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ABSTRACT

The rationale for organizing this meeting was to promote cross-border cooperation, and to share
experiences on malaria elimination among countries and between Regions (the WHO European
and Eastern Mediterranean Regions).

Since 2008, all malaria-affected countries of the European Region have moved to the elimination
phase and their national strategies on malaria have been revised to reflect the new elimination
realities. Turkmenistan and Armenia have had zero locally acquired malaria cases for three
consecutive years (2006-2008), and they can officially request WHO to certify their malaria-free
status.

Participants reaffirmed their commitments to the Tashkent and Kabul Declarations, and stressed
the importance of the Tallinn Charter 2008, “Health Systems for Health and Wealth,” for actions
against malaria with the goal of eliminating malaria in the European Region by 2015. The need to
ensure that malaria-affected countries are fully supported by WHO and its partners in their efforts
to eliminate malaria was emphasized. Particular emphasis should be given to situations where a
risk of spread of malaria across shared borders exists.
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Executive summary

The meeting took place three years after the endorsement of the Tashkent Declaration, “The
Move from Malaria Control to Elimination”, by all malaria-affected countries of the WHO
European Region. In the context of malaria elimination, particular emphasis is given to
situations, where there is a risk of spread of malaria between countries and regions. The rationale
for organizing this meeting was to stress the need to strengthen cross-border collaboration for
solving common malaria-related problems.

The substantial reduction in the incidence of malaria and, as a result, in the number of malaria
cases (from 37 173 cases in 1999 to 1226 in 2007) over the past nine years (1999-2007) is the
evident achievement of the regional malaria programme. Since 2008, all malaria-affected
countries of the European Region have moved to the elimination phase and their national
strategies on malaria have been revised to reflect the new elimination realities. Turkmenistan and
Armenia have had zero locally acquired malaria cases for three consecutive years (2006-2008),
and they may officially request WHO to certify their malaria-free status.

Participants reaffirmed their commitments to the Tashkent and Kabul Declarations, and stressed
the importance of the Tallinn Charter, 2008 “Health Systems for Health and Wealth” for actions
against malaria with the goal of eliminating malaria in the European Region by 2015. The need
to ensure that malaria-affected countries are fully supported in their efforts to planning,
implementing, monitoring and evaluating malaria elimination programmes, and capacity
building by WHO and partners was emphasized. Particular emphasis should be given to
situations, where a risk of spread of malaria across shared borders exists. In order to achieve the
declared goals and objectives of the regional strategy, participants urged partners to increase the
level of financial assistance for malaria elimination. A shortfall in funding would limit the scope
of malaria elimination activities in the Region. A severe shortage of anti-malaria drugs for
treatment and chemoprophylaxis of imported malaria, in particular P. falciparum, at national
level is a major obstacle for successful implementation of malaria elimination programmes.
Small amounts of these drugs are required in the elimination phase and bureaucratic procedures
can cause long delays in drug delivery to the countries in question.

It was recommended for Member States: (1) to consider previous commitments to malaria
elimination and cross-border collaboration expressed in the Tashkent and Kabul Declarations as
one of the priority tasks of public health and socio-economic development of the countries; (2) to
assess malaria elimination programmes in Turkmenistan and Armenia, in collaboration with
WHO; (3) to continue implementing, monitoring and evaluating malaria elimination programmes
in Azerbaijan, Georgia and Turkey, in collaboration with WHO; (4) to ensure that training
programmes are adapted to and appropriate for the implementing strategy on malaria
elimination, in collaboration with WHO; (5) to continue the strengthening of epidemiological
services and information systems, including an operational research component, capable of
adequate planning, implementing and evaluating interventions related to malaria elimination, in
collaboration with WHO; (6) to design adequate malaria surveillance, in order to discover any
evidence of continuation of malaria transmission and its underlying causes at the malaria
elimination phase, (epidemiological investigation and classification of all cases of malaria should
be carried out without any delays); (7) to revise drug policy related to treatment and
chemoprophylaxis of imported malaria, particularly P. falciparum, and to ensure the availability
of drugs for this purpose, in collaboration with WHO; (8) to promote cross-border collaboration
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and cooperation on malaria elimination among neighbouring countries of the WHO European
and Eastern Mediterranean Regions; and (9) to enhance collaboration on malaria elimination
with existing and potential partners and donors, including the Global Fund to Fight AIDS,
Tuberculosis and Malaria (GFATM).

It was recommended for WHO (European Region): (1) to continue supporting countries in
their efforts towards implementing, monitoring and evaluating the national malaria elimination
programmes; (2) to continue supporting countries in conducting malaria-oriented operational
research activities, particularly on issues related to elimination; (3) to assist in the organization of
a regional training workshop on vector biology and control, to be held in 2009; (4) to assist in the
organization of a regional training course on malaria elimination, to be held in 2009-2010; (5) to
assist in the organization of an inter-country meeting between Azerbaijan and Georgia in March-
April 2009, (outcome: a joint plan of action for interruption of malaria transmission in the border
areas of both countries); (6) to consider establishing a regional mechanism for supplying anti-
malaria drugs of assured quality to countries where malaria transmission has been interrupted or
is relatively low (for treatment of imported malaria and as emergency stock of necessary drugs);
and (7) to assist in the mobilization of additional resources for malaria elimination.

It was recommended for WHO (European and Mediterranean Regions): (1) to establish a
regional or inter-regional task force, comprising representatives of the countries concerned,
WHO staff and experts, in order to review the progress made with malaria elimination and
advise on the next steps; (2) to assist in the organization of inter-regional meetings and study
tours, in order to learn about and share experiences on malaria elimination between countries and
regions; (3) to continue assisting in developing and submitting joint malaria project proposals for
neighbouring countries of the two Regions; and (4) to assist in the organization of an inter-
country meeting between Turkmenistan and Afghanistan in March-April 2009, (outcome: a joint
action plan to coordinate and synchronize malaria control and elimination activities in border
areas of these two countries).

It was recommended for WHO (headquarters): to develop tools for assessment of malaria
elimination programmes, including (1) technical guidelines on monitoring and assessment of
these programmes with a description of recommended indicators; (2) technical guidelines on the
reorientation from elimination to prevention of the reintroduction of transmission; and (3) a
model epidemic preparedness plan with a description of mechanisms to predict, detect at early
onset and rapidly respond to any abnormal situation related to malaria.

It was recommended for partners (including the GFATM): (1) to assist in promoting malaria
elimination efforts within the European Region, paying particular attention to strengthening
health systems and human resource capacities, improving epidemiological services and research
capabilities, and promoting social mobilization; and (2) to support the development of inter-
country project proposals on malaria elimination.
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Pe3rome

JlaHHO€ CcoOBelLaHWe NPOBOJWIOCH TPU TOAa CHycTs nocie partudukanuu TalKeHTCKON
Hexnapamuu «Brepex oT 00pbOBI K 3JIMMHHALIMKA MAJSIPUW» BCEMHU CTpaHaMu EBpomneiickoro
Pernona, mopakeHHbIMH Manspuei. B KOHTekcTe ’MMMUHALMU MalIpHH, 0c000€ BHHUMaHHE
YAENSAETCSl CUTyalUsiM, A€ CYLIECTBYET PUCK PAaclpOCTPaHEHUsI MAJSIPUU MEXKAY COCEIHUMU
cTpaHamMu W pernoHamMu. OOOCHOBaHWEM [UIS TPOBEACHUS JAHHOTO COBEIIAHUS TIOCITYKHIIA
HEOOXOIMMOCTh YCWJICHHUS! TPAHCTPAHUYHOTO COTPYAHHUYECTBA JJISl PEUICHUs OOUIMX MpooieM,
CBSI3aHHBIX C AIMMHUHALUEN MaJSIPHH.

3HaYUTENbHOE CHIDKEHUE YPOBHS Mepenadll MaIsSpUU U, KaK pe3yJibTaT, KOJMYecTBa e€ CllydaeB
(c 37 173 cnyuaeB B 1999 rony no 1226 B 2007 roay) Ha MPOTSKEHUH MOCIEAHUX JCBSITH JIET
(1999-2007), sBnsieTcss OYEBUIHBIM JOCTHIKCHHEM PETHOHAIBLHOW MPOTHUBOMAISIPUHHON
nporpammel. C 2008 rona, Bce cTpaHbl OpakeHHbIE Majisipueli B Pernone okoH4aTeabHO BOILLITN
B (a3zy SNMMMHUHALMHU, U MX HALUOHAIbHBIE CTPATErMHM MO Majsipuu ObUTH NEPEeCMOTPEHBHI B
COOTBETCTBMHM C HM3MEHMBUIMMUCS CUTYyalMsIMH W HOBBIMH MOCTaBIECHHBIMH 3aJadyaMH I10
NMUMUHAIUU Masipud. TypKMEHUCTaH U ApMEHHs, B KOTOPBIX HE OBLJIO 3aperuCTPUPOBAHO HH
OJIHOTO CJy4asi MECTHOW NepeJadyr MalIpHH Ha MPOTSDKEHUH nociieqHux Tpex jet (2006-2008)
MoryT ourmansHo 3anpocuts BO3 s npoBeneHns cepTu(UKanny SITMMAHAIINN MaJISIPUH.

