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INFECTIOUS DISEASES

Neglected infectious diseases (NID), which include
Chagas disease, fascioliasis, soil-transmitted helmin-
thiases, leprosy, leishmaniasis, lymphatic filariasis, on-
chocerciasis, plague, human rabies transmitted by dogs,
schistosomiasis, congenital syphilis, neonatal tetanus
and trachoma, affect the poorest of the poor. These dis-
eases impose a nearly indescribable set of burdens on
communities and individuals, not only because of the pain
and suffering they cause, but also because of the loss of in-
come and the chronic stigma and discrimination associated
with their sequelaes, irreversible in many cases. These can
include blindness, chronic anemia, tissue loss and physical

Preface photo: Children doing activities to help fight Hanseniasis
disease.

disfigurement, and permanent disability leading affected
families to an even more challenging and limited quality of
life-style.

We call these diseases ‘neglected” because for many
years they received insufficient attention, keeping millions
from accessing treatment and health care, despite the fact
that many treatments are often extremely inexpensive (2
to 4 US cents per dose) or even donated through the Pan
American Health Organization (PAHO) and World Health Or-
ganization (WHO); and in some cases they can cure more
than one NID at a time. Resolving NID through control and
elimination is a public health gesture of human rights and
equity, and countries of the Americas are taking the chal-
lenge seriously.



Gaining a clear understanding of the public health and social impact of NID, and how to
address them, including the commonly-seen coinfections (more than one NID in the same in-
dividual), requires government commitment reflected in a robust surveillance and monitoring
system that provides precise information, with NID surveillance instruments integrated into
wider epidemiological data collection systems operating from the field. It is equally important
to ensure that laboratory test results actually confirm clinical diagnosis and are preceded by
rapid screening tests available through primary health care systems to facilitate early detec-
tion and proper treatment. NID control actions should also be carried out within the context
of the strategy for universal health access to health and universal health coverage, so that all
at-risk populations have access to services and can receive appropriate care. Government
commitment should be accompanied by sound national policies established to address the
social and environmental determinants of these diseases and reduce their adverse health
and economic consequences driven by stigma and discrimination.

This report shows that a number of countries of the Americas have successfully eliminat-
ed transmission of several NID in all or part of their territories, thus showing what each en-
demic country in the region should and can accomplish. However, for the Americas to reach
the regional and global targets to eliminate more than a dozen NID, a concerted effort must
be made now by every endemic country to ensure that robust public health actions reach
those who need them most. Actions should be taken to treat all children at risk of contract-
ing soil-transmitted helminth infections; protect every child and pregnant mother from the
mosquito bites that transmit malaria and from other insects that transmit Chagas disease
and leishmaniasis; treat efficiently and well-timed young children and family members with
safe and high quality anti-NID medicines; and that all people who arrive at a hospital with
leishmaniasis, schistosomiasis, fascioliasis or blinding trachoma receive proper care so they
leave the hospital cured and in good health, and their families can easily follow up their
progress with support of local health care units.

All of this requires a comprehensive, cross-cutting approach in which the instruments used
to combat NID are combined with integrated management of vectors, field epidemiology,
and primary health care. Nevertheless, such efforts will prove inadequate in the long term
unless the public health sector works collaboratively with partners and stakeholders to also
address the environmental and social determinants that lead to NID emergence and main-
tenance. A change in behavior by all people who are at risk of contracting these diseases is
required, along with regulatory and social changes that create a healthy environment.

(!

—

“RESOLVING NID
THROUGH CONTROL
AND ELIMINATION IS A
PUBLIC HEALTH GESTURE
OF HUMAN RIGHTS AND
EQUITY, AND COUNTRIES
OF THE AMERICAS ARE
TAKING THE CHALLENGE
SERIOUSLY."



We are committed to ensuring that all people have access to the health care they need,
when they need it, with quality to contribute to reduce pain, suffering, impairment and dis-
abilities. Through our work, we promote and support the right of everyone to good health.
Eliminating priority neglected infectious diseases is a commitment of PAHO and its Member
States which is reflected in the new Plan of action for the elimination of NID and the post-
elimination actions for the period 2016 - 2022.

By bringing together countries, communities and other partners and supporters, we in-
tend to progress more quickly and intelligently, to sustain the work that has been carried out
and reach our elimination goals. | recognize our countries and their leading efforts against
NID through this publication, and encourage them to give the final push for the elimination
of NID, once and for all, from the Americas.
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GT-dengue

GTMP

Amazon Malaria Initiative (USAID)
Directing Council (Consejo Directivo) (PAHO)

Leprosy and Diseases in the Process of Elimination (Coordenacdo Geral Han-
seniase e Doencas em Eliminacdo) (Brazil)

National Center for the Control of Tropical Diseases (Centro Nacional de Con-
trol de Enfermedades Tropicales) (Dominican Republic)

Communication for Behavioural Impact (WHO disease-response methodology)
Children Without Worms (NGO in Atlanta, Georgia)

Dana Center for Preventive Ophthalmology (Johns Hopkins University, Balti-
more, MD, USA)

N.N-Diethyl-meta-toluamide (mosquito repellent) Organizacion Panameri-
cana de la Salud

Elimination of Malaria in Mesoamerica and the Island of Hispaniola
Expanded Programme on Immunization (WHO)
Global Fund to Fight AIDS, Tuberculosis and Malaria

International Dengue Task Force (Grupo de trabajo focalizado en la lucha con-
tra el dengue)

Global Trachoma Mapping Project



HiAP
IMCI
IMS-Dengue

INLASA

IPCA

Health in All Policies
Integrated Management of Childhood Iliness (AEIPI, in Spanish)
Integrated Management Strategy to Prevent and Control Dengue

National Institute of Health Laboratories of Bolivia (/nstituto Nacional de Labo-
ratorios de Salud Bolivia)

Initiative of the Countries of Central America and Belize for Interruption of
Vector-borne Transmission of Chagas disease by R. prolixus, Reduction of
Household Infestation by Triatoma dimidiata, and Elimination of Transfusional
Transmission of T. cruzi

Initiative of the Central American Countries and Mexico for the Interruption of
Vector-borne and Transfusional Transmission, and Medical Care for Chagas
Disease

International Trachoma Initiative

Latin America and the Caribbean

Millennium Development Goals

Mectizan Donation Program (Merck)

Nongovernmental organization

Neglected Infectious Disease (terminology used by PAHO)

National Program to Eliminate Lymphatic Filariasis (Haiti)



NTD

OEPA

PAHO

PASC

PHC

PPP

RAVREDA

RBM

RELDA

SAFE

SDGs

SEDES

SisLeish

STH

Neglected Tropical Disease (terminology used by WHO)

Onchocerciasis Elimination Program for the Americas

Pan American Health Organization

Pan American Sanitary Conference (Conferencia Sanitaria Panamericana)
Primary health care

Public-private partnership

Amazon Network for the Surveillance of Antimalarial Drug Resistance (Red
Amazonica de Vigilancia de la Resistencia a los Antimalaricos)

Roll Back Malaria Partnership

Dengue Laboratory Network of the Americas (Red de Laboratorios de Dengue
de las Ameéricas)

Surgery, Antibiotics, Facial cleanliness, and Environmental improvement
(WHO Strategy for Blinding Trachoma)

Sustainable Development Goals
La Paz Departmental Health Service

Regional Leishmaniasis Information System (Sistema de Informacion Regional
de Leishmaniasis)

Soil-transmitted helminth infection
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TDR

UHA

UHC

USAID

WFP
WHA

WHO

Brazil's Unified Health System (Sistema Unico de Saude)

Test, Treat, and Track initiative (WHO program to promote scale-up of diag-
nostic testing, treatment and surveillance for malaria)

Special Programme for Research and Training in Tropical Diseases (multi-
agency program to combat diseases of poverty, hosted at WHO)

Universal health access initiative

Universal health coverage initiative

United States Agency for International Development
Vaccination Week in the Americas (PAHO Initiative)
World Food Programme

World Health Assembly (WHO decision-making body)

World Health Organization
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Neglected infectious diseases (NIDs)* are a set of
illnesses of infectious origin that persist today in the
world’'s poorest and most marginalized communities.
The World Health Organization (WHO) estimates that
more than 1,000 million individuals suffer from one or
more of these diseases and live in one of the areas asso-

ciated with an elevated risk of contracting them.




The diseases are called "neglected” because they are
associated with poverty and marginality and have failed to
receive either national or international attention or receive
sufficient resources to address them. Moreover, they have
not historically been a priority on public health or research
agendas.

Communities affected by NIDs in the Americas.

In the countries of the Americas, there are 14 diseases
in this group (between these include: Chagas disease,
fascioliasis, soil-transmitted helminthiases, leprosy and
leishmaniasis) and all constitute an obstacle to the social
and economic development of affected populations, lead
to stigmatization and discrimination, and have adverse ef-
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fects on the individuals who contract them. Moreover, they disproportionately affect indig-
enous populations and people of African descent, as well as poor populations in rural and
peri-urban areas, whose access to basic health services is often very limited.

In Latin America and the Caribbean (LAC) some 200 million individuals live in poverty: 47
million survive on less than US$ 1 per day, while another 74 million live on less than US$ 2
per day. These groups are vulnerable to contracting NIDs. A number of NIDs are also closely
associated with lack of access to safe drinking water and basic sanitation. In 2012, 12% of the
rural population in the Americas lacked access to safe drinking water, and 25% lacked ad-
equate basic sanitation. Due in part to these conditions, the Americas currently bears 8.8%
of the global burden of NIDs.

These diseases can be prevented, controlled, and even eliminated, provided that health
services both have and use the proper tools and resources and have the commitment and
support of their governments, partners, and donors.

1. WHO calls to this group
neglected tropical diseases, but in
PAHO's Resolution CD49.R19 it is
decided that the name to use in the
Americas it is Neglected Infectious
Disease because not all in the list for
the Region are tropical (i.e., congeni-
tal syphilis and neonatal tetanus).
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The social and economic circumstances that people are
born in, live in and work in, resulting from the distribution
of power and resources, directly dffects the spread of
NIDs.



IN THE AMERICAS, NIDS (ALL EXCEPT DENGUE?) > Ja—
CLASSIFIED IN ONE OF THE THREE GROUPS -
BELOW ACCORDING TO THE EASE WITH WICH el
THEY COULD BE ELIMINATED OR CONTROLLED: -
Lymphatic
filariasis

2 DISEASES WHOSE INCIDENCE COULD BE

REDUCED AND DETECTED CASES BETTER
ADDRESSED DESPITE THE CURRENT LACK OF
SPECIFIC CONTROL AND ELIMINATION GOALS

W

Dog-mediated

human rabies D I S EAS
2 DISEASES THAT COULD BE CONTROLLED OR TH E AM E
DRASTICALLY REDUCED3
-|O I DISEASES THAT COULD BE ELIMINATED Chagas disease

Neonatal
tetanus* é?(yl)ﬁ

Congenital
syphilis



Malaria

Fascioliasis

Onchocerciasis
(river blindness)

Leishmaniasis

Schistosomiasis

Soil-transmitted helminth
infections (STHs)

This publication also incorporates dengue, which is
another neglected infectious diseases, despite not
being part of the CD49.R19 Resolution®, in which the
elimination of NIDs and other poverty-related
infections are addressed, it is part of the list of
neglected tropical diseases of WHO and is a priority
for the Region.

W

\

7

2 Although dengue is not specified in Resolution CD49.R19, it is included in
PAHO's list of neglected tropical diseases, and it is a primary priority for the
Americas, hence why it is included in this document.

31n 2012, the World Health Assembly adopted a resolution to eliminate
schistosomiasis. Thus, the objective for Group 2 actually applies solely to
soil-transmitted helminthiasis, and schistosomiasis was transferred to
“Diseases that could be eliminated" group.

4 This document only covers 10 of 14 neglected infectious diseases
included in CD49R19 (those not covered are syphilis, human rabies
transmitted by dogs, prenatal tetanus and plague).

5 49th Resolution of the PAHO Directing Council CD49.R19: Elimination of
neglected diseases and other poverty-related (October 2009).
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BLINDING TRACHOMA

1 million of population
at risk

"| countries

DEATHS AND COUNTRIES

-

SOIL-TRANSMITTED
HELMINTH INFECTIONS

H6 million children
age 1-14 at risk

24 countries

AFFECTED PER YEAR

DUE TO NIDs
IN THE AMERICAS, 2014.

I POPULATION AT RISK
B8 NUMBER OF CASES
COUNTRIES AND TERRITORIES AFFECTED

BN DEATHS PER YEAR

ONCHOCERCIASIS
123 192 population at
risk
6 countries with 13 foci:

+ 10 foci with
transmission
eliminated (3 verified
by WHO by end of
2015)

* | foci with interrupted
transmission

» 2 foci where
transmission is ongoing

PAHO/WHO

SCHISTOSOMIASIS

25 million poputation
at risk

1,6 million of
school-age children who
require treatment
annually

10 countries:

« 2 countries need to
establish treatment

» 2 countries have low
transmission

« Owhereitis
suspected that
transmission has been
interrupted
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LYMPHATIC FILARIASIS

12,6 million population
at risk

Y countries

CHAGAS DISEASE

H OO0 deaths per year
on average

30 OOO new cases per

year on average

70 million population
at risk

6 millioninfected
people

2] countries

FASCIOLIASIS

250 000 population at

risk

2 countries

MALARIA

Q0 deaths
390 000 cases

FROM2010 120 million population

at risk

2] countries

LEPROSY

33 789 new cases

24 countries

CUTANEOUS LEISHMANIASIS

Q2 deaths
51 098 cases

240 million
population at risk

16 countries

e

DENGUE

H83 deaths per year on
average in the last 15
years

562 million

population at risk

Sl countries y territories

R

VISCERAL LEISHMANIASIS

235 deaths
3 624 cases

72 million population
at risk

6 countries
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PRINCIPAL CAUSES!

POVERTY AND OTHER SOCIAL
DETERMINANTS OF HEALTH

D @

Reduce the poverty of endemic
populations.

Reduce the inequity cause by
sociocultural and gender factors.

Reduce disasters and conflicts
in both the social sphere and the
health system.

Infectious diseases are closely associated with the social determi-
nants of health (i.e., the social and economic circumstances in which
people are born, live, and work) as a result of the inequitable distribution
of power and resources across different levels of socioeconomic status.

In response to concerns about increasing inequities in health, WHO has
highlighted various social determinants of health that need to be addressed
in order to control and eliminate certain diseases, including NIDs. The rec-
ommended measures for addressing these inequities are as follows:

Improve the health of migrant
populations.

Reduce environmental risk fac-
tors.

.

o

[\
[N

N

Work on an intersectoral basis to
address adverse factors related
to water, sanitation, and housing.

k



STRATEGIES FOR

CON’

'ROLAND

EVENTUAL

ELIMI

NATION IN

THE AMERICAS

00
00 ;
e, o| Preventive chemotherapy
o

Intensified case management

% Integrated management of vec-

tors

NIDs share certain epidemiologic and transmission-related features.
Thus, several of these diseases can be found in the same geographic
zones, affecting similar population groups. This creates opportunities to
piggyback on interventions that 1) are part of existing public health pro-
grams, 2) are recognized by the communities, and 3) reach the affected
population groups. Examples of these types of interventions are the Ex-
panded Programme on Immunization (EPD, programs to control vector-
borne and nutrition programs, Integrated Management of Childhood Illness
(IMCI) program, and interventions in primary health care (PHC). Integrating
new interventions with existing programs eliminates the need to create new
structures and promotes more efficient use of existing ones.

PAHO/WHO recommends six integrated public health strategies to
combat NIDs:

Provision of potable water and sanitation,
and improved hygiene

Tl

Veterinary public health

O
@)
O

@)

Health education in the communities

29



LANDMARK ACTIONS THAT HAVE
HELPED REDUCE THE SUFFERING
CAUSED BY THESE DISEASES

ELIMINATING NIDS REQUIRES DECISIVE AND
ACTIVE COMMITMENT BY MEMBER STATES,
PARTNERS, AND ALLIES, AS WELL AS
PARTICIPATION BY THE AFFECTED COMMUNITIES.
The commitments of PAHO/\AWHO, and landmark
actions in combating these diseases over the last 25
years, are listed below.

i

The World Health Assembly
approved RESOLUTION
WHA44.9, which designated
leprosy as a public health
problem and set the goal of
eliminating the disease

/ / worldwide.

/ f The PAHO/\WHO Directing

/ Council approved RESOLUTION
CD35.R14, which set the goal of
eliminating onchocerciasis in the
Americas.

=

THE ONCHOCERCIASIS
ELIMINATION PROGRAM FOR
THE AMERICAS (OEPA) was
established to provide technical
assistance to countries.

1993

|||I:l
—

Starting this year, NO NEW
CASES of blindness due to
onchocerciasis were reported in
the Americas.
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12Q0-199Q

The WHA approved RESOLU-
TION WHA51.11, which calls for
the global elimination of
blindness due to trachoma.

i

The WHA approved RESOLU-
TION WHAB1.14, which sets the
goal of eliminating the transmis-
sion of Chagas disease.

o —
o —
o —

The goal of ELIMINATING
LEPROSY WORLDWIDE was
achieved. (leprosy as a public
health problem).

THE MILLENNIUM DEVELOP-
MENT GOALS (MDGS) were
established, with MDG 6 calling
for reducing the incidence of
malaria by 2015.

1298

Bl

The WHA approved RESOLU-
TION WHA54.19, which calls for
strong action to combat
neglected infectious diseases
(NIDs). including soil-transmitted
helminth infections (STHs) and
schistosomiasis.

