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Section I: General Overview

Aim of the meeting

Thiswas the second meeting of the Partnership for Parasite Control (PPC) and as the Secretariat, the
World Health Organisation (WHO) briefly summarized how the PPC came into being, its approach, its
philosophy and its key activities.

Two objectives for the meeting were given:
= To sharethe progress and developments since the initial meeting in June 2001.

= Second, and an issue which becomesincreasingly relevant as the partnership expands, wasthe
need to define each partner's commitment and that of the partnership in general.

The scale and burden of a 'neglected disease'

For many diseases, their control or elimination is often expensive and heavy in terms of equipment,
expertise and drugs, while for others there are cheap, effective and easy-to-administer solutions. And
yet paradoxically many diseases which fall into this latter category, worm infections are one, have been
forgotten, they have become the 'neglected diseases, often overlooked and rarely a high priority.

And yet the burden of disease caused by soil transmitted hel minths (STH) and schistosome infectionsis
enormous. More than 2000 million people ar e affected world wide, of whom more than 300 million
suffer from associated morbidity and according to the World Health Report 2000, infectious and
parasitic diseases - most of which are preventable or treatable - are the primary causes of death world
wide. 1n 1999, WHO estimated that schistosomiasis and STH represented mor e than 40% of the
disease burden dueto all tropical diseases, excluding malaria.

Table1l: ESTIMATES OF GLOBAL MORBIDITY AND MORTALITY
CAUSED BY STH AND SCHISTOSOMES

Parasite Prevalence of Morbidity (cases, Mortality (deaths,
infection (millions) [ millions) thousands)

Soil Transmitted Helminths

Ascaris lumbricoides 1450 350 60

Hookworms 1300 150 65

Trichuristrichiura 1050 220 10

S. haematobium 112 70 (haematuria) 150
10 (kidney damage)

S. mansoni 4 8 (liver damage) 130

1 (late stage fibrosis)
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Using mathematical modelling, the total DALY s (Disability-Adjusted Life Y ear) lost to STH can be
calculated starting from extrapol ations from available epidemiological estimates and aggregating them
to the national , regional and global levels®. Global figures of DALY s lost to STH and schistosomiasis
in comparison with some other infections are summarized in Table 2.

Table2: GLOBAL DISABILITY ADJUSTED LIFE-YEARS (DALYs) LOST TO STH,
SCHISTOSOMIASISAND SELECTED OTHER INFECTIONS

I nfection DALY (millions)
Total intestinal helminthiasis 39.0*
Hookworm disease 22.1*
Ascariasis 10.5*
Trichuriasis 6.4*
Schistosomiasis 4.5
Measles 34.1
Malaria 35.7
Tuberculosis 46.5

* Adapted from Chan (1997); DALY estimates are for the year 1990.

! Chan M-S. The global burden of intestinal nematode infections - Fifty yearson. Parasitology Today,
1997, 13:438-443
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The PPC 'Package’
PPC advocates a simple 'package’ for controlling schistosomiasis and STH, which has two main thrusts:

The'Package'

= Making anti-helminthic drugs accessible in health services® Reduces and contains clinical
morbidity.

= Regularly treating high risk groups © Improves nutritional status (especially anaemia) and
cognitive development and school attendance. Reduces subtle morbidity and prevents
irreversible morbidity in adults.

Delivery: Using existing channels

One of the driving principles of PPC's approach is that this package should be delivered using the
existing and established networksin a country as opposed to setting up new vertical systems. Inthis
way deworming is 'piggy-backed' onto existing health services, the school system or special health
campaigns, like immunization days. This means that the programme is not only intrinsically more
stable, but precious resources are not spent duplicating already very efficient delivery channels.

How much does it cost: the economic argument for deworming

Using the school system for delivery, the treatment per child per year costsless than 10 cents for STH
and less than 30 cents for the treatment of both schistosomiasis and STH. Even without taking into
account the massive impact in terms of reduced morbidity, improved nutritional status, improved
cognitive development and school attendance - thisistruly an exceptional return on investment and an
economic argument which needs to be made more forcefully. The case can also be made from the
standpoint that if a child is not dewormed, then child-feeding programmes are in essence, feeding the
worms, not the children. A rough calculation was made, which estimated that the World Food
Programme (WFP) loses $8.1 million by feeding the worms inside infected children.

Who are the PPC Partners and outreach

The PPC was launched in June 2001 following WHO's World Health Assembly Resolution (WHA
54.19). In Diagram 1 below, the names of the first wave of partners are underlined. However, as
stressed at this meeting, thisis not astatic group and it is vital that new partners who are committed to
action are attracted and that PPC's outreach is expanded.

Whoiseligibletojoin PPC ?

Anyone who is committed and who can act and contribute, can join the PPC. Furthermore
contributions can come in many different guises - for example training, capacity building, fundraising,
drug provision, and so forth. However, the principal target for al energies and resources should remain
the countries in need and not diverted along the way to other areas. DBL re-emphasized its support to
the partnership with the offer of research, capacity building and extensive networksin Africa. FAO
said they would be very interested in joining the PPC and would be especially interested in the
information PPC would collate and share (see New PPC Databank).

Potential new partners

While there are several potential new PPC partners, more involvement by the private sector and awider
reach of NGOs will be especially important as the PPC expands its operations. Potential new partners
might include the International Union of local Authorities, the Red Cross, the girl and boy scouts, the
International Division of Co-operatives, the ILO and large employers, the Lions Club

and Kiwanis. The WFP is also working to create an International School Feeding Group which would
have 150 country focal points.
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Outreach

Taking just two of PPC's partners, the outreach is potentially enormous. UNHCR for example, works
in 150 countries world-wide and reaches 11 million children through its refugee camp schools. In
2001, WFP fed over 15 million children in schoolsin 57 countries. With the additional contacts of
each of the other partners plus the connections of newly recruited partners, the web becomes more
complete and the ability to meet the global target by 2010 more realistic.

Who arethe PPC Partners?

Honduras... LaoPDR... Morocco. .. Nepd ... Uganda...
Private Sector
Medpharm .
WHO Secretariat IFRC
Bayer Core Group of _— — EU-CA on PZQ
PVOs
PCD BL
Johns Hopkins UNHCR World Bank
CDC
Belgium, Itdy, Japan Project Hope GRF - Canada
WFP
Sabin Inst. SCF-UK OXFAM +EU
NGOS
UNICEF
e Hi
GwWU
PAHEF ISS-ltaly
1dC Foundation
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Short and long-term objectives and worm control worldwide

PPC's short-term objective isto progressively integrate parasitic control activitiesinto each of the
partner's existing country activities. Itslong-term objectiveisto scale up all the programmesto a
national level in all endemic countries (there are approximately 100 in total).

Asthe map below shows, there are only four countries which currently have programmes nearing the

national level. They are Nepal, Guinea, Egypt and Mexico. Therest are carrying out small scale
initiatives and the remainder have no activities at all.

WORM CONTROL ACTIVITIESWORLD WIDE

7]
national programme on-going )
[ small scale programmesimplemented

no activities
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The new PPC Databank

One of the PPC Secretariat's responsibilitiesisto track the progress and activitiesin all endemic
countries. A PPC Databank will therefore be set up by Henrietta Allen (allenh@who.int) which will
include information ranging from epidemiological survey data, to who isworking where, if thereisa
National Plan of Action, which at-risk groups are being reached and how the drugs are being paid for
and accessed. Thisinformation will be collated and made accessible to all PPC members and health
policy makers and should also help to catalyse governments into action.

Two country examples - Nepal and Guinea - scaling up

= Nepal wasthefirst country where a deworming programme was initiated which is now being
successfully scaled up to anational level. Thefirst step wasto carry out asurvey of school-aged
children in 1996 which reveal ed both a high prevalence and intensity of worm infections. In 1998
the WFP began deworming in 12 districts covering atotal of 250,000 children. In 2000 a second
survey was carried out which found that not only had the number of severely infected children
substantially decreased, but that the overall haemoglobin level had risen by 1g/dl. In 2002 the
MOH incorporated deworming into the standard preventive intervention package for pregnant
women and at the same time the WFP extended its school feeding programme to 25 districts and
the Japan Co-operation (JICA) agreed to cover the costs of deworming in all the remaining

districts. The overall coverage was further extended when in the same year UNICEF agreed to add

deworming to its Vitamin A distribution campaign covering pre-school-aged children.

Nepal offersamodel example of how asmall scale pilot programme can be scaled up to a
successful national programme. It also clearly demonstrates how collaboration and

complementarity between different organisations can work, very practically on the ground, to cover

all the needs of acountry.

= Guineaoffersaslightly different picture of how aprogramme can be scaled up using partnerships.

In 1996 a World Bank loan enabled a survey to be carried out which found a high prevalence and
intensity of worm infections. The following year, deworming combined with nutritional
supplementation began in 6 districts covering 200,000 children with the NGOstaking the lead in
the more remote districts. 1n 1999 a second survey was carried out to assess the impact of the
programme which found a significant improvement in both the number of infections and the
nutritional indicators. In 2000 the programme was scaled up to the national level and by 2002,
1,600,000 tablets of mebendazole and 2,000,000 of praziquantel were ordered for distribution.

PPC's philosophy in summary

Built on 6 clear principals

A clear and shared vision.

A clear public health agenda.

The belief that country governments must own/hold the stewardship role for any programme.
Activities should be built on the comparative advantage of each partner's strengths.
Transparency.

A 'light governance': thereis no steering committee or heavy procedural system. This meansthat
the group can respond quickly and efficiently. Itisaslean astructure as possible.

S wWN P

3 main characteristics

1. Pragmatic (low cost, not vertical, use existing channels).
2. Partnership focused.

3. Collaborative and capacity building.
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Section Il: Overview of PPC's Activities

PPC's activities can be divided into three main areas:

1. Technical support toimplementation
2. Start-up activities
3. ExtendingthePartnership

1.

Technical Support to Implementation

Thisisan areawhich predominantly involves WHO and covers 3 main areas, strategies, guidelines and
materials and tools.

Strategies

For countries to be able to confidently design control programmes, some fundamental strategic
guestions needed to be answered, for example:

= When istreatment necessary and how frequent should it be ?

= What are the expected results ?

=  Can preghant women be safely treated ?

= Can aoneyear old child be safely treated ?

= Can non health service staff (eg teachers) distribute the drugs ?

= How can these activities be integrated into existing delivery structures ?

