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Foreword

[t is with great honor that | present the Malaria Elimination Action Framework (MEAF) 2016-2020
o|eve|opeo| under the |eoo|ers|’1ip of the National Center for Porosi’ro|ogy, En’romo|ogy and Malaria Control
(CNM) and with support from partners. The long-term vision of the Royal Government of Cambodia is to
make the country ’ro‘ro”y free from the burden of malaria. Cambodia p\ons to achieve elimination of
Plasmodium falciparum malaria by 2020 and Plasmodium vivax malaria by 2025. This national commitment
was reinforced by Samdech Akka Moha Sena Padei Techo Hun Sen, Prime Minister of the Kingdom of
Cambodia, at the 9th East Asia Summit held in Myanmar in 2014

To achieve these elimination goo|s, Cambodia must have @ very clear and @ strong evidence-based strategic
p|cm that outlines the tested and novel opprooches to be opero’rionohzed at a scale imporfant for driving the
elimination efforts in the country. MEAF 2016-2020 prepared after numerous consultations presents the
elimination-oriented strategies and activities crucial for setting Cambodia on the poﬂﬂ to and ochieving
Fo|dporum elimination. The p|on also includes the total budgef for the associated period and is occomponied

by micro—p|ons de’roﬂing where, when, how, and by who all the activities in the p|cm will be imp|emen‘reo|A

It is necessary that all CNM staff takes ownership over this strategy as the primary imp|emerﬁer and partners
support CNM where necessary fo achieve the national elimination goo| The Ministry of Health (MOH)
Cambodia therefore seeks cooperation with all the involved partners for the imp|emerﬁoﬁon of MEAF 2016-
2020. The MOH strongly hopes that all involved partners within the Royal Government as well as the
development partners will apply MEAF 2016-2020 Plan as the direction-setting tool for effective

imp|emerﬁoﬁon of elimination-focused malaria program.

The MOH Cambodia looks forward to working alongside everyone to free Cambodia from malaria.

Phnom Penh, January 2016

Dr. MAM BUNHENG
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Preface

Cambodia has signiﬁconﬂy reduced malaria morbidﬁry and morfo|ify over the last 10 years and is on the po’rh
for elimination as laid out in the National Strategic Plan for Elimination of Malaria in the Kimgdom of
Cambodia, 2011-20925, which was endorsed by Samdech Akka Moha Sena Padei Hun Sen, Prime Minister
of the Kingdom of Cambodia. The Malaria Elimination Action Framework (2016-2020) is an amendment to
the origmo| strategy and reflects new strategic updo‘res based on chonges in the country’s epidemio|ogico| and
programmatic context, while ‘roking into account recommendations from the 2012 Malaria Program Review

and recent g|obo| and regiono| po|icy guide\ines.

The Malaria Elimination Action Framework was deve|opeo| fo c|eor|y describe the opprooch, imp|emenfoﬂon
strategies, and roles and responsibi\i’ries of stakeholders involved in the national malaria response. It is a
dynomic document that |oys out in detail the ﬂve—yeor action p|on for elimination, but will be updo’red as
necessary based on results produced and the 0voﬂ|obi|i’ry of new evidence or tools. This document was
developed primarily by the National Centre for Parasitology, Entomology and Malaria Control (CNM), with
support from the World Health Organization (WHO), Clinton Health Access Initiative (CHAI) and other
technical partners (as described in Annex 1). Consultations with Ministry of Health provincio| and district staff,
Ministry stakeholders from Central Medical Stores (CMS) and the Department of Food and Drug (DDF), as
well as technical and imp|emenﬁng partners took p|oce between MQ\/—Ju|y 2015 to generate consensus on

elimination opprooches.

Beyond consultation with local stakeholders, this document is constructed based on guidonce from the Malaria
Elimination in the Greater Mekong Subregion 2015-2030 and is aligned with the principles of the new WHO
Global Technical Strategy (GTS) for malaria 2016-2030, including:
e All countries can accelerate efforts towards elimination fhrough combinations of interventions tailored
to local contexts.
e Country ownership and |eoo|ership, with involvement and parficipation of communities, are essentiall
fo occe\ero’ring progress Through a multi-sectoral opprooch
o |mproved surveiHonce, monitoring and evo\uo‘riom, as well as stratification b\/ malaria disease burden,
are required fo optimize the imp\emenfoﬁon of malaria interventions.
e Equity in access to services especio”y for the most vulnerable and hard-to-reach popu|oﬂons, is
essential.
e Innovation in fools and imp|emen‘roﬁon opprooches will enable countries to maximize their progression

O|ong the pOH’W to elimination.

The successful implementation of Cambodia’s Malaria Elimination Action Framework will contribute to the
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Executive Summary

Cambodia has made considerable progress in diminishing their malaria burden over the last decade and has
a vision of a malaria-free country by 2025. The Malaria Elimination Action Framework (MEAF, 2016-2020)
is the guiding document designed to direct the necessary strategies and inferventions for Cambodia to
successfu”y reach their elimination objectives over the next five years. The framework was also deve\oped fo
o|ign the national malaria response fo the WHO technical strategies highhghfed in the Malaria Elimination in
the Greater Mekong Subregion 2015-2030 to contribute to the overall interruption of P falciparum

transmission in areas of mu|ﬁo|rug resistance, inc|udmg ACT resistance, in the Greater Mekong Subregion.

In the past decade, the National Centre for Parasitology Entomology and Malaria Control (CNM) has
worked to cut the number of repor‘red malaria cases (both confirmed and c|inico||y diognosed) in the pub|ic
and community levels to half, from 113,855 cases in 2004 to 56,271 cases in 2014. The overall malaria
mortality rate has also decreased from 0.98 per 100,000 in 2010 to 012 per 100,000 in 2014. This
achievement could be credited to the successes of CNM and the introduction of the National Strategic Plan
(2011-2025), which led to increased coverage of malaria control interventions. Despite this dramatic reduction,
malaria transmission is still endemic in 21 out of the 25 provinces with more than half the popu|o’rion (an
estimated 8.6 million peop|e) still at risk. The northeast region of the country still accounts for over 70% of the

malaria burden, moin|y o\ong the forested borders of Viet Nam, Lao Peop\e's Democratic Repubhc, and

Thailand.

Bui|o|mg off the national strategy with this new framework and occe\eroﬁng the opprooch to elimination based
the country’s epidemio\ogicd and programmatic confext, Cambodia has the goo| to reduce the incidence of
malaria to less than 1infection per 1000 people af risk in each operational district and eliminate Plasmodium

falciparum including multidrug resistance by 2020.

Intervention strategies will cover a wide range of activities to increase the capacity of the malaria program, its
tools and prepare the country for elimination. The speciﬁc framework objectives are tailored to the sco\e—up of

these key elimination strategies:

° Proviohng effective program management and coordination at all levels by 2017 to eﬁcidenﬂy deliver
a combination of forgefed interventions for malaria elimination

e Achieving universal coverage of case management services by 2016 to ensure 100% parasitological
diognosis of all suspeded cases and effective treatment of all confirmed cases

e Protecting at least 90% of all popu|o’rions at risk of malaria with an appropriate vector control
intervention by 2017

° Enhcmcing the surveillance system to detect, immedio‘re|y no‘rif\/, investigate, c|ossi1cy and respond fo
all cases and foci by 2017 to move toward malaria elimination

e Implementing comprehensive IEC/BCC approach that facilitates at least 90% of people seeking
treatment for fever within 24 hours at a health {Oci\i’ry or with a quahﬁed care provider and at least

85% of at-risk population utilizing an appropriate protection tool by 2017
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The Ministry of Health (MOH) will ensure that the required program management capacity is available ot all
levels of the health system and CNM |eodership will support program units and health offices to hire and train
additional human resources to perform the activities outlined in the framework. The MEAF (2016-2020) is
p|onnec| to be imp|emenfeo| join‘r|\/ b\/ CNM and all imp|emen‘ring partners. An |no|ependen‘r National Malaria
Elimination Committee will be established to ensure effective imp\emen’ro’rion of this p|cm and monitoring of

the overall goo| of elimination.

The moalaria situation in Cambodia is he’rerogeneous due to variance in malaria burden by geogrophic areq,
growing mu|ﬁo|rug resistance and mobi|i4ry of at-risk popu|oﬁons To ensure the most operoﬁono”y feasible
strategies are imp|emen’reo|, this framework has outlined malaria strata based on those characteristics. This will
assist CNM in de‘rerminimg what intervention pockoges will be used in what speciﬁc areas. ODs were p|ocec|
in four strata defined as e\iminoﬁon#orgefed, ‘rronsﬁionoL burden redudion, or non-endemic. The expansion
and rollout of elimination activities will follow a phosed opprooch, based on the operoﬁono| stratification and

capacity of the malaria program to transition.

Under the MEAF (2016-2020), elimination activities will begin in 18 ODs in the northwest of the country,
where surveillance activities will be intensified and will be brough‘r to national scale over the next five years as
transitional and higher transmission areas reduce their burden by dep\oying a ‘rorge‘red response to e{ﬁcienﬂy

interrupt transmission and make it opero‘riono”y feasible to {oHow—up with cases and investigate focal areas.
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1 Introduction

The rationale for pursuing malaria elimination in Cambodia is based on the current situation and opportunity,

inc|uo|mg:

1) Malaria interventions have had a signiﬁcon‘r impact, porﬂcu|or|y on P. Fo|ci|oorum, in reducing
incidence down to such low levels in the country that inferruption of transmission appears fo be a
realistic objecﬁve;

9)  Further o|e|oy in oddressing the prob|em of muHidrug resistance could lead to the emergence of
untreatable P. Fo|dporum malaria;

3)  Government leaders have re-affirmed their po|Hico| and financial commitments to ochieving malaria

elimination in the country.

The Moalaria Elimination Action Framework seeks to build on the successes of the National Centre for
Porosi‘ro|ogy Enfomo\ogy and Malaria Control (CNM) and accelerate progress towards elimination in
Cambodia by 20925. This Framework describes how CNM will oggressivdy pursue elimination in low-endemic
areas while s’rrengfhemng interventions to reduce the burden of disease in moderate and high fransmission

areas that will evenfuo”y transition towards elimination.

This Framework higl’]hgl’ﬁs the necessity fo foster support from the highes’r level ofgovemmenf to ensure effective
multi-sectoral engagement, secure necessary resources in’rerHQHy and exfema”y fo support full strategy
imp|emen+oﬁon; address human resources requirements for malaria at all |eve|s; ensure effective nationdl
|eoo|ership and governance, imc|uding stakeholder coordination; expond health services to provio|e full access

for people in remote areas.

At a technical level, Cambodia will farget elimination in low endemic areas by progressive|y imp|emen’ring a
robust surveillance system that facilitates immediate case reporfing and investigation followed by foci
investigation and response. In high burden areas, efforts will be focused on sco|ing—up access to and
s’rrengfhemng the quo\i’ry of diognosis and treatment in both the pubhc and private sectors and ensuring
universal coverage with appropriate vector control interventions. Specio| effort will be made to extend services
to mobile and migrant popu|0ﬂons, inc|uo|ing increasing the number of access points ’rhrough \/iHoge malaria
workers, mobile malaria workers, and |o|or1‘roﬁon malaria workers. Cross-cutting support, inc|uo|mg program
management, moniforing and evaluation, and behavior chonge communication, will be s‘rrengfhened fo

support the core interventions.

This Framework will be rolled out in a phased approach between 2016 and 2019 in an effort to achieve

elimination of P. falciparum and multi-drug resistant malaria by 2020.
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2 Country Profile

Cambodia is located in southern Indochina Peninsula with o total land area of 181,035 square km extending
approximately 580 km from east to west and 450 km from north to south. Cambodia shares its 2,438 km
border with Thailand in the west and nor‘rh, Laos in the north and Vietnam in the east and southeast.

2.1 SOCIO-POLITICAL SYSTEM

Cambodia is divided into 25 provinces and four munidpah’ries (Phnom Penh, Sihonoukvi“e, Kep, and Poi|in),
as shown in Figure 1. Each province is divided into districts (srok), and each district into communes (khum). In
addition, there are a group of vi||oges (phum), o\’rhough ’rl’]e\/ are not considered formal administrative units.

Each municipoh’ry is divided into sections (khan), each section into quarters (songko‘r)

Figure 1. Map of Cambodia showing 25 provinces and 4 municipalities

Phnom Penh
Municipality

(Preah Sihanouk)

Cambodia is @ mu|ﬁ—porfy democrocy under a constitutional mongrchy, currenﬂy ruled by Prime Minister Hun
Sen of the Cambodian People’s Party (head of government) and King Norodom Sihamoni (head of state).
The country's |egis|oﬂve branch is composed of the executive and the bicameral Parliament of Cambodia,

which includes a 61-seat Senate, a-123 seat National Assembly, and an upper house.

2.2 DEMOGRAPHICS

Cambodia has a population of approximately 15 million people, with a growth rate of 1.63%. The birth rate is
95.4%, with over 50% of the population below the age of 22. 20.5% of the of the population lives in urban
areas, with an annual rate of change of 2.65%. The capital city, Phnom Penh, is also the largest, with a
popu|oﬂon of 17M. The maijority of the country’s popu\o’rion (90%) is Khmer, with a smalll percentage of
Vietnamese (5%), Chinese (1%), and other ethnicities (4%). The official language is Khmer, spoken by 96.3% of
the popu|o’riom, and the primary re|igion is Buddhism, proc‘riced by 96.9% of the popu|o’rion.

According to the 2008 Census, 3.5 million people (26.5% of the total population) were categorized as a
migrant (‘a person who has moved to their enumeration area from another \/i||oge or another country, which

was the person’s last residence”). Over the 5 years previous to 2008, approximately 1.7 million people migrated
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between different rural areas, of which 45% of them migroTed from another province. Migrants are moin|y
young adults who moved for fgmi|y or economic reasons. Almost half of them are skilled ogricu\’ruro|, Fores’rry

and ﬁshery workers.

2.3  ENVIRONMENT AND CLIMATE

Cambodia is predominonﬂy a |ow—|\/ing counfry that occupies the central p|0ms of the lower Mekong basin
and is bordered on three sides by dense forested mountainous areas. Topogrophico”y the country is divided
info two distinct parts: (i) the central low |ying p\oms and the flat coastal areas; and (i) the mountainous ranges
and high p|o+eou surrounding the low |ying land. The |ondscope in the central |o|Qins is dominated by Tonle
Sap Lake, the Bassac River and the Mekong River system, which cross the country from the north to the south.
Surrounohng the central p\oins, which cover three quarters of the country’s areq, are dense|y forested and

sparsely populated highlands.

The percentage of Cambodia covered in forest has fallen from about 72% in 1973 to only about 46% in 2013.
Forest is one of the most imporfant economic and environmental resources of the country and a key source of
government revenue and emp|oymen+ for the local peop|e. At least 39% of the land is classified as ogricu|‘ruro|

(22.7% arable, 8.5% permanent pasture, and 0.9% permanent crops).

There are two distinct me‘reoro|ogico\ seasons in Cambodia: the rainy season (May to October) and the o|r\/
season (November to Aprﬂ). The femperature chonges regionoHy and seosono”y. The warmest month is Apri|,
when femperature can rise above 38°C, and the coldest of about 22°C is January. The average annual

temperature is 27°C.

24  SOCIO-ECONOMIC CONTEXT

Cambodia is considered a low-income country, o|fhoug|’1 the country has experiemced sfrong economic growﬂ’]
over the past decade. Gross National Income Per Capita (PPP) in 2013 was $2,890 and GDP (PPP) grew
7.3% from $44B in 2012 to $50B in 2014. Cambodia remains a predominantly agricultural country.
AgricuHure and foresh’\/ contribute sigmﬁconﬂy fo coum’rry/s GDP. Thus, the maijority of the labor force is
agricultural (55.8%), followed by services (27.3%), and industrial (16.9%). Adult labor force participation is high
(78.9% for women and 86% for men) but as of 2012, 17.7% of the population continued to live under the

poverty line.

The country's economic pofenﬂo\ and natural resources are drowing Foreign investment - especio“y from China
and neighboring Vietnam. Gormen‘r—moking is the biggesf indus’rry, emp|oymg around half a million peop|e
and accounting for 80% of exports. Tourism is exponding and Cambodia hopes fo tap info offshore oil and

gas reserves. The inflation rate has increased from 2.9% in 2013 to 4.9% in 2014.

2.5  HEALTH SYSTEMS ANALYSIS

Cambodia’s health expenditure accounts for 7.5% of the country’'s GDP. The country has approximately 0.17
physicians and 0.7 hospital beds per 1000 people. The life expectancy at birth increased by 12 years from
2002-2012 to an average of 72. The fen leading causes of morbidity in the country in 2012 were acute
respiratory m{ecﬁon; diorrheo; mo|orio; cough (of least 21 o|oys),- gynoeco—obs‘re’rric issues; Tubercu|osis; road

accidents; measles; dengue Hemorrhogic fever; and dysenjrery‘ Communicable diseases are thus a |eQding

w
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cause of morbidify, accounting for 83% of the repor‘red disease burden. Non-communicable diseases (NCDs)

are increasing significantly, causing an estimated 53% of deaths per year as of 2012.

The Ministry of Health (MOH) has overall responsibihfy of the health sector, inc\uding: deve|opmem‘r of pohcies
and |egis|oﬁon, strategic p|onmng, resource mobilization and o||oco’rion, monitoring, evo|uoﬂon, reseorch,
providing fraining fo support the provinces. The MOH's main objective in health sector reform is to improve
and extend primary health services Through the imp|emenfo‘rion of the operoﬁono| districts (OD) system.
Provincial health depor‘rmenfs (PHDs) are the link between the MOH and ODs, and imp|emen’r health po|icies,
ensure equifob|e distribution and effective use of resources, manage provincio|/referro| hospi’r(ﬂs, and support
the development of ODs. ODs deliver services according to the health sector objectives and community's needs,

ensure equifob|e distribution and effective utilization of resources and mobilize additional resources.

The resource allocation for health from the state budge‘r has increased 5‘reoo|i|y, while external assistance by
donors remains a substantial source of Fundmg. The Government of Cambodia’s contribution is mosHy in the
form of salaries and allowances for staff at all health levels. Within the total health expendifure of
approximately $70 per capita (2012), out-of-pocket health expenditures remain high at above 60% of totdl
health expendi‘rure The weak regu|o’rory framework, and a need to increase the provision of services, has led
to a rapid development of the private sector. According to the 2013 Cambodia Malaria Survey, 25% of those
surveyed reporting fever in the past 2 weeks, 25% initially sought treatment in private facility, 23% visited o
pHOrmocy/drug shop, and 22% sough‘r treatment at Health Centers (HC). Barriers to accessing services in the
pubhc health sector include distance and rising costs of fransport, restricted opening hours ot government

facilities and the probobﬂify of encounfering |ong waiting fimes.

In order to supp\emen’r for health services under the pub|ic health system, MOH and National Disease
Programs have scaled up several community systems for health inc|uo|ing the establishment of viHoge health
support groups and HC management committees; communif\/—bosed preventfion and freatment support for
TB and HIV; use of village malaria workers (VMWs) and mobile malaria workers (MMWs) to expand early
diognosis and treatment; and use of vi||oge health volunteers (VHVs) and \/i||oge health support groups
(VHSGs) to implement health education programs. These community activities have improved the quality,

occessibih‘ry and utilization of health services, con’rribu‘ring to the genero| improvement in health indicators.

In addition to pub|ic health sector, a substantial share of healthcare services is provided Hﬁrough regu|o‘reo| and
unregu|ofeo| private sector. The providers in private sector comprise of wide range of outlet fypes at retail level,
indudmg regisfered health outlets (phormocies, depof A and B phorchies, and clinical phormocies), non -
regis’rered health outlets (drug stores, mobile providers), and genero|/non - health outlets (grocery sfores and
shops). Unlicensed outlets in the country decreased from 1081 in November 2009 to 28 in July 2011, but this
oversighf on|y seems relative fo phormodes and depofs, There are still numerous unlicensed outlets in the rural

areas which are not regu|o+eo| by MoH and confinue to provide health services without any official supervision.

CAMBODIA MALARIA ELIMINATION ACTION FRAMEWORK, 2016-2020 - 2 COUNTRY PROFILE
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3 Malaria Situational Analysis

31 HISTORY OF MALARIA CONTROL

Interventions to reduce malaria in Cambodia started in in 1951 as part of the Global Eradication Campaign.
Fo||owing a 6-year indoor residudal spraying campaign using DDT, malaria prevo|ence rates reduced from
60% to 0.9% by the early 1960s. From 1970-75, malaria activities were reduced to disruptions related to the
civil war. During the Khmer Rouge from 1975-78, all malaria activities were discontinued. In 1984, the Ministry
of Health (MoH) founded and desigmo’red a specio|ized institution, the National Malaria Centre, to provide
technical and material support fo malaria treatment facilities in provincio| and district Hospifo|s and fo deve\op
and execute a nation-wide malaria control strategy. It was not until the eor|\/ 1990s that |ogisﬁco| support for
malaria diognosis and treatment became in‘regro‘red with the national essential drugs program and the
Moalaria Center transitioned from pure\y hospifo\ based curative activities to more proactive community based
health education, evaluation and control activities. The National Malaria Centre (CNM) was reorgonized in
December 1995 with added responsibihﬂes for schistosomiasis and dengue control activities. The official name
of the institution was chonged to "National Centre for Porosifobgy, En‘romo|ogy and Malaria Control”, but
has retained the acronym CNM.