YyacTHUKaMM COBEIIaHUsl OBLIM MOATBEPKACHBI 00s3aTENIbCTBa B OTHOIICHNWU TamkeHTCKON 1
KaOynbckoit Jleknapanmii, 1 BaXXKHOCTh MOJIOKEHUH HeAaBHO MpuHATON TamnmuuHckoi Xaptuw,
2008 «Cuctembl 3apaBoOXpaHeHUs sl 300poBbsd W braromonyuus» Afag AesSTENbHOCTH,
HaIpaBJICHHOW Ha 3MUMUHAINMIO Mansapuu B EBpomeiickom permone BO3 x 2015 roxy. beuia
TaKXKe MOJYEPKHYTa HEOOXOIMMOCTh FapaHTHPOBATh BCEM CTpaHaM, MOPAXEHHBIM Maspuen
HOJHYI0 MOJAEPKKY co cropoHel BO3 M mapTHepoB B IUIAHUPOBaHWM, HPOBEIEHUH,
MOHUTOPHHIA M OIICHKM HALMOHAIBHBIX MPOrpaMM MO SIUMHMHAIMHM Malisipud, a TaKkke B
MOJITOTOBKE HAIMOHAIBHBIX KaapoB. Ocoboe BHUMaHHUE JO0JKHO OBITh YJIEIIEHO CUTYAIUsIM, Te
CYUIECTBYET PHUCK pACIPOCTPAHCHHUS MASAPHUH MEXKIy MNPWIETAIONMMUA OTPaHUYHBIMU
TEPPUTOPUSIMU  COCEAHHUX cTpaH. Jlus [JOCTHKEHUS TIOCTaBJICHHBIX ILeied M 3a1ad
OCYIIECTBIISIEMOW PETHOHAJIBHOW CTpPATErWu, YYACTHUKM NPU3BAIM NAPTHEPOB U JIOHOPOB
YBEJIMYUTH pa3Mep GUHAHCOBOW MOMOIIHM IS MPOBEACHUS TPOrPaMM MO SIUMHUHALINN MaJSIPUH.
HenocraTtok ¢uHAaHCOB OrpaHUYUT OO0BEM MEPOMPHUSNTHI, HAMPABICHHBIX Ha SIMMHHALNIO
Maisipud B Pernone. 3HaYMTENbHBIM MPEMATCTBUEM JJIS1 YCIEIIHOTO MPOBEIEHUSI POTPaMM IO
WIMMUHALMU MallsipUud  SBJSIETCA OTCYTCTBHE HAJEKHOTO CHAOXKEHMS JIeKapCTBEHHBIMU
npenapaTaMy s JeYeHHUs M MPOQMIAKTUKY 3aBO3HOW MalsipuHu, B YACTHOCTH €€ TPOMMUYECKON
¢bopMBl Ha ypOBHE CTpaHbl. [J1aBHBIM 00pa3oM 3TO CIy4aeTcsl M3-3a TOrO, YTO Ha CTaJuu
JJIMMHHAIMN MaJISIpUM TPeOYIOTCS HEOOIBIIME KOJNWYECTBA MPENapaToB U OIOPOKpPATHIECKUE
MPOLEIyphl CO3JAIOT HEMPEOJOJIMMbIE NPENATCTBUS JJsl  IOJMYYEHHs JIEKapCTBEHHBIX
MIpenapaToB B CPOK.
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Chenyromue moJioxeHust ObLIM PeKOMEHI0BAHBI /1 CTPAH-Y4acTHUKOB: (1) cunTars
00513aTeNbCTBA, B3ATHIE CTPAHAMU B 00JIACTH SITUMHUHALIMNA MAJIIPUU ¥ TPAHCTPAHUYHOTO
COTpyIHUYECTBa, N3noxeHHble B TamkenTckoit u Kadynbckoit Jleknapanusx B 2006 roxy ogHON
13 IJIaBHBIX IPHOPHUTETHBIX 337a4 3PaBOOXPAHEHHS U COLMATIBbHO-I)KOHOMUYECKOTO Pa3BUTHS
JAHHBIX CTpaH; (2) OLEHUTh COCTOSIHUE MPOrPaMM IO ANMUMHUHALIKN Majsipud B TypKMEHUCTaHe
u Apmenuu, B cotpyaauuectse ¢ BO3; (3) npomomkuTs paboTy 1Mo peanu3aliy HaluOHATbHBIX
MIPOrpaMM MO MUMUHALWY MATISIPUH U UX MOHUTOPHUHTY B Typuuu, AzepOaiimxkane u [ py3uu, B
corpyaaudectse ¢ BO3; (4) obecrieduTs, 9TOOBI TPOrpaMMBbI IIOATOTOBKHA KaJIPOB OBLITH
a/IaTUPOBAHBl U COOTBETCTBOBAIIN MOTPEOHOCTSM peasin3yeMol cTpaTernu, HalpaBiIeHHON Ha
AMMUHALMIO MaJsipuu, B coTpyaHudectse ¢ BO3; (5) npoaomkuTh yKpenaeHue
SMUJIEMHOIIOTHYECKUX CITYkKO 1 MH(POPMALIMOHHBIX CUCTEM, BKJIIOYask HAy4YHO-
WCCIIEI0BATEIbCKII KOMITOHEHT, JIIsl 00ecrieueHHs aIeKBaTHOTO TUIAHUPOBAHNS, IPOBEJCHUS U
OLIEHKU MEPOIPUATHH, CBI3aHHBIX C dJIMMUHAIMEN MaJsipuy, B coTpyaHndectse ¢ BO3; (6)
a/IeKBAaTHBIN SMTUAEMUOJIOTHYECKUI HAI30pP JOJKEH OBITH HAIIPaBIIeH HA TIOMCK JIFOOBIX
MIPU3HAKOB MPOJOJDKAOLIEHCA OCTaTOYHOM NMepeauu MASIPUN U OTIPEIEIIEHUE €€ IPUYNH B
CTaJ1H IIMMHUHALIUHI MAJSIPUH, (BCE CIIy4au M 0Yaru MaJIsipyuu TOJDKHBI OBITh TOIBEPTHY THI
JETATHOMY 3MHJIEMUOJIOTHYECKOMY PACCIIEIOBAHHIO U KIACCU(UKAIIUU B MAKCUMAIIBHO
KpaTkue cpoku); (7) mepecMOTpeTh MOJUTHKY B 00JIACTH JIEKAPCTBEHHBIX MPEmapaToB IS
JiedeHus ¥ MPOPMIAKTUKH CITy4aeB 3aBO3HON MaJsipUd, B 0OCOOCHHOCTH €€ TPONHUYEeCcKOi (opMbl
1 00ecneunTh HaIIMe HEOOXOIUMBIX JIEKAPCTBEHHBIX MTPENapaToB [yl ATUX LieNeH, B
cotpynuuuectse ¢ BO3; (8) ynmydmuth B3auMo/ieiicTBre Mex 1y cTpaHaMu EBpomneiickoro u
Bocrouno-Cpean3zeMHOMOPCKOIO PETUOHOB IO KOOPAMHALMY IPOBEACHUSI MEPOIIPUSTHH 110
NMMMUHALUY MaJSIpuH; 1 (9) paciupsaTh COTPYJHUYECTBO B BOIPOCAX AMUMHUHALIMU MAJSIPUH C
CYILLECTBYIOIIMMU U MOTEHIMAIbHBIMUA NAPTHEPCKUMU U JOHOPCKUMH OpraHU3alUsIMU, BKIHOYast
I'mobansubil OoH.

Caenywouiue noso:xkeHus 0o pexkomengosanbl BO3 (EBponeiickoe PernonajibHoe
Bropo): (1) npoaomKuTh OKa3aHKE OMOIIY CTPAHAM B UX YCHIIHSX 110 TUIAHUPOBAHUIO
MIPOBE/ICHUIO HAIMOHAIBHBIX IMPOTPAMM I10 AIUMHUHALINN MaJSIpuH; (2) IPOIOJKUTE OKa3aHUE
HOMOIIY B IUIAHUPOBAHUHU U ITPOBEACHUH HAyYHO-IPAKTUUECKUX UCCIIEI0BaHUMN 110 MaJIspuy, B
YaCTHOCTH B 001acTH €€ >IuMHHAIMY; (3) 0Ka3aTh MOMOIIb B OPraHU3allMy PErHOHAILHOIO
Kypca Io MOArOTOBKE KaJIpoB B 00JIaCTH OMOJIOTUH 1 OOPKOBI C epeHocYrKamMu Massipun B 2009
roay; (4) oka3aTb MOMOIIb B OPraHU3ALMHU PETHOHAIBHOTO Kypca MO MOATOTOBKE KaJpoB B
obnactu anmmumMuHauu Mansipun B 2009-2010 rogax; (5) okazaTh MOMOIIL B OPraHU3aINUN
MEKCTPaHOBOTO COBEIAHMS MeX Ty AzepOaiimkanom u ['pysueit B Mapre-ampene 2009 rona,
(pe3ysbTaToM JaHHOTO COBEMIAHUS JOJDKEH CTAaTh COBMECTHBIN IUIaH ASHCTBUHN 110
COTPYZHUYECTBY C IIEJIbIO MTEPEephIBa MEepeladun MaJISIPUU B TOTPAHUYHBIX palloHaX ATUX CTPaH);
(6) paccMOTpETh BO3MOXXHOCTH CO3/IaHHSI MEXaHU3M 00eCITeUeHUs CTpaH
MPOTHBOMAJIIPUHHBIMY TIpeTIapaTaMy rapaHTHPOBAHHO Ka4eCTBa ISl CTPaH ¢ IPEPBAHHON WIIN
OrpaHUYEHHOH mepenadeii Masipuu ( Kak sl JISYSHUS 3aBO3HBIX CIy4YaeB, TaK U B KAYeCTBE
3amaca Ha ciiydail Ype3BblYailHbIX cUTyalui); u (7) okasarh MOMOLIs B MOOMIIN3ALIAN
JIOTIOJTHUTENBHBIX PECYPCOB JUISl AUMHUHALUY MAJISIPUH.

Caenyromue nojoxxenusi 0p15mm pekomengosansl BO3 (EBponeiickoe pernonajibHoe 010po
u BocTtouno-CpennzemHomMopckoe 010po): (1) co3naTs perioHaIbHYIO WM MEXPETHOHATBHYIO
rpyniLy, BKJIIOYAIOIIy0 IPEeICTaBUTENEH BCEX 3aMHTEPECOBAaHHBIX cTpaH U skcnepToB BO3 nins
OLIEHKH TIporpecca B 00JIACTH ANMUMUHALINY MAJISIPUHU U COBETA Ha TIOCIEYIOUIHNE Iard B JAHHOM
HanpaBJIeHny; (2) OKa3aTh IOMOIIb B OPraHU3aIMH MEXPETHOHAIBHBIX COBEIAHMIA U 0OMeHa
CTIEIUAIMCTAMU C LIENTbI0 00yUeHHsI 1 0OMEHa OMBITOM B OOJIACTH SIIMMUHALNY MAJSIPUN MEXKITY
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BBILIEYOMSHYTBIMU PETHOHAMU U CTpaHaMH; (3) MPOJOKUTh OKa3aHUE IIOMOIIH B TOJATOTOBKE
Y NIPEIOCTaBIEHUE I PACCMOTPEHUSI COBMECTHBIX MPOEKTOB [0 MAJIIPHH, BKIFOUAOIINX
MOTPAaHUYHBIE CTPAHbI BHIIECYTIOMSIHYTBHIX PETHOHOB; U (4) OKa3aTh IOMOIIb B OpraHNU3aLUH
MEXCTPaHOBOTO COBEIaHus MeXy TypkMeHucTaHoM U AdranucraHoMm B Mapte-anpene 2009
roja. C uenpio KOOPAUHALNY U CHHXPOHU3ALUN IPOTHBOMAJISIPUNHBIX MEPONPUATUI HA
MIPUTPAHIUYHBIX TEPPUTOPHUAX 00EUX CTPaH IIaH COBMECTHBIX IEHCTBHI C pa3padOTaHHBIMU
MEXaHU3MaMH JJIsl €r0 OCYLIECTBIICHHUS TOJDKEH CTAaTh PE3YJIbTATOM JaHHOTO COBEIIAHMUS.

Caeayrouue nojoxkeHusi ObLJIM peKOMeHA0BaHbI ITad-kBapTupsl BO3: papadorars
MHCTPYMEHTHI OLIEHKH IIPOrpaMM 10 SJTMMHUHAIMK BKIoYast (1) TeXHH4ecKoe pyKOBOACTBO IO
MOHHMTOPHHTY H OLIEHKE IIPOrPaMM C ONMCAHUEM PEKOMEH/IyEeMbIX UHHKAaTOPOB, (2)
TEXHUYECKOE PYKOBOJICTBO 110 IEPEOPUECHTALIUY ITPOTPAMMBbI IMMHHAIIMU Ha TIPEIYPEX/ICHUE
BO3HHMKHOBEHUS NIEpeIaduu MaISIpUH, | (3) MOJIENBbHBIN IJIaH TOTOBHOCTH K Ype3BbIYaHBIM
CUTyaluAM B ClIy4dac BHH,Z[CMI/I‘IeCKOﬁ BCIIBIIIKU MAJISIPUHA C OITUCAHUEM MEXAHU3MOB
MIPOTrHO3UPOBAHMS, PAHHETO PACIIO3HABAHUA U OBICTPOro OTBETA HA JaHHYIO YPE3BBIYAIHYIO
CHUTYaIHIO.

