
BINGA / KARIBA MALARIA PROJECTS - DECEMBER 1997



[image: image1.png]



[image: image2.png]




BINGA AND KARIBA MALARIA PROJECTS

FINAL REPORT

Implemented By

Binga District Health Authorities


And


Kariba District Health Authorities


In Conjunction With


Save the Children Fund (UK)


Sponsored By

Department for International Development UK


Investigator

Tim Freeman


December 1997
BINGA AND KARIBA DISTRICT MALARIA PROJECTS
FINAL REPORT - DECEMBER 1997
Summary

· This is the final report of these projects under DfID (Department for International Development) funding. The projects have been funded by British Aid for a period of over three years through SCF (Save the Children Fund (UK)). For details of project activities see Background.

· The projects have been pilot schemes in terms of involving communities in all aspects of malaria prevention, treatment and control. Such involvement is expected to reduce costs in malaria control at all levels of the health system and therefore make future malaria control activities more sustainable in the future. As such, the projects  represent operational research in terms of investigating what can and what cannot work in terms of community participation. The involvement of communities in health have ramifications for malaria as well as other health issues.

· Community participation has proved extremely feasible in many areas, though community response often appears proportional to the good relationships between local health staff and the community.

· Community involvement has been observed at many different levels from active involvement of schools, town councils (e.g Kariba), V.C.Ws (Village Community Workers), the private sector and rural communities as a whole. Particularly good responses have been seen in schools in both districts.

· Community involvement appears to have paid dividends. Malaria in 1997 in many areas was much lower than previous years (See June Interim Report).

· The concepts of the project have been well received by both districts and have now been incorporated into district malaria policies. In turn, the project methodologies have been studied by provincial staff, and many of the project ideas are now being written into provincial policy in Mashonaland West and Matabeleland North. Due to the experiences of these projects, the concepts of community participation have recently been stated as recommendations for national policy at the recent Annual National Malaria Conference in Kadoma in September 1997. The District Malaria Policies are extremely important as they represent policy documents on how malaria should be controlled into the foreseeable future and act as future guidelines for district activities.

· Project activities continue to be carried out to date, and it is expected that project activities should continue to operate into the future with or without extra funding, though extra funding would be helpful in terms of maintaining inertia in what is still a relatively new idea. Such funding would help towards repairs of spray pumps, travel assistance for E.H.Ts etc.

· Community participation in health is not easily managed as it works on a volunteer basis. However, with the continual economic constraints in Africa, it would appear to be not only a rational approach to health, but more importantly a necessary one.

Background
The Binga and Kariba District Malaria Projects are community based malaria control projects. The Binga Malaria Project started in September 1994 in the Chunga and Siabuwa area and expanded into the whole district in July 1995. The Kariba District Malaria Project started operating in September 1996.

The projects promote self help in terms of personal protection against malaria as well as community members becoming actively involved in malaria control in both environmental control and larviciding. Communities are also asked to help treat malaria in remote areas to supplement the efforts of both Village Community Workers (VCW) and School Health Masters (SHM). Communities as defined by these projects include anyone who lives in the districts including school children and the private sector.

For district health staff, emphasis is placed on decentralisation of malaria activities, putting the role of management into the hands of local health centres with active support from district level in terms of inputs e.g management, drugs and insecticides. Health centre staff are expected to initiate larval control measures in the community and find volunteers for chloroquine treatment where no other health facilities exist in terms of VCWs and SHMs. For effective malaria control, larval control methods have to be undertaken on a weekly basis throughout the year. During the rainy season, control is usually limited to areas of high malaria transmission risk, and during the winter, all known permanent water bodies are treated. During the winter, malaria transmission is usually limited to areas of permanent water and it is believed that if transmission is broken at such points there is little in terms of malaria to spread elsewhere during the following malaria season.

Activities Of The Previous Six Months (July to December 1997)
As this has been the low transmission period of the malaria cycle, the projects have concentrated on reinforcing existing activities.

Workshops
The major highlights of the last six months have been two workshops in which the distrist staff of both provinces have come together to discuss how they approach problems in their respective district. The first workshop occurred in July at Bumi Hills rest camp, followed by a much larger workshop in Binga in September.

Both workshops proved extremely fruitful to all concerned. Kariba and Binga District staff rarely meet together as they come under different provinces and different bureaucracies resulting in things being approached in different fashions. The workshops therefore resulted in a real exchange of ideas, not only in terms of these projects, but in all other aspects of health.

