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1. INTRODUCTION 

The Regional Workshop on Malaria Control as part of Primary Health 
Care was held at the Public Health Institute, Kuala Lumpur, from 7 to 12 
July 1986. The workshop aimed to review the current malaria situation and 
control activities with special reference to the primary health care 
approach in countries of the Western Pacific Region where malaria is a 
major health problem, and to suggest measures for their strengthening. 
The specific objectives of the workshop were: 

(1) to identify problems and constraints encountered in the development 
of malaria c·on trol ; 

(2) to examine community involvement with special reference to the tasks 
and activities undertaken; 

(3) to make proposals for strengthening malaria control using the primary 
health care approach. 

Twenty-one participants attended the workshop representing China, 
Hong Kong, the Lao People's Democratic Republic, Macao, Malaysia, Papua 
New Guinea, the Philippines, Solomon Islands, Vanuatu and Viet Nam. The 
list of participants is shown in Annex 1. The workshop was opened by 
Dato' Mak Hon Kam, Minister of Health, Malaysia, who stressed the urgent 
need to explore how the primary health care strategies could best be 
applied to the control of malaria in the respective countries or areas, 
keeping in mind the social goal of health for all by the year 2000. 
Dr Hiroshi Nakajima, Regional Director of the World Health Organization 
Regional Office for the Western Pacific, in his address to the workshop, 
referring to the Thirty-Eighth World Health Assembly resolution 
on malaria (WHA38.24), emphasized that melaria control should be developed 
as an integral part of the national primary health care system and that 
Member States should review and appraise the malaria situation and their 
existing control strategies. At the global level, the Malaria Expert 
Committee, at its eighteenth session held in 1985, had deliberated 
particularly on how to control malaria based on the primary health care 
approach. It was therefore timely that the present workshop had been 
called to review and exchange country experiences in the development of 
malaria control as an integral part of the national health system based on 
primary health care. 

2. PROCEEDINGS 

The workshop was composed of two major related components. 

The first component was a one-day plenary session to review the 
current malaria situation and experiences in the development and 
implementation of malaria control as part of primary health care. 
Participants were presented with an overview of the situation in the 
Western Pacific Region, which was followed by country presentations. 
A brief account of the situation in the South-East Asia Region was also 
given. Lastly, the global strategy for malaria control within the 
framework of primary health care, as recommended by the 18th Expert 
Committee on Malaria in 1985, was presented. 
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The second component dealt with specific issues in the implementation 
of malaria control as an integral part of primary health care. On the 
basis of the country, regional and global reviews, participants worked in 
four small groups for two days to assess the situation, identify problems 
and constraints, and propose solutions and action in the assigned problem 
areas. The problem areas assigned to each of the four groups were: 
(1) diagnosis and treatment; (2) vector control and personal protection; 
(3) epidemiological and information support; and (4) organization and 
management of malaria control in the context of primary health care. The 
group work was facilitated by the provision of reference points/guidelines 
and the assignment of Secretariat members as resource persons. 

A one-day field visit to a district hospital and other health 
facilities in Kuala Langat District, Selangor, was arranged on the fourth 
day. The last two days of the workshop were devoted to discussion and 
preparation of proposals and recommendations in plenaries. 

3. REVIEI-/ OF THE MALARIA SITUATION AND CONTROL IN RELATION TO 
PRIMARY HEALTH CARE 

3.1 Western Pacific Region 

3.1.1 Malaria situation 

Malaria prevails as a health problem in nine countries of the Region, 
namely, from north to south, Chinaj Indochinese Peninsula countries 
including Viet Nam, Lao People's Democratic Republic, and Democratic 
Kampuchea; the Philippines and Malaysia; and the three south-west 
Pacific countries of Papua New Guinea, Solomon Islands and Vanuatu. 

With the exception of China, where a steady and marked decline in 
annual malaria incidence was reported, transmission being confined mainly 
to the east-central river areas and the southern provinces of the country, 
the malaria situation in the Region has not improved much in recent years. 
Malaysia has not really experienced a definite trend towards a decline. 
The greatest malaria problem remains in Sabah where a high incidence 
persists mainly in the hinterland areas. In the Indochinese Peninsula, 
malaria remains meso- to hyper-endemic in most areas, particularly in Lao 
People's Democratic Republic and Democratic Kampuchea. In Viet Nam, the 
malaria problem is confined largely to the south. In the Philippines an 
increasing malaria incidence has bee'n reported in many provinces. The 
three countries in the South Pacific, Papua New Guinea, Solomon Islands 
and Vanuatu, have been suffering from a high incidence in many areas in 
recent years. 

