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THE MINUTES OF THE MEETING
BETWEEN THE JAPANESE ADVISORY TEAM
AND THE AUTHORITIES CONCERNED OF THE GOVERNMENT OF
THE REPUBLIC OF ZIMBABWE
ON JAPANESE TECHNICAL COOPERATION FOR
THE PROJECT OF INFECTIOUS DISEASE CONTROL

The Japanese Advisory Team (hereinafter referred to as "the Team"),
organised by the Japan International Cooperation Agency (hereinafter
referred to as "JICA") and headed by Dr. Ryoichi Mori, visited the Republic
of Zimbabwe during the period of 19 February to 2 March, 2000 for the
purposes of reviewing and evaluating activities connected with the Project
of Infectious Disease Control (hereinafter referred to as "the Project"), and

of discussing the future implementation plan of the Project.

During the Team's stay in Zimbabwe, both sides reviewed the activities
and achievements referred to in the Project Design Matrix (hereinafter
referred to as "the PDM") agreed upon in the minutes on 25 January 1999. As
a result of the review and discussion, both sides have reached a common
understanding on the progress of the project and the plan of operation for the
rest of cooperation period.

Harare, 28 February 2000

(Gt Mot AN

! Dr. Ryoichi Mori Dr. P.L.N. Sikosana
Leader Permanent Secretary
Advisory Team Ministry of Health and
Japan International Child Welfare

Cooperation Agency The Republic of Zimbabwe
Japan
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I. Background of the Project

The Project started on 1 July, 1996 with a five-year cooperation period
and is implemented by the Ministry of Health and Child Welfare (hereinafter
referred to as "MOHCW") in vcooperation with JICA. Through the Project
Cycle Management Workshop conducted by both sides in January 1999, the
Overall Goal and Project Purpose specified in the Record of Discussions
(hereinafter referred to as R/D) were agreed upon as follows:

Overall Goal: v v
Major specified infectious disease control activities of the concerned

sections of the Ministry of Health and Child Welfare are strengthened.

Project Purpose:
Major specified infectious diseases such as malaria and schistosomiasis are

controlled in eight model districts.

In accordance with the R/D and Minutes of the Meeting signed by both
sides on 17 April 1996 and 25 January 1999, respectively, JICA has
dispatched Japanese experts to Zimbabwe, accepted Zimbabwean
counterparts in Japan and also taken necessary measures to provide

equipment to facilitate the implementation of the Project.

KMoy
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II. Achievement of the Project:

Tremendous development was attained in schistosomiasis and malaria
controls in the Project in 1999, and successful achievement of all activities
was shown using appropriate indicators. In schistosomiasis control, the
School Screening, Treatment and Education (SSTE) Programme started in 8
districts was a remarkable success, and a vast number of school children in
Grades 1 and 5 was treated. For malaria control, among several operations,
extension of the use of insecticide-treated mosquito nets (ITMn) 1n § model
districts was a prominent achievement. Abstracts of these achievements
are described briefly below, and the details of all schistosomiasis-related
achievements and malaria prevention by ITMn programmes are shown in

Annex VI.
Schistosomiasis Control

1. School Screening, Treatment and Education (SSTE) of urinary
schistosomiasis

In 1999, enormous progress was achieved in the schistosomiasis control
activities. SSTE of urinary schistosomiasis was commenced and imple-
mented successfully in all 8 model districts. The rapid and wide
implementation of SSTE proved that the control method was well accepted
by primary health care personnel and was appropriate as a national control
strategy.

SSTE began with training seminars including technical exercises in a
district and such training was completed in 8 districts by the end of October
1999. For this, the standardisation of the control activity, operational
manual, reporting and recording forms were developed. Necessary
materials were provided to the health centres by the Project. SSTE has
been implemented at 300 (48%) out of 631 target primary schools. A total
of 45,537 children in Grades 1 and 5 at these schools were examined for
haematuria by dip-stick; 18,160 (40%) tested positive for the reaction which
is highly suspicious of schistosomiasis, and 18,066 (99%) were treated with
one oral administration of praziquantel at 40mg/Kg. In primary schools
where prevalence is 70% or more, non-selective mass-chemotherapy is more
cost effective than SSTE; however, as highly prevalent schools accounted
for 8.7 % of the total, SSTE was generally more cost effective as it costs

only Z$7.90 (US$ 0.21) per child.

2., Production of the flip chart
Flip Charts are being developed for use at Health Education sessions on
SSTE during school visits by health centre staff members. Production of

K ptd JUS

- 19 -



the flip charts, which are composed of 10 original pictures, is in thefinal
stage. The completed draft will be printed on plastic-coated A3 format
heavyweight paper. This version will be introduced for field use in April
2000. The total cost of production for 762 copies (131 for health centres
and 631 for target schools) will be 1,000 Z$/copy x 762 copies = Z§762,000

(US$ 20,000).

3. Draft report of the baseline survey on schistosomiasis.

In 1996, district health executives in model districts were trained to
conduct baseline surveys. The necessary equipment for epidemiological
surveys such as personal computers, software and Geographical Positioning
System (GPS) was provided. Baseline indicators including epidemiological
surveys and knowledge, attitude, belief and practice (KABP) studies were
collected, and the results were reported by the district in a workshop
meeting of the Project in April 1999. The reported data were further
cleaned and analysed, and a draft report of the baseline survey on
schistosomiasis was forwarded to the MOHCW in July 1999.

Malaria Control

1. Community-based insecticide-treated mosquito net (ITMn) project
The ITMn project has been initiated in 8 model districts since March 1999

and has shown tremendous progress. The ITMn project was started in &

districts by community committees, and training of health executives has

been completed. In 7 out of 8 districts, mosquito nets are being sold; a

“total of 1,699 was sold by 15 February 2000. Details are described in

Annex VI.

2. Provision of mosquito nets to the rural hospital nearest to the ITMn
project sites and to spray teams.

Six districts proposed free provision of mosquito nets to the rural hospital
and the paediatric ward. Since the use of mosquito nets at the hospital
provides an opportunity to give health education to patients and visitors, and
allows them to feel comfortable with lifestyle and behavioural changes, the
Project has provided 617 mosquito nets.

During indoor spraying, spray teams often stay in a village at night,
sometimes in a camp, while visiting village to village. The project under-
stood the necessity of providing free nets to these spray teams for malaria
protection. The Project also considered the idea that use of nets by spray
teams could be a mobile display of mosquito nets, thus 294 nets were
provided. Another impact was demonstrated when district  health
executives, who were going to buy mosquito nets by themselves, asked the
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Project to arrange the supply at the wholesale price. The Project agreed to
this request. More details are described in Annex VI.

3. Development of Information, Education and Communication (IEC)
materials.

Flash cards with pictures and messages regarding malaria and its
prevention including use of insecticide-treated mosquito nets were
developed in cooperation with Health Education Department(HED). One
set of flashcards is composed of 19 pictures, 200 sets were reproduced and
distributed to districts, and the copyright was given to the MOHCW.
Seminars to introduce the flashcards were conducted in each district during
the period from the end of November to the beginning of December. The
Project malaria team supported organisation of those meetings.
Responding to demands from malaria control organisations, another 400 sets
are being mass-produced and will be distributed to outpatient department
(OPD) nurses, school health masters and farm health workers by the end of
February 2000. Seminars for these health service providers will be held on
site. The total cost of production for 200 sets were Z$ 508/ set X 200 =
Z%$ 101,600 (US$ 2,673). The other 400 sets cost at Z$ 267,938

(US$ 7,051) including buying the copy right.

4. Malaria baseline survey
Baseline survey data of 8 districts were collected from March to October

1998 in cooperation with Blair Research Institute. Crude data submitted
from the districts were cleaned and sent back to the districts for verification,
revision and finalisation of their reports. The reports on the KABP survey,
Focus Group Discussion and Parasitological survey in 8 districts were edited,
and the complete report was submitted to the Director of the EDC/MOHCW
in February 2000. Its summary is attached in Annex VI.

5. In vivo drug sensitivity test activity

The 'protocol of in vivo chloroquine (Fansidar) sensitivity assay was
revised in 1999 based on WHO protocol and the experience gained in the
previous year. A meeting was held on December 9-10 with provincial and
district health executives to discuss the method of the study and to form a
consensus. After this meeting the team visited 7 sentinel sites with
provincial and district health executives on December 13-17. The team
assessed the quality of microscopic diagnostic techniques at the district
level and in sentinel site activity. The Project team conducted a training
course for microscopists in the 8 sentinel sites for microscopic observation
and in vivo chloroquine (Fansidar) sensitivity assay. - The MOHCW, WHO
and the Project procured the netessary equipment for the sentinel sites.

AN
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6. Collaboration in the supervisory visits of the National Team for
Malaria Control

The national team with Project members conducted a supervisory visit to 8
provinces and districts to assess the level of preparedness in vector control
activities such as residual house spraying and larviciding, case management
training, anti-malarial drug stock levels, and the ITMn project. The Project
collaborated in this activity conducted by the Epidemiology and Disease
Control (EDC) Department, Blair Research Institute and WHO. The report
of the findings was compiled by the members and presented to the planning
pool meeting on 13 October 1999. The team conducted another visit, which
was combined with the assessment of sentinel site activity on December 13-
17. By this visit, the team found the necessity to ration foodstuffs and
mosquito nets for spray teams. The MOHCW then provided the foodstuff

rations and the Project decided to provide mosquito nets.

