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Preface

The purpose of this National Malaria Strategic Plan is to provide a comprehensive technical guidance to stakeholders and
development partners for the period of five years (2021-2025), focusing on transitioning to malaria elimination in phases in Tanzania
by 2030.

This Strategic Plan is guided by the following principles; a) Country ownership and leadership — it has ensured that the plan is
aligned with the National Development Plan, National Health Sector Strategic Plan and National Planning and Financial Systems,
b) Inclusive and coordinated partnerships — the NMCP is under the umbrella of the Ministry of Health, Community Development,
Gender, Elderly and Children and works in collaboration with several internal and external partners to reduce duplication and
fragmentation of efforts, c) Accountability — the Ministry of Finance and Planning is implementing a performance based financing
mechanism; all partners are accountable for their commitments and responsibilities to their beneficiaries through this tool, d)
Evidence based and results oriented — as a result of the recommendations of the 2020 Malaria Program Review the new Strategic
Plan aims to achieve the most effective and efficient use of resources as well as ensuring that the implementation of the agreed
interventions is scaled up in a well-coordinated manner, e) Technically sound — targeting of interventions has been evidence-based
guided by the malaria epidemiological stratification which has been done up to sub-national level and in line with the WHO’s Global
Technical Strategy, f) Feasibility — the NMSP has taken into consideration the relevance and acceptability of the selected
interventions by the communities and assessed the capacity of the health sector to deliver the required health services, g) Cost
effectiveness — the NMSP has also addressed the principle of value for money where the best use of resources available is earmarked
for the provision of services that will lead to maximum reduction of morbidity and mortality.

This NMSP 2021-2025 is available in two versions; comprehensive long and abridged version. Parallel to the development of NMSP
2021-2025, this document will lead updating and/or developing of different thematic guidelines to roll out this technical strategy.

By taking forward this strategy, the country hopes to scale-up malaria interventions for control in high to moderate transmission
areas and increase responses in low and very low transmission areas advancing towards malaria elimination. By doing so the strategy
will facilitate the country to reach its goal and broad health related targets.

Recent past progress on malaria has shown us that, with adequate investments, right mix of strategies and commitment, remarkable
achievements can be obtained.

I remain confident that if we act with technical focus and determination, we can beat malaria disease once and for all.

Dr. Dorothy O. Gwajima (MP)

Minister for Health, Community Development, Gender, Elderly and Children
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Executive summary

Introduction: The Government of Tanzania through the National Malaria Control Program (NMCP) and in collaboration with her
partners has made significant strides in the fight against malaria, resulting in remarkable reduction in the malaria burden. This
national malaria strategic plan, covering the period 2021 to 2025, aims to ensure that Tanzania consolidates the gains made in
reducing the burden of malaria and accelerating the country towards the vision of a society free of malaria.

Demography: The total population of mainland Tanzania in 2021 is estimated at 57,724,380 with a population growth rate of 2.7%,
and an average of 5.1 household members. The rapid population growth has an impact on the available resources, especially on
public expenditures including health.

Socio-economic status: The gross domestic product (GDP) growth in Tanzania shows a rising trend, except for years when facing
a food crisis, power crisis, and global economic and financial crisis. Since 2005, Tanzania’s GDP annual growth rate averaged 7%,
which was in line with poverty reduction strategy target of 6%-8% per annum. Improved economic status of a country has a role to
play in reducing malaria burden as there are several evidences that suggest modern housing provides greater protection against
malaria vectors than traditional housing. More than 80% of malaria transmission in sub-Saharan Africa occurs indoors. Therefore,
reducing the entry of malaria vectors indoors by modifying the housing structures reduce the numbers of malaria cases.

Malaria stratification: The Supplementary Malaria Mid-term Strategic Plan (SMMSP); 2018-2020 stratified malaria burden
according to observed epidemiological diversity of four epidemiological strata (Very low, Low, Moderate and High), and set up for
implementation of intervention packages to match with the heterogeneity. Malaria stratification, provides guidance to the transition
towards elimination in phases. It is an approach that facilitates strategic adjustments to invest for impact and burden reduction in
moderate to high transmission areas and disadvantaged population. Also to further decrease low transmission areas and to advance
towards malaria elimination in very low transmission settings.

Malaria Situation analysis: Between 1990-early2000’s malaria in Tanzania was largely between the meso- and hyper-endemic
classes with a national average pfpr for children aged 2 to 10 years (pfprz-10) above 40%. Since early years of 2000s a marked
reduction of parasite prevalence was recorded reaching a hypo-endemicity level in the most recent years. The geographical
distribution of malaria prevalence progressively reveals a heterogeneous distribution from very low endemicity in the central belt
from the North to South to notably higher endemicity in the north-west and south east of the country. Areas along the central belt
are characterized with highlands and relatively low temperatures while those in the North —west and South-east are mainly Coastal
lowlands regions and the basins around the three big Lakes hence they are warm and humid, with suitable temperatures for malaria
transmission ranging from 17°C to 30°C through most of the year.

Malaria Program performance: The goal of the ended NMSP 2015-2020 was to reduce the average country malaria prevalence
from 10% in 2012 to 5% in 2016 and further in 2020 to less than 1%. During its mid-term review conducted in 2017 it was realized
the set national target was unlikely to be achieved. The SMMSP 2018 — 2020 was developed to re-orient strategic direction. Findings
of the SMMSP 2018-2020 review conducted towards the end of 2020 (MPR 2020) are as follows; percentage of households
population with access to an LLIN within their household increased from a baseline of 39% to 65% in 2017 with the coverage higher
in more wealthy population and in urban areas, IRS coverage at 3.7% (2017 MIS) was far below the set target of 25% to be achieved
by 2020, average testing rate of children under the age of 5 years with fever who had a malaria test the same or next day after onset
of a disease was increased to 43.1% in 2017 from 35.9% in 2015 and 24.9 in 2012 and percentage of children under age 5 with fever
who were treated with recommended antimalarial the same or next day following the onset of fever dropped from 30% in 2015 to
25.2% in 2017. Test rate is lower in rural areas and low wealth quintile population, compared to the level of urban areas and higher
wealth quintiles. Information available on Bio-larviciding was on procurement efforts and nothing on technical operation issues to
reflect field implementation achievements and challenges.

MPR 2020 also showed that malaria vector control accounts for 50% - 60% of the annual malaria budget while malaria case
management accounts for 20%-30%. Development partners are main contributors direct financing of malaria control activities
towards the procurement of the recommended preventive and curative malaria commodities. The MPR 2020 report recommended
to explore innovative multiple distribution channels to ensure national average LLIN access reach 80%, improve access to malaria
testing and treatment beyond health facilities to adequately reach social-economic disadvantaged community (rural & low wealth
quantile) and develop national framework and indicators for routine monitoring implementation of Bio-larviciding in the councils.
The report also recommended to quantify and cost Bio-Larviciding national needs guided by technical requirements of different
malaria strata in relation to seasons of the year.

National Malaria strategic plan 2021-2025: Tanzania becomes a society free from malaria is the vision of this strategic plan. The
goal is to reduce the average malaria prevalence in children aged less than 5 years (pfprs.so) from 7% in 2017 to less than 3.5% in
2025. The goal reflects the level of malaria transmission. It is monitored through national representative surveys after every 3-5
years. The NMSP 2021-2025 has, three core and three supportive strategic components. The core strategies are: integrated malaria
vector control; malaria diagnosis, treatment & preventive therapies, and; surveillance, monitoring & evaluation. The supportive
strategies are: commodities and logistics management; social behavior change & advocacy, and leadership, partnership and resource
mobilization. Each strategy has a uniform outline which consist of strategic objective, strategic approach and service delivery
mechanism. The impact indicators measure strategic objectives, while outcome indicators measure strategic approaches and output
indicators measure deliverables of the service delivery mechanism.
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Implementation framework: The implementation of NMSP 2021-2025 is through Annual Operational Plan (AOP). The AOP is
developed annually to: a) inform the status of implementation of the interventions and activities, b) review the financial inputs and
the gaps and ¢) monitor implementation according to targeted activities and their timelines. The AOP originate from a corresponding
year of the three years detailed Business Plan (BP). The BP need to be updated to verify the needed and anticipated resources as
well as the expected funding gaps. NMCP in collaboration with PO-RALG, Development and Implementing Partners, will continue
to facilitate effective and efficient implementation of malaria interventions. NMCP is responsible for overall management of both
malaria control and elimination phases in the country. However, majority of the issues are multi-sectoral and involve a range of
stakeholders. Delivery of health services is shared among the MoHCDGEC and PO-RALG whereby PO-RALG manages council
and regional health services.

By adopting this technical strategy, malaria stakeholders in the country have endorsed the bold vision of malaria elimination by
2030, and set the ambitious new target of reducing the country malaria transmission average from 7% in 2017 to less than 3.5% in
2025. They also agreed to strengthen health systems and intensify country wide community engagement to scale up malaria
responses to protect everyone at risk.
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Chapter 1: Policy and Programming environment

Introduction

The Government of Tanzania (GoT) through the National Malaria Control Program (NMCP) and in collaboration with her partners
has made significant strides in the fight against malaria, resulting in remarkable reduction in the malaria burden. In Mainland
Tanzania, the parasite prevalence in children under the age of five years dropped from 14.8% in 2015 to 7.5% in 2017. The number
of confirmed malaria cases reported in health care facilities declined by 23% from 7.7 million in 2015 to 5.9 million in 2020. The
incidence of malaria per 1000 population has dropped to 106 in 2020 from 162 in 2015, representing a 35% decline over the 5-years
period. This national malaria strategic plan, covering the period 2021 to 2025, aims to ensure that Tanzania consolidates the gains
made in reducing the burden of malaria and accelerating the country towards the goal of a society free of malaria. This strategic
plan is in line with the vision outlined in several global, regional and national frameworks and initiatives described below.

Global and Regional Malaria Situation, Policy Framework and Initiatives

World Malaria Report (2020)

According to the 2020 World Malaria Report®, there were an estimated 229 million malaria cases in 2019 in 87 malaria endemic
countries, declining from 238 million in 2000. The World Health Organization (WHO) African Region, with an estimated 215
million cases in 2019, accounted for about 94% of cases followed by South-Est Asia (3%) and the WHO Eastern Mediterranean
(2%). Notably, 19 countries in Sub Saharan Africa (including Tanzania) and India carried 85% of the global malaria burden. Malaria
case incidence (cases per 1000 population at risk) reduced from 80 in 2000 to 58 in 2015 and 57 in 2019 globally. Between 2000
and 2015, global malaria case incidence declined by 27%, and between 2015 and 2019 it declined by less than 2%, indicating a
slowing of the rate of decline since 2015.

Globally, malaria deaths have reduced steadily over the period 2000 to 2019, from 736 000 in 2000 to 409 000 in 2019. The
percentage of total malaria deaths among children aged under 5 years was 84% in 2000 and 67% in 2019. The malaria mortality
rate (deaths per 100 000 population at risk) reduced globally from about 25 in 2000 to 12 in 2015 and 10 in 2019, with the slowing
of the rate of decline in the latter years. Malaria deaths in the WHO African region reduced by 44%, from 680 000 in 2000 to 384
000 in 2019, and the malaria mortality rate reduced by 67% over the same period, from 121 to 40 deaths per 100 000 population at
risk.

The Sustainable Development Goals — 2016 - 2030

The Sustainable Development Goals (SDGs)? constitute a global post 2015 development agenda with a vision rooted in the values
of equity, sustainability, peace and security and the elimination of poverty. The 17 goals are balanced between development and
protection of the human environment and social development and equity. They are universal in that they are applicable to high,
middle and low income countries. Goal number three seeks to ensure health and well-being for all, at every stage of life. The Goal
addresses all major health priorities, including reproductive, maternal and child health; communicable, non-communicable and
environmental diseases; universal health coverage; and access for all to safe, effective, quality and affordable medicines and
vaccines. It also calls for more research and development, increased health financing, and strengthened capacity of all countries in
health risk reduction and management.

It is well documented that malaria is a major cause and consequence of poverty and inequity and therefore fits intricately into the
Sustainable Development agenda 2016-2030 which has an overarching focus on reducing global inequities and ending poverty, and
emphasizes six essential elements; people, prosperity, dignity, justice, the planet and partnership. This broad development agenda
of the SDGs provides an excellent platform for widening the circle of engagement and intensify multi-sectoral and intercountry
collaboration to defeat malaria.

! World Health Organization. 2020. World Malaria Report, 2020. Geneva, Switzerland. https://www.who.int/docs/default-
source/malaria/world-malaria-reports

2 United Nation Department of Economic and Social Affairs. 2015. Sustainable development goals.
https://sustainabledevelopment:Un.org/topics/sustainabledevelopmentgoals
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The World Health Organization’s Global Technical Strategy (GTS) for Malaria 2016-2030°

The strategy is a fundamental evidence based strategic document for malaria control and elimination. It was adopted by the World
Health Assembly in May 2015. The strategy defines goals, milestones and targets on the path to a world free of malaria. The goal
is to reduce malaria mortality and incidence by at least 40% by 2020 and 90% by 2030 (baseline of 2015), eliminate malaria from
countries in which malaria was transmitted in at least 10 countries in 2020 and at least 35 countries by 2030 and the third goal is to
prevent the re-establishment of malaria in all countries that are malaria free.

Roll Back Malaria — Action and Investment to defeat malaria (2015)

The global response to malaria is also shaped by the Roll Back Malaria (RBM) ¢Action and investment to defeat malaria (2015)’4,
another important strategic document which was developed in tandem with the GTS. Action and Investment to defeat Malaria (AIM)
(2015), complements the technical document by WHO through direct calls for a stronger engagement of non-health sectors and for
a smart integration into existing health systems. It therefore makes a clarion call for the broader stakeholders to work towards
achieving the overall malaria vision, goals and milestones of the GTS. This synergy streamlines the approach of the two documents
and brings harmony to the malaria control efforts globally. Furthermore, AIM is aligned with the two supporting elements of the
WHO GTS; (i) creating an enabling environment and (ii) innovation. It shows how multi-sectoral and intercountry partnerships and
a people centred approach are crucial to progress in both areas.

The High Burden to High Impact Initiative

World Malaria report (2019) recognizing that progress in malaria control globally had stalled, WHO and the Roll Back Malaria
partnership (RBM) embarked on an initiative to respond to the rising cases through the High Burden to High Impact (HB-HI)
initiative. The initiative aims at reaffirming the global commitment to malaria control and accelerating strategic interventions in the
countries with the highest burden to enhance progress towards the GTS goals. It calls for the efficient use and expansion of resources,
particularly domestic financing. A more effective use of data and evidence will help guide the selection of appropriate mix of
interventions for each setting; identify and strengthen the modes of delivery; intensify the use of those interventions; fast-track the
introduction of new interventions and commodities as they become available and; demonstrate the value of investing in malaria.
This will require efforts to increase domestic and external resources and use of strategic information for policy and action to reduce
malaria mortality. The HBHI initiative is centred on four elements (political will, strategic information, better guidance and
coordinated approach) feeding into tangible actions to be implemented in three major phases. Phase one is a country-led self-
assessment to identify gaps, followed by phase two where malaria stakeholders in the respective country discuss about tangible
interventions to fill the gaps and, finally, phase three, an ongoing period of implementation and follow up on the actions.

The East Africa and Great Lakes framework to control Malaria

‘The Great Lakes Malaria Initiative’ (GLMI) is promoted by the East African Community (EAC) and the Democratic Republic of
Congo (DRC) to develop strategies to control cross border malaria in these countries. The objectives of the initiative are a) to review
the country progress, impact and gaps in malaria control in cross border regions including high-risk areas for malaria epidemics;
and b) to agree on a framework for collaboration and harmonization of malaria policies/strategies and implementation of malaria
interventions across borders to accelerate progress towards malaria elimination.

Malaria Elimination in Southern Africa

The Elimination Eight Initiative (E8) is a coalition of eight countries working across national borders to eliminate malaria in southern
Africa by 2030. As the malaria response arm of the Southern Africa Development Community (SADC), the E8 is pioneering an
ambitious regional approach and driving collective action to end this deadly disease once and for all. Guided by the belief that
countries are stronger when they work together, the E8 is building a model that will inform coordinated efforts in southern Africa
and beyond. The E8 countries currently involved in the initiative are: Angola, Botswana, Eswatini, Mozambique, Namibia, South
Africa, Zambia and Zimbabwe. Tanzania, although not involved in the E8 initiative, expect to benefit from the lesson learnt by
fellow SADC countries.

¥ WHO.2015. The Global Technical Strategy for Malaria — 2016-2030. Geneva, Switzerland. WHA68/2015/REC/1

“Roll Back Malaria. 2015. Action and investment to defeat malaria — 2016-2030 — For a malaria — free world. World Health
Organization on behalf of the Roll Back Malaria Partnership



National Policy Documents

The Tanzania Development Vision 2025

The Tanzania Development Vision 2025 (TDV 2025)° provides direction and a philosophy for long term development. By 2025,
the country desires to achieve a high quality of livelihood for its citizens, peace, stability, unity, good governance, a well-educated
society and a competitive economy capable of producing sustainable growth and shared benefits by 2025. The TDV 2025 recognizes
health as one of the priority sectors contributing to a high- quality livelihood for all Tanzanians.

National Health Policy 2020 (draft)

The Government is in the process of reviewing and updating the National Health Policy (NHP) 20078, A draft NHP 2020 and a draft
Policy Implementation Strategy 2020-2030 are at an advanced stage. The NHP vision is to have a healthy and prosperous society
that contributes fully to the development of individuals, their communities and the nation. Its mission is to provide sustainable
health services of acceptable quality standards for all citizens without financial constraints, based on geographical and gender equity.
The main objective of the health policy is to increase the life expectancy and quality of life of citizens by reducing deaths, diseases
and disabilities, especially among those most at risk, by establishing a health care system that meets the needs of all citizens.

