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1. OPENING OF THE SESSION: Agenda item 1

1.1 The Joint Action Forum (JAF) of the African Programme for Onchocerciasis Control
(APOC) held its third session at the Town Hall in Liverpool at the invitation of the Government
of the United Kingdom of Great Britain and Northern Ireland (the list of participants is attached
as Annex 1).

1.2 Participants were welcomed by the Lord Mayor of Liverpool, Margaret Clarke, who was
particularly pleased that the third session of the Joint Action Forum of the African Programme for
Onchocerciasis Control was held in the city during the year when the Liverpool School of Tropical
Medicine celebrated its centenary. The School had contributed substantially, and continued to
contribute, to the control of onchocerciasis in Africa. She concluded by wishing the Joint Action
Forum a useful and productive session.

1.3 Dr David Nabarro, Head of the Health and Population Division, Department for
International Development (DFID), brought greetings from Mrs Clare Short, Secretary of State
for International Development, who was travelling abroad on government business. Dr Nabarro
emphasized recent changes in British policy towards development support from the former
Overseas Development Assistance to collaboration for international development for the benefit
of all people. He finally reiterated the welcome of the Lord Mayor of Liverpool.

L.4 Dr Ralph Henderson, Assistant Director-General of the World Health Organization
(WHO), congratulated the Programme on having moved into its operational phase within such a

short period and emphasized the importance of APOC operations becoming an integral part of
comprehensive community-based health systems.

1.5 He expressed his satisfaction that the Programme, breaking new grounds in community
action, had already developed monitoring and evaluation systems, the results of which would
eventually benefit health activities of a similar nature.

1.6 Dr Henderson concluded by thanking all those who in a constructive partnership
contributed to making APOC another important step towards the control of onchocerciasis in
Africa (the text of Dr. Henderson's statement is attached as Annex 2).

1.7 Dr K. Yankum Dadzie, Director ad interim of APOC, stressed the overriding importance
of the partnership between the beneficiary countries, donors, non-governmental development
organizations (NGDOs), UN agencies and private industry in a venture which could very well
become a prototype for future international cooperation. He referred to the important aspect of
APOC that communities were now to take in hand not only the conduct of health action but also
the monitoring of such action. Dr Dadzie also stressed the importance of operational research as

an indispensable means to reach the objective of establishing sustainable community-directed
distribution systems. He finally thanked the Government of the United Kingdom of Great Britain
and Northern Ireland as well as the City of Liverpool for the warm welcome and excellent
arrangements for the meeting.

1.8 H.E. Dr C.W.C.B. Kiyonga, Chair of the second session of the Joint Action Forum,
summarized briefly major events which took place during the last twelve months, including the
signature of the APOC Memorandum by all the Participating Countries; the unveiling of the
onchocerciasis statue ceremony at the World Bank headquarters; and the Donors' Conference at
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which the Uganda case study was presented. Dr Kiyonga underlined partnership and solidarity as
essential elements of APOC operations.

1.9 After thanking the UK government and city of Liverpool for hosting the third session of
the Joint Action Forum, Dr Kiyonga declared the session open.

2. ELECTION OF OFFICERS: Agenda item}

2.I The United Kingdom of Great Britain and Northern Ireland was elected to the Chair (held
by Dr David Nabarro) and the Central African Republic was elected to the Vice-chair (held by Her
Excellency Dr Fernande Djengbot).

3. ADOPTION OF THE AGENDA: Agenda item 3 (document JAF3.1, revision 1)

3.1 The provisional agenda, reflected in the present report, was adopted.

4. REFLECTIONS OF TTIE COMMITTEE OF SPONSORING AGENCIES

4.1 Mr Bruce Benton, Chair of the Committee of Sponsoring Agencies (CSA), reiterated Dr
Henderson's congratulation to APOC for having so expeditiously moved into its operational phase
after a two-year planning period during which all the factors which could promote or hamper the
success of the Programme had been carefully considered.

4.2 Members of CSA had attended sessions of the APOC Technical Consultative Committee
(TCC) and were impressed by the high quality of its deliberations and of its well-founded
recommendations.

4.3 Mr Benton addressed a special thanks to President Carter for his tireless energy in
supporting APOC through its preparation and implementation phases. In this regard, President
Carter had proved to be an inspiration to the Sponsoring Agencies. Mr Benton then emphasized
the potential for APOC in developing a precedent-setting model for a global partnership which
would prove of major importance in improving integration of health care.

4.4 Mr Benton concluded by referring to the very low cost of APOC administration (less than
nine per cent of the total budget) and congratulated APOC and OCP on their close collaboration
both technically/scientifically and administratively at their shared headquarters in Ouagadougou
to the mutual benefit of both prograrnmes.

4.5 The reflections of the Committee of Sponsoring Agencies are attached as Annex 3

{<{<x

The Joint Action Forum was honoured by the presence of President and Mrs Carter who
attended a working session.

Dr David Nabarro in welcoming President Carter stressed the impressive contribution of the
Carter Center to peace in many parts of the world during the past 15 years and to the alleviation
of poverty.
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Statement by President Jimmy Carter

President Carter expressed his pleasure at attending, together with Mrs Carter, this meeting
of key players in the fight against onchocerciasis, a major commitment of the Carter Center

The President summarized the major activities of his Center and mentioned particularly the
contact ten years ago of officials of Merck & Co, Inc. with Dr William Foege, who was then the
Executive Director of the Carter Center, which helped to bring about the decision of the
Company to provide ivermectin free of cost for as long as needed.

He emphasized that community distribution of ivermectin offered an opportunity for multidisease
control by adding other community-organized health activities to ivermectin distribution.

President Carter concluded by underlining that partnership in APOC was a factor of crucial
importance for the success of the Programme.

Dr Nabarro on behalf of participants in the third session of the Joint Action Forum thanked the
President for a truly inspiring address.

***<

PROGRJSS REPORT OF TIIE WORLD IfiALTH ORGANIZATION: Agenda item
5 (document JAF3.2)

5.1 The Programme Director ad interim, Dr K. Yankum Dadzie in introducing the Progress
Report, emphasized the progress made since the last session of JAF in December 1996 as

demonstrated by the appreciable number of projects already in operation or approved for
implementation.

Operational suooort to oarticioatins countries

5.2 During the year under review, the APOC Management organized, together with the
National Onchocerciasis Task Forces (NOTFs) concerned, workshops to accelerate the
development of national plans and to promote the preparation of quality projects for Community-
directed treatment with ivermectin (CDTI). 204 participants representing all the APOC partners
from eleven countries attended three workshops held respectively in Enugu (Nigeria) during April
1997, Ouagadougou in June and Khartoum during September. The facilitators included national
experts, TCC members, staff from WHO country offices and NGDO experts.

5.3 So far, seven of the Participating Countries had been visited by teams composed of APOC
staff members, the NGDO coordinator and representatives of the AFRO Regional Director. This
included the two visits in 1997 to the southern part of Sudan (government controlled area) and to
Equatorial Guinea.

5.4 During country visits, an issue of particular concern had been the setting up of systems
guaranteeing a sound and reliable administrative/financial management of APOC- funded projects.
This included the signing of a Letter of Agreement between WHO/APOC and the NOTF
concerned; the opening of a special bank account; and making available an accountant to the
NOTF. At the time of preparing the report, nine out of eleven approved projects in Uganda,
Malawi, Nigeria and Sudan had met these requirements and joint OCP/APOC teams of financial
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administrators had visited Uganda, Sudan, Nigeria and Malawi to ensure compatibility with WHO
procedures and to retrain accountants.

5.5 By the end of 1997, the APOC Management had requested WHO Representatives to
transfer the flust instalment of Programme funds into the special (NOTF) bank accounts in respect
to 9 projects in Uganda, Malawi, Nigeria and Sudan.

5.6 To assist countries in completing the epidemiological mapping of onchocerciasis, a training
seminar was organized at APOC headquarters in September for nationals in the field of Rapid
Epidemiological Mapping of Onchocerciasis (REMO) and the integration of REMO data into the
Geographical Information System (GIS).

Preparation of suooortive material

5.7 The APOC Management in collaboration with WHO/TDR produced a video in English and
French for the training of community ivermectin distributors and for the start-up of CDTI projects.
Also, a training manual was under preparation.

5.8 Furthermore, forms had been developed, together with the WHO/AFRO, TCC and NOTFs,
for the purpose of instituting a simple monitoring system of project implementation and allow for
the evaluation of the epidemiological impact of APOC-funded operations and the possible impact
of ivermectin distribution on transmission. Protocols for the application of the two activities were
also now available.

Operational research

5.9 APOC-supported operational research carried out by WHO/TDR had provided answers to
such questions as the effect of ivermectin on onchocercal skin manifestations; sustainable
approaches to ivermectin distribution; monitoring methods; and the application of the Geographical
Information System. Collaboration had been established with the TDR Task Force dealing with
issues like sustainability of ivermectin treatment post-APOC; ivermectin delivery circuits;
recording and community reporting of ivermectin distribution.

