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SUMMARY 

Countries in the Pacific have similar malaria epidemiological characteristics and share 
similar problems in implementing their malaria control programmes. In December 2002, 
representatives from Indonesia, Papua New Guinea, Solomon Islands and Vanuatu, together with 
some resource persons and WHO malaria staff from the WHO Western Pacific Regional Office 
and South-East Asia Regional Office, met in Brisbane, Australia, to review the status of malaria 
and its control strategies and to provide recommendations on needed revisions for the Pacific 
countries. These include updated goals and objectives that will align them with the global Roll 
Back Malaria (RBM) initiative and link them with the development of Integrated Management of 
Childhood Illness (IMCI) programmes. 

After the regional presentations on current status and major trends in malaria control in the 
Western Pacific and South-East Asia regions, five Pacific countries (Indonesia, Timor-Leste, 
Papua New Guinea, Solomon Islands and Vanuatu) presented their progress in the malaria 
control, their strategies and the constraints on their control programmes. The country 
presentations were followed by related technical issues, including rapid diagnostic test (RDT) 
versus microscopy, IMCI and malaria control, insecticide-treated nets (ITN), malaria drug policy 
and application of the geographical information system (GIS) technique. Group discussions 
focused on capacity building for vectorborne-disease control programmes, and dialogue with the 
Australian Agency for International Development and other partners in the Pacific. 

The meeting concluded that, despite the fact that progress in malaria control had been 
made in the Western Pacific and South-East Asia regions as a whole, malaria control programmes 
were still facing major challenges, such as reduced resources, improperly equipped operational 
capacities and rising the morbiditY and mortality in the Pacific countries. 

The meeting recommended that RDTs should be used to complement microscopy, 
especially where microscopy services are not available, such as in remote areas, to rapidly 
identify outbreaks and in complex emergency situations. It was agreed that RBM and IMCI 
should collaborate at country level, particularly in strengthening health systems, developing 
technical guidelines, training and supervision. 

The participants agreed that maximum coverage should be the goal for implementation of 
ITN. Where this is not feasible, ITN should target high-risk groups such as pregnant women, 
infants/children, the elderly, forest and other migrant workers, and people displaced by conflict 
and natural disasters. Cost-sharing mechanisms should be explored to ensure sustainability of 
ITN. In relation to malaria treatment, it was recognized that the training of nurses and health 
workers should be the first step in implementation of new combination therapy strategy. 

For better compliance, pre-packaging of drugs should be given a priority. The meeting 
reached consensus that GIS is a useful tool in identifying the risk of malaria, assessing population 
access to services, and planning and targeting intervention. However, for small island countries, 
GIS should be seen as a shared resource among multiple health programmes. The meeting 
recommended that the regions should conduct a needs assessment for the formation of a 
collaborative training network for the Pacific countries. Participants agreed that a concept 
document on formation ofRBM/Pacific should be prepared and presented to countries for review 
and comment. 





1. INTRODUCTION 

With over 150 000 confirmed cases recorded each year, malaria remains a priority public 
health problem in the three endemic countries in the South-West Pacific: Papua New Guinea, 
Solomon Islands and Vanuatu. In recent years, ~alaria control programmes in all three countries 
have faced major challenges that have resulted in reduced operational capacities and rising trends 
in morbidity and mortality. There is a need to critically review the status of the three country 
programmes, together with other immediate Pacific neighbour countries such as Indonesia and 
Timor-Leste in the WHO South-East Asia Region, and, if necessary, provide recommendations 
on needed revisions. These include updated goals and objectives that will align them with the 
global Roll Back Malaria (RBM) Initiative and link them with the development of Integrated 
Management of Childhood Illness (IMCI) programmes in all Pacific countries. The 13 111 South 
West Pacific Malaria Meeting was, therefore, convened for the purpose of reviewing the status of 
malaria control in endemic countries of the Pacific. 

1.1 Objectives 

(1) To assess the progress of malaria control since 1993 in the three endemic countries; 

(2) to establish consensus policies and strategies for: 

(a) diagnosis of malaria, the use of antimalarial drugs, including such as pre
packaging and monitoring of quality of care, in particular for chloroquine
resistant vivax malaria; 

(b) planning and implementation of vector control and personal protection; and 
(c) malaria surveillance and information systems, including the use of indicators 

and mapping, particularly for epidemic-prone areas; 

(3) to identify the areas and modalities of cooperation between malaria control and IMCI; 

(4) to review how the RBM concept could be applied for better synergy between health 
sector reform and malaria control and for strengthening of partnerships; and 

(5) to provide recommendation on priorities for training and research in the participating 
countries. 

