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1. INTRODUCTION 

The ninth Regional Programme Review Group (RPRG) meeting on the elimination of 
lymphatic filariasis was organized by the World health Organization (WHO) Regional Office for the 
Eastern Mediterranean (EMRO) in Cairo, Egypt on 17–18 March 2010. The meeting was attended by 
representatives from the ministries of health of Egypt, Saudi Arabia, Sudan and Yemen as well as by 
lymphatic filariasis experts, delegates from the Malaria Consortium Africa, Mectizan Donation 
Programme (MDP), GlaxoSmithKline (GSK), and WHO staff from headquarters and the Regional 
Office. The objectives of the meeting were to: 

• review the progress of national lymphatic filariasis elimination programmes (NLFEP) in  2009; 
• discuss plans of action for 2010; 
• approve drug requirements for mass drug administration (MDA) in 2010; and 
• discuss opportunities to extend the operational capability of the country-based programmes.  

Dr Riadh Ben Ismail, Regional Adviser, Tropical Diseases and Zoonoses WHO EMRO, 
delivered the opening remarks on behalf of Dr Hussein A. Gezairy, WHO Regional Director for 
Eastern Mediterranean. In his message, Dr Gezairy noted that 2010 marked the tenth year since the 
Regional Committee for the Eastern Mediterranean had asked the Regional Office to strengthen its 
support to countries where lymphatic filariasis was endemic, in alignment with the WHO global 
target to eliminate lymphatic filariasis by the year 2020. 

Dr Gezairy stressed the need to assess whether transmission had been interrupted following 
stopping mass drug administration (MDA) in Egypt and Yemen. A trial for assessment of interruption 
of transmission in Yemen following MDA was noted. Discussion of its results would enable 
addressing operational challenges facing programmes towards elimination of lymphatic filariasis. 
Challenges remained ahead for Egypt and Yemen to adopt and implement more tools developed 
recently to better measure the impact of the MDA campaign. As well, questions about the existence of 
an active (low) transmission of lymphatic filariasis in the southern part of Saudi Arabia, adjacent to 
Yemen, were very important and needed to be answered. As regards Sudan, despite the recent 
progress in the northern foci, knowledge about the distribution and burden of the disease in the 
southern part of the country was still unknown. Mapping in the southern part was in progress, 
targeting three new states. 

Dr Gezairy drew attention to lessons learnt from experiences of other regions in tackling 
morbidity associated with the disease. This objective had not been well addressed by elimination 
programmes in the Region. He concluded acknowledging the nongovernmental organizations and 
international partners for their continuous commitment to medication donations and other support to 
the elimination programmes.  

The agenda, programme and list of participants are included as Annexes 1, 2 and 3, 
respectively. 
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2. TECHNICAL PRESENTATIONS 

2.1 Overview of the lymphatic filariasis situation in the Region 
Professor Maged El-Setouhy, Faculty of Medicine, Ain Shams University, Cairo, Egypt  

The overview mainly reviewed findings reported in the last meeting by representatives of 
national programmes, then highlighted the major recommendations. Lymphatic filariasis is endemic 
in three countries of the Region: Egypt, Sudan and Yemen (onchocerciasis is co-endemic in Sudan 
and Yemen). The lymphatic filariasis situation is unclear in other countries such as Saudi Arabia.  

In 2010, Egypt completed the tenth round of MDA in 29 villages, or implementation units 
(IUs). In 2005, MDA was stopped in 149 IUs after 5 effective treatment rounds. A recent independent 
study indicated that over 75% of residents in treated IUs complied with ≥3 MDA rounds. Therefore, 
post-MDA surveillance and evaluation is highly needed, in the villages where MDA was stopped after 
5 rounds, to document whether lymphatic filariasis transmission has been interrupted. The lymphatic 
filariasis elimination programme in Egypt has two weak points. The MDA started before mapping of 
lymphatic filariasis was completed in all possible endemic areas in the county. Consequently, the 
programme had to include new villages to several MDA rounds, leading to extension of the duration 
of the programme beyond expectation. Secondly, the programme has put little effort into 
lymphoedema management and disability alleviation.  

