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Figure A: Impact in Africa

UGANDA: Comparison of 1993 and 2005 prevalence of microfilaria, nodule, and

onchodermatitis in five districts
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INTRODUCTION AND OVERVIEW

The River Blindness Program of The Carter Center assists the ministries of health of 11
countries (Figure 1) to distribute Mectizan® (ivermectin, donated by Merck & Co., Inc.)
through programs that aim to control or eliminate onchocerciasis. Human
onchocerciasis, caused by the parasite Onchocerca volvulus, is an infection is
characterized by chronic skin and eye lesions. Onchocerciasis is transmitted by small
black flies that breed in rapidly flowing rivers and streams, thus leading to the common
name for the disease, "river blindness." The World Health Organization (WHO)
estimates that approximately 17.6 million people are infected and 770,000 are blinded
or severely visually impaired in the 37 endemic countries. Approximately 123 million
people live in endemic areas worldwide and are therefore at risk of infection; more than
99% of those at risk reside in Africa. Periodic mass treatment with Mectizan® prevents
eye and skin disease caused by O. volvulus and may also be used to reduce or even
interrupt transmission of the disease.

Local Lions Clubs and the Lions Clubs International Foundation (LCIF) are special
partners of The Carter Center in the battle against river blindness (RB). When The
Carter Center assumed the functions of the River Blindness Foundation (RBF) in 1996,
we also entered into RBF’s former collaboration with local Lions Clubs in Cameroon and
Nigeria for community mobilization, health education, and supervision of Mectizan®
distribution activities. Since 1997, LCIF has generously provided grants through their
SightFirst Initiative to The Carter Center for the control of river blindness and trachoma,
including a five year grant of $16 million in 1999. Through the SightFirst Initiative, LCIF
and The Carter Center expanded their partnership to encompass controlling river
blindness in five countries in Africa (Cameroon, Ethiopia, Nigeria, Sudan, and Uganda)
and eliminating river blindness altogether in the six endemic countries of the Americas
(Brazil, Colombia, Ecuador, Guatemala, Mexico, and Venezuela).

In 2003, the Bill & Melinda Gates Foundation made a $10 million challenge grant to The
Carter Center in support of our elimination efforts in the Americas. The grant provided
$5 million as an outright contribution and challenged the Center to raise an additional $5
million, which would be matched dollar-for-dollar by the Gates Foundation. LCIF, with a
pledge of $2 million, and many other donors helped the Center meet the challenge by
the end of 2005.

Other partners in Africa and the Americas include Merck & Co., Inc., the U.S. Centers
for Disease Control and Prevention (CDC), WHO, the African Program for
Onchocerciasis Control, and The World Bank, as well as other foundations, industries,
international bilateral donors, and other nongovernmental development organizations
(NGDOs).

The River Blindness Program hosted its tenth annual Program Review on February 20-
22, 2006, at Hilton, Addis Ababa in Ethiopia. The review is modeled after similar
reviews developed by The Carter Center and CDC for national Guinea Worm
Eradication Programs, beginning with Pakistan in 1988 (see Annex 1 for background



information on Carter Center activities). The main purposes of the review were to
assess the status of each program, celebrate successes, and determine impediments
and problems in program implementation.

