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Supplementary table 1. Search strategy 

 Search terms 

1 *malaria/ 

2 exp malaria, falciparum/ or exp malaria, vivax/ 

3 malaria ovale.mp. or Plasmodium ovale/ 

4 plasmodium malariae.mp. or Plasmodium malariae/ 

5 1 or 2 or 3 or 4  

6 Antimalarials/ 

7 Disease Eradication/ or elimination.tw 

8 (tailored adj2 (intervention* or treatment* or strateg* or administration)).tw 

9 (relapse adj2 prevention).mp 

10 Presumptive adj2 (treatment or therapy).tw 

11 focal adj2 (drug administration).tw or “focal MDA”.tw 

12 targeted adj2 (intervention* or treatment or strateg* or administration).tw 

13 6 or 7 or 8 or 9 or 10 or 11 or 12 

14 Diagnostic Techniques and Procedures/ 

15 (screening or screened or diagnosed or diagnostics or test*).tw 

16 Point-of-Care Testing/ 

17 “rapid diagnostic test*” or RDT.tw 

18 “parasitological adj2 diagnosis”.tw 

19 “Parasitologic adj test*” tw or “symptom screening”.tw 

20 “case detection” or PACD or ACD 

21 14 or 15 or 16 or 17 or 18 or 19 or 20   

22 (borders or frontier* or immigration* or immigrant* or migrant*).tw 

23 point of entry.tw or  Cross-border.tw 

24 “Mobile population*”.tw or “returning worker*”.tw or “mobile worker*”.tw 

25 Emigration and Immigration/ 

26 Border crossing.tw 

27 travel*.tw or Travel/ 

28 22 or 23 or 24 or 25 or 26 or 27 

29 5 and 13 and 21 and 28 



Supplementary table 2. List of studies excluded after full review and primary reasons for 

exclusion 

Study Reference Reason for exclusion 

Bannister-Tyrrell 2019 1 Incorrect population: not targeted to POE population, 

targeted to villages. 

Not the correct outcome reported. 

Betanzos-Reyes 2012 

2 Incorrect population: not targeted to POE population, 

targeted to a migrants hostal. 

Incorrect intervention: no treatment mentioned. 

Not the correct outcome reported. 

Cairo 2017 
3 Abstract only/could not be retrived. 

Cross-referenced article: Hiwat (2018). 

Canavati 2014 4 Cross-referenced article: Canavati (2016). 

Carrara 2006 
5 Incorrect population: not targeted to POE population, 

targeted to health centers. 

Carrara 2013 
6 Incorrect population: not targeted to POE population, 

targeted to villages. 

Galindo 2019 
7 Cross-referenced article: Galindo (2021) – Malakit 

Project 

Grueninger 2013 8 Study focus area. 

Hassanpour 2019 
9,10 Incorrect population: test not done at POE. 

Incorrect intervention: no treatment mentioned. 

Hiwat 2018 11 Study focus area – Malakit Project 

Hustedt 2018 
12 Cross-referenced article Stratil (2021). 

Study focus area. 

Kamolratanakul 1999 
13 Incorrect population: not targeted to POE population, 

targeted to a district. 

Kasumov 2001 14 Abstract only/could not be retrieved. 

Kheang 2015 15 Cross-referenced article: Kheang (2017). 

Krisher 2016  16 Study focus area. 

Li 2015 17 Abstract only/could not be retrieved. 

Li 2021 18 Study focus area. 

Liu 2016 19 Incorrect intervention: reactive case detection (RCD). 

Lopes 2017 20 Poster only/could not be retrieved. 

Manning 2018 21 Protocol only. Cross-referenced article: Lon (2015). 

Moonasar  2016 22 Study focus area: Commentary article. 

Moonen 2010 23 Study focus area. 

Mosnier 2020 
24 Incorrect population: not targeted to POE population, 

targeted to villages. 

Nasir 2020 25 Study focus area: review. 

