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SUMMARY 

Twenty-two Pacific island countries joined forces in what is officially called the 
"Pacific Programme to Eliminate Lymphatic Filariasis" (PacELF). PacELF was formed 
in 1999 in accordance with the resolution passed during the meeting in Palau of Ministers 
of Health from the Pacific. In that resolution the Ministers made their commitment to 
work toward elimination oflymphatic filariasis from the region by 2010, ten year earlier 
than the global target. 

What follows is a summary of the proceedings from the Workshop on Filariasis 
Elimination, Control of Soil-Transmitted Helminths and Health Promoting Schools in the 
Pacific (24 to 29 September 2001 ). This workshop was convened to review the progress 
made since the previous meeting which was held in Brisbane Australia in October 2000. 
Programme managers or officers responsible for the national filariasis elimination 
programmes presented the current filariasis situation and current activities of the 
programme. 

By the end of2001, one country, Samoa, will have completed three rounds of mass 
drug administrations (MDA), five more will have completed two rounds, and three one 
round of MDA. Two more countries reported that they will start with their first round in 
2002 and two more plan to start in 2003. Papua New Guinea, the largest of the endemic 
Pacific island countries, is one of those countries starting their first round ofMDA in 
2003 because of the large size of the population to be covered (estimated to be more than 
1.7 million as compared to less than 30 000 in other countries such as Samoa). 

Coverage for MDA campaigns carried out during 2000 was greater than 80% for all 
except one country that reported only 17% coverage. For countries that reported 
coverage for campaigns in 2001, the Cook Islands had 91% coverage, French Polynesia 
95%, Niue 95%, Tonga 95% and Tuvalu 94%. 

Other countries reported results of their baseline surveys. Results from Fiji, 
Kiribati and Papua New Guinea showed high rates of transmission, meaning that MDAs 
will be needed in all three countries. In the Marshal Islands and Chuuk, prevalence rates 
were below 1% so according to the criteria MD As are not needed but continued 
surveillance will be carried out. Guam, Northern Mariana Islands and the Solomon 
Islands all reported no positives so all three are presumed to be non-endemic. Of the two 
remaining countries that reported during the meeting, Wallis and Futuna had yet to carry 
out their baseline surveys and New Caledonia, despite having a prevalence rate of 3. 7% 
during previous surveys, will wait for the results of surveys planned during 2002 to 
decide on a plan of action. 



Participants also reviewed other activities of the PacELF network during the past 
year which included: establishing an office in Mataika House in Suva and holding 
workshops on clinical management and geographical information systems. PacELF is 
also developing an epidemiological system and has developed advocacy materials. 

Discussions also took place on the role of vector control as part of filariasis 
elimination activities in the Pacific. All participants agreed that there was a need to 
integrate vector control into filariasis control activities but that realistically this would 
have to be done in collaboration with other vectorborne disease control programmes such 
as dengue control. 

The group identified specific area in need of improvement or action and formulated 
a series of 14 recommendations focusing on the need for maintaining high levels of 
coverage with MD As, the importance of social mobilization, exclusion criteria for 
MD As, the incorporation of entomology into filariasis control programmes, and 
integration with other programmes such as helminth control and environmental health. 



1. INTRODUCTION 

The 1995 World Health Report identified lymphatic filariasis as the second leading 
cause of permanent and long-term disability worldwide. In the Western Pacific Region 
the disease has historically had the greatest impact among the small island countries of 
the Pacific. In the past it was not uncommon to find islands where more than 40% ofthe 
population was infected with the parasite Wuchereria bancrofti. Attempts have been 
made in the past to control the disease with some success but results have always been 
short lived. 

Recent advances in treatment using a combination of albendazole with either 
diethylcarbamazine or ivermectin together with the development of a rapid diagnostic 
test have for the first time made total eradication of the disease an attainable goal. 

Recognizing this, the World Health Assembly in May 1997 passed a resolution 
supporting a programme aimed at the global elimination oflymphatic filariasis by 2020. 
In March 1999, during a meeting in Palau ofthe Ministers ofHealth from the Pacific 
islands countries, a resolution was unanimously adopted calling for the elimination of 
lymphatic filariasis from the Pacific by 2010, ten years earlier than the worldwide target. 

In June 1999, WHO together with the Secretariat of the Pacific Community (SPC) 
organized a meeting of public health practitioners and others from the Pacific islands 
countries interested in filariasis for the purpose of setting a Pacific-wide agenda for 
filariasis elimination. Based on the recommendations from the meeting, the Pacific 
Initiative for the Elimination of Lymphatic Filariasis (PacELF) was established. 

Since June 1999, most of the PacELF countries have prepared plans of action and 
applied for their free stocks of albendazole. Two countries (Samoa and American 
Samoa) have completed their first rounds of mass drug administration (MDA), and at 
least one more country will have completed their first round by the end of 2000. The 
other countries are planning to begin in early 2001. 

PacELF will serve as a channel for communication and will also organize training 
courses, coordinate the acquisition and distribution of drugs and other supplies and 
establish a central epidemiological database for the Western Pacific Region. 

Twenty-two countries are included in PacELF. A coordinating body was set up 
consisting of one representative each from the Melanesian, Polynesian and Micronesian 
countries together with representatives of WHO and SPC to oversee the partnership's 
activities. The Government of Fiji has provided office space for PacELF in Suva. 

After the second workshop for PacELF programme managers (held in Brisbane, 
Australia in October 2000) 12 PacELF countries prepared plans of action and applied for 
their free stocks of albendazole. Of those, Samoa successfully completed its first round 
ofMDA in 1999, and five countries (American Samoa, Cook Islands, French Polynesia, 
Niue and Vanuatu) completed their first rounds during 2000. Kiribati, Tonga and Tuvalu 
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started their MD As in 2001. Of the remaining endemic countries: Fiji, New Caledonia, 
Papua New Guinea, and Wallis and Futuna are still in the process of mapping the 
distribution of the disease and preparing their national plans. The other countries are 
presumed to be filariasis free and will carry out surveys to certify that status over the 
next three years. 

In addition, the PacELF Coordinating Body changed its name to Super 
Coordinating Body (Super CB) and then again to PacELF Coordinating and Review 
Group (PacCARE) to reflect the expansion of its responsibilities to include programme 
reviews due to the scheduled discontinuation of the Global Programme Review Group in 
February 2002. 

This report is about the third PacELF workshop that was held from 
24 to 29 September 2001 in Nadi, Fiji. This was a combined workshop on filariasis 
elimination, control of soil-transmitted helminths and health-promoting schools in the 
Pacific. Its purpose was to provide a forum for countries to review progress, discuss 
lessons learned, and plan for the next steps in the evolution ofPacELF; review the results 
of the recently completed survey on soil-transmitted helminths, nutritional status of 
school children, personal hygiene, sanitation, clean water supplies and the status of 
health-promoting schools; train participants on the use of geographic information system 
(GIS) software; and formulate recommendations for a regional plan for an expanded 
Healthy Islands initiative. 

1.1 Development of the workshop programme 

A provisional workshop programme was developed by the WHO Western Pacific 
Regional Office in conjunction with PacELF. The sessions on days 1-3 were focussed 
on lymphatic filariasis, day 4 was on computer training and 5 and 6 were focussed on 
helminths control and health-promoting schools. The workshop programme is in 
Annex 1. 

1.2 Objectives 

By the end of the workshop, participants will have: 

• reviewed country experiences and plans in relation to MDA; 

• finalized the guidelines for MDA and agreed on the criteria for disease 
elimination; 

• reviewed and updated the PacELF Plan of Action; 

• reviewed the results of the recently completed survey on soil-transmitted 
helminths, nutritional status of school children, personal hygiene, sanitation, 
clean water supplies and the status of health-promoting schools; 
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• formulated recommendations for a regional plan for an expanded Healthy 
Islands initiative integrating filariasis elimination with health-promoting 
schools programmes including helminth control; and 

• been trained in the use of the geographic information system (GIS) software. 

1.3 Participants 

WHO requested the Pacific island countries to identify and nominate participants 
for the workshop. WHO also suggested that participants should preferably be national 
filariasis elimination and control programme managers. 

Attending were 28 participants from 1 7 countries in the Pacific, four consultants, 
six temporary advisers, 10 observers and nine secretariat members. Two participants 
from American Samoa, and one from each of the Federated States of Micronesia, Nauru, 
Palau, and Tuvalu were also not able to attend. 

The attending participants comprised of 18 men (64%) and 10 women (36%), 
consisting ofPacELF programme managers (health inspectors, doctors, nurses, 
programme coordinators, laboratory technicians, pharmacist and biologist and directors), 
administrators, health educators, school inspectors and a health ministerial director. 
A list of all workshop attendees is in Annex 2. 

1.4 Opening 

The workshop was held at the Fiji Mocambo Hotel in Nadi, Fiji. The WHO 
Regional Adviser for Vector borne Diseases, Dr Kevin Palmer, welcomed all attendees. 
Dr Shichuo Li, WHO Representative in the South Pacific, read the opening remarks of 
the WHO Western Pacific Regional Director, Dr Shigeru Omi. Dr Omi emphasized the 
need to work together to achieve the goal to eliminate filariasis from the Pacific region 
by 2010. He stressed the fact that what have been achieved in the Pacific region is now 
a model for the rest ofthe world to follow. 

The Fiji Permanent Secretary of Health, Mr Luke Rokovada, gave the keynote 
address. In his speech, Mr Rokovada commented on the usefulness of providing such a 
forum as the workshop for countries and territories to take stock of local situations, 
reflect on what has been done, what has not been done and what needs to be done to 
address these issues. He applauded WHO's plans to integrate soil-transmitted helminths 
control activities into the health-promoting schools network and underlined Fiji's 
commitment to the regional initiative to eliminate lymphatic filariasis by 2010. As did 
Dr Omi, Mr Rokovada reminded the participants that only through working together 
could countries stand ready to face the challenges. The full texts of Dr Omi and 
Mr Rokovada's addresses are in Annexes 3 and 4, respectively. 
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Following Mr Rokovada's speech, all workshop attendees introduced themselves 
and Dr Malakai 'Ake of Tonga was unanimously elected as Chairman for the workshop 
with Dr Bruno Hubert as the Vice Chairman and Dr Ilisapeci Kubuabola as the 
Rapporteur. 

2. PROCEEDINGS 

2.1 Facilitators 

Dr Kevin Palmer was the overall responsible officer for the workshop, with 
Dr Kazuyo Ichimori in charge of the PacELF focused sessions, Dr Yu Sen-Hai of the 
helminth control focused sessions and Dr Gauden Galea of the health-promoting schools 
focused sessions. 