7. The Second International Conference on Insecticide-Treated Nets,
held in Tanzania on 11-14 October
Dr. Tsuyuoka attended the conference and made a presentation on the
community-based ITMn project in the MOHCW- JICA model districts on
behalf of the Project team. Important information of implementing
mosquito nets distribution in the other countries was brought back, and the

summary is written in Annex VI.

8. Contribution to the national roll back malaria (RBM) initiative.

In accordance with the global initiative of RBM at WHO/HQ, a JICA
expert was officially invited to the core members of National RBM and
contributed much to NRBM activities. Not only that, Project activity on
malaria control in this country itself also contributed to the NRBM

activities.

Reports submitted to the Director of Epidemiology and Disease Control

(EDC) Department by the Project
1. Draft Report of the Baseline Surveys in Eight Model Districts. Area:

Schistosomiasis Control. pp. 75, by Wagatsuma. July 1999
2. Meteorological Factors Influencing the Intensity of Malaria Outbreak

in Zimbabwe pp. 9,
by Moji, Tsuyuoka, Makunike and Tanaka. Feb. 2000. Currently under-

going country clearance for publication
3. Report of the Baseline Surveys in Eight Model Districts. Area: Malaria

Control. pp. 31,
by Tsuyuoka, Makunike and Wagatsuma. Feb. 2000. In preparation for

publication.
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III. Future plan of the Project activities after 1999

The Project will make continued efforts to further develop successful on-going
operations and to monitor their progress. After 1999, the project scope will be
expanded to include subjects necessary for case management in both diseases. In
consideration of sustainability of SSTE, efforts will be made towards completion of
the National Schistosomiasis Control Plan. The items of the future plan under
consideration including suggestions given by the authorities of MOHCW/EDC and
members of the Advisory Team of JICA at the bilateral review conference held on 22

and 23 February 2000 are as follows;
Schistosomiasis Control

Enhancement and monitoring SSTE

SSTE activity will continue in 2000 and beyond for covering new Grade 1 and 5
children in all 8 model districts. In addition, in those schools not covered in 1999,
Grade 2 and 6 children will also be included in SSTE activity. The Project will make
supervisory visits to the district in order to give necessary assistance to the district
co-ordinators for preparing activity report at the end of school terms. Their reports
are important to indicate the progress of the activity.

In 1999, SSTE activity was performed in 300 schools, or only 48% of the target
schools. The reason for this partial coverage was mainly the late commencement of
the activity, however some other problems, such as lack of transport at the health
centre level and delay of Transport and Subsistence (T/S) payment from the district
office, may have hindered the progress of the activity. The project will take

necessary actions to attain 100% coverage of the target schools.

Training of trainers for health education using the newly produced flip charts

The development of the original pictures of the flip charts is at the final stage of
production, and this version will be introduced for field use in April 2000. Tramers
of health education such as environment health technicians (EHTs) or nurses at the
rural health centre will be given guidance in the standard use of the flip charts. The
opinion of trainers from their experience will be heard in the model districts and will

be reflected in the revision of the charts.

Planning of further control activities based on local prevalence

The SSTE activity might not complete the schistosomiasis control program.
Further interventions are also required for ensuring and accelerating effective disease
control. The snail control activities, such as environmental cleaning for reducing

snail habitat and sanitation improvement will be integrated into the program. These

i U
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additional interventions will be introduced into the priority areas based on prevalence

data.

Follow-up survey for assessing impact of SSTE activity.

It will be important to measure the impact of SSTE on schistosomiasis control in all
children and the health education program. The ultrasonography and urine egg
examination will indicate more precisely the reduction of morbidity and intensity of
infection. - The rapid method of KABP will be planned for showing the effectiveness
of health education. It will be also useful to start assessing the application of self-

declaration as a screening tool for the future.

Schistosomiasis mansoni

Since SSTE on urinary schistosomiasis has been going smoothly, another attention
will be paid to diagnose and treat schistosomiasis mansoni infection among school
children. Treatment of schistosomiasis mansoni needs higher technology starting
with microscopy, schools known to be at high prevalence at the baseline survey will be_

targeted at the later stage of this Project.

Follow-up study of SSTE 4 years after end of the Project.
Another method to assess the efficacy of SSTE will be re-examination 4 years after

the termination of the Project, because only Grades 1 and 5 are subjected to SSTE, and
Grade 1 children grow up to Grade 5 after 4 years. It is hoped that such a kind of
follow-up study would be considered and realised within the JICA's function.

Finalisation of the National Schistosomiasis Control Plan

As a result from SSTE activity in 1999, it was proven that the SSTE is economised
and simple measures for schistosomiasis control. Taking the above experience into
consideration, new establishment of the National Schistosomiasis Control Plan is
crucially important for sustaining schistosomiasis control in this country. Several
meetings have already been held at the national level, but the plan has not yet been
completed. Taking the successful achievement of SSTE into the National Plan, the

project will assist the committee in accelerating the finalisation of this Plan.

Malaria Control

Extension of the ITMn Project
The ITMn project will be started in Mwenezi district. In the other 7 districts,

ITMn distribution will be further enhanced with special regards to increasing the

coverage at target areas.
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Accessibility study of mosquito nets
The collection of the questionnaire on acceptance of ITMn and user’s follow-up

will be continued until June 2000, and information collected will be analysed by

August.

Training of health educators using flash cards

Training health educators such as outpatient department nurses in rural health
centres, school health masters and farm health workers will be conducted in the &
districts by health executives (DHEs) and EHTs who were trained last year. The
opinion of the educators from their experience will be reflected to the further revision

of cards.

Fatal malaria studies
The Project malaria team in collaboration with the national malaria technical

committee is trying to develop and use a standardised referral form and death

investigation form. Based on the result of this study, we will plan the on-job

training.

In vivo chloroquine (Fansidar) sensitivity assay
This will be continued together with the Blair Research Institute and the WHO.

The Project is collaborating in the national supportive visits for sentinel site activity,
and the visits will be continued until March 2000. At the end of March, the team will

hold a review meeting and draw up a future plan. The results will be analysed in

May.

In vitro drug sensitivity assay
This will be conducted in the 2000/2001 malaria season.

Collaboration to the malaria sentinel site activity

Within JICA's framework and following PDM of the Project, the Project is
encouraged to collaborate, with MOHCW, Blair Research Institute and WHO on
strengthening the malaria sentinel site activities in such fields as:
Training of microscopists, /n vitfro drug sensitivity tests, /n vivo drug sensitivity tests

and others acceptable in reference to the PDM.

Contribution to National Roll Back Malaria (RBM) initiative
Continued collaboration will be offered to the managerial matters of National RBM
by an expert. Besides that, the Project believes that its continued activity on malaria

control in this country will also contribute much to national and global RBM
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initiatives.
Other Managerial Matters

It has been noted since January 1999 that members of the EDC Department and the
Project are focal persons of the assigned area of disease control, i.e., malaria and
schistosomiasis, but all are encouraged to be in activities related to both diseases and

major specified infectious diseases as in the Record of Discussions signed on 17 April

1996.

It has been very clear that availability of transport enhanced much the control
activities of malaria and schistosomiasis in the infested areas. The Project has made
necessary actions to provide vehicles and motor cycles to the districts where these
have not yet been submitted. Since many vehicles will be provided to provinces and
districts for general health purposes from the other resources, the vehicles provided by

JICA will be used hopefully more specific to the malaria and schistosomiasis controls

at district level.

For SSTE activities in some districts, T/S allowances were not paid to rural health
centre personnel, since the National Schistosomiasis Control Plan has not yet been
legally effective.  Their enthusiastic contribution without allowance is highly
respected and appreciated, but sustainability is a big constraint at this situation in
contrast to malaria control activity. MOHCW and the Project are hopeful in making

efforts jointly to solve this issue.
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IV. Version 2 of the Project Design Matrix (PDM)
revised in January 2000.

The existing PDM was formulated by the Project Cycle Management Workshop held
from 19 to 21 January 1999 by technical personnel of both countries related to the
Project. One of the successful outcomes after several discussions was to redefine and
indicate the Project Goal clearly, in consideration for the adequacy of descriptions
provided in the R/D and TSI agreed on 17 April 1996 and 27 March 1997, respectively.

Nevertheless, the PDM once created is not always inflexible in later years while a
Project is going om, and it can be modified from time to time corresponding to the
progress of project activities. That is why the managing process from the first
formulation of the PDM to the later modifications is called Project Cycle Management.

When the original PDM was formulated, due to time constraints, monitoring of the
present status and prioritisation of the activities were not completed and therefore it
was expected that the present implementation status would be reviewed more precisely
at a later date. Reviewing the PDM, it contains a huge range of activities broken
down into too many Plans of Operations (PO), referring to the National Plans beyond
the Project and even to the principles of target disease control which the Project will
not be capable of following at the end of its duration. Since the PDM and PO serve as a
fundamental framework for monitoring and evaluation, periodic review and adjustfnem

are essential.

