X
X X
X X
X X
X X
X X
X X
X X
X X
X X
X X
X X
X X
X X
X X
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Demographic and Health Survey X X X X X X X
trategy 9: Strengthen | pevelop an M&E coordination framework in line with “The Three Ones” « « o « o « N
I&E Coordination principle for one monitoring and evaluation coordination framework
Strengthen the existing linkages between the malaria programme and the y « y « y « N
larger ATM network
Improve coordination with DPRS X X X X X X X
Improve linkages across all health stakeholders for resource leveraging:
Linkages will be strengthened between the NMP, SMP, other health
divisions (e.g. EPI, MCH, HIV, TB, IMCl etc), relevant ministries, | x X X X X X X
Government Departments, CSOs, Local Authorities, the Private Sector
and partners (e.g. WHO, USG, GFATM, UNICEF, DFID, WB, CHAI etc.)
BJECTIVE 7: To strengthen governance and coordination of all stakeholders for effective program implementation towards an ‘A’ rating by 201
ustained through to 2020 on a standardized scorecard
Strengthen Conduct periodic mapping and profiling of RBM Partners at national and | «
rogramme . sub-national levels
oordination at national
nd sub-national levels. | Review/adapt and disseminate the National Coordination framework X X X X X X X
Strengthen coordination platforms (TWG - Malaria and Partners Forum)
. X X X X X X X
at the national level.
Hold technical TWG-Malaria subcommittees' meetings regularly X X X X X X X
Constitute and operationalize State Malaria TWG X X X X X X X
Hold Coordination meetings regularly at sub-national levels X X X X X X X
Implement decisions taken at coordination meetings X X X X X X X
Coordinate the implementation of Integrated Supportive Supervision X X X X X X X
Conduct annual State Programme Review X X X X X X X
Improve unified Develop annual unified costed operational plan X X X X X X X
;mua! operational Conduct periodic review of the plan at the Federal level X X X X X X X
anning
Develop and implement annual unified costed operational plan and o « » « » « N
conduct periodic review at the State level
Conduct Malaria Programme Review as necessary. X X X X X X X
- Strengthen Malaria Develop and implement a National Malaria Resource Mobilization and
esource Mobilisation Financing Framework X
nd Financial
lanagement Conduct an assessment of stakeholders' spending on Malaria elimination o « » « » « N
1echanismes. in Nigeria
Develop/Harmonize financial management guideline for NMEP X X
Develop financial management and reporting tool (including an » «
acceptable software) for financial tracking.
Conduct biannual internal management audit and annual external audit. X X X X
Develop and disseminate annual financial report X
Conduct efficiency studies to determine the cost effectiveness of key « « «
interventions
: Develop a Develop and disseminate Malaria Public-Private Partnership (PPP) » «
omprehensive strategy | strategy
r private sector Constitute and operationalize PPP coordination platforms for private | « N « N N s
ngagement sector stakeholders
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Support key Malaria related industries and Markets to improve availability
Malaria medicines and commodities

: Strengthen timely
porting of Malaria
ontrol activities at all
vels and promote
issemination of all
ports

Develop periodic reports at national and sub-national levels to relevant
stakeholders.

Disseminate all reports at national and sub-national levels to relevant
stakeholders.

: Strengthen human
2source management
) deliver malaria
ontrol/elimination
iterventions

Assess capacity need in various intervention areas and develop capacity
building plans annually

Update the harmonised capacity building materials and disseminate to
Implementing Partners.

Coordinate capacity development activities of various stakeholders

Improve Human Resource management mechanism of NMEP and SMEPs
to improve performance

X X
X X
X X
X X
X X
X X
X X
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o Annexes

6.1 SWOT Analysis of NMSP 2009-2013

The Strengths, Weaknesses, Opportunities, and Threats identified are summarized in the

tables below.

Table 6-1 SWOT Analysis of the IVM framework of the NMCP

STRENGTHS WEAKNESSES

e Strong administrative will for evidence- e No proper baseline entomological indices prior to
based implementation of IVM activities. LLINs and IRS implementation.

e Strong private sector engagement. e VM related activities are donor driven with

e  Well-articulated strategic framework, plan inadequate Federal Government funding.
of action and SOPs for IVM related e Inadequate technical capacity to support
activities. e large scale IRS implementation at State level.

e Mass distribution campaign had created e Limited capacity for quantification of IRS
awareness of LLINS and availability/ commodities and needs.
accessibility of nets. e Poor infrastructure (e.g. storage facilities) to

support IRS commodities and activities.

e Inadequate infrastructure for effective and routine
entomological monitoring

e No system in place for insecticide resistance
management plan.