Health Policy Implementation Strategy 2020 - 2030

The Health Policy Implementation Strategy elaborates all elements of the policy, and is fully integrated into this strategic plan. The
Policy Implementation Strategy has a total of 34 goals that include measures to achieve the ultimate goal. The objectives are
organized into nine areas (number of goals in bracket) including: preventive services (5), medical services (8), quality of care (1),
training (1) regulatory and research services (2), human resources for health care delivery (4), the private sector (1), international
cooperation (1), funding for health care and cross-border issues (5). The Policy Implementation Strategy contains a total of 97
statements describing the Policy's commitment to various areas of health care delivery. The implementation strategies are clearly
defined for each purpose and has a set the target, timeframes and resources required.

Health Sector Strategic Plan V

The current Health Sector Strategic Plan (HSSP) V7 for the years 2020-2025, has identified three outcomes and impact of health
services: 1) Universal health coverage is about ensuring that people have access to the health care they need without suffering
financial hardship and covers three aspects: a) Accessibility of essential service for all(including geographical, financial and socio-
cultural)); b) Quality of essential services (including expanding coverage of essential package health intervention, quality and
acceptability for better outcome of health services); and c) Financial risk protection (especially for the poor and vulnerable groups).
2) Preparedness and proper response to epidemics and emergencies or disasters is in the context of the global health security
agenda and covers areas of: a) Epidemics, especially new epidemics as a result of globalization; b) Antimicrobial resistance, prudent
use of medicines and c) Disasters with health impact, e.g. as result of climate change or as result of urbanization. 3) A healthier
population: Better health, increase of life expectancy requires interventions beyond the mandate of the health sector and, therefore,
asks for introducing health related matters in all policies and multi-sectoral collaboration at all levels. Control of both communicable
and non-communicable diseases ask for an integrated approach with all sectors. Equity is much related to determinants of health,
especially in those aspects that are not directly related to universal health coverage, e.g. cultural factors, gender, health literacy. The
HSSP V building blocks are illustrated in Figure 1.

5 United Republic of Tanzania, Ministry of Health, Community Development, Gender, Elderly and Children. 2017. National health
policy — 2017. Dar-es-Salaam. United Republic of Tanzania

& United Republic of Tanzania, Ministry of Health and Social Welfare 2007. National Health Policy

" United Republic of Tanzania, Ministry of Health, Community Development, Gender, Elderly and Children. 2021. Health sector
strategic plan — July 2021 — June 2025 (HSSP V)



Figure 1: Building blocks for the implementation of HSSP V
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Policy Guideline for Community Based Health Services

Community Based Health Services are an integral part of the primary health care system. In order to achieve Universal Health
Coverage (UHC) and accelerate the achievements of the SDGs, the services of any community based program depend on active and
participatory involvement of the community in the implementation of community health interventions.® In line with the National
Health Policy, the government has re-introduced the use of voluntary community based health workers to complement the critical
shortage of human resource for health in Tanzania and contribute to expanding access to quality health intervention for better health
outcome. The overall objective is to create sustainable and functional national community services for improving health and social
wellbeing of all communities with a focus of those most at risk to be more responsive to the needs of the people. There are six
specific objectives; (i) establish sustainable workforce of Community Health and Social Welfare (CHSW) volunteers with skills,
knowledge and commitment to deliver community based and social welfare services, (ii) support CHSW through mobilization and
optimized utilization of resources, (iii) Enhance the delivery of community based health service which are fully integrated into
existing systems and structures at all levels, (iv) to strengthen the capacity of community and health social welfare structures for the
delivery and coordination of services at all levels, (v) Enhance strong community participation, ownership, sustainability mechanism
of community based health service welfare and (vi) strengthen inter-sectoral collaboration to address cross cutting issues for
community health and social welfare.

Layout of NMSP 2021-2025

The NMSP 2021-2025 is organized into six (6) chapters and nine (9) annexes. Following this introduction chapter two describes the
country profile. Chapter three dwells on the malaria situation analysis in mainland Tanzania. Chapter four provides a snapshot of
the review of implementation of NMSP 2015-2020. Chapter five provides details of the NMSP 2021-2025 strategic areas and chapter
six presents the implementation framework, work plan and cost of the NMSP 2021-2025.

8 United Republic of Tanzania, Ministry of Health, Community Development, Gender, Elderly and Children.2020. Policy guidelines
for community based health services — towards sustainable community health and social welfare services, leaving no one behind.
Dar-es-Salaam, United Republic of Tanzania, March 2020
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Chapter 2: Country profile

Administrative setup

Mainland Tanzania is divided into two main administrative levels: regions and councils. Several councils (average seven) form a
region. The councils are categorized according to population settings: district councils (mainly in rural settings), town, municipal
and city (mainly urban settings). Councils are divided into four to five divisions, and each division has three to four wards. Five to
seven villages form a ward. The council is the most important administrative and implementation authority for public services,
including policies of the Ministry of Health, Community Development, Gender, Elderly and Children (MoHCDGEC) and
consequently those of the National Malaria Control Program (NMCP). The administrative councils and regions set up has increased
in number in recent years and currently includes 26 regions and 184 councils. See Figure 2.

Figure 2: Tanzania: Administrative Setup
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The total population of mainland Tanzania in 2021, according to the projection of 2012 census, is 57,724,380°. Tanzania’s
population grew by 10,485,399 persons or 30.4% since 2002 census, equivalent to approximately 1 million per year. In the inter-
censual period of 2002-2012, the growth rate was 2.7%, compared to 2.9% per annum in the previous period (1988-2002).
Tanzanian households consist of an average of 5.1 members. The rapid population growth has an impact on the available resources,
especially on public expenditures on education, health, water and sanitation, more so in urban areas, as well as demand of other
resources such as land (NBS, Census, 2012).

Geography and Climate

Tanzania lies mostly between latitudes 1° and 12°S and longitudes 30° and 40°E and has a tropical climate, with regional variations
due to the topography. The Coastal lowlands extend from the seashore of Indian ocean for about 150kms inland to an altitude of
about 300m. The Coastal lowlands regions are warm and humid, with temperatures ranging from 17°C to 30°C through most of the
year. The basins around Lakes Victoria, Tanganyika and Nyasa, have relatively high temperatures and humidity and heavier rainfall.
The greater part of Tanzania consists of the Central Plateau, around 900-1,800m, which is punctuated with mountain ranges. The
Central Plateau has a marked diurnal temperature variation, being warm to hot during the day and cool at night, a short season of
precipitation and a long dry period. The Highland regions, including the Northern and the Southern Highlands, are more temperate,
with temperatures around 20-23°C throughout the year, except during the cool season (June—September), where temperatures drop
below 17°C.

° nbs.go.tz/index.php/en/



The above ecological settings influence malaria transmission through the following major factors: a) precipitations are directly
related to the formation of breeding sites suitable for hosting malaria vectors aquatic stage and, therefore, to the density of adult
mosquitoes; b) ambient minimum temperatures affect malaria transmission by increasing the duration of sporogonic cycle of
parasites in the mosquitoes and, in this way, reducing the frequency of transmission; and c) relative humidity influences the life
span of malaria vectors; high humidity prolongs the longevity of mosquitoes and hence the frequency of oviposition leading to
increased malaria parasite transmission.

Socio-economic status

The gross domestic product (GDP) growth in Tanzania shows a rising trend, except for years when facing a food crisis, power crisis,
and global economic and financial crisis. Since 2005, Tanzania’s GDP annual growth rate averaged 7%, which was in line with
poverty reduction strategy target of 6%-8% per annum. However, the incidence of income poverty (i.e., basic needs and food
poverty) did not decline significantly. Out of every 100 Tanzanians, 36 were poor in 2000—2001 compared to 34 in 2007 and 22.8
in 2011-2012 (Household Budget Survey 2012). Income poverty varied across geographic areas, with rural areas worse off than
urban.

There are several evidences that suggests modern housing provides greater protection against malaria vectors than traditional
housing. More than 80% of malaria transmission in sub-Saharan Africa occurs indoors (Huho, et al. 2013). Therefore, reducing the
entry of malaria vectors indoors by modifying the housing structures reduce the numbers of malaria cases. The findings show that
open eaves overhanging roof and ceilings (Lindsay et al. 2002) are the major route by which Anopheles gambiae sensu lato enters
houses and that closing them or installing a ceiling below the eaves prevents a substantial proportion of the vectors from entering
the living space.

The National Health System

The National Health System is based on a Central-Council government structure. The MOHCDGEC and President’s Office Regional
Administration and Local Government (PO-RALG) are jointly responsible for the delivery of public health services. The central
MoHCDGEC is responsible for policy formulation, development of guidelines to facilitate policy implementation and M&E of
policies and implementation guidelines. The MOHCDGEC is also responsible for direct implementation of National, Zonal and
Regional referral hospitals. Regional Health Management Teams (RHMTS) interpret health policies and monitor their
implementation in the councils they supervise. The Regional Medical Officer (RMO) heads the RHMT and reports directly to
MoHCDGEC on issues related to medical management and to PO-RALG, through the Regional Administration Secretary (RAS),
on issues related to administration and management. The Council Health Management Team (CHMT) is responsible for council
health services, including Dispensaries, Health centers and Hospitals. The CHMT follows guidelines for planning and management
of Council health, which are issued jointly by MOHCDGEC and PO-RALG. The District Medical Officer (DMO) heads the CHMT
and is in charge of all Council Health Services; is accountable to Council Executive Director on administrative and managerial
matters; and reports to RMO on technical matters.

In Tanzania there are 8,365 registered and functional® healthcare facilities, including Hospitals, Health centers and Dispensaries
(see Table 1). Public health services are delivered through government, non-profit voluntary agencies and parastatal healthcare
facilities. The healthcare system in Tanzania is based on a hierarchical system represented by administrative level, type and function
of facility. The system includes a referral structure from primary healthcare to tertiary level (Figure 3). A dispensary serves a
population of 6,000 to 10,000 people; a health center serves 50,000-80,000; and a district hospital serves more than 250,000. A
regional hospital serves as a referral center to four to eight district hospitals, four consultant hospitals (Zonal Hospitals) serve as
referral centers for several regional hospitals. National Hospitals serve as referral centers for Zonal and Regional Hospitals.

Table 1: Health Facilities in Mainland Tanzania, by ownership (Source: MOHCDGEC dhis2 2020)

Government FBO Parastatal Private Total
Hospital 113 108 8 57 286
Health centers 471 137 13 120 741
Dispensaries 6380 101 113 416 7010
Clinics 26 13 10 279 328
Total 6990 (83.6%) 359 (4.3%) 144 (1.7%) 872 (10.4%) 8365

10 Reporting to DHIS2



Figure 3. Administrative, Functional Level and Type of Facilities
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Malaria Services within the National Health System

All operational health facilities provide malaria curative and preventive services. In all out patient departments, irrespectively
from ownership and level of care, suspect malaria cases are tested for parasites and, if positive, treated with recommended
antimalarial medicines. Malaria testing services, by using rapid diagnostic tests, are available in virtually all health facilities in the
country. Additional diagnostics procedures, including microscopy, are provided in health facilities with formal laboratory services.
At the primary level of the health system, all dispensaries are capable to provide pre-referral management of severe diseases with
parenteral antimalarials. The referred severe malaria cases are admitted in the in-patient departments of health centers and
hospitals that are equipped to provide intra-venous treatments and further management of complications. Malaria preventive
services, such as administration of intermittent preventive therapies and issuing long lasting insecticide treated nets (LLIN), are
delivered in the reproductive and child health clinics.

Malaria vector control services, e.g. Indoor Residual Spray (IRS), mass or targeted LLIN distribution and larval source
management including application of bio-larviciding, are provided at community level with different service delivery mechanisms.



Chapter 3: Malaria situational analysis

Historical perspective of malaria control in Tanzania

Pre Independence Malaria Control: German (1890-1914) and British Administration (1915-1945), post-World War 11 to
Independence (1946-1961)

The history of malaria in Mainland Tanzania can be traced back from the colonial rule in 1890-1914, during Ward War | and post-
World War 1l to Independence in 1946-1961. During all these times considerable efforts were made to control malaria. The German
Medical Administration for example started larva mosquito control in Dar es Salaam in 1891 using oiling methods, swamp drainage
and general sanitation improvement principally in the European settled areas. For malaria case management, the focus of the
antimalarial campaigns in Dar es Salaam changed to malaria parasite control through quinine administration, first proposed in 1899.
Mass administration of quinine under the administration began in 1901. The proportion of infected people decreased from 74% in
1902 to 35% in 1904 across Dar es Salaam.

Following World War 11, dichlorodiphenyltrichloroethane (DDT) and diel Drin were introduced for purposes of IRS and in early
1956 pilot approaches were implemented using aerial spraying with diel Drin granules over swamps and creeks in Dar es Salaam.
These new vector control approaches were largely limited to urban settlements and were employed in combination with continued
vector control approaches using larvicides and environmental management, as well as the introduction of chloroquine (CQ) and
proguanil as prophylactics in selected populations, including school children. By the end of the 1950s, several pilot control schemes
were using IRS with diel Drin, gammexane or DDT, larviciding, drug-based prophylaxis and mass drug administration at various
localities.

Post-Independence Malaria Control

After the country’s independence in 1961, malaria assistants and orderlies, employed by the government, were integrated into urban
health organizations within their towns. To a large extent, indoor residual spraying, larval source reduction and disease surveillance
came to an end with a few exceptions, notably the continued larviciding work in Dar es Salaam.

Over the two decades following independence, the GoT focused its efforts on building its broader health system, expanding its
community-based care implemented through village health workers. However, adverse economic conditions during the 1970s
resulted in the deterioration of the health system in many urban settings, and malaria prevention was largely neglected with the
exception of a few pilot approaches to CQ prophylaxis through ten-cell leaders.

Throughout the 1970s and 1980s, the focus of malaria control was on presumptive treatment of fevers with CQ. Use of CQ post-
independence increased dramatically. Nevertheless, despite growing access to antimalarial for fever management, the 1980s were a
period where very little was done to prevent infection.

Urban Malaria Control Revisited

Urban Malaria Control Project (UMCP) was implemented between 1988 and 1996 and funded by the Japan International
Cooperation Agency in Dar es Salaam and Tanga. UMCP was an ambitious program, deploying IRS every 3-6 months, selling
subsidized ITNs, reducing breeding sites through environmental management, conducting weekly larviciding and use of expanded
polystyrene beads in closed water collection sites. By 1996, malaria parasitaemia in school children aged 6-16 years fell markedly
in the population covered; however, the project ended due to lack of sustained funding.

Launch of the National Malaria Control Program

In 1990 the Government of Tanzania (GoT) launched the National Malaria Control program (NMCP) under the Epidemiology and
Disease Surveillance Section of the Ministry of Health and Social Welfare (MoHSW) by then. During this period, the NMCP began
to reignite a broad health system awareness of malaria through workshops to engage Regional Primary Health Care Committees,
health workers and laboratory staff. A series of revised guidelines were developed for diagnosis, treatment and referral of malaria
cases and materials for information education and communications (IEC) were produced. From its inception to date NMCP in
collaboration with stakeholders has implemented four Strategic plans.

The 1997-2000 National Malaria Strategy

This strategy promoted a broad suite of malaria control methods, including detection and prevention of epidemics, case management
and malaria prevention in pregnancy and supporting initiatives such as behavioural change, M&E and research. The target was to
achieve by 2000, a 50% reduction in case-fatality rates in hospitals, a 30% reduction in the incidence of malaria in the community,
and a 30% reduction in the incidence of severe life-threatening malaria among children under five years of age. However, the plan
lacked the details on how M&E metrics would be measured. The role of the NMCP remained one of providing strategic direction
in the development of policies, coordination of activities and provision of technical support and capacity building at the district
level, including advocacy and training of the District Management Teams (DMTS).



The launch of Roll Back Malaria (RBM) initiative in 1998 provided the Ministry of Health with an opportunity to position malaria
within the ongoing Health Sector Reforms in the country. The reforms were also aligned to Millennium Development Goals (MDGs)
and Tanzania’s Development Vision 2025, which was launched in 1999. In 2000 the NMCP, developed a tailor-made package for
malaria planning and implementation for district managers, which was rolled out in all districts.

The 2002-2007 National Malaria Strategy

The goal of the 2002—2007 National Malaria Strategy was “to reduce mortality and morbidity due to malaria in all 20 regions of the
country by 25% by 2007 and by 50% by 2010 through the delivery of four strategic approaches: (1) improved malaria case
management, (2) vector control through the use of ITNs, (3) control of malaria in pregnancy and (4) malaria epidemic prevention
and control. The strategy set all intervention targets at 60% by 2007. The strategy was developed in the era of renewed international
commitment and investment in malaria control. Such initiatives included commitments made by African Head of States during the
Abuja Summit in 2000, the Global Fund to fight AIDS, Tuberculosis and Malaria in 2002, and the U.S. Presidents Malaria Initiative
in 2004. The guiding principle for the implementation of the strategic plan was “Scale Up For Impact” (SUFI) and the strategies
were implemented universally with no or very limited variations in the country (see Figure 4).

