REPUBLIC OF MAL AW]

Sightsavers ’
BICO

REPORT FOR TRACHOMA SITUATION ANALYSIS IN

MALAWI
JANUARY 2014

[[ ALAWI)

LILOMNGWE

ccccc
L ake

MOZAMBIQUE

ZIMBABWE
2




This report was compiled by:

Associate Prof Khumbo Kalua, University of Malawi, BICO
and MOH

Dr Bagrey Ngwira, University of Malawi and BICO

Zachariah Kamwendo, BICO

Alvin Blessings Chisambi, BICO

=A =4 = =

Final copy Feb 2014 Pageii



Executive summary

Malawi is one of the trachoma-endemic countries in Southern Africa and a member
of the Alliance for Global Elimination of Trachoma by 2020 (GET 2020). The
Trachoma Control Programme was launched in 2011 in Malawi by the Ministry of
Health with Sightsavers being the main supporting partner in the initial two districts
that were surveyed in 2008. The delay in starting interventions was as a result of
multiple factors, which included the unavailability of the National Trachoma Action
Plan (TAP) and the initial lack of funding. An initial plan developed in 2011 stipulated
the need for an integrated trachoma programme within MOH and the scaling up of
surveys at 2 districts per year to obtain trachoma data information in many districts
where the situation was not known. The first mass drug administration commenced in
2011 in the first two districts (the only ones surveyed) and repeated in 2012 in the
same. With the support of World Health Organization and Sightsavers, 3 more
districts were surveyed in 2012, however only 2 were found endemic. The Global
Trachoma Mapping Project (GTMP) funded by DFID through Sightsavers led to the
increased number of districts mapped in 2013, as 12 districts were mapped by MOH
assisted by BICO. In the same year all the 4 confirmed endemic districts had MDA
(with first two districts having MDA for the third year). The Global Trachoma Mapping
project will support mapping of 6 more districts in the northern region of Malawi in
2014, and the Queen Elizabeth Diamond Jubilee Trust will provide resources needed
to implement SAFE in all endemic districts in Malawi and also support surgeries for
trichiasis in surveyed districts where mass drug administration is not warranted but
where there is need to intervene on trichiasis to reach the ultimate elimination
intervention goal (UIG) of less than 1 per 1000(TT < 0.001 per 1000) by 2018.
Approximately 6,500 TT surgeries are required to achieve the ultimate intervention
goal (UIG), in the 17 districts that have so far been mapped for trachoma. This figure
is likely to be slightly increased with the addition of the new districts to be mapped in
2014.The annual national TT surgical output is still very low, being approximately
between 300 and 400 for the country. The current output is not enough to achieve
the UIG by 2018 in any district in Malawi. There are adequate number of surgeons
who can address the backlog, however, re-training, certification, provision of
adequate supplies and consumables and refocusing methods on the current
identification of TT cases is needed if the numbers are to be scaled to the required
targets.

The districts have enough supply of azithromycin donated by ITI but the tetracycline
eye ointment donated by the Government is often depleted during MDA as large
quantities are needed within a short period time. Currently the four endemic districts
have a total population of 1711850 and the number of antibiotic doses used for
trachoma MDA was approximately 1,580,599 in 2013.

The Ministry of Health (MOH) need to be given credit for having established good
coordination mechanisms for acquisition of waiver on import duty and payment of
clearing, handling and storage charges for the donated Trachoma drugs, as currently
the process takes less than 2 weeks to be completed from the time the drugs arrive
in the country. The MDA coverage for the 4 districts in 2013 ranged between 90%
and 98, and independent operational research findings using key informants and
community members in one district were not different from figures reported by MOH.
The high coverage is most likely as a result of the method of distributing drugs
though the Health Surveillance assistants (HSAs) who are Government health
employees at the community level, with approximately one per each village. There is
need to continue operational trachoma studies and monitoring after MDA to ensure
that this high coverage is maintained throughout the entire 3 years of MDA.
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There are several partners addressing the Water, Sanitation and Hygiene sectors in
all districts in Malawi, however this do not necessarily address trachoma. There is a
great opportunity to engage these partners to add messages for facial cleanliness
and environment hygiene in regard to trachoma in their programs, and this is likely to
be more productive than having a trachoma parallel programme on F and E
coordinated by MOH. ICTC in-country members involved in WASH (Water Aid and
AMREF) have expressed interest to take a lead in strategic planning for F and E to
address trachoma, and also in monitoring and evaluation. There are still many gaps
on how addressing the F and E relates to reduction of trachoma in Malawi, as areas
with better F and E indicators are no different than those with poor F and E indicators
in regard to trachoma prevalence, and more operational research is needed in this
area to have a clear understanding between F and E, cultural practices and infection
in children.

Though initially Sightsavers was the main partner in supporting MOH in Trachoma
control, followed by BICO in supporting MOH in implementing surveys, other ICTC
partners (AMREF, Water Aid and CBM) have expressed interest to be part of the
Trachoma Control Program. The new partners have expressed willingness to support
total SAFE or some aspects of it as soon as possible, in areas where there is no
active partner supporting MOH. One major risk which may slow implementation of
the programme is the upcoming of the presidential, parliamentary and local council
elections schedules for June 2014, which may pose insecurity (elections violence) in
the districts. The other risk is the continued instability of the Malawi Kwacha, as the
lack of a fixed market rate makes market prizes for goods and consumables change
daily and makes it harder for partners to budget at a unit cost in Malawi Kwacha.

The National Trachoma Coordination office is small (and shared between 3 officers
of different programs) and there are no immediate plans to expand despite the
anticipated rapid growth of the programme. The office needs a vehicle for mobility, as
it has no vehicle to monitor programs in various districts. The office also has no
budget line for trachoma, and does not have a separate bank for eye care. There is
erratic internet supply and no dedicated phone lines for coordination. However
despite these hardships, the coordination is excellent with the Trachoma task force in
place, and trachoma program completely integrated within the eye care and falling
under the National Eye-care Coordinator and the Director of Clinical services.
Assisting the office of the Director of Clinical Officer and the National Eye-care
Coordinators office should certainly improve the trachoma coordination in the
country.
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Operational definitions

Health Zones administrative units

These are geographical areas (comprised of districts) of governance which do not
have standardised population sizes. There are 5 health zones in Malawi: Northern
Zone, Central-west Zone, Central-east Zone, South-west Zone and South-east Zone.
The largest health Zone in Malawi is the South-east Zone, which has a population of
around 4 million people.

Trachoma district or surveyed sub-district

The " WHO r e ctmchonmigtrettis a geographical area with standardised
population sizes of 100,000 to 200,000 people. This assumes such communities
have similar risk factors and that by randomly selecting survey clusters, survey
results apply to the entire district. Unfortunately almost all districts in Malawi have
populations of above 300,000, and it is not possible to subdivide some of these, as
such the entire district is taken as an implementation unit .Some districts have over
one million population and these are divided into sub districts for survey purposes.

Sub-districts

Even though the WHO r ec o-thimg nwhiehdig déefinedasah o ma sub
geographical area with a population of between 30,000 and 100,000 (average

70,000) people with similar risk of trachoma, in the surveys done in Malawi, a sub-

district was in the range of 250,000-500,000 based on scientific advice from the

Global Trachoma Mapping project.

Trachoma Programme

This refers to the implementation level of the National Trachoma Control Programme,
which is coordinated centrally by the National Trachoma Taskforce team, led by
National Eye-care Coordinator within MOH. The district has an implementation team,
which is trained by and reports to the Trachoma Taskforce. The Trachoma Taskforce
is a sub-committee established within the National Prevention of Blindness
Committee (NPBC) of the Malawi VISION2020 National Eye-care plan, chaired by
the Director of Clinical Services.
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Abbreviations and acronyms

AMREF African Medical and Research Foundation

BCC Behaviour Change Communication

BICO Blantyre Institute for Community Ophthalmology

CBM Christian Blind Mission

CHW Community Health Worker

DCS Director of Clinical Services

DHO District Health Office

DEHO District Environmental Health officer

EU European Union

F&E Facial cleanliness and Environmental improvement

GET 2020 Alliance for the Global Elimination of Trachoma by 2020

HAS Health Surveillance Assistant

1A Impact Assessment

IEC Information, Education Communication material

ITI International Trachoma Initiative

MDA Mass Drug Administration

MDGs Millennium Development Goals

M&E Monitoring and Evaluation

MOH Ministry of Health, Malawi

NGO Non Governmental Organization

NTD Neglected Tropical Diseases

0OCO Ophthalmic Clinical Officer

PEC Primary Eye Care

TAP Trachoma Action Plan

TEO Tetracycline Eye Ointment

TT Trachomatous Trichiasis

TI Trachomatous Inflammation: Intense

TF Trachomatous Inflammation: Follicular

TS Trachomatous Scarring

SAFE Surgery, Antibiotics, Facial Cleanliness and Environmental
sanitation

UIG Ultimate Intervention Goal

WASH Water, Sanitation and Hygiene

WHO World Health Organization
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1.Background

1.1 MaIaW|

Figure 1 : Part of Map of Africa showing Malawi

Malawi is a small landlocked country in Southern Africa that shares boarders to the North
and North-east with Tanzania, to the South-east, South and South-west with Mozambique
and to the west with Zambia (figure 1). The country is approximately 901 kilometers long and
has a surface area of 118,480 km?, 1/3 of which is fresh water (Lake Malawi). Lake Malawi is
third largest in Africa and the eighth largest freshwater body in the world and harbors several
species of fish, which are a source of protein for many Malawians.

Climate

The country can be roughly divided into four major physiographic zones/areas: the high-
altitude plateaus consist of a number of isolated mountains such as Mulanje, Dedza, Zomba,
Nyika and Vipya, the medium-altitude plain occupying more than 75 per cent of the land
surface, the lakeshore plain lying along Lake Malawi and the Lower Shire Valley in the south
a wide rift wvalley which is hot, dry andf dusty
Mal awi ” b e c au s Ehe alintrythasdawo ldistinthseasons: the rainy season from
November to April and the dry season from May to October. The rainy season is hot and
humid while the rest of the year is mainly dry, dusty and partly cool. Mobility during the rainy
season can be very challenging in many rural parts of the country as the roads are not
usually very accessible. This poses a major health challenge as most emergency services
requiring transfer of patients from rural health facilities to district hospitals are not fully
operational.

Political & administrative structures

Mal awi was formerly a British protectorate know
in 1964. Since then Malawi has retained political stability, and there have been no internal

tribal wars. There are many tribes and languages in Malawi, with the main tribe being
“Chewa” and the | anguage being “Chichewa” and
being “Tumbuka” and “Yao”. En gl Approximatsly 12% & of f i c
the country residents are Muslims; while the rest are Christians. Administratively, Malawi is

divided into 5 zones which are located with the 3 regions (North, Central, and South) (figure

2). There are a total of twenty-eight districts. The capital city of Malawi Lilongwe is located in

the central region of Mal awi , while the main c¢
region which is located at a distance of 300 km from Lilongwe. There are two other cities:



Mzuzu in the northern region of Malawi which is at a distance of 400 km from Lilongwe and
Zomba in the Southern Region which is located only 60 Km from city of Blantyre.

Figure 2 Map of Malawi showing administrative health zones and districts
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The local community is village based with a common clan ancestry and /or a similar cultural
grouping. The village is headed by a traditional chief who has several assistants comprised
of elders of his/her clan. In some areas several households belonging to one village could be
scattered over several kilometres. Several villages can be grouped together under one group
village headman (GVH). The highest ranked ruler is the traditional authority (T.A) who covers
a large geographic zone in a district and is a powerful and respected administrative unit.

Socioeconomic characteristics

The Dbackbone of the Malawi’'s economy is
farmers. The main occupation is subsistence farming, fishing and cattle rearing and
agriculture produce is the main contributor to the Gross National Product (GNP). Malawi
remains one of the poorest countries in the world, ranked 165th poorest nation in the world
with a gross domestic product (GDP) per capita of USD 600-800 Approximately 53% of
Malawians live below the World Bank Poverty line(1 USD/day).

Transportation & Communication

There are tarmac roads from the capital Lilongwe to all the cities and most districts in Malawi
and also going all the way to the Tanzanian border, Mozambique and Zambia border. The
availability of mobile cellular network even in the remotest areas has revolutionized
communication in Malawi with most residents within rural areas being able to be reached
through a mobile phone. Almost every village resident has an access to a mobile phone
either through private ownership or through a shared telephone located within reach and
where information can be passed on.

The average enrolment at primary and secondary schools was low in 2004 (54 %) with much
less girls than boys, but the number is reported to have improved to around 60-70% in 2008.

1.2 Health services in Malawi

Health services are mainly provided by the government and faith based non-profit
organizations (Christian and Muslim health facilities), with a few health facilities being run
by private institutions. The services provided by government public health system are
completely free of charge while that provided by faith-based organizations (still considered
public) require patients to pay a very minimal fee. The majority of sick patients move from
their villages and are first seen at the health centres (HC) which offer primary health care
(PHC) and then refer to the district hospitals only those patients that need advanced
treatment not offered at the facility. The district hospitals see and manage most referred
cases (from health centres) and also mange cases that come directly to the hospital. If
cases cannot be effectively managed at the district hospital (due to complications or lack of
expertise) they are referred to tertiary hospitals known as central hospital where specialized
treatment is available. Figure 3 shows the flow of patients and cadre of staff at each level
within the Malawi Health system.
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Figure 3: Malawi Health system flow chart

Malawi Health system
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There are currently 4 tertiary hospitals (at least 1 in each region), 24 district hospitals and

328 public health centres in Malawi. A large number of community health workers
(approximately 5-2 0 i n number) known as health surveilla
section below are attached to each health centre and conduct primary health care activities

within the community.