1.2. Participants and resource persons 

Ten participants from four countries in the WHO Western Pacific Region (Papua New 
Guinea, Solomon Islands and Vanuatu) and South-East Asia Region (Indonesia) attended the 
meeting. One participant from Timor-Leste was unable to attend owing to unforeseen 
circumstances. In addition, there were 5 temporary advisers, 6 observers and 12 WHO 
secretariat members at the meeting 

Mr Morris Amos was appointed Chairperson for the first-day session, Dr Thomas Suroso 
for the second-day session, and Dr James Wangi for the third-day session. Dr Ltio Dapeng and 
Dr Deyer Gopinath were appointed as Rapporteurs. 

The agenda and list of participants are attached as Annexes 1 and 2. 
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1.3 . Organization 

The meeting was held in the Australian Army Malaria Institute, Brisbane, Australia, from 
9 to 11 December 2002. The three working days were divided into regional presentations, 
country presentations, technical issue sessions, capacity building, dialogue with the Australian 
Agency for International Development (AusAID) and other partners, and conclusions and 
recommendation. The pace was rapid but there was ample time for active discussion. The 
timetable for the meeting is attached as Annex 3. 

1.4. Opening ceremony 

During the opening ceremony a message from Dr S. Omi, Regional Director for the WHO 
Western Pacific Region was read by Dr Edward Brian Doberstyn, Director, Combating 
Communicable Diseases, WHO Western Pacific Region. The text of the Regional Director's 
opening address is attached as Annex 4. Professor Karl Rieckrnann, Director of the Australian 
Army Malaria Institute, delivered a welcome message. 

2. PROCEEDINGS 

2.1. Outline of daily sessions 

On the first day, Dr Kevin Palmer and Dr P. R. Arb ani provided overviews of the malaria 
situation among member countries of the WHO Western Pacific Region and the WHO South
East Asian Regions. Their presentations were followed by country presentations on the current 
status of malaria and its control in Indonesia, Timor-Leste, Papua New Guinea, Solomon Island 
and Vanuatu. 

The second day began with a technical sessions on (1) rapid diagnosis tests vs microscopy; 
(2) the Integrated Management and Children Illness (IMCI) and the Roll Back Malaria (RBM) 
Initiative; (3) insecticide-treated nets (ITN) and social marketing for ITN; ( 4) malaria drug policy 
in the Pacific; and (5) geographical information systems (GIS) and malaria control. 

On the third day, the workshop started with sessions on technical issues regarding capacity 
building in the Pacific and distance learning for malaria control. These were followed by 
discussion of REM/Pacific formation of the partnership and initial plan of action, and dialogue 
with AusAID and other partners on malaria control in Pacific. Finally, all participants jointly 
reviewed and discussed the conclusions and recommendations. 

2.2. Regional reports 

2.2.1. Westem Pacific Region 

A total of 94.9 million people (7% of total population) are at risk of malaria in the WHO 
Western Pacific Region. Those at the highest risk are mobile groups, forest workers (gold 
miners, loggers, settlers and indigenous population), populations in hilly areas and ethnic 
minority groups. These people are usually poor, live in remote areas, lack access to health 
services and lack personal protection. Increasing drug resistance and the presence of fake drugs 
are challenges for malaria control in the Region, particularly among member countries in the 
Mekong area. Effective malaria control needs increasing political and resource commitment, a 
stronger partnership with the private sector and more community involvement. 
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Considerable achievements have been made in the Region since 1992. The Region as a 
whole has met its goal of reducing malaria cases by 50% (actually 67%) but has fallen short of 
reducing the malaria death rate by 80%, although some countries have exceeded the target. The 
new targets for the end of2003 are to reduce malaria morbidity and mortality by at least 25% in 
Cambodia, the Lao People's Democratic Republic, Malaysia, the Philippines, Solomon Islands, 
Vanuatu and VietNam, reduce malaria by at least 20% in Papua New Guinea, and ensure useful 
malaria surveillance in all countries, based on globally accepted definitions. The strategies to 
ensure the targets are achieved include ensuring the uninterrupted availability of essential drugs 
and supplies; maintaining an affordable price for antimalarial drugs , bednets and insecticide; 
ensuring prompt diagnosis and rationalizing treatment through rapid diagnostic techniques and 
packaging drugs to improve compliance; reducing the incentive for over-medication; and 
community-based monitoring of the coverage and quality of the curative care being delivered at 
health centres. 

