
Empowering
Partnerships and communities

APOC and the fight to rid Africa 
of River Blindness...



...There is a sculpture at

the WHO building, of a boy

leading a blind man by

means of a stick. This sculp-

ture is rich in symbolism: The

symbolism of a disease,

onchocerciasis, but also the

symbolism of the social fab-

ric that gives hope. 

That man, of course, shows

the impairment of blindness,

but for those who have

worked with river blindness,

it takes little imagination 

to see the thickened and

altered skin and you can feel

the itching that is his first

thought in the morning and

the last thought at night. 

The boy, at the front of the

stick, is demonstrating the

social fabric that holds that

community together. 

He is investing in the future

of that community but also

in his own future because 

he already has microfilariae

coursing through his body. 

He already has the itching 

of this miserable condition.

He already knows that some

day, he will be on the other

end of that stick. 

But because of this remark-

able coalition, he will not

end up at the other end 

of the stick. The sculpture 

is not limited to WHO. 

There is also one at the

Carter Center, making 

clear that the coalition

involves, and is dependent

on, the non-governmental

community. A third one 

is in the lobby at the World

Bank. Of all the things that

could be put in the lobby 

of the World Bank, they

chose this symbol, of their

investment in health, their

investment in a coalition. 

But it doesn’t stop there: 

the fourth... is in the lobby 

at the headquarters of 

Merck & Co. Inc.

It was actually the first 

to be erected. Visitors to

Merck are greeted in the

lobby with a sculpture to

commemorate a drug for

which they make no money 

in its use for humans. 

This is a symbol that

acknowledges a new way 

of doing things in global

health.

“

”
Dr William Foege
(Director, Bill and Melinda 
Gates Foundation, speaking 
at the World Health Assembly 
(May 2000))



The African Programme for
Onchocerciasis Control (APOC)
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APOC is a unique partner-

ship, building bridges

between the successes of 

the past and the goals and

dreams of the future. 

Linking the public and pri-

vate sectors. Multilateral

agencies, foundations and

NGOs. Social and medical 

scientists. Economists and

doctors. Health workers and

patients in need. 

Communities. Neighbours. 

Mothers and fathers, broth-

ers and sisters. Connecting

people, all working together

to fight a disease that has

been dreaded across Africa

for centuries. 

One which brings fear of

blindness. Fear of disfigure-

ment. Fear of being unable 

to fend for oneself and so

becoming a burden on 

one’s family and loved ones. 

Or, simply, just fear and

dread of becoming diseased.

APOC is building bridges.

Pathways of hope. Delivering

a cure. Helping drive away 

the fear and releasing mil-

lions of Africans into a life 

of promise. One where they

can find their own way.

Follow their own path. Lead

more productive, happier

lives. Free from the threat 

of River blindness.

The African Programme for
Onchocerciasis Control (APOC)

World Health Organization
African Programme for
Onchocerciasis Control (APOC)
P.O. Box 549
Ouagadougou, Burkina Faso
E-mail: seketelia@oncho.oms.bf
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Established: December 1995, based in
Ouagadougou, Burkina Faso (West Africa).

Ultimate goal: Eliminate onchocerciasis as a
public health problem throughout the entire
continent where 99% of the world’s cases are
found.

Structure: Wide-ranging, diverse, multisectoral,
public sector/private sector partnership with a
strongly emphasised regional approach. 

Executing agency: World Health Organization
(WHO).

Fiscal agency: The World Bank.

Partners: Broad spectrum, incorporating 
multilateral agencies, member states, founda-
tions, Non-governmental development organisa-
tions (NGDO), bilateral donors, private sector,
researchers, health workers, affected communities.

Area of work: 19 African countries where
onchocerciasis is still found.

People at risk: 70 million. 

Need: Onchocerciasis causes 46,000 new cases 
of blindness annually. At least 15 million people
are heavily infected and at risk of developing
skin disease.

Method of operation: To oversee successful
delivery of the curative drug, ivermectin
(Mectizan®), which is being supplied free of
charge by the manufacturer (Merck & Co. Inc.).

Target and expected benefits:

• By 2010 establish sustainable community-
directed ivermectin (CDTI) delivery systems
treating 50 million people;

• Prevent 1 million cases of blindness (50,000-
80,000 annually);

• Alleviate unbearable itching and eliminate
ugly skin disease;

• Make an estimated 7.5 million additional
years of productive adult labour available to
the economies in participating countries;

• Protect the US$ 560 million invested in the
Onchocerciasis Control Programme in West
Africa (OCP) and prevent reinvasion of the
disease into areas where it has already been
eliminated.

Investment: APOC is supported entirely from
voluntary contributions.

Operating budget (until 2007):
US$160 million (75% from donors,
25% from NGDOs and African countries).

Phase 1 (concludes 2001):
fully funded.

Phase 2 (2002-2007):
US$ 68 million needs to be raised.

Dividend: Improved health and better living
standards are a ‘public good’ with high visibility.
Economic rate of return (ERR) on investment 
is a highly respectable 17-25%.

Performance 
(Phase 1: 1996-2001)
• 20 million people being successfully 

treated annually;

• 63 projects currently operational in 
14 countries:

- 53 ivermectin distribution projects in 
partnership with 49,000 poor communities;

- 6 headquarters strengthening projects; 

- 4 vector elimination projects; 

• Unique Community-Directed distribution has
helped to sustain onchocerciasis-free zones;

• 67,000 Community-Directed Distributors
trained;

• 10,000 health workers trained;

• Partnership built;

• CDTI strategy used to deliver other health
services to the poorest populations. 
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River Blindness is another name for
Onchocerciasis, a dreaded, disfiguring disease
found across much of Africa. It is caused by
parasitic worms which enter the body via the
bite of a small blood-sucking fly. Inside the
body, the worms reproduce, adult females regu-
larly releasing huge numbers of immature
worms which migrate through the skin and,
particularly, the eye. Those infected suffer ter-
rible, continuous itching, develop severe skin
disease and, eventually, visual impairment.
Repeated, violent scratching to try and relieve
the unrelenting itching leads to depigmenta-
tion and destruction of healthy skin.

1974-1986 
Onchocerciasis control in Africa was largely
confined to programmes conducted in the 
11 member states of the Onchocerciasis Control
Programme in West Africa (OCP) and was based
on aerial spraying of rivers with insecticide to
kill the aquatic larvae of the flies which trans-
mit the disease. Elsewhere, this method was
considered too expensive and not technically
sound.

