[image: image1.wmf]Fig. 2: Estimated Proportion of Under fives and Pregnant 

women sleeping under ITNs 

0

10

20

30

40

50

60

70

80

90

WD

LRD

NBDW

NBDE

CRD

URD

The

Gambia

Divisions

Percentage

Under Fives

Pregnant Women 

General Population

2005 Abuja 

Targets


DISTRIBUTION PROPOSALS

EXAMPLES OF RESPONSES FROM

MALARIA ADVISORY GROUP (MAG) AND FOLLOW UP WITH PROPOSERS
Printed: Tuesday, June 30, 2009, 8:43:29 PM
Distribution Proposals – Examples
#
Partner
Location 
Nets
Timing
Status
Comments
30.
MalCon
Sudan (Khartoum IDP camps)
5,000
Sep06
Approved
DONE
31.
MalCon
Uganda (Kibaale)
10,000
Oct-Dec06
Approved
DONE
34.
Red Cross
Haiti (W, SE, C Plat,Nippes)
8,000
Sep-Oct06
Approved
DONE
39.
PSI
Nepal (Kanchnapur District)
5,000
Mar-Apr07
Approved
DONE
40.
PSI
Nepal (Bardiya District)
5,000
Mar-Apr07
Approved
DONE
41.
Malteser Intl
DR of Congo (Ariwara)
9,000
Jan-Jun07
Rejected
DONE
42.
HisNets
Ghana (Kumasi Tamale)
5,200
Jun07
Approved
DONE
45.
Jirsong Asong
India (Koilamati)
10,000
Dec06-Jan07
Rejected
DONE
46
Red Cross
Cambodia (P/AngkorC/Varin)
10,000
Jan-Jun07
Approved
DONE
47
India NMP
India (Karbi Anglong)
5,236
Feb-Mar07
Rejected
DONE
56 
Red Cross
The Gambia (North Bank Region)
6,713
Nov-Dec07
Approved
DONE
58
Red Cross
Rwanda (Burera, Rusizi)
10,000
Oct-Nov07
Rejected
DONE
68
Natiki
Uganda, Pallisa (4 parts)
12,100
Nov-Dec07
Approved
DONE
70
Red Cross
Liberia (Margibi and others)
10,000
Nov07-Jan08
Approved
DONE
73
PSI
Cameroon (Bafut)
10,000
Oct-Dec07
Approved
DONE
80
Red Cross
Central African Republic
16,000
Feb08
Rejected
DONE
84
Red Cross
India (Kanyakumari, TNadu)
20,000
Jun08
Approved
DONE
106 

SOS Enfants
Burkina Faso (Kenedougou)
5,000
Jul08
Approved
DONE
108

PIH
Malawi (Neno District)
19,300
Jul-Sep08
Approved
DONE
113

MalCon
Uganda (West Nile, Moyo/Y)
40,000
Mar/Apr08
Approved
DONE
115.

Rotary
Papua New Guinea (Abau Dist.)
20,000
Dec08-Feb09
Approved
DONE
123
Red Cross
Senegal (Fatick, Theis)
40,000
May-Jun 2009
Approved
DONE
125
Gmin
Sierra Leone (Malen, Pujehun)
4,000
Jun-Jul09
Approved
DONE
128
Red Cross
Sierra Leone (Waterloo rural)
60,000
Nov 2009
Approved
DONE
129
Red Cross
Burkina Faso (Diedougou)
40,000
May09
Approved
DONE
Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.
Distribution Proposal 30
Partner: Malaria Consortium
No of nets: 5,000
Location: Sudan, Khartoum IDP camps
Distribution Proposal 31
Partner: Malaria Consortium
No of nets: 10,000
Location: Uganda, Kibaale
Sent to MAG: 18Sep06
___________________________________________________________________________________
1. MAG member 1
21Sep06

These both seem to be reasonable requests.

___________________________________________________________________________________

2. MAG member 2
07Dec06

Uganda - Kibaale - Malaria Consortium
Excellent proposal. Well justified.  Excellent Organization.  I would support this.  In correspondence I would encourage them to negotiate with the district or local partners to develop some sort of routine system to provide an LLIN to any first time pregnancies that come to the ANC clinics after the WSM distribution is finished.  This is the norm that RBM promotes to avoid inequities of short term one-off efforts.
Sudan -Khartoum IDP - Malaria Consortium I have a question on this one.  According to our MARA Maps and, I think on Bob's MAP map, there is no transmission in the Khartoum area. i.e. there may be plenty of malaria in the camps, but is there any local transmission?  Are these nets for the refugees to take home to malarious areas, or for use in the camp?  If the former, it is risky that this will work.  If the later, it is not useful at all, and they should concentrate on malaria case management.  I see mention of camps near irrigation systems that might be the source of man-made malaria transmission.  If this is the case, then LLINs will be important in those specific locations and we should agree to support this.  But we should stipulate that they only be distributed to camps where there is a rationale (and hopefully proof) of local transmission, and not just camps in general.  The Malaria Consortium certainly knows what it is doing so I think we can trust them to get it right, as long as they instruct the local partner accordingly.
___________________________________________________________________________________
3. MAG member 3
16Oct06

Will step out of this one given connection with Malaria Consortium

___________________________________________________________________________________
4. MAG member 4
21Sep06

The Ugandan proposal is targeted to areas of poor coverage and organized by the MC in Uganda who have an excellent handle on gaps in the national distribution. They have also made it explicit how through ANC they propose to ensure there is minimal opportunities for re-sale of free nets.
The Sudan proposal for IDP’s is again good because it selects a special group but malaria prevalence around Khartoum and Odurman is exceptionally low (< 1% according to three estimates in the MAP database in 2001). However there is clearly some localized transmission by An. arabiensis and one might anticipate localized epidemics with an increased infectious reservoir introduced. Thus it might look odd in terms of overall risk but actually is probably a good sound preventative strategy for possible localized epidemics emanating from internally displaced peoples. 
___________________________________________________________________________________
5. MAG member 5
07Dec06

With regards to the Kibaale (Uganda) proposal the focus is only on pregnant women despite the low national low coverage rates in children which I assume are probably even lower in the Southern Region.  I wonder why children U5 were not included in the proposal.  Otherwise I'm okay with the proposals.
___________________________________________________________________________________
6. MAG member 6
19Sep06

Only recently we were informed that the IDPs camps in northern Uganda had very poor coverage. So if they are thought to be better off than the currently proposed area, then this proposal must be supported, just as the proposal for Sudan.

___________________________________________________________________________________
9. MAG member 9
No response. No longer chasing.

Questions sent to Malaria Consortium (08Dec06) and responses received (11Dec06)

 Uganda - Kibaale - Malaria Consortium:

…Excellent proposal. Well justified.  Excellent Organization.  I would support this.  In correspondence I would encourage them to negotiate with the district or local partners to develop some sort of routine system to provide an LLIN to any first time pregnancies that come to the ANC clinics after the WSM distribution is finished.  This is the norm that RBM promotes to avoid inequities of short term one-off efforts.

[>] This is happening and will be in place. 

… With regards to the Kibaale (Uganda) proposal the focus is only on pregnant women despite the low national low coverage rates in children which I assume are probably even lower in the Southern Region.  I wonder why children U5 were not included in the proposal.

[>] this is due to the number of LLINs that are available.   

Sudan -Khartoum IDP - Malaria Consortium

…  According to our data, there is no transmission in the Khartoum area. i.e. there may be plenty of malaria in the camps, but is there any local transmission?  Are these nets for the refugees to take home to malarious areas, or for use in the camp?  If the former, it is risky that this will work.  If the later, it is not useful at all, and they should concentrate on malaria case management.  I see mention of camps near irrigation systems that might be the source of man-made malaria transmission.  If this is the case, then LLINs will be important in those specific locations and we should agree to support this.  But we should stipulate that they only be distributed to camps where there is a rationale (and hopefully proof) of local transmission, and not just camps in general.  The Malaria Consortium certainly knows what it is doing so I think we can trust them to get it right, as long as they instruct the local partner accordingly.

[>] there are several camps around Khartoum where there is malaria transmission - largely related to irrigation . In these camps, malaria is the number one cause of morbidity. We will certainly only be targeting these camps. We will send you more information on this if you wish
All seems very sensible and the MC are very keyed into the NMCP in Uganda so these decisions will have been made strategically and appropriately. ITN coverage in large parts of Uganda remain desperately low and following the suspension of GFATM money – the few LLITN they can distribute through channels such as WSM-MC would be critical. 

The change in district targets (still endemic and poor) gets my vote.

Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.

Distribution Proposal 34
Partner: Red Cross
No of nets: 13,000
Location: Haiti, Nippes
Sent to MAG: 24Oct06
___________________________________________________________________________________
1. MAG member 1
30Oct06

Malaria burden not very well documented in some of the proposed donation areas and attack rates relatively low but targeted at the right groups.

___________________________________________________________________________________
2. MAG member 2
03Dec06

There are a lot of unexplained acronyms in this proposal that unnecessarily obscure how this works.  It is interesting that they are doing a voucher exchange, but it is not clear why.  It only makes sense if there is an operational reason, and if this is part of something much bigger, and they are trying to pull the commercial sector out to remote areas on a permanent basis. But these are semi-urban settings. So one assumes they are redeeming vouchers so as not to interfere with some other model. If this is not the case, to use vouchers only for 13,000 nets has fixed costs that reduce efficiency. Why not just give out the nets? Vouchers are a good idea in certain settings.  It is just not clear if this is one of them. I think we should ask more details why they want to do a voucher distribution and redemption rather than a direct net distribution.

___________________________________________________________________________________
3. MAG member 3
10Dec06

On Haiti it may be more useful to focus on the areas where there were confirmed malaria cases, ie Central Plateau and Nippes.  I was not convinced that setting up a voucher scheme for a small one-off activity was worth the trouble and time, which could be more usefully spent on education.
___________________________________________________________________________________
4. MAG member 4
25Oct06

Haiti is an interesting one. Both Haiti and Dominican Republic had epidemic out breaks of Pf and Pv circa 18 months ago But large parts of co-joined island were previously malaria free. We don’t have good enough malaria intelligence to advise here but there s potential for epidemic out-breaks and risks are very focal. If we trust Red Cross to target based on spatial risk then should be fine.

___________________________________________________________________________________
5. MAG member 5
01Dec06

I have no additional comments and sorry about the delay in getting back to you

___________________________________________________________________________________
6. MAG member 6
25Oct06

Regarding the 6 LLIN distribution proposals, I am coming in after seeing other comments with which I agree. Only comments perhaps are that I do like the comprehensive packaging that is being planned for Madagascar Maternal and Child Health Week and Haiti's community health education program.

___________________________________________________________________________________
9. MAG member 9
24Oct06

I’ve looked at the Haiti application -  the transmission in Haiti is very low, mainly adults affected, an exophilic vector (A.albimanus) and no studies that I could find on ITNs. There is one vector behaviour study; Hobbs et al  J Am Mosq Control Assoc. 1986 Jun;2(2):150-3 which should be informative. I’ve never been to Haiti. So in summary I’m unsure whether this is a sensible place to deploy!

___________________________________________________________________________________
Questions asked of American Red Cross (07Dec06) and responses (09Dec06)

a) Malaria burden not very well documented in some of the proposed donation areas and attack rates relatively low but targeted at the right groups. 
Correct that burden is not well documented.  Most of the areas, especially where we work, the case load is "suspected" not confirmed - mostly due to lack of testing equipment. This information is not well documented and not available in every department.  I can give you info for the Southeast - in 2004, there were suspected cases (treated with chloroquine), but in the Ouest (where we work in Fonds Verrettes) this is not reported in their annual report.  The Canadians and Spanish are in the field so I can't get you any more specific information for these areas.   

b) There are a lot of unexplained acronyms in this proposal that unnecessarily obscure how this works.  It is interesting that they are doing a voucher exchange, but it is not clear why.  It only makes sense if there is an operational reason, and if this is part of something much bigger, and they are trying to pull the commercial sector out to remote areas on a permanent basis. But these are semi-urban settings. So one assumes they are redeeming vouchers so as not to interfere with some other model. If this is not the case, to use vouchers only for 13,000 nets has fixed costs that reduce efficiency. Why not just give out the nets? Vouchers are a good idea in certain settings.  It is just not clear if this is one of them. I think we should ask more details why they want to do a voucher distribution and redemption rather than a direct net distribution. 
Acronyms (sorry about that - I thought this was going to Red Cross People): 
HRC = Haitian Red Cross, PNS = Participating National Society (American Red Cross, Spanish Red Cross, Canadian Red Cross, etc), PAHO = Pan American Health Organization, MCH = Maternal Child Health, ONS = Operating National Society (i.e, Haitian Red Cross), PSI = Population Services International, RCM = Red Cross Movement 
Vouchers - We do because we are targeting pregnant women and families of children under 5.  The voucher system allows HRC volunteers to identify these groups ahead of time (for example, during household education). Vouchers come with education so the recipients know how to use, wash and repair the nets - and not to make coffee or strain food with pieces of it.  It also allows for a relatively orderly distribution session (i.e., no pushing and punching of pregnant women to get to the front of the line to get the net - as happens in other distributions).  With the voucher system, it's clear who gets the net - no voucher, no net.  The voucher system and household education are part of the overall program. 

These are not semi-urban settings.  The distributions take place in the semi-urban areas which bring in folks from the surrounding rural areas.   

c) Haiti is an interesting one. Both Haiti and Dominican Republic had epidemic out breaks of Pf and Pv circa 18 months ago But large parts of co-joined island were previously malaria free. We don’t have good enough malaria intelligence to advise here but there is potential for epidemic out-breaks and risks are very focal. If we trust Red Cross to target based on spatial risk then should be fine. 
I don't know what this person's source is.  There was a large epidemic last year in St Marc and also in Nippes (the Canadians are in Nippes) and several other areas.  But malaria is endemic in Haiti and there is a regular caseload - particularly in the rainy season. 
d) I’ve looked at the Haiti application - the transmission in Haiti is very low, mainly adults affected, an exophilic vector (A.albimanus) and no studies that I could find on ITNs. I’m unsure whether this is a sensible place to deploy! 
There is a national malaria program and some social marketing of nets, but all of this is insufficient to meet the need.  Again, not sure what this person's sources are.  Malaria burden is pretty well documented and there are many organizations working on this. 
e) Can we also know in Q7 the names of the people who have made the decision re locations to be targeted.

The folks who made the decision were the Red Cross Movement Community Health workgroup in Haiti. They selected the sites based on the criteria presented (that the nets should be part of an existing community health program).  ARC, Canadians and Spanish are all doing community health in these areas.  Our field person is Judi Harris, copied on this email.  She coordinated the itn activity with all movement partners, including, of course, the Haitian Red Cross; she supplied the answers to all these questions.
Summary: Further specialist opinions sought after distribution proposal revised. Specialists approved. Approved. Changes in distribution location menat we asked for a new distribution proposal, see immediately below. Questions regarding that proposal were satisfactorily answered so that proposal was approved. This is an example of us requiring proposers to resubmit if the location changes.
Distribution Proposal 39
Partner: PSI
No of nets: 5,000
Location: Kanchanpur district
Distribution Proposal 40
Partner: PSI
No of nets: 5,000
Location: Bardiya District
Sent to MAG: 26Oct06
___________________________________________________________________________________
1. MAG member 1
28Oct06

No problems with the proposals for Nepal - the Terai is well recognised to have a high rate of malaria.

___________________________________________________________________________________
2. MAG member 2
Kanchanpur: The Terai area of Nepal is well known to suffer important levels of malaria.  This looks like a very straight forward proposal with high probability of success.  I would support it.  As with other proposals from PSI, it will be important to stipulate that the nets are distributed without charge to the household (that is not made explicit in the request to us).
Bardiya: I have the same supportive comment as for the PSI Kanchanpur project. 
This one has the additional interesting feature of seeking out the unofficial households that are missed by the national system.  I support this proposal.
___________________________________________________________________________________
3. MAG member 3
10Dec06

Did you get any further info from Sean on the two Nepal proposals? 

On the figures provided in the Bardiya District proposal the nets would not prevent many cases of malaria.

As with a number of proposals it is sometimes difficult to know whether there is actually a shortfall of ITNs when the request is topping up an ongoing programme, but the target groups (unregistered in one and large families in the other) are very clearly described, and the ongoing programmes of course provide the mechanisms and infrastructure for delivery.
___________________________________________________________________________________
4. MAG member 4
27Oct06

Perhaps Sylvia could quick run this buy Sean Hewitt who should know the epidemiology of malaria in Nepal pretty well ___________________________________________________________________________________
5. MAG member 5
No response. No longer chasing.

__________________________________________________________________________________
6. MAG member 6
No response. No longer chasing.

__________________________________________________________________________________
9. MAG member 9
27Oct06

I agree; data from Nepal have been notoriously unreliable so would be good to get a second opinion

___________________________________________________________________________________
T. Sean Hewitt (UK/Asia)
27Oct06

Malaria is very focal in Nepal and so it is good to see that PSI is planning to target those most at risk by distributing nets through CBOs rather than through social marketing channels. Earlier this year USAID supported MoH to conduct peak-season cross-sectional malaria prevalence surveys in "highly endemic" foci in the two most endemic districts in Nepal: Kanchanpur (Western Region) and Jhapa (Eastern Region).  Only 32 cases of malaria (44% P.falciparum) were found amongst the 18,500 people screened, giving an overall prevalence of less than 0.2%. No falciparum malaria was detected by microscopy in Kanchanpur. In 2005 similar surveys revealed even fewer cases of malaria. Malaria transmission in Nepal is however known to be seasonal and unstable and epidemics have been reported in recent years. In my opinion highly focal LLIN-based control measures are therefore justified. If I were targeting a limited number of LLINs in Nepal I would be inclined to focus distribution in P.falciparum prone districts. I hope this is helpful.
27Nov06
From Rob:
Dear Sean- I asked some question of the PSI Nepal people. Questions, with answers sent back, attached. Original pdfs for reference also. In the light of this, would you have any additional comments that would help us decide whether we should or should not fund the nets for these 2 programmes?
28Nov06

Methodology wise I think PSI is on track. What worries me is the targeting.... I would like to see it based on need and I am not sure that Kanchanpur and especially Bardiya are the most needy districts. As you know, I would be inclined to target LLIN distribution in districts with most falciparum malaria. 
I am attaching recent national malaria statistics to give you an idea of disease burden by district . Unfortunately the quality of data collection varies dramatically from one district to the next! To confuse the issue further, we conducted very extensive surveys in Kanchanpur in 2005 and 2006 and didn't find any falciparum! Malaria tends to be focused along the forest fringe villages at the edge of the foothills. These villages should be the first to receive nets. Staff at DPHOs should be able to identify likely hotspots... I am sure PSI will have thought all of this through already.
In short, there are no easy answers. I think PSI, working in close collaboration with EDCD, WHO and then the DPHOs, is best placed to decide where the nets will be most effective.
With LLINs the timing of distribution is not critical (as it was with conventional bednets treated with short-acting insecticides).
___________________________________________________________________________________
26Oct06

Questions asked by Rob of David Valentine, PSI/Nepal, and responses (27Oct06)
Q2 and 4: How many nets have been distributed in these specific locations already (you indicate a prior distribution)? Were they LLINs?

The nets distributed were LLINs. Number of LLINs already distributed in the areas (Wards):

Bardia District: Kalika : 1725, Rajapur : 2211, Magargari : 1861

Kanchanpur District: Krishnapur : 2305, Daijee : 1650, Jhalari : 1050

Q4. How do you get to these people/know who are the registered/unregistered?

The household identification for distribution of nets in the existing ‘one house one net’ program was done through the ‘household registration list’ of each Ward of the Village Development Committee (VDC). This same list will be used to identify those people/households that are unregistered with assistance from the VDC.

Q5. Will the level of LLIN usage be evaluated prior to the distribution? When?
Net coverage has been already conducted by ACNielson.  We are currently expecting the draft report.

Q9. Out of interest how long will it take, and what manpower is involved, in surveying the area and constructing the list of households not currently on the electoral register? Will these result s be on a GPS generated map and if so, can that be sent to us?

· For survey and constructing the list of unregistered households in the proposed 6 areas the approximate time needed is 2 weeks.

· A total of 6 persons (3 per district) will be involved for 2 weeks.

· GPS activity will not be done during the period of identifying the unregistered households. 

· GPS point of each net distributed will be collected only during the distribution phase of which a map will be generated and can be sent to you.

Q10. Could the distributions be done in January or February or is that too early/wrong time? The distribution will be integrated into the NMCP but will they be separate, defined distributions? Can you give examples of the Behaviour Change Communication activities?

· The Malaria season in Nepal starts from April. Distribution of nets in before the onset of the Malaria season is not ideal as the probability of misuse (as fishing nets) and damage (rats) and loss (negligence) will be high. This may lead to a situation of not having the nets when the need is most. We recommend that the ‘World SWIM for Malaria’ net distribution project be conducted prior to the Malaria season in March.

· Though the ‘World SWIM for Malaria’ nets will be integrated into the National Malaria Control Program, the distribution program will be separate.  This statement was primarily included in the proposal so that we can share the proposal with the NMCP – the distributions will be separate.

· Behavior Change Communication activities will include:

· IPC activities when the nets are distributed

· Development of BCC Posters, Leaflets to generate awareness of Malaria, its prompt treatment and consistent net usage.

· Placement of BCC posters in the target areas.

· Distribution of Leaflets during the net distribution.

· Broadcast of Radio jingle and spots.

· A T.V. series

Steven-

This received in light of your comments below.

I think Steven's clarifications are very useful. I recommend that when PSI sits with EDCD, WHO and the DPHO/Vector Control Assistants to finalize the LLIN distribution plan for 2007, they should review the selected target areas in light of suggestions in previous e-mails and in light of recent malaria data (such as it is).  Perhaps the district that had the recent Pf outbreak should be included (I assume Pf was confirmed by skilled microscopists [?] ... November is unusually late for malaria in Nepal and the mortality rate seems extraordinarily high). I am confident that PSI and partners (above) are best placed to decide which areas in Nepal are the most needy.

Can you help with

· was Pf confirmed by skilled microscopists?

Yes, Pf was confirmed by microscopy. WHO flew a team in from SEARO Delhi to assist in the epidemic management. The alarmingly high percentage of Pf resulted in high mortality, quickly. Flooding in Sept/Oct. left breeding pockets when the water receded in late Oct and early November.

And key question now therefore is:

- should we wait on the specific 2 locations?

I would suggest that if possible we wait for the planning meeting in January.

- when will you realisticaly have pinned down the most deserving locations?

