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SUMMARY 
 

 

The 14
th

 meeting of the Western Pacific Regional Programme Review Group (RPRG) on 

Neglected Tropical Diseases (NTD) was held from 23 to 24 July 2014, at the WHO Western 

Pacific Regional Office, Manila, Philippines.  In addition to RPRG members, national NTD 

programme managers, representatives of donor agencies, pharmaceutical companies 

supporting the drug donation programme and some nongovernmental organizations (NGOs) 

attended the meeting. 

 

In his opening remarks, the WHO Regional Director for the Western Pacific,  

Dr Shin Young-soo, expressed satisfaction at the progress of NTD control/elimination 

programmes in the Region.  He cautioned that resource constraints and health system issues 

might potentially jeopardize progress made thus far.  He appreciated the RPRG members’ 

role and voluntary service to the cause of NTD control/elimination programmes in the Region. 

The Regional Director paid a special tribute to the outgoing chairperson of the RPRG, 

Professor Dato Dr. C.P. Ramachandran.  He recalled the milestones of Professor 

Ramachandran’s career spanning over four decades and his contributions to lymphatic 

filariasis (LF) research and control.  He acknowledged Professor Ramachandran’s leadership 

towards elimination of LF at the global scale and his tireless work in the Western Pacific 

Region. 

 

Professor Xiao-Nong Zhou, Director of the National Institute of Parasitic Diseases, Chinese 

Center for Disease Control and Prevention in Shanghai, became chairperson of RPRG and the 

Regional Director welcomed Professor Zhou to his new role. 

 

The coordinator of the Malaria, other Vectorborne and Parasitic Diseases (MVP) team, WHO 

Regional Office for the Western Pacific, presented actions taken on the recommendatons of 

the previous RPRG meeting.  The meeting reviewed and approved the requests for preventive 

chemotherapy (PC) medicines – albendazole, diethylcarbamazine and mebendazole. 

 

A staff member of the Department of NTD, WHO headquarters, highlighted the NTD 

elimination targets, global status of preventive chemotherapy strategy, principles and 

processes for validation, verification and certification of NTD elimination/eradication and 

Joint Application Package procedures for preventive chemotherapy medicines. 

Progress of the NTD control and elimination programme and proposed future activities for 

Cambodia, the Lao People’s Democratic Republic, Malaysia, the Philippines, Papua New 

Guinea and Viet Nam were presented by the respective national NTD programme managers.  

A similar presentation was made for Pacific island countries and areas by the NTD Focal 

Point, Division of Pacific Technical Support, WHO, Suva, Fiji.  The new initiatives and mass 

drug administration (MDA) programme implemented in Papua New Guinea for LF 

elimination were appreciated.  The RPRG members emphasized that the LF elimination 

verification dossiers submitted by Niue, Palau and Vanuatu should be forwarded to WHO 

headquarters for further and expedited processing.  The members expressed the need to 

strengthen the MDA programme for soil-transmitted helminthiasis (STH) control to achieve 

the WHO recommended treatment coverage rates, particularly for school-aged children 

(SAC). 

 

The expert members of RPRG and staff from WHO Regional Office for the Western Pacific 

made presentations on various topics, ranging from laboratory strenthening and advocacy, to 
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the water, sanitation and hygiene (WASH) programme and pharmacovigilance.  The 

presentations and discussions have significant implications for robust implementation and 

evaluation of MDA programmes as well as other supportive measures for comprehensively 

tackling the NTDs that are endemic in the Western Pacific Region. 

 

The meeting concluded with remarks by stakeholders that the resources needed for NTD 

programmes should be mobilized and efforts continued to reduce the burden of NTDs and 

improve people’s health and well-being. 
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1.  INTRODUCTION 

 

 

The 14
th

 meeting of the Western Pacific Regional Programme Review Group (RPRG) on 

Neglected Tropical Diseases (NTD) was held from 23 to 24 July 2014 at WHO Regional 

Office, Manila, Philippines.  In addition to RPRG members, selected national NTD 

programme managers and representatives of stakeholder institutions participated in the 

meeting. 

 

1.1  Objectives 

 

The objectives of the meeting were: 

 

 to review progress towards control and elimination of NTDs in the Western Pacific 

Region, analyse key challenges and propose concrete steps, especially the progressive 

scaling up of interventions, and intersectoral collaboration, specifically, water, 

sanitation and hygiene. 

 to advise WHO on requests from countries for medicines and diagnostic supplies in 

the Region. 

 to discuss the role of RPRG in the process of verification of elimination of selected 

NTDs in the Region. 

 to advise WHO on the way forward with advocacy and resource mobilization for 

NTDs in the Region. 

 

1.2  Opening remarks 

 

Regional Director of the WHO Regional Office for the Western Pacific, Dr Shin Young-soo, 

extended a warm welcome to the RPRG members.  He reminded members that the meeting is 

an important event and its decisions and evaluation of country requests for donated medicines 

affect more than 100 million people in the Region.  He pointed out that we are half way 

through implementation of the regional action plan, which was developed to alleviate the 

suffering of people affected by NTDs in the Region. 

 

The Regional Director expressed appreciation for the progress made by Member States 

towards control and elimination of lymphatic filariasis (LF), schistosomiasis (SCH), leprosy, 

yaws and other NTDs.  He emphasized the need to scale-up efforts to eliminate diseases such 

as SCH and blinding trachoma and control soil-transmitted helminthiases (STH).  He also 

appreciated the partnership forged by the pharmaceutical companies and their contribution of 

medicines to control and eliminate NTDs. 

 

He cautioned that shrinking external funding in the Region could threaten the progress of 

these programmes.  He reminded the RPRG of the commitment to address all 17 NTDs in 28 

endemic countries in the Region.  Dr Shin noted no single organization can handle the 

complexity of control and elimination of NTDs and emphasized the need for hard work, 

partnerships and intersectoral collaboration.  He thanked the RPRG members for their tireless 

voluntary work in guiding WHO and the Member States of the Region in the fight against 

NTDs. 
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Special tribute to Professor Dato Dr C.P. Ramachandran, outgoing Chairman, RPRG 

 

The Regional Director paid special tribute to Professor Dato Dr C.P. Ramachandran, who 

stepped down as the chairman of the RPRG.  Professor Ramachandran held the position for 

13 years. 

 

Professor Ramachandran’s career started in 1963 in Malaysia at the Faculty of Medicine at 

Universiti Malaya.  In 1967 he became the chief of Filariasis Research and Control at the 

Institute of Medical Research in Kuala Lumpur.  From 1970, he was Dean of the School of 

Biological Sciences at what is now the Universiti Sains Malaysia in Penang. 

 

He joined WHO in 1979.  He was the secretary of the Special Programme for Research and 

Training in Tropical Diseases (TDR) Research Strengthening Group and then became 

WHO’s chief of Filariasis Research and Control – in his dual capacity he helped establish a 

new awareness of the disease, to understand the true burden associated with LF, and assisted 

with the research and introduction of new antifilarial drugs for the control of LF.  He helped 

change global thinking about LF as an eradicable disease.  A year after his retirement from 

WHO in 1997, the World Health Assembly initiated the establishment of WHO’s Global 

Programme for the Elimination of Lymphatic Filariasis. 

 

Professor Ramachandran’s commitment to LF elimination has never ceased.  In 2001, he 

became the chair of the Mekong Plus Programme Review Group for Lymphatic Filariasis, 

and joined the Coordination and Review Group of the Pacific Programme for the Elimination 

of Lymphatic Filariasis in 2003.  In 2011, both review groups merged into one RPRG and 

expanded the functions beyond filariasis into other NTDs.  The Regional Director appointed 

Professor Ramachandran as the chairman of the RPRG.  The Regional Director noted that the 

Western Pacific Region is considered one of the most advanced in the fight against NTDs and 

that this is a reflection of the leadership provided by Professor Ramachandran as chairman of 

the RPRG. 

 

Professor Ramachandran holds several honorary fellowships and prestigious awards.  We can 

read more about his life in his biography which was launched in 2014. 

 

Professor Ramachandran handed the chairmanship of the Western Pacific Regional 

Programme Review Group on Neglected Tropical Diseases to his successor,  

Professor Xiao-Nong Zhou, but will remain a member of our group. 

 

The Regional Director expressed his gratitude to Professor Ramachandran and presented him 

with a memento. 

 

1.3  Remarks by outgoing chair, Professor Dato Dr C.P. Ramachandran 

 

Professor Dato Dr C.P. Ramachandran expressed thanks and deep appreciation of the 

Regional Director’s acknowledgment of his contribution to the Region.  Prof Ramachandran 

recalled his association with many RPRG members since the days of his work at WHO/TDR, 

where he had a long career.  Since his retirement almost 18 years ago he has continued 

working with the WHO Regional Office for the Western Pacific and for the past 13 years was 

chairman of RPRG.  He compiled his career and services into a biography titled I 

am…because of you, published in 2014. 
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He thanked the RPRG members for their excellent cooperation in steering the RPRG and 

keeping him intellectually active.  WHO Regional Office for the Western Pacific launched 

elimination programmes for five diseases and control programmes for two diseases.  The 

RPRGs of the Mekong and South Pacific regions were merged for better coordination and 

effective functioning.  A regional action plan for control and elimination of NTDs was 

developed and continues to be valid today.  The Professor noted that over the past decade, 

considerable progress has been achieved in the control and elimination of NTDs in the 

Region, and although programmes are lagging behind in one or two countries he expressed 

hope that their performance will improve soon. 

 

The RPRG of the Western Pacific Region has demonstrated transparency and openness and 

has functioned with the sole objective of improving NTD control/elimination programmes.  It 

serves as an excellent model of a group working for disease control in resource-limited 

countries. 

 

Professor Ramachandran urged members to be innovative and bring a fresh perspective to 

RPRG. 

 

1.4  Remarks by incoming Chair, Dr Xiao-Nong Zhou 

 

Dr Zhou expressed his pleasure at being a member of RPRG and was honoured to be 

chairman of RPRG for the next few years.  He stated that the outgoing chairman’s rich 

experience and effective organization of the RPRG puts him under pressure to perform 

equally well.  He mentioned that there are many challenges ahead, including the scaling-up of 

PC interventions, and that there are several new tasks.  He solicited the support of all the 

members to achieve the common goal of NTD control and elimination in the Region.  

Dr Zhou recalled the saying, “If you want to go fast, go alone; if you want to go far, work 

with partners.”  He called for a partnership approach to address the challenges. 

 

 

 

2.  PROCEEDINGS 

 

 

2.1  Recommendations of the Regional Programme Review Group 2013 and actions 

taken 

 

The recommendations of the 13th RPRG held in 2013, and action taken are summarized in 

Table 1. 



- 4 - 

 

 

Table 1. Recommendations of the 13th RPRG and action taken 

 RPRG Recommendation Actions Taken 

1 RPRG should be renamed the 

Western Pacific Regional 

Programme Review Group on 

Neglected Tropical Diseases; 

the changed name and the 

finalized TOR should be 

attached as an annex of the 

minutes of the RPRG meeting.  

Western Pacific Regional Programme Review Group 

on Neglected Tropical Diseases is currently the 

official name of the RPRG and is reflected in all 

documents/publication from WHO Regional Office 

for the Western Pacific. 

2 The virtual review process of 

joint reports and joint requests 

for donated medicines should 

be done regionally. RPRG 

should review them and make 

recommendations.  The WHO 

Regional Office, jointly with 

country offices, as the 

secretariat, should coordinate 

this, and after review and 

clarifications send forms and 

recommendations to WHO 

headquarters for sharing with 

donors. 

RPRG members continue to review and approve the 

drug requests from countries.  
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 RPRG Recommendation Actions Taken 

3 Technical issues in countries: 

3a The Lao People’s Democratic 

Republic has detected two 

individuals with LF Ag in a 

village in one of four districts 

in Attapeu province.  The 

province adjoins the endemic 

province of Champasak and 

has so far been considered 

non-endemic.  In view of 

detecting Ag positive 

individuals, mapping of 

adjoining districts/provinces 

should be undertaken.  Treat 

Ag positive individuals and 

family members and 

implement two rounds of 

MDA, i.e. one round each in 

2013 and 2014, in 10 villages 

around the endemic village as 

a precautionary measure.  

Technical assistance should be 

provided to the country as and 

when required. 

In January 2014, technical assistance was provided to 

the Lao People’s Democratic Republic in the planning 

of mass drug administration (MDA).  Mapping of LF 

has been done, and the southernmost province of 

Attapeu (five districts with a population of 130 000) 

was identified as endemic in 2009 with an Ag 

prevalence range from 1.9% to 27.4%.  The first 

round of MDA with 100% geographic coverage was 

implemented in 2010, and further rounds were 

implemented in 2012 and 2013.  The reported 

treatment coverage ranged from 65% to 67% and the 

surveyed treatment coverage was from 57% to 62%. 

The programme implemented the fourth round of 

MDA in January 2014.  The recommendations under 

technical assistance are as follows. 

1. Village level drug distribution will be strengthened 

by increasing the duration of MDA and number of 

village health volunteers and better training of drug 

distributors.  

2. The midterm evaluation of the programme is a 

priority and will primarily focus on evaluation of the 

impact of the programme through Ag assessment in 

two sentinel sites and two spot-check sites.  

3. Recent surveys in Sekong province, which adjoins 

the endemic province of Attapeu, showed Ag 

prevalence of 0.33% and only 1 out of 12 villages was 

found with Ag positive cases, therefore MDA may 

not be necessary.  Instead, MDA will be implemented 

in the lone endemic village and five nearby villages. 

4. The LF vector in Attapeu province is yet to be 

determined and the programme is keen to pursue LF 

vector incrimination studies. Recent entomological 

data suggest that the ubiquitous vector species 

Cx. quinquefasciatus is the predominant mosquito 

species in the province. However, its role as a vector 

needs to be confirmed. 

3b Malaysia has made significant 

progress towards elimination 

of LF. Only two 

implementation units have 

antibody prevalence of around 

1%. Both of these provinces 

should give one more round of 

MDA. 

According to Dr Chun Paul Soo of WR Malaysia 

office, after pre-transmission assessment survey 

(TAS) survey in Sabah and Sarawak, it was decided 

that only four Intervention Units (IUs) in Sabah and 

one IU in Sarawak would need to continue MDA in 

2014 and 2015. Dr Padmasiri Aratchige provided 

technical support to Malaysia in 2013 on TAS 

training. In December 2013, WHO Regional Office 

for the Western Pacific was informed by Dr Chun 

Paul Soo that Malaysia will not request MDA drugs. 

During the 14th RPRG meeting, Malaysia requested a 
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 RPRG Recommendation Actions Taken 

donation of diethylcarbamazine citrate (DEC) and 

albendazole for LF for 2015, which was approved by 

RPRG. 

3c The Lao People’s Democratic 

Republic, Solomon Islands and 

Viet Nam should revise their 

drug requirements and submit 

revised request forms as soon 

as possible. 

The Lao People’s Democratic Republic, Solomon 

Islands and Viet Nam revised the drug request forms 

and WHO has delivered the requested drugs. 

3d Samoa should submit an 

application for PC medicines 

for 2014. 

Samoa submitted a request and was approved by 

RPRG (Dr Patrick Lammie). albendazole and DEC 

was sent to Samoa in April 2014. 

3e Encourage the Philippines to 

use donated DEC (100 mg 

tablets) for MDA.  

The Philippines was firm regarding the decision not to 

accept the DEC donations from Eisai due to the 

100mg preparation that is different from the 50mg 

preparation currently used by the country. The 

Philippines does not want to switch preparations as 

this will necessitate the revision of existing policy, the 

wastage of current stocks of 50mg tablets and the 

retraining of health workers. 

3f The Federated States of 

Micronesia should conduct two 

rounds of MDA in the outer 

islands and lagoon area of 

Chuuk except in Weno, ideally 

in one year. This activity may 

be combined with other public 

health interventions such as the 

Expanded Programme on 

Immunization (EPI) and 

Noncommunicable Diseases 

(NCDs) to ease logistic 

problems.  