Cuaenywmiue moyio:keHus ObIJIM PeKOMEHI0BaHbI MapTHEPOB (BKI0O4Yas ['100anbHbII
®oHp): (1) cnocobcTBOBATH YCHENIHOMY MTPOBEACHHUIO MPOTPaMM I10 STUMHUHALIMYA MAJSIPUU B
PCFI/IOHC, YACTAA 0c000€ BHUMaHHE YKPCIUICHUIO CUCTEM 3IPpaBOOXPAHCHUSA, TIOATOTOBKC
KaJpOB, YJIYUIIEHHUIO SIHIEMHOIOINYECKUX CIYkKO M YKpEIIeHUs HayYHO-IPAKTUYECKOT0
NOTEHIIMANA, a TAaKXKe MOOWIIN3aIMK HaceJIeHus; U (2) moaaepxkarh pa3paboTKy MEKCTPaHOBBIX
IMPOCKTOB 110 SJIMMHUHAIINU MAJISIPpUU.
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Introduction

The WHO Meeting on cross-border collaboration on Malaria Elimination, organized by the
WHO Regional Office for Europe, in collaboration with the Government of Turkey, was held in
Antalya, Turkey from 23 to 25 September 2008. Officials (see annex 2) from Armenia,
Azerbaijan, Georgia, Iraq, Syria, Turkmenistan, Turkey as well as WHO staff, experts and
partners attended the meeting.

Scope and purpose of the meeting

The objectives of the meeting were:

. to report on achievements and to share experiences on malaria elimination among countries
and between Regions (WHO European and Eastern Mediterranean Regions);

. to review existing practical modalities on dealing with malaria and identify problems
encountered in border areas of participating countries; and

. to promote cross-border cooperation and to increase coordination among countries and
between Regions (WHO European and Eastern Mediterranean Regions).

Inaugural session

The meeting was inaugurated by Dr Cihanser Erel, Deputy Undersecretary, Ministry of Health of
Turkey, who emphasized the results achieved in fighting malaria in the country and the need for
better cross-border collaboration in the field of malaria elimination. Dr Cihanser Erel also
expressed his appreciation to the WHO Regional Office for Europe for sponsoring the meeting.
Dr Aafje Rietveld, Global Malaria Programme, WHO headquarters, welcomed all participants
and stressed that the meeting represented a unique opportunity for participating countries and
partners to gather together in order to discuss progress with malaria elimination in their countries
and exchange opinions on this matter. Dr Srdan Matic, Communicable Diseases Unit, Division
of Health Programmes, speaking on behalf of Dr Marc Danzon, Regional Director of the WHO
Regional Office for Europe, mentioned that this meeting was taking place almost three years
following the successful endorsement and implementation of the Tashkent Declaration by all
malaria-affected countries of the Region, and that particular emphasis should be given to
situations, where there is a risk of spread of malaria among neighbouring countries.

Organization of the meeting

The first day of the three-day meeting was devoted to a world update on malaria elimination, to
progress towards eliminating malaria in the WHO European and Eastern Mediterranean Regions,
as well as to progress with and challenges towards eliminating malaria at country level. On the
second day, scientific presentations were given on strategies and approaches specific to malaria
elimination, including capacity building; monitoring and evaluation of progress towards malaria
elimination and prevention of the re-establishment of malaria and WHO certification of malaria
elimination. Subsequently, three groups were formed to discuss the next steps for malaria
elimination and cross-border cooperation in countries of Iraq, Syria and Turkey (Group 1) and
Azerbaijan and Georgia (Group 2). The third group comprised of Armenia and Turkmenistan
discussed issues related to the way to eliminate malaria and certify the malaria-free status. The
working groups discussed the assigned subjects in depth and formulated recommendations. On
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the third day, the group work continued and finally the conclusions and recommendations were
presented and formally adopted in a plenary session.

Dr Dr Cihanser Erel, Deputy Undersecretary, Ministry of Health of Turkey, was elected
chairman of the meeting. Dr Abbas Soltan Valibayov, Deputy Minister of Health, Azerbaijan,
was elected co-chairmen. Professor Vladimir Davidyants, Director of Information and Analytical
Centre, National Institute of Health, Ministry of Health, Armenia, was elected to serve as
rapporteur.

Malaria elimination: the current situation, challenges and possible
scenarios

As of 2008, malaria is endemic in 109 countries and territories in tropical and sub-tropical zones,
spanning all continents of the world except Antarctica and Australia, with intensities of
transmission that vary from very low to extremely high.

Since the launch of the Roll Back Malaria Initiative by WHO in 1998, and particularly in the
past few years, malaria control has intensified in endemic countries, supported by a greatly
increased investment of financial resources and technical assistance from the international
community. As a consequence of the resulting high coverage with malaria interventions,
especially in sub-Saharan Africa where the burden of malaria is greatest, the malaria burden is
being reduced, albeit variably, in all regions of the world:

0 In some countries in Africa with high malaria burdens, there is evidence of significantly
decreasing malaria incidence and deaths among children and adults.

0 In countries with lower transmission intensities, such as southern Africa and Asia, the
malaria burden has been reduced to such an extent that it has ceased to be a major public
health problem.

0 In 16 endemic countries, the risk is limited to P. vivax malaria, some of these countries
having eliminated P. falciparum over the years.

0 A few countries in which the malaria burden was relatively low but persistent have
completely eliminated malaria. In 2007, the United Arab Emirates was certified by WHO
as being malaria-free. Certification procedures have been initiated for Morocco (and
Oman). Armenia, Syria, and Turkmenistan have also reported zero cases in recent years.

0 In 10 countries, programmes are currently under way to eliminate the disease, 11
countries are making the transition to an elimination approach.

Unfortunately, some previously non-endemic countries have recently seen outbreaks related to
the importation of malaria parasites from abroad. Such outbreaks occurred in the Bahamas,
Jamaica, Oman and the Russian Federation.

The objectives of malaria control programmes range from reducing the disease burden and
maintaining it at a reasonably low level, to eliminating the disease from a defined geographical
area. The ultimate objective is to eradicate the disease globally. These levels of control are
defined as follows:

0 Malaria control: reducing the disease burden to a level at which it is no longer a public
health problem
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o Malaria elimination: interrupting local mosquito-borne malaria transmission in a defined
geographical area, i.e. zero incidence of locally contracted cases, although imported cases
will continue to occur. Continued intervention measures are required.

0 Malaria eradication: permanent reduction to zero of the worldwide incidence of malaria
infection.

In January 2008, WHO convened a meeting of experts to review, among others, the feasibility of
malaria elimination, in relation to the intensity of transmission and vectorial capacity. The group
was asked to make recommendations on:

0 the directions and approaches that countries should take in each epidemiological situation
and transmission intensity;

0 the feasibility of malaria eradication, given the tools available today and the
epidemiology of malaria in various regions of the world; and

0 the gaps in knowledge and priorities for research and development in the next phase of
malaria control.

The meeting made the following assessment of the feasibility of global malaria control,
elimination and eradication:

1. With rapid scaling up of the available tools and sustained efforts, a major impact can be made
on morbidity and mortality due to malaria in all epidemiological situations within a relatively
short time.

2. In areas or countries with low-intensity malaria transmission, optimal deployment of the
available tools will have a strong impact and might reduce parasite incidence to an extent that
would interrupt local transmission. Thus, countries in areas of low, unstable transmission are
encouraged to proceed to malaria elimination where feasible. It is extremely important that
temporary lapses in control, elimination and prevention of reintroduction be avoided for as long
as areas remain receptive to resumption of transmission and are exposed to importation of
parasites.

3. The most recent experience in some African countries confirms that substantial reductions in
transmission intensity (measured as reported disease incidence and parasite prevalence rates) can
be achieved in areas of stable high transmission by full-scale deployment of the available tools,
given a minimum of political stability and the right socioeconomic conditions.

4. There is no evidence to indicate that, given current resources and healthcare systems and the
existing tools, local malaria transmission can be interrupted, nor that ‘malaria-free’ status can be
sustained in high-transmission areas that have unrelentingly high vectorial capacities. Complete
interruption of malaria transmission in high-transmission situations will require additional, novel
control tools.

5. In areas of high stable transmission that have achieved a marked reduction in malaria
transmission, a ‘consolidation period’ should be introduced, in which

(i) the achievements are sustained even in the face of limited disease;

(i1) health services adapt to the new clinical and epidemiological situation; and

(ii1) surveillance systems are strengthened to respond rapidly to new cases.

This transformation phase must precede a decision to proceed with programme reorientation
towards elimination.
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6. Malaria control relies heavily on a limited number of tools, in particular

artemisinin derivatives and pyrethroids, which could be lost to resistance at any time. The future
of global malaria control and elimination depends, therefore, on the ability of research and
development to deliver a steady output of replacements for tools that are being lost to resistance
and to supply new tools to make elimination of malaria possible in high transmission situations.

7. Malaria eradication requires that malaria elimination in countries and regions is achieved and
sustained on a cumulative basis, over decades rather than years. Although at present local
malaria transmission can be interrupted in many low-transmission settings and strongly reduced
in many areas of high transmission, global eradication cannot be expected with the existing tools.

The current resurgence of global interest in malaria control and the renewed goal of elimination
or eradication is a tremendous new opportunity to reduce the devastating impact of malaria on
human health and development. To do this, health administrations and external supporting
agencies must commit themselves to strengthening local competence and infrastructure, both for
supporting the development of local health services and for the control programme. Sustained
investment in human development, health services, malaria control and research and
development is essential to achieve and sustain the goals of malaria control and to attain malaria
elimination in more countries. Such commitment may make malaria eradication a possibility in
the long-term.

Progress and challenges towards eliminating malaria in the
WHO European Region

Over the past thirteen years there has been a substantial reduction in the number of reported
malaria cases (90 712 cases in 1995 and 1226 cases in 2007), as a result of intensive anti-malaria
interventions, and it is likely that only 400-500 autochthonous cases will be reported in the
European Region in 2008. At present, autochthonous malaria continues to pose a challenge in 6
out of the 53 Member States of the Region, namely Azerbaijan, Georgia, Kyrgyzstan, Tajikistan,
Turkey and Uzbekistan.

Since 2008 all malaria-affected countries have moved to the elimination phase and their national
strategies on malaria have been revised to reflect the new elimination realities. All countries are
confident that they will be able to proceed with their elimination programmes as planned and to
interrupt malaria transmission by 2015 and subsequently eliminate the disease within all affected
countries of the Region.

The transmission of autochthonous P. falciparum malaria reported in Tajikistan is most likely to
be interrupted in 2008, and the Region as a whole will be free from this type of malaria starting
from this year.

