This Malaria Operational Plan has been approved by the U.S. Global Malaria Coordinator and
reflects collaborative discussions with the national malaria control programs and partners in
country. The final funding available to support the plan outlined here is pending final FY 2013
appropriation. If any further changes are made to this plan it will be reflected in a revised
posting.
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EXECUTIVE SUMMARY

Malaria prevention and control are major foreign assistance objectives of the U.S. Government
(USG). In May 2009, President Barack Obama announced the Global Health Initiative (GHI), a
six-year, comprehensive effort to reduce the burden of disease and promote healthy communities
and families around the world. Through the GHI, the United States will help partner countries
improve health outcomes, with a particular focus on improving the health of women, newborns,
and children.

The President’s Malaria Initiative (PMI) is a core component of the GHI, along with HIV/AIDS
and tuberculosis. PMI was launched in June 2005 as a five-year, $1.2 billion initiative to rapidly
scale up malaria prevention and treatment interventions and reduce malaria-related mortality by
50% in 15 high-burden countries in sub-Saharan Africa. With passage of the 2008 Lantos-Hyde
Act, funding for PMI has now been extended through FY 2014. Programming of PMI activities
follows the core principles of GHI: encouraging country ownership and investing in country-led
plans and health systems; increasing impact and efficiency through strategic coordination and
programmatic integration; strengthening and leveraging key partnerships, multilateral
organizations, and private contributions; implementing a woman- and girl-centered approach;
improving monitoring and evaluation; and promoting research and innovation.

Angola was selected as one of the first three countries in PMI in June 2005. Implementation of
large-scale malaria control activities in Angola faces serious challenges. The country’s health
infrastructure was severely damaged during the civil war and it is estimated that only about 40%
of the population has access to government health facilities. Malaria is a major health problem,
accounting for an estimated 35% of the overall mortality in children under five, 25% of maternal
mortality, and 60% of hospital admissions for children under five. Malaria transmission is
highest in northern Angola, while the southern provinces have highly seasonal or epidemic
malaria.

In February 2009, Angola signed a five-year, $78 million Round 7 Global Fund malaria grant.
Angola was also successful in a Global Fund Round 10 grant, and subsequently Angola was also
successful in a $111 million Global Fund Round 10 grant. The Principal Recipient of the Round
10 grants is the Ministry of Health (MOH). However, there have been delays in disbursement of
Global Fund grants. Consolidated Rounds 7 and 10 grants were finally signed June 15, 2012. The
United Nations Children’s Fund (UNICEF) and the World Health Organization (WHO) have
been major partners with the National Malaria Control Program (NMCP) in scaling up
interventions. An effective partnership with ExxonMobil has resulted in donations of $4.5
million to the United States Agency for International Development (USAID) over the last six
years to further PMI and Government of the Republic of Angola (GRA) objectives in Angola.

This FY 2013 PMI Malaria Operational Plan for Angola was developed during a planning visit
carried out in May 2012 by representatives from USAID, the Centers for Disease Control and
Prevention (CDC), and the Angolan National Malaria Control Program (NMCP), with
participation of other major partners working on malaria in country. The proposed FY 2013 PMI
activities are based on progress and experiences during the last six years and the NMCP’s 2011-



2015 National Malaria Control Strategy. PMI activities are designed to complement activities
supported by other partners.

With the proposed FY 2013 PMI funding of $27,000,000, the following activities will be
supported:

Insecticide-treated nets (ITNs): When PMI began, only about 11% of households owned one or
more ITNs. During the last seven years, however, more than six million ITNs have been
procured and distributed by all partners, including approximately three million of PMI’s
procured nets. In FY 2011, PMI supported UNICEF in the procurement of 304,200 LLINs and
distribution to 39 municipalities in six provinces (Cunene, Bie, Kuando Kubango, Moxico,
Bengo and Zaire). The LLINs were distributed to the municipal level health authorities.
Population Services International (PSI) procured and distributed 630,000 LLINs through non-
governmental organizations (NGOs) working in eight provinces (Benguela, Huambo, Huila,
Kwanza Norte, Kwanza Sul, Malange, Uige and Zaire). In addition, 300,000 LLINs were
distributed via social marketing.

For the past several years, the GRA has not been supportive of mass distribution campaigns due
to concerns that they distract from routine distribution. The GRA’s approach has been to
incorporate LLIN distribution into Municipal Health Days and conduct keep-up activities. At the
municipal level, routine LLIN distribution is to children under five and pregnant women through
routine immunization and ANC clinics.

However, in July 2012, the NMCP announced to malaria donors and stakeholders that they are
planning a nationwide universal campaign to be conducted February - April 2013. The NMCP
has requested support from all donors to ensure that this will be a well-planned and successful
campaign, including sufficient quantities of LLINS, micro-planning, net tracking and evaluation.
They will use the WHO-recommended ratio 1 net to 1.8 people for planning. Net tracking will be
critical in order to take into account where nets have been distributed prior to the nationwide
campaign in 2013; accurate lists must be maintained to avoid re-distributing to areas that have
already been covered.