Note that there was a Chikungunya outbreak in Yap 

State which delayed the implementation of MDA. A 

DEC donation is already in Pohnpei, while an 

albendazole donation is expected to arrive in late 

April 2014. The first of two rounds of MDA in Chuuk 

has been rescheduled to commence in October 2014. 

3g Tuvalu should conduct two 

more rounds of MDA; these 

should be complemented by 

vector control, ideally the use 

of long-lasting insecticidal nets 

(LLIN), as antigenaemia (Ag) 

prevalence is higher than the 

threshold level.  

The MDA dates have been tentatively fixed for 

November 2014. 

3h Extend all support to and 

explore various opportunities 

to initiate the NTD control 

programme in Papua New 

Guinea in order to achieve the 

goals as envisaged in regional 

NTD action plan.  

Papua New Guinea successfully conducted MDA in 

New Ireland Province in June 2014.  Currently Papua 

New Guinea and the Philippines are priority countries 

for scale up of PC in the Western Pacific Region. 
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 RPRG Recommendation Actions Taken 

4 To better understand the risk of 

serious adverse events (SAEs) 

during foodborne 

trematodiases (FBT) control 

campaigns with praziquantel 

(PZQ), prevalence of human 

cysticercosis should be 

assessed (using antibody tests) 

in areas targeted for MDA. 

Cambodia, China and the Lao People’s Democratic 

Republic submitted proposals on FBT and Viet Nam 

submitted on taeniasis/cysticercosis. Funding will be 

discussed with the new focal point in WHO 

headquarters (Dr Bernadette Abela Ridder). 

5 Establish and/or strengthen 

pharmacovigilance systems in 

all endemic countries. PC 

medicines should be covered in 

the national pharmacovigilance 

system and national capacity 

should be built for both regular 

reporting of adverse events 

from PC MDA programmes 

and for causality analysis and 

decision-making for 

appropriate action.  In 

countries where very limited 

expertise exists for causality 

analysis and risk 

determination, a regional 

expert advisory group (ad hoc 

or regularly established) may 

provide the needed technical 

advice.  Explore with NTD 

Strategic and Technical 

Advisory Group (STAG) 

Working Group on Capacity 

Strengthening for Control of 

NTDs to establish Adverse 

Event Surveillance systems at 

national and regional level 

similar to EPI model for 

surveillance of vaccine-related 

adverse events. 

Selected country programme managers presented their 

pharmacovigilance system during the 14th RPRG 

meeting.  Pharmacovigilance systems will be 

discussed in the upcoming Training of NTD 

Programme Managers on Integrated Programme 

Management in January 2015. 

6 LF dossiers 

6a Niue: The dossier provided 

adequate information and is 

satisfactory. 

WHO Regional Office for the Western Pacific will 

send the dossier to WHO headquarters. The dossiers 

will be further assessed and next steps initiated by 

headquarters. 

6b Palau: Additional information 

should be provided on steps to 

be taken by the Ministry of 

Health to prevent the risk of re-

introduction of LF through 

The dossier from Palau has been improved to present 

steps to be taken by the Ministry of Health to prevent 

the risk of re-introduction of LF through migrant 

workers. WHO Regional Office for the Western 

Pacific to send the dossier to WHO headquarters. 
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 RPRG Recommendation Actions Taken 

migrant workers. 

6c Vanuatu: The dossier included 

all required information, but it 

was not presented effectively.  

A more robust dossier should 

be prepared and submitted to 

WHO Regional Office for the 

Western Pacific, which should 

facilitate its review by an 

expert and circulate the review 

results to RPRG members. 

The dossier from Vanuatu has been improved to 

facilitate its review. WHO Regional Office for the 

Western Pacific to send the dossier to WHO 

headquarters. 

6d All three dossiers should be 

submitted via the monitoring 

and evaluation (M&E) 

Working Group of the NTD 

STAG. 

WHO Regional Office for the Western Pacific to send 

the three dossiers to WHO headquarters. 

6e The dossiers should contain 

morbidity information. 

 The dossiers that were already submitted contained 

information on LF morbidity. 

7 RPRG's role in dossiers: 

7a WHO headquarters to clarify 

the process of verification of 

elimination (including the need 

for post-verification 

surveillance depending on the 

prevalent mosquito vector) and 

produce guidelines. 

WHO Regional Office for the Western Pacific is 

awaiting further guidance on this matter from 

headquarters.  

7b RPRG should continue to 

provide technical assistance in 

preparing adequate dossiers in 

the future.  Assistance for 

dossiers is time consuming and 

possibly involves country 

visits - funding should be 

raised for the investments. 

Funding for technical assistance in preparing adequate 

dossiers will be included in future WHO programme 

budgets. 

8 Trachoma mapping should 

progress quickly so that the 

SAFE strategy can begin. 

Commonalities with other 

programmes, such as 

integration of yaws mapping 

into blinding trachoma 

mapping, should be explored, 

especially in Pacific island 

countries and areas.  

Funding for blinding trachoma activities are with the 

nongovernmental organizations (NGOs) which go to 

the countries as bilateral assistance. There are no 

funds available for WHO blinding trachoma activities, 

but despite these constraints WHO continues to 

provide technical assistance through the limited NTD 

staff present in the Region. 

9 An azithromycin non-

inferiority trial for dose 

recommended for blinding 

trachoma should be carried out 

WHO will sponsor a randomized controlled trial to 

compare 20mg/kg vs 30mg/kg of Azithromycin in the 

treatment of yaws. 
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against yaws. 

10 External quality assurance of 

NTD laboratory diagnosis 

should be continued. National 

NTD laboratory capacity 

should be strengthened. 

National Institute of Parasitic Diseases in Chinese 

Center for Disease Control and Prevention currently 

provides external quality assessment to some Member 

States on diagnostic procedures on helminthes.  

Laboratory training was implemented in May 2014. 

Enhancement of External Quality Assessment (EQA) 

implementation is currently being discussed. 

11 2015–2016 funding gaps 

should be identified now. 

Countries and WHO should 

call for this support from key 

donors, aggressively and in 

finite pieces, but broadly (not 

just for PC). Each RPRG 

member should actively 

engage in mobilizing resources 

for NTD control. Support 

should be found to record and 

showcase many success stories 

in this Region. 

2015 funding gaps will be identified shortly, while 

planning for 2016–2017 is underway. Countries and 

WHO are consistently calling for support from key 

donors. Focus is still on PC diseases.   

12 Countries that have so far not 

identified LF vectors must take 

action to determine and 

document this information. 

WHO Regional Office for the Western Pacific will 

provide technical assistance and encourage countries 

to document information. 

13 Research and review 

13a While the role of Ag detection, 

using ICT card test, is being 

tested widely for stopping the 

MDA and TAS, the value and 

role of Brugia rapid test in 

transmission assessment 

surveys needs to be studied 

and standardized. 

WHO Regional Office for the Western Pacific will 

consult with experts and necessary information will 

be gathered. 

13b Review the literature on 

incidence and causality of 

SAEs following mass drug 

administration for 

control/elimination of 

schistosomiasis.  

This is a topic of global interest and WHO 

headquarters continues to review this information. 

Currently available data were presented and discussed 

at the WHO Consultation on Neurocysticercosis, held 

from 17 to 18 July 2014 at WHO headquarters, 

Geneva.  
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2.2  Global and regional updates 

 

Dr Jonathan King, Department of Control of NTDs, WHO headquarters, presented global 

progress towards 2020 road map targets and 2014 STAG recommendations. 

 

The World Health Assembly Resolution WHA66.12 in 2013 on NTDs urged Member States 

to expand PC interventions against NTDs and to ensure optimal programme management and 

implementation in order to achieve and maintain universal access to interventions and reach 

road map targets. 

 

The NTD targets to be reached by 2015 include: 

 

(a) eradication of dracunculiasis;  

(b) regional elimination of: onchocerciasis and human rabies transmitted by dogs in Latin 

America; schistosomiasis in the Eastern Mediterranean, Caribbean, Indonesia and 

Mekong river basin; and Chagas disease transmission through blood transfusion;  

(c) country elimination of both human African trypanosomiasis in 80% of foci and 

onchocerciasis in Yemen and; 

(d) sustained control; Buruli ulcer oral antibiotic therapy incorporated into control and 

treatment; 70% of all cutaneous leishmaniasis cases detected, with at least 90% of all 

detected cases treated; in the Eastern dengue vector, control interventions established in 

at least 10 endemic priority in the Mediterranean Region; making Taeniasis/Cysticercosis 

control strategy available; pilot projects for control of echinococcosis/hydatidosis 

implemented in selected countries; and 50% of children in need of STH treatment 

regularly treated and 100% of countries with a plan of action. 

 

The NTD targets by 2020 include: 

 

(a) eradication of yaws, global elimination of lymphatic filariasis, leprosy and human 

African Trypanosomiasis; 

(b) regional elimination of human rabies transmitted by dogs in South-East Asia and 

Western Pacific regions, schistosomiasis in the Americas and Western Pacific regions, 

visceral leishmaniasis in the Indian sub-continent and Chagas disease intra-domiciliary 

transmission in the Americas;  

(c) country elimination of onchocerciasis and schistosomiasis in selected countries in Africa; 

and  

(d) dengue control and surveillance systems established in all WHO regions with the number 

of cases reduced by more than 25% (2009–2010 as baseline) and deaths reduced by 50%; 

70% of all Buruli ulcer cases detected early and cured with antibiotics in all endemic 

countries; taeniasis/cysticercosis interventions scaled up in selected countries; validated 

strategies available for the control of echinococcosis and hydatidosis and interventions 

scaled up in selected countries; and 75% of population at risk of STH reached by PC and 

morbidity controlled in all endemic countries. 

 

As of 2012, 122 countries require PC – 122 for STH, 60 for LF, 52 for SCH, 51 for blinding 

trachoma and 29 for onchocerciasis.  In 122 countries 1.891 million people require PC – 

1.380 million for LF, 609.5 million school-age children (SAC) and 266.4 million pre-SAC 

for STH, 135.1 million SAC and 114.3 million adults for SCH, 241.5 million for blinding 

trachoma and 130.5 million for onchocerciasis.  In total, 807.6 million were treated with PC 

drugs – 596 million for LF, 251.9 million SAC and 86.1 million pre-SAC, 99.5 million for 
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onchocerciasis, 48.8 million for blinding trachoma and 42.1 million for SCH.  The global 

treatment coverage in 2012 was 76.2% for onchocerciasis, 43.2% for LF, 37.5% for STH 

among SAC and 27.7% for STH among pre-SAC, 20.2% for blinding trachoma and 14.4% 

for SCH.  The treatment coverage in 2012 was the highest since 2008.  However, the 

trajectory of PC scale-up should be much higher than that achieved so far to reach the NTD 

control/elimination targets by 2020. 

 

Globally, 14 countries are yet to start MDA for LF elimination, 23 countries are scaling up 

MDA to achieve 100% geographic coverage, 34 countries has achieved 100% geographic 

coverage, of which 16 countries have already entered the surveillance phase.  In the Western 

Pacific Region, 1 country (Papua New Guinea) has yet to achieve 100% geographic coverage, 

10 countries (Brunei Darussalam, Fiji, French Polynesia, Kiribati, the Lao People’s 

Democratic Republic, Malaysia, Federated States of Micronesia, Philippines, Samoa and 

Tuvalu) have achieved 100% geographic coverage and continue to implement MDA, and 10 

countries (American Samoa, Cambodia, Cook Islands, Marshall Islands, Niue, Palau, Tonga, 

Vanuatu, Viet Nam and Wallis and Futuna) are in the surveillance phase.  New Caledonia 

may not require MDA. 

 

The WHO’s NTD STAG consists of five working groups and addresses all issues related to 

NTD programmes.  These five working groups are: (a) capacity strengthening; (b) monitoring 

and evaluation; (c) neglected zoonotic diseases; (d) access to quality-assured essential 

medicines; and (e) investments for impact.  The main 2014 STAG recommendations include: 

(i) supporting countries to increase coverage with integrated interventions; (ii) establishing 

principles and processes for validation, verification and certification; (iii) positioning NTDs 

in the global health/development agenda; (iv) mobilizing resources for yaws eradication;  

(v) accelerating the work to control neglected zoonotic diseases; and (vi) responding to the 

dengue epidemic.  If the target of PC interventions is disease control, the focus is to reduce 

disease burden.  If the target is disease elimination as a public health problem, then the focus 

is interruption of transmission and lowering the burden due to morbidity.  Accomplishments 

require validation by a group of experts and acknowledgement.  On all these issues, a set of 

standard operating procedures will be developed and presented to STAG in 2015. 

 

LF is targeted for elimination and the operational definition of elimination as a public health 

problem is lowering the prevalence of infection with Wuchereria bancrofti, Brugia malayi or 

B. timori to less than the target thresholds in all endemic areas in all countries.  The threshold 

is defined as lowering the prevalence of Ag to <2.0% in areas where W. bancrofti is 

transmitted by Anopheles, Culex or Mansonia vector species or where B. malayi is endemic, 

and to <1.0% in areas where W. bancrofti is transmitted by Aedes vector species.  Elimination 

of LF by a country requires validation and the following is the proposed process of validation 

– the country should compile a dossier on the programme to eliminate LF and it should be 

submitted to RPRG through the appropriate WHO Regional Office.  The RPRG reviews and 

recommends the dossier and the Regional Office submits it to WHO headquarters for 

validation.  The validation group reviews the dossier and gives recommendations. WHO then 

acknowledges the country having achieved elimination of LF as a public health problem in 

the WHO Weekly Epidemiological Record, the Global Health Observatory and NTD Global 

Report. 

 

To increase coverage with integrated interventions countries should establish a strategic 

framework, which includes the following major steps: mapping and situation analysis; PC, 

morbidity management and disease prevention and the WHO-developed SAFE strategy for 
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blinding trachoma (surgery for trichiasis, antibiotics, facial cleanliness and environmental 

improvement); and monitoring and evaluation and surveillance and validation/verification.  

Countries should develop plans of action, build capacity to implement an annual work plan 

and have dedicated and funded NTD staff.  The programmes should follow the guidelines and 

use the data for decision-making.  The progress of programmes should be monitored and the 

process should incorporate new diagnostic tools with RPRG playing a role in decision-

making involving national programmes. 

 

The role of RPRGs can be expanded and its minimum core functions could include providing 

technical/managerial support for review of annual work plans, drug requests, M&E activities, 

elimination dossiers for all PC diseases, and strategic advice on programmatic decisions for 

all PC diseases such as eligibility of endemic areas for TAS and stopping MDA.  RPRGs can 

also identify issues to be referred back to NTD STAG and its working groups. 

 

The Joint Application Package (JAP) is an integrated planning tool, rather than just an 

application form for WHO-managed drug donations which helps improve operations.  It 

consists of (a) Joint Request for Selected PC Medicines (JRSM); (b) Joint Reporting Form 

(JRF); (c) Annual Work Plan (AWP); and (d) PC Epidemiological Data Reporting Form 

(EPIRF), which is to be submitted only if new data are available.  JAP helps in assessing the 

number of people that needs PC (by disease and by country), the number of each NTD PC 

drugs planned and distributed for each provinces/districts, and also in identifying such issues 

as geographical gaps (areas in need of PC but not included in campaigns), scaling-up 

opportunities, and programmatic gaps (MDA conducted, with low coverage). 

 

The status of the NTD programme as of 2012 in the Western Pacific Region is summarized in 

Table 2. 

 

Table 2. Status of NTD programmes in the Western Pacific Region 2012 

 LF 
STH SCH 

PreSAC SAC SAC Adults 

Number of people requiring PC 37.5M 22.3M 52.4M 635K - 

Number of people treated 19.1M  4.1M 10.5M 3.8M 

Coverage (%) 51.0 18.3 20.1 36.0 - 

 

Coverage is calculated as the number of people treated in need of PC out of the population 

requiring PC. 

