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1. INTRODUCTION 

The fifth meeting of the Regional Programme Review Group on Lymphatic Filariasis 
Elimination (RPRG) was organized by the WHO Regional Office for the Eastern 
Mediterranean (EMRO) in Cairo, Egypt on 26 December 2005. The meeting was attended by 
members of the RPRG, representatives of the national lymphatic filariasis control programmes 
of Egypt, Sudan and Yemen, representatives from GlaxoSmithKline and WHO staff from 
WHO headquarters, the Regional Office and WHO/south Sudan. The agenda and programme 
are given in Annexes 1 and 2; the list of participants is given in Annex 3. 

The meeting was opened by Dr Zuhair Hallaj, Director, Communicable Diseases 
Control, at the Regional Office. He welcomed all the participants and reminded them that the 
meeting’s primary objectives were to review progress of national lymphatic filariasis (LF) 
elimination programmes made during 2005 and to discuss plans to be implemented during 
2006. He also asked the participants to discuss progress towards achieving the goal of 
eliminating LF from countries of the Eastern Mediterranean Region (EMR) by the year 2010 
and to update knowledge on the current status of activities and challenges for global 
elimination of LF.   

He stated that three countries of the Region (Egypt, Sudan and Yemen) were endemic 
with LF. Major success had been achieved in Egypt. Five effective rounds of mass drug 
administration (MDA) had been completed in the majority of endemic villages. Recent 
evaluation surveys had showed that interruption of transmission had been achieved in areas 
covered by MDA. These findings justified the decision to stop MDA in these localities. The 
success had been due to efforts from all partners including Minister of Health and Population, 
GlaxoSmithKline, the Regional Office, and other national and international bodies.  

Yemen had achieved further progress in high coverage of the endemic populations, he 
noted. Four MDA rounds had been completed. It seemed that Yemen was on the right track to 
eliminate LF from endemic localities.  

Sudan needed to extend mapping of LF at the national level, he said. This was the right 
time to extend mapping of LF in south Sudan. After the peace treaty, many international 
agencies would be willing to support Sudan’s LF elimination activities.  

Dr Hallaj acknowledged the generous donations of international drug companies with 
especial thanks to GlaxoSmithKline for its financial support to the Egyptian programme. 
However, in the last two years international support to LF elimination activities had 
decreased. This shortage in funds had halted expansion of LF mapping in Sudan, he said. 
Finally, he encouraged the group to discuss fund raising at the regional and national levels to 
cover LF elimination activities. 
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2. GLOBAL ACTIVITIES 
Dr Gautam Biswas 

Dr Biswas gave an update on the Global Program for Elimination of Lymphatic 
Filariasis (GPELF) with emphasis on summary of conclusions and recommendations of the 
Sixth meeting of the Technical Advisory Group (TAG) on elimination of LF, Geneva, 
Switzerland, 20–23 September 2005. Of the 83 endemic countries, 54 countries have 
completed LF mapping, 15 are still in progress and 14 have not yet started. As of now, 42 
countries have started MDA; however some have not covered all endemic areas. He showed 
yearly data on the population covered by MDA in the different continents. Of 435.9 million 
people in implementation units targeted by MDA, approximately 250 million were reported to 
have ingested the drugs.  

Major success is being achieved in initiating MDA; the coverage increased from 3 
million in 2000 to 100 million in 2004. Many countries have completed 5 rounds of MDA and 
China is on the verge of completing 10 years of surveillance. However, a still large proportion 
of the at-risk population in South-East Asia and Africa need to be covered. He noted that 
stagnation of international financial support is halting expansion of MDA and threatening 
interruption of ongoing MDA. Unless the current funding situation is reversed, there is a high 
risk that the target of global elimination of LF as a public health problem may not be 
achieved. 

Based on the review of reports on serious adverse experiences (SAE) submitted to 
GPELF, the co-administration of diethylcarbamazine (DEC) or ivermectin with albendazole 
are safe for MDA. Programme managers are encouraged to work closely with national 
regulatory authorities in order to better manage the SAE. TAG acknowledged the complexity 
of regulating DEC quality and requested WHO to continue with prequalification of DEC 
manufacturers. In this regard, Dr Biswas noted that Egypt received DEC supply to cover all 
five MDA rounds with no problem. The impact of MDA was as expected. The percentage 
decline in microfilaremia prevalence in sentinel sites after MDA is encouraging. However, 
some sentinel sites did not show such decline and this needs to be investigated. It is advisable 
to add the calculation of community microfilaria load (CML) to the surveys. In the assessment 
of criteria for stopping MDA it seems that CML below 10 would not result in potential 
transmission, but it could be of concern if the CML measured between 11–15 microfilaria/ml. 
Programme managers need to review microfilaremia status of non-compliers as they could 
pose potential risk of recrudescence.  