Chloroquine resistance in P. falciparum is found in all countries 
with endemic malaria in the Region. The problem varies in intensity and 
geographical extent fr·om country to country. Resistance of malaria 
vectors to insecticides has not been a serious problem, although there 
have been some reports of Jts occurrence. 
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3.1.2 Malaria programme objectives, strategies and organization 

Countries in the Region are quite diversified with respect to malaria 
programme objectives, strategies and health 'systems organiz.ation. In Lao 
People's Democratic Republic and Democratic Kampuchea, the control 
programmes aim at the reduction of specific morbidity and mortality, while 
in China, Malaysia and Viet Nam efforts have continued to be directed 
towards eradication. The Philippines and the three South Pacific 
countries are endeavouring to reduce mortality and morbidity and as far as 
possible prevalence. 

The diversity of epidemiological conditions exists among different 
areas within a country. Epidemiological and operational stratification of 
malarious areas has been conducted in all countries according to needs. 
An elaborate stratification has been carried out in Viet Nam to facilitate 
the dynamic and rational application of available control measures in 
different strata. Based on programme objectives and strategies, each 
country applies such control measures as are available and affordable. In 
general, antimalarial drug distribution is now its mainstay, whereas 
insecticide (mainly DDT) residual spraying has been much limited compared 
with the past. Other vector control measures such as chemical and 
biological larval control, vector breeding source reduction, personal 
protection measures, in particular use of bed nets, have yet to be applied 
extensively. 

There are wide variations among countries or areas in the 
organization of malaria control in relation to the general health 
services. China presents an example of full integration where the malaria 
control programme is implemented within the general health services. In 
each province, under the provincial public health bureau, there is an 
epidemic prevention department, an operational arm with specialized 
personnel which is responsible for field operation. The Institute of 
Parasitic Diseases and its branches at different levels provides technical 
backup. In the Philippines, the total integration into the general health 
services has encountered operational and managerial difficulties due 
mainly to financial and manpower constraints. In Vanuatu, antimalaria 
activities have always been conducted within the general health services. 
In Malaysia, the malaria control programme is part of the vector-borne 
disease control programme, which continues to operate as a vertical 
programme. However, in some states, integration into the general health 
services has been implemented. 

The variations among countries in terms of malaria control programme 
objectives, strategies and control measures and the extent of the 
programme's integration into the national general health service reflect 
dynamic features resulting from such factors as epidemiological 
conditions, experience and evolution of malaria control strategies, and 
national, social and economic conditions. However, it is fair to conclude 
that all countries are aiming at a long-term control of malaria, and that 
all are in the process of integrating antimalaria activities into the 
national health system based on primary health care. 

3.1.3 Community involvement in malaria control 

Antimalaria activities are being promoted at the community level. 
However, the extent of the tasks or activities undertaken by the community 
and the approaches used for promoting community involvement differ among 
countries or areas, as can be seen from Table 1. 
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In most countries, community involvement in diagnosis and treatment 
is confined to blood-slide collection and presumptive treatment; anti
larval operations are not undertaken by the communities. The use of 
pyrethroid-impregnated mosquito nets is under trial in many countries. 
In China and Viet Nam, health education campaigns appear to have been 
extensively used to promote community involvement in malaria control. 
However, in general, it is still premature for the communities to get 
involved in reporting epidemiological information (signs of drug 
resistance, unusual increase of malaria cases). 

Most countries deploy community health workers (volunteers or 
appointees) while different types of village committee operate as the main 
mechanism for planning and implementing community involvement. Community 
health workers are mostly multiple purpose workers. In China and 
Viet Naro, a mass organizations have been extensively mobilized to carry 
out various control activities at the local level. 

Under the impetus of the primary health concept, communities have 
become increasingly involved in malaria control activities in all 
countries or areas, although it is too soon to conclude that community
based control activities have been successful. Problems in community
based antimalaria activities reported by some countries include the high 
attrition rate among community health workers, inadequate health system 
support, financial and other resource constraints, and lack of appropriate 
skills on the part of community health workers, who are often charged with 
multiple activities, etc. 

Activities or tasks to be undertaken by the community need to be more 
clearly defined in relation to its needs, the prevailing socio-economic 
conditions, and malaria control programme objectives and strategies. 
Clearly, there is a need to strengthen the malaria programme at the 
community level. Support by different levels of the health service to 
malaria control in the community should be critically assessed and 
strengthened. 

3.2 South-East Asia Region 

Excluding equatorial Africa, the South-East Asia Region accounts for 
about half the total world incidence of malaria cases. Malaria continues 
to be a serious health problem in Bangladesh, Bhutan, Burma, India, 
Indonesia, Nepal, Sri Lanka and Thailand. In addition to managerial 
problems, the technical problems of parasite resistance to antimalarial 
drugs and vector resistance to insecticides coupled with large-scale 
population movements have greatly impeded the malaria control programme in 
these countries. 

