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e Be Aware of the risk, the incubation period, and the main symptoms.

Avoid being Bitten by mosquitoes, especially between dusk and dawn.

Take antimalarial drugs (Chemoprophylaxis) when appropriate, to prevent

infection from developing into clinical disease.

Immediately seek Diagnosis and treatment if a fever develops one week or

more after entering an area where there is a malaria risk and up to 3 months

(or, rarely, later) after departure from a risk area. 2011 =2012 = 2013
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Malaria chemoprophylaxis & WHO maps
of the low risk areas in Asia and Latin

o Altitude
e Season

e Urban & periurban areas, popular touristic
resorts versus rural areas, hilly forests, etc

Travellers who spend the nights in very good
conditions (luxury hotels, but also correctly
applied antimosquito measures) versus
rudimentary accomodations

(long term travelers and frequent travelers
versus short term traveling tourists)

| I

America

PART | - SOME HISTORY




TRANSACTIONS OF THE ROYAL SOCIETY OF TROPICAL

The risk of malaria in travellers to
Thailand

(1996) 90, 6806581

Dmd k Hill!, Ronald H. u:hmn! annl David J.
Bradley’ 'The Imsermanional Traveler’s Medical Service,
Unicersity of Conmecqicnt School of Medicine, Farmingson, 1996

Population Sciences, London School of Hygiene and Troprcal
Medicine, Londorw, UK

The prophylaxis of malaria has become complex because of
« increasing drug resistance of Plasmodium falciparum and
« the availability of new antimalarial drugs such as mefloquine

In addition, the perceived risk of malaria by both travellers and
medical practitioners may differ from the actual risk and lead
to inappropriate or excessive use of chemoprophylaxis.

« These issues are particularly relevant when advising travellers to
Thailand, one of the most popular destinations for UK travellers. In
Thailand, most visited areas are free of malaria. However, there is
focal transmission of multi-drug resistant P. falciparum.

8/11/2013

TRANSACTIONS OF THE ROYAL SOCIETY OF TROPICAL
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(1996) 90, 6806581

Table. Malaria attack rates in travellers to Thailand,
1991 1993

No. of . .\]{). (11-

cases  travellers  Case rate
1996 P. falciparum 7 - 1:35012
P. vivax 13 - 1:18 853
Total 20 245085 1:12254°

*Overall attack rate,

In the light of these data, which demonstrate a very low malaria case rate,
current recommendations for malaria prophylaxis for travellers to Thailand
need to be emphasized to avoid excessive use of chemoprophylaxis.

Following risk based recommendations would limit the use of mefloquine
for Thailand and minimize risk of the rare but severe neuropsychiatric reactions
to the drug which are reported in approximately one per 10000 users

malaria in Thailand.

T (STEFFEN et al., 1993), a rate higher than that of the risk for falciparum

: i THAVELERS'
[STRATEGIES OF MALARIA MALAEIA
[PREVENTION IN NONIMMUNE
JISITORS TO ENDEMIC

JOUNTRIES

2001 & 2008

No zero-risk strategies against malaria can be offered, i

¢ and in minimizing the risk the primary principle is, primum non
nocere (first, do no harm)

¢ This dogma is valid in preventive medicine even more than in
therapy; adverse events will impair previously healthy persons (who
are more likely to complain), and there may be situations in
treatment that force one to accept a greater risk.

With this in mind, we must analyze the pros and cons of each of the
four strategic options available for malaria prophylaxis in nonimmune
visitors to endemic countries:

A. information,

B. personal protection measures (PPMs) against mosquito bites,
C. chemoprophylaxis (ie, chemosuppression), and
D

prompt assessment and treatment of symptoms suggestive of
malaria, including emergency self-therapy (standby emergency
treatment) in special circumstances.




[STRATEGIES OF MALARIA
INTION IN NONIMMUNE 2001 & 2008
[ISITORS TO ENDEMIC Whenever possible, recommendations should be

JOUNTRIES based on evidence; that is, on recent
epidemiologic and pharmacologic data (Figure 1).

