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Executive summary 

Kala-azar is a disease of immense public health importance in Bangladesh, 
India and Nepal.  It mostly affects the poorest population groups among 
marginalized communities living primarily in rural areas. About 150 million 
people are at risk of kala-azar in approximately 109 districts in the three 
endemic countries. Elimination of kala-azar in countries of South-East Asia 
(SEA) is feasible because of its unique epidemiological features: (a) human 
beings are the only reservoir (b) there is only one vector species, which is 
amenable to control and (c) the limited geographical distribution of the 
disease. With the availability of new diagnostic tools and effective 
medicines, political commitment at the highest level in the endemic 
countries (MoU signed by Health Ministers of the three endemic countries) 
and the encouraging experience of collateral benefits of the malaria control 
programme, elimination of kala-azar in the Region has become achievable. 
Elimination of kala-azar will promote equity and poverty reduction, and 
lead to socioeconomic development of targeted areas and strengthen the 
capacity of the health system. 

The third meeting of the Regional Technical Advisory Group (RTAG) 
jointly organized by WHO/SEARO and ICDDR, B was held in Dhaka, 
Bangladesh from 8 to 11 December 2009. The meeting was held to review 
the progress and achievements of the kala-azar elimination programme, to 
assess the implementation of national plans of action, discuss developments 
in technology for incorporation in the elimination programme and make 
recommendations to the Regional Director. The meeting was attended by 
members of RTAG, experts, programme managers, WHO staff from HQ, 
the Regional Office, from TDR as well as from the WHO country offices in 
Bangladesh and Nepal. 
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1. Opening session 

Dr A.P.Dash, Regional Adviser, Vector-borne diseases, Department of 
Communicable Diseases, WHO/SEARO, welcomed the RTAG members 
and other participants on behalf of the Regional Director. Dr Duangvadee 
Sungkhobol, WHO Representative to Bangladesh delivered inaugural 
address on behalf of the Regional Director, Dr Samlee Plianbangchang. 

In his message, the Regional Director said that Kala-azar (or visceral 
leishmaniasis), is predominantly a disease of the poorest of the poor which, 
if not treated, can kill. An estimated 147 million people in 109 districts in 
Bangladesh, India and Nepal are at risk. The disease also affects the 
socioeconomic development in affected areas.  Efforts to control kala-azar 
have been hampered in the past due to inadequate resources; difficulties in 
diagnosis; treatment with injectable drugs that are often toxic; high costs of 
vector control; the wide gap between the reported and estimated cases; 
and poverty. 

 However, kala-azar can be eliminated in the South-East Asia Region 
because the disease is transmitted only through humans and there is no 
vertebrate host. The sandfly, Phlebotomus argentipes, is the only vector 
responsible for transmission of the disease in the Region. There is historical 
evidence of near-elimination of the disease as a collateral benefit of indoor 
residual spraying used in the malaria control/eradication programme. The 
vector continues to be sensitive to available insecticides such as DDT and 
pyrethroids. The tools are available to make elimination of kala-azar 
possible. A simple screening test, ‘rk39’, is available for the diagnosis of 
kala-azar and an effective oral drug – miltefosine - has been registered in 
endemic countries. Other drugs such as injectable paromomycin and 
AmBisome are also available. The disease is limited in its geographical 
distribution to only 109 districts and, therefore, focused efforts can be 
mounted for its elimination. 

However, there is a need for sustained political will, commitment of 
resources, development of capacity and stronger surveillance. For effective 
implementation and expansion of elimination efforts, a roadmap is needed, 
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and the progress needs to be monitored carefully. The Regional Director 
stressed that Kala-azar should be eliminated as soon as possible since any 
delay can have serious consequences. Co-infection involving kala-azar and 
HIV has led to the emergence of a new entity, visceral leishmaniasis-HIV co 
infection, which can spell devastation in the affected population including 
migrants, refugees, sex workers, truck drivers and injecting drug users. The 
escalating price of insecticides and the emergence of insecticide resistance 
are likely to impede elimination efforts seriously. While effective drugs are 
available, the emergence of drug resistance can also become a constraint in 
elimination of the disease. An increase in the pool of cases of post-kala-azar 
dermal leishmaniasis (PKDL) can offset the elimination efforts through 
continued transmission of the disease. Significant advances have been 
made in the elimination activity particularly in India. Bangladesh and Nepal 
will have to scale up the elimination programme to reach the target by 
2015. 

The Regional Technical Advisory Group met in India in December 
2004 and in Nepal in November 2006. It made recommendations and gave 
a strategic direction to the proposed elimination programme. The five 
strategic elements for elimination of kala-azar are (i) early diagnosis and 
complete treatment; (ii) integrated vector management including indoor 
residual spray; (iii) effective disease surveillance; (iv) social mobilization and 
building partnerships; and (v) operational research. We have highest level 
of political commitment for elimination of kala-azar in the Region, as 
testified by the Health Ministers of Bangladesh, India and Nepal signing a 
Memorandum of Understanding to enhance intercountry cooperation and 
cross-border collaboration, during the World Health Assembly in May 
2005. This indeed was a milestone. The commitment of international 
partners was articulated at the partners’ consultation held at Behror, 
Rajasthan, India, in August 2005. This consultation and an intercountry 
meeting of programme managers, held at the same venue in September 
2005, adopted the regional strategic framework, and prepared a roadmap 
for implementation of the elimination strategy. Research is being pursued 
vigorously to complement the programme efforts. The WHO Special 
Programme on Research and Training in Tropical Diseases (TDR) is 
supporting countries in carrying out implementation research. Meanwhile, 
the search for effective drugs and personal protection measures continues. 