e Local evidence of the proven efficacy of e Massive area for IVM coverage requiring huge
LLINs and IRS interventions provides an technical, infrastructure and funding resources.
opportunity for scale up. e Low usage of LLINs.

e Clobal recognition of the proven efficacy e Adaptation of vectors to the environment, e.g.
of the use of LLINs and IRS. water pollution.

e Auvailability of technical and funding e RS s sparingly implemented in Nigeria.
support from international partners e Although the policy framework and IRS POA exist,
(GFATM, DFID, WB, UNICEF, WHO) in most cases the minimum required coverage

e Current malaria elimination agenda is an (80%) is not achieved.
avenue for scale up of evidence-based e Monitoring vector resistance to Insecticide is not a
IVM activities. priority in the IVM policy framework.

e Dwindling international funding support.

Table 6-2 SWOT Analysis of Malaria Diagnosis and Treatment

Strengths

Weaknesses

e Availability of relevant policy and guidelines
for case management, iCCM,

e Poor commitment (and little resource allocated)
to implementation of iCCM
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e Increased number of trained personnel for | @ Inequity in access to appropriate treatments
malaria microscopy and services was highlighted in the 2010 NMIS

e Availability of quality assured ACTs, increased report which revealed that patients in rural
market share of QA-ACTs, decreased market areas are disadvantaged.
share of artemesinin and other monotherapy | ® Inadequate trained human resources for case
and reduced price of QA-ACTs through the management including iCCM
AMFm e lack of access to malaria treatment guidelines.

e Policy guidelines for parasite-based diagnosis | @ Poor infrastructure, transport, communication
and treatment of malaria, iCCM and SMC are could impede the effective treatment of severe
available malaria.

e Poor pharmacovigilance and irregular
monitoring of efficacy of malaria medicines and
non-functional malaria sentinel sites.

Opportunities ~ Threats

e There is a WHO/TDR lot testing and RDT | @ Over-dependence on donor funds
quality assurance centre in the country which | e Failure to sustain supply of affordable quality-
supports  support QA/QC for malaria assured ACTs after AMFm
diagnostics (RDTs and microscopy). e Continued use of non-recommended malaria

e Commitment to eliminate malaria expressed at medicines in the treatment of malaria, such as
the highest level of national political leadership SP, CQ and other mono therapies could result

e Joint regional and sub-regional leaders in increased malaria morbidity and mortality.

e The government's commitment towards | e
achievement of the set goals and targets for
global health priorities.

e Increased international goodwill with potential
for more financial and technical support (GF
R8; AMFm, World Bank, USAID, DFID etc).

e Potential for additional national resources from
SURE-P, National Health Insurance

Table 6-3: SWOT analysis of malaria control in pregnancy
Strengths Weaknesses
e Relevant policy documents and guidelines in | ® There is no evidence that proposed plan to
place thus making the policy environment for improve ANC use through focused ANC was
prevention and control of malaria in pregnancy implemented.
in Nigeria quite conducive e There s little involvement of community-based

e Antenatal attendance remains high in many health care providers in MiP service delivery
States especially in the Southwest and | @ No clear budget lines were available for
Southeast malaria in pregnancy, and no records of actual

e Analysis of monthly reports of routine facility investment control of MiP.
data on malaria in pregnant women indicates a | ® Paucity of morbidity and mortality data suggest
downward trend in the incidence of malaria that poor monitoring, evaluation and limited
among these pregnant women although the operational research
overall burden remains relatively high. e Level of attainment in respective core MiP

e Malaria prevention and treatment malaria in indicators still fall far short of national targets

pregnancy fairly integrated with other services | o Knowledge of effective control measures
at facility level remains suboptimal with up to a third of
women still holding misconceptions about
effective preventive measures.
e Inadequate use of advocacy, communication,
and social mobilization strategies

Opportunities

e Collaboration

between NMCP and the

‘ Threats

e Strategies for prevention and control of malaria
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Reproductive Health programme at National
level; opportunities exist for strengthening this
collaboration at sub-national levels.
Implementation research reports from one
Nigeria State and several other African
researchers indicate that community-based
approach is feasible and can significantly
increase access and adherence to MiP services
Research finding suggest that poor knowledge
and perception among women which hinder
utilization and adherence to IPTp and ITN
amenable to effective use of BCC strategies.
National and international efforts to attain
MDGs four; five and six have created immense
goodwill and support for women'’s health. This
provides an opportunity to leverage more
support and funding prevention and control of
malaria in pregnancy.