The TAG reviewed working papers on the procedures of verification of absence of LF 
transmission. WHO needs to develop forms for country reporting on multi drug therapy 
(MDT) application. Following completion of country MDT application, regional programme 
review groups would visit and verify the situation and then report to WHO for consideration. 

Dr Biswas updated the group on the Binax NOW immunochromatography card test 
(ICT) problem. The company reduced the shelf-life of cards to 9 months and the latest 
production has only a 4 month shelf-life. Other problems include instability of results, 
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interruption of production and high cost. Therefore, TAG recommended the development of 
alternative new tests. 

A few countries have projects to prevent disabilities caused by LF. These are 
community home-based care for lymphoedema management. He presented data to show a 
decrease in the proportion of lymphoedema sufferers experiencing acute attacks in the month 
following home-based self-care. Burkina Faso, Madagascar and the United Republic of 
Tanzania (Zanzibar) implemented operational research to increase access to hydrocele surgery 
and follow-up of operated cases for complications and recurrence. It is recommended that 
WHO develop and distribute guidelines for implementing disability prevention strategies to 
programme managers. 

Finally, Dr Biswas summarized the challenges facing the programme as: 

• scaling up programme interventions 

• ensuring high quality of programme interventions 

• generating data and experience to better define "endpoints" for when to stop MDA 

• simplifying programme monitoring guidelines, post-MDA surveillance and how to 
detect early resurgence 

• ensuring regular supply of diagnostic tests and DEC for the programme 

• ensuring the funding to most countries to implement programmes to eliminate LF 

• the implications and opportunities of integration of programmes to eliminate LF. 

3. COUNTRY PRESENTATIONS 

3.1 Egypt 
Dr Kamal El Din Hussein 

LF is endemic in Egypt and the at-risk population was estimated as 2.7 million people at 
the beginning of the programme in 2000. MDA was applied in 161 villages in 7 governorates 
in 2000. By the end of 2004, the programme covered 181 villages in 8 endemic governorates. 
There are 16 new identified LF endemic villages which will be included in the MDA 
programme in 2005.  

By 2005, 161 villages were covered with 5 rounds of MDA, and the status of LF in the 
sentinel sites was evaluated in the last few months according to WHO guidelines. The MDA 
will be applied to the other 20 villages until they receive 5 MDA rounds. Based on the 
microfilaremia evaluation results, it was decided that MDA villages in two districts (Ashmoun 
district, Menofiya governorate and Badrasheen district, Giza governorate) will receive one 



WHO-EM/CTD/045/E 
Page 4 

 

more MDA round in early 2006. The data on microfilaremia status (> 1%) comes from 
Ministry Of Health and Population (Giza governorate) and Ain Shams University (Menofiya 
governorate).  

The evaluation of the villages which completed 5 MDA rounds included testing for 
microfilaremia in all sentinel villages and antigenemia testing in areas proven microfilaremia   
negative. For antigenemia evaluation the 7 endemic governorates were grouped in three 
clusters. Antigenemia testing consisted of two sequential steps: i) testing antigenemia by ICT 
cards in children aged 2–4 years in 90 randomly-selected sentinel units representing the three 
clusters; and ii) testing primary schoolchildren (6–8 years of age) by ICT cards from the same 
units.  

A total of 900 randomly selected children of 2–4 years of age (10 children in each of the 
90 evaluation units) were tested and all were uniformly antigenemia negative. A sample of 
3000 schoolchildren representing three clusters (100 randomly selected children in each of the 
90 evaluation units) was tested and one child (8 years of age) was ICT positive in Badrasheen 
district, Giza governorate. Further in-depth evaluation of the child’s village revealed that 
examined members of neighbouring houses were ICT-card negative except for a member of 
the child’s family. Note that both the child and the family member were found to be 
microfilaremia negative. Luckily, all MDA villages in this district are eligible for an 
additional MDA round based on microfilaremia status as mentioned above.  

Since drugs needed for MDA in Assuit and Kafr El Sheikh governorates were available, 
the LF endemic villages received the fifth MDA round in September 2005. In January 2006, 
44 villages will receive MDA. These include the 20 villages that did not complete 5 MDA 
rounds, 8 villages (with microfilaremia rates > 1%; Menofiya and Giza governorates) and 16 
newly identified LF endemic villages.  

