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FOREWORD

The purpose of these guidelines is to help agencies such as the
Office of the United Nations High Commissioner for Refugees (IINHCR),
and other organizations and nongovernmental organizations (NGO)’s
that provide assistance to refugees and displaced populations in tropical
countries, to manage the malaria problems encountered in such situations.

It should be borne in mind that malaria is only one of the many
public health problems that require urgent attention in a crisis situation.
These guidelines should be used as a complement to the more general
guides on assisting and providing health care for refugees that are issued
by the various agencies. Malaria control poses problems that are often
rather complex and do not respond to simple interventions of general
applicability.

Malariz is by far the most widespread of the so-called tropical
discascs. Together with malnutrition, diarrhoea, acute respiratory
infections and measles, it is one of the most common health problems of
displaced populations.

In recent decades most endemic countries have changed their
strategy of malaria control, as a result of the failure of the global malaria
eradication programme which dominated the planning of antimalaria
activities during the 1960’s. A Global Malaria Control Strategy was
adopted by the Ministerial Conference on Malaria held in Amsterdam in
1992 (WHO, 1993a), but there is still some confusion among general
public health workers as to the short- and long-term effects that result
from various antimalaria interventions.

An essential element of the Global Malaria Control Strategy is
the recognition of the variability of local malaria problems and, therefore,
of the need to adapt control interventions to local variations. Malaria
control among refugees and displaced populations requires similar
adaptability, complicated by the emergency situation and the general lack
of material and human resources. These guidelines are designed to assist
public health authorities in selecting malaria control activities adapted to
such situations.
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Because of the variability of malaria problems, it is difficult to lay
down clearly prescriptive guidelines, and yet to provide advice that will
be generally useful and understandable te non-specialized public health

workers. ‘

These guidelines are not intended to replace the involvernent of
specialists, particularly for the planning and implementation of
transmission control intexrventions. Their main purpose is to facilitate
understanding of the malaria problem and communication between
generalists and specialists when antimalarial activities that go beyond the
simple management of disease must be envisaged.

These guidelines may also serve as a reminder to specialists of a
number of problems peculiar to the situation of refugees and displaced
populations that lie outside the experience of many malariologists. Thus
they describe such problems, and the common ordeals suffered by refugees,
in a way that may appear somewhat simplistic to personnel engaged in
relief work.




CTD/MAL/?6. &

ACKNOWLEDGEMENTS

During the preparation of this document most valuable
advice was obtained from Dr AV, Kondrachine, Chief
of the Malaria Unit, WHO headquarters, and from the
professional staff of the unit. The draft text was circulated
within WHO headquarters and the WHO regional offices
and the helpful comments received are gratefully
acknowledged, particularly those obtained from Dr ES.M.
Bassani, Director, Division of Emergency and
Hurmanitarian Action; Dr V. 5. Orlov, Senior Regional
Malaria Adviser, South East Asia Region; Dr A, Beljaev,
Regional Malaria Adviser, Eastern Mediterranean Region;
Dr L. Self, Malaria Adviser, Western Pacific Region; and
Dr R. L. Kouznetsov, Dz B Carnevale, Dr C, Delacollette,
Dr A. Teklehaimanot, and Dr A.B. Knudsen, from WHO
headquarters.




CTD/MAL/?6.6

1. INTRODUCTION

The continuous increase in the numbers of refugees and displaced
persons during the last two decades, with its dramatic consequences of
hunger, stress, infection and death, has been described as a symptom of
the ills of our times (UNHCR, 1993).

UNHCR has estimated that in 1993 the number of refugees sensu
stricto had reached 18.2 million, to whom 24 million people displaced
within their own countries should be added. Perhaps the most disturbing
feature is the overall trend in the problem, the scale of which has grown
considerably faster since the mid-1970s; while in 1978 there were 4.6
million refugees dependent on the assistance and protection of the inter-
national community, by 1993 there were four times as many (UNHCR,
1993; see Figure 1). Paradoxically, this growth has apparently increased
after periods of relaxation of the major international tensions. Although
the number of refugees sensu stricte has diminished in the last two years,
the total number of displaced people continues to increase (UNHCR,
1995). ‘ :

The conditions that force people to leave their homes and seek
refuge elsewhere are often extremely violent and may be compounded
with the destruction of homes and villages. In most cases refugees have
to endure all kinds of deprivation during the period of displacement. When
they are finally able to settle somewhere, they may not have any form of
shelter until they are cared for by a relief agency.