The World Bank is supporting the elimination of kala-azar in India as 
part of its vector-borne disease control project.  “Many partners have joined 
in the efforts to eliminate kala-azar, and I am glad that some are 



Regional Technical Advisory Group on Kala-azar Elimination 

Page 3 

represented here today. I would like to reiterate WHO’s commitment to 
support the three Member States in our Region in their quest for kala-azar 
elimination. We will continue to build partnerships and mobilize the 
additional resources required in the elimination efforts. The elimination of 
kala-azar has been intensified in 12 districts and it is proposed to accelerate 
efforts in the other affected districts in Bangladesh, India and Nepal. A 
roadmap has been prepared. Efforts are also being made to procure 
miltefosine and ‘rk39’ in Bangladesh and Nepal. A meeting to follow-up on 
programme implementation was held during the Fifty-ninth session of the 
Regional Committee for South-East Asia on 23 August 2006 in Dhaka, 
Bangladesh, which demonstrated the strong political commitment for kala-
azar elimination.  This meeting was chaired by the Health Minister of 
Bangladesh and attended by delegates from Bangladesh, India and Nepal as 
well as development partners. The meeting recommended that progress in 
the elimination programme be reviewed regularly”, the Regional Director 
said. 

“I hope that partners will provide their wholehearted financial support 
and technical guidance to help achieve elimination of kala-azar. I am very 
happy that in this meeting besides the RTAG members, programme 
managers, partners and WHO staff are well represented. This meeting 
provides a forum for reviewing the progress towards elimination, 
exchanging information, and making recommendations on the way 
forward, based on the lessons learnt. I also hope that the meeting would 
help to further strengthen partnerships. I look forward to inputs from 
research that will help to further refine the operational plans”, the Regional 
Director added. 

The Secretary of Health and Population and Director-General of 
Health Services, Government of Bangladesh welcomed the participants and 
thanked WHO/SEARO for hosting the Third RTAG meeting in Dhaka,  and 
assured all support to the kala-azar elimination programme in Bangladesh.  
A list of participants is given in Annex1. 

2. Objectives 

The objectives of the meeting were: 

(1) To review the progress and achievements of the kala-azar 
elimination programme and implementation of the 
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recommendations of the Second Regional Technical Advisory 
Group Meeting on Kala-azar; 

(2) To assess implementation of the national plans of action of 
Bangladesh, India and Nepal for elimination of kala-azar, and to 
recommend appropriate strategies for additional improvements; 

(3) To discuss other technical issues related to the developments in 
new technology and recommend them for including in the 
programme; 

(4) To review progress on programme implementation in pilot 
districts and discuss future plans; and 

(5) To develop recommendations for consideration by 
WHO/SEARO. 

Prof N.K.Ganguly was elected as chairman, Dr C.P. Thakur as co-
chairman and 

Dr Suman Rijal was nominated as the Rappoteur of the meeting. 

The programme for the meeting is given in Annex 2. 

3. An update of the global and regional kala-azar 
situation 

Leishmaniasis occurs in 88 countries across five continents with 66% of 
cases of kala-azar (Visceral Leishmaniasis) occur in this Region in affected 
countries - Bangladesh, India and Nepal. The disease is prevalent in 109 
districts in these three countries. Disease incidence trends appear to be 
declining, though interpretation is difficult given the changes in the 
detection and reporting system. The underreporting ratio has declined e.g. 
from 8:1 (unreported to reported cases) in 2001 to 5.4: 1 in 2008. The 
coverage of detection and treatment and vector control activities by 
district/upazilla are not very clear. The distribution of disease is highly 
clustered, and the concept of ‘population at risk’ is ill-defined. 
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4. Technical update 

4.1 Diagnosis and treatment 

Increasing access to care is a major challenge in VL case management.  The 
only available rapid diagnostic test (RDT) which is suitable for field 
application rk39 dipstick, has been adopted as a diagnostic test for the VL 
elimination initiative. However, it has limitations as it is not useful to 
diagnose relapse and assess cure. The high prevalence of antibodies in the 
endemic population can affect the specificity of the serological tests.  
Additional molecular diagnostic tests need to be further evaluated, 
standardized, and simplified before they can be used in the field. Many 
brands of RDT are currently available but only two have been scientifically 
validated in the sub-continent:  Kala-azar detect TM, Inbios, Seattle, USA 
and IT-Leish, Diamed. As accurate diagnosis is crucial before starting 
treatment, there is a need to have a quality assurance system for the 
diagnostic tests within the programme. There is also a need for 
epidemiological surveillance tools including for drug resistance at reference 
centres and the newer technologies should be exploited for this. 