2000

The PAHO/WHO Directing
Council approved RESOLUTION
CD44.Rg, which established the
Integrated Management
Strategy to Prevent and Control
Dengue (IMS-Dengue)

200

v

THE STRATEGIC PLAN FOR
MALARIA IN THE AMERICAS
(2006-2010) was eslablished
with the goal of reducing and
eliminating the disease

2003

2006 ——















ONCHOCERCIASIS (RIVER
BLINDNESS)

In 2013, Colombia became the first
country in the world verified by WHO as
having eliminated onchocerciasis.
Ecuador followed in 2014, and Mexico in
2015, Guatemala requested verification
in 2014, and results are expected in
2016. The number of individuals nee-
ding treatment for this disease declined
by 93% between 2009 and 2013, while
the number of foci with active transmis-
sion dropped from seven to two.

LYMPHATIC FILARIASIS

Since 2009, Costa Rica, Suriname, and
Trinidad and Tobago are no longer on
the list of countries with endemic
lrlmphatic filariasis. In Brazil, Haiti, and
the Dominican Republic, disease
transmission has been significantly
reduced, approaching the goal of
elimination. The most recent data (2013)
indicate that a total of 7 million indivi-
duals were treated for this disease in
the Americas, principally in Haiti.

@ CHAGAS DISEASE

In Central and South America, 17
countries (Argentina, Belice, Bolivia,
Brazil, Chile, Colombia, Costa Rica, El
Salvador, Guatemala, Guyana, Honduras,
Mexico, Nicaragua, Panama, Paraguay,
Peru, and Uruguay) have eliminated
transmission of Chagas disease in most
or many of the regions in those coun-
tries inhabited by the insect that
transmits the disease. In 21 countries
where the disease is endemic, scree-
ning for the disease has been carried
out for 100% of blood bank donors.

BLINDING TRACHOMA

Mexico has evidence of having elimina-
ted blindness due to trachoma, and
could request validation from WHO in
2016.




NEGLECTED INFECTIOUS DISEASES
Since 2009, 17 countries have prepared
comprehensive action plans to combat
NIDs. Six countries have officially
launched such plans: Brazil and
Honduras, in 2012, for six and nine
diseases, respectively; Colombia and
Guatemala, in 2013, for three and six
diseases, respectively; and El Salvador
and Nicaragua, in 2014, for nine and six
diseases, respectively.

SCHISTOSOMIASIS

Six countries and territories (Antigua
and Barbuda, the Dominican Republic,
Guadalupe, Martinique, Montserrat, and
Puerto Rico) may have eliminated
schistosomiasis transmission (further
evaluation of the data is needed for
confirmation), and Suriname and St.
Lucia may be close to eliminating it.

@ vaLarA

Interest and sét.gaport have successfully
been increased for accelerating the
elimination of malaria through new
initiatives such as the Elimination of
Malaria in Mesoamerica and the [sland
of Hispaniola (EMMIE), and the Haiti
Malaria Elimination Consortium
(HaMEC).

ENDEMIC MALARIA

Currently, in 14 of the 21 countries
where malaria is endemic (Argentina,
Belize, Colombia, Costa Rica, the
Dominican Republic, EL Salvador,
Guatemala, Haiti, Honduras, Mexico,
Nicaragua, Panama, Paraguay, and
Suriname), work is in progress on the
goal of eliminating this disease.



MILLION
SCHOOLCHILDREN

MILLION
PRE-SCHOOL
AGE CHILDREN
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CHALLENGES

The Americas faces many serious challenges with regard to
controlling and eliminating NIDs. A final drive by the countries is
needed. in the form of comprehensive. intersectoral.
sustainable measures capable of protecting the health of the
most vulnerable populations. Stronger political commitment to
improving access to treatment and monitoring the number of
people suffering from these diseases, as part of PHC and UHC
initiatives, is also needed.

Health and other authorities will need to formulate and
implement intersectoral policies, plans. and projects. integrated
in each country's local and national context, or in the areas
where these diseases are endemic, through collaboration and
agreements with the affected communities and key partners, At
present, the most important needs are the following:

IDENTIFY AND DISSEMINATE
information on actions and best practices to be
implemented in the post-elimination phase in
order to protect achievements and detect any
reemergence of the diseases,
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MONITOR AND EVALUATE
progress toward the goals of control and
elimination, using appropriate tools such as
evaluation of transmission, epidemiologic
surveillance, and impact evaluation, among
others.

CONDUCT OVERSIGHT AND REASSESS
the progress of the relevant plans, programs, and
projects in the countries.




KEEP

senior policy staff focused on the issue of NIDs and

ensure that the issue remains among the priorities

of ministries of health and national governments,

while sustaining long-term interest in combating this

g:oup of diseases and maintaining commitments to
e necessary funding.

partnerships at all levels by improving
coordination and planning with strategic
partners and allies.

@ KEEP AND STRENGTHEN

MOVE FORWARD

in developir:)% action plans for the control and
elimination of NIDs, implementing such plans
locally as part of UHC and PHC,




NIDs THAT COULD
BE ELIMINATED

CHAGAS
DISEASE:

THE AMERICAN ENDEMIC DISEASE




Chagas disease, or American trypanosomiasis, is a
potentially fatal parasitic disease caused by the mi-
croorganism Trypanosoma cruzi.

The disease is transmitted to humans by the bites of insects popularly
known by local names such as vinchucas, chinches, chirimachas, or kissing
bugs depending on the country. These insects feed on blood and commonly
live in the cracks of poorly constructed dwellings, hiding during the day and
becoming active at night, biting people while they are asleep. The parasites
enter the body when someone who has been bitten instinctively scratches

%

Regular house visits help those affected by NIDs to adequately take
the recommended medication.
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the bite and thus introduces feces
left by the insect into the wound
created by the bite, or subsequently
touches another open cut/wound,
an eye, or their mouth. The parasite
can also be transmitted through
blood transfusions and organ trans-
plants, from mother to child during
pregnancy, and by consuming food
contaminated by the insects that
transmit the disease.

The first symptoms of infection in-
clude headache, fever, skin lesions,
inflammation of the ganglia, and ab-
dominal pain. Over time, the disease

can have irreversible and chronic ef-
fects on the nervous system, diges-
tive tract, and heart. One of the best-
known indicators of the chronic dis-
ease is the so-called “Chagas heart’
enlargement of the heart that can
alter the heart rate and even cause
heart failure, seriously affecting the
sufferers quality of life.

Treatment with benznidazole or
nifurtimox can cure the disease if
the drug is administered shortly
after infection. If the infection is al-
ready chronic, treatment can slow
its progress.

v STATUS IN THE AMERICAS

Chagas disease is found princi-
pally in Latin America, but in recent
decades cases have also been diag-
nosed in Canada, Europe, the United
States, and some countries in the
\Western Pacific, as infected persons
migrate from endemic areas.

Chagas disease is the most
common of all neglected infec-
tious diseases of all in the Ameri-
cas. Infection is limited to the poor-
est rural areas of Latin America and
the Caribbean, where 80% of cases
are produced by bites from insects
that transmit the disease.

The disease is endemic in 21
countries in the Americas, affect-
ing some 6 million people annually.
Each year 30,000 new cases are re-

““*CHAGAS HEART"
ENLARGEMENT OF THE
HEART THAT CAN ALTER

THE HEART RATE AND EVEN
CAUSE HEART FAILURE,
SERIOUSLY AFFECTING THE
SUFFERERS QUALITY OF LIFE.”

ported, and 9,000 newborns are in-
fected each year during pregnancy.

Currently, more than 70 million
individuals in the Americas live in
areas at risk of contracting the dis-
ease. Table 1 shows its geographic
distribution.



Table 1. Number of persons infected with Trypanosoma cruzi and at risk of contracting
Chagas disease, by subregion in Latin America and the Caribbean
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The health determinants that directly affect Chagas disease involve
A \X/HY |T pE RS|STS | N TH E poverty and housing conditions in the endemic areas. As long as
AM E R | CAS housing does not improve, and construction materials encourage the

presence of vectors and the rapid transmission of the infection, this dis-
ease will be very difficult to control.
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A MEASURES THAT CAN HELP

REDUCE THE SUFFERING OF

PEOPLE AFFECTED BY IT

Efforts to combat Chagas disease must combine
the elimination of transmission caused by the vec-
tor insect, to interrupt blood-borne transmission
(transfusions, transplants, and congenital transmis-
sion), with control of outbreaks due to food-borne
transmission.

The main prevention and control methods are as
follows:

Spraying dwellings and their surroundings with
insecticides in endemic areas.

Improving housing to prevent infestation by the
vector.

- Taking personal preventive measures, such as
using mosquito nets.

Adopting universal screening of blood and or-
gan donors.

Establishing environmental control programs.

AN

Promoting hygienic practices in food prepara-
tion, transport, storage, and consumption.

Strengthening detection programs for diagnos-
ing and treating pregnant women and women of
reproductive age.

Strengthening perinatal programs for monitor-
ing and tracking newborns diagnosed with Cha-
gas disease.

The strategy for integrated control also includes di-
agnosis and treatment of all affected persons entering
the national primary care system.

WHO recommends benznidazole and nifurtimox for
antiparasitic treatment. For acute cases, cure rates and
quality-of-life benefits are high; for chronic cases, the
course of the disease can be limited significantly.




STEPS BEING TAKEN IN THE

AMERICAS

The objectives set by PAHO/WHO are to inter-
rupt household transmission by the principal vector,
eliminate blood-borne transmission of the parasite,
and provide access to treatment and care in the PHC
system by 2020. Since the beginning of the 1990s, the
affected countries have organized to actively combat
Chagas disease and reach the established targets.
Coordinated by PAHO/WHO, modalities of coopera-
tion between countries known as Subregional Initia-
tives for the Prevention and Control of Chagas Disease
were created and launched in different countries /
subregions over a 12-year span (Southern Cone, 1992
Central America, 1997; Andean countries, 1998; Ama-
zon countries and Mexico, 2004). These initiatives have
significantly reduced the number of acute cases, and
the household presence of the vectors that transmit
the infection, in all endemic areas, while also reducing

Middle photo: Living conditions and quality of life are
determining factors in the likelihood of contracting NIDs.

mortality and suffering caused by the disease.

Through PAHO/WHO, the countries in the Americas
receive 3,000 to 4,000 nifurtimox treatments each year
(approximately 900,000 tablets). Benznidazole, which
is now produced in Argentina and Brazil, can be pur-
chased through the PAHO/WHO Strategic Fund.
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A SUCCESSES

By 2015, the transmission of Chagas disease by the principal vec-
tors had been interrupted in all or part of the territories of 17 countries
in the Americas: Argentina, Belize, Bolivia, Brazil, Chile, Colombia, Costa
Rica, El Salvador, Guatemala, Guyana, Honduras, Mexico, Nicaragua, Pan-
ama, Paraguay, Peru, and Uruguay. Non-autochthonous species had also
been successfully eliminated.

Other advances include universal screening of blood donors in the
21 endemic countries, a gradual increase in the coverage and quality of
medical care for patients with the disease, universal screening, elimina-
tion of non-autochthonous vector species, and detection and treatment
of congenital cases.



Determining health factors that lead directly to Chagas disease are related to
poverty. Within poorly constructed houses in rural and suburban areas reside
the insects that transmit the disease.



HIGHLIGHT

CENTRAL AMERICA
CONQUERS AN
EXOTIC VECTOR

Central America provides a success model for the coordi-
nated fight against NIDs in the Americas. Belize, Costa Rica, El
Salvador, Guatemala, Honduras, Nicaragua, and Panama have
worked for more than 14 years to interrupt the transmission of
Chagas disease.

The disease vector Rhodnius prolixus was introduced to Cen-
tral America at the beginning of the 2oth century (1910) when
various specimens of hemipteran insects that had been brought
to El Salvador for research purposes as a gift from a European
university accidentally escaped from a laboratory. This danger-
ous species, which originated in South America, subsequently
spread to all Central American countries, where it led to a large
number of people becoming sick and dying and produced so-
cioeconomic repercussions for the next 100 years.

The presence of this insect, along with the autochthonous
species, generated endemic Chagas disease in the Central
American subregion. In 2006, approximately 800 000 people
were infected, 12 million were at risk of contracting the infec-
tion, and there were 8 500 new cases per year. By 2010, those
numbers had been cut in half.

The key to success in conquering the disease in Central
America was the countries' decision to work together to com-
bat it by adopting an integrated anti-vector. As a result, in 1997
three initiatives were established into one, the Initiative of the
Countries of Central America and Belize for Interruption of
Vector-borne Transmission of Chagas disease by R. prolixus,
Reduction of Household Infestation by Triatoma dimidiata, and
Elimination of Transfusional Transmission of T. cruzi (IPCA).
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n CHALLENGES

While substantial progress has been made in com-
bating Chagas disease in the last years, some countries
have not succeeded in interrumpting transmission in all
or some of their territory. In several countries, the situa-
tion has remained stable during the past four to five years.

One of the main current challenges is to treat infected
persons who have migrated to non-endemic countries.

The immediate public health goals for combating
Chagas disease are as follows:

- Maintain the interest, support, and investment of
the governments of the Americas in continuing to
further efforts to control the disease, thus minimiz-
ing the probability of infection for future generations
and improving the quality of life of all who are al-
ready infected.

AN

- Increase the coverage and quality of medical care
for Chagas disease for all patients, with an emphasis
on diagnostic capacity, treatment in PHC, and UHC.

- Strengthen vector control and elimination efforts
and increase epidemiologic surveillance.

- Provide incentives for and maintain screening of
blood and organ donors in all endemic countries.

- Prevent and treat the disease occurring through
the consumption of contaminated food.



SCHISTOSOMIASIS:

A DISEASE TRANSMITTED BY
FRESHWATER SNAILS

Schistosomiasis is an NID caused by the parasite Schistosoma man-
soni. People become infected when the parasite’s larvae, which are re-
leased into water bodies by freshwater snails of the genus Biomphalaria,
penetrate the skin when people come into contact with the contaminated
water.

The clinical form of the disease can be intestinal or urogenital, but only
the former is found in the Americas. The infection is characterized by
abdominal pain, diarrhea, and blood in the feces and can progressively
damage organs, create chronic sequelae, and, in the most advanced
cases, lead to enlargement of the liver or spleen.

The disease is prevalent in tropical and subtropical regions, particular-
ly in communities living in extreme poverty, without access to improved
basic sanitation facilities or potable water. Although there are no precise
figures on mortality, deaths from schistosomiasis are reported every year
among children as well as adults.

TREATMENT
AVAILABLE

CURABLE

- vOO
0000
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SERIOUS CASES
CAN LEAD
TO DEATH

qo

CHRONIC
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A STATUS IN THE AMERICAS

n WHY T PERSISTS IN THE
AMERICAS

An estimated 25 million people are at risk of contracting schistoso-
miasis in the Americas, and 90% of them are in Brazil. The other affected
countries are Venezuela (which also has a high level of transmission) St. Lu-
cia and Suriname (which have low, geographically focalized transmission).
Close to 1.6 million school-age children (5-14 years old) need preventive
treatment, principally in Brazil and Venezuela.

Antigua and Barbuda, Guadeloupe, Martinique, Montserrat, and Puerto
Rico need an evaluation of the disease's transmission in the areas where
the infection has historically been present but may have been eliminated. In
2013, a survey was conducted in the Dominican Republic to update infor-
mation on the transmission of schistosomiasis, and no positive cases of the
infection were found. Currently, the country is compiling all of the necessary
evidence to demonstrate that transmission has been interrupted.

Schistosomiasis is more common in men than in women because
of men's greater exposure to work activities that involve contact with
contaminated water. \Women who perform household work, such as
washing clothes in rivers or streams, where snails can be infected by the
parasite, are another at-risk group.

Population movements and migration to urban areas are introducing
the disease to new areas with limited or no access to sanitation services
and safe drinking water. Children are especially vulnerable to the disease
due to their lack of hygiene and tendency to play in rivers or streams with
vegetation and low water flow.



n MEASURES THAT CAN HELP
REDUCE THE SUFFERING OF
PEOPLE AFFECTED BY IT

A STEPS BEING TAKEN IN THE
AMERICAS

The objective set by PAHO/WHO is eliminate transmission of the
Americas. This goal was recently modified when international specialists
and countries in the Americas indicated that it would be possible to elimi-
nate the disease by 2020 with the tools currently available.

The main battle strategy is the administration of preventive treatment
on a massive scale, using the antiparasitic drug praziquantel, to achieve
a minimum of 75% coverage among school-age children living in at-risk
areas. In addition to this primary strategy, the following complementary
interventions should be considered:

- Reducing the contamination of rivers and streams with feces and
urine from infected persons, thereby controlling the snail population
and interrupting the parasite’s cycle of transmission. It is also important
to control irrigation and agricultural practices in endemic areas, and to
reduce the habitat of the freshwater snails by eliminating vegetation.

- Improving sanitation systems and access to potable water.

- Educating the community on reducing contact with contaminated
water and taking appropriate action when there is contact.

PAHO/WHO is actively involved in combating schistosomiasis, of-
fering countries the antiparasitic drug praziquantel free of charge, along
with laboratory materials and technical support for mapping; implement-
ing activities; and conducting monitoring and evaluation in order to help
eliminate the disease.
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By 2020, the Americas could be the first WHO region to successfully
A S U CC ESS ES interrupt the transmission of schistosomiasis, provided that the four en-
demic countries (Brazil, St. Lucia, Suriname, and Venezuela) increase their

efforts to eliminate the disease.

Notable in terms of progress to date are the following actions, by coun-
try:

In Brazil, data on the number of people with schistosomiasis are
being collected and updated in order to make adjustments to and
implement specific interventions to eliminate the disease.

+ In Venezuela, transmission has declined in some endemic states,
and diagnosis and individual treatment with praziquantel is being
practiced.