The major part of the workshops was the ratification of the District Malaria Policies, which wile being similar in both districts, differ in other ways to suit the needs of the respective districts. In both policies, there is a strong emphasis on community participation in all aspects of malaria control. The major aspects of the district policies are found in Appendix Three.

Community Participation
With the coming of winter, project activities have centred on winter larviciding and general destruction of mosquito breeding sites. However, in some areas, community participation has been low for a number of reasons, and the two microscopists working for the project have been tasked to gain practical experience in community mobilisation in areas where health staff coverage has been low. Each microscopist has a particular area in which they are involved with on a regular basis. This has allowed the project to gain first hand experience in the problems inherent in community participation.

Microscopy
Slide taking by health centres still remains problematic. Some health centres submit more than their quota while other health centres submit, in some cases, no slides at all for examination. However, with the District Policies now in place, it is hoped that this situation will improve.

School surveys are continuing, though once again there have been some problems. During the course of the project, E.H.Ts have been encouraged to carry out the actual school surveys and the blood slides then passed to the microscopists for examination. This gives a lot more time to the microscopists to examine slides rather than travel huge distances in order to take the slides themselves. In practice over the last few months, many E.H.Ts have been involved in numerous other activities such as EPI and the school surveys in many cases have not been carried out.

However, from the school surveys carried out in the last six months, it is encouraging to notice that in areas where the project is active, parasite rates are generally lower than in areas where the project has still to gain ground. Perhaps of the greatest interest is that the school surveys are showing that parasite rates in younger children are much higher than in older children (See Appendix One and Two for Mola and Simatalele Primary Schools). This observation coincides with early work done in the USA which showed that non immune people can hold untreated infections of malaria for much longer periods than immune people (Eyles & Young, 1951, Jeffery & Eyles, 1954). Therefore, when considering the epidemiology of malaria, while parasite rates in Grade Sevens (who generally have some immunity) might be zero during the months of September to December, residual infections might still be found in younger children.

It is therefore proposed to carry out two monthly surveys in Binga and Kariba where both Grade Seven and Grade one pupils will be sampled at the same time to see how parasitaemia progresses throughout the year.

Microscopists
Besides microscopy, (examination of slides and training new microscopists) the two microscopists employed by the project have involved themselves in all aspects of the project. In order to appreciate the problems of project implementation by E.H.Ts. The microscopists have been allocated areas (where E.H.T coverage is poor) to help with the process of community mobilisation. In this respect they are involved with initial contacts with communities e.g with chiefs, councillors etc, and then involved with health education. Through this process, they are gaining invaluable experience, and if the projects ever expand, they should be able to assist new districts in the practical aspects of community mobilisation.

Discussions
It has often been observed in the last three years that despite parasite rates being extremely low in November, huge increases in malaria can be observed in January. During these projects, generally only Grade Seven pupils have been sampled during surveys which it now appears may have lead to misleading results. While Grade Sevens might be clear of parasite, it does not necessarily mean that younger children are also clear.

The work from the USA clearly shows that if a person is non immune, untreated infections could last up to two years. Children under five must be generally considered non immune so therefore, parasite rates being observed in November might be a result of old infections and not current transmission.

Conclusions
With so many possible confounding variables, it is difficult to prove that the projects have been completely successful. However, when all the indicators are considered together, it would appear that both the Binga and Kariba District malaria projects have been a success in controlling malaria. The health staff in both districts should therefore be congratulated for a job well done.

This is not to say that the projects are perfect as there are many things to still be improved upon. Community participation has been very successful in some places and a failure in others. Larviciding has had good coverage in some places and been very patchy in others. Nevertheless, the project has clearly shown what is possible, and has shown what impact can be achieved against malaria from a health centre and community level, though good support from district level is also very important.

Perhaps the greatest lesson learnt is that community mobilisation is an ongoing process. In some areas it has been noted that community participation has waned where there has been a change of E.H.T, or where the E.H.T has not visited a community on a regular basis. The continual moral support of a E.H.T to a community is considered an important component of the project.

Lastly, it must be stated that larviciding is not the only aspect of these projects which is important, and should be seen as only one component of an integrated malaria control project. One example of this was seen in Gachegache which for a number of reasons was not initially sprayed. When it was observed that malaria cases were rising higher than normal at Gachegache, residual house spraying took place, with the result that malaria at Gachegache was brought under control.

