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services
African (35) 2 12 11 45 463 72 548
Americas (4) - 3 4 8 482 3181
Eastern Mediterranean (3) 2 3 2 1306 18
South-East Asia (9) 8 6 8 954 203 433 674
Western Pacific (22) 6 9 16 4572 840
Global 18 33 41 1014 026 510 261

*if reported data indicates number of IUs with known cases or where service was provided
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INTRODUCTION

Dr Adrian Hopkins MBE 

Chair Global Alliance to Eliminate Lymphatic Filariasis (GAELF)
Additionally, for the purposes of the NTD Summit of which GAELF was a component held in Geneva in April 2017
Chair, Disease Specific Working Group

Uniting to Combat Neglected Tropical Diseases


The April NTD Summit was a unique occasion, when many partners from countries, funding, research and non-governmental organizations all came together under the WHO and Uniting to Combat NTDs sponsorship to review progress to control and eliminate Neglected Tropical Diseases (NTDs).  The meeting coincided with the publication of the WHO NTD Department’s fourth report.  The London Declaration on NTDs, established in 2012, was an opportunity where these stakeholders came together to commit to working towards ambitious goals by 2020.  Some of these will be achieved, some may not be by 2020, but efforts now are also looking further forward to the 2030 Sustainable Development Goals, (SDGs).
The last 3 days of the Summit were an opportunity for the disease specific groups (largely those included in the London Declaration but a few others crept in) to get together, some for the first time, and review progress in their particular fields.  This included GAELF holding its 9th meeting and also being a component of the cross-cutting sessions (as noted below).  This coming together was an important opportunity to examine cross-cutting issues.  
The full programme is available in the annex.  The following is a report of the GAELF meeting and the cross-cutting sessions in which GAELF was a major part.  
Treatment for lymphatic filariasis is also an effective deworming therapy and, in Africa, overlaps with onchocerciasis treatment.  Summit joint sessions were held with the soil transmitted helminths (STH) group as well as with the onchocerciasis group to discuss these overlapping issues, particularly around stopping LF treatment and its impact on the other diseases.  The STH group also met with the schistosomiasis group.  The focus of these different groups and the breadth of the discussions are well documented in the brief reports of each session.

In a little over 2 years it will be 2020, a target year.  Much has been achieved, much will remain to be achieved but the coming together of the different stakeholders at the NTD Summit and GAELF9 inspires us to continue our efforts.

Efforts to control and eliminate NTDs give us an ideal platform to strengthen health systems particularly at the periphery and to make sure that health coverage is truly universal and that those most affected are not left behind.

GLOBAL ALLIANCE TO ELIMINATE LYMPHATIC FILARIASIS (GAELF)

WHERE ARE WE NOW AND WHAT ARE THE MILESTONES FOR THE FUTURE?

Objectives 

· Review what to celebrate, what few challenges remain?

· Reinforce global commitment to eliminate LF as a public health problem (PHP)– two pronged (i) to stop transmission and reduce suffering and (ii) improve quality of life

Discussion points
1. What to celebrate (MDA)

a. Elimination as a PHP first achieved in China & Korea. Now 8 countries validated with official acknowledgment (Cambodia, Cook Islands, Maldives, Marshall Islands, Niue, Sri Lanka, Togo, Vanuatu).  
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b. LF MDA scaled up 2000-2015; 2015 the highest treatment coverage. Over 6.2bn treatments overall with the number of people not reached reduced. Population requiring MDA reduced from 1.4bn to 941m.
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PROGRESS: Global scale-up of LF MDA 2000-2015
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c. Proportion of endemic IUs completed TAS (91.6% pass) and cease MDA. 
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PROGRESS: TAS implementation and stopping MDA


d. Donation of the Filaria Test Strip (FTS) from WHO and other partners.   
2. Challenges (MMDP)

a. Target: Minimum package of care facilities in all districts with known patients. However, there is insufficient data to measure coverage - 26% countries not reporting, 27% are monitoring number of patients, only 17% monitoring patients and availability of minimum package.
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3. Projections (by 2020)
a. Forecasting (relevant model applications):

i. Projected, a single IU through MDA and passing TAS1, using GPELF data (2015) for each IU’s baseline progress. Sensitivity analysis with endemicity, pass rates, effective coverage;

ii. Declining population requiring MDA at 2020, still 292m; at 2025, 0 (assuming all IUs achieve effective coverage). WER for 2015 showed 74% of IUs achieving effective coverage;

iii. Financial costs declining; Africa requires the most funding and for longest time. Financial vs economic costs – increase threefold when factoring in cost of volunteer distributors;

iv. Will take longer without effective coverage; the latter is important. The picture is more encouraging when considering individual IUs rather than whole countries – 46% by 2020
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New milestones

