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1
INTRODUCTION

Malaria morbidity and mortality are major public health concerns, particularly in young children and pregnant women. Apart from acute episodes in pregnant women, malaria can cause anaemia, abortions and stillbirths. It affects school attendance and learning ability and is one of the major causes of absenteeism in work places. Prevention and control strategies in terms of reduction in risk factors, promotion of personal protection and biological vector control measures and improvement in accessibility to treatment are accorded high priority to achieve the desired goals of National Vector Borne Diseases Control Programme (NVBDCP). Prompt treatment of malaria saves lives, reduces duration of the disease and interrupts transmission.  Focused area specific preventive measures directed at personal protection and integrated vector control are important to reduce the risks of malaria. 

2
PARTNERSHIP WITH NON-GOVERNMENTAL ORGANIZATIONS, Faith based organizations, Community Based Organizations and Local self-government (Panchayat) 

Awareness in the community regarding causes, symptoms, cure and control of malaria is increasing although a lot is still to be achieved particularly regarding the importance of blood smear examination, prompt and complete treatment, source reduction, use of cost-effective environment-friendly vector control initiatives as, larvivorous fish and insecticide treated bed nets (ITNs). Adoption of appropriate measures for controlling breeding of mosquitoes, personal protection as well as prompt treatment can come about by making the facilities accessible, awareness initiatives and pro-active behavioural changes in the community. 

Partnership with Non-Governmental Organizations (NGOs), Faith Based Organizations (FBOs), Community Based Organizations (CBOs) and Local self-government (Panchayat) is envisaged under NVBDCP. The objective is to provide uniformity in diagnosis, treatment and monitoring through a wider programme base to maximize access to anti-malaria treatment and appropriate and locally applicable vector control measures. Such collaboration is also expected to initiate effective and sustained action towards community mobilization and initiation of behaviour change. NGOs, FBOs, CBOs and Panchayat would complement and supplement the government efforts to make a significant dent in the malaria burden and bring about betterment of overall health and economic condition of the population in the endemic areas for malaria. 

NVBDCP is advocating two types of partnership for NGOs, FBOs, CBOs and Panchayat:

i. Category 1: With Local self-government (Panchayat) or Panchayat level NGO/FBO/ CBO (population coverage - minimum of 5000 population)

ii. Category 2: Block level NGO/FBO or any NGO/FBO having Block level service delivery structure (population coverage - minimum of 1,00,000 population)

3
SCHEMES for Collaboration with NGO, FBO, CBO, Panchayat 

The schemes devised for collaboration with NGOs, FBOs, CBOs and Panchayat are:

1. Provision of early diagnosis and prompt treatment (EDPT) -

a. Scheme 1: Provision of outreach services – Drug Distribution Centre (DDC), Fever Treatment Depot (FTD)

b. Scheme 2: Provision of microscopy and treatment services 

c. Scheme 3: Hospital based treatment and care of severe and complicated malaria cases

2. Integrated vector control -

a. Scheme 4: Promotion of insecticide treated bed nets, insecticide treatment of community owned bed nets and distribution of insecticide treated bed nets in selected areas 

b. Scheme 5: Promotion of larvivorous fish 

c. Scheme 6: Indoor Residual Spraying (IRS) 

· Awareness generation/Behaviour Change Communication will be integral part of all the above-mentioned schemes.

· All these schemes will be implemented as per the policies and guidelines of NVBDCP.

· All these schemes will be applicable in States where the World Bank supported Enhanced Vector Borne Disease Control Programme (EVBDCP) and the Global Fund for AIDS/Tuberculosis/Malaria (GFATM) supported Intensified Malaria Control Project (IMCP) are in operation.

4
Definitions and Details of NGO, FBO, Panchayat/PANCHAYAT LEVEL CBO

4.1
Non-Governmental Organization (NGO)

4.1.1
Legal Status: The NGO could be an organization, Charitable company, Public Trust, Cooperative, Professional body having following legal status:

· Organization must be registered under the Societies Registration Act of 1860

· Charitable company must be registered under the Charitable and Religion Act 1920

· Public Trusts must be registered under the Indian Trust Act, 1982

· Cooperatives, Professional bodies such as, Indian Medical Association, Indian Institute of Public Administration registered under appropriate Act   

4.1.2 Catchment Area and Experience: The NGO will have an established base at Block level having a population base of at least 100,000 and a minimum of three-year experience in the social sector particularly in health or related field in the area of operation. The NGO should be able to implement the project at Block level having a population base of at least 100,000 through staff/volunteers/network organizations. The NGO will submit the details of geographical coverage, network organizations at the time of signing of Memorandum of Understanding (MoU) [Annexure I]. The NGO will also provide details of projects undertaken during the last five years.  

4.1.3 Infrastructure: The NGO will have basic infrastructure [at least two-room premises, basic office equipment and facility (table, chairs, almirah/shelf, drinking water facility), signboard, other aids (blackboard, stationery)]. In case the NGO is running Hospitals and/or Laboratory, the standard facilities must be available.  
4.1.4 Stable Organization Structure to ensure accountability: The NGO will have following minimum staff based at Block level, which will be supported under the Project:

1. Project Coordinator (1): He/she will have Master’s degree or equivalent, preferably in Social Work or any other Social Science discipline. The age will be between 25 and 50 years. He/she will have at least 1-year experience in the social sector particularly in health or related field, preferably in the area of operation. Past experience in projects on malaria control would be an added advantage. The Project Coordinator will possess excellent communication skills both written and verbal and will be computer literate. Knowledge of local language is essential. The remuneration for the Project Coordinator will be maximum INR 72,000/- per annum commensurate with qualifications and experience.  

· The Project coordinator will be responsible for:

a. Overall management & implementation of the project

b. Coordination with the local staff/volunteers

c. Maintenance of accounts, bank transactions, if any 

d. Liaising with the District Malaria Officer (DMO) for implementation, evaluation of tasks

e. Periodic reporting including submission of utilization certificates, statement of expenditure to DMO

f. Any other task related to the project

2. Office Assistant (1): He/she will have Bachelor’s degree or equivalent and will be computer literate. The age will be between 25 and 50 years. He/she will have at least 1-year experience in the social sector particularly in health or related field, preferably in the area of operation. Knowledge of local language is essential. The remuneration for the Office Assistant will be maximum Rs. 36,000/- per annum commensurate with qualifications and experience.  

· The Office Assistant will be responsible for:

a. Record-keeping

b. Secretarial work including office correspondence

c. Any other task assigned by the Project Coordinator

4.1.5
Credible linkages and networking: While short listing, preference will be given to NGOs having established track record for 3 years in health and family welfare sector or any social development field such as, community development, education, matters concerning gender equity and marginalized, un-served and under-served groups. This would establish that the NGO has strong credible links with the community and may effectively integrate malaria control activities with its ongoing programmes. The NGO may have credible linkages with NGOs/FBOs/CBOs/local self-government in the catchment area. The linkages may be utilized for successful implementation of the project. However, the names, full addresses of the organizations as well as names, addresses, qualifications, experiences of Head of organizations and personnel who would participate in the Project must be clearly mentioned in the project proposal. 

The NGO will have good working relationship with various Government Departments

4.1.6
True and fair track record in terms of financial operations or any other issue: This will necessarily involve clean audit reports relating to the past activities of the organization. The names of the Chartered Accountant or the Auditor will have to be provided. The NGO should not have been blacklisted by the Central Social Welfare Board (CSWB) and Council for Advancement of People’s Action and Rural Technology (CAPART) or any other Government Agency. The organization must not be involved in litigation on any socially sensitive, religious, financial or any other issue.

4.1.7 Supporting documents to be submitted: The project proposal should be accompanied with the following documents:

1. Copy of the registration certificate

2. Bye laws and Memorandum of Association

3. Annual report of the last three years

4. Non-Governmental Organization’s Self-Assessment Report, Projects/Activities carried out in the last three years (refer to outline at Annexure II)

5. Audited statement of accounts for of the last three years

6. Organogram of the NGO (latest list of Executive members along with contact address and year of election)

7. Details of medical and non-medical personnel available with the organization along with their designation, qualification and experience

8. Certificate from the NGO stating that it is not receiving funds for the activity mentioned in the proposal from any other national or international donor agencies or State Government.

9. Copy of an affidavit mentioning that the organization has/is not involved in litigation on any socially sensitive, religious, financial or any other issue.
4.2
Faith Based Organization (FBO): The Faith Based Organizations (FBOs) are Civil Society Organizations such as, Sri Ramakrishna Mission, Bharat Sevashram Sangh, Christian Church Associations, etc. 

In case the FBO is a registered organization, Charitable company, Public Trust, Cooperative, Professional body and having an established base at Block level with at least 100,000 population base, the definition and details as mentioned above for an NGO will be valid.

In all other cases, the following parameters will be applicable:

4.2.1
Legal Status: The FBO will provide documentary proof regarding affiliation to a registered body/organization/local self-government. 

4.2.2 Catchment area and Experience: The FBO will have an established base at village level for at least 1 year and should be able to implement the project in an area with a population base of at least 5000. The organization must be involved in social development activities. 

4.2.3 Infrastructure: The FBO will have basic infrastructure [at least two-room premises, basic office equipment and facility (table, chairs, almirah/shelf, drinking water facility), signboard, other aids (blackboard, stationery)]. In case the FBO is running Hospitals and/or Laboratory, the standard facilities must be available.
4.2.4 Stable Organization Structure to ensure accountability: The FBO will have one designated official based in the area of operation who will be responsible for:

a. Overall management & implementation of the project

b. Coordination with the local volunteers/staff

c. Maintenance of accounts, bank transactions, if any 

d. Liaising with the DMO/MOPHC for implementation, evaluation of tasks

e. Periodic reporting including submission of utilization certificates, statement of expenditure to DMO/MOPHC

f. Any other task related to the project

4.2.5 Credible linkages and networking: While short listing, preference will be given to FBOs having established track record for 3 years in health and family welfare sector or any social development field such as, community development, education, matters concerning gender equity and marginalized, un-served and under-served groups. This would establish that the FBO has strong credible links with the community and may effectively integrate malaria control activities with its ongoing programmes. The FBO may have credible linkages with other NGOs/FBOs/CBOs/local self-government in the catchment area. The linkages may be utilized for successful implementation of the project. However, the names, full addresses of the organizations as well as names, addresses, qualifications, experiences of Head of organizations and personnel who would participate in the Project must be clearly mentioned in the project proposal.  

4.2.6 True and fair track record in terms of financial operations or any other issue: The organization must not be involved in litigation on any socially sensitive, religious, financial or any other issue.
4.2.7 Supporting documents to be submitted: The project proposal should be accompanied by the following documents (in case the FBO is a registered organization, refer to Section 4.1.7):

1. Copy of letter of affiliation to registered body/organization/local self-government.

2. Copy of an affidavit mentioning that the organization has/is not involved in litigation on any socially sensitive, religious, financial or any other issue.

3. Annual report of the last one year, if any

4. Projects/Activities carried out in the last one year (refer to outline at Annexure II)

5. Financial record of the last one year, if any

6. Organogram of the FBO 

7. Details of medical and non-medical personnel available with the organization along with their designation, qualification and experience

8. Certificate from the FBO stating that it is not receiving funds for the activity mentioned in the proposal from any other national or international donor agencies or State Government.

4.3
Local self-government (Panchayat)/Panchayat level CBO:

4.3.1 Legal Status and Catchment Area: The existing Panchayat will be a duly elected local self – government with a Sarpanch and 5 members covering a minimum of 5000 population. 
The Panchayat level CBO will have a duly elected Body and an established base at village level for at least 1 year and should be able to implement the project in an area with a population base of at least 5000. The organization must be involved in social development activities.
4.3.2 Infrastructure: The Panchayat/Panchayat level CBO will have basic infrastructure [at least two-room premises, basic office equipment and facility (table, chairs, almirah/shelf, drinking water facility), signboard, other aids (blackboard, stationery)]. 

4.3.3 Stable Organization Structure to ensure accountability: For the purpose of implementation of project, the Panchayat/Panchayat level CBO will have one designated official based in the area of operation who will be responsible for:
a. Overall management & implementation of the project

b. Coordination with the local volunteers

c. Maintenance of accounts, bank transactions, if any 

d. Liaising with MOPHC/DMO/DVBDCS for implementation, evaluation of tasks

e. Periodic reporting including submission of utilization certificates, statement of expenditure to MOPHC/DMO/DVBDCS

f. Any other task related to the project

4.3.4 Credible linkages and networking: The Panchayat/Panchayat level CBO will have credible linkages with other Panchayat/Panchayat level CBO in the catchment area. The linkages may be utilized for successful implementation of the project. However, the names, full addresses as well as names of Head of organizations must be clearly mentioned in the project proposal. 

4.3.5 True and fair track record in terms of financial operations or any other issue: The organization must not be involved in litigation on any financial, socially sensitive, religious issue.
4.3.6 Supporting documents to be submitted: The project proposal should be accompanied with the following documents:

1. Copy of any document certified by Block Development Officer/District level Officer regarding the duly elected body

2. Copy of an affidavit mentioning that the organization has/is not involved in litigation on any socially sensitive, religious, financial or any other issue

3. Activities carried out in the last one year (refer to outline at Annexure II)

4. Financial Records of the last one year

5. Organogram of the Panchayat/Panchayat level CBO
6. Certificate from the Panchayat/Panchayat level CBO stating that it is not receiving funds for the activity mentioned in the proposal from any other national or international donor agencies or State Government.

5
FRAMEWORK FOR SUBMISSION OF PROJECT PROPOSAL

5.1
PROJECT PROPOSAL: The Project Proposal will be on any one, two or all of the following schemes:

1. Provision of early diagnosis and prompt treatment (EDPT): -

a. Scheme 1: Provision of outreach services – Drug Distribution Centre (DDC), Fever Treatment Depot (FTD)

b. Scheme 2: Provision of microscopy and treatment services, and referral of severe and problematic fever/malaria cases

c. Scheme 3: Hospital based treatment and care of severe and complicated malaria (not applicable for Panchayat or Panchayat level NGO/FBO/CBO)
2. Integrated vector control: -

a. Scheme 4: Promotion of insecticide treated bed nets, insecticide treatment of community owned bed nets and distribution of insecticide treated bed nets in selected areas 

b. Scheme 5: Promotion of larvivorous fish 

c. Scheme 6: Indoor Residual spraying (IRS)

· Awareness generation/Behaviour Change Communication will be integral part of all the above-mentioned schemes.