2.2 Setting the scene 

2.2.1 PacELF 

• The goal is to eliminate lymphatic filariasis from the Pacific by 2010, ten years 
earlier than the worldwide target. 

• The PacElfnetwork comprises 22 countnc::s with a total population of7 million 
people. 

• PacELF serves as a channel of communication, an organizer of training 
courses, a coordinator for the acquisition and distribution of drugs and other 
supplies and as a central epidemiological database for the region. 

• PacELF provides information on alternative approaches for addressing the 
elimination of lymphatic filariasis, include blood surveys by rapid diagnosis 
antigen test (ICT test card), MDA with a combination drug regimen of 
albendazole and DEC, vector control, morbidity control, and awareness 
campaigns. 

• For the elimination campaign, the most urgent financial challenge is to identify 
private, national or international (bilateral or multilateral) funding mechanisms 
to support relatively low-cost country programmes. 

• Technically, the greatest initial challenge is to implement the programme 
activities themselves. 

• Repeated, regular and rigorous impact assessment is necessary and critical to 
celebrate programme successes and to identify arising problems and technical 
solutions. 
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2.2.2 Helminth control 

• Helminths are responsible for an important yet solvable public health problem 
caused by the nutritional and developmental impact of helminths infection 
through the decline of food intake, increase in nutrient wastage through blood 
loss, vomiting or diarrhoea, malnutrition, anaemia and growth stunt. 

• Ectopic Ascariasis and complications due to ascaris infection cause an 
enormous burden of disease worldwide. In China alone, the average prevalence 
of geohelminth was 59% (700 million infected) with 190 million children under 
14 infected by roundworm. 

• The socio-economic impact of helminths infection includes a decrease in work 
capacity and productivity, an increase of maternal and foetal morbidity and 
mortality, and reduced cognitive development, school performance and 
attendance. 

2.2.3 Health-promoting schools 

• As per the Rarotonga Agreement (1997) "The Healthy Islands concept involves 
continuously identifying and resolving priority issues related to health, 
development and well-being by advocating, facilitating and enabling these 
issues to be addressed in partnerships among communities, organizations and 
agencies at local, national and regional levels." 

• A health-promoting school is a school that constantly strengthens its capacity as 
a healthy setting for living, learning and working. 

• Key elements of the Healthy Islands concept are: healthy island activities 
(healthy public policy, environment, community action) and healthy setting 
within settings (schools, workplaces, health centres and communities). 

• Health-promoting schools focus on creating health through caring for oneself 
and others, making healthy decisions and taking control of life's circumstances 
and creating conditions that are conducive to health. 

• Health-promoting schools also prevent disease. 

• The following was posed for consideration by the workshop participants: how 
best to develop optimal linkages between a cluster of related themes using 
health promoting schools as the channeL 
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2.3 Country reports 

2.3.1 Summary of country reports 

Country delegates presented an overview of the lymphatic filariasis elimination 
status in each participating country. The purpose ofthe country report presentation was 
to provide updates on their programme activities and to present their plans for future 
activities. 

Cook Islands 

The national filariasis program was launched in 1999 in order to eliminate filariasis 
in the Cook Islands by 2005. Blood surveys were conducted during the 2000 and 2001 
annual MD As. Random sampling surveillances are scheduled to be carried out among 
the population of Rarotonga and certain outer islands from May to August 2002, 2003 
and 2004. Vector control is based on the public awareness campaign through a Filariasis 
Awareness week, with activities organized by the Public Health Department, mass
cleaning campaigns carried out twice a year (including a mosquito surveillance, 
monitoring, identification and destruction activity which is conducted three times a year). 
Excluded from MD As will be infants under four years (may be revised to two years old), 
pregnant women, very sick people and those over the age of 80 years old. Also a 
deworming programme has been established in all the school where children are given 
Mebendazole tablets twice a year. 

Fiji 

The goal of the national filariasis programme is elimination of the disease by 2010. 
Pre MDA surveys with ICT card test are in progress. The overall prevalence in six 
assessed areas (out of 15 areas planned for this survey) is 13% (range from 0.3% to 
42%). Initially scheduled for 2001, the MDA was delayed until October 2002 because 
of the mass measles immunization programme in 2001. 

French Polynesia 

Filariasis control activities in French Polynesia started in 1950. Distribution of 
DEC or DEC with ivermectin took place between 1977 and 1992. A survey carried out 
in 1998 to detect filariasis antibodies in 604 children under five years old, showed that 
6.5% had such antibodies with disparities among the archipelagos (with a high rate of 
18% in the Leeward islands). The first new MDA, using DEC and albendazole, was 
launched in 2000 immediately after French Polynesia adopted the PacELF strategy. 
The coverage of two MDAs in 2000 and 2001 were 92% and 95% respectively. 

The distribution strategy is in the forms of a Filariasis Week (distribution is jointly 
carried out by public health and education services in all schools and distribution points 
are open in all the islands and a Filariasis Day (distribution is carried out in the streets on 
the Friday of the Filariasis Week for all adults). Since a significant part of the population 
cannot receive their tablets on Filariasis Day, distribution is carried out in the public 
health offices and private chemists during the whole following week. Also distribution 
is maintained on an on-going basis throughout the year. Treatments are done with DEC 
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tablets (100 mg, 400 mg and 600 mg) in different colours and are packed in plastic bags 
for the major centres. A heavy flow of information through an advertising campaign via 
the media before, during and after Filariasis Week is carried out in both French and 
Tahitian. 

Guam 

A recent survey with ICT tests from May to September 2001 detected no positive 
cases out of980 patients surveyed in Guam. Vector control is not systematic. No MDA 
is scheduled because of the low prevalence of infection. The PacELF programme is 
essentially based on periodic surveillance of the human and vector population. 

Kiribati 

The programme in Kiribati commenced towards the end of 1999. 2005 is the 
target for filariasis elimination. Three thousand people were examined in a survey of 
12 islands in the Gilbert Group and 48 people were found to be positive. One island was 
also surveyed in the Line Islands (Christmas Island) and 400 people were examined with 
27 people found to be positive. The first round ofMDA commenced in early September 
2001 on South Tarawa and some outer island, including Line Islands, and in October 
2001 in Nikunau. Vector control programs are carried out through public awareness 
campaigns and sanitary inspections by health inspectors and Village Welfare Groups. 
Also the media (radio) was used for cleaning and source reduction campaign from June 
to August 2001 and various workshops were carried out during April to August 2001 for 
MD A. 

The remote locations ofBanaba and Teraina islands, lack of manpower for MDA 
in the congested island of Tarawa, and the absence of visual aids as a tool to reinforce 
the facts were highlighted as some of the constraints to the programme. The second 
MDA is scheduled for June to August 2002. 

Northern Mariana Islands 

The government and health department have endorsed the PacELF programme. 
Baseline surveys in 2001 using the ICT technique covering 1700 inhabitants is in 
progress. So far no positives have been detected among the 1037 persons tested. 

Marshall Islands 

Baseline survey with ICT technique performed from July to September 2001 
detected only two positive cases out of 2004 inhabitants tested in four areas (Majuro, 
Kwajalein, Enewetak and Mili), thus infection prevalence is less than 1%. The next step 
according to the PacELF approach is to carry out further investigation to thoroughly 
examine the islands where there were positive cases, to train health care workers and 
inhabitants of those areas to recognize this disease and to implement a vector control 
programme. 
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Federated States of Micronesia, Chuuk State 

The filariasis elimination programme began in November 1999. Baseline surveys 
were carried out from November 1999 to April 2000 and only four persons were ICT 
positive out of 2186 examined. All these positive cases were found in the Mortlocks, 
some of the outer islands ofChuuk. Vector control is based on the public awareness 
campaign (clean up day once a week) with strong involvement of political leaders. 

New Caledonia 

The most recent data came from a study performed in 1996 on 382 adult 
outpatients of the two dispensaries of Ouvea area. Microfilaremia (mf) were detected in 
14 patients and the infection prevalence was 3.7%. Among mfnegative patients, two 
had symptoms consistent with filarial infection. Since 1996, no other survey has been 
performed. A new survey will be carried out in 2002 using the ICT technique on a 
sample of 500 outpatients from the two dispensaries in Ouvea. ICT positive people will 
be treated with DEC plus albendazoles. So far there is no national filariasis programme. 

Niue 

The national filariasis programme is committed to eliminate the disease on Niue by 
2005. Approaches chosen are to assess the prevalence of filariasis infection and to 
eliminate the risk of filariasis infection from the population through mass treatment and 
vector control. Various activities have been carried out (blood surveys in September 
1999 and 2001 and MDAs in February 2000 and 2001). The next MDA and blood 
survey activities are scheduled for February 2002 and September 2003 respectively. 

Destruction of mosquito breeding sites is carried out in a combined activity with 
the dengue control programme and health awareness is carried out through the media, 
posters and leaflets in both English and Niuean which are distributed to every household 
two weeks before the blood survey. 

Papua New Guinea 

The national filariasis programme is not fully initiated yet because of limited 
resources and other public health priorities, although MDA with various strategies 
(DECalone, DEC+ ALB) were implemented in some areas (Tedi Mines and Porgera Joint 
Venture-Western province/Misima Mines-Milne Bay province!Lihir Mines-New Ireland 
province) with the collaboration of different organizations [the Australian Agency for 
International Development (AusAID), the Canada Fund, James Cook University (JCU), 
the Japan International Cooperation Agency (JICA), PacELF, University of Papua New 
Guinea (UPNG) and WHO]. The review and collection of data on the distribution of the 
endemic is underway and the mapping is in progress and will be achieved in 2002. So 
far 31 districts (1.8 million people) are endemic, eight districts (500 000 people) are 
non-endemic and 40 districts (3 million people) are indeterminate. The MDA will be 
implemented in 2003 in the Western, Gulf and New Ireland provinces. 
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Samoa 

The main filariasis activities in Samoa are: (1) MDA to kill the filarial parasites; 
and (2) blood surveys to follow up on positive cases, detect and assess the impact of 
MD As and to determine prevalence infectivity rates. · 

The third MDA will be conducted in October 2001. Samoa was the first country to 
implement the new MDA campaign using DEC and albendazole in 1999, after a long 
series of control activities with a unique operational strategy involving community-based 
approaches. The treatment coverage ofthe last two MDAs was 90% in 1999 and 96% in 
2000. 