In St. Lucia, an action plan is being updated to improve surveillance
of schistosomiasis, and a national study that also incorporates STHs
is in progress to determine the epidemiologic status of both of these
infections and the measures that need to be adopted for their control.

In Suriname, interventions are being intensified to eliminate schis-
tosomiasis in the areas where cases have been detected among
schoolchildren, and a plan to control the disease is being developed.

Working with communities to identify and prevent contact with the snails that
transmit schistosomiasis is part of the solution.




n CHALLENGES

The greatest challenge in
eliminating schistosomiasis in
the Americas is increasing politi-
cal commitment in countries with
low levels of transmission so that
they intensify their efforts in this
final stage of the battle. National
health institutions tend to focus
their energy and work on the dis-
eases that cause the most morbid-
ity and mortality within the country,
making low-transmission diseases
a secondary concern. However,
if all countries give a final push to
establish concrete schistosomiasis
interventions, the disease could be
eliminated by 2020.

Eliminating schistosomiasis
within the desired timeframe is still
a realistic goal provided the follow-
ing actions are taken in the short
term:

- Updating information on
the status of the disease in
Brazil and Venezuela to help
strengthen control measures
with evidence-based results.

- Making adjustments in the
mass administration of medi-
cines in Braziland Venezuela in
accordance with WHO guide-
lines.

- Formulating a national plan
in Venezuela to address NIDs,
including schistosomiasis.

- Stepping up work to elimi-
nate the disease, especially in
countries with low prevalence,
such as St. Lucia and Suriname.

+ Compiling the information
needed for Antigua and Bar-
buda, the Dominican Republic,
Guadeloupe, Martinique, Mont-
serrat, and Puerto Rico to move
toward official verification of
elimination by PAHO/\WHO.

SUCCESS STORY ABOUT SCHISSTOSOMIASIS

(SEE THE SUCCESSES STORY ABOUT
BRAZIL INNOVATION IN THE FIGHT NIDs
IN THE UPCOMING HIGHTLIGHT)

(u]u]n]
000
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000 000

“NATIONAL HEALTH
INSTITUTIONS TEND TO
FOCUS THEIR ENERGY
AND WORK ON THE
DISEASES THAT CAUSE
THE MOST MORBIDITY AND
MORTALITY WITHIN THE
COUNTRY, MAKING LOW-
TRANSMISSION DISEASES
A SECONDARY CONCERN."
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Lymphatic filariasis is a chronic infectious disease that
causes major disability and leads to stigma and discrimina-
tion. Human infection occurs when the filaria larva (Wuchereria
bancrofti) enters the body through the bite of a mosquito, most
often of the genus Culex. The larvae travel through the blood
to the lymphatic ganglia, where they nest and reproduce until
they become adult worms. The infection alters the lymphatic
system, and can enlarge some parts of the body, principally
the scrotum and legs, due to an accumulation of fluids. The
disease is instantly recognizable in those whose legs are af-
fected; the legs become so swollen that they resemble el-
ephants’ legs, which explains why the disease is also called
‘elephantiasis.’

DISCRIMINATION

Unlike other diseases produced by mosquito bites, filaria-
sis infection generally requires hundreds of bites by infected,
parasite larva-bearing mosquitos.

Lymphatic filariasis is not fatal. It is usually acquired in child-
hood, but the most painful and disfiguring manifestations ap-
pear in adulthood, provoking rejection and social stigmatiza-
tion that can lead to loss of self-esteem and reduced work
opportunities, with consequent harm to the individual's eco-
nomic and social circumstances.



PAHO/WHO estimates that about 12.6 mil-
lion individuals are at risk of lymphatic filaria-
sis infection in the Americas, and 80% of them
are in Haiti. The main vector for the infection
in the Americas is the mosquito species Culex
quinquefasciatus. Currently, lymphatic filariasis
is considered endemic in four countries in the
Americas: Brazil, the Dominican Republic, Guy-
ana, and Haiti.

Treatment consists of massive distribution of
antiparasitic drugs for five or six years among
the at-risk population. Taking this drug elimi-
nates the larvae from the blood and interrupts
transmission. The drugs are donated to WHO,
which provides them to the affected countries.

v STATUS IN THE AMERICAS

Only some chronically affected people de-
velop the forms of lymphatic filariasis that cause
disfiguration. Moreover, the condition can be
improved or kept from deteriorating through ba-
sic self-care methods such as practicing proper
hygiene in the affected parts of the body, raising
the legs, treating skin infections, etc.

mom

“PAHO/WHO ESTIMATES THAT ABOUT
12.6 MILLION INDIVIDUALS ARE AT
RISK OF LYMPHATIC FILARIASIS
INFECTION IN THE AMERICAS, AND
80% OF THEM ARE IN HAITL."
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v WHY IT PERSISTS IN THE AMERICAS

Construction materials and precarious housing are an impor-
tant factor in exposure to the infection. Those that favor the pres-
ence and reproduction of the mosquitoes that transmit filariasis will
increase the risk. Natural disasters such as Hurricane Noel, which O
struck the Dominican Republic in 2007 and the 2010 earthquake in

Haiti which led to a cholera outbreak in 2011, all worsened conditions

of those living in extreme poverty. Such disasters can result in the “ACCESS TO POTABLE WATER
emergence and rapid spread of NIDs, including lymphatic filariasis.  AND BASIC SANITATION ARE KEY

Access to potable water and basic sanitation are key in preventing I[N PREVENTING TRANSMISSION
OF THE DISEASE.

transmission of the disease.

Lymphatic filariasis can lead to deformity, which carries the
weight of social stigma and discrimination.
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» MEASURES THAT CAN HELP

REDUCE THE SUFFERING OF

PEOPLE AFFECTED BY IT

The objective of PAHO/WHO is to eliminate the
lymphatic filariasis as a public health problem in the
Americas by 2020 while at the same time addressing
morbidity and preventing the disability that the disease
produces. The principal strategy for interrupting the
transmission of lymphatic filariasis consists of mass ad-
ministration of the antiparasitic drugs diethylcarbamazine
and albendazole. These drugs must be distributed annu-
ally for at least five or six consecutive years, reaching a
minimum of 65% of the at-risk population. The following
complementary measures are also required:

+ Implementing integrated vector control through
the use of mosquiito nets in the windows and doors of
dwellings, and over beds, and eliminating breeding
sites (e.g., by applying insecticides in open latrines).

- Offering patient care in PHC settings and provid-
ing social inclusion services for people affected or
disabled by the disease.

- Implementing information and education cam-
paigns in affected schools and communities.

- Coordinating mass drug administration with other
programs, such as STH control, which also entails
the use of the antiparasitic drug albendazole.

“THE OBJECTIVE

OF PAHO/WHO IS

TO ELIMINATE THE
LYMPHATIC FILARIASIS
AS A PUBLIC HEALTH
PROBLEM IN THE
AMERICAS BY 2020"
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v STEPS BEING TAKEN IN THE
AMERICAS

Lymphatic filariasis is one of the five priority NIDs in the PAHO/WHO
work program. \WHO has approved a number of resolutions calling for
interventions to eliminate the disease as a public health problem linked
to extreme poverty.

Thanks to the donations of medicines and the active commitment of
various international institutions and partners, PAHO/WHO has coordi-
nated free administration of more than 12 million albendazole tablets to
the affected population in the Dominican Republic, Guyana, and Haiti. It
also provided 1.8 million doses of diethylcarbamazine to the Dominican
Republic and Guyana in 2014.

Heatlh teams conduct blood tests at night on persons living
in areas where lymphatic filariasis is endemic.



hn SUCCESSES

In 2011, WHO classified Costa Rica, Suriname,
and Trinidad and Tobago as non-endemic coun-
tries for lymphatic filariasis.

The chiefaccomplishments in the fight against
the disease in the four countries that remain en-
demic are as follows:

+ Brazil: Transmission has been eliminated
in seven states, and coverage of mass drug
administration has been increased in the
single active focus, which is in the Recife
metropolitan area. Transmission may be in-
terrupted in 2016.

+ The Dominican Republic: Interruption
of transmission of the infection has been
demonstrated in the principal focus, which
is in the department of Barahona. In 2006,
mass drug administration in La Ciénaga was
halted due to the program's success in that
area. The only active focus in the country is
in the Eastern Bateyes area.

+ Guyana: Mass drug administration was
restarted in 2012. Guyana, Suriname, and
Trinidad and Tobago have agreed to con-
duct joint surveillance in their border areas
to prevent reintroduction of the disease in
the latter two countries.

+ Haiti: Despite the earthquake in 2010, Hai-
ti succeeded in treating 4 million individuals.
In 2011, mass drug administration to fight the
disease reached 90% of the population for
the first time, with 9 million individuals treat-
ed. Coverage remained high in 2012, reach-
ing 8.1 million people.

- Because one of the antiparasitics admin-
istered in lymphatic filariasis interventions is
also used to treat STHs, lymphatic filariasis
programs have also strengthened compre-
hensive activities to fight STHSs.
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HIGHLIGHT

HAITI:
TENACIOUS WARRIOR
IN THE FIGHT AGAINST
LYMPHATIC FILARIASIS

Given that Haiti has the highest poverty index and the
worst health indicators in the Western Hemisphere, it is not
surprising that the country has the highest burden of lym-
phatic filariasis in the Americas. “Filariasis is associated with
extreme poverty," Steven Ault, Ex Senior Advisor of the PAHO
Regional Neglected Infectious Diseases Program, explained.
“This disease was imported from Africa during the slavery era,
but as the countries in the Americas prospered, it began to dis-
appear.” Political crises, hurricanes, the devastating earthquake
of 2010, and the subsequent cholera epidemic are some of the
many challenges that the population of this Caribbean country
has had to face in fighting lymphatic filariasis and other infec-
tions. However, Haiti's National Program to Eliminate Lymphatic
Filariasis (NPELF) has been recognized as a successful model
of implementation and sustainability.

The NPELF was implemented in year 2000 to interrupt the
transmission of lymphatic filariasis and reduce the suffering of
patients with chronic symptoms. The chief strategy for combat-
ing the disease is the mass administration of antiparasitics to
the population in endemic communities, covering the entire
at-risk population, with the exception of pregnant women and
children less than 2 years old.

The program began as a pilot project to eliminate lymphatic
filariasis by providing drugs in the coastal area of Léogane, one
of the areas most affected by the disease. Based on that experi-
ence, the program was expanded to other regions of the coun-
try, reaching almost the entire country by 2011, an achievement
that has been sustained since then.

Haiti's Ministry of Public Health and Population has directed
the program'’s technical and operational aspects, and inter-









n CHALLENGES

The greatest challenge to eliminating lymphatic filaria-
sis in the Americas is integrated vector control. Hardly any
national programs include this activity due to the high cost of
vector-control interventions. Therefore, experts recommend
coordinating vector control for multiple infectious diseases, to
spread the cost across different health programs and at the
same time improve the coverage of all of the interventions, as
well as their frequency and sustainability.

Other important challenges in fighting the disease include
the following:

- Sustaining previous accomplishments through mass
drug administration, and expanding the intervention to the
entire at-risk population of endemic countries, especially
in Guyana.

- Developing tools to conduct surveillance after trans-
mission has been interrupted, to prevent reintroduction of
transmission.

- Strengthening and broadening integration between lym-
phatic filariasis elimination programs and programs de-
signed to control STHSs.

- Standardizing the processes involved in validation the
elimination of lymphatic filariasis as a problem of public
health so that Costa Rica, Suriname, and Trinidad and To-
bago can obtain official validation.
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[ EPROSY:!

AN ANCIENT DISEASE

Leprosy is a chronic infectious disease that develops
slowly, with an average incubation period of five years, though
symptoms may take 20 years to appear.

Unlike most NIDs, which are caused by parasites, leprosy is
caused by a bacterium, Mycobacterium leprae, also known as
Hansen's bacillus. It chiefly affects the skin, peripheral nerves,
mucous membranes of the respiratory tract, and eyes. It is
curable, and the disability it creates can be prevented if the
disease is diagnosed and treated properly in the first phases
of the infection. When cases are not treated during the first
phase of infection, the disease, and reactions that occur as a
result of it, can cause progressive and permanent sequelae,
including deformities and mutilations, reduction of mobility of
the limbs, and even blindness.

Leprosy is one of the oldest infectious diseases, recognized
in the ancient civilizations of Egypt, India, and China, and de-



scribed in Biblical texts. Throughout history, indi-
viduals with leprosy have been ostracized by their
families and communities, and have suffered great
stigma and social discrimination, a situation that per-
sists in current times.

Although leprosy is not highly contagious, it can
be transmitted by direct contact with body fluids
from the nose and mouth. However, this only occurs
through close and frequent contact with untreated
sufferers.

Thanks to countries commitment, persistence,
and efforts, the goal of eliminating leprosy as a pub-
lic health problem at the global level was achieved
in 2000, when morbidity due to leprosy dropped
below 1 case per 10,000 inhabitants globally. New
strategies need to be carried out to obtain those

same low case rates countrywide or within specific
country territories (states, departments, etc), confin-
ing efforts to combating the disease in communities
where transmission still occurs.

The most recent available data indicate that
213,899 new cases of leprosy were reported world-
wide in 2014. In that year, 81% of reported new cases
were in 3 countries that reported more than 1,000
new cases per year, i.e., with the largest volume con-
centrated in those three: India (125,785 cases), Brazil
(31,064), and Indonesia (17,025)

Skin and sensory examinations to the
children are key in the early detection of
Hansen's Disease.

“THANKS TO COUNTRIES
COMMITMENT, PERSISTENCE,
AND EFFORTS, THE GOAL OF
ELIMINATING LEPROSY AS A
PUBLIC HEALTH PROBLEM

AT THE GLOBAL LEVEL WAS
ACHIEVED IN 2000, WHEN
MORBIDITY DUE TO LEPROSY
DROPPED BELOW 1 CASE PER
10,000 INHABITANTS GLOBALLY."
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The number of new cases of leprosy de-
tected in the Americas dropped by 35.8% in
the last decade, from 56,622 in 2004 to 33,789
in 2014. All of the countries in the Americas have
succeeded in eliminating leprosy at the national
level (less than 1 case per 10,000 inhabitants),
except Brazil, where 127 persons per 10,000
inhabitants are infected. In the last five years,
while a few new cases have been detected in
24 countries of the Americas, 94% of them are
in Brazil.

v STATUS IN THE AMERICAS

Currently, the countries reporting more than
100 new cases per year in LAC are: Argentina,
Bolivia, Brazil, Colombia, Cuba, the Dominican
Republic, Ecuador, Mexico, Paraguay, and Ven-
ezuela. These figures underscore the fact that,
despite the achievements, measures to control
the disease must be continued to sustain prog-
ress made to date.

WHY IT PERSISTS IN THE

AMERICAS

Infection is more frequent among men than
among women. The reason for this discrepancy
has not been identified but could be due to dif-
ferences in occupational activities and forms

AN

of exposure. Deficient housing conditions and
crowding are important factors in maintaining
the transmission of leprosy.

“IN THE LAST FIVE YEARS,
WHILE A FEW NEW CASES
HAVE BEEN DETECTED IN 24
COUNTRIES OF THE AMERICAS,
94% OF THEM ARE IN BRAZIL."



A MEASURES THAT CAN HELP

REDUCE THE SUFFERING OF

PEOPLE AFFECTED BY IT

The objective agreed upon by PAHO/WHO
Member States is to achieve a prevalence of
less than 1 case per 10 000 inhabitants in the
principal political/administrative divisions of
each country (i.e,, states, provinces, or depart-
ments).

The administration of treatment (polyche-
motherapy) is the chief intervention in the fight
against leprosy, and WHO has been providing
the medicines free of charge to all infected indi-
viduals in the Americas since 1995. The follow-
ing complementary strategies are also being
used:

- Active searching for cases among direct
contacts of affected persons (those liv-
ing with affected persons submit to a me-
ticulous exam that detects signs of leprosy,
principally spotty discoloration of the skin
with loss of sensation).

- Improving access to diagnosis and treat-
ment by creating accessible, flexible PHC
systems for the at-risk population and for
those already affected.

- Creating awareness in the communities
so that suspected cases of leprosy and suf-
ferers seek medical attention as promptly as
possible.

- Combating the stigmatization and dis-
crimination that affect people with leprosy
and their families.

- Establishing prevention, early detection,
and rehabilitation measures to address the
disability caused by leprosy.

- Integrating leprosy care services in PHC
settings, and including leprosy control pro-
gram activities in the Region's comprehen-
sive approach to NIDs.

“THE ADMINISTRATION

OF TREATMENT
(POLYCHEMOTHERAPY) IS THE
CHIEF INTERVENTION IN THE
FIGHT AGAINST LEPROSY, AND
WHO HAS BEEN PROVIDING THE
MEDICINES FREE OF CHARGE

TO ALL INFECTED INDIVIDUALS
IN THE AMERICAS SINCE 1995."
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n STEPS BEING TAKEN IN THE
AMERICAS

The great success in the global battle against leprosy has resulted
in the active participation of the endemic countries, donors, and non-
governmental organizations (NGOs) in implementing the strategies rec-
ommended by WHO.

In 2012, PAHO/WHO formulated an action plan for LAC to accelerate
the elimination of the infection as a public health problem in the principal
political/administrative subdivisions of each country, with priority lines of
action consisting of the following:

1. Maintaining and strengthening leprosy surveillance systems to en-
sure timely detection of all cases and to prevent disabilities.

2. Guaranteeing good-quality medical services for leprosy sufferers as
an element of PHC services.

The provision of medicines needed to treat all diagnosed leprosy cases
in the Americas by WHO, free of charge, to national health authorities and
national leprosy control programs.

Person living with the aftermath of Hansen's Disease.




hn SUCCESSES

Leprosy has been eliminated as a national health problem in 34 of

the 35 countries and territories in the Americas (all but Brazil). This
achievement has been sustained for 14 consecutive years.