When a country has zero locally acquired malaria cases for at least three consecutive years, it can
request WHO to certify its malaria-free status. It seems very probable that Turkmenistan and
most probably Armenia will initiate the process of certification of malaria elimination in 2009-
2010. In order to be confident that interruption of transmission has been achieved in these
countries, a number of the following preconditions must be met: (1) a national malaria
elimination strategy and comprehensive plan of action with continued political and financial
support to carry out planned activities; (2) a good surveillance mechanism with full coverage of
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all geographical areas; (3) an established national malaria register; (4) adequate health services
for early detection and effective treatment and follow-ups with high-quality laboratory services
to diagnose malaria, based on microscopy; (5) capacity to investigate epidemiologically every
malaria case and focus; (6) a functional entomological surveillance system; (7) a functional
border coordination system; and (8) capacity for early detection and rapid response to emergency
situations.

In 2008 external partners, in particular the GFATM, have increased their financial support
substantially for country-level activities related to malaria elimination in Azerbaijan, Georgia,
Kyrgyzstan, Tajikistan and Uzbekistan. The governments of Armenia, Turkey and
Turkmenistan, in cooperation with the WHO Regional Office for Europe, are presently
responsible for the provision of full-scale technical and financial assistance to implement their
malaria elimination programmes.

There is a lack of expert capacity and adequate manpower resources at the regional and country
levels to render technical and managerial expertise and back-up on issues of direct relevance to
malaria elimination, and it is essential to improve this kind of assistance to the regional malaria
elimination programme with particular emphasis on countries in need.

In order to preserve the results accumulated over the past years, to keep malaria elimination
issues high on the regional health agenda and to deal successfully with a growing need from
countries on topics related to malaria elimination, including its certification, it is crucial to
resolve the question of assuring funds for implementing the planned inter-country and regional
activities in years ahead.

Armenia

Since 2006, P. vivax malaria cases due to local transmission have been not reported in the
country. Despite the fact that transmission of P. vivax malaria has been interrupted, the
epidemiological and entomological situations must be monitored closely, due to the existence of
favourable conditions for resumption of malaria transmission. 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, An. hyrcanus, An. plumbeus and An. claviger. The appearance of
An. sacharovi (the main vector in Transcaucasia) in the Ararat valley has created conditions
more favourable for malaria transmission in the country.

Armenia demonstrates a strong political commitment to the Tashkent Declaration “The Move
from Malaria Control to Elimination” that was endorsed by the country in 2005. In 2006,
Armenia developed a national malaria elimination strategy, bearing in mind the results achieved
to date and the goal to eliminate P. vivax malaria by 2010. A national plan of action to eliminate
malaria became operational in 2008. At present, activities supported by the Armenian
government and WHO are directed towards preventing the re-introduction of malaria
transmission (to detect any possible continuation/resumption of malaria transmission and to
notify early on all suspected and confirmed cases). Malaria elimination in Armenia could be
assumed when an adequate surveillance system has not discovered any evidence of transmission
or residual endemicity despite careful search for three consecutive years. The government of
Armenia could officially proclaim the elimination of malaria on the whole territory of the
country, but WHO should be asked to certify malaria-free status in order to give international
recognition to this achievements.



Meeting on cross-border collaboration on malaria elimination
page 11

Azerbaijan

Over the course of 1997-2006, as a result of large-scale epidemic control interventions, the
malaria situation in the country continued to improve with only 108 cases reported in 2007, and
only 52 cases of autochthonous P. vivax malaria reported for the first eight months of 2008.
Although the incidence of malaria is relatively low (less than 1 per 1000 population at risk in
2007), the receptivity of 80% of the territory of the country remains high. Malaria vectors in
Azerbaijan comprise An. maculipennis (the area of the Big and Small Caucasus), An. sacharovi
(Kura-Araksin and Lenkoran lowlands) and An. persiensis (Lenkoran lowlands, in areas
bordering Iran).

Azerbaijan demonstrates a strong political commitment to the Tashkent Declaration “The Move
from Malaria Control to Elimination”, which was endorsed by the country in 2005. At present,
anti-malaria activities supported by the government and WHO focus on vector control measures,
disease management, training, operational research, surveillance and public health education. A
national malaria elimination strategy for 2008-2013 and a plan of action have been developed
with assistance provided by the WHO Regional Office for Europe, and they are to be launched in
November 2008. With a GFATM grant of almost US$ 6 million over five years (2009-2013),
Azerbaijan will be able to proceed with malaria elimination. The issue of cross-border
coordination and collaboration in the field of malaria elimination between Azerbaijan and
Georgia will be high on the health agenda for both countries in years ahead.

Georgia

In 2007, as a result of intensive anti-malaria measures being applied, the country reported only
24 autochthonous cases from 18 districts. Almost all cases of P. vivax malaria were registered
from two south-eastern regions, Kakheti and Kvemo Kartli, bordering with Azerbaijan. At
present, the highest risk of resurgence of malaria transmission and its spread is in 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 almost 70% of the total population
reside, and where 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.

Political commitment to the principles of the Tashkent Declaration “The Move from Malaria
Control to Elimination” endorsed in 2005 continues to grow in Georgia. At present, the country-
level malaria elimination activities are supported by the Ministry of Health, the WHO Regional
Office for Europe and the GFATM. In order to support malaria control and elimination activities
over eight years (2004—2011), the GFATM has provided two grants of more than US$ 4 million.
Interventions carried out include disease management and prevention, training, surveillance,
epidemic control, community mobilization, health education, cross-border coordination and
operational research. A new national malaria elimination strategy with the goal of eliminating

P. vivax malaria by 2013 and a relevant action plan have been developed, and they are to be
launched in 2008.

Turkey

In 2006, a total of 313 cases of autochthonous P. vivax malaria were reported over the entire
territory of the country. Although the number of malaria cases and their active foci have
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decreased dramatically over the past years, transmission of malaria continues in new and residual
foci in three south-eastern provinces of the country. There are thirteen 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 a strong political commitment to the Tashkent Declaration “The Move
from Malaria Control to Elimination”, which was endorsed in 2005, and malaria surveillance
activities have been intensified all over the country with priority given to provinces in south-
eastern Anatolia. All active foci of malaria are determined, and disease management and
prevention activities are supported by the Ministry of Health, other governmental entities and the
WHO Regional Office for Europe. A national malaria elimination strategy and relevant plan of
action have been developed and they are to be launched in 2008. The ultimate goal of the new
national strategy is to interrupt the transmission of malaria by 2012 and eliminate the disease
within the country by 2015.

Turkmenistan

Starting from 2006 no cases of autochthonous P. vivax malaria have been reported in the
country. Three principal malaria vectors are found in Turkmenistan: An. superpictus,
An. pulcherimus and An. maculipennis.

Turkmenistan shows a strong political commitment to the Tashkent Declaration “The Move from
Malaria Control to Elimination” endorsed in 2005. In order to reflect the new malaria elimination
realities, the national malaria programme and action plan were revised in 2007. At present,
malaria elimination activities include disease management, training, surveillance, vector control
with particular attention to border areas, community mobilization, health education and
operational research. A new national malaria elimination strategy with the goal of eliminating

P. vivax malaria by 2013 and a relevant action plan have been developed and launched in 2008.
The government of Turkmenistan and WHO provide support for promoting and facilitating
national malaria elimination efforts. In 2009, particular emphasis will be given to (1) cross-
border collaboration between Turkmenistan and Afghanistan; (2) further improvement of malaria
surveillance; and (3) the establishment of mechanisms to predict, detect at early onset, rapidly
respond to and prevent any abnormal situation related to malaria. Starting from 2009
Turkmenistan may request WHO to certify its malaria-free status.

Progress and challenges towards eliminating malaria in the WHO
Eastern Mediterranean Region

Malaria is endemic in nine countries of the WHO Eastern Mediterranean Region, with low
intensity of transmission in most areas. High and stable transmission is limited to the southern
part of Somalia and southern Sudan, which represents only 5% of the population at risk of
malaria in the Region. Falciparum malaria is the dominant species in Saudi Arabia, Yemen and
the sub-Saharan countries of the Region (Djibouti, Somalia and Sudan), while in Afghanistan,
the Islamic Republic of Iran and Pakistan, both P. falciparum and P. vivax are transmitted, with
P. vivax as the predominant species.
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Since the launch of the Roll Back Malaria Initiative in the Region in 1999, and particularly in the
past few years, malaria control has intensified in endemic countries and resulted in a reduction of
the malaria burden. In 2008, WHO estimated 8.1 million annual malaria episodes in the Eastern
Mediterranean Region compared to an estimated 15 million in 2000.

A technical discussion paper on “Malaria elimination in the Eastern Mediterranean Region:
vision, requirements and strategic outline” was presented to the Regional Committee in October
2008, and a resolution was adopted supporting the way forward for malaria elimination
(EM/RC55/R.9(D)). With the availability of new tools for case management and prevention,
improvements in communication technology, availability of financial resources from the
GFATM and other sources, as well as the global interest in elimination, it is considered feasible
to accelerate efforts to eliminate malaria in low transmission areas by 2020. In high transmission
areas in the southern part of Somalia and southern Sudan, a substantial reduction of transmission
could be achieved with full-scale deployment of the available tools. Malaria elimination is
expected to bring substantial benefits in terms of socioeconomic development, improvement of
the living standards of the population and increase in local and international tourism. Investment
in malaria elimination would help other public health programmes to achieve their goals,
including the prevention and control of neglected tropical diseases.

Iraq

In recent years thr incidence of malaria has decreased significantly from 1860 cases in 2000 to
47 cases in 2005, (40 of these cases were from Erbil, Duhok and Al Sulaymaniyeh). In 2007,
only 3 malaria cases were reported form Erbil, and only 2 of them were locally transmitted. All
malaria cases in Iraq are confirmed. In this year, more than 844 000 blood slides were examined,
and about 1.5% of them were by active case detection.

Anti-malarial drugs are limited to the governmental health sector. Chloroquine and primaquine
are used for the treatment of P. vivax while for P. falciparum the first line of treatment is
artemether/lumifantrine. Quinine is used in case of treatment failure and for pregnant women.
Vector surveys are carried out routinely in 10 stations in each governorate where 10-20 visits are
paid monthly for observation, collection and measurement of vector density. Indoor residual
spraying has been carried out in targeted areas in 2 rounds. 34 978 house structures were targeted
for spraying in each round and with more than 96% coverage. In the same period more than 6
million people were protected by space spraying and 250 000 breeding sites were treated by
larviciding activities. Till now and in collaboration with the leishmaniasis control programme a
total of 520 000 bednets have been distributed to the targeted population.

Currently, the malaria control programme in Iraq face many challenges, including the instable
and insecure political situation, the rehabilitation of marshes, the irregular provision of resources,
poor communication, population movement and the possibility of imported cases from endemic
countries.

Syria

During the 1990s, the maximum incidence of local malaria (966 cases) was recorded in 1993,
and these cases were recorded in two governorates (Aleppo and Al Hasakah). Since 1995, the
number of malaria cases decreased from 582 cases to 6 cases in 2000 An outbreak of 61 local
cases occurred in 2001, mainly in the Ras El Ain district (53 cases) and the Al Malkeih district (8



Meeting on cross-border collaboration on malaria elimination
page 14

cases) in the Al Hassaka governorate bordering Turkey and Iraq . After that a few sporadic cases
have been recorded along the borders with Turkey and Iraq. The last autochthonous case of
P. vivax malaria was reported in the Al Malkia district in 2004.