There were filariasis and mosquito awareness programmes on radio and TV, 
especially before MD As. Integration and partnership activities with environmental 
sections to strengthen mosquito source reduction activities on routine village sanitary 
inspections worked well. 

Solomon Islands 

The national filariasis programme is based on cost effective investigation strategies 
carried out in three phases: (1) collecting data reporting elephantiasis and hydrocele by 
public health workers; (2) performing sample blood surveys in areas where elephantiasis 
and/or hydrocele were reported; and (3) performing blood surveys in remote areas of 
Western and Temotu provinces where vector control was inadequate in the past. For 
phase 1, there were 144 reported clinical cases. Phase 2 was performed in six provinces 
covering 3035 persons. No ICT positive case was detected. Phase 3 was conducted in 
20 villages of the Western and the Temotu provinces and all of the 1000 tested persons 
were ICT negative. It seems that the Solomon Island is filariasis free, but additional 
surveys are required to confirm this result. 

Tonga 

The national lymphatic filariasis elimination programme, which started in 1999, is 
committed to achieve the goal of elimination by 2010. Several political, religious and 
social leaders are involved in the programme, which integrates different activities: 
filariasis prevalence survey (with ICT card test), intestinal helminths prevalence survey, 
health education, training workshop and MD A. 

The pre MDA survey, conducted in early 2000 with ICT card tests involving 
4000 persons, showed an overall infection prevalence of 2. 7%. Except for the high 
prevalence in the Niua area (37.7%), the other areas had a prevalence of infection 
between 0% to 1.3%. 

The first MDA was carried out in March 2001 using DEC and ALB packed in 
plastic bags. The royal family was actively involved by taking the first tablets at the 
starting of the MDA. The estimated coverage was 95%, though exclusion criteria are 
different from those recommended in the WHO guideline. In fact, about 18% of the 
population were excluded from MDA. No serious side effect was reported. 
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Tuvalu 

The national filariasis programme is coordinated by the primary and preventive 
health service and the goal of elimination is to be achieved in 2005. This programme is 
based on filariasis prevalence study, MDA, health education and clinical management of 
symptomatic patients. 

A pre MDA survey, with ICT card test, in a maritime school (where students came 
from different areas of the country) pointed out an infection prevalence of 22%. Plans 
have been made for blood surveys to be carried out in November 2002, 2004 and 2005. 
The MDA with DEC+ ALB was a one-day event, conducted on 3 September 2001 in all 
islands of Tuvalu. Exclusion criteria were slightly~ifferent from those ofthe WHO 
guideline. About 94% of the eligible population were treated. No serious side effects 
were reported. 

Vanuatu 

The national filariasis programme aims to eliminate the disease by 2004 by MDA 
and vector control (impregnated bed nets). Pre MDA surveys were conducted in all six 
areas in 1997 to 1998. The prevalence of infection varied from ca. 0% to 15%, using 
ICT tests. To enhance the coverage of the programme, different mass media were used 
(TV, radio, newspapers, meetings, etc). 

The first MDA, with DEC+ ALB, was implemented in June and July 2000 using 
the Directly Observed Therapy (DOT) technique. Coverage of 83% was achieved 
though this was highly variable according to area and ranged from 12% to 148%. 
Moreover, the denominator used in the calculation of coverage rate was not the eligible 
population, but the census population. If recommended exclusion criteria were used to 
define eligible population, the MDA coverage for 2000 would be 88.7%. The 2001 
MDA coverage is not established yet but should be lower than in 2000 because of a 
possible increase of refusal. 

Wallis and Futuna 

The criterion of elimination for the national filariasis programme is the absence of 
ICT positive in children aged 6 to 12 years old during at least two consecutive surveys. 
MDA, using only DEC, has been performed since 1987. A baseline survey carried out 
from November 2000 to February 2001 was performed with ICT technique (792 persons 
tested) and serology in children aged three to six (197 children). ICT positive prevalence 
was 1% in Wallis and 0% in Futuna, with an overall prevalence of0.76%. Serology 
positive prevalence was 6.5%; all serology positive children are ICT negative. MDA 
should be switched to DEC+ ALB in 2002 for three years. An evaluation study will be 
conducted at the end of the programme. 
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2.3.2 Overall PacELF progress 

• 

• 

• 

• 

The offices for the PacELF Headquarters and Team have been in Mataika 
House in Suva, Fiji since 2000. 

CB/PacELF, PacCARE Meeting were held in December 1999, June 2000 
(Super CB), January 2001 and September 2001 (PacCARE). 

The PacELF Annual Meetings were held in June 1999 (14 countries), 
October 2000 (16 countries) and September 2001 (17 countries). 

PacELF organized two workshops: clinical management (October 2000) and 
GIS (September 2001). 

• Epidemiological Information Systems has been established for the exchange of 
epidemiological information between the PacELF office and the member 
countries. 

• Sub-regional Stock and Supply System has been established whereby stocks of 
ICT test kits, DEC tablets (JICA), and albendazole (GSK) are distributed to 
countries as needed - see Figure 1 and Table 1. 

• PacELF has collaborated with the Centers for Disease Control and Prevention 
(CDC) in Atlanta, Georgia, United States of America for American Samoa and 
the Federated States of Micronesia; the Voluntary Service Overseas (VSO) in 
Vanuatu, Kiribati and Tuvalu; and the Japan Overseas Cooperation Volunteer 
(JOCV) in Fiji, Vanuatu, Samoa and Tonga. 

• PacELF has formed partnerships with the Japan Ministry of Foreign Affairs and 
the Ministry of Health and Welfare, GlaxoSrnithKline (GSK), Mataika House, 
Liverpool School, CDC, Binax, and the Institut Louis Malarde. 

• Task Force for Lymphatic Filariasis was established in the WHO Regional 
Office for the Western Pacific on January 2000. 

• PacELF advocacy programmes have included the PacELF Logo, leaflets and 
fact sheets. 

• PacELF has supported the launching ofMDAs in nine countries by 2001 
(see Table 2). 

• Endemicity. Seven countries are non-endemic, 13 are endemic, and endemicity 
in two has not yet been checked. 

• Baseline surveys have been completed in 18 countries with prevalence range of 
0% to 22% (see Figure 2). 
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2.4 Technical report 

2.4.1 Entomology for PacELF 

Anti-vector measures against the mosquitoes that transmit lymphatic filariasis in 
the Pacific have proven their efficacy in the past, particularly where the parasite is 
transmitted by Anopheles. On this basis, one might predict success in eliminating 
filariasis from Vanuatu before the other Pacific island countries as the same mosquito, 
An farauti, transmit both malaria and filariasis and an effective anti-mosquito measure 
for malaria control (insecticide impregnated bednets) is already in place. The efficacy of 
MDA is enhanced in anopheline transmission areas as anophelines do not exhibit 
limitation. The lack of proven interventions against the daytime outdoor biting Aedes 
that transmit filariasis in Fiji, New Caledonia, and Polynesia precluded the incorporation 
of a mosquito control strategy in the present PacELF programme. Aedes polynesiensis 
presents a particular challenge to control programmes based solely on MDA as its 
efficacy as a filariasis vector increases with diminishing mf densities. 

Like the earlier DEC based MDA programmes in Samoa and French Polynesia, the 
DEC/albendazole MDA is having a dramatic impact on filariasis prevalence as measured 
by the ICT test. The challenge in achieving filariasis elimination will be to convince 
individuals to continue their participation in the MDA programme, particularly the 
asymptomatic mfinfected individuals who are more likely to suffer adverse reactions 
following DEC/albendazole treatment. If compliance levels to this drug combination fall 
or if DEC with albendazole fails to kill adult W bancrofli and stop transmission, then the 
present strategy of reliance on MDA alone will need to be re-examined. In its place will 
need to be a multifaceted programme integrating effective vector control to limit 
transmission with measures against the filarial worm to eliminate human infections. 

2.4.2 Helminth survey 

In 2001, a WHO investigation team carried out rapid assessment surveys in June, 
July and August to assess intestinal helminths infections, nutrition status, environmental 
health and health-promoting school in eight Pacific countries. In school children aged 
five to 12 years old, ascaris infection ranged from 4% (French Polynesia) to 74% 
(Vanuatu), trichuris infection ranged from 4% (Fiji) to 96% (French Polynesia) and 
hookworm infection ranged from 10% (Tonga) to 78% (Samoa). These results clearly 
indicated those helminthiases are prevalent in Pacific countries, resulting from 
inadequate sanitation. Healthy environment is the key to helminthiasis control. 
Integration of those public health actions (PacELF, helminths control, healthy 
environment, health education) should be done by joint actions of different public health 
structures. 
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2.4.3 Healthy Island approach 

The Healthy Islands vision has evolved greatly since its initial description in 1995 
at a meeting in Yanuca Island, Fiji. Then, Healthy Islands were defined as places where 
children are nurtured in mind and body, where people work and age with dignity, where 
environments invite work and leisure, and where ecological balance is a source of pride. 
A sequence of ministerial meetings further elucidated this vision: 

• In Rarotonga, Cook Islands, in 1997, a framework for Healthy Islands was 
emerging where work at individual settings (schools, communities, workplaces) 
coalesced into a unified public health intervention. 

• In Koror, Palau, in 1999, individual thematic components of Healthy Islands 
were reviewed and the PacELF programme launched with the aim of 
eliminating lymphatic filariasis by 2010. 

• In Madang, Papua New Guinea, in 2001, an action plan was approved that 
recognized the main three components of Healthy Islands as being policy and 
environmental change, and community action in favour of health. 

All these elements come together in the developing integrated regional intervention 
on filariasis, environmental health, helminths, nutrition, and school health. This complex 
of inter-related public health challenges is illustrated in Table 4. The table is devised 
with reference to PacELF, a programme now strongly established within the Healthy 
Islands concept, but similar cross-tabulations are possible starting from any of the other 
themes. 

2.5 Closing 

Dr Kevin Palmer and Dr Kazuyo Ichimori, PacELF Team Leader, jointly handled 
the closing ceremony (including a farewell dinner the previous night during which the 
attendees were divided into five groups and performed dramas of what they had learned 
from the workshop). 

A collective remark from the participants was given by Mr Leo Makita of Papua 
New Guinea and an invitation from the Cook Islands Government to host the Fourth 
PacELF workshop in Rarotonga in September 2002 was conveyed by Mr Charles Ave. 
Text of the invitation is included in Annex 5. 

2.6 Evaluation 

To provide immediate feedback on the workshop, the attendees completed an 
evaluation questionnaire. The questionnaire covered both learning and administrative 
aspects. 
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The administration support services and the PacELF presentation were both rated 
93.8%, excellent and very interesting, but the computer sessions only got 12.5%, a poor 
rating due to the fact that the software did not work and the sessions were poorly 
organized. 