Administrative matters

5.10 The staff at APOC headquarters comprised four professionals (excluding the Director ad
interim) and five general service personnel. This rather lean staffing complement would have been
unable to satisfactorily prepare for, and support, the implementation of APoC-financed projects
without the assistance of OCP in such activities as budget and finance; personnel administration;
holding of meetings; translation; supplies; and transport.

Collaboration with WHO/AFRO

5.11 APOC had also received considerable support and assistance from WHO/AFRO and in
particular from WHO country offices without whose help during planning visits and, more
recently, the administration of financial matters by the WHO Representatives, little could have
been achieved.

*r<*
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5.12 A proposal was made that APOC headquarters might eventually move to an APOC country.
As regards the future management arrangements for APOC, also beyond 2002, when OCP
operations would come to an end, the Forum requested CSA to make recofllmendations to the
fourth session of JAF. In preparation for the consideration of this issue, members of JAF might
express their views to CSA in writing.
5.13 In this connection, the APOC Management was requested to ensure that sufficient time be
allowed at JAF.4 to the consideration of the CSA report on the future of APOC management
arrangements and of the TCC report on APOC activities in relation to Health Sector
Reform/integration (see paragraph 6.10 below). Furthermore, sufficient time should be allocated
to future JAF sessions to deal effectively with substantive issues.

REPORT OF THE TECHNICAL CONSULTATIVE COMMITTEE:
Agenda item 6 (documents JAF3.4 & 5, JAF.3 /INF/DOCs 4-8)

6.1 This item was introduced by Professor Oladele O. Kale, Chair of the Technical
Consultative Committee (TCC) who reported on the third and fourth sessions of the Committee
held in April and September 1997 respectively.

6.2 During the two sessions, TCC considered in all32 project proposals of which five were
resubmissions. Each project was thoroughly examined by the Committee, upon presentation of two
of its members who had made an in-depth analysis, to measure its feasibility for successful
implementation against objective criteria.

6.3 Of the 32 projects submitted by Nigeria, Sudan, Malawi, Tarzania, Cameroon, Central
African Republic and Chad, twenty five (25) (three projects already recommended in 1996) were
recommended for approval and subsequently provisionally approved by the CSA pending the final
consideration by JAF at its current session. In several instances, the APOC Management was
requested by the TCC to bring to the attention of the NOTFs concerned certain aspects of the
proposals that needed to be modified before the implementation of the project or, in some cases,
of the strengthening of NOTF secretariats.

6.4 Furthermore, the APOC Management undertook a detailed examination of the proposed
budgets which almost invariably resulted in a reduction of the projected APOC contributions.

6.5 The APOC Management had prepared standardized forms for monitoring and evaluation
of APOC-supported projects in consultation with the Technical Consultative Committee and after
review by Participating Countries and NGDOs. These forms (one for routine and one for
independent project monitoring and one for annual evaluation) would now be field tested. The
monitoring form is designed to allow for semiannual reporting as recommended by the second
session of JAF and confirmed by the present session of the Forum (see also paragraph 6. 1 I below) .

6.6 As mentioned above (paragraph 5.8) and reported under agenda item 12 below, a sub-group
of TCC prepared protocols for epidemiological assessment of the impact of APOC Operations as
well as for studies of the long-term effect, if any, of ivermectin distribution on transmission of
Onchocercavolvulus. 

+ * *

6.7 After the presentation, it was confirmed that four focal vector control projects had been
approved for implementation.
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6.8 Professor Kale, in responding to questions regarding the impact of cost-recovery for
ivermectin distribution in Cameroon, suggested that it could be a barrier to acceptance of
ivermectin treatment by members of the community who could not afford to pay. TCC, however,
recognized the precedence of the national policy for cost recovery, also for preventive services,
but did in such cases when recommending approval of a project proposal, point out inherent
constraints to the country with the understanding that the possible impact of cost-recovery be
reviewed at a later date.

6.9 As regards to the projects recommended for approval in Cameroon which implemented the
policy of cost-recovery, the Forum was informed that the health care system in the country
reflected the primary health care concept with the system having been established with, and being
directed by, the communities concerned. The village health committees organize ivermectin
distribution in villages (nurses dispense ivermectin) and were therefore to be considered
community agents. Also, although ivermectin was provided free of cost, its despatch to remote
villages incurred considerable expenditure which, in itself, was considered a justification for cost-
recovery.

6.10 The Forum requested that TCC during its September 1998 session set aside time (an extra day)
to consider the issue of APOC activities in relation to Health Sector Reforms and integration. WHO and
other external experts might be invited to attend. The conclusions would be reported to the 1998 session
of JAF.

6.11 The need for a half-yearly monitoring of APOC-supported projects to follow closely
sustainability as recofllmended by TCC was reiterated by the Forum.

REPORT OF THE NGDO COORDINATION GROTJP FOR IVERMECTIN
DISTRIBUTION INCLI.DING SUPPORT OF THE GROUP TO APOC
ACTMTIES: Agenda item 7 (document JAF3.8)

7.1 Dr Daniel Etya'a16, the NGDO Coordinator, and Ms Catherine Cross, Chair of the NGDO
Group, emphasized the close collaboration between the members of the NGDO Group and APOC
to the extent that the distinction between activities specific to the Group and its support to APOC
was becoming increasingly blurred.

7.2 During the first six months of 1997, the NGDO Group had facilitated ivermectin treatment
to more than one million people in OCP countries and to 8 million people in APOC countries.

7.3 The NGDO Group, meeting twice a year during 1997, made a number of recommendations
including the need for reviewing the ivermectin ordering procedures; for the World BankiNGDO
ad hoc committee on sustainability to pursue its work; and to include pregnant women in
ivermectin treatment prograrnmes, where applicable.

7.4 The Group reiterated its intention to continue its funding of, and support to, the
progralnmes carried out under the auspices of APOC and to encourage other NGDOs, including
local NGOs, to participate. The Group appealed to Donors and to Participating Countries to
suggest other agencies which could be persuaded to join the Programme and to ask them to contact
the NGDO Coordinator or the Chairperson.

7

***
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7 .5 During the discussion following the presentation of the structure of the NGDO Group and
its collaboration with APOC, the question of sustainability of Community-directed ivermectin
distribution after the end of the five-year APOC support period was raised. It was expected that
in several cases NGDOs might continue individual support but that such support should not in any
way impede self-sufficiency of national/community continuation of distribution.

7.6 In order to ensure speedy procurement of ivermectin, national authorities were advised to
consider the use of blanket duty exemption forms and that the number of required signatures be
held at a minimum, possibly one only. Also, it was recommended that the Mectizan Donation
Program be involved in any discussion between APOC and Participating Countries concerning
ivermectin supply.

7.7 Although there had previously been some delay in the communication of TCC
recommendations to the NGDOs concerned, the situation had lately improved.

COT]NTRY REPORTS: EXPERIENCES IN PREPARING, LAT]NCHING AND
OPERATING APOC. SUPPORTED PROJECTS

8.1 Ministers of Health and NOTF representatives from Participating Countries made brief
statements regarding their experience of preparing and implementing APOC-financed projects. The
following countries were represented: Uganda, Malawi, Nigeria, Tarzania, Sudan, Central African
Republic, Chad, Democratic Republic of Congo, Gabon, Equatorial Guinea and Cameroon.

8.2 During the presentations and the following debate, issues of direct relevance to APOC-
supported operations were raised.

Essential elements of CDTI

8.3 In order to promote the sense of ownership of APOC-supported CDTI projects by the
communities concerned, KAP studies might have to be conducted in order to determine the attitude
of villagers to the projects whose purpose and activities would need to be repeatedly explained to
village elders and other influential people. In case of unsatisfactory response, operational research
could be required to find solutions and monitoring community perceptions and attitudes would be
necessary.

8.4 To ensure integration of CDTI activities, community selected ivermectin distributors would
be trained and supervised by local health centre staff and should eventually undertake additional
public health tasks. The need for ensuring sustainability of ivermectin distribution over an extended
period required particular attention. In this case, operational research, already initiated by
WHO/TDR, would be concerned with the identification of factors and measurable precursor
indicators of sustainability and continued acceptance of ivermectin treatment by the communities.

8.5 It was agreed that the APOC approach should be flexible, in particular in respect to
reaching communities, so as to be applicable also in areas where CDTI would need to be modified
if local conditions so required. It was particularly important that projects be integrated from the
start and adapted to the varying exigencies of health sector reform in the different countries.
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Ooerational asoects

8.6 In order to retain trained community ivermectin distributors, and avoid a rapid turnover,
it could be necessary for the communities themselves to pay distributors an allowance in cash or
in kind. However, the decision should be made by the communities themselves, such payments
should not be drawn on NGDO or other similar accounts.

