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Fourth Meeting of the Technical Advisory Group on the
Global Elimination of Lymphatic Filariasis
25-28 March 2003
Fondation Mérieux, Veyrier-du-Lac, Annecy, France

1. Opening and introduction

The Fourth meeting of the Technical Advisory Group on the Global Elimination of Lymphatic
Filariasis (TAG-ELF) was held at the Fondation Mérieux, Veyrier-du-Lac, Annecy, France from
25 to 28 March 2003. The meeting was opened by Dr G. Biswas (CDS/CPE/CEE/FIL) on behalf of
the Director, Department of Control, Prevention and Eradication of the Communicable Diseases
Cluster (WHO/CDS/CPE) and the Coordinator, Strategy Development and Monitoring for
Eradication and Elimination (CDS/CPE/CEE). Dr Biswas welcomed all participants and thanked
TAG members in particular for contributing their time and expertise. Attendance comprised 11 out
of the 14 Members of TAG (Annex 1) together with WHO Secretariat and Regional Office staff
from AFRO and WPRO/Fiji. technical experts to advise the TAG on special issues, and observers
from the Global Alliance to Eliminate Lymphatic Filariasis (GAELF). Dr K.Y. Dadzie continued to
serve as Chairman and Dr J. Gyapong was appointed as the new Rapporteur. Dr Dadzie welcomed
participants and introduced the new TAG members: Dr Moses Bockarie (Papua New Guinea), Dr
Leda Hernandez (Philippines), Professor Mahroof Ismail (Sri Lanka), Dr Dominique Kyelem
(Burkina Faso) and Dr S. Persaud (Guyana).

Dr Dadzie reported that, as recommended by the TAG at its last meeting, he had worked closely
with the Secretariat to take forward the recommendations of the TAG and plan a more focused
meeting for the current TAG one.

Dr Dadzie also indicated that discussions at this TAG would focus on the working documents
presented by the monitoring and evaluation working group in addition to some other themes. Each

subject would be introduced by expert presentations and be followed by plenary discussions. He
did not anticipate the TAG breaking into working groups, as had been the case at previous
meetings.

Dr J. Schou moved to accept the proposed agenda and was seconded by Dr R.H. Henderson. The
agenda was adopted (Annex 2).

2. Global Programme to Eliminate Lymphatic Filariasis update

Drs G. Biswas, F. Rio, and S. Yactayo reported on progress made by the Global Programme to
Eliminate Lymphatic Filariasis (GPELF) since the previous TAG meeting in March 2002. Their
reports included mapping, mass drug administration (MDA), drug procurement, disability
prevention, training and capacity-building, social mobilization, advocacy and issues relating to the
Global Alliance.

2.1  Mapping and scaling-up of MDA

Mapping activities in 2002 were slowed down due to technical problems encountered with the ICT
card tests. Table 1 shows the progress made so far. It is expected that, after the re-designing of the



ICT card tests, mapping is scheduled to progress rapidly in all Regions. Globally, it was reported
that 32 out of 80 countries implemented MDA in 2002. (Table 2). However, a large proportion of
the population at risk still needs to be covered (Figures 1 and 2).

Table 1: Progress in mapping of LF by Regional PRGs in 2002

Region Completed In Planned Outstanding Total

progress

Africa 8 5 10 16 39
Americas 5 1 1 0 7
Eastern Mediterranean 2 0 1 0 3
Mekong-Plus 6 4 0 1 11
Indian Subcontinent 3 2 0 0 5
PacELF 14 1 0 0 15
Total 38 13 12 17 80

Table 2: Progress of MDA with co-administered drugs in 2002

Number At-risk % of Number of  At-risk pop. % of at-risk
of endemic pop. in global countries covered in pop.
countries millions burden started 2002 in covered in
MDA millions 2002
Africa 39 477 379 9 9.4 1.97
Americas 7 9 0.7 2 0.6 6.67
East Mediterranean 3 29 2.3 2 2.5 8.62
Mekong-Plus 11 214 17.0 5 114 5.33
Indian Subcontinent 5 524 41.6 3 34 .5* 6.51
PacCARE 15 6 0.5 11 1.2 20
Total 80 1259 100 32 59.7* 4.70

* In addition, India covered another 35 million people with DEC alone.