While the workshop was largely rated excellent and very interesting, some 
participants felt that insufficient time were available to the participants to adequately 
discuss all their programme activities. 

3. CONCLUSIONS AND RECOMMENDATIONS 

3.1 Conclusions 

3 .1.1 General summary 

• Progress of PacELF Activities: very good, highly motivated/committed, 
objectives and targets to be achieved by 2005-2010. 

• Microjilareamia generally low: (ICT) 1-5% in most communities (some nil, 
except Papua New Guinea). 

• Combination MDA (DEC+ ALBEN): being implemented. 

• Very little clinical disease. 

• Coverage with MDA: excellent (from 80% to 95%, some even 1 00%) 

3 .1.2 The following were some of the questions and issues raised that requires further 
clarification or research. 

• Size of DEC Tables: There was an expressed need for 100/200/300 mg tablets 
(Tahiti example). It was felt that use of the different sized tablets would 
increase compliance. 

• Antigenemia as measured by the JCT tests: What does it mean? How long after 
treatment does antigen disappear from the blood? Does a negnative ICT test 
indicate that the patient is cured? 

• Criteria for elimination: There are a number of criteria for elimination, what 
will be the global criteria? Is that criteria applicable to Pacific island countries? 
Should the criteria be below 1% or 0? 
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• Why does low-grade microfilareamia persist in communities after years of DEC 
treatment? Are there signs ofDEC resistance? If so, how do we assess them? 
Will the new MDA strategy where DEC is given in combination with 
albendazole revise the situation? Will antibiotics help in this situation? This 
should be considered an important issue. 

• Vector-control: What is the importance of vector-control in relation to 
persistent microfilareamia? Should vector control be an integral part of the 
PacELF programme? Why not? 

• In the context of GP ELF in PacELF: only the first objective is more relevant, 
i.e. interruption of transmission using MDA for a period of three to five years. 
Morbidity control is not a high priority because of the few chronic cases. Is 
there adequate justification to introduce vector control.? 

• Exclusion criteria: What should be the lower age limit for mass drug 
administration? Should it be children less than two years or children less than 
five years?. Children are important as they often have sub-clinical infections as 
measured by the ICT test.. The exclusion criteria must be standarized. 

• Albendazole dosage: for children must follow the WHO/GSM guidelines 
( 400 mg greater than two years and 200 mg for children less than two years 
old). 

• Integration: with helminth control programmes and healthy school promotion 
programmes is essential for sustainability. 

• Flexibility: is important in approaches to PacELF/GPELF programmes. 
Programmes must be adapted to country needs and other special circumstances. 

• Other issues: Use of DEC-Salt may be considered for use in some countries as 
a means to mop up residual infections? 

3.2 Recommendations 

Specific areas of need, evident through the workshop discussions, were translated 
into the following draft recommendations: 

(1) For countries without filariasis, surveillance in selected sites and selected 
populations (e.g. blood donors, military recruits) should be carried out to detect isolated 
foci of transmission and/or introduced cases. 

(2) In order to improve and/or maintain high levels of compliance with MDA, 
countries should conduct practical and appropriate social research to better understand 
social issues related to filariasis elimination activities. This social research should lead 
to the design of specific messages and campaigns to change the identified behaviours. 

(3) Social mobilization activities should be multifaceted, targeting different media 
(press, radio, television, etc) and components of the society (politicians, 
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nongovernmental organizations, religious groups, civil society, the private sector, etc) 
with good interlinking between the various activities. Timing and penetration of each 
activity should also be monitored and evaluated. 

(4) The PacELF data collection and reporting system should be adopted and 
implemented by all participating countries in order to ensure comparability and 
standardization throughout the region in order to meet both the needs of the participating 
countries and ofPacELF. Necessary training materials should be prepared and 
distributed as soon as possible. 

(5) The exclusion criteria ofMDA as specified in the WHO guidelines for GELF 
should be strictly adhered to and implemented to achieve maximum coverage including 
lactating mothers and healthy elderly people. The criteria are as follows: 

(a) Sick individuals (who are unable to take medication) 
(b) Children less than two years of age 
(c) Pregnant women 

(6) The recommendation made at the 2000 PacELF meeting for having available 
100 mg and 300 mg DEC tablets should be aggressively pursued. Countries should 
indicate the size of tablets they require when placing orders. 

(7) Countries should develop a Healthy Islands approach that integrates filariasis 
elimination, helminth control, environmental health, and nutrition especially for health
promoting schools and communities. Technical capacity for the development of Healthy 
Islands approaches should be enhanced at regional level by the provision of guidelines 
and manuals, opportunities for networking, and training. A suggested framework for this 
integrated approach is provided in Annex 6. 

(8) For preventing filariasis transmission by Aedes, Anopheles and Culex mosquitoes 
in PacELF countries, guidelines should be developed on appropriate vector control 
methods and materials (in conjunction with vector control guidelines in preparation for 
the global PELF). All countries ofPacELF will develop and implement more 
appropriate vector control strategies (as per recommendations 9-11 below). 

(9) For PacELF countries where lymphatic filariasis is caused by nocturnally periodic 
Wuchereria bancrofti (Papua New Guinea, the Solomon Islands, and Vanuatu) 
transmitted by Anopheles vectors, the anti-malaria programme activities with insecticide
treated nets (ITNs) and/or indoor residual spraying (IRS) should also be optimized for 
impact on filariasis transmission. 

(10) For PacELF countries where lymphatic filariasis is due to sub-periodic Wuchereria 
bancrofti (American Samoa, Cook Islands, Fiji, French Polynesia, Niue, Pitcairn, Samoa, 
Tonga, Tolelau, Tuvalu, Wallis and Futuna) transmitted so efficiently by Aedes vectors 
of filariasis (and dengue), special attention should be given to costs-beneficial vector 
control. More effective new interventions and/or combinations of existing methods are 
needed for prevention of transmission by Aedes polynesiensis and other members of the 
Aedes scutellaris group that may maintain filariasis despite MDA. 
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( 11) Recognizing the lack of suitably trained staff for vector control and environmental 
sanitation in most PacELF countries, practical training should be given to staff 
(environmental health and public health officers) responsible for operational vector 
control (methods from recommendations 8-10 above). 

(12) Baseline surveys in intestinal helminths should be carried out in all countries where 
no data is available or the existing data is inadequate, targeting school children and 
adults in selected areas. 

a. All countries (including those where filariasis is absent) should promote 
anti-helminth programmes along with a health-promoting schools initiative and 
improvement in environment health and nutrition at the community level. 

b. Countries with ongoing MDA programmes should explore the possibility of 
carrying out an additional annual round ohnti-helminth treatment among 
school children. 

c. Countries with existing anti-helminth programmes should periodically carry out 
random surveys of school children to assess the impact of the programme and 
the level or reinfection during the period between treatments. A plan of action 
could then be developed to eliminate helminthiasis along with improvements in 
environmental health and sanitation at the community level. 

(13) Technical training on planning and implementation ofhelmith control programmes 
should be provided in countries where the programme is to be developed. Such courses 
should cover helminthiasis, stool examination techniques and control methods 
(chemotherapy linked to water/sanitation and health education). All trainees should be 
provided with basic kits to carry out the programme and details on further procurement. 

(14) Basic minimum environmental standards for schools should be reviewed, adapted, 
and applied to all schools. These standards should focus on providing a minimum 
number of clean and sanitary toilets per school (based on the number of students); 
provided of hand washing basins; the presence of soap and toilet paper; an adequate and 
safe water supply, and in certain situations, the minimum number of drinking fountains, 
ventilation and light, the maximum number of students per classroom, wearing footwear, 
and the minimum equipment required to insure safe food. 
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Figure 1: PacELF Supply System 
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Table 1: PacELF Distributed Supplies to Pacific Island Countries 2000-2001 

Country Population* ICT DEC Albendazole 
X 1000 Test Kits (tablets) (tablets) 

AMS 64.1 1,000,000 140,000 

COK 18.7 3,000 150,000 19,000 

FSM 118.1 5,000 

FIJ 824.7 5,000 4,700,000 868,000 

FRP 233 740,000 220,000 

GUM 148.2 1,000 

KIR 90.7 500 900,000 85,000 

MAR 51.8 2,500 

NAU 11.5 500 

NEC 212.7 

NIU 1.9 2,000 25,000 2,500 

NMI 76.7 2,000 

PAL 19.1 2,500 

PNG 4,790 5,000 80,000 8,000 

PTC 0.05 

SMA 169.2 3,000 1,260,000 170,000 

SOL 447.9 3,000 

TNG 97.8 2,000 840,000 12,600 

TOK 1.5 

TUV 9 2,000 84,000 13,000 

VAN 199.8 2,000 1,200,000 180,000 

WAF 14.2 

Total 7,600.65 41,000 10,979,000 1,718,100 
. 

* mid year population estimate 2000 (by SPC) 
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Table 2: Country Programmes(% Treatment Coverage) 
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Table 3: Type of Wuchereria Bancrofti, Vector Species and Antigen Prevalence 
(Baseline) in the Pacific 

SUB- MAIN ANTIGEN 
PARASITE COUNTRIES PREVALENCE REGION VECTOR 0/o 

FSM 01. 

