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NOTE 

The views expressed in this report are those ofthe participants in the Sixth Annual Workshop on 
Filariasis Elimination in the Pacific and do not necessarily reflect the policies of the Organization. 

This report has been prepared by the World Health Organization Regional Office for the Western 
Pacific for governments of Member States in the Region and for those who participated in the 
Sixth Annual Workshop on Filariasis Elimination in the Pacific, which was held in Apia, Samoa, 
from 23 to 27 August 2004. 



SUMMARY 

. The Sixth Annual Workshop on Filariasis Elimination in the Pacific was held in Apia, 
Samoa, from 23 to 27 August 2004. It was attended by representatives from 17 Pacific 
countries and areas (from a range of disciplines), three consultants, nine observers and eight 
secretariat members. 

The objectives of the workshop were: 

(1) to review annual reports for 2003 from each country, including their plans for mass 
drug administration in 2004; 

(2) to finalize the revised PacELF guidelines on monitoring and evaluation, including the 
procedures for stopping MDA; and 

(3) to review and update the PacELF plan of action, including incorporation oftargeted 
vector control, the standardization of data collection methods, and the format for 
annual reports. 

The participants discussed the accomplishments achieved during the previous year and 
learned of the latest technical advances in the effort to eliminate lymphatic filariasis. A 
highlight of the workshop was the presentation of the host country, Samoa, on its completion 
of five rounds of mass drug administration (MDA) in 2003, the first member of the Pacific 
Programme to Eliminate Lymphatic Filariasis (PacELF) to do so. During 2004, Cook Islands, 
French Polynesia, Niue and Vanuatu also completed five rounds ofMDA. 

Following the technical and country presentations, four working groups met to discuss 
four broad subject areas and draft recommendations for approval by the entire workshop. The 
areas covered were: (I) alternative methods to pursue LF elimination; (2) training and 
capacity building; (3) operational research; (4) advocacy and the future PacELF network; and 
(5) the impact of Pac ELF. 
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1. INTRODUCTION 

Lymphatic filariasis (LF) is a mosquito-transmitted parasitic disease that affects an . 
estimated 120 million people throughout the tropics. Ranked by the World Health OrganizatIon 
(WHO) as the second leading cause of permanent disability worldwide, lymphatic filariasis 
causes debilitating genital disease in an estimated 25 million men and lymphoedema or 
elephantiasis of the leg in 15 million people, mostly women. 

Recent advances in treatment using a combination of albendazole (ALB) with either 
diethylcarbamazine (DEC) or ivermectin (IVR) together with the development of a rapid 
diagnostic test have, for the first time, made elimination of the disease an attainable goal. In May 
1997, the World Health Assembly passed a resolution calling for the global elimination of LF as 
a public health problem by 2020. In March 1999, the Meeting of Ministers of Health of the 
Pacific Island Countries, held in Palau, unanimously adopted a resolution calling for the 
elimination of LF from the Pacific island region by 2010, ten years earlier than the worldwide 
target. Shortly afterwards, the Pacific Programme to Eliminate Lymphatic Filariasis (PacELF) 
was established as a regional collaborative body, representing the 22 island countries and areas in 
the Pacific. In February 2002, the PacELF Coordinating and Review Group (PacCARE) was 
established to review the activities, applications and recommendations of PacELF countries. 

In the Western Pacific Region, the disease has historically had the greatest impact among 
the small island countries and areas of the Pacific. In the past, it was not uncommon to fmd 
islands where more than 40% of the population was infected with the parasite Wucherena 
bancrofti. Attempts to control the disease have had some success, but results have always been 
short lived. 

The PacELF objectives are to first interrupt transmission of LF and then to alleviate 
suffering due to the disease. To interrupt transmission, DEC and ALB is llSed through mass drug 
administration (MDA). By 2004, 13 countries in the Pacific were conducting MDA campaigns. 
Samoa was the first to complete five rounds of MDA under PacELF and, by the end of 2004, five 
PacELF countries had completed five rounds (Cook Islands, French Polynesia, Niue, Samoa and 
Vanuatu), one had completed four rounds (Tonga), four had completed three rounds (American 
Samoa, Kiribati, Tuvalu, Wallis and Futuna) and Fiji had completed two rounds. Papua New 
Guinea plans to start MDA soon in certain provinces, and further investigations continue in 
countries where the status of LF is doubtful. Solomon Islands is presently conducting the final 
prevalence survey. With many countries having completed all five rounds ofMDA, the next step 
for PacELF is to implement activities that will sllStain the achievement of elimination. 

This document is a report on the Sixth Annual Workshop on Filariasis Elimination in the 
Pacific, held from 23-27 August 2004. Samoa hosted the workshop at the Aggie Grey's Hotel in 
Apia. Attending were representatives from 17 Pacific countries and areas (from a range of 
disciplines), three consultants, nine observers and eight secretariat members. 
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1.1 Objectives 

The. objectives of the workshop were: 

(1) to review annual reports for 2003 from each country, including their plans for mass drug 
administration in 2004; 

(2) to finalize the revised PacELF guidelines on monitoring and evaluation, including the 
procedures for stopping MDA; and 

(3) to review and update the PacELF plan of action, including incorporation of targeted 
vector control, the standardization of data collection methods, and the format for annual 
reports. 

1.2 Qpening and closing ceremonies 

Dr Giovanni Deodato, WHO Representative in Samoa on the behalf of the WHO Regional 
Director gave an opening remarks. He said that Samoa had been chosen for the meeting as it was 
the first PacELF country to complete five rounds ofMDA. PacELF is an example of what can 
be done together. WHO is looking for integration of ELF activities into other public health 
programmes. Tofa Mutitalo Siafausa Vui, Hon. Minister of Health, delivered the keynote 
address. 

Mr Charlie Ave (Senior Health Inspector) gave a farewell speech. A gift was presented to 
the Hon. Minister of Health of Samoa from the PacELF country representatives. 
Dr Joe Koroivueta (Chief Medical Officer) expressed thanks to all participants, meeting staff, 
secretariat and observers. Dr Deodato encouraged collaboration and friendship among the 
participants and partners. WHO encouraged integrative approaches and was committed to full 
support for now and in the future. The Hon. Minister of Health of Samoa expressed the support 
of the Samoan Government to the next PacELF and GA meeting in Fiji in 2006, appreciated the 
expertise and recommendations presented during the workshop, and officially declared the 
workshop closed. The detailed programme of activities is attached as Annex J. 

1.3 Introduction and designation 

Each participant, adviser and observer made self-introductions. Dr Joe Koroivueta of Fiji 
was designated Chairperson of the Workshop and Mrs Fasihah Taleo of Vanuatu, 
Vice-Chairperson. Mr Charlie Ave was named the Social Chairperson. The final list of 
participants is attached as Annex 2. 
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2. PROCEEDINGS 

2.1 PacELF update 

Dr Kazuyo Ichimori, PacELF Team Leader 

The PacELF initiative, regrouping 22 Pacific island countries and areas, was born in 1999. 
Its goal is to eliminate filariasis by 2010 (10 years before the global elimination goal). The 
strategy is mainly based on MDA for endemic countries (five rounds ofMDA) and on survey 
activities: A survey (baseline), B survey (mid-term), C survey (final) and D survey (for 
certification of elimination). Partnerships/collaborations have been set up with several 
organizations: Japan International Cooperation Agency (IICA), GlaxoSmithKline (GSK), Global 
Alliance (GA) the WHO Western Pacific Regional Office; the Centers for Disease Control, 
United States of America, Emory University, United States of America, Liverpool and JCU. 