Following the above reasons and suggestions, previous activities and achievements
of the Project, on-going activities and feasible plans of operation were carefully
selected from the list of POs in the existing PDM by the Project members. A selected
list of POs was formulated and modifications were given to the items of Activities and
Outputs in the PDM. It is expected that Revision 2 of the PDM worked out by the

aforementioned procedures would be a useful material for monitoring and evaluation

of the Project, and is attached in Annex VII.
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Annex. ] Name list of personnel concerned

1. Members of MOHCW and other organisations met by the Advisory Team

Dr. P. L. Stkosana Permanent Secretary of Health and Child Welfare

Dr. B. Makunike Director, Epidemiology and Disease Control
Department

Dr. S. M. Midzi Medical Officer of Health, EDC Department

Mrs. E. Sibanda Senior Administration Officer, Donor
Coordination Unit

Mrs. A. Lusuwi Administration Officer of Donor Coordination Unit

Mr. A. T. Mugove Chief Disease Control Officer

Mr. P. Dziva Senior Disease Control Officer

Mr. C. K. Nzuma Principal Environmental Health Technician

Dr. L. M. Chimbari Schistosomiasis Unit, Blair Research Institute

Dr. A. G. Browner Public Health Researcher, Blair Research Institute

Dr. Shiva M. Southern African Intercountry Office, WHO

Mr. J. Pasipamire Malaria Coordinating Officer, WHO-MOHCW

Dr. G. T. Mangwadu Provincial Environmental Health Officer,
Mashonaland Central Province

Dr. R. Kabanda District Medical Officer, Mt. Darwin District

Mr. T. Sibanda Act. District Environmental Health Officer, Mt. Darwin

Mr. Rodrick Environmental Health Technician, Dotito Health Centre,
Mt. Darwin

Dr. T. Yamamoto Chief Advisor of the Project

Mr. H. Tanaka Project Coordinator

Dr. R. Tsuyuoka JICA Expert on malaria control

Dr. T. Awazawa JICA Expert on schistosomiasis control

2. Members of the Advisory Team
Dr. Ryoichi Mori Professor Emeritus,
General Manager, West Branch Office,

Japan Environmental Sanitation Centre

Dr. Ikuo Tanaka Executive Director, Japan Environmental
Sanitation Centre

Ms. Hiroko Tanaka Stuff, Second Medical Cooperation Division,
JICA

Dr. Hiroshi Tanaka, Professor Emeritus, a short-term expert on Epidemiology on
Infectious Diseases Control, joined the team during the team's stay in Zimbabwe.



Counterpart relationship in the Project

Appointment EDC JICA
Dr. B. Makunike Dr. T. Yamamoto
Director Chief Advisor
Administration
Dr. S. M. Midzi Mr. H. Tanaka
MOH Coordinator

Malaria Control

Mr. A. T. Mugove
CDCO

Mr. P. Dziva
SDCO

Dr. R. Tsuyuoka
JICA Expert

Schistosomiasis Control

Mr. A. T. Mugove
CDCO

Mr. C. K. Nzuma
PrEHT

Dr. T. Awazawa
JICA Expert
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Annex. III List of Japanese experts dispatched

Name
<Long Term Expert>

(1) Dr. Yoshiatsu Tsutsumi

(2) Mr. Tatsuhiko Tsukakoshi

(3) Dr. Toshiro Shibuya
(4) Dr. Yukiko Wagatsuma
(5) Mr. Hidekazu Tanaka
(6) Dr. Reiko Tsuyuoka
(7) Dr. Toshiki Awazawa
(8) Dr. Taro Yamamoto

<Short Term Expert>

(1) Dr. Yukiko Wagatsuma
(2) Dr. Shusuke Nakazawa
(3) Dr. Kiseko Kamei

(4) Dr. Yuzuru Iwanaga

(5) Dr. Kosuke Haruki

(6) Dr. Kazuhiko Moji
(7) Dr. Hiroshi Tanaka
(8) Dr. Kazuhiko Moji
(9) Dr. Hiroshi Tanaka

(Field)

(Parasitology)
(Coordinator)

(Chief Advisor)
(Epidemiology)
(Coordinator)

(Malaria Control)
(Schistosomiasis Control)
(Chief Advisor)

(Parasitology)

(Malaria Diagnostic Technol.)
(Malana)

(Schistosomiasis Control/
Diagnostic Technique)

(Malaria Diagnostic Technique/
Malaria Control)

(Health Education/Public Health)
(Infectious Disease Control)
(Health Education/Public Health)
(Epidemiology)
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Duration

96.08.01-98.07.31
96.11.17-98.12.16
67.05.06-99.05.05
97.07.13-99.07.12
98.11.15-00.11.14
99.01.10-01.01.09
99.06.28-01.06.27
99.10.10-01.07.04

96.11.29-97.01.15
97.09.09-97.12.07
98.02.11-98.03.10

98.02.22-98.03.15

98.06.05-98.07.07
99.01.16-99.02.13
99.04.24-99.07.22
99.08.01-99.08.28
00.01.07-00.03.11



Annex. IV List of counterpart personnel who visited Japan

Name (Eield) Duration
(1) Dr. Siva Murugasampllay (Infectious Diseases Control) 96.11.11-96.11.25
(2) Dr. Paulinus Sikosana (Infectious Diseases Control) 97.03.02-97.03.12
(3) Mr. Munodawafa Toma (Parasite Control) 97.12.02-98.01.24
(4) Mr. Michael Muponda (Parasite Control) 97.12.02-98.01.24
(5) Mr. Phillip Dziva (Parasite Control Administration) 08.01.20-98.02.15
(6) Dr. Trymore Chimbani (Infectious Disease Medicine) 99.01.05-99.03.21
(7) Mr. Beuen Senda (Parasite Control) 99.01.19-99.02.14
(8) Mr. Regis Magawdzi (Public Health) 99.03.22-99.09.17
(9) Mr. Darlington Mukotsui (Parasite Control) 00.01.17-00.02.12

{10) Mr. Alexander Chimbaru (Parasite Control) 00.01.17-00.02.12
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Annex. V  List of main equipment and materials provided by Japan

Main Items of Equipment

JFY Approx. Amount
US$ 101,400 | Vehicles, Personal Computers, Copy Machines,
1996
(J¥ 12,481,000) Cameras, Others
Vehicles, Personal Computers, ELISA Plate reader,
Ultrasound System/Scanner, Copy Machine, Video
1997 US$ 356,500 | Camera, Geographic Positioning System, Slide
(J¥ 47,379,000) | Glass, Desk Top Centrifuge, Over Head Projector
(OHP), Mosquito Net, Drug, Autoclave, Air
Conditioner, Microscope, Others
Vehicles, Hudson spray Pumps, Urine dip sticks,
Praziquantel, Mosquito Net, Microscopes, Filter
1998 Us$ 384,000 support, Copy Machines, Personal Computers,
(J¥ 48,077,000 | yigeo projector  sets, Portable Generators,
Centrifuges, Handy Type Centrifuge, Others
Mosquito Net, Insecticide for mosquito net,
1999 Max US$ 424,100 | Praziquantel, Urine dip stick, Ultrasound scanner,
(Max J¥ 50,892,000) | Vehicles, Copy Machines, Spray Pumps,
Microscopes, Others
Total Max US $ 1,266,000

(Max J¥ M 158.8)

JFY; Japanese Fiscal Year, starting in April and terminating in the next March
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Annex. VI Details of technical achievement in 1999

Schistosomiasis
S1. School Screening, Treatment and Education (SSTE) of urinary schistosomiasis

S1-1. Rationales and method

The technical reports of WHO in 1985 and 1993 indicated that school-based approach is
the cost-effective for controlling morbidity by epidemiological, clinical and practical
reasons. In primary school, children at Grade 5 have the highest prevalence and intensity
according to a research by Blair Research Institute and presumably contribute the
transmission of infection in their communities. The ultrasound study in our base line
survey also showed that a half of infected children at Grade 5 had bladder pathologies,
and more than 10% had upper urinary tract pathologies. To prevent severe pathology to
be developed at Grade 5, first treatment should be targeted to the age group less than 10
years, e.g. Grade 1. By the above considerations, a plan of the School Screening,
Treatment and Education was established and started in 1996.

For implementation, 1 environmental health technician (EHT) and 1 nurse of a rural
health centre visit a primary school and make mass-chemotherapy for children of Grades 1
and 5 in selected 631 schools, as the most effective target, starting with screening micro-
haematuria, clinically assuming urinary schistosomiasis, with reagent dipstick.
Haematuria positive children detected are immediately given treatment with praziquantel
(40 mg/kg), highly effective and less toxic. At the same time, the EHT and nurse with a

help of teachers give health education on prevention.
S1-2 Training seminars and Implementation
Training and demonstration seminars were conducted and finished in all 8 model

districts by October 1999 as in Table 1.

