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Introduction

Two Officers from the Eastern and Southern Africa Centre of International Parasite Control
(ESACIPAC), Professor Teruaki Amano (Chief Advisor, ESACIPAC/JICA Project) and Dr. Charles
Mwandawiro (Director, ESACIPAC) joined the preparatory study team for early malaria diagnosis
from Japan comprising Dr. Yoichi Yamagata, Dr. Hiroshi Takahashi and Mr. Hisahiro Ishijima, on
a fact-finding tour of Dar-es-Salaam and Tanga. This was in relation to the proposed project on
'malaria case management training and control of malaria breeding sites in urban centres’,
the proposal for which has been submitted by the Ministry of Health of the United Republic of

Tanzania.

In Dar-es-Salaam, we visited the Embassy of Japan, the JICA Office, WHO Office, Ministry of
Health Headquarters, National Institute of Medical Research (NIMR) and the National Malaria
Control Programme Office. While in Tanga we visited the Vector Control Training Centre, the
NIMR Centre in Muhenza, various health facilities in Tanga, Galanos Secondary School, and
attended the 19th Annual Scientific Conference and General Meeting of the Medical and Laboratory
Scientists Association of Tanzania (MelSAT) at Mkonge Hotel, whose theme was 'early laboratory

diagnosis of malaria is the challenge of the district'

Throughout the various offices we visited, the study team from Japan explained the proposed project
activities as outlined in the Ministry Proposal. This project proposal seeks to cover the following
aspects of malaria control:

1. Early diagnosis, prompt and correct treatment through capacity building of health providers

involved in the care of malaria patients, including microscopic diagnosis in all peripheral



health clinics.

2. To undertake a health system research and development to sustain and scale-up the use of
Acridine Orange (AO) method of malaria diagnosis as an alternative diagnostic tool that is
reliable, accurate, cheap and fast.

3. Environmental management (management of drains and land reclamation) for urban mosquito
control

4. Operational research to identify the problems related to the use of the AO method in the

district and regional hospitals.

Three sub-projects are outlined in the proposal as follows:
a) Improve the quality of nursing care of malaria and other common severe childhood illnesses
b) Promote the AO method in hospitals and scale it up to the peripheral health facilities,
particularly health centres

¢) Reduce mosquito breeding sites in urban centres

A lot of discussion took place in all the offices we visited and a frank exchange of views and
experiences occurred at the MelSAT conference, particularly on the use of the AO method and its
merits and demerits. A questionnaire was dispatched to receive more information on the use of AO
from the technologists attending, who included some of the 400 previously trained on its use.
Visits to the health facilities in Tanga were meant to look at the laboratory conditions and see how
or whether AO is in use. At Galanos we were shown the drains that were cleared by students in the

previous phase of the project to discourage mosquito breeding.

Observations:
Following this extensive tour, we wish to make the following observations:

*The term 'early malaria diagnosis' is not clearly explained in the proposal or by the presenters
at the conference. Early diagnosis means detecting an infection before the parasitaemia is
large enough to present serious symptoms to the victim. In our opinion, the AO method is a
rapid, prompt technique. It cannot be for early diagnosis since literature shows that its
sensitivity decreases with lower parasite densities. The term should be used very carefully to
avoid misinformation.

-Promotion of the AO method can achieve better results if the clinicians (doctors, clinical officers

etc) who make the diagnostic requests are also involved. Promoting it with only technologists



and technicians without the officers who make prescriptions before laboratory results are out,
and who authorize the purchase of the AO requirements (including microscope parts) is
inadequate.

*The AO method has a good potential of expanding as long as the obstacles to its use, particularly
in the peripheral health facilities, such as luck of electricity, maintenance of microscopes,
provision of reagents etc. are seriously addressed. 'Who will be responsible for what' should
be known right from the beginning.

* Operational research on the AO method does not state what factors will be assessed or
monitored. Is it the number of trainees, the number of slides examined using the method per
duration of time, the number of facilities using the method and the rate of using it or what?
This method (AO) should be given another try.

- Environmental management for mosquito control is not always an attractive option due to
cost. The proposal should indicate how the method will be made cost-effective and what role
the community is expected to play. It should also be explained what entomological parameters
will be measured, in baseline survey and subsequently (post-intervention), to provide evidence
that environmental management reduces the threat of malaria. Environmental management
efforts should be focused in order to produce the desired impact. It is worth trying if a well-
designed study can be developed. It should be tried on a small scale.

- The Ministry proposal only offers guidelines. We expect that detailed proposals on the three
sub-projects will be developed outlining the methodology, monitoring procedures, time frame

for the activities and budget before the actual work commences.

Potential areas of collaboration with ESACIPAC

ESACIPAC is a Centre established to coordinate parasite control activities in the region and
undertake capacity building (human resource development) through training and operational
research. There is a network of contact persons in all the 8 countries (Kenya, Uganda, Tanzania,
Zanzibar, Malawi, Zambia, Zimbabwe and Botswana) and the Centre provides a forum of
communication and experience-sharing among officers working on parasite control in these
countries. Although the Centre addresses malaria, filariasis, schistosomiasis and soil-transmitted
helminths (STH), we have decided to make the last two the entry-point diseases to be tackled

through the school-based approach.

Since this malaria project is in one of the ESACIPAC member countries and it is on one of our



target diseases, ESACIPAC is interested in the project particularly with regard to how it will be
run and the results it will produce. Potential areas of ESACIPAC's collaboration/interaction with
this project are:

1. If the AO method is shown to be acceptable and popular as a rapid diagnostic tool for malaria
in Tanzanian health facilities, ESACIPAC will help promote it to the other 7 members of the
Centre. It should be given a try following a carefully designed study that gives the users the
freedom to use it, criticize it and improve on the limitations related to it. We could invite
some officers on this project to our training sessions to make presentations on their findings
on AO to our trainees.

2. We have established a working relationship with WHO/AFRO in which we will collaborate in
our training activities, including the WHO initiated Integrated Vector Management (IVM)
courses. This project can indirectly collaborate with ESACIPAC by working within the IVM
framework in Tanzania in its environmental management sub-project. They could develop a
joint proposal or carry out joint environmental manipulation activities if possible.

3. The proposal for this project can include elements of health education on malaria in schools,
particularly if environmental activities will be done by school children. In this way, we can
develop health education materials and teaching aids on malaria together. Tanzania has a well-
established school-health programme (Dr. Nyandindi who has good links with ESACIPAC),

which could collaborate with this project.

We believe that with good design, useful lessons can be learnt from this project that can be of
benefit to other countries in the region covered by ESACIPAC. The project should be supported
and allowed to take off. Close contacts between this project and ESACIPAC Secretariat in Nairobi

should therefore be maintained.
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Day Date Itenerary Sojourn
BE) BHEH>T7AATILVY A
1 2004/02/07 (Sat) Amsterdam
KL 862 11:00 — 15:05
BE) TLATFIVI LDV ILVIAY T — L
2 | 2004/02/08 (Sun) Dar es Salaam
KL 862 10:55 — 15:05
3 12004/02/09 (Mon) | JICA % ¥ =7 H¥prin# Dar es Salaam
4 | 200402/10 (Tue) PRAEEEOR - BHHE, ER~ I 7R 7077 4 b Sal
ue R . - ar €S dvalaam
(NMCP) ., B AHYE & ot
5 12004/02/11 (Wed) | ¥ VI AH T — AT~ 5 ) 7 sEBRE & O Dar es Salaam
6 | 200402/12 (Tha) ~ 7 ) THREEMR N — (SR ERRES (WHO), A b Sal
u _ o ar es Salaam
A ZABEIFZERT (ST 1E4) & DRk
7 | 2008000113 (Fei) Ty kAN v A= A b (PCM) b Sal
I1 N . N ar €S dalaam
7 =7 a3y 7O, REE L oFTeE
8 | 20040014 (sat) |TCM7 73 7 DUER Dar es Sal
at . _ . . ar es dSalaam
W ST AT — 247 (KLS5T1 23:25%)
9 |2004/02/15 (Sun) | PCM 77— 7 > 3 v 7O g, HHITEE Dar es Salaam
PCM 7 — 7 ¥ a v 7O, JICA ¥ ¥ =7 HEHT
10 | 2004/02/16 (Mon) v otk Dar es Salaam
yE
11 | 2004/02/17 (Tue) |PCM 7 — 7 ¥ 3 v 7hifik Dar es Salaam
12 | 2004/02/18 (Wed) | PCM 7 — 7 > 3 v 7Tl Dar es Salaam
13 | 2004/02/19 (Thu) |PCM 7 —7 > 3 v 7hill Dar es Salaam
14 | 2004/02/20 (Fri) PCM 7 —7 > a v THilfg Dar es Salaam
15 | 2004/02/21 (Sat) PCM 7 —7 3y 7N L&, PDMIER Dar es Salaam
16 | 2004/02/22 (Sun) 7 4 =)V NiRA Dar es Salaam
17 | 2004/02/23 (Mon) | 7 4 — IV K Dar es Salaam
=y ViR JICA Y YW =T B, ¥ ¥ =7
18 | 2004/02/24 (Tue) ) Dar es Salaam
%N
74—V NI
19 |2004/02/25 (Wed) |, . = Dar es Salaam
WEE BEY =7 (TC7936 DAR 7:30 — NBO 8:40)
20 | 2004/02/26 (Thu) | 7 1 —)V N4 Dar es Salaam
21 | 2004/02/27 (Fri) 7 4 — )V K Dar es Salaam
2 | 20040228 (Sat) 7 4 — ) K4 Dar es Salaam
at N
W JEE KL 861 NRT9:20 (+1) 7% Plane
23 | 2004/02/29 (Sun) | 7 1 —)V Kii#s Dar es Salaam
24 | 2004/03/01 (Mon) | 7 1 — )V N4 Dar es Salaam
25 | 2004/03/02 (Tue) | JICA ¥ v =7 HEAr s Dar es Salaam
#E) KL 571 DAR 0:30 — AMS 8:20
26 | 2004/03/03 (Wed) Plane
KL 861 AMS 14:10 — NRT 9:20 (+1)
27 | 2004/03/04 (Thu) | B&KH 9:20 %




1—4

FTEEKE

Name

Title, Organization

Contact

Mr. Fabian J. Magoma

Head, Environmental Health and Sanitation Section
(Principal Health Officer), MOH

Mobile : 0744-277341

Dr. Agoipr J. Mgama

Health Planner, Ilala Municipal Office of Health, DSM

Mobile : 0744-545836

Mrs. Fatuna T. Maduhu

Senior Health Office/Acting Malaria Control Coordinator,
Ilala Municipal Office of Health, DSM

Mobile : 0744-841197

Mr. Ally, J. R.

Director of Customer Sales & Services, Medical Stores

Department

Mobile :

E-mail

0748-347451
. jally@msd.or.tz

Mr. Abdul M. Mwanja

Quality Assurance Officer, Medical Stores Department

Mobile : 0744-284142

E-mail . amwanja@msd.or.tz

Dr. M. W. Marero

Public Health Specialist, MOH-NMCP

Mobile : 0741-492950

Dr. Gerry Killeen

City Malaria Research Coordinator, City Medical Office of
Health/Ifakara Health Research and Development Center/
STI

Mobile : 0748-477118
E-mail :

gkilleen@ifakara.mimcdm.net

Mr. Michael G. Kiama

City Malaria Control Coordinator, Ilala Municipal Council/
Urban Malaria Control Project - DSM

Mobile : 0744-478265

Dr. Elizeus Kahigwa

National Program Officer - Malaria, WHO

Mobile : 0744-481965

E-mail . ekahigwa@who.or.tz

Mr. Samuel A.
Bubegwa

Municipal Waste Management Officer, Ilala Municipal

Council

Mobile : 0744-363627
E-mail :

bubergwasam@hotmail.com

Mr. John Byarugaba

Head of Lab-hospital Equipment Workshop, Muhimbili
National Hospital

Dr. Bushiri S. Tamin

Manager of SPL, Pediatric Department, Muhimbili National
Hospital

Mr. Fred Munema

Managing Director, Omjaga Environmental Services Co. Ltd.

Mobile : 0741-297626

Dr. Alex Mwita

Program Manager, NMCP

Mobile : 0741-339713

Mr. Makono Andrew

Health Officer, NMCP

Mrs. Ritha J. A. Njau

National Officer - Malaria, WHO

Dr. Renata Mandike

Deputy Manager, NMCP

Mobile : 0744-295323

Dr. Deo M. Mtasiwa

City Medical Officer of Health, DSM City Council

Mobile : 0744-474346

Dr. Marcia Cacoas de

Castro

Research Associate, Princeton University

Mr. Mwinyi I. Msellem

Health Laboratory Scientific Officer, Zanzibar Malaria

Control Programme

E-mail | mmwinyi@hotmail.com

Mr. Haji Khatib Fakih

Health Laboratory Scientific Officer, Zanzibar Malaria
Control Programme (Pemba Office)

Mr. S. Mrina

Health Laboratory Technologist of Registrar - Private
Laboratories, Diagnostic Department, MOH

Mobile : 0744-596856

Mr. David Whiting

Data Manager, Department of Medicine, University of

Newcastle Upon Tyne

Tel . 022-2153388

E-mail . dave@ammp.or.tz

Mr. Hassan Petrobas

Laboratory Technologist, Amana Hospital, Ilala Municipal

Council

Dr. Dafrosa C. Lyimo

Medical Officer Incharge, Amana Hospital, Ilala Municipal

Council

Mobile : 0744-565568

E-mail . dafrossa27@hotmail.com

Dr. Felista Kwai

Medical Officer Incharge, Mnazi Mmoja Health Center,

Ilala Municipal Council
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CORAETIE, BEERP S L2EREEREPSOMEMYMHEREZEHL, BEFF -
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110 75K BV (2003 4F 6 H ~ 20044 6 H. #5503k <) OfEETHERIEHD L TSE R TV,
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HEBEWTWS, BIEERIN TV LHIROE RIS 2E2 70 27 MIUTOLEB) TH 5,
R A X R T ) TS (GFATM) ¥ =T ARE R R E LT E Y 2
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KEW)o HIFIZ7 =R 2R > TR Z E R S FICEERPARLRE~Y IV T 0655 2 L
FHMBLE LTS, NMCPOTH I LAY A=V v — (A 7fiL) AT udzs bvt—
Gl N
- [EE B E R4 (UNICEF) (GFATM #FfIH L7-7 0y =27 bORiEREE LT, 200344 A
WCFOHEFNAINTT =R AL EWMROE RO/ 0y b T7ay =7 & Elio
- A4 ABHF (SDC) : NMCP N~ BRI K ERFT (ITN Cell) #% & O 32#%,
- Ji[f] (DfID) & 4 v ¥ KAMlifii - SMARTNET (Strategic Social Marketing for expanding the
Commercial Market of ITNs in Tanzania) Project D Ffic 71U Y = 7 MIWIRD Vv — 2 v v
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1 “MTSP2002-2007 Implementation and Achievements 2003”, NMCP, Tanzania
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i 200442 H10H 10:15 ~ 11:15

B y o TREEAY IRDOF T 4 A

JICAHIOFEZE | &FFE (3% Lvy v )

K # HuhL P I A

Mr. Fabian J. Magoma Mobile : 0744-277341

Head, Environmental Health and Sanitation

Section (Principal Health Officer), MOH

Aol oFAICE LT

C(AHOFABEOHMWE AV 2 — VA I~YKRIMEA7.) 2 H24HOF RISy =7 b -

THA Y -w )y 72 (PDM) FJ7 7 b OaE. 3 A2 HIZEX LW ) 2 & THICHES
Vo 72720, 2HISHPSH 29 HETARED®, 24 H O ($fCH % 2%

70T 27 PORRIZOWT .

- AO DB L Tlid, @ In-Country Training Course (ICTC) I &EER, @QW < 2h 0D

BTEAIVAE TS — (HC) L ~OVIZBEEE & 45 L 3 R 2R 0 I B R 75 FE an s O 1k
HfEBEMHTE2 - Vo B TIVDOTIERVDY, HRELZZEIZOVWTIZ, VIV AN T —
L, IV DIEH12Q Tanga Rural, @F 23N, @FE T I H Urban X R & L THIF7

c DEDIZDPVTIE,. YTV THEL VI AYT—LAhLEZY ) VIR REE VW)
HE2L, QIZ2oWTIE, v 7V T7RENIEL LBV, FVIZ AT T =L bH T
LENNXT 72 EADREHTHH I L WD Urban Area &\ ) T E LR E LTHIT 5,

CREORETY AOEZ IR T2V E W) i H ) . TEITHHEDORRIZ L 72w, 7272,

JICAD7uY =7 P TREZHRIZT 2 (W EHZAET L) OPHETH T, R
PODBMBEIHEL VW) ZLL, 02D F T2 a & LTHRETIEZ W,

CFEMBEOH I LTI, 2T ICHSELZVOT, BRIV THETOTST L

(NMCP) O Marero G EEE L& > TIT LWy,

AT TICOoOVWTIER, ROEBEEL IV R—F L THY, TOHBICHE ANRTIZL

Vo QYT Ly FORAREIZEZTHROUE @O~ 7 ) THKEDmE LB - v
WEZEZEZ TV, JIRBEORERIZOWTIE, 70TV 27 MMM LHHNT “waste



management” b AL TIT L\,

CHBH Y TN T ORNSEHKXE LTE, FNVZAT T - L8Rk e Rl T RETHDL, 1T T
X723 TEATDe (ZOHIZOWTEEBLFEIRFETL2EZ2ERT,)

CHRTT Y 7 ) T OHEZIE T — AV NGO DI I AT R TH L, #ili~ 7 ) 7 OEH %z LT
WAHNGO 372K SAD LD, BAERIZIIHAS 2w (ZNIEDSMDOF 7 4 A THERT 505

H0)o
VNN ERNRIIANS ZEIZOWVWTIRELMEZV, LAY IN Vv ANDL Z E

IZ MUST T® 5,

ook



~ 7 ) 7 BRI ALET 5 2 KSR
17 7 X PREFERT & Ok

=

H 200442 A 11 H  11:15 ~ 12:30
Y% Pr 17 F WX PRAEE
NCARIDREES | &H&FE (avFvsy )
K # WL P A
. Health Planner, Ilala Municipal Office of )
Dr. Agoipr J. Mgama Mobile : 0744-545836
Health, DSM

Senior Health Office/Acting Malaria Control
Mrs. Fatuna T. Maduhu Coordinator, Ilala Municipal Office of Health, Mobile . 0744-841197
DSM

A OFAICE LT
(AMOFABEOHWWEAT V2=V EIEZT) 2H1TH~20HDO T —27 3y FI2OW0W
T, FEHEFREZTI TR WA RIESIL 72 v,

TRy MZOWT .
(7Y 27 D320 KR—=F Y MIOWTHBEL72) 47 THEDPRE L o728
HIZEHIITE S,
ST T ) T OREE L TUE, WMOEBMOKZ T TR WMOBELMET L2008 L D
TlE Ve M2 S X, I3 RE,
© AA ABAHEZERT (STD) DFEHIZ DOV TIE, X CHIS 2\,
T~ T ) TR OWEE % LT\ b NGO & L TIE CARE 2"H %, 7272, CARE DifH)
(3 &1 Insecticide Treated Net (ITN) & Health Seeking Behavior TH 1), 22 XD 9 &
2HIXK TOWHBHICRON T WS, REYA -V AL POWFH%E L TWAENGOIZPWTIE &
CHB v, RE~YA—3Y A2 MIBT 5 NGO &, Waste Management Department (2 L1
Ilala Municipal Office ® H1® 1 2 @ Department T, Health ® Department & 1 5l]) ® Mr. Samual
(Sawage Management Officer) [ZBIV72 555725 D TIX R\,
AT T AR L LTHC T A0 BMEZEA L, {HEM O M R B EE O 15 B O ]
M T AL VIHEEIICOVWTIIRVWER S,
AT ITHRBERBEBHTTOT 27 NI bADIE, UTO 4 EMEsns,
— 78 Y =7 b&fK . Mr. Michael Kiama (Head of Planning Services Section)

— %81~ Y 7 . Mr. Michael Kiama, Mrs. Fatuna Maduhu (Acting Malaria Control Coordinator),




Mr. Samuel (Sawage Management Officer, Waste Management Department)
— AO % . Mr. Thomas Mshana (District Laboratory Technologist)

— %% . Ms. Frida Lucas (Nurse in Charge; IPD/OPD)

(1 7 7 WX RAEFEH I QMMM 2 AT L720)

D\

st



~ 7V 7 B Rrs LT 55 2 K A0 AF Al AT
NMCP < L O X & Ok
H B 200442 H 12 H  8:40 ~ 10:00
%o Pr NMCP
JICA o [7] )i & E/REE (ayHuy o b)
K %4 il Frle LR
Dr. M. W. Marero Public Health Specialist, MOH-NMCP Mobile : 0741-492950

T2 FPDODAIT—=TIZONVWT .

TR LOTEY 2y P TR LVRERHIIT LB RPIEFVLOT, ARFIZD
WTIRIEFICECHEHBFEL TS,

cAODBEAEE=ZY) VITDOHRETHLEVIRFIHLT) 4BRLnH)DIFTr Y =7 |k
DREZEFET L) 2TELRTEL, ZEETINEDL2DT, £OTZD10%D 121 L
LWEMRIZTRE, 2200M (10RI1TE) EF VI AT =LA TR FrINL 1 EHEW
VDODVEYB TRV, T8 ) Y I7ORIFEEZ T, E0Ia, ¥ XM, 2 -2 MM
HI) BRI TE2OPERCDOTIE VD, 7272, 32— A MHIZOWTIE, WPICIET7 7 &
ATELRLRDHIBArSHL I EBELRITNIEL S v,

CEZS ) Y TIEOWTIE, ARy MYCAEOREZFRICT 20T AR ek ExdRIc
542 LI2X D, Regional Medical Officer (RMO) D /1 %55 Z L5 CT& %, RMO &
HICHTAOED T LYY 2HSTT ALV ZENEHT L, % Advocacy 1274 5
Llbhs,

- FHHEWE D Cascade ICDOW TR 72— XTI FL v h o7z, TNEELANLTOTF
BIZEE2HAZ L, FATFELEDLTTOELr0FIMMbRTLE) 2 L, DERA,
RO 7Y 7 bTIE, District Trainers of Trainers (DTOT) &\ ) Dx KLET2 A H W
Fir LT, ZDOAN72H D Cascade ZIRAET L & W) DDBREB VD TII LW, 7272, ZO4E

IS ELARGLTEPLIEI L DT, LRFLIE,

7Y s P THHEDO MR L TR E FHFERIL. ONurses in children ward, (@) Nurses in female
ward, @ Nurses in medical ward &\ o 72& 2 A, 34EMT300 AL HWVEIRRIZT L DA
BFEM .

