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|0 Facts about Mal,arla

* Fact I:
* can be transmitted to people of all ages.
* bites of infected mosquitoes.

* If not treated promptly with effective medicines, malaria can
often be fatal.

* Fact 2:

» About 3.3 billion people - half of the world's population - are
at risk of malaria.

* Every year, this leads to about 250 million malaria cases and
nearly one million deaths.

* People living in the poorest countries are the most vulnerable.
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 Fact 3:

* One in five of all childhood deaths in Africa are due to
malaria.

* Every 30 seconds a child dies from malaria in Africa.
* Fact 4:

* Early diagnosis and prompt treatment are two basic
elements of malaria control.

* Early and effective treatment of malaria can shorten
the duration of the infection and prevent further
complications including the great majority of deaths.



|0 Facts about Malarla

e Fact5:

* Inappropriate use of antimalarial drugs in the past
century contributed to widespread resistance in the
malaria parasite to drugs such as chloroquine, leading to
rising rates of sickness and death.

* Over the past decade, a new group of antimalarials —
known as artemisinin-based combination therapies — has
brought new hope in the fight against malaria
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e Fact 6:

* The main objective is to significantly reduce the rate and
number of cases of both parasite infection and clinical malaria.
This is achieved by controlling the malaria-bearing mosquito
and thereby reducing or interrupting transmission.
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* Fact 7:

* Long-lasting insecticidal nets can be used to provide
protection to risk groups, especially young children and
pregnant women in high transmission areas.

* This provides personal protection. The nets can also protect
communities when coverage is high enough (more than 80%
of people in a target community sleeping inside them).

* The nets are effective for a number of years (3 to 5 years,
depending on models and conditions of

use).
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 Fact 8:

» Indoor residual spraying is the most effective means
rapidly reducing mosquito density.

* lts full potential is obtained when at least 80 % of
premises with malaria vectors are sprayed.

* Indoor spraying is effective for 3 to 6 months,
depending on the insecticide used and the type of
surface on which it is sprayed. (DDT is effective for
longer periods, up to |2 months in some cases).
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e Fact 9:

* Pregnant women are at high risk not only of dying from
the complications of severe malaria, but also
spontaneous abortion, premature delivery or stillbirth.

* Malaria is also a cause of severe maternal anemia and is
responsible for about one third of preventable low birth
weight babies.

* It contributes to the deaths of an estimated 10,000
pregnant women and up to 200,000 infants each year in
Africa alone.
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Fact 10:

* Malaria causes an average loss of |.3% of annual
economic growth in countries with intense
transmission.

* It traps families and communities in a downward spiral
of poverty, disproportionately affecting marginalized
and poor people who cannot afford treatment or who
have limited access to health care.

* Malaria cuts attendance at schools and workplaces.

 However, it is preventable and curable.
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malaria
NO MORE

NETS DISTRIBUTED BY
MALARIA NO MORE BY MORE THAN

SINCE 2006 ...........

* Video 2: What we do
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TAMTAM was founded in 2004 by a couple of
economists.

Through their work in the rural district of Busia,
Kenya, they realized that distributing bed nets is one
of the most efficient means to save lives and improve
the health of mothers and their children.

TAMTAM was born out of their desire to put this
finding into action

TAMTAM stands for "Together Against
Malaria, Tunapenda Afya na Maisha".

The Swahili translates to "We love health and
living" in the native language of Busia.



TaMmTam

together against malaria

TAMTAM distributes bed nets
to underserved areas through
innovative, cost-effective and
scientifically-founded
methods.




More Facts on Malaria
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distribution of
malaria
transmission

Clirnate unsuitable,
fnalaria unstable
ar absent.
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Risk stratification

[ 1Mo population
1 Mo malaria

1 Epidemic malaria
B Endermic malaria
[ Countries excluded

emic Regions

* Prone to distinct variation
(in some years no
transmission)
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of Red Cross and Red Crescent Societies
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MAIN
FINDINGS

= There 5 growing scientific evidance 1o demon-
strata that combining mosguito net distribution
with follow-on "hang up”™ campaigns, camiad out
by trained woluntsars in their own communitias,
moraases net wsags rates and signficantly ra-
duces incidance of malaria.

-2 Gombining nat distribution with follow-on sup-
port and fraining at housahold leval is crucial o
raach the most wulnarable groups (such as thioss
Pving in remote areas, rafugees, pacpla affactad
by stigma and discrimination) with imitsd or no
accass to govermmeant heakh sarvices.

= Trained volunteers wha e in tha same commu-
nity as the bsnaficiary population and spaak the
same local language ara ideally placed to help
familiss overcoms social or culbural bamisers that
could pravent the comect hanging and nighihy
usa of nats,

= Sinca 2002, as a diract rasult of net distributions
carrigd out by Mational Red Cross and Red Cras-
cant Societias — supportad by the Intarnational
Faderation of Aed Cross and Red Crescant Soci-
aties {IFAC) — more than 300,000 malaria deaths
Fiave bsan averted, whils 18.2 million paopla have

been protected against malana.

