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 2019
appropriation. If any further changes are made to this plan it will be reflected in a revised
posting.
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I. EXECUTIVE SUMMARY

When it was launched in 2005, the goal of the U.S. President’s Malaria Initiative (PMI) was to reduce
malaria-related mortality by 50 percent across 15 high-burden countries in sub-Saharan Africa through a
rapid scale-up of four proven and highly effective malaria prevention and treatment measures:
insecticide-treated mosquito nets (ITNs); indoor residual spraying (IRS); accurate diagnosis and prompt
treatment with artemisinin-based combination therapies (ACTSs); and intermittent preventive treatment
of pregnant women (IPTp). With the passage of the Tom Lantos and Henry J. Hyde Global Leadership
against HIV/AIDS, Tuberculosis, and Malaria Act in 2008, PMI developed a U.S. Government Malaria
Strategy for 2009—2014. This strategy included a long-term vision for malaria control in which sustained
high coverage with malaria prevention and treatment interventions would progressively lead to malaria-
free zones in Africa, with the goal of worldwide malaria eradication by 2040-2050. Consistent with this
strategy and the increase in annual appropriations supporting PMI, four new sub-Saharan African
countries and one regional program in the Greater Mekong Subregion of Southeast Asia were added in
2011. The contributions of PMI, together with those of other partners, have led to dramatic
improvements in the coverage of malaria control interventions in PMI-supported countries, and all 15
original countries have documented substantial declines in all-cause mortality rates among children less
than five years of age.

In 2015, PMI launched the next six-year strategy, setting forth a bold and ambitious goal and objectives.
The PMI Strategy for 2015-2020 considers the progress over the past decade and the new challenges that
have arisen. Malaria prevention and control remains a major U.S. foreign assistance objective and PMI’s
Strategy fully aligns with the U.S. Government’s vision of ending preventable child and maternal deaths
and ending extreme poverty. It is also in line with the goals articulated in the Roll Back Malaria
Partnership’s second generation global malaria action plan, Action and Investment to Defeat Malaria
2016-2030: For a Malaria-Free World and the World Health Organization’s (WHO’s) updated Global
Technical Strategy: 2016-2030. Under the PMI Strategy 2015-2020, the U.S. Government’s goal is to
work with PMI-supported countries and partners to further reduce malaria deaths and substantially
decrease malaria morbidity, towards the long-term goal of elimination.

In 2017, consistent with an increase in annual appropriations, PMI again launched new country
programs in Cameroon, Cote d'lvoire, Niger, and Sierra Leone, and expanded an existing program in
Burkina Faso to PMI focus country status. With the addition of these new focus countries, PMI now has
programs in 24 countries in sub-Saharan Africa, in addition to two bilateral programs and targeted
support in the Greater Mekong Subregion in Asia.

Nigeria began implementation as a PMI focus country in fiscal year (FY) 2011.

This FY 2019 Malaria Operational Plan presents a detailed implementation plan for Nigeria, based on
the strategies of PMI and the National Malaria Elimination Program (NMEP). It was developed in
consultation with the NMEP and with the participation of national and international partners involved in
malaria prevention and control in the country. The activities that PMI is proposing to support fit in well
with the 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) malaria grants. This document briefly reviews the current
status of malaria control policies and interventions in Nigeria, describes progress to date, identifies
challenges and unmet needs to achieving the targets of the NMCP and PMI, and provides a description
of activities that are planned with FY 2019 funding.



The proposed FY 2019 PMI budget for Nigeria is $65 million. PMI will support the following
intervention areas with these funds:

Entomologic monitoring and insecticide resistance management: The Nigerian National Malaria
Strategic Plan (NMSP) 2014-2020 calls for the establishment of at least three vector surveillance
sentinel and insecticide resistance monitoring sites in each of the six geopolitical zones (within five
ecological zones) to inform insecticide selection. PMI began supporting entomological monitoring in
2011 in Nasarawa State, and expanded monitoring activities to six states across all of Nigeria’s five
ecological zones in 2013. Entomological monitoring provides monthly data on vector density and annual
data on insecticide susceptibility. In FY 2018, PMI continued longitudinal entomological surveillance in
eight sites located in seven PMI-supported states and intensified insecticide resistance monitoring. In
each state four local government areas were sampled for insecticide resistance monitoring with
longitudinal monitoring of abundance, species composition, and infection status carried out in one local
government area in each site.

With FY 2019 funding, PMI will continue to monitor key entomological indicators in these sites to
guide further PMI interventions in the country. Insecticide resistance monitoring will be implemented in
all PMI-supported states to inform ITN procurement decisions. PMI will also continue support for
training and equipment procurement in order to build capacity for entomological expertise at the
national, state, and local levels.

Insecticide-treated nets: The NMSP 2014-2020 objective is to achieve universal coverage with ITNs.
Universal coverage is defined as one ITN for every two persons. PMI’s goal is to support the NMEP in
achieving and maintaining its targets for ITN coverage and use, especially in PMI-supported states. PMI
supports mass ITN campaigns every three to four years, as well as the strengthening of continuous
distribution channels, including antenatal care (ANC) and immunization clinics. From December 2013
to May 2018, the NMEP and its partners distributed more than 72 million ITNs through mass
campaigns, including over 35.7 million ITNs in all 11 PMI-supported states.

Data from two Nigeria Malaria Indicator Surveys (NMIS) show ownership of at least one ITN in a
household increased substantially from 8 percent nationally in 2010 to 69 percent in 2015. The average
number of ITNs per household doubled from 0.8 to 1.6 (2015 NMIS). Eight of the 11 PMI-supported
states had higher ownership of at least one ITN per household than the national average. The percentage
of the total population that slept under an ITN increased from 23 percent in 2010 to 37 percent in 2015.

With FY 2019 funds, PMI will procure approximately 2.1 million ITNs to fill the gap for the mass
campaign distribution in Oyo State, and distribute 6.3 million ITNs through mass campaigns in Benue
and Zamfara. If additional resources are made available, PMI will support continuous distribution in the
11 PMI-supported states.

Indoor residual spraying: PMI supported a two-year IRS demonstration program in Nasarawa State
from 2011 to 2013. While the NMSP 2014-2020 calls for scaling-up of IRS to cover at least 40 percent
of areas with high malaria transmission, IRS is currently only carried out in a limited number of LGAS
in some states with local funds. Due to the cost and the limited government investment, the consensus
from the development partners is not to encourage the government to prioritize this activity. PMI has no
plans to support IRS activities in Nigeria with FY 2019 funding.

Malaria in pregnancy: The NMSP 2014-2020 reflects the WHO policy of: (1) providing IPTp at every
ANC visit after the first trimester with four weeks between doses, (2) providing an ITN during the first
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ANC visit, and (3) prompt appropriate management of malaria illness during pregnancy. The 2015
NMIS reported an increase in the percentage of pregnant women who received two or more doses of
sulfadoxine-pyrimethamine (SP) from 13 percent in 2010 to 37 percent in 2015; however, effective
scale-up of IPTp continues to be a challenge in Nigeria. The factors that contribute to the low uptake of
IPTp in public health facilities include missed opportunities at ANC, non-availability of SP, restrictions
that limit non-pharmacy health workers’ ability to dispense SP, low ANC attendance rates, and poor
quality of ANC service delivery.