All these questions were subsequently addressed by WHO during two meetings. One was an Expert
Committee Meeting (2001) and the other was an Informal Consultation on the use of praziquantel
during pregnancy/lactation and the use of mebendazoles for children under 24 months (2002). The
participants reviewed all the new available evidence and research and reached two important
conclusions, both of which dramatically change the previous policy guidelines which were written
when there was substantially less information available.

Infected pregnant and lactating women should be considered high risk groups and should be
offered treatment individually or during treatment campaigns.

Women of child-bearing age should not be excluded from popul ation based schistosomiasis
treatment programmes and specific steps should also be taken to guarantee the coverage of pre-
and post- pubescent females.

Thereis growing and persuasive evidence that STH detrimentally affect the growth and
development of children under 24 months old. The consultation recommended that children from
one year onwards should therefore be included in systematic deworming programmes.

Guidelines for Implementation & Health Education Materials
Several documents are currently in press which range from the very technical to the very practical.

Thefirst is the report of the above mentioned Joint WHO Expert Committee meeting : 'Prevention
and Control of Schistosomiasis and soil transmitted Helminthiasis. Thisis one of WHO's
Technical Report Series (TRS) and has therefore been subjected to the scientific rigour, cross-
checking and consensus demanded by all TRS publications.

A more practical and programmatic publication is'Helminth control in school-age children - A
guide for managers of control programmes. This describes how to set up acontrol programme
beginning with how to bring the key players together, the importance of collaboration (especially
between the MOH and MOE), how to design a prevalence survey and train fieldworkers, and how
to procure and distribute the drugs. This publication is asynthesis of several different previous
documents, all brought into one.
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= A teaching aid booklet has also been produced called'Drug Distribution - I nstructions for
teachers. Thisisasimple, cartoon-illustrated set of steps describing how to organize a school
deworming day.

=  Another educational health tool isaset of flip charts specifically designed to help teachers explain
asubject they normally do not teach or may be unfamiliar with. Each chart depicts atypical
village scene with 'healthy' and 'unhealthy' behaviours. The concept behind the chartsisthat a
teacher can raise each child's awareness about health in a participative way. So for example,
healthy behavioursinclude a child washing its hands before eating, someone sleeping under a
mosquito net, a child going to alatrine, another washing food before eating it. Unhealthy
behavioursinclude alittle boy defecating behind a house, another smoking etc.

Tools and materials

= TheDOSE POLE?:

Thisisapractical and easy-to-use tool to estimate the number of praziquantel tablets to administer.
Ideally one calculates praziquantel doses according to theindividual's weight. However in many
situations, weighing scales are often faulty or simply unavailable and the dose pole then offersa
simple, robust and low cost alternative. Made from wood, the poleis painted up to different heights
with different bands of colour, each with a corresponding number. According to the height of the child,
the matching number is the number of tablets which must be given. The dose pole has been evaluated
in various populations of sub-saharan Africa.

= LOW COST LABORATORY SURVEY MATERIALS

These include boxes of Kato Katz stool filter kits and boxes of urine filter kits for schistosomiasis both
of which were produced at a negotiated price. Each Kato Katz box holds 400 tests which means each
test costs approximately US$0.10. For the urine filters, 500 tests can be carried out for an estimated
unit cost of US$0.12 each.

= GEOGRAPHICAL INFORMATION SYSTEMS

Ideally one would build up the schistosomiasis and STH picture for a country using epidemiol ogical
survey data. Unfortunately however, thisinformation is very often sketchy and localized and comes
from awide range of different sources. The Geographical Information System (GIS) whichisa
collaborative effort between the Partnership for Child Development (PCD), the Schistosomiasis
Control Initiative (SCI), (both based at London's Imperial College), the World Bank and WHO, triesto
overcome this by using 'layers' of different information to create a map of each country’s situation. So
for example the first layer is any epidemiological data available, on top of that climatic information is
superimposed from which one can make a good judgement on where infection rates are most likely to
be heaviest. Possible additional layers might include water development schemes and drug distribution
patterns. The end result isthat GIS can build up a more coherent picture, in an easily digestible image,
of each country's situation and the potential risk of schistosomiasisand STH.

2 Field test of the 'dose pole' for praziquantel in Zanzibar. Short Report. Transactions of the Royal
Society of Tropical Medicine and Hygiene (2002) 96, 1-2

% Development and validation of a'tablet pole' for the administration of praziquantel in sub-Saharan
Africa. Short Report. Transations of the Royal Society of Tropical Medicine and Hygiene (2001) 95,
532-544
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2. Start-up Activities

For each country beginning a control programme, WFP provides US$50,000 in 'start-up' funds to cover
the cost of launching a pilot phase programme. Thisis designed to cover approximately 50,000~
100,000 children and allows each country to assess what skills are necessary, where the gaps are and
what worksfor their particular situation - all on arelatively small-scale before expanding to the
national level. Thisisan areawhich predominantly involves the WFP, UNHCR, the World Bank and
country governments.

= TRAINING: Managers and the 'M obile Regional Technical Resource Team'

One of the most important initial activitiesin any start-up programmeistraining. To date, 3 workshops
in Africa have been organized by WFP in collaboration with WHO and the World Bank. They were
funded in part by Canadian International Development Agency (CIDA) and included anglophone,
francophone and lusophone speakers. From each country, arepresentative from the WFP, the Ministry
of Health and the Ministry of Education attended. In total over 80 managers from atotal of 21
countries have been trained.

In addition, a Regional Technical Resource Team has also been trained, made up of 30 technical
personnel from the endemic countries of Africawho can be called upon by any of the PPC partners for
technical advice, assistance and help.

= DEWORMING

Ideally de-worming follows swiftly on the heels of the training sessions. De-worming activitieswithin
WFP-supported school feeding have started in 7 countries (Tanzania, Kenya, Malawi, Uganda, Zambia,
Eritrea and Gambia) and reach 520,000 children. In another 14 countries (Angola, Benin, Burkina
Faso, Central African Republic, Chad, Cote d'lvoire, Guinea, Guinea Bissau, Madagascar, Mali,
Mauritania, Mozambique, Niger and Senegal) de-worming activities have been planned. In Cambodia
250,000 pupils are reached and in Cape Verde, Guatemala, Haiti, Laos and Nicaragua, de-worming
activities are being planned.

3. Extension of the Partnership

As the PPC gains momentum, the number of partners will expand more rapidly. Since June 2001 when
PPC was launched, the initial number of partners has risen from around 12 to approximately 26,

ranging from international organizations, universities and research institutionsto NGOs and PV Os,
donors and the private sector. To attract new partnerswill certainly be one of the PPC's objectives over
the coming year, but with the important caveat of not losing sight of the fundamental essence of what
the PPC is about and how it wants to function.
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Questions which arose from the PPC Secretariat presentation:

Q: Could the Secretariat expand on the new policy to treat children asyoung as 1 year old ?
A: Although infectionisless prevalent at this age, the new policy to treat children asyoung as 12
monthsis an extremely exciting and important change to the previous recommendations. The
discussion around this age group mostly centred on what the appropriate dose should be which was
agreed to be 100mg of mebendazol e twice per day for 3 days or a single dose of 500mg. The ageed
upon albendazol e dose was 200mg for children between 12 and 24 months and 400mg for those over
24 months.

Q: How available isthe M obile Resource Team ?

A: Theideabehind the Mobile Resource Team is that they are available to assist across the region.
One recent concrete example comes from the WFP Niger office who needed assistance conducting a
baseline survey. One of the consultantsisnow in Niger helping train survey teams and using the
experiences from his own country and from the training workshops. For more information contact the
PPC Secretariat.

Comment: Joint co-ordination during the start-up and implementation phase is extremely important
both on the ground and between the PPC Secretariat and each country. The Nepal experience for
exampl e shows how the initial partnership between the WFP and Japan snowballed to include multiple
partners making deworming possible across the entire country.

Response: The PPC Secretariat completely agrees with thisidea: one of the reasons for creating the
PPC Database isto fill the information vacuum on what is happening in each country. This should
identify what resources and people are on-hand, how they can be used most efficiently and effectively,
and what new partnerships could be useful. It will also identify the gaps where they exist. But again,
country ownership of the control programme is essential for any intervention to be sustainable.

Comment: With regard to the new PPC Databank to be established at the Secretariat. The WFP also
has an on-line database covering 153 countries and a wide range of issues from WFP school feeding
programmes, health education in schools to evaluations and other studies.
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Section lll: Country progress

1. Uganda

The background: Schistosomiasis

Schistosomiasisis well documented in Uganda. The first account wasin 1903 followed by more
serious reporting in 1958 and then in the last 3 years Vector Control Disease (VCD) surveys have
provided enough information for acomprehensive control strategy to be planned. Of the schistosomes,
Schistosoma mansoni isthe most prevalent type and mostly affects the north-western areas, reaching
100% in some places and affecting 38/56 districts. In contrast, Schistosoma haematobiumis confined
to 2/56 districts and transmission areas are typically found along the water ways and shores and
especially around Lake Victoria, Lake Albert and the Nile in the north western part of the country,
Lake Cyogain the centre and near irrigation schemes. Altogether an estimated 1.7 million people are
affected by schistosomiasis - the equivalent of 7.8% of Uganda's entire population with 13% of the
country estimated to be at risk of infection. Although information on morbidity is sketchy, the
available figures are high: 35% have very heavy infections (>1000epg) in Butiaba and similar figures
can be found in other locations.

The background: STH

Unlike schistosomiasis, most of the STH datais scanty and based on hospital surveyswhich have often
used different diagnostic techniques making it difficult to compare between the studies. However, a
survey in eastern and southern Uganda (2001) found the combined prevalence of hookworm, Ascaris
lumbricoides and Trichuristrichiura was over 50% in 14/18 districts surveyed in 5-7 year old children.

Control activities in Uganda

Despite the magnitude of the problem in Uganda, no concerted control efforts were put in place until
quite recently. In 1990 the MOH was keen to start anational programme and in 1992 a Plan of Action
was drafted, but never materialised. In 1998 the plan was reviewed once more and finalized at a
workshop attended by representatives from the MOH, the Ministries of Agriculture, Fisheriesand
Water Development and Education and district health and educational workers from 15 of the most
affected districts. UN Agenciesincluded WHO and UNICEF, and DBL, the Italian Cooperation and
DANIDA.

