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1.0 INTRODUCTION

The majority of countries in the African Region of WHO are burdened by endemic and epidemic tropical parasitic diseases. These diseases include malaria, Lymphatic Filariasis (LF), Onchocerciasis, Schistosomiasis / Soil Transmitted Helminthes (STH), Human African Trypanosomiasis (HAT), Guinea Worm, Leishmaniasis, Trachoma and many others. Some of these diseases are now referred to as neglected tropical diseases (NTDs) and all except a few are vector borne. Of these, malaria is now being addressed on a global scale by Roll Back Malaria (RBM), using funding from various sources including the Global Funds. Guinea Worm has almost been eradicated. The rest of the neglected diseases constitute a group that has not attracted much attention in terms of funding for research and or control. However there are now available interventions that are fairly cheap and effective and offer opportunities for controlling or even eliminating some of these diseases as public health problems. Besides, drugs for treating some of these parasitic infections are donated to the programme by the pharmaceutical companies. In some cases the strategies used for the control/ elimination of onchocernciasis and LF are similar or the same. For example, the strategies for controlling onchocerciasis and eliminating Lymphatic Filariasis are very similar, relying on the use of the same drug (Ivermectin / Mectizan®) administered on a massive scale through Community Directed Treatment (ComDT). In the case of Lymphatic Filariasis, albendazole has been added to be co administered with ivermectin. Both these drugs have been offered free for as long as required. Schistosomiasis now has an effective and cheap drug praziquantel. When combined with albendazole, praziquantel is capable of preventing severe pathology that could have developed due to infection with schistosomes and STH. 

Many poor rural communities in tropical Africa live in areas endemic for two or more of these neglected diseases. Often, their control and or elimination programmes are vertical but implemented by the same health workers especially at the lower administrative levels (Districts, Wards, Chiefdoms, Communities). These health workers have to visit the same communities several times in a year to deliver each of the interventions. Sierra Leone is not an exception to this. It is endemic for most of the neglected diseases mentioned above and to which yaws and Lassa Fever have of recent been added. Several programmes have been set up and new ones planned to control neglected diseases. It has however been realized that integration of these programmes has many advantages, amongst which are encouraging collaboration between vertical programmes, integrated implementation at lower levels, rational and efficient use of human and financial resources, savings on time of implementers and beneficiaries, synergistic impact on the targetted parasitic diseases where these are co endemic or syndemic, and strengthening of health services delivery systems. Integrated programmes are also easier to sustain as financial, human and other resources are shared.  

Integration is particularly important at this time of dwindling resources from donor nations and agencies. Sierra Leone has just emerged from a vicious nine year civil war that destroyed the economy, infrastructure and interrupted virtually all the health services, other social sectors and developmental activities. At this time of rehabilitation and reconstruction, the country can not afford to run many vertical programmes that are expensive to sustain. Indeed the bulk of the health budget is externally funded. Sierra Leone is therefore proposing to integrate the implementation of some disease control / elimination programmes, starting with Onchocerciasis and Lymphatic Filariasis, and later to bring on board Schistosomiasis/STH. The plan presented here is for the integration of some key aspects in two or more disease control programmes. 

2.0 COUNTRY PROFILE

2.1. Geography and Climate

Sierra Leone is a West African state located on the shores of the North Atlantic Ocean. It is situated between Liberia in the South and Guinea (Conakry) in the North and Northwest. It lies between latitudes 7o -10o N, and longitudes of 10.3o and 13.5o West. It has a total area of about 71,740 square kilometers of which 71,620 square kilometers is land and 120 square kilometers is water. Along most of the coastal areas are mangrove swamps. The rest of the country is a plateau with altitudes ranging from 300m and above. However the countryside is characterized by hills and mountains, from which it derives the name of Sierra Leone (from Portugese words Serra Leoa, meaning Lion Mountains). The main mountains are Wara Wara, Sula, Loma, Tingi, Kongotan Range, all in the eastern part of the country, and the Penisula Mountains in the Southern part of the country. There are also several river systems in the country. The main ones are rivers Moa, Moro, Mano, Rokel / Seli, Sewa / Bagbe, Waanjie, Jong / Tala, Bankasoka, Mabole, Kabba , Gbangbaia and several others. The river systems have hundreds of tributaries that form a network within the country . There are also numerous lakes, the majority of which are relatively small in size. These include Lakes Mapa, Mabesi, Popei, Gambia, Sonfon and Balama, most in the south of the country. The topography of the land coupled with abundance of rivers and other water bodies contribute to the epidemiology of NTDs in the country.

2.2. Population and demographic situation 

The overall population of the country, according to 2004 census and 2005 (projected)  statistics, is about 5.4 million inhabitants. It should however be noted that there are refugees in neighbouring countries who were not included in the census but many have returned home since the end of hostilities in 2002. Of the national population, urban centers account for 40.2% and the rural areas 59.8%. The population of the country comprises the following age groups: 0-14 age group constitutes about 44.7% of the total population, while the 15-64 age group forms 52%. The rest  (0.3%) are individuals aged 65 years and above. Children below 1 year of age form 4%; children between 1-2 years of age form 3.8%; those  below 5 years  comprise 17% and children below 15 years of age form 41%. Women between 15-49 years (child bearing age) form 48% of female population whereas the  economically active age group 15-64 years (of both sexes) form 54%, and the elderly form 5.7%.The population growth rate is at 2.4%, with a birth rate of about 45 births /1000 population. The total fertility rate is 6.5 children born per woman. The overall death rate is 20.6/1000 population, but in infants, the mortality rate is estimated at 115 / 1000 live births whereas the under fives mortality rate is 202/1000. Maternal mortality is very high at 1600/100,000 live births. The projected population for  each district is shown in Table 1.

Table 1: Distribution of population by local Government areas (districts)

	No
	Districts (Provinces)
	Chiefdoms
	Population

	1
	Kailahun District (Eastern)
	14
	358,190

	2
	Kenema District (Eastern)
	17
	626,350

	3
	Kono District (Eastern)
	15
	415,426

	4
	Bombali District (Northern)
	14
	491,230

	5
	Kambia District (Northern)
	7
	270,462

	6
	Koinadugu District (Northern)
	11
	265,758

	7
	Port Loko District (Northern)
	11
	453,746

	8
	Tonkolili District (Northern)
	11
	347,197

	9
	Bo District (Southern)
	16
	613,625

	10
	Bonthe District (Southern)
	12
	139,687

	11
	Moyamba District (Southern)
	14
	260,910

	12
	Pujehun District (Southern)
	12
	228,392

	13
	Western District  (Western)
	12
	947,122

	
	Total
	166
	5,418,095


2.3. Political and administrative organization

The country is divided into 4 provinces (Eastern, Northern, Southern and Western area). There are 13 districts comprising both rural and urban areas. Each district is divided into Chiefdoms, each presided over by a Paramount Chief. There are in total 166 Chiefdoms in the country. Chiefdoms are further divided into Sectors (headed by Sector Chiefs) and villages. Administratively, the District is headed by a District Officer who is a Civil Servant, assisted by Assistants at lower levels. Wards have Councillors who are elected. These Councillors are said to play a role in advocacy and mobilisation. In total, there are about 13,451 villages. A map of Sierra Leone showing the provinces and districts is shown in Figure 1. It should be pointed out that most government services in Sierra Leone are not yet decentralized although this is now being discussed.

2.4. Economy and socio-economic profile

According to World Bank ranking, Sierra Leone is one of the poorest countries in the world, with 68% of the population living below poverty line. The long civil war that lasted 9 years had a devastating effect on the economy and socio-economic development of this nation. Its major sources of hard currency are diamonds, gold and other minerals, which account for more than 50% of the country’s foreign earnings. Fisheries and agriculture are not well developed though the potential is high. Agricultural produce include rice, coffee and cocoa among others. Industries are mainly limited to small scale manufacturing and those related to the mining industry (diamond and gold).  The tourism potential is great and with political stability should recover and contribute towards national development. Moreover with the return of peace, the World Bank together with other financial institutions and donor agencies are spearheading rehabilitation of the country and the stabilization of the economy. The country is therefore substantially dependent on foreign aid for its sustainance and rehabilitation needs.  

3.0. HEALTH SITUATION

3.1. Health system organization

The Ministry of Health and Sanitation has been restructured. Two Directorate Generals have been created, one for Management Services and the other for Medical Services. At the same time, ten directorates have been created , including the Directorates of Disease Prevention and Control (DPC) and Primary Health Care (PHC). Under the DPC are 5 main programmes namely Malaria Control Programme (MCP), HIV/AIDS Control Programme, TB/Leprosy Control Programme, National Onchocerciasis Control Programme and Maternal and Child Health /Expanded Programme of Immunisation (MCH/EPI). The Directorate of PHC has several programmes including Health Education, Environmental Health, School Health and Entomology/Vector Control, among others. 

At the District level, there is the District Health Management Team (DHT) headed by a District Medical Officer (DMO). The DMO controls all the Public Health staff and also coordinates all public health activities within the district. He /She is also responsible for administration, planning, support supervision, training, monitoring and evaluation and research among others. The DHT has focal persons for each disease Programme, for example a CHO is responsible for the Onchocerciasis Control programme at the District level.  The next level to the District  is the Community Health Centre at the Chiefdom Level , with the following staff:– a Community Health Officer (CHO) a Diploma Holder, a  Public Health Inspector or Environmental Health Officer, a Senior female nurse , an MCH Aide, and a Vaccinator. This level (CHC at Chiefdom level) is followed by the Community Health Post, manned by a Community Health Assistant (CHA), a Maternal and Child Health (MCH) Aide, and a Vaccinator. Below this level is the Maternal and Child Health Post, with the following staff – an MCH Aide, CHA, Traditional Birth Attendants (TBAs), a Vaccinator and a support staff. All these levels and personnel have well defined responsibilities and chain of command. 

The focus of the National Health Policy has been on preventive services in the country through Primary Health Care (PHC) approach. The priority by government is to develop PHC services to cover the whole country.  

Health services are currently provided by the Government, NGOs, registered Private Practitioners and Traditional Healers. All these institutions contribute towards the Primary Health Care Package in the country. However, the majority of health facilities and health services are provided at Government facilities. The health situation and services available varies from district to district. A recent (2004) health situation analysis in the country included the major health problems in each district, the existing health services, facilities, the resources available and the communities’ awareness and willingness to participate in activities that promote health. Analysis revealed that Health facilities and manpower available in each district also vary considerably. For example some district hospitals offer all the essential health services, both general and specialized, such as surgical, paediatrics, obsterics/gynaecology, radiology, x-ray, dentistry, laboratory technology services, blood bank, ophthalmology, pharmacy and many others. On the other hand there are district hospitals that lack some of the specialized services. The following services are found in only 3 district hospitals (not necessarily the same hospitals) – obstetrics /gynaecology, ophthalmology, dentistry, public/environmental health, blood bank, x-ray services and orthoopaedics.  Some hospitals in the Western area / Freetown offer the more specialized services like physiotherapy, psychiatry, pathology and ENT. 

The Ministry of Health and Sanitation recognizes that provision of health care services in the country is inadequate. The PHC strategies adopted by government are meant to handle the health problems throughout the country and in an equitable manner.      

3.2. Health sector priorities

The Health Sector in Sierra Leone has identified its priorities under the PHC arrangement. The Ministry has identified several health priorities that embrace broadly three areas; namely diseases that affect children; those that affect women during pregnancy and childbirth; and diseases of adults. Priority conditions and areas that affect children include malaria, worm infestation, measles, neonatal tetanus, diarrhoeal diseases, ARI/pneumonia, anaemia, severe malnutrition, whooping cough and TB. Conditions that affect women during pregnancy and childbirth are anaemia, malnutrition, STD/AIDS, antepartum and postpartum haemorrhage and others.  Adult diseases /conditions are malaria, ARI/pneumonia, cardiovascular diseases, anaemia, diarrhoea, Urinary Tract Infections (UTI), skin diseases, onchocerciasis, Schistosomiasis, Lassa Fever, Yellow Fever and others (LF not included due to lack of data). It can be seen that some of the disease conditions identified as deserving priority attention are due to NTDs or actually caused by them. A national health action plan has been put in place having 13 technical programmes. The 13 programmes cover all the priority conditions / diseases identified under the National Health Action Plan. The 13 programmes are being backed by expanded manpower training, retraining and rehabilitation of health facilities in the country,  

The health sector policy is focused on the development of promotive, preventive, curative and rehabilitative services. The goals of the national health policy revised in 2004 are: decentralization of health care delivery to the districts, provision of adequate manpower for effective delivery of health care services, reduction of high mortality and morbidity among mothers and children thereby improving their quality of life, developing and making optimum use of the potentials that drugs have in controlling common diseases in Sierra Leone, improving the nutritional status of the population especially children and mothers, , educating the general population on health matters so as to bring about behaviour changes/impact, training appropriate cadres of health personnel to meet the health needs of the country, determining research needs and ethical acceptability in research and to provide relevant information for planning and management of the health service. The National Health Policy thus embraces and recognizes the importance of neglected tropical diseases / infections endemic in the country and the need for their control and or elimination using available technologies and opportunities. .               