As a result, refugees are highly vulnerable to health hazards. Re-
corded mortality rates in the first weeks of refugee settlement can reach
levels of more than one for every 1,000 people each day, children under 5
years of age incurring the highest risk (Glass ef al., 1980), and are often
30 to 60 times higher than the rate in the local population (Toole &
Waldman, 1990). These very high rates are only an indication of the
even more dramatic situation during the displacement period, when no
information is recorded. Mortality rates often drop to about one for
every 10,000 people a day during the first few months that some basic
care is provided; further reductions are an indication of the adequacy of
relief measures in meeting the basic needs for food, water, shelter, sanita-
tion, immunizations - particularly against measles - and control of prevalent
communicable diseases. In malarious or potentially malarious areas, the
exposure to malaria transmission among refugees is several times greater
than that of local people living under normal conditions.

4
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Malaria morbidity and mortality have always increased dramati-
cally among refugees in tropical areas, because of the additional exposure
mentioned above. Moreover, during the last decade the problem has
become even more severe, and continues to worsen, as a result of the
spread of resistance of Plasmodium falciparum to common antimalarial drugs
throughout the world, which makes control more difficult.

The growing numbers of refugees and of episodes of massive exo-
dus are a matter for serious concern for all international organizations,
whether their focus is relief or development. In dealing with the problems
of refugees, it must be recognized that each refugee problem is different;
although the response should be guided by knowledge of the problems
and past experience of dealing with similar situations, it should also be
based on a rapid but thorough assessment of each concrete situation.

WHO has always been concerned with providing technical guid-
ance to relief agencies, and has collaborated in planning, guiding and
evaluating health care to refugees and in preventing or controlling epi-
demics following natural or social disasters. The increasing scale of the
refugee problem and the general worsening of the malaria situation in
recent years have prompted the preparation of this review and guidelines, -
which are intended to contribute to an understanding of the problem and
the planning and implementation of locally relevant interventions. -

1.1 Evolution of the refugee problem and relief action

After the First World War, international concern with refugees
was directed towards legalizing the status and repatriating when possible,
more than half a million prisoners of war and one and a half million refu-
gees and displaced persons, as a consequence of the war, the Russian
revolution and the collapse of the Ottoman Empire. The League of Na-
tions created a High Commission for Refugees in 1921. After the Second
World War, in 1947, the United Nations established the International
Organization for Refugees, which was replaced in 1951 by the Office of
the United Nations High Commissioner for Refugees, known as UNHCR.
It was then expected that the problem of the one and a quarter million
refugees created by and in the aftermath of the war would be 4 temporary
one and that the main role of the organization would be to legalize their
status, improve their health and facilitate, through negotiation and inter-
national collaboration, their integration into the societies that had received
them. Their resettlement, considered necessary for the maintenance of
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world peace, was also aided by the fact that European countries needed
their techrical and agricultural skills to help in postwar reconstruction
(Sirnmonds, 1984). It was expected that after accomplishing that task
the organization could be dissolved. UNHCR was therefore established
initially for a period of three years.

Contrary to those expectations the number of refugees continu-
ously increased throughout the period of the Cold War. As international
political conflicts involving countries of the Third World became more
frequent, they often resulted in mass exodus, while recipient countries
seldom had the capacity to integrate the refugees into their economies.
The sheer numbers and the slow procedures for finding permanent asy-
lum resulted in the perpetuation of their state of waiting for settlement in
a recipient country. Moreover, as already mentioned, the end of the Cold
War did not result in a lessening of the refugee problem but, if anything,
in it constant intensification.