1.3 Eye services

1.3.1 Infrastructure

Specialist eye services are mainly provided through five hospitals in Malawi: four tertiary
(central hospitals) located in Blantyre and Zomba (southern region), Lilongwe (central
region) & Mzuzu (northern region) and two faith based mission Hospital in Lilongwe
(Nkhoma) and Nsanje (Muona).

1.3.2 Human Resource for Eye-care

Cataract surgeons, ophthalmic clinical officers (OCO’s) and ophthalmic medical
assistants/ nurses

The training of this cadre takes place at the school for health sciences based in Lilongwe.
Since 1980s Malawi has trained midlevel ophthalmic personnel and the school has produced
over 650 graduates from more than 20 African countries.
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Ophthalmologists and Optometrists

In regard to the optometrists, about 15 are currently working in Malawi, after graduating from
the school of optometry which offers a four year degree programme tenable at Mzuzu
University. Ophthalmologists are currently trained at the College of Medicine, University of
Malawi, and there are currently 8 ophthalmologists in the district.

1.3.3 Disease Control

The Ministry of Health offers an integrated comprehensive approach to eye-care, where
there is no vertical programme offering eye-care service.

The health system has a referral process that allows eye patients to move from the
community (after being identified by volunteers, HSAs, other health workers, or self) and be
seen either at the first level health facility (health centre), secondary level (district hospital),
or tertiary level (central referral hospitals).

1.4 Trachoma

Trachoma is an ancient eye infection caused by a bacterium called Chlamydia Trachomatis
and it is the leading infectious cause of blindness in the world[1]. More than 80 per cent of
the burden of active trachoma is now concentrated in only 14 countries, all of them located in
Africa[2]. Young children are the reservoir of active infection while blindness occurs later in
adulthood. Chlamydia Trachomatis usually spreads by direct contact with ocular and nasal
discharges which are common in children, either through direct contact with these secretions
or through flies (Musca sorbens) acting as a vector for transmitting infections from one
person to the other. Chronic recurrent infections lead to scaring of the conjunctiva and
eventually in-turn of the eyelids (known as Entropion). Entropion causes trichiasis, an
extremely painful rubbing of the lashes against the globe, and leads to corneal scarring,
visual impairment and blindness. There is an increased burden for blinding trachoma in
women than men, with the overall number of trichiasis cases almost twice in women than
men([3]. Trachoma clinical signs are classified in the WHO simplified grading[4] scheme as
follows TF = trachomatous follicular inflammation, Tl = intense trachomatous inflammation,
TS = trachomatous conjunctival scarring, TT = trachomatous trichiasis and CO = corneal
opacity due to trachoma. Children with dirty faces, face-seeking flies, absence of basic
sanitation facilities, over-crowding, female gender, and poverty in general are some of the
risk factors which promote the spread of active trachoma[5]. Worldwide, considerable
progress has been made in trachoma elimination: over the last decade, the estimated
number of individuals with trichiasis has been revised downwards from 8.2 million [6],[7] to
4.6 million[2]. However, many trachoma suspected areas lack district level prevalence data
[8] necessary for deciding whether or not full implementation of community-based
interventions is required. As of July 2013, Malawi was no exception, with only 5 of the 17
suspected trachoma-endemic districts having been mapped[9-11] [12].

1.4.1 Trachoma control

The WHO Alliance for the Global Elimination of Trachoma by the year 2020 (GET 2020) was

created in 1996, after a WHO consultation meeting held in Geneva. In 1998, the fifty-first

World Health Assembly adopted a resolution on elimination of trachoma as a cause of

blindness by 2020 through implementation of the SAFE strategy[13]. SAFE is an

abbreviation where* S” stands for Surgery for trachoma t
for mass drug administration( MDA) f anlinessandi ve t r ¢
“E” stand for Envi r bBhaWeaims to achieve GET 2020rgeahthraugh
implementation of the SAFE strategy[14]. The prevalence of TF in children aged 1-9 years is

the monitoring indicator for the *“Abyirsicttemponent
indicator for [i5he “S” component

The WHO recommends the district to be the intervention unit for trachoma control, which is

defined as the administrative unit for health care management with a population of between
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100,000 and 250,000 persons[4]. However, surveys to certify elimination of trachoma should
be conducted at sub-district level. A sub-district is defined as a geographic or other grouping
of at least three villages that permits finer stratification of a district into sub units that might
be expected to have greater or lesser prevalence of trachoma

For purposes of mass drug administration (MDA) the endemicity of trachoma is classified
according to the prevalence of TF as follows[16]: non-endemic <5%, hypo-endemic 5% to
<10%, meso-endemic 10% to <30% and hyper-endemic >30%. If the prevalence is <5%
MDA is not needed; 5%<10% targeted MDA is conducted in selected endemic communities;
10%-30% in the entire population is treated for 3 years and >30% for 5 years. MDA is
followed by impact assessment surveys to justify continuation or stoppage of MDA.

1.4.2 Impact of the SAFE strategy

According to the International Coalition for Trachoma  Control (ICTC)
(http://lwww.trachomacoalition.org/), a group comprised of many organizations committed to
trachoma control, trachoma is believed to be endemic in 59 countries, most of them among
the poorest countries in the world. The global trachoma  atlas
(http://www.trachomaatlas.org/), produced by the ICTC provides updated and publicly
accessible country maps of the geographical distribution of trachoma, obtained through the
Alliance for Global Elimination of Trachoma by the year 2020 (GET2020), an international
alliance led by the WHO. It is reported that nearly 100 million people live in areas where
trachoma is confirmed endemic, while another 210 million live is areas where trachoma is
suspected to be endemic. Whereas not long ago it was reported that there were still about
8.2 million people with trachoma trichiasis and an estimated 40 million who had active
disease [17],[7],data obtained from the 2011 country reports from the 53 countries that
attended the GET2020 estimated that 7.2 million have trichiasis and that 21.4 million have
active trachoma [18]. The decrease in the burden of active trachoma is due to ongoing
interventions and improving social-economic development [6]while the slow decline in the
burden of TT is mainly due to inadequate surgical services. Endemic regions include poor
developed countries in large areas of Africa, the Middle East, Southwestern Asia, regions of
India, China and small regions in South and Central America. The biggest burden of
trachoma is in Africa with 72% of the total population living in the trachoma endemic areas in
the world[19] and more than half of all the districts that are suspected to be trachoma
endemic are in Ethiopia and Nigeria alone (http://www.trachomaatlas.org/). Recent mapping
surveys done in Nigeria [17] and in Ethiopia [17] have shown high trachoma prevalence
rates for trachoma follicular (TF) and trachoma trichiasis (TT).

In the absence of a full SAFE strategy, facial cleanliness and environmental improvement
alone is unlikely to contribute to the control of trachoma[20]. Lavett et.al[21] recently
reviewed studies related to SAFE from 1998-2013 and concluded that in regard to risk
factors, more research is needed in understanding the effect and impact of environmental
improvements on prevention of trachoma.

1.4.3 The Trachoma Control Programme in Malawi

Malawi is a member of the WHO Alliance for Global Elimination of Trachoma by 2020[22].
The Trachoma Control Programme was launched in 2011 to implement the SAFE strategy
and it is sponsored by the Government and a consortium of non-governmental
organisations, the leading one being Sightsavers.

Since the 1980s, Malawi has been known to be endemic for blinding trachoma, a disease
which particularly afflicts rural women and children living in areas of low rainfall and poor
economic conditions.

Until 2011, Malawi had not had a written plan to eliminate blinding trachoma in the country;
however, control measures were integrated into blindness prevention programmes for a
number of years. Prevalent surveys conducted in 2008 in two districts (Chikwawa and
Mchiniji) in central and Southern regions, Mchinji and Chikwawa respectively have revealed
that Trachoma was still a blinding disease of public health importance in Malawi. To

Final copy Feb 2014 Pagel8


http://www.trachomacoalition.org/
http://www.trachomaatlas.org/
http://www.trachomaatlas.org/

contribute to the achievement of the mission of the MOH, Malawi therefore decided to

actively address trachoma starting with the surveyed districts through the multi-sectoral
approach of Surgery, Antibiotic, Face washing and Environmental, commonly known as the

SAFE strategy, and recommended by WHO to achieve Global Elimination of Blinding
Trachoma by the year 2020 (GET2020). The antibiotic used for mass distribution was

Zi t hr o mathroiycin) and this replaced the traditionally tetracycline eye ointment that

has been used for a | ong t iomiee.firstZmetim20blnoatke™ wa s
Malawi Government free of charge by Pfizer Inc through the International Trachoma

Initiative, USA. Plans to survey 6 more districts between 2011 and 2014 were included in a

national programme.

It was felt that through the National Trachoma Plan Malawi will be able to achieve the
VISIONas 6 A Mal awi free of Dblinding trachomad and
the achievement of the mission of the Ministry of Health by leading in the elimination

of blinding trachomaby 2020 wusing the SAFE strategy®o.

In the initial stages, the challenges to the programme include shortage of resources, both
human and financial, as implementation of the SAFE strategy to ensure sustained reduction
of blinding trachoma in Malawi was likely to be costly. Another challenge, environmental
improvement, better sanitation and particularly adequate water supplies in dry areas were
also thought to be expensive to install. Malawi also had the challenge of greatly increasing
the rate of trachoma trichiasis (TT) surgery, ensuring the training and certification of
competent surgeons, providing them with equipment and consumables, increasing their
productivity and overcoming the barriers to uptake of surgery by patients. Creativity and
advocacy and networking with partners was needed to implant trachoma control into other
development programmes. The other challenge the Ministry was facing was the integration
of blinding trachoma elimination programmes into existing MOH programmes without
neglecting the non-drug components of SAFE. The recommendation was that leadership
across the sectors and inter-ministerial collaboration at national level to support the
integration of all activities at district level, at least until the programme was well-established
in the country. The Ministry of Health and supporting partners were committed to reach the
needed targets of the GET2020 and eliminate blinding Trachoma in Malawi by the year
2020.

The first mass drug administration commenced in 2011 in the first two districts (the only ones
surveyed) and was repeated in 2012 in the same. With the support of World Health
Organization and Sightsavers, 3 more districts were surveyed in 2012, however only 2 were
found endemic. In 2012 all the 4 confirmed endemic districts had MDA (with first two districts
having MDA for the third and final year).

The Global Trachoma Mapping Project (GTMP) funded by DFID through Sightsavers led to
the increased number of districts mapped in 2013, as 12 new districts were mapped by MOH
assisted by BICO.

1.4.4 The Queen Elizabeth Diamond Jubilee Trust

The Queen Elizabeth Diamond Jubilee Trust was set up to support projects that will enrich
the lives and opportunities of citizens across the Commonwealth in order to provide a lasting
legacy for Her Majesty. Malawi being one of the Commonwealth countries has been
identified as one of five Commonwealth countries in which the Trust will support
interventions aimed at eliminating Trachoma (a cause of avoidable blindness) by 2020.
There are currently 7 priority districts (Nsanje, Chikwawa, Mchinji, Salima, Nkhotakota,
Kasungu, and Lilongwe) where Trachoma is endemic needing full SAFE interventions, and
10 other districts: Mwanza, Neno, Mangochi, Balaka, Machinga, Zomba, Phalombe, Dowa,
Ntchisi, and Ntcheu needing some surgery for Trichiasis. From 2014 the Trust supported
program will be implemented in the 17 districts the aim of eliminating trachoma by the end of
2018. Sightsavers will be the coordinating NGO in Malawi, and together with other NGOs
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involved in Trachoma control, these will support the Ministry of Health (MOH) to implement
activities in the planned districts. The Trust will also support planned impact surveys and
surveillance and also support new districts that will be found endemic after the survey in the
Northern Malawi.

Before the planned implementation commences on the 1* March, 2014, a series of activities
that includes a stakeholders planning workshop, a situation analysis, a Trachoma Action
Plan (TAP) and a country plan must be accomplished.

The purpose of this situation analysis was to contribute to information that will be used in the
Trachoma Action Plan and also in developing the country plan. The situation analysis is a
critical first step in the planning of elimination process of Trachoma and provides baseline
information that can be used to monitor and evaluate the program at a later stage. The
analysis was intended to document the SAFE interventions in the 7 priority districts and the
available capacity to implement these at the district and health centre level. Specifically, the
situation analysis aimed to do the following:

9 Establish the range and adequacy of resources (human and others) deployed
towards trachoma elimination in the target districts.

9 Identify initiatives and organizations that are supporting or running trachoma
elimination program in the target districts.

1 Identify challenges and constraints that may impede the success of initiatives aimed
at eliminating trachoma.

1 Identify opportunities for cross-border collaboration in implementation and
coordination of efforts aimed minimizing possibility of trachoma recurrence due to
cross-border interactions.

