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Background
Each year approximately 50 million women living in malaria-endemic countries become
pregnant and are at risk of getting malaria.1 In these countries, malaria in pregnancy (MIP) is one
of the leading causes of maternal and neonatal mortality and morbidity. Prevention of malaria in
pregnancy, with either insecticide-treated nets (ITNs) or intermittent preventive treatment
during pregnancy (IPTp), reduces neonatal mortality and low birth weight.
In June 2012, the Maternal Health Task Force (MHTF), in collaboration with the Bill & Melinda
Gates Foundation (BMGF), the Liverpool School of Tropical Medicine (LSTM), the London School
of Hygiene and Tropical Medicine (LSHTM), and PATH, convened a technical meeting in Istanbul,
“Malaria in Pregnancy: A Solvable Problem—Bringing the Maternal Health and Malaria
Communities Together.”2 The meeting identified a number of challenges and opportunities at
the global and country level to improve MIP outcomes. In October 2012, building on the Istanbul
meeting, the Gates Foundation awarded PATH and the World Health Organization (WHO) a oneyear “Prevention of Malaria in Pregnancy” grant to reduce adverse outcomes due to malaria in
pregnancy by increasing IPTp and ITN uptake in selected countries in East Africa (Kenya,
Tanzania, and Uganda).
In addition to providing support to key in-country partners, PATH will work closely with the Roll
Back Malaria (RBM) Malaria in Pregnancy Working Group (MIP WG), through a sub-grant, to
promote guideline harmonization and global advocacy, and to work to introduce the new MIP
guidance in other high-burden countries. Three project objectives will contribute to this goal:
1. Standardize global and country guidelines, including MIP and focused antenatal care
(FANC).
2. Improve the quality of FANC to increase uptake of IPTp and ITNs in up to three
countries.
3. Increase prioritization of and funding for MIP activities at a country level.
The project design will serve as a model for scaling activities to other areas and will form a solid
basis for further funding proposals to major donors.

Kick-Off Workshop
The project team contacted maternal health and malaria leaders in Kenya, Tanzania, Uganda,
and Zambia to identify delegates to attend the Global Maternal Health Conference 2013
(GMHC2013)3 in Tanzania in January 2013. A two-day kick-off/planning meeting was organized
following the GMHC2013 conference. The gathering included representatives from the Bill &
Melinda Gates Foundation, WHO, United States Agency for International Development (USAID),
PATH, the Maternal and Child Health Integrated Program (MCHIP), MHTF, academia, and
country delegations from Kenya, Tanzania, Uganda, and Zambia (see list of participants in Annex
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1). The very diverse background of the participants ensured not only expertise in malaria and
maternal/child health, but also very rich discussions and mutual learning.
Meeting objectives were to:
 Reach consensus on best practices, based on the lessons learned and best practices
from the four countries.
 Identify entry points and mechanisms to strengthen collaboration between malaria and
maternal, newborn, child and reproductive health (MNCRH) experts in Kenya, Tanzania,
and Uganda.
 Identify areas where the quality of FANC can be improved to increase uptake of IPTp
and ITN in Kenya, Tanzania, and Uganda.
During the meeting the new WHO IPTp and FANC guidelines, the role of anemia and its relation
to malaria as well as maternal and newborn mortality and morbidity, best practices to uptake of
MIP interventions as well as country experiences, and lessons learned and challenges (key
issues) were presented and discussed. Country delegates identified areas where the quality of
FANC can be improved in order to increase IPTp and ITN uptake and developed draft country
action plans for adaptation and adoption of the new WHO guidelines (see workshop agenda in
Annex 2).