· All these schemes will be implemented as per the policies and guidelines of NVBDCP.

· All these schemes will be applicable in States where the World Bank supported Enhanced Vector Borne Disease Control Programme (EVBDCP) and the Global Fund for AIDS/Tuberculosis/Malaria (GFATM) supported Intensified Malaria Control Project (IMCP) are in operation.

5.2
APPLICATION PROFILE: Based on the self-assessment provided by the organization and the stated objectives, the proposal should briefly comment on the existing infrastructure, personnel and financial capabilities of the organization and enclose the requisite supporting documents. 

5.3 
PROJECT OBJECTIVES: The proposal must clearly specify the objectives and needs of the project. They should be appropriate to the scale and the nature of the problem it seeks to address. The project activities should be consistent with the NVBDCP priorities and strategies. The project should integrate project implementation in respect of malaria control with its ongoing activities.  

5.4
PROJECT CONTEXT: The proposal must indicate that the applicant organization is knowledgeable about the malaria situation in the identified geographical area, where it wishes to implement the project. The proposal must take into account the existing or potential constraints that might impede the development and implementation of the project and mention the processes devised for overcoming the same.

5.5
PERSONNEL: The organization will have minimum staff for implementation of the project as already mentioned (refer to Section 4). The curriculum vitae of each staff (full time/part-time) involved in the project activity must be provided along with the Project proposal. Since the emphasis should be on integrating malaria control activities with the existing programmes of the organization, wherever possible, qualified personnel already on the rolls should be involved to carry out the Project activities. Any additional personnel, if required, will be listed in the proposal in accordance with the project activities. However, the sanction and appointment of additional staff will be at the sole discretion of the Technical Advisory Committee for Public-Private Partnership (TAC) [refer to Section 6].

5.6
WORK PLAN: The Work plan should give detailed descriptions of the services to be provided; dates for completion of various tasks, place of performance for different tasks, specific tasks. It should be clear and have potential for achieving the project objectives. There should be scope for participation by the target group, community in planning, implementation and evaluation of the project. The project duration will be for a minimum of one year and maximum of three years. The proposal should have a calendar of activities for each month (for outline refer to Annexure III).

5.7
BUDGET: The budget lines should be clearly laid out. The overall financial expenditure proposed should be in accordance with NVBDCP Guidelines laid down for various Schemes detailed at Section 12 with a flexibility of 10%. It should be reasonable and adequate to carry out the specified activities. The role of each staff projected in the budget should be justified. The recurring expenses as, remuneration, reimbursables (like local travel expenses, allowance, other activity costs, etc.) and miscellaneous expenses (communication cost – phone, record-keeping, report preparation, etc.), if applicable, should be clearly delineated per activity. 

There should be a general embargo on buying vehicles and construction of buildings. Equipments purchased under the project such as microscope, etc., as well as unused materials and reagents provided under the Project will have to be returned to the District Programme Office in the event the organization ceases to function before completion of tasks set under the MoU.

5.8 Proposal Submission: The proposal for any one or more scheme(s) will be submitted to the Medical Officer of PHC (MOPHC) for onwards transmission to the District Malaria Officer (DMO) or directly to the DMO.

The Block level NGO/FBO will have at least INR 1,00,000/- balance in bank account and submit a bank guarantee of 10% of the MoU amount subsequent to signing of MoU (within one month). This amount will be returnable on successful completion of tasks as set under the MoU. The Block level NGO/FBO will agree to invest 10% of the MoU amount in kind to implement the proposed scheme. The contribution of the organization can be in terms of infrastructure, staff or in kind.  

5.9 PROJECT OUTPUT: The proposal must specify clear, qualitative and quantitative output indicators, consistent with the project objective(s).

5.10 SUSTAINABILITY: The project should be able to serve as a replicable example to organizations active in the field of malaria control.  The project should be in a position to mobilize funds from alternative sources over a period or be able to scale down its funding needs through successive years. The project should be able to integrate malaria control activities with its ongoing programmes. 

5.11 Avoidance of Duplication of Activities/Project Area Jurisdiction: The NGO/FBO/CBO/Panchayat will avoid duplication of activities in any Project area. However, discrete activities may be proposed for a given Project area by two or more organizations. In the latter case, coordination will be expected between the organizations.     

6 Scrutinization of project proposals 

All the proposals received from NGOs, FBOs, CBOs and Panchayat will be placed before a Technical Advisory Committee for Public-Private Partnership (TAC) at the District level, comprising the following:

1. Chief District Medical Officer (CDMO) or District Medical & Health Officer (DMHO) as Chairperson 

2. DMO as Member Secretary

3. Block Development Officer

4. One NGO member of the District Vector Borne Diseases Control Society (DVBDCS) [List of members of DVBDCS is appended at Annexure IV]

5. One member of DVBDCS from private sector/industry 

6. One member of DVBDCS from Government Departments.

7. Two officers representing:

a. District Rural Development Department

b. District Fisheries Department

8. Representative of one registered NGO/FBO involved in social development activities, which is not participating in the Project and not part of DVBDCS

9. A member of State Vector Borne Diseases Control Society (SVBDCS) [List of members of SVBDCS is appended at Annexure IV]. 

The Member Secretary shall call a monthly meeting of the TAC for a day after giving at least 10 days written notice of the date, time and place and agenda. Neither the Chairperson nor any other member of the TAC shall be entitled to any allowance or other remuneration.
The TAC will review the progress of the ongoing projects and expenditure and recommend continuation.

The TAC will scrutinize new proposals with reference to the Schemes as well as activities specified in the respective State Action Plan for the current year. Proposals will be taken up in the chronological order of receipt by MOPHC/DMO/DVBDCS. The TAC will take care that duplication of activity in the same area is avoided.

After the scrutiny, the TAC may come to one of the following recommendations:

· Approve the new proposal in toto and recommend it 

· Recommend modification of the proposal in terms of the strategies, methodologies adopted in reference to objectives and outcome indicators specified 

· Reject the proposal after recording the specific reasons

The organizations whose proposals will be recommended by the TAC for modification will be informed of the decision and invited to participate in a short Orientation Training Programme (OTP) at district level. The OTP will train the organizations in understanding the principles of Schemes detailed at Section 12, relevance of involvement of organizations in service delivery, conducting surveys and needs assessment, Project proposal development, Project implementation and management processes including financial management and reporting and documentation.

The OTP will be for one-day and conducted by the DMO. Thereafter, the identified organization will be asked to formulate proposals for their respective catchment areas and submit to MOPHC/DMO. The TAC will then consider the modified proposal once it is received, in its chronological order, as per the normal procedure.

The Chairperson may convene a special meeting of the TAC whenever he/she thinks it necessary to do so giving not less than 15 days’ notice and indicating the purpose of the meeting. At such special meetings, convened by the Chairperson, no issue other than the issue included in the notice of the meeting shall be deliberated.

The proposals approved in toto by the TAC will be taken up for field inspection by a Joint Appraisal Team (JAT) consisting of one member (on rotational basis) of SVBDCS, who will be designated as Zonal Officer for specific districts and one member of TAC (on rotational basis) and Medical Officer In-Charge of the Block level PHC/CHC, where the project is intended to be carried out. The nomination of members and one replacement member will be done during the scheduled meetings of TAC and SVBDCS. The JAT will also make efforts to find out the credibility of the organization in the local community.  The field inspection report of the JAT, along with the recommendation of the TAC will be placed before the scheduled meeting of the Executive Council (EC) of SVBDCS, chaired by the State Health Secretary for consideration and decision. 

Those organizations whose proposals will be rejected by the TAC, JAT or EC will be informed in writing stating briefly the reasons for rejection.

7 RELEASE OF FUNDS 

The organizations whose proposals are approved by the EC will enter into a MoU with the DMO/DVBDCS; thereafter the funds will be disbursed to the organizations by DMO/DVBDCS following administrative approval and expenditure sanction from SVBDCS in the following pattern:

· DMO/DVBDCS shall work out the requirement for funds for public-private partnership for malaria control (NGO services) and send to SVBDCS along with quarterly District Action Plan. The concerned SVBDCS shall examine the requirements on the basis of (a) Annual Action Plan of the DVBDCS, (b) actual expenditure in the previous quarter of DVBDCS, (c) future action to be taken by DVBDCS in the next quarter and (d) receipt of quarterly statement of expenditure of DVBDCS duly approved and signed by its Member Secretary and Chairperson. The SVBDCS shall release funds for all approved project proposals. The DMO/DVBDCS will withdraw funds for releasing to a organization through cheque [There shall be two authorized signatories for all cheques namely (a) Chairperson of DVBDCS and (b) Member Secretary of the Governing Body of DVBDCS. All cheques will be signed jointly by them. All payments exceeding Rs. 1000/- (Rupees One thousand only) shall be made by Payees Account Cheque only. The cheque shall be valid for three months only and a rubber stamp shall be put on all cheques indicating its validity period. No duplicate cheque shall be issued to a organization in lieu of lost cheque unless a “No Payment Certificate” is received from the concerned Bank along with a certificate that No Payment will be made if lost cheque is presented to the Bank. Cheques which are not encashed and became time-barred should be cancelled and expenditure withdrawn accordingly].    

· Administrative sanction for the project will be given initially for a period of 1 year and financial sanction will be given for the current financial year based on the approved budget. 

· The amount sanctioned will be released in two six monthly installments in the first year. The first installment would comprise the entire non-recurring expenditure of the project plus 50% recurring expenditure earmarked for the first six months. The second installment will be released after (i) receipt of Statement of expenditure (SOE) and Utilization certificate (UC) from the NGO/FBO/CBO/Panchayat by DMO/DVBDCS and (ii) approval of Inception/Progress report by the TAC. Any unspent balance is to be carried forward to Year two, provided continuation of the project has been approved by the TAC. There will be a flexibility of up to 10% reallocation of funds among budget heads.

· The Block level NGOs/FBOs will agree to invest 10% of the MoU amount in kind to implement the scheme. The contribution of the organization can be in terms of infrastructure, staff or in kind. The Block level NGOs/FBOs should be in a position to mobilize funds from alternative sources over a period or be able to scale down its funding needs through successive years.

· The Block level NGO/FBO will have to submit a bank guarantee of 10% of the MoU amount subsequent to signing of MoU (within one month), returnable on successful completion of tasks as set under the MoU.

· The SVBDCS will release 100% of the sanctioned budget for public-private partnership (NGO services) to DMO/DVBDCS for one year as per NVBDCP Guidelines. The DMO/DVBDCS will keep the funds in a separate Bank account for release to NGO/FBO/CBO/Panchayat in two installments under intimation and approval of SVBDCS.

The Directorate of NVBDCP will release funds to SVBDCS for public-private partnership (NGO services) subsequent to review of budget estimate submitted by state and administrative approval and expenditure sanction by MOH&FW.      

8
Performance Appraisal
Retention of grant and release of funds will be based on performance of the organization. The performance appraisal will be on the following 

· The organization will clearly identify the Terms of Reference with objectives and key strategies, outline of tasks to be carried out (scope of services), reporting requirements and review processes, output indicators that are measurable at the project proposal stage (DDCs/FTDs identified/established in proposed areas, increase in use of ITNs, water bodies seeded with larvivorous fish, etc. and impact of the interventions on malariametric indicators).  These are to be identified during OTP and in consultation with the DMO/DVBDCS. 

· The organization will clearly indicate the schedule for completion of tasks (refer to the format at Annexure V), against which the progress of the project can be evaluated in the project proposal.
· The organization should be able to demonstrate qualitative and quantitative improvement in meeting the needs of the community in the project area at the end of each year.

· The Project proposal will be for more than 1 year up to a maximum of 3 years. However, continuity of the Project will be granted on year-to-year basis based on the performance against the laid down benchmarks in the MoU. If the achievements were below 50% at the end of Year one, the TAC would reconsider the Project for continuation. In case the achievements are below 75% at the end of Year two, the TAC may recommend termination of Project.

9
Reporting REQUIREMENTS

The organization will submit reports (including financial and performance details) to MOPHC/DMO/DVBDCS as per following reporting requirements (refer to broad guidelines at Annexure VI) along with duly certified statement of expenditure and utilization certificate:

· Inception Report in the 7th month of the commencement of the project

· Progress Report at the end of Year one 

· Progress Report at the end of Year two

· Full and Final Project Report at the end of Year three

In addition, monthly records must be maintained by the organization regarding expenditure, logistics in stock, number of patients treated, number of community owned bed nets treated with insecticide, number of ITNs distributed, number of water bodies identified and seeded with larvivorous fish, other activities as per the tasks mentioned under the Schemes (refer to Section 12) and delineated in the activity schedule of the Project proposal accordingly for review by the MO PHC/TAC/DMO/DVBDCS/SVBDCS at any point of time. 

The TAC will forward above-mentioned reports to SVBDCS for information, which in turn, will forward copies to the Directorate of NVBDCP.

10
Termination of project
The project may be terminated by not less than thirty (30) days’ written notice of termination, to be given after the occurrence of any of the events specified below: 

a. If the organization does not remedy a failure in the performance of their obligations under the MoU, within thirty (30) days of receipt after being notified or within such further period as the TAC may have subsequently approved in writing; 
b. If the organization, in the judgment of the MOPHC/DMO/DVBDCS/TAC has engaged in corrupt or fraudulent practices while submitting the project proposal or in executing the MoU. “Corrupt practice,” means the offering, giving, receiving or soliciting of anything of value to influence the action of a public official in the selection process or in contract execution. “Fraudulent practice” means a misrepresentation of facts in order to influence selection process or the execution of MoU and includes collusive practice among organizations (prior to or after submission of proposals) designed to establish prices/funding at artificial non-competitive levels and to deprive the GOI of the benefits of free and open competition.

c. If the DVBDCS/TAC/SVBDCS in its sole discretion and for any reason whatsoever, decides to terminate the contract.

d. Either party shall have the right to terminate the MoU at any time with thirty days’ notice in writing indicating reasons for the same to the other party. 

e. If the other party wishes to continue the contract, it must respond in writing within 30 days of receipt of termination notice.

f. If a resolution between the two parties is not possible at the level of TAC, then DVBDCS/SVBDCS (in that order) shall attempt to resolve the dispute. A final decision on this matter will be made, if necessary, by the State Director of Health Services/State Health Secretary or his/her designee.