Crowing research interest in malaria in
pregnancy in the country will benefit from
organized support to prioritize research
questions, raise funds to build stronger multi-
disciplinary research teams

Malaria control in pregnancy could be
emphasized in the pre-service training of
midwives, CHEWs and other cadres of health
workers

in pregnancy have been predominantly facility-
based to the exclusion of pregnant women that
do not use formal heath facilities

e No designated focal persons, sub-committee

or branch for malaria in pregnancy at NMCP or
in the States

e No specific budget line for malaria in

pregnancy in Federal, State and LGA Budgets

e Antenatal care attendance varies widely across

the country, areas with low attendance rates
could be disadvantaged by  uniform
deployment of facility-based strategies

Table 6-4 SWOT Analysis of Past ACSM Interventions in Malaria Control

Strengths

Weaknesses

There is a national malaria policy, currently under
review (policy support for malaria control exists)
Existence of a coordination mechanism

Existence of a structure for ACSM activities
(Strategic framework)

Existence of malaria control champions

. Inadequate number of skilled staff in ACSM

* GCenerally no costed AOPs available at the state
and LGA levels

. Limited availability of IEC/BCC materials

. Limited utilization of IEC/BCC materials in
facilities

. Inadequate funding of ACSM activities

. Inadequate operational research

* Weak, un-strategic and inconsistent advocacy
engagement with the health promotion division
of the Federal Ministry of Health

. No tracking mechanism for process level

indicators

* Inadequate media engagement strategy for
tracking and reporting ACSM activities
nationwide

* Inadequate monitoring and evaluation of ACSM
activities
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Opportunities

* Increased awareness of malaria as a problem

+ Growing investments national health system
strengthening

* Involvement of the private sector

* GSM: Text messaging or some other innovative
use of it

* Existence of New and Social Media

* Increasingly supportive media outlets

» Government's expressed commitment

* Malaria control has a budget line support

* Inadequate partner coordination for tracking
ACSM activities nationwide

. Inadequate articulation of ACSM in NMSP

* ACSM activities are traditionally few and far
between rather than routine and sustained

* Persistent non-strategic planning,
implementation and monitoring of ACSM
activities due to inadequate participation of
ACSM officials in decision-making

Threats

* High reliance on donor funding/ perennial donor
dependence

* Donor fatigue and expectations of dwindling
donor funds in the future

* Inadequate IPC skills coupled with low
adherence to client’s rights leading to gap
between health workers knowledge and practice

in service delivery

. Inadequate budget for malaria control

activities

* Untimely release of budgeted funds for malaria

control activities

6.2 Attendance Lists

Table 6-5 Attendance List for Entry/Capacity Building Meeting on the New NMSP
Date: 4" — 6" June, 2013, Venue: SuNMaP Conference room, 3" floor, Abia House

S/N NAME ORGANIZATION E-MAIL PHONE NO

1 Dr.(Mrs) Ezeigwe Nnenna NC-NMEP drninaezeiswe@gmail.com 08033000296
2 Dr. AFK Aladesanmi NMEP Honeycare53@hotmail.com 08037215014
3 Dr. Folake Olayinka SuNMAP f.olayinka@malariaconsortium.org 08037129956
4 Dr Khoti Gausi WHO gausik@who.int

5 Dr.N.T. Mabogunje ARFH nmabogunje@yahoo.com 08033245006
6 Dr. Lynda Ozor WHO ozorl@ng.afro.who.int 08034020832
7 Dr. Ntadom Godwin NMEP ntadomg@yahoo.com 08033272644
8 Dr. Steve Uzodinma NMEP Stevz_2000@yahoo.co.uk 08036691359
9 Dr. Tolu Arowolo WHO arowolot@ng.afro.who.int 08035250216
10 Itohowo Uko NMEP Idara-uko@yahoo.com 08029485883
1 Dr Veronica Momoh PMI/MAPS veroiyamabo@yahoo.com 08033275829
12 Dr. Bolatito Aiyenigba PMI/MAPS baiyenigba@fhi360.org 08023060691
13 Abegunde Ope NMEP opeabegunde@yahoo.com 08033067857
14 Dr. Oluseye Babatunde WHO babatundeo@ng.afro.who.int 08039786551
15 Dr. Akilah ). D NMEP dadiyel@yahoo.com 08036810013

Page | 104



mailto:drninaezeigwe@gmail.com
mailto:Honeycare53@hotmail.com
mailto:f.olayinka@malariaconsortium.org
mailto:gausik@who.int
mailto:nmabogunje@yahoo.com
mailto:ozorl@ng.afro.who.int
mailto:ntadomg@yahoo.com
mailto:Stevz_2000@yahoo.co.uk