3.3. Health indicators

In Sierra Leone, access to health services is estimated at 60%, which is an improvement from the figure of 40% for 2002. The total number of health facilities functioning now stands at 917. The population per functioning hospital is estimated at 118,809; per functioning health facility is 5441, and per Peripheral Health Unit (PHU) is 7,936. It is now estimated that the population per doctor is at 59,259 which is a decline due to exodus of doctors from the country. The population per professional nurse is 5,544; and per Environmental Health Officer is 52,235. Access to safe water now stands at 42.8% and access to sanitation is 29.6%. The prevalence of HIV/AIDs, though low, seems to be rising, from 0.9% in 2002 to 1.54% according to 2005 estimates. The prevalence of disability is at 20/1000. Contraceptive prevalence rate is still very low at 4% and the percentage of birth with a skilled attendant is 42%. Nutritional issues seem to be a big problem with 27.2% of the children being underweight and 33.9% having stunted growth.  Stunted growth, anaemia and impaired growth are due to worms.  Sierra Leone has one of the highest mortality rates in Africa, compounded by a low doctor to patient ratio. Over the years, there have been improvements in some of the health indicators. Infant mortality rate has decreased. At the same time, there have also been epidemics of yellow fever, meningitis, Lassa fever and cholera, and now there is the threat of bird flue.

The other basic health indicators for Sierra Leone are not performing very well either. Life expectancy at birth is at 42 years; infant mortality rate is 115/1000 live births; under five mortality rate is 202 deaths /1000 live births; maternal mortality rate of 1600 deaths/100,000 live births is one of the highest. The crude birth rate is 45 live births / 1000 population and the average completed fertility for each woman is 5.9 births. The annual population growth rate is 2.4%. 

3.4. Health sector financing

Sierra Leone is undergoing a period of reconstruction and recovery following the war that ended in 2002.The GoSL is not in a position to finance all programmes under the health Sector. However, there are several health sector rehabilitation and support programmes in the country. These include the Health Sector Rehabilitation Programme (HSRP) funded by African Development Bank; the Health Sector Support Project (HSSP) by the European Union; and the Health Sector Reconstruction and Development Project (HSRDP) funded by International Development Association (IDA) of the World Bank. The major objective of this health assistance is to restore essential health services including the rehabilitation of district hospitals and Community Health Centers; acquisition of health sector goods and supplies; and support for programmes of high public health importance, namely malaria control, TB Control, Environmental Sanitation, and the Onchocerciasis Control Programme. The other main objective of the assistance is strengthening public and private sector capacity which has several components, amongst which are  promotion of decentralization  and improvement of the performance of district health management teams; strengthening the key Ministry of Health support services including human resource development, planning, monitoring and statistics, financial management and procurement. 

Support towards health financing in the country have also come from the Global Fund for Malaria, HIV/AIDS and TB /Leprosy Control; UN agencies (WHO, UNICEF,UNAIDS, UNFPA,WFP), German Leprosy Relief Association (GLRA), Islamic Development Bank (IDB), National and International NGDOs such as Sight Savers International (SSI), Hellen Keller International (HKI) , International Medical Corps (IMC) and of the total budget.Medical Emergency Relief International (MERLIN) to mention a few. The health sector funding situation in 2005 was as follow: African Development Bank contributed 44% of the total budget the World Bank provided 20%, European Union (HSSP) financed 11% and others including UN agencies provided 23%.  The Government of Sierra Leone met 2.0% of the health budget. 

3.5. School Health Programme 

School health is one of the programmes under the Directorate of Primary Health Care. The main objective of the programme is to provide quality health care services to school going children, from pre-school to end of Secondary School. The programme has two main components, namely curative and preventive services. Children are treated free of charge in government health facilities. For preventive purposes, both children and teachers are trained in / taught first aid techniques, administration of oral rehydration salts (ORS), sensitized about worms and deworming, environmental sanitation, awareness on HIV/AIDS/STIs, the role of peer educators and School Health Clubs. School Health is headed by a Programme Manager, assisted by a Community Health Officer, a Health Educator, an Environmental Health Officer and a Monitoring and Evaluation (M & E) Officer among others. There is also an Officer assigned from the Ministry of Education, Science and Technology (MEST) to work with School Health Programme. In the districts, the DHMT is responsible for school health. There is no policy on School Health as yet but a protocol for school health programme was developed jointly by the Ministry of Health and Sanitation;  Ministry of Education, Science and Technology. The protocol spells out modalities for implementing both curative and preventive health services for school children. Implementation of this protocol has commenced. Since commencement, it is reported that one million school children have been treated under this arrangement. Also deworming of school children has been done in some districts. Funding and other support for school health come from WHO, UNICEF, WFP and the Government of Sierra Leone.   

4.0. SITUATIONAL ANALYSIS OF SELECTED NEGLECTED DISEASES 

The plan of action focuses on four diseases and therefore the situation analysis will only be described for LF, onchocerciasis, schistosomiasis and STH. 

4.1. Lymphatic Filariasis. 

Lymphatic filariasis is widely distributed in the country according to a profile of communicable disease in the country compiled by WHO (2004). This report quotes an anonymous study dated 1999 in which 14.5% of individuals subjected to the specific antigen tests for Circulating Filarial Antigens (CFA) of W. bancrofti were found to be positive. Individuals examined came from 55 locations including Freetown. The prevalences of antigenaemia were found to be similar in various parts of the country. For example eastern area (province) had a prevalence of 12.7%; northern area 19.6%; southern area a prevalence of 10.9% and the western area 12.8%.  The infection was seen in young children, implying that there is intense transmission going on in the country and infection is required early in life. 

Earlier, in an attempt to study the epidemiology of LF in Sierra Leone, Gbakima (1994) made collections of night blood as part of a wider survey of parasitic infections in Moyamba District South Central Sierra Leone but found no microfilariae of W. bancrofti or M. perstans in these samples. Malaria prevalence in the same area was above 90%. The investigation was meant to determine the possible impact of valley swamp cultivation on the prevalence of malaria, Schistosomiasis, onchocerciasis, LF and other parasitic infections.   

In another study, Gbakima and Sahr (1996) subjected 630 individuals in the Kaiyamba Chiefdom, Moyambo District, to clinical and parasitological examinations. They found a W. bancrofti microfilarial rate of 10.2%. Also O. volvulus and M. perstans microfilariae were found in the same area. There were mixed infections with all three parasites in 3.2% of sampled examined. Gbakima and Sahr (1996) found 164 inflammatory cases in individuals with W. bancrofti microfilariae. Further, clinical examinations revealed that 36.5% of those examined had chronic manifestations of Lymphatic Filariasis, comprising 26.6% cases of hydroceles in men and 9.4% had lymphoedema / elephantiasis of the lower leg and the scrotum. 

In 2003, a meeting was held in Freetown to discuss LF mapping and the establishment of a Programme to Eliminate Lymphatic Filariasis in the country (Gbakima 2003). This meeting was attended by relevant departments in the Ministry of Health and Sanitation including the Programme Manager National Onchocerciasis Control Programme. Also  Sight Savers International (SSI), Special Intervention Zone (SIZ) Representative, WHO, and Prof. Gbakima, then of Morgan State University, Baltimore, USA attended. The meeting made far reaching recommendations that were to have an impact on the process. The author of the report made reference to some early publications on LF, including one by Hicks et al (1932) and Thomas (1952) and Gbakima (2000). All these references were not accessible/available in Freetown. 

Following the recommendation in Gbakima (2003), NOCP conducted an LF mapping exercise in 2005.  Immunochromatic Test (ICT) cards were used on individuals aged  15 years and above.  From every site, 50 to 100 individuals were subjected  to the ICT test. LF was found to be endemic and distributed all over the country with some areas registering very high antigenaemia. For example Koinadugu and Bombali in the Northern Province had CFA prevalences of 60% and 68% respectively; Kono in the Eastern Province had a prevalence of 32%; Bo in Southern Province had a prevalence of 28% and Freetown in Western Province had a prevalence of 11.7%. Only one site, in Bonthe District was negative for CFA of  W. bancrofti. All the 13 districts were found to be positive for antigenaemia of W. bancrofti. Overall antigenaemia rate for the country was found to be 23.3% out of 1982 individuals examined from 34 locations. Results of the mapping exercise are shown in Table 2 and the resultant map in Figure 2 in the  Annex. These mapping results therefore confirmed the findings of Hicks et al (1932) and Thomas (1958) who are quoted by Gbakima (2003) to have found LF to be highly endemic in all districts of the country. However no data on the prevalence of chronic manifestations (hydroceles and lymphoedema / elephantiasis) and microfilaraemia rates and their intensities, were collected. This forms the required baseline data prior to Mass Drug Administration (MDA), to be used in monitoring and evaluation purposes.   

Table 2: Summary of Lymphatic Filariasis mapping in Sierra Leone*

	District

(Province)
	Villages surveyed
	Number tested for CFA of W. bancrofti
	CFA positive individuals (%)

	1.   Bombali (Northern)
	Kamakwei
	50
	34 (68.0)

	
	Mamukay- Machuhor
	50
	25 (50.0)

	
	Dar Es Salaam
	50
	19 (38.0)

	2.   Kambia  (Northern)
	Bugami
	50
	10 (20.0)

	
	Kambia (Masama)
	60
	7 (11.7)

	3.   Koinadugu (Northern)
	Kulia
	50
	18 (36.0)

	
	Forea
	50
	30 (60.0)

	
	Karimuya
	50
	18 (36.0)

	
	Kumala
	50
	26 (52.0)

	4.   Port Loko (Northern)
	Gbinti
	60
	9 (15.0)

	
	Kumrabai
	50
	11 (22.0)

	
	Gbabai
	50
	13 (26.0)

	
	Port Loko
	50
	10 (20.0)

	5.   Tonkolili (Northern)
	Yonibana
	50
	12 (24.0)

	
	Mabonto
	50
	25 (50.0)

	6.   Kailahun (Eastern)
	Manowa
	50
	12 (24.0)

	
	Madina
	60
	9 (15.0)

	7.   Kenema  (Eastern)
	Bogboabu
	60
	9 (15.0)

	
	Kenema (Nyandeyama)
	60
	7 (11.7)

	
	Panguma
	60
	8 (13.3)

	8.   Kono  (Eastern)
	Yardu-Seneor
	50
	14 (28.0)

	
	Koardu
	50
	16 (32.0)

	9.   Bo

(Southern)
	Gelehun
	60
	7 (11.7)

	
	Gborgborbu
	50
	14 (28.0)

	
	Foya
	63
	5 (7.9)

	10. Bonthe (Southern)
	Tomabum
	100
	0 (0.0)

	
	Gambo (Moboya)
	60
	5 (8.3)

	11. Moyamba    (Southern)
	Mokassi
	100
	1 (1.0)

	
	Taiama (Mokori)
	50
	10 (20.0)

	
	Rotifunk
	50
	10 (20.0)

	12. Pujehun  (Southern)
	Bumpe Peri
	60
	5 (8.3)

	
	Juring
	100
	2 (2.0)

	13. Western District (W)
	York
	69
	5 (7.2)

	
	Freetown
	60
	7 (11.7)

	Total screened for CFA 
	1982
	413 (23.3)


* LF Mapping was carried out by the National Onchocerciasis Control Programme 

4.2. Onchocerciasis (River Blindness)

The history of onchocerciasis in Sierra Leone dates back to 1926. In that year, a team from Liverpool School of Tropical Medicine discovered that onchocerciasis is transmitted by black flies (Simulium spp.). Since then there have been many studies on the epidemiology and control of onchocerciasis in Sierra Leone. Sesay and Trpis (1992) conducted prevalence and intensity of infection surveys in 56 villages within a forest- savannah mosaic region of Sierra Leone and found an overall prevalence of 14% for nodules and 43% for microfilariae of Onchocerca volvulus. The Rokel / Seli river systems in the study area had the highest number of hyperendemic villages. Gbakima (1996) found a microfilaria prevalence of 97% in school children in Gbessebu, a zone hyperendemic for onchocerciasis in South Central Sierra Leone. Health education of the communities offered an opportunity to maximize cooperation and participation of beneficiary communities.  

White et al. (1982) found parts of  Moyamba District to be hyperendemic for onchocerciasis, with a microfilariae prevalence of 48.9% in an area where rice swamps had been developed. However the rice scheme was not implicated in this high prevalence of onchocerciasis. Sesay and Trpis (1992) examined 3048 people in 56 villages and found a nodule rate of 14% and a microfilariae prevalence of 43%. Males were found to be significantly more infected than females. Onchocercal dermatitis and lymphadenitis were common in these areas. It was also found that Rokel / Seli River had the highest number of hyperendemic villages 

Gbakima (1994) found hyperendemic onchocerciasis in Moyamba district of South Central Sierra Leone. A total of 1106 individuals were examined and the overall prevalence of onchocerciasis was found to be 17.7%, with a range of 5.1 % to 28.6%. In the same district, Dadzie et al (1992) as quoted by Gbakima 1994, found an onchocerciasis blindness rate of 6%. Gbakima and Sahr (1996) conducted a cross sectional epidemiological and clinical study of human filariasis in 630 individuals for O.volvulus, W. bancrofti and M. perstans. They found an overall onchocerciasis prevalence of 39.1% in males and 35.9% in females, which was not significantly different. There were mixed infections in 3.2% of all individuals examined. Of the onchocerciasis patients, 9.5% had ocular symptoms, and 38.8% had subcutaneous nodules. Also 63.3% of all individuals positive for O.volvulus had symptoms of inflammatory disease.           