EREMOBHEIZ DV TE, KEEBEBZEFT (USAID) 252003 fE2 57 Vv —Y v, ¥ =% 7,
A AR RICERL TS, HERT V- v <= v T T550 A4 ) ¥ T450 Ao
MNZHE, FIZ Pregnancy & AR & L7z Care (22T,



YT TICOVTIE AT IR T ERNRICTLIDIEFFT L v, ¥y FZTOELD
HHLEOLN HOTHINZIAYL T —2D3EAFRTEHNRIZTAIRZITHAL, 1T T7H
REHFEBECERTLEZADHD, HTHERVHIRITR W,

(~LOXIZ2H9H2S3A14HETARIEEEDT &)
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~ 7 ) 7 RIS W R AR A 2 AT
MG PR EERRE (WHO) & Dk

H 200442 H 12 H  10:45 ~ 11:30
Yo P WHO Tanzania
JICAHIOFEHE | &FFE (2% Lvy v )

K % Az e G
Mobile : 0744-481965
Dr. Elizeus Kahigwa National Program Officer - Malaria, WHO E-mail :
ekahigwa@who.or.tz

BoNIER
CJICADXY ) THRKEZOY 27 MIIEWHO 3 TELBR)IHII L Tw &7z,
200346 HIZHT~ IV 7D IF =20 BEIA—T AL PSZDRY fo72hT, R
£ YDMNEY 7 TlEBRdo7,
- WHO DA EEOTHE ) IZBEICPF > T b, National Malaria Strategic Plan (29 > T,
Case Management, Vector Control, Malaria in Pregnancy, Epidemic Control ® %L Z#LIZ
FHEREDLTWD, 7272, BETA -V AL MIOWTI, BEREE > TRV
D UAEBERITFEEHATY RV, TOFHIZOVWTIE JICAD 7OV 27 MM E->TH
WHO S I CT& %5 Z L IEREN . T DFEF TIHCANEL &V T AR FEH T E L,
REEDHEITFELXANT, JICAO7H Y27 PN LTV ZEETETH S,
=BT B EBEICEL TR FPEEZ AN TV LZOT JIICAD T Y =7 b &t LT
S5 LR THIRETH D,
CBRERY AV AV POGEONGO T L CHS %A, NGO D 7% A Tld CARE S —HFET
ETCHFAYNVTA—BEHE DT, 72> TAHATEREI D T, REYLA -V AV MIDon
TlE. ¥ =7 BUHFD Vice President Office 2SI Y HLA TV 5,

ook



~ 70 7 R W R AL ET 5 2 TR A
Medical Store Department (MSD) & D1k

H M 200442 H 12 H  13:00 ~ 14:00
BT MSD A5
JICA I D[] & EHFBR (s o)

X 4 iz P e JHLRE S
Mr. Allv. T R Director of Customer Sales & Services, Medical | Mobile . 0748-347451
I. ,J.R.
Y Stores Department E-mail : jally@msd.or.tz

. ) . Mobile : 0744-284142
) Quality Assurance Officer, Medical Stores )
Mr. Abdul M. Mwanja E-mail :
Department

amwanja@msd.or.tz

AR o

1. REBOKHEBVPBELE R EORERLHFEMSEZ MSDIZY) 7 ZA ML, HYEGTOEEE
RO AL,

2. TNENDEE DS Distribution List % MSD 123% 5

3. Distribution List {27 > T MSD A ~ND I 2 458 % o Zonal MSD % ifEH L T, RMO,
District Medical Officer (DMO). HC ~& it Tw <,

« Zonal MSD I3 BITEIZ 7D AXRY AV VI, B, F A L VTT FRT, AT UH
IZH Do IMWVIFRICT VT AT T —2412H Zonal MSD2SESH L, I — X M & E0 Tu %
HEHET DT,

- National AIDS Control Program (NACP) 7 L 13Hi5 L~V TR RE D& &2 REBHER
L. EBEO=—XI2H> TMSD IZHEXLZ LTV A A, NMCP IEAREAE L IZHAFED - C
EXE LTS (UEOLEEDH LA, 70V 7 N THIDT 5 OIXWEE) . Ik, +
YIAYTELTED L) IZHRNIE NMCP T B0 = — X% L L 72T O LG 23] fig
%5 (b L),

AO LD
CAOREIZDOWVTIEHBEICH F U ZIZ A > TWT, EXAD NI VDTH MR 2T FE 2 IRAE,
CAOEHODONTF VBRI A IO TICA> TR, EMELRFEEMICED L S WLLED

L) EMERIERS G PN S0 S ANS Z LR AR (CIE TR Y 2 7 MR E - T
ORI TRE),
CBEEEH O X — 2 120V T b [k, IERER BE E LERBES S NE I S B SICANS Z



EIE T RES

ATV RL LN TEXNTE2WVE W) bIFTIERw, MEFLEN TN
EREIEFE S Z T %

A0 EHOBEMEIZ O VTR, 7B 7ICIEAs T, TOFOREEHREH ¥ a7 E
XL TlE 7% <, Special Order & L THio T\ 2 ({H#Edh 7 £l MOH 25 OJEL LA Tw
VDS BEER IOV TIEEREZ 2 S ERE L2215 2 & b RE) o HHA5E & B 2 B 23
G AU, FESTIE U5 DI RME R v, 7272, & < T Public Dfiak 2> 5 DEL L A2
TWZ2RWADT, Private Dffiix 2> 5 DELIEZIT 5Nz,

CAO R EERIZO W TIE, NMCPOBEA Y A MZA B DS, BAMEED/S— 2 122w Tk MOH
® Diagnostic Service Section (Mgaya XD & Z5) DY R MIALZ &R DL (FuY 2y
MI2DODXE 7 v a v e E L ZITNE ROV EIZR D),

Jay 7 bZonwT
CHI T == ADOHMIE MSD % Involve L o722 82572 L wray s FTlEREIE
MSD b &®HAH L) IZLTIE LW,

Z DA
JICAR ED FF =265 SN 5 EEMPLHFEM L MSD D> TWw b b D TIid UNIT 7%
I, VIR EZ WD D,
- JICA O 5254 OB B T4 & 13 MSD IZEE TIE Ly, MSD A B IZ/T > THRBTH & %
L7c sl HICE DS AN L V-0,

(MSD D # %1 7 % AF)

ook
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STI & Dk

H 200442 12 H  15:30 ~ 16:30

% Br DSM City Council (DSM Malaria Control Office)

JCAfIOEEE | &&HA (a>%vy )

K # AT Pl A

City Malaria Research Coordinator, Mobile . 0748-477118

Dr. Gerry Killeen City Medical Office of Health/Ifakara Health E-mail :
Research and Development Center/STI gkilleen@ifakara.mimcdm.net

. ) City Malaria Control Coordinator, Ilala Municipal )

Mr. Michael G. Kiama Mobile : 0744-478265

Council/Urban Malaria Control Project - DSM

(STIOXV) — v KEHnelsh, FYTRPFLHLBICVZOT, AFELTDH S -7,)

DSMO#Ti~S ) 7ay a—L7ral s b

CEFEYRKAEBLIC, DSMOBTiv I U 7Taybua— v rFay ey FHERH (2004453 H)
POIHD HN S FE, L, STI Bill Gates Foundation 30 5K KV, ¥V L A4 T —
LRFD1L K R, NMCP 8 5K Fov, 5AERMk#E L THEMES 5 FiE.

TR T s MR T SNEER Y —ay - VOl R e, Ny Y —a v bu— )L
IZOWTIE, 2HEEH PS50, Larvacide 2 ffi o T O 2 WS T L2 HMEST S5, T—%
WA LTI, kA (2004 £ 3 H) X D458, Mosquito Density (Weekly @ 7 — % %31
fFWHE) . Breeding Sites (Weekly @ 7 — % 73 HU#F 7] fig) . Prevalence and Incidence (6 72> H
T L DT — % Household #ifr % Ffti) ZHURT 27— DG LT 5, #MITIE, BibE
YAV A MO T) THRIENOERERET L, HFRICHETED L) 1T L2,

- DSM @ 73 X3 (Ward) @9 B, 15 KB Z RO 2 FEMOEEHTHLRE L, 3FEH2HIE 73X
WAEWIZINT 5. 15 XIE, DSMOHTH BT = BENRTWVWEI AT, 4177,
TAT, XV FZZNEFNOHKX S 5 X% ESR,

JICAD 7Y 27 PZOWT

JICADHH~YZ ) 707027 2R A20THNIE, DSMO 7Y =7 b & H[E T
HTH LW, JICADY 7 THIKEDERZNRIITL2EVw)IDTHNIE. VT T L
L CTIIEEETH %, Larvacide & HE/KIEIE T O WAV E 2 AUTR R IIEH T 2 12E W v,

TV NCUBERR-ATA Y T=FRA X7 bOTF—51212IT) 7TIVF AL L TR



ZENTEL, BEIZDSMO T Y 27 FTTF— Y NEDOTHEIIMF VTS DT, FEIZJICA
DO ERSIHE T 2 LB F v,

"DSM DX v EX 7IZOWTHERIZHD o TV DD TOLA W,

CHEKEOFERICIMZ TICA ICHIfFT 2013, PEKBOEBRTIEIRL, Z0DDOTA KT
AvDEIBbDEDLHIL, EOX)BEHICEDL ) R TEERTLONFLELC,
ED L) BBEADPLEDPE VS ZEOS O T RN Y ¥ = 7 BUFAYH 4 CTERRTE &
DL LR E R D LD,

(DSMO#H~Z ) 770s s bOBT7 74 0VEATF)

ook
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Ilala Municipal Waste Management Office & O [ 7%

H 200442 JJ 13 H  10:30 ~ 11:30
% At Ilala Municipal Waste Management Office
JICAMIOFRESE | &A&FR (ar¥usy > h)

K # ML P I A

o ) Mobile : 0744-363627
Municipal Waste Management Officer, )
Mr. Samuel A. Bubegwa o . E-mail :
Ilala Municipal Council

bubergwasam@hotmail.com

Waste Management Office |22V C

- Waste Management Office 134 7 TBHFD I DOHLEED ) H D 12, LLEIIX Health
Department D H1ZdH - 7255, 1995 4F L ) M. L7, Z D72, Health Office & DI B4R
) FL VT (BIZROEETIZF Y RAHENT),

- Waste Management Office I 32Dt 7 ¥ 3 ¥ IZH N 5, Solid Waste Management Section,
Air Pollution Management Section, Liquid Waste Management Section 7% V) . HEKi# D
## 72 £13 Liquid Waste Management Section %0243 % . Liquid Waste Management Section
IZ1& . Principal Environmental Officer 75 1 A, Foreman 752 A8V . Foreman 2% it D F 3
cHET 5,

CEBEOEFICOVWTL, RENIHELTWwE, BED L Z A, ROTBWEENSHY, TID
Hhe. PEKEDOER. EX) 2822 oTHhboTWb,

SR, TADOT = =122 & 1 HY/20 1,600 > ¥ 7 (1.6 Kk Fv) #33wv, Pk T
HNIF200m A HHET A LI Hh-oTwb, TINVEFICEL-720THEEEFbHIPLE
WHEECHO BEWZ LI L TWwa, HERICEEESLELZO T EFEIEIAFEIZ10% LT L
TH->TWw b,

CHEKEOERICE VL TONSL FHIE, 200441 ~6 HFTTS500/> ) » 7 (5,000 K F
V)e SN IS ANDOT = —%JE) DITHET L4 (1,600 1) > 7 X 15 AX 30 HX 6D
HX1.1=475732,000) > 7)o 7272, TNE~T) 7TOPKEZ T TR L, Ekn L
DHKIED TRTHEATWD, TNLETFOFHETIEIELEIN-—FTH5ZLIFTE RV, FHE
T2L. %) THREEZTRTRBETA2ICE 05 TETH L, 7272, b & TERYEED
LWL ZAHICEBE, FHRBIEILALCKREZEROPAKEDHHRIZH Y B TH R TW
T, YT U THKBIZZIZEALE) B THENEDZ &)



CEBEOFERICE L TIE, B L2 EZICHATYD D, ¥~ 7)) 7T OHKEEICE L T,
|13 & A & Casual Labor (BEAZELE DN E) ITHATW S,

JICAD7u Y 27 FIZOWT !

JICADETT~Z ) 7070y =7 b aFEMT AHDTHIL, Waste Management Office b &7
HHIERFATNRTHY, ZIFLHHI L7z,

- Waste Management Office 2 15 AD7T — 7 —OFEH AT 5 D23t LT, JICA 5525 N5
CHLWERLTODLZ B LH D D720,

-2H20HO 7Y 27 N A A=TU AN (PCM) =27 ay 72T
5o

Z Db
ERERIEL TCWAERED ) b FHWIZIEE L T4 DX Omjaga Environmental Services

CoLtd. TH A (ULFED Mr. Fred Munema KO EEHFF % ATF) .

ok



<7 7 RYAZHREES 2 REFMFERE
Lo v ¥ BEESBETS L O

H & 20044E 2 H 13 H 14:00 ~ 15:30
W BT L v e RERSZIGE TS

JICA IO FEE EHEE (2 y b)), HEEMR

K % WhL/FriE pLti
Head of Lab-hospital Equipment Workshop,

Mr. John Byarugaba L ) .
Muhimbili National Hospital

. Manager of SPL, Pediatric Department,
Dr. Bushiri S. Tamin

Muhimbili National Hospital

AO SR I 2 EMM 2 Z & ¢
-AOBEHDERI., N THOFNETCE2Z LTI vAMON TR, ANDOFT T AEFIE
EoTBWT HONTF YERFSZT WY BINT LIV, NS U EREETEF S VT
ZTERNTOLEEICE) 2L TE 5,

AO ERRBR(MDM)

ROHSABZITBEHNA
COBAEHBRYEAS(ERTRAETE)

YL VA OVTR AV TFFVADEER bR AL LA ANV EEDLEVODPRE, 2
NPENAFERDIILALEZEDTWA,

CADPACIE SWHBLTREE TS X ) ICT T, BEMBIIEAANIEZ S, bH5
A TBRLTRBRPTADESABREDAFNVILELZDOT, T—2 v a vy FIZELALY
EilH 5,

L YEVEBTHIZOWT .
"BBIE4 A, (HAHBEMARICIZE, FELF VT4 —B3ELS, I NHTIXE2LLW
Loz k,)
BB TMOBEERERPODOBBEZWIFI LR o TV AN, ERBOLZIAEFITFED W
2, LY EVRROBREBIRONA TS,



- BN OBEZE D A 7 » ZlE, MOH (Technical Department) @ 6 ADHEEH A& % &K [
LTEBL TS, sfflE X <HIS %D T, Technical Department ® 4 L £ [KIZH € & &

Wy,
SEOBIETEICOWT
=2 avyTIdHE4L4 L (LN TT, AXRY, ATV FNVIZATF T L), I

FTIRIIZDBTELFE, TNEFNDOT =223y TOFHMZIOWTITL LIS RV,

ok
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R EE & Ol

H 2004 4E2 413 H  16:00 ~ 17:00
% Omjaga Environmental Services Co. Ltd.
JNCAMIOFEEE | &&HE (2% vy )

K # il FrlE A

Managing Director, Omjaga Environmental )
Mr. Fred Munema Mobile : 0741-297626

Services Co. Ltd.

Ltz onT
- Omjaga Environmental Services (4 7 7 #1[X ® Buguruni XA+ 7 1 A &2 5 R DE
m¥#. 17 7 HIXD Waste Management Office DL ZiEITEH > TV AHIINIZ, 33 2=
T4 —TCOEEHIT>TVb, RLTIE 105 AT = —%E->Twhb,
REOLATRIZ, I 2274 —LRUVTOREI AV AV MILATTIYTRILT
DL ZEBIGICHED TV D, EBRICHSTT FRP Y —HOE T+ 2L T b (28
E L7274+ CD AT L72),

(LAY EKDOEEZLTO3IDIHTTHITS,)

1. 17 TBMFORIL BIERES
1S ADT = —DH) H 100 NIZEXE DB TTWE, 1 AL72) 1H1,600>) ¥ 7% b
5 9 (Waste Management Office T 7ZEHMDOEBY ), 7272 L, Bt SN LDI1E KB OHE
KEDTHEDO KT /NS BEHMOPKER~ T ) THKEOERIZL SN v, DR
BRoTWVEDIFTHL, AT TEFIETEPLRVTZOICZEZETAN-TETW RN
o

2. 70 THKEEOHR
S ADT =T —DH) b 77 ) THRKEDERICH I U TOENLDE5 NTE, KT T4
TORTHEEEZ LTWwb, 2720, BRlekz L2HEI2E, 2O EATYS A4
51A4720 1H2HIC2Z27007 ) v 72 HINT 52 EHTE S L) Municipal Law ( ?)
B GERE L7z 1T D> TEEZ XL TV 5, Municipal Law Tid 1 A1 H
1003 ) » 7l n) TEIlhoTWwAED, CHIFETELOT, 1 GAEFIX5 ~ 10 AAE
B)ICDE1I2H1,0000) 7l n) T EIZLTWwWE, SNFEFTOEEOEIZFRIT42%,



ERORPILR B L) 120 o T, A4 DEED R LU, BEIEHEIZ EFL7259,
- ZNFTO1AER T Buguruni XI5 (6 777,280 ADSEATE Y IRWIEA2 %0 EW) 1255
IV THKES ~6kmDI) B, 1.9~ 2 km & iFiw L72e IFEFITEVR—-ZAZH, 5 AL
PEYBTHONL VDO TH 2, RIZVEEVLZ VO TRBBICED S Z LT LW,

3. MRO#HE
S HF YHFZTTIE, 10EFDOFE (80 AL H W) 1IZD2E 1 AD Wajumbe (H%1E Mjumbe) & -
ENB) = F—=DHET 5 HARIZIE Wajumbe ZED TEREY A - A Y MIDOWTOH
HEIF—2FEHL TS, 1Dty a3 riZo&6 ADWajumbe 40, 1 W DOEEKIZ
3~4tyarEEBLTVS,
- Wajumbe ST 4572004 2747 LT, 1ROSMIZOE 2,000 ) ¥ 7 EH
HoTwd, T20EN, I—TF L EORIMPLELHET S, BMET LIRS EE TR S,
CLERRERIE, B L PEKEOBER THREASHINL 2E&TH > TS, —HIHCHA
HLTW5S,
CHEXIFT—IZBML 72 Wajumbe 13, HAOHLT 2 10FOFERICH L TEHELY L., EF
B 2 HEHET 5
CINFEFTOLIA, EROFEH I T IHVEEICLEToTEY, 7 THKEDER F
TICE s Tl v, 7272, EBICELREOTINA R h->TEY, ZEREIHETVS,

JICAD 7OV 7 MZDOWT ;
cTAY 27 FTHRLANVOFEHZEE L 720w Thid, B9 (A 2<K) O X9 7% Right
Person 24725 XR&72, 70T 27 PP EEETHAL T NMNE AT THEXZITFTRLSY
VI AH T — L EEIEE LTS EEND %,
CEOWAETL, UV 2 FOBEVERED DI, AT THNEELE=S ) Y E
TAHEZLEDPRETH), REELEDVPHFIHHZ2THL V) DIEIRELZVOITHEBEL TV
%
CTRERIEEIE LTI, HIRICEFAZREL, R 7Ly FEEA, EIF—FH Vo
7BV BBEESND,

ook



~ 7 ) 7 RIS MR LR E 25 2 K30 EE I AR A
NMCP 4 1 ¥ K & Dt

H M 200442 A 16 H  12:30 ~ 14:30
%o T NMCP
JICA Il D [7] i & I (EME), &&FEB (% vy )

K % iz e ARG
Dr. Alex Mwita Program Manager, NMCP Mobile : 0741-339713
Mr. Makono Andrew Health Officer, NMCP
Mrs. Ritha J. A. Njau National Officer - Malaria, WHO
Dr. Renata Mandike Deputy Manager, NMCP

Ty 7 MZOWT .

CPEMBE A E AT AHC E LTI, Y I NIZon TR 2 2 5, iR 3 ~ 4 2 dshR
B7259,

CHFIVI AT T — LADOHCIZDOWTHIFITT B 25 e DA A B SEMEE (2003 48 5 B 5§ 45)
B2 HEROLNTVDEDT, 2004 FEHFHEDP A THhHEN) ZEIZLT, AL
HDTHEXWDTIE,

- £ 0 IO Rural (& Tanzania Essential Health Intervention Project (TEHIP) 725 A » T\ 72 4%
THATF = KV A7 4 (BBAHHC #EE L, HC ' Dispensary # 5B+ 5 209 ¥ 27 L)
W) FELELTVDLIDOT, EVDTIE, 7272 HCIETEXADRLTWEZIANIEFIEALEEAL),

- BEANHDLHC LD L, HMTHICES N5,

- FF~, AMTZ, DV Tadl) bEMELTER 5,

CWFRICLTD, BRADPH D LA LPBEMBEP AN N VE W) 2 LD T, B
o2 NICEFE CTHOWEDLE T, BRDODH A HC ORI ZWH T TIZIEE L TR IER
ERCE

CEEICHENTLE s ZHMEOBIIZALRICE A viIET, 1ZLALIIBHETREDL. KEO
HAOPYBHEZTHLEEDLN L, 2003 FEFED 25 HEDI B, RO LY HZ 2 0IE
3HELHLVnTIwEEbhE, L3 bl 727vy 27 FOFEFHHIZE LTI v,

“20034EED 25 BIZOVTIR, BRDODHLHEZAHICANSL E V) T ELPATELRWA, 2004 4E
JEOHFERIZ V=T =AW ENy T = H5bE TNy T —ITE-sTHH IZNITER
D 7\ HC 2 b B O 8 A 251 g,

CAOEDE=Y ) Y 7 OREL LTIE, Offo72 274 PO (BURTIRERRZI 7217 TR



TAF RS BVEEHE V0, BEHESIAEDN TS &) 15 QB 72 ) {17
AOELZ B L 1h GRABITOEE)  ORMEHD I b, v ) THHELLY SR
Ha BRTELERO 3HESVOEIHER STV D, RFHIHEOIHE)

NMCP (2B L T :
- NMCP Ol E 3 15 %o
20034 6 H 5 20044E 6 H £ T (Non-wage) FHEIX. 1,LIODOHF KV, THIFITaEL T 7
Y8 (Hhs) Aol Tw5,

Global Fund |22\ T .
- NMCP (& Global Fund D H %1 b 34T 5%, Global Fund D~ % — ¥ ¥ — I 4 1 ¥ K,
U ZTARIEOTO Y 27 MIBE I T, FRIFEAEHEATY RV, G %2 Xt
% & L721TN T, Voucher Z > TIL®H 5 &\ ) B,
YNV TO Y 27 MM, 5 7 O Combination Therapy (2R3 % 3%,

fisd ¥ — DS
RITIEEZ DR F—=DBNIEINATy PIBITLTLE 220, v T ) T L) ilAhz
boTHELTWAE FF =34\, WHOIE~Y T ) 7R &2 LIS E, 74 V7 v F
(ZITN OE f %2 X LT 5b,, EEEERFZE (DfID) 1 Population Service & \»9) NGO %
HMLTIINDZEZ L TWwh,

(F PN TEDMEZ 2 EEZ ORI WTERE ATF)
Dodoma Urban 2HCs
Dodoma Rural 1HCs, 1Hosp

(Muuni Hospital — Z ®J5F¢ 1213 Laboratory Assistant D FAX A 5 )

Kangwa 2HCs, 1Hosp
Mpwapwa 1HC, 1Hosp
Kondoa 1Hosp

&%l . 6HCs + 4Hospitals

ook



~ 70 T R WOR LR S 2 S AT EE A AR A
DSM City Council & D1

H

i 2004 2 H16 H 15:30 ~ 16:30

Y% At DSM City Council

JICA I [ 5 & WERARE (EME), £&HE (a2 vy v h)

K % WAL Pl ARG
City Medical Officer of Health,
Dr. Deo M. Mtasiwa Mobile . 0744-474346
DSM City Council
City Malaria Research Coordinator, Mobile . 0748-477118
Dr. Gerry Killeen City Medical Office of Health/Ifakara Health E-mail :
Research and Development Center/STI gkilleen@ifakara.mimcdm.net

Mr. Michael G. Kiama Mobile . 0744-478265

City Malaria Control Coordinator, Ilala Municipal
Council/Urban Malaria Control Project - DSM

Dr. Marcia Cacoas de Castro | Research Associate, Princeton University

(NS, 2 H12HDSTI L DI L ELR DD E D072, F72 G EROATLET 5,)

JICAD7uy =7 b (BFIZHT~Z) 708E5) IZBL T .

CSTID 7Y =7 FEMATR S &) DIFIER ICE,
* Municipality |1 % Engineer (3\W 2 2SIEFIZICL <, 70T = 7 MIHEE 2 & 2 DK, #B

M~F7)VT7ORT T4 T RRELTDHR2DTHNE, LARPMETLFEDONY 775
> F (Engineer) 75 1Z L\ e RO NICWOAEREIZOWTEHZ 5 2 L IXIILBRNES 7208,
IR, E\v) 2 TRRFHE LD D Engineer * T 5,

- FHAEMEAMB IR (JOCV) IZTTRE T & ML K Municipality 121 A2 (&5F3 N) 2 &mZE T

%o STI-IFAKARA O REHAPhD D% E L JOCVISHATHEIEZT L EVIDL VD EDDE,
LA PhD FAEM ) DX 1 NS0 141 /58,000 FIVEREINLTWDS,

STIO 7OV 227 TRV ZVWHDIEY — Vo (EROEENLS IV E2—F—I12ES F

T)o IV EIAZIJICATEILTLOR LMD S,

Z D1

DSM @ 3 2@ Municipal 2* 5, % > 5 ® Vector Control Training Center (Z Health Officer %

%5 TE. 2 F M D3 — AT Environmental Engineer & %5,

ook
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~ 7 ) 7 RIS MR L ETE 25 2 K R0 SEA
MOH Z WM o 21 F I & Ok

H B 200442 H 23 H 9:00 ~ 10:00
BT MOH b
JICA o [7] i 3 E/REE (ayHvy o)

K % WAL P ARG
. Health Laboratory Technologist of Registrar - Private )
Mr. S. Mrina . . ) Mobile : 0744-596856
Laboratories, Diagnostic Department, MOH

HARIZDOWT
- MOH @ Diagnostic Section (21 3 2 ® Sub-section 7% % o
— Laboratory Service Sub-section (Head (& Mr. Mgaya ; &% C4 A)
— Health Care Equipment Sub-section (Head (& Mr. Emlay ; &% T4 A)

— X-ray Sub-section (Mr. Boyi; 1 A721F)

PO X > T F Y AW T !

W ER D X 7 F 2 A2 DT, Healthcare Equipment Sub-section @ 4 A %S [H] §§3E %
LTw2, 1HIZ4HLHWT LR >TA,

T =223y TRANY AT YT LAMT T L E)IZH Y ENENIIMOH D Service
Technician 2° 1 A3 D25, Healthcare Equipment Sub-section ® 4 N & fFhb¥ 5 & | £ T
8 Ao

<7272, BT — 27 2 a3 v 7Ll E 1 Referral Hospital I2fFi% SLTHB D, MOH @ Service
Technician D (T IZIHFEDSTE > T2 % Service Technician 2% 5B 1) | 4 E Mg o [EF it 5%
PO DOFEXL T FEITHE > TWwb, Kilimanjaro Christian Medical Centre (KCMC) (2d 77 — 7
av 7iEHY ., MOH @ Service Technician 1V \WAY, KCMC 23 - TWw 5 Service
Technician (&% 2@\ T 5,

“MOH ® 8 2N A T ke A7 - TV* % Service Technician b 710 Y = 7 DR E§ 5 2
EIZBLTIE, MOH & L TIEREZ W,

- Laboratory Equipment D L —HF—HD X T F Y AF v 7 ) A MDPFEL, b T3
(“Check List for Laboratory Technicians” % AF), T % 312 AO BHMMEEH O 2 — 4 —
YT F A ARSI S 2 L TEE,



BWH — 22DV !