We should be able to select two locations at the planning meeting with EDCD, WHO and the VCAs. I will ensure that these LLINs get a separate hearing and discussion at the meeting. As per the above comments and the em string, we should prioritze the selected areas as per the discussion. The meeting will be minuted and the rationale for all decisions documented. Naturally, this document will be forwarded to you.

· assuming these nets arrive mid February, can you confirm distribution will be Feb/Mar07?

Last year we distributed the LLINs in March/April just prior to the rainy season but not too far in advance that the suporting communciations would have been forgotten by those targeted. We would suggest the same timetable this year. If the nets arrive in mid-Feb, it will take a week or 10 days to clear them through customs, another week to transport them to the rural areas, another week to bundle them with communications materials on how to use the LLINs and what to do if someone in  the family has fever etc. The actual distribution, in coordination with EDCD, DPHOs, VCAs and local CBOs/NGOs then takes only a couple of weeks. All the preparation of identifying each household is done in Feb/March using Nepal Government census data that is then confirmed by a house-to-house survedy in advance. Distribution is done in the presence of a government official. All LLIN recipients must sign their name and provide their address. If they are illiterate they are requried to provide us with a fingerprint.

In the meantime, I suggest we add the 2 proposals to the website for the world at large to see but I will add a note to the effect

‘Given recent malaria activity, it is possible that the final destinations of the 10,000 LLINs may be reviewed in January and diferent locations selected for distribution on the basis of urgent need.’

Yes, we agree. And think your language is perfect.

We should also get 10,000 nets on their way to you. Is it you/David/Jordi Balleste I should connect with Vesteragaard Frandsen to arrange logistics. Nets are ready to ship now and I would like to get them on their way.

Yes, we should get the procurement started. It has been our experience that this always takes a little longer than expected. 

Yes, Jordi is the best person in DC and is familiar with VF, along with Mary Warsh, the Nepal Program Manager. In Nepal, if you could kindly cc David, Nanda Maharjan, our Finance Director who will begin work on the customs clearance and myself.

Summary: Further specialist opinions sought after distribution proposal revised. Specialists also approved. Approved.

Distribution Proposal 39 - Revised
Partner: PSI
No of nets: 5,000
Location: district

Distribution Proposal 40 - Revised
Partner: PSI
No of nets: 5,000
Location: Bardiya District
Sent to MAG: 29Mar07
___________________________________________________________________________________
1. MAG member 1
29Mar07

No problems with this.

___________________________________________________________________________________
4. MAG member 4
29Mar07

I’ll leave Nepal to Nick to decide on.
___________________________________________________________________________________
9. MAG member 9
29Mar07

I think this is fine

___________________________________________________________________________________
Also from Sean Hewitt (29Mar07)
This sounds fine...

Kavre I am familiar with... It is an epidemic prone district close to Kathmandu (one of the few malarious districts not in the lowland terai region). Mahottari is very similar to Jhapa ecologically... and Jhapa can have plenty of malaria. Hope this helps.

Questions asked by Rob (29Mar07) of David Valentine and responses received (29Mar07)

Immediate questions which apply to both proposals. I’d appreciate as speedy a response as you can:
 
1. re Q1. Please can we have the village names as soon as you know them.
Sure - we will give you the names of the Village Development Committees as soon as we know them (Yogesh – can you please forward to Rob once this happens)

2. re Q5.
a) how many nets are available to the 2 areas from the national programme for the distribution you indicate will taken place in May/June 2007? 
This year 145,000 nets will be distributed in the districts in target VDC's only…this is not enough to cover all at risk populations within the district hence the request for the additional 10,000 WSM LLITN's

b) are these nets also being given free to recipients?
87% for free and the rest sold at a highly subsidized price in medical shops in the selected districts.  WSM nets will 100% be given for free.

c) are the NMP nets exactly the same as the ones we are supplying ie PermaNet 2.0, white, 180x160x150cms?
 
Same order – same factory - same nets.

d) do you have figures for the number of people in the 2 regions rather than just the number of households?
The team will provide you with this data after the joint planning meeting with the NAP (Yogesh – can you please forward to Rob once the meet happens)

e) do we understand correctly you aim to achieve blanket coverage in these two regions ie everyone sleeps under a net, such that the distribution areas have been chosen so that the total number of nets (NMP + WSM) matches the total population (and assuming approx 2 people sleep under a net on average)?
No…malaria does not affect all VDC's within a district uniformly.  PSI and NAP will prioritize the most-at-risk villages within these districts on the 10th April and give 1 net per household to the extent that the nets are available (i.e. we will prioritize VDC's until a total of 145,000 + 10,000 WSM households are covered and LLITN's allocated to households.

f) do we understand correctly that WSM nets will be focused on specific villages so WSM are only nets distributed in certain villages?
Yes – we will allocate the highest at-risk VDC's in each district for WSM nets.  We will provide you will a map of were WSM nets have been distributed.

3. re Q6. Is timing May/June of Apr/May as you indicate at the top of page 1.
May-June – the nets have arrived in-country but we will distribute sooner if we can (once they are re-packaged into Nepali and BCC materials added).

4. Re Q10. 
a) Will PSI staff oversee/be at the distribution/s rather than just hand over nets to Government/local NGO? Please can you explain further?
PSI will supervise our local partner – a coalition of 45ish CBO's and oversee LLITN distribution.  We will also GPS every house where a net is received and get thumb-prints to confirm receipt.

b) Can you give us more information on what/how/when/by whom exactly the education component will be delivered?
What:   Interpersonal communication/mass media (radio, TV) and print materials

How:     IPC – direct to end-user IPC with a flip-chart

            Radio – ad spots and a radio soap-opera – broadcast in local languages and Nepali

            TV - soap-opera in Nepali

When:   IPC – at the time of physical net distribution

            Mass media during malaria season

Who:    IPC – local CBO's trained by PSI

            Mass media – PSI

Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.

Distribution Proposal 41
Partner: Malteser International
No of nets: 9,000
Location: DR Congo, Ariwara
Sent to MAG: 27Nov06
___________________________________________________________________________________
1. MAG member 1
29Nov06

I think that on technical grounds both these projects are fine with distribution in highly malarious areas to people who need nets. However, I share some of Bob's concerns and wonder whether we need to have some more formal guidelines about the NGOs we will work with  - this applies especially to the smaller ones which are not well known. I have expressed my concerns before about the risk of net distribution being used for political reasons, even when we are working with a bigger well-established NGO. However, I am not sure that there is much we can do about this except keep a wary eye. I have checked the web-sites of Malteser and His Nets and both seem to be professionally set up and to be credible NGOs. We should be open to applications from groups of any religious background but we need to be sure that WSM is not being used to push hard a particular view. Again, this is a tricky area but I agree with Bob that we need to keep an eye on this.

___________________________________________________________________________________
2. MAG member 2
03Dec06

Almost the whole of DR Congo is endemic and it represents the 2nd largest population at risk of stable malaria in Africa, after Nigeria. They make a good case for the project and seem to know their area. However I don't know this NGO and we should check them out. One concern I have is the 50c charge per net. Despite what they say, there is no WHO recommendation for this charge (that I know of - unless it is the local WHO Office and I can't imagine why). I don't see how we can accept this under our terms. If there is a 50c charge to attend ANC, at which they get a free net, then we have little to say. But when they say the charge is for the net, it is a non-starter.  I think this is a point to push them back on and have it dropped for these 9,000 nets.

___________________________________________________________________________________
3. MAG member 3
10Dec06

I liked the Congo proposal – big need, clear gap and I know Malteser from their work on Thai Cambodia and Thai Burma border and think they are very good (sorry Bob they aren’t the chocolate makers – they originated from some group in Malta though I think they are mainly run from Germany).  I agree with Bob that, if we set a criterion of no charge for Swim nets, we should stick to it.
___________________________________________________________________________________
4. MAG member 4
28Nov06

Both proposals have made a real effort to assemble what local knowledge they can. 

The DRC proposal seems legitimate – given the crisis that pervades this part of DRC and its likely impact on any access to services. Never heard of Malteser Ltd before – aren’t they those airy chocolate things? My one concern is that they propose to charge pregnant women on first attendance 50c – I don’t know what else women are expected to pay for ? HB test, Folate, Iron, a card etc – i.e. a net at 50c might seem cheap but might tip the balance. They do go on to say that if women have completed all ANC visits by third trimester then they will be given a free net. Not sure I am comfortable with using WSM nets as incentives? Might be a line voice here but we shouldn’t really let the crack appear in our policy of FREE to end users. 50c today for one project might legitimize a dollar tomorrow for another project, On a more strategic issue, Rob, East and Horn of Africa has experienced exceptional rainfall – the Shabelle River (through Ethiopia and Somalia) and areas of coast and NE Kenya are flooded. Could you contact Melanie Renshaw to get a heads up on what emergency requirements might be need wrt ITN in these areas? Each setting would need a careful review – but compounded with the troubles in Somalia and massive displacement of populations – there might be an emergency need and UNICEF, MSF, MERLIN etc might not think to ask WSM – so offer?
___________________________________________________________________________________
Questions to Malteser Intl (11Dec06) and responses from Sandrine Rosenberger (12Dec06)
1. Q1 indicates 5,100 nets but the logic in Q5 has the number at 9,238 LLINs. Can you adjust the answers in Q1 to be consistent with the logic in Q5 or vice versa or have we misunderstood something?

As a total we would like to distribute 9,000 LLINs:

· about 5,300 for the ANC

· about 3,700 for the deliveries

Actually the initial indication in the Q1 was corresponding to the number needed for the ANC without including the LLINs for the deliveries. But now it is corrected in the new version (See attached).

From AK: Q1 figures were the theoretical 2% (4%, 6 months...) of population for CPN attendance for the aires selected in a first run (not including deliveries); the Q5 calculation takes into account the rpesumed 85% frequentation rate for ANC, and a presumed 70% of these ANC ladies are going to deliver in a HC. I put now the two figures together in Q1

2. Is the number 155 for April/Aungba correct? It is much higher than the other numbers and indicates a 10% death/case ratio.

Wrong report. The correct number is 5 (see attached).

From AK:  155 April Aungba: stated 150 caes in the HC of Anyara report, after investigation wrong entry in wrong column; corrected

3. What does ‘denominators’ mean in Q9?

‘denominators’ means detailed population figures.
From AK: detailed population figures on which to calculate rates and ratios 
4. Can you confirm all these nets will be given out for free and there will be no 50c charge for them.

As written in the proposal we would like to respect the national policy with a contribution of the beneficiaries of about 50c per bed net. We adapted the price according to the recommendations of the WHO. This contribution will not enrich the local authorities but it will allow the health centres to implement the outreach activities, which are relevant to control the correct use of the LLINs as observed in our program in 2005. Indeed it is planned that at least 50% of the distributed bed nets will be followed up, with a questionnaire, through home visits. The HC must register the contributions and the expenditures for the outreach activities. These registers will be controlled regularly.

Moreover maybe by end of 2007 other health zones might benefit from Global Fund bed nets for which a contribution will be required according to the national policy.

We are concerned about sustainability, equity and coherence and as a partner of the health authority it would not be correct to deviate from the national policy and distribute the bed nets for free in some health zones and in some other health zones a contribution will be required as stipulated in their policy.
5. Please can give me the name of the medical coordinator of Malteser as mentioned in Q7.

Medical Coordination: Dr. Désiré Rakotoarison – medical program coordinator; Dr. Alfred Kinzelbach – regional coordinator.

Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.

Distribution Proposal 42
Partner: HisNets
No of nets: 5,200
Location: Ghana, Kumasi Tamale
Sent to MAG: 27Nov06
___________________________________________________________________________________
1. MAG member 1
29Nov06

I think that  on technical grounds both these projects are fine with distribution in highly malarious areas to people who need nets.

However, I share some of Bob's concerns and wonder whether we need to have some more formal guidelines about the NGOs we will work with - this applies especially to the smaller ones which  are not well known.

I have expressed my concerns before about the risk of net distribution being used for political reasons, even when we are working with a bigger well-established NGO. However, I am not sure that there is much we can do about this except keep a wary eye.

I have checked the web-sites of Malteser and His Nets and both seem to be professionally set up and to be credible NGOs. We should be open to applications from groups of any religious background but we need to be sure that WSM is not being used to push hard a particular view. Again, this is a tricky area but I agree with Bob that we need to keep an eye on this.
03Mar07

For some reason i can only download the comments on the Ghana proposal in a readable form but I think if they follow the lines for those for Ghana, which are reasonable, these projects cold be approved.Unless there are special circumstances it is probably best to keep away from these very small NGOs.
___________________________________________________________________________________
2. MAG member 2
03Dec06

Endemicity is wide spread in Ghana.  But I have a lot of misgivings about this project.  It sounds like a well-meaning group, but they are probably out of their depth and not well grounded in Ghana.  There is no "Ghana Public Health Service".  It has always been called the "Ghana Health Service" so I doubt they have much contact.  Why do they quote WHO statistics rather than the GHS statistics?  And they have some of these wrong.  It reads like something written from the US, and they are just doing a charity safari and mission. If that is so, I would rather see us supporting local Ghanaian NGOs directly.  It is curiously targeted to where their contacts are rather than any rationale based on those who are most neglected.  It is really high risk.  I am negative. 

Perhaps others on the MAG know this group.  If others are unsure about whether to support this, I suggest we send if first to a few of our key informants in Ghana to see what they know about this group.
___________________________________________________________________________________
3. MAG member 3
10Dec06

I am trying to get a bit more info on the Ghana proposal from Ghanaian colleagues before commenting.
Email sent:

Dear Joseph

I hope this finds you well.

I wondered if you have heard of an organisation called His Nets.  I am on the advisory board of the World Swim for Malaria Foundation, and we were reviewing proposals from this organisation to distribute nets in Kumasi and Tamali as well as in Kenya. None of us know them and we are trying to find out more about their capacity to work in malaria prevention.  The Foundation is open to applications from organisations of any religious background but the nets must not be used to promote any political or religious views.  This group seems well informed about the need for nets, but it would be useful to hear from someone who may know them directly.

Don’t worry if you don’t know them – we are checking with others also.

Best wishes Sylvia
04Feb07

I realised this must be the same organisation which applied for Ghana and Kenya – I’ll let you know if I get any feedback from Ghana.
05Feb07
From: Joseph Somuah Akuamoah Cc: Aba Wilmot

Subject: Re: Enquiring about an organisation working in Ghana

Dear Sylvia,

Unforetunately, I don't have any knowledge about this people. I spoke to Aba Wilmot who is in charge of ITNS for the NMCP and she also doesn't seem to know anything about them and will even want more information about them if you know. I have copied her on the mail in cse you will want more information on this. Joseph
___________________________________________________________________________________
4. MAG member 4
28Nov06

Both proposals have made a real effort to assemble what local knowledge they can. 

The Ghana project –  there must be better coverage survey data for Ghana – Sylvia? I have no doubt there are large groups of people without access to nets but don’t know the current situation in Ghana very well. Here though my bigger concern is the secular label. Ghana is a multi-faith country and presumably HIS refers to the almighty as recognized by the Baptists. Faith-based groups are useful partners in distribution but WSM would have to make a policy decision on whether it wants to align itself with special groups with vested promotional interest. To play this one out for a moment – would we give nets to politicians as part of their election campaigns in constituencies?   Happy to go with the majority view but I would need convincing that WSM nets weren’t being used to by converts. 
05Mar07
Travelling at the moment - dont add this email address to your address book...

Both teams in Ghana and Kenya seem to have made a good effort at responding to the queries and seem to me able enough to distribute the nets. I wasnt expecting an answer from HisNets on the evnagelical components of our concerns - this would have to be defined by MAG more generally. However on balance there are many mission sectors in Kenya including catholic releif services that do fill an important niche in service delivery. It would be good to get Ayo's views - specifically as they have contacted her anyway.

I'd probably go with both these proposals now.
___________________________________________________________________________________
5. MAG member 5
05Mar07
With regards to the HisNet proposal I am puzzled as I have not previously heard of this NGO and I have not been contacted by them on this request for Ghana. I am still not clear, based on the response provided, what strategy they plan to use to reach the more vulnerable groups i.e. pregnant women and children? Also I think we need to wait until they provide further details on the target villages, numbers etc before approving the proposal.

___________________________________________________________________________________
Questions sent to HisNets re Ghana proposal

The following information is in response to your request for “more information” on the His Nets application for nets to distribute in Ghana:

Request:  - smaller NGO not well known, what is their bednet distribution 


track record?

Answer:  


Kumasi, Ghana & area, June, 2005 – 1800 nets were distributed in 


clinics, hospitals, orphanages and churches in partnership with the


All Africa Baptist Fellowship (BWA Africa)


Hyderabad, India & area, October, 2005 – 100 nets were distributed


in partnership with Global Women and with Cooperative Baptist 


Fellowship missionary personnel


Kumasi, Ghana and area, June, 2006 – 2,300 nets were distributed in


clinics, hospitals, orphanages and churches in partnership with the


AABF


NE Province, Kenya to Somali People, April, 2006 – 1000 nets 


distributed in clinics and bush hospitals in partnership with CBF


missionary personnel


Akot, Sudan, Sept., 2006 – 200 nets distributed in a clinic in the 


Southern part of the country in partnership with Mustard Seed Int.


Central Kenya, October, 2006 – 200 nets in schools and bush clinics


in partnership with CBF missionary personnel



Total nets in 2005 – 1,900



Total nets in 2006 – 3,700



Total nets all years – 5,600

Request #2 – not clear how well grounded this group is in Ghana.  More information please i.e. list of distribution previously conducted (when/where/#nets/type of nets/ who did the distribution/ how was it done – half dozen sentences of explanation)

Answer – The only nets we have distributed – “Permanet”, a long lasting insecticide treated mosquito net produced by Vestergaard/Frandsen A/S Denmark.


The distributions were conducted by His Nets representatives in conjunction with partners who reside in the countries that receive the nets.  


After publicizing an upcoming distribution date, our representatives take the nets to the clinics, hospitals, orphanages for distribution.  Training in the proper use of the nets is done in the tribal languages, and we employ health service professionals in that country to assist us in determining where nets are most needed, they assist us with distribution and they also do the follow up studies for His Nets.

Request #3 – no “Ghana Public Health Service”; always been called the “Ghana Health Service”; how much contact do they have in Ghana?  More Information please.

Answer – we stand corrected on “Ghana Public Health Service.”  Our affiliation has been with “Ghana Health Service.”  


We met with the “Minister of the Interior” in Accra, in June, 2006. 


He is over all the Ghana Health Service.    We also meet with the Regional


Directors and employ high level personnel to assist us in determining 


where needs are greatest for distributions.

Request #4 – why do they quote WHO statistics rather than the GHS statistics?  (Also, some of statistics are incorrect.)  GHS stats needed.

Answer – We were not aware of discrepancies between WHO and GHS statistics and have gotten the GHS stats you need.  Here is a basic summary of statistics that pertain to our proposal:


Top Cause of Outpatient Morbidity in all of Ghana is Malaria:

                 Year         Number of Cases               % of Total


2000

1,672,178


42.9


2001

2,647,099


43.3


2002

3,140,980


43.7


2003

3,359,191


43.9


2004

3,379,527


44.1


Prevalence of Malaria per 100,000 Population in our two regions:


Region
Year
Malaria Cases
Prevalence/100,000


Ashanti
2004
663,456

16,065


Northern 2004 
255,544

12,567


Ashanti
2003
674,831

16,896


Northern 2003
253,326

12,807


Ashanti
2002
659,484

17,073


Northern 2002  
227,703

11,834


Ashanti
2001
561,111

15,020


Northern 2001
301,783

16,123


Ashanti
2000
488,373

13,517


Northern 2000
326,367

17,924


Top Cause of Death – Ashanti Region – Malaria
12.1%


Top Cause of Death – Northern Region – Malaria
21.6%

Request #5 – distribution seems to be targeted where NGO has contacts rather than to those most neglected.  More information please on who made the decisions re this distribution location.

Answer – We have asked the Ghana Health Service to provide us with names of villages, clinics, hospitals, and orphanages where nets are most needed.  In turn they make arrangements for us to deliver these nets to those locations.  Our support in Ghana comes from the All Africa Baptist Fellowship.  They have churches throughout the country.  However, there are some variables in determining deliveries that make it impossible for us to deliver to every location i.e. transportation, lodging, meals, Ghana Health Service support, etc.


The decisions for this distribution are made mutually with T Thomas, Ghana Health Service representatives, and AABF member support.

Request #6 – Names of villages please that will receive nets and number of nets to each.  More detailed information required here.

Answer – We are presently seeking a response from the Ghana Health Service representatives regarding this information.  As soon as we get their recommendations this information will be forwarded to you immediately.


One problem that we have had in the past – the estimates of nets given at particular clinics have been too small.  When we have come to those delivery points there are far more recipients than we have nets.  Therefore we would like to build in a small cushion to compensate for this error in the future.

Request #7 – number of people please in the specific villages/area being distributed to so #nets/local population ratio can be seen.  Regional numbers in millions are wrong scale for this question.

Answer – We will also address this when we receive information from Ghana Health Service personnel.  We hope to get this information soon.

Request #8 – pregnant women and u5 focus yes; orphanages blanket coverage yes; why churches blanket coverage?  Does not sound like a criterion based on need.

Answer – The All Africa Baptist Fellowship partners with us and provide many services at no charge ie secure storage for nets, personnel to translate and assist with distributions, and they are a primary resource for making arrangements for our team (meals, lodging, transportation).  They also maintain contact with the Ghana Health Service representatives for us.


The blanket coverage in a few of their churches is a necessary gesture of gratitude for their services to His Nets.  These deliveries represent about 3-5% of our total deliveries.


Because the majority of our contributors in the USA come from churches, the Ghana church deliveries provide a connection between these congregations.  Yes, there are pregnant women and children under five in this population, but these distributions are a minor part of our effort and it is considered necessary for ongoing work with the AABF.

Request #9 – need to be sure distribution will not push particular religious view nor discriminate against/exclude those not of that faith.  What assurances, support information here?

Answer – His Nets is a 501c3 non profit organization that is not tied to any denomination or church.  Due to the “reality of politico-religious dynamics” in the USA, it is advantageous for US based non-profits to be “faith based.”  Contributors have faith in non-profit organizations to be fiscally responsible and to use all gifts precisely as they are directed.  


Our fund raising efforts are done across all religious lines in the USA.  Many individuals and civic organizations also choose to contribute to this effort.  Our board meets twice a year and reviews all financial records, reviews our efforts, and makes plans for the future.


When we make distributions to clinics, hospitals and orphanages there are no religious services and nets are distributed to everyone regardless of their religious persuasion.  