8.7 It was important that village authorities and the population itself realize from the beginning
that ivermectin treatment would exceed a few years and that community education be carried out
to that effect.

8.8 The importance of establishing an effective chain of distribution supply was underlined to
avoid shortage of stock and spare distributors excessive travel to collect supplies.

8.9 The problem of migration and the ensuing risks of renewed infection could be particularly
serious in situations where civil unrest gave rise to massive population movements and resulted
in the spread of infection.

8.10 A suggestion was made to the effect that neighbouring countries could make use of
expertise in for instance REMO techniques which were well established in two countries (Nigeria,
Cameroon) for similar activities.

8.11 In this connection it was noted that in the case of two countries having infected
communities on each side of the border, a bilateral agreement on collaboration in health matters
facilitated trans-border collaboration.

Individual countrv issues

8.12 The particular sinration in the Raja district in Sudan where close to 100% of the population
was infected with 20% blindness rate was brought to the attention of the Forum.

8.13 The delegates of the Democratic Republic of Congo and Tatuania were reassured that
APOC would corlmence operations in the two countries without delay.

8.14 Participants in the Forum expressed a particular interest in the identification by the delegate
of Nigeria of the constraints encountered as regards project implementation in that country.

REPORT OF A CSA AD.HOC COMMITTEE ON APOC FTINDING OF NGDO
OVERHEADS: Agenda item 9 (document JAF3.7)

9.1 Mr Bruce Benton, Chair of CSA, informed the Committee that an ad hoc grolp composed
of APOC staff and representatives of the NGDO Group, Participating Countries and WHO/AFRO
met in September to make recorlmendations regarding APOC funding of NGDO administrative
overheads. The APOC Programme Document approved by the first session of JAF (see paragraph
8.3.2) stated that "limits on administrative overheads for participating NGDOs will be fixed by the
APOC prograrnme - through the TCC, Programme Management and the CSA - and be kept to a
minimum if NGDOs are to be eligible to participate in the Programme".

9
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9.2 Given the interest of APOC to promote quality NGDO partners, requiring central
information systems, financial audit controls, staff training and HQ up-keep, the ad hoc grotp
therefore recommended that a uniform percentage increase of 75% of eligible NGDO direct costs

to cover NGDO overheads be allowed with the inclusion of a corresponding line item in each

NOTF project budget for reimbursement to NGDOs.

9.3 After consideration and overall agreement by TCC of the ad hoc group recofllmendations,
CSA recommended for final approval of JAF, that7.5% of eligible NGDO direct costs as outlined
in a given Project proposal, would constitute NGDO compensation for project overheads (indirect
costs)' 

I * *

9.4 The Forum approved that7 .5% of eligible NGDO direct costs as outlined in a given Project
proposal would be reimbursable for project overheads.

CONSIDERATION OF NATIONAL PLANS AND PROJECT PROPOSALS:
Agenda item 10 (document JAF3.6)

10

10.1 Since the JAF approval during its second session in December 1996 of two CDTI and one

vector control project, CSA had approved, on behalf of the Joint Action Forum, 20 CDTI projects,
1 vector elimination project and 4 projects in support of national headquarters for onchocerciasis
control. The Management was seeking the confirmation of the CSA approval.

10.2 In all 7.5 million persons would be under ivermectin treatment by APOC-financed projects
approved sofar (pending, however, the conflumation by JAF of CSA approvals during 1997). The
projects were submitted by NOTFs from Chad, Nigeria, Sudan, Tar:zania, Cameroon, Central
African Republic and Uganda.

10.3 The total APOC contribution for the first- year operations of the projects would amount to
US$ 7.42 million likely, however, to be reduced after APOC Management scrutiny (see para.6.4
above). To this amount should be added the contribution of the Programme to cover NGDO
overheads (see section 9 above).

***

10.4 In response to a question why only eight out of 19 APOC countries had had their projects
approved it was explained that all Participating Countries had received the guidelines but that the time
factor had not allowed all nineteen countries to submit project proposals. Also, civil unrest had in some
cases been an impediment. Special efforts would be made to include projects in the eleven remaining
countries at which point, however, attention would need to be given to how to cope with the considerable
increase in the workload of the APOC Management, if not before.

10.5 It was noted that the average APOC contribution was in the order of only 52% of the total
project budgets, well below the allowed 75%, a good indication of prospective sustainability. It
was pointed out in this connection that the APOC proportion of the total budgetary projections
varied considerably from one country to another.

10.6 To a question why some delay might occur in payment of funds after submission of
proposals the reply was that TCC in some cases imposed conditions for approval and that financial
safeguards had to be established.
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lO.7 The Committee was reassured that all TCC conditions were reflected in the project
proposals approved by CSA and now submiued to JAF for ratification.

10.8 The Chairman of CSA, Mr Bruce Benton, expressed his Committee's confidence in the
APOC Management and TCC whose sessions he had attended himself.

10.9

session

The Forum ratified the approval of APOC-financed projects submitted to it at its current

11. OPERATIONAL RESEARCH

11.1 Dr Hans Remme, Manager of the WHO/TDR Task Force on Onchocerciasis and

Lymphatic Filariasis informed the Forum about the on-going study on Sustainability of
Community-directed Treatment. He then referred to the recent trials of the effect of ivermectin
on skin disease, the findings of which should be translated into predictions of the expected impact
of CDTI over time and under different assumptions on treatment coverage. On the basis of these
predictions, the indicators for the impact assessment of APOC should be reassessed and refined,
if necessary. The results would be reported to the 1998 session of the Forum.

ll.2 In introducing a note on "The Economic Impact of Onchocerciasis Control through APOC:
An Overview", the author, Mr Bruce Benton of the World Bank, referred to the APOC objective:
"to establish, within a period of 12 years, effective and self-sustainable communiry-based (directed)
ivermectin treatment" in the Participating Countries. A cost-benefit analysis of the Programme
concluded that if this objective were effectively met, the economic rate of return (ERR) would be
17% based solely on the projected reduction in blindness.

11.3 However, recent studies had shown that APoC-financed operations would result in
additional benefits due to a reduction of skin-manifestations leading to enhanced productivity and
reduced health expenditures. The above ERR of 17 % wotld consequently constitute a lower
bound estimate of the economic impact of the APOC prograrnme, and the actual net benefits
flowing from APOC operations were likely to be considerably higher. If the Programrne, however,
failed to achieve sustainability, the EER would be much lower, i.e. in the order of 6%.

12 EVALUATION OF TITE EPIDEMIOLOGICAL IMPACT OF APOC AND STUDIES
OF THE LONG-TERM IMPACT OF CDTI ON TRANSMISSION: Agenda rtem 12
(documents JAF3/INF/DOCs 1,2 & 3)

l2.l The Chair of a TCC ad hoc committee on impact analysis, Professor David Molyneux,
summarized the work of his committee and the recommendations made to TCC in this respect. A
protocol had been prepared for the evaluation of the epidemiological impact of ivermectin
treatment which would be carried out by four multidisciplinary teams to visit up to 22 sites within
the APOC area. Members of the team would be trained for standardization of techniques and
reading of onchocercal manifestations. Following the collection of baseline data a second
assessment would be done after five years and a third after ten years.

12.2 As regards the impact study of ivermectin distribution on transmission, a protocol had been
prepared for a DNA assay on pools of blackflies to determine the level of infectivity, initially
relying on the Bouak6 (Cdte d'Ivoire) laboratory to carry out the laboratory tests.

***
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12.3 The Forum welcomed the studies on the epidemiological impact of APOC operations which
would allow for the use of numerical goals to measure the progress of project implementation. It would
be important to correlate coverage to impact.

12.4 The WHO/TDR Task Force had developed and validated a method for Rapid Independent
Monitoring Indicators of Treatment including Coverage and a report would be made to TCC.

12.5 It was suggested that although the studies were important, caution was necessary not to
make excessive investments.

13. PLAN OF ACTION AND BUDGET FOR 1998: Agenda item 13 (document JAF3.3)

13.I The planned activities of APOC during 1998 were summarized as follows

second-year implementation of two CDTI projects (Malawi, Uganda) and first year
implementation of one vector elimination project (Uganda Itwara focus), all
approved December 1996;
second-year implementation as from August 1998 of seven CDTI projects (Nigeria,
Sudan, Tarzania), approved in April 1997;'
first-year implementation of 14 projects (13 CDTIs, one vector elimination)
(Cameroon, Chad, CAR, Nigeria, Uganda, Taruania), approved in September
t997;
first-year implementation of 11 new CDTI projects and one vector elimination
project to be submitted by four countries by 31 January 1998;
an additional 15 project proposals from three to four countries were expected to be
submitted during 1998 for implementation in 1999;
workshops and on-the-job training in the CDTI methodology and APOC concept
would continue throughout the year;
coordination of Rapid Epidemiological Mapping of Onchocerciasis (REMO)
surveys and integration of findings in the WHo/CTD-supported Geographical
Information System;
continuation of long-term impact studies;
strengthened collaboration between APOC, OCP, WHO/AFRO and NGDOs;
support to, and financing of, WHO/TDR operational research and Macrofil;
country visits to assist in preparing project proposals and to monitor/evaluate
implementation of APOC-financed projects.

