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NOTE 

The views expressed in this report are those of the participants in the Meeting of Selected Malarious 
Countries in the Western Pacific and South-East Asia Regions and the Malaria Meeting on 
Intensified Control Strategies and do not necessarily reflect the policies of the Organization. 

This report has been prepared by the World Health Organization Regional Office for the Western 
Pacific for governments of Member States in the Region and for those who participated in the 
Meeting of Selected Malarious Countries in the Western Pacific and South-East Asia Regions and 
the Malaria Meeting on Intensified Control Strategies. which were held in Kunming. Yunnan 
Province. China. from I to 6 November 1993. 



SUMMARY 

The Ministerial Conference on Malaria held in Amsterdam in October 1992 confirmed 
that new approaches to malaria control are necessary to achieve a meaningful impact on the 
disease. 

The Western Pacific Region of WHO has long recognized this need and has promoted. 
since 1988. innovative methods for control coupled with pragmatic approaches to the education 
of all levels of health workers and the community in malaria and malaria control. In addition. 
increasing levels of population mobility. malaria parasite resistance to drugs. and refractory 
hehaviour of the anopheles vector must all be understood before meaningful progress can be 
made. When taken in the context of cross-border mobility and of similar malaria problems in 
countries with conunon borders. the need for the first meeting described in this repon will be 
well understood. 

In the first meeting. a long series of recommendations under the subject area of disease 
management including drug resistance. drug policy and monitoring. as well as vector control. 
socioeconomic factors and operational research training. all indicated the need for intercountry. 
as well as interregional couperation and information exchange. 

Over the recent past. inadequate management and planning. as well as a faulty 
understanding of the present day dynamics of malaria problems. have all contributed to the 
present serious situation. The second meeting. in which plans of action from every country 
within the Region were presented and discussed. laid the foundations for future collaboration 
and progress. It also determined as targets for the Region by the year 2000. the reduction of 
malaria morbidity by 50% and mortality by 80%. using the 1992 data as the base. 

The two meetings were considered highly successful and will facilitate cooperation 
within and between countries for the better control of malaria. 
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I. INTRODUCTION 

The countries of the Western Pacific and South-East Asia Regions share similar 
problems in malaria, especially in adjacent border areas. In recent years, large population 
movements across country borders have affected control measures and contributed to the 
spread of malaria, including multidrug-resistant strains of Piasmotiiumjaiciparum. It is 
extremely important to examine the malaria situation and control measures in these areas, and 
identify operational research requirements, collaborative control activities, and training needs 
for control programmes in the affected countries in these two Regions. There is also an urgent 
need to pool regional and bi-regional resources to address these issues, and to define 
achievable targets in malaria control in the affected countries. 

Two related meetings were convened by the Regional Office of the Western Pacific, 
World Health Organization. in Kuruning, Yunnan Province, China, from \ to 6 November 
1993, these being: 

(I) Meeting of Selected Malarious Countries in the Western Pacific and South-East 
Asia Regions; and 

(2) Malaria Meeting on Intensified Control Strategies. 

I . I Objectives 

The broad objectives of the first meeting were to discuss and plan solutions to common 
problems associated with the epidemiology and control of malaria in border areas. 

The specific objectives were: 

(\) to update knowledge on the drug resistance situation and discuss drug resistance 
monitoring systems; 

(2) to discuss national drug policies, drug regimens and methods to improve patient 
compliance; (the present situation regarding production, availability and use of 
artemisinin and other derivatives of Artemisia annua for the treatment of uncomplicated 
and complicated malaria were also included); 

(3) to discuss effective malaria control measures for areas with high population 
mobility; 

(4) to discuss information systems and the need for common availability of essential 
data for purposes of ongoing malaria control programme management and development; 
and 

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

The broad objectives of the second meeting were to discuss, between malarious 
countries of the Western Pacific Region, country plans of action for intensified control 
activities and their implementation including the future involvement of the WHO Regional 
Office for the Western Pacific. 
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I .2 Participants and resource persons 

The list of participants is shown in Annex I. The second meeting was attended only by 
representatives of the WPRO countries and WPRO and HQ secretariat. 

1.3 O[~anization 

The meetings were held in Kunming, Yunnan Province, China. The detailed 
programmes are shown in Annex 2. 

The first meeting considered and discussed in detail a number of issues pertinent to 
malaria control in the border areas, these being: 

(I) the malaria situation in the border areas, including drug resistance problems, 
national policies on malaria drug use and country experiences; 

(2) the present situation of artemisinin (Qinghaosu) and its derivatives, and country 
experiences with their use; 

(3) patterns of behaviour in self-diagnosis and treatment of malaria; 

(4) the socioeconomic cost of malaria and its effect on the family; 

(5) vector control and personal protection methods against malaria in remote, 
forested and mountainous areas; 

(6) indicators of achievement in malaria control; 

(7) operational research and training: 

(8) improvement of community and personal awareness of malaria as a potentially 
life-threatening disease. 

The participants were later divided into four groups to discuss and make 
recommendations on the following topics (Annex 3): 

(I) disease management: 

(2) vector control; 

(3) social and economic factors in malaria control in border areas; 

(4) operational research and training. 

In the second meeting. intensified control strategies were considered. The following 
were presented and discussed: 

(I) country plans of action covering the next few years; 

(2) national drug policies, information systems, training, vector control. health 
awareness and community participation; 

(3) regional and interregional cooperation in operational research, epidemiological 
assessment, training and procurement of funds: 
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(4) fonnulation of recommendations and targets to be achieved. 

I .4 Openjn& ceremony 

In his opening address, Dr S. T. Han, Regional Director of the Western Pacific Region 
of the World Health Organization, stressed that intercountry collaboration is essential to the 
successful implementation of national control programmes, and that malaria control in both 
Regions has reached a critical stage of development. He stated that problems which compound 
the overall situation include multidrug-resistant parasites, high levels of population mobility, 
behavioural resistance by some vector mosquitos and inadequate health services. He urged 
participants to apply science and experience in the problem areas, to coordinate better and to 
initiate accelerated action now to reduce the incidence of malaria. The text of the Regional 
Director's Opening Address is shown in Annex 4. 

2. PROCEEDINGS 

2.1 Summary of preseotatjons' Meetin& of Selected Malarious Countries in the Western 
Pacific and South-East Asia Re&ions 

The following topics were presented and discussed: 

2.1.1 Malaria in border areas of South-East Asia and Western Pacific Regions of WHO -
defining the problem and its extent 

Countries endemic for malaria in the South-East Asia Region belong to two well-defined 
geographical entities: South Asia (Bangladesh, Bhutan. Nepal, India. Sri Lanka and Maldives) 
and South-east Asia (Myanmar. Thailand. and Indonesia). It is estimated that in 1992. of the 
1520.8 million in the region. 1190.8 million (78.3%) lived in malarious areas. Of these, the 
majority (904.1 million) lived on plains and in valleys while 132.5 million lived in forest and 
forest-fringed areas. The rapid spread of drug-resistant Plasmodiumjalciparum malaria is the 
most important phenomenon in the region. Among the major vector species. resistance to 
DDT. HCH and malathion in Anopheles culicifacies. An. aconitus and An. annulans and the 
refractory behaviour of An. dirus. An. minilll"s. An. fluviatilis. An. sundaicus, An. farauti and 
An. kotiellsis to indoor residual spraying of insecticides are major constraints. 