The videotapes of our distributions show this to be true.

Request #10 – more information on T Thomas please.  Not clear his role/organization/breadth of knowledge of Ghana malaria context.  Need more data and information on why villages/area chosen.  

Answer – T (Charles Frank) Thomas and his wife first worked in Upper Volta, now Burkina Faso, West Africa in mid-1970s.  While there, their oldest daughter suffered brain damage and nearly died with malaria.  Since that time he has been an advocate in the fight against this disease and finally began His Nets two years ago in an effort to engage Americans in a personal way in this fight.


He and his family also lived in France and worked in Europe for 26 years with short, one year assignments in Romania and Cyprus.  Returning to the USA in 2000, he has created a network of donors that is now linked to his overseas contacts.  These contacts make his work for His Nets especially valuable.


One of these networks is the All Africa Baptist Fellowship based in Kumasi, Ghana.  Having lived and traveled in Ghana since 1976, T has used these contacts to identify health officials in Ghana who have facilitated the targeting of and distribution to areas of greatest need.

Request #11 – Who specifically at Gambia National Malaria Programme has been liaised with?  If not, they need to be informed and that included here.

Answer – We have written Dr. Ayo Palmer, the Director of the Centre for Innovation Against Malaria in The Gambia.  She has been informed of our project and we are waiting to hear back from her.

Request #12 – post distribution sampling looks light at 2%.  Request increased level and data reported back to MAG.

Answer – We have found that post-distribution sampling costs compete, significantly, with the costs of providing the nets, themselves.  Without an indication as to the specific types of increased sampling that is being recommended, it is difficult to propose an increase in sampling beyond the types of sampling that we have found to have been meaningful to us and to our supporters.  Because our organization is small, and wholly volunteer in structure, and because we are motivated to distribute nets to target populations of unquestioned need (with respect to both high risk of disease and financial need), our sampling has been more of a qualitative, descriptive nature, rather than quantitative. 

However, our public health consultant (Donald Lassiter, Ph.D., ex-CDC) is exploring several possibilities for future net distributions using a statistical model being developed by Joel D. Selanikio, M.D., of the Datadyne Group employing an open database management program (“EpiSurveyor” – based on CDC’s “EpiInfo”) designed for use in the field with a PDA hand device (e.g., “Palm Treo”, etc.).  At this time, it is too early even to suggest that such an approach would be adopted for future net distributions, only that we are interested in evaluating the possibility of such an approach in enhancing the statistical analyses of our net distribution programs. We mention this matter only to provide an indication to the MAG that we are not opposed to performing credible, statistically valid sampling and analyses of our net distribution activities, but that our purposes in doing so may be somewhat different than those of the Red Cross, WHO etc.

Finally, the level of statistical sampling of primary interest to His Nets is that level necessary to convince us that specific net distributions have succeeded in reaching our objectives.  We certainly understand that this standard may be less than that acceptable for academic research (and/or publication), but it has been sufficient to ensure that we have met our objectives.

Summary: Went back to proposer with further questions. Very poor response received so not approved. 
Distribution Proposal 45
Partner: Jirsong Asong (Social Service Society of the Diocese of Diphu)
No of nets: 10,000
Location: India, Koilamati area, Karbi Anglong district, Assam
Sent to MAG: 03Dec06
___________________________________________________________________________________
1. MAG member 1
09Dec06
I have looked through these four proposals. All seem to be directed at communities that will benefit from malaria and can be approved. A few brief comments.
Myanmar and India.  These are very scany proposals which make it dififcult to work out why these areas were chosen and what is going to be done. However, the populations chosen are likley to be high risk groups in their respective countries.
___________________________________________________________________________________
2. MAG member 2
03Dec06

I guess I am jaded by African malaria.  In one district in Tanzania where I worked, we recorded 250,000 cases in health facilities in one year in 570,000 people.  And they considered that a normal risk, not a high risk.  Tanzania would have to decimate this rate to get to where Assam calls high risk.  However we need to respond to requests from Asia and this may be as good as any we might get in regard to endemicity.  
Perhaps Nick can fill us in on the merits of this area.  What I don't have a feel for is how they are actually going to distribute the nets. I would like to know more on that score because it would give us a better gauge of this group.  I am uncertain about this one, but would agree if others are supportive.
___________________________________________________________________________________
3. MAG member 3
10Dec06

On the Assam proposals I agree with Nick it would be good to have a bit more info on the rationale for choosing those areas.  Vas Dev is keen and I am sure he can track down the figures.  I am surprised there have never been any ITN initiatives there, as Assam is one of the most malaria affected states in India and I thought there was a lot of World Bank funding, but no doubt some areas get missed.

___________________________________________________________________________________
9. MAG member 9
04Dec06

Assam is a big place. Transmission varies enormously; A.minimus is thought to be the predominant vector (as in several parts of the region) with A.dirus (baimai), A fluvialis, A.philippinensis and several others implicated. The only study I know of tested mass effect and concluded bed-nets were beneficial. I’m not sure exactly where Koilamati area, Karbi Anglong district is in relation to the studies that have been conducted but the incidence (574 cases in one year in a population of 24540) seem much lower than in other areas of Assam where the EIR can be >50. Why exactly was this area chosen? I think it would be reasonable to ask for a little more justification of this choice, which may well be perfectly reasonable, but is not sufficient in the application. Jana-Kara et al. Deltamethrin impregnated bednets against Anopheles minimus transmitted malaria in Assam, India.  J Trop Med Hyg. 1995 Apr;98(2):73-83. Chris Curtis (LSTMH) was involved in this study.

___________________________________________________________________________________
Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.

Distribution Proposal 46
Partner: Red Cross
No of nets: 15,000
Location: Cambodia, Pourk, Angkor Chum and Varin Districts
Sent to MAG: 03Dec06
___________________________________________________________________________________
1. MAG member 1
09Dec06
I have looked through these four proposals. All seem to be directed at communities that will benefit from malaria and can be approved. A few brief comments.
Cambodia study. I think that this is the best set-out proposal that we have received and could be a model for others. It sets out clearly the reason why the study area was chosen, the risk, how the nets will be distributed and the follow-up process.
___________________________________________________________________________________
2. MAG member 2
03Dec06
This looks well thought out.  It has the interesting angle of also targeting opinion leaders. I would support this, but we should be sure to get Nick's opinion first.  One worry is whether they have done the arithmetic correctly for the number of nets they need.
_________________________________________________________________________________
3. MAG member 3
10Dec06
On Cambodia malaria used to be a big problem in those areas – especially for adult men, but with deforestation, occupational changes and malaria control it has gone down.  I was not sure if they were specifically aiming to target villages greater than 250metres and less than 1 km from the forest, which would make sense, as those closer to the forest have probably already received nets according to national policy. Data are limited on efficacy of ITNs in that area, but at least some sibling species of A. dirus do bite late at night when people would be using their nets.  For the educational materials I think I would focus on getting across the message that pregnant women should use nets before delivery and it is safe rather than worrying about exposure of the nets to sunlight.

___________________________________________________________________________________
4. MAG member 4
11Dec06

I got back today from MMV and its madness here following a huge press release over MAP – some great coverage including the Economist. Had a look on plane – essentially agree with Brian. Go with his comments. In addition agree re: model submission from Cambodia.

9. MAG member 9
04Dec06

ITNs are popular but not very effective in reducing malaria in Eastern Thailand or North- Eastern  Cambodia, as might be expected from the human and vector behaviour A.dirus complex, A.minimus. (Sochanta et al Trop Med Intl Hlth 2006; 11; 1166-77). So Western Cambodia is likely to be similar. 
08Dec06 (In response to response from Robert Kolesar of 08Dec06)

For Cambodia the reply is unconvincing – He informed me that the MOH and WHO previously had this same concern.  He stated that the CNM and WHO collaborated on a formal research study to determine the effectiveness of ITNs in Cambodia.  He stated that the study concluded that this is a non-issue in Cambodia and the study was the primary reason why insecticide treated nets are the focus of the CNM's malaria prevention strategy.  I requested a soft copy of the research report, however CNM is only able to locate the hard copy at this time.    why can’t they provide a pdf of this report? It would have to be a pretty good study to remove all concerns about poor ITN efficacy in this region.

I think you have two options

a) accept their word for it – because the National Malaria Control Programme requests it –and you don’t want a drawn out dialogue

b) ask for the evidence referred to (which I have not heard or seen reported either) but not provided.

I would favour the latter because it may be a avery useful report and it would help inform any subsequent applications from the region, but I accept that pragmatically you may go for the first option.
12Dec06

Satisfactory responses; This is fine with me.
_______________________________________________________________________________
07Dec06

Questions asked of Robert Kolesar, American Red Cross (Responses 08Dec06)

a) This looks well thought out.  It has the interesting angle of also targeting opinion leaders. I would support this, but we should be sure to get X’s opinion first.  One worry is whether they have done the arithmetic correctly for the number of nets they need. 

We have reviewed the requested number of nets (15,000) and confirm that we have calculated correctly. 

a) ITNs are popular but not very effective in reducing malaria in Eastern Thailand or North- Eastern Cambodia, as might be expected from the human and vector behaviour A.dirus complex, A.minimus. So Western Cambodia is likely to be similar. 

I spoke with the Director of the National Malaria Center (CNM), Dr. Duong Socheat about this.  He informed me that the MOH and WHO previously had this same concern.  He stated that the CNM and WHO collaborated on a formal research study to determine the effectiveness of ITNs in Cambodia.  He stated that the study concluded that this is a non-issue in Cambodia and the study was the primary reason why insecticide treated nets are the focus of the CNM's malaria prevention strategy.  I requested a soft copy of the research report, however CNM is only able to locate the hard copy at this time.    

I would also like to state that although there are some indications that A. dirus and A. minumus, the primary vectors for malaria transmission in Southeast Asia, have developed avoidance behavior responses when evaluated using an excito-repellency escape chamber (Chareonviriyaphap, Aum-aung and Ratanatham (1999) and Prapanthadara et al. (2000).), there is sufficient evidence demonstrating the effectiveness of insecticide treated bed nets in reducing malaria incidence in other Southeast Asian countries as well.  "Malaria vector control in this [Southeast Asia] region has recently shifted from routine, residual spacespraying inside houses to the use of pyrethroid-impregnated bednets. In Laos, impregnated bednets have recently been reported to reduce malaria transmission successfully (Kobayashi et al. 2004). Evaluation of repellency and killing effects of bednets treated with etofenprox, deltamethrin, lambdacyhalothrin and permethrin was carried out in Northern Thailand and results showed that all four insecticides have a high repellence effect.(Prasittisuk et al. 1996)."  http://library.wur.nl/frontis/disease_vectors/10_kittayapong.pdf

Related to human behavior: 

According to the Insecticide Treated Mosquito Net Interventions: A manual for national control program managers, A. dirus bites both indoors and outdoors, however the biting time is classified as "mainly late" or between 20:00 and 02:00, the same time that villagers whom mostly live without electricity are likely to be sleeping under an insecticide treated mosquito net. http://www.who.int/malaria/cmc_upload/0/000/016/211/ITNinterventions_en.pdf 

According to the World Malaria Report 2005, A. minimus does bite humans outdoors and early in the evening, however indoor biting remains more frequent; thus, IRS and ITNs should continue to be effective in preventing malaria. http://www.rbm.who.int/wmr2005/pdf/WMReport_lr.pdf

Finally, the rise in multi-drug resistant malaria in Cambodia makes prevention efforts more important than ever. 

_______________________________

09Dec06

Further clarification/information asked of Robert Kolesar, American Red Cross (Response, XXDec06)

Could you arrange for a pdf copy of the report you mention to be emailed to me?
Summary: Went back to proposer with further questions. Very poor response received so not approved. 

Distribution Proposal 47
Partner: India National Malaria programme
No of nets: 5,236
Location: India, Karbi Anglong
Sent to MAG: 05Dec06
___________________________________________________________________________________
1. MAG member 1
09Dec06

I have looked through these four proposals. All seem to be directed at communities that will benefit from malaria and can be approved. A few brief comments.
Myanmar and India.  These are very scany proposals which make it dififcult to work out why these areas were chosen and what is going to be done. However, the populations chosen are likley to be high risk groups in their respective countries.
___________________________________________________________________________________
2. MAG member 2
07Dec06
This proposal is not very compelling.  I find it hard to get excited by the relatively low burden (cf Africa), yet saturation plans for LLINs. The net distribution is not convincingly explained.  It looks like the District Malaria Officer and other workers will walk around and distribute them against some sort of formula not explained which mentions both blanket coverage, yet special attention to pregnant women and children.  I can't comment on the needs in this area, or the competence of the Malaria Officer but would feel more comfortable if this was an NGO operation.  I am undecided and will defer to those who know India better.
___________________________________________________________________________________
3. MAG member 3
10Dec06

On the Assam proposals I agree with Nick it would be good to have a bit more info on the rationale for choosing those areas.  Vas Dev is keen and I am sure he can track down the figures.  I am surprised there have never been any ITN initiatives there, as Assam is one of the most malaria affected states in India and I thought there was a lot of World Bank funding, but no doubt some areas get missed.
___________________________________________________________________________________
4. MAG member 4
11Dec06

Essentially agree with Brian. Go with his comments. In addition agree re: model submission from Cambodia.

___________________________________________________________________________________
Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.
Distribution Proposal 56
Partner: Red Cross
No of nets: Gambia, North Bank Region
Location: 6,700
Sent to MAG: 20Mar07
___________________________________________________________________________________
1. MAG member 1
26Mar07

I know the area well and it is a reasonable site for net distribution and involves the areas where the first ITN trials were done in The Gambia. It is disappointing that coverage is still so low. 

I wonder if CIAM (Ayo Palmer) has been involved in preparation of the proposal. It shows some lack of technical expertise eg. rubbish causing malaria and the group might benefit from a competent technical partner such as CIAM.

It appears that the Red Cross is asking for funds to support sensitisation, delivery etc which we do not do. Perhaps this is an application directed at other donors as well with WSM being asked for just the nets.

___________________________________________________________________________________
2. MAG member 2
02Jul07

Assuming Ayo is supportive I would endorse this one.  I still have the question with regard to the GFATM investment though.
___________________________________________________________________________________
3. MAG member 3
18Aug07

I found this proposal rather difficult to follow in the full proposal, as it seems to mix what this specific distribution will achieve with larger programme goal.  Some indicators in the logical framework were about retreatment not distribution and it was not clear how some indicators would be measured.  The support costs look rather high – about $4.85 per LLIN distributed without the cost of the net. 1400 volunteer days is about 5 nets per volunteer day.  However, I would not use these as reasons against the distribution – they are not asking WSM for these costs, and I know from our own experience that the relatively small distributions do cost the organizations a lot, but hopefully have additional benefits instead of efficiency in terms of awareness raising, filling gaps etc.

The summary proposal was clear enough and the use of the established outreach centres makes it feasible, so I would approve this one.

___________________________________________________________________________________
4. MAG member 4
29Mar07

I’ll leave Gambian proposal to Ayo to shepherd/decide
___________________________________________________________________________________
5. MAG member 5
25Apr07

We have not been consulted in the preparation of this proposal.  

Although there is preliminary data indicating a decline in reported cases of malaria in the Western Health Region, there is no hard data yet about malaria trends in this region, the North Bank Health region, which has a high malaria burden. So in this regard, it is reasonable to support the proposal though I agree with Brian that the technical data provided on malaria is scanty and incorrect for young children. It is true though that the North Bank especially the West (Upper and Lower Nuimi) have low bed net coverage (see attached file) 

The distribution strategy is unclear to me.  It would be helpful to first conduct a household survey to identify gaps--  ie households where children and pregnant women do not have nets and then conduct an activity eg a campaign over a limited period using community volunteers to provide these households with nets. At the moment the proposal plans to use a dual strategy for net distribution–i) using government facilities and ii) community volunteers—this could lead to poor coordination of the distribution and potentially the nets may end up in the wrong households or the market.

Unless additional funds are being provided from elsewhere for the sensitization and follow up activities it would seem preferable to integrate the net distribution within existing structures and processes to avoid a stand alone situation that will not be sustainable. It is unclear who will be supporting the other proposed activities such as sensitization, district supervisors, logistics for monitoring etc  —more information is needed on these issues

For the monitoring –I think it is a good idea to monitor actual use and periodic surveys could be one way of doing this. However it sounds as if the Red Cross volunteers will be conducting routine household visits for IMCI—would it not be feasible to incorporate the monitoring into these visits?

In summary I think the proposal should be supported but the details need to be clearly articulated to make sure that what is proposed will lead to the objective of reaching those who need the nets.
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Source: Evaluation of the 2005 national mass mosquito net retreatment campaign in The Gambia, who 

4 Questions asked by Ayo Palmer and responses
1. The technical data provided on malaria is scanty and incorrect for young children. Can this be improved upon please? 
Percentage of children under five years old that slept under a (any) mosquito net during the night preceding the survey, by background characteristics (Africa Malaria Report, 2003) 














Wealth Quintile
	Country
	Source
	Year
	Total
	 
	Male
	Female
	 
	Urban
	Rural
	 
	Poorest
	Second
	Middle
	Fourth
	Richest

	Gambia
	MICS
	2000
	42.1
	 
	43.1
	41.0
	 
	35.7
	45.9
	 
	44.5
	46.1
	44.5
	37.8
	32.9


In 1999, there were 127,899 deaths attributed to malaria throughout The Gambia.

2. The distribution strategy is unclear to me. It would be helpful to first conduct a household survey to identify gaps i.e. households where children and pregnant women do not have nets and then conduct an activity eg a campaign over a limited period using community volunteers to provide these households with nets. At the moment the proposal plans to use a dual strategy for net distribution–i) using government facilities and ii) community volunteers—this could lead to poor coordination of the distribution and potentially the nets may end up in the wrong households or the market. Please could we have comment on this. 

The Gambia Red Cross Society (GRCS) volunteers will be the sole distributor of the LLINs at the village level. Before the distribution takes effect, while volunteers are conducting routine house-to-house activities on IMCI, they will simultaneously identify the number of children under one and pregnant women in each household. Volunteers will keep record of target beneficiaries (under one and pregnant women). This will facilitate the distribution because all beneficiaries are ear-marked and enables the distribution to take a shorter period. The house-to-house information collection will take two weeks and will involve 100 volunteers. The distribution will last for one and a half month. (Answer Question 10)

3. Unless additional funds are being provided from elsewhere for the sensitization and follow up activities it would seem preferable to integrate the net distribution within existing structures and processes to avoid a stand alone situation that will not be sustainable. It is unclear who will be supporting the other proposed activities such as sensitization, district supervisors, logistics for monitoring etc. More information is needed on these issues. 

The Gambia Red Cross Society supports Government in the implementation of Community-Based Integrated Management of Childhood Illness (IMCI) programme in the six districts targeted. Volunteers involved in the distribution will simultaneously implement the program through the National Society strategy on House-to-House home visits and the Maternal and Child Health (MCH) out-reach activities of the Department of State for Health. (Answer Question 9)
GRCS will collaborate with the key stakeholders such as National Malaria Control Program, Department for State for Health and Social Welfare, and the community leaders in maximizing the coverage, distribution and use of the LLINs. The partnership between these institutions will enable a mass opportunity to have access to LLINs and receive information on malaria prevention and control. (Answer Question 10)
4. For the monitoring –I think it is a good idea to monitor actual use and periodic surveys could be one way of doing this. However it sounds as if the Red Cross volunteers will be conducting routine household visits for IMCI. Would it not be feasible to incorporate the monitoring into these visits? 

The M&E team will conduct a survey on the effective use of LLINs and the incidence of malaria in the region as part of the exit activities. Proper use of LLINs at household level will be monitored by the Red Cross volunteers in the region during their routine home visits in the Community IMCI programme. A month after the distribution, the routine monitoring on the hang-up percentage will start. This will enable us to establish the level of net usage. The survey on hang-up percentage result will be communicated by email with all the reports and to all stakeholders. The result of the survey on hang-up will determine whether there is the need to conduct additional sensitization to encourage usage. (Answer Question 11)
31May07

Some of the questions have been answered though some of the data provided is still dated. However I think it is reasonable to accept the proposal as coverage is low. It is unlikely that the NMCP will be able to bring in nets before the rainy season.

___________________________________________________________________________________
9. MAG member 9
25Mar07

Just to reassure you –I’m reading all these African applications but not commenting as outside my purview! ___________________________________________________________________________________
Summary: Went back to proposer with further questions. Very poor response received so not approved. They were close to an approval but unless all outstanding questions are satisfactorily answered we have to reject the proposal.

Distribution Proposal 58
Partner: Red Cross
No of nets: 10,000
Location: Rwanda, Burera and Rusizi
Sent to MAG: 02Aug07
___________________________________________________________________________________
1. MAG member 1
08Sep07

I have looked at these two proposals which seem to be well set out.  I have no queries with this application. Maps. Something that you might like to think about including if the application form is being designed is a request for a map, as provided for Rwanda, although this does not highlight the areas that have been targeted.

___________________________________________________________________________________
2. MAG member 2
07Aug07

Rwanda, Burera and Rusizi Districts, Rwanda Red Cross Rwanda is patchy and we need to check the maps carefully here.  I am off line and can't check it but I believe the west of Rwanda is malaria free so I am surprised that they picked Rusizi District.  They say they picked these districts because of the high number of cases. Elsewhere they say there are no statistics on malaria for these districts, but that it is generally endemic across Rwanda (but not according to MARA maps).  They say these sites are low altitude, but later on their own map they say they are at 1,400 to 1,900 m which is rather high putting them on the malaria fringe at best. I would like to know when the Measles LLIN campaign was held since it should have covered all vulnerable children.  Rwanda is a country that is doing great things with its health system lately and has good household coverage of LLINs.  So I am not too sure about this one. I have a feeling we may want to ask for more evidence that these areas are priorities for such a large number of nets. Perhaps you can check these
districts on Bob's maps as well.  I am reluctant to endorse this one just yet.
___________________________________________________________________________________
3. MAG member 3
02Aug07

Surprising no malaria statistics for the districts available.  Makes me wonder how much the proposers know about the area.  However, as Rusizi is said to be low-lying it probably does have a malaria problem. It seems the Red Cross has the capacity to do a good distribution. Unclear for q6 whether sufficient ITNs have already been distributed to these two districts by other programmes. Useful to clarify this point before approval. 

