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ABSTRACT

The rationale for organizing this meeting is that the demonstrated feasibility of malaria elimination in
the past, the visible impact of Roll Back Malaria (RBM) interventions at present, the strong political
commitments to move further from malaria control to elimination at national level, and the availability of
effective control technologies and tools, may facilitate future decisions towards undertaking the new
elimination effort within malaria-affected countries of the WHO European Region.

Participants greatly appreciated the efforts made by countries, WHO and RBM partners to contain
large-scale epidemics of malaria and reduce its burden. Participants reaffirmed their commitment to the
declared goals and objectives of the present regional malaria control strategy, and recognized the
need to consolidate the results achieved and to move further from malaria control fo elimination.
Participants emphasized the need to ensure that malaria-affected countries are fully supported in their
endeavours to enhance national malaria control and elimination campaigns in order to achieve a
greater impact on the regional malaria situation.

Participants welcomed the Regional Initiative “To Move from Malaria Control to Elimination” and
recommended the Tashkent Declaration to be endorsed by all the participating countries in order to
make it operational and to go into effect.
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EXECUTIVE SUMMARY

The meeting took place six years following the development of a regional strategy to roll back
malaria and its successful implementation in malaria affected countries of the WHO European
Region. The aim of the regional strategy, which is being implemented, is to reduce the impact of the
disease on the health of the population to the lowest possible level that can be achieved with the
available financial and manpower resources, existing control technologies and tools. The regional
resolution “Scaling up the response to malaria in the European Region of WHO", endorsed by all
Member States in September 2002, urged countries of the Region confronting the resurgence of
malaria to take all possible measures aimed at containing malaria epidemics and reducing further
the burden of malaria. The reduction in the reported number of malaria cases by almost four-fold
over the past six years is the most conspicuous achievement of the regional Roll Back Malaria
programme so far. Each successful milestone in the reduction of a disease allows for the
establishment of new and more demanding objectives along the path to achieving these goals. The
rationale for organizing the meeting was that the demonstrated feasibility of malaria elimination in
the past, the visible impact of Roll Back Malaria (RBM) interventions at present, the will to move
further from malaria conftrol to elimination at national level, and the availability of the efficacious
fools to control and eliminate malaria in the regional context, may facilitate future decisions tfowards
undertaking the new elimination effort within malaria-affected countries of the WHO European
Region.

The meeting was convened (1) to report on achievements and to share experiences with rolling
back malaria between countries and regions; (2) to review existing practical modalities on dealing
with malaria and identify problems encountered in participating countries; (3) to streamline
mechanisms for more effective RBM partnership action at sub-regional and country levels; (4) to
promote cross-border cooperation; and (5) to stimulate the flow of additional resources for malaria
contfrol and elimination, including innovative financial mechanisms (e.g. GFATM). The following
countries were represented: Afghanistan, Armenia, Azerbaijan, Bulgaria, Georgia, Iran, Kazakhstan,
Kyrgyzstan, Republic of Moldova, the Russian Federation, Syria, Tajikistan, Turkmenistan, Turkey and
Uzbekistan. WHO was represented with staff from WHO headquarters, the Regional Offices for Europe
and the Eastern Mediterranean. Representatives and experts from USAID/CAR, GFATM headquarter,
Georgia, Uzbekistan, ECHO/Central Asia, ACTED/Central Asia, the Martsinovsky Institute of Medical
Parasitology and Tropical Medicine/Moscow, the Central Institute for Postgraduate Medical
Training/Moscow, the Vavilov Institute of General Genetics/Moscow and Vestergaard Frandsen/
Middle East attended the meeting as well.

The efforts made by the countries, WHO and RBM partners to contain large-scale epidemics of
malaria and reduce its burden are greatfly appreciated, and participants reaffirmed their
commitment to the declared goals and objectives of the present regional malaria control strategy,
at the same time recognizing the need to consolidate the results achieved and to move further from
malaria conftrol to elimination. The Strategic guidance and technical assistance provided by WHO
were acknowledged with satisfaction and participants emphasized the need to ensure that malaria-
affected countries are fully supported in their endeavours to go forward with national malaria control
and elimination campaigns. In the context of malaria elimination, particular emphasis should be
given to situations, where a risk of spread of malaria across shared borders exists. The regional RBM
movement has successfully mobilized the collective efforts of countries, international agencies,
bilateral organizations, NGOs, and the private sector to create greater awareness of the malaria
problem and to increase the amount of overall resources available for malaria in the WHO European
Region. In order to achieve a greater impact on the regional malaria situation, partficipants
underlined the need to intensify partnership actions at sub-regional and country levels and urged
partners and donors o increase the level of financial assistance. A shortfall in funding would limit the
scope of regional RBM programme actfivities.

It was recommended for Member States: (1) to remain committed to the regional resolution
(EUR/RC52/R10) “Scaling up the response to malaria in the European Region of WHO" endorsed by
all Member States in September 2002; (2) to recognize the need to consolidate the results achieved
and move further from malaria control to elimination; (3) in collaboration with WHO to assess the
possibility of malaria elimination in a given country, particularly where the interruption of malaria
fransmission is a feasible objective in the near future; (4) in collaboration with WHO to develop
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national strategies and agree upon their goals and targets for malaria elimination; (5) to streamline
mechanisms for a more coordinated approach to malaria and more effective RBM partnership
action (governmental bodies, international agencies, non-governmental organizations & private
sector) at national level; and (6) to promote cross-border cooperation in order to coordinate and
synchronize malaria-related activities in border areas.

It was recommended for WHO (Europe): (1) to confinue supporting countries in their efforts to
tackle the disease, drawing particular attention to strengthening institutional capacities; enhancing
capacity for decision-making; improving capacities for epidemic preparedness, response and
prevention; reinforcing disease surveillance; community mobilization and strengthening national
research capabilities; (2) to assist in advocating, promoting and facilitating national efforts in
countries in need, in order o move from malaria control to elimination; (3) to develop a regional
strategy for malaria elimination with well-defined objectives and goals; (4) to assist countries o
undertake base-line assessments on issues of direct relevance to the possibility of malaria elimination
and identify the financial needs of the countries for malaria elimination; (5) to continue supporting
countries in establishing a regional resource network for country support on malaria-oriented
operational research; (6) to assist in organizing of a regional conference on operational research
related to malaria, to be held in 2006; (7) to assist in organizing of a regional international training
course on malaria, to be held in 2007; (8) to assist in organizing of a regional meeting of national
malaria programme managers, to be held in 2007; and (?) to assist in mobilizing additional resources
for malaria control and elimination.

It was recommended for WHO (Europe and Eastern Mediterranean): (1) to assist in organizing
inter-regional meetings (every two years) and study tours (every year) to report on achievements
and to share experiences on malaria control and elimination between countries and regions; (2) to
establish an inter-regional task force, comprising representatives of the countries concerned and
WHO experts, in order to review the progress made with malaria control and elimination; and (3) to
assist in drawing up and submitting joint malaria project proposals for neighbouring countries
belonging to the above-mentioned Regions (countries of Central Asia and Afghanistan).

It was recommended for RBM partners: (1) fo continue supporting countries in strengthening their
capacities and capabilities to deal successfully with malaria; (2) to support development of inter-
country malaria project proposals; and (3) to consider providing additional financial resources to
support countries’ endeavours to consolidate the results achieved and move forward with national
malaria elimination campaigns.

It was recommended for GFATM, WHO (Europe) and Member States: (1) to continue supporting
countries to plan, implement and monitor malaria projects funded by the Global Fund; and (2) to
assist in organizing a regional meeting on progress made with implementation of the Global Fund
malaria projects, to be held in 2006.

Taking into account the substantial progress made with roling back malaria in aoffected
countries, where in some of them, the incidence of malaria has been brought down to such levels
that interruption of its fransmission may become a feasible objective, participants welcomed the
Regional Initiative “To Move from Malaria Control to Elimination” and recommended the Tashkent
Declaration to be endorsed by all the participating countries, in order to make it operational and to
go into effect.



PE3IOME

ACHHOE coBelLlaHME ObIAO MPOBEAEHO Yepe3 LLUECTb AET MOCAE pa3pabOTKM M yCRELLUHOro
OCYLLIECTBAEHMA PEMMOHAAbHOM cTpaTtermn «OBpatmm Bcnatb Maaspuion (OBM) B MOPOXKEHHbIX
MAAIpuen ctpaHax Esponenckoro peroHa BO3. LLeAblo permMoHAABHOM CTPATENMM, MPOBOAMMOM B
HOCTOSLLLEE BPEMS, SIBAETCH CHUMXKEHUM BO3AEMCTBMA MOAIPUM HA 3A0POBbE HACEAEHMA AO
MOKCUMOABHO BO3MOXHOTO  YPOBHS, KOTOPOE MOXHO AOCTMYb C  MOMOLLBIO  MMEKOLLMXCS
AOUHAHCOBBIX M AIOACKMX PECYPCOB, A TAKXKE CYLLECTBYIOLLUMX HAO CEFOAHALLHMM AEHb TEXHOAOTMM 1
CPEeACTB. PErMOHAABHOS PE3OAIOLMSA, HAMPABAEHHAS HA  “YCUAEHUME MPOTMBOMAAIPUMHOM
AEATEABHOCTUM B EBponenckom permoHe BO3", kotopas ObIAQ MPUMHATA BCEMM CTPAHAMM PermoHa B
ceHTabpe 2002 roaq, Mpm3bIBAET CTPAHbI, MOPCXKEHHbBIE MAAIPUEM, MPEAMNPUHITL BCE BO3MOXHbIE
MEPBLI MO CAEPXMBAHUIO IMUAEMUMU MOAAIPUU U YMEHBLLEHUMIO OPEMEHM, CBA3IAHHOIO C ITOM
MHgoekumen. CHUXKEHUE CAYYAEM MOAIPUM MOYTU B YETLIPE PA3A, MMEBLLEE MECTO HA MPOTIHKEHUM
MOCAEAHMX LLUECTM AET B CTPAHOX PernoHa, aBagetrcs HaMbBoAee 3HAYUTEAbHBIM  AOCTMXKEHUEM
PEMMOHAAbHOM MNporpammbl OMB. Kaxxaas HOBGS Bexd, AOCTUIHYTAS HA Myt ©opbbbl C
MHAOEKUMOHHBIMM BOAE3HIMM, MO3BOAIET HAM CTOBMTb HOBbIE U eLle BOAee Cepbe3Hble LEeAU U
30A0441. OCHOBHOM MAEEU AAS MPOBEAEHUI ACQHHOIO COBELLIAHMSA MOCAYXMAO TO, YTO BO3MOXXHOCTb
SAUMUMHALMM  MOAIPUM, HATASAHO TMOATBEPXAEHHAS B  HEAOAEKOM MPOLUAOM; AOCTUTHYTbIE
PE3YALTATbI B ©B0pbbE C MAAIPUEN B HACTOILLEE BPEMS; XXEAQHME CTPAH HE OCTAHOBAMBATLCA HA
AOCTUTHYTOM M ABUIATHCH AQAbLLE OT BOOPbLObI K 3AMMMHALMM MAAIPUM, O TAKKE HAAMYME
3G EKTUBHBIX CPEACTB AAT BOPBOBI M SIAMMUHALLMM MAATPOUM B PETMOHOABHOM KOHTEKCTE, MOTAM Obl
CMOCOBCTBOBATbL B ACABHEMLLIEM MPUHATUIO PELLEHMM O BO3ZMOXKXHOCTU MPOBEAEHMA KAMMAHUK MO
SAMMMHALIMM MAAIPMM B MOPOXKEHHbIX CTPAHAX PerroHa.

LLleAaMM  BbILLEYKOA3AHHOTO COBELLLAHMA ABAJAMCL: (1) MOKA3ATh yCMexm M OOMEHATbCS OMbITOM
MEXAY CTPAHAMM UM PEMMOHOMM MO OCYLLLECTBAEHUMIO nporpamm OBM; (2) caeaats o630p
MMEIOLLIMXCA MPAKTUYECKMX MOAXOAOB K BOpbDE C MAAIPUEN, M MOKA3ATb NPOOAEMbI, BO3HUKAIOLLIME B
MPOLLECCE PEAAMIALMM MPOrPAMM; (3) OMTUMM3IMPOBATE MEXAHM3IMbI AAT BoAaee 3G EKTUMBHOTO
MAPTHEPCKOTO COTPYAHMYECTBA B PAMKOX OMB; (4) YyAyHYLLIMTb COTPYAHMHECTBO MEXAY CTROHAMM
MOPOXKEHHBIX MAAIPUEN, A TAKXKE (5) CTUMYAMPOBATH MPUTOK AOMOAHUTEABHBIX PECYPCOB Ha BopbLOY C
MOAIPUEN U €€ AMKBMAQLMIO, B TOM YUCAE 30 CHET WMCMOAb3OBAHMSA TAKMX WMHHOBALMOHHBIX
JOUHAHCOBbBIX MEXAHM3MOB, KAK FTAOBAAbHbIM dOOHA 60pPbObLI CO CIMNMAOM, TYBEPKYAE30OM M MAAIPUEN
(TPCTM). Ha  coBelaHMM  MNPUCYTCTBOBAAM  MPEACTABUTEAM  ACDIAHMCTOHA,  APMEHMUM,
AzepbanaxaHa, boarapum, Tpysmm, MpaHa, KasaxctaHa, KeiprbiscTaHa, PecnyBamkn MoOAAOBQ,
Poccumckomn Peaepaumm, Cupum, TOAKUMKUMCTAHA, TypKMEHUCTaHa, Typuum U Y30ekmCTaHa.
BcemmpHas Opranmsaums 3APABOOXPAHEHMS BbIAG MPEACTABAEHA MEPCOHAAOM M3 LLTAO-KBAPTUPDI,
Esponenckoro u BocCTO4HO-CpeAn3eMHOMOPCKOrO Oopo. [peACTaBUTEAM U3 AMEPUKAHCKOrO
AreHTCTBA MO MEXAYHAPOAHOMY PA3BUTUIO (LLEHTPAABHO-A3MATCKAA MUCCUS), TAOBAABHO POHAQ MO
6opbbe c CIMMAOM, TYDEPKYAE30OM U MAOAIPUEN (LUTAB-KBAPTUPA M NPOEKT MO BHEAPEHUIO, TPY3Ms),
['YMQHUTAPHOTO ynpaeaeHmns Esponenckoro Cotsa (LeHtpaabHas Asmg), AKTEA (LLeHTpaAbHOS A3mg),
MHCTUTYTG MeamumHcKon TapasmutoAormm u TpOomMYeCKoM MeanumHbl MmeHn MapumMHOBCKOrO,
LeHtpaabHOro MHCTUTYTA MNOCTAMMAOMHOIO MEAMUMHCKOro 0Bpa3oBaHMs, WMHCTUTYTG OOLLEM
feHeTnkn mmenn Basmaosa m Vestergaard Frandsen (CpeaHuit BOCTOK) Takke MPMCYTCTBOBAAM HQO
COBELLIAHWM.

YHACTHWKM COBELLIAHMA C YAOBAETBOPEHMEM OTMETUAM TE CEPLE3IHLIE YCUAMS MPUKACAbIBOEMbIE
cTpaHamm, BO3 1 OBM napTHEPOMM MO CAEPXKMBAHUIO LLMPOKOMACLUTABHLIX SMMAEMUA MOAIPUM
M CHUMXEHMS yLLepOa OT Hee. YYACTHUKM MOATBEPAMAM 3CHOBO OOS3CTEALCTBA, PAHEE B3AThiEe B
OTHOLLIEHMM 30AQ4 U LLEAEN BHEAPIEMOM PEMMOHOABHOM CTRATENMM MO OOpbOE C MAAIPUEN, U
MPU3HOAM HEODOXOAMMOCTb MOAAEPXKAHMA  AOCTUIHYTBIX PE3YABTATOB, KOHCOAMAQLMM YCUAMU U
AQABHEMLLIETO ABMXKEHMA OT BOPBLObLI K SAMMUMHALMUM MaAIpun. CTpaTErMYECKOE PYKOBOACTBO M
TEXHMYECKAS MOAAEPXKA CO CTOPOHbl BO3 ObIAO OLEHEHO C OAATOACQPHOCTBLIO, M YYACTHMKM
MOAYEPKHYAM HEOBXOAMMOCTb TAPAHTUPOBATL, YTO CTPAHbI MOPOXKEHHBIE  MOAIPUEN OyayT
MOAHOCTBIO MOAAEP>KAHbI B AOGABHEMLLIEM B MX YCUAMAX MO MPOBEAEHMIO HALMOHAABHBIX KOMMAHMM MO
Bopbbe N IAMMUHALMM MOAIPUU. B KOHTEKCTE SAMMMUHALMU MAATOUM, OCOBOE BHUMAHME AOAXKHO
OblTb  YAEAEHO CUTYAUMAM, TAE CYLLECTBYET PUCK PACMPOCTPAHEHUS MAOAIPUM  MEXKAY
MPUAETAIOLLMMM MOTPAHUYHBIMU TEPPUTOPUIMU COCEAHMX CTPAH. PerMoHaabHoe apvkeHue OBM
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yCNELHO MODUAM3OBAAO OBLLIME YCUAMA CTPAH, MEXAYHOPOAHBIX Ar€HTCTB, HEMPOBUTEABCTBEHHbIX
OPraHM3ALMM, M YOCTHOTO CEKTOPA AAS YAYHLLEHMS OCBEAOMAEHHOCTM O MOAIPUM U YBEAMYEHMUS
PECYPCOB AAT MOAAEPXKKM Mporpammbl OBM B EBponenckom PerroHe. AAS AOCTMXKEHMA BOAbLLIMX
PE3YALTATOB B BOPbOE C MAAIPUEM, YHACTHUKM MOAYEPKHYAU HEODBXOAMMOCTb YCUAMTL MAPTHEPCKOE
COTPYAHMYECTBO HO CYOPErMOHAABHOM M HAUMOHOABHOM YPOBHSX, M Mpockan OBM mapTHEPOB U
AOHOPOB YBEAMYUTL PA3IMED PUHAHCOBOM MOMOLLM. BEINO OCOBEHHO MOAYEPKHYTO, 4TO HEAOCTATOK
JOUHOHCOB MOXET OFPAHUYUTE OObEM MEPOMPUATUIM, MPOBOAMMbIX B PAMKAX perMoHaAbHor OBM
NPOrPAMMBI.