Good malaria control is a combination of good district management coupled with the involvement of communities wherever possible in all aspects of malaria control.
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APPENDIX ONE
BINGA SCHOOL BLOOD SLIDE SURVEYS - 1997
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SCHOOL
TYPE
DATE
NO_EXAM
POS
%

Binga
PR
16/06/97
86
 4
 5

Binga
SEC
17/06/97
92
10
11

Manjolo
PR
17/06/97
53
14
26

Musenampongo
PR
17/06/97
48
19
40

Bulawayo Kraal
PR
17/06/97
55
 9
16

Chininga
PR
18/06/97
52
29
56

Nsenga
PR
18/06/97
72
 4
 6

Siansundu
PR
18/06/97
166
29
17

Simatalele Gr 7
PR
24/06/97
25
 8
32

Simatalele GR 1
PR
25/06/97
49
37
76

Kamombo
PR
02/07/97
27
13
48

Mlindi
PR
03/07/97
53
23
43

Sinamwenda
PR
04/07/97
51
23
45

APPENDIX TWO
KARIBA SCHOOL BLOOD SLIDE SURVEYS - 1997
KARIBA SCHOOL MALARIA BLOOD SLIDE SUVEYS






SCHOOL
TYPE
DATE
NO_EXAM
POS
%

Chalala
PR
17/06/97
29
 5
17

Nebiri
PR
18/06/97
49
 9
18

Musampakaruma
PR
18/06/97
50
16
32

Gatshegatshe
PR
18/06/97
44
 1
 2

Negande
PR
18/06/97
47
14
30

Chitete
PR
18/06/97
50
 5
10

Mola Gr 1
PR
24/06/97
50
16
32

Mola Gr 7
PR
24/06/97
48
 6
12

Nyamhunga
PR
25/06/97
50
 1
 2

APPENDIX THREE
OUTLINE FOR A DISTRICT MALARIA PROJECT
Introduction
District malaria policy includes

1)
WHAT activities should take place.

2)
WHEN the various activities should take place.

3)
WHO should ensure that the activities occur.

4)
WHO actually carries out the activities.

5)
HOW those activities should be carried out.

The aspects that are covered by the district malaria policy include.

1)
Drug Policy - Guidelines should be made for the different levels of the referral system. This should include simple guidelines for Village Community Workers, School Health Masters and Volunteers if they are used.

2)
Surveillance Policy - This should include guidelines for both weekly and T5 data as well as the taking of blood slides.

3)
Vector Control Policy
4)
Malaria Health Education Policy
5)
Contingency Plans In Case Of An Outbreak
YEAR ROUND ACTIVITIES
1)
Each clinic to take up to a maximum of 25 blood slides of clinical malaria cases starting on Monday of each week. If clinical cases are less than 25 per week, then number of blood slides taken should equal number of cases appearing on the T5. Slides should be submitted for examination at least once every two weeks.

2)
Malaria data should be reviewed weekly at clinic and monthly at district level. Trends should be compared with several years in the past. This is most important during January and February if one wants to declare an outbreak.

3)
All clinics should keep weekly figures of malaria by circling around Tally Sheets each Monday morning. Suggested Table At End.

4)
Positive cases of malaria should be mapped by village.

5)
Larviciding should be carried out on all permanent and semi permanent water bodies on a weekly basis throughout the year. EHTs to organise and community to spray.

6)
EHTs to carry out school parasite surveys in two schools every two months in their respective catchment areas.

MALARIA POLICY IN DETAIL
MANAGEMENT
One person should be elected in the district to ensure that all policy decisions are carried out and on time. Suggested cadre - DEHO, SEHT or DNO.

SURVEILLANCE
Clinics

1)
Blood Slides
All clinics to take 25 blood slides each week starting Monday from clinical malaria patients. These slides should be taken every week of the year. All blood slide data should include, name, age, sex, village and a physical location such as a feeding point which allows easy tracing of patient where villages are large.

Take slides of all patients treated with either Fansidar or quinine. Mark blood slide submission form against the name of patient indicating treatment. No mark against a name will assume that chloroquine has been given.

Slides should be submitted for examination at least twice a month.

The SEHT should ensure that slides are submitted by clinics in a timely fashion, examined quickly and results returned to clinics quickly plus keeping a copy of results at district level.

When blood slide results return to the clinic, EHTs should map all positive cases. All positive cases should be followed up to determine source of transmission. This exercise is the responsibility of the EHT and should begin in August of each year, and continue until malaria becomes widespread in all areas during the peak malaria season.