 

No reports were received on mass treatment of SAC against STH from China, Marshall 

Islands, Federated States of Micronesia, Nauru, Philippines, Papua New Guinea, Samoa, 

Solomon Islands and Tonga, <75% treatment coverage was reported in Fiji (20%), Lao 

People’s Democratic Republic (60%), Vanuatu (52%), Viet Nam (47%), >75% treatment 

coverage was reportedly achieved by Cambodia, Kiribati and Tuvalu.  
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2.3  Country presentations 

 

2.3.1  Lao People’s Democratic Republic (Dr Bounlay Phommasack, Director-General 

of Communicable Disease Control) 

 

The Lao People’s Democratic Republic consists of 16 provinces and 145 districts with a total 

population of 6 576 420 in 2014.  The country is endemic for four NTDs (Table 3, Figure 1). 

 

Table 3. Status of NTD situation in the Lao People’s Democratic Republic 2012 

NTD 
Endemic provinces or districts/total 

provinces/districts 

Estimated population at 

risk (2014) 

STH 17/17 provinces 6 576 420 

LF 1/17 provinces    137 089 

SCH 2/145 districts    130 987 

FBT (Opisthorchis  

viverrini) 
6/17 provinces 2 787 055 

 

Figure 1. Distribution of NTDs in the Lao People’s Democratic Republic 

 
While STH is prevalent in all provinces, LF is endemic in one province, Attapeu, and SCH is 

endemic in Kong and Mounlapamok districts of Champasack province.  Six provinces are 

endemic for FBTs and a population of 2 396 868 requires PC.  All NTDs are targeted for 

control/elimination and PC intervention is in place, although treatment coverage has not 

reached its full potential for the control of FBT (Table 4).  
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Table 4. Endemic provinces and population treated for different PC interventions in the 

Lao People’s Democratic Republic in 2013 

 LF STH SCH FBTs 

Endemic provinces 1 17 1 (only Kong 

& 

Mounlapamok 

districts) 

6 

Population requiring PC 121 531 4 027 936 112 469 2 396 868 

Provinces where PC 

implemented 

1 16 (Round 1) 

8 (Round 2) 

1 6 

Population targeted with 

PC 

136 798 1 418 320 (Round 1) 

507 880 (Round 2) 

102 163 1 524 575 

Population treated 93 482 1 284 733 (Round 1) 

463 111 (Round  2) 

73 772 256 509 

 

While the national government and subnational government finance human resources, 

diagnosis and case management costs of the NTD control programmes, international donors 

such as Luxembourg, WHO, FHI 360's End Neglected Tropical Diseases in Asia, Asian 

Development Bank (ADB) Communicable Disease Control Project Phase II and the Korea 

Foundation for International Healthcare (KOFIH) provide finance for training, IEC material, 

diagnostics and some operational costs.  Wherever opportunities are available, the NTD 

control/elimination programmes were integrated.  For example, in the LF endemic province 

of Attepue, distribution of drugs for LF and STH are integrated.  An integrated treatment 

approach was adopted for SCH and O. viverrini. 

 

The STH programme was able to achieve high treatment coverage of 89% in 2009, 100% in 

2010, 98.5% in 2011 and 90% in 2013 among SAC.  For the SAC group, coverage was 61% 

in 2012, when the denominator included children aged 5 and 11 to 14, although they were not 

targeted for treatment. In other years, the denominator was those in the age group 6–10, 

which was the actual target age group in the country.  The respective coverage for pre-SAC 

were 89%, 82%, 91.5%, 50.5% and 32%.  The programme was implemented only in 2009 

among women of child-bearing age (WCBA).  The STH programme for SAC is being 

implemented in collaboration with the Ministry of Education.  School teachers are highly 

committed to the programme and work without any incentives.  The MDA for pre-SAC is 

integrated with the EPI programme.  STH control and the STH control programme have been 

made part of school curriculum, underscoring their importance. 

 

The PC for SCH elimination targets children and adults.  Treatment coverage under PC was 

91.5% in 2009, 80% in 2010, 90% in 2011 and 71% in 2013.  The programme could not be 

implemented in 2012, due to a reported serious adverse event during the PC campaign. 

 

A national trachoma survey was started in 2013. So far, surveys have been completed in 88 

districts in 12 provinces.  In each district, 20 to 23 villages were surveyed with a total of 247 

villages covered so far.  Of 38 900 households in 247 villages, 4882 were included in the 

survey.  A total of 15 935 children ages 1 to 9 in selected households were examined for 

trachomatous inflammation – follicular (TF).  Although all villages were found to have 

trachoma cases, prevalence was low with only 182 TF cases detected.  This gives a mean 

prevalence of 1.1% (182/15 935).  A total of five trichiasis cases in four villages were 

detected (Table 5). 
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Table 5. Details of national trachoma survey carried out in the Lao People’s Democratic 

Republic in 2013–2014 
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1 SRV 8 20 2941 161 789 1460 12 0 0 

2 Attapue  5 20 4605 316 806 1281 27 0 0 

3 Xekong 4 21 2865 156 736 1644 26 0 0 

4 Louangprabang 11 23 3618 199 681 1179 2 0 0 

5 Oudomxai 7 23 2893 353 828 1411 21 0 1 

6 Phongsali 5 20 2061 157 723 1187 28 0 0 

7 Luang Namtha 5 20 2692 182 802 1300 3 0 1 

8 Bokeo 5 20 3597 274 825 1423 6 0 2 

9 Xaignabouli 9 20 3656 943 843 1213 5 0 0 

1

0 

Houaphan 10 20 2537 793 771 1385 23 0 1 

1

1 

Xiangkhouang 9 20 3251 576 769 1219 18 0 0 

1

2 

Vientiane 10 20 4184 772 812 1233 11 0 0 

  TOTAL 88 247 38 900 4882 9385 15 935 182 0 5 

TF: trachomatous inflammation – follicular; TI: Trachomatous Inflammation – Intense; TT: 

Trachomatous Trichiasis. 

 

Mass treatment for the control of Opisthorchis viverrini is also implemented through schools 

with teachers engaged in the programme. 

 

The NTD control/elimination programmes in the Lao People’s Democratic Republic are 

being implemented under a series of challenging circumstances.  Timely procurement of 

adequate quantities of drugs is an ongoing problem. Implementation of the LF MDA 

programme in 2015 and 2016 requires increased resource mobilization.  Lack of awareness 

among the public is another major issue.  Other challenges include funding for refresher 

courses for teachers, lack of donated drugs for deworming WCBA against STH, and 

inadequate water and sanitation for STH control programmes, as only 57% of schools have 

access to water and toilet facilities.  Constraints affecting the SCH elimination programme 

include shortages of donated quality-assured PZQ for the adult population, a lack of secured 

and committed funds and poor collaboration among different sectors for implementing one 

health approach.  For the FBT control programme, a lack of adequate PZQ supplies and funds 

for operational costs, advocacy and health education, and deep-rooted risk behaviours are 

major challenges.  Despite these human and financial resources constraints, PC activities 

were planned in 2014 and 2015 (Table 6). 
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Table 6. MDA activities planned for 2014 and 2015 

Activities 

2014 target 2015 target 

# of IUs for 

PC 

# of 

people 

# of Ius for 

PC 
# people 

PC 

MDA2 (DEC + ALB) 1    121 531 1 
   145 

974 

AZI (for TRA) None None None None 

T2 (PZQ for SCH) 2 112 649 2 
   121 

367 

PZQ for FBT 6 1 524 365 6 
1 524 

365 

T3 (ALB/MBD) for STH 1
st
 

round 
16 2 660 259 16 

2 376 

361 

T3 (ALB/MBD) for STH 2
nd

 

round 
8    861 371 8 

   739 

193 

 

2.3.2  Cambodia (Dr Sinoun Muth, National Center for Parasitology, Entomology and 

Malaria Control) 

 

Cambodia comprises 24 provinces (including the capital city) and 171 districts and 12 khans 

with a population of 14 676 591 in 2013, of which 3 146 212 are urban dwellers.  The annual 

population growth rate is 1.46%.  There are 1633 community level administrative units i.e. 

204 sub-districts or Sangkats and 1429 communes.  There are 14 119 villages (sub-

communes). 

 

Cambodia is endemic for STH, SCH, LF, O. viverrini and Strongyloides stercoralis.  While 

STH is endemic in all provinces, SCH is endemic in two provinces, O. viverrini in three 

provinces and Strongyloides stercoralis in one province.  Nearly half of the country’s 

population requires PC to control and eliminate various NTDs.  The number of pre-SAC, 

SAC and WCBA together that require PC is 7 573 331.  The population that requires PC for 

LF and SCH is 502 982 and 80 000 respectively.  However, the respective number for 

strongyloidiasis is difficult to estimate.  The province-wide number requiring PC for various 

NTDs is given in Table 7.  The country has set 2016 as the target date for elimination of LF 

and SCH. 

 

The NTD control programme was financially supported by the national government, external 

donors and WHO. 
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Table 7.  Population at risk of different NTDs in various provinces of Cambodia 2013 

IUs (Province) 

Population at risk 

STH 
SCH O. viverrini S.stercoralis 

Pre-SAC SAC WCBA 

Bantey Meanchey 63 403 150 476 169 890    

Battambang 97 758 230 404 266 051    

Kampong Cham 138 868 361 826 438 553  70 000  

Kampong Chhnang 49 420 109 769 122 870    

Kampong Speu 66 349 167 869 189 555    

Kampong Thom 55 271 149 828 157 700  10 000  

Kampot 48 765 129 278 146 487    

Kandal 116 727 251 833 275 385    

Koh Kong 12 531 28 505 28 331    

Kratie 33 549 83 146 80 304 50 000   

Mondul Kiri 6374 17 709 15 486    

Phnom Penh 138 201 200 741 318 654    

Preah Vihear 15 728 45 158 47 333   191 103 

Prey Veng 73 492 207 230 273 167    

Pursat 37 121 90 381 97 981    

Ratanakiri 13 625 42 067 43 345    

Siem Reap 97 385 217 938 227 784    

Sihanoukville 21 999 45 272 46 965    

Stung Treng 10 380 29 378 29 526 32 000   

Svay Rieng 36 903 99 078 139 636    

Takeo 66 704 182 576 230 742  20 000  

Oddar Meanchey 17 905 51 991 52 567    

Kep 3191 9051 8951    

Pailin 8344 18 070 16 500    

 

Mapping has been completed for all the three NTDs prevalent in the country. PC was 

implemented, with treatment coverage rate above the required level, in all IUs – 6 endemic 

for LF, 24 for STH and 105 for SCH (Tables 8 and 9).  The treatment coverage rates achieved 

were 97.2% for SCH, 92.6% for STH treatment round 1 and 96.5% for round 2 in 2013.  The 

treatment coverage of various population groups under the STH control programme is 

presented in Figures 3–5.  MDA for LF has been completed and stopped. The programme 

was able to implement a complete monitoring and evaluation package – surveys were done in 

24/24 sentinel sites for STH, 6/6 for SCH and 6/6 for TAS under the LF elimination 

programme. 
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Table 8. Overview of the national NTD programme of Cambodia   

 LF STH SCH FBT 

Year of inception of 

the national 

programme 

2004 2004 1997 2012 

Target date for 

elimination 
2016  2016  

Name of 

administrative unit 

for implementation 

of PC (IU) 

Province/District whole country Village Village 

Total # IUs 

requiring PC at the 

start of the 

programme 

6 IUs  (2 define as 

provinces and 4 are 

districts 

25 IUs 105 IUs Not available 

Total population 

requiring PC in the 

country 

Total population in 

endemic IUs 

Total 

population 

requiring PC 

in the country 

Total 

population in 

endemic IUs 

Total 

population 

requiring PC 

in the country 

 

Table 9. Details of PC interventions implemented for the control and elimination of different 

NTDs in Cambodia in 2013 

MDA details 
Number 

of IUs 

Number of 

people in 

targeted IUs 

Number of people 

treated in targeted 

IUs 

Treatment 

coverage 

MDA2 (DEC + ALB) 
6 502 982 

Stopped MDA 

since 2010 
- 

AZI  (for TRA)     

T2 (PZQ for SCH) 105 82 000 79 704 97.2% 

PZQ for FBT N/A N/A 34 082  

T3 (ALB/MBD) for 

STH 1st round (SAC) 
24 2 919 574 2 703 526 92.6% 

T3 (ALB/MBD) for 

STH 2nd round (SAC) 
24 2 919 574 2 817 389 96.5% 
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Figure 3. Treatment coverage among pre-SAC under STH control programme in Cambodia 

 
 

Figure 4. Treatment coverage among WCBA under STH control programme in Cambodia 
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Figure 5. Treatment coverage under SCH control programme in Cambodia 

 
 

The programme was successful in integrating the LF elimination programme with the STH 

control programme and the SCH elimination programme with the STH control programme 

and O. viverrani control operations.  The PC programme for pre-SAC was integrated well 

with EPI programme and for WCBA with Vitamin A and Folic acid supplement programme.  

The programme also forged collaboration with other sectors such as Ministry of Education, 

Youth and Sports, rural development and animal health. 

 

The major challenges for NTD control and elimination include: (a) mobilization of drug 

donation for Pre-SAC and WCBA and for strongyloidiasis and FBT; (b) mobilization of 

financial resources for implementing the FBT and strongylodiasis control programme;  

(c) limited progress in WASH; and (d) lack of robust guidelines related to schistosomiasis 

elimination.  The planned PC intervention for 2014 and 2015 is summarized in Table 10. 

 

Table 10. Details of PC planned for 2014 and 2015 

PC 

2014 2015 

Number of IUs 

Number of 

people to be 

targeted 

Number of IUs 

Number of 

people to be 

targeted 

PZQ for FBT 5 50 000 10 100 000 

T3 (ALB/MBD) 

for STH 1st 

round 

24 5 650 000 24 5 800 000 

T3 (ALB/MBD) 

for STH 2nd 

round 

24 5 650 000 24 5 800 000 
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2.3.3  Viet Nam 

 

Viet Nam consists of 63 provinces, 697 districts with a population of 90 410 000 in 2014.  

There are a total of 10 455 communities in the country. 

 

STH is widely prevalent in Viet Nam – 52 provinces with a population of 70 million are 

endemic.  Among FBTs, Clonorchis and Opisthorchis are endemic in 31 provinces with a 

population of 15 million, Fasciola is endemic in 52 provinces, Paragonimus in 10 provinces 

and Taenia in 50 provinces.  The country’s NTD programme overview is presented in Table 

11.  The PC programme details implemented in 2013 are given in the Table 12. 

 

Table 11. Overview of NTD control programme in Viet Nam 

 LF STH TRA FBT 

Year of inception of the 

national programme 

2002–2008 Not yet 

2006 

 Not yet 

2006 

Target date for elimination 2016 NA  NA 

Name of administrative unit 

for implementation of PC 

(IU) 

districts provinces communities Districts 

Total # IUs requiring PC at 

the start of the programme 

6 52      10 455 39/7 

provinces 

Total population requiring 

PC in the country 

670 000 28 567 620 4 223 820 2 976 303 

 

Table 12. PC programmes implemented in Viet Nam 2013 

Activities Targeted Achieved # of IUs 

with 

reported 

coverage 

above 

target* 

# of IUs for 

PC 

# of people # of IUs 

for PC 

# of people 

PC 

MDA2 (DEC + 

ALB) 

LF MDA stopped 

AZI  (for TRA) Trachoma (MDA not required) 

T2 (PZQ for 

SCH) 

SCH not prevalent 

PZQ for FBT 8 259 073 8 107 467  

T3 (ALB/MBD)  

for STH  

1
st
 round 

Pre-SAC: 

23 

1 568 871  23  1  465 904  23 

SAC: 36 3 488 553  36 3 320 709 36 

WCBA: 16 4 772 117 16 4 379 260 16 

T3 (ALB/MBD)  

for STH  

2
nd

 round 

Pre-SAC: 

24 
 1 779 855  24 

1 640 831 
24 

SAC: 16 1 750 572 16 1 722 713 16 

WCBA: 16     

 

The progress of the STH programme during the last few years is summarized in Tables 13, 14 

and 15. 
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Table 13. Progress of the STH control programme for SAC in Viet Nam.  