___________________________________________________________________________________
4. MAG member 4
02Aug07
Rwanda isn’t entirely endemic in fact the altitude districts are likely to malaria free. Not clear to me where these districts are located – perhaps they could provide a map and an altitude of districts. The HMIS statistics they quote cover areas inclusive but beyond their target population areas so not easy to gauge extent malaria is a major burden. They also sate that 42% net coverage and planning on distribution of 10,000 nets to a population of 42,000 people. If 2 people share a net then presumably they are aiming to mop up the balance of those not having a net. BUT there are few details on how this will operate – perhaps community will redistribute to those who don’t have? Basically need more on target districts malaria risk and how they will strategically distribute to an already relatively high net use population. __________________________________________________________________________________
5. MAG member 5
09Sep07

Some issues on the Rwanda proposal:

The need is well articulated. I’m puzzled about why only 10,000 nets are being requested for both U5s and pregnant women. If as indicated the Team are unsure about existing coverage levels for these 2 groups is it feasible to assess this in both U5s and pregnant women and then make an estimate of what is needed to ensure that high coverage levels are achieved. Is the estimate provided by the NMCP (section 6)  ie 37.2% of U5s a national estimate? I assume that the Red Cross will be responsible for funding all the logistics for the distribution. Will the distribution sites be accessible to all those who need nets or are they centralized? If so what will be done to reach those who cannot come to these sites? I think that a useful piece of information that should be included in the post-distribution summary is the total no distributed and the estimated coverage (section 16). The proposal should be supported but would be grateful for answers to the issues raised above

___________________________________________________________________________________
7. MAG member 7
09Aug07

It will be useful to know what the number of nets distributed were to give a crude indication of coverage!
Questions asked 02Aug07, Response received 19Sep07

1. Please could you let me have the latitude and longitude coordinates for each of the 5 sublocations: Bungwe, Gitare, Bugarama, Muganza and Giteramvura.

Unfortunately, the RRC is unable to find information from the National Statistic Department about latitude/longitude of the 5 sub-locations, but the altitude at Rusizi District 950 meters and 1800 meters at Bungwe in northearn region. 

2. Were any nets distributed in these locations during the recent extensive Measles/Malaria campaign? It would seem from the comments
- Q6 “In the two targeted Districts, statistics on bed net use are not available. The Ministry of Health, through measles campaigns, has distributed bed nets to under fives and pregnant women” 
Health Centre had the sites where nets were distributed.

The distribution of nets were as follows: 

-        Rusizi district in three sectors  464 nets(378 for babies , 86 breastfeeding women of  two month) 

-        Burera district in two sectors 321 nets (247 for under fives, 74 breastfeeding) 

On baseline survey carried out by PSI in April 2007 indicated that only 29%of house holds in rural areas use mosquito nets. 

- Q1 “Within each sector, the distribution will depend upon the number of people in need that have been identified within that area, thus there should be some flexibility concerning these numbers.” 

…there is a need to determine how many nets have already been distributed and the numbers of pregnant women to arrive at a number of nets required. We assume therefore that the 10,000 number is an estimate at this stage and the number required, if approved, could be less. Please can you find and copy to us information on the Malaria/Measles campaign in this area. This information should be available.
There will need to be some flexibility with the numbers, because some of sectors have different vulnerables, and even the number of people differ. It is impossible to get the details of each sector because the data is still in country level.  In the campaign the target group were breastfeeding and children under fives but now the newly pregnant women are in need of nets. 

3. Please can you look at gaining a video resource. Video footage, which does not have to be of broadcast quality, is becoming increasingly important and useful in reporting back to donors and ultimately assists in generating further funds to buy more nets. 
At this time we unfortunately cannot guarantee video footage as we do not have the resources. 

4. Can I confirm that it is understood the photo requirement would be 40 pictures from EACH of the 5 sublocations. 
Confirmed and agreed.
Questions asked 24Sep07, Response received 26Nov07

1. LOCATION 

We need to know the location of the intended distribution points. 

If longitude and latitude is not available (although this surprises us that someone within the Red Cross is not in a position to liaise internally if necessary to establish a location and then look up a long/lat) can we please receive a description of each location in terms of distance from larger towns such that we can triangulate and find on a map. Alternatively, the locations could be marked on a map of appropriate close-in scale (ie not country level which is not accurate enough). You could also cut and paste into a Word document the relevant map area from Google Earth or Microsoft Encarta, both available online and for free, and have the 5 locations marked on the mp and send to us. I would help here, but do not know the area to select for you. 
District  and Distance to Kagali: Burera - 156 km;  Rusizi - 462 km
Unfortunately, the longitude/latitude readings are not available for each of the sub-locations, but hopefully distance from Kigali will suffice. 
WE NEED TO BE ABLE TO FIND THESE LOCATIONS ON A MAP. PLEASE CAN YOU EMAIL A PDF OF A MAP OF AN APPROPRIATE SCALE WITH EACH OF THE SPECIFIC DISTRIBUTION LOCATIONS MARKED.
2. ALTITUDE 

Please can the proposers find out and provide the altitudes of the 5 areas. There is concern the altitude of these areas should mean there is marginal malaria. Hence, we need to receive the altitudes of the 5 specific locations.
We are unable to determine altitude at this time. 
WE NEED TO ESTABLISH ALTITUDE. THIS RESPONSIBILITY MUST REST WITH THE PROPOSER TO SEND US THIS INFORMATION AND CITE SOURCE.

3. MALARIA STATISTICS 

We require malaria statistics for the proposed areas. 

The information given to date is, unfortunately, not for the specific areas and it is believed strongly the relevant local information should be available and is necessary given the location geography and the altitude of these locations. 
District    Distance       Sectors             Pop          cases     deaths      children     women pregnant 
                 to Kagali                                in 06       in 06      in 06         in 2007       in 2007 
Burera       156 km       Bungwe           27,889           416          4            4,490           1,116 
                                     Gitare               52,000          632          6            8,372           2,080 
Rusizi        462 km       Muganza          31,762          748          5            5,114           1,270 
                                     Gitermvura       26,284          593          2            4,232           1,051 
                                     Bugarama         34,927       1,104          6            5,623           1,397 

                                                          ------------     ---------      ------       ---------        ---------  

                                                          c180,000        3,493        23           27,831         6,914              

                                                          ------------     ---------      ------       ---------        ---------  
PLEASE CAN YOU TELL US THE SOURCE OF THIS INFORMATION

4. EXISTING NET COVERAGE 

Knowledge of the number of nets to go to each location seems sketchy and the MAG is not satisfied there is enough close counting of the net requirement level. We would expect to see reasonably accurate population figures (and sub category ie pregnant women/under 5’s etc) to be provided as well as the existing net usage level. Given significant net distributions have taken place in many parts of Rwanda recently this is felt necessary to have included. 

For five sectors there are 27,631 (ed: 27,831) children and 6,914 pregnant women (break downs per locality listed above). In terms of the existing usage level of nets, as far as Red Cross is concerned we have never distributed nets in that area. Although there have been government and others NGO have distributions, a baseline net coverage rate is not yet known. As the specific locations for distribution were determined in collaboration with government partners, it has been decided that there is a remaining need for nets in the proposed areas, especially to coverly the new under 5s and newly pregnant. 
THE RED CROSS MAY NOT HAVE DISTRIBUTED NETS IN THE AREA BEFORE BUT WHAT ABOUT OTHERS? GIVEN RECENT DISTRIBUTIONS (EG MEASLES CAMPAIGN) CAN WE BE PROVIDED WITH FURTHER ASSURANCE THAT ANY PREVIOUS DISTRIBUTIONS HAVE BEEN FULLY TAKEN INTO ACCOUNT IN COMING UP WITH THE PROPOSED NEED FOR NETS. A SHORT LETTER FROM THE NMCP INDICATING a) WHAT DISTRIBUTIONS HAVE TAKEN PLACE IN THE AREA, WHEN, BY WHOM, OF HOW MANY NETS AND TO WHICH TARGET GROUP AND b) CONFIRMATION FROM THE NMCP THIS PROPOSAL TO THE SPCECIFIED GROUPS IS REQUIRED.
5. DISTRIBUTION STRATEGY 

Will the distribution sites be accessible to all those who need nets? Assuming not all will be able to reach a distribution point, what will be done to reach those who cannot come to the sites? 

Yes, the distribution sites will be accessible to all target groups, because before the start of the distribution we will first inform Red Cross committees, local leaders, sectors, Health Head Officers and beneficiairies of the upcoming distribution and specific locations. Additionally, the list of beneficiaries will be made available to local leaders, Representatives of beneficiaries, Red Cross committees, etc, so it will be easy to trace those that have not received the nets and bring them to the distribution points. Whoever receives a net will be asked to sign for it. 
6. DISTRIBUTION STRATEGY 

‘They state a 42% net coverage. They are planning to distribute 10,000 nets to 42,000 people. If 2 people share a net, presumably they are aiming to mop up the balance of those not having a net. BUT there are few details on how this will operate. We need more information on how they will distribute to an already relatively high net-use population.’ Please can you provide a response to this. (It may be that Q3 and Q6 above are at odds with each other as we cannot tell whether it is being stated that the proposed areas have a 42% coverage and therefore Q6 is relevant, or it is not known, in which case Q4 is relevant. )
 
According to the statistics given by EDS in 2005 only 42% use nets but the survey conducted by PSI in April 2007 indicates that only 29% in rural areas use mosquito nets. It is important to remember that the Government and others agencies/NGOs are giving each family (households) one net in target areas and this may not cover all vulnerables within the household. 

THE POINT WE ARE ATTEMPTING TO CLARIFY BY ASKING THIS QUESTION WILL BE ANSWERED BY A FULL ANSWER TO Q4.

Futher:
The detail of how net will be distributed: we shall first target  pregnant women and under 5's because of their particular high risk. In every house (homesteady) with a pregnant woman will be selected and given one net. For households with 1-2 under 5's, will get 2 nets (depending upon number of U5s); households with pregnant woman and more than 2 children U5 will get 3 nets. After distribution Red Cross volunteers will make follow up, monitoring and evaluation of nets use. 
Summary: Proposal received and approved.

Distribution Proposal 68
Partner: Natiki Health Focus Org.
No of nets: 12,390
Location: Uganda, Pallisa
Sent to MAG: 29Jun07
___________________________________________________________________________________
1. MAG member 1
04Jul07

A well written proposal which looks OK. It is interesting that the Minister of Health is the MP for the area but it seems that the decision to distribute here came from the local group rather than the Ministry.
The distributor is a small local NGO supported by a Peace Corps volunteer. It would be good to get an independent assessment of their bona fides if possible.

___________________________________________________________________________________
2. MAG member 2
02Jul07

I don't know this group and suspect they are a very small grass roots operation tackling an ambitious delivery.  So this is a decision of moderate risk. But a risk worth taking because sometimes these small groups perform the best.  They should be sure to emphasize that net use should prioritize the youngest children (since this is not entirely clear in their plan).  I recommend support unless other reviewers have experience that might shed light on known weaknesses of Natiki.

___________________________________________________________________________________
3. MAG member 3
20Aug07

Q7 – the rationale for choice of Kakoro subcounty was simply that is where the organization operates.

This project is well planned and sufficient detail is provided to recommend approval.

20Aug07

As I am in Kampala I looked through the distribution lists of large numbers of ITNs which we and other agencies have helped distribute from Global Fund and Malaria No More/US grants.  Although some nets are going to all the districts in the three Uganda projects I reviewed, this does not necessarily mean there is duplication unless the whole population were covered. There are some subcounties receiving nets already from GFATM but again there could still be inadequate numbers.  The Natiki Health Project was quite correct in noting the distribution of 4000 nets in Kakoro, and explained well the need for more.

Kikwamba in Bushenyi received 5,673 Global Fund nets, Muko in Kabale received 10,742 and Kamira in Luwero received 4,895 in 2006 to May this year, but less than two per household on average were allocated, so there would still be a need.
___________________________________________________________________________________
4. MAG member 4
10Sep07

Malaria risk = Yes; political commitment = yes (I personally not bothered if linked to a member of parliament….); organizational structure = good with Peace Corps volunteer; very focused, geographically, distribution linked to health centre = good; details on distribution = very detailed, good; feedback = good. Same comment as above – Uganda well below its targets so no sense of duplication of effort. Suggest fund.  

___________________________________________________________________________________
Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.
Distribution Proposal 70
Partner: Red Cross
No of nets: 10,000
Location: Liberia
Sent to MAG: 02Aug07
___________________________________________________________________________________
1. MAG member 1
08Sep07

I have looked at these two proposals which seem to be well set out.

Liberia. Malaria is pretty evenly distributed across Liberia and so I imagine that the areas chosen all have a high malaria attack rate. I know this is the case for Nimba and Bong counties which I have visited.

We are however, given some slightly odd statistics in the response to question 4 with a massive increase of  reported cases of malaria in 2006 comared with 2005, especially of complicated cases. This may just represent better surveillance as life settles down a but more but this would be worth asking about. The distribution scheme seems OK.

___________________________________________________________________________________
2. MAG member 2
07Aug07

Liberia, Margibi et al. Counties,  Liberia National Red Cross Society This area is clearly endemic for malaria.  I don't recall if we have supported the Liberian Red Cross before, but it seems they have done such campaigns before and recently.  A weakness of this request is that they don't seem to have explained convincingly the need for revisiting these particular communities again.  Why did they fail last time?  It seems these communities were just left out some how but that is odd.  I would say this is a moderate risk project.  This is a fairly large request and it might be risky to give them the full request if it is their first time.
 If so, perhaps we could agree to 5000 nets, and a further 5000 on proof that they succeeded with the first 5000.  We could also check with the Canadian or American Red Cross to see if they partnered with Liberia on these recent campaigns, and if so, what is their assessment.  I have contacts there and could check this out if you wish.

___________________________________________________________________________________
3. MAG member 3
02Aug07

The population data in q 1 are clearly estimates not actual figures – they should have specified this (though they do explain the estimation in Q9).

Q3 talks about malaria in the country in general, not the project areas as requested.

Q4 must have an error in 2006 as it shows more than twice as much complicated as simple malaria – this makes no sense.

Q6 suggests that a shortfall in ITN distribution related to human and logistical capacity gaps in MOH but does not specify that shortage of ITNs to distribute was an issue.  Does this mean that ITNs are waiting to be distributed or that any that might have been were sent elsewhere instead?

Otherwise this is a clearly described proposal, and as long as you can get some information for Q6 on approximate numbers already distributed (the nets from 2005 and 2006 should still be useable even if there was a problem in 2007) and what shortfall is there, I would recommend approval.

___________________________________________________________________________________
4. MAG member 4
02Aug07

It would be good to get some ITN into Liberia and this seems a proposal to top-up gaps in the already initiated campaigns – they’ve done their background, malaria is pretty endemic throughout rural Liberia and they will be capitalizing on the awareness raising campaigns initiated by Red Cross and have distribution system established. Nothing really to argue against here. Recommend move ahead with this.

___________________________________________________________________________________
5. MAG member 5
09Sep07

There are several questions that I have on the Liberian proposal as follows:

1) Data provided in Section 4: I have seen recent data based on 2007 population estimates and they differ significantly from those quoted in this proposal eg Grand Bassa 200,000; Montserado: 1,200,000. This would affect the estimates of the total population of pregnant women and children U5. I would suggest that they contact the Ministry of Planning for these 2007 estimates and then recalculate the estimates again for pregnant women and children U5

2) There is a high jump in the no of uncomplicated malaria (I’m not sure if this is what is meant by simple malaria ) reported in 2006 compared to 2005 (are these statistics reliable)—also complicated cases are usually a subset of all cases of malaria and are fewer than the total number of uncomplicated  cases so it is odd to have over 200,000 cases of complicated versus 80,000 cases of simple malaria. The data needs to be reviewed—what sources were used to collate these figures? 

3) Section 6: If the Liberian Red Cross distributed nets how many were distributed? Were they LLNs or untreated nets?  Was the distribution done in all target sites? Based on this distribution what is the estimated coverage.

4) Section 9:  It may be difficult for elders to know if women are pregnant because of cultural issues--Liberia may be different in this respect. But I would be concerned that if this approach is used to identify women and children for registration there is a risk that the coverage may be low. Perhaps the question is how will the elders identify these groups? Is a house to house distribution strategy an alternative option with the advantage of registering and distributing at the same time? For an estimate of U5 I would use a higher proportion of the total population ie 18% 

5) It is unclear what will the post-distribution monitoring will consist of---would an attempt be made to determine coverage levels as well as appropriate use?

16Oct07

I am okay with the responses.
___________________________________________________________________________________
7. MAG member 7
09Aug07

Q1: It would be nice to provide, if possible, the population breakdown by community.

Q4: Malaria estimates for 2006 appear strikingly higher than that of the preceding year: simple malaria 23336/82816; complicated malaria 3057/204104. This seems odd to me!

Q6: What was the size of the distribution? Given it is proposed that the distribution will cover all <5yrs and pregnant women, will this not lead to some redundancy given there is a prior distribution by NMCP and partners! Unless covering non-target group isn’t considered a redundancy!

Q7: Perhaps the most in need as those where the LRC volunteers are not the most active!

Q10: In some instances this might not be a good thing- integrity/objectivity of elders etc...Why not give to any <5yrs and pregnant women who make to distribution site!

Q11: Who will fund the post-distribution follow-up?

Q12: Can you make the post-distribution summary be sent by community?
___________________________________________________________________________________

Further questions asked.
Questions sent: 03Oct07

Response received: 15Oct07
 1) Re Q3. This talks about malaria in the country in general, not the project areas as requested. Information please. 

The project areas are included in this general analysis. Clinical data from the selected communities/areas- for example in Bong and Nimba counties - revealed that malaria accounts for 30% and 35 % of  clinical diagnosed cases reported among clinic attendants, especially under five years and pregnant women during the first and second quarter of 2007. More specific information for the proposed distribution sites is not available at the moment. 

2) Re Q4 

i) Data provided here. I have seen recent data based on 2007 population estimates and they differ significantly from those quoted in this proposal eg Grand Bassa 200,000; Montserado: 1,200,000. This would affect the estimates of the total population of pregnant women and children U5. I would suggest that they contact the Ministry of Planning for these 2007 estimates and then recalculate the estimates again for pregnant women and children U5. 

The population figures quoted in the proposal were obtained from National Health Statistic Data. For example, immunization and previous nets distribution information was all provided by the NHSD. Since the war, the Liberian population remains to be quoted as and is estimated at 3.5 million. Information used in previous health documents are those from the Ministry of Health which are more reliable.   

ii) There is a high jump in the no of uncomplicated malaria (I’m not sure if this is what is meant by simple malaria ) reported in 2006 compared to 2005 (are these statistics reliable?)—also complicated cases are usually a subset of all cases of malaria and are fewer than the total number of uncomplicated  cases so it is odd to have over 200,000 cases of complicated versus 80,000 cases of simple malaria. The data needs to be reviewed—what sources were used to collate these figures? 

Within this proposal, 'simple malaria' is defined/the same as 'uncomplicated malaria.' There are more simple malaria cases (200,000) than complicated (80,000), partly because there has been an increase of regular sensitization to the most vulnerable / or targeted populations (under five years and pregnant mothers), thus increasing and improving clinical attendants for early symptoms of malaria.   

4) Re Q6: 

i) If the Liberian Red Cross distributed nets how many were distributed? 

The Liberia Red Cross has distributed over 3,000 LLINS nets.   

ii) Were they LLINs or untreated nets?   

All nets distributed were all LLINs. 

iii) Was the distribution done in all target sites? 

No, they were distributed in counties selected by the Ministry of Health. For examples, Grand Bassa, Montserrado and Bong Counties.   

iv) Based on this distribution what is the estimated coverage? 

Information not available at the moment. 

v) RC suggests that a shortfall in ITN distribution related to human and logistical capacity gaps in MOH but does not specify that shortage of ITNs to distribute was an issue.  Does this mean that ITNs are waiting to be distributed or that any that might have been were sent elsewhere instead? Please provide information. 

The LRC is not aware of any nets in country that have been brought in by other MoH partners and not yet distributed. However, this information would not necessarily be shared with the LRC, nor would the distribution sites and plans. 

Additionally, logistic and human resources are problems for such distributions because the MOH is solely relying on its international and local partners during nets distribution campaigns and if these partners can not bear the cost or afford the needed logistic and human resources the process may be delayed or is sometimes deemed impossible. 

vi) They don't seem to have explained convincingly the need for revisiting these particular communities again.  Why did they fail last time?  It seems these communities were just left out somehow but that is odd. Information please. 

Most of the communities in the selected areas could not be reached during the time of distribution due to insufficient human and logistical resources to implement the activities by the MoH and partners.  Under-developed infrastructure and poor access also served as a factor hindering the distribution, especially during the rain/wet season. 

LNRCS with its community based volunteers network will integrate the proposed distribution into the existing Community based Health Program to fill in the gaps. Lastly, clinical reports continue to register an increase of malaria cases among targeted population in these communities, thus confirming the need for another distribution with the proposed sites.   

5) Re Q10. It may be difficult for elders to know if women are pregnant because of cultural issues--Liberia may be different in this respect. But I would be concerned that if this approach is used to identify women and children for registration there is a risk that the coverage may be low. Perhaps the question is how will the elders identify these groups? Is a house to house distribution strategy an alternative option with the advantage of registering and distributing at the same time? Information please. 
Elders are referred to members of the Community based organization - CBOs, and Community Health Volunteers – CHV who are influential and are the decision makers. 

House to house distribution has been proven to be one of the best practices and strategies used by the Red Cross because it reduces financial burden and enhances accountability and timely delivery for and to the beneficiaries. 

6) Re Q11. It is unclear what will the post-distribution monitoring will consist of---would an attempt be made to determine coverage levels as well as appropriate use? More detailed information please. 

Post –distribution monitoring will include: 

-Follow-up of the net distributed to ensure best practices of nets utilization, maintenance and to determine the coverage 

-Coaching on constant and regular hang up and  keep up 

Summary: Went back to proposer with further questions. Very poor response received so not approved. They were close to an approval but unless all outstanding questions are satisfactorily answered we have to reject the proposal.
Distribution Proposal 73
Partner: Red Cross
No of nets: 10,000
Location: Zambia, Kapiri8
Sent to MAG: 07Sep07
___________________________________________________________________________________
1. MAG member 1
08Sep07

This focuses on a only a very limited proportion of the population - orphans and HIV infected subjects receiving home care. These are a high risk group and a priority but there is increasing evidence that maximum benefits are achieved from LLINs when the whole community is protected and not just a small proportion of the most vulnerable. No local malaria data are provided - giving overall data for Zambia is not helpful.  The application suggests that this group has had a previous award. Did they do well?    ___________________________________________________________________________________
2. MAG member 2
16Sep07

This again is the kind of delivery that the WSM opportunity was designed for.  Highly targetted to highly vulnerable and neglected groups, by a competent outreach organization capable of sensistizing the users.  Unless there were problems with their earlier WSM award, I would rank this low risk and recommend quick approval.