The routine “keep-up” strategy of distribution to pregnant women and infants using FY 2013
funding will continue after the universal coverage campaign, to ensure new families and children
continue to be covered. With many residents unable to afford the cost of an LLIN, PMI will
continue to support the existing MOH strategy of providing nets free of charge. With FY 2013
funding, it is expected that about 600,000 LLINs will be procured and distributed free, to
pregnant women and children under five through routine clinic services together with behavior
change communications (BCC) activities to increase demand for and correct use of nets.

In addition, a PMI-supported multi-country study to assess the longevity and durability of LLINSs
under field conditions is underway to guide future net replacement strategies.

Indoor residual spraying (IRS): IRS activities supported by PMI during the past 12 months

include spraying of 145,264 structures, protecting a total population of more than 689,668
residents in the provinces of Huila, Huambo, and Cunene. More than 96% of the houses targeted
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were sprayed. With FY 2013 funding, PMI will continue to assist the NMCP with IRS in Huila
and Cunene Provinces. Huambo municipality is receiving last round of spraying in 2012, after
which PMI will move to Bié Province, and the municipalities will be determined by findings
from data collection and surveillance. Spraying will take place between August and December
2013. The exact numbers of structures sprayed will be determined based on the epidemiology
data and consultations with the NMCP and local Provincial Health Directorate (DPS). However,
it can be estimated that a total of 136,000 houses will be sprayed, of which 60,000 houses will be
in Huila, 16,000 in Cunene, and 60,000 in Bié. Geographical reconnaissance and a logistics
needs assessment will be carried out prior to the move of IRS from Huambo to Bié Province.
These activities will also include routine environmental monitoring to ensure all IRS activities
are compliant with environmental regulations and requirements.

To date, PMI has used pyrethroids in Angola, and will continue to spray with pyrethroids for the
2012 spray season. Over the course of 2012-2013, the team will collect more data to determine if
there is a need to modify PMI’s IRS approach in Angola, such as switching to carbamates or
other insecticides, moving toward more targeted spraying, and transitioning out of Huambo
municipality into another area.

Intermittent preventive treatment of malaria in pregnancy (IPTp): According to the 2011
Integrated Survey of Population Welfare (IBEP), 69% of women in Angola attend antenatal
clinics at least once during their pregnancy (and 47% attend all four recommended visits).
Nonetheless, IPTp rates remain low at 17.5%, according to the 2011 MIS. PMI has supported
the Angolan NMCP scale-up of IPTp through health worker training and BCC activities to
promote early and regular attendance at ANCs. Together with other partners, IPTp is now being
implemented in all 161 municipalities nationwide.

With FY 2013 funding, efforts will be continued to promote early antenatal clinic attendance,
raise levels of two doses of IPTp coverage, and distribute free ITNs to pregnant women through
antenatal care (ANC) clinics. PMI will continue its support for health worker training and
supervision and ensure a steady supply of commaodities for the prevention and treatment of
malaria in pregnancy.

Case management: For the past five years, PMI has been supporting improved parasitologic
diagnosis of malaria with rapid diagnostic tests (RDTs) and microscopy through procurement of
equipment and supplies and training and supervision of laboratory workers. In collaboration with
other partners and support from PMI, artemether-lumefantrine (AL) treatment of malaria has
now been implemented in all health facilities nationwide. In FY 2012, PMI procured
approximately 3.8 million AL treatments.

With FY 2013 funding, PMI will procure about 750,000 multispecies RDTs, together with
supplies for microscopy, and will continue to support the training and supervision of laboratory
workers in laboratory diagnosis of malaria. PMI will also procure approximately 3 million
additional AL treatments to help cover the remaining ACT gap after Global Fund procurements.
PMI will continue to assist with ACT implementation at the provincial level through local and
international NGOs, and will provide technical assistance to promote good supply chain
management and commaodities security through the central medical stores. With completion of
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the successful PMI-supported pilot study of private sector sales of ACTs in Huambo Province,
PMI worked with the NMCP to include funding for an expansion of private sector sales of
subsidized ACTs to two new provinces. Together with the NMCP, European Union, and other
partners, PMI will continue to provide technical assistance to the NMCP and National Essential
Drugs Program at the central, provincial, and district levels in pharmaceutical management. PMI
will facilitate provincial level supervision by the NMCP. For the capital, Luanda, where malaria
transmission is virtually non-existent, PMI will promote correct use of laboratory diagnostic test
results and rational administration of antimalarial drugs to patients with a positive malaria test
result.

