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Lymphatic filariasis (LF) is one of the oldest
and most debilitating of the neglected tropi-
cal diseases, caused by 3 species of filarial
parasites and transmitted by mosquitoes.

An estimated 120 million people in 73 countries
are currently infected, and an estimated 1.393
billion live in areas where filariasis is endemic
and Mass Drug Administration (MDA) is re-
quired. LF is the second leading cause of
chronic disability worldwide due to its stigmatiz-
ing and disabling clinical manifestations, includ-
ing 15 million people with lymphoedema
(elephantiasis) and 25 million men with urogeni-
tal swelling, principally scrotal hydrocele.

The Global Programme to Eliminate Lymphatic
Filariasis (GPELF) has been one of the most
rapidly expanding global health programmes in
the history of public health. GPELF was
launched in 2000 with the goal to eliminate LF
as a public health problem by 2020. GPELF
aims to

* Interrupt transmission using combinations
of 2 medicines delivered to entire popula-
tions at risk (MDA )

* Manage morbidity and prevent disability.

Preventive chemotherapy is the primary form of
control and elimination of LF. WHO recommends
4 sequential programmatic steps to interrupt
transmission
* Mapping the geographical distribution of
the disease
* MDA for 25 years to reduce the number
of parasites in the blood to levels that will
prevent mosquito vectors from transmit-
ting infection
* Surveillance after MDA is discontinued
* Verification of elimination of transmission

Of the 73 countries where LF is currently consid-
ered endemic, 53 are implementing MDA to in-
terrupt transmission, of which 12 countries have
moved to a post MDA surveillance phase. Dur-
ing 2000-2011, >3.9 billion doses of medicine
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were delivered to a cumulative targeted popula-
tion of 952 million people.

By the end of 2011, 59 countries had completed
the mapping of endemic foci. Mapping is in pro-
gress in 13 countries and only 1 country has yet
to start mapping. MDA has been implemented in
53 countries. 20 countries, mainly in the WHO
African Region (15 countries), have not yet
started delivery of MDA. Of the 39 endemic
countries outside the African Region that require
MDA, 34 countries have implemented this strat-
egy; only Brunei Darussalam, New Caledonia,
Palau, Sudan and South Sudan have not initi-
ated MDA.

According to WHO, during 2011, the programme
targeted 736.9 million people to receive MDA
and treated 538.6 million; thus, the reported cov-
erage was 73%. The number of people who re-
ceived MDA in 2011 increased by approximately
54.9 million compared with 2010.More people
were treated in 2011 than in 2010 in all WHO
Regions. In the African Region, although reports
are yet to be received from 3 countries, 94.2
million people were treated in 2011, about 11.7
million more than the number reported in 2010.

The highest increase between 2010 and 2011
was achieved in the South-East Asia Region
where 414.1 million people were treated com-
pared with 380.4 million in 2010 — an increase of
8.2%.

In 2011 people in all endemic countries except
Brazil received combination therapy comprising
Diethylcarbamazine (DEC) plus Albendazole, or
Ivermectin plus Albendazole. In those countries
where a 2-drug combination was distributed,
about 153 million children aged 2-14 years re-
ceived treatment through GPELF.

South-East Asian Region

About 63% of the global population requiring
MDA for LF lives in the South-East Asia Region,
where there are 9 endemic countries. India ac-
counts for 69.4% of the total population requiring
MDA in the Region (610 million people). In 2011,
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overall 570.1 million people in the Region were targeted for
MDA and 414.1 million (72.6%) were treated. The total number
of people treated increased by 33.7 million between 2010 and
2011. India, Indonesia, Myanmar, Nepal and Thailand in-
creased the number of people treated in 2011 compared with
2010.

Sri Lanka and Maldives achieved more than 5 rounds of MDA
with >65% coverage and <1% microfilaraemia prevalence and
MDA was stopped in 2007 and 2009, respectively, and moved
into post-MDA surveillance phase in accordance with the for-
mer WHO guideline. In 2011, a WHO expert team visited these
countries to review the situation; the team recommended that
Sri Lanka should conduct Transmission Assessment Survey
(TAS) in accordance with the new guideline before proceeding
to the process of verification of elimination, and that Maldives
should start verification of elimination. All other countries in the
Region except Timor-Leste implemented MDA in 2011; as a
new country, Timor-Leste needs external financial and advo-
cacy support to re-start and scale-up MDA.

As a result of MDA, more than 200 implementation units
reached <1% microfilaraemia prevalence after completing >5
MDA rounds in 2011. A WHO-SEARO Regional workshop has
been organized in 2012 to build capacity in all 9 countries in
the Region to plan and conduct TAS. Once the implementation
units pass TAS as set out in the revised WHO guideline, they
will be qualified to stop MDA and the global population requir-
ing MDA should reduce progressively in the coming years.

An estimated 26.1 million preschool-aged children (2—4 years)
and 86.6 million school-aged children (5-14 years) were
treated through the programme.

Progress on the GPELF milestones

One of the milestones set in the Strategic Plan 2010-2020 was
to publish revised guidance for monitoring and evaluation of
the national LF elimination programmes, to provide clearer and
more feasible methodologies to achieve the global target of
eliminating LF by 2020. Accordingly, WHO published the Moni-
toring and Epidemiological Assessment of Mass Drug Admini-
stration: A Manual for National Elimination Programmes in
2011. Of particular importance in this manual is a new method-
ology to conduct a TAS in order to make decisions on whether
MDA can be successfully stopped and post-MDA surveillance
started for areas that have achieved >5 rounds of MDA with
>65% coverage and <1% microfilaraemia prevalence. To sup-
port national programmes in implementing TAS according to
the new guidelines, 3-day training modules are being devel-
oped and a series of WHO Regional TAS training workshops
are to be held in 2012.