Day One – Morning
During the welcoming words and an introduction session by Mariam Claeson (BMGF) and
Catharine Taylor (PATH), participants learned how this meeting was built on the momentum
generated by the June 2012 Istanbul MIP Workshop and the Arusha GMHC2013 conference,
which had three panel presentations/discussions devoted to MIP.
Pam Putney (PATH) asked participants to introduce themselves and voice their expectations of
the workshop. Participants were excited to see malaria and maternal/reproductive health
experts gather together to collaborate, share, and learn from each other. They wanted to better
understand how to support each other from the global to the country level. They looked
forward to collaborating at the national and sub-national levels and coming up with concrete
steps to take to improve the demand for and the quality of FANC which better integrates MIP
preventive and curative services. They hoped that the meeting would inspire country-level
leaders to continue the work and provide leadership on how to tweak and modify global ideas
to country-level realities.
Michel Pacqué (PATH) gave a short overview of PATH’s Improving Uptake of MIP Interventions
project, funded by the Gates Foundation.
Dr. Triphonie Nkurunziza of WHO gave an overview of FANC Guidelines and Best Practices, Why
a New Approach and New ANC Training Material in the African Region (see Annex 3). Her
presentation highlighted the fact that while the vast majority of women attend antenatal care
(ANC) at least once and about 50% go for ANC four times or more, only 10% receive IPTp.4 WHO
is in the process of developing new guidelines to improve the quality of FANC.
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The presentation generated many questions and discussion points. Participants noted that the
current WHO and country guidelines need to be updated, but the process is a time-consuming
and resource-intensive exercise. Many were concerned that the FANC guidelines, which
prescribe the weeks when women should come for ANC, may be in contradiction to the MIP
recommendations that a woman should receive IPTp every four weeks, and that once the new
guidelines are out, national programs will have to translate them into national policies and
training and education materials.
The discussion around the new FANC guidelines was followed by Erin Ferenchick’s presentation,
of the new WHO guidelines for sulfadoxine-pyrimethamine doses during pregnancy (IPTp-SP)
and RBM update (see Annex 4). The presentation built on the observation that efforts to scale
up IPTp-SP in a number of countries in Africa have slowed down.
Participants shared their questions for clarifications around the guidelines and suggested that
statements such as “early in the second trimester,” which replace “after quickening,” be
clarified with “after 12 weeks.” Some wanted clarity on where such a visit falls in the new FANC
guidelines. If the new target is a minimum of three SP doses, then indicators measuring IPTp 3
(and IPTp 4?) should become the standard rather than IPTp 2.
It became clear that WHO should provide not only a high-level (simple) brief on the guidelines,
but also clarify the new language, include solid background information/justification, and
provide guidance for implementation. As malaria programs succeed in reducing transmission
and improving MIP outcomes, WHO will need to issue (program) guidelines and
recommendations for low-transmission areas.
A discussion around folic acid (FA)—“Folic acid at a daily dose equal or above 5 mg should not be
given together with SP as this counteracts its efficacy as an antimalarial”—led to a suggestion
that the new guidelines may necessitate some modification, suggesting that SP can be given
with 0.4 mg of FA (which is the standard dose of FA in the iron/FA combination pills).
The role of folic acid and iron was further discussed after Rae Galloway’s presentation, MIP: part
of an integrated package to improve health and nutrition (see Annex 5). Rae reminded us that
anemia may be the only clinical sign of malaria and that the management and prevention of
anemia/nutrition is thus an integral part of a rational, integrated approach to MIP.
While it was clear that 0.4 mg FA and 60 mg iron would take care of the problem of giving SP
with 5 mg folic acid, there was concern that 60 mg iron would not be enough for anemic
women. Anemic women should indeed be getting extra iron/FA (but even double the preventive
amount would be safer with SP), and they should periodically be re-evaluated (hemoglobin [Hb]
testing). More importantly, all women should be screened for anemia. Anemic women need to
be treated, but preventive doses are necessary for ALL women, not just anemic ones. Many
programs, however, have chronic stockouts of drugs and supplies. The additional cost of
supplementation is another challenge for mothers who may have to pay out of pocket and weak
health systems unable to provide the supplement free of charge. It was pointed out that good
ANC requires strengthening labs at facilities and at point of contact since it is not about only
anemia (Hb) testing, but also rapid diagnostic tests (RDTs) for conditions such as malaria,
syphilis, proteinuria, and HIV.
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Another discussion was around when best to initiate nutrition interventions—with adolescent
girls or at the beginning of pregnancy, food fortification, and school health programs.
The discussion on how to improve ANC continued with Koki Agarwal’s presentation, Best
Practices and Entry Points to Uptake of IPTp (see Annex 6). Countries were challenged to provide
examples of how they strengthened their MIP programs through integration and collaboration.
Some have an MIP technical group, where members from the malaria control program regularly
meet their reproductive health program colleagues, e.g., to discuss commodities security.
Participants mentioned it was important to have a clear delineation of roles and responsibilities
so it is clear who makes policies and who does implementation, and how.
Several examples were provided on how to strengthen the supply chain/decrease stockouts and
reduce inappropriate use of SP as a substitute for artemisinin-combination therapies (ACTs):
dissemination of guidelines for malaria treatment emphasizing that SP is for IPTp of pregnant
women only, and teams at implementation level (district and region) during supervision
redistributing commodities from one facility to another to address stockouts.
Directly observed treatment (DOTS) can be a problem if safe drinking water is not readily
available. Some facilities gave mothers cups for drinking water and some are giving women
bananas to enable them to swallow the pills where water is unavailable.
Some programs/projects have used an SMS (short message service) platform in which women
can get messages specially targeted to their stage of pregnancy. Another example was the use
of SMS to improve stock management of ACTs.
Community health workers (CHWs) can play a role in improving ANC, e.g., by demand creation,
but can also help in improving aspects of quality through dialogue with their communities.
Communities can develop their own solutions and are able to discuss and take ideas back to the
facilities for feedback. Community distribution of IPTp can be successful, but there was concern
that if not carefully implemented, community distribution of IPTp-SP may reduce ANC
attendance. There is, however, a growing body of evidence around the use of mothers’ groups
in ANC and their positive effect on behavior change. In general community distribution
encounters first resistance from the Ministry of Health until pilot programs can demonstrate
how to improve uptake.
It was stressed that there is a great need to improve quality of ANC as this will automatically
raise demand. Currently women seek ANC but are often disappointed when the facilities “do not
provide much.”