In 2000, the country infroduced ACTs at a national scale. With support from Global Fund to Fight HIV,
Tuberculosis, and Malaria (GFATM), CNM successfu“y extended access to insecticide treated bed nets and
diognosis and treatment. In 2004, CNM pi|o‘red the vi”oge malaria worker program, which was extended in
2009 o the highest-risk villages and remote areas. Following initial evidence of artemisinin resistance in 2006,
a confainment project was launched in 2009 o|ong the Cambodia-Thai border to increase coverage of control
interventions and limit case management factors associated with the growfh of resistance. In the past 10 years,
the number of reported malaria cases has been halved, from 113855 cases in 2004 to 56271 cases in 2014,

as shown in Figure 2 below.

Figure 2. Malaria Cases and Deaths Reported by Public Facilities and VMWs, 2001-2014
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In 2011, Samdech Decho Hun Sen, Prime Minister of Cambodia, endorsed the National Strategic Plan for
Elimination of Malaria in the Kingdom of Cambodia, 2011-2025. The National Strategic Plan calls for

elimination in the Fo”owing phosed opprooch:

e Short -Term (by 2015): To move towards pre-elimination of malaria across Cambodia with special
efforts to contain artemisinin resistant P. fo|ciporum malaria.

e Medium -Term (by 2020): To move towards elimination of malaria across Cambodia with an initial
focus on P. {o|ciporum malaria and ensure zero deaths from malaria.

e Long-Term (by 2025): To achieve phased elimination of all forms of malaria in Cambodia

3.2  EPIDEMIOLOGICAL PROFILE

3.2.1 Parasites

Plasmodium falciparum was the predominant species among confirmed malaria cases until 2011. With the roll-
out and sco\e-up of mu|’ri—spedes (Pan) ropid diognosﬁc tests in 2009, the proportion of infections due to P.
falciparum shifted and for the first time in 2012, P. vivax accounted for the majority of the cases (see Figure 3).
In 2014, P. vivax infections accounted for 47% (26,183) of cases, followed by 23% (12,422) of P. falciparum
cases, followed by 30% (16,540) of mixed infections' of both P. falciparum and P. vivax. Prevalence of
Plasmodium infection has declined in each successive national survey, from a Weigh‘red national prevo|ence (as

measured by microscopy) declining from 4.4% in 2004, to 2.6% in 2007, to 0.9% in 2010, and finally to
0.1% in 2013 2,

Figure 3. Malaria cases in Public Sector, by Species, and Annual Blood Examination Rate®, 2010-14

Cases treated ABER
120,000 -~ - 3%
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100,000 { @ s
80,000 1 [ | | - 2%
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3
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mm Py =mPf == Mix -~ABER

"Mixed infections predommomﬂ\/ include P. fo\dporum species in Cambodia and should be mferprefed and mcmoged as
such.

? Malaria Consortium and CNM. Cambodia Malaria Survey 2013. 2013.

> ABER (%) is calculated as number of peop\e tested b\/ microscopy and RDTs ina year divided by total estimated
popu\oﬁon
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3.2.2 Vectors

Twenty five malaria vector species have been identified in Cambodia between 2007 and 2013
An.maculatus sl is present Throughou’r Cambodia with An.minimus s.l. more prevo|en+ in the west, while
An.dirus in the northeast. Other vectors such An barbirotrist, Anphi”ipinensis, An.vagus, and An.hyrconus are

also present in Cambodia (see Figure 4).

Andirus is found forested mountains and FooH']iHs, cultivated {oresfs, and rubber p|onfoﬁons, whereas
An.minimus is found outside the forests or in areas where the forests have been cleared. An.maculatus is found
in |'1i||y or mountainous areas and breeds in or near permanent or semi-permanent bodies of clean water like
streams or rivers. An.epiroticus is able to breed in water with some sohnﬁy and is therefore ’rypico”y found in
Cambodia’s coastal areas. These vectors bite during all hours of the evening, but peok biﬁng hours are usuo||y

found to be between 8 pm and 12 am.

Figure 4: Vector Distribution according to Entomological Surveillance at Sentinel Sites (2007-2013)
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3.2.3 Malaria Transmission

In Cambodia, malaria transmission is endemic in 21 out of 25 provinces, but incidence is highest in the north
eastern part of the country, where the malaria burden has become more concentrated over the past 3 years
(see Figure 5). Transmission occurs primori\y in the hot and rainy season between Ju|y and November. It is
estimated that 58% of the popu|oﬁon, or opproximofdy 8.6 million peop\e, live in malaria at-risk areas. Malaria
risk is highes# in forest or forest Fringe areas of the country, usuoH\/ found o|ong the borders of Viet Nam, Lao

Peop|e's Democratic Repubhc, and Thailand.
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Figure 5. Confirmed Malaria Cases (Public Health facilities and VMW)
per 1000 Population by OD (2012-2014)
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Human movement is common in Cambodia and contributes to the continuous geogrophico\ distribution of
malaria ’rhrough the importation (related to popu\oﬂons coming from outside the country) and infra-portation
(related to populations moving within the country) of parasites. In the 2013 Cambodia Malaria Survey,
prevo|ence as measured by PCR was highes‘r among forest goers (5.4%) and travelers (2.9%), compored fo
residents (1.2%)*. The proﬁ|es of mobile and migrant popu|oﬁons (MMP) in Cambodia include seasonal workers
associated with Ogricu\fure, construction or mine workers, forest workers, security personne|, and visitors frove|img
for tourism or to see relatives. Profiles of types of MMPs and their associated activities are described in the

table below.

Table 1. Profile and Activities of Mobile and Migrant Populations in Cambodia®
PROFILE ACTIVITIES EXAMPLE

Agr'\cu|+urc1| activities occurring dur’mg p|cmﬁng seqason
= Farming

(end of dry season) and harvesting season

Workers *  Rubber or cassava p|on‘ro‘rions

(end of rainy season, usuQHy n Foo#hi\\s/p|c1'\ns/vc1||eys)

» ) Activities related to infrastructure construction or

/ »  Construction/ .
- mining in forested arecs, usuo“y in up|cmd

mm mm Mine workers

Dam or road construction

e Gold or gem mines
Foresf/ﬁ'w”a/vgﬂeys ¢

. Go’rhermg forest produc’rs

g Forest
A -

{ Workers

Security

/A

Personnel

Activities in hec:vi|y forested and remote areas in small

mobile groups, usuq”ym up\ond forest/hills

Activities related to po*ro”ing in forested border areas,

'\nc|udmg m'\|i+c1ry, po\'\ce, border pcnfro\ units

Tourism, visits to relatives which could include spending

up to one week in or near the forest

4 Malaria Consortium and CNM. Cambodia Malaria Survey 2073 2013
> Guyant P, Canavati S, Chea N, et al. Malaria and the mobile and migrant popu\oﬁon in Cambodia: a popu|oﬁom

* Hunting

Logging
Fishing

Family event
National holiday

Ecotourism

movement framework to inform strategies for malaria control and elimination. Malaria /. 2015. 14: 959.
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3.3  CURRENT SITUATION AND TRENDS

3.3.1 Morbidity and Mortality

In 2014, Cambodia recorded 56,271 malaria cases in public health sector comprised of public health facilities
and Village Malaria Workers (VMWs), a 47% decrease from 2010. However, this case load showed
approximately 26% increase compared to 2013 and this frend of increase in number of cases, starting in April
2014 has continued in 2015. In first seven months of 2015, the total number of confirmed cases (public health
facilities and VMWs) has increased by 36% compared to the same period in 2014, as depicted in Figure 6,

indico’ring a poTen’rio| resurgence of the malaria burden noﬂono”y

Figure 6. Malaria Cases (Public Health Facilities and VMWs) by Month (January 2013 - June 2015)
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The case confirmation rates by microcopy and/or RDTs in public sector have remained consistently high (2

90%) since 2011, as shown in Figure 7. VMWs diagnosed and treated more than half of malaria cases
recorded in the public sector in 2014 and 100% of these cases are confirmed by RDT.
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Figure 7. Number of Malaria Cases Recorded by Public Health Facilities and VMWs (2010-2014)
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This overall case load does not include malaria cases treated by the private sector, which is believed to freat
up to two-thirds of patients with febrile illness. Antimalarial market share data also indicates that up to 60%
of antimalarials are sold or distributed throughout the private sector in Cambodia [ACT Watch Survey 2013].
As of December 2014, there were nearly 1200 licensed private providers enrolled in the PPM program
implemented by CNM, Population Services International (PSI) and University Research Council (URC) in 34
ODs out of total 45 malaria endemic ODs. These private providers recorded 17,361 confirmed malaria cases
in 2014. However the case data from unlicensed health and non-health outlets that also provide malaria
services is not cop‘rured as these outlets are not part of the PPM program. Thus the number of malaria cases

recorded in pub|ic health sector is an underestimation of the true burden of the disease.

A total of 8 Operational Districts (ODs) accounted for 73% of cases treated in public health facilities, VMW,
and the private sector in 2014: Steung Treng OD (Steung Treng province), Kratie OD (Kratie province), Theng
Meanchey OD (Preah Vihear province), Ratanakiri OD (Ratanakiri province), Sen Monorom OD (Mondulkiri
province), Samraong OD (Oddar Meanchey province), Sampov Meas OD (Pursat province), kampong Speu
OD (Kampong Speu province) (see Figures 8 and 9). The combined population of these provinces is only 1.8
million, 12% of the total popu\o’rion of Cambodia.
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Figure 8. Malaria Cases Recorded in Public and Private Sector by OD (2014)
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Figure 9. Distribution of Absolute Number of Infections by Species by OD (2014)
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Cambodia’s malaria case load is primori|y concentrated in adult males, with males between the ages of 15-49
years comprising two-thirds of malaria cases reported in the public sector in 2014, as shown in Figure 10. This
trend is |ike|y related to the exposure of these popu|oﬁons to forest-associated vectors during peok biﬂng hours

as adult males are often Workmg in ogricu|+uro| or forest-related industries at these times.

Figure 10: Malaria Cases Recorded by Age and Gender - Public Health Facilities and VMWs (2014)
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Cambodia recorded 18 malaria deaths in 2014, a slight increase from 12 in 2013, but a 60% decrease from
45 in 2012. The overall malaria mortality rate has decreased from 0.98 per 100,000 in 2010 to 0.12 per
100,000 in 2014. This achievement could be attributed to the introduction of the National Strategic Plan
(2011-2095), which built national attention on malaria and led to increased coverage of malaria control

intferventions.

Cambodia recorded 18 malaria deaths in 2014, a slight increase from 12 in 2013, but a 60% decrease from
45 in 2012. The overall malaria mortality rate has decreased from 0.98 per 100,000 in 2010 to 0.12 per
100,000 in 2014. This achievement could be attributed to the introduction of the National Strategic Plan
(2011-2095), which built national attention on malaria and led to increased coverage of malaria control

intferventions.
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3.3.2 Multi-Drug Resistance

Parasite resistance to artemisinin and other ACT partner drugs has been detected in five South-East Asian
countries, mc|uo|ing Cambodia. There is a concern that mu|’ri—o|rug resistance could spreod, given the high level
of popu|o’rion mobi\i‘ry. If resistance were to spreod fo or emerge in India or sub-Saharan Africa, the pubhc
health consequences could be dire, as no alternative antimalarial medicine is currenﬂy available with the same

level of efficacy and tolerability as ACTs.

Artemisinin resistance was first identified in clinical studies in Cambodia in 2006, however refrospective cmo|ysis
of molecular markers indicates that artemisinin resistance |il<e|y emerged as eor|y as 2001 before the
widespreod dep|oymenf of ACTs in Cambodia. |niﬁo”y, due to high treatment failure rates with artesunate-
meﬂoqume (AS-MQ), the first-line treatment for the treatment of uncomphcofed P. fo|ci|oorum malaria was
changed from co-blistered AS-MQ to fixed-dose dihydroartemisinin-piperaquine (DHA-PPQ) in Pailin in
2008 and then nationwide in 2010.

After the implementation of this new freatment policy, an increase in treatment failures with DHA-PPQ was
quickly identified in therapeutic efficacy studies in Pailin followed by seven other provinces between 2008 and
2014 in the western and northern part of the country. In provinces with DHQ-PPQ failure, the decision to re-
infroduce ASMQ per national po|icy was reached in 2014 as first-line treatment, since the proportion of P.
fo|dporum strains with mu|‘ri|o|e Pfmdr copy numbers (which confer meﬂoquine resistance) is currenﬂy minimall
in the area. DHA-PPQ remains the first-line freatment in the rest of the country. Quinine plus doxycycline over

7 days has been adopted as second-line therapy.

As of June 2015, failure rates of DHA-PPQ have crossed 60% in Siem Reap and have reached 30-40% in
provinces including Oddar Meanchey, Stung Treng and Battambang, as shown in Table 2. Further increase
in mu|‘rio|rug resistance inc|uo|ing artemisinin resistance could lead to the resurgence of malaria not on|\/ in
Cambodia, as well as neighboring countries. In areas with early treatment failure, alternatives to ACT,

spedﬁco”y quinine and doxycyc\ine, administered via inpatient care may be required

Table 2. Day 28 Cure Rates following Treatment with ACT from 2010-2014°
ACT 2010 201 2012 2013 2014

* 983% Rqﬂonqkiri « 375% Siem Reap
* 100% Kratie

* 66.7% Stung Treng
* 100% Kampot .« 8949 Mondulkn
¢ 93 3% Preah Vihear e onadin

$1.3% Pursat

69 9% Battambang
100% Kampong Speu
100% Kampong Thom

* 76% Pailin
DHA-PIP  + 93% Pursat
* 100% Rattanakiri

* 905% Pursat
¢ 100% Kratie

ASMQ * 100% Pailin
Artesunate- ¢ 867% Pailin
Pyronaridine * 898 % Pursat

Previous|y, drug resistance stratification risk was divided into two fiers: Tier 1 being those nine provinces with
demonstrated artemisinin resistance; and Tier 2 referring to the other 12 provinces ’rhof, by deﬁmﬂon, are at risk
but where resistance has not been confirmed. Because resistance affects the malaria situation of the entire
country, no tier strafification will be useo|, but evidence of muHidrug resistance will be one of the factors used in

the phasing strafegy.

8 As recorded via ‘rheropeuﬁc e{ﬁcocy studies (TES)
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3.4  PROGRAM ORGANIZATION, MANAGEMENT AND PERFORMANCE

3.4.1 National Malaria Program Organization

In recent years CNM has evolved from an essenﬂo“y vertical program to a more odminisfro‘rivdy decentralized
and m’regra’red program within the Cambodian pub|ic health system (Figure 11). The providers in pub\ic health

system are composed of:

1. National, provincio| and district referral hospifo\s (RH)

2. HGCs and Health Posts: minimum level primary health care services moim\y for rural popu|o’rions that
cover around 10,000-20,000 people each

3. Community health volunteers/workers (under MOH/National Disease Programs or NGOs)

Responsibﬂify for the detailed p|cmning of many activities has been Ossigned to staff at PHDs and ODs with
dedicated malaria teames. |mp|emen‘roﬂon of activities re\oﬁng fo pub\ic sector malaria diognosis and treatment

are now more fu”y mfegrofed into the genero| health services at the health post, HC and referral hospifo| level.

In addition, CNM in collaboration with partners also provio|e malaria diognosis and treatment services ’rhrough
collaboration with private providers. Under the Public-Private Mix (PPM) program, the licensed private sectors

are enrolled, trained and monitored for malaria case management services and case load reporting.

CAMBODIA MALARIA ELIMINATION ACTION FRAMEWORK, 2016-2020 - 3 MALARIA SITUATIONAL ANALYSIS

s 14



Figure 11. Structure of National Malaria Program Organization

Other Disease
Programs and Units

* 9] in mala

Ministry of Health

* 4 in non-endemic

OD Malaria teams
(1 supervisor &1 or 2 assistants per team)

Referral
Hospitals
Health Centres
~1050in 2015

VMWs / MMWs

/ Private Providers
~1200 in 2015

Population at risk of contracting malaria

3.4.2 CNM Structure

CNM is divided into three main bureaus each handling the technical, financial and administrative aspects of
the NMCP (Figure 12). All three bureaus are under the direct management of the Director. The Deputy
Directors provide necessary support in terms of technical oversighf, financial p|orming, partner relations and/or

project management.

The Technical Bureau oversees treatment, training and supervision for the four disease-specific programs. The
malaria program is the |orgesf among the disease speciﬁc programs monoged by the Technical Bureau,
accounting for 75 percent of the Technical Bureau's staff. The work of the Bureau is carried out by twelve
technical units: Entomology, Epidemiology, Research, Vector Control, Monitoring and Evaluation, Laboratory,
Health Education, IT, Helminthiasis, Filariasis, PPM and Village Malaria Workers. The Administration Bureau
is primori|y responsib|e for administration inc|uo|ing persorme| and |ogisﬁcs management. The bureau oversees
the Fundioning of 6 units, nome|y Administration, Transportation, Procurement, Librory, Securi’ry and C|eoning.
The Procurement Unit is responsib|e for the quonﬁﬁcoﬂon, ordering and purchosing of drugs, commodities,
equipment and goods required by the programs operated by CNM. The Finance Bureau manages all financial
matters mc|uc|ing donor suppor‘red grants and projects. The Bureau's work is carried out by three units, nome|y
Accounting; P|onmng and Materials; and Financial Services Unit. The Financial Services Unit is so|e|y

responsible to manage the GFATM grants.
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CNM has a total staff of 152 (as of December 2014) out of which 80 are government staff, 38 are temporary
and 15 are contracted under the GFATM grants and 19 under other malaria granfs. The orgonizoﬂono\
structure of CNM and the staff per unit is shared in Figure 12 below.

Figure 12. Organizational Structure of CNM and Staff Number per Unit
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3.4.3 Program Performance

Cambodia has strong po|iﬁco| will for and commitment to malaria elimination from both government and
partners. Financial support from the government includes resources to support infrastructure, fransport, and
permanent human resources. The government supports decentralization of health activities to the periphero|
level for more efficient and effective imp\emenfo’rion of strategies, but low salaries and capacity within the staff
across the health levels is a sigmﬁconf cha”enge fo quo|if\/ imp|ememoﬁon and provision of services. So|ory
and capacity growﬂﬁ severe\y affects hiring and retaining of talented staff within the pubhc health system in
Cambodia. Partners offer a range of malaria expertise in terms of research, technical assistance and

imp|emenfoﬁon of malaria program fhroughou‘r the country, but coordination remains a cho”enge

CNM  has  experience in  managing concurrent  multi-million  grants  for malaria. CNM  has
administered/received grants from GFATM since 20092; Bill and Melinda Gates Foundation (BMGF, 2009-
2010); and has recently started new malaria projects (2015-2016) funded by Regional Artemisinin Initiative
(RAI) and New Funding Model (NFM) under GFATM and Pilot Elimination Project in Preah Vihear province
under Asia development Bank (ADB). For GFATM, CNM has acted both as Principle Recipient and Principal

Implementing Partner (PIP).
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4 Strategic Plan

MISSION: The Royal Government of Cambodia’s mission is to work together with all relevant partners
and the communities themselves to enable sustained delivery and use of the most effective prevention and
treatment measures for those affected most by malaria loy mobihzing all the required resources and
ensuring compliance with all national standards and guidelines for key malaria interventions toward

elimination.

GUIDING PRINCIPLES:

1. Political commitment, |eoo|ers|’1ip and ownership

2. Equity in access to services, especio”y for the most vulnerable and other underserved popu|o‘rions af
risk of malaria

lmprovement of performonce of health services

Innovative tools and opprooch

Community participation

NGNS

Inter-sectoral opprooch

GOAL: Reduce the incidence of malaria to less than 1 infection per 1000 people at risk in each

operational district and eliminate Plasmodium falciparum including multidrug resistance by 2020

Specific objectives:

Providing effective program management and coordination at all levels by 2017 to efficiently
deliver a combination of targeted interventions for malaria elimination

) Achieve universal coverage of case management services by 2016 to ensure 100%
parasitological diagnosis of all suspected cases and effective treatment of all confirmed cases

Protect at least 90% of all populations at risk of malaria with an appropriate
vector control intervention by 2017

Enhance the surveillance system to detect, immediately notify, investigate, classify and
respond to all cases and foci by 2017 to move toward malaria elimination

2 Implementing comprehensive IEC/BCC approach that facilitates at least 90% of people
A seeking treatment for fever within 24 hours at a health facility or with a qualified care provider
and at least 85% of at-risk population utilizing an appropriate protection tool by 2017
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Provide effective program management and coordination at all levels by
2017 to efficiently deliver a combination of targeted interventions for
malaria elimination.