The 2008-2013 National Malaria Strategy

In developing the 2008-2013 strategy, the Ministry of Health in collaboration with partners, aligned the strategy’s framework to
correspond with the RBM Partnership’s Scale Up For Impact (SUFI), to achieve targets of universal coverage of 80% by 2010 and
the MDGs by 2015. The strategy embraced a new paradigm shift towards “phased malaria elimination” for the first time in the
history of malaria control in Tanzania. Two main technical areas were included in the strategy: (1) malaria diagnosis and treatment;
and (2) Integrated Malaria Vector Control (IMVC) - both supported by improved M&E (including operational research and epidemic
early detection and response), community-based malaria control, behavioural change initiatives and retaining a focus on
decentralized support through regional and district capacity building around malaria control (NMCP, 2008).

The main changes to the strategy were the emphasis on achieving universal coverage to attain 80% for all interventions by 2013 and
a much stronger and clearly defined emphasis on IMVC. IRS was re-introduced as part of vector control activities in the epidemic-
prone and high-malaria endemic districts. Malaria RDTs were introduced into the public sector facilities from 2011, wide-scale
distribution began in 2013 (see Figure 4).

Figure 4: Scale up for impact strategy with minimal regional variation (2000 — 2014)
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The 2015-2020 National Malaria Strategy and Supplementary Strategic Plan 2018 — 2020

The goal of the National Malaria Strategic Plan 2015-2020 was to reduce the average country malaria prevalence from 10% in 2012
to 5% in 2016 and further in 2020 to less than 1%. During mid-term review (MTR 2017) it was realized the set national target was
unlikely to be achieved. The major change that happened during the MTR at mid-point Strategic Plan implementation was the re-
orientation of strategic direction by developing the Supplementary Malaria Midterm Strategic Plan (SMMSP) 2018 — 2020. The
main recommendation was to develop an appropriate strategic approaches that will help to achieve the set targets and eventually
realize greater impact and reduce malaria to very low levels. The SMMSP stratified malaria burden according to the observed
epidemiological diversity of four major epidemiological strata, and set up for implementation of intervention packages to match
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with the heterogeneity. Malaria stratification, provides guidance to the transition towards elimination in phases. It is an approach
that facilitates strategic adjustments to invest for impact and burden reduction in moderate to high transmission areas and
disadvantaged population. Also to further decrease low transmission areas and to advance towards malaria elimination in very low
transmission settings. The stratified interventions in the country produced four epidemiological classes; 'very low, 'low', 'moderate’
and ‘high’ burden strata and one operational strata; 'urban'. Stratification maps are the outputs of classified malaria burden in
different areas of the country (Figure 5).

Figure 5: from “one size fit all” to targeted intervention according to epidemiological and operational settings
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Malaria research

Malaria research was initiated in the Amani Biological-Agricultural Institute during the German administration in the first decade
of 1900s, and continued under the Tanganyika Medical Services (TMS) during the British administration. The institute was
transformed in 1949 into the East African Malaria Unit. The research centre served not only Tanganyika but also Kenya, Uganda,
Zanzibar and British Somaliland, in the prevention and control of malaria and other vector-borne diseases. It became the East African
Malaria Institute in 1951 and was renamed the East African Institute of Malaria and VVector Borne Diseases in 1954. At the end of
British colonial rule, the institute continued to play an important role as a research centre in Tanzania. In 1977, it was renamed
Amani Medical Research Centre of the National Institute for Medical Research, covering a wide range of areas in medical research.
Another malaria research centre, Swiss Tropical Institute field laboratory (STIFL), was founded in Ifakara in 1956. It was renamed
the Ifakara Centre (associated to NIMR) in 1991, the Ifakara Health Research and Development Centre (IHRDC) in 1996, and the
Ifakara Health Institute in 2008. Other very important malaria research institutions are based at NIMR Tanga and Muheza centres,
KCMC, MUHAS and CUHAS.

Malaria vectors

The major malaria vectors in most areas of Mainland Tanzania are members of the Anopheles funestus group and Anopheles gambiae
complex; Anopheles funestus account for the majority (56.3%) followed by Anopheles arabiensis (24.9%) and the least is Anopheles
gambiae ss. (18.8%). Both An. funestus and An. gambiae ss exhibit endophilic and anthropophagic behaviour and these species are
highly affected by the use of indoor interventions such as IRS and LLINs. Another member of the An. gambiae complex, An.
arabiensis is an opportunistic species either feeding on humans or animals and indoor or outdoor depending on factors including
geographical location and blood- host availability. Due to its feeding and resting habits, An. arabiensis is considered less vulnerable
to IRS or LLINs but more vulnerable to larval source management. An. funestus is associated with dry season and prefer breeding
in permeant water bodies under direct sunlight while members of the An. gambiae s.l. breed in clean temporally water bodies
exposed to direct sunlight. Data from MVS (2018), revealed a range of Entomological Inoculation Rate (EIR) for dominant malaria
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vector species found in Tanzania ranging from 4.7, 2.3 and 1.8 infective bites per person per year for An. arabiensis, An. funestus
and An. gambiae ss respectively. Other mosquito species in An. gambiae complex and An. funestus group in the country include An.
merus and An. rivulorum, An. parensis and An. leesoni respectively. Additional, secondary malaria vectors that have been recorded
in the country in the recent past are An. pharoensis, An. ziemanni, An. rufipes, An. coustani and An. Squamosus An. Coustani, An.
wellcomei. Figure 6.

Figure 6: Population dynamic of malaria vectors in the selected 62 sentinel sites, Mainland Tanzania-2017- 2019
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Current status of Insecticide Resistance in Mainland Tanzania

The dramatic scale up of pyrethroid impregnated LLINs and the re-introduction of IRS, using pyrethroid followed by carbamate
(bendicarb) in 2009 and organophosphate (primiphos- methyl) in 2014, has resulted in decrease in malaria morbidity and mortality
in Tanzania. However, insecticides resistance presents a major threat to future progress in sustaining the gains obtained. In Tanzania,
data from insecticides resistance monitoring from 22 sentinel sites has revealed widespread resistance of An. gambiae ss to
pyrethroid and focal resistance to bendicarb and primiphos- methyl. Monitoring of insecticides resistance provide better
understanding of the levels of vector susceptibility to the existing insecticides — based intervention for malaria vector control. Two
mechanisms of insecticides resistance co-exist in the country, metabolic and target site resistance (kdr). Both target site mutations
and metabolic resistance have been observed to co-occur and widely spread around Lake Zone regions (Mwanza, Mara and Kagera).
Co-occurrence of both target site mutations (kdr-East and kdr-West) has been recorded in only few sentinel sites in Lindi, Mbeya
and Kagera. Kdr-East is the dominant target site mutation in all sentinel sites across the country particularly around Lake Zone,
Western Zone (Rukwa, Katavi and Kigoma) and southern zone (Lindi and Mtwara) of the country. Metabolic resistance due to both
Oxidase and Esterase has been observed around Lake, North-eastern and Southern zones of the country.

Parasite species

Plasmodium falciparum is the most common species and predominates across sub-Saharan Africa. P. vivax predominates in the
subtropics and coexists with P. falciparum in Asia, the tropical Americas and the Horn of Africa. P. ovale is found in Africa and
sporadically in South-East Asia and the western Pacific. P. malariae has a similar geographical distribution to P. falciparum but its
distribution is patchy.

Plasmodium falciparum is responsible for 96% of malaria infections in Mainland Tanzania. The remaining being attributed to other
plasmodia, mainly P. malariae and P. ovale as mono infection or mixed with P. falciparum. NMCP and research partners are
expecting to develop a nationwide representative plasmodium species mapping in 2021.

Recent observations using PCR (SMPS 2017) found Plasmodium ovale at extremely high prevalence in certain districts.
Plasmodium vivax, previously unaccounted for, is also occurring in northwest Lake zone.

Malaria transmission in mainland Tanzania

Between 1990-early2000°s malaria in Tanzania was largely between the meso- and hyper-endemic classes with a national average
pfpr for children aged 2 to 10 years (pfpr.-10) above 40%. Since early years of 2000s a marked reduction of parasite prevalence was
recorded reaching a hypo-endemicity level in the most recent years (Figure 7). Further evidence of reduction of malaria in sentinel
population is presented in Annex 1. In the period 1990-2017 the geographical distribution of malaria prevalence progressively
revealed a heterogeneous distribution from very low endemicity in the central belt from the north to south to notably higher
endemicity in the north-west and south east of the country (Source NMCP/KEMRI

Figure 8).
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Figure 7: Trends on Mean Malaria Prevalence (pfpra-ioyears,) in Tanzania 1990-2017

50

PfPR, 16 (%)

§ 8§ § § § § 8 8 £ &8 B8 § § 8 § ¢ &8 8 §E 8 8 § § ¢8
Source NMCP/KEMRI

2014
205
2016
2017

Figure 8: Representation of geospatial trends of Mean Malaria Prevalence (pfpra-10 years,) 1990-2017

Source: NMCP/KEMRI

Malaria morbidity and mortality
Morbidity: Between 2016 and 2020 the average annual malaria morbidity recorded in health facilities has been fluctuating between

100 and 125 per 1000 population, from approximately 250-300 per 1000 in high-malaria risk regions and less than 15 per 1000 in
low malaria transmission risk regions (Figure 9).
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Figure 9: Malaria cases per 1000 population by year 2016-2020 (upper) and by region, 2020 (bottom)
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Mortality: The three major sources of mortality data are a) population-based survey (DHS); b) Operational research; ( ¢) Routine
HMIS reporting. All findings are showing a reduction in all causes under five mortalities and in malaria related health facility-based
mortality. The population-based mortality shows approximately 50% reduction in infant, child and under 5 mortalities from 1999
to 2016 (TDHS). Health facility-based indicators 1* show more than 50% reduction in mortality between 2016 and 2020 with very
large variations between high and low malaria risk regions. Routine mortality indicators in DHIS2 are also showing progressive

reduction on malaria deaths and its large heterogeneity (figure 10).

1 Mboera LEG, Rumisha SF, Lyimo EP, Chiduo MG, Mangu CD, Mremi IR, et al. (2018) Cause-specific mortality patterns among
hospital deaths in Tanzania, 2006-2015. PLoS ONE 13(10): e0205833. https://doi.org/10.1371/journal.pone.0205833
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Figure 10: Malaria deaths rate per 100,000 population by year (upper) and by region (bottom)
Malaria Death rate per 100,000 population

VIOH

10

Malaria Deaths rate

201¢ 17 5 019 2020

Death rate per 100,000 population

Malaria Death rate per 100,000 population by subunits

- -
o wvi

w

Malaria Deaths rate

IDay IAE
uoIbay
|

uolbay
|

01Dy et

Death rate per 100,000 population

Source: DHIS2 NMCP interactive dashboard

Malaria transmission risk, stratification and mapping

The World Health Organization Global Technical Strategy (GTS) for malaria 2016—-2030 encourages stratifying sub-national
malaria burden based on the analysis of malaria data, risk factors and the environment*2. The recently launched High Burden High
Impact (HBH]I) initiative also emphasizes the use of data to shift away from a “one size fits all” to a more tailored malaria control
approach in order to accelerate progress against malaria®3. Also following a mid-term review (MTR) of the NMSP 2015-2020 in
2017, it was recognized that a more strategic allocation of limited resources was needed to ensure continued progress in the future.
This together with recommendations from a consultative meeting with global and national malaria experts and in concert with the
GTS 2016-2020, mainland Tanzania used a country-led data-driven approach to develop a national malaria risk stratification'* to
facilitate tailoring of interventions to the sub-national local context, based on epidemiological stratification?®.

12 WHO. Global Technical Strategy for Malaria 2016-2030. Geneva, World Health Organization, 2015

13 WHO, RBM Partnership to End Malaria. High burden to high impact: a targeted malaria response. Geneva, World Health
Organization, 2019. Report No.: WHO/CDS/GMP/2018.25

4 Thawer, S.G., Chacky, F., Runge, M. et al. Sub-national stratification of malaria risk in mainland Tanzania: a simplified assembly
of survey and routine data. Malar J 19, 177 (2020). https://doi.org/10.1186/s12936-020-03250-4

15 National Malaria Control Program (NMCP), Tanzania. Supplementary Midterm Malaria Strategic Plan 2018-2020. Ministry of
Health, Community Development, Gender, Elderly and Children; Tanzania, 2018
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Macro-stratification

Central health planning of malaria control in Tanzania considers the council as the primary unit for resource allocation and
implementation of policy and operational decisions made at national level. Therefore, malaria stratification was conducted at this
level.

Based on the availability, frequency and robustness of malaria data, the following malaria indicators were selected to conduct the
stratification: 1) Parasite prevalence in school children from school surveys 2) fever test positivity rate (TPR), 3) annual parasite
incidence (API), 4) confirmed malaria incidence and 5) malaria positivity rate in pregnant women. See Annex 2

The administrative regions and councils were assigned respectively to 4 epidemiological strata - Very low, Low, Moderate and High
and 1 operational stratum — Urban (see Figure 11). The malaria transmission risk mapping, consistently demonstrating low
transmission areas in a “corridor” running from the north east to the south west of Tanzania covering approximately one third of the
country and its population. At the same time the high transmission areas are constantly found in the north-western lake zone and in
the south-eastern coastal zone.

Micro-stratification

As the country moves towards implementing a targeted malaria control approach, a more granular stratification of malaria risk at
sub-council level will become increasingly valuable in informing council health managers about their malaria situation. Micro-
stratification allows for identifying areas within a council that require intensified interventions and thereby efficient resource
allocation. The Tanzanian malaria risk micro-stratification considers the ward (kata) as the most granular administrative level.
Wards are expected to become the ultimate target for further evidence-based decentralized malaria control planning and
implementation in mainland Tanzania. The methodological approach is similar to that of macro-stratification. The overall composite
micro-stratification is shown in Figure 12 and Table 2.

Figure 11: Mapping Malaria Transmission risk through stratification of administrative areas.
2020 Stratification regional level 2020 Stratification council level
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Figure 12: Micro-stratification of malaria risk in mainland Tanzania
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Table 2: Proportion of the population living in different strata according to level of stratification

Stratum Number of Regions Number of Councils Number of Wards
(% Population) (% Population) (% Population)
4 (23%) 32 (27%) 794 (31%)
Moderate 10 (40%) 52 (23%) 640 (18%0)
Total 26 (100%) 184 (100%) 3311 (100%)
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Chapter 4: Malaria Program Performance

Overall progress towards NMSP 2015-2020 targets

Financing of the malaria program

Development partners are main contributors in direct financing malaria control activities including procurement of recommended
preventive and curative malaria commodities. About 90% of malaria control direct budget is from two financial mechanisms: The
Global Fund and the US President’s Malaria Initiative (Figure 13). In the budgetary contribution, malaria vector control accounts
for 50% - 60% of the annual budget while malaria case management accounts for 20%-30%, (Figure 14). The MPR 2020 report*6
recommended to facilitate the development of financial sustainability plan to increase domestic financing for malaria control.

Figure 13: Malaria financial contribution by funder
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Figure 14: Budget allocation to strategic areas from 2013/14 to 2020/21 (left chart: total USD and right chart: proportion)
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Effectiveness of the health system in delivering malaria services

Vector control

In the assessment of 2015-2020 malaria strategic plan, MPR 2020 evaluated the implemented vector control strategies (LLIN, IRS
and LSM). However, the scope for assessment of LSM component was limited only to bio-larviciding.

The assessed Strategic Plan outcome targets for Vector Control were:

LLINs: percent of the household population with access to an LLIN within their household (assuming one LLIN covers two
persons). The baseline used to assess LLINSs access in NMSP 2015-2020 was 39%. The midterm progress in 2017 was 65%.
The coverage was higher in more wealthy population and in urban areas. Regions implementing continuous distribution (since
2012) were performing better than regions with mass distribution campaign (MIS 2017), see Figure 15. The 80% LLIN access
has not been reached despite mass campaigns and continuous distribution channels. MPR 2020 report recommended to explore
innovative multiple distribution channels to ensure national average LLIN access reach 80%.

IRS: percent of households in the country sprayed with recommended insecticide(s) within the past 12 months. The IRS
coverage target countrywide by 2020 was 25% from the baseline coverage of 12% in 2014. The midterm progress in 2017 was
3.7% (MIS 2017).

Bio-Larviciding: Number of councils implementing larval source management according to the national integrated malaria
vector control guidelines. Information obtained from field validation in MPR 2020 on Bio-Larviciding was on procurement
efforts and nothing on technical operation issues to reflect field implementation achievements and challenges. There is no
technical record to show Bio-Larviciding was conducted as per national guidelines. MIS does not include Bio-Larviciding
outcome indicators and there is no routine national framework and indicators for monitoring implementation of Bio-
Larviciding. MPR 2020 report recommended to develop national framework and indicators for routine monitoring of
implementation of Bio-Larviciding in the councils. The report also recommended to quantify and cost Bio-Larviciding national
needs guided by technical requirements of different malaria strata in relation to seasons of the year.

Figure 15: Percentage of households’ population with access to a ITNs/LLINs within their household (one net for two person) in
Mainland Tanzania from 2004 — 2017.
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Malaria diagnosis and treatment

The assessed Strategic Plan outcome target for Case Management were:

Testing: Percentage of children under the age of 5 years with fever who had a malaria test the same or next day after onset of
a disease. The average testing rate in 2017 was increased to 43.1% from 35.9% in 2015 and 24.9 in 2012 (source MIS). Test
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rate is lower in rural areas and low wealth quintile population, compared to the level of urban areas and higher wealth quintiles
(Figure 16).