Guam 0 

Micronesia Nocturnally Culex Kiribati 1.8 
Periodic Quinquefasciatus 

Marshall Islands 0.1 

Nauru 0.3 

Palau 0 

Pitcairnes Islands 

American Samoa 16.5 

Cook Islands 7.8 

Fiji 7.7 

New Caledonia 

Diurnally Aedes 
Polynesia (Scutellaris French Polynesia 9.8 

Sub-periodic Group) Samoa 4.5 

Tonga 2.7 

Tokelau 0 

Tuvalu 22.3 

Wallis and Futuna 0.8 

Niue 3.1 

Nocturnally Anopheles Papua New Guinea 
Melanesia (Punctulatus Periodic Group) Solomon Islands 0 

Vanuatu 4.8 
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Table 4: Linkages between PacELF and other Vectorbome Diseases, 
Environmental Health, Helminths, Nutrition, and School Health 

OVERLAP WITH OTHER 
COMPONENT OF HEALTH ISLANDS 

COMPONENTS 
OF THE POSSIBLE 
ELIMINATION Malaria Helminth Env. Nutrition ACTION IN 
OF LYMPHATIC THE 
FILARIASIS IN Dengue Control Health Status SCHOOL 
THE PACIFIC SETTING 
(PacELF) 

Blood Survey .., .., .., 

Mass Drug .., .., 
Administration 

.., 

Mosquito Control .., .., .., 

Morbidity Control .., .., .., 

Awareness 
Campaign 

.., .., .., .., 
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ANNEX 1 

PROGRAMME OF ACTIVITIES 

MONDAY, 24 SEPTEMBER 2001 

0800 

0900 

1000 

1030 

1200 

1330 

1500 

1530 

Registration 

Opening ceremony 
Opening remarks - Regional Director, WPRO 
Opening address- Permanent Secretary for Health, Fiji 
Self introductions 
Designation of Chairman, Vice-Chairman and Rapporteur 
Administration Announcement 
Group photograph 

Coffee break 

Introduction to the Workshop- Dr Kevin Palmer 
PacELF- Dr Kazuyo Ichimori 
Helminth Control- Dr Yu Sen-Hai 
Health Promoting Schools -Dr Gauden Galea 

Lunch break 

Country reports 

• Samoa 
• Niue 
• French Polynesia 

Coffee break 

Continuation of country reports 

• Vanuatu 
• Cook Islands 
• American Samoa 

TUESDAY, 25 SEPTEMBER 2001 

0800 

1000 

1030 

Continuation of country reports 

• Kiribati 
• Tonga 
• Tuvalu 

Coffee break 

Continuation of country reports 



Annex 1 

1200 

1330 

1500 

1530 

1630 
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• Fiji 
• Guam 
• Mariana Islands, Northern 
• Marshall Islands, Republic of 
• Micronesia, Federated States of 
• Nauru 

Lunch break 

Continuation of country reports 

• New Caledonia 
• Palau 
• Papua New Guinea 
• Solomon Islands 
• Wallis and Futuna 

Coffee break 

Results of Healthy Isiands Survey (8 countries) 

• Dr Raman Velayudhan 
• Dr Donald Sharp 
• Dr Yu Sen-Hai 

Summary- ProfDato Dr C.P. Ramachandran 

WEDNESDAY, 26 SEPTEMBER 2001 

0800 

0830 

0930 

1000 

1030 

1100 

1200 

1330 

1400 

Entomology- Dr Graham White 

Parasitology/Epidemiology- Dr Kazuyo Ichimori/ 
Dr Tony Stewart 

Social Aspect- Dr Tony Stewart/ Dr Chihiro Shirakawa 

Coffee break 

IEC materials - Dr Francesco Rio 

PacELF administration and supplies -Dr Kazuyo Ichimori 
PacCARE/application Action Plans for 2002 

Lunch break 

Briefing for group work- Dr Kazuyo Ichimori/Dr Tony 
Stewart 

Lymphatic filariasis group work 
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1530 
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Coffee break 

Lymphatic filariasis group work 

Annex 1 

THURSDAY, 27 SEPTEMBER 2001 

0800 Computer GIS- Dr Kwang Soo Park 

1000 Coffee break 

1030 Continuation of computer GIS 

1200 Lunch break 

1330 Continuation of computer GIS 

1500 Coffee break 

1530 Small group meeting 

FRIDAY, 28 SEPTEMBER 2001 

0800 

0830 

0900 

0930 

1000 

1030 

llOO 

1130 

1300 

1430 

School-based intervention on Helminth Control- Dr Yu 
Sen-Hai 

Linking HPS, Helminths and Environmental Health - Dr Don 
Sharp 

Linking HPS, Helminths and Nutrition- Dr Gauden Galea 

The Fiji Experience- Dr Margaret Cornelius 
- Mr Manasa Niubalerua 
- Mrs Ilisapeci Monova 

Coffee break 

Overall discussion of the morning's presentation- Panel of 
speakers 

Briefing for workgroups - Dr Gauden Galea/ 
Dr Kevin Palmer 

Lunch break 

Workshop 1: National Action- Dr Yu Sen-Hai 

Coffee break 
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Workshop 2: Regional Support to Pacific Island Countries
Dr Don Sharp 

SATURDAY, 29 SEPTEMBER2001 

0800 

1000 

1030 

1200 

1330 

1430 

1500 

Presentation of group work 

• Dr Joseph Williams 
• Dr Nguyen Ngoc Lam 
• Mr Wayne Melrose 
• ProfDato Dr C.P. Ramachandran 
• ProfTsutomo Takeuchi 
• Prof Shiu-Hung Lee 

Coffee break 

Short presentation by partners 

• Dr Mark Bradley 
• Mr Kanimo James 
• Ms Margaret Fraser 
• Ms Joan Fahy 
• Mr Arnold Calo-oy 
• Mr Katsuji Onoda 
• Mrs Myriam Abel 

Lunch break 

Conclusions and Recommendations 

Closing ceremony 

Coffee break 
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ANNEX2 

LIST OF PARTICIPANTS, CONSULTANTS, TEMPORARY ADVISERS, 
OBSERVERS AND SECRETARIAT 

1. PARTICIPANTS 

COOK ISLANDS Mr Charlie Ave, Health Inspector, Vector Control, 
Ministry of Health, P.O. Box I 09, Tupap, Rarotonga, 
Cook Islands. Fax No.: (682) 29100. 

FIJI 

Tel. No.: (682) 29110. E-mail: paruru@health.gov.ck 

Ms Raiata Heather, Chief Public Health Nurse, Ministry of 
Health, Rarotonga, Cook Islands. Fax No.: (682) 29100. 
Tel. No.: (682) 29110. E-mail: paruru@health.gov.ck 

Dr Ilisapeci Kubuabola, Acting Senior Medical Officer, 
National Scientific Centre for Virology and Vector Borne 
Diseases, Mataika House, Building 30, Tumavua, Suva, 
Fiji. Fax No.: (679) 823 276. Tel. No.: (679) 320 066. 

Dr Josefa Koroivueta, ChiefMedical Officer, 
National Centre for Scientific Services, Mataika House, 
Building 3, Tumavua, Suva, Fiji. Fax No.: (679) 323 276/ 
320 344. Tel. No.: (679) 320 066/320 971. 

Dr Margaret Cornelius, Director, National Centre for 
Health Promotion, Ministry of Health, Building 31, 
Tamavua Hospital, Princess Road, Tamavua, Suva, Fiji. 
Fax No.: (679) 320 746. Tel. No.: (679) 320 844. 

Mrs Ilisapeci Movono·; Director, National Substance Abuse 
Advisory Council (NSAAC), 243 Waimanu Road, Suva, 
Fiji. Fax No.; (679) 303 511. Tel. No.: (679) 314 219. 

Mr Manasa Niubalerua, Chief Health Inspector, Ministry 
ofHealth, P.O. Box 2223, Suva, Fiji. 
Fax No.: (679) 306 173. Tel. No.: (679) 306 177. 
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FRENCH POLYNESIA Dr Daniel Dumont, Medical Chief, School ofHygiene, 
Direction de la Sante, B.P. 611 Papeete, Tahiti, Polynesie 
Franr;:aise. Fax No.: (689) 436 653. 

GUAM 

KIRIBATI 

MARIANA ISLANDS, 
COMMONWEALTH 
OF THE NORTHERN 

MARSHALL ISLANDS, 
REPUBLIC OF THE 

MICRONESIA, 
FEDERATED 
STATES OF 

Tel. No.: (689) 509 170. 
E-mail: danielteradumont@yahoo.com 

Dr Bruno Hubert, Medical Coordinator, Communicable 
Diseases, Direction de la Sante, B.P. 611 Papeete, 
Tahiti, Polynesie Franr;:aise. Fax No.: (689) 430 074. 
Tel. No.: (689) 460 008. 
E-mail: bruno.hubert@sante.gov.pf 

Ms Lourdes Duguies, Communicable Disease Control, 
Coordinator III Supervisor, Department of Public Health 
and Social Services, P.O. Box 2816, Agana, Guam. 
Fax No.: (671) 734 1475. Tel. No.: (671) 735 7154/ 
735 7135. E-mail: lduguies@mail.gov.gu 

Ms Keene Rotitaak:e, Public Health Principal Nursing 
Officer and Coordinator, National Filariasis Programme, 
Ministry of Health, P.O. Box 268, Nawerewere, 
Tarawa, Kiribati. Fax No.: (686) 28152. 
Tel. No.: (686) 28319. 

Ms Teiti Bwenawa, Healthy Islands Coordinator, Health 
Promoting Schools Programme, Ministry of Health, 
P.O. Box 268, Nawerewere, Tarawa, Kiribati. 
Fax No.: (686) 28152. Tel. No.: (686) 28760. 

Mr Edward Diaz, Public Health Epidemiologist, 
Department of Public Health, P.O. Box 500409, 
Saipan, 96950, Commonwealth of the Northern Mariana 
Islands. Fax No.: (670) 236 8700. 
Tel. No.: (670) 236 8718. 
E-mail: msablan_a@vzpacifica.net 

Dr Kennar Briand, Director of Public Health, 
Majuro Hospital, P.O. Box 16, Majuro, 
Marshall Islands 96960. Fax No.: (692) 625 3432. 
Tel. No.: (692) 625 3355. 
E-mail: JUSMOHE@NT AMAR.COM 

Ms Jacinta Lippwe, Health Educator Supervisor, Chuuk 
Department of Health Services, P.O. Box 400, Weno, 
Chuuk FM 96942. Fax No.: (691) 330 2716. 
Tel. No.: (691) 330 2395. E-mail: ksr@mail.fm 
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Dr Jean-Paul Hervieu, Medical Doctor, Medical Public 
Center in Ouvea, Province des Iles Loyaute, 
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ANNEX3 

I would like to welcome you to Nadi. I am sorry that I am not able to be with you 
this week but I assure you that I am very interested in the work that you are doing and 
anticipate that workshop will mark another milestone in the Healthy Islands initiative 
that we are all part of. 

I understand that a great deal has happened since you met a year ago in Brisbane. 
More countries have completed their first round of mass drug administration for filariasis 
and others are well along with plans to carry out MD As in the near future. As with any 
large-scale public health programme, I understand that many problems have been 
encountered and most already solved. It is important that, during the next few days, you 
share experiences and openly discuss the problems that you have encountered and 
solutions applied, so that you can learn from one another. The strength of PacELF is in 
the very fact that all the countries of the Pacific are working together towards common 
goals. The old saying that in unity there is strength 'lery much applies to PacELF. 