Single-dose liposomal amphotericin B (AmBisome) 10 mg/kg is 
currently the best option for first-line treatment in the VL elimination 
initiative given its high efficacy, safety and ease of use. A recent 
recommendation in that sense was made by a consultative expert group 
convened by WHO Geneva, based on a pivotal non-inferiority study 
conducted in India. Price negotiations by WHO have led to substantial 
price reductions. There is evidence on the feasibility of use of liposomal 
amphotericin B at the district level by an MSF project in Vaishali district, 
India, but its feasibility in the public health service should be demonstrated 
at PHC/district/upazilla level. Demonstration projects for the use of single 
dose liposomal amphotericin B at the PHC level should start in the three 
affected countries. Centres of excellence and medical colleges in the 
Region are encouraged to adopt the regimen. 

The group also agreed that combination regimens are the best way to 
protect individual drugs from resistance in the long term. In the short term it 
is now very important that the drugs included in this regimen get registered 
in the three affected countries, so that combination therapy can be adopted 
in the policy as soon as the results of the trials become available. 
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The committee took note that three regimens for combination therapy 
are currently evaluated: liposomal amphotericin B/paromomycin, liposomal 
amphotericin B/miltefosine; Paromomycin/Miltefosine. The result of a 
Phase 3 trial ex expected to be available by 2010. A demonstration study to 
document feasibility and socio-economic outcomes will start immediately 
afterwards; results are expected early in 2012. 

Miltefosine was recommended at the previous RTAG meetings as the 
first-line drug for the treatment of VL, and is currently being deployed in the 
VL elimination initiative in the three countries.  However, it has drawbacks 
given compliance issues, contra-indications in pregnancy and in women of 
childbearing age unless they use contraception. It is also feared that the 
parasite may develop resistance to miltefosine since it has a long half-life. 
Also, a number of serious adverse events have been observed. 

The results of paromomycin trials were discussed, showing high 
efficacy and safety at low cost. It has particular advantages in special 
situations as in pregnancy and in childbearing-age women. The drug is 
produced by an Indian company and has already been registered in India. 
However, there are concerns about possible development of resistance. It 
should have a place as a companion drug in combinations and as a second-
line treatment.  In the transition phase to combination therapy, it is 
definitely a better choice than SSG and miltefosine (in pregnancy and in 
females of childbearing age unless they use contraception), if single-dose 
liposomal amphotericin B is not possible. Nutritional deficiencies could 
affect treatment effectiveness and nutritional rehabilitation of VL patients is 
important. 

PKDL is an important reservoir for VL and its treatment is an important 
public health measure to control kala-azar. Current SSG use seems to lead 
to high incidence of PKDL. Management of PKDL cases is a challenge for 
the programme as they do not normally present to the health services, 
confirmation of diagnosis is difficult and treatment is complex and not 
standardized. Microscopy for demonstration of LD bodies from skin lesions 
has low sensitivity. 

4.2 Vector control 

Concepts of integrated vector management were presented, as well as a 
review of current knowledge on vector behaviour. The results of the 
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WHO/TDR studies on IRS show that the quality of IRS operations in India 
and Nepal need to be improved. 

The role of LN was reviewed. With respect to entomological 
outcomes, the efficacy of LN on reduction of vector density was shown in a 
WHO/TDR study and 25% reduction in vector density was also shown in 
the KALANET community based trial.  With respect to clinical outcomes, a 
recent review of five observational risk factor studies showed that bed-net 
use was a protective factor against kala-azar in three studies but showed no 
significant effect in two others. Net condition, frequency of use and 
effectiveness of insecticide impregnation may affect the degree of 
protection of nets. 

Results of the KALANET community intervention trial conducted 
between 2006-2008 in India and Nepal show no evidence of a protective 
effect of long-lasting Insecticide treated Net (LN) on leishmania infection 
nor kala-azar, though there was significant protection against malaria. 
Notwithstanding a 100% coverage with LN in the intervention clusters, and 
a very high percentage of use of nets in all seasons (90%), the incidence of 
VL in the intervention clusters continued at 2 per 1000 per year and was 
not different from the control clusters. The explanation for this lack of effect 
is most likely due to (1) human behaviour (e.g. adults not going to sleep 
before 9 PM), (2) Vector behaviour (sandflies pushed out to cattle sheds, 
extra-domiciliary transmission). It should be noted that a very high 
percentage of families in control clusters used untreated nets, which may 
have protected them. These findings lead to a complex message: LNs 
should be used as a tool in IVM as they protect the population against 
malaria, but the VL elimination initiative should invest in other vector 
control tools as a 25% reduction in sandfly density seems not enough to 
have an impact on disease outcome. IRS is currently the best available 
option for sandfly control and should be reinforced in each country. Its 
implementation needs to be harmonized. More studies are needed on 
vector behaviour and innovative vector control tools. 