***

13.2 The proposed Plan of Action for 1998 and the corresponding budget of US$ 11 376 898
were approved.

t4 FINANCING OF THE AFRICAN PROGRAMME FOR ONCHOCERCIASIS
CONTROL

Financial situation

14.I Mr Bruce Benton, Manager of the Onchocerciasis Unit at the World Bank headquarters
informed the Committee that from 1996 to 2007 , an average amount of US$ 20 million per annum
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would be needed for the two prograrnmes, OCP and APOC, i.e. 15% less than for OCP alone
during the past decade. During 1997-2001, US$ 30 million would be required each year for the
two programmes declining from US$ 25 million in2002 (last year of OCP operations) to US$ 5
million in2007.

14.2 US$ 74 million was required for Phase | (1996-2001) of APOC and US$ 57 million for
Phase Il (2002-2007) i.e. an average of US$ 11 million per annum during both phases.

14.3 If each Donor contributed to APOC at least 50% of its annual contribution to OCP during
its fourth Financial Phase (1992-1997), APOC would be fully funded until its end in 2007 . Sixteen
Donors had sofar indicated their agreement to contribute accordingly.

14.4 APOC was fully funded through 1998 and written and oral commitments indicated that US$
54 million would be available for Phase I (1996-2001) leaving a shortfall of US$ 20 million for that
Phase.

Pledeins of Donor contributions

t4.2
future

The list of pledges is being finalized and will be transmitted to participants in the near

15. OTHER MATTERS: no such matters were brought up.

16. DATE AND PLACE OF THE FOURTH SESSION

16.1 The Committee accepted with thanks the kind invitation of the Republic of Ghana to hold
its fourth session in Accra from 9 to 11 Decemberl998.

17. APPROVAL OF THE REPORT

17 .l A draft of the JAF3 report was approved with the understanding that modifications agreed
upon by the Committee would be reflected in the final version of the report.

18. CLOST]RE OF THE THIRD SESSION

18. 1 Following the customary exchange of courtesies, the Chair declared the third session of the
Joint Action Forum closed. The closing remarks of the Chair are attached as Annex 4.
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DECISIONS, CONCLUSIONS AND RECOMMENDATIONS

CSA requested to consider and make recommendations to JAF.4 regarding future
arrangements for APOC management before and after the end of OCP operations, including
the location of the headquarters of APOC and its directorship. Members of JAF could make
their views known to CSA in writing (para. 5.12).

APOC management to allow for sufficient time at the 1998 session of JAF for a thorough
discussion ofthe issues under paragraphs 1. above and 3. below (para. 5.13).

1998 September session of TCC requested to set aside the necessary time for consideration
of APOC activities in relation to Health Sector Reform (para. 6.10).

JAF agreement to standardized monitoring/evaluation forms prepared by the APOC
Management and confirmation of continued need for semiannual reporting to the
Management (paras. 6.5 and 6.11).

Participating Countries encouraged to use blanket duty-exemption forms and reduce the
signatures to a minimum; the APOC Management was encouraged to involve the Mectizan
Donation Program in discussions between APOC and Participating Countries (para.7.6).

Need for flexibility in implementing the APOC strategy to make it applicable to areas
where the CDTI approach requires modification to meet local conditions (para.8.5).

JAF approval of APOC compensation of NGDO overheads equal to 7.5% of eligible
NGDO direct costs as outlined in a given Project proposal (para.9.4).

JAF ratification of CSA-approved APOC-financed projects submitted to the Forum at its
current session (para. 10.9).

Indicators for CDTI impact assessment to be reassessed based on findings of the study on
the effect of ivermectin on skin disease assuming different time-frames and coverage of
treatment; the results to be reported to JAF.4 (para. 11.1).

JAF participants looked forward to the use of numerical targets for monitoring progress,
based on the results of TCC epidemiological impact studies and stressed the importance of
considering the coverage factor in this respect.

WHO/TDR Task Force to report to TCC on progress of Rapid Independent Monitoring
indicators of Treatment including Coverage (para.l2.4).

12. Plan of Action and Budget for 1998 approved (para. 13.2).

8

9

10

11

13. JAF.4 to be held in Accra, Ghana, from 9-11 December 1998
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LIST OF PARTICIPANTS

PARTICIPATING GOVERNMENTS

Belgium
Belgique

Dr. Jacques LARUELLE
Sp6cialiste en Sant6 publique, Relations avec les organisations internationales, Bureau des Nations
Unies, Direction de la Coop6ration multilat6rale, 6, Rue Br6derode, B-1000 Bruxelles, Belgique
Tel:322 500 6252 - Fax: 322 500 65 30

Burundi
Burundi

Dr Thaddee BUZINGO
M6decin Directeur du Projet de lutte contre les Maladies transmissibles et Carentielles (LMTC), B.P
335 ou 1820, Bujumbura, Burundi
Tel:257 22 60 2012218 13

Cameroon
Cameroun

Mr Charles Berrom6e ETOUNDI
Ministre de la Sant6 publique, Ministdre de la Sant6, Yaound6, Cameroun
Tel:237 22 35 25 -Fax:237 22 02 33

Dr OWONA ESSOMBA Ren6
Directeur de la Sant6 communautaire, Ministdre de la Sant6 publique, Yaound6, Cameroun
Tel:231 23 33 84 - Fax: 237 22 44 19 Email rene.essomba@Camtet.cm

Dr Boubakari YAOU
Chef de Division de la Coop6ration, Ministdre de la Sant6 publique, Yaound6, Cameroun
Tel:237 22 87 94 -Fax:237 22 87 94

Mr Abdoulaye MULLER
Charg6 Mission Services au Premier Ministre, Yaound6, Cameroun
Tel:237 23 78 80

Dr Marcelline Doroth6e Noel NTEP
Coordonnateur National du Programme Oncho, Ministdre de la Sant6 publique, B.P. 155, Yaound6,
Cameroun
Tel:237 23 33 84123 93 48 - Fax: 237 22 4419
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Mme Anne Chantal NAMA
Chef de Service O.U.A., Ministdre des Relations Ext6rieures, Yaound6, Cameroun
Tel:237 20 2120130 58 48

Central African Reoublic
R6pub lique c entrafricaine

Dr Fernande DJENGBOT
Ministre de la Sant6 publique et de la Population, B.P. 883, Bangui, R6publique Centrafricaine
Tel:236 6I 16 35 - Fax: 236 61 7099

Dr Justin N'DOYO
Directeur de la M6decine Pr6ventive et de Lutte contre la Maladie, B.P. 783, Bangui, R6publique
Centrafricaine
Tel: 236 61 76 65 - Fax: 236 61 70 99

Democratic Republic of Congo
R6publique D6mocratique du Congo

Prof. (Dr) Karake Guillaume GASANA
Conseiller du Ministre de la Sant6, Cabinet du Ministdre de la Sant6 publique, Kinshasa 1, Gombe,
B.P. 3040, Kinshasa, R6publique D6mocratique du Congo
Tel:243 88 02139

Dr Gilbert MPOKAM-A-MNONDO
Coordonnateur National de l'Onchocercose, Av. Justice No 36, Ministdre de la Sant6 publique, B.P
3040 Kinshasa 1, Gombe
Tel:243 88 02139

Denmark
Danemark

Dr. Pia ROCKHOLD
Technical Advisor Health, DANIDA, Asiatisk Plads 2,1448 Copenhagen K, Denmark
Tel: (+45) 33920161 - Fax: (+45) 33920790

Mr. Erling Moller PEDERSEN
Entomologist, Danish Bilharziasis Laboratory, Jaegersborg Alle, ID-DK, 2920 Charlottenlund,
Denmark
Tel: (+45) 39626168 - Fax: (+45) 39626121, - Email EMP@BILHARZIASIS.DK
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Ethiopia
Ethiopie

Dr Desta ALAMEREW
Epidemiologist Expert, Ministry of Health, P.O. Box 1234
Tel: 251 I 516617 - Fax: 251, I 519366 - Email G1obaI2000@TELCOM.NET.ET

Equatorial Guinea
Guin6e 6quatoriale

Dr Dario-Tad6a NDONG OLOMO
Ministre de la Sant6 et Environnement, Ministdre de la Sant6 et Environnement, s/c Abilio Balboa
SAI
Tel: 240 9 25 65 - Fax: 240 9 5014 -Telex 240 93113

Dr Anacleto SIMA NSUE
Directeur national Programme Onchocercose, Ministdre de la Sant6 et Environnement
Fax:240 9 26 86

