Elimination of Neglected Diseases and
other Infectious Diseases related to
Poverty

Lymphatic Filariasis
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Lymphatic Filariasis
Presence at subnational level, 2005–2007

2008
Country

Estimated
at risk pop

Treated

Covera
ge

BRA

1,700,000

140,000

8.24%

DOR

638,966

472,251

73.91%

GUY

630,000

N/A

N/A

9,751,434

2,548,252

26.13%

12,720,400

3,160,503

24.85%

HAI
TOTAL
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Lymphatic Filariasis
Presence at subnational level, 2005–2007

Epidemiology

Strategy

 7 countries are considered to
be endemic; Only 4 have active
transmission

 Massive Drug Administration
(MDA) with albendazole and
diethylcarbamazine once a year for
5 years, with a coverage of 75% of
target population

 29 subnational units
 Approximately 12 million
people at risk (90% in Haiti)
Goal
To eliminate LF as a public health
problem (< 1% microfilaraemia in
adults in sentinel sites) and to
interrupt transmission (zero
antigen-positive children 2 to 4
years old)

 Option: Diethylcarbamazinefortified salt (DEC) in daily diet
 Surveillance and case management
by local health system
Resolution
WHA 50.29 (1997)
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Indicators
Process indicators: “Effective” MDA
 100% of Implementation Units had MDA
 75% of population in these IU received the drugs
Elimination of FL as a public health problem Indicator:
 Prevalence of microfilaraemia < 1%, measured by night blood surveys in
sentinel sites and spot-checks
Interruption of transmission Indicator:
 Antigenaemia surveys (with ICT cards, LQAS methodology) in about
3,000 children, school or community-based, prevalence = 0
Other Indicators:
 Prevalence of chronic morbidity related to LF (lymphoedema and
hydrocele) in sentinel sites
 Vector infection prevalence (surveys), in order to evaluate the state of
transmission
 Knowledge, Attitudes and Practices of the community (surveys)
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Key documents
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Gaps
 9 million people that need MDA are not covered by existing
programs. It is necessary to scale-up coverage of MDA and
prevalence surveys in Haiti, Dominican Republic and Guyana.
 In Recife (Brazil), extend MDA coverage and add albendazole
to the DEC to scale-up elimination.
 Verify interruption of transmission in Maceió (Alagoas State)
and other formerly endemic foci in Brazil.
 Work towards certification of elimination of LF as a public
health problem in Costa Rica, Suriname and Trinidad &
Tobago.
 Assess the role of vector control and improved basic
sanitation in the Region.
 Scale-up interventions with a multi-disease focus, e.g.: LF with
soil-transmitted helminthiasis and schistosomiasis in
Dominican Republic; joint program for the malaria elimination
in Hispaniola Island.
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Quick wins
 Brazil: Expand MDA coverage in the
Metropolitan Area of Recife (Pernambuco)
 Haiti: Expand MDA coverage to Port-auPrince, thus encompassing the whole country
 Dominican Republic: Expand MDA coverage in
some areas of the country; and assess to end
MDA and verify interruption of transmission
in other areas.
 Dominican Republic and Haiti: Integrated
elimination programs for LF and malaria.
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Discussion Points

 What would be the best strategy to scale-up the
MDA coverage in countries with active transmission,
especially in the urban centers?
 What is the added value to include vector control or
integrated vector management activities in the
elimination strategies? How can it be effectively
integrated with the national Program for Elimination
of LF (PELF)? And with other programs, e.g. malaria?
 Is it necessary to explicitly include the prevention of
disability as part of the elimination programs? Is it
feasible for all the countries to integrate this
component into the PELF?
 How can we prepare to handle the scale-down of the
elimination program in its last phase and posttreatment surveillance? These have costs.
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Thank you very much
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