Program review attendants included the following: Carter Center country
representatives Dr. Albert Eyamba (Cameroon), Mr. Teshome Gebre (Ethiopia), Ms.
Peace Habomugisha (Uganda), Dr. Emmanuel Miri (Nigeria), and the resident technical
advisors of Sudan (Mr. Steven Becknell in Juba (GoSS) and Mr. Raymond Stewart in
Khartoum). Dr. Mauricio Sauerbrey, director of the Onchocerciasis Elimination Program
for the Americas (OEPA), presented progress made in the six endemic countries in the
Americas. Other technical staff members included Drs. Abel Eigege and Emmanuel
Emukah (Nigeria), and Mr. Abate Tilahun (Ethiopia). Ministry of Health representatives
included Dr. Daddi Jima (Ethiopia), Dr. Richard Ndyomugyenyi (Uganda), Dr. Marceline
Ntep (Cameroon), Dr. Ambrose Onapa (Uganda), and Dr. Y.A. Saka (Nigeria). Special
guests included Dr. Uche Amazigo (Director of APOC); Dr. Samson Baba (Southern
Sudan Onchocerciasis Task Force); Dr. Tebebe Berhan, Mr. Getachew Desta, Mr.
Mayur Kotari, Mr. Ramendra Shah, Mr. George Stavrou, Mr. Getachew Temeche, and
Dr. Kebede Worku (Lions, Ethiopia); Mr. Fasil Chane (CBM Sudan); Dr. Tony Ukety
(NGDO Coordinator), and Ms. Sonia Pelletreau (Lions Clubs International Foundation).
Dr. Frank Richards (Technical Director of The Carter Center’s River Blindness Program,
Lymphatic Filariasis Elimination Program and Schistosomiasis Control Program) chaired
the meeting. See Annexes 2, 3 and 4 for a complete participant list, contact list, and the
agenda of this meeting.

A major focus of The Carter Center is routine reporting by assisted programs. The
reader is referred to Annex 5 for a discussion of The Carter Center reporting process
and for treatment indices used by the program and in this report. Important terms
include the number of treatments provided (TX); the Ultimate Treatment Goal (UTG);
twice the UTG (UTG[2]), as used by the OEPA program where semiannual treatments
are delivered; Annual Treatment Objectives (ATOs); eligible at-risk population (earp); at-
risk villages requiring mass treatment (arvs) provided in the communities themselves;
and full coverage, which is defined as 85% achievement of the UTG, or for OEPA, the
UTG[2]. Passive treatments are Mectizan® treatments for onchocerciasis provided at
health care units.

Summary of the Meeting

In 2005, ministries of health (MOHs) in Carter Center assisted areas provided a total of
10,320,904 mass Mectizan® treatments for onchocerciasis (Table 1 and Figure 2),
477,530 passive treatments. This represented a 4% decrease from the 11,109,611
treatments in 2004. This number constituted 88% of the UTG in the assisted areas
(Figure 3), and brought the cumulative number of treatments assisted by the Program
since its inception in 1996 to 76,577,813. About 41% of treatments were provided in
Nigeria, but both Nigeria and Sudan registered decreased treatments in 2005 (Figure
4). Nearly all treatments (97%) were supported by LCIF (Figure 5).



In the Americas, Mectizan® treatments are given twice per year with the goals being to
both eliminate clinical manifestations of onchocerciasis by 2007 and to interrupt
transmission of the disease so that ocular treatment programs can ultimately be
stopped. The InterAmerican Conference on Onchocerciasis (IACO’05) held in Caracas,
Venezuela, in November 2005 concluded that available data suggest no cases of
blindness attributable to onchocerciasis in the region since 1995. However, microfilaria
in the anterior segment of the eye are still detected in at least five of the 13 foci. In
anticipation of 2007, the OEPA program continues to increase its assistance to
countries to monitor clinical and epidemiological indicators in each focus.

Cameroon and Uganda reported dramatic data from sentinel areas showing the impact
of 10 years (Cameroon) and 13 years (Uganda) of annual Mectizan® treatment on
microfilaria in skin, nodules, and (in Uganda) dermatitis (Frontispiece A). It is clear from
these data that onchocerciasis has been controlled but not been completely eliminated
by prolonged annual Mectizan® therapy.

Ethiopia: At the request of the Ethiopian government, The Carter Center Ethiopia
agreed to extend its support to two new CDTI projects (Gambella and Metekel) at the
end of 2005. This implies that the current UTG of 2,680,868 will increase to 2,761,066
in 2006 for Carter Center supported zones.