These developments have been responsible for substantial changes
in the scope of international relief, as well as in the concept of who is a
refugee, and for the progressive involvement of development and politi-
cal agencies in emergency relief operations. Some of these changes are
surmnmarized below:

{a) The objective of international protection for refugees changed from
being predominantly a search for integration in the recipient country, or
reinstallation in a third country, to that of temporary protection to be
followed by a freely accepted repatriation when conditions in the country
of origin no longer represented a threat; UNHCR has not proposed per-
manent integration as a solution of a large-scale problem since the 1960s
(UHCR, 1993). The majority of refugees receive, therefore, only a tem-
porary sanctuary, with the expectation that they will return to their areas
of origin as soon as circumstances permit, even if that return may seem to
be postponed indefinitely. This was the case with the futsi Rwandese
refugees in Burundi, Kenya, Uganda, the United Republic of Tanzania,
and Zaire, who were expelled during the social revolution of 1959 preced-
ing independence in 1962, They did not start to return until the adoption
of the Declaration of Dar es Salaam in 1991. Rwanda then underwent a
civil war involving racial persecution with thousands of victims and a
massive exodus of new refugees.

The assistance of international relief organizations has also been
increasingly required for mass population displacements that do not strictly
fit the concept of refuges.

L Pud i i
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(b)  In keeping with these developments the definition of the term
“refugee” has been progressively broadened, The 1951 United Nations
Convention and Protocol Relating to the Status of Refugees referred to
people having fled their country “owing to a well founded fear of being
persecuted for reasons of race, religion, nationality, membership of a par-
ticular social group or political opinion”; the Organization of African Unity
(OAL), in 1969, extended the definition to include people fleeing from
war, civil disturbance, and viclence of any kind (D’Souza, 1981).

In contrast many recipient countries, in defining and delimiting
the rights of refugees, have focused on distinguishing political refugees
from economical imrnigrants and have had a tendency to become increas-
ingly restrictive. As a result the concept of refigee has different connotations
when considered from different points of view.

(¢)  Although most definitions of the term, induding those found in
dictionaries, require crossing an international border, the experience of
UNHCR and other agencies dealing with the problem has led to the ex-
tension of their scope to cover the problems of displaced populations,
not only across international borders, but also within a single country. By
the late 1980s, these populations were estimated to account for more
than half of all displaced persons worldwide, but were v1rtually unpro-
tected by international conventions.

(d) Emergency requirements similar to those of refupees arise in popu-
lations affected by natural disasters, such as hurricanes, floods and
earthquakes, or by famine, resulting when problems of food production
or economic collapse and loss of purchasing power hit population groups
already affected by poverty, malnutrition and underemployment (CDC,
1992). Most of these situations are complicated by, or are the prelude to,
civil disturbance or war, which may become the immediate cause of mass
exodus and the creation of a refugee population. Repeated crop failures
in Ethiopia, Somalia, Sudan and the Sahel have been attributed to pro-
gressive deterioration of the environment, including deforestation,
desertification and poor agricultural practices; nevertheless most of the
major population displacements of the past 20 years have been triggered
by people’s fear for their lives caused by war or mdeapread civil distur-
bance (CDC, 1992),

The disruption of normal human habitats, which most of situa-
tions of this kind entail, considerably increases the tisk of human/vector
contact. The frequently long displacements may bring pepulations into
areas where they may be infected by species or strains to which they are
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not immune, or the refugees may introduce new parasites into the areas
where they settle. Moreover, the disruption or collapse of most social
structures that results from these events generally means the interruption
of any malaria preventive service and, in most cases, shortage or unavail-
ability of antimalarial drugs. Although these factors may nearly always
be present to varying degrees, some may predominate in any given situa-
tion: for example, while displacements within very highly endemic areas
would not produce a dramatic increase in overall parasite incidence, se-
vere malaria and deaths may increase in children owing to lack of drugs,
concomitant infections and malnutrition. On the other hand, refugees
from areas of moderate to low endemicity, such as those fleeing from the
famine-affected areas of the Sahel or the Ethiopian highlands in search of
more fertile land, suffered typical malaria epidemics that affected all age
groups. Refugees displaced by war in, for example, Afghanistan, Angola,
Burundi, Liberla, Mozambique, Namibia, Rwanda, Somalia, Sudan, Viet
Nam and Zaire have been exposed not only to the risks arising from the
change in epidemiological area, but also to those derived from the con-
tinuation of involvement in the conflicts in their areas of origin, leading
to a higher malaria risk among young adult males. The role of refugees in
importing parasite species and strains is poorly documented, although
Afghan refugees undoubtedly played a role in the spread of P. falciparum
in Afghanistan, and refugee movements may have contributed, together
with the activities of gem and gold miners, to the explosion of drug resis-
tarice on the borders of Thailand with Myanmar and Cambodia.