In the interregional border areas. malaria is generally hyperendemic. In Indo-China, 
All. lIlinilllus and An. dirus. and in the South (i.e. the Malay peninsula). All. maculatus are the 
main vectors; in Kalimantan. Sabah and Sarawak. these are An. balabacensis, An. umbrosus, 
An. sundaicus; in Irian Jaya and Papua New Guinea these are An. farauti, An. koliensis and 
An. punctulatus. Border areas are characterized by low population density, poor 
communications, limited health infrastructure and inadequate housing. High prevalence of 
multidrug-resistant P. falciparUlll is found in Kachin and Shan States of Myanmar bordering 
China and Lao People's Democratic Republic. Control activities are inadequate, and mostly 
being confined to towns, while in rural areas, only treatment of cases is available. Population 
movement across the border is substantial. On the Thai-Lao border, the malaria incidence is 
generally low, the majority of multidrug-resistant malaria being imported from elsewhere 
within the countries or from Cambodia. The malaria situation is serious on the 
Thai-Cambodian border, 34 % of the total malaria cases being detected in Trat, Chantaburi and 
Prachinuri provinces of south-eastern Thailand. The Thai-Malaysian border has relatively low 
malaria transmission rates. Malaria transmission is still high in the Sabah state of Malaysia, 
bordering Kalimantan and the Philippines. 
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In general, there is a high degree of P. falcipanun resistance to chloroquine, and 
sulfadoxine/pyrimethamine, while resistance to mefloquine, quinine and its combination with 
tetracycline is increasing. In general too, malaria mortality and morbidity records in the 
border areas are incomplete and are probably vastly underestimated. 

A very similar picture occurs in border areas of southern China, Viet Nam, Cambodia 
and Lao PDR in the Western Pacific Region, where much of the malarious areas which are 
densely forested and/or mountainous, are peopled by minority groups, and though poorly 
accessible, are rapidly being opened up economically, drawing a large influx of mobile 
populations, and with it, the risk of spread of multidrug-resistant P. falciparum. 

In Myanmar, drug resistance is monitored in the 14 states and by divisional vector-bome 
disease control (VBDC) teams across the country, using the 7-day in vivo technique. In the 
last three years. of 203 semi-immunes investigated 33 %, 31 % and 3 % had various degrees of 
resistance to chloroquine. sulfadoxine/pyrimethamine and mefloquine respectively. 

In Cambodia. in the southwest region near the Thai border. P. falciparum is completely 
resistant to both chloroquine and sulfadoxine/pyrimethamine. There is also an increasing 
resistance to mefloquine (20% RI and 31 % S/RI), and quinine/tetracycline (18% RI and 20% 
SIR!). The situation is better in the northeast, near the border with Viet Nam. where 
resistance to chloroquine is 19 % and 3 % at RI and Rill respectively. There is 45 % RI 
resistance to sulfadoxine/pyrimethamine; 10% RI resistance to quinine/tetracycline and 9% 
RI resistance to mefloquine. 

In Viet Nam. multidrug-resistant P. falciparum is widespread in the southern part of the 
country and is believed to have contributed to the 31 741 severe or complicated cases of 
malaria, with 4646 deaths in 1991. 

From the above. it is evident that there is an urgent need to pool resources of the two 
Regions to address the above problems. Some of the areas identified for collaboration are: 

( I) information exchange with regard to population movement; 

(2) information on drug resistance patterns; 

(3) training programmes for malaria control personnel. 

2.1.2 Anemisinin (Qinghaosu) and its derivatives 

WHO MALlHQ provided important information based on the repon of a WHO infonnal 
consultation, "The role of artemisinin and related compounds in current treatment of malaria", 
held in Geneva on 27-29 September 1993. For detailed information. reference can be made to 
the full report of this meeting (WHO unpublished document no. WHO/MALl94.1067), which 
is available on request from WHO in English and French. Artemisinin is the antimalarial 
principle isolated by Chinese scientists in 1972 from the aerial part of Artemisia annua, a shrub 
used in traditional Chinese medicine for the production of Qinghaosu. 

In some areas like the Thai-Cambodian and Thai-Myanmar borders. multidrug-resistant 
strains of P. falciparum have developed resistance even to mefloquine. There is therefore an 
urgent need for new. rapidly effective drugs and the anemisinin group of antimalarial drugs 
appears to fulfil this need, especially for the treatment of severe and complicated falciparum 
malaria. Indeed. anemisinin and related compounds are used routinely for the treatment of 
drug-resistant malaria in China and Viet Nam, and in research trials in some countries of 
South-east Asia, Africa and Brazil. Available products include the oral [Artemisinin tablets 
and capsules, Artemether capsules, Anesunic acid ("Artesunate") tablets). intramuscular 
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[Artemether oily injection, Artesunic acid (anhydrous powder for reconstitution)], intravenous 
[Artesunic acid (anhydrous powder for reconstitution)] and suppositories (Artemisinin) 
formulations. Acute toxicity studies indicate that these compounds have higher LD50s and 
better chemotherapeutic indices than chloroquine, but animal experiments have shown 
neurotoxicity following prolonged, high dosage. Only three severe adverse reactions and no 
fatalities have been reported in more than 2 million patients who have been treated with these 
compounds in China. They are potent blood schizontocides, and some studies indicate a 
certain gametocytocidal effect. 

Artemether and artesunate have been used in China since 1986 for the treatment of 
drug-resistant falciparum malaria and cerebral malaria. Artemether is given intramuscularly at 
a total adult dose of 480 mg divided into 6 doses (2 doses on day 1 and 1 dose daily for the 
next 4 days). The average fever subsidence time and the average asexual parasite clearance 
time were 37 ± 24 hand 47 + 20 h respectively. The recrudence rate was 12.5% within 28 
days of treatment. Artesunate is given at a total adult dose of 400 mg intramuscularly or 
240 mg intravenously, these being divided in 4 doses (2 doses on day 1 and one dose daily for 
the next 2 days). The average fever subsidence rate was 24 ± 12 h and 16 ± 8 h for the 
intramuscular and intravenous regimes respectively. The average asexual parasite clearance 
time was 23 + 8 and 57 ± 15 h respectively. The recrudence rates were 53.4% and 47.3% at 
30 days after treatment respectively. Artesunate at total oral doses of 440 mg or 600 mg given 
over 5 or 7 days respectively was as effective as the total dose of 800 mg. 

In Viet Nam. trials with artemisinin started in 1988, and in 1993 the drug was deployed 
for first line treatment in multidrug-resistant areas at an oral dose of 10 mg/kg body weight per 
day for 5 days. Fever subsidence and parasite clearance occurred 48 hours after treatment. 
Artemisinin suppositories were effective in rapidly bringing out of coma malaria patients with 
cerebral involvement. Recrudence rates of 25-36% at 28 days after treatment were seen. 
Artemisinin treatment combined with a single dose of mefloquine was found to be the best drug 
combination for preventing or curing treatment failures. 