The other exciting aspect of this week's workshop will be your discussions about 
the initial results of the Healthy Islands surveys that have been going on since July. I 
understand that two teams have already visited eight countries where they took stool 
samples, checked haemoglobins, and also measured weight and height of school 
children. They have some very interesting findings to share with you that confirm the 
fact that intestinal helminths are a problem throughout the Pacific and that the "worms" 
are having a detrimental effect on our children. 

This week you will be discussing the control of intestinal helminths within the 
larger context of poor sanitation, lack of clean water, and poor nutrition. These 
important health problems should be considered in the context of what is already 
happening with filariasis elimination, and how the whole package of interventions can be 
approached using the concept ofhealth-promoting schools. You will be asked to look at 
what is already happening to address these problems in some countries in the Pacific and 
elsewhere in the world, in order to decide how the basic intervention strategies should be 
applied and monitored in our Region. I suggest that you consider the options carefully, 
remembering that the commitment to filariasis elimination by 2010 has already been 
made and our efforts to reach that goal must continue, while at the same time using the 
advantages already gained to go further towards better health for our people. 

I would like to welcome our partners, including the Government of Japan through 
JICA and the Hashimoto Initiative, GlaxoSmithK.line, Liverpool School of Tropical 
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Medicine, Misima Mines, UNICEF, and colleagues from WHO Headquarters in 
Geneva. I would also like to thank the Government of Fiji for agreeing to host this 
workshop. 

I think that you will find that there is a long and hard week ahead of you. You 
have with you a good group of facilitators, most of who are world experts in their fields. 
Please make use of their knowledge and experience during the coming days. 

What you have already done towards the elimination oflymphatic filariasis has 
become a model for the rest of the world to follow. I hope that the outcomes of this 
workshop will further establish the nations of the Pacific as pathfinders for health. 

I wish you well this week and look forward to seeing the outcome of this 
workshop. 
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It is indeed a privilege for me to be here this morning to welcome you all to this 
auspicious occasion. We are honored to be hosting you for the 3rd meeting of the Pacific 
Initiative for the Elimination of Lymphatic Filariasis. 

To our overseas participants and guests, BULA VINAKA. 

The purpose of this workshop is to provide a forum for our countries to review 
progress, discuss lessons learnt and plan for the next steps in the evolution ofPacELF. 

I applaud WHO for convening this Workshop as I believe that our regional 
countries and territories are now at the crossroads where we all need to take stock of our 
local situations, reflect on what has been done, what has not been done and what needs to 
be done to address these issues. 

In welcoming you all here today, please allow me to digress a little and highlight a 
few pertinent points on the topic of this Workshop. 

Addressing these issues are important because infectious and parasitic diseases 
cause 6.69% of all major diseases and is the 41

h major cause of morbidity in Fiji. This is 
responsible for 5.30% of all deaths and is the 51

h major cause of death in Fiji. 

Lymphatic filariasis is the second leading cause of morbidity worldwide and has 
caused widespread suffering and disability in the tropical world. 

In Fiji, lymphatic filariasis has long been a public health problem. Efforts for 
controlling this problem began four decades ago. Despite the mass campaigns, 
lymphatic filariasis was not eliminated and studies showed resurgence in the late 1980's. 

Our Ministry of Health is committed to the regional initiative to eliminate 
Lymphatic Filariasis by 2010. With government assistance our Ministry established the 
Mataika House, as a centre for scientific services for virology and vector borne diseases, 
at a cost of $1.6 million dollars, to house the program units involved in vector borne 
disease control, which includes the National Filariasis Elimination Program. 

Our deepest appreciation is therefore extended to WHO and AusAID who have 
been instrumental in capacity building and strengthening of skills. Their commitment to 
date is greatly appreciated and we look forward to future collaboration in the further 
development of the centre. I would like to acknowledge at this stage, the support 
provided by the AusAID funded Pacific Regional Vector borne Disease Project. 

Soil Transmitted Helminths is another problem we are faced with. This problem, 
I believe is widely endemic in tropical and sub-tropical countries where poor sanitation 
practices and the soil moisture and temperature conditions favours the development of 
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infective larvae. Thus, our tropical climate makes us more susceptible to becoming 
infected. 

Our 1996 Census highlighted a total of280,662 households in Fiji. Ofthese 
households 68.24% has appropriate toilet facilities and 92.58% have access to safe water 
supplies. This is an achievement, given Fiji's geographical layout. However, the 
remaining households who do not have appropriate sanitary facilities is cause for 
concern as these are potential breeding grounds for soil-transmitted helminths. 

Education is the key to prevention and I am glad that Health Promoting Schools 
have been identified as a crucial component in the evolution ofPacELF. Health 
Promoting Schools are an ideal setting, as all members of the school community can 
work together to provide students with integrated and positive experiences and structures 
which promote and protect their health. 

The Government of Fiji also recognizes that nutritional well-being is a prerequisite 
for the achievement of the full social, mental and physical potential of a population and 
should be a key objective of progress in human development. Young children fall into 
the category of the most nutritionally vulnerable groups since nutrition is vital for their 
healthy development and protecting and promoting their nutritional well-being is a 
priority. 

Thus I applaud the WHO for their plans to involve the integration into the Health 
Promoting Schools network in the Pacific, activities such as school-based helminth 
control, interventions to improve the nutritional status of school children and the 
strengthening of sanitation, personal hygiene and safe water supplies which all reflects 
the Healthly Islands initiative in the Pacific. 

I look forward to the review of the recent survey conducted by WHO which will be 
discussed during this Workshop. The results and recommendations from this survey 
should enable us to implement effective preventive programmes in our communities. 

At this juncture, I would like to extend a special welcome to Dr Kazuyo Ichimori 
and Dr Tony Stewart the former team leader, who is here today as a Short-Term 
Consultant for PacELF, and commend them both for getting this PacElf initiative off the 
ground. 

As we tread into the twenty first century, we need to assess our performance 
towards the global goal of Health for All. Health systems in our various Pacific Island 
Nations and Territories will seek to ensure that the potential contributions by you as 
public health workers can be fully realised. 
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For Fiji, what we develop at this meeting will be used to improve our national 
campaign and community compliance to our planned mass drug administration initiative. 
We are therefore committed to the program and will endeavour to work more closely 
with WHO and other PacELF countries to ensure that we get the job done together. 

I know I speak on behalf of all our Pacific Island Countries when I thank WHO for 
continuing to provide the leadership and forward planning in these areas of need and for 
presenting this opportunity to re-evaluate our position and map out new directions for the 
evolution ofPacELF in our various countries. 

To the temporary advisers, the observers and representatives who are also 
attending this meeting, I extend to you a warm welcome. I am confident that with such a 
distinguished forum as this and with the expert assistance and guidance of the WHO, the 
objectives of this forum will be achieved. 

As I welcome you all here today, let me remind you that our Pacific Region will 
count on your vast experience and expertise to tackle the tasks ahead of you. And it is by 
working together that you will stand ready to face the challenges before you with 
renewed vigour and enthusiasm. 

May I now take this opportunity to extend to you all again a very warm welcome 
and to wish you all a fruitful week of deliberations. To our overseas participants I hope 
you enjoy our beautiful country. 

Thank you. 
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On behalf of the Government and people of the Cook Islands, it is an honour and 
privilege to announce to this forum, that the government of Cook Islands, through the 
Minister of Health, has accepted and agreed that the next venue for the 41

h PacELF 
meeting be held in Raratonga, Cook Islands, September, 2002. 

This has been an effort negotiated by the Honourable Member of Parliament, 
Dr Joseph Williams, who has been negotiating this on a high level on behalf of the 
government of the Cook Islands. 

Therefore, ladies and gentlemen, accept our invitation to host this same meeting in 
Raratonga next year. We are looking forward to meet you there in Raratonga. 

Finally, we wish to express our sincere thank you to WHO, PacELF staff and other 
partnership and the government of Fiji for hosting this marvelous and enjoyable event 
here in Nadi. As we are about to leave for our own destinations, we wish you all good 
luck in your effort to fight filariasis in this region and in the whole world. 

Please accept our gratitude and sincerity from our hearts and hope to meet you in 
Raratonga, in 2002. 

Thank you and Kia Orana. 
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A HEALTHY ISLANDS APPROACH TO FILARIASIS, HELMINTHS, 
ENVIRONMENTAL HEALTH, AND NUTRITION IN THE PACIFIC ISLANDS 

The Workshop on Filariasis Elimination, Control of Soil-Transmitted Helminths 
and Health-Promoting Schools in the Pacific discussed the integration of all these 
interventions within the vision of Healthy Islands. 

Integration ofHehninths 

A review was presented of the rationale and evidence for the effectiveness of a 
helminth intervention in schools, as an important and feasible intervention for the 

promotion of public health. The example of a large-scale survey in China 
1 

was 
presented. In that survey, the highest prevalence and heaviest intensity of ascaris and 
trichuris infections occurred in children aged 5 to 14 years. It was emphasised that the 
school system offers a pre-existing infrastructure for delivering a combination of 
interventions to address health-related issues. Helminths interventions could be 

2 
integrated into the relevant components of health-promoting school work , namely: 

• Healthy school policy 

• Personal skills 

• Supportive environments 

• Community linkages 

• Health service linkages 

Evidence was presented that, by a combined intervention, the parasite-egg 
contamination in school environments could be significantly reduced and infection in 
children decreased dramatically. This was of great importance to prevent re-infection. 

There is a clear potential for synergy between PacELF, water and sanitation, helminth 
control, and the establishment of health-promoting schools. In countries with 

1 Xu Long-Shan, Pan Bao-Jun, Lin Jin-Xiang eta! (2000) "Creating Health-Promoting 
. Schools in Rural China: a project started from deworming" Health Promotion International, 

15(3), 197-206 

2 WHO (1997) "Strengthening Interventions to Reduce School Helminths as an Entry 
Point for the Development of Health-Promoting Schools". Geneva 
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lymphatic Filariasis elimination programmes, the combined DEC and Albendazole used 
in Mass Drug Administration can also serve as one of two Albendazole courses annually 
used to deworm school populations. 

Integration of Environmental Health 

Helminthiasis is an ubiquitous disease favouring tropical climates. Geohelminths 
are easily transmitted by direct contact with soil contaminated with infective larvae and 
eggs. They are also transmitted via the faecal-oral route. Children, due to their habits, 
are vulnerable to infection. 

Fortunately, helminthiasis is an environmentally related disease that can be 
controlled through simple sanitation interventions and improvements in personal hygiene 
(hand washing). These include: the provision of safe water and sanitation facilities; 
proper food hygiene practices and waste disposal practices and personal protection (the 
wearing of shoes or sandals). These interventions are not new. They comprise the 
discipline of Environmental Health and are part of what health inspectors are mandated 
to do. 