The GPELF Strategic Plan has also set as a milestone the
development of a strategy for interrupting transmission of LF in
loiasis-endemic countries. In March 2012, an expert consulta-
tion was held to discuss and identify strategies for countries
where delivery of MDA with Ivermectin presents safety chal-
lenges. The recommendation of the meeting has been pub-
lished as a provisional strategy of preventive chemotherapy in
combination with vector control. The same meeting also rec-
ommended the development of an entomology manual to
guide national LF elimination programme managers, entomolo-
gists and parasitologists on appropriate vector control strate-
gies for national elimination programmes.

Another key milestone set in the GPELF Strategic Plan was to
develop GPELF guidance on morbidity-management and dis-
ability-prevention activities. In 2011, WHO published the Posi-
tion statement on managing morbidity and preventing disability
in GPELF, which set out the aim to provide access to a pack-
age of basic recommended care for every person with Acute
Dermato-Lymphangio-Adenitis (ADLA)/ acute attacks, lym-
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phoedema, elephantiasis or hydrocele in all areas where LF is
endemic. It urged member states to adopt an integrated ap-
proach to managing morbidity and preventing disability from LF
among control programmes targeting similar diseases. A WHO
manual is being developed to guide national programmes with
the framework, basic principles and provide operational and
managerial guidance for planning and implementing morbidity
management and disability-prevention activities.

Note-Sri Lanka has started conducting Transmission As-
sessment Surveys before the final step (Verification of
elimination of transmission).

Source-
Global Programme to Eliminate Lymphatic Filariasis: Progress Report,
2011-available from http://www.who.int/entity/wer/2012/wer8737.pdf

Compiled by Dr. Madhava Gunasekera of the Epidemiology Unit

District MOH areas | No: Expected * | No: Received

Colombo 12 72 30
Gampaha 15 90 48
Kalutara 12 72 18
NHIS 2 12 14
Kandy 23 138 58
Matale 12 72 0
Nuwara Eliya 13 78 0
Galle 19 114 NR
Matara 17 102 0
Hambantota 12 72 15
Jaffna 1 66 44
Kilinochchi 4 24 13
Manner 5 30 27
Vavuniya 4 24 12
Mullatvu 4 24 NR
Batticaloa 14 84 42
Ampara 7 42 54
Trincomalee 1 66 14
Kurunegala 23 138 99
Puttalam 9 84 15
Anuradhapura 19 114 30
Polonnaruwa 7 42 0
Badulla 15 90 53
Moneragala 11 66 42
Rathnapura 18 108 0
Kegalle 11 66 31
Kalmunai 13 78 0

* No of samples expected (6/ MOH area/ Month)
NR = Return not received
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Table 1: Vaccine-preventable Diseases & AFP 08th - 14th September 2012 (37th Week)

Acute Flaccid 01 01 02 02 57 64 -109 %
Paralysis

Whooping 01 01 71 +77.5%
Cough

Table 2: Newly Introduced Notifiable Disease 08th - 14t September 2012 (37t Week)

N 2 K 2 K A A N T R

N K A e M

Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Western, U: Uva, Sab: Sabaragamuwa.

DPDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps.

Special Surveillance: Acute Flaccid Paralysis.

Leishmaniasis is notifiable only after the General Circular No: 02/102/2008 issued on 23 September 2008.

Dengue Prevention and Control Health M essages

Thoroughly clean the water collecting tanks bird baths, vases and other
utensils once a week to prevent dengue mosquito breeding.
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Table 4: Selected notifiable diseases reported by Medical Officers of Health
08th - 14th September 2012 (37th Week)

a8 |alB|ajB[alB|alB [a]B[Aa|B[A]lB|AlB] % |
45| se3 Jo | 0 oja2]o] o]z sl ]2]aus]o]o] 47 |
29 | te65 | 7 | ot Jo]2 2] 20 fo] 56 1[5 ]3] fs]m]olo] 87
| 2| 26 |6 |useo]3]1]2fo s Jolajo]ss]olvlo]] 77|
(6 | a7 | 2| »]ol2o] 6 f2]njole]2]]oli]olo] 100
| 8 | 3 |6 |12 |1]u]s]aejolnjol2fi]ast]o]s o] ] 100
0| s o]t folefolafoltoln]o]a@lo]2]olo] 4
(o] 0 ol |ofifo]oJol2 o3 |o]s oo ool 25|
|3 ] e fof2]o]efo] o Jilujolo]ol2]o]o] 57
|50 | 800 |6 |9 |ofus]2] 7 o3 [s]us|i]|2]2]uwlo]s] a5 |
| 7| 27 |2 |6 |o]o6]o]iz]ols o] |o]a]ofss|o]] s3]
|5 | 26t |2 ]9 oleft]aw o] o] fa]onf2]®]olo] 7|
63| 3186 | 5 | 171 o5 |1 |43 |o] 2|3 200|137 [6]o|o]1] s
(0| 1753 Jofaw]ol1 ol s fols 1|4 foflo]o]|7]o]ls]| 6 |

Source: Weekly Returns of Communicable Diseases WRCD).

*Dengue Fever | DHF refers to Dengue Fever / Dengue Haemorrhagic Fever.

**Timely refers to returns received on or before 14thseptember, 2012 Total number of reporting units 329. Number of reporting units data provided for the current week: 255
A = Cases reported during the current week. B = Cumulative cases for the year.
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