« HC @ 72 %*121% Laboratory Technician S\ 72 WE T AL H LD T, £H)WVo/zb T AHIZ AO
PAMEEZ AN THH T BRIV, AOBEMEEZEAT AT (1 FOBREIZIE, BRADHHE
? 137512 Laboratory Technician 25\ % Z & 2 EET LWL ENH S, b L 1L, Laboratory
Technician * FLiE T A L Vo 25232 L 5 & DDFTH %, Laboratory Technician
DIEMIZ, EARMIZ DMO & IO Councilor 23RET %,

CAOEDZWI L AR — M3 A A EHEMZ A NMCP IZIRI T 5 2 L2k > Twb s, ERICE
NATHONT VL2089 2RAH (BafrbhTwiv), #d 7 +—~ v Md, “Practical
Guidelines on Acridine Orange Method in the Laboratory Diagnosis of Malaria and Other
Haemoparasites, November 1997, MOH” @ 15 R—VZ#>Twb (74—~ v hOa¥E—
z AF)o

WY — A 0K MEHEE L, FEARDIZ Laboratory Service Sub-section Z H& L CTF — L %
A TERT 5,

R [EFRE CTIE,OLaboratory XA ¥ ¥ ¥ — F &7z L TWbA 2D F v 7 Q4+ a7
Mo—=>7 (0JT), 2479 (Private HEEMDF = » 7 ) 2 b & AT Public B H O
Frv ) AMbHLEDI L)

Juy 7 MIDoOWT !
CAO EDHHEIZ OV TR, OFWHEIN, @2 —F -2 7F X, QHMDOEFE)., Lo
THNETREWERS,
T 27 PR E o2 AIE. A F RSB TIEEEZ ISR S RN E V.

Z DM DOE FIEH
- Laboratory Technician (% 3 #i%f .| @ Laboratory Assistant, (2 Laboratory Technician,

(3 Laboratory Technologistso

— Laboratory Assistant — E X 3% 2 4 @ Certificate I — A& & T35 L BRI HEOL N
%o %13 Shigida Hospital (Shingida) ., Mvumi Hospital ( F F <), Bugando Hospital (A
7y D35,

— Laboratory Technician — & 234 3 M @ Diploma I — XA &K T $ 5 L EEPHOLN
%o R L kB ¥ EY (DSM) . Kilimanjaro Christian Medical Center (Kilimanjaro) , Ikonda
Hospital (1) > %) @32,

— Laboratory Technologists — 3 4£® Diploma I — A D%, 2 4 ® Advanced Diploma I —
AT T HEERPEONL, FRITLAEZEY) DA,



- F LA HOBEMBELOMEEIL 800K KL< HWve AOBMEID T TLD L b VDERIZEN
(ES= ) VNI =4 A B A

ok



~ 7 ) 7 RIS WrR AL I 5 2 S AR Al AR A
DSM City Council ¥ ¥ < X & O

H

i 200442 H25H 10:30 ~ 11:00

%

Bt DSM City Council

JICA Bl D [F] s % EHRHE (ayHusy b))

K % iz At ARG
City Malaria Control Coordinator, Ilala Municipal
Mr. Michael G. Kiama Mobile : 0744-478265
Council/Urban Malaria Control Project - DSM

(FNVIZAYFFT—LDNVAL Y —3OT LI % BEHWIZIT>722WTIZ, NGO IZDWT
DIEMEIFT2,)

a3

LT 4 = NDEEREERILTEXLIREDDH S5 NGO I2DOWT

- CARE International {22\ CId, E2 2~ Z ) 7 OiEE) % L T\ 573, City Council & 1317 o> 2

-7 7)) THEKEOFERIZ O W TIE, NGO Tlid 7% <, CBO X Omjaga D £ 9  RWEEEIC

SEEH DY . HEVIFE L AV, WFO NGO 2HM & LTELTIEE) 4

— Plan International — K& D EFE NGO, Bugruni iDLV A ¥ ¥ ¥ — @R RFR#ER. I 3 2

ZTA TG R E, WAWAHEFERIT TV D,
Contact : Mrs. Kawawa (mobile . 0744-381428)
— Water Aid —[EFE NGO, #AEHFZHGIZII2a=T 4 =82 LTWwa,
Contact : Mrs. Kayeta (tel : 2700776)
— ENVITEC — 1 — %)V NGO, I3 2 =7 4 — KA H0,
Contact : Glaciana (mobile . 0744-264185)

RETH 5,

ZitT

>N
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~ 7 ) 7 RIS WrR LR E 25 2 K30 RE A AR A
AMMP & DOk

H 200442 H25H 11:30 ~ 12:00
% ooPr Adult Morbidity and Mortality Project (AMMP) Office
JICA Bl D [a] i % EH/REE (a>H%vy o)

K % iz AT ARG
Data Manager, Department of Medicine, Tel: 022-2153388

Mr. David Whiting

University of Newcastle Upon Tyne E-mail . dave@ammp.or.tz

AMMP [ZD\WT .
“DIID DT VY =7 FD 1D, 1991 FFIZHEE D, 2004 £ D 7 JIHED B FE
SRR E T L M T EORBERCILEREIFET S L) O EM. I Diabetes
7% £ Non-communicable Disease D i % H A IZ L TW72A% i&H 2> 5 . Communicable Disease
bAND L) IZ% o7,
- Demographic Surveillance & E1Z7 — A @ Verbal Autopsy Z FEhE L T\ 5,
TSRO BIEDTO LB ¢

— ¥ VT AH T — 2L — 67155000 Ao Demographic Data |& -4 Z & [ZHf5, Verbal Autopsy 1
WH. MG EBFE oY E L, Dr. Mashombo (7 A7) & Dr. Marry Lewanga (£ 7 7).
FOUYFZEMRE LTV,

— Hai District (Killimanjaro) — 16 5 Ao Z#LIE District D 75% % /3= L TWA Z &l b,
Demographic Data D HUf$1% 1 45 Z &, Verbal Autopsy (338 H o 5 EFHIOFH 451X, Dr.
Masukio

—E U I Rural District (E 12 TH) — 1275 ATALD20% % 51 78—, 1412 1 [A] Demographic
Data % Hi{f%. Verbal Autopsy (338 H . BUFMI D435 (L, Dr. Machibya (District Medical
Officer) o

- INFTTD 10 4EM T, Verbal Autopsy 122 W T, &FF5 AlEE2 0% e L,
“1997 AFITHIM L 72 L AR — M iE, www.nclacuk 265 %7 0 — FT& %, 2004 4 7 HIZH L w»

LAR—MHIE 2 il oTEY ., BEHRER,

cTBY s ME TS NER B O Y AT A AAL L V) OFHB, IV AT T — 4

& Hai District |22\ Tld, §TIZ District M E B 2O 55 L) 12> Twad, £H

T0 Rural IZ2WTIE, AT 22K 0 F v 80 7 4 =130y, —IBfREY 27 212 AR

nNTwns,



HHF LRV TEDPZ)F vy T4 =1 ZEDP)  BVEEPRATN S, FEEICHEZ 34EM,
Z 5 O District I AMMP O 3% % L THB ISEB 2 DO Twb, Tt 707 7
LIZONTH Y =7 ADHGSTERL TWwb,

7272 PRBURF O MBI 2 BIEATR o TV b, BARIYICIE, 77— & HUS 2 B )09 TE AV IR
BICFIEL W20 SR NDOTFEOGEBENL D E ) PEN TR\, DIDVZED L9
IO FE AR T A5 L) ICMOH IZE X 2T TWE 25, 408 2AWUEDNR LN 0,

-1 F FEHF D3R Z X B Tanzania Essential Health Intervention Project (TEHIP) & 13,551 7 = —
A DIGEEE—FEIHED T E2A 1998 ED D DEE 2 7 = — XIIHNIR S 2 L I27% 5 72, TEHIP
X Rufisi xR ELTBY, £oTWV5HILIZAMMP EHMTW5,

JICAOD7ua Y =7 MZDOWT .
« 32D District Tl&, 7= HBEDO VAT LN TEHP>TWELDT, 70T =27 bDA N
JANDEZF ) IIME) S E oW REE EbRs,
JICAD 7Y =7 bI3Z 15 D District ZXF 129 5 D TadH L, Verbal Autopsy DIHH 12+
FUTIHFHMLLZEMERH A MACTE=Y ) /77— 2035 &) T L g, BED
B I HE L. Febrile Disease & L T/EGNTBY, ¥ 7V TIZOWTHELNLHEHRIZR ST
V2%, Demographic Survey IZ2WTIE, BED 205 LIICADTBY 27 FOAT—THT

BT, TELZLIIEONTWBLEES,
F OO EH
U ZT D Census X 104FI2 1A EVH) T LT > TW5h, ITTIE 2002 F 27N THB

D, FEFICHEOH VT =7 5N TWw5h (www.tanzania.go.tz/census) o

ook



~ 7V 7 B Rrs LT 55 2 K A0 AF Al AT
NMCP ~ » 7 1 7 K & D
H 2004 4E 2 H 27 H 13:00 ~ 14:00
Yo P NMCP
JICA o [7] )i 3 E/REE (s o b)
K %4 Wl Frle LR
Dr. Renata Mandike Deputy Manager, NMCP Mobile : 0744-295323

O T 27 FOBERE R ) Z ) RIRIZOWT, BROMBRIEZ RNz, TV ALY Y MIZERR
THER S22, MEFMPS VL0 P ETERSON Lo, 72, €U TH Rural
& Rufiji I22WTIE, FRAEINE-> TE TV RV,

AR SN TV B EHR G (HC & Dispensary) OIRPLIELLTO LB ) TH 5,

Morogoro Urban :

— Masiga HC

— Uhuru HC

— Sabasaba HC

— Kinguruwila Disp.
— Konga Disp.

— Mbete Disp.

Dodoma Urban
— Makole HC

— Hombolo HC
— Makole Disp.

— Kikuyu Disp.

Dodoma Rural :
— Mundewu HC
— Bwigiri Disp.
— Izava Disp.

— Mende Disp.



Kinondoni (DSM)
— Mbweni Disp.
— Kiluvya Disp.

— Kibamba Disp.

Temeke (DSM):

— Kigamboni HC

— Mbagala Kizuiani Disp.

— Rangitata Disp.

Ilala (DSM):
— Mnazi Mmoja HC
— Bugruni HC

— Vingunguti Disp.

L

E
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RREREE L Ol

{18

mt

H 200442 H27H 14:00 ~ 14:30
% Br Peacock Hotel
JICA o> [7] i 3 EHREE (a>H%vy )

K #

WAL P

Mr. Fred Munema

Services Co. Ltd.

Managing Director, Omjaga Environmental

Mobile : 0741-297626

(Omjaga Environmental Services (R DFEFEE) O L AKX 25~ 7 ) THEKEH RO ALY

rh bl
Variable cost (daily rate; cleaning 2.5km/day)
Labors (cleaning 50m/day) 2,500 50 125,000
Vehicle hire 70,000 1 70,000
Total 195,000 Tsh
Fixed cost (initial cost)
Gloves 4,500 50 225,000
Spades 3,500 50 175,000
Gum boots 9,000 50 450,000
Masks 500 50 25,000
Wheel barrow 50,000 20 1,000,000
Panga 2,000 10 20,000
Tupa 2,000 5 10,000
Total 1,905,000 | Tsh

(LLEIZEBOMD 77 10% M2 2 L, ERBEHEIUTOL IR 2S,)

Cleaning 25km 4,240,500
Cleaning 50km 7,458,000
Cleaning 100km 10,675,500
Cleaning 200km 19,255,500

Tsh
Tsh
Tsh
Tsh

*1USD = 1,100Tsh = 108JPY (As of 27 Feb 2004)

>\
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PCM7—%2 >3y 7OFM

PCMU—9 L3y 7O (200452 517 B~20 B)

1. FE-BEQA1TRH)

U—Jay7BME

Name Title Department/Agency
Dr. Alex Mwita Program Manager NMCP, MOH
Mrs. Ritha J. A. Njan National Professional Officer - | WHO

Malaria

Hassan M. M.

Nursing Officer

Department of Mnazi Mmoja Hospital,
Zanzibar

Mr. Suleiman M. Muleane

Nurse psychiatrist and nurse tutor

College of health sciences, Zanzibar

Fanuei Raphael Kipesha Municipal Medical Officer of Health | Kinondoni Municipal Council
Kinondoni (Health Officer)

Dr. Senkoro, DDS, MPH Senior Dental Officer Hospital Services, MOH

Mr. Makono Andrew Health Officer NMCP, MOH

A2 AT

* L RE% “Malaria patients are not properly treated” SR EL . FIESTFT —2 s ay P4 EMLI, U
— 7Y ay 7 TR U= R R R & RIS IR L7,

2. BAMEERZNN(Q B 18 H~19 B)
U—2iay78MmER B 18 B)

Name Title Department/Agency

Kipesha, FR Medical Officer of Health Kinondoni Municipal Council

Alex Mwita Program Manager NMCP, MOH

Mwinyi Msellem Health Laboratory Scientific Officer | Zanzibar Malaria Control Program

Linda E. Swai Engineer Muhimbili National Hospital

Abdu Mwansa Quality Assurance Officer Medical Stores Department

Makono Andrew Health Officer - NMCP, MOH

Hasi Khatis Health Laboratory Scientific Officer | Zanzibar Malaria Control Program

Donat P. Mlay Kinondoni Municipal Laboratory | Laboratory Department Kinondoni
Coordinator

Renata Mandike Deputy Program Manager NMCP, MOH

Sabas Mrina Health Laboratory Technologist of | Ministry of Health Diagnostic

Registrar — Private Laboratories Section
Michael G. Kiama Malaria Control Coordinator - DSM | Dar-es-Salaam City Council
Thomas Mshana Municipal Technologist Ilala Municipal
Prof. B. S. Lembariti Registrar MUCHS
U—ovay 78 mMmEQC A198)
Name Title Department/Agency
Alex Mwita Program Manager NMCP, MOH
Mwinyi Msellem Health Laboratory Scientific Officer | Zanzibar Malaria Control Program
Linda F. Swai Engineer Muhimbili National Hospital
Abdu Mwansa Quality Assurance Officer Medical Stores Department
Makono Andrew Health Officer NMCP, MOH
Hasi Khatis Health Laboratory Scientific Officer | Zanzibar Malaria Control Program




Donat P. Mlay

Kinondoni Municipal Laboratory
Coordinator

Laboratory Department Kinondoni

Renata Mandike Deputy Program Manager NMCP, MOH

Sabas Mrina Health Laboratory Technologist of | Ministry of Health Diagnostic
Registrar — Private Laboratories Section

Michael G. Kiama Malaria Control Coordinator — DSM | Dar-es-Salaam City Council

Thomas Mshana Municipal Technologist Ilala Municipal

Prof. B. S. Lembariti Registrar MUCHS

Chacha Mungaho Tutor Muhimbili School of Hygiene

RIREOHT - B KYSAT

#1.0f8E % “Conventional laboratory diagnosis of malaria takes time”25REL . FEH/TY —r ay”
PERLUE, FESWTT—rLay 7 ORRE2EL, BSHY—2vay 72 ER LT, V—rvay”
TERLU-FIERKE BRIRREZBIEICHRAMA L,

T 7u—FORIRCEFGE

ERREN - BHZRE»O P ORERZBRTIOCEDHLEDNET o —F L, ELEhOT
FO—FTONTHRE LT, TRENDT I a—FIZ OV TONBRNELZ U TICRR T 5,

O BREEMOBEREBLEFOR L
o REBMORRIIHETHEY. RERE ORI FITEEBEF (council)SREL T
Bizh, 7Yz 7bCRYRIDIZEELEPND,

o« BEBMTEETIEHICEALTIL. RRREKEIRET — A4 (CHMT) 2#{LT5ILiC

IO THENTRETHD,

o BEORREI/FI—HXEOTTIR, HFTHEERPERUEFELHETHILIIR->T

W3,

o HFITEEER. BRRERMS (MelsSAT). REE BB —E XA, FURE
BEED TEHZHE - BHEL TVKLESRHD,

@ a—¥F—EHRLLEBEBRERTEEDOME
o a—P—ERBLUEERSERTOFEL. EHFELLIITRTORELL TEETE

%o

o RERFBRRERONIF2TACEMERTEREANDLLL—D2OFHRFETHD

LEbnD,

o REEDE—CREALS, BMERTFEEOTF =y YA AELRNTIERL TS, &
DYANEBARICEIL7cb DITRETU TR ZEIXFTRETH D,

o REEEBITY—E REM. Melsat, CHMT, 2AEVEVRFREZMBR AR, ERBEE
BEWRE. Voo NV RERZEAELRELED TEDEHE - EREL TV UERDHD,




BB~V DRIGT AT DOHE

JICADLDBEHEDREEIL, R—YEEDRTERITTIILREENS,
EERMRD/S—Y OEARE T HHIT, MSD BEEED/—YERFEHNF0IIT
ANBYUERDD, 12720, ZD71DITIE, EDIIRN—YBRENLV I L2 REBELE
FIRBEETENELH T MSD ICBRETIUERDS,

N=DZONTE, ERBERPHEET2L0L, SHMOERESREETIHEHRETIH0
KRons, Enboz KL THRZE- BB TIILBLETHS,

ERBSEELS. REEDW I —E R, MSD 250 TEBZFHE- REL TS
EndHD,

BBV ER RO AT LDUE

EMEZHITLERHER L. RAFART TR eBIR-BR, ~"aF U BR2ETHD,

PR ERIERIC, REEE (NMCP) SMSD I L ERERESLERIERBEZRE TILERD
o

MSD DHFZuZICRBBENTOIIE, EROEFRBERPERREZEL, BETEIENT
&5, MEESBADESIZF RL N T—FELT MSD ICHHANLTWBDT, £ RAER
XD MBI,

ERCEEMOBT LR

BELCEBEZEIEERESICEATIOLARKC, EMCE S T28E LERD
BETHD,

BELBEII OV TORRICOVWTIE., FERERBEHL VB AHLZEFAT0
b—DODFETHD, GO TERAZMBIERTILER DD,
TERZBEII OV TORRICEAL T, EFOBRERERNRETIOLEHNICIIHE
HEBbhd,

REREHETRERBW HEEBNTIOLHRMEEDND, #lzid 4 A 25 BIXT7Y
B+=ZVTOBEEEINTEY, 1 BRDSRHITH 100 AOBREVRHET D, TOLIBHEE
ZFATHOL— 2D FETHD,

EBRAOHK 4 RESIHLTERTHZITIOLE DN THS, EFS (MAT), HEMHS
(TARENA), # ERS(TDA) 2 BRIREHEDH I L THEIT BB,

ERESZEEREITEOBE - KW L

BEDLIA ERBBREEENEL2ER T ERITIENICEELLZ., REZMOER
FRTEBRENERROLD OEHMT— AR ETHL DD —2>DOFETHS,



BRBFORFZOTHERIEERNERRI—REFRTIE I ELDS,
ERBERTERT —2)—F —2 &M TEML. NREFKEHFEF —AREIMT)O—
BLLTHEREKERE TAHRGFHOMINEEND, F— L —F — 1IN TULERE TS
DB ERESBEBROERLVO L LATRVAMEABRRDLNS, X LTIV
— ACBIL T BRI F — B — ¥ — BEA S TEY, KEHSE D TS,
FNTZYT— LB FEBIKRFEOITEEEL TRHZED IO —DDFETHS,
TE=TDENY CERBREBRRTEDOERFRVBRIINZOT, BEICTILR
VY,

@ BER#ROWE

L4

BRETORELZEROMGICE. BEREY. BBH, Y —T— XL, TEBARER
BEThHB,
B U BB T, RO EBOSRAA Y BLELR S,

AOHELE R

AO EDERIZ MILETFo—F L TTK, ERLAZEeTO7 Fe—F 5 4be ik
TERSNS,

AO ERBHEIC OV, BRTITHTH THA TERVED  JICADLDRERLET
&5,

EELBESERINLZVERTTL A0 BEEIZEBHRBLVIEFTNAEEZLR
HiskhiZ, ER2ERBRIAEND,

3. BREI-XVA/M2 A 20 H)

U—0 avy T EBmE

Name Title Department/Agency

Alex Mwita Program Manager NMCP, MOH

M. Kimaro Head of Solid Waste Waste Management Department

Fred Mnema Director Omjaga Environment Co. Ltd
(Contractor/Solid Waste at Ilala —
Bugruni)

Noah L Mwasabujonga Health Officer — Port Health MOH - Port Health Service DSM

Abraham, M. Malaria Control Coordinator MMOQH - Ilala

George William Malaria Coordinator Temeke Municipal

Gerry Killeen Research & Training Coordinator UMCP Dar es Salaam (IHRDC,
STD)

Swai, Mary Environmental Health, MOH Head, Water, Sanitation, Hygiene,
MOH

M. G. Kiama Malaria Control Coordinator —- DSM | Dar es Salaam City Council
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THE UNITED REPUBLIC OF TANZANIA
THE MINISTRY OF HEALTH

PROPOSAL

FOR THE PROJECT-TYPE TECHNICAL COOPERATION
ON

MALARIA CASE MANAGEMENT TRAINING

AND

- CONTROL OF MALARIA MOSQUITO BREEDING SITES IN

URBAN CENTERS

NOVEMBER, 2002 o Dar es Salaam
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APPLICATION FORM FOR JAPAN’S TECHNICAL COOPERATION

1. Date of Entry: Day 16TH Month November Year 2002
2. Applicant: The Government of the United Republic of Tanzania

3. Project Title: Malaria case management training and control
mosquito breeding in Urban Centers

4, Implementing Agency: Ministry of Health

Address: Plot No.36/37, Samora Avenue
P.O. Box 9083, Dar es Salaam, Tanzania.

Contact Person: Permanent Secretary

Facsimile: +255-22- 2120261/7
+255-22-2130770

5. Background

In Tanzania, malaria is assuming prominence in the minds of the
common man, government and political leaders as the resurgence of
malaria is increasingly causing more and more distress among people.
In 1999/2000, the disease accounted for 40% and 30% of all outpatients’
diagnosis in children and adults respectively. Recorded deaths due to
malaria are between 100,000 and 200,000 persons annually.

In face of this major disease, coupled with economic burden, control
operations to prevent malaria morbidity and mortality have to date been
inadequate. The. envisaged approach to address this problem is for the
Government and partners to consolidate their efforts for effective
utilization of resources in order to obtain a meaningful scale of malaria
control in the country.

In line with the health sector reform, a renewed emphasis on malaria
control in urban centers as well as provision of quality health care
services to malaria patients is among the priority activities now
advocated for by the Ministry of Health. '

Early diagnosis, prompt and correct management of malaria cases is the
main strategy of malaria control programme. This entails giving quality of
care to malaria patients in all health facilities. Training of health
personnel involved in the nursing care of malaria cases and
strengthening microscopic diagnosis of malaria are key activities in this
strategy.
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Since 1993 up to 2002, the Government of Japan through JICA has
supported the In-Country Training Course (ICTC) aimed at developing
capacity to health personnel involved in Malaria case management at the
district and regional level only. Health personnel from the periphery
health facilities have not been exposed to such training.

The proposed Project-Type Technical Cooperation projects are therefore
aimed at strengthening the capacity of health personnel in the provision
of quality of malaria case management by doing cascade training as well
as scaling up use of Acridine Orange method to the periphery health
clinics. The other proposed project is to reduce malaria transmission in
urban centers though environmental management/source reduction
measures.

6.This project proposal seeks to cover the following:-
(i) Early diagnosis, prompt and correct treatment

Malaria case management remains the basic of malaria morbidity and
mortality control. This strategy depends largely on early diagnosis and
correct case management. However malaria case management is
frequently characterized by inadequate and/or inappropriate diagnosis
leading to improper case management particularly in the periphery
health clinics. For this reason health providers are required to do
correct diagnosis (preferably by laboratory support), in order to provide
correct treatment including nursing care in accordance with national
guidelines. Also they have to educate patients about drug compliance,
follow-up and be able to refer patients when necessary.

One of the major problems in malaria case management faced by
majority of health providers particularly at the periphery health facilities
is diagnosis and correct treatment. Therefore capacity building of health
providers involved in the care of malaria including microscopic diagnosis
in all periphery health clinics is fundamental in order to achieve prompt
diagnosis and correct case management including nursing care of severe
malaria patients.

(if) Laboratory Diagnosis of Malaria

Malaria diagnosis in the majority of periphery health clinics is essentially
clinical. However because of similarity in the clinical presentation of
malaria and other febrile illnesses, laboratory confirmation’ is highly
required to avoid mismanagement of patients. Where microscopic
examination is available, the tradition is to do laboratory diagnosis of
malaria by examining thick blood smears stained with Giemsa stain
technique. Although this technique is reliable, in skilled hand and
accurate, 1t is time consuming. In a clinical set up where patients with



fever are many, it is not cost-effective (time wise) to refer all patients for
blood slide examination. In addition when there are too many blood
slides to examine the accuracy level decreases too. Giemsa. stain
technique is more often hampered by the relative long time it takes to
give back the results to the clinician. As a result of this, some patients
don’t wait for treatment.

In comparison, the Acridine Orange (AO) method (which was introduced
in the Tanzania since 1994) is simple to perform, it is fast (takes less
than five minutes to get the results), it is reliable, accurate, cheap, fast
thus making patients to get treatment without delay. The advantage of
the superiority of AQ method is that it drastically improves the quality of
care to malaria suspected or febrile patients if this method is fully
operationalised in all . health facilities. Its reliability, accuracy and cost-
effectiveness have benefited the district, regional and referral hospitals in
the country were this method is used in diagnosing malaria patients.

There is therefore a need to undertake a health system research and
development for sustaining the AO method as well as scaling-up the use
of the AO method to health centers in the country. The AO method will
enable prescribers to give appropn'lte treatment as well as identifying
early treatment failures.

