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1. INTRODUCTION 

The fourth meeting of the Regional Programme Review Group on Lymphatic Filariasis 
Elimination (RPRG) was organized by the WHO Regional Office for the Eastern 

Mediterranean (EMRO) in Cairo, Egypt on 20 December 2004. The meeting was attended by 
members of the RPRG, representatives of the national lymphatic filariasis control programmes 
of Egypt, Oman, Sudan and Yemen, and WHO staff from the Regional Office and 
headquarters. 

The meeting was opened by Dr Aluhiro Seita, Acting Director of Communicable 
Diseases Control, EMRO. In his opening remarks, Dr Seita reminded the participants that 
reviewing national plans of actions and providing guidance to programme managers were the 
primary objectives of the RPRG meeting. He noted that approximately 15 million people in 
the Eastern Mediterranean Region were at risk of acquiring infection. In October 2000, the 
Regional Committee for the. Eastern Mediterranean adopted a resolution (EM/RC.47/9) on 

elimination of lymphatic filariasis. In the same year, Egypt, with financial support from the 
Arab Fund for Economic and Social Development, initiated mass drug administration of 
albcndazolc and dicthylcarbamazinc. In 2002, Ycmcn started the first round of mass drug 

administration of ivermectin and albendazole. He expressed appreciation for the generous 
support of GlaxoSrnithKline and Mectizan Donation Programme in donating drugs free of 
charge. Dr Seita acknowledged the successful programme of Egypt; and the progress made so 
far in Yemen, and anticipated that a successful story would come soon from Sudan. Finally, he 
encouraged the group to critically review data reported by endemic countries and to identify 
practicaI solutions to existing challenges. 

Dr Maged El Setouhy. Chairman of the RPRG presented the agenda and the programme 
of the meeting, which were adopted by the participants. The agenda, programme and Iist of 
participants are given in Annexes 1, 2 and 3, respectively. 

2. Rl3GIONAL SITUATION 
Dr Nikolai Neouimine 

Egypt successfuIly completed in 2004 the fifth round of mass drug administration 
(MDA) in the majority of endemic villages. In 2005, the national programme will start the 
evaluation of the interruption of lymphatic filariasis (LF) transmission. Yemen completed the 
third round of MDA. The status of LF in Oman was clarified after successful implementation 
of the antige.naemia survey of target groups of population with immunochromotographic 
(ICT) cards. The Third Meeting of the Global Alliance to Eliminate Lymphatic Filariasis was 
successfulIy held in Cairo from 23 to 25 March 2004. 

The major problem facing the implementation of LF elimination activities in endemic 
countries continued to be the shortage of external financial assistance. Fundraising was one of 
the most challenging tasks facing LF elimination programmes at all levels (global, regional 
and country). The advocacy and fundraising activities have been thoroughly discussed at the 
third meeting of the Global Alliance in Egypt. During the meeting, it was emphasized the 
need to put the countries at the centre of fundraising efforts and national programme 
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managers were. urged to start local fundraising activities. Increasingly donors want to target 
their funds to particular activities and regions and often to receive proposals directly from the 
countries. WHO used to lead fundraising activities for LF; however, competing with other 
discascs (tuberculosis, HIV and malaria) fur global funds became very difficult. 'l'he idea of 
having a common repository of funds is not now seen as practical. The ownership of the 
national programmes by the respective endemic countries has to be extended to their role in 
mobilizrng the necessary resources, both internal and external. 

The Eastern Mediterranean Region is considered one of the wealthiest regions 
worldwide. The Arab Fund for Economic and Social Development has provided support to LF 
elimination activities in Egypt. More fundraising efforts are needed based on appropriate 
approaches at the regional and national levels. The national programmes should play a more 
active role in supporting the LF surveillance and control activities from local resources and to 
identify potential donors for external financial support. While WHO will continue to provide 
technical support, members of the RPRG (at rcgional level) as well as programmes managers 
should approach national donors. The example of Togo in successful obtaining support from 
the Global Fund to fight AIDS, Tuberculosis and Malaria (GFATM) for malaria with 
ir~kgralccl LF activities can be followed. 

There were some deliberations on how to relate LF to malaria without incorporation of 
vector control component in the LF programme. Integration can be achieved at different 
levels by combining efforts of distributors to deliver materials (bednets, drugs etc) and 
disseminate information on both diseases to the same people. Such integration couId be 
feasible for Yemen but not for Egypt, as malaria is present in a small focus that is free of LF. 