16 Jide Banjo NMEP Jidebanjo22@gmail.com 08062430741
17 Tim Obot NMEP timobot@gmail.com 08059658072
18 Adesanya S.T NMEP manerare@gmail.com 08023494053
19 Dr. Oresanya O.B NMEP solaores@gmail.com
20 Glory Opusunju-Mene NMEP opusunjuglory@gmail.com 08035953469
21 Dr Ibrahim Maikore NMEP Maikore54@yahoo.co.uk 08036204750
22 Abdullahi Saddiq WHO saddiga@ng.afro.who.int 08036591740
23 Omede Ogu NMEP Omedeig2002@yahoo.com 08075190054
24 Okoh Festus .O NMEP Festok2002@gmail.com 08059216883
25 Dr. Akubue Augustine WHO akubueaugustine@yahoo.com 08036591679
26 Christine Chundusu SuNMaP c.chundusu@malariaconsortium.org 08033427003
27 Dr Nnamdi Nwaneri NMEP ndyblaise@yahoo.co.uk 08059447226
28 Dr. Taiwo Orimogunje NMEP taiworis@yahoo.com 07033249029
29 Okpuruka J.U NMEP ucheokpuruka@yahoo.com 08134833446
30 Dr. Tolulope Fagbemi NMEP teejones1605@gmail.com 08098882473
31 Dr Chizo Ezem SuNMaP e.chizomam@malariaconsortium.org 08088908249
32 Hope Obokoh NMEP obokohh@yahoo.com 08039182812
33 lkwuo Comfort .C NMEP ikwuocomfort@yahoo.co.uk 08036084933
34 Dr Longbap Dinfa. A NMEP Dinfawisdom1129@yahoo.com 08039711082
35 Mohammed Shuaibu NMEP Mr.shuaibu@yahoo.com 08039578407
36 Owoya Samuel NMEP Owansa20Tll@gmail.com 08055365653
37 Ekpor Emmanuel NMEP ekporemmanuel@gmail.com 08039531993
38 Godson Kingsley NMEP godkinchi@gmail.com 08064717664
39 Dr. Pierre Balamou WAHO drbalamoupierre@yahoo.fr 07010858082
intern/NMEP
40 Dr. Diwe Ekweremadu NMEP/ACSM dekwerenmadu@yahoo.com 08029485883
41 lke ljeoma C. ACSM/ NMEP chigerelouc@gmart.com 08033380240
42 Chibututu Mag NMEP bututumag@yahoo.com 08051788366
43 Abel Ajeigbe NMEP abelaje@gmail.com 08075190114
44 Agbo Emmanuel C. NMEP Slimshevyo2@yahoo.com 07038344689
45 Dr Halilu Musa NMEP Bhalilu7O@gmail.com 08036050897
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Table 6-6: Attendance at Stakeholders NMSP Development Workshop; 3rd - 6th August 2013 at
Newton Park Hotel, Abuja