The lymphatic filariasis elimination programme in Yemen completed mapping in 2002. MDA 
was stopped on the mainland of Yemen after 5 MDA rounds. However, the two IUs in Socotra Island, 
with highest lymphatic filariasis endemicity before MDA, needed further MDA rounds. The MDA 
implemented in 2007 was supplemented with a vector control intervention. Integration with other 
health programmes was a major element in the success of the Yemeni lymphatic filariasis elimination 
programme.  

As yet, MDA in both northern and southern Sudan has not started. Mapping in southern Sudan 
has been hampered by political and security issues. Thus, Sudan remains with the largest disease 
burden in the Region. Various partners working in Sudan need to join efforts and forces to scale up 
the two lymphatic filariasis elimination programmes in Sudan. 

Saudi Arabia remains in the grey zone, with no definitive status of lymphatic filariasis 
endemicity. Mapping of lymphatic filariasis should be resumed in three southern areas adjacent to 
Yemen (Assir, Jizan and Najran).  

2.2 Overview of the global burden of lymphatic filariasis and updates on the global 
programme toward elimination of lymphatic filariasis 
Dr Kazuyo Ichimori, Preventive Chemotherapy and Transmission Control, Control of Neglected 
Tropical Diseases, World Health Organization 

The global programme to eliminate lymphatic filariasis has developed two overall goals, 
namely interruption of disease transmission, and reducing the suffering caused by the disease 
(morbidity control) by 2020. In 2008, approximately 500 million people, in 51 endemic countries, 
received combination therapy of two drugs (albendazole plus ivermectin or albendazole plus DEC). 
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WHO, with its long standing expertise in the field of disease control, has been identified by 
partners to help countries in developing plan of action for the integrated control of neglected tropical 
diseases. The global programme is active in 5 WHO regions around the globe. The South-East Asia 
Region comprises 65% of the disease global burden, with the African Region second at 30%. The 
Eastern Mediterranean Region comprises only 1% of the global burden of infection. As of 2008, the 
total number of lymphatic filariasis endemic countries remains 81. Of these, 20 countries (24.7%) 
have not started MDA, 47 countries (58.1%) are implementing MDA, 4 countries (4.9%) have 
stopped MDA programmes and there are 10 countries (12.4%) that are not likely to require MDA. 
Africa is still far behind in elimination of lymphatic filariasis, there are still 17 countries that have not 
yet started MDA, with one country (Togo) completing 5 rounds of MDA with 100% geographical 
coverage. In South-East Asia, 4 countries (India, Maldives, Sri Lanka and Thailand) are applying 
MDA with 100% geographical coverage. In India there are now new trials using combination therapy 
instead of single drug (DEC). The global programme is carrying out a midterm review, in order to 
revise the strategic plan and determine the way forward for the second term (2010–2020). 

Currently, many global collaborating partners are helping to reach the goal of elimination of 
lymphatic filariasis by 2020. These include nongovernmental organizations, USAID, Gates 
Foundation, RTI, DFID, Government of France, JICA and IZUMI. The global programme is 
promoting an integrated approach for control/elimination of neglected tropical diseases. The key steps 
are: mapping of lymphatic filariasis endemic settings, effective MDA rounds with full national 
coverage, improved community participation in treatment and morbidity control, and rational 
decision-making for stopping MDA. Development of tools for surveillance and monitoring the 
success of the MDA interventions are required. There is a pressing need to develop a clear 
plan/guideline on how to end the global elimination programme on time. Also, endemic countries that 
reach the situation of “no case detection or infections” will need guidelines and a mechanism for 
certification of lymphatic filariasis elimination.  

