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ABSTRACT

Problems with malaria in the majority of participating countries are clustered in areas
with inadequate health infrastructures resulting from the interaction of various factors,
sometimes aggravated by insecticide-resistant vectors and drug-resistant parasites. In
general, the problems are compounded by uncontrolled large-scale population
movement, non-rational use of antimalarial drugs and the lack or ineffective vector
control. The review of the malaria situation at the Coordination Meeting indicated that
the majority of participating countries share common epidemiological features of
malaria, so the countries represented agreed to institutionalize the collaborative
programme on malaria in the WHO Eastern Mediterranean and European regions,
particularly in border areas. Participating countries are expected to exchange timely
standardized epidemiological information, which can be linked to province and district
maps. This information will facilitate the harmonization of the timing, location and
methods of antimalaria measures in both regions. The participants requested WHO,
through the new initiative Roll Back Malaria, to continue its support for disease
management, selective vector control, and the prediction, early detection and control
of malaria epidemics. WHO was also requested to support capacity building and
operational research.
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Introduction

A few countries of the WHO European and Eastern Mediterranean Regions share similar
problems with regard to malaria, particularly in relation to P. vivax, often in adjacent border
areas. In recent years, the large popul ation movements within countries and across frontiers
resulting from various political and socioeconomic factors have affected control measures and
contributed to the spread of malaria, including in some instances drug-resistant strains of
Plasmodium falciparum. It is important that the malaria situation and control measures in these
countries as awhole, and in border areas in particular, should be examined in order to identify
collaborative control activities, training needs and operational research requirements in affected
countriesin the two Regions. There is aso an urgent need, whenever possible, to pool regional
and bi-regional resources to address these issues and to define achievable targets in malaria
prevention and control in the participating countries.

Scope and purpose

This Meeting between the two Regions was the first to be convened to discuss common
problems associated with the epidemiology and control of malariain neighbouring countriesin
general and in adjacent border areas in particular, and to plan solutions to these problems.

The specific objectives of the Meeting were:
to discuss effective malaria control measures in the sub-regions;
to discuss national drug policies, drug regimens and methods to improve patient compliance;

to discuss information systems and the need for common availability of essential data
(through exchange between participating countries);

to discuss areas of operational research and training relevant to the above.

The Meeting was held in Baku, Azerbaijan, on 24 and 25 August 1999. Participants included
representatives of selected Member States of the WHO European and Eastern Mediterranean
Regions and of international, bilateral and nongovernmental organizations (NGOs) based in
Azerbaijan, one Temporary Adviser and staff from the two WHO Regiona Offices and
headquarters (Annex 4). Dr Abbas Soltan Ogly Velibekov, Deputy Minister of Health of
Azerbaijan, and Dr Mohammad Zareh, Malaria Programme Manager, Disease Control
Department, Ministry of Health and Medical Education, Islamic Republic of Iran, were
nominated as Chairperson and Co-Chairperson, respectively. Dr A. Kondrachine, WHO
headquarters, was rapporteur.

The programme of the meeting is given in Annex 1. Detailed country reports had been submitted
in advance by representatives of the Member States and were circulated at the Meeting. The first
day was devoted to presentations on the malaria situation and trends in the two Regions as a
whole and in each participating country. A list of the country reports and background documents
isin Annex 2. The second day was devoted to discussions in working groups and plenary and
formulating the Meeting’' s recommendations.
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Opening of the Meeting

Professor Ali Insanov, Minister of Health of Azerbaijan, opened the Meeting, which was held at
the Training Centre of the Republican Centre of Epidemiology and Hygiene. Dr A. Beljaev
(Regiona Malaria Adviser, WHO Regional Office for the Eastern Mediterranean
(WHO/EMRO)), representing the WHO Regional Director for the Eastern Mediterranean, read
out a message emphasi zing that malaria continues to be an important debilitating disease,
drawing attention to the WHO Director-General’ s Roll Back Malariainitiative, and stressing the
importance of bi-regional cooperation for tackling common problems in malaria control.

Dr Steven Wassilak, representing the WHO Regional Director for Europe, read out a message
emphasizing that malaria had re-emerged in afew countries of the Region as a serious public
health problem. Intrasectoral and intersectoral cooperation were essential for its successful
control. Information, education and communication were important in organizing malaria
control, particularly in border areas.