S/N NAME ORGCANIZATION E-MAIL PHONE NO
1. Dr. Nnenna Ezeigwe NMEP drninaezeigwe@gmail.com 08033000226
2. | Dr.AuduB.M NMEP drbalazfa2004@yahoo.com 08036156043
3. | Prof. O .A Mokuolu Lead Consultant oamokuolu@ahoo.com 08037137407
4. | Dr. Sam Awolola IVM Consultant awololas@hotmail.com 08062360702
5. | Prof Martin Meremikwu CM Consultant mmeremiku@yahoo.co.uk 08036742377
6. | Prof Wellington Oyibo Diag Consultant waoyibo@gmail.com 08035374004
7. | Obasi Ogbonnaya ACSM Consultant | cedctre@gmail.com 08097177134
8. | Dr. Catherine Adegoke PSM Consultant kateadegoke@yahoo.com 08033834195
9. | Dr. Ananaba A. M&E Consultant ananaba@hscgroup.org 08106335967
10. | Dr. Babatunde Ipaye PM Consultant tundeipaye@gmail.com 08033343753
11. | Emeka Nsofor Costing Consultant | emekansofor@gmail.com 08023191501
12. | Khoti Gausi WHO gausik@who.int +243772375577
13. | Dr. Ntadom Godwin NMEP ntadomg@yahoo.com 08033272644
14. | Dr. Akilah T.D NMEP dadiyel@yahoo.com 08036810013
15. | Dr. Folake Olayinka SuNMaP f.olayinka@malaria.consortium.org 08037129956
16. | Ladi A Stephen JSI ladistephen@ng.jsi.com 07033062289
17. | Dr. Steve Uzodinma NMEP stevz_2000@yahoo.co.uk 08036691359
18. | Okoh F.O NMEP Festok2002@gmail.com 08059216883
19. | Tim Obot NMEP timobot@gmail.com 08059658072
20. | Dr. Oresanya O. B NMEP solares@gmail.com 08160192586
21. | Dr. Moriam Olaide Jagun | World Bank mjagun@worldbank.org 08023521302
22. | Itohowo Uko NMEP ldara_uko@yahoo.com 07038758331
23. | Lillian Oguguo NMEP lilianmariet@gmail.com 08033211983
24. | Veronica Momoh PMI/ MAPS veroiyamabo@yahoo.com 08033275879
25. | Dr. Lynda Ozor WHO ozorl@who.int 08034020832
26. | Dr. Nnamdi Nwaneri NMEP ndyblaise@yahoo.co.uk 08059447226
27. | Nihilola Mabogunje ARFH nmabogunje@yahoo.com 08033245026
28. | Dr. Joe Oranuba WB joranuba@worldbank.org 08032598120
29. | Dr.E. S Baba SuNMaP e.baba@malariaconsortium.org 08035955725
30. | Akubue A. U WHO akubueaugustine@yahoo.com 08036591679
31. | Semlek.R SHI r.semlek@shinigeria.org 07038247381
32. | Akwu Patrick MAPS akwupatrick@gmail.com 08122532743
33. | Dr. Ezekiel Akintunde JSI Ezekiel_akintunde@ng.jsi.com 08060085030
34. | Mopelola Raji SFH mraji@sfhnigeria.org 08033727391
35. | Dr. Taiwo Orimogunje NMEP taiworis@yahoo.com 07033249029
36. | Mohammed S. NMEP Mr.shuaibu@yahoo.com 08039578407
37. | M.O Ibrahim NMEP Omaye65@yahoo.com 07035418577
38. | Agbo Emmanuel NMEP SlimshevyO2@yahoo.com 08032605059
39. | Mohammed Ahmed NMEP 08069205285
40. | Onyeakaegbu N . O. NMEP onyeakaegbu@yahoo.com 08055272540
41. | Chukwudi Uche NMEP chukremmy@yahoo.com 08068701985
42. | Jide Banjo NMEP Jidebanjo22@yahoo.com 08062430741
43. | Glory Opusunju NMEP opusunjuglory@gmail.com 08035953469
44. | Onochie Nnenna NMEP ninaonochie@gmail.com 08063484445
45. | Okpuruka Uche NMEP ucheokpuruka@gmail.com 08134837446
46. | Dr. Olufemi Ajumobi NMEP femiajumobi@gmail.com 07035590329
47. | Mr. Joe Agasi NMEP joeagasi@yahoo.com 08051767359
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48. | Dr. Ibrahim Maikore NMEP Maikore54@yahoo.co.uk 08036204750
49. | Maina Ali Kagu SMOH Maina Kagu@yahoo.com 08096190300
50. | Dr. Diwe Ekweremadu NMEP dekweremadu@gmail.com 07035590329
51. | Dr. Tolu Arowolo WHO arowolot@ng.afro.who.nt 08035250216
52. | Oluseye Babatunde WHO babatundeo@ng.afro.who.int 08039786551
53. | Dr. Abdullahi Saddiq WHO saddiga@ng.afro.who.int 08036591740
54. | Nwankwo Lawrence O. SMOH Ebonyi Eb4rbm@yahoo.com 08037727347
55. | Akubue A. U WHO akubueaugustine@yahoo.com 08036591679
56. | Abioye Asimbola DPRS/ FMOH aabimbola@yahoo.com 08030601786
57. | Dr. Tolulope Fagbemi NMEP teejones1605@gmail.com 08068882472
58. | Aro Modiu Aliu NMEP modiuaro@yahoo.com 08060003618
59. | lkwuo Comfort NMEP ikwuocomfort@yahoo.co.uk 08036084933
60. | Dr. Pierre Balamou WAHO-NMEP drbalamoupierre@yahoo.fr 07010858082
