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1l This document is one in a series of papers (PDP/85,2 — 85.5) which have
been prepared by the WHO Parasitic Diseases Programme and which are intended to provide
up—to—date information on technical aspects of intestinal parasitic infections control.
According to the advances In technology and as experience accumulates in national
centrol programmes, these documents will be revised. Inguiries and comments may be
directed to DMrector, Parasiric Diseases Programme, World Health Organization, 1211
Geneva 27, Switzerland,
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the World Health Organization. Authors alone I'Organisation mondiale de la Santé. Les opinions
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1. INTRODUCTION

The general objective of this paper is to discuss the strategies for the prevention
and control of intestinal parasitoses and the best ways that they can be integrated into
the PHC system.

This is done by first reviewing the global situation In intestinal parasitoses and
pointing out the links between intestinal parasitoses and PHC. Then guidelines are
provided on how to prevent and control intestinal parasitoses through approprlate
selection and use of epidemfologic, diagnostic, chemotherapeutic and sanitation
resources. These guidelines are general in character and must he adapted by public health
authorities to fit their locsl epidemiologic situation and available resources.

This paper 1s the first of the WHO Parasitic Diseases Programnme documents on
prevention and contrel of intestinal parasitic infectioms within Primary Health Care
(PHC)., The other documents are:

PDE/85,2 Diagnostic techniques for imtestinal parasitic infections
(IP1) applicable to primary health cate (PHCY services L;

PDP/85.3 Planning, implementation, monitoring and evaluatiom of the
control of intestinmal parasitic infections (LFI) programmescz):

PDP/85.4 Surveillance and gurvey methodology for intestinal parasitic
infections (IPT)(3);

PDF/85.5 Chemotherapy of intestinal parasitic infections (IPI)(a).
{in preparation)

1.1 Global situation in intestinal parasitoses.

The mortality and morbidity due to intestinal parasitic infections are relatively low
when expressed as percentages of infeeted people, but becauge of their high prevalences
the toral number of deaths and cases of disesse are rather high in relation te bacterial,
viral or other parasitic infections. (3»

three intestinal parasitic Infections (hookwerm infections, amoebiasis and
ascariasis) have been estimated to be among the twenty infectious diseases that kill the
greatest number of people In the developing world(6),

MORTALITY DUE TO MAJOR INFECTIONS

IN AFRICA, ASTA & LATIN AMERICA IN 1977-1978(6)
Rank Thousands of deaths/yr Disease
1-10 TEN LEADING INFECTIOUS DISEASES
11/12 50 to 60 HOOKWORM INFECTIONS
11/12 50 to 60 TIPHTHER LA
13 20 to 50 ONCOCERCTASIS
14/15 30 MENINGITIS
14/15 30 AMOEBIASIS
16 25 TYPHOLD
17 20 ASCARIASIS
18 10 to 20 FOLLOMYELITIS
19/20 5 LEISHMANIASI1S
19/20 5 AFRICAN TRYPANOSOMIASIS
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Four intestinal parasitoses (hookworm infections, amoebiasis, ascariasis and
giardiagig) have been estimated to be among the 20 infectious diseases that cause the

greatest number of 111l people in the developlng world, (6)

Mortality, morbidicty and complications from the less cowmon intestinal iunfections
{(e.g. T. solium tae iasis§cysticercosis, strongyloidiasis) are also Ilmportant in many
parts of the weorld. 357,

80 far, intestinal parasitoses are much neglected in many countries bhecause
(i) the affected people are unaware of, or not motivated to undertake, preventive
meagures; (i1) the past health gervice systems were not very community=oriented;
(iii) simple diagnostic techniques, effective drugs, are not widely used; (iv) necessary
surveys and optional programmes are not organized; (v) skilled persomnel are not
available; and finally (vi) financial support for preventive measures is inadequare,

1.2 Links between intestinal parasitoses, PHC and othey WHO programmes.

Intestinal parasitoses are common infections and should be linked with several basic
health protection programmes; they can be best prevented and controlled within the PHC
system.