Health provision in Tanzania is nearly shared between public and private
sectors. Hence, the National Malaria Control Programme (NMCP) through
the Ministry of Health (MOH) will work in partnership with private sector
to promote AO methods in its health facilities too.

(iii) Environmental Management for Urban Malaria Contrel

An Urban area is essentially a man-made environment, encroaching on,
and replacing a natural setting leaving large sections of their population
is squalid conditions. The existing lack of coordination among town
planers, engineers, vector officers and health personnel has created an
enabling condition favouring mosquito-breeding sites in most urban set-
ups. Malaria is now a public health problem in all urban centcrs in the
country and that urgent renewed efforts best approached through
intersectoral cooperation are needed and justified to fight the disease
through good planning, management of drains, land reclamation and use
of mosquito control by-laws.

In implementing the recommended vector control measures in urban set-
ups, health engineers, planners, health officers and biologists have to
work together in all aspects of the this proposed project of environmental
management of malaria control.
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Such an approach will reduce or eliminate vectors and are usually more
efficient and more ecologically scund. Also enforcement of the existing
legislation related to mosquite control in urban centers need to be
revived as through that a strong impact is anticipated.

{iv) 'Operational Research

It is proposed that the National Malaria Control Programme of the
Ministry of Health in collaboration with JICA will conduct research to
identify problems related to the use of AO method in the district and
regional hospitals where they are now performing this technology. Also
the study shall work on modalities of scaling up the use of the method at
the health center level including private health clinics. Also operational
research identifying cost-effective ways of involving the local communities
in environmental management of malaria control in urban centers will be
conducted.

7. Ontline of the projects

The project will comprise of 3 sub-projects 4, B and C as shown below.

8. Overall goal

The overall goal of the 3 sub- projects is to reduce malaria to a level
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where it is no longer a serious health problem and obstacle to socio-

economic development.

9, Strategy

1. Up-date knowledge and skills on nursing care of malaria and other
common severe childhood illnesses to all health service providers to
ensure quality health service delivery

2. Strengthen the capacity of all nursing tutors in the nursing training
institutions on new malaria policy

3. Strengthen laboratory diagnosis of malaria by scaling up of AO
method to the periphery health facilities

4. Up-date knowledge and skills of Town planners, engineers,
vector/health officers on feasible and cost effective malaria
environmental measures in urban centers.

5. Rehabilitation of drainage system in urban centers to eliminate

sources for breeding sites for mosquitoes

6. Develop tools for research and quality control pertaining to case
management as well as other malaria control measures

7. Strengthen CHMT and RHMT in providing technical and supervisory
maters to increase their ability to perform their duties

8. Advocacy and sensitization of Regional and Local Government leaders
on the projects activities and their support in budgetary allocation
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9. Development of appropriate L.E.C. materials and messages crafting,
thereafter disseminating it to people through different media

10.Strengthening of communication networking to facilitate smooth
implementation of the projects activities in the country

10. Expected Output

The overall project outputs are:

1. The quality and delivery of health services improved at all levels of
health delivery ‘

2. The diagnosis of malaria microscopically improved and AO method
scaled up to periphery health facilities. '

3. Malaria transmission in urban centers reduced

11. Sub-Project (A)

‘Improve quality of nursing care of malaria and other common
severe childhood illness.

11.1. Project Purpose

To reduce morbidity and moertality due to malaria.

11.2.

11.3.

Qutputs

Febrile patients seek early treatment

Malaria diagnosis is confirmed microscopically

Malaria patient get effective anti-malarial drugs

Severe malaria patients are managed as per policy guideline

Severe malaria patients from the periphery clinics get immediate
referrals

Project Activities

Hormonise and develop of nursing curriculum and teaching
materials on malaria nursing care

Train Trainer of Trainers {TOTs) on nursing care cf severe malaria
cases and common severe childhood illnesses

Trained nurse tutors who will train pre-services nursing personnel
Support TOT’s to do cascade training to both public and private
health facilities

- Conduct post-training follow-up of the trained nurses to ascertain

their performances.

All the above activities will ensure a sustainable production of trained

nurses and hence improve the quality of malaria nursing care as a
whole.



12. Sub-Project (B)

Promote the Acridine Orange (A0} method for malaria diagnosis in
hospitals and scaling up of the method to the periphery health
facilities particularly the health centers

12.1. Project Purpose

To increase specificity and consequently reduce over-diagnosis and over-
treatment of malaria with accompanying misuse of drugs as well as
missed alternative treatment for other febrile illnesses.

12.2. Outputs

= Febrile causes are correctly diagnosed.

= Malaria patients get appropriate treatment

» Urban and rural population will benefit from quicker and more
accurate AO method in diagnosing malaria than Giemsa stain

= Laboratory units in hospitals and health centers will be less
congested as patients will spend shorter time to get their results

12.3. Project—ActiVities

=  To introduce AO method to health centers and provide equipments,
materials and reagents

»  To train laboratory personnel at the health centers, regional and
zonal levels

» Train tutors in the laboratory training institutes in the country

» To provide Zanzibar and the new districts and region with AO
equipments, materials/reagents for malaria diagnosis

» Set up five workshop centers in the country equipped with AO
spare parts to repair AQ microscopes

= Develop relevant curriculum and teaching materials (from the

' existing) to laboratory personnel of different levels of health facility

» To promote usage of AO method to health facilities in the country

» To analyse and improve supportive health system

» Advocacy to RHMT and CHMT on AO method to familiarize them

* Advocacy to Regional and Local Government leaders on AO method

= QOperational Tesearch on AO method conducted involving research
bodies/institutions aimed at scaling up the technology

*» Support consultancy for management and technical matters
related to AO method

» Conduct supervision and Quality assuarence of the AO technology

» Establish a net work with other partners aimed at strengthening
health laboratory services

» Monitor and evaluate performance of AO method in the country
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13. Sub-Preject (C)
To reduce mosguito breeding sites in urban centers

Environmental management of malaria vectors breeding habitats can
dramatically reduce insecticides -use and associated costs while
contributing to sustained disease reduction in wurban set-ups.
Environmental management besides being safe and friendly to the
environment is an effective approach in the urban centers in controlling
the larval population hence reducing mosquito densities.

Prior to the execution of the rehabilitation of drainage, the ecological and
urban geography and mapping malaria-breeding sites in each urban
center have to be done.

13.1 Project Purpose

» To reduce malaria vector breeding sites resulting to low
transmission and hence reduction of morbidity and mortality due
to malaria

* To reduce mosquito breeding sites by removing water bodies

» To reduce mosquito nuisance of frequent bites and annoyance

13.2 Cutputs

» Malaria mosquito densities are reduced

= Reduced malaria transmission resulting from reduced human-
vector contact

» Reduce malaria cases ,

» Reduced/removal of stagnant water bodies

=  Urban centers become free from malaria

13.3. Project — Activities

» To train the urban environmental personnel (who includes Health
Officers/Vector Officers; Town Planners and Town engineers) on
the types of mosquito breeding sites, urban geography, land
survey, structure and function of anti-malarial drains and their
construction

» Ecological research and education on urban geography

= Provide the urban authorities with tools and machines for
construction of anti-malaria drains

» Rehabilitation of existing and or construction anti-malarial drains

= Elimination of water bodies likely to harbor malaria mosquitoes

» To support urban centers to design and budget for construction of
malaria drains
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- Educate community on different types of mosquitoes and their

preference of breeding sites

Conduct advocacy and sensitization meetings/workshops to
Regional and Llocal Government leaders on the importance of
malaria environmental activities and support the budget allocation
Support the council authority to revive and if necessary to review
by-laws and regulations to control mosquitoes in urban set-ups
Support the councils to mobilize communities to conduct
community based malaria control activities in their localities.

14. Project Counterpart

The National Malaria Control Programme (NMCP) Manager will be the

primary project counterpart to the Japanese side. One NMCP staff will be
attached to the Japanese expert in their day today activities. The project,

however, maintains direct contact with the Director of Preventive

Services where appropriate and necessary. The Permanent Secretary of

the MOH and all partners (donors, NGO’s private organization working

towards the same principle) are other participants of the project.

15. Government of Tanzania in puts

Human resources (Remuneration and Other costs)
Project office space at the National Malaria Control Programme
Other necessary supports and inputs from central level.

16. Resource requirement

16.1.

16.2.

16.3.

Long term Japanese expert

Chief Advisor Malaria Conﬁ-ol on Japanese aicied projects.
Short-term Japanese experts

Diagnostic system to work with ;)ther partners to do a research on

AO method, weaknesses, opportunities and challenges if the
method is extended to the periphery clinics.

‘Nursing education to coordinate curriculum development based on

job analysis
Management of medical equipment and maintenance

Financial support for the following

Equipments including microscopes, light sources, maintenance
tools, equipment for land survey, tools/machines for drainage
construction, land survey tools/machines and supervision vehicle.

Consumables including: materials and reagents for AO method;
bulbs for light sources etc.
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» Costs for different trainings, workshops, seminars, supervisions,
survey and research studies mentioned in the proposed projects.

*= Running costs including: editing, printing, training, meeting,
research, monitoring, evaluation, papers, etc.

» Other necessary support where required.

» Training in Japan-Support short courses in Japan in fields of
urban planning, drainage work, equipment maintenance, parasite
administration and health planning.

17. Implementation Schedule

This proposed schedule is to begin in the Japanese Fiscal
Year 2003/2004 for the period of 3 years.

18. Implementing Agency

The National Malaria Control Programme (NMCP) will be charged
with implementation of the preposed projects in collaboration with
districts. The Ministry of ‘Health is responsible for overall co-
ordination and supervision of the project. The Ministry of Health in
collaboration with JICA will assign an institute (public or private) to
monitor and advise performance of the project.

19. Related Activities

The respective districts will be responsible in implementing the related

activities.

» Strengthening of CHMT and council in the implementation of the
project activities to ensure that they are carried out per schedule

= Ensure that project activities are in the district/council plans
including adequate resource

» Development of project indicators to track down project activities

» Development of schedule and format of regular liaison with MOH and
feed back to districts |

= Conduct post training follow-up in the districts

= Establish and/or strengthen partnerships with councils in the
Malaria Control Measures

20. Beneficiaries

» Immediate beneficiaries of the project are the health services
providers in the districts, regions and zones. The population of
Tanzania will also be the direct beneficiaries.

» Project experience will also be shared with other partners towards
the same principles.
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%1 RAZEHFEESE (Minutes of Meeting)

MINUTES OF MEETINGS
BETWEEN THE JAPANESE PREPARATORY STUDY TEAM
AND THE AUTHORITIES CONCERNED
OF THE GOVERNMENT OF THE UNITED REPUBLIC OF TANZANIA ON
THE JAPANESE TECHNICAL COOPERATION IN TANZANIA

The Japanese Preparatory Study Team (hereinafter referred to as ‘the Team’)
organized by the Japan International Cooperation .Agency (hereinafter referred to as
‘JICA’) and headed by Dr. Hiroshi TAKAHASHI visited the United Republic of
Tanzania from November 15% to December 1%, 2003, for the purpose of making a study
‘of the request for the Japanese Technical Cooperation for Malaria Case Management
Training and Control of Malaria Mosquito Breedmg Sites in Urban Centers in Tanzania
(hereinafter referred to as ‘the Project”).

During its stay in the United Republic of Tanzania, the Team exchanged views
and had series of discussions with the authorities concerned of the United Republic of
Tanzania.

As a result of the study and the discussions, the Team and the Authorities
concerned of the United Republic of Tanzania confirmed on the matters referred to in

the document attached hereto.

Dar es Salaam, December 1, 2003

Ko,

Dr. Hiroshi Takahashi Y peRiy 4 Z,.A:% P8 Ay
Team Leader MAg:: Permanent Secretaé}{
Japanese Preparatory Study Team, l\/fmstry of Health ‘
Japan International Cooperation Agency The United? ‘Republic of Tanzania
o
1



" The Attached Document

1. Background

In the United Republic of Tanzania, malaria is increasingly causing distress among
people. In 1999 to 2000, the disease accounted for more than 30% of all outpatients
diagnosis in children and adults respectively. Annually, it is estimated that 14,000,000 to
18,000,000 people are infected with malaria and 100,000 to 200,000 people are dying
with malaria. Since 1993, on a basis of such situations, the Government of Japan and
Japan International Cooperation Agency (hereinafter referred to as ‘JICA’) has closely
worked with Ministry of Health, the United Republic of Tanzania and related authorities
for fight against malaria. JICA supported In-Country Training Course (ICTC) that
aimed at developing the capacity of health workers who were involved in malaria case
management and malaria diagnosis at the district and regional levels. The project
purposes were; 1) To improve and strengthen the capacity of health facilities for malaria
diagnosis by using acridine orange (AO) staining method, 2) To improve and strengthen
the capacity of health facilities for management of severe malaria cases and common
severe childhood illnesses. In addition, environmental health management for the urban
malaria control was conducted in Tanga and Dar es Salaam from 1988 to 1996.

During this technical cooperation period, more than 30 ICTC sessions have been
conducted and several hundreds of nurses and laboratory technicians successfully
completed the ICTC. JICA has donated medical and laboratory equipment, reagents,
and teaching materials among others to support the ICTC. The Ministry of Health
realized that it is very important to expand the ICTC in the whole country to better
respond the malaria cases and to reduce the mortality rate due to malaria infection.

In the view of the above situation, the Government of Tanzania requested the
government of Japan to scale up to a project type technical co-operation as “Malaria
Case Management Training and Control of Malaria Mosquito Breeding Sites in Urban
Centers”

According to the requests from the Government of Tanzania, the Japanese
Preparatory Study Team, organized by Japan International Cooperation Agency, was
dispatched for the project to discuss further technical assistance on malaria control.



2. Study Result

Based on the proposal (Ref.No.TYC/E/450/11), submitted to the Embassy of Japan

on March 10, 2003, the Team investigated all the contents of the proposal during the
stay in the United Republic of Tanzania from November 16 to December 01, 2003.

Some points on the propdsal are necessary to be modified for the Project as follows:

Overall Goal of the Project (p.4, para 8)

®  “To reduce malaria to a level where it is no longer a serious health problem and
obstacle to socio-economic development” should be modified as “To reduce
morbidity and mortality due to malaria”

Subproject (A) ‘

® “Improve quality of nursing care of malaria and other common severe childhood
illness” should be read as “Nursing training of complicated malaria in the context
of IMCT”.

® “Trained nurses tutors who will train pre-services nursing personnel” should be
deleted from the Project scope. _

®  (Cascade training to for-profit private health facilities should be deleted from the
Project scope.

® Advocacy on prompt treatment of febrile illnesses including malaria should be
much extended to medical professionals, e.g. physicians, medical officers etc.

® “Conduct Post-training follow-up of the trained nurses” should be further
discussed due course of the Project.

Subproject (B)

®  The number of the zonal workshops to be strengthened should be confirmed.

Subproject (C)

® “To train the urban environmental personnel, on the types of mosquito breeding
sites, urban geography, land survey, structure and function of anti-malarial drains
and their construction” should be understood as seminars and on-the-job trainings
in collaboration with other development partners, and not as the ICTC in full scale.

® “Provide the urban authorities with tools and machines for construction of
anti-malaria drains” should be deleted. |

®

“To support urban centers to design and budget for construction of anti-malaria
drains” should be clarified as not including financial support for such construction



Short-term Japanese expert (p.8, para 16.2)
®  An expert for environmental management should be included.

Financial support for the following (p.8, para 16.3)

® As to the request on “Equipment including land survey tools/machines,
tools/machines for drainage construction, supervision vehicle”, machines and
vehicles will not be considered by J ICA.

® Consumables for the AO method e.g. reagents, bulbs and other spare parts should
be purchased by the Government of Tanzania. Other necessary support should be
discussed when the issues come up.

® “Training in Japan-Support short courses in Japan in fields of urban planning,
drainage work, equipment maintenance, parasite administration and health
planning” should be understood that the training opportunities may be given to a
part of the above listed areas.

The Team proposes to distinguish between “early diagnosis” and “quick/prompt
diagnosis”; The AO method is a tool for “quick/prompt” diagnosis, while “early
diagnosis” means detecting an infection before the parasitaemia is large enough to
present serious sympfoms to the victim. The AO method could contribute to “early”
diagnosis, if it is extended to the peripheral health facilities, notably the health centers.
Quick diagnosis by AO method could also contribute to “proper treatment”, if the
laboratory results are respected by physicians, who currently prescribe without waiting
for the results of delayed diagnosis.:

After the formal agreement on the above points, Project Design Matrix (Log Frame) for
the Project will be developed.

3. Name of the project (tentative)
Project for Malaria Case Management Training and Control of Malaria Mosquito

Breeding Sites in Urban Centers

4. Overall Goal of the project (tentative)
To reduce morbidity and mortality due to malaria

5. Purpose of the project

o



(A

Project (A): Nurses conduct timely and proper treatment for patients with febrile
illnesses including malaria.

Project (B): Greater numbers of febrile cases are treated properly.

Project (C): Malaria transmission at the urban centers is minimized.

. Outputs of the project

Project (A): 1) Nurses who attend the ICTC will obtain appropriate basic
knowledge and teaching skills on proper treatment for febrile illnesses including
malaria, 2) Such knowledge and skills will be disseminated to the colleagues
on-the-job basis using proper educational materials.

Project (B): 1) The AO method will be fully recognized by all medical
professionals working at health facilities, 2) The diagnosis system including
maintenance and supply will be well developed, 3) Laboratory professionals can
properly perform the AO method for malaria diagnosis.

Project (C): 1) Existing drainage systems in the city of Dar es Salaam will be
rehabilitated or maintained, 2) Community-based environmental management will
be strengthened by coordination of relevant institutes.

. Activities of the project

Details of the activities will be determined in the near future upon development of
Project Design Matrix.

. Responsible Organization

1) The Government of Tanzania through the Ministry of Health bears the overall
responsibility for the successful implementation and effective coordination of
the Project with the relevant departments and institutions for effective feedback
of the Project outputs.

2) The National Malaria Control Programme, as well as the Local Government
authorities will be the counterparts for the Project.

9. Duration of Cooperation

The duration of the Project will be Three (3) years. The exact commencement and
termination dates will be determined in the Record of Discussions(R/D), which will

be signed between the concerned authorities of the Government of Tanzania and The
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Japanese authorities.

10. Measures to be taken by the Tanzanian side

1) To strengthen advocacy regarding the AO method at the regional and district
levels and related medical institutions (e.g. NIMR, MUCHS).

2) To strengthen the capacity of the Medical Store Department, particularly
consumable supply for the AO method.

3) To develop the repair, order, and recording system for the AO microscope.

4) To coordinate operational research on the AO method in routine medical
services (i.e. time between Out Patient Department-Diagnosis-Treatment,
increase in number of tests after installing the AO method, the rate of malaria
treatment with microscopic diagnosis, etc.).

5) To provide adequate number of support staff (Administrative staff, drivers, etc).

6) To provide sufficient and suitable offices and laboratories for the Project.

7) To provide sufficient amount of budget for the implementation of the Project.
The Government of Tanzania in particular commits itself to meet the
followings:

<> National local personnel costs
< Operational costs (water, electricity, postage, telephone, etc)

8) To supply or replace machinery, equipment, instruments, vehicles, tools, spare
parts and other materials necessary for the implementation of the Project other
than those provided by JICA.

9) Meet expenses necessary for the transportation of the equipment within the
United Republic of Tanzania as well as for clearance, installation, operation
and maintenance thereof.

10) Exempt from custom duties, internal taxes and any other duties imposed in the
United Republic of Tanzania on equipment provided by JICA

11) Ensure that all research proposals and publications are approved by the
relevant authorities.

12) To take on responsibility for any other matters that are necessary for the
smooth running of the Project.

(End of the Minutes)
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AO Method Survey at MelSAT Meeting (November 2003)

Sample size: 119

Breakdown by type of workplace

Government: 49 Private: 25 Mission: 15

Breakdown among government facilities

National Referral: SRegional: 12 District: 24 Health Center: 11

Q1. Have you heard about AO method for malaria diagnosis?
Yes: 100 No: 15 N/A: 4

Q2. If yes, how did you come to know about AO method?
ICTC: 37
Health facilities (on the job): 11
From colleagues/friends: 16
At school/college: 6
Through literature: 3
Others: 7

Q3. Have you used AO method for malaria diagnosis?
Yes: 66 No: 48 N/A:S

Q4. How did you learn AO method?
ICTC: 41
On the job training: 21
Others: 20

Q5: How do you use it at your working place?
Routinely: 36
Occasionally: 14
For out-patients only: 4
Others: 19

Q6: Please give the reason why you are not using AO method?
Problems associated with bulbs: 3
No microscope: 31

No Training provided: 7



Microscope breakdown: 3
Problems associated with electricity: 2
Cannot detect Borrelia Duttoni: 2

Stolen: 1

Q7. What is the reason why you are using AO method?

Readiness: 45
Easiness: 26
Accuracy: 37
Others: 8

Q8. Do you charge for malaria diagnosis at your laboratory?

AO method: Tsh 307 (among 30 samples; the highest charge: Tsh 800)
Giemsa Stain: Tsh 408 (42 samples; the highest charge: Tsh 2500)
Field stain: Tsh 415 (52 samples; the highest charge: Tsh 1700)

QBC: Tsh 1000 (6 samples; the highest charge: Tsh 2500)

(Average costs among those charging fees — facilities providing free services are excluded.)

Q9. Do you receive any requests to use AO method?

Doctors: 35
Patients: 11
Nurses: 3
Others: 10

Q10. What kind of microscope are you using for AO method?

Nikon: 25
MDM: 28
Others: 16

Q11. Do you have any problem using AO method at your working place?

Yes. Maintenance and supplies.

The microscope which was used for AO was broken down.

Constant supplies of reagents. Replacement of damaged parts and general service of the
microscope is another difficulty.

Issue of the bulbs blowing up and difficulties in obtaining them.

Only one AO microscope supplied is not enough.

Occasionally getting problems with bulbs (frequently blow up)
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Yes. Occasionally due to shortage of cover slips.

Yes, I have problem. Because I need more education hence I learn AO on the job training that is
not able to know well.

Matter of manpower

1.Spare parts inadequate, 2.AO supplies is so strain, 3.Maintenance of AO microscope, 4.Lack
of knowledge among users and technical maintenance

At the moment microscope fault.

Yes. Facilities are not available, e.g. slide, cover slip and reagents.

We are missing glycerin only.

Shortage of trained staff on AO method.

Slides and human resources.

Not a single bulb has blown so far. Problem is unavailability of new quality slides and cover
slips of x60 objective failure.

The electricity problem due to low voltage.

Yes. Problem is bulb and halogen lamps are burnt.

Yes. It can not detect Borrelia Duttoni.

Yes. We have problems of our microscope not detecting Borrelia Duttoni.

Lack of bulb is the main problem. More knowledge is needed on how to use well.

Yes. Lack of ingredients for solution preparation.

Yes. Electricity not constant, new slide is also problem we cannot get it regularly.

Yes. Less education on the job training course.

Yes. Idon't have enough skill to use it.

The part of the parasite supposed to appear orange does not appear. Parasites sometimes not
clearly shining as they should be.

Shortage of cover slips/alcohol/slides.«Long time use Nikon microscope will cause eye ache.
Yes. As I didn't attend the training and only the Lab assistant who went for ICTC is not able to
train me on job.

Frequent blow up of bulbs is a major problem when using this method in my working station.
Yes. Inadequate supply of AO reagents and cover glasses.

No. The former problem was bulbs, but it has been solved. Can be easily acquired from MSD.

Q12. Do you have any idea to solve the problem you have mentioned above?

Training laboratory staff to perform minor maintenance.

I need AO Microscope and training on how to use it.

To seek the AO microscope which can resist a big load of slides.

May be the use of table fan to reduce the heat could solve as the bulbs blow up due to

prolonged heat.
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To be supplied with more than one microscope.

Regular supply from the central level

Yes. The hospital (mo1/4) assist a lot in buying the above said item, when there is shortage.

I need more refresh course.

The problem will be solved by the DLD and MOH.

I need more education for this method.

To have central/zone workshop where spare parts can be store/kept and be repaired by skilled
personnel, 2.AO supplies be readily available, 3.To integrate AO technique into the school of
medical syllabus.

Technician (hospital equipment) to be assigned the task to alleviate the problem.

Budgeting for new slides and cover slips but bureaucracy on purchases normally omits
laboratory supply purchases.

Electricity should be renovated in order to reduce problems due to low voltage.

Yes. To buy the bulb through coupon.

We must be given a microscope that detects Borrelia duttoni and other blood parasites.

To solve the problem is through purchasing AO solution from KCMC Laboratory outreach
program.

Yes. MSD must provide us new slide regularly.

1.We use expired buffer tablets, so availability (easy) of proper tabs would stop this, 2.Because
of the scarcity of cover slips and slides, we over recycle (rewash) cover slips -so if solved then
it will stop.

Hospitals buy cover slips/alcohol/slides.

Yes. If I get an opportunity to undergo ICTC and also being provided with Nikon instead of
MDM.

The idea which I have to solve the problem mentioned above is that, it is essential to have
another method instead of AO method in order to reduce the big workload of blood slides so as
to make the machine relax.

Yes, to get enough stock of reagents and cover glasses.

Reagents used in AO method like AO powder glycerol, alcohol and cover slips, slides should

be easily available in our zonal medical store department.

Q13. How is the support system for AO method from MOH?

Reagents procured through MSD.

Supportive

Provision of reagents/chemicals through MSD.
Through training directives and workshops.

