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ABSTRACT

The meeting took place following the endorsement of the Tashkent Declaration “The Move from Malaria
Control to Elimination” and the Kabul Declaration “Health for All. Health by All: Communicable Diseases
Recognize No Borders”. The ultimate goal of the new strategy, which has recently been published, is to
interrupt the transmission of malaria by 2015 and eliminate the disease within affected countries of the
WHO European Region. In areas and countries where malaria had been eliminated, attention is given to
maintaining the malaria-free status. The reduction in the number of A. falciparum malaria cases by more
than ten-fold over the past six years (2000-2005) is the most conspicuous achievement of the regional
malaria programme to date.

The main purpose for organizing the meeting was to outline a strategic direction towards undertaking the
new elimination effort within malaria-affected countries of central Asia, and to enhance cross-border
cooperation in the field of malaria control and elimination between central Asian countries and
Afghanistan. The results achieved by countries, WHO and partners were greatly appreciated, and the
countries of central Asia reaffirmed their commitment to move further from malaria control to elimination,
with the aim to interrupt the transmission of P. falciparum malaria in central Asia by 2010. Participants
also emphasized the need to promote inter-regional collaboration and coordination between the WHO
European and Eastern Mediterranean Regions on issues related to malaria control and elimination, and to
ensure that their bordering countries, in particular Tajikistan and Afghanistan, are fully supported in the
endeavours to achieve the stated objectives.
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Executive summary

The meeting, organized by the WHO Regional Office for Europe (EURO) in collaboration with
the Government of Tajikistan, the Agency for Technical Cooperation and Development
(ACTED) and the WHO Regional Office for the Eastern Mediterranean (EMRO), took place (1)
seven 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, and (2)
one year following the endorsement of the Tashkent Declaration “The Move from Malaria
Control to Elimination” by all malaria-affected countries of the WHO European Region. The
Kabul Declaration, “Health for All. Health by All: Communicable Diseases Recognize No
Borders”, which emphasized a unique opportunity to fight malaria and other communicable
diseases was also signed by a number of countries from EURO and EMRO in 2006. The ultimate
goal of the new regional strategy, which has been published recently, is to interrupt the
transmission of malaria by 2015 and eliminate the disease within affected countries of the WHO
European Region. Top priority in the new regional strategy is given to P. falciparum malaria.
With adequate investment and political support, the chances of interrupting transmission of P.
falciparum malaria in Tajikistan by 2010 and preventing the re-establishment of its transmission
in other central Asian countries (Kyrgyzstan, Turkmenistan and Uzbekistan) are high.

The main purpose for organizing this meeting was to outline a strategic direction towards
undertaking the new elimination effort within malaria-affected countries of central Asia, and to
enhance cross-border cooperation in the field of malaria control and elimination among central
Asian countries, and between them and Afghanistan. The objectives of the meeting were (1) to
report on progress made with malaria control and elimination in participating countries; (2) to
share experiences with malaria control and elimination between countries and regions; (3) to
consent to a strategic plan to achieve elimination of P. falciparum malaria in central Asia; and
(4) to promote cross-border cooperation. The following countries were represented: Afghanistan,
Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan and Uzbekistan. WHO was represented by
staff from WHO headquarters, the Regional Offices for Europe and the Eastern Mediterranean as
well as Tajikistan and Afghanistan. Representatives from ACTED/central Asia, GFATM in
Tajikistan, the Central Institute for Postgraduate Medical Training/Russian Federation, the
Vavilov Institute of General Genetics/Russian Federation attended the meeting as well.

Participants greatly appreciated the efforts being made by the countries, WHO and its partners to
consolidate the results achieved and to move further from malaria control to elimination.
Participants reaffirmed their commitment to the declared goals and objectives of the new
regional strategy on malaria. Taking into account the substantial progress made with malaria
control in affected countries of central Asia, where the incidence of P. falciparum malaria has
been brought down to such levels that interruption of its transmission may become a feasible
objective in the near future, participants welcomed the sub-regional initiative to eliminate P.
falciparum malaria. The strategic guidance and technical support provided by WHO was
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
elimination campaigns. In the context of malaria elimination, particular emphasis should be
given to border areas of central Asian countries and Afghanistan, where there is a risk of spread
of malaria across shared borders. In order to achieve a greater impact on the malaria situation
and proceed with malaria elimination in countries of the WHO European and Eastern
Mediterranean Regions, participants underlined the need to create greater awareness of the
successes of anti-malaria programmes and to intensify partnership actions, and urged partners
and donors to increase the level of financial assistance for malaria elimination as well.
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It was recommended for Member States:

. to remain committed to the Tashkent Declaration “The Move from Malaria Control to
Elimination” endorsed by all malaria-affected countries of the WHO European Region, and
to the Kabul Declaration “Health for All. Health by All: Communicable Diseases
Recognize No Borders” endorsed by a number of countries of the European and Eastern
Mediterranean Regions;

. in collaboration with WHO, to make all possible efforts required to interrupt the
transmission of P. falciparum malaria by 2010 in Tajikistan and to prevent the re-
establishment of its transmission in other countries of central Asia:

— to develop/revise and implement plans of action directed at eliminating P. falciparum
malaria;

—  to streamline mechanisms for a more coordinated action aimed at malaria elimination
between all parties concerned (governmental bodies, international agencies, non-
governmental organizations and the private sector) at inter-country and country levels;

—  to scale-up anti-malaria programmes, paying particular attention to strengthening
health systems and human resource capacities at national and district levels, improving
national epidemiological services and research capabilities, and promoting social
mobilization;

. in collaboration with WHO, to promote cross-border collaboration for solving malaria-
related issues for countries of central Asia and Afghanistan:

—  to provide all possible support to Afghanistan, particularly in the northern part
bordering countries of central Asia, to intensify malaria control interventions;

—  to work out an intervention cross-border strategy to solve common malaria-related
issues, with particular emphasis on treatment policy, vector control, epidemic warning
and response, and information and research exchange;

—  to consider the opportunity to develop and implement a joint action plan in order to
coordinate and synchronize malaria control and elimination in border areas;

— to appoint malaria focal points for each country in order to coordinate cross-border
issues related to malaria control and elimination;

. to support the initiative to establish a World Malaria Day.

It was recommended for WHO and partners:

. to continue supporting countries in their efforts towards implementing the new regional
strategy with the goal of eliminating P. falciparum malaria in countries of central Asia by
2010;

. to assist in drawing up and submitting by April-May 2007 a joint project proposal to
strengthen cross-border coordination and cooperation in the field of malaria control and
elimination between Tajikistan and Afghanistan;

. to assist in organizing a regional meeting (with participation of neighbouring countries of
the WHO Eastern Mediterranean Region) in order to report on achievements and to share
experiences on malaria control and elimination, to be held in 2007,

. to assist in establishing an inter-regional secretariat for coordination of cross-border
activities for malaria elimination and control in countries of central Asia and Afghanistan;
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to assist in building adequate malaria epidemiological services and information systems,
with an operational research component, capable of planning, monitoring and evaluating
anti-malaria activities at national level;

to assist developing training/learning programme/materials and organizing an international
training course on malaria elimination;

to support the establishment of a roster of experts on malaria elimination; and

to assist in creating greater awareness of the successes of anti-malaria programmes and
mobilizing additional financial resources to support countries’ endeavours to control and
eliminate malaria.
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PE3IOME

[anHoe coBelanue, opranu3osanHoe EBponeiickum PernonansusiM bropo BO3 B
cotpyaauuectse ¢ [IpaBurensctBoM TamkukucTana, AT€HTCTBOM 1O TeXHHUEeCKOMY
CorpynuanuectBy u Pazsuturo (AKTE/) u Bocrouno-CpennzemaoMopcknM PernonambHBIM
Bropo BO3, mpoBoautes (1) ceMb JIeT CITyCTsI MOCIe pa3padOTKK U YCIEITHOTO OCYIISCTBICHUS
pernoHanbHOM cTpaterun «O0parum Bemsars Massipuio» B OpayKeHHBIX MaJlsipueit cTpaHax
EBpormneiickoro peruona BO3, u (2) rox cnycts nocne npuastus Tamkentckoit Jexnapanumn
“Brnepen ot bopn0b1 k Dnumunanun mansipun”. Kabyneckas Hexnapanus «HbeKknnoHHbIE
bonesnu He Pacno3narot I'paHuiy, oTMETUBINAS YHUKAIBHYIO BO3MOXKHOCTh U1 IPOBEACHUS
COBMECTHBIX JAEHCTBHIA, HAIIPABJICHHBIX Ha OOPHOY ¢ MassApueil U ApyruMy NH(PEKIMOHHBIMU
Oosie3HAMU OblIa TakXkKe MPUHATA psiioM cTpaH EBponeiickoro u Boctouno-
Cpenuzemaomopckoro peruoHoB BO3 B 2006 roay. Llenbio HOBOM pernoHanbHOM CTpaTeru,
KOTOpasi HeIaBHO ObLIa OIMyOJIMKOBaHa, SIBJISIETCS TIEpephIB nepenaun Maitspud k 2015 u eé
3JIMMUHAINA BO BCEX MOpaXXEHHBIX cTpaHax EBponeiickoro Pernona. Ilpnopurer B HOBOI
CTpaTeruy OTAAETCS TPOoMUYecKo Massipuu. [lpyu HanMymmM afeKBaTHbIX HHBECTULIMN U
MOJINTUYECKON NOJACPIKKH, IIAHC MPEPBATh MEpelady TPONUIECKON Mansipuu B TaJKUKUCTaHE
k 2010 rogy u npegynpennTs BOCCTAHOBJICHKE €€ Mepeadl Ha MPUIIETAI0IINX TEPPUTOPHUSIX
npyrux LlearpanbHo-Asuatckux crpanax (Keipreiscran, Y36ekuctan u TypKMEHUCTaH)
SIBJISIETCS IOBOJIBHO BBICOKHM.

OCHOBHO# 11€7IbIO TAHHOT'O COBEIAHMs ABJISUIOCh 00CYKAEHUE U pa3paboTKa CTPATErH4ecKoro
HaIpaBJIEHU 110 JIMMUHALIMY TPOIIMYECKON Malsipuu B cTpaHax LleHTpanbHO-A3naTcKoro
pEeruoHa, U yKpeIuIeH!s MOTPaHUYHOr0 COTPYAHUYECTBA B 00JacT OOpHOBI M JTMKBHU AU
MaJSIpUU MEXy cTpaHamu LleHTpanbHOl A3uu, a Takxke MeXIy HUMU U Adranucranom. Ilemn
BBIIIIEYKA3aHHOTO COBEIIaHus BKIovyany: (1) mokasars ycnexu, JOCTUTHYTHIE B jie1e OOpbOBI U
JNMMUHALMY MAJSIPUH B CTpaHaX-y4acTHHKAX; (2) OOMEHSTHCS OMBITOM MEXY CTpPAaHAMH H
pEeruoHamH 1o NPOBEACHUIO IPOTUBOMAAPUIHBIX TpOrpaMM; (3) MPUNHTH K COTJIACHIO B
OTHOILIEHUH CTPATETUYECKOTO IJIaHa, HAPABJIEHHOTO HA AIIMMHUHAIIMHN TPOITUYECKON MAJSIpUA B
HenTtpansHoii A3uu; u (4) CTUMYJIMPOBATh MOTPAHUYHOE COTPYIHUYECTBO. Ha coBemanuu
IPUCYTCTBOBAIM NpeAcTaBuTen A¢dranucrana, Kaszaxcrana, Kelpreiscrana, Tapkukucrana,
TypkMmenuctana u Y30ekuctana. Bcemupnas Opranuzanys 3apaBooxpaHeHus Oblia
npezcTaBiIeHa epcoHaaoM U3 mrtad-kBapTupsl, EBponeiickoro u Bocrouno-
Cpenu3zeMHOMOPCKOTo 010po, a Takke MpecTaBuTeNsIMu Ta/KukucTana 1 Adranucrasa.
[IpencraBurenu uz AKTE]] (LleatpansHas Asus), ['mobansro @onaa mo 6opsde ¢ CIT1 ] {om,
TyOepKyIJIe30M U Malsipuel (IpoeKT 1o BHeApeHuto, Tamkukucran), Llentpansaoro Mucturyra
MOCTAUTUIOMHOTO MEIHIMHCKOTO 00pa3oBanust/MockBa, MacTuTyTa O6mmei [ eneTnkn nmeHu
BapuioBa/MockBa Takke MPUCYTCTBOBAJIN Ha COBEIIAHUH.

VY4acTHUKH COBEUIaHMUS C YIOBICTBOPECHUEM OTMETHIIH T€ CEPbE3HBIC yCHIIHS, TIPUKIIAIbIBAEMbIC
ctpanamu, BO3 1 mapTHepamu 10 KOHCOJIMIAINH JTIOCTUTHYTHIX Pe3yJIbTaTOB U JalbHEUIIIEMY
MPOJBIKECHHUIO OT OOPHOBI C MAIIpHEH K €€ IMMMUHALNHI. Y YaCTHUKH TTOITBEPIITN
00s13aTeNbCTBA, B3AThIE B OTHOLIEHUH ITOCTABJICHHBIX 3a/1a4 U LieJel HOBO cTpaTeruy,
HalpaBJIEHHOMN, B KOHEYHOM CUeTe, Ha AMMMHUHALNI0 Mansipuu. [IpuHrMas Bo BHUMaHue
3HAYUTENBbHBIA IPOTPECC, TOCTUTHYTHIN B Jieie OOPHOBI C TPOITUYECKOW MaIIpUe B CTpaHax
enTpansHoii A3uu, T1ie ee 3a00J1eBaeMOCTh ObllIa CHIDKEHA JI0 TAKMX YPOBHEH, UTO TIEpEPHIB e
nepesaYn MOKeET ObITh BO3MOXEH B OJrbKaiIieM Oy TyIieM, Y9aCTHUKHA COBEIIaHUS
NPUBETCTBOBAIM MHULIUATHUBY SJIMMUHAIIMN TPONINYECKOH Masipun B LlenTpansHOi A3um.
Crparerniyeckoe pyKOBOJICTBO M TEXHUYECKasi OJIep>KKa co cTopoHbl BO3 Ob110 O11€HEHO C
0J1aro1apHOCTHIO, M YYACTHUKU MOAYEPKHYIJIN HEOOXOMMOCTh TapaHTUPOBATh, YTO CTPAHBI
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HOpa)KeHHbIE MaNIApuel OyayT MOJHOCTBIO MOAEPKAaHbl B AJbHENIIEM B UX YCHIIUAX MO
IIOBEJICHUIO HAIIMOHAIbHBIX KAMIIAHUI 110 SIMMUHALMY MalIIpUU. B KOHTEKCTE 2IMMUHALIMA
MaJIIpuH, 0c000€ BHUMAHUE TOJDKHO OBITh YAEICHO MPHIIETAIOIINM OIPaHUYHBIM TEPPUTOPUIM
crpan LlentpansHoit A3un n Adranucrana, I7ie CyIecTByeT PHUCK paclpOCTPaHEHUs MaJIsIpUu
MEX/1y NPUJIETAIOLUIMMH TOTPAaHUYHBIMHA TEPPUTOPUSIMHU COCEAHUX cTpaH. s noctnxeHus
OOJIBIINX pe3yJILTATOB B Jesie 00prObI ¢ Mansipueli B crpanax EBponeiickoro u Bocrouno-
Cpenuzemaomopckoro 6ropo BO3, yuacTHUKY TOAYEPKHYITN HEOOXOAMMOCTD Yy UIIUTh
OIOBELEHUE MEKAYHAPOIHOI0 COO0IIECTBA 00 yClexax, JOCTUTHYThIX CTPaHaMH, B A€je
00pBOBI C Massipyel, YCUIINTh APTHEPCKOE COTPYIHUUECTBO, & TAKKE MPOIOJIKUTH TIOUCK
JIOTIOJTHUTENBHBIX (PMHAHCOBBIX PECYPCOB JJIs IPOBEACHUS MPOrPaMM M0 JIMMUHALIUK MaJsipUu.