Sudan: After the signing of the peace agreement in Sudan in January 2005, the office
supporting the south (formerly in Nairobi, Kenya) relocated to Juba, where it will work in
collaboration with the Government of South Sudan (GOSS). The Carter Center, based
on a request by the GOSS, withdrew its support from NGDOs operating in Western
Equatoria in mid-2005, a policy which resulted in a decreased number of Carter Center
assisted treatments in 2005 compared to 2004. The Khartoum office, with the
Government of Sudan (GOS), began to work exclusively in the northern sector, and
together with the GOS considered beginning in 2006 to work on elimination of
onchocerciasis in two foci (Abu Hamed and Sundus).

Uganda: Ministry of Health officials from Uganda expressed strong interest in working
with The Carter Center beginning in 2006 on focal elimination of onchocerciasis in all
foci where such a strategy would be technically feasible.

Nigeria: The Nigerian program has emphasized integration of lymphatic filariasis
elimination, schistosomiasis control, and malaria control programs into the mature
onchocerciasis control activities in Delta, Plateau and Nasarawa States. Integration of
interventions appears to be an excellent way to bundle programs to reduce costs,
strengthen healthcare systems and infrastructure, and make the best use of scarce
human and material resources. Evidence of the impact of combined interventions
against these diseases has been observed. Further details can be found in the Nigeria
section of this document.



Experiences of the Post-APOC, Post-NGDO sustainability trial

The African Program for Onchocerciasis Control (APOC)/WHO and The World Bank
have scaled down their support in recent years to all Carter Center assisted projects in
Africa. These projects have received or will receive funds for capital equipment
replacement and funds for advocacy, but will no longer get funds for delivery of
Mectizan® from APOC Trust fund

Twenty-four Carter Center assisted areas are no longer receiving APOC support. Five
of these were selected for a Post-APOC, Post-NGDO (PAPN) trial in 2004 and 2005:
North Province (Cameroon), Imo and Abia States (Nigeria), and Kisoro and Mbale
Districts (Uganda). All of these were the highest scoring Carter Center assisted areas
on their APOC sustainability evaluation in their respective countries. The Carter Center
withdrew funding for activities in 2004 and 2005 in order to test what could happen
when activities are turned over to the full responsibility of the national, state, and local
governments. Figure 6 shows the treatment performance in these areas from 2003
(when they were fully funded) to 2005. Table 2 shows the coverage in each of the
Carter Center projects with respect to APOC year.

Each area showed varying levels of program dysfunction by the end of 2005; coverage
was highest in Cameroon’s North Province, where government funding is considered
strong. Treatment coverage in Mbale, Uganda, was also high. The greatest program
decline occurred in Imo and Abia States, Nigeria, where treatments decreased by 31%
during the PAPN period. However, we observed reporting delays and dysfunction from
all areas where Carter Center funding was withdrawn, which could influence reported
coverage levels through reporting errors. In all PAPN areas, training and health
education numbers diminished. Further discussion of each trial can be found in the
country sections under the heading Post-APOC, Post-NGDO sustainability trial.

Because the PAPN areas universally demonstrated decreased program functionality, all
Carter Center Country Directors strongly argued at the Program Review for an end to
the PAPN sustainability trials in 2006, but with insistence on increased government co-
funding as The Carter Center resumes its funding in those areas. It was agreed that the
trials would cease in Nigeria and Uganda. Government support by national and local
governments for Mectizan® distribution programs will be the major determinant of
program sustainability. Because Cameroon’s government has been willing to step in
and contribute to its program, The Carter Center will continue with its decreased level of
funding there.

Other Observations

The Lions are interested in the demonstration of program impact on disease
manifestations, particularly blindness.

The Carter Center remains very interested in determining whether onchocerciasis could
be eradicated from Africa so that programs would not have to be sustained indefinitely.



The improved version of the presentation format developed for the 2004 Program
Review, which attempts to focus discussion and standardize presentation of data, was
used successfully. The new format was considered by the audience to be an
improvement over previous years and is a work in progress.