Health systems strengthening and integration: In line with GHI principles, PMI has
reinforced its efforts to build capacity and integrate across programs. Because of the limited
access of the population to government health facilities in the rural areas of most provinces, PMI
has focused its efforts on the rollout of IPTp, correct diagnosis and prompt treatment of malaria,
and distribution of LLINs through NGOs and faith-based organizations (FBOs) that have a
presence at the provincial level and work closely with provincial health authorities. These NGOs
assist with training and supervision of health workers on malaria as part of Integrated
Management of Childhood IlInesses, supply chain management at the provincial level and below,
and BCC activities to ensure correct usage of LLINs, IPTp, and ACTs. National or international
NGOs are being supported in nine of the country’s 18 provinces with a combination of PMI
funding and an annual donation to USAID/Angola from the ExxonMobil Foundation. This scale-
up has been accompanied by joint PMI and PEPFAR-supported technical assistance to the
National Essential Drugs Program to strengthen the pharmaceutical management system at
national, provincial, and health facility levels. During the past year, more than 400 health
workers were trained in malaria case management and malaria in pregnancy, while nearly 600
were trained in IRS.

Monitoring and evaluation (M&E): According to the 2011 MIS, Angola is making significant
progress in some areas. Specifically, parasitemia rates have decreased by 50%, from 19.5% in
2006/2007 to 9.6%, and all-cause under five mortality decreased from 118 deaths per 1,000 live
births in the 2001-2006 Malaria Indicator Survey (MIS) to 91 deaths per 1,000 live births in the
2010-2011 MIS. This represents a reduction of 23% in under-five deaths between 2006 and
2011. Nonetheless, coverage with ITN, IPTp, and ACTs remains low.

With FY 2013 funds, PMI will support strengthening of the national health management
information system (HMIS) based on a new HMIS strategy under development. PMI will also
support quarterly surveys of health facilities and provincial medical stores to monitor the
availability of key malaria commodities including those procured by PMI and will be conducting
enhanced surveillance in IRS districts to help guide more effective application of future IRS
activities. With FY 2013 funds, PMI will also be supporting, with the help of the Global Fund,
the next Malaria Indicator Survey, which is expected to take place in 2014. In 2013, using FY
2011 funds, PMI will provide technical assistance for the therapeutic efficacy survey (TES)
evaluation of Angola’s first line antimalarial therapy.



INTRODUCTION

Global Health Initiative

Malaria prevention and control is a major foreign assistance objective of the U.S. Government
(USG). In May 2009, President Barack Obama announced the GHI, a comprehensive effort to
reduce the burden of disease and promote healthy communities and families around the world.
Through the GHI, the USG will invest to help partner countries improve health outcomes, with a
particular focus on improving the health of women, newborns, and children. The GHI is a global
commitment to invest in healthy and productive lives, building upon and expanding the USG’s
successes in addressing specific diseases and issues.

The GHI aims to maximize the impact the USG achieves for every health dollar it invests, in a
sustainable way. The GHI’s business model is based on: implementing a woman- and girl-
centered approach; increasing impact and efficiency through strategic coordination and
programmatic integration; strengthening and leveraging key partnerships, multilateral
organizations, and private contributions; encouraging country ownership and investing in
country-led plans and health systems; improving metrics, monitoring and evaluation; and
promoting research and innovation. The GHI will build on the USG’s accomplishments in global
health, accelerating progress in health delivery, and investing in a more lasting and shared
approach through the strengthening of health systems. Framed within the larger context of the
GHI and consistent with the GHI’s overall principles and planning processes, BEST (Best
Practices at Scale in the Home, Community and Facilities) is a USAID planning and review
process that draws on our best experience in Family Planning, Mother and Child Health and
Nutrition to base our programs on the best practices to achieve the best impact.

President’s Malaria Initiative

The President’s Malaria Initiative (PMI) is a core component of the GHI, along with HIVV/AIDS,
and tuberculosis. PMI was launched in June 2005 as a five-year, $1.2 billion initiative to rapidly
scale up malaria prevention and treatment interventions and reduce malaria-related mortality by
50% in 15 high-burden countries in sub-Saharan Africa. With passage of the 2008 Lantos-Hyde
Act, funding for PMI has now been extended through FY 2014 and, as part of the GHI, the goal
of PMI has been adjusted to reduce malaria-related mortality by 70% in the original 15 countries
by the end of 2015. This will be achieved by continuing to scale up coverage of the most
vulnerable groups — children under five years of age and pregnant women — with proven
preventive and therapeutic interventions, including artemisinin-based combination therapies
(ACTSs), insecticide-treated nets (ITNs), intermittent preventive treatment of pregnant women
(IPTp), and indoor residual spraying (IRS).

Angola was one of the first three countries selected for PMI. Large-scale implementation of
ACTs and IPTp began in Angola in mid-2006 and has progressed rapidly with support from PMI
and other partners, despite the country’s weak health infrastructure. Artemisinin-based
combination therapies and IPTp are now available and being used in all public health facilities
nationwide and more than 6 million long-lasting ITNs have been distributed in the last six years.



