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Foreword

It is with great honor that | present the Malaria Elimination Action Framework (MEAF) 2016-2020
o|eve|opeo| under the |eoo|ershi|o of the National Center for Porosi’ro|ogy, Enfomo|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’ra”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 ngdom 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
|o|on that outlines the tested and novel opprooches to be opero’riono\ized at a scale important for dri\/ing the
elimination efforts in the country. MEAF 2016-2020 prepared after numerous consultations presents the
elimination-oriented strategies and activities crucial for setfing Cambodia on the pofh to and ochieving
Fo|dporum elimination. The p|on also includes the total budgef for the associated perioo| and is occomponied

by micro—p|cms deToHing where, when, how, and by who all the activities in the p|cm will be imp|emen‘red

It is necessary that all CNM staff takes ownership over this strategy as the primary imp|emen‘rer and partners
support CNM where necessary to achieve the national elimination goal .The Ministry of Health (MOH)
Cambodia therefore seeks cooperation with all the involved partners for the imp|emenfoﬁon 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|emenfoﬁon of elimination-focused malaria program.

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

Phnom Penh, January 2016

The Minister of Health

Dr. MAM BUNHENG
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Preface

Cambodia has signiﬂconﬂy 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 Kingdom 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 updofes based on chonges in the country’s epidemio|ogico| and
programmatic confext, while ‘roking into account recommendations from the 2012 Malaria Program Review

and recent g|obo| and regiono| po|icy guidehnes.

The Malaria Elimination Action Framework was deve|opeo| fo c|eor|y describe the opprooch, imp|emenf0ﬂon
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 ﬁve—yeor action p|on for elimination, but will be updo’red as
necessary based on results produced and the ovoi|obi|Hy 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 provincial and district stoff,
Ministry stakeholders from Central Medical Stores (CMS) and the Department of Food and Drug (DDF), as
well as technical and implementing partners took place between May-July 2015 to generate consensus on

elimination opprooches.

Beyond consultation with local s‘rakehdders, this document is constructed based on guidonce from the Mdalaria
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.
° Counfry ownersl’lip and \eodership, with involvement and participation of communities, are essential
fo 0cce|eroﬂng progress Through a multi-sectoral opprooch
. |mprovec| surveillance, monitoring and evaluation, as well as stratification by malaria disease burden,
are required to optimize the imp|emen’ro’rion of malaria interventions.
e Equity in access to services especio”y for the most vulnerable and hard-to-reach popu\o‘rions, is
essential.
e Innovation in tools and imp\emenfoﬁon opprooches will enable countries to maximize their progression

o|ong the po’rl’] to elimination.

The successful implementation of Cambodia’s Malaria Elimination Action Framework will contribute to the
country’s overall objecﬂves for elimination of the disease as well as regioncﬂ objecﬁves fo inferrupt fransmission

of P. Fo|ci|oc|rum in areas of mu\’ridrug resistance, inc|uo|ing ACT resistance, by no later than 2020, and in alll

areas of the GMS by 2025.

Dr. Huy Rekol
Director, CNM
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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 straftegies and inferventions for Cambodia to
successfu”y reach their elimination objectives over the next five years. The framework was also o|eve|opeo| fo
o|ign the national malaria response fo the WHO technical strategies hig|'1|ig|'1‘reo| 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|uo|mg 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 0.12 per 100,000 in 2014. This
achievement could be credited to the successes of CNM and the introduction of the National Strategic Plan
(2011-2095), 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|c1ﬂon (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, mainly along the forested borders of Viet Nam, Lao People’'s Democratic Republic, and

Thailand.

Bui|o|ing off the national strategy with this new framework and occe\era’ring the opprooch to elimination based
the country’s epidemio\ogicd and programmatic context, Cambodia has the goc1| to reduce the incidence of
malaria to less than 1 infection per 1000 peop|e at risk in each opero‘riono| district and eliminate Plasmodium

falciparum including multidrug resistance by 2020.

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

these key elimination strategies:

o Providmg effective program management and coordination at all levels by 2017 to efﬁdenﬂy deliver
a combination of ‘rorge‘red 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|oﬂons at risk of malaria with an appropriate vector control
intervention by 2017

° Enhoncing the surveillance system fo detect, immediofdy no‘rh(y, investigate, c|ossh(y and respond fo
all cases and foci by 2017 to move toward malaria elimination

° |mp|emenﬁng comprehensive IEC/BCC opprooch that facilitates at least 90% of peop\e 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

CAMBODIA MALARIA ELIMINATION ACTION FRAMEWORK, 2016-2020 - EXECUTIVE SUMMARY
Vii



The Ministry of Health (MOH) will ensure that the required program management capacity is available ot all
levels of the health system and CNIM |eoo|ership 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
|o|ormec| to be imp|emerﬁed jom‘r|y by CNM and all imp\emem‘ring partners. An |ndepenc|erﬁ National Malaria
Elimination Committee will be established to ensure effective imp|emenfo’rion of this |o|or1 and monitoring of

the overall goo| of elimination.

The malaria situation in Cambodia is heferogeneous due to variance in malaria burden by geogrophic areq,
growing mu|ﬂdrug resistance and mobi|i‘ry of at-risk popu|oﬁonsA To ensure the most opero‘riono”y feasible
strategies are imp|emen’reo|, this framework has outlined malaria strata based on those characteristics. This will
assist CNM in deTermimng what intervention pockoges will be used in what specific areas. ODs were p|oceo|
in four strata defined as e\imino‘rionf‘rorge‘red, Jrronsi’riono|, burden reduc’rion, 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 fransition.

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 ther transmission areas reduce their burden by dep|oying a ‘rQrge‘red response to efﬁcienﬂy

interrupt transmission and make it operoﬂomo”y feasible to Fo”ow—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 sigmﬁcan’r impact, por‘ricu\or|y on P. Fo|dporum, in reducing
incidence down to such low levels in the country that inferruption of transmission appears o 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 malarig;

3)  Government leaders have re-affirmed their po|iﬂco| 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
Parasitology Entomology and Malaria Control (CNM) and accelerate progress towards elimination in
Cambodia by 2025. This Framework describes how CNM will aggressively pursue elimination in low-endemic
areas while sfrengfhemng interventions to reduce the burden of disease in moderate and high fransmission

areas that will evenfua”y transition towards elimination.

This Framework highhghfs the necessity tfo foster support from the highesT level oFgovemmenf to ensure effective
multi-sectoral engagement, secure necessary resources inTemoHy and exfemo”y fo support full strategy
imp|emen+oﬁon; address human resources requirements for malaria at all |eve|s; ensure effective nationdl
|ec10|ership and governance, imc|uo|ing stakeholder coordination; expond health services to provide full access

for peop|e 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 reporting and investigation followed by foci
investigation and response. In high burden areas, efforts will be focused on sco|ing—up access to and
sfrengfhemng the quo\ify of diognosis and treatment in both the pubhc and private sectors and ensuring
universal coverage with appropriate vector confrol interventions. Specio| effort will be made to extend services
to mobile and migrant popu|o’rions, inc|uc|ing increasing the number of access points Through \/i||oge malaria
workers, mobile malaria workers, and p|onfoﬁon malaria workers. Cross—cuﬁing support, inc|uo|ing program
management, moniftoring and evaluation, and behavior chcmge communication, will be sTrengThened 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. Fo|dporum and mu|ﬁ—o|rug resistant malaria by 2020.

CAMBODIA MALARIA ELIMINATION ACTION FRAMEWORK, 2016-2020 - 1 INTRODUCTION
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2 Country Profile

Cambodia is located in southern Indochina Peninsula with a 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 municipalities (Phnom Penh, Sihanoukville, Kep, and Pailin),
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 ’rhey are not considered formal administrative units.

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

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

Sihanoukville\—
(Preah Sihanouk)

Cambodia is @ mu|ﬁ—porTy democrocy under a constitutional monorchy, 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
25.4%, 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 chonge of 2.65%. The copifo| city, Phnom Penh, is also the |orgest with a
popu|oﬂon of 1.7M. The majority of the country's popu|0’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’rion, 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 vi||Qge or another country, which

was the person’s last residence”). Over the 5 years previous to 2008, approximately 1.7 million people migrated

CAMBODIA MALARIA ELIMINATION ACTION FRAMEWORK, 2016-2020 - 2 COUNTRY PROFILE
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between different rural areas, of which 45% of them migrcﬁred from another province. Migrants are mom|y
young adults who moved for Fomi|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\oims 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\oins and the flat coastal areas; and (i) the mountainous ranges
and high p|o+eou surrounding the low |ying land. The |cmdscope in the central |o|oins 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 area, 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 important 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|furo|

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

There are two distinct mefeoro|ogico| seasons in Cambodia: the rainy season (Moy to Odober) and the o|ry
season (November to April). The temperature changes regionally and seasonally. The warmest month is April,
when tfemperature 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 countfry has experienced strong economic growfh
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 Foresfry contribute signiﬁcomﬂy to country’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 po’renﬁo\ and natural resources are drowing Foreign investment - especio”y from China
and neighbormg Vietnam. Gormenf—moking is the biggesT indusfry, emp|oying around half a million peop\e
and accounting for 80% of exports. Tourism is expomding and Cambodia hopes fo tap intfo offshore oil and

gas reserves. The inflation rate has increased from 2.9% in 2013 to 4.2% in 2014.