Day One – Afternoon
During the afternoon the representatives from Zambia, Kenya, Uganda, and Tanzania gave
presentations on the situation with malaria in their countries, progress made in their MIP
programs, lessons learned, and challenges they face.
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Zambia
Zambia was the first country to present. Overall Zambia has far outperformed its neighbors in
improving MIP outcomes (see Annex 7).
Highlights from the presentation and the discussion following the presentation include the
following:
Guidelines are disseminated from the central level to the provincial level, province by province.
The provincial medical officer and his team invite folks for a workshop to go through the entire
document with them and then ask them to disseminate the key information to the lower level.
Provincial ANC mentorship teams have been a quick and low-cost method for rolling out
guidelines, as well as improving quality of focused ANC and MIP services. These teams usually
have a midwife or two and use national guidelines and training manuals. They reach out to the
facility level for one or two days and train the frontline workers.
Safe Motherhood Action Groups (SMAGs) are made up of volunteer community members (men
and women), preferably of reproductive age, who have a child or two as well as good
interpersonal skills. They mobilize for better maternal health, and at basic health posts they may
be the ones to provide basic care. Champions from the community are invited to workshops.
Kenya
Kenya’s current national malaria strategy covers the years 2009–2017. Highlights of the
presentation (see Annex 8) and discussion include the following:
The capacity for diagnosis and treatment is not high, but the country has recently introduced
RDT kits to increase coverage. The capacity for microscopy is limited, even in district hospitals.
Health workers have updated guidelines, but they tend to “take them home to read,” which
means the guidelines often are not returned to the clinic for use there. Now guidelines are
distributed in the form of a “desk calendar.” Kenya has an extensive network of community
volunteers, but has some legal hurdles in employing them officially since there are regulations in
place around minimum salaries.
Uganda
From Uganda the participants learned that there is some concern about the lack of a reliable
health management information system (HMIS) and the country depends heavily on
Demographic and Health Surveys (DHS) and Malaria Indicators Surveys (MIS) for its coverage
data (see Annex 9). The last MIS data is from 2009, with another survey due to take place this
year. Most of the funding for malaria control is from partners. Uganda has MIP champions, one
of whom is the First Lady.
There is some misuse of bed nets (e.g., for weddings, fishing, covering cows to protect them
from being bitten by flies, keeping them in their suitcases for the hospital). The supply chain
management is weak: at central stores they have the supplies, but at the district level there are
often stockouts. There is a lack of integration/coordination, with “MCP and RH doing their own
thing.” Recently, the programs started having integration meetings. To date there have been
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two meetings, and a malaria in pregnancy working group has been started, which will feed into
child health and national disease control.
Another important achievement includes the “Saving Mothers Giving Lives” program. The
program has introduced vouchers for pregnant women, which has increased the uptake of
maternal health services, resulting in a reduction in maternal mortality.
To improve the logistics system, Uganda is piloting “the last mile delivery” system, in which
small motorcycles are used and funded by the regional medical stores to deliver drugs to health
centers.
DAY TWO
Tanzania
Day 2 started with the Tanzania country presentation (see Annex 10). The presentation was rich
in community-based (survey) data. Services are free of cost for children under five years of age
and for pregnant women. This reduces barriers for mothers, but may serve as a disincentive for
program managers to dip into their accounts to cover MIP commodities. This has been mitigated
somewhat by labeling SP a program commodity, and thus “paid for” by partners. However, SP is
still used for malaria treatment when ACT stockouts occur.
There is strong political will and support for malaria control in Tanzania, with the previous
president telling his story through mass media and the current president making a TV pitch for
putting nets up every night. From the discussions the participants also learned that Tanzania has
a “net culture.” A net is often the first item individuals get when starting out “on their own.”
The country is 75% lowlands (with rivers and swamps). In the highlands mosquitos, and
therefore malaria, are less of a threat.
A list of some common challenges mentioned during the presentations and discussions is shown
in the box below, as well as a description of best practices, successes, and lessons learned.