3. GLOBAL ACTIVITIES 
Dr Francesco Rio 

LF is endemic in 83 countries around the world and about 1.2 billion people are at risk 
of acquiring infection. Approximately 60%, 30% and 5% of the popuIation at risk are in the 
South-East Asia, African and Eastern Mediterranean Regions, respectively- Tntern~ption of 
transmission through repeated annual cycles of MDA and prevention and care of disabilities 
caused by lymphatic filariasis are the major goals for the elimination programme. RemarkabIe 
accomplishments in disease mapping and MDA implementation were made ovcr thc past 3 
years. Approximately 72 million people in 36 countries received MDA. However, the 
progress has been uneven among geographical regions and it is difficuIt to keep the same pace 
until the remaining 47 (56.6%) endemic countries at: included in the programme. The global 
programme faces logistical and financial challenges. MDA coverage rates varies among 
regions. Procurement of good-quality diethylcarbamazine in adequate quantities as well as 
availability of diagnostic ICT cards is still a challenge. Logistics management and the strategy 
for delivery of drugs need to be improved. Disability alleviation requires access to basic 
hygiene for lyrnphoedema treatment and access to safe hydrocele surgery. 

Innovative social mobiIization strategies are needed at community level to increase 
compliance to the drugs. Feasibility of integrated apprnaches with other programmes at 
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national lcvcl should bc invcstigatcd. Strcngthcning capacities for operational research as well 
as reinforcement of connections with international partners at global level was highlighted. 

4. COUNTRY PRESENTATIONS 

4.1 Egypt 
Dr Khaled Aly Gado 

In 2000, MDA was implcmcnted in 161 villages in 7 governorates. By 2001, the nuinbcr 

of villages included in MDA increased to 178 villages in 8 governorates. An additional two 
villages were added for a total of 181 villages. In the fifth MDA round (2004), the total 
population at risk was 2 735 626 people, of which 2 579 452 persons were treated in all 
implementation units and the coverage rate was 94.3%. The activities of the programme 
include annual training for physicians, nurses and laboratory technicians, 

In 2004, the national programme successfully completed 5 rounds of MDA in 161 
endemic villages (implementation units). In August 2004, prior to the fifth MDA round, the 
status of microfilaraemia and the prevalence of antigenaemia were evaluated in 60 sentinel 
villages. Trained local technicians carried out the evaluation. The programme component for 
disability alleviation is lagging. The programme is preparing a list of affected people. 

During discussions, it was revealed that Egypt started one of the earliest programmes 
when experience in LF elinriuatiun was at the: beginning stage. Designation of the village as 
the MDA implementation unit may not have been the best decision, since only populations in 
certain villages have been covered with MDA, while the population in the adjusted villages 
was not covered with MDA. This was the reason for the inclusion of additional villages over 
the years into the list of villages covered with MDA. In 2001, the programme planned to map 
villages with uncertain LF situation by ICT card tests. However, due to the technical problems 
encountered with Binax ICT cards at that time, the mapping exercise was postponed and 
never took place. Furthermore, certain villages with a previous history of LF endemicity were 
not mapped in the context of the elimination programme. 

4.2 Oman 
Dr Salah A1 Awaidy 

LF in Oman has been under surveilIance since 1991 and is a notifiable disease. 
Asyrrlploma~ic cases may accidentally be discovered while examining blood smears for 
malaria. Cases with elephantiasis are rare. Over the past decade, health authorities identified 
15 LF cases, half of which were expatriates, mostly from India. A key informants survey was 
carried out in 2002. Twenty-three of 640 sheikhs and 21 of 930 doctors included in the survey 
reported seeing cases of elephantiasis or hydrocele, mostly in Dhofar and South Batinah. 
Although the source (expatriates from endemic countries with microfilaraernia in blood) and 
vector mosquitoes are present in Oman, the transmission potential appears to be minimal. To 
further verify the LF situation, many quality assurance surveys were conducted among school 
students ( 1  7-1 R years of age) Health workers of mobile teams were trained on performing the 
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ICT card test. Other participating medical personnel were informed about the work and 

advocacy campaigns were carried out in schools among examined students. In 2004, LQAS 
surveys were carried out in six districts (wilayat) suspected with LF. A total of 2804 students 
(2012 in Suuth Batinah and 792 in Dliofu legiu~i) WGI-c cxa~~iirlccl and no single ICT card test 
was found positive. 