The PacELF office in Fiji provides eight essential services: administration and 
management; the subregional stock and supply system (network of receiving and shipping of 
Immunochormatographic test (lCT), DEC and ALB); the data information and communication 
network (databook, website, Star Network); advocacy and publications; the PacELF annual 
meeting; collaboration and technical assistance; the PacCARE review group for country 
applications; and implementation of country activities. 

Many countries have already completed four rounds ofMDA, and overall MDA coverage 
is over 70%. The available data point to a 40% reduction in ICT -positive prevalence. 

The next step for PacELF now has to be carried out, especially regarding the C and D 
survey processes. Some issues regarding the post-MDA stage have been discussed, such as 
integration, surveillance, morbidity control and advocacy. Country plans of action for advocacy, 
morbidity control, integration and surveillance need to be proposed. 

2.2 Mekong Plus ELF 

Dr Kevin Palmer, Regional Adviser in Malaria, Vectorborne and Other Parasitic Diseases, 
WHO Western Pacific Regional Office 

Mekong Plus ELF is composed of nine countries with 249 million people living in LF
endemic areas. Both Wuchereria bancrofti and Brugia malayi are found in the Mekong Plus 
area. China is now considered LF-free. Mapping of endemic areas is scheduled for completion 
by 2005, with an elimination target of 2020. Of the endemic Mekong Plus countries, the 
Philippines has the most endemic areas, with large areas of Indonesia and southern Myanmar 
also endemic for LF. In contrast, Viet Nam has only six LF-endemic districts. LF is also found 
in Thailand along the border areas with Myanmar 

Myanmar, the Philippines. Thailand and Viet Nam have begun MDA and 79 million 
people in the Mekong Plus countries are anticipated to be under MDA by 2005. 
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2.3 Global elimination oflymphatic filariasis 

Dr Gautarn Biswas, Medical Officer, Lymphatic Filariasis Elimination, WHO 
Headquarters 

The steps in the Global Programme for Elimination of Lymphatic Filariasis (GPELF) were 
reviewed and an update on progress provided. A correlation can be seen between poverty and 
the risk ofLF: south Asia accounts for 41% ofLF cases and sub-Saharan Africa for 38%, while 
the PacELF countries have only 1% of the LF -infected population. The numbers of countries 
that have undertaken MDA increased from 12 to 38 between 2000 and 2003, with 73 million 
people now participating in MDA. While there has been good progress, in 2003 there were still 
45 countries yet to start MDA. 

Challenges to the GPELF remain in the areas of management, treatment coverage, 
disability management, drug supply and quality. Steps for strengthening and advancing the 
elimination programmes at the community, national and international levels were reviewed and 
the GPELF and PacELF programmes compared. 

Country reports 

lVIDA COVERAGE SURVEY RESl'L TS 
ACTIYlTlES OF' POPl:LATION 

(%, leT-positive) 

• Fifth MDA in August 2004 - Distribution 2000: 19% 
1999: 16.6% (5011 3018) 

through schools, churches, bingo halls and 
2001: 53% 

2001: 11.5% (12111053) 

American workplaces. Evaluation of activities - with 
2003: 13.5% (135/1000) 

nurses, community 2002: 49% 

Samoa • Vector control trials of source reduction 2003: 70% 

• Infonnation, education and communication 
(lEG) campaign using TV, radio spots, press 

E releases and fliers in Samoan and English 

Comments: One to low coverage, the 2001 MDA is now considered as the 1" MDA. 

B survey at the end of 200S. C survey in 2006. 

2000: 62% 

Cook • Five MDAs completed - distributed by public 2001: 64% 1999: 8.6% (162/1884) 
health staff situated on all main islands. 

2002: 98% 2001: 7.6% (35/460) 
Islands • lEG 2003: 88% 2002: 0.4% (9/2025) - subjects 

• Integrated programmes with vector control 
2004: 93% 

chosen randomly from census 
list within sentinel sites of six 

• Final assessment planned for 2005 southern islands and seven E 
northern islands 

Comments: Immigration as source of reintroduction ofLF is a concern. 
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" Sl'RVEY RESrLTS 
PI ACTI\'ITIES i\JJ)A ( 0\ ERAGE 

(H POPIILATION 101 leT 't" ) 

Fiji 

E 

• Two MDAs (2002, 2003) - stations in urban 
areas and house-ta-housel stations in rural areas, 
dose by age distributed by nurses, health 
workers and volunteers 

• Third MDA in Sept-Nov 04 

• IEC- research supported, ongoing process 

• Integrated approach with vector control 

• Plan to integrate with helminth programme 

2002: 70% 

2003: 62 %. 

• some data missing 
due to cyclone 

\ 10 -pOSI 1\ e 

2001: 16.6% 

2002: 14% 

6,4%MF+ 

Mid-term survey ( C survey) in 
2005 

Comments: Challenges for MDA are settlements and urban areas: need for directly observed treatment. 

0"-'· -_"," 

JI121/l33J{ 

Cijv~~~'J~t1tc;:~;c ~;O~:~u~ili3.90/0,(42hg6~) 
diStribute4l1um1?er of 
treatm:~irtsrtoiar·, 

po!!~~~~~ ': " 
E~~~6nof'cp;etage 
. t:OI)dti~e4. e.{~;.yYt:ar 

, ',byra!ldOIpsampling' '.'" "'_ ... _-,-. " .. , ,.,-,-, 
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1\1DA ( '()\!VJ> «:1' SURVEY RESFL TS 
PI \(TI\'lTIES ", ",,",- , " 

r OF POPlTLATION ('XI leT-positive) 

Federated 
States of 

Micronesia 

" One MOA in Satawal Island 2003: 100% of 507 
Satawal inhabitants 

Second MOA planned 
for October 2004 

2002: 36% in Satawal 
schoolchildren 

2003: all ages 

Satawal 34% (90/266) 

Tamatam 2% (211 00) 

58% in males «26 yo) 

PE Comments: Problem of transportation to get to Satawal. 

Marsball 
Islands 

PE 

No clinical disease. 

Entomological survey planned for October 2004. 

All Satawal people Jiving elsewbere were also treated. 

".'Three MDA~Ministr)10fff~l.ilistaff,nurn~~" 
' ••• Mi~i.§tryor~f'~~~ti?I).X.ollth al)~.,.Spg~.~4n .. ::; .. 

. Peace CorpsIlartnefShiIl~:'/ ,··~';';i( "~i:}] 

. ".~~ose by ag.r .• ·j.:;.~: ··"i;;'::i:ci,,:';:1 .. ~];t'Iil','·i:itj~ir.!,: 
·IEC~;radiosIl9ts, leafletsiindinfQj'l!latiori sh~si' 

Manaeba vlsitto reliiious'groups;!' .. c·' ....•.• " 
~ , - - - -, - ~. '. 

Co!rimel1ts: Pr~blem orc~mpliance.:i 

Tiansportation~a ~ballenge, 

• Two MOAs (2002 and 2003) 2002: 

- 81 % (Mejit) 

- 67% (Ail uk) 

2003: 

- 69% (Mejit) 

- 68% (Ail uk) 

Comments: MDA not undertaken yet in 2004. 

Expansion of ICT testing to neigbbouring islands. 

1999-2000: 1.7% (Gilbert Is.) 

2001: 6.S%(Christmas Is). 