The following are the main recommendations from the informal consultation in Geneva, 
1993 for use of artemisinin and its derivatives: 

( I ) They should be used only in countries with multidrug-resistant P. Jalciparum 
where chloroquine. sulfadoxine/pyrimethamine. mefloquine and quinine are ineffective; 

(2) Strict governmental regulations to control the importation, promotion, distribution 
and use of these drugs to protect them from misuse and exploitation. in order to prevent 
or delay the development of resistance to them. is important: 

(3) For the treatment of uncomplicated malaria, oral artemisinin and related 
compounds should be administered for a minimum of three days in combination with 
mefloquine (15-25 mg/kg body weight): 

The following schedules for adults and children over 6 months are recommended: 

(a) Oral artesunate - 5 mg/kg on the first day, followed by 2.5 mg/kg daily 
on the second and third days. Mefloquine (15-25 mg/kg) should be administered 
on the second day. 

(b) Oral artemisinin - 25 mg/kg on the first day, followed by 12.5 mg/kg 
daily on the second and third days. Mefloquine (15-25 mg/kg) should be 
administered on the second day. 
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(4) Where artemisinin or related compounds are used alone for any reason, they 
should be given for a minimum of five days. For monotherapy, the total of oral 
artesunate should be !O mg/kg and that of artemisinin, 50 mg/kg. 

(5) In the treatment of severe falciparum malaria, parenteral artemether or artesunate 
are effective alternatives to quinine where there is resistance to the latter. Where 
facilities for parenteral administration are not available, artemisinin suppositories may 
also be effective. The following schedules are recommended for adults and children 
over 6 months: 

(a) Intramuscular artemether - 3.2 mg/kg on the first day, followed by 
1.6 mg/kg/day until the patient can take oral therapy of an effective antimalarial, 
e.g. mefloquine. The daily dose of artemether can be given as one daily 
injection or two injections 12 hours apart. 

(b) Intravenous or intramuscular artesunate - 2 mg/kg on the first day. 
followed by I mg/kg/day until oral therapy is possible. In hyperparasitaemia, the 
following regimen has been used: 2 mg/kg followed by I mg/kg 4-6 hours later 
and then I mg/kg/day until oral therapy is possible; 

(6) In \iew of the serious implications of malaria in pregnancy, artemisinin and 
related compounds should not be withheld from pregnant women in areas where these 
drugs are indicated: however. it is preferable to avoid the use of these drugs for 
uncomplicated malaria in the first trimester. 

(7) Artemisinin and related compounds are not indicated for treating malaria due to 
parasite species other than P. !alciparum; 

(8) There is no rationale at the present time for using artemisinin or related 
compounds for prophylaxis. 

2.1.3 Patterns of behaviour in self-diagnosis and self-treatment 

Four countries. Cambodia. Lao PDR. Malaysia and Myanmar provided country 
experiences of pa!!erns of behaviour in self-diagnosis and self-treatment of malaria. 

In Cambodia. because of the disruption in government health services over the last 25 
years. less than 20% of the population seek public health services. the majority either buying 
antimalarials directly in the market or seeking private health services. Quinine. 
sulfadoxine/pyrimethamine alone or combined with mefloquine (Fansimef) are freely available. 
Some 41 % (114/280) of forest workers interviewed had a history of using corticosteroids for 
various purposes. and this was associated with a greater risk of mortality in a study of hospital 
admissions. The authorities are endeavouring to improve health facilities and health education 
to prevent malaria mortality due to such factors. 

In the Lao PDR. 13.2% used traditional medicine for the treatment of malaria, the 
majority buying medicine from pharmacists. Efforts are being made to improve the health 
services infrastructure, and intensify health edu~ation. including the use of drugs. 

In Malaysia. some factors contributing to self-diagnosis and treatment are cultural 
beliefs, inadequacy of health services in some deep jungle and inland areas, poor 
communications, and relative lack of trained health personnel in these areas. A viable 
alternative to self-diagnosis and treatment would be the identification of primary health care 
workers from these communities, who after adequate training can provide early diagnosis and 
treatment of febrile disease and severe malaria. 
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In Myanmar. the percentage of symptomatic malaria patients who sought treatment at 
health centres varied from place to place; in Bago Division, this was 12-1S%, while at Mon 
State. this was 68 %. Peripheral health staff had insufficient knowledge on diagnosis and 
treatment. 

2.1.4 The effects of malaria on the family: social and economic costs 

In Cambodia, even though malaria (and anti-personnel mines) are hazards of the forest, 
economic necessities make families or young males, move to the forest fringe to earn a living. 
Enormous social and economic costs are associated not only with malaria deaths but also with 
severe infections as treatment at the private market can reach US$I00-ISO; while the cost of 
treatment for less severe cases is usually about US$3 per day. Prophylaxis with Fansimef 
(which is not recommended) costs about US$3 per week. 

In the Philippines. malaria transmission occurs in 'hot spots' which are areas where only 
2% of the population live but where SO% of all malaria cases occur. The major source of 
income here is subsistence farming and malaria effects a great toll on family resources in the 
form of time off from work and time spent by members of the family caring for the sick. 

In Indonesia. the recorded case fatality rate of malaria is 0.25% (in 26 640 cases). The 
government spends about US$30 million per year on malaria control. 70% of which is used for 
insecticides. 

2. I .5 Vector control and personal protection methods for malaria control in remote, 
forested and mountainous areas. 

Malaria transmission in border areas can be classified into (a) forest and forest-fringe 
areas. (b) war zones. (c) mountainous areas. and (d) agricultural development or a combination 
of two or more of these. The specific problems include (i) environmental disturbance leading 
to increased vector breeding in areas (b) and (d); (ii) An. dirus in (a); non-immune populations 
in all four areas; non-sprayable surfaces in (a) and (b); outdoor night activities in (a), (b) and 
(d); migrants in all four zones; and ethnic minorities in (a). (b) and (c). 

Vector control and personal protection measures are needed in these areas, and consist 
of: 

(I) Environmental and other larval control measures; 

(2) Indoor house spraying with residual insecticides; 

(3) Personal protection methods especially insectide-impregnated bednets. 

Some determinants of the importance of insecticide-impregnated bednets as a control 
measure in a particular locality, include: 

(1) the presence of endophagus vectors; 

(2) human behaviour and motivation; 

(3) affordability; 

(4) applicability in emergencies; 

Measures of efficacy and effectiveness include incidence of malaria, severe disease, 
mortality and the parasite rate. 
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2.1.6 Indicators of achievement - data collection, analysis, information exchange, 
networking and cross-border cooperation 

Depending on the situation and context, a number of indicators may be needed, among 
which are those that define risk of malaria, and those related to special problems. Some 
important variables related to indicators include rainfall patterns, quantities of imported 
antimalarials (which are indirect measures of risk of patient mismanagement, and drug 
pressure), and the percentage of treatment failures. 

In Cambodia, the primary objectives of the malaria control programme are to reduce 
morbidity and mortality due to malaria through improved diagnosis and treatment and the use 
of treated mosquito nets where appropriate. Because of the still weak health care 
infrastructure, the programme is concentrating on a a limited number of provincial and district 
health centres to provide epidemiological indicators. 

In China, the control of malaria has been impressive. In 1992 there were 73 955 
malaria cases, the incidence being 6.4 per 100 000, with 52 deaths. The malaria reporting 
system is three-tiered. this being at national, township and village levels. The number of 
cases, both febrile patients and parasite positive cases (including parasite species) are reported, 
through 205 epidemiological surveillance spots, and 17 834 microscopy stations, covering a 
population of 502 million. At the national level, the Department of Health and Epidemic 
Prevention. Ministry of Public Health. is responsible for the national malaria control 
programme. There is input from the Institute of Parasitic Diseases, Chinese Academy of 
Preventive Medicine. At the provincial level. Provincial Institutes of Parasitic Diseases are 
responsible to the respective Provincial Health Bureaus. These networks have contributed to 
the success of the malaria control programmes. 