7

Common Challenges
Commodities:
 Stockouts of SP (e.g., due to weak logistics/distribution system, funding mechanism, or
misuse)
 Unavailability of ITNs during ANC (e.g., due to policy such as mass distribution)
Quality of care:
 Lack of guidelines, job aids, and IEC materials at district levels
 Confusion about guidelines (e.g., about schedule/safety for IPTp late in pregnancy)
 Weak supervision systems
 Weak motivation or poor attitude of providers
 Challenges in ensuring continuous education or training when new policies/guidelines
are introduced. High staff turnover.
 No water for DOTS
Community awareness:
 Women come “late” for first visit
 Women don’t come for “all 4” visits
Management:
 Weak routine reporting systems and data management
 Poor quality of data
 ANC registers don’t allow for all IPT recordings
Financing:
 ANC in general and MIP underfunded
Coordination:
 Need for better communication between Malaria and Maternal/Reproductive Health
units in MOH
 Weak involvement of private sector
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Best Practices, Successes, and Lessons Learned
Commodities:
 ITN distribution during ANC and community-based mass distribution
 Use of vouchers for ITNs
 Last mile delivery model to improve availability of SP and reduce stockouts
Quality of care:
 Clear guidance to providers on when pregnant women should receive IPTp-SP
 MIP guidelines are included in FANC and CHW curriculum
 Supervision checklists developed with supportive supervision from district health
management team (DHMT)
 Quality-of-care monitoring tools
 Facility-based coaching
 Pre-service training
Community awareness:
 IEC material for community health workers
 Community advocacy and dialogue activities
 Community action groups
Management:
 Community-based surveys (DHS, MIS)
 Involvement of DHMT in planning and implementation
 Integration results in more efficient use of resources
 Use of operational research to solve challenges (e.g., increase quality)
 New technologies such as SMS for monitoring stocks and as reminders to mothers
Coordination:
 Strong collaboration and strong leadership of malaria program on development and
implementation of policies and guidelines
Champions and financing:
 Multiple in-country champions and collaboration between donors, research institutions,
civil society, NGOs, and MOH improves accessibility to funds.