Other notable achievements include the following:

- Progressive reduction of new leprosy cases (from 56,662 in 2004 to
33,789 1in 2014).

+ In that same period, 45% reduction in disease prevalence (based on
number of cases in treatment at the end of the year).

- Elimination of leprosy as a public health problem in the main politi-
cal/administrative divisions (states, departments, and provinces) of 16
countries.

- Almost complete elimination of leprosy at the municipal level (second
level of the political/administrative structure) in Colombia and Cuba.

+ Political commitment by Brazil to eliminate leprosy in the near future
and reduce the associated disease burden (the country has a solid
program, designed for this purpose, that innovatively integrates the
leprosy strategy with strategies for combating other NIDs).

- A number of countries in the Americas have recognized the impor-
tance of monitoring the elimination of leprosy, based on WHO guide-
lines, as a means of verifying progress toward the goal of total elimi-
nation. Some countries, such as Argentina, Brazil, and Colombia, have
recently implemented this type of monitoring.



HIGHTLIGHT

BRAZIL.:
INNOVATION IN THE
FIGHT AGAINST NIDs

In 2013, Brazil's Ministry of Health began an innovative in-
tegrated campaign to improve the health of schoolchildren
in the 852 municipalities where people are living in poverty
and there is a high disease burden due to leprosy, trachoma
blindness, and STHs. This initiative includes intestinal deworm-
ing and efforts to identify cases of leprosy and trachoma among
students. The campaign is considered one of the most innova-
tive interventions in the Americas because it integrates activi-
ties that are commonly conducted separately and simultane-
ously combines two strategies—the mass treatment of popula-
tion groups at risk for infections such as STHs and trachoma
blindness, and individual treatment of leprosy cases.

In 2011, Brazil formulated a national plan to fight NIDs, aiming
to eliminate or control six diseases that affect populations that
live in poverty and lack full access to the country's health ser-
vices: leprosy, lymphatic filariasis, schistosomiasis, onchocer-
ciasis, trachoma blindness, and STHs. The integrated campaign
was conceived as part of that plan, and is closely linked with the
government initiative “Brazil Without Extreme Poverty" (“Brasil
Sem Miséria”) an intersectoral effort aimed at significantly re-
ducing the number of people living in extreme poverty.

The spearhead of the campaign involved educating children
about symptoms of Leprosy and how to detect them in order to
enable them to recognize the disease among themselves and
other members of their households.

Campaign activities included distributing a form (a “self-
image sheet”) to schoolchildren. The form included six simple
questions that could be answered with “yes” or “no." The main
question was “Do you have any spots on your skin?" If the an-
swer was affirmative, other questions were asked regarding the









Thanks to the campaign, nearly 3 mil-
lion questionnaires were provided to
public schools in 852 municipalities, and
293 cases of leprosy were detected early
among children, as well as 114 additional
cases among their contacts, for a to-
tal of 407 new cases detected. If not for
this campaign, these cases would have
been detected years later, with the con-
sequent risk of disability and permanent
physical and psychological sequelae. As
part of the campaign, antiparasitics were
also administered to some 3 million chil-
dren. “This is the first time in 10 years that
a massive deworming campaign of chil-
dren in priority areas has been accom-
plished," Rosa explained. About 45.295
eye examinations were also conducted,
in 34 municipalities of six states, detect-
ing a total of 2 307 positive cases of tra-
choma blindness. Treatment was provid-
ed for 2 387 students and 1 273 of their
home contacts.

“‘Despite the challenges, such as get-
ting state and municipal education sec-
retariats to collaborate with the cam-
paign's health secretariats, the effort was
worthwhile: ultimately, collaboration was
excellent, and all of the school principals
and teachers participated actively, in
many cases conducting highly creative
activities with the children,” Rosa said.

In 2014, annualinvestment in the lepro-
sy program by Brazil's Ministry of Health
totaled approximately US$ 7.6 million.
In addition to those resources, both the
state and municipal secretariats allocate
Funds from their budget to the leprosy
control program each year.

Brazil receives a donation of approxi-
mately 16 million doses of leprosy treat-
ment from WHO. For the integrated cam-
paign, the Ministry of Health also received
9.2 million parasitic tablets from WHO to
treat STHs, and purchased drugs to treat
blinding trachoma using its own resources.

As an additional benefit of the cam-
paign, many of the children who partici-
pated in the program helped educate
their parents, siblings, and other close
relatives about the disease.

“THANKS TO THE CAMPAIGN,
NEARLY 3 MILLION
QUESTIONNAIRES WERE
PROVIDED TO PUBLIC SCHOOLS
IN 852 MUNICIPALITIES, AND
293 CASES OF LEPROSY WERE
DETECTED EARLY AMONG
CHILDREN, AS WELL AS 114
ADDITIONAL CASES AMONG
THEIR CONTACTS, FOR ATOTAL
OF 407 NEW CASES DETECTED."
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n CHALLENGES

The most important remaining challenge is reducing the burden of
the disease even further to eliminate it as a public health problem in the
main political/administrative divisions of each country, and reducing
the number of new cases involving blindness or significant reduction of vi-
sual acuity, ulcers, or visible deformities/mutilations on the hands and feet.

The main lines of work are as follows:

- Sustaining political and technical commitment to and support of
strategic partners and allies for the elimination of leprosy at the na-
tional and subnational levels, and ensuring the issue remains a pub-
lic health priority (the latter proposition is particularly important in the
current phase of eliminating the disease in the Americas).

- Developing and implementing strategies that help reduce the burden
of leprosy in countries that report more than 100 new cases per year,
including addressing disabilities and complications from the disease.

+ Defining the measures that need to be maintained, including sur-
veillance, in the countries that no longer report new leprosy cases.

AN

- Defining the means of integrating medical care for leprosy in PHC
systems, and doing so even in countries that report fewer than 100
new cases per year.

- Strengthening and increasing the search for, and the examination of
persons with leprosy.

- Ensuring that 100% of new cases detected receive treatment, and
implementing measures to monitor adherence to treatment.

- Carrying out operational activities to eliminate the stigma and social
discrimination associated with leprosy.

- Integrating control of leprosy in national programs and plans de-
signed to eliminate NIDs.

- Ensuring the availability of funds for national leprosy control pro-
grams.



MALARIA

ON THE VERGE OF ELIMINATION

Malaria is a potentially fatal ne-
glected disease caused by Plas-
modium parasites. The infection is
transmitted to humans through the
bite of infected mosquitoes of the
genus Anopheles. Twenty species
of Anopheles mosquitoes transmit
malaria in the Americas. The mos-
quitoes typically bite between dusk
and dawn.

The disease appears as a febrile
episode 7-15 days after a bite from
an infected mosquito. In serious
cases, this can lead to renal and
cerebral complications. Four types
of Plasmodium cause human ma-
laria: P, falciparum, P vivax, P ma-
lariae, and P. ovale. The most fatal
type of malaria is associated with P

falciparum. In the Americas, P vivax
is responsible for 75% of cases, and
P falciparum accounts for approxi-
mately 25% of cases.

Malaria is both preventable and
curable. Thanks to increased pre-
vention and control measures, its
presence has diminished signifi-
cantly in recent years in many en-
demic areas.

In 2000, the 189 member coun-
tries of the United Nations signed a
commitment, as part of the Millen-
nium Development Goals (MDGs),
to reduce extreme poverty world-
wide. Reducing malaria is one of
the targets of MDG 6.

“MALARIA IS BOTH
PREVENTABLE AND CURABLE.
THANKS TO INCREASED
PREVENTION AND CONTROL
MEASURES, ITS PRESENCE HAS
DIMINISHED SIGNIFICANTLY

IN RECENT YEARS IN MANY
ENDEMIC AREAS.”
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v STATUS IN THE AMERICAS

v WHY [T PERSISTS IN THE
AMERICAS

According to PAHO/WHO, more than 390 000 cases of malaria were
reported in 2014, with 90 deaths. It is estimated that about 108 million
individuals are currently at risk for contracting malaria in a total of 21 en-
demic countries and territories in LAC. The situation is as follows:

- Of the 21 endemic countries and territories, 15 (Argentina, Belize,
Bolivia, Brazil, Colombia, Costa Rica, Ecuador, El Salvador, French
Guyana, Guatemala, Honduras, Mexico, Nicaragua, Paraguay, and
Suriname) have met the requirements of the 2007 WHA resolution
for MDG 6 (75% reduction in malaria cases in the 2000-2015 period).

- 3 countries (the Dominican Republic, Guyana and Panama) have re-
duced the number of cases by more than 50%, Peru has reduced its
caseload less than 25%, and all countries continue to work toward the

above-mentioned goals.

- 2 of the 21 countries (Haiti and Venezuela) face a greater challenge,
with a reported increase in cases during the last 14 years.

Young men of economically pro-
ductive age who work in mining are
the most vulnerable to malaria in
the Americas, chiefly because they
sleep without protection in areas of
high malaria risk. Travelers from ar-
eas where malaria is not endemic who
contract the infection are especially
vulnerable to the effects of the disease.

The transmission of malaria de-
pends in large part on climatic con-
ditions, which can affect the number

o)
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“THE TRANSMISSION

OF MALARIA DEPENDS
IN LARGE PART ON
CLIMATIC CONDITIONS,
WHICH CAN AFFECT THE
NUMBER AND SURVIVAL
OF THE MOSQUITOES.”




» MEASURES THAT CAN HELP
REDUCE THE SUFFERING OF
PEOPLE AFFECTED BY IT

and survival of the mosquitoes. Such climatic factors include rain, tem-
perature, and humidity. Population groups living in areas where conditions
facilitate the transmission of the disease, especially in remote and less ac-
cessible areas, and do not take measures to protect individuals and dwell-
ings, are at greatest risk. Because the bites occur at night, when victims
are sleeping, housing conditions and materials are fundamental factors in
the mosquitoes’ access to humans.

Malaria epidemics can occur when climate and other conditions sud-
denly favor transmission, in areas where the population has little or no
immunity, or when people with little immunity move to areas of intense
transmission, as is the case with refugees or migrant workers.

The PAHO/WHO goalis to eliminate malaria as a public health prob-
lem in the Americas. This will require reducing morbidity by more than
75%. Work is also in progress to prevent reintroduction of the disease, in
countries where elimination has officially been certified, and in those that
are close to eliminating the disease. WHO considers malaria eliminated in
a country when no local cases are detected for three consecutive years.

The principal strategies recommended for reducing the transmission of
malaria include the following:

+ Good-quality diagnosis and timely treatment, which attenuate the
disease, prevent death, and help reduce transmission. For a num-
ber of decades, chloroquine has been the drug of choice for malaria
treatment, but P, falciparum is currently resistant to it in nearly all parts
of the world except Central America and the island of Hispaniola. Ar-
temisinin is a new treatment option in areas where the parasite is re-
sistant to chloroquine; it is always administered in combination with
other drugs to prevent the emergence of new resistance.
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spread.

- Use of prophylactic treatment prior to entering at-risk zones, for people traveling to areas with malaria, and
prevention of mosquito bites through measures such as use of repellent and mosquito nets, although these

- To prevent mosquito bites WHO recommends use of mosquito nets treated with long-lasting insecticides

and/or spraying of dwelling interiors with residual insecticides to prevent mosquito bites. @

- Surveillance and control of the disease, by identifying where it is localized and the factors that lead to its \

“WHO CONSIDERS MALARIA
ELIMINATED IN A COUNTRY

measures do not provide complete protection from the disease but can help reduce risk. WHEN NO LOCAL CASES

- Strengthening PHC and integrating it with other health programs.

n STEPS BEING TAKEN IN THE
AMERICAS

ARE DETECTED FOR THREE
CONSECUTIVE YEARS"

Malaria is one of the NIDs for which a large amount of cooperation
resources are available, internationally as well as locally. The last few
years have seen worldwide promotion of WHO's T3 (Test, Treat, and Track)
initiative, which was designed to strengthen diagnosis, treatment, and sur-
veillance of the disease.

Through WHO's Global Malaria Programme, international experts pro-
vide independent advice to the Organization, offering policy recommen-
dations for the prevention, control, and elimination of the disease. WHO
is also cofounder and host of the Roll Back Malaria (RBM) Partnership, an
initiative designed to mobilize resources to fund malaria control and elimi-
nation measures through a network of more than 500 partners.




Early attention to people suffering from malaria saves lives.

PAHO/WHO has various agreements with governmental agencies, or-
ganizations, nonprofits, initiatives, and networks that support efforts in the
Americas. Amazon Malaria Initiative (AMI); the multicountry Amazon Net-
work for the Surveillance of Antimalarial Drug Resistance (Red Amazonica
de Vigilancia de la Resistencia a los Antimalaricos, RAVREDA); and the Ma-
laria Champions of the Americas.

In 2014, LAC countries with endemic malaria invested nearly US$ 130
million in national funding to combat the disease. While this is one of the
highest amounts allocated in the Americas to combat NIDs, it is still less
than the US$ 225 million required to cover annual financing needs for
combating malaria.

SUCCESSES

Thanks to the efforts in the Americas to date, the number of malaria
cases in LAC has dropped by 67% and the number of deaths attributed to
it has dropped by 78%. PAHO/WHO considers seven countries—Argentina,
Belize, Costa Rica, Ecuador, El Salvador, Mexico, and Paraguay—to current-
ly be in the elimination phase for malaria.
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HIGHLIGHT

Thanks to the international agreements established by
PAHO/WHO, and the efforts of the countries in the Ameri-
cas, the Region's performance in combating malaria has been
outstanding compared with other regions of the world. Malaria
success stories in the Americas include the formation of part-
nerships to accelerate the control and elimination of the dis-
ease, particularly since 2000, with the regional adoption of the
Global Strategy to Fight Malaria initiated by the RBM Partner-
ship in the Americas.

Since then, various initiatives and collaborations have
emerged under the leadership of the AMI, which was formed in
2001. AMI's activities, along with those of RAVREDA, also formed
in 2001, have contributed to reducing morbidity and mortality

‘ 0 U N I RI ES O F due to malaria by 67% and 79% respectively in the last 14 years.
These results led to expand the use of lessons learned from
I H E AM E RI AS the experience to countries outside the Amazon area and the

implementation of strategic partnerships with key partners to
CHAM PlONS | N TH E document resistance to conventional antimalarial drugs, en-
sure the availability and quality of drugs, and document and
disseminate success stories, while at the same time vigorously

I: | G HT AGA' N ST MALAR |A encouraging among countries cooperation.
In the Americas, November 6th has been designated as “Ma-
laria Day” since 2009. Activities include honoring the “Malaria

Champions of the Americas” with awards and recognizing best
practices and success stories in the fight against malaria.

The champions are selected from projects or organizations
in the endemic countries that have demonstrated excellence in
malaria activities. For example, in 2014, the Malaria Champions
of the Americas prize was awarded to projects in the Dominican
Republic, Honduras, and Guatemala for their accomplishments




Diagnostic tests for malaria.

in preventing and controlling malaria and
moving toward its elimination. These proj-
ects are examples of efforts that helped to
drastically reduce the burden of malaria in
the Americas in the last years. “We have
taken an enormous step; we have seen a
drastic reduction in the number of cases
since last year," explained an official of the
National Center for the Control of Tropi-
cal Diseases (Centro Nacional de Control
de Enfermedades Tropicales, CENCET),
in the Dominican Republic. ‘I feel happy,
because malaria workers always comes
to visit us, and we are spraying and imple-
menting control measures. One always
lives with fear for one’s children, because

if one suffers as an adult, | don't even want
to imagine what it is like for them," ex-
plains Magdalina Contreras, a resident of
Dajabon, in the Dominican Republic.

Participation by the governments has
also been a fundamental pillar of the ef-
fort to combat malaria, particularly with
regard to funding. Between 2000 and
2012, national governments in the Ameri-
cas spent US$ 1.8 billion—91.5% percent
of the total investment. External fund-
ing amounted to US$ 166 million, most
of which came from the Global Fund to
Fight AIDS, Tuberculosis and Malaria
(Global Fund or GFATM) and USAID.
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“BETWEEN 2000 AND 2012,

NATIONAL GOVERNMENTS
IN THE AMERICAS SPENT
US$ 1.8 BILLION—91.5%
PERCENT OF THE TOTAL
INVESTMENT. EXTERNAL
FUNDING AMOUNTED

TO US$ 166 MILLION."




The political commitment of the coun-
tries in the Americas is reflected in the
agreement signed in 2012 by the minis-
ters of health of Belize, Costa Rica, the Do-
minican Republic, EL Salvador, Guatemala,
Haiti, Honduras, Nicaragua, and Panama
to support the Elimination of Malaria in
Mesoamerica and the Island of Hispaniola
EMMIE initiative. “The Americas have a
history of leadership in public health, from
poliomyelitis to measles, and malaria is
another important example," said Pedro
Alonso, Director of the WHO Global Ma-
laria Programme. “The greatest advances
with respect to malaria have actually tak-
en place in the Americas. Other regions
of the world will benefit enormously from
experience in the Americas.”

The history of success in the Americas,
as a model for other regions of the world,
is completed with the example of Argen-
tina, which in 2014 officially requested
that WHO begin the process of certifying
the elimination of malaria throughout its
national territory.

Health workers providing malaria medication.



Networks of microscopists are vital for early warning detection.

n CHALLENGES

The greatest challenge in combating malaria in the Americas is the
need to understand the importance, now more than ever, of main-
taining investment in eliminating the disease in countries where the
disease is endemic, if success is to be achieved. Thus, ongoing work is
required to carry out the following:

- Involve partners and allies to promote the development of initia-
tives.

- Review and update strategic policies on dealing with emergency
situations and on preventing, controlling, and eliminating malaria.