CJ'le}.IleHll/Ie MOJI0KEeHUA ObLIN PCKOMECHAOBAHBI 1JIA CTPAH-YYaCTHUKOB:

. OcraBuTh 3a CO00i TpeKHNE 00s13aTEILCTBA, N3JI0KCHHBIC B TarmkeHTcKon Jlekmaparim
«Bnepen ot bopp0b1 k DnumuHanu Mansipuny, 0100pEeHHON BCEMH MOPaKEHHBIMU
ctpanamu EBpomneiickoro pernona BO3; a Taxke B KaOynbckoit Jleknapamnuu
«Muadexnmonnsie bonesnu He Pacrosnarot I'panuiny, NpUHATON PsIIOM CTpaH
EBponeiickoro u Boctouno-CpeanzeMHomMopckoro peruonos BO3;

. B cotpyannuectse ¢ BO3, npeanpuHsaTs Bce HEOOXOIUMBIE YCHUITHS, KOTOPBIE
noTpebyroTes s epepbiBa nepeaadyn Tponuiueckon mansapuu k 2010 rony B
TamkuKHUcTaHe U MpelynpeIuTh BOCCTAHOBICHUE Iepelaul TPOIIUYECKON MaIsIpUH B
OCTalIbHBIX cTpaHax LlenTpanpHoil A3uu:

—  pa3paboTaTh/CKOPPEKTHUPOBATH U PEATM30BAThH TUTAHBI MEPOTIPUATHI, HAIIPaBICHHBIC
Ha 3JIMMHUHALMIO TPOIIMYECKON MaJISIpUH;

—  ONTHMH3HUPOBATh MEXAHU3MBI IS YIIYUIICHUS KOOPIUHAIIUN MPOTUBOMAIISIPHUITHOM
JIEATEIILHOCTH 1 00Jiee 3 (EKTUBHOTO MAapTHEPCKOTO COTPYIHUYECTBA (Cpeau
TOCYZaPCTBEHHBIX CTPYKTYP, MEXKTYHAPOIHBIX areHTCTB, HETOCYAapCTBEHHBIX
OpraHu3aliil ¥ YaCTHOTO CEKTOpa), HANPABJICHHBIX HA DJIMMUHAIIMI0 MAJIAPHH Ha
CyOpernoHaIbHOM U CTPAHHOM YPOBHSX;

—  YCWINTh HallMOHAJIbHBIE POTUBOMAJISIPHUIHBIE TPOTPAMMBI, yJIeJisisi 0c000€ BHUMAHUE
YKPEIUJIEHUIO CHCTEM 3/IpaBOOXPAHEHUs, TOATOTOBKE KaIpOB HA BCEX YPOBHSIX,
VIIyUIIEHUIO 3HIEMHUOJIOTHYECKHUX CIIYKO M YKPEIUIEHHIO Hay4YHOr0 MOTeHINaa, a
TaKXke MOOWIIN3alY HACETICHHUS;

. B corpyaunuectse ¢ BO3, yiayumunts B3auMoaencTerue Mex 1y crpanamu LlenTpanbHoit
A3zun 1 Adranncrana npy IpOBEACHUN TPOTUBOMAJIIPHIMHBIX MEPOTIPHSITHN Ha
MOTPAHUYHBIX TEPPUTOPHUSIX:

— obecnednTs MOJIHYIO MOJAEPKKY AdraHucrany, OCOOEHHO B €ro CEBEpHOIl yacTy,
rpaHuyaleit co crpaHamu LleHTpanbHON A3UH B i€ yCHICHUS POTHBOMASIPUHON
JIESATEIIbHOCTH;

—  pa3paboTaTh COBMECTHYIO CTPATETHIO JUISl PEIICHUST OOIIMX TMPoOIIeM, CBSI3aHHBIX C
Maisipuen, yaenss oco0oe BHUMaHUe BOITPOCaM B 00JIaCTH TOJTUTHKH JICUCHHUS,
00pBOBI ¢ TEPEeHOCUUKAMH, CBOEBPEMEHHOTO OMOBEIIEHHUS 00 3MUAeMUsIX U O60PBOBI €
HUMU, 1 00MEeHa PaKTUYECKOW U HAyYHOU WH(POpMAITUEH;

—  paccMOTpPETh BO3MOKHOCTH COCTABJICHHS M pEaTu3allid COBMECTHBIX OIEPaTUBHBIX
IJIAHOB C LIEJIbI0 KOOPAMHAIMN U CUHXPOHU3ALNH TPOBOJIUMBIX MEPOIIPUATUH TIO
60pb0e U HTUMUHALIMY MASIPUU B TIOTPaHUYHBIX pailoHax;
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Ha3HAYUTh OTBETCTBEHHBIX B KaXKI0OU CTpaHC, OTBCHAIOIINX 3a BOIIPOCHI KOOPAUHALIUN
BOIIPOCOB, CBA3aHHBIX C NOTPAaHUYHBIM COTPYAHUYCCTBOM B obacTu 60pb6BI 44
SJIMMUHALIUA MaJIIpUH;

IMoanep:kaTh HHUIMATHBY, HAIIPABJICHHY IO

ITpomomxuTh OKa3aHUE MOMOIIM CTPaHaM B UX YCHJIMSAX 10 IPETBOPEHHIO B KHU3Hb HOBOM
pPETMOHAJIBHON CTpaTeruy, HalpaBJIeHHON Ha SIMMHHALIMIO TPOITMYECKONH MalIipuu B
crpanax LenrpansHoit A3uu k 2010 roxy;

Oxka3zaTh OMOILb B IOATOTOBKE U MIPEJOCTABICHHUE AJISl PACCMOTPEHMS K AlIPEII0-Mato
2007 roga cCOBMECTHOI'O IIPOEKTA 10 MAJISIPUH, HAIIPABJIIEHHOI'O HA yCUJICHUE KOOPIUHALIUY
Y B3aUMOJICHCTBUS B IPOBEACHUH TPOTUBOMAIIIPUMHBIX MEPOIIPUATHI HA OIPaHUYHBIX
TeppuTOpusiX Mexay TamkukucTaHoM U ApraHucTaHOM;

Oxkazatb copelicTBUE B OpraHu3alry peruonansHoro coemanus B 2007 roay (c ydactuem
npeacTaBuTenel coceaHux crpad Boctouno-Cpequ3eMHOMOPCKOTO pernoHa) Juist oT4era
0 JOCTUTHYTBIX pe3yJjibTaTax U 0OMeHa OMbITOB B 00J1aCTH OOPHOBI M ANUMUHALIUU
MaJlIIpUH;

Oxkazatb MOMOIIb B CO3/IaHUN MEKPETUOHATILHOTO CEKpeTapraTa JIjsi KOOpAWHAIUN
BOIPOCOB, CBSI3aHHBIX C TPOTHBOMAISIPUAHON JIESTENLHOCTHIO B IOTPAHUYHBIX CTPaHAX
HenTtpansHoii A3un u Adranucrana;

Oxkazarp cOEeNUCTBUE B CO3/IaHUH aJIEKBATHBIX HALIMOHAIBHBIX SMTUAEMUAOIOTUYECKUX
CITy’k0 1 HHPOPMAITMOHHBIX CUCTEM, C HAYYHO-TIPAKTHIECKIM KOMITOHEHTOM, CTIOCOOHBIX
pemarhb 3aJa4M, CBSI3aHHbIE C INIAHHPOBAHUEM, MOHUTOPUHIOM U OIIEHKON IPOBOJUMBIX
MPOTUBOMAJISIPUIMHBIX MEPOPUSITUH;

Oxa3zaTh MOMOIIb B pa3paboTke 00ydJaromux MporpaMM U yIeOHBIX MaTepPHaJIOB, a TAKXKe
COJICHCTBOBATH B OPTraHU3AINU MEXTyHAPOTHOTO 00YYAIOMIETo Kypca 10 SJIMMUAHAIIAN
MaJIIpHH;

[loanepxaThk co3anue rpyIibl 3KCIEPTOB IO BOIPOCAM dIMMHUHALNN MaJISIpUY;

Oxa3ath IOMOMLIb B YJIYUIICHUH OIMOBCUICHUA MCKIAYHAPOIHOT'O COO6HIGCTBa )
MOJIOXKUTCIIbHBIX PE3YyJibTaTax, JOCTUTHYTBIX CTpaHAMH HA IIYTH K JIMKBUAALINU MAJISAPUH,
nB M06I/IJ'II/I3EII_II/II/I AOIIOJIHUTCIIBHBIX PECYPCOB IJIA 60pb651 U SJIMMUHALIUN MaJIsIpuN.
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Abbreviations

ACT Artemisinin-based combination therapy

ACTED Agency for Technical Cooperation and Development
AMDs Antimalarial drugs

BPHS Basic Package of Health Services

CIS Confederation of Independent States

CQ Chloroquine

ECHO European Commission’s Humanitarian Aid Office
EPHS Essential Package of Hospital Services

G6PD Glucose-6-Phosphate Dehydrogenase

GFATM Global Fund to Fight AIDS, Turberculosis and Malaria
GIS Geographical information system

GMP Global Malaria Programme

IRS Indoor residual spraying

LLITNs Long-lasting insecticide treated nets

M&E Monitoring and evaluation

MPTP Mass prophylactic treatment with primaquine
PCR Polymerase chain reaction

RBM Roll Back Malaria

S-P Sulfadoxine-pyrimethamine

UAE United Arab Emirates

UNDP United Nations Development Programme
UNICEF United Nations Children’s Fund

UNDP Unites Nations Development Programme

WHO World Health Organization
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Introduction

The meeting organized by the WHO Regional Office for Europe in collaboration with the
Government of Tajikistan, the Agency for Technical Cooperation and Development (ACTED)
and the WHO Regional Office for the Eastern Mediterranean took place in Dushanbe, Tajikistan
from 21 to 23 November 2006. Officials (Annex 2) from Afghanistan, Kazakhstan, Kyrgyzstan,
Tajikistan, Turkmenistan and Uzbekistan; WHO staff from headquarters and the two above
regions, Tajikistan and Afghanistan, experts and partners attended the meeting.

Scope and purpose of the meeting

The main purpose of organizing this meeting was to outline a strategic direction towards
undertaking the new elimination effort within malaria-affected countries of central Asia and to
enhance cross-border cooperation in the field of malaria control and elimination among central
Asian countries and between them and Afghanistan.

The objectives of the meeting were:
. to report on progress made with malaria control and elimination in participating countries;

. to share experiences with malaria control and elimination between the WHO Regional
Office for Europe, the Regional Office for the Eastern Mediterranean and their
neighbouring countries;

. to consent to a strategic plan to achieve elimination of P. falciparum malaria in central
Asia; and
. to promote cross-border cooperation and collaboration related to malaria control and

elimination between the two WHO Regions.

Inaugural session

The meeting was inaugurated by Dr Avgonov, Deputy Minister of Health of Tajikistan, who
emphasized the results achieved in fighting malaria in the country and the need for better cross—
border cooperation in the field of malaria control and elimination between countries.

Dr Avgonov also expressed his appreciation to The WHO Regional Office for Europe and
ACTED for sponsoring the meeting. Dr Severoni, Head of WHO Country Office, Tajikistan,
welcomed all participants and stressed that the meeting represented 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
central Asia. Mr Paton, UNDP Office, Tajikistan, underlined that the challenge of malaria
represents a regional threat, and that work towards its elimination demands a regional response
stressing that the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM) and UNDP as
a Principal Recipient work very closely with WHO in Tajikistan; and with GFATM grants,
Tajikistan and other central Asian countries will be able to strengthen their national capacities
and capabilities to cope with malaria.
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Organization of the meeting

The first day of the three—day meeting was devoted to a world update on malaria elimination,
WHO guidelines and certification of malaria elimination, the present malaria situations and
progress/challenges to malaria control/elimination in the WHO European and Eastern
Mediterranean Regions, as well as to country presentations on progress with and challenges to
malaria control and elimination at country level. On the second day, scientific presentations were
made related to the new regional strategy “The Move from Malaria Control to Elimination,
2006-2015"; approaches to eliminate P. falciparum malaria and their application in affected
countries of central Asia; the distribution and biology of malaria vectors in countries of central
Asia; PCR detection of malaria parasites infecting human subjects in central Asia; GIS-based
mapping on malaria in central Asia; and a malaria-related success story in Armenia. Issues
regarding malaria control and elimination interventions funded by ACTED in countries of
central Asia and Afghanistan were also presented and discussed. Subsequently, two groups were
formed to consent to a strategic framework to eliminate P. falciparum malaria in central Asia
(Group 1), and to discuss issues related to malaria control/elimination and cross-border
cooperation within central Asian countries and Afghanistan (Group 2). The working groups had
in-depth discussions on the assigned subjects and formulated recommendations. On the third
day, the group work continued and finally the conclusions and recommendations were presented
and formally adopted in a plenary session. A press-conference on the results of the meeting took
place on the last working day.

Dr Avgonov was elected as Chairman of the meeting, and Dr Niyazmatov, Deputy Minister of
Health, Uzbekistan and Professor Davidyants, Head, National Centre for Health Information
Analysis, Ministry of Health, Armenia, were elected as Co-Chairmen. Dr Usenbaev, Manager,
National Malaria Control Programme and GFATM Manager, Malaria Control Project, Ministry
of Health, was elected to serve as Rapporteur.

The WHO European Region

The challenges to eliminate P. falciparum malaria in central Asia

At the beginning of the 1990s, large-scale epidemics broke out in central Asia and the Trans-
Caucasian countries, and a total of 90 712 malaria cases were officially reported in the Region in
1995. In those years, Azerbaijan, Tajikistan and Turkey suffered explosive and extensive
epidemics, while Armenia, Turkmenistan and Kyrgyzstan faced outbreaks on a smaller scale.
From 1995-2005, the reported number of malaria cases in the Region declined from 90 712 to
5072. Although this represents an overall decrease in the reported number of cases in comparison
with 1995 figures, the magnitude of the malaria problem in the Region is thought to be greater
than that which statistics indicate. It is estimated that between 35 and 40 million people currently
live in areas at varying degrees of risk of malaria. 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.

