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Prologue

Several health indicators have shown important improvements over the past few decades, thanks to the
efforts and commitments made by governments and health workers in all the countries in the
hemisphere. As the Director of the World Health Organization (WHO) indicated in September 2008 in
her visit to the Headquarters of the Pan American Health Organization (PAHO), “this is a region that
has crafted a long-term and foresighted health agenda, built on the spirit of Pan American solidarity.”

Nonetheless, Latin America continues to suffer from the fact that an exorbitant number of people—
nearly 50 million—live in a state of extreme poverty (with an income of less than one dollar a day).
Beyond numbers and averages, the lives and hopes of each of these individual men, women, and children
are what keep us awake at night in their appeal for us to make ever greater efforts to improve their
health and quality of life.

The majority of these people live in conditions favoring a greater burden of disease, many of which are
neglected for a variety of reasons. Usually, these neglected diseases affect uncared-for populations and
vulnerable groups such as indigenous populations, rural inhabitants, the elderly, women living in poverty,
and children. This situation needs to be changed for the better.

“Eliminating certain illnesses or As quoted from my inaugural address upon beginning a second

diseases that still afflict our term as PAHO Director last February, “one of my achievable
dreams is to eliminate those health conditions or diseases that
still afflict our peoples, despite the fact that we possess the
knowledge and the tools with which to make them virtually
disappear. This is feasible. We are therefore ethically bound to
make a determined effort to implement them without further
delay.”

peoples, even though we
possess the knowledge and
tools, ... is achievable.
[It] is also ethically imperative
that we make a determined
effort to eliminate those

diseases.” For all the above, | am proud to present this study done by
PAHO using data from the countries. Providing disaggregated
data and maps of areas within the countries, it puts forth the unfinished agenda for certain diseases that
should no longer exist as a public health problem in the Region—as well as how these diseases overlap
in specific areas where greater efforts and integrated actions could be targeted.

With this work, we hope to contribute to achieving cost-effective actions focused specifically on the
most vulnerable populations and groups and directed in a concrete way at fighting diseases related to
poverty that, albeit continuing to cause great damage and enormous harm in terms of human suffering,
as well as a huge financial burden, are euphemistically categorized under the heading of ‘forgotten’ or
‘neglected.

Mirta Roses Periago
Director
Pan American Health Organization



Preface

The importance of neglected diseases and others related to poverty is evident when seeking to improve
health conditions in the Americas by reducing the burden of infectious diseases, which is the goal of the
Project on Prevention and Control of Communicable Diseases, in the Area of Health Surveillance and
Disease Prevention and Control.

In order to eliminate or control theses diseases, a joint effort is necessary not only within PAHO/WHO
but also must include partners from different sectors and types of organizations, as well as commitments
from the member countries.

This document, Epidemiological Profiles for Neglected Diseases and Other Infections Related to Poverty in Latin
America and the Caribbean, is the finalized version of the preliminary profiles presented by the Pan
American Health Organization (PAHO) at the Consultation on a Latin America and Caribbean Trust Fund for
the Prevention, Control, and Elimination of Neglected and Other Infectious Diseases, held 15—-16 December
2008 at PAHO headquarters in Washington, DC.

The study was done using secondary data as a first approach to put together information on several
neglected diseases as well as others related to poverty, for which PAHO is already developing technical
cooperation with the countries of the Region. The objective was to explore which countries—and, if
possible, which geopolitical units at the first subnational level—show evidence of the presence of the
diseases, as well as the overlapping of these diseases, and to gather and synthesize the available
epidemiological information and existing plans for control; And finally to identify for which diseases
better information is needed.

Following the meeting, a draft version of these profiles was sent to the countries for validation and
comments, after which this final version was produced. A possible outcome of the meeting is a strategic
plan to support the countries’ fight against these diseases that may include better baselines disaggregated
within the countries for some diseases.

This Consultation Meeting could be a great opportunity to bring together an important interprogrammatic
and intersectoral coalition to fight poverty-related diseases.

Ximena Aguilera

Senior Advisor

Prevention and Control of Communicable Diseases

Area of Health Surveillance and Disease Prevention and Control
Pan American Health Organization
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Executive Summary.

In Latin America and the Caribbean, some 127 million people live in a state of poverty (under two
dollars per day), and 50 million in extreme poverty (under one dollar per day). The majority of these
people—including traditionally vulnerable groups such as indigenous populations, rural inhabitants, the
elderly, and impoverished women and children—Ilive in conditions that favor a greater burden of disease.

A number of these diseases exist with high possibilities for achieving their reduction to levels that no
longer represent a public health problem—a reason that merits additional efforts towards their
elimination. The availability of new technologies and strategies and the improvement of the health
service infrastructure—particularly rising support for primary care—make their control and eventual
elimination feasible.

The objective of this study is to explore which countries in the Region—and, if possible, which
geopolitical units at the first subnational level—show evidence of the presence of selected poverty-
related diseases, as well as the overlapping of these diseases; gather and synthesize the available
epidemiological information and existing plans for control; and identify where information gaps exist.
This study was done using secondary data.

Regional profiles were developed that included geo-process mapping of the selected diseases, showing
all countries of the Region. According to the availability of information at the time of the study, some
diseases were analyzed at the first subnational level (lymphatic filariasis, onchocerciasis, schistosomiasis,
trachoma, and human rabies transmitted by dogs); and others, at country level (soil-transmitted
helminths, Chagas disease, leprosy, congenital syphilis, and neonatal tetanus). This study allows us to
view where we may find the diseases that constitute the unfinished agenda in the Region, such as
lymphatic filariasis, onchocerciasis and human rabies transmitted by dogs. Also, the study suggests where
information gaps exist and further studies are needed—such as for trachoma, where endemic regions
border on non-endemic countries.

Country profiles provide information on the epidemiology of the diseases and the coverage status of
primary strategies. These were developed for all countries with evidence of the presence of one or
more of the following neglected diseases: lymphatic filariasis, onchocerciasis, schistosomiasis, and
trachoma (Il countries)—as well as PAHO’s priority countries, as defined by their socioeconomic
status, for a total of |4 countries in all. Due to time constraints, these diseases were prioritized,
however a further study could be done to include other diseases. While a considerable amount of
information is available, further epidemiological information is needed to establish better baselines for
many of the selected diseases. There is a disparity among the information available on country websites.
Most of the strategies encountered for the control of these diseases included drug administration and
intersectoral approaches.

An overlapping analysis was conducted for five diseases (lymphatic filariasis, onchocerciasis,
schistosomiasis, trachoma, and human rabies transmitted by dogs), for which information was available
at the first subnational level throughout the Region. Considering the population of Latin America and
the Caribbean—some 580 million people— it is noteworthy that almost half (230 million) live in areas at
the first subnational level (states/departments/provinces) where at least one of these five diseases is
present. Of the total of 275 administrative units included in the study, one unit was found to contain
four of the five selected diseases, two units were found to contain three of the five selected diseases (all
in Brazil); 33 units were found to have two of the five diseases; and 66 of the 275 units reported only
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one of the selected neglected diseases. In the overlapping maps it can be observed that each disease is
present in the administrative unit.

The overlapping analysis suggests that many subnational units exist with more than one of the selected
diseases present, implying that these areas could be considered a priority (as ‘hot spots’) and an
integrated approach could be applied. It should also be taken into consideration that only five diseases
were chosen for the overlapping study, but that the other neglected diseases—such as soil-transmitted
helminths—are likely to be present throughout the Region.

In conclusion, a considerable amount of information exists for most of the diseases studied, particularly
those for which there are established elimination targets and easily identifiable symptoms. However, for
diseases with goals of achieving prevalence levels where they are no longer considered a public health
problem, or diseases for which it is more difficult to measure prevalence, there is a great need for
further studies on the epidemiological situation of these diseases—ones that are up-to-date, contain
information at the local level, and use standardized criteria.



About the Study:

Background

In Latin America, some 50 million people live in extreme poverty (at an income of less than one dollar a
day), which represents 8.6% of the population of the Region; and around 127 million (22% of the
population) live below the poverty line (earning less than two dollars a day). The majority of these
people live in conditions that favor a greater burden of disease, many of which are neglected or for
various reasons have not received the attention due them by health authorities. Usually, these neglected
diseases affect uncared-for populations and vulnerable groups such as the indigenous population, rural
inhabitants, the elderly, poor women, and children. They thus represent an important challenge towards
the achievement of the Millennium Development Goals (MDGs) and are kept on the unfinished health
agenda as a commitment made by the Member States of the Pan American Health Organization (PAHO)
to renew primary health care.

There exist a number of communicable diseases that may well achieve a reduction of disease down to
levels that no longer pose a public health problem or, at least, are acceptable to the Region for the
moment—a reason that merits additional efforts towards their elimination. The availability of new
technologies, strategies, and improvements in health service infrastructure—particularly the reactivation
of primary care—make their control and eventual elimination feasible. In order to achieve this, however,
it is necessary to have a political commitment to ensure greater availability of resources and
international support.

The Region of the Americas has experience in this area and has demonstrated its great ability to
eliminate and eradicate diseases, as has been done in the past with some diseases that are vaccine-
preventable, e.g. polio and endemic measles. The Region continues to make efforts to maintain these
achievements.

It is for this reason that PAHO, in its Strategic Plan for 2008-2012, reiterates health as a basic right. It
intends, through its Strategic Objectives, to diminish unjust and remediable health inequalities among
populations, while addressing health determinants in such a way that takes into account human
development and by reducing the weight of communicable diseases—especially by revisiting the fight
against forgotten diseases that tend to affect poverty-stricken populations and are endemic in the
poorest of countries.

At present and for the next decade, PAHO will have the necessary political will with the recently
elaborated Health Agenda of the Americas, which will guide joint actions with national and international
partners interested in helping improve the health of the people of this Region. This agenda was
conceived, among other reasons, to reduce the burden of certain communicable diseases and take
action on the topic of diseases that disproportionately affect the poor.

There exist several mandates and resolutions of the WHO and PAHO Governing Bodies addressing
public health problems that are possible to eliminate, among them leprosy (1991), onchocerciasis (1992
and 2008), lymphatic filariasis (World Health Assembly / WHA, 1997), Chagas disease (1998), and
congenital syphilis in the Region of the Americas by 2010 (approved by the 1424 PAHO Executive
Committee in 2008).



The PAHO Strategic Plan for 2008-2012 proposes, among various subjects, fighting against
communicable diseases that exert their greatest impact on poor and marginalized populations in the
Americas. Its actions can be guided by maintaining the achievements made and continuing with the
elimination of some diseases that already have made great progress, as well as in coping with other
preventable or curable diseases that to date have not occupied the necessary space in the international
health agenda in the Americas.

In addition, WHO prepared a Global Plan to Combat Neglected Tropical Diseases 2008—2015, including an
initial list of the diseases considered to have the necessary tools for their control (though not
necessarily their elimination).

The political commitments made, including those of the Organization, has led the need of the unfinished
agenda of health and human development to be met in the Region of the Americas. Thus, the reduction
of the health, social, and economic burden of communicable diseases, among them neglected and other
infectious diseases related to the poverty, involves advocacy. This initial epidemiological analysis and
mapping of available information is part of the strategy of advocacy to fight these diseases and was
presented at the meeting on Consultation on the Latin America Trust Fund for the Prevention, Control and
Elimination of Neglected and Other Infectious Diseases held in December 2008 at PAHO Headquarters in
Washington, DC.

Obijectives

General Objective

Explore which countries in the Region—and, if possible, which geopolitical units at the first subnational
level—show evidence of the presence of selected poverty-related diseases, as well as the overlapping of
these diseases; gather and synthesize the available epidemiological information and existing plans for
control.

Specific Objectives

I) Obtain initial information on each disease if it is present in the country and, if possible,
disaggregated by the first subnational level (state/departments/provinces), including the review of
the criteria on presence of that disease.

2) Find for each disease, if available through secondary sources, the number of cases, prevalence
rates, and population at risk—if possible, disaggregated by the first subnational level
(state/departments/provinces).

3) Identify for which diseases it is necessary to obtain better information.

4) Identify what would be the objective to be achieved by the project (control or elimination) in
each country.

5) lIdentify the principal mode (or vector) of transmission.
6) Identify the main control strategies for each disease.

7) Obtain preliminary information for each disease based on the existence of programs or other
ways of carrying out control activities in the countries.



Methodology

Selected Diseases

For this phase of the study, the diseases most traditionally considered as neglected (lymphatic filariasis,
onchocerciasis, schistosomiasis, soil-transmitted helminthiasis and trachoma) were included. PAHO is
developing a database on the prevalence of soil-transmitted helminths; some information from this
database is included in this study, though it was not yet possible to analyze this information at first
subnational level. Additionally, three other neglected diseases were included (Chagas disease, leprosy,
and human rabies transmitted by dogs), as well as two other infections diseases related to poverty for
which PAHO has been developing technical cooperation in the Region (congenital syphilis and neonatal
tetanus). Due to time constraints in the development of this study, it was not possible to gather
disaggregated information for all the selected diseases. Most of the diseases considered in this study are
classified in the WHO global list as ‘neglected.” In this document, the term “neglected” could be
considered as associated with poverty, but not necessarily neglected in terms of action on the part of
decision-makers. A second phase could subsequently be developed in which other important diseases
for the Region could be included.

According to the availability of information during the time of the study, there were some diseases
analyzed at first subnational level and others at country level.

Diseases

Analyzed at First Subnational Level
I) Lymphatic filariasis 4) Trachoma
2) Onchocerciasis (river blindness) 5) Human rabies transmitted by dogs.
3) Schistosomiasis

Analyzed at Country Level
I) Soil-transmitted helminths (STHs) 4) Congenital syphilis
2) Chagas disease 5) Neonatal tetanus.
3) Leprosy

Selected Countries

All countries with evidence of the presence of one or more of the following neglected diseases:
Lymphatic filariasis, onchocerciasis, schistosomiasis, and trachoma (I countries), as well as PAHO’s
priority countries (as defined by their socioeconomic status) that were not included in the
Il countries selected but that are endemic for other selected diseases (14 countries in all). Table |
includes a summary of countries and disease presence.



List of Countries

I) Bolivia 5) Ecuador 9) Honduras 12) Saint Lucia
2) Brazil 6) Guatemala 10) Mexico I3) Suriname
3) Colombia 7) Guyana I'1) Nicaragua I4) Venezuela
4) Dominican Republic 8) Haiti

Sources of Information

Data

In this phase, only secondary sources of information were used, primarily information that has been
published or placed on the websites of the respective Ministries of Health or of organizations that have
mandates for technical cooperation on the subject (PAHO, WHO, and WHO’s Onchocerciasis
Elimination Program for the Americas, OEPA). For the presence of each disease and its magnitude, in
case this information was not available on the official websites, other sources of information were used,
such as publications, reports from Regional or subregional plans, and presentations from
technical/scientific meetings. Most of the information utilized was provided by the PAHO Regional
Advisors on the different subjects. All sources were listed and information reviewed by the study’s
technical team. The preliminary information used in this study was validated by the countries prior to
the publication of this final version, and the comments sent by the countries were included. The
information on core data was published by PAHO using different sources in Health Situation in the
Americas: Basic Indicators, 2007.

Cartography and Geo-Processing

The cartography was made available by PAHO’s Health Analysis and Information Project (HSD/HA),
which compiled it from different sources, including the WHO Evidence, Information, and Research
Project (EIR) First Administrative Level Boundaries dataset (EIP_ladmin, Version I) and the digital
cartography provided by the countries’ health departments and/or the national geographic agencies.
HSD/HA standardized the subnational administrative units according to WHO coding schemes. (See
http://www.who.int/whosis/database/gis/salb/.)

For this study, different geo-processing techniques were used, including geo-coding the NTD statistical
databases (for neglected tropical diseases or NTDs), applying specific cartographic projections to the
Regional and national levels, performing spatial queries to assemble the classification schemes on the
different geographic analysis units, and generating new variables in order to identify the spatial
overlapping of neglected diseases. The geo-processing and spatial analysis were performed in the
Geographic Information System's software (GIS) ArcView 3.3.


http://www.who.int/whosis/database/gis/salb/

QOutcomes

Regional Profile

This includes a summary of relevant Regional core data with demographic and socioeconomic indicators
and mortality data. There is a preliminary summary by disease, with a brief description of the disease, its
epidemiological situation, objective and indicators, main strategies, mandates/resolutions/expert
recommendations, main achievements, and comments. Geographic maps of the presence of the disease
in the countries, whenever possible at first subnational level (state, department/province). A database at
first subnational level was created on selected diseases, with disaggregated information available on the
14 countries. All countries of Latin America and the Caribbean are included in the Regional profiles.