To be successful and sustainable, communities must be involved in all aspects of 
their introduction at the start. In addition, knowledge, attitudes and practices must be 
changed, which requires effective community based awareness programmes. The 
extension of health-promoting schools activities in the Pacific Islands would be strongly 
assisted by the development and implementation of a set of minimum standards for 
environmental health in schools. 

There is a synergy between chemotherapeutic deworming in the short term (linked 
to Albendazole administration) and the long-term effect of eliminating helminth 
infestation through improvements in environmental health. 

Integrating Nutrition 

The main results of the nutrition component of the Healthy Islands survey were 
presented. It was demonstrated that helminth positive children had lower mean 
haemoglobin levels. Their distribution of haemoglobin values shifted to lower levels 
than in helminth-free children. They also had higher prevalence of stunting and wasting. 
Anaemia is associated with poorer mental capacity and academic performance and 
increases the importance of the intervention on helminths. (Anaemia would have been 
even more prominent in these findings if the survey had not been limited to ages 5 to 12, 
thus excluding adolescent girls). 

On the other hand, helminth-free children presented an opposite burden: 
overweight and obesity. These were much more prevalent among these students and 
represents a heightened future risk of chronic diseases that are highly prevalent in the 
Pacific, such as diabetes and cardiovascular diseases. 
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Helminth control is essential to improve the nutritional situation of Pacific 
sc~oolchildren, decreasing anaemia and stunting and improving academic performance. 
This measure needs to be complemented by nutrition policies in schools, the promotion 
of physical activity, efforts to ensure a nutritious, varied intake of local foods, and, in 
some countries, food fortification and supplementation programmes (with iron, for 
instance). 

Practical Experience from a Survey of Nine Countries 

The results summarised above were obtained from a survey that is currently in 
progress across the Pacific. Supported by WHO, this is an integrated review of 
helminthiasis, nutrition, and environmental health in health-promoting schools in the 
Pacific. Nine countries have participated to date and the experience with them suggests 
the following lessons useful for the remaining countries to be surveyed, and to the 
adoption of the methodology for national extension: 

• The key to the success of the Healthy Island survey is the collaboration 
between MOHand MOE. This link is very vital for the implementation of the 
programme. The HPS committee or the physician responsible for school health 
(where applicable) could play a significant role in getting this coordination. 
The provision of adequate counterparts to complement the WHO consultants 
creates a perfect dream team, which was able to conduct the study as well as 
transfer skills effectively. 

• The survey clearly highlighted the advantage of working together especially 
between MOHand MOE and also within the various units ofMOH. It also 
gives the HPS programme a new entry point, with documented methods and 
materials for operation in a manner appropriate for Pacific islands. 

• Transfer of skills to national counterpart was a significant output of this survey 
and this enables the MOH to continue the survey in other islands and rural 
settings. 

The survey experience confirms the utility of the process and implies that the 
following would be useful to extend and sustain the process: 

• The organisation of short training courses for training of trainers in line with 
the survey objectives and to further strengthen the skills of the national staff. 

• A simple spreadsheet based computer programme like the one used for PacELF 
programme would greatly benefit the local repetition of the process as it could 
automate analysis of the data. 

• IEC materials should be developed to support the survey, explaining its intent, 
eliciting high response, and indicating the follow-up in practice. 
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• The survey should continue, covering the whole set of Pacific Island countries, 
in collaboration between countries, WHO, and other partners as appropriate. 

A Model for Overall Integration within Healthy Islands 

The integration of so many themes in one project is a challenging task and a single 
framework would not fit all countries. A means of developing a locally appropriate 
integrated plan was presented, with four stages of development: 

1) AGEl'<TIA-SETTING: Each country will need to examine the key areas 
of overlap between lymphatic filariasis elimination, helminth control, 
nutrition, and environmental health setting priorities for intervention 
based on burden and capacity of programmes to collaborate and respond 
effectively. Healthy islands and health-promoting schools programmes 
provide an appropriate channel for delivery of these interventions. 

2) ALLIANCE-BUILDING: Key allies include: education authorities, 
nutrition and health promotion units, and environmental health 
inspectors. Each country would need to consider how to coordinate the 
process, either setting up a new coordinating body or mandating an 
existing body to consider these issues within its existing brief. 
Coordination of the situation analysis could be modelled on the methods 
of the WHO Healthy Islands survey. 

3) ACTION PLANNING AND IMPLEMENTATION: Action in the area 
of Healthy Islands falls into three main categories, all of which are 
needed for a comprehensive, sustainable intervention. Supportive 
policies and plans need to be in place, including a clear organisational 
structure for the project. Environmental change is needed, for example, 
the setting of minimum standards for water and sanitation in schools or 
for food safety. Community organisation and development is essential 
for the programme to spread throughout the country and to sustain itself 
locally. 

4) ASSESSMENT AND EVALUATION. The model of the Healthy 
Islands survey presents a template for the integrated situation analysis. 
The same data, collected at the end of the project or at intervals 
throughout, would serve as an indicator of impact and outcome of any 
intervention. 
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Case Presentations 

THE FUI EXPERIENCE: A TEMPLATE FOR PACIFIC HEALTHY ISLANDS WORK 

The health-promoting schools (HP Schools) programme in Fiji is part of health
promoting communities (HP Communities) programme of the National Health 
Promotion Council (NHPC). It is strongly supported at national level by the NHPC's 
sub-committee on Community and Organisational Development and a National Advisory 
Committee on health-promoting communities. Both the Council and the Advisory 
Committee are multisectoral and have a settings approach to the HPC programme. 

The HP Schools programme follows the 5 steps and six action area process of the 
HP Communities Programme. The five steps include: 

1) Mobilizing Community Support 

2) Establishing and Training Health Committees 

3) Preparing a Health and Development Profile for the Setting (Needs assessment) 

4) Developing Action Plans 

5) Implementation and Evaluation 

The six action areas include: 

• Healthy Public Policies 

• Physical Environment 

• Social Environment 

• Access to Health Services 

• Personal Knowledge and Skills 

• Community Relations 

Training for the HP Communities programme has been geared towards mobilizing 
support at all levels, skilling the participants to be able to profile community settings and 
help the communities in the development of their action plans which address issues 
identifid in the needs assessment exercise. 
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Training therefore has been conducted at all levels - the Divisional Management 
Teams, Sub-Division Management Teams and Stakeholders, Health Workers and 
Members of the settings and their committees (e.g. villages, settlements, schools). 

Training in HPS has targeted Teachers, Schools Managers and Committees and 
Communities. The Teacher Training has focused in strengthening the curriculum, 
improving, employing appropriate Teaching Methodologies and strategies and identified 
extra curricular activities supportive of health. The communities training workshops 
focus on support of school health activities and putting in place policies and activities 
that enable this. 

The outcome is the development of plans that address issues arising out of the 
profiles and which commit the schools and communities to action. 

The framework is thus in place at all levels in Fiji to enable the integration of all 
the issues (Helminths, Filariasis, Nutrition, Environmental Health) in these settings. 

THE HONG KONG EXPERIENCE: A REGIONAL RESOURCE 

A settings-based approach to health promotion is to introduce the strategies of 
building a healthy living and working environment, integrating health promotion into 
daily activities and reaching out to the community in the places where we live, love, 
learn, play, and work. In Hong Kong, the health-promoting schools project was started 
in 1998. There are now some 40 primary and secondary schools participating the health
promoting schools award scheme. The project also includes: 

• provision of training facilities for teachers in health education and health 
promotion, service development and research on the health status of 
school children 

• partnership building involving government, community, parents, teachers 
and students, academic institutions, and WHO. 

A Health-Promoting University project was started in the Chinese University of 
Hong Kong in 2000. There are now three districts in Hong Kong taking part in the 
Healthy Cities movement. The settings-based approach to health promotion has the 
strong support of government, the community, NGOs, professional organisations, and 
academic institutions. More healthy cities projects are being established in the districts. 

Opportunities are sought for Hong Kong to collaborate with WHO and with other 
countries in the Western Pacific Region in the field ofhealth promotion. This could 
include training programmes in health promotion, workshops and conferences on health 
promotion, and the possibility of establishing a health promotion consortium for the 
Asia-Pacific region. 
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TOWARDS A REGIONAL PROJECT 

The workshop developed an outline of an integrated intervention based on the 
Healthy Islands vision. The package would focus on coordinated components and be 
implemented in a phased manner. It would respect the autonomy and character of each 
component while providing opportunities for linkage in each setting. 

Setting the Agenda 

The Healthy Islands vision has evolved greatly since its initial description in 1995 
at a meeting in Y anuca Island, Fiji. Then, Healthy Islands were defined as places where 
children are nurtured in mind and body, where people work and age with dignity, where 
environments invite work and leisure, and where ecological balance is a source of pride. 
A sequence of Ministerial meetings further elucidated this vision: 

• In Rarotonga, Cook Islands, in 1997, a framework for Healthy Islands 
was emerging where work at individual settings (schools, communities, 
workplaces coalesced into a unified public health intervention. 

• In Koror, Palau, in 1999, individual thematic components of Healthy 
Islands were reviewed and the PacELF programme launched with the aim 
of eliminating lymphatic filariasis by 2010 

• In Madang, Papua New Guinea, in 2001, an Action Plan was approved 
that recognized the main three components of Healthy Islands as being 
policy and environmental change, and community action in favour of 
health. 

All these elements come together in the developing integrated regional intervention 
on filariasis, environmental health, helminths, nutrition, and school health. This complex 
of inter-related public health challenges is illustrated in Table 1. The table is devised 
with reference to PacELF, a programme now strongly established within Healthy Islands, 
but similar cross-tabulations are possible starting from any of the other themes. 

Table 1. Linkages between PacELF and Other Vector-Borne diseases, Environmental Health, 
Helminths, Nutrition, and Schoo/ Health 

OVERLAP WITH OTHER POSSIBLE COMPONENTS OF THE COMPONENTS OF HEAL THY ISLANDS ACTION ELIMINATION OF 
LYMPHATIC FILARIASIS IN IN THE 

THE PACIFIC {P ACELF) Malaria Helminth Env. Nutrition SCHOOL 

Dengue Control Health status SETTING 

Blood Survey ./ ./ ./ 

Mass Drug Administration ./ ./ ./ 

Mosquito Control ./ ./ ./ 

Morbidity Control ./ ./ ./ 

Awareness Campaign ./ ./ ./ ./ ./ 
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There are four important justifications for an integrated approach to these themes: 

1) PUBLIC HEALTH NEED: Each of the themes has an important presence in 
some or all of the Pacific Island Countries and each thus represents an 
important public health need that is being incompletely met by services. 