All slides examined by microscopists should be kept for a month and a certain percentage of slides should be cross checked by another microscopist to ensure quality control.

2)
Weekly Malaria Figures
All clinics to keep weekly malaria figures. On each Monday morning before the clinic opens, a line should be drawn around the previous weeks malaria 'tally ticks' on the tally sheets. The ticks for that week should be added and written down on the tally sheet and on a weekly reporting form which hangs on the clinic wall. The forms will be drawn up by the DHE and given to each clinic.

Only selected clinics need submit their weekly malaria figures to the district hospital, unless policy or situations change.

3)
Prevalence Surveys
Each EHT should carry out a malaria blood slide survey in two schools in their catchment area once every two months - January, March, May, July, September and November.

The surveys should be carried out mid month and include 50 pupils at each school, 25 children in Grade 1 and 25 in Grade 7 or other grades where there are not enough numbers. Where possible, different schools should be used on each survey, and where the same schools are used, try and use different pupils from previous surveys.

4)
Data Review
Clinic staff should review every week collected weekly and monthly figures against data of previous years. If data is as high or higher than years of previous malaria outbreaks, they should inform the district immediately together with blood slides for parasite confirmation.

The district hospital should review all clinical data at least once a month using the same criteria as above.

DRUGS
1)
Drug Policy
There should be guidelines for each level of the referral system. A simple treatment course should be available for VCWs, SHMs and volunteers where used.

2)
Drugs At Health Centres
Chloroquine tablets, chloroquine syrup, pyrimethamine/ dapsone, Fansidar and IV quinine should be available at all times at all health centres.

3)
Good Stock Of Drugs At Health Centres
A minimum of a one third usage of antimalarial drugs of a malarial outbreak year e.g 1996 should be in stock at each clinic by the beginning of December each year. Stocks should include chloroquine tablets and syrup, Fansidar and IV quinine.

The district pharmacist to order all drugs as above by the beginning of November of the previous year for each malaria season.

4)
Prophylactics (The following was taken from Binga District - please ignore if it conflicts with district policy)

A course of prophylactics to be given to all children treated for malaria during the malaria season. The course of tablets given should last up to the end of May of that year.

PERIPHERAL TREATMENT CENTRES
1)
Village Community Workers (VCW)
At the beginning of December each year, VCWs should be issued with chloroquine by clinic staff. At the same time the VCWs should be trained or retrained in its usage by clinic staff and issued with reporting forms.

Chloroquine should be removed from VCWs at the end of June of each year by EHTs.

2)
Temporary Treatment Centres
At the beginning of November of each year,

a)
EHTs to find out whether VCWs are active,

b)
identify all areas in their catchment areas where there are no active VCWs and areas ten kilometres from the nearest health centre or active VCW.

c)
In areas with no active VCW or areas ten kilometres from the nearest health centre, identify willing and capable people who are able to man temporary treatment centres. These people should be trained with VCWs and given chloroquine at the beginning of December. As with VCWs, all chloroquine should be removed at the end of June by VCW.

3)
School Health Masters (SHM)
In the first week of the first term of each year, clinics should arrange a meeting for all SHMs in their catchment areas. At this meeting they should be

a)
issued with chloroquine,

b)
trained in its usage,

c)
given malaria health education to be given to all school children - health education includes those aspects as outlined under health education particularly the identification of mosquito larvae and aspects of environmental control where a school has no spray pump.

At the end of June all chloroquine should be removed from schools.

VECTOR CONTROL
1)
House Spraying
By end of September all planning for spraying should be completed. All equipment besides insecticide should be in stock at district hospital. All casual staff should be identified.

In mid October, all casual staff should be trained and EHTs should begin to inform communities of the programme in selected areas for spraying.

By the beginning of November (if insecticide has arrived) spraying should begin.

When insecticide arrives, samples from different packets or bottles should be sent immediately to government analyst for analysis.

Within a week of spraying, houses sprayed should be visited at random by SEHT or DEHO to verify that houses have been sprayed and that cockroaches have died.

Where possible strategic stocks of insecticide should be kept.

2)
Larviciding
EHTs should endeavor to identify all permanent and semi permanent water bodies within their catchment areas, especially those in close proximity to communities. This is an ongoing process.

All permanent and semi permanent water bodies should be checked on a weekly basis and if necessary sprayed when larvae are found.

Spraying should be continued throughout the year and only be carried out by local communities - EHTs are responsible for identifying and training willing community members - EHTs should not spray unless it is in the immediate vicinity of the clinic or when they are training others.