1 Assess the extent to which the Trachoma Elimination Program is aligned to the
relevant national and international health improvement strategies.
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2.Methods

2.1 Overview

This situational analysis was conducted from 12th December 2013 to 19th January 2014 and
involved desk research and field visits to the 7 priority visits and the National Coordinating
Office. Staffs from the district health office, implementing NGOs and from the Trachoma
INTD technical task force were interviewed. The key informants were eye-care workers,
public health officers, representatives of NGO partners and other stakeholders listed in
Annex 1. Field visits were not possible due to lack of time.
The documents reviewed included eye care and trachoma reports/manuals, district
implementation plans (DIP), project reports, WASH report and Government of Malawi Policy
documents (Annex 2). Despite the limited amount of time to complete the exercise, field
visits were made to 6 (Lilongwe, Kasungu, Nkhotakota, Salima, Chikwawa and Nsanje) of
the 7 priority endemic districts. Members from the Trachoma /NTD technical task force
will also be interviewed.
The principles of the situation analysis were derived upon the pillars of the VISION2020 and
GET2020 viz: Disease Control of priority diseases such as Trachoma, available adequate
Infrastructure, Equipment, adequate Human Resources linked with effective coordination,
advocacy and resource mobilisation, and that Ministries of Health involvement is crucial to
the success of any VISION2020 program.
The team conducted a SWOT analysis to identify the strengths, weaknesses, opportunities
and threats to the Trachoma program in regard to implementing full SAFE interventions
focusing on Trachoma Trichiasis (TT) Surgeries; Antibiotic Treatment for at risk populations;
Facial Cleanliness and Environmental Hygiene in the 7 priority districts. The team also
provided some information regarding districts that did not need the full SAFE but needed
surgeries done.
The flow of the situation analysis activities will be as follows:

9 Desk review of existing available policy and program documents on Trachoma in

Malawi

1 Development of survey tools and Pretesting the tools in other non-targeted district

9 Field visits to 6 priority districts (Lilongwe, Kasungu, Salima, Nkhotakota ,Chikwawa

and Nsanje)

1 Interviews with key informants (district health officer, district environmental health
officer, pharmacy technician, ophthalmic clinical officer/cataract surgeon and key
NGO in the district)

Field visits to National task force for NTD and Trachoma)and NGO’ s
Data entry ,cleaning and analysis

SWOT ANALYSIS of the situation in the priority districts

Report writing

= =4 =4 =

2.2 Sources of information

Information regarding particular aspects of SAFE was obtained from different sources which
included the following:

2.2.1 Trachoma epidemiological data
From surveys reports, MOH reports and published peer reviewed journals
2.2.2 Trachoma Trichiasis surgeries

1 Interviews with ophthalmic clinical officer, TT surgeon and national eye-care
coordinator
1 Checking hospital records for TT surgeries
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9 Collecting district population data and TT prevalence data to calculate number of
TT cases required and the backlog

Interview with TT surgeons on the challenges, training needs.

Interview with DHO regarding the funding and allocation towards TT surgeries
and outreach.

2.2.3 Mass Drug Administration (MDA)

91 Interview with District Health Officer (DHO), District Environmental Health Officer
(DEHO), Pharmacy Assistant and OCOs.

91 Inspection of pharmacies and administering a supply chain questionnaire to
pharmacy technician.

91 Population projection over the next 5 years using National Statistical data to
calculate number of people eligible for antibiotic treatment over the next 5 years
of program life

1 Interview with the National Eye-care Coordinator about Non-Governmental
Organizatons upporting MDA’ s.

1 Check district implementation plans (DIP) to establish funding commitment by
respective District Assembly towards supporting MDA activities

2.2.4 Facial Cleanliness and Environmental Hygiene

1 Interview with ophthalmic clinical officer about IEC messages promoted in the
eye clinic

1 Interview with district environmental officers

1 Interview with WASH partners in respective districts to establish the geographical
coverage of existing WASH programs within each district.

2.2.5 M-Health
Interview with eye health personnel to establish understanding of the usage of m-health
amongst key health personnel and any other persons involved in Trachoma Elimination
Program
2.2.6 Risk Assessment
1 Interviews with National Eye-care coordinator, DHO, NGOs and NTD taskforce
members to identify potential risks that could hamper the successful implementation
of the program.
2.2.7 National Trachoma office capacity and needs assessment
Interviews with National Eye-care Coordinator & Director of Clinical Services MOH
Interview with NTD coordinator
Interview with key NGO (Sightsavers staff)
Review the overall program design of the Trachoma Elimination Program and
determine the extent to which it is aligned to the relevant government of Malawi
national strategies
i.  Review the plan and the National Health strategic plan
ii. Obtain NTD master plan and determine how Trachoma features in the
document
2.2.8 Behaviour Change Communication (BCC)
I Visit to Health Education Unit within MOH
1 Interview with National Eye-care Coordinator
1 Interview with WASH partners at national and district level

2.2.9 Opportunities for cross-border collaboration
1 Assessment of the cross-border coordination mechanisms for successful
implementation of the Elimination Program
9 Issues explored included cross borders across countries, and cross border across
neighboring districts. This was done through interviews with DHOs and National Eye-
care Coordinator and also NGOs, and through review of relevant documents.

T
T

=A =4 =4 A
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2.3 Data management

All the information obtained from field work and desk research was brought to BICO offices
in Blantyre, where the data was entered and cleaned, and the team analyzed, synthesized
the data, consolidated the findings and produced a detailed report.

The draft report was circulated to a panel of experts which included the technical trachoma
task force members in Malawi, the in country ICTC members and International trachoma
experts who facilitated/attended the Trachoma action Plan (TAP) between 27"-31% January
2014, and revisions were made according to the recommendations.
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3.Findings

The findings of the situation analysis are presented in this section. A statement on the main
emerging issues followed by recommendations is indicated at end of each sub-section.

3.1 Trachoma prevalence surveys

3.1.1 Earlier surveys

Information regarding the endemicity of Trachoma in Malawi was first reported from a
population based survey of ocular diseases in one district (Chikwawa) in southern Malawi in
1988 ,where the prevalence of TF was found to be 48.7% in children aged 1-2 years [12]. At
that time interventions were conducted under the Malawi Ophthalmic Outreach program, and
included primary eye care (PEC), limited TT surgical services and treatment with tetracycline
ointment to affected individuals within the community, with little documentation. Two follow
up blindness surveys conducted a decade later[23, 24] in the same district suggested that
trachoma was on the decline possibly due to increased availability of water and
improvements in environmental hygiene.

District-based prevalence surveys using the WHO recommended trachoma mapping
methodology [4] to justify implementation of the SAFE strategy commenced in 2008 when
the first set of 2 suspected trachoma-endemic districts (Chikwawa in Southern Malawi and
Mchinji in Central Malawi) were surveyed[9]. This was followed by the launch of the
Trachoma Control Programme in 2011 in Malawi, integration of trachoma into the National
Eye-care Program at the Ministry of Health (MOH) and appointment of trachoma technical
task force team, as a subcommittee of the National Prevention of Blindness Committee
(NPBC), under the Director of Clinical services (DCS). With the support of World Health
Organization and Sightsavers, 3 more districts (Nsanje, Mwanza and Salima) were surveyed
in 2012 using the same WHO recommended trachoma mapping methodology.

Table 1 shows the survey results of the first 5 districts surveyed in Malawi.

Table 1: Active trachoma in the districts surveyed between 2008 and 2012

District Prevalence of | Prevalence Baseling| Baseline need [mpact
TF in children of TT in need for for TT assessment
aged 1-9 years adults MDA?Y intervention to |scheduled after
aged >=15 reach UIG**

1. Chikwawa 13.6 0.6 Needed Needed 3 years

2. Mchinji 21.7 0.3 Needed Needed 3 years

3. Nsanje 18.5 0.5 Needed Needed 3 years

4. Salima 17.1 0.9 Needed Needed 3years

5. Mwanza 7.8 0.2 Not needed |Not needed Not applicable

*Mass (whole population) treatment is needed in areas with prevalence >10%

*UIG T Ultimate intervention goal for eradication of potential blinding trachoma (TT) is TT
<0.1% in population.. Prevalence of TT in adults >=15 is divided by 2 to get UIG in
population (assumes 50% of population are below 15 years).

Four out of five surveyed were eligible for MDA. The first two (Chikwawa and Mchiniji) started
the MDA in 2011 and are due for impact surveys in 2014 while the other 2 (Nsanje and
Salima) started the MDA in 2013 and are due for impact surveys in 2016. The main
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challenge encountered was that these districts varied in population sizes and overall the total
population was much larger (ranging from 230,000 -500,000) than the WHO population (100-
20,000) for a 20 cluster survey. Therefore between 30 and 50 clusters were sampled per
district to cater for the large population size and obtain a good estimate of the prevalence in
the district.

3.1.2 The Global Trachoma mapping Project (GTMP)

The Global Trachoma Mapping Project (GTMP) was launched in 2012 with funding support
from DFID and coordination of Sightsavers, with the goal of completing mapping in all
suspected endemic districts in the world by 2015, to give time for SAFE interventions
between 2015 and 2020. Under this project the survey unit was known as an evaluation unit
(EV), which comprised of population between 100,000-500,000 depending on whether
districts were segmented or not. Malawi has 12 priority suspected endemic districts (Neno,
Balaka, Machinga, Phalombe, Zomba, Mangochi, Lilongwe, Nkhotakota, Kasungu, Ntcheu,
Dowa, Ntchisi) and their individual district population ranging from 300,000- 1,500,000, with
Mangochi and Lilongwe being the most populated. After discussion with the GTMP Chief
Scientist, Mangochi, was subdivided into 3 evaluation units: Mangochi 1 (Central) ,
Mangochi 2 (Chilipa/Monkeybay) and Mangochi 3 (Namwera/Makanjira), and Lilongwe into 2
evaluation units: Lilongwe 1 (East) and Lilongwe 2 (West) and finally Zomba districts also
subdivided into 2 evaluation units: Zomba (Zomba rural East) and Zomba rural West, and
this resulted in 16 evaluation units in total, which were surveyed in 2013 under the GTMP,
using a standardised protocol and M-Health (electronic devices) to capture data .Table 2
shows the results of the survey in the 16 evaluation units.

Table 2: Survey results in 16 evaluation units mapped under GTMP

District Prevalence of | Prevalence Baseline Baseline need |Impact
TF in children of TT in|need for forTT assessment
aged 1-9 adults MDA* intervention to |[scheduled after
years| aged >=15 reach UIG **
and
1. Kasungu 135 0.6 Needed Needed 3 years
2. Nkhotakota 111 0.3 Needed Needed 3 years
3.Lilongwe 1 (East) 12.6 0.2 Needed Needed 3 years
4. Lilongwe 2 (West) 9.9 0.2 Needed Not Needed  [3years
5 Dowa 8.3 0.2 Not needed [Not Needed  |Not applicable
6 Ntchisi 7.8 0.1 Not needed [Not Needed |Not applicable
7 Ntcheu 6 0.1 Not needed Not Needed  |Not applicable
8.Mangochi 1 7.1 0.2 Not needed Needed Not applicable
(Central)
9.Mangochi 2 8.2 0.3 Not needed Needed Not applicable
(Chilipa/Monkeybay)
10.Mangochi 3 6.8 0.3 Not needed Needed Not applicable
(Namwa/Makanijira)
11.Machinga 7.2 04 Not needed [Needed Not applicable
12.Balaka 4.3 0 Not needed Not Needed  |Not applicable
13.Neno 6.8 0.1 Not needed Not Needed  |Not applicable
14.Zomba 1 (rural 3.7 0.1 Not needed Not Needed  |Not applicable
east)
15.Zomba 2 (rural 5.3 0.1 Not needed Not Needed  |Not applicable
west)
16.Phalombe 2.7 0.2 Not needed Needed Not applicable

*Based on WHO current recommendations
Mass (whole population) treatment for 3 years is needed in areas with prevalence >10%
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*UJIG T Ultimate intervention goal for eradication of potential blinding trachoma (TT) is TT
<0.1% in population.

Prevalence of TT in adults >=15 is divided by 2 to get UIG in population (approximately 50%
of population are below 15 years).

The first three evaluation units (3 districts) were eligible for full SAFE that includes MDA for
Trachoma. When these were added to the initial four districts that already implemented
SAFE, then the total priority districts for Malawi for full SAFE is 7 districts.

However it should be noted that out of the total 17 mapped districts, the other surveyed
districts which have TT prevalence above the UIG need to have the TT surgeries addressed
over the next four years for Malawi to eliminate Trachoma by 2018.

During the trachoma action plan (TAP) held end January 2014, some decisions regarding
districts that had TF between 5& 9.9% were discussed by a panel of experts and it was
decided that in 2015, 8 districts (Mangochi, Machinga, Mwanza, Neno, Zomba, Ntcheu,
Ntchisi, and Dowa ) which had baseline TF prevalence between 5 and 9.9% will have one
round of MDA. This decision is based upon a humber of factors:

A Mapping data does not reveal any clustering of trachoma in the districts

Research in other countries suggests that, in low endemic settings, TF can be
reduced below WHO elimination targets with one year of antibiotic.

Impact assessments will be undertaken between 6-12 months after MDA and if TF is
still above threshold, MDA can continue.