2) LOGISTIC CONSIDERATIONS: As many of the programmes in Table 1 
grow in the island setting, they make demands on the same human resources 
and it is natural to explore opportunities for efficiency through logistic 
coordination. The school setting emerges as an ideal base for many of the 
activities specific to individual themes. 

3) SYNERGISTIC ACTION: In these themes, the action on one has an effect on 
the others. Vector control for vector-borne diseases, and water, sanitation, and 
food safety within environmental health contribute to helminth control and all 
three can in tum help improve nutritional status. 

4) TEMPORAL RELATIONSHIP: Over time, the relative importance of these 
themes will change and will imply a shift in emphasis at planning level as well 
as for the staff involved in implementation. As filariasis is eliminated, malaria, 
dengue and helminth control are natural successors for the programme as they 
are based on extensions of the same methods. As environmental health status 
improves, the risk of exposure to helminths declines. As all of these improve 
and as nutrition programmes mature, the micronutrient deficiencies decline and 
there is shift to overnutrition. 

The development of a regional integrated plan is also possible. The schema on the 
following pages (Table 2) outlines the intervention as developed in the workshop. It 
cross-tabulates the specific components in the intervention with the action areas of the 
Healthy Islands vision and can serve as foundation for a detailed plan at regional and at 
national level. 

Support Needs 

In general, the package should provide regional support for national action. 
Table 2 identifies areas of need for support. They are described in greater detail here: 

• STAI"'DARDS AND GUIDELINES: A series of guidelines would be needed to 
support national planning, training, and implementation. These include a 
package of guides and manuals on: health-promoting schools, physical 
environmental standards, helminths interventions, nutrition policies, and 
surveillance methods. A particular area of development requested at the 
meeting is the formulation of minimal water, sanitation, and food safety 
standards for schools. Models of legislation could be developed as a 
means of bolstering health promotion efforts, especially in the area of 
food safety and environmental health. 



Table 2. Schematic View of the Integrated Intervention 

COMPONENTS OF 

THE INTEGRATED HEALTHY ISLANDS INTERVENTION 

FILARIASIS AND 
VECTOR-BORNE ENVIRONMENTAL HELMINTH SUPPORT 

DISEASES IIEALTH CONTROL NUTRITION NEEDS 

OBJECTIVES Elimination of Increase in proportion Improvement of Improvement of child Technical support to 
Filariasis of schools adhering to child growth and growth and development development of 

Reduction of minimum EH standards development through adequate food national plan and 

Vector-borne through helminth and nutrition indicators. 

diseases control 

ACTION AREA: BUILDING INFORMATION BASE FOR ADVOCACY AND ACTION 

A set of protocols and tools is developed that will allow baseline data collection for needs assessment and priority-
setting. Periodic repeats of the same surveys would allow monitoring of trends and an assessment of impact of the 
projects. 

COMMON Social research on knowledge, attitudes, beliefs, and practices of communities in these thematic Methodology and 
INFORMATION areas (using a combination of qualitative and quantitative methods) Protocols developed 
NEEDS Supplies and 
SPECIFIC :MDA Coverage Level of adherence to Worm prevalence Anaemia Equipment provided 
INDICATORS Blood Survey standards of water, and burden in the Stunting, wasting, and Training and 

Vector 
sanitation, food safety - setting overweight demonstration in 

characteristics 
baseline data collected conduct of surveys 
and monitored and analysis and 
periodically interpretation of data. 



COMPONENTS OF 

THE INTEGRATED HEALTHY ISLANDS INTERVENTION 

FILARIASIS AND 
VECTOR-BORNE ENVIRONMENTAL HELMINTII SUPPORT 

DISEASES HEAL Til CONTROL NUTRITION NEEDS 

ACTION AREA: BUILDING CAPACITY FOR HEALTH-PROMOTING SETTINGS 

Health-promoting settings comprise schools and communities that are aware of Healthy Islands and that are 
empowered to continuously improve their health through action directed at key determinants using their own 
resources with outside assistance. This requires the promotion of community structures that are willing to take on 
this task and are enabled through training, equipment and other resources to do so. 

STRUCTURES Meetings with stakeholders and gatekeepers in the community to ensure acceptance and Technical support to 
ownership of the programme and to establish community structure to support the programme the development of 
sustainably. community 

Collaborative meeting and coordinating committee to link up the various components, to set structures. 

national plans and steer the programme. Networking and 

Local health-promoting committee to steer local project. Set up during a collaborative workshop exchange between 

that defines local action plan. Mobilises community resources to support the project on a successful community 

sustainable basis. projects 

EDUCATION Promotion of Promotion of Promotion of Nutrition education to Resources, guidelines, 
compliance with appropriate waste personal hygiene and promote healthy diet and models of IEC 
MDA management, protection. and to provide healthy and social marketing 

Promotion of recycling, and Promotion of foods at community materials. 

vector control prevention of faecal- compliance with events 

activities oral transmission. chemotherapy Promotion of physical 
activity 



COMPONENTS OF 

THE INTEGRATED HEALTHY ISLANDS INTERVENTION 

FILARIASIS AND 
VECTOR-BORNE ENVIRONMENTAL HELMINTH SUPPORT 

DISEASES HEALTH CONTROl. NUTRITION NEEDS 
activities oral transmission. chemotherapy Promotion of physical 

activity_ 

ACfiON AREA: ENVIRONMENTAL CHANGE IN THREE SUCCESSIVE LEVELS: SCHOOL, COMMUNITY, 
NATION 

Micro and macro environmental audits will determine the political, social, cultural and economic determinants of ill-
health in all four areas of the project and changes to the environment will be needed to enable "healthy choices to 
become easier choices", or indeed to make healthy choices the default. 

POLICY Inspection policy and Personal hygiene Template policies or 
ENVIRONMENT regulations passed. education and personal regulations provided 

protection policies set 
up and implemented. 

SOCIAL AND Vector control Minimum standards for Growth of local Technical support to 
PHYSICAL activities: litter water, sanitation, and fruits and develop, cost, and 
ENVIRONMENT control, breeding food safety in schools vegetables in implement standards. 

sites set up, periodically school and home Case studies of 
inspected, and gardens successful activities 
sustained. disseminated. 



COMPONENTS OF 

THE INTEGRATED HEALTHY ISLANDS INTERVENTION 

FILARIASIS AND 

VECTOR-BORNE ENVIRONMENTAL 

DISEASES HEALTH HELMINTH CONTROL NUTRITION 

ACTION AREA: CLINICAL PREVENTIVE SERVICES 

Clinical preventive services offered at population level contribute to the interruption of transmission of filariasis, to 
the control of helminths until such time as environmental measures reduce exposure to risk of transmission 
sufficiently, and to the correction of micronutrient deficiencies 

SPECIFIC MDA in LF endemic Direct treatment of Albendazole (one Micronutrient 
INTERVENTIONS countries individ11als is not relevant extra course in MDA supplementation 
OF THERAPEUTIC to environmental health countries; two Food fortification 
NATURE interventions courses annually in where appropriate 

non-MDA countries) 
to areas of highest 
worm load 

SUPPORT 

NEEDS 

Provision of appropriate 
supplies and equipment to 
communities, or at national 
level, on a demonstration 
basis or as part of ongoing 
programmes. 

Vl 
0\ 
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COLLABORATION MEETING: National-level meetings are needed and 
technical support should be provided, to develop national versions of the 
integrated package. These national plans would be informed by the 
regional package, by national needs, and by resources available. 

COMMUNITY INVOLVEMENT: The participation of the community in each 
setting where the programme is implemented will be needed. This would 
particularly involve the teachers, parents, and students in the school 
setting. Training is needed for community leaders and teachers. Awards 
schemes could be used to motivate work by local communities. 

NETWORKING AND EXCHANGE: Existing successful models of integrated 
intervention, such as the Fiji Health-Promoting Communities programme, 
could be used as regional demonstration models and networking and 
exchange with other countries fostered to develop capacity and 
understanding of models that can work in the Pacific setting. 

FUNDING MODELS: A balance needs to be struck between external and 
national inputs. External inputs could provide the technical support, the 
start-up costs, the capacity building, the establishment of demonstration 
activities, and possibly part or all of the recurrent costs (e.g. part or all of 
the albendazole costs for deworming). National inputs should be 
developed to take over from the external sources in an incremental 
fashion, so that a sustainable model of funding can emerge over time. 
National inputs could arise from government funds, from community 
inputs, from local sponsors, and from user charges for defined services. 

The Next Steps: Turning Plans into Action 

A sequence of activities is suggested in follow-up to this workshop: 

1) FINALISE THE FRAMEWORK: The framework in Table 1 should be 
proposed to country counterparts for their feedback and validation. The 
framework also should be reviewed by thematic specialists to refine the 
content. At the end of this phase, by mid-November 2001, a finished schema 
will be prepared, agreed upon by stakeholders that will guide the further 
collaboration. 

2) DRAFT GUIDELINES: There are multiple guidelines and manuals that will 
need to be integrated into one package that brings together the separate needs of 
each component of the scheme. Specifically, each thematic area will need to 
define its own objectives, indicators, guidelines, and methods of 
implementation. Suggestions will need to be made with regard to appropriate 
implementation structures: who coordinates the process, and who takes part in 
it? The development of these guidelines will need a combined top-down 
(professional input) and bottom-up approach (feedback from communities). 
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A draft of the guidelines should be prepared by early 2002 to permit their 
testing before the next meeting on integration. 

3) DEVELOP DEMONSTRATION PROJECTS: Two or three demonstration 
projects at community level would ideally then be implemented. A combined 
survey on all the integrated themes should set off, serving as baseline and needs 
assessment. A team of consultants would train local counterparts and adapt the 
draft guidelines to the local situation. Each component of the intervention 
would then be initiated and some initial results recorded (e.g. process of the 
project, changes in worm prevalence and burden, nutritional status). The 
demonstration projects would allow modification of the guidelines, the addition 
of practical experience to them, and eventually set off extension to other 
districts or nationwide. 

4) REPORT TO THE NEXT INTEGRATION MEETING: The process should 
then be critically reviewed at the 2002 integration meeting. The guidelines 
adopted and a report and proposal drafted for eventual presentation to the 
Tonga Healthy Islands meeting of Ministers and Directors of Health in 2003. 
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