In central Asia, where malaria was nearly a forgotten disease in the 1980s, nearly 13 million
people, or 30% of the total population, live in areas at risk of malaria at present. At the beginning
of the 1990s, the residual reservoir of malaria infection, aggravated by political and socio—
economic situations, mass population migration, and almost discontinued activities on malaria
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prevention and control constituted conditions favourable for malaria transmission. As a result,
large—scale epidemics broke out in central Asia, and Tajikistan suffered explosive and extensive
epidemics, while Turkmenistan and Kyrgyzstan faced outbreaks on a smaller scale. From 1997—
2005, the reported number of malaria cases in the sub-region declined from 29 798 to 2600 (See
Table 1). Although this represents an overall decrease in the reported number of cases in
comparison with 1995 figures, the magnitude of the malaria problem in the sub-region is thought
to be greater than that which statistics indicate.

Table 1: Reported number of autochthonous malaria cases in countries of central Asia and Kazakhstan,

1997-2005
Year 1997 1998 1999 | 2000 | 2001 2002 | 2003 2004 | 2005
Country
Kyrgyzstan
P. vivax 0 5 0 7 15 2712 465 90 226
P. falciparum 0 0 0 0 0 0 0 1 0
Sub-total 0 5 0 7 15 2712 465 91 226
Tajikstan
P. vivax 29794 | 19351 | 13493 | 18233 | 10 561 5651 5176 3437 | 2228
P. falciparum ND* ND* ND* 831 826 509 252 151 81
Sub-total 29794 | 19351 | 13493 | 19064 | 11387 | 6160 5428 3588 | 2309
Turkmenistan
P. vivax 4 115 10 18 5 15 6 3 1
P. falciparum 0 0 0 0 0 0 0 0
Sub-total 4 115 10 18 5 15 6 3 1
Uzbekistan
P. vivax 0 0 7 46 9 11 33 31 64
P. falciparum 0 0 0 0 0 0 0 0 0
Sub-total 0 0 7 46 9 11 33 31 64
Kazakhstan
P. vivax 0 4 1 7 2 0 0 0 0
P. falciparum 0 0 0 0 0 0 0 0
Sub-total 0 4 1 7 2 0 0 0 0
All central Asian countries
P. vivax 29798 | 19475 | 13511 | 18311 | 10592 8389 5680 3561 2519
P. falciparum 0 0 0 831 826 509 252 152 81
Total 29798 | 19475 | 13511 | 19142 | 11 418 8898 5932 3713 2600

ND*- No data available

The number of malaria cases reported in Tajikistan 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 intense transmission of malaria in
Afghanistan, where malaria is endemic, and the disruption of public health care services and
vector control activities. Noticeable changes in agricultural practices, particularly the increase in
the cultivation of rice, have led to an increase in vector breeding grounds. Despite an almost
thirteen-fold reduction in the reported cases since that time, the remaining problem of P.
falciparum malaria in the southern part of the country is a matter of particular concern. There is
CQ and S-P resistance to P. falciparum malaria in Tajikistan. A total of 2309 cases of malaria,
out of which 81 cases due to P. f. malaria, were reported in the country in 2005. The explosive
resumption of malaria transmission in Kyrgyzstan, when a total of 2267 autochthonous P. vivax
cases were reported in the south-western regions of the country, was a result of immigration of a
number of infected people from Tajikistan into the Batken region where the Anopheles vector
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exists and conditions for malaria transmission are very favourable. In 2004-2005, as a result of
the application of large-scale epidemic control measures, there was a significant decrease in the
reported number of autochthonous malaria cases (42 in 2005). However, in 2004 the first
autochthonous case of P. falciparum malaria was reported in the Aravan district of the southern
part of Kyrgyzstan, an area bordering Uzbekistan, and in 2005 the number of autochthonous
cases of P. vivax malaria increased in the outskirts of the capital, Bishkek. Cases of
autochthonous malaria are reported annually in Uzbekistan and Turkmenistan, and these
countries remain highly receptive to a resumption of malaria transmission, which could lead to
outbreak situations. In 2005, 64 autochthonous cases of P. vivax malaria were reported in
Uzbekistan. All reported cases occurred in the region which borders Tajikistan and Afghanistan.
In 20042005 only four autochthonous cases of P. vivax malaria were reported in Turkmenistan:
three in 2004 and one in 2005. Kazakhstan is the only country where autochthonous cases of
malaria have not been reported over the past four years.

The geographical distribution of malaria parasite species is far from uniform,; it is clearly seen
that P. falciparum malaria thrives in Tajikistan, where it is focal, primarily affecting the remote
areas, and it is linked to rural populations. In 2004, the first autochthonous case of P. falciparum
was reported in a district of the southern part of Kyrgyzstan bordering Uzbekistan. In other
counties of central Asia P. falciparum retains its imported character. In contrast to this, however,
P. vivax is widely distributed in central Asia. At present, five types of these settings are
identified within malaria-affected areas of central Asia (See Table 2).
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Table 2: Epidemiological settings in central Asia
Epidemiological Setting Geographical Area
. There is no malaria transmission at present o The entire territory of Kyrgyzstan except the
. There is importation of malaria south-western part
. The entire territory of Uzbekistan except some
areas bordering Tajikistan and Kyrgyzstan
. The entire territory of Turkmenistan except
some areas bordering Afghanistan
o P. vivax transmission is focal and localized to | e Some areas of Turkmenistan bordering
small areas Afghanistan
. Incidence of P. vivax is very low (less than 5 | e Some areas of Uzbekistan bordering Tajikistan
per 100 000 population) and Kyrgyzstan
) There is risk of outbreaks
o There is importation of malaria
o P. vivax transmission is on a larger scale, but | e Most districts in the central, northern and
not widespread western parts of Tajikistan
. Incidence of P. vivax is moderate (from 5to | e Most districts in the south-western part of
50 per 100 000 population) Kyrgyzstan
. Outbreaks of P. vivax may take place
o There is importation of malaria
. P. vivax transmission is widespread . Most districts in the southern part of Tajikistan,
. Incidence of P. vivax is high (more than 50 particularly those bordering Afghanistan
per 100 000 population, in some districts
reaching 200 and more)
o P. falciparum transmission is focal and
localized to small areas
o Incidence of P. falciparum is very low (less
than 5 per 100 000 on average)
. Outbreaks of P. vivax may take place
. Endemic malaria is present
. There is imported malaria only . Mountain and arid areas

Progress made with malaria control and elimination in Tajikistan

As mentioned earlier, the number of malaria cases reported in Tajikistan peaked in 1997, when
nearly 30 000 cases were registered. Despite a substantial reduction in the reported cases since
that time the malaria situation remains a public health problem. A total of 2309 cases of malaria
were reported in the country in 2005. The number of cases and foci of P. falciparum malaria
cases was on the steady decline reaching 81 and 49 respectively in 2005. All autochthonous

P. falciparum cases are reported in the southern part of Tajikistan (the Khatlon Region — the
most affected area of the WHO European Region), with a total population of nearly 2.2 million
people. Malaria vectors in Tajikistan include An. superpictus, An. pulcherimus,

An. macullipennis, An. hyrcanus and An. martinius.
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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. Anti-malaria activities are presently carried out in cooperation with the
Ministry of Health and with the support of WHO, GFATM, ECHO, 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, ACTED and
UNICEF. A WHO Malaria Office (funded by The WHO Regional Office for Europe), which
was opened in 2001 is still functional in Tajikistan. In 2005, the Government of Tajikistan
revised the national strategy on malaria, and the goal of the new strategy is to eliminate

P. falciparum malaria by 2010. A number of national guidelines and training/learning materials
on disease management and prevention were published and widely disseminated during the last
years. A grant of US$ 5 383 510 to support country-level malaria control activities over five
years (2006-2010) was approved by the GFATM in 2005. Within the framework of this project,
Tajikistan receives technical assistance, including training of malaria specialists, and support for
the implementation of adequate disease management and prevention activities, including vector
control, malaria surveillance and operational research and community-based interventions.

Malaria control project — funded by GFATM in Tajikistan

GFATM supported a proposal on malaria component in the fifth round. The overall budget of the
grant is US$ 5 383 510 for 5 years. The first phase of the grant sum is US$ 2 772 000 (April
2006 and March 2008).

The main purpose of the grant is to interrupt P. falciparum malaria transmission, reduce malaria
morbidity, contain and prevent malaria outbreaks, and prevent deaths caused by malaria. Specific
project objectives are (1) to strengthen institutional capacities of national malaria control
programme/general health services; (2) to improve capacities for and access to early diagnosis
and adequate treatment of malaria; (3) to promote cost-effective and sustainable vector control;
(4) to improve capacities for timely response to and prevention of malaria outbreaks and
epidemics; (5) to reinforce country surveillance mechanisms; (6) to strengthen research
capabilities; and (7) to increase community awareness and participation in malaria prevention.
Project beneficiaries are 29 pilot districts of the Khatlon region. UNDP as a principal recipient
for this grant works actively with the Ministry of Health, the Republican Centre to Fight Tropical
Diseases, WHO and ACTED.

The results achieved in the course of grant implementation are as follows:

. Indoor residual spraying has been undertaken in 72 543 households. The spraying area is
15 424 000 square meters.

. Distribution of gambushia fish has been done in 71.1 hectare of stagnant ponds and 271.4
hectare of rice fields in the Khatlon region.

. Ten thousand bed nets have been distributed which provided personal protection to 4431
households. 25 159 beneficiaries have been covered.

. Mid-seasonal preventive treatment by primaquine has been undertaken. 98 694 persons
have been covered.

. Population access to treatment has been improved considerably. 884 malaria patients
received treatment in the course of eight months of grant implementation. Required
medicines for treatment have been provided.
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. 113 health facilities have been provided with means for malaria diagnostics, treatment and
prevention (microscopes, expendables, medicines, equipment for indoor residual spraying
and distribution of gambushia fish, bed nets, insecticides, bicycles etc.).

. Ten specialists have been trained.

. 189 medical workers have been trained in seminars: malaria laboratory, program
management, entomology and epidemiology.

. In order to raise population awareness, 80 health educators have been trained on malaria
prevention. Trained health educators will organize trainings among the population.

o Information and educational materials on malaria have been elaborated.

. Four project offices, two training centres, two mobile brigades and six epidemiological and
operative centres to collect information on malaria have been established.

. Health care establishments have been equipped with office furniture, vehicles etc.

Problems faced in the course of grant implementation:

. Raising demand for goods necessary for malaria control activities during malaria
transmission season.

. Delay in the provision of goods from suppliers.

. Inadequate capacity of malaria service specialists as a result of brain drainage from health

facilities of the country.

Anti-malaria programmes in Kazakhstan, Kyrgyzstan, Turkmenistan
and Uzbekistan

In Kazakhstan there have been no reported cases of autochthonous malaria in recent years
(2002-2005). Imported cases of malaria have been on the decline starting from 2002 (20 in 2002
and 6 in 2005). P. vivax (75%) was the main malaria species imported into the country. The
ecological and climatic conditions within most regions of the country could lead to a resurgence
of malaria transmission following its importation. The differences in eco—climatic settings, 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 found in some parts of the Almaty, Jambyl, south-, west- and east-
Kazakhstan regions, as well as in the cities of Almaty, Astana and Karaganda, where the
transmission season may last between three and six months. An. messeae, the most common
malaria vector in Kazakhstan, is found throughout most of the county. Secondary vectors include
An. pulcherimus, An. superpictus, An. hyrcanus, An. martinius, An. claviger and

An. maculipennis.

In March 2004 the Ministry of Health of Kazakhstan issued a national decree aimed at
strengthening malaria surveillance in the country, and steps are being 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, other
governmental organizations and WHO provide support for this.

In Kyrgyzstan, the explosive resumption of malaria transmission produced an epidemic situation
in 2002, and a total of 2267 autochthonous P. vivax cases were reported in the south-western
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regions of the country. The explosive resumption of malaria transmission 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 2005, as a result of the application of epidemic control measures, there was a significant
decrease in the reported number of autochthonous malaria cases (42). However, in 2004 the first
autochthonous case of P. falciparum malaria was reported in the Aravan district in the southern
part of Kyrgyzstan, an area bordering Uzbekistan, and in 2005 the number of autochthonous
cases of P. vivax increased in the outskirts of Bishkek. Malaria vectors in the country include
An. pulcherimus, An. superpictus, An. hyrcanus, An. martinius, An. claviger and An. messeae.

Kyrgyzstan shows a strong political commitment to controlling the malaria situation. In response
to the malaria epidemic in 2002, the WHO Regional Office for Europe opened a malaria field
office in Osh, in the Batken Province, which is still functional as a WHO/GFATM malaria office
and responsible for coordination of all malaria-related activities in the southern part of the
country. GFATM and WHO, along with ACTED, assist the country in the procurement of drugs,
insecticides, and laboratory equipment and supplies. They also support disease management,
vector control activities, including indoor residual spraying and biological control, malaria
surveillance, operational studies and community-based interventions. In 2006, the Government
of Kyrgyzstan revised the national strategy on malaria, and adopted the goal of the new strategy
(2006-2010) to consolidate the results achieved and to move from malaria control to elimination.
In 2005 a grant of US$ 3 426 125 to support country-level malaria control activities over five
years (2006-2010) was approved by the GFATM, which is presently implemented covering the
whole territory of the country. Along with disease management and prevention, malaria
surveillance, operational research, community involvement, particular attention is paid to cross-
border coordination.

By 1998 the malaria situation in Turkmenistan had taken a drastic turn for the worse and 108
malaria cases were detected in areas bordering Afghanistan. To prevent further spread of
malaria, national programme personnel carried out epidemic containment measures, including
seasonal chemoprophylaxis and indoor residual spraying. These interventions allowed for a
significant decrease in malaria morbidity within the focus area. Presumably, local malaria
transmission 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. At present, a broad
complex of anti-malaria measures, including capacity building, disease management and
prevention, malaria surveillance and community-based interventions are carried out in the
country. In 2004-2005 only four 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.

At present, malaria-related activities in Turkmenistan include disease management and
prevention, training, surveillance, epidemic control and community involvement. In 2006, the
national strategy on malaria has been revised, with the aim to eliminate P. vivax malaria by 2010.
A national malaria committee to coordinate all malaria-related activities at the country level has
been established. A number of national practical guidelines and training materials on malaria
have recently been developed. The Ministry of Health, other governmental organizations, WHO
and UNICEF provide support for this.

Taking into account the malaria situations in neighbouring countries, Uzbekistan carries out a
number of activities aimed at interruption of on-going malaria transmission and the prevention of
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the re-establishment of malaria in areas, which are presently free from malaria. A more than five-
fold increase in the number of autochthonous malaria cases was witnessed during 1999-2000. In
2001-2003, 225 cases were registered, 53 of which were due to local transmission. In 2004—
2005, 95 autochthonous cases of P. vivax malaria were reported in the country. All reported
cases occurred in areas which border Tajikistan and Afghanistan. Particular attention is paid to
malaria surveillance in the country. Epidemiological investigations of all reported cases of
malaria are carried out systematically, and all malaria cases are correctly treated. Furthermore,
biological means of vector control, including the use of larvae-consuming Gambushia fish, are
being used in selected areas of the country. There are seven Anopheles species registered within
the territory of Uzbekistan: An. pulcherimus, An. superpictus, An. maculipennis, An. hyrcanus,
An. martinius, An. claviger, and An. algeriensis.