INTESTINAL FPARASITOSES IN WHO PROGRAMMES

Primary Health Care

Education for Health

Water Supply and Sanitation

Nutrition and Food Safety

Maternal and Child Health

Worker's Health (agriculture, mines)

Control of Diarrhoesl Diseases

TDR (research and training in
aepidemiology, social and
econonic research)

Control of Endemic MHseases
ineluding zoonoses

Esgential Drugs

Intestinal parasitic infections provide highly appropriate gubjects te start health
education because people know about and dislike "worms”.

The transmission of most of the intestinal parasitoses reflects the local level of
gsanitation and the availabiliry and guality of water. A high prevalence of ascariasis,
for example, is a good indicator of improper faecal disposal and a hi%h prevalence of
glardiasls frequently reflects the lack of water or its poor quality,

Seme intestinal parasitoses interfere with nutrition (hookworm anaemia, malnutrition
due to glardlasis) and several others are spread in unsafe food (taeniasis)(10),
Several intestinal pavasitoses cause diarrhgoea,(11,12,1

The common intestinal parasitoses can create problems in the most vulnerable segments
of the population, i.e. glardiasis in children undet 5 years, or among the most productive
segment of the population, i.,e, hookworm infections in agricultural workers and miners.
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The control of intestinal parasitoses may also help national health programmes in
building up national strategies for Health for All 2000 programme, in strengthening the
national health infrastructure, in promoting community cooperation on theixr health
problems, and in monitoring and evaluating the progress in general development. In fact,
the control of a visible helminthiasis such as ascariasis was found to be a good entry
point to gain the cooperation of communities in such health protection programmes 25
netrition, sanitation or family planning.(14’15!16

2. QTRATEGIES FOR THE CONTROL OF INTESTINAL PARASITOSES.

2.1 General targets for control.

A reallstic target for centrol is the reduction of the prevalence and intensity of
intestinal parasitoses to the level of insignificant public health fmportance.
Eradication of intestinal parasitoses is mot a reslistic goal in most cases.

TARGETS FOR CONTROL (1)
ERADICATION versus REDUCTION

unrealistic possible

For many intestinal parasitic infections (ancylostomiasis, necatoriasis,
amoebfasis) controlling the disease would be a satisfactory target. There are
a few parasitoses in which a single parasite may become fatal (T. solium
taeniasis/cysticercosis, ascarlasis): in these conditions emphasis should be
put on the control of bhoth the disease and the infection,

TARGETS FOR CONTROL (2)

CONTROL_OF CONTROL OF

DISEASE & ot DISEASE ONLY
INFECTTION -
asgcarlasis hookworm infections
taeniasis trichuriasls

For specific targets of control see Section 2.4.

2.7 Tactics of control.

The dlagnosis, treatment, prevention and eontrol of the comuon intestinal
parasitoses requires a horizontal appreach (through PHC). However, in certain local
sitwations, vertical interventions by special projects or epidemic control may be
juatified (such as waterborne giardlasis, high prevalence of T, solium taeniasis, highly
endemic soil-transmitted helminthiases).

Theoretically, intestinal parasitle infections can be effectively prevented by
proper sanltatlon, but In practice this 1s a process which may take decades and require
comprehensive social, aconomie and educational development in order to be successiul,
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Where the organizational facilities and economic standards are adequate enough — then
comnunity-oriented chemotherapy is a porent tool, and it offers more immediate results,
In the future, cotmunity-oriented chemotherapy schemes should replace uncoordinated
individual treatment and self-medication, both of which have limited impact on the
population of parasites in any given area.

TACTICS QOF CONTROL

(1) HORIZONTAIL APPROACH and VERTICAL INTERVENTIONS
through Primary Health special projects or
Care or other existing contrel of epidemics

health services

(2) BY SANITATION and/or BY CHEMOTHERAPY
= latrines - ¢omnunity—oriented
~ gafe food & water — Individual-oriented
- personal hygiene - switeh from individual
(shoes) treatment into community

otiented chemotherapy

2.3 Selection of infections for control

The tactics for contrelling major helminthic intestinal infections may differ with
each disease and each country,