2.3 Lymphoedema management model for West Africa (Togo experience model) 
Dr Yao Sodahlon, Associated director, lymphatic filariasis elimination, Mectizan Donation 
Programme 

Togo is an African country with a population of 6.1 million residents situated in the western part 
of Africa. Togo has been suffering 2 decades of socio-political crises. This situation has made it very 
difficult to mobilize resources sufficient to implement lymphatic filariasis elimination activities. In 
2000, the Togo lymphatic filariasis elimination programme started with two objectives: interruption 
of transmission and morbidity control. MDA was stopped in 2010. Management of morbidity 
includes surgical management of hydrocele and management of lymphoedema. Surgeons in all 
endemic districts are trained to perform hydrocelectomy operations.  

A national survey conducted to assess the prevalence of lymphoedema revealed a range of 
6600–10 000 lymphoedema cases. Most of these patients were unsuccessfully treated in the past by 
scarification and 72% experienced depression, according to the Duke anxiety depression scale. Most 
of these patients were reluctant to visit health facilities to improve their conditions. The main 
objective of the lymphoedema management model in Togo was to develop a nationwide programme 
based on WHO lymphoedema management guidelines, to insure the sustainability of the programme, 
and to act as a model for other countries. The programme depended on two main principles: self 
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management by behavioural change of patients; and including all lymphedema patients in a health 
service package. 

The dissemination of a message – that anyone with a big leg should come to the dispensary – 
was the first step in application of the model. This message was distributed through mass media, 
posters, dispensaries, village chiefs and village volunteers. At the dispensaries, diagnosis of the cases 
was done, followed by training in self management with the aid of booklets containing self 
explanatory drawings. The starter package was limited to soap and towels used in the training of 
patients. At home, training continued for the patient through a trainer support system. A follow-up 
card was used to record patient’s status when first enrolled and at follow-up intervals up to 12 
months. For monitoring and evaluation of the programme, a monthly report containing the number of 
patients seen was sent to the national programme from health centres. Supervisors regularly visited 
the national morbidity coordinator, district medical teams and dispensary nurses. Evaluation of 
implementation showed that the doctors and volunteers had good knowledge and were aware of the 
programme. Patients were pleased with the programme, received materials and reported improvement 
of their conditions. The programme was run at a very low cost, about US$ 0.03 per inhabitant.  

2.4 Public–private partnerships for disease control  
Dr Mark Bradley, GlaxoSmithKline, Global Community Partnerships 

In 1998, GSK (formerly SmithKline Beacham) and WHO signed a memorandum of 
understanding establishing the legal framework for the donation of albendazole for global lymphatic 
filariasis elimination. GSK has committed to donate albendazole for every country that needs it until 
lymphatic filariasis is eliminated. GSK and Merck (the ivermectin donating company) are founding 
partners in the Global Alliance of over 40 partner organizations working to support the Ministry of 
Health of the 80 lymphatic filariasis-endemic countries to implement the programme. GSK was 
motivated by different factors including the exciting vision of eliminating a disease, saving people 
from blindness, and making a real difference in the lives of poor people. Furthermore, the donation 
motivation for GSK staff, validation of research in real life, represents and more importantly a desire 
to contribute beyond commercial business. By end of 2008, over 1.4 billion treatments were donated 
to 50 countries. Of these, 2% were donated to countries of the Region. By the end of the global 
lymphatic filariasis elimination programme, it is anticipated that the donated drugs will have cost 
about US$ 1000 million.   

Several lessons were learnt along years of the programme; at the top of them is the power of 
partnerships. This is because the complexity of the health issues is beyond the ability of any single 
organization, country, government or entity to address alone. Collaboration with stakeholders is a key 
factor for success. Partnership is based on the principle that the people most directly affected should 
determine their own needs and priorities, based on clear objectives, trust, transparency, 
complementary expertise and mutual benefit; there is continuing need for coordination, 
communication and commitment from all stakeholders. In addition, by working together, partnership 
is generating resources to sustain and scale-up global lymphatic filariasis elimination activities. In 
this regard, £50 million was donated for elimination of neglected tropical diseases by DFID, US$350 
million announced by the Government of the United States of America, US$ 40 million by the Gates 
Foundation to the Global Network for Neglected Tropical Diseases Control. 
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3. COUNTRY PRESENTATIONS 