The goal of Ministry of Health in the Syrian Arab Republic is to sustain the malaria free status.
The following are the actions implemented by the Ministry of Health in cooperation with WHO:

o the early detection of malaria cases through active and passive case detection;

e treatment of malaria cases and follow up till complete recovery;

e recording of all treated cases in malaria eradication centres and immediate reporting
to the Ministry of Health;

e special surveys and treatment of the confirmed cases;

e entomological monitoring of Anopheles mosquitoes, including : behaviour, density ,
type, insecticide sensitivity;

e implementation of vector control measures in high risk areas, including larvicide
biological control, environmental sanitation;

e health education;

e training of health workers related to early detection, diagnosis, treatment, prevention.

Implementation, evaluation and certification of malaria
elimination

Strategies and approaches specific to malaria elimination, including capacity
building

The principles of malaria elimination are mostly based on those formulated for the malaria
eradication campaign in 1950s and1960s but new technologies and tools for malaria control are also
taken into account. A comprehensive field manual on malaria elimination has been developed by
WHO in 2007.

Technical feasibility of malaria elimination depends on a number of political and programmatic
factors that are well described in the manual. Additionally, factors related to the natural history
of malaria also need to be taken into consideration.

Refractoriness of malaria to antimalaria measures depends mostly on the climate and parasitic
system of malaria. Transmission of malaria is, in principle, possible even in areas with negative
average annual temperatures provided that the climate is continental with daily average
temperatures above 16°C for at least a month (e.g. Yakutsk area in Eastern Siberia). However, even
in comparable climates (e.g. Africa and South America), the stability of the parasitic system of
malaria is much more assured in Africa.

Feasibility of malaria elimination mostly depends on the parasitic system of malaria that
corresponds to 6 major zoo-geographical regions. In the Palaearctic and Nearctic regions only
P. vivax is present by now, with the exception of a few areas of Afghanistan. Its elimination is
feasible everywhere. Re-emergence of P. falciparum due to importation from other regions is
highly improbable. In the Neotropical, Oriental and Australasian regions, P. vivax and

P. falciparum co-exist at par, and elimination is feasible in limited areas. In the Afrotropical
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region, P. falciparum overwhelmingly predominant, and elimination is principally unfeasible,
except on islands and fringe areas.

Therefore, the familiar scheme of phases and milestones of malaria elimination needs to reflect
the fact that many countries will not be able to proceed to malaria elimination, but will remain in
the state of sustained and intensified control, until new tools appear.

WHO
certification
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in fever cases population at risk/year acquired cases
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Modalities of approaches in malaria elimination are as follows.

Geographical reconnaissance was described during the eradication era mainly as a method for
planning of indoor residual spraying. In elimination, its scope is broader. The centrepiece is the
creation of an inventory of foci in the form of a computerized database. It is instrumental for
delineation of initially malarious areas with special reference to the cut-off altitude, and
classification of potentially malarious areas on the landscape basis.

The Geographic Information System (GIS) was used even in the era of malaria eradication, for
mapping and monitoring, however, the process was extremely time-consuming. Computerization
gave it a new dimension allowing mapping in real time and having information at hand. A
problem with GIS in malaria, however, is that mapping by administrative units (as it is usually
done in epidemiology) often proves useless and misleading, since one administrative unit may
include heavily malarious and non-malarious portions at the same time. For malaria, additional
layers are needed, reflecting altitude, hydrology, vectors’ areas of distribution, etc.

The minimum unit of application of measures in malaria elimination is a focus, not a case or a
cluster of cases, or a household. A focus may be depicted as an ecosystem consisting of
interacting biological populations (of humans, parasites, vectors and perhaps other animals
providing blood meals to mosquitoes and larvivorous fish). In practical terms, a focus is
represented by the territory of a rural settlement, including temporary field sheds, etc., along
with the mosquito breeding and feeding places. Settlements of any size are considered a separate
focus, even one isolated household, if it is separated from the others by distance or a physical
barrier.
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Case detection is mainly done through passive method supplemented by active detection when
there is a strong suspicion that a hidden transmission of malaria is going on. Surveys are
exceptional. Case detection should be rapid and followed by a treatment as soon as possible.

Cases are not considered as such unless confirmed by microscopy. If microscopic diagnosis is
impossible within the same working day, a rapid diagnostic test (RDT) may be used, but every
case detected by RDT needs to be reconfirmed by microscopy. In P. falciparum cases, it is
important to record if gametocytes are present, in order to be able to say how old the given case
is and possibly to decide whether an anti-gametocyte treatment should be given. Parasite
densities using a logarithmic scale from 1+ to 5+ should be recorded, mostly for the purpose of
quality control of the laboratory diagnosis.

For curative treatment, chloroquine 3 days and primaquine 14 days are given for vivax cases
under medical observation (hospitalization is not compulsory). For falciparum cases, an
Artemisinin-based combination therapy (ACT) is to be given, preferably at the hospital. An anti-
gametocyte treatment with primaquine may be considered.

For epidemiological surveillance, all areas below the cut-off altitude are to be considered
malaria-prone. All the malaria cases are subjected to an epidemiological investigation and
classified. This is the basis for classification of foci. A roster of all settlements with a risk of
malaria transmission is to be produced, and all of them will be considered foci, even those
without cases that will be considered cleared-up foci. Information on the functional status of
every focus is to be maintained in real time using an electronic database that will be further
incorporated in GIS.

Entomological surveillance gives information pertaining to planning of indoor residual spraying,
antilarval measures, if applied, and to epidemiological analysis and forecasting.

Meteorological monitoring is important using average daily temperatures and daily rainfall.
Elements of the malaria season (e.g. the beginning of transmission) are to be computed using the
Moshkovsky’s method. The analysis will also reveal if an epidemiological link between the two
given cases is probable and when secondary cases from a given imported case may be expected.

Indoor residual spraying (IRS) is the main measure to control transmission. Its objective is to
reduce the longevity of mosquitoes, while a reduction in the population densities is only a by-
product, albeit valuable. It affects selectively mosquitoes that come feeding on humans thus
interrupting the man to mosquito transmission, but does not prevent the users from contracting
malaria. It should be conducted only in active foci, and blanket, “prophylactic” IRS is not to be
recommended. The unit to spray should be a focus as a whole. No so-called microfocal spraying
covering the household of a case plus a number of adjoining houses is to be accepted. All
structures need to be covered, including temporary sheds outside villages. If the coverage is
below 85%, it is considered as no spraying at all (protection is zero).

Insecticide-treated nets are not used specifically as a measure to interrupt transmission, although
they are welcome if already used by the population.

Antilarval measures may be used as additional measures: larviciding in arid areas; larvivorous
fish when sustainable; and source reduction. They may be the only option in urban areas.
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Mass drug administration in the form of suppressive treatment during the transmission season is
contraindicated. Mass prophylactic treatment with primaquine before the transmission season
may be administered to quickly empty the reservoir of hypnozoites, but this is a very costly
measure that should be used judiciously.

Community involvement through information, education and communication is important.
Village committees are instrumental for ensuring smooth implementation of activities, especially
indoor residual spraying and lay case detection. Schools should be involved in two aspects: as
places for case detection and presumptive treatment and to sensitize schoolchildren as a vehicle
for dissemination of information about malaria.

Training should involve all the first contact medical workers, even specialists, starting from a
one-day training course for most of them and longer training for selected groups. A short training
is to be given to pharmacists as well.

In training of laboratory technicians and laboratory supervisors, attention should be paid to
aspects that are currently underestimated: slide processing, including identification and
correction of errors of processing, and maintenance of microscopes and small repair. Efforts
should be made to replenish slide banks before the cases become too rare. Use of soft slide
technique (Beljaev, 1981), should be encouraged, as this may ensure a practically unlimited
source of teaching blood slides.

Training is also to be given to entomologists, vector control supervisors, and spraymen
(seasonal). Lay volunteers and schoolmasters are to be trained on case detection, presumptive
treatment and referral. Additionally, matters pertaining to malaria need to be included in school
curricula.

Applied field research on malaria is to be conducted mostly through small projects that are likely
to yield information that may be immediately used by the antimalaria programme. Various topics
pertaining to parasites, vectors, human behaviour, surveillance mechanism, etc. may be
considered.

Prevention of the re-establishment of malaria and WHO certification of
malaria elimination

Up to 1982, a total of 24 countries were certified by WHO as malaria-free. Up to 2007, an
additional 9 countries achieved "zero cases reported", with one of these certified by WHO as
malaria-free (United Arab Emirates, 2007). WHO certification of the malaria-free status can be
granted once there is a proven 3-year absence of locally acquired malaria cases in an entire
country, "beyond reasonable doubt".

Countries request certification as an acknowledgement of a significant operational achievement,
for economic reasons such as tourism and foreign investment, etc. WHO certification of a
malaria-free status is on demand only. There is no obligation or international binding agreement
for countries to request it. The steps for certification are as follows:
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requested by country

assessed by WHO-led team of experts

judged by WHO Expert Committee on Malaria

granted by Director-General of WHO

published in the Weekly Epidemiological Record (http://www.who.int/wer/en/)

SNk WD =

The costs of the process are borne jointly by the country and WHO: the country identifies the
required funds for all in-country costs, including surveys if needed; WHO will pay for the
external assessment, including consultants and international travel.

The duration of the certification process from request to final decision depends on three factors:

O the boldness of the elimination claim: how likely is it, really?
0 the completeness of the evidence base, the "elimination database"
O the administrative and staff resources at country and WHO levels

The procedures took over 3 years for the United Arab Emirates (2003 - 2007). The process for
Oman had to be put on hold due to a local outbreak in 2007.

The key documents to be prepared by the national government for the certification evaluation
team are listed in annex 11 of the document "Malaria elimination, a field manual for low and
moderate endemic countries" (WHO, 2007,
http://www.who.int/malaria/docs/elimination/MalariaElimination_BD.pdf). A national plan of
action to prevent reintroduction of malaria is the first item on this list.

Prevention of the re-introduction of malaria

Important concepts in the prevention of re-introduction of malaria are vulnerability, receptivity
and vigilance. See the definitions below. The risk of re-establishment of transmission is a
function of the vulnerability and the receptivity of any given area. Both factors can change over
time.

Definitions

Vulnerability: either proximity to malarious areas or resulting from the frequent influx of
infected individuals or groups and/or infective anophelines.

Receptivity: the abundant presence of anopheline vectors and the existence of other ecological
and climatic factors favoring malaria transmission.

Vigilance: a function of the public health service during the programme for prevention of re-
introduction of transmission, consisting of watchfulness for any occurrence of malaria in an area
in which it had not existed or from which it had been eliminated, and the application of
necessary measures against it

Typical aspects of the prevention of re-introduction are (1) prevention and management of
imported malaria, (2) vigilance through general health services, (3) case detection and
investigation, (4) vector control to reduce receptivity in vulnerable areas, and (5) outbreak
control. After elimination has been achieved, malaria programme staff can usually be absorbed
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into other vector control and health programmes. Nevertheless, experience shows that the
maintenance of a central nucleus of malaria expertise is essential to guide the programme
activities for prevention of reintroduction.