These and other studies have shown that Onchocerciasis is highly endemic in Sierra Leone, found in 12 out of 13 districts. Some areas have very high prevalences for example Gbangbaia River basin area in Moyamba District with a prevalence of above 66%. All age groups including children are affected, for example in Kamba village in Kambia District and Bodu village in Kono District, microfilariae prevalences of onchocerciasis in children 0-4 years are in some cases above 17% (APOC, 2005). Prevalences of  above 60% in some areas along  Gbangbaia River have been recorded (APOC, 2005). Annual Transmission Potential (ATP) varies considerably within the country, for example from 3848 in Gbangbaia to 294 on Kaba River. There is a National Onchocerciasis Control Programme (NOCP) in Sierra Leone. The programme is currently relying on Mass Drug Administration (MDA) for treating Onchocerciasis. MDA is expected to cover a population of about 2 million people living in areas hyper – and mesoendemic for Onchocerciasis, according to APOC (2005) estimates. So far MDA has achieved low therapeutic coverages.  In 2003 it was 35%, the coverage for 2004 was 28% and in 2005, the coverage might even be lower. The  low coverages have been attributed to health workers distributing the drugs (Community Based Distribution) in some nine districts rather than CDDs using Community Directed Treatment (ComDT). Also generally, there has been poor coordination from the center at that time but this has now been addressed. Besides there was inadequate or no social mobilization prior to MDA. The geographic coverage is not known because the true number of endemic communities that qualify to be mass treated is not really known. Poor funding could also be partly responsible for the low coverages. 

4.3. Schistosomiasis (Bilharzia)

In 1924, Blacklock and Thomson (1924) made a report on the occurrence of Schistosoma haematobium and their snail intermediate hosts in specific areas of Sierra Leone (cited in Gbakima et al 1987). Gbakima et al (1987) also quotes several studies including the followings:- Gordon et al (1934), which was the first classical study on the transmission of schistosomiasis in Sierra Leone. This study for the first time unravelled the life cycles of S. haematobium and S. mansoni in their respective intermediate hosts. The same study by Gbakima et al (1987) also quotes Alio (1970), WHO Consultant, to have reported that S. haematobium was highly prevalent in the following areas of Sierra Leone: Kenema, Panguma, Tongo Field, Kono all in the Eastern Province; Bo in the Southern Province; Kabala, Masingbi, Mamasu, Magburaka and Kamekwie in the Northern Province. S. mansoni was generally found to have low prevalences by Alio (1970). Juxon-Smith (1979) found a prevalence of 30.5% for S. haematobium in a Secondary school in Bo District (cited in Gbakima et al 1987). Onabamiro (1972) is cited as having recorded an incidence rate of 7% for S. haematobium in school children in Njala Town and also carried out investigations on the seasonal population dynamics of Bulinus (Physopsis) globosus and Bu. forskalli. Subsequent investigations on schistosomiasis are summarized in Table 3. 

White et al (1982) found low prevalences of S. haematobium (8.2%) and S. mansoni (2.3%) in 1400 residents in Moyamba District. They concluded that the saline rice swamp environment in that area was not very suitable for the snail intermediate hosts Biomphalaria pfeifferi and Bu. globosus. Gbakima (1994) also found very low prevalences of S. haematobium (0.6%) and S. mansoni (0.3%) in cultivated swamps. The snail intermediate hosts were not found in this study area.  He concluded that salinity was not favourable to the snail vectors. 

Elsewhere in the country Gbakima et al (1987) found an overall prevalence of 16.3% for S. haematobium and 22.3% for S. mansoni in the Bo and Tongo Field areas of the country. The peak transmission age ranged from 11-15 years. Otherwise in Bo, S. haematobium and S. mansoni prevalences were 28.4% and 26% respectively. In Tongo Field Areas, the prevalences were 5.9% and 39.1% for S. haematobium and S. mansoni respectively. The intensities of infections were generally low. It has been speculated that S. haematobium seems to be predominant in areas with altitudes below 200 meters above sea level, whereas S. mansoni begins to appear at higher altitudes above 200 metres. It has also been observed that S. mansoni seems to be imported from neighbouring countries by migrant workers including miners. 

An investigation by Gbakima (1994) found low prevalences of both S. haematobium and S. mansoni in Moyamba District of Southern Province. Gbakima (1994) also quotes White et al (1989) to have found an overall S. haematobium prevalence rate of  26.8% and an S. mansoni rate of 27.5% in the diamond mining area of Kono District, Eastern province. The snail intermediate hosts Bu.globosus and Bi. pfeifferi were found to be abundant in the areas surveyed.              

From the foregoing, it appears that the distribution and magnitude of S. haematobium and S. mansoni within the country varies considerably. S. haematobium seems to be more indigenous and widespread than S. mansoni. It seems S. mansoni was imported from neighbouring countries. According to Prof. Gbakima (personal communication) in the 1930’s, only S. haematobium was prevalent in Sierra Leone. However over the years, S. mansoni has been imported from Guinea, especially to areas Bwagibu, Kanema and Tongo Field. Now schistosomiasis if found all over the country. It is known that Schistosomiasis can spread very rapidly (sometimes reaching epidemic levels) especially in situations where susceptible snail intermediate hosts are abundant, the environmental conditions are favourable and heavily infected individuals are present. During the civil strife, there were massive movements of populations, especially from the highly endemic districts of the north and east to the south and West. Also, gold and diamond mining in eastern, northern and southern districts have attracted migrant labour from other districts and neighbouring countries. The impact of many years of population movements on the distribution and prevalence of Schistosomiasis remains unknown. The situation therefore requires a fresh appraisal, using standardized rapid methodology and covering the whole country so as to produce a map of Schistosomiasis in the country. This mapping would also facilitate the selection of appropriate strategies for control and targeting priority areas that are highly endemic.  

4.4. Soil Transmitted Helminthes (STH)  

There have been few studies specifically designed to look at the situation of STH within the country. Most data have been obtained from hospital records and studies on intestinal Schistosomiasis. However according to WHO (2004), STHs are widely distributed in the country. The main intestinal parasites in the country are Ascaris lumbricoides, Hook worms and Trichuris trichiura. Other parasites are Strongyloides stercoralis and tapeworms.  Mixed infections with two or more parasites are common. According to WHO (2004), the range of prevalence rates of STH recorded in various parts of Sierra Leone were as  follow: for A. lumbricoides the range was 13.7% to 47%; for Hookworm it was 10.4% to 90% and for T.trichiura it was from 9.3% to 40%. However the sources of this data were not revealed. Other sources of data include Gbakima (1994), Gbakima et al (1994), Gbakima and Foday (1995) and White et al (1982). In almost all these studies, A. lumbricoides was found to be the most common intestinal parasite, followed by Hookworms, and T. trichiura. In these studies, the prevalences of A. lumbricoides ranged from 12.9% to 38.0%; that of hookworms from 10.4% to 25.0% and T. trichiura  from 3.8% to 14.6%. Table 3 is a summary of STH prevalences recorded in the country.

Table 3 : Prevalence of  Schistosomiasis and soil transmitted helminthes in Sierra Leone

	Article
	District/

Province
	Data Source
	Popul-

ation
	No

Exam.
	Prevalence (%) of schistosomiasis and STH

	
	
	
	
	
	S.man
	S.hae
	A.lum
	HW
	T.tri
	S.ste
	overall

	Gbakima (1994)
	Moyamba, Southern
	Survey
	General 
	1106
	0.6
	0.3
	13.7
	12.1
	9.3
	7.7
	61.7

	Gbakima et al (1987)a
	Tongo Field Hospital
	Hospital

(1979/83)
	Patients
	8328
	21.2
	5.5
	-
	-
	-
	-
	-

	Gbakima et al (1987) b


	Bo, South
	Survey
	Pupils
	656
	28.4
	26.0
	-
	-
	-
	-
	-



	
	Tongo

Southern
	Survey
	Pupils
	656
	5.9
	39.1
	-
	-
	-
	-
	-

	Gbakima et al (1994)
	Njala University 
	Survey
	Pupils
	1820
	1.1
	0.8
	33.3
	10.4
	14.6
	0.0
	60.4

	Gbakima & Foday (1995)
	Kono, Eastern
	Survey
	General
	0.0
	5.6
	37.5
	12.9
	12.6
	3.8
	0.0
	73.3%

	White et al (1982) 
	Kenema, E
	Survey 
	General
	4986a
6889b
	2.5
	8.2
	38.0
	25.0
	13
	0
	-

	White et al (1989)
	Kono, East
	Survey 
	General
	
	26.8
	27.5
	-
	-
	-
	-
	-




S.man = S, mansoni S. hae=S. haematobium; A. lum= Ascaris lumbricoides; HW=  Hookworm; T.tri = Trichuris trichiura; 

S.ster =  Strongyloides stercoralis; 

4986a = the number of stool samples examined; 6889b= the number of urine samples examined.     
Overall* = % positive for at least one STH species

4.5 Co-endemicity and overlap of LF, Onchocerciasis and SSTH in Sierra Leone

There is considerable overlap in the geographical distribution and endemicity of LF, Onchocerciasis, Schistosomiasis and STH. LF has been found to be highly endemic throughout the country. Onchocerciasis is widely distributed, covering most parts of 12 districts. Based on information used for Community Directed Treatment with Ivermectin (CDTI), most of southern province and northern province fall under CDTI priority areas, and at least a half of eastern province falls under CDTI priority areas (APOC 2005). Overall, 60% of the country lies within the onchocerciasis belt (of West Africa) according to APOC (2005). Figures 2.1 and 2.2 below demonstrate this distribution. Schistosomiasis and STH are also widely distributed in the country, especially in the South and East, although this picture could have changed over the years due to population movements as a result of civil strife and immigrant labour. It is therefore likely that many parts of the country are co-endemic or syndemic for LF, Oncho and/or  Schistosomiais and STH.  Once an assessment of the distribution of schistosomiasis and STH are conducted, areas of overlap involving the two diseases will be better identified.
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Figure 2.1:  Map showing co-endemicity of LF and onchocerciasis.
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Figure 2.2: Map showing CDTI implementation

(Areas in red are endemic for Onchocerciasis and CDTI is on-going)            

NB: At the moment only hyperendemic and mesoendemic communities are targeted for CDTI, while hypoendemic communities are left out. The hyper/mesoendemic communities total 8451 villages. However, under an LFE/oncho integrated arrangement, all villages (13,451) in the 13 districts would be eligible for mass drug administration with ivermectin and albendazole. This  will take care of villages hypoendemic for onchocerciasis as well  and protect CDTI priority zones from hypoendemic areas not normally treated by the onchocerciasis control programme. 

5.0. GOALS AND OBJECTIVES OF INTEGRATED PLAN OF ACTION

5.1. Goals

The plan of action aims at reducing morbidity due onchocerciasis, lymphatic filariasis, schistosomiasis and soil-transmitted helminthiasis to levels where the diseases are not of public health significance. This is to be achieved through integration of the control/elimination activities (wherever possible) within the Community Directed Treatment approach particularly the Community Directed Treatment with Ivermectin which is being re-established for onchocerciasis control as well using schools as delivery channels appropriately.

5.2. Objectives of integration of programmes

To satisfy the above goals, the following objectives have been identified: 

· Conduct situational analysis on some LF, Onchoceciasis and SSTH

· Identify diseases whose control or elimination can be integrated

· Identify an entry point for integrated delivery of interventions

· Assess the capacity available within the country

· Carry out training so as to build capacity especially in the areas of LF and Schistosomiasis / STH elimination and control respectively.

· Conduct baseline studies on LF to gather data for monitoring  

· Carry out rapid mapping of Schistosomiasis/STH in the country so as to determine their distribution, magnitude and identify target groups and priority areas.

· Conduct together and integrate all activities related / leading to MDA within two years.  

The goal, objectives and treatment strategies for the separate programmes are given in Tables 4 & 5  below.

Table 4: Goals, objectives of strategies of the control/elimination programmes

	
	PROGRAMME
	GOAL
	OBJECTIVES
	STRATEGIES

	1
	Lymphatic filarisis elimination
	To eliminate LF as a public health problem
	To interrupt transmission of transmission of LF.

To alleviate and prevent disability due to LF.


	1. Mass drug administration to all at risk population annually using ivermectin and albendazole.

2. Vector control in collaboration with malaria control through use of insecticide impregnated nets.

3. Personal hygiene and exercise of affected limbs and hydrocoelectomy. 

	2
	Control of soil transmitted helminthes
	To reduce morbidity due to soil transmitted helmnith infections to a level where it is no longer of public health significance
	To reduce the prevalence/intensity  of STH in school age children to less than 10%


	Chemotherapy in high risk populations according to guidelines in Appendices 2 &3  using albendazole/mebendazole.

Health education for behavioural change.

Improvement in sanitation and water supply

	3
	Control of schistosomiais
	To reduce morbidity due to schistosomiasis to a level where it is no longer of public health significance.
	To reduce the prevalence/intensity of schistosomiasis in school age children to very low levels 


	Chemotherapy in the high risk populations according to guidelines in Appendices 2 &3 using praziquantel.

Health education for behavioural change.

Improvement in sanitation and water supply

	4
	Control of onchorcerciasis
	To reduce morbidity due to onchocerciasis to a level where it is no longer of public health significance.
	To provide regular annual treatment with ivermectin to the population at risk of onchocerciasis morbidity in the hyper- and meso-endemic zones
	Chemotherapy to the at risk population through annual treatment with ivermectin.