Figure 1: Africa - Population covered versus population at risk
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2.2 Drug procurement

To date, the procedure for procurement of ivermectin and albendazole follows the guidelines
developed jointly with GlaxoSmithKline (GSK) and Merck & Co., Inc. & Co., Inc. For
procurement of diethylcarbamazine (DEC) citrate the following steps have been taken:

¢ Six DEC tablet manufacturers have been audited onsite for Good Manufacturing Practices
(GMP) and Good (quality control) Laboratory Practices.

e In January 2001, one DEC tablet manufacturer was audited on site but did not have acceptable
GMP and has not yet carried out the required corrective action

e In June 2002, one pre-qualified DEC tablet manufacturer removed its company from the list of
pre-qualified DEC tablet manufacturers.

o In October 2002, one DEC tablet manufacturer was audited on site and is currently carrying out
corrective action

e Asat November 2002, there were three pre-qualified DEC tablet manufacturers.

As at November 2002, there was one pre-qualified DEC active pharmaceutical ingredient (API)
manufacturer. A second DEC API manufacturer is currently being audited on site for GMP and
G(QC)LP (March 2003).

In January 2003, WHO completed a Limited International Competitive Bid (LICB) to procure 50-
mg DEC tablets and 100-mg DEC tablets during 2003 and 2004. The cost of 100-mg DEC tablets
ranged between US$ 2.29 and USS$ 2.83 per 1000 tablets and of 50-mg DEC tablets between
US$ 1.57 and US$ 2.11 per 1000 tablets among the pre-qualified manufacturers.

Both the United States Pharmacopeia (USP) (official on 1 January 2002) and the Indian
Pharmacopoeia (official on 30 June 2003) include the new modern stability- indicating high-
performance liquid chromatography (HPLC) methodology in the monographs for DEC API and
DEC tablets. Additionally, both the USP and the Indian Pharmacopoeia include evaluation of
dissolution for DEC tablets.

The TAG was generally satisfied with the mechanisms put in place to ensure that good quality
drugs were available for the Programme.

2.3  Disability prevention, social mobilization, training and capacity development
The following progress was reported:

e DBasic principles for a national LF-related disability prevention strategy have been developed.

e An informal consultation on management of hydrocele was held to provide guidelines for
district- level physicians.

e An informal consultation on the application of the ICF! classification to LF-related disability

was held in collaboration with other WHO departments
e (Capacity-building workshops were held in various countries

e Pilot projects were initiated in countries to help develop planning and training guidelines.

! International Classification of Functioning,, Disability and Health. Geneva, World Health Organization, 2001.



Capacity-building for social mobilization at national, regional and district levels has been an
ongoing part of regional training programmes. There have been country-specific technical planning
missions and a pilot project in partnership with GSK for the East African Region. A guide for
programme managers and a manual on social mobilization for communication specialists have been
developed.

Technical assistance was made available to countries on programmatic issues including drug
distribution. The following have also been developed:

four-part training package on community, home-based prevention of disability due to LF;
training module for programme managers;

training module for district medical officers;

training module on mobilizing community resources;

report of the Informal Consultation on Surgical Approaches to the Urogenital Manifestations of
Lymphatic Filariasis.

2.4  Advocacy

The Secretariat has put together several items to provide information on the Programme and to
enhance its image. These include:

e production of non-dubbed versions of four videos for local country adaptatior;
e production of the Annual Report on LF in 2001;
e advocacy support for the second meeting of GAELF.

In addition, there are plans to develop a new training module for programme managers and facilitate
country adaptation of the training package on community, home-based care to prevent disability
due to LF. Other advocacy and training materials in the pipeline include:

training module for district medical officers;

training module on monitoring and evaluation for health personnel;

production of the Annual Report on LF in 2002;

production of the advocacy report: The Global Elimination of Lymphatic Filariasis: The Story
of Egypt;

e creation of a template for the adaptation of a comic book on lymphatic filariasis for
schoolchildren.

2.5 Lessons learned

During the initial phase of “learning-by-doing”, valuable experience was gained in the process of
implementing the Global Programme. One of the lessons learned is the need for political
commitment and enthusiasm on the part of ministries of health towards the World Health Assembly
resolution of eliminating LF as a public health problem. Others include:

e Partnerships at national and sub-national levels facilitate the achievement of the objectives of
the Programme.

2 WHO/CDS/CPE/2003.1



o Intensified social mobilization is needed to achieve high drug coverage.

e (Cash allowance/incentive for drug distributors, a debatable issue, needs to be tackled head-on in
accordance with national policies in a realistic manner in order to sustain interest in the
Programme.

e Programmes not adhering to stated definitions of reporting programme indicators make it
difficult to compare programme performance across countries. The standardization process led
by the monitoring and evaluation (M&E) group is therefore very timely.

2.6  Follow-up of TAG-3 (March 2002)

The Secretariat reported on the follow-up of recommendations of the previous TAG meetings,
namely:

quality assurance of immuno-chromatographic test (ICT) cards;

technical support for social mobilization;

fostering evidence-based research in the Programme;

safety of co-administered drugs ;

treatment of children less than 5 years of age in the African region;
communication and training materials circulated and made available on web site;
exploring synergism with other disease control programmes.