O'Sullivan 2011 26 Not the correct outcome reported. 

Pindolia 2010 27 Cross-referenced article: Pindolia (2014) 

Raccurt 1997 28 Abstract only/could not be retrieved. 



Rang 2014 29 Cross-referenced article: Edwards (2015) 

Richards 2009 

30 Incorrect population: not targeted to POE population, 

targeted to villages. 

Incorrect intervention: Bi-annual screening and 

treatment of households. 

Rondón-Cotacio 2018 31 Study focus area. 

Malaria Consortium 

2021 

32 Ongoing study with no results available yet. 

Project brief only. 

Malaria Elimination 8 

2018 

33 Project brief only/could not be retrieved. 

Parental project: Malaria Elimination in Southern Africa 

(Elimination 8) 

Malaria Consortium 

2019 

34 Cross-referenced article: Edwards (2015) 

Cross-referenced article: Lopes (2017) 

Anonymous 2018 
35 MESA Track information only. 

Not the correct outcome reported. 

Anonymous 2017 36 Project brief only/could not be retrieved. 

Anonymous 2009 37 Not the correct outcome reported. 

Anonymous 2015 38 Project brief only/could not be retrieved. 

Silal 2014 39 Study focus area. 

Silal 2015 40 Study focus area. 

Silal 2015 41 Study focus area. 

Villasis 2009 42 Abstract only/could not be retrieved. 

Wangchuk 2019 
43 Incorrect intervention: treatment not mentioned for 

the only positive case found. 

Wangdi 2015  44 Study focus area: book chapter. 

Wangroongsarb 2016 
45 Incorrect population: not targeted to POE population, 

targeted to two sites (rural & urban). 

Wen 2016 46 Study focus area. 

Wickramage 2013 47 Incorrect population: a case study. 

Wiwanitkit 2009 
48 Incorrect population: not targeted to POE population, 

targeted to a rural district. 

Wongsricha 2001 49 Study focus area. 

Xu 2016 
50 Incorrect population: not targeted to POE population, 

targeted to short and long migrants. 

Xu 2021 51 Study focus area: systematic review. 

Yan 2013 
52 Incorrect population: not targeted to POE population, 

targeted to villages. 

Zhang 2016 
53 Incorrect population: population not mentioned. 

Not the correct outcomes reported. 

Zhang 2016 
54 Study focus area: positive cases reported from other 

sources (no intervention). 

Zhou 2014 
55 Study focus area: cases reported from the other 

sources. 



Zhou 2016 

56 Incorrect population: not targeted to POE population, 

targeted to internally displaced persons (IDP) camps 

and local villages. 

   



Supplementary material 3. Narrative summary of each included study and key main findings 

Study 1. Bradley et al.57 

A key challenge to malaria elimination in Equatorial Guinea (EG) includes the increasing 

number of travelers between mainland EG and Bioko Island, and therefore, targeted strategies 

that aid in reducing the malaria burden in passengers arriving from the mainland should be 

considered to prevent persistent transmission to and from the island. In Bioko Island, there was 

year-round transmission documented for P. falciparum infection in children aged 2-14 years 

with prevalence rates of 14%, 28% and 18% in 2012, 2013 and 2014, respectively. In the 

mainland, a prevalence of 59% was reported in 2011 (Supplementary table 3). To assess the 

amount of transmission taking place in a relatively tight border, an observational cross-sectional 

study was conducted during border crossings via boat sailings from the mainland to the island. 

Testing and treatment of positive cases were implemented to identify individuals with P. 

falciparum infections during boat crossings once a week within the twice weekly sailings 

between Bata (Mainland) and Malabo (Bioko Island) for 1 month in December 2013. Passengers 

were tested using a rapid diagnostic test (RDT) and offered treatment if positive. Bioko has a 

population of approximately 250000 inhabitants, with approximately 21000 individuals arriving 

each month from the mainland through the four boat sailings that there are per week. Results 

showed the highest prevalence in children under 15 years’ old that were travelling from the 

mainland to Bioko (Supplementary table 3).  