Table 5:  Implementation of  mass treatment in target populations

	
	DISEASE ENDEMICITY
	INTERVENTIONS
	TARGET POPULATION
	DELIVERY CHANNELS

	1
	LF endemic only
	Annual Mass drug administration using ivermectin and albendazole for LFE.
	Whole communities in implementaion unit (district) excluding children under five years, pregant women and very sick.

(Approx. 80% of total population)
	CDTI

	2
	LF and Onchocerciais co-endemic
	One round of mass drug administration using ivermectin and albendazole for LFE.
	Whole communities excluding children under five years, pregant women and very sick.
	CDTI

	
	
	Another round (after 6 months) of mass drug administration of ivermectin only for onchocerciasis
	Whole communities in identified villages excluding children under five years.
	CDTI

	3
	LF and STH
	One round of mass drug administration using ivermectin and albendazole for LFE.
	Whole communities excluding children under five years, pregant women and very sick.
	CDTI

	
	
	Another round of chemotherapy with Albendazole for STH control (if STH prevalence is over 50%)
	School age children (6-19 years), Under-five children, Pregnant women
	CDTI/school based/health facility based

	
	
	Target treatment   PZQ once in 2 years
	School age children
	

	4
	LF,  STH and schistosomiasis
	One round of mass drug administration using ivermectin and albendazole for LFE.
	Whole communities excluding children under five years.
	CDTI

	
	
	Another round of mass treatment  with albendazole for STH control and praziquntel for schistosomiasis control.
	School age children for both STH and schistosomiasis,

Under-five children  and Pregnant women for STH
	CDTI/School based treatment

	5
	LF, onchocerciasis, schistosomiasis and STH
	One round of mass drug administration using ivermectin and albendazole for LFE and STH
	Whole communities excluding children under five years.
	CDTI

	
	
	Another round (after 6 months) of mass drug administration of ivermectin only in adults for onchocerciasis and combining with albendaole in school age children.
	Whole communities in identified villages excluding children under five years.

School age children in the identified high risk schools.
	CDTI/School based treatment

	
	
	Mass treatment with praziquantel for shcistosomiasis shortly after the first or second round of mass treatment

 
	School age children (6-19 years),


	CDTI/School based treatment


6.0. OPERATIONAL STRATEGIES FOR NTD CONTROL/ELIMINATION

6.1. Strategies for Elimination of Lymphatic Filariasis and Onchocerciasis control 

Lymphatic filariaisis  has been targeted for elimination by 2010. The strategy to be adopted in this elimination attempt is two pronged: to conduct Mass Drug Administration (MDA) covering at least 80% of the total population once yearly for 5 to 6 years so as to interrupt transmission of the disease, and secondly to take care of victims of LF chronic manifestations through morbidity control. Morbidity control involves hydrocelectomies in health facilities and management of lymphodema, elephantiasis, hydroceles and associated acute attacks in health units and at the community level. The rationale of the first strategy is based on the microfilaricidal and deworming properties of both ivermectin and albendazole. Administered one a year, if the coverage is high enough, this combination should be able to interrupt transmission by clearing microfilariae of W. bancrofti from the peripheral blood. In this way, transmission by mosquitoes is greatly reduced or interrupted as the microfilarial density will be very low or nil (below 1%).  The adult worms that produce the microfilariae have a life-span of 4-6 years and therefore will die naturally within the period of the programme as currently the drugs used are known not to be very effective macrofilaricidal activity.

Onhocerciasis control is targeting reducing morbidity and preventing blindness or visual impairment. It is not an elimination, thus treatment with ivermectin is expected to continue for 15 to 20 years, if not indefinitely. However integrating LFE and Onchocerciasis control will mean that areas hyper- / mesoendemic for Onchocerciasis will receive two doses of ivermectin in a year. It has been found that two or more rounds of treatment with ivermectin  per year has greater impact on embrogenesis (Chavasse et al., 1992) and could control Onchocerciasis faster than a single annual treatment. This regimen is being adopted in South America and a few foci in Africa. Thus this is could shorten the life span of OCP in Sierra Leone.  Also hypoendemic Onchocerciasis areas will receive at least one round of ivermectin in a year. This should rapidly bring down microfilarial loads in humans and also infective (L3) rates in and the transmission potential (eg ATP) of  Simulium flies.

6.1.1. Mass drug treatment of population at risk 

Onchocerciasis is endemic in 12 out of 13 districts of Sierra Leone. There is already experience in MDA. In 2005, in nine districts MDA was based on the use of Health Workers, whereas in 3 districts, it was conducted by CDDs. The use of Health workers has been demonstrated to be inefficient as health workers find it difficult to access all communities within a short time, and also there is limited community participation and no community ownership. As a result, both therapeutic and geographic coverage has been poor. NOCP will now onwards fully utilise ComDT instead of Health Workers to distribute drugs for onchocerciasis control, LFE and in the future also Schistosomiasis and STH.  

According to estimates by NOCP, the projected population that need treatment under CDTI are as shown in Table 6 below. MDA under OCP would cover 8451 villages in 3 provinces and 12 districts.

Table 6: Projected Population to be covered under CDTI

	Year
	2005
	2006
	2007
	2008
	2009
	20010

	Oncho*  population at risk
	1,993,126
	2,023,022
	2,053,368
	2,084,168
	2,115,431
	21,147,162

	LF population at risk*
	5,400,000
	5,518,800
	5,540,214
	5,764,300
	5,891,115
	6,020,720


* Population growth rate of 2.4% per annum.

MDA for LFE covers all endemic districts (Implementation Units) with microfilaraemia or antigenaemia prevalence of more than 1%. It means that all 13451 villages in the country are eligible for MDA. However we have to take into account urban areas/populations that constitute about 40% of the total population. So far there is no ideal method for conducting a satisfactory MDA coverage in urban areas. Sierra Leone offers an opportunity for research on MDA in urban areas in an African country because its urban population is quite high. For the immediate future, MDA could be carried out in small urban centres, perhaps with populations of around 10,000 – 100,000 inhabitants. Such rural/urban areas can be treated using a modified ComDT, for example, allowances could be paid to CDD’s and Supervisors, to compensate them for their time. It is assumed that CDD’s in urban areas are involved in gainful employment and need o be compensated for their time. 

The first round of MDA (ivermectin) in April / May will be for control of Onchocerciasis in 8451 villages hyper- and mesoendemic for onchocerciasis. A second MDA, organized six months later in October / November will be for LFE but will also take care of Onchocerciasis and soil transmitted helminthes because of the albendazole added. MDA for LFE will start in 4 districts (IUs), meaning all the villages and communities within the 4 selected districts will be eligible for treatment. This is because NOCP needs time to adjust and integrate with LFE, otherwise it might be overwhelmed. In 2007, MDA for LFE will be scaled up to cover all the 13 districts in the country. 

6.1.2. Prevention of disabilities 

6.1.2.1. LF disability management
There is a very high demand for hydroceclectomies. The operations are supposed to be free in Government Health facilities but very often district hospitals lack drugs and supplies for hydrocelectomies so the patients have to meet these costs. The cost per patient is about $40 in upcountry hospitals but in Freetown, can be as high as $100. Surgical cases are usually admitted for about 1 to 2 weeks. The management of one of the private NGO Hospitals, the Holy Spirit Catholic Hospital Masuba in Makeni District, Northern Region, has a scheme to assist victims of hydroceles. The hospital has employed a Surgeon who carries out operations at a fee paid by the Hospital not the patients. The cost per patient at the Hospital is estimated to be about $40-100, which includes admission, the operation itself, drugs and post operative care in the ward.  The duration of admission is about 1 – 2 weeks depending on severity and type. Currently there are about 350 cases of hydroceles / scrotal elephantiasis on the waiting list for surgical interventions. Most victims are poor peasants. The Onchocerciasis Control and LFE have to include disability management and could periodically organize hydrocelectomy camps at district hospitals. The current practice is to refer complicated cases, especially of scrotal elephantiasis to Freetown. 

The private sector  has an important role to play in disability management. Currently nothing is being done on lymphoedema and acute attack management. There is need to train central teams, then cascade the training to districts. 

6.1.2.2. Onchocerciasis disability management

Onchocerciasis manifests itself in form of skin lesions, onchodermatitis, nodules, visual impairment and blindness. Victims of onchocerciasis might also develop hanging groin, leopard skin, elephant skin due to continuous pruritis, some might also develop lymphoedema and scrotal elephantiasis.  Most of the onchocerciasis endemic areas in Sierra Leone are also co endemic for LF. Sometimes it is difficult to attribute some of the observed clinical manifestations to a particular infection. There has been no disability management in oncho endemic areas since inception of this programme. LF and Onchocerciasis disability management has never been incorporated into the health services. It is known that blindness due to onchocerciasis is irreversible. Visual impairment is also difficult to address before such cases progress to complete blindness. The ugly skin lesions and other manifestations are very difficult to deal with at the community level. As long as the microfilariae are there in the skin, the manifestations will continue. Thus treatment with ivermectin alleviates skin lesions and prevents progression of infection to visual impairment and blindness. There was an attempt to integrate ivermectin treatment with nodulectomy to see its impact on microfilariae rates and intensity (Gbakima 1996). This was done in an area with an onchocerciasis prevalence of 97%. It was found that nodulectomy reduced the prevalence and intensity of infection. However this technique was not applied on a large scale to relieve the victims.    If seen necessary, efforts to do so can be explored.

6.1.3. Vector control 

6.1.3.1.   LF vectors

The vectors of LF in Sierra Leone are not well known and there is lack of literature on this aspect. It is however known that in rural areas of Africa the same mosquitoes that transmit malaria are also vectors of  of LF (White 1989). The exception is in the urban areas of East Africa where Culex quinquefasciatus is also an important vector of W.bancrofti (White, 1989., Pedersen et al.,1999). However in W. Africa, C. quinquefasciatus has been shown to be refractory to W. bancrofti (Omar and Zielke, 1978; Dunyo et al., 1996). Thus it is likely that transmission of LF in both rural and urban areas of Sierra Leone is entirely by anophelines. The malaria vectors in both rural and urban areas of Sierra Leone are Anopheles melas on the coastal areas of Freetown and An. gambiae sl and An. funestus inland (WHO, 2004). An. gambiae sl predominate in the high rainfall, forested and low altitude areas of Bo District, Southern Province. The other vector An. funestus is more common in the high altitude areas and is the main vector during the dry season. Currently there is virtually no control of malaria vectors in the country. However it is planned that about 500,000 insecticide treated nets will be supplied through the Global Fund  for use throughout the country in the near future. All Technicians at NOCP were originally trained on mosquito sampling and dissection techniques but had to be transferred to work on Simulium flies because the mosquito / vector control section was dormant 

6.1.4.2. Onchocerciasis vectors

The main vectors of onchocerciasis in Sierra Leone are S. damnosum ss, S. sirbanum and S. yahense, all belonging to the S. damnosum complex of species. The NOCP has 2 Entomologists, 9 Entomolgy Technicians and 2 EPI Technicians. There are also 76 Vector Collectors, (who are based in their communities and are paid incentives only by NOCP). The Technicians are based at the Makeni Sector Base where the main NOCP base is located, and at Kabala and Bo Sub sectors. There used to be Simulium vector control as part of efforts to protect the populace and the neighbouring countries under the original OCP of West Africa. According to NOCP, onchocerciasis vector control was very successful at one time but was interrupted by instability and wars in the country. In those days there was aerial spraying by helicopters. The insecticides used were Abate (Temephos), Permethrin, Etophenphos, and Bacillus thuringiensis variety H14 (B.ti var. H14), a biocide widely used in pest control because it is friendly to the environment and does not affect non-target organisms. All vector control activities stopped in 1994 due to insecurity that engulfed endemic areas. Although there is no vector control currently, entomological monitoring has been going on for many years. There are 35 vector capture points all of them monitored in alternate years. For example only 19 points were monitored in 2005 and this year (2006) the other 16 points will be monitored.   NOCP has generated a lot of data on Simulium vector biology / bionomics, infective rates and migration. These data will be useful when vector control / elimination resumes. The use of these data in Simulium control would have justified the resources and time spent collecting these data at a time when no vector control activities were on going. 

6.1.4   Epidemiological Surveillance,  and Programme Monitoring and Evaluation 

6.1.4.1 Epidemiological surveillance of Lymphatic Filariasis elimination

Mapping of the country has been completed and prevalence figures for antigenaemia are available from all the districts in the country. However it is necessary to identify sentinel villages / sites where baseline surveys will be carried out on at least 500 residents of all age groups, who have lived in that area for at least one year. The main objective of the survey is to establish the baseline prevalence of hydroceles and lymphoedema / elephantiasis and acute attacks or   adnolymphangitis (ADL) in the communities as well as the prevalence and intensities of microfilariae of W. bancrofti in the human population.  The presence of other filarial infections in the blood, for example Mansonella perstans and Loa loa, that could confound microscopical diagnosis, should also be recorded. Very often inexperienced Laboratory personnel tend to incorrectly identify M. perstans and L. loa as microfilariae of W. bancrofti. It should therefore be emphasized during training and field surveys that there are other filarial parasites endemic in the country. Also baseline data on vectors, their infection and particularly infective rates (with L3 larvae in any part of the mosquito body), will be determined prior to MDA. The baseline surveys will be carried out by a team made up of trained NOCP Scientists (Programme Manager, Entomologists / Parasitologists, Technicians), Medical Officers, Community Health Officers from the Districts, and possibly Scientists from the University (collaboration with Prof. Gbakimas Department). This team would have been trained earlier on all aspects of onchocerciasis, LF and Schistosomiasis/STH, with special emphasis on the clinical manifestations of these diseases, survey methodology, and laboratory and field techniques involved. They would have also been trained on vector (mosquitoes, Simulium and snails) sampling, identification and examination, impact assessment (mainly parasitological prevalence and intensity and vector infective rates); disability management.  After MDA, epidemiological monitoring of LF at sentinel (fixed) and spot (variable) sites will be carried out every 3 years. This duration is sufficiently long to show whether three rounds of MDA has had any measurable effect on impact indicators,  particularly microfilaria prevalence rates, microfilarial intensities, and infective (L3s) rates in mosquitoes. It might also be a good idea to monitor the incidence of acute attacks (ADLs), hydroeles and lymphoedema in communities (sentinel sites and others). It is recommended that sentinel sites should be located in sites where CFA data is available and preferably where high antigenaemia rates were recorded (in each district).