1987-present day

Seven developments have revolutionised
onchocerciasis control in Africa. 

1. The discovery of a curative drug, 
ivermectin or Mectizan®;

2. A ground-breaking act of corporate 
philanthropy;

3. Identification of onchocerciasis-related skin
disease as a major healthcare issue;

4. Advent of Rapid Epidemiological Mapping 
for Onchocerciasis (REMO); 

5. Development of a pioneering community-
directed treatment (CDTI) strategy – one
that could herald a revolution in health
care;

6. The founding and operation of the African
Programme for Onchocerciasis Control
(APOC); and

7. The continuing enrolment of partners into
an innovative, intersectoral, interdisciplinary
collaboration.
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Most drugs for the treatment of tropical diseases have to be

given in multiple dosages over days, weeks or even years. The

ability to treat and control an important disease, such as river

blindness, with a single dose each year is nothing short of spec-

tacular.”

“ Dr Kenneth Brown
(Former Executive Director
of Regulatory Affairs, Merck
Research Laboratories)
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The discovery and development of ivermectin
for human use by US pharmaceutical giant
Merck & Co. Inc., has single-handedly trans-
formed the lives of millions of people suffering
the debilitating effects of onchocerciasis.
Ivermectin can be taken orally in tablet form.
It kills larval onchocercal worms and suppress-
es their production by adult female worms
lodged in the human body. As it is the larval
worms which cause the manifestations of the
disease and allow for its transmission, iver-
mectin is extremely effective. It both reduces
suffering and slows transmission. Repeated,
annual single-dose treatment with the drug
reduces the development of clinical illness,
visual impairment, disfiguring skin conditions
and significantly decreases vector infectivity,
thus reducing transmission. Unlike
previous medications, which often
triggered toxic and potentially fatal
side-effects, ivermectin is well
tolerated and rids the body of
parasites gradually, thereby pre-
venting the sudden build-up of
dead worms, believed to cause
blindness and the other ill-effects
that typically accompanied older
treatments.
The drug, developed from a soil
fungus, is extremely safe. In what is
a very significant development, dosage of drug
should be given according to body mass, but
this can be calculated according to height.
Consequently, simply measuring a person’s
height – well within the capabilities of most
people – allows the correct number of tablets
(dosage) to be determined. Only a single
annual dose is required, but this must be
repeated annually for as long as adult worms
continue to produce larval forms. Side-effects
are so minimal – largely confined to muscle
pain, headache and minor, short-lived itching
– that demand for the drug in all endemic
areas has soared. Effective onchocerciasis con-
trol not only reduces morbidity and blindness,
but also significantly improves the economic
status of affected communities. This has
prompted a very special private and public
healthcare partnership that remains a model 
of cooperation and corporate philanthropy. 
In 1987, Merck & Co. Inc. became the first
pharmaceutical company ever to donate a 

drug – ivermectin is donated under its brand
name Mectizan® – free of charge for as long 
as it is needed.
In the year 2000 alone, APOC has orchestrated
distribution of more than 70 million tablets 
of ivermectin in endemic countries throughout
Africa.

Ivermectin milestones 
1987: Registered for human use and 
provided free of charge for as long as it
is needed for onchocerciasis treatment.

1988: Mectizan Donation Programme
established to receive all requests for
ivermectin (brand name Mectizan®).

1989: WHO declaration that iver-
mectin could be given with “mini-
mum supervision”. Initial large-scale
efforts to distribute ivermectin
began in Africa. Many Non-govern-
mental Development Organizations
(NGDO) that are now APOC part-
ners (see page 20) were actively
involved in these projects. 

1991: The WHO’s NGDO
Coordination Group for Ivermectin

Distribution formed after the cre-
ation of the Onchocerciasis Elimination
Programme of the Americas (OEPA). The
organization’s aim was to promote world-
wide interest in, and support for, the use
of ivermectin to eliminate onchocerciasis
as a public health problem.

1992: NGDO Coalitions organized at the
country level in Africa followed by the
creation of National Onchocerciasis Task
Forces (NOTF) in several countries to pro-
vide a forum for collaboration between
Ministries of Health (MOH) and other key
players in onchocerciasis control.

1995: Coordination Group had reached
the upper limit of what could be
achieved through its own resources. 
Any further expansion would require more
resources. A regional programme that
could build on the success of OCP was
the only viable solution. This led to the
creation of APOC.

The curative tool: Ivermectin

(Mectizan®),what does it do?

The curative tool: Ivermectin

(Mectizan®),what does it do?
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Dada Kwatu, 65, went blind three years ago.
Countless bites from the tiny blackflies over
many years have infected him with millions
of minute larvae (microfilaria), which have
developed into worms inside his body. These
worms produce up to 3,000 microfilaria daily
and commonly infest the upper layers of the
skin where they spread throughout the entire
body - including the eyes. That was how Dada
Kwatu’s cornea became cloudy and he went
slowly and inexorably blind. As a result, he
must depend on others to help him with even
the most simple of tasks. His wife Asha – who
looks after him – herself is succumbing to the
disease. Today, she can no longer see clearly
and her legs are mottled with the distinctive
depigmentation – otherwise known as “leop-
ard skin” – typical of the scourge. Nigeria

River Blindness? Onchocerciasis? 
River Blindness is the common name for
Onchocerciasis, a devastating disease found
predominantly in Africa but also occuring in
Central America and small pockets of the
Middle East. It is caused by infection with the
parasitic worm, Onchocerca volvulus, transmit-
ted via the bite of a small blackfly, Simulium
damnosum. Immature forms of the worm enter
the human body, develop into adults, which
then – continuously over their lifespans 
of 10 years or more – produce millions of
immature forms which invade the skin and
other organs. Symptoms include incessant 
and disabling itching, severe skin disease and,
after years of constant exposure, visual impair-
ment – caused when the tiny worms die inside
the eye – eventually leading to blindness.
Constant scratching due to the unrelenting
itching is a leading cause of disfigurement 
and morbidity among the majority of those
affected.