Country Profiles

This includes a summary of relevant Regional core data with demographic and socioeconomic indicators
as well as mortality data. There is a preliminary summary by disease, with a brief description of the
epidemiological situation, whenever possible disaggregated within the country, and the main control
strategies developed in the country. Geographic maps of the presence of the disease in the countries
were included, whenever possible by first subnational level (state/department/province), using data from
the database created or by copying country information from different sources. This section includes
only those diseases where information was available at first subnational level for all selected countries:
lymphatic filariasis, onchocerciasis (river blindness), schistosomiasis, trachoma, and human rabies
transmitted by dogs. Soil-transmitted helminths are also included in the country profiles.

Analysis of Overlapping Diseases

In cases where several diseases are present and information is available, the PAHO-created database
was used for an analysis of the overlapping diseases. To improve consistency in the overlapping analysis,
only the presence of five of the neglected diseases studied (schistosomiasis, lymphatic filariasis,
onchocerciasis, trachoma, and human rabies transmitted by dogs) were considered, because these were
the diseases where information was available at first subnational level for all selected countries. The
information on overlapping diseases for the Americas and for each country appears at the end of the
Regional Profiles and of each Country Profile, respectively. The objective of this analysis was to select
priority geo-political areas for interventions (hot spots), given their epidemiological and
socioeconomic status. In order to fight neglected diseases and improve living conditions in these
areas, entering into partnerships becomes crucial to addressing the social determinants of
health, e.g. access to drinking water and sanitation, adequate housing, and education.



Table |

Presence of diseases in selected countries of Latin America and the Caribbean

according to the methodology and criteria listed below.

Country

Disease

Lymphatic filariasis

Onchocerciasis

Schistosomiasis

Trachoma

Soil- transmitted helminths

Human rabies transmitted by dogs

Chagas Disease

Leprosy

Neonatal tetanus

Congenital syphilis

Total number of countries in which
the diseases are present in
Latin America and the (aribbean

S

S

2/

25

/6

Anguilla

Antigua and Barbuda

Argentina

Aruba

Bahamas

Barbados

Belize

Bolivia

Brazil

><

Cayman Islands

Chile

Colombia

Costa Rica

Cuba

>x< | >x<| ><|| ><

Dominica

Dominican Republic

Ecuador

>< | ><

El Salvador

French Guiana

><| ><| ><

Grenada

Guadeloupe

Guatemala

Guyana

Haiti

>X>x<|><|><|[>x<|>x|><|>x<|>x<|><|><|[>x<|>x||><|><|>x<|><|><|><| > ><| ><| ><| ><

XI




Trachoma:
Neonatal tetanus:
Congenital syphilis:

Disease
=
“ =]
= >
= £ = -
8 .2 .2 £ = o = =
= = = = = = s < =9
= = S £ & = = >
Country S| 8| 5| E|E| 2| S | 2| 3
g £ = g E = g = s =
A -] s | =
2 =
£
=
=
Honduras - - - - X - X X X
- - - - X - - - X
Martinique - - - - X - - - -
- X - X X X X X X X
Montserrat - - - - X - - - -
Netherland Antilles - - - - X - - - -
Nicaragua - - - - X - X X X X
Panama - - - - X - X X X X
Paraguay - - - - X - X X X X
- - - - X X X X X X
Saint Kitts and Nevis - - - - X - - - -
Saint Lucia - - X - X - - X -
Saint Vincent and Grenadines - - - - X - - - -
Suriname - - X - X - X X -
Trinidad and Tobago - - - - X - - X - X
Turks and Caicos Islands - - - - X - - - -
Uruguay - - - - X - X X - X
Virgin Islands (UK) - - - - X - - - -
Virgin Islands (USA) - - - - X - - - -
Venezuela - X X - X X X X X X
? This disease is only present as a public health problem in this country. b Presence during 2008 - No evidence. ~ No information.
Criteria
Chagas disease: Evidence of presence through any type of transmission in the last 10 years.
Schistosomiasis: Evidence of presence of the disease in the last |0 years.
Lymphatic filariasis: Evidence of presence of the disease in the last 3 years.
Soil-transmitted helminths: Evidence of presence of the disease in the last |0 years.
Leprosy: Evidence of presence of the disease in the last 3 years.
Onchocerciasis: Evidence of presence of the disease in the last 3 years.
Human rabies transmitted by dogs: Evidence of presence of the disease in the last 3 years.

Evidence of presence of the disease in the last |0 years.
Evidence of presence of the disease in the last 3 years.
Evidence of presence of the disease in the last 3 years.

Note: Countries shaded in tan were those included in the study.



Regionall Profiles

Core Data for Latin America and the Caribbean

Demographic Indicators Data Year
= Total Population (in thousands): 572,183 2007

= Urban Population (in %): 779 2007

= Life Expectancy at Birth (in years): 73.1 2007

* Men 70.0 2007

*  Women 76.3 2007

Socioeconomic Indicators

= Literate Population (total |5+ years old) (total in %): 89.9 1999-2005

* Men 90.7 1999-2005

*  Women 89.1 1999-2005
= Gross National Income (US$ per capita PPP value): 8,304 2005
=  Population Below International Poverty Line (in %): 8.6 2004
= Population Using Improved Sources of Drinking Water (total in %): 90 2004
= Population Using Improved Sanitation Facilities (total in %): 76 2004

Mortality Indicators

= Infant Mortality Rate (per 1000 live births): 22.2 2004
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 774 2000-2004
= Mortality from Ill-Defined and Unknown Causes (in %): 85 2004

Selected Diseases Present in Latin America and the Caribbean

Analyzed at First Subnational Level Analyzed at Country Level

= Lymphatic Filariasis = Soil-Transmitted Helminths

*  Onchocerciasis *  Chagas Disease
= Schistosomiasis Leprosy

=  Trachoma =  Neonatal Tetanus

D N NI N N
D NI NI N N

* Human Rabies Transmitted by Dogs = Congenital Syphilis




Diseases Analyzed at First Subnational Level

Lymphatic Filariasis

Brief Description

Lymphatic filariasis (LF) is a chronic parasitic disease caused by the filarial worms Wuchereria bancrofti,
Brugia malayi or Brugia timori. In its worst phase, lymphatic filariasis results in the "elephantiasis” of the leg
due to a combination of parasitic and bacterial/fungal infections of the lymphatic tissues and the skin. The
primary vectors of the disease are mosquitoes. W. bancrofti is the only parasite species found in the
Americas; the principle vector is the mosquito Culex quinquefrasciatis.

Epidemiological Situation in the Region
There is evidence of foci with active transmission of lymphatic filariasis in four countries in the Region
during the last three years:

I) Brazil (State of Pernambuco) 3) Guyana

2) Dominican Republic 4) Haiti
Another focus in the state of Alagoas in Brazil was eliminated. It is estimated that up to Il million
people are at risk of infection. The largest population at risk is in Haiti (90%). The disease in Haiti and
the Dominican Republic affects mostly populations of African descent who live in low-income areas.

Objectivellndicator
Objective: To eliminate the disease as a public health problem by the year 2020, to interrupt its
transmission and to prevent and control disability.
Indicators: |. Less than |% prevalence of microfilaria in adults in sentinel sites and spot-check sites
in the area; no children between ages 2 and 4 are antigen-positive.
2. To reach 100% treatment administration in implementation units in endemic areas
annually.

Primary Strategies

= Mass drug administration (MDA) once a year for at least 5 years with coverage of no less than
75% or consumption of diethylcarbamazine (DEC)-fortified table salt in the daily diet.

= Surveillance of LF morbidity by local health surveillance systems.

* Morbidity case management

* Integration/coordination of MDA with deworming, immunization of children and mothers,
Integrated Management of Childhood lliness (IMCI), and/or the distribution of vitamin A and
micronutrients.

= Integration with control strategies for leprosy and other skin infections.

= Policy, communication strategies and education in schools.

Mandates/Resolutions and Expert Recommendations
= Resolution WHA 50.29 1997: the elimination of LF as a public health problem in the world by 2020.
* The potential for elimination of LF in the Americas is presented for the WHO during the launch
of the Global Alliance to Eliminate Lymphatic Filariasis in 2000.
= Disease identified as having the greatest potential for elimination at the Conference on Global
Disease Elimination and Eradication as Public Health Strategies, 1998.



Achievements

As of September, 2008, transmission has been interrupted in areas of Costa Rica, Suriname, and
Trinidad and Tobago and these areas may not require MDA interventions in the future.

In 2007, an estimated 900,000 persons at risk in the Region were covered by MDA.

Of two foci in Brazil, one is now considered to be in a stage of pre-elimination due to an
intervention strategy of blood surveys and selective treatment of individuals.

In Haiti, which has the largest total population at risk in the Region, more than [.2 million
persons were treated in 2005, achieving a coverage rate of 70% in targeted areas. The Haitian
city of Leogane, which began MDA coverage in 2000, reached microfilaria prevalence below 1%
in all four sentinel sites, demonstrating the positive impact of the intervention.

Presence of lymphatic filariasis at the first subnational level,
Latin America and the Caribbean, 2005-2007.

Brazil r/

Lymphatic Filariasis

B Evidence of presence (3 yrs) ,-/’J
Mo evidence at 1st sub-national Level (3 yrs) N
"] No evidence in country (3 yrs) 4
|| No data (3 yrs) }
[_] Country limits™ b
ﬂ)f 300 0 300 600Km
; =————]

Lambert Azimuthal
Equal Area Projection

Source: PAHO/HSD/CD based on reports submitted by the Ministries of Health to PAHO/WHO for the Program for the

Elimination of Lymphatic Filariasis, 2005-2007.

Comments

There is evidence that the disease is present in 4 countries: Brazil, Guyana, Haiti, and the
Dominican Republic. Around 22 million people live in the 29 administrative units at the first
subnational level that show evidence of lymphatic filariasis.

The greatest population at risk is in Haiti (with 90%).

In Haiti and Guyana, the population at risk is distributed among all first subnational levels.

In the Dominican Republic, a country that shares an international border with Haiti, there is
evidence of lymphatic filariasis in several departments.

In Brazil, there are foci in only one state, where intervention is underway.

This disease could potentially be eliminated but needs more intensive action in the priority countries.

10



Onchocerciasis

Brief Description

Onchocerciasis (“river blindness”) is a non-fatal chronic disease produced by the parasite Onchocerca
volvulus, a filaria worm transmitted through the bite of the Simulium spp fly. The filariae form nodes in
subcutaneous tissue. Morbidity produced by these filariae ranges from cutaneous manifestations (edema,
intense pruritus) to ocular manifestations ranging from vision deterioration to blindness.

Epidemiological Situation in the Region

There has been evidence of |13 foci in 6 countries over the last 3 years:

|) Brazil 3) Ecuador 5) Mexico
2) Colombia 4) Guatemala 6) Venezuela

Among these foci, transmission appears to have been interrupted in 6 of them following massive
treatment (| in Colombia, 3 in Guatemala, and 2 in Mexico). They will be under surveillance for at least
three years to certify elimination, according to the criteria defined by the appointed expert group. It is
estimated that 500,000 people are at risk in the Region, the largest concentration of whom reside in
remote communities on the borders of southern Venezuela and northern Brazil, and in northern
Guatemala and southern Mexico. The disease mostly affects indigenous populations and those of African
descent who live in rural or mountainous areas.

Objectivellndicator
Objective: ~ To eliminate ocular morbidity and to interrupt transmission.

Indicator:  To reach an 85% rate of treatment administration twice yearly in endemic areas.

Primary Strategies

= Mass drug treatment administration at least twice a year in order to reach at least 85% of the
population in each endemic area.
= Surveillance for signs of ocular morbidity, microfilaria, nodules.

* Dermatological care through the primary healthcare system in areas where skin infection is a
problem.

Mandates/Resolutions and Expert Recommendations

=  PAHO Resolution CD35/14 from the 35% Directing Council in 1991 calls for the elimination of
onchocerciasis.

= Three conferences or expert meetings suggest that onchocerciasis can be eliminated in the
Region.

=  PAHO Resolution CD48R.12/10 from the 48t Directing Council in 2008, “Towards the
Elimination of Onchocercaisis (River Blindness) in the Region of the Americas,” calls for the
interruption of transmission in all |13 foci by 2012.

= Onchocerciasis is identified as one of the diseases with the greatest potential for elimination at
the Conference on Global Disease Elimination and Eradication as Public Health Strategies, 1999.

Achievements
= All six countries currently have operating programs that administer treatment and/or post-
treatment surveillance in the |3 foci and have exceeded the minimum requirement of 85%
coverage biannually.
= There have been no new cases of blindness caused by onchocerciasis in the Region since 1995.



= Six of the foci have interrupted transmission over last two years and are in the post-treatment
surveillance period.

* The goal has been set to stop transmission in the Region by 2012 and this goal is expected to be
achieved.

Presence of onchocerciasis at the first subnational level,
Latin America and the Caribbean, 2005-2007.
i a Pan American
a. | Health
: l..'}..rg.anization

Onchocerciasis
[ Evidence of presence (3 yrs)

No evidence at 1st sub-national Level (3 yrs)
I No evidence in country (3 yrs)
7] No data (3 yrs)
[] Country limits

300 0 300 600 Km
=

Lambert Azimuthal
Equal Area Projection

Source: PAHO/HSD/CD based on data from: Onchocerciasis Elimination Program for the Americas (OEPA).
Available from: www.oepa.net Accessed October 2008.

Comments

®= There is evidence of onchocerciasis existing in six countries over the past 3 vyears:
Brazil, Colombia, Ecuador, Guatemala, Mexico, and Venezuela. Around 33 million people live in
the 25 administrative units at the first subnational level that show evidence of the disease.

= Many of the foci share a border at the first subnational level or with another country.

= |n Brazil, the focus is located in municipalities along the border between the states of Amazonas
and Roraima, along the international border with Venezuela, where there is a large indigenous
population (Yanomami).

®= In Venezuela, foci extend along | | departments.

®=  The population most at risk lives in remote communities.

= This disease could potentially be eliminated in the Region within a short period. However,
major attention is being focused on border areas with indigenous populations.
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Schistosomiasis

Brief Description

Schistosomiasis (“snail fever”) is a parasitic disease caused by trematode flatworms. Urinary
schistosomiasis results in progressive damage to the bladder, ureters, and kidneys. Intestinal
schistosomiasis results in progressive enlargement of the liver and spleen, intestinal damage, and
hypertension of the abdominal blood vessels. The most frequent mode of transmission is contact with
water that contains snails infected with Schistosoma larvae. Only intestinal schistosomiasis (caused by
Schistosoma mansoni) occurs in the Americas.

Epidemiological Situation in the Region
The disease is present in four countries in the Region, according to evidence from the past |10 years:
I) Brazil 2) St. Lucia 3) Suriname 4) Venezuela

A study suggests that the disease has been eliminated in previously endemic Martinique and Guadeloupe.
In previous decades, the disease was known to exist in Puerto Rico and the Dominican Republic.
However, no evidence of its presence has been found for the past 10 years, which suggests that an
epidemiological study is needed to confirm elimination. It is estimated that around 25 million people live
at risk in the Americas; and around | to 3 million people are estimated to be infected.

Objectivellndicator
Objective: To reduce prevalence and parasite load in high-transmission areas.

Indicator:  Prevalence < 10% in high-transmission areas as measured by quantitative egg counts.

Primary Strategies
= Chemotherapy for at least 75% of at-risk school-age children.
* |mprovements of excreta disposal systems and drinking water, education.

Mandates/Resolutions and Expert Recommendations
= Resolution WHA 54.19 2001: Maintain efficient control in order to eliminate schistosomiasis as
a public health problem in low-transmission zones (Latin America being an example of this).
= |dentified as one of the diseases with the greatest potential for elimination at the Conference on
Global Disease Elimination and Eradication as Public Health Strategies, 1999.

Achievements

= In Brazil, regular treatment of communities from 1980 to 2000 has reduced the number of
hospital admissions due to schistosomiasis infections by 60% in adults and 90% in children.
About 2.5 million treatments were administered between 1977 and 2005. In addition, the risk
of infection has been reduced through environmental sanitation. A total of 934,449 dwellings
received benefits from sanitary improvements between 1977 and 2005.

= In the Caribbean, the incidence of schistosomiasis has been dramatically reduced, making it
possible for the disease to be eliminated, e.g. the French territories.



Presence of schistosomiasis at the first subnational level,
Latin America and the Caribbean, 1998-2007.
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Source: PAHO/HSD/CD based on: Ministries of Health of Brazil, Saint Lucia, and Suriname & Alarcén de Noya, B. et al.
Schistosomiasis mansoni in Areas of Low Transmission. Epidemiological Characterization of Venezuelan Foci. Memoérias do Instituto
Oswaldo Cruz. Rio de Janeiro; 2002; 91(1): 5-10.

Comments

= Evidence suggests that the disease is present in four countries: Brazil, Saint Lucia, Suriname, and
Venezuela. Around |71 million people live in the 39 administrative units at the first subnational
level that show evidence of schistosomiasis.