61. | Dr. Eric Anyadibe SMCP Enugu rhikeus@yahoo.com 08037452021
62. | Godson Kingsley NMEP godkinchi@gmail.com 08064717604
63. | OrduD.A NMEP donordu@yahoo.com 08035742075
64. | Alh Audu H . Akor SMCP Kogi akoraudu@yahoo.com 08035977625
65. | Dr. John Orok SMCP Akwa Ibom | John_orok@yahoo.com 08023319138
66. | Dr. Appah DuluR .O RSMOH rsmcbp@yahoo.com 08033413902
67. | Aminu U. Ahmad SMOH Sokoto AminuumarO07@gmail.com 07030234839
68. | Tanimu Babale SMOH Katsina tbabale@yahoo.com 08064991439
69. | Dr. Victoria Omoera SMOH Lagos Voa_o@yahoo.com 08029990571
70. | Dr. Olayemi A. G SuNMaP a.olayemi@malariaconsortium.org 08037012908
71. | Uruakpa John FMOH/FHD juruakpa@yahoo.com 08057990063
72. | Chibututu Mag FMOH/ NMEP bututumag@yahoo.com 08051788366
73. | Anthony Edozieuno SHI a.edozieuno@shumgeria.org 08035020976
74. | Ayo Ipinmoye ACOMIN ayoipinmoye@yahoo.com 08033838267
75. | Njoku Chinwe ACOMIN njoku_chinwe@yahoo.com 08038198268
76. | Dr. Uwem Inyang USAID- PM uinyang@usaid.gov 08064820988
77. | Dr. Abidemi Okechukwu | USAID aokechukwu@usaid.gov 07085941976
78. | Dr. Yakubu Cleophas RBM, FCT, HHSS eytanglanig@gmail.com 08023152018
79. | Adeshakin Toluwalope NMEP adeyinkaadeshakin@gmail.com 07016040606
80. | Musa Abdul NMEP 07061196433
81. | Sabitu A. Oyekor NMEP 08039202946
Table 6-7: Attendance List for Enlarged Technical Working Group Meeting to finalize on the New
NMSP
S/N | NAME ORGANIZATION E-MAIL PHONE
1. | Dr. Folake Olayinka SUNMAP f.olayinka@malariaconsortium.org 08037129916
2. | Dr. Nnenna Ezeigwe NC;NMEP drninaezeigwe@gmail.com 08033000296
3. | Prof. O.A Mokuolu Lead Consultant oamokuolu@yahoo.com 08037137407
4.| Dr. P. Uhomoibhi NMEP puhomoibhi@yahoo.com 08059121416
5.| Dr. AF.K Aladesanmi NMEP Honeycare53@hotmail.com 08037215014
6.| Dr. Steve Uzodinma NMEP stevz_2000@yahoo.co.uk 08036691359
7. | Dr. Godwin Ntadom NMEP ntadomg@gmail.com 07085100800
8.| Dr. Akilah J.D NMEP dadiyel@yahoo.com 08036810013
9.| Itohowo Uko NMEP Idara_uko@yahoo.com 07038758331
10 Abegunde Ope NMEP opeabegunde@yahoo.com 08033067857
11.| Dr. Moriam Olaide Jagun World Bank mjagun@worldbank.org 08023521302
12| Dr. Nwaneri Nnamdi NMEP ndyblaise@yahoo.co.uk 08059447226
13| Dr. Diwe Ekweremadu NMEP dekweremadu@yahoo.com 07063294713
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14| Dr. Veronica Momoh PMI/MAPS veroiyamabo@yahoo.com 08033275829
15 Dr. Abidemi Okechukwu USAID aokechukwu@usaid.gov 07085941996
16, Glory Opusunju NMEP opusunjuglory@gmail.com 08035953469
17.| Dr. Issa B. Kawu NMEP ikawu@yahoo.com 08033156482
18] Dr. Tolulope Fagbemi NMEP teejones1605@gmail.com 08068882473
19, Chibututu Mag NMEP bututumag@yahoo.com 08051788366
20 Toluwalope Adeshakin NMEP adeyinkaadeshakin@gmail.com 07016040606
21 lkwuo Comfort NMEP ikwuocomfort@yahoo.co.uk 08036084933
22| Dr. Pierre Balamou NMEP drbalamoupierre@yahoo.fr 07010858082
23| Hope Obokoh NMEP obokohh@yahoo.com 08039182812
24| ljeoma C. lke NMEP chigerelove@gmail.com 08033380240
25| Godson Kingsley NMEP godkinchi@gmail.com 08064717664
26| Dr. Shekarau Emmanuel NMEP saintsheka@yahoo.co.uk 08036056527
27| Lilian Ogugwo NMEP lilianmariet@gmail.com 08033211982
28| lorwakwagh Apera WAIDI/ACCORDIA | iapera@accordiafoundation.org 08036160260
29| Nasiru Adline Amaka Nig National Med | addynatsc@yahoo.com 08055366347
Dev. Agency
30 Etatuvie Samuel O. NNMDA Fed Min of | etasam@yahoo.com 08034519824
Science & Tech
31] Charles Ohikhuai IHVN cohikhuai@ihvnigeria.org 08025954513
32| Safia Sani IHVN safiasani@ihvnigeria.org 07031665184
33| Ekeigwe lheoma IHVN iekeigwe@ihvnigeria.org 07067998924
34| Uchuno Gregory MLSCN Cregoryuchunol@yahoo.com 08026359441
35| Dr. Hadiza Shehu Idris FMOH/FHD Haddy4ril2004@yahoo.com 08038101950
36/ Mohammed B.K (Mrs) NESREA kmohammed@nesrea.org 08033203695
37| Dr. Umar Abdullahi FMOH babszagidas@yahoo.com 08034524571