The selection of intestinal parasitoses for conttrol should be based on the results
of a natiomal survey and on the perceived needs of the people themselves. Major protozoan
intestinal infectilons, such as amoebiasis, giardiasis, cryptosporidiosis, should be
prevented and controlled within the activities of the Diarrhoeal Disease Coatrol Programme
since contrel measwres for these infectlons are basically the same as for bacterial and
viral infections causing diarrhoea.{1l) The guidelines for control of these are
available from the CDD and PDP Programmes(12,13),

Control measures for major helminthic infections such as ascariasis and hookworm are
discussed in detail in several papers(1,2,3,4,17) The principles of pravention and
control of taeniasis/cysticercosis are presented int & recent WHO document.(

Guidelines for the control of other intestinal helminthiec infections, =such ag
trichuriasis, entercblasie, strongyloldiasis, capillariases, have not yet been elaborated
by WHO. These problems, if shown to be important in a country, should be solved by
seeking consultancy of experts.

2.4 The objectives of IFI control activities

Intestinal parasitoses are caused by various aeriological factors, and they differ
in their geographical distribution and epidemiclogical patterns as well as in clinical
expression of infection. Therefore, the objectives of control activities should be
defined separately for each infeetion. Examples of desirable objectives for the
intestinal parasitic infections are as follows:
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2.4,1 in ascariasis - lowering of the prevalence and intensity of
infection to the level of low public health
slgnificance through the Iimprovement of
ganitation and community-oriented chemotherapy
interventions;

2,4.2 in hookworm infections -  control of hookworm anaemia through an
organized and regular treatment of cases with
intensive infections;

.4.3  in amoebiasis - lowering of the mortality rate due to amoebic
dysentery and liver abscesses through the
improvement of sanitation and quality of water
as well as through the proper diagnosie and
treatment of amoeblasis in individuals;

2.4.4 in glardiasis - lowering of the morbidity rate due to Giardia
infection through the improvement of
sanitation, quality of water and better
personal hygiene;

2.4.5 in T, solium -  lowering of the mortality and

taeniasis/cysticercosis morbidity rates due to human cysticercesis
through the improvement of general sanitation,
including meat inspection and early detection
and treatment of human taeniasis;

2.4,6 1in strongyloidiasis —  better undergtanding of transmission patterns
and pathogenic mechanisms responsible for a
high mortality rate in infants infected with
§. ftilleborni, and the inducement of proper
control measures;

2.4.7 in hymenolepiasis - control of epidemics in children, instltutions
and refugess camps.

2.5 Strategies for cage management

Several kinds of people with intestinal parasitic infections may require Individual
cage management, For example, infants, undernourished children, lammunosuppresged
individuals and pregnant women ate more likely to suffer ill effects from iIintestinal
parasitic infections amd should, therefore, be promptly treated. The most produetive
segment of society — young adults — are the ones who are most likely to manifest hookworm
anaemia, amoebic liver abscesses and peurocysticercosis, and they too, may require
individual case management.

In the periphery of the PHC system there are frequently limitations on the diagnostic
facilities that are available to diagnose these conditions in individwals. However,
individual disgnosis can partly be replaced by population based surveys undertaken by
natlonal or regional reference centres 1,3), The results of the survey can be uged as
the basis for standard case management designed at the national level by a team
representing health administrators, parasitolegists, epldemiologists and elinicians.
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Some examples of standard case management at the FPHC level, where laboratory
diagnostic facilities are deficient, are as follows:

(i) anthelmintic treatment of any case of ascariasis and taeniasis diagnosed by
worms or proglottids being spontaneously expelled:

(i) anthelmintic and iron treatment of amy case of chronie anaemla in hookworm
endemic regions:

(iii) treatment with metronidazole of any case of diarrhoea lasting longer than 10
days, in endewmic areas where amoebiasis or glardiasis are most likely to be
the cause,

2,6 Control of epidemics

Epidemic cutbreaks and/or the highly endemic spread of intestinal parasitic
infections require an immediate response from health authorities in the form of gsanitary
or chemotherapeutic interventions. Examples of these are as follows:

- waterborne outbreaks of amoebiagis or giardiasis need epldemiciopic investigarion and
sanitary iaterventicns te¢ stop the further spread of infection and eventual
prophylactic treatment of those heavily expased;