11 Monitoring and Evaluation:

Monitoring and evaluation of the activities of Panchayat/Panchayat level CBO (covering at least 5000 population) on a monthly basis will be the responsibility of respective MOPHC. Based on the performance [for example, number of fever cases diagnosed and/or provided medicine by DDC/FTD, which should be 1% of population (per month) at any point of time, number of community owned bed nets treated, number of bed nets distributed, number of water bodies identified and seeded with larvivorous fish, number of houses sprayed and other benchmarks specified in the project proposal] and fulfillment of reporting requirements, the MOPHC will recommend sanction of further support/assistance to DMO/DVBDCS. 

In case of Block level NGOs/FBOs (covering at least 100,000 population), bi-monthly monitoring will be done by Block level Medical Officer, who will recommend the case to the DMO, as per the laid down benchmarks, output indicators, reporting requirements in the MoU. The DMO will undertake random visits to assess the activities of the organizations as per the benchmarks in at least 10% of coverage area, apart from quarterly visits to the villages. 

11.1 Role of the DMO/DVBDCS and MOPHC: The DMO in coordination with MO PHC will carefully prioritize problem areas for NGO/FBO/CBO/Panchayat according to the epidemiological indicators, inaccessibility, manpower constraints, poor health care infrastructure and inadequate facilities in coordination with the MOPHC as well as State Programme Officer (SPO). Selection of beneficiaries for different schemes including Below Poverty Line (BPL) families will be done as per Guidelines of NVBDCP and appropriate GOI norms. 

The DMO/DVBDCS will: 

1. coordinate with the organization for project formulation;

2. provide requisite orientation and training, technical assistance; 

3. enter into MoU with a NGO/FBO/CBO/Panchayat 

4. coordinate organization of surveys, IEC activities, distribution of appropriate & available literature relevant to specific NGO Schemes; 

5. ensure quality control of laboratory services in the microscopy and treatment centres, mobile dispensaries/clinics, hospitals; 

6. organize camps for insecticide treatment of bed nets during pre-transmission season,

7. monitor reporting of malaria cases, logistics, number of bed nets treated with insecticide, number of ITNs distributed (in selected areas), use of ITNs by the beneficiaries, cataloguing of perennial water bodies, number of water bodies seeded with larvivorous fish, number of hatcheries constructed and maintained, number of houses sprayed, etc. (consecutive physical verification will be done while monitoring) ; 

8. select areas for IRS (village will be the unit for spray operation) as per Guidelines of NVBDCP, provide requisite equipment support and undertake consecutive supervision of IRS in coordination with MOPHC and representative of SPO/SVBDCS;

9. ensure proper financial management practices as per the approved procedures; receive/monitor use of funds; arrange timely release of funds and their proper accounting as per the Guidelines ; withdraw funds for releasing to a organization through cheque [There shall be two authorized signatories for all cheques namely (a) Chairperson of DVBDCS and (b) Member Secretary of the Governing Body of DVBDCS. All cheques will be signed jointly by them. All payments exceeding Rs. 1000/- (Rupees One thousand only) shall be made by Payees Account Cheque only. The cheque shall be valid for three months only and a rubber stamp shall be put on all cheques indicating its validity period. No duplicate cheque shall be issued to a organization in lieu of lost cheque unless a “No Payment Certificate” is received from the concerned Bank along with a certificate that No Payment will be made if lost cheque is presented to the Bank. Cheques which are not encashed and became time-barred should be cancelled and expenditure withdrawn accordingly]    

10. maintain all vouchers/receipts/SOEs/ Utilization Certificates along with all supporting approvals/bills/papers for audit purpose in safe custody 

11. prepare and send biannual reports on implementation of public-private partnership (NGO services) in coordination with MO PHC to SVBDCS for onwards submission to the Directorate of NVBDCP

12. undertake any other activity that may be necessary to further the objectives of public-private partnership in malaria control, with prior approval of TAC/DVBDCS. 

The DMO will receive the consignment of anti malarial drugs, laboratory consumables, bed nets and insecticide for treatment of bed nets and IRS for onward distribution to the organizations as per the set norms under NVBDCP. The areas and quantities to be supplied to the organizations will be chalked out beforehand by the DMO in consultation with the SPO and MOPHC under intimation to the Directorate of NVBDCP. Monitoring and supervision will be done by physical verification. 

MOPHC will liaise with the voluntary organizations as well as DMO/DVBDCS for all activities. He/she will be responsible for regular monitoring and supervision of activities of the organizations including physical verification and submit bimonthly reports on implementation of public-private partnership (NGO services) to TAC/DMO/DVBDCS on bimonthly basis. MO PHC will recommend sanction of further release of assistance to the organization to TAC/DMO/DVBDCS. Any assistance/support under any Scheme will be provided or arranged by him/her within (a maximum of) three months of requisition in coordination with DMO/DVBBCS. He/she will ensure timely submission of SOEs and Utilization Certificates by the organizations to DMO/DVBCS.

Concurrent supervision of IRS will be done by MOPHC in at least 10% of houses in a village. He/she will join the DMO/DVBDCS for consecutive supervision as well (checklists for supervision of IRS is detailed in the guidelines on IRS for vector control at Annexure XV).   

11.2 Role of SPO/SVBDCS: The SPO/SVBDCS will endorse the identified problem areas for malaria and implementation of Schemes, recommend project proposals on various Schemes in consultation with districts, provide necessary technical information, guidance and monitor the overall performance of organizations on a six monthly basis. The SPO/SVBDCS will be responsible for overall monitoring and supervision. The SPO/SVBDCS will ensure timely release of funds to the organizations and submit SOEs and Utilization Certificates to the Directorate of NVBCP.

The SPO/SVBDCS will also endorse the microscopy and treatment center, mobile dispensary/clinic. The SPO/SVBDCS will give concurrence for provision of microscopes if excess stocks are available or will monitor procurement by organizations and advise DMO/DVBDCS to reimburse payment to the organization following purchase from registered dealers. They will assess the requirements of bed nets, insecticide for impregnation of nets and IRS, etc. and allocate strictly as per guidelines of NVBDCP. The SPO/SVBDCS will ensure high coverage of bed net use in the area selected for distribution and insecticide treatment of bed nets. 

The State will agree to impact evaluation studies by an independent agency (to be hired as per set norms of the World Bank/WHO/GFATM) that will include monitoring of fever cases and confirmed cases of malaria and monitoring of vector densities subsequent to distribution of insecticide treated bed nets in the targeted areas, behaviour change in the community regarding use of ITNs, larvivorous fish, etc. 

11.3 ROLE OF REGIONAL DIRECTOR: The concerned Regional Director, Regional Office for Health and Family Welfare will facilitate implementation of public-private partnership for malaria control by providing any required assistance to the SPO/SVBDCS. He/she will undertake review of activities on quarterly basis in coordination with the state health authorities and the Directorate of NVBDCP. He/she will submit independent report on biannual basis on implementation of public-private partnership in malaria control.

11.4 Role of Directorate of NVBDCP: The Directorate will endorse the identified problem areas for malaria and requirement of interventions in those areas and provide necessary technical information, guidance. The Directorate of NVBDCP will review on quarterly basis the involvement of NGOs/FBOs/CBOs/Panchayats in malaria control in relation to number of proposals received, scrutinized, approved; funds released; activities accomplished; reports submitted as per reporting requirements; as well as problems encountered, if any, in implementation of the strategy and specific schemes. The Directorate will ensure timely release of funds to SVBDCS for expenditure regarding public-private partnership as per the Action Plan.

Monitoring and evaluation of Schemes and proposed activities as per the set indicators and impact evaluation will be done by an independent agency recommended by the Directorate of NVBDCP at the end of Year Two of the project. The Terms of Reference for the agency and selection will be approved by the MOH&FW and External Funding Agency, if any.  

12 SCHEMES

The following sections provide detailed guidelines on Schemes in terms of General description, specific tasks to be undertaken, type of assistance to be provided under NVBDCP and detailed financial norms. 

12.1
SCHEME 1: Provision of Early Diagnosis & Prompt Treatment (EDPT)

12.1.1 General Description: Early diagnosis and prompt treatment of malaria cases is the key to reduce suffering due to malaria both in terms of its duration and severity and is also an important strategy for interrupting the transmission of the disease. As per NVBDCP guidelines, every fever case should receive prompt presumptive treatment or in high-risk areas presumptive radical treatment (Treatment Guidelines in accordance with the drug policy of NVBDCP are at Annexure VII). Radical treatment to fever cases in high-risk areas is a known strategy that reduces malaria transmission. The treatment is available at all government health centres and with a vast network of health workers and community volunteers. However, augmentation of this strategy is envisaged through NGOs/FBOs/CBOs/Panchayats. Preference shall be given to those areas - where there is a shortage of Multipurpose Health Workers (Male) [MPW (Male)]; which are at least 5 km away from a PHC or any other Government health infrastructure; and from where deaths have been reported. One organization will cover a minimum of 5000 population. Preferably, one FTD shall be established per 1000 population or one depot within 3 km walking distance. If identification and establishment of FTD is not feasible, one DDC must be established per 1000 population or one depot within 3 km walking distance.

The NGOs/FBOs/CBOs/Panchayats will ensure that no charges are levied on patients for any service rendered. The policy of free treatment for EDPT must be publicized and strictly adhered to. The DDC/FTD can function from own house or a place convenient to both him/her and patients.

12.1.2
Tasks: Under the Scheme, following activities will be undertaken by the organizations strictly as per the policies and guidelines of NVBDCP:

i. Survey of the area proposed to be covered (one-time during the first three months project period) that will include enumeration of households as per basic demographic profile and knowledge, attitude and practices regarding EDPT.

ii. IEC for making the community aware about EDPT, preventive measures and initiate community mobilization so that they lead a healthy life, free of mosquitoes and malaria. 

The IEC campaign will be done utilizing inter-personal communication forum [advocacy sessions (with local opinion leaders, teachers, private health service provider, religious leader, ANM, Anganwadi worker, traditional birth attendants), folk media, etc.]; as well as through locally appropriate print and other media. The key messages are appended at VIII. Communication regarding success story on the intervention highlighting the leaders, workers and partners will be desirable.

iii. Undertaking activities for EDPT: 

a. Identification of staff or volunteers for establishment of DDC (1 per 1000 population or one center within 3 km walking distance) for prompt presumptive treatment in case of fever or in high-risk areas, presumptive radical treatment. The Project areas/villages to be selected where the DDC is not in position or not functioning.

b. Identification of staff or volunteers for establishment of FTD (1 per 1000 population or 1 depot within 3 km walking distance. FTD will prepare blood smear as well as provide prompt presumptive treatment in case of fever or in high-risk areas, presumptive radical treatment. 
c. FTD will transfer the slides to the laboratory facilities available with the organization or to the nearest Sub-Center/PHC/any Health Centre with malaria microscopy facilities, where slide examination by a trained Laboratory Technician is carried out @ weekly two visits. Following examination, FTD will bring back the results within 72 hrs. 

d. In case of malaria positive cases following slide examination, FTD will provide radical treatment immediately.

e. If an unusual increase in fever cases suspected to be due to malaria is noted or if a death due to malaria or suspected malaria has occurred in the area, DDC/FTD will contact the Programme Staff (Health Supervisors – Male/Female) or MOPHC immediately so that field investigation and outbreak control measures could be initiated. 

f. In a small number of patients suffering from malaria, complications may develop, which could be life threatening. In order to prevent complications and deaths due to malaria, trained DDC/FTD will arrange timely referral of complicated cases (Details of signs and symptoms of complicated malaria are appended at Annexure IX). 

g. In case provision of mobile van/ambulance is available with the organization, the DDC/FTD can utilize the same for transportation of patients requiring referral to the nearest PHC/CHC/hospital with indoor facilities or the organization may arrange transport for the same. 

h. FTD based at remoter areas will use Rapid Diagnostic Kits and Blister Packs (Guidelines on use of Rapid Diagnostic Kits and Blister Packs are appended at Annexure X, XI, respectively).

i. During Anti Malaria Month, collection of blood smear will be up scaled by 25% by FTD. 

j. Records will be maintained strictly as per NVBDCP norms and reports on positive cases, logistics position are to be submitted to MOPHC/DMO/DVBDCS on a monthly basis.    

k. The DDC/FTD may take up promotion of ITNs by way of impregnation of community owned bed nets with insecticide and distribution of ITNs in selected areas (for details, refer to Scheme 4).

l. The DDC/FTD may take up promotion of larvivorous fish (for details, refer to Scheme 5).

12.1.3
Support and Assistance 

In Kind: 

1. Technical support will be provided for survey.

2. Orientation and training of DDC/FTD will be provided in addition to any other necessary technical information, guidance and appropriate and available literature. 

3. Anti malarial drugs (chloroquine, primaquine tablets).

4. In selected remote areas identified by DMO/DVBDCS, Rapid Diagnostic Kits and Blister Packs will be provided to FTD. 

5. Consumables like slides for collecting blood smear, disposable pricking needle, cotton, spirit and wooden box for micro slides to be provided by DMO/DVBDCS. 
Grant – in – Aid to Category I and Category II Organizations [for details of financial norms (per annum) refer to Table 1]:

1. For Identification signboards (one-time during the Project period) – INR 500/- for Category I and INR 10,000/- for Category II
2. Knowledge, attitude, practice survey of households with respect to EDPT  - INR 500/- for Category I and INR 10,000/- for Category II
3. For IEC activities for community sensitization and mobilization per year – INR 7500/- for Category I and INR 1,50,000/- for Category II 

  

4. Registers, stationery for maintaining records and report preparation as per reporting requirements – INR 500/- for Category I & INR 10,000/- for Category II

5. Transportation of severe and complicated fever/malaria cases to the nearest PHC/CHC/Hospital by DDC/FTD  – INR 1000/- for Category I and INR 20,000/- for Category II (payment will be based on actual number of cases transported to hospitals)

5. TA/Honorarium for attending meetings at Block PHC/District HQ - INR 1000/- for Category I and Category II

6. Establishment and incidental charges - Office contingency (Telephone/Fax/Typing/meetings with DDCs/FTDs) – INR 10,000/- for Category II

7. Remuneration for two personnel (one Project Coordinator, one Office Assistant) – INR 108,000/- for Category II

8. For details of expenses regarding insecticide treatment of community owned bed nets, distribution of bed nets and promotion of larvivorous fish see Scheme 4 and 5, respectively.