11  Strengthen Program management and coordination

The Minisfry of Health will ensure that the required program management capacity for p|cmning,
implementation, monitoring and evaluation is available at all levels of the health system. The CNM will develop
and updofe a human resource o|eve|opmenf p\on and advocate for high level commitment for imp|emen‘ro‘rion
of this plan. CNM leadership will support program units and PHD/OD health offices to hire additional human
resources o perform activities as detailed under the Malaria Elimination Framework. National po|icies and
guidehnes will be reviewed and updofed as necessary based on the results of monitoring and evaluation. CNM
will carry ouf Mid-Term Review of Strategic Plan in 2017 and Malaria Program Review in 2019 with support
from WHO and external stakeholders. Outcomes of these reviews will inform revision of Malaria Elimination

Action Framework.

All health staff involved in malaria operations will be trained on program management Opprooches and
p|onning and technical guidonce for malaria elimination. Standard operating procedures for all activities
monoged at provincio| and district level will be o|eve|opeo| fo improve management and occounfobﬂi’ry of

malaria operations. Provincial health deporfmenfs will meet with district health staff carry out an annual review
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to chart progress against the national monitoring and evaluation |o|on and deve\op provindo\ operoﬂono| p|ons
in quarter four for the coming year. CNM and PHDs will meet in quarter one of each calendar year at Annuall
Moalaria Review Meeting to o|ign operoﬂono\ |o|ons QACross provinces. These p|ons will be submitted to the
Ministry of Health to improve fransparency and coordination. As data is collected and information omo|yzed,
nationall, provincio|, and district p|c1ns will be odapfed on an ad hoc basis to respond to the dyhomic malaria
situation occordmg|y, To support those working on malaria at provincio| and district-level, CNM will carry out
bi-annual supervisory Visits with field staff to assist in p|onnmg, imp|emenfoﬂon, monitoring and evaluation of

malaria control activities.

A Malaria Elimination Taskforce will be created at national level amongst senior management ot CNM,
MOH, and lead technical and imp|emen‘ring partners, to serve as a steering commifttee to guide
implementation of the Malaria Elimination Action Framework. Additionally, an Independent Malaria
Elimination Commission will be oppoin‘red to monitor overalll countfry progress towards elimination in
preparation for eventual certification. This Commission will be expected to meet biannually to advise the CNM
and make periodic verification visits at provincio\ level. Terms of reference for |no|epeno|erﬁ Malaria Elimination
Commission will be created to define roles and responsibih‘ries and members with necessary experience will be

selected.

12  Advocate for high level commitment to malaria elimination

The Prime Minister of the Royo| Government of Cambodia has committed to elimination of all forms of malaria
by 2025. This support was reiterated at the 2014 East Asia Summit in November 2014, when 18 heads of
state from the Asia-Pacific region, inc|uo|ing Caombodia’s, committed to the goo| of malaria elimination in the
entire region by 2030. The Ministry of Health, CNM, WHO, and partners, including the Asia Pacific Malaria
Leaders Alliance (APLMA), will continue to advocate for commitment to malaria elimination at the highest
levels to secure effective multi-sectorial engagement, address human resources requirements for malaria, ensure
effective national |eoo|ers|'1i|o and governance, expond health services to provide full access for peop|e in remote
areas, and determine appropriate opproaclﬂes fo sustain commumh/—\evd services beyond malaria speciﬁc

services.

Elimination goal and objectives will be included and prioritized in national health sector strategy. The CNM
will issue official malaria progress reports to senior management of the Ministry of Health as well as pub|ish

these updates on the CNM's website (http://www.cnm.gov.kh/) to maintain visibility of the program.

1.3 Expand and maintain functional partnerships

Partners inc|uo|mg govemmerﬁo| sectors, national and international nongovemmen‘ro\ organizations, the private
sector, media, bilateral and multilateral agencies, and fumdimg institutions will be harnessed for achievement of
the malaria elimination gog|. A National Multi-Sectoral Malaria Elimination Committee, consisting of all
relevant health and non-health stakeholders, will meet bi—onnuo”y to discuss current progress and c|’10\|enges
related to malaria elimination. Provincial elimination committees, consisting of key health staff and other inter-
sectordl partners relevant to malaria, which o|reoo|y exist in some areas of the country, will be exponded and

sfreng%ened fo support inferventions speciﬁc to the local context.

CNM will appoint focal person fo coordinate all country porfnerships CNM will require all partners and their

activities to be o|igneo| with the elimination action framework. The Malaria Elimination Sub-Technical \)\/orking
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Group, made up of government staff and representatfives from partner organizations with extensive
international and local expertise in malaria, will meet every two months to coordinate activities. Working groups
representing each thematic area (Case Management, Vector Control, Surveillance and Monitoring and
Evaluation, Procurement and Supp|y Chain, and IEC/BCC) will meet on an ad hoc basis to advise the STWG
and CNM.

At Annual Moalaria Review Meeting in quarter one of each calendar year, one day will be dedicated for
technical and financial partners to present achievements and indicate future p|cms for coming year. CNM will
utilize current porTnerships with the WHO, the Asia Pacific Malaria Elimination Network (APMEN), and other
technical partners to deve|op program capacity and liaise with other regiono| malaria programs to inform

technical strategies.

14  Strengthen cross border collaboration for malaria elimination

Cambodia recently endorsed the Strategy for Malaria Elimination in Greater Mekong Subregion (2015-
2030), along with neighboring Vietnam, Thailand, and the Lao People’s Democratic Republic (Lao PDR),
which will support o|ignmenf of national strategies and moniftoring and evaluation frameworks. The CNM, in
close collaboration with WHO and implementing partners, and in the context of the Greater Mekong Strategy,
will sfrengfhen existing cross border activities and establish new ones ‘rhrough conducfing biannual p|onmng
and review meeting, and harmonization and synchronizo’rion of interventions at border areas with neighboring
countries. Coordination between border districts of Cambodia and neighboring countries will be s#reng’rhened
through data sharing agreements and formal action planning sessions. IEC/BCC materials will be developed

in relevant |onguoges for each area to ensure that key messages are absorbed by Torgefed audiences.

1.5  Mobilize resources to support program implementation

Resource mobilization efforts to ensure successful implementation will be led by CNM and MOH to support
program Imp|emenfoﬂon A full costing of this Action Framework will be carried out and updcﬁed as necessary.
This will include financial ono|ysis of costs associated with malaria elimination, a gap ono\ysis, and the
deve|opmenf of a sus’roinobi\ify p|cm‘ For any financial gaps, a business p|cm will o|eve|opec| and disseminated
to guide financial partners and their investments in Cambodia’s malaria elimination program. Following annudl
review and p|orming meeting, CNM will meet with financial partners to o|ign resources with elimination action
framework. For external financial partners, CNM will deve|op opp|icoﬁons as opportunities are presenfed
CNM will also e><p|ore the po‘renﬁo| of innovative ﬁmoncing mechanisms to increase domestic resources for
malaria elimination. A sustainability plan will be developed in 2018 to ensure that all essential activities are

continued Hﬁrough elimination certification and prevention of reintroduction phose,

CNM will work with the MOH's technical Working group for engaging with the private sector fo ensure malaria
elimination is priority for investment and pub|ic—privofe collaboration. Speciﬁc private sector entities may be

engoged in malaria elimination dependmg on the area ’rorgefed and the private sector’s stake in that region.

1.6 Introduce and scale up appropriate interventions for mobile, migrant and other
underserved populations at risk of malaria infection

Due to the th risk of infection among mobile and migrant popu|oﬁons, specio\ efforts will be enacted to reach

this population with strategic interventions. CNM will appoint focal person to engage with and coordinate
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partners and activities directed towards mobile and migrant popu|oﬁons (MMPs). Mobihw ono|ysis will be
carried out on a regu\or basis to inform popu|o’rion movement and areas to be ’rorge’red for appropriate
interventions. Mapping and census of MMPs will be conducted every year at regu\or intervals in these speciﬁc
areas of risk to farget bed net distribution and other interventions. This mapping and any ongoing operoﬂono|
research among underserved popu|o’rions will be utilized to regu|or\y updo‘re Strategy to Address MMPs for
Moalaria Elimination in Cambodia. Industries supporting emp|oymen‘r of mobile and migrant popu|o’rions,
Fores’rry, p|on’ro’rion and {orming, construction, and tourism, in at-risk areas will be engoged in malario

preventfion strategies.

Cross-border activities, as listed under Strategy 1.4, will take into consideration speciﬁc interventions for MMPs.
Periodic meetings between Ministers of Health from Combodio, Vietnam, Laos, and Thoibnd, and associated
malaria programs will be held to facilitate p|onmng on underserved popu|oﬁons o\ong the border as areas. As
necessary, CNM will collaborate with other sectors, such as Ministry of Foreign Affairs and the Department of
Immigration, the Department of Tourism, Department of Forestry, and provincial-level administrators to
Qppropriofdy target these at-risk popu|oﬁons. All IEC interventions must take account minority popu|o‘rions

that speok |onguoges other than Khmer.

Mihfory personne|, considered the most eosi|y accessible group of MMPs, will be Torgefed for engagement. In
collaboration between the United Nations and the Royo\ Cambodian Armed Forces (RCAF), all soldiers
Travehng to endemic areas outside the country will be screened pre- and pos’r—dep|oymenf to reduce risk of
infection and importation. CNM will work with RCAF to ensure that all prevention, case management, and

surveillance activities are o|igned with the country's malaria elimination action framework.

1.7  Strengthen Procurement and Supply Management System (PSM)
CNM will work alongside Central Medical Store (CMS) ot MOH and agencies procuring on behalf of donors

to select and register appropriafte produc‘rs, issue tenders and secure procurement of items, and ensure Time|y
o|e|ivery and proper storage. CNM will establish o PSM working group to share regu|or updofes regording
procurement and disfribuﬂon; share stock levels of different commodiﬁes; coordinate with different partners

and resolve any related matters.

CNM will sfreng’rhen mechanisms of forecosﬁmg and quanﬁﬁcoﬂon at central level to include all malaria
commodiities to be distributed by CMS and partners in the country. CNM will work with CMS and PHDs/ODs
fo improve distribution of medicines, reagents, insecticides and other essential commodities as per the need at
periphercﬂ health facilities across the country. A PSM p|on will be deve|opec| for all malaria commodities and
shared with CMS for in-country distribution. CNM will appoint a PSM focal point to oversee the
imp|emenfoﬁon and monitoring of the PSM pbm and the CNM staff will receive fraining and capacity bui\dihg
on PSM systems.

CNM will also imp\emenf a mHealth-based stock management system at HCs across the malaria endemic
ODS to deve|op fransparency to stock ovoi|obi|i+y, monitor supp|ies and ensure no commodif\/ stock outs occur
at any point of time at lower health levels. Health staff will be trained on the stock management system and
SOPs will be established to take appropriate response when needed. Stock levels at central level via national

drug inventory system at CMS will be closely monitored by CNM and supply plan will be updated as needed.
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Achieve universal coverage of case management services by 2016 to
ensure 100% parasitological diagnosis of all suspected cases and
effective treatment of all confirmed cases

In an elimination setting, all suspeded malaria cases must be diognosed and confirmed with a porosi’ro|ogico|
diognos’ric fest. Thorough festing of all patients presenting with the signs and symptoms of malaria at a health
Focimy or to a frained community healthcare worker is necessary fo idenﬂfy and prompﬂ\/ treat infections within
the popu|oﬂon and halt transmission. Diagnosis is a key factor of any malaria program not on|y fo ensure good

fever case management as malaria cases decrease, but also to surveillance and response.

Furthermore, resistance of P. fo\ciporum to artemisinin and other antimalarial medicines has reached 0|orming
levels in Cambodia. In the areas Q\ong the Cambodia-Thailand border, drug failure (defined by positivity up
to 49 doys after ‘rreofmen‘r) is increasing. The dilemma is that mu|ﬁo|rug resistance is both an impedimem’r fo
elimination and a reason for pursuing if. Therefore, it is imperative that diognosis and treatment strategies are

based on evidence, and are e{{ecﬁve\y coordinated and monitored.
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21  Strengthen the parasitological detection of malaria infections

The national malaria freatment guidehnes, which also include national diognosis pro’roco|s, will be reviewed
periodico”y and revised as necessary. Malaria diognosis services will be available ot ol pub|ic health facilities,
licensed private sector providers, trained vi”oge malaria workers and mobile malaria workers, mi|i‘rory medical
services, and select border check points and mobile clinics. Al suspec‘red malaria cases will be porosifo|ogico||y
confirmed before treatment and treatment will on\y be provided to positive cases. Pregnant women resiohng in
endemic areas will be screened for malaria during first antenatal visits. Diagnosis with microscopy and ropid
diognos’ric tests (RDTs) will continue to be used in all areas for prompt porosi’ro|ogic0| diognosis; microscopy is
the preferred diognos’ric tool, but if microscopy is not available, RDTs will be used for to inform case

management and facilitate reporting.

As an opero‘riono| district transitions toward elimination, all malaria cases confirmed by RDT oand/or
microscopy will be re-confirmed by an expert WHO-accredited microscopist. Microscopists will record presence
of both asexual stages and gametocytes during microscopy festing. Molecular diognosﬁcs will be utilized as @
surveillance tool for unders’ronding the level of asymptomatic infections in low endemic areas with mu\’ridrug

resistance to guide operations, but will not be used rou‘rine|y for defecﬁng and freating cases.

All service providers authorized to diognose malaria will be trained on how to prepare malaria slides, conduct
RDTs, and collect dried blood spot (DBS) cards as necessary. Case management trainings will occur annually
for all healthcare workers and will be led by Provincial Health Department and Operational District Health
Staff. CNM will lead PHD/OD staff in fraining of trainers workshop to standardize fraining curriculum and
ensure consistent know|edge and skills related to malaria among the healthcare work force. Regu|or support
and supervision visits will be carried out by PHD/OD staff on a quarterly basis to monitor the quality of case
management services af all pub|ic facilities. Among existing microscopy—equipped laboratories, fraining and
re-fraining of all |oboro‘rory technicians/assistants on WHO microscopy accreditation will be continued. All

laboratories will participate in quohfy assurance and control procedures (see Strategy 2.5).

2.2 Ensure prompt efficacious treatment of all confirmed uncomplicated and
severe malaria cases according to national malaria treatment guidelines
including the utilization of low dose primaquine to reduce the transmissibility
of Pf and radical cure for Pv

All confirmed malaria cases will be treated occorcling to national guidehmes7 Treatment will be s‘rricﬂy based
on porosi+o|ogico| results and all malaria infections will be treated regoro”ess of presence of signs and
symptoms. Malaria treatment or referral services will be available af all pub\ic health facilities, licensed private
sector providers, frained viHoge malaria workers and mobile malaria workers, mi|i+ory medical services, and
select border check points and mobile clinics that offer confirmed and free diagnosis. CNM will implement

primaquine noﬂonc”y at appropriate closcge for treatment of Pfo|dp0rum and P.vivax infections.

7 The current first line treatment of uncomp\\'cofed P. {Q|ciporum/ P. Vivax, P ovo\e, and P. malariae malaria is ACT p|us
ngeTocidQ\ drug. For P. {o\dporum infections or mixed infections that include P. falciparum, a 5'\ng|e low-dose of

primaqguine will be used. For P. vivax and P. ovale infections, standard dose of primaquine up to 14 doys will be utilized
fo prevent re\opse. Prior to treatment with primaquine for P. vivax cases, Glucose-6-Phosphate Deh\/drogenose (G6PD)

festing will be carried out. w}_
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In line with the WHO recommendations all malaria cases will be treated and tracked to ensure cure. All
malaria cases detected in elimination iorge’red ODs will be Foi|owed—up with on dciy 7 and doy 28 Fo||owing
diognosis; a blood smear will be collected and read by a microscopist fo ensure parasite clearance. If o patient
is still positive either on day 7 or on day 28 or becomes symptomatic again within the 28 days window, he/she
will be admitted to the closest inpatient pub|ic i(oci|i‘rv and treated with second-line medications. All referral
facilities will i<eep stock on hand of both first and second line treatments for this reason. Admitted patients may
be remunerated and consent may be obtained to ensure cornp|ionce with inpatient care. Due fo the issue of
growing drug resistance, national treatment guide|ines will be reviewed on an annual basis and revised as

necessary based on available evidence.

In-order to sireng‘rnen case management, CNM and PHD/OD staff will farget all service providers who are
involved with malaria diognosis and treatment for fraining on management of both uncompiicoied and severe
malaria, as well as drug resistance monitoring, which will be combined with fraining on diognosis, surveillance,
and health education. Ad hoc fraining will be provided if there are immediate cnonges to national treatment
guide|inesi Regu|or support and supervision visits will be carried out bv PHD/OD staff on a quor’rer|y basis to
monitor the quo|iiy of case management services at all pub|ic facilities. Among other service providers (rni|iiory,

private sector), designo‘red stakeholders will be responsib|e for carrying out monitoring visits.

DDF will updo‘re regu|oiions on use of antimalarials to include all antimalarial medicines that are not o|igned
with national treatment guide|ines or essential medicines list; DDF will remove and confiscate unapproved
antimalarials from all healthcare providers. DDF's Pharmacovigilance Unit will monitor healthcare workers to
ensure correct prescription and adherence to freatment regimens of antimalarial drugs and fo monitor poien’rio|

adverse events.

2.3 Increase availability of quality case management services among private
sector providers and industrial work sites and plantations

Access to diognosis and treatment will be extended among all licensed private sector providers in each endemic
OD. CNM will manage PPM facilities in provinces with identified rnu|ii-drug resistant (Forrner|\/ Tier 1 provinces)
and partners will manage PPM facilities in surrounding areas (Former|v classified as Tier 2 provinces) up until
2018, after which the whole PPM program will be managed by CNM. Prior to starting PPM in a new area,
CNM and partners will map all private sector providers. From this exercise, qualified and licensed private sector
providers will be engaged for participation in the public-private mix (PPM) program. Private providers under
the PPM program will be trained on eoriv diognosis and treatment occording to national treatment guide|ines,
provided with ACT and RDTs, and incorporated into the national malaria surveillonce system. Supportive
supervision visits to the private providers will be carried out bv CNM, peripnero| staff, and partners.
Additionally, coordination meetings will be held between CNM and partners as well as between CNM and

peripnero| staff to optimize PPM program management.

Private providers that do not quo|iiy for the PPM program will not be allowed to sell antimalarials or
diognosiics, nor will iney be allowed to provide malaria diognosis or treatment. CNM's map of private
providers will be shared with the PHDs, the Department of Drug and Food (DDF), and the Anti-Economic
Crime Police to help enforce this regulation. Additionally, CNM will identify select unlicensed private providers
that the PHD, DDF, and Anti-Economic Crime Police should target for licensing such that they can be
registered under the PPM program.
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24  Place at least one village malaria worker in all villages in malaria risk areas

Vi”oge malaria workers are the foundation of malaria case de’rec’rion, tfreatment services, and surveillance in
Cambodia. To continue to extend access to malaria case management in remofe communities at risk of
malaria, the number of villages with VMWs and MMW:s will be scaled-up from 2539 currently to 4528 over
the course of this strategy. The farget will be to p|oce at least one viHoge malaria worker in every vi||oge
inc|uo|ing cross-border sites considered at risk for transmission or importation of mu|ﬂo|rug resistance. With
limited resources, CNM will utilize o risk stratification to prioritize viHoges in the highesf incidence areas to be
added to the VMW program. To build sus’roinobﬂify into the VMW program, CNM will collaborate with
MoH to convert VMWs info mu\‘ri—purpose healthcare workers wherever possib|e in short-to-medium term and
absorb them into the national network of community healthcare workers in |ong term. VMWs will continue to
provide diognosis and treatment to symptomatic popu|0ﬁons, support referral for severe or comp|icofeo|
malaria cases to nearest health facilities, engage in OD/HC-led LLIN distribution at village-level, and provide
health information and coumse”ing to communities. In low-endemic areas Jrorge‘red for elimination, VMWs will
utilize immediate case notification system for reporting and may support active case investigation and detection
activities af communi’ry—|e\/e|. DirecHy—observed ’rheropy will be carried out by VMWs at vi||oge—\eve|, where

appropriafe.

CNM will collaborate with partners to infroduce and scale up Cross border interventions using VMW and
MMWs. CNM will also work with PHD and OD staff to map |orge—sco|e private sector work sites, mc|udmg
p|on‘ro‘rions and |ong—+erm construction projects, to idem‘riﬂ/ areas vulnerable to importation from mobile and
migrant populations. At idenfified sites, CNM will recruit Planation Malaria Workers (PMWs) or Mobile
Malaria Workers (MMWS) to provide diognosis and treatment services. Existing PMWs and MMWs under

the management of partners will be transferred to CNM control by 2020.

