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TOOLKIT OVERVIEW 
TOOLK IT BACKGROUND 
Between 2016 and 2019, Population Services 
International (PSI) received funding from the 
Bill & Melinda Gates Foundation to implement 
the Greater Mekong Subregion Elimination of 
Malaria through Surveillance (GEMS) project 
in Cambodia, Lao People’s Democratic 
Republic, Myanmar, and Vietnam to 
strengthen private sector engagement in 
malaria testing, treatment, and reporting in 
accordance with national policies. The follow-
on GEMS+ project was designed to transition 
private sector network oversight to national 
malaria programs and to ensure private 
sector integration into national malaria 
strategies and management structures by 
2022. 
 
TOOLK IT PURPOSE 
This private sector engagement toolkit aims 
to strengthen existing and future malaria 
case management services by offering 
detailed descriptions of and valuable insights 
on PSI’s programming in Myanmar to help 
national program managers, their teams, and 
collaborating partners inform and improve 
private sector engagement programs. 
Through this toolkit, PSI Myanmar (PSI/M) 
aims to provide practical and accessible tools 
so that best practices and lessons learned 
from the field can be used to strengthen 
current and future programs. 

TOOLK IT CONTENT 
The toolkit includes standard operating 
procedures, best practices, and lessons 
learned when engaging private sector 
providers in the delivery of quality malaria 
case management. The content focuses on 
several aspects of program implementation 
related to private sector network 
management, such as recruitment, training, 
quality assurance of malaria case 
management, surveillance, supply chain 
management, and community engagement. 
(Bennett A. , 2017) 
 
INTRODUCTION 
GEMS PROJECT GOALS 
As the countries of the Greater Mekong 
Subregion (GMS) continue to make progress 
toward malaria elimination goals, all public, 
community, and private sectors need to be 
prepared to correctly detect and treat cases. 
With many people choosing to seek care in 
the private sector, engaging private health 
care providers remains critical to ensure that 
quality treatment is available wherever people 
seek care, and that timely, accurate data is 
shared with the national malaria program for 
effective decision-making. (Bennett A. , 2017) 
The GEMS project established close 
partnerships between private health 
providers, worksites, non-health outlets, 
communities, and government agencies to 
improve GMS private sector engagement 
programs.
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Table 1. GEMS and GEMS+ 
GEMS  

(2016 – 2019) 
GEMS+  

(2020 – 2022) 
Location: Cambodia, 
Lao People’s 
Democratic Republic, 
Myanmar, Vietnam 
Objectives: 
Increase access to 
quality malaria 
diagnosis and 
treatment services by 
supporting and 
supervising private 
providers. 
Bring care closer to the 
most high-risk 
populations by ensuring 
service availability 
where most needed. 
Ensure National Malaria 
Programs (NMPs) have 
timely access to private 
sector data to drive 
decisions through 
surveillance. 

Location: Lao People’s 
Democratic Republic, 
Myanmar, Vietnam 
Objectives: 
Integrate private 
sector providers into 
national malaria 
elimination strategies, 
surveillance systems, 
planning, and 
management 
structures in a model 
that is customized to 
meet the needs and 
capacity of the project. 

 
In Myanmar, GEMS was a collaborative effort 
among general practitioners (GP), private 
outlet (PO) providers, and government 
agencies, such as the Ministry of Health 
(MOH) and various levels of the National 
Malaria Control Programme (NMCP). 

The GEMS private sector engagement 
program in Myanmar included the following 
core elements: 
• Mapping private general practitioners and 

PO providers 
• Providing comprehensive training 
• Providing routine supervision 
• Ensuring secure supply chains for quality-

assured rapid diagnostic tests (RDTs) 
and first-line treatments 

• Establishing routine case reporting from 
the private sector and incorporating into 
national health management information 
system (HMIS) 

• Advocating for the integration of the 
private sector into NMP systems 

 
MALARIA IN MYANMAR AND 
RATIONALE FOR PRIVATE SECTOR 
ENGAGEMENT 
The National Plan for Malaria Elimination in 
Myanmar (2016–2030) aims to eliminate 
indigenous Plasmodium falciparum (P.f.) 
malaria in six states/regions of low 
endemicity by 2020 and countrywide by 2030. 
(MOH, 2016) In recent years, Myanmar has 
made significant progress in reducing 
malaria morbidity and mortality. However, 
despite recent advances, malaria remains a 
major public health issue in the country, 
accounting for about 56% of all reported 
cases in the GMS. (Lwin, 2022). 
 
The malaria situation in Myanmar is 
complicated because of its heterogeneity and 
parasite resistance. Achievement of the 
declared elimination goal is influenced by the 
relatively high burden of malaria, suboptimal 
resourcing of national health systems, and 
technical/operational constraints. The 
presence of multi-drug resistance, including 
to artemisinin, and the emergence of 
resistance to multi-artemisinin-based 
combination therapy (ACT) in Myanmar led to 
a call for urgent action at national and 
regional levels. The best strategy for coping 
with the problem of multi-drug resistance and 
artemisinin resistance in Myanmar is to aim 
for the elimination of P.f. 
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According to the ten-year (2022-2020) trend 
of malaria cases, both P. falciparum (P.f) and 
P. vivax (P.v) showed declining trends as the 
county moves toward its elimination targets 
(Lwin, 2022). However, Myanmar experienced 
increasing cases and sporadic outbreaks of 
P.v in 2019, 2020, and 2021. According to the 
World Health Organization (WHO), reported 
P.v cases rose to 43,578 in 2020 from 32,788 
reported cases in 2019. Given that context, 
adherence to P. vivax plays a crucial role in 
controlling high caseload vivax malaria 
vigorously (Lwin, 2022).  
 
Table 2. Population Groups at Risk of Malaria 
in Endemic Areas of Myanmar 

(NMCP, National guidelines on the engagement 
of private providers for malaria in Myanmar, 
Page 6., 2019) 

Static  
Populations 

Mobile and Migrant 
Populations 

• Established 
villages (ethnic 
minority and 
majority groups) 

• Camps 
associated with 
large-scale 
construction 
projects (dams, 
bridges, mines, 
etc.) 

• Settlements 
associated with 
plantations 
(rubber, palm oil, 
agriculture, etc.) 

• Prisons 

• Farms and 
traditional slash-
and-burn and 
paddy field 
farming 

• Seasonal 
agricultural 
laborers 

• Defense services 
• Non-state 

combatants 
• Internally 

displaced 
persons 

• Forest goers 
• Transient and 

mobile 
commercial 
project camps 
workers 

• Cross-border 
migrant workers  

 
In Myanmar, the public health sector is still 
under-resourced, facing human resource and 
supply chain challenges, and its service 
network is not sufficiently dense in many 

areas. The NMCP has engaged with the 
private sector for the delivery of malaria 
curative services. The private health sector 
includes medical practitioners, licensed 
pharmacies, non-licensed drug vendors, 
authorized services belonging to private 
companies catering to their employees, and 
not-for-profit services (e.g., nongovernmental 
organizations and faith-based organizations). 
Many of these providers are actively involved 
in case management. The public sector 
usually invests in communications, training, 
monitoring, and in many cases, the provision 
of diagnostics and medicines. 
Nongovernmental organizations, including 
international ones, play a key role in providing 
quality services, especially in areas where 
government health services encounter 
difficulties, such as because of the lack of 
human resources at the township level to 
provide training, monitoring, commodity 
supply, data collection and reporting to the 
central level. 
 
The Malaria National Strategic Plan clearly 
describes the roles and engagement of 
private sector providers throughout the 
continuum of elimination, from burden 
reduction to preventing reintroduction. 
Acknowledging that strategies must be 
adapted to specific operating contexts, the 
private sector’s role will vary in different areas 
based on the country’s microstratification. 
Therefore, the role of the private sector in 
elimination areas is testing for suspect 
malaria and notifying the local NMCP team 
from elimination townships, and the role of 
the private sector in high-burden malaria 
areas is to contribute to case management 
and reporting to the NMCP. (NMCP, National 
Strategic Plan for malaria elimination 2021-
2025, 2021). 
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HOW PSI/M IMPLEMENTS 
PSI/M was established in 1995 and began its 
malaria program in 2001. In 2012, alarmingly 
high rates of oral artemisinin-based 
monotherapy (oAMT) availability and use 
were detected in the private sector where 
most people seek care across Myanmar. 
Continued use of oAMT is widely considered 
to be one of the main contributing factors to 
the development and spread of resistance to 
artemisinin and its derivatives. In response to 
this situation, PSI/M implemented the 
Artemisinin Monotherapy Replacement 
project (AMTR) (Population Services 

International Myanmar, 2015) that was 
designed to rapidly replace the widely  
available oAMT with subsidized quality-
assured artemisinin-based combination 
therapies. (Aung Y. K., 2016) 
 
The GEMS project leveraged PSI/M’s years of 
demonstrated experience in bringing services 
closer to those who are unwilling or unable to 
seek healthcare via the private sector and is 
now recognized as one of the leading malaria 
organizations in the country. To accelerate 
malaria elimination in Myanmar, PSI 
supported three types of private-sector 
providers as shown in the graphic below. 
 