Dr Jordi MAS
Coordinator University of Barcelone Onchocerciasis Programme, Ministerio Asuntos Exteriores,
Valisa Diplomatica Malabo (Guin6e Equatoriale)Plazade la Provincia Nol, 28012 Madrid, Espana
Tel:240 9 3156 (Malabo)

Germany
Allemagne

Dr. Herbert KRUMBEIN
Chief , Division of Education, Health and Population Policy, Federal Ministry for Economic
Cooperation and Development, Friedrich Ebert-All ee 40, D-53 1 13 Bonn, Germany
Tel: 228 535 3690 - Fax: 228 535 3500

Gulbenkian Foundation
Fondation C. Gulbenkian

Mr Joao VIEIRA
Assistant Director, Av. Berna 45-A, Lisbon
Tel:7935131

Kenya
Kenya

Dr Peter GATURTIKU
Deputy Director of Medical Services, Department of Preventive and Promotive Health Services, P.O
Box 20781, Nairobi, Kenya
Tel:2542720533 - Fax: 2542720533
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Dr David SANG
Senior Parasitologist, Division of Vector Borne Diseases, Ministry of Health, P.O. Box 20750,
Nairobi, Kenya
Tel:254 21 25 60
Kuwait
Koweit

Dr. Abdul-Redha M. BAHMAN
Agricultural Advisor, Kuwait Fund for Arab Economic Development, P.O. Box 2921, Safat, 13030
Kuwait
Tel: 965 24688001965 2418709 - Fax: 965 2436289

Liberia
Lib6ria

Dr Nuahn MARBIAN
Director, Liberia Institute for Promedical Research, c/o Prof. D. Bradley, DFID Malaria Programme,
London School of Hygiene and Tropical Medicine, Keppel Street, London WCIE 7HT
Tel: +44171927 2333 -Fax: +44171 580 9075 - Email Nmarbian@lshtm.ac.uk

Luxembours
Luxembourg

Mr. Stanislas MYCK
Chef Section "Coop6ration Multi-bi", Ministdre des Affaires 6trangdres, DII, Direction des Relations
6conomiques internationales et de la Coop6ration, 6 rue Congr6gation,L2440 Luxembourg
Tel: 352 478 2440 - Fax: 352 222048

Malawi
Malawi

Dr. Harry Ian. THOMSON MP
Minister of Health and Population, P.O. 8ox30377, Lilongwe 3, Malawi
Tel:265 6227681 265 783044 - Fax: 265 78 3109

Dr. Ellos Ellard LODZENI
Special Assistant to the Minister of Health and Population, P.O. Box30377, Lilongwe 3, Malawi
Tel: 265 78 3044 - Fax: 265 78 3109

Mr. Phillimon A.J. TAMBALA
National Coordinator, National Onchocerciasis Prograrnme, c/o I.E.F., P.O. Box 2273, Blantyre,
Malawi
Tel:265 624448 - Fax: 265 624526
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Mozambique
Mozambique

Dr. Emilia Virginia Raul NOORMAHOMED
Assistant Professor of Parasitology, Faculty of Medicine, P.O. Box 37, Maputo, Mozambique
Tel: 258 | 4267401424910 - Fax: 258 | 427133- Email ERAUL@ZEBRA.UEM.MZ

Dr Dinesh Navalshankar JAGJIVAN
Doctor of Medicine (M.D.), Maputo's Central Hospital, c/o Ministry of Health, 8'Th Floor, P.O
Box 264, Maputo, Mozambique
Tel:258 43 0814 - Fax: 258 I 427133

Netherlands
Pays Bas

Dr Maarten VAN CLEEFF
Public Health Consultant, Msc, Royal Tropical Institute, Mauritskade 63,1092 AD, Amsterdam, the
Netherlands
Tel: (+31) 5688494 - Fax: (+31) 20 5688444 - Email health@KlT.Nl

Nigeria
Nig6ria

Dr Abdulsalam NASIDI
Ag. Director, PHC, Department of PHC & DC, Federal Secretary, Garki, Abuja
Tel:234 9 523 4588 - Fax:234 9 523 4587

Dr Jonathan Y. JIYA
Deputy Director, National Coordinator, National Onchocerciasis Control Programme, Federal
Ministry of Health, Federal Secretariat, Ikoyi, Lagos
Tel:234 I 684 095 or 234 090 404 163 (Mobile) - Fax: (c/o Global 2000) 234 | 49 26 945

Sudan

Soudan

Ms Ustaza Ihsan Abdulla ELGABSHAWI
Federal Minister of Health, P.O. Box 303, Khartoum, Sudan
T el: 249 | | 7 7 47 l0 - Fax: 249 I I 7 7 87 04 - Telex 22896

Prof. Mamoun Mohamed Ali HOMEIDA
National Coordinator & Chairman NOTF, Academy of Medical Sciences, P.O. Box 12810,
Khartoum, Sudan
Tel:249 11476237 - Fax: 249 11785536
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Switzerland
Suisse

Mr Frangois RODUIT
Chef adjoint de la Section Afrique Occidentale, Direction du D6veloppement et de la Coop6ration
(DDC) DFAE, CH-3003 Berne, Suisse.
Tel: 41 31 322 3474 - Fax: 41 31 3241695 - Email frangois.roduit@sdc.admin.ch

Tanzania
Tanzanie

Dr Simon B. KATENGA
National Onchocerciasis Control Coordinator, P.O. Box 9083, Ministry of Health, Dar-es-Salaam,
Tanzania
Tel:255 5120261ext. 238 or 305 - Fax: 255 5123676 Email katenga@twiga.com

Uganda
Ouganda

Dr. Crispus KIYONGA
Minister of Health, P.O. Box 8, Entebbe, Uganda
Tel:256348332 - Fax: 256250376

Dr. Richard NDYOMUGYENYI
National Onchocerciasis Coordinator, P.O. Box 1661, Kampala, Vector Control Division, Ministry
of Health, Uganda
Tel:256 348332 - Fax: 256 250376

United-Kinsdom
Royaume Uni

Dr. David NABARRO
Chief, Health and Population Advisor, Department for International Development DFID, g4Yrctoia
St., London SWlE 5JL
Tel: +44 0l7I 917 0107 - Fax +44 0l7l917 0174Email D-NABARRO@dfid.stnet.gov.uk

Mr. Philip Steven MASON
Head, Multilateral Programmes, Health & Population Division, Department for International
Development (DFID), 94 Victoria Street, London SW1E 5JL.
Tel: +44171917 0319 - Fax: +44171917 0428 - Email ps-MASON@dfid.stnet.gov.uk

Mr. Scott HARDIE
Multilateral Programmes, Health and Population Division
Department for Intemational Development (DFID), 94 Victoria Street, London SW1E 5JL.
Tel: 0171 917 0628 - Fax: 0I7l 917 0428
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United States of America
Etats-Unis d'Am6rique

Dr Dennis CARROLL
Senior Health Advisor, USAID, Ronald Reagan Building, Global Bureau, Office of Health and
Nutrition, Washington D.C., 20523
Tel: 202 7l2 5009 - Email DCARROLL@USAID.GOV

NON-GOVERNMENTAL DEVELOPMENT ORGANIZATIONS
ORGANISATIONS NON GOUVERNEMENTALES

Carter Center

Dr Frank RICHARDS
Technical Director, Global 2000 River Blindness Program, One Copenhill, Atlanta, GA-30307, USA
Tel:770 488 4521- Fax: 770 488 45ll - Email Fxrl@cdc.gou

Ms Pamela WUICHET
Director of Development, the Carter Center, One Copenhill, Atlanta, GA-30306, USA
Tel:404 420 5115 - Fax: 404 688 l70l - Email pwuiche@emory.edu

Christoffel B lindenmission

Dr Adrian Dennis HOPKINS
Medical Consultant of CBM, P.O. Box 1772,PNLOC Bossangoa, Central African Republic
Tel: 236 65 00 35 - Fax: 236 65 00 35

Helen Keller Intemational

Dr Jordan KASSALOW
Director of Onchocerciasis Program, 90, Washington Street, NW.NW 10006, USA
Tel: 212 943 0890 - Fax: 212 943 1220 - Email JKassalow@Adl.com

Mr Tiburce Aim6 NYIAMA
Country Director, Helen Keller International, P.o. Box 13201, Yaounde, Cameroon
Tel:237 2097 71 - Fax: 231 2097 7l

Mectizan Donation Program

Dr. Stefanie MEREDITH
Director, Mectizan Donation Program, 750, Commerce Drive Suit 400, Decatur, GA 30030
Tel: 1 404 371 1460 - Fax: 1 404 371 1 138 - Email smeredit@taskforce.org