Done by H/C itself due to cost sharing that has been introduced since last 2 years.
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Provide funds for purchasing reagents.

Not clearly defined

We get our supply from central medical stores. _
Good. Through its workshop (medical equipments) centered at MNH they help us in checking
the microscope when there is problem concerning the instrument.

To employ more technician to assist on this lab diagnosis.

Availability of glass slides, reagents and cover slips.

Nothing is clear from MOH. Double standard.

None

Very good.

MOH is supporting by supervision only.

Support from MOH last 6 month ago we receive bulb, AO powder.

Poor. They only visit centers for supervision when their pockets are empty.

Not efficient!

MSD is availing AO powder but there were no quality slides and cover slips.

No support so far it is self initiative.

MOH supports on reagents for AO.

Support system for MSH is good.

Very good.

Well, there is no any support system to the VCTC, except during the teaching process.
MOH is supporting by inspection supervision only.

Poor. Regular supportive supervision from MOH needed.

Very good.

Very minimum indeed.

Sometimes supply AO reagent.

No support system because no service of microscope.

The ministry supports this method by supervising us every time so as to know whether the
machine is working properly.

Very supportive by availing the reagents.

None

The Ministry of Health to conduct seminars so as every technologist and doctor to be familiar
with this method.

By having enough stock of material AO powder, glycerol and cover glasses at MSD.

No support system because no service of microscope.

Funds are at MSD where we can buy reagents and spare parts for AO microscope.

The support system for AO method from MOH is to make sure this method available in all
parts of the country especially at every Regional and District and health facilities (hospitals).
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s Moderately satisfactory.

e Instruct our organization (MSD) to store Acridine Orange.
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1.0

1.1

1.2

1.3

EXECUTIVE SUMMARY

INTRODUCTION

In order to assist the Government of Tanzania to improve the diagnosis of
Malaria, the Japanese government through its agency (JICA) provided
microscopes in various hospitals in Tanzania mainland and one in Zanzibar.

JICA commissioned HealthScope Tanzania to physically visit all the facilities
where microscopes were provided to determine the repair/maintenance level of
each microscope, to assess the working environment in terms of laboratory staff,
supplies, consumables, availability of electricity and water and the use of non AO
methods for diagnosis of malaria.

In addition HealthScope Tanzania was required to assess the extent of support
services provided by the 3 Zonal workshops (Mbeya, Bugando Medical Centre
and Muhimbili National Hospital) and MSD in the provision of
repair/maintenance services and supplies to the health facilities provided with the
mMiCroscopes.

Methodology

To execute the task, ten Research Assistants were identified and trained on the
methodology of interviewing and the use of the data collection instruments. Thus,
primary data were collected using an instrument developed from-an interview
guide and secondary data were obtained from review of service statistics data and
ledger books. Data collection was conducted simultaneously covering all the
regions. During the visit, the main parts of the AO microscopes were examined to
determine the microscope maintenance/repair status.

Limitations

Major limitations included difficulties in accessing the District Medical Officers
and Laboratory staff in some districts due to bureaucratic procedures and thus
delaying completion of the assessment. Lack of transport, long distances and
difficult rural travel conditions, in some cases, also delayed the completion of the
task.

Data analysis

Data were entered into the computer and analyzed using EPIINFO 6.
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2.0

2.1

2.2

MAJOR FINDINGS
Microscopes found in the health facilities visited.

Findings show that 100 microscopes were distributed. Out of the total 100
distributed?5-had beén stolett thus leaving 95 microscopes in the health facilities.

2.1.1 Discrepancies distribution list vs found in the Field

Although the distribution of the microscopes was done in accordance with the list
provided by JICA there were slight variations: We identified sites that received
more microscopes than were allocated in the distribution list while there were
other places that did not receive the allocated microscopes.

2.1.1.1 Sites that received none or less (deficit) than were allocated

Kisarawe received one AO microscope instead of 2; Kibaha (Tumbi) Kibaha and

Tumbi Hospital appear in the list to have received 3 microscopes but in reality
only one site (Tumbi hospital) received one microscope. Dodoma Urban Health
Centre, Lugalo TPDF, Iringa Urban Health center and Chunya (Mwambani
Hospital) were supposed to be supplied with AO microscopes but they did not
receive those AO microscopes. This was confirmed by checking their ledgers.
These hospitals do have trained Laboratory staff.

2.1.1.2 Sites that received more than shown in the allocation list

Maswa, Tarime, Singida Regional Hospital, Mawenzi Hospital received 2 AO
microscopes instead of one. Muheza Vector control Training center received 5
instead of the one shown in the list. Manyoni received one AO microscope though
in the list it is shown not to have been allocated any.

The repair/maintenance condition and level of defectiveness of the
microscopes

o Out of the 95 microscopes found in the field 12 (12.63%) were found to
have technical deficiencies that need repair/maintenance

. Out of the 95 (100-5 stolen) microscopes found in the survey 50 (52.63%)
were found to be functioning well and were currently being used while 45
(37%) were not being used because of various reasons.

. Out of the 45 AO microscopes found currently not being used 12
(26.67%) were found to have technical deficiencies that need
repair/maintenance. '

. The remaining 33 (73.33%) AO microscopes were not being used for

various reasons that do not need repair/maintenance. These include 5
microscopes found at the Vector Control Training Institute

o Microscopes were stolen from the following hospitals: Geita, Magu,
Njombe, Mkuranga and Maswa. (Maswa was provided with two
microscopes of which one was stolen).
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2.3

....

Efficacy of AO microscopes in the working conditions in the field

'Various factors that influence the efficacy of the AO microscopes were examined.
These included condition of laboratory rooms, capacity building, availability of
electricity and water, capacity to prepare AO solution, availability of supplies and
availability of resources for repair/maintenance. The perception of users and their
recommendations on continuation of using the AO method were discussed with
the users of the microscopes.

2.3.1 Conditions of Laboratory Rooms

Health facilities have provided adequate space for laboratory services and security
measures to prevent theft are being installed. One district laboratory was an
exception where space was adequate but the standard of cleanness and security
was poor (Mafia Laboratory).

2.3.2 Perception of users

Perceptions of the laboratory staff show that the AO microscopy technology has
been incorporated into the laboratory services. Laboratory staffs spoke positively
about AO microscopes and were happy to use them; AO microscopy is a quick,
rapid method and it saves time. Its sensitivity is high; therefore reduces number of
false positives and negatives. Malaria parasites can be seen clearly and it is easier
to perform than other methods. It is also easy to train staff to use it.

2.3.3 Capacity Building

89% of laboratory staff interviewed reported to have attended ICT course.

Trainees recognized that the training gave them adequate skills to operate AO

microscopes and enabled them (95%) to-conduct on the job training for other

laboratory staff.

However, 83
=byzattending

rTwishes 1o tpgrade. their kn wledge’
ysal and/or to have a forum where they could interact
with other Laboratory staff with the aim of sharing experiences on the use of AO
microscopes.

2.3.4 Availability of Electricity and Water

Use of AO microscopes depends on constant availability of electricity and water
87% of health facilities had electricity while 82% had water. For those facilities
without electricity some used an alternative source of electricity (hydroelectric
power e.g. Kasulu Kabanga while others e.g. Ludewa just kept the AO
microscope unused.

As for water, those health facilities that did not have piped water fhey used
alternative sources: shallow wells and deep wells.

2.3.5 Capacity to prepare AO solution

Not being able to prepare AO solution was found to be one of the reasons why
AO microscopes were not being used. 82% of Health Facilitates could prepare
AQ solution while 18% cannot prepare.
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Reasons for inability to prepare AO solution in the 16 facilities included: lack of
centrifuge (1), lack of AO powder (10), Lack of skills (2).

2.3.6 Number of Bulbs used

Frequent blow up of bulbs is a major problem associated with the AO microscope.
Results show that the majority of the AO microscopes (68%) have used only one
bulb while the maximum number of bulbs used was 11. Thirty seven facilities
reported to have had a total of 45 bulbs bumt.

The common reasons reported for bulb bumn out were fluctuation of electricity and
-prolonged use of microscopes without interruption.
However, eleven facilities reported to have their original bulb in place.

All the facilities except 2 have a stock of bulbs ranging from 1 to 22. The
maximum number of bulbs found in the stock was 20 in Sokoine Hospital (Lindi)
and 22 in Singida Hospitals. In these two hospitals the AO microscopes were not
being used since March 2003 (Lindi) and 1998 ( Singida ).

2.3.7 Resources for repair/maintenance

Results show that 50% of health facilities do get funds for repair/maintenance of
AO microsocpes from cost sharing. Other sources of funding were reported to be
Basket Funding, District Local Government Funds, and MoH. Christian Social
Service Commission is the source of funds for the Faith Based Hospitals.

2.3.9 Hours per day of operating microscopes

51% of facilities operate the microscope for 6-10 hours while 17.8% operate for
long hours (16-24hrs). Results of the survey show that facilities operating for long
hours had more bulbs burnt than those sites where microscopes were used for -
shorter periods.

2.3.10 Estimated of AO tests in 2 month

In this survey efforts were done to record number of AO tests performed.
However this was difficult because record keeping in many health facilities was
poor. Among the 89 sites visited 48 (54%) were found to have a reasonable
record.

Results show that the average number of tests per month range from 200 tests to
1000 tests per month: 22 (45.83%) facilities performed 200 tests per month, 8
performed between 201 and 400 tests per month, 6 facilities performed between
401 and 600 tests per month, 7- facilities performed between 601-800 and S
facilities performed between 801-1000.

2.3.11 Use of non-AO methods ‘

The alternative malaria tests used by the facilities were identified to be Giemsa
and Field Stain. However results show that Field Stain method was more popular
than Giemsa method. Results show that 47 (58.75%) facilities use Field Stain and
33 (41.25%) facilities Giemsa.
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Reasons for using alternaiive methods include: Inadequate AO expendable
supplies, when AO microscope is switched off to let it rest and when electricity is
cut off. Other reasons include when blood film taken is thick and when the
number of slides is too big for one AO microscope to cope.

2.3.12 Adequacy of supplies for non-AO methods
Results show that 58 (76.32%) facilities and 18 (23.68%) facilities receive
adequate and inadequate supplies respectively for performing non-AO methods.

2.3.13 Problems encountered while using non-AO methods
Major problems identified included:  unavailability of expendables that are
essential for the methods e.g. glycerin, oil immersion.

Zonal Workshops

Zonal workshops were set up by the Ministry of Health with the aim of offering
support services for medical equipment including the AO microscopes in their
respective zones. The survey assessed the capacity of the workshops in terms of
technical skills, working relationship between the Zonal Workshops and health
facilities and support for repair/maintenance of AO microscopes.

The study revealed the following:

2.4.1 Capacity of the Zonal Workshop

Dar es Salaam Zonal Workshop had a better capacity than Mwanza (Bugando
Hospital) and Mbeya in terms of staffing (6), skills and experience. The Mbeya
Zonal Workshop was the least placed in terms of skills and experience while
Mwanza Zonal Workshop is understaffed (has only one staff).

2.4.2 'Working relationship: Zonal Workshops and Health Facilities.
Zonal Workshop staff rarely visit and offer services to the health facilities.

However, Zonal Workshop staffs are supposed to inspect medical equipment in
the health facilities (in their respective zones) twice a year. Due to lack of funds
inspection activities do not take place.

2.4.3 Communication between the Zonal Workshops
Results show that there is no communication and sharing of technical information
and experience between the Zonal Workshops

MSD as a source of expendable supplies

The Medical Stores Department is the main source of medical equipment, drug
and supplies for the public health facilities.

Results from the survey show that 60% of the facilities obtain their bulbs from

MSD, 87.4% obtain their glass slides, 86.2% obtain their cover slips and 71.3%
AQ reagent.
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3.0

3.1

3.2

33

3.4

35

2,51 Quality, quantity and frequency of obtaining expendables from MSD

Results show that generally the qualities of expendables from MSD are
acceptable. However, results revealed that commodities were not regularly
available - 57.5% facilities and the quantity was not sufficient - 44.2% of
facilities.

Results show that due to irregularity of obtaining expendables, health facilities do
search alternative sources. Respondents reported that alternative sources were not
reliable neither sustainable as MSD. Alternative sources identified include referral
hospitals and some regional hospitals, Malaria Unit (MoH) and JICA (supplies
and consumables given after ICTC).

RECOMMENDATIONS
Non Functioning Microscopes

The survey found a high percentage of non-functioning microscopes (47.37%)
among which 12 (26.67%) need repair.

We therefore recommend that remedial measures in terms of repair and provision
of supplies and repairs/ maintenance should be done immediately to get the
microscopes functioning

A prevention plan
A prevention plan to prevent any more microscopes going into non-function
should be put into operation immediately.

Adaptation of the AO technique

It is recommended that as the technique has been found to have many advantages
over other methods and as health workers have adopted and recommended it
MoH/JICA to provide more AO microscopes and train more staff to use them.

Preference in microscope type

Nikon microscopes have been found to have problems that are mostly associated
with the lighting system. It is therefore recommended that, future supplies of AO
should be MDM Eliza instead of the Nikon.

Continuous education

Lab staff that attended ICTC have not had any refresher course to update their
knowledge and so it is recommended that after an initial rapid training needs

assessment, refresher courses be conducted on regular basis for those who
attended ICTC.
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3.6

3.7

3.8

3.9

Monitoring of AO microscopes

Monitoring of AO microscopes is inadequate due to lack of data collecting
instruments for AO microscopes. It is recommended that an instrument for data
collection on AO microscopy is developed and that Lab staff should be oriented
on how to use it.

Supportive supervision

Supportive supervision from the National and Regional level is inadequate. It is
recommended that National and Regional level should perform supportive
supervision that is thorough by making physical checks of all microscopes. They
should advise and ensure that Lab staff send mechanically deficient AO
microscopes for repair to the Zonal workshop.

Availability of Supplies

Consumables/supplies for operating AO microscopes are inadequate. It is
recommended that the Malaria Programme Manager (MoH) and MSD officials
find out the root cause of having inadequate supplies/consumables for AO
microscopes and ensure that all supplies and consumables are distributed to the
Zonal MSD in a timely manner.

We also recommend that Laboratory staff be proactive in making timely requests
for consumables for AO microscopy.

Maintenance and repair capacity of Zonal workshops

Maintenance and repair capacity of the zonal workshops especially the Mbeya
and Mwanza Zonal Workshops are inadequate. It is recommend that capacity
building be done to improve the skills of staff and provide the necessary tools for
repair/maintenance of medical equipment including AO microscopes.

It is recommended to increase the number of staff so as to have a minimum of
four staff for each zonal workshop.
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1.0

1.1

SURVEILLANCE OF AO MICROSCOPE USAGE

INTRODUCTION

The health status of Tanzania is poor as shown by mortality and morbidity
statistics. HIV/AIDS, diarthea, and malaria are the leading causes of death.
Malaria is the leading cause of death in wunder fives causing about
18.4% of the deaths in this age group (Malaria Program Annual Report, 2001).

In order to assist the Tanzanian government to curb the problem of Malaria, the
Japanese government through its agency (JICA) provided INICrOSCOpes in various
hospitals in Tanzania. The microscopes were distributed to regional, district, Faith
Based hospitals in mainland Tanzania and to the Mnazi Mmoja Hospital in
Zanzibar (1 microscope).

Through its zonal workshops located in the referral hospitals in Mwanza, Mbeya
and Dar es Salaam, the Ministry of Health provides support services to essential
medical equipment including laboratory equipment e.g. the AO microscopes.

JICA commissioned HealthScope to conduct a needs assessment in order to assess
the in depth-working environment of the provided microscopes with regard to
malaria control in Tanzania. The needs assessment was to provide information on
lessons learnt during this period of JICA/MoH cooperation. HealthScope was
required to provide recommendations on the way forward.

In addition to assessing the status and the utilization of the microscopes on
mainland Tanzania and if necessary the one in Zanzibar the needs assessment
assessed the extent of the support services provided by the 3 zonal workshops that
facilitate service provision using the provided microscopes.

METHODOLOGY

Ten Research Assistants (Laboratory technologists) were identified and trained
on methodology of interviewing and the use of the data collection instruments.
They were provided with skills in interviewing, how to collect data and
information on the AO microscopes and on laboratory performance in diagnosing
malaria. They were also required to look into the training and quality of staff
deployed at the laboratories visited.

Primary data were collected using an instrument developed from an interview
guide. Secondary data were obtained from review of service statistics data and
ledgers.

To enhance rapid collection of data required, all regions were covered
simultaneously using ten Research Assistants. Originally, 9 routes were
identified; however, the route that covered Manyara, Arusha, Kilimanjaro and
Tanga was found to be too long and therefore it was split into two routes. An

10
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1.2

1.3

1.4

additional Research Assistant was assigned to collect data at KCMC and Tanga
Region.

LIMITATIONS

Two consultants were assigned to supervise the 10 Research Assistants. The
duration of the assessment was estimated to be 13 days. However, due to
difficulties in logistics encountered in the field (e.g. lack of transport at an
appropriate time and difficult in accessing District Medical Officers and
Laboratory staff), Research Assistants were forced to return later than there were
expected. In fact the last research Assistant reported back on Saturday 9™ August
after spending 17 days in the field instead of the planned 10 days. Despite the
difficulties experienced, all the centers supplied with microscopes were visited,
the instruments were filled accurately and good quality data was obtained.

TERMS OF REFERENCE

The Terms of reference for the consultancy were as follows:
1. Physically visit
‘. Consulting hospitals: Mbeya Consultant hospital, Bugando
Medical Centre, Muhimbili National Hospital
. Regional hospitals except DSM and Manyara
. Privately own hospitals
. Faith Based hospitals

2. Technically carry out an in depth evaluation of the AO microscopes to
determine its repair/maintenance level of defectiveness (parts required for
replacement)

3. Intensively carry out in depth study on the efficacy of AO microscopes in
working conditions of Tanzania. Where the AO microscopes are not
working effectively establish the cause both human and technical for
improvement/abandonment

4, Determine weather there exists working relationship between the three
Zonal Workshops and the surrounding hospitals and what support they
offer to hospitals including repair and maintenance of AO microscopes.

5. Recommend in terms of logistics, what health facilities and zonal repair
maintenance centers rank MSD for responding to their demands.
6. On the basis of above, prepare a report with recommendations including a

Prevention Plan and submit to JICA and MOH for further processing.
DATA ANALYSIS

Data was entered into the computer and was analyzed using EPI INFO 6.
Some photographs taken showing AQO microscopes in use are being presented in
this report.

11
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2.0

21

2.2

FINDINGS
PHYSICAL VISIT TO HEALTH FACILITIES

All the health facilities that were provided with microscopes as shown by a
distribution list provided by JICA- were visited. They consisted of referral
hospitals, regional and district hospitals, DDH, training institutions Faith Based
Hospitals, special hospitals and urban health centers. All health facilities as listed
in table 1 below were visited.

Table 1: Facilities Visited

Type of Facility No. %
Referral Hospitals 4 421
Regional Hospitals 19 20.00
District Hospitals 44 46.32
DDH 6 6.32
Training Institutions 5 5.26
Faith Based Hospitals 9 9.47
Specialized Hospitals 4 4.21
Urban Health Centers 4 421

Total 95 100.00

Table shows the type of facilities visited. The majority of them (46.32%) were
District Hospitals. Manyoni District Hospital was not indicated in the list (Input
II) to have been provided by AO microscope. However, during the survey one AO
microscope was found to be at the hospital and it was functioning well.

THE REPAIR/MAINTENANCE CONDITION AND LEVEL OF
DEFECTIVENESS OF THE MICROSCOPES

The main parts of the AO microscopes were examined carefully (Lighting source,
lenses that include objective and eye piece, mechanical stage and stands). Other
accessories that make AO microscopes work were also assessed: stabilizers,
capacitators and bulb holders. The availability of electncuy water and the
necessary expendable supplies was also assessed including bulbs, cover slips;
cover slides and Acrodine Orange reagent.

2.2.4 Status of the 95 microscopes

Out of the 95 (100-5 stolen) microscope found in the survey 45 were found to be
currently not in use.

Annex 1 shows where the microscopes are located in the field, and their use or
non-use status. Annex 2 shows the causes of non-use of the microscopes, the

hospitals where the non-used were found and identifies those that need repair.

Out of 45 AO microscopes found currently not being used 12 of them were found
to have technical deficiencies that need repair/maintenance (see annex 5)
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Makorora and Sokoine Hospitals: Mechanical stage is out of order because the
knob/screw is broken, Kilwa Kivinje: Electrical housing is faulty, Tarime hospital
(2 AO microscopes) and Sekou Toure (Mwanza) Light does not enter the
microscopes due to faulty fitting of the light box, Kyela hospital: the capacitator is
out of order, Morogoro hospital: bulb holder melted out, Mafia hospital: Lighting
box generator out of order, Bombo Hospital faulty fitting of AO microscopes,
Maweni Hospital: Bulb holder and stabilizer bumnt out, Shinyanga Hospital:
Failure to focus.

The remaining 33 AO microscopes were not being used for various reasons that
do not need direct repair/maintenance. These include 5 microscopes found at the
Vector Control Training Institute that originally was reported to have been
allocated only one microscope. It was reported that they are not being used as
they are used only when ICTC is in session.

Some AO microscopes were found to have multiple problems e.g. Utete Hospital
in Rufiji is not functioning because of three problems: unstable electricity, lack of
cover slips and lack of AO solution. Tarime hospital has two problems: lack of
stabilizer and light does not enter the microscope due faulty fitting.

Data revealed that all the AO microscopes in 4 regions are not being used: Tabora
(3), Kigoma (3), Lindi (3), Mara (5).

Tabora
Kitete Hospital (Regional Hospital) — lack of AO solution
Nzega district — lack of AO solution
Igunga — there is no stabilizer.

Kigoma
Kigoma Regional Hospital — Bulb holder is burnt
Kasulu District Hospital — lack of cover slides
Kabanga Hospital — Lack of clectricity.

Lindi
Sekoine -Regional Hospital — mechanical stage is out of order because the
bolt is broken. .
Kilwa Kivinje District Hospital — electrical housing is faulty.
Nachingwea District Hospital — lack of AO solution.

Mara
Tarime District Hospital — 2 AO microscopes light does not enter the
microscope due to faulty fitting
- there is no stabilizer

Butiama - lack of cover slips.
Musoma Regional Hospital — lack of AO solution.
Bunda - lack of AO solution.
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However results also showed that in five regions including Zanzibar all AO
microscopes without exception are currently being used: Kilimanjaro (7), Rukwa
(2), Dar es Salaam (5), Mtwara (3), Arusha (2) and Zanzibar (1).

Five microscopes were stolen from the following hospitals: Geita, Magu, Njombe,
Mkuranga and Maswa (Maswa was provided with two microscopes of which one
was stolen.

We discovered that there were places marked in the distribution list as having an
AO microscope but the survey found that AO microscopes were not distributed
there. These included: Lugalo Hospital (Military Hospital in Dar es Salaam),
Mwambani Hospital Chunya and Urban Health centers of Iringa and Dodoma.

2.2.1 Number of microscopes found in the health facilities

In the terms of reference document provided by JICA it is mentioned that 110
microscopes were provided to various districts/regional hospitals on Mainland
Tanzania between 1998 and 2002. One AO microscope was provided to Zanzibar,
thus making a total of 111 AO microscopes.

According to Input II document from JICA there were 97 AO microscopes
supplied in Tanzania Mainland and one in Zanzibar i.e. a total of 98 AO
microscopes. The survey found a total of 100 microscopes.

2.2.2 Discrepancies found in the field
Generally the distribution was done and guided according to the distribution list.

However a few discrepancies were found as explained below and summarized in
table 2.

Sites that received none or less (deficit) than was allocated in input II (annex
4) :

Seven microscopes that had been allocated according to the JICA distribution list
were not found at the 6 sites that they were allocated.

Coast Region
Kisarawe was supposed to receive two microscopes but instead received only one
AO microscope.

Kibaha was supposed to have received one microscope but it was not specified as
to where it was to be sent. (See original list-Input II).

Kibaha (Tumbi) and Tumbi Hospital that appear on the list as two sites with two
microscopes is actually one site that was provided with one AO microscope.
Thus, Tumbi Hospital, Kibaha and Kibaha Tumbi were probably treated as one
site and provided with one microscope.

Dodoma Region
Dodoma Urban Health Centre was supposed to receive one microscope but did
not receive any AQO microscope.
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Dar es Salaam Region
Lugalo TPDF did not receive the one microscope that was allocated.

Iringa Region
Iringa Urban Health Centre did not receive the one microscope that was allocated.

Mbeya Region
Chunya District Hospital did not receive the one microscope that was allocated.

Sites that received more (extra) than shown in the allocation-list in input II
(annex 4)
Some sites received more than what was shown on the distribution list.

Shinyanga
Maswa was supposed to be provided with one AO microscope, instead two AO
microscopes were provided.

Musoma Region
Tarime received 2 instead of 1 allocated

Singida
Manyoni though on the list in input II was not marked as allocated a microscope.
One microscope was found at the hospital.

Singida Region Hospital received 2 instead of 1 allocated.

Kilimanjaro Region
Mawenzi Regional Hospital received 2 instead of 1 allocated.

Tanga Region _
Muheza Vector Control Training Institute had 5 microscopes instead of 1 shown
in the distribution list.