The Ethiopian Program was recognized at the meeting and congratulated for holding
this meeting, the first River Blindness Program Review held outside of Atlanta. The
meeting was a success, and we thank the Ethiopia field office for a job well done!



GENERAL RECOMMENDATIONS 2006 FOR THE CARTER CENTER'S RIVER
BLINDNESS PROGRAM

Stop post-APOC post-NGDO scenario trials in 2006 in Nigeria (Imo and Abia) and
Uganda (Kisoro and Mbale), but insist on government co-funding. Monitor changes in
treatment processes (including treatment numbers, % of UTG attained, tablet supply,
logistical chain issues, duration of village treatment exercises, community-directed
distributor [CDD] and health worker training, and number of communities promptly
reporting), as well as new financial inputs required to rejuvenate programs. In Nigeria’'s
Imo and Abia States, headquarters will send financial staff or a consultant in the first
half of the year to establish a system for monitoring the new financial inputs required to
rejuvenate programs. Close monitoring for new investments from APOC is also
needed.

The Carter Center will be looking closely at how it is funding the ‘post APOC gap’ in all
its assisted projects, and it will consider withdrawing such funding in the next two to
three years if government does not begin to contribute.

All Carter Center-assisted projects should continue to refine their APOC, government
and Carter Center funding figures in 2006.

All efforts must be made to ensure that any decrease in treatments reported is not a
result of withholding data or reports of treatments that were actually delivered.

All external partners (APOC and NGOs) are encouraged to undertake their own post-
APOC post-NGDO scenario trials.

Consider twice-per-year treatment in isolated foci where government is willing to fund
the additional efforts in order to focally eliminate onchocerciasis.

Make progress toward a field trial of delivering the three-drug combination (Mectizan®,
albendazole, and praziquantel) in Nigeria and/or Uganda.

The importance of demonstrating the impact of Carter Center-assisted programs on
ocular disease was stressed by Lions as being very important for the second phase of
SightFirst fundraising. Carter Center programs need to review all available data from
past sentinel areas that may have baseline data pertaining to visual impairment or
ocular disease due to onchocerciasis.

Conduct The Carter Center monitoring protocol.

Seek to increase training, supervision, involvement of kinship groups, and improve
gender balance among CDDs.



Better information is needed on CDD attrition, CDD training, and CDD retraining.
Indices for CDDs should include CDDsl/village, CDDs/population targeted,
CDDs/persons treated, and CDDs/kinship group.

Carter Center program staff are encouraged to complete the Emory IRB ethics test, and
are required to do so where research on human subjects is or will be taking place.

The presentation format should continue to be modified to simplify data presented on
each slide, using more graphs and fewer tables.

All projects should send CDD training proposals to APOC, with a focus on kindred
approach.

Enhance CDC collaboration in Nigeria, OEPA and other countries (particularly those
interested in elimination).

Encourage APOC to deal with cross border issues.
To invest in integration with other diseases, we would first need formal Carter Center

Board approval; however, if the government wants to support integration in areas where
we work, we cannot refuse to participate.
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to year of APOC funding

Table 2. Carter Center/Lions-Assisted project coverage as it relates

Coverage (UTG)