2001: 0.2% (212004 -

both residents of Mejit ) 

2002: 44.2% on Mejit (13/294) 

2002: 29% on Ailuk (29/244) 

2003: O%on Wotje (0/31S) 

2003: 0% on Ebon (0/31S) 

Cballenges: Scattered islands, transportation and communication, lack of community awareness and low 
priority for tbe Ministry of Healtb. 

Proposed plan: Advocate support from Ministry of Healtb, increase community awareness and 
participation. 
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< ICTsurv,eypl~~Iie~t~i 
, T~eato;~ntof ~IIICT'~'I-"o siti1ve 

• Five MDAs completed (2000-2004) 

• Health awareness- media, posters, leaflets 

• Concentration on testing and treating positives 

2000: 94% 

2001: 99% 

2002: 82% 

2003: 78% 

2004: 85% 

2001: 1.3% 

2004: 0.2% 

Comments: Concern about migration - immigration policy to test alI new immigrants. 

- Refusal of people who have tested ICT -negative to take tablets. 
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, SliRVEY RESliL TS 
PI ACTI\'lTIFS i\IDA ( 0\ ERAGE 

~ OF POPllLATlON (01 IC'l' 't' . ) 

Samoa 

E 

Tokelau 

NE 

• Completed five MDAs (1999-2003) 

• Social marketing- multimedia campaign 

• Distributed by women's committees, village 
mayors, ministers and health clinics; dose by age 

1999: 90% 

2000: 57% 

2001: 67% 

2002:60% 

2003: 80% 

Comments: Long history of recorded MF prevalence (1964-94). 

Possibility of a sixth MDA in 2005. 

Compliance concerns. 

Integration of LF programme into vector control programme. 

Planned end-of-programme survey for whole population. 

10 -POSI I\C 

1999: 4,5% (31717006) 

2002: 4.4% (96/2141) 

2003: 1.6% (14/881) 

2004: C survey ongoing 
(partial results: ICf+ 0.86%; 
Mf+: 0.31%) 

Full epidemiological and clinical case review of programme - consultation in progress. 

• IEC materials None conducted 

• Focus on awareness and prevention activities 

1999-2000:, ~ areas surveyed 
lCT+0/3055 

1003:< C shlve)'=30ICf+ (but 
Mf-) III 364tested from 10 
provirices (0.3%) so far. The 30 
ICT+ persons were located in 
Central province. Survey still 

1994: 1 positive of 1311 tested 
(migrant) 

1999: I positive of 1555 tested 
(migrant) 

Comments: Plan to carry ont another survey before 2005 for certification of elimination. 
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MD \ ('OYFR\GJ.' Sl;RVEY RES1'LTS 
1'1 ACTI\'ITIES ~)F pOPl'L~llor\ " .. 

('v.. I( l-pIIslhve) 

Tuvalu 

E 

• Three MDAs completed (2001-2003) - by public 
health staff, nurses, doctors, community health 
committee and volunteers 

• Fourth MDA in Sept 04 

• Integrated media campaign 

2001: 81% 

2002: 47% 
(incomplete data) 

2003: 83% 

1999: 22.3% (128/574) 

2002: 14% (97/6820n Funafuti) 

2003: 16% (212 / 1306) 

2004: 11.3% (mid-term survey) 

Comments: Working to improve record keeping, community awareness, commitment by staff. 

Development of IEC materials to native language. 

2003 sentinel sites: 

Sakau 14.4% (14/97); 0% MF 
positive (0197). 

Custom beliefs remam problem in target province of Penama., ,-" ;;"""-- ',.-" -'~',.' , '- '. - '-, <~ < -.-~- -' • -. 

fla~for}le~~rming of ~~hoolchiidren. . 
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, ' ,- , , , . MBA (,OVERAGE SLRVE\, RESliLTS 
I I A( 11\ IlIF_S Of' 1'0I'lLA lION " . 

Wallis 

and 

Futuna 

PE 

• Three rounds of MDA (2002-04) - by health 
workers, biologist, phannacist and medical 
officer 

• Change from age to weight criteria for MDA 

• Distributed in schools, offices, shops and village 
meeting places 

• lEe campaign- radio and television 

2002: 60% 

2003: 65% 

2004: 66% 

Comments: Seeking to improve communication between authorities. 

2.4 Summary of country reports 

(tV. IC T-posltl\e) 

2001: 0.72% (6/803) 

1% Wallis 

0% Futuna 

ICTtesting 6-12 year-old 
schoolchildren every two years 

Dr Tom Burkot, Research Entomologist, Centers for Disease Control and Prevention, 
Atlanta, United States of America 

Following the presentations of reports from 17 Pacific island countries and areas, country 
data were summarized under recent activities, future plans and challenges for each individual 
country or area. A number of items were repeatedly identified by individual country managers as 
being of interest or concern, including: (1) the need for public awareness and health promotion 
tied to health communication to ensure high MDA treatment coverage; (2) the challenges of 
communication and transportation in remote areas; (3) concerns about the impact of human 
population movements as sources of introduction or reintroduction of filariasis into previously 
endemic or non-endemic countries; (4) the importance of political commitment to the success of 
individual country programmes; (5) plans for integrating PacELF activities into country 
antihelminth and vectorborne disease control programmes; as well as (6) the question of how to 
proceed after the fifth MDA. 

Highlights of the individual country reports included the presentation by Samoa of the 
results from five completed rounds ofMDA, the first Pacific country to achieve that milestone; 
the decision of Papua New Guinea to remain within PacELF and their "East-to-West" strategy; 
together with the introduction oflong lasting insecticide treated nets (LUNs) in Papua New 
Guinea, Solomon Islands and Vanuatu for control of the vectors of filariasis. 

2.5 Parasitology: Lvrnphatic filarliasis: a brief parasitological overview 

Dr Ngoc Lam Nguyen, MD, Institut Louis Malarde, Tahiti, French Polynesia 

LF affects more than 120 million people worldwide, mostly in the Indian Subcontinent. 
The main species, Wuchereria bancrofti, accounts for 90% of those infections. The estimated 
longevity of adult worms is about six to 10 years. Microfilaria (Mf) cannot develop further in the 
human host but need to be picked up by a susceptible mosquito to develop to the infective stage 
(13) before infecting another person. Mf periodicity in the bloodstreanl is a parasite adaptation 
to mosquito activity patterns in order for transmission to occur. Depending on the geographical 
location, there are a large variety of mosquitos that act as intermediate hosts for filarial larvae. 
Parasite-vector-host relationships are complex and not yet fully understood, especially regarding 
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clinical manifestations. The role of an endosymbiotic bacterium, Wolbachia, in the development 
and reproduction of filarial worms has recently been pointed out. This bacterium can be a 
potential target for LF treatment. Antibiotics and antifungal treatments are needed to manage 
clinical cases due to cutaneous infections by bacteria (Streptococcus) and fungus. 

2.6 Entomology 

Dr Tom Burkot, Research Entomologist, Centers for Disease Control and Prevention, 
Atlanta, United States of America 

Building on lectures presented at the Fourth and Fifth PacELF Annual Meetings in the 
~ook Islands and Fiji, respectively, information on the basic biology of mosquitos was presented, 
together with an introduction to how mosquitos are identified. The lecture stressed how the 
biology of different mosquito species makes some mosquitos more important vectors of filariasis 
than others. 