12.2
Scheme 2: Malaria Microscopy and Treatment Centre

12.2.1 General Description: While presumptive treatment is advocated in areas, where definite diagnosis of malaria can not be made, ideally, correct diagnosis of the type of malaria through microscopy is highly recommended for complete radical treatment with correct doses of anti-malarial drugs in accordance with the drug policy of NVBDCP. If this is done on a large scale, it can actually cut down transmission and hence act as a public health measure. Small dispensary/mobile clinic already run by organizations serves as a malaria microscopy and treatment centre. It will provide malaria microscopy and radical treatment facilities free of charge in remote areas at least 5 km away from any Government Health Centre with similar facilities. The collection and examination of blood smear and treatment are strictly as per NVBDCP policy. The population to be covered under the Project will be at least 25,000. The organization will ensure that no charges are levied on patients for any service rendered. The policy of free treatment for EDPT must be publicized and strictly adhered to.

12.2.2 Tasks: Under the Scheme, following activities will be undertaken by the organizations strictly as per the policies and guidelines of NVBDCP:

I. The organization will identify appropriate individuals for training in malaria microscopy. 

II. The microscopy and treatment facility will have at least one trained Laboratory Technician to examine blood smear collected by the Centre/Mobile clinic as well as those brought by FTD/MPW (Male)/MLV, etc. The organization will preferably have a qualified Medical Practitioner, preferably trained under NVBDCP.

III. One trained Laboratory Technician will examine 50 blood smear slides per day and the results will be communicated within 48 hours.

IV. The centre will maintain records of blood smear collected and examined, treatment provided (if the centre has own FTDs, then comprehensive report with number of blood smear collected will also be complied), logistics position. Records are to be submitted to MOPHC/DMO/DVBDCS on a monthly basis.    

V. Quality assurance of the malaria microscopy and laboratory facilities will be ensured. Proper washing of slides before re-use, disposal of pricking needles, etc. will be ensured by the organization.

VI. The center will provide prompt presumptive treatment in case of fever or in high-risk areas, presumptive radical treatment. The organization will provide complete treatment for any malaria positive case approaching them, even if from outside the Project area.

VII. If an unusual increase in fever cases suspected to be due to malaria is noted or if a death due to malaria or suspected malaria has occurred in the area, the center will contact MOPHC/DMO/DVBDCS immediately so that field investigation and outbreak control measures could be initiated. The centre will develop linkages with all the existing Private practitioners, Private Laboratories in the Project area for getting similar feedback (the list is to be compiled within first 3 months of the commencement of Project). 

VIII. In order to prevent complications and deaths due to malaria, the centre will arrange timely referral of severe and complicated cases (Details of signs and symptoms of complicated malaria are appended at Annexure IX). In case provision of mobile van/ambulance is available at the centre or with any other in the project area, the same may be utilized for transportation of patients requiring referral to the nearest PHC/CHC/hospital with indoor facilities. 

IX. Centres based at remote areas will use Rapid Diagnostic Kits and Blister Packs (Guidelines on use of Rapid Diagnostic Kits and Blister packs are appended at Annexure X and XI, respectively).

X. The centre may take up promotion of ITNs by way of impregnation of community owned bed nets with insecticide and distribution of ITNs in selected areas (for details, refer to Scheme 4) and promotion of larvivorous fish (for details, refer to Scheme 5).
XI. IEC for making the patients/community aware about EDPT, importance of blood smear examination and complete treatment as well as preventive measures and initiate community mobilization so that they lead a healthy life free of mosquitoes and malaria. 

The IEC campaign will be done utilizing inter-personal communication forum [advocacy sessions (with local opinion leaders, teachers, private health service provider, religious leader, ANM, Anganwadi worker, traditional birth attendants), folk media, etc.]; as well as through locally appropriate print and other media. The key messages are appended at Annexure VIII. Communication regarding success story on the intervention highlighting the leaders, workers and partners will be desirable.

12.2.3
Support and Assistance

In kind

1. Orientation and training of Laboratory Technician, Qualified medical practitioner, FTD, if any, will be provided in addition to any other necessary technical information, guidance and appropriate and available literature. 

2. Anti-malarial drugs (chloroquine, primaquine tablets).

3. In remote areas identified by DVBDCS/DMO, Rapid Diagnostic Kits and Blister Packs will be provided to the Centre, FTD, if any.  

Grant – in – Aid [for details of financial norms (per annum) refer to Table 2]:

1. For Identification signboard (one-time during the Project period) – INR100/- 
2. One microscope from registered dealers – INR 10,000/-

3. Consumables like slides for collecting blood smear, disposable pricking needle, cotton, spirit  - INR 3600/- 

4. Wooden box for 25 micro slides – INR 200/- 

5. Honorarium for laboratory technician – INR 7200/-

6. Registers, stationery for maintaining records and report preparation as per reporting requirements per Centre – INR 1000/-

7. TA/Honorarium for attending meetings at Block PHC/District HQ – INR 1000/-

8. Transportation of severe and complicated fever/malaria cases to the nearest PHC/CHC/Hospital  – INR 5000/- (payment will be based on actual number of cases transported to hospitals)

9. Establishment and Incidental charges - Office contingency (Telephone/Fax/Typing/meetings) – INR 2500/-

12.3
SCHEME 3: hospital based treatment and care of severe and complicated malaria cases

12.3.1
General Description: The organizations running hospital will provide hospital-based treatment and care to severe and complicated malaria cases as per NVBDCP guidelines and follow-up of patients on treatment. Such hospitals will also ensure EDPT to outdoor fever cases by providing presumptive treatment or in high-risk areas presumptive radical treatment. Following blood slide examination, radical treatment will be provided in malaria positive cases. In some but not all cases, hospitals having mobile vans/ambulances will take care of transportation of the severe and complicated cases. The population to be covered under the Project will be at least 100,000.     

12.3.2 Tasks: Under the Scheme, following activities will be undertaken by the organizations strictly as per the policies and guidelines of NVBDCP:
I. The organization will treat free of charge severe and complicated malaria cases. In the extremely rare cases of intolerance to medications, clinical judgment may prevail. 

II. The organization will undertake passive collection of blood smear and provide the results within 24 hours. It will have linkages with microscopy centres, FTDs/MLVs in the Project area. 

III. In areas identified by DVBDCS/DMO, the hospital will use Rapid Diagnostic Kits and Blister Packs (Guidelines on use of Rapid Diagnostic Kits and Blister Packs are appended at Annexure X and XI, respectively).

IV. The organization will maintain records of cases and will submit monthly reports on the number of patients treated. If a death due to malaria or suspected malaria has occurred, detailed reports will be provided to the MOPHC/DMO. 

V. The organization will also immediately contact MOPHC/DMO, if an unusual increase in fever cases is suspected to be due to malaria so that field investigation and outbreak control measures could be initiated.  

VI. The organization having microscopy services must ensure blood smear examination. 

VII. The organization having mobile vans/ambulances will take care of transportation of the severe and complicated cases.   
VIII. The organization will provide monthly requirement of logistics to the DMO.
XII. IEC for making the patients/community aware about EDPT, signs and symptoms of severe and complicated malaria, preventive measures and initiate community mobilization so that they lead a healthy life free of mosquitoes and malaria. 

The IEC campaign will be done utilizing inter-personal communication forum [advocacy sessions (with local opinion leaders, teachers, private health service provider, religious leader, ANM, Anganwadi worker, traditional birth attendants), folk media, etc.]; as well as through locally appropriate print and other media. The key messages are appended at Annexure VIII. Communication regarding success story on the intervention highlighting the leaders, workers and partners will be desirable.
12.3.3
Support and Assistance

In kind

1. Appropriate orientation and training of Laboratory Technician, Qualified medical practitioner will be provided in addition to any other necessary technical information, guidance and appropriate and available literature.

2. Anti-malarial drugs (chloroquine, primaquine, artesunate, sulfa-pyremethamine tablets) will be provided.
3. In areas identified by DVBDCS/DMO, Rapid Diagnostic Kits and Blister Packs will be provided.  

Grant – in – Aid [for details of financial norms (per annum) refer to Table 3]:

1. One microscope from registered dealers – INR 10,000/-
2. IEC activities for sensitization of paramedical personnel and patients/community – INR 25,000/-

3. Treatment of severe & complicated malaria case – INR 1,10,000/- (payment will be based on actual admission & treatment of severe/complicated malaria case). 

4. Consumables like slides for collecting blood smear, disposable pricking needle, cotton, spirit - INR 9600/- 

5. Wooden box for 25 micro slides - INR 500/- (10 boxes per Hospital)

6. Honorarium for laboratory technician – INR 19,200/- 

7. Registers, stationery for maintaining records and report preparation as per reporting requirements – INR 1000/-

8. Transportation of severe and complicated fever/malaria cases to the Hospital – INR 20,000/- (payment will be based on actual admission and treatment of severe / complicated malaria case)

9. TA/Honorarium for attending meetings at Block PHC/District HQ - INR 1000/-

10. Establishment and incidental charges - Office contingency (Telephone/Fax/Typing/meetings) – INR 10,000/-

12.4
Scheme 4: Insecticide Treatment of Community Owned Bed Nets and Distribution of Bed Nets (in selected areas)  

12.4.1
General Description: Sleeping under a bed net reduces the risk of man-vector contact as mosquitoes bite at night and is thus an effective preventive measure.  Treating bed nets with a suitable insecticide increases their effectiveness as the chemicals repel the mosquitoes and kill those, which come in contact with the treated bed net.  If the bed nets are used properly and are not washed, their effectiveness lasts for more than six months.  Bed nets thus need to be treated twice a year for year round use.  In most parts of the country, malaria is seasonal and therefore even a single treatment prior to the transmission season will provide adequate protection during the high-risk period.  High coverage with the insecticide treated bednets (ITNs) in an area is thus a cost effective vector control measure besides providing individual protection. 

The organization will promote regular use of ITNs in the community. They will motivate the community for annual treatment of bed nets already in use with insecticide (Guidelines on step-by-step insecticide treatment of bed nets are at Annexure XII) and collaborate with the district health authorities in organizing camps for the exercise during pre-transmission season. 

The organization will undertake distribution of bed nets in selected areas (Guidelines on distribution of bed nets are at Annexure XIII). Limited supply of bed nets for use by the BPL households with limited capacity to buy such nets from the commercial outlets is included in the strategies under NVBDCP. 

The organization will cover a minimum of 5000 population.

12.4.2 Tasks: Under the Scheme, following activities will be undertaken by the organizations strictly as per the policies and guidelines of NVBDCP:

I. Survey of the area proposed to be covered (one-time during the first three months project period) that will include enumeration of households as per basic demographic profile and knowledge, number of bed nets in use in the households, attitude and practices regarding use of bed nets including willingness to buy bed nets and purchasing capacity of the household.

II. The organization will prepare Action Plan following survey of community owned bed nets.   

III. IEC for making the community aware about importance of personal protection, use of insecticide treated bed nets, other preventive measures as well as EDPT and initiate community mobilization so that they lead a healthy life free of mosquitoes and malaria. 

The IEC campaign will be done utilizing inter-personal communication forum [advocacy sessions (with local opinion leaders, teachers, private health service provider, religious leader, ANM, Anganwadi worker, traditional birth attendants), folk media, etc.]; as well as through locally appropriate print and other media. The key messages are appended at Annexure VIII. Communication regarding success story on the intervention highlighting the leaders, workers and partners will be desirable.

IV. Undertaking activities for insecticide treatment of bed nets: 

a. Identification of staff or volunteers for training.

b. Records will be maintained strictly and reports on IEC activities undertaken, number of bed nets available in the community and treated with insecticide will be submitted to MOPHC/DMO/DVBDCS on a monthly basis.   

c. The organization will involve the network organizations particularly self-help groups, women’s organizations in the IEC activities and insecticide treatment process (the list is to be prepared and submitted within 1 month of the commencement of the Project). 

d. Subsequent to communication campaign, camps will be organized at the village level under the Project area for insecticide treatment of bed nets during pre-transmission season (one person with eight work-hours may treat at least 50 bed nets in a day).  

V. The organization will distribute the bed nets in selected areas supplied under NVBDCP as per the Guidelines on distribution of bed nets (Annexure XIII) subsequent to insecticide treatment and preparatory work detailed as under:

a. Selection of site(s) and persons for insecticide treatment of the bed nets. 

b. Preparation of the list of beneficiaries (BPL population). The organization will particularly ensure inclusion of socio-economically disadvantaged and tribal school / ashram school hostels in the coverage area. The organization will, as a rule, ensure that all households are covered in a village, unless a household already has adequate number of bed nets, suitable for treatment with insecticide. It will ensure provision of bed nets for use by pregnant women and young children within the household.  In a family of five persons, two to three bed nets should suffice, provided there is enough space for hanging the bed nets (including space outside the house if people sleep outside).

c. The organization will submit the list of households duly verified by the Panchayat to DMO/DVBDCS for arranging supply of free bed nets to the BPL population.  

d. Identification and involvement of community representatives, self help groups, women’s organizations and NGOs.

e. The organization will keep records of bed net distribution and arrange for distribution to those who were unable to attend the camp(s). Prepare reports as per reporting requirements. 

f. Subsequent to distribution, the organization will undertake monthly visits to check bed net use in 5% of beneficiaries by randomly selecting households and maintain records of the same for scrutiny by DMO/BVBDCS. 

g. The organization will arrange for re-impregnation of community owned bed nets annually before the high transmission season.

12.4.3 Support and Assistance

In Kind

1. Technical support will be provided for survey.

2. Training support for insecticide treatment of bed nets will be provided including distribution of available and appropriate literature.

3. The organization will be provided with insecticide for treatment of bed nets in one-litre pack for treatment of 100 single bed nets. 

4. Additional IEC materials may be provided by DMO/DVBDCS. 

5. The organization will be provided bed nets (actual number will be decided by DMO/DVBDCS following assessment of findings of survey data, availability of the bed nets for distribution. 

