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PREFA CE 

Historically malaria has been the major public
 

health problem of Pakistan and it continues to pose P
 

potential threat to the health and happiness of millions of
 

our countrymen. It has such a profound influence on the 

socio-economic profile of our country that the best of the 

development plans cannot succeed if malaria is not kept 

under effective control. This is the central tieme of the 

Five -oint Proramme of the Prime Minister which aim to 

provide health cover to all the Pakistanis re?-rdless o' 

their caste, colour, religion, socio-econo-ic status and
 

geographical location.
 

Malaria has been a siailar proble- and in fact the 

unlerlyirC cause or under development of all the countries 

of the third world. This prompted the World Health Organiza

tion to sponsor a rlobal strate-y for total eradication of 

mlaria in 1955. Pakistan joined this carpai~n in lY)0 under 

a14 year plan which had the financial and technical backinw 

of USAID and W.F.O. After dranmatic initial success, the 

pro -r-ss in thp control ol disease was retarded due to tech

nical, financial and administrative problems. Consecuently 

instead of Rchievinr eradication, Pakistan found itself in 

the 7rip of severe malaria epideTic in lq72-73. 

Under the new strategy o" the control and to cop

with the prevailina epidemic, a five year extension malaria 

control prog-ramme (P75- to P79-SO) w? imple-mented under 

financial and technical support from USAID and WHO with the 

objective to control the disease to a level where it may not 

pose any public health problem. The programme was also pro

vincialized. The plan was implemented successfully and 

achieved the objectives and targets as envisaped in the plan. 

Thereafter, second extension plan (1981-82 to 1986-8?)
 

was implemented under USAID financial support to maintain the
 

achieved low level of malaria in tY- country. The plan was
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successfully implemented and almost all the targets have been
 

achieved. There was a slight increase in malaria in some of the
 

districts but the over all epidemiological situation r mained
 

satisfactory.
 

The third extension plan (1987-88 to 1992-93) for malaria
 

control was prepared to maintain the low level of malaria so that
 

it may not pose any public health problem in future. The External
 

Review Team who conducted detail evaluation of malaria control
 

project in April, 1987 is also in general agreement with the strategy
 

proposed in this project document and therefore recormended for
 

exe Lon.
 

This project was discussed in CDWP neeting on 24-5-197 

wherein it -ras decided to revise the Project in the light of the 

followin- observations made by C.D.W.P:
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exizti:2" h'clh: >'ciliti .z ":. i:r~nizo?e ';12 : ' ? ." :": 

i~i h' ~'-if~c.liti!3 r."':"...to >' _.I--

in i.irn .)r- .O ctoz. 

The project has therefore been revised in the lirht of
 

the above observations. USAID is also willing to provide financial
 

support during7 this plan period. Government of Japan may also
 

support this project.
 

It may be pointed out that at present the execution of
 

the progra.me is the entire responsibility of the respective Provin

cial Governments as the programmes now have completely been provincia

lized and integrated with General Health Services. The Federal
 

Government is responsible for technical supervision, planning,
 

guidance, coordination, evaluation/assessment, operational research,
 

training and the supplies of insecticides and equipments to the
 

provinces as they are unable to meet these essential requirements
 

from their om resources.
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PART "A" 

PROJECT DIGEST
 

1. 	Name of Project: Malaria Control Programme
 

2. 	Authorities responsible 
for :

i) Sponsoring: 	 Federal/Provincial Governments.
 

ii) Execution: 	 Federal Health Ministry/Provincial
 
Health Departments.
 

iii) 	Operation and Provincial Health Depart-ents. 
maintenance: 

3. 	 Time required for 6 years (1987-88 to lq92-q3) 
completion of project: 

4. 	 a) Plan Provision: 

i) 	 If the Project is Project is included in Sixth and 
included in the Seventh Five Year Plpn.Tn Sixth plani 
current Five Ye-ar period, there is an 9!location o" 
Plan; specify Rs. 1,?31.OO million for preventive 
actual allocqtion: pro-ramme in which the main compo

nent 	is malaria.
 

ii) 	 I" lot includ4 in
 
the current Pla-n, is
 
it now oroposed. to
 
'-e accommodated NOT APPLICA3LE
 
(Inter/Inter-Sectoral
 
Adjustments in allo
cation or other
 
resources iay be
 
indicated):
 

iii) 	 If the project is
 
proposed to be
 
financed out of NOT APPLICABLE
 
block provision for
 
a pro-raqmme,indicate:
 

iv) 	 Total Block Amount Already Aount proposed 
Provision: Committed. for this project 

b) If Project is not in 
the Plan,what warrants
 
its inclusion in the
 
plan:
 

http:1,?31.OO


: -

RELATIONSHIP OF THE 	 As long as effective control of
 
PROJECT WITH THE 	 malaria is not maintained this disease
 
OBJECTIVES OF THE SECTOR. 	will continue to pose a potential
 
Indicate the contribution 	threat to the health of the millions
 
of the project,quantified 	of Pakistanis which could quickly
 
if possibleto the targets 	assume the proportions of a major
 
in the Five Year Plan,and 	epidemic as was witnessed during
 
the names of other pro-	 early seventies. This was the last
 
jects(whether sanctioned 	major epidemic recorded in Pakistan
 
or under preparation) 	 when the incidence of malaria shot
 
which would form part of 	upto 133 cases/lO00 population.

an integrated programme
anthinteate prora 	 The Five point programme of the Prime 

Minister of Pakistan makes a cateqori

cal commitment to provide 	primary
 
heqlth, care fcilities to each an2 
every citizen o' Pkistan rer!! s 
of his socio-eccnomic status =n4 eo
graphial location. Frrther note 
Government of Pakistan has si7ned the 
historic Alma AtR declaration which 
also provides for the provision of 
primary health care facilities to "Ll 
the population by year 2000. Both 
these -oq-l.s cannot be achieved "-itill 
and unless malaria is kept unrder 
effective control. Another relevnnt 
commitment of the health sector is the 
Child SurvivAl Programne which is hein 
accorded hi~hest priority by USAID. It 
i n.ot di -icl"It to visualie that 
C3ild Slrvival Pro-r-e cannot s'cceed 
if milaria is rirpqnt in the colntr": 
particularly at this stage w.hen 
Chloro miine resistpnt P. lcinar"m 
malaria is hein- reDorted from -,any 
districts particularly alon- the
 
Indian border. 

In short the Five Point Programme of 
the Prime rinister, the Alma Ata g:oal 
of Health for All by year 	2000 and the 
Vnild Survivql Programme will remain 
fond hones i' -r'ctiv- control of 
mlqri-i is not nnared. 

Since long, malaria has been recognised
 
as the major obstacle to the overall
 
socio-economic development of the
 
malarious countries of the world. In
 
fact decline of many a civilization has
 
been attributed to malaria. Many deve
lopment projects such as the laying of
 
railway tracks, opening new areas for
 
agriculture, construction of canals/
 
dams etc. etc. have been 	delayed and in
 
some cases even abandoned altogether on
 
account of the heavy toll exacted by
 



malaria. Malaria has also been accused,
 
with considerable justification, for
 
the 	comparative "darkness" of the
 
African continent. The relationship
 
between malaria and agricultural pro
duction has been proved beyond qny
 
shadow of doubt. The higher the inci
dence of malaria, the lower is the
 
level of agricultural production. This
 
inverse relationship between malaria
 
and 	agricultural production has been
 
proved during late sixties and again 
in late seventies in Pakistqn. Diring
 
these two periods of' ti-e Pakistan 
achieved self-sufficiency in food anl
 
they coincided with the periods o'
 
lowest rl-laria incidence in the country. 

To sum up the foresoin- paragraphs, it 
may 	be stated that the tar-ets of the 
seventh Five Year Plan :s for as H1elth,
 
A-ricl,1tlire, Indlistry etc. etc. ?re 
concerned cqnnot be achieved if malariq 
is not 'Ppt under effective control. 

It has been estir-nted that there wolilld 
he as nvny ?.s 1.? million cases of 
• . .'ria by 109? in the alsence of -, 
Y."alrii Control Pror--e is conpr-d 
to ).1 .,is a - ri,-illion '.it 
Co.t.rol ?ror--n-> in '-c tion. This 
,.-nIl.. mnlo the r -,ntr- vo -V1.A 
,ill.lion c~ss o" I -ri. 7The nPt 
monzti',v benefits by the i-nleintation 
of A rli-ria Control ?ro-r-imm,- wouild 
add ,into Ps. ?m. illior, hecase o" 
savings in the loss of production -ni
 
productive days qs well as the savin-s 
in the costs o treat-nt. For Iotqilad 
statistical qnab!sis Dlease see Annex.l. 

. Capital cost o Pro.ect: (In :il' : o Rrh.-es) 

- Local Cost: Rs. 135-1
 
- Forei-n Exchanfe Cost: Rs. 787.81 ' 
 I
 

Ps. 925.62
 

7. 	 Annual recurrin3 expen
diture after completion: (In Million Rupees) 

- Local: 	 Rs. 20.00
 

- Foreimn Exchange: Rs. 80.00
 

Rs. 100.00
 



~'2~8.i7Objectives of theaProject preferably in nuantitative terms: 

81.The oerai~ll ,,bjective of, the Third , Six Year Etension Pla'n 'of'.4~ 
Malaria.IControl riogramme Iis'to keep4 malaria unider, effective. 
controliiso that It does not 'become a major~piiblic health proble'm
again.' In this.4conteit,' malaria control strategy7 is Idefined as 
the' use.:f'cont " 1 ' Aetos which'Are ffectii, f ''sibleO and 
affordable under-odr local~ conditions * The' specific objectivss
Of hs hid'x enso l are&' listed as follows : ' 

a) 	 to keep'malaria4 to a low~level (005/1000) and even to 
further'reduce this level inboth,rur'al and urban,,arpeas
of Pakistan
 

b') to fute s *p',th delineationof' areas wt r 
moderate to low andno malariatransmission. ~" 

c) to carry, forward the,, ull fuinctional' integrat&ion "of Malaria' 
ConrolProgramme wiith General Health Services.4 

d) 	to progressively, redice r'eliance on the use of- insecticides 
and ,,simultaneously promote, other alternative methods of 
malaria control such as environmental mniagement and 
biological control. , "' 

8 2.The above mentioned objectives.,can be e,-pressed in the foflowing
quantifiable targets : 

~)Annual parasite incidence should be kept at 0.5/1000 level
 
or-~evren reduced .further.'~''. 

')P.r-qlcipqrnum should not exceed 40Xv o' all malaria infections' 
in tznsprayed Rreas of the country ?s a w'hole. This i s in. 
accord~ance, lith pnrisit4 formuila of Pakistan 4before.n the start 

.4 .of control/eradication Teasures'(Pv.60, Pf;L.).,1-owever, it 
should be much lower than this fio-ure in areaswihbv
'heenunder spray for one or more than onep conse cltivq year. 
If'the prolem' of chloroqine resistance aotravates,therp nmag
be&e increase -inthe ratio of' P.falciyparum in suich foci. 

4 c) 	The role of passive case detection in,surveillance operations ~4~ 
4, again-t,'mala'ria ;will ,be fuirthe' increased. ,If the development
 

7' 4of primary_ health care facilities proceeds 'as, planned, thenii-

POD should contriblite more than 70% of' all slides collected.
 

d) Indoor residua,,l sprx;y w.ill 'he restricted to areas'of Ini -h
 
4'epidemi'olo.ical impor'tance and will not exceed 25-30,6 of 

total existing houses in the country 'in any given year. 
4,e) Time lag betwee collection of blood slides to the initiation 

4of radical treatment should'not exceed a few hours in case of 
P.C.D. slides and 3-4 days in case 'ofA.C.D. -slides.
 

PREPARED BY 	 Director of Malaria Control. .4 

'MinistryCHECMb BY 	 ofHealth 

' "PROV'o' 
 BY 	 ' Seacetayl.LJ yof Health, 
4 ~.Government 	 "of Pakistan, 

,4-198j7 -I 4P.4 

7 

http:Seacetayl.LJ
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PA-RT "B" 
PROJECT COST & FINANCING
 

9. 	 Location of Project: 
a) 	Give name of place )

and administrative)
 
district in which
 
the service centre 
 Pakistan, Country-wide

will be provided:
 

b) 	Indicate total
 
area which will be
 
served:
 

10. Existing Facilities:
 
a) For Health Scheme 
 This project is a continuation of the
give information 
 ongoing malaria control/programme


about public and 
 which was originally launched as an
private sector eradication programme in 1960. The

institution in the 
 Malaria Control Programme from the
 area, their staff & periphery to the Federal level has a
equipment and the 
 well established organizational

number of persons structure at each tier which

served by them. needs be
to reinforced.
 