Contemporary malaria situation and trends
Global situation: Roll Back Malaria

Malaria accounts for alarge part of the disease burden of poor countries (those with the lowest
GNP per capita), causing over 300 million episodes of acute illness worldwide and over a
million deaths a year, mainly among African children. Recent reportsindicate a steady risein
malaria-related mortality in Africa since the late 1970s. Maaria poses a major threat to global
health in aworld experiencing social, economic and environmental change, movements of
population, civil unrest, and biological changes in the parasite and mosquito vector.

Efforts to control malariain the past fifty years have achieved a decline in mortality in some
regions, but progressis now threatened primarily by the emergence of drug-resistant malaria. In
some parts of the world, especially Asia, the parasite is resistant to most of the commonly used
anti-malarial drugs and very few new options are becoming available. Recently, there has been a
resurgence of malariain epidemic form in previously low-risk areas, and predicted climate
change is expected to lead to changes in intensity of transmission in areas of high endemicity and
to areas where malariawas previously controlled or eradicated, such as central Asia.

Upon her appointment, the new Director-General of WHO took stock of the situation and
decided to make the reduction of suffering and death from malaria her highest priority. She
introduced a new Roll Back Malaria (RBM) initiative, with the goal of reducing by half the
number of malaria-related deaths throughout the world by 2010. RBM is aglobal partnership
including the governments of malaria-affected countries, United Nations agencies, devel opment
banks, bilateral development agencies, nongovernmental organizations and the private sector,
working in concert to reduce the burden of malaria-related disease.

The core concepts of RBM are:

a social movement with main focus on action at country level, involving community groups
and outside the formal health sector;

the RBM global partnership; and

RBM cabinet project, providing the secretariat for the global partnership and ensuring a
coherent and unified approach across WHO.
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RBM has been given the task of creating an environment that helps countries to develop
evidence-based policies and allows them to implement relevant elements of the RBM strategy
effectively, sustainably and in the context of local conditions.

There are six core el ements of the strategy:

early detection of malarial illness

rapid treatment of those who areill

multiple means of preventing infection

awell developed health sector with full intersectoral activities
apowerful and sustained social movement, and

focused research for new tools and better implementation.

In Europe, central Asia and the Middle East, where epidemic and P. vivax malaria are common,
the elements of the strategies will address issues such as:

the availability of rapid diagnostics;
effective treatment;
effective means of environmental management, including judicious use of insecticides;

better systems for surveillance and for managing national health information and sharing
information across the Regions;

new skills-based approaches to effective training and capacity development, and
monitoring of the disease burden, which should lead to a better mechanism for the effective
handling of malaria epidemics.

Country-level partnerships will be expected to develop key indicators for measuring success,
while the global partnership is developing broad indicators to measure success. Some of the
areas where success will be measured are:

the development and state of the country and the global partnerships

the state of the health sector

strategic investments

the number of people gaining access to malaria prevention and treatment, and
the impact on the malaria burden.

The preparatory phase of the RBM initiative has started and will be completed by the end of
1999. By the beginning of 2000, the global partnerships expect to have mobilized additional
resources, started baseline studies and intensive country action, and made plans for regular
reviews with a significant amount of resources being available and used.

Eastern Mediterranean Region

About 45% of the population of the Eastern Mediterranean Region live with the risk of
contracting both P. vivax and P. falciparum malaria, and an additional 5% are at risk of
contracting P. vivax alone. Some 95% of the total number of malaria cases in the Region are
found in four countries in the Region (including Afghanistan). The estimated annual number of
malaria casesis about 14 million.
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The malaria situation has been aggravated in afew countries in the Region which have suffered
from wars and political instability. A major epidemic of P. vivax malaria occurred in Irag
between 1992 and 1996 in the wake of the Gulf War and international sanctions. In Afghanistan,
where there had been a successful malaria eradication programme in the 1960s and 1970s,
malariareverted to its primordial status after the civil war broke out.

The epidemiological situation (only malariaincidence) in the countries that border the WHO
European Region is shown in Annex 3.

In Afghanistan, about 80-80% of all malaria cases are due to P. vivax. Cases of P. falciparum are
mainly confined to the southern part of the country and to Badakhshan. The annual number of
casesis estimated at 2—3 million. Because of the civil war, there were for many years no
organized large-scale anti-mal aria activities other than those organized by various NGOs. During
the last two to three years, however, organized malaria control is taking shape in afew areas.
The main activities are the management of malaria cases and personal protection through the use
of insecticide-impregnated materials.