Unfortunately, there is clearly a lack of reliable
data relevant for travelers.
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Analyzing the available d one

aware that there is great variability in the risk of
malaria transmission, depending mainly on the
duration of stay and the destination.

INFORMATION
T

NO MOSOUITD BITES

Whenever available, the annual entomological
EPIDEMIOLOGIC DATA inoculation rate (EIR?] may indicate the

magnitude of the risk; however, the EIR rarely
takes seasonality into account.

The risk for nonimmune travelers varies
enormously between countries and even within a
country.

VARIABLES USED FOR CONSTRUCTING MAPS

e EIR
= Entomological Inoculation Rate
= mas, where
ma = number of mosquito bites per night and
s = proportion of those bites positive for sporozoites
e API
= Annual Parasite Incidence
= annual case incidence data

= confirmed cases during 1 year/population under surveillance x 1000- e,g,
dark grey areas have an unstable risk of malaria transmission (i.e. annual
case incidence, or API, is reported at less than 1 per 10,000).

e PfPR2-10
= Age-standardised P. falciparum Parasite Rate

= the estimated proportion of 2-10 year olds in the general population that
are infected with P. falciparum at any one time, averaged over 12 months

Risk varies enormously

Transmission du paludisme & Kinshasa
L .|.| IIIJ.'J:I
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[STRATEGIES OF MALARIA
[PREVENTION IN NONIMMUNE 2001 & 2008
MISITORS TO ENDEMIC
JOUNTRIES
e Thus, with respect to chemoprophylaxis, the first
decision in low-risk situations is whether or not to
recommend it.
¢ This balanced approach is increasingly adopted in
Europe; all German-speaking countries have adopted it.
¢ |tis, however, only exceptionally endorsed by the CDC
and various other national expert groups, which (mainly
for legal reasons) prescribe chemoprophylaxis for all
travelers who expose themselves to any degree of risk
of malaria transmission.
¢ In the United States, the CDC only recommends that
travelers "who elect not to take prophylaxis, who do not
choose an optimal drug regimen, etc" may "take along a
dose of antimalarial medication for self-treatment."
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The reghon or cowntry of your destination)

Tirend s by ropien

In many Asian & Latin American regions

(http.://www.dtg.org/21.0.html)

one can dispense with the chemoprophylaxis

(even for adventurous travellers)

e after having an extensive talk with a specialized doctor who
will evaluate the malaria risk depending on the type of
lodgings

* and only when strict measures are taken against mosquito
bites from dusk till dawn

e and malaria emergency treatment is available with complete
instructions.




8/11/2013

Comparison Europa versus US — BIG CONTRAST

CHAFTER 26

CLOSING THE CIRCLE:
COMPLIANCE AND ADHERENCE

14y Kevstos

PHYILES KOZARSKY

[ Every case of malaria in a traveler represents a failure}
failure of public health and the travel industry to
promote awareness of the risk, failure of the traveler to
seek pretravel health advice, failure of the health care
provider to provide appropriate advice, and most
@ important of all, failure of the traveler to adhere to

% appropriate recommendations for preventing the infec-
F‘ tion. Recent data from GeoSentinel, the global surveil-

Comparison Europa versus US — BIG CONTRAST
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MINIMAL RISK TRAVELLER
Patricia Schiagenhatf Lawfor University of Zurich Centre for Travel Maedicine, 2006
Switzerfand

Many travellers will, however, visit countries and regions with a low risk, others will alternate
between high and low risk regions and some, particularly business travellers, will have
frequent albeit brief periods of exposure.

¢ one size malaria recommendations are illusionary

Advising low risk travellers is a challenge:

*  What is the risk of malaria at the destination?

«  Which species is pre-domii he life i falciparum or the more
benign Plasmodium vivax?

e What are the pitfalls of personal protective measures in areas where the perceived risk is
minimal?

* Should a chemoprophylaxis be recommended for low
risk areas if the risk of drug associated adverse events
outweighs the risk of acquiring malaria?

«  Cantravellers be empowered to recognize and treat malaria using a standby emergency
self-treatment?

The key to advising minimal risk travellers lies in
+  risk-benefit analyses

. evidence based recommendations

+ Individually tailored, expert advice

Who Needs Drug Prophyla

My Personal View 2005

Lars Rombo

against Malaria?