Indicate if possible Foreign Expertise is available to the
 
the existing budgets programme through W.H.O. and USAID.
 
of these organizations. For urban malaria each province has
 
Indicate population established an urban malaria cell and
 
of the area and eco- most of the municipal corporations/
nomic characteristics committees have the requisite number
tof
omic 	 staff for anti-malaria operations.

of the category of 
persons who are being The existing health facilities consist

provided service at 
 of teaching hospitals, District/Tehsil

present. Give statis- Headquarters Hospitals, Rural Health

tical data about Centres and Basic Health Units. These
morbidity and incide- institutions are curative minded and
 
nce of epidemics dur- make no 
significant contribution to
ing the last 5 years: preventive programmes. The case of
 

Passive Case Detection (PCD) serves as
 
a good illustration of their lack of
 
enthusiasm in preventive programmes.

However, it is proposed to involve
 
them more fully in passive case

detection as detailed under Para No.8
 
above.
 

Transport/Equipment: The Malaria
 
Control Programme was equipped with

sufficient transport for its field
 
operations. The old vehicles unfit
 
for use have to be replaced now by

procurement of new vehicles.
 



b) 	For family planning,
 
give the statistical
 
data about population,
 
age groups, number of
 
females of the fertile 
group. Indicate the NOT APPLICABLE
 
results of knowledge 
attitude practice
 
surveys and enclose 
copies of such reports:
 

c) For social sector 	 The population of the entire
projects give details 
 country will be protected

of the characteristics against malaria.
 
of beneficiaries, their
 
total population and
 
existing facilities to 
serve that group of
 
population:
 

11. 	DESCRIPTION OF THE PROJECT:
 

Malaria is an ancient disease of mankind. It may be found in

the 	earliest account of recorded history in Pakistan. It has
been postulated that malaria might have been a major factor in
 
the decline of Indus valley civilization. In the recent past,

malaria has been responsible for some of the most devsstating

regional epidemics of Punjab. One of the worst such epidemics

occured in 1908 when 0.3 million people died within a span of
 
3 months.
 

11.1. Realising the widespread morbidity caused by malaria, the

Government of Pakistan launched a 14 year (1960-74) plan for
its eradication in 1960. This was part of the W.H.O. sponsored
world-wide campaign for eradication of malaria which was 
adopted by the VIIIth World Health Assembly in May, 1955.

Despite the 	dramatic early success of this programme, malaria 
incidence started showing an upward trend in the late sixties.
 
The sole reliance on house spraying with residual insecticide,

exclusion of urban areas from the programme, poor participa
tion of general health services, the over all socio-economic
 
profile of the country and vector resistance to DDT/BHC were
 
some of the major causes for these reverses. By 1972 Pakistan
 
was in the grip of a devastating epidemic with 642,958

microscopically confirmed malaria cases while the actual
 
number of malaria cases were estimated to be at least 10
 
million.
 

11.2. First Five Year Extension Plan (1975-80): 
The major objective of this plan was to deal effectively with
the 	prevailing epidemic in the early 1970s and to progressiv
ely 	reduce and maintain malaria incidence to a level where the
disease is no longer a major public health problem. However,
the 	ultimate objective of total eradication was retained. For
the 	efficient implementation of this plan, a number of admi
nistrative and technical changes were introduced. Provinciali
zation of the malaria control programme with the Federal
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Government assuming the responsibility for the supply of
insecticides, equipments and transport; replacement of DDT/BHC by Malathion for indoor spraying; and inclusion of urban 
areas as well as Azad Kashmir were some of the major chanres 
introduced during this period.
 
The successful execution of this plan reduced kalhria trans
mission frQm a slide positivity rate of 14.099 in 1973 to

0.59% in 1980. However, the Malaria Control Programme found 
itself in a similar situation as was the case in the late

sixties. A major reason may be due to the epidemiological
 
pattern of unstable malaria in Pakistan which fluctuates

between hypoendemicity, punctuated with devastating regional
epidemics. This situation calls for constant vigilance and

continued control efforts on our part. The alternative is to
re-experience the tragic yet inevitable consequence of rampant

malaria transmission.
 
It may not be out of place to mention that the experts had 
predicted a repetition of the tragic events of early seventies

during early eighties because the epidemic cycle coincided with

this period. These fears were further compounded by the temporary withdrawal of USAID assistance during 1980-82. The coin
cidin- of epidemic cycle with this temporary set-back created
oui'.e an alarming situation. However, it goes to the credit ofMalaria Control Programme that they were able to keep malaria
situation under effective control and a major catastrophe has 
been averted.
 

11.2.1. Second Five Year Extension Plan (1182-87: 
The major objective of the ongoin- plan (second Five Year
Extension Plan) was to keep malaria under effective control.
 
In quantitative terms, malaria incidence was to be kept at

0.5 cases/lO00 population. For the attainment of this

objective, reliance was placed on selective spraying ofhitThly positive localities and the depletion of the infectivereservoir through an improved system of surveillance. Greater 
stress was laid on the development of passive case detection
which is rather an inexpensive yet efficient system of case

detection. Despite the traditional apathy of General Health

Servicer towards the development of a true system of P.C.D.it was felt that they would be more willing partners in our
struggle for malaria control because the programme had beenprovincialized and integrated with General Health Services. 
Despite various set backs during the implementation of theSecond Five Year Plan such as delay in the approval of PC-I,inadequate funding by some of the Provincial Governments etc.etc; Malaria Control Programme has been able to achieve
almost all the major objectives of this plan. 
Malaria incidence has been kept very close to the stipulated

level in most parts of the country with the possible excep
tion of central districts of Punjab during 1983-85. Thesecond plan was launched with an A.P.I. of 0.97/1000 in 1982.
for the country as a whole. Due to non-availability of
sufficient auantities of insecticides during preceding two
 
years (1980-82) and the fact that this period coincided with
the epidemic cycle of malaria in the Punjab, there were small
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focal out breaks in central districts of Punjab.

situation was soon brought under control 

The 
and the upward

trend in A.P.I. was averted from 1984. It can be safely
stated that in the absence of an effective control programme,

the situation would have worsened to 1972-73 epidemic when
A.P.I. had shot upto 1A.18/1000. We must all offer our thanks 
to God Almighty for enabling us to avert such a national
 
catastrophe. In fact our thanks are doubly due when we

consider that the local strains of P.falciparum have started
 
exhibiting signs of resistance to Chloroquine. The ratio of
 
P.falciparum cases which is a much more sensitive indicator 
has also started showing a downward trend. 
Similarly passive case detection (PCD) has started showing
noticeable improvement. This is particularly true after the 
decentralization of district parasitolo'y laboratories which
has not only led to an increased contribution of PCD but also'artificially' inflated the slide positivity rates. The

increase in SPR is due to the fact that after decentralization

of laboratories, slides are being made from actual fever
 
cases who 
are sick enough to report for medical treatment At
 
a ?CD post. Therefore, the chances of a slide bein- positive
have increased proportionately.
 
To sum up the achievements of the Second Five Year Extension
Plan it 7ay be mentioned that this plan not only averted an
 
epidemic of 1975 magnitude (eminent malariologists had already

issued a warnin, of the impendins, epidemic) but also kept

malaria incidence within manageable limits which contrasts
 
sharply with the situation in Indian Punjab where 200,000

malaria cases were reported from a much smaller population in
 
1985.
 

11.3. Influx of Af7han Re~urees: 
The current epidemiological situation has been further compli
cated by the influx of more than 5.5 million Afghan Refugees.
A majority of the refugees are living in camps which are situa
ted side by side to local villages.Worst still, there is no

check on the moveme-t of refugees and some of these groups have

moved far into the interior of Punjab and Sind. Since malaria
 
control activities disintegrated in Afghanistan due to the

unsettled conditions of the past few years, there has been a

marked increase in malaria incidence reflected in the high

malaria rate among incoming refugees. Considering the high

receDtivity of most of the malarious areas of Pakistan, coupled
with the frequent and unrestricted movement of refugees, we 
must be doubly alert if we are to avoid a major epidemic in the 
coming years.
 
The gravity of the situation can be realized by a comparison of
 
slide positivity rates amongst Afghan refugees and the local
population in some selected districts of N.W.F. Province. 

11.4. Epidemioloqical Approach for Malaria Control: 
During the original eradication programme, blanket spraying
of all the malarious areas was considered a panacea for all
 
situations. This mechanical approach has proved to be shortsighted in many countries of the world, and has done

irrepairable damage before being discredited. It lulledmalariologists into a state of blissful somnolence. It was 



assumed that the magic of blanket spray would more than
make up for hard dedicated field research. But this fond
hope was soon shattered by the development of vector
resistance and the ever increasing costs of malaria control.
Increasing concern by environmentalists over insecticide

pollution also shook spray advocates out of their deep
slumber. The stage has now been reached when all concerned
ha7e realised the inadequacy of our existing tools for
malaria control and the very urgent need of developing
cheaper, safer and more effective methods of malaria control.
This highlights the urgent need of research so that we can
minimise the use of insecticides and by using alternative
methods be able to keep malaria under effective control.
 
This new epidemiological approach for control of malaria was
tried during the First Five Year Extension Plan (1975-80).
Under this approach, all the malarious areas of Pakistan were
classified according to their malariogenic potential into
 areas of high, medium and low malariogenic potential. This
classification, was based on cummulative epidemiological data
pertaining to parasite load, vector density, climatic conditions, population movement, water logging and other factors
causing man made malaria. Such classification enabled us to
develop different strategies for the three types of areas
thereby resulting in considerable savings to the country.
 
Regular indoor residual spraying was carried out for twothree, one-two, and zero to one year in areas of hioh,
medium and low malariogenic potential respectively. Under
the original scheme, three to four years of spraying was
needed for all three types of areas. Therefore, the savingsin insecticides and labour costs are quite obvious. 

CLASSIFICATION OF MALARIOUS AREAS ACCORDING TO MALARIOGENIC 
POTIENTIAL ( RURAL )
 

MALARIOGENIC 
 POTENTIALProvince 
 G. R. Data 7 -hh Medium L o w T o t a 1 
PUNJAB Sub-sectors 1,609 344 86 2.039
 

Houses 6,173,555 1,331,100 328,936 
 7,833,591
 
Population 31,322,714 6,753,493 1,668,868 39,745,075
 

S I N D Sub-sectors 
 479 39 
 45 563
 
Hn .ses 1,570,030 127,848 
 147,512 1,845,390
 
oplulatiou 8,70,925 
 689,748 795,855 
 9,956,528 

.. W. F. Sub-sectors 72 373 
 181 626
 
Houses 219,564 1,153,722 
 559,820 1,933,106
 
Population 1,084,102 
 5,695,034 2,763,579 
 9,542,715


3aLUCHISTAN Sub-sectors 
 19 110 63 
 192
 
Houses 41,113 268,442 151,577 461,132
 
Population 257,658 1,681,885 949,422 2,888,965

P 0 T A L:- Sub-sectors 2,179 866 375 3,420 
Houses 8,032,757 2,865,190 1,175,272 12,073,219
 
Population 41,669,527 14,517,266 5,946,88 62,133,283
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11.5. Epidemiological Approach under Proposed Project:
 
Under the proposed project, the insecticidal spray will be
 
selective and will be confined to (i) the areas 
with high
P.falciparum ratio, (ii) areas showing P.falciparum resistance 
to Chloroquine, (iii) flood affected areas, (iv) remote areas

with difficult communication and (v) areas with poor access to
 
health outlets. The total households with the above character
istic vary and are generally upto 25% houses/population under
 
operation.
 