In the Islamic Republic of Iran, 12% of the population livesin areas with sporadic malaria
transmission, mostly of P. vivax, and only 6% in areas of continuous transmission with a high
proportion of P. falciparum. The latter areas include the south-eastern provinces of Sistan and
Baluchistan, Hormozgan and part of Kerman province, with a population of about three million.
Some 77% of the total number of reported cases are found in this region, and the source of many
cases elsewhere in the country can be traced to this area.

The principal anti-malarial activities are early detection and treatment of cases and indoor
residual spraying in active foci.

In Iraq, following the Gulf War, the situation deteriorated in the three north-eastern governorates
of Erbil, Suleimaniaand Dohuk. Maaria (P. vivax exclusively) soon spread outside this area and
became established in the south (Basra). The peak of the malaria epidemic occurred in 1994-1995,
with about 100 000 confirmed cases annually. The epidemic was checked in 1996-1998 through
the deployment of indoor spraying with insecticides, supported by WHO. A relatively high
incidence of malariais till observed in the north-eastern governorates and the adjoining Ninawa
and Tamim governorates.

In Syria, transmission of P. vivax only happens along the western part of the border with Turkey
and in the north-eastern part of the country. Malaria control measures include early detection and
treatment of cases, larviciding and indoor residual spraying in areas of continuous transmission.

The following three areas cause concern along the borders between the European and Eastern
Mediterranean Regions:

1. Afghanistan, which is a source of importation of malariato all its neighbours, including
cases of P. falciparum;

2. areason the borders between Iran, Azerbaijan and, to some extent, Armenia,;

the area centred on northern Iraq where there is a chronic problem of P. vivax malaria and
high epidemic potential, mainly covering four northern governorates of Iraq and parts of
south-eastern Turkey, with repercussions in Syriaand, to alesser extent, in Iran along its
western borders.
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European Region

A few countriesin central Asiaand in the Caucasus have experienced a resurgence of malaria
(Annex 3). Disruption of traditional links among the former republics of the USSR has resulted
in large-scale migration and in areduction of the quality of health services. The shortage of anti-
malarial drugs, essentia equipment and supplies for malaria prevention and control has al'so
contributed to the deterioration in the malaria situation. Lack of knowledge and experiencein
malaria prevention and control among health service staff is another obstacle in the planning and
effective implementation of these measures. As aresult of these and other factors, malaria
epidemics are now affecting five countriesin the Region: Armenia, Azerbaijan, Tgjikistan,
Turkey and Turkmenistan. About 62 000 cases were reported in 1998, but in Tagjikistan alone
more than 100 000 cases are estimated to occur annually. Although the mgjority of cases are due
to P. vivax, the prevalence of P. falciparumin certain areas of Tgjikistan is about 16%. Asa
result of importation of malaria cases from the countries with epidemics, local transmission was
established in 1998 in afew placesin Georgia, Kazakhstan, Kyrgyzstan and the Russian
Federation.

Increasing international travel and movements of population have led to the importation of about
13 000 malaria cases annually into the malaria-free countries of western Europe.

In Armenia, imported malarialed to an epidemic occurring in foci in a number of areas bordering
Turkey. In 1997, there were 841 cases of malaria, 567 of which were locally transmitted.
Although 30 out of 81 districts recorded malaria cases, 89% of the indigenous cases were
registered in the Ararat valley bordering Turkey. In 1998, although the total number of cases
increased to 1156, the epidemic was successfully contained (542 indigenous cases) in districts
where malaria control activities had been implemented with WHO assistance.

In Azerbaijan, malariawas almost eradicated in the 1960s but arapid deterioration in the
situation set in after 1990, when 22 cases were reported. The number increased to 667 in 1994,
2840in 1995 and reached 13 135 in 1996. The main reason for the deterioration was a sharp
worsening of socioeconomic conditions and the displacement of nearly one million people from
war-stricken zones. With international assistance, the Ministry of Health resumed limited malaria
control activities: in 1997, 9911 cases were officially reported and 5175 cases in 1998.
Approximately half the malaria cases are reported from seven districts: Nachishivan (10.4%),
Imishli (14.6%), Fizuli (8.1%), Sabirabad (6.8%), Saatly (6%), Bejlagan (5.6%) and Bilasuvar
(4.8%).