Table 1. Seminar schedule and the number of participants

District Date Duration No. of
davs Participant
Mwenezi 1-Mar 3 42
Chipinge 15-Mar 3 29
UMP 18-May 2 23
Hurungwe 4-Aug 3 26
Lupane 14-Sep 2 12
Mt. Darwin 28-Sep "2 22
Gokwe North 19-Oct 2 19
Bulilimamangwe 26-Oct 2 12

This 2 or 3 day seminar covers operational explanation on activities and planning on the
first day and practical demonstration on the second day. All participants (EHT/Nurse

from rural health centre) returned to their station and carried out SSTE activity at near-by



school on the following day. Supervisory visit was made for their trial implementation,

and no operational problems on the SSTE implementation were reported by them.
Necessary materials for SSTE (dipstick, PZQ and others) were distributed to all

involved health centres (131 centres). Operation manual, reporting formats were

distributed, and health education material (flip chart) have been developed and will be

produced and distributed soon.

S1-3 Achievement ‘
SSTE activity was carried out by the health centre staff after the training seminar.

Because of the different activity period from the onset of operation, the coverage was
different much. However, the high coverage in some early starting districts suggests that

the SSTE plan was well accepted by the primary health care staff and the operation is

readily feasible.
In the summary of activity report from 8 districts, SSTE was carried out in 300 schools

among 631 target schools (47.5%) (Table 2).

Table 2. Coverage of schools implemented with SSTE of urinary schistosomiasis

in the model districts in 1999

No. of H. No. of No. of
o Date of
District centres target schools Coverage
commence . .

involved schools practised
Mwenezi 2-Mar 14 44 34 77.3%
Chipinge 1-May 41 107 79 73.8%
UMP ] 18May 17 45 A 95.6%
Lupane 15-Sep 10 98 22 TI24%
Mt. Darwin 28-Sep 12 80 30 37.5%
Gokwe North 21-Oct 14 85 41 48.2%
Bulilimamangwe 28-Oct 6 36 15 41.7%
Hurungwe 10-Nov 17 136 36 26.5%

Table 3. Number of children examined for urinary schistosomiasis, positives

and treated with praziquantel by the district

District Grade 1 Fl?ildlfen | Gra(.ie > .c}.n'ld'ren Prevalence
screened ! positive » treated ‘screened: positive - treated
Mwenezi 3,133) 1,146/ 1,144 2,715 1,209} 1,195 36.6%
Chipinge 8,923 3,274} 3,245 6,1571 2,667 2,664 36.7%
UMP 3,358, 1,157 1,154 2,798 1,285 1,284} 34.5%
Lupane 1,128 338. 338! 869! 319 319 30.0%
Mt. Darwin 2,073"  1,141F 1,140; 1,546! 827° 825 55.0%
Gokwe North 3,445  1,086: 1,059: 3,067: 1,061: 1,054 31.5%
Bulilimamangwe 882 3670 367 786 369! 369 44.1%
Hurungwe 2,566; 906! 904: 2,091 1,008 1005 353%

The details of children screened by district are shown in Table 3. In a sum of 8

districts reported, 45,537 children were screened and 18,160 children (40%) were found
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positive.

Among them, 18,066 children (99%) received treatment.

Although prevalence of infection differs by the district and the school, the high

prevalence (higher than 70%) was noted only in 26 (8.7%) schools (Table 4).

Prevalence distribution by schools in the model district

Table 4.
District . Prevalence .
less than 30 %+ 30 % ~ 70 % more than 70%

Mwenezi 10 20 ; 4
Chipinge 31 45 3
UMP 10 29 4
Lupane 10 9 3

Mt. Darwin 4 21 5
Gokwe North 22 17 2
Bulilimamangwe M) 7 3
Hurungwe 9 25 2

Tatal 101 (33.7%) 173 (57.6%) 26 (8.7%)

S1-4 Logistics and cost for SSTE (Input)

Equipment distributed to health centre

Following items necessary for the SSTE actiVity were provided to 131 health centres

involved at the start of SSTE.
1) Medicine box, Spoon and Knife
2) Weighing scale
3) Urine sample cup {200 cups)

4) Marker, Ball point pen and Box-file

5) Water jar and Cup

6) Bucket, Plastic table cover, Plastic groves, Detergent
2,000 7% (US$ 52.63)/set x 131 centres = 262,000 Z$

Operational cost including consumable materials
SSTE activity requires the supply such as praziquantel/dipstick and also T/S for health

centre staff members.

The simulation from this year activity (300 school), the annual

operation cost for 631 schools (95,779 target children and 38,197 positive cases) will be

as follows;

Resource required

Dipstick (6.25 US$/100 sticks)
95,779 sticks
Praziquantel (51.85 US$/500 tabs)

76,393 tablets

Recording form
T/8 (Z$ 250)
Average operation cost per child in 1999

227,476 Z§ (361 ZS$/school)
301,035 Z$ (477 Z3)

4,400 Z$ (7 Z2%)
157,750 Z$ (250 Z$)

Z$ 7.9 (USS 0.21)



It should be considered that for the comprehensive estimation, the expensive transport

from the district office to distant schools lifts the cost per child in remote areas.

Training cost
In an initial year, a training seminar was conducted in each district.

The travelling and subsistence costs (T/S) of the participants according to the
government regulation. |
Day 1 90028, Day 2 200 Z5, Practical activity 200 Z§,
Transport fee reimbursed (about 100 Z§ in average)
A total of expenditure for 8 seminars in 8 model districts was 259,000 Z§ for 185
participants.
Facilitation fee for organisers
300 Z$/day x 2 persons x 8 districts = 4,800 Z§
The cost of training for a district was about Z$ 33,000 (US$ 868.42) in average,

excluding T/S of the Project members.

S1-5 Other considerations
Cost advantage in selective mass-chemotherapy
The cost estimation was made on both methods of selective (SSTE) and non-selective

mass-chemotherapy as shown in Table 5. The balance of the cost by SSTE against non-
selective mass-chemotherapy was calculated by reducing a total cost by SSTE from that of
non-selective one that is US$ 20.74 in Table 5. It is clear that the selective mass-
chemotherapy (SSTE) looses cost only at highly prevalent areas (more than 70%). It can
be said generally that the selective mass-chemotherapy (SSTE) saves more resources than
non-selective one. The estimated SSTE operation cost for 300 schools in 1999 was
7$250,532 whereas the cost may become Z$358,886 if non-selective one were given in all
schools.

If non-selective mass-chemotherapy were combined with SSTE by giving the former to
the schools with prevalence of 70% or higher, the cost will be 7Z3%248,791. The
difference of costs between solely SSTE and the above modification is very small.

On the other hand, those schools where the prevalence is less than 30%, the cost of
screening becomes higher than that of treatment. In the current situation, this is not a
considerable proportion among others. However, as the program progresses, the

application of other screening method such as self-declaration method would be taken into

consideration.
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Table 5. Resource cost in US$/100 children of SSTE at different prevalence
. Prevalence of schistosorasis
Costfor 100children | o 100 00 3005] 40  So% 60%] 70% 80% 90% 100%
Praziquantel (2 tabs)] 0.00 2.07 4.15 6.22| 830 1037 1244|1452 1659 18.67 20.74
Dip-stick| 625 625 625 625 625 625 6.25| 625 625 625 625
Total] 6.25 8.32 1040 1247|1455 16.62 18.69/20.77 2284 2492 2699
Balance* SUSI+14.49 +12.42 +1034 _+827/+619 4412 4205 003 -210 -418 -623
Number of schools 101 (33.7%) 173 (37.6%) 26 (8.7%)

* US$20.75 Total.
cost/ 100 children

Screening cost higher
than treatment cost

Cost saving by non-
selective mass-

with non-selective chemotherapy

treatment

Cost of treatment
Gain + & loss - by
SSTE against total
treatment.

Constraints

Special attentions should be paid to a school at remote areas where approach of health
executives is difficult. More over those distant schools are generally small in terms of
enrolment. The operation cost per child increased enormously by higher ratio of T/S per
child. A possible solution for this issue would be that all grade children will be covered
by SSTE by a visit once in 3 years. This will make the operation cost 1/3: that is, the

cost will be about the same level as the general operation.

S 2. Production of health education material
Flip Chart was developed for use of the “Health Education session” on SSTE to be used

at school visit by the health centre staffs. It is also used by the school theatres for

introducing SSTE activity or enhancing the health education by repeated use.

The material is mainly aimed for the explanation of SSTE activity to the school children
before the operation and provides the preventive measures against re-infection. Since
the health education session is immediately followed by the drug administration, the
experience of the treatment will enhance the learning process, and it will lead the

behavioural change more likely. This will contribute to extend the period to get re-

infection and minimise the future disease development.

The original pictures and explanations of the flip charts are at the final stage of
The completed draft of the flip chart will be printed on plastic coated A3
This version will be introduced for the field use in April

completion.
format heavy weight paper.
2000. The version will bbe further improved later by reflecting users' opinions.