- Review insecticides being used in at-risk areas as a first step in ad-
dressing the insecticide resistance seen in mosquitoes in the last sev-
eral years.
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ONCHOCERCIASIS: ) %\V A

'RIVER BLINDNESS'

NON-FATAL DISABLING CURABLE

Onchocerciasis, or “river blindness,” is a disease produced
by the parasite Onchocerca volvulus. The disease vector is a
black fly of the genus Simulium that breeds in rivers and streams
with rapid water flow. Disease transmission occurs when hu-
mans get bitten by infected flies, usually in remote villages near
fertile land where the population depends on agriculture. On-
chocerciasis is not a fatal disease, but after living in its human
host for many years, the parasite can cause intense itching, skin
lesions, and serious visual disability that can result in permanent
blindness when the adult parasites produce larvae that migrate
to the skin, eyes, and other organs.



hn STATUS IN THE AMERICAS

v WHY IT PERSISTS IN THE
AMERICAS

PAHO/WHO estimated that in 2009 some 500,000 individuals were at
risk of contracting onchocerciasis in 13 foci in six countries in the Ameri-
cas: Brazil, Colombia, Ecuador, Guatemala, Mexico, and Venezuela.

Latin America provides some good examples of the effort to combat
onchocerciasis. At present, the area inhabited by the indigenous Yano-
mami population, which includes parts of Brazil and Venezuela, is the last
enclave of the disease and represents the biggest challenge for the elimi-
nation of onchocerciasis in the Americas.

The health determinants that directly favor the transmission of on-
chocerciasis in the last existing foci of the disease are associated with
1) the environment and 2) population movements.

The indigenous Yanomami live in an extensive area of the tropical Ama-
zonian jungle where geographic conditions make access difficult. The
communities primarily affected are nomadic indigenous populations that
travel freely in the border areas. The area's logistics make interventions
costly to implement and pose difficulties in providing comprehensive
health care. In addition, there are internal conflicts within the population
that further aggravate the problems confronting campaigns to administer
medicines.
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» MEASURES THAT CAN HELP
REDUCE THE SUFFERING OF
PEOPLE AFFECTED BY IT

v STEPS BEING TAKEN IN THE
AMERICAS

The objective of PAHO/WHO is to interrupt the transmission of on-
chocerciasis in LAC, and a set of interventions has been implemented
for this purpose. The most important of these consists of mass adminis-
tration of the antiparasitic drug ivermectin, with the help of the Onchocer-
ciasis Elimination Program for the Americas (OEPA). Ivermectin has been
administered at least twice a year to the target populations. The goal is to
reach a minimum of 85% of the population at risk in each endemic area. In
addition, surveillance measures have been implemented to detect signs
of eye problems so that ophthalmologic care can be provided through the
PHC system in the areas with disease foci.

Onchocerciasis is one of the five NIDs fought by regional and in-
ternational institutions the longest of any diseases in the neglected
group. PAHO/WHO has been committed to actively combating this infec-
tion since 1991, as reflected in a series of resolutions aimed at its elimina-
tion.

In 1093, OEPA was created to join efforts among partners and organi-
zational allies in order to provide technical and financial assistance for na-
tional programs.

The 2012 London Declaration strengthened the Mectizan Donation Pro-
gram (MDP), which since 1987 has provided the antiparasitic ivermectin
free of charge to countries in the Americas affected by the disease. Ac-
cording to OEPA data, 38% of the program's cost has been absorbed by
the six originally endemic countries (Brazil, Colombia, Guatemala, Ecua-
dor, Mexico, and Venezuela), an investment estimated at approximately
US$ 121 million for the last two decades. Many local volunteers and public
and private organizations are working with the ministries of health of the
six countries to make the Americas the first region in the world free of
onchocerciasis.



n SUCCESSES

In the more than 20 years spent waging
this battle, programs to eliminate oncho-
cerciasis have experienced several vic-
tories and have become a model for suc-
cessful elimination of other NIDs. Blindness
from this disease is considered eliminated in
the Americas as of 1995, the last year new
cases were reported. By 2014, onchocercia-
sis had been eliminated, or its transmission
interrupted, in 11 of the 13 endemic foci, and
the number of individuals requiring treatment
had dropped to 20,000 (from 500,000 in
2009). The current situation in the six affected
countries is as follows:

- In 2013, Colombia was the first country
in the world to receive official WHO verifi-
cation of onchocerciasis elimination.

- In 2014, Ecuador was the second coun-
try in the world to receive official WHO
verification of onchocerciasis elimination.

- In September 2015 Mexico became
the third country in the world to receive
official WHO verification of onchocercia-
sis elimination.

- In April 2015, Guatemala officially re-
quested that WHO officially verify elimi-
nation of onchocerciasis in the country.
The confirmation process is expected to
take place in 2016; a successful outcome
would make Guatemala the fourth coun-
try to reach this goal.

+ Venezuela has interrupted transmis-
sion in two of its three foci:

+ In the north central focus,
in 2013, three years of post-treat-
ment epidemiologic surveillance
were completed, and this area may
be accorded elimination status;

+ In the northeast focus, in
2013, the post-treatment epidemio-
logic surveillance phase also began;

+ Inthe southern focus, WHO
estimates that 9,615 individuals in
205 Yanomami communities require
treatment.

+ Brazil continues administering periodic
treatment in its single Amazonian focus,
which is shared with Venezuela and has
an estimated 10 880 individuals eligible
for treatment.
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HIGHLIGHT

COLOMBIA:
FIRST COUNTRY
TO ELIMINATE
ONCHOCERCIASIS

Colombia is proud to be the first country, not only in the
Americas, but in the world, to receive official WHO verifica-
tion of onchocerciasis elimination. Efforts to combat the in-
fection were launched in 1996 in the Naiciona community—the
single endemic area countrywide—with mass administration
of the antiparasitic ivermectin. The community is located in
the municipality of Lopez de Micay and the affected popula-
tion lives on the banks of the Naiciona River. Although the river
has a small channel and is not deep, the dangerous rapids that
must be crossed to reach the community make it difficult and
costly to administer the drug.

Based on firsthand evidence from OEPA, antiparasitic treat-
ment was provided uninterruptedly over a period of 12 years
to 85% of the at-risk population, for a total of 23 semiannual
rounds of treatment.

Those treated included a total of 1,151 individuals from
Naiciona and other contiguous villages, such as Alto Chuare,
Playa Grande, and mining settlements along the river.

According to OEPA, there was a “generally excellent re-
sponse from the population, both to treatment and to the other
community interventions that were conducted simultaneously,
which included health education for mothers who were com-
munity leaders, the provision of drinking water filters, and con-
struction of the school cafeteria.”

In addition to teaching about the disease, the intervention
teams provided comprehensive education to strengthen the
population's autonomy, and their ability to resolve conflicts and
manage resources, to help overcome intervention obstacles in
these poor communities. One example of this work was the at-






As a result of one of the partnerships between the Health Sec-
retariat of Cauca and OEPA, the endemic population was provided
with a radiotelephone, motorized boats, and trained personnel to
distribute the medicine and conduct the relevant entomologic, se-
rologic, and parasitologic studies.

According to Colombia's National Health Institute, political will to
follow PAHO/WHO guidelines was a key aspect of the program'’s
success, along with project goals and corresponding strategies
that were clearly established from the outset. The government ex-
pressed appreciation for “the organization, participation, and collab-
oration of the affected community,” and stressed the importance of
the financial support provided by OEPA, which, “along with national
and departmental resources, made it possible to sustain the activi-
ties needed to eliminate onchocerciasis.

As Rogelia Riascos, a mother in the village of Naiciona, explained:
“Before, we were a forgotten village, but since the program came we
have progressed. Now we have water in our houses, and water filters
so that we can use it without risking diarrhea; they eliminated our
lice for good, and also the raicitas (intestinal worms). Also, now our
children have a very nice school and health facility."



Children free of onchocerciasis in Chiapas, Mexico.

n CHALLENGES

The remaining challenge for onchocerciasis control and elimination
is to interrupt transmission in the focus of the indigenous Yanomami
population. However, continuing efforts must also be made to carry out
the following:

- Ensure the sustainability of the goals reached, and the surveillance
of foci where transmission has been interrupted.

- Sustain current level of resources needed to reach the final goals of
elimination in the Americas.

95



96

TRACHOMA

THE DISEASE THAT BLINDS
THE POOREST

Trachoma is an infectious eye disease caused by the
Chlamydia trachomatis bacterium. The infection, nor-
mally transmitted by direct contact with the ocular or nasal
secretions of an infected person, or by direct contact with
materials contaminated with the bacterium, such as tow-
els or clothes, can cause serious visual disabilities, includ-
ing blindness. The disease tends to affect people living in
conditions of poverty, deficient hygiene, and crowding. The
later-onset, chronic complications of trachoma appear in
older adults who have had multiple episodes of infectious
trachoma during childhood. Active ocular trachoma in chil-
dren can be treated, and there are surgical procedures to
reduce visual disability and halt the progression of blind-
ness in adults.

NON-FATAL DISABLING CURABLE

Considered one of humanity's oldest contagious diseas-
es, trachoma is the leading cause of preventable blindness
in the world, and it remains endemic in areas of extreme
poverty in Africa, Asia, Australia, Central and South America,
and the Middle East.



A STATUS IN THE AMERICAS

n WHY IT PERSISTS IN THE
AMERICAS

According to recent PAHO/WHO data, about 11 million individuals
in the Americas, 90% of them in Brazil, are at risk for infection by Chla-
mydia trachomatis.

There is evidence of trachoma in four countries in the Americas: Brazil
(in about 600 municipalities); Colombia (where a focus of trachoma was
recently detected in an indigenous communities in the department of
Vaupes), Guatemala (in the department of Solola); and Mexico (in the state
of Chiapas).

Young and middle-aged women are the group most likely to de-
velop irreversible visual disabilities from the disease because of their
contact with children and limited access to health services. The infec-
tion chiefly affects children under the age of 10 with poor facial hygiene
habits. These children are affected up to three times as often as those with
good hygienic practices.

Trachoma blindness is a disease that can be prevented with sufficient
access to potable water and appropriate sanitation. Facial hygiene that
fails to eliminate eye secretions contaminated with bacteria, and sharing
of towels by children, are factors that increase the persistence of the in-
fection in a community.
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» MEASURES THAT CAN HELP

REDUCE THE SUFFERING OF
PEOPLE AFFECTED BY IT

The PAHO/WHO goal is to 1)
reduce new cases of blindness
caused by trachoma to less than 1
case per 1,000 at-risk inhabitants
and 2) reduce the prevalence of
active trachoma among children
1-9 years old to less than 5%.

The WHO has determined that
the primary tool for combating tra-
choma is the strategy known as
SAFE (Surgery, Antibiotics, Facial
cleanliness, and Environmental im-
provement), which focuses on four
basic measures:

- Surgery for individuals with
risk of imminent blindness.

- Administration of antibiotics
in affected communities to re-
duce the infection of children
and halt transmission.

- Improvements in facial and
personal hygiene to prevent

AN

transmission in the community.

- Improvement of environmen-
tal conditions, with increased ac-
cess to safe water and sanitation.

As a strategy that includes non-
medical measures and concentrates
on quality of life factors in disease-
affected communities, SAFE is effec-
tive in interventions to fight tracho-
ma, a disease that, like other NIDs,
is closely linked to extreme poverty,
low education levels, and difficulty in
accessing health services.

Indigenous communities benefitting from the integral treatment
conducted by trachoma elimination programs in Colombia.




AMERICAS

Trachomaiis a priority NID targeted by PAHO/WHO,
and one of the NIDs slated for elimination.

Aregional forum has been created with the four coun-
tries with disease foci (Brazil, Colombia, Guatemala, and
Mexico).

Together with experts from various organizations, the
four countries are collaborating to analyze the situation
in the Americas and determine the best technical rec-
ommendations to eliminate trachoma blindness.

One key element of the process is the mass admin-
istration of the antibiotic azithromycin. The International
Trachoma Initiative (ITI) is in charge of distributing the
drug to the countries that need to administer it to all in-
habitants of the communities with high prevalence of the
infection. In 2013, Guatemala was the first country in the
Americas to receive a donation of azithromycin (75 000
treatments). The governments of Brazil, Colombia, and
Mexico obtain the antibiotic in the national market, using
their own resources, and distribute it to the local health
centers to administer to the populations that need it.

v STEPS BEING TAKEN IN THE

In addition, the Global Trachoma Mapping Project
(GTMP) collaborates with the four countries to strength-
en their capacity to conduct baseline surveys. This effort
involves the training of local teams, the use of mobile
phones to administer questionnaires, and mapping re-
sults from prevalence studies. The WHO Collaborat-
ing Centre for the Prevention of Blindness and Visual
Impairment (Dana Center for Preventive Ophthalmol-
ogy (DCPO) at Johns Hopkins University in Baltimore,
Maryland, USA), working with PAHO/WHO, provides
the four countries with support to enhance implemen-
tation of SAFE strategy measures. This involves training
surgeons, conducting surveys (including a laboratory
component), analyzing information for decision-making,
and programming and implementing comprehensive
actions to achieve the goal of elimination.
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A SUCCESSES

Mexico was the first country
in the Americas to request that
WHO validate the elimination
of trachoma as a public health
problem in 2016. The epidemio-
logic studies and documentation
needed for verification were com-
pleted in 2015.

Brazil, Colombia, and Guate-
mala are applying the SAFE strat-
egy measures and have included
trachoma blindness in their com-
prehensive national plans for the
elimination of several NIDs. More-
over, since 2000, Brazil has imple-
mented collective treatment in
areas with the highest prevalence
of the infection, principally involv-
ing indigenous populations, where

AN

incidence of the disease is high
among children. Corrective surgery
is also being performed for adults
with ocular lesions that can lead
to visual disability and blindness.
In 2012, Brazil included trachoma
blindness in its integrated plan of
strategic actions to eliminate NIDs
countrywide. In 2012, Brazil col-
laborated with Colombia in training
health personnel to search for and
detect cases of trachoma in the
area bordering the two countries.

In 2013, Brazil's Ministry of Health
conducted an integrated campaign
to improve the health of school
children in 852 municipalities with
populations living in poverty, where
there was a high burden of leprosy,

trachoma, and STH. This type of
integrated campaign includes eye
examinations to detect trachoma
in schoolchildren, as well as anti-
biotic treatment for positive cases
and their home contacts. This cam-
paign is an excellent example of
how to incorporate interventions in
programs that already exist within
the school system, an experience
that should be possible to replicate
in other countries.

In Colombia, the first eye surger-
ies were conducted in 2011. Sup-
port for this came from the WHO
Collaborating Centre for the Pre-
vention of Blindness and Visual
Impairment(the DCPO), where a
specialized surgeon trained and




certified Colombian ophthalmic
plastic surgeons who then per-
formed surgery in affected areas
in Colombia. In 2012, Colombia
conducted the first round of mass
medical interventions for the indig-
enous populations in the endemic
area. This consisted of mass treat-
ment with the antibiotic azithromy-
cin, with the goal of providing three
consecutive years of integrated ac-
tions. In 2015, epidemiologic stud-
ies to assess the prevalence of the
disease were conducted in other
geographic zones for which the re-
sults will be available in 2016. In this

‘ Eye examinations help identify trachoma in adults, who can then be
operated on to avoid eventual blindness.

y

way Colombia has begun moving
toward the goal of elimination.

In 2011, an epidemiologic evalu-
ation of blindness due to trachoma
was conducted in four of Guate-
mala's departments and the results
indicated a round of treatment was
needed in the department of So-
lola. The treatment took place in
2013, with coverage of more than
Q0%. An impact evaluation of this
intervention is expected to be con-
ducted to define the next steps
needed for final elimination.

o O

ded
“IN 2013, BRAZIL'S MINISTRY
OF HEALTH CONDUCTED
AN INTEGRATED CAMPAIGN
TO IMPROVE THE HEALTH
OF SCHOOL CHILDREN IN
852 MUNICIPALITIES WITH
POPULATIONS LIVING IN
POVERTY, WHERE THERE WAS

A HIGH BURDEN OF LEPROSY,
TRACHOMA, AND STHs."
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HIGHLIGHT

TRACHOMA
BRIGADES.:
HEROES IN ELIMINATING
TRACHOMA BLINDNESS
IN CHIAPAS

Since the late 19" century, communities in the Mexican
state of Chiapas have been aware of an eye disease that, in
the most serious cases, produces blindness, but they did not
know the name of the disease or how to treat it.

“‘In Maya, they call it chalam choks, because the direct effect
is the growth of double eyelashes. Children and adults suffered
dramatically from this disease, but we had neither name, solu-
tion, nor medicine for it," explained Esteban Guzman Jiménez,
Municipal President of Tenejapa.

The infection was identified as trachoma blindness, which
has been endemic in 246 communities in five municipalities of
the state of Chiapas—Chanal, Huixtan, Oxchuc, Tenejapa, and
San Juan Cancuc—affecting a total of 146,207 individuals.

Currently, thanks to the collective efforts by government,
various partners and allies, and the affected communities them-
selves, the country is ready to request that WHO officially vali-
date the elimination of trachoma as a public health problem. This
would make Mexico the first endemic country in the Americas to
be free of trachoma.

Guzman Jiménez celebrates “the investments that have ar-
rived here over the last 20 years to mitigate the various factors
that cause the disease,’ such as the lack of potable water and
basic sanitation and the presence of unhealthy dwelling condi-
tions. This indigenous leader explained how the improved qual-
ity of life in the municipality has contributed directly to reduc-
ing transmission of the disease. Improvements include making
specific spaces available for sanitary facilities, and making par-
ents aware of the importance of washing children's clothes to
eliminate bacteria and forestall transmission.






was less than 1 per 1,000 inhabitants—an
outcome that meets the international cri-
terion for the elimination of this condition.