This FY 2013 Malaria Operational Plan presents a detailed implementation plan for the eighth
year of PMI in Angola, based on PMI Multi-Year Strategy and Plan and the National Malaria
Control Program’s (NMCP’s) five-year strategy. It was developed in consultation with the
Angolan NMCP, with participation of national and international partners involved with malaria
prevention and control in the country. The activities that PMI is proposing to complement the
2011-2015 Angolan National Malaria Control Strategy and Plan and build on investments made
by PMI and other partners to improve and expand malaria-related services, including the Global
Fund to Fight AIDS, Tuberculosis, and Malaria (Global Fund) Round 10 malaria grant (which
has been consolidated with Round 7 Phase 2). This document briefly reviews the current status
of malaria control policies and interventions in Angola, describes progress to date, identifies
challenges and unmet needs if the targets of the NMCP and PMI are to be achieved, and provides
a description of planned FY 2013 activities.

MALARIA SITUATION IN ANGOLA

According to 2011 Malaria Indicator Survey (MIS), the mortality rate for children under five has
fallen by 23% over the last five years, and it is currently estimated at 91 deaths per 1,000 live
births. WHO’s Trends in Maternal Mortality (2000-2008) indicate a maternal mortality ratio for
Angola at 610 per 100,000 live births.

According to the 2011 MIS, the prevalence of malaria in Angola has dropped by 50% over the
last five years. Nonetheless, malaria is still estimated to account for about one-third of the overall
mortality in children under five and one-quarter of overall maternal mortality. It is also the cause
of 60% of hospital admissions among children under five and 10% among pregnant women.

Malaria is hyperendemic in northeastern Angola, including Cabinda Province, a non-contiguous
province in the north of the country. The central and coastal areas are largely mesoendemic with
stable transmission. The four southern provinces bordering Namibia have highly seasonal
transmission and are prone to epidemics. In the north, the peak malaria transmission season
extends from March to May, with a secondary peak in October to November.

Plasmodium falciparum is responsible for more than 90% of all infections. The primary vectors
in the high transmission areas are Anopheles gambiae ss and An. funestus, which prefer to bite
humans and feed and rest indoors. An. melas, which favors a brackish water habitat, can be an
important vector in coastal areas. An. pharoensis can be a secondary vector where present. The
behavior of An. arabiensis, which prefers to feed on animals and outdoors, limits its role in
malaria transmission. A PMI-supported study carried out in 2008 has shown that malaria
transmission in Luanda City is very low, except in the outlying areas of Cachuaco, Viana, and
Samba.
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Angolan Health System

In 2002, Angola emerged from almost three decades of civil war that left the country’s health
infrastructure severely damaged. Currently, Angola has a population of approximately 18 million
people who live in 18 provinces and 161 municipalities (Angola reduced its municipalities from
164 to 161 last year). It is estimated that 80% of the health facilities were damaged or destroyed
during the war and that the existing health system covers only 45% of the Angolan population.
Although a major health facility building program is underway, the existing health infrastructure
is limited by a lack of qualified and motivated health staff outside the capital, weak drug and
medical supply and management systems, poor data quality and analysis, and a feeble primary
health care network.

The Ministry of Health (MOH) comprises three levels of health administration: central,
provincial, and municipal levels. The central level includes the Directorate of the Ministry, the
provincial level includes the Provincial Health Directorate (DPS), and the municipal level
includes local health departments (RMS). In 2007, the MOH initiated a process of revitalization
of municipal health services in order to improve provision of an essential package of care and
health services. The process of revitalization aims to foster greater accountability of municipal
and provincial levels, by using the county as a unit of health planning and training local teams to
implement activities.

Angola’s national health system is made up of more than 2,300 health facilities, which include:

11 national hospitals (central), centered in and around Luanda or other provincial capitals; 45
provincial (general) hospitals; 140 hospitals (almost one for each of the 161 municipalities); 359
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health centers; and 1,841 health posts. Historically, health sector resources went to the more
central tertiary and secondary levels, leaving fewer resources available to the more rural
facilities. For example, 85% of doctors are in Luanda and the provincial capitals while only 15%
work in the rest of the country. The movement towards a decentralized health system has created
a growing gap in the availability of trained health care workers and infrastructure where it is
most needed. Compounding this problem is the weak health management information system.

National Malaria Control Program Strategy and Activities

The NMCP is led by a coordinator who is supported by a central team responsible for
epidemiology, entomology, case management, monitoring and evaluation, information,
education and communication/behavior change communication (IEC/BCC), and finance and
administration. The NMCP collaborates with related programs of the Nation Directorate of
Public Health, namely Reproductive Health, Integrated Management of Childhood IlIness
(IMCI), Epidemiology, as well as the National Essential Drugs, National Institute for fight
against HIV/AIDs (INLS), National Institute of Public Health (INSP) and other Services and
Directorates of the MOH.

The NMCP has tried to strengthen its health infrastructure by reinvigorating its staff through
training and by placing national program officers (NPOs), hired under the Global Fund, in all 18
provinces. Due to delays in disbursement and payment of salaries, which were finally paid in
June 2012, retention of some of these malaria program officers has been problematic. At the
municipal level, municipal focal persons are responsible for monitoring and evaluation of
malaria program activities. The NMCP is now in the process of recruiting new provincial malaria
officials to coordinate all malaria activities in each of the 18 provinces.