2.5  HEALTH SYSTEMS ANALYSIS

Cambodia’s health expenditure accounts for 7.5% of the country’s GDP. The country has approximately O.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{ecﬁom; diorrheo; mo|orio,~ cough (OT least 21 doys),— gynoeco—obs’re’rric issues; Tubercu|osis; road

accidents; measles; dengue hemorrhogic fever; and dysenTery. Communicable diseases are thus a |eoding

CAMBODIA MALARIA ELIMINATION ACTION FRAMEWORK, 2016-2020 - 2 COUNTRY PROFILE
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cause of morbidiry, 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 responsibih‘rv of the health sector, induding: deve|opmem‘r of po|rcies
and |egrs\oﬁon, strategic p|ommng, resource mobilization and oHoco‘rion, monitoring, evo|uo’rion, reseorch,
provrding fraining fo support the provinces. The MOH's main objective in health sector reform is to improve
and extend primary health services Jr|'1roug|'1 the rmp|emerﬁoﬂon of the operoﬁono| districts (OD) system.
Provincial health depor‘rmenrs (PHDs) are the link between the MOH and ODs, and imp|emen’r health po|rcies,
ensure equirob|e distribution and effective use of resources, manage provincro|/referro| rrospi’ro|s, and support
the development of ODs. ODs deliver services according to the health sector objectives and community’s needs,

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

The resource allocation for health from the state budgef has increased s’reodi\v, while external assistance by
donors remains o substantial source of Funding. The Government of Cambodia’s contribution is mos’r|y 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 total
health expendrrure The weak regu|ofory 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
pharmacy/drug shop, and 22% sought 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 supplement for health services under the public health system, MOH and National Disease
Programs have scaled up several community systems for health induding the establishment of viHoge health
support groups and HC management committees; communi‘r\/—bosed prevention and treatment support for
TB and HIV; use of vr||oge malaria workers (VMWs) and mobile malaria workers (MMWS) fo expond eor|y
drognosis and treatment; and use of vi||oge health volunteers (VHVs) and vi||oge health support groups
(VHSGs) to rmp|emerfr health education programs. These community activities have improved the quo|ier,

occessibimy and utilization of health services, conrribuﬂmg to the genero| improvement in health indicators.

In addition to pub|ic health sector, a substantial share of healthcare services is provided Througrr regu|ored and
unregu|o‘red private sector. The providers in private sector comprise of wide range of outlet types at retail level,
inc|udrr1g regrsrered health outlets (phormocies, depoT A and B prrormocres, and clinical phormocies), non -
regisrered health outlets (drug stores, mobile providers), and genero|/nom - health outlets (grocerv stores and
shops). Unlicensed outlets in the country decreased from 1081 in November 2009 to 28 in July 2011, but this
oversrghr on|y seems relative fo phormocies and depo‘rs There are still numerous unlicensed outlets in the rural

areas which are not regu|o’red by MoH and continue to provide health services without any official supervision.
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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 residual 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 designated a specialized institution, the National Malaria Centre, to provide
technical and material support fo malaria treatment facilities in provincia| and district Hospifo|s and to deve\op
and execute a nation-wide malaria control strategy. It was not until the eor|y 1990s that |ogisﬁco| support for
malaria diognosis and treatment became im‘regro’red with the national essential drugs program and the
Moalaria Center transitioned from pure|y hospi‘ro\ based curative activities to more proactive community based
health education, evaluation and control activities. The National Malaria Centre (CNM) was reorganized in
December 1995 with added responsibihﬂes for schistosomiasis and dengue control activities. The official name
of the institution was chonged to "National Centre for Parosifo|ogy, En’romo|ogy and Malaria Control’, but

has retained the acronym CNM.

In 2000, the country intfroduced ACTs at a national scale. With support from Global Fund to Fight HIV,
Tuberculosis, and Malaria (GFATM), CNM successfully extended access to insecticide treated bed nets and
diagnosis and treatment. In 2004, CNM piloted the village malaria worker program, which was extended in
2009 fo 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 phased opprooch:

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

e Medium -Term (by 2020): To move towards elimination of malaria across Cambodia with an initial
focus on P. F0|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—species (Pan) ropid diognosﬁc tests in 2009, the proportion of infections due to P.
falciparum shifted and for the first fime 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
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"'Mixed infections predominonﬂ\/ include P. fo|dporum species in Cambodia and should be \'merpre‘red and monoged as
such.

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

> ABER (%) is calculated as number of people tested by microscopy and RDTs in a 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 ‘rhroughou’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, Anvogus, and An.hyrcanus are

also present in Cambodia (see Figure 4).

Andirus is found forested mountains and FooJr|'1I||s, cultivated {oresfs, and rubber |o|on’ro‘rions, 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 so|imfy 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 opproximo’re|y 8.6 million peop|e, live in malaria at-risk areas. Malaria
risk is highesf in forest or forest fringe areas of the country, usuo”y 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 VMWs)
per 1000 Population by OD (2012-2014)

Human movement is common in Cambodia and contributes to the continuous geographical distribution of
malaria H’]rough the importation (related to popu|o’rions coming from outside the coun‘rry) and intra-portation
(related to populations moving within the country) of parasites. In the 2013 Cambodia Malaria Survey,
prevalence as measured by PCR was highest among forest goers (5.4%) and travelers (2.9%), compared to
residents (1.2%)*. The proﬁ|es of mobile and migrant popu|oﬁons (MMP) in Cambodia include seasonal workers
associated with ogricuHu re, construction or mine workers, forest workers, security personne|, and visitors Trove|ing
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 Combodia®
PROFILE ACTIVITIES EXAMPLE

Agr’wcu|+urc1| activities occurring dur’mg p|cmﬁng season

* Farming
(end of dry season) and harvesting season
Workers

*  Rubber or cassava plantations
(end of rainy season, usuoHy n Foofhi\\s/p|o'ms/vc1||eys) P

» ) Activities related to infrastructure construction or

/ 7  Construction/ .
- mining in forested areas, usuo”y n up|cmd

mm mm Mine workers

Dam or road construction

e Gold or gem mines
forest/hills/val \eys ¢

. Go’rhermg forest produc’rs

g Forest Activities in heovi|y forested and remote areas in small  * Hun’ring
‘{ Workers mobile groups, usuq”ym up\ond forest/hills Logging
Fishing

Security

/A

Personnel

Activities related to po*ro”'\ng in forested border areas,

'\nc\udmg m'\|ifc1ry, po\ice, 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 2013 2013.
> Guyant P, Canavati 5, Chea N, et al. Malaria and the mobile and migrant popubﬂon in Cambodia: a popu|oﬁon

Family event
National holiday

Ecotourism

movement framework to inform strategies for malaria control and elimination. Malaria /. 2015. 14: 252,
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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 trend 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 (pub|ic health
facilities and VMW:s) has increased by 36% compared to the same period in 2014, as depicted in Figure 6,

indicofing a poTenTicﬂ 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. VMW:s 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 sectfor, which is believed to treat
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
imp|emen‘rec| by CNM, Popu|0’rion 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 captured as these outlets are not part of the PPM program. Thus the number of malaria cases

recorded in pubhc 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
mi||iom, 12% of the total popu|oﬁon 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 |W<e|y related to the exposure of these popu|oﬂons to forest-associated vectors during peok biﬂng hours

as adult males are often working 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

interventions.

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
(2011-20925), which built national attention on malaria and led fo increased coverage of malaria control

interventions.
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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|ﬂ—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 Cambodiain 2006, however refrospective ono|ysis
of molecular markers indicates that artemisinin resistance |ike|y emerged as eor|\/ as 2001 before the
widespreod dep|oymenf of ACTs in Cambodia. |niﬂo”y, due to high treatment failure rates with artesunate-
meﬂoqume (AS-MQ), the first-line treatment for the treatment of uncomphco’red P. fo|<:i|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|ﬂp|e Pfmdr copy numbers (Whiclﬂ confer meﬂoquime resistance) is currenﬂy minimal
in the area. DHA-PPQ remains the first-line freatment in the rest of the country. Quinine plus doxycycline over

7/ doys has been odopfed as second-line Theropy.