Time No. of 

provinces/ 

districts 

No. SAC 

population in 

endemic 

provinces 

No. SAC 

population in 

target 

provinces 

No. SAC 

treated 

Programme 

coverage 

(%) 

National 

coverage 

(%) 

2008–

2009 

30 /59 7 029 424 6 422 023 6 325 693 98.5  

2010 40/59 6 731 603 4 489 610 4 594 108 99.0 68.2 

2011 34 /54 6 412 542 3 375 967 3 296 509 97.6 51.4 

2012 36 /54 6 322 542 3 395 278 3 334 460 98.2 52.7 

2013 36 /52 6 280 635 3 406 959 3 336 407 97.9 53.1 

May 2014 27/48 5 166 827 2 741 086 2 623 462 95.7 53.05 

 

Table 14. Progress of the STH control programme for Pre-SAC in Viet Nam  

Year Population No. 

provinces 

included 

in MDA 

Pre-SAC 

population 

in endemic 

provinces 

Pre-SAC 

population 

targeted 

No. 

preSAC 

treated 

Programm

e coverage 

(%) 

Nationa

l 

coverag

e (%) 

2007 84 218 500  32 5 053 110  1 419 931  1 276 084  89.9 25.3 

2008 85 118 700  32 5 107 122  2 356 119  2 267 002  96.2 44.4 

2009 86 025 000  30 5 161 500  2 360 621  2 224 914  94.3 43.1 

2010 86 932 500  20 5 215 950  1 035 953  1 007 456  97.2 19.3 

2011 87 840 000  18 4 479 840  926 812  910 827  98.3 20.3 

2012 88 780 000  24 4 165 216  1 825 186  1 774 318  97.2 42.6 

2013 91 519 280  26 4 332 952  1 904 475  1 322 369  69.4 30.5 

2014  22 3 816 841  1 531 082    

 

Table 15. Progress of the STH control programme for WBCA in Viet Nam  

Year No. of 

WCBA at 

risk 

No. 

provinces 

included in 

MDA 

No. WCBA 

in provinces 

included in 

MDA 

No. WCBA 

treated 

Programme 

coverage (%) 

National 

coverage 

(%) 

2007–2009 24 431 100  2 372 355 356 901 95.8   1.5 

2010 24 688 830  10 2 899 201  2 747 405 94.8 11.1 

2011 18 469 578  10 2 934 355  2 740 713 93.4 14.8 

2012 18 667 226  14 4 289 390  3 941 440 91.9 21.1 

2013 19 243 198  16 4 772 117 4 379 260  91.8 22.7 

 

During 2013 and 2014, the national programme was supported by the national and 

subnational governments, Johnson & Johnson Viet Nam, and external donors such as the 

United States Agency for International Development (USAID) and Sabin Vaccine Institute.   

Major challenges for STH and FBTs include improvement in the surveillance and reporting 

system, financial and human resources contraints, improvement in water and sanitation and 

high STH reinfection rates. 

 

2.3.4  Malaysia 

 

The total population of Malaysia is 28 250 500.  While the states are the first level 

administrative units, districts are the second level administrative units.  The number of IUs 
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endemic for LF are 116 and the population at risk is 1 117 733 (4% of the total population). 

While 98% of the LF infections are caused by periodic and sub-periodic B. malayi, 2% are 

caused by W. bancrofti. B. malayi is transmitted by Mansonia and Anopheles species and 

W. bancrofti is transmitted by Culex species. 

 

The LF elimination programme was instituted in 2001 with the target date for elimination 

2018.  The IUs are Mukim/Zon/Sektor/sub-districts.  When the programme was started in 

2004, MDA was required in 139 IUs and 1 098 880 people required MDA.  The government 

provided the required funding to the programme.  In 2013, 660 221 people living in 50 IUs 

were reached by MDA for LF.  During this period, all the targeted sentinel sites (32) were 

surveyed. MDA treatment coverage was monitored also by coverage surveys. 

 

The stop MDA TAS was conducted in 67 IUs in 2011, of which 63 had recorded the number 

of cases with infection below threshold level.  In 2014, 45 more IUs were eligible for stop 

MDA surveys.  The plan for further transmission assessment surveys is presented in Table 16. 

 

Table 16. Plan of transmission assessment surveys in Malaysia during next few years 

Year 

LF TRA 

Number of IUs to be 

covered 
Total 

number of 

EUs 

Number of 

ICT/Brugia Rapid 

tests required* 

Number of districts 

to conduct impact 

surveys TAS1 TAS2 TAS3 

2014 45 - - 45 13 270 - 

2015 5 63 - 68 19 235 - 

2016 - 45 - 45 13 270 - 

2017 - 5 63 68 19 235 - 

2018 - - 45 45 13 270 - 

2019 - - 5 5    2002 - 

2020 - - - - - - 

 

Implementation of interventions and/or monitoring and evaluation activities worked well 

through the following practices.  If sufficient human resources is not available for 

implementing PC intervention, activities were integrated with other existing programmes or 

additional personnel were redeployed from other units (such as NCD, family health, school 

units, hospitals, or temporary staff other non-health departments such as Aboriginal Affairs, 

departments of education and information and local authorities and volunteers).  For the 

campaign and promotion of interventions, local media such as TV and radio were employed 

with multiple languages.  Community leaders and political leaders were also involved in the 

MDA programme to positively influence the public. 

 

NTD programmes were integrated with other existing programmes as much as possible. 

Integrated activities included STH survey pre- and post-LF MDA, integrated control 

activities with the malaria elimination programme and programmes with Aboriginal Affairs 

and education departments. 

 

Challenges facing the LF elimination programme included risk of re-introduction of 

brancoftian filariasis through migrant workers from bancroftian endemic countries such as 

Nepal, Bangladesh and India, as filariasis is not included in the screening programme for 

migrant workers.  It is difficult to access hill and forest areas in Sabah and Sarawak in eastern 

Malaysia regarding implementation of MDA and M&E activities.  MDA and/or test and 
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treatment of aborigines are major challenges.  Frequent changes of programme managers and 

staff in charge at district/state/national level degrade continuity of activities.  

Future plans includes MDA implementation in 2014 in five IUs with a population of 86 322.  

Post-MDA, coverage surveys will be carried out in these IUs.  The integrated vector 

management strategy will be implemented in 54 IUs. 

 

2.3.5  Philippines 

 

The Philippines comprises 81 provinces and 1490 municipalities with a population of 98 011 

951 in 2013.  The 81 provinces are organized into 17 regions, under three major island groups 

– Luzon, Visayas and Mindanao.  There are a total of 7107 islands in the country.   

The NTDs prevalent in the country are LF, STH and SCH and almost all provinces are 

affected with disease burden (Table 17). 

 

In 2013–2014, the national programme was financially supported by national and subnational 

governments, and external donors such as USAID and FHI360.  Programme achievements in 

2013 are summarized in Table 18. 

 

Table 17. Overview of the national NTD control/elimination programme for the Philippines 

 LF STH SCH 

Year of inception of 

the national 

programme 

1963: National 

Filariasis Control 

programme 

started 

 

1999: National 

Filariasis 

Elimination 

Programme 

started 

2006: Garantisadong 

Pambata (GP) 

initiated 

 

Integrated Helminth 

Control Programme 

started 

 

1977: School based 

deworming 

programme started 

(Department of 

Education) 

1948:Republic Act No. 

299 appropriating funds 

for the prevention and 

control of 

schistosomiasis 

Target date for 

elimination 
2018  2020 

Name of 

administrative unit 

for implementation 

of PC (IU) 

2001: 

municipality       

2003: province 

province municipality, province 

Total # IUs 

requiring PC at the 

start of the 

programme 

2003:29 

provinces 
All provinces 

*1999: Piloted in 

CARAGA Region 

 

*2009: PC scaled up to 

28 provinces 

Total population 

requiring PC in the 

country 

40 000 000 

during initial 

years of the 

programme 

Pre-SAC: 11 625 418 

       SAC: 18 818 295 
2 100 000  
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Table 18. Achievements of NTD control/elimination programme in the Philippines 2013 

Activities 

Targeted Achieved 

# of IUs with 

reported coverage 

above target* 

# of 

IUs for 

PC 

# of 

people 

# of 

IUs 

for 

PC 

# of people 

PC 

MDA2 (DEC + 

ALB) 
31 

27 790 

000 
31 20 397 860 22 

T2 (PZQ for 

SCH) 
28 1 967 801 28      862 346 6 

T3 (ALB/MBD) 

for STH 1
st
 round 

81 
11 625 

418 
81 

GP: 10 038 

713 

 

School based: 

4 049 473 

32 GP 

 

22 School based 

T3 (ALB/MBD) 

for STH 2
nd

 round 
81 

18 818 

295 
81 

GP: 7 000 

380 

 

School based: 

4 352 952 

27 GP 

 

25 School based 

*65% for MDA2; 75% for T2 and T3 

 

The LF elimination programme has been showing steady progress (Figure 6).  During 2013, 

as part of the LF elimination programme, 56 sentinel and spot-check sites were surveyed 

against the target of 51 and stop MDA TAS surveys were implemented in nine IUs with eight 

qualified to stop MDA.  Although surveillance for TAS was planned for seven IUs, only five 

were completed in 2013.  Morbidity management services were provided in all 44 IUs. The 

plan of action for future TAS activities is shown in Table 19. 

 

Figure 6. Progress of the LF elimination programme in the Philippines 
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Table 19. The plan of action for LF TAS activities in the Philippines  

Year 

LF 

Number of IUs to be 

covered 
Total number of 

EUs 

Number of ICT/Brugia Rapid tests 

required* 
TAS1 TAS2 TAS3 

2014 8 4 5 17 54 400 

2015 5 8 2 15 48 000 

2016 4 8 3 15 48 000 

2017 3 5 8 16 51 200 

2018  4 5 9 28 800 

 

A national STH prevalence survey is in progress to critically assess the epidemiological 

situation.  During 2011–2012, 69.74% and 73.89% of the SAC were treated in the first and 

second round of MDA respectively.  Though data are incomplete for 2012–2013, the 

treatment coverage is likely to be higher than 63%.  In 2013, the coverage figures for pre-

SAC were 78.02% and 50.17% for the first and second rounds, respectively. 

 

The treatment coverage under the SCH elimination programme ranged from 30% to 50% 

during 2009–2013 (Figure 7). 

 

Figure 7. Treatment coverage under SCH elimination programme in the Philippines 

2009-2013 

 
 

To monitor PC coverage, it is recommended that a Rapid Assessment Survey be done 

following the MDA campaign.  However, due to limited manpower and funds, only some 

endemic regions have been monitoring coverage.  Monitoring of the PC coverage is 

encouraged through an local government units (LGU) Scorecard wherein the 

accomplishments of LGUs are graded and PC coverage is included in the gradation.  

Monitoring the adverse events in the population treated during PC programmes is given 

priority.  The protocol/guidelines for monitoring adverse events due to LF MDA are available 

and have been disseminated.  If and when adverse events occur, the Regional Health Units or 

Medical Health Officers conducts the initial investigation together with the Municipal 

Epidemiological Surveillance Unit.  The event is then referred to the City Epidemiological 

Surveillance Unit/Provincial Epidemiological Surveillance Unit.  If further assistance is 

required, it is referred to the Regional Epidemiological Surveillance Unit and final 

assessment is done by the National Epidemiologic Surveillance Center, together with the 

National Program.  The reports on SAE from the Regional Health Office are assessed and 
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evaluated by the National Epidemiology Center and the National Center for Disease 

Prevention and Control.  If a death is attributed to PC intervention, an autopsy is performed. 

So far, no death due to LF MDA has occurred and during the last two years, no problem was 

detected regarding the quality of drugs. 

 

Several best practices were in place in NTD control and elimination programmes.  LF and 

SCH are included as an indicator in the LGU Scorecard which determines the performance-

based grant given to LGUs.  LF and STH are included among the targets of the universal 

health care Kalusugan Pangkalahatan (KP) Roadmap 2014–2016 of the current Department 

of Health.  The Oriental Mindoro Filaria Health Fair was implemented as an offshoot of 

concerted efforts by various collaborating agencies.  The fair primarily targeted minority 

groups.  Annual parents teachers conferences provides basic orientation to students on 

sanitation and deworming. Yearly seminars are conducted on deworming and sanitation 

activities with the support of some barangay captains. 

 

As much as possible, the NTD control and elimination programme activities were integrated 

and aligned with other vector-borne disease control programmes. Often the PC for STH and 

LF and STH and SCH were combined.  Training in areas such as microscopy and vector 

management was combined for personnel of various departments.  This was done for 

trainings in vector management and disability management.  Combined parasite surveys were 

done for STH, SCH and FBT in some provinces.  The intervention measures were 

implemented together for malaria and filariasis under integrated border operations.  In LF and 

malaria co-endemic areas, integrated vector control was implemented.  New poverty maps 

were drawn incorporating six NTDs and malaria. 

 

Major challenges facing programmes include the requirement of parents’ consent for the 

school deworming programme and deworming of WCBA which proved difficult to fulfil.  A 

lack of sensitive diagnostics and a poor reporting system made assessment of the impact of 

SCH interventions difficult, particularly the incidence of new infections.  A low priority in 

the Department of Agriculture for treatment of infections in water buffaloes, a major 

reservoir host for SCH, hampers success of the SCH elimination programme. Inconsistent 

treatment coverage in IUs that have implemented 7–8 rounds of LF MDA, sustainability of 

below threshold infection levels, post-TAS surveillance and implementation of the MDA 

programme in the Autonomous Region in Muslim Mindanao, where armed conflict is 

ongoing, are further challenges to the LF elimination programme. 

 

The PC activities will be continued as effectively as possible during the coming years (Table 

20) in order to achieve the NTD control/elimination. 
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Table 20. Plan of PC activities for 2014 and 2015 in the Philippines 

Activities 

2014 target 2015 target 

# of IUs for PC 
# of 

people 
# of IUs for PC 

# of 

people 

PC 

MDA2 (DEC + ALB) 23  17  

T2 (PZQ for SCH) 28  28  

T3 (ALB/MBD) for STH 

1st round 

Pre-SAC: 10 828 

752 

 

      SAC: 19 251 

115 

 

Pre-SAC: 11 077 

813 

 

        SAC:19 693 

890 

 

T3 (ALB/MBD) for STH 

2nd round 
    

 

2.3.6  Papua New Guinea 

 

Papua New Guinea consists of 22 province-level divisions and has a population of 7 421 458.  

Lymphatic filariasis, STH, blinding blinding trachoma, leprosy, yaws and Buruli ulcer are the 

prevalent NTDs. 

 

Lymphatic filariasis 

 

The entire country is endemic with prevalence ranging from 7%–80% in different parts of the 

country. Prevalence has been declining in areas where long lasting insecticide treated nets 

(LLINs) are used.  LF is caused by W. bancrofti and transmitted by Anopheles vector species. 

At least 16 of 22 provinces are known to be endemic.  So far, MDA to eliminate LF was 

implemented in one province in 2005, 2006 and 2007 and drugs were distributed by health 

workers.  Since July 2014 an LF officer resumed duties.  An NTD national plan of action is 

being prepared. 

 

In 2014, renewed efforts were made to implement the MDA programme.  In May 2014, 

MDA was implemented in New Ireland province.  The province has a registered population 

of 167 265 and projected population of 154 458 and encompasses two districts, nine local 

level government areas, 130 wards and 600 villages.  The topography is characterized by 

rugged mountain ranges, tropical atolls and outlying islands with most people living along the 

coast.  LF prevalence (Ag) ranges from 13% to 35% in different areas and lymphedema is a 

significant health problem. 