Grant – in – Aid to Category I and Category II Organizations [for details of financial norms (per annum) refer to Table 4]:

1. Survey of the area – INR 2,000/- for Category I and INR 40,000/- for Category II  

2. IEC activities for community sensitization and mobilization – INR 7500/- for Category I and INR 150000/- for Category II

3. Accessories for insecticide treatment of bed nets - tub/bucket, rubber gloves, masks, measuring cylinders – INR 5000/- for Category I and INR 1,00,000/- for Category II

4. Operational expense for insecticide treatment - INR 1000/- for Category I and INR 20,000/- for Category II 

5. Handling charges for distribution of bed nets to BPL population – INR 300/- for Category I and INR 6,000/- for Category II 

6. Registers, stationery for maintaining records and report preparation as per reporting requirements - INR 1000/- for Category I and INR 10,000/- for Category II

7. TA/Honorarium for attending meetings at Block PHC/District HQ - INR 1000/- for Category I and Category II

8. Establishment and incidental charges - INR 1000/- for Category I and INR 20,000/- for Category II

9. Remuneration for two personnel (one Project Coordinator, one Office Assistant) – INR 1,08,000/- for Category II

12.5
Scheme 5: Promotion of use of larvivorous fish for vector control

12. 5.1
General Description: One of the most successful and widely used biological control agents against mosquito larvae is the larvivorous fish. The larvivorous fishes like Gambusia and Poecilia (guppy) can be introduced in suitable mosquito breeding sites as a supplementary measure for vector control. The organization will promote and supervise the use of larvivorous fish as biological vector control measure.  They will enlist the water bodies that are potential breeding grounds of mosquitoes in their catchment area and undertake seeding of large perennial water bodies, unused wells in collaboration with the DMO/DVBDCS (Guidelines on use of larvivorous fish for vector control are at Annexure XIV). The organization will construct and maintain hatcheries. These will be positioned according to the need, epidemiological necessity and lack of existence of State/district/block/PHC level hatcheries. The organization will cover a minimum of 5000 population. 

12.6.2 Tasks: Under the Scheme, following activities will be undertaken by the organizations strictly as per the policies and guidelines of NVBDCP:

I. The organization will conduct survey for assessing the number of water bodies (perennial and seasonal) and prepare Action Plan following identification of water bodies in the Project area. 
II. IEC for making the community aware use of larvivorous fishes as biological, cost-effective, environment-friendly vector control measure and other preventive measures as well as EDPT and initiate community mobilization so that they lead a healthy life free of mosquitoes and malaria. 

The IEC campaign will be done utilizing inter-personal communication forum [advocacy sessions (with local opinion leaders, teachers, private health service provider, religious leader, ANM, Anganwadi worker, traditional birth attendants), folk media, etc.]; as well as through locally appropriate print and other media. The key messages are appended at Annexure VIII. Communication regarding success story on the intervention highlighting the leaders, workers and partners will be desirable.
III. The organization will obtain the larvivorous fish from mother hatchery at the PHC/District level and release them in identified water bodies. 

IV. The organization will develop one or more natural water bodies as hatchery in coordination with DMO. Hatcheries could be developed even in small water tanks in office premises, dispensaries or hospitals, etc. for distribution of larvivorous fish to nearby villages. 

V. The organization may collaborate with private sector/self-help groups/women’s organizations for the activities under the scheme (details will be clearly mentioned in the project proposal).

12.5.3
Support and Assistance

In kind

1. Technical support will be provided for survey for mapping of water bodies.

2. Training support for introduction of larvivorous fish in identified water bodies and construction and maintenance of hatchery will be provided including distribution of available and appropriate literature. 

Grant – in – Aid to Category I and Category II Organizations [for details of financial norms (per annum) refer to Table 5]:

1. Construction of hatchery (1 per 5000 population) – INR 5000/- for Category I and INR 1,00,000/- for Category II

2. Identification and Mapping of water bodies - INR 500/- for Category I and INR 10,000/- for Category II

3. IEC activities – INR 7500/- for Category I and INR 1,50,000/- for Category II

4. Transportation of larvivorous fish and seeding of identified water bodies - INR 2500/- for Category I and INR 50,000/- for Category II 

5. Registers, stationery for maintaining records and report preparation as per reporting requirements - INR 1000/- for Category I and INR 10,000/- for Category II

6. TA/Honorarium for attending meetings at Block PHC/District HQ - INR 1000/- for Category I and Category II

7. Establishment and incidental charges - INR 1000/- for Category I and INR – 20,000/- for Category II

8. Remuneration for two personnel (one Project Coordinator, one Office Assistant) – INR 1,08,000/- for Category II

9. Operational charges for maintenance of each hatchery during Year Two and Three - INR 500/- for Category I and INR – 50,000/- for Category II

12.6
Scheme 6: Indoor Residual Spraying for vector control

12. 6.1
General Description: Vector control is an important strategy for interrupting the transmission of malaria, especially where the incidence is high. The organization will undertake indoor residual spraying (IRS) for vector control in coordination with DMO. IRS, although highly effective, when applied correctly, is resource-intensive. Moreover, injudicious use can lead to resistance of vectors to insecticides. Therefore, decision for IRS should be taken carefully. It is carried out very selectively in high-risk areas with an insecticide to which the local vector is sensitive and it is ensured that adequate steps are taken to maintain quality and coverage of spray. Spraying is usually started to coincide with the build up of vector populations and before peak malaria transmission. Two rounds of spraying are done for DDT and synthetic pyrethroids to provide protection during the entire transmission season. Three rounds of spraying are done in case of malathion since the insecticide residual remains effective over a shorter period as compared to DDT. The spraying operations will start in time before the commencement of the transmission season and cover the entire transmission season, which is usually about 5 to 6 months in most parts of the country. IRS is carried out by spray squads comprising five field workers and one Superior field worker. (Guidelines on Indoor Residual Spraying for vector control are at Annexure XV). Under the Scheme, it is envisaged that NGOs/CBOs/FBOs/Panchayats will cover at least five villages with minimum 5000 population. Selection of areas for IRS (village will be the unit for spray operation) will be done by the DMO/DVBDCS as per Guidelines of NVBDCP. [The spray schedule is drawn up by the Directorate of NVBDCP/state/district health authorities. The micro plans prepared by the organization must match accordingly]. 

12.6.2 Tasks: Under the Scheme, following activities will be undertaken by the organizations strictly as per the policies and guidelines of NVBDCP:

I. Preparation of Micro Plan by the organization in consultation with MPW/Health Supervisor/MOPHC well in advance that will include: 

a. Areas to be covered under IRS.

b. Required quantities of insecticides and equipments.

c. Required manpower and training needs.

d. Village-wise spray programmes (village will be the unit for spray operation.

e. Checklist for monitoring pre-spray operations to make sure the activities are completed in time.

II. IEC for community compliance for IRS, awareness generation about other preventive measures as well as importance of EDPT and initiate community mobilization so that they lead a healthy life free of mosquitoes and malaria.

The IEC campaign will be done utilizing inter-personal communication forum [advocacy sessions (with local opinion leaders, teachers, private health service provider, religious leader, ANM, Anganwadi worker, traditional birth attendants), folk media, etc.]; as well as through locally appropriate print and other media. The key messages are appended at Annexure VIII. Communication regarding success story on the intervention highlighting the leaders, workers and partners will be desirable.

III. Following preparation of micro-plan, receipt of resource support and training under NVBDCP, spray squads will be formed. Each spray squad comprising five field workers and one Superior field worker will cover 60 to 80 houses per day with two stirrup pumps. Whereas one field worker prepares the insecticide solution, one field worker is engaged in pedaling the stirrup pump; another field worker sprays the indoor surfaces of a house. Two other field workers will carry out the spray operations in another house of the village simultaneously. [Each spray squad requires 2 stirrup pumps, 2 spray nozzle tips for spray pumps, 4 big buckets (15 litres), 1 small bucket (5/10 litres), 2 measuring mugs, straining cloth (1 metre), 2 pump washers, 1 plastic sheet (3 x 3 metres), asbestos thread (3 metres)].  

IV. The allocated insecticide will be transported, handled and stored strictly under the supervision of MOPHC/DMO. 

V. Daily summaries of spray operations will be maintained including areas covered, percentage room coverage, insecticide consumption etc. The records are to be forwarded to MOPHC every week.

VI. Post spray activities will include maintenance of equipment and proper disposal of insecticide remnant and other safety measures, as demonstrated during training.

12.6.3
Support and Assistance

In kind

1. Training support and appropriate and available literature will be provided.

2. Insecticide will be provided under NVBDCP. 

3. Spraying equipments (stirrup pumps) will be provided by the DMO/DVBDCS.

Grant – in – Aid to Category I and Category II Organizations [for details of financial norms (per annum) refer to Table 6]:

1. For aiding local health authorities in survey/selection of area – INR 500/- for Year One, Two, Three for Category I and INR 10,000/- for Year One, Two, Three for Category II

2. IEC activities – INR 7500/- for Category I and INR 1,50,000/- for Category II

3. Accessories for indoor residual spray - buckets, rubber gloves, masks, measuring mugs, plastic sheets, straining cloth, asbestos thread, soap, chalk per squad - INR 7500/- for Category I and INR 30,000/- for Category II

4. Establishment and incidental charges - INR 1000/- for Category I and INR 20,000/- for Category II

5. Registers, stationery for maintaining records and report preparation as per reporting requirements - INR 1000/- for Category I and INR 10,000/- for Category II

6. TA/Honorarium for attending meetings at Block PHC/District HQ - INR 1000/- for Category I and Category II

7. Operational wages per spray squad (5 Field workers and 1 Superior field worker) for covering 80 houses per day  - INR 6250/- for Category I and INR 1,25,000/- for Category II

8. Remuneration for two personnel (one Project Coordinator, one Office Assistant) – INR 1,08,000/- for Category II

ANNEXURE II

Projects/Activities Carried Out in the last one year (for Category I organizations) and Three Years (for Category II organizations)

Provide information on each Project/Activity: 

· Assignment Name

· Location

· Name of Client/Funding Agency

· Name of Senior Staff (Project Director/Coordinator, Team Leader) involved and functions performed

· Number of Staff/Volunteers involved, Period of involvement

· Start Date (Month/Year)

· Completion Date (Month/Year

· Funding received (in INR)

· Name of associated organizations, if any, and Number of staff/Volunteers involved, Period of involvement

· Brief Description of Project

Annexure III

Activity (Work) Schedule

	A.       Month-wise Activity Schedule:



	
	
	Month -wise Programme (in form of Bar Chart)
[1st, 2nd, etc. are months from the start of assignment]
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	Activity 
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ANNEXURE IV 

Composition of the District Vector Borne Diseases Control Society (DVBDCS):

The recommended members of the DVBDCS are:

1. District Collector/Deputy Commissioner/Chief Executive Officer - Chairperson

2. Chief District Medical Officer- Vice Chairperson

3. District Malaria Officer-Member Secretary

4. NGO representative - Representatives of local NGO (up to a maximum of three), who have shown keen interest in development issues including health, preferably in the control of vector borne diseases. Out of three, one should be a woman’s organization

5. Representative of the District/ local branch of Indian Medical Association

6. Representative from the private sector/industry

7. Representative from Tribal Development or Social Welfare Department

8. District Education Officer

9. District Media Officer/IEC Officer

10. Representative from District Irrigation/ Agriculture Department/Forest Department

11. Representative from Public Health Engineering Department

Composition of the State Vector Borne Diseases Control Society (SVBDCS):

 The recommended members of the SVBDCS are:

1. The State Health Secretary- Chairperson

2. The Director of Health Services- Vice Chairperson

3. State Programme Officer- Member Secretary

4. NGO representative- Representatives of local NGO (up to a maximum of three), who have shown keen interest in development issues including health, preferably in the control of vector borne issues including health, preferably in the control of vector borne diseases. Out of three, one should be woman’s organization.  

5. Representative of the State of Indian Medical Association

6. Representative from the private sector/ industry

7. Representative from Tribal Development/Social Welfare Department/Fisheries Department.

8. District Education Officer/IEC Officer.

9. Representative from District Irrigation/ Agriculture Department/ Forest Department

10. Representative from Public Heath Engineering Department 

11. Representative of the Armed Forces/Para Military Forces.

ANNEXURE V

Description of services and dates of completion of tasks (to match with the tasks delineated under the Schemes in the Guidelines for Public-Private Partnership for Malaria Control)

	Sl. No.
	Tasks
	Dates of completion of various tasks

	
	
	

	
	
	

	
	
	

	
	
	


ANNEXURE VI

Broad Guidelines for Inception/progress/project report:

I
General

· Details of organization (name, address, telephone/fax/e-mail)

· Sanction no. of project

· Name of Project Coordinator, address etc.

II
Date of start of project

III
Period of cooperation 

IV
Financial details: 

· Amount sanctioned

· Amount received

· Amount utilized

V
Staff sanctioned/appointed

VI
Details of networking involved under the project 

VII
Equipments sanctioned/provided under project/procured 

VIII
Inception/progress/project report
· Introduction

· Objectives of the project 

· Area of work (give details like village/sub-centre/PHC/CHC/Block/District, etc.) 

· Amenities available

· Medical/Educational/Communication/Other facilities

· Administrative set-up

· Population

· Urban-rural distribution

· Age-sex composition

· Composition of population

· Scheduled castes

· Scheduled tribes 

· Economy

· Work-force participation

· Literacy rate

· Birth rate, death rate, infant mortality rate, maternal mortality rate, causes of deaths, malaria metric indices

· Population coverage under the project
· Details of the work

· Plan of work for the duration of project 

· Details of work completed for the period under reference (as per the schedule of completion of tasks)

· Achievements during the period (as per the output indicators agreed under the MoU)
· Results of importance 

· Recommendations 

· Problems encountered, if any shortcoming in the target

· Mid course corrections proposed  

References

· ANNEXURE VII

TREATMENT SCHEDULE FOR MALARIA UNDER NVBDCP (Drug Policy)

1.
UNCOMPLICATED MALARIA

1.1
Presumptive Treatment (PT)

1.1.1 Low Risk Area:


PT comprises of a single does of Chloroquine phosphate 10mg/kg. Body weight to all suspected malaria cases.