Dr. H. Bruce DULL
Executive Secretary, Mectizan Expert Committee, Mectizan Donation Program, 750, Commerce
Drive Suit 400, Decatur, GA 30030
Tel: 1 404 371 1460 - Fax: 1 404 371 1138 - Email bdull@takforce.org
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Dr. Mary ALLEMAN
Associate Director, Mectizan Donation Program, 750, Commerce Drive Suit 400, Decatur, GA
30030
Tel: 1 404371 1460 - Fax: 1 4043711138 - Email malleman@taskforce.org

Organization for Prevention of Blindness (OPC)
Organisation pour la pr6vention de la c6cit6

Dr. Christine GODIN
Directeur adjoint des Programmes, 9 rue Mathurin R6gnier, 75015 Paris, France
Tel: 01 40619906 - Fax: 0I 40619949 Email opcecite@natique.fr

Sight Savers International

Mr. Richard Bruce PORTER
Executive Director, Sight Savers International, Grosvenor House, Bolnore Road, Haywards Heath,
West Sussex RHl6 4BX, England
Tel:01444 412424 - Fax: 01444 415866 Email RPoRTER@Sightsaversint.org.uk

Ms Catherine CROSS
Director, Overseas Programmes, Sight Savers Intemational, Grosvenor Hall, Bolnore Road,
Haywards Heath, West Sussex RHl6 4BX, England
Tel: 01444 412424 - Fax: 01444 458557 Email ccross@sightsaversint.org.uk

SPONSORING AGENCIES
AGENCES PARRAINAIITES

Food and Agriculture Organization of the United Nations (FAO)
Organisation des Nations Unies pour l'Alimentation et l'Agriculture (FAO)

Mr F61ix MOLIKOKO-NDOUMBE
Senior Officer, AGSP, Secretary for OCP/APOC, Viale delle Terme di Caracalla, I-00100 Rome,
Italy
Tel: 396 570 530101396 5705 3070 - Fax: 396 5705 6799

United Nations Development Programme (UNDP)
Programme des Nations Unies pour le D6veloppement

Mr Gana FOFANG
Regional Programme Manager, 1 LrN PlazqNew York 10017, United States of America
Tel:212 906 5989 - Fax: 212 906 6478Email gana.fofang@undp.org

World Bank
Banque mondiale

Mr. Bruce BENTON
Manager, Onchocerciasis Coordination Unit and Chair, Committee of Sponsoring Agencies for OCP
and APOC, Jl0-047,1818 H Street, NW, Washington, D.C.20433
Tel:202 473 5031 - Fax: 202 5223157
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Dr. Bernhard LIESE
Director, Health Services, MC-C2-429, 1818 H Street, NW, Washington, D.C.20433
Tel:202 458 4491 - Fax: 202 522 1616

Dr. Olikoye RANSOME-KUTI
Senior Advisor, Onchocerciasis Coordination Unit and Consultant, Regional Human Development,
Africa Region (Better Health in Africa), Jl0-029,1818 H Street, NW, Washington, D.C.20433
Tel:202 458 8012 - Fax: 202 477 2900 Email oransomekuti@worldbank.org

Dr Susanne LELOUP
Consultant, 1818 H Street, Washington D.C., 20433
Tel: 1 202 473 5029 - Fax: 1 202 522 3157 Email sleloup@worldbank.org

Ms Joyce MSUYA
Research Associate, the World Bank, Africa Region-Onchocerciasis Unit, 1818 H Street, N.W.,
Washington D.C., 20433, USA
Tel:202 458 7712 - Fax: 202 522 3157 - Email jmsuya@worldbank.org

World Health Organization
Organisation mondiale de la Sant6

Dr. Ralph Hale HENDERSON
Assistant Director-General, 31, CH. Moise-Duboule, 121 1 Geneva 27 , Geneva. Switzerland
Tel:4122791 2411 - Fax: 4122791 4879

Mr Claude-Henri VIGNES
Legal Counsel Emeritus, WHO/HQ, Geneva
Tel: 4122 791, 47 54 - Fax: 4122 791 4158

WHO Secretariat
Secr6tariat OMS

Dr K. Yankum DADZIE
Acting Director, African Programme for Onchocerciasis Control, Ouagadougou

Dr Uche AMAZIGO
Scientist, African Programme for Onchocerciasis Control Programme, Ouagadougou

Dr Boakye A. BOATIN
Evaluation and Transfer Unit, Onchocerciasis Control Programme, Ouagadougou

Dr Ole W. CHRISTENSEN
Consultant, Onchocerciasis Control Programme, WHO, Geneva

Dr. Daniel ETYA'ALE
NGDO Coordinator, WIIO, Geneva, Switzerland
Tel:41227912642 - Fax: 4122791 4772
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Dr J.-M. HOUGARD
Chief, Vector Control Unit, Onchocerciasis Control Programme, Ouagadougou

Dr. Marc KARAM
Medical Officer, Office of Director, Division of Control of Tropical Diseases (CTD), 20 Avenue
Appia, 121 1 Geneva 2'T,Switzerland
Tel:4122791 4389 - Fax: 4122791 4777

Mr D.E. MILLER
Chief, Administration and Management, Onchocerciasis Control Programme, Ouagadougou

Dr M. NOMA
Chief, Epidemilogical and Biostatistician, African Programme for Onchocerciasis Control
Programme, Ouagadougou

Ms L. RAVELONANOSY
Programme Officer, Office of the Director, Onchocerciasis Control Programme, Ouagadougou

Dr J.H.F. REMME
Coordinator, Applied Field Research, Special Programme for Research and Training in Tropical
Diseases, WHO, Geneva
Tel:4122791 3815 - Fax: 4122791 4854

Dr J.-B. ROUNGOU
Conseiller R6gional pour les autres maladies tropicales, (OTD), WHO/AFRO, clo OCP
Ouagadougou
Tel:226 30 23 0lll2l13 - Fax: 226 30 21 471226 34 26 48

DT A. SEKETELI
Manager, African Programme for Onchocerciasis Control (APOC) and Coordinator, Office of the
OCP Director, Ouagadougou

Dr L. YAMEOGO
Coordinator, Office of the Director and Hydrobiological Evaluation, Onchocerciasis Control
Programme, Ouagadougou

EX OFFICIO PARTICIPANTS
PARTICIPANTS DE DROIT

Technical Consultative Committee
Comit6 consultatif technique

Professor Oladele Olusryi KALE
Department of Preventive and Social Medicine, University College Hospital, Ibadan, Nigeria
Tel: Res.2342 81 00 397,Off.2342 81 03 563 - Fax: Res.234 2 81 00 397,Off.2342 81 03 563

Professor D.-H. MOLYNEUX
Director, Professor of Tropical Health Sciences, School of Tropical Medicine, Liverpool
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OBSERVERS
OBSERVATEURS

Dr Bernard PHILIPPON
Directeur, Unit6 Sant6 et Politiques de D6veloppement, ORSTOM, 213 rueLafayette,7501.0, Paris,
France
Tel: 331 48 03 78 06 - Fax: 331 48 03 77 09 - Email Lafrtte@pais.orstom.fr

Dr. Eunice BROOKMAN-AMISSAH
Minister of Health, P.O. Box M.44, Accra, Ghana

Dr. Kofi AHMED
Director, Oncho Control, Ministry of Health, P.O. Box M.44, Accra, Ghana
Tel:233 665421Bxt.4212 - Fax: 233 021 668871

Mr. James Kojo FOSU
Executive Director, Ministry of Finance, P.O. Box M.76, Accra, Ghana
Tel:233 21 666493-4 - Fax: 233 21668871

Mr. Fred BUATSI
Deputy Executive Director, National Oncho Secretariat, P.O. Box M.76, Accra, Ghana
Tel:233 21 663765 - Fax: 233 21,668871 - Email oncho@msc.com.gh.