 

Sun Quality 
Health General 
Practitioners 
(GPs) 

A franchised network of private physicians who provide health 
care through their own pre-existing clinics 

 

Private Outlets 
(POs) 

Providers, who are nonformal mobile drug vendors, drug shops, 
and general retail stores 

 

Community 
Health Service 
Providers 
(CHSP) 

Also known as integrated community malaria volunteers (ICMV), 
the CHSPs are a recent innovation in Myanmar and now 
represent the foundation of malaria control activities at the village 
level. These volunteers provide integrated malaria services, 
including case management, prevention though distributing long-
lasting insecticide-treated nets (LLIN), and health education at 
the doorsteps of their communities. (NMCP, National Strategic 
Plan for malaria elimination 2021-2025, 2021) 
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These channels were selected and included 
in the malaria program for the following 
reasons: 
• Located in endemic areas where malaria 

health services are not available 
• Accessible to high-risk communities 
• Not covered or supported by other 

malaria programs 
 

Since 2016, PSI/M’s malaria programming 
through GEMS: 

engaged 23,204 private sector 
providers 

tested* 3,189,613 suspected malaria 
cases 

detected* 42,263 confirmed positive 
malaria cases 

contributed 12% to national caseload 

 *data through June 2022 

Overall, GEMS aimed to support private 
sector health providers to contribute to the 
national malaria response (thus helping the 
government to achieve malaria elimination 
objectives) by ensuring that (1) quality testing 
and treatment services are available in the 
private sector and accessible to high-risk 
groups and (2) private sector surveillance 
data is accessible to support decision-
making. Additionally, PSI/M supported 
private sector health providers by offering 
quality malaria case management training, 
social and behavior change communication 
tools, and innovative surveillance solutions to 
reach target populations. The malaria 
elimination approach included: 
• Mapping and enrollment 
• Training and supportive supervision 
• Ensuring supply of quality commodities 
• Quality assurance of malaria case 

management 
• Case reporting 
• Data-driven decision-making 

Figure 1. Implementation Model 
 
  

https://psiorg.sharepoint.com/:i:/r/sites/GEMS/Shared%20Documents/Design%20Templates%20%26%20Photos/MM%20SOP%20Collateral/Graphics/Graphic_GEMS%20Wheel.png?csf=1&web=1&e=QyJH9g
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MALARIA-RELATED PRIVATE SECTOR 
CHANNELS 
Partnering with Private Commercial 
Companies for ACT Distribution 
Private Commercial Companies in Myanmar 
are playing the leading role in pharmaceutical 
distribution for their clients, including 
hospitals, clinics, pharmacies, and other 
healthcare providers located throughout the 
country, to keep their shelves stocked with 
the medicines and products that patients 
need every day. 
 
PSI/M’s research on the supply chain 
identified AA Medical Product Ltd. as having 
the largest market share. It is the largest 
pharmaceutical distribution company 
importing artesunate into Myanmar. Seventy 
percent of oAMT was distributed by this 
importer since early 1990s. 
 
Negotiations completed between PSI/M and 
AA Medical Product Ltd. led to an agreement 
to stop importing the monotherapy product in 
late 2011. Since 2012, subsidized, quality-
assured ACT has been distributed, and one 
course of ACT treatment was sold to end 
users at 500 Kyat or around $0.75. This 
initiative was important because most 
malaria cases in Myanmar are self-diagnosed 
and are treated with incomplete doses of 
AMT. Selection pressure for artemisinin-
resistant strains of falciparum malaria 
among the 10 million people living along the 
eastern border is therefore likely to be 
alarmingly high. Without concerted and 
coordinated action to prevent it, Myanmar will 
be the place where the trickle of artemisinin 
resistance becomes a flood. 

The quality-assured ACT (artemether–
lumefantrine) was branded as Supa Arte® 
and packaged by PSI/M. The packaging 
included a quality assurance seal (lotus leaf 
logo) for consumer brand recognition and to 
identify the product as a high-quality WHO-
recommended and nationally recommended 
medicine.  
 

 

ACT distribution ad 
  

The replacement of AMT in the private 
sector with the quality-assured ACT was the 
most effective way to solve the potential 
problem of artemisinin-resistant strains of 
falciparum malaria in Myanmar. 
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Formal Private GPs Program 
The GP network consists of 
independently owned and 
operated private clinics that 

provide low-income patients with a basic 
package of family planning and primary 
health care prevention and treatment 
services, including malaria diagnosis and 
treatment, in urban, peri-urban, and rural 
areas. 
• Value to Clients: A friendly neighborhood 

clinic where quality-assured and 
affordable health care is consistently 
available and delivered in a respectful 
manner. The Sun Quality Health brand 
gives clients confidence that they are 
choosing the best medical services to 
meet their families’ health needs. 

• Value to Providers: A trusted professional 
network for GPs, which supports 
professional development and provides 
quality-assured and affordable medical 
services. Through network membership, 
providers can simultaneously build their 
business and reputation while fulfilling a 
positive contribution to their 
communities. 

• Value to Stakeholders: The GP network 
supports the MOH for making a stronger 
health system and universal health 
coverage by 2030 as well as enables 
meaningful and cost-effective 
engagement with the private sector at a 
scale. Such a model can also reduce out-
of-pocket expenses for clients. 

• Integrated Intervention Mix: The GP 
network maximizes service integration 
when possible. Services included malaria 
testing and treatment, reproductive and 
sexual health, tuberculosis, HIV/AIDS, 
cervical cancer prevention, and maternal 
and child health. 

Informal PO Providers Program 
PSI/M first started working with 
POs in 2012 under the AMTR, 
which was designed to rapidly 

replace the use of oAMT with quality-assured 
ACT (QAACT). Because drug resistance due 
to oAMT was a significant problem in malaria 
treatment, the distribution of QAACT in the 
market as a competitor and, eventually, a 
complete replacement was imperative. Later, 
the PO network focused on the most remote 
communities where malaria prevalence was 
high. In these areas, selected providers were 
able to treat using QAACT, correctly test 
using malaria RDTs, and manage case 
reporting in accordance with national 
treatment guidelines. 
 
Private sector activities can offer a unique 
opportunity to deliver and facilitate malaria 
prevention, testing, and treatment services 
for workforces and surrounding 
communities. The current end point of the 
public health commodity supply chain is at 
the township level and at the village level for 
service delivery. The public sector has limited 
reach beyond these levels, leaving many 
worksites and communities in remote areas 
with little to no access to formal health 
services. 
 
Even when services from other formal health 
providers are available, some evidence has 
found that self-treatment has involved people 
taking medicine by themselves or a cocktail 
of drugs purchased from nearby drug shops 
or stores and seeking assistance from the 
more accessible informal providers and drug 
vendors. These were the most common 
practices among at-risk migrant groups from 
worksites (Aung Y. K., 2022) (Population 
Services International, 2017), especially 
EMGs in Teikkyi township and Shan Special 
Region II. (Xu, 2012) (Kyawt-Kyawt-Swe, 
2004) 
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In some endemic areas, the gaps were filled 
by formal or nonformal private service 
provision, whereas other areas had very 
limited access to health services, including 
malaria testing and treatment. Private sector 
providers operate in such areas, engaging in 
support of the delivery of services and 
bridging the existing gap in malaria care 
provision. However, the informal private 
sector, including drug vendors, is still a major 
source of irrational treatment and 
substandard medicines. 
 
PROGRAM IMPLEMENTATION 
MAPPING 
Mapping provided a starting point for 
recruiting potential providers who met the 
basic requirements of being geographically 
accessible to the targeted audiences. 
Emphasis was strongly placed on quality 
rather than on quantity, focusing on 
encouraging the quality and productivity of 
the network rather than its expansion. To 

recruit new providers (GPs and POs) in hard-
to-reach and/or disease-burdened areas, the 
following mapping objectives and procedures 
were implemented: From the information 
collected during the mapping exercise, the 
Regional Field Team generated a list of 
currently operating clinics that had the 
potential for growth and were geographically 
accessible to the target audience. All 
information collected was housed in a 
database system at the central level. 
 
ENROLLMENT 
Provider Enrollment for GP and PO 
After analysis of the mapping data, providers 
targeted for engagement were identified 
based on enrollment criteria. It is 
recommended to engage providers who are 
geographically accessible to the target 
audiences and are trusted health care 
providers with strong reputations because 
they are highly likely to see more patients. 
The following criteria should be considered 
before enrollment: 
 

Table 3. Enrollment Criteria for GP and PO 
Criteria for GP Criteria for PO 

1. Non-government employee nor a specialist 
2. A minimum of one year experience as a full-

time GP at an existing clinic or a registered 
clinic of a respective health department 

3. Operating hours should be a minimum of 
three hours per day 

4. Acceptable general clinic conditions with 
privacy for clients 

5. Provider runs the clinic by himself/herself 
6. No Sun Quality Health (SQH) clinic in the 

immediate vicinity 
7. Current patient load in the area 
8. Community perception of the provider 

1. One who resided in malaria high burden 
villages or wards 

2. One who got along with the community 
3. One who could read and write and could 

regularly attend training and meetings to 
prepare monthly reports 

4. One who had spare time for case 
management and was familiar with treating 
patients 

5. One who could go to nearby villages to 
provide outreach case management 

6. One who could properly prepare monthly 
reports 
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Once providers were identified according to 
the criteria, advocacy with the providers was 
done by the Regional Field Team to set the 
date to explain the malaria program to 
providers. Including its objectives; the 
benefits to and the responsibilities of the 
provider; and PSI/M’s expected outcomes for 
the malaria program, such as participation in 
training sessions, case management 
according to national treatment guidelines, 
stock checks, and reporting and quality 
assurance (QA) processes. Those who agree 
with the above requirements were enrolled 
and selected as providers under the PSI 
network after signing the franchise 
agreement [Annex 5]. 
 