	Age in Years
	Chloroquine Phosphate

	
	Mg. Base
	No. of Tablets (150 mg)

	< 1
	75
	1/2

	1-4
	150
	1

	5-8
	300
	2

	9-14
	450
	3

	15 & Above
	600
	4


1.1.2 High Risk Area: -

As per revised drug policy of NAMP, presumptive treatment of all suspected malaria cases, up to Sub-centre level only, in "high risk areas" is as follows:

	Chloroquine base
	Day 1
	10mg/kg
(600 mg adult)

	Primaquine
	Day 1
	0.75 mg/kg
(45 mg adult)

	Chloroquine base
	Day 2
	10mg/kg
(600 mg adult)

	Chloroquine base
	Day 3
	5mg/kg
(300 mg adult)


1.1.3 Dosage as per age groups

	Age

in years
	Day 1
	Day 2
	Day -3

	
	Tab. Chloroquine
	Primaquine (7.5 mg)
	Tab. Chloroquine
	Tab. Chloroquine

	<1
	1/2
	0
	1/2
	1/4

	1-4
	1
	1
	1
	1/2

	5-8
	2
	2
	2
	1

	8-14
	3
	4
	3
	1 1/2

	>14
	4
	6
	4
	2


1.2.
RADICAL TREATMENT

1.2.1
Low Risk Area

1.2.1a
Plasmodium vivax:
	Age in year
	Chloroquine Phosphate 

150 mg base
	Primaquine 

2.5 mg base

	
	Single dose
	Daily dose for 5 days

	
	Mg base
	No. of Tablets
	Mg base
	No. of Tablets

	< 1
	75
	1/2
	Nil
	Nil

	1-4
	150
	1
	2.5
	1

	5-8
	300
	2
	5.0
	2

	9-14
	450
	3
	10.0
	4

	15 & Above
	600
	4
	15.0
	6


1.2.1b
Plasmodium falciparum:
In “Low Risk Areas” where presumptive treatment with 600mg chloroquine alone (adult dose) has been given and later found positive for Pf, they should be given complete radical treatment with a single dose of tablet chloroquine 10 mg/kg bw combined with 0.75 mg/kg bw of primaquine.

1.2.2
High Risk Area

1.2.2a
Plasmodium vivax 

In high risk areas where presumptive treatment with 1500 mg Chloroquine base and 45 mg Primaquine (Adult dose) has been given, Chloroquine need not be administered again, but Primaquine must be given for 5 days.

	Age in year
	Tab. Primaquine 

2.5 mg base

	
	Daily dose for 5 days

	
	Mg base
	No. of Tablets

	< 1
	Nil
	Nil

	1-4
	2.5
	1

	5-8
	5.0
	2

	9-14
	10.0
	4

	15 & Above
	15.0
	6


1.2.2b
Plasmodium falciparum:

In "High Risk Areas", fever cases are given presumptive treatment with 1500mg. Chloroquine (over 3 days) and 45mg Primaquine (adult single dose). Therefore radical treatment with primaquine is not required if they are found positive for Pf microscopically.

1.2.2c
Chloroquine resistant P. faliciparum case:


The radical treatment of Pf cases in chloroquine resistant areas which are under alternate drug schedule, and in specific cases not responding to chloroquine, second line of treatment must be given in a single dose of Sulphalene/Sulphadoxine (1500mg)+Pyrimethamne (75 mg) (3 tablets in adults) followed by Primaquine (45 mg).  The age-wise dosage is as follows:-

	Age in years
	Sulfalene/Sulfadoxine+Pyrimethamine combination
	Primaquine

	
	Salphalene/Sulfadoxine

(mg base)
	Pyrimethamine

(mg base)
	No. of Tablets (500mg+25mg each tab.)
	(mg base)
	No. of Tablets

(7.5mg)

	<1
	125
	6.25
	1/4
	nil
	nil

	1-4
	500
	   25
	   1
	 7.5
	1

	5-8
	750
	37.5
	1/12
	15.0
	2

	9-14
	1000
	   50
	   2
	30.0
	4

	15 & above
	1500
	  75
	   3
	45.0
	6


Note:
Sulphalene/Sulphadoxine and Pyrimethamine continuation does not take care of  P. vivax cases.

In areas reporting resistance to second line drug SPACT may be given on clinical diagnosis of malaria by the Medical Officer or trained paramedical personnel after excluding other common causes of fever. The dose schedule of SP-ACT is as under:

Table - Age wise Dose Schedule for AS+SP

· Dose of Artesunate is 4mg /kg of bw for 3 days. Strength of Artesunate tab is 50 mg

· Dose of SP is 25 mg per kg bw of sulfa plus 1.25 mg /kg bw pyramethamine single dose The strength of SP tablet is 500 mg sulfa and 25mg pyrimethamine

	Age
	1st Day (numbers of tabs)
	2nd Day (numbers of tabs)
	3rd Day (numbers of tabs)

	<1 Year
	AS

SP
	½

¼
	½

Nil
	½

Nil

	1-4 Yeas
	AS

SP
	1

1
	1

Nil
	1

Nil

	5-8 Year
	AS

SP
	2

1 ½
	2

Nil
	2

Nil

	9-14 Year
	AS

SP
	3

2
	3

Nil
	3

Nil

	15 and above
	AS

SP
	4

3
	4

Nil
	4

Nil


	INFANTS AND PREGNANT WOMEN ARE NOT TO BE GIVEN PRIMAQUINE


2.
IN SEVERE AND COMPLICATED MALARIA CASES
(1) In severe and complicated malaria of P.falciparum  (clinically / microscopically confirmed) intravenous quinine is the drug of choice, irrespective of chloroquine resistance status of the area.

(2) Quinine salt .10mg /kg bw 8 hourly in 5% dextrose saline is preferred.  Patients should be switched over to oral quinine as early as possible and oral dose is 10 mg/kg bw eight hourly not exceeding 2gm in a day in any case.  Minimum total duration for quinine therapy should be for 7 days including both parenteral and oral doses.

(3) Injectable form of artemisinine derivatives may be used for the management of severe and complicated malaria in non-pregnant adults.
2.1 Artemisinine derivatives:

Dosages are as follows.

1. Artesunate:
2.4 mg/kg bw IM/IV followed by 1.2 mg/kg bw after 12 hours then 1.2 mg/kg bw once daily for total duration of 5 days.

2. Artemether:
1.6 mg/kg bw IM followed by 1.6 mg/kg bw daily for total of 6 injections or 1.6 mg./kg bw IM injection twice daily for 3 days, a total of 6 injections.

3. Artether: 
150 mg daily IM for 3 days in adults only.

4. Artemisinin
10 mg/kg bw at 0 and 4 hours followed by 7 mg/kg bw at 24, 36, 48 and 60 hours.

3.
CHEMOPROPHYLAXIS
3.1
Antimalarial

· In chloroquine sensitive areas chloroquine is to be given

· In chloroquine resistance areas chloroquine is to be supplemented by proguanil
3.2
Regimen

· Chemoprophylaxis is to be started a week before arriving to malarious area for visitors and for pregnant women prophylaxis should be initiated from second trimester.

· Start with loading dose of 10 mg/kg bw and followed by a weekly dose of 5 mg/kg bw. This is to continue till 1 month after delivery in case of pregnancy and in travelers till one month after return from endemic area.  The terminating dose should be 10 mg/kg bw along with 0.25 mg/kg bw of primaquine for five days

· Chemoprophylaxis with chloroquine is not recommended beyond 3 years because of its cumulative toxicity. 
· In chloroquine resistant areas, chemoprophylaxis is recommended with chloroquine 5 mg/kg bw weekly and proguanil 100mg daily.
Annexure VIII

Key messages:

a. Taking prompt treatment in case of fever. Availability of free anti-malarial drugs with all DDCs, FTDs and Government Health Centres. 

b. Not taking anti malarial drugs on empty stomach.

c. Immediately going for blood smear examination as soon as fever occurs to the nearest Government Health Centre. The facility is available free of cost. 

d. Dispensing presumptive treatment by FTDs in case of fever and collecting blood smear free of cost. Complete treatment by FTDs in case the blood smear examination result is positive for malaria.     

e. Importance of complete treatment in malaria positive cases.

f. Using bed nets while sleeping to protect yourself and family from mosquitoes and malaria. Ensuring that pregnant women and young children always sleep under a bed net.
g. Getting bed net treated with insecticide for more effective protection. For details, the nearest Government Health Centre/Health Worker should be contacted. Taking care of ITNs by not washing it frequently, etc. Properly using bed nets by tucking under mattress, etc.
h. Introduction of larvivorous fish in unused wells, ponds, ditches to control breeding of mosquitoes. For details, the nearest Government Health Centre/Health Worker should be contacted.
i. Participation of community and schoolchildren in promotion of larvivorous fish.
j. Ensuring that water does not stagnate around hand pumps, taps and any other area inside the house or in residential areas.
k. Filling up holes, ditches, etc. by earth.
l. Keeping water storage containers always covered. 
m. Emptying and drying all water containers, coolers once a week before refilling.
n. Covering all overhead and underground tanks with tightly fitted lids. Ensuring repairing of all cracks, holes around inlets/outlets.
o. Disposing off all junk/disposable materials including tyres by crushing, shredding. 
p. Keeping all utensils, containers, etc. upside down.  

q. Cooperating with personnel for proper Indoor Residual Spraying.
r. Getting all surfaces inside the house where mosquitoes rest sprayed. Pictures/calendars/wall hangings, etc. to be removed from walls. Making arrangements for removal of maximum movable items from the house. Covering other items that cannot be removed and essentially food items. 

s. Outer walls of the house, cattle sheds are not to be sprayed. 

t. Mud plastering, whitewashing, etc. to be carried out before spray period and are to be avoided for 6-10 weeks after spraying.

ANNEXURE IX

Danger signs of severe malaria:
If the patient has had fever during the past 2-3 days, first ask about and then look for danger signs.

Danger signs of severe malaria

· Changes in behaviour (convulsions; unconsciousness; sleepiness; confusion; inability to walk, sit, speak, or recognize relatives); 

· Repeated vomiting; inability to retain oral medication; inability to eat or to drink; 

· Passage of small quantities of urine or no urine, or passage of dark urine; 

· Unexplained heavy bleeding from nose, gums, or other sites; 

· High fever (above 390C); 

· Severe dehydration (loose skin and sunken eyes); 

· Yellowness of whites of eyes. 

If you see any of these features, you should think about malaria and act immediately.

How to recognize the danger signs

Ask:

· Fever (high)?

· Is the patient unable to drink? 

· Has the patient had convulsions (fits)? 

· Does the patient vomit repeatedly? 

· How much urine does the patient pass? - Very little? None at all? Is it dark? 

Look:

· Is the patient abnormally sleepy, difficult to wake, or confused? 

· Does the patient have anaemia? 

· Does the patient have severe dehydration? (Look for sudden weight loss, loose skin, sunken eyes, and dry mouth. 

· Is the patient unable to stand or sit? 

If the answer to any of these questions is yes, the patient has severe febrile disease--probably severe malaria. The patient's life is in danger. Urgent treatment is needed at a clinic or hospital to save the patient's life. Give the first dose of antimalaria treatment. Then refer the patient to hospital or the nearest clinic.

ANNEXURE X

GUIDELINES FOR THE USE OF RAPID DIAGNOSTIC TESTS

1.  Preamble
The early diagnosis and prompt treatment of cases of malaria is an important strategy of the National Anti Malaria Programme.  The full recommended treatment must be started as early as possible for providing medical relief to the patient and to prevent severe complications and death.  Early diagnosis and prompt treatment (EDPT) is also an important strategy for interrupting the transmission of the disease.  Malaria is an acute infection with presenting symptoms of fever, chills and headache.  These symptoms are common for other acute infections also.  The diagnosis of malaria is confirmed by examination of peripheral blood smears.  Nearly 100 million blood smears from fever cases are examined annually to confirm the diagnosis of malaria.  Of these less than 2 million test positive for malaria.  About 48% of the positive malaria cases are due to P.faliciparum and the rest due to P.vivax.  The incidence rate and the proportion of Pf cases vary widely in the country.  About 80% of the malaria cases are confined to the northeastern states and tribal areas of 100 districts in 8 states under EMCP and a few other districts.  Malaria is seasonal in most parts of the country.

The areas of high transmission of malaria are largely hilly, forested and remote with inadequate health and communication facilities, lacking in public transportation and often with high vacancy of personnel.  The time lag between collection of the blood slide and onset of radical treatment is often delayed due to operational problems related to difficult terrain, poor public transportation and other communication facilities and high vacancy of laboratory technicians.  

Village volunteers provide presumptive treatment with chloroquine (4 tablets of 150 mg each – total 600 mg for adult patients and lower doses for children in different age groups) pending laboratory results.  Radical treatment is given to patients testing positive for malaria.  Health personnel and medical officers provide presumptive radical treatment on clinical suspicion of malaria in the high-risk areas during the high transmission period.

2.  Supply of rapid diagnostic kits under NVBDCP

Limited quantities of rapid diagnostic kits (25 tests per kit) are being supplied for remote inaccessible high-risk pockets to be used by the MLVs/ FTDs.  Radical treatment will be provided immediately at first contact to those febrile cases that are positive for Pf malaria.  The statewise quantities of RDT to be provided in 2003-04 are shown in the attached statement.  Based on the average annual blood examination rate of 20, it is expected that one MLV/ FTD will see 200 cases of fever in a population of 2000 (two villages) during the 5 Months (i.e. August to December) of the high transmission season or an average of 40 cases per month.  He will thus require 8 kits for the 5 month period.  Initially half the number of kits may be provided, after training; rest being supplied as per need after the previous stocks have been exhausted.

The piloting of the use of RDT in remote villages by non-health personnel will provide feedback, which will be useful for extending the use of RDT to other areas and to document the cost effectiveness of this measure for the control of P. falciparum malaria.

3.  Criteria for the selection of villages/ subcentre areas

The criteria suggested below are for selection of villages for RDT use.  Criteria a. and b. are important and other factors should be considered additionally.

a. Consistently high API, high proportion of Pf cases, and/or reported deaths

b. Inaccessible (cut off during the high transmission season), remote location

c. Limited road and public transportation facilities and poor access to facilities for the treatment of severe and complicated cases requiring immediate medical attention

d. Areas operationally difficult for indoor residual spray (IRS) because of difficult terrain, exophilic vectors (indoor biters but outdoor resters) and practice of frequent mud plastering of walls

e. Socio-economically disadvantaged

f. Children of tribal school / ashram school hostels

4.  Use of rapid diagnostic tests

Efforts should be made to ensure the community is aware and that they approach the MLV/FTD concerned early after the onset of fever to confirm diagnosis. It must be ensured that pregnant women and young children are examined as quickly as possible after the onset of fever so that the recommended radical treatment is started early.