In Africa, blackflies use fast-flowing river
water as breeding sites. Consequently, fertile
land along the river banks are the worst place
for disease transmission. The threat of the 
disease forces entire communities to abandon
their productive farms and try to eke out 
an existence on far less productive land, espe-
cially in the savanna zones.

Visual impairment and blindness
Blindness is by far the most serious manifesta-
tion of onchocerciasis – afflicting up to one
third of those individuals living in communities
hardest hit by the disease. Because many of
those affected come from severely impover-
ished communities, the loss of sight is practi-
cally tantamount to a death sentence – partic-
ularly for sufferers unsupported by family or a
close-knit community. For victims fortunate
enough to belong to such communities, blind-
ness nonetheless represents a serious drain on
scarce resources. Unable to fend for them-
selves, such people are forced to rely on the
charity of friends and family and are far more
likely to suffer injury and premature death as a
result of accidents and/or lack of adequate
care. River blindness is thus not only a person-
al issue but can seriously affect the economic
wellbeing of an entire region. Hundreds of vil-
lages bordering some of the most fertile agri-
cultural land in Africa now lie abandoned
because many inhabitants (usually young
males in their prime) prefer to retain their eye-
sight and take their chances elsewhere.
Emigration to less fertile regions and the
resultant depopulation of affected communities
has further contributed to the poverty and
misery of those left behind.
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Skin disease and social isolation
Blindness is by no means the only affliction
caused by the parasite. For years, the global
healthcare community remained unaware of the
true impact of onchocerciasis because most
epidemiological work focused on visual impair-
ment – the most obvious, but by no means the
most common, manifestation in many endemic
areas. Skin disease – particularly the madden-
ing itching that accompanies it – is a primary
cause of disability, social stigma, lowered pro-
ductivity and economic loss.

The twin tragedies of infection with the
microfilariae that cause onchocerciasis and
the loss of his mother marked Semanza early
on. When his father remarried, his new wife
abused and ridiculed the boy so much he fled
to live with neighbours. These kind people
not only fed and clothed the child, but
brought him to traditional healers in the
well-meaning but misguided belief that
Semanza had contracted the terrible disease
by treading on elephant dung. As time went
by, Semanza’s skin became so hard and 
tough that his caretakers sought medical 
help – but to no avail. All conventional med-
ications yielded little relief.
By the time the APOC partners arrived at
Semanza’s village bringing Mectizan, the boy
was weak and in despair. So deep was his mis-
ery that he only wished to die. No one in the
community would come near him for fear of
catching his disease. Isolated and aban-
doned, Semanza built a hut near his father’s
compound and was left to live out the
remainder of his life – alone.
Shortly after receiving ivermectin however,
things started to change. Semanza’s skin
began to heal. After receiving treatment for
eight years the tough “crocodile” appearance
of his skin softened and began to heal.
Eventually he was accepted back into his
community, married and is now an active
member of a drama group dedicated to edu-
cating people about onchocerciasis and the
wonders of Mectizan. Uganda

Why is skin disease so important?
An African Perspective
Agnes can’t remember a time when she didn’t
itch. Her skin became rough and scabbed
with thousands of scars and lesions caused by
frenzied scratching. As a child, fatigue
caused by nights of uncontrollable itching
forced her to drop out of school. 
Sleeping and waking hours were tormented
by the thought that men would find her unat-
tractive, that she wouldn’t find a husband.
Now, the mother of four children, Agnes
recounts how her husband reacted on their
wedding night after he discovered the
woman his parents had chosen for him
encased in skin as fibrous and tough as a
scuffed shoe. “He was very angry,” she
remembers sadly. “He didn’t want me’. Fears
that the disease she was suffering from was
contagious also led many of Agnes’ neigh-
bours and family members to shun her.
Abandoned by her husband, forced upon the
mercy of her parents for shelter, to this day,
Agnes’ husband remains ashamed and embar-
rassed by his wife’s condition. Nigeria

In Africa especially, because women are 
frequently economically dependent on men,
physical defects caused by onchocerciasis may
seriously dampen their marriage prospects and
threaten their very survival. Alone and lacking
protection, they may lose their livelihood, their
children and are often forced to beg. Because
women tend to be the primary caregivers, their
children suffer as acutely as their mothers. 
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For many people, skin inflammation caused by
the microfilariae is uniquely intolerable – not
only owing to unremitting itching and disfig-
urement, but also because of social isolation
stemming from fears that the disease is conta-
gious. Unable to find relief, victims scratch
themselves with twigs, stones and knives – 
further exacerbating and contributing to infec-
tion, depigmentation and other skin reactions
that occur as parasites die off in the dermis.
Other symptoms include swelling and itching 
in and around the genital area – which may
impair fertility, sexual function and thereby 
further damage social status and self-esteem.

In school, constant distraction caused by unre-
lenting itching impairs any educational achieve-
ments, especially among girls who already suffer
from gender-based inequalities of opportunity.
For women in particular, onchocerciasis can
spell social and economic disaster. Deprived of
the security and respectability of marriage,
some women become pariahs in their own com-
munities.

“Onchodermatitis affects the marriage
chances of a young lady because a man
wants a pretty girl for marriage. Moreover, it
is commonly believed here that whatever has
happened to a mother will happen to a child,
so (the disease) can be transmitted to the
offspring at birth”. Nigeria

Her husband abandoned Marie when she was
30 years old. He left her with an empty
house, no money, no food and three hungry
children to raise on her own. He left her
because her body was covered with horrible
bumps, rashes, and discolorations that gave
her skin the appearance of a mottled ‘leop-
ard’s’ hide. Her incessant scratching irked
him. Eventually, he moved three kilometres
away to set up house with another woman.
One day she heard about a new drug called
ivermectin that was to be distributed in her
village. Full of hope, she attended the clinic,
was measured and then dosed with the drug.
In the nights that followed, Marie was able to
sleep peacefully for the first time in years.
The itching that had tormented her for so
many years had miraculously ceased.
Years later, Marie’s community – that reject-
ed her because they believed she had leprosy
– has welcomed her back. Liberated from the
physical and emotional suffering caused by
onchocerciasis, Marie is now a strong advo-
cate for ivermectin. “I will tell everybody
who needs to be told that they should take
this drug,” she says emphatically. “I will help
in anyway I can to make sure Mectizan is
available for everyone in the community.”
Cameroon

Tragic though these stories are, they are common
ones played out in millions of households and
thousands of villages across Africa. Today, at the
threshold of a new millennium, more than 70
million people are at risk of contracting the dis-
ease, a disease that is entirely curable and
avoidable.
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The Onchocerciasis Control
Programme in West Africa (OCP)
In 1974, international community efforts to
join forces in a concerted effort to tackle
onchocerciasis resulted in the establishment 
of the Onchocerciasis Control Programme in
West Africa (OCP). The programme’s objectives
were to eliminate the disease and thereby
improve socioeconomic conditions for the 
millions of people living in the 11 nations 
covered by OCP activities, and leave the coun-
tries concerned in a position to ensure that
the disease never returned to threaten their
populations.