Implementation Tips 
Field staff needed to advocate to potential 
providers who met the enrollment criteria. 
Advocacy messages contained clear 
information on PSI/M’s malaria program 
objectives, the purpose of the recruitment 
and the way forward, and roles and 
responsibilities of both sides. The advocacy 
process needs to be short and precise when 
addressing the needs of providers to 
understand the malaria program 
requirements and to obtain their agreement 
to follow requirements during the enrollment 
process. 
 
ORIENTATION AND TRAINING 
Initial Training 
After selecting the network providers, the 
PSI/M training team provided an orientation 
and basic training on malaria diagnosis, how 
to correctly administer RDT, case 
management according to the national 
guidelines, and reporting such as how to fill 
out the malaria register and reports and how 
to use the PSI/M notification system as a 
requirement of case notification within 24 
hours. 

Refresher Training 
Refresher training was conducted according 
to program guideline updates issued by the 
MOH in Myanmar and providers’ needs, which 
would be identified using the Health Quality 
Improvement Network System Application 
(HNQIS) tool. 

On-site Refresher training to GP by TSO 
 
Implementation Tips 
Each training course should be participatory, 
based on adult learning principles, and 
include opportunities to practice new skills. 
 

For GP providers, a training needs 
assessment (Annex 6) should not 
be applied before each refresher 
training since they are 

emotionally sensitive to such assessment. 
When in-person training is impossible, virtual 
training using Microsoft Teams or Zoom is a 
good option for training GP providers whose 
digital literacy is comparatively higher than 
PO providers. 
 

For nonformal PO providers, 
training should be interactive and 
follow adult learning principles 
because they usually have less 

education than formal counterparts. Pre- and 
post-test questionnaires should be prepared 
and used. Informal providers should be 
advised that they will be supported during 
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supervision visits and provided feedback by 
using the HNQIS tool.  
 
PSI/M also provided on-site and group 
refresher training to strengthen the quality of 
care (QOC) provided by POs. 
 
Ensuring Supply of Quality 
Commodities 
During the training, malaria commodities, 
RDTs, ACT, chloroquine (CQ), and primaquine 
(PQ) were provided free of charge to both GPs 
and PO. Before PSI knew the actual caseload 
and consumption rates, each provider was 
given the minimum drug stock list for one 
provider during the training:  
• A strip each for all medicine and testing, 

ACT1, ACT 2, ACT3, ACT4 and CQ 20 tab, 
PQ 40-tab, Paracetamol 10 tab, and oral 
rehydration salts (ORS) 3 sachets.  

• The amount of stock would be based on 
their client load and the malaria season, 
which would be determined and 
assessed by the respective field 
coordinators, who adjusted the supplies 
according to consumption data. 

• PSI/M’s field team distributed malaria 
commodities to providers monthly to 
ensure that a minimum stock was kept in 
the provider’s hands and that there was 
no stockout situation. 

 
PSI/M procured and distributed malaria 
commodities for providers under the Gates 
Foundation grant. The quantification was 
done based on the number of providers, 
number of project townships, and targeted 
number of tests and positive contributions by 
each provider channel, and the malaria 
positivity rate of selected townships based on 
historical data. The procurement was 
prepared once every three years. The 
distribution of the commodities, except 

LLINs, was done from central warehouses to 
sub-warehouses and then to providers. 
 
The national-level PSI/M Marketing and 
Communications team prepared the annual 
product replacement plan for malaria 
commodities and shared it with the field 
offices. The annual product replacement 
Excel template [Annex 4] was where PSI/M 
entered providers’ numbers and yearly 
targets for testing and set formulas based on 
buffer needs and malaria epidemiology. The 
field office team prepared monthly product 
estimate forms based on providers’ actual 
consumption and the disease situation and 
submitted them to the national team on the 
25th of every month. The central warehouse 
distributed commodities to sub- warehouses 
in the following months after finalizing the 
stock request form submitted to the national 
team. For distribution to providers, field 
coordinators were responsible for preparing 
and submitting the distribution plan and 
request to the field office manager on a 
monthly or quarterly basis, depending on the 
field situation. While above field staff 
distributed to providers, they collected the 
invoices as evidence of distribution. 
 
PSI/M had dedicated procurement and 
logistic teams at PSI/M headquarters, and 
each field office had a dedicated 
administrative and warehouse person for 
inventory management. Stock Checking 
PSI/M Logistic team needed to ensure that 
the products would get to where they needed 
to go. Proper stock management procedures 
can eventually ensure that all providers have 
commodity security, allowing every client to 
receive and use high-quality necessary health 
goods whenever they are needed. 
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The stock management flow was built in such 
a way that every provider had commodity 
security, ensuring that every client would get 
and use high-quality vital health products 
whenever they required them. Figure 2 shows 
how to mitigate stockouts between the 
central warehouse and the providers using 1) 

support teams that ensure stock supplies are 
transferred from the central warehouse to 
sub-warehouses, 2) field coordinators who 
distribute stock among providers, and 3) 
regional managers who oversee field 
coordinator performance on stock 
distribution. 

 
Figure 2: Stock Management Flow Diagram for Providers 
 

 
 
Checking Inventory Stock Report and 
Minimum Stock Requirements 
Field coordinators must take the following 
steps to ensure each provider within the field 
coordinator’s assigned geographic areas has 
enough stock: 
• Ensure the malaria stock management 

and in-out report. 
• Check all necessary items. 
• Standardize drug storage system.  
• Calculate the stock forecast to cover the 

next visit 
• Supply the minimum drug stock amount 

for each provider. 
• When there was a stockout or supplies 

were not sufficient, discuss an action plan 
for redistribution or borrow from nearby 
government health facility. 

 

Stock assessment 
  

https://psiorg.sharepoint.com/:u:/r/sites/GEMS/_layouts/15/Doc.aspx?sourcedoc=%7B4D8E78B2-D7DA-45E9-B10B-AF88A9DBE4D5%7D&file=commodity%20flow.vsdx&action=default&mobileredirect=true
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SUPPORTIVE SUPERVISION 
Who Did This and How Often Did It Happen? 
Establishing and maintaining a relationship 
with the providers enrolled in the GEMS 
network was essential to continuously 
improve and ensure the quality of malaria 
services. Throughout the project, the PSI/M 
field team implemented activities in a 
respectful and non-authoritarian way with a 
focus on using supervisory visits as an 
opportunity to improve the knowledge and 
skills of providers and to provide 
commodities support. Field coordinators, 
who were assigned specific geographic 
coverage areas (i.e., townships), provided 
monthly supportive supervision to providers 
located within those designated coverage 
areas. 
 
What Tools Were Used? 
PSI/M carried out routine QOC assessments 
using the HNQIS app, which approached QA 
evaluation in a holistic way. The HNQIS app 
was also a job aid for supervisors to conduct 
supportive supervision. 
 
How Was the Information Collected Used to 
Improve Implementation? 
To improve implementation of malaria case 
management and reporting by providers, the 
field team reviewed feedback and findings of 
QOC assessments using the HNQIS 
application through the DHIS2 database. 
Further, findings from monthly supervision 
visits to providers were compiled to identify 
areas of improvement in executing the 
planned actions. Supportive supervision 
encourages open, two-way communication 
and team building approaches that facilitate 
problem solving. It focuses on monitoring 
performance toward goals, using data for 
decision-making, and depends on regular 
follow-up with staff and providers to ensure 
that new tasks are being implemented 
correctly. 

 
Implementation Tips 
Ensuring proper planning of the setup of the 
supervision system, conducting regular visits, 
and implementing supportive procedures 
during and after visits are essential. 
Supportive procedures include area mapping, 
advocacy and reporting, supporting general 
Service Delivery Standard, QA, data collection, 
and feedback. 
 
Provider Support Mechanisms - GP and the 
PO Channels 
Under the malaria program, PSI/M gave a 
provider a performance-based incentive and 
transportation allowances. 
 
To facilitate faster reporting, the records from 
providers were collected on the 21st to the 3rd 
of the next month by field staff. Some 
providers submitted their reports through 
digital communication channels, such as 
Viber, to their respective field coordinators. 
The reports collected from providers were 
checked and verified by the respective staff, 
and the necessary clarifications were 
obtained. Then incentives were provided to 
both provider channels. Malaria testing 
incentives correlated with testing data and 
depended on the number of tests.  
 

Incentive type for GP – three 
types of incentives: 1) testing-
based incentive* if the GP 
conducted a minimum of 5 tests 

per month; 2) phone top-up incentives for GPs 
who sent 24-hour positive case notification 
using the chatbot reporting platform; 3) 
reporting incentives for GPs who submitted 
even zero case identification reports 
electronically to the PSI field team.  
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Incentive for PO – two types of 
incentives: 1) testing-based 
incentive* if the PO conducted 5 
to 9 tests per month, or more 

than 10 tests per month; and 2) phone top-up 
incentives for POs provided 24-hour positive 
case notification via telephone calls to PSI 
field staff.  
 