Malaria diagnosis and treatment: The treatment of malaria in most MOH facilities in Angola is
based on clinical diagnosis. Malaria microscopy is only available in hospitals and larger health
centers and the quality of diagnosis varies considerably between sites. Rapid diagnostic tests
(RDTSs) are used in all health facilities whenever available. Historically, PMI and Global Fund
have been the major suppliers of RDTs; however the NMCP is planning to procure RDTs with
$5.56 of the $18 million it expects to receive from GRA. With the change in WHO guidance
related to malaria laboratory diagnosis, Angola has updated its strategic plan (2011 - 2015) to be
in line with international standards, which recommends that all suspected cases of malaria be
diagnosed parasitologically, using either microscopy or RDTs. The policy has been widely
disseminated in the form of NMCP circulars, but problems still exist in terms of scaling up high
quality parasitologic diagnosis of malaria. These include shortages of RDTs, limited laboratory
network, inadequate quality control procedures, and perhaps the greatest challenge — failure of
health workers to appropriately follow the results of laboratory and RDT testing when
prescribing treatment. Health workers generally do follow laboratory testing protocols, but may
not treat appropriately due to a lack of confidence in laboratory results. This seems to be a
particular problem in the capital, Luanda, where malaria prevalence is actually quite low, but
malaria is still perceived as a major problem due to an urban legend. In addition, the RDTs have
not yet been incorporated into the integrated management of childhood illness (IMCI) algorithm.

In October 2004, artemether-lumefantrine (AL) and artesunate-amodiaquine (AS/AQ) were
approved by the NMCP as alternative first-line drugs for the treatment of malaria, and
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implementation of that new policy began in public facilities in May 2006. NMCP decided to
introduce alternative first-line drugs because they include fewer tablets in an adult treatment
(making them easier to ingest) and because Coartem is not recommended for children under nine
months of age. Although most partners (including PMI) were not entirely convinced of the need
for so many “first-line” drugs (and this point was raised to the NMCP Director on several
occasions), nonetheless the NMCP has been adamant about having them.

During the fourth quarter of 2008, the NMCP made the decision to move to AL as the only first-
line drug for the treatment of uncomplicated malaria. In April 2010, NMCP launched Co-
Arsucam®, a co-formulated AS/AQ, as an alternative drug for the treatment of malaria. The
NMCP is also engaged in a large multi-center drug efficacy study of another ACT, a fix-dosed
formulation of dihydroartemisinin and piperaquine (DHP). The NMCP may include DHP as
another alternative treatment if the ongoing drug efficacy survey confirms the DHP product to be
effective and safe in the Angolan population and the drug is approved by an international
stringent review board or the WHO Prequalification of Medicines Program.

Intermittent preventive treatment of pregnant women: The intermittent preventive treatment for
pregnant women (IPTp) with two doses of sulfadoxine-pyrimethamine (SP) was adopted as
national policy in 2004. This policy currently applies to the entire country, including the
epidemic-prone areas in the south. According to reports from the Reproductive Health (RH)
Department, routine site visits indicate that the policy is being implemented in all functioning
antenatal clinics. These visits are conducted on routine basis by representative from RH,
Provincial Malaria Supervisors, and Malaria Provincial Officers. Supervision is conducted at all
health facilities that provide the essential health package, but not at health posts as they do not
have the capacity for ANC clinics. However, even if the policy is being implemented at facilities,
it is estimated that 69% of pregnant women in Angola will visit the ANC at least once, with the
proportion tending to be lower in rural areas. The 2011 MIS found that only 17.5% of women
reported taking at least two IPTp doses during their last pregnancy.

Insecticide-treated nets (ITN): The NMCP ITN strategy supports a market segmentation
approach, consisting of free distribution of nets to pregnant women and children under five and
commercial sector distribution in urban areas. The NMCP Strategy (2011-2015) adopted a
universal ITN coverage strategy defined as one ITN for every two residents. Because of very low
re-treatment rates for conventional nets, the GRA encourages the distribution of long-lasting
insecticide-treated nets (LLINS). Nets are classified as luxury goods and are subject to a tariff of
up to 50%; however, the United Nations Children’s Fund (UNICEF), DELIVER Task Order 7
Project and Population Services International (PSI) have waivers and are therefore not required
to pay tariffs.

Indoor residual spraying (IRS): Limited IRS was being carried out by some NGOs in Huambo
and Zaire Provinces before PMI and Global Fund began spraying in December 2005 and January
2006. The National Malaria Control Strategy for 2011-2015 supports the use of IRS for malaria
prevention in epidemic-prone areas and elsewhere in the country. Synthetic pyrethroids have
been the insecticides of choice to date. The GRA has banned the use of dichloro-diphenyl-
trichloroethane (DDT) and there seems to be no intention in lifting the ban in the near future.
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Epidemic detection and response: The National Epidemiological Surveillance System collects
weekly reports on clinically-diagnosed cases of malaria from the four epidemic-prone provinces
in the south: Namibe, Huila, Cunene, and Kuando Kubango. Since not all districts report on a
regular basis and there are delays in releasing reports to the NMCP, these weekly data are
currently of limited value for the detecting and containing malaria epidemics. With PMI support
through the World Health Organization (WHO) and RTI, malaria epidemic threshold systems
have been established in some municipal hospitals of three southern provinces (Huila, Namibe
and Cunene). Efforts are now focused on leveraging the existing polio surveillance system to
improve the weekly reporting system for malaria.