> >>

In terms of people treated, the annual totals are as follows:

2014: 2.3 million

2015: 6.5 million

2016: 1.6 million

After the three annual treatment rounds, districts will need impact assessments. If the impact
assessment reveals that disease remains above threshold levels, MDA (and WASH
activities) should continue for an additional three years. The International Trachoma Initiative
will always retain, on reserve, antibiotic for the impact assessment year.
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3.1.3 Updated Malawi Trachoma maps for TF and TT
The current Trachoma Malawi Maps for prevalence of TF and TT a shown on the ICTC
Global Trachoma Atlas (www.trachomaatlas.org) are shown in figures 4 and 5 respectively.

Figure 4: Prevalence of active trachoma in Malawi

Prevalence of TF {%) Trachoma Rapid Assessment (%)
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Copyright: Licensed to the Trachoma Aflas Project (mam trachomaatlas.org) under a Creative
Commaons Attribution License Chttp:fere ativecommaons. org)
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Figure 5 : Prevalence of trichiasis in Malawi
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Copyright: Licensed to the Trachoma Atlas Project (e trachomaatias.org) under a Creative
Commons Attribution License (http:fereativecommaons. org).

The 6 suspected non-endemic districts (Karonga, Chitipa, Rumphi, Nkhatabay, Likoma and
Mzimba in the Northern Region are all bordered by endemic districts either within Malawi
(Nkhotakota, Kasungu), or by endemic regions in other countries (Tanzania or Zambia).
Hence there are plans to map these in 2014 under the GTMP to address the cross border
issues.

There is concern regarding the remaining four southern districts (Blantyre, Thyolo, Chirazulu,
Mulanje, and Dedza) where it is reported that there is no data, as some of the two (Dedza
and Blantyre) border the endemic districts (Lilongwe and Chikwawa respectively). There are
no immediate plans to survey/map these, however should funds be identified within the Trust
initiate or DFID, it will be advisable to map these to avoid surprises of trachoma hot spots
later and also to indicated that Malawi is completely mapped. During trachoma prevalence
surveys, some data on environmental assessment and Knowledge Attitudes and Practices
(KAP) are collected to monitor F&E interventions. However data on and behaviour change is

Final copy Feb 2014 Page28



limited, and specific KAP surveys are needed to provide information that can be used to
tailor messages for behaviour change.

Following the surveys in the first 2 districts in 2008, there was 3 years waiting period (lag)
between the time of survey and the MDA initiation primarily because the trachoma action
plan and control programme was not in place until 2011. The districts that were mapped
2012 commenced MDA in 2013 and the endemic districts that were mapped in 2013 are
expected to commence MDA as part of SAFE in 2014 under the Trust Fund.

3.1.4 International Coalition for Trachoma Control (ICTC) members
Currently there is only one National Trachoma Control Programme under MOH with a
technical task force. The Trachoma control programme within MOH has primarily been
supported in form of surveys by Blantyre Institute for Community Ophthalmology (BICO) and
inform of programme delivery by Sightsavers. However there are currently a total of 6
interested ICTC members: Sightsavers, BICO, CBM, AMREF, Water aid and John Hopkins
University (JHU) in Malawi. These have shown interest (if supported by the Trust Fund) to
implement the SAFE programmes and conduct impact surveys in endemic districts and
surgeries in other districts, either in partnership with other ICTC (tier 1 implementing
members) , other NGOs(tier 2 implementing partners) or alone.

Table 3: ICTC partners in Malawi

PARTNERS SAFE INTEREST

ICTC member Surgery Antibiotic F&E Impact surveys
distribution /Mapping

surveys TF/TT

Sightsavers Yes Yes Yes No

CBM Yes No Yes(some) No

Water aid No No Yes No

BICO Yes Yes Yes Yes

AMREF Yes Yes Yes No

JHU Yes Yes Yes Yes

The availability of resources under the Queen Elizabeth Diamond Jubilee Trust and the
anticipated rapid increase in the number of districts needing implementation (7 for full SAFE)
and 8 for TT Surgery and SAFE for 1 year alone will require all ICTC members to take active
roles in areas of their interest, coordinated by Sightsavers, the grant manager. MOH being
the beneficiary of the entire project, will need to be informed in time about which partner will
be supporting what and where, so it is imperative that ICTC members negotiate the
preferred areas with Sightsavers and inform MOH as soon as possible .

3.1.5 Schedule for impact assessment surveys

Periodic surveys are needed to monitor the impact of ongoing intervention and the timing of
the surveys is determined by the endemicity of TF estimated in the latest survey. All 7
endemic districts in Malawi are meso-endemic and will require 3 years of MDA followed by
impact surveys. Table 4 shows the prevalence of in the 7 endemic the schedule for
subsequent impact assessment surveys and the component of the SAFE strategy to be
assessed. Also, there will be need to assess the impact of ongoing F&E interventions.
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Table 4: Timing of trachoma impact assessment surveys for endemic districts and districts
needing one year of MDA.

District Year Year Planned Year | Components
surveyed completing | of Impact | to be assessed
MDA survey for need
1 Chikwawa 2008 2013 2014 SAFE
2 Mchiniji 2008 2013 2014 SAFE
3 Salima 2012 2015 2016 SAFE
4 Nsanje 2012 2015 2016 SAFE
5 Lilongwe 2013 2016 2017 SAFE
6 Nkhotakota | 2013 2016 2017 SAFE
7 Kasungu 2013 2016 2017 SAFE
8 Neno 2013 2015 2016 SAFE
9 Mwanza 2012 2015 2016 SAFE
10 Dowa 2013 2015 2016 SAFE
11 Ntchisi 2013 2015 2016 SAFE
12 Ntcheu 2013 2015 2016 SAFE
13 Mangochi 2013 2015 2016 SAFE
14 Machinga 2013 2015 2016 SAFE
15 Zomba 2013 2015 2016 SAFE

Non-endemic is prevalence <5%, Hypo <10%, Meso 10%-30% and Hyper-endemic >30%

3.1.6 Districts to be surveyed in 2014
In 2014, additional surveys will conducted in 6 districts (Chitipa, Karonga, Rumphi,
Nkhatabay, Likoma and Mzimba) in Northern Malawi.

3.1.7 Emerging issues on trachoma surveys and impact assessments

The trachoma survey methods used in Malawi are derived from the WHO recommendations,
where a district has a population of between 100,000-200,000 people. Malawi is very
overpopulated, such that all districts have more than 200,000 populations, and dividing them
into this proportion of 200,000 would translate to having 75 districts (as is the case of
Zambia). However it would be very expensive to conduct surveys in this way and i t uhligely
the supporting partners would agree to this. On the other hand, by taking districts as they are
(some up to closer to 1 million or more) and randomly selecting the standard clusters, the
survey is likely to miss areas of hot spots where trachoma is still a challenge. This was
possibly the case in the previous GTMP survey, where some districts had a TF prevalence
closer to 10% and a TT prevalence closer to 1% .Some of these could have been endemic if
the survey was done using the segments of 100,000-200,000 as recommended by WHO.
Considering that Trachoma is a focal disease, there is a need to rethink on how the mapping
should be done in Malawi, and possibly to be done in WHO segments if funding is available.
In any case impact surveys are done at sub district (village level), with the WHO
recommended population for an impact survey at a village level being between 8000-10,000
persons. For Chikwawa and Mchinji, which are due for impact surveys in 2014, this will a
minimum of 3-4 sub districts per each district. This was agreed during the TAP meeting. It
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was agreed these impact surveys should be done between April and May 2014, as
information obtained will need to be submitted to ITI by end may to decide if MDA is needed
in any of the sub districts.

3.1.8 Recommendations

1 The programme should consider mapping trachoma in the remaining 5 districts
(Blantyre, Chirazulu, Thyolo, Mulanje and Dedza) in Southern Malawi that will still
have no data by the end of the year.

1 The programme should consider, in the remaining districts to be surveyed, to
harmonize survey segments (intervention areas) and use the WHO recommended
population to get estimates on smaller population.

9 Additionally, environmental and social studies are needed to monitor environmental
improvements and behavior change.

1 A timetable for conducting impact surveys in Chikwawa and Mchinji should be sent
as soon as possible.
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3.2 Trachomatous trichiasis

3.2.1 Trachoma trichiasis (TT) backlog

Table 5 shows the prevalence of TT as well as the estimated total number of TT cases in the
population and the backlog of cases that need to be managed to reach the ultimate
intervention goal (UIG) which in total is estimated to be 5,827. With the mapping in the
Northern Region scheduled for 2014 this overall number may increase.

Table 5: Trachoma trichiasis backlog in Malawi

District Population Year | TT Backlog | Elimination | People ulG

of prevalence target treated

most | (recent (1/1,0@ for TT

recent | survey) population) | since last

survey survey
Chikhwawa | 514,603 2008 | 0.60% 1729 515 725 489
Nsanje 268,049 2012 | 0.50% 751 268 168 314
Neno 122,600 2013 | 0.10% 69 123 0 0
Mwanza 106,364 2012 | 0.20% 119 106 13 0
Mangochi | 904,724 2013 | 0.30% 1520 905 0 615
Machinga | 550,529 2013 | 0.40% 1233 551 0 683
Zomba 754,910 2013 | 0.10% 423 755 0 0
Mchinji 549,307 2008 | 0.30% 923 549 216 158
Lilongwe E | 1,007,689 2013 | 0.02% 113 1008 0 0
wggtgwe 517,351 2013 | 0.20% |579  |517 0 62
Ntcheu 534,168 2013 | 0.10% 299 534 0 0
Kasungu 693,610 2013 | 0.60% 2331 694 0 1637
Salima 435,668 2012 | 0.90% 2196 436 123 1637
Nkhotakota | 339,854 2013 | 0.30% 571 340 0 231
Ntchisi 252,297 2013 | 0.10% 141 252 0 0
Dowa 626728 2013 | 0.20% 702 626 0 76
Total 8,178,451 13699 | 8179 1245 5902
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3.2.2 Trachoma Trichiasis surgical output in 2012 & 2013
Table 6 shows the number of TT surgeries reported in 2012 and 2013.

Table 6 : Trachoma trichiasis

TT) surgeries in 2012 and 2013

District No. of TT No. of TT No. of TT No. of TT cases

surgeons surgeries in | surgeries in estimated TT | referred
2012 2013 cases

Kasungu 2 16 8 11 0

Nkhotakota 2 0 40 60 4

Lilongwe 2 0 0 - -

DHO

Salima 1 0 83 100 0

Lilongwe KCH | 2 34 27 35 0

Chikwawa 1 97

Nsanje 2

There was an improvement in Chikwawa, Nsanje and Mchinji and Salima in 2013 for the
following reasons:

1 Increase in funding following award of the JOAC funding to Sightsavers.

1 Improvement in donation of surgical equipment and consumables by NGO partners

1 Enhanced primary eye-care activities, including community mobilisation, identification

and referral of TT cases

The major challenge when assessing the performance of the programme was weak national
coordination which led to poor documentation. The Programme lacked a standardised
reporting and monitoring tools and the only partners (Sightsavers) worked directly with
district hospital. As a result, some reports were not forwarded to the National Office.
Additionally, the office was not fully updated on the number of the instruments and
consumables donated. The requirements for National Coordination Office are discussed in
more details below.

3.2.3 TT surgical training

Malawi does not have dedicated TT surgeons: All Ophthalmic Clinical Officers (OCOs) and
Cataract Surgeons are taught during their training at Malawi College of Health Sciences in
Lilongwe to conduct TT surgeries using the WHO guidelines for Bilamellar Tarsal Rotation
Procedure[25]. Upon completion of training, depending on their surgical skills and keenness

, these people are supposed to conduct TT surgeries in their locations (district or central
hospital).There is cur rently no <certification f Catara@tT
Surgeons in Malawi.

sur g

3.2.4 Distribution and performance of TT surgeons

There are currently 76 practicing Ophthalmic Clinical Officers and 5 practicing Cataract
Surgeons in Malawi, who if all considered as TT surgeons, Malawi has 81 TT surgeons.
Each district is covered by an ophthalmic clinical officer and other districts have two. central
tertiary referral hospital s hav2eCathract Sugeoms. 3 & 6
However it is difficult to obtain the total number of TT surgeries performed annually by each
one of them as records are poor reported both at the district hospital and centrally. The total
number of TT surgeries performed in 2012 in Malawi was estimated at 300 and in 2013 it
was estimated at about 400. This means that on average one surgeon operates up to 5
cases a year. However we do know that most of the surgeons in Malawi do not operate any
case in a year and that a few operate more than 50 cases each.

The African Health System Initiative (AHSI) that studies productivity of TT surgeons as part
of Task Shifting Project on eye-care in eastern Africa (Kenya, Malawi and Tanzania)
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between 2009 & 2012 found that between 40-55 % of OCO’'s and cataract
operate any TT cases between 2009 & 2011.

Figure 6 below compares mean number of TT surgeries per surgeon per year in the 3
countries surveyed 2012.

Mean No. of TT surgeries per surgeon

per year
60
50
40
2009
30 - 2010
2011
Z0 = 2012
) L B J N
Q
Avg surgfsurgeon Kenya Polalanwi Tanzamnia

Figure 6: Mean number of TT surgeries per surgeon per year
Source: African Health Systems Initiative Task Shifting in Eye-care, 2012 report

The mean number of TT surgeries in Malawi was less than 5 per year

Factors associated with high productivity include having an experienced person as a trainer,
having a cataract surgeon as a supervisor, having an outreach programme and having 3 or
more trichiasis surgical sets. Table 8 shows available of eye equipment in 5 endemic
districts.