Along tradition of successful malaria prophylaxis with chloroguine bed to a dogma that drug prophylaxis should be givel
rogardless of risk a5 soon as o traveler antered endemic areas. This pravailed also when resistance to chioroguine and
advarse effects of aharnatives becamae a problem. A costbenefit analysis of the risk for malaria versus risk for adversd
effects and cost of the recommended drug is not unifermly spplied and drug prophylaxis is still advocated aven whal
the risk for savare adverse effects greatly axcoads the risk for malaria, which is unathical

Lars Rombo, MD, PhD, DTM&H: Professor, Department of
Infectious Diseases, Malarsjukhuset Eskilstuna and
Karolinska Institute, Stockholm, Sweden.

JTravel Med 2005; 12:217-221.
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Who Needs Drug Prophylaxis against Malaria?
My Personal View

Lars Rombo

JTravel Med 2005; 12:217-221.

¢ The habit of recommending prophylactic drugs - even when
the risk for malaria was only theoretical - prevailed

e The risk for malaria is often presented as the proportion of
the local population with malaria each year,

e for example, the annual parasite incidence (API), which is how
many per 1,000 in a local population have been diagnosed with
malaria during a year.

¢ The API is often given for separate districts within a country
as it is most often used for national malaria programs.

— The index cannot be used for travelers’ risk assessment in
countries with high endemicity as asymptomatic carriers and
patients given presumptive treatment are not included.

— The API for a district is most valid as a risk estimate for a traveler
visiting relatives or friends among the local population.

¢ The risk, however, is less for visitors than for the local

@ population, for the following reasons:

8/11/2013

Who Needs Drug Prophylaxis against Malaria?
My Personal View

Lars Rombo

JTravel Med 2005; 12:217-221.

The risk is less for visitors than for the local population,
for the following reasons:

1. Visitors usually spend much less than a year in the
endemic area.

2. \Visitors usually go where other people live, that is, to
urban areas; malaria outside tropical Africa is scanty or
nonexistent compared with rural areas.

3.  Most tourists visit malarious areas during the dry season
when there is generally less risk of transmission.

4. Most visitors use some sort of protection, whether it be
repellents, protective clothing, or air-conditioned quarters.

5. The quality of housing for visitors is generally better than
for the local population, that is, accommodations with
glass windows and doors that can be sealed.

Who Needs Drug Prophylaxis against Malaria?

My Personal View  When Is the Risk for Malaria High Enough to Warrant
Lars Rombo the Use of Prophylactic Antimalarials?

It has recently been suggested that drug prophylaxis
should only be used in areas where the risk in the local
population exceeds 10 cases of P. falciparum malaria per
1,000 inhabitants per year, approximately 1 in 100
person-years.

Petersen E. Malaria chemoprophylaxis: when should we use

it and what are the options? Expert Rev Antiinfect Ther 2004; 2:89-102.

| prefer to recommend that prophylaxis with drugs be
given

exceeds 1 in 10,000 travelers

T if the risk for malaria despite other precautions

M JTravel Med 2005; 12:217-221. -




Who Needs Drug Prophylaxis against Malaria?
My Personal View

Lars Rombo

JTravel Med 2005; 12:217-221.

e Antimalarial drugs are prescribed to far too
many travelers.

e To prescribe a drug and feel content with the
fact that you have done your part, and that it is
then up to the traveler to accept the drawbacks
concerning price and potential adverse effects,
is not an ethical approach.

ONE SIZE FITS ALL DOES NOT EXIST

one size malaria recommendations are illusionary

“EENDUIDIGE RICHTLIUNEN — VOOR IEDEREEN BRUIKBAAR

EN

TOCH IN STAAT STELLEN OM ADVIES OP MAAT TE LATEN MAKEN"

LA LETTRE
de la SOCIETE DE MEDECINE DES VOYAGES

Lettre de liaison des centres de vaccination
et d'information aux voyageurs

Il est temps de franchir le pas !

tries il
»

vigilance France | ;
e Vordre de 1/100 000 pour toute

8/11/2013
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I est temps de franchir e pas

2013

e Oui il est temps de franchir le pas d’une réduction des
indications de la chimioprophylaxie dans les zones a
faible, voire tres faible risque de paludisme pour les

voyages touristiques « standards ».