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|y in
Combooho, as well as neighboring countries. In areas with eor|y treatment foi|ure, alternatives to ACT,

spedﬁco”y quinine and doxycydine, 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

98 3% Rattanakiri _
100% Kratie 375% Siem Reap

: * 66.7% Stung Treng

100% Kdmpof
93 32, Preah Vihear 89 4% Mondulkiri

$1.3% Pursat

69 2% Battambang
100% Kampong Speu
100% Kampong Thom

* 76% Pailin '
DHAPIP  + 93 Pursat 70 5% Pursa :

* 100% Rattanakiri " 100% Kratie

ASMQ * 100% Pailin
Artesunate- s 867% Pailin
Pyronaridine * 398 % 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 rew(erring to the other 12 provinces that, by definition, are at risk
but where resistance has not been confirmed. Because resistance affects the malaria situation of the entire
country, no tier stratification will be used, but evidence of mu|ﬁo|rug resistance will be one of the factors used in

the phosing strategy.

8 As recorded via therapeutic efficacy 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 verticall program to a more odminis’rroﬂve|y decentralized
and in’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. HCs and Health Posts: minimum level primary health care services moin|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|onning of many activities has been stigned to staff at PHDs and ODs with
dedicated malaria teames. |mp|emen+oﬁon of activities re|oﬁng fo pub|ic sector malaria diognosis and treatment

are now more Fu||y mfegrcﬁed into the gener0| health services at the health post, HC and referral hospi’rcﬂ level.

In addition, CNM in collaboration with partners also provide malaria diagnosis and treatment services through
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.
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Figure 11. Structure of National Malaria Program Organization
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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|0nning, 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 spechfic 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|uding persorme| and |ogisﬁcs management. The bureau oversees
the Funcﬁoning of 6 units, nome|y Administration, Transportation, Procurement, Librory, Security and C|ecming.
The Procurement Unit is responsib|e for the quonﬂﬁcoﬁon, ordering and purchosing of drugs, commodiities,
equipment and goods required by the programs operated by CNM. The Finance Bureau manages all financial
matters mc|uo|ing donor suppor’red grants and projects. The Bureau's work is carried out by three units, nome|y
Accounting; P|0rmmg and Materials; and Financial Services Unit. The Financial Services Unit is so|e|y

responsib|e fo 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 grants. The orgonizo’riono|
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|i‘rico\ 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 periphercﬂ
level for more efficient and effective imp\emenfoﬁon of straftegies, but low salaries and capacity within the staff
across the health levels is a significant challenge to quality implementation and provision of services. Salary
and capacity growfh severe\y affects hiring and retaining of talented staff within the pub|ic health system in
Cambodia. Partners offer a range of malaria expertise in ferms of research, technical assistance and

implementation of malaria program fhroughouf 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 2002; 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 Royo| Government of Cambodia’s mission is to work ‘rogefher 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 by 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, especict”y for the most vulnerable and other underserved popu|o’rions at
risk of malaria

lmprovement of performonce of health services

Innovative tools and opprooch

Community participation

NG RE NS

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

ok 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

, 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 Ministry of Health will ensure that the required program management capacity for |o|ormir1g,
imp|emen‘roﬁon, monitoring and evaluation is available at all levels of the health system. The CNM will o|eve|op
and updore a human resource o|eve|opmer1+ p|cm and advocate for high level commitment for imp|emerﬁroﬂon
of this plan. CNM leadership will support program units and PHD/OD health offices to hire additional human
resources fo per{orm activities as detailed under the Malaria Elimination Framework. National policies and
guidehnes will be reviewed and updcfed as necessary based on the results of monitoring and evaluation. CNM
will carry out 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|or1ning and technical guidonce for malaria elimination. Standard operating procedures for all activities
monaged af provincio| and district level will be o|eve|opeo| fo improve management and occoun‘robih’ry of

malaria operations. Provincial health deporfmenfs will meet with district health staff carry ouf 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|cms QACross provinces. These |o|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|ons will be odapfed on an ad hoc basis to respond to the dymomic 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|emen‘ro‘rion, 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 committee to guide
implementation of the Malaria Elimination Action Framework. Additionally, an Independent Malaria
Elimination Commission will be oppoin’red to monitor overalll counfry progress towards elimination in
preparatfion for eventual certification. This Commission will be expeded fo meet bionnuqﬂy to advise the CNM
and make periodic verification visits at provincia\ level. Terms of reference for |no|epeno|em Malaria Elimination
Commission will be created to define roles and responsibihﬂes 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 Cambodia’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|'1ip and governance, expond health services to provide full access for peop|e in remote
areas, and determine appropriate opprooches fo sustain communﬁy—\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 Minisfry of Health as well as pub|is|’1

these upddres on the CNIM's website (th://wwwcnm‘gov.kh/) fo maintain visibﬂify of the program.

1.3 Expand and maintain functional partnerships

Partners inc|uo|ing 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 goo|. 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 infer-
sectoral partners relevant to malaria, which o|reoo|y exist in some areas of the country, will be exponded and

s’rrengfhened fo support inferventions speciﬁc to the local context.

CNM will appoint focal person fo coordinate all country por‘merships. CNM will require all partners and their

activities to be o|igneo| with the elimination action framework. The Malaria Elimination Sub-Technical \)\/orking

CAMBODIA MALARIA ELIMINATION ACTION FRAMEWORK, 2016-2020 - 4 STRATEGIC PLAN
19



Group, made up of government staff and representatives 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|ons for coming year. CNM will
utilize current por‘rnerships with the WHO, the Asia Pacific Malaria Elimination Network (APMEN), and other
technical partners fo 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 monitoring and evaluation frameworks. The CNM, in
close collaboration with WHO and implementing partners, and in the context of the Greater Mekong Strategy,
will s’rrengfhen existing cross border activities and establish new ones ‘rhrough conducfing biannual p|onmng
and review meeting, and harmonization and synchronizoﬁon of interventions at border areas with neighboring
countries. Coordination between border districts of Cambodia and neighboring countries will be sfrengfhened
through data sharing agreements and formal action planning sessions. IEC/BCC materials will be developed

in relevant |onguoges for each area to ensure that ke\/ 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 1mp|emen+oﬂon A full costing of this Action Framework will be carried out and updo‘red as necessary.
This will include financial ono|ysis of costs associated with malaria elimination, a gap ono|ysis, and the
o|eve|opmem of a sus’roinobihfy |o|cm For any financial gaps, a business p|cm will deve|opeo| and disseminated
fo guide financial partners and their investments in Cambodia’s malaria elimination program. Fo||owmg annual
review and p|c1rming meeting, CNM will meet with financial partners to 0|ign resources with elimination action
framework. For external financial partners, CNM will deve|op opp|icoﬁons as opportunities are presenfed
CNM will also exp|ore the po‘renﬁ0| of innovative ﬁnoncing mechanisms to increase domestic resources for
malaria elimination. A sustainability plan will be developed in 2018 to ensure that all essential activities are

continued Hﬂrough 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—privo‘re collaboration. Specific private sector entities may be

engoged in malaria elimination depending on the area ’rorgeTed 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, specicl| 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\oﬂons (MMPs). Mobihfy 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 infervals in these speciﬁc
areas of risk to farget bed net distribution and other interventions. This mapping and any ongoing operoﬂono|
research among underserved popu|oﬂons will be utilized to regu|or|y updo‘re Strategy to Address MMPs for
Moalaria Elimination in Cambodia. Industries supporting emp|oymen+ of mobile and migrant popu|oﬂons,
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 spedﬁc inferventions 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
[mmigration, the Department of Tourism, Department of Forestry, and provincial-level administrators to
oppropricﬁrdy target these at-risk popu|c1ﬁons. All [EC inferventions must take account minority popu|o‘rioms

that speok |onguoges other than Khmer.

Mihfory personne|, considered the most eosi|y accessible group of MMPs, will be ‘rorge‘red for engagement. In
collaboration between the United Nations and the Royal Cambodian Armed Forces (RCAF), all soldiers
Trove|ing to endemic areas outside the country will be screened pre- and posT—dep|oymen‘r to reduce risk of
infection and importation. CNM will work with RCAF to ensure that all prevention, case management, and

surveillance activities are o|igneo| 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) at MOH and agencies procuring on behalf of donors

to select and register appropriafte produc‘rs, issue tenders and secure procurement of items, and ensure ﬁme\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 quonﬁﬂcoﬁon at central level o include all malaria
commodities to be distributed by CMS and partnersin 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
periphero| health facilities across the country. A PSM p|cm will be deve\oped 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 p\cm and the CNM staff will receive fraining and capacity bui|o|ing
on PSM systems.

CNM will also imp\emenf a mHealth-based stock management system at HCs across the malaria endemic
ODSto deve|op fransparency fo stock ovoi\obihTy, monitor supp|ies and ensure no commodify stock outs occur
af any poinf 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|
diognosﬂc fest. Thorough festing of all patients presenting with the signs and symptoms of malaria at a health
FOCthry or to a frained community healthcare worker is necessary fo idenﬂfy and prompﬂy treat infections within
the popu|oﬂon and half transmission. Diagnosis is a key factor of any malaria program not on|y fo ensure good

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

Furthermore, resistance of P. Fo\ciporum to artemisinin and other antimalarial medicines has reached o|ormmg

levels in Cambodia. In the areas o\ong the Cambodia-Thailand border, c|rug failure (defined by posifivity up

to 492 o|oys after ‘rreofmen‘r) is increasing. The dilemma is that mu|ﬁo|rug resistance is both an impedimen’r fo

elimination and a reason for pursuing if. Therefore, it is imperative that diqgnosis and treatment strategies are

based on evidence, and are eﬁ(ecﬁvdy 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. Moalaria 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
diognosﬂc tests (RDTs) will continue to be used in all areas for prompt porasi‘ro|ogica| diognosis; microscopy is
the preferred diagnostic tool, but if microscopy is not available, RDTs will be used for to inform case

management and facilitate reporfing.