 

For more than a year, extensive planning has been done to ensure effective implementation of 

MDA.  Local health authorities were supported through well-coordinated assistance from the 

National Department of Health, USAID/FHI 360, James Cook University and WHO.  The 

planning activities included estimation of drug requirement, transport and logistic 

requirements, recruitment and training of community-based volunteers and supervisors, 

community sensitization and mobilization and creating public awareness. The population that 

requires PC was assessed through census of households, in partnership with the LLIN 

distribution programme for malaria control. 

 

Training was imparted to 25 trainers (Area Health Managers), 70 supervisors (local level 

government areas/wards) and 600 community-based volunteers.  Community-based 

volunteers were selected from respective villages and among those with at least grade 10–12 
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education and good standing in the community. Also selected were former public servants or 

serving school teachers. 

 

The MDA was launched on 6 May 2014, in Kavieng town, in the presence of provincial 

governor and administration, WHO Representative in Papua New Guinea and his team from 

WHO, and representatives of FHI360, USAID and local media.  Media provided good 

coverage for the programme.  The governor made commitment to provide financial support 

for the programme for five years. During the event distribution of drugs was role modelled. 

 

MDA was completed on 11 May 2014 in Kavieng province, began one week later in 

Namatanai province, and was completed by the third week of May.  Effective supervision 

was provided for the programme, in terms of monitoring the information forms, adverse 

events and adherence to exclusion criteria and included site visits.  The well planned MDA 

programme and training resulted in good treatment coverage (Table 21). 

 

Table 21. Treatment coverage under the LF MDA implemented in New Ireland province,  

Papua New Guinea, 2014 

District 
Registered 

population 

Target 

population 

Total 

treated 

Treatment coverage (%) 

(Total treated/target 

population) 

Namatanai   90 199   81 678   65 628 80 % 

Kavieng   77 006   69 334   51 345 74 % 

Total 167 205 151 012 116 973 78 % 

 

The treatment coverage in the local government areas of Kavieng urban, Tikana, Lavongai 

and Murat in Kavieng district were 66%, 83%, 68% and 102%, respectively.  The figures for 

Sentra NI, Ntanai rural, Nimarmar, Tanir and Konoagil in Namatanai district were 80%, 98%, 

62%, 78% and 77%, respectively. 

 

The funds for MDA were provided by the national and provincial governments and donor 

agencies, such as FHI360/USAID and WHO. 

 

The major challenges to the programme included delays in the release of funds by the 

government, mobility and transport across islands. 

 

Efforts are being made, at the time of this report, to evaluate treatment coverage and to 

conduct a workshop involving various stakeholders on 19–21 August 2014 to discuss the 

MDA and plan future MDA. 

 

There is increasing advocacy for the programme, with provinces now providing funds as well 

as improved staff motivation.  The programme is backed by good research teams from 

the Papua New Guinea Institute of Medical Research, James Cook University, Case Western 

Reserve University and WHO. 

 

In 2014 and 2015, it is planned to implement MDA in three provinces, the first round in 

Sandaun and Gulf provinces and round two in New Ireland province with plans being 

prepared to expand and implement MDA until 2020.  Funds for the MDA are expected from 

the national and provincial governments. 
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Soil-transmitted helminthiasis 

 

STH remains a major public health problem and although precise information on prevalence 

is lacking, it is expected to be higher than 60%.  There are proposals to implement the STH 

control programme jointly by the departments of health and education, which established 

collaboration as part of School Health.  Lack of disease burden data, advocacy and 

government support are the major constraints. 

 

Blinding trachoma 

 

Prevalence levels are not known and lack of advocacy and government support are major 

constraints. 

 

Leprosy 

 

The national prevalence is 0.8/10 000 with relatively higher prevalence in six provinces. 

Overall, the programme is performing relatively well, with good programme management 

and a strong supervision system.  The leprosy elimination programme is now integrated into 

Dermatologist Rehabilitative services and National Orthotics Prosthetic Services.  All 

reporting forms have been revised and have gone from a six monthly to a three monthly 

reporting system.  Other benefits to the programme are good health staff training is good and 

there is now wide public awareness of leprosy. 

 

The programme is well supported by WHO, the National Department of Health, Sasakawa 

Memorial Health Foundation, and others.  The IU is district level and isolated islands with 

staff turnover and retraining, diminishing knowledge of the disease and uncertainty about 

stakeholders’ support presenting major challenges.  Funding for the programme is expected 

from the national government and other donor partners. 

 

Yaws 

 

Prevalence data on yaws are very scarce, but estimated prevalence of primary is 70% in some 

areas and secondary 30%, with prevalence increasing in three highly endemic provinces.  A 

draft eradication plan is being prepared and the disease is included in the national NTD 

control plan.  There is a national programme manager for the yaws eradication programme 

and the workers are being well trained.  Staffs are highly motivated and the programme has 

good research back up from Newcrest Mining Limited, but major constraints include a lack 

of disease burden data, advocacy and government support. 

 

The plan of action for 2014 and 2015 includes mapping disease distribution, a multi-centre 

Azithromycin dosage trial and development of a diagnostic algorithm.  Funds for the 

programme are expected from the national government, WHO and the national government. 

 

Buruli ulcer 

 

One province is endemic and prevalence is expected in six more provinces.  There is 

suspicion that prevalence is increasing, though clear data is lacking.  A draft elimination plan 

is being prepared and the disease is included in the national NTD plan.  Programme 

implementation, including training, will be integrated with leprosy.  Information, education 
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and communication materials provided by WHO are expected to be very useful.  The IU is 

district level. 

 

Lack of disease burden data, advocacy, and government support are major constraints.  The 

plan of action for 2014 and 2015 includes training health workers on diagnosis of disease and 

verification of disease prevalence in suspected provinces.  Funds for the programme are 

expected from the national government and WHO. 

 

2.3.7  Pacific island countries and areas 

 

Lymphatic filariasis 

 

LF had been a major public health problem in the Pacific island countries and areas.  

However, the LF elimination programme has made a significant progress in the region.  

Three countries – Niue, Palau and Vanuatu – have completed mapping and MDA and TAS 

activities and have submitted dossiers to document elimination of LF. 

 

The Marshall Islands is close to preparation of dossier.  Mejit and Ailuk islands were 

endemic in the country.  Five rounds of MDA were implemented during 2002–2006, with 

treatment coverage higher than 65%. The Ag prevalence of 44% and 29% in the sentinel sites 

of Mejit and Ailuk fell to 1.0% and 0.0% respectively by 2007.  In the country-wide survey 

conducted in 2007, only one person (n=1559) was found positive for Ag.  In the final TAS 

conducted in 2013–2014, no person was found with Ag (n=1287). 

 

Cook Islands completed six rounds of MDA during 2000–2006. In the C survey conducted in 

2007, 12 out of 3666 individuals were found with infection who were from only two islands. 

In the transmission assessment survey conducted in 2013, no person with infection was found. 

The final TAS is being conducted in 2014. 

 

In Tonga, five rounds of MDA were conducted during 2001–2005.  In the C survey 

conducted in 2007, the Ag prevalence rate was found to be 0.1% (n=2941) and it was 0.3% 

(n=2451) in the TAS conducted in 2011.  The final TAS will be conducted in 2014–2015. 

 

In American Samoa, seven rounds of MDA were implemented during 2000–2006.  In the C 

survey conducted in 2007, the Ag prevalence rate was found to be 2.3% (n=1881) and it 

declined to 0.2% (n=986) in 2011–2012.  However, intensive surveillance disclosed pockets 

of local transmission.  Efforts are being made to contain the residual infection in these 

pockets. 

 

In Wallis and Futuna, MDA was implemented during 2002–2011. In 2006, the Ag prevalence 

was found to be 0.4% and it was 0.3% in 2012 (n=950).  The final TAS will be conducted in 

2016. 

 

In the Federated States of Micronesia, of the four states Kosrae, Yap, Pohpei and Chuuk, only 

Yap was identified as endemic from the surveys conducted in 2003.  Five rounds of MDA 

were conducted in Yap from 2003.  In the C survey conducted in 2007, Yap had low 

prevalence of Ag (1/170).  However, in the national survey in 2013, a focus of possible 

transmission was found in Chuuk, with 17 of 811 tested being positive.  Fifteen of these were 

found in the outer islands of Chuck.  RPRG recommended three rounds of MDA in Chuuk 

and reassessment after that. MDA is planned for October 2014. 
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In Kiribati, five rounds of MDA were conducted during 2000–2005, with a treatment 

coverage ranging from 60% to 80% in three IUs.  In Gilbert Islands, TAS 1 was conducted in 

2012 and the Ag prevalence was 0.4% (n=2006). TAS 2 will be conducted in 2014.  In South 

Tarawa, three additional rounds of MDA were conducted during 2009–2011.  An Ag 

prevalence of 0.04% (n=2461) was recorded in TAS 1 and TAS 2 will be conducted in 2014. 

In the Line Islands, three more rounds of MDA have been conducted since 2012.  TAS 1 will 

be conducted in 2014.  Under the morbidity management and disease prevention programme, 

38 people with chronic disease are being followed-up and a register of patients is being 

maintained.  Efforts have been made to identify the people with a chronic disease condition 

during TAS. 

 

In Samoa, five rounds of MDA were implemented during 1999–2003. In a C survey in 2004, 

the Ag prevalence was found to be >1.0%.  Additional MDA rounds were conducted in 2007 

and 2011.  The country was divided into three EUs for the purpose of TAS in 2013.  While 

the number of cases was below threshold level in two EUs, it was above in Northwest Upolu.  

In 2013, RPRG recommended two more rounds of MDA for Northwest Upolu. MDA may 

probably be implemented in 2014. 

 

In Tuvalu, five rounds of MDA were conducted during 2001–2005.  The Ag prevalence in C 

survey, conducted in 2005, was found to be 12.1%.  A test and treat strategy was found to be 

unfeasible, hence stopped in 2012.  As the Ag prevalence in sentinel site was found to 

be >1.0%, RPRG in 2013 recommended two more rounds of MDA.  The plan is to implement 

MDA in 2014 and 2015. 

 

Fiji consists of five IUs – Western division, Central division, Northern division, Taveuni and 

Eastern division.  In Western division, the seventh round of MDA was implemented in 2009 

and TAS 1 was conducted in 2011.  TAS 2 is being planned for 2014.  In the other four IUs, 

the last MDA was conducted in 2012.  The Mf prevalence in sentinel sites was <1.0% in 

Central and Northern division, hence will undergo TAS 1 in 2014–2015.  However, the Mf 

prevalence was >1.0% in Taveuni and Eastern division, hence may require further MDA. 

 

French Polynesia consists of five IUs. Starting in 2000, eight rounds of MDA were 

implemented until implementation of C survey in 2010.  This survey showed an Ag 

prevalence of 11.3%.  Hence, from 2010 onwards, directly observed treatment was 

implemented, which resulted in nearly 80% treatment coverage.  A sentinel site survey is 

being planned for 2014.  Depending upon the outcome, TAS is planned for 2015. The chronic 

patient register has been updated. 

 

Soil-transmitted helminthiasis 

 

Attention is being paid to the scaling up of deworming and in particular, transition from LF 

MDA if STH endemicity remains high at the end of MDA. By 2014 only Nauru and Tonga 

had yet to commence deworming.  Tonga has made plans to commence deworming together 

with TAS 3.  Solomon Islands commenced deworming in 2014 in the capital city and this 

will be scaled up in coming years.  Deworming continued in Cook Islands, Fiji, the Federated 

States of Micronesia, Kiribati, Marshall Islands, Tuvalu and Vanuatu. Marshall Islands and 

Tuvalu had achieved >75% coverage target. 
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Trachoma 

 

Five countries in the South Pacific have been identified as endemic for blinding trachoma in 

the WHO PC databank.  They are Fiji, Kiribati, Nauru, Solomon Islands and Vanuatu. 

 

Mapping is planned for Kiribati, Nauru and Vanuatu for the latter part of 2014 or early 2015. 

 

Fiji has completed mapping which showed high TF prevalence (10.4% – 20.9%) in all 

divisions.  However, as PCR validation showed a much lower positivity rate, and blindness 

due to blinding trachoma is rare in Fiji, there was resistance by clinicians to implementation 

of MDA.  With extensive discussions among stakeholders, including WHO, consensus was 

reached to implement the SAFE strategy throughout the country.  After the first round of 

MDA, an impact assessment will be made to decide on the continuation of the strategy.  A 

proposal is being prepared for submission to Queen Golden Jubilee Foundation for funding. 

Solomon Islands commenced MDA against blinding trachoma in May 2014.  According to 

their plan, MDA was to be scaled up in all provinces except Choiseul, which showed a lower 

prevalence of TF than others in baseline mapping surveys.  RPRG was of the view that 

Solomon Islands should implement SAFE in the entire country and should not exclude any 

province. MDA rounds should continue in nine provinces until TF prevalence is < 5% 

(minimum three rounds) and reassess in three years.  For Choiseul, the use of either 

family/household based treatment or MDA should be considered.  Another survey of 

Choisseul should be done in three years and also a reassessment of MDA in all nine 

provinces. 

 

Yaws 

 

Yaws is endemic in Papua New Guinea, Solomon Islands and Vanuatu. 

 

For Papua New Guinea, yaws surveillance data collected through the health information 

system is available by province.  These data are mostly clinically reported and need 

validation. Research has been planned for validation of surveillance data as a replacement for 

mapping.  A pilot project on Total Community Treatment (TCT) using Azithromycin has 

been conducted in Lihir targeting a population of 17 000.  It achieved coverage of 94% and a 

four-fold reduction of sero+ves at six months.  Yaws is included in the draft national NTD 

plan for Papua New Guinea. 

 

Solomon Islands is currently conducting blinding trachoma MDA using Azithromycin 

20mg/kg.  The impact of this dose of azithromycin in MDAs for yaws will be studied after 

the MDA and the rest of yaws planning will depend on the above findings.  Solomon Island 

has also included yaws in their draft national NTD plan. 

 

Vanuatu completed mapping in 2011. TCT was conducted in the most endemic province 

(Tafea) in 2013 achieving coverage of 96% and its impact is currently being assessed.  In the 

rest of the provinces, case detection and treatment of both the case and close contacts through 

health centers is being implemented in place of TCT due to funding constraints. 

 

Other NTDs 

 

Scabies is a common parasitic infestation in many of Pacific island countries and areas and 

there is a demand from endemic countries for control actions. Scabies, though included in the 
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regional action plan on NTDs, is not included in the 17 diseases included in the NTD global 

road map to 2020 and there are no WHO recommended tools for community control.  A 

recent study conducted in Fiji by the University of New South Wales in collaboration with 

the Ministry of Health has shown impressive results with MDA using Ivermectin.  This pilot 

intervention study compared scabies conventional treatment, mass treatment with Permethrin 

and mass treatment with Ivermectin in one IU.  WHO has encouraged the investigators to 

publish the results and continues to monitor progress in this direction. 

 

Devastating outbreaks of dengue have occurred Pacific island countries and areas in the last 

quarter of 2013 and early 2014.  Eight countries reported outbreaks of dengue caused by 

different types.  The largest and most devastating outbreak occurred in Fiji caused by DEN 

type 3 where over 26 000 cases occurred with 16 confirmed deaths.  Assistance was provided 

for countries for surveillance and outbreak control, including vector control by WHO, 

together with other stakeholders.  Dengue mosquito vector Aedes species are also the 

common vector for LF for many countries and their abundance was evident from surveillance 

data and large outbreaks.  Vector control efforts could also have an impact on LF 

transmission. 

 

The support of Korea and Japanese government as well as GlaxoSmithKline continues to 

help progressing with NTD control in Pacific island countries and areas. 