¢ Ces zones correspondent essentiellement a I'’Amérique

tropicale et a I’Asie du Sud et du Sud-Est.

¢ La principale justification a cette évolution logique est
I"application d’une régle de conduite dont la culture
médicale frangaise n’est probablement pas assez

imprégnée : la balance bénéfice/risque.

8/11/2013

2013

[ est temps e franchir e pas!

e cela fait des années que plusieurs pays

d’Europe du Nord ne recommandent plus de
chimioprophylaxie pour ces zones avec ces
mémes arguments, méme si un traitement de

réserve est dans certains cas proposée, ce qui

reléve d’une certaine hypocrisie !

e C'est le role d’une société savante que d’étre
un peu en avance sur les recommandations
nationales et de contribuer a les faire évoluer,

"@ MALARIA
e | jouRsiaL
e/

RESEARCH Open Access

Declining incidence of imported malaria in the
Netherlands, 2000-2007

Abstrast

Background: To describe the epdermickogy and e

Methods: &
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O number of protected travelars
B number of unprofected travelers
incidence in all ravelars
= incidence in unprotected travelers
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Figure 3 Overall incidence of imported Alasmodium falciparum malasia in the Netherlands, 2000-2007, and rumber of travellers to
malaria endaric regices.
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Figure $ Region-specific of imported Plasmodium falciparum malaria in the Netherlands, 2000-2007, and number of travellers to
malaria endemic regions - Central and South America

Malaria chemoprophylaxis & WHO maps
of the low risk areas in Asia and Latin
America

PART Il - ACTUAL MAPS

8/11/2013
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CISTM 13 LECTURE NOOR

accessed at 9th October 2013

Malaria Maps: Relevance for
Travel Recommendations
o A -

EMRL/ Wellcome Trust Research Programme.
Malaria Public Health Department

Objectives

1. Describe the process of making and updating
malarla maps

ol

Pravide sxamples of malaria maps fraely
available on the intermet

Discuss which kind of malaria maps and how
they could be used to update travel
recommendations

8/11/2013

Mapping Malaria Transmission:
The main approaches

1.Expert opinion
2.Climate suitability
3.Vector distribution & bionomics

4 Farasite rate

Mapping Malarla Risk in Africa [MARA)

e . oo, 2

Malaris endemichy was defined 83 areas climutically

MARA Malaria endemicity mapping

Se2 upin 1996 with WO in Durban, South Africa

ble for malaria

nga
Logh o rainfall

Fous of mapging malaria risk in Africa

Developed seversl malaria mapping products.

Formally funded in 1997 by the IDRC Fain inguts
Fuazy Climate Suitability = o8
= climate parameter

Uz vabor when climatic conditions sre wnsuitable
55 value when elimatic condition

suitabile

Dantastasn of Ercerna: Malaia http://www.mara.org.za/

MARA Malaria Seasonality mapping

Climate suitability index used to define spatial
extent

Ralnfall patterns and volure used to define
nality

Daumumen Mose

Al maps of malaria in Adobse Acrobat (pa) format
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maprEmE 4

Malaria Atlas Project (MAP]

et Pomr g, o e k)

Malaria Eesources Comtral

Set up In 2005 by the University of Oxford and the
h Proge in Mairobi

Funded by the Wellcome Trust, UK Malaria Vectors Country Profiles Bood Disorders

Focus on mapping maslaria globally

*20,000 gec-coded parasite survey data assembled

Developed several malarla mapping products Popslatioers at Risk  Modelling

Highlsghts.
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VARIABLES USED FOR CONSTRUCTING MAPS

e EIR
= Entomological Inoculation Rate
= mas, where
ma = number of mosquito bites per night and
s = proportion of those bites positive for sporozoites
e API