4.3 Supportive strategies 

The three main strategies for elimination of kala-azar include vector control, 
early diagnosis and complete treatment and revamped surveillance.  
Effective implementation of these strategies requires application supportive 
strategies which include: (1) Sustained political commitment at national and 
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local level as an integral part of the national development plan and 
provision of the required resources determined on the basis of evidence 
and identification of resource; (2) Partnerships within the health sector and 
with other sectors including the private and the corporate sectors as a part 
of healthy public policy; (3) Capacity development with a focus on men, 
material and money. Development of a single manual to be used by all the 
three endemic countries would help to unify the strategic approach 
(4) Monitoring and supportive supervision to track the progress. This should 
include country evaluation for applying corrective measures if required. 
(5) Innovation and operational research to continue to provide the 
evidence base and best practices. This requires networking and a system of 
ongoing exchange of information and improved communication between 
the research and programme units. 

COMBI is a process which blends strategically a variety of 
communication interventions intended to engage individuals and families in 
considering recommended healthy behaviours and to encourage the 
adoption and maintenance of that behaviour. The method effectively 
integrates health education, information - education-communication (IEC), 
community mobilization, consumer communication technologies and 
market research all directed sharply and smartly to specific, precise 
behavioral outcomes in health. Global warming and climate change will 
remain a challenge in the control of vector-born diseases. SEARO has 
developed protocols for studying the impact of climate change in vector-
borne diseases (VBD). 

5. Surveillance, monitoring and evaluation 

The strategies to be considered for revamping surveillance are: (1) sentinel 
surveillance; (2) involvement of partners within the health sector;  
(3) partnerships with private providers who are effective; (4) A system of 
quality control; (5) regular monthly reporting and feedback; and  
(6) introduction of vector surveillance. 

WHO/TDR implementation research has developed a monitoring and 
evaluation toolkit for IRS for vector control operations. This toolkit was 
expanded at a workshop convened in June 2009 in Dhaka to include 
indicators for case detection and treatment operations. Surveillance is not 
so strong in the three affected countries.  
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The three key indicators for the elimination initiative are: 

(1) Detection rate: number of new cases of kala-azar detected per 
year in the district/upazilla/subdistrict over the total population in 
the same area. 

(2) Treatment completion rate: percentage of cases of kala-azar 
who completed a full course of first-line drugs. 

(3) Coverage rate of vector control: percentage of households (and 
cattle sheds) protected/all households at risk. 

6. Socio-economic impact of kala-azar 

The poorest of the poor who are maximally affected by the disease sink 
deeper into poverty following an attack of kala-azar. 

Environmental manipulation and management may be an important 
intervention for kala-azar.  It is most likely to occur where people live in 
mixed dwellings or in houses with a cattle shed. The strategy for elimination 
of kala-azar should focus on behaviour change and Intersectoral 
coordination aimed at improving the socio-economic status of the poorest 
of the poor in the community. 

Kala-azar elimination in the affected areas should be considered as a 
poverty alleviation programme and included as an integral part of the 
Millennium Development Goals. 

7. Research on kala-azar 

Research on Kala-azar has made tremendous progress in improving 
treatment including clinical trials of paromomycin, lipid amphotericin B, 
combination therapy and miltefosine 8 weeks vs. 12 weeks for PKDL.  
However, every drug has a limited lifespan which can be enhanced through 
risk assessment and risk minimization.  It is important to include in the 
SOPs the correct use of drugs and drug resistance.  All adverse reactions 
should be recorded and reported by making pharmacovigilance an integral 
part of surveillance. WHO/TDR has developed a document on how to carry 
out pharmacovigilance of miltefosine and use it at the field level. This 
would help to generate the required data and reduce the expenses on 
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research. These measures would help in containing the problem of drug 
resistance. There should be an ongoing dialogue between the producer, the 
government and other interested partners in this regard. 

Active case detection can identify three times more cases than passive 
case detection methods. The camp approach is the most cost-effective 
method for detection of the maximum number of cases. Vector control 
toolkits have been developed to monitor the progress and quality of indoor 
residual spray (IRS). 

8. Cross-border collaboration 

Cross-border collaboration is an important and challenging issue in the 
elimination of kala-azar. The mandate for cross-border collaboration is 
provided by the MoU signed by the three countries. Nearly 50% of the 
problem of kala-azar is in the districts located on the international borders. 
The porous international border between India and Nepal accentuate the 
problem through uninhibited population movement and migration. Regular 
exchange of information at the local level, institutional networking for 
capacity development and use of similar protocols for diagnosis and 
treatment and synchronization of prevention efforts can contribute 
significantly to the elimination efforts. This would enhance the spirit of 
solidarity and cooperation in the three countries. The operational plan 
should include cross-border collaboration and its implementation needs to 
be monitored. Action at the district level is particularly important. Cross-
border collaboration and its implementation should be given top priority. 

9. Recommendations 
Ø Countries are encouraged to present results on disease incidence 

according to the elimination target by year and by 
district/upazilla. Data on treatment coverage and vector control 
coverage should be presented in a similar way. Countries are 
also encouraged to develop operational plans at the district level 
in relation to the epidemiological situation. 

Ø WHO should convene an epidemiological consultative group to 
better define the population at risk and the burden of disease, as 
well as surveillance methods. 
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Ø The role of infected asymptomatic individuals in transmission 
should be investigated. 