___________________________________________________________________________________
3. MAG member 3
14Sep07

This looks like a good proposal with useful education on link of HIV/AIDS and malaria.  In q 4 it seems surprising they have the aggregated data for 8 widely scattered districts but not district-specific data.  Not clear why they were aggregated that way.  In q6 they say it is not clear if the planned nationwide distribution will cover these areas. It would be good if they checked, since they mention they have good relations with the NMCC in q8. Otherwise fine.
___________________________________________________________________________________
4. MAG member 4
10Sep07

Again good proposal – however in this case I’d like some more detail on current ITN coverage – my sense is that there are MANY ITN delivery partners in Zambia and that they have collectively reached variously high levels of coverage. I might be wrong. Perhaps a specific comment from Sylvia Meek would help. Otherwise another well defined proposal – if supply not an issue would get my vote. If you now have to rank them then others would be higher priority.

___________________________________________________________________________________
Summary: Went back to proposer with further questions. Very poor response received so not approved. They were close to an approval but unless all outstanding questions are satisfactorily answered we have to reject the proposal.
Distribution Proposal 80
Partner: Red Cross
No of nets: 16,000
Location: Central African Republic (CAR)
Sent to MAG: 09Nov07
___________________________________________________________________________________
1. MAG member 1
19Nov07

This seems to be a reasonable project but I am not clear how they are going to select the children to receive nets within the selected populations. The requests says that children < 5 years will constitute 1.5% of the target population. the actual figure is likely to be about 20% so there will be many tens of thousands of eligible children in the two districts  (total populations about 800,000).  I suggest that more information is sought on this point.
___________________________________________________________________________________
2. MAG member 2
13Mar08

We should point out that there is something wrong with their demography if only 1.5% of the population is under-five years of age.  This should normally be about 15% for that part of Africa.  Let's hope it is a typo.  If not, they will have grossly underestimated their distribution needs.  Otherwise looks ok. 
___________________________________________________________________________________
4. MAG member 4
11Mar08

Its ICR – so good. ITN coverage is low in CAR as of 2006 – although slightly higher in urban areas – see attached. The DHS in 2006 didn’t provide good enough data sub-nationally so first line is basically all urban extents. CAR has a high urban concentration – so less concerned that they have specified urban/suburban areas. There will be transmission in this zone but it will be lower than rural areas – see attached map FYI in future to decide if somewhere is stable risk (note latter this year we’ll segment the dark pink into very high, moderate and low….). They’ve covered most of the bases including free. So probably a Yes.
___________________________________________________________________________________
5. MAG member 5
14Mar08

For the Central African Republic proposal there were 2 clarifications that would be helpful:

- The expected coverage level has not been stated. So I was wondering what assumptions were used to estimate the number of nets needed?

- What proportion of the nets would be distributed  to pregnant women and U5s?

- The estimate of the proportion of U5s 1.5% seems low – a typographical error and did they meant 15%? 
___________________________________________________________________________________
7. MAG member 7
12Nov07

I have gone through the CAR proposal and it all seems OK to me except that I cant make sense of the geographic coordinates given in Section 1. More importantly, given the relatively small number of nets, I would prioritise rural areas over urban ones at this stage. Presumably, like most other African settings the burden is greatest in rural areas.
___________________________________________________________________________________
Summary: Further specialist opinions sought after distribution proposal received. Specialists also approved. Approved.
Distribution Proposal 84
Partner: Red Cross
No of nets: 30,000
Location: Kanyakumari, Tamil Nadu
Sent to MAG: 20Dec07
___________________________________________________________________________________
1. MAG member 1
31Dec07

This is a well set out proposal raising the bar for other groups. The applicants make a reasonable case that there are still pockets of malaria in Tamil Nadu although in general southern India has done well in controlling the infection. It would be interesting to know if these are vivax or falciparum cases. The point that nets will also protect against dengue and chikungunya is a fair one. Thus, I support the application. However, I have passed in on to one of my colleague at LSHTM, Daniel Chandramohan, who comes from this area and will know if there is still a significant malaria problem in the area. I will let you know what he says.
___________________________________________________________________________________
2. MAG member 2
13Mar08

India is still a huge reservoir of malaria.  This proposal looks justified and low risk to me, although I am not so familiar with malaria in India.  If there are doubts from others on this one, let me know because we have an Indian malaria expert here we could consult. 
___________________________________________________________________________________
4. MAG member 4
02Jan08

Kenya gone to crap and plenty to do to keep programme/staff here afloat and connected. Media and news blackouts, army on streets and bugger all food in shops. You’ll forgive me if I’m a bit quiet on email for a while. Re: India proposal – go with Nick’s comments and would also like to see some data if they are able – before and after distributions – like parasite prevalence or API data
28Feb08
Simon and Carlos
Can you check with our assembled MAP data and limits information on a) dominant vector species and b) nearest estimate of PfPR and feed back malaria intel to Rob Mather, cc me. As with our dilema with N. Somalia its difficult to know what to reccomend for vector control in areas of very low Ro - there is a divergence of views and depends largely on what we could possibly reccomend as an alternative. But if dominant vector species is a day-biter then clearly ITN is not useful.
Bob
29Feb08
Dear Rob et al,

A summary of all the information we have for the dominant vectors of the region is attached. Sorry it is incomplete and the maps are provisional with all sorts of caveats and not for distribution. They are part of our very new MAP activities. I can’t see from what we have abstracted that there is any reason based on local vector bionomics that you would not protect with ITNs. As for our best guess at the prevalence, Carlos can let you know of the nearest and most recent PR although on some of our very first maps it does seem to be an area of stable risk but in the very low prevalence of 0-5% class. I don’t suppose there is any chance that you might ask them about any recent malaria surveys?

I hope this helps. with best wishes,
Simon
29Feb08
Dear Rob,
The district in question is classified as having unstable malaria by our map.  Districts slightly to the north and east have stable transmission.  Unfortunately we don't have any PR data from that area in particular; the closest estimates are around 13 degrees N:  one reports Pf 2% and Pv 36% and the other one Pf 1% and Pv of 5%.Hope this helps.
Carlos
03Mar08

Given Simon’s and Carlos’s investigations I would argue that we should probably accept there is sufficient infection-disease risks to merit ITN use and that the vector population wouldn’t necessarily preclude ITN. The Tamil area is one we’d like to know more about – typically the HMIS data from India isn’t robust enough but there is evidence of risk and India does have a huge gap in intenevrntion coverage that they systematically fail to acknowledge. Under conditions of low transmission risk the collateral gains from the use of ITN might not be as cost-efficient as areas of high transmission but there are few other measures of personal protection to recommend – so for now its ITN or nothing (larval control and IRS are possibilities but demand a community-district level approach rather than individual level approach). We have recommended ITN in areas of low transmission in Somalia – but not in almost no risk areas; similarly we have supported communities through WSM in Haiti – correct me if I am wrong. Thus I’d go with this proposal.

___________________________________________________________________________________
5. MAG member 5
24Dec07

I am not too familiar with the malaria situation in this part of the world. However, based on the available information the request is reasonable.
___________________________________________________________________________________
6. MAG member 9
22Dec07

I think this a reasonable request. My only comment is that in this coastal area the brackish water breeder A.epiroticus is likely to be the main vector –and that can be an early evening biter. But I suppose there are no more entomological data. I don't know names - but we could ask them to ask both Tamil Nadu government and the National authorities (and any academics in the region) for any entomological data (particularly on man-biting times and mosquito behaviour).
28Feb08

This is not a particularly convincing reply. Looking at the map I would suspect A.epiroticus is important, although there is no substitute for local knowledge. It would be really useful to have some authoritative entomological advice. 

___________________________________________________________________________________
8. MAG member 8
Back able to help post April – so not being chased on this proposal
___________________________________________________________________________________
From Simon Hay and Carlos Guerra at Malaria Atlas Project (MAP), Department of Zoology, University of Oxford
From Bob Snow to Simon and Carlos:

Simon and Carlos
Can you check with our assembled MAP data and limits information on a) dominant vector species and b) nearest estimate of PfPR and feed back malaria intel to Rob Mather, cc me.
As with our dilema with N. Somalia its difficult to know what to reccomend for vector control in areas of very low Ro - there is a divergence of views and depends largely on what we could possibly reccomend as an alternative. But if dominant vector species is a day-biter then clearly ITN is not useful. 
Information from Simon Hay

	Village
	Admin 2
	Coords
	Vector species
	Collection 

	Diagigal (Dindigul)
	
	10.35, 77.974
	An stephensi

An subpictus
	Larvae

	Mehir
	
	10.02, 78.34
	An subpictus
	Larvae

	Thenpennai River
	
	-
	An culicifaces
	Larvae

	Ramanathrapuram
	
	9.36, 78.83
	An culicifaces
	Light trap (inside);

Resting in Animal shed;

Resting in Houses

	Tiruvanaamalai
	
	12.2270, 79.07
	An culicifaces
	Light trap (inside);

Resting in Animal shed;

Resting in Houses

	Rameshwaram
	
	9.2770, 79.3140
	An culicifaces
	?

	Kunjarvalasai
	
	9.282, 79.1170
	An culicifaces
	Resting in Houses

	Maravatti
	
	9.3167, 79.0167
	An culicifaces
	Resting in Houses

	Thangachimadam
	
	9.286, 79.248
	An culicifaces
	Resting in Houses

	Taravaithoppu & Kundukkai
	
	9.281, 79.2120
	An culicifaces
	Resting in Houses

	Meenambikai Nagar
	Madurai
	9.9140, 78.123
	An subpictus
	Resting in Houses;

Biting humans indoors

	Pichavaram
	
	11.45, 79.7833
	An subpictus
	Larvae

	Maravakadu
	
	10.333, 79.750
	An subpictus
	Larvae

	Porasapattupudur
	Thenpennai River
	-
	An culicifaces
	Larvae

	Kolamanjanur
	Thenpennai River
	-
	An culicifaces
	Larvae

	Neepathurai
	Thenpennai River
	-
	An culicifaces
	Larvae

	Puthurchedadi
	Thenpennai River
	-
	An culicifaces
	Larvae

	Eraiyur
	Cuddalore
	-
	An barbirostris

An subpictus
	Resting outside;

Resting in Houses

	Kodikkalam
	Cuddalore
	9.9840, 79.1990
	An barbirostris

An subpictus
	Resting outside;

Resting in Houses

	Neyvasal
	Cuddalore
	10.6990, 79.3000
	An barbirostris

An subpictus
	Resting outside;

Resting in Houses

	Pennadam
	Cuddalore
	11.4040, 79.2410
	An barbirostris

An subpictus
	Resting outside;

Resting in Houses


Anopheles culicifacies[image: image3.emf]
Taxonomy. Genus: Anopheles. Subgenus: Cellia. Series: Myzomyia. Group: Funestus. Subgroup: Culicifacies. Species: culicifacies Giles 1901 [9]. Evidence for species A, B, C, D and E in this species complex [26].
Distribution. Afghanistan, Bahrain, Bangladesh, Cambodia, China, Eritrea, Ethiopia, India, Indonesia, Iran, Iraq, Laos, Myanmar, Nepal, Oman, Pakistan, Sri Lanka, Thailand, Vietnam, Yemen [5,14].
Larval habitats. Larvae occur in a great variety of clean and polluted habitats, irrigation ditches, rice fields, swamp pools, wells, borrow pits, edges of streams, even occasionally brackish waters, and in sunlit or partially shaded habitats [5]. Females avoid oviposition sites with emergent vegetation [27].
Adult bionomics. The adult prefers domestic animals but commonly bites humans indoors or outdoors, and rests mainly indoors after feeding. It is probably the most important vector in much of Pakistan, India, Bangladesh and Sri Lanka.

[image: image4.png]


Anopheles stephensi
Taxonomy. Genus: Anopheles. Subgenus: Cellia. Series: Neocellia. Species: stephensi Liston 1901 [9].
Distribution. Afghanistan, Bahrain, Bangladesh, China, Egypt, India, Iran, Iraq, Myanmar (Burma), Nepal, Oman, Pakistan, Saudi Arabia, Thailand [14].
Larval habitats. It breeds in man-made habitats associated with towns, such as cisterns, wells, gutters, water-storage jars and containers, drains, fresh water or brackish waters, and even polluted waters, and in rural situations in grassy pools and alongside rivers [5].
Adult bionomics. Adults avidly bite humans indoors and outdoors and rest mainly indoors after feeding [5].
Anopheles subpictus

Taxonomy. Genus: Anopheles. Subgenus: Cellia. Series: Pyretophorus. Complex: Subpictus. Species: subpictus Grassi 1899 [9]. Three karyotypic forms of A. subpictus (forms A, B, C and C) are known in Southeast Asia: form A occurs in Indonesia and the Philippines, form B occurs in Thailand, Indonesia and the Philippines, and forms C and D occur in Thailand [38]. It is not known whether any of these forms correspond with one or other of the four species that comprise the Subpictus Complex in India.

Distribution. Afghanistan, Bangladesh, Cambodia, China, India, Indonesia, Iran, Malaysia, Maldives, Mariana Islands, Myanmar (Burma), Nepal, Pakistan, Papua New Guinea, Philippines, Sri Lanka, Thailand.
Larval habitats. Larvae occur in muddy pools often near houses, gutters, borrow pits buffalo wallows and artifical containers and also in brackish waters [5,31].
Adult bionomics. Adults bite animals mainly, but also humans indoors and outdoors, and rest indoors and outdoors after feeding [5,31]. It may be an important malaria vector in Sulawesi, Java and Indochina.

03Mar08

Rob,

Sorry for a slow reply.  I guess Bob's email answers to most of your questions, but just in case:

1.‘The district in question is classified as having unstable malaria by our map’ V bad for malaria? Not so bad?

- Unstable transmission means very low risk.  Note that this risk only refers to P. falciparum.

2. What does “one reports Pf 2% and Pv 36% and the other one Pf 1% and  Pv of 5%”. Signify? ie…nets there would be v good or the opposite?

- The parasite rate (PR), i.e. the proportion of people infected with the parasite, in the closest surveys is very low for P. falciparum (Pf 1 to 2% of those sampled were infected) and low to medium high (5 and 36%) for vivax.

So low risk in general but enough to justify bednets especially given the biological characteristics of vector populations in the area.

Carlos
From Daniel Chandramohan, LSHTM

Introduction from Brian Greenwood, see above.

10Mar08

Dear Rob

This proposal is well written and it seems this group has the capacity to implement the programme.
I grew up in Nagercoil and emigrated from India in 1975 - there was no malaria in Kanyakumari district at that time. I am a bit surprised that malaria has returned to these villages.  I am not sure how high the transmission is in these areas compared to villages in Orissa or Jharkandh. My hunch is that the tranmission in Kanyakumari district is likely to be much lower than that in malaria endemic districts of Jharkandh ad Orissa.  On the other hand within in TamilNadu and Kerala states probably Kanyakumari district has a high burden of malaria and therefore it is worth  supporting.

best wishes

Daniel 
From Prof Chris Curtis at LSHTM

04Mar08

As the applicants are aware Anopheles culicifacies occurs in India as five different sibling species which differ in their effectiveness as vectors and are thought to differ in their biting times. The sibling species can be identified by qualified experts by their chromosomes and now by molecular methods.  

At Madurai, in southern Tamil Nadu, there is a research group at the Centre for Research on Medical Entomology (Director Dr Tyagi) who would be the best people to consult about whether the mosquitoes in southermost Tamil Nadu are likely to respond well to use of treated bednets. Apart from malaria vectors the applicants should not mention dengue and chikumgunya as potential supplementary targets as the Aedes aegypti vectors of these diseases are day biters. However the above mentioned group at CRME, Madurai, are particularly interested in filariasis and Japanese Encephalitis (JE) and their night biting Culex vectors. They have got good results against Culex vectors of JE with pyrethroid treated house screening. They might well advise that the proposed treated nets would probably have a good effect on the vectors of filariasis and JE. I think that they would also be of the opinion that in Tamil Nadu as a whole these two diseases are more important than malaria.

Best wishes

Chris Curtis        

From Dr. B.K. Tyagi, Officer in-Charge, Centre for Research in Medical Entomology
Introduction from Chris Curtis, see above.

Dear Dr. Robert,

 

Upon my return from abroad today morning, I received your kind e-mail dated the 4th March, 2008 which I wish to hastily acknowledge hereby with all my grateful thanks. Also, if possible, kindly forgive me for this unintentional delay in my response to your kind e-mail.

 

As desired, I have meticulously gone through your research proposal re: LLIN usage in Kanyakumari district, south India for controlling malaria. Let me first of all copngratulate you for making such an impressive and useful research protocol. If carried out carefully, this experiment will go a long way in designing future malaria/vector control stategies in India, not to mention secondary benefits likely to be obtained in case of dengue and chikungunya, both of which, particularly the former, are reported in the study area in recent past. My fewer suggestions are as follows:

 

(1)  The bednet distribution proposal is good and novel.

 

(2)  The site selected, i.e., Kanyakumari district, is certainly the right choice with malaria cases, both Pv and Pf, regularly reported, due mainly to the migratory/floating populations, not to mention in the least the presence of dual vector species,viz., Anopheles stephensi and An. culicifacies. The resistance development in vectors against the insecticides in vogue and in malaria parasites against the conventional antimalarial drugs has also been a serious constraint in our efforts to control malria in the past! Thus, if flawlessly accomplished, the LLIN would certainly make an impact on disease/vector control in the area under reference.

 

(3)  To make the programme of bednet distribution successful, however, it is inevitably indispensable to consider beforehand the folowing points of significance:

 

(a)  A systematic and robust IEC campaign to be made before and during the bednet distribution for study.

(b)  A proper survey/assessment of demographic and ecological features of the population to be covered in the study, along with human behavioural characteristics (incl. house types, sleeping habits etc.). 

(c)  A thorough KAP (Knowledge, Attitude and Practice) to be performed before and after the bednet distribution.

(d)  It would be worthwhile to asses the impact entomologically by evaluating the vector density (by employing light traps), mosquito-man contact (to demonstrate reduction in transmission) and other transmission-related parameters.

(e)  Further, it would be useful to obtain epidemiological data for malaria parasite incidence in the community under study. This can be possibly carried out both by conventional and molecular applications.

 

As you are aware, our institute, the Centre for Research in Medical Entomology (ICMR), is one of the most celebrated medico-entomological institutions in the country, backed up by huge scientific and practical experience (with insecticide-impregnated bednets/curtains) in several vector-borne diseases, particularly malaria, dengue, chikungunya, filariasis and the JE, I am wondering if the CRME, Madurai can play a more solid role in the accomplishment of this project. Kindly let us know, for it will be greatly advantageous for the fruitful completion of the project as we have been performing research activities in the proposed study area for several years in past and have a very good liaison with local administaration.

 

With kindest regards, also to Prof. Chris Curtis, looking forward to hearing from you before very long, I remain,

 

Yours sincerely,

 

Dr. B.K. Tyagi
Officer in-Charge
Centre for Research in Medical Entomology
(Indian Council of Medical Research)
4-Sarojini Street,Chinna Chokkikulam
Madurai - 625 002, India

Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.

Distribution Proposal 106
Partner: SOS Enfants
No of nets: 5,000
Location: Burkina Faso, Kenedougou
Sent to MAG: 10May08
___________________________________________________________________________________
1. MAG member 1
13May08

No problems with this one.
___________________________________________________________________________________
2. MAG member 2
29May08

This area of Burkina Faso is highly endemic and clearly in need of this intervention.  The proposal is well done but a question arises as to who manages the nets.  It looks like SOS Enfants hands them over to the District health authorities, and only does outreach and education.  How confident are we that the District will be capable of timely and effective distribution.  This is not described.  Is it house-to-house or pick up at a health facility?  How do they control who qualifies?  More detail on these points could be requested.  Don't feel I can recommend this one on the basis of what is in the proposal.  A bit too risky until we have assurances of how distribution is actually done.
___________________________________________________________________________________
5. MAG member 5
22May08

Section 1: What is the basis for the request for the nets as it is stated later that the target groups are orphans, vulnerable children and pregnant women. Will all orphans be eligible? I am not sure if vulnerable means here U5s or does it have another definition? 

Section 4: What is fatality referring to –(proportion of deaths?)  If so what led to the significant decline between 2005-2007  from 10.2% to 2.3%? What is the source of this data?

What is proportion referring to?  

Section 10:This section describes the handing over of the nets to the head of the regional health district (Médecin Chef du District) of Orodara as well as the provincial director of Social Action and National Solidarity (l’Action Sociale et de la Solidarité Nationale) of Kenedougou. But there is no outline of exactly how the nets will reach the beneficiaries. Can we have more details on this please.
___________________________________________________________________________________
7. MAG member 7
12May08

It appears that it is the nig settlements (urban or district Hqs) are targeted. It is possible these centres are the ones who also benefit from whatever other programme is in place. Targeting the more remote villages might be more important. The follow up time after net distribution is one month. 3 to 6 month after distribution might be more indicative of recipients’ usual ‘net use’ habits.
___________________________________________________________________________________
09May08 – Questions sent

16May08 – Responses received
1. How were the number of nets per department derived? You say in Q5 distribution will be to orphans, vulnerable children and pregnant women but the number of nets is not a constant proportion of the estimated population which we might expect to see. Is that because the number of nets required is based on specific data of the actual number of children/orphans/pregnant women per department. We would expect the proportion of children and pregnant women to be approx the same – which suggest the number of orphans is the variable. If data based, can you indicate which organisation has collected this data and when?
SOS Enfants in cooperation with The Provincial Direction for Social Action and National Solidarity and Save the Children Canada conducted a survey in 2007 to determine the number of "vulnerable children" in every village in the province.  "Vulnerable children" included but was not limited to orphans (who have lost one or both parents), children from families in particularly serious financial situations, children of handicapped parents or handicapped children, and refugees from the Ivory Coast.
2. What is the age range of children intended to be covered?
 0-15.  

3. Please can you provide detailed background on the organisation on the ground in Burkina Faso that will be responsible for the distribution i.e. SOS Enfants? Do they have a website?