CAeAyIOLLNE MOAOXKEHUA GbIAO PEKOMEHAOBAHbI AASl CTPAH-YYACTHUKOB: (1)OcCTaBMTL 30 CoBou
npexHWe o0693aTEABCTBA B ODAQCTU MAAIPUM, U3AOXKEHHBIE B MPUHATOM B CeHTabpe 2002 roaa
PEMMOHAOABHOM  pe3oatoumm  EUR/RCS2/R10  «YCUAMM  MPOTMBOMOAIPUMHYIO  AEITEABHOCTb B
Esponenickom permoHe BO3y;  (2) Npum3HATE HEOBXOAMMOCTb KOHCOAMAMPOBATb AOCTUIHYTbIE
PE3YAbTATbI M ABUTATLCH AQAbLLIE OT 60PBOLI K SIAMMUMHALMM MAAGPUK: K 2010 TOAY - AAS TROMMYECKOM
MAaAIPUKM 1 K 2015 TOAY - AAS TPEXAHEBHOM manspum; (3) B coTpyaHudyectse c BO3, oueHutb
BO3MOXHOCTb  SAMMMUHALMM  MOAIPUM  (BKAKOYOS  COMHAHCOBbIE MOTPEOHOCTM) B CTPAHOX,
NOPOXKEHHbIX MOAIPUEN, B OCODEHHOCTM B TEX, TA€ MEPEPLIB NEPEAQYM MOAIPUM BO3IMOXEH B
OAvkanwem Byayuiem; (4) B coTpyanmdecTtse ¢ BO3, pa3paboTtatb HALMOHOAbHbIE CTPATEMNM
SAMMUHALMKM MOAIPUM M COTAQCOBATL MX LLEAM U 30AQYM; (5) ONTUMM3MPOBATL MEXTAHM3IMbI AAS
YAYYLLEHUS  KOOPAMHALMM  MPOTUBOMOAIPUMHOM  AEATEABHOCTM U Boaee 3P dEKTMBHOIO
MAPTHEPCKOrO COTPYAHMYECTBA MO AMHMKM OBM (rOCYAQPCTBEHHbIE CTPYKTYPbI, MEXAYHOPOAHBIE
QreHTCTBA, HETOCYAQPCTBEHHbIE OPIAHM3ALLMM M YOCTHBIKM CEKTOP) HA HALMOHOABHOM YPOBHE; U1 (6)
YAYHLLMTD B3AMMOAENCTBUE MEXAY CTPAHAMM MO KOOPAMHALMM MOOBEAEHUA MPOTUBOMAAAPUMHBIX
MEPOMPUATUM;

ChaeayoLmne NOAOXKEHUS GbIAO peKOMEHAOBAHbI AAS BO3 (EBponeiickoe PermoHaabHoe Bropo): (1)
MPOAOAXMTb OKA3AHME MOMOLLM B MPOBEAEHMM MPOTUBOMAAIPUMHBIX MEPOMPUATUM, YAEAIS OCODOE
BHUMOHUE YKPEMAEHUIO MPOTUBOMOAAPUMHOM CAYXObI, MOAFOTOBKE KOAPOB, YAYHLLEHMIO CUCTEMBI
ObICTPOrO PEArMPOBAHMA HA IMMAEMUMU MOAIPUM U UX MPEAYMNPEXAEHMA, YCUAEHUMIO CUCTEMBbI
SMMAEMMOAOTMHECKOTO  HAA30Pd, pPaboTe C  HACEAEHUMEM M YKPEMAEHMIO  HAYYHO-
MCCAEAOBATEABCKOrO MOTEHUMAAQ B OBAQCTM MAAIPUM; (2) OKA3ATb HEOOXOAMMYIO TEXHUYECKYIO
MOMOLLLb B MPOABMXKEHUMU PETMOHAABHOM MHULMATUBLI «Bnepea oT 60pbObl K SAMMUHALLUAM MAAIPUMY
HO HAUMOHAABHOM YPOBHE; (3) pa3paboTaTh PEMMOHAABHYIO CTPATEMMIO SAMMMUMHALMU MOAIPUM C
DOPMYAMPOBKOM HETKO OBO3HAYEHHDLIX LLEAEN M 30AQM; (4) NPOBECTM, COBMECTHO CO CTPOHOMM,
OLLEHOYHbIE MCCAEAOBAHMS, HAMPABAEHHbIE HA M3YYEHME BO3MOXKHOCTU DSAUMMHALIMM MOAIPUM B TOM
MAM MHOM CTPAHE U OMNPEAEAUTb OUHAHCOBbIE MOTPEBHOCTM HEOOXOAMMBIE CTPAHOM  AAS
MPOBEAEHMS MPOTPAMAM C LEABIO IAUMMHALMM MAAIOUM; (5) MPOAOAXUTL OKA3AHME MOMOLLM B
CO3AQHUM PETMOHAABHOM PECYPCHOM CETU AAT MOAAEPXKKM CTPAH B OBAQCTU HAYYHO-MPAKTUYECKMX
MCCAEAOBOHUMM MO MAAIPUM; (6) OKA3ATb MOMOLL B OPFrAHM3ALMM MEPBOM PEMMOHAABHOM
KOHdpepeHLMM, MOCBALLEHHOM HAYYHO-MPAKTMYECKMM MCCAEAOBAHMAM MO BOMPOCAM MAAIPUM,
KOTOPAS MPEANOAOXKMTEABHO MOTAA Bbl cocToaTbCs B 2006 roay; (7) okasaTb MOMOLLLb B OPTAHM3ALMM
4-HEAEABHOTO MEXAYHAPOAHOIO KypCa MO MOAPUM, KOTOPLIM MPEAMNOAOXKUTEABHO MOTFAO Obl
cocTtoatbcs B 2007 roay; (8) oka3aTb MOMOLL B OPTFAHM3ALMM PEMMOHAABHOIO COBELLLOHMA CTPAOH,
MOPOXKEHHBIX MAAJPUEN, KOTOPOE MPEANMOAOKMUTEABHO MOTAO Obl coctogtbcs B 2007 roay; v (9)
OKQ30Tb MOMOLLLL B MOBUAM3IALMM AOMOAHUTEABHBIX PECYPCOB AA BOPLObLI U SAMMMHALMM MAAIPUM.

CheayoLLUE NOAOXKEHUS BbIAO peKOMeHAOBAHbI aAAd BO3 (EBponeickoe perMoHasbHoe 6iopo u
BocTo4HO-CpeaunzemHomopckoe 61opo): (1) Oka3aTb MOMOLLL B OPTAHM3ALMM MEXPETMOHAAbHbBIX
COBELLIOHUI (KOXKAbIE ABA TOAQ) M OBMEHA CMELMAAMCTAMM (KOXKAbIM TOA) AAS OTYETA O AOCTUIHYTbIX
PE3YABTATAX M OOMEHA OMbITOM B OBOAACTM OGOpPbObI M SAMMUHALMKM  MOAIPUU  MEXKAY
BbILLEYMOMSIHYTBIMMU PEMMOHAMM U MPUTPAHUMYHBIMKM  CTPAHAMMU; (2) CO3AATE MEXPETMOHOABHYIO
rPynmy, BKAIOHQIOLLLYIO MPEACTABUTEAEM BCEX 3AMHTEPECOBAHHBIX CTPAH M 3kcnepTtoB BO3 aAf
OLLEHKM PE3YABTATOB MPOBEAEHHOW PABOTbI B OOAACTM BOPbLOLI U SAMMMHALMM MAAIPUK; U (3)
OKQ3QTb MOMOLLLL B MOAFOTOBKE WM MPEAOCTABAEHUE AAS PACCMOTPEHUI COBMECTHbIX MPOEKTOB MO
MOASPUM, BKAKOYCQIOLLIMX MOMPAHUYHBIE CTPAHbI BbILLEYMOMSHYTbIX PEMMOHOB (CTPAHbI LLeHTPaAbHOM
A3 1 ACOraHMCTAH).

CAeAyOLLNE MOAOXKEHUA GbIAO PEKOMEHAOBAHbI AA OBM napTHeposB: (1) NPOAOAXUTL OKA3QHME
MOMOLLM CTPAHAM B YKPEMNAEHME MX A€YEBHO-MPOMUACKTUHECKMX CAYXKO M HAYYHO-MPAKTUHECKOTO
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MOTEHLMAAO AAR YCMELLHOIO MPOBEAEHMUA MOOTUBOMOAIPUMHBIX MEPOMPUITUM; (2) ToaAEPXATb
PA3PABOTKY MEXKHALMOHOABHBIX MPOEKTOB MO MAAIPUM; U (3) M3bICKATb BO3MOXHOCTb BbIAEAEHUS
AOTMOAHUTEAbHBIX JOUMHCOHCOBBIX CPEACTB AAS MOAAEPXKUM CTPOH B KOHCOAMAQLIMKM  AOCTUIHYTbIX
PE3YABTATOB U MX AQABHEMLLIEM ABMXKEHMM MO MYTU DAMMUHALUMKM MOAASPUM.

CheayoLLUE MOAOXKEHUS GbIAO _PEKOMEHAOBAHbI _AAA TAo6aabHOro PoHaa, BO3 (EBponeiickoe
peruoHaAbHoe 610po) U CTPAH-YHACTHUKOB: (1) MPOAOAXMTb OKA3QHME MOMOLLM B pa3paboTKe,
MAQHUPOBOHMM, MPOBEAEHUM U MOHUTOPUHIE TMPOEKTOB MOAIPUU, OCYLLLECTBASEMbBIX B PAMKAX
FAOBAABHOTO POHAQ; M (2) OKA3ATb MOMOLLLL B OPFraHM3AUMU PETMOHAABHOM KOHJOEPEHLMM MO
BOMPOCAM PEAAMIALLUM MPOEKTOB MO MAAIPUM, OUHAHCUPYEMbIX TAOBAABHBIM POHAOM, KOTOPQAS
MOTAQ Bbl cocToATbCS B 2006 roay.

MEUMHUMAS BO BHUMAHME OYEBMAHBIM MPOIMPECC AOCTUIHYTBIM MO PETMOHAABHOM Nporpamme OBM B
MOPQXKEHHbBIX CTPAHAOX, TAE, B HEKOTOPLIX M3 HUX, 30DOAEBAEMOCTb MAAIPUEN ObIAQ CHMXKEHO AO
TOKOrO YPOBHS, 4TO MEpepbiB €€ NepeAdys CTAHOBUTCH BO3MOXHBIM, YYACTHMKM COBELLLAHMS
MPUBETCTBOBAAM PETMOHOABHYIO MHULMATUBY «Bnepea oOT BopbObl K DAMMMUHALIMKM  Maaspumn m
PEKOMEHAOBAAM COOTBETCTBYIOLLLYIO AEKAOPALMIO AAA TMOUHATUS BCEMU CTPAHOMM, YHOCTBYIOLLLMAMM B
COBELLLOHNA.



INTRODUCTION

The Inception Meeting on the Malaria Elimination Initiative in the WHO European Region “The
Move from Malaria Conftrol to Elimination”, organized by the WHO Regional Office for Europe, in
collaboration with the Government of Uzbekistan and the United States Agency for International
Development/Regional Mission for Central Asia (USAID/CAR), was held in Tashkent, Uzbekistan from
18 to 20 October 2005. Officials ( Annex 2 ) from Afghanistan, Armenia, Azerbaijan, Bulgaria, Georgia,
Iran, Kazakhstan, Kyrgyzstan, the Republic of Moldova, the Russian Federation, Syria, Tajikistan,
Turkmenistan, Turkey, Uzbekistan, WHO staff, experts and RBM partners attended the meeting.

Scope and purpose of the meeting

The objectives of the meeting were:

e toreport on achievements and to share experiences with rolling back malaria between
countries and regions;

e toreview existing practical modalities on dealing with malaria and identify problems
encountered in participating countries;

e to streamline mechanisms for more effective RBM partnership action at sub-regional and
country levels;

e to promote cross-border cooperation; and

e fo stimulate the flow of additional resources for malaria control and elimination, including
innovative financial mechanisms (e.g. GFATM).

Inaugural session

The meeting was inaugurated by Professor F. Nazirov, Minister of Health of Uzbekistan, who
emphasized the results achieved in fighting malaria in the country and the need for better cross-
border cooperation and collaboration in the field of malaria contfrol and prevention between
countries. Professor Nazirov also expressed his appreciation to WHO/Europe and USAID/CAR for
sponsoring the meeting. Dr F. Nafo-Traore, Director, Roll Back Malaria, WHO headquarters,
welcomed all participants and stressed that the meeting represents a unique opportunity for
participating countries and partners to gather together in order to discuss and facilitate future
decisions towards undertaking the new elimination effort within malaria-affected countries of the
WHO European Region. Dr G. Magnusson, Director, Division of Technical Support Reducing Disease
Burden, WHO/Europe, speaking on behalf of Dr Marc Danzon, Regional Director for WHO/Europe,
mentioned that this meeting is taking place six years following the development of a regional
strategy to Roll Back Malaria and its successful implementation and that the reduction in the number
of malaria cases by almost four-fold over the past six years is the most conspicuous achievement of
the regional RBM programme to date. Each successful milestone in the reduction of a disease allows
for the establishment of new and more demanding objectives along the path to achieving these
goals. Dr K. Pelzman, Director, Office of Health and Education, USAID/CAR underlined that the
challenge of malaria represents a regional threat and work toward its elimination demands a
regional response. Dr V. Chernyavskiy, Fund Portfolio Manager, the Global Fund to Fight AIDS,
Tuberculosis and Malaria (GFATM) stressed that the Global Fund was created to dramatically
increase resources to fight three of the world's most devastating diseases and to direct those
resources to areas of greatest need. The Global Fund works very closely with malaria-affected
countries of the WHO European Region; and with Global Fund grants Georgia, Uzbekistan, Tajikistan
and Kyrgyzstan will be able to strengthen their national capacities and capabilities to cope with
malaria at country level.



Organization of the meeting

The first day of the three-day meeting was devoted to a world update on Roll Back Malaria,
progress with Roll Back Malaria and challenges to malaria elimination in the WHO European and
Eastern Mediterranean Regions, as well as to country presentations on progress with and challenges
to roll back malaria at country level. On the second day, scientific presentations were made related
fo the biology of malaria vectors in countries of the WHO European Region; the analysis of different
Anopheles species using cytogenetical, molecular and genetic techniques; PCR detection and
identification of genetic differences in malaria parasites infecting human subjects in Central Asia and
malaria elimination and its application in the WHO European Region. Issues related to scaling up RBM
partnerships, challenges to and progress with RBM partnership action in Central Asia (USAID/CAR,
WHO/Europe and ACTED), and progress with implementation of the Global Fund malaria project in
Georgia (GFATM/Georgia) were presented and discussed. Subsequently, three groups were formed
fo discuss malaria control and elimination as well as cross-border cooperation in countries of Central
Asia and Afghanistan (Group 1) in countries of the Trans-Caucasian Region, Turkey, Iran and Syria
(Group 2). The third group drafted a regional declaration on malaria elimination. The working groups
discussed the assigned subjects in depth and formulated recommendations. On the third day, the
group work confinued and finally the conclusions and recommendations were presented and
formally adopted in a plenary session.

Professor Feruz Nazirov, Minister of Health, Uzbekistan, was elected as Chairman of the meeting;
Dr Bakhtiyor Niyazmatov, Deputy Minister of Health, Uzbekistan; Dr Zievuddin Avgonov, Deputy
Minister of Health, Tajikistan, and Professor Viadimir Davidyants, Head State Sanitary Doctor, Ministry
of Health, Armenia were elected Co-Chairmen. Dr Nurbolot Usenbaeyv, First Deputy General Director,
Ministry of Health, Kyrgyzstan, was elected to serve as Rapporteur.

WORLD UPDATE ON ROLL BACK MALARIA

Malaria remains one of the major fropical health challenges in the world today. The number of
malaria deaths in the world has been estimated between 1.1- 1.3 million in the World Health Reports.
Based on the reported malaria data and estimations of population at risk and incidence rates, it is
estimated that the malaria incidence in 2004 was between 350 — 500 million cases. Malaria is
considered to be endemic in 1007 countries and territories. About 90% of the world’s malaria deaths
are estimated to occur in tropical Africa south of the Sahara, where the majority of infections are
caused by the most dangerous species, Plasmodium falciparum, which is predominantly fransmitted
by vectors that are highly efficient, widespread and difficult to confrol. It is generally agreed that
malaria causes around 20% of all deaths in children under 5 in Africa and that it is now the most
important cause of death in this group. Most of the people at risk of malaria in Africa live in areas
where transmission is relatively infense and continuous, so that with increasing age some degree of
immunity fo malaria develops. In such areas, young children and pregnant women are at greatest
risk of malaria infections and death due to their lower levels of malaria immunity. With the exception
of Papua New Guinea and focal infense fransmission areas in forests of Southeast Asia and the
Amazon Basin where malaria burdens may be as severe as in the savannah areas of Africa, malaria
fransmission in the rest of the world is from low to moderate. In tropical and subtropical areas, the
disease burden may be due to both P. falciparum and P. vivax malaria, whereas in the temperate
zones only vivax malaria is usually fransmitted nowadays. In areas of low to moderate tfransmission, all
age groups may be equally at risk. Around 5 million confirmed cases of malaria are reported each
year from countries outside Africa south of the Sahara, of which almost 3 million are from India and
Pakistan, countries in which the malaria situation has remained more or less unchanged for the last
decade. However, it is generally assumed that the actual number of cases in the world is much
greater.

The international community is making funds available for malaria control in the most affected
countries on a scale never seen before, and politicians in both developing and industrialized
countries are converging on the need to act now. The aim is that by 2010, the malaria-associated
mortality is halved; and by 2015, the malaria-related Millennium Development Goals (MDGs) are
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achieved, malaria morbidity and mortality are reduced by 75% in comparison with 2005, universal
and equitable coverage with effective interventions is achieved and malaria is no longer a barrier to
social and economic development and growth anywhere in the world.