= Significant prograss has basn mace towards uni-

varsal covarage [providing nets to evary houss-
hold o protect all persons at sk of malaria) and

nnovative naw techniques ars showing promis-
g rasults (such as home management of ma-
laria in Menya), but sustainable funding neacs
to ba available to carry the success forward, o
strangtihan community imohamant.

Thers is a nead to expand operational msearch
to detarmine the most effectrea and cost affective

prevention and treatment packagess.
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BEATING
MALARIA:

Make sure sustainable funcing is available to
carry the success forward. Recant Festory in
the almination of other diseasss has revealsd
that funding gaps lead to reducad efficiancy
which can lead o resurgance of ciseasas. Ma-
laria can ba prevantad and cured.

Strangthen the civil sociaty rasponsa. Malaria
will be defealec by empowering commurities
with the knowladgs and matenals needad to
prevent and treat this dissase. Empowersd
communitias can ansure sustainad access to

prevention and treatment matenials from their
miristry of haalth and local govemmeant.

Wea call for greater recognition, support and
mvastment of community-basad solutions and
action. Wa need to ansura continrued support
at community lewvel to protect gains already
mada in the baltle against malaria.
mest mor in operational ressarch. Madical re-
saarch is necessary but mom resaarch 5 also

reaced to allow for data driven, efficent, and cost-
effactive malaria prograrmmeas on the ground.



Kenya

BEYOND PREVENTION:
HOME MANAGEMENT OF MALARIA

In Kenya, the Ministry of Public Health and Saniraion (MoPHS) partnered with a number of organizations,
particularly Kenya Red Cross Sociery (KRCS), 1 ser up an HMM project in 113 villages in owo districes, both of
which are remore and with difficult errain, and both of which have a high malaria burden, high poverty rawes and
livtle access o public health facilivies. The partnership worked well, with KRCS providing the volunteers, and the
MoP'HS providing supervision using mostly public health officers from local health facilities. The project was carcfully
monitored in oeder 1o measure resulis, and voluneers were vrained in rigourous recoed-keeping o inform the research.



HMM basics

* Distribute ACTs for sick people
* Checks for correct dosage usage



siogn of compicated w*ala'a But now sﬂoa
| M. | have seen no cases of this be..a:..ée
gst treatment. The mot ',
gt the onset now, someti
the right. Malaria is always,
em ang | have fve casss pear
weex now. My area has a populaton of 1011
and some of the vllages are really spread
So | thank God that the Rad Cross gave
a bicycle so | can go 10 the remote areas
come back quickly. it hes been very halp
all the voluntears. Tha Jliags leadars am
iInvite me to give lectures and give nform
about naalth. What | ¢o s educate paople on
many things about nat usa, treatment, hasalth,
sanitation and the environmeant. The continu-
ation of the prasect s very imporiant becauss
of tha mpact it has had on communities. But
it is @50 a bigdemana on the volunteers anc
on our ime, because | am also a farmer anc
a father, so we need support 10 help manags
the balanca.”

NO0S O\

<



rwa x.l" i
Jd like t1c have our volun-
ger fully trained as a doctor
50 she could vaccinale the
chiidren and also treat adults ’
who are sick.” -
-




HMM (Home
Management of
Malaria) project
IS successful in
Kenya



A Case study for ORf Sag
Prevention




Case study




A Case Study

Swaziland: Distribution of Endemic Malaria

* Swaziland as pilot country
* Historical data availability

* Wide range of conditions
R

[ ¥]

http://en.wikipedia.org/wiki/Swaziland

http:/www.mara.org.za/
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* Design a system for malaria prevention in Swaziland

 |ocate distribution centers

* Assign enough crew and equipment including nets and
indoor sprays, to each DC

* Design the distribution structure






= 3
Model Objective ;? > "
- W T

An optimization model will allow for a systems-based
approach to resource allocation and deployment.

Decisions may include:

« Where to locate Distribution Centers (DCs)

« How many DCs to open

« What regions DCs should serve

« When DCs should be open

 When to cover each zone

* Number of people to protect in each zone

« Labor, trucks, equipment, insecticide/nets to base at DCs
« Labor, trucks, equipment to allocate to each zone



DC Placement |

* |nfrastructure



DC Placement H

Swaziland: Distribution of Endemic Malaria

Population




Zone Assignment with 3 DCs
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Zone Assignment with 5 DCs
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IRS (Indoor Residual Sprayi ' »;é .
Resource Deployment Model™ & _ #

* Given the DCs and the assigned zones:

* Schedule a deployment plan

* What zones to target for spraying

* When to deploy in each zone

* How many people in each zone to protect

e Resources to base at DCs
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Typical Constraints}((g : s

* Deployment restricted by:

Capacity

Relative

Costs/Budget

Truck capacity

DC capacity

Amount of resources
based at DCs

Zone population

Effectiveness

Duration of DDT
effectiveness

Concentration of
DDT per m?

Coverage rate of
spray personnel

Labor wages

Vehicle rental and
travel costs

Equipment purchase
and repair

Cost of DDT
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