In Indonesia. case detection is undertaken by hospitals and vector control by health 
officers. Important indicators are the annual incidence and parasite rates. 

In Myanmar. a national working group meeting in July 1993, recommended the 
effective use of epidemiological and operational indicators for disease management. disease 
prevention and epidemic control. It further proposed the development of a management 
information system (MIS). 

In Viet Nam. the indicators for the assessment and monitoring of the malaria control 
programme are: (a) malaria deaths compared to all malaria cases; (b) severe and complicated 
cases compared to all malaria cases; (c) total number of outbreaks; (d) total number of cases, 
severe cases and deaths in outbreaks; (e) malaria cases per 1000 population per annum; 
(f) parasite rates in general and in sentinel areas; (g) P. falciparum rate per 1000 population 
per annum. The regular evaluation of malaria control activities by comparison with the 
previous years' data on: (a) total number of persons treated with antimalarials; (b) total 
number of persons protected by vector control measures; (c) annual consumption of drugs and 
insecticides; (d) total funds invested by local authorities and from other sources; and (e) the 
number of commune health services having regular activities of case detection and treatment, 
over a period of six months. 

2. I .7 Operational research and training 

Operational research is important for optimization of control strategies in consonance 
with prevailing epidemiological, socioeconomic and cultural factors present in a particular 
endemic locality. The importance of recognizing variability in these factors even within 
countries is emphasized. Operational research can help identify interacting factors in malaria 
transmission, and provide programme managers with insights in planning strategies which are 
acceptable and efficient under prevailing conditions. It utilizes elements of health systems 

I I 

I I 
I I 

I I . 
I 
I 
I 
I 
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research and health economics to help in identifying problems. gathering information. analysis 
of problems. development of solutions. and decision-making. Operational research includes 
quanlltatlve and qualitative approaches. Some quantitative methods used in malaria control are 
time-series analy~is. and explanatory and monitcring methods. Expert systems drawing on 
expert knowledge. creativity and judgement of health personnel experts is an example of a 
qualitative forecasting method. 

Appropriate training in data collection. analysis. interpretation and decision-making 
techniques should be provided to the different levels of malaria control programme workers. 

Problems encountered in malaria control programmes for which training is needed. are: 
(a) rapid case detection methods; (b) seroepidemiologicaltools; (c) availability of reagents for 
malaria diagnosis in patients and vectors; (d) monitoring of parasite sensitivity to antimalarials; 
(e) identification of anopheline sibling species and their vectorial efficiency; (e) development of 
rapid epidemiological indicators; and (f) sociobehavioural and economic problems. 

India. Lao PDR. Papua New Guinea. Solomon Island. Thailand and Viet Nam described 
the types of field-based research which have been carried out to obtain information needed for 
decision-making in defining strategies for malaria control programmes. Their specific training 
needs were also listed and discussed. 

Important areas identified for operational research were: (a) operational use of 
impregnated bednets for malaria control; (b) monitoring of vector resistance to residual 
insecticides: and (c) monitoring of parasite sensitivity to antimalarials. 

Important training areas identified were: (a) training of trainers in the malaria control 
programme: (b) drug sensitivity monitoring; (c) malaria microscopy; (d) malaria entomology; 
(e) programme planning. implementation. monitoring and supervision; (f) training of 
physicians; and (g) training of primary health care workers. 

2. 1.8 Improving community and personal awareness of malaria as a potentially 
life-threatening disease 

Measures carried out by China. Indonesia. Myanmar. the Philippines. and Vanuatu in 
improving community and personal awareness of malaria and the control measures were 
presented and discussed. 

In China. there is strong and sustained individual and community participation. and the 
network of malaria workers is supported and supervised by village doctors. This close 
cooperation has contributed to the success of the malaria control programme. 

In Indonesia. cadres are in direct contact with the community and are able to detect 
fever cases in the community within two days of episodes. much earlier than health centre staff 
can. Health centre officials meet these cadres every month when antimalarials are replenished. 

In Myanmar. where malaria is known in the community as "bird fever", a multi
educational programme emphasizing self-reliance of individuals and communities in terrns o~ 
personal protection and environmental control measures has been advocated. Health educatton 
material in the form of pamphlets. posters in local tribal languages. newspaper arucles. .. 
training modules and bulletins are prepared and distributed. The state-run radIO and teleVISion 
have health education broadcasts on malaria. 

In the Philippines, volunteer health workers are trained and utilized in health education. 
blood-slide collection, administration of antimalarials, referrals. follow-up and use of 
insecticide impregnated mosquito nets. 
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In Vanuatu. the role of community education and social mobilization in all districts, to 
achieve effective implementation of insecticide impregnated m~squtto nets and mass drug 
administration, have played major roles in the control of malaria. 

2.2 Symmary of presentations' Malaria MeetmK on Intensified Coptrol Stratellies 

Cambodia. China, Lao PDR, Malaysia, Papua New Guinea, the Philippines, 
Solomon Islands, Vanuatu and Viet Nam each presented their plan of action for the next few 
years. This was followed by discussions on: 

(I) national. regional and interregional cooperation - both sectoral intersectoral, and 
networking; 

(2) national drug policies and drug resistance; 

(3) information systems; 

(4) quality control; 

(5) management training and support; 

(6) vector control activities: 

(7) health awareness and community participation; 

(8) target dates. 

Over the last few years the epidemiological situation in countries of the Region has 
become beller known. The malaria incidence as indicated by the number of microscopically 
diagnosed cases has risen by about 35 % over the period 1984 to 1989. if China is excluded 
from the regional data. For the following three years. 1990 to 1992. the number of cases has 
declined (Table I. Figure). However. clinical malaria is frequently a more reliable indicator 
of the amount of drugs being consumed. and much diagnosis and treatment takes place through 
the private sector. especially in Cambodia. the Lao People's Democratic Republic and Viet 
Nam. This raises considerable problems with regard to both diagnosis and the deployment of 
correct treatment. especially in areas where multidrug-resistant Plasmodium Jalciparum is 
prevalent. The apparent increasing presence of P. l'imx strains resistant to chloroquine in 
Papua New Guinea. Solomon Islands and Vanuatu. although not life threatening cannot be 
ignored and ways must be found to combat this problem. 