Additional support will be provided by modifying and intensi
fying epidemiological components of surveillance in order to
 
detect and treat cases more efficiently and thereby reduce the

parasite reservoir. A number of measures have already been

initiated for the improve-ient of surveillance operations. The
replacement of single active cAse detection qrent by a mobile 
team comprisinm of CDC Supervisors, Vaccinators and Saniti-y

Inspectors should increase the efficiency of all activities
assigned to this team. However, a word of caution is necessary

here. There is a danger that the entire team may be forced to

focus its attention on a siLgle activity. This can only be

done at the cost of other components. In fact 3uch an approach

will defeat the very purpose of all preventive programmes i.e.
to protect our population against all preventable diseases. 
The application of environment management methods as well ns
biological techniques for control of vector mosouito whereever
feqsible will ?lso be introduced. The cases showing resistance
 
to Chloroquine will be treated with alternative drugs i.e.
Amodiaqiine/Fansidar. The infection of P.filciparuim will berp-11n.pi 	 throu,-h sprayinq o' fqlciparlim qreas alongwith quick
screening of cases and their immediate radical treatment. 
In remote hilly areas of Baluchistan, 1TWFP and Azad Kashmir,
emphasis will be placed on the use of anti-malaria drugs And
focal spraying where ever warranted by, epidemiological consi
derations. In the Northern areas of Pakistan, intensified 
passive case detection coupled with anti-malaria treatment 
through Health Guards will suffice because prevalence is 
gener lly low in this region. 
For urban areas heavy reliance will be placed on improved case
detection to provide more reliable estimations of the problem.

Control methods will emphasize mosquito aduilticide methods by

the use of space sprays such as fogging, duly supplemented by
judicious use of larvicides and anti-malarial drigs. 

THE ABOVE POINTS HAVE FURTHER BEEN ELABORATED AND MEASURES TOBE TAKEN FOR THE IMPLEIENTATION OF THE SPECIFIC RECOMMENDATIONS

OF EVALUATION REPORT OF PMRC ANDTHEREPORT OF THE SECRETARY
GENERAL ECONOMIC AFFAIRS DIVISION ARE ALSO' GIVEN AS FOLLOWS

11.5.1. 	Active Case Detection -A.C.D.):
 

Traditionally Active Case Detection has been the major

component of malaria surveillance in Pakistan. A.C.D. was
 
assigned this role in eradication era when the health

establishments in rural areas of Pakistan were few and far

in between. At that time A.C.D. was the only source of
 

http:rp-11n.pi


information on malaria incidence in vast portions of
rural Pakistan. The situation has undergone a dramatic
change starting from the Fifth Five Year Plan. According
to the new strategy, at least one Rural Health Centre orBasic Health Unit will be provided in each Union Council
before June, 1990. This is part of the Prime Minister'sFive Point Economic and Social Development Programme. Some
of the provinces are likely to achieve this target muchearlier than the target date.
 
The role of A.C.D. will have to be changed in accordance

with these developments. Malaria Supervisors will have to
focus their attention on areas which lie outside the
catch.ment area of Basic Health Units/Rural Health Centres.
However, they will operate as 
out-reach services of the

local Basic Health Units.
 
This new role of A.C.D. as outreach services from existing
Rural Health Centres(RHC) nnd HealthBasic Units(HHU) willbe implemented in all the districts in the country. This
scheme has already been implemented by the province of
Punjab. It stipulates that a team of 3 workers one eachfrom malaria, E.P.I. and sanitation will visit every villagein the Union Council/Sub-sector. Each of the workers will be
trained in multifunctioning role. This will ensure that novillage is missed and qlmost all fever and fever history
cases will be picked up through the combined efforts of the
three workers. Presumptive treatment will be administered on
the spot. Since slides will not be sent to D.H.0's Officebut examined at the laboratory of nearest R.H.C., Microscopic
results are exnected to become available within shortest time.Miedical Officer Inchar-e o' the qHC will then issue appropriate rsdics.l treptment to malaria supervisor promptly. 

11.5.2. Passive Case Detection (P.C.D.):
 
The recommendations re-arding P.C.D. will be implemented inletter and spirit. After integration of M.C.P. with GeneralHealth Services(GHS), the prospects of improvement in P.C.D.
appear to have brightened. Efforts will be- made to ensurethat blood slides will be made from all clinically diagnosedmalaria and P.U.O. cases. Efforts are being made to improvethe functioning of P.C.D. at all health-outlets by constantfollo,,nip which will greatly help in the reduiction of parasitereservoir in the community. 
P.C.D. will receive further support from the large number of
Basic Health Units which are going to be set up under theFive Point Prozramme of the Prime Minister. If the staff of
Basic Health Units actively participate in the detection and
treatment of malaria cases, the day is not 
far off when we
will be able to reduce our dependence on indoor spraying to
 
a fraction of its existing level.
 
The recentl- revised scheme for the enlistment, motivation
and regular followup of Voluntary Collaborators will furtherboost the vital role of passive case detection as detailed
 
under Para No. 11.5.6.
 

11.5.3. Decentralization of Laborator 
Services:
 
Immediate availability of the results of blood examinationis an ideal that has been vigorously Pursued by the mal Pr1in 
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control programme. It is in the best interest of the patient,

the community and ultimately for the MCP itself. However,
 
the quality of processing the slides, maintenance of records,
 
proper reporting and difficulties of effective supervision
 
over laboratory work are the major hurdles to the decentrali
zation of laboratory services. Another problem will be
 
provision of extra microscopes and its maintenance before
 
this scheme can be implemented. Nevertheless every effort
 
will be made in this direction in every province and the
 
results of decentralization of laboratory services upto the
 
level of RHC will be analyzed at the end of one year. If the
 
results are satisfactory, then decentralization of laboratory

services will be co.ntinued down to the level of BHU at a
 
subsequent stage. This phasing would be essential because of
 
the -i-qntic training effort that will have to precede the
 
decentrali7ation of district laboratories. All the Medicql
O'ficers from each RHC and the Laboratory Technicians of the
 
PC will have to be trained in malariology and malaria micro
scopy respectively. Intensive supervision of laboratory work
 
and the existing system of cross checking will be strictly

enforced even though the laboratories at district level may

have been decentralized.
 
The training of existing Laboratory Assistants/Technicians
 
posted at RhTT has already been started at National Malaria
 
Training Centre ('ITC), Lahore. The training of All Laboratory

Assistqnts working in RHC of Punjab has already been completed.

Similar training courses will have to be organized for the
 
Laboratory Assistants/Technicians of other provinces prefer
ably at the Provincial Headquarters of the respective province.

Since there are serious budgetory constraints both in the
 
provinces & the N11TTC, therefore, training funds from USAID
 
will have to be utilized for this purpose.
 
The decentralization of laboratory will tremendously improve
the time lag between slide collection,examination P treatment 
of cases. At present there are suff-icient Primary Health Care
Centres in the country to organize the decentralization of the 
laboratory services. There are 366 RHCs and 2251 BHUs at 
present in working condition in the country and 91i (RHC/BHU) 
are under constiuction. 

11.5.4. Radical treatment of Clinical Malaria Cases:
 

It has been recommended that all cqses diagnosed is clinical
 
malaria should be given radical treatment. In view of the
 
potential toxicity of Primaquine to be used on such a large

scale, only Chloroquine treatment will be instituted to cases
 
of clinically diagnosed malaria at all Health outlets and if
 
confirmed positive through blood examination then the Prima
quine treatment will be initiated. However, the single dose
 
presumptive treatment of Chloroquine will continue during

A.C.D. operation. Primaquine should not be administered-to
 
children less than 2 years and the pregnant women.
 

11.5.5. Provision of Adenuate Cuantities of Anti-malarial druas:
 

The Directorate of Malaria Control(DOMC) has been providing
 
generous quantities of anti-malaria drugs to the provinces,

but from the last few years, limited quantity of drugs was
 
supplied in view of reduced malaria incidence. The provinces

were,therefore, making their own arrangements in accordance
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with the field requirement. The Directorate of Malaria
 
Control (DOMC) may again continue the supply of anti
malaria drugs to MCP and all other health outlets over 
the next five years till this responsibility is assumed 
by General Health Services of each province. The DOMC will 
also procure the alternative drugs for use in the treat
ment of Chloroquine resistant falciparum malaria. 

11.5.6. VoLunt& yCollaborators_ V.C.: 
The use of Voluntary Collaborators for POD was initially
made during eradication era. Because of cultural factors,
this experiment was only partially successful. But the 
need for this inexpensive method of case detection has 
increased considerably on account of worsening ratio 
between surveillance agents and population. Therefore, 
every effort will be made to utilize the services of V.Cs. 
whenever they are available. Regular follow up and 
motivation will be key factors in the successful function
ing of V.Cs. Enlistment of V.Cs. should be restricted to 
qualified practi tionersParamedics, school teachers ,village leaders etc. 
With USAID assistance, a pilot project is being implemented
 
to select, train and supervise voluntary collaborators.
 
During the initial phase of the project, no more than 100
 
volunteers in each of 2 districts will be selected and
 
trained. If found successful after 6 months of operation,
 
this economical method for malaria case detection and
 
treatment will be replicated to wider areas with the
 
ultimate objective of establishing such posts through out 
Pakistan giving priority attention to those rural areas 
not covered by the B.H.S. scheme.
 
It may be mentioned that the system of VCs has been 
functioning very successfully in central American countries
 
for many years and more recently has been successfully
 
adopted in Thailand.
 

11.5.7. Sprazcoverage to foci of high endemicity:
 
This is the central point of Malaria Control Project-III.

Indoor residual spraying is restricted to areas of proven

high endemicity. The criteria for the selection of such
 
areas are based on surveillance data and other epidemiolo
gical factors and are revised every year in consultation
 
with international experts. However, the details of basis
 
for areas to be selected for insecticidal coverage have
 
been spelled out under Para 11.5.
 
Single spraying round will be carried out in each year just


befrethe transmission season but certain areas with high
malariogenic potential will be given 2nd round of spray.
The sp~ay of Malathion will be carried out at the rate of 
2 gm/m (e.i.), hence one house will be requiring I Kg of 
Malathion (50% WDP). In accordance with the present
epidemiological situation, it has been estimated that 
nearly 2500-3000 M.Ton of insecticides will be required

each year in order to cover 25-30% houses of the total
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existing houses including the insecticide required for
 
2nd round of spray in certain areas of high malariogenic
 
potential. In view of our present strategy for laying
 
greater stress on the reduction of parasite reservoir,
 
it is expected that the use of the insecticide may further
 
be reduced during coming years. The strategy for insecticide 
usage is guided by the following considerations :
i. Suitable insecticides for use in malaria control are 

few and currently are limited to organophosphorous(OP)
compounds such as Malathion, Fenitrothion and Actellic 
etc. etc. The next generation of compounds, the 
carbamates, are several times more expensive than the
 
O.P. co'mpounts.
 

ii. The likelihood that the resistant vector population

would revert back to susceptibility to DDT/BHC is
 
very remote.
 

11.6. Training of Medical Officers in Malaria:
 
The medical profession in Pakistan isstmn~inllnedtardsolinical 
disciplines. This leads to very little exposure of medical 
students to the concepts and practices of preventive medicine. 
In fact all the public health programmes and even basic 
medical sciences are looked down upon by the young medical 
graduates. This explains the acute shortage of teachers in 
basic medical sciences and the constant clamour of ADHO's/
DHO's for clinical posts in the Hospitals. Such a situation 
deserves the attention of highest echelons in the Planning 
and Finance Divisions and Malaria Control Programme can at 
best play a small role in the reorientation of young medical 
graduates. For this purpose Pakistan Medical and Dental 
Council will be requested to lay greater emphasis on 
preventive aspects and get the curricula of medical education 
revized accordingly. 

The second but the most important contiibution will be made 
through the training of all medical officers posted to Rural 
Health Centres/Basic Health Units. Since this is a gigantic
undertaking, therefore, a team of trainers will be trained 
for each province who will then carry out this training of
 
Medical Officers in a phased manner in batches of 25-30. It
 
is hoped that this training exercise will be completed by 
1992 and subsequently all fresh enterants will be trained
 
the same year that they join General Health Services. 

11.7. Health Education:
 

A really effective campaign of Health Education is crucial
 
for the success of a public health programme. This had been 
an outstanding feature through out MCP campaign and every
worker was assigned duty/responsibility of health education
 
in his sector. This activity has been strengthened by

providing health education tools like vehiclesto each
 
province which is fully equipped from generator to films and

slides. In addition with the assistance of USAID, health 
education through Radio broadcast and printed material is
 
also being carried out which is a major activity extended
 
through well trained Health Educators.
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Special attention will be given to other media of health
education which has not been 'considered such as T.V. which
is one of the major audio-visual source of contact between
the largest population and the health educators. Efforts
 are also being mate to involve local representatives
especially local councillors in malaria control operation

in urban and rural areas.
 