Overall First 1Year Second | Third year
APOC year Sthyear | phefore |Year when| Year after | year after | after
COUNTRY | PROJECT |g o ability|  with funding | Apoc APOC APOC APOC APOC
Score APOC ends stopped | funding | funding | funding | funding
funding stopped stopped stopped stopped
North* 2.9 1998 2003 98 110 100 89 n/a
Cameroon o 25 2001 2006 92 o4 - ; ;
Illubabor n/a 2004 2008 - - - - -
Jimma n/a 2004 2008 - - - - -
Kaffa 3.0 2000 2005 91 - - - -
- Sheka 3.0 2000 2005 95 - - - -
Ethiopia Bench Majj n/a 2002 2007] - } ) } )
North Gondar n/a 2002 2008 - - - - -
Metekel n/a 2004 2008 - - - - -
Gambella n/a 2004 2008 - - - - -
Enugu 1.9 1998 2003 86 93 99 100 -
Anambra 3.2 1998 2003 86 88 100 93 -
Ebonyi 2.4 1998 2003 86 88 100 87 -
Edo 3.1 1999 2004 92 93 100 100 -
Nigeria Delta 2.5 1999 2004 85 91 99 97 -
Imo* 3.6 1998 2003 90 92 76 55 -
Abia* 2.6 1998 2003 90 92 76 39 -
Plateau 2.4 1998 2003 94 90 97 95 -
Nasarawa 2.4 1998 2003 100 96 108 109 -
South Sudan [Juba n/a n/a 2003 63 63 38| not known -
Sudan Khartoum 2.4 1997 2003 78 60 96 37 -
Kasese 2.9 1997 2002 99 100 100 99 97
Kisoro* 2.5 1997 2002 93 94 94 89 84
Mbale* 3.1 1998 2003 100 100 100 97 -
Kabale 2.4 1998 2003 93 92 90 88 -
Kanungu 2.6 1998 2004 98 97 97 - -
Uganda Nebbi 3.0 1998 2004 100 100 98 - )
Moyo n/a 1999 2005 99 99 - - -
Gulu n/a 1999 2005 93 96 - - -
Apac n/a 1999 2005 100 97 - - -
Adjumani n/a 1999 2005 98 97 - - -
Average performance with respect to APOC year 92 92 93 85 91

* projects which performed the post-APOC, post-NGDO sustainability trial
A "-" indicates information that the program has not yet reached this year
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ONCHOCERCIASIS ELIMINATION PROGRAM FOR THE AMERICAS (OEPA)

The Onchocerciasis Elimination Program for the Americas (OEPA) is a regional
coalition working to eliminate both morbidity and transmission of onchocerciasis in the
Americas through sustained, semi-annual (i.e., every six months) distribution of
Mectizan® in the endemic areas of the region. There are 13 onchocerciasis foci within
the six endemic countries (Brazil, Colombia, Ecuador, Guatemala, Mexico, and
Venezuela) in the region (Figure 7). The OEPA initiative began shortly after passage in
1991 of Resolution XIV of the 35th Pan American Health Organization (PAHO)
Assembly, which called for the elimination of onchocerciasis morbidity from the
Americas by the year 2007. The OEPA coalition includes ministries of health of the six
countries, The Carter Center, Lions Clubs and the Lions Club International Foundation
(LCIF), the Bill & Melinda Gates Foundation, PAHO/WHO, the Mectizan® Donation
Program (MDP) and the U.S. Centers for Disease Control and Prevention (CDC). A
Program Coordinating Committee (PCC) provides representation for these partners and
serves as a steering committee for OEPA office, which is based in Guatemala City, and
is staffed and financed through The Carter Center. The Center also coordinates
technical and financial assistance to the six countries, through the OEPA office.

OEPA has three main goals:

e To prevent new eye disease attributable to onchocerciasis by 2007 through mass
treatment of at-risk populations with Mectizan® (ivermectin donated by Merck &
Co, Inc.

e To interrupt transmission of onchocerciasis as soon as possible through high
coverage, semiannual mass treatment of at-risk populations with Mectizan®.
Treatment programs aim to reach at least 85% of persons eligible for treatment
who reside in communities known to be endemic for onchocerciasis (Figure 8),
and sustain treatment coverage for approximately ten years.

e To determine other strategies that might be implemented to hasten the process
of elimination, since sustaining the program for such a long time is a major
challenge.