3.1 Egypt 
Dr M. Mehrez, Ministry of Health 

The Egyptian lymphatic filariasis elimination programme started in 2000 by distributing DEC 
and albendazole to at risk populations (approximately 2.5 million people) residing in 161 villages 
located in seven governorates of the Nile Delta. By the fifth round of MDA (implemented in 2004), 
the number of treated villages reached 181 endemic villages (located in 29 districts in 8 
governorates). MDA was ceased in 150 villages after five effective rounds. In the sixth round of 
MDA (implemented in January 2006), 40 villages were treated. In the following MDA round, the 
number of treated villages was 28 located in five governorates. The last new eligible village was 
added in the eighth round of MDA (implemented in 2007). In the last round of MDA (MDA-10), 
implemented in February 2010, approximately 0.5 million people residing in 29 villages (in eleven 
districts located in five governorates) were treated. The reported MDA coverage rate of the last round 
reached 95.6% of the total population. In the last round of MDA, a total of 164 trained teams (a team 
consisted of a physician, nurse, clerk and a health worker) distributed medicine from house to house. 

Currently the programme is facing several challenges, including lack of financial resources 
required for sustainability. The programme needs to build capacity to carry out epidemiological 
surveillance, essential for monitoring and evaluation of MDA activities. In this regard, the 
programme showed interest to use newly developed laboratory methods. More effort needs to be put 
into alleviation of suffering of lymphatic filariasis chronic patients. Such efforts include training of 
health workers, health education of the public, social mobilization activities and involvement of civil 
society.  

Discussion 

Participants noted that the national programme has not yet completed 100% mapping of 
lymphatic filariasis endemic settings. Based on fragmented mapping activities, the programme kept 
adding new lymphatic filariasis-endemic villages to several MDA rounds. This raised the question of 
whether other lymphatic filariasis endemic villages are left untreated. The programme is urged to 
finish mapping of lymphatic filariasis in remaining, if any, suspected villages.  

Participants discussed the importance of the post MDA surveillance to verify whether lymphatic 
filariasis has been eliminated in villages where MDA was stopped after 5 or more rounds of MDA. It 
is important to collect evidence demonstrating interruption of transmission prior to applying for 
certification of lymphatic filariasis elimination in Egypt.  

New diagnostic tools have been recently developed, but remain to be field evaluated. The 
programme is encouraged to collaborate with academic researchers to evaluate their usefulness in 
decisions on appropriate endpoints for MDA. 

It is noted that the programme implemented effective rounds of MDA for interruption of 
lymphatic filariasis transmission. However, little has been done for disability management. The 
Egyptian lymphatic filariasis elimination programme is encouraged to develop a plan of action on 
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case management for morbidity to support persons with lymphatic filariasis disability (lymphoedema, 
hydrocele and elephantiasis). 

Participants appreciated the achievements during early years of the programme (2000–2005) 
which resulted in promising indicators of lymphatic filariasis elimination and scientific publications. 
However, reports of later years indicate that the programme struggles to achieve its final goal. The 
programme needs to reform and re-activate the steering committee to enforce efforts leading to 
successful lymphatic filariasis elimination in Egypt.  

3.2 Yemen 
Dr A. Al-Kubati, Ministry of Public Health and Population 

The lymphatic filariasis elimination programme in Yemen started in 2000 using the 
infrastructure of the Yemeni national programme for leprosy. By 2002 mapping of lymphatic filariasis 
IUs was completed and MDA of an annual single dose of ivermectin plus albandazole (because of co-
endemicity with onchocerciasis) started in all IUs with >1% antigenaemia (nine districts in seven 
governorates). The last monitoring of microfilaraemia and antigenaemia in 2008 indicated that the 
goal of elimination had been achieved in all the IUs in mainland Yemen, where MDA was stopped 
after five rounds. In Socotra Island, microfilaraemia prevalence decreased to 0.5% while an ICT 
cluster survey in children (6–8 years old) showed antigenaemia prevalence of 1.8% after seven MDA 
rounds. Therefore, further MDA activities were continued in 2009. 