Treatment: children under age 5 with fever who were treated with recommended antimalarial the same or next day following
the onset of fever. This indicator dropped from 30% in 2015 to 25.2% in 2017 (source MIS). The average access to treatment
is influenced by testing, where testing rate is high (urban settings and wealthiest quintile), use of treatment (ACTSs) is low. MPR
2020 report recommended improvement of access to malaria testing and treatment beyond health facilities to adequately reach
social-economic disadvantaged community (rural & low wealth quantile). Figure 16

Figure 16: Malaria testing by wealth quintile (upper left) and residence (bottom left); and Malaria treatment by wealth quintile
(upper right) and residence (bottom right)
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Procurement and Supply Management (PSM)

The assessed Strategic Plan outcome target for PSM were:

Stock of ACTs: Proportion of public healthcare facilities with no stock outs of ACTs at the end of the month. The stock out
rate of ALu decreased from 2.5% (2015) to 1.6% (2017) and rose again to 2.3% (2019), Figure 17a.

Stock of MRDT: Proportion of public healthcare facilities with no stock outs of mRDTSs at the end of the month. There was
annual decline in stock out rate of mRDT from above 4.5% in 2015 to below 2% by 2019, Figure 17b.

The source of these two outcome targets is the NMCP dash board anchored to HMIS/DHIS2. In general, the stock out rate for
the two mentioned malaria commaodities is below 2.5% for the period of 2019. This is probably due to proper quantification of
malaria commaodities at health facilities as well as effective supervision and mentorship. The malaria commaodities reporting
rate for the period of 2019 was 99.4%.

The recommendation on PSM is to maintain quantification cycles, reporting rate and availability of malaria commaodities at
all levels.
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Figure 17: Proportion of Health Facilities with stock outs (no-stock at the end of reporting month) of ALu (a) and mRDT (b)
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Surveillance monitoring and evaluation

The assessed Strategic Plan outcome target for Surveillance Monitoring and Evaluation (SME) were:

Routine data: Proportion of health facilities among all facilities reporting OPD indicators monthly data through the HMIS.
All health facilities (100%) reported malaria OPD indicators. The target was achieved due to timely submission of the HMIS
monthly summary forms and entry into the DHIS2 system. However, issues on data quality is still a challenge and some data
are not obtained routinely for complete malaria indicators.

SME framework: Proportion of updated datasets with key indicators for monitoring preventive malaria services, logistics,
coverage, quality of service provision, vector and parasite dynamics included in composite database and available for
programmatic decision making. It was difficult to assess updated dataset with key indicator as a measurement for strengthening
of SME framework.

Malaria knowledge: Proportion of quarterly and annual malaria epidemiological bulletin developed and disseminated to
malaria partners and stakeholders. For malaria knowledge, the targeted 8 (100%) malaria epidemiological bulletins were
developed and disseminated to malaria stakeholders and stakeholders.

Epidemic prevention: Proportion of malaria epidemics detected and responded within two weeks from the onset. No malaria
epidemics was detected through established threshold. Although the system was not functioning as expected, one malaria
epidemic was reported at Misenyi DC and contained.

Surveillance system for malaria elimination: Proportion of councils within the “very low” transmission stratum that
established appropriate surveillance system. Establishment of surveillance system for malaria elimination was in process for
17 councils in very low malaria transmission stratum.

The major challenge in SME was non-functioning system to detect malaria epidemics. The recommendation from MPR 2020 report
was to re-organize a system for malaria epidemics detection to be functional and provide an alert in the event of an epidemic

Advocacy, social mobilization and social and behavior change communication

The assessed Strategic Plan outcome target for advocacy, social mobilization and social & behavior change communication were

Knowledge on prevention: Proportion of population (disaggregated by sex M/F) with knowledge of measures to avoid
malaria.

Knowledge on test & treatment: Proportion of population (disaggregated by sex) with knowledge on where malaria test and
treatment is obtained.

Knowledge on vulnerable groups: Proportion of women 15-49 years who know pregnant women are at higher risk of getting
malaria.

Knowledge on risk of malaria: Percentage of women (and men) who state that malaria is the most serious health risk in the
community.

All four knowledge based indicators obtained from MIS showed there is a trend for these indicators which shows progress since
2012 to 2017. During the implementation of the previous Malaria Strategic Plan, knowledge, awareness and attitude on malaria
prevention, testing & treatment, and vulnerable groups remained high to above 89% (Figure 18) and is almost universal in both
urban and rural areas. Exposure to malaria messages was also high to 84% with variations in background characteristics like
rural urban and wealth where exposure to message is 80% in urban and 76% in rural, and exposure to malaria message increased
with increasing wealth, from 65% in the lowest quintile to 96% in the highest quintile (MIS 2017). However, the knowledge
on malaria as a serious risk was low at 57% (MIS 2017)

During MPR 2020 validation weak SBC&A sustainability of malaria promotive community based programs was noted because all
of CHWSs known as Community Change Agents (CCASs) were funded by partners. Another finding was; the roles and responsibilities
of CCA and CHW if both present in the same geographical working area was not understood by subnational authorities. The MPR
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2020 recommended to develop comprehensive national wide protocol on implementation of community based malaria interventions
which include resource mapping for subnational level to ensure sustainability.

Figure 18: Knowledge on malaria prevention
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Chapter 5: Malaria Strategic Plan 2021-2025

Introduction to National Malaria Strategic Plan 2021-2025

Purpose of the National Malaria Strategic Plan

The purpose of the National Malaria Strategic Plan is to provide a comprehensive technical guidance to stakeholders and
development partners for the period of five (5) years (2021-2025), focusing on transitioning to malaria elimination in phases in
mainland Tanzania by 2030.

The plan stratifies country malaria burden with matching package of interventions to enable strategic adjustments to invest for
impact burden reduction in high transmission settings and to advance towards malaria elimination in very low transmission areas.

Process of developing the Tanzania malaria strategic plan 2021-2025

The plan was developed as back to back activity to Malaria Program Review (MPR) which evaluated the performance of the 2018-
2020 SMMSP and provided recommendations. The development process involved extensive consultation process, through a series
of video conferences as precaution to COVID 19 pandemic in close collaboration with Government Ministries, Departments,
Organizations, colleagues and Development partners.

Guiding principles

This strategic plan is guided by the following principles; a) Country ownership and leadership —the plan is aligned with the national
development plan, national health sector strategic plan and national planning and financial systems; b) Inclusive and coordinated
partnerships — the NMCP is under the umbrella of MoHCDGEC and works in collaboration with several internal and external
partners. There is harmonized joint action by partners in support of the national malaria strategic plan. This reduces duplication and
fragmentation of efforts; c¢) Accountability — the Ministry of Finance and Planning is implementing a performance based financing
mechanism. All partners are accountable for their commitments and responsibilities to their beneficiaries through this tool; d)
Evidence based and results oriented — as a result of the recommendations of the 2020 malaria program review the new strategic
plan aims to achieve the most effective and efficient use of resources as well as ensuring that the implementation of the agreed
interventions will be scaled up in a well-coordinated manner; e) Technically sound — Allocation of interventions has been evidence-
based guided by the malaria epidemiological stratification which has been done up to the sub-national level and in line with the
WHO’S Global Technical Strategy; f) Feasibility — the NMSP has taken into consideration the relevance and acceptability of the
selected interventions by the communities and assessed the capacity of the health sector to deliver the required health serves; and
g) Cost effectiveness — the NMSP has also addressed the principle of value for money by targeting interventions based on malaria
risk where the best use of resources available is earmarked for the provision of services that will lead to maximum reduction of
morbidity and mortality.

Vision
Tanzania becomes a society free from malaria
Mission

Ensure all people in Tanzania have equitable access to sustainable, quality, effective, safe and affordable malaria preventive and
curative services through efficient collaborative partnership and community ownership.

Goal

The national goal is to reduce the average malaria prevalence in children aged less than 5 years (pfprs-somonths) from 7.5% in 2017 to
less than 3.5% in 2025. The stratified targets are: a) reduce malaria burden in moderate to high risk strata, from 15% pfpr in 2017
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to less than 7.5% pfpr in 20257; and b) maintain and further reduce transmission in low and very low risk strata (areas targeting
elimination) from of 1% pfpr in 2017 to less than 0.5% pfpr in 2025%. (see Table 3 and 4)

Table 3: Goal indicator and definition
Impact Indicator Indicator definition
Numerator Denominator
Number of children aged less than 5 Number of children tested
years positive for malaria parasites

malaria prevalence in children aged less than 5
years (pfprs-semonths)

Appropriateness of the indicator: The indicator reflects the level of malaria transmission. It is monitored through national
representative surveys after every 2-3 years. Seasonality and biased survey procedures might affect the results

Table 4: Goal target and malaria prevalence in children aged less than 5 years (pfpr6-59months) by strata

Indicator . Baseline
Baseline Source Target 2023  Target 2025
_ Year
Malari I in chil less th
alaria prevalence in children aged less than 7 5% 2017 MIS 5.0% <3.5%
5 years (pfpr6-59months)
Malaria . Baseline
ik —] — Baseline Year Source Target 2023  Target 2025
o A 0.4% 0.2% 0.0%
1.0% 0.5% 0.3%
oa 10 I 6.7% 2017 TDHS/ MIS 350 15%

9

High $¢ %8¢ 14.6% 7.5% 3.5%
Urban NA NA NA NA NA

By attaining the strategy goal, the reduced transmission is expected to decrease the Annual Parasite Incidence (API) from an average
of 122 per 1000 in 2019, to less than 30 per 1000 in 2025. The API by strata are formulated to a) reduce malaria burden in moderate
to high risk strata, from 259 API per 1000 in 2019 to less than 60 API per 1000 in 2025 and b) maintain and further reduce
transmission in low and very low risk strata (areas targeting elimination) from 24 API per 1000 in 2019 to an average of less than 6
API per 1000 in 2025. (see Table 5)

Table 5: Annual parasite incidence by strata

Impact Indicator Indicator definition
Numerator Denominator
Annual Parasite Incidence Number of confirmed Malaria Population at risk per 1000
patients

Appropriateness of the indicator: The indicator reflects the burden of malaria disease. It is monitored annually through routine
HMIS. Access to health facilities and reporting rate might affect the results.

Indicator Baseline Baseline Source Target

Year 2023 2025
B Annual Parasite Incidence 122 2019 DHIS2 60 Less than 30
Ma_larla ¥ Baseline Ealne Source Target 2023 Target 2025

risk Year
6 3 1

o 24 12 Less than 6

os o i 124 2019 HMIS/ DHIS 60 30

259 125 Less than 60

Urban - 49 25 12

sezue)

17 Reference values high risk stratum

18 Reference values low risk stratum
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Strategic objectives
The NMSP 2021-2025 has six (6) strategic components, three core and three supportive (Figure 19):

Figure 19: Core and Supportive strategies
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Each component has its own strategic objective measured by impact indicators (table 6).

Table 6: Strategic objectives and indicators

T t
Strategy Strategic Objective Impact Indicator Baseline Year Source arge
2023
) ) Annual Entomological
_ Reduce  malaria  parasites Inoculation Rate (EIR) 29 1
5 . S
g _ transmission by  maintaining 0.13 0.12
g g recommended evidence-based 06 5018 NIMR 03
gé vector control interventions 29 1
s according to the targeted :
malaria risk strata
" Malaria Mortality rate in 4 per 3 per
«» @ To prevent the occurrence of Health facility per
é -c% g mortality related to malaria 100.000 100,000 100,000
[J] . . . » .
'230 % < mfectno: throug.ht :‘nlversz.al 0.6 »o19 HMIS/ 0.3
S E e access to appropriate diagnosis Low 1.0 DHIS2 05
5B E and treatment and targeted 58
g = % provision of preventive therapies e
& | forvulnerable groups 'g :
4.3
Proportion of councils
3 To provide timely and reliable with very low malaria 20% 25%
& 2 information on malaria and its transmission risk .
= © < Malaria
¢ w.8 control needed to take 36 (20%) risk 25%
— .: o . . . .
FF 5 | e e o e 20 e
5 . 52 (28%) ation 25%
2s resources are used in the most .
= cost-effective manner 64 (35%) 25%
o E Maintain timely availability of Proportion of
S (7] - . . q .
i ¥ g safe a.nq quality . malaria commodities received as 100% 2019 pipelin 100%
o § Y commodities and supplies at the es
- s per supply plan

delivery points.

Target
2025

0.1

0.1
0.1
0.1
0.1
0.1

1 per
100,000

0.0
0.0
2.0

2

35%

35%
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10%
NA

100%



Target Target

Strate, Strategic Objective Impact Indicator Baseline Year Source
= ekl 2 2023 2025
— To strengthen an enabling Proportion of
@© ] Q AR o
5 o environment where individuals parents/caretakers with
= > o a . .
> & O at risk from malaria are children under five years
é go § empowered to protect = old with fever in the last 75% 2017 Mis 81% 85%
s 8 8  themselves and their families two weeks for whom
g © from malaria and seek proper advice or treatment was
< and timely malaria-treatment sought
s Q To strengthen efficient and . .
o) E— g _§ . g T Proportion of malaria
=5 3% effective coordination for e CEL
@ 2 g = implementation of malaria ) 63% 2020 MPR 75% 90%
- S x 3 . mechanisms
® & © o strategies through accountable .
SZacs . implemented annually
@ partnership

Strategic Plan Outline

The strategic objectives illustrated above are implemented through different strategic approaches measured by outcome
indicators. The strategic approaches depend on a number of service delivery mechanisms measured by output indicators. Figure
20

Figure 20: SNP structure outline
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The specific components of the plan are described comprehensively in the following sections. A comprehensive outlook of the
strategic plan with the expected timeline is narrated in Annex 3 while its performance framework is reported in Annex 4.

Malaria Vector Control Strategy

Integrated Malaria Vector Control (IMVC) Outline
Table 7: IMVC strategic approaches

Strategic Objective
1 Reduce malaria parasites transmission by maintaining recommended evidence-based vector control interventions
according to the targeted malaria risk strata
Strategic Approaches
1.1 Ensure universal access to LLINs according to malaria transmission settings
1.2 Consolidate and expand IRS in epidemiologically and operationally suitable areas
1.3 Implement appropriate, sustainable and quality Larval Source Management (Larviciding, Environmental
) Management and Biological control) interventions in suitable epidemiological and operational areas
1.4 Provide a strategic framework for coordination and continuous assessment for the implementation of evidence-
based Vector control innovations
IMVC Background

Situation: In the course of the last NMSP 2015-2020, Tanzania has been implementing two core malaria vector control
interventions; universal LLINs distribution throughout the country and targeted IRS in a limited number of councils. The two
interventions were supplemented by use of bio-larviciding (Bs and Bti) from 2017/2018. These interventions contributed to the
observed reduction of malaria transmission in different risk strata. Since 2017, longitudinal entomological surveillance across all
country malaria risk strata has been implemented to identify mosquito abundances, population dynamics, behaviors, speciation and
its infectivity in 62 sentinel councils.
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Policy guidance: To implement Integrated Malaria Vector Control (IMVC), IRS and LLINs are the core malaria vectors control
interventions supplemented by LSM (biological larviciding and source reduction), upon attainment of universal coverage of the two
core interventions.

Strategic direction: The IMVC approach aims to prevent human-vector contact in a cost effective manner to cover the entire
population at risk of malaria in all epidemiological and ecological settings by rendering the environment unsuitable for mosquito
breeding. The strategic objective and its strategic approaches are summarized in Table 7. The IMVC interventions shall be based
on malaria risk stratification at the most suitable and granular level considering the local epidemiology of the disease, the population
vulnerability and the ecology of the local vectors (See Figure 21, table 8 and annex 5 and 6). The integration with the control efforts
of other vector borne diseases intends to maximize the benefits. The strategy intends also to promote effective multi-sectoral
collaboration with fully engagement of community for successfully IMVC implementation. Special emphasis will be placed in
monitoring vector dynamics, susceptibility to the insecticides in use, compliance inspections, recruitment and training of field
technicians. Innovative initiatives, especially those that address the emerging threat of insecticide resistance and preserving the
effectiveness of recommended malaria vector control intervention, will be considered as they become available.

Deliverables: 33,769,987 and 58,632,562 nets will be cumulatively distributed in the first phase (2021-2023) and in the entire
strategic plan period respectively. A total 6,275,862 and 12,381,166 households in 61 councils are targeted to be sprayed indoor
cumulatively in the first phase (2021-2023) and in the entire strategic plan period respectively. A total of 98,362 mosquitoes breeding
sites in all 184 councils are targeted to be treated with 840,601 liters of bio larvicides (Bti and Bs) per year. Generally, IMVC
implementation in the country will be based on malaria transmission risk analysis as depicted by Figure 21 and Table 8.

Figure 21: example of use of micro-stratification to identify suitable epidemiological (map a) operational (map b) targets for
different IMVC services
a) Malaria epidemiological risk by ward (2020) b) Targeted operational IMVC intervention by ward (2020)
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Table 8: IMVC according to malaria risk strata

Malaria risk Description

Vector Control Intervention (VCI) recommended in this stratum includes continued LLINs distribution through RCH and
targeted mini distribution campaign in hotspots consistently demonstrating low, moderate and high transmission according
to health facilities data and micro- stratification; Focal application of IRS and larviciding guided by active foci investigation
under malaria case based-surveillance is highly recommended to interrupt residual transmission.

Very Low

VCI recommended in this stratum includes continued distribution of LLINs through SNP, RCH and targeted RC as a mitigation
when coverage is expecting to drop below 40%. Larval Source Management as a supplementary intervention through
community participation and engagement approach is also highly recommended in this stratum due to the expected
seasonality in malaria transmission. IRS has a prominent role as response to malaria epidemics..