As an opero‘riono| district transitions toward elimination, all malaria cases confirmed by RDT and/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 a
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 de‘recﬁng 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|eo|ge 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 at all pub|ic facilities. Among existing microscopy—equipped laboratories, fraining and
re-training of all |oboro+ory 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 occording to national guide|ines.7 Treatment will be s‘rricﬂy based
on porosifo|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 at all pub|ic health facilities, licensed private
sector providers, trained viHoge malario workers and mobile malaria workers, mi|i‘rory medical services, and
select border check points and mobile clinics that offer confirmed and free diagnosis. CNM will implement

primaquine noﬂono”y at appropriate dosoge for treatment of P.Fo|dporum and P.vivax infections.

7 The current first line treatment of uncomp\\'coﬁed P. {o|dp0rum/ P. Vivax, P ovo\e, and P. malarice malaria is ACT p|us
gome‘rocido\ o|rug. For P. fo\dporum infections or mixed infections that include P. fa\dporum, a sing|e low-dose of
primaquine 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 Dehydrogenose (G6PD)
festing will be carried out.
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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 ‘rorge’red ODs will be ico||owed—up with on doy 7 and doy 28 iCOHOWiI’ig
diognosis; a blood smear will be collected and read by a microscopist fo ensure parasite clearance. If a 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 pubiic Foci|i’r\/ 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 comp|ionce with inpatient care. Due to the issue of
growing drug resistance, national freatment guide|iries will be reviewed on an annual basis and revised as

necessary based on available evidence.

In-order to sireng‘rhen case management, CNM and PHD/OD staff will farget all service providers who are
involved with malaria diogriosis and treatment for fraining on management of both uricomp|i<:ofed 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 chonges to national treatment
guidelines. Regular support and supervision visits will be carried out by PHD/OD staff on a quarterly basis to
monitor the quo|i‘ry of case management services at all pub|ic facilities. Among other service providers (mi|iiorv,

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

DDF will updoie regu|oiions on use of antimalarials to include all antimalarial medicines that are not o|igned
with national treatment guidelines 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 treatment regimens of antimalarial drugs and to monitor poieniioi

adverse events.

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

Access to diogriosis and treatment will be extended among all licensed private sector providers in each endemic
OD. CNM will manage PPM facilities in provinces with identified muiii—drug resistant (Former|\/ Tier 1 provinces)
and partners will manage PPM facilities in surrouridirig areas (i(ormer|y 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 areq,
CNM and partners will map all private sector providers. From this exercise, qualified and licensed private sector
providers will be erigoged for participation in the puio|ic—privoie mix (PPM) program. Private providers under
the PPM program will be trained on eor|v diognosis and treatment occordirig to national treatment guideiines,
provided with ACT and RDTs, and incorporo‘red info the national malaria surveillance system. Supportive
supervision visits to the private providers will be carried out by CNM, peripheral staff, and partners.
Additionally, coordination meetings will be held between CNM and partners as well as between CNM and

perip|’1ero| staff to optimize PPM program management.

Private providers that do not quo|ii(v for the PPM program will not be allowed to sell antimalarials or
diognosiics, nor will ihey 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 |icensing such that ‘r|’iey can be
regis’rered 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 atf least one viHoge malaria worker in every vi||oge
inc|uo|ing cross-border sites considered af risk for transmission or importation of mu|‘rio|rug resistance. With
limited resources, CNM will utilize a 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. VMW:s will continue to
provide diognosis and treatment to symptomatic popu|o‘rions, 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 counse”ing to communities. In low-endemic areas Jrorgefed for elimination, VMWs will
utilize immediate case notification system for reporting and may support active case investigation and detection
activities at communify—|eve|. DirecHy—observed Theropy will be carried out by VMWs at vi||Oge-|eve|, where

appropriatfe.

CNM will collaborate with partners to introduce and scale up Cross border interventions using VMWs and
MMWs. CNM will also work with PHD and OD staff to map large-scale private sector work sites, including
p|on’ro’rions and |ong—ferm construction projects, to idenﬁ{y areas vulnerable to importation from mobile and
migrant populations. At identified sites, CNM will recruit Planation Malaria Workers (PMWs) or Mobile
Malaria Workers (MMWS) to provide diagnosis and treatment services. Existing PM\Ws and MMW:s 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
operaﬁono| manual will be deve|opeo| fo guide VMW p|ocemenf, imp|emen‘r0ﬁon of VMW-related
interventions, and regu|or fraining and supervision of VMWs. All VMW will receive annual fraining on malaria,
case management, counselling and health education, and surveillance reporting from OD/HC staff. VMW
will participate in a mon’rHy meeting with district and HC staff on reporting, commodﬁy 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 af 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 operqﬁono\ district laboratories will be trained on the
National QA/QC guio|e|ines. For external quo|i‘ry control, microscopy will be assessed Through the submission
of somp|es by expert microscopist at CNM. Alllaboratories will participate 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 de’reding 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 festing upon arrival in country by sendimg the somp|e5 fo
Institut Pasteur in Cambodia. Only batches with good performance will be distributed. Quality of transport
and storage of diognos‘ric supp\ies will be rouﬁne|y evaluated. There will be support and supervision visits fo
facilities and vi||oges 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—quohﬁed supp|iers. The quo|i4ry of the antimalarials that come
into the counfry will be odequo‘re|\/ assessed for quo|i‘ry by the National Drug Quohfy Control |oboro‘rory.

Batch festing of all malaria medicines will be done to ensure quo|i‘ryA

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

Based on results of currenﬂy ongoing national and regiono| research projects mc|uo|mg the pi|oJr 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 suspeded reservoirs of |orge asymptomatic parasite carriers with an objecﬁve fo interrupt
malaria transmission in low fransmission setfings and to achieve ropid case reduction in moderofeffo—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 p|oce Sfrofegic 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 p|on based on WHO guidehnes, that takes into account all
pofenﬂo| intervention pockoges for reclucing receptivity and human-vector interaction by geogrophiccﬂ target
area. 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 potential impact of each
strategy. The vector management strafegy will guide imp|emen‘ro’rion and will be updofed on an ad hoc basis
based on ongoing transmission. CNM will train central, provincio|, 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 |osﬁng 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 prioriﬂzed based on risk strata. Quantfification 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 supp\iers, received by the central
warehouse, and distributed and stored at provincio\ 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||owirwg mass distribution

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

In target areas reporting low LLIN ownership following mass distribution, additional stock will be distributed
to HCs based on the need to provide continuous distribution of LLINSs via village malaria workers. Among
mobile populations, LLINs/LLIHNs will be distributed annually at workplace (e.g. longstanding farms,
p|onroﬂons, industrial sites, as identified by OD and HC sfoﬁ() Through net |ending or net giving programs.
LLIHNs will be distributed confinuously near forest locations at select touch points. All LLIN distribution

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

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

Indoor residual 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 impoch(u| to interrupt transmission. IRS also may be dep|oyed in response to
outbreaks in th—endemrc 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 ercﬁcocy data for Cambodig, procured b\/ 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
following 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|ered operoriono| research projects inc|uding the pi|or on insecticide
treated c|o‘rr1ing loy Naval Medical Research Unit for mi\i’rory/ormy persorme|, and research projects on eﬁcicocy
of topical and spatial repellents conducted by Tropical Institute of Antwerp/WHO and MORU/Liverpool
School of Tropico| Medicine respec’rive|y to evaluate the so{ery, utilization, and impact of persono| protfection
measures for vulnerable popu|oﬂons e.g. peop|e who work outside af nigrﬁ, peop|e who work in forest. Personal
protection pocks for forest goers, also called “forest pocks", which is a bockpock that can include an
LLIN/LLIHN, hammock, repellent, rain coat, torch, and IEC materials, are currently being distributed in two

research pr|o‘rs by Fomi|y Health International and Partners for Deve|opmerfr 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 Cleve|op a strategy fo utilize these pocks for increasing persono| protection among forest goers.
Additional vector control measures, inc|uo|ing community o|rug administration with ivermectin and other
insecticide-based materials, may be studied within the Cambodia context in line with elimination goo|A Results