Group Work
After the Tanzania presentation, the participants split up, by country, into four small groups.
Facilitators circulated between the groups while the country teams worked to develop draft
plans for improving MIP activities, concentrating on the uptake of IPTp and ITNs. The groups
received general guidelines (see Annex 11).
Each group worked for several hours on their plans before reporting out to their colleagues.
Uganda was the first to present. Draft work plans for each country are provided below.
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Uganda Draft Workplan
1

2

3

Key challenges
Weak collaboration
between NMCP and
RHMCH at all levels;
National, Zonal,
District, Health-Sub
district, HC III, HC II
Harmonization of
guidelines, job aids,
protocols, IEC
materials etc.

Community
involvement

Objective
Strengthening
collaboration at
all levels

Strategy
Identify
champions/Key
stakeholders

Activities
Develop action
plan and budget to
strengthen uptake
of IPTp and ITNs

Indicators
Action plan and
budget developed

Responsible person
RH&NMCP MIP focal
persons

Resources
Funds,
refreshments,
hall hire,
coordination

Timeline
March

Harmonization of
guidelines, job
aids, protocols,
IEC materials etc.

Pool resources

Hold review
meetings

Number of meetings
held

RH&NMCP MIP focal
persons

Funds

June

Develop materials

Materials developed

Hall hire

Develop
dissemination plan
Mobilize for
resources
Capacity building

Dissemination plan

Stationery

Resources mobilized

Printing

Provision of tools

Number of VHTs
with tools
Number of support
supervision visits
conducted
Data collection tools
updated

Increase
community
involvement

Work with
VHTs

Support
supervision
4

Data quality

Improve
accuracy,
consistence and
analysis

Review of
current MIP
indicators

Update data
collection tools to
include all MIP
indicators
Mentoring and
couching on proper
use of updated
data collection
tools
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Number of VHTs
trained

Number of
mentoring visits
conducted

RH &NMCP MIP
focal persons and
HPE unit

Funds

November

Hall hire
Stationery,
Printing

RH&NMCP MIP focal
persons and
Resource center

Stationery

Printing

March

Rae Galloway made the suggestion that in their next draft, they include a revision of the
supplementation guidelines around folic acid and iron during pregnancy. She suggested that iron/FA
guidelines be changed to incorporate the new SP dosing and the concomitant recommendations
around withholding it during IPTp administration.

Kenya Draft Workplan
OBJECTIVE 1: To increase uptake of IPTp 2 by pregnant women in Kenya
Strategy
1. Demand creation at:
 Community level through the CHW
 Facility level through the health workers
 Mass media
2. Build the capacity of HWs to improve quality of care of FANC
3. Improve documentation
Activities
 Orient the CHWs on FANC/MIP messages
 Orient the HWs on FANC/MIP
 Print more client brochures on MIP and also posters
 Use the FM radio channels to air FANC/MIP messages
 Integrated support supervision
 Use of champions, high level and the community level
 Task sharing with the CHWs to give SP as DOTs and record
Indicators
Proportions of women receiving IPTp2
The number of CHWs trained of MIP
The number of HW trained in FANC/MIP
OBJECTIVE 2: To increase the correct use of long-lasting insecticide-treated nets (LLINs)
Strategy
 To use CHWs to educate on the importance of net use
 To use school children as change agents
 To collaborate with the fishery department to educate and enforce proper use of
LLINs
Activities
 CHWs to educate and demonstrate the correct use of the LLINs in the community
dialogue days
 Identify actual LLIN use by talking to the community
 Carry out school health education
 To educate the beach management units on the proper use of the LLINs
Indicators
 Proportion of pregnant women sleeping under LLINs
 LLIN coverage - HMIS
OBJECTIVE 3: To improve adherence to malaria case management as per guidelines by the service providers
Strategy
 Using mentorship
 Training of the HW
Activities
 To train more HWs on the use of RDTs
 Improve reporting ( SMS system)
 Collaborate and have the RDTs in the facilities
 Mentorship on case management
 Support supervision
Indicators
 Number of HWs trained in RTDs
 Reports availed on RTDS and treatment of MIP

When asked why they kept IPT2 as an indicator, Elizabeth Washika informed us that it is a beginning
aspiration and Jenny Hill pointed out that the language still says “minimum of two.” There is thus a
need for policy dialogue to keep the indicator at 2 or change to 3.
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Zambia MIP Work Plan
Activity