 

The major challenges to the NTD control in the Pacific region include competing priorities 

with NCDs which attract greater resources, limited country-level capacity and frequent 

change of programme managers in some countries, resulting in lack of institutional memory 

and inadequate record-keeping and data retention.  There is growing pressure from countries 

which submitted LF elimination dossiers for acknowledgement of achievements. 

 

There is a need for a pool of field NTD consultants who have Pacific experience for ground 

level work. 

 

2.4  Key health system challenges and best practice example (STH) from the Lao 

People’s Democratic Republic (Dr Bounlay Phommasack) 

 

The functioning of the health system in the Lao People’s Democratic Republic is influenced 

by: (i) leadership and governance; (ii) financing; (iii) human resources; (iv) health service 

delivery; (v) health infrastructure, medical products and technologies; and (vi) the health 

information system. 

 

A low health budget, severe shortages and inequitable distribution of staff at provincial and 

district level, a lack of motivation and capacity, low health utilization in rural areas due to 

difficult terrain and accessibility, inadequate staff, costs, cumbersome customs procedures for 

medical products and equipment, and poor data collection, management and analysis are 

major challenges to the health system. 

 

STH control has been a priority for the Ministry of Health.  The prevalence of STH infection 

in SAC in 2002 ranged from 28% to 96%. It was >50% in eight provinces and <50% in nine 

provinces.  The key interventions for STH control among SAC included school based 

deworming, health education and water and sanitation improvement.  The deworming for 

SAC was started in 2004 with 100% geographic coverage achieved for 6–10 year age-group 

in 2007 and 11–14 year group in 2013. For pre-SAC, 100% geographic coverage was 
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achieved in 2008.  Though the treatment of WCBA was integrated with EPI, it has run into 

several operational problems.  A memorandum of understanding (MOU) was signed between 

the Ministry of Education and the Ministry of Health in 2002 and this resulted in strong 

collaboration and effective programme implementation.  While the Ministry of Health 

provides technical support to the programme, it is well implemented by the Ministry of 

Education.  The school health task force, in place from district to central level, coordinates 

effective implementation of the programme, with strong commitment by school teachers.  

The deworming to pre-SAC is primarily implemented by the Ministry of Health. 

 

The drugs procured for the programme are properly stored in the Ministry of Health 

warehouses.  The drugs are handed over to the education department two months in advance 

of the deworming programme.  The implementation of deworming and the adverse events are 

monitored at least for 10 days.  Excess drugs are returned to the health department after 

deworming.  Monitoring and evaluation is done every two years.  The director of schools 

reports the treatment data to the district school health taskforce, which is then forwarded to 

the provincial taskforce.  The provincial taskforce conveys the results to the central school 

health taskforce. 

 

The STH control programme is a prime example of good practices and collaboration resulting 

in successful and effective programme implementation. 

 

2.5  Strengthening laboratory capacity for NTD case management and experience with 

external quality assessment of national NTD laboratories (Dr Zhou Xiao-Nong) 

 

External Quality Assessment (EQA), which is a systematic assessment of a laboratory by an 

external organization/institution, is one of the components of a quality assurance programme 

for helminth diagnosis.  The quality assurance programme includes planning, coordination, 

policies, laboratory capacity assessment, and strengthening through training, retraining, 

supplies and equipment and quality assessment.  Quality control is achieved through cross-

checking of slides, certification of microscopists and robust supervision. 

 

The objectives of EQA are to: (a) assess the capabilities of the laboratories in diagnosing 

parasitic diseases; (b) correct deficiencies and improve proficiency in diagnosing parasitic 

diseases of participating laboratories and individual microscopists; and (c) inform respective 

national programmes on the needs of participating laboratories. 

 

The benefits of participating in EQA include: demonstrating to clients, colleagues, and 

accreditation bodies that there is a commitment to quality; providing staff with an insight into 

their laboratory’s performance and comparison of performance with that of other laboratories 

- nationally and/or internationally; identifying areas where there may be problems and; a 

better understanding of the impact of incorrect results. 

 

The EQA of NTD laboratories was piloted in September 2012 at the National Institute for 

Parasitic Diseases, China CDC. The following are the participating laboratories. 

 

 National Center for Parasitology, Entomology and Malaria Control (CNM) – 

Cambodia 

 University of Malaya – Malaysia 

 Research Institute for Tropical Medicine – Philippines 

 National Institute for Malariology, Parasitology and Entomology – Ha Noi, Viet Nam 
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 Institute for Malariology, Parasitology and Entomology – Quy Nhon, Viet Nam 

 Institute for Malariology, Parasitology and Entomology – Ho Chi Minh City, 

Viet Nam 

 Center for Malariology, Parasitology and Entomology – Lao People’s Democratic 

Republic 

 

Different diagnostic tests/tools needed for different activities per NTD programme stage and 

different helminths species (biology of parasite, parasite-host system).  The range of 

diagnostic tools includes: 

 

o Parasitological tests – parasites from tissues, body fluids is visualized using a 

microscope 

o Serological assays – parasite-specific antibodies are detected in serum (blood) 

samples 

o Antigen detection tests – parasite biomarker is detected 

o Molecular diagnosis – parasite nucleic acid is detected  

o Other specific tools for parasite detection in arthropod vectors or snails (or other) 

intermediate hosts. 

 

Diagnostic methods used in the assessment are: (1) parasitological/morphological tests-direct 

smear method and Kato-Katz method; and (2) serological assays (schistosomiasis), indirect 

hemagglutination assay (IHA) and Enzyme linked immunosorbent assay (ELISA). 

 

EQA impacts of national NTD laboratories are presented in the Figures 8. 
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Figure 8. Results of External Quality Assessment of NTD laboratories, 2012-2014 
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Improvement in the quality of diagnosis following 1
st
 EQA in 2012 was recognized in 

reference to a standard cut-off score of 60%, with two laboratories unable to participate in the 

1
st
 EQA (2012). 

 

Feedback from laboratories is as follows.  EQA is useful in assessing capacity of laboratories 

in diagnosing helminths, especially if laboratories are aiming to be certified by the 

International Organization for Standardization (ISO).  However, this needs continue annually 

and be sustained to determine if laboratories are improving or not, which is also a good venue 

for networking and sharing experiences among laboratories. 

 

The recommendations from laboratories include: (i) to improve diagnostic capacity, training 

should regularly be conducted as laboratories have very limited access to national and 

international trainings; (ii) some parasites used in the assessment are not commonly seen in 

some countries and should not be used in the assessment; (iii) in some laboratories, tests like 

IHA are not commonly used and these should not be used in the assessment; and (iv) some 

labs are not familiar with the standard operating procedures, e.g. for IHA, ELISA. Standard 

operating procedures should be more user-friendly with diagrams and flowcharts instead of 

only texts. 

 

The future work plan includes implementation of EQA once a year (with expansion to more 

national laboratories); a change in the items for EQA; adding new tests which are commonly 

used in the national laboratories; editing and publishing standard operating procedures; 

teaching materials for parasitological detection; and more training for capacity-building of 

case management. 

 

2.6  How to improve the safety of PC for NTDs  – some steps for discussion 

(Dr Klara Tisocki) 

 

The PC programme is one of several public health programmes implemented as a 

prophylactic or treatment measure for elimination or eradication of diseases.  The programme 

implementation involves international institutions (such as WHO, donors and partners), 

national governments (programme managers) and local governments (local coordinator). 

While parameters such as the number of patients treated and treatments delivered are 

measured in programmes, risk measurement is given low priority.  The programme guidelines 
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often do not mention managing adverse events, assessing casualty and identifying adverse 

drug reactions. 

 

PC programmes are mostly aimed at tropical diseases, which are often not well diagnosed 

and exist along with other disease conditions in affected populations.  The target population 

is often undernourished, has low living standards and the medicines are unlabelled or part-

labelled with inadequate information on safety to pregnant and breast-feeding women, young 

children and elderly people.  Often, huge quantities of medicines are distributed but the 

quality is substandard.  Counterfeit medicines enter the supply chain, new medicines are used 

with limited experience of safety, storage is often poor and there are no established 

manufacturers.  Medicines are often distributed through an underdeveloped public health and 

regulatory system, by a poorly trained and limited number of health workers amid low quality 

medical services and financial shortages and a weak or non-existent pharmacovigilance 

programme. 

 

In public health programmes, there is a need to monitor the acceptance and tolerance of 

medicines, misuse, effects on pregnancy and children and therapeutic failure such as 

resistance, quality defects and counterfeits. 

 

While public health programmes are considered to be crucial and are well established, 

technically proficient and have good financial support in many developing countries, 

pharmacovigilance is seen as a luxury discipline, not well established in many countries, 

lacking a spontaneous reporting culture, with inadequate competence and poor support.  

Public health programmes could provide opportunities to implement pharmacovigilance 

activities and offer cohorts of patients under controlled conditions safety monitoring over a 

period of time.  Pharmacovigilance can detect, evaluate and prevent adverse events, promote 

rational use of medicines in PC programmes and improve acceptability of the programme.  It 

can also complement public health programmes. 

 

A scheme for integrating public health programmes with pharmacovigilance and the 

functional and structural relationship between the two is shown in Figure 9. 
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Figure 9. Integrating public health programmes and pharmacovigilance – functional and 

structural relationship. 

 
 

Health authorities have a responsibility to promote national pharmacovigilance activity, 

integrate it with public health programmes and develop a risk management plan.  The 

national public health programme manager should promote best practice.  When starting a 

programme, managers should review medicine to be used in the programme is well known, 

the manufacturing company well represented in the country, the safety profile of the medicine 

is well established, the dosage in use is authorized by marketing authorization, and in the case 

of a generic product, information on the bioequivalent test should be ascertained.  Health 

workers should be given the following responsibilities: diagnose and manage adverse drug 

reactions, take appropriate action to treat reactions, educate patients, attend meetings, 

promote the rational use of medicines and report reactions to the district investigation team.  

The district level investigating team should have the following responsibilities: assess 

causality, investigate and manage adverse drug reactions, educate patients, train health 

workers, promote the rational use of drugs and report reactions to the national 

pharmacovigilance coordinator. 

 

The pharmacovigilance coordinator of the national pharmacovigilance centre should 

coordinate the national pharmacovigilance programme with public health programmes, 

collect adverse drug reaction reports, develop and adapt procedures, develop training 

modules, liaison with stakeholders, submit recommendations and be the secretary for the 

expert safety review panel. 

 

The following are the steps for future work.  There is a need to strengthen both the guidance 

and capacity of the PC programme for management of adverse events and assessment of 

adverse drug reactions. Competency and skills of the district team need to be strengthened in 

the areas of event reporting forms and training, recognizing and collecting evidence, 

assessing adverse events and the use of appropriate risk communication with communities 

before, during and after PC regarding risks/benefits.  Managing preventable risk with 

medicines, ensuring the quality of supplied drugs (supplier 
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prequalification/procurement/quality control mechanisms/donations), logistics of 

distribution/storage/transport are also crucial.  Health workers need to be trained to reduce 

medication errors, recognize potential high risk patients/communities and connect public 

health programme adverse events and adverse drug reaction reporting with national 

pharmacovigilance programmes. 

 

2.7  Expanded approach of integrating STH control into school health – GIZ Fit for 

School Programme Experience (Dr Bella Monse) 

 

SAC often suffer from diarrheal and respiratory tract infections and intestinal helminth 

infections.  These problems affect growth, development, school attendance and performance, 

and overall quality of life.  These health problems can be prevented with low cost 

interventions.  The GIZ programme focusses on the following evidence-based interventions: 

daily supervised hand washing with soap; daily supervised tooth brushing with fluoride 

toothpaste; biannual deworming of all children and improved school environment.  The GIZ 

Fit for School Programme operates in four countries – Cambodia, Indonesia, the Lao 

People’s Democratic Republic and the Philippines.  Under the programme, STH control is 

attempted through daily supervised group hand-washing, access to water and soap for hand-

washing, health education, operation and maintenance of sanitation facilities and mass 

deworming in accordance with national policy.  School heads establish linkage with the 

community and seek the support of health staff on deworming day, and teachers and health 

staff work together to educate parents on mass deworming to address all questions and 

concerns.  The names of all children dewormed are documented in the teachers’ record book. 

The school community manual and basic orientation videos are used to explain the 

programme to children.  Challenges facing the programme include the commitment of school 

heads, coordination between education and health sectors and accurate documentation and 

national policy dissemination. 

 

2.8  How can WASH and NTD Programmes work together? (Alexander von Hildebrand) 

 

Millennium Development Goal (MDG) 7 envisages halving, by 2015, the proportion of 

people without sustainable access to safe drinking water and basic sanitation. According to 

the Guidelines for Drinking Water Quality, 3
rd

 Edition, 2004, Water Safety Plans (WSP) are, 

“the most cost-effective and protective means of consistently assuring a supply of acceptable 

drinking-water”.  WSP is a preventive risk management system for drinking water suppliers, 

from catchment to consumer and all prioritized risks have control measures in place.  The 7 

steps for WSP approach are shown in Figure 10. 
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Figure 10.  The 7 step approach to water safety plans 

 
Water Quality Partnership (2005–2016) was established with support of WHO and Australian 

Government Department of Foreign Affairs and Trade (DFAT) among six countries in the 

South-East Asia Region and nine countries in the Western Pacific Region (Cambodia, Cook 

Islands, the Lao People’s Democratic Republic, Mongolia, the Philippines, Samoa, Tonga, 

Vanuatu, and Viet Nam) and is now in Phase 3.  A mid-term review of the performance of the 

partnership revealed that there are highly qualified WSP teams in WHO and ministry of 

health offices and intersectoral collaboration has been established. Of a total 102 WSPs 

established, 78 are in urban areas and 24 in rural settings.  The cost  to DFAT/WHO is under 

50 cents USD/person with 36.7 million people having access to safer water, WSPs 

institutionalized in all countries and compulsory in four countries, 70 trainers trained and 

over 2200 professionals trained, with improvements in community health via improved 

WASH services expected.  Eighteen partners contributed to the performance of the 

DFAT/WHO WSP activities in these countries. 

 

Low-cost interventions, basically via good understanding of implications of hygiene, 

treatment options such as chlorination, solar disinfection, boiling, filtration, flocculation and 

safe storage, contributes to reducing breeding sites for disease vectors (dengue and malaria). 

Promotion of behavioural changes in terms of better hygiene, linked with access to 

appropriate sanitation and household water treatment and storage integration in national 

policy dialogue has gone a long way in many countries. 

 

WSP and household water treatment and storage can reduce breeding sources of dengue and 

malaria vectors and flies, secondary infections and malnutrition and have the potential to 

contribute to elimination of SCH in Cambodia, the Lao People’s Democratic Republic and 

the Philippines by 2020. 

 

Optimum results in NTD disease control/elimination can be achieved by sharing data, maps 

and advocacy material, identifying  areas, prioritize needs, exchange information on impact 

of past, on-going and planned actions and establishing existing WASH and NTD human, 

technical and financial resources among NTD and WASH teams.  Of further benefit are 
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national/district level WASH and NTD action plans, with indicators to regularly assess the 

targets set, capacity building and training impact, communication efficacy, progress in terms 

of ownership and institutionalization through policy development.  The process can be 

formalized, if needed, by developing policies and institutional frameworks and by producing 

joint WASH/NTD communication materials.  (Make use of existing toolkits, manual and 

website http://www.washntds.org/).  Regular coordination and assessment meetings should be 

conducted to assess progress and adjust the action plan. 

 

The following are the lessons learnt from community-led total sanitation (CLTS): sole 

provision of subsidized latrine hardware does not work in the long run; unwanted latrines 

remain unused; and supply does not match demand.  An innovative methodology for 

mobilizing communities to eliminate open defecation is by facilitating communities to 

conduct their own appraisal and analysis of open defecation (OD) and take their own action 

to become ODF (open defecation free).  Subsidies should be oriented towards hygiene 

promotion and sanitation marketing programmes to encourage ‘buying into’ sanitation and 

toward support for small scale providers of sanitation goods. 