Nonimmune travelllers to areas with transmission of falciparum malaria are at risk of serious
disease and death when they get infected. Such travellers may need repellents and other
measures for prevention of mosquito bites between dusk and dawn; chemoprophylaxis with
either doxycycline, mefloqiuine or atovaquone-proguanil; and treatment with artemether-
lumefantrine, atovaquone-proguanil, or quinine in combination with doxycycline or clindamycin.
Travellers with severe falciparum malaria require parenteral artesunate. More information is
availabel in the WHO Guidelines for the treatment of malaria (2006), available at
http://www.who.int/malaria/docs/TreatmentGuidelines2006.pdf, and WHO's International
Travel and Health, http://www.who.int/ith.

Monitoring and evaluation of progress towards malaria elimination

Monitoring is the routine (continuous) tracking of the performance of the malaria surveillance
and response systems. Evaluation is the periodic assessment of changes in targeted results
(objectives) that can be attributed to the malaria surveillance and response systems. Monitoring
and evaluation (M&E) are vital components of the malaria surveillance and response systems.
M&E of anti-malaria activities aims to provide a systematic way of determining the extent to
which elimination programmes are successful in achieving the operational targets and stated
objectives.

Establishing a strong M&E system to measure progress towards malaria elimination at the
country level is of great importance. The M&E components of the programme have to be
developed to:

1. document and guide the reorientation process of the malaria programme: (1) from a
control programme to an elimination programme, and (2) from an elimination
programme to a programme focusing on prevention of reintroduction of malaria;

2. document progress towards achievement of goals and objectives to support each
programmatic shift; and

3. establish a credible information database for ultimate certification of malaria elimination.

Good record keeping is an essential element of a successful programme. Completeness, accuracy
and timeliness of data are essential because the decisions to change to the next phase of the
programme are guided by the progress made in epidemiological indicators, which narrow down
to cases and foci as the programme evolves from a control programme into an elimination one.

The established malaria elimination database will serve as the national repository of all
information related to malaria elimination, including the following major components:

1. National malaria case register — a single database of all individual case information from
identified sources in the whole country. This register allows detailed analysis and
synthesis of epidemiological information and trends that help guide the elimination
programme over time.

2. Malaria patient register — a central repository of all malaria patient records.

3. Laboratory register — a single database. This register should also be linked to the parasite
strain bank.
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4. Parasite strain bank — samples of parasites from individual cases should be stored in a
central strain bank.

5. Entomological monitoring/vector control records — a central repository of information
related to entomological monitoring and application of vector control interventions.

Ideally, management and maintenance of the malaria elimination database would be the
responsibility of a national committee that is independent of the malaria programme. This is
especially useful for countries with a desire for eventual official WHO certification of malaria
elimination, because it removes any real or perceived conflict of interest.

Monitoring and evaluation should focus on four key issues:

1. monitoring the operational aspects of the programme and measuring impact or process
indicators to ensure that the activities are yielding desired results and moving the
programme towards achieving its operational targets and objectives;

2. monitoring changes in epidemiological indicators resulting from the activities
implemented,

3. appropriately interpreting results and informing revisions in policies or strategies, when
needed, to help ensure progress; and

4. documentation of progress towards malaria elimination.

At the stage where the number of malaria cases becomes low, as observed in all affected
countries of the European Region, the use of the conventional malariometric indicators like
annual parasite incidence (API) often becomes meaningless, and the main question is then to
ascertain whether malaria transmission is still taking place in a given area. At the elimination
stage, all the cases that are reported should be subject to epidemiological investigation. The
result of investigation is an epidemiological diagnosis of each case in terms of its place, time and
source. The presence of particular categories of cases is the basis for classification of malaria
foci. A malaria focus is defined as “a defined and circumscribed locality situated in a currently or
formerly malarious area and containing the continuous or intermittent epidemiological factors
necessary for malaria transmission”. This concept is crucial for those malaria programmes that
aim at an interruption of malaria transmission, since the focus as a minimum entity is the object
of malaria action. The identification and monitoring of the functional status of malaria foci is a
cornerstone for success in the interruption of malaria transmission or prevention of its
reintroduction. The status of every focus should be periodically reviewed and re-categorized
when necessary.

Conclusions

The meeting has taken place three years after the endorsement of the Tashkent Declaration, “The
Move from Malaria Control to Elimination”, by all malaria-affected countries of the WHO
European Region. In the context of malaria elimination, particular emphasis is given to
situations, where there is a risk of spread of malaria between countries and regions. The rationale
for organizing this meeting was to stress the need to strengthen cross-border collaboration for
solving common malaria-related problems.

The substantial reduction in the incidence of malaria and, as a result, in the number of malaria
cases (from 37 173 cases in 1999 to 1226 in 2007) over the past nine years (1999-2007) is the
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evident achievement of the regional malaria programme. Since 2008, all malaria-affected
countries of the European Region have moved to the elimination phase and their national
strategies on malaria have been revised to reflect the new elimination realities. Turkmenistan and
Armenia have had zero locally acquired malaria cases for three consecutive years (2006-2008),
and they may officially request WHO to certify their malaria-free status.

Participants at the meeting reaffirmed their commitments to the Tashkent and Kabul
Declarations, and stressed the importance of the 2008 Tallinn Charter, “Health Systems for
Health and Wealth”, for actions against malaria with the goal of eliminating malaria in the
European Region by 2015. The need to ensure that malaria-affected countries are fully supported
in their efforts to planning, implementing, monitoring and evaluating malaria elimination
programmes, and capacity building by WHO and partners was emphasized. Particular emphasis
should be given to situations, where a risk of spread of malaria across shared borders exists. In
order to achieve the declared goals and objectives of the regional strategy, participants urged
partners to increase the level of financial assistance for malaria elimination. A shortfall in
funding would limit the scope of malaria elimination activities in the Region. A severe shortage
of anti-malaria drugs for treatment and chemoprophylaxis of imported malaria, in particular

P. falciparum, at national level is a major obstacle for successful implementation of malaria
elimination programmes.

BbiBOAbI

JlaHHO€ CcOBelllaHue MPOBOANIOCH TPU T'0/la CIyCTs Mocie patudukanuu TamkeHTCKon
Hexnapanuu «Brnepea oT 60pb0bI K 3IMMHHALMY MAJIIPUU» BCEMU cTpaHaMu EBponeiickoro
Pernona, nopaxkeHHpIMU Massipueii. B KoHTeKcTe AIMMUHAIIMN MaTISIpUH, 0cO00€ BHUMAaHHE
YIENSETCs CUTYalUsIM, TJIe CYIIECTBYET PUCK paclpoCTPaHEHUs MAIIPUU MEKIY COCEIHUMHU
cTpaHaMu 1 peruoHamu. OO0CHOBaHHMEM 7S IPOBEACHUS TaHHOTO COBEIAHMs MTOCTYKHUIIa
HEOOXOIMMOCTh YCHJICHHS TPAHCTPAHUYHOTO COTPYJHHYECTBA IS peIIeHHsI O0IIMX mpodiiem,
CBSI3aHHBIX C dJMMUHAIMEN MaJsipuu.

3HaYNTENbHOE CHIDKEHHE YPOBHS Nepeadl MAISPUH U, KaK pe3yJIbTaT, KOJMYECTBA €€ CITydaeB
(c 37 173 cnyuaeB B 1999 roay no 1 226 B 2007 roxy) Ha IPOTSDKEHUH TOCIEIHUX JEBSATH JIET
(1999-2007), siBAsieTCsl OYEBUIHBIM JOCTUKEHUEM PETMOHATILHOM MPOTUBOMAIAPUITHON
nporpammebl. C 2008 roja, Bce cTpaHbl OpaskeHHbIE Masipueil B Pernone okoHYaTeIbHO BOIILTH
B (ha3y MMMUHALINY, U MX HAIIMOHAIBHBIC CTPATETUH 110 MAISPUH ObUTH TIEPECMOTPEHBI B
COOTBETCTBHM C U3MEHUBIIMMUCS CUTYalUsIMU U HOBBIMU ITOCTABJICHHBIMHU 331a4aMHU 1O
AMMMUHALUYU MaJIsipuu. TypKMEHHUCTaH U ApMEHHs, B KOTOPBIX HE OBbLJIO 3aperMCTPUPOBAHO HU
OJIHOTO CITy4yasi MECTHOH Mepeauu Mallipiy Ha IPOTSDKEHUHU TocenHux Tpex jet (2006-2008)
MoryT ourmansHo 3anpocuts BO3 as npoBenenns cepTudUKanuy IMMAHALIMN MaJISIpUH.

VYdacTHUKaMU COBEIIaHUS OBLIH MOATBEPKICHBI 0053aTEIHCTBA B OTHOIICHUH TaIIKEeHTCKOW 1
Kabynnckoit Jlexknapanuii, 1 BaXXKHOCTH TIOJI0KEHUH HEAaBHO MPUHATON TayumMHHCKONW XapTHu,
2008 «Cuctemsl 3npaBooxpaHeHust Uist 340pOBbs U brnaronomyuus 11st 1€ TEIbHOCTH,
HaIpaBJICHHOM Ha >nuMuHaIui0 Maisipun B EBponetickom perrnone BO3 k 2015 rony. beina
TaK)Ke MOJ4YEePKHYTa He0OOXOIUMOCTh TapAaHTHPOBATh BCEM CTPaHaM, OPAKEHHBIM MaJlsipuen
IOJIHYIO MOAJEPKKY cO cTopoHbl BO3 1 napTHEpOB B IIJIaHUPOBAHHUHU, IIPOBEIECHUH,
MOHMTOPHHIA U OLIEHKU HallMOHAJIBHBIX MPOTrPaMM I10 IUMHUHALIMYA MAJISIpUH, a TAKXKE B
HOJrOTOBKE HALIMOHAIBHBIX KaipoB. Ocoboe BHUMaHKE 0JIKHO OBbITh YJIEJIEHO CUTYyalusiM, I71e
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CYILIECTBYET PUCK PAaCIPOCTPAHEHUS MAJIIPUM MEXAY IPUIIETAIOUIMMH IOIPaHUYHBIMU
TEPPUTOPHUSAMU COCEAHUX CTpaH. [yt ToCTHKEHMS TOCTABJICHHBIX LIeJIEH U 3a1a4
OCYLIECTBJISIEMON PETMOHAIIHON CTPATEruy, yYaCTHUKHU IPU3BaJId HAPTHEPOB U JIOHOPOB
YBEIUYUTH pazmep (PMHAHCOBOI MOMOIIHN JJIS IPOBEJCHUS IPOTPAMM I10 SJIMMUHAIIMH MAJIIPUU.
Henocrarok ¢puHancoB orpaHHYuT 00BEM MEPOTIPUSATHIN, HATTPABICHHBIX HA DITUMHHALIAIO
Massipud B Perrone. 3HaunTenbHBIM NPEMATCTBUEM JIJIs1 YCIIEIIHOTO MPOBEACHUS TPOrPaMM IO
ANMMUHALUY MAJSIPUH SABIISIETCS OTCYTCTBHE HA/ICKHOTO CHAOKEHHS JIEKAPCTBEHHBIMU
npenapaTamu JUisl IeYeHUs U TPOPUIaKTUKH 3aBO3HON MAJSIPUH, B YACTHOCTH €€ TPOITMYECKON
(hopMbl Ha ypOBHE cTpaHbl. [ TaBHBIM 00Pa30M 3TO CIy4aeTcsl U3-3a TOTO, YTO Ha CTAIUH
AMMUHALUYU MaJSIpUM TpeOyoTCs HEOOIbIINE KOIUYECTBA IPENapaToB U OIOPOKPATHIECKUE
IIPOLEAYPBI CO3/1aI0T HENPEOAOIUMBIE NPENATCBUS 71 IOIYYEHMsI JIEKAPCTBEHHBIX IIPENapaToB
B CPOK.