Indicator

Funding

1. Objective 1: Address changes in WHO guidelines/update country guidelines
Review meetings held
Funding for the
 Circulate the changed WHO guidelines and brief
review of policy
senior management
Updated
guidelines
documents
 Review guidelines/policy in FANC/Safe
developed
ZISSP
Motherhood and NMCC TWGs
MACEPA
 Submit to the policy and planning units in the 2
GRZ
ministries for approval and endorsement
Dissemination Plan
IEC materials and job aids MACEPA
developed
ZISSP
 Identify roles and responsibilities for guideline
GRZ
dissemination, jointly done with NMCC and RCH
CSH
 Consultant to clean up the documents
 Development of IEC materials and job aids,
posters, brochures, etc., and translation into the
local languages
 Engage a graphic designer to shape up the
documents
 Official launch
 Provincial orientations – cascade orientations up
to the Health Facility level
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Timeline

6 months

3 months

Responsible
Person or
Organization
NMCC/
MCDMCH

MCDMCH/
NMCC

Strategy

Stakeholder engagement
Collaboration between NMCC
& MCH to end up with a
harmonized set of policy
guidelines
Identify funding sources for
consultant and designer
Work in collaboration with
the Health Promotion Unit

Activity

Indicator

Funding

Objective 2. Improve IPT & ITN Supplies. This will apply to 2014 as 2013 is already in the pipeline.
??? Change ITN indicator funding sources
 Review the quantification process of IPT and ITN
GRZ
through the TWGs to see where we stand and the –
st
1. ITN at 1 visit before
bottlenecks that hinder progress
20 weeks,
 Identify organizations that are procuring nets
st
2. ITN at 1 visit at 20
 Quantification, calculation of the ITNs and IPTp
wks or later
based on expected pregnancy rates per district.
ITN TWG has net distribution guidelines and will
IPTp indicator to include
come up with the best net distribution strategy.
th
3+ dose to cover for 4
 Monitor utilization levels of IPTp and ITNs
th
and 5 dose.
Objective 3. Improve quality of FANC
st
Indicator – 1 IPT before
Identify source of
 Review IEC materials, job aids, posters, etc.,
20 weeks.
funds
identify if there is need for modification
CSH/GRZ
 Package of job aids is needed
Indicator: Number of
 Advocate for increased FANC supplies to ensure
Health Workers oriented
quality FANC
 Lobbying for increased funding to MCDMCH from to FANC
MOFNP and parliamentarians
 Lobby with ministries for increased funding to the
Indicator: % of GRZ
MCH dept.
funding that is allocated
 Governmental and NGOs to help with
to Maternal Health
quantification and procurement and distribution
of FANC supplies
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Timeline

6 months

Responsible
Person or
Organization
NMCC/
MCDMCH

Strategy

Identify other funding
sources
Work with RHCS Coordinator.

9 months

MCDMCH



Work with HP unit

Activity

Objective 4: Community Engagement
 Revive the White Ribbon Alliance
 Advocacy meetings with community leaders –
parliamentarians, councilors, traditional leaders,
church leaders
 Orientation of SMAGs – Cascade orientations
 Community sensitization
 Radio spots – through community radio stations
 Community drama
 IEC materials including birth plans
 Income-generating activities

Indicator

Sensitization done

Funding

GRZ/CSH/MACEPA
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Timeline

9months –
1 year

Responsible
Person or
Organization
NMCC/
MCDMCH

Strategy

Identify funding sources

Tanzania Workplan
Goal/priority: Increasing IPTp Coverage:
Activities
Indicators
Objective 1: To adopt policy update and align Malaria and FANC guidelines
Present WHO recommendations to senior management at the
Document presented to Sr. mgt
ministry
and approved
Include MIP updates in FANC and Case Management guidelines
Guidelines incorporated into FANC
(Meetings)
and CM
Disseminate new guidelines to regions and districts
Objective 2: To improve commodity security
Assess obstacles to supply chain for SP at national, zonal and facility
levels including: Accountability, communication, ordering and
distribution system and monitoring stock outs
Sharing findings of assessments with stakeholders, e.g., RMO and
DMO meetings, SMTWG, development partners.
Developing the action plan with some of these stakeholders to
address bottlenecks in improving the commodity security at various
levels
Reinforcing SP to be the program commodity, with MSD officials
(through other meeting opportunities)
Improve tracking of SP through system