* Testing-based incentive is MMK (USD 0.5) per test. Maximum 

incentive ceiling for GPs is 25,000 MMK (USD 12) per month. Maximum 

incentive ceiling for POs is 12,000 MMK (USD 6) per month

Implementation Tips for Provider Meetings 

There is only a single type of provider meeting 
organized by PSI/M field team. The purpose 
of the meeting is to provide technical support 
for CHSPs providers on data quality, case 
management, and distribution of stock and 
report collection. Therefore, these meetings 
were another form of provider support in 
addition to incentives. 
 
The following table explains the objectives, 
timing, selection of place, and preparation 
tool for field staff while preparing for provider 
meetings. 
 

Table 4. Supportive Supervision for Providers 
Objectives To share information about the updated technical inputs of the National Program 

and to improve malaria, other diseases, family planning, and TB-related activities. 
To build good coordination and collaboration among CHSPs, community mobilizers 
(CMs), and local health stakeholders. 
To prepare and process a financial claim (service allowance fee, travel allowance) 
and other procurement procedures between the CMs and CHSPs. 
To submit a carbon copy of the monthly report to the respective local health 
department and obtain the MCR report from the CHSP. 

Timing Between the 21st to 25th of every month. 

Place At the CHSPs nearest rural health center (RHC) or subcenter. 
- If the place is not convenient, organize it at a relevant area. 
- The meeting point depends on the CHSP’s area that can spread to more 

than five places under the CM’s supervision.  
CM 
Preparation 
Tools 

A meeting invitation that includes the meeting location, date, and time. 
Checklist for the following documentation:  

- To – do task lists 
- Financial documents, technical assistance budgets 
- Monthly reports – malaria carbonless register, health education report, LLIN 

distribution record, attendance forms, meeting minutes report, monthly 
CHSP report, expense forms, sales report, product distribution invoices, and 
refreshment and travel allowance receipts 

Checklist for minimum stock requirements. 
Agreed date for the following monthly meeting - plan the next monthly meeting 
appointment and the estimated budget plan. 
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QUALITY ASSURANCE 
The purpose of QA of malaria case 
management was to: 
• Improve individual QOC for both GPs and 

informal PO providers in delivering health 
services to the community. 

• Assess whether the whole network’s 
services were in accordance with national 
guidelines and with PSI/M’s service 
delivery standards. 

• Establish and maintain a relationship with 
both GPs and PO providers enrolled in the 
GEMS+ project, which was essential to 
improve and ensure the continuous 
quality of malaria services. 

 
PSI/M carried out routine QOC assessments 
using an app called the HNQIS tool, which 
approached QA evaluation in a holistic way. 
HNQIS was a job aid for supervisors to 
conduct supportive supervision and 
undertake QA as a means of improving QOC. 
Using HNQIS, all components of malaria case 
management were assessed. The application 
was linked to the District Health Information 
Software (DHIS2) to create data 
visualizations. The HNQIS app streamlined 
the QA process by supporting four modules: 
Plan, Assess, Improve, and Supervise. 
 
Improvements in QOC for individual GPs and 
informal PO providers were carried out by 
technical support officers (TSOs) and 
community mobilizers (CMs) from the PSI/M 
field team, respectively. 
 
PSI/M also had a dedicated QA team who 
randomly selected GP and PO providers using 
lot quality assurance sampling (see the QA 
tools in Annex 2). Furthermore, QA team also 
consulted with and addressed the inputs of 
Program Management team and considered 
the donor requirements every year. Based on 
the donor requirements, the QA team used an 
excel-based QA tracking tool to monitor the  

 
progress and completion rates of the QOC 
evaluations conducted by the field team. 
 
The QA team also conducted a regular 
analysis of the QA data in the DHIS2 to 
provide feedback and recommendations to 
the field team, who in turn provided technical 
support to targeted providers. 
 
The differences between the QA process for 
GP and PO providers were: 

GP providers were doctors who 
had comparatively lower 
numbers of malaria cases and 
were not comfortable with 

assessing their own QOC using the HNQIS 
app. As such, PSI/M developed case 
scenarios and job aids using RDT photos to 
facilitate organized discussions around QOC 
approaches. 
 

PO providers were non-medical 
personnel who lived in endemic 
areas, saw high numbers of 
malaria cases, and were more 

open to receiving assessments using real and 
simulated clients by applying the HNQIS app. 
 
Lessons Learned Related to QA 
The COVID-19 pandemic brought challenges 
to conducting in-person activities in 2020 and 
2021. Recurring lockdown mandates 
prevented in-person QA assessments both 
for GP and PO providers. Therefore, PSI/M 
adapted by providing telehealth support and 
creating case scenarios and job aids for 
phone based QOC assessments. Moreover, 
GP and PO providers in areas with reliable 
internet service submitted photo 
documentation of information, education, 
and communications materials, guidelines, 
and malaria carbonless register (MCR) 
documents to PSI/M via the Viber platform. 
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Additional challenges to the operating 
environment (i.e., conflict setting, risks 
associated with carrying tablets and mobile 
devices) in 2021 and 2022 prevented PSI/M 
field staff from deploying the HNQIS app 
during QOC assessments for PO providers. 
However, PSI/M used printed checklists that 
were exported from the HNQIS app, noted 
their findings on paper, and then transcribed 
the information to the HNQIS app for online 
submission to the DHIS2. 
 
Implementation Tips 
For individual QOC evaluation, PSI/M 
acknowledges that it is essential to use a 
medical doctor as the TSO to arrange the QA 
process with GP providers who are also 
medical doctors running their own clinics. 
This is because GP providers do not accept 
non-medical staff to assess their QOC. It is 
acceptable to use non-medical staff like CMs 
to work on the QA process for informal PO 
providers, who are mostly non-medical 
personnel. 
 
While using HNQIS application, TSOs and 
CMs should provide clear directions to 
providers and ensure making an appointment 
date and time with selected providers. In 
areas of low malaria transmission, where 
observing provider interactions with real 
patients may be difficult, CMs can run a 
simulated case as a means of assessing the 
quality of case management. 
 

 

Areas of Examination 
The HNQIS app provides not only the setup 
for the next supportive supervision visit 
appointment date but also the calculation of 
the number of providers for the next visit. The 
HNQIS checklist was developed based on 
global best practice standards. It examines 
seven areas of malaria case management to 
generate an overall QOC score. The areas can 
be broken down into the following: 
 
Inquiry: Ability to inquire verbally about 
malaria-related symptoms and ask for patient 
history. 
 
Physical exam: Ability to assess danger signs 
and physical symptoms through 
observations and identifying basic medical 
signs (e.g., jaundice, pallor, temperature). 
 
RDT procedure: Demonstration of provider 
safety, patient safety, administration of the 
RDT, and appropriate disposal of biohazards. 
 
Diagnosis, treatment, and counseling: 
Correctly interpreting RDT results, 
recommending appropriate treatment, and 
correctly administering treatment, including a 
counseling session for treatment, dosage, 
and adherence. 
 
Documenting and reporting: Accuracy of 
patient registration and data entry in the 
reporting systems (DHIS2). 
 
Workplace: Whether adequate water supply, 
lighting, job aids, and essential supplies 
(gloves, tests, etc.) are available and being 
used when appropriate. 
 
Equipment, supplies, and consumables: 
Appropriate storage of RDTs and drugs, the 
availability of personal protective equipment, 
and stock management with standardized 
procurement procedures. 

CMs are PSI/M non-medical field staff who 
are based in project townships. PSI/M 
developed a job description for them. They 
were recruited per standard human resource 
management procedures. After recruitment, 
PSI/M did an orientation and provided 
training on project management, data 
collection, supervision, and commodity 
supply. 
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CM and PO HNQIS Assessment 1 

 
Classification-Scoring and Scoring System 
The QA score is calculated and reflected as a 
percentage of 57 questions, and the providers 
are classified as either A, B, or C. 
 
PSI/M calculated the next visit by using the 
QOC score from the assessment and the 
productivity score for providers, as shown in 
the following table. 

Table 5: Quality of Care Classification 
Quality of Care Score Productivity Score  

(Many Patients) 
Productivity Score  
(Fewer Patients) 

Score Class A (90%–100%) To check in the next 6 months To check in the next 6 months 
Scoring Class B (80%–89%) To check in the next 2 months To check in the next 4 months 
Scoring Class C (0%–79%)  To check in the next 2 months To check in the next 4 months 

 
Case Reporting 
Surveillance system consists of routine reporting system and elimination surveillance. 
Table 6. Routine Reporting to National Systems 

No Frequency To Whom Reporting Format Timeline Reporting 
Channel 

1 Monthly Central 
NMCP 

Case-based report and 
Aggregated Township level 
data: 

Within 15 days 
of the next 
month 

Google Drive 
and Email 

3 Biannually Central 
NMCP 

 Aggregated Township level 
data: 

15th of July 
and 15th of 
January next 
year 

Email 

4 Annually Central 
NMCP 

Aggregated Township level 
data: 

15th of March 
next year  

Email 

Case-Based Reporting to the National 
System 
PSI/M uses the NMCP Excel reporting 
template for malaria cases via a shared folder 
on Google Drive. Case reporting is on the 
individual level and cumulative by month. The 
cases are tied to the updated list of health 
facilities recorded under NMCP, and the 
facility list is updated twice a year. 