Treatment activities in 2005:

Mectizan® treatment coverage has been reported to OEPA as a percentage of the total
number of persons estimated to be eligible for treatment: the Ultimate Treatment Goal
(UTG). The UTG(2) is defined as the number of required treatments in the region (the
UTG multiplied by two, since each individual should be treated twice during a calendar
year). Treatment coverage is defined the number of treatments provided divided by the
UTG(2).
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The total number eligible for treatment in 2005 was 454,426, giving a UTG(2) of
908,852 (Figure 8, Table 3). During 2005, 855,202 treatments were provided, reaching
94% coverage, and continuing the trend for increasing numbers of treatments in the
region (Figure 9). For the third consecutive year, all countries reported an overall
ivermectin coverage rate that exceeded the goal of 85% (Figure 10). Figure 11 shows
the 2005 coverage rates among eligible populations in the 13 endemic foci. The South
focus of Venezuela has never reached this treatment coverage goal; all twelve other
foci have reported exceeding 85% coverage for at least the past 3 years. The individual
country reports below provide greater detail. Of the 1,950 endemic communities within
the 13 endemic foci, 1,648 (85%) reached or surpassed the coverage goal in their
individual community (Figure 12).

2005 Country data:

Brazil has 1.8% of the population needing treatment for onchocerciasis in the Americas,
all of whom reside in a vast single focus (the Amazonas focus) bordering Venezuela.
The Brazilian program has demonstrated the feasibility of delivering treatment to the
migratory Yanomami communities in the extensive Amazon forest. Brazil provided
13,483 treatments in 2005, 90% of its UTG(2) of 15,044, reaching the treatment
coverage goal for the fifth consecutive year. The distribution strategy calls for the use of
health care centers, staffed by MOH and NGDO personnel, in 17 accessible “polo base”
camps. Treatments took place in all 17 endemic base camps in both rounds of
treatment.

Colombia has <1% of the population needing treatment in the Americas, all of whom
reside in a single focus (Lopez de Micay, Cauca). Its program provided 2,209
treatments in 2005, 94% of its UTG(2) of 2358. Colombia exceeded the treatment
coverage goal for the seventh consecutive year, despite civil unrest that continues in the
area.

Ecuador has a single endemic focus in Esmeraldas Province (the focus is further
divided into 6 operational areas, in some of which transmission has been interrupted),
and accounts for 4.5% of the regional population that needs treatment. The program
achieved greater than 85% coverage for the fifth consecutive year, providing 39,385
treatments, which is 98% of the UTG(2) of 40,042. The Ecuadorian program
established an agreement with Lions Clubs of Ecuador to share information on patients
with cataracts detected in onchocerciasis endemic areas so that they may be treated
through the Lions’ SightFirst Program for cataracts.

Guatemala has four endemic foci (Central, Huehuetenango, Escuintla, and Santa Rosa)
in which 39% of the population needing treatment in the Americas resides. The
Guatemalan program provided 326,646 ivermectin treatments in 2005, 93% of its
UTG(2) of 349 624. The country surpassed the coverage goal for the fourth
consecutive year.
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Mexico has three endemic foci (Oaxaca, North Chiapas and South Chiapas),
comprising 33% of the regional treatment population. Mexico achieved greater than
85% coverage for the fifth consecutive year (287,856 treatments, 95% of the UTG(2) of
304 606). Mexico has also been providing ivermectin four times a year in 50 of the
most highly endemic communities in the South Chiapas focus since 2003, as part of a
trial aimed at hastening interruption of onchocerciasis transmission. A three-year
impact evaluation of the communities involved is scheduled for 2007. A joint visit with
local and international Lions and Carter Center staff to villages in Tapachula, Chiapas,
Mexico, to assist in Mectizan® distribution activities was undertaken in 2006. A video
taken during that visit will be part of the upcoming new Lions SightFirst 2 campaign.

Venezuela also has three endemic foci (North-Central, North-Eastern and South — the
latter bordering the Brazilian focus). The eligible population in the Venezuelan foci
comprises 22% of the regional treatment population. Venezuela reached the 85%
treatment coverage goal for the third consecutive year (185,623 treatments, 94% of the
UTG(2) of 197,178), despite failing to attain this goal in the South focus. The poorly
accessible South focus (where only 1.3% of the regional total population lives), provided
5,481 treatments (46.81% of their UTG(2) of 11,710) in 2005 compared to 5,683
treatments (51% of 11,120) in 2004.