= Annual Parasite Incidence

= annual case incidence data

= confirmed cases during 1 year/population under surveillance x 1000- e,g,
dark grey areas have an unstable risk of malaria transmission (i.e. annual
case incidence, or API, is reported at less than 1 per 10,000).

e PfPR2-10
= Age-standardised P. falciparum Parasite Rate
= the estimated proportion of 2-10 year olds in the general population that
T are infected with P. falciparum at any one time, averaged over 12 months

PLoS Medicine | www.plosmedicine.org 0300 February 2008
| Volume 5 | Issue 2 | e38

mapEER

Figure 1. P. falciparum Malaria Risk Defined by Annual Parasite Incidence (top), Temperature, and Aridity (bottom)
Areas were defined as stable (dark-red areas, where PAP1 > 0.1 per thousand pal, unstable (pink areas, where PAPI < 0.1 per thousand pal, ar na risk
(light grey). The few areas for which no FFAPI data could be abtained, mainly found in India, are coloured in dark grey, The borders of the 87 countries
defined as P. falciparm endemic are shown. Highland areas where risk was excluded due to tem perature appear in light arey. The aridity mask
exclucled risk in a step-wise fashion, reflected mainly in the larger exients of unsiable (pink) areas compared to the top panel, particularly in the Sahel
and southwest Asla (southern Iran and Pakistan)

doi:10.1371fjournal pred 0050038 6001
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MAP http://www.map.ox.ac.uk/

MAP http://www.map.ox.ac.uk/
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CISTM 13 LECTURE NOOR

pro’s and Con’s

accessed at 9th October

8/11/2013

MALAR
-y s

1. Areas of high transmission, where the
reported incidence of confirmed malaria due to all
species was 21 per 1000 population per year

* 2. Areas of low transmission, where the )
reported malaria case incidence from all species was
<1 per 1000 population per year but greater than 0.

Transmission in these areas is generally highly
seasonal, with or without epidemic peaks

3. Malaria-free areas, where there is no continuing
local mosquito-borne malaria transmission,
and all reported malaria cases are imported

16



-
’ Seven levels of endemicity are shown

e >100 cases per 1000 population per year;

e > 50 cases per 1000 population per year and < 100 caseq
e >10 cases per 1000 population per year but < 50 cases

e >1 cases per 1000 population per year but < 10 cases

8/11/2013

e >0.1 case per 1000 population per year but < 1 cases
e >0 case per 1000 population per year but < 0.1 cases

¢ Orecorded cases

LT K ST A e CORRTI 4 P SSTH D SIS S I et
P ——r

Fig. 54  Steps trom malagia control o elimination

WHO cartification

PR < 5% < 1 casa1000 poputaton 0 locally l
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————— e
i | | | PREVENTION OF
CONTROL }—» PRE-ELIMINATION —»  EUMINATION  — el rion
| ]
Lst programma Tad progranme
Teceinataton rearinlalion
SR ahdaor g g i poaivty 3.

Lancet 2013; 382: 900-11 o Prevention of re-
introduction

Iraq

0 Elimination

Algeria; Azerbaijan; Georgia;

Kyrgyzstan; Republic of (S)

Korea; Saudi Arabia.

Tajikistan; Turkey;

Uzbekistan:

0 pre-elimination

Argentinia; Cape Verde;

Democratic People’s

Republic of (N) Korea; El

Salvador; Iran; Malaysia,

Q& Mexico, Paraguay, Sri Lanka|
L) 0 South Africa =C

—quid subregions ?.
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Figure 2: Percentage seckoction in anmwal pastsi incdence [APT] i the 34 malasa-dsnating ountries, 200010

W) Worid Malaria Report 1012 | w0 Wi Mataria epart 2011
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Possible

* May give a sense of (pseudo or false)-precision

¢ Based on incomplete or unstable / very
variable data, or on rather theoretical modeling

¢ Maps give a snapshot of a certain moment or
period, data may be outdated - malaria risk
changes over time and season and most data is
based on local transmission

¢ Different maps do not always correlate : can
increase confusion ...
Nevertheless = maps are very handy to give a
general impression & are helpfull for the expert
T to form an opinion / formulate an advice

18



Possible drawbacks of maps : instable malaria

Severe malaria outbreak in
northern Cameroon

A malaria upsurge in the town of Maroua, in the far
north [ Nord region] of C: , has led
to the death of hundreds of people.