- intensive hookworm infections among plantation workers indicates the need for better
sanitary faeilitles on plantations, more active hz2alth education as well as specific
treatment of thoge heavily infected:

- foel of T. golium taeniasis and cysticercosis created by the Importation of infected
pigs need epidemlologic investigation and coordinated interventions of medical and
veterinary services,

3. THE ROLE OF NATIONAL SURVEY AND SURVEILLANCE,

3.1 Objectives of survey and survelllance.

Naticonal survey and surveillance are basic tools for planning, implementation and
gvaluation of a national contrel programme'-s

GENERAL OBJECTIVEE QF NATIONAL SURVEY AND SURVEILLANCE
ARE TO ASSIST HEALTH ADMINISTRATORS TO

L. define the problem
2, organize speciflc community—oriented interventions

3. Implement diagnosis, treatment, prevention and
contrel of iatestinal parasitoses into the PHC system, and

4, asgess changes in IPI patterns and rheir public health
importance

A survey programme should c¢ollect basic data on the prevalence, intensity,
distribution and public health importance of intestinal parasitoses {(frequency of
hookworm ansemis, Intestinal obstructions due to ascariasis, etc.). The survey Ceam
should also be prepared to study social phenomera {changing human behaviour, the effects
of the control programme on social integration) and collect economic data (cost of
treatment of Intestinal infections in hospitals and outpatient clinics, amount and cost
of anthelminthics used privately).
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A survey should be followed by action~oriented responses, e.g. elaboratlon of the
standard management of Intestinal parasitoses by PHC and community-oriented
interventions.

Survelilance as a continuous process should be used for monitoring and evaluating
the control programme as well as for assessing changes in IPI local health importance.

3.2 Methodology of a survey,

The general methodology of a survey for intestinal paragitic infections is
presented In the WHO/PDF document on Surveillance and Survey Methodelogy for Intestinal
Parasitic Infections (IPI)(3).

The selection of the population to be covered by a national survey should take into
account country ecological zones, and stratifications due to demographic, econcmic and
educational factors. Sample design, size and techniques of studies should be
standardized. Variables should be clearly defined in a protocel, they should be
reproducible and as many as are essential, but as few as possible.

A national survey or surveillance activity are continuous and complex processes and
ideally should be done by a team congisting of a parasitologist, an epidemiologist, a
clinficlian, a health services administrator and techniclans. The team would be best
located In a reference centte, IL.e. in the Institute of Public Health or a local Medleal
Faculty (students may be helpful in carrying out field studies and would benefit from
these practical activities).

, Some of the results of a patiomal survey programme should be immedizte
interventions (treatment of detected cases of T, sollum taeniasls and hookworm anaemis,
prevention of further epidemic spread of waterborme glardiasis). As a rule, the final
results of the survey should be regularly presented to local health authorities and used
for planning health service activities.

4, DIAGNOSIS OF INTESTINAL PARASITOSES

The diagnosis of intestinal parasitoesee 1s based mainly on microscopical
examination of faecal material; only a few parasitic infections can be diagnosed by
macrogcopic examination (ascarlasis, taeniasis, entercbiasis). There iz me universal
technique for faecal examinationm, that could be applied to both protozoan and helminthic
infections. For these reasons, reliable laboratory diagnosis of intestinal parasitoses
at PHC level may not always be available.(1s11) The poseible diagnostic activities at
different PHC levels are proposed in the PDP/85.2 document on Dlagnostic Techniques for
Intestina)l Parasitic Infectioms (IPI) applicable to Primary Health Carxe (PHC)
services(l N

At the community level it is possible to macroscopically diagnose ascariasle,
enterobiasis and T. saginata taenilasis, as well as observe some clinical signs of severe
hookworm infectlon (anaemia) or severe amceblasis (dysentery). In areas where
indi{vidual diapnosis 1s not avallable to all people & good comtunity or regional survey
may provide sufficient justification for (1) a chemotherapeutic test (treatment of
sugpected cases that are not confirmed by individual laboratory examination) justified
in symptomatic amoeblasls, or hookworm ansemia and (2) a community—oriented
chemotherapeutic intervention programme, €.E. control of hookworm amasmla in a wegiom.
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TYPES OF DIAGNOSTIC ACTIVITIES
1. TIndividual diagnosis