11.8. Creation of Post of District Vector Control Officer:
 
This relates to the creation of District Vector Control
Officer as recommended by the Secretary General, Economic
Affairs Division (EAD). The creation of such a post will
provide relief to DHO, who have hardly any time to devote
to MCP activities. While the title of this Officer may be
misleading, thi intention is to assign all public health
work to this Officer. He will supervise the work of all
CDC/MCP Officers and work under the direct supervision of
DHO. He will be a medical graduate and be a replacement forDistrict Malaria Eradication Officer/District Malaria

Control Officer etc. 
etc. As the health care system of
Pakistan evolves, this Officer will be the future DistrictPreventive Medical Officer. The issue was again discussedat Health Division on 24th October, 1985. It was agreed
unanimously to create such post at district level but withchanged title of Communicable Diseases Control Officer. 

11.9. Chloroquine resistant falciparum malaria:
 
This is one of the major technical problems which has
assumed alarming proportions after the detection of R-II
resistance in the districts of Bahawalnagar, Okara, Kasur,
Lahore, Gujranwala and Sialkot. The situation becomes still
 
more grim when we consider the finding that Amodiaquine is
neither more effective nor safer than Chloroquine as has
been the case in Okara, Kasur and Sialkot districts. Last
but not the least complicating factor is the fact that
Fansidar is not only being used indiscriminately all over
the country but the first signs of resistance to this drughave already been observed in district of Sialkot. 
To address this problem effectively, an extensive programmeof monitoring will be launched in the country. To make itpossible, training courseswere arranged in Punjab and Sind
 so that provincial staff could undertake these studies on
their own. To date, however, all monitoring activities have
been carried out by National Malaria Training Centre, Lahore.
Some limited in-vivo studies have, however, been carried out

in the Punjab recently. 
To boost up the monitoring of Chloroquine resistant malariain Pakistan and other countries of EMRO a WHO RegionalWorkshop was organized in the National Malaria TrainingCentre, Lahore during August, 1986. Saudi Arabia, Kuwait,SOmalia, Oman, United Arab Emirates, North and South Yemenavailed of this training opportunity in addition to participants from Sind, Punjab and Federal Government. As a follow
up of this Regional Workshop, two National Workshops are
planned during 1986-87 so that 3-4 teams could undertake 
monitoring activities in every province.
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This continuous and extensive monitoring will enable the
 
MCP to 	demarcate foci of resistance. All control activities
 
in such resistant foci will be carried out under the personal

supervision of DHO and his btaff in consultation with the

DOnC. This close liaison between the Federal and Provincial
 
MCP personnel will enable the coordination of control measures
 
so that the spread of Chloroquine resistant falciparum malaria 
may be minimized. 
Arrangements for the supply of some of the alternative drugs
have already been made. WHO has provided 5,00,000 tablets of 
Amodiaquine. In addition reserve stocks of injectable quinine

ill be procured and maintained at Lahore and Hyderabad for
 

the treatment of severely ill cases of falciparum malaria.
 
Sufficient stocks of Fansidar have also been procured through

the courtesy of W.H.O. 
Field trials to develop alternative treatment for Chloroquine

resistant falciparum malaria will also be undertaken. The 
first such trial was carried out in Punjab by National Malaria 
Training Centre, Lahore early this year. 

11.10. 	 Urban Malaria: 
The problem of urban malaria came to the lime light during
the Karachi epidemic of the mid sixties. Since then it is
 
believed that there has been an increase in magnitude and in

the number of affected cities. Because of the rapid increase
 
in urban population, urban malaria may also turn to be a major

problem like rural malaria within the next decade or so. Since
 
precise data is generally not available concerning the
 
incidence of urban malaria, strong emphasis will be placed
 
on epidemiological evaluations to assess the magnitude of the
 
problem. Since malaria transmission has a direct casual
 
association with deteriorating sanitation, the sooner we
 
tackle the problem on a permanent footing, the better for all
 
of us. It has been mentioned elsewhere in this plan that
 
Larviciding is at best a symptomatic treatment and we must
 
try to 	attack the cause rather than symptoms.
 
The major emphasis in our strategy for control of urban
malaria will be placed on the construction of permanent
eagineering works for improving the drainage of waste water
 
in urban areas. Obviously this is outside the perview of the
 
Malaria Control Programme but the local bodies will be

persuaded to tackle this problem on a sound and permanent
footing. Larviciding will be restricted only to those breed
ing places which cannot be dealt with by mechanical methods. 
It is no more than a wild goose chase to apply larvicide to 
every septic tank in a city.
 
Other areas of special emphasis in urban areas will be the

development ofa highly efficient system of passive case 
detection. The great majority of curative institutions and
 
private practitioners are concentrated in urban areas. Not
 
only the urban dewellers but the people from surrounding

villages also seek medical aid at these institutions. There
fore, a highly developed system of passive case detection
 
will pin-point the foci of transmission within cities and
 
also lead us to undetected foci in rural areas.
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During the first five year extension plan, urban malaria 
control activities were started in big cities throughout
Pakistan. Transport, spraying equipment and larvicides were
supplied to all of them. During the second five yearextension plan, Malaria Control Activities have been extendedto all cities/towns having more than 20,000 population. Apartfrom larvicides and spraying equipment, water pumping machines 
were also supplied to large cities for draining low lyingareas in time of heavy rains or other emergencies. This
operation will help in decreasing the mosquito breeding areas. 
It might be added at this stage that the supply of newvehicles and ULV fogging machines for urban areas under thisproject to municipal corporations will be subject to the
demonstration of functinnal systems for monitoring vectordensity and malaria incidence. To augment the case detection
capabilities of municipalities, laboratory techniciansworking in Municipal Dispensaries and Hospitals beingare 
trained in malaria microscopy. It has already been done for
Lahore, Karachi, Hyderabad and Sukkur and will be extended
 
to all the major cities in due course of time.
 
The DOMC has always advocated the need of very close

coordination between GHS including MCP and the health staffof lozal bodies for control of malaria in urban areas. UrbanMalaria Cells were set up in each province for this very
purpose. The workshops on urban malaria were organized
during 1984 and 1986, in which Mayors or their representatives

from thirteen major cities participated. Efforts in this
direction will be continued. In addition, training in theepidemiology and control of other vector borne diseases such
 as dengue& eucephatitis will also be given. 
It may also be mentioned that all supplies to urban areas
 
will be routed through Provincial Health Departments.
 

11.11. Safe use of Insecticides:
 
All types of safety measures are being adopted in the
 
country to avoid any toxic hazards from the insecticides in
 use for the control of malaria in rural and urban areas. The
people engaged in spraying operations are properly trained
in safe use/handling of insecticides/pesiticides at Federal
Malaria Training Centre as well as at ?rovincial and District
level. The necessary protective material(uniforms, hand
gloves, soap etc.) are also being provided to the sprayingsquads to save them from toxic hazards of pesticides and atthe same time the squads chiefs are provided anti-dotes
(Atropine) to use in emergency. The proper vigilance is beingkept through monitoring of cholinestrase level of the persons
engaged in handling/use of insecticides during spraying
operation. W.H.O. Tintometric Kits are being used for such
 
studies.
 
By taking all the necessary precautionary measures, the

insecticides are being used quite safely and no serious

intoxication problem has so far been faced by the programme.
However, special attention will be paid to areas where
fenitrothion might have to be used on account of vector 
resistance to Malathion.
 



11 L Trainin~r:.nd Researchi in dMalaria' Contr 1VProarirme: 
.11l.~12.1 Trainin~ 

Sthe NatIonal 1 alariq Training ;Centre'TM1TC)' original
part~of-theDiectorate 'of Malaria- Control) has bper1.? 
n~eeting the trininT renuirer'ents of the project, since 
10161. The demand,.for! traininp- has increqsed sio-nif'ica'ntly 

~owing tot the inteqratioiof 4the 'Malaria Control Pr rqr 
be trained in otherpreventivetechniques before functi~nal7 
inte~ratio'nis 'implem~nted. Similarly~the staff of theU 

qdothirkvert 1cal--progr ne-are 4ing~give-t ~i'nine i 
ralaria ,control. in addition staff of local bodies have

hep .7ventrii~in ui'bn w~ar acontrol tec6hnirnies. 

Peexistin-7 ci.:rricula were,~ therefore, revisedt in vie-,., 
th echanged strate-,zy. '1l stqf'f will re l.ii-e r,=frsr&:
C"Arses, so A~sto keep their knowledr-e lip-to-dnte qnd-to 
stimulate> interest.
 

Recentlv laboratories~ftnctioninz at district level, have 
'been decentra.lized and flicrosconists have'been posted at 
Rural Health Centr'es. This step has 'been tqken to reduce 
the tim~e I-R- 1et,_reen collection o-- blood snear qnd initia
tion of' radical treatment of malaria positive cases. In 
ad-iition it will boost up the role of passive case detection

.1hich h=,s~not con~tributed its duie sh:;reso far in the 
zirveil.a.rce ozer~tions. . 

Fo~'t~e tai-ient nf the objectives of elecentralizqtion,
it is essentiql that all the laboratory technicians .,iorkinz 
nt 3'ir~.l Hpq.th Centres -qnd other cur'ative hes;lt1 instit
-tions i.rA the ~iaOfficf-rs cre: tr~i-ed in mc;1cr1 il""o
scrpy arid mqlqriol- lrlhcnesdrfesh ,ir
o' .'hort As conense redirtol tqu,: stlq1t- qlos-~rn'tor 

tee ed' iqr .t' Cenr-i'n -tne o'n qhra RiirbscooHe 
- -i=.- 'n tr.. n~din mqlc~iA ~t 1 Ilte et, der icrsct)7 

the,--ren~aininc provinces dlirin-3 ;'rd Six Yeqr E:&.ension Plan~. 

Frte tr ii of Medical Officers, it is proposed that a tem oftrainers be~tr~ined for each province' who cint1
 t*,-iq ndert'cin.3len ta? Ke on ii~v on t1eir o'.'In. 2htirvn.1. 
Nlqlari,Traininh; Centre has now 'enmr-d-4ihNtoa 
Institute of ralairia Research an r ed,-The tionw. 

nsttlr th -ole 7 ition~l 
rt -'eve take and TrainCen.rThenne 

a1tssis1- in preparation/revision cuirricull'rthe of' 
?n.'t other trainin,3)iids. 
1ji~ Va b e rintioried that the trairin:~- needs o, -qcn.
cate-ory of .,orkers have been discu2ssed in detail i2hder 
their respective headings. At the risk of repetition, it
is again beinig strese that the fu-nctioning fdcna
 
lized laboratories; passive case detection~activities;
 

S'.the role of voluntary colbrtrs; the p~ivotal role oC 
Me1dical Officers of 1BTT.UIs (...s oioi fprst
and vector resistance to dru._s/insecticides~controlof,
uirban malaria, sRq'fe use of'netcie'ad the full 
fuildti6ncil, intertration can Ve'sds fiib1 ifal h 
staff involved. in -these a~iiisi prpel a'-
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*'- In.addition toin,cbiinitr trsining of various tiers of 

Slimited 
___C6l.Afridi 


11.12.2. 

malariaacontro project it is proposed tomakeS. e- c ? " use. of
 
othe
generous offer of USAID for long tern participant


tra.nin..br.oad in the;fi ldsof epidemiolozy, entom

logy health' education and training and ,research. 