The work of VMWs will be managed by CNM's VMW Unit in collaboration with OD and HC staff. An
operoﬁono| manual will be deve|opeo| fo guide VMW p|ocemen‘r, imp|emen‘ro‘rion of VMW-related
interventions, and regu|orfroining and supervision of VMWs. All VMW:s will receive annual fraining on malaria,
case management, counse“img and health education, and surveillance reporting from OD/HC staff. VMW:s
will participate in a monTHy meeting with district and HC staff on reporting, commodify distribution, and health

education activities.

2.5  Strengthening the quality assurance and control systems for malaria diagnosis
and antimalarial drugs

To ensure accurate diognosis, quo|i‘ry of both microscopy and RDTs must be assured at all levels of the health
sector. The National QA/QC guidelines for malaria along with standard operating procedures (SOP) for
laboratory diagnosis will be developed and disseminated to all PHD/OD staff and service providers. Staff at
CNM central |oborofory and existing provindo| and operoﬁono\ district laboratories will be trained on the
National QA/QC guidehnes. For external quo|i‘ry control, microscopy will be assessed Through the submission
of somp|es by expert microscopist at CNM. All laboratories will partficipate in Accredited External Competency
Assessment (ECA), supported by WHO. A slide bank will be developed to support quality assurance and

fraining on malaria diognosis.

Moaintaining microscopy quo|i’ry noﬂono”y will be essential to defecﬁng treatment failure.
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RDT brand will be selected from among WHO pre-qualified suppliers and results from FIND quality testing
will be considered. CNM will submit RDTs for lot testing upon arrival in country by sending the somp\es fo
Institut Pasteur in Cambodia. Only batches with good performance will be distributed. Quality of transport
and storage of diognos‘ric supphes will be rouﬁne|y evaluated. There will be support and supervision visifs tfo

facilities and \/iHoges to assess the how service providers perform RDTs; onsite training will be provided by

CNM and PHD/OD staff if skills require refreshing

All antimalarials will be procured from WHO pre—quo|ifieo| supphers. The quo|ify of the antimalarials that come
into the country will be odequo‘re|y assessed for quoh‘ry by the National Drug Quo\ify Control \oboro‘rory.

Batch festing of all malaria medicines will be done to ensure quo|iTyA

2.6 Utilize mass drug administration in targeted communities based on evidence
and local context

Based on results of curremﬂy ongoing national and regiono| research projects mc|uo|mg the pi\of studies of
Médecins Sans Frontieres (Belgium) and Mahidol Oxford Research Unit (MORU, Bangkok) in Cambodia
and The Shoklo Malaria Research Unit in Myanmar assessing the logistics, acceptance, safety, and efficacy
of mass drug administration (MDA) and WHO recommendations, CNM will consider the strategy of MDA
in active foci with suspec‘red reservoirs of |orge asymptomatic parasite carriers with an objecﬁve fo interrupt
malaria transmission in low fransmission setfings and to achieve ropid case reduction in moderofef‘ro—high
transmission settings. Based on WHO recommendations, MDA will be considered in areas with good access
to treatment, vector control and good surveillance. MDA will also be considered as part of the immediate
response in situations requiring epidemic control while other interventions are put in |o|oce Strategic decision
making and operational planning for MDA will take place on ad hoc basis in consultation with WHO, local

technical partners and infernational experts.
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Protect at least 90% of all populations at risk of malaria with an
appropriate vector intervention by 2017

3.1  Develop vector management strategy for malaria elimination

CNM will collaborate with PHD/OD staff, WHO, and other stakeholders to develop a vector management
strategy and insecticide resistance monitoring plan based on WHO guidelines, that takes into account all
pofenﬁo| intervention pockoges for reducing receptivity and human-vector interaction by geogrophiccﬂ target
ared. Uﬁ|izing enfomo|ogico\ surveillance at local level and information on insecticide effectiveness and
resistance in Cambodia, this strategy will take into account cost-effectiveness and pofenﬁo| impact of each
strategy. The vector management strategy will guide imp|emen‘ro‘rion and will be updofed on an ad hoc basis
based on ongoing fransmission. CNM will train central, provindcﬂ, and district-level staff on vector

management strategy.
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3.2 Distribution of long lasting insecticide-treated Nets (LLINS) and
hammock nets (LLIHNS] to all populations at risk

Long |osﬂng insecticide-treated nets and hammock nets will be distributed to dill popu|o’rions at risk as the
primary vector control strategy and areas will be priori’rized based on risk strata. Quantification of
LLIN/LLIHN need (1 LLIN per 1.8 people and 1 LLIHN per household) will be based on annual village-level
risk stratification. LLINs/LLIHNs will be procured from GFATM—opproved supphers, received by the central
warehouse, and distributed and stored at provindo\ and district-level. Mass distribution campaigns will be
carried out in 2015 at village-level and led by trained staff from operational districts and HCs and 3-4 years
afterwards (currently planned for 2018), dependent on residual effect and quality of LLINs/LLIHNSs
distributed in 2015, CNIM targets 90% coverage LLINs among all at-risk populations. CNM will monitor
LLIN ownership and utilization uﬂ|izing community survey | month and 6 months fo||owing mass distribution

campaigns. Impact of LLINs will be evaluated in each geographical area utilizing surveillance data.

In target areas reporting low LLIN ownership Fo||owing mass distribution, additional stock will be distributed
to HCs based on the need to provide continuous distribution of LLINs via village malaria workers. Among
mobile populations, LLINs/LLIHNs will be distributed annually at workplace (e.g. longstanding farms,
p|on’ro’rions, industrial sites, as identified b\/ OD and HC staff) ’rhrough net |eno|ing or net giving programs.
LLIHNSs will be distributed continuously near forest locations at select touch points. All LLIN distribution

campaigns will be supporfed by coordinated information, education, and campaigns.

3.3 Indoor residual spraying (IRS) in all classified active foci to halt transmission

Indoor residuall spraying will be imp\emenfed in active foci in response to the presence of local cases identified
via passive or active case detection systems. IRS will be used in low-endemic ODs targeted for elimination
where immediate case reporting and investigation are in p|oce and enfomo|ogico| evidence and community
factors indicate that IRS will be impactful to inferrupt transmission. IRS also may be deployed in response to
outbreaks in th—endemic areas. To ensure effective, safe IRS, well-defined standard operating procedures
will be developed for IRS planning, implementation, and monitoring. The insecticide for IRS will be chosen
based on available efficacy data for Cambodia, procured by CNM, and distributed to ODs. OD and HC
staff will be trained on IRS to support implementation with CNM. IRS will be deployed by trained staff
Fo||owir1g identification of a local case and mapping of all households in the foci. IRS will cover all households

around index case. IRS quality and impact will be monitored by CNM entomology team.

3.4 Strengthen operational research on potential interventions to reduce
residual transmission

To ensure protection against vectors among high-risk groups (e.g. those who work outside at night), CNM will
ono|yze the results of ongoing and comp\efed operoﬁon0| research projects mc|uo|ing the pi|of on insecticide
treated c|o‘r|’1ing by Naval Medical Research Unit for mi\ifory/ormy personne|, and research projects on efﬁcocy
of topical and spatial repellents conducted by Tropical Institute of Antwerp/WHO and MORU/Liverpool
School of Tropico| Medicine respedive|y to evaluate the scheer, utilization, and impact of personcl| profection
measures for vulnerable popu|oﬂons e.g. peop|e who work outside at nig|’1t peop|e who work in forest. Personal
protection pocks for forest goers, also called “forest pocks”, which is a bockpdck that can include an
LLIN/LLIHN, hammock, repellent, rain coat, torch, and IEC materials, are currently being distributed in two

research pi|o‘rs by Fomi|y Health International and Partners for Deve|opmen‘r in Cambodia measuring the
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uﬂ|i‘ry and impact of this intervention. Based on the results of this research, CNM will also consider this
intervention and c|eve|op a straftegy fo utilize these pocks for increasing persono| protection among forest goers.
Additional vector control measures, inc|uo|ir1g community o|rug administration with ivermectin and other
insecticide-based materials, may be studied within the Cambodia context in line with elimination goo|r Results

of all operoﬁono| research projects will inform strategies for sco|efup among the most at-risk popu\o‘rions.

3.5  Utilize environmental management strategies to reduce vector breeding sites

CNM will capacitate PHD and OD staffs in endemic provinces on basic entomology and concepts of
environmental management via annual trainings (1 fraining per year with at least one malaria staff from each
province). In active foci where en‘romo|ogrco| surveillance is carried out, CNM with support from PHD and
OD stoff, will assess the impact of po‘renﬁo| environmentdl management inferventions and o|eve|op po\icy
guidonce for \/i||oge leaders and provincio| and district government to dep\oy these ‘recl’miques. A strong infer-
sectoral collaboration is required for dep|oymenf of environmental management at local level. CNM will work
with district elimination committees and local health staff to engage communities to participate in
environmental management activities. In areas of |'1igr1 transmission, CNM will imp|emen‘r a research project
to assess the po’renﬁo| u’ri|ify and cost-effectiveness of housing improvement fo decrease transmission and assess

the costs of o|ep|oying this intervention.

3.6 Strengthen entomological surveillance for malaria elimination in active foci for
malaria elimination

CNM will hire and train additional staff for the entomology unit to build capacity necessary for entomological
surveillance for elimination. CNM will also o|eve|op central insectary fo facilitate all enromo|ogico| festing on
vector behavior and effectiveness of pofen’rio| vector control interventions. CNM will cleve|op standard
operafion procedures for all enfomo|ogico| festing. Armuo”y, CNM will select three routine sentinel sites, varied
based on the environmental and geographico| context, to monitor malaria vectors. Erﬁomo|ogic0| surveillance
will include identification of vector Species, moniftoring vector behavior and bionomics, mapping species
distribution and densrry, identification of host preference, seasonal fluctuation of species, and assessment of an
area’s receptivity. In ODs rorgered for elimination, an enromo|ogico| assessment will be carried out based on
reporred fransmission fo guide dep|oymenr of appropriate interventions. En’romo\ogiccﬂ assessment will also be

carried out in all districts reporfing poren‘ricﬂ outbreaks based on set outbreak thresholds.

3.7  Routinely monitor insecticide resistance

CNM will work with WHO and technical partners to harmonize current labs in Cambodia into one central lab
for insecticide resistance monitoring and efﬁcocy festing for vector control interventions. CNM will rouﬁne\y
monitor the efficacy of LLINs, insecticides, and repellents among colonized and field mosquitos. Based on
results, a strong collaboration between Ministry of Health, Ministry of AgricuHure, and Ministry of
Environmental Mor\ogemer\’r is needed in order to conﬁrruo”y harmonize regu|oﬁons for the registration of all
public-health related insecticides and the enforcement of these regulations. CNM will periodically review quality

assurance for vector control produds using standard proroco\s of the World Health Organization’s Pesticide

Evaluation Scheme (WHOPES).
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Enhance the surveillance system to detect, immediately notify,
Investigate, classify and respond to all cases and foci by 2017 to move
toward malaria elimination

The imp|emenfoﬂon of moalaria case surveillance based on specific and rigorous standards defines an
elimination program. Malaria case surveillance for elimination aims to detect and mo’riFy all malaria infections,
ensuring that Jrhey are given prompt, efficacious treatment to prevent secomdory cases and fo investigate each
malaria case to determine whether it was \oco“y ocquired or imporfed from outside the country and determine
risk factors associated with infection. Once a local case of malaria has been detected and nofified, active case
detection and a focus investigation s carried out b\/ trained moalaria staff to assess the recepftivity and
vu|merobi|ﬁry of an area and what drives transmission and determine what interventions are necessary to

successFu”y inferrupt transmission.

¢
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41  Define system specifications for upgraded Malaria Information System (MIS]

CNM’s Epidemio|ogy Department and Technical Bureau will convene dall relevant stakeholders involved in
surveillance to review current nationdl systems, ongoing surveillance pi|o‘rs, and best practices from other
elimination countries to o|eve|op the system architecture for malaria elimination surveillance system. CNM will
utilize surveillance working group fo o|eve|op system specifico‘rions based on these consultations to finalize
system fo record, collect, and ono\yze malaria data. System speciﬁcoﬂons will e><|o|icif|y define Techno|ogy and
network needs and reporting formes. System spedﬁcoﬂons will be disseminated to all stakeholders. Additional

hardware and software required for MIS will be procured by CNM.

Routine moany surveillance will be s’rrengfhened across the country fo ensure comp\e’re and ’rime|y reporting
from pub|i<: foci|iﬂes, vi||oge malaria workers, PPM network chi\iﬁes, mi|iTory/po|ice health services, and
implementing partners. CNM will collaborate with Department of Planning and Health Information (DPHI)
fo improve infegration of Health Information System and MIS. System |o|c1hcorm will also facilitate immediate
case reporting from all service providers in low endemic areas Torgefed for elimination. Other data from case
investigation, case detection, vector control interventions, en‘romo\ogico| surveillance, ’rherapeuﬁc drug e{ﬁcacy
s’ruohes, and commodify procurement, dis’rribuﬂon, and uﬁ|izoﬁon, as well as all partner dofo, will be infegrofed
into malaria information system to facilitate comprehensive ono\ysis Dashboards will be updo’red in malaria

information system to inform ropid response.

42  Strengthen and build capacity to implement the surveillance system

Fo||owing the o|eve|opmen+ of the system speciﬁcoﬁons, CNM will o|eve|op surveillance opero‘riono| manual on
overall surveillance system, reporting, and response. The surveillance operqﬁono\ manual will be reviewed
annually and updated as necessary. CNM will work with PHD/OD to update terms of reference for all
malaria-dedicated staff to include all responsibilities for surveillance. PHD/OD health staff will work with HCs
fo assign malaria surveillance respomsibi\iﬁes fo speciﬁc staff focal person. CNM will also collaborate with
Communicable Disease Control (CDC) Departments’ Rapid Response Teams (RRT) at HC level to involve

RRT stoff in malaria surveillance activities.

CNM will assess the need to hire additional staff at central and periphercﬂ level for surveillance and response.
To ensure adherence to national reporting guidehnes and active surveillance activities, CNM will lead frainings
on surveillance among PHD/OD/HC staff, village malaria workers, PPM network facilities, and implementing
partners. CNM will collaborate with mi|i‘rory and po|ice on surveillance training. Training will be m‘regrofed info

other malaria frainings where possib|e4

4.3  Strengthen passive case detection and routine reporting by all
health care providers

Malaria will be a notifiable disease among all pub\ic and private sector providers and community healthcare
workers across all endemic and non-endemic ODs. CNM will collaborate with DPHI to upgrade Health
Information System to o\ign with malaria surveillance system specificoﬁons and opero’rion0| manual. New
forms reﬂecﬁng all necessary malaria data from passive case detection system will be deve|opec| and
disseminated to service providers. CNM will collaborate with mih’rory/pohce forces to o|eve|op mechanisms for

mon‘r|’1|y reporting of malaria passive case data.
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CNM will utilize "Day O surveillance” system as a foundation for real-time case reporting in all low endemic
ODs ‘rorgefed for elimination. When a case is diognosed and treated for malaria, all service providers will
utilize mobile phone/fob|e+ for real-time reporfing of case details, inc|uo|mg geo—referenced datq, T|’1roug|’1
mobile phone network to MIS. MIS will frigger immediate alerts to malaria response teams at CNM and
PHD/OD/HC staff of relevant catchment area. As malaria decreased in an area, CNM will sco|e—up real-
fime case reporfing in a phosed opprooch across HCs/referral hospi‘ro|s in all endemic ODs, provincio\ and

national hospifo|s.

4.4  Strengthen active case detection, case investigation and reporting
for all malaria infections

Active surveillance activities will be carried out in low endemic areas ’rorge’red for elimination. Active surveillance
activities will be detailed in the national malaria surveillance opero‘riono| manual, which will be updofed as
necessary. All confirmed cases presenting at HC and hospifo| will be inves‘rigo’red Fo||owing passive case
defec‘rion, classified (\oco\ case, impor‘red, infroduced and induced) Takmg info account patient household
location and fravel his’rory, and reporfed via real-time case reporting system fo MIS. Cases diognosed by
vi||oge malaria workers and PPM network facilities will be noftified to real-time case reporfing system and when

alerted, HC will carry ouf investigation within 48 hours to c|osshty source of infection.

Reactive case detection, screening carried out in response fo a reporfed case, will be conducted around index
cases using RDTs and/or microscopy; RDTs for point of care diagnosis and blood smears will be collected and
read as soon as possible (maximum within 48 hours) by microscopist at HC or RH to identify additiondl
infections missed by RDT. Regoro”ess of results, all household members will be treated presumpﬂve|y with first
line antimalarials as per national drug po|icy. Other diognosﬁc tools may be considered for active detection as
available and cost-effective. Proactive case detection, screening conducted based on suspicion of transmission
or infections among High—risk groups, will be carried out dependen‘r on previous year's malaria trends,
seosonohfy of transmission specific to an area, or based on an influx of mobile or migrant popu|oﬂons from
endemic areas. Case detection will be utilized to halt any ongoing fransmission and idenH{y specific drivers of
transmission in each focus. \/i||oge malaria workers, viHoge leaders, and provincio\ malaria elimination
committee will be sensitized on issues of importation management and transmission poTen’ri0| fo increase

information shoring that migh’r frigger proactive case detection.

All cases diognosed during reactive or proactive case detection will be treated occording national guidehnes.
All confirmed cases found during case detection will be inves‘rigo’red, clossified, and reporfed uﬁ\izing mobile
phones/tables to MIS by HC staff. In circumstances where there is a high likelihood of an undetected
asympfomatic parasite reservoir that is causing transmission, presumptive freatment may be prescribed fo

community members within a transmission focus or ho‘rspof.

4.5  Strengthen investigation, classification, and appropriate response to all
malaria transmission foci

Fo||owing case investigation and reactive case detection and based on evidence of pofenﬂo| local transmission,
CNM in collaboration with PHD/OD staff will investigate, c|ossi1(\/ and map all foci (vi||oge—bosec|) of malaria
fransmission using a geo-referenced system fo |'1@||o oppropriofdy allocate interventions by area or household.

Annuo”y, case-based surveillance data will be ono|yzed fo iden‘rify any pofenﬁo\ transmission foci that were
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not invesﬁgofed during the malaria transmission seasons and will be classified based on information available.
En‘romo|ogico| assessment will be incorporo’red into foci investigation. Training of all PHD/OD staff involved

in foci investigation and response will occur onnuoHy and will be included in genero\ surveillance fraining.

CNM Epidemio|ogy Unit will map and c|ossify transmission foci as outlined in the foci investigation form -
active foci (new, residuo\, po’ren‘rio|). Based on foci classification and factors driving transmission, CNM will
work with appropriate unifs to lead response, which may include additional vector control, environmental
management, and case detection and treatment. All data emanating from foci investigation and response will

be entered into a geo—referenced database and maintained over time to inform elimination strategy.

46  Strengthen management and usage of data at all health levels

All data from passive case detection, active case investigation and detection, and foci investigation will be
irﬁegrofed o|ong with data on enfomo|ogico| surveillance and infervention coverage within the MIS for full
analysis by CNM. The CNIM's Epidemiology Unit wills continuously analyze the malaria situation for every
OD as data is entered into MIS. PHD/OD will have access to all relevant MIS data, will analyze their data
regu|c1r|y, and will take the appropriate response in coordination with CNM. Annual frainings on data
collection, reporting and ono|ysis at the central and periphero| level will take p|oce. Regu|or feedback will be
provided to all health levels Through epidemio|ogico| reports. Semi-annual malaria bulletins will be genercﬁed

and disseminated.

4.7  Outbreak preparedness and response

In elimination-targeted ODs, local cases are responded to immediately. In higher-incident areas targeted for
burden reduction or fransitioning fto elimination, poTen‘rio| for |orge outbreaks remains. CNM will collaborate
with MOH CDC and partners to develop Outbreak Preparedness and Response (OPR) standard operating
procedures to address the outbreak idenTiﬂcoﬁon, alert mechanisms and response activifies. CNM will
collaborate with the RRTs (CDC) working at provmdo| level for quick outbreak detection and investigation
activities. CNM will also develop OPR early warning system that predicts, detects, and informs on the response
to contain all po‘ren‘rio| outbreaks Through immediate imp\emenmﬁon of preventive and control measures.
Rainfall and femperature data can be used at district level for outbreak predic‘riom. To assist districts in the
identification of oufbreak—prone areas and popu|oﬁons at risk, the country will embark on annual re-
stratification of all districts using surveillance data and mapping of oufbreol«prone areas. CNM will updofe

outbreak thresholds regu|or|y.