The elimination goal was indeed achieved, 
primarily through well coordinated work to 
kill larvae of the vector blackfly. This involved
weekly aerial spraying of environmentally-safe
insecticides onto fast-flowing rivers in which
the flies laid eggs. The appearance in the 
mid-1980s of ivermectin, a safe and effective
drug that kills immature worms (but not
adults) in the human body also helped guaran-
tee achievement of the goal. Killing the black-
fly vector halts transmission of the disease,
while the drug kills immature worms for a peri-
od of up to a year, meaning that annual doses
are required for as long as the adult worms
live. This potent and winning combination has
eliminated the threat of onchocerciasis from
the OCP member states.

OCP: Report Card (1974-2002)

• Transmission halted virtually throughout
the 11 member states;

• 600,000 cases of blindness prevented;

• 16 million children born since 1974 spared
from risk of disease;

• 25 million hectares of richly fertile river-
side land, previously deserted for fear of
the disease, reclaimed for resettlement and
cultivation – enough to grow food to feed
17 million people annually;

• Productivity boosted significantly (people
blinded by the disease live approximately 8
years after losing their sight and they die
12 years prematurely, so preventing blind-
ness bestows 20 years of productive life
per person);

• Total investment of US$ 560 million attract-
ed over the lifetime of OCP – producing a
highly acceptable Economic Rate of Return
(ERR) of 20% on this investment.

OCP is fully resourced through to its project-
ed conclusion in 2002. OCP staff, 97% of
whom are native Africans, continue to pro-
vide logistical and technical support and 
help ensure that the member states are prop-
erly geared up to incorporate monitoring 
and other control activities within their own
national health system activities when OCP
concludes its operations.

OCP 
member states

Benin, Burkina Faso,
Côte d’Ivoire, Ghana,
Guinea, Guinea-Bissau,
Mali, Niger, Senegal,
Sierra Leone, Togo.
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The OCP has demonstrated that major intercountry activities on

the African continent can succeed. The OCP could be taken as a

demonstration of how a vertical, single-disease control programme

can become the driving force in developing integrated multi-dis-

ease control as part of reinforced health care systems. ”

“Dr Ebrahim M. Samba,
Ex-Director OCP,

now Regional Director, 
WHO/AFRO

Solution: The PastSolution: The Past
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The African Programme for
Onchocerciasis Control (APOC)
APOC was formed in December 1995 with the
sole aim of eliminating onchocerciasis from 
African countries where the disease remained
endemic. Building on the success of the OCP
and extending into 19 nations which were not
previously covered. Unfortunately, in these
countries, environmental conditions are such
that widespread aerial spraying of breeding
sites of the vector flies is not a viable option.
Instead, control is accomplished through the
targeted distribution of ivermectin tablets to 
all affected communities. 

A massive consortium comprised of govern-
ments of 19 partner nations, donor countries,
the World Health Organization (WHO), Merck &
Co. Inc., (and its Mectizan Donation Programme
(MDP)), the Special Programme for Research
and Training in Tropical Diseases (TDR), World
Bank, NGDO Group for Ivermectin Distribution
and a host of other NGDOs, two specialised UN
agencies (UNDP and FAO), all called for the
development of a special regional programme 
to facilitate distribution of ivermectin. All came
together to help establish and support a novel
programme – APOC – to oversee distribution of

the drug and to ensure it reached those popula-
tions most at risk. The original vision was to
establish a self-sustainable, community based
ivermectin treatment programme throughout all
onchocerciasis endemic areas – together with
limited insecticide spraying in selected areas
that leant themselves to vector eradication. 

Thus was APOC created. But APOC was not just
another international programme. It represented
a pioneering turning point in public health 

care. It was the first programme which fully
exploited private sector philanthropy in order
to bring basic health care to millions of at-risk
men, women and children. 

APOC’s goal is to treat 50 million people per year
by 2010, using a drug provided free of charge 
by the manufacturer, and so rid the African con-
tinent of the scourge of onchocerciasis.

APOC: Report Card (1996-2001)
A small core staff, all African nationals, oversee 

• Successful treatment of 20 million people
annually, including those living in nations
torn by conflict, natural disasters and/or
hobbled by poverty and debt;

• 63 projects currently under way in 14 coun-
tries, including: 53 ivermectin distribution
projects in partnership with 49,000 of the
poorest communities, 
6 headquarters strengthening projects and 
4 vector elimination projects; 

• Ivermectin distribution projects to ensure
OCP countries remain onchocerciasis-free.

Practical innovations such as:

• A highly cost-effective method for identifying
at-risk communities which has allowed signif-
icant progress in determining the geographi-
cal spread of the disease in member states;

• A unique drug distribution method, in which
affected communities take full responsibility
for both operating and paying for the distri-
bution, and which has been pioneered and
refined and which works well in African con-
ditions.
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Solution: The Present... 
and the Future
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Today, 70 million people remain at risk and 
distribution will have to increase by 3 million
doses per year if the 2010 target to treat 
50 million annually is to be realized – a goal
that is well within the programme’s grasp, pro-
viding the international community and private
donors continue to support this innovative and
unique intervention.

Resources needed

Ivermectin: donated free of charge for as long
as necessary by Merck & Co. Inc.

APOC is supported entirely from voluntary 
contributions.

Operating budget (until 2007):
US$160 million (75% from donors, 
25% from NGDOs and African countries).

Phase 1 (concludes 2001): 
fully funded.

Phase 2 (2002-2007):
US$ 68 million needs to be raised.