Resources

Time frame

Responsible

None

April

MoHSW (RCH &NMCP)

Funds for meetings
Technical
assistance
Funds (for FANC)

April

MoHSW (RCH &NMCP)
partners

July

MoHSW (RCH &NMCP)

Assessment report

Funds

March

MoHSW (RCH &NMCP)
Partners

Meetings conducted

Funds (facilitators)

April-June

Action plan developed

None

April

MoHSW (RCH &NMCP)
Partners
MIP task force

Practice in SP ordering is changed
with MSD
System in place to track SP
stockouts

None

February

None

May

All regional and district oriented on
new guidelines
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MIP Task force
MSD
MIP task force
JSI

Activities
Objective 3: To improve service provision based on new guidelines
Roll out of new MIP guidelines to RCH providers (as part of FANC
trainings, other related trainings?)
 Conducting TOTs for cascade trainings to RCH clinic incharges
 Job aids for HWs at facilities
 Conduct supportive supervision with a checklist reinforcing
the new guidelines

Improve monitoring of SP-IPTp recording within HMIS
 Reinforce record keeping using HMIS
 Explore ways to capture data for IPTp3 (if this gets
approved by the ministry)
Objective 4: Creating demand in community
Produce and disseminate IEC materials with updated information
based on revised guidelines
Incorporate new guidelines in future (subsequent) demand creation
activities including training of CHWs, communication campaigns,
etc.

Indicators
Number of TOTs and service
providers trained on new
guidelines

Resources
Funds

Time frame
AugustOctober
2013

Job aids developed, disseminated
and in use

Responsible
MoHSW (RCH &NMCP)
MIP task force
Partners

Number of
national/regional/district
supervision visits conducted using
the revised RCH checklist
Quality recording and reporting on
IPTp in place

No separate
funding

October
2013

MoHSW (RCH &NMCP)
Partners
MIP task force

IEC materials produced, distributed
and in use

Funds for national
coordination

October
2013

Demand creation activities
incorporating new MIP guideline

No separate
funding

Ongoing

MoHSW (RCH &NMCP)
Partners
MIP task force
MoHSW (RCH &NMCP)
Partners
MIP task force
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Workshop Wrap Up
Everyone agreed that, given the short amount of time the teams had, they all came up with a
solid first draft of an action plan to improve MIP outcomes in their countries. The country teams
will take their plans and present and discuss them with colleagues, after which they will refine
and expand their plans for submission by February 14, 2013 for further comments and input.
Catharine Taylor and Kate Teela provided inspiring closing remarks.
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Annex 2: Agenda
Friday, January 18, 2013
Welcome and Introductions
Catharine Taylor, PATH & Mariam Claeson Bill & Melinda Gates
Foundation

9:30am – 9:45am

Meeting Objectives, Agenda & Guidelines
Pam Putney PATH

9:45am – 10:00am

Overview of PATH MIP Project
Michel Pacqué PATH

10:00am – 10:30am

Overview FANC Guidelines & Best Practices
Dr. Triphonie Nkurunziza WHO AFRO

10:30am – 10:45am

MIP: Part of the Integrated Package to Improve Health & Nutrition
Outcomes
Rae Galloway PATH

10:45am – 11:00am

Coffee Break

11:00am – 11:45am

11:45am – 1:00pm

1:00pm – 2:00pm
2:00pm – 2:45pm

Malaria in Pregnancy Day 1

9:00am – 9:30am

Best Practices & Entry Points to Uptake of IPTp& ITNs Discussion
Koki Agarwal Jhpiego RBM & Erin Ferenchick WHO
New WHO Guidelines for SP Doses During Pregnancy & RBM Update
Erin Ferenchick WHO
Lunch
Improving the Uptake of IPTp/ITNs
Lessons Learned & Best Practices from Zambia & Discussion
Zambia Country Team

2:45pm – 3:30pm

Improving the Uptake of IPTp/ITNs
Lessons Learned & Best Practices from Kenya and Discussion
Kenya Country Team