Table 7 : TT surgical sets

District VA Ophthalmoscop | Slit TT *TT. | Autoclav | Tetracycline(usuall
Chart | e Lam | examinatio | Set | e y available)
S p n Loupes S

Kasungu 4 1 1 3 1 0 Yes

Lilongwe. 10+ 6 6 1 5 1 Yes

Tertiary

Lilongwe 2 1 1 1 1 1 Yes

DHO

Nkhotakot | 2 1 1 0 1 0 Yes

a

Salima 3 2 1 1 1 0 Yes

*The minimum number of trichiasis set needed per surgical team is 3

As the table shows most district hospitals are poorly equipped even with the basic
equipment needed to assess TT (examination loupes).The central tertiary hospital looks like

it has better equipment, but it should be noted that this is shared between many OCO’ s
Optometrists and Ophthalmologists. With the current approximate average of 400 surgeries
performed per year in Malawi and a backlog of 6,000 TT cases, at the current rate of
productivity, Malawi would take at least 15 years to clear the backlog of TT surgeries.

3.2.5 Logistics for TT surgery

The National Programme does not have vehicles for TT surgical outreach, which currently
does not happen from the central level. Surgeries are done in districts hospital when TT
patients walk in or are referred, and some surgeries are referred to a central hospital.
Central hospitals cataract surgeons (mainly from Lilongwe, Kamuzu Central Hospital) have
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been able to visit some district hospitals in central region and conduct TT surgeries when
needed and invited. There is no active case identification for TT surgeries, such as the key
informant method that is used for identifying blind children with cataract in Malawi under the
Sightsavers EU funded project in the South-west Zone. Districts supported by a partner such
as Sightsavers occasionally support the mobilisation of cases for TT surgery but this is
infrequently done. A few districts have more motorcycle for outreach programmes, though
these are not specific for trachoma. Table 9 shows the available resources for transportation
in 4 endemic districts.

Table 8: Mobility within districts

District name Vehicles Motors bikes | Vehicles Motor bike
available allocation allocations
Salima 6 21 No Yes
Kasungu 12 36 Yes Yes
Nkhotakota 2 7 No Yes
Lilongwe 16 80 Yes Yes

3.2.6 . Barriers to uptake of TT surgical services

Programme reports indicated that the factors that hinder the uptake of TT surgical services
in Malawi were associated to both the service providers and patients. The Service provider
factors included:

=4 =4 =8 -8 -8 -8 -89

Lack of funding for TT surgeries and Outreach campaigns.
Competing tasks amon dSurg@n®’ s
Lack of skills among OCOs and TT Surgeons to do surgeries.
Shortage of surgical sets

Shortage of consumables

No outreach to identity TT cases.

Few patients walking in to hospital

Shortage of transport

and Cataract

The patient factors included:

1
1
)l
)l

Costs of transport by patients

Indirect hospital costs associated with surgery (cost of food and guardian expenses)
Poor cosmetic appearance after surgery

Fear of surgery

The following remedial measures are proposed:

=A =4 =4 =

il
il

Taking of surgical services to the community level through an outreach programme.
Conduct TT surgeries as a vertical programme for a defined period of time.

Improve funding for TT surgeries to enable scaling up of services.

Conducting joint TT and Cataract surgical camps after general eye screening and
treatment

Training of HSAs and Key informants to mobilise communities, identify and counsel
TT cases and refer them to the nearest surgical camps
Skilssupdate TT sur ger i e sopdrate TDIALeSs. s
Provision of equipment and consumables and support for outreach

not abl e

3.2.7 Current strengths, weaknesses, opportunities and threats to

trichiasis elimination in Malawi

The current situation in Malawi reveals that there are specific strengths and weaknesses in
trichiasis management and, with the upcoming Trust supported activities, specific
opportunities and threats to success.
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Strengths

Manpower for trichiasis management in Malawi is generally good; there are a large number
of OCOs and OMAs in all districts who can be engaged in trichiasis management. At the
present time, attrition of OCOs and OMAs is low. In a number of districts there has been
support for conducting trichiasis surgery and all 4 health zones of the country (mapped for
trachoma) have partner support. The outreach approach, for eye care service delivery, has
been used in a number of settings in Malawi and experiences from this work will assist the
development of a trichiasis elimination programme. The basic health system in place in
Malawi and the national policy framework for eye care both support the provision of trichiasis
surgery.

Weaknesses

Particular weaknesses of the existing trichiasis surgical service delivery include low
productivity by OCOs and OMAs. This low productivity makes it difficult for the surgeons to
retain good skills. The supervision system is too weak to support effective and efficient
trichiasis management. In most settings, there are inadequate instruments, consumables,
and poor record keeping. Nationally, there is no monitoring system. The referral system is
also insufficient to ensure that patients identified receive management. As a consequence
there is low uptake of trichiasis cases. The lack of a patient counseling system may be
contributing to the low uptake. At a national level there is minimal coordination of trichiasis
activities in the country.

Threats

Particular threats that need to be managed include the potential for increased attrition of
OCOs to other areas of medicine/health as training opportunities emerge. There are
competing priorities at the district level that have to be managed. This can come in the forms
of competing with other eye care needs, other partner needs, and other non-eye care
demands. If the trichiasis plans do not fit within the district implementation plans there are
possibilities that support will lessen. In addition, there is a possibility that health authorities
will acquire skewed perceptions of the work.

Opportunities

The Queen Elizabeth Diamond Jubilee Trust grant is providing an excellent opportunity for
Malawi to reach elimination of trachoma. This is matched by the donation of Zithromax from
Pfizer through the International Trachoma Initiative. Completing the mapping of trachoma in
Malawi will be important for the national plan. The size of the trichiasis problem in Malawi is
not huge; being of manageable size, there is a high potential for elimination. In doing so, the
lessons learned in Malawi could be applied elsewhere. Local expertise is strong.

3.2.8 Targets for trichiasis elimination in Malawi

The targets for trichiasis elimination, district by district, and year by year are provided in the
table on Malawi trichiasis targets. To reach elimination 5,827 people need trichiasis
management, with two districts, Kasungu (n=1,637) and Salima (n=1,637) accounting for
55% of the total in the country. Including the next three districts, Machinga (n=683),
Mangochi (n=615), and Chikwawa (n=489) would result in 87% of the total for the country. In
virtually all districts the planning aims to ensure that elimination of trichiasis is completed by
the end of 2016.

3.2.9 Commitment by the District Heath Offices
The DHO have in their district implementation plan (DIP) budget lines for eye-care activities

whi ch someti mes included trachoma acti vard i
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funded, these funds were rarely allocated to the eye department, due to competing priorities
among DHO’ s.

There is need to commence sensitization of the district administration and lobbying for
inclusion of trachoma control activities in their budgets in order to secure continued funding
after the Trust Fund.

3.2.10 Emerging issues on TT surgical services
The burden of trichiasis in Malawi is around 6500; current productivity is low but something
can be done to improve the situation. A short term vertical approach needs to be taken to
deal with backlog; this can be in the form of TT camps or outreach supported by various
ICTC supporting partners. It should be noted that there are enough OCOs /Cataract
Surgeons in the country to deal with the backlog.
e Specialised training need to be organised in endemic district where dedicated team
of OCOs can be trained and certified as TT surgeons
e These TT surgeons should go around and clear backlog using camp approach
e Training should be accompanied with:
— TT surgical sets
— Adequate post training supervision
— Monitoring of outcomes
Through the QEDJ Trust Fund, the trachoma control programme should convince ICTC
partners to allocate resources for TT surgeries.
Surgical output is poorly documented because of weak coordination and lack of
standardised reporting and monitoring tools. TT surgical training is done during outreach
using the WHO guidelines. Also, the surgeons will require training in counselling,
communication, data management, team work and modern techniques such as the use of a
lid-clamp to improve the quality of surgical services and outcomes.
Each surgical team will require at least 3 sets per surgeon to perform optimally in all districts.
The National Programme does not have adequate vehicles for TT surgical outreach;
however districts have vehicles and motorcycles which can be used for outreach, as long as
fuel is provided for motor-bikes are often used for community mobilisation but they are not
appropriate for surgical outreach.

3.2.11 Recommendations

There is need to scale-up the number of TT surgeries performed.Several policy options need

to be discussed and agreed upon with MOH and partners and these include:

1 Decentralise TT surgeries to district hospital (no referral for TT to tertiary hospital)
versus having a team of TT surgeons from tertiary hospital travel to districts and
operate TT cases there.

9 Can use campaign versus static-need to provide evidence of cost benefit

0o (for campaign have a few high volume TT surgeons)

i Train and use key informants to identify TT cases and then bring them to a static
centre place.

1 Motivate TT surgeons by providing extra earnings once they reach a certain number

of surgeries

Only certified TT surgeons should perform surgeries.

Monitoring and evaluation systems must be put in place for all Trichiasis surgeries

done.

1 The National Trachoma office should keep a buffer stock of the instruments (which
can be sourced from partners) to replace those which may be damaged or worn out
before 2018. The coordinating NGO should also explore the possibility of establishing
a centralised procurement and distribution system to reduce project costs.

1 The programme should commence sensitization of the districts health office and
lobbying for increasing budgets for eye care and trachoma control activities once the
Trust fund is completed.

= =
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3.3 Mass drug administration

Mass drug administration (MDA) is the second component of the SAFE strategy and it
requires timely and adequate supply of the antibiotics to succeed.

3.3.1 The MDA supply chain

The MDA supply chain comprises of an international chain where azithromycin is donated by
Pfizer through the ITI and a local chain where antibiotics are distributed to the treatment
sites. The local chain also includes re-distribution of surplus antibiotics. The surplus results
from either low antibiotic coverage or over-estimation population size and it is usually
deducted from the consignment for the subsequent year. The international supply
commences in February and ends in September prior to MDA while the local chain continues
throughout the year.

One percent tetracycline eye ointment (TEO) is an essential drug which is supplied free of

charge by the Government of Malawi through the Central Medical St or es Tr ust t o
However, the large quantities required within a short period of time during MDA often deplete
the | ocal supplies hence the need to create

donation. MDA budgets usually cater for other supplies and consumables such as height
sticks, cups, jerry cans, and IEC materials. Table 10 shows the MDA supply chain in Malawi.
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Table 9: MDA supply chain and associated project costs

Month

Activity and fees

February

- Country application

April

- Defend application at GET 2020

June-July

- Evaluation by ITI Trachoma Expert Committee

August

- Approval by ITI

- Country fills green light form

- Country fills contact tree (addresses of contact persons)

August-
onwards

- Signing of memorandum of understanding between MOH and ITI

- Letter of donation sent by ITI to the consignee

- Proforma invoices (quantities of drugs and approximate cost)

- Commercial invoices (actual value of the goods) to be used for
waiver, clearance and relevant taxes

- Permit to import the drugs from the Pharmacy and Poisons Board

- OSU applies to the Principal Secretary MOH to write to the National -
Treasury requesting for waiver on import duty

- Waiver number issued by Malawi Revenue Authority (KRA)

- ITl sends certificate of origin

- ITI send airway bill (weight, number of pallets, date and time of arrival
and mode of delivery)

Local supply
chain
(August/Sept)

Donated drugs arrive

Pay on handling and storage charges to the airline on the day the
donation arrive.

(takes 1-2 weeks to clear the drugs)

Storage at Central Medical stores Trust

Shipment to respective district hospital and health centres (two weeks
before MDA)

MDA —September to October (cost less than 0.25US cents person)
Collection of unused drugs after MDA and storage at district hospital

Nov-Dec

Review meeting for the MDA exercise: November/December

Table 10 shows an assessment of the pharmacies from district already implementing MD A"’ s

or that will implement the MDAs assessed according to the Pfizer and ITI supply chain.
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Table 10 : Supply chain assessment

No. | Storage Conditions CK |MC |KK |SA |KU |LL |NS

1 Arranged so that labels Y Y Y Y Y N -
and expiry dates are
visible

2 Follows first-to-expire, Y Y Y Y Y N -
first-out management

3 Cartons/products are in Y Y Y Y Y Y -
good condition

4 Separated Y Y Y Y Y Y -
damaged/expired
products

5 Products protected from | Y Y Y Y Y Y -
direct sunlight

6 Products protected from | Y Y Y N Y N -
water and moisture

7 Storage area free from Y Y Y Y Y N -
insects and rodents

8 Storage area secured y Y Y Y Y Y -

9 Products stored at Y Y Y Y Y N -
appropriate temperature

10 Roof is in good condition Y Y Y Y Y N -

11 Storeroom maintained in Y Y Y Y Y N -
good condition

12 Current space and Y Y Y N N Y -
organization sufficient for
expansion

13 Products 10 cm from floor Y Y Y Y Y N -

14 Products 30 cm from wall Y Y N N N N -

15 Products stacked no more Y Y Y Y N N -
than 2.5 meters high

16 Fire equipment y Y N Y Y Y -
available(extinguisher

17 Products stored away from | Y Y Y Y Y N -

insecticides and chemicals

CK=Chikwawa, MC=Mchinji, KK=Nkhotakota, SA=Salima
KU=Kasungu, LL=Lilongwe, NS=Nsanje

As it can be seen from the table 11 most of the pharmacies in Malawi are equipped to
handle MDA drugs. However there are minor but albeit important challenges with the supply
chain in Malawi, as drugs are cleared from the port of entry within 1-2 weeks of entry at no
cost (duty free waiver). Funding for the MDA remains a challenge, as many meetings need
to be held in a district and all distributors (HSAS) need to trained and enumerated for a week
when they are distributing the drugs. The cost per HSA per day is currently approximate;
$4.00 per day for 5 days, however HSAs complain that this is not enough. Occasionally
there is a shortage of fuel to distribute and collected the drugs from the district to the health
centres, however if this is supported by a funding partner, the supply chain should run
smoothly. The unpredictability of the availability of tetracycline ointment for children through
the DHO' s requires a separate budget item
Monitoring during the MDA is usually weak, and there is no budget for a partner to

independently verify coverage as reported during t hehodpidla’ s

There are also weak monitoring methods of reporting serious adverse effects (SAE) that
may occur with Azithromycin ingestion. Post MDA, it is often difficulty to determine the
amount of remaining drugs (Azithromycin tables versus syrup) in a district or country per
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see, as this exercise is not budgeted for and HSAs are fatigued to continue reporting without
an enumeration. This leads to delays in reporting at the central level in reporting to ITI, as
the requirement is to report within 90 days of completing the MDA. A budget line for
verification exercise and immediate post activities would solve most of these challenges.