Following a brief discussion on technical issues, the group accepted the presented data. 
In this context, it was agreed that although sporadic LF cases were reported over the past 
decade, it is unlikely that active disease transmission occurs in Oman. It was recommended 
for the health authorities to conduct surveillance on LF among expatriate communities. 

4.3 Sudan 
Dr Nabil Aziz 

Information from different studies indicated that all 26 statcs in Sudan could be 

considered suspected LF endemic areas. In 2001, a national LF task force was established and 
will be reformed soon under the leadership of the State Minister of Health. The locaIity 
(mahaleya) was designated as the implementation unit (IU); however, this was recently 
(2004) changed to the administrative unit (AU) (el wehda el edaria), equivalent to the 
subdistrict. Lack of security is a constraint in certain areas. A long rainy season (April- 
November) is a climatic limitation factor to be considered in southern Sudan. Nevertheless, 
the programme targeted accessible suspected LF endemic areas for mapping activities. These 
included training of medical officers, health workers and laboratory assistance on performing 
ICT cards and rapid LF assessment by key informants and lot quality assurance sampling 
(LQAS) surveys with ICT cards. In 2003, mapping of LF started in five states (Sinnar, Blue 
Nile, White Nile, Bahr Elgebel and Bahr Eghazal) and IUs eligible for MDA were identified 
in four states. None of the four AUs surveyed in Bahr Elghazal state was eligible for MDA. 

The standardized method for lapid mappiug of barlclultiarl rilariasis in Africa, based on 
the HealthMapper software package, is now requested for LF mapping in Sudan. In December 
(2004) the programme received 4800 ICT cards. Currently, teams are working on LF mapping 
In two states (East Equatona and Bahr Elgabel). LF mapping will be continued in 3 states 
previously surveyed by the LQAS method and in 3 new states. The plan of action for 2005 
also calls for piIot MDA programme to be implemented in two different IUs in the Blue Nile 
state. 

During discussions, the group expressed strong belief that Sudan has the greatest 1.F 
problem in the Region. There was a long discussion on how to choose and designate the 
appropriate IU for MDA. There are 615 AU in 134 localities in the 26 states of Sudan. 
Presented data imply that almost all the states could be suspected for LF cndcmicity. 
Therefore, the Iocality level may be more manageable as KJ than the AU, considering the cost 
for the surveys and allocation of resources for future MDA. The programme infrastructure as 
we11 as efficiency of its management should be considered in the designation of the KJ. For 
instance, some transportation facilities (vehicles, motor boats, etc.) are controlled at the state 
level, but others at the locality level. The need for pilot MDA in two different Ws in the Blue 
Nile state was a matter of debate. WhiIe some members, including Dr Aziz, find it an essential 



WHO-EM/CTn/037/E 
Page 5 

step for logistic and management reasons, othcr argucd that other participating Africa11 
countries went directly to a nationwide programme, therefore, MDA in Sudan should follow 
the same approach. 

4.4 Yemen 
Dr Abdul Samad Al-Kubati 

Mapping activities started in Yemen in 2000 and finished in 2003. The data are stored 
on Excel files and ready to be put on HealthMapper or other geographic information system 
(GIS) software. The programme uses the subdistrict (azla) level as the IU. At risk population 
is estimated to be about 110 000 people. Three MDA (ivermectin and albendazole) rounds 
were implemented during 2002-2004, and the reported overall coverage rate was about 80% 
of the at risk population. No serious side effects of drugs were reported. In 2003, 
microfilaraemia prevalence rates were assessed in sentinel sites (2 villagesLU) and all were 
negative except 2 sites in Socotra Island, which had 2% and 0.2% microfilaraemia prevalence 
rates. In the same year, spot coverage surveys indicated that 90%-99% people ingested the 
drugs. Difficulties facing the MDA programme include population migration, difficult roads, 
scattered ~naccessible houses and low motivation and cooperation of local health staff. Some 
people are reluctant to take the medicine because of their fear of side effects. The programme 
checked and documented the de-worming effect of MDA on the prevalence of intestinal 
helminths 20 days and 6 months after treatment. For instance, Ascaris lurnbricoides decreased 
from 62.5% before treatment to 2.8% in 20 days after MDA and then increased to 13.2% 6 
months after MDA. Ectoparasite infections (head l ice and scabies) also decreased following 
MDA. 