Some conclusions reached were that:
Uganda has a good de-centralized system therefore control should be district based.
Morbidity can be controlled with praziquantel and mebendazole or albendazole.
Supportive measures like health education, water supply, sanitation and snail control should be put
in place.
The drugs should be available in all existing health facilities and distributed passively.
Mass deworming of primary school children should be carried out where the prevalence of any
nemadodes is>50% and/or heavy intensity is>10%.
Remote endemic communities which are poorly covered by health and educational services should
be reached from the nearest health units.
Formal approval was given by the participantsto start a National schistosomiasis/STH Control
Programme.
Most districts cannot afford to purchase sufficient amounts of drugs, even at the current prices and
would therefore need extrafunding.
The MOH will purchase drugs for health facilities, for under-served remote communities and
special occupational groups.
A cost recovery system could be used to raise funds.
External financial assistanceis needed for the school based treatment and WHO has been asked for
assistance in moblizing these required funds.
Epidemiol ogical mapping of schistosomiasis and STH should be completed for all the districts.
Disease specific expertise needsto be further built up in the districts. For example clear case
definitions are especially needed for Schistosoma mansoni.
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Where thereis no laboratory, patients will be diagnosed based on locally defined case definitions.
Thus each district will gather clinical evidence to use for case definition considering the
epidemiological level. For example a person with visible haematuria or with positive reagent strip
will be diagnosed as suffering from haematobium. A person with non-specific abdominal
symptoms, blood in their stool, or hepatomegaly, will be diagnosed as having Schistosoma
mansoni. Importantly, the probability of these non-specific symptoms increases as the endemicity
level of an areaincreases.

Uganda's Hurdle: continued funding

Uganda's story is full of success stories, for example STH surveillance has been completed along the
lakes and in all the target districts, technical teams have been trained in 10/23 districts and the last 5
districts will be covered by June 2002, new partnerships are emerging and being consolidated and
control activities have started in some districts (Table 3) - and yet Uganda's National deworming
programme has become stalled because it has not been possible to secur e sustainable funding.

Uganda has recognized the necessity of addressing schistosomiass/STH and has
outlined a control strategy, but hasfailed to over come financial constraints.

Table3: THE DISTRICTSAND ACTIVITIESBY SOME OF UGANDA'S PARTNERS

Partner Districts Achievements/planned co-oper ation

The New Covenant Liraand Apac Working with local health teams, 12,646 children have been treated
Church of (8128 for schistosomiasis and 4,128 for STH). Another 1,400
Bournemouth, UK infants (less than 2 years old) were given Vitamin A.

NGO MAEE under Aruaand Nebbi | Assistance and deworming was carried out in primary schools

the Italian covering 24,000 pupilsin Nebbi and 64,000 in Aruadistricts.
Cooperation,

CUAAM

WFP Kotido, Moroto, | Praziquantel and mebendazole were donated to treat school children

Arua, Moyo,
Adjuman,
Kitgum, Gulu
and Bundibugyo

in 8 districts covering atotal of 250,000 children in WFP food
supported schools.

Liraand
Katakwi
districts

The Lymphatic Filariasis Elimination Programmeis being
integrated with schistosomiasis/STH Programme. The former uses
Mectizan and albendazol e; the latter will supply an additional dose
of albendazole so that school children are de-wormed every six
months.

Carter Center - USA

Nebbi, Moyo
and Adjuman.

In April 2002 the Carter Center agreed to implement mass
schistosomiasis treatment in districts where they are currently
distributing Mectizan for onchoceriasis. Initialy 3 districts, known
to have particularly high prevalences, will be targeted, the
programme will then be expanded.

The Government of
Japan, via the
Hashimoto I nitiative

The Government of Japan has expressed interest in parasitic control
in Africa

VCD, sponsored by
DBL

23 districts

District personnel have been trained in epidemiological data
collection and how to plan and implement a control programme. By
the end of December 2002, it is estimated that training will have
been completed in all 23 districts.

WHO

15 of the worst
affected districts

WHO provided funds and the necessary Kato and filtration kits for
the compl etion of epidemiological mapping.

VCD in collaboration
with DBL and WHO

Training of district personnel was carried out.

DBL

DBL iscovering the cost of district training workshops and has also
provided microscopes for two districts with more planned.
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2. Tanzania - Combining school-feeding and deworming

Tanzania's School Feeding Programme

Since 2000 Tanzania has run a School Feeding Programme (SFP) (providing breakfast and lunch)
which has successfully covered approximately 90,000 school children in 215 primary schools. This
scheme has focused primarily on the drought-prone and pastoral areasin 10 districts (Dodoma Rural,
Kondoa, Mpwapwa, Singida Rural, Iramba, Manyoni, Monduli, Ngorongoro, Kiteto and Simanjiro) in
3 regions (Arusha, Dodoma and Singida). The results, showing a dramatic increase in enrolment and
pupil attendance and substantially fewer drop outs, were so encouraging that the SFP was formally
incorporated into Tanzania's 5-year Country Programme (2002-2006).

Piggy-backing dewor ming onto school feeding

Early in 2001, the WFP working jointly with the MOH, MoEC and with technical support from WHO
initiated a School Deworming Programme (SDP) which would initially be piggy-backed onto the
School Feeding Programme (SFP) as a pilot programme and then expanded to the school s outside the
pilot area and will eventually include non-enrolled children.

Training

In April 2001 WFP in collaboration with WHO and the World Bank organized and conduced a 3 day
training workshop in Uganda for SDP Co-ordination Teams from 8 different participating countries.
From each country 3 members attended representing the Ministries of Health and Education and the
WFP country offices.

Funding for the SDP Pilot I nitiative

Based on this workshop, the Tanzanian SDP Co-ordinating Team submitted a funding proposal for a2
year pilot SDP survey which was subsequently approved and the start-up funds of $50,000 were
received. Almost half of the funds were allocated for drug procurement and the remainder for a
baseline survey, sensitisation and training, |EC materials, drug distribution, monitoring and evaluation
and administrative support.

Activity 1. Sensitisation sessions

Prior to the baseline survey, sensitisation sessions were conducted to obtain the approval and support of
the Regional and District Authorities for the SDP since they would be playing akey implementing role.
Aswell as discussing the deworming strategies, encouragement was given to integrate the SDP
activitiesinto the district development plans and budgets as a key way to expand and ensure the
stability of theinitiative.

Activity 2: Baseline Survey

Next a baseline survey was carried out which collected parasitological data and knowledge attitudes
and practices (KAP) data among school children. Thisrevealed both a high prevalence of STH and
schistosomiasis and poor KAP related to helminthic infections and their control. All of which further
justified the SDP.

Activity 3: Regional School Health Co-ordinators- Training

For the regional level training, the goal wasto build each person's capacity to coordinate and facilitate
the SDP activitiesin their respective areas, including the training that they would have to carry out for
the next level down of health workers, the District School Health Co-ordinators. The benefits of the
SFP were discussed and how it acted as an incentive for pupil enrolment, attendance, retention and
performance. With regard to the SDP, the discussion covered a general background to STH and
schistosomiasis, diagnosis, the baseline survey, the effects of deworming, non-enrolled school-aged
children, teacher training, drug management and monitoring and finally, costs.

Activity 4: District School Health Co-ordinators- Training

The district level School Health Co-ordinators were then trained by the regional School Health Co-
ordinators. Again theimportance of expanding and sustaining the SDP by integrating it into the regular
plans and budgets of each district was stressed.
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Activity 5: School teacher and health worker - Training

Thefinal layer of people to be trained were the school teachers and health workers. Twenty different
venues were located, 204 school teachers participated and 19 health workers - the equivalent of a 94%
attendance rate. The main objective of these training sessions was to equip the participants with the
necessary knowledge about STH and schistosomiasis, the prevalence and consequences for the health
of school-aged children if they are infected, what the control measures are and what the recommended
drugs are, how to administer them, how to teach and promote healthy behaviours and environmental
sanitation, and finally how to compl ete the reporting forms for SDP's monitoring and evaluation.
Community participation was emphasized and that teachers should brief their colleague teachers who
were not directly involved as well as each school committee and the village committee members on
SDP activities.

Activity 6: Drug distribution in schools

The anthelminthic drugs (mebendazole and praziquantel) for the SDP initiative in Tanzaniawere
jointly donated by WFP and WHO and shipped to each participating school including extra supplies for
the treatment of the school staff who are often powerful role models with influence over their
community's acceptance of programmes.

Monitoring of the SDP Activities

To facilitate the monitoring of the SDP, a number of reporting arrangements and forms were created
and distributed to the School Health Co-ordinators and school teachers at the district and school levels
during their training sessions. At the school level, each pupil's name, their height, the number of tablets
administered and if teachers, other school staff and community leaders had been treated was recorded.
If any health education had been carried out was al so reported and a school summary sheet with the
total number of drugs received, the teachers who distributed them, the health workersinvolved and any
community participation in the activities. At the district level summary reports of each of the school
reports were prepared. At the national level annual progress reports will be generated with both the
process and impact of the programme detailed.

Recommendations
The following recommendations summarize the comments of various people who were directly
involved with Tanzania's SDP.

= Atthenational level the collaboration which has been established between the MoH, the MoEC,
the WFP and WHO, should be maintained. The MoH for its part should continue with itslead role
with the MoEC continuing its role in advocacy, planning, implementing and monitoring. WHO
and WFP should continue to provide the necessary technical and financial support to the
programme.

= Both the MoH and MoEC should include school deworming in their Ministerial Plans and
budgets, especially in order to scale up the programme to a national level.

= Other donors should be approached and sensitised.

=  Advocacyfor school deworming is urgently needed at all levelsto ensure its acceptance and
support.

= National guidelines for the planning, implementation , monitoring and evaluation should be
formulated.

= |EC materials and other reference materials need to be developed and distributed to sensitise and
disseminate appropriate information on school deworming at all levels.

= Regional and district level leaders need to be informed about the importance of school
deworming.

= District and local authorities shouldintegrate SDP activitiesinto their plansand budgets to
ensure expansion and sustainability.

= Moretraining is necessary for the district level staff.

= Reporting on the SDP needs to be well developed and integrated into the existing reporting
channels.

= School authorities and staff need to be better infor med and trained on the need for school
deworming. Similarly health workers need training and encouragement to support the SDP.

= Non enrolled children around the schools need to beidentified and whenever possible included.
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3. Egypt - The School Health Programme in Behera: An integrated
helminth control programme at governorate level

The National Schistosomiasis Control Programme:

1988 The National Schistosomiasis Control Programme (NSCP) was started with
Government Health facilities providing free praziquantel to all diagnosed cases.