The Regional UTG(2) for 2006 is 917,688. The country and foci specific UTG(2) targets
are provided in Figures 13 and 14 respectively.

Special PCC meeting in southern Venezuela:

A meeting of OEPA partners involved in providing health care to the Yanomami Indians
who inhabit the South onchocerciasis focus of Venezuela took place in Puerto
Ayacucho (Amazonas State, Venezuela) on July 19-22, 2005. A map of that focus is
shown in Figure 15, which also shows the large area of unexplored territory in the focus.
Since the South focus of Venezuela is continuous with the Brazilian focus, interruption
of transmission in both countries is threatened by the failure to reach good coverage in
southern Venezuela. The meeting was attended by OEPA staff and several Program
Coordinating Committee (PCC) members. The focus of the meeting was on working
with PAHO and Venezuelan partners to find ways to improve geographic and treatment
coverage. Important recommendations included:

1) Implementing the Venezuelan Government’s “Yanomami Health Plan” which
would provide the funding, air transport and critical on ground infrastructure
needed to deliver Mectizan® treatments as part of an integrated essential health
care package to this remote population;

2) The South Venezuelan Focus and Brazilian Amazonas Focus, being
considered one transmission zone, should be called the “Yanomami Area’.
Cross-border agreements in the Yanomami Area are needed to better coordinate
activities there;

3) Formal agreements between the health sector and the Venezuelan Army are
needed to guarantee reliable air (especially helicopter) transport and logistics to
reach all endemic communities.
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In August 2005, President Carter wrote to President Chavez of Venezuela to
communicate these recommendations to the highest levels of government.

IACO 2005:
The fifteenth annual InterAmerican Conference on Onchocerciasis (IACO 2005) was
held in Caracas, Venezuela in November 2005. The meeting was organized by OEPA
and PAHO, with financial support from the Bill & Melinda Gates Foundation, Lions Clubs
International Foundation and Merck & Co. In addition to representatives from the six
national programs and the sponsoring agencies, the meeting was attended by
representatives from the Mectizan® Donation Program, nongovernmental development
organizations involved in Mectizan® distribution in endemic areas, CDC and academic
institutions. A large contingent of Lions attended the meeting, representing local Lions
Clubs in five of the six endemic countries (Brazil absent), and the LCIF headquarters in
Oakbrook, IL.
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From left to right: Lions attendees Dr. Manuel Bautista Plaza, Dr Florencio Cabrera Coello, Mr. Carlos Samuel
Arévalo, Mr. Ramiro Pefia Constante, Mrs. Blanca Garcia de Ortiz, Mrs. Xiomara Elena Mata de Sanchez, Mrs.
Margarita Garrido de Pefia, Dr. Libardo Bastidas Passos, and Ms. Holly Becker are joined by Dr. Mauricio Sauerbrey
on the far right.
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The IACO 2005 theme was “OEPA’s contribution to reducing blindness and improving
visual health in the Americas.” Each country reviewed the current status of visual health
related to onchocerciasis in the 13 foci, and each concluded that the evidence indicates
that no new cases of blindness attributable to onchocerciasis had occurred since 1995.
IACO 2005 concluded that the widespread use of ivermectin has resulted in improved
visual health in all endemic foci. However, the conference also noted the need to
conduct additional ophthalmological surveys in at least four of the 13 foci during 2006 in
preparation for a 2007 progress report to PAHO on how close the region has come to
ending reversible onchocerciasis ocular morbidity (Figure 16) (defined by OEPA as <1%
prevalence microfilaria in the anterior segment of the eye in sentinel villages in endemic
foci).

In terms of the goal of interrupting transmission of the parasite in the region, a
presentation was made at IACO 2005 about studies conducted in 2004—-2005 in the
Guatemalan focus of Santa Rosa by CDC and OEPA. The conference concluded that
these data showed absence of transmission in Santa Rosa.