* The population most at risk is in the coastal states of Brazil.
= The disease is considered to be present in only one island of the Caribbean.

= Studies are needed to determine the elimination status of areas where the disease was once
present, but for which there has been no presence in the last 10 years, e.g. Puerto Rico and the
Dominican Republic.

= Up-to-date prevalence studies have not been available for most of the endemic areas; a more
precise estimation of the burden of this disease should be conducted.

=  There is evidence that this disease is present over large areas in two endemic countries (Brazil
and Saint Lucia).



Trachoma

Brief Description

Trachoma is an infectious disease caused by the bacterium Chlamydia trachomatis. The main symptom is
conjunctival inflammation. The disease is transmitted by direct or indirect contact with towels or other
tissues/fabrics that have been used by an infected person, as well as by flies that carry the infection from
person to person. Blindness can occur following repeated infections during childhood. Trachoma is
associated with poverty, a lack of access to improved water and sanitation, poor personal hygiene, and
limited access to health services.

Epidemiological Situation in the Region
There is evidence of the disease in three countries in the Region over the last 10 years:
I) Brazil 2) Mexico 3) Guatemala

In Mexico, the disease is limited to 5 municipalities in Chiapas, with low socioeconomic levels and
primarily encountered in indigenous populations. In Guatemala, trachoma has been reported in 92
communities in the departments of Solola and Suchitepequez. In Brazil, a new national survey is
currently being carried out; only one state does not have preliminary data. The survey confirms its
presence in all 26 states studied, with an average of 5% prevalence for trachoma in the population
surveyed (school-age children). The highest prevalence is in states in the North and Northeast. Foci
have been confirmed in border states of Brazil, but no data about prevalence studies in neighbor
countries was found. It is estimated that around 50 million people live in risk areas. About one million
cases have been identified, most of them in Brazil.

Objectivellndicator
Objective:  To eliminate new cases of blindness caused by trachoma.

Indicator:  Reduction of follicular trachomatous to less than | case per 1000 adults and less than 5%
prevalence in children (1-9 years).

Primary Strategies
= The ”SAFE” strategy is used with the following components:
I) Preventing blindness through eyelid surgery to correct the inversion or entropy of the
upper eyelid and trichiasis.
2) Using antibiotics in endemic areas.
3) Reducing transmission through face-washing.
4) Improving the environment.

Mandates/Resolutions and Expert Recommendations
*  World Health Organization: World Health Assembly Resolution WHASI.I1 on the global
elimination of blindness caused by trachoma (1998).
= |dentified as one of the diseases with the greatest potential for elimination at the Conference on
Global Disease Elimination and Eradication as Public Health Strategies, 1999.

Achievements
= Due to the efforts of the Trachoma Prevention and Control Program in Chiapas, Mexico, is close to
eliminating the disease in that state, the only Mexican state that continues to report active cases of
trachoma.
*  Brazil has a national trachoma control program carrying out an active search for cases, with an
important reduction in prevalence.



Presence of trachoma at the first subnational level,
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Sources: PAHO/HSD/CD based on:
Mexico: PAHO. Situacion Epidemiologica en México. Available from http://www.mex.ops-
oms.org/contenido/tracoma/sitmex.htm.
Brazil: Brasil. Ministerio da Satde. Secretaria de Vigilancia em Satde. |l Mostra de estratégias de Saiide da
Familia. Tracoma: Aspectos clinicos epidemiologicos e gerencias. 8 August 2008.
Guatemala: Comité prociegos y sordos de Guatemala. Cuadro de registro de personas con catarata y
tracoma por estado, edad y sexo en el area sur-occidental I. 2002. Unpublished.

Comments

There is evidence of the disease in three countries in the Region: Mexico, Brazil, and Guatemala.
Around 176 million people live in 29 of the administrative units at first subnational level that
show evidence of trachoma.

In Mexico, the disease is limited to 5 municipalities in Chiapas; and in Guatemala, trachoma has
been reported in 92 communities in 2 departments.

In Brazil, a national survey has confirmed presence in 26 of the 27 states, with an average of 5%
of prevalence of trachoma.

Foci have been confirmed in the border states of Brazil, but no data on prevalence studies in
neighbor countries has been found.

Prevalence surveys using the same methodology are suggested for most of the Region—except
for Brazil, which is concluding a national survey.

A large population at risk has already been identified and may be even larger after national
surveys have been carried out in other countries of the Region.
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Human Rabies Transmitted by Dogs

Brief Description

Rabies is an acute viral encephalopathy that is fatal if vaccine prophylaxis is not timely applied. It is
transmitted mainly via the saliva of rabid animals. Most human cases are transmitted by dogs. Other
human rabies cases transmitted by bats are important in the Americas; most of these cases occur in
remote areas of the Amazon Region, on the Pacific coast of Colombia, and—though in constant but
smaller numbers—on the Pacific coast of Mexico. Rabies exists in many other wild animals, but the
contact that these animals have with humans is circumstantial and not as significant as contact with dogs,
which are often domestic.

Epidemiological Situation in the Region

One or more cases of human rabies transmitted by dogs have been reported in 10 countries over the
past 3 years:

) Bolivia 3) Colombia 5) El Salvador 7) Haiti 9) Peru

2) Brazil 4) Cuba 6) Guatemala 8) Mexico 10) Venezuela

The majority of the cases occur in poor neighborhoods in the outlying areas of large cities, mostly in
Haiti and Bolivia. Cases of human and canine rabies have been reduced by nearly 90% over the past 20
years, since the inception of a Regional elimination program. Even though the number of human cases is
low (14 in 2007) due to country efforts, the number of people who live in risk areas is high (almost 60
million people), which calls for control actions. Some areas of the Region have eliminated human and
canine rabies, which shows that it is indeed possible to achieve elimination of dog-transmitted human
rabies in the Region. (See the map on the “Epidemiological situation of canine rabies, Latin America,
2001-2003").

Objectivellndicators
Objective: To eliminate human rabies transmitted by dogs.
Indicators: |. Zero cases of human rabies transmitted by dogs reported to SIRVERA (Rabies

Epidemiological Surveillance System coordinated by PAHO).
2. Vaccination of at least 80% of the canine population (within a short period of time).

Primary Strategies
*  Vaccination of at least 80% of the canine population in endemic areas.
= Care given to 100% of the exposed population at risk with post-exposure prophylaxis when
indicated.
= Epidemiological surveillance (suggested 0.1% of sample of canine population annually).
* Information/Education/Communication (IEC) to increase awareness of the risk of rabies.

Mandates/Resolutions and Expert Recommendations

= The First Regional Action Plan, finalized in 1983, was presented to the Inter-American Meeting, at
Ministerial Level, on Health and Agriculture (RIMSA) in 1984.

= A study on progress made to eliminate human rabies transmitted by dogs and a new Regional
action plan to prevent and control rabies were presented at the /4% Inter-American Meeting, at
Ministerial Level, on Health and Agriculture (RIMSA) in 2005. Resolutions resulting from RIMSA 14
and |5 were also presented to the PAHO Directing Council in 2005 and 2008; Resolution
CD48.R13 of the 48 PAHO Directing Council urges Member States to execute and maintain
the actions required to eliminate dog-transmitted human rabies from the hemisphere by 2012.



= Rabies is among the diseases identified as having the greatest potential for elimination at the
Conference on Global Disease Elimination and Eradication as Public Health Strategies, 1998.

Achievements

= Over the past 20 years, since the start of a regional control program coordinated by PAHO,
human rabies has been reduced by 91%; and canine rabies, by 93%.

* Human and canine cases have been eliminated from Chile, Uruguay, most of Argentina, southern
Brazil, Costa Rica, Panama, and parts of Mexico and Peru.

= Mass canine vaccinations campaigns have been performed for many years, vaccinating more than
45 million dogs per year.

= A surveillance system with human and animal cases has been in place for 30 years.
*  Around one million people receive medical care annually after having been bitten by a dog.

*  The determinants of the elimination of dog-transmitted human rabies, as well as control actions,
are well known and have been agreed upon by experts and national rabies program directors at
the biennial Meetings of Directors of National Programs for Rabies Control in Latin America
(REDIPRA).

Presence of dog-transmitted human rabies cases at the
first subnational level, Latin America and the Caribbean, 2005-2007.
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Comments

= Even though the number of cases of human and canine rabies has been reduced by nearly 90%
over the past 20 years, and even though the number of cases is low, the disease nonetheless has

been present in 10 countries during the last 3 years.

* Around 60 million people live in the 20 of the administrative units at first subnational level that

show evidence of human rabies transmitted by dogs.

* The majority of the cases of human rabies transmitted by dog currently occurring have been in
Haiti and Bolivia, where rabies is present in almost half of all first subnational administrative

units.

= |n addition, the disease has been present in a few departments/states of Brazil, El Salvador, and

Guatemala.

*  For the others countries, it might be worth considering their unfinished agenda.

Epidemiological situation of canine rabies, Latin America, 2001-2003.
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Group I: There has been no dog-to-dog
transmission of the rabies virus
(circulation of VI and V2) for more
than 10 years, and surveillance is
reliable, according to the National
Director of the respective country’s
rabies program.

Group 2: No cases have been reported
in people or dogs, and
epidemiological surveillance is
excellent.

Group 3: No cases have been reported
in people or dogs, and
epidemiological surveillance is fair.

Group 4: No cases have been reported
in people or dogs, but the area is
believed to have no epidemiological
surveillance for rabies (‘silent
areas’).

Group 5: The virus still circulates
among people or dogs; there have
been reports of one or more cases
of canine rabies or human rabies
transmitted by dogs between 2001

and 2003.

En
/‘“3S

GROUP 1
GROUP 2
M GRouUP3

GROUP 4
[l crours

Source: OPS, Area de Prevencion y Control de

Enfermedades, Unidad de Salud Publica
Veterinaria. Eliminacién de la rabia
humana transmitida por perros en
América Latina: andlisis de la situacion,
afio 2004. OPS: Washington D.C,,
2005.



Overlapping Diseases, Region of the Americas

Overlapping diseases present in the country at the first subnational level,
Latin America and the Caribbean.
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Comments

To improve consistency in the overlapping analysis (identification of hot spots), only the
presence of five of the neglected diseases studied (lymphatic filariasis, onchocerciasis,
schistosomiasis, trachoma, and human rabies transmitted by dogs) have been considered, due to
the fact that this information is available at first subnational level for all 14 selected countries.

A total of 102 of the 275 geographic units in the study currently present one or more of the
selected diseases.

Only one first subnational level has evidence of the presence of four of the five selected
neglected diseases; and two others present three of them, all in Brazil. These represent 1% of
the total geographic units included in this study, but with a population of 15 million people living
in these states in Brazil.

With the presence of two diseases, there are 33 first subnational levels, representing 12% of the
total 275 geographic units in the study, with a population of 164 million people. They are as
follows: 18 in Brazil, 6 in Haiti, 4 in Guatemala, 4 in Venezuela, and | in México.

Sixty-six administrative units (almost one fourth) of the 275 reported the presence of one
neglected disease (and more than 50 million people live in these areas).

Considering the total population of the Latin America and the Caribbean—580 million people—
it could be suggested that almost half of them (230 million) live in areas at first subnational level
(states/departments/provinces) where one of more of the selected neglected diseases is present.
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Overlapping diseases present in the country at the first subnational level,
Latin America and the Caribbean.
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Comments

Three of the five PAHO priority countries (Bolivia, Guyana, and Haiti, defined by their
socioeconomic status) have one or more neglected diseases present in a large part of their
territory.

Lymphatic filariasis is present at all first subnational levels in Guyana and Haiti (PAHO priority
countries).

Human rabies transmitted by dogs is present at almost half of all subnational levels in Bolivia and
Haiti (PAHO priority countries).

Analyzing onchocerciasis from a Regional perspective suggests that there are still countries
(Venezuela and Guatemala) with foci at several first subnational levels, while others are closer to
the elimination goal.

Trachoma is present in all Brazilian states, suggesting that surveys in border countries will be
important to confirm that the diseases is not present.

In the Caribbean, schistosomiasis is an important disease. Currently, there is only evidence for
Saint Lucia and some coastal areas of Suriname. The disease is also present in coastal areas of
Venezuela and Brazil. There could be an information gap in other areas.

Brazil has a large territory bordering with many countries. For this study, it was easy to find
information for many diseases, suggesting that the country has a good surveillance and
information system with online data display open to the public, disaggregated by the first
subnational level. In other countries, there may be an information gap for these diseases.
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Diseases Analyzed at Country Level

Soil-Transmitted Helminths

Brief Description

Soil-transmitted helminths (STHs) are an infection caused by the intestinal worms Ascaris lumbricoides,
Trichuris trichiura, Ancylostoma duodenale, and Necator americanus. Such infection is transmitted through
the ingestion of eggs from contaminated soil or by active penetration of the skin by larvae in the soil. It
produces varied symptoms including impaired growth, cognition, and anemia.

Epidemiological Situation in the Region

It is estimated that soil-transmitted helminths have been present in all the countries of the Region during
the last 10 years. WHO has recommended a methodology to be used in prevalence studies on soil-
transmitted helminths that will support identification of local priority intervention areas. The PAHO
prevalence database includes data from 526 studies done throughout the Region. Most of them are
localized point prevalence studies covering a broad range in the number of people surveyed. To
minimize the statistical errors, the 95% confidence intervals for all of the prevalence studies found were
calculated.

Currently, there are only 8 of 35 countries which have recently completed national level parasitological
surveys (principally prevalence studies) for STH between 2002-2006, with the following prevalence
ranges at the first administrative level: Argentina 9.0-38.7%; Belize: 43.6-52.2%; Brazil: 2-36%, Haiti: |5-
87%; Honduras: 12.2-97%, México: 0.01-16.3%, Nicaragua 27-80% and Venezuela: 3-19%. Of them, only
Venezuela and México reported prevalence under 20%.

For the other countries, point-prevalence studies have been carried out in several places, with the
following prevalence ranges: Bolivia: 4.5-65.4%, Colombia: 10.7-49.3%, Cuba: 4.5-47.3%, Dominican
Republic: 5.3-55.3%; Ecuador: 28.5-71%, Guatemala: 12.7-68%, Guyana: 12.3-38%, Peru: |1.8-80.4%, Saint
Lucia: 35-45%, Suriname: 36-43%.

These data are very limited in that many of these studies are at least 5 years old and most are limited to
very small geographic areas or populations in the country in question. Thus at least 27 countries in the
Region are in need of mapping or re-mapping STH prevalence.

With respect to identifying and treating populations of school-age children at risk of morbidity from
STH, the WHO recommends that all school-age children living in zones or areas where STH prevalence
is 20%-50% receive at least one anthelmintic treatment at least once a year; where prevalence is greater
than 50% treatment should be given twice a year. This is referred to as preventive chemotherapy by
mass drug administration (MDA). For areas where prevalence is under 20% only selective (individual)
treatment is recommended.

Besides the opportunity to receive the indicated anthelmintic treatment if prevalence data indicate it,
family (school-child) access to both safe water supply and adequate basic sanitation are critical to
achieving the long-term reduction in burden (intensity of infection) and prevalence of STH in school-age
children.
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In general in our Region it is basic sanitation which lags behind. Thus regional estimates of the number of
school-age children at risk of STH morbidity should be based on the proportion of this group without
access to improved sanitation, that is, 15% of school-age children in urban areas and 55% in rural areas.
In estimated numbers, this indicates that 12.9 million school-age children in urban areas and 13.4 million
school-age children in rural areas may need periodic deworming, for a total of 26.3 million school-age
children in the LAC Region can be considered at risk. According to PAHO’s database on STH, the
reported coverage reached in 2007 was 8.6 million presumably at-risk school-age children, or 32.7% of
the estimated total population of school-age children at risk. Thus the treatment coverage gap was 7.7
million children (67.3% unreached). Looking at coverage targets based on the World Health Assembly
Resolution 54.19 (2001) which set a benchmark of at least 75% to 100% treatment coverage targeted
for school-age children at risk, our data indicate that coverage in the Region should have reached at
least 19.7 million and up to 26.3 million children in 2007.

Objectivellndicator

Objective: To reduce prevalence among school-age children in high-risk areas (areas with
prevalence > 50%).

Indicator:  Prevalence among school-age children < 20% as measured by quantitative egg count.

Primary Strategies

= Mass drug administration (MDA) for at least 75% of at-risk school-age children. If prevalence of
any STH infection among school-age children is 2 50% (high-risk community), treat all school-
age children twice each year. If prevalence of any STH infection among school-age children is
between 2 20% and < 50% (low-risk community), treat all school-age children once each year.

= To promote access to safe water, sanitation and health education through intersectoral
collaboration.

= Encourage satisfactory hygienic habits on the part of children.