3.3.2 Doses of antibiotics used for trachoma MDA in Malawi

Programme reports indicated that the total number of antibiotic doses used for trachoma
MDA in Malawi increased from approximately 900,000 doses for 2 districts (Chikwawa and
Mchinji) in 2011 & 2012 to approximately 1,700,000 in 2013 due to the additional of 2 more
districts (Nsanje and Salima) totalling to four districts.

3.3.3 MDA coverage

Table 11 shows the mass antibiotic coverage (MDA) for the four districts in 2013

Table 11 : MDA coverage between 2011-2013

DISTRICT MDA COVERAGE
2011 2012 2013
NSANJE - - 90%
CHIKWAWA 92 95 96.7%
MCHINJI 92 94 95%
SALIMA _ _ 97.9%
All districts registered MDA therapeutcc over age of al | 90 % Hawever eport e

an independent evaluation in one of the districts, (Chikwawa) in 2013 and another in 2013
by BICO established through random cluster selection and household interviews that the
report figures were slightly higher (in the range of 5% more) than those obtained by surveys.
Moreover the survey reported than even though the overall district coverage was above the
80%, was not minimum coverage, the geographical coverage was not reported
Geographically some subareas within the district were hard to reach and had a therapeutic
coverage of below 60%, but these were not taken as a priority to repeat the distribution.

The major challenge encountered when calculating MDA coverage was discrepancies in
estimation of the target population sizes either using population projection or district head
count (as obtained through HSAs). DHOs that were interviewed indicated that the head
count was usually higher than the projected population, and that there was need to agree
whether to universally use the headcount or the projected population in reporting. This was
however less of a challenge in 2013 when HSAs were given hardcovers to record everyone
in their village a week before the exercise and then tick those who took the drug during the
exercise. This meant that a head count rather than a projected figure was used. Another
challenge is that the National Coordinating Trachoma Office at MOH has no vehicle and fuel
to monitor the MDA in all the districts. Districts bordering Mozambique and Zambia (Nsanje,
Chikwawa, and Mchinji) have a cross border challenge, as people from these countries
come to Malawi when there is an MDA and get the drugs. Reported c o v e r angyebe s
higher due to influx of people from other countries.
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3.3.4 Barriers to uptake of MDA
From various program reports, the barriers to uptake of MDA are:
I Fear of side effects
1 Areas hard to reach due to difficult geographical terrain.
1 Community believes and fatigue for many other MDAs and health interventions.
The methods the projects have used to overcome these barriers include:

T
1

Use of experience from previous MDA to improve the coverage for subsequent ones
Change of strategy to mitigate local challenges where teams use mixed modalities of

MDA such as campaign, house-to-house and static sites approaches to suit the local
situations

=a =

task force

Meticulous planning and timing of MDA:
Enhanced support supervision of the distribution teams by the Trachoma national

3.3.5 Projections of future MDA requirements
Table 12 on projection of MDA requirements for the 7 districts

Table 12 : Projected Malawi MDA 2014-2015

DISTRICT DISTRICT PROJECTED | PROJECTED | PROJECTED | IMPACT
POPULATION | drugs 2014 drugs 2015 SURVEY
(SURVEY)
HEADCOUNT
NSANJE 194,924 198,822 202,798 206,854 2016
SALIMA 410,569 418,780 427,156 435,699 2016
NKHOTA- 356,495 363.625 370,895 378,313 2017
KOTA
LILONGWE | 2,311,032 2,357,253 2,404,398 2,452,486 2017
KASUNGU 764,859 780,156 795,759 811,674 2017
CHIKWAWA | 514,603 0 0 0 VvV 2014
MCHINJI 549, 307 0 0 0 VvV 2014
Total
3,755,375 4,201,006 4,285,026
Grand Total 12,241,407
MDA doses

Malawi will need at least 12 million doses of Azithromycin to be distributed within the next 3

years.

3.3.6 Partners for MDA

Currently the only partner supporting the MOH in implementing MDA in Malawi has been
Sightsavers coordinated at national level though the Trachoma Task Force. BICO has been
responsible for conducting post MDA verification surveys in 2012 and 2013. More partners
have shown interest for MDA in 2014 using the QEDJ Trust Funds, and these include
AMREF, BICO and Sightsavers.

3.3.7 Emerging issues on MDA

The National Trachoma programme has had adequate supply of azithromycin from ITI but
the tetracycline eye ointment donated by MOH is often depleted during MDA since large
guantities needed within a short time. The large variation of the reported population figures
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(differences between head count and projected population) makes it hardly to accept the
reported coverage, as one can easily increase the coverage by lowering the total district
population.

Currently there is a weak monitoring and evaluation system in place for MDA, post
verification exercise is not done and transportation of drugs from health centre to the district
for post MDA is a challenge.

The supervision by the National Coordinating Office is weak, primarily due to lack of vehicle
and resources for fuel. Until now only 1 many partner (Sightsavers) has been involved in
MDA implementation, but there are other ICTC NGO’ s i n Mal awi ( Bl
willing and could be engaged in implement the MDA in other endemic districts if funds were
available. The low enumeration package offered to the HSAs during the MDA is a concern,
as it is likely to lead to refusals/strikes to conduct the MDAs. Finally the potential for a large
number of people from neighboring countries to Malawi (who pose as Malawian to get the
drugs) poses a great challenge that may need multidistrict collaborations and political
solutions.

3.3.8 Recommendations
1 Improve the coordinating capacity of the National Trachoma Office through provision
if a vehicle and contributing to running costs during the MDA.
9 .Use head count to determine total population, but report people from other countries
(if known ) separately
1 Put a robust monitoring and evaluation system in place, possibly through a partner
experience in surveys, monitoring and evaluation or through subcontracts.
1 MOH and Sightsavers engage other NGOs (BICO, AMREF, and CBM) to take up
MDA implementation in other districts.
Reconsider the package given to HSAs during the MDA.
Deploy concentrated efforts to identify subareas with MDA coverage of less than
80% with the aim to repeat the MDA (mop up).

= =4

3.4 Facial Cleanliness & environmental hygiene (F&E)

Several risk factors have been proposed for promoting severe trachoma transmission[17]
and some of these include the family's socio-economic status, absence of readily available
water and distance to water source, poor environmental hygiene practices (absence of toilet
facilities, presence of animal waste) and gender (women more exposed than men). Facial
cleanliness and environmental improvements have generally been promoted to reduce the
risk of trachoma infection. The presence of a dirty face as a risk factor has been supported in
several recent studies [17]. Readily availability of water within reach indirectly implies that
facial cleanliness can be attained with ease in comparison to areas where water is not
accessible. Distance to water source (round trip) and time taken to fetch water are usually
the two indicators that are used to assess access to water. In an ideal situation the water
sources should be within 500 meters or approximately 30 mi nut es’ wal k
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Table 13 : Water and toilet indicators as obtained by GTMP surveys and DHS in malawi

District Proportion Proportion Proportion Proportion Proportion of Proportion Stakeholders Geographical
population with | population with | population with | population with | population population with | NGO partner to Coverage in %
access to access to access to access to improved access to MOH/Government
improved improved improved water | improved sanitary facility | improved
water source water source source (%) sanitary facility | Trachoma sanitary facility
(%) (MDHS - (%) (GPMT - (Trachoma not shared (%) | survey 2(%) not shared (%)

2010) 2013) survey ) (MDHS -2010) (GPMT-2013)
NKHOTAKOTA 77.2 74.9 3.3 54 WESM <50%
PDI
RED CROSS
WORLD VISION
CONCORN
WORLDWIDE
WATER AIDE
CHIKWAWA* 74.1 70.1 2.2 3.6 WATER FOR PEOPLE
GOAL MALAWI
LIFELINE MALAWI
KASUNGU 63.9 59.9 3.8 4.9 Water Aid 50-75%
UNICEF
MATAMA
CONCERN
UNIVERSAL
PUMP AID
INTER AID
LILONGWE 1 74.0 87.74 12.6 4.4 UNICEF 50-75%
LILONGWE 2 62.3 2.7 INTER AID
CARE MALAWI
AFRICARE
MCHINJI* 72.1 55.4 51 1.6 JICA *100%

PUMP AID




WORLD VISION

NKHOMA SYNOD

SALIMA**

91.1

85.6**

9.7

5.7

WRH

CARE

INTERAIDE

UNICEF/DGIS

WORLD VISION

NKHOMA CCAP

WATER FOR RURAL
HEALTH
(WATERAIDE)

ASSEMBLIES OF
GOD

ADRA

**100%

NSANJE**

92.4

85.5%*

2.6

4.2

GOAL MALAWI

LIVE OF LIFE

*Unicef covers the whole district but other NGOs cover about 75%
**Unicef covers the whole district but other NGOs cover about 60% of the district
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Table 14: Distance to water source and time it takes to fetch water

Year, area Number of respondents Prevalence of
surveyed Interviewed Take <30 % taking TF
minutes to fetch | <30 minutes
water

2008*

1. Chikwawa 1005 914 91 13.6
2. Mchinji 1013 1000 98.7 21.7
2012*

1. Salima 884 874 98.8 17.1
2. Nsanje 911 788 86.6 18.5
2013**

1. Lilongwe 1 3233 2278 70.5 12.6
2. Lilongwe 2 2912 2188 75.1 10
3. Kasungu 3087 2052 66.5 13.5
4. Khota- kota 2844 1904 66.9 11.1

*Trachoma survey
*GTMP Survey

3.4.1 WASH partners geographical coverage of WASH activities in
Malawi

The two main NGO partners in WASH who are members of ICTC in Malawi are Water Aid
and AMREF. Currently their activities have not been addressing Trachoma per say, but they
have expressed willingness to pre-package their interventions to address F and E as applied
to trachoma control. Water aid has expressed interest not only to implement SAFE in
districts where they currently work, but also to provide overall local technical oversight on the
F and E strategy in Malawi. Sightsavers has also addressed F and E in two districts
(Chikwawa and Mchinji) and are willing to do so in new districts, while CBM has addressed
some aspects of F and E within their rehabilitation programme. There are many other WASH
partners in Malawi who are not members of ICTC (see table 14 on WASH partners in various
districts), but these can be engaged and subcontracted in districts where no active member
operates .It should be noted that implementing WASH is expensive and that currently no
partner implements WASH alone while covering an entire district in Malawi. WASH partners
only implement their projects in partnerships in particular areas of districts (sometimes
having two partners working in one area within a districts or several partners in different
areas within the district), and that this is not uniform across districts hence it is often difficult
to obtain accurate proportions of geographical coverage. Information obtained indicates that
there is a wide variation in coverage within districts and that on average. WASH coverage
ranges from 10% to 65% in districts. It should be noted that within the government there are
ministries of Water, Education and Environmental affairs who are involved in WASH as they
should be considered s partners in Trachoma control.

At a National level, the Health education unit within MOH has been providing Information,
Educational and communication (IEC) materials in regard to Trachoma in districts where
SAFE is being implemented. They have not been able to scale up to other districts due to
limited funding for trachoma activities.

3.4.2 Linkages between trachoma and WASH partners
Except for the direct implementation in F and E provided by Sightsavers in 2 districts, there
is currently a week link between trachoma control and WASH partners. At the National



Trachoma taskforce committee, some partners in WASH are invited for meeting but rarely

attend as they have not been fully engaged. Also at the meetings that involve WASH

partners, members of the trachoma task force are not invited. The WASH sectors seem to

have their own collaboration, which is currently separated from Trachoma taskforce

committee which has its own collaborators. Often the WASH partners address and promote

hand washing but face washing is not routinely promoted by WASH partners.

Within the Ministry headquarters there is a Principal Environmental officer, who oversees

and supervises environment health activities at district hospitals. The district hospitals have

an environment al Health Officers (EHO"s) who suj
by Health surveilanc e assi stants (HSAs) . Some WASH partne
hand | hand with them. Usually activities at a district are funded by MOH and supporting

partners, and address areas seen as priority for supporting partners. The same HSAs are

also expected to conduct primary eye care within the communities, ad if messages are tailed

through them, and with support the IEC component of F and E can be implemented through

HSAs.

The lack of linkages between the Trachoma programme and the WASH sectors results in

challenges in accessing indicators for WASH by the trachoma programme, creating a further

problem when it comes to evaluation of the SAFE programme in regard to F and E.