To address these challenges, PMI has procured SP for IPTp as part of focused ANC support in the 11
PMI-supported states. PMI also supported scale up of the implementation of the WHO IPTp policy,
establishment of MIP working groups at national- and state-levels, development and distribution of job
aids on IPTp, and initiated processes for addressing missed opportunities for IPTp delivery.

With FY 2019 funding, PMI will procure 2 million SP treatments for PMI-supported states. PMI will
also continue to support capacity building for health workers, advocate for states to address missed
opportunities for IPTp, advocate for state domestic resources to procure SP, and focus on interpersonal
communication innovations for health workers.

Seasonal malaria chemoprevention: The NMSP 2014-2020 recommends seasonal malaria
chemoprevention in nine states in the Sahel region. With funding from the GiveWell Foundation, the
Malaria Consortium is supporting seasonal malaria chemoprevention implementation in Sokoto, Jigawa,
Katsina, and Zamfara States.

With FY 2016 funds, PMI procured 1,689,300 treatments of sulfadoxine-pyrimethamine + amodiaquine
(SP+AQ). PMI is partnering with the Malaria Consortium to implement 2018 seasonal malaria
chemoprevention in Sokoto and Zamfara. PMI will provide 844,650 treatments and the Malaria
Consortium will support implementation using other donor funds. PMI will carry over the remaining
doses for implementation in 2019. The partnership will continue in 2019 with an additional 1,689,300
treatments procured with FY 2018 funding, for a total of 2,533,950 treatments.

With FY 2019 funding, PMI will build upon activities already supported in Sokoto and Zamfara States
and procure an additional 2.5 million SP+AQ treatments. PMI will support state-level implementation of
these activities, targeting 633,000 children (30 percent of those eligible). If additional support becomes
available, PMI will support expansion to all eligible children (2,111,553) in the two states. PMI will also
advocate for states to fund all state-level implementation costs.

Case management: The Nigerian National Guidelines for Diagnosis and Treatment of Malaria aligns
with WHO recommendations on universal diagnostic testing and treatment with an ACT. Since PMI
began in Nigeria, case management support has been directed at the following key areas: (1)
procurement and distribution of diagnostic and treatment commodities; (2) training and supervision of
laboratory and clinical care personnel in accurate malaria diagnostics and appropriate treatment; and (3)
implementation of quality assurance systems for malaria diagnostics. Since 2011, PMI has supported the
scale-up of quality-assured case management for malaria across supported states through collaboration
with the NMEP and other donors. High priority was given to increasing diagnostic testing rates and
adherence to test results, as ACT is available at most service delivery points. PMI supported case
management implementation through procurement and distribution of about 22.8 million rapid
diagnostic tests and 51.7 million ACTs to public health facilities. PMI also supported enhanced capacity
of service providers in malaria parasitological diagnosis. Improving quality assurance was a focus for
PMI while strengthening quality of microscopy at secondary and tertiary facilities. PMI also supported
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improvements in management of severe malaria through procurement of injectable artesunate, capacity
building of senior health providers, and clinical mentoring in line with revised WHO treatment
guidelines.

With FY 2019 funding, PMI will scale up malaria case management from 3,977 to 5,942 health facilities
representing 64 percent coverage within focus states with provision of malaria commodities and
laboratory reagents, case management training/refresher training, supportive supervision, and diagnostic
quality assurance/quality control. PMI will procure and distribute approximately 20 million rapid
diagnostic tests and 20 million ACTs to help meet the projected need in PMI-supported states for
management of uncomplicated malaria. PMI will also procure 500,000 injectable artesunate vials for
treatment of severe malaria, support therapeutic efficacy studies, and work to prevent commodity
stockouts through routine health information and logistic systems.

Pharmaceutical management: The fifth objective of NMSP 2014-2020 is to ensure the timely
availability of appropriate antimalarial medicines and commodities that are required for the prevention
and treatment of malaria. PMI has supported a logistics system for distribution of malaria commodities.
The support included quantification and procurement planning, procurement and storage of
commodities, distribution to state and health facilities, and end-use verification surveys to monitor stock
levels and decrease the risk of stockouts, excesses, and leakages. To address supply chain challenges,
Nigeria, in collaboration with donors, has rolled out the Nigeria Supply Chain Integration Project, under
the National Product Supply Chain Management Program, Food and Drug Services Department of the
Federal Ministry of Health. PMI funding has supported the establishment of logistics management
coordination units in the 11 PMI-supported states.

With FY 2019 funding, PMI will continue to distribute malaria commodities (excluding ITNs) though
regional/axial stores of the Nigeria Supply Chain Integration Project, while strengthening the capacities
of state logistics management coordination units. PMI will support the roll out and operations electronic
logistics management information systems and further integrate those systems and district health
information systems for improved data quality for decision-making and forecasting needs. PMI will also
support a track and trace pilot for ACTs using GS1 data standards. FY 2019 funding will continue to
support laboratories associated with the National Agency for Food and Drug Administration and Control
and quality monitoring of antimalarial medicines. PMI Nigeria plans to transition secondary hospitals in
selected states back to drug revolving funds for ACTSs.

Social and behavior change communication: Nigeria’s Advocacy, Communication, and Social
Mobilization Guidelines for malaria recommend various channels of communication based on target
audience. Malaria educational messages generally reach households using radio, television, community
drama, printed materials, community and religious leaders, and through community support groups and
household visits by volunteers. Nationwide surveys have shown that there is widespread knowledge of
malaria interventions; however, there are misconceptions about the cause and ways to manage malaria.
Since 2011, PMI has provided support for social and behavior change communication across all key
malaria interventions.

With FY 2019 funds, PMI will continue to support an overarching national “malaria-free”
communications campaign, as well as other integrated health campaigns to increase the utility of malaria
control interventions at the national, state, and local levels. State and local government activities will
focus on transmitting malaria messages in local languages through the use of radio and community
volunteers to reinforce messages and address barriers to behavior change among priority sub-
populations. PMI social and behavior change communication activities will also prioritize healthcare
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worker behaviors, especially those within the public sector, to identify opportunities for improving
attitudes, norms, and malaria case management practices.