Maroua is located in the Extreme-Nord region of
Cameroon, an area usually regarded as a
relatively low risk area (0.1-1.0 case per 1000
population per year) for malaria compared with
the southern part of Cameroon (more than 1
case per 1000 population per year)
(WHO.World Malaria Report 2012

An outbreak of this size in an otherwise endemic
area is probably only possible by an increase in
the transmission potential and an increase in
the number of infected people. Poor compliance
with insecticide treated nets is probably nothing
new, and can therefore not explain the sudden
increase in the number of infected people.
Treatment failure could be an explanation, as
most 1st line treatments are done with drugs
purchased outside hospitals and clinics, and
poor quality drugs used for treatment at home
could be an explanation.

Possible drawbacks of maps : confusion

[ ————————
- + e

http://www.fitfortravel.scot.nhs.uk/destinations.aspx

e e

Copyright Tropimed ®
May not be multiplicated

Possible drawbacks of maps : confusion

8/11/2013
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Malaria chemoprophylaxis & WHO maps
of the low risk areas in Asia and Latin
America

PART Ill - EXAMPLES

In many regions the risk for aquiring malaria for a
traveler nowadays

is comparable with

“the risk for vivax-malaria in the marshes
("polders") around Antwerp 100 years ago,
where my grandpa lived ...”

M Coosemans — CISTM 13 — Maastricht

Malaria in Belgium in the 19 & 20th century

‘naar 1 Noorden viiegen*
A parish priest nominated in the “Polders”
was not considered as a promation but

rather a punishment

Figesn 5.1 Soarbe nan sl b By, 19511938
"1

-

(Devos 2006)
—

8/11/2013
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China

China Copyright Tropimed ®
May not be multiplicated

8/11/2013

s B o

2012
GREECE

Malaria:

¢ Very limited malaria risk (P. vivax only) may
exist from May to October in villages of
theEvrotas delta area in Lakonia district (an
area of 20km?2) in agricultural area with large
migrant populations.

e There is no risk in tourist areas.

e Recommended prevention in risk area: |

21



HELLENIC CENTRE FOR DISEASE CONTROL AND PREVENTION 2012

MINISTRY OF HEALTH

EPIDEMIOLOGICAL SURVEILLANCE REPORT
MALARIA, 2012 (01/01/2012- 03/09/2012)

Figure 2: Distribution of lecally acquired by week f symptoms, Greece, 01/01 until
Q30802032 (o8l

8/11/2013

Malaria chemoprophylaxis & WHO maps
of the low risk areas in Asia and Latin
America

ASIA
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Malaria prophylaxis policy for
Sub Continent

RH Behrens® !, 2 Bisoffid, A Bjorkman?, | Gascon®, C | 5T Jelinek”,
F Legros®, N Mithlbenger”, TropNetEurop and P Voltersvik®

from Eurcpe to the Indian

Malavia journal 2006, 5.7 doi10.1184/1475-2875-5-7

The Risk of Malaria in Travelers to India

Raguhild Janeor nd Pa

Malaria Journal Sadted o

segros. MA, Stefania 1 Amato, MD, |
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RESEARCH Open Access

The incidence of malaria in travellers to
South-East Asia: is local malaria transmission
a useful risk indicator?

Conclusion:

The intensity of malaria transmission particularly sub-national activity did
not correlate with the risk of travellers acquiring malaria in the large
numbers of arriving visitors.

It is proposed to use a threshold incidence of > 1case per 100,000 visits to
consider targeted malaria prophylaxis recommendations to minimize use of
chemoprophylaxis for low risk exposure during visits to S-E Asia.