1.2 Emergency situations and their health consequences

In most cases it is very difficult to foresee the triggering of a mass
refugee movement, but it may be assumed that all effective assistance to
distressed populations has a preventive effect and that malaria control is
an important part of that assistance. The monitoring of epidemic risk
factors and the provision of support for emergency and epidemic pre-
paredness in disaster-prone areas may thus help to prevent some explosive
population displacements.

Disasters requiring emergency assistance and commonly Jeading
to short- or long-term displacement of populations may be classified in

two categories:

{a) Acute disasters, such as earthquakes, explosions, floods and cy-
denes, in which the main toll of death and injury occurs in the first hours
or days and post-disaster morbidity is relatively low.
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Although the most pressing needs are for immediate surgical and
medical care and the reconstruction of basic services, populations are of-
ten deprived of appropriate sanitation facilities and sometimes need to
be concentrated in camps. Social structure is generally maintained, facili-
tating reconstruction. Inmost cases, nevertheless, overcrowding of camps
and the type of temporary shelters used may facilitate human/vector con-
tact and, therefore, increase the risk of a delayed malaria outbreak following
the acute episodes of diarthoea and respiratory infections that may be
the more immediate result of the period of exposure. In the case of floods
and cyclones the malaria risk is further delayed, as it is the result not only
of increased human/vector contact following the destruction of houses,
but also of the large increase in anopheline breeding sites as the water
recedes and forms pools and the disruption of organized control mea-
sures (PAHO/WHO, 1982a; Mason & Cavalié, 1965).

(b) Chronic disasters, such as droughts, civil disturbances and wars,
often leading to long-term exodus of refugees, frequently under precari-
ous conditions, with hazardous travel and difficult settlement; these
generally cause high tolls of morbidity and death over a long period, even
after concentration in refugee camps or other types of settlement.

Chronic disasters are often accompanied by the weakening or dis-

ruption of preventive health services. In malarious areas, a resurgence of
malaria transmission can further aggravate the situation. In the case of
wars and violent civil disturbances, the heavy toll of injuries and death
often diverts health facilities to deal with them. Eventually, however,
infectious diseases and malnutrition may progressively become the most
serious public health problems among civilians and contribute to trigger-
ing a massive population exodus.

As mentioned above, the distinction drawn between crossing and
not crossing an international border seems more and more to be relatively
unimportant. Refugees and displaced populations can be considered epi-
demiologically similar, with regard both to the additional risks they incur
as a result of their move and those they bring to the people among whom
they settle. An important difference nevertheless, is that refugees are
more likely to attract international attention and therefore some degree
of relief, which is sometimes abundant although unfortunately often late
and sometimes short-lived.

While individuals, or groups of refugees, entering developed coun-
tries may suffer discrimination and considerable mental stress and other
problems of sociocultural adjustment, and may be concentrated in refu-
gee camps, in general they are subject to quarantine measures and their
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care while waiting for repatriation or final settlement follows rather stan-
dard patterns. With respect to tropical diseases, incduding malaria, they
will represent a problem similar to that posed by international travellers,
though often less difficult for the recipient population since refugees can
be more easily monitored. On the other hand, the situation of the refu-
gees themselves may be complicated by social, cultural, language and other
barriers, including a lack of familiarity with tropical diseases on the part
of the health services in non-endemic countries and, often, a scarcity of
means for their care. Health services should address these problems
through epidemiological vigilance, information and education.

On the other hand, tropical countries receiving large numbers of
displaced people, whether they are the victims of political, religious or
ethnic persecution, or fleeing from famine, deprivation or war, face seri-
ous epidemiological problems and their health and other services are often
overwhelmed by both the number of refugees and the magnitude of their
problems. Refugees often have to settle in camps providing very rudi-
mentary shelter and sanitation. Malaria is a common risk in such
situations, which are the main focus of this review.