While many different species of mosquito can transmit filariasis, not all mosquitos can 
transmit it. Information on how to identifY the major types of mosquitos (Anopheles, Culex and 
Aedes) was shown. PartiCipants also learned that only larvae and adult mosquitos can be 
identified by looking at them under the microscope, and how the different mosquitos that 
transmit filariasis differ in where their larvae live, how far the adults fly and when and where, 
and on what animals they will feed. 

These characteristics of mosquito biology were then related to different control techniques 
to show why some control measures are effective for only some mosquito species. It was 
stressed that we do not have proven control methods for all species of mosquito, and that some 
control measures will work well in certain areas but perhaps not in others, if the biology of the 
mosquito differs in different places. While mosqui to control has been very important in the 
elimination of filariasis in Australia, Japan, Solomon Islands and parts of Papua New Guinea, 
MDA will remain the most important tool for filariasis elimination in the Pacific. If everyone 
takes DEC and ALB every year, then mosquito control may only be needed in selected areas. 

2.7 Integration: Suggested components of a national plan 

Dr Kevin Palmer, Regional Adviser in Malaria, Vectorborne and other Parasitic Diseases, 
WHO Western Pacific Regional Office 

The idea is to incorporate filariasis elimination, helminth control, water supply and 
sanitation and health-promoting schools into Healthy Islands Programmes. Deworming by 
albendazole is a cost-effective intervention and can enhance the coverage and efficacy of other 
health programmes for children. Deworming can have a dramatic effect on the growth and 
mental development of children. The goal is to reduce the worm burden in schoolchildren 
through two rounds of treatment per year, and to reach at least 75% of all schoolchildren once a 
year. 

Moreover, water supply, sanitation, food safety and nutrition education should be 
improved by providing sanitation facilities, including clean water, hand-washing facilities and 
clean food (healthy and locally available food) to all schoolchildren. Minimum sanitation 
standards should be defined and controlled for all schools. Such health-promoting school 
approaches should be conducted by a national coordinator, with a national strategic plan, 
training, demonstration pilot projects and evaluation. 

Integration with malaria, dengue and vector-control activities should also be considered. 
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2.8 Epidemiology: Epidemiological evaluation for PacELF programmes - Principles and 
methods: a quick overview 

Dr Ngoc Lam Nguyen, Institut Louis Malarde, Tahiti, French Ploynesia 

In PacELF, four types of survey are defined, based on the objectives, location, time and 
target populations: 

(1) The A survey (the initial baseline survey) determines a country's LF endemicity and 
is used to decide whether to implement MDA or not. 

(2) The B survey (mid-term survey), in sentinel sites and spot-check sites, assesses the 
impact ofMDAs, and checks that the programme is being implemented properly. 

(3) The C survey (final prevalence assessment) assesses the impact ofMDAs to 
determine whether all areas are at less than 1% LF prevalence and to find any 
remaining pockets ofLF. Thus the whole country should be covered by this survey 

(4) The D survey (transmission assessment) determines the five-year incidence of LF 
infection. This survey targets 5-6 year-old children (children that were born in the 
year of the first MDA or later). The objective is to confirm that there is no more LF 
transmission. For operational purposes, if less than 0.1 % of children are infected, LF 
is considered to be eliminated as a public health problem. 

The practical sampling methods recommended for the C survey were stressed (cluster 
sampling and lot quality assurance sampling), as many of the PacELF Pacific island countries 
and areas are, or will soon be undertaking C surveys 

2.9 Clinical features and causes 

Dr Eric Ottesen, Director, Lymphatic Filariasis Support Center, Emory University 

The other goal of the LF elimination programme is to alleviate Iprevent suffering caused 
by LF infection. The disease caused by infection with LF can be symptomatic or hidden. 
Clinical manifestations can be acute attacks (filarial fevers), lymphangitis, lymphoedema, 
hydrocele, elephantiasis or tropical pulmonary eosinophilia. Subclinical (hidden) effects can 
result in kidney disease, lymphatic dysfunction, immune abnormalities and psychosocial 
dysfunctions. LF affects both adults and children. Other diseases can mimic the clinical signs of 
LF in children. Clinical manifestations are due mainly to adult worms; they induce dilatation and 
tortuosity oflymphatic vessels, as seen by Iymphoscintigraphy. LF progression is due either to a 
non-inflammatory pathway or an inflammatory pathway with bacterial or fungal superinfection. 
The main goal of caring for LF disease is to prevent 'filarial fevers' by getting rid of adult worms 
and treating superinfection (hygiene, treatment and prevention of skin lesions, lymphatic 
draining by exercises, elevation of swollen limbs, etc). Some clinical features (hydrocoele) can 
be treated by surgery. ) 

I 
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2.10 Drugs 

Dr Mark Bradley, Manager Scientific Support LF Programme, GlaxoSmithKline 

For LF-specific treatment there are only three drugs available: DEC, ALB and IVR. DEC 
is the oldest and as yet, regarding its mode of action, the least known of the three compounds. 
IVR was initially used for onchocerciasis in Africa and in some foci in South America, and its 
use is limited to those areas. IVR, and especially ALB are also effective against other parasites 
(roundworm, whipworm, hookworm, etc). These drugs can result in some side-effects 
(gastrointestinal disturbances, dizziness, and headache). IVR and ALB are contraindicated for 
pregnant women, especially during the first trimester, while DEC is contraindicated for 
onchocerciasis and loasis patients because of potential grave side-effects due to filariasis. 
Pharmacokinetic data have shown that there is no interaction between ALB and DEC when taken 
in combination. Resistance mechanisms on the genetic level are better documented for IVR and 
ALB, but poorly understood for DEC. The mode of action of DEC seems to depend on the host 
immune response. Monitoring data have shown that the DEC-ALB combination is safe and 
effective. Nevertheless vigilance for serious outcomes should be maintained. 

3. TECHNICAL DEMONSTRATIONS 

3.1 ICf test! Mf slide 

Jonathan King (Programme Specialist), Fuatai Maiava (Project Coordinator), 
Wayne Melrose (Deputy Director), Ngoc Lam Nguyen (Epidemiologist) 

Different practical aspects of using the ICT card test were discussed with the participants, 
including storage conditions, how to perform the test, the need to delay reading the result (10 to 
15 minutes), interpretation ofthe test results, and how to organize the testing of several people at 
the same time. Volunteers were ICT-tested in real field conditions. False-positive results can 
occur if the test is not read during the recommended time interval. The correlation between the 
qualitative ICT and the quantitative Og4C3 antigenemia tests was explained. 

Mf slide reading (with the '3 lines' technique after Giemsa staining) was a straightforward 
process for participants to identify rnf morphology characteristics. 

3.2 Entomology 

Tom Burkot (Research Entomologist), Jeffrey Hii (Scientist) 

During the mosquito identification practical, country managers leamed some of the key 
characters used to identify the major genera of mosquitos that can transmit filariasis and dengue. 
Mounted slides of Aedes, Ochlerotatus and Culex were examined. The participants learned to 
differentiate Aedes aegypti and Aedes albopictus, important dengue vectors, from Aedes 
poiynesiensis, the most important vector ofLF in Polynesia (as well as a dengue vector). 

An appreciation of the technical skills needed for mosquito identification was gained. In 
addition, time during the demonstration allowed country managers to ask specific questions 
about mosquito control suitable for their Pacific island countries or areas. 