2.2.2. South-East Asia Region 

The total number of reported malaria cases declined in last five years in the WHO South
East Asia Region. P. vivax is prevalent in all member countries except the Maldives, where no 
indigenous transmission takes place. The reported number of P. vivax malaria cases declined 
from 2.29 million in 1996 to 1.38 million in 2000, but P. falciparum cases have been increasing 
proportionally in recent years in the Region. P. falciparum malaria outbreaks were more 
frequent in some member countries such as India, Indonesia, Nepal and Sri Lanka. Urban 
malaria is probably a unique problem in India among Member States of the South-East Asia 
Region. Multi-drug resistance for P. falciparum is a challenge for effective clinical treatment in 
the Mekong countries and Papua (Indonesia). Hence, a group of sentinel sites have been set up 
to monitor drug resistance among the Member States in the Region. 

The Democratic People's Republic of Korea eradicated malaria in the country in 1970s, 
but, in 1998, an outbreak of vivax malaria was reported in its southern border provinces. The 
number of reported malaria cases increased from 1085 in 1998 to 115 615 in 2001 , but it was 
estimated that around 300 000 cases occurred in 200 I. It has been confirmed that An. sinensis is 
the vector for malaria transmission in the country. No chloroquine resistance has been reported. 
About 50% of the population (II million) are at risk of malaria in the Democratic People's 
Republic of Korea. With WHO support, the Government is conducting mass drug administration 
using Primaquine and chloroquine to conh·ol the deteriorating malaria situation in the country. 

2.3 . Country presentations 

2.3.1 . Indonesia 

Malaria incidence has been increasing for the past five years. Around 3.5 million malaria 
cases have been reported through the national health information system and there is 
considerable underreporting in the country. Based on the estimation of the National Household 
Survey in 2000 , about 20 million clinical cases, with 35 000 deaths, occur annually. More than 
15% of P. falciparum cases are children under five years old. Five provinces, Papua, North 
Maluku, Maluku and East Nusatenggara, are the most endemic areas. The deteriorating situation 
may be due to the increasingly mobile population, widespread drug resistance, neglect of 
environmental management during project development in the rural areas, a diminishing 
awareness of malaria in communities, and/or a lack of resources due to the economic crisis in the 
country. The country adopted the RBM strategy in 2000 aiming to cut malaria morbidity and 
mortality by 50% by 2005. The national malaria control programme is intensifying its malaria 
control by strengthening district level management and through building linkages and 
partnerships. 
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2.3.2. Timor-Leste 

Dr Arbani presented the county report ofTimor-Leste on behalf ofMr Cose de Jesus 
Nunes. Malaria is ranked as the number one public health problem in this newly established 
Pacific country. In 2000-2001, a total of 213 196 cases, with 290 deaths, were reported. On 
average, one in six persons is affected with malaria annually and children under 5 years old are at 
the highest risk. The entire country has a high level of endemicity. Malaria transmission is 
perennial in certain areas. ITN has been successfully implemented, with a national coverage rate 
of 85.2% and national compliance rate of 75.4%. Approximately 245 500 nets were distributed 
during 2000-200 l. Consequently, the incidence of malaria reduced to 46. 8%. Other vector 
control strategies, such as larvivorous fishing in the paddy fields and large ponds, envirorunental 
management and zooprophylax, were also conducted. RBM activities included: establishing 
malaria working groups; conducting refresher training for all microscopists and provision of 
diagnostic equipment for all 13 district laboratories; distribution of ITN, especially among 
pregnant women and children under 5 years of age; development of a national treatment 
protocol; and establishment of a national antimalarial-drug supply system. 

2.3.3. Papua New Guinea 

Papua New Guinea has embraced the RBM concept as Rausim Birua Malaria and is 
committed to RBM as a national policy with the aim of halving the burden of malaria (mortality 
and morbidity) within a 10-year period (2001-2010). The technical strategies to be employed are 
well defined: early treatment of malaria with combination chloroquine (amodequine for children 
under 5 years) with SP; full coverage ITN of high endemic areas; and indoor residual spraying of 
epidemic-prone highlands. Constraints for malaria treatment include the fact that malaria 
diagnosis is mostly based on clinical criteria (fever), while evidence shows that 50%-70% of 
clinical malaria is not plasmodium infection. The inadequate number of health facilities with 
microscopy facilities (less than 20%) makes it impossible for all patients to be correctly 
diagnosed. Rapid diagnostic tests (RDTs) may be conducted to complement microscopy for 
better malaria diagnosis and better care of patients, as suggested by a recent study on RDTs on 
diagnosis of malaria in Papua New Guinea. Achieving complete coverage ofiTN in the rural 
lowland is a major challenge for national malaria control programme. The implementation of 
ITN is through a community-based and multi-partnership approach (government, church, 
mission, NGO mines, etc.). 