3:30pm – 4:15pm

Improving the Uptake of IPTp/ITNs
Lessons Learned and Best Practices from Uganda and Discussion
Uganda Country Team

4:15pm – 4:30pm

Coffee Break

4:30pm – 5:15pm

Improving the Uptake of IPTp/ITNs
Lessons learned and Best Practices from Tanzania and Discussion
Tanzania Country Team

5:15pm – 5:30pm

Review Agenda for Day 2
Pam Putney PATH
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Day 2: Saturday, January 19, 2013
Brief Summary of Day 1 and Overview of Day 2
Pam Putney PATH

9:15am – 10:30am

Country Working Groups to Draft Plans for improving uptake of IPTp
and ITNs

10:30am – 10:45am

Coffee Break

10:45am – 12:00pm

Country Working Groups Continued

12:00pm – 12:30pm

12:30pm – 1:00pm

1:00pm – 2:00pm
2:00pm – 2:30pm

Malaria in Pregnancy Day 2

9:00am – 9:15am

Presentation of Draft Zambia Plan & Discussion
Zambia Participants
Presentation of Draft Kenya Plan & Discussion
Kenya Participants
Lunch
Presentation of Draft Tanzania Plan & Discussion
Tanzania Participants

2:30pm – 3:00pm

Presentation of Draft Uganda Plan & Discussion
Uganda Participants

3:00pm – 3:45pm

Country Working Groups Finalize Draft Plan

3:45pm – 4:00pm

Coffee Break

4:00pm –4:45pm

Next Steps Discussion
Catharine Taylor & Michel Pacqué PATH & Erin Ferenchick WHO

4:45pm – 5:00pm

Closing Remarks
Catharine Taylor PATH
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Annex 3: Why a New Approach and New ANC Training Material in the African Region
Current State of Malaria in the World

• 247 million
cases yearly

Why a New Approach and new ANC
training material in the African Region

– (86% in
Africa)

• 881,000
deaths yearly

Dr Triphonie Nkurunziza
Family Heath & reproductive programme area
coordinator
WHO AFRO

– (91% in
Africa)
Pregnant women are the main adult
risk group for malaria

Facts About Malaria and Pregnancy
• 50 million pregnant African women in endemic
areas yearly
• Malaria is more frequent and complicated during
pregnancy
• In malaria-endemic areas, malaria during
pregnancy accounts for:
–
–
–
–

Up to 15% of maternal anaemia
8-14% of low birth weight
30% of "preventable" low birth weight
3-8% of infant death
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Annex 4: New WHO Guidelines for Sulfadoxine-Pyrimethamine (SP) Doses During Pregnancy
and Roll Back Malaria Update – Erin Ferenchick
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Annex 5: MIP: Part of an integrated package to improve health and nutrition – Rae Galloway
MiP: part of an integrated
package to improve health &
nutrition
Presentation
at the MiP Meeting
By Rae Galloway

January 18-19, 2013
Arusha, Tanzania
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Annex 6: Best Practices and Entry Points to Uptake of IPTp – Koki Agarwal
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Annex 7: Zambia MIP Presentation
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Annex 8: Kenya MIP Presentation
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Annex 9: Uganda MIP Presentation
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Annex 10: Tanzania MIP Presentation
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Annex 11: General Guidelines for Draft Country Plans
Program Components:
 Policy
 Integration
 Commodities
 Capacity development
 Community engagement
 Quality improvement
 Monitoring and evaluation
 Financing
 Research
The components include elements such as protocols, IEC/communication materials,
complimentary nutritional interventions, etc.
Summarize the challenges and or bottlenecks identified in your presentations or discussions
from yesterday’s session. You can list them from your presentations:
Highlight up to 5 priorities for program actions:
For each priority challenge, propose an objective (what do you want to achieve/improve), a
strategy and activities. For example, to improve access to ITNs a strategy could be to propose
free distribution to pregnant women.
Example:
Objective 1
Strategy
Activities
Indicators

For each objective and activity discuss who will be responsible, what resources will be needed
and what time line will be needed to achieve the objective.

49