See the attached document.  (as a side note, I'm assuming that you work with other francophone countries.   Because of lack of Internet access, it has been easier for me to be the main communicator but if they would like to continue working with you in the future, do they have to find someone to translate documents into English or do you have all the same services in french as well?)
Presentation of the Association SOS Enfants Orodara

1. Complete Name: Association SOS Enfants / Orodara
2. Founded:  July 10, 1999, Officially recognized by National authorities on November 24, 1999
3. Area of Intervention:  Province of Kénédougou, Burkina Faso
4. Target Population:  Children, especially orphans and vulnerable children, and disadvantaged youth
5. Principle Activities:

· To establish a wider framework of information, exchange, and reflection which permit a permanent dialogue / consultation between children and disadvantages youth
· To offer a better future to children in disadvantaged or difficult situations
· Make parents, political leaders, and the society at large more aware of the situation of distressed youth
· To promote the rights and appropriate responsibilities of children
· To encourage research and active investigation with regards to children and youth in order to better understand their situation, needs, and aspirations
· To inform the population, especially decision-makers, of the difficulties faced by children with constant reference to children’s rights
· To support initiatives of children and youth living in difficult situations
6. Administrative Organization:  The association is directed by an executive board of 10 members. Members come from various socio-economic and socio-professional groups.  Management of the association is carried out by a general assembly meeting for all members held every trimester and monthly executive board meetings.
7. Principle Domains of Intervention:

· Education (school fee support for vulnerable children) 
· Health (Information, education, and communication for behavioral changes, tuberculosis, HIV/AIDS, hygiene, malaria, medical support)
· Promotion and protection of children’s rights
· Battle against child exploitation (forced labor, child trafficking) and violence against children (abused children)
· Social services (support of self-employed youth in difficulty, training sponsorship)
· Environment (reforestation, community clean-up)
8. Mission:  Child Protection
9. Technical and Financial Partners:  Commune of Orodara, Provincial Direction of Social Action and National Solidarity (DPASSN) Kénédougou, Andre DuPont Child Center (MEADO), Health District of Orodara, Reduction of Poverty in Youth (REPAJE), Save the Children Canada, Provincial Direction of the Environment, International Embassies (Austria, Canada, France), Association for the Promotion of Community Development (APRODEC), Terre des Hommes Switzerland, United Nations Development Program (UNDP), United Nations Children’s Fund (UNICEF)
10. Principle Financial Sources:  

· Membership dues and fees
· Subsidies and financial grants from development agencies
· Donations
11. Current Programs and Projects (concerning child protection):

· Promotion of children’s rights at primary schools and within communities
· Reinforcement of our community bookstore
· Qualified occupational training for disadvantaged youth
· Sponsorship of impoverished children to go to school
· Support for small enterprise and training sponsorship for disadvantaged youth
· Community outreach and education activities on tuberculosis and mother to child transmission of HIV/AIDS
· Maintaining emergency aide services for child prostitutes and other vulnerable children
· HIV/AIDS transmission prevention education at primary schools 
12. Other Current Programs and Projects:

· Installation of a community internet centre
· Information, education, and communication for behavioral changes
· Human rights education in primary schools
· Micro credit for disadvantaged women 
13. Principle Accomplishments (since founding of association):

· Donation of clothes and scholarship fees to orphans and vulnerable children
· Information, education, and communication for behavioral changes
· Establishment of 8 youth in self-sustaining small business
· Sponsorship of 30 orphans and vulnerable children from pre-school through the completion of primary school
· Elaboration of 25 different micro projects which benefited 31 disadvantaged youth 
· Training of members on information, education, and communication for behavioral changes, mounting of micro projects, negotiation skills, counseling, and communication techniques
· Rehabilitation of association headquarters to include installation of a phone line
· Maintaining assistance for 50 disadvantaged youth and children
14. Strategies of Intervention (concerning child protection):

· Outreach and education activities
· Information, education, and communication for behavioral changes
· Negotiation
· Sponsorship
· Small business
15. Difficulties Encountered:

· Socio-cultural effects (tradition, customs, and religion)
· Literacy rate of the general population
· Under education
· Generalized poverty
· Insufficiency of financial and material resources 
16. Goals for the Future:

· Continue to battle forced child labor and child trafficking
· Reinforcement of community bookstore to enhance its extension into our other departments and projects
· Institutional reinforcement of the association
· Diversify partnership
· Improve maintenance of community internet centre
· Acquisition of a larger space for expansion of SOS Enfants headquarters
· Continued expansion and development of projects and programs in favor of orphans and vulnerable children
· Put in place the groundwork for expansion of SOS Enfants services in other areas
 

17May08 – Questions sent

16May08 – Responses received

Request for appropriate details about the organisation who would be responsible for the net distribution.

1. Can you let me have the names and contact details for individuals at  Save the Children Canada, Provincial Direction of the Environment, United Nations Development Program (UNDP), United Nations Children’s Fund (UNICEF) who have worked recently (in the last year) with SOS Enfants.

Concerning contact information with their partners:

    UNDP: Amidou Baba-Moussa, Office phone:(226) 50.30.67.62
    UNICEF:  They have not worked directly with someone at UNICEF in the last year, they work mainly with them through their other partners who receive funding to carry out projects that are done in partnership with SOS Enfants.

    Provincial Direction of the Environment:  Ilboudo Romain, Office phone: (226) 20.99.51.53
    Save the Children Canada:  Madame Kinda Tene, AEC Ouagadougou, Mobile phone: (226) 76.64.71.71 email: tdkinda@savethechildrencanada.bf
2. Can you provide information on what activities SOS Enfants have completed this year?

Activities realized in the last year:

- Instalation 17 disadvantaged youth in micro enterprize activities

- Two theatre performances and debates concerning the fight against Tuberculosis

- Two large public animation performances on hygeine and malaria prevention

- Thatre troupe training for children under 17 years old to perform sesitisation and outreach activities on HIV/AIDS

- Training of 41 peer educators on HIV/AIDS (to include modes of transmission, ways of prevention, mother to child transmission, and community programs available to support and assist people infected or effected by HIV/AIDS)

- Organization of a 1 week long camp which gathered youth currently maintaining self-sustained micro enterprise projects to allow productive exchange of ideas and techniques of project management.  These youth came from the entire Haute-Basin region (Kenedougou, Houet, and Tuy)

- Organization of a workshop to put in place a bureau to manage communication between all of the regional organizations working with disadvantaged youth.  This workshop was targeted at encouraging active partnership between the organizations to increase the efficiency, timing, and results of their projects. 

- Participation in an international conference in Bamako, Mali with ADEN International concerning the maintenence and management of the community internet center. 

- Celebration of International Internet Week to encourage the community to utilize technical resources.  This included free computer and internet classes offered at their internet center.

- Creation of Anti-HIV/AIDS clubs in every sector and primary school in Orodara (there are now 21 existing clubs).  These clubs are run by youth and SOS Enfants provided them with animation materials.  

3. Can you let me know if they have conducted bednet distribution campaigns before and if so when and how many nets were involved?

No, this will be the first time.

4. Can you provide information on the directors/leaders of the organisation ie who they are?

4.  The members of the executive board:

- Soulala Yaya - President of SOS Enfants Orodara, Primary school teacher.

- Nagalo Babou - General Secretary of SOS Enfants Orodara, Primary school teacher.

- Kyedrebeogo Narcise - Vice Secretary of SOS Enfants Orodara; Primary school teacher.

- Sanou Solange - Tresurer of SOS Enfants Orodara, Primary school teacher.

- Kabore Roger - Training Manager of SOS Enfants Orodara, Primary school inspector

- Sanogo Allissane - In charge of External Relations of SOS Enfants Orodara, Community agent for SNV (NGO from the Netherlands). 

- Ouattara Mamadou - Organization manager of SOS Enfants Orodara, Primary school teacher.

- Traore Kadi - Vice Tresorer of SOS Enfants Orodara, Primary school teacher.

- Apouri Jean - Assistant of External Relations of SOS Enfants Orodara, Primary school inspector.

I think that covers all of the questions posed in the last email.  If there is anything else, please let me know.  I will Try to check email again this weekend or will have phone reception starting this Friday.  You can also send me a text message at any time, and I will receive it that day.  Or, you could also try to reach me at my telecenter in village (226.20.99.58.73 and just ask for Audrie, or the white girl and they will come find me) or call directly to Nagalo Babou (For both of these options, you need a French-speaker).  I also meant to ask you the other day if you could send me an electronic copy of the distribution agreement in French.  Seeings how it is Nagalo that will be signing that, I think a translation coming directly from you guys would be better for him.  Let me know if that is possible.  Ok, I think that covers it.  Keep me updated and again, thank you!!

04Jun08 – Questions sent

07Jun08 – Responses received

Questions sent 04Jun08, responses received 07Jun08 

Can you help with these two questions:-

 

1. One aspect of the distribution the Malaria Advisory Group wants to have a stronger understanding of is exactly who will be responsible for the distribution. You mention in Q10:

 

"The distribution of the LLINs will be done throughout the month of July 2008 by the members of SOS Enfants in association with the health agents of the each perspective community health facility and the mayors of each rural commune.  SOS Enfants will make an official presentation of the LLINs to the head of the regional health district (Médecin Chef du District) of Orodara as well as the provincial director of Social Action and National Solidarity (l'Action Sociale et de la Solidarité Nationale) of Kenedougou.  After this presentation, SOS Enfants will visit each distribution site to conduct community education and outreach projects to include taking measures to improve living space hygiene to avoid standing water and education concerning preventative measures that may be taken to reduce the number of malaria cases."

 

Does this mean the SOS Enfants will be handing over the nets to others?

 

This is the phrasing from the MAG:

 

"A question arises as to who manages the nets.  It looks like SOS Enfants hands them over to the District health authorities, and only does outreach and education.  How confident are we that the District will be capable of timely and effective distribution.  This is not described.  Is it house-to-house or pick up at a health facility?  How do they control who qualifies?  More detail on these points please."

 

Can you deal with these issues so we are clear?
1. First, concerning the details for the distribution, i think there is some confusion as to what we meant by the "official presentation."  In the original proposal, we wrote that "SOS Enfants will make an official presentation of the LLINs to the head of the regional health district (Médecin Chef du District) of Orodara as well as the provincial director of Social Action and National Solidarity (l'Action Sociale et de la Solidarité Nationale) of Kenedougou."  This is still the plan but I would like to clarify that by "official presentation," we simply mean that we will hold a ceremony to mark the beginning of the distribution.  Protocol is of utmost importance here so it is simply a way of showing all of the authorities (to include the health district heads, the mayor, and Social Action) that SOS Enfants has received the nets and will begin distributing them.  During this ceremony, SOS Enfants will present certain recipients (those who come from Orodara and would be able to attend the ceremony) with their nets.  The nets will not be "handed over" to the health district, the mayor, or Social Action, those individuals and organizations will simply be present at the ceremony.  

 

   After this official opening of distribution, SOS Enfants will be responsible for distributing the remainder of the nets to the remaining target population in Orodara.  They will also be responsible for distributing the nets to all of the remaining department.  For each smaller department, however, distribution will be done with the assistance of the community health centers.  The pre-determined vulnerable children (that were identified during the survey conducted by SOS Enfants and Social Action) will receive their nets at the community health center, directly from a member of SOS Enfants.    

 

     Concerning the pregnant women, each department's health centers will be responsible for distributing the nets to women who come in for their prenatal consultations.  This will still be monitored by SOS Enfants, the nets will not simply be handed over to each health center.  Reviewing our usual occurrence of Prenatal consultations, completion of the distribution to pregnant women will be done over a period of approximately one month. 

 

I hope that this clarifies a little. Please let me know if you need more details.  

 

2. Could you also address this question from one of the MAG members:-

 

"It appears it is the nig settlements (urban or district Hqs) that are targeted. It is possible these centres are the ones who also benefit from whatever other programme is in place. Targeting the more remote villages might be more important. Please can this be commented upon."

 

With regards to the other question posed by a MAG member: "It appears it is the nig settlements (urban or district Hqs) that are targeted. It is possible these centres are the ones who also benefit from whatever other programme is in place. Targeting the more remote villages might be more important. Please can this be commented upon."
 

I completely understand where this member is coming from and 100% agree.  So I want to assure you that the distribution will indeed be reaching the remote villages.  That is precisely what inspired me and SOS Enfants to write this proposal.  

 

The health system here in Burkina Faso underwent a reform starting in 1987 in an attempt to decentralize their services to ensure that basic health care is more effective and available to more remote communities.  As a result of this, the national health system is broken down into districts which serve each region in Burkina (like the health district of Orodara, which serves the region of Kenedougou).  Each of these districts is broken down into departments (like the 6 departments listed in our proposal: Orodara, Kangala, Djigouera, Koloko, Kourouma, and Samogorouan) Each of these departments is then broken down into individual Centres de Sante et Promotion Sociale, which I have referred to as "community health centers."   Each of these centers serves a number of remote villages.  (As an example: I live and work in the village of Mahon.  We have a community health center which serves our and 2 other villages: a total population of around 5,350.  We are in the department of Kangala which has a total of 5 community health centers and the department of Kangala is under the District of Orodara). As this may be complicated to those who are not familiar with the system here in Burkina, I have attached a visual diagram which details the breakdown for my village in particular.    

 

For the terms of this distribution, each department can therefore be thought of as a collection of Community Health Centers, each of which serves a number of remote villages.   So when we say that each department will receive x-number of nets, these nets will be distributed at the community health centers of that department.  There is not really any 'department headquarters' involved.  

 

The commune of Orodara is the only urban commune that will be served.  The remainder are all rural communes.  As a Peace Corps Volunteer who has lived and worked in this region for almost 2 years, I can assure you that these nets will be reaching individuals that would otherwise not have access.  Even those living in the urban commune of Orodara do not have reliable access to LLINs.    

 

I hope that this helps.  Please let me know as soon as you can if there are any more questions.  I will stay here in the city until at least Monday.   

 

Thank you so much for all of your efforts.  I know it hasn't been a painless process. 

Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.

Distribution Proposal 108
Partner: Partners in Health
No of nets: 19,300
Location: Malawi, Neno District
Sent to MAG: 13May08
___________________________________________________________________________________
1. MAG member 1
16May08

This looks OK. I know this area and it is high risk for malaria. Some thought seems to have gone into the delivery scheme.
___________________________________________________________________________________
2. MAG member 2
29May08
Stable endemic area and a good standard proposal.  I like the added touch of providing nets to pediatric discharge patients since these tend to be high risk children throughout their childhood. I also like the longer term vision for what comes next for this district.  This looks like a highly competent group.  I can't recall if we have supported Partners in Health before.  I recommend support.
___________________________________________________________________________________
4. MAG member 4
14May08

This looks good to me and see no major issues. They are an established group and have an idea of how to evaluate what they will do – which is good. Area is one of malaria risk and Malawi has done only hlafthe job on covering its vulnerable populations with LLITN. Gets a green light from me.
___________________________________________________________________________________
5. MAG member 5
19May08

1. How is the percentage of vulnerable population calculated as this varies from 1% to 17%? Can this be checked as I think there might be a typographical error (SECTION 2).  What is the estimated no of people living with HIV/AIDS patients who will be given ITNs in Phase 1? 

2. What proportion of the population are using health facilities? 

3. If multiple strategies ie health facility and community based channels are to be used to distribute the nets  current health why are the nets requested so low when the estimated no of vulnerable beneficiaries is nearly 39,000 but only 30,000 nets have been requested? 
02Jun08

I am okay with the answers provided.
___________________________________________________________________________________
Questions sent 20May08, responses received 28May08
Please can you help with the following questions:-

Re Q1: Can you mark on the attached map or send a different map, showing the relative location of the health centres mentioned in Q1?

1) Attached is an old map of Mwanza district (of which most of present day Neno District used to be a part) which I was able to scrounge from a local official.  It has the locations of our current Health Centers indicated. The map you provided does not cover our entire district as it is today (especially the southeastern and eastern parts).

Re Q2: Does the ‘under 5’ column in the table include the ‘under 1s’ also, or is that actually ‘2-5 year olds’?

2) The Under 5 column does NOT include Under 1.

Re Q2: Are these u1, u5, pregnant women based on actual numbers or a percentage? If a percentage, why does the percentage vary and why were the particular percentages you use chosen?

3) The Under 5, Under 1, and Pregnant women numbers are Ministry of Health figures based on %population each of these subgroups are estimated to represent. Actual numbers are not known since the last national census was performed in 1998.  Another national census is scheduled for some time this year (2008)
Re Q2: Please can you indicate the number of villages in each of the health centre areas? We don’t need to know specific village names unless they are at hand.

4) MoH estimate is as follows:  Total villages = 147. We have found this underestimates some of the catchment area village numbers.  Breakdown per health center as follows:


Chifunga
10


Lisungwi
31


Luwani
7


Magaleta
18


Matandani
10


Matope
14


Neno Dist
14


Neno Parish
10


Nkula

  1  (where national power station is located)


Nsambe
32

The population of the village of Luwani itself, where the UNHCR camp was located, decreased to less than one thousand.  However, the total population of the Luwani catchment area has only decreased to 3-4,000 (not "less than one thousand" as indicated in our application) down from 9-10,000 with the exodus of the last refugees from the UNHCR camp there in late 2007.  

Re Q2: Can you provide the missing information in the table for DAPP?

5) We meant to omit DAPP as this is not a health center, and we are not including DAPP in the 10 distribution sites.  DAPP is more of a health education center but is not staffed with clinicians and does not offer medical treatment.  
Re Q2: Given the numbers cited i.e. a vulnerable population of 38-39,000, and the usual experience of 2 people being protected per net, that would suggest 20,000 (rather than 30,000 LLINs) would protect this target group. Can you comment?

6) We estimate our targeted vulnerable population for this campaign at approximately 47,000.  The MoH Neno District and PIH's joint goal to is provide ITNs for vulnerables defined as Under 5, Pregnant women and people living with HIV.  Malawi reports a national HIV seropositive prevalence of 13%.  We are seeing about a 17% seroprevalence in our district.  That would represent another 24,000+ people at risk in the district (see below) yielding a total of 62,000 vulnerables.  However, not everyone in our district has been tested, and some Under 5s and Pregnant women are also HIV infected.  In the last year, we have made HIV  Counselling and Testing now available at every health center.  So we include another 9 - 10,000 HIV+ individuals in our total estimate for vulnerable population for this campaign. 
The  2:1 coverage of at risk person per ITN distributed might hold closer if the whole district were to be visited house to house, where the distributors could actually check out and question who beds with whom, and where, in each house.  However, this is not within our current capacity, and it is much more difficult to control for in a clinic setting where one of several vulnerable individuals may present individually to a clinic at any particular time.  We can adjust figures for how the number of nets AMF might be in a position to donate would be distributed, but in the end, we feel the District will need much more than 20,000, and so targeted 30,000 in our application to you.

Estimated HIV+ population in Neno district for each health center, assuming a 17% seroprevalence, the data:


Chifunga
2637


Lisungwi
3947


Luwani
427


Magaleta
2650


Matandani
1724


Matope
3202


Neno Dist
3421


Neno Parish
2618


Nkula

 297


Nsambe
3207


Total

24,129.
TABLE:  Distribution of 30,000 ITNs based on combination of predicted ITNs/HC below: ("Under 5" here includes ALL under 5s)

Chifunga
5794
11%
3360
15511
2637
3313
776
6726
11%
3205

Lisungwi
7997
15%
4637
23217
3947
5340
1393
10680
17%
5089

Luwani
7652
15%
4437
2510
427
577
150
1154
2%
550

Magaleta
4982
10%
2889
15585
2650
3428
779
6857
11%
3267

Matandani
1111
2%
644
10140
1724
2231
507
4462
7%
2126

Matope
1629
3%
945
18837
3202
4144
942
8288
13%
3949

Neno District
16393
32%
9505
20121
3421
4427
1006
8854
14%
4219

Neno Parish
1774
3%
1029
15398
2618
3388
770
6776
11%
3229

Nkula
3094
6%
1794
1743
297
383
87
767
1%
365

Nsambe
1312
3%
761
18862
3207
4249
943
8399
13%
4002

TOTAL
51738
100%
30000
141924


 
62963
1
30000

NOTE:  

a) Luwani population refugee exodus 

b) In 2007, Matandani, Nsambe, Matope, and Neno Parish health centers were all fee for service centers operated by CHAM (Christian Health Alliance of Malawi) for which the MoH was required to supply certain key drugs (including ACTs for Malaria treatment).  However, patients do not present to these centers any near as frequently as other public health centers because they cannot afford the fees.  PIH is working with each CHAM Health Center denomination supporter (Catholic, Seventh Day and Anglican) to do away with user fees in return for our supporting staff salaries, stocking the pharmacy and clinic areas, and supporting health center infrastructure. As this process occurs, we expect patient utilization to rapidly increase as already experienced in Nsambe health center. For these health centers, we would want to use estimates of ITNs needed based on %Vulnerable population in these catchment areas (right side of table) and NOT estimates based on reported malaria cases from these health centers (left side of table)

Re Q5: You specify that the Phase I distribution will be to PLWHIV/Aids here but no numbers are included in Q2. Can you explain?

7) Phase I was indicated in the fashion it was because our plan for distribution will have to be amended based on the quantity of nets we receive.  If we do not have sufficient ITNs to cover all vulnerables, then we've decided to first target Under 5s and Pregnant women.  If we were able to source more, then we could expand to cover all vulnerables to include HIV seropositive individuals.  If we had sufficient quantities from the outset of the campaign, then we would include seropostive individuals from the beginning.
Re Q8: Please can you provide the missing contact information and also confirm the NMCP are aware of and approve of this distribution.

8) The MoH District Malaria coordinator and the zonal officer for the NMCP are aware of and approve of the distribution.  Contact info for latter is Mr. Sande, Southwest Zonal Supervisor for NMCP, cell +265 (08) 894244.

Re Q10: We have some questions about this description and hope it can be made a little clearer.

- can you describe how the VHWs will distribute nets in the community? We would like to understand a little more about how this be done so we are clear.
- what does ‘ITN utilization information’ mean exactly? Can you send us the survey questionnaire if you have it?
9) The VHWs will go to their respective catchment heath center on a predetermined day and pick up the ITNs.  They will have been asked to have 2-3 volunteers from the community to assist them.  They will be given string and tacks to hang the nets, and go door to door in their communities.  Depending on the numbers of ITNs we expect to receive we have thought of several strategies.  If we receive far less than the estimated need, VHWs would go door to door, administer the survey, and give 1 net per house with vulnerable individuals living there.  As you know, ITNs protect, to a small extent, people sleeping outside but in the same room as the ITN itself.  If we have an ample supply, then the VHW will assess household need via the survey, determining # vulnerables per sleeping area, and then distribute based on #beds occupied by vulnerables in a household.  We have not finalized the survey questionnaire.  The VHW will have a stamp or sticker to place in the health passport of each at risk individual who recieves a net over their sleeping area so that this is easily determined at future health visits to a health center, where they might otherwise be prescribed one.  