2.3.4. Solomon Islands 

In 1992, annual malaria incidence peaked at 437/1000 persons, progressively decreasing to 
144/1000 persons in 1999. However, a recent resurgence of the disease has been noted, with 
malaria incidence 163/1000 in 2000 and 179/1000 in 2001 . The control of malaria in Solomon 
Islands is through vector control, supported by proper diagnoses and treatment. The aim of the 
malaria control programme is to protect 90% of the population with bednets. Along with efforts 
to expand bednet coverage, pre-treatment and replacement of tom bednets has also been carried 
out. In 1998, bednet coverage reached up to 60% of the total population. A high proportion of 
malaria cases are microscopically confirmed. At present, 144 microscopists are employed in 104 
malaria laboratories all over the country. 

2.3.5. Vanuatu 

Vanuatu has population of 196 000 in 80 islands of Melanesia and the whole population is 
at constant risk of malaria. In 2001, the annual parasite incidence rate was 39 per 1000 persons, 
with 44.5% of the infectionsfalciparunz. Two malaria deaths were reported in 2001, after five 
without any reported deaths from 1996 to 2000. The implementation ofiTN has proved to be 
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very successful with almost full coverage of nets in the country. Malaria incidence has been 

decreasing with increasing coverage of nets from 1988 to 2001. WHO, Rotary International, 

Japan International Cooperation Agency, AusAID and the United Nations Children's Fund 

(UNICEF) have made significant contributions to the net distribution programme in the country. 

2.4. Teclmical issues 

2.4.1. Rapid diagnostic tests 

A rapid diagnostic test (RDT) is an immunochromatographic test based on parasite antigen 
detection. It may take various formats (dipstick, cassette or card etc). Results are available in 
10-20 minutes. Dr David Bell summarized the mechanism of RDTs and their potential 
applications, advantages and weakness, compared with traditional microscopy for malaria 

diagnosis. RDTs are particularly useful in remote areas where microscopy is inadequate, if there 

is a complex emergency, for rapid outbreak investigation and for laboratory-based screening and 

diagnosis. The advantage of RDTs is that the technique can provide rapid, blood-based diagnosis 

with less equipment and training (potentially to <100 parasites per micro litre), but they detect 

antigens, not parasites, and a positive result may not reflect parasitaemia. All RDTs have a 

limited shelf life and they can be degraded by excessive heat. If RDTs are going to be used in a 

country, the country has to consider: choice of the proper RDTs; setting up criteria for using 

those RDTs; and establishing a good quality control system. Nevertheless, microscopy should 

continue to be used where it is used presently. Microscopy should be maintained as the gold 

standard for malaria diagnosis, but may be not worth further expansion in areas where it is 

difficult to maintain standards, such as remote area. 

Dr James Wangi presented his recent study of RDTs on malaria diagnosis in clinical 

settings in the epidemic-prone highlands and high endemic lowlands of Papua New Guinea. He 

concluded that the detection capability of the Optimal test (RDT) was compatible with 
microscopy in clinical settings. He recommended that RDT (Optimal test) should be used 

interchangeably with blood-slide microscopy for malaria diagnosis in clinical settings and for 

epidemiological surveys in identifying malaria outbreaks. This is particularly important in Papua 

New Guinea because fewer than 20% of health facilities are equipped with microscopy facilities 

for malaria diagnosis. However, evidence shows that 50-70% of clinically diagnosed "malaria" 

cases have no plasmodium infection. RDTs are probably the only way for Papua New Guinea to 

improve malaria diagnosis and care of patients. The study also demonstrated that, if treatment 

were only for confinned cases, it would reduce 94% of the cunent cost of presumptive treatment. 

Solomon Islands carried out a cost-effective analysis on RDTs versus microscopy for 

malaria diagnosis . They concluded that RDT is most cost-effective for malaria diagnosis in a 

clinical setting where fewer than five patients per day seek malaria diagnosis. 

2.4.2 . Integrated Management Children Illness (IMCI) and malaria control 

IMCI is a robust strategy to improve child health, particularly case management of 
diarrhoea, acute respiratory infection (ARI), malaria, measles and malnutrition, improving child 

nutrient status and achieving high immunization coverage. The major activities for malaria 

control under IMCI are: providing training on malaria case management and provision of 

antimalarial drugs; monitoring the efficacy of the drugs; and supporting microscopic diagnosis. 

Both IMCI and RBM share common ground in aiming to reduce malaria mortality rates, 

strengthening the health system and taking concrete action at thecommunity level. Therefore, 
linkages and collaboration bewteen IMCI and RBM will contribute to a more effective impact on 

malaria mortality and ensure more efficient use of human and financial resources. Dr A. K. 