Larviciding

In 2001, Angola conducted a trial of anti-larval products in three provinces (Luanda, Cabinda
and Namibe), using two kinds of biological larvicide (Griselesf and Bactivec). Since 2008, all
municipalities of the country have anti-larval activities as part of their integrated vector control
programs that are being supported by the Government of Angola and carried out with technical
assistance from Cuban entomologists. As part of this activity, larval densities are analyzed,
larvacides are applied, and densities are re-evaluated post-application to determine larvaciding
efficacy. Since 2009, this program has applied larvicide to over four million square kilometers in
all 18 provinces, with efficacy ranging from 96.7% to 99.7% reduction in mosquito larvae.

Funding of malaria control activities

Funding of malaria control in Angola is provided primarily by the GRA, with contributions from
PMI, the Global Fund, WHO, UNICEF, World Bank, European Union and Japan International
Cooperation Agency (JICA). Some private partners, such as Exxon Mobil and Chevron, also
support specific projects.

NMCP’s budget is about $3.5 million per year. National hospitals in Luanda, the provincial
hospitals and some municipal and provincial governments receive budgets directly from the
GRA which also contributes to malaria prevention and treatment. In addition, the GRA has made
available $2 million per year to each municipal government for health programs. Municipal
governments can access these funds through a formal application process to the Ministry of
Health.

In 2007, Angola was awarded a $78 million Global Fund Round 7 malaria grant. The MOH is
the Principal Recipient, with WHO, UNICEF, and PSI as sub-recipients. A Program
Management Unit for the Global Fund grant has been established within the MOH. This grant
includes approximately $36 million for ITNs, $17 million for ACTs and case management, $19
million for general health systems strengthening, and $6 million for IEC, all over five years. The
total funding for Year 1 was $17.9 million and for Year 2 was $14.5 million. The grant was
signed in February 2009 and phase one of implementation was completed in October 2010.

In 2010, Angola successfully submitted a $111 million Round 10 Global Fund proposal. This
proposal includes approximately $42.5 million for ITNs, $17.0 million for ACTs and case
management, $21.7 million for diagnosis, $20.7 million for general health systems strengthening,
$1.3 million for IEC and $7.8 million for overhead and program management, all over five years.
The total funding for Year 1 is $21.0 million and for Year 2 is $19.4 million. It was decided to
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consolidate the Round 7 and Round 10 grants; the official start date for this grant is April 1,
2012, although, at the time of writing, funds had not been disbursed.

In an effort to fill some of the commodity gaps created by the delays in approval of the Round 7
Phase 2 and Round 10 Global Fund grants, the GRA has agreed to provide a total of $65 million
in funding to the HIV/AIDS, Tuberculosis, and Malaria Programs. This funding has already been
approved by the GRA. The NMCP will receive a total of $18 million, which includes $5.56
million for RDTs.

To date, Exxon Mobil has contributed $4.5 million to PMI to support the scale up of ACTs IPTp,
and RDTs through sub-grants under the World Learning Civil Society Strengthening Project to
five NGOs/FBOs that are working in eight provinces.

CURRENT STATUS OF MALARIA INDICATORS

When PMI began work in Angola in December 2005, no accurate, up-to-date information on
nationwide coverage of key malaria prevention and control measures was available. To provide
the NMCP with information on the status of their control efforts and to establish a baseline for
PMI in Angola, a nationwide MIS was conducted between November 2006 and April 2007 with
PMI and Global Fund support. This was the first nationwide health survey in more than 20 years
in Angola.

Although the MIS was carried out approximately nine months after PMI-supported IRS began in
southern Angola and three to four months after the large-scale measles-ITN campaign, this
survey represents the only available information on baseline coverage for the four major areas of
intervention as of early 2006. At the time the survey was conducted, ACT and IPTp
implementation had only just begun, so the figures reported for proportion of children under five
receiving an ACT and proportion of pregnant women receiving two doses of IPTp can be
considered accurate baselines for PMI. In the case of ITNs, where a large-scale campaign in
seven provinces had occurred several months prior to the survey, families interviewed were
asked specifically when they had received their bednets and an adjustment was made in the
calculations to take campaign nets into account in estimating the baseline ownership of ITNs.

In May 2008, the National Institute of Statistics carried out a third Multiple Indicator Cluster
Survey (MICS) as part of a much larger World Bank Household Income and Expenditure
Survey. Based on PMI review of the final results, it appears that there may have been significant
flaws in either the collection and/or analysis of the data, raising serious question about their
validity.