The process of integration of malaria control with the developing 
general health service is at various stages of development in different 
countries. Most countries have been particularly careful in the 
implementation of the integration process. Community involvement in 
antimalaria activities in most countries is often limited to blood-slide 
collection and presumptive treatment by community health workers. Vector 
source reduction, personal protection and other control activities by the 
communi ties are found in only a fe\'V' countries. 
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3.3 Global strategy for malaria control in the context of primary health 
care 

The 18th Expert Committee, at its meeting in Geneva in September 
1985, considered that countries should review their antimalaria activities 
in the light of the policy of health for all, the principles of primary 
health care and their state of development. Malaria control should be 
based on the epidemiological approach, considering that most 
epidemiological situations demonstrate considerable resilience to change 
and tend to return to the previous state of equilibrium even after near 
elimination of the disease. Planning of malaria control should take into 
account: the relevance of objectives in terms of feasibility, 
appropriateness and ability to be sustained; the adequacy of the 
infrastructure to ensure total coverage of the population with diagnosis 
and treatment; adequacy of referral capability and management of the 
problem of drug resistance; the need for all health services dealing with 
malarious areas to maintain a nucleus of technical expertise; the use of 
appropriate evaluation and surveillance mechanisms for monitoring 
progress; and the development of methods of integrated vector control, 
particularly source reduction and personal protection measures that can be 
carried out, sustained and offered by the community. Plans to control 
malaria should be based on the best available information and experience. 
In most instances this will require the acquisition of complementary 
knowledge and well documented learning-by-doing experiences, to be fed 
back into the management process. This constitutes the main component of 
the research and development approach. The required reorientation of 
malaria control will be possible with redistribution of manpower, material 
and financial resources, training and transfer of operational 
responsibilities to the general health services under the expert guidance 
and supervision of malariologists. 

4. ISSUES IN THE DEVELOP~lENT OF MALARIA CONTROL IN THE CONTEXT OF 
PRIMARY HEALTH CARE 

On the basis of the review of malaria situation in relation to 
primary health care in countries or areas of the Western Pacific Region, 
the Workshop considered a number of issues and problems with a view to 
their further analysis and solution. These included: (1) diagnosis and 
treatment; (2) vector control and personal protection; 
(3) epidemiological and information support; and (4) organization and 
management of malaria control in the context of primary health care. 
These were discussed in small group work. 

4.1 Diagnosis and treatment 

It was noted that the practice of providing full treatment only on 
the basis of blood slide microscopy may not be practical in many countries 
or areas owing to limited accessibility to microscope facilities or 
inability to have timely microscopy results. These circumstances 
necessitate use of a full course of treatment with safe drugs on the basis 
of clinical diagnosis. Community health workers (CHWs) could be trained 
to do a clinical diagnosis of malaria and prescribe a full course of t,reat __ ment 
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with approved drilg regimens. In this regard, it is important that a 
simple diagnostic protocol or chart be established and standardized for 
training of community health workers, and for epidemiological purposes. 
It is also important that the community health workers effectively monitor 
progress of the patients to permit timely referral of drug resistance 
Cases or severe malaria cases to appropriate referral facilities. In the 
situation where community health workers are asked to collect blood slides 
from fever cases, it is important that laboratory results, whether 
positive or negative, be communicated to the patients in timely fashion to 
ensure the credibility of community health workers and their continued 
cooperation. 

It Was observed that many countries have been encountering a high 
attrition rate among community health workers and that their participation 
on an entirely voluntary basis i€ difficult to sustain. Thus, there is a 
need to provide certain economic incentives or social rewards to community 
health workers. 

Diagnosis and treatment activities at the community level require an 
adequate back-up referral system. The first referral level is of the 
utmost importance in supporting community-based activities. It should 
provide treatment based on microscopy and be capable of dealing with drug
resistant and severe cases of malaria, particularly those referred from 
the community level. Of equal importance is the ability of the first 
referral level (or district level) to monitor the drug resistance problem. 
With respect to manpower requirement, it was considered that general 
health staff with appropriate training should be deployed to provide 
treatment at this level, and supervise diagnosis and treatment activities 
at the community level. An adequate number of laboratory technicians 
(multipurpose or full-time malaria microscopists depending on the number 
of blood slides to be examined) should be maintained. 

The workshop noted the need for sustained drug and other essential 
supplies and for supervision of diagnosis and treatment activities at the 
community level, as well as the need to strengthen the referral and 
support capabilities of the first referral level with respect to the 
community-based activities. 

4.2 Vector control and personal protection 

Residual insecticide spraying remains the mainstay of vector control. 
In addition, vector source reduction (mainly drainage, flushing devices 
and filling) and chemical and biological control using larvivorous fish 
are appljed in a limited scale. Recently, trials have been conducted for 
permethrin-impregnated mosquito nets as a promising supplemental measure 
to residual insecticide spraying. 