Key findings: 

- The study was considered to be at critical risk of bias due to the observational study 

design. 

- The outcome assessed was prevalence among the group targeted by the intervention.  

- More positive cases were identified in travelers from the mainland to Bioko and the 

greatest prevalence rates were identified in children under 15 years of age 

(Supplementary table 3). 



- No contextual factors assessed. However, this is a costly approach, as it would entail 

screen and treat all individuals arriving from the mainland.  

- Impact and acceptability need to be evaluated to inform the implementation of targeted 

interventions such as targeted test and treat (TTaT) at points of entry (POE). 

Supplementary table 3. Malaria prevalence in Bioko, Equatorial Guinea, in boat passengers 

under 15 years old or aged 15 years or more 

P. falciparum prevalence in passengers travelling from Bioko to the mainland (ML) and 

vice versa 

Under 15 years old Aged 15 years or over 

Direction of travel Prevalence 

95% Cl 

p-value 

Direction of travel Prevalence 

95% Cl 

p-value 

Bioko - ML 38.1% (63) 

26.1 - 51.2 

0.017 

Bioko - ML 22.6% (226) 

17.3 - 28.6 

0.001 

ML - Bioko 70.4% (71) 

58.4 - 80.7 

0.017 

ML - Bioko 35.7% (283) 

30.1 - 41.6 

0.001 

 

Study 2. Dar et al58 

After a concerted effort to reduce importation of malaria and elimination of existing foci in 

the United Arab Emirates (UAE), a country with tight border control, the relative rate of 

indigenous malaria was reduced from 20.7% in 1983 to 2.8% in 1988. The vector species in the 

area are An. culicifucies and An. stephensi. Even though the inland district of Al Ain was a 

consolidated area with no local malaria transmission across the undermarked border in Oman 

by 1993, transmission continued mostly during the transmission season between November and 

March. In an effort to reduce imported cases, targeted strategies were implemented. A 

nonrandomized observational study was done to assess test and treat strategies implemented 

for all new arrivals applying for resident or work permit to identify P. falciparum, P. vivax, P. 

malariae or mix infections during 4 years, between 1988 to 1991. Testing was done by 

microscopy and all slide-positive cases of malaria were treated with the standard chloroquine 



phosphate dose of 600 mg base. Al Ain district is part of the Abu Dhabi Emirate with a 

predominantly non-national population of 212000 centered around the city of Al Ain.  

Key findings: 

- The study was considered to be at critical risk of bias due to the observational study 

design. 

- The outcome assessed was incidence of imported malaria among the group targeted by 

the intervention in the Al Ain district. 

- The number of positive cases (Supplementary table 4) remained high enough to enable 

the introduction of imported malaria into the local Anopheles spp. mosquitoes if control 

measures were relaxed. 

- No UAE national acquired the infection in that country. 

- The principal sources of malaria were Pakistan and Oman, followed by Sudan and Iran. 

Supplementary table 4. Incidence of imported malaria in the Al Ain district, United Arab 

Emirates (UAE) 

Incidence of imported malaria in the Al Ain district, UAE 

Year 1988 1989 1990 1991 

Nº examined 15732 18022 18532 16317 

Nº positive 730 936 1282 1483 

% 5.9% 4.7% 6.9% 9.1% 

 

Study 3. Kheang et al.59 

A key population to contain the spread of artemisinin resistant (AR) malaria in the border 

areas between Cambodia, Myanmar and Thailand are mobile populations and migrant workers. 

Malaria season in Cambodia is between May/June to October and the border control is loose. A 

nonrandomized observational study was conducted to assess the amount of transmission taking 

place in these three borders. During the project, village malaria workers (VMWs), mobile malaria 

clinics (MMCs) and screening points (SPs) were established. SPs, which targeted mobile 

populations and migrant workers were located in fixed locations, such as bus stations and jetty 



terminals. Migrants could voluntarily have their temperature checked, be tested for malaria with 

a RDT, and receive adequate treatment if necessary between October 2012 and March 2015.  