3.4.3 Emerging issues on F & E

Facial cleanliness, as part of SAFE strategy is essential to trachoma control. There are
currently many WASH partners who promote cleanliness and hand washing, but there are
too few IEC materials when it comes to face washing. Within the health system in a district
there is an opportunity to utilize existing HSAs to promote facial cleanliness, while within the
other sectors in districts there are opportunities to engage existing WASH partners in
promoting Face washing.

The reliance of the Trachoma Programme on WASH partners to implement F&E
components of the SAFE strategy, coupled with poor linkages and coordination leads to
difficulties in obtaining indicators during monitoring and evaluation. The available WASH
partners are committed to support ongoing activities for until 2018. These partners should
also be invited as resource persons in trachoma planning workshops.

3.4.4 Recommendations

1 The Trachoma programme should engage WASH partners as key stakeholders in
trachoma control and members of Trachoma Task Force.

1 Facial cleanliness should be added to WASH messages on hand washing and the
two should be promoted together.

9 At a district level the EHO should be a member of WASH to promote F and E within
the WASH sector workshop for WASH partners operating in the endemic districts
should be convened to plan for training of community members and promotion of
facial cleanliness.

f Mechanisms should be put in place to jointly
a district and national level by the WASH partners and the Trachoma control partners

3.5 M-Health

M-Health simply refers to the practice of medicine and public health supported by mobile
devices such as mobile phones, tablet computers and Personal Digital Assistants
(PDAs)/hand-held computers for health services and information. On M Health Usage

In Malawi, not much has been done pertaining to the issue of exposure to the use of
electronic health information systems at various levels of health services hence limited
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understanding of m-health. But in the telecommunication industry, companies like TNM
Malawi and Airtel Malawi has brought in the use of mobile phones to bank, buy and transfer
money with terminologies like TNM Mpamba and Airtel money to buy things. ESCOM
(Electricity Supply of Malawi) use mobile money for people to buy electricity and pay for their
bills. With these technologies exposed to the public, most communities have been used to
mobile technology; hence the use of M-He al t h can’t me et a |
community is already aware. During the 2013 Global Trachoma Malawi Project (GTMP) the
research team used the android phones to capture data and upload it in a server, and they
did not have any community resistance. The research assistants really liked the method and

they said it was efficient and reliable method of data capturing.

Table 15 : M Health usage in Malawi

Level/Cadres

Current exposure

Potential use for m-Health

Comments

Communities

Have neither used
nor exposed to M-
Health and E-

To send/receive public health
messages on MDA,
sanitation and hygiene.

The short
message service
(sms) is the most

Health but they use | Reminders for those appropriate

mobile phone identified to go for surgery or | platform

banking systems revisits
Community Have neither used | To identify, refer and follow- | Program/system
health workers | nor exposed to m- | up of cases with trichiasis. be simple enough
(CHWYS) Health and e- Surveillance of trachoma. just like the one

Health but they use
mobile phone
banking systems

Reporting communities
reached/not reached during
MDA

being used in the
mobile transfer
service

Health workers

Few have been

To record/report clinical

Simple and

in health exposed to e- examination findings, robust system.
facilities Health system but | treatment and follow-ups Should be able to
all use Mobile after TT surgery. Also, to assess some
transfer systems Monitor and supervise TT reports that
surgeons enables self-
monitoring
Managers, They are exposed | To generate real time reports | Consider reports

policy makers

and use e-Health
system and have
laptops

which can be used for
monitoring, support
supervision and in
certification process for TT
surgeons.

wi t hout
identifiers.

s

3.5.1 Opportunities and challenges for M-Health
The opportunities available for the introduction m-Health in trachoma control include:

In Malawi, mobile phone coverage is high and most districts access the network.
The use of Airtel money and TNM Mpamba, which is telecommunication technology
on mobile money transfer services is high and m-health can be piggy-backed on it

1
1
T
T
T

1

There is interest in the Ministry of Health (MOH) and this can be used for M-Health

Timely analysis and real time generation of reports as was the case with the GTMP
has potential to reduce project costs, improved efficiency and hastens decision
making. It is also environment friendly since it reduces the use of paper.
Data can be accessed easily and it is efficient and fast
The challenges include:

9 Lack of funds to provide for the e equipment and materials(consumables such as

units)

Inadequate mobile phone coverage in some districts in the country.
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I Some areas have no electricity to charge phones. Low literacy levels in some
districts may hamper instructions and use of phones if messages not written in local
language

9 Initial costs of buying phone is usually high and there is possibility of breakages

3.5.2 Emerging issues on M-Health

Most health and eye care workers in Malawi have been either exposed to or used electronic
health information systems but there is limited use of M-Health. Use of mobile phone to bank
and transfer money has achieved a relatively high coverage and most community members
know how to operate a mobile phone.

M-Health requires such electronic devices to be made readily available, for example,
laptops, tablets, android phones etc.

The anticipated benefits are efficiency, improved communication and timely analysis and
real time generation of reports since it is fast. This will reduce project costs, improve
efficiency and hastens decision making. M-Health is also environment friendly because it
reduces the use of paper.

The major challenges are poor network connectivity and low literacy levels in some districts
and this needs to be addressed.

3.5.3 Recommendations
1 The programme should embrace M-Health to improve efficiency and reduce project
costs
1 There is need to establish links with mobile telephone companies and the partners
supporting the MOH to initiate m-Health

3.6 Capacity for the National Trachoma Office

The National Trachoma Coordination office at the MOH falls under the Directorate of Clinical
Services (DCS) and is managed by the assistant director of clinical services responsible for
Ophthalmology (ADCS-Ophthalmology), commonly known as National Eye-care coordinator,
but also known as desk officer for Ophthalmology. The office of ADCS was set up in 2008
andishased at the headquarters of Ministry of
the Directorate of Preventive Services, and have 3 dedicated Programme Officers for LF,
Schistosomiasis/STH and Onchocerciasis respectively. Trachoma does not have a
dedicated programme officer as eye-care is completely integrated and trachoma is not a
separate programme within MOH.

There is currently a Malawi VISION2020 Eye-care Action Plan 2011-2016 which stipulates
provision of a unified national focus and enabling more coordinated implementation of eye
care interventions in Malawi. The plans stipulate eye care interventions that need to be
implemented in the coming six (6) years through the Health Sector Strategic Plan. In the
plan, the Ministry of Health hence wishes to strengthen collaboration with all its development
partners to encourage increased financing (through basket or earmarked arrangements),
coordination and implementation of the planned eye care activities. In regard to trachoma,
the action plan stipulates actions indicated in table below.

Plans for Trachoma control as stipulated in the Malawi VISION2020 action plan (2011-2016)
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Table 16: Plans for trachoma control in Malawi

1. Re-training/Training OCOs in TT surgery

2.  Orientation of volunteers and HSAs ( DCA) ' s
identification and treatment

3. Training of general clinicians in trachoma case detection
and referral

4, Development of IEC materials and conduct sensitization of
communities

5. Procure consumables and kits for TT surgery

6.  Conduct mobile outreach clinics for TT surgeries

7. Monitoring of quality of TT surgery

8. Implement a national SAFE trachoma control plan by use of
oral azithromycin for treatment of active trachoma, scaling
up to 2 districts per year.

9. Achieve at least 85%-90% annual mass distribution of
Zithromax antibiotics in the surveyed districts

The responsible officer for Ophthalmology (ADCS) therefore overseas all other
ophthalmological issues and his activities includes but are not limited to the following:

1. Human Resource: Allocation and supervision of clinical officers and cataract
surgeons in district hospitals.

Disease Control: Ensuring that activities within the national plan are
implemented, and liaising with training institutions on the country needs.

2.

3.

Infrastructure and equipment: advising on equipment to be purchased and
distributed, and controlling the supply chain for Azithromycin, from ITI to
districts

Coordination of National eye care activities and chairing the trachoma task
force team.

1 Coordination of trachoma control interventions including trichiasis
surgical services, mass drug administration, promotion of facial
hygiene and environmental improvements

1 Provide secretariat services to the National Trachoma Task Force
(TTF) and prepare quarterly and annual trachoma reports

1 Trachoma policy and standards management

1 Develop trachoma health information system

9 Build capacity for trachoma control at district level

1 Manage the supply chains for donated antibiotics, equipment and
consumables

1 Promote trachoma operational research for evidence-based
implementation of the SAFE strategy

9 Link-up with other relevant divisions and units in the MOH such as
environmental health division and health promotion unit to strengthen
trachoma control efforts

1 Resource mobilizations, establishment of strategic alliances,
partnerships and links

9 Establish links with other government departments and partners
involved in trachoma control and community development

9 Link-up trachoma control to the National NTD control programme

5. General administrative(non-ophthalmic) duties as allocated by director of
clinical services
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By administrative arrangement, there is a trachoma technical advisor to ADCS & MOH (an
Ophthalmologist), who advices the director of clinical services. However this person neither
is nor based in Lilongwe at the MOH headquarters.

The Trachoma Programme in Malawi (rather the eye-care programme) is expected to
expand rapidly over the next few years due to the increased SAFE activities for trachoma,
and there will be need strengthening Eye-care National Coordination Office. The current
capacity and deficits are obvious, as shown in table 17 below:

Table 17: Gaps and requirements for the National co-ordination office

Optimal Currents Deficit* Comments
requirement status
Staffing National Eye 1 0
responsible for | Coordinator
trachoma
Nature of Needs dedicated Integrated 0
coordination trachoma within eye
programme care, no
coordination trachoma
manager, but
coordination
works well
Coordination Fully equipped No office Office space, Include
office office to space , small | furniture and phone,
availability accommodate the | office ,shared | equipment computers
above staff in eye between 3 and printers
care programs
which includes
oral health
Communication | Telephone and Limited Increase
and equipment | internet budget
Mobility Coordination 0 1 Urgently
vehicle (4 Wheel- needed
drive)
Driver 1 0
Fuel and 0 New budget
maintenance
Logistics Field allowances Inadequate Increase
for supervision budget
Supplies and Inadequate Increase
stationery budget
Funding Needs a line item Currently no Need to Sightsavers
for partner to identify support was
eyecare.trachoma | support engage terminated in
coordination coordination partners as Dec 2013
at MOH soon as
possible

There is need for a fully equipped coordination office, transport, a monitoring and evaluation
officer and budget line
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3.6.1 Programme design and alignment

The Trachoma programme is designed to address all the components of the SAFE strategy
based on the Malawi VISION2020 plan (see table 18 above) and the Malawi Trachoma Plan
(2011-2014), which is due for review. The Malawi Health Sector Strategic Plan (2011 —
2016) has mentioned trachoma surgical interventions as one of the most effective that the
MOH is prepared to undertake and that it costs less than $100 per day. Trachoma control
using the SAFE strategy in Malawi is therefore well aligned within Malawi Health Sector
Strategic Plan (MHSSP), whose goal is to address health (between 2011-2016) issues of
equity and quality. Trachoma indeed fits well as both equity and quality affects patients
suffering from trachoma. In terms of equity, Trachoma affects the poor and more
disadvantage community, with more women affected than men to access issues. In terms of
quality, most of the current TT surgeries are of suboptimal quality, due to lack of skills
among many TT surgeons and lack of availability of essential supplies for surgery.

Even though the Malawi goal for eliminating Trachoma is the year 2020, Malawi has also
ascribed to the attainment of Millennium Development Goals (MDGs) by 2015 and
implementation of the SAFE will contribute both directly and indirectly to achieve some of the
MDGs, specifically the one related to environmental improvement (Goal 7). Theot her
goals include eradication of extreme poverty and hunger; achievement of universal primary
education; promotion of gender equality and empowerment of women, reduction of child
mortality; improvement of maternal health; Combating HIV/AIDS, malaria and other
diseases; ensuring environmental sustainability and develop global partnerships for
development.
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3.6.2 Key recommendations from Malawi Health Strategic plan and

Opportunities for Trachoma

The key recommendations of what needs to be done in the next phase (2011-2016) of the
HSSP can be adapted and be an opportunity to the trachoma control programme, and these

are shown in table 18.

Table 18: Recommendation from HSSP (2011-2016) and opportunities for Trachoma

programme.

RECOMMENDATION IN HSSP 2011-2016

OPPORTUNITY TO
TRACHOMA PROGRAMME

1. Human resource development:

a.MoH and development partners are experiencing high
staff turnover with great loss of institutional memory.
Mechanisms need to be put in place in order to retain
staff as well as to address the critical staff shortages at
all levels.

b.The HSSP should address issues of HRH
management, coordination and oversight at all levels of
implementation.

Opportunity to address turnover
of TT surgeons and loss of skill,
and motivating them to be
retained.

Opportunity for improving
Trachoma coordination at
National and district level

2.Monitoring and evaluation in the health sector
focuses on the measurement of impact and outcomes,
and so there is need to ensure that hospital statistics
are added to the routine HMIS and made available. The
M&E system needs be extended to monitor quality of
care, and data should be disaggregated by gender, age
and place of residence. The use of a broad baseline
survey linked to impact evaluation is recommended to
complement the DHS, and this survey should be
carried out and the role of research should be made
clear.

Opportunity for developing
robust M & E for SAFE

Opportunity to justify trachoma
baseline neither surveys in
areas nor surveyed and to
conduct impact surveys in areas
completing 3 years of MDA.