- what will the ‘distribution/survey outreach event’ entail exactly?
- please can you give detail as to how malaria education will be delivered to the outpatient at risk groups? 

The "distribution/survey outreach event" is exactly this --- survey & distribution happening on the same occasion.  The VHW will discuss with members of each household the information that they have already learned (and about which they will receive a refresher in the June VHW training).  This will include, risks of malaria, prevention, what to do with suspected case, how to care for net, standing water issues, etc.  As an aside, VHW receive monthly trainings sessions at their nearest respective catchment health center by PIH/MoH staff.  

Other questions:-

A. What is the estimated no of people living with HIV/AIDS patients who will be given ITNs in Phase 1? Am I correct this is currently 0 or will this be covered by nets from other donors?

See 7) 
B. What proportion of the population are using health facilities?

B) We don't have specific numbers, but we know in general that Malawi has a very good show rate for Under 5 immunization clinics, but generally poor utilization/awareness of Antenatal clinics since the population is mostly rural and often at far distances from ill-equipped health centers/clinics.
[image: image5.png]



Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.

Distribution Proposal 113
Partner: Malaria Consortium
No of nets: 40,000
Location: Uganda, West Nile
Sent to MAG: 03Sep08
___________________________________________________________________________________
1. MAG member 1
12Sep08

This is a well prepared proposal and I have no major comments. No information on malaria prevalence is presented but this is a known high transmission area so I am sure that it would be high. The distribution system seems to have been worked out well.
___________________________________________________________________________________
4. MAG member 4
11Sep08

No brainer – good partners, high malaria risk, rubbish existing ITN coverage, proposal is free blanket coverage, etc – suggest approve
___________________________________________________________________________________
5. MAG member 5
10Sep08

I appreciate the reasoning behind the decision to select sub-counties that have trained CSOs but I wonder if priority will be given to counties with the highest disease burden? Is this possible?

___________________________________________________________________________________
7. MAG member 7
10Sep08

I think this proposal is fine. I was wondering how variable the strengths of the CSOs across the various counties and whether this will be a problem in net distribution.

___________________________________________________________________________________
8. MAG member 8
02Nov08

Just one comment. Proposal is fine.

Re Q10, who will coordinate and supervise CMDs activities?
___________________________________________________________________________________
Further questions sent 08Sep08, responses received 12Sep08

Q1. I appreciate the reasoning behind the decision to select sub-counties that have trained CSOs but I wonder if priority will be given to counties with the highest disease burden? Is this possible? Are malaria prevalence rates available per sub-county for the West Nile region?

The West Nile is a region with one of the highest prevalence of malaria in Uganda. In the recent Demographic and Health Survey (2006), the percentage of children under five with fever in the two weeks preceding the survey was 37%. Districts do collect case data through the Health Management Information System (HMIS) although the system needs strengthening and accurate data disaggregated by sub-county is not easy to access. 
We collected parasitaemia data during a recent survey in the West Nile region and while there is some variation across sub-counties, the prevalence is high across both Moyo and Yumbe districts (I am happy to send you this report once it is finalized). This data can be used on some level in identification of priority areas but the data was based on sampling, as is the case with all such surveys. 

Given the similarities in temperature and humidity across these 2 districts, we can assume that all the sub-counties have high malaria prevalence with relatively little variation. However, when selecting the sub-counties for the distribution, we will certainly discuss priorities with the district health teams against criteria including access to health facilities and locations of recent peaks in case data, in addition to the location of the CSOs.

Q2. How variable are the strengths of the CSOs across the various counties…and will this be a problem in net distribution? Can we receive more information on the individual CSOs and a) whether the MC have worked with them before b) a two line summary of each CSO’s KNOWN abilities and track record and c) how closely involved/present will MC staff be with each of the CSO during distribution?

I attach a brief biodata of the 4 CSOs based in Yumbe and Moyo. It is likely we will choose 2 CSOs from this list – 1 in Moyo and one in Yumbe. All the CSOs have had experience in community-based health programmes, although not necessarily malaria. They have all already received training in community-based malaria control including malaria prevention and campaign-style net distributions and will receive further, more intensive training in the conduct of the distributions as the attached timetable for the West Nile distribution outlines. 

All 4 CSOs are currently completing some small proposals to acquire grants with which to implement community-based malaria control of which net distribution will be one activity. All CSOs will be supported by MC over the course of the next 2-3 years at least – the success of their proposals will simply determine the scale and focus of their activities. Our selection of CSOs for the distribution is therefore partly based on these proposals and we will be happy to share these with you. In terms of how closely/ involved and present MC staff will be during the distribution – very much so. 3 or 4 MC staff will be present throughout the distribution and you will see from the timetable that the CSOs will also be supported by some ‘central trainers’ who routinely train in, and supervise, such net distributions. This will help maintain effective delivery and quality control throughout. We are keen to work through the CSOs in order to build their capacity in this important activity to enable them to continue to access funds in the future (such as from the Global Fund) and to conduct further good quality net campaigns in the communities they work in. 
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LIST OF CSOs PARTNERS IN UGANDA MALARIA COMMUNITIES PARTNERSHIP PROJECT
(UMCP)_IN WEST- NILE REGION
BIODATA,

DATA BASED ON FAMILIALISATION ACTIVITY CONDUCTED IN APRIL 2008.

DISTRICT

CONTACT
PERSON

NAME OF CSO

STAFF
CAPACITY

INFRASTRUCTURE.

SERVICES
PROVIDED

Tel 0772879358/
0753870358

Counseling and
Education Program on
AIDS Project
(CEPAPA)

6 Staff and 16
Volunteers
based at Sub
Counties.

Well-established
offices with computer
and printer and 1
running motoreyele.

Malaria, HIV VCT and
income generating
activitics.

James Idraku Addu
Tel 0772374561/
0772315019

Youth Anti AIDS
Students Association
(YAASA).

4 Office
staffs, 4 field
based staffs’
counsellors, 6
field
assistants.

Well-established
offices with 2
computers and 2
printers and 3 running
motoreyeles.

HIV prevention in
Schools and out of
schools, Income
senerating activities for
the youth and
recreational activitics.
Health education talks
on malaria prevention.

Achema Muzamil

Needy Kids

5 office based
staffs, 3 field
staffs.

Well-established
offices, 1 computer and
a printer with two
running motoreyeles.

Water and Saitation,
malaria prevention and
OVC programs.

Abaly Beatrice
Tel 0782781946

Safe motherhood for
the support to PHA

9 part time
staffs

Offices but more
support needed. no
computers, have 15
field bieyeles.

Community
sensitization for
HIV/AIDS and
mobilization for VCT.
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Summary: Proposal received and approved.
Distribution Proposal 115
Partner: Rotary (PNG)
No of nets: 20,000
Location: Abau District, Papua New Guinea
Sent to MAG: 14Oct08
___________________________________________________________________________________
1. MAG member 1
20Oct08
This is a well developed proposal backed up by sound statistics and I fully support it.
___________________________________________________________________________________
2. MAG member 2
08Mar09
I support this project as a low risk, high benefit endeavour.  Ron Seddon and PNG Rotary have a long experience in managing ITN and now LLIN programming on PNG.  He is also a member of the RBM WIN and carries forward their principles of "catch up and keep up".  This will also give us some unusual experience of seeing how a second LLIN delivery operates several years later and how culture changes.

___________________________________________________________________________________
3. MAG member 3
21Mar09

Rotary has a long experience of supporting nets in PNG, and it would be good to support them – I recommend support for this one.  Ron Seddon knows malaria prevention there very well, so I expect this would be a well done project.

Q4. I was a bit confused that he said there were no data beyond 2005, as 2006 and 2007 are shown in the attached tables.  It would be useful to explain the steady and very marked drop in simple outpatient malaria numbers from nearly 14,000 to 10,000 to 2,700 over the 3 years.

Q6. WHO does not quite say that a LLIN has a lifetime of no more than three years but it is a reasonable way of planning replacements.  I was not quite sure of the point of saying it is good people are buying nets, and moving away from a handout mentality, as this distribution is free – I suppose it illustrates general demand. 
___________________________________________________________________________________
4. MAG member 4
23Oct08

RAM is a good outfit, PNG has the largest malaria problem alongside Indonesia in this part of the world. They seem to have figured out how to access people and they’ve proposed deputy PM to launch so will be good PR. Gets my vote
___________________________________________________________________________________
6. MAG member 9
15Oct08

Seems a well put together and reasonable request to me. No major reservations. I suggest approval.
___________________________________________________________________________________
7. MAG member 7
20Oct08
Looks fine to me. Was wondering if they are able to provide the coordinates for the villages of course they don’t have to.
___________________________________________________________________________________
8. MAG member 8
02Nov08
Just a few comments. Essentially proposal is fine.

Re Q4, they should ask the question how many children have had fever in the last 2 weeks.

Re Q6, during the survey it would be good if information was collected to understand the reasons for nets no longer being effective.

Re Q10, what is proportion of population who are not Christian who would not be recipients of the distribution? will this be a problem?

Re Q11, May need to review the question to fever in the past week.
___________________________________________________________________________________
Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.
Distribution Proposal 123
Partner: Red Cross
No of nets: 40,000
Location: Senegal, Fatick and Thies regions
Sent to MAG: 19Feb09
___________________________________________________________________________________
1. MAG member 1
25Feb09

This looks OK. I know the area quite well and the attack rate for malaria is quite high focussed on a relatively short period ion the rainy season. The distribution seems to be well integrated with a national distribution programme.
___________________________________________________________________________________
3. MAG member 3
21Mar09

I have the impression this was written in a rush and they made limited effort to write it.  It may well be worth support, but I think you should request a bit more information.

Q 1 and 2. There is no explanation of the different number requested per population – for instance the urban area in Thies Region is requiring fewest nets for the largest population – what are the criteria.  They mention filling gaps from the 2008 distribution, but do not explain.

Q4. Only national data and only from 2006 are given.  Could they say more about specific locations recently?

Q7 and Q9.  The second part of both questions has not been answered (Q7 – details of who made the decision; Q9. How size of target group and number of nets will  be ascertained.

Q11. They will not know if the DHS will include the distribution areas.  However, the other follow-up activities they mention seem adequate.
___________________________________________________________________________________
4. MAG member 4
23Feb09

Malarious area of Senegal – and beautiful many fond memories of this part of Senegal. If you ever want a field trip visit Popingine !. Mame Diouf the NMCP manager is smart and motivated and this will give his programme a boost. They completed a more recent MIS survey in Senegal back end of 2008 so the applicants should be encouraged to solicit these data on ITN coverage before the voucher scheme linked to it A and Mbendazole and consuct if they can a min –post survey coverage ? We still don’t have a lot of specific data on the WSM distributions impact on coverage…
___________________________________________________________________________________
5. MAG member 5
05Mar09

Q1: I note from Section 6 that no data was provided on ITN coverage. Is it because the data in unavailable? If this is the case what is the basis for determining the gap and therefore for the quantification of the nets needed for U5 and pregnant women in each of the settlements? 

Q2: Will the distribution of the LLNS take place before or after the planned DHS?
___________________________________________________________________________________
7. MAG member 7
09Mar09

Support this one too. Lots of nets going to urban areas but looks like the local folks think malaria is a problem in these settings.
___________________________________________________________________________________
8. MAG member 8
06Mar09

The proposal seems fine except for the following queries?

- How were the gaps established?

- What is meant by ‘donor requirements? Is the distribution of nets determined by donors or need?

- It is not clear from response how number of nets required will be ascertained.
___________________________________________________________________________________
Questions sent to Red Cross on 16Mar09, responses arrived 18Mar09

Re Q1: Please can you provide village level information for population/under5s/pregnant women and how many nets to each village? We need this detail.
The most important thing we need now is the finalised list of locations where the 40,000 nets will be distributed. As we assumed all had been finalised, the sub-distributions have been added to the website and individual donations allocated to each one (see: http://www.againstmalaria.com/Distributions.aspx?MapID=71&PartnerID=1) This can be re-done but I would like to do this quickly. It would really help if we could avoid changes.

These questions I think refer to the earlier drafts of the proposal the latest draft of the proposal has moved the AMF net distribution to the town of Fatick, this is as the Senegal Red Cross has now conducted their microplanning and identified the areas where they will work for the distribution which is not throughout Senegal and does not include some the places listed in the initial drafts of the AMF proposal.  The National Malaria Control Program are yet to conduct their microplanning phase and decide on where the distribution points will be with in Fatick town so this information is as yet unavailable. 
22Mar09 From Sylvia Meek, 

I have the impression this was written in a rush and they made limited effort to write it.  It may well be worth support, but I think you should request a bit more information.

Q 1 and 2.  There is no explanation of the different number requested per population – for instance the urban area in Thies Region is requiring fewest nets for the largest population – what are the criteria.  They mention filling gaps from the 2008 distribution, but do not explain.

These questions refer to the initial proposal, either way the number of nets requested per population is taken from Ministry of Health popluation data. This is a national campaign, owned by the Senegalese Ministry of Health therefore all the planning and requirements for the distribution is the responsibility Ministry of Health with the Red Cross volunteers being fully intergrated with the Ministry of Health volunteers and workers for the distribution. 

Q4.  Only national data and only from 2006 are given.  Could they say more about the specific locations recently?

This is the most up-to-date data currently in the public domain.
Q7 and Q9.  The second part of both questions has not been answered (Q7 – details of who made the decision)
Katie Eves Malaria Consultant IFRC katie.eves1@gmail.com in conjuction with Senegal Red Cross and Dr Mame Birame Diouf NMCP Deputy Coordinator  e-mail mbdiouf@sentoo.sn phone +221 33 869 07 99
Q9 – How size of target group and number of nets will  be ascertained.

The size of the target group and number of nets is ascertained by the Ministry of Health through population data. 
Summary: Proposal initially heading for a rejection. Responses to questions asked were satisfactory and the distribution proposal (self funded in this case) was approved. This is a good example of the same rigour employed in assessing a proposal even when it would be self-funded (nets funded by the fundraising of the proposer).
Distribution Proposal 125
Partner: Gmin
No of nets: 4,000
Location: Sierra Leone, Malen, Pujehun
Sent to MAG: 09Mar09
___________________________________________________________________________________
1. MAG member 1
13Mar09
I am not impressed with this project.

1. The applicants have made no attempt to show that malaria is a problem in the area where the nets will be  distributed. It almost certainly is but some effort could have been put into showing that this was the case.

2. The project does not appear to have the approval of the National Malaria Control programme and I don't think WSM should support proposals that do not unless there are some very special circumstances.

3. The nets are being distributed in a community chosen for family reasons rather any scientific ones.

4. The web site for the Global Minimum suggests that is an inexperienced NGO and one that is very naïve about malaria.

I think this project should be turned down.
25Mar09

I think that they have tried hard to respond and they apparently have the information that they needed to write a decent proposal. I am surprised that their first attempt was so poor. I think that you can approve this now.
___________________________________________________________________________________
2. MAG member 2
Travelling – don’t wait for response.
___________________________________________________________________________________
3. MAG member 3
22Mar09

This one looks fine. It is well planned and practical. The only point of concern to me was the lack of communication from the National Programme, so we do not know if any big national distribution is planned in the same area. However, I know the programme is struggling and really needs help, so I would not see this as a reason not to go ahead.

___________________________________________________________________________________
4. MAG member 4
09Mar09
Highly endemic area of west Africa, exceptionally poor ITN coverage reported and thus priority area. They seem committed to this area and have a strong proposal that emphasizes FREE and with good education support. They may wish to try emailing the NMCP so that they are at least in the loop: DR Sam Baker – NMCP head - sambaker79@yahoo.com  & Dr Wani Lahai – M&E coordinator lahai_wani@yahoo.com 

___________________________________________________________________________________
5. MAG member 5
18Mar09

- I am not clear about the distribution plan. It seems that the 45 villages will be divided into 2 sections. If so how many villages are in each section? 

- Was there any information from the UNICEF MICS as to the coverage in this region as this survey normally documents regional differences? 

- How is usage of net determined? 

- Are there no other donors working in this area as I think Global Fund may be distributing nets as well. 

- I am concerned about the unresponsiveness of the NMCP –why is this? 
___________________________________________________________________________________
From Mathias Esman, c-founder of Global Minimum (GMin) in response to questions from Brian and Ayo.

Here are my responses on behalf of Global Minimum, annotated below each question. They are detailed and thus also a bit longer than for the distribution proposal. 
I appreciate the input from the Advisory Panel and I believe it will strengthen Global Minimum's distribution. I'm happy to answer any further questions and to continue to shape and improve this proposal so that it meets the all of the panel's requirements. 
I've attached two maps that I refer to in the proposal. If the table that indicates populations sizes is hard to read, please refer to these maps 
Mathias


1. The applicants have made no attempt to show that malaria is a problem in the area where the nets will be distributed. It almost certainly is but some effort could have been put into showing that this was the case.

We have made a lot of effort to show that malaria is a big problem in the area – indeed malaria prevention is a need identified by our local partners. To add further evidence we will quote the District Health Management Team (DHMT) on the malaria prevalence in our target community. They work there year-round and witness every day the debilitating effect of malaria. The quoted report was prepared for the last distribution Global Minimum undertook in the Sahn Malen village in the Malen chiefdom:  

“Malaria is the leading cause of morbidity and mortality among the population in Pujehun district, with an estimated prevalence rate of 35%-45% (MICS 3).  Pujehun constitutes one of the 13 Medical Districts in Sierra Leone as well as one of the four districts in the southern province. Pujehun district covers a total surface area of 4,105 square kilometers and harbours a population of 234,234 (Statistics Sierra Leone). This population, which resides in 12 chiefdoms, is mostly comprised of rural inhabitants. Malaria is endemic in Pujehun district and normally assumes the highest peak of prevalence in the rainy season.”

“Sahn Malen is ideal for the proposed study [of the effectiveness of ITNs] due to the following reasons:
Firstly the topography of Sahn Malen is conducive for active transmission of malaria (swamps, depressed areas, oil palm plantation, forest and grassland vegetation). Secondly, Sahn Malen has a Community Health Centre (CHC) that has been stocked with adequate amounts of drugs including antimalarials. The centre which is manned by staff of the Ministry of Heath and Sanitation (MOHS) provides services through the general clinic, Antenatal Clinic (ANC) and Underfives Clinic (UFC). There is a functional Community Development Committee (CDC) and Traditional Birth Attendants (TBA) are actively working with clinic staff. Thirdly, community participation in the delivery of health care services is remarkable. Lastly, Sahn Malen is a very good example of a typical community undergoing post war reconstruction and rehabilitation. Health service delivery is headed by the District Health Management Team (DHMT) in Pujehun. Partners working with the DHMT are mainly UNICEF and the Pujehun District council (PDC). There are no NGOs operating in the health sector at the moment.” 

This time Global Minimum aims to cover the villages neighboring Sahn Malen, which are situated in exactly the same topographical conditions and thus suffer the same problems of malaria. If anything, this topography will cause a higher malaria prevalence rate in the Malan chiefdom than in the rest of the Pujehun region.

We thus have ample scientific evidence that malaria is a problem in the area. This evidence is collected and presented by the head government health team working in the region, the DHMT

2. The project does not appear to have the approval of the National Malaria Control programme and I don't think AMF should support proposals that do not unless there are some very special circumstances.

For our last project, the national malaria program was not very responsive, but they did not disapprove of the distribution. We have contacted them again through our contacts in Sierra Leone and on Wednesday March 18th 2009 Samuel Baker, the National Malaria Control Programme Manager, confirmed via cell-phone that we can carry out our distribution as long as we share data and results with them. 

We assumed that our contacts in Sierra Leone had sought this approval previously, but this time we have it fully confirmed. 

The contact information for Sam Baker is:

Dr. S.H. Baker; tel: 232 76 640137; 232 33 408855; 232 77 558962
sambaker79@yahoo.com or sambaker79@gmail.com 
  
3. The nets are being distributed in a community chosen for family reasons rather any scientific ones.

This is not correct. This community is chosen for scientific reasons (high prevalence of malaria) and due to the fact that we are able to work closely with the target community. 

As seen in our answer to question 1, malaria is from an official source established as a big problem in the region in general and in the chiefdom in particular. The fact that we have a very good working relationship with the paramount chief, the District Health Management Team as well as great knowledge of local customs and culture only improves the effectiveness of our distribution.

This expert knowledge due to familial relations should not detract from the effectiveness of our distribution, but rather add to it. This distribution is a case of Sierra Leoneans addressing their own problems, and they have have chosen to focus on the problem that a lot of scientific evidence suggests is the biggest in their country. Global Minimum has many Sierra Leonean members and the other international members are more than happy to help them acquire the means (ITNS) to face one of Sierra Leone’s many challenges. 
 
4. The web site for the Global Minimum suggests that is an inexperienced NGO and one that is very naïve about malaria.

We, of course, disagree with this characterization. Here are four reasons why.  

Firstly, the website is designed to present malaria in an easy-to-understand manner so that the general public can easily grasp the issue at hand. The target audience is not malaria experts, though we of course try to keep all our facts as accurate as possible. 

Secondly, Global Minimum has no illusions about malaria. If we come off as ‘naïve’ when we talk about eradication, this is because the term eradication is a lot easier for the general public to understand. We are very well aware that the eradication of malaria is an, if not unfeasible, then very distant prospect. The only meaningful short-term prospect is effective control and reduction of the high mortality rate, and that is what we aim for. The use of the word ‘eradicate’ is contentious, but we mainly use it rally support behind mosquito net distributions. 

Thirdly, we have previously carried out such a distribution in a neighboring village. We reached every inhabitant in the village, held a number of social activities to publicize the distribution and achieved a very high usage rate. We thus have a lot of practical experience in carrying out such a distribution, and of identifying and cooperating with relevant partners in the target community. 

In short, we are building on an existing project that works and has given us a lot of experience. 

Fourthly, we have many expert partners that inform our work. Thus, even though Global Minimum is student-led, we are able to draw on vast amount of experience from three groups of experts: 

(A) Sierra Leonean Health Experts and Officials. 

In Sierra Leone, we consult with public health experts at UNICEF, and our most important implementation partner is the District Health Management Team. They both have great theoretical and practical knowledge of malaria in Sierra Leone and of the various intervention forms.  

(B) Public Health and Malaria experts

We are regularly liaising with a number of malaria experts. These are all people we’ve met while studying in college and they have given us the green light for consulting with them about any and all matters related to malaria and public health: 

Burton Singer – the former chair of the department of epidemiology and public health at Yale Medical School.  He is now the Charles and Marie Robertson Professor of Public and International Affairs. Professor of Demography and Public Affairs, Woodrow Wilson School at Princeton University. Co-Director, Program in Global Health and Health Policy.