With reference to vector-borne control activities there is no question that the utilization 
of pyrethroid-treated mosquito nets is a valuable additional tool in the vector control 
armamentarium. In most countries of the Region. their utilization is steadily increasing 
(Table 2). However, vector control measures must be appropriate to the local conditions and 
vector behaviour and the whole range of vector control measures should be considered for a 
particular situation. Thus there is no blanket approach to vector control but one which is based 
on the local conditions. 
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Table I. Microscopically diagnosed cases in malarious countries of the Western Pacific 
Region, 1984 to 1992 
(In Thousands) 

COUNTRY 1984 1985 1986 1987 1988 1989 1990 1991 

Cambodia 65.0 129.2 217.4 63.1 76.7 119.1 123.8 115.7 

China 904.0 563.4 363.7 211.0 134.0 88.6 89.0 83.0 

Lao PDR 7.2 21.2 21.7 34.9 37.7 34.6 21.5 41.0 

Malaysia 32.1 495 44.1 36.6 SO.7 65.3 50.5 39.2 

Papua New 150.3 182.5 140.4 165.0 83.9 121.8 104.9 86.5 
Guinea 

Philippines 107.3 103.1 102.6 154.1 154.9 115.5 86.2 86.4 

Solomon Islands 72.1 40.8 58.7 72.8 65.0 65.3 1165 141.4 

Vanualu 28.0 24.9 22.4 26.6 26.9 37.8 28.6 171 

Viet Nam 58.8 78.4 874 1307 151.5 142.8 139.6 188.0 

Total 1424.8 1193.0 1058.4 894.8 781.3 790.8 760.6 798.3 

Estimated figure based on 1991 data 

1992 

91.0 

74.0 

38.5 

36.8 

86.5 

110.4 

153.4 

13.3 

140.0 

743.9 
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Table 2. Use of pyrethroid-treated mosquito nets in malarious countries of the Western 
Pacific Region, 1992 

Country Population at risk Population Nelli treated % of total pop. at 
protected with risk protected by 
treated nelll nelll 

Cambodia 1 640000 78750 37500 4.8 

China 89600000 5321 000 2130000 5.9 

Lao PDR 3929000 80000 32000 2.0 

Malaysia 626982 75000 25000 12.0 

Papua New Guinea 2599103 396 801 132267 15.3 

Philippines 11666000 75000 30000 0.64 

Solomon Islands 361 929 113328 75828 31.3 

Vanualu 156 107 39962 30942 25.6 

VietNam 35000000 4935159 1 974063 14.1 

Total 145 579121 11115000 4467600 7.64 

Where there is an incidence of 0.01% and above. 
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2.2.1 Country reports 

Discussions on the plans fonnulated by each country were both wide ranging and 
detailed. 

(I ) Cambodia 

Cambodia ~ad 91 ()()() microscopically diagnosed cases in 1992 with a slightly higher 
number expected 10 1993. This mcrease was, however, thought to be due to increased 
utilization of Government health facilities at the district level. The programme focuses at 
present on improving the early diagnosis and treatment of suspected malaria cases and the 
Improved management of severe and complicated malaria patients admitted to hospitals, As 
progress is being made, emphasis is changing to that of vector control and the use of 
pyrethroid-treated mosquito nets. A plan is being drawn up to cover two or three provinces 
,,:ith such mosquito nets, where the levels of Plasmodium Jalciparum endemicity are quite 
high. It Will be presented as a proposal to the major donor involved in the control programme, 
the United Kingdom Overseas Development Administration (UK/ODA). Since the country 
started to recover from past problems much training in disease management have taken place at 
the province and district level. Regular monitoring of drug resistance levels throughout the 
country has become well established and shows that while chloroquine remains effective in the 
north-east there are already up to 85 % of cases resistant to mefloquine in the western part of 
the country. 

(2) China 

The enonnous success of the China programme over the past nine or ten years can be 
seen in the marked reductions in microscopically diagnosed cases reported since 1984 (904 ()()() 
in 1984 to 74 000 in 1992). However, with the rapidly developing economy coupled with the 
higher mobility of large numbers of the population the potential for increased transmission of 
the disease is appreciated. Increased mobility for trade over China's borders with Myanmar, 
Lao PDR and Viet Nam has led to a heightened awareness of the problems associated with the 
potentially multidrug-resistant P. Jalciparum, a species which fonns only about 12% of the 
number of cases diagnosed; P. vivax being the commonest cause of illness in the 89.6 million 
population considered to be at risk. While control measures continue to utilize all fonns of 
vector-based interventions China has the highest number of insecticide-treated mosquito nets in 
the Region. At least 5.3 million people or 5.9% of the exposed population are protected by 
nets. The true figure is thought to be considerably higher but accurate data are not yet 
available. The interval between retreatments in China is 10-12 months. 

(3) Lao People's Democratic Republic 

Due to past constraints the malaria control programme has been slow to take off. A 
live-year World Bank loan is expected to be made available for malaria control in eight 
provinces of the country and covering the major portion of the population starting in July 
1995. Staff are already undergOing training of trainers courses and technical strengthening. 
The programme will initially focus on the early diagnosis and treatment of malaria patients and 
care of severely ill patients. Vector control activities will initially concentrate on the residual 
spraying of houses which have never been residually sprayed, which are suitable for spraying 
and where the levels of endemicity are high. These activities will be time limited while 
pyrethroid-impregnated mosquito nets are being introduced. Logistics and management 
aspects of the programme are being strengthened and training at all levels is a crucial element 
of the programme. Drug resistance monitoring, the establishment of entomological monitoring 
and improved diagnostics are other important parts of the programme for development. 
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(4) Malaysia 

The Malaysia programme can be said to be highly successful although much remains to 
be done. The number of cases in the Peninsula of Malaysia. apart from those among the deep 
jungle dwelling Orang Asli people. is only about 1200 per year. The major problem is in 
Sabah where Anopheles balabacensis remains difficult to control and where there are about 25 
000 to 28 000 microscopically identified cases per year. The malaria programme 
infrastructure is good and remains based on malaria treatment posts. These have for long been 
part of the basic health services system in the state. Recent work carried out in northern Sabah 
has shown that good control of malaria can be achieved through the use of pyrethroid
impregnated mosquito nets and early diagnosis and treatment by primary health care volunteers 
in remote villages. Malaysia is reviewing this part of the programme during 1994 with a view 
to accelerating all activities and of further integrating the control of vector-borne diseases. The 
considerable reduction in mortality rates from about 70 deaths per annum in the mid-1980s to 
about 25 per annum in 1993 is to a large extent a reflection of improvements in patient 
management prior to referral. Most severely ill patients now receive a loading dose of quinine 
when they are referred. This obviously helps them survive the often long canoe or road 
journey to the hospital. 

(5) Papua New Guinea 

Papua New Guinea was an early user of pyrethroid-treated mosquito nets in the Region 
and has accumulated a good experience of the problems which can be expected to arise. It 
pioneered the monitoring of the changing panel'lls of P. /alciparum resistance to drugs through 
recording those patients who failed to be cured and had to return for further treatment 
(treatment failures). This is an important activity in any programme and needs to be continued 
especially as more than 500 000 clinical cases are expected to be diagnosed and treated in 
1993. However. recent severe financial and other constraints continue to delay programme 
development and considerable effort will be required 10 keep abreast of the problem. A final 
plan of action for the control of malaria on a countrywide basis will be formulated in 1994. At 
present Rotary International. through its RAM programme (Rotary Against Malaria. based in 
Sydney Australia) is making small but significant contributions to the programme. 