Prioi6,to'the launchins of" the er'adication campai.-n,
researchn .malari.o.. out by late.was.carried 

and his colleagues who we nstriemntal in 

.araci.This Institute..was subseuentl s.ifted to 
Dmacca qnd..w;s -nade restonsible for thetra-cini needs o . 

t ,n "ast P~kist;An- lalaria Eraidicqt ion P'r r1 r. 
For '-est P~akistan, Nation 1fMalaria I'rainin:- Centra, .:iseseencli: cestablished inLahore. The lanchina of the arndication 

qmpa:n was a seriou,,s set back to the r osearch e ",rts 
both within and oiitside the coiintry. However, the

'Aipve1.pent of vector ind parasite resistance and th 
world-wide resurence or -0ilaria once aain hi; hlizht 
t e ivportance o research. It ,wIsrpised that our 

rs.ults cind we hve still R lot to Learn abou.,t the
 
-0- -il~ of 'm'alria. Ths realization 'prompted t' ~ 

~Diroctorate of Malarita Control .to purs31e~tne objective,

o'. est-iblishinF a taria Resea.rch 'Institute with~~~ee 
~vO"r. I-,iin-. the irnt-"i-' inrio'i, National. Mqlqri-a
>Tr-inin:-

'~i 

q'-.1itter1 
re -~prch
Zx~ternial 

7.resistqnce, 

Centre p qsi:-ned the r~s-ponsi'ility.rof ?nnlie,1 
Nqaf* v Tr-iin, Cen"re h :tiT- Nalaria 

itself oneiircz11_ Ln the rot4' q tr~inin-' 
institute whin&-' 1 'qs 1 arbeen, duly. qrnow-l e,4- nv 

R~eview Tnms. I-~por'tani- sturiciis re1..tin- ,to . li
'ield tr lollriie n 11tcls 

in Northern Aregs have been carried out 'hy the Thtionql
'iliria Training Centre. . 

Meqnwhile the medical field reseq'rch 1.nit 6f the 
Universit-7 of N'arylsnd which,.y-As functionin-' in Lnior' 
linder the 'name~ of Pakist.;n Medical 13,search Centre was 
r-enam~ed as International vCentre for Meia esqc n 
Tr,3inin- qnd- provided I'urris olit n'. 1ila~ria Control. II 

z~jct ' dwas mnde responsible for -eearcfrin varioiis
disciplines of malariolocry. The performance of the ICMRT 

.ie'ialu ted by USAID ,,nd it was found that its major
weakness, w4as the lack of. malariologry expertise in its 
senior staff, ConsequentlW ICMRT was taken over by
Govp'rramen-t of Pakistan and the National Institute oC 
Mallaria Research arnd Ti'ainina~ was established on 15-5-1985 
as ~ar attached department of Ministry of Health. Various 
possibilities ar, being explored~to ensure smooth
coordination of. the Fediril' and Pro6vincial Malaria Control 
Pro~iranwis with N'ti~nal Institute of Malaria, Research 
and 'Trainui! 6 that it responsive to the researchIis-


nee"s dIf alaria Control 'Proa-rammedIs 6 o"~ r 

I 
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of.ltenrotive;th dsf nalaria control ti'd
 
Suitability under local ,co"nditios. I
 

)ttetibn will be paidto' or ietailed stiidyo, 

Dpairsite [qnd' vector resistance to. driirs/ins ctic 11es. 
SpecifiCas1lfolowve1ii ngis pr1rity Pwi wl sebe ,taken
 
up freeihb the staff, of National Inst'itu'te of 

Maan Tfinin,7: -

___
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iii) Studies on pector bionorics.
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vi) Stwi0ie on o-,tin'rql iise of in secticie3 
3 

r4. ,~ 3I~ -n! n n t-, '1 

er~ '~t~e3in thl,: provic-s 13( 

this pro ect. Finnly,~ - ots wi.l 7qdr in.r A~o
 
-rtion rith TTSoTD WH to ot
And ","pd,-telihrnIr7 v'ecil'.i- 3 

ti-s of NflItRT which a.re of anh-ebngl n..oot 
trqinin- and reseqrch.3 3 3 333 3 333 

'lter'nitive n-?thods of maaria control:.' 

i*hile the s'thjctdof altetnativi r*ethno-s 0" mlqTr1 3 3 

control has ,een discussed '-inder relevy4t. section's in3
tis oc'~t ~t.the importance oft-' sube,ilr .y nP(
,epqrqt- nd I~tqil,=d treRtrerit'J ThiS is so& ' 9 3 

the problems Rssociated .ith the use of insecticictPs 
resistance, environmnental pluintoxic
 

hazards etc. nd almost total nonav:;ilahility of ne,-e
 
chemical products. Therefore w.e havp to pay -attention. 
 333 

the development 0f environmental managernent arA
 
biologqic'al~coftrol methods.
 

Environmental Maiagement. Methods:' The VHO Expert
 
Committee on Vec-tor Control has defined environmiental
3rmanale 3erint for vector~conrol as, "The planiing,~organi
zation,'aryinigout 'andmonitoring ofactivities for the 
Modifications and/or~ rmanipulation,,of eh'vironmenta. factors 
or the~ir interaction with 3 rhai with i--vi"6;4ito rvetng, 
or Iminimizing ectorIpropagationi.,and reducing man-vector
pahgn'onatf :Landscapina-, fillinh; drainage and 
 33<3333~3 
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house screening are some of the more impo" 'nt environ
mtial 'management methods Recetly the. Irrization' 

4Deartmgnt has undertaken a projectfor the bricklinin
and improvevuent-of water courses inltheprii6 Stff f,
of NIhRT'has already been requested to'undertake, a 

,hcomparativestudysonthe4maaria iencdence.in4 .two near'-y
~ville where this'h1terventiohn has been and ha~s not,4 

the.impac..f'draina.e filling, land levellinUg, flushinr 

L 

. 

.... 
-

............. . . .. 

..... leringo to veg eaton dr d iget . eto, Th_- rol of': i:i :;:!,: 

.9~~ ~ e oo cuealim .s esue 

t[~~~~?i'~~~f ruiliiprance' and needs to b nu~ 
ctthro'rhcontinuous education. 

()1 ,q1Mtos Biolo*'rjc!;! methods ar-'ecii' 
increasin, nttentidi incl,..e •ndthe -.is-? of -iirral 
predators, b.c'erial i-?nts ..d ..therp.tho.ens. 

The use of larvivorol s fish is -a well known method t1 t 
..as been used for nore th n a century. otover this t.. ho
has eo-n field tested in Pak4 stan and ill 

,t..dies on the possil-'ility of, usiniS Iocnl Sopcies 0o 
lq vi1o,4rs'is'. !ltholz n limiitedi stu-ie havecarried out on~i the 'use o! b~illus thiirin-inis H

c,t-0.ed to other Mnct eria, r~v- qnrlnn'.ato iP.e~' 
.oeclosir- this, slction on altprn~tive 4 ethodso' 

-nrlitis wo--

to~ I-Thterqt- d Vector)r Cf nt r n1. hich h-i >en -Ie i-'. e-1 
4o7qeaptsn-rfr. 

444.4 

~n1~to hr'-- 9'7oit -an e"-'ti 
d1e ree of suppr,-:ssin in a coi;t -".-ctive -ian . " 

. rjV~ erintini~iv_,ies ,i'ri,i- '-7election 
esrenqres'ICCPTtl-q.lto tie Co init7 for -qivr.

sx'-,tion. 2'II!-T wilI 4 cqrry oit~field triils of intr 'it
~ector Control' strnte:--rin different Dovonnces. 

4 

,4 ~ ~ ~ 2 011 ,'>s'' 

inte-4-i,) ',,- --.- 44 

4-

44 

444, 

44 

........ 

4 4 

4 

of' the administrative probl2ems nersi'bti'n- in the provinces,,oafe -niar htie le~itimate risht's ofia ra contro 
~worke'rs Fuinctional iiteqrtion is a len:7-.thr and sol
evolvi7DroCess. To be su..ccessful, attituides a~nd work' 

4habi~of long standing must chanse. S.eiial,.h 4 . 
H.S. staff must assume their share or the responsibility

f'or' malaria~ controlhbyexteidingr their wholehearted' 
~Cooper'ation in P.C.D. activities. To accelerate its, pace,
pilot proj ects were run 'in some districts wher~e malariaincidenc.e was reduced to iiegligible levels. The r'esults of' 
the trial failed to meet4 the objectives. Gradual addition,
of neriw duties is,.preferred, to a precipitous buirdening of ~ 
field workers with'.the' entire load of public health work 4 

oo44e4 

4 

"' 

4 

4 

44444ii~r 

4 



1srain1 i cruicial ,to the, suecess 'of functio -i tgr 
~etion. -The .Nationa 1 Institute o.'f talari -Res''r andTan

Will' have to.organize' a concise 'traini63 pr!o,:ra-,e forpersonnel in ,the GHS in mala'ria control In particular,laboratory technicians -'assiogned to G.H -S '~cil'ities willreu ref resher tr,,iinSItanouly nnmalaria mricroscopy., Sirnuloses trco sn m1alaria work, rs withsDecializ'd ot ol'-tpchninues of other dise-ses in asystermaticrmanjer miust be organize-d
* The N1 R'T, Lahore is$7'.capableto performthe responsibilities ofrtiiic 
h

various~personnel of thi 
 e,era~l Health Se:'vices and
MlalariaControl.< 

:. is criicia;l to the success of' "'1nctiona.l
io.so 
 ODOs from'--he :?_,n.4ab haive 'LI.,een '.rqi-0d jint e _ a-q r..-)1oP i (, ,i ol nd oit ,3!, r i qri. 

inrDFO o' o7ther provinces. R-&ently trainjn,- of DlW.,s a.id 
ID 

ot' er Senior O0'icers of Pr~'jcav ci Health Depart-~ents hav'r een -_o:7T.Det ei, in Pinjab, "FP and Baluchistan.Th-is tr-iin
Dorcifm. '.11 h~ext-?nledr to Sind in due 'urse 0,' timn

Il~i.Cot fth ew ~xE-:nsior. Plqin ( 7-$to f 
T--e totql cost of t)is naw e.:--en!7ion'plq-n 'r the onf'oI r Z
fFCs~ tn e cj -~r-!.n n rA t-o lr -_ 

P-% i te r~ 4-. 'iilicn. D-t o6f this t-d-,1 

r1 

4- t t r.o te~v 

44-.~ to, A~t~ -~tr .. 51,:-c". 0.1 C- 1 as h -a
4 

o otr, I ren qte .-e e n *'i "1ntTheh'vost ini ter -zPrvncvdthe-~ 

1stnr4'. ',1to r S lv~ Cotr hoci s thin- ,
lt, 14.ennir- ena of-1- 7rb1incl -n,! Provnciii-.o.,0_0" r nt'i ovrn..c-nt;q e r t. A e O ' t -)e notP'o 

~stroin . Ther"ndso -sonanci nor.* lo ahave t.,71enver theriousvliew o)f this siuaton.toe Projert ivsrnmn 
not eoe ersninfutue 

Cos ne priits ctio'misf Malericof, th e nt- n' edPrjec 

hverbeeiu cacuaed.oWthoustatimalaria prp'ramme, ites trated ta thre ould b more mthreb 
isen 

13 c amillion o3 
4 $.&.~-doest no qr ins future.$' 

4~~ BEST7 AVAILABLE COPY 4 
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malaria in Pakistan by 1992 compared to 0.17 million cases
 
with a malaria programme in operation. When the costs are
 
added from production and work days lost, plus the cost of
 
treatment saved because of anticipated reduction in malaria
 
incidence, the monetary benefits from implementing this
 
proposed malaria project is five times more than its cost
 
(see Annexuire-I).
 

11.16. Organizational Set-up at Federal Level:
 

There is a Directorate of Malaria Control at Federal level
 
(an attached Department of Ministry of Health), responsible 
for Policy, Planning, Sup ervision, Guidance, Evaluation/ 
Assessment., Supplies of Technical Material (Insecticides/ 
equipments) to provinces, Training, Operational research -nd 
coordination with all aiding agencies. The existin, 
or-anizational set-up is attached as Annexure-VI(B).
 

From the perusal of the existing organizational set-up, it
 
can be visualized that the available manpower cannot
 
discharge numerous desired functions as mentioned above for
 
effective control of disease in both rural and uroan areas 
of the country.
 