The production cost for 762 copies (131 for health centre and 631 for target schools)

will be about 1,000 ZS$/copy x 762 copies = Z§ 762,000 (US$ 20,000)



Malaria
M1. Community-based insecticide treated mosquito net (ITMn) project

ITMn project has been initiated in 8 model districts since March 1999. Tremendous
achievement was attained. UMP held financial management training for the committee
members, and Hurungwe held interviewers training at the community level. The project
including malaria unit/EDC members supérvised making these training programmes.
Chipinge and Lupane have started the project at the middle of November. Mwenezi has
not yet started. The project progress is shown in table 1. The questionnaire on acceptance
of mosquito nets by users and follow-up of usage was developed, and interviewers for this

questionnaire study were trained, and they collected the questionnaire in the 7 districts.

Table 1. Progress of community based ITMn project in MOHCW-JICA model

districts
Districts Selected Price of Start Population Nets sold Coverage
area a net caovered (94)
UMP Manyika Z$ 260 Mar. 10,800 in 171
(extra free) 18 villages (171) 5.8
78 130 Nov 609
Hurungwe Zvipani Z% 200 Jul. 2,490 in 300 25 0
4 villages
Mt. Darwin Dotito Z% 200 Aug. 2,400 in 36 18
78 150 Nov 4 yillages 180
Lupane Gwamba Z$ 390 Nov. / 51 /
(November)
Bulilimamangwe | Zuzaphi 2% 220 Oct. 1,500 in
. 100 13.3
(November) 1 village
Gokwe Zhomba 2% 250 Oct. 17,000 in 8 170 2.0
villages
Chipinge Chibuwe Z$%$ 200 Nov. 5,000 in
) 300 12.0
(December}) S villages
Mweneji Chizumba | Z$ 175 fe"tt / 0 0
Total 2,088

Updated: 15 February 2000

M2. Provision of mosquito nets to rural hospital nearby the ITMn project sites
and to spray teams.

Six districts proposed to the Project to provide mosquito nets to the rural hospital and
the paediatric ward of the district hospital where people from the ITMn project sites are
referred. The plan of provision is the best demonstration of mosquito nets and can be
used for educational purpose to let the patients feel comfortable in the net, and the visitors
know how good it is, leading to the behavioural change. JICA provided those mosquito
nets and will expand to the other wards after observing patient’s acceptance and response.

Spray men are moving from village to village while making indoor spraying, and at the

end of a working day, they stay in the last village at night sometimes in a camping style.
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The necessity was considered to protect spray men from malaria infection while they stay
in the village at night, and the Project decided to supply free rﬁosquito nets. In this

activity, the Project also considered an advantage to make an excellent show window of

mosquito nets to the village people.

Table 2. Number of mosquito nets distributed for spray-men and hospital use.

Nets
District delivered Nets delivered for hospital use
o spray-men
UMP 46 0 No inpatient facility
30 Hurungwe Rural Hp, 36 paediatric and 26
Hurungwe 38 167 gllz;ljcarnity \ya.rd in the district hospital, 10
ilundu clinic,
65 Chidamoyo Rural Hp
Lupane ] ----- P No reply
Bulilimamang 40 Lady Baring Rural Hp, 60 District Hp
we 0 100 paediatric ward
Chipinge 40 Q Disagree on providing mosguito nets for wards
49 Matibi mission Hp, 51 District Hp paediatric
Mwenezi 90 1040 ward
60 Chireya Rural Hp, 50 District Hp paediatric
Gokwe 58 11.0 ward
40 District Hp paediatric ward (rectangular,
Mt. Darwin 22 140 single size), 100 the other wards of the district
: hospital (conical type)
Total 294 617

Updated: February 15, 2,000

Following ITMn extension activities, district health executives raised necessity of
mosquito nets for themselves. However, the mosquito nets are still expensive at retail
price. The team convinced EMnet (mosquito net manufacturer) and EcoMark (insecti-

cide supplier) to supply the nets and insecticide at whole sales price to all health staff

working under MOHCW.

M3. Health education of trainers using flash cards
Training of trainers such as district health executives and environmental health

technicians were conducted in each district during the period from the end of November to
the beginning of December. The Project malaria team supported organising those meetings.
Responding to the keen demands from malaria control organisations, the other 400 sets are
being mass-produced and will be distributed to outpatient department (OPD) nurses,
school health masters and farm health workers by the end of February 2000.

Training cost: A training seminar was conducted in each district. A total of expenditure
for 8 seminars in 8 model districts together with facilitation fee and transport fare

reimbursed was Z$ 31,000 for 144 participants as in table 3.
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Table 3. Seminar for participatory health education using “Flash Cards”

District Number of | Date of the Number of Next proposal
st flash cards seminar participants prop
distributed
22 OPD Nurses,
UMP 20 November 24 (13 local EHTs) School health
masters
21
Hurungwe 27 November 23 (11 local EHTS) OPD Nurses
Lupane 1 I R et A St e bbbt
Bulilimamangwe 21 November 26 25 Not yet
.. Nurses, School
Chipinge 43 November 24 9 ‘health masters
. 22 School health
Mwenezi 19 November 29 (11 Tocal EHTs) | masters
; 21
Gokwe 21 November 24 (17 local EHTSs) OPD nurses
24 Secondary
Mi. Darwin 16 December 16 (16 local EHTs) school health
masters
Head office 20
Total 200 144

M4 Summary;

The report of baseline survey on malaria in 8 model districts

Knowledge, Attitudes, Belief, and Practice (KABP) survey was conducted in 7 districts,
Focus Group discussion (FGD) was summarised in 4 districts and Parasitological survey
was conducted in 5 districts between March and October 1998. Respondents (86.7%
perceived malaria as a problem in the community, and majority (74.0%) was aware of the
correct course of malaria infection. There were misconceptions like drinking dirty water
and poor hygiene, and a few answers about witchcraft as the cause of malaria, resulted in
that the prevention measures were not known in some districts although malaria was
perceived as preventable illness (85.7%). Many respondents (19.4-45.4%) were not aware
of residual house spraying except Mt. Darwin and Chipinge. Majority of respondents knew
the signs and symptoms, but the knowledge on complicated malaria was poor. Majority of
respondents (92.8%) answered that they seek treatment first for a clinic in 2days after they
notice the symptoms. However, there was a surprising result from Chipinge, that 95.5% of
respondents answered visit to the clinic and 81.4 % answered consultation of a traditional

healer at the same time. Finally, it was found that clinic and health workers were common

- 40 -



sources of malaria information (58.5%). In Gokwe and Chipinge, 100% and 45.3% of
respondents mentioned schools as information sources, respectively. Chloroquine
distributors revealed that they had the better knowledge than ordinary villagers in
Bulilimamangwe and Gokwe, however, the survey also revealed that they still need to be
trained as health service provider.

The focus group discussions revealed that majority of attendants could perceive malaria
as a common illness in the community and describe the signs and symptoms. However,
there was a large number of misconceptions about the cause, resulted in many
misconceptions of prevention method. Regarding the treatment, a few groups mentioned
traditional healers as the first place to be visited, especially, some people were confident

that a traditional healer could treat impaired cerebral condition.

M5 Summary: The report of the second international conference on insecticide
treated nets in Tanzania

In the conference, case studies were presented from Vietnam, Tanzania, Zambia and
Ghana. Among 4 countries, Vietnam and Ghana seem to be successful, however, to
measure the impact of mosquito nets solely among other control measures is not
possible besides research-oriented areas.

In Vietnam, ITMn project follows national policy, and the project is going well with ~
involving non-governmental organisation. In Zambia, a community based ITMn
project supported by UNICEF was reported. Implementation model 1s aiming (1) Full
cost recovery, (2) To identify the partner in communities, (3) 5% commission is paid
to the committee. No credit, nor free nets. (4) Health education. - Seed nets (60,000)
provided covered 60% of all households of project area from 1995-1999. In Tanzania,
Social Marketing Insecticide Treated Nets (ITNs) project is conducied by Population
Service International. The supply exceeds the demand only in Tanzania in Sub-Saharan
Africa,

Constraints are almost similar such as sustainability with a heavily subsidised price,
ignorance of re-treatment, and geographical inaccessibility in rural areas. The
conference recommend that 32 million nets should be distributed and 320 million re-

treatment per year.
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Annex VII-1 Project Design Matrix (PDM) : MOHCW-JICA Project on Infectious Disease Control

Version 2: January 2000

Duration : tJuly 1996 to 30 June 2001

Target Group : Communities at risk in 8
Districts

NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFICATIONS

IMPORTANT ASSUMPTIONS

OVERALL GOAL
Major specified infectious disease control activities of the
concerned sections of the Ministry of Health and Child

Welfare are strengthened.

Prevalence, intensity and/or morbidity due lo schistoscrmiasis in
school age children is reduced nationally.

Morbidity & mortalily due to malaria are reduced nationally.

1998 District baseline survey results.
National Health Information System.

Survey reports in selected schools.

Rapid weekly notification system.

PROJECT PURPOSE
Major specified infectious diseases such as malaria and

schistosomiasis are controlled in the 8 model districts.

By 2001
Prevalence, intensity and/or morbidity due lo schistosomiasis in
school age children are reduced.

Morbidity & mbﬂali(y due o Malaria are reduced.

S~ W N

1998 District baseline survey results.
National Health Information System.
Survey reports in selected schools.

Rapid weekly notification system.