Mandates/Resolutions and Expert Recommendations

= Resolution WHA 54.19 2001: maintain efficient control in order to eliminate soil transmitted
helminths as a public health problem in the zones of low transmission (of which Latin America is
an example.)

Achievements
= In 2005, an estimated 38.2 million school-age children in the Region were treated with MDA.

= Of the 38.2 million children treated in 2005, Brazil and Mexico treated an estimated 26.9 million
of them.

= |n 2005, the Dominican Republic reached an estimated coverage of 106.17% of all its school-age
children.

= |n 2006, Belize, El Salvador, Guatemala, Honduras, and Mexico had reached more than 50%
coverage for school-age children.

= Also in 2006, The Dominican Republic, Ecuador, and Nicaragua reached the goal of more than
75% STH coverage for school-age children.

= In 2007, Haiti and Nicaragua achieved coverage of more than 75% treated for STHs.
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Prevalence of Soil-Transmitted Helminths according to existing studies, Latin

America and the Caribbean, 1998-2007.
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Source: PAHO/HSD/CD. Soil-Transmitted Helminths Prevalence Database. Washington, DC: PAHO; 2008. Unpublished.

Comments

* Prevalence studies have been conducted in many countries, with a broad range in the number of

people surveyed (not always representative of the population).

= This map shows existing information gaps in the national-level parasitological surveys of many
countries. Some updated prevalence studies exist, but more are needed for most of the
countries, for which the statistical sample methodology recommended by WHO should be used.

= Of the |4 countries considered in this study, 6 of them, Brazil, Haiti, Honduras, Mexico,
Nicaragua and Venezuela, have data representing nationwide prevalence of STH in SAC.

= Haiti and Honduras (PAHO priority countries) show a nationwide prevalence above 20%.

= All the other countries except Mexico present prevalence data above 20% at least in some

geographic areas.
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Soil-transmitted helminths treatment coverage, Latin America and the Caribbean,

2005-2007.
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Source: PAHO/HSD/CD. Soil-Transmitted Helminths Prevalence Database. Washington, DC: PAHO; 2008. Unpublished.

Comments

Of the 14 countries included in this study, 4, Ecuador, Dominican Republic, Haiti and Nicaragua,

have national programs which have reached the goal of administering anthelmintic treatment to
at least 75% of SAC.

Six countries, Brazil, Guatemala, Guyana, Honduras, St. Lucia and Venezuela, have national
programs but have not yet reached the 75% goal of SAC in areas where prevalence is higher
than 20%. Mass Drug Administration (MDA) should be intensified in these countries.

Nationwide MDA programs should be implemented in 3 countries, Bolivia, Colombia, and
Suriname. With the co-endemicity of schistosomiasis in Suriname, there is an opportunity to
integrate the 2 programs.

In Haiti and Guyana MDA for STH is articulated with the Lymphatic Filariasis Elimination
Program.

According to the prevalence data (below 20%), Mexico is the only country among the 14 where
the treatment strategy recommended is selective treatment for individual cases instead of MDA.
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Chagas Disease

Brief Description

Chagas disease, also know as American trypanosomiasis, is caused by the parasitic protozoan
Trypanosoma cruzi. Approximately 30% of all cases result in chronic cardiac and digestive manifestations
within 20 to 30 years after initial infection. There are different forms of transmission, vector-borne being
the most important, primarily by triatomine insects. The disease is also transmitted by blood (e.g.
transfusionally, congenitally, via organ transplants or intravenous drugs use) and in other ways, e.g.
orally.

Epidemiological Situation in the Region

There has been evidence of Chagas disease in 2| countries of the Americas over the past 10 years:

) Argentina 8) Ecuador I5) Nicaragua
2) Belize 9)  El Salvador 16) Panama
3) Bolivia 10) Honduras I17) Paraguay
4)  Brazil I'l) Guatemala 18) Peru

5) Chile 12) Guyana 19) Suriname
6) Colombia 13) French Guiana 20) Uruguay
7) Costa Rica 14) Mexico 21) Venezuela

It is estimated that 8 to 9 million people are currently infected and 40,000 new cases of vector-borne
Chagas appear every year. However, estimates are elevated, though there has been a significant
reduction in transmission. The incidence and prevalence of the disease are higher among socially
disadvantaged and ethnic groups. WHO established the economic loss due to early mortality and
morbidity due to Chagas among the young population at $US 8.156 million per year.

Objectivellndicator
Objective:  To interrupt domestic vector-borne and transfusional transmission of T. cruzi.

Indicator:  For vector-borne transmission, less than 1% vector-borne transmission, measured by
negative seroprevalence in children up to five years of age and less than 1% of
seropositive mothers; for transfusional transmission, 100% blood screening coverage.

Primary Strategies
= To eliminate vectors in the home with the application of insecticide.
*  Environment management programs.
*  Information/Education/Communication (IEC).
= Screening of blood samples in blood banks to avoid transmission by blood transfusion.
= Screening of pregnant women and opportune treatment of infected newborns.

= Good practices on food preparation to avoid oral transmission.

26



Mandates/Resolutions and Expert Recommendations

World Health Assembly Resolution WHA 51.14 proposed in 1998 the elimination of domestic
transmission of Chagas disease by the year 2010.

Domestic vector-borne transmission of the disease identified with greatest potential for
elimination at the Conference on Global Disease Elimination and Eradication as Public Health
Strategies, 1998.

Achievements

It has been estimated that by the end of the 1980s, 30 million people will be infected; and there
will be 70,000 new cases each year. Due to a Regional effort, there are currently 8 million
infected people and 40,000 new cases each year of vectoral Chagas transmission.

Vector-borne and transfusional transmission of T. cruzi has been interrupted in Uruguay.

Vector-borne transmission of T. cruzi by Triatoma infestans has been interrupted in Brazil, Chile,
Paraguay, and some provinces of Argentina.

Vector-borne transmission by Rhodnius prolixus has been interrupted in the previously endemic
areas of Guatemala; it has also been reduced in Costa Rica, El Salvador, Honduras, and
Nicaragua.

Twelve countries of the Region have already achieved the goal of 100% blood bank screening;
and four other countries are very close to that goal.

A study carried out in Brazil suggested that every US dollar invested in Chagas Disease control
saved seven US dollars (US$ 7).
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Presence of Chagas disease, all modes of transmission,
Latin America and the Caribbean, 1998-2007.
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Comments

Overall, the disease is being better controlled in the Region, although there is evidence of it
being transmitted in its various modes in 2| countries of the Americas.
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Vector-born transmission of Chagas disease by the major vector interrupted,

Latin America and the Caribbean, 2007.
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Comments

Some countries and areas—such as Chile, Uruguay, most of the endemic areas of Brazil, and
some provinces of Argentina—have successfully interrupted vector-borne transmission of the
main vector.

Vector-borne transmission has also been interrupted in the previously endemic areas of
Guatemala and furthermore has been reduced in Costa Rica, El Salvador, Honduras, and
Nicaragua.

Some areas in the Americas are considered non-endemic in terms of vector-borne transmission,
such as southern Chile and Argentina.

Around 60 administrative units at the first subnational level had interrupted transmission of
Chagas disease by the major vector as of 2007.
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Coverage for T. cruzi screening in Latin America and the Caribbean, 2005 (in %).
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Comments

Twelve countries have already achieved the goal of 100% blood-bank screening.

Another four are very close to the above goal, with a coverage of between 90% and 99.99%.

= Three countries are currently below 90% coverage.

In 2007, two other countries achieved 100% blood-bank screening (Peru and Paraguay).
Chile set a national standard to achieve 100% blood-bank screening in 2008.

Because transfusional Chagas disease appears not to be occurring in the Caribbean islands,
systematic screening is currently not being carried out for this disease.
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Leprosy

Brief Description

Leprosy is a chronic bacterial skin disease caused by Mycobacterium leprae, a bacterium which primarily
affects skin and peripheral nerves. The main mode of transmission is thought to be airborne, through
droplets discharged by the respiratory tracts of untreated cases. It is completely curable with multidrug
therapy (MDT) and is considered one of the least known infectious diseases, though it is heavily
stigmatized and primarily affects poor, marginalized people.

Epidemiological Situation in the Region

There are 25 countries where the disease has been present over the past 3 years:

I) Argentina 6) Costa Rica 1) Guatemala 16) Mexico 21) Saint Lucia

2) Bolivia 7) Cuba 12) Guyana I7) Nicaragua 22) Suriname

3) Brazil 8) Dominican Republic  |3) Haiti |8) Panama 23) Trinidad & Tobago
4) Chile 9) Ecuador I4) Honduras |9) Paraguay 24) Uruguay

5) Colombia  10) El Salvador [5) Jamaica 20) Peru 25) Venezuela

Only in Brazil did the national average not reach the elimination goal of less than one case per 10,000
inhabitants. In addition, Brazil has the greatest disease burden in terms of morbidity, despite the fact that
prevalence has been reduced substantially since 2004. In 2007, 49,388 cases of leprosy were reported in
the Americas, and 42,000 new cases were detected. In the same year, 3,400 new cases (8% of the total)
were detected with grade 2 disability.

Objectivellndicator
Objective: To eliminate leprosy as a public health problem.
Indicator:  Less than | case per 10,000 population.

Primary Strategies
* Integrated strategy for this neglected skin disease.
= Treatment with timely multi-drug therapy in at least 99% of all patients.
=  Early detection and reduction of grade 2 disability.

Mandates/Resolutions and Expert Recommendations
= 1991 World Health Assembly: Resolution on Elimination of leprosy as a public health problem
by 2000.
= |dentified as one of the diseases with the greatest potential for elimination at the Conference on
Global Disease Elimination and Eradication as Public Health Strategies, 1998.

Achievements

= During the past 10 years, more than 10 million patients globally have been cured using multidrug
therapy (MDT).

= MDT implementation began in 1985; by 2001, coverage was almost universally available.

* The impact of MDT on reducing the disease burden could be observed over the period from
1992 to 1999. Leprosy prevalence dropped by 80%, resulting in a reduction in incidence from
8.1 per 10,000 inhabitants in 1992 to 1.4 in 1999. Leprosy prevalence at the beginning of 2008
was 0.96 per 10,000 inhabitants in the Americas.
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Presence of leprosy in countries where it is considered a public health problem at
the first subnational level, Latin America and the Caribbean, 2005-2007.
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Source: PAHO/HSD/CD based on WHO Weekly Epidemiological Record (WER) 80 (34): 289-95. 2005;
WER 81(32): 309-16. 2006; WER 82 (25): 225-232. 2007.

Comments

There are 25 countries where the disease has been present over the past 3 years.

However, only Brazil did not reach the national average of less than one case per 10,000

inhabitants, which constitutes the criteria for considering the disease to be a public health
problem.

Most of the non-Latin Caribbean countries and territories do not present evidence of leprosy. It

is present, though not as a public health problem, in Guyana, Jamaica, Saint Lucia, Suriname, and
Trinidad and Tobago.

All PAHO priority countries present evidence of leprosy, but not as a public health problem.
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Neonatal Tetanus

Brief Description

Neonatal tetanus is caused by the bacillus Clostridium tetani. It is a neurological disease that affects
newborns and manifest as trismus, irritability, spasms and general rigidity. Failure to suckle is often the
first sign of infection in the neonate. Transmission usually occurs through infection during unhygienic
cutting of the umbilical cord or improper handling of the cord stump. Clostridium tetani contaminates the
wound or the umbilical cord and produces a neurotoxin.

Epidemiological Situation in the Region

There are 16 countries where the disease has been present over the past 3 years:

)  Argentina 5)  Dominican Republic 9)  Haiti 13) Panama
2)  Bolivia 6)  Ecuador 10) Honduras 14) Paraguay
3)  Brazil 7)  El Salvador I'l) Mexico I5) Peru

4)  Colombia 8) Guatemala 12) Nicaragua 16) Venezuela

Only in Haiti has neonatal tetanus persisted as a public health problem in some municipalities (not reaching
the elimination goal of less than one case per 1000 newborns per year.) During 2007, Haiti reported 38 of
the 63 cases reported in Latin America. In some municipalities, the incidence rate has reached a level of up
to 4 per 1,000 live births. Other countries that reported cases during 2007 were: Bolivia, | case; Brazil, 5
cases; Colombia, 4; Dominican Republic, 2; Ecuador, 2; Guatemala, 2; Mexico, 4; Peru, 4; and Venezuela, I.

Objectivellndicator
Objective:  To eliminate the disease as a public health problem

Indicator:  Less that | case per 1000 newborns per year in a municipality or district.

Primary Strategies
* Immunization of women of childbearing age with tetanus toxoid.
= |dentification of high risk areas.
= Adequate surveillance.
= Clean delivery and post-delivery practices.

Mandates/Resolutions and Expert Recommendations
= In 1989, the World Health Assembly adopted a resolution calling for the elimination of neonatal
tetanus throughout the world by 1995. This resolution was endorsed by the Directing Council of
PAHO.
= |dentified as one of the diseases with the greatest potential for elimination at the Conference on
Global Disease Elimination and Eradication as Public Health Strategies, 1998.

Achievements
=  The total number of cases of neonatal tetanus was 1,495 cases in 1987 and 63 in 2007. This
represents a reduction of 96%.
= Neonatal tetanus has been eliminated as a public health problem in all Latin American countries
except for Haiti.
= The countries of the region started to classify their municipalities by risk level (high, medium and
low). Only Haiti has high-risk municipalities in the Region.
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Presence of cases of neonatal tetanus at first subnational level,
Latin America and the Caribbean, 2005-2007.
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Source: PAHO/HSD/CD based on PAHO/FCH/IM, Country reports through the PAHO/WHO/UNICEF Joint Reporting Forms
(JRFs), 2005-2007, PAHO.

Comments

* Neonatal tetanus has been eliminated as a public health problem in all Latin American and
Caribbean countries except in Haiti.

= Every year Haiti reports up to 60 % of the total number of cases of Latin America.
= The countries have been working to have their municipalities classify by risk level.
=  Vaccination of childbearing age women has already started in high risk municipalities in Haiti.

= Activities will need strong support to achieve the elimination goal.
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Congenital Syphilis

Brief Description

Congenital Syphilis results from fetal infection by the bacterium Treponema pallidum. It can produce fetal
death, neonatal death, and different degrees of chronic illness and disability in children. It is transmitted
from the infected mother to the fetus through the placenta.

Epidemiological Situation in the Region

= There is currently no information on the actual prevalence of congenital syphilis in Latin
America and the Caribbean, but it is estimated that 250,000 cases of congenital syphilis occur
each year in the Region.

*  Only six countries in the Region had information available on the prevalence of syphilis among
pregnant women, with a range varying from 0.08% in Chile to 5.19% in Paraguay.

* According to a 2006 survey, 14 countries reported the incidence of congenital syphilis in live
births, with a range varying from 0.0 in Cuba to 1.56 in Brazil.

* |t is estimated that every year more than 100,000 children in the Region are lost to fetal death
or spontaneous abortion as a result of congenital syphilis, and 100,000 more are born infected
and incur different levels of disability.

Objectivellndicator
Objective: To eliminate congenital syphilis as a public health problem.
Indicator: Less than 0.5 cases per 1,000 live births.

Primary Strategies
= Obligatory notification of syphilis and congenital syphilis for pregnant women.

= Universal blood screening during the first prenatal visit (<20 weeks,) during the third trimester,
during labor, and following stillbirth and abortion/miscarriage.

= Timely and adequate treatment for all expectant mothers with syphilis (penicillin cures
congenital syphilis), and the same for spouses and newborns.

Mandates/Resolutions and Expert Recommendations

*  World Health Assembly Resolution WHAS59.19, which in 1989 endorsed the prevention and
control of sexually transmitted diseases.

= World Health Organization Executive Board Report EB | 17/8 presented a draft strategy in 2006
for the prevention and control of sexually transmitted diseases.

=  Pan American Health Organization, 38® Directing Council Resolution CD38.R8, which in 1996
resolved to urge Member States to adopt the Plan of Action to Eliminate Congenital Syphilis.

* Pan American Health Organization, 38" Directing Council document CD38.14, which in 1996
endorsed a Plan of Action for the Elimination of Congenital Syphilis in the Americas.

Achievements
= The World Bank estimated that the detection and treatment of prenatal syphilis is one of the
most cost-effective interventions available.
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Presence of congenital syphilis, Latin America and the Caribbean, 2005-2007.
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Comments

* Among the |5 countries with information available on the incidence of congenital
syphilis, 7 reported rates that qualify the disease as a public health problem (i.e. with a
rate of more than 0.5 cases per 1,000 live births).