A total of 361 lymphoedema cases were rccordcd in all areas of Yemen during 2000- 

2004. Eleven courses for training of 234 health workers at central and peripheral levels were 
arranged. Health education materials for drug distributors as well as pamphlets and posters 
needed for social mobilization were produced with financial support from EMKU. Lack of 
national financial support is a challenge. LF is of low priority compared to malaria and 
leprosy. The species of the vector that transmit microfilariae has not yet been determined. 
Knowing the vector will be important for estimating the areas with the risk of infection. 

The overall target of the LF programme in Yemen is interruption of W transmission by 
2010. In 2005, it is planned to carry out LQAS surveys using ICT cards in ten subdistricts 
considered as LF-free "green" areas. Training, socia1 mobilization and MDA activities in 12 
IUs will be carried out as done hefore. Surveillance and monitoring of the programme by MF 
survey and assessment of MDA coverage rates will be continued as in previous years. The 
process of notification, registration and management of lymphoedema cases will be 
maintained in all clinics of the leprosy programme. 111 this I-ega~d, tht: programme needs to 
send 1-2 nurses to international workshops on disability management. Vector control will be 
arranged in cooperation with the malaria programme. 
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5. RECOMMENDATIONS 

General 

1. The deadline will be 20 January 2005 for all project managers to submit modified plans 
of actions. Material on fundraising (kit and other stuff) should be made available to 
programme managers. WHO will examine the possibility of arranging a workshop (one 
day) on fundraising. 

2. The following plans should be prepared by the national programme: 

A plan for mapping villages with uncertain LF situation (estimated to be about 70 
villages). 

A plan for the assessment of drug coverage during the fifth round of MDA. This should 
be c;.ded out independently and as soon as possible. 

A plan to evaluate the status of the 161 villages completed 5 rounds of MDA. 
Evaluation of sentinel sites by thick smears should be carried out to decide on including 
villages with residual microfilaraernia. 

A plan for registration of chronic clinical cases and provision of access to case 
management. 

Sudan 

3. Mapping activitics during 2005 should be colltillued as plariried using the administrative 
unit as the implementation unit. However, the programme should prepare and submit a 
comprehensive plan for the whole country. The plan should indicate the implementation 
unit for the MDA (preferably the locality), arranged in a phased manner and incIude 
scaling up of the scheme and source of funds. Once the overall plan is agreed upon, the 
number ICT cards needed should be calculated and provided in a phased manner as 
planned. 

Yemen 

4. Data on LF mapping should be presented on HealthMapper software. The programme in 
Yemen should be evaluated by a non-Ministry of Public Health and Population team 

from a university or other similar institution. 



WHO-EM./CTD/037/E 
Page 7 

Annex 1 

AGENDA 

1. Opening session 

2. Regional situation 

3. Update on global activities on lymphatic filariasis elimination 

4. Review of annual reports from Egypt, Oman, Sudan and Yemen 

5. Challenges and solutions in implementation of the national programmes 

6.  Concl~~sions and recommendations 

7. Closing session 
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Annex 2 

PROGRAMME 

Monday, 20 December 2005 

08:3049:00 Registration 

09:0049:30 Opening session 
Opening remarks by DCD, WHO/EMRO 
Introduction of participants 
Adoption of agenda and programme of work 

09:30-10:OO Overview of regional situation. 

10:00-11:OO Update on global activities on lymphatic filariasis elirnination 

11;OO-11.30 A~iliual Rcporl from Egypt and discussion 

11:30-12:OO Annual report from Oman and Qscussion. 

12:OO-14:OO Annual report from Sudan and discussion 

14:OO-15:OO Annual report from Yemen and discussion 

15:OO-16:OO Plans nf action for 2005 

16:OO-16:30 Conclusions and recommendations 

16:30-17:OO Closing session 
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Federal Ministry of Health 
Khartoum 
SUDAN 

Dr Maged El-Setouhy 
Member of the RPRG 
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Ain Shams University 
Cairo 
EGYPT 

Dr KamaI El Din Hussein 
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Ministry of Health and Population 
Cairo 
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Ain Shams University 
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EGYPT 
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Vaccine Director 

Dr El Sayed A. Abou Shady 
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