Ø RTAG has adopted rk39 based RDT for the VL elimination 
initiative. Only validated kits should be used in the programme. 
Based on the available evidence and evaluation, two kits can be 
recommended: (i) Kala-azar detect TM, Inbios, Seattle, USA and 
(ii) IT Leish, Diamed. Other brands can be considered as soon as 
satisfactory results of the quality evaluation network set up by 
WHO/TDR become available. 

Ø WHO/SEARO should ensure availability of rK39 kits at an 
affordable price. Countries can obtain rK39 kits at low cost 
through the WHO bulk purchasing system. 

Ø Research and development of RDTs for diagnosis of acute 
disease/test of cure based on antigen detection should be 
undertaken. 

Ø Methods and tools for surveillance are required, specifically 
alternatives for the Leishmanin Skin Test. The use of 
(quantitative) molecular diagnostics should be further explored 
through research. 

Ø Markers for PKDL should be developed. 

Ø The current evidence shows that single dose 10 mg/kg liposomal 
amphotericin B is the best available option for treating VL in the 
elimination initiative. A demonstration study should start as soon 
as possible to show feasibility at the PHC/upazilla level in at least 
one or more district in each country, with the support of 
WHO/TDR and centres of excellence for kala-azar research/ 
medical colleges in the countries. WHO and partners should 
assist the countries with fundraising and deployment of this 
regimen. 

Ø RTAG encourages the countries to adopt combination therapy as 
drug policy as soon as the results are available and to register the 
companion drugs for combination use. In the transition phase 
countries should have stricter control for the use of miltefosine 
including enhancing the compliance. An alternative therapy for 
miltefosine is required in women of childbearing age and those 
with contra-indications (e.g. pregnancy). As and when feasible, 
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use the best clinical option: liposomal amphotericin B or 
paromomycin. 

Ø Each country should develop a model for case finding and 
treatment at different levels of health care. 

Ø More data on compliance and pharmacovigilance need to be 
generated in individual countries. Monitoring of drug resistance 
should be implemented by centres of excellence in the Region. 

Ø Drug discovery for new VL compounds is encouraged. 

Ø PKDL detection should be by active case finding and the 
programme should earmark separate budgets for active 
surveillance of PKDL. 

Ø PKDL cases should be given long-lasting insecticide treated bed-
nets. 

Ø WHO/SEARO should set up an ad hoc consultative group to 
develop guidelines for the treatment of PKDL. 

Ø Research areas: 

 The efficacy of current regimens on PKDL should be 
documented. Longitudinal studies after VL treatment are 
encouraged. 

 To undertake clinical trials to develop shorter and safer 
treatment regimens for PKDL. 

 To develop better diagnostic tools for PKDL including the 
role of molecular tools. 

 To explore the usefulness of immunotherapy in PKDL. 

 To study the relative infectivity to sandfly from PKDL and 
asymptomatic infected persons. 

 To find out the duration of infectiousness in a PKDL patient 
during treatment. 

Ø Indoor Residual Spray. 
 The countries are urged to adopt a uniform insecticide policy 

for IRS within the region. 
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 IRS activities should be reinforced in each country with strict 
quality control. The monitoring toolkit developed by 
WHO/TDR should be adopted for this purpose. 

 IRS calendars of countries need synchronization for more 
cross-border effectiveness. 

Ø LN. More evidence on LN is needed. 

Ø Research and development on innovative vector control tools is 
needed. The impact on disease outcomes should be 
demonstrated. 

Ø The vector control measures should be part of the public health 
strategies in the countries and this policy should include a sound 
insecticide management policy. 

Ø Partnership with NGOs and government agencies for community 
mobilization should be built. 

Ø The role of gender in VL should be addressed. 

Ø The link between spread of VBD and climate change should be 
stressed. 

Ø National plans should be developed based on detailed 
assessment of disease burden and priorities, including an 
economic evaluation of VL and its elimination. Control strategies 
should be evidence-based. Multi-sectoral collaboration, and 
specifically involvement of social sciences, is required. 

Ø A national kala-azar elimination coordination committee should 
be created in each country to better coordinate activities. 

Ø RTAG should meet annually basis to review progress. 

Ø The target population of the VL elimination initiative should be 
better defined in each country. 

Ø RTAG endorses the monitoring and evaluation toolkit developed 
by WHO/TDR, and asks for its rapid distribution to all district 
program managers. 

Ø RTAG recommends that the three key indicators (detection rate, 
treatment completion rate and household coverage for vector 
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control) should be mainstreamed in all review exercises at 
country and regional level. 

Ø A mechanism for independent review of progress towards the 
target of elimination at country and regional level should be 
created and its results will be assessed by RTAG. 

Ø WHO should create a committee for certification of elimination. 

10. Concluding session 

The conclusions and recommendations were presented, discussed and 
accepted. In his concluding remarks, the chairman of the meeting, Dr N.K. 
Ganguly, expressed his satisfaction that the RTAG could capture all the 
developments and progress made in the implementation programme and 
the constraints faced by the programme in the three countries. Since the 
political will is strong, it should be possible to enhance the cross-border 
collaboration. WHO will continue to provide technical support for the kala-
azar elimination programme in the Region. Everything possible should be 
done to achieve the target of elimination by 2010. 