6.1.4.2   Epidemiological surveillance of Onchocerciasis 

The NOCP has baseline data on onchocerciasis in Sierra Leone. These data date back to the time of OCP and later on Special Intervention Zones (S1Z). These data, both epidemiological and entomological, will be useful for continued epidemiological surveillance. The NOCP together with APOC is currently carrying out epidemiological surveillance on onchocerciasis vectors and disease. The surveillance is carried out every two years, at 36 sentinel villages / sites. There are teams trained to perform epidemiological and entomological surveillance. Funding comes from SIZ and personnel from APOC in Ougadougou and NOCP participate. The main objective of the surveillance is to monitor vector populations to determine vector migration and importation of the more virulent, more blinding form / strain of O. volvulus.. That way, it is possible to   determine what risk the untreated foci in Sierra Leone poses to  neighbouring countries where OCP has controlled onchocerciasis. Such surveillance provide important data on which control considerations are based as well as programme evaluation.           

Epidemiological surveillane in onchocerciasis control programme is well established and has been going on since 2003 and this will continue. 

6.1.5  Social Mobilization (Information, Education and Communication) 

The success of achieving high treatment coverage which is the required in these programmes depends on effective social mobilization strategies. Research by Gbakima (1996) demonstrated the importance of health educating the communities in order to win their support and for maximum participation. This conclusion was based on a research conducted in Gbessebu, South Central Sierra Leone, where onchocerciasis is hyper-endemic. Health education allowed the communities to actively participate in mass chemotherapy (MDA) and nodulectomy that resulted in a reduction in microfilarial infection rates and intensities.

The Health Promotion and Education Department will work with the Secretariat and other stakeholders to develop IEC materials. At the district level, there is a District Social Mobilisation Officer (equivalent to District Health Education Officer) in the office of the DMO. He / She participates in health education and social mobilization activities within the district. He / She also attends NOCP training of trainers workshop. It is expected that KAP studies will be conducted in selected areas to represent the various ethnic, tribal and social segments of society. KAP studies will help in designing IEC materials and messages. Posters, jingles, IEC materials, developed during a national workshop with the assistance of a Communications expert, will also be used to strengthen IEC campaign. Onchocerciasis already has IEC materials developed at the beginning of the programme. Emphasis now has to be placed on LF and SSTH. Where possible, these materials should be integrated if this does not cause any confusion to the Health Workers and or the communities. Also Districts have Chiefdoms headed by influential and respected Paramount Chiefs. These Chiefs could also be used in communicating messages to their subjects, through Sector and Village Heads and their Councils. 

There are eight districts with radio stations that can handle IEC campaigns. The rest of the districts (including the eight with radio stations) are catered for by radio stations based in Freetown. IEC campaigns need to be done at various levels namely, the central (TVs and radios), district (advocacy and radios), Chiefdom and village levels where village meetings, town criers, posters, flyers, film shows are very important because of the low levels of literacy. There are documentaries on Onchoceciasis that could be useful to mobilize for LFE. The NOCP plans to secure TV sets and generators for all 12 districts for their IEC campaigns which will also benefit  LFE,  Schistosomiasis and STH. WHO is also expected to provide the appropriate documentaries to supplement what NOCP has. 

6.1.6. Training and capacity building

For success of the programme, there should be a system of cascading training rapidly and efficiently from the central level to the communities. The country currently lacks manpower in areas of LF, SSTH and research and control of these and other vector borne diseases. Several areas that require training have therefore been identified and elaborated upon under activities and budgets. There is need to train a Core (Central) Team that will be responsible for research and baseline surveys in all sentinel sites and later spot sites (for LFE and SSTH). Also the same team will be responsible for mapping the distribution of SSTH throughout the country. Most of the members will be staff of NOCP and Ministry of Health and Sanitation but the Universities are expected to provide some personnel for training. A Consultant from WHO will be required for this training. Other training will be Trainers Training for Medial Officers, Community Health Officers and Nurses from the Districts. These will later train the CDDs, other Community Resource Persons (CORPS) and communities in disability (lymphoedema) management. Other training needs will be identified as the integrated programme progresses. For example, it might be necessary to train DMOs / MOs and Nurses in recently developed techniques for hydroeletomies and post operative patient care.

6.1.7. Operational research 

Research on LF, Onchocerciasis and SSTH are virtually at a standstill. There will therefore be need to reactivate research especially to support integrated programmes. Areas that might require research will include:-

· The ability of CDDs to cope with multiple programmes.

· The use of kinships to maximize therapeutic coverage.

· How to implement MDA in urban settings.

· The impact of two rounds of ivermectin on microfilaraemia  prevalence in Onchoerciasis and LF areas (hyper, meso and hypoendemic areas).

· The impact of treatment (MDA) on infection / infective rates in mosquitoes in areas with different endemicities and also Oncho areas.

· The impact of ivermectin / albendazole on anaemia and STH in school children.

· Impact of albendazole / ivermectin combination on antigenaemia.of W. bancrofti. 

· Impact of MDA on incidence of ADLs, lymphoedema and hydroceles

· “Risk” factors that influence acceptability / rejection of drugs during MDA

6.1.8. Strengthening of programme management / integrated management

There are several programmes within  the Ministry of Health and Sanitation Directorates that are directly involved in the control of vector borne diseases. The programmes are Malaria Control Programme; the National Onchocerciasis Control Programme; Entomology / Vector Control Unit / Section. Of these, NOCP is the most suitable for integrated control of LF, Onchocerciasis and SSTH (organogram in Annex 1). A brief  SWOT analysis is given under Section 6.1.8. However despite its suitability, NOCP needs to be strengthened  so as to be able to meet the challenges of integrated delivery of interventions. There is need to recruit two Deputy Programme Managers, preferably with a Post graduate training in Medical Entomology/ Parasitology / Vector Management/ and another Epidemiologist. This will take off the pressure from the Programme Manager, who will then devote his time to planning, supervision and monitoring of integrated programmes. The Deputy Programme Managers would be responsible for execution of all field operations (baseline surveys in sentinel and spot sites; mapping; training of various cadres, vector and parasite monitoring, data analysis, research, monitoring etc). NOCP will also have to recruit and train Technologists (either graduates or Diplomates) who will be full time and participate in planning and execution of surveys together with the Programme Manager and Deputies. Currently most of the Technicians at NOCP are Ordinary Level leavers, who were trained on the job and might be difficult to upgrade. Strengthening of the Programme will also involve acquiring office and field equipment (computers, photocopiers, projectors, generators, stationery and the provision of cash to facilitate the office and Programme Management. For example, electric power is unstable in Freetown and other towns. Therefore there is need for generators and fuel for running these generators almost on a daily basis.  

6.1.8.1 SWOT analysis of the NOCP for integration

Strengths 

· Programme Manager  (PM) well trained with Masters Degree in Public Health; also trained in Epidemiology, Health Management, Policy and Planning 

· Programme has scientists, technicians and other support staff 

·  Programme has relatively good infrastructure, with fairly well equipped HQs, regional offices and bases in Freetown, Makeni, Kabala and Bo. 

·  Availability of logistics including field vehicles ( Benz truck) garage with basic tools and equipments, some computers 

· Has staff experienced in onchocerciasis disease and vector surveys, mapping, surveillance and control

Weaknesses

· Senior Programme staff are few (PM requires deputies who are trained in Epidemiology or Entomology, Parasitology, vector control.

· All Entomologists / Biologists lack post graduate training (at Masters Level)

· Programme Staff have poor knowledge of other NTDs except onchocerciasis. This might compromise their ability to plan, map, implement, monitor, supervise integrated programmes. 

Opportunities 

· Through CDTI and CDDs, other Programmes, e.g. Malaria Control with ITNs, Nutrition, Vitamin A Supplementation, can reach remote communities.

· Control of other diseases neglected diseases e.g. Lymphatic Filariasis, Schistosomiasis, Soil Transmitted Helminthes, Yaws, Human African Trypanosomiasis) can gradually be integrated with Control of Onchocerciasis using CDTI and CDDs.

· With integration of control of other diseases, more logistics can be added to the Programme.

· There is room for more staff to be added especially regional offices / bases.

· Training of available staff can be conducted, which might motivate them.

· Research on neglected diseases can be easily added through appropriate training and provision of equipment (funding)

Threats 

· Overloading of the capacity of NOCP, thus failure to cope

· With increased workload, CDDs might demand payment for their services.

· Programme activities may become too stretched if integration of diseases is not done gradually.

· Resistance from vertical programmes fearing loss of benefits due to integration. 

· Lack of assured funding beyond 2007.

· Any future political instability.

For NOCP to meet the challenges of integration and adding on two or more disease programmes, the following adjustments are suggested. The Ministry of Health should:- 

· Expand current mandate of NOCP to include research on and control of LF and STH.

· Expand staff base to embrace more Entomologists / Parasitologists, Technologists and Epidemiologists.

· Strengthen and transform NOCP into a neglected (vector borne) diseases research and control unit.

· Establish more and / or strengthen existing stations to facilitate research, control and training on LF, Onchocerciasis, Schistomiasis and STH and other NTDs.

· Facilitate the building of linkages with Malaria Control Programme to address vector aspects of LF transmission.  

6.2. Strategies for Schistosomiasis and STH control  

6.2.1 Identification and Treatment of groups at risk

There is no current upto date data on schistosomiasis in the country although it is known that S. haematobium is more wide spread than S. mansoni.  Little is also known about STH distribution and endemicity levels. There is,  therefore need for a rapid mapping using school children, so as to determine distribution and prevalence rates and subsequently decide the strategy to be adopted. Rapid mapping would involve visiting all districts and assessing/and stratifying each district into zones, for example in terms of ecology, altitude, water bodies, population density/settlements, agriculture etc. From each district zone, 5 schools can be  randomly selected and from each school a sample size of  60 pupils (30 girls, 30 boys) aged 10 – 15 years are randomly selected and their urine and/or stool collected and screened for schistosome and STH ova using urine filtration technique and Kato/Katz technique for urine and stool examination respectively. Results of rapid mapping will facilitate classifying the country into high, moderate and low priority areas and what treatment strategy to adopt appropriately according to WHO recommended strategies in Anneces 3,  3. & 4.

Mass treatment for schistosomiasis and STH targets the school age children as the high risk group and as such school based treatments delivered by school teachers is recommended approach. However, ComDT can still be an option if this will have some advantages. The drugs of choice are praziquantel for schistosomiasis and albendazole or mebendazole for STH

6.2.2 Epidemiological surveillance 

Mapping of Schistosomiasis and STH will be conducted throughout the country and based in schools and high risk communities, for example fishing communities along fresh water bodies, mining communities and farm workers in cultivated valley swamps or irrigated areas. Treatment strategy will depend on the prevalence and intensity of infections. The Central Team and the DMOs team will conduct surveillance of the diseases once treatment has commenced. Parameters to be used will include incidence of infection in young children, the prevalence and intensity of infection, and the number of complicated cases due to SSTH,    

6.2.3 Environmental management for snail control

Schistosomiasis in Sierra Leone is very much associated with swamps, water bodies and mining pits. Safe water coverage is generally low though improving. Thus the majority of the citizens obtain water for domestic use from rivers, streams and lakes, which are numerous in the country. There are also many water related economic or social activities such as fishing, washing of clothes, bathing. Some of the water bodies are infested with intermediate host snails. However it would  be difficult to carry out environmental management / manipulation of existing water bodies because this could disrupt normal life in many communities since there are no alternative sources of water for them. Implementation of environmental measures is not always easy or simple for that matter. One has to weigh the needs of the communities vis a vis the need for manipulation of the environment. At the same time, alternative sources of water have to provided. 

There is no documented control of snail intermediate hosts in Sierra Leone. Besides, very few investigations have been  carried out on this subject, most of them by Prof. Gbakima. Schistosomiasis in some cases was associated with mining activities. In the past, the mining industry was keen on conducting investigations / control of schistosomiasis. Further discussions will be required for these industries to revive their interests, particularly now that drugs for treating Schistosomiasis and STH are available, cheap and effective with minimum side effects (acceptable). Snail control can further be explored if need arises. 

6.2.4. Information, education and communication

The same IEC strategy as in section 6.1.5 above will be used.  

6.2.5. Training and capacity building

The building of capacity for Schistosomiasis / STH control will be integrated with that of LF. Training will be carried out at National and District levels as already described under section 6.1.6. 