The fight to control malaria demands an attack on two fronts: protecting the vulnerable and
freating the sick. And it is essential that the measures used are affordable and sustainable so that
they can confribute to work far into the future. Sleeping under a mosquito net treated with
insecticide that kill mosquitoes or stop them from biting is powerful prevention against malaria, as is
spraying inside dwellings with insecticides that leave a residue on walls. Special protection for
pregnant women using these insecticide-treated nets and intermittent preventive treatment with
antimalarial drugs given as part of normal antenatal care can protect the mother and her unborn
child. Rapid treatment with effective antimalarial drugs (in particular artemisinin-based combination
therapies - ACTs) for anyone suspected of having malaria can save lives. And improved early
warning, detection and response to malaria epidemics can avert catastrophe. Nearly a third of
children under five in Eritrea, Gambia, Guinea-Bissau, Sao Tome and Prince and parts of Malawi and
the United Republic of Tanzania now sleep under insecticide-treated mosquito nets. In 2001 RBM
advised countries where malaria has become resistant to chloroquine and other medicines to adopt
ACTs. By the end of 2004, 40 countries had followed RBM advice and changed their drug policies.
With RBM assistance eight African countries, Cambodia, India, the Islamic Republic of Iran and Viet
Nam have adopted home management of malaria as a national strategy. Under RBM's guidance,
23 countries have adopted intermittent preventive malaria treatment for pregnant women as part of
their reproductive health policies and are providing insecticide-treated mosquito nets at low cost or
free of charge. With support provided by RBM, 19 out 25 African countries prone to epidemics have
established weekly surveillance systems for malaria. RBM has been instrumental in bringing together
partners to develop successful proposals to the Global Fund to Fight AIDS, Tuberculosis and Malaria
for malaria control in many countries, including eight countries with complex emergencies.

The RBM strategy, which is based on four basic elements adopted in 1992 by a Ministerial
Conference on Malaria and subsequently endorsed by the World Health Assembly and the UN
General Assembly in 1993, includes seven different strategic components, which are described
below:

e Ensure effective malaria prevention for all at-risk populations (malaria vector control) and
personal protection; select proven technologies appropriate to the local setting; reach high
(>80%) coverage quickly; sustain high coverage (>80%); target the most vulnerable groups;
ensure coverage is with high-quality products and services; continuously develop and
optimize prevention technologies and delivery mechanisms; intermittent preventive
freatment);

e Ensure effective, fimely treatment (select proven technologies; reach high coverage (>80%)
quickly; sustain high coverage (>80%) with high-quality products and services; prioritize
access for the most vulnerable groups);

e Reduce impact of emergencies and epidemics;

e Result-oriented investments (coordination; financing: domestic financing through national
budgets and external financing through the Global Fund, multilateral development banks,
bilateral agencies, specialized United Nations agencies, international NGOs, foundations and
large multinational corporations);

e Strengthen delivery systems (increase national capacity to deliver; revitalize procurement
and supply-chain management);

e Create awareness, demand and appropriate use (global/regional advocacy, country-level
advocacy and communication, promoting appropriate use of interventions);

e Incorporate malaria interventions in all sectors (health sector, environment, schools,
regulatory institutions, agriculture, private sector, faith-based organization).

Malaria is a problem to which answers are available. The know-how, the plans and the
technologies are all in place. And they are beginning to work. Just two things stand in the way of
taking treatment and prevention measures to scale: a shortage of funds and a shortage of in-
country capacity to put plans into action on the ground. This is the decade to take action: the fime is
now. WHO estimates that around USD 3.2 billion each year is required to finance effective malaria
control worldwide. Governments in malaria-affected countries are committed in increasing their own
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resources for malaria control, and multilateral and bilateral donors have helped to provide extra
money. The Global Fund to Fight AIDS, Tuberculosis and Malaria is also an important international
funding source. But still the funds available fall far short of what is needed.

PROGRESS WITH ROLL BACK MALARIA
IN THE WHO EUROPEAN REGION

WHO European Region

Amongst all health priorities of the countries in the WHO European Region, the control of
infectious diseases, including malaria, is one of the highest. The WHO Regional Office for Europe has
committed itself to an intensive response to the burden of malaria, and had by 1999 developed a
regional strategy to Roll Back Malaria in affected countries of the European Region. Its ultimate goal
is to prevent mortality, reduce morbidity and minimize socio-economic losses provoked by the
disease, through the progressive strengthening of capacities and capabilities of national health
services and mobilizing community actions.

From 1995-2004, the reported number of malaria cases in the Region declined from 90,712 to
9.669. Although this represents an overall decrease in the number of cases, it is important fo be
realistic with respect to the actual figures of malaria in the Region. The magnitude of the malaria
problem is thought to be greater than that which stafistics indicate and cannoft be reliably assessed
on the basis of official data available. At present, malaria continues to pose a challenge in 8 out of
the 52 Member States of the Region, namely Armenia, Azerbaijan, Georgia, Kyrgyzstan, Tajikistan,
Turkey, Turkmenistan and Uzbekistan:

o Countries where malaria epidemics have been contained, but where malaria remains
a major public health problem: Tajikistan and Turkey;

. Countries where malaria epidemics have been contained and the results achieved
need fto be consolidated further: Armenia, Azerbaijan, Georgia, Kyrgyzstan and
Turkmenistan;

. Countries where sporadic cases are reported and the risk of further spread exists:
Uzbekistan and the Russian Federation;

) Countries free from autochthonous malaria or cases rarely reported: All remaining
countries

The international commitments and political attention that have been mobilized in recent years
in malaria-affected countries of the Region are presently being translated into real actions. All
malaria-affected countries of the Region, supported by WHO and RBM partners (USAID, CDC, ECHO,
GAP, UNICEF, WFP, IFRC, MERLIN, ACTED and others), have managed to get their country RBM
partnership movements off the ground and to take all possible measures aimed at containing
malaria epidemics and reducing the malaria burden. The Global Fund has provided grants to
Georgia, Uzbekistan, Kyrgyzstan and Taijikistan to support their national response to malaria over the
next years (2004-2010).

The objectives of the present regional RBM programme are to prevent deaths due to malaria, to
prevent large-scale malaria epidemics, to contain malaria outbreaks, to reduce further the
incidence and prevalence of malaria, and to prevent the re-establishment of malaria fransmission
and maintain the malaria-free status in countries and territories, where malaria had been eliminated.
Sustaining regional programme activities in the years ahead could reduce the impact of malaria to
levels low enough to no longer represent a public health problem and interrupt P. falciparum
fransmission and eliminate it in Central Asia by 2010 and, finally, eliminate the disease in the WHO
European Region by 2015.
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The achievements of the regional and national RBM programmes are as follows:

1.

N

w

o

o

RBM issues remain high on the WHO agenda throughout affected countries:

1999: the development of the Regional Strategy to Roll Back Malaria and its successful
implementation in malaria-affected countries of the Region;

2002: the endorsement by all Member States of the Regional Resolution, “Scaling up the
response to malaria in the WHO European Region”;

2005: the endorsement by all malaria-affected countries of the Regional Declaration,
“The Move from Malaria Control to Elimination”.

Strengthened national capacities and capabilities to cope with malaria:

Malaria programmes driven by knowledge and experience;

The formulation of goals, objectives and targets based on the commitments and
capabilities of affected countries;

Core groups of adequately frained professionals with the necessary epidemiological
expertise and competence set up and functional.

Broad partnership action with considerable financial assistance to Roll Back Malaria:

High level advocacy for actions against malaria;

RBM partnership movements functional at country and inter-country levels and RBM
interventions coordinated among all partners concerned;

Increased assistance from GFATM for malaria control;

Cross-border collaboration strengthened between neighboring countries and regions.

Updated knowledge and enhanced skills on malaria and its control and prevention:

Decision-making based on updated knowledge of malaria and the planning of malaria
conftrol;

Training programmes constantly adapted to the appropriate implementing strategy;

A number of revised technical manuals, practical guidelines and innovative tools
published and developed.

Improved capacities for disease management and prevention and epidemic control:

A system for easy access to early/reliable diagnosis and prompt/adequate treatment in
malaria-affected areas established and functional in most malaria-affected countries;

In most situations, vector control guided by consideration of technical feasibility,
operational applicability and effectiveness;

A rapid response capability to cope with emergency situations built in all epidemic-
prone countries of the Region.

Strengthened epidemiological services and operational research capabilities:

Implementation of malaria programmes adjusted to epidemiological patterns, existing
tools and resources available;

Reinforced surveillance mechanisms and information systems capable of planning,
monitoring and evaluating control interventions;

Creation of a regional network of malaria-oriented research;

Research outcomes used to make malaria control more effective.

Increased community awareness and participation in malaria prevention:

Rapid assessments of practices of recognition and treatment of malaria and personal
protection to develop effective IEC (Information, Education, Communication) strategy
conducted;
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e Strengthened community and family care and prevention practices through
development of targeted IEC materials, awareness sessions, community support,
knowledge building and mass media.

As a result of the successful implementation of the regional RBM strategy in malaria affected
countries supported by strong political commitments to tackle the disease at national level, a high
level of advocacy for action against malaria, a broad regional RBM partnership, along with
considerable financial assistance (WHO headquarters and Europe, RBM partners), the reported
number of malaria cases has been reduced by almost four-fold over the past six years.

The regional and national RBM programmes face many problems and constraints of technical,
operational and managerial nature when implementing their activities. Major constraints include:

¢ The limited financial resources invested in malaria control by Governments;

e All national malaria control programmes in affected countries are chronically dependent on
external support;

e A positive response from the international community only after malaria epidemics have
occurred;

e Donorresponse rarely sustained longer than 3 years;

e Partner response has been fraditionally weak in situations of small-scale outbreaks,
occurrence of sporadic cases and high risk of malaria resurgence.

How to sustain the donor interest in situations, where epidemics of malaria have curbed, but still
present a public health problem, and where there is a risk of explosive resurgence of malaria
fransmission, which could lead to outbreak situations; and how to attract the donor interest towards
supporting the new malaria elimination initiative, are the two main challenges to roll back malaria in
the WHO European Region.

The demonstrated feasibility of malaria elimination in the past, the visible impact of RBM
interventions at present, the strong political commitments to achieve a greater impact on malaria
situations at national level, and the availability of efficacious tools to control and eliminate malaria in
the regional context, have created a unique opportunity and a solid evidence to move further from
malaria control to elimination.

Armenia

In Armenia the malaria situation remained stable until 1994. In subsequent years a downgrading
of malaria preventive services and a weakening of the malaria surveillance system resulted in a
steady increase in the number of malaria cases, reaching 1156 by 1998. Over 98% of these cases
were detected in the Masis district of the Ararat valley, an area bordering Turkey. In recent years,
owing to epidemic control interventions, the number of autochthonous malaria cases has continued
fo decrease, dropping to 6 in 2004. Although numbers have been on the decline since then, the
sifuation must be monitored closely, due to the existence of favourable conditions for malaria
fransmission. An. maculipennis serves as the main malaria vector in the country. In addition to An.
maculipennis, other malaria vectors in the country include An. sacharovi and An. claviger. The
appearance of An. sacharovi (the main vector in Transcaucasia) in the Ararat valley has created
conditions more favourable for malaria fransmission in the country. All An. maculipennis populations
that were tested for resistance to cyfluthrin were found susceptible to this insecticide.

Armenia demonstrates a strong political commitment to Roll Back Malaria. Malaria control
activities carried out at present emphasize the training of medical and laboratory staff at all levels in
the diagnosis and treatment of malaria, epidemic preparedness and conftrol, surveillance, health
education, community mobilization and intersectoral collaboration. During the past years RBM-
related interventions were supported by the Ministry of Health, other governmental entities, the WHO
Regional Office for Europe, UNICEF, the International Federation of Red Cross and Red Crescent
Societies, and the World Food Programme. In 2003, Armenia redefined and adjusted the present
malaria control strategy, objectives and approaches, bearing in mind the results achieved to date,
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the actual extent of the problem and potential threats in the country. A multi-sectoral approach
brought together representatives from the Ministries of Health, Defence, National Security, Internal
Affairs and Agriculture, who all contributed to a revised strategy and comprehensive plan for malaria
confrol and elimination.

Azerbaijan

In Azerbaijon the malaria situation began to deteriorate rapidly after 1990, as a result of an
almost complete cessation of malaria preventive interventions, hydro-engineering and melioration
activities as well as intense population movements. In 1996, the number of malaria cases reached
13,135, with the majority of cases registered in the districts of the Kura—Araksin and Lenkoran
lowlands, areas which were also highly malaric-endemic in the past. In 1997, the situation was
aggravated as a result of mudslides throughout the Kura-Araksin and Lenkoran lowlands when
mosquito-breeding sites increased dramatically. The highest morbidity rates were reported in several
districts of Azerbaijan bordering Iran, Georgia and the Russian Federation. Over the course of 1997-
2003, as a result of large-scale epidemic control interventions, the malaria situation in the country
continued to improve, with only 386 cases reported in 2004. Malaria vectors in Azerbaijon comprise
An. maculipennis (the area of the Big and Small Caucasus), An. sacharovi (Kura-Araksin and
Lenkoran lowlands) and An. melanoon (Lenkoran lowland).

Azerbaijan demonstrates a strong political commitment to the regional Roll Back Malaria
movement. In 1998 a National Malaria Conftrol Strategy was developed with assistance provided by
WHO/Europe, and it has been successfully implemented in the country. At present, malaria control
activities have focused on integrated vector confrol measures (indoor residual spraying,
environmental management, biological means of control), disease management, training,
surveillance, public health education and community mobilization. Intersectoral collaboration
between the Ministry of Health and other entities is essential to the consolidation of the progress
made to date. Agriculture and irrigation in particular are two major issues that must be addressed to
minimize vector breeding grounds. At present, RBM activities are supported by the Ministry of Health
and WHO.

Georgia

In Georgia the malaria situation began to deteriorate in the mid 1990s as a result of a drastic
reduction in the activities aimed at the prevention of malaria fransmission and the intensification of
population movements. The first three cases of local malaria fransmission were detected in 1996
among residents of a district bordering Azerbaijan. In subsequent years the number of malaria cases
contfinued to increase, reaching 473 in 2002. Between 1998 and 2002, the number of reported
malaria cases increased by more than 30 fold. During this period the first cases of autochthonous
malaria were reported in the western part of Georgia. In 2004 the counfry reported 254
autochthonous cases, an 18% reduction compared to the previous year. Conditions favourable for
malaria fransmission exist in an area covering nearly 52% of the country, and where 93% of the total
population lives. At present, the highest risk of resurgence of malaria transmission and its spread
concern the areas bordering Azerbaijan and Armenia in eastern Georgia, the Black Sea coastal
areas, and the Kolhid lowlands in the western part of the country, where more than 68% of the total
population resides and the transmission season may last more than 150 days. The main and
secondary vectors there include An. maculipennis, An. superpictus, An. sacharovi, An. atroparvus,
An. hyrcanus, An. claviger and An. melanoon. Other territories, which are home to 18% of the total
population, face a malaria season from 90 to 120 days, and have a lower degree of risk of
resurgence of malaria. The vectors there include An. maculipennis, An. superpictus, An. claviger and
An. plumbeus.

Political commitment to the principles of Roll Back Malaria continues to grow in Georgia. In light
of the heightened risk of malaria, WHO has increased its efforts fowards containing outbreaks and
their spread across the territory of the country. The RBM country-level movement is presently
supported by the Ministry of Health, the WHO Regional Office for Europe and the Global Fund. The
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Global Fund has provided Georgia with a grant of more than USD 800,000 to support the country’s
national response to malaria over three years (2004-2006), and the country along with the RBM
programme of WHO/Europe is to develop a proposal for the extension of the ongoing Global Fund
malaria control project. Interventions carried out include disease management and prevention,
fraining, surveillance, epidemic control, community mobilization, health education and operational
research.

Turkey

In Turkey the malaria situation remains serious in terms of its impact on the health of the
population and the socio—economic development. Within the country, over 15 million people, or 23%
of the total population, reside in areas where malaria remains endemic. Moreover, a large
proportion of the total population reside in areas where the risk of an explosive resumption of malaria
fransmission, leading to outbreak situations, remains high. Despite the fact that only 5,252 cases were
reported in 2004, it is generally accepted that the actual magnitude of the malaria problem in
Turkey is greater than that reported, especially in south-eastern Anatolia, where the incidence of
malaria is the highest in the country. Endemic malaria with a parasite index of above 10% was found
there. Thus, despite the significant decrease in malaria morbidity over the past years, the malaria
sifuation, as we have learned by experience, may be subject to sudden and very negative changes.
In light of the country’s overall malaria potential, it is vitally important to consider the intensification of
malaria surveillance activities at the periphery, especially in south-eastern Anatolia, where the
malaria situation remains serious. There are thirfeen Anopheles species recorded in Turkey. An.
sacharovi and An. superpictus are the principal malaria vectors, while An. maculipennis, An.
pulcherimus, An. algeriensis, An. claviger, An hyrcanus, An. marteri, An. multicolour, An. plumbeus
and An. sergenti may be considered secondary or possible vectors of malaria in the country.

Turkey demonstrates political commitment to the RBM movement. Malaria control activities
carried out from 2000 have included capacity building, disease management and prevention,
operational research including drug efficacy monitoring trials, malaria surveillance, health education
and community participation. At present the Ministry of Health and other governmental entities
(Ministry of Tourism, State Airports Authority Directorate General and Municipalities), the WHO
Regional Office for Europe and GAP collaborate on malaria control and prevention.

Kazakhstan

In Kazakhstan an increase in the number of imported malaria cases was registered from 1990-
1997, and the first malaria cases due to local fransmission were reported in 1992. During 2000-2003, 9
cases of autochthonous malaria were registered within the area of southern Kazakhstan and Alimaty
where there had been no reported cases of autochthonous malaria in recent years (2002-2004). The
ecological and climatic conditions within most regions of the country could lead towards a
resurgence of malaria fransmission following its importation. The differences in eco—climatic setfings,
types of landscape, vector species distribution, and occupational and migration population
patterns define the heterogeneity of malariogenic potential of the country. The highest risk of
resumption of malaria transmission is in some parts of the Almaty, Jambyl, South-, West- and East-
Kazakhstan regions, as well as in the cities of AlImaty, Astana and Karaganda. An. messeae, the most
common malaria vector in Kazakhstan, is found throughout most of the county. Studies on this
vector's resistance to different insecticides have shown that resistance to DDT was highest (up fo
77%) in the western part and nearly absent in the eastern part of the country. Resistance to
malathion and fenitrothion was virtually absent in all areas under study, as was resistance detected
fo synthetic pyrethroids, including deltamethrin and cyfluthrin.