Key findings: 

- The study was considered to be at critical risk of bias due to the observational study 

design. 

- The outcome assessed was malaria positive rate among the group targeted by the 

intervention. 

- Although SPs tested a fewer number of people compared to VMWs, they yielded a similar 

malaria positive rate, 7.10% (4344/116177) and 7.29% (6696/149994), respectively 

(Supplementary table 5). 

- The combination of approaches (VMWs, MMCs and SPs) maximized the opportunities for 

migrants to obtain information and services while they travelled and at arrival to their 

destination community. 

- The location and timing of SPs and the criteria for screening were important factors in the 

resulting malaria positive rate. 

- SPs also raised awareness of malaria among travelers, preparing them to recognize 

malaria symptoms and seek care more quickly in their destination community. 

Supplementary table 5. Malaria positive rate by year and service delivery approach in the 

border areas with Cambodia, Myanmar and Thailand. 

Total tested and positive cases by service delivery approach 

Approach Year 2012 2013 2014 Total 

MMCs 
Total tested 41550 61725 66584 169859 

Positive cases 1748 1082 1649 4479 

VMWs 
Total tested 21978 86316 48754 157048 

Positive cases 3290 5495 2669 11545 

SPs 
Total tested 884 1953 839 3676 

Positive cases 116 119 26 261 
 

Malaria positive rate by service delivery approach 

Approach MMCs VMWs SPs Average 

Positive rate 2.64% 7.29% 7.10% 4.90% 



Study 4. Edwards et al.60 

According to the Cambodia Malaria Survey 2010, prevalence of malaria in Cambodia in 2010 

had fallen greatly to only 0.9% in the general population and was concentrated in certain high 

risk groups such as mobile populations and forest-goers (1.5% and 2.5% respectively). In 

response to the need to document the spread of malaria across borders, this nonrandomized 

observational study aimed to quantify the extent of malaria infection, including asymptomatic 

infection and AR parasites, in border crossing populations at specific sites on each of the 

Cambodian borders with Thailand, Laos and Vietnam, and to potentially identify “hot borders” 

in the country, even though control is very loose. From mid-August 2013 until mid-February 

2014, booths were set up at each of the three selected official border points. Sample size was 

calculated at 3000 (e.g. 1000 individuals per site), sufficient to provide enough precision (alpha 

= 0.05, power = 0.9) to capture at least a 3% prevalence. Any person (of all ages) crossing the 

border was eligible for participation. Participant temperature was taken using an infrared 

thermometer in order to test for presence of fever (temperature of 37.5°C). Malaria diagnosis 

was determined by the RDT SD BIOLINE Malaria Ag P.f/P.v (Standard Diagnostics). If positive, 

they were treated according to Cambodian national treatment guidelines. 

Key findings: 

- The study was considered to be at critical risk of bias due to the observational study 

design. 

- The outcome assessed was positivity rate (95% CI) among the group targeted by the 

intervention.  

- Between August 2013 and March 2014, there was a positivity rate of 3.2% (2.6 – 3.8) 

(Supplementary table 6). 

- A very high proportion of Plasmodium infections were asymptomatic. 

- By real time-PCR, the average positive rate identified was 5.4% (4.6 – 6.2), and a high 

proportion of asymptomatic cases, around 70%, were identified. By RDT the positive rate 



decreased to 3.2% (2.6 – 3.8) showing a low sensitivity of the RDT compared to real time 

– polymerase chain reaction (RT-PCR) (Supplementary table 6). 

- The high proportion of AR P. falciparum infections observed was particularly worrisome, 

as Laos was not formally acknowledged as affected by confirmed AR at the time of the 

study. 

Supplementary table 6. Malaria prevalence and proportion of positive cases found by RDT 

and RT-PCR in Cambodia in the border areas with Laos, Thailand and Vietnam. 