Proposed, MDA:

· by end 2018, all countries to have started MDA; 90% of all IUs needing MDA; all validated countries implementing surveillance
· by end 2020, 
· by end 2025,
· by end 2030, MDA no longer required globally; 100% of validated countries 
Proposed, MMDP:
· By end 2018, 80% 

· By end 2020, 30% of countries validated for elimination as a PHP

· By end 2025, 

· By end 2030, 90% of countries validated for elimination as a PHP

Conclusions and recommendations for 2017 -2018 
· All endemic areas requiring MDA confirmed through mapping and resources to scale up MDA in unreached IUs are obtained

· Quality – reaching effective coverage prioritized for MDA

· MDA strategy for loiasis/OV districts determined and WHO guidelines for alternative strategies prepared

· TAS implementation and MDA scale-down – use of FTS (a more conservative threshold) for LF+STH and LF+OV implementation 

· More technical and operational guidance; including implementation manual for surgical approaches to manage hydrocele, use of doxycycline for early-stage lymphatic management.
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HIGHS AND LOWS FROM THE REGIONS
Objective 
To address the successes and challenges of achieving elimination in the endemic countries of the 5 WHO regions
Discussion points

WPRO
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· 13 NTDs endemic in 28 countries; 5 countries verified, 7 in post-MDA surveillance (5 more imminent this year – 2017)
· Challenge: Commitment to MDA of PNG

SEARO
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· 2 countries in post-MDA surveillance; 4 countries with 100% coverage; 1 (Indonesia) 40 districts without 100% coverage

· Timor commenced MDA in 2015; Maldives and Sri Lanka both certified
· Challenges: local level commitment; persistent high mf and TAS failures in India, Indonesia and Nepal; social engagement.


EMRO
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Country Population at risk IUs MDA coverage Last TAS

§ Egypt 2.7million 195 (village)  >85% (5-12 rounds) 2017 “Passed”

§ Yemen 0.12 million 12 (sub-district) >80% (5-10 rounds)  2017 “Passed”

Egypt & Yemen ready to request WHO to carry out a formal process to validate LF elimination


· Egypt and Yemen, both passed 2017 TAS, request to WHO for formal validation

· Sudan: 62 districts with known LF; 36 districts remained to be mapped.

PAHO
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Lymphatic Filariasis in the Americas


· 4 countries removed from the list of endemic countries in 2011

· Haiti scaling down, but some problems recognised
· Guyana remains a problem for evaluation

AFRO

· Successes: Some countries in surveillance (Togo validated); 

· Mapping; MDA still scaling up, with some IUs nearing interruption of transmission; 

· Moving toward integrating surveillance into national surveillance systems.  

· Other programmes can have impact e.g. Gambia and Guinea Bissau successes thanks to the malaria programmes (use of bed nets).

Challenges
· 12 countries yet to launch MDA programmes; 

· Treatment strategies in co-endemic areas with other diseases e.g. onchcerciasis in many countries and Loa particularly in Angola, Gabon, and DRC); 

· old mapping data; 

· missing or incomplete M&E data; 

· integration of OV and STH evaluation; 


Conclusions and recommendations

· More effort to engage political support.

· Data Quality Assurance, DQA suggested to verify data in India

· Important to measure impact, including collateral impact of other programmes  

· RPRG to be pro-active in working with those countries yet to launch MDA programmes

· Loa challenges to be addressed in Africa

· More effort to combine OV, STH, LF evaluation

HYDROCELE MANAGEMENT: STATE OF THE ART TOOLS

Objective
To inform programmes of the current status in hydrocele management
Discussion points

1. 30% of THE global burden of (all) disease requires surgical intervention. WHO resolution 68.15 aims to “strengthen emergency and essential surgical care and anaesthesia as a component of universal health coverage”

2. Necessity of NTDs programmes to strengthen health services including surgical care, especially for LF regarding filarial hydrocele.

3. WHO’s NTD Department is collaborating with WHO’s Emergency and Essential Surgical Care Programme Department:
· to evaluate health facility capacity for hydrocele care and assess general surgical capacity using the same survey instrument

· for co-planning a technical consultation to elaborate a “Standardized Approach for the Effective Surgical Treatment of Hydroceles, including filarial hydroceles in low and middle-income countries” 
· to revise the 2002 WHO document that addresses the Surgical Approaches to the Urogenital Manifestations of Lymphatic Filariasis.