Recommendations

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

For Member States

1. Previous commitments to malaria elimination and cross-border collaboration expressed in
the Tashkent and Kabul Declarations should be considered as one of the priority tasks of
public health and socio-economic development of the countries.

2. In collaboration with WHO, to assess malaria elimination programmes in Armenia and
Turkmenistan.

3. In collaboration with WHO, to continue implementing, monitoring and evaluating malaria
elimination programmes in Azerbaijan, Georgia and Turkey.

4. In collaboration with WHO, to ensure that training programmes are adapted to and
appropriate for the implementing strategy on malaria elimination.

5. In collaboration with WHO, to continue the strengthening of epidemiological services and
information systems; including an operational research component, capable of adequate
planning, implementing and evaluating interventions related malaria elimination.

6. At the malaria elimination phase, adequate malaria surveillance should be designed to
discover any evidence of continuation of malaria transmission and its underlying causes.
Epidemiological investigation and classification of all cases of malaria should be carried
out without any delays.

7. In collaboration with WHO, to revise drug policy related to treatment and
chemoprophylaxis of imported malaria, particularly P. falciparum and to ensure the
availability of drugs for this purpose.

8. To promote cross-border collaboration and cooperation on malaria elimination among
neighbouring countries of the WHO European and Eastern Mediterranean Regions.
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To enhance collaboration on malaria elimination with existing and potential partners and
donors, including the GFATM.

For WHO (European Region)

1.

7.

To continue supporting countries in their efforts towards implementing, monitoring and
evaluating the national malaria elimination programmes.

To continue supporting countries in conducting malaria-oriented operational research
activities, particularly on issues related to elimination.

To assist in the organization of a regional training course on vector biology and control, to
be held in 2009.

To assist in the organization of a regional training course on malaria elimination, to be
held in 2009-2010.

To assist in the organization of an inter-country meeting between Azerbaijan and Georgia
in March-April 2009. Main outcome: a joint plan of action for interruption of malaria
transmission in the border areas of both countries.

To consider establishing a regional mechanism for supplying anti-malaria drugs of
assured quality for countries where malaria transmission have been interrupted or
relatively low (for treatment of imported malaria and as emergency stock of necessary
drugs).

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

For WHO (European and Mediterranean Regions)

1. To establish a regional or inter-regional task force, comprising representatives of the
countries concerned, WHO staff and experts, in order to review the progress made with
malaria elimination and advise on the next steps.

2. To assist in the organization of inter-regional meetings and study tours, in order to learn
about and share experiences on malaria elimination between countries and regions.

3. To continue assisting in developing and submitting joint malaria project proposals for
neighbouring countries belonging to the above-mentioned Regions.

4. To assist in the organization of an inter-country meeting between Afghanistan and
Turkmenistan in March-April 2009. Main outcome: a joint action plan in order to
coordinate and synchronize malaria control and elimination activities in border areas of
these countries.

For WHO (headquarters)
1. To develop tools for assessment of malaria elimination programmes, including (a)

technical guidelines on monitoring and assessment of these programmes with a
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description of recommended indicators; (b) technical guidelines on the reorientation from
elimination to prevention of reintroduction of transmission; and (c) a model epidemic
preparedness plan with a description of mechanisms to predict, detect at early onset and
rapidly respond to any abnormal situation related to malaria.

For partners (including the GFATM)

1. To assist in promoting malaria elimination efforts within the European Region, paying
particular attention to strengthening health systems and human resource capacities,
improving epidemiological services and research capabilities, and promoting social
mobilization.

2. To support the development of inter-country project proposals on malaria elimination.

PekomeHaaummn

HwmxenpuseneHHble peKOMEHIAINN UCXOAAT U3 00CYXICHNH B pabouuX rpymnmnax u
MOCJICAYIOIIETO 0JJ00OPCHMSI YYaCTHUKAMU BO BPEeMs 3aKIIFOUUTEIILHOM MJICHAPHOW CeCCUU:

JJ1s1 cTpaH-y4acTHUKOB

O0s13aTenbCTBa, B3ATHIE CTpPAaHAMH B 00JIACTH SIMMHUHALIMK MAIIPUU U TPAHCTPAHUIHOTO
COTpYJIHUYECTBa, N3noxeHHbie B Tamkentckoit u Kabynbckoit Jleknapanusx B 2006
rojly CUUTaTh OAHOM M3 INIaBHBIX IPUOPUTETHBIX 3a/1a4 3PaBOOXPAHEHUS U COLIUAIBHO-
SKOHOMHMYECKOTO Pa3BUTHA JAHHBIX CTPAaH;

B corpyannuectse ¢ BO3, oLileHUTh COCTOSIHUE TPOrpamMM O NIMMHUHALUU MaJIIpUU B
Typxmenucrtane 1 ApMeHHd;

B corpyaaugectse ¢ BO3, npomomkuts paboTy 1O peann3anui HallHOHAIBHBIX
IpOTpaMM IO SITMMHUHAIINH MAJISIPUX U UX MOHUTOPHUHTY B Typuunu, AzepOaiimkane u
I'py3uu;

B cotpyannuectse ¢ BO3, o6ecnieunTs, 4TOOBI IPOrpaMMBbl OATOTOBKUA KaApOB ObLIH
aZanTHPOBAHBI U COOTBETCTBOBAJIM MOTPEOHOCTSIM pEaIn3yeMOM CTpaTeruu,
HalpaBJIEHHON Ha 3JIMMHHALUIO MAJISIPUY;

B corpyaaunuectse ¢ BO3, npo1omkuTh yKperieHHe 3MUIEeMUOIOTHIECKUX CITYXO0 1
MH(QOPMAITMOHHBIX CUCTEM, BKJIIOYAsi HAyYHO-UCCIIEI0BATENbCKUN KOMITOHEHT, IS
o0ecrieyeHns aJIeKBaTHOTO IIAHUPOBAHUS, IPOBEICHUS U OLIEHKU MEPOIPUSATHIH,
CBSI3aHHBIX C 3JIMMUHAIIMEH MaJISIPUL;

B cTagum snuMuHAIIIN MaISpUH aIeKBATHOTO 3MHUAEMHUOIOTHIECKAN HAI30D TOKEH
OBITH HalNpaBJieH Ha TIOUCK JIFOOBIX TIPU3HAKOB MTPOJIOJDKAIOIICICS OCTaATOYHON TIepeaadn
MaJISIpUH U OTIpeiesieHrne e€ MpudrH. Bcee ciydan U odaru Maisipud JIOJDKHEI OBITh
MOJIBEPTHY THI JIETAILHOMY 3IHEMHOJIOTHYECKOMY pacclieZIOBaHUIO U KIacCHu(PUKAIH B
MaKCHMalIbHO KPaTKHE CPOKH;
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7. B corpyanuuectBe ¢ BO3, mepecMoTpeTh MOJUTUKY B OOJIACTH JIEKAPCTBEHHBIX
npenapaToB AJIS JIEUEHUs U NPOPUIAKTUKH CIy4aeB 3aBO3HON MaJsipuu, B 0COOEHHOCTH
e€ Tporrueckoit GopMbI U 00ECTIEUUTh HATTMYHUE HEOOXOMMBIX JIEKAPCTBEHHBIX
MpenapaToB JUIsl 3TUX IIENIEH;

8. VYayumnts B3auMopenicTBue Mex 1y crpanamu EBporneiickoro u Bocrouno-
Cpean3eMHOMOPCKOTO PETHOHOB 10 KOOPAMHALNY TPOBEACHUSI MEPOIIPUSITHH 110
3JIUMUHALUN MaJsIpHUH;

9. Pacmupsrh COTpYAHUYECTBO B BOIIPOCAX STMMUHAIIMHA MAJISIPHH C CYIIECTBYIOIIMMHU U
NOTEHIMATbHBIMUA TTAPTHEPCKUMHU U JIOHOPCKUMH OPTaHU3alUsIMH, BKITIOYAs
I'nmoGanpubil oH.

Jasa BO3 (EBponeiickoe PeruonanasrHoe bropo)

1. HpOI[OJ'DKI/ITB OKa3aHUEC MOMOIIX CTpaHaM B UX YCHUIIUAX 110 IJIAaHUPOBAHHUIO U
IMPOBECACHUIO HAITMOHAJIBHBIX ITPOIr'paMM I10 SJIMMHUHAIIUN MaJISAPUH;

2. HpO,Z[OJ'DKI/ITB OKa3aHUC NMOMOIIH B IIJIAHUPOBAHWHA U MPOBCACHUHU HAYUHO-IIPAKTUYCCKHUX
HCCHC}IOBaHI/Iﬁ 0 MaJIIpruH, B HaCTHOCTHU B obnactu eé SJIMMUHAIIUH,

3. Oka3arp MOMOIb B OPraHU3aIMK PETHOHAIBHOTO Kypca MO MOATOTOBKE KaJpOB B
obnactu 6MoJ0ruHu U OOPKLOBI ¢ TepeHocurKamMu Maisipun B 2009 rony;

4. Oxazarh MOMOIIIb B OPTaHU3alMN PETMOHATIBFHOTO Kypca 1Mo MOATOTOBKE KaJIpOB B
obnactu ammmvuHANIY Maisipud B 2009-2010 romax;

5. Oka3zaTh IOMOIIb B OpPraHU3AIMHA MEXCTPAHOBOT'O COBEIIAHUS MEXIY A3epOailaHoM U
I'py3ueii B mapte-anpeine 2009 roga. Pe3ynpTaToM JaHHOTO COBELIAHUS JOJKEH CTAaTh
COBMECTHBIH MJIaH JIEHCTBUH 11O COTPYJHUYECTBY C LENbIO MEPEPHIBA MepeAadn MaIIPUN
B IIOIpPaHUYHBIX PaiOHaX 3TUX CTPaH;

6. PaccMoTpeTh BOZMOKHOCTB CO3/IaHUSI MEXaHU3M O0ECIIE€YeHHUs CTPaH
IPOTUBOMAJIIPUMHBIMY IIpenapaTaMy rapaHTUPOBAHHO KauecTBa I CTPaH C
NpepBaHHON WM OTpPaHUYCHHOM nepeaayeii Mansapuu ( Kax JUist J€YSHHS 3aBO3HBIX
CIIy4aeB, TaK M B KAUECTBE 3araca Ha ciy4yail Ype3BblYaiiHbIX CUTYaLHil);