APOC 
member states

Angola, Burundi,
Cameroon, Central
African Republic, Chad,
Democratic Republic of
Congo (ex-Zaïre), 
Republic of Congo,
Equatorial Guinea,
Ethiopia, Gabon, Kenya,
Liberia, Malawi,
Mozambique, Nigeria,
Rwanda, Sudan,
Tanzania, Uganda.

What is so significant is that, by means of a partnership with

over 70 partners, we’ve been able to join together to achieve a

programme which has the prospect of eliminating this disease

completely on the continent of Africa.”

“James D. Wolfensohn
(President, World Bank)
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Step 1. Rapid Epidemiological
Mapping for Onchocerciasis(REMO)
To treat a disease using mass administration of
a drug in a sensible, cost-effective fashion you
must first know where the disease is and which
populations are at greatest risk. Finding this
out is difficult and consumes both money and
time. REMO is a brilliantly simple procedure
which has enabled health care programmers to
determine where populations most at risk for
onchocerciasis are located. Developed under the
auspices of the UNDP/World Bank/WHO Special
Programme for Research & Training in Tropical
Diseases (TDR) in the early 1990s, this tool has
enabled scientists to pinpoint onchocerciasis
“hotspots” by drawing on the expertise of epi-
demiologists, geographers and entomologists to
identify communities most at risk. Using what-
ever maps are available, river basins likely to
provide an inviting habitat for blackflies can
quickly be identified. Surveys of what are con-
sidered to be high-risk villages can rapidly be
conducted by feeling for the presence of tell-
tale nodules (which form just under the skin
and which contain adult worms) in a random
sampling of 50 adult males. From this informa-
tion it is possible to extrapolate disease levels
in neighbouring villages. If secondary sampling
in other villages confirms initial onchocerciasis
positive results, the epidemiological teams

report to APOC headquarters – thereby
setting in motion a healthcare 

intervention literally capable of gal-
vanizing entire communities into
self-sufficient treatment of their
own problem.

Step 2. Community
empowerment: the CDTI

strategy
Before the creation of
APOC, ivermectin distribu-

tion was already underway
in OCP countries. 
The furthest advanced of
these was Mali, where com-
munity-based delivery had
been ongoing for a number of

years in several hundred com-
munities. The development of

the Community-Directed Treatment with
Ivermectin (CDTI) strategy was the result of a
pressing need to find a better, more effective,
more reliable system of drug delivery, and was
a painstaking evolution from strategies that
had been tried and tested over many years.

CDTI: EVOLUTIONARY STEPS

1988: Following the advent of ivermectin,
large-scale treatment operations were undertak-
en in some OCP countries by mobile teams of
health workers, organised by national health
systems. These initially had very little involve-
ment from communities, apart from them being
the recipients of the service, although over
time, communities began to become more
involved in the programmes – which evolved
into Community-Based Treatment with
Ivermectin (CBTI). The resources needed to
maintain operation of mobile teams placed a
huge strain on health system budgets.

1995: The search for a more sustainable and
cost-effective drug delivery method was inten-
sified, led by the UNDP/World Bank/WHO
Special Programme for Research & Training in
Tropical Diseases (TDR), the Onchocerciasis
Control Programme in West Africa (OCP), and
other partners.

Mid-1995: A TDR/OCP sponsored intensive
multi-country study was initiated to compare
drug delivery methods designed and operated
by the community itself against those designed
and operated by health system programmes. 

1996: Results were unequivocal, and the study
recommended that a community-designed strat-
egy, then referred to as “Community Self-
Treatment (CST)”, be adopted by APOC as the
control strategy for the region. Although anect-
dotal evidence suggested that individual com-
munities were fully capable and willing to
undertake their own ivermectin treatment, no
systematic feasibility study had been undertak-
en until TDR and OCP stepped in to fill the
breach. The results proved conclusive; not only
was community-designed treatment feasible
and effective, it achieved better coverage and,
more significantly, it was more likely to prove
sustainable in the long term as opposed to
treatment designed and run by control pro-
grammes.
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Cost-effective solutions that work in African conditions
APOC: Practical innovationsAPOC: Practical innovations
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1997: The community-designed approach – now
termed Community-Directed Treatment with
Ivermectin (CDTI) – was formally adopted by
APOC partners as the treatment strategy of
choice and the main control strategy of the
programme. Even though ivermectin procure-
ment, storage, delivery and distribution is a
complicated process, since APOC adopted the
CDTI approach, experience has confirmed the
feasibility of such a common-sense healthcare
philosophy. The fact that communities run the
delivery systems themselves and adapt it to fit
their own circumstances is a tremendous bene-
fit in ensuring compliance. 

In addition, it creates a sense of ownership
among participating communities. What’s more,
the sense of ownership helps convince commu-
nities of the wisdom and benefits of entering
into CDTI, to the point that they are becoming
willing to meet the costs involved in collecting
drugs and undertaking the delivery and report-
ing work. 

APOC’s CDTI strategy, which emphasizes the role
of communities as lead partners, is a fundamen-
tal factor responsible for the programme’s suc-
cess. Indeed, ivermectin treatment has skyrock-
eted from a mere 2.5 million doses in 1992 to 5
million in 1995 and up to 20 million during the
year 2000.

CDTI: SOME KEY PLAYERS
• National Onchocerciasis Task Forces (NOTF)

requisition the drug from the Mectizan
Donation Programme (MDP) for distribution.
The NOTF is composed mainly of representa-
tives from the Ministries of Health, the WHO
country offices and the various NGDOs sup-

porting ivermectin distribution within 
a particular country;

• Task Force members train district health
teams and front-line health staff, oversee and
monitor implementation of community-direct-
ed ivermectin treatment, and ensure both the
availability and timely delivery of the drug to
selected health care centres collection points
nearest to affected communities; 

• Health care personnel contact villagers and
communities, conduct onchocerciasis educa-
tion sessions and provide basic health care
information to affected villagers. These
include question and answer periods where
everyone in the community is invited to par-
ticipate. Health care personnel educate the
communities about who is eligible for treat-
ment, when treatment is contraindicated
(children under 5 years old and pregnant or
lactating women during the first week post-
partum), and how individual doses are deter-
mined and taken. Healthcare workers also
provide information on side-effects of treat-
ment and how best to manage them and on
how to report back to the health system
staff; 

• Communities, in turn, select their own 
distributors, decide on when and where to
collect the tablets, and choose the mode of
distribution. This usually occurs at the close
of health education sessions when members
select or appoint those among them willing
to undertake distribution and follow-up.
These individuals may receive either a
stipend from communities; or some other
form of support in exchange for their time
and service.