The recommended VCI measures for this stratum include continuous distribution of LLINs through SNP, RCH, special economic
vulnerable population groups and emergency situations (boarding institutions, specific vulnerable groups, nomads and
complex emergency situation). Targeted replacement campaigns will function as risk mitigation if coverage is expected to drop
below 40%. Larviciding application guided by rain seasonal pattern and malaria incidence data from the health facility is
encouraged as supplementary intervention

VCI recommended for this stratum are LLINs distribution through SNP, RCH, special situation (Prisons, CTC, pastoralist and
complex emergence situation) distribution, IRS to reduce malaria transmission, targeted replacement campaigns as a
mitigation when coverage drop below 40% also in some economic social vulnerable population; Targeted application of bio-
larvicides guided by rainfall pattern, local ecology and malaria incidence data from the health facility through community
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engagement. IRS to rapidly knock-down high prevalence and shift to LLINs with or without PBO as soon as possible to sustain
interruption of malaria transmission or as a resistance mitigation strategy

VCI recommended in this stratum includes targeted distribution of LLINs through biological vulnerable groups, primary school,
and commercial sector. Blanket larviciding in eligible and productive mosquito breeding sources through community
engagement.

SA 1.1 Long Lasting Insecticide treated Nets (LLIN)

Table 9: LLIN strategic approach and its outcome indicators

. . . Baseline Target
Strategic Approach Outcome indicator Baseline Source &

Year 2023 Target 2025

Proportion of the household
population with access to an LLIN
within their household (assuming 63% 80 85
one LLIN for every two people in

Ensure universal access to
a household)

1.1 tLLINs écc.ordlntgt. to malaria Very Low ‘T 2017 MIS 50 50
ransmission settings g5 | 30 35
62.0 80 85
| high K 80 85
Urban | 720 80 85
LLIN Service Delivery Mechanisms
1.1.1. Implement a targeted mass replacement campaign when required according to accessibility and epidemiological risk

1.1.2 Implement School Net Program (SNP) LLIN distribution to keep up LLIN coverage in the general population

1.1.3 Implement LLIN distribution through RCH clinics to protect biological vulnerable groups, infants and pregnant women, and to keep up
net coverage in the general population

1.1.4 Implement LLIN alternative delivery system to special population groups and special situations

1.1.5 Create enabling environment for LLINs availability in commercial market.

Situation: Data from national representative survey (MIS) indicates population access to a LLINs of 63%. This figure is below the
recommended national target (80%). Tanzania has had a rich and innovative history on ITN distribution, ranging from social
marketing of ITN retreatment kits and nets bundled with insecticide in the early 2000s’, to the world’s first voucher scheme (TNVS)
to provide subsidized treated nets to pregnant women and infants (biological vulnerable groups) while strengthening retail sales
and distribution networks. The Tanzania Net VVoucher Scheme (TNVS) ran from 2004-2014 (12,638,899 ITN redeemed under this
scheme cumulatively before being discontinued. A new system for direct delivery of ITNs to pregnant women and infants at health
facilities began roll out in 2016 to date. A total of 7,766,346 ITN have been issued till 2019 through this system. In 2009-2010
Tanzania conducted its first mass campaign (Under-Five Catch Up Campaign) where 8,753,438 nets were distributed, followed by
the Universal Coverage Campaign (UCC) in 2010-2011 (16,622,251 ITN distributed), which scaled up ITN ownership and access
to very high levels. A mass replacement campaign has been conducted in all regions in 2015-2016 (27,825,582 distributed) and in
10 regions in 2020 (8,728,803 distributed).

Following recommendations from a keep up strategy assessment in 2011, in 2012 the school net pilot began in three (3) regions in
the Southern Zone, distributing ITNs to eligible school children with the goal of maintaining ownership and access at a steady rate.
After a mass replacement campaign carried out in 2015-2016, 11 more regions joined the school net distribution program SNP as a
continuous distribution mechanism since 2017. 9,551,370 ITNs distributed cumulatively under SNP between 2012 and 2019. The
major financial contributions for LLIN distribution were provided by development partners, mainly GF and PMI. The major LLIN
manufacturer in African region is based in Tanzania (A to Z Textile Ltd).

Policy guidance: In the course of the next strategic plan period, the country will shift from a combination of keep up plus catch
up LLIN distribution mechanisms to complete continuous LLIN distribution mechanism.

Strategic direction: Universal access to LLINSs has not been achieved in the course of the implementation of the previous national
malaria control strategic plans. Therefore, alternative mechanisms are needed in addition to the previous implemented mechanisms
to attain the universal access. The strategic approach, its indicator and targets, and the service delivery mechanisms (SDM) are
summarized in Table 9. SDM indicators and targets are described in Annex 4. The proposed distribution mechanisms will target
situations and population with expected low access to net delivery mechanisms. Five main distribution mechanisms will be put in
place: a) vulnerable groups attending RCH clinics (infants and pregnant women); b) school based distribution; c) special risk group
distribution; d) targeted distribution according to epidemiological and operational situation; and €) commercial sector. Figure 22 is
showing the number of nets distributed in the period 2004-2020 through different channels and the anticipated thresholds needed to
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reach universal access based on the assumptions of one (1) net serving 1.8 people. Typically, ideally periodic mass distribution
campaigns are expected to boost the access to nets and should be repeated every after 3 years. Historical evidence in Tanzania
showed that it was operationally impossible to timely deliver repeated mass campaigns in the planned timeframe with consequent
lack of protection for large population size. There are also evidence from MIS of rapid drop (less than 3 years) in LLIN use after
large mass distribution campaigns. These are the main reasons for the country to decide an alternative distribution system based on
continuously injecting LLINSs in the community through a number of different channels. A full keep up strategy will start in 2021
and it is expected to deliver enough nets to keep the accessibility at the highest level. LLINs are recommended in all malaria risk
strata for vulnerable groups (Table 10) while universal coverage will target all strata except the very low risk areas. Distribution of
synergist piperonyl butoxide (PBO) nets with better efficacy against mosquitoes with metabolic based resistance of Pyrethroids
impregnated in standard long-lasting insecticidal nets will be scaled up to all regions with evidence of high prevalence of resistance.
Furthermore, next generation LLINs with alternative insecticide classes might be introduced depending on technical advice from
research institutes and global institutions.

Deliverables: in the period 2021-2023 a total of 33,769,987 LLINs will be issued to Tanzanians (average 1.8 people per LLIN in
eligible areas and 10% buffer) of which 21,133,882 will be PBO LLIN (63%).

Figure 22: ITN distributed and anticipated according to delivery mechanisms 2000-2025
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RCH: net distributed to pregnant women and infants through RCH; SNP: nets distributed through schools, Mass: nets distributed through mass
campaigns; TRC: targeted distribution according to risks; Other” alternative distribution channels

Arrows: orange only vulnerable groups, BIlg: mix catch up and keep up; [BE88R: Keep up (anticipated)

Table 10: LLINs distribution and malaria risk stratification

Malaria risk Description

Implement LLINs distribution to cover vulnerable groups through RCH and targeted distribution. Identified hotspots through
CBS will be eligible for targeted replacement campaigns.

LLINs distribution through annual SNP and continuous RCH channels. Special vulnerable and at risk groups will be covered as
well. Targeted replacement campaigns will be deployed as a mitigation when coverage drop (or it is expected to drop) below
40%. Special net distribution will also target some identified economic social vulnerable population. PBOs will be scaled up
High according to resistance pattern.

The preferred LLINs delivery mechanism is through targeted distribution to social economic vulnerable groups, biological
Urban vulnerable groups (pregnant women and infant children) through RCH. Promotion of commercial market of LLIN will be
encouraged

SDM 1.1.1 Implement a targeted mass replacement campaign when required according to accessibility and epidemiological
risk

Situation: National representative survey (MIS) indicates that average percentage of household population with access to an LLIN across the

malaria transmission strata is below the country target of above 80%, ranging from 56.5% to 72%. Urban stratum has the highest LLINs access
(72%) as compared to other strata. In the last ten years, the country has demonstrated to be able to implement LLIN mass distribution campaigns
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through public-private partnership (2008-2016) and through public sector (2020) , with more involvement of MSD and Councils, with a total of
53,201,271 nets distributed.

Policy guidance: The current technical consensus considers implementation of targeted replacement campaign (TRC) when required by
operational and epidemiological situation.

Strategic direction: There are four major operational indications for the deployment of targeted replacement campaigns: a) as a mitigation
measure when access drops below 40% in the councils with keep up strategy in place; b) in pouches/hotspots of demonstrated moderate to
high transmission within very low malaria risk and urban areas where LLINs distribution is indicated only to protect vulnerability; c) as a response
to identified residual transmission foci in areas with established case based surveillance; and d) as response to emergency/complex situations.
A strategic buffer LLIN stock should be maintained to respond to the above situations.

Deliverables: in the period 2021-2025 a total of 5,330,233 LLINs will be issued through TRC. Among them, 3,069,999 will be issued in the phase
one 2021-2023. Based on the current insecticide resistance profile and to mitigate the insurgence of resistance, PBO LLINs will be at least 63%
of the total net distributed through this channel.

Output Indicator: Number of LLINs distributed through targeted replacement campaigns (cumulative).

Malaria risk stratification:

LLINs TRC is part of the response to identified transmission hot spots within this stratum

Implement TRC as a catch up and mitigation if indicated and guided by evidence of low nets coverage.

High
TRC s indicated in urban and suburban hotspots with demonstrated transmission

SDM 1.1.2 Implement school net program (SNP) LLINs distribution to keep up LLINs coverage in the general population

Situation: In 2020, LLINs distribution through schools has been implemented in 14 regions with high malaria prevalence. SNP has been
established in three regions in the south of the country in 2012. In these regions no MRC has been conducted since then. Other 11 regions
introduced SNP in 2017 after the implementation of a MRC in 2015-2016. A total of 9,551,370 nets were distributed cumulatively through SNP
from 2012 to 2019. Population access to LLINs in regions implementing SNP was above the average of the regions implementing repeated MRC.
Regions implementing SNP do not experience the rapid drop in coverage observed after implementing MRC.

Policy guidance: The current technical consensus considers the implementation of annual distribution of LLINs through primary school pupils,
as part of the LLINs keep up strategy, in all councils except those in very low malaria risk.

Strategic direction: Implement school LLINs distribution, together with other keep up mechanisms, to ensure that the entire population has
access to LLINs. Pupils are used as a vehicle to take the LLINs to the households. This approach is easily implemented and more sustainable
compared to large community based net distribution campaigns. School net distribution might be associated to other malaria and health
interventions in the schools such as: NTD drug administration, antimalarial targeted administration, malaria parasitological surveys, and
information, education and communication packages.

Deliverables: In the period 2021-2025 a total of 22,767,993 LLIN will be issued through SNP. Among them, 13,507,721 will be issued in the
phase one 2021-2023. Based on the current insecticide resistance profile and to mitigate the insurgence of resistance, PBO LLINs will be 64%
of the total.net distributed through this channel.

Output Indicator: Number of LLINs distributed through Schools (cumulative).

Malaria Risk Stratification

SNP not recommended

SNP recommended to be implemented annually in order to maintain the national target of nets access at least 80% to

High the population. Pupils are used as vehicle to deliver LLINs to the entire community.
SNP implemented according to epidemiological strata

SDM 1.1.3 Implement LLINs distribution through RCH to target biological vulnerable groups, infants and pregnant women,
and to keep up net coverage in the general population

Situation: Direct LLINs distribution through RCH clinics started in 2016 and is currently operational in all regions of mainland Tanzania
targeting pregnant women during their first ANC visit and infant when receiving the first measles rubella vaccine. Data from DHIS2 malaria
interactive dashboard (2019) indicate that LLINs are distributed to 87.6% of pregnant women attending the clinic and 78.3% of infants
immunized for Measles Rubella. A total of 3,644,135 nets were distributed through RCH clinics in 2019 (7,766,346 nets cumulatively since
2016).
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Policy guidance: This service delivery mechanism intends primarily to protect the biological most vulnerable groups (pregnant and infants).
The secondary objective is to keep up the coverage of LLINs among the general population. This delivery mechanism is sustainable and uses
the existing health care system.

Strategic direction: Continued distribution of LLINs to biologically vulnerable groups, pregnant and infant in the first ANC visit and infants
when receiving first measles rubella vaccine.

Deliverables: in the period 2021-2025 a total of 24,893,636 LLINs will be issued through RCH clinics to infants and pregnant women. Among
them, 14,463,513 will be issued in the phase one 2021-2023. Based on the current insecticide resistance profile and to mitigate the insurgence
of resistance, PBO LLINs will be 61% of the total.

Output indicators: Proportion of infants provided with LLINs during MR1 vaccine & proportion of pregnant women provided with LLINs during
first ANC visit.

Malaria Risk Stratification

In this stratum LLINs distribution to cover all (100%) the biological vulnerable groups (pregnant women and infant children)

Both standard and PBOs to regions with metabolic insecticides resistance nets to be distributed to cover all (100%) the
biological vulnerable groups and to contribute to keep up LLINs access to above 80%. The distribution is done routinely to

High beneficiaries within the health facilities
Urban According to respective epidemiological strata

SDM 1.1.4 LLIN alternative delivery system to special population groups and special situation

Situation: Tanzania has never implemented net distribution targeting hard to reach groups/communities and marginalized and disadvantaged
segment of the population. This possibly affected the achievement of universal LLIN access. Furthermore, the 2017 MIS is showing a less
equitable access to LLINs across urban vs rural settings and wealth quintiles. See Annex 5 for further indication on targeted groups and
vulnerability.

Policy guidance: This novel service delivery mechanism needs clear guidelines that will be developed in the first year of the NMSP
implementation.

Strategic directions: A first set of special groups have been identified: defense camps, prisons, selected occupational workforce, under five
children admitted with severe malaria or severe anemia, people living with HIV, elderly above 60 years who are economic vulnerable, refugee
camps, mobile/nomadic population, socio-economic vulnerable neighborhood/suburbs, hospitals, boarding schools and orphanage centers.
High level of community sensitization and participation is needed to implement this mechanism for identification of underserved risk groups
and to promote sustainability and acceptance of the program and promote net use.

Deliverables: In the period 2021-2025 5,640,699 LLINs will be issued through this channel. Among them, 2,728,754 will be issued in the phase
one 2021-2023.

Malaria risk stratification

In all strata alternative nets distribution mechanisms will complement the other distribution channels according to the

identified marginalized or disadvantaged population.

SDM 1.1.5 Create enabling environment for LLINs availability in commercial market.

Situation: Commercial sector plays an important role in LLINs access and ownership since the earliest days of bed nets, and comprises a vital
component of the current strategy, filling the remaining gaps within households and meeting consumer preferences for particular LLINs. In
2014, an assessment of the potentiality of the commercial market for LLINs distribution indicated that at least 1.2-1.5 million untreated nets
were being sold annually in Tanzania, and that there was demand for mosquito nets from the commercial sector even within 12 months post-
mass distribution campaigns. Furthermore, the assessment observed that the knowledge of the market players (distributors, retailers, and
consumers) regarding qualities and specifications of LLINs was quite low. In mid-2016, a discrete choice trial indicated that individuals are
willing to pay more for desired attributes such as insecticide, shape and size. The same trial indicated that the demand for ITNs in the
commercial market was not lower in rural areas, primarily due to larger household size and the need for additional nets. The net demand was
also similar across the wealth quintiles. A 2016 marketing survey demonstrated that non-treated nets were highly competitive compared to
industrial treated nets due to the lower price.

Rationale: LLINs delivery through commercial sector expects to benefit from presence of a vibrant private sector from manufacturers,
wholesalers, and retail outlets. These actors are potential to improve access to nets not only in urbanized areas but also in hard to reach remote
areas (>50km from nearest market) areas.

Policy guidance: Currently there is no policy directive or regulatory framework to enforce private sector to sell industrial treated LLINs.
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Strategic directions: Innovative strategy needs to be sought to advocate and engage private sector in selling LLINs to the community. Identify
local distributors willing to sell LLINs, establish a platform for dialogue to encourage local distributors, community distribution points to sell
accompanied by community sensitization and engagement.

Deliverables: Policy and guidelines in place to regulate and encourage private sector selling LLINs. Net choices in terms of preferences in colors,
texture and shape might be addressed in this distribution channel.

Output Indicator: Policy and guidelines in place to attract private sector selling LLINs.

Malaria risk Stratification

In this strata commercial markets nets distribution is potential to fill the gap left by public health targeted campaign, RCH
and SNP distribution. This is expected to cover mostly people living in townships and other communities with LLINs
preference (e.g. size, color, texture and shape).

High

Commercial sector is very potential to cover the needs in large urban areas due to vibrant private sector and the

Sl population ability to pay.

SA 1.2 Indoor Residual Spray

Table 11: IRS strategic approach and its outcome indicators

. - . Baseline Target Target
Strategic Approach Outcome indicator Baseline Year Source 2053 2055
Percent of house structures
in the country épraye'd.wnh 3% 3% 239%
) recommended insecticide(s)
Con.solld.ate a.nd ex.pand during the past 12 months NMCP
12| Wpednome)  EESSTTCURSEE | oo | comoe
NA database TBD TBD
areas
| High  ENER 77% 76%
[ uban ) TBD TBD

IRS Service Delivery Mechanisms

1.2.1 Create an enabling environment to plan, implement and conduct quality IRS through community engagement including guidelines,
training packages, monitoring system, environmental compliance and pesticide management plan.

1.2.2 Build capacity of council (CHMT) and private sector to plan, manage, implement, and evaluate IRS.

1.2.3 Application of targeted IRS through community participation and engagement in the high malaria risk councils with resilient malaria
transmission as malaria burden reduction and insecticide mitigation tool.

124 Application of focal IRS as a response to residual malaria transmission in the very low malaria risk councils targeting elimination.