In Tajikistan, malaria was brought under control in the 1960s, although in the territories
bordering Afghanistan (Shurabad, Kulab, Moskovskiy, Pyanj and, to some extent, Dangara) a
low but persistent level of transmission continued. However, malaria once more became endemic
in the country in the wake of the civil war that broke out in 1992 and brought about the
displacement of alarge number of people, led to economic collapse and undermined the health
and social services. In addition, the disruption of food supplies or lack of food forced people to
recultivate wetlands and fields in river valleys, which recreated favourable conditions for the
development of malaria vectors. Since 1993, there has been an explosive rise in the number of
malaria cases. Most are caused by P. vivax but there has recently been an increase in cases
caused by P. falciparum (16% of cases). In 1997, atotal of 30 054 malaria cases were officially
registered in Tajikistan, of which 85.3% occurred in the Khatlon region (65.7% in Kurgan-Tjube
and 19.6% in the Kuliab group of districts), 10.5% in Dushanbe region, 3.5% in Gorno-
Badakhshan region and 0.7% in Leninabad region. The parts of the country most affected are
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four districts of Kurgan-Tjube Zone (Bokhtar, Vakhsh, Sarband and Pyanj). Following
implementation of malaria control activities with WHO assistance, the number of malaria cases
officialy registered in 1998 dropped to 19 361 (187 were cases of falciparum malaria).

Some parts of Turkmenistan were prone to malaria epidemics before eradication in the 1930s-
1940s. Endemic malariawas finally eradicated in 1960. Although some undiagnosed indigenous
cases probably occurred in 1997, it was in 1998 that a dramatic change occurred in the malaria
situation in Turkmenistan, when 115 indigenous cases were registered and a number of other
cases may not have been properly diagnosed or reported. Most cases (104) were registered in the
Kushkadistrict, in the south-east, among military service personnel. Unfortunately, due to lack
of drugs, patients received no radical treatment and some of the malaria cases are therefore likely
to relapse and serve as new sources of infection.

In Turkey, malaria control both before and during the WHO global malaria eradication effort
sharply cut the incidence of malaria. By 1971, P. falciparum had been eradicated and no more
than 2046 cases of P. vivax were recorded, most of which were found in asmall areain south-
eastern Anatolia. From the late 1960s, however, vigorous expansion of irrigation in the Adana-
Cukorovaplain allowed the main vector, Anopheles sacharovi, to proliferate. Extensive
agricultural development also attracted a steady flow of migrant labour from the malarial areas
of south-eastern Anatolia. Inevitably, malaria transmission quickly increased and, by 1977, over
100 000 cases of P. vivax malaria were reported from Adana and the adjacent provinces of Hatay
and Icel (88.1% of al cases). Concentrated efforts entailing a considerable cost succeeded in
reducing the number of cases countrywide to 15 000 by 1989. This could not be sustained,
however, and the malaria situation deteriorated once more, the vast majority of cases being
reported from south-eastern Anatolia. One of the largest development projectsin the Middle East
isunder way in this area. The Guneydogu Anadolu Project involves the construction of 13 dams,
19 hydroelectric power plants and an irrigation network of 1.7 million hectares of land. This
irrigation project and social changes in the region have contributed to the increased risk of
malaria now facing Turkey. While in 1990 only 8886 cases were reported from the entire
country, the number of casesin 1991 was 12 218; in 1992 it increased to 18 676, in 1993 to

47 210, and in 1994 to 84 345. In recent years, the Government of Turkey has renewed its efforts
to fight malaria, incorporating them into the Guneydogu Anadolu Project with support from the
United Nations Development Programme (UNDP) and WHO. In 1998, 36 461 cases were
reported, 87.1% from south-eastern Anatolia, 8.7% from the Adana area and 4.2% from other
areas of Turkey.

The epidemicsin Armenia, Azerbaijan, Tgjikistan and Turkey are having a considerable impact
on the malaria situation in neighbouring countries of the European Region. The number of cases
imported to such countries has increased significantly over the last few years. The flood of
refugees from Tagjikistan and the return of peacekeeping troops from the border areas between
Tajikistan and Afghanistan have been accompanied by a sharp increase in the number of malaria
cases imported. Indigenous cases of malariawhich originated from imported cases have been
reported in Bulgaria, Georgia, Kazakhstan, Kyrgyzstan, the Republic of Moldova and the
Russian Federation.
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WHO assistance to control malaria in both Regions
Eastern Mediterranean Region

In the Eastern Mediterranean Region, WHO continues to concentrate its assistance on
strengthening the technical component and managerial capabilities of the national malaria
control programmes, through the provision of services of technical staff/consultants, technical
guidance and training.