CNM will form outbreak response tfeams for each region of the country made up of PHD/OD staff and rapid
response teams from within the Communicable Disease Control Department to lead response to outbreaks.
Similar to foci investigation and response, CNM will work with appropriate units fo lead interventions for
outbreak confainment, which may include additional vector corfrro|, environmental management, and case
detection and treatment. CNM staff and PHD/OD/HC will be trained on outbreak preparedness and
response. CNM will establish flexible Fundimg mechanism to reserve funds for outbreak response activities

inc|uo|mg the procurement and storage of buffer supp|iesA
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48  Strengthening program monitoring and evaluation

Comp|efeness, timeliness and re|iobi|i’ry of the data collected b\/ MOH and CNM is important for monitoring
and evaluation of epidemio|ogico| trends, impact of interventions, and improving management and decision
moking To support s’rrengfhening monitoring and evaluation, CNM will updofe nationall monitoring and
evaluation plan and review as necessary. Update the TORs and SOPs/checklists for the M&E team ot CNM
and PHD/OD/HC level to ensure high quo|i4ry monitoring of case management, vector control, and
surveillance activities. A community survey based on mefhodo|ogy from previous Cambodia Malaria Surveys
will be imp|emenfeo| in 2016 and serve as baseline for elimination. Due to the transition to elimination, other
surveys, such as the Know|eo|ge, Af’ri’rudes, Practices, and Beliefs Survey will be used on an ad hoc basis and

ina ’rorgefed manner fo track progress and inform decision moking

Intervention coverage and operoﬂono| fargets for imp|emenfoﬂon will be assessed regu|or|y to ensure successful
imp|emerﬁoﬁon of this strategy at a level necessary fo 5us’rc|inc|b|y inferrupt fransmission. Periodic review and
evaluation of the national malaria program will be conducted during the imp|emenfoﬂon period. CNM's M&E
Unit will support the Annual Malaria Review, the Mid-Term Review of Action Framework in 2017 and Malaria
Program Review in 2019 with support from WHO and external stakeholders. The Annual Review will be used

fo updo’re progress on all indicators in monitoring and evaluation framework.

49  Strengthen operational research for malaria

CNM will review and finalize the Policies and Guidelines to Conduct Malaria Research in Cambodia. CNM
will name a focdl point for coordmoﬁng all operoﬁono| research for malaria. Once guio|e|ines are established,
CNM will collaborate with partners to conduct frainings for all staff on research design and Imp|emen’ro’rion
To improve coordination for malaria research, CNM will establish a malaria research working group under the
CNM research network to review proToco|s and provide technical input and direction for the country’s research
ogendq CNM will require all partners to submit research data on a regu|or basis and information will be
shared wide|y to inform chonges in strategy. Priority research fopics (included in other sections) include new,
sensitive field diagnosﬂcs, improved surveillance for malaria drug resistance, and sco|e—up of cost-effective

persono| prevention measures.

410 Routinely monitor the efficacy of first line antimalarial and test
new drug regimens

To monitor the efﬁcocy of ACTs and track mu|ﬁ—o|rug resistance, CNM will work with WHO and partners to
carry out fheropeuﬁc efﬁcocy studies (TES) on the country's first-line antimalarials. TES will be carried out at
sentinel sites Throughou‘r the country or on all tracked cases in areas of low endemic malaria transmission.
Additionally, CNM will work with technical partners to test new treatment regimens that may be more effective

in the Cambodia context.
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: Positive Deviance Initiative

Implementing comprehensive IEC/BCC approach that facilitates at least
90% of people seeking treatment for fever within 24 hours at a health
facility or with a qualified care provider and at least 85% of at-risk
population utilizing an appropriate protection tool by 2017/

5.1 Improve quality and dissemination of IEC/BCC messages for malaria elimination

In the context of elimination action framework, CNM will revise the current IEC/BCC strategy and messages
in collaboration with partners to o|ign with and support the imp|emen’ro‘rion strategies in case management,
vector control and surveillance for malaria elimination. Specifico”y, community mobilization and mass media
strategies will be mcorporcﬁed with an overall aim to deliver quo\if\/ malaria-related information on prevention,

malaria signs and symptoms, and access to quo|ify diognosis and treatment.

To promote behavior chonge related to health seeking and persono| protfection, the CNM will deve|op and
distribute malaria IEC materials to members of the pubhc to reinforce key malaria elimination messages. The
CNM will also utilize a multi-media strategy to dep|oy messages via radio, television, newspaper, the World
Wide Web, ce||phone networks, and billboards. The messages and mediums will be Torgefed toward the most

at-risk and underserved popu|o‘rioms. Messages for mass media will be o|eve|opeo| each year during workshop

w
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for development IEC/BCC guidelines (see Strategy 5.1). Updates on intervention campaigns, country progress

toward elimination, and warnings on poTenﬂo| outbreaks will be disseminated Through these mediums as well.

CNM will map IEC/BCC programs of the Ministry of Health and partners fo deve|op a joint work p\om on an
annual basis for the implementation of all malaria IEC/BCC activities in the country. CNM will develop and
harmonize the different IEC/BCC messages and materials across the partners and suited to different regions,
inc|uo|mg highbnd ethnic minorities, non-Khmer speokers, and mobile and migrant popu|oﬂons. To improve
coordination, CNM will convene IEC/BCC sub-technical Working group quor‘rer\y or for ad hoc meetings to
share progress on BCC activities, iden’rhcy best practices and cho”enges in imp|emerﬁoﬁon, updo‘re key

messages and o|eve|op new BCC materials in the context of malaria elimination.

CNM's Health Education Unit (HEU) will also conduct monitoring and supervision of IEC/BCC activities in
selected ODs every quarter. CNM will conduct annual know\edge, attitudes, practices, and beliefs (KAPB)
survey to evaluate the impact of IEC/BCC messages, inform the customization of strategies and approaches
that are compo’rib|e with the practices, customs and beliefs of various communities. Based on results, IEC/BCC

strategies and related materials for future campaigns will be updated. CNM's HEU will include key messages
under IEC/BCC guidehnes and genero| malaria health education in all frainings provided to PHD/OD/HC

s’rof{, VMWs/M MWS/\/H\/S, and providers under PPM network in all endemic and non-endemic areas.

5.2 Strengthen community mobilization for increased uptake of malaria interventions

CNM will work with community leaders at district and viHoge level to mobilize communities and increase
awareness about malaria prevention and access to quo\ify diognosis and freatment. Community sensitization
and training workshops will be organized in cooperation with ODs/HCs involving important community actors
inc|udmg community healthcare workers, private sectors providers, po\ice/mi\i‘rary, rehgious leaders, vi||oge
chiefs, village health support groups, women volunteers under Ministry of Women's Affairs, teachers and other

stakeholders to sfrengﬂ']en the |inl<oges between the key actors and quohfy malaria service provider&

The Health Education Unit will work with other units at CNM and partners to conduct a mapping exercise to
idenﬂfy source communities of mobile and migrant popu\aﬁons and utilize community mobilization Qpprooch
to deliver IEC/BEC messages effectively. CNM will also collaborate with partners to work with large-scale
emp|oyers and imp|emenf IEC/BCC activities at their sites using mobile malaria worker and p|onToHon malaria
worker. For endemic and non-endemic areas, CNM in cooperation with VHVs/VVMWs and Village Chief will
continue to deve\op effective de\iver\/ models for the education of MMPs and other vulnerable popubﬂons at
highfrisk of malaria infection on disease prevention and appropriate treatment seeking behavior. Further, CNM
will conﬁnuo“y evaluate pi|oJr projects on malaria education focused on MMPs and if effective, include them

in the national IEC/BCC strategy if found effective.
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Table 3: Implementation Activities in the Strategic Plan, Operational Plan for 2016-2018

PRIMARY 2016 2017 2018
IMPLE.  SUPPORT
OBJECTIVE/STRATEGY/ACTIVITY MENTER PARTNERS @ R @ @ 0 QR QoL QR

Goal: Reduce the incidence of confirmed malaria cases to less than 1/1000 inhabitants in each operational district to progress

towards Plasmodium falciparum elimination by 2019.

Objective 1: Provide effective program management and coordination at all levels to efficiently deliver a combination of targeted
interventions for malaria elimination by 2019.

Strategy 1.1. Strengthen program management and coordination

1.1.1 Develop and regularly update human resource

development plan to build capacity at program CNM MOH, WHO | x X X

level

1.1.2 Train all malaria-dedicated staff on program WHO

management, planning, and technical guidance CNM p ' XX XX XX
for malaria elimination ariners

1.1.3 Review and update relevant key policy and WHO

standard operating procedures to align with CNM p ' X X X X XX
elimination goals arners

1.1.4 Conduct Annual Planning and Review PHDs OD:s

Meeting for development of malaria operational CNM Por;ners "X X X

p|cms at all levels

1.1.5 Form Malaria Elimination Task Force, develop
Terms of Reference, and conduct Malaria CNM Partners XX IXIX | XX X X[ XiXxixiXx
Elimination Task Force meetings

1.1.6 Appoint National Independent Malaria International
Elimination Committee for WHO certification, CNM and National X X e e X X
define Terms of Reference, and conduct meetings Partners

1.1.7 Monthly provincial supervision by three

. CNM XiXiXiX|XiXiXiX|Xix:ixix
reglona| elimination task forces

Strategy 1.2. Advocate for high level commitment to malaria elimination

1.2.1 O'rgqfﬁiz.e qr?nuq| advocacy meeting for CNM MOH, « « « « « «
malaria elimination Partners
1.2.2 Semi-annual progress report developed
! CNM Part

submitted to MOH, and posted on CNM website N armers X X X X X X
1.2.3 P.arfic.:ip.cfe in regional advocacy meetings for Partners CNM L U N N O U L DO [ N O W
malaria elimination
1.2.4 | te eliminati s and targets i

ncorporate elimination goals and targets in CNM MOH N

national health sector strategy

Strategy 1.3. Expand and maintain functional partnerships

1.3.1 Appoint CNM focal person for partnership
coordination by region

CNM X

1.3.2 Identify and map partners (public and private
sector) supporting malaria elimination agenda on CNM X X X
annual basis

1.3.3 Update terms of reference for Malaria Sub-
Technical Working Group (STWG) and conduct bi- CNM XXX X[x i x xix|x xix X

monthly meetings

1.3.4 Organize partner-focused day at Annual

Planning and Review Meeting CNM Partners x X X
1.3.5 Actively participate in Asia Pacific Malaria

Elimination Network (APMEN) and the Asia- APMEN,

Pacific Leaders Malaria Alliance (APLMA) APLMA X X x

networks
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PRIMARY 2016 2017 2018
IMPLE-  SUPPORT
OBJECTIVE/STRATEGY/ACTIVITY MENTER PARTNERS P R QP 0 R QR 2R QR

Strategy 1.3. Expand and maintain functional partnerships

1.3.6 Conduct Provincial Multi-Sectoral Malaria

- . . PHDs, OD Part
Elimination Committees meetings quqr’rer|y ° ° artners XXX XX X X XXX XX
1.3.7 Conduct National Multi-Sectoral Malaria National-level

L . . . CNM o X X X X X e
Elimination Committee meetings bi-annually ministries

Strategy 1.4. Strengthen cross border collaboration for malaria elimination

1.4.1 Conduct bi-annual meeting to synchronize

GMS National
implementation of all malaria activities with X X X X X X
. . ) Programs
neighboring countries
1.4.2 Regularly share information of mutual Provinces/ Distri
. o y L. N GMS National
interest at national and provincial/district levels cts of GMS XiXiXixX|[xixixix|xixixix
. . . X ) Programs
with neighboring countries Countries

Strategy 1.5 Mobilize resources to support program implementation

1.5.2 Develop and disseminate business plan
(including financial analysis) to increase CNM WHO, CHAI | x X
investments for current resource gaps.

1.5.2 Develop and disseminate business plan
(including financial analysis) to increase CNM WHO, CHAI | x X
investments for current resource gaps.

1.5.3 Carry out annual meeting with financial

. . . WHO, CHA,

partners on national operational plans to align CNM X X X

i i Partners

investments with program strategy

1.5.4 Deve.|'op proposals to financial partners as CNM WHO, CHAI < x < x < x
opportunities present

1.5.5 Explore and assess new and innovative WHO, CHA,
fi . . CNM X

inancial mechanisms Partners

Strategy 1.6 Introduce and scale up appropriate interventions for mobile, migrant and other underserved populations at risk of

malaria infection

1.6.1 Appoint CNM focal person to coordinate
partners and activities related mobile, migrant, CNM X
and underserved populations

1.6.2 Carry out mobility mapping to identify where
Consultant/

and when populations move and how movement Port CNM XX X X X

relates to malaria transmission artner

1.6.3 Conduct GPS mapping of farms/plantations HCs and

and other large scale employed sites at risk of °on ODs, CNM | xix ix x|x x x x|x xix x
. - . VMWs

malaria on a bimonthly basis

1.6.4 Review and finalize the Strategy to Address CNM Consultant, « «

MMPs for Malaria Elimination in Cambodia Partners

I.6.5.Uf.i|ize mu|’ri-sec‘r<.:>ra| me?fings at national c.:nd CNM, PHDs National

provmcn:1| level to devise and |mp|emen’r strategies X i X XX

dOD inistri
necessary to reduce risk among MMPs on ° rinistres,

1.6.6 Provide pre- and post-deployment malaria
screening for all Royal Cambodian Armed Forces CNM RCAF, IPC X X X
and other security personnel

1.6.7 Align RCAF malaria policies for prevention,
case management, and surveillance with national CNM RCAF X X X
malaria policies

1.6.8 Diagnosis and treatment and provision of
forest packs for hard-to-reach MMPs and other #N/A #N/A XXX iX[x i x xix|x xix x
high-risk populations

G
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Strategy 1.7 Strengthen Procurement Supply Management System (PSM)

1.7.1 Update TORs of PSM team at CNM and
appoint focal persons for procurement, supply and
stock management (at national level) and regional
oversight (3 regions)

CNM
Pharmacy Unit

PSM Workmg
Group

1.7.2 Update forecasting tool used for the CHAI JSI,
P . - CNM )
quantification of all malaria commodities at ol Unit PSM Working
central level and train relevant staff armacy 2 Group
1.7.3 Develop annual forecast of all malaria Procurement

commodities and submit the procurement plan to
procurement partner

CNM
Pharmacy Unit

Partner, PSM
Working Group

1.7.4 Strengthen capacity of CMS and OD staff on CNM PSM Working
PSM Pharmacy Unit Group
1.7.5 Update forecast when necessary CNM ) PSM Working
Phormocy Unit Group
1.7.6 Supervision of OD and HC stores; VMW and CNM CNM VMWs
PPM meetings Pharmacy Unit  and PPM Units x X
1.7.7 Facilitate registration of new products for CNM
. Partners X
faster procurement and use Pharmacy Unit
1.7.8 Regularly review stock levels at CMS via CNM
central LMIS systems to check stock level of all _ X
. i, Pharmacy Unit
malaria commodities at the central level
1.7.9 Distribute urgent supplies of malaria
" . . . CNM
commodities to OD stores witnessing malaria Ph Unit X
outbreaks and/or stock outs from CNM armacy =
1.7.10 Maintain LMIS systems at OD level DDF Consultant X
1.7.12 Review the new MIS regularly to get CNM e _(j:N Ml
information on stock levels of malaria commodities piaemioiegy X

at HCs

Pha rmacy Unit

& Surveillance
Units

Objective 2: 100% parasitological diagnosis of all suspected cases and effective, efficacious treatment of all confirmed cases

including mobile and migrant populations.

Strategy 2.1. To strengthen the parasitological detection of malaria infections

2.1.1 Procure, distribute and maintain microscopes Procurement
. CNM
for the peripheral level Partner
2.1.2 Quantify, procure, and distribute other p .
diagnostic commodities including RDTs and rocuremen CNM
. Partner
supplies
2.1.3 Train CN M. |c1bortf1’rory staff on microscopy CNM RITM
and molecular diagnosis
2.1.4 Conduct TOT for referral/provincial hospitals CNM
on microscopy
2.1.5 Train all peripheral laboratory staff (health Rgferrol/provm
L. ™ . . cial hospitals, CNM X
centers) providing malaria diagnosis by microscopy ODs
2.1.6 Monitoring and mentoring all healthcare
providers at all levels to strengthen compliance to PHD/OD CNM X
national guidelines
. . Health
2.1.7 Screen all suspected malaria cases and high o
risk groups (e.g., pregnant women residing in Faciltes, CNM and
. = VMWs, Private partners
endemic areas) .
Providers
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Strategy 2.2. To ensure prompt efficacious treatment of all confirmed uncomplicated and severe malaria cases including low

doses Primaquine for reducing the transmissibility of Pf and radical cure for Pv

2.2.1 Update national malaria treatment

U CNM WHO X
guidelines, as necessary
2.2.2 Quantify, , and distribut p t

-2 Quantify, procure, and distribute rocuremen CNM i i ik i xix xix x| x
antimalarial drugs Partner

2.2.3 Train all healthcare providers on treatment of
uncomplicated and severe malaria and drug CNM, PHD MoH X x X
resistance monitoring and response

2.2.4 Monitoring and mentoring all healthcare
providers at all levels to strengthen compliance to CNM XX X X[X X xix|x xix X
national guidelines

2.2.5 Provide effective treatment of P. falciparum He_c_;ﬁh
ers . . ) Facilities,
at all facilities and community level |nc|ud|ng low ) XX XX | XiX:iX:iX|[X:X:X:X
. . Lo VMWs, Private
dose primaquine to reduce ’rransm|55|b|||’ry .
Providers
Health
2.2.6 Provide effective treatment of P. vivax for Facilities, o i i xixinixlxix i xix
radical cure at all facilities and community level VMWs, Private
Providers
2.2.7 Follow-up treated cases on day 42 and
. . . Health
monitor the re-emergence of symptoms to |den’r|fy e
. . . Facilities, XiXiX X[ XIXiXiX|[XixXiXiXxX
MDR parasites and place patients on second-line
VMWs
treatment to ensure cure
2.2.8 Update and disseminate Department of
Food and Drug (DDF)' regu|c':1'ions to ban .1'|'1e DDE CNM « « N
import and sale of antimalarial drugs not included
in national treatment guidelines
2.2.9 Enforce the regulation on private sector CNM, PHDs,
DDF XiX XX | XiXiXiX[XixixiX

service providers ODs
Q.Q:IO Mo.ni’ror the prescription and safety of DDF CNM < x x x < < xix «
antimalarial drugs

2.2.11 Conduct mass drug administration based on

. CNM, Partners XX | XiXiXix|[xixixix
evidence and local context

Strategy 2.3: Increase availability of quality case management services among licens

2.3.1 Transition Tier 1 PPM program management ~ CNM PPM

to CNM as per the new PPM strategy Unit PSKURC Ix x x X X
2.3.2 Transition Tier 2 PPM program management  CNM PPM PSK
to PSI as per the new PPM strategy Unit x x| X
2.3.3 Identify and map PPM F:vrlvafe prowder.s at CNM PPM PPM Partners | x « «
start of program and on a rolling, ad hoc basis Unit
2.3.4 Quantify, procure and deliver malaria CNM PPM
o . . _ XXX IX [ XX iXixX|xiXxix X
commodities to private providers Unit
2.3.5 Provide refresher ’rrclrflng PP-M providers on CNM PPM
case management (early diagnosis, treatment, _ X X
. Unit
referral, and reporting) every 2 years
2.3.6 Conduct bi-monthly meetings with private CNM PPM
. ‘ XIXIXIX[XiXixXixX|xixixix
providers at OD level Unit
2.3.7 Conduct supportive supervision and M&E CNM PPM
- _ XXX IX[XiXiXiX|[XiXixiX
visits Unit
2.3.8 Scale up of electronic reporting of case data CNM PPM pSK R N R S O I I I
by PPs Unit
ConsuHon‘r,
2.3.9 Conduct nation-wide PPM assessment CNIL\J/I _F;PM External Service XX
" Provider

G
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Strategy 2.4 Village malaria worker in every village in malaria at risk areas

2.4.1 Utilize risk stratification to identify villages

and sub-villages for the allocation of VMWs and CNMU\/,TMWS X X
MMWs "
2.4.2 Develop VMWs Operations Manual CNMU\/*MWS X X
ni
2.4.3 Recruit VMWs/MMWs in new villages CNMU;QMWS XiXiXix|[xixixix
|
2.4.4 All VMWs receive training on malaria, CASE -\ M VMW PHDs,
management, counselling and health education, , X XiXxix|xixixix XX
. .. Unit ODs, HCs
and reporting training
2.4.5 VMW:s provide malaria case management
services to resident villagers and to mobile VMWs XX X X|[Xx x x: X X X
populations in nearby areas
2.4.6 Monitoring of VMW program management  CNM VMWs  PHD, ODs,
at OD and HC level Unit HCs XX XXX X XX x X
2.4.7 Conduct semester supervision of VMWs CNM VMWs  PHD, ODs,
, XiXiXixX|[xixixix XX
performance Unit HCs
2.4.8 In’reg.ra‘re VMW:s with other community CNM YMWS MOL i ixix < x
health services Unit
2.4.9 Monitor drug adherence (DOT), where CNM VMWs
g , XiXixXix|[xixixix XX
possible Unit
2.4.10 Set up plantation malaria workers on CNM PSK o ix x I xixixix < x

selected plantations

Strategy 2.5: Strengthening the quality assurance and control systems for malaria diagnosis

2.5.1 Update, print and disseminate guidelines on
quality control and assurance and the Standard

antimalarial drugs

Operating Procedures for the laboratory diagnosis CNM WHO, URC 1 x
of malaria
2.5.2 Accredited External Competency Assessment ,
L . ACT Malarig,

(ECA) of malaria microscopists at central and WHO CNM X X
provincial level
2.5.3 Train PHD/OD staff on monitoring and
supervision of microscopy services (including cross- CNM
checking of slides) and share feedback on quality X X
of microscopy on annual basis
2.5.4 Establish and maintain a quality-assured
national malaria slide bank at central and CNM WHO
provincial level

.. . Referral/
2.5.5 Conduct quarterly supervision of microscopy oD Provincial
services at HCs [by OD/PHD] e XX X XX xex.x

Hosp\f0|
2.5.6 Conduct semester supervision of microscopy
services in every OD [by CNM)] CNM x x X x
2.5.7 Ensure quality control of inputs for the
laboratory diagnosis of malaria (RDTs, Procurernent XiXixix|[xixixix X X
. ! Partner, CNM
microscopy)
us

2.5.8 Quality control for anti-malarials Pharmacopoeia X iXixix|xixixix XX

92.6: Utilize mass drug administration in targ

Drug Quo\\"r\/

2.6.1 Conduct operational research and regularly

. . LT R h
review the evidence on mass drug administration in CNM eseare XXX xX|[xixixix X X
. Partners
Cambodia
2.6.2|mr.:>|.emen’r’rhestrafegyinfcrgeted PHD, OD, HC CNM o ix I x i xixix < x
communities staff
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Objective 3: Protect at least 95% of all populations residing in malaria active foci with an appropriate vector control intervention.