Surveillance, monitoring, and evaluation: Surveillance, monitoring, and evaluation is an integral part
of the NMSP 2014-2020, with one of the primary objectives focusing on routine collection and reporting
of malaria data and use of such data for program improvement. Evidence-based decision-making
requires a strong and functional surveillance, monitoring, and evaluation system that provides good
quality data. PMI supports strengthening the routine health information system at various levels. Both
periodic population-based surveys, such as the Malaria Indicator Survey (2015 NMIS), and facility-
based surveys are used to measure the status of key malaria indicators. Since 2011, PMI has supported
health management information system strengthening at national and state levels, which has led to
significant improvement in completeness and timeliness of routine data reported in PMI-supported
states. With funding from PMI and partners, the National Bureau of Statistics implemented the 2015
NMIS from October 2015 through November 2015. The country saw a marked decrease in malaria
prevalence measured by microscopy in children age 6-59 months (42 percent in 2010; 27 percent in
2015; a relative difference of 36 percent).

With FY 2019 funds, PMI Nigeria’s surveillance, monitoring, and evaluation activities will continue to
rely on a combination of routine malaria data collected through the health management information
system and logistics management information system, household surveys, health facility surveys and
assessments, and information from partners. PMI will also continue to strengthen the routine health
information system at the health facility, local government area, state, and national levels through a
harmonized health management information system (the District Health Information Software version 2
[DHIS2] application). There will be an increased focus on data analysis through triangulation and
mapping, and a move towards targeting interventions based on the results.

Operational research: The NMSP 2014-2020 proposed earmarking funding from the NMEP
monitoring and evaluation budget for operational research. In 2014, the NMEP and development
partners held a scientific meeting to identify priority areas across the core interventions. PMI will work
with the NMEP and other development partners to analyze and use health management information
system, NMIS, and Demographic and Health Survey data, as well as revisit the NMEP operational
research prioritized list to identify areas for PMI support. The responsibility for resource mobilization
lies with the NMEP. No FY 2019 funds are requested for operational research.

Other Health Systems Strengthening: PMI supports a broad array of health system strengthening
activities that cut across integrated vector management, case management, procurement and supply
management, and surveillance, monitoring, and evaluation.

With FY 2019 funds, PMI will work with other development partners to strengthen capacities at the
national and state level in effective program management. PMI funds will also be used to strengthen the
capacity of facility and operational-level staff in malaria case management; prevention of malaria in
pregnancy; entomological monitoring; and surveillance, monitoring, and evaluation. In addition, PMI
will continue to provide support for the Nigeria Field Epidemiology and Laboratory Training Program,
which builds capacity of health workers in epidemiology and disease outbreak investigations. To
increase domestic investment in malaria and primary health care, PMI, through the USAID Health,
Population, and Nutrition Office is developing a memoranda of understanding with state governments
that specifies increasing inputs required from state governments annually, with clear benchmarks and a
process for reviewing progress against these agreements every six months, initiating the path to
sustainability and self-reliance.



Il. STRATEGY

1. Introduction

When it was launched in 2005, the goal of the U.S. President’s Malaria Initiative (PMI) was to reduce
malaria-related mortality by 50 percent across 15 high-burden countries in sub-Saharan Africa through a
rapid scale-up of four proven and highly effective malaria prevention and treatment measures:
insecticide-treated mosquito nets (ITNs); indoor residual spraying (IRS); accurate diagnosis and prompt
treatment with artemisinin-based combination therapies (ACTSs); and intermittent preventive treatment
of pregnant women (IPTp). With the passage of the Tom Lantos and Henry J. Hyde Global Leadership
against HIV/AIDS, Tuberculosis, and Malaria Act in 2008, PMI developed a U.S. Government Malaria
Strategy for 2009-2014. This strategy included a long-term vision for malaria control in which sustained
high coverage with malaria prevention and treatment interventions would progressively lead to malaria-
free zones in Africa, with the goal of worldwide malaria eradication by 2040-2050. Consistent with this
strategy and the increase in annual appropriations supporting PMI, four new sub-Saharan African
countries and one regional program in the Greater Mekong Subregion of Southeast Asia were added in
2011. The contributions of PMI, together with those of other partners, have led to dramatic
improvements in the coverage of malaria control interventions in PMI-supported countries, and all 15
original countries have documented substantial declines in all-cause mortality rates among children less
than five years of age.

In 2015, PMI launched the next six-year strategy, setting forth a bold and ambitious goal and objectives.
The PMI Strategy for 2015-2020 considers the progress over the past decade and the new challenges that
have arisen. Malaria prevention and control remains a major U.S. foreign assistance objective and PMI’s
Strategy fully aligns with the U.S. Government’s vision of ending preventable child and maternal deaths
and ending extreme poverty. It is also in line with the goals articulated in the Roll Back Malaria (RBM)
Partnership’s second generation global malaria action plan, Action and Investment to Defeat Malaria
2016-2030: For a Malaria-Free World and the World Health Organization’s (WHO’s) updated Global
Technical Strategy: 2016-2030. Under the PMI Strategy 2015-2020, the U.S. Government’s goal is to
work with PMI-supported countries and partners to further reduce malaria deaths and substantially
decrease malaria morbidity, towards the long-term goal of elimination.

In 2017, consistent with an increase in annual appropriations, PMI again launched new country
programs in Cameroon, Cote d'lvoire, Niger, and Sierra Leone, and expanded an existing program in
Burkina Faso to full PMI focus country status. With the addition of these new focus countries, PMI now
has programs in 24 countries in sub-Saharan Africa, in addition to two bilateral programs and targeted
support in the Greater Mekong Subregion in Asia.

Nigeria began implementation as a PMI focus country in fiscal year (FY) 2011.

This FY 2019 Malaria Operational Plan (MOP) presents a detailed implementation plan for Nigeria,
based on the strategies of PMI and the National Malaria Elimination Program (NMEP). It was developed
in consultation with the NMEP and with the participation of national and international partners involved
in malaria prevention and control in the country. The activities that PMI is proposing to support fit in
well with the 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) malaria grants. This document reviews the current status of
malaria control policies and interventions in Nigeria, describes progress to date, identifies challenges
and unmet needs to achieving the targets of the NMCP and PMI, and provides a description of activities
that are planned with FY 2019 funding.
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2. Malaria situation in Nigeria

Nigeria is the most populous country in Africa, with a projected total population of approximately 209
million for 2019 and 216 million for 2020 (National Population Commission, 2006, projected with an
estimated annual growth rate of about 3.2 percent). It comprises six geopolitical zones (North West,
North East, North Central, South West, South South, and South East), 36 states (plus the Federal Capital
Territory of Abuja), 774 local government areas (LGAs) with an average population of about 270,000
residents per LGA, and 8,812 wards. Each state has an elected governor, an executive council, and a
house of assembly with the power to enact state laws. State governments have substantial autonomy and
exercise considerable authority over the allocation and utilization of their resources, limiting the
influence of the federal government over state and local government affairs.