- 14-

3.3 Case management 

Eric Ottesen (Director), Gautam Biswas (Medical Officer), Dapeng Luo (Scientist), 
Fuatai Maiava (Project Coordinator) 

Case management relies on skin hygiene to prevent bacterial and fungal super-infections. 
Washing the affected limbs or arms thoroughly and gently with soap or antiseptic solution at 
least twice a day prevents secondary infections. Special care must be focused on cracks, cuts and 
scrapes. Drying after washing is important to prevent maceration and super-infection. Elevation 
of the limbs is recommended whenever possible. Physical exercises can be beneficial for 
facilitating lymphatic flow. Once super-infection is present, antibiotics and/or antiseptics should 
be used. 

The voluntary participation of a Samoan patient with advanced lymphoedema allowed 
participants to observe the hygiene care process firsthand. 
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Country plans of action 

PI Plan of action In charge Timing 

American 
Samoa 

E 

• Compile and analyse data from previous surveys and 
MDA reports 

• Review medical and surgical records for hydrocele, 
lymphoedema and elephantiasis for the last four years + 
interviews with clinicians and nurses 

• Ensure an integrative approach 

• Integrate LF case definition into current communicable 
disease surveillance 

Programme and data 
managers 

Programme Manager 
Nursing outreach workers 

LF Programme Manager 
and team of nurses from 
other programmes 

LF Programme Manager, 
epidemiologist, clinicians, 
data manager 

Feb - April 2005 

Jan - Oct 2005 

2004 - Nov 2005 

Mar - May 2005 
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PI Plan of action In charge Timing 

Fiji 

E 

French 
Polynesia 

E .' 

Federated 
States of 

Micronesia 

PE 

• Compile and review data from surveys and MDA reports 

• Develop attractive publications, brochures and flyers with 
recent updates for advocacy purpose 

• Utilize the PacELF budget of the Ministry of Health 

• Publish scientific and public health publications 
(quarterly bulletins) 

• Adapt morbidity guidelines to national situation 

• Develop visually attractive brochures for patients with 
clinical manifestations 

• Establish an integrative task force (LF, dengue, helminth, 
school health) 

• Develop terms of reference and regional outputs 

• Develop an action plan 

• Incorporate into quarterly bulletin of Ministry of Health 

• Define an LF case and include the definition in the 
National Surveillance Guideline 

• Develop a national questionnaire for clinical survey 

• Review existing hospital data 

• Seek support from Fiji Medical School and Fiji Nursing 
School 

.. 

• Conduct sentinel site, surveys 

Programme manager, Fiji 
ELF team 

Programme manager, Fiji 
ELF team 

Programme Manager, Fiji 
ELF team, Environmental 
Health officers 

Programme Manager, Fiji 
ELF team, Fiji Medical 
School, Fiji Nursing School 

Public Health Direction, 
Institute'Louis Malarde 

• Conduct specific survey in low prevalence areas ; 
:,. Carry.,. out data ana. IYs."i.s' .' ,. .' . ..... ;i Epidemiologic and Health 

, . ", Statistical Bureau 

• Review the number of COllsultati6~for clinical LFin Public Health Direction 
public health facilities' reports and hoSpital records ' .' 

~ Integrate with deworming andhealtb ~ucation 
campaigns in Tuamotu and Marquesas islands, 

", " 

• Carry out advocacy activities aimed at medical groups 
(doctors, nurses) 

• PacELF activities presentation at 'Grand Rounds' and 
annual meeting 

• lIT testing of community college students 

I 

Programme Manager 

Programme Manager and 
school nurses 

Oct- Feb 2005 

Oct 2004 

Oct 2004-2005 

Nov-Dec 2004 

End 2004 - April 
2005 . 

Every year in 
March 

2005 

Next six months 

2004 



Marshall 
Islands 

PE 
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• Write up the comprehensive national plan and policy 
using available general information on PacELF website 

• Investigate for hidden clinical cases through interviews 
and examinations (Mejit, Ailuk) and using national health 
data 

• Establish partnership with Expanded Programme on 
Immunization or other public health programmes 

• Start a database information system using the Pac ELF 
Data InfOrmation System (DIS). Need computer, printer 
and expert assistance 

Programme Manager 

Programme Manager 

Programme Manager 

Programme Manager, local 
Database Manager, Japan 
Overseas Cooperation 
Volunteer (JOCV) 

July 2005 

July 2005 

Oct 2004 

July 2005 
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PI Plan of action In charge Timing 

Niue 

E 

Solomon 
Islands 

NE 

• Conduct a public awareness campaign on PacELF 
activities with comprehensive reports 

• Define long-term policy to prevent LF re-emergence in 
Niue 

• Conduct a public awareness campaign on LF clinical 
signs for detecting hidden cases 

• Carry out interviews, screening and questionnaires to 
assess LF morbidity 

• Adopt an integrative approach (dengue, other 
communicable diseases) to optimize resources 

• Establish an LF surveillance programme (LF screening in 
migrants, especially those coming from highly endemic 
areas) 

Programme Manager, 
Health Department, Niue 
Government 

Health Promotion Officer, 
Programme Manager, 
doctors 

Programme managers of 
different public health 
programmes 

Director of Health, Ministry 
of Health 

~ set up a fliltl~halpla1f of ~ti~n ;:.'" l,';::' ,.;,,' Di,re~ofDisease Control, 
;:j.'·: •• ';ii:.'.;(r":":i'~':'; •.. '.·'· ';:,,;J( ';. ",'j:"', }),:,;:::.,,;"tt;'!':::. i~!~~j~~~l. LF'Jask Porce 

,. :ColleCt datafiom preVious ,studies aiidLF progratllllies',. 
i.;_.;:: '_ ,"- _ '\:'-r<; _ -::. ' -:>_':'~;?"- ,'- / .. -': _' /;;'0<:';, ,-_:': ':, >':~-~~-f;_\:;<-'- ',':i,> ~:;;_<:::~::_::-_\~;_~:<','.~ '<_:'.,< . 
.• G91Iect,IEC.matc:rials,fromPapua'N"~wGuipea:and.c/\"',,, 

p~~~it:~~ce ,':" :":':" ~ -%~f:'>~</~' ,'_:: '>~f;!;j}~.}~\~-:: - -' ;;";:~~;!;f:~:-:',:.:'~::;~ 
, :-:;- ~::: _"': /: ; _ _ _ :: :, ~ --~~'; c, - : ': t i_:,-' ;, ... _ ': ,:I'''','jO: ,: :. -f ,- (:-"':'" "" ,': .. :\~;l',';}. r \ 

• Rai~e public;a:~~areness"witl1ml\Ss'meclia: c . aigps}; 
'.'~:;.! :\"', .. :. :·';·~5i:"''-'. ,': .>. :,f'>"":-'!.'~' .,,,.' l,":":?': ~':'·f\ll'::::.>. ::>:7i:.:~.:.:-,.(...f;>:\;, 

• lWileaware~~samonghealth pr()Vi~ersandp?li~cal 
liutho!jti!l,s,in.'vi'lagt;~·'ancl.c1~ctsy;~,·.:, • .. ·,.·.;f;'l.:',.,·. ii 