7. Oxa3zaTh IOMOIIb B MOOWJIM3AIMH JTOTIOTHUTEIBHBIX PECYPCOB JUISI SITMMHUHALIUU
MaJsIpyH.

Jas BO3 (EBponeiickoe pernoHanbHoe 010po u Boctouno-CpeauseMHOMOpCKoe 010po)

1. CozpaTh permoHaJIbHYIO WK MEKPErHOHAIBHYIO IPYIINY, BKIIOUYAIOILYIO0
npeAcTaBUTENeH BceX 3aMHTEPECOBAaHHbIX CTpaH U 3kcnepToB BO3 1 onieHku
nporpecca B 00JacTi 3JMMUHALIMK MAJISIPUU M COBETA Ha MOCIEAYIOIIHE IIark B JAHHOM
HalpaBJICHUH;
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Oxa3zaTh OMOILb B OPraHU3alMU MEKPErHOHAIBHBIX COBELIaHUN 1 0OMeHa
CMEeLUAINCTAMU C LIeNIbI0 00yUeHHsI 1 OOMEHa OIBITOM B 00JIACTH AIMMHUHALUYI MaJSIpUH
MEX/y BBILIEYIIOMSIHYTHIMH PETMOHAMHU U CTPAaHAMMU;

IIpomomkuTs OKazaHWE MOMOIIHN B MMOATOTOBKE U MPEAOCTABICHUE UISI PACCMOTPEHUS
COBMECTHBIX ITPOEKTOB IO MAISIPUH, BKITFOYAOIINX OTPAaHUYHBIEC CTPAHBI
BBIILICYTIOMSIHY THIX PETHOHOB;

Oxkazarb MOMOIIs B OPraHU3alUU MEKCTPAHOBOTO COBEUIAHHUA MeXAy TypKMEHUCTaHOM
u Adranucranom B mapte-anpese 2009 roga. C menpio KOOpAUHAIIMKA U CHHXPOHU3AIUU
IPOTUBOMAJIIPUIHBIX MEPONPUATUN Ha IPUTPAHUYHBIX TEPPUTOPUAX 00CHX CTpaH IUIaH
COBMECTHBIX JAEHCTBHI ¢ pa3pabOTaHHBIMM MEXaHU3MaMH ISl €r0 OCYILECTBIICHHS
JIOJKEH CTaTh Pe3yIbTaTOM JIaHHOTO COBEIIAHUSL.

Jas mrad-kBaptupsl BO3

Pa3paboTaTs HHCTPYMEHTHI OLIEHKH MPOTPAMM I10 AIUMUHANNY BKIIoYas (1) TexHmdeckoe
PYKOBOJCTBO [0 MOHUTOPUHTY U OLICHKE IPOrPAMM C OIMCAHUEM PEKOMEHYyEMBIX
WHAMKATOPOB, (2) TEXHUUECKOEe PYKOBOJICTBO IO MEPEOPUEHTALINN TIPOTPAMMBI
SJMMHHALIMY Ha MPEAYNPExACHIE BOZHUKHOBEHUS Mepeaavu MalsIpiH, U (3) MOAEIbHBIHA
IUTaH TOTOBHOCTH K YPE3BbIYaiHBIM CUTYaLUsAM B CIIy4ae SMUAEMHYECKON BCIIBIIIKH
MaJISIpUU C OIIMCAaHUEM MEXaHU3MOB IIPOTHO3UPOBAHUs, pAHHETO PacIlO3HABAHMS U
OBICTPOTO OTBETA HA TAHHYIO YPE3BBIYANHYIO CUTYALHIO.

Jnsa napTHepoB (Bkitouas ['nodanbublil @oHT)

1.

2.

Crioco0CTBOBATH YCHEITHOMY MTPOBEICHUIO MPOTPAMM I10 HIUMUHALINY MAJISIPUH B
Peruone, yaenss ocob0oe BHUMAaHUE YKPEMJICHNUIO CUCTEM 3/1paBOOXPaHEHMs], IOATOTOBKE
KaJIpoB, YIYUYIICHUIO SMTUAEMUOIOTUUECKUX CIY>KO U yKpeIUIeH!S] HayYHO-
IPaKTUYECKOr0 MOTEHIIMANA, a TAKKE MOOMIN3ALUU HACEIICHMUS,

HOI[,I[Cp)KaTB pa3pa60TKy MECKCTPAHOBLIX IMPOCKTOB 11O 3JIMMHUHAIIUU MAJISIPUU.
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Annex 1
Programme
Tuesday, 23 September

08.30-09.00 Registration

09.00-09.15 Welcome by Ministry of Health, Turkey

09.15-09.30 Welcoming address by WHO
(WHO/GMP/HQ), (WHO/Europe)

09.30-09.45 Introduction of participants
Meeting objectives and arrangements
Election of Chairperson and Rapporteur

09.45-10.15 Coffee break

10.15-10.35 Malaria elimination: the current situation, challenges and possible
scenarios
(WHO/GMP/HQ)

10.35-10.55 Progress towards eliminating malaria in the WHO European Region
(WHO/MAL/European Region)

10.55-11.15 Progress towards eliminating malaria in the WHO Eastern-
Mediterranean Region
(WHO/MAL/Eastern-Mediterranean Region)

11.15-11.45 Plenary discussion

11.45-12.45 Progress and challenges towards eliminating malaria at country level
(Armenia, Azerbaijan, Georgia)

12.45-14.15 Lunch break

14.15-14.55 Progress and challenges towards eliminating malaria at country level
(Turkey, Turkmenistan)

14.55-15.15 Plenary discussion

15.15-15.55 Progress and challenges towards eliminating malaria at country level
(Iraq, Syria)

15.55-16.10 Coffee break

16.10-16.30 Tallin Charter: Malaria elimination in the WHO European Region
(V. Davidyants)

16.30-16.45 Plenary discussion

16.45-17.00 Wrap-up session — closure of first day (Rapporteur)
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Wednesday,
24 September

09.00-09.45

Strategies and approaches specific to malaria elimination, incl.
capacity building
(Dr A. Beljaev)

09.45-10.30

Monitoring and evaluation of progress towards malaria elimination
(Dr R. Kurdova-Mintcheva)

10.30-10.45

Plenary discussion

10.45-11.15

Coffee break

11.15-11.45

Prevention of the re-establishment of malaria and WHO certification
of malaria elimination
(WHO/GMP/HQ)

11.45-12.00

Plenary discussion

12.00-13.00

Lunch break

13.00-13.15

Introduction of group work

13.15-17.15

Group work (Drafting recommendations):

Working group 1: Next steps for malaria elimination and cross-border
collaboration (representatives of Turkey, Iraq and Syria, experts,
WHO)

Working group 2: Next steps for malaria elimination and cross-border
collaboration (representatives of Azerbaijan and Georgia, experts,
WHO)

Working group 3: On the way to eliminating malaria and certifying
the malaria-free status (representatives of Armenia and
Turkmenistan, experts, WHO)

17.15-17.30

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

Thursday, 25 September

09.00-11.00 Group work continued

11.00-11.30 Coffee break

11.30-12.00 Working group presentations — conclusions/recommendations
12.00-12.45 Plenary discussion and adoption of recommendations
12.45-13.00 Closing statements and remarks
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List of Participants

Dr Mahdi Salih Ahmed
Director

Public Health Centre
Zakho District, Dahuk, Iraq

Dr Sofiya Aliyeva

Chief Specialist

Epidemic Surveillance and Parasitology
State San-Epid Services

Ministry of Health and Medical Industry
Ashgabat, Turkmenistan

Dr Hind Bakour

Director, Malaria Programme

Chronic Diseases Directorate

Ministry of Health and the Environment
Damascus, Syrian Arab Republic

Dr Andrei Beljaev

Tropical and Parasitic Diseases Department
Central Institute for Postgraduate Medical Training
Moscow, Russian Federation

Professor Vladimir Davidyants

Director of Information and Analytical Centre
National Institute of Health

Ministry of Health

Yerevan, Armenia

Dr Rasul Efendiyev

Director, Project Implementation Unit
GFATM

Baku, Azerbaijan
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Dr F. Cihanser Erel
Deputy Undersecretary
Ministry of Health
Ankara, Turkey

Dr Saffet Es

Director

Malaria Control Department
Ministry of Health

Ankara, Turkey

Dr Harun Fidanci

Medical Technician
Malaria Control Department
Ministry of Health

Ankara, Turkey

Dr Mariam Ghukasyan

Head Specialist

State Hygienic and Anti-Epidemic Inspectorate
Ministry of Health

Yerevan, Armenia

Dr Merab losava

Head

Department of Medical Parasitology

National Center for Disease Control and Public Health
Thilisi, Georgia

Dr Ara Keshishjan

Director, Malaria Control programme
Centre for Disease Control & Prevention
Ministry of Health

Yerevan, Armenia

Dr Rossitza Kurdova-Mintcheva

Associate Professor

National Center of Infectious and Parasitic Diseases
Ministry of Health

Sofia, Bulgaria



Dr Annamurad Orazov

Deputy Minister

Head of State San-Epid Services
Ministry of Health and Medical Industry
Ashgabat, Turkmenistan

Dr Kasym Rosiyev

Head, Parasitology Department
Ministry of Health and Medical Industry
Ashgabat, Turkmenistan

Dr Ahmed Akram AL Salman
Manager

National Malaria Programme
Ministry of Health

Baghdad, Iraq

Dr Mustafa Topal

Biologist

Malaria Control Department
Ministry of Health

Ankara, Turkey

Dr Seher Topluoglu

Vice Director

Malaria Control Department
Ministry of Health

Ankara, Turkey

Dr Shota Tsanava
Deputy Director
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National Center for Disease Control and Public Health

Thilisi, Georgia

Dr Abbas Soltan Valibayov
Deputy Minister of Health
Ministry of Health

Baku, Azerbaijan

Dr Omer Yedikardaslar
Medical Doctor

Malaria Control Department
Ankara, Turkey
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World Health Organization
Regional Office for Europe

Dr Mikhail Ejov

Medical Officer
Communicable Diseases Unit
Copenhagen, Denmark

Dr Srdan Matic

Head a.i.

Communicable Diseases Unit
Copenhagen, Denmark

Ms Karen Taksge-Vester
Programme Assistant
Communicable Diseases Unit
Copenhagen, Denmark

WHO/Europe Country Offices

Dr Elkhan Gasimov
Technical Officer, Communicable Diseases
Baku, Azerbaijan

Dr Bahtygul C. Karriyeva
Head, WHO Country Office
Ashgabat, Turkmenistan

Mr Mehmet Kontas
Head a.i., WHO Country Office
Ankara, Turkey

Dr George Kurtsikashvili
Technical Officer, Communicable Diseases
Thilisi, Georgia

WHO headquarters

Dr Aafje Rietveld

Medical Officer

Global Malaria Programme
Geneva, Switzerland
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