(6) Philippines 

With 110 000 microscopically diagnosed cases in 1992 but with a significant reduction 
expected in 1993 malaria remains one of the country's ten most important diseases. Recent 
work. in areas of low endemicity, shows that malaria is found in "hot spots" i.e. those 
situations in a village where certain identified households always have malaria while other 
parts of the village never have it. In about 22 provinces the major problem is where malaria is 
known to be associated with populations who live in or on the fringe of the forest. Many of 
these provinces are where rural economic development is taking place. Residual spraying and 
the increasing use of pyrethroid-treated mosquito nets are the mainstay of the vector control 
programme. Training is an important element of programme activities and between 1994 and 
1998 more than 25 000 health and other personnel need to receive some kind of training in 
malaria and malaria control. Funding for this programme remains a critical issue. 
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(7) Solomon Islands 

This coun~ry of about.380 000 people in which some 95% (361 929) of the population 
are at constant rIsk of malana has seen a number of serious epidemics in various provinces in 
the past few years. These followed an initially successful malaria eradication campaign in the 
early 1970s when the number of mi~roscopically identified cases per year fell to just a few 
tho~sand. The wo~st affected area IS ~e tsland of Guadalcanal on which the capital, Honiara, 
IS stt~ated. Here: In 1992 ~ annual tIlCidence per 1000 population was 1072 indicating some 
~ndlvlduals were Infect~d twtce. There is every indication that this figure has declined slightly 
In 1993 but much remains to be done. A countrywide plan of action has been prepared in 
collaboration with WHO and with other potential partners. It focuses on the use of 
pyreth~oid-tre~ted mosq~ito nets, a.nd in some areas residual house spraying or Iarviciding. 
Much mterest IS also bemg shown m the control of larval breeding in coastal lagoons in 
Guadalcanal. In recent years the different governments of the Solomon Islands have had 
extensive malaria awareness campaigns, so much so that the population can be said to be the 
best informed on malaria in all the Western Pacific Region. 

(8) Vanuatu 

The use of pyrethroid-treated mosquito nets has proved very successful in the southern 
islands of the country. The plan is to cover all exposed communities on all islands with 
mosquito nets and it is hoped that funding will be sufficient for this. In the southern part of the 
country malaria is seasonal and this is thought to be part of the success of the mosquito net 
programme. A high degree of community participation and sustainment can be expected, as 
mosquito nets are felt to improve the quality of life reducing man-mosquito contact, expansion 
of the programme is well justified. Certain logistical problents with the regular retreatment of 
nets on a six-monthly basis are being encountered and addressed. Rotary International, based 
in Orewa, New Zealand, has made significant contributions to the mosquito net programme. 

(9) Viet Nam 

The Viet Nam programme suffered a series of severe setbacks in the late 1980s and 
early 199Os. There were rapid increases in the number of severe and complicated malaria 
cases. Mortality increased fourfold between 1987 and 1991, when 147 malaria epidemics were 
reported. This countrywide problem is considered to have been caused largely by the rapid 
increase of multidrug-resistance. by the lack of appropriate drugs for treatment. Also, sharply 
decreasing insecticide supplies (previously donated by the Soviet Union) and decreasing funds 
for operations. In 1992, Viet Nam made malaria control a priority programme, increased the 
control programme budget and drew up a plan for accelerated malaria control. This has now 
been instituted and significant progress made. The countrywide drug treatment policies have 
been modified to suit local conditions with, in many areas, artemisinin being used as a first-line 
drug. Since 1991 there have been Significant falls in the number of deaths, the incidence of 
severe malaria, and the number of epidemics. A valuable lesson to be learned from this 
programme is that donors become more interested in contributing to national programme 
activities when they see a clear plan of action combined with a clear commitment by the central 
Government through additional financial and other resources. The Viet Nam programme now 
appears to be well on track for success in partnership with a number of donors, principally the 
Australian Agency for International Development. 
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2.3 Rellional and interrelliona! collaboration 

Discussions were carried out on collaboration in the areas of operational research, 
training. epidemiological assessment. and procurement of funding. 

3. CONCLUSIONS AND RECOMMENDATIONS 

3. I Meetinl: of Selected Malarjmls Countries in the Western Paciflc and South-East Asia 
Rel:ions 

Participants divided into four groups, with the WHO Secretariat, Temporary Adviser 
and Consultant serving as facilitators. The group topics and recommendations were as 
follows: 

3.1.1 Disease management (drug resistance. drug policy. monitoring, etc) 

(I) An information network on malaria should be set up at interregional. regional and 
country levelS. 

(2) Member States should set up a mechanism for cross-border communication to 
facilitate malaria control/disease management collaborative activities. It is suggested 
that WHO should collaborate with Member States to develop such a mechanism. 

(3) Activities related to disease management such as drug sensitivity monitoring, 
drug availability and distribution. drug policy and treatment guidelines should be 
enhanced at the cross-border. national and international levels. 

(4) Standardized indicators should be developed and used by Member States to 
maximize interpretation of common data. 

(5) Anti-malarial drug pOlicies should be defined by national authorities so as to 
ensure cure rates as high as possible without introducing new drugs before they are 
needed, to prevent unnecessary drug pressure on parasites. 

(6) Particular attention should be given to protecting artemisinin and its derivatives 
for the treatment of severe and complicated falciparum malaria. These drugs should not 
be used for vivax malaria. and not as first-line treatment of uncomplicated falciparum 
malaria in areas where other drugs are still effective. and always in combination with a 
different antimalarial drug. 

(7) While it is recognized that the current recommendation is to combine artemisinin 
and its derivatives with mefloquine, more research is needed to optimize dose regimes. 

(8) National drug policies and treatment guidelines for first-. second- and third-line 
treatment for malaria should be developed by national authorities, with technical support 
from WHO when needed. 

3.1.2 Vector control 

(l) Current information on the types, habitat and prevalence of vectors found at 
common borders must be made available and shared by all Member States. Where 

, , 
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possible. joint field-planning and operation to gather other basic information through 
geographical reconnaissance should be carried out. 

(2) T~e.re shou.ld be periodic review and assessment of the vector control strategies 
and activities earned out at the border areas. through technical meetings. 

(3) Vector control strategies adopted by Member States along borders should be 
synchronized using standard techniques. after due consideration of individual needs 
priorities. and constraints of each country. . 

(4) For the purpose of epidemic forecasting. suitable and useful monitoring indicators 
pertaining to vector surveillance and control should be developed. utilized. and shared 
among common border countries. 

(5) Individual and collaborative research on development of new vector control 
methods against prinCipal vectors in border areas should be supported and the 
information shared. 

(6) Assistance should be given to the development of new strategies for the 
surveillance. control. and assessment of vectors in countries sharing common borders. 

(7) To ~ effective. indoor spraying with the appropriate residual insecticides has to 
be undertaken regularly in those areas where it can be applied; migratory populations 
may require personal protection. for example with impregnated mosquito nets. 

(8) Antimalarial activities should be an integral component of socioeconomic 
development projects located in border areas where vectors are present and population 
movement exists. 

(9) The need to have well-trained entomologists capable of undertaking longitudinal 
studies to formulate and implement selectively and judiciously. anti-vector methods 
which are feasible. acceptable and cost-effective. is emphasized. 

3. I. 3 Social and economic factors 

(I) There is a need for concerted efforts 10 identify appropriate measures to improve 
the control of malaria in border areas. taking into consideration social and economic 
factors. 

(2) In large scale development projects (agricultural. etc). health issues should be 
incorporated as part of the planning and implementation process. 

(3) Collaborative research between countries should be carried out to identify social 
and economic factors which affect appropriate drug usage. poor utilization of public 
health care services. and poor quality of public and private services provided. 

(4) Relevant and cost-effective means of providing improved. innovative or expanded 
services to special high risk groups should be identified. Such services across border 
areas could be implemented through collaborative efforts between bordering countries 
and WHO. 