The deficiency of technical/professional personnels at
 
Federal level has more seriously been felt when programrne 
has reached to its advanced stages with numerous technical
 
and operational problems in the field. External Review Team
 
for Malaria Control Programme consisting of the senior 
experts from USAID, W.H.O. and Government of Pakistan have 
repeatedly raised this issue and pointed out lack of manpower 
at Federal level in their various Extern?l Peview Reports 
presented to Government of Pakistan which read as follows:

"The Directorate of Malaria Control staffinF pattern 
is not sufficient in numbers to carr-7 out its duties 
to coordinate the provincial malaria control pro~ramxes, 
supervise and assess the field operations, procure
insecticides, vehicles and equioment, conduct
 
operational research and provide adequate and timely 
training. Additional staff are needed in the technical, 
operational and administrative branches. Immediate 
support in the area of transportation and logistics 
from the DONC qnd the port area o Karachi to the 
provinces has been needed ever since the revision of
 
the plan of operations in 1975. "(ERT Report 1977,78 & 31)
 

In addition to the above remarks of External Review Team(ERT)
 
members, it is stated that we cannot afford to overlook the
 
fact that malaria is -oing to remain the major health problem
 
for many years to come and consequently new technical and
 
operational problems are likely to crop up in future. There
fore, an adequately staffed Directorate of Malaria Control is
 
a must if we want to be prepared for all eventualities as well
 
as for smooth and effective functioning of MCP in the country.
 

Further it is rather an anamolous situation to have the
 
Federal Head of M.C.P. in a lower scale than some of the
 
Provincial Heads of N.C.P. The proposed reorganization will
 
remove this anamoly.
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Under the position explained above it has been considered

the 	right time to review the organizational set-up of

DOMC with a view to cope up with the field requirements of
project when new PC-I Form for another six years (18 7
 -88
 to 1992-93) is under preparation. The proposed organizational

set-up with projected manpower is attached as 
Annexure-VI(C).

It is expected that with the implementation of the proposed

set-up at Federal level, DOWC will be in a position to
 
provide full technical and administrative support/back up to

all the provinces to ensure better quality of work and close
 
and effective coordination.
 
However, with the implementation of the proposed new

orcanizational set-up there will not be m.ch financial
burden on Government exchequer which will only require an
additional funds of Rs. 0.40 million and can easily be met 
out 	of development budget.
 

12. 	 Give date when capital

expenditures estimates were
 
prepared. If prepared more 

than one year age, confirm 
if they are still valid:
 

13. 	Give break down of capital
 
cost year-wise, covering the
 
whole of the investment 

period, as indicated below:
 

14. 	Basis of Cost Estimates: 

(give full details) 


15. 	Estimates of annual recurr-

ing expenditure after comp-

letion of each phase of 

project: (also include the 

source of financing recurr-

in; 	 expenditure): 

16. Unit costs for each catezor7 

of service or output e.g. for 

curative health schemes, the 

cost & income per indoor
 
patient for preventive health
 
schemes, the cost per vaccina
tion, for family planning

scheme, the cost per acceptor

and per couple contacted:
 

17. Indicate if any charge will 
be levied for providing the 
i'rvice. If so, give average 
inual income: 

Prepared in December, 1986. 

Please see Annexure II ?,III.
 

Cost is >ased on the requirement
of insecticides, equipments, anti
malarial drugs etc. at the present 
market rates. 

(Fi-rure in Million Rupees)
 
Local F. E. 
ost F.E. 

Cost Cost Totl 
Insecticides 2000 80.00 lC X00 
& Equipments 

- Source of financing is 
Government of Pakistan. 

The cost for protecting one
 
person against malaria for one
 
year is Rs. i.:.0
 

NOT APPLICABLE
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18. 	Annual phasing of physical work and financial requirements
 
for the project: Attached PERT of Bar Diagrams if prepared:
 

(A) 	Financial Requirements: (Figure in Million Rupees)
 

Y e a r 

1987-88 

Local Cost 

21.66 

F.E. Cost 

169.20 

To t a 1 

190.86 

1988-89 

1989-90 

1990-91 

1991-92 

22.67 

21.59 

22.11 

23.33 

5.0 

16.18 

162.73 

II1.70 

117.67 

177.77 

184.84 

135.0 

1092-93 24X5 0.00 ll.a5 

T o t a 1 : - 135.81 ?87.81 2 .62 

(B) 	Physical Work:
 

The population in the malarious areas of the country will
 
benefit from malaria control activities such as :

i. 	 Selective spraying of rural areas with incidence 
above control levels and larviciding operations in
 
urban areas.
 

ii. 	 Increased case detection through PCD and ACD in
 
rural/urban areas. 

iii. 	 ?rompt treatment of positive casesin n rn and rural 
areas. 

iv. 	 Operational research on malaria will be conducted.
 

v. 	 Epidemiolo~ical/Entomological investigations 
alonswith Annual External Reviews of the Project 
will continue. 

(C) 	Item-wise Details of the Project:
 

Please 	 see Annexure III, IV and V. 

9. Forei:Tn Exchange Expenditure Please see ?ara 19 under
 
Forei~n 	Exchange. 

10. 	a) Likely sources and amount Government of Pakistan/USAID/ 
of foreign exchane cost Jnpqn/hE. The entire Foreign
of the project: Exchance requirement of the MCP 

b) 	Prepent position regardin- will he met under Zrant assis
availability, commitment - tance from USAID/Japan and WHO.
or negotiations: 	 The Foreign Exchange will be


utilized to procure primarily
 

insecticides and other commo
dities.
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21. Indicate sources and amount rupee component of project:
 

S o u r c e s 

Federal Development budget
 
and some part under USAID on 

reimbursible basis. 


a) Government sources:
 

i) Grant 

ii) Loan 

iii) Investment 

iv) Direct Government 
Expenditure 

b) Sponsoring Agency's own
 

fund. 

c) Private Investment
 

d) Local body services if any 

e) Non-Government borrowing 

r) Other sources (e.g. 
recoveries) 

22. 	Results of the project:
 

i) 	 Direct benefits. Number 
of persons served, 

ii) 	Indirect and other 

benefits. Contribution 

towards specific targets 

social objectives. 


25. 	 a) Approximate number and 
categories of job oppor-
tunity likely to be 
created indirectly, as 
a result of: 
i) Implementation 

ii) 	Operation of Project 


b) Economic life of compo
nents of project(build-

ings, equipment etc.)
 

Amount 	 Capital Amount ft'r Recur-
Expenditure. ring Expenditure 

Rs.135.81 Rs. 20.00
 
million million
 

The 	total amount will be a
 
Government grant to the Malaria
 
Control Project derived from
 
the 	Federal Development bud-et. 

-

-


The 	people livin- in malarious
 
areas, 	 comprising ?9,$ of the 
population will njoy improved

health due to the reduction in 
malaria transmission as a direct 
out put o" this project. 

Increase of agricultural and
 
industrial output through the
 
availability of healthy !'anpower.
 
Health cover to more than nine
 
crores 	population. 

Organization consisting of 
approximately 6,000 trained 
employees already in existance.
 
Nearly 10,000 spraymen (seasonal
 
labour) to be employed every year. 
Further the posts of Vector
 
Control Officers at District
 
level and more posts of CDC
 
workers at each Union Council
 
basis will be created.
 

- Equipment - 8 - 10 years. 

http:Rs.135.81
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CiPART 

PROJECT REQUIREMENTS 

24. a) Manpower 


b) 	Likely shortage of
 
manpower by occupation: 

c) 	 Steps to be taken to 
assure availability of 
manpower: 

d) 	Approximate number of 

persons required to be 
trained per year (locally 
and abroad) and the kind 
of skills to be learnt: 

e) Give total capital outlay, 
<ive the capital cost of 
mobilizino one worker for 
one 	shift:
 

25. 	?hysicql and other facilities
 
recuired for project: 

26. 	Nateriqls, suDDlies and 
reui-rement : 

To be completed only for 
major items costins more 
t'-an 10% of the total cost: 

27. 	In the case of imported 
material %cecuipment for 
execution, inlicate:
 

a) 	Justification for imports: 


b) Proposed source/sources 
of 	supply: 


Trained manpower is already

available with the programme and 
their salaries are met out of the 
non-development budget at the
 
provincial and the Federal level. 
The 	various categories of manpower 
at 	Federal/Provincial level are 
shown in Annexare-VI. 

NOT 	 APPLICABLE 

NOT 	APPLICABLE
 

In 	service training courses will
 
be 	 offered at the NINRT. Under the 
USAID grant municipal staff will 
receive specialized training in 
urban malaria control. Short-term 
fellowships are also available 
under the project for trainin: 
atroad.
 

iOT 	APPLICABLE 

Please see Annexuore-IV.
 

The chemicals/equipment which are
 
not manufactured/available in the
 
country will be procured from
 
abroad. 

Mainly USAID/Japan or any other 
country where this material/

equipment is available.
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MALARIA CASE PROJWT'IONS WITH AND WITHOUT IE PROAM 

Without the progmme With the profrmA
a/ Malaria Case / Total Malaria Case c/ Total Cases 

Year Population Rate per 10,000 Cases Rate per 10000 Cases Avoid4e
(Mm l. 	 7)1.) (H11. 

1987 100.00 32 0.32 15 0.15 0.17 

1988 103.00 65 0.67 15 0.15 0.52
 

1989 106.10 135 1.43 15 0.16 1.27
 

1990 109.30 281 3.07 15 0.16 2.91
 

1991 112.60 583 6.56 15 0.17 6.39
 

1992 u6.oo 1200 13.92 15 0.17 13.75 

fotal: 	 25.97 0.96 25.01 

a/ 	 Based on an annual rate of increase of 3 percent.
 

_/ ~~alaria incidence was projected on the basis of the disease trends 
of the 1973 malaria epidemic in Pakistan. The estimated case rates 
are considered conservative. The 1992 case rate of 12UO per 10,000 
population without a programme is derived from the estimated case 
rate of the 1973 epidemio. During this epidemic, an estimated 6 
million to 10 million cases of malaria occured in a population of 
67 million. A mid range value of 8 million cases gives a case rate 
of about 1200 per 10,000 population in 1992. 

c/ 	 1he malaria case rate with the programme was derived by using 15 
cases per 10,000 population for the year 1.980 and for each subse
quent year with a malaria programme in place. This fairly conser
vative rate, which is three times the proxramme goal of maintaining 
or further reducing the level to five cases per 10,000 population, 
was chosen on the assumption that the actual number of cases is at 
least three times the reported number of cases. 



Number of &/ 
Year Cases Avoided 

1987 0.17 

1988 0.52 

1989 1.27 

1990 2.91 

1991 6.39 

1992 13.75 

Total: 25.01 
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(Continue) 

MLURIA CONTROL P£OG(LME BENITS 

(Fijurein 8 Mllion) 

Value of Lost _/ 
production duo 

to Work days Lost 

0.51 

1.56 

3.81 


0.75 


19.21 


40.14 


73.98 


Value of Lost c/ 
Production due 

to Debilitation 

1.06 

3.26 

7.94 

18.23 


40.04 


86.11 


156.64 


Valu of J/ 

Treatment 
Cost Avoided 

0.71 

Total 
benefits 
(b++Ld) 

2.28 

2.16 6.98 

5.28 17.03 

12.09 39.07 

26.55 85.80 

57.13 183.38 

103.92 334.54 

a/ The total number of cases avoided were estimated by comparing the 
projected number of cases with and without a malaria control programme. 
An incidence rate of 15 cases per 10,000 population was taken for the 
year 1980 and for each subsequent year with a programme in place. ihis 
rate is three times the programme goal of 5 cases per 10,000 population. 
'his rate was chosen on the assumption that the actual number of cases 

is three times the reported cumber of cases. 

b_/ Value of lost production due to work days lost was estimated by 
assuming that each case of malaria results in six days of lost 
production time per year for the 30% of the population in the labour 
force. A daily wage of Ra. 30.00 or the equivalent of $ 1.67 (exchange 
rate of S 1.00 - 18.00 rupees) was used. 

o/ Value of lost production due3 to debilitation was estimated by assuming 
that each case of malaria results in 25 days of 50% reduced effective
ness for the 30% of the population in the labour force being paid a 
daily wage of $ 1.67. 

4_/ The average daily cost for treatment 
estimated to be Re. 5.00 or $ 0.277. 
is ordinarily treated for malaria is 

of malaria 
The number 
15. 

per patient is 
of days a patient 
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(IAontined)
O RCOMPARISON 0 THE C3T3 AND .IS 


O0NMOL PROC 14M
 

TearTotal 	Coats a/ Total Benefits j_/ Net Benefits 

1987 12.27 	 2.28  9.99
 

1988 9.53 
 6.98 - 2.55 

1989 11.38 17.03 + 5.65 

1990 9.92 39.07 + 29.15 

1991 11.50 85.80 + 74.30 

1992 	 10.52 
 183.38 + 172.86 

Total:- 65.12 334.54 + 269.42 

a/ 	 Includes the A.I.D. dollar and Mondale rupee contribution, the
 
contribution of the Ooverrinent of Pakistan, Federal and irovincial
 
Programmes and that of other donors (WHO and the Government of Japan)
 

b_/ 	 Taken from previous Table.
 