= Of the countries with available information, only one of them (Cuba) did not present
any evidence of the disease during 2006 (at which time a survey was conducted).
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Country: Profiles

Bolivia .
Core Data
Demographic Indicators Data Year
= Total Population (thousands): 9,525 2007
= Urban Population (%): 65.1 2007
= Life Expectancy at Birth (years) total: 65.6 2007
* Men 63.4 2007
*  Women 67.7 2007

Socioeconomic Indicators

= Literate Population (I15+ years old) (%) total: 86.7 1999-2005

= Men 93.1 1999-2005

*  Women 80.7 1999-2005
=  Gross National Income (US$ per capita) PPP value: 2,740 2005
= Population Below International Poverty Line (%): 23.2 1998-2004
= Population Using Improved Sources of Drinking Water (%) total: 85 2004
= Population Using Improved Sanitation Facilities (%) total: 46 2004

Mortality Indicators

= Infant Mortality Rate (per 1,000 live births): 54 19992003
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 182.3 20002004
= [ll-Defined and Unknown Causes (%): 45 2003

Selected Diseases Present in the Country

Analyzed at First Subnational Level Analyzed at Country Level
= Lymphatic Filariasis = Soil-Transmitted Helminths v
=  Onchocerciasis = Chagas Disease v
= Schistosomiasis = Leprosy*
= Trachoma * Neonatal Tetanus*
=  Human Rabies Transmitted by Dogs v = Congenital Syphilis v

* Present but not as a public health problem.
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Current Situation of the Disease

Human Rabies Transmitted by Dogs

Epidemiological Situation

Number of cases: 2007 — 4 cases (3 in Santa Cruz, | in Oruro); 2006 — 4 cases (3 in Santa Cruz,
I in Cochabamba); 2005 — 8 cases (4 in Santa Cruz, 2 in Cochabamba, | in La Paz, | in Tarija).

Population at risk: About 6 million people (population living in an administrative unit at the first
subnational level with one or more cases in 2005-2007).

Areas of major risk or focus: Santa Cruz, Cochabamba, La Paz, Tarija, Oruro.

Presence of cases of human rabies transmitted by dogs at the
first subnational level, Bolivia, 2005-2007.
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Source: PAHO/HSD/CD based on SIRVERA, PAHO, 2008.

Control Measures

Control programs: Carried out by the Ministry of Health.

Information available: The country reports any human cases to SIRVERA (the Rabies
Epidemiological Surveillance System coordinated by PAHO/PANAFTOSA). Canine surveillance is also
in place, showing 285 dogs positive for rabies in 2007.

Primary strategies: Nationwide vaccination of the canine population; post-exposure prophylaxis
(PEP) provided to the population exposed to (or at risk of contracting) rabies; surveillance system;
education/information/communication (IEC) campaigns to raise awareness about the risks of the
disease.

Information on coverage: Most of the country has a coverage of over 80%, thanks to canine
vaccination campaigns; but some municipalities show low coverage. Around 8,000 people receive
PEP each year. There are three laboratories in the country that carry out rabies surveillance.
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Soil-Transmitted Helminths

Epidemiological Situation

* Prevalence: STHs are present at all first subnational levels. Studies with information have been
available for the past 10 years that suggest a prevalence range from 4.5% to 65.37%. The available
data suggest that most school-age children at risk live in the ecological zones of the Bolivian
Amazon and in the Humid Valleys where the prevalence of STHs is 50% or more.

= Population at risk: An estimated population of 1.2 million school-age children
= Areas of major risk or focus: The Bolivian Amazon and the Humid Valleys.

® Internal country breakdown: STHs are present in the entire country.

Control Measures

= Control programs: A national program is under consideration; local projects are being carried
out by nongovernmental organizations (NGOs).

* Information available: Surveys in different places are available through the Ministry of Health.
* Primary strategies: Treatment with Mebendazole is provided.

= Information on coverage: In 2007, 39,000 children were treated.
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Overlapping Diseases

Overlapping diseases present in the country at the first subnational level, Bolivia.
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Comments

Source: PAHO.

suggesting that this disease could be a priority among the neglected diseases studied.

= There is no evidence of the presence of the other neglected diseases studied.

= There could be an information gap for others diseases, e.g. trachoma.

Human rabies transmitted by dogs is present in almost half of all Bolivian departments,
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Brazil
Core Data
Demographic Indicators Data Year
= Total Population (thousands): 191,791 2007
= Urban Population (%): 85.2 2007
= Life Expectancy at Birth (total number of years): 724 2007
= Men 68.8 2007
*  Women 76.1 2007
Socioeconomic Indicators
= Literate Population (I5+ years old) (total in %): 88.6 1999-2005
= Men 88.4 1999-2005
*  Women 88.8 19992005
=  Gross National Income (US$ per capita) PPP value: 8,230 2005
= Population Below International Poverty Line (%): 7.5 1998-2004
= Population Using Improved Sources of Drinking Water (total in %): 90 2004
= Population Using Improved Sanitation Facilities (total in %): 75 2004
Mortality Indicators
* Infant Mortality Rate (per 1,000 live births): 22.6 2004
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 733 2000-2004
= |ll-Defined and Unknown Causes (%): 12.4 2004
Selected Diseases Present in the Country
Analyzed at First Subnational Level Analyzed at Country Level
= Lymphatic Filariasis v * Soil-Transmitted Helminths | v
* Onchocerciasis v * Chagas Disease v
= Schistosomiasis v * Leprosy v
* Trachoma v = Neonatal Tetanus*
* Human Rabies Transmitted by Dogs v = Congenital Syphilis v

*Present but not as a public health problem.
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Current Situation of the Disease

Lymphatic Filariasis

Epidemiological Situation

Prevalence: 4.6% Antigenemia (Ag) in the municipality of Jaboatao, Pernambuco state in 2004. The
focus in the state of Alagoas has recently been considered eliminated.

Population at risk: 1,700,000.

Areas of major risk or focus: Municipalities of Olinda, Jaboatao, Recife, and Paulista, all in the
state of Pernambuco.

Internal country breakdown: See map below.

Presence of lymphatic filariasis by first subnational level, Brazil, 2005-2007.
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Source: Brazil. Ministry of Health. Annual Report for the National Program to Eliminate Lymphatic Filariasis for
the year 2007. Submitted to the World Health Organization in 2008.

Control Measures

Control programs: Program for the Elimination of Lymphatic Filariasis (PELF) acting through
the Unified Health System (SUS), Ministry of Health.

Primary strategies: Mass drug administration with Diethylcarbamazin (DEC) and Albendazole,
once a year.

Is the strategy being implemented in all the endemic areas? In endemic municipalities,
drugs have only been administered in districts that show a high level of endemicity. In other
endemic districts, blood tests are carried out and optional medical care is provided.

Information available: Yes, through the Ministry of Health and PELF.

Information on coverage: In 2007, mass drug administration provided coverage to |12,706
people, equivalent to 7% of the population living in endemic areas.
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Epidemiological Situation

= Population at risk: The indigenous Yanomami population of 9,987 inhabitants (based on
figures for 2007).

= Prevalence: 6.5% (in 2007) in the focus in Amazonas state.

= Areas of major risk or focus The states of Roraima and Amazonas, in areas which border on
Venezuela.

= Internal country breakdown: There are five municipalities with onchocerciasis foci of in
Brazil.

Areas where onchocerciasis is endemic, Brazil, 2005-2007.
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Source: OEPA.

Control Measures

=  Control programs: National Foundation of Health, Health Ministry of Brazil, acting through
the Unified Health System (SUS).

* Information available: Yes, from the Ministry of Health and also through WHO’s
Onchocerciasis Elimination Program for the Americas (OEPA).

*  Primary strategies: Mass drug administration (MDA) with Mectizan twice a year in affected
areas.

= Information on coverage: Brazil has been reaching a coverage rate of 85% in treating the risk
population over the past few years. In 2007, of the 8,020 people eligible for treatment, coverage
reached 91% in the first round of treatment and 94% in the second. Since 2001, Brazil has
reached the goal of 2 rounds of coverage above 85% per year in the eligible population.
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Schistosomiasis

Epidemiological Situation
= Number of cases: 85,893 (2007).
=  Prevalence: There is a general prevalence rate of 5.63% in endemic states (2007).

= Population at risk: Endemic areas in the states of Alagoas, Bahia, Ceara, Espirito Santo,
Maranhao, Minas Gerais, Paraiba, Parana, Pernambuco, Rio Grande do Norte, and Sergipe; foci
are present in eight more states.

= Areas of major risk or focus: States of Bahia and Minas Gerais.
= Internal country breakdown: Present in |9 of the 27 states.

Endemic areas and foci of schistosomiasis, Brazil, 2007.

Translation of legend:
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Source: GT-Esquistossomose /CGVEP/CDTV/CENEPI/FUNASA/MS (National Health Foundation, Ministry of
Health of Brazil).

Control Measures
=  Control programs: Schistosomiasis mansoni Control Program (PCE), acting through the
Unified Health System (SUS).
* Information available: Yes, from the Schistosomiasis mansoni Control Program (PCE).

*  Primary strategies: Medical treatment, investigation of reported cases to detect the source,
control of intermediate host, environmental measures, and health education.

= Information on coverage: 71,413 cases treated in 2007, which represent 83% of all detected
cases.
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Trachoma

Epidemiological Situation

Population at risk: A total population of 48, 061,732 people; the population under the age of
10 at risk amounts to 9,323,976 children.

Prevalence: 4.9 % (2002-2007); 8,230 cases were found in 168,125 children tested in major
risk areas.

Areas of greatest risk: The Northeast and North show a greater number of municipalities
with higher prevalence rates, but all regions present an average prevalence of between 3.8% and
5.4% in school-age children in major risk areas.

Internal breakdown: A national survey was carried out between 2002 and 2007; only for the
state of Amazonas was data not available. Within the 26 states surveyed, 10 of them (Acre,
Amapa, Ceara, Minas Gerais, Mato Grosso, Para, Parana, Santa Catarina, Sergipe, and Tocantins)
presented a prevalence rate of 5% or higher, which is considered a public health problem. See
map below.

Prevalence of trachoma by municipality: National Survey, Brazil, 2002-2007.
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Source: MS/SVS-DEVEP/CGDT/CDTV

Control Measures

Control programs: National Secretary of Health Surveillance, Ministry of Health of Brazil,
acting through the Unified Health System (SUS).

Information available: Yes, from the Ministry of Health of Brazil.

Primary strategies: Surgery is recommended, along with antibiotic treatment,
health education (face washing) environmental measures, epidemiological surveillance, and
definition of priority intervention areas.
Information on coverage: A search for information is in progress.
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Human Rabies Transmitted by Dogs

Epidemiological Situation

=  Number of cases (by state): | case (in Maranhao) in 2007; 6 cases (5 in Maranhao and | in
Pernambuco) in 2006; | case (in Sergipe) in 2005.

=  Population at risk: About 16 million people who live in an administrative unit at the first
subnational level with one or more dog-transmitted human cases in 2005-2007. However, any
state where canine rabies is present is considered to be at risk—and this includes a large part of
the national territory, with the exception of the Southern region and the states of Sao Paulo and
Rio de Janeiro (which represent 40% of the country’s population).

= Areas of major risk or focus: The Northeast and the states of Maranhao, Pernambuco and Sergipe. It
is also noteworthy that human rabies transmitted by bats is epidemiologically important for the
country, mostly in the Amazon region (where 42 human cases occurred in 2005).

Presence of cases of human rabies transmitted by dogs at the
first subnational level, Brazil, 2005-2007.
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Source: PAHO/HSD/CD based on SIRVERA, PAHO, 2008.

Control Measures

= Control programs: National Secretary of Health Surveillance, Health Ministry of Brazil, acting
through the Unified Health System (SUS).

* Information available: Yes: the country reports any human cases to SIRVERA (the Rabies
Epidemiological Surveillance System coordinated by PAHO/PANAFTOSA).

= Primary strategies: Mass canine vaccination, free medical care to people at risk (including post-
exposure prophylaxis according to WHO guidelines); surveillance and education programs

* Information on coverage: Mass canine vaccination around 20 million dogs are vaccinated annually
in the years 2003 to 2006 (88% of average coverage), free medical care to around 400,000 people at
risk (around 270 received post-exposure prophylaxis / PEP); surveillance (38 laboratories and
around 23,000 samples tested).
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Soil-Transmitted Helminths

Epidemiological Situation

Prevalence: The Schistosomiasis Control Program has developed studies on the prevalence of
soil-transmitted helminths in many states, covering a broad number of people surveyed.
Estimates from studies developed between 2005 and 2007 show a broad range of prevalence
(2% to 36%).

Population at risk: An estimated population of 8.2 million school-age children

Avreas of major risk: Available studies show that prevalence is higher in the Northeast.

Control Measures

Control programs: Ministry of Health/Secretary of Health Surveillance, coordinated action by
the Schistosomiasis mansoni Control Program (PCE), acting through the Unified Health System
(SUS). Other control actions are probably being undertaken by different levels of the SUS.

Information available: Yes, for the states where schistosomiasis is present.

Primary strategies: Selective drug administration with Mebendazole, environmental measures,
and health education.

Information on coverage: In 2005, 14,100,000 cases were treated.
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Overlapping Diseases

Overlapping diseases present in the country at first subnational level,

Brazil.
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Comments

Source: PAHO.

All the selected diseases are present in Brazil.

There is one state where four of five selected diseases are present (Pernambuco).

There are two other states where three of five selected diseases are present (Maranhao and

Sergipe). These three states are considered priority areas for intervention (hot spots).

There are five states where only trachoma of the selected diseases is present.

Trachoma is the disease between the analyzed most present, was found with different

prevalence in all states surveyed.

Schistosomiasis is present in |9 of the 27 states.

Lymphatic filariasis (in | state), onchocerciasis (in 2 states in border areas adjacent to Venezuela,
Colombia, and Peru), and human rabies transmitted by dogs (in 3 states) were present in only a

few states in 2005-2007, suggesting that they are very close to the elimination goal.




Colombia

Core Data
Demographic Indicators Data Year
= Total Population (thousands): 46,156 2007
= Urban Population (%): 733 2007
* Life Expectancy at Birth (years) total: 72.9 2007
* Men 69.2 2007
*  Women 76.6 2007
Socioeconomic Indicators
= Literate Population (I5+ years old) (%) total: 90.4 1999-2005
* Men 90.1 1999-2005
*  Women 90.7 1999-2005
*  Gross National Income (US$ per capita) PPP value: 7,420 2005
=  Population Below International Poverty Line (%): 7.0 1998-2004
= Population Using Improved Sources of Drinking Water (%) total: 93 2004
= Population Using Improved Sanitation Facilities (%) total: 86 2004
Mortality Indicators
* Infant Mortality Rate (per 1,000 live births): 15.9 2005
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 50.4 20002004
= |ll-Defined and Unknown Causes (%): 1.7 2005
Selected Diseases Present in the Country
Analyzed at First Subnational Level Analyzed at Country Level
= Lymphatic Filariasis * Soil-Transmitted Helminths | v
=  Onchocerciasis v = Chagas Disease v
= Schistosomiasis = Leprosy*
* Trachoma = Neonatal Tetanus*
* Human Rabies Transmitted by Dogs | v = Congenital Syphilis v

*Present but not as a public health problem
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Current Situation of the Disease

Epidemiological Situation

Population at Risk: 1,225 (2007)
Number of Cases: 0 (2006)
Prevalence: 0% prevalence of microfilaria in the anterior chamber of the eye (MfCA) (2006)

Areas of major risk or focus: The municipality of Lépez de Micay, in the department of
Cauca.

Internal country breakdown: See map below.

Presence of onchocerciasis, by first subnational level, Colombia, 2005-2007.
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Source: OEPA.

Control Measures

Control measures: Carried out by the Ministry of Social Protection and the National Institute
of Health (INS).

Information available: Yes, from the Ministry of Social Protection and also through the
Onchocerciasis Elimination Program for the Americas (OEPA).

Primary strategies: Mass drug administration with Mectizan twice a year in affected areas.

Information about coverage: Colombia has been reaching a coverage rate of around 95% in
treating the risk population over the past few years in the two annually rounds. In 2007 around
1,000 people received treatment, treatment. Since 1999, Colombia has reached the goal of two
rounds of treatment coverage with a rate of over 85% per year among the eligible population.
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Human Rabies Transmitted by Dogs

Epidemiological Situation

Number of Cases: 2007 — 2 (Magdalena); 2006 — 2 (Magdalena); 2005 — 0.
Population at risk: About 1.3 million people in the department of Magdalena, living in an
administrative unit at the first subnational level with one or more cases in 2005-2007.

Areas of major risk or focus: The Atlantic coast, especially in the department of Magdalena.
It is also noteworthy that human rabies transmitted by bats is epidemiologically important for
the country, mostly on the Pacific coast (where |7 human cases occurred in 2004).

Presence of cases of human rabies transmitted by dogs at the
first subnational level, Colombia, 2005-2007.
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Source: PAHO/HSD/CD based on SIRVERA, PAHO, 2008.