1997- Following a ministerial decree authorizing the distribution of praziquantel without
prior diagnosis, the control programme intensified its efforts by conducting annual
universal treatment of all primary school children in al 26 Governorates plus
treatment for the entire population of 538 villages with an estimated prevalence
higher than 20%.

Today the NSCP has achieved remarkable successes and is now operating in 8 governorates where
transmission is still present, while the other 18 have been declared schistosomiasis free.

Two significant financial loans were obtained. One from the African Development Bank (from 1983)
for US$16 million and one from the World Bank for US$36 million (from 1992).

The School Health Programmein Behera

In Egypt a pilot School Health Programme has been implemented for the past 6 yearsin Behera, the
largest and most popul ous governorate of the Nile Delta. The Programme integrated additional
activities for the control of STH, human fascioliasis and anaemiainto the NSCP, currently

implemented in every school of the governorate and in 10 villages where the prevalenceis higher than
5%. To facilitate the planning and direct action, a strong monitoring system was developed to generate
useful information for the schistosomiasis programme. To date 3 rounds of monitoring have been
carried out (2000, 2001, 2002) following the baseline survey in 1996.

In 1994 the MoHP invited the Italian Cooperation which was implementing the Strengthening Rural
Health Services (SRHS) Programme, a bilateral health initiative in 3 governorates (Behera, Qena and
Dakahlia) to focusits support specifically on the control of STH in Qena. The Italian Cooperation first
proposed to conduct abaseline survey to assess the prevalence and intensity of worm infectionsin each
of the 3 governorates and based on the results, design and implement appropriate operational
recommendations followed up with monitoring and evaluation including costings.

QENA (1994) and DAKAHLIA (1998):

For Qena, the results from a sample of 2657 children (aged between 2 and 12 years) found a prevalence
of hookworm of 0.4% and of the H. nana, Enterobious, A. lumbricoides and T. trichiura of 6.9%, 3.8%,
2.4%, 0.6% respectively (1994). For the Dakahlia survey (1998) which covered 1125 children (5-15
years old), the prevalence of S.mansoni was 3.4%, H.nanawas 3.9%, Enterobious 5.4%,
A.lumbricoides 4.5%, H.heterophyes 3% and Fasciola spp was 0.4%. Following these results, it was
recommended that passive case detection should be carried out which required that lab technicians
were trained, drugs made available and health education targeted particularly at mothers and children.

BEHERA (Population 4.5Million) (1996):

Compared to the other two Governorates, the results from Behera showed a much more severe
situation. Children of 6 monthsto 12 years were surveyed (1996) (sample size of 1783) and a
prevalence of 20.7% for S. mansoni was found, 7.7% for H.nana, 6.9% for A. lumbricoides, 3.3% for
T. trichiura, 3% for Fasciola spp and 0.6% for H. heterophyes.

The operational recommendations were that mebendazole should be immediately targeted where the
problem was particularly severe and at the same time a comprehensive plan of action must be
developed for Behera. This plan entitled'Strengthening Rural Health Services for Integrated Diseases
Control among School Children in Behera (1998)' was accordingly finalised and aimed to support the
NSCP being implemented in Egypt as well asin Behera by providing a better monitoring system and
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integrating the additional needed activitiesin Behera. The School Health Programme in Behera
consisted of 3 mgjor interventions:

= Annual monitoring of schisotosomiasis, STH and anaemia and targeted administration of
praziquantel to primary school-aged children (around 430,000) according to the MoHP timetable.

= Targeted administration of STH chemotherapy (albendazole) every 12 months and weekly iron
supplementation to primary school-age children (44,000 children) in the two coastal districts most
at risk.

= Annual screening and selective treatment of human fascioliasis using Triclabendazole, and iron
supplementation, to primary school-age children of the most affected villagesin 6 endemic
districts.

In addition to monitoring and control activities, the School Health Programme included:

= Additional supervision of the mass praziquantel distribution conducted by the NSCP in the
primary schools.

= Training of lab technicians and doctor s and workshops for district officersto discuss the results
of the annual meeting.

= Health education activitiesincluding the production and distribution of posters and educational
leaflets, the training of primary school science teachers, religious and community leaders and
health education sessions at schools before the distribution of anthelminthic drugs.

= Operational research component focused on fascioliasisto identify age and sex distribution of
the human infection, risk factors, transmission mode and the associated morbidity.

The cornerstone of this programme is the annual monitoring which aims to correct inefficiencies,
identify successful strategies and direct the MoHP staff more efficiently. There are 3 major
components:. process, parasitological and nutritional.

What the two rounds (2000 and 2001) of monitoring clearly showed in comparison with the 1996
baseline survey was both a dramatic drop in the prevalence of all STH, schistosomiasis and
fascioliasis and at the same time a substantial reduction in the intensity of infection (for the
complete results see: Filippo Curtale et al 'The School Health Programme in Behera: an
integrated helminth control programme at governorate level in Egypt, Acta Tropica, 2002, in
print).

Costs of the Behera School Health programme and future funding

The breakdown of the costs for the Behera programme for the year 2000, were as follows. 81% was
spent on the National Schistosomiasis Control Programme, 3% on the control of STH, 5% on anaemia
control, 3% on screening for fascioliasis, 4% on monitoring, 3% on additional training and 1% on
additional training. In total the cost of the additional control activities was less than 20% of the NSCP.
For the coming years the MoHP will cover the cost of the Behera School Health Programme at an
estimated US$10-20,000 per year and it is hoped the donor community will provide sufficient
resources for the programme to be expanded to all the Delta Governorates. The estimated cost will be
US$70-80,000 per year.

Conclusions and recommendations from the Egyptian experience

1. A baseline assessment should always be conducted before planning control measures.

2. Activities can be gradually integrated into an already existing programme, with mutual benefits for
the old programme and the new initiative.

3. Evenif activities are implemented in different areas and use different drugs, it is possible to have
common monitoring and delivery system.

4. Operational research and health education are important components of any control activity, but
the former should always follow clear objectives.

Questions which arose from Egypt presentation:
Q: Do you haveinformation on snail control which was previously used extensively in Egypt ?
A: Snail control isstill part of the national control strategy, but such environmental control isonly
used in the specifically high-risk areas which now include just 20 villages and the adjacent canals (the
'hot spots).
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4. Ecuador - using the school feeding channel

Ecuador's Programa de Eliminacion de Parasitos Intestinales, or PEPIN was launched in 1994. The
approach was to integrate deworming into the national school feeding programme which provides
micronutrient fortified biscuits and drinks to 600,000 students in some 6000 schools. The partners
involved in the PEPIN programme included the National School Feeding Programme of the MOE, the
Ministry of Public Health, WFP and the Pan-American Health Organization.

Key pointsof PEPIN
Helminth surveysin rural areas showed a prevalence of over 70% of Ascarislumbricoidesin children.
A 1996 study of the School Feeding Programme recipients found 95% were infected with parasites.
A subsequent baseline survey found that hookworm infestation was highest in the Amazon lowlands.

In addition, 37% of school children were anaemic.

The PEPIN Objective

PEPIN had two main objectives. One was to control the transmission of intestinal parasitic diseasesin
the 600,000 school children who were participating in the school feeding programme. The second was
to improve the knowledge, attitudes and practice (KAP) of the school children on how intestinal
parasites are transmitted.

Additional objectiveswereto:
Reduce anaemia prevalence from 35% to 25%.
Reduce the incidence of helminthiasis by 20%.
Reduce the transmission of intestinal helminths by a 50% reduction in worm loads.
Ensure that 90% of school children 6-14 years knew about hygienic habits to reduce the
transmission of intestinal parasites.

The materials and activities
Some of the elements of this campaign were as follows:
- 2.2 million albendazol e tablets (400mg) were distributed.
20 provincial committees were organised and information given to them and the 6000 schools.
20,000 posters were printed and distributed.
27,000 instructions and flyers were distributed.
3 radio spots were created and transmitted.
Haemoglobin, retinol and worm counts were carried out.

Outcomes and I mpacts

A total of 400,000 school children received 3-4 doses of albendazole (400 mg) over a2 year period -
the equivalent of 67% of the target population. More than 50% of the school children knew about
proper hygiene. A key finding was that this was an extremely popular health programme with all the
participants which at the same time achieved its goal of significantly decreasing worm loads.

The prevalence of Helminths before treatment was 49.4% (% negative) and 6 months after treatment,
had risen to 72.8% (% negative). Ascaris prevalence fell from 37% to 12%, Trichuris from 29% to 17%
and Necator from 7% to 4%. Re-infestation occurs within 4 months. Hookworm preval ence decreased
from 7% to 4% and nearly all the cases were found in the Amazon lowlands. Before treatment 9%
were anaemic (Hb <11mg/dl, adjusted for altitude) and after 9 months of treatment, just 5% were
anaemic. Unfortunately the sample sizes to detect the postulated changes in anaemia was not met and
there was no evaluation of KAP.
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Financing

PEPIN was financed from several different sources: A grant from Canada paid for the deworming
tablets and the micronutrients, MedPharm donated a further 200,000 tabl ets, WFP managed funds of
$184,000. At the province level petty cash funds were established to help mobilize the programme.

L essons L earnt

Several lessons were learnt from the PEPIN programme:
The school feeding programmeis an ideal vehicle for this type of intervention.
Central level support was important for successful, provincial-level committee operations.
Provincial committees were essential for day-to-day initiatives, but did not take important
initiatives to redefine and enrich the programme.
Such programmes can use volunteers without many extra resources.
The provincial committees were catalysed by the presence of deworming tablets.
The programme lasted as long as the pills held out.
The follow up and monitoring of the findings was weak.
Distributing pills and education materials via the school feeding programmes was effective.
Albendazol e administered by teachers was a very effective delivery channel, but
resisted/questioned by the MOH.
Insufficient guidance was provided on how to use the educational materials.

Attitudes and practice do not follow knowledge. No behaviour models were used and there was no

consistent follow-up.

Educational materials were not locally developed and were insufficient in quantity.
The KAP survey was not implemented.

Insufficient guidance was given on institutional competencies - ie, who does what ?
Weak information subsystem (poor flow, inadeguate processing, no feedback).
Parents could have been more involved.

MOE and MOH did not adopt PEPIN as a policy or permanent activity.
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Questions which arose from Ecuador presentation:

Q: Isinformation on deworming included in the standard teacher training cour ses ?

A: Parasite training is not provided in the standard teacher training courses but this would be an
especially important input to ensure the long-term durability of the deworming programme opposed to
amore ad-hoc approach.

