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Trend of malaria during the past 5 years (1997-2001):
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	Reported cases


	% of clinical cases
	% falciparum (only micros.)

	1997
	202,760
	Nil
	3.5%

	1998
	288,070
	5.5%
	5%

	1999
	395,581
	22.2%
	11.2%

	2000
	203,911
	NI
	6%

	2001
	364,243
	26.6%
	14.6%
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The events that followed the 11th of September 2001 in Afghanistan have adversely affected the normal delivery of basic social services including those for healthcare. 

The total annual malaria cases reported in 2001 were 364,243 cases, out of which 96,914 were clinically diagnosed. 

Plasmodium falciparum represented 14.6% of the microscopically diagnosed cases.

The northeastern region recorded 52.7% of the total cases followed by the eastern region, which recorded 24.6% of the total. The remaining 16.7% were divided among 4 regions (the central region being the lowest with only 3.3% of the total). No reports were received from the southern region due to security reasons.  

In October 2001, a falciparum malaria epidemic that erupted in the eastern region of Afghanistan, during the peak of the military operations, claimed 53 lives. 

Disease management and provision of supplies:

The old vertical malaria control program was officially terminated in 1998. Since then all antimalaria activities were undertaken, as an integer part of the PHC approach, under the auspices of the directorate of preventive medicine. Consequently the responsibility of the disease management was mandated to the existing general health services and where such facilities did not exist the alternative is sought through training community heath workers. Facilitating this new approach required adequate and regular diagnostic/treatment supplies be brought as close as possible to the needy people enough time before the start of the transmission season. WHO took this responsibility and became the main source of standard quality antimalaria drugs to Afghanistan.  Regional health authorities as well as other regional malaria committees’ members used to receive their supplies from WHO on regular basis.

Supplies delivery system:

Since 1998, all the malaria/leishmania supplies that are planned in WHO biennial budgets were ordered in one consignment. This is due t to fact that the delivery of the supplies from abroad usually takes about 6-8 months to reach the country after placing the order by the country office. On arrival to WHO national warehouse in Jalalabad city, the consignment is usually divided into two equal portions and distributed over two consecutive years (10% usually kept as a reserve for emergent situations). The second half of the consignment usually meets the demand for the transmission season in the first year of the following biennium. Moreover, due to weaknesses in the MoPH supplies’ management system, the supply unit in WHO main office and the national warehouse were instructed to apply a distribution system that minimizes any misuse of the supplies. Thus the supplies needed for the vivax season (May-September) are usually distributed first (March-April) and those for the falciparum season (September-November) follow later in August-September.     

Rapid diagnostic test  (RDT) technique was introduced for the first time by WHO Afghanistan to the central, eastern and southern regions in 2001. MSF introduced the technique and used it (on a narrow scale in its network of clinics) in the northeastern region few years back.  In 2001, this region also received its share from WHO. 

Despite some disadvantages, the technique proved to be very useful during the falciparum malaria outbreak in the eastern region. 

The first half of the year 2001 witnessed smooth delivery of the supplies needed for the vivax season (2 million chloroquine tablets, laboratory reagents and other supplies etc.) but the rapid developments that followed the 11th of September events interrupted the scheduled flow of supplies to different regions. In many places the health personnel abandoned their posts and the entire aid community withdrew from the country. The few facilities that continued to operate, mainly in the rural areas, could not cope with the extra load exerted on them as a result of massive influx of IDPs from urban localities. The Falciparum season coincided with this especially notorious situation. 

Intermittent treatment with antimalarials as a preventive method for pregnant women was recommended by WHO since 1998 and was included in one of its teaching/learning materials in local languages. The same issue was part of the terms of reference of a visiting consultant (Prof. H. Gilles of Liverpool School of Tropical Medicine) during his visit to Afghanistan in July-August 2001. Some 150 male and female doctors from four regions were lectured on the topic. WHO Afghanistan shared the consultancy report with UNICEF and requested joint action to move the issue forward with other stakeholders since it is the only protective method that is solely assigned to the general health services. 

Disease prevention

1. National ITNs Program
The program was indeed affected by the war. Nonetheless, the incentive component for the distributors and proper the management of the project were the major elements behind what has been achieved.    

During 2001, the national Insecticide Treated Nets (ITN) program, a WHO/HNI joint venture, managed to distribute on cost-sharing basis some 47,816 family-size nets in different localities in the eastern, central, western, southern and northern regions. Another 14,000 nets, provided by WHO for the IDPs in the 3 northeastern provinces, were distributed free of charge. 
2. Urban and peri-urban malaria control and Community-based approaches

A multipartite projects (WHO, WFP, HNI, MOPH, GAA) has continued for the fourth consecutive year. The impact of war on these projects was minimal compared to other activities because these activities were community driven, implemented in rural areas, and has cash and kind incentives that encourage the target population to do the work. The urban and peri-urban malaria control project had  one month pause due to the air bombardment on Kabul and Jalalabad cities.