Elimination Surveillance 
Case Notification and Response 
PSI/M contributed malaria elimination 
requirements: Real-time positive case 
notification within 24 hours and training of 
field staff to do case investigation and 
responses within two to three days. Case 
notification was done through the 
development of chatbots. 
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Using social media chatbots as a 
mechanism for case notification:  

 
Routine Data Collection – Paper and 
Electronic 

Malaria case data reporting 

Routine Data Collection and Data 
Verification at Field Offices 
Service providers completed paper-based 
records in their separate standardized 
monthly client or activity records for different 
activities. Primary data were captured by the 
provider at the service delivery point, and 
standardized paper-based reports were 
generated. The information from the paper-
based reporting forms was manually entered 
in the DHIS2 system. The data were entered 
in a standard software by the management 
information system (MIS) unit (archiving soft 
copies). Malaria data were 
entered/computerized by field offices, with 
the rest of the paper-based reporting 
continuing to be sent to Management 
Information System. 
 
The Reporting Event Month went from the 
21st of one month to the 20th of the next. For 
example, data from the 21st of January to the 
20th of February 2021 were covered by a 
provider's February 2021 event report. To 
encourage speedier reporting, the field team 
collected records from providers from the 
20th to the 3rd of next month. Some providers 
used digital communication channels like 
Viber to send their reports to their respective 
staff. The MIS unit used Microsoft Access 
and pivot tables built in Microsoft Excel for 
data analysis. As part of a random 
assessment, an MIS analyst performed post-
data entry verifications monthly. Data 
discrepancies and incomplete/error reports 
were communicated to supervisors of 
various implementation units using a 
standardized approach. The MIS unit 
employed a 19-random post-data-entry 
verification method. The information and 
communication technology unit backed up 
the MIS data. Only the relevant department's 
assigned working level and MIS personnel 
had access to the information. 
 

Messengerbot, viberbot, and short 
message service (sms) 
Operating within the pandemic context 
necessitated the expansion of the use of 
digital tools for case reporting through 
chatbots using popular messaging 
applications, such as Facebook Messenger 
and Viber to submit confirmed malaria 
cases. The chatbot included automated 
SMS sent to local health authorities to 
ensure that they could rapidly follow up on 
each reported case.  
 
The PSI/M training team provided the 
necessary training for network providers 
(GPs and POs) and assigned TSOs and CMs 
to make proper use of the case notification 
tools, proper implementation of case 
investigation forms, and provision of 
responses.  
 
PSI/M demonstrated that a high proportion 
of cases (94%) could be investigated 
through the deployment of the real-time 
notification chatbot platform. Two private 
sector case investigation officers in the 
Mandalay and Yangon regions supported 
investigation of 392 cases in 2021 and 1442 
cases between January – June 2022. 
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Figure 3: Malaria Private Outlet DHIS2 Reporting Data Flow Diagram 

 

M&E Team begins reporting to NMCP and donors by 9th of each month

Supervisors and M&E staff conduct second data verification

Upload data into PSI DHIS2 server by 9th of each month

POs enter data into DHIS2 Android applications and GP data into Access database

Collection of paper records - Review and validate data during monthly supervision

Providers fill out paper-based record daily (21st to 20th of following months)

https://psiorg.sharepoint.com/:w:/r/sites/GEMS/Shared%20Documents/Design%20Templates%20%26%20Photos/MM%20SOP%20Collateral/Flow%20diagram%20for%20GP%20and%20PO%20channel%20for%20reporting.docx?d=w9e5ece0aad9e46d4a79a38f763a2f6dd&csf=1&web=1&e=NwOw1O
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Figure 3 depicts how and when data flowed 
from the GP and POs to the PSI/M DHIS2 
server. GP and POs filled out a paper-based 
record (Annex 8: NMCP format MCR) on the 
20th of every month. Field staff were 
responsible for validating the reported data 
while collecting it from both providers. After 
validating the data, the CMs entered the 
monthly PO data in the DHIS2 Android app, 
and the data entry team entered the GP’s 
data. DHIS2 app: 
• The DATA CAPTURE app collected age 

and sex aggregated data of all testing 
• Event Capture app collects demographic 

data for both positive and negative cases. 
 
By the 9th of each calendar month, the data is 
uploaded into the PSI/M DHIS2 system where 
a second verification is conducted by field 
office managers. Between the 20th and 3rd of 
each month, field staff gathered these 
records during their monthly monitoring visits 
to the GPs and POs. 
 
Managers checked the data reported in the 
DHIS2 and the paper-based data (Summary, 
Service Allowance Fee Payment, and primary 
source on MCR) and provided comments to 
the field staff on the agreed date, which is 
between 7th and 9th of every month. During 
this time, the second data verification and 
correction in the DHIS2 took place. Data 
correction in the DHIS2 was handled by an 
authorized focal person from the field office. 
It was done before the 9th of the month, which 
was the deadline for data uploading. On the 
9th of the month at 5:00 p.m., a focal person 
from the MIS team collected the malaria data 
from the DHIS2 and processed the data for 
further reporting. 

The field staff's monthly visits to service 
delivery points were supplemented by 
administrative and technical help from their 
respective supervisors during scheduled and 
unscheduled visits. They also offered 
providers of on-site, ad hoc training 
depending on their specific needs, with an 
emphasis on current national guidelines and 
data-gathering processes. Routine data 
handling mechanism can be seen in Annex 7. 
 
Data Checking and Verification 
PSI/M Field operation teams had to submit 
verified and cleaned reports and data sets 
according to the reporting templates and 
timeline. Management information system 
(MIS) staff checked the data type, format, 
consistency, and uniqueness. Every month, 
feedback on any inconsistencies or 
incomplete data in the MIS database was 
given using a standardized format to the 
respective person, who was then requested 
to reconfirm the data. During the data 
verification period, the MIS team also 
reviewed the programmatic targets, 
achievements, and supporting documents 
and requested clarification from the focal 
person from PSI/M field operation team at 
implementing townships. 
 
The MIS team combined and stored the 
corrected data in its own electronic system, 
then created key performance indicator 
dashboards for the township level. The 
dashboards and data were analyzed in 
coordination with the PSI/M program 
managers from Program Management 
Department to improve program 
performance. After that, the program and MIS 
teams finalized the report review and 
proceeded to donor report preparation. 
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Routine Data Quality Assessments 
Introduction 
PSI/M collected and used data to monitor 
and evaluate its programs, estimate the 
health impact of specific interventions, 
assess value for money and improve 
intervention cost-effectiveness, and evaluate 
the health of the markets that PSI/M worked 
to strengthen. High-quality data were 
essential to accurately monitor and measure 
the health impact of interventions. 
 
Improving data quality was an important 
strategic priority for PSI/M to strengthen the 
quality and integrity of data collected and 
instill confidence about the accuracy of data 
used for decision-making. PSI/M ensured 
data quality by conducting a routine data 
quality assessment (RDQA) at least once a 
year to evaluate the quality of data provided 
by the project. Based on the findings of data 
verification at service sites, key issues were 
identified, and action plans with an estimated 
timeline were implemented to strengthen and 
improve data quality. 

What was reviewed? 
Data quality was assessed by looking at 
the following dimensions: 
• Availability: The extent to which data and 

its supporting documentation were 
available. 

• Completeness: Completeness meant that 
the document contained all the required 
entries for the indicator, as appropriate. 

• Accuracy: The degree to which the data 
correctly reflected what they were 
intended to measure. 

• Timeliness: The extent to which the data 
were up-to-date (current) and made 
available on time. 

• Integrity: The extent to which the data 
were protected from unauthorized 
changes or manipulation. 

• Confidentiality: The extent to which 
clients’ personal information was 
protected and kept secure. 

• Precision: The extent to which the data 
were collected with the level of detail 
required to measure the indicator (e.g., 
disaggregation by age, sex). 

 

Availability
• The extent to which data and its supporting 

documentation were available

Completeness
• The document contained all the required 

entries for the indicator, as appropriate

Accuracy
• The degree to which the data correctly 

reflected what they were intended to 
measure

Timeliness
• The extent to which the data were up-to-date 

(current) and made available on time

Integrity
• The extent to which the data were protected 

from unauthorized changes or manipulation.

Confidentiality
• The extent to which clients’ personal 

information was protected and kept secure.

Precision
• The extent to which the data were collected 

with the level of detail required to measure the 
indicator (e.g., disaggregation by age, sex).
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The following checklists were used for RDQA 
(Annex 7): 
1. Internal RDQA checklist tool 
2. Monthly non-sale (MCR collection) report 

form for tracking monthly reporting 
status of SQH providers (GPs) 

3. Monthly reported provider status tracker 
by MIS team for tracking monthly 
reporting status 

 
Data Analysis,  Data Use, and Data 
Quality Assurance 
Data-to-Action for Malaria Case 
Reports at Different Levels 
Routine malaria data were monitored, 
reviewed, and used for program improvement 
by PSI/M at two different levels. 
 
Field office level: For field staff, case trends 
from their respective providers were 
monitored monthly. The field team took 
appropriate action on any unusual increase in 
caseloads to prevent malaria deaths and to 
control outbreaks by sharing information with 
the respective township malaria focal person. 
 
National level: The PSI/M Monitoring and 
Evaluation (M&E) team and Program 
Management team worked together to 
prepare a quarterly analysis of malaria data 
against donor indicators and targets 
contributed by private sector providers to 
identify issues to be addressed by field 
teams. The Program Management team also 
developed a monthly result tracker to monitor 

progress in the achievement of GEMS+ 
project indicators. The findings of these 
progress reviews and routine data review 
findings were discussed during quarterly 
Data Deep Dive meetings to define alternative 
ways to address the issues identified and 
allowing PSI/M to take corrective action to 
increase the relevance, effectiveness, 
efficiency, impact, and long-term 
sustainability of programs. 
 