• Carry \Jut .. ~~<irbidity·reVie~frori;h()Spit.;I~~:n.&~nd • 

. ~';~:v~~T~1~~~;,~~;~::~;r;&.~,;~,:"~:.,t;}.if!:,:,.; ...• ~~~~:~~:!onal 
• Acl°pt an inttj~a:tiveapproac;h(de~oc,millg..l?edtietl; fOC! ·l.F P~()gran'lme Mari~l\er, 

mal,aria <:on~91 p.~ogfa'!1i1).eh.a1s~~i~.9~mlDlInitY.~c1DirllCt9r ofpiseaseC()ntrol. 
~~~~.,~()U~})"ri~I~~tjk1'!J~-'·, ,. ")i'.;~~~i.''";, .t',; •. ·.ii:.ProvindialHealthAdvisor 

• Define an Lf.case forsurveiUance.purpose' " 
';' - ." '" ,':'.: .. - '. -" ( ,'''''' ~"'.; " ':>', '" " . .-
,;Setupandrna!n~in the. da~~~e'()falIinfect~#pe9pIe > ... 

•• lI11d·~rna~~"lliseclinf°rm:~()nlP~()~~.~~·.traFIdn7-s~tem 
~ Tr~nn.~tionlll; pr~~incial~ncldis~i~'s~ti;~';s~~illance 
• Compile data and reports for presentation to the Vector 

Borne Disease Control Programme, National Health 
Conference and Executive Committee 

• lntegrate the bednet programme with the LF programme 
and deworrning 

• Continue and complete the surveillance the 44% of the 
target population 

• Conduct a D survey in Russell Islands 

• Conduct KAP + Sociology surveys 

Director of Disease Control, 
:J'echnlcalWorkingOroup 
of National Task Force 

Bernard Bankote'e 

Provincial staff + SIMTRl 

SIMTRI staff, Provincial 
staff 

March 2005 

July 2005 

March 2005 

June 2005 

Feb 2005 

Dec 2004 

July 2005 
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PI' Plan of action In charge Timing 

• Prepare attractive andcolllPrehensjve presentations for 
members of ParliamentandtneCabinet, the public (via 
the media), and other partners ofLF programme outside 
the Health Department 

• Review medical records to assess the LF morbidity + 
questionnaires to district nurses and health officers 

• Set up a network of home care teams 

• Existing integration ofMDAwith immunization 
programme (quarterly island tour), integration with other 
public health programmes, such as noncommunicable 
disease, is ongoing 

• Define LFjnfectionc~fOrintegraton into the list of 
reportable communicable diSeases. 

• Set up a database. of leT-positive people 

Programme Manager and 
teaJ1l,with publication 
assistance request to 
PacELF office 

Jan-Feb 2005 

2010? 

Feb 2005 

Mar-June 2005 

Nov 2004 - June 
2005 



- 20-

PI Plan of action In charge Timing 

Vanuatu 

E 

• Set up a meeting to present MDA reports to the Chief, 
Provincial Council, government staff and NGOs and 
request support for pocket/problem areas 

• Select an MDA distributor from problem areas for 
advocacy 

• Produce an LF cases map 

• Train malaria supervisors, health promotion officers, zone 
supervisors in use of lEC materials and follow-up forms 

• Integrate with Vector Borne Disease control activity net 
distribution and LF re-treatment for ICT-positive people, 
deworming, problem MDA 

• Train nurses in ICT test for children's survey 

• Keep records ofLF cases (by Mfand ICT) 

• Carry out more tests in sentinel sites and follow up ICT
positive cases 

• Collect serum sample for more sensitive test in ICT
positive children 

• Set up light traps for A nopheles for LF testing in areas 
with ICT -positive under age 

Vector Borne Disease 
Control Manager, Chief, 
MPs 

Filariasis national team, 
malaria supervisors and key 
people 

Filariasis national team, 
provincial staff, MCH 
nurses, educati on staffs 

Filariasis national team, 
JCU collaboration, Institute 
Louis Malarde 

Nov 2004: compile 
data- Select MDA 
distributor 

Jan 05: Meeting 

Nov 2004: LF map 
and individual 
follow-up form 

Feb 2005: Training 

Nov 04: ICT test 

Dec04: Mop-up 
MDA 

Feb 05: Deworming 

Nov 04: Follow up 
cases + Problem 
area serum 

Nov 04: Light traps 
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3.4 PacELF administration 

Yoshio Furuya, PacELF Assistant Programme Coordinator; Kazumi Nakamoto, PacELF 
Operational Officer, and Kazuyo Ichimori, PacELF Team Leader, PacELF Home Office, 
Suva, Fiji 

3.5 PacELF sub-regional stock and supply system 

Kazumi Nakamoto, PacELF Operational Officer, PacELF Home Office, Suva, Fiji 

Administrative information was presented on the PacELF subregional stock and supply 
system, including stock-taking and an update on the status of country submissions for supplies. 
The PacELF central office in Suva supplies ALB (from GSK), DEC (from JICA) and ICT-Rapid 
Assessment Kits (RAKs) from JICA. Communication among the PacELF Pacific island 
countries and areas and the home office occurs primarily through the Star Network system and 
enables the supply of DEC, ALB, ICT-RAKs, IEC materials, documents (including the PacELF 
Handbook and the PacMAN book), as well as requests for technical assistance and financial 
support. As of 31 July 2004, PacELF had a stock of 318 000 DEC tablets and 288 000 
albendazole tablets in its temperature-controlled warehouse. 

The process of requesting and receiving DEC, ALB and ICT kits was reviewed. Countries 
must submit applications and their country annual report to the PacELF home office in either 
February or December. After review and approval by PacCARE, requests for ALB are sent to 
GSK, which ships the ALB to PacELF for forwarding to the individual Pacific island country or 
area. In 2004, IS 417 000 DEC tablets and 68 000 ICT test cards were received from I1CA. All 
68000 ICT cards were distributed to Pacific islands, as well as 15 350000 DEC tablets. During 
2001-2004, a total of77 662 000 DEC tablets and 215500 ICT cards were received from JICA, 
as well as 6143000 ALB tablets from GSK. 

3.6 Data Information System reporting 

Mr Yoshio Furuya, PacELF Assistant Programme Coordinator, PacELF Home Office, 
Suva, Fiji 

The PacELF Data Information System (DIS) is a Microsoft Excel-based system that 
automatically totals and calculates percentages based on country input. Two data systems exist, 
one for MDA data and another for blood survey results. The data systems provide a standardized 
way of reporting the data from each country. 

The blood survey system is designed for data from a maximum of 30 areas or subdivisions 
per region or district. Countries with more than 30 areas need to fill out additional worksheets. 

The MDA DIS provides age and sub-implementation unit information. Completed data 
reports are sent to the PacELF home office to be compiled into the PacELF data book. 

3.7 PacELF website and the Star Network 

Mr Yoshio Furuya, PacELF Assistant Programme Coordinator, PacELF Home Office, 
Suva, Fiji 

The Star Network is a system of communication and supply between PacELF countries 
and the PacELF office. PacELF collects data, reports, applications and forms and in return 
supplies countries with drugs, test kits, reports, data and LEC materials. 
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Included in the Star Network is the PacELF website, which was launched in October 2002. 
The website is a vehicle for sharing ideas and creating support, as well as for advocacy. Included 
on the website is infonnation about PacELF and the individual Pacific island programmes, FAQ 
about filariasis, progress and highlights from the previous year, as well as publications and 
reports and a way for people to contact PacELF. Countries are encouraged to submit news and 
photographs of country LF elimination activities. 

3.8 PacCARE report 

Dr Joseph Koroivueta, PacCARE Chairman, Chief Medical Officer, Fiji 

PacCARE was formed in 1999 and is the review group for LF elimination programmes in 
the Pacific region, with terms of reference to coordinate PacELF activities, review country 
programme applications for supplies and carry out other functions at the request of Pac ELF 
members, WHO, SPC and other partners. 

PacCARE works as a consultant for the countries and areas to keep them well informed 
and provide suggestions to problems based on reviews of reports and applications. 

The group is made up of representatives from Melanesia, Micronesia, Polynesia and the 
French territories, together with two former members of the Global Technical Review Group, 