In conclusion, the distribution list (Input ) from JICA shows that 98 AO
microscopes were distributed: 19+78+ (1 for Zanzibar). The findings in the field
as above show that those 7 microscopes were not distributed to the sites indicated
in the distribution list while at the same time 9 extra AO microscopes were
distributed as additional microscopes or to additional sites i.e. 2 extra microscopes
were provided. Therefore the actual number of AO microscopes is now
98+2=100.
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Table 2:

Discrepancy in the Distribution

SUPPOSED | RECEIVED + B
SITE TO (FOUND) (EXTRA) (DEFICIT)
RECEIVE*
Kisarawe 2 1 - 1
Lugalo 1 0 - 1
| Kibaha 3 1 - 2
Dodoma Urban 1 0 - 1
Iringa Urban 1 0 - 1
Tarime 1 2 1 -
Chunya 1 0 - 1
Maswa 1 2 1 -
Manyoni - 1 1 -
Vector Control Institute 1 5 4 -
Muheza '
Mawenzi Regional 1 2 1 -
Hospital
Smgida Regional Hospital 1 2 1 -
TOTAL 9 7

*According to JICA distribution list Annex 4

2.2.3 Microscopes stolen

Findings in the field show that out of the 100 AO microscopes distributed (5%) 5

were stolen leaving 95 microscopes (refer to annex I).
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2.3

THE EFFICACY OF AO MICROSCOPES IN WORKING CONDITIONS
OF TANZANIA

AO microscopes were provided between the years 1995 and 2003. The largest
numbers were provided in 1996 (16) and 1999 (20). A total of 100 microscopes
were found in this survey and their working environment investigated. This
section looks into the perception of the users, enabling factors i.e. staff deployed,
capacity building, availability of electricity and water, capacity to prepare AO
solution, availability of funds for repalr and maintenance; use of altemanve
methods of diagnosis of malaria in comparison with AO.

The AO microscope has been adopted in all the facilities where the microscope
was provided except in one facility where the trained personnel has not adopted it
and in one facility where the microscope has not been used due to lack of
electricity. In all the other facilities it was adopted and either continues to be used
or has been stopped due to various problems as the report shows.

The AO method has gained popularity and is now the most used method of
malaria diagnosis. Among 89 centers with AO microscopes surveyed 44.71%
were using AO method.

2.3.1 Laboratory Rooms

Except for Mafia Laboratory room all Laboratory rooms were found to be
reasonably clean. The space was found to be adequate. Security measures are
being taken: The majority of Laboratory rooms have been secured by using grills
to reinforce laboratory doors and windows.

2.3.2 The perceptions of the users

The perception of the users of the AO microscopes is as follows:

. Sensitivity is high, accurate, more accurate and reliable, reduces number
of false positives and negatives

It is quick, a rapid method, a time saver.

Easy to perform and easier than other methods

Resources saver, saves stain, needs only one reagent, reagent lasts longer.
Easy to train staff to use it.

Malaria parasites can be seen clearly.

Can examine a wide field of the film.

We need more AO microscopes: the technique should continue
Respondents acknowledge that the NIKON microscope is more sensitive
to continuous use than the MDM Eliza and bulbs burn out more easily
than MDM Eliza microscope.

2.3.3 Capacity Building
The MOH m collaboration with JICA organized ICTC to train laboratory staff on
the AO technology.
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The survey looked at attendance at ICTC of the interviewees, attendance at ICTC
of all laboratory staff in the facilities visited and on the job training conducted by
the participants at the ICTC course.

2.3.4 Interviewees attendance at ICTC
Of the 89 stations visited and the laboratory staff interviewed 89% have attended
the course (see table)

The ICT course provides skills for conducting the AO method. 77 ( 94%) of 82
interviewees said that the training provided them with adequate skills for
conducting the AO. The few who said that the course did not provide them with
adequate skills said that this was because the course was too short.

Table 3: Interviewees’ attendance at ICTC
NO %
Attended 78 88%
Did not attend 11 12%
Total : 89 100

2.3.5 Staffing of Laboratory Services

The total number of Laboratory staff found in the Health Facilities during the
survey was 253: Laboratory Technologists (56), Laboratory Technicians (52),
Laboratory Assistants (78) and Laboratory Attendants (67). Laboratory Assistants
(77%) are the majority cadre who provide Laboratory services in Tanzania.

2.3.6 Attendance at ICTC of all laboratory staff in the facilities visited

The first training was in 1995 where ten regional laboratory technicians were
trained. Since then the course has been a source of capacity building in the
laboratory services in Tanzania and has been extended to District Laboratory
Technicians and other staff working in hospital laboratories. e.g. Laboratory
Assistants and Laboratory Attendants. Those trained conducted on the job training
for those that were not trained. Since the training of the staff at ICTC a total of
226 laboratory staff underwent on the job training.

Table below shows the number of laboratory staff available in the facilities
surveyed and their attendance at the ICTC

Table 4: Staff Attendance at ICTC

No Yrs large
Staff No | attended % Numbers | No %
Laboratory
technologist 56 51 91.07 | ,96(11) 50 | 89.29
Lab
Technician 52 33 63.46 | 2002 (11) | 37 | 71.15
Lab Assistant 78 60 76.92 | 2002 (27) | 60 | 76.92
Lab Attendant 67 18 26.87 - - 15 | 22.39
Total 253 162 64.03 162
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2.3.7 On the job training conducted by the participants after the ICTC
course

After the training the trainees retumned to their work places to do on the job

training for staff who have not attended the course. 79 (95.18%) of interviewees

indicated that the course enabled them to-train others. (Table 5)

Those who could not train others after the training gave the reasons as: the course
was too short, the training was not enough and they needed additional training.

Table 5: ICTC enabling to train others
Respondents : %
Course enabled to train others 79 95.18
Were not enabled 4 4.82
Total v 83 100.00

Results show that majority of Laboratory staff (95.18%) agreed that the ICT
course enables them to train others.

2.3.8 Need for additional training:

82.89% of respondents feel the need for additional training (see table 6). The
reasons are given as to upgrade skills on counting malaria parasites, to upgrade
skills on how to use the microscopes, to upgrade knowledge and skills and as a
refresher and a forum for exchange of experiences.

Table 6: Need for additional training
No %o
Feel the need 63 82.89
Do not feel the need B 13 17.10
Total 76 100.00

Results show that majority of Laboratory staff feel the need for additional
Training (82.89).

2.3.9 Availability of Electricity.

Use of the AO microscope depends on constant availability of electricity. Out of
89 centers visited 12 (13.48%) reported that electricity was not constantly
available. Unavailability of electricity is one of the causes of the microscopes not
being used. This was identified in Ludewa hospital where there is no electricity
and in Kasulu Kabanga Hospital where the power supply is irregular and hydro
electric power is used as a supplement to the regular electricity supply.

Table 7: Availability of Electricity
No of facilities %
Electricity constantly available 77 86.52
Electricity not constantly available 12 13.48
Total 89 100.00
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Table 7 show that majority of health facilities had electricity in place. However,
12 facilities did not have constant supply of electricity. This state of affair led to
irregular or non use of AQO microscope.

2.3.10 Availability of Water:
Availability of running water is essential for laboratory services. 81.81% of the
facilities surveyed had constant water supplies as shown in table 8.

Table §: Availability of Water

No of facilities %
Constant availability of water 72
Water not constantly in available 16
Total 88 ' 100.00

Table 8 shows that the majority of health facilities, water was available. For
facilities where water was not constantly available staff obtained water from other
sources e.g. deep and shallow wells. Data from one site was missing.

2.3.11 Capacity to prepare AO solutions:
Facilities have capacity to prepare AO solutions 82.02% have capacity to prepare
AO solution.

Table 9: Capacity to prepare AO solution

No of facilities %
Can prepare AQ solution 72 82.02
Can not prepare AO solution 16 17.98
Total 89. 100.00
Table 10: Reasons for inability to prepare AO solutions
- Reasons No of facilities

Lack of centrifuge 1.
Lack of AO powder 8
Lack of skills 6
Other reasons: ©  Lack of glycerin 10

e Lack of weighing machine

e Do not have the buffer

Lack of AO solution is a cause of non-functioning of 10 microscopes (annex 5)
out of the 45 non-functioning microscopes.
Lack of AO powder is the most common reason for not preparing AO solution.

Table 11: Reasons for not preparing AO

No
Centrifuge out of order 0
AQ powder not available. 8
Skills . 6
Other 2
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Reasons for stopping using AO as found in this survey were as shown in table 11.

Table: 12:  Reasoiis for stopping ising AO same as’Annex 117

Reasons No
Inadequate skills and knowledge 3
Microscope broken down or stolen 7
Bulb bumt out 10
iLiack of AO solution: £20%
Lack of cover slips 9
Lack of slides - 4
Staff transferred or died 1
Use of ther methods? o 188

2.3.12 Bulbs

Some of the problems found by the survey are the frequent blow up of bulbs.
However the majority of the microscopes (49) had used only one bulb (see table)
while the maximum number was 11

Table 13: ‘Number of Bulbs used

No of bulbs Facilities %
1 49 68.05
2 8 11.11
3 2 2.78
4 6 8.33
6 -2 2.78
10 3 2.4
11 1 14

Total 72 100.00

The facilities maintain a stock of bulbs. 2 facilities did not have a single bulb in
stock while 17 had only one. The maximum number of bulbs found in stock was
22 bulbs. There is therefore overstocking of bulbs in some facilities considering
that some have stocks up to 22 bulbs (Singida Hospital) and 20 in Sokoine
Hospital in Lindi although the survey shows that in both hospitals AO
microscopes are not being used.

Respondents were not able to estimate the lifetime of bulbs. However among 35
respondents 23 (66 %) indicated that they last for months while 14 (40 %)
indicated that they last for years. For those indicated that bulbs last for months it
ranged from 3 month to 8 months, while those who mentioned years the range is
from one year to 6 years (Kisarawe Hospital).

Number of Halogen bulbs burnt
The Number of Halogen bulbs burnt are shown in the table below:
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Table 14: No of halogen Bulbs burnt in 37 facilities

No burnt No of facilities %
0 11 29.73
1 10 27.03
2 2 ' 5.41
3 3 8.12
4 4 10.81
6 2 541
7 1 2.70
10 3 8.12
12 1 2.70

45 37 100.00

37 facilities had bumt 45 bulbs. The maximum number of bumt bulbs was 12 in
one health facility. The 12 bulbs were burnt due to various reasons. The common
reason identified was fluctuation of electricity though the stabilizers were being
used. Another reason was found to be: prolonged use of microscopes without
interruption.

Eleven facilities (29.73%) still had the original bulb in place. In these facilities
electricity is being used intermittently while using AO microscopes.

2.3.13 Resources for repair/ maintenance:

The majority of respondents have funds for repair maintenance. 74.70% (table
15). Almost half of the facilities get the funds from cost sharing. The other
sources of funds are: Basket funding, DLGF and MOH. CSSC is mentioned as a
source of funds in the Faith Based Hospitals. 18.07% of facilities indicated that
they do not have funds for repair/maintenance.

Table 15: Availability of funds for repair and maintenance
No of facilities %
Funds available 62 74.70
Funds not available 15 18.07
Do not know 10 ‘ 12.05
Total 83 100.00
Table 16: Sources of funds for repair/maintenance
No of facilities %
Cost sharing 41 49.4
Others , 20 24.1
Do not know 22 26.5
Total 83 100.00

35 Facilities (39.77%) mentioned that they have had their microscopes serviced.
43.7% paid from cost sharing and 56.3% paid from other sources of funds that
included basket funding, CSSC, MOH and funds allocated to zonal workshops.
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The AO microscope as other laboratory services are sources of revenue for the
health facilities as patients pay user fees. Payment for AO test range from 200 to
600 Tshillings. In the facilities provided with AO microscopes, the majority
(45.83%) i.e. District hospitals charge 200Tshillings, regional hospitals (27.08%)
charge 300 Tshillings while referral hospitals charge 400-600 Tshillings.

Table 17: Hrs/day of operating microscope

Hours/day No of facilities Y%
0-5 23 27.38
6-10 43 51.19
11-15 3 3.57
16-20 2 2.38
21-24 ‘ 13 1548
Total 84

The remaining 5 facilities could not estimate the number of hours/day of
operating microscope.

2.3.14 Estimated number of AO tests in.a month:
48 facilities provided estimates of AO tests performed per month the majority of
facilities did less than 200 tests in a month (Table 17).

Table 18: Estimates of AO tests in a2 month

No of tests No of facilities . %
-200 22 45.83
201-400 8 16.67
401-600 6 12.50
601-800 7 14.58
801-1000 5 10.42
Total 48 100.00

2.3.15 Problems/ Constraints:

Introduction of the AO method has had some problems including microscopes
getting out of order, for various reasons: bolt for mechanical stage missing, lack
of or unstable electricity and inadequate supply of equipments and expendable
supplies. In some cases the method had to be abandoned after it had been started.

The technical problems of the AO microscopes:
Although the perceptions and findings are generally positive the microscope was
found to have these problems:

J The bulb is delicate and gets bumt easily.
o The bulb requires frequent rest due to overheating.
° Depends on continuous supply of special expendables that sometimes are

not available.
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Stabilizers
There were no technical problems found when stabilizers were examined.
However at Tarime, Igunga and Sekou Toure stabilizers were not supplied.

The staff with microscopes that were out of order indicated the following as

necessary conditions for reusing the AO method in addition to addressing the

specific problem that is responsible for the nonuse of the microscopes

o Frequent supplies of expendable supplies especially glass slides and AO
reagent, bulbs and cover shides.

. Maintenance and repair services that are accessible.

o Regular availability of stable electricity.

2.3.16 Use of non-AO methods:

The alternative malaria tests used by the facilities surveyed are Giemsa and field
stain the later being more popular than the former. The table below shows that
field stain is more popular than Giemsa stains.

Table 19: Use of other methods

Methods No. of Facilities %
Gimsa 33 41.25
Field Stain 47 58.75
Total 80 100.00

The reasons for using multiple methods or alternative methods:

J After the AO microscope was out of order or expendable supplies were
not available.

Used when electricity is cut off.

When AO microscope is switched off to let it rest.

Staff find field stain easy to prepare and easy to use.

When the film taken is thick.

When the number of slides is too big for one AO microscope to cope.

e ® o o o

Table 20:  Methods of malaria diagnosis

AO 38 44.71
Giemsa ' 11 12.94
Field 36 42.35
Total 85 100.00

For those health facilities that use other methods the reasons are as above and are
related to non-functioning of the AO microscope. Thus if proper functioning
environment for AO microscopes were present e.g. electricity and expendables
and a functioning microscope, the preferred method is by far AO.

The health facilities receive near adequate quantities of expendables for

performing non-AQ methods. (See table 21) as perceived by respondents in 76
facilities.
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2.4

Table 21: Adequate or inadequate supplies for non-AO methods

No of Facilities %
Receive adequate 58 76.32
Receive inadequate 18 23.68
Total 76 100.00

2.3.17 Problems of non-AO methods:

Respondents said that non-AO methods have some problems that are similar to
the ones associated with AO methods e.g. availability of expendable for preparing
the stains. i.e. glycerin, availability of oil immersion.

THE ZONAL WORKSHOPS

The zonal workshops are located in Mbeya, Dar es Salaam and Mwanza. The
workshops were set up by the MOH for the purpose of offering support services
for medical equipment including laboratory equipment e.g. the AO microscopes.
The survey examined the working relationship that exists between the health
facilities and the zonal workshops, the support the workshop offers to the
facilities and support for repair of AO microscopes

2.4.1 Capacity of the workshops

The Dar es Salaam zonal workshop has 5 staff of whom 2 are engineers and 3
are technicians.

Their skills are graded from high to moderate. The engineers have high skills in
repair of the AO microscopes while the technicians have moderate skills. Those
who have repaired and maintained the microscopes report that repair and
maintenance of the AO microscope is not complicated.. “It is a straight forward
equipment when it comes to repair/maintenance.” The Dar es Salaam zonal
workshop staff goes out frequently to the city districts to repair medical
instruments.

The Mwanza Zonal Workshop has only one a medical equipment technologist
who is rated as having high experience and skills. it is therefore understaifed. The
zonal workshop staff provides technical advice in proper handling of the
microscope, advice to avoid dust and humidity. He also provides general
servicing of the microscopes. In Mwanza, they reported on the general problems
experienced at the zonal workshop.

e Maintenance tools are inadequate.

. Spare parts e.g. bulb holders, capacitator etc are not in place at the zonal
workshop.

e Training: No program set for continuous education for zonal workshop
staff

In Mwanza, the zonal workshop staff are supposed to go out x 2 yearly but do not
go out because of lack of funds.
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The Mbeya Zonal Workshop has three staff: 2 medical equipment
maintenance/repair engineers and one electrical engineer. Their skills and
experience are rated as high but they do not have experience in repair and
maintenance of AO microscopes.

Table 22: Capacity of the Zonal Workshops

Zone Staff No. Skills Exp. Skills in Recommended
repairing/ Additional
maintenance Staff

' AO

Medical 2 | High High Nil -

Equipment
Mbeya | maintenance

Engineer

Technician 1 | Moderate | Moderate Nil 1
DSM Engineers 2 High High Yes -

Technicians 3 | Moderate | Moderate Yes -
Mwan | Medical - - - - 2
za Equipment

maintenance

Engineer

Medical 1 High High Yes 1

Equipment

Technician

2.4.2 Working Relationship Zonal workshops and health facilities

The existence of working relationship between the zonal workshops and the
health facilities was demonstrated by investigating whether or not there was any
communication between the workshops and the health facilities and the extent of
the support offered by the zonal workshop to the facilities as shown below:

The technical staff is supposed to go out twice a year to inspect medical
equipment but due to lack of funds they do not go out. They go out if requested by
the facilities and when that happens the facilities are supposed to pay for the
expenses. It happens very rarely that the facilities can afford to call in staff from
the zonal centers to offer repair/maintenance services.

2.4.3 Support offered to facilities

Support by the Zonal Workshops can be demonstrated by the frequency of visits
and inquiries at the health facilities as from where they obtain repair and
maintenance services. 44 (57.89%) out of the 76centers interviewed indicated
that they do not get support from the zonal workshops (see table below)

Table 23: Facility Support from Zonal Workshops

No %
Receive Support from Zonal workshop 32 42.10
Do not receive Support from Zonal 44 57.89
workshop

76 100

- 130 —



Majority of health facilities (57.89%) responded that they did not get any support
from zonal workshops. The remaining 13 health facilities were not sure. This is
because some respondents were junior staff in the Laboratories; they did not want
to commit themselves by giving what could be wrong information.

2.4.4 Sources of repair maintenance:

76.67% of facilities utilize the zonal workshops for maintenance and repair
services. The Dar es Salaam Zonal workshop was mentioned by more than a
quarter of the facilities.

Table 24: Sources of repair maintenance

Where they obtain services No of facilities Y%

Dar es Salaam zonal workshop 16 26.67
From zonal workshop 22 36.67
Do not know 9 15.00
Own workshop 3 5.00
Mwanza zonal workshop 8 13.33
From VA hospital 2 3.33
Total 60

The Dar es Salaam and Mwanza workshops are better staffed in terms of technical
skills and better equipment than the Mbeya workshop. Respondents mentioned
more Dar es Salaam (26.67%) than Mbeya (13.33). However 36.67% mentioned
Zonal workshop without being specific. Mbeya was not mentioned by any
respondents.

2.4.5 Support for repair/maintenance of AO microscopes

The zonal workshops are being utilized for repair and maintenance of the AO
microscopes. However the Mbeya workshop staff report to have no experience
with the AO microscopes. The one engineer experienced with the AO microscope
who repaired the Kyela Hospital microscope at one time is no longer at the
station. 21.92 % of facilities sent their AO microscope for repair/maintenance at
the zonal workshop ( table below.)

Table 25: Facilities sent AO microscopes to Zonal Workshops

No. of Facilities Y%
Sent AO microscope ' 16 2191
Did not send - 57 78.08
Total 73

2.4.6 Communication between the Zonal Workshop
Findings show that there is no communication and sharing of technical
information and experience between the Zonal Workshops.
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2.5

MSD AS A SOURCE OF EXPENDABLE SUPPLIES

The Medical Stores Department is the main source of medical equipment, drug
and supplies for the public health services. Thus the success of a program that
depends on availability of drugs, equipment and supplies is enhanced by their
availability at MSD for easy access. The microscopes required expendable
supplies in terms of glass slides, cover slips and AO solution or powder.
Equipment notably bulbs were also needed for replacement. Availability of these
at MSD would facilitate the use of the AO microscopes in the country. When
expendables are not available from MSD, facilities search for other alternative
sources. These alternative sources often do not provide regular and sufficient
quantities of supplies. |

2.5.1 Facilities obtaining expendables from MSD

The table below shows the percentage of facilities that obtain the specific
commodities from MSD. Except for bulbs, a large number of facilities obtain their
expendables to operate the AO microscopes from MSD. A large proportion of
facilities obtain glass slides and cover glass from MSD. Almost three-quarters of
facilities indicated that they obtain AO reagent from MSD

Table 26: Proportion of facilities that obtain expendables from MSD

Supplies % Facilities obtaining from MSD
Bulbs 60

Glass slides - 87.4

Cover glass 86.2

AOQ reageint ” 71.3

2.5.2 The quantities, quality and frequency of obtaining expendables from
MSD:

The quality of expendable supplies from MSD is generally acceptable. More than

80% of facilities rank the quality of bulbs, glass slides, cover slips and AO

solution as of good quality.

Bulbs

Although the quality is generally good, the commodity 1s not regularly available
and is not available in sufficient quantities. 57.5% of facilities responded that it is
available in enough quantities and 44.2% responded that it is available regularly.

One of the causes of non-use of the microscopes is lack of bulbs after one had
blown up. This was found in 3 facilities(Mzinga-Morogoro, Kolandoto and
Bariadi). Respondents also indicated that there was frequent blow up of the bulbs.
While some facilities had no bulbs in stock others were found to have an
overstock of up to 22 bulbs.

Glass slides

Generally MSD provides enough quantities and at a regular frequency.
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Cover slips

69.0% of facilities showed satisfaction with the quantities of cover slips supplied
by MSD.The commodity appears to be regularly available with 72.4% of
respondents mentioning that it is regularly available.

AQ Solution:

While the quality has been ranked as acceptable (87.2%) the commodity is not
available in sufficient quantities and frequency of supplies is irregular. 66.3% of
facilities indicated that it is available in sufficient quantities and 64.4% reported
that its frequency of supplies is regular.

Table 27: The quantities, quality and frequency of obtaining expendables

from MSD _
Enough quantities | Quality acceptable Frequency
(%) (%) regular (%)
Bulbs 57.5 82.8 44.2
Glass slides 75.6 88.4 73.3
Cover slips 69.0 81.4 72.4
AQ solution 66.3 87.2 64.4

2.5.3 Alternative sources of expendables

The alternative sources of expendables are not as reliable and sustainable as the
MSD (see table 28). These sources stock the items for their own use i.e. the
regional and referrals hospitals and would issue them to the lower facilities only if
they have excess. Supplies from JICA and at the ICTCs were brought in for the
training to enable facilities start the program after which they were expected to
procure their own supplies.

Table 28: Alternative sources of expendables

Expendable QOther sources

AO Seminar
Imported from Kenya
JICA

Bulbs Malaria Unit

MNH

Regional Hospital
Zonal Workshop

Imported

JICA

Local Purchase

Malaria Unit

Local Purchase

Cover slips Malaria Unit

The Morogoro training workshop

Glass shides
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3.0

PREVENTION PLAN

Problem

Solution

Prevention

Time Frame

Technical
deficiencies of AO
microscopes that
need
repair/maintenanc
e

To be reported and

sent to the ZW for

repair.

Regular check up
by Regional
Laboratory
Technologists and
RHMT ,
supervisory Team

Timely reporting
by Lab staff of any
technical defect to

the DMO and

Zonal workshop

MoH to Support
Zonal  workshop
staff in terms of
materials and
logistic so that
they can visit the
facilities on
regular basis

Immediately

Inadequate

supplies to make
AO microscopes
function. i.e. AO
reagents,  bulbs,
slides and cover
and slips.

Malaria  Program
Manager/JICA to
collaborate with
MSD to
adequate  supplies
for AO
microscopes.

ensure

Provision of
supplies on regular
basis by MSD.

Lab staff should
order AO related
supplies in a
timely manner.

Malaria Program
Manager to
provide estimates
of yearly
requirement to
MSD.

2003/2004
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communication as
well as
communication
with health
facilities.

Problem Solution Prevention Time Frame
e Lack of refresher | Rapid training Regular on the Job
courses for those | needs  assessment training while
who attended | and organize performing
ICTC refresher courses for supportive
Lab staff who supervision.
attended ICTC
Organize Immediately
workshops to share
-experiences on AQ
microscopes and to
disseminate  the
findings of this
survey.
e Unavailability of | MoH through Use alternative
electricity Malaria Programme source of
to advocate for electricity e.g.
installment of solar energy. The
electricity by the Malaria Program
District council. to request through | Annual plan
their Annual 2004/2005
Budget the
installation of solar
energy in areas
where  Electricity
is not connected.
‘e Zonal workshops | Encourage Zonal Provide
not sharing workshops to share communication
information information on facilities e.g.
repair maintenance telephone, radio
and information on call, computers,
AQ microscopes. Intqnet to Annual Plan
facilitate inter 2004/2005
zonal
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Problem Solution Prevention Time Frame
Lack of data | Develop an{e QOrient Regional
collecting instrument for and District staff
instrument for | reporting to the on the use of the
tracking AO | malaria unit the instrument for | Immediately
microscopes usage of AO reporting on AO
microscopes. Mmicroscopes.
Currently data | Use registers for{e Orient and follow
collected are not | reporting  malaria up Lab staff so that
disaggregated tests in a they report malaria I .
according to | disaggregated tests disaggregated ediately
methods manner. by methods.
Stolen AQ | Increase security at | e MoH to advise
microscopes laboratory facilities District  Council
and CHMT to
secure Laboratory
Rooms by
installing grills to
prevent theft.
Immediately

Districts to be
required by MoH
o report
immediately when
theft occurs to the
police and MoH. -
(Malaria
Programme Unit).
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4.0

iforthosezwho -attended: IC’

RECOMMENDATIONS

‘Issue 1:

The survey has shown that 45 of the 95 microscopes (47.37%) currently in the
field are not functioning for various reasons. The causes of non-functioning have
been identified in this survey.