Control Measures

Control programs: Carried out by the Ministry of Social Protection.

Information available: The country reports any human cases to SIRVERA (the Rabies
Epidemiological Surveillance System coordinated by PAHO/PANAFTOSA). Also canine
surveillance is in place.

Primary Strategies: Vaccination of the canine population in the risk areas; post-exposure
prophylaxis (PEP) provided to the population exposed to (or at risk of contracting) rabies;
surveillance system; education/information/communication (IEC) campaigns to raise awareness
about the risks of the disease.

Information on coverage: Canine vaccination campaigns take place only in risk areas, with an
average annual coverage below 50%; nationwide, around 28,000 people seek medical attention
after a dog bite, around 8,000 received PEP; the country has 9 surveillance laboratories.
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Soil-Transmitted Helminths

Epidemiological Situation

Prevalence: Present in all first subnational levels. Prevalence studies with information available
for the last 10 years suggest a range from 10.7% to 49.3%. The available data suggest that one of
the high risk areas is the ecological zone of the Colombian Amazon where the prevalence in
school-age children is around 50%.

Population at risk: An estimated population of 1.4 million school-age children
Areas of major risk or focus: Not known.

Internal country breakdown: Present throughout the entire country.

Control Measures

Control programs: National program under consideration; municipal-level programs by
MetroSalud, Medellin; Global Humanitaria, Narino; and Operation Blessing International,
Cartagena.

Information available: Surveys from the National Institute of Health (INS), the National
University of Colombia (Universidad Nacional de Colombia), and the University of Antioquia
(Universidad de Antioquia).

Primary strategies: Treatment with Albendazole and Mebendazole.

Information on coverage: Up to September 2008, 423,200 school-age children were treated.
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Overlapping Diseases

Overlapping diseases present in the country at the first subnational level,

Colombia.
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Source: PAHO.

Comments

= No overlapping diseases: in one department onchocerciasis is present; and in another, human
rabies transmitted by dogs.

=  This localized distribution could suggest that these two neglected diseases are on the country’s
unfinished agenda.

= There could be an information gap for other diseases, e.g. trachoma.
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Dominican Republic

Core Data
Demographic Indicators Data Year
= Total Population (thousands): 9,760 2007
= Urban Population (%): 68.2 2007
= Life Expectancy at Birth (years) total: 72.2 2007
= Men 69.3 2007
*  Women 75.5 2007
Socioeconomic Indicators
= Literate Population (I15+ years old) (%) total: 87.0 1999-2005
= Men 86.8 1999-2005
*  Women 87.2 19992005
=  Gross National Income (US$ per capita) PPP value: 7,150 2005
= Population Below International Poverty Line (%): 2.8 1998-2004
= Population Using Improved Sources of Drinking Water (%) total: 95 2004
= Population Using Improved Sanitation Facilities (%) total: 78 2004
Mortality Indicators
* Infant Mortality Rate (per 1,000 live births): 30.6 2006
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 85.3 2000-2004
= |ll-Defined and Unknown Causes (%): 7.2 2004
Selected Diseases Present in the Country
Analyzed at First Subnational Level Analyzed at Country Level
= Lymphatic Filariasis v * Soil-Transmitted Helminths | v
= Onchocerciasis = Chagas Disease
= Schistosomiasis * Leprosy*
=  Trachoma = Neonatal Tetanus*
= Human Rabies Transmitted by Dogs = Congenital Syphilis v

*Present but not as a public health problem.
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Current Situation of the Disease

Lymphatic Filariasis

Epidemiological Situation
*  Population at risk: 107,485 people.

* Prevalence: An estimated 50,000 individuals are infected. Recent studies have found
prevalence rates for blood surveys ranging from 2% and 14%, with rates of 9% and 35% using
rapid immunochomatographic card tests.

=  Areas of major risk or focus: The provinces of Puerto Plata, Sanchez Ramirez, San Pedro de
Macoris, and La Altagracia.

National situation of lymphatic filariasis at the municipal level based on surveys,
Dominican Republic, 2008.

Key:
B Negative
[ Positive

] No surveys conducted

Source: Centro Nacional de Enfermedades Tropicales de Republica Dominicana (CENCET), “LF elimination in the Dominican
Republic: History, Progress and Achievements.” Octava Reunion de Administradores de Programas de Eliminacién de Filariasis
Linfatica. Dominican Republic; 2008.

Control Measures

=  Control programs: Carried out by the Secretary of Public Health and Social Assistance,
National Program for the Elimination of Lymphatic Filariasis in collaboration with the National
Institute of Dermatology.

=  Primary strategies: Mass drug administration with DEC/Albendazole.

* Information on coverage: Around 70%—-85% of all risk areas.
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Soil-Transmitted Helminths

Epidemiological Situation

Prevalence: Present in all first subnational levels. Prevalence studies with information available
for the last 3 years suggest a range from 5.3% to 55.3% in school-age children. The available data
suggest that most school-age children at risk live in the poor areas in Santo Domingo where the
prevalence is around 50%.

Population at risk: An estimated population of 453 000 school-age children
Areas of major risk or focus: Not known.

Internal country breakdown: Present throughout the entire country.

Control Measures

Control programs: The Secretary of Public Health and Social Assistance, including the Vitamin
Angels project in Santo Domingo.

Information available: Surveys in different places.
Primary strategies: Mass drug administration with Albendazole.

Information on coverage: In 2006, national coverage was above 75%, thus reaching the
objective of World Health Assembly Resolution WHAS54.19 (2001).
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Overlapping Diseases

Overlapping diseases present in the country at the first subnational level,

Dominican Republic.
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Source: PAHO.

Comments

There could be an information gap for other diseases, e.g. schistosomiasis.

Lymphatic filariasis is present in one-third of all first subnational levels in the Dominican
Republic, suggesting that this disease could be priority among the neglected diseases studied.
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Ecuador

Core Data
Demographic Indicators Data Year
= Total Population (thousands): 13,341 2007
= Urban Population (%): 63.8 2007
= Life Expectancy at Birth (years) total: 75 2007
= Men 72.1 2007
*  Women 78 2007
Socioeconomic Indicators
= Literate Population (I5+ years old) (%) total: 9l 1999-2005
= Men 923 1999-2005
*  Women 89.7 1999-2005
=  Gross National Income (US$ per capita) PPP value: 4,070 2005
= Population Below International Poverty Line (%): 17.7 1998-2004
= Population Using Improved Sources of Drinking Water (%) total: 94 2004
= Population Using Improved Sanitation Facilities (%) total: 89 2004
Mortality Indicators
* Infant Mortality Rate (per 1,000 live births): 22.1 2005
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 65.4 2000-2004
= |ll-Defined and Unknown Causes (%): 12 2005
Selected Diseases Present in the Country
Analyzed at First Subnational Level Analyzed at Country Level
= Lymphatic Filariasis * Soil-Transmitted Helminths v
=  Onchocerciasis v = Chagas Disease 4
= Schistosomiasis * Leprosy*
=  Trachoma * Neonatal Tetanus*
= Human Rabies Transmitted by Dogs = Congenital Syphilis v

*Present but not as a public health problem

58



Current Situation of the Disease

Epidemiological Situation
*  Population at risk: 25, 285 persons (in 2007).
*  Number of cases: 0 (in 2006).
=  Prevalence: 0% (in 2006).
= Areas of major risk or focus: Province of Esmeraldas

= Internal country breakdown: See map below.

Onchocerciasis-endemic area, Ecuador, 2008.
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Source: OEPA..

Control Measures
= Control programs: Carried out by the Ministry of Health.
*  Principle strategies: Mass drug administration twice a year in the affected municipalities.

= Information on coverage: Average coverage of around 98% in the two rounds; 21,000
people treated annually. Since 2001, the country has achieved the goal of 85% coverage
measured twice a year.
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Soil-Transmitted Helminths

Epidemiological Situation

=  Prevalence: Present at all first subnational levels. Studies have been carried out, mostly on
school-age children, with information available for the past 8 years, suggesting a prevalence
ranging from 28.5% to 71%.

=  Population at risk: An estimated population of 300 000 school-age children
= Areas of major risk or focus: Unknown.

= Internal country breakdown: Present throughout the entire country.

Control Measures
=  Control programs: National Institute for the Family and Child (INNFA).
= Information available: Surveys in different places.
=  Primary strategies: Mass drug administration with Albendazole.

= Information on coverage: In 2006, national coverage was above 75%, thus reaching the
objective of World Health Assembly Resolution WHA54.19 (2001).
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Overlapping Diseases

Overlapping diseases present in the country at the first subnational level,
Ecuador.
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Source: PAHO.

Comments

*  Onchocerciasis is present in two bordering Ecuadorian departments, the northernmost of which
shares an international border with Colombia.

=  Analysis of the information available could suggest that this neglected disease is on the country’s
unfinished agenda.

= There could be an information gap for other diseases, e.g. trachoma.
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Guatemala

Core Data
Demographic Indicators Data Year
= Total Population (thousands): 13,354 2007
= Urban Population (%): 48.1 2007
= Life Expectancy at Birth (years) total: 70.3 2007
= Men 66.7 2007
*  Women 73.8 2007
Socioeconomic Indicators
= Literate Population (I15+ years old) (%) total: 69.1 1999-2005
= Men 75.4 19992005
*  Women 63.3 19992005
=  Gross National Income (US$ per capita) PPP value: 4,410 2005
= Population Below International Poverty Line (%): 13.5 1998-2004
= Population Using Improved Sources of Drinking Water (%) total: 75 2004
= Population Using Improved Sanitation Facilities (%) total: 47 2004
Mortality Indicators
* Infant Mortality Rate (per 1,000 live births): 39 1997-2002
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 150.9 2000-2004
= |ll-Defined and Unknown Causes (%): 10.4 2004
Selected Diseases Present in the Country
Analyzed at First Subnational Level Analyzed at Country Level
= Lymphatic Filariasis * Soil-Transmitted Helminths v
= Onchocerciasis v * Chagas Disease 4
= Schistosomiasis = Leprosy*
* Trachoma v * Neonatal Tetanus*
* Human Rabies Transmitted by Dogs v = Congenital Syphilis v

*Present but not as a public health problem.
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Current Situation of the Disease

Epidemiological Situation
= Population at risk: 204,253

= Prevalence: 0.4% prevalence of ocular morbidity in the focus of Central, and 0% in the foci of
Escuintla, Huehuetenango and Santa Rosa (2007).

= Areas of major risk or focus: The primary focus is located in the border zones between the
departments of Chimaltenango, Solola and Suchitepéquez.

* Internal country breakdown: See map below.

Onchocerciasis Endemic Areas, Guatemala, 2008.
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Source: OEPA.

Control Measures
=  Control measures: The National Onchocerciasis Program.

= Information available: Yes, from National Onchocerciasis Program of the Ministry of Health
and from the Onchocerciasis Elimination Program for the Americas (OEPA).

= Primary strategies: Mass drug administration with Mectizan twice a year in endemic
municipalities.

= Information on coverage: The coverage rate stands at about 94% over the last 3 years
(2005-2007); around 160,000 people have been treated in each round.
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Epidemiological Situation

Population at risk: 240,715 people (based on 2003 figures).

Number of cases: In a 2002 study conducted in the state of Solola, 1,944 cases were found
(890 under the age of 8) with trachoma (TF = [,130; Tl = 379; TS = 388; TT = 40; OC =5).

Areas of major risk or focus: There is information available only for 2 departments, where
the disease is known to be present in 92 of the communities of the respective departments.

Presence of trachoma at the first subnational level,
Guatemala, 1998-2007.
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Source: PAHO/HSD/CD based on Comité prociegos y sordos de Guatemala. Cuadro de registro de personas con catarata y

tracoma por estado, edad y sexo en el drea sur-occidental I. 2002. Unpublished.

Control Measures

Control programs: The Committee for the Blind and Deaf (Comité prociegos y sordos de
Guatemala) works in the area under study; for other areas, control measures are unknown.

Primary strategies: Treatment with tetracycline and health education (face washing).
Information available: Only for the project area.

Information on coverage: 7,800 people were examined; 633 cases were detected; 800 tubes
of tetracycline were distributed; and 24 educational sessions were held for 1,645 people.
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Human Rabies Transmitted by Dogs

Epidemiological Situation

Number of cases: In 2007, Icase (in the municipality of San Marcos); in 2006, | case (in the
department and/or municipality of Huehuetenango); in 2005, | case (in Guatemala City)

Population at risk: About 4.5 million people (indicating the population living in an
administrative unit at the first subnational level with one or more cases in 2005-2007).

Areas of major risk or focus: San Marcos, Huehuetenango, and Guatemala City.
Internal country breakdown: See map below.

Presence of human rabies transmitted by dogs at the first subnational level,

Guatemala, 2005-2007.
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Source: PAHO/HSD/CD based on SIRVERA, PAHO, 2008.

Control Measures

Control programs: Under the Ministry of Health.

Primary strategies: Canine vaccination, post-exposure prophylaxis (PEP) for people at risk,
surveillance, and health education.

Information available: Yes; the country reports any human cases to SIRVERA (the Rabies
Epidemiological Surveillance System coordinated by PAHO/PANAFTOSA).

Information on coverage: Canine vaccination stood at a rate of 71.4% in 2003. In the same
year, 21.6% of all people attacked by animals and thus at risk for rabies received medical
attention. In 2004, Guatemala had one health center with anti-rabies treatment for every 8,71 |
people. From 2005-2007, the country continued to such control activities as annual mass
vaccination and PEP for people at risk.
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Soil-Transmitted Helminths

Epidemiological Situation

=  Prevalence: STHs are present at all first subnational levels. Studies carried out mostly on

school-age children with information available for the last 8 years suggest a prevalence ranging
from 12.7% to 68%.

*  Population at risk: An estimated population of 1.3 million school-age children

= Areas of major risk or focus: Unknown.

= Internal country breakdown: Present throughout the entire country.

Control Measures

= Control programs: The Government of Guatemala with the World Food Program, Operation
Blessing International, Food for the Hungry, WOW Now, and Direct Relief International.

=  Information available: Surveys in different places.
*  Primary strategies: Treatment with Albendazole and Mebendazole.

= Information on coverage: In 2006, national coverage for school-age children stood at 64%.

66



Overlapping Diseases

Overlapping diseases present in the country at the first subnational level,

Guatemala.
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Source: PAHO.

Comments

* Three of the five selected neglected diseases analyzed in this study are present in Guatemala

(onchocerciasis, trachoma, and human rabies transmitted by dogs).

*  Onchocerciasis overlaps with
onchocerciasis overlaps with trachoma in two others.

rabies transmitted by dogs

in two departments;

and

= There could be an information gap for other first subnational levels regarding the presence of

trachoma.
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Guyana

Core Data
Demographic Indicators Data Year
= Total Population (thousands): 738 2007
=  Urban Population (%): 28.3 2007
= Life Expectancy at Birth (years) total: 66.8 2007
= Men 64.2 2007
*  Women 69.9 2007
Socioeconomic Indicators
= Literate Population (I5+ years old) (%) total:
= Men
* Women
=  Gross National Income (US$ per capita) PPP value: 4,230 2005
= Population Below International Poverty Line (%):
= Population Below International Poverty Line (%): 83 2004
= Population Using Improved Sanitation Facilities (%) total: 70 2004
Mortality Indicators
* Infant Mortality Rate (per 1,000 live births): 22 2005
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 136.2 2000-2004
= |ll-Defined and Unknown Causes (%): 1.2 2003

Selected Diseases Present in the Country

Analyzed at First Subnational Level

Analyzed at Country Level

= Lymphatic Filariasis v
= Onchocerciasis
= Schistosomiasis
=  Trachoma

= Human Rabies Transmitted by Dogs

Soil-Transmitted Helminths
Chagas Disease

Leprosy*

Neonatal Tetanus

Congenital Syphilis

AN
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Current Situation of the Disease

Lymphatic Filariasis

Epidemiological Situation

Population at risk: 630, 000 (based on 2007 figures)

Number of cases: 419 new cases reported in 2007; the annual report estimates that a total of
8,126 people suffer from lymphedema or hydrocele in the country because of lymphatic filariasis
(LF).

Prevalence: The Program for the Elimination of Lymphatic Filariasis (PELF) tested 2,325 people

(out of a total population of 709,506 in Guyana) in 63 wards/villages, of which 9.33% were found
to have LF. The survey was carried out in 2005.

Areas of major risk or focus: Essequibo Coast, West Demerara, East Demerara, West
Berbice, East Berbice, and Upper Demerara.

Serology prevalence of lymphatic filariasis antigen, Guyana, 2005.
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Control Measures

Note: The prevalence of an administrative region
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prevalence of its villages or wards.