CDTI: OWNERSHIP

Unlike more linear, clinic-based distribution
systems, CDTI promotes active community par-
ticipation in ivermectin distribution as a means
of improving drug access and creating and pro-
moting a sense of responsibility and ownership.
Under the rubric of the CDTI approach, commu-
nities plan their own distribution systems, make
decisions as to who distributes the drug, the
method and location (i.e. house-to-house, in
the local church, chief’s compound, etc.) and
the timing, after collecting the drug from a
predetermined collection point.
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Community-directed distributors (CDDs)

Community-directed distributors or CDDs (for-
merly known as ivermectin distributors) are
usually chosen from among the rank and file
and then trained to distribute the drug –
deemed safe enough by WHO to be adminis-
tered by trained non-health personnel.
Typically, communities tend to vary widely in
whom they choose as CDDs. Generally speaking
however, health orientation sessions conducted
by NGDOs and MOH personnel can influence
who is chosen and can influence deeply-held
biases (inclusion of females in the facilitation
team approaching community leaders, for exam-
ple, appears to enhance the likelihood of a
woman to be appointed as community distribu-
tor). While community criteria may vary widely,
recent data suggest that distributors are gener-
ally perceived by the community-at-large as
those possessing attributes of honesty, good
conduct, integrity, literacy and trustworthiness. 
CDD tasks include: 

• Conducting a village census to determine the
number of ivermectin tablets required; 

• Distribution of the drug in the correct
dosages to eligible participants based on
their height;

• Exclusion of those not eligible (pregnant or
lactating women, the infirm, etc.); 

• Keeping inventory of ivermectin including
that which has been used, is still unused or
has been lost;

• Referring people suffering from severe
adverse reaction to the nearest health facili-
ty. In order to carry out their duties, CDDs
are trained and re-trained annually or every
two years. In the year 2000 alone, NOTFs
have trained some 67,000 CDDs;

• Advising on how to manage minor side-
effects;

• Record keeping and reporting.

CDTI: STRENGTHENING HEALTH SYSTEMS

Through a new APOC initiative, called “commu-
nity self-monitoring”, communities are also
beginning to select their own monitors and 
create their own indicators in order to track
community performance. Because so many par-
ticipating nations continue to be torn by con-

flict and war, the community-directed approach
offers the added advantage of being flexible
and independent of foreign aid. Indeed, APOC
has maintained impressive coverage rates even
during times of war and inter-tribal conflict in
such diverse regions as Sudan, Nigeria and
Uganda. Negotiations are typically undertaken
with individual communities irrespective of reli-
gious, national or ethnic affiliation. Such is the
terrible nature of onchocerciasis – and in con-
trast – the effectiveness of ivermectin, that few
communities are willing to let ethnic or politi-
cal conflicts stand in the way of treatment.  

These and other successes have opened wide
the doors to a number of other potential
healthcare interventions that lend themselves
to the CDTI approach. In a number of partici-
pating communities, CDDs trained by APOC in
ivermectin distribution now undertake a variety
of healthcare tasks including: 

• Chloroquine distribution for malaria treat-
ment;

• Diagnosis of blindness due to cataracts;

• Mobilizing community support for routine
immunization services;

• Mobilizing children for polio vaccination;

• Distribution of vitamin A.

APOC activities have also resulted in the train-
ing of health care personnel at the front-line
health posts – thereby improving the health
system by enhancing technical and managerial
expertise. Emphasis on accountability has intro-
duced a new disciplined approach to resource
management, and boosted public morale and re-
inspired communities into self-sufficiency
through the power of success.
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of the OCP and the pillar of solid and depend-
able partnerships. Five years of constant and
measurable success have proven the strength
and durability of those partnerships, demon-
strating that APOC is bedded on a firm and reli-
able foundation. It is easier to make something
work to achieve a goal when you know that it
does work.

Partnerships are the driving force behind APOC’s
success. The ability to form alliances, engage
different groups in innovative new collabora-
tions, and empower each and every member 
of a coalition is what makes APOC work. APOC
works and succeeds via a process of popular
empowerment.

APOC boasts an impressive roster of global
partners including, but not limited to: 

• 49,000 affected communities; 

• 67,000 CDDs trained;

• 10,000 Health Workers engaged;

• Several NGOs; 

• 19 participating governments;  

• 1 private pharmaceutical company;

• 1 special programme for research (WHO/TDR); 

• 1 technical consultative committee; 

• 1 committee of sponsoring agencies;

• 26 donors;

• 1 governing body.

It is through the power of partnership that
APOC has created an effective model in which
participating countries, non-governmental
organizations, international agencies, Merck &
Co’s Mectizan Donation Programme, TDR,
researchers, health workers and beneficiaries
themselves work toward a common goal, each
with their own role to play.

Roles and responsibilities 
Within the APOC partnership, each participant
has clearly-defined roles and responsibilities. 

Ministry of Health (MOH) has ultimate respon-
sibility for implementing the national plan for
onchocerciasis control and for setting up and
chairing the National Onchocerciasis Task Force
(NOTF).

NOTF (under MOH guidance) 
overall responsibilities include:

• Enabling a favourable environment for all
partners;

• Ivermectin procurement and delivery;

• Ensuring free entry of ivermectin into the
country without imposition of duty, tax or
other costs;

• Training of health personnel, at all levels,
especially front-line health care staff;

• Supervision of Community-Directed Treatment
with ivermectin (CDTI);

• Mobilizing affected communities;

• Securing programme funds at country level;

• Reporting and monitoring programme results.

Unorthodox new alliances are being forged to support human

development. Industry and international agencies are coming

together to find ways to get medicines and vaccines to those who

cannot afford to pay.... As they reform their health care sys-

tems, governments build networks that involve the private and

voluntary sectors to get vital services to people in need. We need

to bring new approaches into the mainstream of development

activity.”

“Gro Harlem Brundtland
(WHO Director-General)

Reasons for success: 
Partnerships
Reasons for success: 
Partnerships
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Affected communities: most important part-
ners of APOC; responsible for CDTI execution
and sustainability.