In March 2004 the Ministry of Health of Kazakhstan issued a national decree aimed at
strengthening malaria surveillance in the country, and steps have been taken to reinforce
surveillance. At present, malaria-related activities in the country include disease management and
prevention, training, surveillance and operational research. The Ministry of Health, WHO and USAID
provide support for this.
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Kyrgyzstan

As a result of the importation of malaria by ex-military personnel upon their return from
Afghanistan, autochthonous malaria was reported in Kyrgyzstan from 1986 onwards. In 1986-1987, 24
cases of autochthonous malaria were detected. In 1988, there were 21 cases due to local
fransmission, with 11 reported in the Batken district bordering Tajikistan and Uzbekistan. In the years to
follow, only imported cases were reported in the country. In 1996, after a long break in local
fransmission, the first case of autochthonous malaria was registered in the Panfilov district. From then
on, there has been arise in the number of cases due to local fransmission. In 2001, 15 autochthonous
cases of malaria were reported in the country. In 2002, the explosive resumption of malaria
fransmission produced an epidemic situation with an incidence much greater than that reported in
the past years in Kyrgyzstan, and a total of 2,267 autochthonous P. vivax cases were reported in the
south-western regions of the country, including Batken, Osh and Jalal-Abad. The explosive
resumption of malaria tfransmission in Kyrgyzstan was a result of immigration of a number of infected
people from Tajikistan into the Batken region where the Anopheles vector exists and conditions for
malaria transmission are very favourable. In 2004, as a result of the application of epidemic control
measures, there was a significant decrease in the reported number of autochthonous malaria cases
(?1). However, in 2004 the first autochthonous case of P. falciparum malaria was reported in the
Aravan District of the southern part of Kyrgyzstan, in an area bordering Uzbekistan. Malaria vectors in
the country include An. pulcherimus, An. superpictus, An. hyrcanus, An. martinius, An. claviger and
An. messeae. Studies on vector resistance to different insecticides have revealed that all the above-
mentioned species are susceptible to DDT, fenitrothion, cyfluthrin, deltamethrin, malathion, lamba-
cyhalothrine and propoxur.

Kyrgyzstan shows a very strong political commitment to controlling the malaria situation. In March
2003 a Regional Partnership Meeting funded by USAID/CAR and organized in collaboration with the
WHO Regional Office for Europe and CDC/CAR was held in Bishkek. Health officials from Kazakhstan,
Kyrgyzstan, Tajikistan, Turkmenistan and Uzbekistan participated in the meeting. In response to the
malaria epidemic in 2002, the WHO Regional Office for Europe opened a malaria field office in Osh,
Batken Province (which is still functional), one of the three regions most affected by malaria. The
WHO Regional Office for Europe and MERLIN has assisted the country in the procurement of drugs,
insecticides, and microscopes, and RBM programme of WHO/Europe has supported vector control
activities, including indoor residual spraying and biological control. Malaria surveillance and
operational studies, including drug efficacy monitoring, have also been conducted from the Osh
field office. Kyrgyzstan is a major beneficiary of assistance within the framework of a sub-regional
malaria control project funded by USAID/CAR and executed by the WHO Regional Office for
Europe. In 2005 the WHO Regional Office for Europe assisted Kyrgyzstan in drawing up a malaria
project proposal, which was submitted to the Global Fund, and a grant of USD 3,426,125 to support
country-level malaria control activities over five years (2006-2010) was subsequently approved by
the Global Fund.

Tajikistan

The number of malaria cases reported in Tagjikistan peaked in 1997, when nearly 30,000 cases
were registered. The deterioration of the malaria situation in the country in the 1990s was linked to
armed conflict, mass population movement across zones of infense transmission of malaria in
Afghanistan, where malaria is endemic, and the disruption of public health care services and vector
control activities. Noficeable changes in agricultural practices, parficularly the increase in the
cultivation of rice, have led to an increase in vector breeding grounds. Despite an 80% reduction in
the reported cases since that time the malaria situation remains serious in the country. The remaining
problem of P. falciparum malaria in the southern part of the country is a matter of particular
concern. A total of 3 588 cases of malaria were reported in the country in 2004. Prevalence and PCR
surveys recently conducted in the southern part of Tajikistan bordering Afghanistan have shown that
the burden of malaria in the Khatlon Region (the most affected area of the WHO European Region),
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with its total population of nearly 2.2 million people, may be estimated at 100,000-150,000 malaria-
infected carriers, with the proportions of P. falciparum malaria at more than 10%. The proportion of
asymptomatic P. vivax and P. falciparum carriers remains high. Malaria vectors in Tajikistan include
An. superpictus, An. pulcherimus, An. macullipennis, An. hyrcanus and An. martinius. The results of
studies on vector resistance fo insecticides (DDT, fenitrotion, cyfluthrin and deltamethrin) showed that
all vectors were susceptible to the above-mentioned insecticides.

Tajikistan fraditionally shows a very strong political commitment to Roll Back Malaria, and
national authorities work closely with the WHO Regional Office for Europe in areas of disease
management, vector control, training, surveillance, operational research, health education and
community participation. Roll Back Malaria activities were carried out in cooperation with the
Ministry of Health and with the support of WHO, USAID, CDC, ECHO, the Governments of Norway
and Italy, MERLIN, ACTED, UNICEF, WFP and other partners. A WHO Roll Back Malaria Field Office
(funded by WHO/Europe and USAID/CAR), which was opened in 2001 is still functional in Tajikistan.
Within the framework of a sub-regional malaria control project funded by USAID CAR and executed
by the WHO Regional Office for Europe, Tajikistan is a major beneficiary and receives technical
assistance, training for malaria specialists, support in dissase management and prevention as well as
other forms of assistance. In 2005 the WHO Regional Office for Europe assisted Tajikistan in drawing
up a malaria project proposal, which was submitted to the Global Fund, and subsequently a grant
of USD 5,383,510 to support country-level malaria control activities over five years (2006-2010) was
approved by the Global Fund.

Turkmenistan

Although malaria was eliminated in Turkmenistan in 1960, sporadic cases have occasionally
been reported from the country. By 1998, the malaria situation had taken a drastic turn for the worse
and 108 malaria cases were detected within the Gushgin efrap of Maryi veloyat. To prevent further
spread of malaria throughout the etrap area, malaria programme personnel carried out seasonal
chemoprophylaxis with chloroquine and indoor residual spraying. These interventions allowed for a
significant decrease in malaria morbidity within the focus area. Presumably, local malaria
fransmission appeared as a result of malaria importation by mosquitoes flying in from bordering
Afghanistan. Sporadic cases of autochthonous malaria are reported every year, and 44 cases of
local malaria cases were registered in the country during 2000-2003. In 2004 only 3 autochthonous
cases of P. vivax malaria were reported in the country. Three principal malaria vectors are found in
Turkmenistan: An. superpictus, An. pulcherimus and An. maculipennis. Monitoring of An. Superpictus’
susceptibility to cyfluthrin, lamba-cyhalothrine, DDT and propoxur in Lebap, Maryi, Ahal, Dashogus
and Balkan veloyats has revealed that all the above-named insecticides remain highly effective for
indoor residual spraying.

At present, RBM-related activities in Turkmenistan include disease management and prevention,
fraining, surveillance, epidemic control and community involvement. The Ministry of Health, WHO
and USAID provide support for this.

Uzbekistan

Taking intfo account the grave malaria situation in neighbouring Tajikistan and Afghanistan,
along with the present day exacerbation of the situation in Kyrgyzstan, there is a very real threat that
malaria may assume larger proportions in Uzbekistan. In this regard, the Ministry of Health of
Uzbekistan initiated and carried out a number of activities aimed at the intensification of malaria
surveillance. The number of imported malaria cases has continued fo increase from 21 cases in 1994
fo 80 cases in 2000. In 1999, due to a steady increase in imported malaria and the presence of
conditions favourable for malaria transmission, the first autochthonous cases of malaria, 7 in all, were
registered. A more than five-fold increase in the number of autochthonous malaria cases was
withessed during 1999-2000. In 2001-2003, 225 cases were registered, 53 of which were due to local
fransmission. In 2004 31 autochthonous cases of P. vivax malaria were reported in the country. All
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reported cases occurred in the Surkhandarinskaya region which borders Tajikistan and Afghanistan.
To intensify anti-malarial interventions in these border areas, malaria control services were reinforced
and made operational. There are seven Anopheles species registered within the fterritory of
Uzbekistan: An. pulcherimus, An. superpictus, An. maculipennis, An. hyrcanus, An. martinius,
An. claviger, and An. algeriensis. The monitoring of vector susceptibility to insecticides has revealed
that only An. superpictus populations in Fergana were resistant to malathion, fenitrothion,
bendiokarb and propoxur. All other vectors remain suscepfible to nearly all commonly used
insecticides.

Uzbekistan demonstrates a strong political commitment to the Roll Back Malariac movement.
Particular attention is paid to malaria surveillance. Epidemiological investigations of all reported
cases of malaria are carried out systematically, and all malaria cases are correctly tfreated.
Furthermore, biological means of vector control, including the use of larvae-consuming Gambusia
fish, are being used in selected areas of the country. The strengthening of institutional capacities also
remains a country priority. A national malaria surveillance programme for 2002-2004 was drawn up in
collaboration with the WHO Regional Office for Europe and is presently being implemented. The
programme focuses on disease management and prevention, as well as epidemic preparedness
and conftrol. In 2002-2005 RBM activities supported by the Ministry of Health, the WHO Regional Office
for Europe, USAID/CAR, MERLIN and ACTED included strengthening of malaria surveillance, training
of general and specialized health personnel, disease management and prevention and health
education. Uzbekistan receives assistance in coordinating and synchronizing malaria control and
preventive activities within its border areas. With a Global Fund grant of more than USD 2.5 million
over five years (2004-2008), the country will sirengthen malaria control and prevention in the country.

Bulgaria

After malaria eradication in Bulgaria in 1965 a fotal number of 2955 malaria cases were
registered in the country (1966-2004). Among them, 2905 (98.3%) were imported into Bulgaria from
endemic countries and the rest, 50 (1.7%). were relapsing and/or autochthonous cases. Fourteen
cases with P. falciparum malaria resulted in death. During the past decade (1995-2004), as a result of
socio-economical changes in the country, although malaria remained the major disease among
other imported infectious and parasitic diseases, the new trends in the epidemiological
characteristics of malaria were revealed. A typical feature of the previous periods was the
predominating import of vivax malaria whereas during the past ten years P. falciparum accounted
for 71.54% of all imported cases. While in the past malaria cases came mainly from Asia, nowadays
they are mostly imported from Africa, 81.47%, followed by Asia, 18.53%. A great number of imported
cases (66.41%) were diagnosed during the potential season of malaria tfransmission in Bulgaria (April -
October). The 18 autochthonous cases of vivax malaria, which were recorded in 1995-1996 in the
region of the town of Sandanski (for the first time after malaria eradication) clearly indicate a
genuine risk of re-establishment of malaria transmission.

The malariogenic potential of the territory of the country remains high. The country can be
divided info three strata: areas with high, medium and low risk. Its receptivity is presently
characterized by increased density of Anopheles populations, global warming (possible extension of
the period of effective mosquitos’ infection and possible extension of the malaria transmission
season), favourable climatic conditions for malaria fransmission and a lack of up-dated information
on malaria vectors. Vulnerability is also high because of the presence of some unfavourable factors:
continuous importation of malaria; increased population migration, including from and to Turkey (an
increase in the number of immigrants who are passing through Bulgaria on their way to western
Europe) as well as intensified tourism and trade.

Based on the evaluation of the possible hazard of malaria reintroduction, the Ministry of Health
carries out a national malaria surveillance programme aiming at monitoring importation of malaria,
and prevention of re-infroduction of autochthons cases. The control of malaria includes a system of
complex measures including monitoring of population groups at risk, diagnosis, treatment and
prevention of malaria and epidemic preparedness and response activities.
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The Republic of Moldova

Since 1960 autochthonous malaria cases have not been reported in the country, except for a
small outbreak of 14 cases of P. malariae due to blood transfusion in 1974 and two secondary cases
of P. vivax malaria in 1996.

In view of the importation of malaria and the availability of malaria vectors in the country,
however, it is important to pay special aftention to the epidemiological surveillance of all imported
cases, in order to prevent the re-establishment of malaria fransmission and occurrence of
autochthonous cases of malaria, and to prevent severe and complicated imported cases of
P. falciparum malaria and consequent deaths as well.

The Russian Federation

From 2001 to 2004, the number of imported and autochthonous cases of malaria continued to
drop, reaching 324 and 58 respectively. In 2004 5 deaths due to imported malaria were reported in
the Russian Federation. During the last 6 years (2000-2005) the number of cases imported info the
country from the Newly Independent States, such as Tajikistan and Azerbaijan has been on the
decline. Over the past years P. vivax was the predominant species amongst imported malaria, and
exclusively P. vivax malaria was transmitted in the country. Between 2000 and 2002 the number of
autochthonous P. vivax cases continued to rise in the Moscow Region and Moscow from 8 to 121,
however, from 2003 to 2005 the number declined from 61 to 34 due to unfavorable conditions for
malaria transmission. In recent years cases of autochthonous malaria have been reported in the
western and south-western parts of the Russian Federation. In view of the continuing importation of
malaria, it is crucial to pay special attention to epidemiological surveillance of all imported and
autochthonous cases.

PROGRESS WITH ROLL BACK MALARIA
IN THE WHO EASTERN MEDITERRANEAN REGION

WHO Eastern Mediterranean Region

50% of the population in this Region live in areas at risk of malaria fransmission with 15 million
estimated clinical cases and 59,000 estimated deaths due to malaria per year. The majority of
imported cases in the malaria free countries (Bahrain, Jordan, Kuwait, Lebanon, Libyan Jamahiriya,
Palestine, Qatar, Tunisia, United Arab Emirates (UAE)) or countries with a very limited number of locall
malaria transmission (Egypt, Morocco, Oman and Syrian Arab Republic) are imported from the
Indian subcontinent, especially Pakistan. In 2004, Morocco and Syria reported only one
autochthonous case. In countries with low to moderate endemicity (Iran, Irag and Saudi Arabia),
there is a significant reduction in the number of reported malaria cases. In comparison with 2003,
there is a reduction in the number of malaria cases from countries with intense malaria fransmission
(Afghanistan, Pakistan, Djibouti, Somalia, Sudan and Yemen) which are far from the number of
estimated cases. This difference shows the importance of finding a methodology for proper
estimation of the malaria burden in this group. The malaria burden in Pakistan is still very high and for
the first fime the Eastern Mediterranean Region has received data on clinically diagnosed cases as
high as 1,831,631. From the available data, it is difficult fo determine how much the regional burden
of malaria has changed, as the health information system in high-burden countries is weak. However,
success stories from some countries/areas show that successful contfrol has had an impact on the
malaria disease burden.
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Yemen targeted malaria elimination in Socotra Island and intensified control in Tihama area with
good progress in areas under RBM support. In Sudan, in Khartoum and Gezira, the Malaria Free
Initiative's annual parasite prevalence and facility surveys indicate a considerable increase in the
coverage of main interventions and a significant reduction of the malaria burden in these two states.
Morocco, Egypt, Oman, UAE and Syria were malaria endemic in 1997, but by 2004 these countries
had eliminated malaria (only one autochthonous case reported form Syria and one from Morocco).
Iran, Irag and Saudi Arabia are embarking for elimination. WHO will continue to support assessment
of the feasibility of elimination, development strategy and plan of action, implementation of malaria
elimination programmes and verification of malaria free status. WHO will contfinue to support sub-
regional projects for malaria elimination, including Malaria Free North Africa, Malaria Free Arabian
Peninsula, Malaria elimination in Iran and Irag and maintenance and expansion of the Kharfoum
and Gezira Malaria Free Initiative.

Elimination of malaria will help realizing the wide future expectations in ferms of industry, trade,
tourism in many parts of the region, including the Arabian Peninsula. Other vector-borne diseases,
such as leisnmaniasis, filariasis, rift valley fever and dengue fever can be prevented through anti-
mosquito control measures for malaria. Strengthening the malaria programmes for elimination will
strengthen the health system and lead to high coverage by primary health centres, good
laboratories and quality assurance and strong surveillance systems. The geographic information
system (GIS) that will be used for malaria will be shared with other diseases to implement multi-
sectoral programmes. RBM/Eastern Mediterranean is working towards establishing a strong
partnership with countries and other partners for sustained support to the programme in Yemen.

Together with WHO headquarters, the Regional Office is working to develop a strategy for
certification/validation of malaria free status/malaria elimination. UAE finalized the conduction of the
2 sero-epidemiological surveys. A consultation on the process is planned for end 2005 or early 2006 in
collaboration with CDC, GCC and the WHO Regional Office for Europe. Limited human resources for
vector confrol, microscopy, planning and evaluation of malaria elimination activities; limited
collaboration/coordination of activities among the bordering countries; lack of proper collaboration
with other relevant sectors, including agriculture, education and the private sector; resistance to
drugs and insecticides, and weak monitoring and evaluation and epidemic preparedness are the
main challenges for malaria elimination in the Eastern Mediterranean Member States.