Malaria prevalence evaluated by microscopy in Cambodia in 2010 

General population 
High risk groups 

Mobile populations – Forest-goers 

0.9% 1.5%                              2.8% 
 

Proportion of sampled individuals found to have Plasmodium infection by RDT 

 Thailand Vietnam Laos Total 

Nº of tested 1055 1007 1144 3206 

Positive cases 1 10 92 103 

Positivity rate % 

(95% CI) 

0.1 (0 - 1.0) 1.0 (0.4 - 1.6) 8.0 (6.5 - 9.6) 3.2 (2.6 – 3.8) 

 

Proportion of sampled individuals found to have Plasmodium infection by RT-PCR 

 Thailand Vietnam Laos Total 

Nº of tested 1055 1007 1143 3205 

Positive cases 7 36 131 174 

Positivity rate % 

(95% CI) 

0.7 (0.2 - 1.2) 3.6 (2.4 - 4.7) 11.5 (9.6 - 13.3) 5.4 (4.6 – 6.2) 

 

Study 5. Stratil et al.61 

A key element of the Regional Artemisinin-resistance Initiative Two Elimination (RAI2E) is 

tailoring a package of active case detection (ACD) and expanding access to early diagnosis and 

effective treatment. A nonrandomized observational study was conducted to assess 

transmission taking place among remote populations in border areas with Laos, Thailand and 

Vietnam where the control is loose between January 2018 and December 2020. Pro-active case 

detection (PACD) was delivered through mobile malaria posts (MMPs) and outreach activities, 



and occasional reactive case detection (RCD) among co-travellers of index cases when feasible. 

Mobile malaria workers (MMWs) were asked to conduct RCD if a confirmed malaria case had 

spent time in the forest in the previous two weeks. MMPs were placed at border crossings, at 

forest entry points or market places. MMPs operated seven days per week with standard 

operating hours between 7 am and 7 pm with operational flexibility to adjust to local population 

movement patterns. Everyone that passed their post was eligible for RDT testing. Malaria tests 

were conducted with P. falciparum/P. vivax RDTs (SD BIOLINE Malaria Ag P.f/P.v, Standard 

Diagnostics) without prior screening for fever. Uncomplicated P. falciparum, mixed and P. vivax 

cases were treated with artemisinin-based combination therapy (ACT). First-line ACT was 

artesunate-mefloquine with pyronaridine-artesunate used only during prolonged stock-out of 

first line treatment. Single low-dose primaquine was given to P. falciparum and mixed cases.  

Key findings: 

- The study was considered to be at critical risk of bias due to the observational study 

design. 

- The outcome assessed was number of tested and number of positive cases among the 

group targeted by the intervention. 

- MMWs under this project contributed to testing 45% (80988/180732) of all people tested 

in the study and detected 39% (1280/3243) of all P. falciparum cases and 72% (1280/1768) 

of community P. falciparum cases (VMW and MMWs) between 2018 and 2020 

(Supplementary table 7). 

- The results presented a successful approach to implementing tailored ACD strategies. Key 

components of the project success were a combination of proactive and RCD activities 

tailored to the local target population and context, operational flexibility, strong 

relationships with local communities, close supervision and quality assurance of service 

delivery and responsive systems that were able to adapt to changing circumstances. 



Supplementary table 7. Malaria positive rate by year and by case detection approach in 

Cambodia in the border areas with Laos, Thailand and Vietnam. 