Dr Julius GABA
Coordonnateur National Oncho, Ministdre de la Sant6, de la Protection Sociale et de la Condition
f6minine, B.P. 882, Cotonou, B6nin
Tel:229 31 40 70 - Fax 229 31 40 70

Dr Souleymane SANOU
Coordonnateur National de la D6volution, B.P. 7008, Direction de la M6decine Pr6ventive,
Ministdre de la Sant6, Ouagadougou, Burkina Faso
Tel:226 30 87 90 - Fax: 22633 49 38

Dr Gbayoro Pierre BRIKA
Directeur Ex6cutif du Programme National, B.P. 515, Bouak6, COte d'Ivoire
Tel:225 63 20 81 (Bur.) - 225 63 40 56 (Dom.) - Telex: 631475

Dr Mouhoun Konkour6 DIALLO
Coordonnateur National du Programme Onchocercose, B.P. 585, Ministdre de la Sant6, B.P. 237,
Kankan, Conakry-Guin6e
Tel:224 4120 741224 46 37 82

Dr Aissata GTIIMBA
CoordonnateurNational de laD6volution/Onchocercose, Ministdre de la Sant6publique, Programme
National de la D6volution/Oncho, B.P. 851, Boulevard Malibero, Niamey, Niger
Tel:227 75 2219
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Mr Kadri KODA
Directeur Adjoint de la Promotion de la Sant6, 8.P.623, Ministdre de la Sant6 publique, Niamey,
Niger
Tel:227 7227 82

Dr Lamine DIAWARA
Coordonnateur National du Programme Onchocercose, Service National des Grandes End6mies,
Ministdre de la Sant6 publique et de l'Action sociale, Dakar, S6negal
Tel: 221 24 75 49 - Fax: 221 24 75 49

Dr Assimawd PANA
Coordonnateur National Oncho, Directeur R6gional de la Sant6,B.P. 487, Direction r6gionale de

la Sant6, Kara, Togo
Tel:228 6000 47 -Fax:228600414

OTHERS
AUTRES

Dr John B. DAVIES
Research Associate, Liverpool School of Tropical Medicine, Liverpool
Tel 44 0151 708 9393 - Email daviesjb@liv.ac.uk

Dr Ricardo LUJAN
Representative - Blindness Prevention Program, Programa Prevencionn de la Ceguera, Hospital "Dr
Rodolpho Robles V" Diagonal2l, 19-19 Zona 11, 01011, Guatemala, Guatemala, C.A.
Tel: 502 473 0375 - Fax: 502 230 3606 Email ricardo-lujan@rocketmail.com

Dr James Frank WALSH
Oncho Control Consultant, Member Expert Advisory Committee, 80, Arundel Road, Lytham, St.

Arures Lancs FYS IBN, Great Britain
Tel: Fax: 01253 737765 - Email walshoncho@wavenet.co.uk
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STATEMENT BY DR RALPH IMNDERSON, ASSISTANT DIRECTOR-GENERAL, ON
BEHALF OF DR HIROSHI NAKAJIMA, DIRE,CTOR.GENERAL OF WHO

"Excellencies, Ladies and Gentlemen,

During the past year, the African Programme for Onchocerciasis Control (APOC) has moved
quickly into its operational phase. This augurs well for the Programme achieving a satisfactory
coverage of the endemic areas in the Participating Countries within a very short time. At the end of
April this year 13 projects had been approved by the Committee of Sponsoring Agencies (CSA) and
another 14 were approved in late September. This, in itself, is a remarkable achievement. The process

of setting up any new prograrnme may encounter difficulties but negotiations between the APOC
management and the Participating Countries have helped to ensure a solid basis for the implementation
of the approved projects. The Joint Action Forum (JAF) will be considering these projects which have
been recommended for approval by CSA.

Madam Chair, during the second session of JAF held in Cotonou last year, I referred to
APOC as a potential building stone for primary health care development. I wish to reiterate this
concept as it is important that the Programme should be seen and integrated as an essential part of a
comprehensive, community-based health system. This is the best way to ensure its sustainability.

Much of the credit for the rapid development of APOC must go to its Technical Consultative
Committee which during its two annual meetings has laid down criteria for project selection and
recommended projects for approval by CSA. Its conclusions have been based on a thorough analysis
of each of the proposals submitted by the National Onchocerciasis Task Forces.

As APOC is a programme breaking new grounds in community health action, its development
needs careful monitoring. It is therefore appropriate and commendable that the Programme at this
early stage has already laid down guidelines for the evaluation of its own impact, including the effect
of ivermectin on onchocerciasis transmission.

Madam Chair, the current arrangement whereby the operational headquarters of OCP and of
APOC are located side by side in Ouagadougou with Dr Dadzie, Director of OCP, also assuming the
interim directorship of APOC, has proved to be cost-effective and of mutual benefit to both
prograrnmes. This impression is fully shared by a team of external evaluators of OCP. The availability
to APOC of certain administrative services in OCP does, however, put an extra burden on the OCP
staff and I am grateful to Dr Dadzie and his staff for having accepted this extra responsibility.

I wish to pay tribute to the harmonious way in which a constructive partnership has developed
in APOC between the Participating Countries, the Donor community, the Non-Governmental
Development Organizations and the sponsoring agencies. I also wish to express my gratitude to Merck
& Co., without whose generous provision of ivermectin free of cost APOC would not have seen the
light.

My final thanks go to the Government of the United Kingdom of Great Britain and Northern
Ireland for the excellent arrangements they have made for this session of the Joint Action Forum.

Excellencies, Ladies and Gentlemen, I wish you a fruitful session of the Joint Action Forum.
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REFLECTIONS OF THE COMMITTEE OF SPONSORING AGENCIES

Bruce Benton
Chairman, Committee of the Sponsoring Agencies

Excellencies, Ladies and Gentlemen

I am pleased to present the views of CSA regarding APOC

But first I would like to thank you, Mr Chairman, the Government of the United-Kingdom, and
the Liverpool School of Tropical Medicine for the courtesies extended to us during our stay in
Liverpool and your efficiency in organizing and chairing the JPC and the JAF.

Let me start by observing that APOC has had an impressive beginning. Since the program
became effective in April 1996, 28 projects in eight countries have been prepared, carefully reviewed,
approved for financing and are under implementation or are about to be launched. These projects
alone will treat 10 million heavily infected people. This pace of implementation surpasses our
expectations of two years ago. And we do not anticipate any slackening in this pace within the
foreseeable future. So already, APOC has achieved a victory of sorts.

In its planning phase, APOC was, in many ways, an experiment. The test was to see whether
we could take the OCP prototype and extend it into a workable global partnership. There was a sense
within the international community that the private sector, Non-Governmental Development
Organizations (NGDOs), and local communities could bring added value to the table to complement
that of the official partners comprising OCP. This added value was seen as coming through synergies
via close collaboration among diverse groups, increased global commitment, wider ownership of the
disease control effort, and sustainability through active community involvement.

But APOC involved taking considerable risk. We had to invest nearly two million US dollars
up front in operational research -- financed by the World Bank and carried out by WHO's TDR Task
Force. Preparations of the program were time consuming and staff-intensive. It took at least two years
to prepare the program. There was also considerable uncertainty whether a program of such
complexity could work, let alone function efficiently. And, we initially encountered some skepticism
from the donor community.

Today, we can say with considerable confidence that virtually all of these doubts have been
dispelled. Divergent groups such as the private sector represented by Merck, the NGDOs and local
communities have provided enormous added value. APOC could not exist without the unprecedented
contribution support of Merck & Co, Inc. The NGDOs have proved invaluable in assisting in the rapid
preparation of projects and ensuring that Mectizan is delivered through local communities. And initial
indications are that these communities will prove to be the backbone for longer-term sustainable
Mectizan delivery.

Perhaps most importantly, we may be developing a precedent-setting model for a global
partnership which will prove of major importance in improving health care on a comprehensive basis.
In Africa, it is an intriguing question whether the same basic drug treatrnent infrastructure might serve
in attacking other major diseases. Diseases such as lymphatic filariasis, trachoma, and
schistosomiasis are already being explored.
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Through this global partnership, we are creating a powerful instrument for the local
communities to deal with their own health problems. Once we have empowered local communities,
miracles may well begin to happen, because the intregation of health services that is so difficult to
mandate from the top occurs much more naturally at the bottom. Communities are going to question
why that health care worker who is providing them with Mectizan tablets cannot help them with other
medical problems, notably those subject to drug treatment. Once this type of demand surges from the
bottom up we begin to achieve the kind of horizontality that is proving so difficult to mandate from
the top down.

Finally, the prospects for donor support, although initially dim, have brightened over the past
two years. Nevertheless, the extent of donor support for APOC may now be the most severe
constraint to the success of this global partnership. Despite Merck's contribution of free Mectizan,
minimum drug delivery costs through local communities, and an average annual budget of only 11
million US dollars--less than half that of OCP in recent years--we still find ourselves facing a sizable
financing gap of more than 20 million US dollars for the first six year phase of APOC. We view
APOC as a program with high economic and humanitarian payoffs, the potential for establishing a
breakthrough model for a global partnership and profound possibilities for strenghtening coordination
and management capacity within local health systems. Hence, the lag in donor commitments is
somewhat surprising. Hopefully it will be rectified shortly.

The CSA has participated actively during 1997 in the constituent bodies of APOC, notably the
Technical Coordination Committee. We have been impressed by the high quality and thoroughness
of the deliberations of that expert group, and the care they have taken in approving project proposals.
What has also been striking is the qualrty of collaboration among the various partner groups--national
staff, NGDOs, APOC management, Merck, and the expert advisors. It is clear that all of these
groups are pitching in and pulling in the same direction. Collaboration has been harmonious, and the
tension which one might normally expect in such a divergent group has not arisen nor impeded
progress of the Program in any way. Quite the contrary, harmony is proving to be a major asset of this
new program.