Situation: Indoor residual sprays (IRS) was re-introduced in Tanzania in 2007 covering one council, Muleba in Kagera region to
prevent/reduce malaria epidemics. Later was scaled up to cover all councils in the rest of Kagera region and in other 4 regions in
the lake zone (2008/12). IRS reached a maximum coverage of about twenty councils and 6,917,682 structures sprayed and four
classes of insecticides have been used; Carbamate (8%), Organophosphates (40%), Pyrethroids (50%) and Neonicotinoids (2%)
(NMCP database 2019). Currently IRS is implemented in 6 district councils contributing for a national coverage of only 3% of all
households. The entire financial support of IRS, since its re-introduction, has been covered by development partners (PMI).

Rationale: IRS is appropriate where a) the majority of vector population feeds and rest inside houses, b) local vector is susceptible
to the insecticides used, ¢) malaria transmission pattern allows that the population can be protected by one round of IRS per year,
d) majority of structures are suitable for spraying; and e) high population density to avoid high operational costs.

Policy guidance: Updated National Integrated Malaria Vector Control guidelines are needed to include appropriate, innovative and
sustainable IRS implementation modalities according to the current epidemiological and operational situation. Well addressed SOP
are also needed to incorporate community based IRS schemes.

Strategic direction: The indications to implement IRS as a strategy for both disease burden reduction and elimination. The strategic
approach, its indicator and targets, and the service delivery mechanisms (SDM) are summarized in Table 11. SDM indicators and
targets are described in Annex 4. The followings are the conditions where IRS is indicated: a) tool for insecticides resistance
management and mitigation, b) disease burden reduction in areas with resilient high malaria transmission; c) response to foci
investigation to break residual transmission in very low malaria risk councils targeting elimination; and d) preempt malaria peaks
in unstable transmission areas and e) response to an incumbent outbreak. In all areas eligible for IRS should consider the cost
effectiveness and the possible additional benefits especially if there is high access and use of LLIN, especially PBO for insecticide
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resistance mitigation. The rural areas of 61 high malaria risk councils are eligible for additional alternative IRS schemes, targeting,
eventually, a maximum of 3,234,560 sprayable structures. Additional needs in areas with low and very low transmission for focal
IRS application to break transmission need to be assessed (Table 12).

To scale up IRS there is urgent need to establish a decentralized community based mechanisms with major emphasis on direct
community engagement for infrastructure and human resources development. CHMTSs need to be capacitated to perform accurate
planning, capacity building, logistic support, providing quality assurance and environmental compliance.

Deliverables: 15,051,273 (26%) Tanzanians will be protected by implementing community based IRS schemes.

Table 12: IRS implementation and malaria risk stratification

Malaria risk Approach according to risk

Focal IRS is the recommended vector control initiative for response to foci investigation in order to interrupt residual malaria
transmission

IRS is recommended to be used as a tool to response to malaria epidemics as indicated by MEEDSs, taken into consideration
all logistics are in place for that matter. IRS is also indicated for interrupting transmission in very unstable areas.

Not recommended except if there is evidence of high resilient transmission at sub district level according to micro
stratification.

High Targeted IRS has high priority especially in resilient areas and among rural population.

Urban Not recommended for entomological and operational reasons.

SDM 1.2.1: Create an enabling environment to plan, implement and conduct quality IRS by using community engagement
including guidelines, training packages, monitoring system, environmental compliance, pesticide management plan

Situation: IRS is currently implemented with development partners support through an implementing contractor with centralized planning,
financial and implementation arrangements, monitoring and evaluation, compliance with environment requirements. LGA health staffs and
community involvement are required during micro-planning and implementation.

Rationale: Adequate capacity to plan, monitor with updated guidelines, and standard operating procedures, training packages, pesticides
management plan and environment compliance is essential in order to implement quality targeted and focal IRS for both malaria burden
reduction and elimination modalities.

Policy guidance: To promote and cover core integrated vector interventions by using appropriate IRS and LLINs supplemented by LSM according
to epidemiological and operational settings.

Strategic directions: To scale up quality IRS implementation in order to cover a) targeted areas of the 61 eligible councils with high malaria risk
and evidence of transmission resilience through a decentralized community based mechanisms and b) focal IRS as response to either identified
residual transmission in very low malaria risk areas or incumbent outbreaks through a council based expert mechanism intervention unit.
NMCP needs to update and customize the guidelines, training packages to address both approaches. NMCP and PO-RALG need to be
capacitated to perform appropriate macro planning, infrastructure establishment, logistic support, provision of quality assurance, and
environmental compliance.

Deliverables: a comprehensive framework will be set up to support implementation of quality community based IRS.

Output Indicator: Number of councils planned using updated guidelines, SOPs, training packages, proper monitoring and environmental
compliance during quality IRS implementation. See also Performance Framework.

SDM 1.2.2: Build capacity of Council (CHMT), implementing partners and private sector to plan, manage, implement, and
evaluate IRS

Situation: The councils in the lake and west zones (Kigoma, Mara, Geita, Mwanza and Kagera) involved in the recent IRS implementation got
some technical capacity to perform IRS operations. This capacity is lacking in the remaining councils expected to perform targeted or focal IRS.

Policy guidance: This capacity building process will involve a broad partnership of players from local government, civil society and private
sector. Guidelines and standard operating procedures will be updated to provide enough capacity to IRS implementing councils on quality IRS
application according to the appropriate modality.

Strategic directions: The major focus will be to build implementation capacity at the council’s level. The capacity building plan will target council
staff to enable them to plan, manage, implement, monitor, and evaluate IRS interventions in the respective councils using decentralized
community or council based Implementation. Building capacity for implementation of community based IRS will significantly reduce the costs
and accelerate scaling up of IRS to cover the targeted areas.
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Deliverables: a) All high malaria risk councils (61 on 2020) will be able to guide the implementation of community based quality IRS operations;
and b) All councils in very low malaria risk stratum (36 on 2020) will set up a district based unit to perform focal IRS as response in identified
residual transmission foci.

Output Indicator: Proportion of eligible councils with capacity to plan, manage, implement and evaluate IRS.

SDM 1.2.3: Application of targeted IRS through community participation and engagement in the high malaria risk councils
with resilient malaria transmission as malaria burden reduction and insecticide mitigation tool

Situation and Rationale: The current IRS model adopted in the country is highly centralized with an implementing partner providing
commodities quantification, procurement, planning, and direct implementation. The implementing partners is also responsible for monitoring,
environmental compliance, safety and quality assurance. Such scheme is highly effective but requires large inputs in term of financial and
human resources.

Policy guidance: shift from centralized to decentralized community based implementation.

Strategic approaches: an innovative IRS scheme will be introduced by using full community engagement. Targeted villages will be supported
to set up small IRS operation units by using available own human resources (e.g. CORPs) and will be capacitated to manage insecticides and
equipment to perform quality and safe IRS operations. Continuous follow up from dedicated skilled council health staff will maintain
environmental compliance and adequate quality of spray.

Deliverables: cumulatively 6,275,862 and 12,381,166 house structures will be sprayed in the periods 2021-2023 and 2021-2025 respectively.

Output Indicator: Proportion of house structures sprayed through community participation and engagement.

SDM 1.2.4: Application of focal IRS as a response to residual malaria transmission in the very low malaria risk councils
targeting malaria elimination

Situation and Rationale: an expanding proportion of the country is currently observing a very low incidence of malaria cases. Preliminary
observations provided after the establishment malaria case based surveillance (mCBS), demonstrate that the majority of malaria cases in these
areas are imported. Yet, there is evidence of focalized local residual transmission. Alongside the implementation of mCBS, focal IRS will be
introduced as part of the transmission foci response.

Policy guidance: malaria case based surveillance protocol (2020) is expected to provide the framework for focal response by using IRS. Technical
guidelines and SOP will be adapted to include this innovative IRS implementation modality.

Strategic direction: an innovative IRS scheme will be introduced by using very well established council based IRS unit that will be mobilized in
case of incumbent epidemics or to respond to focalized response.

Deliverables: Cumulatively between 100,000 and 150,000 house structures will be sprayed in the periods 2021-2023.

Output Indicator: Proportion of house structures sprayed as focal IRS response.

SA 1.3 Larval Source Management (LSM)

Table 13: LSM strategic approach and its outcome indicators

Strategic Approach Outcome indicator Baseline Baseline Source Target Target
Year 2023 2025

| . Proportion of larval density
mp gmebr:t q arr'proprlate,l reduced in sentinel councils NA 50% 75%
SRRl elue GRS LEIE implementing biolarviciding

Sou.rce Management (larviciding, Very Low T NA NMCE 60% 85%

13 environmental management and ] 2019 composite
biological control) interventions NA database 60% 85%
2 NA 30% 40%

in suitable epidemiological and
) High | NA 30% 40%

operational areas -
Urban | NA 75% 95%

LSM Service Delivery Mechanisms

Create an enabling environment to plan, implement quality LSM in targeted areas by using community engagement (guidelines, training

1.3.1
packages, monitoring system, environmental compliance, biolarviciding management plan).
1.3.2 | Build capacity of Council (CHMT) and private sector to plan, manage, implement, and evaluate LSM
1.3.3 | Application of appropriate, sustainable and quality bio-larvicides according to guidelines and standard operating procedures

134

Create partnership to ensure that environmental related elements of LSM are part of community based, councils and private sector LSM

plans
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Situation: In Tanzania, Larval Source Management (LSM), specifically by using bio larvicides, is one of the malaria interventions
that attracts attention at all levels. The Government currently supports its implementation in all 184 councils within the 26 regions.
The identified operational challenges include: a) inadequate capacity at all levels to implement and monitor biolarviciding
application, and b) inadequate financial resources allocated. For the period 2018 -2020 a total amount of 328,360 liters of bio-
larvicides were procured and distributed to all 184 councils. The country has the capacity of producing the entire calculated needs
of bio-larviciding through a state owned factory (Tanzania Biotech Products Limited, Kibaha).

Rationale: Control of mosquitoes at aquatic stage intends primarily to reduce mosquito larvae density and, consequently, adult
mosquitoes and, if applied in the most efficient way, it is expected to contribute in the reduction of malaria transmission intensity
in the community.

Policy guidance: To implement LSM concurrently with the IRS and LLINSs in suitable epidemiological and ecological settings to
contribute in the reduction of the disease burden in the communities.

Strategic direction: LSM is highly prioritized in the country. The strategic approach, its indicator and targets, and the service
delivery mechanisms (SDM) are summarized in Table 13. SDM indicators and targets are described in Annex 4. LSM through the
use of biolarviciding shall be implemented using different approaches in all malaria epidemiological and operational strata (urban,
very low, low, moderate and high risk (Table 14), through community engagement except in very low transmission in response to
foci investigation, where a more centralized council based approach is advocated as a response to residual transmission foci. Data
from the health facilities (proxy indicators of epidemiological malaria risk and transmission intensity) and rainfall pattern (proxy
indicator of intensity of transmission) shall guide the implementation of bio-larviciding in the specific epidemiological settings.

Deliverables: A total of 98,362 breeding sites shall be identified, mapped and, eventually treated with biolarviciding. A total of
15,948,221 (27%) Tanzanians will be protected by implementing LSM intervention in additional to IRS and LLINs.

Table 14: LSM implementation and malaria risk stratification

Malaria risk Description

Focal Larviciding. Biolarviciding, alongside with IRS, is the recommended vector control initiative for response to identified
foci for interruption of residual malaria transmission.

Seasonal Larviciding. Due to the limited amount of breeding sites, once localized, malaria transmission should be efficiently

attacked by biolarviciding application. LSM is expected to play a very important role in decreasing transmission in this epi
stratum.

Targeted Larviciding. Emphasis to be put in targeted LSM in suitable ecological limited areas (urban, mixed wards) where

breeding sites are few and fixed (before rainy season), and easily findable (close to human dwellings). Other limited ecological
suitable areas in rural settings will be also targeted. Bi and unimodal rainfall should be considered in planning and conducting
LSM activities

Urban Blanket Larviciding. LSM is very ideal in this operational stratum and should be universally applied

SDM 1.3.1 Create an enabling environment to plan, implement quality LSM in targeted areas by using community

engagement (guidelines, training packages, monitoring system, environmental compliance, biolarviciding management
plan).

Situation: the current IMVC guidelines and LSM standard operating procedures (SOPs) are lacking detailed operational indication for effective
bio-larviciding implementation including an adequate planning and monitoring framework for LSM adaptation to epidemiological and
operational stratification.

Policy guidance: LSM guidelines and SOP need to be reviewed to meet the current implementation needs.

Strategic direction: Implementation guidelines and SOPs to be used to effectively guide implementation of quality LSM based on
epidemiological strata implemented through community participation and engagement for sustainability.

Deliverables: Guidelines, standard operating procedures and M&E framework developed to guide implementation of quality LSM through
community based and/or council based approaches.

Output Indicator: Guidelines, standard operating procedures and M&E framework in place to support implementation of quality LSM based
on specific epidemiological strata.

SDM 1.3.2: Build capacity of Council (CHMT) and private sector to plan, manage, implement, and evaluate LSM

Situation: LSM has been introduced in Dar es Salaam since mid-2000s. All 5 municipal councils of the region have adequate capacity to perform
LSM operation in the respective territory. The remaining councils have quite low experience and limited capacity to perform adequate LSM
operations. The currently LSM standard operating procedures and IMVC guidelines were distributed to all 184 councils and 26 regions.

34



Furthermore, about 124 vector control officers from 62 councils were trained on the skills for LSM implementation. The remaining 122 councils
do not have adequate knowledge and skills for bio-larviciding implementation.

Policy guidance: PO-RALG, in collaboration with NMCP, coordinates the implementation by conducting advocacy, sensitization and providing
technical guidance to all 184 councils to implement quality LSM.

Strategic direction: The capacity building will target council staffs to plan, manage, implement, monitor, and evaluate appropriate LSM
interventions in the respective councils according to operational and epidemiological needs. This process will involve a broad partnership of
players from local government, civil society and private sector.

Deliverables: A total of 184 councils and 26 regions will be capacitated to implement LSM according to the guidelines and standard operating
procedures.

Output Indicator: Number of councils capacitated to implement quality LSM and number of guidelines and SOPs distributed to the councils by
2025.

SDM 1.3.3: Application of appropriate, sustainable and quality bio-larvicides according to guidelines and standard
operating procedures

Situation: Bio larviciding operations are currently implemented in all councils with major operational challenges (e.g. lack of appropriate funding
and limited technical capacity).

Policy guidance: A clear supportive environment will be in place to provide evidence-based guidance and indications for the quality
implementation of effective LSM according to epidemiological and operational level.

Strategic direction: LSM will be implemented in all malaria risks strata through different application approaches. Breeding sites will be mapped
in all malaria risk strata.

Deliverables: A total of 98,362 productive breeding sites are expected to be mapped and sprayed for an average of 2 to 4 application cycles per
year according to rainfall pattern.

Output Indicator: See Performance Framework.

Malaria risk Stratification

The identified productive breeding sites in the classified residual transmission foci will be treated with bio larviciding to
Very Low interrupt residual malaria transmission. The process will be intensively followed up by dedicated competent council
and/or health facilities based staff.

Productive breeding sites identified before the rain season will be treated with bio larviciding to mitigate or prevent the
malaria transmission peak after the rainfall. Additional application at the end of wet season will contribute in reduction
of cases.

Application of appropriate, sustainable and quality bio-larvicides in identified and mapped productive breeding sites in

Hieh targeted areas with epidemiological and operational indications.
18

Urban Application of appropriate, sustainable and quality blanket bio-larvicides in all city and municipal councils

SDM 1.3.4: Create partnership to ensure that environmental related elements of LSM are part of community based, councils
and private sector LSM plans

Situation: The current approaches used to implement environmental management for vector control is extremely operationally and financial
demanding. The city, municipal and district council authorities consider it expensive to undertake due to its top down approach. Infrastructure
and civil works projects together with other development projects are significantly contributing to man-made vector breeding sites.

Rationale: Implementation of comprehensive LSM is a cross cutting issues that include environmental modification, manipulations, and
improved human habitations. Therefore, it requires involvement of a number of stakeholders through a multi-sectoral platform to address
prevention or mitigation of vector propagation to reduce man-vector contacts.

Policy guidance: The Public Health Act (2009) requires the owner to keep premises free from mosquito breeding sites and destruction of
mosquito larvae, while the Environment Management Act 2004, requires that prior of the initiation of development project (road construction,
mining, irrigation schemes and other construction activities) to conduct an Environment Impact Assessment (EIA) to address the possibility to
induce human suffering related to project implementation.

Therefore, the National Environmental Management Council (NEMC), should effectively enforce the available regulations to make sure that,
all economic development project subject to EIA, fulfils the requirement for vector control. Furthermore, the Public Health Act (2007) should
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also be enforced to ensure individuals adhere to the regulations to make their domestic surrounding environment free from mosquitoes
breeding.

Strategic direction: a) Implementation of LSM should fulfil the requirement of the Public Health Act and Environmental Management Act; b)
Councils are required to develop multi-sectoral LSM action plan; and c) To develop community — based environmental management action
plan to guide for implementation of environmental activities that make up an integrated vector management approach.

Deliverables: A multi-sectoral LSM action plan will be set up to guide the implementation of environmental LS management at appropriate
level according to epidemiological and operational settings through engagement of a) communities; b) town municipal and city councils; c)
large infrastructure development projects; and d) private sector.

Output Indicator: A multi-sectoral LSM action plan developed.