Strengthening malaria lab diagnosis is one of the main objectives of RBM. To achieve this
objective the Regional Office supported courses on malaria microscopy in Afghanistan and Somalia
and an evaluation and training exercise for malaria microscopy in Sudan. The first course on quality
assurance of malaria microscopy will be held in mid-2006. We have supported sentinel sites for drug
efficacy monitoring in all Member States where falciparum malaria is endemic. At this stage, 4 sites in
Afghanistan, 5 in Iran, 4 inPakistan, 5 in Saudi Arabia, 4 in Yemen, 3 in Somalia and 5 in Sudan are
functioning. The results of all of these studies show that there is a high prevalence of resistance of
P. falciparum to chloroquine (CQ). Based on this evidences Afghanistan, Iran, Somalia and Sudan
have updated their treatment guidelines. Intfegrated vector management is a crucial element of the
malaria control programme. In 2004, a vector control needs assessment tool was developed, and an
inter-sectoral coordination mechanism for integrated vector managment implementation was
initiated in Iran, Egypt, Sudan, Morocco and Yemen. DDT reporting on use, manufacturing, storage,
fransportation was piloted in 4 countries of the Region (Djibouti, Sudan, Morocco and Oman), and a
regional proposal was approved, inifially for $650,000. In order to strengthen national capacities for
malaria conftrol in Member States, we have supported several courses, including two courses on
planning and management (one in English and one in Persian), a course on medical entomology
and a course on pesticide management. The Regional Office supported the WHO collaborating
centre in Cairo by a 2-months fellowship on molecular entomology. The Regional Office developed
draft modules on elimination of residual foci and prevention of malaria reintroduction. We supported
the coordination of cross-border malaria control activities by holding a cross-border malaria
workshop between Iraq, Syria and Turkey (Aleppo, Syrian Arab Republic, 20-22 April 2004), and a
second cross-border malaria meeting for Afghanistan, the Islamic Republic of Iran and Pakistan
(Peshawar, Pakistan, 30 August to 1 September 2004). To provide quality evidence for malaria control
programmes and o support capacity building for operational research, WHO supported 7 and 10
TDR proposals in the field of malaria and vector control in 2004 and 2005 respectively.

21



Islamic Republic of Iran

In Iran, the total population aft risk of malaria is 2,714,648 (4% of the total population) mainly living
in southeast provinces, namely Sistan & Baluchestan, Kerman and Hormozgan. The population of
highly prioritized areas is about 1,140,000 (1.7%) with annual parasite incidence more than é per 1000.
In 2004, the ftotal reported number of malaria cases was 13,821 out of which 7602 were
autochthonous cases. Falciparum and mixed malaria represented only 10% of the total reported
number of malaria cases.

Results of therapeutic efficacy monitoring of CQ for uncomplicated falciparum malaria in 5
sentinel sites showed that more than 78% of falciparum cases are resistant to CQ. Based on these
results national freatment guidelines were updated and ACTs were adopted as first line in border
areas. CQ and SP will be the first line in other parts of the country. Coartem will be the second line.
The recent results of drug efficacy studies on a combination of CQ+SP show that this combination is
100% effective.

In 2004, a feasibility study on malaria elimination was made, and based on that a 5 year strategic
plan for malaria elimination in three stages was developed, aiming at providing additional input to
malaria control by allocation of funds, sanctioning posts, provision of vector control equipment
(sprayer pumps, vehicle-mounted space sprayers/blowers), increased number of passive posts in
border areas, revision of spraying schedules in accordance with the eco-epidemiological situation
and increased production/use of local Bfi .

The malaria elimination strategy will aim at the elimination of P.falciparum malaria in all areas of
its occurrence. Only infroduced cases of P.falciparum might occur, and there will also be a
reduction of P.vivax fransmission. In the third stage of the malaria elimination strategy, the objective
will be a drastic reduction of local transmission of P.vivax in the residual active malaria foci. At the
end of the third stage the majority of cases could be introduced cases of malaria and only 500-700
indigenous cases in residual malaria foci.

The Syrian Arab Republic

Up until the 1950s, malaria was endemic throughout the country, except in deserts and
mountainous areas above 1100 m; both P.vivax and P. falciparum were present with a
predominance of the latter. A.sacharovi and A.claviger are primary and secondary vectors
respectively. The malaria eradication programme was started in 1956 and led to an interruption of
fransmission of P. falciparum during the 1960s, in the course of a campaign using indoor DDT
spraying, in collaboration with WHO. However, fransmission of P.vivax continued at varying degrees,
mostly along the borders of Turkey and Iraq. After the 1990s, the maximum number of indigenous
malaria cases was recorded in 1993 (966 cases) and they were recorded in two provinces (Aleppo
and Al Hasakeh). An outbreak of 63 local cases occurred in 2001 mainly in the Ras El Ain district (55
cases) and the Al Malkeih district (8 cases) of the Al Hassakeh province bordering Turkey. In 2004,
only one indigenous malaria case was reported in the Al Malkeih district.

The objective of the malaria control programme in Syria is to eliminate malaria and prevent its
reinfroduction through early passive case detection, free of charge tfreatment in specialized centres,
vector control by using IRS, larval control and ITNs, inter-sectoral coordination and IEC. In 2004 a cross
border meeting between Syria, Turkey and Irag was held in Aleppo to strengthen border
coordination mainly with Turkey. This year, four thousands ITNs were distributed in 31 villages of the Al
Malkiyeh and Ras AL Ein provinces.

The principal and underlying challenge is that malaria is neither perceived as a health problem

nor a priority. Insufficient proper equipments and well trained technical personnel, lack of community
awareness about malaria control, lack of updated entomological and vector control information
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due to insufficient equipment and expertise, and weak inter-sectoral cooperation and coordination
are among the challenges that the malaria control programme is to overcome.

Afghanistan

Malaria transmission in Afghanistan is seasonal and unstable. The duration and intensity of
malaria fransmission are dependent on alfitude, temperature and rainfall. The highest malaria
fransmission infensity is observed in altitudes <1500m in rice growing areas of eastern and north
eastern Afghanistan. Population movements, low socioeconomic status of the people, breakdown
of the health infrastructure and the natfional control programme, appearance and spread of drug
resistance and poor access fo malaria freatment are the main reasons for an increased risk of
malaria fransmission, which have put approximately 60% of Afghanistan’s population (15 million) at
risk of malaria. In recent years, a change in malaria epidemiology is observed. More than 50% of the
total annually recorded cases are reported from the north eastern provinces neighbouring Taijikistan,
where the proportion of P. falciparum has increased. CQ resistance is >80% and there was a
P.falciparum outbreak at an altitude >2000m.

A new structure for the Natfional Malaria and Leishmaniasis Control Programme (NMLCP) was
recently approved by the Ministry of Public Health. The programme is set to be vertical at the central
and provincial levels, fully integrated with primary health care structures at facility level. In April 2005,
RBM partners developed a national strategic plan for malaria control (2006-2010). The goal of the
NMLCP is to confribute to the improvement of the health status in Afghanistan through prevention of
morbidity and mortality associated with malaria. Programme objectives are to reduce malaria
morbidity by 50% by the year 2010, to reduce malaria mortality by 80% by the year 2010 and to
strengthen the health system and malaria confrol programme. Priorities for the NMLCP are to carry
out comprehensive needs assessments for capacity development of the evolving NMLCP,
strengthen and sustain human resources, institutional capacity and community capability in order to
achieve RBM objectives and mobilize resources for and implement the multi-year RBM strategic plan.

Clinical diagnosis alone is practiced at health post & basic health centre levels. Lab diagnosis is
only available at community and district health levels. A quality assurance mechanism has been
planned. Rapid diagnostic tests are proposed only for use in emergency situations. First line
freatment for laboratory confirmed falciparum cases is AS+SP and second line freatment for
laboratory confirmed falciparum cases will be Quinine. Clinically diagnosed cases will be freated
with SP+CQ. The treatment for confirmed vivax malaria is CQ. Severe cases are to be freated with
Quinine.

The development of a national ITN strategy for Afghanistan, the formation of a natfional TN
steering committee to oversee ITN issues (Ministry of Health, WHO, UNICEF, HNI, PSI and USAID), the
distribution of 600,000 ITNs over the past 5 years and the adoption of a social mobilization strategy
based on COMBI approach, and the development of a COMBI plan to promote appropriate usage
of ITNs are the main achievements of the country’s prevention strategies. According to the multi-year
strategic plan, indoor residual spraying and insecticide treated materials other than ITNs (Chadors,
blankets, efc) can be considered as control of focal epidemics when applicable. The Ministry of
Public Health, in collaboration with WHO and the Louis Pasteur Institute of Iran, has planned to inifiate
entomological surveillance during 2005-2006. In 2006, the national integrated vector management
strategic plan will be developed. The main human resource development activities in 2004-2005
comprised the following: a two-months fellowship fraining course for 27 key staff on planning and
management of malaria control programmes, a one-month fellowship training course for 6 staff from
the malaria institute on epidemiology, biostatistics and surveillance, a course for 36 senior physicians
and university teachers on management of severe malaria, fraining of seven laboratory master
tfrainers, training of seven nationals as facilitators for the COMBI plan, and development and printing
of standardized learning materials in two local languages. The provision of fransportation means to
the NMLCP, including 14 cars, 30 motorbikes and 250 bicycles, functional rehabilitation of eight
regional malaria reference centres (MRCs), provision of computers and teaching aids and financial
support for 24 NMLCP key staff, represent the main activities to strengthen the malaria confrol
programme at national and province levels. To strengthen monitoring and evaluation as well as
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malaria surveillance, the Ministry of Public Health nominated three focal points; the NMLCP
developed the malaria registration and reporting format, indicators as well as checklists for
infegrated lab supervision.

USAID is the major funding agency for malaria control activities in Afghanistan. Qatar Charitable
Society (QCS) has provided transportation means for the NMLCP. Funds from GFATM R2 supported
the capacity building of the Ministry of Public Health to combat TB, Malaria and HIV/AIDS.
Afghanistan’s Round 5 malaria proposal (US$ 17 million) was recommended for funding (pending
availability of funds). ECHO supported the risk mapping project and the EC funded the ITN project.

Confusion over the integration of a historically vertical programme info community-based and
district health care services, coordination of different implementers, low incentives for staff, limited
mobility of women (as health workers, household decision makers, and patients), limited data for
planning and monitoring purposes, limited knowledge and understanding of malaria among some
sections of the population, low purchasing power among some population groups with regard to
ITNs, absence of private sector participation to expand ITN sales, ongoing insecurity and political
instability in some areas are the main challenges preventing a rapid scale-up of malaria control
interventions.

RESEARCH AND STRATEGY DEVELOPMENT

Review of malaria vectors and their biology in countries
of the WHO European Region

21 Anopheles species are listed in the Newly Independent States: An. algeriensis, An. arfemievi,
An. afroparvus, An. barianensis, An. beklemishevi, An. claviger, An. daciae, An. hyrcanus,
An. lindesayi, An. maculipennis, An. marteri sogdianus, An. martinius, An. melanoon, An. messeae,
An. plumbeus, An. sacharovi, An. sinensis, An. subalpinus, An. multicolor, An. pulcherimus and
An. superpictus.

The principal malaria vectors (5) include An. maculipennis, An.messeae, An. sacharovi, An.
pulcherimus and An. superpictus, and the secondary vectors (4) are An. claviger, An. hyrcanus, An.
martinius and An. plumbeus. For 5 species, namely An. artemievi, An. melanoon, An. subalpinus, An.
multicolor and An. Plumbeus, the role as malaria vectors has not yet been confirmed.

Indoor residual spraying remains the main vector control approach recommended in affected
areas where the malaria incidence is high, autochthonous P. falciparum malaria is reported,
declining efficacy of antimalarial drugs is observed, outbreaks and epidemics of malaria take place,
and in project development sites. Larvivorous fish are used to control malaria in all malaria-affected
countries of the Region. Each national programme in the Region reviews its vector confrol activities
fo consider alternative vector confrol opfions, in order to apply an integrated approach towards
cost-effective and sustainable vector control. The use of predatory fish and impregnated mosquito
nets are combined with indoor residual spraying in some areas of Tajkistan, Kyrgyzstan and
Uzbekistan, while the latter is applied successfully along with environmental management measures
in Azerbaijan. Impregnated mosquito nets are being promoted, along with the use of larvivorous fish
(in rice fields) in malaria settings against outdoor-resting Anopheles species in Central Asia.

The objectives of the operational research should be closely tied to the particular situation and
problems identified within a particular country or a number of countries. In the WHO European
Region vector biology and conftrol research is of particular interest, which has been neglected, but is
presently being reconsidered in order to make vector control more effective. The following studies
may be considered: species identification and vector incrimination, species complexes and the role
of siblings’ species in malaria fransmission, biology of vectors, vector resistance and integration of
vector control strategies in different malaria settings.
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Analysis of different Anopheles species in the WHO European Region
using cytogenetical, molecular and genetic techniques

The studies include the analysis of genetic structure of different Anopheles species in Central
Asia. The method of random amplified polymorphic DNA (RAPD) was used for genome testing and
estimatfion of population genome structure. Seven populations of An. superpicfus and two
populations of An. pulcherimus exhibit significant heterogeneity across their population range in
countries of Central Asia. Genetic linkage distances were calculated using the 15 RAPD-locus
analysis. Genetic differences between populations agree with their geographic distribution. In
Central Asia and Kazakhstan, An. maculipennis, An. martinius and An. messeae are ecologically
isolated, and the limits of their distribution within Uzbekistan, Tajikistan, Kyrgyzstan and Kazakhstan are
poorly known. The morphological identification of these species is undeveloped.

The elaboration of molecular diagnostic methodology may help to define the current ecology,
distribution and epidemiological significance of these species. Comparison of the ITS2 structure of
An. maculipennis populations and the sequences in GeneBank has shown that An. maculipennis is
the predominant vector in the northern part of Tajikistan. This species was found in this part of
Tajikistan for the first fime (70). By means of PCR, the molecular diagnostics of An. maculipennis,
An. messeae, An. beklemishevi, An. claviger and An. plumbeus have been worked out. The ITS2
regions of An. beklemishevi and An. plumbeus were sequenced for the first time. Molecular and
cytogenic data from Central Asia suggest a new species of An. artemievi, which is closely allied to
An. messeae, in the An. maculipennis species complex. This species was found in the territories of the
southern part of Kyrgyzstan (where malaria epidemics occurred during 2002-2003) and the northern
part of Tajikistan (where malaria is well established).

The nucleoftide structure of the complete ITS2 region along with part of the 5.85 and 28S rDNA
sequences and the mitochondrial cytochrome oxidase were determined in the closely related
species An. martinius and An. arfemievi. Significant distinctions of nucleotide structure of ITS2 and
COl sequences in three sibling species of the complex maculipennis (An. martinius, An. artemievi and
An. maculipennis s. str.) were revealed. The studied regions of the nuclear and cytoplasmic genomes
can be used as genetic markers for diagnostics of sibling species of the existing and possible malaria
vectors in Cenfral Asia.

Further research on the species composition of malaria mosquitoes may contribute to a better
understanding of malaria vector populations and their epidemiological role.

PCR detection and identification of genetic differences in malaria parasites
infecting human subjects in Central Asia

Polymerase chain reaction (PCR) assays are the most sensitive and specific methods to detect
malaria parasites, and have acknowledged value in research settings. In a study conducted in
malaria affected areas of Central Asia, 500 blood samples from patients with clinically suspected
malaria were tested by PCR-hybridization assay and compared with the results of light microscopy.
By light microscopy, P. vivax and P. falciparum were detected in 64 specimens (12.8%) while by PCR
assay P. vivax and P. falciparum parasites were found in 186 specimens (37.2%). This study shows that
the reservoir of infection in the central Asian region is much larger than what the official data
available indicates. Approximately 55% of 250 blood samples taken in an endemic setting in
Tajikistan were detected as malaria positive by PCR assay while only 10% of them had been
detected as true cases of malaria by light microscopy. In Kyrgyzstan, faced with the recent return of
malaria, only 20% and 5% of 250 blood samples taken from clinically suspected cases were detected
with malaria parasites by PCR and light microscope, respectively.

The nested-PCR technique was used for the identification of Plasmodium species in malaria
vectors. Parasites of P. falciparum malaria were found in the samples of An. pulcherimus from
Surchandarya region (Uzbekistan), and P. vivax malaria in An. superpictus from the Khatlon region
(Tajikistan). The results of PCR assays have shown the ability of malaria vectors to transmit malaria
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parasites, and thus we understand better the roles of different malaria vectors in malaria fransmission
in Central Asia.

Malaria elimination and its application to malaria affected countries
in the WHO European Region

Terminological issues

The terms ‘eradication’ and ‘elimination’ are close semantically, but not identical. According to
the International Task Force for Disease Eradication, 1989-1992, eradication is a “reduction of the
worldwide incidence to zero as a result of deliberate efforts...” and elimination refers to a “cessation
of transmission of a disease in a single country, continent”. Eradication in relation to malaria has
been used since the beginning of the 20th century in a very broad sense (e.g. a "malaria
eradication in a country” or a “practical eradication”). However, for the sake of consistency, the
above more rigid definition ought to be accepted, and the term ‘malaria eradication’ discarded,
since no human malaria parasite can be exterminated worldwide in a foreseeable future. However,
for refrospective studies, both terms may be freated as synonyms.

In Russian, the term ‘amnkemaauma’ (liquidation) has been used since the 1920s at least, in the same
sense as “eradication”. This term is neither semantically identical to ‘elimination’ nor to ‘eradication’.
Therefore it is suggested to use the term ‘asammmHaumg’ which is a perfect and a long-established
franslation for elimination.

Elimination of malaria as a whole or elimination of particular species of malaria?

The four human species of malaria are very different in terms of their epidemiology and public
health significance. The goal of malaria elimination needs to be set up separately for two important
species, viz. the vivax and falciparum malarias, and appropriate strategies selected accordingly
species-wise. A selective elimination of falciparum malaria is a legitimate goal in temperate and
subtropical areas.

Development of the concept of eradication/elimination and its implementation

A "global malaria eradication campaign” launched in 1955 was global only by name. Due to
technical impossibility fo interrupt malaria fransmission, Afrotropical areas, where the bulk of global
malaria is concentrated, were not involved. Elsewhere, malaria eradication programmes achieved
an interruption or a substantial decrease of malaria tfransmission, thus liberating about 1 billion of the
global population from the risk of contracting malaria. Unfortunately, this effort was undeservingly
dubbed as a “failure”, thus discrediting the idea of malaria elimination.

In the 1980s WHO ceased to support the goal of malaria eradication, but a number of countries
continued to work in this direction on their own. They were countries where malaria was not
widespread, but still remained a serious potential threat, was draining resources and undermining
agriculture and the tourist industry. The revised WHO Global strategy on malaria control (1990-1991)
did not address them. Understanding that some of these countries can do away with malaria with a
minimal external support came later in the 1990s. In 1997, WHO supported the North-African initiative
for eliminating malaria from all the five countries of the subcontinent by 2002 (EMRO/AFRO meeting
in Tunis). In 2002, a WHO Conference on malaria in Rabat looked into the approaches to malaria
elimination in the new conditions. The Tashkent initiative of October 2005 is the first step in the same
direction for malaria-affected countries of the WHO European Region.