4. Importance of HSS for patient care in LF

Current strategies
3 main techniques – MMDP is involved in the first two (re-section, eversion; not Lord’s technique)
Hydrocele Surgery Training Package (and ToT): presently rolled out in BF, Cam, Eth

· Components:

· Training video

· Training presentations

· TOT presentations

· FASTT: table top surgical simulator. See one – do one – teach one approach. By same group that developed HeadStart for trichiasis surgery

· Training manual: adapted from AFMP/HDI manual, updated with latest WHO recommendations on surgery & infection control. Includes:

· Surgery follow-up algorithm

TOT 2016-2017. Training recently started in BF and Eth

Conclusions and recommendations
· Clinics should be charged to follow patients for post-operative care.

· There should be quality assessment/quality of life surveys.

· Technical consultation on WHO Surgical Assessment Tool supplemental module on hydrocele surgery.
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UPDATE ON TRIPLE DRUG TREATMENT (IDA) FROM CLINICAL TRIAL TO POLICY CHANGE

Objective

Inform the participants of the potential to accelerate LF elimination using Ivermectin, DEC and Albendazole (IDA).
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Discussion points

· New data available from clinical trials of triple therapy for LF show its superiority to standard 2 drug strategies. IDA could accelerate LF elimination, according to modelling study. (M Irvine, Lancet ID, 2017)

· Current status of IDA safety studies which are now mostly being or about to be implemented

· Triple drug therapy for bancroftian filariasis: is a single dose of this better than the standard 2-drug regimen?; does it have acceptable safety profile?

1. Systemic adverse events:  Slightly increased adverse events - mild to moderate AEs somewhat more frequent, but resolved quickly.  N.B. IDA is not a safe strategy for use in onchocerciasis co-endemic areas or in Loa co-endemic areas. 

2. A potential game-changer which will accelerate elimination with cost savings (est at $180m)

Conclusions and recommendations

· WHO policy change needed;

· IDA much more effective, but need to couple it with measures to increase compliance. “Poor compliance isn’t fixed by a better treatment regimen”

SPECIAL REPORT ON THE PacELF PROGRAMME

Objective
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To report on the PacELF story

Discussion points

1. Virtually everywhere in Pacific was endemic for LF. PacELF started 1999, three countries already eliminated by that time.  4 countries have validated elimination, 2 others have submitted dossiers, 2 others close to submitting.

2. “When you succeed, that’s when your problems start” – then need to prepare a validation dossier. Challenge of documenting is long (15-yr, in case of Vanuatu) programme.

3. PacELF “end-game data warehouse & catalogue” for all countries – documents spread across several locations, are being compiled at James Cook University.  The PacELF Way (v1 and v2 through 2016)

4. PNG is not a success story - considered the “problem child.” Not just an issue of resources. Three-year USAID grant, resulting in treatment of just two districts. PacELF failed in PNG, but country has much responsibility in this by not taking feedback; WHO, for not demanding accountability for drugs sent there and ensuring that what was committed occurred. 
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Conclusions and recommendations

· Overall PacELF is a success story with one failure of PNG

· PNG’s grassroots community should demand support and Australia should provide support.

SKIN AND LIMB CARE 

Objective

Skin and limbs feature strongly in the physical and social pathology arising from many of NTDs; in the transmission, as the affected organs, as the change that specifically depresses and causes people to shun and be shunned, as well as in the images we as the care-givers use to advocate for support to address these devastating diseases. 

Like the other major medical disciplines that are represented in the NTDs, such as mental health, gastroenterology and ophthalmology to mention a few, dermatology and physiotherapy are disciplines that have much to contribute to the betterment of the lives of those affected by NTDs but their contributions are often overshadowed by the enthusiasm of those in disease specific programmes through their admirable focus on the specific NTD in question. 

The NTD diseases and the care they need from the perspective of the dermatologist and the physiotherapist are considered. 


Discussion points

· The skin is a major organ of the body with many functions that affect the whole body. As an organ, it is often taken for granted and it should be remembered it can have a major effect on the overall health of the body. 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· The approaches used in India in basic skin care for filariasis as a format that can be used by other NTDs that affect the skin, and similarly. In terms of foot care using the podoconiosis example. The use of mobile digital approaches to collect data for one disease can enhance the collection of data on other dermatological diseases. 
· The need for the NTD specialists to join with the general medical discipline of dermatology. 


Conclusions and recommendations 

1. There is a need to re-emphasize the importance of the skin in tropical medicine and especially in the NTDs. 

2. It is important for NTD specialists (and NTD dermatologists) to link with the more general dermatological community, including the those in agencies such as the World Health Organization. 