Nigeria is ranked 152 out of 188 countries on the 2016 United Nations Development Program Human
Development Index*. According to the 2016 report, Nigeria maintained the same status as 2015. The
2015 ranking data represents only a two-point positive change from the 2014 ranking data. Under-5
mortality is estimated at 128 per 1,000 live births and maternal mortality is estimated at 576 per 100,000
live births according to 2013 Nigeria Demographic and Health Survey (DHS). Nearly all health and
socioeconomic indicators are significantly better in the south of the country, than in the north. For
example, under-5 mortality rates are about one and a half times higher and maternal mortality rates are
three times higher in some northern zones than in the rest of the country. The South West Zone has the
lowest under-5 mortality. The country’s gross domestic product increased during the past decade, with
oil revenues as the main driver of the economy. However, falling oil and gas prices in the world market
are affecting the Nigerian economy, and the local currency, the Naira, has come under severe pressure,
which is linked to a decrease in supply of petrodollars. Overall, economic growth of the past decade has
not improved the welfare of the majority of the population nor has it affected the high incidence of
poverty.

Malaria is transmitted throughout Nigeria, with 76 percent of the population living in high transmission
areas and 24 percent in low transmission areas®. Five ecological zones define the intensity and
seasonality of transmission and mosquito vector species: mangrove swamp, rainforest, Guinea-
savannah, Sudan-savannah, and Sahel-savannah. These various ecological zones with mosaics are
distinguished by rainfall and other climatic conditions. The rainfall duration ranges from about three
months in the Sahel-savannah to nine months in the mangrove swamps and rainforest. These climatic
patterns affect vegetation and most flora and fauna are differentiated across the ecological zones.

The National Malaria Strategic plan recommends at least three entomological sentinel sites, which will
generate data on vector bionomics and insecticide susceptibility, per geopolitical zone (in relation to the
five ecological zones). The duration of the transmission season ranges from year-round transmission in
the south to three months or less in the north. Plasmodium falciparum is the predominant malaria
species. The primary vector across most of the country is Anophele (An.) gambiae s.s. The data from the
2017 Nigeria Entomology Report showed that An. gambiae s.s. was the predominant member of the An.
gambiae complex, varying from 48 percent in the arid/semi-arid Sahel to 89 percent in the mangrove
swamps on the coast. An. arabiensis was the other member of the complex identified by polymerase
chain reaction but was absent in the Ebonyi sentinel sites. Overall, 66 percent of mosquitoes with
sporozoites that tested positive with polymerase chain reaction were An. gambiae s.s., while An.
arabiensis represented 16 percent, indicating that both species transmit malaria in Nigeria.

! Human Development Report 2016: http://hdr.undp.org/sites/default/files/2016_human_development_report.pdf
2 World Malaria Report 2017, Geneva, World Health Organization 2017
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According to the WHO World Malaria Report 2017, Nigeria contributed to 27 percent of global malaria
burden in 2016 and accounts for 23 percent of the global estimated malaria deaths. The Verbal
Autopsy/Social Autopsy Survey® conducted in 2014 reported that malaria, diarrheal disease, and
pneumonia were the leading causes of deaths among children ages 1 — 59 months. With a major
symptom of malaria being fever, the prevalence of fever care-seeking serves as a proxy for malaria care-
seeking behavior. The 2015 Nigeria Malaria Indicator Survey (NMIS) reported a fever prevalence of 41
percent in children in the two weeks before the survey. Of those with fever, 66 percent sought advice or
treatment, and among those with fever who sought care, only 30 percent went to the public sector.

Microscopy data from the 2015 NMIS show that the prevalence of malaria parasitemia in children
under-5 years of age is 27 percent, with wide regional differences (Figure 1). Parasite prevalence ranges
from 14 percent in the South East Zone to 37 percent in the North West Zone. The prevalence of malaria
parasitemia in rural populations is three times that in urban populations (36 percent vs. 12 percent) and
when compared to the highest socioeconomic group, the prevalence among children in the lowest
socioeconomic group is 10 times higher (43 percent vs. 4 percent).

Figure 1: Map of Malaria Parasitemia Prevalence in Children 6 to 59 Months by Microscopy,
2015 NMIS

Malaria Prevalence in Children 6-59 Months by Microscopy
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® National Population Commission (Nigeria), Federal Ministry of Health of Nigeria, National Bureau of Statistics (Nigeria),
and Institute for International Programs at Johns Hopkins Bloomberg School of Public Health. A verbal/social autopsy study
to improve estimates of the causes and determinants of neonatal and child mortality in Nigeria, 2014. Abuja, Nigeria, and
Baltimore, Maryland, USA. 2016.
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3. Country health system delivery structure and Ministry of Health organization

The public health care system is divided into three tiers, each associated with one of the administrative
levels of government: federal, state, and LGA. While the 774 LGAs are the constitutionally-designated
providers of primary health care, they are the weakest level of the health care system. In addition to the
Federal Ministry of Health (FMoH), the National Primary Health Care Development Agency, a
centrally-funded agency, has the mandate to support the promotion and implementation of high-quality
and sustainable primary healthcare. This agency is particularly active in the development of community-
based systems and functional infrastructure as well as ensuring that infants are fully immunized against
vaccine-preventable diseases. The federal health budget covers tertiary care and disease control
programs, including malaria control, while state health budgets pay for secondary care and LGA or
National Primary Health Care Development Agency budgets cover primary healthcare. The amount of
government spending on health and malaria is difficult to determine, as funding levels vary and actual
spending does not always match the original budget. National Health Accounts have been developed,
but available reports are out of date. It is generally believed that the government spends less than 5
percent of its national budget on health. In 2014, the National Health Act was signed into law. The
National Health Act establishes a Basic Health Care Fund to be financed from a Federal Government
Annual Grant of not less than one percent of its Consolidated Revenue Fund, supplemented by grants
from international donor partners, as well as other sources. The act provides a framework for the
regulation, development, and management of a national health system and sets standards for rendering
health services in the federation.

Nigeria has an estimated 34,173 health facilities: 30,098 primary facilities, 3,992 secondary facilities,
and 83 tertiary facilities. The private sector constitutes approximately 33 percent of all health facilities in
Nigeria. Private health facilities include private, not-for-profit and private, for-profit organizations.

Nigeria’s public health system challenges include:

= |nadequate, inaccessible, and poor quality service delivery, particularly at the periphery, where
most primary health care facilities offer only a limited package of services due to limited
availability of trained health workers;

= Poor quality services, often due to insufficient infrastructure, unskilled or lack of available health
care providers, and/or inadequate supply of essential commodities;

= Lack of necessary referral linkages between different levels of health care;

= Weak logistics systems for commodities depending on donor funding and contractors to operate
the system;

= Poorly maintained infrastructure, with many buildings and equipment in need of repair and/or
maintenance;

= Corruption, including through embezzlement from health budgets, health insurance fraud,
fraudulent drug procurement, or bribes extorted at the service delivery level,

= Weak institutional capacity with inadequate supervision of health services;

= Limited availability of health workers, and poor deployment in the rural health facilities.

= [|nsufficient financial investment by the Government of Nigeria at both the federal and state
level, as investments made are largely through loans from the World Bank, the African
Development Bank, and the Islamic Development Bank.