Malaria elimination in the WHO European Region

Experience of malaria eradication campaigns demonstrated that an interruption of transmission
was easier in southern Europe. This was also frue in relation to parts of the Palaearctic zoogeographic
region outside Europe (North and Central Asia, Near East and North Africa) where ecosystems are
less capable to support malaria. Therefore it would be more appropriate to plan malaria elimination
in this natural entity as a whole rather than by the WHO regions, which have been carved out with
little respect to natural conditions.

Within this vast areaq, the following groups of countries have been identified:
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1) Most of the countries are those that successfully eliminated malaria before or during the
Global Campaign (by mid- 1960s) or later in the 20th century (Tunisia, 1979).

2) Countries in which interruption of malaria transmission was declared recently: Algeria,
Morocco, Tunisia, Libya, Egypt, United Arab Emirates. The policy in both groups would be
prevention of malaria re-infroduction and, for the second group, certfification of malaria
elimination.

3) Countries that have eliminated P.falciparum only, but never P.vivax: Turkey, Azerbaijan, Iraq,
Syria, Iran (without the southeast), Saudi Arabia (without the southwest), China (Northern,
Western and Cenftral). The policy would be to prevent a re-introduction of P. falciparum
malaria and to consider desirability and feasibility of elimination of P. vivax.

4) Countries that eliminated malaria at some point in time, but where P. vivax malaria has re-
emerged: Armenia, Georgia, Uzbekistan, Kyrgyzstan, Turkmenistan, Russia. The policy would
be to suppress the ongoing epidemics, to prevent re-introduction of P. falciparum malaria
and to consider desirability and feasibility of elimination of P. vivax.

5) A country in which both species of malaria re-emerged: Tajikistan, where the task would be
fo suppress ongoing epidemics and proceed o elimination of P. falciparum malaria.

6) A country in which transmission of both species has never been interrupted: Afghanistan,
where the main direction would be a further development of malaria control, with special
reference to P. falciparum malaria.

Principles of malaria elimination, then and now

Important changes took place over the last 50 years since the start of the malaria eradication
campaign. Some of them make elimination more difficult, others work in the opposite direction. This
requires commensurate modifications of the elimination strategies.

Some of the principles of malaria eradication have become obsolete by now, such as having a
vertical structure for malaria elimination. Malaria elimination has ceased to be considered a fime-
limited endeavor, because one part of any eliminafion programme, i.e. a mechanism for prevention
of malaria re-establishment, would be functioning indefinitely.

However, most of the principles of malaria eradication, as outlined by the éth Expert Committee
on Malaria (1956) remain valid, such as phasing, geographical reconnaissance, selection of one
main attack method, total coverage in space and time by attack measures and surveillance,
monitoring of the degree of foci activity on the basis of a case classification. Approaches are,
obviously to be modified because of new products and technologies becoming available. Thus,
new computer technologies make it practical to monitor foci in real time, etc.

Transition from control to elimination will demand additional financing and may require
revamping of existing services in order to achieve a necessary high degree of perfection in
operation and surveillance. A political decision to embark on malaria elimination should be taken
only after careful consideration of a country’s capabilities.

SCALING UP ROLL BACK MALARIA PARTNERSHIPS

Sharing Global Experience (by RBM WHO/headquarters)

The RBM partnership was launched in 1998 on the initiative of the WHO Director General jointly
with UNICEF, the World Bank and UNDP. The launch of the RBM partnership was in response to the
calls by health ministers (Amsterdam 1992), heads of states (Harare 1997) and building on the African
Initiafive on Malaria. The RBM partnership has significantly increased the global commitment to
fighting malaria and has achieved this by bringing together those already engaged in malaria
control and by mobiliziing new partners in order to achieve the required scale of response. The
partnership has grown to include a wide range of constituencies who bring a formidable assembly of
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expertise, infrastructure and funds to the fight against the disease. The partnership is made up of the
following entities:

Endemic countries

Donor countries

Multilateral development partners
Global Fund to fight AIDS, TB and Malaria
Private sector

WHO

World Bank

UNICEF

UNDP

Non-governmental and community-based organizations
Research & Academic institutions

RBM partners share and adopt the common vision and strategy to roll back malaria, consider the
comparative advantage of each partner and identify their own area of expertise or comparative
advantage when supporting RBM interventions, and promote a coordinated approach and support
and employ the operating mechanisms of the RBM partnership.

From late 2002, the RBM partnership has been structured as follows:

e The Roll Back Malaria Partnership Forum;

e The Roll Back Malaria Partnership Board;

e A Partnership Secretariat led by an Executive Secretary, hosted by WHO and including

the following team:s:

1. planning, monitoring and evaluation
2. partnership and networking
3. advocacy and communication
4. financing

The RBM partnership has recently assisted in (1) policy and strategy development (RBM
Partnership Global Strategic Plan — consensus by all RBM partners on the way forward 2005-2015 and
Consensus Statements validated by the Board); (2) in implementation (coordination action -
campaigns “measles and malaria”, up-stream bottleneck resolution — malaria medicines and
supplies service and LLIN technology transfer, and down-stream bottleneck resolution — support for
procurement/supply/management plans and sub-regional networks); (3) in advocacy (advocacy
efforts more coordinated, greater number of partners engaged and wider audience reached,
decision makers influenced, “RBM champions”, and new resources for advocacy mobilized); (4) in
finance (USD 60 million in 1998 and USD 600 in 2004).

Mobilizing and deploying resources (by USAID/CAR)

The challenge of malaria, and work toward its elimination in Central Asia, represents a regional
threat that demands a regional response. Malaria, like other infectious diseases, knows no borders. It
is appropriate that a global organization like the World Health Organization take a leadership role in
mobilizing the international community to “Roll Back Malaria”. Globally, malaria control is a priority
for the U.S. government. President George W. Bush's recent announcement of an initiative to
accelerate the fight against malaria, with a pledge to increase funding of malaria prevention and
freatment by more than USD 1.2 billion over five years, has the goal to reduce malaria deaths by 50%
in targeted African countries. The President made this commitment in June this year as the U.S.
contribution to a larger international effort needed to reduce the burden of malaria, and called on
other donors, foundations, public, private, and voluntary organizations to complement the United
States’ commitments. This inifiative reinforces the U.S. Government's ongoing support for malaria
conftrol through its contributions as a leading donor for the Global Fund to Fight AIDS, Tuberculosis
and Malaria.
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In Cenfral Asia, Kyrgyzstan, Tajikistan and Uzbekistan have all prepared and submitted
applications on malaria to the Global Fund. Turkmenistan also prepared a proposal, although it may
be submitted only in the sixth round. | believe all were prepared with assistance provided by WHO,
including in part with USAID support. To date, only Uzbekistan has received a grant, although we
remain hopeful that both Kyrgyzstan and Tajikistan will eventually receive funding under Round Five.
These global resources provide a crucial response to the disease. Approximately 14 million people, or
30% of the total population of Central Asia, live in areas at risk of malaria. Upheavals in the region,
the collapse of the Soviet Union, the civil war in Tajikistan, and ongoing regional migration, disrupted
malaria control efforts. The deteriorating malaria control situation in Afghanistan also influences the
spread of the disease in neighboring countries. Drug-resistance to antfi-malarial medicines is a
growing problem, while more severe forms of malaria are also increasingly prevalent in certain parts
of the region. Malaria has not received the donor attention in the region of other global health
threats like HIV/AIDS and tuberculosis. In addition to the Global Fund, only USAID and ECHO are
providing donor support on malaria control.

The U.S. Agency for International Development (USAID) has been a leader in the global effort to
control malaria since the 1950s, and is the U.S. Government's lead agency for implementing malaria
prevention and freatment programmes serving affected countries overseas. Between 1998 and
2005, USAID globally increased its annual commitment to fighting malaria around the world from
USD 22 million to USD 89 million, most of which is targeted to African countries with the highest levels
of transmission. At the Ceniral Asian Regional Mission for USAID, we have supported malaria
prevention and control efforts in the region with more than USD 3 million since 2000. We are pleased
tfo work in partnership with national governments and ministries of health in the region, as well as with
other partners, such as the World Health Organization, the US Centers for Disease Control and
Prevention and the NGO MERLIN. USAID also supports the Rational Pharmaceutical Management
Project to implement selected components of rational pharmaceutical management in Central
Asia. Appropriate procurement, needs estimations, logistics management, supply tracking, and
quality assurance of pharmaceuticals are all crucial elements of health care management. In
November 2005, the project will infroduce training and equipment for Thin Layer Chromatography,
primarily as a method to check the quality of TB drugs. A low-cost, portable piece of equipment will
be able to assess not only TB drug quality, but that of approximately 40 other drugs, including
anfiretrovirals to be procured for treatment of people living with HIV/AIDS, and anti-malarial drugs.
USAID sees this component of our support as typical of the systems strengthening we are increasingly
focused on throughout the region. Our ZdravPlus health reform programme seeks to enhance
financial, quality, and organizational systems to improve the ability of health systems in the region to
respond to any health threat, including, but not limited to, malaria.

This is an era of shrinking resources and multiple, competing demands. Avian influenza looms on
the horizon. We have a rapidly closing window of opportunity to stem the spread of HIV/AIDS. Multi-
drug resistant TB is recorded atf record highs in the region. The reality of limited resources and pressing
health needs provides further justification and encouragement for a health systems strengthening
approach. USAID/Washington has recently funded a study to look at how applications to the Globall
Fund can better incorporate this aspect of programming, to increase the impact of resources
provided through Global Fund grants. We hope that the lessons learned will be used by all countries
in the region. The fact of diminishing resources means that every dollar, sum, manat or tenge must be
used to its fullest advantage. As we mobilize resources for health, we must remain vigilant to ensure
that they are used not only for a limited purpose, but ultimately to strengthen the overall delivery of
health care and protection of public health. This is a challenge not only for malaria control, but for
health efforts throughout Central Asia. It should be carefully examined during this meeting how we
can work regionally and across borders to strengthen our response and efforts to eliminate malaria in
Central Asia.

Progress with Roll Back Malaria partnership in Central Asia (by RBM WHO/Europe)

In Central Asia, an inter-country meeting with the technical support of the WHO Regional Office
for Europe and CDC CAR was organized in Bishkek, Kyrgyzstan in March 2003 at which Ministry level
officials from Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan and Uzbekistan reaffimed their

29



commitments towards implementing malaria control and preventive measures based on well-
defined national and regional priorities. Within Central Asia, a scaling up of Roll Back Malaria
interventions followed an epidemic of malaria that occurred in the southern region of Kyrgyzstan in
2002. In response to the epidemic, a regional strategy in which baseline surveys were conducted,
priority-specific interventions were identified, practical modalities for the regular cross-border
exchange of information related to malaria were developed, and populations at particular risk were
identified, is being actively promoted through the activities carried out by the Roll Back Malaria
project in Central Asia. A project entitled “Roll Back Malaria in Central Asia” has gained the financial
support of the United States Agency for International Development.

In face of the grave malaria situation in Tajikistan, a recent malaria epidemic in Kyrgyzstan and
the re-establishment of malaria transmission in Turkmenistan, Uzbekistan and Kazakhstan, where the
risk of outbreak situations is very high, the project funded by USAID and executed by WHO/Europe,
as a part of the regional RBM partnership initiative, is implemented in highly affected and vulnerable
areas of Tajikistan and Kyrgyzstan to change this unfavorable tfrend in Central Asia. Generally
speaking, the target beneficiaries are represented by 5 milion people in both countries.
Implementation of the project is a collaborative effort of the respective Ministries of Health in
cooperation with RBM WHO/Europe, USAID/CAR, CDC/CAR and MERLIN. The project is planned for a
period of 2.5 years (July 2003-December 2005), with a possible extension.

The goal of the project is to prevent deaths due to malaria, contain the epidemic in Kyrgyzstan,
prevent malaria outbreaks in Tajikistan and Kyrgyzstan, reduce further the incidence and prevalence
of malaria and prevent the further spread of malaria to areas where malaria had previously been
eliminated, through the progressive strengthening of the capacities and capabilities of health
services and mobilizing community actions within the context of the regional RBM initiative. The
extension of the project beyond 2005 could confribute to the interruption of fransmission of P.
falciparum malaria and to its elimination. Specific objectives of the project at inter-country and
country levels are as follows:

At inter-country level:
e Improved information exchange on the malaria situation and its control and prevention,
particularly in border areas;
e Coordinated malaria control and preventive activities in border areas;

At country level:
¢ Strengthened institutional capacities of national malaria control programmes/general health
services and enhanced national capacities for decision-making related to malaria;
¢ Improved capacities for and access to early diagnosis and adequate freatment of malaria;
Improved capacities for the fimely response to and prevention of malaria epidemics and
outbreaks;
Promoted cost-effective and sustainable vector control;
Strengthened malaria surveillance systems;
Strengthened operational research capabilities;
Increased community awareness and participation in malaria control and prevention.

As a result of the measures being implemented, the overall incidence of malaria was on the
decline during the last years (2003-2004) reaching 4.33 per 100,000 population (as compared with
160.33 in 2002) and 80.90 per 1000 population (as compared with 127.27 in 2002) within project areas
of Kyrgyzstan and Tagjikistan respectively. The incidence of P. falciparum malaria has dropped
significantly within project areas of Tajikistan in recent years: 12.40 per 100,000 in 2002 and 3.65 in
2004.

With a Global Fund grant of more than USD 2.5 million over five years (2004-2008), Uzbekistan will
strengthen malaria control and prevention in the country. The Global Fund has provided grants to
Tajikistan and Kyrgyzstan about USD 9 million to support their national response to malaria over the
next five years (2006-2010).
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Progress with Roll Back Malaria partnership in Central Asia (by ACTED)

ACTED began its activities in Central Asia in 1996. They are basically focused on encouragement of
local communities in the process of social and economic development. One of the activities
addresses the need of local communities in their fight against malaria in Tajikistan, Uzbekistan and
Kyrgyzstan. The malaria prevention programme of ACTED, which is being actively implemented in
the above countries is aimed at promoting cost-effective and sustainable vector control (distribution
of impregnated mosquito nets, biological control, environmental management and entomological
studies), at applying epidemic control measures (indoor residual spraying in areas highly affected by
malaria in Tajikistan), at conducting prevalence studies, and at increasing community awareness
and participation in malaria prevention. 139,937, 5926 and 4519 mosquito nets have been distributed
and impregnated in Tajikistan, Uzbekistan and Kyrgyzstan respectively. 1597 hectares of rice fields in
26 districts of Khatlon province and 278 hectares of rice fields in 1 district of Sughd province were
covered by Gambusia distribution in Tajikistan. ACTED will contfinue to support malaria-related
activities in the above-mentioned countries in 2006.

Progress with implementation of the Global Fund malaria project in Georgia
(by GFATM)

The Global Fund malaria project, entitled “Strengthening the existing national response for
implementation of effective malaria prevention and conftrol activities in Georgia in 2004-2006" was
initiated on July 1 2004. The Health and Social Project Implementation Center was identified as a
Primary Recipient of the above-mentioned project, and the National Center for Disease Control and
Medical Statistics was contracted as the Principal Recipient responsible for the implementation of
project activities in the country. The total budget of the project is USD 806,300.

The objectives of the project are: (1) the strengthening of institutional capacities of the national
malaria confrol programme and general health services; (2) the improvement of national capacities
for and access to early diagnosis and adequate treatment of malaria; (3) the promoting of cost
effective and sustainable vector control; (4) the strengthening of country surveillance mechanism;
(5) the increase of community awareness and participation in malaria control and prevention.

The following activities were carried out during the first year:

1. Technical and managerial expertise and back-up for the project through technical
cooperation with RBM WHO/Europe (experts missions) provided (1) to assess the present
malaria situation and problems and constraints faced within project areas; (2) to assist in
carrying out country-level training workshops related to vector control and GIS
(geographical information system); (3) to study distribution of different Anopheles species
in malaria high-risk areas of the country and to collect samples for cytogenetical and
molecular studies; (4) to infroduce the GIS-based mapping on malaria in Georgia; (5) fo
plan vector control interventions within malaria-affected areas of the country; and (6) to
advise on operational research related to malaria control;

2. Equipment and supplies for 80 laboratory facilities procured and delivered within project
areas;

3. Computer-based information exchange network between the central and regional levels
developed within project areas;

4. Insecticides for indoor residual spaying (1280 kg) procured and distributed;

5. IEC activities to support community-based interventions and to increase community
awareness about malaria prevention implemented;

6. Project vehicles) to improve staff mobility within project areas procured and delivered;

7. Baseline and KAP surveys for identification of problems and needs conducted and IEC
strategy developed;

8. Malaria-related training on malaria conducted (a number of malaria-related trainings on
programme management, disease management and prevention, epidemic
preparedness and confrol, community mobilization, malaria microscopy, vector confrol,
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malaria surveillance including data collection, processing and analysis carried out and
more than 650 people trained).

Close cooperation with the RBM programme of WHO/Europe is crucial for the successful planning
and implementation of the Global Fund Malaria Project in Georgia.
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CONCLUSIONS

The meeting took place six years following the development of a regional strategy to roll back
malaria and its successful implementation in malaria affected countries of the WHO European
Region. The rationale for organizing the meeting was that the demonstrated feasibility of malaria
elimination in the past, the visible impact of Roll Back Malaria (RBM) interventions at present, the will
fo move further from malaria control to elimination at national level, and the availability of the
efficacious tools to confrol and eliminate malaria in the regional context, may facilitate future
decisions towards undertaking the new elimination effort within malaria-affected countries of the
WHO European Region.

Participants greatly appreciated the efforts being made by the countries, WHO and RBM
partners to contain large-scale epidemics of malaria and reduce its burden. The reduction in the
reported number of malaria cases by almost four-fold over the past six years is the most conspicuous
achievement of the regional RBM programme. Participants reaffirmed their commitment to the
declared goals and objectives of the present regional malaria control strategy, and recognized the
need to consolidate the results achieved and to move further from malaria control to elimination.