38| B. Obamoh FM Finance Nana.4everbose@gmail.com 08036202469
39| Onochie Nnenna NMEP nennybritney@yahoo.com 08063484445
40 Engr. (Mrs) Joy Mamikay | NESREA mammikay@yahoo.com 08036851376
Oche
41, Salifu Abdu Women Affairs decnabab@yahoo.com 08039713313
42| Onyeakagbu Obi NMEP onyeakagbuobi@yahoo.com 08055272540
43| Kachiro Yakubu NMEP yakubukachiro@yahoo.com 08033246011
44| Baba Ebenezer SUNMAP e.baba@malariaconsortium.org 08035955725
45| Charles Usie Christian AID UK cusie@christian-aid.org 08034041120
46| Grace Obi Chief Desk Officer Ukpabi96@yahoo.com 08023043096
47| Marianne Tellier Clobal Fund Marianne.tellier@theglobalfund.org +41794418937
48| Dr. O. Ogunfowokan NHA gloryogunfowokan@yahoo.com 08036018282
49| Anayo Obioma Acomin Anayo.obioma@gmail.com 08067288143
50 Njoku Chinwe Acomin njoku-chinwe@yahoo.com 08038198268
51/ Cassandra Elagbaje NAFDAC Cassandrall60a@yahoo.com 08055135643
52| Dr. Val Obijekwu NPHCDA valobijekwu@yahoo.com 08037181648
53| Dr. Titus Ibekwe Chairman; Nig Med. | ibekwets@yahoo.com 08033484380
Association
54| Patience Ejidike CRS-Nigeria Patience.ejidike@crs.org 08035971030
55| Dr. ). Chukwumerije NAFDAC Nnennal281@hotmail.com 08069066960
56| Hadiza Bawa Fed Min of Education | Hadizahadi87@yahoo.com 08033154144
57| Dr. Sam Obasi NPHCDA sobasi@rocketmail.com 08035901126
58 Uchenna Nwokenna PWC/CFA unwokenna@gmail.com 08178867435
59 Halima Musa Fed Min of Finance Halima2@yahoo.com 08036006103
60 Lediju Margaret NMEP megbola@gmail.com 08033348373
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61| Dr. Ezekiel Akintunde JSI ezekiel_akintunde@ng.jsi.com 08060085030
62| Oni AbdulQuadir JSI Abdulquadir_oni@ng.jsi.com 08152199482
63| Mrs. Abia U.N FM Women affairs & | udemeabia@yahoo.com 08078944334
Soc. Devt
64| Igili A. FM Science & Tech aoigili@yahoo.com 08034825469
65| Dr. Bolatito Aiyenigba PMI/MAPS baiyenigba@fthi360.org
66/ Ogedegbe Ewomazino ARFH Ewy.ogedegbe@hotmail.com 08076457411
67| Janet Imoh ARFH Janetedache@yahoo.com 08034514132
68 Treasure Okoye USAID - WRPN tokoye@hivresearch.org 07034155554
69 Dr. Abba Umar PMI/MAPS aumar@fhi360.org 0803342320
70| Dr. Uwem Inyang USAID-PMI uinyang@usaid.gov 07088941996
71| Leslie Emegbuonye CHAI lemegbuonye@clitonhealthaccess.org | 07067305505
72| Kemi Ayorinde CHAI mayorinde@clitonhealthaccess.org 08184033311
73| Kolawole Maxwell Malaria Consortium | m.kolawole@malariaconsortium.org 08060077143
74| Bridget Brown SUNMAP b.brown@malariaconsortium.org 07030513275
75| Mercy Dawaba SMOH - NIGER dawabamercy@yahoo.com 08056404203
76| Dr. Ibrahim Idris SMOH - NIGER dr_idris2000@yahoo.com 07034583079
77) Dr. Ladipo T.O SMOH - OYO tladops@yahoo.com 08023229267
78| Dr. R.O Appah Dulu SMOH - RIVERS rsmcbp@yahoo.com 08033413902
79| Dr. Arnold Abel SMOH - GOMBE Arnabel95@yahoo.com 08036140724
80 Nwankwo Lawrence SMOH - EBONY! e4rbm@yahoo.com 08037727347
81| Tanimu Babale SMOH -KASTINA tbabale@yahoo.com 08064991439
82| Alh. Audu H. A SMOH - KOGI akoraudu@yahoo.com 08035977675
83| Maina Ali. K SMOH - YOBE rbmyobe@yahoo.com 08096190300
84| Dr. John Orok SMOH - A/IBOM John_orok@yahoo.com 08023319138
85| Dr. Catherine Adegoke PSM Consultant kateadegoke@yahoo.com 08033834195
86| Prof. Wellington Oyibo CMUL/ Consultant wellao@yahoo.com 08035374004
87| John Dada SUNMAP dadajohn@ymail.com 08055690314
88 Prof. Martins Meremikwu | UNICAL/Consultant | mmeremiku@yahoo.co.uk 08036742377
89 Obasi Ogbonnaya ACSM Consultant cedctre@gmail.com 08097177134
9@ Babatunde Ipaye PGS/Consultant tundeipaye@gmail.com 08081951191
91 Akubue Austine W.H.O akubuea@ng.afro.who.int 08036591679
92| Emeka Nsofor Costing Consultant emekansofor@gmail.com 08023191501
93| Nwokocha J.O NMEP ogbonnanj@yahoo.com 07030309992
94| Dr. Oluseye Babatunde WHO babatundeo@ng.afro.who.int 08039786551
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6.3 Programmatic Gap Analysis for NMSP