The most relevant technical issues at the moment are development of mechanisms for prediction,
early detection and control of malaria epidemics, development of a system of continuous
monitoring of therapeutic efficacy of drugs, reorientation of malaria surveillance and information
systems towards monitoring the incidence of severe cases and mortality due to malaria. Most of
the countries require their malaria programmes to be strengthened and malaria control in PHC
activitiesimproved. Thereis a shortage of middie-level and senior entomological staff; the lack
of guidance from such people resultsin inappropriate and irrational use of insecticidesin a
number of countries.

Training continues to be supported, including fellowships and training courses at country and
intercountry levels. Two regional training centres function well, one in Wad Medani, Sudan and
the other in Bandar Abbas, Islamic Republic of Iran.

In response to the programmes’ current needs, applied field research in magjor tropical diseasesis
supported through an EMRO/TDR/CTD* small grants scheme established in 1992. Maariawas
included in the scheme in 1995, and atotal of 24 projects have received financial support from it.

European Region

In the European Region, WHO/EURO has rendered technical assistance to all affected countries
in an effort to control the resurgence of malaria. A thorough assessment of the malaria situation
in the Region has been made, and plans of action for the control of epidemics at the subregional
and country level prepared jointly with the authorities of the countries affected.

An extensive programme for training health staff in different aspects of malaria control has been
carried out with the assistance of the staff of two WHO collaborating centres, in Moscow (the
Martzinovski Institute) and in Rome (Istituto Superiore di Sanita). Limited funds available to
WHO/EURO have been used to provide anti-malarial drugs and to strengthen the countries’
capacity for the immediate implementation of malaria control activities. WHO/EURO has
obtained the financial support for containment of malaria epidemicsin Armeniaand Tajikistan
from Austria, Denmark, Italy, Norway, Sweden and Japan. National policiesfor malaria
prevention and control have been revised or updated.

WHO assistance has been coordinated with other international bilateral and nongovernmental
organizations, working at the country level in the health sector.

As aresult of the activities carried out in 1998-1999, the epidemics have been contained and the
incidence of malariais showing a decreasing trend in Armenia, Azerbaijan and Tajikistan.

! TDR — United Nations Development Programme/World Bank/WHO Special Programme for Research and
Training Tropical Diseases. CTD — Control of Tropical Diseases.
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The Roll Back Malaria Project established in the central Asian republicsin 1999 has given a new
impetus to malaria control. The main strategic directions of the programmes in the next few
years will be the reinforcement of the surveillance system, strengthening of national capabilities
at central and peripheral level to control malaria outbreaks, provision of drugs and basic
equipment, strengthening of water management and vector control, and an increase of malaria
awareness in the population.

Working groups

On the second day, participants divided into two working groups:

(i) the“East” Group — Afghanistan, the Islamic Republic of Iran (eastern part), Tajikistan,
Turkmenistan and Uzbekistan, and

(ii) the“West” Group —Armenia, Azerbaijan, Georgia, the Islamic Republic of Iran (rest of the
country), the Russian Federation, Syriaand Turkey.

The terms of reference of the working groups were:

to review the situation in the countries concerned in order to identify any common
epidemiological features in the malaria situation and problems in controlling it, and to
identify gaps in knowledge that need to be filled to improve malaria control;

to propose common approaches to malaria control;
to propose mechanisms for cross-border cooperation in:

- exchange of information;

- harmonization of methods for disease management;

- harmonization of methods for vector control and synchronization of vector control
operation;

to identify the waysin which WHO may assist countriesin making malaria control more
effective.

Participants discussed the assigned subjects and formulated recommendations, and then
discussed the records of their deliberations and the draft recommendations in order to arrive a a
consensus. Finally, the recommendations were presented and discussed in a plenary session. On
the basis of the working groups' recommendations, the Meeting’ s recommendations were
formulated and formally adopted in a plenary session.

“East” Group
The working group’ s participants identified the common epidemiological features of malariain
their respective countries as follows:

all countriesin the past had been receptive to, and heavily affected by, P. vivax and
P. falciparum;

malaria had been effectively controlled and even eliminated when the political and economic
Situations were stable;

current outbreaks/epidemics of malaria had been triggered either by war or by political,
social or economic instability.
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The peculiar features of the present malaria situation in these countries are as follows:

in Afghanistan, the level of malariatransmission is very high, while organized malaria
control activities were only recently restarted;

in Iran (east), athough malaria transmission continues in many places, it isby and large
under control;

in Tajikistan, a severe malaria epidemic occurred in 1992-1996 as a result of the civil war,
but the situation was brought under control in 1997;

in Turkmenistan, an outbreak of malaria occurred on the border with Afghanistan in 1998,
with subsequent proliferation of malariato other regions of the country;

in Uzbekistan, only imported cases (mainly from Tajikistan) have so far been reported.