 

2.9  Addressing zoonotic diseases in the Region (FBT, cysticercosis, echinococcosis, 

leishmaniasis, brucellosis, rabies): Priorities? Integrated versus stand-alone approaches? 

(Dr Zhou Xiao-Nong) 

 

Globally, 600 million people are at risk of clonorchiasis and opisthorchiasis.  In the Western 

Pacific Region, 15 million people are exposed to the risk of infection with Clonorchis 

sinensis and 1.5 million with Opisthorchis felineus.  There are several hotspots of 

cysticercosis in various parts of the world including south-west China and Papua New Guinea. 

Suspected foci of echinococcosis are present in many countries of the Region.  Other 

prevalent zoonotic diseases include echinococcosis, leishmaniasis, human brucellosis and 

rabies.  The distribution, animal hosts and burden of zoonotic diseases is given in Table 21. 

 

Table 21. Distribution, burden and animal hosts of zoonotic diseases in Western Pacific 

Region 

Disease Endemic countries 
Major host response 

for transmission 

Burden of 

disease 

FBT (clonorchiasis, 

opisthorchiasis, fascioliasis, 

paragonimiasis) 

Cambodia, China, Korea, 

Laos, Viet Nam, etc. 

Fish, crab, water 

plants 
+++ 

Taeniasis/ Cysticercosis 
Cambodia, China, Laos, 

Viet Nam, Malaysia,  etc. 
Pig ++ 

Echinococcosis 
Australia, China, 

Mongolia, etc. 
Dog ++ 

Leishmaniasis China, Mongolia, etc. Sand fly (Dog) + 

Human Brucellosis 
Australia, China, 

Mongolia, etc. 
Sheep, dog ++ 

Rabies All countries Dog ++++ 

 

Most of these zoonotic diseases occur in neglected populations, remote regions and rural 

areas and involve multi-determinants and syndemics.  Case reporting and management are 

often poor in most settings.  The local ecosystem and livestock play important role in 

transmission and landscape provides favourable habitat to hosts. 

http://www.washntds.org/
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Intersectoral mechanisms, cross-border collaborations, actions to overcome challenges and 

obstacles and a systematic approach leading to translation into decision-making and 

elimination operations are required to overcome the burden of these diseases.  Human public 

health interventions, including mass chemotherapy, veterinary public health interventions, 

vector control, environmental interventions including modification, case management, health 

education and laws and regulations have a role in the control and elimination of neglected 

zoonotic diseases.  EcoHealth, One Health and ehealth, as depicted in Figure 11 may play an 

important role in the control/elimination of these diseases. 

 

Figure 11. Major components of surveillance response system for control/elimination of 

zoonotic diseases 

 
2.10  Strengthening vector surveillance and control for sustaining interruption of 

lymphatic filariasis transmission (Dr Rabindra Abeyasinghe) 

 

Although the MDA programme for elimination of LF in the Region has made significant 

progress, the population of vectors – Aedes, Anopheles and Culex species – persist.  The 

increasing number and scale of arboviral outbreaks across the Pacific could possibly signal 

increasing densities of vectors, possibly due to increased urbanization, climate change and a 

possible reflection of increased mobility of populations between islands and countries.  

Continuous monitoring of vector populations is imperative and provides valuable 

epidemiological information.  However, entomological capacities are weak across the 

Western Pacific Region and many countries are unable to adequately deal with outbreaks 

such as dengue, chikungunya and Zika.  Entomological capacity building will take several 

years and countries are less committed to developing and sustaining cadres.  Use of 

molecular techniques (pooled PCR) offers the opportunity to use automated devices for 

collection (CDC light traps, BG traps etc.) and processing of large numbers of mosquitoes, 

without significant investments in entomological capacity building.  Molecular techniques 

will provide for the rapid screening of relatively large numbers of vector mosquitoes, 
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significantly enhancing the possibility of confirming the presence of low parasite densities.  

Nevertheless, standardized monitoring and evaluation and sampling guidelines based on risk 

of re-introduction of infection, vector species and vectorial capacity need to be developed.  

The sampling will need to take into consideration the possibility of detecting very low levels 

of infection in vector populations, so that robust data may be generated. 

 

The Global Programme to Eliminate Lymphatic Filariasis (GPELF) recommends 

implementation of integrated vector management wherever possible under the programme to 

eliminate LF.  While LF elimination focuses on using PC, there is a possibility of resurgence 

of infection in some situations.  Weaker health system capacities may not be able to 

implement effective PC strategies.  In such situations, vector control is expected to play an 

important role.  To minimize the use of chemicals and the possibility of insecticide resistance, 

it would be prudent to encourage the adoption of community based and environmentally 

friendly strategies for vector control. 

 

2.11  Key issues for capacity building in the Western Pacific Region  

(Padmasiri Eswara Aratchige) 

 

The two subregions of the Western Pacific Region – Mekong plus and Pacific island 

countries – face different challenges. While the Mekong plus countries have large at risk 

populations and stable human resources, Pacific island countries and areas consists of a large 

number of islands and meagre and unstable human resources. Pacific island countries require 

technical assistance from a pool of experts at two levels – at the higher level of the 

programme and at ground level. While the opportunities for undertaking missions to Pacific 

island countries are considerable, they are mostly underutilized. Plans for capacity building in 

the Western Pacific Region include training of trainers on NTD programme management at 

regional level and development and management of the NTD database. 

 

2.12  The way forward with advocacy and resource mobilization for NTDs  

(Ambassador Michael W. Marine) 

 

The objectives of advocacy are to increase political commitment and investment in national 

NTD programmes by endemic countries and bilateral, multilateral and other donors; expand 

the global and regional response to NTDs by including NTD control and elimination as a key 

goal of the health and development agenda; and raise public awareness and support for NTD 

control and elimination.  The success of advocacy in the global response to NTDs in 2014 is 

evident from following developments: NTDs included in the United Nations Open Working 

Group on Sustainable Development Goals; Uniting to Combat Neglected Tropical Diseases – 

Paris event, in which the 2nd Progress Report on the London Declaration launched; $240 

million in new funding announced and a new STH partnership established; the Asian 

Development Bank celebrates World Health Day with WHO Western Pacific Regional Office; 

USAID celebrates 1 billion NTD treatments delivered; African Union Resolution on NTDs; 

Overseas Development Institute develops a case study on Cambodia’s NTD successes; and 

Water, Sanitation and Hygiene (WASH) and NTDs strengthen partnerships. 

 

Gaps and needs in the Western Pacific Region that advocacy and resource mobilization can 

help address include: (i) funding gap (as per 2012 assessment – $89 million total 5-year 

budget and $44 million funding gap (50%); (ii) sustaining NTD programme successes to 

achieve goals such as scale up of STH deworming as LF MDA scales down, post-MDA 

surveillance and dossier preparation for LF and surveillance and M&E for other NTDs; (iii) 
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long-term NTD programme components, particularly morbidity management and disability 

prevention; and (iv) promoting sustainable, cross-sector approaches (i.e. WASH). 

 

The RPRG can and should enhance regional advocacy efforts for NTDs, as it is a recognized 

leadership body with technical and programmatic legitimacy to speak on behalf of the 

regional NTD community with donors and endemic countries and has unique access to 

government officials and decision-makers during global, regional and national forums. 

 

There are many opportunities to strengthen the Western Pacific Region response to NTDs 

and these include: 

 

 Bilateral aid agencies continue to invest in health, despite cuts  

 Australia: new aid policy, 16% for health, 90% for Indo-Pacific, focus on 

human development 

 China: schistosomiasis control priority for health collaboration in Africa 

 Japan: maintains historical leadership on NTDs and influence on international 

forums 

 South Korea: steadily increasing aid, focus on maternal and child health   

 Asian Development Bank renews its commitment to health  

 Increases health sector lending from 2% to 3–5%  

 Establishes the Regional Malaria and Other Communicable Disease Threats 

Trust Fund (RMTF) 

 Hosts secretariat for Asia Pacific Leaders Malaria Alliance (APLMA) 

 Greater Mekong Subregion Communicable Disease Control Project – 10 year 

investment in NTDs 

 ASEAN Health Ministers will meet in September 2014  

 Thanks to leadership by the Philippines, ASEAN recognized NTDs as a 

regional priority in 2013  

 AEGCD recommends including NTDs in Medium Term Work Plan on 

Emerging Infectious Diseases   

 Western Pacific Region Member States achieve key milestones  

 Pacific Programme to Eliminate Lymphatic Filariasis (PacELF) celebrates 15 

years 

 Three countries submit dossiers for LF elimination verification  

 Four countries maintain achievement of STH treatment targets  

 

The following are the suggested RPRG advocacy activities in 2014–2015 

 Renew the Western Pacific Regional Committee’s commitment to NTDs  

 Submit annual progress report on Western Pacific Region Regional Action 

Plan on NTDs 

 Present awards to honour NTD programme manager achievements during 

annual meetings  

 ASEAN Health Ministers will meet in September 2014  

 Send letters/in meetings encourage health ministers to include NTDs in 

ASEAN Health Ministers Meeting in September and ASEAN Medium Term 

Work Plan on Emerging Infectious Diseases 

 Australia Department of Foreign Affairs and Trade (DFAT) 

 In meetings, encourage ministry of health officials to include NTDs in 

Country and Regional Aid Investment Plans 
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 In meetings, educate DFAT officials in endemic countries about NTDs 

 Asian Development Bank 

 Send letters to APLMA co-chairs (Viet Nam and Australia) to include NTDs 

in RMTF  

 In meetings, encourage ministry of health officials to prioritize NTDs for ADB 

projects 

 Showcase and profile Western Pacific Region successes  

 Write op-ed or case study about PacELF and 15-year partnership model  

 Identify champions that can speak / write about NTDs (e.g., José Ramos-Horta) 

 Showcase NTDs in the Joint Parliamentary Assembly meeting in Vanuatu 

 Joint advocacy across the Region with the WHO Western Pacific and South-East Asia 

Regional Offices  

 Joint outreach to Asian Development Bank, ASEAN and BRICS (Brazil, 

Russia, India and China) 

 E.g., How small bites take a big chunk out of healthy economies and 

households, by ADB Vice-President Stephen Groff, Dr Shin Young-soo, 

WHO Regional Director for the Western Pacific and Poonam Singh, WHO 

Regional Director for South-East Asia. 

 

2.13  JICA’S response to NTD control (Saeda Makimoto) 
 

JICA supports various activities related to control/elimination of NTDs in Pacific region, the 

Lao People’s Democratic Republic, Viet Nam, Indonesia, Bangladesh, Thailand, Nicaragua, 

Uganda, Ghana and Zambia. JICA supplied DEC tablets (until 2010) and ICT Card Test to 14 

countries.  Since 2012, the Japanese company Eisai has been supplying DEC tablets to 

programmes.  About 30 JICA volunteers were sent to seven countries to work on the LF 

MDA programme.  
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1. Review and approval on the NTD PC Drug Applications 

 

The WHO Western Pacific Regional Office NTD team, in consultation with members of the 

NTD RPRG, have reviewed and approved Drug Applications, in reference to respective 

Annual Reports and the National Work Plan, for the following countries. 

 

List of 

Countries 

need PC 

Tentative MDA 

date in 2015 

Drugs Target 

Disease 

Requested 

quantity of 

tablets 

Approved 

quantity of 

Tablets 

Cambodia May & 

November 

mebendazole STH 6 248 370 6 248 370 

Cambodia March praziquantel SCH 82 681 82 681 

Fiji February albendazole LF 555 548 555 548 

Fiji February DEC LF 138 870 138 870 

Fiji February  & 

August 

albendazole STH 304 762 304 762 

Kiribati March & 

September 

albendazole STH 80 000 80 000 

Lao PDR February albendazole LF 107 456 107 456 

Lao PDR February DEC LF 364 935 364 935 

Lao PDR April & 

October 

mebendazole STH 1 865 148 1 865 148 

Lao PDR October praziquantel  40 616 40 616 

Malaysia January albendazole LF 86 320 86 320 

Malaysia January DEC LF 215 800 215 800 

Marshall 

Islands 

August albendazole STH 13 510 13 510 

Marshall 

Islands 

August albendazole LF 53 158 53 158 

Papua New 

Guinea 

To be 

announced 

albendazole LF 519 694 519 694 

Papua New 

Guinea 

To be 

announced 

DEC LF 1 561 082 1 561 082 

Tonga April albendazole STH 25 594 25 594 

Tuvalu August albendazole LF 10 312 10 312 

Tuvalu August DEC LF 25 780 25 780 

Tuvalu August albendazole STH 2216 2216 

Vanuatu January & June albendazole STH 101 850 101 850 

Viet Nam May & October albendazole STH 7 697 576 7 697 576 
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3.  CONCLUSIONS AND RECOMMENDATIONS 

 

 

3.1  Conclusions 

 

3.1.1  General issues 

 

1) The meeting expressed serious concern about shrinking funding for the Region and its 

implications for sustaining and expanding the NTD control/elimination programmes.  

Members appreciated and encouraged USAID to continue its support to NTD 

control/elimination activities in at least five major countries of the Region. 

 

2) While NTD control programmes in the Region have been established and progressively 

expanded, management of resulting data has often suffered due to lack of human 

resources, standard methodologies, guidelines for consistent formats and geographical 

units for different diseases, as well as delays in data transfer from district to central levels.  

 

3) The members acknowledged concern about the implications of global warming for the 

distribution of vectors and intermediate hosts and its bearing on the spread of NTDs. 

 

4) The need to strengthen pharmacovigilance in the Region was recognized, especially in the 

face of extensive PC programmes for multiple diseases.  

 

3.1.2  Lymphatic filariasis elimination programme 

 

1) The members expressed satisfaction at the progress made by the Lymphatic Filariasis 

Elimination Programme so far, but recognized that vigilance should be maintained for 

possible resurgence, particularly in Aedes vector areas, since they are efficient vectors and 

have the capacity to sustain transmission even at very low endemicity levels. 

 

2) Although the likelihood of immigrant, migrant and mobile population groups 

reintroducing lymphatic filariasis infection into ‘transmission interrupted’ areas is 

uncertain, a plan of action may be required to assess the magnitude of population 

movements and then respond to the potential threat, should it be identified.  

 

3) The highly successful MDA programme for lymphatic filariasis in New Ireland province, 

Papua New Guinea, with its good treatment coverage, use of community volunteers and 

stakeholder support, was noted and appreciated by the RPRG.  

 

3.1.3  STH control programme 

 

1) Only limited progress has been achieved in scaling up STH control programmes due to 

challenges in supporting the costs of programme implementation, IEC (information, 

education, communication) campaigns and training.  

 

2) Partnerships among ministries of health and education were effective in achieving 

successful implementation and scaling up of STH control programmes in a number of 

countries in the Region.  
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3) Many countries are planning to extend their STH control programmes to pre-SAC and 

women of child bearing age, population groups that require PC.  Demand is high from 

many countries for drugs and other forms of support to extend the deworming 

programmes to both the groups. 

 

3.1.4  Schistosomiasis elimination programme 

 

1) Progress toward schistosomiasis elimination has been mixed, with China making 

significant progress towards elimination, Cambodia achieving the required treatment 

coverage, the Lao People’s Democratic Republic having low level (but persistent) 

infection and the Philippines facing challenges in some of its decentralized provinces.  A 

major concern is the lack of progress towards involvement of other sectors such as animal 

health and WASH in the programme to take a one health approach. 

 

2) Many countries well recognize the need to integrate with the WASH programme and 

involve other sectors in the programme to make further progress in the elimination of 

SCH and to sustain the gains already made by the STH control programme. Nevertheless, 

there is a lack of clarity as to how to build and operationalize a comprehensive WASH 

strategy. 