The RDTs will be used during the high transmission season to increase its cost effectiveness and optimal utilization for the radical treatment of P. falciparum malaria

5.  Radical treatment of patients
The recommended radical treatment with chloroquine (CQ) is 600 mg on day 1 and 2 and 300 mg on day 3 (total 1500 mg) for adult patients.  In addition, 45 mg of primaquine (PQ) is given on day 1 to patients with Pf malaria.  Patient with Pv are given 15 mg primaquine daily for 5 days.  Blister packs for the radical treatment of all patients above 15 years of age ( except pregnant women) should be available in all the villages where RDTs are used.  Use of blister packs are expected to improve acceptability of anti malaria drugs and compliance of the full course by the patients.  Pregnant women (no primaquine) and children should continue to be provided treatment with loose tablets, as is currently the practice.  The recommended age-wise doses are given below.

Radical Treatment to P. falciparum cases

(patients found positive with RD test)

Dosage as per age groups

	Age in years
	Day 1
	Day 2
	Day -3

	
	Tab. Chloroquine
	Primaquine (7.5 mg)
	Tab. Chloroquine
	Tab. Chloroquine

	<1
	1/2
	0
	1/2
	1/4

	1-4
	1
	1
	1
	1/2

	5-8
	2
	2
	2
	1

	8-14
	3
	4
	3
	1 1/2

	>14*
	Blister Packs


*  Except in pregnant women who should be given 4 tablets of Chloroquine on day 1, 4 tablets on day 2 and 2 tablets on day 3.

6.  Preparatory activities

It is important that preparatory work is done to ensure optimal use of RDTs and prompt radical treatment of patients with P. falciparum malaria.  The following activities must be completed prior to the distribution of the RDTs.

a. Selection of area(s)

b. Rapid survey of the area – number of households, number of persons in each household, number of pregnant women and children under 5 years of age

· Fever rate during the previous two years

· Utilization of DDCs/ FTDs for treatment

c.
Identification and involvement of community representatives, self help groups, women’s organizations and NGOs to encourage early diagnosis and prompt treatment of malaria in the community

d.
Preparation of the list of MLVs/ FTDs to be trained

e.
Advocacy among the community for the early confirmation of the diagnosis of malaria; for ensuring that pregnant women and young children get their blood examined as early as possible after the onset of fever.

f.
Training of personnel and supply of RDTs and blister packs.

g.
Arrangements for field supervision and monitoring 

7.  Training

A half-day training should be given to all MLVs/FTDs and MPWs of the area in the proper use of RDT and interpretation of results.  The batch size should not be more than 20. Training should be hands-on, preferably on cases of fever, if the training can be organized in a health facility such as a PHC.  These will ensure that a few positive results are seen by the trainees. Training should be completed prior to the distribution of the RDTs.  The MLVs and FTDs should continue to prepare blood smears from all fever cases, negative by RDT for the diagnosis of Pv cases.

8.  Follow up action

a. Regular visits by the health personnel of the area to check RDT use and radical treatment

b. Monthly reports from the MLVs/ FTDs as per format given

c. Monitoring of fever cases and confirmed cases of malaria 
d. Monitoring of compliance of radical treatment
ANNEXURE XI

GUIDELINES FOR THE USE OF BLISTER PACKS

1.  Preamble

The early diagnosis and prompt treatment of cases of malaria is an important strategy of the National Anti Malaria Programme.  The full recommended treatment must be started as early as possible for providing medical relief to the patient and to prevent severe complications and death.  Early diagnosis and prompt treatment (EDPT) is also an important strategy for interrupting the transmission of the disease. 

Radical treatment of Pf malaria after laboratory confirmation of diagnosis or on clinical basis by a medical officer or trained health personnel after excluding other common causes of fever consists of 1500 mg of chloroquine and 45 mg of primaquine.  The tablets are, at present, given in loose form.  An adult patient has to taken 10 tablets (stat) on day 1; 4 tablets on day two and two tablets on day three.  A blister pack has now been introduced with two tablets on day 1 and I tablet each on days two and three.  The use of the blister packs will not only facilitate the storage and distribution of the anti malaria drugs but will also improve compliance by the patient.

2.  Supply of blister packs 

50 lakh blister packs are being supplied for use in the areas under the EMCP.  Each blister pack contains one tablet of 600 mg CQ and 1 tablet of 45 mg PQ for day 1; I tablet of 600 mg CQ for day 2 and I tablet of 300 CQ for day 3.  The blister packs are for use only for adult patients (15 years and above excluding pregnant women) who constitute about 60% of total malaria cases.  The state wise allocation of packs in 2004-05 is given below:

	State
	No. of packs (in lakhs)

	NE states
	29.5

	Andhra Pradesh
	7.0

	Chhattisgarh
	15.0

	Gujarat
	7.0

	Jharkhand
	14.0

	Karnataka
	5.0

	Madhya Pradesh
	24.0

	Maharashtra
	7.0

	Orissa
	26.0

	Rajasthan
	8.5

	West Bengal
	7.0


The supply will be made to the state headquarters for further distribution to the concerned districts.

3.  Criteria for the selection of areas and use of blister packs

The blister packs are for use in the districts under EMCP.  Once the blister packs have been successfully operationalized in the EMCP districts their use can be considered for other high risk areas in non-EMCP districts.

Within the EMCP districts priority for supply should be given to the areas with high disease burden due to malaria including high API, high proportion of P falciparum cases and high SPR.  The blister packs should be used in all health facilities with laboratory testing facilities so that the patients testing positive for malaria can be given immediate radical treatment on the same day preferably or latest by the next day.  No presumptive treatment should be given in such places.

Presumptive radical treatment can be provided on clinical diagnosis by a medical officer or trained para medical personnel in high-risk areas during the high transmission season after excluding other common causes of fever (acute respiratory infections, cold with running nose, skin rash suggestive of eruptive illness, burning micturition, skin infections such as boils, abscess, infected wounds, painful swelling of joints, ear discharge).  Presumptive treatment with 600 mg CQ (adult patients) and suitable recommended doses for other age groups should continue to be provided by non health personnel in areas where examination of the blood slides cannot be done within two days.

Radical treatment with the blister packs can be provided by MLVs/ FTDs in areas, which are covered with the rapid diagnostic kits.

The blister packs contain doses recommended for adults.  These are not to be used in children 14 years or younger.  Since the blister packs contain primaquine, these are contra-indicated in pregnancy.

4.  Radical treatment of patients
The recommended radical treatment with chloroquine (CQ) is 600 mg on day 1 and 2 and 300 mg on day 3 (total 1500 mg) for adult patients.  45 mg of primaquine (PQ) is given on day 1 to patients with Pf malaria.  If the patient has Pv malaria, in addition to the blister pack, 15 mg primaquine daily for further 5 days should be given. 

Children 14 years and below and pregnant women should be treated as per the recommended schedule using loose tablets provided under the programme.

5.  Preparatory activities

It is important that preparatory work is done to ensure optimal use of blister packs and prompt radical treatment of patients with P. falciparum malaria.  The following activities must be completed before the distribution of the RDTs.

a. Selection of area(s) and prioritization by disease burden

b. Allocation of blister packs by facility (hospital, health centre, subcentre) depending on the disease burden and the estimated number of patients.  

c. Preparation of the list of medical officers and para medical personnel for sensitization in the use of blister packs

d. Written instructions to be issued to all concerned and the matter to be discussed at monthly meeting at all levels where blister packs are proposed to be introduced

e. Arrangements for storage and supply of blister packs and tracking its use at all levels of the system

f. Arrangements for field supervision and monitoring 

7.  Follow up action

a. Regular field visits by supervisory officers to check blister pack use and radical treatment

b. Monthly reports to include information on blister packs used for radical treatment

c. Monitoring of fever cases and confirmed cases of malaria 

d. Monitoring of compliance of radical treatment

ANNEXURE XII

Treatment and Use of Insecticide-Treated Mosquito Nets

Why use Insecticide-Treated Mosquito Nets?

· Malaria and certain other diseases are transmitted by the bite of mosquitoes. Pregnant women, babies and young children are at the greatest risk of dying of malaria. 

· Ordinary untreated mosquito nets provide limited physical barrier between mosquito and man and protection as they may still bite through the net or get inside the net following improper use. 

· Mosquito nets treated with insecticides provide better and effective protection by keeping away mosquitoes as well as killing them. An insecticide-treated mosquito net also kills or keeps away other nuisance insects – cockroaches, bedbugs, houseflies, fleas, etc. 

How to treat the net – 10 Easy Steps for Mass Treatment

· Mass treatment is done at fixed/designated sites.  

· Insecticide treatment is recommended for synthetic nets (nylon, polyester), as treatment of cotton nets is not cost-effective and effect of insecticide is not long lasting. 

	Step 1: Collect the necessary equipment


The necessary equipment consists of: mosquito nets, insecticide, basin, measuring container, rubber gloves, soap.

· Make sure the net is washed/cleaned before treatment.

· Preferably, nets should be treated outdoors in the shade. If treatment is to be carried out indoors, a room with open windows should be used.

· Use basin, gloves that are not used for any other purpose. 

	Step 2: Put on protective gloves before treating nets


	Step 3: Measure the correct amount of water


The amount of water needed depends on the net material. Regardless of the size and shape of net, the amount of water required for:

· One synthetic net (nylon, polyester) – ½ litre (if the net is very large, more water may be needed).

· If measuring container comes with insecticide, use it to measure water. Otherwise, use any measuring container, that is not used for food, drinks, medicines.   

	Step 4: Measure the correct amount of insecticide


· The amount of insecticide or “dose” needed to treat a net depends on type of insecticide used.  Follow instructions on the container, sachet, packet. Generally, 10-15 ml of insecticide is required to treat one net. 

· [BIS Number of Liquid Synthetic Pyrethroid used for treatment of Bed Nets - i) Deltamethrin – IS14411: 1996; ii) Cyfluthrin – IS14156: 1994].  

· Store leftover insecticide in its original container, in the dark and away from children.

	Step 5: Mix the water and insecticide thoroughly by gloved hands in basin


	Step 6: Treatment of nets


· Always treat one net at a time.

· Put the net in the basin containing water and insecticide.

· Soak the net long enough to ensure that all parts of the nets are impregnated.

· Take out the nets and allow excess liquid to drip back.

· Do not wring the treated net.

	Step 7: Drying the nets


· Let the net dry flat in the shade on plastic sheets.

· Later, the net can be hung up to finish drying in the shade.

	Step 8: Disposal of leftover mixture of water/insecticide & insecticide containers


· Following treatment of all available nets, leftover mixture of water and insecticide, if any, may be used to treat curtains.

· Otherwise, dispose the liquid in the toilet or a hole away from habitation, animal shelters, drinking water sources, ponds, rivers, streams.

· Destroy empty insecticide containers, sachets, packets and/or bury in a hole away from habitation, animal shelters, drinking water sources, ponds, rivers, streams.

	Step 9: Washing and cleaning of hands, equipments 


· Wash equipments (basin, measuring container) with lots of water while wearing protective gloves.

· Wash gloves (if non-disposable ones are used)] with soap and lots of water, or dispose with insecticide containers.

· Wash hands with soap and lots of water. 

	Step 10: Washing and re-treatment of nets


· Washing removes insecticide from the net. So, wash the nets as seldom as possible gently with soap and cold water & dry flat on plastic sheet in shade.

· Do not wash/rinse treated net in or near drinking water sources, ponds, lakes, rivers, streams. Dispose of water for washing/rinsing in the toilet or in a hole away from habitation, animal shelters, drinking water sources, ponds, lakes, rivers, streams

· Nets must be re-treated again after it has been washed three times. Or, at least once a year even if it is not washed, preferably just before the rainy season. Nets may be treated twice a year in areas that have many mosquitoes all year long. 

	Remember:

· Use the insecticide-treated net every night, all year round, even if mosquitoes are not seen/heard.

· Preferably, everyone should sleep under a treated mosquito net. Or, at least pregnant women and children under five years must sleep under treated net. 

· Insecticides used for mosquito nets are not harmful to people, if used correctly.

Direct skin contact with the insecticide on a still wet net may cause a tingling sensation on the skin. This is not harmful, even for small children.  

· After treatment, the net may smell of insecticide. This will go away in a few days and is not harmful to people who sleep under the net.


ANNEXURE XIII

GUIDELINES FOR THE DISTRIBUTION OF BEDNETS

1.
Preamble
Sleeping under a bednet reduces the risk of man-vector contact as mosquitoes bite at night and is thus an effective preventive measure.  Treating bednets with a suitable insecticide increases their effectiveness as the chemicals repel the mosquitoes and kill those, which come in contact with the treated bednet.  If the bednets are used properly and are not washed, their effectiveness lasts for more than six months.  Bednets thus need to be treated twice a year for year round use.  In most parts of the country, malaria is seasonal and therefore even a single treatment prior to the transmission season will provide adequate protection during the high-risk period.  High coverage with the insecticide treated bed nets (ITNs) in an area is thus a cost effective vector control measure besides providing individual protection.

In many states especially in the eastern and northeastern parts of the country, which are also at high risk of malaria, bed net use is relatively high.  Promotion of the use of bed nets by the community procured through commercial outlets and treatment of the community owned bed nets is important so as to significantly improve the coverage of ITNs in areas with high risk of malaria.  Organization of camps through public/private/NGO partnerships for the treatment of community owned bed nets is being piloted and should be extended to other districts wherever operationally feasible.

2.
Supply of bed nets under NVBDCP

Limited supply of bed nets for use by those in most need and with limited capacity to buy such nets from the commercial outlets is included in the strategies under NAMP.  Areas for bed net distribution should be carefully selected and prioritized based on high risk factors such as high API, high proportion of Pf cases, inaccessibility of the villages or operationally difficult area for indoor residual spray.  Preparatory work should be done so that the bed nets are optimally utilized, including identification and recording of the eligible families and health educational activities in the community. Involvement of local community representatives, self help groups and NGOs should be encouraged to promote transparency of operations and optimal use by the community.