Marcela Gémez, a member of the Tra-
choma Brigades, describes how they
function, explaining that the main objec-
tive is to detect any new cases and treat
existing cases by moving from house to
house in each of the endemic communi-
ties. The process begins with a request
to local authorities to provide treatment,
and the assignment of a local guide to
accompany the Brigades on their visits.
The local guide also acts as an interpret-
er, when necessary, since most of the vil-
lages have their own language or dialect.

Gomez explains that once the Brigades
are inside the home, they “conduct a fam-
ily survey, followed by an ophthalmologic
exam, and ending with the provision of in-
formation, in the family's native language,
promoting good health practices.”

All children with eyelid inflammation
caused by trachoma receive a single
dose of the antibiotic azithromycin, and
adult patients in the chronic phase of the
disease are made aware of the realities
of the condition, to pave the way for ac-
ceptance of the need for surgery. Guiller-
mo de la Torre, a nurse in one of the units,
says it is normally the guides, or even lo-

cal authorities, who explain the benefits
of surgery to the patients—mostly older
adults—explaining the risk of becoming
blind if they do not opt for it. “All of the
treatments are free of charge for the pa-
tients. For surgery, we bring them from
their house to the health unit, feed them,
and accompany them home afterward,’
explains de la Torre.

Both Brigade members agreed that
“the best part of the program is the grati-
tude of the population.”

Beyond detecting cases, and providing
treatment and surgery, the Trachoma Bri-
gades explain basic personal cleanliness
practices to the young children, with an
emphasis on facial and hand hygiene.

“The greatest challenge was how to
bring about a change of hygiene habits
in the localities," explains the nurse, “es-
pecially where access to potable water is
nonexistent or difficult.”

Marcela Gomez and Guillermo de la
Torre are celebrating the program's suc-
cess on the 10th anniversary of its launch,
and chant the Brigade slogan (“Con jabon,
agua e higiene el tracoma previenes”), ex-
plaining its meaning (“Where hygiene
and soap and water flow, trachoma is
sure to go, go, go!").

“IN 2012, ONLY 36 CASES OF
TRACHOMA INFECTION IN
CHILDREN UNDER 9 YEARS OLD
WERE REPORTED, AND OVERALL
INCIDENCE OF TRACHOMA
BLINDNESS WAS LESS THAN

1 PER 1,000 INHABITANTS."




» CHALLENGES

The greatest obstacle to elimi-
nating trachoma as a public
health problem in the Americas is
the lack of access to, and use of,
safe water for personal and facial
hygiene, as well as lack of basic
sanitation. Education to change
certain life habits is key to ensur-
ing that the affected communities
appreciate the importance of facial
hygiene, adopt hygienic practices,
and promote such practices in the
family setting. The main actions
needed to achieve elimination are
as follows:

- Accelerate efforts to evalu-
ate the impact of interventions
conducted in the Guatemala
focus and begin surveillance, if
appropriate.

- Maintain implementation,
monitoring, and evaluation of
SAFE strategy components in
Brazil and Colombia to meet the
established intervention goals
for each country.

- Maintain surveillance of tra-
choma in Mexico to detect pos-
sible resurgence of the disease
in the country after elimination.

- Integrate interventions for
combating trachoma blind-
ness with programs in others
sectors, such as water and
sanitation.

- Conduct active searches for
cases in countries that share
borders with countries that
have active foci of the disease
to confirm the absence of tra-
choma blindness, and conduct
searches in other countries in
the Americas where communi-
ties lack good access to safe
water and sanitation, live in
extreme poverty, or have other
characteristics associated with
the persistence of trachoma
infection capable of causing
blindness.

- Incorporate care of tracho-
ma cases in the PHC system
to address the eye problems
that will continue to be present
after elimination is achieved.
Trachoma should be part of
eye health programs in the en-
demic countries as a means of
ensuring integrated manage-
ment of trachoma morbidity
and preventing visual disability
and blindness.
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Soil-transmitted helminth infections (STHs)—pro-
duced by soil-transmitted parasites—are among the
most common type of NID worldwide. They primarily
affect the poorest, most marginalized communities,
particularly children. Although several different hel-
minths infect humans, the most common among those
that are harmful, in descending order of frequency, are
Ascaris lumbricoides, Trichuris trichiura, and the hook-
worms Ancylostoma duodenale and Necator americanus.

The attention given by families is crucial to diminishing the
impact of NIDs
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A STATUS IN THE AMERICAS

Infection occurs through skin contact with larvae, usually through the
feet, or by consuming agricultural products contaminated with the para-
sites’ eggs. The eggs, which are expelled in the feces of infected persons,
require approximately three weeks to mature in the soil before becoming
infectious. Children can be infected by playing in the soil and touching
their mouths with their hands without washing. Direct person-to-person
transmission is not known to occur.

The helminths produce a variety of symptoms, including intestinal and
abdominal pain, along with diarrhea, poor vitamin A absorption, weakness,
and general malaise. In addition, the infection can cause low birth weight,
impede proper physical and psychomotor development in children, af-
fect school performance and learning ability, and lead to chronic digestive
bleeding and anemia. The annual worldwide death toll from STHs is about
155,000.

Children are a priority group for treating the disease, as they suffer the
most severe consequences. In addition to the effects described above,
some studies indicate that the intellectual coefficient of the children can
be reduced by STHs and their sequelae, influencing a country's produc-
tivity in future years.

o O
ed

“SOIL-TRANSMITTED
HELMINTH INFECTIONS
(STHs)—PRODUCED BY
SOIL-TRANSMITTED
PARASITES—ARE AMONG
THE MOST COMMON TYPE
OF NID WORLDW!IDE.
THEY PRIMARILY
AFFECT THE POOREST,
MOST MARGINALIZED

COMMUNITIES,
PARTICULARLY CHILDREN."

STHs are the most widely distributed NIDs in the Americas, affecting
24 countries. PAHO/\WHO estimates that 46 million children were at risk of

contracting STHs in 2014, with 58% of them concentrated in three of the 24
affected countries (Brazil, Colombia, and Mexico), and 36% in seven other
countries (Bolivia, the Dominican Republic, Guatemala, Haiti, Honduras, Ni-
caragua, and Peru). If interventions for control are concentrated in these 10
countries, some 43.4 million children could be dewormed annually.



v WHY [T PERSISTS IN THE
AMERICAS

A MEASURES THAT CAN HELP
REDUCE THE SUFFERING OF
PEOPLE AFFECTED BY IT

The health determinants that influence the transmission of helminths
are closely linked to sanitation, hygiene, and access to safe water.
Various studies demonstrate that improving these factors can drastically
reduce the number of STHs. Another important health determinant is
lack of education on good hygiene practices such as handwashing and
personal cleanliness. The use of shoes is also vital, to keep children from
being infected through contact with the soil.

PAHO/WHO has proposed the goal of reducing STH prevalence to
less than 20% among school-age children in at-risk areas in the Ameri-
cas. The principal strategy used to control these infections is the mass ad-
ministration of antiparasitics, covering at least 75% of the children in each
risk area. If the risk of infection than 50%, all children 1-14 years old are
treated twice a year; if the risk is less than that, only one treatment a year
is administered.

WHO recommends the antiparasitic drugs albendazole and meben-
dazole for treatment of STHs because they are effective and cheap (US$
0.02-0.05 per tablet) and easy for people without medical training, such
as teachers, to administer. Other anti-helminth measures include the fol-
lowing:

- Use of safe water to wash hands, and food, as a means of minimiz-
ing reinfection.

- Improving/increasing access to basic sanitation facilities (ventilat-
ed outhouses and septic tanks) is a basic, essential requirement for
eliminating the presence of human feces, as 1 g of feces can contain
up to 100 parasite eggs. Health education to promote personal and
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environmental hygiene in endemic communities is key to reducing

sanitation—latrines—community members must be educated on their
proper use, and on the importance of handwashing, to keep families

o O
the number of infections. Once a community has access to adequate @'III @ ﬁ

healthy.
In addition, for effective control of the disease, these measures must be “EVERY CHILD NEEDS ONLY
carried out using an intersectoral approach. ONE TABLET FOR COMPLETING

A STEPS BEING TAKEN IN THE
AMERICAS

THE TREATMENT."

WHO provides the affected countries with the antiparasitic drugs
albendazole and mebendazole free of charge. In 2014, nine countries
in the Americas (Brazil, Colombia, the Dominican Republic, El Salvador,
Guatemala, Guyana, Haiti, Nicaragua, and Paraguay) requested 275 mil-
lion donated tablets from WHO, representing an increase of more than
50% over 2012, when only four countries requested tablets. The remaining
countries with infection foci, such as Mexico, purchased medicine with
their own resources. Mexico deworms close to 18 million children twice a
year, purchasing 36 million tablets a year for this purpose, at an estimated
cost of US$ 720,000 for the medicines alone.

Once the antiparasitic drugs reach the countries, the health ministries
coordinate and conduct campaigns to administer the medicine on a mass
scale at the local level. In some countries, NGOs and United Nations
agencies, such as the World Food Programme (WFP), join these efforts to
assist in the local operation.



A SUCCESSES

The most important achievement in the battle against helminths is
the priority that has been assigned to this group of infections in the
public health programs of the countries in the Americas, especially
given the fact that deworming activities had declined in recent years. As a
result, in 2009, some 32.8 million children 1-14 years old were dewormed
in a total of 16 countries in the Americas, and in 2014, about 28 million were
dewormed in 12 countries in the Americas. Reflecting the progress that
has been achieved, 17 countries now have action plans for the disease,
and the number of countries requesting donations of antiparasitics has
increased.

In Belize, Dominican Republic, Haiti, Honduras, Mexico, and Nicaragua,
deworming is conducted as part of the “Vaccination Week in the Ameri-
cas' campaign to reach children who do not attend school, in which de-
worming activities were concentrated in schools.
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HIGHLIGHT

PARASITE-FREE
CHILDREN
IN NICARAGUA

For 20 years, Nicaragua has served as an example for ef-
forts to combat helminths. The country's Ministry of Health
reaffirms this, pronouncing the country “highly committed to
improving the population's health," particularly the health of
children under age 15, the group at greatest risk. Nicaragua
has been at the forefront of integrating various health inter-
ventions when the same population groups are being targeted
(e.g., combining vaccination campaigns with administration of
vitamin A). This tactic achieves more efficient use of human and
financial resources and enhances the actions' sustainability.

The national health crusades or campaigns have served as
the platform for these interventions, facilitating the deworming
of millions of Nicaraguan children and making Nicaragua one
of the countries with the longest and most sustained history in
this type of action.

“Major economic and operational resources are invested in
the well-being of the population, especially in helminth con-
trol" says a staff member of the country's Ministry of Health.
These resources are used to train National Health Campaign
personnel, an activity for which the government contributes
around half a million dollars annually.

Each year, an average of 1.5 million tablets are provided to treat
preschool and school-age children in 17 of the country's depart-
ments. The treatment reaches 80% of children at risk of infec-
tion from intestinal parasites. The NGO Children Without Worms
(CWW) program has been an important partner of Nicaragua's
national STH control program, collaborating actively since 2008
in distributing antiparasitic drugs donated through PAHO/WHO
and conducting health education activities in schools.
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The community's involvement in activities to reduce intestinal
parasites has been important throughout the process. In each de-
worming campaign, the schools undertake different group activities
such as mural art competitions in which educational notebooks on
hygiene are awarded as prizes.

“Mothers have called me and told me that their child woke up
with a belly ache and fever and wasn't going to class," one teacher
explained. “Since the deworming campaigns and educational activi-
ties, the children are more open and participate more; there is a big
difference”

The Nicaraguan government and CWW agree that the major
challenge in combating helminths is ensuring the sustainability of
the deworming and education activities, along with improving ac-
cess to hygiene and basic sanitation facilities, which continue to be
the major factors associated with these infections.



n CHALLENGES

The greatest challenge in controlling this group of parasitic infec-
tions is ensuring that the 24 countries with children at risk of infection
include and sustain actions to reduce morbidity caused by STHs as
part of their public health agendas. To increase their effect and sustain-
ability, these actions should be incorporated in policies for development
and poverty reduction. Ongoing efforts must focus on the following:

- Improving coverage of deworming, not only for school-age children
but also for younger children, pregnant women after their first trimes-
ter, and adults working in activities that put them at risk for STHs, such
as farmers and miners.

- Promoting mapping of the disease's occurrence and intensity of in-
fection to both establish baselines and oversee progress in reducing
the disease in at-risk populations.

- Supporting and promoting the implementation of integrated ac-
tions to complement deworming—particularly access to safe water
and improved basic sanitation facilities, as well as education on hy-
giene, use of shoes, and elimination of soil from dwellings.

- Promoting the integration of deworming actions, taking advantage
of existing platforms such as the Integrates Management of Child-
hood Iliness (IMCI) strategy and EPI, to increase the number of people
reached by deworming.
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Fascioliasis is caused by parasites of the trematode
family that primarily affect the liver. Infection occurs
from consuming raw aquatic plants, particularly water-
cress, contaminated with the parasite. The two species of
the parasite that cause the disease (Fasciola hepatica and
Fasciola gigantica) are leaf-shaped and large enough to
be visible to the human eye. They are known popularly as
duelas del higado (‘liver worms”).

N>

Learning how to identify the vector transmissions of NIDs is
one of the activities learned by the community.




Fascioliasis predominantly affects animals but can also infect humans.
The process involved in transmission of the infection is complex and be-
gins with the expulsion of the parasite’'s eggs in the feces of infected hu-
mans or animals—mostly sheep and cattle, in the case of animals—which
contaminate the water of rivers and streams. There, the eggs mature and
penetrate freshwater snails, where larvae develop. They are later released

and adhere to aquatic plants. Humans are infected by ingesting the raw
plants.

“FASCIOLIASIS PREDOMINANTLY
AFFECTS ANIMALS BUT CAN
ALSO INFECT HUMANS."

According to WHO data, fascioliasis affects 2 million people globally,
mostly in the mountainous areas of South America and in southern and
eastern Asia.

A S—l— ATU S | N T |_| E A M E R | C AS Fascioliasis is one of the least documented NIDs in the Americas, so

there is limited information on its geographic distribution and disease
burden. However, the mountains of the Andean area are known to be the
most endemic area in the world, with high rates of infection among indig-
enous communities. The only species of the parasite in the Americas is
Fasciola hepatica, which is found in the northern altiplano of Bolivia and in
Peru's northern altiplano and Cajamarca Valley.
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A \X/ H Y |—|— p E R S | STS | N —l— |_| E The determinants of fascioliasis are associated with the eating hab-

its of the affected communities, which include consuming aquatic plants

A |\/| E R | CAS contaminated with the parasite without first washing the plants with safe
water.

A M E AS U R ES T |—| AT C AN H E Lp The chief objective set by PAHO/WHO is controlling transmission

of fascioliasis to humans. For this purpose, all affected individuals in en-

R E D U C E TH E S U I: I: E R| N G demic areas are treated annually with the antiparasitic drug triclabenda-
zole, which is provided to countries in the Region free of charge through
WHO. Other measures include:

- Veterinary public health activities to help contain the disease in ani-
mals.

- Efforts to educate inhabitants of endemic areas about the risks of
consuming freshwater aquatic plants without washing or cooking
them, and the importance of safe disposal of human feces.

Children in Bolivia being attended to by community
health workers.
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A STEPS BEING TAKEN IN THE
AMERICAS

A SUCCESSES

Fascioliasis is one of the most neglected NIDs in the Americas. In
2007, PAHO/\WHO began distributing the drug triclabendazole to popula-
tions living in endemic areas. In Bolivia, since 2008, thousands of people
have been treated each year in mass treatment campaigns, with a total of
155,000 individuals 5-59 years old treated in 2013.

Similar campaigns began in Peru in 2008. Initially, activities were only
conducted in the Cajamarca area, but in 2013 they were expanded to
Puno in southern Peru, an area considered high-risk for transmission of
fascioliasis.

In addition to treating cases in known endemic areas in Bolivia and
Peru, PAHO/WHO is promoting efforts to detect foci in other countries in
the Americas.

Bolivia has the world’s largest program for distribution of the anti-
parasitic triclabendazole, and is setting an example so that other af-
fected areas can implement the lessons learned from its experience
in the last few years.

Following Bolivia's example, Peru is broadening the search for foci in its
territory in order to implement the necessary control interventions.



Animals with fascioliasis contaminate water that is used to grow water-based
plants that are consumed raw by people; these are important factors in the
transmission of the disease.



HIGHLIGHT

BOLIVIA:
LEADER IN BATTLE
AGAINST FASCIOLIASIS

Wayra can hardly remember how many times he missed
school because of abdominal pain. One day, health depart-
ment personnel came to his school in Tiahuanacu. “They talked
to us about fascioliasis, and | took a tablet that they gave to me
and all my schoolmates. Since then, they have been coming
every year, and it doesn't hurt any more. Also, | know now that |
have to wash the watercress well before eating it

Certain portions of the northern altiplano of Bolivia have the
highest rates of fascioliasis infection in the world, according to
research led by, among others, the National Institute of Health
Laboratories of Bolivia (Instituto Nacional de Laboratorios de
Salud, INLASA); the University of Valencia (Spain) (the WHO
Collaborating Centre on Fascioliasis and Its Snail Vectors); the
University of Dublin (Ireland); and the University of Perpignan
(France).

“The area in which the disease circulates extends from the
city of La Paz to the areas around Lake Titicaca, at altitudes of
3.820-4,100 m—this information is consistent with the finding
of cases in humans and animals,” explained one of the princi-
pal partners in fascioliasis control in Bolivia at the University of
San Andrés. The endemic area is essentially rural, made up of
small, mostly indigenous villages and communities, where alti-
tude and temperature facilitate reproduction of the snails and
infection of the animals involved in the Chain of transmission.