Apart from residual insecticide spraying, community involvement in 
these activities still needs to be explored and developed. In a few 
countries, community health workers or volunteers are engaged in spraying 
operations (e.g. Papua New Guinea and Philippines); however, difficulties 
have been experienced in ensuring the quality of spraying in most 
instances. The potential role of the community in mosquito vector source 
reduction deserves special attention. So far, few countries have 
seriously promoted the extensive use of bed nets as an important control 
measure (e.g. China, Viet Nam). More emphasis on bed nets among countries 
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Pacific Region is expected as the effectiveness of permethrin-impregnated 
mosquito nets is being evidenced. Mosquito repellants are used in many 
countries, but their specific impact on malaria incidence is difficult to 
assess. A few countries have attempted "zooprophylaxis" by locating 
domestic animals such as cows in certain areas to divert the vector from 
man to animals for their blood meals. 

The workshop noted the immense potential role of the community in 
vector source reduction and personal protection measures, which could be 
materialized through intensive and continuous health education, training 
and demonstrations. In order to promote the active participation of the 
community in vector source reduction, personal protection and other 
environmental management activities, intersectoral action is essential as 
part of the general improvement and development of the life of the 
community and its members. 

4.3 Epidemiological and information support 

There is a strongly felt need for innovative epidemiological and 
information services in the development of long-term malaria control in 
the context of primary health care (in contrast to malaria eradication), 
particularly with regard to the kinds of information and data to be 
collected and used, responsibilities at different levels of the health 
services, information flow and training needs for activities. The 
information requirements should be based on the country's programme 
objectives, strategies and control measures in use. These include 
epidemiological, operational and managerial aspects. 

Some of the epidemiological parameters of the malaria eradication 
programme are still being used (e.g. annual blood examination rate - ABER, 
annual parasite incidence - API) in many programmes. These need to be 
cautiously used depending on the relevance to programme objectives, 
strategies and control measures, and their coverage. The epidemiological 
information is still largely dependent on the examination of blood slides 
collected through medical and health facilities (passive case detection -
peD). While periodic parasi te (rate) surveys of the sample (indicator) 
populations may be indicated in some countries or areas, passive case 
detection contributes in many ways to the information services in a number 
of countries. Simple statistics on fever cases and clinical malaria, 
operational coverage (e.g. drug consumption) and qualitative information 
need to be used for monitoring and evaluation in some programmes. 

The general health information system should function at the 
different levels in accordance with their respective roles. Peripheral 
health units responsible for frontline government health services (e.g. 
aid posts), community health workers and community members are mainly 
involved in collecting and reporting information to the intermediate 
level, including blood slide collection, clinically diagnosed malaria 
cases, treated cases, drug consumption, treatment failures and vector 
control activities. The intermediate levels are responsible for 
confirmation, analYSis and reporting in both directions, to the central 
and peripheral levels, epidemiological, operational and managerial 
information, and evaluation of the control measures applied. Special 
activities assigned to these intermediate levels include assessment of 
drug sensitivity; studies of vector behaviour; epidemiological 
investigation of foci; collection, collation and analysis of general 
health services information (e.g. malaria specific mortality and 
morbidity, if available); and training. 



- 8 -

The central level is responsible for the hEalth information service 
as a clearing house. Its functions include the updating and dissemination 
of epidemiological and operational information by areas including 
stratification; development of the recording and reporting system; and 
dissemination of the results of research carried out in the country and 
other technical information on malaria control. The management 
information service deals with the country's malaria control strategies, 
plan of action, budget, personnel training, supplies and equipment. 

Information obtained through regular and ad hoc recording and 
reporting should flow vertically and horizontally at each health service 
level, including nongovernmental groups which will facilitate intra- and 
intersectoral cooperation. 

4./1 Organization and management of malaria control in the context of 
primary health care 

The individual countries are at different stages of development of 
the antimalaria programme in the general health service based on primary 
health care. Concern was expressed about the hasty integration of malaria 
control into the general health service, which might have led to a 
deterioration in the malaria situation. In some countries, the 
integration resulted in the termination of the budget earmarked for 
malaria control, causing serious constraints and difficulties in the 
implementation of planned control activities. The financial constraints 
have also lowered the status and morale of malaria workers among health 
personnel. 

The workshop noted that the integrati~n of malaria control is a 
delicate and complex process, requiring careful planning and 
implementation, in which such factors as the endemicity of the areas, 
status of development of the general health infrastructure, malaria 
manpower and resource requirements and availability need to be taken into 
consideration. 

Planning and management of malaria control have been the 
responsibility of the intermediate level of the health service in many 
countries (e.g. county level in China, state level in Malaysia). However, 
it was observed that the intermediate level is in need of adequate 
resources and manpower, specifically a group of specialized malaria or 
vector-borne disease personnel. Moreover, it should have more authority 
in the deployment of manpower, and in the procurement and use of financial 
and material resources. 