 

3.1.5  Other NTDs control programme 

 

1) Policy, resources and tools for the control of strongyloidiasis, scabies and echinococcosis 

remain unclear, as does access to drugs for control of infections such as food-borne 

trematodiases (FBT). These FBTs are at their highest disease burden in the Region in 

particular, and there is need to clarify further their optimal control strategies.  

 

2) Zoonotic diseases, which occur more in neglected populations and inaccessible areas, 

suffer from poor case reporting and a lack of guidelines for case management, thereby 

posing a significant challenge in terms of their control. 

 

3) Trachoma elimination has been accelerated with expanded interventions, but it is still 

neglected in some of endemic countries in the Region, where there is a need for more 

technical assistance in working together with NGOs.  

 

3.2  Recommendations 

 

3.2.1  General issues 

 

1) In view of increasing shortage of funding and resources for NTDs, NTD/WHO Regional 

Office for the Western Pacific and the RPRG should identify potential new donors and 

donor governments to mobilize resources required for the Region to sustain the 

momentum of the NTD control/elimination programmes.  Advocacy strategies need to be 

developed for mobilizing resources and encouraging endemic country governments to 

maintain and increase support for NTD control/elimination.  

 

2) To understand funding requirements of the region, NTD/WHO Regional Office for the 

Western Pacific and the RPRG should update financial gap analysis using standard 

analytical tools and share the information with stakeholders in NTD control/elimination 

programmes. 
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3) Since detailed programmatic data on mapping, drug administration, monitoring and 

evaluation and surveillance are necessary to scale up or scale down the programmes and 

verify control/elimination of NTDs, NTD/WHO Regional Office for the Western Pacific 

and the RPRG should take necessary steps to roll out the newly available NTD data base 

and build capacity to capture, manage and act on national programmatic data.  

 

4)  NTD/WHO Regional Office for the Western Pacific and the RPRG should prioritize the 

NTDs to achieve optimal utilization of current and potential financial resource 

opportunities.  

 

5) NTD/WHO Regional Office for the Western Pacific and the RPRG should make 

reporting and management of adverse events and serious adverse events a part of all NTD 

programme training in order to systematically compile the information on the events and 

address these issues in the Region. 

 

6) There is strong evidence of impacts on NTD by WASH activities, especially on 

schistosomiasis, STH and blinding trachoma. Since integration of WASH with PC is 

necessary to consolidate gains of control and move towards elimination of these diseases, 

NTD/WHO Regional Office for the Western Pacific and the RPRG should: 

o identify priority countries and work out the details of implementing a WASH 

strategy; 

o develop a WASH concept note and launch a multi-stakeholder workshop for 

WASH-NTD control projects, particularly in NTD endemic countries including 

Cambodia, the Lao People’s Democratic Republic and the Philippines and; 

o facilitate dialogue on the strategy at country level, with an objective of developing 

and operationalizing the strategy in the Region. 

 

3.2.2  Lymphatic filariasis elimination programme 

 

1) Because most of the countries in the region have made substantial progress with MDA 

implementation to eliminate lymphatic filariasis, NTD/WHO Regional Office for the 

Western Pacific and the RPRG should now engage the programme managers in 

facilitating stop-MDA and post-MDA transmission assessment surveys and dossier 

preparation.  

 

2) In many countries of the Region, LF is transmitted by Aedes vector species, which are 

more efficient and pose resurgence risk. Therefore, institution of a robust post-TAS 

surveillance system is imperative for such countries. NTD/WHO Regional Office for the 

Western Pacific and the RPRG should work with stakeholders and research centres to 

facilitate operational research to develop and institute a cost-effective and feasible post 

TAS-3 surveillance strategy for the Region. 

 

3) NTD/WHO Regional Office for the Western Pacific and the RPRG should take necessary 

steps to get the LF elimination dossiers, submitted by the endemic countries, evaluated by 

NTD/WHO headquarters soon after approval by the RPRG, and send the evaluation 

report back to the countries on the outcome.  

 

4) With good progress made toward MDA implementation, NTD/WHO Regional Office for 

the Western Pacific and national programmes should focus support on the hitherto 
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neglected morbidity management and disability prevention – both important in estimating 

the burden of disease and providing care to the affected patients. 

 

3.2.3  STH control programme 

 

1) Since many countries that require PC for STH control are yet to scale up the programme 

to reach the recommended target treatment coverage rate of 75% among SAC at risk, 

NTD/ WHO Regional Office for the Western Pacific and the RPRG should analyse the 

reasons for the status quo of the programme, undertake necessary advocacy measures and 

engage ministries of health in scale up of the programme, particularly in collaboration 

with the ministries of education, to achieve the 75% target for minimal treatment 

coverage.  

 

2) NTD/WHO Regional Office for the Western Pacific should estimate the STH deworming 

medicines required to cover the pre-SAC and WCBA in the Region and explore the ways 

to deliver the medicine to these groups, including through integration with other activities 

such as immunization and maternal and child health programmes. 

 

3.2.4  Schistosomiasis elimination programme 

 

1) NTD/WHO Regional Office for the Western Pacific and the RPRG should encourage 

cross-sectoral collaboration between the ministry of health and departments such as 

animal health, education, agriculture, to promote foodborne parasitic disease control and 

intensify efforts to achieve elimination of the disease.  

 

3.2.5  Other NTD control programme 

 

1) Because the GIZ-supported ‘Fit for School’ project can serve as an excellent example of 

intersectoral collaboration (health+education), implementing evidence based 

interventions such as hand washing, deworming and tooth brushing, NTD/WHO Regional 

Office for the Western Pacific should promote such models and include face washing for 

blinding trachoma control as well.  

 

2) NTD/ WHO Regional Office for the Western Pacific and the RPRG should strengthen 

efforts to complete mapping and expand interventions to eliminate blinding trachoma. 

Funding for blinding trachoma elimination is mainly with NGOs, but efforts must be 

made to increase human resources at critical locations to meet the increasing demand for 

technical assistance. 

 

3) NTD/WHO Regional Office for the Western Pacific and the RPRG should assess the 

extent of zoonotic NTDs and prioritize their control in the Western Pacific Region. 

 

4) NTD/ WHO Regional Office for the Western Pacific and the RPRG should explore the 

opportunities to integrate different disease assessment surveys (such as using TAS 

sampling in the conduct of STH surveys) in order to optimize the cost-effectiveness of 

surveys.  

 

5) NTD/WHO Regional Office for the Western Pacific and the RPRG should emphasize the 

importance of vector surveillance as an early warning tool for emergence/re-emergence of 

vector-borne diseases.  
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3.3  Country recommendations 

 

Lao People’s Democratic Republic 

 

1) In view of possible withdrawal of some donors from supporting the NTD 

control/elimination activities from 2015, prepare contingency plans to mobilize 

resources required to sustain the momentum of ongoing activities. 

 

2) Distribution of LF and SCH is very focal, therefore efforts must be strengthened to 

achieve elimination of both diseases and meet the target. 

 

3) Implement the final round of MDA in 2016 and carry out pre-TAS sentinel and spot-

check site surveys under the LF elimination programme.  

 

4) Develop partnerships with other government departments and interact with 

stakeholders to develop and operationalize the WASH programme to sustain the gains 

of the STH control programme and accomplish elimination of SCH.  

 

Cambodia 

 

1) Continue monitoring and evaluation and surveillance activities for various NTDs, 

including conducting TAS 3 under LF elimination programme. 

 

2) Necessary steps may be taken to prepare the dossier for LF elimination verification. 

 

3) Mobilize medicines and other resources to achieve the recommended treatment 

coverage among WCBA to make the STH PC complete.  

 

4) Develop partnerships with other government departments and interact with 

stakeholders to develop and operationalize WASH programme to make the gains of 

STH control programme and SCH elimination programme irreversible.  

 

5) Work with stakeholders to mobilize medicines and other resources to strengthen the 

FBT and strongylodiasis control efforts.   

 

Viet Nam 

 

1) As the transmission assessment surveys are nearly completed, take necessary steps to 

prepare LF elimination verification dossier. 

 

2) Analyse the constraints to scaling up the STH control programme and make efforts to 

cover the entire endemic province with PC. Share information and work with 

stakeholders to resolve constraints to scale up of the programme. 

 

3) Develop partnerships with other government departments and interact with 

stakeholders to develop and operationalize the WASH programme to consolidate and 

sustain the gains of the STH control programme.  
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4) Prioritize the FBT endemic areas and mobilize medicines and other resources to 

expand intervention measures.  

 

5) Work towards completing the blinding trachoma assessment and verification of 

elimination of blinding trachoma. 

 

Malaysia 

 

1) The programme should intensify efforts to achieve required treatment coverage in the 

last few IUs that still require MDA against LF.  

 

2) Develop and institute appropriate system to address the risk posed by immigrant and 

mobile population groups in terms of reintroduction of LF. 

 

3) The LF control and, subsequently, the elimination programmes have a long history in 

the country.  Therefore, efforts should be initiated to document all the relevant 

information toward development of the dossier for verification of elimination of the 

disease. 

 

Philippines 

 

1) While good progress has been made in the LF elimination programme, there are 

issues that need to be addressed.  As there are as many as 44 IUs, the probability of 

existence of hot spots is high.  Hence, the programme should work with stakeholders 

and develop and institute a feasible and cost-effective long term post-TAS 

surveillance strategy to detect signals of resurgence of infection.  As the database 

from 44 IUs will be large and detailed IU-wise data need to be submitted along with 

the dossier, priority should be given to organizing and managing data well.  The 

programme was able to effectively implement MDA, the morbidity management 

component of the programme should now be strengthened. 

 

2) The programme to control STH and SCH made only limited progress and the national 

treatment coverage of SAC has remained at the same level for the past few years.  

Reasons for the status quo of the programmes should be analysed.  All efforts should 

be made, including advocacy, to scale up the STH and SCH control programme to 

meet the targets set by WHO. 

 

3) Mobilize the support of and involve concerned sectors to formulate WASH strategy 

and introduce it in priority provinces.  

 

4) Several of the 81 provinces of the Philippines are endemic for different NTDs.  The 

NTD programme activities will result in the collection of data on mapping, PC, 

monitoring and evaluation and surveillance.  To optimize data management, the 

integrated NTD database developed by WHO headquarters may be piloted in the 

country.  Further, data management capacity may be strengthened. 
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Papua New Guinea 

 

1) Resource mobilization remains a major challenge to meet the operational and other 

costs of the LF elimination programme.  The programme should take necessary steps 

to sustain the commitment of current donors and stakeholders and enlist the support of 

new partners, particularly the private sector such as oil and gas industry. 

 

2) The community volunteer based drug distribution system supported by various 

stakeholders and implemented in New Ireland province yielded impressive results.  

The system, with due involvement of health services, may be used to extend the 

programme to other provinces. 

 

3) Continue the advocacy in support of the NTD control/elimination programme with all 

stakeholders within and outside the country.  This includes inclusion of NTDs as a 

priority group of diseases in the national health strategic plan of Papua New Guinea. 

 

4) It is very likely that the malaria vector control using insecticide treated bed nets has 

considerable benefits for the LF elimination programme, as both the infections are 

transmitted by the same vector species.  Hence, collaborate with malaria control 

programme and enhance the bed net coverage in the areas endemic for LF. 

 

5) The programme should take necessary steps to complete the mapping of yaws and 

blinding trachoma, taking the advantage of willingness of some NGOs to support the 

programme. 

 

Marshall Islands 

 

1) Marshall Islands has successfully completed TAS 3 and found no evidence of 

transmission of LF.  Undertake the next step of preparing LF elimination verification 

dossier and submit the same to the WHO Western Pacific Regional Office.  

 

Cook Islands, Tonga and American Samoa 

 

1) All three programmes completed MDA and TAS 1 and TAS 2 activities. Therefore, 

the programmes should conduct TAS 3 and submit the results to RPRG, WHO 

Regional Office for the Western Pacific, for evaluating the results and to assess the 

eligibility to undertake the next step of preparing LF elimination verification dossier. 

 

Fiji 

 

1) Different regions of Fiji are at different levels of LF elimination progress.  Taveuni 

and the Eastern division should conduct two more rounds of MDA with enhanced 

social mobilization to achieve high treatment coverage.  The programme needs to 

strictly implement a directly observed treatment strategy to ensure good compliance 

with the MDA programme.  The Central and Eastern Divisions should now do TAS1 

and the results should be evaluated to determine if these IUs can stop MDA. The 

Western Division should take necessary steps and conduct TAS 2 in 2014. 

 

2) Consider implementation of MDA with Azithromycin and SAFE strategy in the 

whole country for elimination of blinding trachoma. 
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3) Assess the reasons for low coverage in the existing school deworming approach with 

a view to identifying strategies for increasing the coverage to the target level of 75%. 

 

Solomon Islands 

 

1)  Solomon Islands should implement SAFE strategy for elimination of blinding 

trachoma in the whole country and not exclude any province. MDA against blinding 

trachoma should be implemented in nine provinces until TF prevalence falls to <5% 

and reassess the status after implementation of at least three rounds of MDA.  For 

Choiseul province, consider use of either family/household based treatment or MDA 

and reassess the situation after three years. 

 

2) Solomon Islands should assess and document the impact of blinding trachoma MDA 

on yaws. 

 

3) Scale up the school deworming programme that commenced in Honiara to cover the 

whole country and achieve a national coverage of above 75%. 

 

Kiribati, Nauru and Vanuatu 

 

1) Complete blinding trachoma mapping, taking the advantage of the availability of 

funding and resources with NGOs. 

 

French Polynesia 

 

1) Conduct  sentinel and spot check site surveys in Evaluation Units in order to decide 

on the next step of stop-MDA TAS, after due consultations with WHO/RPRG. 

 

2) Consider use of donated DEC instead of using own supplies in any forthcoming LF 

MDAs. 
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11:00 – 11:15 1. Lao People’s Democratic Republic (STH, 

schisto , FBT, LF, blinding trachoma) 
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Pacific Region 
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work in the Western Pacific Region 
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Dr CP Ramachandran 
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health system? 

(presentations maximum 10 minutes each) 

1. Key health systems challenges from 

country perspective and best practice 

example (STH) from Lao PDR 

Discussion 

Sub-Chair: Dr Hawken, 
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(DHS), WHO Regional 

Office for the Western 

Pacific 

 

 

Dr Bounlay, Lao PDR 

 



 

 

 

 

2. What is Universal Health Care, and what 

can it mean for NTDs in this Region? 

Discussion 

3. How to strengthen laboratory capacity 

for NTD case management: experiences 

with a pilot external quality assurance 

scheme 

Discussion 

4. How to improve safety of MDAs for 

NTDs – suggested concrete steps 

forward 

Discussion 

 

 

 

Dr Hawken/DHS, WHO 
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Dr Zhou Xiao-Nong, 
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MVP WHO Regional Office 
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disease control 
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2. How WASH and NTD programmes can 
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blinding trachoma  
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3. Addressing zoonotic diseases in the 

Region (FBT, cysticercosis, 
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brucellosis, rabies): Priorities? Integrated 

versus stand-alone approaches? 

Discussion 

4. Strengthening vector surveillance and 

control for effective control and 

elimination of NTDs 

Discussion 

Sub-Chair:  Dr Juerg 

Utzinger 

 

Dr Bella Monse/GIZ 

 

 

Dr von Hildebrand, 

Environmental Health 

(ENH), WHO Regional 

Office for the Western 
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13.00 – 13.45 Discussion 3: How to address NTD 

capacity building, strengthening of 

surveillance/M&E, and priority 
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building, country databases, and 
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Western Pacific Region -  

Plans for capacity building (5 minutes)  
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building for NTDs in the Region? How 

to strengthen national and regional 
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can play? 

 

2. Update on ongoing and planned NTD 

operational research in the Western 

Pacific Region  (10 minutes) 
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operational research priorities in the 

Western Pacific Region? Could RPRG 

have a role in translation? In 

coordination? 
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Nino Dayanghirang 
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