Strategy 3.1 Develop integrated vector management strategy for elimination

3.1.1 Review data on entomology, vector control, CNM Vector

. L . ) Partners X X X
and insecticide resistance Control Unit
3.1.2 Develop manual for vector management CNM Vector WHO, « «
strategy and insecticide resistance monitoring plan ~ Control Unit Consultant

3.2.1 Conduct annual village risk stratification to

inform quantification and distribution strategy of %N[\;I \‘/Edir Partners X X

LLINs/LLINHs for populations at risk ontrorn

3.2.2 Estimate the overall quantity of

LLINs/LLIHNs needed for mass and continuous CC,:,::O\‘/@J;? Xixixix|xixixix|[xixixix

distribution campaigns

3.2.3 Procure and distribute LLINs/LLIHNs and

Procure-ment

other required equipment to peripheral health CNM X X X
- Partner

facilities

3.2.4 Distribute LLINs/LLIHNs to all at-risk CNM, PHDs, Procurement

populations through mass distribution campaign ~ ODs, HCs and  and Distribution

(2015, 2018) VMWs Partner

3.2.5 Continuously distribute LLINs/LLIHNs to at- CNM, PHDs,  Procurement

risk populations reporting low or no LLIN ODs, HCs and  and Distribution | x X

ownership VMWs Partner

3.2.6 Distribute LLINs/LLIHNs and repellent to

. . CNM, PHDs,
migrant workers via place of employment
. ODs, HCs and XEX X[ XEXIXEX|XiXiXix
(farm/plantation/other large-scale employment
. VMWs
sites)
3.2.7 Monitor LLIN mass distribution campaign via  CNM Vector Procgremehf
. . and Distribution | x X X
rapid assessment Control Unit
Partner
3.2.8 Conduct research on the acceptability of CNM Vector
. ) Partners X
different net types Control Unit

Strategy 3.3. Indoor residual spraying (IRS) in all classified active foci to halt transmission

3.3.3 Train OD/HC staff on IRS in targeted

operational districts with active case investigation CNM PHDs, ODs | x
program
. - . . CNM
3.3.2 Procure insecticides and equipment according
. . Procurement X X X
to expected foci and outbreak potential Uit
3.3.3 Train OD/HC staff on IRS in targeted
operational districts with active case investigation CNM PHDs, ODs | x
program
3.3.4 Spray all households around index case
household (10-20 HH) in target operational HCs, VMWs XiX|[xixix x|[x xi xi x
districts with evidence of ongoing local transmission
3.3.'5 Spray all hOL..lseh'OldS (minimum 80%) within HCs, VMW il xinix!ixlxixixtx
active focus experiencing outbreak
3.3:6 Monitor gucﬂi’ry and coverage of indoor CNM PHDs, it x i in xlxixixtx
residual spraying ODs
3.4.1 Review potential tools for reducing residual CNM Vector WHO,
- . X X X
transmission Control Unit Partners
3.4.2 Evaluate the safety, utilization, and impact of CNM Vector WHO,
personal protection measures Control Unit Partners x

G

CAMBODIA MALARIA ELIMINATION ACTION FRAMEWORK, 2016-2020 - 4 STRATEGIC PLAN
42

W
5



PRIMARY 2016 2017 2018

IMPLE- SUPPORT
OBJECTIVE/STRATEGY/ACTIVITY MENTER PARTNERS P2 B 2 R O R QR o R QR
CNM
3.5.1 Train PHD and OD staff on basic entfomology  Entomology XX X | x X
Unit
CNM
3.5.2 Assess impact of potential environmental N
. . . Entomology XX iXiX|XixXixix|[xixixix
management interventions in targeted foci Unit
ni
3.5.3 Develop policy brief for village
. " CNM
leaders/government policy makers on specific
. . . Entomology XiXiXiX|XixXixXix|[xixixix
environmental management interventions for Unit
interrupting transmission in targeted areas ‘
3.5.4 Hold local stakeholder meeting with all CNM
relevant sectors in preparation for implementation ~ Entomology X X X
of environmental management. Unit
3.5.5 Design and implement operational research CNM
project on the feasibility and impact of housing Entomology Partners XiXiXiX|X:iX
improvement in high-endemic areas Unit
Strategy 3.6 Strengthen entomological surveillance for malaria elimination
CNM
3.6.1 Build capacity of CNM's entomology unit Entomology WHO XXX X[X X ixix|x xix X
Unit
CNM
3.6.2 Training of CNM entomology staff Entomology WHO XX XX XX
Unit
CNM
3.6.3 Collected vector samples and data at sentinel N
. Entomology XXX X:iXix XiXiX
sites )
Unit
3.6.4 Monitor receptivity and vector density in CNM
areas where transmission has been interrupted (no Entomology X i X X i X X X
local cases) Unit
CNM
3.6.5 Maintain insectary for lab study of mosquitos ~ Entomology XiXiXiX[XiXixix|xixixix
Unit
CNM
3.6.6 Confirm species identification and infected N
Entomology XiXiX X[ X XiXixX|xix XxXix
rate by PCR )
Unit
3.6.7 Map vector distribution, transmission foci and CNM
. . Entomology X X X
vector control interventions .
Unit
Strategy 3.7 Routinely monitor insecticide resistance
CNM
. . . . CNM
3.7.1 Procure supplies for insecticide resistance Entomology
o Procurement XEXiXIX|[XIXIXiIX|XiXiXiX
monitoring ) and Vector
Unit .
Control Units
CNM
3.7.2 Monitor efficacy of LLINs, insecticide, and Entomology
) . XiXiXIX|[XiXiXiX|XixXixXiX
repellents on field mosquitos and Vector
Control Units
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Objective 4: Strengthen the surveillance system to immediately investigate, classify, report and respond to all cases and foci to
move toward malaria elimination

Strategy 4.1 Define system specifications for upgraded Malaria Information System (MIS)

CNM
4.1.1 Review and define architecture of surveillance  Epidemiology ~ Surveillance
. . X : X X X
systems and Surveil-  Working Group
lance Units
CNM Consultant
4.1.2 Develop system specifications with Epidemiology 0”59 ot
. . , Surveillance | x i x i x i x
surveillance working group and Surveil- )
_ Working Group
lance Units
4.1.3 Procure and install hardware for MIS «
upgrade
4.1.4 Procurement, installation, and customization
XixXixXix|[x X
of software for MIS upgrade
4.1.5 Maintain and customize MIS as required X X X

Strategy 4.2 Strengthen and build capacity to implement the surveillance system for malaria elimination

CNM

4.2.1 Develop malaria surveillance operational Epidemiology S \}\/I—:‘O
manual and Surveil- WourL,v:‘ (grze X X x
lance Units 9 up
CNM
4.2.2 Assess human resource capacity at Epidemiology
OD/PHD/HC level and Surveil- WHO x i x x xdx x xaxx x x o x
lance Units
. CNM
4.2.3 Train PHD/OD/HC staff, PPM network, Eoidermiol
VMWs, military/police, and implementing pracmioiogy X X X X X X
) and Surveil-
partners on surveillance ,
lance Units

Strategy 4.3 Strengthen passive case detection and routine reporting by all health care providers

4.3.1 Mandate malaria as a notifiable disease CNM DPHI, CDC, X
Partners
4.3.2 Upgrade malaria-portion of HIS in
collaboration with Department of Planning and CNM, DPHI
Health Information (DPHI)
3.3.3 Align m|||’rcry/po-||ce repo.rhng with national CNM, RCAF Wi ix xlxixix xlxix xix
ata forms and reporting requirements
4.3.4 Procure and distribute mobile phones/tablets CNM
with reporting application to all service providers Epidemiology ~ Procurement
(health facilities, VMWs, private providers) in and Surveil- Partner XXX XXX XX xixjxix
targeted ODs lance Units
CNM
4.3.5 Upgrade real-time system to include Epidemiology
immediate case alert and stock management Consultant and X X
features and link it with MIS Surveillance
Units
Strategy 4.4 Strengthen case detection, investigation and reporting system for all malaria infecti
CNM VMWs,
4.4.1 Conduct mapping of households in every Epidemiology
village in ODs selected for elimination to compile a VMWs and X X X X
household location database Surveillance
Units
CNM VMWs,
4.4.2 Investigate, classify, and report all cases from Epidemiology
health center and hospital level in ODs targeted HGCs, VMWs and XX iXiX | XX iXiX|[Xixix:ix
for elimination Surveillance
» Units
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4.4.3 Follow-up at household level, investigate, and %NZ/] V_I\TWS’
classify all confirmed cases reported by VMWs and plaemiciody
. . HCs, VMWs and X X X | X X X X[xixix x
PPM network through real-time case reporting )
. . . P . SU?’V@\”OHC@
system in districts targeted for elimination Unit
ITS
CNM VMWs,
4.4.4 Carry out reactive case detection around Epidemiclogy
. . HCs, VMWs and X XX | xixixix|[xixixi x
index cases in ODs targeted for elimination )
Surveillance
Units
CNM VMWs,
4.4.5 Conduct IRS in households around the index Epidemiclogy
HCs, VMWs and XXX | X X ixix[xixixix
case household in Elimination ODs ]
Surveillance
Units
4.4.6 Carry our proactive case detection based on CNM VMWs,
suspected transmission, increase in presence of Epidemiology
high-risk populations, changes in HCs, ODs and XXX XXX XX ix
receptivity/vulnerability, and to prevent outbreaks Surveillance
and report data to MIS Units
Strategy 4.5 Strengthen investigation, classification, and appropriate response to all malaria transmission foci
CNM
4.5.1 Investigate, classify, and map all foci in Surveillance
elimination targeted ODs to identify drivers of and Xixixix|[xixixix
transmission Entomology
Units
CNM
4.5.2 Respond to active foci based on results of Epidemiclogy
. L HCs, ODs and X iXiXix|xixixix
investigation )
Surveillance
Units
4.5.3 Establish and maintain geo-referenced CNM Surveil-
database for all foci lance Unit XX [ XX XX XX XX
Strategy 4.6 Strengthen management and usage of data at all health levels
4.6.1 Train surveillance officers at the central and e _dCNMl
peripheral level on data collection, reporting, pieemioiegy WHO X X X
. o . Oﬂd SUrVellf
analysis and data validation )
lance Units
CNM
4.6.2 Establish access to central MIS for PHD/OD Epldemlolo.gy PHDs ODs |x x x x|x x x x|x x x x
staff and Surveil-
lance Units
CNM
4.6.3 Establish feedback mechanisms on Epidemiology
surveillance data for all health levels and Surveil- XX XXX XXX X ixjxix
lance Units
Strategy 4.7 Outbreak preparedness and response
CNM WHO
4.7.1 Develop guidelines for outbreak preparedness  Epidemiology i
i Surveillonce | x
and response and Surveil- ,
_ Working Group
lance Units
4.7.2 Train all relevant staff on outbreak _ CNM
Epidemiology
preparedness and response ‘
Unit
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Strategy 4.7 Outbreak preparedness and response

4'.7.3 !nveshga‘re and take response in outbreak CNM Portners «
situation
CNM
4.7.4 Develop outbreak early warning system in Epidemiology  Surveillance
. , A X i x X i x XX
areas targeted for burden reduction and Surveil-  Working Group
lance Units
4.7.5 Establish flexible funding mechanism for WHO and
outbreak response, including buffer stock of CNM Port on X X IXiX|X X X X|X X X X
malaria commodities arners

Strategy 4.8 Strengthen program monitoring and evaluation

4.8.1 Update Monitoring and Evaluation plan CNM M&E
. ) WHO X
and revise as necessary Unit
4.8.2 Train all malaria-relevant staff on CNM M&E WHO
Monitoring and Evaluation Unit X X X
4.8.3 Conduct Cambodia Malaria Survey (2016) C%:::Ered CNM X
4.8.4 Conduct Community Survey (2018, 2020) CNM ngr:jgred XX XX
4.8.5 Conduct Mid-Term Review of Malaria CNM, WHO Portners < x

Elimination Action Framework

4.8.6 Conduct Malaria Program Review (2019) CNM, WHO Partners

4.8.7 Conduct ACTwatch Outlet Survey PSK Xixix
4.8.8 Conduct MMP Survey CNM
Strategy 4.9 Strengthen Operational Research for malaria
4.9.1 Review and endorse the Policies and CNM
Guidelines to Conduct Malaria Research in Research X
Cambodia Network
4.9.2 Assign a CNM focal point to lead on the CNM
. Research X
operational research agenda
Network
: . CNM
4.9.3 Train CNM staff on research methodologies
. Research X X
across core thematic areas
Network
4.9.4 Conduct quarterly meeting of CNM CNM
Research Network to coordinate the research Research XIXiXixX | xixixix|[xixixix
agenda in an elimination setting Network

Strategy 4.10 Monitor drug efficacy and test new drug regimens

4.10.1 Conduct Therapeutic Efficacy Studies (TES)
on ACTs recommended in NTGs at selected CNM WHO X X X X e e X

sentinel sites

4.10.2 Conduct therapeutic studies on artesunate
and piperaquine

CNM WHO X X XX X i X
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Objective 5: Implement comprehensive IEC/BCC approach
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Strategy 5.1 Improve quality and delivery of IEC/BCC messages for malaria elimination

5.1.1 Review and update current national IEC/BCC  CNM Health  IEC/BCC
strategy to align with the national elimination Education Working XX XX XX
strategy Unit Group
5.1.2 Print/disseminate malaria IEC/BCC CNM Health
messages for different CNM programs and Education XiXiXiX|[Xixixix|xixixix
partners as per the operations manual Unit
5.1.3 Train PHD/OD health staff on IEC/BCC CNM Helo
i Education XIXIXIX|[ XX XiX|[XiX XX
guidelines .
Unit
5.1.4 Deliver health education using CNZ/]H\/M@?]/S
VMWs/MMWs/PMW:s and other methods of VMW and ried XX IXiX|[Xxixixix|[xixixi x
. . Education
mass media as per national IEC/BCC strategy Units
5.1.5 Coordinate with partners on IEC/BCC CNM H_elo
e Education Partners X X X
activities )
Unit
IEC/BCC
CNM Health Workmg
5.1.6 Conduct KAPB survey Education Group, X
Unit Contract
Partner
5.1.7 Monitoring and supervision of IEC/BCC
T CNM Health
activities in selected ODs (government and partner Educar Partners,
implementation) to identify barriers, challenges LCJC:ﬁ‘Oﬂ PHDs, ODs | XX X XX X X X px X x X

and discuss potential solutions

Strategy 5.2 Strengthen community mobilization for increased uptake of malaria interventi

CNM Health

5.2.1 Build community networks and organize £d Te,o Vil
-ion
sensitization workshops in selected villages for l_JCO © rege X i X X i X X i X
community mobilization Unit, HCs, stakeholders
VMWs

.5.2.2 E?/a|ua’re the 'currenf/fuf.ure pilot proje'c’rs o M Healih
improving the quality and delivery of malaria Educat
education to general population, and/or focused pearen Partners X

and Technical X X

on MMPs, and include them in IEC/BCC strategy

if found effective

Bureau Units

5.2.3 Utilize the community mobilization approach
to improve awareness about malaria risk,
prevention and diagnosis and treatment among

MMPs

CNM Health
Educat-ion
and VMW

unifs
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5 Implementation of Strategic Plan

0.1  STRATIFICATION

The moalaria situation in Cambodia is he’rerogeneous due to variance in malaria burden b\/ geogrophic areaq,
growing mu|ﬁo|rug resistance (MDR), and mobih‘ry of at-risk popu|oﬁons, The identification of speciﬂc malaria
strata based on these characteristics is essential for defermining the most feasible, impoc’rfu\, and cost effective
strategies, opprooches and interventions. It is not on|y critical to choose what intervention pockoges fo use in
each stratum, but when to undertake these activities. The phosimg of malaria elimination will be based on the

stratfification and the operoﬁono| capacity of the nationdl program fo fransition info elimination.

At present, the strata have been identified u‘ri\izing quantitative characteristics of malaria transmission. The
primary value for categorizing the strata is malaria incidence, spedﬁco”y incidence of P. {o|ciporum and mixed
infections in 2014 as repor‘red by pub|ic health facilities, VMWs, and private sector facilities. This is compored
against a province level map mdicoﬁng where there is evidence of mu|ﬁo|rug resistance measured fhrough
sentinel site surveillance and pre\/ious|y designo#ed as Tier 1 areas. With the lack of available data on
mobi|e/migronf popu\o’rions, historical incidence data was ono\yzed to determine the sfobﬂify of transmission

in ODs bordering high malaria burden areas.

Figure 13. 2014 Annual Parasite Index of P. falciparum+ Mixed Infections and
Evidence of Drug Resistance by oD
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Combming these defined characteristics above, speciﬁc ODs were p\oced infto four strata for opero‘rionohzo‘rion

and fargeting of the strategy:

e Elimination-targeted ODs: cluster of ODs with APl under 1 per 1000 population including
neighboring ODs with APl at the lower threshold of 1-10 per 1000 population chosen because of
operoﬂono| Feosibihfy due to them being part of the same province, low absolute number of infections,
and/or their mu\‘ridrug resistance status. The ODs bordering high burden areas were assessed for their
s’robi|i’r\/ of malaria transmission.

e Transitional ODs: cluster of ODs with average API higher than the elimination-targeted ODs, with
available evidence of mu|‘rio|rug resistance. These are posi‘rioned for elimination fargeting in the
subsequen‘r year.

e Burden Reduction ODs: API over 10 per 1000 population, regardless of evidence of multidrug
resistance

e Malaria Free ODs: Historically considered to be without local transmission

Figure 14. 2016 Operational Stratification

Elimination Phasing
[] Elimination-targeted

Yy \ B8 Transitional
() B Burden reduction
O\ ] Non-Endemic

5.2  Phasing

Under this action Fromework, elimination activities will be brough‘r to national scale as transitional areas and
higher burden areas reduce their burden to make it operoﬂono”y feasible to fo||ow—up with cases, investigate
focal areas, and o|eve|op a Torge‘red response. In the first malaria elimination phose in 2016, the elimination
activities will be concentrated in 18 ODs in the northwest of the country, where surveillance activities will be
intensified to guide a ‘rorge‘red response to interrupt transmission. In this e|iminoﬁon—+orge+eo| stratum, all
confirmed cases reported at the health facility, VMW, and PPM network level will be subject to an
epiclemio|ogico| investigation. All cases will be classified to idenﬂfy the |ike|y source and reason for infection.
Case investigation, o\ong with reactive case detection and foci investigation, will inform the response to each

speciﬁc foci.
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In the transitional and burden reduction stratum, where there are still many cases of malaria and it is not
possible to investigate each malaria case individually (above 10 malaria infections per 1000 population at risk
per yeor), efforts will be made to oggressive|y scale up and improve the quo|iry of preventative inferventions,

as well as access to drognosrs and freatment.

In Phase 2 in 2017, the elimination-targeted area will then include the 21 ODs currently in the Transitional
stratum, while three of the ODs in the Burden Reduction strata will move into the stage, leaving 3 remaining
OD:s still in this stratum. In Phase 3 in 2018, the elimination-targeted area will then cover 44 of the ODs
currently considered endemic, with the highest 3 ODs shifting to the transitional stage. By 2019, the entire
country will be Torgefed for elimination. See Table 4 describing this phosed confinuum. Based on available
surveillance information and chonges in the eprdemro|ogico| context, this pr]crsed opproocrr may be updo’red

in the future.