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

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 training per year with at least one malaria staff from each
province). In active foci where en‘romo|ogico| surveillance is carried out, CNM with support from PHD and
OD staff, will assess the impact of poTenﬁo| 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|oymen‘r of environmental management at local level. CNM will work
with district elimination committees and local health staff to engage communities to partficipate in
environmental management activities. In areas of high transmission, CNM will imp|emen+ a research project
to assess the pofenﬁcﬂ u‘ri|ify and cost-effectiveness of housing improvement to 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 deve|op central insectary fo facilitate all erﬁomo|ogico| festing on
vector behavior and effectiveness of pofenﬂo| vector control interventions. CNM will deve|op standard
operatfion procedures for all enfomo|ogico| festing. Annuo”y, CNM will select three routine sentinel sites, varied
based on the environmental and geogrgphico| context, to monitor malaria vectors. Enfomo|ogico| surveillance
will include identification of vector Species, moniforing vector behavior and bionomics, mapping species
distribution and densify, identification of host preference, seasonal fluctuation of species, and assessment of an
area’s receptivity. In ODs Torgefed for elimination, an enfomo|ogico| assessment will be carried out based on
reporfed fransmission fo guide dep|oymen+ of appropriate inferventions. En‘romo\ogiccd assessment will also be

carried out in all districts reporting pofenﬁo| 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 moniftoring 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, @ strong collaboration between Ministry of Health, Ministry of AgricuHure, and Ministry of
Environmental Monogemen’r is needed in order to conﬁnuo”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 pro’roco|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 201/ to move
toward malaria elimination

The imp|emenfoﬂon of moalaria case surveillance based on specific and rigorous standards defines an
elimination program. Moalaria case surveillance for elimination aims to detect and moﬁfy all malaria infections,
ensuring that Jrhey are given prompt, efficacious treatment to prevent secondory 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 noﬂﬂed, active case
detection and a focus investigation is carried out by trained molaria staff to assess the recepftivity and
vu|nerobi|i‘ry of an area and what drives transmission and determine what interventions are necessary to

successfu”y interrupt 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 dll 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 speciﬁcoﬁons 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 mon’rHy surveillance will be s’rrengfhened across the country fo ensure comp\e’re and ’rime|y reporfing
from pub|ic foci|iﬁes, vi||oge malaria workers, PPM network foci\i‘ries, mi|i’rory/po|ice health services, and
implementing partners. CNM will collaborate with Department of Planning and Health Information (DPHI)
fo improve integration of Health Information System and MIS. System |o|c1hcorm will also facilitate immediate
case reporting from all service providers in low endemic areas Jrorgefed for elimination. Other data from case
investigation, case detection, vector control interventions, enfomo\ogico| surveillance, Theropeuﬁc drug efﬁcocy
s’ruohes, and commoohfy procurement, dis’rribuﬂon, and uﬁ|izoﬁon, as well as all partner dofo, will be infegro‘red
into malaria information system fo facilitate comprehensive ono\ysisA Dashboards will be updofed 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 to 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 perip|’1er0| 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|ifory and po|ice on surveillance training. Training will be infegrofed into

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 0|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|opeo| and
disseminated to service providers. CNM will collaborate with mih’row/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 ’rorge’red for elimination. When a case is diognosed and treated for malaria, all service providers will
utilize mobile phone/fob|e+ for real-time reporting of case details, inc|uo|ing geo—referenced datq, ’r|'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 reporting in a phosed opprooch across HCs/referral hospi‘rcﬂs in all endemic ODs, provincio| and

national hospi+o|s.

44  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 hospi’r0| will be inves‘rigo’red Fo||owing passive case
defecfion, classified (|oco| case, imporfed, infroduced and induced) ‘roking info account patient household
location and fravel his’rory, and reporfed via real-time case reporting system to MIS. Cases diognosed by
vi||0ge malaria workers and PPM network facilities will be notified to real-time case reporting system and when

alerted, HC will carry outf investigation within 48 hours to c|ossh(y 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 additional
infections missed by RDT. Regardless of results, all household members will be treated presumptively with first
line antimalarials as per national drug po|icy4 Other diognos’ric tools may be considered for active detection as
available and cost-effective. Proactive case defec‘rion, screening conducted based on suspicion of transmission
or infections among high—risk groups, will be carried out dependenf on previous year's malaria frends,
seosonohw 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 transmission and idenﬁfy speciﬁc drivers of
transmission in each focus. \/iHoge malaria workers, vi||0ge leaders, and provmcio| malaria elimination
committee will be sensitized on issues of importation management and transmission po’renﬁo| fo increase

information shoring that mighf 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 invesﬂgcﬁed, classified, and reporfecl uﬁ|izing mobile
phones/tables to MIS by HC staff. In circumstances where there is a high likelihood of an undetected
asymptomatic parasite reservoir that is causing transmission, presumptive freatment may be prescribed fo

community members within a transmission focus or hofspof.

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 poTenTio| local transmission,
CNM in collaboration with PHD/OD staff will investigate, c\ossify and map all foci (\/iHoge—bosed) of malaria
fransmission using a geo-referenced system to he|p oppropriofe\y allocate interventions by area or household.

Annuo”y, case-based surveillance data will be ono|yzeo| fo iden‘rhcy 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 drivmg transmission, CNM will
work with appropriate units 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
infegrofed o|ong with data on enfomo|ogico| surveillance and intervention coverage within the MIS for full
analysis by CNM. The CNM'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 |o|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  QOutbreak preparedness and response

In elimination-targeted ODs, local cases are responded to immediately. In higher-incident areas targeted for
burden reduction or fransitioning to elimination, poTen‘rio| for |orge outbreaks remains. CNM will collaborate
with MOH CDC and partners to develop Qutbreak Preparedness and Response (OPR) standard operating
procedures to address the outbreak idenﬂficoﬁon, alert mechanisms and response activities. CNM will
collaborate with the RRTs (CDC) working at provmdo| level for quick outbreak detection and investigation
activities. CNM will also deve|op OPR eor|y warning system that predic‘rs, detects, and informs on the response
to contain all po‘ren‘rio| outbreaks Through immediate imp\ememoﬁon of preventive and control measures.
Rainfall and tfemperature data can be used at district level for outbreak predic‘rion. To assist districts in the
identification of ou’rbreqk—prone areas and popu|o‘rions at risk, the country will embark on annual re-
stratification of all districts using surveillance data and mapping of ou‘rbreok—prone areas. CNM will updoﬁre

outbreak thresholds regu|or|y4

CNM will form outbreak response feams for each region of the country made up of PHD/OD staff and ropicl
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 conftainment, which may include additional vector confro|, environmental management, and case
detection and treatment. CNM staff and PHD/OD/HC will be trained on outbreak preporedness and
response. CNM will establish flexible Funding mechanism to reserve funds for outbreak response activities

inc|uo|ing the procurement and stforage of buffer supp|ies.
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48  Strengthening program monitoring and evaluation

Comp|e+eness, timeliness and rehobﬂify of the data collected by MOH and CNM is important for monitoring
and evaluation of epidemio\ogicd trends, impact of interventions, and improving management and decision
moking. To support s’rreng‘rhening 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|i‘ry monitoring of case management, vector control, and
surveillance activities. A community survey based on meﬂﬂodo|ogy from previous Cambodia Mdlaria Surveys
will be Imp|emen‘reo| in 2016 and serve as baseline for elimination. Due to the transition to elimination, other
surveys, such as the Know|eo|ge, A‘r’ri’rudes, Practices, and Beliefs Survey will be used on an ad hoc basis and

ina ’rorge’red manner to track progress and inform decision moking

Intervention coverage and operoﬂono| fargets for imp|emen‘ro’rion will be assessed regu\or|y to ensure successful
imp|emenfoﬁon of this strategy at a level necessary fo sus’roinob|y inferrupt fransmission. Periodic review and
evaluation of the national malaria program will be conducted during the imp|emen+oﬂon perioo|. 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 updofe 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 coordinoﬁng 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|emenf0ﬂon
To improve coordination for malaria research, CNM will establish a malaria research working group under the
CNM research network to review profoco|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 diognosﬁcs, 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 eﬁcicocy studies (TES) on the country's first-line antimalarials. TES will be carried out at
sentinel sites ‘rhroughouf 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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t: 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 201/

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 0|ign with and support the imp|emen’roﬁon strategies in case management,
vector control and surveillance for malaria elimination. Specifico”y, community mobilization and mass media
strategies will be incorporcﬁed with an overall aim to deliver quo|ify malaria-related information on prevention,

malaria signs and symptoms, and access to quo|i+y diognosis and treatment.

To promote behavior d’]onge related to health seeking and persono| protfection, the CNM will o|eve|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 Vvia radio, television, newspaper, the World
Wide Web, ce|||o|'10ne networks, and billboards. The messages and mediums will be TorgeTed toward the most

at-risk and underserved popu|o‘rioms. Messages for mass media will be o|eve|opeo| each year during Workshop
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for development IEC/BCC guidelines (see Strategy 5.1). Updates on intervention campaigns, country progress

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

CNM will map IEC/BCC programs of the Ministry of Health and partners to de\/e\op a joint work |o|on 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|ing higHond ethnic minorities, non-Khmer speokers, and mobile and migrant popu\oﬂons. To improve
coordination, CNM will convene IEC/BCC sub-technical working group quar‘rer|y or for ad hoc meetings to
share progress on BCC activities, iden‘rify best practices and cho”enges in imp|emen’ro’rion, updo‘re key

messages and o|e\/e|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 compoﬁb|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 guidelines and general malaria health education in all trainings provided to PHD/OD/HC
staff, VMWs/MMWs/VVHVs, and providers under PPM network in all endemic and non-endemic areas.