Itisin this group that P. falciparum malaria has been reported so far among all the participating
countries. On average, it is estimated that P. falciparum constitutes about 10-20% of all malaria
cases in Afghanistan and 2-3% in Tajikistan.

The major problemsin malaria control activities in these countries are related to:

evidence that migration from Afghanistan to Iran, Tagjikistan and Turkmenistan has seriously
aggravated the malaria situation in these countries, and the potential for Uzbekistan to
receive cases from Tgjikistan and Afghanistan;

adeterioration in the training status of health workers;

inadequacy or lack of microscope facilitiesin some areas,

unreliable microscopic diagnosis due to deficiency in quality control;
drug regimens not always commensurate with epidemiological realities,

inadequate knowledge of the status of sensitivity of P. falciparum to anti-malarial drugs and
malaria vectors to various insecticides;

insufficient or absence of entomological staff;
inadequacies in supply and equipment for vector control activities,

slow scientific progress towards knowledge of P. vivax malaria, particularly in relation to
diagnostic tools (e.g. rapid test), treatment, molecular biology, ecology, epidemiology and
surveillance, and new control tools.

By identifying major factors contributing to the impediment of malaria control in the
participating countries, participants arrived at the following recommendations for general
approaches to malaria control:

planned anti-malaria activities should be of a complex and integrated character and should
be clearly distinguished as to whether they are principal or supplementary methods of
malaria control;

implementation of control measures should be through community participation, strongly
supported by health education — the latter should be considered an important element of the
surveillance system.
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The group made the following specific recommendations:

consideration should be given to the establishment of aregiona training centre in the WHO
European Region (for example, in Samarkand, at the Isaev Institute of Medical Parasitology)
to meet the personnel requirements of the entomological services in participating countries,

capacitiesin laboratory diagnosis should be strengthened, particularly in border areas,

planned spraying operations in neighbouring countries should be synchronised in time,
space and the selection of insecticides;

dissemination of printed materials and other means of information should be intensified, and
strong consideration given to the establishment of e-mail, at |least at the provincial level;

managers of border provinces should establish specia arrangements for regular meetings
(these activities should be supported by WHO);

all modifications related to the case management made by one country should be made
known as quickly as possible to counterparts in neighbouring countries,

WHO and the international community should assist Afghanistan more actively, in view of
the large regional problem posed by the malaria situation there and the fact that its reduction
will lead to an improvement in the malaria situation in neighbouring countries;

WHO should assist participating countries exchange operational information; thereis an
urgent need for specialized literature and WHO publications on malaria should be made
available to the participating countries.

“West” Group
The group’ s participants identified the common features of the epidemiology of malariain their
countries as follows:

P. vivax is the prevailing malaria species with a considerable proportion of strains with long
incubation period;

An. sacharovi, An. maculipennis, An. superpictus and An. claviger are the principal malaria
vectors,

transmission is seasonal, generally commencing in May and lasting until the end of October,
with some local variations;

all the countries are attempting to tackle their malaria problems in difficult socioeconomic
conditions which are affected by natural disasters and civil unrest and leading to large-scale
popul ation movements.

Among the factors contributing to the slowing of malaria control efforts are the following:

no sufficient or updated scientific knowledge on malariatransmission, particularly in border
areas,

the resistance of the principal vectorsto conventional insecticides, leading to the use of
alternative more expensive insecticides,

changing patterns of migration.
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Taking into consideration the common epidemiological features of malaria and prevailing
socioeconomic conditions in the countries, the group agreed on common approaches to malaria
control in their respective countries, particularly in border areas, as follows:

laboratory confirmation of malaria cases;

early detection and prompt radical treatment of cases of malaria (chloroquine and
primaguine);

deployment of selective vector control through the use of various methods, including indoor
residual spraying, larviciding, biological control, environmental management and a targeted
information, education and communication strategy.

The group made a few recommendations regarding the mechanism(s) for cross-border
cooperation, as well as on the role of WHO in assisting the countries in malaria control.

The kind of information exchanged between participating countries should include:
the incidence of malaria (indigenous and imported);
the prevalence of malaria;
anti-malaria measures undertaken,
details of vector control operations.

Participants also recommended that the frequency of exchange might be monthly at the
beginning and at the end of the transmission season and that malaria outbreaks/epidemics should
be reported immediately.

As regards the mechanism for disseminating information, participants felt that ideally the
countries should disseminate it directly between themselves as a framework for the development
of an information exchange network. Monthly updated information from the countries might be
sent to WHO for subsequent dissemination.