and representatives from a WHO collaborating centre, WHO and SPC. Membership is for a 
three-year term, renewable once. Major issues being discussed by PacCARE include: (1) the 
membership of PacCARE to ensure that there is an overlap between new members rotating onto 
the committee and those with experience, (2) the terms of reference when five rounds ofMDA 
are completed, (3) how the focus of Pac ELF may shift following MOA, and (4) the request by 
Fiji to host the Global Alliance for the Elimination ofLF meeting (GA4) in 2006. 

Pac ELF and WHO have committed to planning and supporting the GA4 meeting. PacELF 
member countries will be asked to provide support for the participation and attendance of their 
ministers of health. 

3.9 Global Alliance for the Elimination ofLvrnphatic Filariasis 

Dr Yankum Dadzie, Chairman of the Global Alliance for ELF, Switzerland 

The Global Alliance (GA) is a forum of partners, consisting of endemic country ministries 
of health together with academics, NGOs, governmental and private sector organizations. The 
GA was formed in 2000 for the exchange of ideas and the coordination of activities, as well as 
raising awareness and support to accelerate the Global Programme for the Elimination of LF. 

The GA consists of an Executive Group (EG). ad hoc task forces and representative 
contact groups (RCG). The major functions of the EG are communication, fund-raising and 
advocacy. 

The RCG is made up of 30 representatives, selected by the different partner groups, and 
serves as an important link between the GAELF and institutional partners. The PacELF RCG 
representatives are Dr Joe Koroivueta (Chair), Dr Lepani Waqatakirewa and Dr Aird Hil Eti 
Enosa. The RCG is responsible for appointing members of the EG, including the GA president, 
as well as communicating with countries and supporting advocacy activities. 

Successes to date include commitment by the governments of Ghana and Tanzania to fully 
support their national LF programmes from 2005, Global Fund support to Togo for their MDA 



- 23-

for the next five years, over US$ 400 000 in cash and in-kind support raised in Burkina Faso 
from local companies, and agreement from the Standard Chartered Bank to allow national 
African LF programmes to approach it. 

3.10 Technical Advisorv Group report 

Dr Eric Ottesen, Lymphatic Filariasis Support Center, Emory University, Atlanta, GA 
United States of America 

The Technical Advisory Group (TAG) is a body of experts that makes recommendations 
to the global programme on how to address hurdles to LF elimination. Conclusions and 
recommendations regarding monitoring and evaluation, chemotherapy, strategic issues for 
scaling up the GPELF, social mobilization, disability prevention and research were presented. 

In general, the TAG was impressed by the wealth of data, but concerned by the scarcity of 
funds, which threatens the continuation of activities. The TAG recommended integrating LF 
elimination progranunes with other neglected disease programmes, enhancing social 
mobilization, expanding home-based care for lymphoedema and surgery for hydrocoele, working 
with countries at the stage of stopping MDAs to gain experience with decision-making, and 
monitoring programme success, as well as supporting necessary basic and operational research. 

PacELF was recognized by the TAG for both its successful funding and for being the most 
advanced of all the regional progranunes, despite the challenges of dispersed populations and 
efficient vectors. 

3.11 Highlights of the WHO mission to China 

Dr Gautam Biswas, Medical Officer, Lymphatic Filariasis Elimination, WHO 
Headquarters 

China formerly had an extensive LF elimination progranune, beginning with surveys in 
the 1950s. Both Wuchereria bancrofti and Brugia ma/ayi were found in China, with 330 million 
people living in endemic areas. 

Three basic strategies were used, alone or in combination, to eliminate LF from China: 
mass survey with selective treatment with DEC, mass treatment with DEC and the use of DEC
medicated salt. These strategies are believed to have successfully eliminated LF from China. 
However, it is felt that no country today, including China, would be able to repeat the 
programme. 

WHO was asked to review China's surveillance system, including gathering and analysis 
of data/information on the Chinese LF programme. The mission was then to advise the Chinese 
authorities on how to prepare for requesting verification of LF elimination from China. 

The WHO mission found a high degree of consistency and coordip.ation in programme 
implementation between the counties and provinces, with surveillance data focused primarily on 
endemic counties. However, documentation of how non-endemic areas ar.edetermined is 
needed, together with chronological presentation of county data, age-specific analyses and 
investigations of anomalous situations. 

The strongest evidence that transmission has stopped is the data on Mf infections, as there 
is only limited data on infections in vectors. 
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4. RECOMMENDA TlONS 

Four working groups met and discussed four broad subject areas: alternative methods, the 
GA, the PacELF future network and measures of PacELF impacts. The groups drafted 
recommendations that were presented to the entire workshop. Following further deliberations, 
the following final recommendations of the Sixth Annual Workshop on Filariasis Elimination in 
the Pacific were approved. 

4.1 Alternative methods 

(1) The participants in the Sixth Annual Workshop on Filariasis Elimination in the Pacific 
continue to support the elimination ofLF by PacELF countries using MDA and 
recommend that countries strive to achieve and maintain 100% coverage of their eligible 
populations with directly observed treatment. Coverage should be verified by sample 
surveys conducted by independent bodies. 

(2) Countries, in collaboration with WHO and PacELF, should study the feasibility of DEC
fortified salt by gathering information on local regulations, sources of salt, salt usage and 
the cost implications of this alternative strategy in endemic countries. 

(3) A network of vector borne disease control experts should be identified and mechanisms 
established to increase the capacity of countries to conduct vector control activities 
(vector identification, knowledge of biology and control strategies and their evaluation). 

4.2 Training and capacity building 

(1) In conjunction with the next PacELF meeting, a training workshop on survey methods 
and epidemiology should be organized. 

(2) A regional training workshop should be held to cover mosquito surveys, mosquito 
identification and control. 

4.3 Operational research 

(1) Operational research should be conducted on the effectiveness of vector control 
measures (including source reduction for Aedes (crab-hole and domestic-container 
breeding); use of impregnated materials for mosquito control, etc.) and the impact of 
vector control on LF infection. 

(2) Social / behavioural studies should be undertaken and results incorporated into updated 
health communications as part of the country LF elimination programme. 

(3) The meeting endorses and supports systematic studies of human population movement, 
such as the Jeu work in progress. 

4.4 Advocacy and future PacELF network 

(1) A publication on Pac ELF country programme information should be compiled, to 
include surveys, MDA coverage, integration activities, IEC materials, management 
details and lessons learned. The purpose of the book would bc to document the history 
of country progranunes and to share the experiences of the PacELF region. TI1C book 
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should be published before the 2006 Global Alliance Meeting in Fiji. The book should 
be put into pdffonnat and disseminated on CD . 