Patwari suggested that such collaboration should start at the managerial level between IMCI and 
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RBM teams at the country level by appointing an IMCIIRBM focal point in the Ministry of 
Health, harmonizing technical guidelines, monitoring activities, channelling funding and 
evaluation. 

2.4.3. Insecticide-treated bednets and social marketing ofiTN 

Dr Anthony Stewart summarized the field trials on the impact of ITN on malaria in the 
South-East Asiaand Western Pacific regions of WHO, particularly in Papua New Guinea, 
Solomon Islands and Vanuatu. After having analysed the trial and the, factors affecting the 
success and failure of ITN for malaria control, he concluded that ITN can be an effective tool for 
malaria control over a wide range of situations in the two regions. The success of an ITN 
programme depends, to a great extent, on the acceptance, active involvement and behaviour 
change of individuals and communities. Malaria control programmes should aim at maximum 
ITN coverage, including replace:r:nent of old tom bednets and re-treatment of nets. 

Dr R. Velayudhan introduced the recent development of pre-treated nets and long-lasting 
insecticide-treated nets. The new technologies may be a realistic alternative to currently used 
ordinary nets in the future. He also presented a case study on social marketing on ITN in 
Guadalcanal province, Solomon Islands. The case study demonstrated that social marketing can 
be an alternative channel to scale-up distribution ofiTN, particularly in remote areas. Therefore, 
a national strategy should be developed to increase access to nets through the commercial sector 
(social marketing), while, at the same time, ensuring access of the poorest through targeted 
subsidies. 

2.4.4. Anti-malarial drug policy in the Pacific countries 

Professor Karl Rieckmann reviewed current drug policy and factors which might affect the 
effectiveness of antimalarial drugs in the Pacific. He highlighted that, in areas with perennial, 
heavy malaria transmission, subcurative treatment induces immunity and prevents severe 
infections and malaria treatment should emphasis controlling morbidity/mortality and not 
necessarily curing the infection. In the areas with little or no malaria transmission, however, 
people have less immunity to malaria and are more likely to develop severe infections, and 
persistent parasites after treatment can re-establish foci of transmission in malaria-receptive areas 
and precipitate epidemics in communities with little or no immunity to malaria., and malaria 
treatment should, therefore, place more importance on curing infections rather than just 
controlling clinical attacks. Chloroquine-resistant P. vivax common in the Pacific countries and 
Professor Rieckmann suggested that any drugs that are effective against chloroquine-resistant 
falciparum malaria, could be used for chloroquine treatment failure P. vivax cases, except for 
pyrimethamine/sulfadoxine (Fansidar). 



Current drug policy for malaria treatment in the Pacific countries (according to country presentation during the meeting)* 

Countries P. fa/ciparum P. vivax Prophylaxis 
Uncomplicated Treatment Severe Pregnancy Uncomplicated Treatment failure 

failure malaria (treatment} 
Indonesia CQ3d + PM1d SP1d + PM1d QN 10mg/Kg CQ3d , CQ3d+PQ14d QN7d+PQ14d CQ Smg/kg, weekly; 

every 8hrs ivfd 

QN? for failure MQ 250mg weekly for 
cases resistance areas, 

Timor Leste SP1d ART6d or ART6d or SP1d CQ3d+PQ14d None CQ 300mg weekly, or 
QN?d QN?d Proguanil 3mg/Kg daily, 

QN for failure or MQ 250mg weekly 
case at 1st , ART 
at 2nd and 3'd 
trimester 

Papua New CQ3d/AQ3d* + ARTSd + SP1d ART5d/QN7d QN?d*+SP 1d at CQ3d for endemic None CQ Smg/kg, weekly 
Guinea SP1d + SP1d 15

t ARTSd areas, 
+S,P1d at 2nd 

or 
(AQ3d for and 3'd trimester CQ3d+PQ14d for 
children <5 yrs} residing outside of MQ 250mg weekly for 

endemic areas or expatriate 
having relapse within 
1 month 

Solomon CQ3d + SP1d QN?d + SP1d QN?d + SP1d CQ3d + SP1d CQ3d+PQ14d None CQ-Proguanil weekly 
Islands 

QN7d*+SP 1d at 
151

, ARTSd 
+SP1d at 2nd and 
3rd trimester 

Vanuatu CQ3d + SP1d QN7d QN?d CQ3d +SP1d CQ3d for endemic None CQ 150mg, weekly 
areas, 