5.2 Strengthen community maobilization for increased uptake of malaria interventions

CNM will work with community leaders at district and vi||oge level to mobilize communities and increase
awareness about malaria prevention and access to quo|ify diognosis and treatment. Community sensitization
and training workshops will be organized in cooperation with ODs/HCs involving important community actors
inc|uo|ing community healthcare workers, private sectors providers, po|ice/mi|i‘rory, re\igious leaders, vi||oge
chiefs, vi||0ge health support groups, women volunteers under Ministry of Women's Affairs, teachers and other

stakeholders to sfrengfhen the |W<oges between the key actors and qu0|i‘ry malaria service providers

The Health Education Unit will work with other units at CNM and partners to conduct a mapping exercise fo
idenﬁfy source communities of mobile and migrant popu|oﬁons and utilize community mobilization opprooch
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|onfoﬂon malaria
worker. For endemic and non-endemic areas, CNM in cooperation with VHVs/\VMWs and Village Chief will
confinue fo deve|op effective de\iver\/ models for the education of MMPs and other vulnerable popu|oﬂons at
high—risk of malaria infection on disease prevention and appropriate freatment 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 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 Pot XX XX XX
for malaria elimination arners
1.1.3 Review and update relevant key policy and
) . . WHO,
standard operating procedures to align with CNM Port X i X X i X XX
artners
elimination goals
1.1.4 Conduct Annual Planning and Review PHDs OD
Meeting for development of malaria operational CNM p 54; *x X X
artners

p|cms at all levels

1.1.5 Form Malaria Elimination Task Force, develop
Terms of Reference, and conduct Malaria CNM Partners XIXIXiX|[XixXixix|[xixixix
Elimination Task Force meetings

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

1.1.7 Monthly provincial supervision by three

. CNM XiXiXiX|[XiXiXixXx|[Xxixixix
reglond| elimination task forces

Strategy 1.2. Advocate for high level commitment to malaria elimination

1.2.1 O'rgqfﬁiz.e qr'muq| advocacy meeting for CNM MOH, « « « « « «
malaria elimination Partners
1.2.2 Semi-annual progress report developed
1 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 U DN O U I DO I N O
malaria elimination
1241 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 XiXiXixX|[xixixix|xixixix

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 R R R R 0 R R Q2oL QR

Strategy 1.3. Expand and maintain functional partnerships

1.3.6 Conduct Provincial Multi-Sectoral Malaria

. . . PHDs, OD Part
Elimination Committees meetings quarterly ° ° artners XXX XX X X X XX XX
1.3.7 Conduct National Multi-Sectoral Malaria National-level

. . . . CNM o X X X X X X
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
. 9 y .. N GMS National
interest at national and provincial/district levels cts of GMS XIXEXEX[XIXIXiX | XiXiXiX
. . R 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 Dev?|'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,
i . . 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 armer

1.6.3 Conduct GPS mapping of farms/plantations HCs and

and other large scale employed sites at risk of °on ODs, CNM [xixix ix|xixixix|xixixix
. . ; VMW;s

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-U‘r-i|ize mu|ﬁ-sec‘r?rc| mec-eﬁngs at national ?nd CNM, PHDs National

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

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

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 XixXixix|[xixixix|xixixix
high-risk populations
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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

1.7.7 Facilitate registration of new products for

CNM

faster procurement and use Pharmacy Unit Partners
1.7.8 Regularly review stock levels at CMS via CNM
central LMIS systems to check stock level of all )

. -, Pharmacy Unit
malaria commodities at the central level
1.7.9 Distribute urgent supplies of malaria CNM
commodities to OD stores witnessing malaria P Unit
outbreaks and/or stock outs from CNM armacy 2
1.7.10 Maintain LMIS systems at OD level DDF Consultant

CNM
1.7.12 Review th Ml larly to get
eview the new MIS regularly to ge CNM Epidemiology

information on stock levels of malaria commodities

at HCs

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

including mobile and migrant populations.

Pha rmacy Unit

& Surveillance
Units

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. |c|bor<f1’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
centers) providing malaria diagnosis by microscopy ODs
2.1.6 Monitoring and mentoring all healthcare
providers at all levels o strengthen compliance to PHD/OD CNM
national guidelines
. . Health
2.1.7 Screen all suspected malaria cases and high o
risk groups (e.g., pregnant women residing in Faciltes, R
= VMWs, Private partners

endemic areas)
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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 Py

2.2.1 Update national malaria treatment

S CNM WHO X
guidelines, as necessary
2.2.2 Quantify, procure, and distribute Procurement

. . CNM XIXIXIX[XIXiXiX|XixXixiX
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 o strengthen compliance to CNM XiXiXixX|[xixixix|xixixix
national guidelines

2.2.5 Provide effective treatment of P. falciparum He.c.ﬂ.fh
ers . . . Facilities,
at all facilities and community level |nc|ud|ng low ) X:iX i XX | XiX:iX:iX|[X:X:iX:X
. . e VMWs, Private
dose primaquine to reduce transmissibility .
P?’OVlderS
Health
2.2.6 Provide effective treatment of P. vivax for Facilities, i i xixinixlxixixix
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 identify .
. . . Facilities, XiXiXIX|[XIXiXiX|[xixixix
MDR parasites and place patients on second-line
VMW;s
treatment to ensure cure
2.2.8 Update and disseminate Department of
Food and Drug (DDF lations to ban th
Foodan rug ( ).reguc.: ions to ban the 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 XiXiXiX|[XiXiXiX|[XiXixXiX

service providers ODs
2.2..]0 Mo.ni’ror the prescription and safety of DDF CNM < x x x « | x i x «
antimalarial drugs

2.2.11 Conduct mass drug administration based on

. CNM, Partners XiX|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 |x 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 Perd’re prowder§ 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 . . , XIXIXIX[XiXiXixX|xixix X
commodities to private providers Unit
2.3.5 Provide refresher ’rralrflng PF?M providers on CNM PPM
case management (early diagnosis, treatment, Unit X X
referral, and reporting) every 2 years "
2.3.6 Conduct bi-monthly meetings with private CNM PPM
. , XiXiXIX[XiXixix|xixixix
providers at OD level Unit
2.3.7 Conduct supportive supervision and M&E CNM PPM
- ) XXX IX[XiXiXixX|XixXixiX
visits Unit
2.3.8 Scale up of electronic reporting of case data CNM PPM pSK il ixixix !l xinixix
by PPs Unit
Consultant,
2.3.9 Conduct nation-wide PPM assessment CNI[J/I E:PM External Service X i X
n Provider
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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 XixXixix|[xixixix
|
2.4.4 All VMWs receive training on malaria, CASE -\ M VMW PHDs,
management, counselling and health education, , X ixixix|[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 XiXiXixX|[xixixix XX
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,
, XiXixix|[xixixix XX
performance Unit HCs
2.4.8 In’reg.rafe VMW:s with other community CNM \/-MWS MOK X ixix < x
health services Unit
2.4.9 Monitor drug adherence (DOT), where CNM VMWs
. , XiXixix|[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 ,
R R . ACT Malaria,

(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] onee XXX e X xexxex x

Hosp\fo|
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 Procurerent XixXixix|[xixixix X X
. ! Partner, CNM
microscopy)
us

2.5.8 Quality control for anti-malarials Pharmacopoeia Xixixix|[xixixix XX

92.6: Utilize mass drug administration in targ

2.6.1 Conduct operational research and regularly

Drug Quo\\"r\/

. . LT R h
review the evidence on mass drug administration in CNM eseare XiXixXix|[xixixix XX
. Partners
Cambodia
2.6.2|mr.:>|.emen’r’rhesfrc’regyinfqrgefed 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