The development of malaria control as part of primary health care 
requires effective horizontal and vertical collaboration and coordination 
among health workers and organizations in the health system. It was noted 
that, in many countries, coordination between specialized malaria/vector
borne disease/preventive staff and other general health/curative staff 
are not altogether satisfactory. As for intersector'al collaboration, it 
was specifically emphasized that the collaboration of non-health 
organizations (such as the armed forces, rural development and rural 
resettlement schemes), which, in their operations, directly or indirectly 
influence malaria transmission, is essential for effective malaria control 
in some countries. 
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Supervision of malaria. control at the community level by government 
health workers of the peripheral and intermediate level was found to be 
inadequate in many countries. A number of factors are responsible for 
this problem. Resource limitations and inadequate autonomy of the 
intermediate and peripheral levels are among the most important inhIbiting 
factors. The peripheral health workers should be assigned with a clearly 
defined job description and authority to be exercised in the context of 
primary health care. In some countries, these are lacking, resulting in 
inadequate supervision of antimalaria activities at the community level. 

The integration of malaria control into a health system based on 
primary health care calls for adequate orientation of health personnel at 
all levels including general health staff and specialized personnel. It 
is therefore important that manpower development should be an essential 
component in the development of malaria control in the context of primary 
health care. 

5. CONCLUSIONS AND PROPOSALS 

5.1 Conclusions 

The workshop reviewed the current malaria situation and development 
of the control programme in relation to primary health care in countries 
of the Western Pacific Region. The review significantly enhanced the 
exchange of experience and information among the participants from these 
countries. 

The major issues and problems in the implementation of malaria 
control programmes as part of primary health care in the respective 
countries were noted and discussed. The workshop noted the considerable 
variations in programme objectives, strategies, and stages of antimalaria 
programme development among the countries. It was also observed that, in 
many countries, the malaria control programmes have encountered various 
technical, operational, financial and managerial problems and constraints. 
However, the workshop noted that all national programmes aim at long-term 
control and are at various stages of integrating malaria control 
activities into the national health system based on primary health care. 
To further pursue such development, the workshop emphasized: (1) the 
need for the development and strengthening of malaria control in the 
communities, including the involvement and interaction of community 
members, community health workers, government health workers and voluntary 
organizations; and (2) the need to strengthen the role of the 
intermediate and central levels of the health service in support of 
malaria control in the communities. 

The workshop met in plenary and in small group sessions in order to 
assess and define problems in the implementation of malaria control in the 
context of primary health care in the Region, and to propose solutions and 
future action. The discussions were organized in four major areas: 
diagnosis and treatment; vector control and personal protection; 
epidemiological and information support; and organization and management 
of malaria control within primary health care. 
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5.2 Specific proposals 

Strategies for malaria control in the context of primary health care 

(1) The integration of malaria control into the general health services 
should be carefully planned and implemented in a dynamic manner, taking 
into consideration such factors as the varying endemicity of the disease, 
status of development of the general health infrastructure, health 
manpower requirements and resources. 

(2) Decentralization and delegation of authority and resources to the 
intermediate and lower levels of the health service are essential for 
malaria control based on primary health care. It is essential to provide 
adequate manpower and financial and material resources as well as 
expertise in order to effectively control malaria and provide support to 
community-based control activities. The intermediate level should be 
responsible for detailed planning and management of malaria control within 
the framework of national control policy and strategies. An adequate 
number of technical personnel specialized in malaria control should be 
made available at this intermediate level. 

0) In many malarious areas where adequate microscopy is not available or 
cannot be carried out in a timely fashion, full curative treatment (for 
~. falciparum) should be provided at the periphery on the basis of 
clinical diagnosis only. In this case the clinical diagnosis and 
subsequent reporting for epidemiological purposes should be defined at 
country level taking into account, beside the usual signs and symptoms of 
malaria (fever, chill), any other known clinical characteristic of malaria 
that has occurred in the country; in addition, a simple diagnostic 
protocol or charts should be established and standardized. 

(II) Current residual insecticide spraying operations need to be 
critically reviewed in the light of local transmission patterns, programme 
objectives, alternative strategies and cost effectiveness. The key 
question is whether spraying can be carried out in terms of good coverage 
and quality. In certain situations or circumstances such as high risk 
areas, epidemic outbreaks, or in plantations, estates, logging camps, 
tourist resorts, etc., spraying in the form of residual insecticides, ULV, 
mist blowers, etc. may be performed provided that results are closely 
supervised and monitored. 

Community involvement in control activities 

(5) Community involvement in control of malaria, whereby the control 
responsibilities are shared by individuals and families, community groups, 
community health workers and government peripheral health workers, should 
be promoted through planned and coordinated health education, and with 
adequate and continuous support of the health system. 

(6) The community should always be involved in the selection and 
endorsement process of community-based health workers~ and subsequently in 
support of their work. 

(7) Extensive use of mosqui to nets (preferabJ y permethrin-treated bed 
nets) should be promoted. Community involvement in the supply, 
distribution and maintenance of mosquito nets at reasonable cost should be 
encouraged. 
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(8) Where applicable, the community should be encouraged to rear and 
distribute larvivorous fish to all identifiable and potential breeding 
sites. 