At present anti-malaria activities are supported by the Ministry of Health, other governmental
organizations, the WHO Regional Office for Europe, GFATM and ACTED and include the
strengthening of malaria surveillance, training of general and specialized health personnel,
disease management and prevention, operational research and health education. With a GFATM
grant of more than US$ 2.5 million over five years (2004—2008), the country strengthens the
capacities and capabilities to cope with the remaining malaria problems.

ACTED and its involvement in malaria control and elimination in
central Asia

ACTED began its activities in central Asia in 1996. One of the activities of ACTED is to address
the need of local communities in their fight against malaria in Tajikistan, Uzbekistan and
Kyrgyzstan. The malaria prevention programme funded by ACTED, which is implemented in
the above countries is aimed at promoting cost-effective and sustainable vector control measures
(distribution of impregnated mosquito nets, biological control, environmental management and
entomological/epidemiological 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.

The WHO Eastern Mediterranean Region

Progress made and challenges to control and eliminate malaria in the
WHO Eastern Mediterranean Region

In the Eastern Mediterranean Region, malaria is still a public health threat. In 2005, the total
estimated number of malaria cases reached 10.5 million with 37 000 deaths under five years of
age. In the region, 248 million live in areas where there is a risk of malaria transmission, out of
them 43% are at risk of both P. falciparum and P. vivax.

Countries in the region are categorized into three distinct groups according to the state of malaria
transmission. Group 1 comprises countries which have eliminated malaria or those with very
limited malaria transmission in residual foci. Group 2 comprises countries with a low malaria
burden limited to certain areas and with effective malaria programmes. Group 3 comprises
countries with moderate to high malaria burden, weak health systems and/or complex
emergencies. For countries in group 1, the objective is to prevent re-establishment of malaria
transmission in malaria-free areas and to eliminate residual foci of malaria. For group 2, the
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objective is to eliminate malaria and prevent its reintroduction and for those in group 3, the
objective is to halve the malaria burden (incidence, severity and mortality) by the end of 2010.

The Regional strategic malaria elimination plan 2006—2010 includes the following elements:
assessment of the feasibility of elimination, support to development of a country strategy and
plan of action, support to implementation/evaluation of malaria elimination programmes,
verification/certification of malaria free status, support to cross border coordination/interregional
cooperation, capacity building and development of technical guidelines and advocacy and
resource mobilization for sub-regional initiatives.

Countries in this Region are at different stages of implementation of the malaria elimination
strategy. Iran and Iraq developed their strategy in 2004-2005 and are at the preparatory stage.
The malaria burden has deceased tremendously during recent years in Iraq. In 2005 only 47
cases were reported in the country, and most of them were from three northern governorates. The
malaria situation in Iran during last five years is more or lees in plateau. Saudi Arabia is in the
attack phase, and implementation of identified strategies is under way and being evaluated every
six months by WHO consultants. In 2005 the number of autochthonous cases decreased to as low
as 204 cases in the south-eastern part of Saudi Arabia. Oman and Morocco have reached the
consolidation phase, and the United Arab Emirates (UAE) is in the final stages of receiving the
WHO certificate for malaria free status. Significant reductions in the malaria burden in Socotra
Island, Yemen and Khartoum and Geziara in Sudan are examples of success for the malaria
elimination strategy even in high-burden countries.

Limited human capacity for vector control, malaria microscopy, planning; and evaluation of
malaria elimination activities, weak collaboration/coordination of cross border activities among
certain countries, massive population movement, lack of proper collaboration with other relevant
sectors including the private sector, resistance to drugs and insecticides, weak monitoring and
evaluation and epidemic preparedness, inadequate transparency in some countries, risk of
loosing the political commitment and financial support, particularly due to frequent changes in
health authorities, and lack of support from international donors are among the main challenges
that countries targeting malaria elimination are facing.

In order to strengthen the malaria control and elimination programme in northern Afghanistan
we have to overcome specific challenges, including the non-existing capacity for entomology
and vector control intervention, particularly IRS, a very weak surveillance system, bearing in
mind that a high proportion of P. vivax malaria confirmation, either by microscopy or RDTs, is
not included in services provided by Basic Health Centres as part of Basic Package of Health
Services.

Malaria control in Afghanistan, particularly in areas bordering
Afghanistan and countries of central Asia

Malaria transmission in Afghanistan is seasonal and unstable. The duration and intensity of
malaria transmission are dependent on altitude, temperature and rainfall. The highest malaria
transmission intensity 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 national control programme, appearance and
spread of drug resistance and poor access to malaria treatment are the main reasons for an
increased risk of malaria transmission, which have put approximately 60% of Afghanistan’s
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population (15 million) at risk of malaria. In recent years, a change in malaria epidemiology has
been observed. More than 50% of the total annually recorded cases are reported from the north-
eastern provinces neighbouring Tajikistan, where the proportion of P. falciparum has increased
with CQ resistance of more 80%.

Afghanistan is a country undergoing massive reconstruction. With assistance from the
international community, the newly developed health sector is shaped around the delivery of two
packages of health services, namely The Basic Package of Health Services (BPHS) to address
priority diseases, including malaria through 4 levels of health facilities, and The Essential
Package of Hospital Services (EPHS) to provide quality secondary and tertiary health services
with a built-in referral system linked to the BPHS.

Afghanistan’s new malaria control program is at its infancy. The pre-war vertical National
Malaria and Leishmaniasis Control Program was redesigned to be an integral part of the general
health services at the health facility level and remained vertical at the provincial and central
levels. Afghanistan is strongly committed at the highest political level to the regional approach to
combat malaria as spelled out in the Tashkent and Kabul declarations.

Malaria situation in border areas:

Eight malaria endemic provinces in the north, northeast and northwest of Afghanistan share a
1700 km long and rather porous border with CIS countries, namely Tajikistan, Turkmenistan,
and Uzbekistan.

Due to the expansion and improvement of the healthcare delivery system in the country, along
with the availability of additional resources and, to some extent, the prolonged drought, the trend
of malaria in general and in the provinces neighbouring the CIS countries in particular witnessed
a remarkable decline over the past four years (from 626 839 cases nationwide in 2002 to 281 888
cases in 2005). During this period the proportions of P. falciparum malaria among
microscopically confirmed cases ranged between 20.4 % in 2002 to 3.6% in 2005.

Progress with malaria control in Afghanistan:

At the national level:

. development of seven national programme policy documents;

. adoption of ACT for the treatment of falciparum malaria;

o establishment of the National Malaria Institute;

. intensive fellowship training programmes for all managers;

. establishment of a master trainers programme for pre-service and in-service training on
malaria diagnosis and treatment;

. revival of units to carry out entomological surveillance;

. development of a national malaria training curriculum;

. development of tools for monitoring and evaluation;

. field research studies to support evidence-base intervention; and

. resource mobilization, including Round 5 of the GFATM (US$ 28 million).
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At the provincial level in provinces bordering CIS countries:
. establishment of provincial malaria units staffed with trained managers;
. expansion of the general health services to all districts through the BPHS;
. intensified distribution of the LLITNs for disease prevention;
. establishment of an entomology unit in the Kunduz province (neighbouring Tajikistan);
. establishment of sentinel sites to regularly monitor the efficacy of AMDs in two provinces

bordering Tajikistan and Turkmenistan; and

. provision of means of transportation and communication equipment.

ACTED and its involvement in malaria control in Afghanistan

In Afghanistan, ACTED assisted in the establishment of Malaria Reference Centres, in training
of local public heath staff on disease management and prevention and in carrying out
community-based interventions on malaria prevention and control. Five Malaria Reference
Centres, which provide diagnosis and treatment of malaria and assist in conducting demographic
and parasitological surveys related to malaria, were set up by ACTED in Imam Sahib, Khowja
Gahar, Khowja Bauddin, Darkhad and Yangi Qala districts in areas bordering Tajikistan.
Trainings on malaria for participants from Afghanistan were organized in the southern part of
Tajikistan, with assistance provided by ACTED in 2004—2005.

Strategy development

Malaria elimination: GMP/HQ perspective and the WHO certification
process

Since the 1950s, 24 countries have been listed in the WHO Official register of areas where
malaria eradication has been achieved, with Australia and Singapore as the last two in 1986.
While WHO changed focus from malaria eradication to control in the early 1970s, two additional
countries achieved malaria elimination in the ensuing years: Tunisia (last case in 1979) and the
Maldives (last two cases in 1983). Starting in the 1990s, several countries requested WHO to be
certified as malaria-free, but mechanisms for doing so no longer existed. In 2003, subsequent to
the initiatives on malaria elimination already taken by The WHO Regional Office for Europe and
the WHO Regional Office for the Eastern Mediterranean, the WHO Malaria Programme (at that
time WHO Roll Back Malaria) decided to respond positively to a request from the United Arab
Emirates for official assessment and certification of their malaria-free status. In early 2006,
WHO's Global Malaria Programme (GMP) renewed the focus on malaria elimination. Since
then, GMP activities included an update of concepts, definitions and feasibility criteria for
malaria elimination,' support to WHO regional elimination initiatives, drafting of GMP
guidelines on malaria elimination, and piloting of certification procedures in the United Arab
Emirates. A major meeting linking elimination with tourism development and travellers' health is
planned for April 2007.

! Informal Consultation on Malaria Elimination: Setting up the WHO agenda, Tunis, 25-26 February 2006. Global
Malaria Programme, WHO, Geneva, 2006 (WHO/HTM/MAL/2006.1114).
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The framework of the 1950s malaria eradication strategy with its principles of phasing and
surveillance is still sound, however, there are new tools, new epidemiological realities and
changes in vector and parasite ecology to be taken into account in present day elimination
efforts. Also, continued measures to prevent re-establishment of transmission are required due to
the ongoing importation of parasites by international travellers.

Malaria elimination has been defined as the interruption of local transmission of malaria
parasites by mosquitoes. An indication that this has been achieved is the occurrence nationwide
of less than three malaria infections per year without an identifiable risk factor other than local
mosquito transmission (such as blood transfusion, relapses, history of travel), which are
epidemiologically linked, for three consecutive years. The minimum geographical area for
certification by WHO is one country. Certification covers all species at the same time. In
practice, to reach the goal of malaria elimination, most countries first go through a phase of
“good” malaria control (i.e. elimination of malaria as a public health problem), then adopting a
geographically step-wise and phased approach to elimination of transmission from the entire
territory. P. falciparum will usually disappear first where more species are present.

Experiences from the eastern Mediterranean Region show that the last remaining foci of
transmission in a country are difficult to extinguish, because they usually have: more efficient
vectors and a longer transmission season than in the rest of the country; poor overall
development, marginalized populations and weak health systems with inadequate coverage;
common borders with neighbouring countries with a high burden; and intense cross-border
population movement and a high immigration rate from usually well-identified endemic
countries.

In order to feel confident that interruption of transmission has been achieved, a number of
preconditions must be met. These include:

. a good surveillance mechanism with full coverage of all geographical areas;

. adequate, total coverage health services to diagnose and treat malaria and prevent re-
establishment of transmission;

. high quality laboratory services, based on malaria microscopy;

. a central case register and full reporting by public and private health services;
. epidemiological investigation of each and every malaria case,” and
. a national, comprehensive plan of action with continued political and financial support

from all partners to achieve activities needed to maintain the malaria-free status.

Inspection and recommendation for certification will be made by a WHO-led evaluation team.
The final decision on certification is made by the Director-General of WHO. Certification will be
published in the Weekly Epidemiological Report.

Continuing importation of parasites threatens the malaria-free status, and official certification
can thus be for one date only. Countries will need to report back to WHO on the maintenance of
their malaria free status; a system for such reporting still needs to be designed and implemented.
An indication for re-establishment of transmission would be the occurrence of more than two
epidemiologically linked malaria infections without an identifiable risk factor other than local

? Typically, epidemiological investigation would show that cases are overwhelmingly imported or relapsing, with
few P. malariae cases, a limited number of introduced cases and occasional cryptic cases.
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mosquito transmission, in the same geographical focus, for two consecutive years for P
falciparum, and for three consecutive years for P. vivax. In addition, to protect international
travellers, reports of falciparum malaria outbreaks in “malaria-free” countries will be published
in WHO's Weekly Epidemiological Record.

GMP is currently developing a field manual on malaria elimination, covering the “what to do —
why do it — when to do it — where to do it” for each of the four phases of elimination
programmes. The manual will include sections on realistic target setting, planning and
budgeting, as well as operational aspects. A focus will be on tools that are used differently in
control and elimination programmes. These include, but are not limited to: legislation, case
notification and investigation, surveillance, vigilance (e.g., mapping of transmission foci, case
register, sero-surveys), diagnosis and microscopy quality control systems, case management,
management of the supply of antimalarial drugs, population—based interventions for parasite
control (e.g. mass prophylactic treatment with primaquine, seasonal chemoprophylaxis, active
case detection), vector control and surveillance, entomological investigations, special measures
for travellers and migrants, and (inter-)country coordination mechanisms. The 2006 Tunis
meeting report, the Regional Strategies from the WHO Regional Office for Europe and Regional
Office for the Eastern Mediterranean, and available Regional Office for the Eastern
Mediterranean guidelines for the elimination of residual foci of malaria transmission and for the
prevention of re-introduction of transmission form the basis for this manual, complemented with
practical country experiences.

New regional strategy "The Move from Malaria Control to Elimination,
2006—-2015"

The reduction in the number of malaria cases by more than seven-fold over the past seven years
(1999-2005) is the most conspicuous achievement of the WHO Regional Office for Europe
regional RBM programme to date. Presently the incidence of P. falciparum and P. vivax malaria
in some countries of the European Region has been brought down to such levels that interruption
of their transmission may become a feasible objective in the near future.

The rationale for development of the new malaria strategy aimed at moving from control to
elimination is based on the following principles:

. the demonstrated feasibility of malaria elimination in Europe in the past;
. the visible impact of RBM interventions at present;
. the strong political commitment to achieve a greater impact on malaria situations at

national level; and

. the efficacious technologies and tools available to control and eliminate malaria in the
regional context.

All the above mentioned, along with clear evidence of technical feasibility and operational
applicability of malaria elimination may facilitate decisions towards undertaking the new
elimination effort within malaria-affected countries of the WHO European Region.
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Malaria-affected countries which participated in the Inception Meeting on the Malaria
Elimination Initiative in the WHO European Region held in Tashkent, Uzbekistan, 18-20
October 2005, consented to the Tashkent Declaration “The Move from Malaria Control to
Elimination”, which has recently been endorsed by the Ministers of Health of the respective
countries.

The ultimate goal of the new regional strategy is to interrupt the transmission of malaria by 2015
and eliminate the disease within affected countries of the Region. In areas and countries where
malaria had been eliminated, attention is given to maintaining the malaria-free status. Particular
emphasis is also placed on tackling the growing problem associated with imported malaria.