. . . ) 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 CCNI\:] \‘/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 CCT::O\‘/EC;? 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
e Partner

facilities

3.2.4 Distribute LLINs/LLIHN:S to all at-risk CNM, PHD:s, 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, PHD;s,
migrant workers via place of employment
. ODs, HCs and XEXEX|[XiXiXiX[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
R ) 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 Unit
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|[xixixix|[x xixix
districts with evidence of ongoing local transmission
3.3.'5 Spray all hogsehfﬂds (minimum 80%) within HCs, VMW il xinixixlxixixix
active focus experiencing outbreak
3.3:6 Monitor gucli’ry and coverage of indoor CNM PHDs, it x i ix xlxixixtx
residual spraying ODs
3.4.1 Review potential tools for reducing residual CNM Vector WHO, « « «
transmission Control Unit Partners
3.4.2 Evaluate the safety, utilization, and impact of CNM Vector WHO,
personal protection measures Control Unit Partners x
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CNM
3.5.1 Train PHD and OD staff on basic entomology ~ Entomology XX X | x X
Unit
CNM
3.5.2 Assess impact of potential environmental N
. . . Entomology XiXixXix|xixixix|[xixixix
management interventions in targeted foci Unit
ni
3.5.3 Develop policy brief for village
. r. CNM
leaders/government policy makers on specific
. . . Entomology XiXiXixX|xixixix|[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|XiX
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 XiXiXiX[xixixix|xixixix
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 XiXix XiXix XiXiXx
sites )
Unit
3.6.4 Monitor receptivity and vector density in CNM
areas where transmission has been interrupted (no  Entomology Xix Xix XX
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[ XiXixix|xixixix
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 XiXiXIX|[XIXIXiX|XiXiXiX
monitoring ) and Vector
Unit .
Control Units
CNM
3.7.2 Monitor efficacy of LLINs, insecticide, and Entomology
) . XEXIXIX | XiXiXiX|[Xixixix
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
CAM Consultant,
4.1.2 Develop system specifications with Epidemiology onsg ont
. . , 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
XixXiXix|[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 eli

CNM

4.2.1 Develop malaria surveillance operational Epidemiology S WI—:|O
manual and Surveil- W L:szne‘ 21(:@ X X X
lance Units orking ~aroup
CNM
4.2.2 Assess human resource capacity at Epidemiology
OD/PHD/HC level and Surveil- WHO e x x xdx x xax I xx x o x
lance Units
. CNM
4.2.3 Train PHD/OD/HC staff, PPM network, Eoidermiol
VMWs, military/police, and implementing piacmiology XX 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|||’rary/po.||ce repo.r’rmg with national CNM, RCAF o x i x i i x I xixixx
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 XXX XX
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 VMW;s 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 HCs, VMWs and XiXiXiX|[xixixix|xixixix
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, VMW:s and XiXIX|XIXiXiX|[Xixixix
PPM network through real-time case reporting )
. . . .. . SU?’\/@\”OHC@
system in districts ’rarge’red for elimination Unit
ITS
CNM VMWs,
4.4.4 Carry out reactive case detection around Epidemiclogy
. . HCs, VMWs and X iXix|xixixix|[xixixix
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 Xixix|xixixix|[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 XX iXx XX iXx X iXix
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 Epidermiology
. . HCs, ODs and XiXixix|[xixixix
investigation )
Surveillance
Units
4.5.3 Establish and maintain geo-referenced CNM Surveil- ixlx i xix o xlxix x x
database for all foci lance Unit
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, placmiology WHO X X X
. . . Qnd SUrVe||*
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 Wi i ixlxinix xlIxixi xix
surveillance data for all health levels and Surveil-
lance Units
Strategy 4.7 Outbreak preparedness and response
) . CNM WHO,
4.7.1 Develop guidelines for outbreak preparedness  Epidemiology ,
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
I
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Strategy 4.7 Outbreak preparedness and response

4.7.3 Investigate and take response in outbreak

- CNM Partners X
situation
CNM
4.7.4 Develop outbreak early warning system in Epidemiology  Surveillance
. , ) XX XX XX
areas targeted for burden reduction ond Surveil-  Working Group
lance Units

4.7.5 Establish flexible funding mechanism for

. . WHO and
outbreak response, including buffer stock of CNM Partners X X iXiX|[XiX X X|[XiXxix: X

malaria commodities

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) Contracted CNM X
Partner
4.8.4 Conduct Community Survey (2018, 2020) CNM CC;:::]C:OI XiXixix
485 Corwduc’r Mld-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
. ReSeQrCh X
operational research agenda
Network
4.9.3 Train CNM staff on research methodologies CNM
. Research X X
across core thematic areas
Network
4.9.4 Conduct quarterly meeting of CNM CNM
Research Network to coordinate the research Research Xixixix|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 ix e e X X X
sentinel sites
4.10.2 Conduct therapeutic studies on artesunate CNM WHO . . .

and piperaquine
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Objective 5: Implement comprehensive IEC/BCC approach

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 X X
strategy Unit Group
5.1.2 Print/disseminate malaria IEC/BCC CNM Health
messages for different CNM programs and Education Xixixix X ix XX
partners as per the operations manual Unit
5.1.3 Train PHD/OD health staff on IEC/BCC CNM Helo
) Education XiXiXix XX XX
guidelines .
Unit
5.1.4 Deliver health education using CNZ/]HVMl:ﬁ/S
VMWs/MMWs/PMW:s and other methods of VMWs and red Xixixix XX XX
. . Education
mass media as per national IEC/BCC strategy Units
5.1.5 Coordinate with partners on IEC/BCC CNM H_elo
0 Education Partners X
activities )
Unit
IEC/BCC
CNM Health Working
5.1.6 Conduct KAPB survey Education Group,
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:;*‘OH PHDs ODs | X X X X XX XX

and discuss potential solutions

Strategy 5.2 Strengthen community mobilization for increased uptake of malaria interventi

5.2.1 Build community networks and organize CNM He,OHh _
e . . Educat-ion Village
sensitization workshops in selected V|||qges for ) X i X X i X X i X
community mobilization Unit, HCs, stakeholders
Y VMWs

?.2.2 E?/a|ua’re the 'currenf/fuf.ure pilot pro;e'c’rs o M Healih
improving the quality and delivery of malaria .

. . Educat-ion
education to general population, and/or focused 4 Technical Partners X
on MMPs, and include them in IEC/BCC strategy ana tec mc.o
. . Bureau Units
if found effective
5.2.3 Utilize the community mobilization approach  CNM Health
to improve awareness about malaria risk, Educat-ion
prevention and diagnosis and treatment among and VMW Xpxixix XX XX
MMPs unifs
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5 Implementation of Strategic Plan

5.1  STRATIFICATION

The malaria situation in Cambodia is he‘rerogeneous due to variance in malaria burden by geographic areaq,
growing mu|ﬁo|rug resistance (MDR), and mobi|ify of at-risk popu|oﬂons. The identification of speciﬂc malaria
strata based on these characteristics is essential for defermining the most {eosib|e, impocfﬂﬂ, 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 phgsing of malaria elimination will be based on the

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

At present, the strata have been identified uﬁ|izing quantitative characteristics of malaria transmission. The
primary value for categorizing the strata is malaria incidence, speciﬁco”y incidence of P. {o|ciporum and mixed
infections in 2014 as reported by public health facilities, VMW:s, and private sector facilities. This is compared
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‘red as Tier 1 areas. With the lack of available data on
mobi|e/migronf popu|oﬁons, historical incidence data was ono|yzeo| to determine the sfobihfy 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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Combining these defined characteristics above, speciﬁc ODs were p|oced into 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
operoﬁono| {eosibihfy due to them being part of the same province, low absolute number of infections,
and/or their multidrug resistance status. The ODs bordering high burden areas were assessed for their
s’robihfy of malaria transmission.

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

e Burden Reduction ODs: APl 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

B Transitional

% ¢ Il Burden reduction
&) ] 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 opero’riono”y feasible to fo||ow—up with cases, investigate
focal areas, and o|eve|op a Jrorgefed 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 ‘rorgeTed response to interrupt transmission. In this e|immoﬁon—’rorge’reo| stratum, all
confirmed cases reported at the health facility, VMW, and PPM network level will be subject to an
epidemio|ogico| investigation. All cases will be classified to idenﬂfy the |il<e|y source and reason for infection.
Case investigation, o|ong with reactive case detection and foci investigation, will inform the response to each

spechfic 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|i+y of preventative interventions,

as well as access to diognosis 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
ODs 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 ’rorge‘red for elimination. See Table 4 describing this phosed confinuum. Based on available
surveillance information and chonges in the epidemio|ogico| context, this phosed opprooch 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 phase 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 Elimination-targeted requires changes
of responsibihﬂes occording to the revised job definitions of program persorme\, revising surveillance and
information systems imc|uo|ing relevant procﬁco\ guide\ines, reorienfing cross-border collaboration with
neighboring countries, sfrengfhemng inter-sectoral cooperation and Odap’ring monitoring and evaluation

procedures to malaria elimination. The unique intervention strategies by stratum are presemed 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-targeted