6.2.6. Operational research

Operational research on SSTH will be along the lines already suggested for LF and Onchocerciasis under section 6.1.7. Specific areas of interest include investigations into the pathogenicity of schistosomiasis which has in the past indicated some highly virulent strains. Other areas will be identified. 

7.0. MONITORING AND EVALUATION

Monitoring and evaluation will be an integral part of the control program and will be a component of the supervisory practice. At the onset baseline information will be collected on indicators that will be later measured as program progress. 

There will be two types of monitoring-process monitoring and impact Assessment

Process monitoring will be integral to the program and carried out routinely at all levels of program implementation on process (how activities were done), input (what was done) and output (the results of activities that were done). The internal process of reporting will be used for monitoring. Impact assessment will be carried out to assess the influence of each strategy and a combination of them on the outcome indicators. Key indicators that will be collected for each disease will be identified appropriately.

7.1 Monitoring of PELF indicators

The monitoring of LFE and onchocerciasis will will be conducted by the same personnel though at different times. During the workshop for development of integrated training manuals, integrated monitoring tools will be produced. This workshop, facilitated by a Consultant from WHO /or locally recruited, will be attended by specialists from various programmes and NGDOs with expertise in designing communications strategies and monitoring. Monitoring will cover all the process, outcome and impact indicators specific to LF as well as general ones (e.g. anaemia in children ). 

7.2. Monitoring of onchocerciasis indicators

There will be several indicators for monitoring LFE implementation. These will cover all aspects of advocacy and resource mobilization, planning, sources of integrated finances available to the programme, health education and promotion, training and supervisory activities, human resources, drugs and supplies requisitioning, testing for anaemia as an impact indicator. Other indicators to be monitored will include the number of villages / communities treated within the priority areas and the therapeutic coverage that is the percentage of people who have actually ingested the drugs. 

7.3  Monitoring of Schistosomiasis and STH indicators

Schistosomiasis and STH will be monitored in schools as an indicator group for the disease levels in communities.

7.4. Evaluation 

Evaluation of integrated programmes will be carried out periodically at a recommended frequency. This could be every three years or in view of the new integrated approach, it could be every two years initially, adjustable if necessary. The evaluation will look at all the indicators from process, outcome, to impact indicators 

8.0
POTENTIAL PARTNERS

The Ministry of Health and Sanitation budget is being supported by various partners. There are partners already participating in onchocerciasis control in Sierra Leone. Also as a result of a consultative meeting on LF mapping and integration in Sierra Leone (Gbakima, 2003), potential partners were identified and their possible roles examined. The Ministry of Health and Sanitation is expected to play the lead role and to be responsible for policy on integration of LF, OCP and other programmes. Partners identified include Sight Savers International (SSI), Hellen Keller International (HKI), World Vision Sierra Leone, National Eye Care Programme, APOC- Special Intervention Zone (SIZ), World Bank, WHO and UNICEF. In the past, Mining companies are also likely to be involved particularly in research but also control activities. These companies in the past funded research on Schistosomiasis as well as filariasis epidemiology. Mining is an important segment of the economy and these Mining Companies are likely to be important stakeholders, who could support some aspects of operational research and control. The University of Sierra Leone University, Freetown, and Njala University in Bo District in the Northern Province, could also be important partners with Mining Companies and Agricultural Establishments especially those in Inland Valley Swamps / Irrigation Schemes     

Other potential partners outside the country in operational research and/or control include Liverpool School of Tropical Medicine, which pioneered research on Onchocerciasis, schistosomiasis  and STH in Sierra Leone; the Danish Bilharziasis Laboratory (DBL) – Institute for Health Research and Development based in Denmark; West African Centre for International Parasite Control at the Noguchi Institute in Accra, Ghana. Other opportunities can be explored as they arise.

9.0
PROGRAMME IMPLEMENTATION AND MANAGEMENT
9.1  National Level

At this level there will be the Secretariat and Coordinating Committees as follows:

There will be a National Task Force, which will have the following responsibilities

i. Policy formulation

ii. Advocacy 

iii. Coordination at inter-Ministry and inter-agency level

iv. Review of progress and evaluation of reports

v. Mobilization of resources for program activities

There will also be a Technical Working Group (TWG), which will be responsible to the NTF for the following:

i. Capacity building 

ii. Planning and preparation of PoW for districts and reports

iii. Monitoring, evaluation and supervision of technical activities

iv. Development of guidelines and tools for different activities of the control programs which will be the basis of MoU with Districts.

v. Identification of areas requiring operational research

vi. Review reports and planning activities 

Composition: National Program Manager, National coordinator, researcher, epidemiologist, nutritionist, sociologist, educationist, parasitologist, data processor/statistician. The National Program Manager will chair the TWG.

The Program will be managed by a National Program Manager who will be assisted by a secretariat comprising a skilled technical and support staff comprising of a deputy manager,  statistician, accountant, secretary/ data entry clerk and driver. The National Program Manager will be responsible to the Director of Disease Prevention and Control for day-to-day managerial activities at the central level and for coordination of the program implementation at all levels. Program activities will be integrated to the EHP in the districts and the communities.

9.2  District level

The District will play a central role in Program activities and serve as the anchor for sustainability planning. The primary unit of Program operations is the district while implementation is at the community level. The District Health Management Team will be responsible for 

i. Coordination of advocacy, health education, mobilization and sensitization activities in the District

ii. Training of teachers and health workers

iii. Receiving drugs from the Program secretariat

iv. Receiving reports from, and providing feedback to the communities, schools and health facilities within the District

v. Compilation of community level reports and forwarding district level summaries to the program secretariat at central level.

vi.  Monitoring the distribution activities in the schools and health facilities

Composition: District Executive Director, Heads of Departments, District School Health Educators and Representatives of NGOs and Private School proprietors/managers. The DED will chair the meetings and the DHOs will act as the Secretaries.

9.3   Schools 

The school will be the main centre for the school-age child who are enrolled in school as well as those out of school. The head teacher and all the teachers at each school will be responsible for:
i. Community mobilization and sensitization

ii. Health education and promotion of personal and environmental hygiene

iii. Treatment of enrolled school-age children during a 30-day period

iv. Account for drug usage and 

v. Return un-used drugs to the District Health officer

vi. Provide treatment reports to the District Health officer

vii. Treat non-enrolled school-age children

viii. Compilation of treatment reports 

ix. Coverage reports To DHO

The head teacher and the teacher coordinating the health matters will be responsible for managing and coordination the activities respectively.

9.4   Health Facility

The health facilities will bear the following responsibilities:

i. Community mobilization and sensitization

ii. Health education and promotion of personal and environmental hygiene

iii. Support teachers in the treatment of enrolled and non-enrolled school-age children.

iv. Account for drug usage and 

v. Return un-used drugs to the District Health officer

vi. Provide treatment reports to the District Health officer

vii. Treat other high-risk groups within the community taking into consideration the prevalence of the diseases.

viii. Epidemiological surveillance

The in-charge of the health facility will be responsible for establishing and maintaining the linkages and support to the schools.

10.0   PROGRAMME OF ACTIVITIES

Table 7: Programme of activities and monitoring indicators

	Activity


	Objective
	Responsible Person/Office


	Time 

Frame (month / year)
	Expected outcome
	Indicators
	

	Advocacy 
	Create awareness and obtain support at IU level
	NOCP and  DMOs
	June 2006
	Awareness created at district / HSD  levels
	-Number of advocacy missions

-number of individuals seen and ranks

- districts visited
	

	Training of core  / central team 
	Build capacity in LF and vector borne disease research /control
	MOHS, NOCP, Universities, WHO
	June 2006
	Capacity and Interest in research on  LF, onchocerciasis, Schistosomiasis / STH created 
	-Number of Scientists /Epidemioogists /       Researchers trained

- Evaluation report on training 
	

	Developing training manuals, monitoring instruments, IEC materials
	To develop integrated training manuals, LFE monitoring instruments, and LFE IEC matertials 
	NOCP, MOHS, HEPD, 
	June 2006 
	-Manuals developed

-Monitoring instruments developed

-IEC materials designed and pretested
	Manuals ready for use

Monitoring instruments types

IEC materials types available

Number pre-tested in districts
	

	Training of Trainers on CDTI
	Develop capacity at District and HSD levels
	NOCP, MOHS
	June 2006 
	Trainers trained on LF and  PELF strategy, SSTH
	Number trained 

Number of courses organized

Institutions involved
	

	Production of Registers


	To facilitate registration in all schools and communities
	NOCP / MOHS 
	August 2006
	Adequate registers for all schools & communities, 
	Number of registers produced against number required to cover all schools and communities 
	

	Procurements of requirements
	To acquire all requirements 
	NOCP, MOHS,

World Bank SIZ
	July 2006
	All supplies requisitioned and in stock
	Verified stock liost
	

	Training of CDDs
	Empower CDDs to implement MDA using CDTI.
	NOCP,  Districts and HSD teams 
	July 2006
	All communities to have trained CDDs
	Number of CDDs trained

Number of training sessions organised
	

	Community sensitization and mobilization

(IEC campaign)
	Create awareness and impart health education, promotion messages and seek support and participation from communities so as   

 to attain high coverage
	NOCP, HEPD, Districts and HSDs; Schools /institutions; Local Govts; Education Dept. 

Chiefs, Local Drama groups, 
	September 2006


	All communities educated, sensitized and mobilized for CDTI

Awareness created; 


	Number of sessions held

Number of films screened

Number of radio talk shows 

Jingles etc

Chiefdoms actively involved in process

Number and level of IEC campaigns

Posters / pamphlets deployed
	

	Production of IEC materials
	Visual aids and print materials for  education and sensitization of schools and communities
	NOCP  districts, HSD, and Local leaders 
	July
	Appropriate and Adequate IEC materials produced
	Number of each type of IEC material produced

Languages covered

Suitability of IEC materials
	

	Deliveries of drugs, IEC materials and registers etc
	Deliver materials timely for use by communities and schools
	Districts, HSDs, Sectetariat, HEPD
	Sept
	All materials at site well in advance of MDA 
	Date materials arrived

Number delivered

Types delivered

Languages covered 

Adequacy 
	

	Registration of communities /schools
	To carry out population census so as to estimate eligible population
	District, HSD, LCs, Teachers
	Sept
	All communities & individuals registered
	Number of communities covered

Population registered (%)
	

	Baseline surveys in sentinel sites (before treatment) 
	Gather information on clinical, parasitological and vector data from sentinel sites for  monitoring  
	NOCP, Districts, Universities
	August
	Comprehensive data on all parameters (clinical, parasitological, entomological)
	Reports with  survey data
	

	Examination of samples /  quality control 
	To obtain baseline data from blood, urine, stool and mosquitoes collected
	NOCP, DMOs, Universities
	September 2006
	Data from sentinel sites available for monitoring and evaluation 

Prevalence data
	-Parasitological data available

-Entomological data available

-Quality control report available
	

	Mass drug administration
	Access and treat all eligible individuals in schools and communities
	Secretariat, Districts, HSDs, Communities, Schools, CDDs, Teachers
	November 2006
	Treatment of all eligibles
	Number treated

Villages covered

Tablets consumed


	

	Monitoring MDA efficacy in sentinel and 2 spot sites per district (after MDA) – once every 3 years

(Katakwi and Lira districts)  
	Determine the impact of MDA on parasite prevalence, intensity and infection rates
	Secretariat, District, HSD,

Universities 
	2008
	Sentinel and Spot sites surveyed
	-Reports available

-Parasite prevalence

-Parasite intensity

-Vector infection rates 
	

	Monitoring therapeutic coverage and adverse  reactions (in all villages) 
	Assess /verify reported coverage and reactions so as to take appropriate actions 
	NOCP Districts, HSDs
	December of treatment year
	Surveys carried out in sentinel sites to determine
	-Report on coverage

-Report on reactions

-
	

	 Collection and compilation of MDA data and drug balances from all communities and schools 
	To ensure prompt returns of registers and drugs 
	Districts,HSDs and Local leaders
	December of treatment year or January
	Data on MDA and drugs obtained from the schools and communities
	-villages visited

-subcounties visited

-register summaries collected

-drugs returned from CDDs
	

	Lymphoedema management in selected districts to start with. 
	To alleviate suffering due to  chronic signs 
	Secretariat, Districts, WHO, NGOs
	Nov
	Management initiated in selected communities as pilot
	-No of communities covered

No staff trained 

No patients managed
	

	Hydrocelectomy camps /support to Health Units
	Offer free surgical relief to victims of hydrocoeles and scrotal elephantiasis
	Secretariat, Districts, referral hospitals, Surgeons association, NGDOs
	July-
	Camps organized in at least 5 districts
	No of camps

No of districts covered

No of people benefiting from camps


	

	Implementation / Operational Research 
	To address urgent issues of operational nature 
	NOCP Universities, Research Institutions 
	
	Improved management of programme and implementation / service delivery
	-research projects initiated and completed

-reports

-how findings utilized to improve programme 
	

	Support supervision by Secretariat
	To improve programme implementation through regular support supervisory visits
	NOCP,

MOHS

HPED
	2006
	Improved management and supervision
	- supervisory missions organised

- no of places visited

- reports on supervision
	

	
	


11.0. BUDGET JUSTIFICATION

The following activities will be undertaken as part of integrated control / elimination of LF, Onchocerciasis and SSTH. The plan will commence in 2006 with activities leading to MDA in  6 districts endemic for LF. Activities related to Schstosomiasis and STH are likely to commence in 2007 or later.  By end of 2007, LFE activities will have been commenced in all the 13 distircts. This will also achieve the implementation of the one of the two rounds of ivermectin distribution in the onchocerciasis control target communities.  The activities outlined below cover some of the key areas and issues that need to be addressed as the programmes are implemented. Estimates costs for LF elimination are shown in  Table 8 and those for schistosomiasis and STH will be worked out when plans for implementation are advanced.