The revision of surveillance system and other opprooches to address the new elimination cho”enges will be
initiated before areas enter into the elimination prrose As the parasite reservoir decreased and became possib\e
to track every case, if is rational to phose in/initiate case and foci-based surveillance and other relevant
elimination activities. The transition of ODs from Burden Reduction to E|imino‘rion—’rorge‘red requires chonges
of responsrbihﬂes occording to the revised job definitions of program personne\, revising surveillance and
information systems imc|uding relevant proc’rico| guidehnes, reorienting cross-border collaboration with
neighboring countries, sfrengrhenmg inter-sectoral cooperation and odop‘ring monitoring and evaluation

procedures to malaria elimination. The unique intervention strategies by stratum are preserﬁed in Table 4.
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Table 4: Phased Approoch to Elimination in Cambodia

Phase 1 - 2016

Elimination-targeted

Number of ODs Included: 18
Estimated 2014 Population: 3,981,313
2014 Pf + Mixed Infections: 5,083

Transitional

Number of ODs Included: 21
Estimated Population: 3,900,711
2014 Pf/mixed infections: 7,853

Elimination Phasing

] lmination-targeted Burden Reduction

E%L?z:?ggjlcmn Number of ODs Included: 6
A Estimated Population: 1,071,112
2014 Pf/mixed infections: 23,956

Phase 2 - 2017

Elimination-targeted

Number of ODs Included: 39
Estimated Population: 7,887,024

Transitional
Number of ODs Included: 3
Estimated Population: 673,163

Burden Reduction

Elimination Phasing

[ Elimination- d

B Transonst Number of ODs Included: 3

I Burden reduction ) )

[ Non-Endemic Estimated Population: 397,949

-~ Elimination-targeted

Number of ODs Included: 42
Estimated Population: 8,555,187

Transitional

Number of ODs Included: 3
Estimated Population: 397,949

Elimination Phasing
[] Elimination-targeted
[ Transitional

[ Non-Endemic
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Operational Objective 2
Strata (Diagnosis and Treatment)

Elimination
Districts

Transitional
Districts

Burden
Reduction
Districts

Table 5: Intervention Strategies by Strata

Objective 3 Objective 4 Objective 5
(Vector Control) (Surveillance) (IEC/BCC)

° Quo|iiy services fbrougb
pub|ic health facilities,
VMWs, and PPM
providers

e Quality assured
diognosis with RDT and
microscopy

e Treatment with effective
ACT + primaquine

e Training and supervision
of all healthcare staff

® Ban on all unlicensed
private providers

e Treatment follow-up to
ensure cure

e Quality services through
pub|ic health facilities

e Extension of VMW and
PPM providers in
remaining hotspots

e Quality assured
diagnosis with RDT and
microscopy

e Treatment with effective
ACT + primaquine

e Training and supervision
of all healthcare staff

e Ban on all unlicensed
private providers

e Therapeutic efficacy
studies

e Quality services through
pub|ic health facilities

o Extension of VMWs to
all vi”oges

e Extension of PPM to all
remaining boispo’rs

e Quality assured
diagnosis with RDT and
microscopy

o Treatment with effective
ACT + primaquine

e Training and supervision
of all healthcare staff

o Therapeutic efficacy
studies

e Mass and continuous
LLIN distribution in
fransmission bo’rspofs

o [RS in identified foci
where appropriate

e Environmental
management of vector
breeding sites

° En’ron'ioiogiccﬂ
surveillance

e Mass and continuous
LLIN distribution in
fransmission boispo‘rs

e Environmental
management of vector
breeding sites

e Enfomological
surveillance

e Mass LLIN distribution
to all at-risk
popu|g‘rions

e Continuous LLIN
distribution

e Environmental
management of vector
breeding sites

e Entomological
surveillance

e [mmediate case-based
reporting via cell pbone

from HCs, VMWs and
PPs

e Case investigation and
immediate reporting
via tablets at HCs

e Reactive case
detection around
confirmed cases in
fransmission areas

e [oci investigation and
response

e Continual analysis to
ideniii(y and mitigate
drivers of transmission

o All data entered and
managed in MIS

e Case-based reporting
via tablets at HCs on
rnon’rbiy basis

e Proactive case
detection

o All data entered and
managed in MIS

o Outbreak
preparedness and
response

e Case-based reporting
via tablets at HCs on
rnon’rbiy basis

e Proactive case
detection

o All data entered and
managed in MIS

o Outbreak
preparedness and
response

e Health education
via VMWs

e Community
mobilization

e Health education
via VMWs

o Community
mobilization

o MMP focused
health education
campaigns

e Health education
via VMW

e Community
mobilization

o MMP focused
health education
campaigns

G
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6 Monitoring and Evaluation

To ensure continual progress toward the malaria elimination goo|, strategies, the imp\emen‘ro‘rion of all
intervention areas must be regu|or\y monitored and cri‘rico”y evaluated. The purpose of the monitoring and
evaluation system is to track the execution of the MEAF (2016-2020), measure whether the set objectives are
bemg met occording to the proposed timelines, and enable the effective oversighf of the malaria program.
Monitoring the framework’s objedives on a routine basis will allow CNM to iden’rif\/ which activities are
successfu”y imp|emen’reo| and which require additional support (financial or technical). By 0||owimg managers
and imp|emerﬁers to understand the impact, outcomes and oufputs of the imp|emerﬁed interventions, the M&E
system promotes evidence-based decisionfmoking. Through proper interpretation of the collected datq,
corrective action can be taken to improve ineffective practices, and best practices can be imp|emen+eo| across
multiple intervention areas. The M&E component of the MEAF (2016-2020) will be the joint responsibility of
CNM and the implementing partners.

Several indicators have been identified to monitor the impact, outcomes and coverage of the national straftegy.
The table below is shows the indicator framework from the Monitoring and Evaluation Plan (2016-2020) by
which the implementation of the MEAF (2016-2020) will be assessed. It outlines the key indicators to monitor
and evaluate the progress on specific objectives in MEAF (2016-2020).

Reporting under the M&E plan will be the joint responsibility of CNM and implementing partners. The main
source of data for indicators will be routine data collection systems, real-time case-based and en’romo|ogico\
surveillance systems to be managed under the Health Information System (HIS) upgraded MIS (2016
onward), the Cambodia Malaria Survey (CMS, 2016) and community surveys (2018 and 2020). A Mid-
Term Evaluation of the Strategic Plan will be conducted in 2018 and a MPR will be conducted in 2020.

Key data from the implementing partners for indicators in the M&E plan will be collected through the MIS
which would be linked with surveillance system of imp|emenﬂng partners. Based on the indicator, data collection
and reporfing will occur on @ o|oi|y, monﬁﬂy, quarfer|y, and annual basis. Targets for the indicator framework

in the M&E Plan are set on an annual basis and are not cumulative. The M&E Indicator Framework for the

MEAF (2016-2020) is described in Table 6.

w
5
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Cambodia Malaria Elimination Action Framework - Key Indicators For Monitoring And Evaluation

Plasmodium falciparum including multidrug resistance by 2020

Number of confirmed malaria cases per 1,000 per mid-year
population, reported across sectors (Health Facilities, VMWs,
PPMs and Military)

Number of confirmed P. falciparum and mixed infections
malaria cases per 1,000 per mid-year population, reported

across sectors (Health Facilities, VMWs, PPMs and Military)

Number of confirmed severe malaria cases per 1,000 per
mid-year population

Number of deaths due to confirmed malaria per 100,000
mid-year population

Number of parasitological tests carried out per 100 persons

Percentage of falciparum and mixed malaria cases among alll
parasitologically confirmed malaria cases

Percentage of local cases by classification

Percentage of ODs out of the 47 endemic ODs that have
reached the API (falciparum + mixed; health facilities, VMW:s
and PPM) threshold (<1/1000) for entering the elimination
phase

Percentage of ODs out of the 47 endemic ODs in 2015 that
have no malaria transmission (zero locally acquired
falciparum + mixed cases)

Impact Indicators 2020 Target Responsible

GOAL: Reduce the incidence of malaria to less than 1 infection per 1000 people at risk in each operational district and eliminate

478 CNM
‘ 15 HMIS, MIS Monthly Epidemiology/Data
(2014) :
Management Unit
CNM
2.50 1.6 (2017
(2014) o (éOQO; HMIS, MIS Monthly Epidemio\ogy/Dofo
Management Unit
CNM
0.099 0.040 HMIS, MIS Monthly Epidemiology/Data
(2014) M 4
anagement Unit
CNM
0.00] 0 HMIS, MIS Monthly Epidemiology/Data
(2014) )
Management Unit
2'42/;;:::;&6 10% in CNM
6.1% in endemic  endemic ODs AMIS, MIS Monthly E@idemiobgyi%a?}
ODs (2014) anagement Uni
CNM
6% 0% HMIS, MIS Monthly Epidemiology/Data
(2013) M .
anagement Unit
0% indigenous
Pf cases by
9090 HMIS, MIS CNM
Not available T (to be captured Monthly Epidemiology/Data
0% indigenous . ]
in the future) Management Unit
Pv cases by
20925
CNM
38% (18/47) 100% (47/47)  HMIS, MIS Annually Epidemiology/Data
(2014) |
Management Unit
HMIS, MIS CNM
Not available  100% (47/47) (to be captured Annually Epidemiology/Data

in the future)

Management Unit
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Outcome/Coverage Indicators 2020 Target Responsible

. OBJECTIVE I: Providing effective program management and coordination at all levels by 2017 to efficiently

deliver a combination of targeted interventions for malaria elimination

Percentage of health facilities with no stock-out of RDTs lasting

more than 1 week at any time during the past 3 months. 100% PUDR report CNM
[This indicator will be disaggregated according to type of health (264/264) 100% for GFA?E/]O PSR Quarterly Procurerment Unit
facility and also according to whether the health facilities are in (Q2 2015)
control or elimination ODs]
Percentage of health facilities with no stock-out of first-line
antimalarials lasting more than 1 week at any time during the .
past 3 months. 1007% PUDR reports CNM
[This indicator will be disaggregated according to type of health (264/264) 100% for GFATM PR Quorterly Procurement Unit
n 4 T , (Q2 2015)
FOC|||’ry and also occordmg to whether the health facilities are in
control or elimination ODS]
2 OBJECTIVE 2: Achieve universal coverage of case management services by 2016 to ensure 100% parasitological diagnosis of
all suspected cases and effective treatment of all confirmed cases
Percentage of successful parasitological tests for malaria that 19 99 CNM
are positive (includes both microscopy and rapid diagnostic o 5% HMIS/MIS Monthly Epidemiology/Data
(2014) )
tests). Management Unit
Percentage of malaria cases treated in the public sector that are 96% CNM
\ . . . . 100% HMIS/MIS Monthly Epidemiology/Data
confirmed by a parasitological diagnosis. (2014) ,
Management Unit
Percentage of malaria cases treated at community level that 100% el
: . . . . 100% HMIS/MIS Monthly Epidemiology/Data
are confirmed by a parasitological diagnosis. (2014) )
Management Unit
Percentage of malaria cases treated in the private sector that 100% CNM
: . . . . 100% HMIS/MIS Monthly Epidemiology/Data
are confirmed by a parasitological diagnosis. (2014) )
Management Unit
Percentage of designated microscopy points participating in
QA/QC management system (all positive slides and 10% of Not available 100% 8D 8D CNM Microscopy

negative slides sent for retesting and the blind proficiency test
completed each year).

QA/QC Team
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Outcome/Coverage Indicators 2020 Target Responsible

2 OBJECTIVE 2: Achieve universal coverage of case management services by 2016 to ensure 100% parasitological diagnosis of
all suspected cases and effective treatment of all confirmed cases
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. . . - Microscopy .
Perc'el'wf'age of microscopists ach{eV|ng' both se.n?lhvn’ry and Not available 100% OA database 18D CNM Microscopy
specificity greater than 90% during blind proficiency tests. QA/QC Team
(‘ro be deve|oped)
Percentage of malaria product samples tested that met 100% (11/11)
international or equivalent national QC standards. (2014) 100% PDF Quarterly PDF
All - 0% (0/86)
Percentage of sampled antimalarials that are unregistered, Private - 0%
fake, substandard or degraded (disaggregated by sector - (0/73) 0% DDF Quarterly DDF
public/private). HFs - O% (0/13)
(Q1+Q2Q, 2015)
Percentage of anti-malarial drug lots/batches which failed Not applicable
quality control tests that were removed from sale in the ODs (no failed batch 100% DDF Quarterly DDF
where they were detected (in target provinces). in Jan-Jun 2015)
Per.cen'rage o.f.p.rlvo’re sector outlets in endemic provinces not 99.4% (2013) 100% ACT Watch Every 2 years ACT Watch
selling artemisinin monotherapy. Survey
Percentage of prlva"re practitioners with dd‘equc’re case _ MIS CNM PPM/Data
management practices and supply of quality-assured Not available 90% (to be captured Annually v Unit
diagnostics and medicines. in the future) cnagement =
CNM
. . 63% 100% VMW
. i
Percentage of target villages with VMW (2014) (by 2018) Dotabase Annually VMW/Data |
Management Unit
Percentage of VMW:s with adequate case management DV MQM CNM
practices and supply of quality-assured diagnostics and Not available 90% (T bom ?Se q Annually VMW/Data
medicines. o Pe capire Management Unit
in the Fu‘rure)
Percentage of people from the mobile population with fever in MMP Survey CNM/
the last 3 months that accessed parasite-based diagnosis Not available TBD (to be conduct-  Every 2 years ,
A N _ [mplementing agency
[disaggregated by category of mobile/migrant person] ed in future)
Percentage of confirmed malaria cases that received first-line 100% CNM
antimalarial treatment according to national policy at public ~ (21,309/21,309) 100% HMIS/MIS Monthly Epidemiology/Data

sector health facilities

(2013)

Management Unit
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Outcome/Coverage Indicators 2020 Target Responsible

OBJECTIVE 2: Achieve universal coverage of case management services by 2016 to ensure 100% parasitological diagnosis of
all suspected cases and effective treatment of all confirmed cases

[Travellers: People who travel and sleep away from the home
during the past 6 months]

Percentage of confirmed malaria cases that received first-line 100% CNM
antimalarial treatment according to national policy in the (20,611/20,611) 100% HMIS/MIS Monthly Epidemiology/Data
community (2013) Management Unit
Percentage of confirmed malaria cases that received first-line 99% CNM
antimalarial treatment according to national policy from private (15,775/15,894) 100% MIS Monthly Epidemiology/Data
providers (2013) Management Unit
OBJECTIVE 3: Protect at least 90% of all populations at risk of malaria with an appropriate vector control intervention by 2017
Percentage of people living in target villages (risk
categories 1-3) who slept under an insecticide-treated net
. . . 59.9% CNM/
(ITN) during the previous night. 013) 90% CMS Every 3years | ermenting aaenc
[Where an ITN is an LLIN/LLIHN/insecticide treated P 9 ogeney
conventional bednet]
Percentage of children under 5 years old living in target
. - . . 63.3% CNM/
villages (risk categories 1-3) who slept under an ITN during 90% CMS Every 3 years ‘
. . (2013) Implementing agency
the previous night.
Percentage of pregnant women living in target villages 6159 CNM/
(risk categories 1-3) who slept under an ITN during the - 90% CMS Every 3 years ,
. . (2013) Implementing agency
previous night
Percentage of forest visitors in targeted villages (risk
. - . . 48.5% CNM/
categories 1-3) who reported sleeping under an insecticide- 90% CMS Every 3 years _
. . (2013) Implementing agency
treated net the last time they slept in the forest.
Percentage of travelling population in targeted areas (risk
categories 1-4) who slept under an ITN the last time they
slept in a transmission area 518 80% CMS Every 3 years CNM/
P ) (2013) ’ vy Implementing agency
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Outcome/Coverage Indicators 2020 Target Responsible

. OBJECTIVE I: Providing effective program management and coordination at all levels by 2017 to efficiently

deliver a combination of targeted interventions for malaria elimination

Percentage of health facilities with no stock-out of RDTs lasting

more than 1 week at any time during the past 3 months. 100% PUDR report CNM
[This indicator will be disaggregated according to type of health (264/264) 100% for GFA?E/]O PSR Quarterly Procurerment Unit
facility and also according to whether the health facilities are in (Q2 2015)
control or elimination ODs]
Percentage of health facilities with no stock-out of first-line
antimalarials lasting more than 1 week at any time during the .
past 3 months. 1007% PUDR reports CNM
[This indicator will be disaggregated according to type of health (264/264) 100% for GFATM PR Quorterly Procurement Unit
n 4 T , (Q2 2015)
FOC|||’ry and also occordmg to whether the health facilities are in
control or elimination ODS]
2 OBJECTIVE 2: Achieve universal coverage of case management services by 2016 to ensure 100% parasitological diagnosis of
all suspected cases and effective treatment of all confirmed cases
Percentage of successful parasitological tests for malaria that 19 99 CNM
are positive (includes both microscopy and rapid diagnostic o 5% HMIS/MIS Monthly Epidemiology/Data
(2014) )
tests). Management Unit
Percentage of malaria cases treated in the public sector that are 96% CNM
\ . . . . 100% HMIS/MIS Monthly Epidemiology/Data
confirmed by a parasitological diagnosis. (2014) ,
Management Unit
Percentage of malaria cases treated at community level that 100% el
: . . . . 100% HMIS/MIS Monthly Epidemiology/Data
are confirmed by a parasitological diagnosis. (2014) )
Management Unit
Percentage of malaria cases treated in the private sector that 100% CNM
: . . . . 100% HMIS/MIS Monthly Epidemiology/Data
are confirmed by a parasitological diagnosis. (2014) )
Management Unit
Percentage of designated microscopy points participating in
QA/QC management system (all positive slides and 10% of Not available 100% 8D 8D CNM Microscopy

negative slides sent for retesting and the blind proficiency test
completed each year).