PER CAPITA COSTS OF 11U iALA.IUA COMPROL PROM A'OE 

Total * Per Capita 
Year Population Programme Costs Pro$minACosts( llion )( 	 ) 

1987 100.00 	 12.27 0.12 

1988 103.00 9.53 0.09 

1989 106.10 11.38 0.11 

1990 109.30 	 9.92 0.09 

1991 112.60 11.50 0.10 

1992 116.00 10.52 0.09
 

Total:-
 65.12 	 0.60 

• 	 Also includes.administrative expenditure at Federal and 
Provincial level. 
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A CURE-II
 

" " FI:A: L\AL :hz JJL1; z: O "?"~\'a 0020
U 1. .... 07 .U-.I, CO-MIOL P?.(-OJ-:"T 

FOR -- P-UOD M011O1987-88 TO 1992-93 

(iZ2re in _:llion Rupees_) 

I t e m 1987-88 1988-89 1989-90 1990-91 1991-92 1992-93 T o t a 1 

LCC..L JT-_rJ:-Y 21.66 22.67 21.59 22.11 23.33 24.45 135.1 

OR21 : :<C:&::! 169.20 95.00 156.18 162.75 111.70 93.00 787.31 

-U6_D 2X',L 190.86 117.67 177.77 134.34 135.c3 117.45 923.52 
(Cocal Currncy +
_,orei -n xchan-e) 

3: 	 i) -he entire '2x7epdiure of ?07-o2.n
 
by USA:D/Jz.-an.1n
 

wilI re 	 :'f uii) UL,"ID 	 -.I , /_s - .... l~c- -e ,' 

be c !: : :;,r~ziop/ze.?r-z etc. 
e tc. ,__;3 - )eriolu./r n tI_ 

iii) 2he abv'e calculatinon s 3n e,.cAi.n e rate of 
1 = 3s. 18.00 

http:USA:D/Jz.-an.1n
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RIUI.BZMN 01F IIDCTICIDES, EQJJIPWM ETC, FMr BL&IA COMW0 
FEOJ-U ON CoUor BASIS FOR THE PEIOD FROM 1987-88 TO 1992-93t 

(!e MillionL o-.) 

Si.
 
No. Name of Item k 1987-88 1988-89 1989-W 1990-91 1991-92 192-93 T o t a 1
 
1. 	 Imeticide M.Ton 105.00 91.90 96.50 81.00 85.00 89.20 548.60 

- (Malathion/
 
4 Feritrothion)
 

m 2. j raifaimn~tE
 

- Nozzle Tips Noo. 1.20 
 -	 1.30 - 1.40 -	 3.90 
o - Sprayers 	 6.00 
 - 6.60 - 7.30 - 19.90 
>4 - ULV/Fogger 2.00 - 2.20 -	 2.30 6.50 

3. 	 ULV Synthetic Litres 3.00 3.10 
 3.30 3.50 3.60 3.80 20.30
 
Pyrethroid(1096)
 

4. 	 Transport Nos. 20.00 - 11.00 - 12.10 43.10
 

5. 	 Microscopes 32.00 - 55.28 78.25 - - 145.51 

4 T 	o t a 1 : - 169.20 95.00 ±56.18 162.75 111.70 93.00 737.31.
 

1. 	 Larvicides M.Ton 6.00 6.30 5.50 	 6.10
5.80 6.40 36.10
 
2% Granules
 

2. 	 Larvicides(SC) Litres 2.50 2.60 
 2.70 2.90 3.00 3.20 16.90
 

3. 	 Protective
 
Clothing Sets 1.80 
 1.90 2.00 1.50 1.60 1.70 10.50 
(Sbirt,Shilwar
 
and Turban)
 

4. Hand Gloves Pairs 0.36 0.37 0.39 0.41 0.43 0.45 2.41o (Thick/Thin) 

5. 	 Anti-Malaria Million 6.00 6.606.30 	 6.90 7.30 7.60 40.70 
0.1 Drig(Tab lets) 

6. 	 2ranisportation,
 

o Comaission, duties 5.00 
 5.20 4.40 4.60 4.90 5.10 29.20
 

o 	 and contingencies 

T o t a l : - 21.66 22.67 21.59 22.11 23.33 24.45e135.81 

AIM TOTL(FORGN CRE 190.86 117.67 177.77 135.03184.84 117.45 923.62
 

+ LOCAL CURaENcr) 

Note:-	 The above calculation was based on exohange
 

Rate of Dollar($) 1 - Re. 18.00
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REQUIREK OF INSETICID-M. E IPMFS ETC, FOR MAJARIA CONOL 
PROJECT ON COUNTRY BASIS FOR H PMIOD FROM 1987-88 TO 1992-931 

Si.
 
& Name of Item A/U 1987-88 1988-89 1989-90 1290-911991-92 19 T o t a1
 

1. 	 Insecticide* M.Ton 39,000 2,500 2,500 2,000 2,000 2,000 14,000 
(:lathior/
 
Fenitro thion) 

- Nozzle Tips Nos. 20,000 - 20,000 - 20,000 - 60,000 

- Sprayers 5,000 - 5,000 - 5,000 - 15,000 

- ULV/Fogger 50 - 50 - 50 - 150 
3. 	 UL j ynthetio Litres 10,0OO 10,000 10,000 10,000 10,000 10,000 60,000 

Pyre throid(1096) 

4. 	 Transport NOB. 100 - 50 - 50 - 200 

5. 	 Xicroscopes 1,000 - 1,000 2,112 - - 4,112 

1. 	 Larvicides M.Ton 600 600 500 500 500 500 5,200
 

2A Granules 

2. 	 Larvioldes(EC) Litres 10,000 10,000 10,000 10,O00 10,000 10,000 60,000
 

3. 	 Protective Sets 20,000 20,000 20,000 15,000 15,000 15,000 105,000 
Clothing(shirt, 
shilwar & Turban) 

4. 	 Hand Gloves Pairs 6,000 6,000 6,000 6,000 6,00 6,000 36,000 
(Thick/Thin)
 

5. 	 Anti-Malaria Millions 30 30 30 30 30 30 180 
)rugs(Tablets) 

* 	 The quantity has been worked out on the basis of the requirements of 1Tlathion, 
(50,o 'ADP). In case of Fenitrothion (40% WDP), the quantity will then be almost 
half. These Insecticides can be replaced by other more effective alternative 
Insecticides in case vector species gain resistance to them or other economic 
reasons. 

Estimated rates for calculation of the costs given as under :

1. Malathion 50% W.D.P. 	 as. 35,OOO/M.Ton 

2. Sprayers (10 Litres) 	 as. 1,200/Unit 

3. Nozzle Tips 	 R. 60/Unit 

4. ULV/Fogger (Mini) 	 R. 4OOOO/Baoh 

5. 	 ULV Pyrethroid (106) Rs. 300/Litre 

6. Transport 	 Rs. 2 Lac/Vehicle 

7. Microscopes 	 Re. 32,000/Unit 

8. Larvioides 2% Granules 	 Es. 10,000/M.Ton 

9. Larvioides (EC) 	 Re, 250/Litre 

10. 	 Protective Clothing Rs. 90/Set 

1. 	Hand Gloves (Poisonous Proof) Rs. 60/Pair 

12. 	 Anti-Malaria Drug Rs. 200/1000 Tablets 



FPRVIWE-WISE BREAK UP O INECTICIDES & OTh 3UIPIS IN FOREIGN aICANGEl 
Sl. 
N Articles Province 1987-88 1988-29 1989-9 1990-91 1991-9_ ?92-__ ta 1 

1. Inseotioides PUNJAB(Malatblon/
enitrothion)SI 

192055. 
550 

1600 

450 

1600 

450 

150035 1500 

350350 

1500 

350 

9020 

2500 

(in M.Ton) N.W.F. 

BAL HISTA 

400 

80 

350 

60 

350 

60 

250 

60 

250 

60 

250 

60 

1850 

380 

AZADKASaDs R 50 40 40 40 40 40 250 

T o t a 1 - 3000 2500 2500 2000 2000 2000 14000 

2, Synthetic PINJAB 5000 50oo 5000 5000 5000 5000 30000 

.Pyithroid10% Oc for SIJ 2500 2500 2500 2500 2500 2500 15000 

ULY. 
(in Litres) 

NYA'. 
BALUCHISTAN 

1500 
600 

1500 
600 

1500 
600 

1500 
600 

1500 
600 

1500 
600 

9000 
3600 

AZAD KLSHR 400 400 400 400 400 400 2400 

T o t a 1 t 10000 10000 10000 10000 10000 10000 60000 

3. Sprayers 
(in Nos.) 

PUNJAB 
SIND 

2900 

900 
-

-

2900 

900 

-

-

2900 

900 

-

-

8700 

2700 

N,W.F. 700 - 700 - 700 - 2100 

BALUCHISTAN 300 - 500 - 300 - 900 

AZAD KASHMR 200 - 200 - 200 - 600 

T o t a 1 t, - 5000 - 5000 - 15000 

4. Nozzle Tips 
for sprayers 

(in :os.) 

PUNJAB 

N..F. 

10000 
5000 

4000 

-

-

-

10000 
5000 
5000 
4000 

-
-

-

10000 

4000 

-
-

-

30000 

150M 

12000 

BALUCHISTAN 700 - 700 - 700 - 2100 

AZA.D KASIDJR 300 m 300 - 300 - 900 

T o t a :  20000 - 20000 - 20000 - 60000 

5. ULV/Foggers 
(in Nos.) 

PUNJAB 

SIND 
25 

13 

-

-
25 

13 

-

-

25 

13 

-

-

75 

39 
NOW.f. 8 - 8 - 8 - 24 

BALUCHISTAN 

AZAD KASM4IR 

3 

1 

-

-

3 

1 

-

-

3 

1 

-

-

9 

3 
To t a l 50 - 50 - 50 - 150 

6. Transport 

(in Nos.) 
PUNJAB 

SIND 
50 

23 

-

-
24 

12 

-

-

24 

12 

-

-

98 

47 

LW.F. 16 - 8 - 8 - 32 

BALUCHISTAN 7 - 4 - 4 - 15 

7. Microscopes 
(in Nos.) 

AZ.DKASHMIR 
T o t a 
PUNJAB 
SIND 

N.W.?. 
BALUCHISTAN 
AZAD KAS& IR 
M , -

4 
1100 
540 
220 

160 
60 
20 

1VAAA 

-

-
-
-
-
-
-

2 
50 

540 
220 

160 
60 
20 

-

-

1192 
440 
320 
120 

40 

2 
50 

-
-
-

-

-

-
-
-
-

-
-
-

8 
200 

2272 
880 
640 
240 

80 
A 1 0 



- - - -

-: 37 :- AN URE-Y
(Contirnim) 

PROVINCE-W=S EFA UP 0f1ARYICIDE3 Cnt~~ 

& 01rHM EJIPMEN'M IN LCAL OURNCT 

Si. 
No. 	 Articles Province 1987-88 1988-82 1989-90 1990-91 1991-92 19 Total 

1. 	 Larvioides PUNJAB 300 300 250 250 250 - 250 1600 
26 Tranule SIND 	 170 170 150 150 150 150 940 
(in 	M.Ton)
 

NW.?. 100 100 80 80 80 80 520 

BALUCHISTAN 30 30 20 
 20 20 20 140 

AZAD KASHMIR - -

T o 	 t a l : - 600 600 500 500 500 500 3200 

2. 	 Larvicides PUNJAB 5000 5000 5000 5000 5000 5000 30000 
n res) SIND 2500 2500 2500 2500 2500 2500 15000 

N.W.F. 1500 1500 1500 1500 1500 1500 9000 
BALUCdISTAN 600 600 600 600 600 600 5600 
AZAD KASH1L 400 400 400 400 400 400 2400 

T o 	t a 1 t- 10000 10000 10000 10000 10000 10000 60000 

3. 	 Protective PUNJAB 12000 12000 12000 8000 8000 8000 60000
 
Clothing SIND 4500 4500 4500 3500 3500 3500 24000 
(in Sets) 