Training Activities:

Malaria training activities in Afghanistan are usually planned to take place during the transmission season with the aim that it should take place at levels relevant to the tasks that are required, and be task-based, problem- solving, practical and interactive. The 11th of September events disrupted the scheduled program. Nonetheless the following activities were undertaken:

	Category of HWs
	Region
	Type of training
	No of trainees

	Male & female doctors
	4 regions
	Post-graduate lectures

Given by Prof. H. Gilles
	150

	Medical doctors
	North &Northeast
	5 days workshop
	30

	Lab. Tech.
	North
	Refresher training
	20

	Lab. Tech.
	Southeast
	Refresher training
	16

	Lab. Tech.
	South
	Refresher training
	16

	MLHW
	South
	Refresher training
	20

	VHVs (CHW)
	North
	Basic training
	100

	ITN implement
	South
	Refresher training
	26

	ITN implement
	South
	Basic training
	17


Epidemic response:

In response to the falciparum malaria outbreak that erupted during the peak of the military operations, the following activities were undertaken:

· Delivery of anti-malarial drugs provided by both WHO and HNI, to the operational health facilities for the treatment of simple as well as complicated malaria patients.

· Mass treatment of all febrile cases with first line treatment in epidemic zones

· Vector control interventions (treatment with pyerthroids of Tents, Chadors, curtains, blankets) are being instituted

· Community awareness campaign on malaria prevention and timely treatment of patients.

· Malariometric surveys in affected areas.
Malaria Surveillance
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HIS:

After being piloted for two years in some provinces, the National Health Information System (HIS) was generalized all over the country at the beginning of 2001.

The HIS reporting formats included both the clinically as well as the microscopically diagnosed malaria (depending on the availability of microscopic facility). It also included species, location, gender, and age breakdown. The system worked well till September 2001 and then disintegrated due to the war. 

It is worth mentioning that the regional and provincial malaria reference centres contributed in depth to the generation and collation of malaria data particularly that from facilities with microscopic services. 

Quality control:

Cross-checking activities were undertaken in the eastern, southern and northern regions where HNI is facilitating and leading this activity. 

Monitoring/supervision:

Routine missions were planned for 2001 transmission season but did not materialize due to the war.

Prevalence survey: 

A national prevalence survey (to be the third in 3 consecutive year) was planned for October-November 2001 but could not be conducted due to the war.  

RBM inception process:

Following the official launch of RBM movement in Afghanistan in November 2000, the first two months of 2001 witnessed continuation of the sensitisation and consensus-building meetings with various stakeholders of health in Afghanistan. The money needed for the inception process was made available by WHO and UNICEF in Feb. 2001. Since then the events took the following chronology:

March 2001: A national consultant recruited to conduct structured situation and desk analysis.

April 2001: Small group assigned to review the draft of the tools and instruments for situation/desk analysis, review the translation quality of the Pashto and Dari versions and also to plan for the first Facilitators’ Group meeting. Tentative date for the meeting was set towards the mid of May 2001. 

May 2001: Dispute over the venue of the Facilitators’ Group meeting (Peshawar or Kabul) and dispute over the participation of Badakhshan team (opposition territory) lead to the postponement of the meeting to July 2001 (agreed to be held after the national health sector planning workshop which was scheduled for mid June 2001). Also a decision was made among the small group to conduct Badakhshan exercise separately.

June 9-14, 2001: The annual national Planning Workshop held in Kabul. 

The gathering of stakeholders from different part of the country provided an opportunity to subject the situation analysis survey tools for further review, explain the aim of the next steps, and finally to introduce the national consultant to the stakeholders and request them to render him any assistance that he might need in the field.  

July 16-18, 2001: The first Facilitators’ Group Meeting.

58 participants representing the government ministries, UN agencies, NGOs community who voluntarily agreed to join RBM movement and facilitate its inception attended a three days orientation and training meeting focused on the situation analysis methodology and its tools and instruments. 

Orientation and handouts on relevant aspects were presented during the meeting. The participants divided the survey instruments into two groups i.e. checklist surveys and qualitative surveys then worked on them one by one to see its appropriateness to the situation in Afghanistan. 

At the end of the meeting the eastern there was consensus that the eastern, northeastern and southern regions can generally be representative of the whole country and also appropriate for the exercise. Within these regions the participants selected the districts in which the situation analysis surveys to be conducted, the number of teams in each district and also who of the facilitators will lead the inception process, train the local surveyors and oversee the exercise in each district. 

So as not exclude any territory from RBM movement, some lead partners insisted on including the opposition areas in the exercise and thus Badakhshan province was taken separately for the same exercise.

The surveys started with Badakhshan province in July-August 2001. The southern and northeastern regions exercise started and concluded during September 2001. It was not possible to conduct the surveys in the eastern region during the war in October 2001, which meant its postponement till the situation is permissible (finally carried out in February 2002). Currently the surveys are complete and subject to computer entry and analysis by the national consultant.

Recommendations:
1. Capacity building is paramount for the new Afghanistan. Fellowships for malariology courses in the regional training institutes have to be increased to compensate the losses and gaps in many malaria specialities. 

2. Transportation and communication means are urgent needs for the national program.
3. Financial incentive system is needed for the field staff to bridge the gap resulting from low salaries. 
4. ICT technique has to be expanded.
5. HIS has to be strengthened in terms human resources, equipment and means of communication.
6. It is time to consider establishing central/regional logistic units. 
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