(9) The community should be encouraged to carry out simple environmental 
activities aimed at source reduction. These activities may include 
peridomestic and village sanitation, flushing of drains, filling or 
draining of breeding sites. 

Coordination and supervision 

(10) Coordination among health workers/organizations at the same level of 
the health service should be encouraged. Mechanisms such as regular 
committee meetings and workshops should be encouraged to provide for 
regular dialogues. 

(11) Groups such as immigration, military and police personnel, whose 
activities expose them to high malaria transmission, should be requested 
to take active part in preventive and control activities. 

(12) To ensure effective supervision of malaria control activities, a 
well-defined line of authority as well as job description for the workers 
at different levels should be established and enforced. Effective 
supervision of control measures calls for technical standards, e.g. drug 
regimens. WHO should be involved in periodiC monitoring and prOVision of 
guidance in this regard. 

Epidemiological and information support 

(13) Malaria control in the context of primary health care should be 
strengthened by the development of an appropriate comprehensive 
information system. The collection, analysis and dissemination of 
information should be integrated into all levels of the health service. 
Information should move both vertically and horizontally in order to 
support community activities. 

(14) Indicators such as the annual blood examination rate (ABER) and 
annual parasite incidence (API), which may be useful in areas where 
reduction of prevalence or eradication is the objective, may not be 
appropriate for evaluation of malaria control in the context of primary 
health care. Simple parameters not requiring microscopic diagnosis such 
as the number of clinically diagnosed cases treated, the number of 
treatment failures, and patients with severe malaria should be considered 
for epidemiological surveillance at the periphery. 

(15) Information regarding the epidemiological situation by areas 
(stratification) should be periodically updated and utilized in the 
epidemiological approach to malaria control in the context of primary 
health care. 
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Training and education 

(16) Implementation of melaria control in the context of primary health 
care requires orientation training, regular training and re-training of 
staff at all levels. Countries should identify those areas where training 
is required. Training subjects appropriate for all levels required in 
broad terms are technical and knowledge skills, interpersonal, and 
administrative skills, but with a different priority order for the various 
staff levels. 

(17) Training in malaria control for the community level and the first 
referral level should be carried out as a component of the general 
training being provided. Appropriate training modules should be produced, 
tested locally and modified so as to conform with the country or local 
situations, but should be standardized wherever possible. 

(18) All avenues should be explored with relevant authorities in an 
effort to impart knowledge of the disease and approaches to its control 
through school and other curricula from the primary to the specialist 
levels. 

Research and .development 

(19) Much useful information can be obtained from the experiences of 
implementing and carefully evaluating malaria confrol activities in 
defined areas/populations. It is therefore proposed that the initial 
implementation of malaria control in the context of primary health care be 
carried out in limited, well defined areas (such as the district in most 
countries) where chosen strategies can be refined and adapted to local 
conditions. Successful strategies can tnen be replicated in other Breas. 

(20) WHO and other collaborating agencies should promote and support 
field research and development, including operationally oriented 
activities. 

(21) The progress of implementation of malaria control as part of primary 
health care should be periodically reviewed. Problems, constraints and 
solutions by countries should be closely monitored and assessed. National 
workshops should be encouraged to provide forums for the exchange of 
experiences in respect of diff'erent malariou~ "eas in the country, and to 
develop operational guidelines for effective malaria control based on the 
primary health care approach. 
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AGENDA AND PROGRAMME 

Monday, 7 July 1986 

0800-0900 

0900-1000 

1000-1030 

1030-1045 

1200-1330 

1330-1500 

1500-1530 

1530-1615 

1615-1700 

Registration 

Opening Ceremony 

Address by Chairman of the Organizing Committee 
Message by the Regional Director 
Ope~ing Address by Minister of Health, Malaysia 

Break and Group Photograph 

Introduction and Orientation 

Workshop procedure and objectives 
Introduction of partiCipants and election of officials 

Western Pacific Regional Review and Country Presentations 

Lunch 

Western Pacific Regional Review and Country Presentation 
(continued) 

Break 

Western Pacific Regional Review and Country Presentation 
(continued) 

South-East Asia Regional Review 

Tuesday, 8 July 1986 

0800-0930 

0930-1000 

1000-1015 

1015-1200 

1200-1330 

1330-1500 

1500-1515 

1515-1700 

Global strategy of malaria control within primary health 
care 

Identification of problems, and objectives of group work 

Break 

Group Work 

Lunch 

Group Work (continued) 

Break 

Group Work (continued) 
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Wednesday, 9 July 1986 

0800-1000 Continuation of group work 

1000-1015 Break 

1015-1200 Continuation of group \vork 

1200-1330 Lunch 

1330-1500 Continuation of' group work 

1500-1515 Break 

1515-1700 Continuation of group work 

Thursda;t, 10 Jul" 1986 

0700-1700 Field trip to Kuala Lumpur District, Selangor 

Frida;t, 11 July 1986 

0800-1000 Presentation and discussion of group work 

1000-1015 Break 

1015-1200 Presentation and discussion of group work (continued) 