1 Project recommendation is received favourably
as National Policy.

2 National Schistosomiasis Control Programme is
developed and launched.

3 Proiecl achievement is extended nalionwide

by the initiative of nafional governmenl.

OUTPUTS

2 Community awareness and parlicipalion are improved.

3 Transmission control is effectively conducted.

1 Malaria and schistosomiasis case management is improved.

1-2
1-3
241
22

Reduction of case fatalily rate (Malaria).

1-1

Increase of school children diagnosed and treated in schistosomiasi|1-2

Percentage of clinics using schistosomiasis drugs.
Level of knowledge on disease conlral.
Percenlage of villages parlicipating in control activities.

Incidence and prevalence rates are reduced.

1-3
21
22
341
32

T-9 reports.

SSTE survey reports.

Outpatients' Department registration files.
KABP survey al baseline and evaluation.
Reporls fror'ﬁ health workers and communitie
Monthly return form (75).

Prevalence survey results.

1 Dislrict council advocates the policy on Malaria
and Schistosomiasis control.

2 Other donors will {ake care of important water
and sanitation issues.

3 Growth rate of lowest quarter population is

stable.
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ACTIVITIES INPUTS IMPORTANT ASSUMPTIONS
1-1. Train health staff and auxiliaries. Zimbabwe Side Japanese Side No drastic climatic change.
1-2 Investigate malaria deaths at health facilities. _
1-3 Improvement of case management in health facilities. - No drastic internal and external migrations.
1-4 Provide and distribute PQZ to schools/health facilities. - -

- Trained staff will stay with MOHCW.
2-1 Conduct community consultative meetings. - -
2-2 Conduct KABP studies. - -
2-3 Production and use of health education materials.
2-4  Train community core members, PRECONDITIONS
3-1 Introduce and promote the use of insecticide treated mosquito nets. Political commitment to Malaria and
3-2 Malaria outbreaks are forecasted

3-3
3-4
35

Conduct selective chemotherapy for schistosomiasis.
Conduct school heaith education sessions for schistosomiasis.
ldentify schistosomiasis fransmission sites and snail vector survey

Schistosomiasis is high.

PHC facilities' ability is high.
Clear understanding on roles and
responsibilities from both parties.
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Annex VII-2-1 PLAN OF OPERATIONS PROJECT TITLE: Zimbabwe Infectious Disease Control{JICA Project

OUTPUT No.1 : Malaria and schistosomiasis case management is improved.

Duration : July 1, 1996 fo June 30, 2001
Version 2: January 2000

Targe! Group : Communilies al risk in model districts.
EXPECTED RESULTS/ SCHEDULE NECESSARY
ACTIVITIES INDICATORS 1996 1997 1998 1999 2000 2001 STATUS CONDITIONS/
DV 1T 1) Y] Y] T 1 REMARKS
1-1  Train heatth staff and auxiitarles. * Number of seminars conducled. X X XX |x X COn going.
1-1-1 Training on diagnosis and reatment of schisto. SSTE * Number of lrained persannel at health centras % X |x X Completed at 8 made! districts * Projecl needs lo involve local health executives
1-1-2 Training on malaria microscopy. District hospitals X X X X On going.
1-2  Investigats malaria deaths at health facilities.
1-2-1 Develop and distribute checklist for malaria death investigation. * Number of mataria investigation reports {1-2-2) < On going
1-2-2 Training on recording/reporting malaria deaths from Health Centres * Number of Health facilities using investigation To be implemented, * WHO's support is already iniiated.
and District hospitals o referral hospitals. forms. (1-2-1 & 1-2-2}
1-3 improvement of case managementin health facilities. * Checklist. {1-1-2)
1-3-1 Application of rapid diagnosis kits for mataria x
1-3-2 Invivo chlorequine sensitivity study for mataria at sentinel sites Sentinel sites {1-1-2} On going.
1-3-3 Invito chloraquine sensitivity study for malaria Sentinel sites {1-1-2) X X
14 Provide and distribute PZQ to health facitities.
1-4-1 Make distribution plan for model hospitals, HCs. * Number of districts completed. X Compieted
1-4-2 Distribute to 8 districls. * Number of districts recefved. X Completed 100%
1-43 Receive consumption reports on PZQ. * Number of childrer/adults trealed. X
1-4-4 Monitor the results of SSTE D ne
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Annex ViI-2-2 PLAN OF OPERATIONS

OUTPUT No.2 :Community awareness and participation are improved.

Version 2: January 2000

PROJECT TITLE: Zimbabwe Infectious Disease Control/JICA Project

Duration : July 1, 1996 lo June 30, 2001

Target Group - Communities at risk in model districts.

EXPECTED RESULTS/

2-2-6 Analyse dala and write reports for schistosomiasis

2-2-7 Analyse dala and write reports for mataria

2-3-1 Develop |EC malerials.
2-3-2 Mass production and distribution of malerials.

2-3-3 Conduct training sessions on 1EG for health workers.

2.4 Train community core groups (membars).
2-4-1 Train on disease picture.
2-4-2 Train on confrol activities.

2-4-3 Monitor community participation acliviies.

2-3  Production and use of Health Education materials.

* No. of village plans based on survey resuits.

* No. of meetings with health workers.

* No. of tEC materials in use.

* No. of trained personnel in target villages.

* No. of training reports.

Draft report submitted in July 1993

Report completed and submitted in Feb. 2000

Compleled
On going

* Shatus different by districls.

NECESSARY
ACTIVITIES fNDICATORS 2001 STATUS CONDITIONS!
Hu REMARKS
2.1  Conduct q."’, itative ting * No. of model districts conducted meetings. i
2-1-1 Consult local authority * % of wards covered for larget areas. On going * District reviews in progress.
2-1-2 Cansult wardAillage level leadership. ©n going
2-1-3 Schedule and conduct meebings. On going
2-2  Conduct KABP sludies.
2-2-1 Develop study proposal. * 2 KABP studies.
2-2-2 Tgchnical consltation to experls. * 2 KABP reports.
2-2-3 Train study assistants and implementation teams. * No. of research assislants trained.
2-2-4 Pretest quesbonnaires. * No. of vitages covered for feedback where
2-2-5 Implement the study at baseline. studies are conducted. Studies completed
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Annex VII-2-3 PLAN OF OPERATIONS

OUTPUT No.3 : Transmission control is effectively conducted.

Version 2: January 2000

PROJECT TITLE: Zimbabwe Infectious Disease Control/JiCA Project

Duration : July 1, 1936 to June 30, 2001

Target Group : Communities at risk in modet districls.
EXPECTED RESULTS/ NECESSARY
ACTIVITIES INDICATORS 1996 2001 STATUS CONDITIONS/
iy o REMARKS
3-1 Introduce and promote the use of insecticide Treated :

Mosquitanets ({ITMn)

31-

-

Establishment of distribution system and. organisation in model
communities

31-2 Conduct awareness campaigns in the selected wards,

31

s

Acceplability of {TMn in the selecled communities,

3-2 Malaria outbreaks are forecasted

3-2-

-

Refationship between melearologicat data and malaria outbreaks

3.3  Conduct selactive ch tharapy for schist jast:

3-4  Conduct school health educati ions for schist: I

3.5 Identify transmission sites and snail vector survey
351 identification of transmission sites

35-2 Survey of snail veclor habitats

No. of organizations established

" No. of people requiring ITMns.

* One awareness campaigr/selecled commun,

* Ratio of posession of ITMn.

* No. of cases freated (3-3)

Studied and report submitied in Feb. 2000

Selective chemotherapy introduced in 1999,

Completed at baseline survey

To be sludied
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TABLE 1. PROGRESS OF COMMUNITY BASED ITMN PROJECT IN MOHCW-JICA MODEL

DISTRICTS
aPxsh ~ Bk5E | Coverage
3] £ <
UMP =% Z$ 260 38 10,800 in 171
(extra free) 18 villages (171) 58
7$ 130 11 A 609
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4 villages 300 25.0
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Lupane A 7% 390 11 8 / /
- 51
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(11 A 75 1 village .
Gokwe o 73250 10 B 17,000 in 8 170 2.0

villages '
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Total 2,088

Updated: February 15, 2,000
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TABLE2. Number of mosquito nets distributed for spray-men and hospital use.

o s | SR SURBEOSREES
UMP 46 0 No inpatient facility

30 Hurungwe Rural Hp, 36 paediatric and 26 matarnity
Hurungwe 38 167 ward in the district hospital, 10 Chilundu clinic,

65 Chidamoyo Rural Hp
Lupane — S No reply
Bulilimamangwe | 0 100 | 40 Lady Baring Rural Hp, 60 District Hp paediatric ward
Chipinge 40 0 Disagree on providing mosquito nets for wards
Mwenezi 90 100 49 Matibi mission Hp, 51 District Hp paediatric ward
Gokwe 58 110 60 Chireya Rural Hp, 50 District Hp paediatric ward

. 40 District Hp paediatric ward (rectangular, single size),

Mt. Darwin 2 140 | 100 the other swards of the i hoss;:lal {conical typ)e)
Total 294 617