Culex quinquefasciatus is the main vector of lymphatic filariasis in Socotra Island and breeds in 
outdoor cesspits. Vector control activities during 2007–2008 included distribution of 7500 
imprgenated bed nets. Of these, 3300 nets were distributed in Hadibo area (Socotra) and its 
surroundings. Another 25 000 nets were distributed in 2009. A study in Hadibo area showed that the 
use of 2 mm expanded polystyrene beads (EPBs) in 127 cesspits results in reduction of the range of 
mosquito density from 25–420 mosquitoes per house/room to 5–25 mosquitoes per house/room. The 
use of EPBs also had an impact on suppression of lymphatic filariasis transmission. Before the EPBs 
intervention, the minimum mosquito infection rate was 0.66%, and all pools collected after 
intervention were uniformly PCR negative. 

Regarding disability management and alleviation, a total of 484 chronic cases were examined 
and registered with lymphoedema. Supportive treatment was provided to registered cases at the 
programme clinics through well trained health care workers. Training of health care workers was 
again done in 2009 together with translation of the guidelines for lymphoedema management into 
Arabic. Translated guidelines were distributed to 523 lymphoedema cases. To date, Ministry of 
Health records contain a complete updated registration of supported lymphatic filariasis chronic 
cases. 

In 2009, the programme carried out 4 training sessions for health education to provide training 
to 108 health works from 7 districts in Socotra Island. Lymphatic filariasis health education materials 
were printed together with these materials for leprosy and distributed all over the country.  
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Advantages of the integration of efforts against the two endemic diseases (filariasis and leprosy) 
include: common use of infrastructure, increase in coverage of drugs and health education materials, 
better sustainability, increase in acceptance of leprosy without feeling of stigma among patients. 

The main constraints facing the programme include: the low priority of lymphatic filariasis 
relative to other endemic diseases in the country, poor compliance to collection of night smears, poor 
compliance of preschool children, ICT technical problems (short duration, storage conditions, 
doubtful results), and insufficient financial support. 

Discussion  

The participants congratulated the programme for maintaining success over the past 10 years. 
They also gave credit to the integration of lymphatic filariasis elimination activities with other health 
programmes including leprosy and onchocerciasis control programmes in Yemen and considered this 
as good model to be followed. It was noted that there is no registration of hydrocele cases in 
hospitals, and the programme needs to elaborate more on this matter. 

Further efforts should be maintained and strengthened to achieve lymphatic filariasis 
elimination in the remaining focus of Socotra Island. The programme was encouraged to initiate post-
MDA surveillance activities based on WHO guidelines in areas where MDA was stopped to ensure 
lymphatic filariasis elimination and/or detect any sign of resurgence. 

The integration of lymphatic filariasis and onchocerciasis with the leprosy programme has 
resulted in conducting such activities with less efforts and expenses and this needs to be sustained. 

3.3 Saudi Arabia 
Dr Suleiman Al Seghayer, Ministry of Health 

A few lymphatic filariasis cases were reported in the 1970s from southern parts of Saudi Arabia 
(Assir and Jazan); since then no cases were reported by the Ministry of Health. In 2003, a key 
informants questionnaire survey designed to investigate the presence of chronic lymphatic filariasis 
cases showed a total of 51 clinical cases, reported from three areas (Assir, 44 cases; Jazan, 4 cases; 
and Mecca, 3 cases). However, all were amicrofilaraemic. Consequently, screening of secondary 
school students in these three parts by serological methods was carried out in the same year but the 
results were doubtful (many false positives) due to technical problems with the ICT cards used at this 
time.  

The plan of action for lymphatic filariasis in Saudi Arabia (during 2010) focuses mainly on the 
reassessment of lymphatic filariasis in suspected endemic areas by serological (ICT) surveys. If 
eligible for MDA, IUs will be chosen and microfilaraemia in sentinel sites assessed before the first 
round of MDA 

Discussion 

Participants noted that the last key informants' questionnaire was done in 2003; the RPRG felt 
strongly that it is necessary to update such information. Epidemiological surveys should be conducted 
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by sending questionnaires, supplemented with pictures of affected organs, to community leaders and 
health professionals/officials in suspected areas for evaluation of the current disease status. 