1200-1430 Lunch 

1430-1530 Presentation and discussion of group work (continued) 

1530-1700 Drafting recommendations 

Saturda;t, 12 Jul;t 1986 

0800-0845 

0845-1100 

1100-1130 

1130-1200 

Feedback on workshop evaluation 

Discussion and adoption of recommendations 

Break 

Closing ceremony by Deputy Director General of Health, 
Malaysia 
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OPENING SPEECH OF THE HONOURABLE MINISTER OF HEALTH"MALAYSIA, 
YB. DATO' MAK HON KAM 

On behalf of the Government of Malaysia, I welcome all the 
distinguished participants from Hong Kong, Laos, Macao, Papua New Guinea, 
People's Republic of China, Solomon Islands, Vanuatu, Viet Nam and 
Malaysia as well as the WHO consultants and local observers to the WHO 
Regional Workshop on Malaria Control as part of Primary Health Care. I am 
very happy and honoured to have this opportunity to speak and to officiate 
this opening ceremony. 

The theme 'Malaria Control as Part of Primary Health Care' is not 
only important but also timely. It is important because despite three 
decades of intensive efforts to control it, malaria continues to be an 
important parasitic disease with high morbidity and mortality in the 
tropics. According to the latest WHO statistics, 250 million malaria 
cases with one million deaths occur in the world annually. The 
epidemiological picture has not changed significantly over the past 
decades and there is no reason to expect that it will in the near future. 

In Malaysia, we have managed to suppress the transmission of malaria 
in certain areas especially along the coastal plains. In Peninsular 
Malaysia, the malaria control programme has achieved notable successes. 
Prior to 1967, it was estimated that there Were 300,000 cases. The annual 
malaria incidence has stabilized around ]0,000 cases since 1975. 

The malaria control programme in Sarawak has been more successful as 
shown by the reduction of malaria cases from the estimated figure of 
50,000 cases per year in the early fifties to an annual incidence of 1,000 
cases since the last few years. 

In Sabah, however, where we are facing technical problems of outdoor 
biting mosquito vector and the development of resistance on the part of 
the malaria parasite to the antimalaria drug chloroquine, we managed under 
intensive efforts, to reduce the annual incidence to around 35,000 cases 
in 1985. 

The theme 'Malaria Control as Part of Primary Health Care' is also 
timely. The year 2000 is just around the corner. The importance of a 
successful malaria control programme as part of primary health care cannot 
be over-emphasized as our Government strives to achieve 'Health for All by 
the Year 2000'. 

The fight against malaria is a long one as global malaria eradication 
is no more an achievable goal, at least in the foreseeable future. The 
search is on for ways to control malaria, which has returned to all these 
countries where it WaS once believed to have nearly disappeared. 
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Recent development in the testing and production of malaria vaccine 
is promising. However, the malaria vaccine itself may not be a 'panacea' 
or overall solution for malaria control as many questions still remain 
unanswered. In other words, malaria vaccine, if eVer it is available in 
the near future, may be regarded as a very useful supplementary tool to 
minimize malaria morbidity and mortality. 

The use of primary health care in the control of malaria is an 
acceptable approach. Primary health care is essential health care based 
on practical, sCientifically sound, politically-acceptable, and 
socially-acceptable method and technology made universally accessible to 
individuals and families in the community through their full participation 
and at a cost that the community and country can afford to maintain at 
every stage of their development in the spirit of self-reliance and 
self determination. Lest we get carried away, let me remind you that 
primary health care is not a replacement but rather an additional tool to 
supplement parts of th~ existing health services. 

The concept of primary health care as adopted by the 31st World 
Health Assembly in 1978 is not new or unknown. The technical knowledge 
and means to start primary health care already exist in most countries in 
the region to a greater or lesser extent. What is needed is the will to 
begin and later to sustain it once it is started. 

I am confident that your deliberation during the next few days will 
enable you to explore how the principles of primary health care like 
(a) community participation, (b) intersectoral collaboration, (c) an 
equitable distribution of health and other resources and (d) more 
attention to activities at the point between the individual and the health 
services, can best be applied in the respective countries. This will 
enable you to achieve your noble objective of providing an effective 
health care delivery system that will permit the individual to lead a 
socially and economically productive life. 

As the definition and implementation stages of development of primary 
health care varies from country to country, it is important that the 
recommendations from the workshop be modified to suit the needs and 
priorities of the respective countries. Lastly, your recommendations to 
overcome the malaria menace must be realistic, pragmatic and acceptable to 
the people. Without awareness of the threat of malaria on the part of the 
people and without their full participation and cooperation, it will not 
be possible to achieve complete success. 

I would like to acknowledge with deep gratitude the collaboration of 
WHO in this workshop. 

I wish to thank the Chairman and the Organizing Committee for 
organizing this workshop. 