Recommendations
. Remedial measures in terms of repair and provision of supplies
should be done immediately to get the microscopes functioning.

J The 8 microscopes that need repair should be sent to the zonal
workshops soon for repair. When repairs cannot be done in Mwanza
and Mbeya microscopes should be sent to Dar es Salaam where they
have more experience with AO microscopes.

J A prevention plan (pg 31) to prevent any more microscopes going into
non-function should be put into operation.

Issue 2:
The AO technique has many advantages over the non-AO technique.

Recommendations

It is recommended that MoH/JICA to provide more AO microscopes and
train more staff to use them.

Issue 3:
Many of the Nikon microscopes had problems with the lighting system.

Recommendations
Future supplies of AO should be MDM Eliza instead of the Nikon.

Issue 4: )

Lack of refresher courses for those who attended ICTC: Lab staffs who attended
ICTC have not had any refresher course to update their knowledge and acquire
new skills.

Recommendations
We are recommending that edgon regular.basis:
ttend such courses

every two to four years. Rf;pld training needs assessment of those already
attended the ICTC should be done before the first re-training course.
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While being supervised, they should be updated by cenducting on job
training (supportive supervision).

Issue S:

Monitoring of AO microscopes inadequate due to lack of data collecting
instruments for AO microscopes. Currently data collected are not disaggregated
according to methods.

Recommendations

We are recommending that an instrument for data collection from AO
microscopes be developed and that Lab staff should be oriented on how to
use it. Constant follow up by Regional Lab Technologists will ascertain
constant use of the AO microscope instrument.

Issues 6:

Inadequate supportive supervision from the National and Regional level that is
evidenced by unresolved chronic problems concerning AO microscopes e.g. lack
of AO reagents since 2002, AO microscopes not being used since 1998! (Tarime)
due to failure of light entering the microscope.

Recommendations

National and Regional level should perform supportive supervision that is
thorough by making physical checks of all microscopes. They should advise
Lab staff to send mechanical deficient AO microscopes for repair to the
Zonal workshop.

Issues 7:
Inadequate consumables/supplies to make AO microscopes function ie. AO
reagents, bulbs, slides slips, cover slips etc.

Recommendations

We are recommending that Malaria Programme Manager (MoH) should
dialogue with MSD officials to find out the root cause of having inadequate
supplies/consumables for AO microscopes and get a commitment from MSD
that all supplies and consumables will be distributed to the Zonal MSD in a
timely manner.

We also recommend that Laboratory staff to be proactive and start
requesting consumables and supplies before the occurrence of stock out at
their sites.

Issues 8:

Inadequate maintenance and repair capacity of Zonal workshops and specifically
the Mbeya and Mwanza Zonal Workshops where they have few staff and
inadequate tools for repair of equipment including AO microscopes.
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Recommendations

We recommend that capacity building be done to improve the skills of staff
working at Zonal workshop and provide the necessary tools that will enable
them to repair/maintain equipment including AO microscopes.

The zonal workshops need additional staff. We recommend a minimum of
four staff for each zonal workshop. Thus for Mwanza Zonal workshop, we
recommend that staff be recruited - one Medical Equipment repair engineer
and two Equipment Technicians.

For Mbeya Zonal Workshop we recommend an addition of two Equipment
Technicians.
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2004 ~ 2007 F2 Y —FEZE~ S ) 7HESE (FKE)

STRATEGIC APPROACHES
CHAPTER FIVE

5.1 Strategy I: Malaria Case Management
5.1.1 Policy Issues

* in 2001 the MoH produced new national guidelines for malaria diagnosis and treatment.

» Sulfadoxine / Pyrimethamine (SP) became the recommended first line treatment for uncomplicated malaria
with Amodiaquine for second line treatment or where SP is contraindicated.

« The new policy defines at what level of health care delivery, including households, specific anti-malarial
drugs should be made available at all times

 The anti-malarial drug policy provides guidelines for management of severe malaria cases in health centres
and dispensaries

 The MoH is committed to ensuring high quality health service delivery to the public. The current MoH
strategies encompass staffing needs, enhanced availability of drugs, laboratory equipment, diagnostic
reagents and quality assurance.

« Strengthening district health services to address key public health concerns is a priority issue for the
government to be tackied through HSR.

5.1.2 Rationale

The effective management of malaria cases is key to the successful reduction in the burden of disease,
especially mortality. For the intervention to be effective the following issues must be addressed:

« Early recognition and proper management of febrile episodes in children at household level is vital.

« IEC strategies will be developed to create awareness among communities and sustain compliance and
safe drug self-administration by consumers.

« The acquisition of adequate skills by health service providers is required if case management is to be
improved. Up to date guidelines for malaria diagnosis and treatment have been developed. These will be
updated regularly and made available to all cadres within the health sector.

« The introduction and application of IMCI protocols provides an excellent opportunity to reduce mortality and
morbidity from malaria and anaemia in children,

« The availability of essential supplies at all times and at all levels of the health delivery system is required if
the nuinoer of severe cases and the consequent morbidity and mortality is to be reduced.

« Monitoring of the therapeutic efficacy of anti-malarial drugs is important. Current data and trends of parasite
resistance are required to inform decisions on treatment protocols and recommendations for first and
second line anti-malariais.

« Quality assurance of pharmaceuticals is needed if adequate clinical cure is to be achieved when patients
take recommended drugs. A robust registration procedure for pharmaceutical products, manufactured in
the country or imported, and routine quality assurance monitoring, backed by effective legislation, must be
guaranteed in order to protect consumers against counterfeit or substandard drugs.

« Data on adverse drug reactions must be collected routinely and disseminated in a timely manner in order
to protect patients frem unpredicted dangers and damaging rumours.

» Quality assuranca of laboratory services is required if clinicians are to have confidence in laboratory results
and start to base their treatment decisions on the evidence of laboratory tests. The role of the laboratory in
the management of severa malaria cases and the detection of early treatmant failure must be emphasised.

+ Home management of fever is common. The cooperation of health care providers from the informal sector
is therefors required if early case management is o be successiul.
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5.1.3 Current Situation

Sulfadoxine / Pyrimethamine (SP) is the recommended first line treatment for uncomplicated malaria. In
cases where SP is contraindicated or where SP treatment failure is suspected Amodiaquine should be used
as second line treatment. Quinine remains the treatment of choice for severe and complicated malaria.
Where Amodiaquine treatment failure is suspected oral quinine is recommended as the third line drug for
uncomplicated malaria.

The National Guidelines for Malaria Diagnosis and Treatment 2000® were adopted in August 2001 as a
response to the rapidly developing resistance of malaria parasites to chloroquine. Failure rates for
chloroquine averaging 52%" were unacceptable given the potentially fatal nature of malaria infections.
Implementation of the new policy has been largely effective; all districts are now being supplied with adequate
stocks of SP and Amodiaquine. Prescribers from the public and private sectors have been introduced to the
policy, training guidelines have been distributed and a public information campaign has been launched.
Posters, magazines and flyers are accessible throughout the country and are displayed even in some of the
remotest of drug outlets. Initial independent assessments however suggest that availability is patchy.
Perceived fears of rare side effects from SP*® and speculative media reporting continues to threaten
confidence in the new policy.

Anti-malarial drug resistance remains a threat to the effective control of malaria in the country. SP is an
interim solution pending the availability of more effective drug combinations that will be less likely to provoke
resistance and thus have longer effective thefapeutic fife time™ . A network for monitoring the efficacy of anti-
malaria drugs is in place (EANMAT). These sentinel sites will provide data for monitoring the effectiveness of
SP which is expected to fall, in time, from the current average level of 85% ®, Evaluations of new drugs,
particularly artemisinin-based combinations with existing and novel drugs, are on going. A further policy
review, to explore the options for combination therapies, has been recommended by the National Malaria
Advisory Committee® in anticipation of the need to update the National guidelines within the next five years®.

The NMCP collaborates with The Pharmacy Board on issues related to the introduction of new anti-malarial
drugs and the national reference laboratory for drug quality assurance.

Data collected by AMMP in three districts (Hai, Morogoro and Temeke) and by NMCP in nine districts (Rufiji,

Morogoro, Chunya, Muleba, Magu, Lushoto, Tunduru, Iringa and Mpwapwa) have provided strong evidence

for the new MTSP:

« Of those patients dying of suspected malaria, 56-80% had attended formal health services during their final
illness. This indicates that measures focused on improving case management at health facilities are
warranted.

s National Guidelines for Malaria Diagnosis and Treatment. Malaria Control Series. No.1 .2000. Ministry of Health, United Republic of Tanzania,
Dar es Salaam.

» EANMAT data - reports (www.eanmat.or)

 The use of Anti-malaria drugs. pp 52-53. WHO Informal Consuitation Report; WHO Geneva 2000.

» White NJ. Delaying anti-malaria drug resistance with combination chemotherapy. Parassitologia. 1999; 41:301-308

= Nationﬁl Malaria Advisory Commitee meeting. Clinical Sub-Committee meeting, May 2002..

» National Malaria Advisory Committee meeting. Dar es Salaam, May 30 2002.

= Anti-Malaria drug combination therapy. WHO Technical Consultation; WHO Geneva,2001
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» The majority of caretakers incorrectly treat their febrile children: only 11% of febrile children under-five
years receive correct treatment within 24 hours of the onset of fever; there is also a delay (average of 2.5
days) in seeking care at health facilities.

* Only 50% of children under five years of age with uncomplicated malaria and 54% with severe malaria are
correctly treated in health facilities; anti-malarial “stock-outs” have been frequent with 71% of public health
facilities experiencing “stock-outs” of anti-malarials for at least one week in three months.

» Laboratory and blood transfusion services are inadequate; malaria parasitological confirmation occurs in
only 5-7% of all reported malaria cases. Dispensaries and health centres lack equipment and facilities for
the detection of anaemia and quality control of laboratory services is generally not available.

* Only 11% of health workers had received training on improved malaria case management in the last 2
years. About 75% of health faciliies are implementing IMCl in the districts where IMCI has been
introduced. CHMT members have supervisory skills but they lack specific tools for malaria control issues
and few have been trained on malaria case management.

Tanzanians generally know about uncomplicated malaria but do not associate anaemia and other symptoms
of severe disease with malaria. Anti-malarials for home treatment are available at drug stores, general shops
and kiosks # but few shopkeepers (15%) are knowledgeable about anti-malarial treatment and none of the
kiosk attendants surveyed knew the correct dosages for the anti-malarials they were selling. Some of the IEC
materials on malaria disease management were available at the community level *. Provision for community
owned resource persons, including village health workers, to treat malaria appropriately is limited. Only 10%
of traditional healers shared current medical beliefs on malaria management.

5.1.4 Target
Target at Community level

Use of appropriate treatment for febrile episodes in children under five years
of age, within 24 hours, will be raised from 19% to 60% by the year 2007

Target at Facility Level

By 2007 at Ieastb‘so% of uncomplicated malaria cases in children under five years of
age, in health facilities at all levels of health care, will be appropriately treated

By 2007 at least 80% of severe malaria cases in children under five years of age, ini
health facilities at all levels of health care, will be appropriately treated

=R]BM 2000 Situation analysis.

*|MPACT preliminary results February, 2002.
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5.1.5 Operational targets

(i) Early detection and appropriate treatment at community level (Operational Approach A)

implementation of this approach will ensure that:

60% of children under five years of age, with fever / malaria, receive correct treatment according to national
guidelines within 24 hours of fever onset '
80% of households receive targeted IEC messages on severe malaria and appropriate actions to be taken
at home, including referral, according to national guidelines

Drug stores, retail shops and kiosks only sell high-quality first line anti-malarial drugs and that correct doses
are dispensed .

proportion of shopkeepers that are knowiedgeable about anti-malarial treatment is raised from 15% to 60%
50% of key community owned resource persons; including traditional healers and village health workers
are able to provide correct advice on early detection and treatment of malaria in their communities.

(i) Improved malaria diagnosis and treatment at health facilities (Operational Approach B)

Implementation of this approach will ensure that:

80% of uncomplicated malaria cases are managed according to the National Guidelines for malaria and
IMCI

80% of severe cases of malaria are managed according to the National Guidelines for malaria and IMCI
All public and private facilities are supervised on the correct application of the National Guidelines for
malaria by knowledgeable CHMT staff

A quality assurance system for laboratory services is established in all districts;

Systems that ensure the availability of high quality anti-malarial drugs are strengthened

Health facilities, districts and the NMCP operate an adequate and functional malaria surveillance and
information system.

5.1.6 Interventions to improve malaria case management

To achieve these targets significant and consistent effort from National, Regional and District personnel will
be needed. For communities to contribute as expected, they will require adequate information on how to
recognize uncomplicated malaria, how to identify signs of severe malaria and the appropriate actions to be

taken. High.quality effective and affordable anti-malarial drugs will have to be available at alf times close to

the users. Public and private health providers, including the informal sector, will require access to the
information, essential equipment and pharmaceuticals necessary for them to manage malaria correctly.

The following actions will be taken:

(i} National fevel

Leadership
The Case Management Technical Committee, of the existing Drug Policy Task Force, will oversee and advise

“the NMCP on anti-malarial drug policy matters. A Case Management Team, headed by a senior clinician, will

be established within the National Malaria Control Programme. The team will be responsible to the
programme manager for the co-ordination of all aspects of the national response to improve case
management.
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The NMCP Case Management Team, in collaboration with RBM partners, will:

» Undertake regular revision of guidelines, training modules, and reference materials on malaria diagnosis
and treatment for dissemination to prescribers, nurses and laboratory staff

+ Define the minimum standards of service delivery for malaria management at district and community levels
required of CHMTs

» Work closely with the IMCI Section of the Ministry of Health to implement improved malaria case
rnanagement in children under five years in line with current IMCI protocols

« Liase with the diagnostics unit of the MoH to define the role of laboratory services for malaria and establish
a quality control mechanism for laboratory diagnosis to be implemented at all levels of health service
provision.

» Define and establish mechanisms for collaboration and co-ordination between public and private health
facilities

s Provide technical assistance and advice to districts on ways to improve malaria case management

« Liase with the Human Resource Directorate of the MOH to ensure that the pre-service and in-service
curricula of health training institutions are consistent with national guidelines for malaria diagnosis and
treatment .

« Establish effective links with the private sector and the media to ensure that accurate and up to date
information on anti-malarial drugs is disseminated to the public.

Availability of high qudlity, effective and safe anti-malarial drugs

The incidence of serious consequences of malaria infection will only decrease once effective anti-malarial
drugs are used early in the course of an individualis illness. The collaboration of many stakeholders is
therefore required to ensure such availability at all levels throughout the country.

NMCP will co-ordinate the national response to anti-malarial drug issues such as quality assurance, efficacy

monitoring, adverse effect detection and the selection of new artemisinin-based combination therapies. It will

collaborate closely with the following stakeholders whose roles have a direct impact on drug availability and

acceptability:

« MSD and private sector manufacturers and importers; to ensure the supply of only high quality malaria
treatment drugs '

 Pharmacy Board; to ensure a continuous drug quality-control mechanism and the responsible registration
of new anti-malarial drugs in line with anticipated changes in national policy

 Research institutions; to a) ensure adequate monitoring of the efficacy of malaria treatment drugs through
routine surveillance at sentinel sites and b) verify the efficacy, safety and cost-effectiveness of alternative
malarial treatment drugs. '

Early diagnosis and appropriate treatment at household level

Effective early diagnosis and treatment at household level requires people living in all communities, however
remote, to have a) knowledge of the appropriate actions to take when a child is sick and b) access to quality
assured treatments when and where they are needed. Interventions will focus on improving the likelihood
that timely action will be taken in non-life-threatening and emergency situations, in response to episodes of
fever in family members, especially in infants and pregnant women.

The NMCP IEC team in collaboration with RBM partners and the private sector will

* Develop appropriate and innovative information packages for the public to encourage behaviour change

« Undertake a national campaign for community sensitisation on the signs and symptoms of malaria,
including the dangerous ones, involving all appropriate media solutions Contract out the development of
appropriate training, information and intervention packages to improve private sector defivery of anti-
malarial treatments.



» Monitor and evaluate the effectiveness of the campaign
(i} District and Community Level

Public Health sector

Council Health Management Teams under the leadérship of District Medical Officers (DMOs) are now
responsible for planning and the allocation of resources within districts. Interventions to improve malaria case
management at District and Community levels are therefore the responsibility of individual CHMTs and cannot
be implemented by the National Programme. Activities will have to be planned and executed within the
framework of the Comprehensive District Health Plans. DMOs will be required to ensure that all health
workers have adequate and appropriate knowledge and skills for the diagnosis and treatment of malaria.
Councils will be expected to comply with the minimum standards of care defined by the NNMCP and required
by the Ministry of Health.

The CHMT must also now plan and budget for the provision and supply of sufficient quantities of anti-malarial
drugs, other necessary supplies and equipment for malaria case management and laboratory diagnosis. The
introduction of district budgeting tools, developed through the Tanzania Essential Health Intervention Project
(TEHIP), to all districts in 2002 will greatly assist CHMTs in the successful performance of this task. -

District councils will be responsible for taking decisions regarding contributions towards the cost of
prescriptions for anti-malarial drugs, possible cost recovery schemes and Community Health Funds.

Private Hedlth sector

CHMTs will need to involve private health sector actors in training and information dissemination activities if
case management targets are to be reached. Private sector providers are expected to play a key role in
malaria case management and they should adhere to the diagnostic and therapeutic standards defined by
the MoH. The CHMTs will be required to make provision for collaboration with private health care providers
in their CDHPs. DMOs will be expected to supervise service delivery and performance.

Household sensitisation

CHMTs will be expected to take a proactive role in sensitising their communities on early recognition and
treatment of febrile illnesses in children. They will need to generate high levels of awareness about the danger
signs of malaria in children and the appropriate actions required of the parents/caretakers. Key actors at
community level will need to be mobilized.

The CHMTs in collaboration with district RBM partners and with technical support from regional and national

bodies will be required to:

+ Plan, fund, manage and implement activities to improve case management

» Create awareness about the signs and symptoms of malaria in children and the related actions to be taken
by parents and caretakers

+» Disseminate guidelines for diagnosis and treatment of malaria in all health facilities, including the private
sector, and drug shops

» Enhance clinical skills for malaria diagnosis and treatment in health facilites through training and
supervision

» Ensure smoocth implementation of IMCI protocols in all health facilities

« Improve the performance of laboratory services to support the correct management of severe malaria
cases and to detect malaria freatment failures

 Improve the referral system for severe malaria cases
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» Ensure the rational use and availability of quality malaria treatment drugs in all health facilities

* Promote judicious anti-malarial drug dispensing practices from the informal sector through training and
sensitisation

* Facilitate the monitoring of anti-malarial therapy and support trials on alternative / novel malaria treatment
drugs

(iii) Research and Monitoring

The effectiveness of the approaches used for improving malaria case management will be constantly
monitored. The key issues: anti-malarial drug efficacy and safety, IMCI implementation and impact, private
and informal sector performance and epidemiological surveillance will be co-ordinated by the NMCP and
contracted out as necessary. All NMCP partners will be expected to plan for adequate operational research
and monitoring in their activities. The Network for effective monitoring and evaluation, due to be established
as part of the Tanzania WHO Plan of Work, will provide the backbone for the required information gathering.
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5.2 Strategy 2: Vector Control

Insecticide Treated Nets (ITNs) have the strongest evidence base for vector control effectiveness therefore
the strategy will focus, for the period of this MTSP, on the implementation of the National Insecticide Treated
Net Campaign (NATNETS programme), to substantially increase the use of ITNs nation wide. NMCP wiil
continue to monitor evidence from other vector control interventions, for which there is currently little evidence
of effectiveness, for possible inclusion in subsequent plans.

5.2.1 Policy issues

The use of ITNs is one of the core interventions recommended by RBM. The goal is to increase ITN
coverage to 60% of households in Africa over the next five years

The government has committed itself, through the Abuja declaration 2000, to initiate appropriate and
sustainable action to reduce the burden of malaria in Tanzania

The Ministry of Health has adopted an implementation strategy to promote nation wide usage of Insecticide
Treated mosquito Nets #

A task force for the implementation of a National Insecticide Treated Materials scaling up process for
Tanzania has guided the establishment of the National Nets Programme (NATNETS)

A lean NATNETS Steering Committee will be established to provide oversight and scrutiny of the
implementation of the scaling up process.

5.2.2 Rationale

The development of insecticide products for the treatment of mosquito nets and other domestic materials has
provided a means of protecting vulnerable populations from malaria with a technology that is neither a drug
nor a vaccine. Systematic reviews and metanalysis ® of the data from ITN trials in Africa have shown that
ITNs can reduce mortality in children under 5 years of age by 20% and the number of malaria episodes
experienced by protected children by 50%. ITNs have been demonstrated to be one of the most promising
and cost effective methods available for controlling malaria in Sub-Saharan Africa. In Tanzania, for children
alone, these findings translate into the possibility of averting the deaths of 20,000 - 30,000 children under the
age of five years each year 2. Pregnant women who are exposed to the threat of malaria also benefit greatly
when they sleep under an ITN. Initial concerns that ITNs might simply push the burden of malaria morbidity
and mortality onto older children now appear to be unfounded®.

5.2.3 Current Situation

Tanzania has had a culture of net usage for a long time. A national strategy for implementation of ITNs has
been developed. There is an indigenous net manufacturing industry and a willingness among the
‘manufacturers to increase the quantity of nets available in the country and support distribution networks. The
private sector (shopkeepers, NGOs, CBOs) has shown interest to carry out commercial distribution of ITNs.
Research institutions are ready to undertake operational research into ITN use.

=Taking Insecticide Treated Matarial to National Scale in Tanzania. MoH. November 2000

= | engeler C. Insecticida treated bednets and curtains for malaria controt (Cochrane Review), 1888. in: The Cochrane Library, issue 3, Oxford, UK.

# KINET Report, IHRDC Ifakara.

=Binka, F.N. Hodgson, A, Adiuik, M % Smith T (2002). Mortaiity in a seven and a haif y=ar follow up of a trial of inscticide-treated mosquito nets in Ghana.

Transactions of the Royal Society of Tropical Medicing and Hygiene, $6,597-599.
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Recent surveys show that there is already widespread use of mosquito nets especially in urban areas. in
Tabora Urban and Mwanza Urban, 81% and 82% of households, respectively have at least one mosquito net
=, But on average only 12% of households have at least one ITN. About 11% of children under five years old
and 8% of pregnant women sleep under ITNs. The availability and use of mosquito nets in the country varies
according to location (rural/urban), malaria transmission pattern and presence of an [TN project in the area.
Recent experiences show that it is possible to significantly increase the coverage of mosquito nets across all
socio-economic strata but that re-treatment of ITNs remains a challenge .

5.2.4 Target

By the year 2007 at least 60% of the children under 5 years of age and 60% of
pregnant women will.be sleeping under an insecticide treated mosquito net

5.2.5 Operational Targets

60% of children under 5 years of age sieep under an ITN, treated within the last twelve months or a Long

Lasting Insecticide Treated Net (LLITN).

90% of the hamlets have at least one outlet for selling nets and insecticide for net treatment

* MCH clinic staff routinely give advice on the value of ITNs to pregnant women and carers of children under
5 years of age

» 60% of pregnant women sleep under an ITN, treated within the last twelve months or a Lohg Lasting Net

(LLITN).

5.2.6 Interventions to increase use of ITNs

To achieve the mid term targets and build a national culture of ITN use it is necessary to massively increase
demand for I[TNs. An estimated 1,353,000 women will be pregnant during the year 2002 ** and, over the next
5 years, on average 1.6 million infants will be exposed to the risk of malaria on any given night . Once there
are an average of 2 nets per household, that last for five years, in 80% of households, 2.3 million nets will
need to be replaced annually. For nets to be treated at least once a year 12 million net treatments will also
be required.

The Strategy to deliver these results will rely on three interdependent components;

a) the ITN Cell of the NMCP which will provide overall coordination and monitoring for the NATNETS TN
activities in Tanzania,

b) a contracted Social Marketing Campaign (SMARTNET) which will also manage delivery of insecticide
treatment kits for ITNs and

¢) an ITN Voucher Scheme, funded through the GFATM, to reduce the amount that pregnant women will have
to pay for an ITN in the market place and to provide for free insecticide re-treatment kits for infants who
complete DPT3 and measles vaccination.

=SMITN i End of project Survey - 2002

*Report on the Analysis of SMITN I End of project Household Survey. K. Hanson and E. Warrall. LSHTM April 2002.

* Assume a crude birth rate of 41 per thousand (DHS 1999 rural rate).

= Assumes 4.5% of the population are infants with estimated current population of 33.8 million, projected to be 39.9 million by year 2007 (2.8% annual
growth rate)
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{i) National level

Leadership

The NATNETS Steering Committee will be formed out of the existing ITN Task Force. It will be a lean
management group headed by the Chief Medical Officer, tasked with oversight and scrutiny of the NATNETS
programme and The National ITN Implementation Team. The Team will be embedded within the National
Malaria Control Programme under the Malaria Control Programme Manager.