N.W.F. 
 2500 2500 2500 2500 2500 2500 15000
 

BALUCHISTAN 500 500 500 500 500 500 3000 
AZA.D KASHMIR 500 500 500 500500 500 	 3000 

T o 	 t a 1:- 20000 20000 20000 15000 15000 15000 105000 

4. 	 Rubber Hanxd PUNJAB 5000 3000 3000 30O0 3000 3000 18000Gloves
 
(in Pairs) SIND 
 1500 1500 1500 1500 1500 1500 9000
 

N.W.F. 1000 1000 
 1000 1000 1000 1000 6000 
BALUCHISTAN 250 250 250 250 250 250' 1500 
AZAD KASMIR 250 250 250 250 250 1500250 

T o 	 t a - 6000 6000 6000 6000 6000 6000 36000 

5. 	 Anti-Malaria PUNJA.B 15 15 15 15 15 15 90 
DrugS 
(in 	Minion) 7 7 7 7 7 7 42 

N.W.F. 	 5 5 5 5 5 5 30 
BALUCHISTAN 2 
 2 2 2 2 2 12 

AZAD KASHMR 1 1 1 1 1 1 6 

T o 	 t a 1 - 30 30 30 30 18030 	 30 



-: 8 :- AMIR-VI(Aj 

DIFFERE1W CATEGORIES O STAFF AT FEDERAL AND 
PROVINCIAL LEVEL FOR ALARIA CONTROL PROJFaT 

8So. Nam of Pont D POUAL2B StN I 
BALUCH-

ISAP NA T0%L 

1. Director 1 . . . . 1 

2. Proviaoial Chief - - 1 - 1 2 

3. Deputy Director (CDC) - 1 - 1 - 2 

4. Senior Scientific Officer(Ent omo iogy/Malariology) 2 - - - - 2 

5. Epidemiologist 1 - 1 - - 2 

6. Assistant Director(MalAria) - 1 - 1 - 2 

7. Public iel3tiOn Officer 1 - - - - 1 

8. District Health Officer/ - 29 13 12 2 56 
District Malaria Control Officer 

9. Entomologist - 1 1 1 - 3 

10. Assistant intomologist 1 29 12 12 2 56 
11. Senior Malaria Superintendent - - 1 1 1 3 

12. Health $ducation/Admn.Officer - 21 2 16 2 41 

13. Malaria Supdt./CDC Officer - 41 13 4 6 64 

14. Parasitologist - 1 - - - 1 

15. Senior Evaluator - - 1 - - 1 

16. Non Medical Evaluator - - 11 - - U 

17. Accounts Officer 1 2 2 2 1 8 

18. Statistical Officer 1 - - - - 1 

19. Transport Officer 1 1 1 1 1 5 

20. Personnel Officer - 1 - - - 1 

21. Office Superintendent 1 1 1 1 1 5 

22. Assistant Incharge 1 - - - - 1 

23. Assistant 8 3 4 2 1 16 

24. Stenographer 4 3 1 1 1 10 

25. Stenotypist 3 7 - - - 10 

26. UDC/UDC-cum-Cashier/Sr.Clerk 4 54 37 30 12 117 

27. Accountant 1 21 15 8 2 45 

28. Store Keeper 1 24 13 10 2 50 

29. Draftsman 2 1 1 3 1 8 

30. Tin Smith - 3 1 1 - 5 

31. Foremn - 1 - - - 1 

32. Meohanio 1 34 15 16 5 71 

33. Auto Electrician - 5 1 1 1 8 

34. Black Smith - 1 - - - 1 

35. Painter - 1 - - - 1 



BLWZCH
S.o. 	Nam of Post DOM PUNJAB SIX- )WFP ISMAN. T L 

36. 	 Tun-r - 1 - - - 1 
37. 	 Welder - 1 1 1 - 3 
38. 	 Trier - 1 - - - 1 
39. 	 Carpenter 1 1 1 1 - 4 
40. 	 Workshop Boy - 6 2 3 2 13 

41. 	 Guard 5 52 27 23 6 113 
42. 	 Mali 1 1 1 1 - 4 

43. asid 	 2 25 12 9 2 50 

44. 	 Naib qasid 10 63 29 26 6 134 

45. 	 Laboratory Atterxant 2 47 13 17 3 82 

46. 	 Gestetner Operator 1 . . .. 1 
47. 	 fftry 1 . . .. 1 
48. 	 Microscope Repair Technician - 1 1 - - 2 

49. 	 Microscopist/Scientifio 5 231 88 76 16 416 
Assistant. 

50. nto. Technician 	 - 8 1 2 - U 

51. 	 Insect Collector 2 58 24 36 10 130 

52. 	 Assistant Malaria Supdt. - 97 66 43 40 246 

53. 	 Malaria Inspector/Assistant - - 61 43 - 104 
Malaria Inspector 

54. 	 Ilaria Supervisor/CDC - 2053 591 655 212 3511 
Supervisor 

55. 	 Sanitary Patrol/Badrages - 84 62 51 33 230 

56. 	 Drivers 13 60 44 54 24 195 

TOTAL 

:B: 	 Temporary labour are also engaged during spraying operation 
on daily wages basis according to areas to be sprayed. 

Federal Directorate of Malaria Control including Malaria TrAining
 

Centre.
 



ORGANIZATIONAL CHART OF OF MALARIA NROLDIRz;CTORATE COI T

( FDAL COy -Ur ) 

DIR4,CTOR (Grade - 19) 

S
Stenographer-Grade-l)-1 
Naib Qasjd Grade-i) -11 
Driver (Grade-4) -1 

I I I Ii I 
Epidemiological tomoiogica Statisticalionr 7i17Z & Trans-[ealh Section uBudget&Accoppy AdministrationSecio
 

Septlop Sectio Secio ont I nt Section II2rt Section I Section 

EpidemiologLt- 1 Senior Scienti- Statistical Health rduca- Assistant Acco- Transport Assistant 
(Grade-18) fic Officer - 1 Officer - 1 tion Officer- 1 unts Officer - 1 Officer - I Director - 1 

(Grade-18) (Grade-17) (Grade-18) (Grade-16) (Grade-16) (Grade-17) 
Assistant - 2 

(Grade-il) Assistant - 2 Assistant - 1 UDC(rade-7)- 1 Assistant - 1 Assistant-in- Office Super
(Grade-ll) (Grade-li) (Grade-l1) Charge - 1 intendent - 1 

Stenographer - 1 Duplicating (Grade-12) (Grade-16) 
o (Grade-15) Stenographer- 1 Draftsman - 1 Machine Stenotypist - 1 Assitat - 1 

(Grade-15) (Grade-8) Operator - 1 (Grade-12) Assistant - 1 (Grde-U) 
;sib Qowid - 1 (Grade-4) (Grade-li) 
(Grade-i) Naib Qasid - 1 Bib %4sid-1 UTDC-cum- Stenotypist - 1 

(Grade-i) (Grade-i) Cashier - 1 Stenotypist - 1 (Grade-12) 
Driver(Cd-4) - 1 rver(G-4)- (Grade-7) (Grade-12) n(Grade-7)- 1 

Naib Q sid - 1 Carpenter - 1 LDC(Urade-5)- 2 
(Grade-i) (Grade-5) Driver(Gd-4)- 4 

NATIONAL MALARIA TRAININGI Naib Qasid - 1 Daftry(Gd-l)- 1 
CENMRE, LAHORE I (Grade-) Naib asid - 1 

(Grade-i) 

Guards(Gdi)- 3 

Mali(Gd-l) - 1 
Sweeper - 1 
(Grade-i) 



Administration 
Officer 
(Grade-16) 

- 1 

Accountant 

(Grade-.8) 
- 1 

Stenographer 
(Grade-15) 

- 1 

Stenotypist 
(Grade-12) 

- 1 

UDC (Grade-7) - 1 

LDC (Grade-5) - 1 

Storekeeper 
(Grade-7) 

- 1 

Senior ',echanic - 1
 
(,;rade -8)
 

Drivers (Grade-4)- 6
 

Naib ,asid - 4 
(Grade-1) 

Chowkidar - 2 
(Orade-1) 

Khakroob - 1 
(Grade-1) 

- 41 


ORGANIZATIONAL CHART OF ATIONL
 
MALARIA ThAINIG CENTRE, IAHOREs 

(F DmAL GOENfM) 

SSENIOR SCIENTIFIC OFFICER -11
 
(Grade- 18
 

Assistant Scientifia 

Officer (Entomology) - 1 
(Grade-16) 


Scientific Assistant - 4 

(Grade-8) 


Insect Collector - 2
 
(Technician) 


Grade-5) 

Laboratory Technician- 2 

(Grade-6) 


Laboratory Atterant - 2 
(Grade-2)
 

A DOM -V(B) 

(Continuedj 

Assistant Scientifio 
Officer (,al~aiology-
(Grade-16) 

1 

Senior Malaria 
Inspector 
(Grade-8) 

- : 

Aalaria Inspector 
(Grade-6) 

- I 

Senior Draftsman 
(Grade-9) 

- 1 



PROPOSED ORG&VIZATIONAL Sr UP OF DIRECMRATE OF MATAI CONIROL AN U-fl (o) 
( F~ AL GovEMMzMNr 

IREcoR (Grae-20) -i1
 

P.A. to Director - 1 
(Grade-16) 

Stenotypist(Gd-12 )-i 

Naib 4sid(Gd-l) - 1
Ii I 

Epidemiologia Entomologica Statistia Health :4Zuca- flucget &Acco-__ ADMI N I TRLTIO0N SEQ I 
Sootio Section Section tion Section Iunts Section C ?TO 

Chief Scientifio Chief Scienti- Chief Statisti- Health iducation Accounts i 
- 1 Officer - 1 Assistant Dixector/Adma-c- 1 cal Officer - 1 OfficerOffioer - 1 fio Officer 


- 1
(Epidemiology) (Entomolof) (Grade-18) (Grade-18) (Grade-17) Supply Officer (Grade-17) 

(Grade-19) (Grade-19) Statistical I
 
- 1 Office Superinteent1

Senior Soientifio Szaior Scienti- Officer - 1 Stenotypist - 1 Accountant 


Offloer - fic Officer - 1 (Grade-17) Grade-12) (Grade-14) (Grad e-16)
 
• (pidemiology) (Entomoloy l | 

Oo Stenotypist - 1 Assistant - 1 Stenotypist - 1 S U PP L Y TA!IENISTHATION 
~Grade-l8) LGsel(Grad.-18, (Grade-12) (Grade-li) (Grade-12) Assistant Inchai Assistant Inoha

-1 As nt -1Stenographer - 1 Stenographer- I Statistical 
(Grade-15) (G'Ide-15) Assistant - 1 Gestetner Assistant - Supply - 1 Adm. - 1 

Operator - 1 (Grarie-ii) - (Grade-15) (Grade-15) 
Stenotypist - 1 Stenotypist - 1 (Grade-ll) (Grade-4) Stenotypist - 1 Stenotypist - 1 
(Gkde-12) (Grade-12) Draftsman - 1 LDC (Grade-5) - 1 (Grade-12) (Grade-12)
Amltant - 2 Entomological (Grade-il) Ni ~i 
(re-il) Assistant - 1 UDC(Grade-7)- 1 Naib 4isid - 1 Assistant - 2 Assistant - 2 

(Qrae-l) Asisant-1I4)(rae7) (Grade-i) Naib '4asid - 1 (Grade-il) (Grade-li)(Grade-i)UDC (Grade-7) - 1 
Assistant - 1 Naib qasid -2 UDOC (Grade-7) - 2 UDC-ou-Cashier 
(Gr-d-i)LDC -( (Grade -5) - i (Grade-7) -1 

(ib QAsid - 2 (Grade-5)-l Driver(Gd-4) - 8 UDC (Gisde-7)-I 
1-ib Qasid - 2 Naib 4asid - 1 LD(Grade-5)- 1 

(Grade-i) (Grade-i) Daftry(Gd-l)-

Naib Qasid - 2
 
(Grade-) 

kTIONkL MALARIA TRAINING 

Guard(Gd-1) - 3 
Mali(Gd-i) --I 

Sweeper 

(Grade-i) 

i 

I 