- for treatment of individual cases.
2. Community or regional survey

- Justifying standard management in
suspected individusl cases

= Justifying chemotharapeutic or
sanitary interventions at the
comminilty level

3. CHEMOTHERAFY OF INTESTINAL PARASITQSES,
Chemotherapy is a potent tool in the control of intestinal parasitoses, There are

new, effective, and safe anthelminthiecs, as well as increasing experience derived from
community—oriented therapeutic projectszé).

5.1 Basic drugs.

ESSENTIAL DRUGS FOR INTESTINAL PARASTTOSES(18),

- mebendazole or other benzimidazoles

~ piperazine

= praziquantel

- pyrantel

— thigbendazole

- metronidazole or other nitroinidazoles

In addition to the ahove-mentioned essential drugs some others (niclosamide,
bephenium, levamisole, tetrachlorerhylene) are still widely used in various regions.

The dosage, indications and contra~indications for essential anthelminthics are
summarized in the PDP/85.5 document on Chemotherapy of Intestinal Parasitic Infections
(IPI)CA)' All thege druge, except thiabendazole, c¢an be used at the lowest health
services level, i.e. by responsible PHC workers with only some basic training. However.
comnunity—oriented therapeutic prejects should be desigmed, supervised and evaluated by a
digtrict health officer. )

The cost of chemotherapeutic interventions varies widely depending on the cost of the
drug (imported or national product, imported in bulk ox in finished form, amount of drug
used and the cost of delivery). The cost of 3 single treatment can be as low as U5 $0,05%
or as high as US $1.00. Proper selection of the drug, dosage and timing, as well as
continuous monitoring of the results can make the cost/ effectiveness ratioc more
favourable.
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5.2 Tactics for chemotherapy

Chemotherapeutic interventions will vary widely in different circumstances(4),

In many countries a substantial amount of anthelminthics is used privately for
occasional treatment of individuals, with little effect en the local rransmission of
soll-transmitted parasites. Wherever the social structure and active community
involvement permit, uncoordinated self-therapy should be replaced by organized
community~oriented treatment (e.g. targeted treatment).

TACTICS FOR CHEMOTHERAPY

(1) uncoordinated self-therapy of individuals
(little or no effect on the population of parasites)

(2) community-oriented chemotherapy

- whole population
(mase or blanker rreatment)

= infecred people only
(selective treatment)

- people most likely to be infected
(targeted treatment)

Mags—chemotherapy of the whole population is justified as the first
chemotherapeutic intervention when the prevalence of infection in an area exceeds a
certain level, i.e. 60-70% in cases of ascariasis, 2% in cases of T. gclium taeniasis.
Later, when the prevalence is reduced treatment should be given only to infected people
(selective chemotherapy) or to those expected to be heavily infected (targeted
chemotherapy).

Selective chemotherapy is possible only in those areas (such as South Korea) where
technical and financial bases for mass coproscoplcal examination exist.

Targeted chemotherapy for the segment of the population most heavily infected 1s
the most economical way of lowering the prevalence and intensity of soil-tranamitted
helminthiases in an area. In hookworm infection, the most heavily infected people are
usually ansemic; in ascariasis the taxger group (pre-scheol, school childrem, or both)
can be defined by a coproscoplical survey.

6. SANITATION AND WATER SUFPLY.

The aspread of intestinal parasitoses depends mainly on inefficlent dispesal of
human faecal material.(19,20) Very high prevalences of particular intestinal
parasitic infections could be an indicator of defective systems of faecal disposal, lack
of safe water, or food contamination that requires specific interventions. The
prevalence of some infections (ascarlasis) can be also used to memitor the affectivaness
of the sanitation projects in a given area.
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There are wmany examples of the prevalence and intensity of =everal intestinal
parasitoses declining substantially due to improvement in sanitation. However,
improvement of sanitation is & generally slow process which depends on social
integration, economle welfare and general education, and usuvally takes decades to give
vigible results, Despite these limitations, an attempt to improve sanitation should be
an integral part of any project almed at the control of intestinal parasitoses,