The new strategy will target malaria by:

. ultimately interrupting transmission in countries where malaria is a focal problem and there
is clear evidence of political support, technical feasibility and operational applicability of
malaria elimination;

. further reducing the incidence and prevalence of malaria in countries where elimination
does not appear to be feasible at present;

. preventing the re-establishment of malaria transmission in countries and territories where it
had been eliminated; and

. reducing and preventing deaths due to imported malaria.

Malaria elimination

Taking into account a remarkable progress in the control of autochthonous P. falciparum
malaria, which is presently limited to the southern part of Tajikistan, top priority is given to

P. falciparum malaria in the new regional strategy. With adequate investment and political
support, the chances of interrupting transmission of P. falciparum malaria in Tajikistan by 2010
and preventing the re-establishment of its transmission in other central Asian countries
(Kyrgyzstan, Turkmenistan, and Uzbekistan) are high.

The results achieved in Armenia and Turkmenistan, where malaria transmission continues in a
few minor foci and malaria incidence/risk is extremely low/minimal, need to be further
consolidated with the goal of interrupting the transmission of P. vivax malaria by 2010.

The specific programme objectives in this epidemiological setting should be as follows:
1.  to interrupt transmission of malaria

to notify early on all suspected and confirmed cases

to detect any possible continuation of malaria transmission

to determine the underlying causes of residual transmission

to apply rapid remedial actions

to prevent re-introduction of malaria transmission

R

to ascertain malaria elimination.

The timeframe for malaria elimination needs to be set up separately for P. falciparum and
P. vivax malaria bearing in mind that the elimination of both malaria species will be certified at
the same time.
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The following timetable is proposed for implementation of the regional strategy aimed at moving
from malaria control to elimination:
Between 2006 and 2007:

1.  Development of a revised Regional Strategy: from Malaria Control to Elimination, 2006-
2015 completed and published.

2. Development of strategic plans of action for malaria elimination in pilot countries
completed and endorsed:

. Tajikistan to have prepared a national plan of action for P. falciparum malaria
elimination and a campaign to have been launched.

. Armenia and most probably Turkmenistan to have prepared national plans of action
for P. vivax malaria elimination and the respective campaigns to have been launched.
Between 2008 and 2010:

1.  The remaining malaria affected countries (Azerbaijan, Georgia, Kyrgyzstan, Tajikistan,
Turkey, and Uzbekistan) to have revised their national malaria strategies and have
developed their national plans of action to eliminate P. vivax malaria.

By the end of 2010:

1.  Transmission of P. vivax malaria to have been interrupted in Armenia and most probably
in Turkmenistan.

2. Transmission of P. falciparum malaria to have been interrupted in Tajikistan.

Between 2011 and 2014:

1.  The remaining malaria-affected countries (Azerbaijan, Georgia, Kyrgyzstan, Tajikistan,
Turkey, and Uzbekistan) to have launched their campaigns to eliminate P. vivax malaria.

2. Malaria elimination to have been certified in Armenia and Turkmenistan.

By the end of 2015:

1.  Transmission of malaria to have been interrupted in Azerbaijan, Georgia, Kyrgyzstan,
Tajikistan, Turkey, and Uzbekistan.

Beyond 2015:

1.  Malaria elimination to have been certified in Azerbaijan, Georgia, Kyrgyzstan, Tajikistan,
Turkey, and Uzbekistan.

Malaria control

In countries where elimination does not appear to be feasible at present, malaria control
operations may form a transitional stage towards the future launching of an elimination
programme. In the existing P. vivax malaria settings, where the number of active malaria foci
remains large and its incidence is moderate or relatively high (Azerbaijan, Georgia, Kyrgyzstan,
Tajikistan, and Turkey), malaria control is still recommended in the years to come, and the move
from malaria control to elimination may be recommended when it will be feasible. Wherever
malaria elimination programmes have good prospects they should be pursued with vigour
towards their defined goal.
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Despite visible progress in controlling malaria in all affected countries, the goal of elimination
may be more distant because the rapidity in achieving the declared goal is under the influence of
ongoing socio-economic changes and unstable ecological conditions in the above-listed
countries.

The specific programme objectives in this epidemiological setting should be as follows:
1.  to contain and prevent outbreaks of malaria;
2. toreduce further the incidence and prevalence of malaria;

3. to reduce further the number of active foci of malaria.

Prevention of the re-establishment of malaria transmission

Today in most malaria-free industrialized countries of the Region the risk of sustained re-
introduction of malaria transmission is minimal: either transmission has been eliminated and
never occurred again or socio-economic development is so advanced that cases of imported
malaria can be identified and re-introduction of malaria can be eliminated in a timely manner.
However, when importation of malaria coincides with socio-economic degradation, the
disintegration of health and social services and uncontrolled cross-border migration, the re-
establishment of malaria transmission could take place.

The specific programme objectives in this epidemiological setting are as follows:
1.  to notify early on all suspected and confirmed cases;

2 to detect any possible re-establishment of malaria transmission;

3 to determine the underlying causes of resumed transmission;

4.  to apply rapid curative and preventive measures;
5

to maintain malaria-free status in areas and countries where it has been eliminated.

Reduction and prevention of deaths caused by imported malaria

As a result of human migration and the current tidal wave of tourist travel to malaria-endemic
countries, malaria continues to be imported into areas, which have been classified as “malaria
free”. Travel-associated and imported malaria is becoming a growing medical and health issue in
many developed countries of Europe where the disease had been successfully eliminated. This
situation poses a hazard to the individuals who acquire malaria because the disease may remain
undiagnosed or be incorrectly diagnosed, resulting in high case-fatality rates.

The specific programme objectives in this epidemiological setting are as follows:

1.  to improve early diagnosis of all cases of imported malaria and to strengthen case
notification systems;

2. to treat promptly and adequately all cases of imported malaria within the public and private
health sectors and to reduce case-fatality rates of imported P. falciparum malaria; and

3.  to improve preventive practices among travellers through effective and evidence-based
pre-travel health advice.
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Strategic approaches

In affected countries of the Region, where the malaria elimination programme is recommended,
actions aimed at interrupting transmission should be swift and energetic. At the attack phase a
two-pronged action is required aimed at: (1) disease prevention through vector control and (2)
disease management. The attack operations consist of indoor residual spraying (IRS) with
insecticides of houses and shelters of domestic animals, on a strict total coverage of all active
foci of malaria, with a view to interrupting transmission as soon as possible all over the target
area, and preventing transmission for the required number of years. The minimum duration of
the phase based on IRS (excluding particular cases of previous intensive control or hypoendemic
malaria) should be not less than three years. The planning of IRS operations and other vector
control measures in the attack phase should be based on assessment and analysis of local malaria
epidemiological situations, including epidemiological investigation and classification of malaria
cases and foci. In support of these operations, mass prophylactic treatment with PQ (MPTP) may
be given to all those who reside in an affected area for a rapid depletion of the reservoir of P.
vivax hypnozoites before the beginning of the following transmission season (e.g. after outbreaks
in the attack phase or in residual foci in the consolidation phase). The anti-relapse treatment of
all P. vivax positive cases of previous years along with seasonal chemoprophylaxis to the
affected population during the season of P. vivax malaria transmission (e.g. in foci of malaria in
which IRS does not fully interrupt transmission in the attack phase) could also be of particular
interest. All steps should be taken to detect malaria cases as early as possible and to treat them
adequately with antimalarial drugs in accordance with national policies and guidelines for
malaria treatment.

Malaria elimination is supposed to comprise four stages:

1.  Preparatory phase (after the elimination plan has been signed by concerned parties) — one
year;

2. Attack phase (when the preparatory phase is over. It consists of the attack and evaluation
operations to determine whether malaria transmission has been interrupted or not, and to
indicate when the attack phase can be terminated) — three years or less in case of previous
intensive malaria control;

3.  Consolidation phase (when attack measures have been discontinued. It consists in
deploying all efforts to discover any possible continuation of transmission, to determine its
causes and eliminate them, to prevent re-introduction of sources of infection and to
ascertain if and when elimination has been achieved) — the fundamental criteria
determining that malaria has been eliminated — malaria may be assumed to have been
eliminated when adequate surveillance operations have not revealed any evidence of local
transmission and the absence of indigenous cases, in spite of continuous importation of
cases from abroad, during at least the three last consecutive years prior to the request for
certification; and

4. Maintenance phase (after elimination has been achieved).

In cases where the malaria control programme is aimed at reducing the incidence of the disease
to such levels where it no longer constitutes a major public health problem, the strategy should
be focused on strengthening national capabilities and capacities to provide early diagnosis and
adequate treatment; to plan and implement cost-effective and sustainable preventive measures; to
detect early and contain or prevent epidemics; and to reassess regularly a country’s malaria
situation, in particular the ecological, social and economic determinants of the disease. This
strategy, which duration is indefinite, does not propose a single solution but gives broad lines of
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approach to achieving a common goal. The approaches are to be adapted by the countries
concerned according to the structures of their health systems and existing control operations,
their resources, and a realistic assessment of the control needs and risk factors.

For the areas and countries, where malaria transmission has been interrupted, particular emphasis
should be placed on maintenance of the results achieved by deploying all efforts to detect any
possible continuation or new occurrence of malaria transmission, notifying as soon as possible
all suspected and confirmed malaria cases and applying rapid remedial actions, in order to
prevent re-introduction of malaria transmission. Prevention of re-introduction of malaria is a
long-term policy that requires continuous investment of funds and personnel.

In countries of the Region, particularly in the western part of Europe where imported malaria is a
growing medical and health issue and where imported malaria is associated with high case-
fatality rates, special attention should be given to case notification systems and to sound national
policies for early diagnosis and prompt treatment of imported cases, including the management
of severe and complicated P. falciparum malaria. It is important for all physicians advising
travellers to be cautious in their advice about antimalarial drugs recommended for treatment and
chemoprophylaxis. The physician investigating and treating a febrile traveller must be aware of
the difficulties that are now commonplace in diagnosing and treating cases of drug-resistant
malaria. The danger of delayed and inappropriate treatment should not be underestimated.
Travellers need to be better informed about (1) the very real dangers of contracting malaria in
endemic countries; (2) the appropriate types of prevention, including prevention of mosquito
bites, chemoprophylaxis and/or stand-by emergency treatment; and (3) the early recognition of
symptoms so that adequate treatment may be initiated early enough to be effective, both in
saving the patient’s life as well as to avoid complications.

Approaches to eliminate P. falciparum malaria and their application in
affected countries of central Asia

Biological properties of P. falciparum and the three other human malaria parasites are so
different that the former has been placed in a particular subgenus Laverania. Some argue that it
would be even more correct, from the point of view of taxonomy, to consider Laverania a
particular genus. Only historic tradition prevents us from accepting this.

The main differences between the two most widespread species related to the epidemiology of
the respective diseases and influencing the decision making regarding the strategy of their
control are given in Table 3.



Cross-border meeting for central Asian countries and Afghanistan

page 27

Table 3: Main differences between P. vivax and P. falciparum

Properties P. vivax P. falciparum
Temperature threshold of parasite’s 16°C 18°C
development in mosquitoes

Presence of dormant forms (hypnozoites) | yes no

in the liver

Maturation of gametocytes slightly exceeds 48 hours 12 days

Life span of mature gametocytes hours up to 6 weeks
Sequestration of schizonts in internal no yes

organs' vessels

Sequestration of immature gametocytes no yes

Very high parasitaemia (5+) no not unusual
Fatality rate nearing zero considerable
Immunogenicity higher lower
Development of resistance to drugs slow speedy
Presence of parasitaemia after a single intermittent, as a rule continuous

inoculation

Overall duration of infection

about 1 year

less than 1 year in 80% of

e usual toss |
e  maximum, for planning 2 years 1.5 years
purposes
4.5 years 3 years

e exceptional

Susceptibility of mosquitoes to the
species

does not depend on the
geographical origin of the
parasite

depends on the geographical
origin of the pathogen, e.g.
Palaearctic mosquitoes
practically never pick up
Afrotropical parasites

The following features of P. falciparum may help malaria control:

On the opposite, the following features may hinder malaria control:

a relatively short duration of infection

non-infectivity of the cases during the first 12 days

high temperatures required for development in mosquitoes

being finicky as concerns the vector.

insensitivity of mature gametocytes to drugs, except primaquine

low immunogenicity

long life span of mature gametocytes

rapid build-up of drug resistance.
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In planning malaria elimination, a step-wise, species-wise approach is justified. Priority should
be given to P. falciparum malaria, because it is a more severe problem; it is more vulnerable (as
temperate areas are concerned); elimination in the whole zoogeographical region may be
irreversible (e.g. in the Palaearctic region where P. falciparum malaria is being transmitted only
in Afghanistan and limited areas in Tajikistan).

Anti-falciparum activities would also affect the P. vivax malaria, and thus allow proceeding to an
elimination of malaria as a whole at a later stage.

The leading anti-malaria measure in the above-mentioned countries is indoor residual spraying.
Its target is a reduction of the life span of the mosquitoes. Reduction of mosquito densities,
although a desirable outcome, is only a by-product of spraying. Particular attention should be
paid to An. (Cellia) superpictus, as a species which is most susceptible to P. falciparum.

Case detection should be prompt. It is essential that the presence or absence of P. falciparum
gametocytes be systematically recorded. This would allow saying how old the given case is and,
consequently, whether the case detection is prompt enough. To facilitate the search for
gametocytes, a «dry system» x 40 x 10 may be used. At this magnification, gametocytes are
perfectly identifiable, and the amount of the blood in the microscopic field is higher, thus the
sensitivity of the microscopy increases.

Parasite densities also need to be systematically recorded which gives additional information
about the potential severity of the case and is useful for laboratory quality control. This may also
be useful for an epidemiological assessment, e.g. to measure the parasitic load in various
population groups. In field conditions, a method, which is sufficiently precise (but not requiring
additional time for measurements) is assessing the mean numbers of parasites per field using a
logarithmic scale from 1+ to 5+.

Mainstream of treatment of cases in foci with P. falciparum malaria should be the artemisinin
based combination therapy (ACT) even in the presence of a P. vivax transmission. If blood
examination cannot be done within a few hours, a presumptive treatment may be given,
including a rectal application, if necessary. Cases should be hospitalized whenever possible. An
intravenous treatment with quinine or artemisinin derivatives (preference should be given to
artemisinin derivatives) is indicated in severe and complicated cases.

Artemisinin derivatives are active against young sequestrated gametocytes. In timely treatment,
the patient does not become a source of infection. However, if treatment is started late (more the
six days after the beginning of symptoms) and/or if gametocytes are already present in the
peripheral blood, and if the patient’s condition is not severe, one dose of 45mg primaquine base
may be given. This may be done without assessing the G6PD activity.