CQ3d + PQI4d for 
patients not living 
or returning to 
malarial areas 

. . . . . *CQ=chloroquine; QN=qumme; SP=pynmethamme-sulfadoxme; PQ=pnmaqume; MQ= mefloqume; ART=artem1sm1n &1ts denvat1ves . 
**The number immediately after the abbreviation means the number of days of drug administration 
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2.4.5. Geographical information systems (GIS) 

Dr Ivo Mueller presented his recent study of using GIS technology to forecast malaria risk 
in the highlands of Papua New Guinea. The study demonstrated that a simple altitudinal GIS 
model could be used to stratify the risk of malaria into different strata: highly endemic malaria 
area, epidemic-prone areas and malaria-free areas. The GIS-forecasted malaria risk model has 
been validated by recent cross-sectional surveys on malaria prevalence in the Simbu and Western 
Highlands provinces by Dr Mueller's team. Hence, different malaria control strategies were 
recommended for the strata: ITN should be used in highly endemic areas; the malaria situation 
should be monitored carefully in epidemic prone-areas and, when a disease outbreak occurs, 
DDT spraying should be implemented promptly. 

GIS technology could also be used to manage malaria information, to monitor the spatial 
and temporal trends of malaria distribution, to assess population access to health services, such as 
treatment posts and/or microscopy, and to allocate resources. 

2.5 . Capacity building 

Dr Joan Bryan introduced the training programmes offered by the School of Population 
Health, University of Queensland, Australia. A range of degree and non-degree courses, related 
to vectorbome-disease control are provided by the School, from PhD to Diploma levels. The 
Master of Public Health (Tropical Medicine) and Postgraduate Certificate programmes might be 
the most practical courses for most candidates from Pacific countries. Participants considered 
that the most immediate priorities for training are epidemiology, entomology, parasitology, social 
sciences and GIS . 

3. RECOMMENDATIONS 

3 .1. Rapid diagnostic tests and microscopy for malaria diagnosis 

(1) RDTs should be used to complement microscopy for malaria diagnosis, especially 
where: microscopy services are not available/difficult to establish or maintain/in remote 
areas/complex emergency/outbreaks. 

(2) A regional plan for deployment of RDTs should be developed, linking with national 
antimalarial drug policy. National governments should develop criteria for using RDT and 
guidelines for management of RDT -negative cases. 

(3) Quality control protocols for RDTs for the Pacific region should be developed by 
WHO and implemented. 

(4) WHO should establish a common regional procurement system in the Pacific region 
to ensure a regular and the cheapest supply of RDTs. 
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3 .2. Roll Back Malaria and Integrated Management of Childhood lllness 

(1) RBM and IMCI strategies should be integrated and should collaborate to: 

strengthen national health systems, 

develop national technical guidelines, 

collaborate with community IMCI activities, 

develop training materials and collaborate with training activities, and 

supervise and monitor RBM and IMCI activities which are applicable to the 
Pacific region. 

(2) Where RDTs are in use, consideration should be given to possible integration with 
the IMCI algorithm to expand collaboration. 

3.3. Insecticide treated nets 

(1) Further studies into ITN should address : 

strategies to ensure better ITN compliance, especially among remote and mobile 
populations, and. 

sociobehavioural research on community acceptance, compliance, re-treatment 
and delivery and distribution channels. 

(2) High coverage and compliance should be the goal for implementation of ITN as a 
means of community protection. Where this is not feasible, ITN should target high-risk 
groups such as pregnant women, infants/children, the elderly, forest and other migrant 
workers, and people displaced by conflict or natural disasters. 

(3) In some areas, such as the Papua New Guinea highlands, ITNs may not be the most 
effective strategy. In those places, other models, such as residual spraying and 
environmental modifications, should be considered. 

(4) Cost-sharing mechanisms should be explored to ensure the sustainability ofiTN. 

(5) Social marketing should be an alternative channel to scale up coverage ofiTN and to 
reach remote areas. 

3.4. Antimalarial-drug policy 

(I) Training of nurses, other health workers and communities on the combination therapy 
should be carried out as the first step in implementing the new drug policy. 

(2) Policy on primaquine needs to be monitored and reviewed regularly on a country 
basis. 

(3) For better compliance, pre-packaging of antimalarial drugs should be given priority. 

(4) Operational research should be stimulated to evaluate possible alternative regimens. 
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(5) Information on drug policy and effectiveness should be shared among countries in the 
Region. 

3.5. Geographic information system 

(1) GIS should be used as a tool to: 

identify the risk of malaria, 

assess population access to health facilitie, such as treatment posts and 
microscopy (or RDTs), and 

plan and target interventions. 