Participants noted that Saudi Arabia needs to conduct serosurveys in the suspected three parts. 
Serological testing of the secondary school students should be conducted in the early educational year 
(October 2010). This serological testing could be assisted by technical support from WHO.  

3.4 Sudan 
Dr Rahma El Tigani, Federal Ministry of Health 

By the end of 2009, the Sudan lymphatic filariasis elimination programme completed 
epidemiological mapping of the disease in 77 northern localities by using the lot quality assurance 
sampling method. All are at least partially endemic, and the estimated population at risk is more than 
19 million people. Mapping activities did not include 3 inaccessible localities (Abyei, Al Kurmuk and 
Hamshkoraib) as well as the 3 states of conflict (Northern, Western and Southern Darfur States). 
Thus, of the 15 states in northern Sudan, 12 states were mapped and all are at least partially lymphatic 
filariasis endemic.  

In preparation for MDA activities and to collect baseline data, the programme carried out night 
blood surveys in two villages (sentinel sites) in each of Abu Gebeha (South Kordofan State) and 
Elrosaris (Blue Nile State). The microfilaraemia prevalence rates in the two villages of Elrosaris 
locality were 3.2% and 8.0%, and 0% and 5.2% in two villages of Abu Gebeha locality. A total of 90 
health workers from the three eligible localities (Abu Gebeha, Elrosairis and Abu Hamad) were 
included three training sessions on MDA activities during 2009. 

The malaria control programme is responsible for vector control measures, including long-
lasting impregnated nets (LLINs), indoor residual spraying and Anopheles larval control. During 
2008–2010, more than 6.4 million LLINs were distributed in the 15 northern states through the 
Global Fund, and in North Darfur State by UNICEF.  

The Financial Investment Bank supported the programme by donating 30 bicycles to Abu 
Gebeha locality. Negotiation is in progress with the Sudan Red Crescent to get other support. 

The main constraints facing the programme include limited financial resources, lack of means 
of transportation necessary for facilitating MDA activities as well as programme monitoring and 
evaluation, and weakness of political commitment at the state level. 

Discussion 

Participants agreed that Sudan still has the largest disease burden in the Region, the lymphatic 
filariasis elimination programme should receive all possible material, logistic and financial support. 

The participants noted that the programme overestimated the at risk population (>19 million 
people). In the early stage of the programme, mapping was done using questionnaire surveys of key 
informants followed by lot quality assurance surveys using ICT cards. In a later stage, mapping 
depended on the rapid geographical assessment of bancroftian filariasis, developed for lymphatic 
filariasis-endemic countries in Africa. Therefore, lymphatic filariasis mapping data should be 
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carefully reviewed. Detailed geographical maps showing MDA eligible localities and the examined 
villages need to be generated and examined.  

Integration of the lymphatic filariasis elimination programme in Sudan with other co-endemic 
diseases and/or health programmes (malaria, onchocerciasis, schistosomiasis and trachoma) should be 
strengthened. Such an approach would render elimination activities more cost effective.  

The participants urged the programme to get more accurate numbers of the residents in the 
endemic areas. They should consider recent data based on the in census 2008 instead of 
1993.Participants also urged the programme to finish the night blood smear data from the third 
sentinel site that has not been finished yet (Abu Hamad). 

The participants recognized that available lymphatic filariasis mapping data indicate that the 
Blue Nile State is a heavily lymphatic filariasis endemic area in Sudan. If a pilot MDA should be 
implemented, selection of three localities in Blue Nile state should be selected. 

It was agreed that WHO would arrange for a technical support mission to visit the SLFEP in 
June. The mission participants would include representatives from headquarters, the Regional Office, 
regional lymphatic filariasis experts and MDP. The main objectives of the mission are to review 
mapping data, revise plan of action for 2010 and help the programme to promote integration with 
other health systems.  