In 2010/2011 PMI contributed to a second nationwide MIS with an expanded sample size, to
provide up-to-date information on progress in malaria prevention and treatment activities.

14



The following table shows the baseline and follow-up results for the major indicators being used

by PMI:
PMI Baseline Information
Indicator 2006-2007 MIS 2010 - 2011 MIS

Households with at least one ITN 28%* 35%
Children und_er five: years old who slept under an 18% 26%
ITN the previous night
Preg_nant women who slept under an ITN the 2904 26%
previous night
Wo_men W_ho received two or more doses of IPTp 2 50 17 5%
during their last pregnancy in the last two years
Children under five years old with fever in the 1.5% 12%
last two weeks who received treatment with an '
ACT within 24 hours of onset of fever

*The estimated PMI baseline before the 2006 measles-ITN mass campaign was 11%

The table below shows parasitemia at baseline in 2006/2007 MIS compared with 2010/2011
MIS, and demonstrates a 50% reduction in parasitemia from 19.5% to 9.6%.

Malaria Transmission Zones | % Parasitemia 2006/2007 7 Tg:gﬁirtﬁir:;?j(;ﬁf)(nl
Hyperendemic 28.8 145
Mesoendemic stable 25.3 12.2
Mesoendemic -instable 18.7 7.2
Luanda City 55 1.7
Total (nationally) 19.5 9.6

Mortality rates for three five-year periods preceding 2006 MIS survey*

Years Calendar Neonatal | Post-neonatal Infant Child Under 5
prior to years mortality mortality mortality mortality mortality
survey (%) (%) (%) (%) (per 1,000)
0-4 2006-2011 23.4 26.4 49.9 42.8 90.6
5-9 2001-2006 32.2 34.4 66.7 55.5 118.4
10-14 1996-2001 28.5 36.8 65.3 55.7 117.4

*Preliminary data
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The table above shows that all-cause under five mortality decreased from 118 deaths per 1000
live births in 2001-2006 MIS to 91 deaths per 1000 live births in 2010/2011 MIS. This represents
a reduction of under-five deaths by 23%.

GOAL AND TARGETS OF THE PRESIDENT’S MALARIA INITIATIVE

Although it is historically accepted that 100% of Angola’s population is at risk of malaria,
transmission has been shown to be either absent or very low in the most heavily urbanized areas
of the capital, Luanda, where 20-25% of the country’s population resides. Thus, it is reasonable
to assume that only about 85% of the population of approximately 18 million (or around 15
million people) are at risk of malaria. PMI goal is to reduce the burden of malaria (illnesses and
deaths) by 70% compared with pre-PMI levels by the end of 2015.

PMI will assist the GRA to achieve the following targets in populations at risk of malaria:

1. More than 90% of households with a pregnant woman and/or child under five will own

one or more ITNs;

85% of children under five will have slept under a

n ITN the previous night;

85% of pregnant women will have slept under an ITN the previous night;

85% of houses in geographic areas targeted for IRS will have been sprayed;

85% of pregnant women and children under five will have slept under an ITN the

previous night or in a house that has been protected by IRS®;

7. 85% of women (in areas determined to be appropriate for IPTp use) who have completed
a pregnancy in the last two years will have received two or more doses of sulfadoxine-
pyrimethamine (SP) for IPTp during that pregnancy;

8. 85% of government health facilities will have ACTs available for the treatment of
uncomplicated malaria; and

S Uk wN

EXPECTED RESULTS — YEAR EIGHT
By the end of Year 8 of PMI in Angola, the following targets will have been met:

Prevention:

e The Universal Campaign to provide LLINSs to all sleeping spaces in Angola will have
been successful (with support by the GRA, Global Fund and PMI).

e PMI will contribute 515,000 nets to continue to provide free LLINS to children under five
and pregnant women through antenatal and child health clinics and municipal- and
province-wide campaigns in order to keep up the coverage rates required to control
malaria.

e At least 85% of houses targeted for IRS in Huila, Cunene, and Bié Provinces will have
been sprayed. A total of approximately 136,000 households will be sprayed, benefiting
more than 680,000 residents.

! Since transmission in southern Angola is highly seasonal, spraying will be done within three months before the
malaria transmission season.
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Treatment:

o A total of 750,000 RDTs will have been procured together with diagnostic reagents and
supplies to improve the proportion of patients with suspected malaria who receive a
laboratory diagnostic test.

o A total of 3 million AL treatments will have been procured by PMI to ensure appropriate
treatment for all patients diagnosed with malaria. This will contribute to the scale up of
ACTs to all government hospitals and health centers in all 18 provinces and is expected
to increase ACT coverage to 99% of all children under five nationwide.
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PREVENTION ACTIVITIES

Insecticide Treated Nets

Background

Long-lasting insecticide treated nets (LLINS) are a major component of the NMCP’s malaria
control strategy. The National Malaria Control Strategic Plan 2011-2015 has a target of universal
coverage (or one LLIN for every two people), with a particular focus on high-risk groups (such
as pregnant women and children under five years of age). Since 2005, almost six million LLINs
have been procured and distributed throughout the county, with multi-partner support from
Global Fund Rounds 3 and 7 grants, the GRA, PMI, UNICEF, PSI, JICA, UNITAID,
ExxonMobil and Malaria No More. According to the 2006 MIS, only about 11% of households
owned one or more ITNs; the 2011 MIS showed an improvement to 35% but still well below
PMI target of 85% coverage.

