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Introduction. 

Malaria today is by far the most wide spread parasitic disease threaten at least four of every ten person in the world

Iraq was well known with endemicity of malaria since many century ago, efforts to overcome on this health problem yield implementation of an eradication program during mid fifties of past century in coordination and collaboration between WHO and Iraqi health authority, the program had been very successful in eradication of malaria from most parts of the country, the remaining only few dispersed foci in the north region, the improved situation continued until the occurrence of the second gulf war in 1991,then malaria resurged and an outbreak occurred during 1994, so malaria cases reappeared on a wide scale in the north region with a total of about 100 000 cases were reported, then  the infection spilled to the adjacent provinces and later on to the other parts of the country, the factors that contributed for the occurrence of the out break summarized by:-

1- Poor and weak anti malarial control activities associated with lack of coordination between the central program and that of the north region.

2-Shortage in supplies and equipments due to imposed sanction.

3-Uncontrolled population  movement.

4-Rapid and wide expansion in the irrigation and  agricultural 

    projects.

The situation call for efforts to control malaria infections, so an emergency plan was implemented, the measures taken and the executed activities pronounced reduction of malaria cases and transmission.

Malaria situation in 2003  

In spite of the critical circumstances, the accepted situation still maintained, the NMCP faced many great difficulties during and after the war that started in March, the disease surveillance and  control activities were highly affected so that disease recording, reporting, investigation and containment activities have been disrupted almost allover the country. These difficulties could be summarized by:-

1- Disruption and break down of health infrastructures. 

2- Firing and Destruction of building of malaria control section.  

     most if not all the supplies and equipments were burned or

     looted. 

3-Complete paralysis of communication and transportation 

      between  (NMCP)  and the ( DOH ) in the governorates.              

The NMCP expected that there is a real danger that occurrence of an outbreak might pass unnoticed early enough to take the necessary control measures. for this reason a decision was taken to perform 

a rapid assessment of situation through implementation of rapid assessment project, the project was supported financially and  technically by WHO, and it was conducted during the period from 21/ June - 3/July 2003. the analysis of  result of assessment reveal the following findings:-

1- Shortage in anti malarial drugs and lab. Diagnostic materials.

2- Shortage in equipment needed for entomological investigations and vector control activities.
3- Great reduction in active and passive case detection .
4- Reduction in the number of working laboratories.
5- Cessation of field activities.
There is a pronounced deviation from what is planned and as follow        

 Activity______                   Planned_     Performed       Achievement% 

No. of working lab.                 542                121                       22% 

No. of examined slides         211,812          10217                        5%

No. of visits to stations             640                29                           5%

G.R Activities                        23mil.sqm      1million                   5%

(Tot. Area in sqm)       

 Spraying rounds                        one                 nil                         0.0%

 Larval control                        800000 sqm       nil                         0.0%   

The results of assessments conducted to WHO and this followed by rapid and effective response from WHO in terms of                                    1- Provision of necessary supplies and equipments.    

2- Rehabilitation of buildings.                     

3- Financial and technical support of training courses.

4- Provision of funds to cover supervision and transportation     

5- Provision of Financial and technical support for the 2nd  spraying

   round. 

In spite of the remained satisfactory epidemiological situation during the year 2003, vigilance needed because of the expected changes in the environmental and socio-economic conditions. that may affect the epidemiologically stratified zones due to the change in  features and  characteristics of these zones.(Table,1,2,3) caused by wide and rapid uncontrolled agricultural practices especially of rice cultivation, associated with population movement and new settlement, so this will need continuous monitoring and evaluation of the situation

Malaria control plan consist of 

 Objectives, Approaches, Activities, Timing and Output.

1- OBJECTIVES:     (Table4)

a- Reduction of malaria incidence and prevalence of malaria to a level at which it is not regarded as public health problem.

b- Prevention of occurrence of malaria outbreaks.

c- Prevention of resurgence of malaria transmission in the areas freed from malaria.

d- Prevent introduction of malaria due to p.f. infection.

     2- APPROACHES    (Table. 5)
A-  Early diagnosis and prompt treatment

    i-   Diagnosis    (Table,6)    

                         = clinical  and Parasitological confirmation                           

        Activities:      ACD and PCD

       Timing:          All over the year

   ii - Treatment     (Table 7)   

                 = Radical treatment of all discovered cases                        

                 = Presumptive treatment for cases in remote areas 

 B-  Implementation of selective and sustainable vector

     control measures.  ( Table.8 )

     i = Adult mosquitoes control 

         Activities: 

                     - Indoor residual spraying

                     - Thermal fogging. 

           Timing:   (April –May) and  (August- Sep.)

        ii=  Larval control

                     - Biological.                 – Chemical  

                     - Mechanical               -  Engineerig  

         Activities:
                     -  Distribution of larvivorous fishes.

                                 -  Spraying of larvicidal  insecticides 

                      Timing:  

                     -  Spring, Summer and Autumn  

               C-  Training  

                       Activities:

                                    4 training courses for 90 participant.