3.5 Southern Sudan 
Dr Mounir Lado, Director of Endemic Tropical Diseases, Ministry of Health 

South Sudan is thought to have one of the highest burdens of neglected tropical diseases in the 
world. The Ministry of Health in south Sudan is moving toward the integrated control of neglected 
tropical diseases using preventive chemotherapy (PCT) and complementary approaches, as 
recommended by the WHO. The Ministry is targeting five endemic diseases: lymphatic filariasis, 
onchocerciasis, schistosomiasis, soil-transmitted helminthiasis and trachoma during 2008–2011. 
South Sudan has existing vertical programmes for the control of onchocerciasis and trachoma and for 
the eradication of guinea-worm. Thus, target diseases can be safely eliminated or controlled through 
distribution of community networks. That is to say, in co-endemic areas, distribution of ivermectin for 
control of onchocerciasis can be combined with albendazole for elimination of lymphatic filariasis 
and/or control of soil-transmitted.  

Previous epidemiological surveys indicated that lymphatic filariasis is hyper–endemic in four 
States (Upper Nile, Western Equatoria, Central Equatoria and parts of East Equatoria). In addition, 
questionnaire surveys showed that subjects with clinical manifestations occur in Jonglei, Lakes and 
Warrab States. However, no information is as yet available from the remaining two states (Western 
Bahr el Ghazal and Unity). 

1n 2009, an integrated survey of neglected tropical diseases was conducted in the State of 
Northern Bahr El Ghazal. Over 5000 residents in 43 villages were tested for lymphatic filariasis using 
the ICT card test. The overall lymphatic filariasis prevalence rate was below 1%, the threshold for 
MDA intervention. 



WHO-EM/CTD/060/E 
Page 10 

 

The Ministry of Health plans to complete lymphatic filariasis mapping in Unity, Upper Nile and 
East Equatoria States in 2010. Endemic areas eligible for MDA will be included in the treatment 
programme. Based on availability of funds, lymphatic filariasis mapping in other two states (Lakes 
and Western Bahr Elghazal) will be attempted in 2010.  

Challenges facing the Ministry include clear identification and mapping of areas co-endemic 
with loiasis, and insufficient funds available to complete mapping of neglected tropical diseases 
throughout south Sudan.  

3.5 Results of mapping in southern Sudan  
Dr Jan Kolaczinski, Malaria Consortium Africa 

The Malaria Consortium (MC) provides quality and independent technical assistance to 
countries and partners. In southern Sudan, MC provides technical assistance and capacity 
development at central and state levels (malaria, neglected tropical diseases, child survival and health 
system strengthening). MC assisted the Government of southern Sudan to address control of 
lymphatic filariasis, onchocerciasis, schistosomiasis, and trachoma, with focus on PCT co-
administration. They developed a strategic plan for control of neglected tropical diseases taking into 
account limitation of resources in southern Sudan (few existing disease control programmes and little 
infrastructure such as schools or health facilities to use for PCT delivery).  

In 2009, Bahr Elgahazal State was mapped for lymphatic filariasis, schistosomiasis and soil-
transmitted helminthiasis based on an integrated protocol. To minimize costs and time, an integrated 
survey protocol was developed, based on which a total of 4450 stool and 4597 urine samples from 73 
villages were examined for schistosomiasis and soil-transmitted, and 5254 blood samples from a 
subset of 43 villages were tested for lymphatic filariasis by the ICT card test. Infection with 
lymphatic filariasis and loiasis was extremely rare (<1%). In 2010, MC will follow the same protocol 
for mapping lymphatic filariasis, schistosomiasis and soil-transmitted in Unity, Upper Nile and 
Eastern Equatoria States. It is hoped that mapping of neglected tropical diseases will be completed 
southern Sudan by 2011.  

Other MC activities include the development of a protocol for national trachoma survey. Thus, 
the national distribution of trachoma would be better understood. Currently, mapping of trachoma is 
ongoing in Unity State, and Mayom County will be subjected for trachoma treatment in 2010. 