Monitoring of foci of P. falciparum malaria is carried out according to the general principles.
However, due to a shorter duration of the infection the residual focus may be reclassified into a
cleared-up focus earlier than for P. vivax, e.g. after one year of absence of autochthonous cases.
The same focus may have a different status in relation to either species of malaria, e.g. a cleared-
up focus of P. falciparum malaria may remain a residual active in relation to P. vivax, and so on.
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A strategic framework for the elimination of P. falciparum malaria in
central Asia

The rationale for the undertaking the P. falciparum malaria elimination campaign within central
Asia is based on the following principles:

the demonstrated possibility of P. falciparum malaria elimination in countries of central
Asia in the past;

the absence of autochthonous cases of P. falciparum malaria over four decades in central
Asian countries;

there has been a substantial decrease in the incidence of P. falciparum malaria over the
past six years;

the strong political commitments to achieve a greater impact on malaria situations at
national level, namely to interrupt transmission of P. falciparum malaria and eliminate this
disease by 2010; and

the clear evidence of technical feasibility and operational applicability of P. falciparum
malaria elimination.

Strategies for eliminating P. falciparum malaria and preventing the re-establishment of its
transmission include the following:

L.

Enhancing the capacity of national entomological services to apply indoor residual
spraying (IRS) with insecticides of houses and shelters of domestic animals, on strict total
coverage of all active foci of P. falciparum malaria, with a view to interrupting its
transmission as soon as possible all over the target area, and preventing re-establishment of
transmission for a required number of years. Indoor residual spraying could be
supplemented by other attack measures. Particular attention should be given to assess the
response of malaria transmission to the attack measures.

Strengthening the capacity of public health services to detect and treat all cases of malaria.
Active case detection should be advocated in the elimination programmes, particularly in
the attack and consolidation phase.

Building adequate malaria surveillance services, with the aim to notify early on all malaria
cases, to detect any possible continuation of malaria transmission, to determine the
underlying causes of residual transmission, to apply remedial action and to prevent re-
introduction of malaria transmission

Activities to be carried out, outputs and outcomes to be expected and partners to be responsible
for implementation are shown in Tables 4 and 5.
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Table 4: Activities, outputs/outcomes, timeframe and responsible partners
Objective:
To interrupt transmission of P. falciparum malaria
Timeframe Activities Outputs/Outcomes Responsible
partners
Preparatory To assess the present 1. Pre-elimination survey including Ministy of
phase malaria situation and geographical, epidemiological and Health
conduct pre-elimination entomological reconnaissance (specialized
surveys conducted and general
o . health
2. Districts affected by P. falciparum .
S . services)
malaria identified, and needs
. Other
assessment completed in targeted L
o Ministries
districts
Non-
To prepare and present the | The Law on Malaria Elimination presented | governmental
Law on Malaria to the government bodies
Elimination WHO
To establish a National 1. Organization Communities
Malapa Ellmlnatlpn 2 Authority
Service or an equivalent
organization 3. Responsibility
4. Policy
5.

Its relationship with general health
services and with other
governmental departments

To set up a National
Malaria Elimination
Coordination Committee

National Malaria Elimination Coordination
Committee set up

To evaluate the current 1. Health personnel of different
human resources and categories involved in malaria
decide on their elimination at all levels identified
development 2. All necessary categories of
specialized and general health
personnel trained on various aspects
of malaria and its elimination
To evaluate the existing 1. Forecast needs and demand
service .
) . 2. Logistics
delivery/commodity £
management and make it 3. Communication
re}eyant top lanneq 4. Infrastructure
elimination operations
5. Coordination
6. Quality control
7. Supervision

To establish a system of
public relations and health
education

A system of public relations and health
education in malaria elimination
established
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To work out a detailed Detailed elimination plan with budget
country-level plan of (calculation of expenses and distribution of
action to eliminate costs), including time-table and advisory
P. falciparum malaria with | services (assignment of international staff
budget and their terms of reference) worked out
Attack phase | To carry out attack Attack measures carried out on a strict Ministry of
operations as planned total coverage of all active foci of Health
P. falciparum malaria (specialized
To detect and notify early | All cases of malaria detected, and case irelgl';ghe neral
on all suspected and notification system in place .
confirmed P. falciparum services)
cases Other
Ministries
To treat promptly and All cases of malaria treated properly Non-
adequately all governmental
P. falciparum cases bodies
. . : .| WHO
To determine whether Determined whether P. falciparum malaria .
. ) o . International
P. falciparum malaria transmission has been interrupted or not artners
transmission has been p .
. Communities
interrupted or not
To indicate when the The time to stop attack operation indicated
attack phase can be
terminated
Consolidation | To detect any possible Any possible continuation of P. falciparum | Ministry of
phase continuation of malaria transmission detected Health
P. falciparum malaria (specialized
transmission and general
. . . health
To determine the The underlying causes of residual .

. o . . services)
underlying causes of transmission of P. falciparum malaria Other
residual transmission of determined L
P. falciparum malaria Ministries

‘ Non-
To apply rapid remedial Rapid remedial actions applied governmental
actions bodies
. . . . . . WHO
To prevent re-introduction | Re-introduction of P. falciparum malaria .
. . o International
of P. falciparum malaria transmission prevented
.. partners
transmission "
Communities

To confirm the absence of
indigenous P. falciparum
cases

The absence of indigenous P. falciparum
cases confirmed
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Table 5: Activities, outputs/outcomes, timeframe and responsible partners

Objective:

To prevent the re-establishment of P. falciparum malaria transmission in countries and territories where it
has been eliminated (as part of routine disease management and preventive activities being carried out by
specialized and/or general health services)

Timeframe Activities Outputs/Outcomes Responsible
parties
Maintenance | To detect and notify early | All P. falciparum cases detected, and case | Ministry of
phase on all suspected and notification system in place Health
confirmed P. falciparum (specialized
cases and general
: health
To treat promptly and All P. falciparum cases treated properly .
adequately all services) .
Communities

P. falciparum cases

To apply rapid remedial Rapid remedial actions applied, if required
actions, if required

If a government decides to eliminate malaria, it should be aware of what elimination implies. A
malaria elimination campaign should be considered as a major national enterprise of an
exceptional character, which therefore requires an exceptional approach. Once approved, a
national plan of operations to achieve malaria elimination is a formal commitment for all parties
concerned and this plan must be implemented in all its details. The main spheres in which
government negligence or reluctance often cause failure are those of budget, personnel,
administration and co-operation of the various governmental departments. The government’s
approval of the plan and of its budget should include the possibility of increased financial needs
due to difficulties, of any nature, arising during the implementation of the programme. In the late
stage of an elimination programme, when the disease has become extremely rare, the
government generally fail to appreciate the need for a much larger provision of funds. The
number and quality of personnel should be adequate for the programme to be successful. WHO
urged all governments concerned to ensure that their central and peripheral malaria elimination
services be provided with adequate administrative machinery to meet the stringent demands of
such a time-limited programme. A malaria elimination programme, though primarily a
responsibility of the ministry of health, is a programme of the government as a whole. With the
purpose of securing collaboration of the various governmental departments, a co-ordinating
council or board at the highest level is absolutely necessary, and it is believed that the Chief of
the State’s patronage and assistance to the programme is highly important. Once an elimination
programme for both malaria species in our regional context (P. falciparum and P. vivax) has
been successfully implemented, the government would like to officially proclaim the elimination
of malaria on the whole territory of the country. Any government can decide that malaria has
been eliminated from its territory; but to give international recognition to the declaration it is
expected that WHO will certify it by listing the country in an official register.

WHO provides strategic guidance and technical assistance in the planning, implementation,
monitoring and evaluation of elimination programmes. International organizations and agencies
are particularly interested in good administration, both for the resources of the enterprise they
have been assisting, i.e. the achievements of elimination programmes, and for ensuring that the
funds contributed are well spent. In order to certify that malaria has been eliminated the
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government would request WHO to undertake an inspection and review the accomplishments of
the programme through a country visit by a special certification team acting on behalf of WHO.
The team subsequently submits its report with recommendations to the Regional Director, and
finally to the Director General of WHO. Registration of certification will be published in the
Weekly Epidemiological Record as well as in an official register of Member States where malaria
elimination has been achieved.

The success of the malaria elimination programme will depend not only on the coverage and
quality of the various activities implemented, but also to a great extent on the involvement of the
community and their partnership with the health sector. Experience has shown that IRS
campaigns cannot be forced upon the public. Local communities need to be shown that they will
benefit from protecting themselves from malaria and other vectors, including household insects.
Health education and community participation can greatly facilitate the work, reduce the cost
and ensure the success. The involvement of local people can be fostered by community
awareness sessions to explain the procedures and benefits of the IRS campaigns in order to avoid
refusal problems and uncooperative attitudes of households when preparing their houses for

spraying.

Research to meet current and future needs

A review of malaria vectors and their biology in countries of
central Asia

Eight Anopheles species are listed in countries of central Asia: An. superpictus, An. pulcherimus
An. artemievi, An. hyrcanus, An. maculipennis, An. martinius, An. messeae and An. multicolor.
The principal malaria vectors (4) include An. pulcherimus, An. superpictus, An. maculipennis
and An. messeae, and the secondary vectors (2) are An. hyrcanus and An. martinius. For

An. artemievi and An. multicolor the role as malaria vectors has not yet been confirmed, and
need to be investigated further. Molecular and cytogenic data from central Asia suggested that a
new species of An. artemievi belongs to the An. maculipennis species complex. An. artemievi,
which was found in 2004 in the southern part of Kyrgyzstan, where malaria epidemic occurred
during 2002-2003. During the next years this species was revealed in some other parts of
Kyrgyzstan, in the southern part of Kazakhstan, in the eastern part of Uzbekistan and the
northern part of Tajikistan, where malaria is well established.

In the WHO European Region vector biology and control 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 are presently conducted: species identification and distribution,
species complexes and the role of siblings’ species in malaria transmission. Further research on
species distribution and vector incrimination will contribute to a better understanding of malaria
vector populations and their epidemiological role in countries of central Asia. The rational use of
insecticides largely depends on a broad knowledge of the susceptibility and irritability levels of
malaria vectors to currently used insecticides. The irritability to insecticides may reduce the
effectiveness of residual application of the insecticides. An investigation of irritability level of
malaria vectors and an assessment insecticide resistance should be carried out before planning
any indoor residual programme.
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PCR-diagnostics of malaria 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. The advantages of PCR-
diagnostics consist of: technological adaptability, high speed of the analysis and its high
sensitivity (a diagnostic limit - from 1 up to 10 parasites in 1 ml of blood). Blood samples for
this study were collected from malaria patients in the southern part of Kyrgyzstan in July-
October 2006. Samples of blood have been received from patients with a clinical picture of
malaria, and also from those who had fever in the recent past. Before receiving the sample each
patient or his/her trustee has been informed that blood will be used for research investigations.

The gene of dihydrofolate reductase in P. vivax has been studied for an estimation of the parasite
resistance to antimalarial drugs. Dihydrofolate reductase is one of the key enzymes of a cellular
metabolism. The inhibition of activity of this enzyme reduces the maintenance in a cell
tetrahydrofolate which is one of the main co-factors of synthesis DNA, amino acids and proteins.
DNA of malaria patients from central Asia has been studied for the analysis of structure of a
gene dihydrofolate reductase. As a result of the sequencing and the alignment of the received
sequences with sequences from the GeneBank, it has been shown that all patients were infected
by wild type allele of P. vivax, which was sensitive to the antimalarial drugs used. In order to
study dynamics of action of antimalarial drugs, it is planned to conduct a quantitative estimation
of parasites in blood of patients before treatment, and also on the second, on the third and on the
seventeenth day of treatment. Findings (by a method of routine PCR) have shown that up to the
seventeenth day of treatment parasites in the blood of patients did not show. The process of
parasite elimination will also be estimated by method of real time PCR. In the long term the
analysis of Plasmodium variability will be conducted using different genetic markers. The
research was financed by The WHO Regional Office for Europe, the GFATM malaria projects in
Kyrgyzstan and Tajikistan and the Russian Fund of Basic Researches (RFBR).

GIS-based mapping of malaria in central Asia

The Geographic Information System (GIS) considers social and economical objects, with
physical factors which are included in the data files and are reflected at the computer. Today,
many public health administrators recognize that these technologies can help them better access
information quickly and efficiently and better assess and analyse the spatial relationships of
factors and constraints in the implementation of public health programmes.

Vast experience has confirmed that successful anti-malaria programmes depend on accurate
identification and geographical reconnaissance of risk areas in order to target measures against
malaria. Modern mapping approaches, such as computerized GIS, are economical, efficient,
supportive of other health systems, and rapidly becoming user-friendly. They exceed by far the
capabilities of manual approaches in terms of amount of data that can be included and of easy
updating, correlating, and manipulating the data. Mapping malaria-affected locations and risk
areas based on eco-geographic and demographic data helps health authorities understand the
human and environmental factors that determine transmission patterns. Such an understanding is
critical for effective allocation of resources to deal with malaria control.
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However, although public health administrators recognize the benefits of mapping technologies,
several obstacles still remain that constrain their full operational implementation. These include:

. Commercial GIS software systems can be complex and users require significant training
and re-training.

. Public health databases are often in incoherent formats with lack of standardized geo-
referencing. This makes their integration into a GIS time-consuming and difficult.

. Public health users typically make good use of perhaps only 10 to 20 per cent of the
functions of large GIS packages.

. Public health users often have difficulty in accessing digital data such as boundary maps,
elevation maps, and information on the location of population settlements etc. To address
some of the limitations of GIS encountered by users in public health, WHO has developed
a simple user-friendly application called HealthMapper, customized specifically for public
health purposes.

Three GIS projects on malaria have been conducted by WHO in recent years in central Asia: (1)
creation of graduation colour maps for distribution of malaria cases and morbidity rates in space
and time using Global Positioning System (GPS) in the south oblast of Kyrgyzstan, 2004; (2) the
same project in selected districts in Tajikistan; (3) further implementation of GIS for
entomological activities and malaria surveillance in Kyrgyzstan, supported by the Global Fund,
2006. The strong collaboration of different international partners for GIS should be promoted at
inter- and country levels.

GIS provides an excellent means of analysing epidemiological and programmatic data, revealing
trends, dependencies and interrelationships that are difficult to discover in tabular format.
Moreover, experience shows that mapping of events not only facilitates epidemiological analysis
but is also a very effective tool for advocacy through the media and for generating action by the
decision makers and the population at large.

Successful scale-up of anti-malaria programmes

Success story: Armenia

In the middle of the 1990s 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 to decrease, dropping to three in 2005.
Over the course of the last years, Armenia has demonstrated strong political commitment to curb
an epidemic and move further from malaria control to elimination. A wide range of malaria
control interventions have been supported by the Ministry of Health, other governmental entities,
WHO, UNICEEF, the International Federation of Red Cross and Red Crescent Societies, and the
World Food Programme. In 2005-2006, Armenia redefined and adjusted the present strategy and
action plan on malaria, bearing in mind the results achieved to date, the actual extent of the
problem and potential threats in future. The goal of the new strategy is to interrupt transmission
of P. vivax malaria by 2010 and to eliminate malaria in the country. A multi-sectoral approach,
both public and private, is being promoted actively at all levels with the aim to eliminate malaria.
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Clearly, the success of the malaria programme in Armenia was the result of a confluence of a
number of factors. A sound targeted technical approach, skilled human resources and good
infrastructure at national and sub-national levels, strong technical and programmatic support
from WHO and its partners and sufficient financial support were essential to accomplish the
goals. WHO played an important role in the success, and its consistent and proactive technical
and financial support was a crucial contribution to this success. Without the national leadership
and ownership, it is doubtful that all these success factors would have been in place. Government
and community leaders from national to local levels considered malaria as a priority problem and
dedicated their resources and manpower to address it. Many of the lessons learned from our
programme could be adapted by other countries. Countries interested in achieving such successes
must strive to address most or all of the key factors.