The Departmental Health Service of La Paz (Servicios Depar-
tamentales de Salud, SEDES) emphasizes that “fascioliasis is a
health problem affecting populations that live in conditions of
high social vulnerability, with limited access to health services,
whose “epidemiologic, socioeconomic, cultural, and environ-
mental conditions are unfavourable.






altiplano, where the prevalence of fascioliasis dropped from 17%
in 1997 to 2% in 2013. It also reports that the treatment coverage is
“good and must continue to prevent the transmission of fascioliasis,’
but emphasizes that there must be continuing efforts to involve the
communities, to help ensure the interventions are successful.

One important consideration is the fact that the population in the
endemic area is migratory, and ranges over a vast territory, making
it difficult to provide treatment and determine how many people are
affected.

Along with deworming, ongoing education is vital to create aware-
ness about practices that are essential for minimizing infection, such
as not using manure as a fertilizer for aquatic plans, periodically de-
worming livestock, and isolating the cultivation of watercress and
other aquatic plants from waters contaminated by feces.

The Bolivian experience is considered an outstanding example of
best practices for developing regional and global programs to com-
bat fascioliasis. Bolivia has developed a model and is making it avail-
able to others for action in other affected areas.



n CHALLENGES

The most important initial task, at present, is to ascertain how many
countries have foci of infection, because the determine burden of the
disease in the Americas is unknown. It is also vital to design intersectoral
interventions that involve both the human and veterinary public health
sectors in developing measures to control the disease among humans.
Controlling the disease remains a long-term challenge and will require
the following measures:

- Improving diagnosis and treatment of affected persons.

- Instituting effective veterinary health measures to contain the sourc-
es of infection in animals.

- Educating communities living in endemic areas on the proper han-
dling and consumption of plants and vegetables that grow in fresh-
water.

- Attracting the attention of ministries of health and the medical com-
munity to create awareness of this problem.
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1. Visceral leishmaniasis: Can be fatal

R e

2. Cutaneous leishmaniasis: Atypical or
Ulcerated. "Difuse cutaneous” can lead to
disfigurement.

o @
e

3. Cutaneous, mucosal and muco-
cutaneous leishmaniasis:  Chronic and
leads to disfigurement.

There exists treatment to cure all 3 types.

AN
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L EISHMANIASIS

Leishmaniasis is a potentially fatal but curable disease caused by 22
different species of parasites of the genus Leishmania, of which 15 spe-
cies are present in the Americas. This parasite is transmitted to humans
through the bite of female insects of the Lutzomyia family (genus Phle-
botomus), popularly known as chiclera, asa branca, palomilla, mosquito
palha, and torito, among other names. The insect is active at night, and
injects the parasite into humans through its bite.

The clinical presentation of the disease humans varies, as described
below:

+ Visceral leishmaniasis, or kala azar, is the most serious form, and
is fatalin approximately Q0% of cases if not treated with drugs and ap-
propriate clinical management. It is characterized by prolonged fever,
weight loss, anemia, and enlargement of the liver and spleen.

+ Cutaneous, mucosal and mucocutaneous leishmaniasis are the
most common forms of the disease in the Americas. The initial mani-
festation of this form of the disease is usually skin lesions, which gen-

“MAKING PREVENTION
PREFERABLE TO CURE."



v STATUS IN THE AMERICAS

erally evolve into ulcers that leave permanent scars. In its diffuse form,
the disease can result in serious lesions and disfigurement similar to
those produced by leprosy. It is difficult to cure, and relapses can oc-
cur after treatment. When it affects the mucosa, the disease is called
mucosal (or mucocutaneous) leishmaniasis, which can partially or to-
tally destroy the mucous membranes of the nose, mouth, and throat,
as well as surrounding tissues.

Although there are various treatment options for the different forms of
leishmaniasis, the pentavalent antimonials are used most frequently and are
most readily available. However, these drugs are toxic and represent a risk
to patients if not properly prescribed, making prevention preferable to cure.

Leishmaniasis is considered a public health problem in the Ameri-
cas because of the number of people suffering from it, the mortality
rate, and the disease’s extensive geographic distribution. Cases have
been reported from the southern United States to northern Argentina (with
the exception of Chile and Uruguay, where no cases have been reported).
On average, 57,000 cases of cutaneous and mucosal leishmaniasis are di-
agnosed each year, in addition to 4,000 visceral cases, with an average of
220 deaths annually. Among visceral leishmaniasis sufferers, 6.4% are also
infected with HIV, which contributes to complications and deaths due to
the complexity of providing simultaneous clinical management and treat-
ment of both infections.

Cutaneous and mucosal (mucocutaneous) leishmaniasis is currently en-
demic in 18 countries and territories in the Americas (Argentina, Bolivia, Bra-
zil, Colombia, Costa Rica, Ecuador, El Salvador, French Guyana, Guatemala,
Guyana, Honduras, Mexico, Nicaragua, Panama, Paraguay, Peru, Suriname,
and Venezuela). Between 2001 and 2013, 75% of the nearly 743 000 cases
reported were concentrated in Brazil (42%), Colombia (20%), and Peru (13%).
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Historically, visceral leishmaniasis has been reported mostly in villages
in mountainous areas and in some areas close to cities. In recent decades,

&

however, urban transmission has become more frequent as a result of
the insect adapting to the urban environment, and due to the presence of
infected dogs inside and outside of dwellings.

Visceral leishmaniasis is present in a total of 12 countries in the Ameri-
cas, where there were reports of approximately 45 000 cases since the
last decade. Brazil has been the largest source, accounting for 96% of re-
ported cases, while Paraguay accounted for 1.9%, Argentina for 0.3%, and
Colombia for 1.3%. Foci of transmission, though smaller, were also found
in Bolivia, El Salvador, Guatemala, Guyana, Honduras, Mexico, Nicaragua,

and Venezuela.

AMERICAS

Deforestation caused by the
incursion of agriculture into un-
inhabited zones, along with road
building, hydroelectric plants,
and settlements in wooded areas,
contributes to the spread of habi-
tat for these insects and to their
adaptation in urban and peri-ur-
ban areas, increasing exposure to
the risk of infection.

AN

n WHY IT PERSISTS IN THE

The disease is also sensitive to
climatic conditions such as chang-
es in rainfall, temperature, and hu-
midity. The warming of the Earth
and soil degradation are factors
that increase risk, while deficient
housing and poor sanitation in
dwellings can promote the pres-
ence of the vector and facilitate its

“IN RECENT DECADES,
HOWEVER, URBAN
TRANSMISSION HAS BECOME
MORE FREQUENT AS A RESULT
OF THE INSECT ADAPTING TO
THE URBAN ENVIRONMENT,
AND DUE TO THE PRESENCE OF
INFECTED DOGS INSIDE AND
OUTSIDE OF DWELLINGS.”

survival. Moreover, crowded set- ‘ ) )

tings provide it a plentiful source of
gsp P 0 0 ’
0

blood to feed on.
“THE DISEASE IS ALSO
SENSITIVE TO CLIMATIC
CONDITIONS SUCH AS
CHANGES IN RAINFALL,
TEMPERATURE,
AND HUMIDITY."




n MEASURES THAT CAN HELP
REDUCE THE SUFFERING OF
PEOPLE AFFECTED BY IT

The PAHO/WHO objective is to control leishmaniasis by reducing
the number of cases of the mucosal form of the disease and reducing
mortality from the visceral form of the disease. The complexity of the
disease makes it difficult to control because, in contrast to other NIDs,
there is no single effective tool for interrupting transmission.

Prevention, surveillance, clinical management, and control of leishman-
iasis require a combination of the following strategies:

- Early diagnosis and effective management of cases, which reduces
the incidence of serious forms of the disease and prevents serious
disability and death. Effective medicines for the disease are now avail-
able, and access to them is constantly improving, though obtaining a
low-toxicity oral drug remains a challenge.

- Control of the insects, which helps reduce the disease'’s transmis-
sion, especially in and around houses.

- Environmental management, personal protection, protection of
dwellings, and the use of insecticides with residual effects, which are
beneficial in disease prevention and control.

- For visceral leishmaniasis, the euthanasia of infected dogs is one
means of controlling the disease. However, other preventive mea-
sures, such as the use of collars impregnated with insecticides and
repellents, serve to protect the animals, thereby preventing human
infection. Cost-benefit studies are still needed to assess the efficacy
of these measures.

- Health education and community mobilization, which are helpful in
changing behavior patterns that favor infection.
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n STEPS BEING TAKEN IN THE
AMERICAS

hn SUCCESSES

PAHO/WHO is working actively with the countries where the infec-
tion is endemic to strengthen efforts to combat the disease, while at
the same time promoting research, prevention, treatment, and edu-
cation activities. The Organization has covered the purchase of a series
of drugs for treating leishmaniasis in its Strategic Fund to improve their
accessibility to the countries. Efforts are also under way to ensure that the
Fund includes rapid diagnostic tests for leishmaniasis, which reduce the
risk of the visceral form of the disease becoming serious or fatal.

Despite the challenges that remain, the Americas can celebrate the
reduction in the number of deaths from visceral leishmaniasis over the
last several years, \which dropped from 335 (8.4% of cases) in 2011 to 229
(6.7% of cases) in 2013. Other advances, in the area of capacity building,
include the following;

Creation of the Regional Leishmaniasis Information System, "SisLeish,
which has allowed for consolidation and updating of the data on the epi-
demiologic situation in the Americas.

Provision by PAHO/WHO of distance courses on diagnosing and treat-
ing the different types of leishmaniasis—a useful and efficient tool for
strengthening the human resources responsible for providing patients
with medical care.



This man in Brazil shows an early-stage wound on his arm caused by
leishmaniasis.



HIGHLIGHT

INITIAL VICTORIES
IN THE FIGHT AGAINST
LEISHMANIASIS

A major triumph in efforts to combat leishmaniasis was
achieved in 2013 with the implementation of SisLeish. That
year, for the first time, the Americas had a system that allows
for searching for and consolidating homogeneous, compa-
rable, high-quality data on leishmaniasis, providing health
professionals and facilitators with the epidemiologic informa-
tion and analyses needed for understanding the status of the
disease in the Americas, sharing information, and enabling the
countries to conduct joint control activities.

SisLeish helps facilitate individual and comparative analyses
of leishmaniasis at different geographic levels, and allows for
periodic tracking of cases. These analytical studies have prov-
en valuable for formulating methodology proposals and gen-
erating an adjusted stratification of the areas at risk. To date,
17 countries have joined the system, aiding efforts to control
leishmaniasis and fostering its inclusion in government public
health programs.

Mexico's experience with cutaneous, mucosal (mucocutane-
ous) leishmaniasis is particularly notable. Between 2009 and
2012, the state of Oaxaca reported an up to 26-fold increase
in the number of new leishmaniasis cases. In response, Mexico
orchestrated a social mobilization campaign that focused on
creating awareness about the importance of timely diagnosis
and treatment of new cases, training of health unit medical
personnel, and efforts to increase the population's knowledge
about the disease as well as its social stigma. The intervention
reached the community of Matias Romero, the state's most
heavily affected municipality, in the form of an intensive leish-
maniasis campaign, in which education and health officials,
along with the media, transmitted messages on leishmaniasis
aimed at the general public.



Timely identification helps to begin
treatment and to reduce the pains
associated with leishmaniasis.

As a result of the campaign, which took
place May 27-31, 2013, nearly 100 people
with probable cases of leishmaniasis
visited PHC facilities; 60 blood and tis-
sue samples were taken; and 160 health
workers were trained. The samples iden-
tified 30 cases of cutaneous leishmani-
asis, and all cases received treatment.
“Some lesions in cutaneous and muco-
sal leishmaniasis extend to the nose or
mouth, and the cartilage disintegrates
until a cavity is formed; these people suf-
fer greatly from the disfigurement and
the stigma associated with it, covering

their faces with handkerchiefs. With early
diagnosis and treatment, this does not
need to happen,’ explained Ana Nilce
Elkhoury, PAHO/WHO Regional Advisor
on Leishmaniasis.

Colombia's efforts to combat viscer-
al leishmaniasis are another model for
fighting the disease in and around cit-
ies, where it is increasingly common as
a result of the insect that disseminates it
adapting to the urban environment, and
the presence of infected dogs inside and
outside of dwellings.

In May 2012, seven cases of visceral
leishmaniasis were found in the munici-
pality of Neiva (department of Huila), a
location distinctive for harboring some
25,000 stray dogs. After the outbreak
was detected, the national authorities,
with the support of PAHO/WHO, led an
investigation of the focus, defined the
risk zone, and determined what actions
to take. These efforts confirmed that the
disease had been present in the infected
individuals for an average of 17 months.
The disease can be fatal if not treated in
time; in this case the patients suffered




from fever, enlarged livers and spleens, prostration, and diarrhea. All
sick individuals were hospitalized and given proper treatment. De-
spite the complications and strong side effects of the treatment, the
patients did well, were monitored for their medical progress, and,
over the following months, were cured.

In the 2012 outbreak, 72% of cases involved women living in hous-
es with precarious conditions, such as crowding, lack of water, and
lack of garbage disposal services. To help solve these problems,
traps were set to catch the vector. In addition, more than 1,000 ca-
nine blood samples were collected in the area, of which 4% proved
positive for visceral leishmaniasis. These strategies were comple-
mented with vector control efforts that employed insecticides, prun-
ing of shrubs, removal of organic material, and activities to help edu-
cate the community about the disease and how to prevent it.

Thanks to this comprehensive package of measures, and the ac-
tive participation of the population of Neiva, the outbreak was con-
trolled and no new cases emerged in the following year.



n CHALLENGES

The greatest challenges in controlling leishmaniasis
in the Americas are the complex nature of the infection
and the need for an effective means of addressing the
factors that favor transmission of the disease. Achieving
the latter will require the following:

- Finding effective vaccines for both humans and do-
mestic animals.

- Appropriately managing existing insecticides and de-
veloping new insecticides that are effective against the
disease’s vectors.

- Establishing guidelines for reducing the vectors' con-
tact with human beings.

- Improving the quality of information and the reporting
of cases in the endemic countries.

- Enlisting the participation of relevant populations in
the interventions so that they assume sustained re-
sponsibility for the efforts required to ensure that dwell-
ings do not provide the vector with breeding and repro-
duction opportunities.

- Identifying areas that, though free from transmission
of leishmaniasis, are vulnerable to the disease, and
gaining more precise knowledge concerning the epi-
demiologic situation in the countries and the popula-
tion groups affected.

- Promoting joint efforts among the endemic countries,
and ensuring that the information used in decision-
making is updated.

- Promoting the mobilization of resources and inte-
grating action on the disease with programs to combat
other vector-borne diseases.
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DENGUE:

'BREAKBONE FEVER'

Dengue is an infectious viral disease transmitted by female mosqui-
toes of the genus Aedes, principally the A. aegypti species. Mosquitoes
of this species bite during the day and their most active feeding period is
during dawn and nightfall.

An infected individual can be asymptomatic or have symptoms ranging
from high fever (39-40°C) to headache and aches in the eyes, muscles,
and joints, as well as rash and overall malaise. Nausea and vomiting are
frequent. The disease is commonly called “breakbone fever” (fiebre que-
brantahuesos) because the muscular and bone pain is so severe that
some patients feel as if their bones are breaking and can be incapacitated
for days.

ﬂ
CAN BE
FATAL

NO SPECIFIC
TREATMENT

FOUR SEROTYPES
(DEN1, DEN2,
DEN3 AND DEN4)



Capture and identification of NID vector mosquito larva helps
to better plan elimination campaigns.

Patients should be monitored for
warning signs such as the appear-
ance of bleeding from the nose
and gums, lethargy, sleepiness,
dizziness, intense abdominal pain,
and persistent, continuous vomit-
ing. These signs indicate the pres-
ence of the more serious forms of
the disease, which can produce
shock, bleeding, and organ failure,
and can even be fatal. No specific
treatment or vaccine for dengue is
currently available, but when de-
tected in time, and with appropriate
medical care, complications and
mortality are reduced.

Four distinct serotypes of the
dengue virus are known (DENZ,
DEN2, DEN3, and DEN4), and all
are present in the Americas. Infec-
tion by one of the four serotypes
confers permanent immunity for
the person infected, but only for
the specific serotype involved.
Successive infections by different
serotypes are a risk factor for the
more serious forms of dengue.

In recent years, the worldwide
number of cases increased, and
the disease has advanced to new
geographic areas, becoming a sig-
nificant public health problem.

“PATIENTS SHOULD BE
WATCHED FOR WARNING SIGNS
SUCH AS THE APPEARANCE OF
BLEEDING FROM THE NOSE AND
GUMS, LETHARGY, SLEEPINESS,
DIZZINESS, INTENSE ABDOMINAL
PAIN, AND PERSISTENT,
CONTINUOUS VOMITING."
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A STATUS IN THE AMERICAS

Dengue has a long history in the Americas going back
more than 400 years. The first suspected cases of the dis-
ease appeared in Martinique and Guadeloupe in 1635. In
1780, Dr. Benjamin Rush wrote the first report of a case of
dengue fever, which occurred in Philadelphia (USA). Since
then the disease has occurred throughout the continent,
with the exception of Canada, mainland Chile, and Uruguay,
which do not have autochthonous transmission (although
the vector mosquito is present in Uruguay).

Among world regions, the Americas reports the highest
number of dengue cases. In the past 30 years, incidence
has increased by a factor of 13 (from 16.4 cases per 100 000
inhabitants in 1980 to 218.3 per 100,000 iN 2000-2010). De-
spite the increase in the number of cases, the Americas has
one of the lowest mortality rates from the disease. Between
2011 and 2014, some 3 300 deaths were prevented.