I ransions Number of ODs Included: 3
(3 Non-gndemic 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

o Quo|ify services fhrough
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

o Treatment follow-up to
ensure cure

o Quality services through
pub|ic health facilities

e Extension of VMW and
PPM providers in
remaining hotspots

o Quality assured
diagnosis 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 Therapeutic efficacy
studies

e Quality services through
pub|ic health facilities

e Extension of VMWs to
all vi”ages

e Extension of PPM to all
remaining hofspofs

e Quality assured
diagnosis with RDT and
microscopy

o Treatment with effective
ACT + primaquine

e Training and supervision
of all healthcare staff

e Therapeutic efficacy
studies

Objective 3 Objective 4
(Vector Control) (Surveillance)

e Mass and continuous
LLIN distribution in
fransmission ho’rspofs

¢ [RS in identified foci
where appropriate

o Environmental
management of vector
breeding sites

. En’romo\ogiccﬂ
surveillance

e Mass and continuous
LLIN distribution in
fransmission hofspo’rs

e Environmentdal
management of vector
breeding sites

o Enfomological
surveillance

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

e Continuous LLIN
distribution

o Environmental
management of vector
breeding sites

e Entomological
surveillance

e [mmediate case-based
reporfing via cell phone

from HCs, VMWs and
PPs

o Case investigation and
immediate reporting
via tablets at HCs

e Reactive case
detection around
confirmed cases in
fransmission areas

e Foci investigation and
response

e Continual analysis to
idenﬁ{y and mitigate
drivers of transmission

o All data entered and
managed in MIS

e Case-based reporting
via tablets at HCs on
mon’rh\y basis

e Proactive case
detection

o All data entered and
managed in MIS

e Outbreak
preparedness and
response

e Case-based reporting
via tablets at HCs on
mon’rh\y basis

® Proactive case
detection

o All data entered and
managed in MIS

o Outbreak
preparedness and
response

Objective 5
(IEC/BCC)

e Health education
via VMWs

o Community
mobilization

e Health education
via VMWs

o Community
mobilization

e MMP focused
health education
campaigns

o Health education
via VMWs

o Community
mobilization

o MMP focused
health education
campaigns
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6 Monitoring and Evaluation

To ensure continual progress toward the malaria elimination goo|, strategies, the imp\emen‘ro‘rion of dll
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 mef occording to the proposed timelines, and enable the effective oversighf of the malaria program.
Monitoring the framework’s objecﬂves on a routine basis will allow CNM to iden’rify which activities are
successfu”y imp|emen‘reo| and which require additional support (financial or ’rechnicoD. By o||owing managers
and imp|ememers to understand the impact, outcomes and oufputs of the imp|emen+ed inferventions, 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|emerﬁed aCross
mulfiple 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 strategy.
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 enTomo|ogic0|
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|emenﬁng partners. Based on the indicator, data collection
and reporting will occur on @ o|oi|y, monﬂ'ﬂy, quor‘rer|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.
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Table 6: Monitoring and Evaluation Indicator Framework (2016-2020)
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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 implementing partner
may have separate or same Funding sources, if is sfrong|y recommended and expeded that their partners will
a|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 departments under MoH to ensure a
multi-sectoral effort is in |o|oce to achieve malaria elimination in Cambodia in next decade. New structures for

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

CNM will revise the terms of reference for the existing Malaria Sub-technical Working Group (SWTG) to O|ign
with the objectives of and drive forward the strategies of malaria elimination. The malaria STWG chaired by
CNM will hold bi-monﬂ'ﬂy meefings with imp|emenﬂng and other partners to share and evaluate program
results, facilitate technical discussions, discuss matters related to po|icy—mol<ing and ensure activities are
coordinated. The meetings will be convened as needed for different thematic areas inc|uo|ing case management,
surveillance, IEC/BCC, vector control, and procurement and supply management. All the domestic partners
with a stake in malaria elimination will be asked to be part of the relevant working group. CNM will also
establish a National Malaria Elimination Task Force comprising of partners providing strategic and technical
support to the national program on doy—fo-day basis for oversignf of imp|emen+oﬂon, facilitate communication
with external stakeholders, |’1e|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 aligned with the national strategy and results are used in policy-making.

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

To obtain strategic support and gain further po|i’rico| will on malaria elimination from senior |eoo|ership in other
ministries and deporfmenfs, CNM will organize bi-annual meetings of National Multi-sectoral Malario
Elimination Committee. Meetings under this committee will offer the p|o‘rform fo deve|op multi-sectoral
porfnerships with other health and non-health ministries and government depor‘rmen’rs inc|uc|ing ministries of
Finonce, ogricuHure, environment, defense, DDF, CMS, etc. A similar mechanism for inter-sectoral por‘merships,
curren’r|y existing, will be continued to be imp|emen+eo| at provincio| levels ’rhrough quorTer|y meetings, The
major focus of the these coordination mechanisms at these levels is on planning, resource mobilization and

ensuring high coverage of malaria services and surveillance across sectors.

The imp|emenfoﬂon of this p|cm and monitoring of the overall goo| of elimination will require the establishment
of an |no|epeno|en‘r National Malaria Elimination Committee comprised of international malaria experts and
Cambodian health speciohsfs 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‘roﬁon

and provide evidence for the elimination certification evaluation process.

Figure 16. Composition of Different Malaria Coordination Committees and Task Forces
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8 Budget and Financial Plan

8.1 Costing Methodology

An Ocﬁvrfy—bosed costing opprooch was carried out to provrde a robust estimate of the resources required fo
achieve elimination uﬁhzmg the Malaria Elimination Action Framework. A costing merhodo|ogy was
imp|emenred fo idem‘rhcy the resources required fo rmp|emen‘r each strategy down to the sub—oc‘rivi’ry level,
standardize unit cost inputs and odjusr for inflation over the course of the MEAF, and determine the quanftity
required of each resource for each activity on a quor‘rer\y basis over the next five years. Unit costs were sourced
from historical expendr‘rure for commodities, travel, and human resources and active Global Fund grant

budge’rs.

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 (LLIHNs) 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 rﬂghesr spend strategies are:

e Strategy 4.2- Sfrengrhen and build capacity fo imp|emerﬁ the surveillance system for malaria
elimination : $10.9 MM

e Strategy 4.4- Srrengﬂﬂen case detection, 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 ouft Foﬂr|y evem|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|uc|ing low doses Primaquine for reducing the Tronsmissibihry of Pf and radical cure
for Pv - $5.2MM

o Strategy 2.3: Increase ovor|obi|iry of quo|if\/ case management services among licensed private sector
providers - $6.0MM

o Strategy 2.4 \/i||oge malaria worker in every vr||oge in malaria at risk areas - $9 4MM

e Strategy 2.5: S‘rrengrhening the quohry assurance and control systems for malaria diognosrs and
antimalarial drugs - $1.2MM

e Strafegy 2.6: Utilize mass drug administration in ‘rorgefed 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 $9.1MM

(6.4%), mosHy driven by Salaries and Incentives. The total 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 $471MM in total, $22 5MM of which is incurred in 2018. The year 2015 only
accounts for 3% ($4.7MM) of total spend because the budget only 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 $1,920,488 $5,657,743 $5,659,956 $7103,231 $7,330,561 $7,206,013 $34,879,952
E3 Vector Control 586,811 $6,293,800 $6,376,088 $92,995,913 $6,833,263  $7,016,453 $49,632,308
1 surveillance 51,193,669  $6,891,409 $8,389,181 $7,397,525 $8,841,642 $7,124,424 $39,837,85]
H 1EC/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 co‘regorized by the most related intervention area. The greatest intervention cost is LLINs
($47IMM, 33.3%), 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 H’wrough VMWs ($11.2MM) which is sp|iJr between Objective 2 (Case Management)
and health education represem‘red under Objective 5 (IEC/BCC). Costs by 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

z
3

&3]
(O3]

Yo

Active Surveillance $15,311,959 10.8%
Capacity Building 311,300,322 8.0%
Diagnosis and Treatment through VMWs $N,160,368 7.9%
Diagnosis and Treatment through public HF $6,427,254 6.0%
Management $7,062,774 51%
Mass Drug Administration $7,939,637 51%
Diagnosis and Treatment through PPM $5,955,572 49%
Quality Control and Assurance $5,603,348 40%
Monitoring and Evaluation $4,761,789 3.4%
Passive Surveillance $4,248,101 3.0%
Community Mobilization $2,731,282 1.9%
IRS $2,49292 565 1.7%
Mass Media $2,147,567 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 O.1%
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 Funohng 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 A
prehminory funding gap cmo|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 e><p|oring new po‘renﬁa”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 to emphosize the importance of ensuring transparency, occourﬁobﬂify, and eFﬁciency in resource

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

CAMBODIA MALARIA ELIMINATION ACTION FRAMEWORK, 2016-2020 - 8 BUDGET AND FINANCIAL PLAN
65



9 ANNEX

Annex 1. Process for MEAF Development

Dates/Time

Periods

May 4 -5

May 18 - June 5

May 27

June 4

June 10 - 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

Meeting/Consultation

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

CNM internal meetings

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

Micropbnmng 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\iminory gap
0no|ysis comp|efeo|

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
objec‘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 objecﬁves and strategies, as well as updoﬁng 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 mcorporofed 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 ono\ysis comp\efed

Indicators, baseline, and targets for MEAF finalized

Recommendations on MDA from WHO MPAC
included in updated MEAF
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For further information please contact:
National Center for Parasitology,

Entomology and Malaria Control

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

soleycnm@gmail.com


http://www.cnm.gov.kh/
mailto:kolhuy@gmail.com