3.2 Sudan 
Dr Tag El Sir Mohammed Khairi 

The LF elimination programme in Sudan has followed the standard method for 
mapping LF in Africa. The administration unit (equivalent to sub-district) has been chosen as 
the implementation unit (IU). Mapping activities in 8 of the 26 states (including states in both 
north and south Sudan) have revealed that in Bahr El Gabal state, the surveyed IUs in two 
accessible localities were endemic and eligible for MDA. However, two other localities were 
inaccessible for mapping. In Blue Nile state, 9 localities were accessible and all eligible for 
MDA, and 3 localities were inaccessible. In East Equatoria, 5 localities were accessible and 
all eligible for MDA, and one locality was inaccessible. In Gadarif, all IUs in the 5 localities 
were eligible for MDA. In Khartoum state, only two localities were surveyed and found 
eligible for MDA, the other 5 localities were not mapped due to a shortage of ICT cards. In 
Kassala state, 4 localities were eligible for MDA and one locality was inaccessible. In Sinnar 
state, all IUs were found eligible for MDA. Finally, in Upper Nile state, all 8 localities were 
found endemic with different infection rates ranging from 50% to 100%. Thus, all examined 
IUs were LF endemic and hence eligible for MDA. 
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3.3 Yemen 
Dr Abdul Samid Al-Kubati 

A comprehensive historical background of the disease and related control activities in 
Yemen prior to the initiation of the LF elimination programme were presented. LF clinical 
cases were rarely observed. The exact magnitude of the disease public health problem was not 
well defined in the past. Therefore, LF mapping in the mainland of Yemen and in the island of 
Socotra was performed according to WHO guidelines. Mapping depended on the results of 
the questionnaire, followed by blood surveys using the ICT card test in suspected endemic 
areas. Areas with no suspected cases, as reported by community leaders and by paramedical 
local personnel, were located mostly in mountain and desert areas and were marked as non-
endemic zones. The ozla (sub-district) was chosen as the IU. 

The national LF elimination programme in Yemen aims to achieve interruption of 
transmission based on MDA of annual single dose of albendazole in combination with 
iverimectin (because of co-endemicity with onchocerciasis). In 2002, a pilot MDA 
programme covered 12 824 people. In the same year, the first MDA was launched and 79 119 
people were treated. The dose of treatment was determined according to height. Children less 
than 5 years of age, pregnant and lactating women (first month after delivery), as well as 
seriously ill people were excluded from the MDA. In 2004, approximately 108 890 people 
residing in 9 endemic districts were subjected to MDA. The overall MDA coverage rate was 
80%. In 2005, of 111 797 endemic subjects, 90 054 individuals ingested the drugs (79% MDA 
coverage rate, relative to the total population). In all MDA rounds, minimal adverse reactions 
were reported. Social mobilization depended on meetings with local leaders, and distribution 
of pamphlets and posters because television is not common in the treated areas. Treatment 
drugs were distributed from house to house and very few people refused to take the drugs. 

The main problems facing the elimination programme are: 

• migration of family members to other places for education or for work so that they are 
not present during MDA; 

• some houses are scattered over a wide area and roads to some villages are difficult, 
rendering them not easily accessible to MDA distribution teams; 

• fear of treatment side-effects; 

• insufficient funds, especially in the last two rounds; 

• weak cooperation of some health staff due to low motivation and lack of incentive;  

• the percentage of children under 5 years of age reached about 20% in some IUs. 

In 2003, monitoring the effect of MDA on microfilaremia rates in two sentinel sites 
(villages) per IU showed that all sites were free of microfilaremia except two sites in Socotra 
Island, which had microfilaremia rates of 2% and 0.2%.  In addition, a study of the effect of 
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MDA on intestinal helminth (e.g. Ascaris lumbricoides) and skin parasites (lice and scabies) 
in one area showed significant decrease in prevalence rates.  

The mosquito vector responsible for LF transmission is not well defined to the species 
level. It is not known whether vector control measures implemented by the malaria 
programme (spraying, painting and impregnated nets) will also be effective against LF 
vector(s). A WHO Consultant visited Yemen and carried out mosquito studies. Preliminary 
data showed that Culex quinquefasciatus is the only species capable of LF transmission. Of 25 
mosquito pools (each containing 25 females) tested by PCR, two pools were found positive 
confirming that they contained filarial DNA. Thus, measures of the malaria programme will 
not affect this Culex mosquito; consequently, new approaches will have to be applied.  