Policy needs to be adjusted regularly to reflect the changing risk.
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G 'WHO 2012 Malaria:
v N pet Limited malaria risk — P. vivax (88%), P. falciparum (12%) — exists
Fi ’.. throughout the year, except in the districts of Colombo, Galle,Gampaha,

Kalutara, Matara and Nuwara Eliya.
Recommended prevention in risk areas: Il

e Belgian Guidelines

e There is no malaria risk in Colombo, Galle, Gampaha (North
of Colombo), the Kalutara & Matara districts (South of
Colombo), nor in the central district of Nuwara Eliya.

e Measures for protection against mosquito bites in the
evenings and at night are sufficient here. In case of fever,
malaria should always be considered.

e However, in the rest of the country below 800 m, which is
most areas, there is a variable but limited malaria risk, and
the protective measures against mosquito bites in the
evenings and at night are sufficient for travellers who spend
the nights in very good conditions (exclusively luxury hotels);

* however, the recommendations for prevention of malaria

@ discussed in NOTE 1 apply for other travellers.

¢ In case of fever, malaria should always be considered.
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Bangladesh
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Southern China

WHO 2012 Malaria risk, including P. falciparum malaria, exists in Yunnan
and to a lesser extent in Hainan.

Limited risk of P. vivax malaria exists in southern and some central
provinces, including Anhui, Ghuizhou, Henan, Hubei,Jiangsu.

There is no malaria risk in urban areas.
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AmJ. Trop. Med. Hyg., 88(3). 2013, pp. 526-335
doi:10.4269/mjiimh 2012120217
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From: Travel Medicine Clinical Discussion List
mailto:TRAVELMED@yorku.ca] On Behalf Of

“ My niece is going to work for 4-6 months in some primate
research in Malaysia: Segari Melintang Forest Reserve, in
the coastal region of the Perak State.

I've found some data suggesting that there is some malaria
there, but no hard data for this area.

My sense is that chemoprophylaxis is probably indicated,
but wanted to get any information from those who may
know the area.”

1. Do nothing special

2. Use only repellents If overnight stays are in a well-
arganized environment

3. Use only repellents & SBET (as in Switzerland)

4. Use only repellents & emergency Atov/Prog
prevention

5. Take chemoprophylaxis and use repellents all the time

Indonesia
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Fecommended prevention n rsk areas [

Wha 2011 Malaria: Makaria 1k exests onfy m ied fooi in the deep hinterdand
Uirban and coastal areas are fes Som mana

- crogune and sulfadaune-pyfimeramine reporied 7
nan P nowiesi infecton reported. P yacax

resEance: 10 chioiogune teponied.
Recommended prevention n ek aress IV \

S

NATIONAL STRATEGIC PLANNING FOR THE ELIMINATION
OF MALARIA 2011 - 2020

Target: Elimination of locally acquired 24.5% pop. at
malaria in Malaysia by 2020

risk

0.4% pop.
atrisk
19.7% pop. at
G Sabah and
Sarawak:
elimination by

West Malaysia: 2020.

eli n by 2015.

CRITERIA
Incidence > 1 / 1000 population

Incidence < 1 / 1000 population

No local tra

My niece is traveling to the Far East — 1 month in Thailand -1
month in Cambodja — 1 month in Laos — 1 month in Vietnam;
The accomodation for the nights are very varied (very
primitive in a tent or with the local population to more
comfortable in a motel or hostel)

After reading the information on the site of the tropical
institute, ik think she needs to take Atovaq/Prog for at least
2,5 months (Laos, Cambodja, part of hailand). Is that correct ?
She really does not know the exact locations she will visit

1. Do nothing special

! 2. Use only repellents If overnight stays are in a well-
[ b organized environment

3. Use only repellents & SBET (as in Switzerland)
4.  Use only repellents & emergency Atov/Prog prevention
5. Take chemoprophylaxis and use repellents all the time
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VIET NAM
WHO 2012

the four central highlands
provinces Dak Lak, Dak Nong,
Gia Lai and Kon Tum,

Binh Phuoc province,

and the western parts of the
coastal provinces Khanh Hoa,
Ninh Thuan, Quang Nam and
Quang Tri.
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Micranion ann Mesasis

| Indonesia . \Malaysia

Fig 1=-Magnitude of cross-border migration in Greater Mekong Subregeon. Cacuslie of al, un-
dated; Adapled from Save the Children, undated; MMM and AMC, 2008; Lewis of al, 2010;
Huguat and Chamratrithirong, 2011