Q: Should dewor ming interventions be promoted as a 'family package' or a "household package'
rather than just targeted at school-aged children ?

A: $1 million would buy enough drugs to treat all the family members of the school-aged children.
An integrated package would still be necessary in order to make this work-able, but by capitalizing on
the current deworming activities, a 'package intervention' marketed at families and schools would be a
good idea, especially as parents and communities can be very persuasive and influential on political
decision makers.

Q: In certain countries, there arework based programmes, called 'Employment based
Programmes. Would it be feasible for parentsto take deworming drugs home, especially for the
treatment of non-school-aged children ? Has there been any marketing or experience along these
lines?

A: There have been several studies where the benefits of deworming in terms of increased productivity
and output have been clearly documented. Thisis certainly information that could be very usefully
shared with employees to make the case that deworming not only has massive health benefits, but also
economic returns as well.

Comment: It isespecialy important to moblise communities and use multi-sectoral approachesif
deworming programmes are to take on alife of their own. Once parents understand the benefits and
ease of deworming, they can become a powerful voice demanding services from the Government, who
are then more obligated to provide such services.

Comment: The Ecuador story demonstrates just how powerful parents can be to the success of a
deworming programme. Having seen the effect of treatment just 24 hours after the administration of
the drugs, they wanted treatment not only for the school children, but also for non-school-aged children
and adults. Presidential election platforms all included deworming as part of their campaign messages
knowing it had strong support.

Comment: With the positive results of deworming so rapidly apparent to parents, the value of
community mobilisation and empowerment spills over in that parents can become more open and
supportive of other health interventions.

Comment: In order for worm control to be successful, a comprehensive and integrated package must
be offered. For example, giving people the knowledge of what to do and what not to do in order to
avoid worm infection has alimited impact if the facilities do not exist to allow them to change their
behaviour. In other words, telling school children to wash their handsis redundant if there are no taps.
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5. Cambodia - from district pilot project to National Control
Programme

Cambodia's National Helminth Control Programme focuses on three areas - the control of
schistosomiasis, the control of STH and the elimination of Lymphatic Filariasis (LF). Some of the key
dates are asfollows:

1995 A pilot schistosomiasis control project was launched.

1996-7 Schistosomiasis control was scaled up to cover all the endemic districts.

1997 A National Helminth Control Programme was established, with STH control
incorporated into it.

1998 Schistosomiasis control began in over 12 provinces across the country.

1998 A Lymphatic Filariasis (LF) assessment was carried out.

2000 Activitiesfor LF elimination began.

Partnership

A wide partnership of different organizationsis now involved in Cambodia's Helminth control
programme including the Ministry of Education, M édecines Sans Frontieres, SASAKAWA Memorial
Health Foundation, WHO, UNICEF, WFP, the PCD and other NGOs.

For schistosomiasis: A Baseline Survey

First an epidemiol ogical assessment was carried out and based on this data, a universal treatment
campaign was launched with the objective of covering 70% of the target population (N=80,000). Since
1995 praziquantel and mebendazol have been administered every year in Kratie and from 1997 in
Stung Treng. Thefinal data showed that the annual coverage reached 65-75% of the target population.
Surveillance and monitoring were built into the package as well asindividual case management,
including surgery where necessary.

Health education for schistosomiasis and |EC materials

The health education 'drive' used avariety of channelsto increase awareness. For examplelocal radio
broadcasts were devel oped and health education sessions were carried out in the Pagodas and schools.
In parallel with theseinitiatives environmental sanitation schemes were launched and a programme to
construct latrines and water supply installations.

IEC materialsincluded "The School Kit', abox containing teacher reference books, story books,
flipcharts, posters games, a quantity of 1000 mebendazole tablets and report forms.

Theimpact on schistosomiasis prevalence

Between 1995 and 2001, data from four sentinel villagesin Kratie and from the sentinel village of Sdau
in Stung Treng between 1997-2001 - showed a steady and dramatic decline in the prevalence of
schistosomiasis. In Sdau the prevalence was 71.4% in 1997, in 2001 it had dropped to 2.7%. For
residual severe cases of schistosomiasis, of which there have been seven in Kratie since 2000, these
were successfully operated on. For another 120 severe cases of advanced schistosomiasis,
ultrasonography was used for follow up. For passive case detection and clinical management,
guidelines were devel oped.

Future control plans

The long term plan for schistosomiasis control is to shift from universal treatment to more targeted
campaigns and in parallel with this, emphasize better case detection, management, increased
surveillance and the introduction of more rapid diagnostic methods. Two studies are also planned, one
on new and more sensitive and specific methods and one to study the animal reservoir and snail
habitats.
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For STH control, the plan isto combine the STH treatment strategy with the schistosomiasis treatment
strategy. In addition, mebendazole distribution will be integrated into other ongoing public health
activities, for example the WFP school feeding project, the measles immunization (EPI) campaign, the
iron supplementation for women of reproductive age initiative, the Vitamin A distribution to children
and the insecticide bed-net distributions.

Cambaodia's National Lymphatic Filariasis Elimination Programme

Following the 1997 World Health Assembly Resolution (WHA 50.29), 2020 was set as the date for the
global elimination of LF. In Cambodia however the date for elimination has been set for 2015 with a
strategy which includes a situational analysis, training and capacity building at all levelsto provide
mass drug administration, morbidity control, prevention techniques (for example, local hygiene, health
education, treatment of suprainfection and surgical intervention) and how to interrupt transmission.

Key datesin the LF Elimination Programme ar e as follows

Strategic plan of LF elimination by September 2002.
Mapping for the disease distribution by July 2002.

I dentify risk factors through case control studies.
Start mass chemotherapy in pilot areas by June 2003.
Train health staff between 2003 and 2005.
Implement the clinical management by January 2003.
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Section IV: Reaching the Global Target

The 2001 World Health Assembly Resolution

At the 2001 World Health Assembly, Resolution 54.19 was passed which urged Member States to
‘ensure access to essential drugs against schistosomiasis and STH infectionsin all health servicesin
endemic areas for the treatment of clinical cases and groups at high risk of morbidity such as women
and children...." Inreality 'groups at high risk' include pre-school age children, school-aged children,
women and people working in certain occupations, for example, fishermen who are constantly exposed
to water.

For school-aged children the following goal was set:

THE GLOBAL TARGET

Theregular treatment of at least 75% of all school-aged children at risk of morbidity for
schistosomiasis and STH infections by 2010.

The World Health Assembly Resolution (WHA 54.19) May 2001

What does it cost to treat a child ?

In order to calculate the price of treating one child, a number of different components were taken into
account. The dis-aggregated breakdown for these are shown in Table 4 below. Thisinformation
however can be distilled to the following simple message:

In an average situation where schistosomiasisand STH haveto betreated (for examplein Sub
Saharan Africa), it will cost 0.30 US$ per child/year.

In a situation where only STH need to be treated, the price dropsto 0.10 US$ per child/year.
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Table4: COST MENU FOR TARGETED DEWORMING OF SCHOOL CHILDREN WITH
ALBENDAZOLE OR MEBENDAZOLE AND PRAZIQUANTAEL

(adapted from Guyatt, personal communication)

Base units | Baseunit Quantity per | Unit cost per
cost (C) child or child or
school (Q) school
(T=C*Q)
PER CHILD
Drug Albendazole Per tablet 0.02 11t 0.022
Mebendazole Per tablet 0.02 11t 0.022
Praziquantel Per tablet 0.07 25 0.175
Insurance, freight and clearance | Per tablet 0.007 3.6 0.02628
PER SCHOOL
Equipment Height poles - - - 3.5
Health Adaptation and duplication of - 1 10
education materials
Training Stationary - - - 35
Trainers per diems per person | 25 0.1 25
Trainees allowances per person | 2.5 3 7.5
Drug Officerstraining allowances - - - 0.25
distribution | Instructionforms per form 0.05 4 0.2
Treatment forms per form 0.05 10 0.5
School officer collection - - - 5
allowance
Senior officer collection - - - 0.2

alowance

L including approximately 10% wastage
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The number of children who need to be covered

Inthe Year 2002, it is estimated that there are 530 million school-aged children in 95 countries globally
who need to be treated (excluding Chinaor India). Seventy-five percent of thisfigure, brings usto 398

million. Existing programmes currently cover 15 million, the equivalent of 4% - demonstrating the
amount of work which lies ahead.

In order to reach the global target and taking into account the projected population growth rates, the
number of children who will need to be covered in 2005 will be 404 million; by 2010 it will be 415
million. Table5 below gives the projected target population by each region, by year.

WHERE DO WE STAND TODAY [N 2002 ?

530 million school-aged children X 75% = 398 Million

(132 million)

4%

383 million

covered

not covered

2002

398 million

S

2010
415 million

Table5: PROJECTION OF TARGET POPULATION BY REGION
AND YEAR IN 95 COUNTRIES

(75% of school age children - not including China and India)

Region/country 2002 | 2003 | 2004 [ 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | Growthrate
Africa+ Irag, Yemen 143 146 | 149 152 155 158 | 161 165 168 2%
South East Asia 85 83 81 80 78 77 75 74 72 -2%
Western Pacific 41 41 41 41 41 41 41 40 40 -0.20%
Latin America 84 85 86 87 88 88 89 90 91 0.10%
Middle East 45 45 45 44 44 44 44 44 44 -0.20%
TOTAL 398 400 | 402 404 [ 406 408 [ 410 413 | 415
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The Start-up Phase
As mentioned, each country starting up a control programme receives US$50,000 start-up fundsto

cover the cost of launching the pilot phase programme - initially covering 50,000-100,000 children.
For the start-up phase there are certain pre-requisites:

A National Plan of Action (recommended by WHO).

All components of the strategy should be implemented.

The MOH and MOE should be fully involved.

Over 70% of the funds should be spend on drugs and their delivery using existing infrastructures.

In 2001, 10 countries completed their start-up phase activities - national managers were trained, local
capacity was strengthened so that worm control activities could be carried out in the field and political
commitment from both the MOH and MOE was secured. By 2005, the number of countries which
need to have completed their start-up phase will be 95.

START UP SCENARIO
US$50,000 Start-up fundsto launch (pilot phase) programmes
covering 50,000 to 100,000 children

— dart up countries

100 y
o /
70 /
0 /
> /
40 /
o /
S 4
0+~
O | | | | T T T T T |

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

PPC Second Meeting Rome - April 2002 26



How much will the Start-up Phase cost ?