NGDO role is to assist the Ministry of Health
with the delivery of ivermectin to affected com-
munities and to ensure that all those eligible
are sufficiently covered with available medica-
tion. In war-torn regions, this can be a particu-
larly daunting task. Other duties include assis-
tance in:

• Preparing project proposals and national plans;

• Providing technical expertise in training and
supervision;

• Community mobilization;

• Operational research and evaluation;

• Co-financing programme activities;

• Monitoring and reporting;

• Encouraging and mentoring local NGOs in
ivermectin treatment.

Executing agency is the the World Health
Organization (WHO), it is responsible for ensur-
ing APOC’s objectives are met and that the
community-directed strategy is implemented
according to specific rigorous standards and
procedures for programme design and monitor-
ing. WHO is also responsible for evaluating the
impact of ivermectin on skin and eye disease 
in affected communities, the disbursement of
funds and the training of national staff at 
the country level.

Fiscal agency is the World Bank; responsible
for mobilizing funds; administers special Trust
Funds for APOC;

Technical Consultative Committee (TCC)
advises the Executing agency on technical,
implementation and broad policy issues.

Merck & Co. Inc. is responsible for providing
ivermectin (Mectizan®) for as long as is need-
ed, free of charge;

The Committee of Sponsoring Agencies (CSA)
oversees the APOC activities; takes interim
decisions on behalf of the Governing body;

Joint Action Forum (JAF) is the Governing
body of the Programme, decides on the 
overall policy and strategy of the 
Programme and approves annual plans of
action and budgets;

Financial obligations

All partners participating in APOC contribute
financially to the programme – a further
demonstration of sustainability and efficacy.
Funds are disbursed through the APOC Trust
Fund and they represent approximately 75% of
any given project budget, with governments
and NGOs contributing the remaining 25%. 

Even though the contributions of endemic com-
munities to drug distribution have yet to be
fully quantified, this is a unique and important
aspect of the CDTI strategy. As part and parcel
of their responsibilities, communities cover the
cost of collecting drugs from health facilities –

many located many
kilometres away. 
It is also up to indi-
vidual communities
to support CDDs in
cash or in-kind as an 
incentive to continue
their work.
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Since APOC developed and adopted the
Community-Directed approach, widespread 
distribution and treatment have continued 
relatively smoothly – with only a few hitches
along the way. To date, 70 million Africans
remain at risk of developing onchoceriasis – 
an affliction that is wholly curable with a drug
provided free of charge for as long as neces-
sary. Corporate philanthropy alone however, is
still not enough. Without commitment, dedica-
tion and the development of viable infrastruc-
tures, stronger research capacity and effective
advocacy, onchocerciasis will remain a neglect-
ed but widespread disease afflicting huge num-
bers of people silenced by geography, conflict
and economic want. As with any major health-
care undertaking, APOC and the future of iver-
mectin procurement and distribution faces
some daunting and unique challenges.

APOC partner’s meeting
In May, 2000, the first APOC Partners’ Meeting
assessed the programme’s performance and
progress. Key issues analysed included how
best to strengthen support systems for commu-
nities implementing the CDTI approach as well
as how best to buttress peripheral health care
systems through training in management,
advocacy issues and capacity building. This
landmark meeting provided recommendations
for the different partners, identified future
opportunities for growth, and emphasised how
partnership-building and engaging new part-
ners was the key to success.

Challenges
In all areas, National Onchocerciasis Task
Forces (NOTF) and non-governmental develop-
ment organizations (NGDOs) requisition the
drug through the Mectizan Expert Committee
and the Mectizan Donation Programme while
the donation and shipment of the drug itself is
undertaken by Merck & Co. Inc. NOTFs and
NGDOs are also responsible for clearing the
drug through customs and storing it at appro-
priate health facilities. Although individual
communities have demonstrated the financial
capacity and willingness to collect the drugs
from agreed-upon collection points, poor train-
ing and inadequate supervision has affected
the quality of record keeping in some commu-
nities. This has resulted in delays in drug dis-
tribution, inefficiency and drug shortages in
some communities. Observers have noted a
“cause and effect” relationship between poor
record keeping and late supply, inadequate
supply, low coverage, inadequate training and
poor supervision.

Other challenges include minimizing drug
shortages in the communities, delays and
wastage, reducing absenteeism and promoting
the full integration of ivermectin treatment as
a routine healthcare intervention into existing
health systems. Another chief concern is the
persistence of conflict in a number of APOC-
participating areas. Only recently, an outbreak
of hostilities in the Sudan led to the deaths of
two community-directed distributors killed
while distributing Mectizan©. Despite these
and other tragedies, it is testimony to the
commitment and dedication of community
ivermectin distributors that the National
Onchocerciasis Task Force in Sudan has still
managed to maintain 50% coverage.

Prospects
By enabling individual communities to oversee
their own healthcare, APOC and its partners
have facilitated the development of an effi-
cient and flexible means of bringing basic
healthcare and relief to millions of Africans.  

More than anything, APOC is a model of
healthcare services sustainability, achieved
through community participation and partner-

The Future: Obstacles 
and opportunities
The Future: Obstacles 
and opportunities
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ships between NGDOs, governments, industry
and donors. Despite this however, much more
work needs to be done to extend ivermectin
coverage beyond the 20 million individuals that
are now reached each year.

Among the many opportunities offered by 
this unique programme are many that have yet
to be fully exploited. These include: 

• Promoting the CDTI strategy as an entry
point for other health care programmes;

• Refining REMO to improve drug delivery
guidelines in areas where eye worm disease
(Loa loa) and onchocerciasis co-exist;

• Lobbying for even stronger commitment from
governments of endemic countries;

• Strengthening the training of community
ivermectin distributors as a human resource
network for other health and development
programmes;

• Bolstering front-line health personnel and
community members’ skills and materials in
information, education and communication
(IEC);

• Increasing NGDO coalition membership 
and mentoring local NGOs in ivermectin 
distribution;

• Recognizing and documenting outstanding
performance as examples worth incorporating
into onchocerciasis control and other health
care programmes;

• Integration of onchocerciasis control activi-
ties with other community-based disease
control programmes.
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What is Needed
• Funds and the support of different partners

to strengthen APOC’s multi-partnership
model;

• Assistance in strengthening Health Care
services and community ownership of CDTI;

• International, local and community-based
civil societies and organizations to help
Ministry of Health personnel to reach out to
the remotest endemic communities;

• Help with capacity building, training more
health personnel and providing them with
appropriate skills to enable them to better
approach and engage a community;

• Advocacy and development of appropriate
Information, Education and Communication
(IEC) materials on CDTI approaches – for
APOC and other community-based health
interventions;

• Community adherence to annual treatment
for as long as 20 years if necessary;

• New opportunities for collaboration with
health programmes and building synergies 
at all levels of health care delivery.