8/11/2013

Cambodja

W w

THE AREA IN
MALARIA

fegend shaws thel
degres ofish of
malonia throughout the
Kingdom

s natewerthy for e ol
thot found within its
borders oro the most
bighly drug resstont
Torms of malaria in he
workd. Strung Teeng

thotare consdersd 1o
bove the highes ik of
cloric in Indoching

Thadarsd

e Wi Ml R

32



L Copyright Tropimed ®
ao May not be multiplicated
Chisa
Laos . LAOS IMT 2013:
Maiana Encermc Areas . - . .
There is no malaria risk in the
. Vil Hom Rak e et sy Capital Vientiane and a low risk in
Phings ol Viatass the city of Luang Prabang.
s’ Bucimetzqie For most organized tours with
£ e AT overnight stay in luxury hotels, no
i omerskaess  intake of malaria tablets is
PC L ree—— necessary and precautions against
Py ‘?3:'(\ o= mosquito bites are sufficient.
' & In case of fever, malaria should
iy . '*9 always be considered.
b Y .Y However, there is a malaria risk
5 throughout the rest of the country.
Thaitand . “z} The recommendations discussed in
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Malaria chemoprophylaxis & WHO maps
of the low risk areas in Asia and Latin
America

LATIN AMERICA
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“ My daughter is going to do a trip with the “Damiaanactie -
RacH 7. Action Damien” for 4 weeks in Nicaragua — with a stay of 3
weeks in one place and a trip of 1 week in the south-
western region,

Some members of the group are prescribed chloroquine”
What do you advice

[

Do nothing special

Hondires: A 2. Useonly repeJrlents If overnight stays are in a well-
~ organized environment

£ 3. Use only repellents & SBET (as in Switserland)

| 4. Useonly repellents & emergency chloroquine
prevention

5. Take chemoprophylaxis and use repellents all the time

001 ar-10 I -50 s [0
Distributior nfirmed malaria cases (per 1000 populz )

cific

Nicaragua

318 TG P 0 1 8 e B DA by RegHn Avinama del Akatico Norle Wi s5orasc
4, Lbom

BT RS TGO e 8 1 8 MTGer S mUACRESeS 1 Chnandege, Léon. Manspus. Mstigeips, Regiin Autteoms del
s Ser
Saniral and westarm Saparimacts bl £ nk i T e 1 conaend 55 be ety low of cegagie

8/11/2013

Nicaragua
P g e ol
Honduras " K s i
B j !
Sabvadcs
| . q
4 4
Caribsbs "
] L]

34



Guatemala
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CASE REPORT Open Access

Plasmodium vivax congenital malaria in an area of
very low endemicity in Guatemala: implications
for clinical and epidemiological surveillance in a
malaria elimination context

Maria Eugenia Casielancs ', A&
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Malaria in Hxghiands of Ecuadar since 1000

Figure 6. Numbsr of hosptal admissions for matana in sach province of Ecusdor in pesk malaria years of A) 1965, B) 1990, and ©) 2000,
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Malaria chemoprophylaxis & WHO maps
of the low risk areas in Asia and Latin
America

AFRICA
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Malaria indicator surveys demonstrate a markedly
lower prevalence of malaria in large cities of
sub-Saharan Africa

Increase of malariarisk

e Haiti I!!
¢ Nairobi ? ...
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Possible

Nevertheless = maps are very handy to give a
general impression & are helpfull for the expert
to form an opinion / formulate an advice

May give a sense of (pseudo or false)-precision

Based on incomplete or unstable / very
variable data, or on rather theoretical modeling

Maps give a snapshot of a certain moment or
period, data may be outdated - malaria risk
changes over time and season and most data is
based on local transmission

Different maps do not always correlate : can
increase confusion ...

Figure 2

Nombre de décés dus au paludisme et taux de mortalité dans la région
Europe de 'OMS, 1971-1999,/Number of deaths for malaria and fatality
rates in WHO Europoan Reglon, 1971-1999
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7.2 Precautions

Cave !l

Patient’s delay & Doctor’s delay
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