Assuming the projected number of countries start-up each year (10 in 2001, 15 in 2002, 20 in 2003, 15
in 2004 and 35 in 2005), the cost to cover these 95 countries by the year 2005 will be US$ 1.75 million
(ie, 95 X US$50,000 start-up funds) (Table 6).

Table6: COST OF START-UP COMPONENT OF GLOBAL PLAN

2001 2002 2003 2004 2005
Y early # of countries 10 15 20 25 35
Cumulative # of countries 10 25 45 70 95
Y early # of children covered (millions 0.5-1.0 0.75-15 1.0-2.0 1.25-25 | 1.75-35
Cumulative # of children covered (millions) | 0.5-1.0 1.25-25 | 22545 [ 3.5-7.0 5.25-10.5
Y early cost (million US$) 0.5 0.75 1.00 1.25 1.75

The Expansion Phase

The expansion phase involves scaling-up the pilot start-up activities to the national level with the goal
of reaching 415 million school-aged children with regular treatment in almost 100 countries by the
year 2010. Clearly one can calculate this several ways and present the data according to different
criteria. Below are just some of the ways of looking at the total cost.

Toreach the Global Target will cost:
An annual cost of US$ 75 million.
A total cost of US$ 270 million.

Thisisequivalent of 1.4 billion full treatments delivered for a unit cost of < US$ 0.20.

Table 7: COST OF EXPANSION COMPONENT OF GLOBAL PLAN
(without China and India)

[ 2002 [ 2003 | 2004 | 2005 | 2006 | 2007 [ 2008 | 2009 | 2010

Africa + Iraq, Yemen

# (million) children covered 4.3 6.6 13 26 53 79 119 154 168

Cost US$ (million) 0.30$/child | 1.3 20 |39 7.8 15.9 23.7 | 35.7 46.2 50.4

Middle East, Latin America, South East Asia, Western Pacific

# (million) children covered 10.4 12 18 29 48 78 130 203 247

Cost US$ (million) 0.10%/child 1.0 12 (18 (29 (48 |78 [ 13 20.3 24.7

TOTAL

# (million) children covered 15 19 31 55 101 | 157 | 249 357 415
Yearly cost in US$ (million) 2.3 32 |57 |11 21 32 49 67 75
% of the global target covered | 4 5 8 14 25 3 61 86 100

Linking schistosomiasis/STH control with Lymphatic Filariasis

Lymphatic Filariasis, like schistosomiasis and STH is another of the neglected diseases and shares
several characteristics. For example, it affects the poorest people in endemic countries, thereis an
affordable cure which is easy to administer and until fairly recently it has elicited little interest from
either country governments or the international health community. At the 1997 World Health
Assembly however, the situation changed and a Resol ution (50.29) was passed which urged Member
States 'to strengthen activities towards eliminating lymphatic filariasis as a public health problem......
and requested 'the Director-General..... to mobilize support for global and national elimination
activities." What followed was a series of key agreements with private industry. GlaxoSmithKline
offered to donate its product albendazol e (which prevents new young worms being produced when it
administered with DEC or ivermectin) free of charge 'for aslong asit was needed to eliminate LF'.
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Merck & Co Inc. followed suit and announced it would provide its drug ivermectin (Mectizan) to
African countries where river blindness (onchocerciasis) and LF co-exist.

Thescale of the LF Public Health Problem

LF puts1.1 billion people at risk

LF affectsover 120 million people

LF is endemic in more than 80 countries

LF isthe second leading cause of permanent disability
L F causes impairment, disables and handicaps

The cost of managing the acute and chronic manifestations of LF are a massive drain for endemic
countries

Countries with lymphatic filariasis and sell transmitted helminthic infections

Legend
B STH ma public: hea bk problsm
[ LF erdemin

The Two Global Initiatives: The PPC and LF Elimination

There are certainly several overlapping characteristics between PPC's work to control schistosomiasis
and STH and the LF Elimination campaign which could be capitalized on. There are also important
differences which are summarized in Table 8 below. Some of the similarities are that they are
generally endemic public health problemsin the same countries. Second, LF control involves treating
populations at risk with either albendazole + diethylcarbamzine or with albendazole + ivermetin.
Albendazoleis also one of the preferred drugs of choice in the treatment of STH.
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Table8: DIFFERENCESBETWEEN LF AND SCHISTOSOMIASIS/STH PROGRAMMES

LF Schistosomiasis/STH

=  Elimination: time limited =  Control: long-term intervention

= Massdrug administrationto all pop/districtsat | = Regular targeted treatment of selected
risk populations

= Drug donations + regulatory and normative =  Ensuring accessto affordable drugs

WHO direction in DEC procurement
= At least two doses per year
=  Onedose per year

Questions which arose from The Global Target presentation:

Q: Can non-medical personnel distribute the drugs? What are the safety margins ?

A: The drugs have been shown to be extremely safe, even with an unintentional double doses. With
regard to non-medical personnel distributing the drugs, it has been clearly shown that thisisfeasible.
School teachers are well poised to distribute the drugs and at the same time, can educate school-aged
children with health messages. Moreover combining education with the administration of drugsisa
very effective way of changing attitudes and behaviours.

Q: What about prevention ? Isthisnot equally asimportant astreatment ? |sdeworming
effective without water sanitation programmes ?

A: While environmental sanitation is certainly important and the PPC could learn from the 'Healthy
Schools' programme in this respect, we need more partners on board who are water specialists. More
critically, water sanitation initiatives take time. While we know re-infection will occur after treatment
if the environment is still contaminated (1-2 years for shistosomiasis, and maybe 6 months for STH),
the critical message is that regular treatment means that the irreversible sequalaein later life are
avoided. Drugs must therefore be made available to the high risk groups and at the sametime
prevention activities need to be made part of the overall strategy. In addition, it isimportant not to
forget that worm infections are diseases of poverty and the climb out of poverty isalong one for most
countries.

Q: How will the PPC balance WHO's requirement for a National Plan of Action as one of the
pre-requisites for a successful deworming programme, with the situation we find in many
countrieswhere several NGOs are all working on small scale projects ?

A: Thereason behind WHO's encouragement for countries to develop a National Plan of Action isthat
aprogramme with political commitment at the national level isintrinsically more stable. The work of
NGO's, while extremely valuable, is still vulnerable to abruptly ending if the NGO pulls out of the
country. On the other hand, small scale initiatives are often the catalyst which convince governments
that it isworth scaling up such programmesto a national level.

Q: TheMinistry of Agriculture has an important impact on the worm situation in any country
and they should beincluded in any control programme.

A: Yes, thisiscertainly true. The Global Plan presentation however only concentrated on school-
based interventions and the most immediate need to control morbidity.

Information: Aninteresting resource might be the 'Poverty Reduction Strategy Papers' (PRS) at the
World Bank. These are country driven papers and very social sector focused.

The WHO Technical Report Series (TRS) on shistosomiasis and STH recommends that before awater
project isimplemented, an assessment is made on the impact it will have on health is carried out
beforehand, they are called Health Impact Assessments (HIAS).

PPC Second Meeting Rome - April 2002 29




Questions which arose from The LF presentation:

Q: Withregard to LF elimination drugs, what isitstoxicity versusthose used in deworming
campaigns and secondly, arethe LF drugsdonated ?

A: Theside effects associated with the LF drugs are transient and minor. Interestingly it seems that
side effects are |ess connected with the drugs themselves, but the intensity of infection in that person.
For each new programme we set up a surveillance system which follows 2000 people for a period of
oneyear. So far the results from this surveillance have not demonstrated raised levels of side effects.
With regard to the question on whether the drugs are donated. WHO has a Memorandum of
Understanding with Glaxo who donate the drugs via WHO to the endemic countries. WHO plans the
logistics for shipping and delivery. In countries where LF and Oncho co-exist the drugs will also be
donated.

Comment: Using chemotherapy at a mass level can be a complex procedure. Thisreturnstothe
discussion on theissue of transmission versustreatment. We should remember that whilethere
arecertainly areaswhere LF and PPC dewor ming activities overlap and complement each other,
there are also some fundamental differences. For example, the LF programmeisan elimination
programme: the approach can be likened to a sprinter - a massive concerted amount of energy is
expended for a short amount of time. The PPC STH and shistosomiasis programme is much
morelikethelong-distancerunner: it hasnearly a 10 year implementation timetableand is
fundamentally developmental and capacity building in its approach. Therefore practically the
LF and PPC programmes are very different creatures on the ground.
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Section V: Reports by PPC Partners

The Core Group

The 'Core Group' (now aformal NGO) is comprised of 37 USA-based NGOs working in 150 countries
world wide with an annual turnover of $2 billion, all USAID funded. They range from larger
organizations, for example, CARE, SCF-US and World Vision to smaller members. Most work in an
inter-sectoral manner combining health programmes with other initiatives, but what binds them all
together, istheir focus on child survival. Surprisingly, deworming has never been a standard element
of the Child Survival Package and has so far only been carried out in avery piecemeal way.

CORE'S Outreach

Using the example of 'Hope', one of CORE's medium ouitfits, the potential outreach is easily
demonstrated: Hope has established field offices, personnel and infrastructuresin 30 countries world-
wide and contactsin 65 countries.

Why has de worming only been carried out in a sporadic manner ?

There are probably several reasons why deworming has not been made aregular element in every Child
Survival Package: there has not been a strong enough 'push’ from Hope's HQ, it was not widely known
that drugs were cheap and available and there was no consistent access to funding.

How can PPC encourage deworming isfully integrated into CORE'swork ?

=  Anadvocacy letter to the CEOs explaining the PPC framework and its objectives would be a
critical first step. It would also be useful to have an entry and exit strategy to the PPC outlined.

= If deworming isto become institutionalised, some of the smaller NGOs would need start-up funds
at the beginning.

= Competitive funding viaatrust fund for exampleis aprocess that iswell liked by the CEOs and
'fund-matching' isthen apossibility.

What do NGOs haveto offer the PPC ?

Many NGOs are good at capacity building, they are experienced at problem solving and finding
creative answers, they are often very good at social mobilisation, health education and training. They
alsowork at al levelswithin countries, from the local to the national. All these qualities are essential
ingredients as the PPC scales up its activities both to the national level within countries and as the
number of countriesitself expands. Following the March 2002 meeting in Washington, the CORE
group can confirm that is fully committed to the work of the PPC.