SA 1.4 Vector control cross sectional activities including Insecticide Resistance Management

Table 15: Insecticide Resistance Monitoring & Management Plan (IRM&MP) strategic approach and its outcome indicators

Strategic Approach Outcome indicator Baseline Baseline Source Target Target
Year 2023 2025

1.4 Provide a strategic framework
for coordination and Number of new innovative
continuous assessment for the evidence-based vector control

. . . . 2 2019 NMCP 2 5
implementation of evidence- | tool introduced and adopted for

based Vector control malaria vector in Tanzania

innovations

IRM&M Service Delivery Mechanisms

1.4.1 Encourage partners to research and develop evidence for novel vector control tools for scale up in the country.

1.4.2 Implementation of Insecticide Resistance Management plan

Situation; Core malaria vector control interventions (IRS/LLINSs) are facing a major challenge due to the insurgence of insecticides
resistance. There is enough evidence that pyrethroid resistance has spread across the country, while focal resistance to other
insecticide classes (Carbamate, Organophosphate) is emerging. Currently two insecticide resistance management initiatives are
implemented: a) Deployment of PBOs LLIN in areas with evidence of metabolic resistance to pyrethroid (5 regions in 2020; Kagera,
Mara, Geita, Mwanza, Kigoma); and b) Rotation of organophosphate and neonicotinoid (including combination of insecticide

classes) for indoor residual spray (a total of six councils in 2020/21 season; Bukombe, Biharamulo, Ukerewe, Kakonko, Kasulu and
Kibondo District Councils).

Rationale: There is a limited choice of insecticides in the market for insecticides resistance management. Pyrethroid (including
PBO) is the only available choice for nets treatment. In order to address this challenge, new vector control innovative tools will be
adopted as they emerge/come up.

Policy guidance: a) In IRS operations, rotation of available insecticides classes every 2 years b) Scale up of PBO primarily as
management of demonstrated metabolic resistance and later on as mitigation measure to delay pyrethroid resistance; and c)
Introduction of innovative alternative molecules with demonstrated efficacy and safety, when available.

Strategic directions: NMCP need to continue working with different stakeholders (research institutions, regulatory bodies, and
other development partners), to continue monitoring and managing insecticides resistance. Also, NMCP need to continue promoting
new evidence based innovative vector control tools, for effective vector control intervention. The strategic approach, its indicator

and targets, and the service delivery mechanisms (SDM) are summarized in Table 15. SDM indicators and targets are described in
Annex 4.

Deliverables: The plan for insecticide resistance mitigation and its management adhered upon. Innovative vector control initiatives,
next generation insecticides and insecticide treated materials introduced under evidence based modality.

SDM 1.4.1 Encourage partners to research and develop evidence for novel vector control tools for scale up in the country.

Situation: see above.

Rationale: To work with research institutions to encourage developing of new vector control tools for insecticide resistance management a)

To curb residual transmission in areas targeting elimination; b) To control outdoor transmission and c) Increase scope and coverage of vector
control initiatives.

Policy guidance: Promoting full coverage of integrated vector control core interventions (IRS and LLINs), supplemented by Larval source
management (LSM) while encouraging the development of evidence based innovative vector control tools.
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Strategic direction: Development of partnership to provide strong evidence for innovative tools.
Deliverables: New vector control tools developed and, eventually, introduced and scaled up.

Output Indicators: Number of innovative vector control tools piloted in the country (cumulative).
SDM 1.4.2: Implementation of Insecticide Resistance Management plan

Situation; Currently there is ongoing insecticides resistance monitoring for all classes of insecticides used for IRS and impregnated nets in 22
sentinel districts in order to observe the performance of insecticides and updating the country insecticides resistance profile. Insecticides
rotation is implemented in IRS operation areas as guided by the current Insecticides resistance monitoring and management plan (IRM&MP
2016).

Rationale: According to the current insecticide resistance profile, there is an urgent need of rational use of available tools to mitigate the effect
of wide-spread insecticides resistance that might jeopardize vector control interventions.

Policy guidance: Implementation of the Insecticides Resistance Monitoring and Management Plan (IRM&MP).
Strategic direction: IRM&M plan shall be revised to accommodate new insecticide molecules as they emerge.
Deliverables: updated IRM&M plan available.

Output Indicator: Number of insecticides molecules with different mode of action used for IRS/LLIN per year.

Malaria Diagnosis, Treatment and Preventive Therapies Strategy

Malaria Diagnosis, Treatment and Preventive Therapies (MDT&PT) Outline
Table 16: MDT&PT strategic approaches

Strategic Objective

To prevent the occurrence of mortality related to malaria infection through universal access to appropriate diagnosis and

2 . . N .
treatment and targeted provision of preventive therapies for vulnerable groups
Strategic Approaches
21 Provide universal access to appropriate quality and timely malaria diagnosis to all eligible (symptomatic and asymptomatic)
’ people according to the guidelines
2.2 Provide universal access to appropriate, quality and timely treatment to all people with malaria.
23 Provide appropriate and effective services to reduce the risk of malaria infection and its complications among populations

biologically and socioeconomic vulnerable to malaria.

Deploy appropriate malaria case management and preventive therapies interventions in suitable epidemiological and
24 operational areas, in the event of emergency situations, and in peculiar population groups to reduce the risk of severe morbidity
and mortality

MDT&PT Background

Situation: The coverage for access to malaria diagnosis, treatment and preventive treatments is 43%, 35% and 56% respectively
(MIS 2017). The findings, though dated, are largely below the set strategic targets of 80% and above. Malaria diagnostic services
are mainly offered by 6,990 publics, 359 faith based organization and about 872 private operational health facilities while malaria
treatment services are provided by the same operational facilities and by over 8,000 pharmaceutical outlets. Preventive therapies for
pregnant women are delivered in over 7,000 RCH clinics with ante natal care services. In 2018 the country introduced the original
Malaria Services and Data Quality Improvement (MSDQI). MSDQI is a comprehensive system for assessment of health facilities
readiness to deliver standard malaria care, staff adequate performances, adherence to guidelines, consistency, completeness and
timeliness of data management and client’s satisfaction. The assessment is followed by the identification of gaps and the
development of a quality improvement plan. All service delivery sections (OPD, IPD, Laboratory, Pharmacy, Store and RCH clinic)
are assessed and respective plans are agreed upon.

Rationale: The primary objective of case management is to prevent severe morbidity and mortality. Appropriate management of
suspected malaria cases is based on provision of quality diagnostic and therapeutic services. Additionally, the use of chemo
preventive- therapies for vulnerable groups is expected to increase the effectiveness of clinical services by reducing parasite load
and disease complications among targeted population.

Policy guidance: The National Guidelines for Malaria Diagnosis, Treatment and Preventive Therapies (2020 NGMDT&PT) aim
to prevent the occurrence of mortality related to malaria infection through the provision of standards for appropriate early diagnosis,

37



and prompt treatment in all transmission settings. Furthermore, it widens the scope for provision of preventive treatment targeting
risk groups.

Strategic direction: With the current malaria case management service delivery, mainly depending on operational healthcare
facilities, it is unlikely to achieve universal access to appropriate malaria diagnosis, treatment and, if indicated, preventive therapies.
The strategic directions for the next NMSP period will emphasize the improvement of quality of services in the existing points of
care and will try to expand the services beyond the operational facilities in order to increase the access to essential malaria case
management services. The strategic objective and its strategic approaches are summarized in Table 16. Malaria risk stratification is
providing specific interventions according to transmission level and strategic target (Table 17).

Deliverables: at least 85% of the people infected with malaria parasites will receive appropriate diagnosis and treatment and at least
85% of vulnerable groups will be protected through preventive therapies.

Table 17: MDT&PT according to malaria risk strata

Malaria risk Description

Improved malaria case management in very low malaria risk areas should target nearly 100% of case detection and appropriate
treatment to interrupt residual transmission and avoid resurgence.

This stratum is at very high risk of malaria transmission instability. Early epidemic detection should be established and
appropriate case management should provide the appropriate immediate response to outbreaks.

Quality of malaria case management services should be the priority in this stratum and eventually expansion of services
beyond the operational facilities.

Emphasis on reaching at least 85% of the population with appropriate case management services in high malaria risk areas

High . . . . . . .
g needs to establish community based services and to introduce more preventive therapies for vulnerable population

Urban In this stratum, improved case management needs to consider the quality of private, especially non premium, services

SA 2.1 Malaria Diagnosis

Table 18: Malaria diagnosis strategic approach and its outcome indicators

. - . Baseline Target Target
Strategic Approach Outcome indicator Baseline Year Source 2023 2025
% of U5 children with fever
. . who had a malaria test the 43% 75% 85%
Provide universal access to same or next day after onset
appropriate quality and timely of symptoms
. . . Y ) )
21 malaria dlagnosg to all ellglt?le ‘ 33% 2017 MIS 70% 85%
(sym;latomatlc anoI asymptomat;]c) 15% 70% 85%
eople accordin to the
o . 46% 70% 85%
guidelines S
High | 52% 70% 85%
Urban | 69% 75% 95%
Malaria Diagnosis Service delivery mechanisms
211 Provide high-standard, accessible, affordable, equitable, and quality-assured malaria testing services for people seeking treatment in
7" | the public health sector.
212 Facilitate the provision of high-standard, accessible, affordable, and quality-assured testing to people seeking treatment in the private
o sector
213 Facilitate the provision of high-standard, accessible, affordable, and quality-assured testing to patients seeking treatment fever
o managements beyond the operational health facilities
2.1.4 | Provide quality-assured and quality control in all malaria testing services
215 Introduce evidence-based, innovative diagnostic tools/system for malaria detection and differential diagnosis of other pathogens
o causing febrile illnesses

Situation: less than half of eligible population that need malaria test is accessing malaria diagnostic services when they are needed
(43%, 2017 MIS). Malaria diagnosis is offered by nearly all public and private operational health services at all levels of healthcare
service delivery.

Policy guidance: The NGMDT&PT provides the standard requirements for the provision of appropriate, quality and timely malaria
diagnosis at different levels of health care delivery system.
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Strategic directions: The focus of the current strategy is to achieve and maintain high coverage of timely parasitological diagnosis
of malaria in both public and private points of care (The strategic approach, its indicator and targets, and the service delivery
mechanisms (SDM) are summarized in Table 18, SDM indicators and targets are described in Annex 4). The principles for this
strategy are: a) Adequate sensitive and specific malaria test methods are available; b) Providers skilled in malaria testing are in
place; and c) Malaria testing services are of high quality. Behavior change communication (SBC) plays an important role in
encouraging patients to seek for a confirmatory diagnostic test before treatment. It is essential that all healthcare providers adhere
to the test indications and their results. Additional malaria testing points should be established beyond operational health facilities
(e.g. ADDO, CBS & CmCM) to increase access of testing especially in areas of the country with low accessibility to operational
health services as specified in the MDT&PT (2020) guidelines. Some specific diagnostic indications will address malaria risk
stratification according to transmission level and strategic target (Table 19).

Deliverables: Improved and increased malaria testing will keep the Annual Blood Examination Rate (ABER) consistently over 50%
throughout the implementation of the NMSP 2021-2025 in all epidemiological and operational strata.

Table 19: malaria diagnosis implementation and malaria risk stratification

Malaria risk ‘ Description

Testing rate in very low and low malaria transmission risk strata is considerably lower compared to other risk strata. This might
be due to the false confidence among health care workers that detection of malaria parasite is a rare event. Increasing the
testing rate is needed to optimize passive detection. Active case detection is also advocated in these strata to detect infected
asymptomatic people that are potential to maintain the residual transmission.

Very Low

The strategy needs consistent efforts to increase access to malaria testing and treatment by using innovative and large scale
approaches such as mRDT in ADDO and treatment at the community level by using CmCM approach. The Tanzanian malaria
modeling demonstrates that case management should target a coverage of at least 85% of malaria cases with appropriate
management, including testing, in order to provide optimal case management effectiveness and to decrease transmission

High

The major provider of malaria testing in urban areas is the private sector where there is evidence of poor adherence to

SAEED standard testing guidelines. Quality control and quality assurance is highly needed

SDM 2.1.1: Provide high-standard, accessible, affordable, equitable, and quality-assured malaria testing services for people
seeking treatment in the public health sector.

Situation: The testing rate at facility level reached the targeted level of 51% (HMIS-2019) for testing all people attending OPD services, although
with areas with lower malaria risk consistently performing below average.

Policy guidance: NGMDT&PT provides the framework for providing quality malaria diagnostic services in the public health sector.

Strategic directions: Only high-standard, quality assured, sensitive and specific diagnostics should be selected and distributed to all eligible public
health facilities. Diagnostics should be a) Available throughout in all points of care; and b) Affordable for patients attending public healthcare
facilities. Skilled and motivated healthcare providers in the public health services should adhere to the national standard operational procedures
developed and disseminated by NMCP and partners. Finally, quality assurance and quality control services should be continuously provided.

Deliverables: All eligible patients attending public health care services will be tested for malaria. It is expected to test (mRDT and microscopy)
cumulatively 95,907,879 and 165,876,036 clients by 2023 and by 2025 respectively to reach at least 90% of the eligible people according to the
guidelines. In public health facilities 80,300,725 mRDT (including pipeline replenishment in early 2021) and 4,139,610 microscopy tests will be
performed in health facilities in three years (2021-2023). Additional 11,467,544 mRDT will be performed with different delivery channels (refugees,
emergency and special situations, community, ACD, increase testing in low transmission areas, etc.).

Output Indicator: Proportion of malaria cases tested in the public healthcare delivery points out of total OPD visits (testing ratio)

Malaria risk:

Testing ratio in the health facilities within the very low and low malaria risk is largely and consistently below the national
average. The reasons should be investigated and appropriate actions should be put in place to optimize passive detection
among patients presenting with fever.

Testing ratio in the health facilities within the moderate and high malaria risk is consistently above the national average. It
High is important to maintain testing to all suspect malaria cases in order to provide the optimal conditions to passively detect
all malaria infected people reaching the public health service..
Urban Testing recommendations according to stratum
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SDM 2.1.2: Facilitate the provision of high-standard, accessible, affordable, and quality-assured testing to people seeking
treatment in the private sector

Situation: Malaria testing is provided by private sector operational health facilities (hospitals, health centers and dispensaries), autonomous
health laboratory and other special clinics. Private sector testing ratio is above the national average (59% HMIS 2019). According to MSDQI, the
quality of malaria diagnosis in the private sector, especially in the non-premium facilities, is generally sub-standard. The preferred testing
methodology in the private sector is microscopy (78%) but in the recent years it has been observed an increase in mRDT testing (from 17% to
32% respectively in 2015 and 2019). Poor adherence to SOP and poor reporting, especially from autonomous health laboratory, contributes
largely to the above findings.

Policy guidance: Private health laboratory services are subject to fulfill the requirements of the national regulatory boards and authorities. The
quality of laboratory equipment and supplies is registered and monitored by TMDA.

Strategic directions: NMCP and the partner authorities will make sure that only high-standard, highly sensitive, and specific diagnostics will be
available for use in private health facilities. To improve continuous accessibility and affordability to diagnostics, NMCP will negotiate with FLB’s
procurement of high-standard low-cost mRDT to ensure that malaria testing is affordable for patients attending private healthcare facilities.
Quality of malaria testing services in the private sector, according to the set standards, will be supervised and monitored by the relevant PO-
RALG level.

Deliverables: All private points of care providing malaria diagnostic services will be assessed, re-certified and accredited.

Output Indicator: Proportion of malaria cases tested in the private healthcare delivery sector out of total OPD visits.

Malaria risk

Standard approach

High

Private health sector is prominent in the most urbanized areas of the country where premium and non-premium facilities

Urban . . . . . . . .
coexist. It is of paramount importance to monitor and strengthen quality services according to the standards provided.

SDM 2.1.3: Facilitate the provision of high-standard, accessible, affordable, and quality-assured testing to patients seeking
treatment fever management beyond operational health facilities

Situation: The current testing rate of (43% MIS 2017) has been achieved after the scale up of mRDT in all public health services with a lower
rate in rural areas (39%) compared to urban (56%). It is unlike to reach the desired testing rate of over 80% by promoting and conducting testing
only in operational public and private health facilities.

Policy guidance: Malaria diagnosis guidelines indicate that malaria testing at community level, in drug outlets (ADDO) and as part of the CmCM
approach, is technically feasible under stringent SOP.

Strategic directions: Rapid scale up of provision of malaria testing beyond operational health facilities is highly recommended to reach universal
coverage especially in areas with low accessibility. A regulatory framework is needed to allow malaria testing in the above non-conventional
diagnostic outlets. An appropriate M&E system should be, as well, introduced to verify adherence to SOPs. Electronic platform should be
updated to accommodate the implementation of community level malaria testing.

Deliverables: Certified ADDO will be delivering quality malaria diagnostic services according to agreed SOP and under the established regulatory
environment.

Output Indicator: Proportion of malaria tests performed in community outlets (ADDO and CmCM).

Malaria risk

Very Low Establishing testing facilities at community level in very low and low risk strata is particularly needed to introduce more
accountability in antimalarial use due to the possible effect in reducing symptomatic treatment without malaria test
results. As well since the prevalence of non-malaria fever is still high, malaria testing will provide an opportunity of
improving quality of fever management through differential diagnosis.

In moderate and high risk strata, expansion of malaria testing services at community level is crucial to reach the desired
universal approach target especially by covering hard to reach areas and those with low access rate to operational health
High care facilities.