Led by a coordinator, the NMEP consists of about 120 staff members and is divided into six branches:
Program Management; Procurement and Supply Management; Integrated VVector Management; Case
Management; Surveillance, Monitoring, and Evaluation; and Advocacy, Communication, and Social
Mobilization (ACSM). At the national level, the NMEP is responsible for establishing policies,
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developing guidelines, coordinating partners and activities, and monitoring program implementation.
Each state has a State Malaria Elimination Program, with a coordinator and staff, and each LGA has a
Malaria Program Officer (a local civil servant), who oversees malaria activities in his or her area.

The private healthcare system provides care for a substantial proportion of the Nigerian population. It
consists of tertiary, secondary, and primary healthcare facilities, as well as pharmacies, proprietary
patent medicine vendors (PPMVs), and unregistered drug sellers. Approximately 76 percent of all
secondary facilities and about 28 percent of primary healthcare facilities are private. Sixty-six percent of
all fever cases seek treatment first in the private sector (2015 NMIS). Services provided by the private
sector may be subsidized, as in missionary health facilities, or provided at full-cost, as in for-profit,
privately owned clinics and hospitals. The latter are more common in urban areas. In rural areas, about
two-thirds of the population lives within five kilometers of a primary health care clinic. The estimated
34,173 health facilities nationwide are fairly evenly distributed between urban and rural areas.

Through 2017, the total number of public health facilities in the 11 PMI-supported states was around
8,689, of which PMI has supported 3,534 facilities (41 percent). All health facilities in Nigeria receive
support from the states and LGAs. PMI support for states, LGAs, and facilities is intended to fill critical
gaps without becoming a substitute for resources from the Government of Nigeria (GoN). The focus and
level of funding of PMI support in each state is guided by the availability of other donors and the
capacity of the state and national governments to provide resources for malaria. PMI works closely with
each state, as well as other partners to assess needs and set priorities, which vary from state to state.

4. National malaria control strategy

The National Malaria Strategic Plan (NMSP) 2014-2020 is based on the National Strategic Health
Development Plan 2010-2015 and aligns with national health and development priorities. The strategy
outlines the provision of a comprehensive package of integrated malaria prevention and treatment
services through the community, primary, secondary, and tertiary levels. The strategy also defines the
roles of each healthcare cadre/level relative to malaria control and case management across all
healthcare services including public, private, and traditional health providers.

With the vision of achieving a malaria-free Nigeria and the goal of reducing malaria burden to very low
levels and bringing malaria-related mortality to zero, the objectives of the NMSP 2014-2020 are to:
= Provide at least 80 percent of targeted populations with appropriate preventive measures by
2020.
= Test all care-seeking persons with suspected malaria using rapid diagnostic tests (RDTs) or
microscopy by 2020.
= Treat all individuals with confirmed malaria seen in public or private facilities with effective
antimalarial drugs by 2020.
= Provide adequate information to all Nigerians such that at least 80 percent of the population
habitually takes appropriate malaria preventive and treatment measures as necessary by 2020.
= Ensure the timely availability of appropriate antimalarial medicines and commaodities required
for the prevention and treatment of malaria in Nigeria wherever they are needed by 2018.
= Ensure at least 80 percent of health facilities in all LGASs report routinely on malaria by 2020,
that progress is measured, and that evidence is used for program improvement.

Under the strategic plan, the GoN supports the provision of ITNs, IRS, larval source management, IPTp,
seasonal malaria chemoprevention (SMC), and diagnosis and treatment of uncomplicated malaria
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through routine health services and integrated community case management (iCCM). The strategy also
supports the treatment of severe malaria using injectable artesunate.

The NMSP 2014-2020 emphasizes the strengthening of public-private partnerships across intervention
areas. Of note are planned collaborations with corporate organizations in the implementation of IRS and
IPTp, the integration of the commodity logistics system, the improvement of malaria case management
in private health facilities, including proprietary patent medicine vendors (PPMVSs), and the procurement
of locally produced ITNs. In 2017, the GoN expressed renewed interest in procuring locally
manufactured ITNs. For the first time, the Global Fund procured 250,000 ITNs from a local
manufacturer called Roses Garment that is affiliated with Tana Industries.

5. Updates in the strategy section

In March 2016, the framework for the second National Strategic Health Development Plan 2017-2021
was initiated at the fifty-eighth National Council for Health, the highest coordination body for the health
sector in Nigeria. The framework, which focused on 15 priority areas, was used by the government at
both state and federal levels to develop plans which were then consolidated into a single national
strategy. The National Strategic Health Development Plan 2017-2012 has been validated and will be
endorsed at the sixty-first National Council for Health in June 2018.

The NMEP and Partners look to start the development of a new NMSP in 2019. The new NMSP should
be completed in 2020, and will align with the National Strategic Health Development Plan 2017-2012.

PMI coverage

PMI began in 2011 with support to three states (Cross River, Nasarawa, and Zamfara). In 2012, PMI
expanded to six more states (Bauchi, Benue, Ebonyi, Kogi, Oyo, and Sokoto), and in 2013 added two
more states (Akwa Ibom and Kebbi), for a total of 11 states. In 2017, PMI transitioned out of Kogi and
began activities in Plateau. Table 1 provides a detailed description of PMI investment areas for the
current 11 PMI-supported states.

Table 1: PMI-Supported States by Start-up Year and Planned Interventions for 2019

o Stjg' PMI Interventions
Year | ITNs [ EM® | IPTp | SMC | cM' | PSM [iCcCM | SBCC | Surv®
Cross River | 2011 X X X X X X
Nasarawa 2011 X X X X X
Zamfara 2011 X X X X X X X
Bauchi 2012 X X X X X X X
Sokoto 2012 X X X X X X X X
Benue 2012 X X X X X X X
Ebonyi 2012 X X X X X X X X
Oyo 2012 X X X X X X X
Akwa lbom | 2013 X X X X X X X
Kebbi 2013 X X X X X X X X
Plateau 2017 X X X X X X X

CM - Case management
2 EM - Entomological monitoring
3 Surv - Strengthening HMIS/DHIS
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PMI previously overlapped with the Global Fund in 8 of the 11 states. However, beginning in 2018, the
Global Fund grant focused its support to 13 non-PMI-supported states. The projected population for
2020 in the 11 PMI-supported states is 59.6 million.