2. TYPES OF MALARIA PROBLEMS
ASSOCIATED WITH REFUGEES AND
POSSIBLE OBJECTIVES OF CONTROL
INTERVENTIONS

The way in which refugees become subject to the risk of malaria
infection depends on:

- the whole complex of circumstances that
led to their departure from their area of ori-
gin;

- the route, time and conditions of their
travel;

- the physical and social environment of the
area where they settle; and

- the reception and assistance, or otherwise,
provided by local populations, government
and external agencies.

11
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The risk that refugees will suffer from malaria will depend on
their previous immunity and the transmission potential of the areas they
traverse and settle, including the infection status of other people in the
same settlement:

- people leaving, moving through and settling in areas of relatively
stable malaria transmission may only suffer an increased inoculation rate,
with little increase in the actual incidence of disease except as a result of
the debilitating effect of concomitant infections and malnutrition, ma-
laria infection being just one additional factor contributing to their
morbidity;

- in contrast, people coming from areas of marginal transmission
and moving through o settling in endemic areas are likely to suffer most
severely from high malaria incidence; :

- non-immune people exposed to P falcparum will undergo a high
incidence of severe malaria which, added to other concomitant factors,
may cause a very high death rate, Recent experiences include the large
displacements of populations from the Sahel or the densely populated
highlands of East Africa;

- populations exposed to high transmission of P. vivax will also suf-
fer a serious worsening of their health status, even if £ vivax is not directly
fatal. Moreover, transmission in most of these areas is markedly seasonal,
people seldom acquire solid immunity and morbidity is hlghest at the
time of greatest need for agricultural work.

The Opportumtle:s for intervention and its expected. 1mpact vary
considerably in the different periods of risk:

{a) It is seldom possible to intervene during the pre-refugee situa-
tion, except in very limited circumstances. Interventions at this stage can
be aimed at preventing the problem itself orits most serious consequences;

- the former might include efforts to assist countries in
greatest need, and efforts to tackle some of the triggering
factors in the area of origin; once the problem has erupted,
to prevent, reduce or halt the exodus;

- examples of the latter are the planning of an orderly
movement in the case of involuntary displacements of
populations affected by development projects such as dams
(World Bank, 1994); measures to ensure emergency
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preparedness in areas prone to natural disasters (PAHO/
WHO, 1982b): and, as mentioned above, appropriate
planning for the return of refugees.

(b) It is even more difficult to provide assistance to refugees early
during the period of migration when they are, in most cases, most vulner-
able; accurate information on the situation in this petiod is seldom
available (Toole & Waldman, 1990; Editorial, 1990a). Many refugees
from areas of relatively low malaria endemicity acquire malaria infections
at this time. Assistance often arrives when refugees have reached a first
camp area, from which they may be directed to better organized camps,
although that often requires a lengthy period of negotiation,

Although theoretically highly desirable, preparations for an ex-
pected influx of refugees tend to be the exception rather than the rule.
Often, despite early concern and initial planning, actual implementation
does not begin until the problem acquires sufficiently catastrophic pro-
portions to attract international attention,

{c) Assistance, therefore, generally starts at the refugee camp.

2.1 Malaria as a problem of refugee camps

The malaria problem of a refugee camp may take one or more of
the following forms:

(a) Malaria in people arriving at the camp, who may be:

- actually suffering from malarial disease, which should be
diagnosed and treated on arrival for their own protection,
independently of any characteristic of the camp, accord-
ing 10 the procedures for examination on arrival laid down
by the camp authority (see, for example, Somali Ministry
of Health, 1983; Glass ¢t al., 1980; Miller & Kershaw,
1993);

- asymptomatic carriers, who may require treatment for
the protection of other people in the camp, when they
include a large proportion of people from areas of low en-
demicity and the camp offers a substantial risk of
transmission. In most cases individual microscopic exami-
nation will not be possible, so that detection could be
replaced, at the time of registration in the camp, by treat-
ment of any recent fever or mass treatment of people
coming from or through highly endemic areas.