When rains come, as many places should be sprayed as possible where resources allow - priority should be given to areas of high human and water contact when spray pumps are not enough.

The most important time to spray is within seven days of the last heavy rains. Weekly routines should be flexible during times of rains.

Records should be kept of each place sprayed by date and by whom sprayed - EHT responsible.

At least two months stocks of insecticide should be kept at district at all times - SEHT responsible.

3)
Environmental Control
Environmental control should be encouraged at all levels, but particularly encouraged in schools as part of a school programme. School should be particularly targeted at the beginning of First Term in January, though schools should be encouraged to participate throughout the year where necessary.

4)
Anti Mosquito Bite Measures
At the beginning of November each year, EHTs should visit all shops and strongly encourage them to stock chloroquine, repellents (Mosbar and Repellent Vaseline) and mosquito nets.

HEALTH EDUCATION
1)
In September each year, all health staff should be reminded of the principals of malaria health education. DNO and DEHO responsible.

2)
In October, EHTs should visit all community leaders and communities and give out health education as outlined below. Such people as headmasters, health masters, Agritex and Family Planning should be asked to help reinforce messages in their normal duties.

a)
Prompt treatment.

b)
The location of local VCWs and temporary treatment centres.

c)
Necessity of taking a full course of tablets and chloroquine resistance.

d)
Identification of mosquito larvae.

e)
Environmental control and larviciding where appropriate.

f)
Other methods of preventing mosquito bites - keeping away from water after dark, mosquito nets, repellents etc.

IN THE EVENT OF A POSSIBLE OUTBREAK
District to confirm outbreak through clinic passive surveys and prevelence surveys amongst school children.

If district staff are convinced that the malaria situation is worse than normal for that time of the year then the following should be carried out.

1)
DMO to alert province of a potential outbreak situation.

2)
DHE to carry out an immediate investigation into the amount of antimalarial drugs available in the affected area and the number of people distributing drugs in affected area e.g. VCWs and volunteers.

a)
If drugs are in short supply, pharmacist to acquire extra drugs.

b)
If sources of drugs are few then DMO to stop all leave and look for extra health staff or have E.H.Ts recruit and train extra volunteers in affected areas. Treatment centres should be no more that ten kilometres apart.

3)
DEHO to alert all health centres of situation.

4)
EHTs to repeat health education in affected communities. Priority messages are the need for early treatment and location of nearest treatment centre followed by preventive measures. E.H.Ts to utilise all existing structures e.g chiefs, village heads, EPI, AGRITEX and family planning teams so that messages reach all affected people.

5)
DEHO to source funds and order extra insecticide and spray pumps for larviciding and where necessary for house spraying where house spraying might be considered appropriate.

6)
E.H.Ts expand larviciding activities where possible.

MALARIA DISTRICT POLICY CHECK LIST
MONTH
SUPERVISOR
IMPLEMENTOR
ACTIVITY

JUL
DEHO/SEHT
EHTs
Begin

a)
Follow Up Of Positive Cases Of Malaria

b)
Map Cases Of Malaria

c)
Initiate Larviciding In Newly Discovered Areas


DMO
DNO/DEHO
Design and produce health education material.

SEP
DMO/DEHO
DHE
Plan Malaria House Spraying Programme - Include

a)
Areas to be sprayed.

b)
Equipment needs.

c)
Identification of casual spraymen.

OCT
DMO
DEHO/SEHT
Training of spraymen.


SEHT
EHTs + NICs
Malaria health education in all communities.

NOV
DEHO
SEHT & EHTs
House spraying programme to begin.


DMO
Pharmacist
Carry out stock take of malaria drugs and order to the equivalent of one third of last malaria season.


DEHO/SEHT
EHTs
a)
Check that VCWs are actually active.

b)
Identify areas with no VCW, SCM or health centre - identify volunteers in such areas.

DEC
DMO
Pharmacist
Ensure that all malaria drugs are in stock and that extra supplies are easily available.


DNO/DEHO
EHTs + NICs
Train all VCWS and volunteers in malaria and chloroquine usage.

Issue drugs.

JAN
DNO/DEHO
EHTs + NICs
Train SHMs and issue drugs.

JUN
DNO/DEHO
EHTs + NICs
Withdraw all chloroquine from VCWs, SHMs and volunteers.


DEHO/SEHT
EHTs
Educate communities on the need to continue larviciding throughout the winter.
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