Figure 2: PMI- and Global Fund-Supported States in 2018

NIGERIA Malaria Partner’s Map: 2018 \

The total estimated number of public health facilities in the 11 PMI-supported states is 8,689. PMI,
coordinating with State Malaria Elimination Programs (SMEPs) and other partners, will support
approximately 4,000 health facilities in 2018 and 4,800 in 2019 with FY 2017 and FY 2018 funding,
respectively (Table 2). The expansion plan addresses the addition of health facilities previously
supported by the Global Fund, as well as an intention to strengthen the quality of service delivery at
each supported facility. The intervention package is not standard across states or facilities because it
takes into consideration support from the states, which includes the World Bank funded Saving One
Million Lives (SOML) project.
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Table 2: Health Facility Coverage Plan in PMI-Supported States

Total _

PMI-Supported Health Facilities

SR Leas | o) PTUOSE'C 2014 | 2015 | 2016 | 2017 | 2018 | 2019 | 2020 | %"
ﬁ)‘;"r‘;a' 31 | 583 | 482 | 452 | 461 | 442 | 481 | 481 | 481 | 481 | 100%
Bauchi 20 | 1,227 | 1050 | 415 | 165 | 206 | 210 | 210 | 275 | 425 | 40%
Benue 23 | 1,367 | 1,006 | 184 | 247 | 282 | 302 | 302 | 410 | 550 | 50%
g:sz: 18 | 1266 | 1,043 | 144 | 235 | 377 | 384 | 384 | 425 | 470 | 45%
Ebonyi 13 | 646 | 523 | 104 | 163 | 349 | 352 | 352 | 450 | 495 | 95%
Kebbi 21 | 730 | 675 165 | 270 | 305 | 480 | 570 | 575 | 85%
Nasarawa | 13 | 1,034 | 790 | 105 | 186 | 494 | 516 | 516 | 516 | 516 | 65%
Oyo 33 | 1523 | 783 | 132 | 176 | 178 | 182 | 182 | 250 | 350 | 45%
Plateau™ | 17 | 1,41 | 850 254 | 350 | s00 | €35 | 75%
Sokoto 23 | 760 | 693 | 161 | 161 | 267 | 282 | 370 | s00 | 520 | 75%
Zamfara | 14 | 740 | 704 | 112 | 130 | 267 | 266 | 350 | 425 | 525 | 75%
Total 226 | 10917 | 8,689 | 1,800 | 2,080 | 3,132 | 3534 | 3977 | 4802 | 5542 | 64%

" Percent of public health facilities slated to receive PMI support by 2020.
PMI support for Plateau State started in calendar year 2017.

6. Integration, collaboration, and coordination

Government of Nigeria Contribution to Malaria
There are federal and state-level contributions to malaria programming in Nigeria. At the federal level,
the government contributed $10 million as counterpart financing for the Global Fund Round 8 Grant and
supported IRS in five states. At the state level, governments cover salaries, provide warehousing for
ITNs, procure commodities, and support community mobilization to varying degrees by state. Health

runs on the concurrent list in the Nigerian constitution, which implies that local, state, and federal
governments all have a responsibility to contribute to health funding. However, funding from local
governments is extremely limited, while state governments budget for and procure some malaria

commodities. In order to access additional resources from the Global Fund for the 2014-2016 funding
cycle, the GoN made a payment of required counterpart funding in the amount of $18.8 million. With
the payment to the Global Fund, Nigeria will now access to the total funds available in the 2017-2019
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funding cycle. The GoN is also pursuing negotiations for additional loans from the World Bank, the
African Development Bank, and the Islamic Development Bank

To further support the transition to full government ownership, PMI, through the USAID Health,
Population, and Nutrition Office, is developing a memoranda of understanding with state governments.
These agreements specify the roles and responsibilities of both partners, including financial obligations.
State-level financial contributions are established as a baseline and are increased at a realistic rate each
year until the transition to full government ownership is complete. Benchmarks to measure progress are
included in the memoranda of understanding, and reviews are scheduled every six months.

Key international partners

Nigeria has benefited from support from various partners for malaria control. Currently, the largest
funding partners are the Global Fund, the U.S. Government, and United Kingdom Department for
International Development (DfID). Other key partners include UNICEF and WHO. There is also
corporate sector support for malaria control, including ExxonMobil, Chevron, Royal Dutch Shell, the
Dangote Foundation, and telecommunication companies. The Global Business Coalition through the
Corporate Alliance on Malaria in Africa is galvanizing corporate efforts to support resource
mobilization and leverage the strengths of this sector.

Prior to 2014, Nigeria had three approved grants for malaria from the Global Fund, the latter two
designating the NMEP as the principal recipient. In March 2015, the country and the Global Fund signed
the New Funding Model Grant, totaling over $400 million for two years. The approved grant for Nigeria
under the New Funding Model was $400,253,346 to cover the period of February 2015 to December 31,
2016. The NMEP ($308,577,343) and the Society for Family Health ($91,676,003) were designated as
principal recipients. As of the end of January 2016, $279,554,526 was committed to support various
malaria activities, including procurement of malaria commodities. The Global Fund included a
requirement that the GoN provide $22.5 million as counterpart financing for ITNs for the 2014-2016
Global Fund New Funding Model Grant; in late April 2018, Nigeria met this counterpart obligation.*

In April 2017, a non-costed extension was granted for the Nigeria malaria grant, as well as a one-year
grant with a new principal recipient (Catholic Relief Services). The grant was to implement ITN mass
campaigns in six states and continue implementation of other malaria program activities through
December 2017.

In terms of activities, the Global Fund grant supports scale-up of prevention and case management
activities in line with the NMSP 2014-2020. The key interventions are: (1) to attain universal coverage
of ITNs through mass campaigns and continuous distribution channels; (2) improve coverage for
malaria in pregnancy (MIP), especially with IPTp; (3) to increase ACT roll-out in the public and private
sectors; and (4) to increase malaria diagnosis using microscopy and RDTs in public and private health
facilities. The grant also supports broader health system activities, such as logistics management, the
health management information system, and social and behavioral change communication.

Nigeria submitted a funding request to the Global Fund in March 2017 for malaria activities in 13 states
from January 2018 to December 2020. The funding request was approved in November 2017 in the

“The previous Global Fund agreement, signed in 2014, originally required the GoN to provide $45.7 million in counterpart funding for net
distribution. When the GoN failed to provide those funds, during grant extension negotiations in 2017, the Global Fund agreed to halve the
amount required to $22.5 million. Late April 2018, the GoN provided $ 18,685,000 of matching funds for Malaria to the Global Fund bank
account. This remains an unprecedented achievement despite being $28,022 short from outstanding of $18,713,022.
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amount of $283 million with the NMEP and Catholic Relief Services as the principal recipients.

UNITAID invested $67.4 million over three years (September 2014-August 2017) through its Achieving
Catalytic Expansion of SMC in the Sahel (ACCESS-SMC) Project to expand the coverage of SMC to
eligible children in the Sahel region in seven African countries: Burkina Faso, Chad, Gambia, Guinea,
Mali, Niger, and Nigeria. In Nigeria, the UNITAID ACCESS-SMC project worked in 37 LGAs across
two Nigerian states: Sokoto and Zamfara. UNITAID is now funding the Transforming IPTp for Optimal
Pregnancy Project in Ebonyi State. UNITAID no longer funds SMC in Nigeria.