(5) The economic costs of malaria to families and communities should be studied and 
evaluated. 
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(6) In the appraisal of all economic projects, health should be includ~d, e.specially 
where development activities either modify the environment or cause migration of non
immunes into endemic areas, thereby increasing the incidence of malaria. 

3.1. 4 Operational research and training 

(I) Training curricula should be developed for programme management, 
epidemiological analysis, health education methodology, management of severe and 
complicated malaria, and community participation. 

(2) Guidelines should be developed for programme managers to ensure cost-effective 
implementation of inlervention measures, and in management information systems. 

(3) WHO should consider exploring the practical and tinancial possibilities of 
establishing malaria centres at border areas to support information exchange and joint 
training courses. 

(4) Training in clinical pharmacology should be a priority for each COUnlry so as to 
facilitate the development of national drug policies based on the rational use of drugs. 

(5) Support should be given to research on: 

(a) the use of simple indicators to monitor the emergence of drug resistanl 
P. !alciparum (e.g. percentage of P. !alciparum infections; increase of severe 
cases; drug treatmenl failures); 

(b) the developmenl of indicators for initiating the use of alternative drugs in 
a particular area; 

(c) the development of simple tools for rapid species identitication in case of 
drug treatment failures; 

(d) transmission dynamics among highly mobile populations in endemic 
areas; 

(e) socioeconomic factors and behaviour patterns of mobile populations along 
the border areas; 

(f) the use of sentinel systems for predicting epidemics, integrated disease 
management, health education, introduction of new therapeutic agents and 
vector control; 

(g) the validation of monsoon forecast methodology for epidemic forecasts. 

3.2 Malaria Meeting on Intensified Control Stral!:lIies 

The meeting considered targets to be achieved in malaria control, dates for achieving 
them, and standardized indicators of achievement and reporting, and made the following 
comments: 

(1) It strongly endorses the recommendations made during the Meeting of Selected 
Malarious Countries in the Western Pacitic and South-East Asia Regions which met in 
Kunming from 1-4 November 1993. 
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(2) It endorses the objectives of the global strategies but further reconunends that, 
although individual countries may set their own targets, regional targets for the year 
2000 should be: 

(a) a reduction in morbidity due to malaria by 50%; 

(b) a reduction in mortality due to malaria by 80 %; with the 1992 figure as 
the base. 

(3) It strongly reconunends continued WHO collaboration. especially in areas of: 

(a) training; 

(b) progranune development; 

(c) coordinating networks. both in the Western Pacific Region and with the 
South-East Asia Region, for training and operational research activities; 

(d) facilitating the procurement of funding for progranune implementation 
and monitoring; 

(e) standardization of indicators and terminology of malaria control through 
the process of an informal consultation on this important subject. 

(4) It recognizes that the strengths of malaria control activities lie in the full 
cooperation and participation of the community and strongly reconunends that each 
progranune should develop conununity participation and education to strengthen control 
activities. 

(5) It reconunends that meetings be convened to review progress. country by 
country, on a regular basis and that the next meeting be held in 1995. 
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ANNEX 2 

THE DETAILED PROGRAMME OF THE MEETING OF SELECTED MALARIOUS 
COUNTRIES IN THE WESTERN PACIFIC AND SOUTH-EAST ASIA REGIONS 

KUNMING, YUNNAN PROVINCE, CHINA 
1-4 NOVEMBER 1993 

Chairperson: Dr Xu Shuhui, China 
Vice-Chairman: Dr M.V.V.L. Narasimhan 

Monday. 1 November 

08:00 

09:00 

Registration of participants 

Opening Ceremony 

Speeches by: 
Mr Wang Guangxian 
Vice Governor, Yunnan Province 

Dr Yin Dalrui 
Vice Minister 
Ministry of Public Health 
Beijing 

Opening speech by: 
Dr S.T. Han 
Regional Director. 
Western Pacific Region, World Health Organization 

09:40 Group Photograph 

Coffee 

10:00 Housekeeping statements (Storey) 

10:05 Regional Director's overview of malaria and malaria problems in border areas 
(defining the international problem, policies and needs) - Dr S. T. Han, 
RD/WPRO 

11: 15 Discussion 

II :30 Drug resistance - the present situation; how it affects national drug policies; 
drug resistance monitoring; prospects of resistance dispersal as a basis for 
planning interventions (MALlHQ) 
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12:00 

13:30 

14:00 

14:30 

15:00 

15:20 

15:40 

16:10 
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Lunch Break 

Country experiences on drug resistance 
(CambodialMyanmar/Thaiiand, Viet Nam) 

Discussion 

Artemisinin (Qinghaosu) and its derivatives - the present situation (MALlHQ) 

Tea 

China's experience with artemisinin - China 

Viet Nam's experience with artemisinin - Viet Nam 

Discussion on artemis in in 

Tuesday, 2 November 

08:00 

08:50 

09:10 

09:40 

10:00 

10:30 

II :00 

12:00 

13:30 

14:30 

15:00 

15:20 

Traditional patterns of behaviour in self-diagnosis and self-treatment; 
actions necessary to save lives at the periphery; country experiences 
(Cambodia/Lao PDR/Malaysia) 

Discussion 

The effects of malaria on the family: the socioeconomic costs including 
expenses for diagnosis, treatment and individual protection; country 
experiences (Cambodiallndones ia/Phil ippines) 

Discussion 

Coffee 

Vector control and personal protection methods for malaria control in remote, 
forested and mountainous areas (MALlHQ) 

Discussion 

Lunch break 

Indicators of achievement: data collection, analysis, 
information exchange, networking and cross-border cooperation 
(MALlHQ/CambodialChina/lndonesialMyanmar/ThailandlViet Nam) 

Discussion 

Tea 

Operational research and training; identified problems vital for malaria control, 
programme planning. continuing implementation and evaluation 
(WHO Consultant) 
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15:50 Specific country experiences and discussion on operational research and 
training (India/Lao PDRIPapua New Guinea! Solomon Is.lThaiiandlViet Nam) 

Wednesday. 3 November 

08:00 

08:50 

09:30 

10:00 

10:30 

12:00 

13:30 

Improving community and personal awareness of malaria as a potentially 
life-threatening disease (RA/MALISEARO & RA/MALIWPRO) 

Country experiences: China/Indonesia/Myanmar/PhilippineslVanuatu 

Discussion 

Coffee 

Small group discussions on recommendations - Groups I to 4 
(Group assignments and topics for discussion were distributed in a separate 
sheet) 

Lunch break 

Visit to the Kunming Pharmaceutical Factory 

Thursday. 4 November 

08:00 Small group discussions on recommendations 

10:00 Coffee 

10:30 Presentation and finalization of recommendations 

12:00 Lunch break 

13:30 Final reading of recommendations 

17:00 Closing ceremony 
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MALARIA MEETING ON INTENSIFIED CONTROL STRATEGIES 
KUNMING. YUNNAN PROVINCE. CHINA 

5-6 NOVEMBER 1993 

Chairman: Dr Li Xu Zhong. China 
Vice-Chairman: Honourable Dr E. Tambisari. Vanuatu 

Friday. 5 November 

08:00 

08: 15 

12:00 

13:30 

Chairman's introductory statement 

Country programme plans of action including control programme objectives. 
strategies and policies. personnel and budgetary requirements. training needs 
and possible sources of financing (Cambodia/China/Lao PDRIMalaysia/ 
Papua New Guinea/Philippines/Solomon IslandlVanuatulViet Nam) 

Lunch break 

Discussion on country programme plans of action including national. 
intercountry, regional and interregional cooperation - both sectoral and 
intersectoral. and networking 

Saturday, 6 November 

08:00 

09:30 

11:00 

12:00 

13:30 

17:00 

Discussion on: 

national drug policies and drug resistance 
information systems 
qual ity control 
management training and support 
vector control activities (under certain conditions) 
health awareness and community participation in MCP 
target dates 

Regional and interregional collaboration in: 

Operational research 
Training 
Epidemiological assessment 
procurement of funding 

Formulation of recommendations of basic targets to be achieved -
dates of achieving them: standardized indicators of achievement and 
reporting 

Lunch break 

Finalization of recommendations 

Closing ceremony 

Sunday. 7 November 

Free for sightseeing/departure 



Group 1. 