                       Timing:

                                    February, June, September and October

the executive summary of the implemented plan and the performed activities shows that the area of autonomous region in the north still regarded as an important zone of Indigenous transmission and as a source for spread of malaria infection, analysis of the epidemiological records and reports reveal the followings:- 

 I - early diagnosis and rapid treatment     

         A--Case Detection       (Table.9)

i = The total discovered cases were due to plasmodium vivax 

      all discovered cases are parasitologically confirmed.         

   -  Total examined slides                             681724 

   -  Number of positive slides                             307

   -  Slide positivity rate                                     0.005    

   -  Annual parasite index                                   0.01

        ( Table 10 )

           about70%  reduction rate if compared with the year 2002 

           (Table.11) 

           ii =  Distribution of malaria cases Among Governorates (Fig.1) 

                 About 89% of cases were in the 3 governorates in the north

                i.e 273 out of the total 307 cases (fig.4).          

          iii = Monthly Reported of Malaria cases (Table. 12)

                 Highest rates during summer season , (fig.2) 

          iv = Distribution of cases by age group 

                 All reported cases are >15 years except one bellow 4 years.

                 ( Table 13)   

          v  = classification of cases by epidemiological types

                 About 94% of the cases are autochthonous, the remaining          

                  6% are imported. (Table.14) ( Fig.3 )

             NB. 3 of the imported cases are from abroad, the remaining 

                     are imported from within the country.

 Reported Malaria Cases by Months and Governorates       (Table.12)

                                          (2003)

	Gov.
	Jan.
	Feb.
	Mar.
	Apr.
	May
	June
	July
	Aug.
	Sep.
	Oct.
	Nov.
	Dec.
	Tot.

	Erbil
	0
	1
	0
	4
	11
	7
	20
	N/A
	N/A
	N/A
	N/A
	N/A
	43

	Duhok
	4
	1
	3
	5
	10
	42
	21
	18
	14
	28
	12
	7
	165

	Sulaiymanya
	10
	1
	0
	1
	0
	3
	4
	22
	25
	7
	1
	0
	65

	Ninewa
	0
	0
	0
	0
	0
	1
	1
	0
	0
	0
	0
	0
	2

	Kirkuk
	0
	0
	0
	3
	7
	2
	0
	3
	0
	1
	1
	0
	17

	Salah edin
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	00

	Diala
	0
	0
	0
	0
	0
	0
	4
	1
	0
	0
	0
	0
	5

	Baghdad
	0
	0
	0
	0
	0
	0
	1
	0
	0
	2
	1
	1
	5

	Anbar
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	00

	Wasit
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	00

	Babil
	0
	0
	0
	0
	0
	0
	0
	0
	1
	0
	0
	0
	1

	Kerbela
	0
	0
	0
	0
	0
	1
	0
	0
	0
	0
	0
	0
	1

	Najaf
	0
	0
	0
	0
	0
	0
	2
	0
	0
	0
	0
	0
	2

	Qadysia
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	00

	Muthana
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	00

	Deqar
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	1
	1

	Mesan
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	00

	Basrah
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	00

	Total
	5
	3
	3
	13
	28
	56
	53
	44
	40
	38
	15
	9
	307


B—Treatment

                   All discovered cases have been treated by radical treatment as

                   illustrated in the treatment policy schedule. 

The trend of Malaria shows a continuous and progressive improvement if compared with previous 5years and with year of the initial epidemic 1994.

(table.15), (Fig. 4), in spite of this general improved situation, the 3 governorates in the north still showing higher rate of transmission in comparison with the rest of govern orates in Iraq (Tab.16),(Tab.17). so this require a crucial and strict monitoring and follow up through periodic review of the local plan and assessment of anti malarial interventions, which is till now seems difficult due to sluggish response and weak coordination. 

II- Vector control  

    Vector control activities always preceded by analysis of epidemiological

     and entomological data collected through the monitorial activities

     performed during the routine and additional visits to the fixed stations,

     there are ten stations in each govern orate and their choice depend on 

     many epidemiological and entomological factors, also the intervention 

     for control is preceded by geographical reconnaissance in whole rural

     areas , priority given to the known malaria foci, also attention given in

     particular to the areas with high receptivity and vulnerability to malaria

     infection. Vector control constitutes both adults and larva.

    The adult control is mainly through indoor residual insecticides spraying

    two spraying rounds performed in each year, one in spring and the other

    in autumn, this year is exceptional because the 1st  round not performed 

    due to war situation. The analysis of the spraying campaign listed in

    table, thermal fogging applied in some circumstances.

    Larval control is depend on application of one or more of the following

    Methods, namely Biological, Chemical or Engineering.   ( Table.19 )  

III- Training.   

         In spite of the difficulties due to the war and after war situation, the 

         NMCP. and by aid and support of WHO have been successful in 

         Rehabilitating and re equip the training room within the malaria 

         Section. out of sixteen planned courses, only four courses were done

         A total of 120 medical and health personnel works in peripheral 

         Level were trend on malaria control and prevention.

         Guide line for malaria prepared and distributed to the directorate

         Of health  and then to be disseminated to the health districts and to

         the PHC. Centers. ( Annex 1).

     Constraints.

1- Lack of security. 

2- Difficulties in communication and transportation.

3- Irregular and interrupted financial support.

4- Poor environmental management.

5- Inadequate participation or the community.
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