It will coordinate National ITN “demand creation”, “facilitate the enabling commercial environment” required
to increase ITN use and provide the strong management required to implement the ITN voucher scheme for
pregnant women. A multi-stakeholder ITN Consultative Group will provide advice and advocacy support to
the Implementation Team and the Steering Committee.

Demand creation

The government will invest significant resources to strengthen the existing public private alliance for the
commercial distribution of ITNs. This is the most sustainable way of achieving its long-term ITN targets. Public
funds, gathered from bilateral, multilateral and other donors will be used to procure high quality, dynamic
promotion of ITNs at a national scale to drive demand creation.

A third phase of Social Marketing of ITNs (SMARTNETS) wili be resourced to maintain the existing
momentum for ITN demand and supply while core NMCP structures are established =. This new approach to
social marketing will focus on the creation of commercial alliances for the distribution of nets bundled with
insecticide kits as well as the introduction of Long-Lasting Net technologie (LLITNs). Bilateral donor funds
have been committed for an expanded provision of low cost insecticide treatment Kits for nets. Procurement
and distribution of insecticide kits will be managed by PSI under the scrutiny of the ITN Implementation team
and the NATNETS Steering Committee. This third phase of ITN social marketing will provide the principle
short-term means of addressing the problem of low insecticide re-treatment rates. Long term, the problem of
insecticide re-treatment will be eliminated through the introduction of effective LLITN technologies.

Provision of Demand creation will be in partnership with the commercial sector, social marketing
organisations and community-based organisations. Persistent behaviour change requires concerted and
sustained action at all levels, especially within rural communities, therefore the National Campaign will require
support through integrated district, community and household activities that encourage. adoption of new
ideas.

Equity

Equitable protection of the most physiologically vulnerable groups will be encouraged through the
implementation of a targeted ITN Voucher Scheme designed to simultaneously encourage commercial sector
participation in ITN distribution and affordability to all pregnant women. Voucher distribution will be linked to
utilisation of other essential health intervention packages, such as antenatal and EPI services. Co-ordination
with and co-operation from the Reproductive and Child Health Unit and its service providers will be a corner
stone in the successful implementation of the ITN Voucher Scheme. Co-ordinated development and planning
of training materials for maternal and child health clinic staff has already begun.

The ITN Implementation Team .
“» Will provide technical support to District Councils and CBOs to enable them to plan effective activities that
will increase net usage.

®Taking Insecticide Treated Material to National scaie in Tanzania. MoH November 2000.
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* Will act as a National ITN resource centre providing information, planning templates and training tools for
ITNs activities.
» Will contract and manage the procurement of demand creation activities
* Will have responsibility for: '
» Development, updating and distribution of TN policy guidelines and malaria planning tools taiiored
to district decision making
» Assisting, in collaboration with the Zonal Training Centres, with capacity building based on identified
needs, roles and use of ITNs
+ The generation of an enabling environment for demand creation e.g. targeted distribution of ITNs
for marginalized groups ‘
» Overseeing that net manufacturers establish effective systems for delivery of nets and insecticides
to customers
» Coordinating regulatory and quality assurance issues
* Monitoring and evaluation of the ITN strategy
» Advocating for enactment of legislation that will require any mosquito net sold in Tanzania to be
either; bundled with an insecticide treatment kit or pre-treated using long lasting insecticide
technology
» Development and execution of plans for increasing access to [TNs for Pregnant women through the
voucher scheme funded from the GFATM.

To deliver these outputs an increase in the skill base and absorptive capacity of the NMCP is required.
Through a combination of donor-funded appointments and MoH transfers or secondments, a Team leader,
entomologist, social scientist, fund manager, data manager and team accountant will be recruited to the ITN
cell. '

{ii) District and Community Level

District Medical Officers will be encouraged and supported by the MoH to take the initial lead to sensitise
councillors to the true impact of malaria and the benefits of ITNs. They will then be expected to take a
proactive role in advocating, within the District Social Committee, for an integrated cross-sectoral district
malaria plan that emphasises the critical importance of ITNs in reducing malaria morbidity and mortality. The
CHMT with active support of the Social Committee of the Councils will be responsible for development,
implementation and reporting on progress made to implement the MMTSP to the council. A sub committee
of the Social Committee that has multi-sector representation will be required. It will handle crucial issues
necessary for successful scaling up of ITNs and coordination of the MMTSP in the district.. The sub
committee’s membership should include influential local people who are in touch with local issues, possessing
commercial, advertising, health and malaria control expertise.

DMOs will aim to generate sufficiently high levels of awareness and commitment, within their District Councils
and Social Committees, to overcome the past prejudice and apathy related to malaria control. NMCP and
the ITN Implementation Team will provide initial support to DMOs during the first year of implementation of
the Malaria MTSP. District Councils should appoint a focal person to pioneer ITN interventions and, on an
annual basis from 2002 to 2007, include community ITN advocacy and stimulation of private sector
involvement in their comprehensive district plans, to ensure necessary budgetary allocations. Advice on
locally appropriate advocacy will be available from the ITN implementation Team and marketing partners.
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(iii) Research and Monitoring

Insecticide resistance

Insecticide resistance is a threat to long-term control of malaria vectors. Continued long term monitoring of
the impact of large-scale use of ITNs on mosquito behaviour and insecticide resistance is essential. The
Implementation Team will co-ordinate, where necessary contrabting out, appropriate studies to monitor such
impact.

Long Lasting Insecticide Treated Net Technology (LLITN} technology

Long lasting insecticide impregnation of materials offers major advantages of cost, convenience,
environmental impact and donor engagement. The Implementation Team will, in collaboration with WHO and
TPRI, assist and encourage development and adoption of this technology. It will aim to ensure equitable
transfer of LLN technology to Tanzania in order to prevent monopoly and enhance local manufacturing
capacity.

Market performance

The Tanzania ITN Implementation Plan builds on established partnerships with the private sector, but

recognises the need for targeted subsidies. Collaboration with research institutions has been coordinated to:

* Track the continuing development of the commercial market

« Monitor systems of targeting subsidies (e.g. vouchers) for: effectiveness in reaching the target group;
sustainability and equity; and the impact on the commercial market.

Monitoring and evaluation

The impact of the ITN component of the MMTSP will be assessed through national malaria monitoting
insttuments, market surveys and routine demographic and Health Surveillance data. Operational research
is being supported through colfaboration with national and international research institutions. Integrity of the
voucher subsidy scheme and use of GFATM funds will be monitored through independent financial audit
commissioned as part of the National Nets Programme.

The Household Budget survey completed in 2001 will provide baseline indicators, alongside the household
surveys from SMITN | & II, the 1999 Reproductive and Child Health Survey and existing coverage data from
DSS sites, against which to measure trends and monitor progress.

5.2.7 Vector control interventions in urban areas

Vector control interventions in urban areas of sub-Saharan Africa, employing environmental manipulation, have
proved difficult to sustain so that in the long term they have been unsuccessful and not cost effective. The
recent report of the Commission of Macroeconomics and Health has however emphasised the major economic
losses that are inflicted on emerging sub-Saharan economies by malaria. This has prompted a reappraisal of
the potential for moderate and large scale endeavours to remove breeding sites for malaria vectors from major
urban conurbations.

Rehabilitation of pre-existing drainage systems and extensive land use changes has been suggested for Dar
es Salaam. Where the principle strategies for malaria control have been achieved, and where additional
revenue can be raised, work on repairing and maintaining pre-existing drainage infrastructure may be a cost
effective additional activity that municipal authorities might adopt.
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5.3 Strategy 3: Malaria Prevention In Pregnancy
5.3.1 Policy Issues

The MoH recommends that all pregnant women should attend antenatal clinics and receive a full dose of
Sulfadoxine / Pyrimethamine (SP), at least twice during the course of their pregnancy. One dose
administered during the second trimester and one dose in the third trimester of pregnancy as Intermittent
Preventive Treatment (IPT). Pregnant women who are known to be allergic to sulphur drugs should not
receive SP for malaria IPT or treatment; oral quinine should be used for treatment of uncomplicated clinical
episodes when SP is contraindicated.

The use of ITNs by pregnant women will be strongly encouraged by MCH clinic staff through interactions at
antenatal clinics.

5.3.2 Rationale

Pregnant women and under five children are the groups most vulnerable to malaria infection. Pregnancy
suppresses some acquired immunity to malaria *. Pfalciparum infection in pregnancy carries high morbidity
and mortality for the foetus and the mother especially during the first and second pregnancy. The sequelae
of malaria in pregnancy are principally anaemia and low birth weight. Premature labour, abortion and still-birth
are also more common following malaria infection and pregnant women are at higher risk of progressing to
severe forms of eh disease. Infant mortality rate is four times higher in low birth weight babies than normal
babies so interventions that address low birth weight need to be encouraged *.

Malaria infection during pregnancy is often covert. Research from Malawi * and Kenya ¥ has shown that
pregnant women, living in malaria endemic areas, who receive intermittent treatment doses of SP during their
pregnancy enjoy better health and have bigger healthier babies than women from the same areas who have
not had intermittent treatment. Providing routine IPT using SP to pregnant women will therefore be expected
to improve the ouicome of pregnancies in Tanzania.

5.3.3 Current Sifuaﬁon

Communities and health providers are generally not aware of the consequences of malaria in pregnancy in
terms of morbidity and mortality. However, they are aware of the availability of malaria preventive measures ‘
in pregnancy. There is still low uptake of malaria chemoprobhylaxis {29%) and use of ITNs (8%) in pregnancy.
Antenatal attendance is high (more than 80%) and guidelines on IPT in pregnancy are available.

*Regier C, Talt A, Diagne N et al. Plasmodium falciprarum clinical malaria: lesson from longitudinal studies in Senegal. Parassitogia 1989; 41:255-259.

* Guyatt HL & SNow RW Malaria in pregnancy as an indirect cause of infant mortality in Sub-Saharan Africa. Trans. Royal SOc. TropicalnMedicine &
Hygiene 2001; 95 (6); 569-76.

* Verhoef FH, et al, AN evaluation of the effects of intermittent SP treatment in Pregnancy on Parasite clearance and risk of low birth weight in ruart
Malawi. Ann. Trop. med. parasitol 1997

¥ Shulman CE et al. Intermittent SP to prevent severe anaemia secondary to malaria in pregnacy: a randomized placebo controlled trial. Lancet, 1999;
353: 632-636. ’
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5.3.4 Target

By 2007 at least 60% of pregnant women will be effectively protected against malaria

5.3.5 Operational targets

60% of pregnant women will use IPT ‘as recommended by WHO

60% of pregnant women will sleep under an adequately treated mosquito net

80% of pregnant women will be aware of the risks / consequences of malaria in pregnancy

All health providers in MCH clinics will be aware of the risks and consequences of malaria in pregnancy
and advise use of IPT and [TNs

5.3.6 Principles for malaria prevention in Pregnancy

Pregnant women will be advised to sleep under Insecticide Treated Nets (ITNs) at night and to take other
personal protective measures to reduce contact with mosquitoes. Mothers will be encouraged to protect their
infants with Insecticide Treated Nets (ITNs)

The Ministry of Health recommends that all Pregnant women attend antenatal clinics during their pregnancies
and advises that, providing that they are not known to be sensitive to sulpha based drugs, all pregnant
women, at risk of malaria, should take Sulfadoxine / Pyrimethamine for IPT.

Treatment of malaria in pregnancy will follow the same guidelines as for other patients. As SP is not
recommended during the fast month of pregnancy oral Quinine wiil be the treatment of choice from the 36th
week up to delivery. Amodiaquine may be used in those facilities where quinine tablets are not available.

In areas of high malaria endemicity, if no other cause for a fever can be identified during pregnancy (for
example a respiratory infection or a urinary tract infection), a woman who is pregnant and febrile will be
assumed to have malaria. She will receive a treatment dose of SP (3 tablets) without delay. it should be noted
that malaria parasites may be sequestered in the placenta so that blood smears can be reported as negative
despite infection.

5.3.7 Interventions fo increase protection in pregnancy
(i) National Level

The National Malaria Control Programme, in collaboration with the Reproductive and Child Health Unit of the
Ministry of Health, will facilitate the necessary activities to support this strategy for IPT and ITNs. They will
provide updated guidelines and secure, where necessary, resources to train staff to deliver IPT, recognise
and treat anaemia and malaria in pregnancy and distribute ITN vouchers. The RCHU will oversee the service
delivery of case management and preventive measures for malaria in pregnancy at all levels of care in public,
private and NGO facilities.

Training on malaria case management and the use of IPT, tailored to needs of health providers at health
facility level, will be essentially a responsibility of CHMTs. They will be encouraged to allocate resources for
training and seek assistance to train their MCH clinic staff on new interventions.

Provision is made in the 2002 - 2003 MTEF for Government funds to procure sufficient SP for all pregnant
women to be provided with free SP IPT. Delivery of free IPT through government run MCH clinics will be
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relatively straight forward, using existing distribution mechanisms to ensure availability and audit. Delivery of
malaria services for the large number of women who receive their antenatal care at NGO or private clinics,
however, will require diligence and commitment from CHMTs and DMOs if targets are to be met.

The National Malaria Control Programme, in collaboration with regional staff and other relevant divisions /
sections in the MoH, such as the Health Education unit, and other stakeholders, will promote IPT and ITN
usage among pregnant women. They will also co-ordinate monitoring and evaluation and undertake
operational research, in collaboration with the regions and districts, to optimise service delivery.

All pregnant women will be entitled to a subsidy, in the form of a voucher, towards the cost of an ITN.
Vouchers will be issued, through antenatal clinics, early in pregnancy. They will be redeemable, at a
commercial retailer, against part of the purchase price of an ITN. Qualification for a voucher will be linked to
uptake of essential health interventions related to pregnancy.

{ii} Regions

The regional authorities act as an extended arm of the MOH. They will assist the national level to deliver
activities assigned for the central level. They will in addition provide technical support to districts and monitor
progress made during implementation.

(iii) District and Health Facility Levels

The district and Health facility levels will incorporate IPT and ITNs strategies in their comprehensive health
plans and budget each year. They will be responsible for the implementation of IPT and ITNs interventions
and oversee that IPT and ITN voucher delivery is integrated with other antenatal services within the district.
CHMTs will distribute and audit use of SP for IPT and ITN vouchers against the antenatal returns from health
facilities. CHMTs will also be responsible, using health sector basket funds, for the training of health facility
staff and communities on IPT and ITNs. CHMTs will undertake supportive supervision, monitoring and
evaluation. They will order and distribute necessary anti-malarial drugs and medical supplies to all health
facilities. Sensitisation and advocacy for IPT and the use of ITNs will provide a key entry point for CHMT staff
working with communities and non-governmental suppliers of essential health interventions. The need for
pregnant women to seek prompt treatment when they have fever or malaria should also form a focus for
messages delivered to communities through integrated district health education initiatives.

(iv) Community Level .

Key community people, extension workers (including village health workers), village advocates and opinion
leaders, including faith based group leaders, should be actively recruited by CHMTs to sensitisation and
support pregnant women and encourage rights based access to IPT and [TNs. Pregnant women will require
" education on the need to attend ANCs, including the benefits associated with health interventions provided
during pregnancy for the mother and child; including immunization, micronutrients and attended deliveries.

Through the appointment, and remuneration by the district, of malaria coordinators CHMTs will be ideally
placed to gain community trust and encourage the involvement and participation of communities. Through
ward and village representatives men and husbands may also be encouraged to support their pregnant wives
to seek antenatal care and IPT and to support their wives use of ITNs.
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5.4. Strategy 4: Malaria Epidemics Prevention and Control
5.4.1 Policy Issues

The evolution of emerging and re-emerging diseases has put renewed pressure on health service delivery in
the country. In response to the threat of epidemics, through training, re-tooling and improvements in
infrastructure the MoH is strengthening its emergency preparedness capability. Instruments for multi-sectoral
collaboration in the event of an epidemic have also been established.

5.4.2 Rationale

A malaria epidemic is defined as the occurrence of new cases of a disease clearly exceeding the number
expected at that particular time and place. Generally there is an inverse relationship between the usual
intensity of malaria transmission and the risk of epidemics. Unstable malaria transmission areas, often fringé
highlands and semi arid zones, are prone to malaria epidemics. Factors associated with unexpected
increases in malaria transmission may be man-made (environmental modification) or natural (climatic).
Furthermore, population movements (refugees) and deterioration of health care services may contribute to
the appearance of malaria epidemics.

High morbidity and mortality usually occurs during an epidemic. Early detection and immediate intervention
with appropriate control measures can limit and contain the worst effects of an outbreak of malaria in an
epidemic prone area.

Retrospective epidemiological information is required if potential epidemics are to be detected before they
become established. The pattern of disease to be expected-in a given area can be established form existing
clinic and hospital data. Subsequently, if an unusual increase in the number of new cases is observed the
possibility of an epidemic should be considered, the event notified and investigations started. If an epidemic
is recognized, predetermined emergency measures, such as mass drug administration, may then be initiated.
Other interventions to be considered should focus on the reduction of transmission through vector control
measures.

Routine meteorological data collection that would detect, for example, unusually heavy rainfail or high
temperatures in highland areas, can also provide an early warning for the prediction of malaria epidemics.
On a longer time scale, lcng-range weather forecasts may also be useful, especially at national level, by
providing advanced warnings of global climatic phenomena (e.g. el niQo) that could affect local temperatures
and rainfall.

5.4.3 Current Situation / background

Up to 25% of Tanzanians live in Malaria epidemic prone areas. Of these a third live in fringe highiands and
the Rift Valley, while two thirds live in Semi arid districts. Ten districts have reported epidemics that occurred
within their boundaries. Malaria epidemics have also been reported in refugee camps in north west of the
country. In epidemics have been associated with high morbidity and mortality as well as the disruption of the
social and economic infrastructure of affected communities. Epidemics have occurred in three to four year
cycles in several of the affected districts. Additionally there are districts where malaria epidemics might have
been expected but from which records are not available or report have not been made.
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In the last 10 years malaria epidemics, when they have occurred, have always caught authorities and
communities unaware. No prediction or detection mechanisms have been in place to provide warnings.
Implementation of the strategy on epidemic control wilf lead to the prevention, and containment of outbreaks
in epidemic prone areas. Enhanced early warning, early detection and preparedness are the keys to success.

344 Target

By the year 2007 all epidemic prone districts will have increased their capacity to
-detect malaria epidemics early and contain them.

Two approaches will be applied under this strategy:

* Establish early warning and detection systems in malaria epidemic prone districts.
» Establish adequate prevention and control responses to malaria outbreaks in epidemic prone districts

5.4.5 Operational targets

+ A mechanism for collaboration with partners on early warning-and epidemic control will be established at
all levels, particularly at district level

» Key medicai personnel in epidemic prone districts will have undergone training for early detection and
control of epidemics

» All epidemic prone districts will have adopted an instrument for the early detection and reporting of unusual
rises in the numbers of malaria cases

* All epidemic prone districts will have contingency stocks of essential equipment and supplies for the
prevention and rapid containment of malaria outbreaks.

» In the event of an epidemic, districts will have the capacity to deliver effective control measures, such as
mass drug treatment. ‘

5.4.6 Interventions
The following interventions are required:
(i} National level:

The NMCP in collaboration with stakeholders will:

» Collect retrospective epidemiological data in all epidemic prone districts to establish district malaria profiles
and define the thresholds at which district action plans will be triggered.

» Work with epidemic prone districts and regions to develop plans for epidemic control.

* Develop guidelines on malaria epidemic preparedness

* Develop guidelines for the management of severe malaria in emergency situations.

« Liase with the Tanzania Meteorological Agency to establish an early warning system.

+ Facilitate networking, within and outside the country, between districts prone to epidemics to enable them
to learn from each otheris experiences in epidemic control.

* Promote studies on associated contributing factors to malaria epidemics such as ecological, socio-
economic and political changes.

» Work with MSD to assist districts to procure and distribute essential drugs, medical equipment (spray
pumps, diagnostics kits, insecticides, protective gear and spare parts) and logistic support to epidemic
prone districts
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« Liase within the MoH to facilitate the integration of Malaria surveillance systems into the integrated disease
surveillance system of the MOH

« By June 2003, develop with TPRI a policy and recommendations on the use of insecticides, including DDT,
for epidemic control. The policy will define, for implementing districts, the types of responses and
insecticides that are considered appropriate in specific circumstances. A émenui of options and responses
will provide technical and practical solutions for CHMTs to apply as required.

(ii} District Level Interventions

All epidemic prone districts will prepare a plan for epidemic prevention and control within their comprehensive
district health plans. They will solicit resources for implementation with RBM partners. Plans should include
the establishment of an early detection system for malaria epidemics in selected sites and a contingency
stock of drugs, spray equipment and insecticides. Sensitisation and mobilization of all RBM partners in
malaria epidemic prevention should be considered.

The CHMTs in coltaboration with stakeholders and RBM partners at district level:

Will facilitate and activate key actors at community level to prevent, control and contain malaria epidemics.
Will sensitise the community on how to identify malaria and take appropriate actions

Will provide capacity building to health staff in epidemic prone areas

(ifi} Community Level Interventions
Ward executive committee, village council, community-based organizations, community owned resource
persons, village health committees and individuals will be encouraged to participate in activities designed to

assist in the capture and reporting of increases in malaria case numbers. As epidemics are detected, Village
Health Committees will be called upon to assist in the delivery of specified control interventions.
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9. F2RAEMHFEEH (Minutes of Meeting)

MINUTES OF MEETING
BETWEEN
THE JAPANESE PRELIMINARY STUDY TEAM
AND
THE MINISTRY OF HEALTH OF THE GOVERNMENT OF
THE UNITED REPUBLIC OF TANZANIA
ON JAPANESE TECHNICAL COOPERATION
FOR THE INTEGRATED MALARIA CONTROL PROJECT

The Japanese Preliminary Study Team (hereinafter referred to as “the Team™) organized by
Japan International Cooperation Agency (hereinafter referred to as “JICA”) and headed by Dr.
Yoichi Yamagata, visited the United Republic of Tanzania (hereinafter referred to as “Tanzania™)
from 8 February to 3 March, 2004 in order to elaborate a design of the proposed Integrated Malaria
Control Project (hereinafter referred to as “the Project”) and to appraise its scope and approaches.

The Team, during its stay in Tanzania, held a series of workshops attended by key
stakeholders of the proposed Project in order to formulate a project outline. Based on outputs of the
workshops, and in accordance with the Minutes of Meeting exchanged between the Japanese
Preparatory Study Team and authorities concerned of the government of Tanzania on 1 December,
2003, the Team formulated the Project Design Matrix (PDM) of the said Project.

As a result of the dialogue between the Team and authorities concerned of the Ministry of

Health of the Government of Tanzania, the both sides agreed to the matters referred to m the
document attached hereto.

Dar es Salaam, 24 February, 2004

e = ) Jpa————

Dr. Yoichi Yamagata Dr. Gabriel L. Upunda

Team Leader Acting Permanent Secretary

Japanese Preliminary Study Team v Ministry of Health |

Japan International Cooperation Agency The United Republic of Tanzania
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ATTACHED DOCUMENT

The PDM prepared by the Team was reviewed by the Ministry of Health (MOH) of the Government
of Tanzania. Through a course of discussions between the Team and MOH, both sides accepted its

contents.

In addition to the above agreement on the PDM contents, the following points were noted during the

discussions, and confirmed by the Team and MOH at the meeting.

Project title:

1. The Project title reads “Integrated Malaria Control Project” as it better represents the project
scope than the previously adopted “Project for Malaria Case Management Traming and Control
of Malaria Mosquito Breeding Sites in Urban Centres”

Project scope and sites:

2. The Project is largely divided into three components: (1) nursing care of malaria, (2) laboratory
diagnosis of malaria by AO method and (3) environmental management of Anopheles breeding
sites. ‘

3. The component on nursing care of malaria aims at establishing a sustainable system to conduct
cascade training in selected districts rather than providing training on nursing care countrywide.

4. The component on laboratory diagnosis aims at establishing a sustainable system to conduct
proper laboratory diagnosis by AO method in selected districts rather than providing training
and equipment of AO method at a large scale.

5. Dar es Salaam and Zanzibar will be included in the target sites of the above two components
due to the needs addressed by these areas.

6. Other target districts of the above two components will be decided in consideration of (1)
availability of electricity and water, (2) physical access from Dar es Salaam, (3) magnitude of
malaria problem, (4) monitoring capacity of the Project team, and (5) existence of laboratory
technicians, when the Project starts.

7. The target sites of the two components shall overlap as much as possible in view of improving
the case management of malaria at health facilities.

The total number of target districts of the components (1) and (2) will be approximately 6-10.
The component on the environmental management of Anopheles breeding sites will focus on
three municipalities in Dar es Salaam.

10. This component will be implemented alongside the Urban Malaria Control Project (UMCP) of
the DSM City Council.
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11. The wards targeted in this component will be decided in consideration of results of the situation

analysis conducted at an early stage of the Project.

Project partners:

12. The Project will be implemented in collaboration with various local and international partners
including Eastern and Southern Africa Centre of International Parasite Control (ESACIPAC)} in
Kenya.

Steps forward:
13. The Team will draft a project document and share it with MOH for comments by mid-March
2004.

14. A signing ceremony will be organized at the earliest convenience of both JICA and MOH upon

agreement on the project document. The Project will thereby be launched officially.

3k o e ok 3 3 e 3k o ok e ke 3k ke ok
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