Regional Technical Advisory Group on Kala-azar Elimination 

Page 15 

Annex 1 

List of participants 

RTAG Member 

Dr Thomas Paul Kanyok 
Senior Program Officer 
Bill & Melinda Gates Foundation 
2720, 3rd Ave # 903 
Seatle, Washington, 98121, USA 
Phone: 001-206-604-8303 
E-mail: 
thomas.kanyok@gatesfoundation.org 

Dr Chandreshwar Prasad Thakur 
Member of Parliament 
Balaji Uttan Sansthan 
Fraser Road, Patna-800001 
Bihar, India 
Phone: 0091-612-2221797; 
            0091-612-2239423 
E-mail: cpthakur1@rediffmail.com 

Dr Manas Kumar Banerjee 
Ex-Director 
Epidemiology & Disease Control 
Department of Health Sciences 
Ministry of Health & Population 
(MoH&P) 
Swawalambi Marg, 115 
Purano Sinamangal-35 
Kathmandu, Nepal 
Phone: 00977-1-4998401;  
Mobile: 9841282932 
E-mail: banerjeemanas@gmail.com 

Dr Chitra Kumar Gurung 
Head and Professor 
Department of Community Medicine 
and Family Health 
Institute of Medicine Tribhuvan 
University 
Maharajganj 
Kathmandu, Nepal 
Phone: 09771-4424860 
Mobile: +977-9851092574 
E-mail: ckgurung@yahoo.com 

Dr Mahmudur Rahman 
Director 
Institute of Epidemiology, Disease Control & Research 
(IEDCR) 
Mohakhali 
Dhaka-1212 
Bangladesh  
Tel: +880-2-9898796; 9898691 
Fax: +880-2-8821237 
Mobile: +880-1711595139 
E-mail:mrahman@citechco.net;     
            rahman57@hotmail.com 

Dr Sushil Ranjan Howlader 
Professor and Director 
Institute of Health Economics 
31/D, Isha Khan Road 
University of Dhaka 
Dhaka-1000 
Bangladesh 
Phone: 0880-9660880 
E-mail: srh.ihedu@gmail.com 

Dr Nand Lal Kalra 
Ex-Deputy Director 
Entomology Directorate of Vector Borne Disease 
A-38, Swasthya Vihar 
Vikas Marg 
Delhi-110092 
Phone: +91-1122509210 
Mobile: 9873413336 

Dr N.K. Ganguly 
Professor of Biotechnology 
National Institute of Immunology 
Aruna Asaf Ali Marg 
New Delhi-110016 
Tel. No.: 26742125, 26742626 
E-mail: nkganguly@nii.ac.in 



Report of the Third Meeting  

Page 16 

Special invitee and experts 

Dr Suman Rijal 
Professor 
B.P. Koirala Institute of Health 
Sciences 
Department of Internal Medicine 
Ghopa, Dharan 
Nepal 
Phone: 00977-25-531254 
            00977-25-531253 
E-mail: sumanrijal2@yahoo.com 

Dr Prabhat Kumar Sinha 
Deputy Director & Head of 
Department Clinical Medicine 
Rajendra Memorial Research Institute 
of Medical Sciences 
Agamkuan, Patna-800007 
Phone: 0091-612-2635456 
            0091-612-2635456 
Mobile: 0091-9431017130 
E-mail:pksinha18@yahoo.com 
           pksinha18@gmail.com 

Dr Philippe Desjeux 
Managing Director 
Institute of OneWorld Health (iOWH) 
899 We Lean De Gingiu, 01220 
Divonne 
France 
Phone: 0033-673529944; 0033-
450204461 
E-mail: pdesjeux@oneworldhealth.org 

Dr Pradeep Das 
Director 
Rajendra Memorial Research Institute 
of Medical Sciences (RMRIMS) 
RMRIMS Campus 
E2, Agan Khan 
Patna-800007, Bihar, India 
Phone: 00612-2631565; 00612-
2634379 
Mobile: 009431012380 
E-mail: drpradeep.das@gmail.com 

 

National Professional Officer/consultant 

Dr Ziauddin Ahmad 
National Consultant (Kala-azar) 
World Health Organization 
House # 32, Road # 8, Block-E,  
Niketan, Gulshan, Dhaka-1212 
Bangladesh 
Phone: 00880-1726805555 
E-mail: zahmad@bangala.net 

Dr Dinesh Mondal 
Associate Scientist 
International Centre For Diarrhoeal Disease Research, 
Bangladesh (ICDDR,B) 
Parasitology Unit 
Laboratory Sciences Division 
ICDDR,B 
Mohakhali 
Dhaka-1212 
Phone: (+88 02) 8860523-32, 8822467 
Fax: (+88 02) 8819133, 8823116 
E-mail: din63d@icddrb.org 