The World Bank is supporting integrated health program implementation through performance-based
financing options, private-sector strengthening, and health governance support. The World Bank has
three-tiered funding to assist the GoN:

= The Saving One Million Lives (SOML) Initiative Program-for-Results Project, a five-year, $500
million, GoN-led initiative which started implementation in 2016 and is designed to support at-
scale delivery of evidence-based reproductive, child, maternal, newborn, and nutrition
interventions and human resources for health in needed areas. All states have received the initial
tranche of funding, and performance will be monitored through five outcome indicators
including a malaria-specific indicator to track ITN use through an annual national health facility
survey.

= The Nigeria State Health Investment Project, which has two phases: (1) a $170 million, 100
percent results-based financing initiative with two arms— performance based-financing and
decentralized facility financing—effective since August 2013 and currently implemented in
Adamawa, Nasarawa and Ondo States; and (2) a $145 million scale-up of performance-based
financing implemented in the five northeast states of Bauchi, Taraba, Yobe, Gombe and Borno;

= A Multi- Phased Programmatic Approach Project, a long-term, not yet approved (up to ten
year), $1 billion operation focused on the reduction of under-5 mortality through 2029. The
latter will include a $200 million Innovative Malaria Control Project anticipated to start around
March 2019 in support of the 12 states and the Federal Capital Territory that are not supported
by PMI and Global Fund. The GoN and World Bank are also engaged with the African
Development Bank and the Islamic Development Bank to mobilize an additional $100-150
million to meet the country request to the World Bank for support for malaria.

DfID supported a £89 million project (about $140 million) called Support for the National Malaria
Program from 2008 to March 2016. The program provided substantial support for the NMEP and 10
selected states, none of which overlapped with PMI’s 11 states. DfID provided approximately $140
million to the Global Fund to continue the subsidy for ACTs for an additional two years, up until the end
of 2016. DfID has indicated a willingness to continue funding for malaria in Nigeria, however, an
implementing project has yet to be awarded.

The WHO supports an Abuja-based malaria Surveillance, Monitoring, and Evaluation (SME) Technical
Officer and a National Malaria Program Officer in each of the six geopolitical zones of Nigeria. They
assist the states in the zones with malaria program planning and management. The WHO supported the
first-ever malaria program review in Nigeria in 2012. The review recommended some strategic shifts for
Nigeria, such as using state-specific strategies. A midterm review of the NMSP was also conducted in
2017 with support from WHO and technical partners. All PMI activities are coordinated with these
efforts.
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Donor coordination occurs at various levels. Overall, through NMEP coordination mechanisms PMI, the
Global Fund, DfID, and the World Bank hold periodic update meetings to discuss implementation, share
best practices, and address challenges. There is also good coordination with UN systems (WHO,
UNICEF, etc.) and other donors through the Development Partners Group for Health.

Private sector

Although PMI recognizes the potential for private sector approaches in malaria control, the opportunities
to work with these organizations under PMI have been limited. Large oil firms carry out their own
malaria control activities in their work areas. Some firms also include malaria control in their corporate
social responsibility work.

The Global Fund’s Affordable Medicines Facility-Malaria program has transitioned into the Private
Sector Co-Payment Mechanism. With funding from DfID, Nigeria received approval to continue
implementation of the ACT co-payment for 2015-2016 in the amount of $82 million under the Global
Fund’s New Funding Model.

The Private Sector Health Alliance for Millennium Development Goals included polio and malaria as
target areas for attention. This alliance is co-chaired by the state minister for health and the former chief
executive officer of a Nigerian bank, and the secretariat is supported by the Dangote Foundation, the
corporate social responsibility venture of one of Nigeria’s most prominent businesses. The NMEP
created a committee to seek private sector support. However, the role that the private sector will play as
a result of these actions remains unclear. There have been continuing discussions regarding local
production of ITNs and ACTs. As noted previously, a local manufacturer called Roses Garment is
working with Tana Industries to produce ITNs in Nigeria.

The Corporate Alliance on Malaria in Africa, a subgroup of the Global Business Coalition for Health, is
a unique coalition of companies from various industries with a common commitment to fight malaria.
With co-chairs from the major industrial players in oil and gas, manufacturing, banking, and
international NGOs, skills and resources are leveraged for malaria. The annual technical forum in
Nigeria aims to mobilize the resources, skills, and capacity of the private sector in support of the NMSP
2014-2020. The Corporate Alliance on Malaria in Africa also tracks private sector spending in health
and reports that 3.2 billion Naira (approximately $9.1 million) is invested in health annually by 13
companies (40 percent of this investment is on malaria), focusing mainly on employees and their
communities.

Within the U.S. Government

PMI has identified opportunities to integrate investments with other U.S. Government program
activities, including within the USAID Health, Population, and Nutrition team, and with other USAID
teams, the U.S. Department of Defense; and the U.S. President’s Emergency Plan for AIDS Relief. The
goal of Global Health Security Agenda is to prevent, detect, and respond to public health threats such as
infectious disease outbreaks. To achieve this, the U.S. Government is supporting efforts to strengthen
health systems in the areas of capacity building, laboratories, and surveillance. It is anticipated that these
efforts will also positively impact malaria control.

In 2015, PMI Nigeria, CDC Nigeria, the NMEP, and Nigeria Field Epidemiology and Laboratory
Training Program (NFELTP)/National Stop Transmission of Polio (NSTOP) initiated an
NSTOP/Malaria Frontline project to expand the reach of the U.S. Government’s investments in Nigeria
in order to strengthen Nigeria’s public health capacity to reduce malaria and to prevent, detect, and
respond to epidemics and other endemic, high-impact diseases. This project leverages experience in
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polio eradication and Ebola response by strengthening the capacity at the facility, LGA, and state levels
to analyze and use malaria surveillance data (from DHIS2) for decision-making in Kano and Zamfara
States. Specifically, this project utilizes the NSTOP model to pair LGA-level malaria focal persons with
trained NSTOP/malaria officers to improve surveillance, identify intervention coverage gaps, conduct
supportive supervision, and provide in-service training to facility staff,

Support for improved malaria diagnostics has been built on the foundation established by the U.S.
President’s Emergency Plan for AIDS Relief’s Department of Defense-Walter Reed Program to improve
HIV-related laboratory services. PMI is further expanding on this foundation to support training of
trainers and the establishment of a functional malaria diagnosis quality assurance (QA) system in PMI-
supported states.

PMI and the U.S. President’s Emergency Plan for AIDS Relief are working to support Nigeria’s
integrated HMIS.

7. PMI goal, objectives, strategic areas, and key indicators

Under the PMI Strategy for 2015-2020, the U.S. Government’s goal is to work with PMI-supported
countries and partners to further reduce malaria deaths and substantially decrease malaria morbidity,
towards the long-term goal of elimination. Building upon progress to date in PMI-supported countries,
PMI will work with NMCPs and partners to accomplish the following objectives by 2020:

1. Reduce malaria mortality by one-third from 2015 levels in PMI-supported countries, achieving a
greater than 80 percent reduction from PMI’s original 2000 baseline levels.