Updated: February 15, 2,000
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Table 3. Seminar for participatory method health education with using “Flash Cards”

B 77y 23F—
A T— B BmE KEISFRR
22 I
UMP 43 1A 24 (13 local EHTs) sk
21 2
Hurungwe 16 1A 23 (11 local EHTs) A RE
Lupane 2] | D [S— —— e
Bulilimamangwe 27 1A 26 25 Not yet
.. A RE R
Ch € 13 11 8 24 9 ’
e [T
. 22
Mwenezi 21 128 29 (11 local EHTS) {RELHET
21
Gokwe 21 11 H 24 (17 local EHTs) SV SRE
. 24
Mt. Darwin 19 12H 16 (16 local EHTs) PrERSER
Headoffice 20
Total 200 144
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SSTE EE =

#7432 2R B B (Environmental Health Technician: EHT % U < (3 57&4%) 5" SSTE !
EEFERICGREBRTICEICINERFZRER/IIEEAMELE, COBEB SHRELCH
kD, SSTE £ EL. RERUVHREDZHDEXDERSNTE,

BEEHPAFIC L V) Mwenezi-Chipinge:UMP BIZTERE S . 7kt O Hurungwe-
‘Lupane-Mt. Darwin-Gokwe North-Buliimamangwe B 2 EZHEk L 10 F28 BICe
THOEFIVETERT Uiz, BEDSRTOEREHRETRT .

HiE 2 HREOET 4RV 1 HOEBKRAZR
HBME BIREBFRLD EHT BEIEBERN 1 ARVE-NOEZE

H¥E ¥1H
o SSTE EMMHEBEAVTERAEEERL. REEZER
o HBRBFANEETZ/NERORBEICSULERHEEAT
o EREARFIRNMFROMEEMER LICEEE
E2H
o SEBOINPECHME SSTE EBEE B MENRE
o HROWMEFLEER
EHEKREE
o SMAEEREEFICED., EBEO/NERICT SSTE F8eXEk
o EHRNEIOIIHMITHELTERE LOMEN BV CEERER

EFIVRICHITEE SRR

EFNE R HE(B) SmER EBEER
Mwenezi 1-Mar 3 42 Chingami
Chipinge 15-Mar 3 29  Takwirira, Chisumbanje
UMP 18-May 2 23 Mashambanhaka
Lupane 14-Sep 2 12 Tshabangu, Tshongokwe
Mt. Darwin 28-Sep 2 22 Chomagora
Gokwe North 19-Oct 2 19 Gokwe
Hurungwe 4-Aug 3 26  Chikangwe
Bulilimamangwe| 26-Oct 2 12 Musasane

SSTE F&17—4%
SSTE FHCHVBHREHRRRUTAREAEELTILRY,
1 SAREHRORS IC RISV ERE L A RE - RELRDECEH £ "Examination
Form”(CEC# ¢ 3.
2 ZOIEEY SKRE- Bt AN REL % "Summary Form”(C&EC L R TOEHTR
%A ENE & h B & & [ District Environmental Health Officer (DEHO)IC#RH 4% AR
713 Activity Record” | Z50&] & NMREEFT TDEBIECER & T Do
3 EcRERERLYEBAET— 2% Report Form”ICE &®H. 7O TV MIRHT
IR ‘
4 TAPrY FTRESIhAET—2ETIC. EREN I & D Check Sheet” % fE4)
RSFEIS L ICBICH E L. EHTSRBICTANER 1T,
5 SEERERTEICG., SSTE FEREEERL. BREEETHR EICRLTHERR
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SSTE HXFHEER
EBICHDDBIEE
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REEMHE RERFEY
HBREIEE SHRERBHEER
AR RO DB IEIE
e B RREH
B ROERIER
SBEER SARRRER
ZOAEDIEIE
EIERE R REDLNORE)
SSTE #1TK%

ﬁ%%ff@?(LL,muﬁf#»ﬁr-%lf%wiﬁm\"ﬁaaémo
SSTE EBOEMHKRERT.

SSTE F&#ITIRR

EFIVE FlteH  REE RS EmRE EEE
Mwenezi 3A28 14 44 34 77.3%
Chipinge 5HA1H 41 107 79 73.8%
UMP 5818H 17 45 43 95.6%
Lupane 9H15H 10 98 22 22.4%
Mt. Darwin 0H28H 12 80 30 37.5%
Gokwe North 108218 14 85 41 48.2%
Bulilimamangwe |10 B 28 H 6 36 15 41.7%
Hurungwe 11H10H 17 136 36 26.5%
REBRE-RFEABER

- GUERS | GSEHH | GIBME | GoBiEE

” PR PBtE ARC B IBM JAs | Ty SD |y SD

Mwenezi 3,133:1,146:1,144:2,715:1,209:1,195| 36.6% 20%|44.5% 21%
Chipinge 8,923:3,274:3,245:6,157:2,667:2,664| 36.7% 20%|43.3% 21%
UMP 3,358:1,157:1,154:2,798!1,285!1,284| 34.5% 19%45.9% 16%
Lupane 1,128: 338! 338 869 319: 319| 30.0% 24%|36.7% 22%
Mt. Darwin 2, 0731 141:1,140i1,546; 827 825| 55.0% 21%|53.5% 19%
Gokwe North  |3,445!1,086!1,059:3,067:1,061:1,054| 31.5% 21%|34.6% 23%
Bulilimamangwe| 882 367 367 786 369, 369 41.6% 25%|46.9% 26%
Hurungwe 2,566; 906! 904:2,091:1,008:1,005| 35.3% 18%|42.2% 15%

D:B{CH BB HEDIZELERE
8 BNLOMEEFEHZE. LEMEVERIBICENMINGT ., R 631 £ 300 ¥
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EEBONS, §E. COIIICHRBAEE (I TIRILVDIKRIME->ENL TS E, RE
REETOEBICEREIMRNI0THEIDEEEENS,

FHICEL-EEHRMEERE (Input)
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SSTE BRfkICHEND. HEETIRICTERD SSTE BB EERETSREAT 131 MEERICHL

T ERBFOHREHBENDEH (2,000 Z$) =B U,

SSTE EfikE
SSTE E£#5Ic T 3 it S MM EEBBEELUTICRT,

e A AEE (51.85 US$/500 tabs)
FREXER#E (6.25 US$/100 sticks)

R FEFABEBRY (200 Z$/day)R UK EE (50 Z$/visit)
SCERFAR

MAFTOEKE(S00 RTERE)DD, TATOMREL(631 W) TEBLEZILEHRET DL,
PAERRELERL 95,779 ATHEHREL 38,197 AEBD.
ZEEFRRE 1 BHPREHREL. 1 £REHLD 2 FERETICHRELL 1 FRDFEHE

ik d=E

PR ERBR AR 95,779 #& 227,476 Z% (1 FRHED 361 Z$)
BB 76,393 #2 301,035 Z$ (477 Z$)
GRREFBERY-XAE 157,750 Z$ (250 Z$)
AR AR 4,400 Z$ (7 Z$)
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EICE. ERFAFBEOAMNALVERRE . FLERMOLHICENOOER ENTON

S S NEmMBREN LEICNDZ LTS,
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SMERL-BABUVNTIBRFXHRELE)RURBEER

£18 Lunch 200 Z$, Dinner 250 Z$, Accommodation 450 Z3$
¥£2H Lunch 200 Z$
%ﬁﬁ%ﬁiﬂ?ﬁﬁ Lunch200Z2%
XRE EHEFH 100 Z$FEE
8 EFILETESINE 185 £I2 259,000 Z$(& R 12 9 AN hNhiz,
E i
s am o pa e (- Hiv -7 District Environmental Health Officer /8 - i1 DB§{& & (C
ULk,

300 Z$/day x 2 officers x 8 districts = 4,800 Z$

Ff-. LEICNZ EDC BERUINYIY MEMROA L, RERFTORBERNIHS
nNThd,

FREHEEH

SSTE EHlchENR@HE ATy IFr— MEER UL,

IRl BN EEREICRIB TN AN TS, SSTE SEB TS B OHIE
RUBEARNZOEBOROEETH), BLEPBEAOR KRS B OBBEELT
WBoEMS. D B SH I RIS S TR EHINARER DL, DhEE
DEREZEFTOMMENZRE(TER L. BRFHOLHBITHORRICERES
NEELE, 25 . SRR R AR LT SSTE BB EHBELERER BT
HELTHS,

. BEE NToORH OV TORIITIN TG, RENEONRE . BEFCH

SFRICE TS,
{REFTCIE SSTE EFCOEBFRIBFICFIAL., MRERTIE SSTERDBHF PR

PELANORBEBICRATICEBAMELTUS,

SEBNCELHESHAMEREE (Input)
HMERE 131 EERERRU 631 HR/NFRADE T 7
1,000 Z$/copy x 762 copies = 762,000 Z$ (20,000 US$)

HHHIRBHIERL L. BH OF TR . REBFTE S (O LTS SSTE FBIOERBEFI, &
fo. ERCH LTI SSTE EHERIITID. CNOoDBEEBRELLEL.