13
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(b Malaria during residence at the camp is to be expected in all
malarious areas, and malaria episodes may continue to occur, even in the
absence of transmission in the camp, either as recrudescences of inad-
equately treated infections, relapses, or long-incubating infections of P
vivax, or as a result of the exposure to infection of some group during
activities outside the camp. In such situations:

- malaria diagnosis and‘treatment should be an integral
part of the health care provided in the camp inall poten-
tially malarious areas;

- in addition, it is necessary to determine where and when
transmission occurs in'the camp and surrounding areas,
its intensity and what control measures can be 1mp1e+
mented.

The risk of malaria transmission is greatly increased in all envi-
ronmental situations that favour human/vector contact, and most refugee
camps present these conditions. Nevertheless the nature and severity of
the risk, as well as the feasibility of public health action and its possible
effectiveness, vary considerably in relation to a number of factors such as
population size and origin, type of shelters used, location of the camp,
period of the year, meteorological characteristics of the area, soil and sur-
face water collection, environmental modifications brought about by the
establishment of the camp, agricultural activities permitted or carried out
in the vicinity of the camp, social organization within the camp, relations
with neighbouring populations, provision or accessibility of health ser-
vices, specific antimalaria interventions conducted in the area, amount
and management of external rescurces, and so on. It is, therefore, virtu-
ally impossible to prescribe malaria control measures of general
applicability to refugee camps.

2.2 Impact of refugee camps on the local malaria
and integration problems

There is an ingrained historical prejudice that sees in migrants,
and even more in refugees, only the dangers of spreading diseases, com-
peting for scarce resources, overwhelming the capacity of existing health
and other services, creating unemployment and destroying the environ-
ment. Large influxes of refugees, prolonged stays, and agricultural
programmes aimed at their becoming “self-supporting™ in fragile arid en-
vironments may sometimes cause problems of erosion, desertification and

14
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salinity, highlighting the need for control of firewood harvesting and the
rationalization of the exploitation of non-renewable resources (Young,
1985).

While problems of this type have occurred, to some degree, in
refugee situations, refugees have also contributed to local economic de-
velopment, often suffering economic exploitation and being given
unpopular, dangerous and underpaid work. Moreover, refugees often bring
international assistance to an area, and this is progressively being shared
as relief agencies come to recognize that refugees cannot be treated in
isolation of the neighbouring populations; for example, the availability of
free drugs in Rwandese camps in Burundi has attracted local people to
the camp’s dinics (Ivorra Cano ¢f al., 1994).

In most cases, the refugees are in fact the losers in the epidemio-
logical exchange with host populations, and it is mainly their lower
immunity, overcrowding and deprivation that are responsible for the mag-
nification of disease among them. That was the case with Afghan refugees
in Pakistan, where the higher frequency of malaria among the refugees led
to the conclusion that they had brought a heavy load of malaria to the
area; however, a study of epidemiclogical trends and age-specific parasite
rates in the local and refugee populations showed that the refugees ar-
rived with little malaria but, because they had a lower herd immunity,
had suffered more heavily in all age groups (Suleman, 1988).

Occasionally long-term residence in refugee camps provides at
least some refugees with the opportunity to acquire new skills and adapt
to their new environment, which may weigh against their spontaneous
repatriation. Whenever this may take place, it should be taken into ac-
count in developing health and other camp services. An analysis of the
position of refugees in the social structure of production can help to ex-
plain why “some refugees become markedly better off during exile while
others remain destitute™ (Bascom, 1993),

Although rare, an example of successful integration with appre-
diatjon of mutual benefit on both sides was reported from the settlement
of Guatemalan refugees in southern Mexico. The massive influx of Gua-
temalan refugees (40 000 in the early 1980s) changed the whole way of
life of the local population. A true “mutual learning process” occurred in
which both the refugees and the local inhabitants took advantage of the
new opportunities provided by national and international assistance
programmes. A study of the integration of these refugees in southern
Mexico (Hernandez Castillo et al., 1993) “specifically rejects the idea of
studying the impact of newcomers on an established population, but opts
instead to document a dynamic process of interaction between groups