11.1 Advocacy 

Advocacy will be necessary to gain the support of top civic and political leaders. It will be done at national, district and Chiefdom levels. This activity will be done by the Secretariat and Ministry of Health and sanitation personnel at various levels. 

11.2  Training of Core / Central Team

Currently there is very limited capacity in the area of vector borne disease research and control. It is important that capacity be built in this area before any attempt at integration is made. The Central Team will comprise Scientists, Medical Officers, Lecturers in Biological Sciences and Technicians / Technologists. The main purpose of this training would be to stimulate interest in research on and control of NTDs. Selected individuals will be trained in relevant aspects of research on and control of vector borne diseases but with emphasis on Onchocerciasis, LF and schistosomiasis and STH. The existing team working in NOCP is very small and comprises mainly Technicians and a few Junior Scientists (Biologists). Because of lack of experienced technical personnel, it will be necessary to use the services of a Consultant identified by WHO and / or the World Bank. After being trained, this team will be expected to actively participate in baseline surveys of LF, SSTH and subsequent monitoring activities for  all the programmes. Sierra Leone University should play an active role in this exercise. Some members of the Central Core team will also be used in monitoring.

11.3
 Development of integrated training manuals, IEC materials and monitoring instruments 

This workshop will be held at the beginning. The main objective is to develop training and IEC materials for LF suitable for use in an integrated approach. It will be attended by HEPD, Environmental Health, Communication experts from currently active  programmes and media houses. It might be necessary to engage a local consultant who will participate in the process of designing and developing these materials. Materials used / developed for Onchocerciasis Control Programme should be used as much as possible. This budget line will cater for all expenses related to this item, including a local consultant’s fees, if deemed necessary. 

11.4
Trainers Training on CDTI (District Health Workers)

This training will also  be necessary as part of capacity building. Most trainers will be health workers picked from the districts. This training can be central or decentralised to provincial or district level. Core Team members from the centre will be responsible for training this group. Participants should be Medical Officers, Community Health Officers, Nurses involved in Community Health work, Science Teachers / Biologists, Health Educators, Environmental Health Officers, participants from relevant NGO’s, if any. 

11.5
 Procurement of Laboratory and Field equipment and chemicals

These will be necessary for baseline surveys and post MDA monitoring and relevant operations. The most essential ones are microscopes and accessories, chemicals and reagents for processing blood, stool and urine samples for helminthes and haemoparasites. Currently NOCP has a few old microscopes but need more in view of expanded responsibilities. Specialised reagents for stool examination and staining of mosquitoes  are not available currently. Mosquito vector sampling equipment will also have to procured.

11.6
Baseline surveys for LF and SSTH

LF mapping conducted in 2005 was based on CFA prevalence. This parameter is currently thought to be difficult to use for monitoring the programme. It will be necessary to obtain baseline epidemiological data on clinical manifestations, microfilarial prevalence and intensity as well as the vectors involved in transmission and their infection / infective rates prior to MDA. Every IU will have a sentinel site for monitoring the impact of MDA. For SSTH, investigations conducted in the past are no longer valid and there is need to gather fresh baseline data from school children (both primary and secondary), communities and special interest groups such as miners and farm workers (in cultivated wetlands). Baseline surveys in LF and SSTH will be preceded by appropriate  training.

11.7
Examination of slides and quality control



Entomologists / Parasitologists and Technicians will examining blood, stool and urine samples collected during baseline and monitoring surveys. The services of a Parasitologist from the University or one of the teaching Hospitals will be required to examine 5 – 10% of the slides for quality control. Prof. Gbakima’s Laboratory will be instrumental here in this respect.

11.8   Procurement of Praziquantel and other drugs

Albendazole and ivermectin for LFE and Onchocerciasis will be provided free for as long as required. Some funds might be required for clearing and handling charges. However Praziquantel will have to be purchased for all the high risk communities. Estimates for these have been made provisionally but a better estimate will be made after baseline surveys. Also during baseline surveys, some drugs will be required for treatment of minor illnesses / common illnesses within communities – e.g. malaria, wounds, worms, eye infections and others. This is to encourage community participation in baseline surveys.

11.9    Sensitisation and Mobilisation

ComDT for LFE will be conducted for the first time in Sierra Leone in 2006. To date, MDA has been for areas hyper / meso endemic for Onchocerciasis and delivered in some districts by Health Workers and in the rest by CDDs. Treatment by CDDs will be done for the first time in 2006. It is therefore necessary to sensitise and mobilize the communities prior to launching of MDA. 

Mobilisation and sensitization will be conducted by Health Workers (TOTs, DMO’s, CHO’s, Nurses) and Chiefdoms officials as well as civil servants and political leaders. The major objective is to sensitise the populace and orient them towards ComDT; explain the importance of maximum participation by all communities; the need to select CDDs and cooperate with them during MDA and thereafter; benefits of MDA in terms of control / elimination of Onchocerciasis / LF respectively and deworming. Expenses will include facilitation of Health Workers and all involved to reach each and every community for proper mobilization. Also sensitization / advocacy at District levels, Chiefdom levels and lower administrative levels to win political support and to ensure that local authorities own and  contribute towards sustainability of programme. Expenses related to production and distribution of IEC materials / messages will also be included under his item.

 11.10   Training of Community Drug Distributors

Although NOCP has been distributing Ivermectin in areas hyper-  /  mesoendemic for Onchocerciasis, it is the health workers who have been doing this MDA. From 2006 onwards, MDA will be conducted by CDDs - based on the classical ComDT / CDTI concept. For LFE, at least two CDDs per village will be selected by each community and trained on ComDT. Expenses involved under this item include travel expenses, meals / refreshments, stationery, allowances for TOTs and CDDs. Training will be held at the level of Sectors or Wards or any other appropriate administrative level as determined by the DMO / DMHT.

11.11  Registration of communities

For LFE, it will be necessary to register all indi9viduals and communities in districts (IUs) identified for MDA. Some of the villages will fall within onchocerciasis priority areas already under MDA, whereas others will be outside Onchocerciasis control areas. Villages within Onchocerciasis areas (hyper-/mesoendemic areas) already have registers. These registers have columns for both ivermectin and albendazole and have enough pages to last over 15 years. The same registers could be used for (re)registration of these communities. Areas outside onchocerciasis areas will have to be provided with new registers. Registration expenses will include the costs of stationery, allowances for supervisors and token allowances to CDDs, if felt necessary. 

11.12  Drug Distribution

This item will cover all expenses related to registration of communities, drug distribution and compilation of registers. There will be launching expenses at the District level, during which T-shirts will be given to CDDs, refreshments, supervision by DMO’s, facilitation of District Officers for political support, some video / media coverage, stationery for registration and a host of other expenses.  

11.13    Impact assessment / Evaluation of MDA efficacy

This assessment will be done once every 3 years in sentinel (fixed) sites identified prior to MDA and spot sites (random) identified after three rounds of MDA. The number of individuals examined will vary according to disease. Oncho and LF will do EPI and Entomological monitoring of impact indicators. SSTH will concentrate on school children and high risk communities. Intermediate hosts / vectors will also be examined to determine changes in snail / mosquito / Simulium infection / infective rate and disease transmission potential..

This exercise will be conducted once after every three years of consecutive treatment. The main objective to determine the impact of Ivermectin and albendazole on microfilariaemia prevalence, intensity, and also on SSTH.  Baseline data from the sentinel sites will be used to compare pre-and post treatment prevalences and intensities. It will be determining the effect of MDA on impact indicators. This means that baseline data on prevalence and intensities of LF and STH should be collected prior to the first MDA.

11.14
 Data collection / support supervision

It is necessary to collect data from lower administrative units and also provide support supervision to staff and CDDs during and immediately after MDA. This data will be used to compile reported coverages from every IU. Also during this period any drug balances left with the CDD will be brought back to the Healthy Units for safe keeping. 

11.15
Morbidity control

Morbidity control falls under two categories. These are hydrocelectomies and lymphoedema / elephantiasis management. Hydrocelectomy camps will be organized in major district hospitals as well as NGO hospitals. It will start small and increase gradually with time. The most affected districts / areas will be identified during baseline surveys and also through consultations with DMO’s. Also lymphodema / elephantiasis management will be initiated as pilot trials in selected areas of the country where the problem is high. This budget line will therefore cover the costs of hospital admission, surgical operations and post operative care as well as the cost of drugs, allowances to Health Workers,  manuals, training of VHTs for disability management.
11.16
Maintenance of vehicles and generators

NOCP has vehicles but most are now getting old. However, new ones are expected from SIZ in 2006. There is need for regular service and maintenance of these vehicles. NOCP  has a workshop and mechanics who should regularly check on the vehicles when in the field. The country has rough hilly roads in the rural areas. There is need for regular maintenance of vehicles. Technical teams need to visit survey teams spending long periods in the field. Generators to supply power for field work and offices will be required. Power is unreliable even in Freetown so some provision should be made for generators and fuel for use in offices and the field. 

11.17   Strengthening of programme management / Improving programme operations

NOCP constrained now though has some office and field equipment. To avoid the experiences of hiring, need to acquire some capital equipment – for example photocopiers, LCD projectors and accessories, computers, flip chart stands, screens for projection and petty cash to meet communications and general office expenses.

Table 8 shows the summary budget for the activities outlined above and the detailed for each year from 2006 – 2010 (detailed breakdown by year is available from NOCP programme manager). Table 9 shows gross savings made by integrating LF eliminations activities into already established onchocerciasis control programme. 

12.0. SUMMARY BUDGET ESTIMATES

(For integrated control of  onchocerciasis, lymphatic filariasis, schistosomiaisis and soil-transmitted helmithiasis)

	Table 8.1:BUDGET SUMMARY FOR LF/Schisto/STH in the integrated management of Oncho/LF/Schist/STH 2006-2010

	ACTIVITIES 
	2006
	2007
	2008
	2009
	2010
	TOTAL

	Sensitization for LF/Schisto/STH
	981,145,000
	1,396,300,000
	1,064,200,000
	86,000,000
	86,000,000
	3613645000

	Training of Trainers on integrated management of Oncho/LF/Schisto and STH
	30,560,000
	20,560,000
	20,860,000
	0
	0
	71,980,000

	Training of PHU staff on integrated management of Oncho/LF/Schisto and STH
	18,984,800
	33,540,000
	24,440,000
	0
	0
	76964800

	Training of Community Directed Distributors (CDDs) on integrated management of Oncho/LF/Schisto and STH
	158,676,500
	322,850,000
	168,050,000
	0
	0
	649576500

	Training of Teachers on integrated management of Oncho/LF/Schisto and STH
	0
	89,948,000
	49,004,000
	0
	0
	138952000

	Distribution of Ivermectin/ Albendazole/ Praziquantel 
	62,125,000
	1,774,250,000
	1,666,250,000
	1,666,250,000
	1,666,250,000
	6835125000

	Monitoring/Supervision/collection and Analysis of data after drug distribution in 5,000 villages
	149,235,000
	278,410,000
	278,410,000
	278,410,000
	278,410,000
	1262875000

	Base Line Survey/Evaluation for LF
	158,337,600
	115,940,700
	0
	115,017,600
	110,542,700
	499,838,600

	Mapping/Evaluation for Schisto/STH
	211,792,000
	0
	0
	0
	143,239,000
	355,031,000

	Improving Programme Operations
	36,600,000
	24,000,000
	24,000,000
	24,000,000
	24,000,000
	132,600,000

	Management of Hydrocoele
	90,000,000
	124,800,000
	124,800,000
	124,800,000
	124,800,000
	589,200,000

	Management of Lymphoedema
	6,000,000
	8,580,000
	8,580,000
	8,580,000
	8,580,000
	40,320,000

	TOTAL
	1903455900
	4,189,178,700
	3,428,594,000
	2,303,057,600
	2,441,821,700
	14,266,107,900

	 
	 
	 
	 
	 
	US$
	5,095,039


	Table 8.2:BUDGET SUMMARY FOR LF in the integrated management of Oncho/LF/Schist/STH 2006-2010

	ACTIVITIES 
	2006
	2007
	2008
	2009
	2010
	TOTAL

	Sensitization for LF/Schisto/STH
	981,145,000
	1,396,300,000
	1,064,200,000
	86,000,000
	86,000,000
	3613645000

	Training of Trainers on integrated management of Oncho/LF/Schisto and STH
	30,560,000
	20,560,000
	20,860,000
	0
	0
	71,980,000

	Training of PHU staff on integrated management of Oncho/LF/Schisto and STH
	18,984,800
	33,540,000
	24,440,000
	0
	0
	76964800

	Training of Community Directed Distributors (CDDs) on integrated management of Oncho/LF/Schisto and STH
	158,676,500
	322,850,000
	168,050,000
	0
	0
	649576500

	Training of Teachers on integrated management of Oncho/LF/Schisto and STH
	0
	89,948,000
	49,004,000
	0
	0
	138952000

	Distribution of Ivermectin/ Albendazole/ 
	62,125,000
	180,350,000
	132,350,000
	132,350,000
	132,350,000
	639525000