Total tested and positive cases by case detection approach 

Approach Year 2018 2019 2020 Total 

MMPs 
Total tested 5897 12839 12421 31157 

Positive cases 545 136 12 693 

Outreach 
Total tested 6906 19839 21389 47988 

Positive cases 343 170 20 533 

Co-travellers 
Total tested 604 768 123 1495 

Positive cases 46 8 - 54 
 

Malaria positive rate by case detection approach 

Approach MMPs Outreach Co-travellers Average 

Positive rate 1.57% 1.11% 3.61% 2.09% 

 

Study 6. Li et al.62 

The incidence of malaria in China decreased sharply to 0.18 cases per 100000 persons in 

2012. However, imported malaria among persons returning from overseas malaria-endemic 

regions was a documented challenge for malaria elimination. For example, in the Shanglin 

County there was a large outbreak of imported malaria among Chinese workers returning from 

overseas countries, mainly Ghana (vector species in the area An. sinensis). As a result, a 

nonrandomized observational study was conducted to analyze active malaria screening during 

May 1 – August 31, 2013, for people with an overseas travel history during the previous years. 

Testing was not done at POE, but since China has a tight border control, it permitted the median 

interval time between return date and diagnosis date to be eight days (range 0–28 days; 

interquartile range 4–18 days). Diagnosis was done by microscopy and all positive cases with P. 

falciparum infection were treated with ACT; persons who had no glucose-6-phosphate 

dehydrogenase deficiency and who were infected with P. vivax or P. ovale were radically cured 

with chloroquine combined with primaquine; and persons who had P. malariae infection were 

treated with chloroquine.  



Key findings: 

- The study was considered to be at critical risk of bias due to the observational study 

design. 

- The outcome assessed was attack rate among the group targeted by the intervention. 

- During the study period there was an attack rate of 21.6% (Supplementary table 8). 

- Considering the remarkably increasing volume of cross-border travel, malaria imported 

from overseas countries was a new challenge for malaria elimination in China at the time 

of the study. 

- Measures to prevent mosquito bites and chemoprophylaxis should be addressed to 

groups at high occupational risk for malaria. 

Supplementary table 8. Attack rate and Plasmodium spp. for positive cases in the Shanglin 

County, China. 

Results of attack rate in persons with overseas travel 

Nº persons screened for malaria 4052 

Nº detected malaria infection 874 

Attack rate (%) 21.6 

Plasmodium spp. for the positive cases 

P. falciparum 827 

P. vivax 42 

P. malariae 1 

P. ovale 1 

Plasmodium spp. co-infection (Pf/Pv) 3 

 

Study 7. Tseroni et al.63 

Greece became a malaria-free country in 1974, but since 2009, imported P. vivax cases have 

been reported. In 2011, an outbreak of 36 P. vivax locally acquired malaria cases occurred in the 

Evrotas Municipality in the Peloponnese, southern Greece, a historical malaria hotspot with a 

tight border control. The vector species in the area was An. sacharovi. To interrupt local malaria 



transmission and avoid reintroduction, a PACD program was implemented from 2012 to 2017 in 

combination with other vector control interventions and targeted drug administration (TDA) 

during 2013 and 2014 to all migrants from endemic countries residing in the specific area. To 

assess the ACD program an observational study was conducted. Testing was done in households 

by the field team, who screened for fever and other malaria compatible symptoms, and tested 

every suspected malaria case. For suspected malaria cases an RDT (with a P. vivax panel 

detection score of 91.4% at 200 parasites/µL) and/or blood sampling was performed. In the 

event of a positive RDT, the patient was treated with directly observed therapy (DOT) with 

chloroquine and primaquine, and further monitored. The median time period between the 

arrival of the migrants to Greece and the day of their first contact with the field team was much 

higher for the years 2012–2014 (90, 60 and 10 days respectively), compared with the years 

2015–2017 (5, 15 and 7 days respectively). 

Key findings: 

- The study was considered to be at critical risk of bias due to the observational study 

design. 

- The outcome assessed was number of tested and number of positive cases among the 

group targeted by the intervention. 

- The program recorded a limited number of sporadic introduced cases and a steadily 

increasing annual number of imported P. vivax malaria cases in 2013–2017 

(Supplementary table 9). 

- The study population originated mainly from Pakistan, where P. vivax prevalence ranges 

from 2.4% in Punjab province to 10.8% in Sindh province. 