(2) For small island countries: 

to be practical, GIS should be seen as a shared resource among multiple health 
programmes, and 

the feasibility of establishing a regional GIS resource should be evaluated. 

3.6. Capacity building 

(l) National programmes should develop five-year national capacity-building plans for 
their vectorbome-disease control programmes. 

(2) The regions should conduct a needs assessment for the formation of a collaborative 
training network for the Pacific countries. 

(3) A concept document on formation ofRBM/Pacific should be prepared and presented 
to countries for review and comment. 
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PROGRAMME OF ACTIVITIES 

MONDAY, 9 DECEMBER 

0800-0830 

0830-1000 

1000-1030 

1030-1200 

1200-1330 

1330-1500 

1500-1530 

1530-1700 

Registration 

Opening ceremony 

Opening address: J?r E. B. Doberstyn, on behalf of the Regional Director, WPRO 

Welcome address: Dr Karl Rieckmann, Director," Australian Army Malaria 
Institute 

Self introductions 

Designation of Chairman, Co-chairman and Rapporteur 

Administrative announcements 

Content and objectives of the workshop -Dr Kevin Palmer, Responsible Officer 

Group photograph 

Coffee break 

Regional malaria situation -Dr K. Palmer- WPRO 

- Dr P. Arbani- SEARO 

Status of Roll Back Malaria- Dr K. Palmer- WPRO 
-Dr P. Arbani- SEARO 

Lunch break 

Country reports- Indonesia, Timor Leste, West Papua 

Coffee break 

Country reports ( cont)- Papua New Guinea, Solomon Islands, Vanuatu 

TUESDAY, 10 DECEMBER 

0800-1000 Diagnosis - ROTs vs. microscopy - Dr David Bell 

IMCI and malaria control- Dr A.K. Patwari 
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1030-1200 Insecticide treated nets - Dr A. Stewart 

ITN and social marketing - Dr R. Velayudhan 

1200-1330 Lunch break 

1330-1500 National experiences on drug policy- Country reports 
(Indonesia, Papua New Guinea, Solomon Islands, Timor Leste, Vanuatu) 

Drug Policy for the Pacific - Dr K. Rieckmann 

1500-1530 Coffee break 

1530-1700 Malaria information systems and GIS - Dr I Mueller 

Eradication of malaria from small islands - Dr A. Kaneko 

WEDNESDAY, 11 DECEMBER 

0800- 1000 

1000-1030 

1030-1200 

1200-1330 

1330-1500 

1500-1530 

1530-1700 

Capacity building for the Pacific - Dr Joan Bryan 

Distance learning for malaria control staff- Dr R. Velayudhan 

Coffee break 

RBM/Pacific formation of the partnership and initial plan of action - Dr K. Palmer 

Lunch break 

Dialogue with AusAID and other partners for malaria control in the Pacific 
- MrB. Tomas 

Coffee break 

Conclusion and general recommendations 

Closing 
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E-mail : 
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National Department of Health . 
Free Mail Bag, Boroko. N.C. D. 
Tel. No.: (675) 324 8200; Fax_No.: (675) 325 0342 
E-mail 

Dr James Wangi 
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National Department of Health 
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Tel. No. (675) 301 3738; Fax No.: (675) 323 9710 
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SIMTRI, P.O. Box 349 
Honiara 
Tel. No. 
E-mail 
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E-mail 
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Mr Morris Amos 
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Mr Manase Kalmanu 
Supervisor, Malaria and other Vector Borne Diseases 
Shefa Health Office; Ministry of Health 
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E-mail 
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Ministry of Health 
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E-mail 

2. TEMPORARY ADVISERS 

Dr Joan Bryan 
Associate Professor, School of Population Health 
Herston Medical School, University of Queensland 
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Tel. No. (617) 3365 5377; Fax No. : (617) 3365 5599 
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Dr Akira Kaneko 
Associate Professor, Department oflnternationa1 Affairs 
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Director, Australian Army Malaria Institute 
Gallipoli Barracks, Enoggera 
Queensland 4052 
Australia 
Tel.No. (617)33324931; FaxNo.: (617)33324800 
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Dr Anthony Stewart 
Medical Epidemiologist 
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The Burnet Institute for Medical Research 
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Australia 
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3. OBSERVERS 

Dr Jeffrey Hii 
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E-mail : takahiro@research .twmu.ac.jp 

Dr Peter Ryan 
Deputy Head, Mosquito Control Laboratory 
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E-mail 
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Opening remarks at the 13th South-West Pacific Malaria Meeting
Roll Back Malaria in the Pacific, 