Discussion 

The RPRG noted with interest the finding that some of the surveyed areas were lymphatic 
filariasis-free. In this regard, participants encouraged the Ministry of Health in south Sudan to 
continue mapping of neglected tropical diseases using the integrated approach.  

Participants noted that due to the lack of infrastructure, health facilities, and trained qualified 
personnel southern Sudan, more than 60% of the health services are provided by different 
nongovernmental organizations. Since each organization would have limited resources and focused 
objectives, the Ministry of Health should play a leading coordination role among nongovernmental 
organizations with different funding schedules and targeted geographical areas. 
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The RPRG recommended that the Ministry promote use of RAPLOA to predict the prevalence 
and intensity of L. loa infection at the community level and the risk of severe adverse reactions after 
ivermectin treatment. The RPRG recognized the need of northern Sudan for a joint mission with 
WHO headquarters, the Regional Office and lymphatic filariasis experts for technical support (review 
data and revise the plan of action) during June 2010. The RPRG welcomed the suggestion to hold the 
next RPRG meeting in Khartoum during February–March 2011. 

4. RECOMMENDATIONS 

To individual countries 

Egypt 

1. Complete mapping of villages with undetermined lymphatic filariasis status. 
2. Evaluate the lymphatic filariasis status of villages completing 5 or more MDA rounds.  
3. Conduct MDA in (September) 2010 based on the evaluation mentioned above. Process drug 

application and carry out MDA in (March) 2011 based on the outcome of the two previous 
tasks. 

4. Reactivate the Lymphatic Filarisis Steering Committee to oversee activities of the national 
programme towards successful disease elimination. 

5. Develop a plan of action on case management for morbidity to support persons with lymphatic 
filariasis disability (lymphoedema, hydrocele and elephantiasis). 

Saudi Arabia 

6. Review and update data on recorded cases of elephantiasis (2003–2009). 
7. Design limited field activities to verify the lymphatic filariasis situation in suspected areas 

adjacent to Yemen, by the beginning of the new school year (October 2010). Training on the 
principles and use of ICT card test should be a component of the technical support. 

Southern Sudan 

8. Finish mapping lymphatic filariasis in the three selected states (Unity, Upper Nile and Eastern 
Equatoria States) by July 2010.  

9. Map two more states, with (APOC) funding. 
10. Conduct MDA (June–December 2010) in endemic areas based on the outcome of the mapping 

process in the five states mentioned above. 
11. Carry out mapping of lymphatic filariasis in the remaining undefined states in coordination with 

the Malaria Consortium by early 2011. 

Sudan 

12. Coordinate with the WHO country office to upload the workplan in the GSM system. 
13. Complete the lymphatic filariasis epidemiological mapping for better analysis of the situation. 
14. Carry out the pilot MDA in three selected localities (Abu Gebeha, Elrosierse and Abu Hamed) 

during October–December 2010. In carrying out such an activity, the lymphatic filariasis 
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programme should seek and promote integration with other neglected tropical disease 
programmes. 

15. Start a registration of lymphoedema cases in addition to other lymphatic filariasis elimination 
activities and in integration with other neglected tropical disease programmes. 

16. Improve capacity in the field of lymphatic filariasis and involve academic universities in 
training activities in parasitological methods among others. 

Yemen 

17. Plan activities to monitor the progress of the programme in Socotra Island and to apply MDA 
during (October) 2010. 

18. Investigate the existence of lymphoedema cases in mainland, Yemen. 

To all concerned countries  

19. Provide the Regional Office with the revised reports of the national elimination programmes for 
the year 2009 as modified according to the feedbacks and remarks raised during the meeting by 
end of March, 2010. 

20. Submit the drug application plans for 2010 to the Regional Office through the respective WHO 
country offices. 

23. Mobilize funds at the national level and join raising funds at the international level. 
24. Apply to TDR small grants and to other funding agencies in research for the elimination of 

lymphatic filariasis. 

To the Regional Office 

25. Review the terms of reference of the RPRG committee in coordination with WHO headquarters. 
26. Follow up progress on a quarterly basis with countries.  
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