3. It is recommended that NTD skin disease experts link with general dermatologists through as venues and organisations as is possible to bring the special characteristics of NTD skin diseases to the general world of dermatology. 
CLOSE OF MEETING

Objective

To draw overall conclusions from all the LF and cross-cutting sessions.

Conclusions and recommendations

· NTD Roadmap target for LF remains 2020. WHO has attempted to project status that year.  The call to action is to prove these projections wrong. It is known that alternative strategies are needed in last 1%, and these areas and the strategies should be identified now. 

· Sustain existing partnerships for good quality MDA with high coverage and implementation of TAS; add new partnerships for districts not currently conducting MDA or pre-TAS and TAS, possibly for lack of resources. 

· Partners supporting national programmes need to prepare to adopt a more effective strategy on MDA. Call to action: let’s beat these projections.
· GAELF is part of a bigger NTD family; but still has its own specific things to look at.  

· Celebration. There is a need to improve on our celebrations of success to use for advocacy.  Need to identify someone who knows how to celebrate success and have a good party!  Celebrate stopping MDA in a country.

· Too many acronyms on morbidity side – call it patient care, as that’s what it’s really about. Remind that it has a face, someone to care about. Remember the patient!

· Some countries in Africa are struggling to scale up. Some countries doubly punished by civil unrest etc. resulting in partners not wanting to support them. 12 countries in Africa have not yet started treatment so they will not reach the 2020 goal of elimination.

NTD SUMMIT

LYMPHATIC FILARIASIS 

CROSS-CUTTING SESSIONS

GAELF AND ONCHOCERCIASIS: SYNERGIES IN ELIMINATION OF ONCHOCERCIASIS AND LF 
Objective
Improving the integration of onchocerciasis and LF for efficient and effective elimination 
Discussion points

· The difficulties related to the move from a control to elimination of onchocerciasis, and specifically the issue of remapping the untreated hypo- endemic areas of onchocerciasis. 

· The specific requirements for the mapping of onchocerciasis in hypo-endemic areas and the different options to achieve a better understanding of the significance and location of these areas. 

· Emphasis and encouragement of the integration of monitoring for onchocerciasis programme parameters with the ongoing assessments for lymphatic filariasis; the challenges and the range of different approaches that could be utilised. 

· The question of whether the 6 rounds of MDA that is effective for lymphatic filariasis will also be effective for onchocerciasis, especially in the hypo-endemic areas.

Conclusions and recommendations

1. The onchocerciasis elimination programme will benefit from integrating with the LF elimination programme where possible and practical  .
2. Although there are specific characteristics of both these two filarial infections that will need to be considered individually, in general the currently most appropriate approach to the successful elimination of both infections is to work together wherever possible. 

3. The determination of the status in hypo-endemic areas of onchocerciasis be in part addressed as part of the ongoing surveys being carried out for the definition of the post-treatment success for lymphatic filariasis (TAS etc).
NTD SUMMIT
PROGRAMME

THURSDAY, 2OTH APRIL – SATURDAY 22ND APRIL 2017

THURSDAY, 20 APRIL 2pm to 3.30pm
Skin and Limb Care in NTDs


	Timing
	Topic
	Speakers

	1
	A definition of skin care in the context of NTDs
	 

	2
	Current experiences in LF and onchocerciasis
	 

	3
	Current experiences in Buruli/leprosy/leishmaniasis
	 

	4
	The socioeconomic aspects of skin and limb care and its provision
	 

	5
	Bringing NTDs together globally to improve skin care
	 


THURSDAY, 20th APRIL
 4pm to 5.30pm
GAELF/Onchocerciasis: Improving integration of onchocerciasis and LF for efficient and effective elimination
	Timing
	Topic
	Speakers

	4-4.20pm
	Integration of onchocerciasis monitoring into the LF M&E platform: Reality or fantasy?
	Dr Paul Cantey

	4.20-4.30pm
	Questions and answers
	 

	4.30-5.15pm
	6 years MDA for LF elimination: implications for onchocerciasis elimination programmes
	Chair: Dr Elizabeth Elhassan

	 
	Can a mapping to identify areas to extend treatment still be done in the district and how will the results be interpreted?
	Dr Frank Richards

	 
	Are 6 rounds of MDA sufficient to interrupt transmission of onchocerciasis in hypo-endemic communities?
	Dr Adrian Hopkins

	5- 5.15pm
	Questions and answers
	 

	5.15-5.30pm
	General discussion
	 


 

FRIDAY 21ST APRIL 9am-10.30am

LF to STH transition: Country experience
Chairs: Drs Pat Lammie (TFGH/CDC) and Molly Brady (RTI/ENVISION)