The Pan American Health & Education Foundation

The Pan American Health and Education Foundation is not an international foundation, but a US public
foundation. It does not have a single resource source, but several donors and thus retainsits
independence with aboard of trustees. These trustees mostly come from the businessworld, they are
not on the whole medical professionals, but as an organization, PAHEF has close ties with PAHO due
to the similarity of their mandates.

What could the PAHEF bring to PPC ?

The PAHEF could potentially bring the following skillsto the PPC: resource mobilisation, advocacy to
avariety of stakeholders and PAHEF's representative very much hoped that there would be further
collaboration.
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The World Bank

The World Bank Group is comprised of the International Bank for Reconstruction and Development
(IBRD), the International Finance Corporation (IFC), the International Development Association
(IDA), the International Centre for Settlement of Investment Disputes (ICSID) and the Multilateral
Investment Guarantee Agency (MIGA).

1. De-worming - the economic investment

For the World Bank, there are three main rationales for integrating de-worming into programmes: 1)
the concentration of worm infection in the poorest countries, communities and individuals,; 2) the
demonstrated impact of infection on health, nutrition, learning, school attendance and educational
outcomes, and 3) the remarkably low cost and high return on investment of de-worming interventions.
For example, the Bank’ s work in Kenya on the educational benefits of de-worming concluded that for
US$4 one can purchase an extrayear of schooling, which compares with investments of greater than
$50 for uniform purchase and other forms of subsidy. De-worming in the Kenya setting offers aten
fold return on investment.

2. De-worming - achieving the Millennium Development Goals

The Millennium Development Goals were endorsed by 189 countries at the September 2000 UN
Millennium General Assembly, and have been adopted as the major corporate goals of the World Bank.
De-worming offers a potentially important contribution to the achievement of at least 6 of the 8 goals.

DE-WORMING, WORM INFECTION AND THE MILLENNIUM DEVELOPMENT GOALS

1. Eradicate extreme poverty and hunger — infection is associated with poverty and malnutrition

2. Achieve universal primary education —infection is associated with absenteeism and impaired
learning, and constrains the goal of Education for All (EFA)

3. Promote gender equality and empower women

4. Reduce child mortality —Ascariasis, hookworm infection and schistosomiasis are associated with
mortality

5. Improve maternal health —hookworm infection in pregnancy is deleterious

6. Combat HIV/AIDS, malaria and other diseases —helminthiases are amongst the most prevalent
of all human infections

7. Ensureenvironmental sustainability

8. Develop a Global Partnership for Development —the PPC brings together strong global
partners

3. De-worming - 'FRESH'

The FRESH framework - Focusing Resources on Effective School Health, hygiene and nutrition
programmes - is a multi-sectoral and multi-agency partnership and was launched in Dakar at the World
Education Forum in April 2000. The partnership includes UNESCO, UNICEF, WHO, WFP,
Education International and the World Bank. UNESCO has declared FRESH to be aflagship
programme that is intrinsic to the achievement of the goal of Education for All (EFA). The FRESH
partnership has devel oped a consensus framework for integrating parasite control and de-worming into
school health programmes.

FRESH'S intervention activities include:

» Clear health policiesfor schools - which include the role of teachersin delivering anthelminthic
treatment under the supervision of the health sector.

» Safewater and sanitation for all schools - which reduces parasite transmission.

»  Skills-based health, hygiene and nutrition education - which helps children to maintain life styles
that prevent infection.

» School-based health and nutrition services (including de-worming, micronutrients and malaria
prevention).
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Countriesin Africawith FRESH school health programs

Financing for school health Target Countries

Current funding of US$45 (of 48 million children (6-17yrs) Burkina Faso, Cape Verde,

US$905) million for socia Chad, Cote d'lvoire, Eritrea,

programmes in implementation Guinea, Madagascar, Mali,
Mauritania, Senegal, Tanzania,
Uganda, Zambia

Planned support from the 90 million children (6-17yrs) Benin, Ethiopia, The Gambia,

US$995 million from social Ghana, Kenya, Mozambique,

programmes in preparation Niger, Nigeria, Sierra Leone

4. De-worming - 'Food for Education' Programmes

The World Bank works in parallel with other PPC partnersin the WFP's 'Food for Education’
programmes. In 2001 a partnership between WFP and WHO together with CIDA and the World Bank
was formed with the objective of adding a deworming component to WFP's 'Food for Education’
Programmes which has the following objectives:

To improve attendance and reduce absenteeism.

To increase girls enrolment and retention.

To enhance the attention span and learning capacity of students.
To reduce the prevalence of parasitic worm infections.

To raise the awareness of parents’communities.

Two workshops were held, one in Uganda (also attended by Kenya, Gambia, Tanzania, Malawi, Nepal,
Eritrea and Zambia) and another in Cote d'lvoire (also attended by Angola, Benin, Burkina Faso, CAR,
Guinea-Bissau, Mozambique, Niger, Chad, Guinea, Madagascar, Mali, Mauritania and Senegal ).

Questions which arose from The World Bank presentation:

Q: How many people at the World Bank are well briefed on the global severity of worm
infections and especially in terms of the economic impact and implicationsthey have ?

A: WHO and the World Bank are currently developing ajoint initiative within the PPC to ensure that
the Task Managers who assist client countries in devel oping projects are comprehensively briefed on
this subject.

Comment: When client countries develop FRESH programs with World Bank project support, they
typically consider de-worming as a standard component of the program.
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The Hashimoto Initiative

Japan's presentation outlined the Hashimoto Initiative's (HI) Global Parasite Control Initiative which
has 4 parasite control strategies:

Strategy 1. Effective international co-operation for the efficient implementation of parasite control.
Strategy 2: Active pursuit of research that provides a scientific basisfor parasite control.

Strategy 3: Activeimplementation of effective parasite control projects.

Strategy 4: Strengthening the G8 countries' capabilities to deal with parasite diseases.

The basic components of parasite control by the HI areasfollows:

Component 1. Project technical co-operation, the dispatch of experts, equipment supply, training of
counterparts.

Component 2: Third country training, region-wide technical co-operation.

Component 3: Grant aid and related investments for effective parasite control.

HIl's main activities:

With the emphasis on south-south co-operation, three centres have been established, (the Asian Centre
of International Parasite Control at Mahidol University in Thailand, the Kenya Medical Research
Institute in Kenya and Noguchi Memorial Institute for Medical Research in Ghana). These centres
primarily provide bases for training and research in the countries with the aim that multi-bilateral co-
operation initiatives follow suit.

1. The Asian Centre of International Parasite Control (ACIPAC)

ACIPAC's objective isto strengthen parasite control programmes in South east Asiain terms of
developing human resources and information systems. Some of the tools to achieve thisinclude
training courses, parasite control models and establishing strong human and information networks.
For example an international training course was held in 2001 with participants from Cambodia, Lap
PDR, Myanmar, Thailand, Vietnam, Kenya plus two UNICEF observers.

2. The Kenya Medical Research Institute in East Africa (KEMRI)

The KEMRI/JICA Technical Co-operation has progressed through 5 stages since its establishment in
1979.

Phase 1: (1979-1990) A Communicable Diseases Research and Control Project.

Phase 2: (1985-1990) The Kenya Medical Research Institute Project.

Phase 3: (1990-1995) Research and Control of Infectious Diseases (I).

Phase 4: (1996-2001) Research and Control of Infectious Diseases (11).

Phase 5: (2001-2006) Research and Control of Infectious & Parasitic Diseases.

A workshop was held in 2002 entitled 'Programme Design and Course Organization' which trained
scientistsin parasitology so that they could, in turn, become trainers for different levels of regional

participants who would initiate parasitic disease control projectsin their home countries. Later this
year the first training course on Global Parasite Control Strategy for Policy Makerswill be held.

3. The Noguchi Memorial Institute for Medical Research in Ghana (NMIMR)
The schedule for NMIMR is as follows:

April 2001: JICA mission for preparation
October 2001: 1% Workshop for HI in West African countries.
November 2001: Organized committee meeting at NMIMR.
January 2002:  Visiting invited countries by Japanese side.
February 2002: 2" Policy Makers Workshop
39 Country Training (Global Parasite Disease Control).

Autumn 2002:  Preparation for next training.

January 2002: 2™ Third Country Training (Global Parasite Disease Control).
January 2002: 3" Third Country Training (Global Parasite Disease Control).
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DifficultiesNMIMR hasfaced as a center of Global Parasite Control
Problems on the Japanese side:

= No project-style support scheme by JICA.

= Nofixed budget for supporting activities.

= Nofixed plan for JFY 2004.

= Lack of French-speaking experts.

Problems from the NMIMR side:

= Lack of adequate experiencein control activities.

= Field practiceisnot available (need for greater co-operation with the MOH)
= |nadequate capacity for logistic management.

=  Lack of staff enthusiasm (bringsin ownership of the course)

Questions which arose from The Hashimoto I nitiative presentation:

Q: Thethreeregional training and resear ch centres established by the HI in Bangkok, Kenya
and Ghana, offer an unique opportunity to disseminate standard training materials, tools and
curriculum. How feasibleisthisand how can HI'swork beincorporated into PPC'swork ?
A: TheHl isstill very much at the stage of developing its human resources. At the sametimeitis
looking for more collaboration with WHO, FAO, WFP etc.
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Section VI: The Rome Declaration

Although it was hoped that an overall PPC framework would be agreed upon, no concrete decision was
reached on this point. Since PPC isstill initsfledgling first year, it may be too early to definitively
assign responsibilities. However, as the partnership expandsit will become increasingly important to
clearly outline each partner's role and commitment and it is envisaged that at the third PPC Meeting in
2003, more watertight pledges and delineated undertakings with time-lines can be agreed upon so that
planning for the years ahead is more structured and stable.

Partnership for Parasite Control (PPC)*
Rome Declaration - 26" April 2002

Statement

In 2000 the World Health Report pointed to infectious and parasitic diseases -
most of which are preventable or treatable - and ranked them as the primary cause of
death in the world today. In fact the burden due to soil-transmitted helminths (STH) and
schistosome infections is enormous: more than 40% of the tropical disease burden,
excluding malaria, are due to this group of infections. Over 2 billion people are affected
world wide, of whom more than 300 million suffer from associated severe morbidity:
Summed together STH and schistosome infections are the most prevalent parasitic
infections in the world.

= For schistosomiasis, over 200 million people are infected: 85% of these live in Africa
where an estimated 280,000 people may die of schistosomiasis every year® .

= For STH, 2 billion are infected and 135,000 are estimated to die every year.