Source: Guyana. Ministry of Health. Annual Report for
the National Programme to Eliminate Lymphatic
Filariasis for the year 2005. Submitted to the
World Health Organization in 2006.

Control programs: Lymphatic Filariasis Elimination Program, Department of Disease Control,

Ministry of Health.

Primary strategies: Training physicians to combat LF and establishing and maintaining
treatment centers around the country (there are currently 23 active centers).

Information available: Yes, through the Ministry of Health and the Program to Eliminate

Lymphatic Filariasis (PELF).

Information on coverage: Not found.
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Soil-Transmitted Helminths

Epidemiological Situation

Prevalence: Present at all first subnational levels. Studies carried out mostly in school-age
children with information available for the past 10 years suggest a prevalence ranging from 12.3%
to 38%.

Population at risk: All school-age children, amounting to a population of around 52,000 in
2007

Areas of major risk or focus: Unknown.

Internal country breakdown: Present throughout the entire country.

Control Measures

Control programs: Ministry of Health, Program for Elimination of Lymphatic Filariasis (PELF),
Save the Children.

Information available: Surveys in different places.
Primary strategies: Mass drug administration with Albendazole and Mebendazole.

Information on coverage: In 2005, national coverage of school-age children stood at 68%
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Overlapping Diseases

Overlapping diseases present in the country at the first subnational level,
Guyana.
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Comments

Source: PAHO.

* Lymphatic Filariasis is present at all first subnational levels in Guyana, suggesting that this disease
could be priority among the neglected diseases studied.

®  There could be an information gap for other diseases, e.g. schistosomiasis.
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Haiti
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Core Data
Demographic Indicators Data Year
= Total Population (thousands): 9,598 2007
=  Urban Population (%): 40.1 2007
= Life Expectancy at Birth (years) total: 60.9 2007
= Men 59.1 2007
*  Women 62.8 2007
Socioeconomic Indicators
= Literate Population (15+ years old) (%) total: 55.6 2006
* Men 57.2 2006
=  Women 54.1 2006
= Gross National Income (US$ per capita) PPP value: 1,840 2005
= Population Below International Poverty Line (%): 53.9 1998-2004
= Population Using Improved Sources of Drinking Water (%) total: 54 2004
=  Population Using Improved Sanitation Facilities (%) total: 30 2004
Mortality Indicators
= Infant Mortality Rate (per 1,000 live births): 57.0 20052006
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 386.0 20002004
= [ll-Defined and Unknown Causes (%): 35.2 2004
Selected Diseases Present in the Country
Analyzed at First Subnational Level Analyzed at Country Level
= Lymphatic Filariasis v = Soil-Transmitted Helminths v
= Onchocerciasis = Chagas Disease
= Schistosomiasis = Leprosy*
= Trachoma * Neonatal Tetanus v
= Human Rabies Transmitted by Dogs v = Congenital Syphilis v

*Present but not as a public health problem.
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Current Situation of the Disease

Lymphatic Filariasis

Epidemiological Situation

Population at Risk: 9, 598, 000 persons.
Prevalence: Not available. Estimated percent of the population infected is around 5.8%.

Internal country breakdown: The disease is present at all first subnational levels. Of the 128
communities in the country (i.e. second subnational level), Ill are considered endemic,
representing 92% of the country’s population.

Avreas of major risk or foci: There are 33 communities identified as having a very high level of
transmission (with a prevalence of 5% or higher), mostly in the departments of Nord and Ouest.

Distribution of lymphatic filariasis, Haiti, 2001.
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Source: Annual Report of the National Program to Eliminate Lymphatic Filariasis, 2008.

Control Measures

Control programs: Program for the Elimination of Lymphatic Filariasis, Ministry of Public
Health and Population; support from the Bill and Melinda Gates Foundation and the USAID
Neglected Tropical Diseases (NTD) Program.

Information available: Yes, from the Ministry of Public Health and Population and PELF.

Primary strategies: One annual dose of chemotherapy with DEC and Albendazole using a
clinic or community approach; sentinel surveillance; social mobilization; morbidity management.

Target population for intervention: 1,800,000 persons in 2007-2008.
Information on coverage: 61% of the target population (some 1,300,000 people) in 2007.
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Human Rabies Transmitted by Dogs

Epidemiological Situation

Number of human cases: Haiti has reported the highest number of human rabies cases
transmitted by dogs in Latin America during the last 3 years (with |8 of the 59 reported), for a
disease close to elimination in the Region. In 2007 6 cases were reported (mortality rate of 0.07
per 100,000 populations) around 20 times higher than the regional average.

Population at risk: The entire country could be considered at risk, as it is estimated that the rabies
virus is circulating among the dog population in all departments. There is no animal surveillance system
in place. Six of the nation’s 10 first subnational levels reported human cases during the last 3 years.
Areas of major risk or focus: Departments of Ouest, in the outreaches of Port-au-Prince,
the national capital, and Carrefour.

Internal country breakdown in the last 3 years: Ouest, 8 cases; Sud-est, 3 cases;
Artibonite, 2; Nord, 2; Sud, 2; Nord-ouest, |.

Presence of cases of human rabies transmitted by dogs at the
first subnational level, Haiti, 2005-2007.
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Source: PAHO/HSD/CD based on SIRVERA, PAHO, 2008.

Control Measures

Control programs: The Ministry of Agriculture and the Ministry of Public Health and Population
developed a combined control plan, supported by PAHO and others countries of the region through a
Technical Cooperation Program among Countries (TCC) including vaccine donation from Brazil.
Information available: The country reports any human cases to SIRVERA (the Rabies
Epidemiological Surveillance System coordinated by PANAFTOSA/PAHO).
Primary strategies: Nationwide vaccination of the canine population; post-exposure prophylaxis to
population exposed to risk; education and communication to raise awareness of the risk of the disease.
Information on coverage: Second semester 2007 and first semester 2008 saw the largest
national campaign to be developed in the last decade, when some 500,000 dogs were vaccinated
(for a coverage of about 60%). Around 400 people receive post-exposure prophylaxis annually.
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Soil-Transmitted Helminths

Epidemiological Situation

Prevalence: Present at all first subnational levels. Prevalence studies on school-age children with
information available for the past 5 years suggest a range from 15% to 87% (10 of 13 surveys show a
prevalence higher than 20%). A national survey of around 6,000 children tested showed a prevalence
of 27%. The available data suggest that most school-age children are living in areas where prevalence
is 20% or more.

Population at risk: An estimated population of 1.6 million school-age children
Areas of major risk or focus: Not known.

Internal country breakdown: Present throughout the entire country.

Control Measures

Control programs: The Ministry of Public Health and Population, including the National Program
for the Elimination of Lymphatic Filariasis (PELF).

Information available: Surveys in different places and two national surveys.
Primary strategies: Mass drug administration with Albendazole.

Information about coverage: In 2007, national coverage was above 75%, thus reaching the
objective of World Health Assembly Resolution WHA54.19 (2001).
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Overlapping Diseases

Overlapping diseases present in the country at the first subnational level,
Haiti.
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Source: PAHO.

Comments
* Lymphatic filariasis is present at all first subnational levels in Haiti.
* Human rabies transmitted by dogs is present in almost half of the country’s provinces.

*  Analysis of the information available could suggest that these two diseases could be priority
neglected diseases in Haiti.

= There could be an information gap for other diseases, e.g. schistosomiasis.
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Honduras
Core Data
Demographic Indicators Data Year
= Total Population (thousands): 7,106 2007
= Urban Population (%): 474 2007
= Life Expectancy at Birth (years) total: 70.2 2007
* Men 66.9 2007
*  Women 73.7 2007
Socioeconomic Indicators
= Literate Population (I5+ years old) (%) total: 80.0 1999-2005
* Men 79.8 19992005
*  Women 80.2 1999-2005
= Gross National Income (US$ per capita) PPP value: 2,900 2005
= Population Below International Poverty Line (%): 14.9 1998-2004
= Population Using Improved Sources of Drinking Water (%) total: 87 2004
=  Population Using Improved Sanitation Facilities (%) total: 69 2004
Mortality Indicators
= Infant Mortality Rate (per 1,000 live births): 23.0 2001-2006
= Mortality Rate from Communicable Diseases (per 100,000 pop.):
= |lI-Defined and Unknown Causes (%):
Selected Diseases Present in the Country
Analyzed at First Subnational Level Analyzed at Country Level
*  Lymphatic Filariasis * Soil-Transmitted Helminths | v
=  Onchocerciasis = Chagas Disease v
=  Schistosomiasis * Leprosy*
= Trachoma = Neonatal Tetanus*
= Human Rabies Transmitted by Dogs = Congenital Syphilis v

*Present but not as a public health problem.
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Current Situation of the Disease

Soil-Transmitted Helminths

Epidemiological Situation

Prevalence: Present at all first subnational levels. Prevalence studies on school-age children
with information available for the last 10 years suggest a range from 35% to above 90%. The
available data suggest that most school-age children live where the prevalence is 20% or more.

Population at risk: An estimated population of 550 000 school-age children
Areas of major risk or focus: Unknown.

Internal country breakdown: Present throughout the entire country.

Control Measures

Control programs: Secretary of Health, World Food Program, World Vision, Vitamin Angels,
Operation Blessing International, and WOW Now.

Information available: Surveys in different places.
Primary strategies: Mass drug administration with Albendazole and, Mebendazole.

Information on coverage: In 2006, national coverage stood at around 61% of all school-age
children in Honduras.
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Overlapping Diseases

Overlapping diseases present in the country at the first subnational level,

Honduras.
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Comments

Source: PAHO.

* In Honduras, there is no evidence of any of the neglected diseases studied.

*  There could be an information gap for other diseases, e.g. trachoma.
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Mexico
Core Data
Demographic Indicators Data Year
= Total Population (thousands): 106,535 2007
= Urban Population (%): 76.5 2007
= Life Expectancy at Birth (years) total: 76.2 2007
* Men 73.7 2007
*  Women 78.6 2007
Socioeconomic Indicators
= Literate Population (I15+ years old) (%) total: 91.6 1999-2005
* Men 93.2 1999-2005
*  Women 90.2 1999-2005
=  Gross National Income (US$ per capita) PPP value: 10,030 2005
=  Population Below International Poverty Line (%): 3.0 1998-2004
= Population Using Improved Sources of Drinking Water (%) total: 97 2004
= Population Using Improved Sanitation Facilities (%) total: 79 2004
Mortality Indicators
* Infant Mortality Rate (per 1,000 live births): 18.1 2006
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 49.1 20002004
= |lI-Defined and Unknown Causes (%): 1.9 2005
Selected Diseases Present in the Country
Analyzed at First Subnational Level Analyzed at Country Level
* Lymphatic Filariasis * Soil-Transmitted Helminths v
= Onchocerciasis v = Chagas Disease v
= Schistosomiasis = Leprosy*
* Trachoma 4 * Neonatal Tetanus*
* Human Rabies Transmitted by Dogs v = Congenital Syphilis v

*Present but not as a public health problem.
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Current Situation of the Disease

Epidemiological Situation

Population at risk: 159,102 persons (2008).

Prevalence: In the various foci throughout the state of Chiapas, 0.01% prevalence of ocular
morbidity in the one in Southern Chiapas in 2007, 0% for the one in Oaxaca in 2008, and 0% in
the one in Northern Chiapas in 2008.

Areas of major risk or focus: States of Oaxaca and Chiapas.

Internal country breakdown: The disease is present in two states.

Areas where onchocerciasis is endemic, Mexico, 2007.

Estados Unidos de América

México | ot de Mérco

Océano Pacifico "

[ Foco Sur de Chiapas |

Source: OEPA.

Control Measures

Control programs: These exist through the Secretary of Health, National Center for
Epidemiological Surveillance and Disease Control of Mexico (CENAVECE), Department of
Onchocerciasis and other vector-borne diseases; and Onchocerciasis Elimination Programs of
the States of Oaxaca and Chiapas.

Information available: Available through the Secretariat of Health, CENAVECE, Department
of Onchocerciasis and other vector-borne diseases and the Onchocerciasis Elimination Program
for the Americas (OEPA).

Primary strategies: Mass drug administration with Mectizan twice a year in endemic
communities; Mexico is the only country in the world to administer Mectizan four times a year in 50
communities (in the state of Chiapas); 100% surgical procedures performed for onchocercomas.
Information on coverage: About 135,000 people are treated in each round. This represents
a coverage of around 94%.
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Human Rabies Transmitted by Dogs

Epidemiological Situation

Number of cases: 2007 — 0 cases; 2006 — 0 cases; 2005 — 2 cases (Estado de México).
Population at risk: About |4 million people (a population living in an administrative unit at the
first subnational level with one or more cases in 2005-2007).

Avreas of major risk or focus: Estado de México, with the only human cases reported in the last
3 years, and with the largest number of canine rabies cases reported during that period. There have
also been 5 or more canine cases in the states of Puebla, Hidalgo, and Yucatan. The southern border
of the state of Chiapas contains 18 municipalities with around one million people sharing a common
border with a country endemic for canine rabies. In the last three years, no cases of canine rabies
were laboratory confirmed, due to a small number of samples, namely because there isn’t a negative
surveillance system in place to monitor the circulation of the rabies virus.

Presence of cases of human rabies transmitted by dogs at the
first subnational level, Mexico, 2005-2007.
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Source: PAHO/HSD/CD based on SIRVERA, PAHO, 2008.

Control Measures

Control programs: National Rabies Control Program, Secretary of Health.

Information available: The country reports human cases to Rabies Epidemiological Surveillance
System coordinated by PANAFTOSA/PAHO).

Primary strategies: Mass canine vaccination program, medical care to people at risk (including
post-exposure prophylaxis [PEP] according to WHO guidelines); surveillance, education
programs, and canine and feline sterilization (i.e. spay/neuter).

Information on coverage: The canine vaccination program reached a coverage of 80% in the
majority of first subnational administrative levels, with close to 16 million animals vaccinated.
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Around 100,000 people received medical care for animal attacks, and about 31% of them
received PEP. There are 22 laboratories s available for rabies diagnostics in the country.
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Epidemiological Situation

Population at risk: 143,380 people (based on 2005 figures).

Number of cases and prevalence:
Number of cases: 101 active trachoma TF/TI (in 2008);
Prevalence: TF=02,TI=00,TC=0.5 TT=0.1,0C=0.0l.

Areas of major risk:
Five communities in Chiapas: Cancuc, Chanal, Huixtan, Oxchuc, and Tenejapa.

Areas Endemic for Trachoma, Chiapas, Mexico, 2005.

Tabasco

Yeracruz

San Juan
Cancuc

Ozchuc
Tenejapa *
Huixtan I
Chanal

Chiapas

Source: Mexico. Secretary of Health. Trachoma Prevention and Control Program.

Control Measures

Control programs: Carried out by the State Program for the Prevention and Control of
Trachoma, Sub-Directorate of Epidemiological Surveillance, Institute of Health, State of Chiapas
(ISECH).

Information available: Yes, from the Secretary of Health, CENAVECE, State Program for the
Prevention and Control of Trachoma, Institute of Health, State of Chiapas (ISECH).

Primary strategies: Active surveillance following a strategy of house-by-house searches in all
communities in endemic areas, in addition to applying the SAFE Strategy. In 2008, coverage was
76%, compared to 82% in 2007.
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Soil-Transmitted Helminths

Epidemiological Situation

= Prevalence: Present at all first subnational levels. Information available for the last 10 years
suggests a prevalence range in school-age children from 0.01% to 16.3%.

*  Population at risk: An estimated population of 4.4 million school-age children

= Areas of major risk or focus: Unknown.

= Internal country breakdown: Present throughout the entire country.

Control Measures
=  Control programs: Secretary of Health, Department of Epidemiological Surveillance.
=  Information available: Surveys in different places.
=  Primary strategies: Treatment with Albendazole.

= Information on coverage: In 2006, national coverage stood at 60% for all school-age children
in Mexico.
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Overlapping Diseases

Overlapping diseases present in the country at the first subnational level,

Mexico.
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Source: PAHO.

Comments

= Onchocerciasis is present in two bordering states (Oaxaca and Chiapas, the latter on the

Guatemalan border).

= Trachoma is present in one Mexican state (Chiapas) and human rabies transmitted by dogs in

another (Estado de México, or Mexico state).

*  Onchocerciasis and trachoma overlap in one state (Chiapas, which borders with Guatemala).

=  Analysis of the information available could suggest that these three neglected diseases are on the

country’s unfinished agenda.