All these issues were further addressed in separate presentations at TAG-4.
2.7  Regional Programme Review Group updates

Drs Dato Ramachandran (Mekong-Plus), Ismail (Indian Subcontinent) and Gyapong (AFRO)
complemented the Secretariat’s update with reports from the Regional Programme Review Groups
(RPRGs).

A major concern expressed is the inability of the RPRGs to actively participate in monitoring
country programmes as well as providing technical advice. This was primarily due to lack of
operational funds to do so. Other issues raised included:

advocacy at regional and country levels;

human resource development ;

country support on programmatic issues;

need for fundraising to support the operational delivery of the Programme.

There were general discussions on these updates. The TAG was of the view that the overall
progress being made by the GPELF was impressive, as demonstrated by the increase in populations
receiving treatment and development of managerial tools related to training, monitoring and
evaluation, and social mobilization.

Disability prevention and resource mobilization (including for operational research and for the
development of better diagnostic tools) remained major challenges.

The TAG welcomed the actions taken by the Secretariat in pursuing the recommendations made by
TAG-3 in March 2002.



3. Monitoring and evaluation issues

On behalf of the monitoring and evaluation sub group, Dr Eric Ottesen presented feedback on its
deliberations to TAG for discussion and adoption. He reported that at its first meeting (Geneva,10—
11 June 2002; convened jointly by WHO and the Emory LF Support Center), the Working Group
identified a range of specific monitoring and evaluation concerns of the Programme, but focused
particularly on:

assessment of drug coverage and optimization of sampling methods;

sentinel site data collection both for baseline and for measuring progress;

guidelines for stopping mass drug administration (including DEC-fortified salt);
verification of absence of transmission, especially surveillance and sampling methods;
needs for specific M&E research and support materials.

These, and related M&E topics, were assigned to various Working Group members who then
developed their own sub groups of specialists to consider the issues and to prepare working papers
for later review and discussion by the Working Group itself.

These working papers were considered and debated at the second meeting of the Working Group
(Atlanta, 20-21 February 2003) before preparation of a report to TAG.

e Final summaries and recommendations were prepared for TAG on four topics: coverage;

stopping mass drug administration; verification of absence of transmission; and monitoring
and evaluation applied research needs.

e Progress made and the information acquired since the first meeting were presented, discussed

and summarized on three other issues: data management; indicators for disability prevention
component; and LF elimination successes of the past.

e Essential, unresolved M&E issues were also identified as:

1) Establishment of a mechanism for attentive follow-up (including funding and oversight) for
all of the recommendations outlined in the four working papers including:

— finalizing detailed instructions necessary for the population sampling required and for
defining specific criteria necessary to verify the absence of transmission;

— rapid dissemination of any revisions to the guidelines for programme managers;,

— trials to prove the validity and usefulness of recommended protocols for determining
when to stop national MDAs;

— essential applied research needed to optimize diagnostic tools now available or under
development.

i) Further development and finalized recommendations for the issues reported especially:
— finalization of a comprehensive strategy to monitor and evaluate the morbidity/disability

components of national programmes and identification of a specific set of appropriate
indicators to support this strategy;



— finalization of a data management system that functions smoothly at the implementation
unit (IU) and national levels, as well as at the global level;

— development of user-friendly manual(s) with instructions on programme monitoring and
evaluation for use by local and national managers.

3.1  Assessment of drug coverage

The Working Group proposed the following definitions for use in LF national programmes’
methodology.

3.1.1 Reported coverage (%) for each 1U is defined as:

total number of individuals reported to have ingested the recommended dose x 100
total population of the IU where the programme is implemented

e These data can be aggregated to provide a national reported coverage estimate.
e Timeliness, completeness and accuracy of reported coverage are essential for programme
monitoring and success.

3.1.2 Geographical coverage (%)

3.1.2.1 When used to assess progress of scaling-up of national programmes:

number of IUs in which MDA is taking place x 100
total number of endemic IUs

and

total population in IUs where MDA is taking place  x 100
total population of all endemic IUs

e These two sets of data should be complementary and both are needed to provide a clear
understanding of what has been accomplished at the national level.

e The extent of mapping of all endemic areas must be reported, since it is not possible to
understand geographic coverage nationally in the absence of complete classification of IUs
as LF-positive or -negative.

e Annotation must also identify IUs with only partial programme implementation and how
such data are handled in describing national geographical coverage.

3.1.2.2 When used to assess extent of programme implementation in individual IUs:

number of communities within the IU in which MDA took place x 100
total number of communities within the TU

o These data are complementary to reported drug coverage above, and both are needed to
provide a clear understanding of what has been accomplished at the IU level.
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