The strategic guidance and technical assistance provided by WHO was acknowledged with
safisfaction and participants emphasized the need to ensure that malaria-affected countries are
fully supported in their endeavours to go forward with national malaria confrol and elimination
campaigns. In the context of malaria elimination, particular emphasis should be given fo situations,
where a risk of spread of malaria across shared borders exists.

The RBM regional movement has successfully mobilized the collective efforts of countries,
international agencies, bilateral organizations, the NGO community, and the private sector to create
greater awareness of the malaria problem and to increase the amount of overall resources available
for malaria in the WHO European Region. In order to achieve a greater impact on the regional
malaria situation, participants underlined the need to intensify partnership actions at sub-regional
and country levels and urged partners and donors to increase the level of financial assistance. A
shortfall in funding would limit the scope of regional RBM programme activities.

Taking info account the substantial progress made with rolling back malaria in affected countries,
where in some of them, the incidence of malaria has been brought down to such levels that
interruption of its transmission may become a feasible objective, participants welcomed the
Regional Initiative “The Move from Malaria Conftrol to Elimination” and recommended the Tashkent
Declaration to be endorsed by all the participating countries, in order to make it operational and to
go into effect.

BbIBOADbI

ACHHOE coBellaHne OblIAO MPOBEAEHO 4Yepe3 LEeCTb AET MOCAe pa3spaboTkM U yCMEeLUHOro
OCYLLLECTBAEHMS PEMMOHAABHOM cTpaTtermmn «OB6patmm Bemate Maaspuion (OBM) B MOPOXKEHHbIX
mMmanapuen ctpaHax Esponenickoro perroHa BO3. OCHOBHOM MAEEM AAR MPOBEAEHUI ACQHHOIO
COBELLLAHUA MOCAYXKMAO TO, YTO BO3MOXHOCTb SAMMUHALLUM MOAIOUM, HATAIAHO MOATBEPXKAEHHAOS B
HEAQAEKOM MPOLLUAOM; AOCTUIHYTbIE PE3YALTATH B BOpbOE C MOAIPUEN B HACTOALLEE BPEMS;
XKEAQHME CTPAH HE OCTAHOBAMBATLCHY HA AOCTUIHYTOM M ABUIATHCH AQAbLLE OT OOpPbLObLI K
SAMMMHALMU MOAIPUM, A TAKXKE HOAMYME SADAEKTUBHBIX CPEACTB AAS OOPbOLI M SAMMUHALMM
MOAIPUN B PETMOHOABHOM KOHTEKCTE, MOTAM Obl CMOCOOCTBOBATH B AGAbHEMLLIEM MPUHATUIO
PELLUEHNM O BO3MOXHOCTM MPOBEAEHUS  KAMMOAHUM MO SAMMMHALMM MOAIPUM B MOPCKEHHbBIX
CTPpAHOX PernoHa.

YHOCTHWKM COBELLLOHMA C YAOBAETBOPEHMEM OTMETUAM T€ CEPLE3IHBIE YCUAMA MPUKAAABIBOAEMbIE
cTpaHamm, BO3 1 OBM napTtHEpammM MO CAEPXMBAHUIO LLMPOKOMACLUTABHbLIX SMMAEMUIA MOAAIPUM
M CHVKEHUS yLepba oT Hee. CHMKEHME PETMCTPUPYEMBIX CAYHAEB MAAAPKMM MOYTU B YETbIPE PAa3d
30 MOCAEAHME LLIECTb AET ABASETCS HOMOOAEE 3HAYUMBIM AOCTUXKEHNEM PETMOHAABHOM MPOTPAMMbI
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OBM. Y4QCTHMKM MOATBEPAMAM 3AHOBO OBA3ATEABCTBA, PAHEE B3ATblE€ B OTHOLLEHMM 30AQ4 U LLEAEU
BHEAPAEMOM PETMMOHOABHOM CTpaTENMM MO Gopbbe C MAAIPUEMN, U MPUSHOAM HEODBXOAMMOCTb
MOAAEPXKAHMSA  AOCTUTHYTBIX PE3YAbTATOB, KOHCOAMAQUMM YCUAMM U AQABHEMLLIETO ABMXKEHMS OT
B0OpPbObLI K SAMMUMHALLMM MAAIPUM.

Crparernyeckoe PYyKOBOACTBO M TEXHMYECKOAS MOAAEPXKA CO CTOPOHbI BO3 ObIAO OLEHEHO C
OAQroAGPHOCTBIO, M YYOCTHWKM MOAYEPKHYAM HEOBXOAMMOCTb TOPAHTMPOBATL, YTO  CTPOHBI
NOPOXKEHHbIE MOAIPUEN  BOYAYT MOAHOCTBIO MOAAEPXOHBI B AOQABHEMLLEM B MX YCUMAMEX MO
MPOBEAEHUIO HOLUMOHOAbHBIX KAMMAHMM MO Bopbbe M SAMMUMHAUMKM MOAIPUM. B KOHTEKCTE
SAMMUMHALMM MOAIPUM, OCODOE BHUMAHME AOAXKHO OblTb YAEAEHO CUTYALMIM, TAE CYLLLECTBYET
PUCK PACMNPOCTPAHEHUS  MOAIPUM  MEXAY TMPUAETIOLLMMM  MOTPAHUYHBIMK - TEPPUTOPUSIMM
COCEAHMX CTPAH.

PermoHaabHOE aABvkeHME OBM ycnelHO MOBUMAM3OBAAO OBLLME YCUAMA CTPAH, MEXAYHAPOAHbBIX
QreHTCTB,  HEMPOBUTEABCTBEHHbIX  OPraOHM3ALMM, M YACTHOTO  CEKTOPA  AAS  YAYHLUEHMUS
OCBEAOMAEHHOCTM O MOAIPUM U YBEAMHEHUS PECYPCOB AAS MOAAEPXKM MNporpammbel OBM B
Esponenickom PermoHe. AAS AOCTMXEHUS BOAbLLIMX PE3YALTATOB B BopbOEe C MAAIPUEM, YHOACTHUKM
NOAYEPKHYAM HEOBXOAMMOCTb YCUAMTL MAPTHEPCKOE COTPYAHMYECTBO HA CYOPErMOHOABHOM M
HOLMOHOABHOM YPOBHSX, U NPOCKAM OBM NMAPTHEPOB M AOHOPOB YBEAMYUTL PA3MEP GOMHAHCOBOM
MOMOLLIM. BIAO OCOBEHHO MOAYEPKHYTO, YTO HEAOCTATOK CPUHOHCOB MOXET OIPAHMUYUTL ODObEM
MEPOMPUATUIM, MPOBOAMMBIX B PAMKOX PETMOHOABHOM OBM NPOrpammbI.

MEUMHUMAS BO BHUMAHME OYEBMAHBIM MPOrPECC AOCTUIHYTBIM MO PETMOHAABHOM Nporpamme OBM B
MOPQXKEHHbIX CTPAHAX, TAE, B HEKOTOPLIX M3 HUX, 30DOAEBAEMOCTb MAAIPUEN BObIAQ CHMXKEHA AO
TAOKOrO YPOBHS, 4TO MEPEPbLIB €€ NepPeAdyYn CTAHOBUTCH BO3MOXHBIM, YYACTHMKM COBELLLAHMUS
MPMBETCTBOBAAM PETMOHAABHYIO MHUMLUMATKMBY «Bnepea oOT BopbObl K DAMMUHALIMM MaAAIpUmy m
PEKOMEHAOBOAM COOTBETCTBYIOLLLYIO AEKAQPALMIO AAS MPUHATUL BCEMM CTPAHAMM, YHACTBYIOLLIMMM B
COBELLLOHUM.

RECOMMENDATIONS

The following recommendations are based upon those formulated by the working groups and
subsequently adapted and approved by participants in plenary session:

For Member States:

1. Toremain committed to the regional resolution EUR/RC52/R10 “Scaling up the response to
malaria in the European Region of WHO" endorsed by all Member States in September 2002;

2. Torecognize the need to consolidate the results achieved and move further from malaria
conftrol to elimination;

3. In collaboration with WHO, to assess the possibility of malaria elimination in a given country,
particularly those, where the interruption of malaria fransmission is a feasible objective in the
near future;

4. In collaboration with WHO, to develop national strategies and agree upon their goals and
targets for malaria elimination;

5. To streamline mechanisms for a more coordinated approach to malaria and more effective
RBM partnership action (governmental bodies, international agencies, non-governmental
organizations and private sector) at national level;

6. To promote cross-border cooperation in order to coordinate and synchronize malaria-related
activities in border areas.

For WHO/Europe:
1. To continue supporting countries in their efforts to tackle the disease, drawing particular

attention to strengthening institutional capacities; enhancing capacity for decision—-making;
improving capacities for epidemic preparedness, response and prevention; reinforcing
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disease surveillance; community mobilization and strengthening national research
capabilities;

To assist in advocating, promoting and facilitating national efforts in countries in need, in order
tfo move from malaria control to elimination;

To develop a regional strategy for malaria elimination with well-defined objectives and goals;
To assist countries to undertake base-line assessments on issues of direct relevance to the
possibility of malaria elimination and identify the financial needs of the countries for malaria
elimination;

To continue supporting countries in establishing a regional resource network for country
support on malaria-oriented operational research;

To assist in the organization of a regional conference on operational research related to
malaria, to be held in 2006;

To assist in the organization of a regional international fraining course on malaria, to be held in
2007;

To assist in the organization of a regional meeting of national malaria programme managers,
to be held in 2007;

To assist in the mobilization of additional resources for malaria control and elimination.

For WHO/Europe and Eastern Mediterranean:

1.

To assist in the organization of inter-regional meetings (every two years) and study tours (every
year) to report on achievements and to share experiences on malaria control and elimination
between countries and regions;

To establish an inter-regional task force, comprising representatives of the countries
concerned and WHO experts, in order to review the progress made with malaria control and
elimination;

To assist in drawing up and submitting joint malaria project proposals for neighbouring
counftries belonging to the above-mentioned Regions (countries of Central Asia and
Afghanistan).

For RBM partners:

1.

2.
3.

To confinue supporting countries in strengthening their capacities and capabilities to deal
successfully with malaria;

To support the development of inter-country malaria project proposals;

To consider providing additional financial resources to support countries’ endeavours to
consolidate the results achieved and move forward with national malaria elimination
campaigns.

For GFATM, WHO/Europe and Member States:

1.

2.

To contfinue supporting countries to plan, implement and monitor malaria projects funded by
the Global Fund;

To assist in the organization of a regional meeting on progress made with implementation of
the Global Fund malaria projects, to be held in 2006.
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PEKOMEHAALUU

HuxenprBeAeHHbIE PEKOMEHAOLMU MCXOAIT M3 OBCYXKAEHMIM B PABOYMX FPYMMNAX M MOCAEAYIOLLLETO
OAOBPEHUST YYACTHUKAMM BO BPEMSA MAEHAPHOM CECCUM:

AAS CTPAH-Y4OCTHUKOB:

1. OcTaBmTb 30 COBOM NPEXHUE OBAIATEALCTBA B OBAACTU MOAIPUU, UBAOXKEHHLIE B MPUHATOM B
ceHTa6pe 2002 roAda perMoHaabHoM pe3oAtoumm EUR/RCSE2/R10 «YCHAMM
MPOTUBOMOAIPUMHYIO AEATEABHOCTb B EBpONemckom permoHe BO3y;

2. Tpu3HATb HEOBXOAMMOCTb KOHCOAMAMPOBATH AOCTUTHYTBIE PE3YABTATHI M ABUIATHCH AQAbLLIE OT
B0pPbOLI K SIAMMUMHALMKM MAAIPKU: K 2010 TOAY - AAR TROMMHECKOM MAAIPKMU 1 K 2015 FOAY - AAS
TPEXAHEBHOM MAAIPUM;

3. B cotpyaHuyecTse ¢ BO3, oLLEHNTb BO3MOXKHOCTb SAUMMUHALIMM MOAAIPUM (BKAIOHOS
JOUMHAHCOBbIE MOTPEBHOCTU) B CTRAHAX, MOPCXKEHHbBIX MAAIPUEN, B OCOBEHHOCTU B TEX, TAE
nepepsbis NEPEAQYN MAAIPUM BOSMOXKEH B DAMKAMLLIEM DYAYLLLEM;

4, B cotpyaHuyiecTse ¢ BO3, paspabotatb HOLMOHAAbHbBIE CTRATENMU SAMMUHALMN MOAIPUU U
COTFAQCOBQTH MX LLEAM M1 30AQ4M;

5. ONTMMM3IMPOBATE MEXAHU3MbI AAR YAYYLLIEHUI KOOPAMHALMM NPOTUBOMOAIPUMHOM
AEFATEABHOCTU M BoAeE DA EKTUBHOIO MAPTHEPCKOrO COTPYAHMYECTBA MO AMHKMM OBM
(rocyAQPCTBEHHbIE CTPYKTYPbl, MEXAYHOPOAHbIE AreHTCTBA, HETOCYAQPCTBEHHbIE
OPraHU3ALLMM M YHOCTHBINM CEKTOP) HO HAOLMOHOABHOM YPOBHE;

6. YAYHLLUTb B3AMMOAEMNCTBUE MEXKAY CTRAHAMM MO KOOPAMHALMM MPOBEAEHMS
MPOTUBOMOAIPUMHBIX MEPOMPUATUI;

Ars BO3 (EBponeinckoe PermoHaabHOE Blopo):

1. TPOAOAXMUTL OKA3AHME MOMOLLIM B MPOBEAEHMM MPOTUBOMOAIPUMHbBIX MEPOMPUATUM, YAEASSA
0C0B0€e BHUMAHME YKPEMAEHMIO MPOTUBOMAAAPUMHOM CAY>XKObI, MOATOTOBKE KAAPOB,
YAYHLLEHUIO CUCTEMbI ObICTPOTO PEATMPOBAHUSA HO SMMAEMMU MAAIPUM U UX
NPEAYNPEXAEHUS, YCUAEHUIO CUCTEMbI SMMAEMMOAOTHMHECKOTO HOA30PA, paboTe C
HOCEAEHMEM U YKPEMAEHMIO HOYYHO-MCCAEAOBATEABCKOIrO MOTEHLMAAC B OBAQCTU MOAIPUM;

2.  OKa3aTb HEOBXOAMMYIO TEXHMHECKYIO MOMOLLL B MPOABUXEHMM PETMOHAABHOM MHULMATHBBI
«Bnepea o1 60pbbbl K SAMMUHALLM MOAFPUM) HO HOLLMOHOABHOM YPOBHE;

3. Pa3pabotaTb PEMMOHAABHYIO CTRATEMIO DAMMMHALLMKM MOAAIPUUN C PDOPMYAUMPOBKOM HETKO
OBO3HAYEHHbBIX LleAeM 1 3aA0N;

4. TIpOBECTU, COBMECTHO CO CTPAHAMM, OLLEHOYHbIE MCCAEAOBAHMS, HOMPABAEHHbIE HA
M3y4EeHUE BO3MOXKHOCTU DAMMMUHALMM MAAIPUM B TOM MAM MHOM CTPAHE U OMNPEAEAMTD
JOUMHAHCOBbIE MOTPEBHOCTU HEOBXOAMMbBIE CTPAHOM AAS MPOBEAEHMSI MPOTNPAMM C LLEABIO
SAMMUHALMM MOAIPUM;

5. TTPOAOAXMTb OKA3AHME MOMOLLLM B CO3AOHUM PEMMOHOABHOM PECYPCHOM CETU AAF
NOAAEPXKKM CTPAH B OBAACTM HAYYHO-MPAKTUHECKMX MICCAEAOBOHMM MO MAAIPUM;

6. OKa3aTb MOMOLLLL B OPTAHM3ALMM NEPBOM PETMOHAABHOM KOHJOEPEHLMM, MOCBILLLEHHOM
HAYYHO-MPAKTUYECKMM MCCAEAOBAHMAM MO BOMPOCAM MAAIPUU, KOTOPAS
NPEAMNOAOXUTEABHO MOTAQ Bbl coCTOATbCS B 2006 roay;

7.  OKa3aTb MOMOLLLE B OPraHM3ALUM 4-HEAEABHOTO MEXAYHAPOAHOTO KYPCA MO MAAIPUM,
KOTOPbIM MPEAMOAOXKUTEABHO MOTAO Bbl COCTOATECA B 2007 roay;

8. Oka3aTb MOMOLLb B OPTAHM3ALMM PETMOHAABHOTO COBELLLAHMS CTPAH, MOPAXKEHHbIX
MOASIPUEN, KOTOPOE MPEANOAOXKMUTEABHO MOTAO Bbl COCTOATLCS B 2007 roAy;

9. Oka3aTb MOMOLLLL B MOBUAM3ALLMM AOMTOAHUTEABHBIX PECYPCOB AAT BOPbOLI U SAMMUHALMM
MOASPUMA.
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Ans BO3 (EBponeickoe permoHaAbHoe 61opo u BocTtoyHo-CpeansemMHomopckoe 6iopo):

OKa30aTb MOMOLLLD B OPTAHM3ALLUM MEXPETMOHAAbHbBIX COBELLLOHMM (KOXKABIE ABO FOAQ) U
oBMEHO CNELMAAMCTAMM (KAKABIM FTOA) AAS OTYETA O AOCTUIHYTBIX PE3YABTATOX M OOMEHA
OMbITOM B OBAQCTU BOPBLOLI U SAUMUHALLUM MOAAFPOUM MEXKAY BbILLIEYMOMSIHYTBIMM PETMOHAMM
M NPUIPAHUYHBIMKM CTPAHOMM;

Co03A0Tb MEXPETMOHAABHYIO TPYIMY, BKAIOYAIOLLLYIO MPEACTABUTEAEN BCEX
30MHTEPECOBAHHbIX CTRAH M aKCNepToB BO3 AAS OLLEHKM PE3YABTATOB MPOBEAEHHOM PABOTHI B
oBAACTM BOPBLOLI M SAMMUHALMKM MAAIPUM;

OKa3aTb MOAMOLLLb B MOATOTOBKE M MPEAOCTABAEHME AAS PACCMOTPEHMS COBMECTHBIX
NPOEKTOB MO MOASPUM, BKAIOHCHIOLLIMX MOMOAHMUYHBIE CTAHbI BbILLEYNOMSAHYThIX PETMOHOB
(cTpaHbl LLEeHTPAABHOM A3UM M AQOTAHUCTAH).