SSTE FEIDFEE D

1099 £ |CE &N SSTE ;AEITIE., FE— AZ«BT NEHT7.9IUNTT FJL(0.21 K F
BB ETH, — — R EETONEEEFBREDRIZLLT 1 X NVEREL
WO THD. SSTE EBFERMICERTETHBEVZS,

EMBEARICR. SRICEIETVEIEEOH (DRIRZRE TS5 R(SSTE THRALT
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RTECO2BIRERZTREZRFTESN, SEO SSTE R TIRIINL I E RS
EERTHRIL 26 1(8.7% )DL ERREERTERICDHLBLOKREEHEEL.
NSRRI ABRETIHAAERERAVLEREVTREHEL L. BEERMR
FT<HTDHTHN., IUNTITO SSTE FiE0F AHEIRSNZENZS,

— 7. BPRN 0% U TELREZHICETZERANARERELEDILIICHOTD,
SSTE EEMBETRICON,COLLHIRMER TGBERDON ., MBI A(BERD
BV TR PEENLOB ERELINFREMIMNEETIF EMET S EMILELE
nna,

FREEVOBERS M

— EROHTEDDREEER
TR 30%UF 1 30%~70% | 70%LlE
Mwenezi 10 v 20 ' 4
Chipinge 31 45 3
UMP 10 : 29 4
Lupane 10 § 9 3
Mt. Darwin 4 21 5
Gokwe North 22 5 17 2
Bulilimamangwe 5 7 3
Hurungwe 9 : 25 i 2
sy 5| 101 (33.7%) | 173 (57.6%) | 26 (8.7%)

ERHENBRERCLDIVEEMREE
Prevalence of schistosomiasis

Costfor 100 children| oo 1g0.  20% 30%| 40% 50% 60%| 70% 80% 90% 100%
Praziquantel (2 @bs)| 000 2.07 415 6.22] 8.30 10.37 1244 14.52 16.69 18.67 20.74
Dip-stick| 6.25 625 625 6.25 625 625 625 625 625 625 625

Totall 625 832 1040 12.47|14.55 16.62 18.69|20.77 22.84 24.92 26.99

BALANGE® SUS| +14.49 +12.42 +10.34 +8.27|+6.19 +4.12 +2.05/ -0.03 -2.10 -4.18 -6.25

proyr 101 (33.7%) 173 (57.6%) 26 (8.7%)
*US$20.74 (&N ZHERCAEERLNLES EFABEICIDRIRMWEERS
DRERZEE) - Total NEBEERIND

I CORER. DEHARBREMCAREZEOERAL. ARFTBAOBR L -ZEBEESYH
LD THB. EDFHREFETRULLOC, ERHENVOTHESRRICHLTRED
B4-3EBEOSEHIEERLED1/4EEHTED, LT /MNEROBIRN/NEGS
FEE— ABENCHID BB ERBYIVITRT LICIEMT S,
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SRR LB E— ABENDEIEER

SSTE cost per child (Z$)

0 100 200 300
Enroliment per school | * costw/o T/S * costwith T/S

—1BEIC. COLOIH/MREOFERSRBRINERBICAET LN S BILRHERE
A LTS, LHL, — ADREFFBE THE 200 AREIC SSTE ERERMETE
BCEND. COES/MREDOSEETIE 115 6 PEVFEERRICLT 3 FRRTERET
niE. 20REBEFEHLAIHESHZ N TES,
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SEEERICTERFN T AR THIN, S<ORBFICIZBFENAEINTUEL
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SO BTl BIIEREN R (50~ 100 km), REEAMEMUERNGREEH LT
%o
S TR ER G MERESELNHESNTHEOT . FBICHTHEL T ERXHFE
BENTOEWNEEFBEDEDERERIRREEO—RFENENATHNTY
3), COT=8), B % - TBBEOZENTHOILIRLVEG TS,

RAEEH LD ETHE

SSTE FEi&{b&EENIR IR IEEE
SSTE EBhlE 99 F RHEICHEEEN D, 99 F X EREHIMMENLTDIC L DERNR
EHOEFTHIN . COLOHBREROERTILBEED 1-5 FE[CMZ 2-6 FLZEY
BIEICLD. FEOHEEZT B,
H(C . SHRCEOEBERKABREEHEL HAOEYBEERETILT. CNE
THT P, PRSI REEH T AL T EBRROERICOCND.
- ERNEBEAOBBOREYE HORIVEECELTE, B MBFFe ik
#|,. SSTE HTRTOXMR/NERTEBEINDELOEDS,
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RELZELEMERLIFRERFHE
PR ERERMEEATICHLN. REFBRCHTSMEMAAORE REMET
3. BHFEAEOBERCEIBETHLENSN. BB R THERMGE FARERET
FHOERET. ,

FIBF(Z 2000 0 SSTE EBICH B REERMR A RELEDR A EHFETIT,

%t K F IEDEME
INERHIENOBRERRENESICHD. SRREOFEOH AT, HMRENTS
HRICLZBEYEHEBEEHATIET. HENRORE B EHEGND.

SSTE FEMRAE
BLEINER 15 FEEXRIC SSTE (RSN, COFFIE, DENFZFEE 5 £
RCIREARABETICEC. CORBEREMETIIZON. . I EAORRRPE
DEEICEENEZONINEFNBLF. SSTEHEINH AMERITLHICHLETH.

b =1

COEHDBERZIRICLIERFR LS SURRIAE L KABP (CLEHRIBHFONR
REERET D,

EREDKREN R EREL R
RIRE S CHIMATIB LT, SSTE FEDLHEFF -, SHICBREERMICERINS
EIZIF ER 4 M R X R EORENTARTHD, COMRERTSTRIZE

T3
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2000 FELIEORBABRMB R VARENHECALT
1999 FENEFEKTNOHEFELE. EFINHRTOLE 2 ROBERELUTOLIIHEESNS.

FREXER AR 95,779 &
RERE 76,393 &

COMEHRIC1 BREORBEBEHEGFEBLT. BEEONO0HREIVERFEEZREDEA ML
(RERERIE 6.25 USS/HE - JAMREE 51.85 USH/E)THETBL. 17,120 USSEid,

FREXER AR 30 §5(36 #R/#8) 1,080 #R(100 #u/H#R) 108,000 #& 6,750 US$
BEE 200 &(500 /i) 100,000 £% 10,370 US$
0 2 BOBHBEHL(IDALDIFR TR, BB R TORMDMIROIEFHMIE ., REERE 1 F£.8

2 ETHIIEND. BEREFEDHEHSRELVEEDNS, UhLEHL. B HIRE@EE KRR
TOHETCLEE LOBBELBNIENL, BBREOFMAENID 2 F£57(2001,2002)D[E] B 5 (3 7
RECENHNS,

FR &t BR 4R 60 &
SBEE 400 &

EFIN T EBEOSTMICIE, 2003 F(1999 FOEMEAERD 1 4N 5 FAE(LBF)FTREG BN
Hah, COBATHARTI N EETHE, T, 2003 FOX) R T M R THEESN B REREK
CABELREE. BEOEHICRESNIEHEMROETHRMELTRAETIRERET S,
BITHEMBETENEZAZEMIDERER LV, RECEMT—EHOFRENRICTIICR+H¢
Ehnd.
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Microscopes at model districts

Province District No. of Place the microscopes used No. of microscopes required
maicroscopes
donated .
Mash East UMP 4 1 light in Maramba RHC, 2 field in Maramba RHC, 1 in repair 2 for district Hp
Mash West Hurungwe |3 2 in District Hp, 1 in Chidamoyo Rural Hp 2 for the sentinel site (Chirundu)
Mash Cent Mt. Darwin | 4 1 field and 1 light Dotito RHC, 2 in District Hp 0
Mat North Lupane 4 1 for District Hp
Mat South Bulilimama | 2 1 in Lady baring Rural Hp, 1 in District Hp 1 for Lady stanley Rural Hp
Midlands Gokwe 4 2 in Mutora Rural Hp, 1 in Sasame Rural Hp, 1 in Distirict Hp 3 for Zhomba, Denda, Gumunyu
Masvingo Mwenezi 4 1 in District Hp, 3 in store room 0
manicalands | Chipinge 2 1 in Chobue RHC, 1 in Msilizwai Rural Hp 2 for RHCs, 1 for district Hp

Hudson pumps and Jacto pumps

Province District No. of Jacto No. of Hudson No. of gloria pumps No. of functional | No. of spraymen No. of Hudson
pumps donated | pumps donated pump for house pumps
for larviciding | by JICA spraying required

Mash East UMP 18 18 22 40 46 12

Mash West Hurungwe | 20 20 17 (half is damaged) | 28 38 15

Mash Cent Mt. Darwin | 18 19 15 (half is damaged) 34 22 (to be increased) | 10

Mat North Lupane 18 18 22 (half is damaged) | 40

Mat South Bulilimama | 18 18 . 15 33 100 67

Midlands Gokwe 18 18 69 87 58 0

Masvingo Mwenezi 18 18 20 38 90 52

Manicalands | Chipinge 19 20 20 (half is damaged) 40 40 6

Updated March 10
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