Table 6-7 Programmatic Gap Analysis

2013

2014

2015

2016

2017

2018

Total Population (Projected)

174,722,300

180,313,413

186,083,442

192,038,112

198,183,332

204,525,199

ACTs

Total Malaria Treatment

112,758,704 100,720,257 71,610,772
Courses(ACTs) Needed 119,922,048 /758,70 00,720,25 /610, 93,905,951 | 103,218,755
Total ACTs Financed 74,298,756 34,989,202
Gap in ACTs 45,623,292 77,769,502 100,720,257 71,610,772 93,905,951 103,218,755
RDT

60,160,893 66,207,721 74,475,203
Total RDTs Needed 34,487,386 ! ! ! ! ! ! 86,682,417 85,327,504
RDT Financed 12,476,695 >,344,736
Gap in RDT 22,010,691 54,816,157 66,207,721 74,475,203
LLIN
LLIN Needed 39,964,892 48,471,292 49,371,911 33,788,224
LLIN Financed 36,085,772 15,090,712 5,031,711 1,556,711
3,879,120

Gap needed ! ! 33,380,580 44,340,200 32,231,513
SMC
Total Need for SMC 0 140,861 290,737 2,322,316
Total Financed 0 0 0 0
Gap 140,861 290,737 2,322,316
IPTp
IPTp needed 9,365,115 12,080,999 18,031,341 19,203,811 19,203,811 19,203,811
IPTp funded 0 0 0 0 0 0
Gap in IPTp 9,365,115 12,080,999 18,031,341 19,203,811 | 19,203,811 | 19,203,811
INDOOR RESIDUAL SPRAY
Total number of structures to 290,778 800,330 929,364 19,186,956
be sprayed annually
No of structures for which 290,778 800,330 410,474 80,918
financing is already secured
Gap to be covered 0 0 518,890 19,106,038
ACSM
Total estimated costs 1,241,395 1,303,464 1,368,638 1,437,070
Available Fund 0 0 0 0
Funding Gap 1,241,395 1,303,464 1,368,638 1,437,070
M&E
Needs 6,361,945.70 8,787,205.81 8,780,792.22 7,268,615.16
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7,247,630.90

Funded 2,730,139.10

Gaps 3,631,806.60 | 030°7491 | 878079222 1 4500 615 16
PROGRAMME MGT

Total needs 6,074,942.07 | 6,771,186.56 | 7,136,099.29 | 8,131,516.80
Funded 1,662,811.74 | 1,662,811.74 49,506.12 -
Financial gap 1,617,731.48 | 2,313,975.97 | 5,451,586.32 | 6,496,509.95
IRS

Total needs 39,820,844 108,718,960 171,909,550 148,911,064
Funded 32,246,321 0 0 0
Financial gap 7,574,523 108,718,960 171,909,550 148,911,064
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