What Was Done for Data-to-Action?  
PSI/M designated an M&E team for data use 
based at headquarters in Myanmar 
composed of Program Management 
Department staff, national staff, and MIS 
staff.  

• Who Collected the Data? Primary 
malaria data were collected by field 
staff, namely CMs and TSOs from 
POs and GPs, respectively.  

• How Often Were They Collected? Data 
collection was done monthly. Data 
verification was performed by field 
staff and MIS staff during the 
reporting periods.  

• What Systems Were Used? What 
Checklists Were Used? The MIS team 
used a Microsoft Access database for 
data entry and data validation of both 
providers data, whereas the DHIS2 
was used for data entry from informal 
PO providers. The M&E team regularly 
reviewed the data by developing 
DHIS2 and Excel dashboards to 
analyze the data for modifications to 
program management. 
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COMMUNITY ENGAGEMENT 
Introduction 
PSI/M conducted its first Malaria Empathy, 
Insights, and Prototyping (EIP) study in which 
the workshop was conducted from August 26 
to September 5, 2019. The objectives were to: 
1. Engage with the malaria at-risk 

community (forest goers) to gain a 
deeper understanding. 

2. Obtain participants’ perceptions about 
malaria (risk, importance, and 
commitment to interventions). 

3. Increase participants’ access to and use 
of malaria services (test, treat, and health 
education). 

4. Identify the barriers to and facilitators of 
treatment adherence. 

5. Achieve an increased capacity in 
implementing EIP. 

6. Present prototype interventions with the 
community and obtain feedback. 

7. Develop an action plan for further 
consultation/update on the prototypes. 

 
This study applied a human-centered design 
qualitative approach using EIP tools to gather 
insights. The EIP methodology allowed PSI/M 
to apply the best practices of a multi-
disciplinary approach, with roots in a 
commercial marketing strategy and 
techniques and tools from human-centered 
design. With strategies to increase 
engagement and empathy with target 
audiences and to understand them at a level 
that allows for sharpened insights, EIP put the 
target audience at the center of all 
programming and resisted the urge to jump 
from an identified problem directly to a 
solution or to something that was familiar. 
EIP helped ensure that solutions resonated 
with users and that they were not only 
feasible but desirable and conducive to 
uptake.

Using this framework, the 11-day workshop 
aimed to address the unique high burden of 
malaria in Singu Township, located in the 
malaria elimination zone of Mandalay. From 
the analysis and information obtained by the 
field operation team, most malaria cases 
were related to Myit-Ka-Lay-Yoe area in Singu 
Township. Through data-driven analysis, the 
key population identified was primarily forest 
goers who are vulnerable to malaria. 
 
To better understand the interpersonal 
relationships, surrounding communities, and 
individual behaviors that might affect forest 
goers' health-seeking behavior patterns 
(giving focused attention on fever and 
malaria), participants from the PSI/M 
Community Health Service team, Research 
team, and Malaria Program Management 
Department team were trained on 
interviewing this target population using three 
empathy tools for the collection of data: Day 
in the Life, Circles of Trust, and Empathy Map. 
The data collection took place at Nyaung Wun 
village and Ta Yaw Pin village. The 
interviewee recruitment process was led and 
supported by field operation staff responsible 
for Singu. Two volunteers from Ta Yaw Pin 
and Nyaung Won villages (U Kyaw Win and 
Daw Myint Khaing) also supported the 
recruitment of interviewees. Most of the 
interviewees were from those villages, and 
about 10 interviewees came from nearby 
villages. Interviews took place in the 
volunteers’ villages, which were situated just 
beside Mandalay-Mogoke highway road. 
There were seven interviewer groups and 28 
interviewees. The interview process took two 
days. 
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Empathy Map 
An empathy map is a tool to help understand 
the target audience as individuals rather than 
a jumble of demographic descriptors. 
Empathy maps look at the tensions that often 
exist among what people say, do, think, and 
feel. These tensions or contradictions often 
reveal barriers faced by the target audience 
and opportunities to design appropriate 
interventions. By closely observing the target 
audience and actively listening to them, 
teams not only complete empathy maps but 
gain understanding and compassion. 

Empathy maps may not require additional 
research. Rather, an empathy map can be 
populated as teams review research and 
interactions with the target audience. As 
such, empathy maps can serve as an 
organizing tool for data already collected or 
help pinpoint areas of additional inquiry in 
later steps. Note that thoughts and feelings 
cannot be observed directly but are inferred 
by paying attention to clues—body language, 
tone, choice of words, facial expressions—
and should be recorded while in the field. 

Circles of Trust 
This tool is used to elicit information from the 
target audience on who and what influences 
them. Participants can map out on a bullseye 
map across any range of scenarios related to 
a project: who influences them most, who are 
they closest to, from where do they get 
information, what sources of 
care/information do they trust, etc. The 
objective of the circles of trust is to 
understand the interpersonal factors that 
influence the target population.

Journey Map 

Consolidating these tools, a journey map that 
included each stage of the target audiences’ 
journey in malaria testing, treatment, and 
prevention was developed. Journey mapping 
is an approach to collecting, analyzing, and 
visualizing qualitative data to capture and 
evaluate target consumer experiences. This 
approach considers the lived experiences of 
the consumer during each stage, or touch 
point, in their health-seeking journey. The 
journey mapping approach is the creation of 
a visual map that helps illustrate the 
milestones, decisions, behaviors, 
expectations, and emotions that consumers 
have during each stage of their journey. 

The objective of developing a journey map is 
to learn about the decision-making processes 
that consumers go through in the process of 
accessing services, using products, or 
changing behavior and to understand their 
emotional experiences during each step in 
their journey. The journey is not just a 
physical displacement but also an entire 
decision-making process, from identifying a 
need, taking steps to identify a solution, 
enacting a solution, and the subsequent 
needs and expectations after the solution. 
Journey mapping experiences enable 
programmers to identify key areas and 
moments that can be targeted to increase 
demand, facilitate access, or improve the 
offering. When conducting a journey map, 
various behavioral factors facing the target 
consumer are uncovered. It is also an 
empathy tool, allowing program teams to 
engage with consumers and see and better 
understand the issues facing the consumer. 
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The key findings from the EIP process were: 
1. Lack of awareness that people with fever 

should get tested for malaria within 24 
hours 

2. Misconceptions about the proper 
prevention of malaria 

3. Misconceptions about how malaria is 
transmitted 

4. Delays of more than 24 hours before 
testing 

5. Going to providers they trust (over 
convenience) 

6. Do not get directly observed treatment for 
malaria treatment 

7. Not adhering to the full course of 
antimalarial treatment 

8. Inconsistent prevention/LLIN use 
9. Belief that malaria is unavoidable (and 

treatable) 
 

Community engagement 
 
Based on the EIP findings, the following 
actions were taken. 
1. Communication materials were produced 

with a focus on forest goer populations. 
2. A tool was developed to promote 

treatment adherence. 
3. Malaria champion providers were 

recruited to engage with the forest goer 
population to do proper testing and 
treatment of malaria. 

 
 

CHSP operational activities were aligned with 
EIP activities conducted, which proved to be 
more effective when community insights 
were included in the field operation activities. 
 
To follow-up prototypes designed for the 
forest goers, a specific activity was 
conducted from March 1 to March 5, 2020, in 
Myitkalay Yoe Area, which is a hard-to-reach 
border area of Madaya, Singu, and Naung Cho 
townships. The region also has security 
issues (the Ta’ang National Liberation Army 
operated there). It had very limited internet 
and phone connections. Forest goers, gold 
miners, and many migrant workers were 
working there, mostly unofficially. The group 
consisted of 12 CHS staff, led by the 
Mandalay Field Office Manager. The activities 
undertaken were: 
• A total of 2,912 LLINs were distributed to 

the Myitkalay Yoe local community. 
• Targeted health education was provided 

to every person who received an LLIN. 
• RDT screening was done for every fever 

patient and any clients who wanted to 
test with an RDT voluntarily. A total of 324 
RDTs were done, representing 11% of the 
people who received LLINs. 

• Recruited five new POs (forest goer 
champions) at Phayar Kone, Gwayt 
Chaung, Dant Tin, Nagar, and Taline 
Plantation sites, respectively. 
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Sustainable Engagement 
The CMS: 
• CMs provided regular malaria health 

education for awareness-raising and to 
reduce misconceptions. 

• Encouraged the recruited champions to 
do regular health education sessions. 

• Recruited other potential new POs 
throughout the Myitkalay Yoe Area. 

• Conducted biannual LLIN distribution by 
MOH or by implementing partners. 

• Continued exploring and identifying 
hidden at-risk communities with the help 
of local community and local authorities. 

• LLIN distribution to hidden and remaining 
Myitkalay Yoe community before the start 
of the malaria season. 

 
A mini EIP workshop was done in Tamu from 
December 1 to 8, 2019, to address the high 
burden of malaria in Tamu Township, located 
in Sagaing Region. According to the reported 
data, 5,484 suspected malaria cases were 
tested with RDTs, and 110 cases were found 
positive. Many of the malaria cases were 
related to Minthamee village where the 
villagers were involved in forest-related work, 
like agriculture near the forest area, 
wood/bamboo cutting, coal mines, etc. 
 