Inadequate supply and quality of water is frequently responsible for high
prevalences of amoehiasis, glardiasis, hymenolepiasis and some other intestinal
helminthiazes. An fmprovement 1a water supply can reduce the morbidity due to amoebic
dysentery or ascarlasis by 40-50%.(21

' DEFECTS IN SANITATION, WATER MOST LIKELY INFECTTION PATTERN:
SUFPLY AND FOOD HYGIENE:

1, FAECAL DISPOSAL HIGH ENDEMICITY OF

Indiscrimiﬁﬁte defecation

= around the houses = ascariasis in children under 5
=~ arpund the village = hookworm infections and aecariasis
in all ages

— in the fields hookworm infections in farmers

Use of night soll for all soil-transmitted helminthilases

gardening in all ages
2. WATER ‘ HIGH ENDEMICITY OR EPIDEMICS OF
Inadequate amount of = all intestinal parasitoses
water especially giardiasis, amoebiasis

and hymenolepiasis

Contaminated water = epidemics of giardiasis and
amoebiasis
3. FOOD MODERATE ENDEMICITY OF
Contaminated with soil = all soil-transmitted helminthiases
in all ages
Contaminated with faecal - amoebiasis in adults and glardiasis
material (fiies, hands) in children

Infected meat =~ taeniasls in adults
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7. ACTIVITIES AND RESPONSIBILITIES AT DHIFFERENT PHC LEVELS.

The activitjies and responsibilities for the control of intestinal parasitoses
summarized in Anmexes 1 and 2 are grouped in the following categories:

(1) diagnosis, treatment, prevention and control;
{ii) individual—oriented and community—oriented actions;
(141) 4ipformation flow, gltuarion analysis and response.

Because the diagnosis of intestinal parasites requires a trained microscopist,
glmple laboratory equipment (microscope) and basic materials (chemicals, slides, etc.),
it can be carried out only im hospitals or some health centres. Mass—examination at the
community level will require skilled perscmnel, equipment and materials from higher
units of the PHC system, i.e. district heaslth officer or reference centre.

Individual treatment of intestinal parasitoses solves individual health problems
but usually has little impact on the control of infectioms becauge it covers only a
small portiom of the human and parasite population., However, some effect on the
parasite population may be achieved by individual treatment for (1) patients with
hookworm anaemia who are usually the most heavily infected and the most important in
spreading hookworm eggs and (ii) patients with rare but potentially fatal and/or easily
spread infections (f.e. T. zolium taeniasls, glardiasls, hymenolepiasis). Elaboration
of the standard management of intestinal parasitoses (laborarory tests, drugs, dosage)
for health centres and hospitals is a responsibility of reference centres.

REFERENCE CENTRES ARE RESPONSIBLE FOR

- the technical expertise

- natiomnal survey

- training

AND HELPFUL TO HEALTH ADMINISTRATIONS IN
- taking decigions,

- jmplementing programmes, and

— monitoring and evaluating the activities.

Community—oriented chemotherapy may effectively control intestinal infections
guch as endemlc ascarissis. At the present time, it is not possible to control
amoebiasis and glardiasis by community-—oriented chenotherapy.

The quickest and most effective way to control major intestinal helminthiases is
by community—oriented chemotherapy, however, the best lopg—term results in the
prevention and control of intestinal parasitoses can be achieved by health educatiom
and by improved sanitation.
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Pergonnel at every level of the PHC system are obliged to educate others, a.g.
specialists from reference centres =~ district health officer - peripheral FHC
workers - members of the community. This is a “flow-down” of information. The
information "flow-up” from the community to the higher level of the PHC system is
also important for data collection and situation analysis, as well as for deciding
upon 4 proper redponse (Annex 2).