As for disability management and alleviation, 386 chronic cases, mostly lymphoedema, 
have been registered. There are plans to produce and distribute pamphlets on prevention and 
alleviation of lymphoedema to educate patients and their family members on hygiene 
procedures including washing with soap and water and exercise. In the current year, a total of 
227 health workers received integrated training (3 days training for leprosy and one day for 
LF-MDA). Health education, as part of community mobilization, has involved school teachers 
and students to distribute the message to their communities.  

Finally, programme challenges remain more or less the same as in previous years.  They 
include the need to secure financial support for LF elimination activities, the low priority of 
LF relative to other diseases in the country, and the difficulty of performing ICT cards on 
small children, which is needed for programme monitoring and evaluation. 

4. CHALLENGES AND SOLUTIONS: GENERAL DISCUSSION 

4.1 Discussion on fund raising issues 

There was high enthusiasm at the beginning of the global LF elimination programme 
that financial support would be secured. The countries of the Eastern Mediterranean Region 
were financially supported through WHO by funds provided by the Arab Fund for Social and 
Economic Development (AFSED). The funds expired two years ago and support has not been 
renewed because AFSED does not accept that WHO retains 13% of funds as project support 
costs. The group was informed of the budget constraints and the lack of available 
extrabudgetary resources. In particular, there are no funds to support verification activities on 
the status of LF in Saudi Arabia or other countries in the Region. 

There is a need to submit new regional proposals to AFSED and to other potential 
funders such as the Islamic Bank and the African Bank. Programme managers in Egypt, 
Sudan and Yemen should prepare realistic and justified budgets for the completion of their 
MDA programmes. National programme managers are encouraged to prepare proposals and 
apply directly to donors. WHO will issue letters to Ministers of Health to introduce the idea of 
fund-raising, support the programme manager’s approach and facilitate their task.  
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The Carter Center may be willing to provide financial support to Sudan. United Nation 
Development Programme (UNDP) may support Yemen. Programme managers need to 
consider integration with other programmes (e.g. in areas co-endemic with the disease, such 
as guinea worm and onchocerciasis in Sudan and leprosy and malaria in Yemen). 

4.2 Egypt 

The success so far of the Egyptian programme is well appreciated by the LF 
community; however, the adding of more new villages each year since the MDA programme 
started in 2000 is leading to an “endless” programme. The original plan was to do LQAS 
analysis using the ICT card test for mapping villages with a history of LF (microfilaremia < 
1%) and villages adjacent to MDA villages to determine the status of their endemicity. 
However, due to different obstacles in the surveying of these areas, they have not been as yet 
completed. The Programme Manager in collaboration with Ain Shams University experts 
have been  requested to review necessary data (taking in to consideration data available at 
district level), create a list of eligible LF villages, and devise a working plan to survey these 
villages as soon as possible. 

The programme needs to consider a new approach to reach and provide selective 
treatment to systematic non-compliers (or a mechanism for their close supervision) as they 
may pose a source for potential, early resurgence of disease transmission. 

Since the decision has been taken to stop MDA in some 150 villages, surveillance 
should be carried out for at least five years. Therefore, the programme has been requested to 
work closely with Ain Shams University Research and Training Centre to develop and 
implement post-operation surveillance using state of the art methods. 

By the end of January 2006, Egypt should submit a report with a time-frame for next 
year’s activities with a budget. The programme has enough medicine to cover MDA in early 
2006. Also the programme should identify two sentinel villages for monitoring and evaluation 
out of the new 16 villages that will receive the first MDA in January 2006. 

4.3 Sudan 

The relationship between north and south Sudan in the context of the elimination 
programme was discussed. Since the peace treaty was signed, there is one Sudan, but two 
projects. At the national level, the Federal Government is responsible for the whole of Sudan, 
north and south. Medical professionals in the south should register with the Federal 
government. Currently, for the guinea worm programme, as an example, Dr Nabil is handing 
all responsibilities to the Ministry of Health of south Sudan (10 states). They will also be 
responsible for implementation of the LF elimination programme in their states. There is one 
WHO Representative in Sudan dealing with the Federal Government and the WHO office in 
south Sudan should be a branch office of the WHO country office. Regarding financial 
support, WHO can transfer funds either directly to south Sudan or to the central programme.  
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South Sudan has about 10 000 ICT cards that will expire in February 2006. The central 
programme can benefit and use about 2000 if the cards can be sent directly to Khartoum as 
quickly as possible.  