	Monitoring/Supervision/collection and Analysis of data after drug distribution in 5,000 villages
	149,235,000
	278,410,000
	278,410,000
	278,410,000
	278,410,000
	1262875000

	Base Line Survey/Evaluation for LF
	158,337,600
	115,940,700
	0
	115,017,600
	110,542,700
	499,838,600

	Mapping/Evaluation for Schisto/STH
	0
	0
	0
	0
	0
	0

	Improving Programme Operations
	36,600,000
	24,000,000
	24,000,000
	24,000,000
	24,000,000
	132,600,000

	Management of Hydrocoele
	90,000,000
	124,800,000
	124,800,000
	124,800,000
	124,800,000
	589,200,000

	Management of Lymphoedema
	6,000,000
	8,580,000
	8,580,000
	8,580,000
	8,580,000
	40,320,000

	TOTAL
	1691663900
	2,595,278,700
	1,894,694,000
	769,157,600
	764,682,700
	7,715,476,900

	 
	 
	 
	 
	 
	US$
	2,755,527


	Table 8.3: BUDGET SUMMARY FOR Schisto in the integrated management of Oncho/LF/Schist/STH 2006-2010

	ACTIVITIES 
	2006
	2007
	2008
	2009
	2010
	TOTAL

	Sensitization for LF/Schisto/STH
	0
	0
	0
	0
	0
	0

	Training of Trainers on integrated management of Oncho/LF/Schisto and STH
	0
	0
	0
	0
	0
	0

	Training of PHU staff on integrated management of Oncho/LF/Schisto and STH
	0
	0
	0
	0
	0
	0

	Training of Community Directed Distributors (CDDs) on integrated management of Oncho/LF/Schisto and STH
	0
	0
	0
	0
	0
	0

	Training of Teachers on integrated management of Oncho/LF/Schisto and STH
	0
	0
	0
	0
	0
	0

	Distribution of Praziquantel 
	0
	1,593,900,000
	1,533,900,000
	1,533,900,000
	1,533,900,000
	6195600000

	Monitoring/Supervision/collection and Analysis of data after drug distribution in 5,000 villages
	0
	0
	0
	0
	0
	0

	Base Line Survey/Evaluation for LF
	0
	0
	0
	0
	0
	0

	Mapping/Evaluation for Schisto/STH
	211,792,000
	0
	0
	0
	143,239,000
	355,031,000

	Improving Programme Operations
	0
	0
	0
	0
	0
	0

	Management of Hydrocoele
	0
	0
	0
	0
	0
	0

	Management of Lymphoedema
	0
	0
	0
	0
	0
	0

	TOTAL
	211792000
	1,593,900,000
	1,533,900,000
	1,533,900,000
	1,677,139,000
	6,550,631,000

	 
	 
	 
	 
	 
	US$
	2,339,511


Table 9: Some explanation on budget prepared for integrated management of Oncho-LF-Schistosomiasis and STH in Sierra Leone

There are 13,451 villages in Sierra Leone, which are distributed in 13 health districts including Western Rural. Among the 13,451 villages, 8,451 villages located in 12 out of 13 districts are endemic for Onchocerciasis (result of years of survey) and are covered by the Oncho budget. About 90% of LF-Schisto-STH activities will be covered by this budget in the 8,451 villages in the 12 districts. 

Since LF is endemic in all districts and has a different treatment protocol, all villages in the 13 districts should be covered (i.e. 13,451). 5,000 villages should be budgeted for as they are LF-Schisto-STH only villages.

The budget submitted covers activities for the integrated management of LF-Schisto-STH in 5,000 villages that are not endemic for Oncho. It is expected that funding for Oncho activities (i.e. in the 8,451 villages) will continue for the next 5 years (up to 2010).

I have prepared three sets of budget: there is a budget for integrated management of LF-Schisto-STH that includes activities for the three diseases; separate budgets for Schisto and LF only in the integrated management of the 3 diseases. Activities in the LF budget cover Schisto and STH to a great extent, except for when costs are purely for Schisto-STH (e.g. survey for Schisto and STH; production of separate Schisto registers; and procurement of praziquantel for Schisto treatment). All activities and costs for STH treatment are covered in the Oncho budget, the LF budget and the Schisto budget, so there is no separate budget for STH.

CDTI strategy will be used in all villages for treatment of Oncho-LF-Schisto-STH and all eligible will be covered within villages (including school children). Treatment for Oncho is not conducted in big towns. 

The NOCP believes that it will be extremely difficult to conduct MDA in big towns (using CDTI or otherwise) for treatment of LF-Schisto-STH. Therefore, it is suggested that MDA for LF-Schisto-STH be conducted in all schools in the big towns using teachers as Distributors (2 per school). It is estimated that there are 1,000 schools (primary and secondary) in about 20 big towns/cities (450 in Freetown alone). Since it is expected that teachers will not distribute the drugs for free it is budgeted for them to receive per diems for the 5 (five) days that they will be doing drug distribution. They will be trained like the CDDs. 

Community registers will be prepared for LF (i.e. 6,000 registers for treatment with Ivermectin and Albendazole in 5,000 villages); Schools registers for 1,000 schools (for LF-Schisto-STH in endemic areas); and special community registers for Schisto (it is estimated that 6,000 registers are needed for Schisto based on clinical findings and calculated as approximately 40% of the total number of villages in the country).  This will make compilation and analysis of result for LF-Schisto-STH easier. 

In year 1, LF treatment will be piloted in 6 out of 13 districts. The LF budget includes costs for activities in the villages of the 6 districts not covered by Oncho budget (2,407 villages). In year 2, treatment for LF will take place in all 13 districts (i.e. in all 5,000 villages not covered by Oncho budget in the country).  49 additional Nurses and Health Workers are needed for CDTI in Year 1 to cover the 2,407 villages and 100 for the rest of the project to cover 5,000 villages.  CDDs to be trained also follow the same pattern (4,814 CDDs for 2,407 villages and 10,000 CDDs for 5,000 villages). Oncho budget is responsible for the training of 800 Nurses and Health Workers covering the 8,451 villages treated for Oncho. Survey for LF is divided into 2 parts: 6 districts in year 1 and 7 districts in year 2. The same pattern is repeated in year 4 and 5 respectively as mid term survey.
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13.0 ANNECES

ANNEX 1: ORGANOGRAM OF THE NOCP/NPELF IN SIERRA LEONE

                                                                                                                                                                 TOP MANAGEMENT TEAM (MOHS)

NATIONAL ONCHO AND LF CONTROL PROGRAMME (MOHS)                                                        SUPPORTING GENCIES
(Training/Coordination/supervision/monitoring/collection and analysis of results/data)                                                                                                        


(Supervision)

                                                           
DISTRICT COUNCILS

                        DISTRICT HEALTH MANAGEMENT TEAMS
     DISTRICT HEALTH BOARDS

(Training/Coordination/supervision/monitoring/collection and analysis of results/data)

                                                                                                                                                                                    (Supervision)

                                    PERIPHERAL HEALTH UNITS                                                          VILLAGE DEVELOPMENT COMMITTEES

(Training/Coordination/supervision/monitoring/collection and analysis of results/data)

                                                                                                                                                                                  (Supervision)

                                                                 COMMUNITIES/VILLAGES (Distribute Ivermectin/Albendazole)

	Members of the National Control Programme

Cadres/Number

Qualification

Years of experience

Location

Responsibilities

Prog. Manager (1)

MD; MPH; Ma HMPP.

13 years

Makeni/Freetown

Coordination/Supervision/Management

Assistant Prog. Manager (1)

Cert. Nursing; Midwifery; Community Health

23

Makeni

Coordination/Supervision/Management

Admin. Officer (1)

O’Levels

20 years

Freetown/Makeni

General administration/book keeping

Accountant (1)

B.Sc Accounting

2 years

Freetown/Makeni

Bookkeeping and Financial Management

CDTI Assistant (1)

Higher National Diploma in Public Health  (HND)/Dipl. In Data Management

3

Makeni/Freetown

Supervision/Data Management

National Entomologists (3)

BSc Education/Cert. in Medical Entomology and Environmental Impact Studies/Cert. in Hydrobiology 

1 year – 18 years

Makeni

Supervision/Coordination of entomological surveillance

Entomology Technicians (9)

Certified Medical Entomology Technicians

20 years

Makeni/Bo/Kabala

Collection of entomology data

Epidemiology Technicians (6)

Cert. in Nursing/Labaratory Technology

20 years

Bo/Freetown

Collection of Epidemiology Data

Store Keeper (1)

O’Levels/On-the-job training

12 years

Makeni

Store keeping

Secretaries/Radio Operators (4)

O’Levels/On-the-job training

6 – 20 years

Freetown/Makeni/Bo/Kabala

Secretarial and Radio Operation

Mechanics (2)

On-the-job training in OCP centres in different countries

10 years

Makeni

Vehicle repairs and maintenance

Village Capturers of Black Fly for Entomological studies (38)

On-the-job training

5 years

These are members of communities where Entomological studies are conducted

Capturing/collection of black flies

Drivers (10)

Licensed professional drivers

2 – 18 years

Freetown/Makeni/Bo/Kabala

Driving

Security Officers (7)

On-the-job training

DISTRICT HEALTH MANAGEMENT TEAMS (at least 10 members in each of the 13 Health Districts), with qualifications in Public Health

Peripheral Health Workers (900 in all 13 Health Districts)- some with Public Health qualifications, others with just Nursing and/or other clinical qualifications. 

Community Volunteers are trained by Health Workers to distribute Ivermectin and Albendazole within their respective communities/villages (average of 2 in each village)


Annex 2: Community diagnosis (through schools) for schistosome and soil-transmitted helminth infections.

	Soil-transmitted helminth infections

	
	Result of school survey: 

	Community category
	cumulative prevalence
	% of moderate to heavy infections

	I    high prevalence

     or high intensity
	> 70%
	> 10%

	II   moderate prevalence 

      and low intensity
	> 50%    but    < 70%
	< 10%

	III  low prevalence 

      and low intensity
	< 50%
	< 10%

	Schistosome infections

	Community category
	Prevalence in school survey

	I    high prevalence


	> 30% visual haematuria 

(S. haematobium, by questionnaire)

or > 50% infected

(S. mansoni, S. haematobium by parasitological methods)

	II   moderate prevalence 


	< 30% visual haematuria 

(S. haematobium, by questionnaire)

or > 10% but < 50% infected

(S. mansoni, S. haematobium by parasitological methods)

	III  low prevalence 
	< 10% infected

(S. haematobium, S. mansoni, by parasitological methods)


Annex 3:  Recommended treatment strategies* for schistosome and soil-transmitted helminth infections

	Soil-transmitted helminth infections

	Community category
	Intervention in schools (enrolled and non-enrolled children)
	HS and community based intervention

	I
	Targeted treatment of school age children, 

2-3 times / year
	systematic treatment of pre-school children and women of childbearing age in mother and child health programmes

	II
	Targeted treatment of school age children,

once per year
	systematic treatment of pre-school children and women of childbearing age in mother and child health programmes 

	III
	Selective treatment
	Selective treatment

	Schistosome infection

	Community category
	Intervention in schools (enrolled and non-enrolled children)
	HS and community based intervention

	I
	Targeted treatment of school age children,

yearly
	Access to PZQ for passive case treatment** + Community Directed Treatment to high risk groups recommended

	II
	Targeted treatment of school age children,

once every two years
	Access to PZQ for passive case treatment**

	III
	targeted treatment of school age children twice during the primary schooling cycle (once at entry, once when leaving)
	Access to PZQ for passive case treatment**


PZQ = Praziquantel

* these treatment strategies have always to be accompanied by efforts to improve water supply, sanitation, and IEC. 

** can be done on presumptive grounds, according to diagnostic algorithms adapted to the endemic situation    

Annex 4: WHO policies for using anthelmintics in high-risk groups


WHO held an informal conference on the use of Praziquantel (PZQ) during pregnancy and lactation, and Albendazole/Mebendazole (ALB/MBD) in children under 24 months old. It has been the practice of most control programs to exclude pregnant and lactating women and children under 2 years old from de-worming campaigns. This practice has resulted into significant reduction of coverage of most de-worming programs.

After two decades of experience with these drugs and significant new experimental data, the conference recommended the following:

1. Pregnant and lactating women are at least as susceptible as anyone else to end-organ morbidity due to schistosomiasis. Moreover, the fact that pathology can develop more rapidly in pregnant women than previously thought means that treatment delays are more likely to result in even more serious outcomes. Therefore, all infected pregnant and lactating women should be considered as a high-risk group and be offered treatment individually, or during treatment campaigns.

2. Women of childbearing age should not be excluded from population-based schistosomiasis treatment programs, and specific steps should be taken to guarantee the coverage of pre- and post-pubescent females.

3. Where hookworm infections are endemic (prevalence >20 –30%) and where anaemia is prevalent, hookworm control using either ALB, levamisole, MBD, or pyrantel should be included in strategies to improve the health, development and nutritional status of girls and women. Single oral dose of antihelminthic treatment can also be given to pregnant and lactating women.

4. There is growing evidence that STH detrimentally affects the growth and development of children < 24months old. Therefore children one year old onwards should be included in systematic de-worming programs. It was agreed that for ALB to use a reduced dose of 200mg in children aged 12-24 months. In case of MBD, the usual 100mg twice daily for three days, or single dose of 500mg can be safely used in this age group. 













PAGE  
3

_1210076976