. (2) To maintain the future network of funding, supplies and medications, each country 
should submit a realistic national plan, approved by PacCARE, to the PacELF office. 
PacELF will then act as a facilitator for donors. 

(3) Each country programme should submit updates, highlights of activities or success 
stories to the PacELF website at least once a year to build advocacy and to encourage 
other country programmes. An award will be provided at the next PacELF meeting to 
the country programme that provides the most reports to the website. All things 
posted/published on the website must be authorized by the country releasing the 
infonnation. 

4.5 PacELF impact 

(I) PacELF should develop a survey on how the LF programme impacts other aspects of 
Pacific island countries and areas. Specific 'indicators' that capture the impacts of the 
PacELF programme on the country's health system will then be identified. These 
PacELF activities should be coordinated with similar activities being undertaken by the 
Global Programme. 

(2) The networking system between countries should be maintained to strengthen support 
between island programmes. 

(3) PacCARElPacELF should consider the decision to stop further MDAs by either bringing 
the D survey closer to the C survey chronologically or sampling young children between 
the C and D surveys to check whether transmission is still occurring 

(4) Following the stoppage ofMDAs, background surveillance should be established in 
children attending different paediatric clinics representing the total population 
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ANNEX! 

PROGRAMME OF WORK 

Registration 

Opening ceremony 

Opening remarks - WRlSamoa, on behalf of the Regional Director, 
Regional Office for the Western Pacific 

Opening address - Minister of Health, Samoa 

Self-Introductions 

Designation of Chairman, Vice-Chairman and Rapporteur 

Administrative Announcement 

Group photograph 

Coffee break 

Introduction to the Workshop - Dr Kevin Palmer 

Global and Regional Update 

• Pac ELF - Dr Kazuyo Ichimori 
• Mekong Plus ELF - Dr Kevin Palmer 
• Global ELF - Dr Gautam Biswas 

Lunch break 

Country reports 
• American Samoa 
• Cook Islands 
• Fiji 
• Federated States of Micronesia 

Coffee break 
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0830 

0900 

1000 

- 28-

Continuation of country reports 
• French Polynesia 
• Kiribati 
• Marshall Islands 

• Niue 

Continuation of country reports 
• New Caledonia 

• Palau 
• Papua New Guinea 
• Solomon Islands 

Coffee break 

Continuation of country reports 
• Tokelau 
• Tonga 
• Tuvalu 
• Vanuatu 

Lunch break 

Continuation of country reports 
• Wallis and Futuna 
• Samoa 

Coffee break 

Summary of country reports - Dr. Tom Burkot 

Lectures: 

Parasitology - Dr Nguyen Ngoc Lam 

Entomology - Dr Tom Burkot 

Integration - Dr Kevin Palmer 

Coffee break 
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1200 

1330 

1400 

1430 

1500 

1530 

Thursday, 26 August 2004 

0800 

0900 

1000 

1030 

lIOO 

1200 

1330 
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- 29-

Epidemiology - Dr Nguyen Ngoc Lam 

Clinical- Dr Eric Ottesen 

Drugs - Dr Mark Bradley 

Lunch break 

Demonstration/practical: 

ICT Testlmf Slides - Mr Jonathan King 
Ms Fuatai Maiava 

Mosquito control and identification - Dr Tom Burkot 

Case management - Dr Eric Ottesen 

Coffee break 

Continuation of demonstration/practical 

Pac ELF Administration - Dr Kazuyo Ichimori 
- Mr Yoshio Furuya 
- Ms Kazumi Nakamoto 

PacCARE report - Dr Joe Koroivueta 

Coffee break 

Global programme on elimination oflymphatic filariasis 

Global Alliance - Dr Yankum Dadzie 

TAG report - Dr Eric Ottesen 

China mission - Dr Gautam Biswas 

Lunch break 

Group Discussion: furure progranune - Dr Tom Burkot 
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Dr Nguyen Ngoc Lam 

Topics: 

Integration 

Operational research 

Surveillance 

Morbidity 

Coffee break 
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0800 

0900 

1000 

1030 

1130 

1200 

1300 
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Continuation of group discussion 

Group 1: Micronesian 
Group 2: Melanesian 
Group 3: Polynesian 
Group 4: French countries 

Presentation of group discussion -

Presentations by Partners - CDC, Emory University, GSK, 
JCU, nCA, Liverpool LF Centre, UNV 

Coffee break 

Conclusions and recommendations 

Closing Ceremony 

Lunch Break 

PacCARE Meeting 
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Bureau of Infectious Diseases Officer 
Direction de la Sante 
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98713 Papeete 
Tel. No. (689) 460 097 
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E-mail pascal.jarno@sante.gov.pf 
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Ministry of Health 
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E-mail cn_alik@yahoo.com 

Dr Jean-Paul Joseph Chaine 
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P.O. Box 2059 
Kolonia, Pohnpei 
Tel. No. (691) 320 2619 
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E-mail fsmshots@mail.fm 

Dr Bernard Rouchon 
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Preventive Department 
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Sanitaires et Cociales 
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Tel. No. (687) 243 713 
Fax No. (687) 243 702 
E-mail Brouchon@gouv.nc 

Mr Taukea Okesene 
Niue Health Department 
P.O. Box 40 
Alofi 
Tel. No. 
Fax No. 
E-mail 

(683) 4200 
(683) 4232/4206 
sog.premier@mail.gov.nu 



PAPUA· NEW GUINEA 

SAMOA 

SOLOMON ISLANDS 

TOKELAU 

- 33 -

Dr James Wangi 
Acting Director 
Disease Control Branch 
Department of Health 
P.O. Box 807 
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Tel. No. (675) 301 3708 
Fax No. (675) 325 3604 
E-mail jwangi@health.gov.pg 

Namulauulu Dr M, NuiiaJofa Tu'u'au-Potoi 
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Tel. No. 
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E-mail 

(685) 21 212 ext 376 
(685) 21 106 
NuualofaTuuauPotoi@health.gov 
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Medical Services 
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E-mail 
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Ms Rosa Toloa 
Health Advisor 
EPIfHIV & AlDS/STI Program Manager 
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Tel. No. 
Fax No. 
E-mail 
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Emory University 
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United States of America 
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3. OBSERVERS 
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Dr Kazuyo Ichimori 
Scientist 

Annex 2 

Office of the WHO Representative in the South Pacific 
P.O. Box 113 
Suva 
Fiji 
Tel. No. 
Fax No. 
E-mail 

(679) 3304 600 
(679) 3300 462 
ichimorik@fij. wpro. who. int 

Dr Dapeng Luo 
Scientist 
Office of the WHO Representative in Papua New Guinea 
P.O. Box 5896 
Boroko, NCD 
Papua New Guinea 
Tel. No. (675) 325 7827 
Fax No. (675) 325 0568 
E-mail loud@png.wpro.who.int 

Dr Jeffrey Hii 
Scientist 
Office of the WHO Country Liaison Office 
in Solomon Islands 
P.O. Box 22 
Honiara 
Solomon Islands 
Tel. No. (677) 24 001 
Fax No. (677) 23 406 
E-mail hiij@sol.wpro.who.int 

DrRos Seyha 
Scientist 
Office of the WHO Country Liaison Office in Vanuatu 
P.O. Box 177 
Port Vila 
Vanuatu 
Tel. No. 
Fax No. 
E-mail 

(678) 27 683 
(678) 22691 
ross@van. wpro. who. int 



Annex 2 

-40 -

Mrs Foatai Maiava 
Project Coordinator 
Office of the WHO Representative in Samoa 
P.O. Box 77 
Apia 
Western Samoa 
Tel. No.: (685) 23 756 
Fax No.: (685) 23 765 
E-mail: maiavaf@sma.wpro.who.int 

Mr Yoshio Furuya 
PacELF Assistant Programme Coordinator 
Office of the WHO Representative in the South Pacific 
P.O. Box 113 
Suva 
Fiji 
Tel. No.: (679) 3304 600 
Fax No.: (679) 3300462 
E-mail: furuyay@fij.wpro.who.int 

fl 

, 


	Blank Page