Dr. Carl Lowenberger, Associate Professor
Canadian Research Chair in Parasitology and Vectors of Disease Entomology, parasitology, insect parasite interactions, disease epidemiology B.Sc. Guelph, MPM Simon Fraser University, Ph.D McGill

Also, we are in regular touch with several ph.d. students who work with epidemiology. 

(C) Global Minimum's Board of Advisers

They are very knowledgeable about malaria, social entrepreneurship, malaria and global health in general. Here are their bios (taken from our website):

 Professor Peter A. Singer
(MD, MPH, FRCPC, FRSC)

Professor Peter A. Singer is Senior Scientist and Professor of Medicine at the McLaughlin-Rotman Centre for Global Health, University Health Network and University of Toronto.

Professor Singer's research is at the nexus of life sciences, entrepreneurship, and the developing world. The core ideas are: How can life sciences technologies move from 'lab to village' in the developing world? How can Canada grow economically by tapping into the 'demand pull' for its life sciences technologies from emerging economies? How can developing countries, particularly in Africa, accelerate commercialization of life sciences for health and economic development? His earlier contributions have included improvements in quality end-of-life care, fair priority setting in healthcare organizations, pandemic influenza planning and teaching bioethics.

To read more, follow this link http://www.mrcglobal.org/peter_singer

Professor Abdallah S. Daar
D.Phil (Oxon), FRSC, FRCP (Lon), FRCS, FRCSEd.

Dr. Daar is Professor of Public Health Sciences and of Surgery at the University of Toronto. He is also Senior Scientist and Co-Director of the McLaughlin-Rotman Centre for Global Health, Program on Life Sciences, Ethics and Policy, University Health Network, and Director of Ethics and Policy at the McLaughlin Centre for Molecular Medicine.

After medical school in London, England, he went to the University of Oxford where he did postgraduate clinical training in surgery and also in internal medicine, a doctorate in transplant immunology/immunogenetics, and a fellowship in transplantation. He was a clinical lecturer at Oxford for several years before going to the Middle East to help start two medical schools. He was the foundation Chair of Surgery in Oman for a decade before moving to the University of Toronto in 2001.

To read more, please follow this link: http://www.mrcglobal.org/abdallah_daar

Paul Bottino

Paul Bottino is co-founder and executive director of TECH. He serves as an advisor to several startup companies and as a member of the Harvard College Business Advisory Council and on the board of directors of Harvard Alumni Startups, Inc. Paul co-founded and is a director of Medicine in Need Corporation, an international nonprofit organization developing drug and vaccine delivery systems for infectious diseases. Before starting TECH in 1999, he created and managed relationships between Harvard's ten faculties and Fortune 500 companies. Prior to joining Harvard in 1996, Paul practiced law in Boston counseling emerging technology ventures and specializing in technology licensing and other intellectual property matters. He received his Bachelor of Arts degree in economics from Middlebury College and his Juris Doctor from Suffolk University Law School and is an active member of the Massachusetts bar.

Thomas Burke
(MD, FACEP)

Thomas directs the Division of Global Health and Human Rights and is part of the Departments of Emergency Medicine and Pediatrics at Massachusetts General Hospital, Harvard Medical School. He is also the associate clinical director of the emergency department at the Brigham and Women's Hospital in Boston, Massachusetts. He is a practicing emergency physician on the faculty at Children's Hospital, Boston, and Harvard Medical School.

Dr. Burke has spent half of his career in community practice and half in academia. His many extraordinary experiences include 71⁄2 years in the U.S. Army with several overseas deployments and serving as the doctor for the FBI Hostage Rescue Team at Waco, Texas, and Ruby Ridge, Idaho. He served as director of the emergency department in the U.S. Army's Landstuhl Regional Medical Center during the Bosnian crisis and helped care for 28,000 refugees in Guantanamo Bay in 1995. Currently Dr. Burke is the medical director for two companies that provide expeditions via private jets for international travel. He has served as a visiting professor and lecturer in many countries. Dr. Burke's unique collection of published essays is available online at NotesFromtheER.com.

1- I am not clear about the distribution plan. It seems that the 45 villages will be divided into 2 sections. If so how many villages are in each section?

There are 45 villages in the chiefdom in total. The chiefdom is divided into ten sections. There are also smaller clusters of houses that do not constitute villages. The amount of people and amount of villages in each section varies a lot. Here’s the breakdown of the chiefdom into sections. This table might be hard to read, but the same figures are included in the attached map. 

Section
Hub Village
Avg Walk to Hub (km)
Pop. Estimate
% of chiefdom total pop. 
Kahaimoh
Nyandehun
4.0
3846
16.3 
Kakpanda
Taninahun
3.8
3331
14.1 
Upper Pemba
Manowulo
2.9
2392
10.1 
Lower Pemba
Gboyama
4.6
1843
7.8 
Taukunor
Banaleh
3.0
2249
9.5 
Korwa
Sahun (Sahn)
4.1
1886
8.0 
Kemoh
Saahun
3.1
2870
12.2 
Bahoin
Sinjo
2.4
3528
15.0 
Seijeila
Gangama
3.6
1637
6.9 

 We will cover all of the Korwa (where we carried out the first distribution) and Bahoin sections and the hub village in the Taukunor section. The total number of people covered is then approximately 5000.  For reference, please see the map I attached for the original proposal and is also attached to this email. The map layers should be toggled with the ‘layers’ function in adobe acrobat. The different layers show the population breakdown, the division of the chiefdom into sections and the respective location of villages. 

2- Was there any information from the UNICEF MICS as to the coverage in this region as this survey normally documents regional differences?

The region in question is Pujehun, which constitutes one of the 13 Medical Districts in Sierra Leone as well as one of the four districts in the southern province. Pujehun district covers a total surface area of 4,105 square kilometers and harbours a population of 234,234 (Statistics Sierra Leone). This population, which resides in 12 chiefdoms, mostly comprises of rural inhabitants. 
Malaria is the leading cause of morbidity and mortality among the population in Pujehun district, with an estimated prevalence rate of 35%-45% (MICS 3). 


The chiefdom in question is the Malen Chiefdom, which if anything (see questions 1) has a higher prevalence rate than the rest of the Pujehun district. 

I've attached a map of the Pujehun district that indicates the location of the Malen chiefdom. 

3- How is usage of net determined?

The DHMT does random sampling by interviewing 400 individuals (out of a population of 1500) to create a representative sample. In case of under-fives, their mothers or caretakers were used as proxy. 
They do these interviews every six months, and they have recorded a sustained 93 % 12 months after the first distribution by Global Minimum. 


As noted in question one, the community participation in the delivery of health care services is remarkable in this chiefdom and the DHMT is able to combine this project with their other activities in the chiefdom. 

4- Are there no other donors working in this area as I think Global Fund may be distributing nets as well.

The DHMT has no record of other NGOs working in the area. The Red Cross has previously carried out a nation-wide distribution, but the nets have not reached the population of Malen. Indeed, in our comprehensive survey of the village less than 3 % of the population had a net, much fewer had one without tears that was treated with insecticide. 

In fact, by looking at Roll Back Malaria website it’s clear that the Pujehun district is not covered by the Global Fund’s work:

http://www.rollbackmalaria.org/countryaction/sierraLeone.html#expand_node

According to this link, the only other ITN distribution partner is UNICEF whose health experts are advising us for our distributions. 

5- I am concerned about the unresponsiveness of the NMCP –why is this?

See above.   
===================================

Questions from Rob Mather to GMin
Re Q1: Please can you provide the names of the villages, populations if each and expected number of nets to each. Excel spreadsheet best.  Could you also provide a map, hand drawn if necessary that shows relative position of villages?

I have attached a map of the Pujehun Region that shows the division of the regin into chiefdoms. More importantly, I have attached a map of the Malen chiefdom with details of village locations, and population sizes in the different sections. Both are  pdf files and needs to be opened in Adobe Acrobat (not a 'preview' program). You need to use the 'layers' function to turn Google earth graphics and the level of detail on and off.  We plan to finish the distribution in the Korwa section and the cover every village in the Bahoin section and a single village in the Taukonor section.  The breakdown on a village level is shown in the attached spreadsheet.

Re Q4: Will you be able to collate malaria figures from as many clinics’ medical records as possible so this information could act as baseline data? For example, drawing together information that showed the number of suspected/known malaria cases per month in the few months before the distribution of nets and then gathering the same monthly information post distribution potentially tells a strong story – which helps in any subsequent phase to raise further funds and protect more villagers.

We will establish this baseline in cooperation with DHMT once we're on he ground. However, at present the process taking digital copies of all the medical journals in the chiefdom to send to the US for data processing would be too cumbersome a task to be accomplished within the next couple of weeks.

Re Q8: Please can you send me a very brief summary – bullet point fine – of who contacted when and what said etc.

In April David Sengeh contacted the national malaria program through his father, Paul Sengeh, the chief evaluation and monitoring officer at UNICEF Freetown.

They ok'ed the project.

They were not in a position to help us.

We have not contacted them since.

Re Q10: Suggestion: when you distribute nets to a larger gathering of people which I imagine will be part of what you do, I suggest you think about performing an educational ‘skit’ (play) with local people. The malaria education element is critically important and all our distributions must have them. The education typically involves explaining how malaria is transmitted (by the female Anopheles mosquito typically which bites between 10pm and 2am when seeking a blood-meal from a human), proper use and care of the net, a bednet hanging demonstration and how to identify the signs of someone suffering from malaria. This helps people understand why sleeping under a net at night can protect from malaria-carrying mosquitoes. A simple play or ‘skit’, acted out, is often part of getting the message across. Several villagers lie down, not under a net, and two or three others dressed with wings, buzz around them and pretend to bite them. The two wake up and feel ill and moan and groan. There is much amusement amongst the villagers who watch this, seeing their fellow villagers acting. Then the two villagers pretend to be asleep under a net and the dressed-up mosquitoes come back and try and bite them, touch the net, and the mosquitoes then roll over onto their backs with arms and legs waving in the air to much hilarity by the crowd. This humorous approach to explaining how nets protect people and kill mosquitoes is highly effective at getting the message across. It is explained that nets are for their use and, with comments from the village chiefs and community leaders about how these nets must be used properly, proper use of the nets is encouraged.

This is an excellent idea. We will surely incorporate it into our distribution.

Re Q12: Can you confirm Dr Thomas Samba is aware of the planned distribution and approves of it.

Yes, we are in regular contact with Dr Samba through the reports he sends and he has indicated that he along with his team is very willing to work with us on future distributions. He has very limited email access though (he checks it approximately once a month when he is in Freetown), so we do not have any fresh correspondence to prove this.

Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.
Distribution Proposal 128
Partner: Red Cross
No of nets: 40,000
Location: Sierra Leone, Waterloo rural
Sent to MAG: 16Mar09
___________________________________________________________________________________
1. MAG member 1
19Mar09
A well thought through programme from an experienced group who have done this before. I know the area well and it does have a high incidence of malaria. This is one of the few studies that includes a detailed plan for follow-up after several months to ensure that nets are being used.
___________________________________________________________________________________
4. MAG member 4
22Mar09

All seems fine – good partner, all high- risk malaria areas and all high likelihood of reaching most in need if run by RC. Gets my vote.
___________________________________________________________________________________
5. MAG member 5
20Mar09

It is good that the distribution will be integrated within the activities of the NMCP. I have a few questions for clarification as follows:

1. I am surprised that the proposal is requesting nets for 100% coverage even though in 2007 there was a mass campaign. Is there any data on existing coverage in the target sites? Does NMCP have this data as I was confused by the following statement which may have been a typographical error “Based on preliminary results from the Togo mortality survey and net durability study it is estimated that less than half of these nets are still providing effective protection.” If we assume that this data is correct ie 50% of nets are still effective why a request as stated above for 100% coverage? 

2. What is the contribution of other donors such as the Global Fund in providing nets to Sierra Leone for U5s? 
___________________________________________________________________________________
7. MAG member 7
23Mar09

I am happy with the proposal.
___________________________________________________________________________________
8. MAG member 8
23Mar09
No comments. Suggest that proposals include figures rather than statements that malaria is cause of high morbidity and mortality.
Answer from Red Cross:

Malaria mortality and morbidity 

Incidence of clinical malaria cases (reported) 34.9/1000 (2007)* 

Number of reported malaria episodes 438,070 (2006) 

Child under 5 mortality 267 (2005)** 

Infant mortality (per 1000) 158 (2005)**

___________________________________________________________________________________
Questions sent to Red Cross on 16Mar09, responses arrived 19Mar09


Re Q1: Please can you provide a list of the of the villages/areas within the Lumpa and Mabureh communities and how many nets to each? Can you also provide a map showing the relative locations of the communities?
This information is currently unavailable as the National Malaria Control Programme is yet to identify the exact distribution points within these villages. The only map I can find of Western Area is this one, although I am unable to open as it is too large others might have more luck. 
www.daco-sl.org/encyclopedia/8_lib/8_2/8_2b/8_2b_2d/code0129_Western_Area.pdf 

Re Q4: Is this national data? Do you have data for the specific distribution area/s listed?
Yes this is national data, data specific to Waterloo Rural District is not available

Re Q5: You mention in Q1 on net per U5s and here you mention U5s and pregnant women. Can you clarify who will be the beneficiary group.
The beneficiary group are U5s, however the pre and post campaign will highlight that pregnant women are a priority group for net use. Campaigns do not target pregnant women as this would require proof of pregnancy which is tricky. 

Re Q6. How many of the 875,000 nets were distributed in the target area in Q1? Is the CDC 2007 data for Sierra Leone as a whole? Do these figures apply to the target area? If so, would it not suggest the required number of nets in the target areas would not be one for one with the number of U5s and pregnant women as some already have nets?
The 875,000 nets were distributed one net per child and a maximum of 2 per mother to children U5 nationally in 2006, it is not known exactly how many of these nets were distributed in the Waterloo Rural District but a ball park figure could be worked out using 2009 data and an estimated 2.5% annual population growth rate over 3 years. Given the data from Togo after 3 years many of the 2006 nets would not be effective, blanket coverage through routine services cannot be guaranteed a free distribution campaign such as the one being carried out in 2009 isd one of the key ways to guarantee that this target group receives and uses a net.  The CDC data is for Sierra Leone as a whole.

Re Q7: Please can you provide Dr Smith’s contact information? 
Dr Smith's email address is samueljuana@yahoo.com, I am waiting to receive information regarding phone numbers

Please can you also provide the name of the decision maker at the Red Cross?

I am the point of contact regarding these proposals Katie Eves, katie.eves1@gmail.com Cell: 00 221 77 529 43 58


Re Q8: Please can you also provide telephone contact details?


I am surprised that the proposal is requesting nets for 100% coverage even though in 2007 there was a mass campaign.. This was Dec 2006 Is there any data on existing coverage in the target sites?

This data is not available
Does NMCP have this data as I was confused by the following statement which may have been a typographical error “Based on preliminary results from the Togo mortality survey and net durability study it is estimated that less than half of these nets are still providing effective protection.” If we assume that this data is correct ie 50% of nets are still effective why a request as stated above for 100% coverage? 
In 2006 875,000 PermaNet ITNs  were distributed one net per child and a maximum of 2 per mother to children U5 nationally. In 2009 the distribution will be to one net per child with no maximum per family. Given that the nets in the previous distribution were PermaNets which have a lifespan of 3 years it is expected that these nets will no longer be effective. 
What is the contribution of other donors such as the Global Fund is also providing nets to Sierra Leone for U5s?

The 2009 campaign will be supported by UN Foundation, United Methodist Church, IFRC. 

 

Summary: Further questions asked of proposer after distribution proposal received. Satisfactory answers. Approved.

Distribution Proposal 129
Partner: Red Cross
No of nets: 40,000
Location: Burkina Faso, Diedougou
Sent to MAG: 16Mar09
___________________________________________________________________________________
1. MAG member 1
19Mar09

Not as well presented as the other proposals but OK.
___________________________________________________________________________________
4. MAG member 4
22Mar09

A quick read through these this morning now back in NBI and all seem fine – good partner all risk areas and all high likelihood of reaching most in need if run by RC. All get my vote.
___________________________________________________________________________________
5. MAG member 5
20Mar09

The distribution strategy is heavily dependent on volunteers and it needs to be done in a relatively short period. Will incentives be provided for these volunteers and if so who will bear the cost?
___________________________________________________________________________________
7. MAG member 7
23Mar09
I am happy with the proposal. Note: Contacts are not complete. Names provided but address.
___________________________________________________________________________________
8. MAG member 8
23Mar09
Good detail of ward level information. No contact given. Supported.
___________________________________________________________________________________
Questions sent to Red Cross on 16Mar09, responses arrived 18Mar09

Re Q1: The ratio of nets to population seems to be 1 net per 1.7 people. Q5 states 1 net per 2 people, as is often the ratio used in distributions. Should the number of LLINs shown in Q1 be recalculated using 2.0? 

This is the first campaign of its kind therefore a 17% contingency has been added to the total number estimated to be required for the population, this number was then rounded up from 58,500 to 60,000 as it is critical for there not to be stock outs. 
The reason for this high % contingency is due to a likely cross boundary population movement in order to access nets which is difficult to account for or prevent. Secondly is the potential inaccuracy of population counts. It is worth noting that should there be nets left over post campaign they will be distributed during post campaign mop up for households where people were not present to receive vourchers/nets during distribution or for free through routine services
Dr Stefan Hoyer of WHO mentioned anecdotally after his mission to Burkina Faso on yesterday's AMP call that he was finding 1.5 people per bedspace in Diebougou


Re Q4: Is there malaria data for the locations listed in Q1 rather than just national level information?

This data is not available


Re Q7: Please add the requested information regarding who made this decision.

This informaiton was taken directly from the National Malaria Control Program Plan of Action for this distribution contact details to follow


Re Q8: Please add full contact information as requested.

As above central NMCP contact details to follow


Re Q11. Do we understand correctly that the post-distribution follow up ‘directly after the distribution’ will be carried out by Red Cross volunteers?
Yes 
- Will formal statistics be gathered ie how many nets are hung and how many not; how many nets not given back?
Yes using standardised Red Cross household visit forms
- Please confirm the post-campaign survey carried out by the NMCP will be shared with AMF?
I shall confirm this but there should be no reason why the final report with this information collated cannot be shared with you, it will be in French
- When will the NMCP post-campaign survey take place?

This is still to be defined, I have requested an update.

Re Q12: Please provide full contact information as requested.

Name to follow
District Sanitaire de Diébougou
A/S Dr. Dar Francis Albert Somé
BP 05
Diébougou
Tel : 20905371/86

Re Q17. Please provide full contact information as requested.
Katie Eves Malaria Consultant IFRC Dakar, Cell: 00 221 77 529 43 58 katie.eves1@gmail.com 

20 Mar09 Question from Ayo Palmer

The distribution strategy is heavily dependent on volunteers and it needs to be done in a relatively short period. Will incentives be provided for these volunteers and if so who will bear the cost?

22Mar09 Response from Katoie Eves, Red Cross
The Red Cross volunteers will be incentivised, in West Africa the daily cost for this is 2000 or 2500CFA (4.2-5.2 USD) per volunteer per day, for the pre, during and post distribution days, in this case the cost is covered by IFRC.
[image: image2.png]
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		CENTRAL RIVER DIVISION				36826		189409		3445		36827		4898		3683		29461				13447		121		306		36855				8440		534		28136		83		36576		97141		72978		27420		0		0		0		99.32		1.68		37.57

		LOWER SALOUM		-0.47%		2933		13460		265		2933		390		293		2347				1083		4		2		2565				826		2		1739		1		2565		7155		3543		1833		0						87.45		0.10		51.74

		UPPER SALOUM		2.53%		3241		16519		293		3241		431		324		2593				1038		0		18		3533				946		38		2570		5		3516		8362		4794		1404		0						108.49		1.33		29.29

		NIANIJA		2.45%		1718		8406		155		1718		229		172		1375				537		13		6		1561				325		20		1236		4		1561		4283		4197		3513		0						90.85		1.40		83.70

		NIANI		1.84%		4268		22651		386		4268		568		427		3414				1724		5		8		4430				751		80		3606		17		4357		11289		10075		3513		0						102.09		2.27		34.87

		SAMI		1.77%		3734		19496		338		4661		497		373		2987				1349		6		109		4208				818		66		3387		2		4205		10638		7504		2698		0						90.22		1.46		35.95

		NIAMINA DANKKUNKU		-0.15%		1385		5991		133		1385		184		138		1108				544		0		0		1123				242		12		877		1		1119		3397		2661		1240		0						80.80		0.94		46.60

		NIAMINA WEST		1.09%		1185		6702		114		1185		158		119		948				572		0		3		1300				342		8		959		1		1301		3917		3141		954		0						109.75		0.76		30.37

		NIAMINA EST		2.14%		4174		19441		400		4174		555		417		3339				1494		3		14		4187				648		69		3545		6		4193		11067		9496		4747		0						100.45		1.80		49.99

		FULADU WEST		2.14%		13811		73203		1324		12811		1837		1381		11049				4782		87		137		13567				3468		239		9910		46		13378		34903		25882		7515		0						104.43		2.22		29.04

		MACCATHY ISLAND		2.11%		377		3539		36		450		50		38		302				324		3		9		381				74		0		307		0		381		2130		1685		3		0						84.67		0.00		0.18

		UPPER RIVER DIVISION				41895		186100		5237		41895		5572		4189		33516				12503		191		63		42079				10321		408		33520		88		43841		86373		37136		661		1		0		0		104.65		1.18		1.78

		FULLADU EST		1.56%		21682		99990		2710		21682		2884		2168		17346				8741		156		48		21143				5098		261		16822		67		21920		44118		18711		521		0						101.10		1.51		2.78

		KANTORA		1.38%		8676		30822		1084		8676		1154		868		6940				982		0		0		7941				1970		55		6908		17		8878		14026		3660		71		0						102.33		0.83		1.94

		WULI		1.96%		7430		36559		929		7430		988		743		5944				2028		17		15		7414				1443		72		5969		4		7412		16749		8737		66		1						99.76		1.02		0.76

		SANDU		2.23%		4107		18730		513		4107		546		411		3286				752		18		0		5581				1810		20		3821		0		5631		11480		6028		3		0						137.10		0.49		0.05

		Total PAYS		2.77%		339648		1405849		43,392		339648		45173		33965		271718				74390		2026		1483		329007		0		89337		2977		240132		986		329469		518110		272530		79467		4		0		0		97.00		1.17		29.16