Based on the insights obtained from 12 coal 
miners in the private coal mining company, 
six coal miners in the Htun Tout Sa group, and 
three coal miners in the Young investment 
group about their work environment, their 
understanding about malaria, and the extent 
of their malaria transmission risk, the CHS 
national team and Kalay field team collected 
data by organizing the respondents into two 
groups and applying three empathy tools 
(Day in the Life, Circles of Trust, and Empathy 
Map). 

Prioritized Key Insights 
1. Unaware that people with fever should 

get tested for malaria within 24 hours; 
self-medication with cocktail drugs and 
local remedies 

2. Inaccessible health care providers and 
services for forest goers due to distance 
and transportation problems 

3. Misconceptions about the proper 
prevention of malaria 

4. Not adhering to the full course of 
antimalarial treatment 

 
Among these four insights, the study team 
focused on addressing the first one because 
it was the most important. After thorough 
discussion, it was decided to do a campaign 
called “Improve Early Testing Campaign.” The 
main activity was targeted and tailored health 
education sessions focusing on malaria 
testing within 24 hours plus proper 
prevention messages. 
 
In the Tamu EIP, the target population was 
similar to that in Singu, and the field team 
decided to test the prototypes developed for 
Singu in the Tamu population. 
 
The prototypes were presented to the 
community (22 coal miners). A focus group 
discussion was done with the group, 
providing an opportunity to respond, allowing 
space to co-create between users and to 
continue to gain insights on how respondents 
thought and felt. The group provided positive 
responses to the prototypes to improve early 
testing, and no special comments were 
offered on the prototypes. They suggested 
nominating their site health care provider as 
a PO/CC because that person could be 
trained on medical technical knowledge, and 
they did not have extra time from their routine 
work to serve as a PO. 
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Overall, CHS operational activities were 
aligned with the EIP conducted. It was shown 
to be more effective when community 
insights were included in field operation 
activities. It is suggested that in the longer 
term, the cost-effectiveness needs to be 
assessed of EIP since it is resource-intensive 
research. 

LESSONS LEARNED - CASE 
STUDIES 
PRIVATE SECTOR PROVIDERS 
GOVERNMENT TRANSITION 
Background 
The GEMS+ project (2020 – 2022) shifted 
PSI/M’s malaria programming focus from 
private sector network expansion and 
support to network refinement and scale-
down to facilitate the transition of private 
sector oversight to the NMCP in Myanmar. 
Leveraging evidence generated through 
epidemiological information and routine 
program monitoring data reported into 
DHIS2, PSI/M collaborated with the NMCP to 
develop transition strategies to ensure that 
high quality malaria case management and 
reporting would sustainably continue through 
a scaled down private sector network that is 
owned and integrated into the national 
strategy and management structure. 
 
PSI/M coordinated with the NMCP across the 
national and state levels to develop transition 
strategies for each service delivery channel: 
 

GP Channel: Within the GP 
delivery channel, PSI/M and the 
NMCP identified suitable GPs to 
transition based data collected 

through routine program monitoring of 
provider interest, number of tests, number of 
positives, location, and Mobile, Migrant, 
Ethnic, and Vulnerable (MMEV) populations, 
and presence of implementing partners. Due 
to limited human and financial resources 

available to sustain a full package of support 
(i.e., network management, training, 
supervision, stock supply, quality assurance, 
and reporting), the NMCP planned to take 
over the training and supportive supervision 
engagement components but requested 
PSI/M’s continued ownership over 
distribution of supply, stock management, 
and reporting. PSI/M and the NMCP explored 
potential funding opportunities through 
RAI3E to support the additional engagement 
components for the GP service delivery 
channel from 2021 – 2023.   
 

PO Channel: Assessment criteria 
for the suitability of integration 
for POs included performance, 
willingness to participate in the 

government’s volunteer system, and NMCP's 
capacity to take over network management. 
Location also influenced the inclusion or 
disassociation (i.e., removal from the 
network) of a selected PO into the 
government-managed network. Government 
policy allows for only one ICMV per 300 
households in a village, though 2 – 3 POs may 
cover the same area. Under the transition 
plan developed with NCMP, POs meeting the 
assessment criteria are transformed to 
ICMVs and trained to align with the 
government volunteer system and provide 
integrated health care in line with government 
policy. As part of the integration process, 27 
POs were converted into ICMVs and received 
training on the expanded disease 
management portfolio aligned with national 
strategy. 
 
The coup and COVID-19 significantly 
impeded PSI/M’s ability to conduct the 
engagement and advocacy required to 
facilitate transition to NMCP oversight. As 
such, PSI/M adapted programming to hand 
over as much of the network to the Global 
Fund (GF) Sub Recipient (SR) as possible. 
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This transition was a rational process guided 
by data and operational feasibility. Where 
cases are sufficiently low, providers were 
disassociated from the PSI network based on 
the following criteria: 1) low performance 
such as zero testing for at least 6 months and 

zero reporting for at least 6 months; 2) 
provider willingness to continue in network; 3) 
health and safety conditions for providers to 
continue in network; and 4) operating context 
of the service provision area such as armed 
conflict or military orders to stop services. 

  
 
DHIS2 SETUP AND ROLLOUT 
Rollout Process 
AMTR Channel: A DHIS2 consultant was 
recruited. Existing data collection forms were 
reviewed and revised to check the feasibility 
of the DHIS2 and to be in line with 
donor/NMCP’s requirements. PSI/M 
developed a case load data collection tool for 
AMTR outlets/providers. This was the first-
ever data collected from informal private 
sector. 
 
May 2015: three data collection forms 
1. Monthly Monitoring Checklist for 

ACT/RDT Availability at Outlets (Follow-
up visit) Completed by the Product 
Promoter / Inter-personal Communicator 

2. Activities Report of Product Promoter / 
Inter-personal Communicator for AMTR 

3. Monthly Malaria Testing and Treatment 
Register Form 

 

 
 

 
How to Use This Form 
• For the total tested cases, PSI/M only 

need to enter age and sex aggregated 
data into the form.  

• For positive cases, PSI/M was required to 
enter detailed data points: patients’ name, 
address, contact number, age, gender, 
species, and treatment. 

 
October 2015: Rollout Plan 
While developing the DHIS2 and waiting for 
mobile internet network coverage to be 
improved, PSI/M started with a manual 
paper-based data collection system after it 
was piloted in a few townships in 
August/September 2015. Rollout to scale 
was scheduled for October–December 2015. 
 
January 2021: Rollout Plan 
According to the requirements of NMCP 
reporting, PSI/M had to report line-by-line 
data about malaria test negative cases (i.e., 
client name, age, sex, address, testing date, 
result). To fulfill the NMCP’s compulsory 
requirement, to enter details of negative 

Schematic of the GEMS+ network refinement in Myanmar 
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cases in the Event Capture, PSI/M set up the 
DHIS2 system in February 2016. PSI/M 
started the DHIS2 pilot project in August 2016 
with implementation in the Malaria Health 
Area. Two endemic townships from different 
regions were selected as the pilot sites: 
Shwegyin township in Bago Region and 
Kyaikhto township in Mon State. Mobile data 
collection from 207 AMTR outlets was done 
with three product promoters. 
An accuracy check of the AMTR paper-based 
reports (malaria client register: MCR) versus 
the Data Capture report (DHIS2) was done 
from May to September 2018 in six project 
offices (Kalay, Kentung, Mandalay, Myeik, 
Myitkyina, and Yangon) that showed >95% 
accuracy. CMs directly entered the data in the 
DHIS2 for the AMTR channel. 
 
As part of the DHIS2, PSI/M launched the 
HNQIS app in June 2017 with 206 QA officers 
using the tool to conduct baseline quality 
assessments and plan their supervision 
visits. It was challenging to roll out the 
application to hundreds of QA officers and 
assess thousands of providers in a short 
period of time. 
 
WORK SITE PROGRAM 
Background 
For the past 10 years, PSI/M has been the 
only organization working at significant scale 
with the private sector in Myanmar. Private 
industry worksites employing migrant 
workers are numerous in Myanmar, and yet 
very little information existed about their 
exact number, location, or the health services 
available for their workers. Therefore, under 
the Gates Foundation grant, future private 
sector engagement in Myanmar should focus 
on mapping and service provision for private 
worksites where mobile and migrant 
populations faced increased risk for malaria 
infection and were expected to have limited 
access to case management services. 

Worksite area 
 

PSI/M did worksite surveys in 2017 and 2018. 
The findings from both worksite surveys were 
as follows: 
• The surveys were not nationwide and 

focused on populations at highest risk by 
stratifying first higher-risk areas and then 
by distance from the forest. 

• In the 2017 Wet Season Survey, a total of 
42 malaria at-risk private worksites in Tier 
1 were visited, and a total of 1,980 
workers employed at the study sites were 
interviewed. 

• 1,981 RDTs were done, 1,972 3MM, and 
1,970 903 filter papers were collected. 
The prevalence by polymerase chain 
reaction (PCR) was also very low. The 
weighted prevalence of infection by RDT 
was 0% and by PCR was 0.05%. 

• In the 2018 Dry Season Survey, a total of 
38 malaria at-risk private worksites in Tier 
1 were visited and a total of 2,102 workers 
employed at the study sites were 
interviewed. 