Other recommendations from IACO 2004 included the need for:

¢ A meeting of entomologists prior to the next IACO to review available data and
move toward the use of ‘annual transmission potentials’ (ATPs);

e An adult worm antigen detection test to determine when all adult worms have
been eliminated from an area (now being developed by The Scripps Research
Institute in California with support from Mr. John Moores);

e Independent coverage surveys to verify reported treatment levels at the
community level,

Implemention of the Venezuelan Government’s “Yanomami Health Plan;”

Work in 2006 in anticipation of a 2007 report to PAHO on the progress toward
the goal of the 1991 PAHO resolution (elimination of new ocular morbidity in the
region).

Transmission interruption in the 13 foci:

It is believed that transmission has been interrupted in Santa Rosa (Guatemala), and
suppressed in five of the other 12 foci: Oaxaca and North Chiapas (Mexico),
Huehuetenango and Escuintla (Guatemala), and Lopez de Micay (Colombia).

Editor’'s Note on the Program Coordinating Committee (PCC) meeting in May 2006:

The 26" meeting of the OEPA steering committee (the PCC) took place from May 9-10,
2006 at the OEPA headquarters in Guatemala City. Some key conclusions and
recommendations from that meeting are included in this document as a supplement the
2005 Program Review Proceedings.

1. Santa Rosa: The PCC revisited the 2004-2005 data collected for the Santa Rosa
focus, together with the IACO 2005 conclusion related to absence of
transmission, in a meeting with high level Guatemalan Ministry of Health officials
and CDC OEPA technical personnel. The PCC conclusion was as follows:
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In the Guatemalan focus of Santa Rosa, the PCC reviewed the
epidemiological and treatment history of that focus, along with recent
entomological, ophthalmologic, and serological field studies completed by
the MOH, CDC and OEPA. The PCC noted, with reference to WHO
Certification guidelines, that the data indicate no recent transmission in the
area, and no eye disease attributable to onchocerciasis. Accordingly, the
PCC unanimously recommended to the Ministry of Health of Guatemala
that it suspend Mectizan® treatment in that focus (the MOH is currently
considering the recommendation). The PCC recommended to OEPA that
support be provided to the MOH and CDC to help Santa Rosa maintain
epidemiological surveillance for recrudescence of the disease for the time
period recommended by the WHO guidelines. The PCC noted with
satisfaction that this is the first of the 13 foci in the Americas where such a
recommendation has been made.

2. PCC noted that the perceived requirement to achieve (as indicated by the upper
95% confidence limit) <1 infective fly in 10,000 flies in order to declare
suppression of transmission, is a misinterpretation of the WHO Certification
guidelines. It expressed concern that this was being established as ‘fact’ in
publications in medical literature. In fact, the WHO guidelines recommend a
minimum sample size of 10,000 flies, and ‘absence or near absence’ of infective
flies in those samples. The PCC noted that even 0 infective flies in a 10,000 fly
sample would not provide the necessary power to determine (as indicated by the
upper 95% confidence limit) <1 infective fly in 10,000. The PCC also noted that
obtaining more than the 10,000 flies per site is frequently impossible or too costly
to do programmatically. Lastly, the PCC noted that the criterion currently used
by Special Programme for Research and Training in Tropical Diseases (TDR) in
West Africa of <1 infective fly (as indicated by the upper 95% confidence limit)
per 1,000 parous flies would in most instances be adequately powered by a
10,000 fly sample, and that <1 infective fly per 1,000 parous flies could also be
interpreted (per the WHO Certification guidelines) as ‘absence or near absence’
of infective flies.

3. Given the above, PCC urgently called on OEPA to organize a meeting of
entomologists before the November IACO’06. Pending that meeting,
entomological data are to be reorganized using the estimated transmission
threshold of 2/1000 flies (assuming 50% parity).

The current 13-foci table that includes the clarified interim entomology threshold is
shown in Table 4.