Vector control activities dealing with similar epidemiological conditions should be synchronized
in terms of time and space. The P. vivax treatment regimen (radical treatment) should be
harmonized through the use of chloroquine for 3 days and primaguine for 14 days.

The group recommended that WHO should assist the countries with:

the development of a standardized geographical information system (GIS) and support
training activitieson GIS;

the supply of standard kits to test vectors susceptibility to insecticides;

the development of the capacities of various categories of staff engaged in malaria control;
advocacy to intensify political commitment for malaria control;

the provision/brokerage of technical support;

support for annual consultations.
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Recommendations

General recommendations

1

Common strategies for malaria control should be developed and agreed and, if feasible, joint
action plans for border areas (districts) developed to synchronize operationsin:

disease management

vector control

public awareness campaigns

meetings between the staff of border areas.

Information should be exchanged between the countries on aregular monthly and bi-annual
basis and there should be cross-notification of disease outbreaks.

Epidemic preparedness and response should be strengthened, particularly in border areas.

There should be collaboration in monitoring susceptibility of malaria vectors to various
insecticides as well as drug-resistant parasites (where applicable) in border areas.

There should be collaboration in training activities by using existing training centres and
facilitiesin the regions and WHO-supported/organized courses.

The research capability of the participating countries should be strengthened, particularly in
relation to research on biological and epidemiological features of P. vivax.

The malaria control activities in the border areas in individual countries should be assessed
annually with the collaboration of WHO.

A country-level partnership for more effective and sustainable malaria control should be
devel oped.

A cross-border coordination meeting on malaria should be held annually.

Specific recommendations

To participating countries

1.

In order to achieve the best possible preparedness for malaria epidemics, each country
should identify epidemic-prone areas and situations such as:

districts (areas) with an originally high malariogenic potential

popul ation movement from non- and low-endemic areas to highly malarious areas
natural disasters, and

unusual meteorological conditions.

Countries should develop (if they have not already done so) suitable epidemic warning and
reporting systems as part of their epidemiological surveillance systems to monitor and
recognize early signs of impending epidemics. Malaria outbreaks/epidemics should be
notifiable diseases in each participating country.

Participating countries should develop a comprehensive insecticide policy, which should
address all related aspects for the implementation of targeted selective vector control,
including insecticide resistance monitoring and management.
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Participating countries should consider the sustainable use, as part of their malaria control
strategies, of insecticide-impregnated materials for the prevention of malaria morbidity and
mortality among the targeted vulnerable popul ation groups.

Personal protection methods such as mosquito-proofing of houses, use of repellents,
vaporizing mats and aerosols, should be encouraged as a supplementary effort to reduce the
contacts between humans and mosquitos.

To WHO

1.

WHO should continue to strive for the harmonization of malaria treatment policies of
neighbouring countries through the dissemination of information on therapeutic regimens.
It should provide access to services related to quality control of anti-malarial drugsto
countries where such facilities do not exist.

WHO should help the countries to assess and monitor the drug response of malaria parasites
as aprerequisite to updating national policies on the use of anti-malarial drugs. WHO should
also provide them with standardized guidelines and materials for this purpose and promote
the relevant training of personnel.

WHO should help national programmes to identify border districts (areas) where thereisa
high risk of malaria epidemics. These datawill serve as a baseline for subsequent annual
updates on the progress of control efforts, thereby leading to the establishment of amalaria
GISin both Regions.

WHO/EURO and WHO/EM RO should continue to support capacity-building efforts
through intercountry training programmes (e.g. seminars on malaria control in the newly
independent states, the Samarkand course on planning malaria control, and the activities of
the regional training centres at Bandar Abbas in the Islamic Republic of Iran, Adanain
Turkey, etc.)

WHO should exert tight scrutiny of the cost of anti-malarial drugs, diagnostic testing
materials (rapid tests) and materials used for vector control.