Dr Marleen Boelaert 
Professor 
Institute of Tropical Medicine  
Nationalestraat 155, B-2000 
Antwerp, Belgium 
Phone: 3232476283 
E-mail: mboelaert@itg.be 

Dr Farrokh Modabber 
Professor & Senior Project Manager 
Drugs for Neglected Diseases Initiative (DNDi) and 
LSHTM 
London, 20, Chemin Louis Dunant 
Geneva 
Switzerland, CH 1202 
Phone: 00-41229069258; 41229069231  
Mobile: 0041798154318 
E-mail: fmodabber@dndi.org 

Dr Shyam Sundar 
Professor of Medicine 
Institute of Medical Sciences 
Banaras Hindu University 
6, S.K. Gupta Nagar 
Varanasi-221005 
Phone: 91-542-2367795 
E-mail: drshyamsundar@hotmail.com 



Regional Technical Advisory Group on Kala-azar Elimination 

Page 17 

Dr Shushil Pant 
National Professional Officer 
World Health Organization 
UN House, Pulchok 
Lalitpur, Nepal 
Phone: +97715523200; 
97715527756 
E-mail: pants@searo.who.int 

Dr A. Mannan Bangali 
National Professional Officer 
World Health Organization 
House No 12, Road No. 7, 
Dhanmondi Residential Area, Dhaka-
1205 
Bangladesh 
Phone: +8802-8614653; 00-8802-
8613247 
Mobile: +171-4165234 
E-mail: bangalim@searo.who.int 

Director, Disease Control/ 
Programme Manager 

Dr Mia B. Hossain 
Director Disease Control 
Directorate General of Health Services 
of Bangladesh 
DGHS Office 
Mohakhali, Dhaka, Bangladesh 
Phone: +88-02-8816459 
E-
mail:mianbelarjethossain@yahoo.com 

Observers 

Dr Rajshankar Ghosh 
Regional Director 
Institute of OneWorld Health (iOWH) 
C502, UNESCO, 55 IPEX 
Delhi-110092 
Mobile: 0091-9910108819 
E-mail: rghosh@oneworldhealth.org;  
            drrsghosh@gmail.com 

Secretariat (WHO-HQ) 

Dr Greg Matlashewski 
Leishmaniasis Research Program 
Leader 
World Health Organization 
Avenue Appia 20 
1211 Geneva 27 
Switzerland 
Phone: + 41 22 791 21 11 
Fax: + 41 22 791 31 11 
E-mail: matlashewskig@who.int 

Dr Garib Das Thakur 
Director 
Epidemiology & Disease Control Division 
Department of Health Services 
Teku, Kathmandu 
Nepal 
Phone: 009771-4262796; 00977-14262268 
E-mail: thakurgd@gmail.com 
            thakur85@hotmail.com 

Dr A.K. Mohammad Shamsuzzaman Tushar 
Associate Professor (Microbiology) 
Shaheed Suhrawardy Medical College 
Sher-Bangla Nagar 
Dhaka-1208 
Bangladesh 
Phone: 00880-1715566084 
E-mail: stusar_mmc@yahoo.com 
            zaman.tushar@gmail.com 

Dr Jorge Alvar 
World Health Organization 
Avenue Appia 20 
1211 Geneva 27 
Switzerland 
Phone: 41227913870; 41227914777 
E-mail: alvarj@who.int 

Dr Byron Arana 
TDR/WHO 
20, Avenue Appia 
CH-1211, Geneva 27 
Switzerland Geneva 
Switzerland 
E-mail: aranab@who.int 

Secretariat (WHO-SEARO) 

Dr Aditya Prasad Dash 
Regional Adviser (Vector Borne And Neglected 
Tropical Diseases) 
World Health Organization 
WHO House, I.P. Estate,  
Mahatma Gandhi Marg 
I.P. Estate 
New Delhi-110002 
E-mail: dasha@searo.who.int 



Report of the Third Meeting  

Page 18 

Mr Rajib Chowdhury 
TDR Fellow 
World Health Organization 
WHO House  
I.P. Estate 
Mahatma Gandhi Marg 
New Delhi-110014 
Mobile:+9871056617 
E-mail: chowdhury@searo.who.int 
            rajib478@yahoo.com 

Dr Sujit Kumar Bhattacharya 
Medical Officer  
Temporary International Professional  
(Tropical Diseases and Research) 
World Health Organization 
WHO House 
Mahatma Gandhi Marg 
I.P. Estate, New Delhi-110002 
E-mail: bhattacharyas@searo.who.int 

Mr Brijesh Kumar 
Administrative Staff 
World Health Organization 
WHO House  
Mahatma Gandhi Marg, I.P. Estate 
New Delhi-110002 
Mobile: +9811644837 
E-mail: kumarb@searo.who.int 



Regional Technical Advisory Group on Kala-azar Elimination 

Page 19 

Annex 2 

Programme 

Day:1: Date: 8 Dec 09 (Tuesday) 