In 2006, the Angolan government requested that health campaigns be organized at the municipal
level to avoid interference with routine health service delivery. Free net distribution is currently
carried out as part of Municipal Health Days. The majority of PMI nets are distributed free-of-
charge in the eight provinces where PMI-supported NGOs are operating. These NGOs distribute
the nets to the communities and child health clinics targeting pregnant women and children under
five years of age.

Social marketing is another component of the GRA’s LLIN strategy. PMI supports social
marketing to improve target populations’ access to essential health commodities and services,
such as LLINs. Social marketing in Luanda helps to ensure that nets are available to those who
can afford them, and avoids allocation of nets intended for the nationwide distribution campaign
being absorbed by Luanda (where the MIS recorded very little malaria). Product distribution of
LLINs focuses on urban and peri-urban areas, where most Angolans live. Clients are able to
choose from a variety of nets, which are sold for Kz 250 — Kz 800 (US $2.50 — US $8.00),
depending on the type and quality of net.

The costs of LLIN distribution in Angola are higher than in most other PMI countries. According
to UNICEF, the cost for net distribution activities to the household level is approximately $10-11
per net. This cost includes: LLIN delivery to Luanda; port clearance, warehousing, and
transportation to the district level; and training, IEC/BCC, and monitoring and evaluation.

Progress during last 12 months

In FY 2011, PMI procured a total 1,011,800 LLINs. PMI supported UNICEF to procure 304,200
LLINs and distribute to 39 municipalities in six provinces (Bengo, Bié, Cunene, Kuando
Kubango, Moxico, and Zaire). The LLINs were distributed to the level of the municipal health
authorities. However, distribution of LLINs from the municipal warehouses to health centers and
communities was programmed with municipal funds, with UNICEF providing technical
assistance to the MOH in terms of micro-planning and logistics. Although progress in
distributing LLINS to the facility level has been slow, the nets are being distributed (see table
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below).

Quantities of LLINs Currently Stored at Provincial Warehouses

(as of August 2012)

Province Received Distributed Balance
Bengo 11,500 4,200 7,300
Bié 127,300 0 127,300
Cunene 43,300 17,200 26,100
Kuando Kubango 39,200 37,290 1,910
Moxico 58,200 17,229 26,371
Zaire 24,700 23,400 1,300
TOTAL 304,200 99,319 204,881

UNICEF is supporting the integration of malaria control in the MoH program of the
revitalization of municipal health services. In the six provinces where PMI LLINs were
distributed, as well as in Huila Province, UNICEF supports NMCP’s provincial micro-planning
for the distribution of LLINs to communities. These nets listed in the table above have been
distributed to the municipal authorities and funds have been provided for training and
distribution to end users. UNICEF supports routine distribution of LLINSs at health centers during
routine immunization and ANC clinics targeting children under five and pregnant women.

PMI funded the procurement and campaign distribution of 630,000 LLINs through non-
governmental organizations (NGOs) working in eight provinces (Benguela, Huambo, Huila,
Kwanza Norte, Kwanza Sul, Malange, Uige and Zaire). These NGOs, working with the local
provincial and municipal health authorities, selected municipalities that could be completely
covered with their nets under the universal coverage strategy. The distribution was initiated by
household registration during which households received vouchers equivalent to one bed net for
every two persons. Household members later redeemed the vouchers at a central location. None
of the nets procured by PMI were distributed to the capital, Luanda, where a PMI-supported
study demonstrated very low malaria transmission.

In addition, 300,000 LLINs were allocated for social marketing. The scope of the social
marketing activities is national, with focus on urban and peri-urban centers, particularly hyper-
endemic areas of Cabinda, Uige, Malange, Kwanza Norte, Lunda Norte, Lunda Sul, and
Huambo. Outlets are established in and around schools, churches and community centers.

To date, the NMCP and PMI’s strategy of limited LLIN distribution has been focused on
reducing mortality by the most vulnerable population, pregnant women and children. Since
initial coverage of LLINs was low, this strategy would never result in coverage levels required to
control and eventually eliminate malaria in Angola. PMI had been encouraging the GRA to
revise its strategy to include a universal campaign. The recent (July 2012) decision of the NMCP
to conduct a national universal LLIN campaign will use all nets remaining in municipal
warehouses as well as any other nets available. The universal campaign will include a door-to-
door canvasing of all households in Angola to determine the number of functional nets in use and
required. The campaign will b