[t is estimated that in the Americas alone, more than 500
million people live in areas with risk of transmission of the
disease. In recent years, the continent has seen numerous
epidemics, including episodes in Argentina and Bolivia in
2009; Brazil in 2002, 2008, 2010, and 2013; and Honduras in
2011 and 2013.

“AMONG WORLD REGIONS,
THE AMERICAS REPORTS

THE HIGHEST NUMBER OF
DENGUE CASES. IN THE PAST
30 YEARS, INCIDENCE HAS
INCREASED BY A FACTOR OF 13
(FROM 16.4 CASES PER 100 000
INHABITANTS IN 1980 TO 218.3
PER 100,000 IN 2000-2010)."



n WHY [T PERSISTS IN THE
AMERICAS

» MEASURES THAT CAN HELP
REDUCE THE SUFFERING OF
PEOPLE AFFECTED BY IT

Global warming and the climate patterns of the last several years
have favored proliferation of the A. aegypti mosquito, even during sea-
sons normally not expected to be favorable to the insect’s proliferation.

Moreover, the disorderly and unplanned growth of many cities has pro-
vided an environment favorable to the vector's proliferation, and incorrect
use of insecticides has led to the appearance of resistant mosquito popula-
tions. Precarious housing leads to the presence of mosquitoes indoors, and
crowding in housing units facilitates multiple cases of contagion within a
given household. Storing water in inadequate containers, such as dispos-
able plastic containers, tires, or jars, increases mosquito breeding areas.

The PAHO/WHO objective is to control dengue in the Americas and
reverse the epidemiologic situation of the last few years. Although ad-
vances have been made in research for producing an effective dengue
vaccine that could eventually help reduce the impact of the disease, there
is insufficient evidence to recommend any of the vaccines in develop-
ment. Prevention and control depend primarily on combating the mosqui-
toes, an effort in which families and communities are the key components.
Recommended actions in that regard are as follows:

-+ Prevent mosquitoes from finding water that can provide breeding
places where they can deposit their larvae (e.g., containers, water
tanks, buckets, barrels, flowerpots, etc.).

- Properly dispose of solid waste inside and around dwellings.

- Hermetically seal containers that store water for domestic use, and
clean them weekly.

- Take steps to protect the dwelling, such as adding screens on doors
and windows to prevent the entry of adult mosquitoes.
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v STEPS BEING TAKEN IN THE
AMERICAS

+ In areas known to have active transmission, use long-sleeved shirts
and long trousers to minimize skin exposure during the day, when the
mosquitoes are most active; repellents with active ingredients such as
DEET (N,N-diethyl-meta-toluamide), IR3535®, or icaridin can be used
on the skin or clothes, adhering strictly to label instructions.

- The use of mosquito nets on beds provides good protection for in-
dividuals who sleep during the day, such as babies, older adults, and
people who areill.

- Improve community participation and mobilization to achieve effec-
tive ongoing control of the vector.

In 2003, the Integrated Management Strategy for dengue preven-
tion and control (IMS-Dengue) was approved. Used by 27 countries and
assessed in 22 countries, this strategy draws on various key disciplines
to fight the infection (comprehensive vector control, epidemiology, envi-
ronmental measures, laboratory work, patient care, and social commu-
nication). In 2008, the Dengue Laboratory Network of the Americas (Red
de Laboratorios de Dengue de las Americas, RELDA) was established to
bring together scientific and technical capacity in the Americas to respond
to outbreaks and epidemics. RELDA also aimed to create a system for
sharing reagents and providing a good-quality control system in labora-
tories.

In addition to ministries, agencies, and NGOs associated with the health
sector, vital support has been provided by other public sectors as well as
by the industry and tourism sectors, academia, and the people living in
endemic communities.
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n SUCCESSES
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One major achievement is the reduction of mortality from dengue
in the Americas, despite the steady increase in the number of cases.
This result is attributable to the strengthening of capacities among health
personnel with regard to patient care and management. Other tangible
achievements include the following:

- Creation of multidisciplinary teams trained in Communication for
Behavioural Impact (COMBI), and publication and dissemination of the
lessons learned in 15 countries.

- Creation and use of national guidelines for clinical patient manage-
ment.

- Strengthening of national capacities for timely detection of dengue
outbreaks when they emerge, as part of surveillance systems.

- Development of a simplified method for collecting information on
rates of A. aegypti infestation, to conduct more timely mosquito con-
trolinterventions.

- Improvement and updating of the technical and scientific capacity
of dengue laboratories.

Teaching how to identify sources of the dengue mosquito transmission, and how
to prevent them, is one of the many activities conducted with the communities.



HIGHLIGHT

WARNING
SIGNS USEFUL
IN' REDUCING
MORTALITY FROM
DENGUE

An initial method of classifying the seriousness of dengue
cases was developed in 1974. It distinguished three types of
dengue: classic, hemorrhagic, and dengue shock syndrome.
Over the subsequent 30 years, various problems with this clas-
sification emerged. First, not all patients fit into one of the three
categories. Moreover, because most cases were classified only
when the disease was in its final stages, the classification did
little to aid efforts to provide adequate medical care, and did
not contribute to early reporting for purposes of epidemiologic
surveillance.

In the search for a solution, and more precise clinical clas-
sification, the multi-agency Special Programme for Research
and Training in Tropical Diseases (TDR), hosted by WHO, con-
ducted research in a number of countries. In 2009, drawing on
scientific work on diagnosis and treatment, TDR and WHO pub-
lished an updated version: Guidelines for Diagnosis, Treatment,
Prevention, and Control. One year later, PAHO/WHO, working
with the International Dengue Task Force (Grupo de trabagjo fo-
calizado en la lucha contra el dengue, GT-Dengue), adapted the
guidelines based on experience in the Americas and published
a special edition for this continent. The project included an ex-
tensive training process for health personnel involved in the
clinical care of dengue patients.

The new clinical guidelines on dengue comprise a modified
classification of the severity of the disease, which has proven to
have significant advantages over the original 1974 guidelines.
Among the improvements are more efficient and better-quality
methods of detection of cases, facilitating detection of very se-
vere cases of the infection and thus preventing unnecessary
deaths.
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n CHALLENGES

Dengue poses one of the most demanding challenges for PAHO/
WHO and the governments of the countries in the Americas due to
the multiple problems involved in preventing and controlling the disease.
There are three key approaches for addressing the disease:

- Promoting family and community participation to prevent and elimi-
nate breeding places for mosquitoes, especially in and around dwellings.

- Increasing resources and expanding intersectoral efforts for mosquito
control, enlisting the participation of ministries of education, tourism,
and the environment, as well as local and municipal governments.

- Supporting the development and evaluation of new technologies to
control and prevent the disease, including vaccination.



Learning from experience:
The man in the orange shirt was once infected with dengue, making him
conscious of the sources of the disease. He takes it upon himself to assure
that there is no stagnant water inside his tires so that no one else can become
infected.



WAY FORWARD:

POST-2015 EFFORTS
1O COMBAT NIDs

The successes achieved in controlling and eliminating
NIDs in the Americas are a result of the political commit-
ment of the countries to improve the health and quality of life
of affected communities and consequently reduce the suffer-
ing, disability, disfigurement, stigma, and discrimination that
these diseases cause.
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) ) ) ) ) Integrated efforts directed toward population groups that are affected by
This commitment is reflected in the technicaland finan- various NIDs is an example of the innovation being done in the Americas.

cial efforts of the ministries of health, which, along with
support from strategic partners and allies, and the par-
ticipation of the affected communities, have placed the
Americas in the vanguard of efforts to eliminate NIDs.

include activities and funding designed to strengthen epi-
demiologic surveillance, provide an integrated approach

However, various challenges remain, and will require  to morbidity in the context of PHC services, conduct re-
even greater political and financial commitment to reach  search, and ensure organized response to outbreaks. Lo-
the ‘endgame’ (ie., the elimination of these diseases by cal capacities must also be strengthened by training hu-
2020). For example, national public health programs must ~ man resources; making high-quality, safe, and affordable
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supplies and medicines available;
integrating interventions with exist-
ing health programs and intersec-
toral actions; and increasing care
capacities.

The eventual elimination of NIDs
should be considered a starting
point for efforts to bring real (sus-
tainable) development to affected
communities rather than an end-
point for health sector programs
and initiatives. Recognizing that
these diseases are intimately relat-
ed to poverty and under- develop-
ment is a first step to understand-
ing that development is essential if
impoverished communities are to
be freed of the social and economic

conditions that make them vulner-
able to the resurgence of NIDs.
Communities with good access to
basic services, adequate educa-
tion, health care, water, sanitation,
housing, food, and jobs—which
provide opportunities to overcome
the chronic risks they face—will be
more productive and have a higher
chance of experiencing a future free
of the scourge of these diseases.

The post-NID elimination era will
present even greater challenges,
such as improving the living con-
ditions of affected communities to
prevent reemergence of the dis-
eases. To delay or fail to implement
concrete interventions to close the

development gaps of communities
previously affected by NIDs—mar-
ginalized, wvulnerable, poor, ne-
glected, and often forgotten popu-
lations in marginalized rural and
peri-urban  communities—would
be similar to defaulting on a debt,
one that must be honored if NID
elimination is to be sustained.

For example, post-NID elimina-
tion, the health sector should pro-
mote work with complementary
initiatives such as HIAP, PHC, UHA,
and UHC to help ensure access
and availability of interventions and
services needed to detect, treat,
and properly respond to the pos-
sible reemergence of any NID or

“THE POST-NID ELIMINATION
ERA WILL PRESENT EVEN
GREATER CHALLENGES,
SUCH AS IMPROVING THE
LIVING CONDITIONS OF
AFFECTED COMMUNITIES

TO PREVENT REEMERGENCE
OF THE DISEASES.”



other disease capable of threat-
ening populations' collective well-
being. This, in turn, will require that
investment of technical, techno-
logical, and financial resources be
maintained at the local level, within
the context of these complemen-
tary initiatives.

In addition, communities where
one or more NIDs have successfully
been eliminated should continue
to be targeted for poverty reduc-
tion and the SDGs. These commu-
nities have benefitted from more
than a decade of interventions and
thus have community-based rather
than institutional, installed capac-
ity. This should be recognized and
leveraged in order to move toward

achieving sustainable development.
[tis in these communities (the ones
affected by NIDs) that complemen-
tary initiatives such as the HIAP
strategy can be implemented most
effectively.

The guiding purpose in post-2015
programming should be to take re-
sponsibility for eliminating NIDs in
communities where these diseases
persist, and to act as pioneers in the
post-elimination era, while adopting
comprehensive local strategies. A
new ‘road map" for the SDGs must
be drawn up, with innovation as a
key element in working to free the
Americas of NIDs.
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“IN ADDITION, COMMUNITIES
WHERE ONE OR MORE NIDS
HAVE SUCCESSFULLY BEEN
ELIMINATED SHOULD CONTINUE
TO BE TARGETED FOR POVERTY
REDUCTION AND THE SDGs."
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GOVERNMENT AGENCIES AND BILATERAL
AND MULTILATERAL ORGANIZATIONS

The Brazilian Cooperation Agency (Agéncia Brasileira
de Cooperacdao, ABC) and Brazil's Ministry of Health;
USAID; the Japanese International Cooperation
Agency (JICA); the Inter-American Development
Bank (IDB); Global Affairs Canada; the Department for
International Development (DFID) of the United
Kingdom; the U.S. Centers for Disease Control and
Prevention (CDC) Division of Parasitic Diseases and
Malaria; and the Organization of Petroleum Exporting
Countries (OPEC) Fund for International Development
(OFID).

COLLABORATION TO
COMBAT NIDs
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FOUNDATIONS AND NONPROFITS

Children Without Worms (CWW); |zumi Foundation;
Global Network for Neglected Tropical Diseases
(Global Network) of the Sabin Vaccine Institute
(Sabin); the Sasakawa Foundation; the scientific
research foundation Fundacao Oswaldo Cruz
(FIOCRUZ); the Global Programme to Eliminate
Lymphatic Filariasis; the Neglected Tropical Diseases
Support Center (NTD-SC), the Bill and Melinda Gates
Foundation; the Task Force for Global Health (TFGH);
the Damien Foundation; The Nippon Foundation
(TNF)/Sasakawa Memorial Health Foundation
(SMHF); the International Federation of Anti-Leprosy
Associations (ILEP) and the American Leprosy
Missions (ALM); the Instituto Lauro de Souza Lima
(ILSL); the Alfredo da Matta Tropical Dermatology
and Venereology Foundation (Fundagédo de
Dermatologia Tropical e Venereologia Alfredo da
Matta, FUAM); The Carter Center (TCC); the Lions
Club International Foundation (LCIF), the former
Fundacion Ceguera de los Rios; the Abbot Fund;
CBM (formerly known as the Christian Blind Mission);
the Alwaleed Bin Talal Foundation (ABTF); the
International Trachoma Initiative (IT1); the International
Agency for the Prevention of Blindness (IAPB); the
US. Pharmacopeia Convention (USP); Management
Sciences for Health (MSH); the organization Links
Media; and the PAHO Foundation.




Notable among the various strategic partners and allies involved in efforts to control and eliminate NIDs in
the Americas are government agencies and multilateral organizations, foundations, nonprofits, universities,

and other stakeholders.

1

UNIVERSITIES

OTHER

University of Georgia (USA); Saint George's University
(Grenada); The University of the West Indies
(Jamaica); Case Western Reserve University (USA) ;
Universidad Mayor de San Andrés (Bolivia);
Universidad Peruana Cayetano Heredia (Peru) (for
fascioliasis); University of Notre Dame (USA); McGill
University (Canada); London School of Hygiene and
Tropical Medicine (UK); the Liverpool School of
Tropical Medicine (UK); the Economics of Lymphatic
Filariasis Project at Emory University (USA); the Dana
Center for Preventive Ophthalmology at Johns
Hopkins University (WHO Collaborating Centre for
the Prevention of Blindness and Visual Impairment)
(USA); the Milken Institute School of Public Health at
George Washington University (USA); and the Center
for Communication Programs at the Johns Hopkins
Bloomberg School of Public Health (USA).

The contribution of the Global Fund to Fight AIDS,
Tuberculosis and Malaria (Geneva, Switzerland) has
been of vitalimportance. Over the years it has made
a major investment in the countries of the Americas
and contributed to drastic reductions in malaria's
burden of disease.
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PUBLIC-PRIVATE
PARTNERSHIPS
-OR CONTROL
AND ELIMINATE

OF NIDs IN THE AMERICAS

The work carried out by the countries to achieve and sus-
tain the control and elimination of NIDs in the Americas has
enjoyed support from public-private partnerships (PPPs)
for effective interventions targeting the affected popula-
tions. These partnerships include active participation by the
pharmaceutical companies, donors, NGOs, research groups,
and academic institutions.

A prime example of private sector support are the dona-
tions from Merck's MDP (Mectizan Donation Program), which,
since 1987, has committed to donating ivermectin (brand
name Mectizan®) for however long is needed to eliminate
onchocerciasis. In 2011, WHO launched a roadmap to achieve
the 2020 goals for controlling and eliminating NIDs. In 2012,
various partners, including the pharmaceutical companies,
donors, NGOs, and other organizations, signed the London
Declaration.

The London Declaration supports the WHO plan and mani-
fests the partners' commitment to the following:

- Guaranteeing access to drugs and supplies to further
the goal of controlling and eliminating a number of NIDs,
including dracunculiasis, lymphatic filariasis, leprosy, Af-
rican trypanosomiasis, blinding trachoma, STHs, schis-
tosomiasis, Chagas disease, visceral leishmaniasis, and
onchocerciasis.

- Conducting further research and work to develop new
treatments and interventions.

- Strengthening PPPs at the national and international
levels and with multilateral organizations to enhance the
efficiency of initiatives.

- With the support of strong health systems, facilitating
adequate funding for the countries with endemic NIDs so
that they can conduct interventions capable of achieving
the established goals.

- Providing technical collaboration, instruments, and re-
sources to the endemic countries to aid efforts to evaluate
and monitor their programs.



The countries of the Americas, through donations facilitated by
PAHO/WHO, have access to drugs to treat NIDs. A number of coun-
tries receive donated albendazole and mebendazole for control of
helminths (from GlaxoSmithKline (London) and Johnson & Johnson
(New Brunswick, NJ)); diethylcarbamazine citrate and albendazole for
lymphatic filariasis (Eisai Co., Ltd. (Tokyo) and GlaxoSmithKline); pra-
ziquantel for schistosomiasis (Merck KGaA (Darmstadt, Germany));
ivermectin for onchocerciasis (Merck & Co. (Kenilworth, NJ)); azithro-
mycin for trachoma blindness (Pfizer (New York)); poly-chemotherapy
with rifampicin, clofazimine, and dapsone for leprosy (Novartis (Basel);
nifurtimox for Chagas disease (Bayer (Leverkusen, Germany)); and tri-
clabendazole for fascioliasis (Novartis).

PPPs strengthen the efforts of national and local governments to
reduce the suffering caused by NIDs. The progress achieved to date
in controlling and eliminating these diseases would not have been
possible without the close collaboration of the affected communities,
governments, local organizations, and numerous national and interna-
tional partners.

Partnerships with local community
leaders helps strengthen their role in the
fight against NIDs.

“A PRIME EXAMPLE OF PRIVATE
SECTOR SUPPORT ARE THE
DONATIONS FROM MERCK'S
MDP (MECTIZAN DONATION
PROGRAM), WHICH, SINCE

1987, HAS COMMITTED TO
DONATING IVERMECTIN (BRAND
NAME MECTIZAN®) FOR
HOWEVER LONG IS NEEDED TO
ELIMINATE ONCHOCERCIASIS."
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