From the data presented, it was noted that about 50 localities were mapped and all were 
LF endemic, although some with low endemicity. There are an additional 40 localities that 
have not been mapped yet. It is safe to conclude that all southern states would be LF endemic. 
Given the budget limitations and to save time, it was suggested that the LF elimination 
programme in Sudan should consider a modified strategy to select sentinel sites in the 40 
unmapped localities and perform night blood microfilaremia surveys to get baseline data.  
However, if a selected site is found to be microfilaremia negative, then mapping based on 
LQAS by ICT cards should be considered.  

Sudan will prepare a national plan of action for mapping and MDA. There will be a 
one-week training workshop in south Sudan in the third week of January 2006. The main 
purpose of the workshop is to provide training on HealthMapper to guinea worm and LF 
elimination programme personnel. They will learn how to create maps of the different 
diseases and to overlay maps of co-existing diseases of onchocerciasis, LF and loiasis prior to 
planning for MDA.  

4.4 Yemen 

It was concluded that the presented data indicated that Yemen is on the right path for LF 
elimination. This is supported by the fact that after the fourth MDA round, there were no new 
clinical cases, microfilaremia or antigenemia detected. The deadline date for submitting the 
annual report and application for next year’s activities is the end of February 2006.  
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Annex 1 

AGENDA 

1. Opening session 

2. Update on global activities on lymphatic filariasis elimination 

3. Review of annual reports from Egypt, Sudan and Yemen 

4. Challenges and solutions: General discussion 

5. Closing session 
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Annex 2 

PROGRAMME 

Monday, 26 December 2005 

08:30−09:00 Registration  

09:00−09:30 Opening session 
Opening remarks 
Introduction of participants 
Adoption of agenda and programme of work 

 

09:30−11:00 Update on global activities on lymphatic filariasis  

11:00−12:00 Annual report from Egypt and discussion   

12:00−13:00 Annual report from Sudan and discussion  

13:00−14:30 Annual report from Yemen and discussion  

14:30−16:00 Challenges and solutions in implementation of 
activities: General discussion 
 

 

16:00−16:30 Closing session  
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Annex 3 

LIST OF PARTICIPANTS 

EGYPT 
Dr Kamal El Din Hussein 
Lymphatic Filariasis Programme Manager 
Ministry of Health and Population 
Magless El Shaab St. 
Cairo 
 
Dr Reda Ramzy 
Research Training Centre for Vectors of Diseases 
Faculty of Science 
Ain Shams University 
Cairo 
 
Dr Maged El-Setouhy 
Professor of Public Health 
Faculty of Medicine 
Ain Shams University 
Cairo 
 
 
SUDAN 
Dr Nabil Aziz 
Director 
Integrated Directorate of Parasitic Disease Control 
Federal Ministry of Health 
Khartoum 
 
Dr Tag El Sir Mohamed Khairi 
Director 
Sleeping Sickness and Lymphatic Filariasis Control Programme 
Federal Ministry of Health 
Khartoum 
 
 
YEMEN 
Dr Abdul Samid Al-Kubati 
National Manager 
Lymphatic Filariasis Elimination and Leprosy Elimination Programme 
Ministry of Public Health and Population 
Taiz 
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OTHER ORGANIZATIONS 
 
GLAXOSMITHKLINE 
Dr Ashraf Mansour 
Medical Director 
Cairo 
 
Dr Jilan A El Garf 
Senior Medical Affairs Manager 
Cairo 
 
Dr Adel El-Tahlawi 
Vaccine Director 
Cairo 
 
 

WHO SECRETARIAT 
 
Dr Zuhair Hallaj, Director, Communicable Disease Control, WHO/EMRO  
Dr Riadh Ben-Ismail, RA/CTD, Communicable Disease Control, WHO/EMRO 
Dr Nikolai Neouimine, STP/CEE, Communicable Disease Control, WHO/EMRO  
Dr Gautam Biswas, Medical Officer (Filariasis), CDS/CPC/CEE, WHO/HQ  
Dr Michaleen Richer, STP/Communicable Disease Officer, WHO south Sudan  
Dr Jose Ruiz, Programme Officer (Tropical Diseases), WHO south Sudan  
Ms Judy Eid, Secretary, Communicable Disease Control, WHO/EMRO 
 
 