Why should NGOs consider 
joining APOC?
APOC is the first partnership of its kind to
work with the poorest of the poor in communi-
ties that are very nearly inaccessible to con-
ventional healthcare services. By including the
community in all aspects of decision making
and distribution, APOC is empowering these
same communities to take control of their own
healthcare and nurturing an environment
receptive to other healthcare interventions.

By joining APOC, NGOs will have a unique
opportunity to collaborate closely with donors,
industry, governments and other NGDOs to help
fine-tune a programme that could well become
the model for future health care strategies tar-
geting remote and impoverished populations
around the world.

APOC also provides a flexible forum for non-
governmental bodies to have a direct say in
the planning and implementation of a national
programme. The partnerships initiated by APOC
exist at different levels – from supranational
forums to the smallest village in the most

remote location. The participation of more
NGDOs would greatly enhance the establish-
ment of flexible partnerships with different
stakeholders – including private companies
and, in particular, those living in the poorest
communities.

Why should donors join APOC?
In 1998, frontline health personnel working for
NOTFs trained over 10,000 CDDs. During the
year 2000 that number has swollen to 67,000
– overall a net gain of 58,000 new workers in
just over two years. These trained health per-
sonnel better understood the necessity for
empowering communities in the process of dis-
tributing ivermectin. Furthermore, they are
better fulfilling their supervisory role to the
benefit of the target rural communities.

This fact alone not only constitutes a triumph
against onchocerciasis but also an important
first step in what could well become a revolu-
tion in healthcare delivery. Because ivermectin
distributors are generally perceived as reliable
and influential members of their given commu-
nities, there now exists a real opportunity to
use their skills and knowledge to bring other
healthcare resources to bear on their respec-
tive communities. Indeed, APOC partners are
already conducting pilot sudies in the Sudan,
Cameroon, Uganda and Nigeria to determine
the feasibility of delivering immunization, eye-
care services and other community-based inter-
ventions using the CDTI approach.
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APOC began its mission at a time when iver-
mectin treatment in APOC countries had stag-
nated at 6 million people treated per annum. 
This figure has now almost quadrupled, 
20 million being treated annually in 2000.

Joining APOC is clearly a worthwhile investment
in a strategy that not only works but holds sub-
stantial promise as the healthcare strategy of
choice for the new millennium.

Why should governments and 
communities work towards owner-
ship and sustainability of CDTI?
• In order to achieve the ultimate goal of elim-

inating onchocerciasis as a disease of public
health and socieconomic importance;

• To safeguard the current investments of APOC
partners after the cessation of external sup-
port;

• To develop a mechanism of delivery of health
care based on strong partnerships between
communities and the health care system;

• Having developed strong partnership between
health care services and communities, to use
the community-directed strategy as a spring-
board to accelerate implementation of other
community-based health and development
programmes;

• To achieve community adherence (compli-
ance) to long-term treatment with ivermectin
and pave the way for other programmes;

• To increase community power and authority
of decision-making in health care delivery.

I am very proud to be part of this common effort, we have a

long way to go, but we believe in the future this (disease) may

be... totally eliminated.”
“ Jimmy Carter

(Former US President)
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APOC partners have harmonised their methods
and strategies and have shared human, materi-
al and financial resources in working towards a
common goal. It is with gratitude that we
acknowledge their contribution to improving
the health of some of the world’s most disad-
vantaged.

NGDOs
• Adventist Health International 

(Loma Linda University)

• Africare

• Baha’i International Community

• CHAL

• Christoffel Blindenmission e.V.

• Global 2000 River Blindness Programme of
the Carter Centre

• HealthNet International + 
25 other NGDO operating in southern Sudan

• Helen Keller International Inc.

• IFESH

• Interchurch Medical Assistance Inc. (IMA) 

• International Eye Foundation

• Lions Clubs International Foundation (Sight
First)

• MITOSATH

• Organisation pour la Prévention de la Cécité 

• Sight Savers International

• US Fund for UNICEF

• World Vision International

Donors
African Development Bank 

Australia

Belgium

Calouste Gulbenkian Foundation

Canada

Caritas Verband

Finland

France

Germany

Ireland

Japan

Kuwait

Luxembourg

The Netherlands

Nigeria

Norway

OPEC Fund

Poland

Portugal

Slovenia

Switzerland

UNDP

United Kingdom

United States

World Bank

World Health Organization

Private sector
Merck & Co., Inc. and its 
Mectizan Donation Programme

We would also like to express our gratitude and appreciation to Dada, Agnes, Marie, Semanza
and the millions of our African compatriots who have joined hands, contributed what they can,
shared the burden, eased the suffering, and helped in the concerted fight to rid Africa of a
disease that has blighted our continent, our homes and our families for generations.

Special thanksSpecial thanks
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As you read this, you may well ask
yourself “why should I get involved,
what can I do”?  APOC is built on
partnerships. It achieves its goals
through the concerted action of 
a wide range of specialist groups. 
But each of these groups — from 
governments to industry to a village
devastated by the disease — are 

composed of individuals. Individuals
are the primary agents of positive
change, whether it is through political
or economic pressure — or by exam-
ple. It is easy to forget how many 
of the key social changes and health
improvements throughout history 
have been due to the inspiration and 
commitment of just a few people.

World Health Organization
African Programme for 

Onchocerciasis Control (APOC)
P.O. Box 549

Ouagadougou - BURKINA FASO
Tel: +226-34 29 53/34 29 59/34 29 60

Telex: ONCHO 5241
Fax: + 226-34 28 75/34 26 48
E-mail: seketelia@oncho.oms.bf

Sponsoring agencies

The World Bank Food and Agriculture
Organization

United Nations
Development Programme

World Health 
Organization

This venture is one of those things which

happens rarely in one’s life, when one can

make an impact on the lives of countless

people. ”

“James D. Wolfensohn
(President, World Bank)