Group 2. 

Group 3. 

Group 4. 
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SMALL GROUP DISCUSSION TOPICS 

Disease management 

Drug resistance monitoring; 
improving patient diagnosis; 
national drug policies and compliance: 
Improving information exchange 

Vector control 

Intervention methods for peripheral areas; 
The role of the entomologist in border situations; 
Improving information exchange 

Social and economic factors in malaria control in border areas 

Essential epidemiological indicators: 
Specific indicators of achievement; 
Networking; 
Improving information exchange 

Operations research and training 

Areas requiring operational research; 
Improvements to training; 
Networking, for both of the above; 
Improving information exchange 

ANNEX 3 
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OPENING ADDRESS OF DR S.T. HAN. REGIONAL DIRECTOR. 
REGIONAL OFFICE FOR THE WESTERN PACIFIC 
AT THE OPENING OF THE MALARIA MEETINGS 

KUNMING. YUNNAN PROVINCE. CHINA 
1-6 NOVEMBER 1993 

ANNEX 4 

This is a historic occasion. For the first time. on this scale. selected countries of the 
Western Pacific and South-East Asian Regions of the World Health Organization. are meeting 
to discuss malaria problems common to their border areas. Such an event is rare and difficult 
to arrange because of the myriad duties and commitments of each one of you. However. both 
Dr Ko Ko. Regional Director. WHO Regional Office for South-East Asia and I. clearly 
recognize that it is essential for both regions and for the Member States of malarious countries 
to work closely together for a greater impact of their malaria control activities. 

This is not a specific border meeting. I have been careful 10 avoid that term. I do not 
intend each of you to blame your respective problems on the country next door. That is not 
the purpose of our being here. 

In calling this meeting. my objectives are: Firstly. for you to exchange country 
experiences on malaria problems in border areas which are frequently remote from 
administrative centres: Secondly. for you to describe what you are trying to do about these 
problems: Thirdly. I want you to discuss what more can be done in these places, especially 
through cross-border and intercountry collaboration. 

This is not a meeting about drug resistance. although a serious problem exists in many 
countries of both regions today. Nor is it a meeting about population mobility, although that 
too, is a mailer to be discussed. So too. is the question of what the population does when 
seeking care and malaria treatment in areas where the national health care service is poorly 
represented. This is not a meeting about the traditional Chinese herbal remedy Qinghaosu also 
known as artemisinin, which is so much a part of the commercial production here in the city of 
Kunming. It is not about operational research or training. 

No ... it is not about anyone of these subjects. This meeting is about all of these 
subjects. 

Today is a landmark. Progress in malaria control, in both the Western Pacific and 
South-East Asian Regions of WHO. has reached a critical stage. In these two Regions. there 
are 17 countries where malaria is endemic. Represented in this hall today are 13 of those 
countries. because so many have shared borders. Also here are three countries from the South 
Pacific area of the Western Pacific Region. Papua New Guinea. Solomon Islands and Vanuatu 
have border problems which are similar but less extreme than other countries present. 
Following this meeting. all the cOllntries of my Region will meet for a further two days, to 
discuss their future malaria activities. Many of the issues discussed in this first meeting are 
common to all malaria conirol programmes, no mailer where they are. That is the reality 
which has to be recognized byevery malaria worker. whether in these regions or not. The 
UNT AC peace-keeping forces in Cambodia provided a practical example of the way problems 
can be multiplied by mobile populations. In that country. the presence of multidrug resistant 
malaria posed real concerns for governments whose troops were returning to receptive areas in 
their own countries. Other experiences in Afghanistan and Somalia should further alert us to 
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the potential of this problem. The fact of the matter is that on a more local scale. malaria does 
not respect political borders. This has been said many times in many different ways. 
Plasmodium Jalciparum does not respect internatienal borders and can attack the traveller after 
leaving the country where the disease was acquired and kill. in the space of one or two days. 
Even if it does not kill. the introduction of new malaria parasite strains may be transmitted in 
receptive areas previously free of the disease. This has recently been seen in both Australia 
and Singapore. Today. more than ever before. Plasmodium Jalciparum has become the 
common assassin. No longer can we expect a few. cheap tablets of chloroquine to effectively 
destroy this parasite. Over the years. drugs like these have been misused and we are paying 
the price today. With the new drugs which must be used. one effective treatment now costs 
more than two US dollars. In the past. it was just ten US cents and the escalating costs of 
treatment cannot be ignored. 

Malariologists have been saying for a long time now that "We have the technical 
capability to control malaria. We know what to do. but we do not have the resources with 
which to do it!" You have blamed the failures on factors such as logistical problems in remote 
areas. shortages of skilled human resources. dn:g resistance. behavioural resistance and 
increases in population mobility. The examples are almost endless. But. is this the whole 
picture') I challenge you. Have you lost touch with your science in the process of change from 
an eradication to a control strategy over the last 20 years? Are you truly. today. malariologists 
in the scientific sense of the word. able to look at the landscape and from there determine what 
the problem is. where it is and what best to do about it? Malaria is a dynamic disease. ever 
changing. I fear that today. many have become "armchair malariologists". too fond of the air
conditioned office or laboratory and less than willing to work in the very places so accurately 
identified as the problem areas. 

You will know by now that I have strong feelings on this subject. I strongly believe that 
in life. we are given just one or two opportunities to do something about a particular problem. 

Like a spaceship returning to earth - to come back safely. it must enter the atmosphere at 
a particular time and place. If not. it will bounce off the earth's atmosphere and shoot out into 
the vastness of space with no second chance to return. This moment for entry. as you know. is 
called the "Window of Opportunity." 

Ladies and gentlemen. colleagues and friends. I consider that the Window of 
Opportunity for malaria control is now. If we do not seize the moment; if we do not 
rediscover our science now and how to use it intelligently for the good of mankind. then we 
too. like the spaceship that fails to connect with the atmosphere, will shoot out into the 
coldness of medical space for decades. We will then be branded as unable to deal with the 
problems which we know can and must be dealt with. For malaria control too, there will be 
no second chance. 

Today, I therefore challenge each one of you at this meeting. Let us frankly discuss the 
problems common to the border areas which confront the progranunes of these two regions. 
And. using the knowledge and experience concentrated in this room, let us focus on how best 
to deal with them, and how we may coordinate better. between countries. those activities which 
will benefit the whole of mankind. 

I beg you, do not let this Window of Opportunity pass by. 

Now. I wish you a fruitful meeting and look forward to seeing your report and 
recommendations. 

I have great pleasure in declaring this meeting open. 
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