• 2,102 RDTs were done, 2,098 3MM, and 
2,098 903 filter papers were collected. 
The overall malaria prevalence in the 
study population was low by both PCR 
method and RDT method, lower for P.f 
than for P. v. With the RDT method, 2 P.f 
positive cases were detected among 
2,102 RDT tested samples. With the 
confirmatory PCR method, among all 
1,974 randomly sampled workers, 4 P.f 
positive cases, 1 mixed infection, and 27 
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P.v positive cases were detected, 
whereas only one P.f positive case was 
detected among 28 booster samples. 

 
Lesson Learned from the Worksite 
Survey Results 
The surveys indicated that worksites should 
not be the program focus for malaria 
surveillance and informed the NMCP to shift 
its geographic area focus for effective 
malaria surveillance in Myanmar. 
 
ADAPTATIONS TO COVID-19 
PANDEMIC 
Success Story at Kachin State: “Nothing 
can stop us toward malaria elimination 
even in the midst of pandemic.” 
 

COVID-19 Situation in Myitkyina 
Since the first COVID-19 positive case was 
found in Kachin State, all townships in Kachin 
were partially locked down. The worries and 
concern of the community were higher than 
those in other states and regions because 
there were several points of entry along the 
border areas with China. 
 
The Kachin State Health Department 
frequently conducted virtual meetings for the 
COVID-19 response actions. Because most of 
the townships and villages were in partial 
lockdown voluntarily, PSI/M field staff faced 
many difficulties in conducting field 
monitoring visits for supervision and report 
collection and holding in-person events. 
Providers received intensive support, 
especially those with high client loads, by 
providing the minimum precaution practices 
and personal protection equipment. We were 
initially concerned that the rate of malaria 
testing might fall due to the COVID-19 
pandemic, but it did not happen as expected, 
and we could communicate with providers 
via online communication or phone. 

 
About two months after the onset of the 
COVID-19 crisis, restrictions were lifted in 
most places, and the providers in Kachin 
State could perform regular testing. They 
found higher numbers of malaria-positive 
cases, especially in Myitkyina, Waingmaw, 
and Momauk townships. Case notification 
messages from providers, such as GPs and 
informal PO providers and volunteers were 
received, and case investigations of the 
malaria-positive cases were conducted for 
Myitkyina Township. 
 
Collaboration with the NMCP for Foci 
Investigation and Response in Nyaung 
Pin Thar Villages during the COVID-19 
Pandemic 
Malaria cases in Nyaung Pin Thar village in 
Myitkyina Township continued to increase 
despite previous initial response activities. 
However, the response was interrupted due 
to the pandemic. The operation team 
conducted another foci investigation and 
response in that village. The rules and 
restrictions at the checkpoints were overly 
bureaucratic and complex so the operation 
team requested permission from the 
Township Administrative Department to 
travel and prepared travel authorization 
documents from both the NMCP and PSI/M. 
Before the trip, PSI/M and NMCP discussed 
the detailed response plan, including indoor 
residual spraying with full coverage, reactive 
case detection, and LLIN distribution, as 
required, with social distancing and proper 
precautions observed. 
 
It took nearly five hours to travel from 
Myitkyina town to Sun Du village by car and 
another hour by boat to Nyaung Pin Thar 
village. It was during the pandemic so mass 
activities within the community could not be 
held. Instead, door-to-door health education 
and reactive case detection were conducted 
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at each household in the village to reduce 
interpersonal contact as much as possible. 
By this means, 594 villagers were tested, and 
some P.v malaria cases were identified. 
 
LLIN ownership and usage were checked 
during the reactive case detection visits. 
LLINs were distributed where needed, and 
proper usage instructions were given to those 
who did not regularly or correctly use them. 
Larva collection was also done along the 
stream that was the only source of larva 
breeding, in cooperation with health staff and 
the village community. An entomology survey 
(adult mosquito collection) was also done in 
the evenings by using Centers for Disease 
Control and Prevention (CDC) light traps in 20 
houses. In addition, 100 indoor residual 
sprayings were done using Fendona 50g/kg 
in all 169 households in the village. 
 
This is a good example of one of our 
contributions to malaria elimination in Kachin 
State regardless of the challenges and 
restrictions brought by the pandemic.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
“Nothing can stop us toward malaria 
elimination.” - GEMS+ private network 
provider  
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ANNEXES 
The annexes can be accessed through a 
Google Drive folder by clicking on the links: 
Annex 1: Draft National Guideline for 
Engagement of Private Providers for Malaria 
in Myanmar 
National Guideline for Engagement of Private 
Providers for Malaria in Myanmar - Google 
Drive 
 
Annex 2: Manual for Quality Assurance 
Assessment 
Quality Assurance Assessment - Google Drive 
https://drive.google.com/drive/folders/1zlv4
zTyYqHrBN8ugZ-2m-479Y51grHr- 
 
Annex 3: M&E Framework PSI Myanmar 
M&E framework - Google Drive 
 
Annex 4: Stock Distribution Documents for 
Private Providers 
Stock distribution document for Private 
Providers - Google Drive 
https://drive.google.com/drive/folders/1f7m
tfuhMuZszbsrdcqFMXcE1il_jx41e 
 
Annex 5: Provider Agreement for GP and PO 
and ICMV Providers 
Provider Agreement - Google Drive 

Annex 6: Training Needs Assessment 
Training need assessment - Google Drive 
 
Annex 7: Routine Data Quality Assessment 
Checklist 
https://drive.google.com/drive/folders/1xBA
oDZ3AdgK8Z7Qairt0aexch-n_IpGd 
 
Annex 8: MCR Malaria Carbonless Register – 
updated NMCP format. 
https://drive.google.com/file/d/1eh6Ln3wgn
vslWietL4hDDK80wyL4nVWd/view?usp=sha
ring 
Annex 9: High Burden P.Vivax Situation in 
Myanmar and PQ Adherence Training 
https://docs.google.com/presentation/d/1F
4_H1tzU6NaxV5FkJctCT5A5wHDWPTwq/ed
it?usp=sharing&ouid=116189504966385882
713&rtpof=true&sd=true 
 
Annex 10: National Plan for Malaria 
Elimination in Myanmar 2016–2030 
National Plan for Malaria Elimination in 
Myanmar 2016 -2030 - Google Drive

https://drive.google.com/drive/folders/1e5AIxgL3kqBEAhUPDULOWn5xV-KreyqQ
https://drive.google.com/drive/folders/1e5AIxgL3kqBEAhUPDULOWn5xV-KreyqQ
https://drive.google.com/drive/folders/1e5AIxgL3kqBEAhUPDULOWn5xV-KreyqQ
https://drive.google.com/drive/folders/1zlv4zTyYqHrBN8ugZ-2m-479Y51grHr-
https://drive.google.com/drive/folders/1zlv4zTyYqHrBN8ugZ-2m-479Y51grHr-
https://drive.google.com/drive/folders/1zlv4zTyYqHrBN8ugZ-2m-479Y51grHr-
https://drive.google.com/drive/folders/11vf3aTwc7tJ6d5cZM5AmUkZL-pwar7bi
https://drive.google.com/drive/folders/1f7mtfuhMuZszbsrdcqFMXcE1il_jx41e
https://drive.google.com/drive/folders/1f7mtfuhMuZszbsrdcqFMXcE1il_jx41e
https://drive.google.com/drive/folders/1f7mtfuhMuZszbsrdcqFMXcE1il_jx41e
https://drive.google.com/drive/folders/1f7mtfuhMuZszbsrdcqFMXcE1il_jx41e
https://drive.google.com/drive/folders/1wzPVd4vs2SotDstNEq56YaJNsXCHhhGv
https://drive.google.com/drive/folders/16Z-Jp8z22pbsePtwx6KLSGqv7uVGd8rh
https://drive.google.com/drive/folders/1xBAoDZ3AdgK8Z7Qairt0aexch-n_IpGd
https://drive.google.com/drive/folders/1xBAoDZ3AdgK8Z7Qairt0aexch-n_IpGd
https://drive.google.com/file/d/1eh6Ln3wgnvslWietL4hDDK80wyL4nVWd/view?usp=sharing
https://drive.google.com/file/d/1eh6Ln3wgnvslWietL4hDDK80wyL4nVWd/view?usp=sharing
https://drive.google.com/file/d/1eh6Ln3wgnvslWietL4hDDK80wyL4nVWd/view?usp=sharing
http://anne/
https://docs.google.com/presentation/d/1F4_H1tzU6NaxV5FkJctCT5A5wHDWPTwq/edit?usp=sharing&ouid=116189504966385882713&rtpof=true&sd=true
https://docs.google.com/presentation/d/1F4_H1tzU6NaxV5FkJctCT5A5wHDWPTwq/edit?usp=sharing&ouid=116189504966385882713&rtpof=true&sd=true
https://docs.google.com/presentation/d/1F4_H1tzU6NaxV5FkJctCT5A5wHDWPTwq/edit?usp=sharing&ouid=116189504966385882713&rtpof=true&sd=true
https://docs.google.com/presentation/d/1F4_H1tzU6NaxV5FkJctCT5A5wHDWPTwq/edit?usp=sharing&ouid=116189504966385882713&rtpof=true&sd=true
https://drive.google.com/drive/folders/11Y7UXJnpdIIO-Od-5B8UqJmdswLzb0Zr
https://drive.google.com/drive/folders/11Y7UXJnpdIIO-Od-5B8UqJmdswLzb0Zr
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