2. Reduce malaria morbidity in PMI-supported countries by 40 percent from 2015 levels.

3. Assist at least five PMI-supported countries to meet WHO criteria for national or sub-national pre-
elimination.”

These objectives will be accomplished by emphasizing five core areas of strategic focus:
1. Achieving and sustaining scale of proven interventions;
2. Adapting to changing epidemiology and incorporating new tools;
3. Improving countries’ capacity to collect and use information;
4. Mitigating risk against the current malaria control gains; and
5. Building capacity and health systems towards full country ownership.

To track progress toward achieving and sustaining scale of proven interventions (the first area of
strategic focus), PMI will continue to track key household survey indicators recommended by the RBM
Monitoring and Evaluation Reference Group, as listed below:

= Proportion of households with at least one ITN.

= Proportion of the population with access to an ITN. [See here for a description of this indicator.]

= Proportion of children under-5 who slept under an ITN the previous night.

= Proportion of pregnant women who slept under an ITN the previous night.

= Proportion of the population that slept under an ITN the previous night.

= Proportion of children under-5 with a fever in the last two weeks for whom advice or treatment
was sought.

> http://whqlibdoc.who.int/publications/2007/9789241596084_eng.pdf
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= Proportion of children under-5 with fever in the last two weeks who had a finger or heel stick.
= Proportion receiving an ACT among children under-5 with a fever in the last two weeks who

received any antimalarial drugs.

= Proportion of women who received two or more doses of IPTp for malaria during antenatal care

(ANC) visits during their last pregnancy.

= Proportion of women who received three or more doses of IPTp for malaria during ANC visits

during their last pregnancy.

8. Progress on coverage/impact indicators to date

Table 3: Evolution of Key Survey Based Malaria Indicators in Nigeria from 2008 to 2016

done)

Indicator 2008 2010 2013 2015 2016
NDHS | NMIS | NDHS | NMIS | MICS

% Households with at least one ITN 8% 42% 50% 69% 64%
% Population with access to an ITN 55% 50%
% Children under-5 who slept under an ITN the 6% 29% 17% 44% 49%
previous night
% Pregnant women who slept under an ITN the 504 34% 16% 49% 40%
previous night
fr’{ci)glz?pulatlon that slept under an ITN the previous 230 13% 379 41%
% Population that slept under an ITN the previous
night among households with at least one ITN 49% 50% 60%
% Children under-5 years old with fever in the last 330 49% 20% 66% 63%
two weeks for whom advice or treatment was sought
% Children under-5 with fever in the last two weeks
who had a finger or heel stick S% 11% 13% 14%
% Children receiving an ACT among children under-
5 years old with fever in the last two weeks who 2% 12% 18% 38% 21%
received any antimalarial drugs
% Women who received two or more doses of IPTp 504 13% 15% 37% 31%
during their last pregnancy in the last two years
% Women who received three or more doses of IPTp 204 504 6% 19% 150
during their last pregnancy in the last two years
Under-5 mortality rate per 1,000 live births 157 128 120
% children under-5 with parasitemia (by microscopy, 42% 27%
if done)
% children under-5 with parasitemia (by RDT, if 5204 45%
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Table 4: Evolution of Key Malaria Indicators Reported through Routine Surveillance Systems in

Nigeria from 2012 to 2017

2012 2013 2014 2015 2016 2017
Total # of Cases

(Confirmed and 12,407 3,293,937 | 16,115,850 | 14,733,292 | 15,935,066 | 18,118,061
Presumed)®

# Confirmed Cases? 6,901 1,395,025 | 8,239,134 | 8,216,722 | 10,719,693 | 13,170,255
# Presumed Cases® 5,506 1,898,912 | 7,876,716 | 6,516,570 | 5,215,373 | 4,947,806
Total # <5 Cases” 4,348 1,425,200 | 6,953,305 | 6,460,393 | 6,535,939 | 7,224,489
Total # Malaria NA NA NA NA NA NA
Deaths

gzt)% Completeness 20% 44% 63% 65% 77% 83%
Test Positivity Rate® 63% 71% 72% 72% 72% 72%

! Total Number of Cases: Total number of reported malaria cases - all ages, outpatient, confirmed and unconfirmed.
% Number of Confirmed Cases: Total diagnostically confirmed cases - all ages, outpatient.

® Number of Presumed Cases: Total clinical/presumed/unconfirmed cases - all ages, outpatient.
*Total Number of <5 Cases: Total number of <5 cases - outpatient, confirmed, and unconfirmed.

> Data completeness: Number of monthly reports received from health facilities/number of health facility reports expected).
® Test Positivity Rate: Number of confirmed cases/number patients receiving a diagnostic test for malaria (RDT or

microscopy).

Note: Prior to 2013, tools were not harmonized and reporting was paper-based with challenges with quantifying the number
of health facilities expected to report and incomplete reporting on all data elements. However, after 2013, harmonized tools
significantly improved reporting rates, which partly explains the increase in number of cases.
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Figures 3, 4, and 5: Trends in Key Malaria Indicators Reported in Routine Surveillance Systems
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Note: This graph represents all malaria cases treated in a clinical setting and demonstrates the proportion of those cases
diagnosed through clinical evaluation as compared with those diagnosed with a positive RDT or microcopy test (which is
considered the gold standard and is the preference of the PMI program). The data demonstrate that the number of cases
identified through a diagnostic test is increasing while the number of clinically diagnosed cases is declining—an indication
of programmatic success.
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Total HMIS reported malaria cases in PMI-supported states
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Note: Data from DHIS2. Total HMIS reported malaria cases include confirmed and
unconfirmed cases. These data represent only the raw number of patients who presented at
health facilities with malaria. Many factors impact this reporting, including the number of
people seeking treatment for fever (which PMI encourages), the number of health facilities
reporting patient load through the national health management information system (HMIS)
database, and the number of health facilities affected by strikes in a given year. Increasing
reporting of malaria cases, therefore, is not necessarily an indication of programmatic
failure—the PMI/Nigeria team will analyze this information to understand the root causes
in each state and address any underlying problems while continuing to encourage high
reporting rates through the HMIS.

9. Other relevant evidence on progress

Not applicable
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I11. OPERATIONAL PLAN

This FY 2019 MOP presents a detailed implementation plan for Nigeria, based on the strategies of PMI
and the NMEP. It was developed in consultation with the NMEP and with the participation of national
and international partners involved in malaria prevention and control in the country. The activities that
PMI is proposing to support fit well with the national malaria control strategy, with the aim of
supporting critical elements of the NMSP 2014-2020 in 11 of Nigeria’s 37 states. PMI will benefit the
general population of Nigeria with special attention paid to underserved populations in PMI target areas,
including women and children under-5 years of age.

1. Vector control

NMEP/PMI objectives

Vector control is categorized under the prevention section of the NMSP 2014-2020. The first objective
of the NMSP 2014-2020 states: “At least 80 percent of targeted population utilizes appropriate
preventive measures by 2020.” The prevention strategy includes t