The CSA would like to acknowledge the very special and constructive role played by President
Jimmy Carter and the Carter Center in building suppoft for, and helping to launch, APOC. President
Carter has been an inspiration to us all. His tireless energy in promoting APOC has been instrumental
in accelerating the pace in preparing and launching the program from the beginning. The fact that he
will join us shortly in this JAF is illustrative of his commitrnent to APOC and Africa. We are looking
forward to his words of wisdom when he takes the floor shortly after lunch today.

The CSA would like to call the attention of the JAF to three particularly positive aspects of
APOC which hitherto may have gone unnoticed. The first are the substantial economic benefits
accruing to the Participating Countries from APOC operations. The CSA, with support from TDR,
has completed four studies over the past year. All of these analyses support the conclusion that APOC
will have a highly positive economic and welfare impact on the populations of the Participating
Countries. We have distributed a paper providing an overview of the economic benefits likely to
accrue from APOC, and intend to discuss these conclusions with you later in the JAF.

Second, it is important to note that the proportion of administrative costs under APOC is less
than9% of the total budget of the progrurm. As a result, APOC is establishing a track record as one
of the most efficient disease control programs ever undertaken. Clearly those infected by the disease
in the rural areas are reaping the overwhelming share of the benefits from this Program--not staff in
the urban areas or in some headquarters outside the country.
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Finally the CSA would like to note with satisfaction the highly positive management
arrangements and staff collaboration arising out of the location of OCP and APOC in the same

headquarters in Ouagadougou. Initially, locating the two programs under the same roof was intended
to be an interim arrangement to economize on headquarter overhead costs for APOC. However, the
CSA has concluded that the advantages of keeping the two program headquarters in close proximity
have been far greater than we anticipated. This arrangement allows for sharing ideas, research, and
resources; for close coordination of strategic planning; for economies of scale and hence important cost
savings. We are convinced that this is a win-win arrangement for both programs with substantial
benefits otherwise unobtainable. Hence, it is the CSA recommendation that OCP and APOC continue
to share headquarters in Ouagadougou for the forseeable future.

I would like to conclude by reiterating that the CSA is pleased and impressed with the rapid
and successful preparation and implementation of APOC. APOC is proving to be a breakthrough
partnership which is promoting widespread collaboration among a diverse group of development
partners. A number of important synergies have been generated by this global partnership. We also
foresee APOC as empowering local communities to deal with their own health problems and eventually
leading to integration of health care at the peripheral level. CSA supported analyses over the past year
have concluded that substantial economic and welfare benefits will accrue to the populations of the
Participating Countries from APOC operations. The only significant constraint to progress and success
of APOC which we foresee in the next two years is a possible shortfall in donor financing. We
encourage the donors to take a closer look at the potential of this program to continue the long tradition
of successful onchocerciasis control in Africa and to lead the way to integration of health care in
remote communities throughout the continent.

Thank you, Mr Chairman
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CLOSING REMARKS BY THE CHAIR, UNITED KINGDOM
ONCHOCERCIASIS ANI\UAL MEETINGS, LMRPOOL 1-5 DECEMBER 1997

As representative of the national hosts for these meetings of OCP and APOC, it is my
delightful duty to take the floor for a brief moment to say a few words on behalf of the UK
Secretary of State for International Development, Clare Short, whom we were delighted to
welcome to our proceedings on Monday.

She wanted me to convey to you all the pleasure which Her Majesty's Government has
had in hosting these meetings of OCP and APOC. I have learned that she took away with her an
enormous feeling of pride in the achievements of OCP and in the prospects for APOC. Pride,
certainly -and obviously- not for any personal contribution, and not even for the contribution of
UK governments present and past. It was pride in discovering OCP and APOC as a concrete
example of what can be done if governments, NGOs, international agencies, the private sector
and hundreds of thousands of individual volunteers come together in a global partnership for a
cofllmon cause.

Clare Short has a personal vision of the potential of such collaborative efforts for
international development as a whole. This is the foundation of the new UK government's
strategy for development.

Until now, I think she has often felt that her vision of long-lasting global partnerships,
though essential for the future of our world, is a hypothetical ideal. Something that exists only
in her best dreams. I have to say that you -OCP and APOC- have provided her with the clearest
evidence in reality that such global partnerships are possible - and have shown what can be
achieved. All who heard her speak on Monday evening at the Sightsavers exhibition would have
had no doubt about her passion and conviction for development issues which has inspired all of
us who work with her on a daily basis. But even with her own power of inspiring others, she still
was overwhelmed by what she saw here. She ended her remarks by saying "You -OCP and
APOC- you inspire me".

I also want to ask the representatives of the Carter Center to convey to President and Mrs
Carter JAF's gratitude to them for gracing our conference with their presence yesterday. I think
we all agree that President Carter inspired us by his remarks. I hope that, in some small way,
what he saw of JAF and APOC inspired him.

On behalf of the UK government as national hosts to this meeting, and on behalf of the
members of JPC and JAF, I wanted to say a special thanks to all of those who have made our
deliberations here in Liverpool this week so efficient and comfortable -

- To our interpreters who have borne with us with great understanding and dedication, and
now at just after half past seven on a Friday night we have, I think, stretched your
tolerance rather far - we thank you.

- And to our technicians. In this modern world of computers and projectors and
microphones, we soon realise how utterly we are at your mercy. We thank you.
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- To the Secretariat who, unseen by most of us, have worked long hours this week. Long
after we have all left this room each evening, and while we have been doing other more
enjoyable things, they have worked to prepare the records of this meeting, allowing us
to despatch business efficiently and effectively. This vote of thanks goes, of course, also
for all the preparatory work with the documentation leading up to our meeting, and the
work of the CSA in overseeing this. We are indebted to you.

- Our thanks -deeply felt- go also to the Liverpool School of Tropical Medicine, and
particularly our good friend Professor Molyneux and all the other members of his staff.
Dr Nabarro and I have sometimes felt a little embarrassed at stating Her Majesty's
Government as the host, because all the hard work - and I tell you there is an awful lot
of hard work which goes on behind the scenes- all that has been the responsibility of the
Liverpool School and we are truly grateful for the fine occasion you have allowed us to
experience.

May we seek to convey through you Professor Molyneux our thanks to the Lord Mayor
and the City of Liverppol for permitting us the privilege of meeting in such splendid surroundings
in this fine Town Hall, and to all the representatives of other local organisations here who have
added to the richness of this experience.

I think in particular of the Maritime Museum where we have enjoyed two wonderful
evenings, and we would like to thank them especially and acknowledge with great thanks the
financial support of the Royal Bank of Scotland and United Utilities who made those events
possible, as well as again to the Royal Bank of Scotland for providing us with our conference
folders. We are grateful too to the staff of the Town Hall itself who have made us so welcome
and to those who have kept us fed and watered here.

There are many -literally hundreds- of people who have worked tirelessly not just for this
week but in the weeks and months leading up to the meeting, to ensure the arrangements have
run smoothly. I am sure that JPC and JAF would want me to acknowledge the energy and
dedication of one particular individual in all of this.

There aren't too many people who have had the responsibility laid upon them to almost
singlehandedly oversee the invitation, the arrival, the accommodation and the safe departure of
more than a dozen Honourable Health Ministers from Africa, and I imagine at least two hundred
other delegates and senior officials, devise a day's prograrnme and the arrangements for the visit
of the British Secretary of State, and arrange for the visit of a former President of the United
States: all in the same week; and of course to service all our administrative needs as we meet here
each day, and to work with the Secretariat long into the night after all of us have departed for the
evening. She has always been there when any of us needed help with the biggest or tiniest
question - and has kept smiling throughout.

I am referring of course to Joan Fahy, of the Liverppool School without whom -truly- this
conference would not have taken place. It has been truly a remarkable individual effort over
many long months, as well as running the Director's office at the Liverpool school - in her spare
time, I guess.

She started of course with experiencing last year's meetings in Cotonou. She saw what
it actually takes to run a conference like this. I find it incredible that she did not decide to resign
at once!
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I want, on behalf of all the Ministers and delegates here and those of OCP who have
already had to leave us, to present a small token of our genuine thanks and affection for all the
work Joan has put into this meeting. We would also like to appreciate the assistance given to
Joan by Jeni Howley in the immediate lead-up to this week. Would Joan and Jeni please advance
and be recognised.

[Handing over of flowers]

I think there is also a long-suffering husband. Joan - he's called Frank just in case you've
forgotten.

Thank you for your indulgence. I make no apology for going on so long. This is because

it takes many people to make a successful conference. They do not just happen by themselves.
We all too often forget that.

Once again, the government of the United Kingdom of Great Britain and Northern Ireland
and the Liverpool School of Tropical Medicine have been delighted to welcome you to spend this
week here in our country and this city. On behalf of Clare Short, and our Chairman Dr Nabarro
who has had to leave for London, I wish you safe travelling to your homes and we look forward
to us all reconvening in a year's time in Accra, Ghana.