Poorer families are perpetually those who suffer the most and within that group pre-school
and school-age children, adolescent girls and pregnant women - all at critical phases of life
- are put at the highest risk. The impact in terms of individual suffering is silently
devastating while in economic terms, the productivity of entire countries is dampened and
for each new generation of children, their schooling and healthiness are compromised.

In many of these countries where schistosomiasis and STH infections are endemic,
there is still no control programme.

Cont...

4 M.J.van der Werf, SJ. deVlas, S. Brooker, C.W.N. Looman, N.J.D. Nagelkerke, J.D.F. Habbemaand D. Engels. Quantification of clinical morbidity

associated with schistosomeinfectionin sub-Saharan Africa ActaTropica, in press.
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Today, several converging issues make it a vitally propitious time to act:

= Cheap, safe, non-toxic and effective drugs that can be delivered by non-medical
personnel are available to treat STH and schistosomes.

The cost of treating a child for both infections is less than US$ 0.30 per year.

= Governments are increasingly convinced and committed to tackling the problem.

= A clear vision with a practical and proven control approach exists.

= Massive positive spin-offs, which stay with the country, are direct and indirect: early
intervention far outweighs the cost of late treatment; the quality of life for those
treated is drastically improved; local business partnerships are stimulated leaving a
tangible, sustainable basis for development. Children's ability to learn and grow
healthily and women's ability to give birth to well, full-term babies without
compromising their own health are substantially boosted.

= In short, controlling these parasitic infections has immense, social, health,
educational and economic returns.

= The PPC brings together key professionals and countries and is active and alive, the
vital issue is to maintain and expand this momentum.

Goals and Vision

Our vision is of a world free of the scourge of the diseases caused by STH and
schistosomes. We estimate that this target can be reached at a total cumulative cost of
US$270 Million.

The way forward
Mindful of the Millennium Development Goals aimed at eradicating extreme poverty and
hunger, reducing childhood mortality, combating disease and developing global
partnerships for development

The PPC will:

Campaign for and implement the Global Plan for schistosomiasis and STH Control
making sustainable regular anthelminthic treatment available to 400 million children in
100 countries by 2010 and other high risk groups.

Increase its advocacy drive and convince key decision makers of the critical
need for parasite control.

Collate and share information on parasite control activities around the globe.
Build a global network of partnerships extending down to the local level.

Encourage inter-sectorial collaboration (health, education, agriculture, safe water and
Sanitation)for sustainable parasite control.

Mobilize resources for parasite control.

Provide economies of scale on drug procurement and delivery.
Cont...

PPC Second Meeting Rome - April 2002 37




*The Partnership for Parasite Control (PPC) is an informal forum which includes national
governments, NGOs , UN Agencies and other public and private actors. It is open to all with an
interest in supporting and implementing programmes that contribute to sustainable STH and
schistosome control.

The Second PPC Meeting, held at the World Food Programmes Headquarters in
Rome (April 25t™-26™" 2002), was attended by representatives from:

The Governments of Cambodia, Japan, Tanzania and Uganda

The World Food Programme (WFP)

The World Health Organization (WHO)

The World Bank (WB)

The United Nations International Children’s Emergency Fund (UNICEF)
The Food and Agricultural Organization (FAO)

Project HOPE

The CORE Group

The Pan-American Health and Education Foundation (PAHEF)

The Ivo de Carneri Foundation

Imperial College of Science, Technology and Medicine

The Danish Bilharziasis Laboratory (DBL)

MEDPHARM

Istituto Superiore di Sanita

The Schistosomiasis Control Initiative (SCI)

The University of Glasgow (on behalf of the EU Concerted Action on praziquantel)
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Dr M. Albonico, Ivo de Carneri Foundation, v. IV Marzo 14, 10122 — Torino, Italy (albonico@tin.it)
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(allenh@who.int)
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Mr J. Blanks, Director, Strategic Planning and Government Affairs, Project HOPE, 22646
Millwood, Virginia, USA (jblanks@projecthope.org)
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(Dbundy @worldbank.org)

Dr A. de Carneri, Ivo de Carneri Foundation, Viale Monza 44, 20127 — Milano, Italy
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Dr F. Curtale, International Centre for Health Management, Istituto Superiore di Sanita, 299,
Viale Regina Elena, 00161 — Rome, Italy (f.curtale@iss.it)

Dr L. Drake, Partnership for Child Development, Imperial College of Science Technology
and Medicine, Imperial College of Medicine, University of London, Norfolk Place, London
W2 1PG, UK (lesley.drake@ic.ac.uk)

Dr L. Eckhert, Senior Medical Advisor, Project HOPE, 22646 Millwood, Virginia, USA
(Leckhert@projhope.orq)

Dr D. Engels, World Health Organization, 20, Avenue Appia, 1211 Geneva 27, Switzerland
(engelsd@who.int)

Dr A. Fenwick, Co-Director, Schistosomiasis Control Initiative, Harvard School of Public Health,
51, Wezarat El Zeraa St., Agouza, Cairo, Egypt (afenwick@menanet.net)

Dr F. Font, Senior Officer, Community Health, International Federation of Red Cross and Red Crescent
Societies, 17, chemin des Créts, Petit Saconnex, 1211 - Geneva 19, Switzerland (font@ifrc.org)

Mr P. Furu, Danish Bilharziasis Laboratory, Jaegersborg Allé, 1D, 2920 Charlottenlund, Denmark
(pf @bilharziasis.dk)

Ms J. Gersky, Executive Director, Pan American Health & Education Foundation, 525 23rd Street
N.W., Washington, D.C. 20037-2895, USA (Gerskyje@paho.org)

Professor P. Hagan, Division of Infection and Immunity, Institute of Biomedical and Life Sciences,
University of Glasgow, Glasgow, Scotland, UK (p.hagan@bio.gla.ac.uk)

Dr T. Jackson, INMED,... awaiting full details

Mr Nandiguim Kamnadji, School Feeding Support Unit, World Food Programme, Via Cesare Giulio
Viola, 68/70, Parco de' Medici, 00148 Rome, Italy (Nandiguim.Kamnadji @wfp.org)
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Dr R.M. Keith, Health Adviser, Save the Children Fund, Mary Datchelor House, 17 Grove Lane,
Camberwell, London, SE5 8RD, UK (r.keith@scfuk.org.uk)

Mr A. Koval, MEDPHARM, 2000 L Street, NW, Suite 807, Washington, DC 20036, USA
(akoval @medpharm.net)

Mr K. Lyonette, WHO Temporary Adviser, c/o CPE, World Health Organization, 20,
Avenue Appia, 1211 Geneva 27, Switzerland (Iyonette@bluewin.ch)

Dr G. Majori, Istituto Superiore di Sanita, Laboratorio di Parassitologia, Viale Regina Elena 299,
10016 — Rome, Italy (Mgjori @iss.it)

Dr S. Malé, Senior Epidemiologist, Health and Community Development Department (HQ
TS 00), UNHCR, rue de Montbrillant 94, Case postale 2500, 1211 Genéve 2, Switzerland
(male@unhcr.ch)

MsA. Mitchell, Chief, School Feeding Programme, World Food Programme, Via Cesare
Giulio Viola, 68/70, Parco de' Medici, 00148 Rome, Italy (arlene.mitchell @wfp.org.)

Dr M. Mokbel, World Health Organization, 20, Avenue Appia, 1211 Geneva 27, Switzerland
(mokbelm@who.int)

Dr A. Montresor, World Health Organization, 20, Avenue Appia, 1211 Geneva 27, Switzerland
(montresora@who.int)

Dr M. Neira, World Health Organization, 20, Avenue Appia, 1211 Geneva 27, Switzerland
(neiram@who.int)

Ms Peggy Nelson, Chief, Office of Development Activities, Operations Department, World Food
Programme, Via Cesare Giulio Viola, 68/70, Parco de' Medici, 00148 Rome, Italy

(Peggy.Nelson@wfp.org)

Mr D. Newberry, The CORE Group, 220 “I” Street NE, Washington, D.C., USA

Dr K. Okamoto, Director, Office of International Co-operation, International Affairs Planning Division,
Ministry of Health, Labour & Welfare, Minister's Secretariat, 1-2-2, Kasumigaseki Chiyoda-ku,
100-8916- Tokyo, Japan (okamoto-kouji @mhlw.go.jp)

Ms Diana Populin, Nutrition Unit, World Food Programme, Via Cesare Giulio Viola, 68/70, Parco de
' Medici, 00148 Rome, Italy (Dianne.populin@wfp.org)

Dr E. Renganathan, World Health Organization, 20, Avenue Appia, 1211 Geneva 27, Switzerland
(renganathane@who.int)

Dr F. Ronchi-Proja, United Nations Representative of the International Federation of Home
Economics, Rome, Italy (Tel/fax +39 06 577 9068)

Ms Y ukako Sato, Programme Officer, Office of Development Activities, Operations Department,
World Food Programme, Via Cesare Giulio Viola, 68/70, Parco de' Medici, 00148 Rome, Italy
(Y ukako.Sato@wfp.org)

Dr L. Savioli, World Health Organization, 20, Avenue Appia, 1211 Geneva 27, Switzerland
(saviolil@who.int)

Dr P. Shetty, Chief, Nutrition Planning, Assessment and Evaluation Service, Food and Nutrition
Division, FAO, Rome, Italy (Prakash.Shetty@fao.org)
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Mrs Flora Sibanda-Mulder, Programme Officer, School Feeding Support Unit, World Food
Programme, Via Cesare Giulio Viola, 68/70, Parco de' Medici, 00148 Rome, Italy
(Flora.Sibanda.M ulder@wfp.org)

Ms Dianne Spearman, Director, Strategy and Policy Division, World Food Programme, Via Cesare
Giulio Viola, 68/70, Parco de' Medici, 00148 Rome, Italy (Dianne.Spearman@wfp.org)

Dr M. Yacoob, Children’s Health, United Nations Foundation (UNF), 1301 Connecticut Ave., N.W.-,
Washington, D.C. 20036, USA (myacoob@unfoundation.org)

Dr N. Zagaria, World Health Organization, 20, Avenue Appia, 1211 Geneva 27, Switzerland
(zagarian@who.int)

Countries represented:
CAMBODIA (Dr. M. Sinoun, MoH, Phnom Penh)

ECUADOR (Mr D. Nelson, WFP, Quito)
TANZANIA (Dr U. Nyandindi, MOH, Dar-es-Salaam)

UGANDA (Dr N. Kabatereine, Vector Control, Ministry of Health, Entebbe)
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