3. The essential health package (EHP) should be
revised to take into consideration the introduction of
new technologies, changing disease patterns and
available resources

4. The drug supply system needs to be strengthened
and the logistics management information system
needs to be improved to generate accurate data at
facility level.

Opportunity for introducing M-
Health to monitor drugs for MDA
for trachoma, and for evaluation
of the supply chain

Opportunity for a strengthened
supply chain for Trachoma
drugs

5. The HSSP should address issues of equity, including
gender and geographical location. Preventive and
curative health care should target hard to serve and
vulnerable groups.

Opportunity to address the issue
of gender and trachoma; and
opportunity to attain high
geographical MDA coverage

6. Quality assurance approaches need to be
strengthened and become systematic in all
interventions at district level.

Opportunity to add operational
research to trachoma progress
to address issues of quality of
TT surgeries and reported MDA
coverage figures
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3.6.3 Issues arising from programme design and alignment

The available documents and information obtained pastes a very ambitious strategic plan
that the MOH has to implement to achieve the desired goal. Trachoma is well taken on
board in all these documents. The major challenge will be on how to obtain and allocate
resources to implement a well though plan between 2011-2016.As already is the case now,
2 years have passaged since both the Malawian VISION2020 Eye-care plan and the Health
sector strategic planning documents were endorsed by MOH, yet there is very little action
that has happened between then and now in regards to Trachoma control. The competing
interest within the ministry of Health, coupled with scarce resources makes it harder to
implement such an ambitious plan.

3.7 Behavior Change Communication (BCC) materials

The BCC materials used for trachoma control include posters, leaflets, fliers and charts.
posters are large printed pictures put on the wall to advertise or communicate information
which bears minimal wording. Leaflets are printed sheet of papers that are carry information
about Trachoma. Fliers are advertisements or announcements printed on paper and
distributed to people. Charts bear information on how trachoma develops and causes visual
loss. These are usually made by the Health Education Unit within the Ministry of Health, after
being supported by a partner. Sightsavers has supported development of some BCC
materials in two districts that were the first to implement SAFE; however the support has not
been constant. In 2013, MOH has no partner to support development of these materials, as
the only partner (Sightsavers) pooled out of support National Coordination Eye-care office in
December 2013, due to structure changes within the organisation. Table 20 shows the
availability of BCC materials for Trachoma, from information provided by the National Eye-
care coordinating office.

Table 19 Availability of BCC materials for the SAFE strategy in Malawi

Component | Type of Current state Comments
materials
S Charts Not available The Chart bears the SAFE strategy on
the same page
Banners Not available Available during surgical events
A Fliers Inadequate Templates available. Few are
produced during MDA
Posters Inadequate Few produced
Charts Not available
Leaflets Not available
Banners Not available Available during MDA
F All Not available
E All Not available Culture specific, materials need to be
developed, printed and disseminated
Trachoma charts still relevant
General Posters Not available
SAFE Fliers Not available

If BCC materials are to be produced it is recommended that:
1 BCC materials should be produced in all the local languages.
9 Appropriate for dissemination should be discussed.
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3.8 Cross-border collaboration in trachoma control

Malawi borders with Tanzania to the north and north-east with the same Tanzania,
Mozambique to the South-east, South and South-west and Zambia to the west with Zambia
(in figure 1). Most of the Neglected Tropical Diseases including Trachoma do not respect
borders and in areas where is weak cross-border collaboration; diseases are transmitted
from one country to the other. It is therefore imperative that somehow neighbouring countries
should coordinate their interventions to eliminate the risk of re-infection from another
country. In regard to trachoma, all the 3 neighbouring districts have endemic districts
bordering Malawi, even though the situation of Trachoma in some bordering districts Malawi
is not known. The second issue concerning cross-border concerns district withe Malawi who
are bordered by endemic districts, but the situation in those districts is not known.

Table 20 : Cross border districts in Malawi where mapping has not been done

District in Malawi | Endemic Mapping done in | Justification for | Comment
Bordered district | the district to | mapping
or Country determine TF/TT
prevalence
Dedza Mozambique & | No All borders have | Plan for mapping
Lilongwe & endemic districts
Salima
Blantyre Chikwawa No Chikwawa is | Plan for mapping
endemic
Mulanje Mozambique No Not  sure of | Plan for mapping
situation on

Mozambican side

Thyolo Mozambique, No All 3 borders | Plan for Mapping
Chikwawa  and have endemic
Nsanje districts
Karonga Tanzania No Tanzania side | Mapping planned
endemic for 2014
Chitipa Zambia No Zambian side | Mapping planned
endemic for 2014
Rumphi Zambia No Zambian side | Mapping planned
endemic for 2014
Nkhatabay Nkhotakota No Nkhotakota Mapping planned
endemic for 2014
Mzimba Kasungu No Kasungu Mapping planned
endemic for 2014

As can be seen from the table 21 above there are no immediate plans to map the first four
districts. However considering that they are all bordered by endemic districts/countries, it
would be desirable to survey these so that the situation of trachoma is known and that SAFE
is implemented if warranted.
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Specific challenges in components of SAFE may occur in endemic districts implementing
SAFE but bordered by districts not implementing SAFE (either due not being surveyed or
due to being non endemic) and these are highlighted below

Table 21: Cross border challenges

Challenge Suggested solution

S Influx of people from other | Have a separate register for
neighbouring districts to | people from other districts.
access TT surgery' resulting
in wrong data on TT
surgeries and UIG needed

A Influx for MDA: resulting in | Use village register for
high demand for drugs | verification of eligible
&reported high MDA | residents

coverage

F&E Influx of people to access | Have village health
water and sanitation | committee control water and
services :can read to high | sanitation facilities in their
operational costs to | villages

maintain equipment

Impact surveys Wrong epidemiological data | Use M-health GPS to track
due to influx of people from | final residential place before
neighbouring areas analysing data

Cross border collaboration are therefore required to:
1 To improve sharing of information between districts and in the cross border areas
1 Toimprove NTD visibility within countries and cross border areas
1 To improve co-ordination of cross border MDAs, case management and vector
control
1 To improve co-ordination of surveillance and response activities

3.9 Opportunities for inclusion of Trachoma in
government budget

At central level as eye-care falls under directorate of clinical services within MOH, it has its
own budget line for eye-care (which includes coordination, monitoring and evaluation) and
gets resources when allocated. However the resources are usually scarce, such that a lot of
desired planned activities are not achieved at the end of the year. There is need to
supporting implementing partners to supplement the budget that is allocated to eye care on
monthly basis from Government.

At a district level, funds for eye care activities are budgeted within the annual district
implementation plan (DIP). Then the district health offices have the tendacy of drawing these
funds whenever activities are planned within the eye department. However despite being
approved in the DIP, more than often, due to competing interest at a district hospital, these
funds may be diverted for other life threating activities or delayed until much later in the year.
As such not many outreach activities, eye camps, mobilisation of TT patients are conducted,
despite being planned and approved in the DIP.A major challenge is that the districts get a
lump sum monthly approval, such that it is not possible to calculate which portion is meant
for eye-care activities .As eye-care is completely integrated within the clinical care at the
district hospital, trachoma activities (S) are captured within the DIP under clinical services.
Activities for F & E are not budgeted or funded separately, except when supported by a
partner, but the district environmental office is able to use its allocated resources for water
and sanitation improvement.
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In summary, Trachoma activities are already included in the Government budget through the

DI P’ s, and are also |listed and budget edarewi t hin
plan, which currently advocated for a strengthened integrated eye care plan and not an

individual trachoma vertical program. The merits and demerits of a short span vertical

programme (say for Surgeries) versus the integrated primary eye-care approach require

debates and may need policy changes.

3.10 Other emerging issues

The work of the African Health Systems I nitiative (AHSI) resear
Eyeccare in eastern Africa to guide decision maki
Malawi between 2009 & 2012 established that there were similar challenges among 3

countries in regards to productivity of TT surgeons and in the primary eye-care approach to

address VISION 2020 challenges, and some policy options for scaling up TT surgeries were

drawn during the 2012 Nairobi AHSI review meeting. In summary it was felt that the 3

countries needed to refocus on strategies for scaling up TT surgeries to reach the targets

needed to achieve the ultimate intervention goal (UIG) by 2020 (<1per 1000 person with TT

in the districts). Rather than reinventing the wheel these guidelines could be used to develop

policy briefs on TT surgery and engage policy makers.

The lack of supporting partners to the national eye care coordinating office (where Trachoma

is coordinated from will pose challenges when it comes to supervision, monitoring and

evaluation of the programme, as it is likely that not all required data will be collected

centrally. A coordination vehicle and a budget line supplemented by partners interested in

SAFE are needed for optimal performance of this office. The same budget could be used to

produce BCC materials required for trachoma control, which are currently in limited stocks.

The issues of cross border should also be coordinating by this office if they have the

capacity.

3.10.1 Recommendations
1 The e National Eye-care Co-ordination office should be supported by resources such
as a vehicle, and running costs to coordinate the trachoma programme properly.
1 BCC materials should be budgeted within the budget line of eye-care, and
supplemented by partners. needed
9 All districts that are bordered by endemic districts need to be surveyed, regardless of
whether they have been previously categorized as non-endemic.
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4.Programme Risk Assessment

The potential risks that that could hamper the successful implementation of the Trachoma

Control Program in Malawi and the proposed solutions are indicated in table 22 below.

Table 22: Potential risks for Trachoma control program in Malawi

Activities

Potential risks

Mitigation

National coordination

Poor supervision, less
engagement

Assistance with a vehicle
and operational costs

Surgeries Low uptake despite resources A Provide outreach
A Use key informants
A Vertical TT
programme with
short lifespan
Low productivity Improve skills through
retaining.
Use few dedicated TT
surgeons to go to all areas
with TT cases
Lack of consumables and Purchase in advance in bulk
supplies
Antibiotics Fear of side effects Community
awareness/heath education
Low coverage in challenging Robust M & E and repeat
areas MDA(mop-up campaigns)
F&E Unable to engage WASH partners | Coordinating NGO to

to adress F and E in their
programme

Community resistance to
behaviour change

discuss with WASH
partners

Operational research

Impact surveys and
surveillance

Lack of funding

Planning and having a
detailed budget for these

Palitical instability

Volatility after the June 2014
elections; possibly violence

Access the situation ;
otherwise

Do not plan outreach
activities around June/July
2014
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Annexl.: List of Key informants

Number Name Position Phone District
number
1. Jerome Nkambule DHO 0999 319 255 | Kasungu
2. Ketwin Kondowe DEHO 0999 717 233 | Kasungu
3. Henry Chunga OCO 0999 495 984 | Kasungu
4, Mr. Divala (o]efe; Kasungu
5. Mr. Kautsa Pharmacy Technician 0999 195 882 | Kasungu
6. Mr. Gamadzi WASH Coordinator 0888 154 840 | Kasungu
7. Mr. Chitsime EH 0999 236 847 | Kasungu
8. Mr. Mabvuto Thomas | DEHO 0999 932 492 | Lilongwe
9. Mr. Chirwa Coordinator(coverage) 0999 263 287 | Lilongwe
10. Mr. Zindondo 0OCO 0999 220 465 | Lilongwe
11. Caroline Kaliwa PNO 0999 964 627 | Lilongwe
12. Mr. Masika (ministry of health) 0888 842 918 | Lilongwe
13. Mr. Charles Masinga | (Ministry of Education) 0888 347 760 | Lilongwe
14. Mr Mkwanda NTD coordinator Lilongwe
15. Mr. Jolly Kenan Program officer, urban 0888 871 004 | Lilongwe
16. Icilly Medi DNO 0888 851 721 | Nkhotakota
17. Mr. Juta Cataract Surgeon 0888 347 546 | Nkhotakota
18. Mr. Josen Chizala OCO 0881 746 765 | Nkhotakota
19. Mr. Tembo CCT 0994 366 350 | Nkhotakota
20. Mr. Moses Zawola Pharmacy technician 0999 86 75 Nkhotakota
25
21. Mr. Rogers Nyasulu EHO 0993 812 051 | Nkhotakota
22. Mr. Bestido Nkhoma | WASH Coordinator 0999 636 862 | Nkhotakota
23. Dr Jessie Mbamba DHO 0999 913 341 | Salima
24. Mr. Jafali Mustafa OCO 0999 791 067 | Salima
25. Mr. Mwako Mwanda Pharmact Technician 0997 67 60 Salima
73
26. Mr.Noel Khunga EHO 0999 645 656 | Salima
27. Richard Kumwenda WaterAid (PDI) Salima
28. Dr Bagrey Ngwira University of Malawi Blantyre
29. Dr Khumbo Kalua University of Malawi Blantyre
30. Mr Bright Chiwaula Sightsavers Lilongwe
31. Mr Ndaona Chisale OCO Chlkwawa
32. Mr Charles Blaimu OCO Nsanje
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Annex 2: Other Documents used to
source Iinformation

Malawi Health Sector Strategic Plan (HSSP) 2011-2016

Malawi Vision 2020 National Eye care Plan 2011-2-16

National Water Policy,2004

DIPs for Lilongwe, Kasungu, Salima and Nkhotakota,2013-2014

NEC, 2011-2016

NTD Master Plan for Malawi 2010-2016

SHN Guidelines,2009

GTMP survey data,2013

Trachoma Survey reports for Chikwawa,2008, Nsanje,2012, Salima,2012 and
Mchinji,2008
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