Ara OBM napTHepoB:

w N

MNMPOAOAXMTb OKA3AHUE MOMOLLLM CTPAHAM B YKPEMNAEHME MX AEYEBHO-MPOOUACKTUHE CKMX
CAYXO0 M HOYYHO-MPOKTMYECKOTO MOTEHLMAAA AAT YCAELLHOIO MPOBEAEHMUS
MPOTUBOMOAAPUMHBIX MEPOMPUITUI;

NoAAEPXATb PA3PABOTKY MEXHALMOHAABHbIX MPOEKTOB MO MAAIPUM;

M3bICKATb BO3MOXXHOCTb BLIAEAEHUT AOMOAHUTEABHBIX GOMHAHCOBbBIX CPEACTB AAS MOAAEPIKKM
CTPOH B KOHCOAMAQUMM AOCTUTHYTBIX PE3YABTATOB M X AQABHEMLLIEM ABMXKXEHUM MO MYyTH
SAMMUHALLUK MOAAPUM.

For Tno6aabHoro ®oHaa, BO3 (EBponenckoe permoHaAbHoOe GI0p0) U CTPAH-YHACTHUKOB:

MNMPOAOAXMTb OKA3AHME MOMOLLLM B PA3PABOTKE, MAOHUPOBAHMMU, MPOBEAEHUU U
MOHUTOPMHIE MPOEKTOB MAAIPUM, OCYLLLECTBAFEMbIX B PAMKAX TAOBAABHOTO POHAQ;
OKa3aTb MOMOLLLL B OPTAHM3ALLMKM PETMOHAABHOM KOHADEPEHLLMM MO BOMPOCAM PEAAM3ALLMM
NPOEKTOB MO MAAFPUM, OUHAHCUPYEMBbIX TAOBAABHBIM POHAOM, KOTOPAS MOTAQ Bbl
coctogtbcs B 2006 roay.
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Tashkent Declaration:
“The Move from Malaria Control to Elimination”
in the WHO European Region
A Commitment to Action

We, the Ministers of Health,

Recalling World Health Assembly resolutions WHAS52.11 and WHAS8.2 that identified Roll Back Malaria
as a priority project for WHO and called for further support to malaria control, in order to achieve the
internationally agreed targets and goals;

Reaffirming our previous commitments to malaria made through the regional resolution,
EUR/RCS52/R10, "Scaling up the response to malaria in the European Region of WHO" from
September 2002;

Appreciating the momentum offered by the Roll Back Malaria (RBM) partnership movement to curb
large-scale epidemics of malaria in Central Asia, the Trans-Caucasian region and Turkey in the mid-
1990s;

Welcoming the substantial progress made with rolling back malaria in affected countries, particularly
those where the incidence of malaria has been brought down to such levels that interruption of
fransmission may become a feasible objective;

Proving the demonstrated feasibility of malaria elimination in the WHO European Region in the
recent past and the successful elimination of malaria in several Member States of the WHO Eastern
Mediterranean Region at present;

Being mindful of the efficacious tools available to control and eliminate malaria in the regional
context at present;

Emphasizing that a unique opportunity now exists to move further from malaria control to elimination;

Acknowledging that resources devoted to undertaking the new effort shall commensurate with the
scope of the work to be done at national level;

Recognizing that the elimination of malaria requires additional efforts and an increase in resources;
1. Remain fully committed to the regional RBM movement, which has helped Member States to
pursue successful partnership actions resulting in containment of malaria epidemics and burden

reduction;

2. Recognize the need to consolidate the results achieved and to move further from malaria
control to elimination at national level;

3. Commit ourselves to make all possible efforts required to achieve a greater impact on malaria
sifuations in Member States;

4. Call upon the WHO Regional Office for Europe to assist countries in need of advocating,
promoting and facilitating national efforts, in order to move from malaria control to elimination;

5. Call upon all Member States to support the WHO Regional Office for Europe in its efforts towards
promoting the new regional initiative with the goal of eliminating malaria in the Region by 2015;

6. Pledge to develop, in collaboration with WHO, technically sound national malaria elimination
strategies;
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10.

1.

12.

Underline the need to ensure that malaria-affected countries in the European Region are fully
supported by organizations of the United Nations system, bilateral development agencies,
development banks, nongovernmental organizations and the private sector in their endeavours
to move forward with national malaria control and elimination campaigns;

Urge RBM partners to increase the level of financial assistance, in order to contribute to the
attainment of the agreed objectives and goals;

Stress the need to strengthen cross-border collaboration for solving malaria-related problems. In
the context of malaria elimination, particular emphasis should be given to situations, where there
is a risk of spread of malaria between countries;

Note the importance of monitoring progress made with malaria control and elimination
campaigns in accordance with WHO recommendations;

Request the 56th Regional Committee of the WHO European Region to take up the Tashkent
Declaration, to follow up periodically on the implementation of this Declaration and to report on
the progress achieved;

Call upon the WHO Regional Office for Europe to promote inter-regional collaboration and

coordination with the WHO Eastern Mediterranean Region on issues related to malaria
elimination.
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TawkeHTCKasa AekAaapauus
«Bnepea oT bopbbbl K dAMMUHALKKM MaAspUmn
B EBponenckom pernoHe BO3
O0643aTEABCTBO K AENCTBUIO

Mbi, MUHUCTPbI 3APABOOXPAHEHMS,

BcrniomuHas pesoatoumm BcemmpHom Accambaen 3apaBooxpaHenms WHAS2.11 1 WHAS8.2,
KoTOpble onpeaeAran «OBpaTtim Bengre Maadpuion (OBM) KOk NPUOPUTETHBIM MPOEKT AAS
BcemmprHom Opranmsaumm 3apasooxpaHeHms (BO3), 1 MpUM3BAAM K AGAbHEMLLIEN MOAAEPIKKM
MEPOMPUITUI, HAMPABAEHHBIX HO BOPBEOY C MAAIPUEN C LLEABIO AOCTUXKEHMS 30AQY, COTACCOBOHHbIX
HO MEXAYHAPOAHOM YPOBHE;

[ToATBEXXAQS HALLIM MPEXHNE ODI3ATEALCTBA, B34TblE B ODAACTH MOAIPUM, U M3AOXKEHHbIE B
PErMMOHAAbHOM pe3oatoLLmm EUR/RCS52/R10 «Y CUAMM MPOTUBOMOAIPUMHYIO AEATEABHOCTD B
Esponenckom permoHe BO3» npuHatom B ceHtdbpe 2002 roaa;

[TOAOXKUTEABHO OLLEHMBAS BO3MOXKHOCTb, MOEACTABAEHHYIO MAPTHEPCKMM ABMDKEHMEM OBM B
CAEPXXMBAHUU LLIMPOKOMACLUTAOHBIX SMMAEMMIA MAAAPKMK B LLEHTPAABHOM A3MK, KOBKA3CKOTO
perMoHa u Typumm B cepeanHe 90-X TOAOB;

[TorBETCTBYS OYEBUAHBIM NPOTPECC, AOCTUIHYTbIM B 60pbBe C MAAIPUEN B MOPAXKEHHbIX CTPAHAOX, B
OCOBEHHOCTH B TEX U3 HUX, TAE 30BO0AEBAEMOCTb MAAIPUEN BbIAC CHUXKXEHO AO TAKOTO YPOBHS, YTO
nepepsbis e NepeAayr CTOHOBUTCA BO3MOXKHbIM;

[ToATBEPXKAQS BO3MOXHOCTb SAMMMUHALMM MOAIPUM B EBponenckom permoHe BO3 B HEAGAEKOM
MPOLLAOM M MOAODHbIE yCMEXH, HOTAFAHO NPOAEMOHCTPUPOBAHHBIE B BOCTOYHO-
CpeamzeMHOMOPCKOM permoHe BO3 B HOCTOSLLLEE BPEMS;

[TOMHS O HOAMYMM SAPADEKTUBHBIX CPEACTB AAS OOPBObI M SAUMMHALM MAASPUN B PETMOHTAABHOM
KOHTEKCTE B HOCTOSLLLEE BPEMS;

MoA4yepkmBas NMPEACTABAEHHYIO YHUKOABHYIO BO3MOXHOCTb - ABUFATHCS BrepeA OT 60pbObl K
SAUMMHALMKU MAAIPUM;

3Has, YTO PECYPCHI, HAMPABAEHHbIE HA BbIMOAHEHWE AQHHOM PEMMOHAABHOM UHULIMATMBBI AOAXKHDI
COOTBETCTBOBATH OObEMY PABOTHI, KOTOPYIO MPEACTOMUT BhIMOAHUTL CTRAHAM;

[MpU3HABAS, YTO SAUMUHALMA MOAAIPUM TPEDBYET AOMOAHUTEABHBIX YCUAMIA 1 YBEAMYEHMS GOMHOAHCOBBIX
PEeCypCoOB;

1. OcTaBAg@M MOAHOCTLIO 30 COBOM OBA3ATEALCTBA AGHHBIE PETMOHAABHOMY ABUMXKEHMIO «OBMY,
KOTOPOE MOMOTAO HALLMAM CTRAHAM, B PAMKOAX 300A0EKTUBHOMO NAPTHEPCKOrO COTPYAHUYECTBA,
OCYLLECTBUTb YCMNELLIHOE NPOBEAEHME MPOTUBOMAAAPUMHBIX MEPOMPUSTUI U, KAK PE3YALTAT,
CAEPXATb PACMPOCTPAHEHME SMUAEMMU MAATPUM U CHU3UTL YLLLEPO OT HEE;

2. MpusHaem HEOBXOAMMOCTb KOHCOAMAMPOBATE AOCTUTHYTbIE PE3YALTATHI U ABUIATLCS ACAEE OT
B0pbObI K IAMMMHALMKM MAAIPKUM B CTPAHAX EBponenckoro permoHa BO3;

3. O6Gasyemcs NPEANPUHATL BCE HEODXOAMMBIE YCUAMS, KOTOPbIE NOTPEDYIOTCH AAT AOCTMKEHMUS
OOAEE BECOMbIX PE3YALTATOB B AEAE AQAbHEMLLIEM BOPBOLI C MAAIPUEN B CTPAHAX EBpONencKoro
permoHa BO3;

4. MNpusbiBaeM Eeponenckoe PermoHaabHoe biopo BO3 oka3aTb HEOOXOAMMYIO MOMOLLLb
HY>XXAQIOLWMMCA CTPAHAM B MX YCUAUAX MO MNPOETBOPEHMIO B XXKM3Hb BbILIJGYKCBCIHHOIZ AEKAQPAUMM;

40



10.

11.

12.

Mpu3sbiBaeM BCE CTPAHbI, MPUHAAAEXALLIME K EBponenckomy permoHy BO3, noAaAEPXATb
PermoHaabHOE Biopo BO3 B €ro yCUAMIX MO BbIMOAHEHMIO MOCTABAEHHbIX 3AAQY B PAMKOX
BbILLEYKA3AHHOM MHULMATMBLI, C LLEABKO SAMMUHALLMU MAATPUM B PerroHe k 2015 roay;

O6sasyemcs pa3paboTtaTh, B coTpyaHmiecTse ¢ BO3, 06OCHOBAHHbIE HALUMOHOAbHbIE CTPATEMMM
SAMMUHALLMM MOAIPUM;

MoaA4epkmMBaem HEOOXOAMMOCTb TAPAHTUPOBATL, YTO CTRAHbBI MOPAXKEHHBIE MAAIPUEN BYAYT
MOAHOCTBIO MOAAEP>KAHbBI OPraHM3ALLMAMM CHUCTEMbBI OBBEAMHEHHbIX HALMI, QreHTCTBOMM MO
ABYXCTOPOHHEMY PA3BUTUIO, OAHKOAMM PA3BUTUL, MEXKAYHAPOAHBIMM 1 OBLLLECTBEHHbBIMM
OPraHM3ALLMAMM M YOCTHBIM CEKTOPOM B MPOBEAEHNE HALMOHOAbHbIX KAMMNAHMM MO Bopbbe n
SAMMUHALMU MOATPUM;

Mpocum NApPTHEPOB, MOAAEPXXMBAIOLLLIMX MPOrpammy «OBM) yBEAMYMTL pasmep GOUMHOHCOBOM
MOMOLLM AAT AOCTUXKEHMS MOCTABAEHHbIX 30AQYH U LLEAEM;

NoaAYepkuBaeM HEOBOXOAMMOCTb YCUAEHMUS B3AMMOAEMNCTBUA MEXAY CTOAHAMM B PELLIEHMM
NOrPAHMYHbBIX MPOBAEM, CBI3AHHBIX C MOAIPUEN. B KOHTEKCTE SAMMUHALIMM MAAIPUM, OCOBOE
BHUMOHME AOAXKHO ObITb YAEAEHO CUTYALMSIM, TAE€ CYLLLECTBYET PUCK PACNPOCTPAHEHMA MAASPUM
MEXAY CTPAHAMMU;

OTMeuYaeM BAXXHOCTb NMPOBEAEHMSI MOHUTOPUHIC AAS OLLEHKM AOCTUTHYTHIX PE3YALTATOB B
npouecce 60pbObl U SAMMUHALMM MOAIPKUM B COOTBETCTBMM C peKOMEHAALMIMIM BO3;

MpPOCKHM BLIHECTU AQHHYIO AEKAQPALMIO HO PACCMOTPEHME 56-0r0 PEMMOHAABHOTO KOMUTETA
Esponenckoro PermoHaabHOro Biopo BO3 1 aaree NeproAnYeCKkM 3ACAYLLIMBATL AOKAQABI O
AOCTUTHYTOM Mporpecce;

MpusbiBaem Esponerickoe PerrnoHaabHoe biopo BO3 pa3smBATE COTPYAHMYECTBO M OCYLLLIECTBAATH
KOOPAMHALMIO B AEAE SAMMUHALMU MAAIPUM C BOCTOYHO-CpeAm3e MHOMOPCKUM PETMOHOM
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Annexes

Annex1

PROGRAMME

Tuesday, 18 October

08.30-09.00 Registration

09.00-09.10 Welcome by Minister of Health, Uzbekistan

09.10-09.30 Welcoming address by
Dr F. Nafo-Traoré, Director, Roll Back Malaria, WHO Headquarters
Dr G. Magnusson, Director, Division of Technical Support Reducing
Disease Burden, WHO European Region
Dr K. Pelzman, Director, Office of Health and Education,
USAID/CAR
Dr V. Chernyavskiy, Fund Portfolio Manager, The Global Fund to
Fight AIDS, Tuberculosis and Malaria (GFATM)

09.30-09.35 Election of Chairperson and Rapporteur

09.35-09.45 Infroduction of participants
Meeting objectives and arrangements

09.45-10.15 Coffee break

10.15-10.35 World update on Roll Back Malaria (WHO/RBM/HQ)

10.35-10.50 Progress with Roll Back Malaria and challenges to malaria
elimination in the WHO European Region (WHO/RBM/Europe)

10.50-11.05 Progress with Roll Back Malaria and challenges to malaria
elimination in the WHO Eastern-Mediterranean Region
(WHO/RBM/Eastern-Mediterranean Region)

11.05-11.15 Plenary discussion

11.15-12.45 Progress with and challenges to roll back malaria in malaria
affected countries (Armenia, Azerbaijan, Georgia, Iran, Syria,
Turkey)

12.45-13.00 Plenary discussion

13.00-14.00 Lunch break

14.00-15.30 Progress with and challenges to roll back malaria in malaria
affected countries (Afghanistan, Kazakhstan, Kyrgyzstan, Tajikistan,
Turkmenistan, Uzbekistan)

15.30-15.50 Plenary discussion

15.50-16.20 Coffee break

16.20-17.05 Country experience with malaria control and prevention (Bulgaria,
Moldova, Russian Federation)

17.05-17.20 Plenary discussion

17.20-17.30 Wrap-up session — closure of first day (Rapporteur)
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Wednesday, 19 October

09.00-09.30 A review of malaria vectors and their biology in countries of WHO
European Region (Dr A. Zvantsov)

09.30-10.00 The analysis of different Anopheles species in the WHO European
Region using cytogenetical, molecular and genetic techniques
(Dr . Goriacheva)

10.00-10.20 Plenary discussion

10.20-10.40 Coffee break

10.40-11.10 PCR detection and identification of genetic differences in malaria
parasites infecting human subjects in Central Asia (Dr. M. Gordeev)

11.10-11.40 Malaria elimination and its application to malaria affected
countries in the WHO European Region (Dr A. Beljaev)

11.40-12.00 Plenary discussion

12.00-13.00 Lunch break

13.00-13.20 Scaling up Roll Back Malaria partnerships:
Sharing Global Experience (WHO/RBM/HQ)

13.20-13.35 Challenges to Roll Back Malaria partnership in action in Central
Asia: Mobilizing and deploying resources (USAID/CAR)

13.35-13.50 Plenary discussion

13.50-14.35 Progress with Roll Back Malaria partnership in action in Central Asia
(WHO/RBM/Europe, ACTED)

14.35-14.50 Progress with implementation of the Global Fund malaria project in
Georgia (GFATM/Georgia)

14.50-15.10 Plenary discussion

15.10-15.30 Coffee break

15.30-15.45 Intfroduction of group work

15.45-17.45 Group work:
Working group 1: Malaria control/elimination and cross-border
cooperation (Armenia, Azerbaijan, Georgia, Iran, Syria, Turkey, RBM
partners, WHO)
Working group 2: Malaria conftrol/elimination and cross-border
cooperation (Afghanistan, Kazakhstan, Kyrgyzstan, Tajikistan,
Turkmenistan, Uzbekistan, RBM partners, WHO)
Working group 3: Drafting a regional declaration on malaria
elimination (all participating countries, WHO, RBM partners)

17.45-18.00 Wrap-up session — closure of second day (Rapporteur)

Thursday, 20 October

09.00-11.00 Group work continued

11.00-11.20 Coffee break

11.20-12.05 Working group presentations - conclusions/recommendations

12.05-12.45 Plenary discussion and adoption of recommendations

12.45-13.00 Closing statements and remarks
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