Urban Community based approach not relevant due to generally adequate accessibility
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SDM 2.1.4: Provide quality-assured and quality control in all malaria testing services

Situation: Between 2015 and 2020, NMCP defined, developed and introduced mRDT testing accuracy and quality control (TAQC) system in
the entire country. The system includes continuous training, supervision and mentoring to improve the adherence of healthcare providers to
the SOPs. The retained used mRDT cassettes are stored in the facility testing point, for three months to be examines by supervisors for quality
testing as per SOP’s before dispose. The four key indices for quality tests are cross checked. Patient’s name or ID, Date of testing, Start &
reading time, Test device with a white/colorless reading zone and No blood splatter and it could be done at OPD, RCH, IPD and LAB. In the same
period, NMCP defined, developed and introduced malaria microscope QAQC system in the facilities providing malaria microscope services in
the country. The system includes continuous training, supervision and mentoring to improve the adherence of healthcare providers to the
SOPs. The three major components are: a) External quality assurance (EQA): Lab personnel at facility requires high proficiency in all the tasks
stipulated from preparation of blood films to accurate detection, counting and identification of parasite species, reporting and recording the
results of the examination; b) Internal Quality Control — is the daily control and self-monitoring of each stage of testing by laboratory Personnel
to ensure that all tests are performed accurately and precisely. Internal QC is a required technical competence of medical laboratories for
quality and the quality management system. It is used to confirm or recognize the competence of medical laboratories by regulatory authorities
and accreditation bodies; and c) Blood slide Cross checking — The tested slides are retained for supervisor/second reader to cross check on
quarterly basis the accuracy of results and can detect major deficiencies in laboratory performance due to level of competence, poor
equipment, poor reagents, poor infrastructure or poor work practices.

The MSDQI demonstrate that the test accuracy quality control (TAQC) for mRDT performances is functional in very high proportion (over 90%)
of Health facilities (MSDQI 2020) while the malaria microscopy quality assurance and quality control (QAQC) performances is below the
standard in 70%-80% (2020 MSDQI) of the facility with microscopy services.

Alongside with the establishment of TAQC and QAQC, NMCP initiated a three years certification program for microscopists in both private and
public sector.

Policy guidance: TAQC and QAQC are stipulated in the 2020 guidelines and SOP are available for consultation.

Strategic directions: Three major steps are expected to provide quality malaria testing: a) The MSDQI framework will guide and monitor the
implementation of TAQC and QAQC through mentoring and coaching health supervisors and health workers from RHMT and CHMT up to health
facilities; b) The National health Laboratory for quality assurance and quality control (NHLQA/QC) will provide support to blood smear bank
and proficiency reading; and c) Microscopists re-certification will be also sustained throughout the strategic period.

Deliverables: Over 8,000 health care facilities providing malaria RDT will be assessed at least once per year to verify the status of TAQC.
Approximately 600 public sector laboratory services, will be assessed, as well, at least twice per year for QAQC performances.

Output Indicator: Proportion of health facilities scored above 75% of TAQC services with RDT.

SDM 2.1.5: Introduce evidence-based, innovative diagnostic tools/system for malaria detection and differential diagnosis of
other pathogens causing febrile illnesses

Situation: The sensitivity and specificity of mRDT is 98% and 100% respectively hence still high for testing malaria in the country. The potential
risk of increased false negative mRDT test due to HRP2/3 gene deletion might decrease the current sensitivity of rapid tests. There are very
limited options to test other antigens at point of care to provide evidence to fever differential diagnosis. Fever management algorithms are
currently quite unspecific due to limited diagnostic options.

Policy guidance: Evidence based updated policy guidance will be provided if needed.

Strategic direction: Improved access to quality malaria diagnostics will be associated with introduction of fever management schemes and,
eventually, innovative diagnostic tools to detect other pathogens and to facilitate differential diagnosis at all levels. Innovative malaria
diagnostic technique will be explored, assessed in collaboration with research institutions, and eventually promoted if adequate and affordable.

Deliverables: Operation Research findings dissemination sessions annually during technical working group and larger stakeholders forums.

Output Indicator: Number of initiatives introducing evidence based innovative diagnostics tools.

Malaria risk

Very Low Fever differential diagnostic algorithms are recommended to be introduced at this level of endemicity. Highly sensitive
malaria diagnostics are also needed due to the expected low parasitaemia density and the risk of high rate of positive
patients with undetectable parasitaemia (< 100-200 parasite per pL of blood)

NA
High

Fever differential diagnostic algorithms to be introduced in this operational stratum due to high heterogeneity of antigens

Urban .
causing fever
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SA 2.2 Treatment of Malaria

Table 20: Malaria treatment strategic approach and its outcome indicators

. - . Baseline Target Target
Strategic Approach Outcome indicator Baseline Year Source 2023 2025
% children under 5 with fever
who were treated with
recommended antimalarial the 35% 40% 50%
Provide universal access to | same or next day following the
i i i onset of fever
21 appropriate, quality and tlme_zly . 2017 MIS
treatment to all people with [N 2% 10 20
malaria. 27% 40 50
35% 45 50
High 45% 60 70
Urban 21% 40 50
Malaria Treatment Service Delivery Mechanisms
291 Provide highly efficacious, accessible, affordable, equitable, and quality-assured antimalarial to patients seeking treatment in the public
7 | sector
2.2.2 | Facilitate the provision of accessible, affordable, and quality-assured antimalarial to patients seeking treatment in the private sector
223 Facilitate the provision of high-standard, accessible, affordable, and quality-assured management to patients seeking treatment beyond
- the operational health facilities in identified suitable operational areas
2.2.4 | Provide high-quality severe malaria management services by skilled providers in public, private and community.

Situation: Nationally representative surveys (TDHS & THMIS) indicate that access and utilization of treatment with the
recommended antimalarials within 24 hours after the onset of fever by children less than 5 years, has not improved for the last 10
years and is currently around 34.5% (MIS 2017). Countrywide, ACTs have been used by 89% of the patients treated with
antimalarials (MIS 2017). In the last decade 190 Million ACT (Alu) were procured for the public sector.

Policy guidance: The national guidelines for malaria diagnosis, treatment and preventive therapies 2020, define the therapeutics of
choice, the recommended clinical procedures, and their application at various levels of the healthcare delivery system in public,
private, and community-based sectors. Standard uncomplicated and severe malaria management protocols and recommendations on
antimalarials resistance mitigations are included into the guidelines. The guidelines indications are regularly updated according to
the status of therapeutic efficacy of antimalarials, evidence based implementation researches in the country, and the global
recommendations from WHO GMP.

Strategic direction: Universal access to appropriate, quality and timely treatment has not been achieved in the implementation of
previous NMSPs periods. Alternative additional service delivery mechanisms are needed to attempt reaching the target. To improve
affordability, treatment with ACTs will continue to be free in the public facilities, while efforts will be made to encourage the private
sector to provide quality assured ACTSs at the lowest possible price. The strategic approach, its indicator and targets, and the service
delivery mechanisms (SDM) are summarized in Table 20. SDM indicators and targets are described in Annex 4. Specific indications
for malaria treatment will follow malaria risk stratification according to transmission level and strategic target (Table 21).

Deliverable: at least 85% of individuals with malaria infection are reached with appropriate treatment

Table 21: malaria treatment implementation and malaria risk stratification

Malaria risk ‘ Description
Very Low Universal treatment for passively and actively detected patients is recommended in this strata targeting malaria elimination.
v Additional anti-gametocydal treatment with low single dose (LSD) Primaquine is also recommended. Active case detection is

also advocated in these strata to detect infected asymptomatic people that are potential to maintain the residual transmission,
and treat them with ACT + PQ.

The strategy needs consistent efforts to increase access to malaria treatment by using innovative and large scale approaches
such as subsidized ACT with affordable price in private sector, expanding treatment accessibility at the community level by
using CmCM approach. The Tanzanian malaria modeling demonstrates that case management should target a coverage of
85% and more of malaria cases appropriately managed to be potential not only to increase case management effectiveness
but also to decrease transmission

The private sector is the major service provider in urban areas. Adherence to national guidelines in these points of care needs
to be addressed.
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SDM 2.2.1: Provide highly efficacious, accessible, affordable, equitable, and quality-assured antimalarial to patients seeking
treatment in the public sector

Situation: In the last decade over 190 ACT (Alu) were procured for the public sector and uninterrupted distribution has been maintained in
public healthcare facilities with currently a minimum level of stock out (2.3% for Alu in 2019). There is still inconsistency in accountability with
dispensing ratio (e.g. dispensed treatments vs confirmed malaria diagnosis of about 1.2).

Policy guidance: The management of uncomplicated and severe malaria is stipulated in the 2020 NGMDT&PT. Malaria medicines are supplied
to all healthcare facilities at regular interval and are stored and dispensed according to SOPs. Service delivery data at storage and dispensing
are recorded and reported through standard HMIS (tracker medicines and dispensing tools).

Strategic direction: Continue to ensure that all patients attending public healthcare facilities will be managed with the recommended high
efficacy antimalarials according to the national guidelines. The quality of malaria case management services will be continuously assessed
through the malaria services and data quality improvement framework (MSDQI) that is generating a quality improvement plan for each service
delivery point. Treatment with ACTs will continue to be free in the public facilities.

Deliverables: cumulatively 26,157,982 and 43,970,267 patients attending public health facilities will get an appropriate diagnosis and related
ACT treatment in the NMSP phase 1 and 2 respectively, Additional Primaquine will be added to ACT in very low strata reaching 241,266 and
474,627 patients by 2023 and 2025 respectively.

Output Indicator: Ration of Malaria patients dispensed with a QAACT in public health facilities.

SDM 2.2.2: Facilitate the provision of accessible, affordable, and quality-assured antimalarial to patients seeking treatment
in the private sector

Situation: About 30% of malaria treatments are delivered by private sector (MIS 2017). In 2018, 5,470,748 subsidized ACT treatments were
procured through the GF based co-paid mechanism (CPM) and distributed in private outlets.

Rationale: Experiences from Affordable Medicine Facility for malaria— AMFm (2010-2013) and its continuation through GF co-paid mechanisms
— CPM (2015 onwards) shown that there was high demand for quality assured and affordable ACTs (QAACT) in the private sector. With a high
level of presumptive treatment of suspected malaria, it was challenging to saturate the market with continuous supply of affordable QAACTs
and, consequently, the gap was filled by continued sale of not recommended antimalarial medicines. In the course of implementation of this
strategic plan, subsidized ACTs must be better targeted to those with malaria, and work is still needed to remove less effective treatments from
the marketplace. CPM is a business model where GF, MoFP, MoHCDGEC and private sector participate in procuring ACTs and make them
available at a subsidized price. The procurement cost is paid by GF and FLB based on agreed co-payment ratio. Subsidized ACTs are identified
by Green Leaf Logo on the medicine secondary packaging.

Policy guidance: in Tanzania private health sector is structured and operating according to the indications of the regulatory authorities. The
NGMDT&PT stipulates the minimum standard for management of malaria in all facilities according to level and ownership.

Strategic direction: In the course of implementation of this strategic plan, subsidized ACTs must be better targeted to those with malaria, and
work is still needed to remove less effective treatments from the marketplace. To improve affordability, NMCP will continue to work with
medicines importers, wholesalers, retailers and outlets to provide QAACTSs at the lowest possible price.

Deliverables: Cumulatively 17,438,654 and 29,313,512 patients attending private health facilities will get an appropriate subsidized QAACT in
the Strategic Plan phase 1 and 2 respectively.

Output Indicator: Ratio of malaria patients dispensed with a QAACT in private health facilities.

Malaria risk

Standard approach
High

Private health sector is prominent in the most urbanized areas of the country where premium and non-premium facilities
Urban coexist. Adherence to standard guidelines should generally emphasized together with continuous assessment of quality
of services

SDM 2.2.3: Facilitate the provision of high-standard, accessible, affordable, and quality-assured management to patients
seeking treatment beyond the operational health facilities in identified suitable operational areas

Situations: About 10% of Tanzanian population has low access to health facilities in term of more than one-hour walking distance.

Overstretched health care services and hard to reach areas are the major obstacle to promote universal access to all Tanzanians. In 2020, 28
councils in 5 regions were targeted for inception of CmCM.
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Rationale: Malaria community case management (CmCM) promotes the early recognition, prompt testing and appropriate treatment of
malaria among all age groups in areas with limited access to facility-based health care providers.

Policy guidance: NGMD&T 2020 stipulates the requirements for management of malaria at household and community level.

Strategic direction: Establish an equitable and efficient system for delivery of community malaria case management services as an extended
arm of the public health service. The service will be facilitated within the routine delivery system by using current logistic and M&E frameworks.
Priority areas for the introduction and establishment of CmCM services are: a) High malaria risk; b) Hard to reach; c) Overstretched health
services.

Deliverables: Guiding documents and appropriate plans will be in place to reach underserved villages with basic malaria diagnosis and
treatment.

Output Indicator: Proportion of patients treated within the CmCM framework.

Malaria Risk

Very Low Community malaria case management is highly recommended in these risk settings to increase performances under the
malaria case based surveillance framework.

Community malaria case management is highly recommended in these risk settings to increase access to services

High especially in underserved and high to reach areas
Urban Community based approach not relevant due to generally adequate accessibility.
SDM 2.2.4: Provide high-quality severe malaria management services by skilled providers in public, private and community

services

Situation: Current severe malaria clinical managements is conducted at all levels of healthcare system. Pre-referral management is offered at
dispensary level while admitting facilities are equipped for i.v. therapies and more intensive care. The number of patients admitted with severe
malaria is slightly declining from 334,711 in 2017 to 306,438 in 2020 (8% decline).

Rationale: appropriate management of severe febrile cases is expected to decrease unnecessary fatalities. A continuum of improved care for
severe diseases should be provided from pre referral level (community and first line health services) to secondary and tertiary levels.

Policy guidance: NGMD&T 2014 highlights the severe malaria managements at different level of health care.

Strategic direction: Health care service providers’ capacity for differential diagnosis and management of severe fever cases will be strengthened
at all level of health care delivery system. Health worker competencies will be enhanced in this area through several initiatives including: a)
promotion of correct management of severe malaria according to level of health care; b) guidance on appropriate nursing care for patients
admitted due to severe diseases; c) provide supportive supervision and specific training for in service and pre service staff.

Deliverables: all expected severe malaria patients admitted, 843,090 and 1,352,688 cumulatively in phase 1 (2021-2023) and phase 2 (2023-
2025) of the NMSP, will be properly managed according to guidelines.

Output Indicator: Case fatality rate%

SA 2.3 Malaria Preventive Therapies

Table 22: Malaria preventive strategies strategic approach and its outcome indicators

. I . Baseline Target Target
Strategic Approach Outcome indicator Baseline Year Source 2053 2055
% of women with live birth in
Provjde appropriate and eff.ective th? previous two years who 25.8% 70% 85%
services to reduce the risk of | received three doses or more of
malaria  infection and its SP (IPTp3+)

23 complications among ‘ 30% 2017 MIS 0% 0%
populations  biologically and 20% 70% 75%
socioeconomic vulnerable to 25% 70% 75%
malaria. [ High  [EEEN 70% 75%

| uban D 70% 75%

Malaria Preventive Therapies Service Delivery Mechanisms

Increase the uptake of IPTp3+ and CPT the HIV positive pregnant women in health facilities in low, moderate and high transmission areas

2.3.1 .
to reduce vulnerability in pregnancy.

2.3.2 | Introduce the provision of SP for IPTi during vaccination schedule during infancy in high malaria risk areas.

2.3.3 | Introduce targeted antimalarial preventive therapies to identified vulnerable groups within high malaria risk areas.
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In the event of the introduction of a malaria vaccine, the country is able to rapidly scale up its use in suitable epidemiological and

2.3.4 .
operational areas

Situation: The only current nationwide chemo-preventive intervention is the administration of SP for pregnant women as
Intermittent Preventive Treatment during pregnancy (IPTp). The impact of malaria on a pregnant woman and her fetus differs with
the intensity of malaria transmission but in all cases represents a significant burden on the health of mother and child. IPTp2 coverage
has increased from 35.3% to 56.1% in 2015 and 2017 respectively (MIS). IPTp3+ coverage has increased from 8.0% to 25.8% in
2015 and 2017 respectively (MIS).

Policy guidance: Apart from pregnant women (whose immunity is decreased especially during the first and second pregnancy), the
population groups most vulnerable to malaria infection and its complication are a) Infants and children who have not yet developed
partial immunity to malaria; b) School-age children, who are becoming more susceptible to malaria infection due to the changing
malaria epidemiology, especially in low transmission areas; ¢) Sickle cell anemia patients, due to the risk of a severe form of malaria
and associated deaths; d) People living with HIVV/AIDS due to the acquired immunodeficiency and higher risk of infection; and e)
Travelers or migrants who come from areas with little or no malaria transmission and therefore have very low or no immunity.

Strategic directions: To reduce maternal morbidity and mortality and improve the newborns chances of survival, malaria in
pregnancy will remain an essential part of the malaria control strategy (Table 22). If conditions will allow (demonstrated SP
efficacy), during the implementation of the NMSP, another vulnerable group, infants, will be added to preventive therapies schemes
(IPTi) in areas of the country at high risk of malaria. Other targeted chemo-preventive approaches including seasonal malaria
chemoprevention (SMC), currently explored for their effectiveness, will be introduced in the course of this NMSP to increase
protection and expand effectiveness of malaria case management in the most vulnerable groups. Malaria risk stratification is
providing specific interventions according to transmission level and strategic target (Table 23).

Deliverables: The identified vulnerable groups will be protected according to recommended initiatives in the respective malaria
risk settings

Table 23: malaria preventive therapies implementation and malaria risk stratification

Malaria risk Description

Withdrawing of routine IPTp intervention in very low transmission areas with mitigation measures in place, e.g. established
malaria Case Based Surveillance, medical history, travel history.

Limited chemo-preventive measures are currently recommended (IPTp, sickle cell patients).

This stratum needs a maximum effort to provide personal protection, to improve health of risk groups, increase effectiveness
of malaria case management and eventually decrease transmission by reducing parasite biomass in t