QA/QC Team
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Outcome/Coverage Indicators 2020 Target Responsible

2 OBJECTIVE 2: Achieve universal coverage of case management services by 2016 to ensure 100% parasitological diagnosis of
all suspected cases and effective treatment of all confirmed cases
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. . . - Microscopy .
Perc'el'wf'age of microscopists ach{eV|ng' both se.n?lhvn’ry and Not available 100% OA database 18D CNM Microscopy
specificity greater than 90% during blind proficiency tests. QA/QC Team
(‘ro be deve|oped)
Percentage of malaria product samples tested that met 100% (11/11)
international or equivalent national QC standards. (2014) 100% PDF Quarterly PDF
All - 0% (0/86)
Percentage of sampled antimalarials that are unregistered, Private - 0%
fake, substandard or degraded (disaggregated by sector - (0/73) 0% DDF Quarterly DDF
public/private). HFs - O% (0/13)
(Q1+Q2Q, 2015)
Percentage of anti-malarial drug lots/batches which failed Not applicable
quality control tests that were removed from sale in the ODs (no failed batch 100% DDF Quarterly DDF
where they were detected (in target provinces). in Jan-Jun 2015)
Per.cen'rage o.f.p.rlvo’re sector outlets in endemic provinces not 99.4% (2013) 100% ACT Watch Every 2 years ACT Watch
selling artemisinin monotherapy. Survey
Percentage of prlva"re practitioners with dd‘equc’re case _ MIS CNM PPM/Data
management practices and supply of quality-assured Not available 90% (to be captured Annually v Unit
diagnostics and medicines. in the future) cnagement =
CNM
. . 63% 100% VMW
. i
Percentage of target villages with VMW (2014) (by 2018) Dotabase Annually VMW/Data |
Management Unit
Percentage of VMW:s with adequate case management DV MQM CNM
practices and supply of quality-assured diagnostics and Not available 90% (T bom ?Se q Annually VMW/Data
medicines. o Pe capire Management Unit
in the Fu‘rure)
Percentage of people from the mobile population with fever in MMP Survey CNM/
the last 3 months that accessed parasite-based diagnosis Not available TBD (to be conduct-  Every 2 years ,
A N _ [mplementing agency
[disaggregated by category of mobile/migrant person] ed in future)
Percentage of confirmed malaria cases that received first-line 100% CNM
antimalarial treatment according to national policy at public ~ (21,309/21,309) 100% HMIS/MIS Monthly Epidemiology/Data

sector health facilities

(2013)

Management Unit
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Outcome/Coverage Indicators 2020 Target Responsible

OBJECTIVE 2: Achieve universal coverage of case management services by 2016 to ensure 100% parasitological diagnosis of
all suspected cases and effective treatment of all confirmed cases

[Travellers: People who travel and sleep away from the home
during the past 6 months]

Percentage of confirmed malaria cases that received first-line 100% CNM
antimalarial treatment according to national policy in the (20,611/20,611) 100% HMIS/MIS Monthly Epidemiology/Data
community (2013) Management Unit
Percentage of confirmed malaria cases that received first-line 99% CNM
antimalarial treatment according to national policy from private (15,775/15,894) 100% MIS Monthly Epidemiology/Data
providers (2013) Management Unit
OBJECTIVE 3: Protect at least 90% of all populations at risk of malaria with an appropriate vector control intervention by 2017
Percentage of people living in target villages (risk
categories 1-3) who slept under an insecticide-treated net
. . . 59.9% CNM/
(ITN) during the previous night. 013) 90% CMS Every 3years | ermenting aaenc
[Where an ITN is an LLIN/LLIHN/insecticide treated P 9 ogeney
conventional bednet]
Percentage of children under 5 years old living in target
. - . . 63.3% CNM/
villages (risk categories 1-3) who slept under an ITN during 90% CMS Every 3 years ‘
. . (2013) Implementing agency
the previous night.
Percentage of pregnant women living in target villages 6159 CNM/
(risk categories 1-3) who slept under an ITN during the - 90% CMS Every 3 years ,
. . (2013) Implementing agency
previous night
Percentage of forest visitors in targeted villages (risk
. - . . 48.5% CNM/
categories 1-3) who reported sleeping under an insecticide- 90% CMS Every 3 years _
. . (2013) Implementing agency
treated net the last time they slept in the forest.
Percentage of travelling population in targeted areas (risk
categories 1-4) who slept under an ITN the last time they
slept in a transmission area 518 80% CMS Every 3 years CNM/
P ) (2013) ’ vy Implementing agency
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Outcome/Coverage Indicators 2020 Target Responsible

OBJECTIVE 3: Protect at least 90% of all populations at risk of malaria with an appropriate vector control intervention by 2017

Percentage of population living in target, at-risk areas 5904
potentially covered by the long-lasting insecticidal nets (LLINs) 201 53 98% MIS Annually
distributed in last three years

CNM/

|mp|emen‘ring agency

Percentage of households in target areas with at least one ITN

and/or covered by indoor residual spraying (IRS) in the last 12 o19% 90% CMS Every 3 years CN,M/
(2013) Implementing agency
months.
Percentage of households in targeted, at-risk villages (risk 77.8% 90 CMS Cvery 3 CNM/
categories 1-4) with at least one ITN (2013) ° VEry 2 years Implementing agency
Percentage of households in targeted, at-risk villages (risk
. . 53.5% CNM/
categories 1-4) with at least one ITN for every two or less 80% CMS Every 3 years ,
(2013) Implementing agency
number of people
4 OBJECTIVE 4: Enhance the surveillance system to detect, immediately notify, investigate, classify and respond
to all cases and foci by 2017 to move toward malaria elimination
Percentage of targeted Health Facilities submitting timely MIS 100%in 2015 CNM Data
. . L1l (reported 100% MIS Monthly )
reports according to national guidelines Management Unit
through ODs)
Percentage of VMW reports submitted timely into MIS during >90% 1004 MIS Monthl CNM Datoa
reporting period according to national guidelines (2014) ° Y Management Unit
Percenfcge of Plf’s repor’flng.PPM data timely into MIS Not available 1009% MIS Monihly CNM Data |
according to national guidelines Management Unit
Percentage of confirmed malaria cases detected by all , CNM Data
healthcare providers in target ODs nofified through real-time. Not available 100% MIS Monthly Management Unit
Percentage of confirmed falciparum and mixed cases in MIS
elimination ODs investigated at health facilities at point of care Not ovailabl 1009 (ro be captured Monthl CNM Datoa
or at household level (if detected by VMWs and PPM) and oravatabie ° o be capure onrly

7 in the future) Management Unit
classified
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Outcome/Coverage Indicators 2020 Target Responsible

OBJECTIVE 3: Protect at least 90% of all populations at risk of malaria with an appropriate vector control intervention by 2017

Percentage of population living in target, at-risk areas 5904
potentially covered by the long-lasting insecticidal nets (LLINs) 201 53 98% MIS Annually
distributed in last three years

CNM/

|mp|emen‘ring agency

Percentage of households in target areas with at least one ITN

and/or covered by indoor residual spraying (IRS) in the last 12 o19% 90% CMS Every 3 years CN,M/
(2013) Implementing agency
months.
Percentage of households in targeted, at-risk villages (risk 77.8% 90 CMS Cvery 3 CNM/
categories 1-4) with at least one ITN (2013) ° VEry 2 years Implementing agency
Percentage of households in targeted, at-risk villages (risk
. . 53.5% CNM/
categories 1-4) with at least one ITN for every two or less 80% CMS Every 3 years ,
(2013) Implementing agency
number of people
4 OBJECTIVE 4: Enhance the surveillance system to detect, immediately notify, investigate, classify and respond
to all cases and foci by 2017 to move toward malaria elimination
Percentage of targeted Health Facilities submitting timely MIS 100%in 2015 CNM Data
. . L1l (reported 100% MIS Monthly )
reports according to national guidelines Management Unit
through ODs)
Percentage of VMW reports submitted timely into MIS during >90% 1004 MIS Monthl CNM Datoa
reporting period according to national guidelines (2014) ° Y Management Unit
Percenfcge of Plf’s repor’flng.PPM data timely into MIS Not available 1009% MIS Monihly CNM Data |
according to national guidelines Management Unit
Percentage of confirmed malaria cases detected by all , CNM Data
healthcare providers in target ODs nofified through real-time. Not available 100% MIS Monthly Management Unit
Percentage of confirmed falciparum and mixed cases in MIS
elimination ODs investigated at health facilities at point of care Not ovailabl 1009 (ro be captured Monthl CNM Datoa
or at household level (if detected by VMWs and PPM) and oravatabie ° o be capure onrly

7 in the future) Management Unit
classified
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Outcome/Coverage Indicators 2020 Target Responsible

OBJECTIVE 4: Enhance the surveillance system to detect, immediately notify, investigate, classify and respond
to all cases and foci by 2017 to move toward malaria elimination

Percentage of confirmed falciparum and mixed cases in CNM
elimination ODs suspected to be locally acquired, fully Not available 100% MIS Monthly Epidemiology/Data
investigated onsite within 3 days of detection Management Unit
Percentage of foci fully investigated and registered within 7 CNM
d f detection (includi laria focus investigation f.

eyp e etz tmifinale ing rreliara s Tivesigelion e, Not available 100% MIS Monthly Epidemiology/Data

entomological investigation form and focus geo-referencing

and mapping). Management Unit

CNM
Not available 100% MIS Monthly Epidemiology/Data
Management Unit

Percentage of confirmed active foci investigated in which an
appropriate response was initiated within 7 days of detection.

OBJECTIVE 4: Implementing comprehensive IEC/BCC approach that facilitates at least 90% of people seeking treatment for
5 fever within 24 hours at a health facility or with a qualified care provider and at least 85% of at-risk
population utilizing an appropriate protection tool by 2017

Percentage of target population who could explain how
malaria is prevented through the use of ITN.
[The indicator will be disaggregated by the specific information 41.80% T50 cMS Every 3 years CNM/

requested: cause, symptoms, treatment or preventive measures, (2013) Implementing agency
and by the type of interviewee: head of household, women of

reproducﬂve oge]
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/ COORDINATION MECHANISMS

The MEAF (2016-2020) is planned to be implemented jointly by CNM and all implementing partners with
necessary support from MOH, donors and other important stakeholders. While each imp\emen’ring partner
may have separate or same Funding sources, if is sTrong|y recommended and expec’red that their partners will
o|ign their malaria programs with the national strategy and fill any gaps in collaboration with national program
where necessary. CNM will |o|oy the |eoo|ing role in the coordination of activities essential for malaria elimination
with the partners. CNM will also work with other ministries and health deporfmen’rs under MoH to ensure a
multi-sectoral effort is in p\oce to achieve malaria elimination in Cambodia in next decade. New structures for

collaboration with international experts will be formed to regu\clr|y review the progress on malaria elimination.

CNM will revise the terms of reference for the existing Malaria Sub-technical \}\/orking Group (SWTG) to ohgn
with the objectives of and drive forward the strategies of malaria elimination. The malaria STWG chaired by
CNM will hold bi—moany meetfings with imp|emenﬂng and other partners to share and evaluate program
results, facilitate technical discussions, discuss matters related to po|icy—moking and ensure activities are
coordinated. The meetings will be convened as needed for different thematic areas inc|uo|mg case management,
surveillance, IEC/BCC, vector control, and procurement and supp|y management. All the domestic partners
with a stake in malaria elimination will be asked to be part of the relevant Workmg group. CNM will also
establish a National Malaria Elimination Task Force comprising of partners proviohng strategic and technical
support to the national program on doy—fo—doy basis for oversighf of imp|emen‘roﬁon, facilitate communication
with external stakeholders, he\p resolve any bottlenecks needing quick action and participate in discussion-
moking on regu|or basis. All malaria research projects in Cambodia will be opproved and overseen by the
recently incorporated CNM Research Network (CNMRN). Research protocols and evidence generated from
the research will be reviewed by the steering committee of CNMRN to ensure that the objectives of the

proposed research are o|igneo| with the national strategy and results are used in po|icy—moking4

Figure 15. Coordination Structures to be implemented for malaria elimination
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NATIONAL

PROVINCIAL

To obtain strategic support and gain further po|iﬁco| will on malaria elimination from senior |eoo|ership in other
ministries and deporfmenfs, CNM will organize bi-annual meetings of National Multi-sectoral Malaria
Elimination Committee. Meetings under this committee will offer the p|oh(orm fo deve|op multi-sectoral
porTnerships with other health and non-health ministries and government depoﬁmen‘rs inc|uo|ing ministries of
finonce, ogricuHure, environment, defense, DDF, CMS, etc. A similar mechanism for inter-sectoral por‘merships,
currenﬂy existing, will be continued to be imp|emen+eo| at provincio| levels Through quorfer|y meetings, The
major focus of the these coordination mechanisms at these levels is on p|onning, resource mobilization and

ensuring high coverage of malaria services and surveillance across sectors.

The imp|emerﬁoﬁon of this p\on and monitoring of the overall goo| of elimination will require the establishment
of an |no|epemo|en‘r National Malaria Elimination Committee comprised of international malaria experts and
Cambodian health speciohs‘rs who are not involved in the national malaria response, but who can participate
in a bi-annual review of program progress and are able to provide recommendations as necessary. This
independerﬁ committee will issue reports on progress that will be utilized to inform program imp|emen‘ro‘rion

and provide evidence for the elimination certification evaluation process.

Figure 16. Composition of Different Malaria Coordination Committees and Task Forces

OTHER
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8 Budget and Financial Plan

81 Costing Methodology

An ocﬂvi’ry—based costing opprooch was carried out to provide a robust estimate of the resources required fo
achieve elimination uﬂhzmg the Malaria Elimination Action Framework. A costing mefhodo|ogy was
imp|emerﬁed fo iden‘riﬂ/ the resources required fo imp|emen‘r each strategy down to the sub—oc‘rivi’ry level,
standardize unit cost inputs and odjusf for inflation over the course of the MEAF, and determine the quantity
required of each resource for each activity on a quorfer|y basis over the next five years. Unit costs were sourced
from historical expendi‘rure for commodities, travel, and human resources and active Global Fund grant

budgefs.

8.2 Estimated Budget

The estimated cost of the MEAF over the next five years is approximately $141,350,000. The largest
component of the budget is Objective 3 (Vector Control), which accounts for an estimated 35% ($49.6MM)
of the budget. The majority of the costs for Objective 3 are LLIN commodity costs (Strategy 3.2 Distribution
of long lasting insecticide-treated Nets (LLINs) and hammock nets (LLIHNSs) to all populations at risk) which
account for $47.1MM.

The second largest estimated cost is for Objective 4 (Surveillance), which accounts for 28% ($39.8MM) of the
total budget The 3 Highes’r spend strategies are:

e Strategy 4.2- S’rrengfhen and build capacity fo imp\emen‘r the surveillance system for malaria
elimination : $10.9 MM

e Strategy 4.4- Sfreng‘rhen case defection, investigation and reporting system for all malaria infections-

$16.6MM

Objective 2 (Case management) accounts for ~24% ($34.5MM) of the total budget spend. The spend within

this objecﬁve is spreod out Foir|y even|y across all strategies:

e Strategy 2.1. To strengthen the parasitological detection of malaria infections - $5.5MM

e Strategy 2.2. To ensure prompt efficacious treatment of all confirmed uncomphcofed and severe
malaria cases mc|uding low doses Primaquine for reducing the Transmissibih‘ry of Pf and radical cure
for Pv - $5.29MM

e Strategy 2.3: Increase ovoibbih’ry of quo|i‘ry case management services among licensed private sector
providers - $6.OMM

e Strategy 2.4 Village malaria worker in every village in malaria at risk areas - $9.4MM

e Strategy 2.5: Sfreng’rhemng the quo\if\/ assurance and control systems for malaria diognosis and
antimalarial drugs - $1.2MM

e Strategy 2.6: Utilize mass drug administration in Jrorgefed communities based on evidence and local

context - $7.3MM
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The remaining two objectives, Objective 5 (IEC BCC - $6.0MM) and Objective 1 (Program Management -
$2. 7MM) account for a combined $8.3MM (5.9%). Other program expenditures are estimated at $91MM

(6.4%), mosHy driven by Saolaries and Incentives. The fotal estimated budgef by objedive is depic‘red in
Figure 17.

Figure 17: Total Spend by Objective

$2.7M
$5.6M 2%

m I: Program Management m 2: Case Management
m 3: Vector Control m 4: Surveillance
m 5: |[EC/BCC m 6: Other Expenditures

Almost one third (29%) of costs are incurred in 2018 ($40.6MM), driven by mass distribution of LLINs in that
year, which accounted for $47.1MM in total, $22.5MM of which is incurred in 2018. The year 2015 only
accounts for 3% ($4.7MM) of totdl spend because the budge’r on|y contains information for activities
implemented in Q4 of 2015. Normalizing spend by only examining annual budgets between 2016 to 2020

and by removing the costs of Mass Distribution of LLINs in 2018, the average spend per year would be
~$24MM per year, or $6MM per quarter.

With the exception of 2015 and the mass distribution of LLINs in 2018, costs for most objectives slightly
increase between 2016 and 2018. The most significant increases occur in Objective 2 (Case Management)
and Objective 5 (IEC/BCCQ), driven by the scale up of VMWs. Spending by year and objective is described in
Table 7 below.

Table 7: Annual Spend by Year and Objective
2015 2016 2017 2018 2019 2020

Bl Program Management $180,994  $559,714  $460,201  $497,474  $470,945  $51,844  $2,681,17]

P Case Management $1,922,488 $5,657,743  $5,659,956 $7,03,231  $7,330,561 $7,206,013 $34,879,992
B3 Vector Control 566,811 56,293,800 $6,376,088 $22,925913 $6,833,263  $7116,453 $49,632,328
1 surveillance 51,193,669  $6,891,409 $8,389,181 $7,397,525 $8,841,642 $7,124,424 $39,837,85]
H Ec/BCC $130,032  $915,876  $936,263  $1,173,891  $1,204,994 $1,233,938 $5,594,994
I Other Expenditures $1,095,219  $1,480,582  $1,574,140  $1,577,547 31,600,393 $1,624,380 $9,082,26]
Total Spend $4,739,214  $21,799,124 $23,395,828 $40,675,581 $26,281,799 $24,817,053 $141,708,598
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All activities were cofegorized b\/ the most related intervention area. The greatest intervention cost is LLINs
($47IMM, 333%), which falls under Objective 3 (Vector Control), followed by Active Surveillance
($11.5MM,10.8%) under Objective 4, Capacity Building ($11.3MM), primarily within Surveillance, and
Diagnosis and Treatment through VMW ($11.2MM) which is split between Objective 2 (Case Management)
and health education represenfed under Objective 5 (IEC/BCC). Costs b\/ intervention for the entire MEAF

are summarized in Table 8.

Table 8. Costs by Intervention, MEAF (2015-2020)

Intervention/Activity Area Total ($) Total (%)

LLIN/LLIHNs $47,063,406 33.3%
Active Surveillance $15,311,959 10.8%
Capacity Building $11,300,322 8.0%
Diagnosis and Treatment through VMWs $N,160,368 7.9%
Diagnosis and Treatment through public HF $8,427,254 6.0%
Management $7.0692,774 51%
Mass Drug Administration $7,939,637 51%
Diagnosis and Treatment through PPM $5,955,572 4.9%
Quality Control and Assurance $5,603,348 40%
Monitoring and Evaluation $4,761,789 3. 4%
Passive Surveillance $4,248,101 30%
Community Mobilization $2,731,282 1.9%
IRS $2,4292,565 1.7%
Mass Media $0,147,567 15%
Planning and Coordination $1,742,447 19%
Entomological Surveillance $1,295,440 0.9%
Outbreak Response $1,174,582 0.8%
Personal Protection Measures $737,852 0.5%
Foci Investigation and Response $550,735 0.4%
Environmental Management $175,473 Ol
Diagnosis and Treatment through Military/Police $56,915 00%
Procurement and Supply Management $31,997 00%
Total $141,351,385 100.0%
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8.3  Resource Maobilization

Financial Partners Mapping

The key sources of contributions to the MEAF over the next three years include: the Cambodian government,
Global Fund - New Funding Model (GFNFM) granft, Global Fund - Regiomo| Artemisinin Initiative (RAI)
grant, United States Agency for International Development (USAID) and the President's Malaria Initiative
(PMI), the Asian Deve|opmen’r Bank (ADB), and the Bill and Melinda Gates Foundation (BMGF). A
prehminory ﬁmding gap omo|ysis has been conducted and will be updo‘red as existing resources are o|igneo|
with the MEAF and new resources are allocated for implementation of the MEAF. As described under
Strategy 1.5, annual meetings with financial partners will be coordinated b\/ CNM to o|ign resources fo ensure

impochcu| utilization of Funding for malaria elimination

Resource Mabilization

To successfully implement the MEAF, the Ministry of Health and CNM will continue to develop relationships
with current financial partners, while exp|orimg new po‘renﬁo”y sources and mechanisms for sustainable resources
necessary for malaria elimination. The CNM will increase o|io|ogue with the Ministries of Finance and
Parliament to understand how to increase domestic resources for malaria. Furthermore, the MOH and CNM
will continue o emphosize the imporfance of ensuring fransparency, occoun‘robihfy, and efﬁciency in resource

disbursement to ensure effective collaboration with the Cambodian government and with financial partners.
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9 ANNEX

Annex 1. Process for MEAF Development

Dates/Time

Periods

May 4 - 5
May 18 - June 5
May 27
June 4
June10 - 19

June 21

Jun 22
Jun 25 - Jul 1

Jul 21 - Jul 23

July 27

August 28

September 14-17

September 18

September -
November

October 5

e
Lo

Meeting/Consultation

Second Country Consultative
Workshop on GMS and National
Strategy hosted by WHO

CNM infernal meetfings

Gates Foundation Partner Convening

Consultative workshop
on Surveillance for Malaria
Elimination in Cambodia

Review by MEAF by Core Writing

Team

First Draft of MEAF disseminated for

Review

Microp\onmng and costing initiated

with different CNM teams

Review by MEAF Writing Team

Microp\onmng workshop with CNM

Microplanning with DDF

Second Draft of MEAF Reviewed

Review by MEAF Writing Team

MEAF budgef and pre\immory gap
on0|ysis comp\efed

Monitoring and Evaluation

Framework for MEAF finalized
Update MEAF with WHO MPAC

Recommendations

66

CN M/porfners reviewed five objecﬁves in EAFM
based on guidonce from GMS Regiono\ Strategy

CNM technical units worked in detail on all five
ob}ec‘rives

Discussion between CNM and partners on key
strategic areas in Objectives 1, 2 and 4

CNM, WHO and partners discussed surveillance

systems

CNM, WHO and CHAI teams in group reviewed all
the objec‘rives and strategies, as well as updoﬂng other
sections in the document

First draft of MEAF disseminated within CNM and

technical experts for comments

CNM worked with implementing units and key
partners fo deve\op the microfp|ons for the strategy
and complete the costing

Consolidated and incorporo*red the initial feedback
received from CNM staff and experts on First Draft

CHAI worked with different CNM teams for
microplanning of surveillance, VMWs, and program
management strategies and activities

Microplanning of DDF activities

MEAF draft shared by CNM with all by partners for

comments

Consolidated and mcorporcﬁed the initial feedback

received from CNM staff and experts on Second
Draft

Based on microp\on, unit costs, and existing Funding,
first version of budgef and gap onc\ysis comp\e‘red

Indicators, baseline, and targets for MEAF finalized

Recommendations on MDA from WHO MPAC
included in updated MEAF
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For further information |o|egse confact:
National Center for Parasitology,

Entomology and Malaria Control

Web: www.cnm.gov.kh/
Email: kolhuy@gmail.com

soleycnm@gmail.com