In conclusion, I wish you all success in the WHO Regional Workshop on 
Malaria Control as Part of Primary Health Care or what I call Malaria 
Control as Part of Part of Community Health through Community Health 
Democracy, that is, "HEALTH OF THE COMMUNITY, FOR THE COMMUNITY, AND BY 
THE COMMUNITY". 

And now, it is with great pleasure that I declare open the WHO 
Regional Workshop as Part of Primary Health Care. 

Thank you. 
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MESSAGE FROM DR HIROSHI NAKAJIMA, REGIONAL DIRECTOR, 
WHO WESTERN PACIFIC REGION, MANILA, PHILIPPINES 

Your Excellency, Colleagues, Ladies and Gentlemen, 

ANNEX 4 

It gives me great pleasure to extend my greetings to all of you 
who are attending this Regional Workshop on Malaria Control as part of 
Primary Health Care, a meeting which has now become a reality, thanks 
to the generous support provided by the Malaysian Government. I must 
express my sincere gratitude to the Malaysian Government for offering 
to host this extremely important WHO regional meeting here in Kuala 
Lumpur. 

Malaria continues to be an important public health problem in many 
countries of this Region, in spite of all our efforts over the last two 
decades. 

As most of you are aware, our antimalaria campafgn has run a 
unique course since it was launched. It has in fact been a series of 
fights and skirmishes, which has seen varying turns of fortune. The 
global malaria eradication programme carried out in the 1960s through 
the mid-1970s was initially a spectacular success in many countries but 
was shortlived, principally because of the difficulty in sustaining our 
achievements. While the eradication programme was experiencing these 
setbacks, the available antimalarial tools and weapons in turn were 
becoming less effective as evidenced by the development of resistance 
by the malaria parasites and vector mosquitos. Through the experiences 
acquired and lessons learnt, most countries have had to revise their 
strategies from one of time-limited eradication to one of control 
providing for more flexible objectives, targets and approaches, which 
are to be implemented within the framework of the countries' general 
health services and available resources. 

While the global strategies covering antimalaria activities were 
in the process of being revised in the late 1970s, there developed an 
important global movement in the health sector known as "Health for All 
by the Year 2000" which uses primary health care as the key approach. 
It is interesting to recall in this connection that the malaria 
campaign which started in the early 1960s was in fact the first attempt 
by the health service to make direct contact with the people in remote 
areas, and the primary health care approach, as later defined by the 
Alma-Ata Conference held in 1978, was incorporated into its field 
operations. 

Most national antimalaria programmes in Asia, especially in the 
Western Pacific Region, have adopted strategies for malaria control, 
not eradication, although they differ among countries or areas with 
regard to the specific objectives, strategies and the progress 
achieved. The common fundamental approach is the development of the 
control programme within the national health system based on primary 
health care. 
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The new approach to malaria control was recommended by the Thirty
first World Health Assembly in 1978. Resolution WHA 31.45 laid emphasis 
on political commitment and recommended the reorientation of 
antimalaria programmes as an integral part of countries' national 
health programmes. In 1985, the Thirty-eighth World Health Assembly 
recommended that malaria control should be developed as an integral 
part of the national primary health care system and urged Member States 
to immediately review and appraise the malaria situation and their 
existing control strategies in terms of effectiveness, efficiency and 
the prospects of achieving and maintaining the objectives. The 
conceptual framework, guidelines and directions for the realization of 
malaria control within the primary health care systems have already 
been discussed and documented at various global, regional and 
intercountry meetings. The Malaria Expert Committee, during its 
eighteenth session held in 1985, devoted its entire time to this 
subject, particularly on how to control malaria in the context 
of the primary health care strategies. 

I should like to emphasize in this connection ~hat malaria needs 
to be well defined as regards its health and social implications for 
countries or areas, on the basis of control strategies in which control 
operations are effectively and judiciously integrated in the country's 
health system in the context of primary health care. The action 
recommended therefore is to distribute and share responsibilities for 
malaria control at different levels of the health system, with special 
emphasis on community involvement under the expert guidance and 
supervision of malariologists. I am well aware that malaria control 
programmes in the Region are generally progressing in this direction. 

Although countries are quite knowledgeable in this subject area, 
there is no rigid or standard formula for the development of malaria 
control as part of primary health care. Each country must therefore 
develop its own control programme through the experience it has 
acquired, both in the field and in research. 

This workshop is therefore called to exchange information and 
experiences among the countries; to discuss difficulties, constraints 
and common problems; and to consider possible solutions. The workshop 
may therefore wish to focus on some common, practical and action
oriented priority issues/matters affecting countries in the Region. 

In conclusion, let me say that I am very pleased to note the 
presence of the national participants here as planned, as well as the 
representatives from the South-East Asia Region and Headquarters. 

I wish you every success in your deliberations and a pleasant stay 
in Kuala Lumpur. 
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