Improvement in sanitation usually requires some help from the outside, at least
technical, if not financial. Keeping sanitary installatione in use is the
responsibility of the community, but it needs constant supervision,

THE DISTRICT HEALTH OFFICER IS THE FOCAL POINT
OF COMMUNITY-ORIENTED CHEMOTHERAYEUTYC PROJECTS,

The responsibilities of the district health officer are (i) to analyse the
sitvuation based on Information from peripheral health centres or a special survey;
(11) establish priorities and objectives for an intervention, i.s. reduce the
frequency of hockworm anaemia; (1ii) devise strategies, e.g. improvement of
sanitation, chemotherapeutic interventions; (iv) plan and prepare interventions, i.e.
coordination with other activities, giving instructions to the personnel involved,
providing anthelminthics; and (v) supervise the field acrivities and periodically
evaluate the results. The reference centre should advise the disfrict health officer
on technical aspeets (selection of drugs, dosage, timing, optimal laboratory
techniques),

MAJOR ACTIVITIES OF A COMMUNITY HEALTH WORKER:
- to Improve local sanitation

= to carry out health education

- to link the community with health services

(diagnosis and treatment, information flow,
chemotherapeutic and sanitary interventions).

In any case, whenever the upper levels of PHC organize activities to be performaed
at the periphery, the peripheral PHC workers should be involved.

In some ¢ountries, where there is no PHC gtructure, responsibilities for control
may be undertaken by a paramedical otrganization or volunteers.,

8. SUMMARY.

Intestinal parasitoses remain prevalent in meny couwntries because (1) the affected
people are unaware of, or not motivated to vndertake, preventive measures; (ii)} the past
health service systems ware not very community=¢riented; and (iii) simple diagnostic
techniques, effective drugs, are not widely used; (iv) necessary gurveys and optiomal
Programmes are not organized; (v) skilled personnel are not available, and finally (vi)
financial support for preventive meagures is inadequate.
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The primary health care system offers new peragpectives for effective prevention and
control of major intestinal parasitoses In developing countries. Annex 1 summarizes the
proposed activities and responsibilities at different PHC levels.

In most countries a reference centre is needed for (i) national or regional
survelllance; (11) elaboration of standard management in major intestinal parasitoges in
health centres and hospitals; (4ii1) programming national ot regional communlty-oriented
chemotherapeutic or sanitary projects.

Standard management instructions and adequate drug supply will greatly help to
gsolve the problems of treatment of intestinal parasitoses in individual cases, even if

laboratory diagnosis remains undeveloped.

The District Health Officer is the best focal point for the implementation and
supervision of community-oriented chemotherapeutle or sanitary progremmes. He la also
the most appropriate officer for coordinating parsgite control with other health
protection programmes at the district level.

The responsibility of community-health workers is to improve local hyglienie
standards, to undertake health education as well as to link communities with health
services involved in the diagnosis and treatment of individuals and im control projects
at the community level.

There are several examples showing that the control of intestinal parasites
increagses community cooperation in other health programmes. This is an additional
justification for implementing the prevention and control of intestinal parasitoses into

the PHC programme.
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ANNEX 1

INTESTINAL PARASITOSES IN THE PHC SYSTEM

ACTIVITIES AT DIFFERENT PHC LEVELS

LEVELS

1. COMMUNITY LEVEL

Community Health Worker

2, FIRST LEVEL HEALTH FACILITIES

Health Centtre Staff

3. FIRET REFERRAL LEVEL

Ryral or DMetrict Hospital

DUTIES

to improve the local level of
hyvgiene (personal and food hygieme,
water supply and sanitation);

to carry cut basic health education;

to collect observations on "wormy"
and anaemic people, and on cases of
diarrhoea and to pass on the data to
the health centre;

to asgist people in obtaining proper
diagnosis and treatment (from health
centre);

to cooperate with distriect health
officer in carrying out local surveys and
interventions.

to diagnose and rreat most of the

common parasitic intestinal Iinfections in
individual (hookworm anaewis, ascariasis,
taeniasis,

amoeblasis, giardiasis):

to assist district health officer
in carrying out local surveys and
interventions,

to diagnose and treat parasitic
intestinal infections in individuals (as
above plus strongyloidiasis and
hymenolepiasig);

to pass to district healrh officer
data on mortality snd morbidity due te
intestinal parasitoses;
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