WHO should provide support to the annual border coordination meeting on malaria control
between the two Regions.
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Tuesday, 24 August 1999

13.00-13.30
13.30-13.45
13.45-14.00
14.00 - 15.00

15.00 -15.30
15.30-17.15

Wednesday, 25 August 1999

08.30-10.00

10.00 - 10.30
10.30-12.00
12.00 -13.30
13.30-15.00
15.00-15.30
15.30-16.30
16.30-17.00

Annex 1

PROGRAMME

Registration of new participants and opening of the malaria section
The malaria situation in the WHO Eastern Mediterranean Region
The malaria situation in the WHO European Region

Country presentations — Afghanistan, Tgjikistan, Uzbekistan,
Turkmenistan (10 minutes each, followed by 5 minutes for clarification;
real discussion will take place in the working groups)

Coffee break

Country presentations — Azerbaijan, Armenia, Georgia, Iran, Irag, the
Russian Federation, Syria, Turkey (10 minutes each, followed by

5 minutes for clarification; real discussion will take place in the
working groups)

Working groups on coordination of “border activities” (territories, high
risk groups, strategies, activities, resources)

Afghanistan, Tajikistan, Uzbekistan, Turkmenistan

Azerbaijan, Armenia, Georgia, Iran, Irag, Syria, The Russian Federation,
Turkey

Coffee break

Continuation of working groups
Lunch break

Drafting of recommendations
Coffee break

Presentations from working groups
Conclusions and closure
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Annex 2

PROVISIONAL LIST OF WORKING PAPERS AND BACKGROUND MATERIAL

Working papers

EUR/ICP/CMDS 08 03 01 1998/1
EUR/ICP/CMDS 08 03 01 1998/2
EUR/ICP/CMDS 08 03 01 1998/3
EUR/ICP/CMDS 08 03 01 1998/4
EUR/ICP/CMDS 08 03 01 1998/5
EUR/ICP/CMDS 08 03 01 1998/6

EUR/ICP/CMDS 08 03 01 1998/7

EUR/ICP/CMDS 08 03 01 1998/8

EUR/ICP/CMDS 08 03 01 1998/9

EUR/ICP/CMDS 08 03 01 1998/10
EUR/ICP/CMDS 08 03 01 1998/11
EUR/ICP/CMDS 08 03 01 1998/12
EUR/ICP/CMDS 08 03 01 1998/13
EUR/ICP/CMDS 08 03 01 1998/14
EUR/ICP/CMDS 08 03 01 1998/15
EUR/ICP/CMDS 08 03 01 1998/16
EUR/ICP/CMDS 08 03 01 1998/17
EUR/ICP/CMDS 08 03 01 1998/18

Background material

Provisional list of working papers and background material
Scope and purpose

Provisional agenda (N/A)

Provisional programme

Provisiona list of participants

The malaria situation in the European Region of WHO
Dr Guido Sabatinelli, WHO/EURO

The malaria situation in the Eastern Mediterranean Region of
WHO, Dr Andrei Beljaev, WHO/EMRO

Country presentation — Turkey

Country presentation — Tajikistan

Country presentation — Uzbekistan

Country presentation — Turkmenistan

Country presentation — Azerbaijan

Country presentation — Armenia

Country presentation — Georgia

Country presentation — Russian Federation
Country presentation — Afghanistan

Country presentation — Islamic Republic of Iran

Country presentation — Syria

WHO/EURO Regional Strategy — Roll Back Malaria
WHO/HQ Roll Back Malaria
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Annex 3

EPIDEMIOLOGICAL SITUATION IN COUNTRIES BORDERING THE
WHO EUROPEAN AND EASTERN MEDITERRANEAN REGIONS

Number of recorded cases in Eastern Mediterranean Region countries bordering the European Region

Countries Cases 1996 Cases 1997 Cases 1998 L .
Species involved in
Total Indigenous Total Indigenous Total Indigenous local transmission
Afghanistan® 303 955 Most 202 767 Most 288 014 Most P. vivax >
P. falciparum
Cyprus® 4 0 4 0 2 0 0
Iran® 56 362 Most 38 684 Most 32951 Most P. falciparum
P. vivax
Iraq”® 58 349 Most 14 006 Most 9594 Most P. vivax
Syria 345 280 130 83 67 Most P. vivax

Notes: > = Predominance of one species.

» = Approximate parity of two species.

a .

Grossly underestimated.
PParasitologically confirmed cases only.
‘Considerably underestimated.

Number of recorded cases in European Region countries bordering the Eastern Mediterranean Region

Countries Cases 1996 Cases 1997 Cases 1998 L .

Species involved in

Total Indigenous Total Indigenous Total Indigenous local transmission
Armenia 347 149 841 567 1156 542 P .vivax
Azerbaijan 13135 Most 9911 Most 5175 Most P. vivax
Tajikistan? 16 568 Most 30 054 Most 19 361 Most P. vivax >

P. falciparum

Turkey 60 884 Most 35 456 Most 36 461 Most P. vivax

Notes: > = Predominance of one species.

# Underestimated.
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