3.
Criteria for the selection of villages/ subcentre areas

The criteria suggested below are for prioritization of village/subcentres for bed net distribution.  Higher priority may be accorded to areas where most of the factors given below exist.

a. Consistently high API, high proportion of Pf cases, and/or reported deaths

b. Inaccessible (cut off during the high transmission season), remote location

c. Limited road and public transportation facilities and poor access to facilities for the treatment of severe and complicated cases requiring immediate medical attention

d. Areas operationally difficult for indoor residual spray (IRS) because of difficult terrain, exophilic vectors (indoor biters but outdoor resters) and practice of frequent mud plastering of walls

e. Socio-economically disadvantaged

f. Children of tribal school / ashram school hostels

4.
Criteria for selection of beneficiaries

Efforts should be made to ensure high coverage of bed net use in the area selected for distribution.  As a general rule all houses should be covered, unless the household already have adequate number of bed nets, suitable for treatment with insecticide (cotton and HDPE are not suitable).  It must be ensured that bed nets for use by pregnant women and young children within the household are available.  In a family of 5 persons, two bed nets should suffice, provided there is enough space for hanging the bed nets (including space outside the house if people sleep outside).  

a. All houses should be covered

b. Pregnant women and young children should sleep under a net

c. Special high risk groups can be identified such as children in tribal school hostels

5.
Social marketing
State/ district malaria control society should assess the paying capacity of the community and nominal charges of Rs 10 to Rs 50 may be charged.  Free distribution may be made to the most needy and those below the poverty line who are unable to pay.  Even nominal payment for the bed nets is encouraged as it is expected to lead to a sense of ‘ownership’ and it is more likely that the bed nets will used for the purpose for which these have been provided.

6.
Preparatory activities

It is important that preparatory work is done to ensure optimal use of bed nets.  The following activities must be completed prior to the distribution of the bed nets.

a. Survey of the area – number of households, number of persons in each household, number of pregnant women and children under 5 years of age

· number of bed nets in use

· knowledge, attitude and practices

b. Identification and involvement of community representatives, self help groups, women’s organizations and NGOs

c. Preparation of the list of beneficiaries

d. Advocacy among the community for the regular and proper use of bed nets; for ensuring that pregnant women and young children sleep under a bed net; insecticide treatment of the bed nets and proper care of the bed nets

e. Selection of site(s) and persons for insecticide treatment of the nets.   Training of personnel and necessary items required for insecticide treatment should be arranged

7.
Insecticide treatment of the bed nets

Ten easy steps are at Annexure XII.

8.
Distribution of the nets

a.
Organize camps for distribution of insecticide treated bed nets

b.
Keep records of bed net distribution

c.
Make arrangements for distribution to those who were unable to attend the camp(s)

9.
Post Distribution Activities

a. Periodic visits may be made to check bed net use

b. Arrangements for re-impregnation of bed nets annually prior to the high transmission season

c. Monitoring of fever cases and confirmed cases of malaria 

d. Monitoring of vector densities

ANNEXURE XIV

GUIDELINES ON THE USE OF LARVIVOROUS FISH FOR

VECTOR CONTROL
1. 
INTRODUCTION

Fish have been widely used in public health, since as early as 1903. One of the most successful and widely used biological control agent against mosquito larvae is the top water minnow or mosquito fish Gambusia affinis.  Fish other than Gambusia, which has received the most attention as a mosquito control agent, is Poecilia reticulata, the common guppy.

Fish have been extensively used for mosquito control in the urban malaria scheme under the National Anti Malaria Programme. In recent years some of the states have extended the use of fish Gambusia and Poecilia to rural areas in suitable breeding places as a supplementary measure for vector control. All the states have also been advised to upscale the use of fish as biological control method in rural areas. The following guidelines have been prepared to guide the states in the use of fish for vector control. 

1.1
Advantages of use of Fish
· These fishes are self-perpetuating after its establishment and continuous to reduce mosquitoes larvi for long time.

· The cost of introducing larvivorous fish is relatively  lower than that of chemical control.

· Use of fish is an environment friendly method of control. 

· Larvivorous fish such as Gambusia and Poecilia prefer shallow water where mosquito larvae also breed.

1.2
Characteristics of Larvivorous Fish
· Should be small in size to survive in shallow water.

· Should be surface feeders and carnivorous.

· Should be able to survive in the absence of mosquito larvae.

· Should be easy to rear. 

· Should be able to withstand a wide range of temperature and light intensity.

· Should be hardy and able to withstand transport and handling.

· Should be insignificant/useless as food for other predators.

· Should have preference for mosquito larvae over other types of food available at  the water surface.

2.
SPECIES OF FISH

2.1
Gambusia affinis 

Gambusia affinis has been in use in India since 1928. It is an exotic species and has been distributed throughout the warmer and some temperate parts of the world.

2.1.1
Habitat

It is a very hardy fish and can adapt to wide variations in temperature as well as to chemical and organic content of the water but does not tolerate very high organic pollution. The optimum temperature for reproduction ranges from 240C to 340C but the fish can survive at freezing temperatures. The most suitable pH of water is between 6.5 and 9.9. Gambusia frequents areas especially suitable for the mosquito larvae. It lives and multiplies in ponds stocked with larger fish provided pond is shallow and has protective vegetation for refuge.

2.1.2
Size and Longevity

The maximum size attained by a male is 4.5 cm. and by a female 5.2 cm to 6.8 cm. Its life span is approximately 4+1 years.

2.1.3
Breeding Habit

The female matures in about 3 to 6 months. Each ovary contains approximately 120 eggs. Young ones are released in broods of 25–30 at a time. The young females have two gestations per season while the older females may have upto six generations per season. A season lasts about 30 days.

A single female may produce between 900 and 1200 off springs during its life span.

2.1.4
Breeding Season

Gambusia breeds throughout the year after maturity, especially in tropical conditions. In relatively colder climate such as is found in north and north-west India breeding period lasts from May to September and in warmer climate of southern India from April to November.

2.1.5
Larvivorous Efficiency

The larvivorous efficiency of Gambusia is due to following characters: 

· A single full grown fish eats about 100 to 300 mosquito larvae per day.

· Gambusia is a surface feeder, hence it is suitable for feeding on both anophelines and culicines. 

· It frequents the margins of the water container, pond or other ground water collections, except where there is dense vegetation at the margins of the water body.

· It is small and inedible.

· It can tolerate salinity.

· It can withstand transportation and does not require any specialized equipment or containers.

· It survives in new places (water bodies) and multiplies easily. After release when it becomes well established in a water body, the fish can survive in good numbers for years and does not require constant care.

2.2
Poecilia reticulata (GUPPY) 
Like Gambusia, Guppy is also an exotic fish introduced in India in 1910. It is easy to care for, and it reproduces quickly and prolifically. It is now widely distributed in India and is an important larvivorous fish.

2.2.1
Habitat

It is a very hardy fish and survives in all types of water bodies. It tolerates high degree of pollution with organic matter. The temperature range suitable for breeding is from 240C to 340C. It can survive in water with pH ranging from 6.5 to 9.0 However, it can not survive in cold water (often below 100C) and stock may need replenishment if the temperature fall below 100C. 

2.2.2
Size and Longevity

The male is 3 cm long, whereas the female is upto 6 cm in length. The Guppy lives for 4 + 1 years.

2.2.3
Breeding Habitat

The guppy takes about 90 days to mature. Each ovary contains 100 to 160 eggs. The female gives birth to young ones in broods of 5 to 7 at a time. About 50 to 200 young ones are released by the female every four weeks.

2.2.4
Breeding Season

Reported to breed throughout the year at about four weeks interval after maturity. However breeding season will depend on climatic conditions. In warmer climate it may breed from April to November.

2.2.5
Larvivorous Efficiency

The larvivorous efficiency of Poecilia is due to following characters: 

· A single fish eats about 80 to 100 mosquito larvae in 24 hours. Therefore it is comparatively less efficient than Gambusia affinis.

· It is a surface feeder.

· Negotiates margins of ponds more easily.

· It is highly carnivorous and parents or older brood may eat up their own young ones. Therefore, a fair amount of weeds is required in the water so that young ones can hide and survive.

· Tolerates handling and transportation very well.

· Does not require specialized equipment for transportation.

· Survives and reproduces when introduced into new water bodies. Once well established, it can be found in the habitat even after many years.

3.
FISH HATCHERIES
The Hatchery for larvivorous fish can be established in: 

· A Natural water body

· A special hatchery

3.1
The Natural water body  

Criteria for selecting a water body for a fish hatchery are: 

· It should be a permanent water body.

· Depth of water should be at least 1.5 metre or more.

· Water should be confined and without big natural outlet.

· The minimum size of water body should be at least 5 m X 4 m. The water body of 10 m X 5 m can support 50000 fish.

· It should be free from other carnivorous fish.

· Water should not be contaminated by chemical or other harmful substances.

· Easily accessible for daily or periodic inspection and for collection of fish.

· De-weeding in ponds and shallow water bodies and cleaning of margins should be carried out periodically.

3.2
Special Hatchery
Following points may  be kept in view, while constructing the special hatcheries for the rapid reproduction of the fish:

· Fish hatcheries should be established at state, district headquarters, CHC/PHC and subcentre levels and other places so that adequate quantities of the fish are available for supply.

· There should be a constant supply of fresh water so that the required level of water in the tank does not drop.

· Submerged vegetation such as hydrilla, vallisneria should be available in the tanks.

· Salinity of water should not exceed 20 grams per litre. These fish may survive salinity up to 52 gms. per litre. But it cannot reproduce at this salinity level.

· Hatchery should not be subjected to strong water current and should be protected from heavy rains and floods.

· Entire tanks should be brick made, lined with good quality of cement plaster, thikness of wall about 0.5 m.

· The tank should be divided into two portions of equal size of 5 m X 4 m with central separator of 0.5 m thick.

· Area – sufficiently big for construction of 2 tanks of 5 m X 4 m (one for laying young ones and other for holding mature full grown fish).

· Depth of water in the hatchery should be 1.5 m.

· Proper outlet at the bottom of tank should be provided.

· Overflow outlet about 5 cm below inlet protected with proper wire mesh to prevent escape of fish.

· Floor of tank 0.5 m thick with slope from the partition towards sides. 

· Proper inlet at 1.25 m height.

· Bottom of tank covered with uniform thickness of sand for about 10 cm.

· The bottom should be seeded with organic matter about 2 kg/m2.

· The tank should be allowed to mature for 10–15 days.

· Minimum 25% of water should be replaced once a week.

· The fishes should be tranfered from the tank to avoid over population.

· In case of scarcity of natural food, artificial food such as waste flour (atta) may be given. Chlorination of water beyond the tolerance levels, or presence of insecticides can be lethal to the fish.

4.
TRANSPORTATION OF FISH

· The fish are best transported in small containers of up to 40 litres, such as plastic buckets and jerry cans, or in strong plastic bags, half filled with water from the rearing pond.

· Fish should be transported in water at ambient temperatures and should not be exposed to direct sunlight. The containers should have sufficient openings to allow flow of air.

· Take polythene bag of 3 -5 litre capacity.

· Fill it with 1.5 lit. of water.

· Introduce the fish in the bag till the total volume of water + fish is two litres.

· Bubble the oxygen in bag from O2  cylinder or from air pump.

· Close the mouth of bag with a string leaving sufficient space at the top.

· Put the bag in a thermocol container and close the mouth of container.

· The container can be transported for a period of 24 hours without further filling oxygen. If the period of transport is more than 24 hours then arrange for change of water and oxygenate.

4.1
Collection of fishes 
· Fishes are collected with help of nating which is fitted on a circular iron ring of 60 to 90 cm diameter with a wooden handle.

· Sufficient quantity is collected by repeated dips.

· Collection in bucket or drum till they are packed for transportation.

4.2   Precaution during Transportation 
· Fish do not tolerate sudden temperature changes.

· Preferably the fishes should not be given any food for 10–12 hours period prior to packing for transportation.

5.
RELEASE OF FISH

· To release the fish in a water body, measure the perimeter of water body.

· Release the fishes at the rate of  5–10 fish per linear meter.

· If the larval density is high more fish up to 20 can be released.

5.1
Precautions during release of fish:
· Fishes should be released in the morning hours or in the evening.

· Before releasing ensure that the temperature of water both in container and in the larval habitat is more or less same.

· Clean out dense vegetation from the water body.

· Ensure that water body is free from predators of larvivorous fishes.

6.
WHERE TO USE FISH 

· Fish should be preferably introduced in all unused wells in the rural and peri-urban areas before the high mosquito breeding season to maximize impact. However, the fish may be used in such wells even if the seeding has been delayed. 

· Fresh water bodies in rural areas such as stagnant ponds, slow moving streams quarry pits, large borrow pits, margins of ponds should be targetted apart from wells. Such places should be surveyed and numbered to facilitate subsequent monitoring of impact.

· In open mosquito breeding sites or rice fields, the fishes need to be protected from pesticides applied to crops, when used in rice fields.

7.
MONITORING

· Supervisors should check the fish hatcheries at least once a month during the high transmission season.

· At least 10% of the sites where fish have been introduced should be checked for:

· Whether fish have been introduced or not

· Whether the fish are surviving or not

· Identification of possible reasons, in case the introduced fish are not surviving.

8.
REPORTING

· Monthly report to state programme officer and to NAMP containing following information:

· Number of fish hatcheries established

· Name of urban and rural areas using larvivorous fish

· Number of unused wells marked for the introduction of the fish

· Number of sites in the urban areas marked for the introduction of the fish.

· Field reports of supervision of 10% of the sites

· Community participation and response.

Scheme 1: Provision of Early Diagnosis & Prompt Treatment (EDPT) [1 DDC/FTD per 1000 population]
Scheme 2:  Malaria Microscopy and Treatment Centre (1 Centre per 25,000 population)
Scheme 3: Hospital Based Treatment & Care of Severe & Complicated Malaria Cases [1 Hospital at 100,000 populations]
Scheme 4: Insecticide Treatment of Community Owned Bed Nets and Distribution of Bed Nets (in selected areas) [per 100,000 population]
Scheme 6: Promotion of Use of Larvivorous Fish [per 100,000 population]
Scheme 7: Indoor Residual Spraying for Vector Control (for two rounds) [per 100,000 population]
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