- No contextual factors assessed but the study showed that being undocumented usually 

makes migrants hesitant in their approach to health care services and that they welcomed 

treatment at home. 



- Surveillance indicators improved significantly over the years as no locally acquired malaria 

cases were reported in 2016–2017, even though the number of newly incoming migrants 

increased and no TDA was performed. 

- Although the PACD program in Evrotas contributed to the reduction of disease 

transmission in the area after the cluster peak of 2011 due to the implementation of 

multiple public health interventions, it was not feasible to accurately estimate the impact 

of each intervention. 

Supplementary table 9. Number of migrants screened, number of positive cases and median 

time in days from arrival to registration in Evrotas Municipality, Greece. 

Number of migrants screened and number of positive cases in Evrotas Municipality, 

2012 - 2017 

Project 

year 

Median nº 

of migrants 

screened 

Nº of 

reported 

malaria cases 

Nº of malaria cases 

among migrants 

detected through PACD 

Median time 

(range) from arrival 

to registration, days 

2012 920 17 15 90 

2013 582 0 0 60 

2014 496 0 0 10 

2015 384 7 6 5 

2016 857 15 12 15 

2017 934 14 14 7 

TOTAL 4173 53 47 - 

 



Supplementary material 4. Risk of bias assessment: 

Study 1. Bradley et al.57 

Risk of bias 

Outcome: Prevalence of infection 

Justification 

“The study uses observational data. Although many observed confounding variables were 

adjusted for in this analysis, there could still be residual confounding” 

“This study is likely to have underestimated the proportion of Bioko residents who travelled 

to mainland EG.” 

Critical overall risk of bias due to the inherent biases associated with the study design. 

Study 2. Dar et al58 

Risk of bias 

Outcome: Prevalence of infection 

Justification 

* No bias mentioned in the article. 

Critical overall risk of bias due to the inherent biases associated with the study design. 

Study 3. Kheang et al.59 

Risk of bias 

Outcome: Prevalence of infection 

Justification 

* No bias mentioned in the article. 

Critical overall risk of bias due to the inherent biases associated with the study design. 

Study 4. Edwards et al.60 

Risk of bias 

Outcome: Prevalence of infection 

Justification 

“Border points were not selected at random, they were chosen in order to be viable for 

logistic and operational reasons.” 

“It was also observed that there was a population of border crossers unable to be 

approached at all. These were verbally reported by field teams to predominantly be people 

travelling in cars, trucks and buses, and thus assumedly of a higher SES compared to those 

crossing on foot.” 

“There was also a selection bias in the study population (where participants were 

predominantly Cambodians) and was likely observed due to the fact of having the screening 

booths on the Cambodian side of the border” 

Critical overall risk of bias due to the inherent biases associated with the study design. 

Study 5. Stratil et al.61 

Risk of bias 

Outcome: Prevalence of infection 

Justification 



“As the size of target population had not been formally quantified, this case study could not 

determine changes in malaria incidence among the target population over time.” 

Critical overall risk of bias due to the inherent biases associated with the study design. 

Study 6. Li et al.62 

Risk of bias 

Outcome: Prevalence of infection 

Justification 

“Chemoprophylaxis and detailed exposure history in Ghana were not well documented 

because most returning miners lacked knowledge and awareness of malaria. In addition, 

recall was likely to have been poor, given that the miners had lived and worked overseas for 

a long time at the time of investigation” 

Critical overall risk of bias due to the inherent biases associated with the study design. 

Study 7. Tseroni et al.63 

Risk of bias 

Outcome: Prevalence of infection 

Justification 

“A mobile population constitutes a limitation for the success of a PACD program; however, 

we developed several procedures to overcome the relevant challenges. We designed 

processes for locating, registration, verification and follow up for each migrant staying in the 

area for more than 24 h, leading to the development of our ACD databases and procedures.” 

Critical overall risk of bias due to the inherent biases associated with the study design. 
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