Conclusions

The meeting organized by the WHO Regional Office for Europe in collaboration with the
Government of Tajikistan, the Agency for Technical Cooperation and Development (ACTED)
and the WHO Regional Office for the Eastern Mediterranean, took place (1) seven 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, and (2) one year
following the endorsement of the Tashkent Declaration “The Move from Malaria Control to
Elimination” by all malaria-affected countries of the WHO European Region. The Kabul
Declaration “Health for All. Health by All: Communicable Diseases Recognize No Borders”,
which emphasized a unique opportunity to fight malaria and other communicable diseases
together was also signed by a number of countries from the two above WHO Regions in 2006.
The ultimate goal of the new regional strategy on malaria, which has been published recently, is
to interrupt the transmission of malaria by 2015 and eliminate the disease within affected
countries of the WHO European Region. Top priority is given to P. falciparum malaria. With
adequate investment and political support, the chances of interrupting transmission of P.
falciparum malaria in Tajikistan by 2010 and preventing the re-establishment of its transmission
in other central Asian countries (Kyrgyzstan, Uzbekistan and Turkmenistan) are high.

The results achieved by countries, WHO and partners were greatly appreciated, and countries of
central Asia reaffirmed their commitment to reach the goal and objectives of the new regional
strategy “The Move from Malaria Control to Elimination” in the WHO European region. Taking
into account the substantial progress made with malaria control in affected countries of central
Asia, where the incidence of P. falciparum malaria has been brought down to such levels that
interruption of its transmission may become a feasible objective in the near future, participants
welcomed the sub-regional initiative to eliminate P. falciparum malaria. The rationale for
undertaking this elimination campaign within central Asia is based on the following principles:

. the demonstrated possibility of P. falciparum malaria elimination in countries of central
Asia in the past;

. the absence of autochthonous cases of P. falciparum malaria over four decades in countries
of central Asia;

. the visible impact of control interventions on P. falciparum malaria at present;

. the strong political commitment to achieve a greater impact on malaria situations at

national level, namely to interrupt transmission of P falciparum malaria and eliminate this
disease by 2010; and
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. the clear evidence of technical feasibility and operational applicability of P. falciparum
malaria elimination.

The technical guidance and assistance provided by WHO was acknowledged with satisfaction
and participants emphasized the need to ensure that malaria-affected countries are fully
supported in their endeavours to go forward with their national malaria elimination campaigns.
In the context of malaria elimination, particular emphasis should be given to border areas of
central Asian countries and Afghanistan, where a risk of spread of malaria across shared borders
exists. In order to achieve a greater impact on the malaria situation and proceed with malaria
elimination in countries of the WHO European and Eastern Mediterranean Regions, participants
underlined the need to create greater awareness of the successes of anti-malaria programmes and
to intensify partnership actions, and urged partners and donors to increase the level of financial
assistance as well.
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BbIBO/IbI

JanHoe coBemanue, KOTopoe ObII0 oprann3oBano EBpomneiickium PernonansusiM bropo BO3 B
cotpyaauuectse ¢ [IpaBurensctBoM TamkukucTana, ATeHTCTBOM 1O TeXHHUYEeCKOMY
CotpynuuuectBy u Pazsutuio (AKTE/]) u Bocrouno-Cpeanzemuomopckom PerrnonansHoM
Bropo BO3, mpoBoautes (1) ceMb JIeT CITycCTsI MOCIie pa3padOTKH U YCIEITHOTO OCYIISCTBICHUS
pernoHanbHOM cTpaTerun «O0parum Bemsars Massipuio» B OpayKeHHBIX MaJlsipueii cTpaHax
EBpormneiickoro perunona BO3, u (2) rox cnycts nocne npunsatus Tamkentckout Jexnapanuun
“Brnepen ot bops0b1 k Dnumunanun mansipun”. Kabyneckas Hexnapanus « HbeKknoHHbIE
Bonesnn ne Pacno3natot ['panuir», OTMETHBIIAS YHUKATBHYIO BO3MOXHOCTD JJIsl IPOBEACHUS
COBMECTHBIX JAEHCTBHI, HAIIPABJICHHBIX Ha O0OPHOY ¢ Masspueil U ApyruMy NHPEKIMOHHBIMU
Oosie3HAMU Obl1a TakXkKe MPUHATA psiioM cTpaH EBporneiickoro u Boctouno-
CpenuzemHomopckoro pernoHoB BO3 B 2006 roay. Llenbio HOBOM pernoHanbHOM CTpaTeruu,
KOTOpasi HeIaBHO ObLIa OIMyOJIMKOBaHa, SIBJISIETCS TIepephIB nepenaun Maispud k 2015 u eé
3JIMMUHAIMSA B IOPAXKEHHBIX cTpaHax EBpormelickoro Pernona. [IpuoputeT B HOBOM cTpaTeruu
OTHaeTCs TPONMMYECKOW Malsipuu. [Ipu HamM4IMKM afeKBaTHBIX NHBECTUIINHI U MOTUTHYECKON
MOAJEPKKHY, IIIAHC IPEPBaTh nepeaady Tponudeckor Mansipuun B Tamxukucrane k 2010 rogy u
MpeynpeauTh BOCCTAHOBIIEHHE €€ epeJadyr Ha MPUIIETAIOUINX TEPPUTOPHUIX APYTUX
HenTtpansHo-A3narckux crpanax (Keipreizcran, Y30ekucran n TypKkMeHHCTaH) SIBISETCS
JIOBOJILHO BBICOKHM.

YYacTHUKH COBEIIAHUs C YIOBIETBOPEHUEM OTMETHIIN T€ CEPHE3HBIE YCUIINA, IPUKIIaIbIBAEMBIE
ctpaHamu, BO3 n napTHepaMy 110 KOHCOJIUAALNMH JOCTUTHYTHIX PE3YJIBTaTOB H, IOATBEPIUIH
CBOU 00513aTENbCTBA, B3AThIE B OTHOIIEHUH [TOCTABJICHHBIX LIeJeH U 3a]ja4 HOBOM CTpaTeruH,
HaIlpaBJIEHHOW, B KOHEUHOM CYETe, Ha AIMMHUHAIUI0 Malsipuu B EBpomneiickom perunone BO3.
[IpuHuMast BO BHUMaHHE 3HAUUTENIbHBIA IPOrpecc, JOCTUTHYTHIN B j1e1e 60pbObI ¢ Malsipueil B
crpanax LlenTpanbHoii A3um, rie 3a060J1eBaeMOCTh TPONMUYECKON Malisipreil Oblia CHIDKEHA 110
TaKOTO YPOBHS, YTO MEPEPHIB €€ TIepeIad MOKET CTATh BHIMOJHUMOM 3a1aueii OmrKaiimem
OyayIieM, y9aCTHUKH PUBETCTBOBAIN MHUIIUATHBY dJIMMUHAIIMN TPOITNICCKON MaSIpUH U
crpadax LlenTpanpHOii A3uu. Jlormdeckoe 000CHOBaHHE MTPOBEACHUS TIPOTPAMMEBI TI0 €€
snuMuHaiuu B LlenTpanbHoit A3um 6a3upyercs Ha CIECAYIOMUX MPUHIIUIAX:

. Bo3MoXHOCTB IepepbIBa Nepeaadn TPONMMIECKON MATIAPUU U €€ SIIMMUHALIAS B 3THX
CTpaHax, JOKa3aHHas B MPOILIOM,

. OTcyTcTBUE CllydyaeB ayTOXTOHHON TPOIMUYECKON MaJIIpUU Ha IPOTSHKEHUU YEThIPEX
JecaTuneTuil B ctpanax LlenTpansHon A3uu,

o OdeBUAHBIEC YCIIEXU B CHIDKEHUH 3a00J1€BAEMOCTH TPOIIMYECKOW MaJIspUX B HACTOSIIICE
BpeMs,
. TBepaas nomuTHYeCcKas MOAECPKKa, HAITpaBIeHHAs HA JOCTHKEHUE 00JIee BECOMBIX

PE3yJIbTATOB B Jiesie OOpHOBI ¢ Majsipuel Ha HAlIMOHAILHOM YPOBHE, B 0COOEHHOCTH
JKeJIaHUe TIPepBaTh Mepeaady TPOINYECKONH Malsapun U dSauMuHupoBaTh e€ k 2010 roxmy,

. OueBuaHas TEXHUYECKAs! M MPAKTUUECKAs OCYILIECTBUMOCTD JIMMUHALIMHI TPOIIUYECKOM
MaJIsSIpUH.

Crparernueckoe pyKOBOJACTBO M TEXHUUYECKAs MOJAepxKKa co cTopoHbl BO3 O6b110 O11EHEHO ©
0Jaro1TapHOCTHIO, M YYACTHUKU MOAYEPKHYIIN HEOOXOIMMOCTh TapPAHTUPOBATh, YTO CTPAHBI
MOpakKeHHbBIE MaJSIpUEl OY/IyT MMOJIHOCTBIO TIOAJIEPKAHBI B TATbHEHIIIEM B UX YCHIIHAX T10
MIPOBE/ICHUIO HATMOHAIBHBIX KaMITAaHUH 0 AJIMMUHALINY MaJIspuu. B KOHTEKCTE SIMMUHAIIN
MaJIsIpHH, 0c000€e BHUMaHHE JI0JDKHO OBITh YAEIeHO MPHIIETAONMM 0T PAHUYHBIM TEPPUTOPUIM
crpan LlenTpanbHoit A3un n A¢ranucrana, rie CyIecTByeT PHUCK PacpOCTPaHEHHs MaJISIPHH.
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Jlns nocTukeHus OOJBIINX PEe3YyJIbTATOB B iesie O0phObI U SIMMHUHALIMY MAJIIPUU, YIACTHUKH
HOJYEPKHYJIN HEOOXOJUMOCTD yJIyUIINTh OMOBEIIEHUE MEXIyHapOAHOT0 coob1ecTBa oo
ycIexax, JOCTUTHYTHIX CTpaHaMH B jiesie 00pbObI ¢ MaJSIpUEH, YKPENUTh TapTHEPCKOE
COTPYAHUYECTBO, a TAKXKE MPOJIOJKUTH TIOUCK JOTIOIHUTEIBHBIX (PMHAHCOBBIX PECYPCOB IS
MIPOBEJICHUS MPOTPaMM I10 STUMHUHALNN MAJSIPUH.
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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:

To remain committed to the Tashkent Declaration “The Move from Malaria Control to
Elimination” endorsed by all malaria-affected countries of the WHO European Region, and
to the Kabul Declaration “Health for All. Health by All: Communicable Diseases
Recognize No Borders” endorsed by a number of countries of the European and Eastern
Mediterranean Regions;

In collaboration with WHO, to make all possible efforts required to interrupt the
transmission of P. falciparum malaria by 2010 in Tajikistan and to prevent the re-
establishment of its transmission in other countries of central Asia:

— to develop/revise and implement action plans aimed at elimination of P. falciparum;

—  to streamline mechanisms for a more coordinated action directed at malaria
elimination between all parties concerned (governmental bodies, international
agencies, non-governmental organizations and the private sector) at inter- and country
levels;

—  to scale-up anti-malaria programmes paying particular attention to strengthening
health systems and human resources capacities at national and district levels,
improving national epidemiological services and research capabilities and promoting
social mobilization;

In collaboration with WHO, to promote cross-border collaboration for solving malaria-
related issues for countries of central Asia and Afghanistan:

—  to provide all possible support to Afghanistan, particularly in the northern part
bordering with countries of central Asia to intensify malaria control interventions;

— to work out an intervention cross-border strategy to solve common malaria-related
issues, with particular emphasis on treatment policy, vector control, epidemic warning
and response and information and research exchange;

—  to consider the opportunity to develop and implement joint action plans in order to
coordinate and synchronize malaria control and elimination in border areas;

—  to appoint malaria focal points for each country in order to coordinate cross-border
issues related to malaria control and elimination;

To support the initiative to establish a World Malaria Day.

For WHO and partners:

To continue supporting countries in their efforts towards implementing the new regional
strategy with the goal of eliminating P. falciparum malaria in countries of central Asia by
2010;

To assist in drawing up and submitting by April-May 2007 a joint project proposal to
strengthen cross-border coordination and cooperation in the field of malaria control and
elimination between Tajikistan and Afghanistan;
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To assist in the organization of a regional meeting (with participation of neighbouring
countries of the WHO Eastern Mediterranean Region) in order to report on achievements
and to share experiences on malaria control and elimination, to be held in 2007;

To assist in establishing inter-regional secretariat for coordination of cross-border activities
for malaria elimination and control in countries of central Asia and Afghanistan;

To assist in building adequate malaria epidemiological services and information systems,
with an operational research component, capable of planning, monitoring and evaluating
anti-malaria activities at national level;

To assist in development of training/learning programme/materials and organization of
international training course on malaria elimination;

To support for the establishment of a roster of experts on malaria elimination;

To assist in the creation of greater awareness of the success of anti-malaria programmes
and the mobilization of additional financial resources to support countries’ endeavours to
control and eliminate malaria;
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PEKOMEH/IALIUH

HwxenprBenennsle peKOMEHIAINN UCXOIAT U3 00CYKAEHUH B paboUmX rpynmnax u
MOCIEIYIONEro 0100peHnsl y4aCTHUKaMH BO BpeMsI IUIEHAPHOM ceccuu:

JJIs1 CTpaH-y4YaCTHUKOB:

OcraBuTh 32 cO00H MpexHUE 00s13aTENLCTBA, U3NOXKEeHHbIE B TamkeHnTckoi [lexnapanuu
«Bmnepen ot bopr0Ob1 k DnuMmunau Manspuny, 0100peHHON BCEMU MOPaXKEeHHBIMU
ctpanamu EBpomneiickoro perrnona BO3; a Taxoke B Kabynbckoii Jlexknaparuu
«Unupexmmonnsie bonesnn ne Pacnosnaror I'panuy, IpUHSTOM psIoM CTpaH
EBpomneiickoro n Bocrouno-Cpennzemnomopckoro peruonos BO3;

B corpyaaudectse ¢ BO3, npeanpuHsTh Bce HE0OOX0AUMBIE YCHIINS, KOTOPBIE
noTpeOyIOTCS IS IepephiBa Nepeaun Tponuieckoi Maysipuu k 2010 roxy B
TamxukucTaHe U MpelynpeauTb BOCCTAHOBIEHHUE NIEpelaul TPOIIMUECKONH MaJIIpUH B
ocTajbHBIX cTpaHax LlenTpanbHoil A3um:

—  pa3paboTaTh/CKOPPEKTHUPOBATH U PEATU30BATh IJIaHbI MEPONPUATHI, HalIpaB/IEHHbIE
Ha JIMMUHAIMIO TPOTIMYECKON MaJIsIpUH;

—  ONTHMH3WPOBATh MEXAHU3MBI JUTS YIYUIICHUS KOOPIUHAIIUN MPOTUBOMATSIPUHHON
JiesiTeNIbHOCTH U 60J1ee 3¢ (HEeKTUBHOTO MapTHEPCKOTO COTPYIHUYECTBa (Cpeau
TOCy/IapCTBEHHBIX CTPYKTYP, MEXIYHAPOIHBIX areHTCTB, HErOCy1apCTBEHHBIX
OpraHm3alfii 1 YaCTHOTO CEKTOPa), HAPaBJICHHBIX HA DIIMMUHAIMIO MAJIIPUH Ha
CyOpernoHaILHOM U CTPAHHOM YPOBHSX;

—  YCHJIWTh HallMOHAJIbHBIE TPOTUBOMAISAPUITHBIE IPOTPAMMBI, YIS 0C000€ BHIMaHUE
YKPEIUJIEHUIO CUCTEM 3/IpaBOOXPAHEHUs, TOJATOTOBKE KaJpOB HAa BCEX YPOBHSIX,
YJIyUIIEHUIO 3MUAEMUOJIOIMUECKHUX CITYKO U YKpPEIJICHUIO HayYHOr o MOTeHIMana, a
TaKXke MOOWIIN3alK HACETICHHUS;

B corpynanuectse ¢ BO3, yiy4mmTh B3auMoAeHCTBIE MEX Ty cTpaHaMmu LleHTpansHoi
A3uun u Adranucrana npu MPOBEACHUH POTUBOMAIISIPUHHBIX MEPOIIPUATHI Ha
MOTPAHUYHBIX TEPPUTOPHUSX:

—  o0ecrnevnTh MOJHYO MOAJCPKKY AdraHucTany, 0COOCHHO B €r0 CEBEpHOM YacTH,
rpaHudyaniei co ctpanamu LlenTpanbHoil A3uu B €€ yCHIIEHUS! TPOTUBOMAISIPUHHOM
JIeSITeIbHOCTH;

—  pa3paboTaTh COBMECTHYIO CTPATETHIO JUISI PEIICHUs OOIIHMX TPOOIIeM, CBSI3aHHBIX C
MalsipueH, yaemsisi 0co00e BHIMaHKE BOTIPOCaM B 00JIaCTH MTOJIMTHKH JICUSHHS,
O0pBOBI C IEPEHOCYNKAMHU, CBOEBPEMEHHOTO ONIOBEIICHHUS 00 SMHUIEMISIX 1 OOPHOBI €
HUMH, 1 0OMEeHa MPAKTUYECKON 1 HayYHOH nH(popManuei;

—  paccMOTPETh BO3MOYKHOCTh COCTABIICHHSI H PEATN3AIIMU COBMECTHBIX OIEPATHBHBIX
TUIAHOB C 1IEJIbI0 KOOPMHAIIMU M CHHXPOHH3ALUH MPOBOJAUMBIX MEPOIPHITHI 1O
0opb0e 1 STMMHUHAIIMNA MAJIIPUX B TIOTPAaHUYHBIX PaliOHAX;

— Ha3HAYUTh OTBETCTBEHHBIX B KaXKJIOU CTpaHC, OTBCHAIOIINX 3a BOIIPOCHI KOOPAUHAILIUN
BOIIPOCOB, CBA3aHHBIX C MOTPAaHUYHBIM COTPYAHUYCCTBOM B obactu 60pb651 nu
SJIMMUHALIUA MaJISIpHUU;

ITonnepxaTe MHUIINATUBY, HAIIPABJICHHYIO HA Npa3nHoBaHne BecemupHoro [{us Manspun.
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Jast BO3 n napTHepos:

[IpomomxuTh OKa3aHue MOMOIIM CTPaHaM B UX YCHIIUSX 1O MPETBOPEHUIO B KU3Hb HOBON
PETHOHAILHOM CTpaTeruy, HaPaBJICHHOW Ha 3TIMMUHAIIMIO TPOTIMYECKON Masipuy B
ctpanax LentpansHoii Azun k 2010 roxay;

Oxa3zaTh MOMOIIb B TOATOTOBKE M MPEIOCTABICHHUE AJISi PACCMOTPEHHS K alPEeITI0-Mato
2007 roja COBMECTHOTO MIPOEKTA MO MAJISIPUH, HAPABICHHOTO HA YCHUJIEHUE KOOPAUHALUU
Y B3aMMO/ICHCTBHSI B IPOBEICHHH TPOTHBOMAJISIPUHHBIX MEPOTIPUATHI Ha MOTPaHUIHBIX
TEppUTOPHUSIX MeXAY TaKUKUCTaHOM U APraHNCTaHOM;

OxazaTh co/lefiCTBHE B OpraHU3aliy pernoHaabHoro cosemanus B 2007 rogy (¢ yuactuem
npelacTaBuTenell coceqHux crpad Boctouno-Cpen3eMHOMOPCKOTO pernoHa) Juist OT4eTa
0 JOCTHTHYTBIX pe3yJIbTaTax M 0OMeHa OMBITOB B 00JaCTH OOPHOBI M AIUMUHALINT
MaJSIpUH;

Oxka3arb IOMOLIb B CO3/JaHUN MEKPETMOHATILHOTO CEKpeTapuaTa Jjsl KOOpAWHALUI
BOIIPOCOB, CBSI3aHHBIX C MPOTUBOMAIISPHUIHON JESITETbHOCTHIO B IOTPAaHUYHBIX CTPaHaX
HenrpansHoii A3un n Adranucrana;

OxazaTh COIEHCTBHE B CO3JJaHUHU aJIEKBATHBIX HAIIMOHAJIBHBIX AMHMIEMHOIOTHYECKUX
ciyx6 1 MHPOPMAITMOHHBIX CHCTEM, C HAYYHO-TIPAKTUIECKUM KOMITOHEHTOM, CTIOCOOHBIX
permaTh 3a1a4u, CBA3aHHBIE C IIAHUPOBAHHEM, MOHUTOPUHIOM U OLEHKON MPOBOAMMBIX
MIPOTUBOMAIIIPUIHBIX MEPONIPUATHH;

Oxka3zaTh MOMOILb B pa3paboTke 00yyaromux IporpaMM U y4eOHbIX MaTepHajIoB, a TAaKXKe
COJIEMCTBOBAThH B OPraHU3allly MEXAyHApOJHOI0 00y4aroLero Kypea 1o 3JIMMUHALUN
MaJlIIpUH;

HOI[I[Cp)KaTB CO3JJaHUC I'PYIIIbI 9KCIICPTOB 110 BOIIPOCAM 3JIMMHUHALIUN MAJIAPUH,

Oxkazarp MOMOUIb B YIYUIIEHHUH OMOBEIIECHUS MEXyHAPOIHOTO COOOIIECTBA O
MOJIOKUTENIBHBIX PE3YJIbTaTaxX, JOCTUTHYTHIX CTPaHAMH HA IMYyTH K JTUKBUIALMH MAJISIPUH,
¥ B MOOMJIM3ALIUH JTOTIOJTHUTEIBHBIX PECYPCOB IJIsi OOPHOBI M AIIMMHUHALIUN MAJISIPHH.
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Annex 1

PROGRAMME

Tuesday, 21 November

08:30-09:00 Registration

09:00-09:15 Welcoming address by
Minister of Health, Tajikistan

09:15-09:30 Welcoming address by
Head, WHO Country Office, Tajikistan
UNDP Resident Representative and UN Resident Coordinator, Tajikistan

09:30-09:45 Meeting objectives and arrangements
Introduction of participants
Election of Chairperson and Rapporteur

09:45-10:15 Coffee break

10:15-10:35 Malaria situation in the WHO European Region with emphasis on progress and
challenges to eliminate P. falciparum malaria in central Asia (Dr M Ejov)

10:35-10:55 Malaria situation in the WHO Eastern Mediterranean Region with emphasis on
progress and challenges to eliminate malaria in the WHO Eastern Mediterranean
Region (Dr G Zamani)

10:55-11:15 GMP malaria elimination guidelines and WHO certification process of malaria
elimination (Dr A Rietveld)

11:15-11:30 Plenary discussion

11:30-12:15 Progress with malaria control giving emphasis on possibility of elimination of P.
falciparum malaria by 2010 (Ministry of Health/GFATM, Tajikistan)

12:15-12:30 Plenary discussion

12:30-13:30 Lunch break

13:30-15:30 Progress with malaria control paying particular attention to the prevention of re-
introduction of P. falciparum malaria (Kyrgyzstan, Uzbekistan, Turkmenistan,
Kazakhstan)

15:30-15:45 Plenary discussion

15:45-16:15 Coffee break

16:15-16:45 Progress with malaria control paying particular attention to border areas between
Afghanistan and countries of central Asia (Afghanistan)

16:45-17:00 Plenary discussion

17:00-17:15 Wrap-up session — closure of first day (Rapporteur)




Cross-border meeting for central Asian countries and Afghanistan
page 45

Wednesday, 22 November

09:00-09:20

New regional strategy “The Move from Malaria Control to Elimination”, 2006—
2015” (Dr M Ejov)

09:20-09:40 Approaches to eliminate P. falciparum malaria and their application to affected
countries of central Asia (Dr A Beljaev)

09:40-10:00 Plenary discussion

10:00-10:20 A review of malaria vectors and their biology in countries of central Asia
(Dr A Zvantsov.)

10:20-10:40 PCR detection of malaria parasites infecting human subjects in central Asia
(Dr M Gordeev)

10:40-11:00 Plenary discussion

11:00-11:30 Coffee break

11:30-11:50 ACTED and its involvement in malaria control in Tajikistan and Afghanistan
(Representative of ACTED)

11:50-12:10 GIS-based mapping on malaria in central Asia
(Dr G Kurtsikashvili)

12:10-12:30 Success story: Armenia
(Dr V Davidyants)

12:30-12:50 Plenary discussion

12:50-14:00 Lunch break

14:00-14:15 Introduction of group work (Dr M. Ejov)

14:15-17:45 Group work:
Working group 1: Consenting to a strategic framework to eliminate P. falciparum
malaria in central Asia (Kyrgyzstan, Tajikistan, Turkmenistan, Uzbekistan,
Kazakhstan, WHO representatives, experts, partners)
Working group 2: Malaria control/elimination and cross-border cooperation within
central Asian countries and Afghanistan (Afghanistan, Kazakhstan, Kyrgyzstan,
Tajikistan, Turkmenistan, Uzbekistan, WHO representatives, experts, partners)

17:45-18:00 Wrap-up session — closure of second day (Rapporteur)
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Thursday, 23 November

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

13:00-13:30 Press conference

13:30-15:00 Lunch break
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LIST OF PARTICIPANTS

Dr Botakoz Abdirova

Chief Expert
Epidemiological Department
State San-Epid Surveillance
Ministry of Health
Kazakhstan

Tursunali Adashev

Head, Malaria Prevention Department
Khatlon Office

Tajikistan

Dr Samardin Aliev

Chief Doctor

Sanitary and Epidemiological Services
Ministry of Health of Tajikistan
Tajikistan

Dr Abdul Wasi Asha

National Programme Manager
Malaria and Leishmaniasis Control
Ministry of Public Health
Afghanistan

Dr Ziyovuddin Avgonov
Deputy Minister of Health
Ministry of Health of Tajikistan
Tajikistan

Mr Muratboki Beknazarov

GFATM Grant Implementation Unit (GIU)

United Nations Development Programme CO Tajikistan
Tajikistan

Dr Andrei Beljaev

Tropical and Parasitic Diseases Department
Central Institute for Postgraduate

Medical Training

Russian Federation
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Dr Vladimir Davidyants

Head, National Centre for Health Information
Analysis

Ministry of Health

Armenia

Dr Mikhail I. Gordeev

Vavilov Institute of General Genetics
Russian Academy of Sciences
Russian Federation

Namik Heydarov
Country manager
MERLIN
Tajikistan

Dr Sharif Kamilov

Head, Malaria Prevention Department
Sugd Office

Tajikistan

Dr Saifiddin Karimov

Director

Republican Centre for Tropical Diseases
Malaria Control Programme

Ministry of Health

Tajikistan

Dr George Kurtsikashvili

Medical Doctor

National Centre for Disease Control and
Medical Statistics

Georgia

Dr Rano Mansurova
Health Coordinator
ACTED Central Asia
Tajikistan

Dr Bakhtiyor I. Niyazmatov
Deputy Minister of Health
State Chief Sanitary Doctor
Ministry of Health
Uzbekistan

Dr Kalys Nogoibaeva

Assistant, Infections Diseases Chair
Kyrgyz State Medical Academy
Kyrgyzstan
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Mr William Paton

UNDP Res. Rep & UN Res. Coordinator
UNDP Office

Tajikistan

Mr Aman Rahmanov

Deputy Head

Mary velayat San-Epid Service

Ministry of Health and Medical Industry
Turkmenistan

Dr Shavkat A. Razakov

Director

Isaev Scientific Research Institute of
Medical Parasitology

Uzbekistan

Dr Kasym Roziyev

Head, Parasitology Department
Scientific Production Centre

San-Epid Service

Ministry of Health and Medical Industry
Turkmenistan

Dr Nigina Sadykova
Deputy Head, Malaria Prevention Department

Sugd Office
Tajikistan

Vyacheslav L. Svetlichniy
Chargés d’ Affaires

Embassy of the Russian Federation
Tajikistan

Dr Nurbolot Usenbaev

Manager, National Malaria Control Programme
GFATM Manager, Malaria Control Project
Ministry of Health

Kyrgyzstan

Ghulam Rasoul Yusufzai
Counsellor

Deputy Head of Afghan Mission
Tajikistan

Dr Andrey B. Zvantsov
Malaria Expert
Russian Federation
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World Health Organization

Dr Mikhail Ejov

Medical Officer

Regional Malaria Programme
WHO Regional Office for Europe
Denmark

WHO/Europe Country Offices

Dr. Santino Severoni
WHO Representative/Head of Country Office
Tajikistan

Dr Nazira Poolatovna Artykova
Liaison Officer

WHO Country Office
Tajikistan

Dr Nargisa Saparova
Malaria Project Officer
WHO Country Office
Tajikistan

Dr Elkhan Gasimov
Technical Officer/Malaria
WHO Country Office
Azerbaijan

Other WHO Regional Offices

Dr Ghasem Zamani,

Medical Officer, Roll Back Malaria
World Health Organization

Eastern Mediterranean Region

Egypt

Dr Kamal Salih Mustafa

Technical Officer, Roll Back Malaria
World Health Organization

Eastern Mediterranean Region
Afghanistan Office

Afghanistan

WHO headquarters

Dr Aafje Rietveld

Medical Officer, Global Malaria Programme
World Health Organization

Switzerland