Brisbane, Australia, 9-11 December 2001 

by Dr E.B. Doberstyn, Director, Combating Communicable Diseases 
on behalf of Dr Shigeru Omi, Regional Director, WPRO 

DR RIECKMANN, DIRECTOR, AUSTRALIAN ARMY 

MALARIA INSTITUTE, COLLEAGUES, LADIES AND 

GENTLEMEN 

ANNEX3 

I am pleased to welcome you to this, the 13th in the series of South West-Pacific Malaria 
meetings. Over the past twenty years these meetings have served as a forum for malaria workers from 
the Pacific countries to come together to share experiences and gain new knowledge on malaria control. 
I sincerely hope that this meeting will continue in that tradition. The last South-West Pacific malaria 
meeting was more than four years ago so there will be much to talk about during the next three days. 

I warmly welcome Dr Arbani and his team from the South East Asia Region to this meeting. The 
close cooperation that has been developed over the past years between the Western Pacific and South
East Asia Regions has to a large extent been due to Dr Arbani's strong leadership. I hope that the 
presence here today of our friends from Indonesia and Timor-Leste marks the beginning of a 
strengthened alliance among the countries of both our regions to tackle malaria in this part of the world. 

I wish to thank the Australian Army for hosting this meeting here at the Army Malaria Institute. 
As one of this Region's most active collaborating centres in the field of malaria, AMI has over the years 
made significant contributions to malaria control in Papua New Guinea, Solomon Islands and Vanuatu. 
It has also played a major part in the training of many of this Region's malaria workers. 

I would like to take this opportunity to highlight the major contribution to malaria worldwide that 
the Director of AMI, Professor Karl Rieckmann, has made during his long and distinguished career. As 
I understand that Professor Rieckmann will soon retire as Director of AMI, I think that it is fitting that 
we take this chance to acknowledge his work and his leadership. His work and that of his colleagues 
here at AMI have made major contributions to our understanding of malaria in the Pacific. He has 
shown us that the malaria that we deal with is different from that in the rest of the world. One example 
of his wisdom was his recommendation many years ago to implement a combination ofFansidar and 
chloroquine as a way to preserve the usefulness of both drugs. The use of this combination has played a 
major part in preventing the development of multi-drug resistant malaria like that in the Mekong 
Region. 

One concept that Professor Rieckmann has often professed, but that has yet to really be tested is 
the idea of eradicating malaria from the Pacific, island by island. Vanuatu has shown that it can be done 
in Aneityuin and Tangoa but extending those successes has so far proven elusive. You will talk more 
about this during the meeting. 
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Although eradication of malaria from the Pacific may not be possible in the near future, the 
successes that we have seen in both Solomon Islands and Vanuatu demonstrate that, given the nec,essary 
resources, we can control transmission of the disease. Solomon Islands was able to reduce malaria 

incidence by more than 60% between 1992 and 1999. However, since the start ofthe ethnic violence in 
1999, incidence has risen again by approximately 20%. In Vanuatu there has been a similar reduction 
in cases, and more significantly there have been no malaria deaths reported for the last four years. In 
both countries success has been a direct result of high levels of political commitment together with 
dedication and hard work on the part of the malaria control workers and health staff. I would like to 
take this opportunity to congratulate both countries on their success and suggest that other countries 
take the opportunity during this workshop to learn from their experiences. 

During the coming three days you will have ample opportunity to review and discuss each 
country's national malaria control programmes and to examine the effectiveness of each control 
strategy. You will need to assess the impact of insecticide treated mosquito nets, and of combination 
treatment. You will have the chance to discuss the usefulness of geographic information systems, and 
the applicability of the new rapid diagnostic tests. There will also be a chance to assess the training 
needs for your programmes and the various alternatives available. 

You will also have the chance to participate in a dialogue with AusAID and our other partners 
that are here with us. The discussion with AusAID is especially important as it will provide you with 
direct input into the formulation of a major project proposal for vectorborne disease control in the 
Pacific that WHO is developing together with AusAID. 

At the end of these three days I expect from you a set of concrete and practical recommendations 
that will enable malaria control in the Pacific to move forward and achieve new successes. These 
recommendations will not only be important for your individual control programmes but will serve as a 
basis for interaction with our partners. 

Above all, the successes that we have so far attained have been a result of hard work on the part 
of the health staff in each of our countries together with the generous and critical support provided by 
our partners. We have come a long way together in the last ten years. Malaria in the Pacific has been 
significantly reduced but there is still a lot more work to be done. WHO remains committed to provide 
support to malaria control in the Pacific and I look forward to the hard work that lies ahead of us alL 

Thank you and I wish you a good meeting. 