08.00 – 09.00 Registration  

Agenda I: Opening Session  

RD’s inaugural speech WR-Bangladesh 

Objectives of the Meeting  

Introduction of the participants 

Appointment of the Chairperson and 
Rappoteur 

09.00 – 10.00 

Administrative Announcements  

Dr Sujit K. Bhattacharya 

 Agenda II: Review of Progress and Implementation of the Last 
RTAG 

10.30 – 10.45 Review of progress and 
implementation of recommendations 
of the Last RTAG 

Dr Sujit K. Bhattacharya 

10.45 – 11.00 Discussions  

 Agenda III: Situation of Kala -azar 

11.00 – 11.20 Global Kala-azar situation Dr Jorge Alvar 

11.20 – 11.30 Discussions  

11.30 – 11.50 Kala-azar in the South-East Asia 
Region 

Prof Mahmudur Rahman 

11.50 – 12.00 Discussions  

 Agenda IV: Country situation 

12.00 – 12.40 Bangladesh, India and Nepal  

12.40 – 13.00 Discussions  
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 Agenda V: An update on technical issues 

14.00 – 14.25 Diagnosis: Current advances  Prof Suman Rijal 

14.25 – 14.35 Discussions  

 Treatment: 

14.35 – 15.00 Miltefosine: compliance, 
resistance, adverse effect, 
serious adverse effect, etc.  

Dr PK Sinha 

15.00 – 15.10 Discussions  

15.40 – 16.00 Paromomycin: what role it can 
play in elimination 
programme? 

Dr Philippe Desjeux 

16.00 – 16.20 Discussions  

16.20 – 16.45 Treatment with AmBisome  Prof S Sundar 

16.45 – 16.55 Discussions  

16.55 – 17.40 Recent development in 
combination therapy and their 
possible role in the programme 

Dr Arana Byron/ 
Dr Farrokh Modabber 

17.40 – 17.50 Discussions  

Day:2: Date: 9 Dec 09 (Wednesday) 

 Agenda V: An update on technical issues (continued…) 

08.30 – 08.55 PKDL: diagnosis and treatment, 
challenges   

Prof CP Thakur 

08.55 – 09.05 Discussion  

 Vector control strategies  

09.05 – 09.30 Concept of IVM Prof  AP Dash 

09.30 – 10.00 Evidence based vector control 
options in interrupting KA 
transmission 

Dr Pradeep Das/  
Rajib Chowdhury 
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10.00 – 10.30 How effective are LNs for VL 
vector control? 

Prof M Boelaert 

10.30 – 10.50 Discussion  

 Agenda VI: Supportive Strategies 

11.20 – 11.50 Supportive strategies: Policy 
Support and Advocacy, 
Partnerships, Resource 
mobilization, Institutional 
support, Cross border 
collaboration 

Prof N.K. Ganguly 

11.50 – 12.05 Discussions  

12.05 – 12.35 Community mobilization/ 
COMBI 
For Kala-azar elimination 
programme 

Dr Manas K Banerjee 

12.35 – 12.50 Discussions  

14.00 – 14.30 Monitoring and Evaluation of 
programme elements in the 
elimination strategy 

Dr Sujit K. Bhattacharya/  
Dr Byron Arana  

14.30 – 14.45 Discussions  

 Agenda VII: Research in support of elimination 

14.45 – 15.15 Implementation Research on 
Kala-azar elimination for case 
detection and treatment 

Dr Dinesh Mondal 

15.15 – 15.30 Discussions  

16.00 – 16.25 Point of care: diagnosis and 
treatment 

Prof Greg  Matlashewski  

16.25 – 16.35 Discussion  

16.35 – 17.30 WHO Secretariat Meeting 
(draft recommendation) 
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Day:3: Date: 10 Dec 09 (Thursday) 

 Agenda VIII: Field visit (most endemic district) 

7:00 – 5:00 District: Mymensingh –  

1. Thrishal Upzilla 
Health Complex  

2. Fulbaria Upzilla 
Health Complex 

3. Endemic Village in 
Fulbaria Upzilla 

4. Civil Surgeon of 
Mymensingh district 

All participants 

Day:4: Date: 11 Dec 09 (Friday) 

 Agenda IX: Conclusion and recommendations  

08.30 – 11.30 Drafting of 
Recommendations 

 

11.30 – 12.00 Presentation of Final 
Recommendation 

Rappoteur  

12.00 – 13.00 Discussions  

 Agenda X: Next Steps and Closure 

14.30 – 4.00 Concluding Session  

 



 

 

The Third Meeting of the Regional Technical Advisory Group (RTAG) on 
kala-azar elimination was held on 8-11 December 2009 in Dhaka, 
Bangladesh, to review and discuss the kala-azar situation as well as 
recommend a drug of choice for the Kala-azar Elimination Programme. The 
currently recommended drug miltefosine has been found to have limited 
compliance and has teratogenic effects during pregnancy as suggested by 
experiments on animals.  There were reservations about using the drug for 
the treatment of women of child bearing age. Hence, single dose ambisome 
has been recommended for the Programme after its feasibility was 
demonstrated in field conditions. 

 The RTAG meeting discussed vector control methods and 
monitoring and evaluation of the progress of the Programme. Indicators for 
such activities were also developed and endorsed. This report synopsizes 
the deliberations at the meeting and its recommendations. 
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