	Timing
	Topic
	Speakers

	10 minutes
	Introduction
	Co-chairs

	10 minutes
	The impact of LF MDA scaling down on STH control
	Dr Denise Mupfasoni, WHO

	10 minutes
	The LF/STH Transition and Sustainable Deworming: Impacts on the USAID NTD Program
	Ms Ploi Swatdisuk, USAID

	10 minutes
	Kenya
	Dr Sultani Hadley Matendechero

	10 minutes
	Philippines
	Dr Leda Hernandez

	10 minutes
	India
	Dr Ajay Khera

	Balance
	Discussion
	All


FRIDAY, 21ST APRIL 9am to 10.30am

Leprosy

?????

FRIDAY, 21ST APRIL 11am-12.30pm

NTDs and mental health

	
	International human rights resolutions, legislation and strategic approaches to maximising the mental wellbeing of people affected by NTDs
	Masato Seko & Hiroe Soyagimi, Nippon Foundation & Sasakawa Memorial Health Foundation

	
	The overlap between mental health and NTDs, mental health burden and NTDs
	David Molyneux, Liverpool School of Tropical Medicine



	
	WHO perspectives on mental health and NTDs
	Neerja Chowdhary, WHO

	
	Stigma, discrimination and exclusion, current research and implementation for stigma reduction
	Wim van Brakel, Netherlands Leprosy Relief

	
	The experience of leprosy and NTDs, psychosocial dimensions and interventions
	Zoica Bakirtzief da Silva Pereira, Federal University of Santa Maria, Brazil

	
	Integrating mental health care into NTD programmes 
	Julian Eaton, CBM


FRIDAY, 21ST APRIL  11am to 12.30pm
GAELF AND STH: Science base for post-mda country planning/programming for STH


	Timing
	Topic
	Speakers

	10 minutes
	Introduction
	Co-chairs

	10 minutes
	The NTD modelling consortium
	Ms. Deirdre Hollingsworth, LSTMH

	10 minutes
	(1) Brief overview of DeWorm3
(2) Accounting for LF within the design of DeWorm3
(3) Plans to measure the influence of LF on effective DeWorm3 intervention delivery
	Ms. Arianna Rubin Means
The DeWorm3 Team

	10 minutes
	Bangladesh: STH prevalence surveys
	Dr Rubina Imtiaz, CWW

	10 minutes
	WHO Tool for STH Managers
	Dr Antonio Montresor, WHO

	Balance
	Discussion
	 


 

SATIRDAY, 22ND APRIL 9.30am-12.30pm

ONCHO NGDO SESSION: Saturday 9.00am to 12.30pm

	9.00 – 9.45
	Oncho elimination issues
	

	9.00 -9.15    
	WHO Guidelines and M&E 
	

	9.15- 930   
	Role of ESPEN and country programs, committees, challenges , alternative treatment strategies 
	Maria Robollo

	9.30- 9.45   
	The Changing role of the NGDO Group
	Frank Richards



	9.45-10.00 
	The role of MDP in the effort to eliminate 
	Yao Sodahlon 



	10.00-10.30  
	Questions and Answers
	

	11.00-11.15  
	Socio-economic aspects of elimination, including modelling of the impact  
	Wim/Stok (TBC)

	11.15-11.20  
	Questions and Answers
	

	11.20-11.45   
	Planning documentation to guide the NGDO Group, including monitoring tools such as Roadmaps, concept note
	Adrian Hopkins/ Peter Ackland

	11.45-12.10  
	Questions and Answers
	

	12.10-12.30 
	Organisation and ToR for the NGDO Group - Group


	


SATURDAY, 22ND APRIL 2pm-5.30pm
GAELF

	Timing
	Topic
	Speakers

	2pm to 2.30pm
	LF Elimination: Where we are and milestones for the future
	Dr Jonathan King
(Chair AH)

	2.30pm to 3pm
	Panel discussion
	Chair: Jonathan King 

	 
	Highs and lows from the regions
	RPRG chairs

	4pm to 4.15pm
	Hydrocele
	Dr Sunny Mante

	4.15pm to 4.20pm
	Discussion
	 

	4.20pm to 4.35pm
	IDA
	Dr Gary Well

	4.35pm to 4.40pm
	Discussion
	 

	4.40pm to 5.20pm
	Session closing
	Chair AH

	 
	Country perspectives
	To be confirmed

	5.20pm to 5.30pm
	Questions and answers
	 

	 
	Close of meeting
	Dr Adrian Hopkins
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