Nicaragua B

Core Data
Demographic Indicators Data Year
= Total Population (thousands): 5,603 2007
= Urban Population (%): 59.8 2007
= Life Expectancy at Birth (years) total: 72.5 2007
= Men 69.9 2007
=  Women 76.0 2007

Socioeconomic Indicators

= Literate Population (I15+ years old) (%) total: 76.7 1999-2005

= Men 76.8 1999-2005

*  Women 76.6 19992005
=  Gross National Income (US$ per capita) PPP value: 3,650 2005
= Population Below International Poverty Line (%): 45.1 1998-2004
= Population Using Improved Sources of Drinking Water (%) total: 79 2004
= Population Using Improved Sanitation Facilities (%) total: 47 2004

Mortality Indicators

* Infant Mortality Rate (per 1,000 live births): 31.0 19962001
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 68.0 2000-2004
= |ll-Defined and Unknown Causes (%): 3.5 2005

Selected Diseases Present in the Country

Analyzed at First Subnational Level Analyzed at Country Level
= Lymphatic Filariasis * Soil-Transmitted Helminths | v/
*  Onchocerciasis * Chagas Disease v
= Schistosomiasis * Leprosy*
=  Trachoma * Neonatal Tetanus*
= Human Rabies Transmitted by Dogs = Congenital Syphilis v

*Present but not as a public health problem.
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Current Situation of the Disease

Soil-Transmitted Helminths

Epidemiological Situation

Prevalence: Present at all first subnational levels. Prevalence studies in school-age children
with information available for 2005 suggest a range from 27% to above 80%.

Population at risk: An estimated population of 730,000 school-age children
Areas of major risk or focus: Unknown.

Internal country breakdown: Present throughout the entire country.

Control Measures

Control programs: Ministry of Health, World Vision, Vitamin Angels, Food for the Hungry,
and WOW Now.

Information available: Surveys in different places.
Primary strategies: Mass drug administration with Albendazole and Mebendazole.

Information on coverage: In 2007, national coverage was above 75%, thus reaching the
objective of World Health Assembly Resolution WHA54.19 (2001).
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Overlapping Diseases

Overlapping diseases present in the country at the first subnational level,
Nicaragua.
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Source: PAHO.

Comments

= In Nicaragua, there is no evidence of the presence of any of the neglected diseases studied.

* There could be an information gap for other diseases, e.g. trachoma.



Saint Lucia

Core Data
Demographic Indicators Data Year
= Total Population (thousands): 165 2007
= Urban Population (%): 27.7 2007
= Life Expectancy at Birth (years) total: 73.7 2007
* Men 71.9 2007
*  Women 75.6 2007
Socioeconomic Indicators
= Literate Population (I5+ years old) (%) total:
= Men
=  Women
= Gross National Income (US$ per capita) PPP value: 5,980 2005
=  Population Below International Poverty Line (%):
= Population Using Improved Sources of Drinking Water (%) total: 98 2004
= Population Using Improved Sanitation Facilities (%) total: 89 2004
Mortality Indicators
= Infant Mortality Rate (per 1,000 live births): 15.0 2005
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 41.7 2000-2004
= |lI-Defined and Unknown Causes (%): 9.8 2002
Selected Diseases Present in the Country
Analyzed at First Subnational Level Analyzed at Country Level
*  Lymphatic Filariasis * Soil-Transmitted Helminths | v
= Onchocerciasis = Chagas Disease
= Schistosomiasis v " Leprosy*
* Trachoma * Neonatal Tetanus
= Human Rabies Transmitted by Dogs = Congenital Syphilis
* Present but not as a public health problem. ... No data available.
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Current Situation of the Disease

Epidemiological Situation
*  Population at risk: The entire population.

= Number of cases: |0 cases were reported in 2007, with an incidence of 6 cases per 100,000
inhabitants (2007).

= Areas of major risk: Regions 2, 4, 5, 6, and 8 (five of the eight regions).

= Internal country breakdown: See map below.

Confirmed cases of schistosomiasis in Saint Lucia, 2005-2006.
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Source: Saint Lucia. Ministry of Health. Schistosomiasis in Saint Lucia. PAHO/WHO Preparatory Meeting on Epidemiological Data
Needed to Plan Elimination of Schistosomiasis in the Caribbean. Grenada: PAHO/WHO; December 2007.

Control Measures
=  Control programs: Carried out by the Ministry of Health.

*  Primary strategies: All confirmed cases are reported. Several measures are taken, such as an
epidemiological investigation and monitoring of the infected person’s family. Also, an inspection
is conducted of the living environment and sanitary conditions of the infected person’s dwelling.
Monitoring continues for 3 to 6 months.
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Soil-Transmitted Helminths

Epidemiological Situation

] Prevalence: Present at all first subnational levels. Prevalence studies with information available
for the last six years suggest a range from 35% to above 45%.

= Population at risk: An estimated population of 3 300 school-age children
= Areas of major risk or focus: Unknown.

®= Internal country breakdown: Present throughout the entire country.

Control Measures
=  Control programs: Carried out by the Ministry of Health.

= Information available: Surveys in different places collaborating with the International
American University, College of Medicine, Saint Lucia.

=  Primary strategies: Unknown.

=  Information on coverage: No data reported.
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Overlapping Diseases

Overlapping diseases present in the country at the first subnational level,

Saint Lucia.
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Comments

Source: PAHO.

could be the priority neglected disease for this country among the five diseases studied.

Schistosomiasis is present at all first subnational levels in Saint Lucia, suggesting that this disease
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Suriname

Core Data
Demographic Indicators Data Year
= Total Population (thousands): 458 2007
= Urban Population (%): 74.6 2007
= Life Expectancy at Birth (years) total: 70.2 2007
* Men 67.0 2007
*  Women 73.6 2007
Socioeconomic Indicators
= Literate Population (I5+ years old) (%) total: 89.6 1999-2005
= Men 92.0 19992005
*  Women 87.2 19992005
= Gross National Income (US$ per capita) PPP value:
=  Population Below International Poverty Line (%):
= Population Using Improved Sources of Drinking Water (%) total: 92 2004
= Population Using Improved Sanitation Facilities (%) total: 94 2004
Mortality Indicators
= Infant Mortality Rate (per 1,000 live births): 19.2 2004
= Mortality Rate from Communicable Diseases (per 100,000 pop.): 90.1 2000-2004
= |lI-Defined and Unknown Causes (%):
Selected Diseases Present in the Country
Analyzed at First Subnational Level Analyzed at Country Level
*  Lymphatic Filariasis * Soil-Transmitted Helminths | v
=  Onchocerciasis = Chagas Disease v
= Schistosomiasis v * Leprosy*
* Trachoma * Neonatal Tetanus
= Human Rabies Transmitted by Dogs = Congenital Syphilis
* Present but not as a public health problem. ... No data available.
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Current Situation of the Disease

Epidemiological Situation

= Prevalence: In studies carried out between 1997 and 2001, a prevalence ranging between 0.3%
and 4.7% was found in the populations surveyed in schools in the states of Saramacca,
Commewijne, Paramaribo, Wanica, and Coronie.

= Population at risk: Not found.

* Areas of major risk or focus: Coastal areas.

Areas where schistosomiasis is present, Suriname, 1998-2007.
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Source: PAHO/HSD/CD based on Suriname. Bureau of Public Health. Schistosomiasis in Suriname: PAHO/WHO Preparatory Meeting
on Epidemiological Data Needed to Plan Elimination of Schistosomiasis in the Caribbean. Grenada: PAHO/WHO; December 2007.

Control Measures

=  Control programs: No information was found.
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Soil-Transmitted Helminths

Epidemiological Situation

] Prevalence: Present at all first subnational levels. Prevalence studies with information available
for the last |3 years suggest a range from 36% to above 43%.

=  Population at risk: An estimated population of 6 000 school-age children
= Areas of major risk or focus: Unknown.

= Internal country breakdown: Present throughout the entire country.

Control Measures
= Control programs: Office of Public Healthcare (Bureau voor Openbare Gezondheidszorg/BOG)
= Information available: Surveys in different places.
=  Primary strategies: Not known.

* Information about coverage: No data reported.
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Overlapping Diseases

Overlapping diseases present in the country at the first subnational level,

Suriname.
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Source: PAHO.

Comments

=  Schistosomiasis is present at the first subnational level in the coastal areas of Suriname.

= There was no evidence found of the presence of any of the other neglected diseases studied,
suggesting this disease could be a priority neglected disease in the country among the five

diseases studied.

= There could be an information gap for other neglected diseases or other areas of the country.
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Venezuela
Core Data
Demographic Indicators Data Year
= Total Population (thousands): 27, 657 2007
= Urban Population (%): 94.0 2007
= Life Expectancy at Birth (years) total: 73.7 2007
* Men 70.9 2007
*  Women 76.8 2007
Socioeconomic Indicators
= Literate Population (I5+ years old) (%) total: 93.0 1999-2005
= Men 933 19992005
*  Women 927 1999-2005
= Gross National Income (US$ per capita) PPP value: 6,440 2005
= Population Below International Poverty Line (%): 18.5 1998-2004
= Population Using Improved Sources of Drinking Water (%) total: 83 2004
= Population Using Improved Sanitation Facilities (%) total: 68 2004
Mortality Indicators
= Infant Mortality Rate (1,000 live births): 15.5 2005
= Mortality Rate from Communicable Diseases (100,000 pop.): 58.7 2000-2004
= |lI-Defined and Unknown Causes (%): 0.8 2004
Selected Diseases Present in the Country
Analyzed at First Subnational Level Analyzed at Country Level
= Lymphatic Filariasis * Soil-Transmitted Helminths v
= Onchocerciasis v = Chagas Disease v
* Schistosomiasis v * Leprosy*
* Trachoma = Neonatal Tetanus*
* Human Rabies Transmitted by Dogs | v = Congenital Syphilis v

* Present but not as a public health problem.
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Current Situation of the Disease

Epidemiological Situation

Population at risk: 103,784 persons (based on 2007 figures).

Prevalence: In 2001, 24.4% prevalence of ocular morbidity in the southern focus of Sur (to be
reevaluated in 2008); in 2006, 4.0% prevalence in the northeastern focus of Nororiental; and in
2005, 1.7% prevalence in the north-central focus of Norcentral.

Areas of major risk or focus: There are three foci: South, Northest, and North-Central. In
the Northeastern foci, 87% of the population is at risk in a region made up of the states of
Sucre, Monagas, and Anzoategui.

Internal country breakdown: See map below.

Areas where onchocerciasis is endemic, Venezuela, 2007.
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Source: OEPA.

Control Measures

Control measures: Venezuelan Program for the Elimination of Onchocerciasis, Ministry of
Health and Social Development (MSDS).

Primary strategies: Mass drug administration twice a year with Mectizan in endemic areas.
Information available: Yes, through the Venezuelan Onchocerciasis Elimination Program and
also from the Onchocerciasis Elimination Program for the Americas (OEPA).

Information on coverage: Coverage stands at around 95% in the two rounds, with about
100,000 people treated. Since 2003, the country has achieved the goal of 85% coverage treated

twice a year.
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Schistosomiasis

Epidemiological Situation

= Prevalence: 13.5% in the areas surveyed (six communities in the states of Vargas , Aragua and
Carabobo in 1998-2000)

*  Population at risk: None was found.

= Areas of major risk or focus: A region of |5, 000 km? including parts of the states of
Aragua, Carabobo, Guarico, Miranda, and Vargas.

=  Internal country breakdown: See map below.

Areas where schistosomiasis is present, Venezuela, 1998-2007.

Venezuela

Neglected diseases

Schistosomiasis

| Evidence of presence (10 yrs)
Mo evidence at 1st
sub-national level (10 yrs)
Mo evidence in country (10 yrs)
[l Mo data (10 yrs)

W Capital City
[ Country limits

First administrative
sub-naticnal level

_l Longitud / Lattude
WGs 84

300 1] 300 Km
e ——

Source: PAHO/HSD/CD based on Alarcon de Noya, B. et al. Schistosomiasis mansoni in Areas of Low Transmission:
Epidemiological Characterization of Venezuelan Foci. Memérias do Instituto Oswaldo Cruz. Rio de Janeiro; 2002; 91(1): 5-10.

Control Measures

=  Control programs: National Program for the Prevention and Control of Intestinal Parasites
and Schistosomiasis, Ministry of Health and Social Development.

= Information available: Yes, from the National Program for the Prevention and Control of
Intestinal Parasites and Schistosomiasis, Ministry of Health and Social Development.

*  Primary strategies: Individual case treatment with Praziquantel.

= Information on coverage: No information found.
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Human Rabies Transmitted by Dogs

Epidemiological Situation

Number of cases: 2007 — 0 cases; 2006 — | case (Zulia); 2005 — 0 cases.

Population at risk: About 3 million people (population living in an administrative unit at the
first subnational level with one or more cases from 2005 to 2007).

Avreas of major risk or focus: The state of Zulia, in the western part of the country.

Presence of cases of human rabies transmitted by dogs at the
first subnational level, Venezuela, 2005-2007.
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Source: PAHO/HSD/CD based on SIRVERA, PAHO, 2008.

Control Measures

Control programs: Carried out by the Ministry of Health and Social Development.

Information available: The country reports any human cases to SIRVERA (the Rabies
Epidemiological Surveillance System coordinated by PAHO/PANAFTOSA). Canine surveillance
is also in place, with 13 cases reported in Zulia in 2007.

Primary strategies: Vaccination of the canine population in the risk area; post-exposure
prophylaxis (PEP) provided to the population exposed to (or at risk of contracting) rabies;
surveillance system.

Information on coverage: Around 56,000 people sought medical care due to dog bites, and
around 8,000 received PEP. There are three laboratories for surveillance.
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Soil-Transmitted Helminths

Epidemiological Situation

= Prevalence: Present at all first subnational levels. Prevalence studies with information available
for the last six years suggest a range from 3% to above 19%.

=  Population at risk: An estimated population of 1.7 million school-age children
= Areas of major risk or focus: Unknown.

®= Internal country breakdown: Present throughout the entire country.

Control Measures

=  Control programs: National Program for the Prevention and Control of Intestinal Parasites
and Schistosomiasis, Ministry of Health and Social Development.

= Information available: Surveys in different places.
=  Primary strategies: Individual case treatment with Albendazole and Pyrantel Pamoate.

=  Information about coverage: In 2006, 102,000 school-age children were treated.
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Overlapping Diseases

Overlapping diseases present in the country at the first subnational level,

Venezuela.
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Comments

*  Onchocerciasis is present in almost half of all first subnational levels in Venezuela, suggesting

Source: PAHO.

that this is a priority neglected disease for the country.

= Schistosomiasis is present at the first subnational level in coastal areas, overlapping with

onchocerciasis in three departments.

= Human rabies transmitted by dogs is present in one department, suggesting that this disease is

on the country’s unfinished agenda.

* There could be an information gap for other neglected diseases or other areas of the country.
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Final Comments

In this study, we included diseases that are considered as being ‘neglected’ in the WHO global
list. As mentioned in the methodology section of this document, “neglected” can be considered
as associated with poverty but not necessarily neglected in terms of action taken by decision-
makers. For some of these diseases and for some countries, considerable efforts have been
made; and this study suggests that it is possible, according to the goals established, to eliminate
these diseases as a public health problem—or at the very least to control them at reasonable
levels throughout the Region.

For the five selected diseases with information available at the first subnational level
(states/departments/provinces), the following was found: lymphatic filariasis is present in four
countries (29 administrative units); onchocerciasis is present in six countries (25 administrative
units); Schistosomiasis is present is four countries (39 administrative units); trachoma is present
in three countries (29 administrative units); human rabies transmitted by dogs is present in ten
countries (20 administrative units). Considering the approximately 570 administrative units at
the first subnational level that exist in the Region, the analysis by disease suggests that, with the
information available, the five above-mentioned neglected diseases are not widespread and can
be considered as an unfinished agenda.

If the presence of one or more of all of the above five selected diseases is considered, the final
count of the administrate units in which they are present is 102 at first subnational level, in
which about 230 million people reside (almost half of the Region’s population).

In the overlapping analysis (identification of hot spots) of these five diseases, 14 countries were
included with a total of 275 administrative units.

=> One unit presented four of the five selected diseases. Two other units showed a
presence of three of the five selected diseases (all in Brazil), in a total area with a
population of 16 million people.

=>» Thirty-three administrative units have two of the five diseases, with a total population of
about 164 million.

=> Sixty-six of the 275 reported only one of the selected neglected diseases, with around
50 million people living in those areas.

The analysis suggests that many subnational units exist with more than one of the selected
diseases, implying that these localities could be considered as priority areas where it may be
possible to apply an integrated approach. It should also be taken into consideration that only five
diseases were chosen for the overlapping study, but that the other neglected diseases—such as
soil-transmitted helminths, which are present all over the Region—would also be considered
when creating an integrated approach, once further epidemiological data is collected on those
diseases. PAHO is developing database on soil-transmitted helminths, disaggregated at the first
subnational level which in the future could be included in the overlapping analysis as part of an
integrated approach.

A considerable amount of information from secondary data sources exists for most of the
diseases studied, particularly those for which there are established elimination targets
(e.g. onchocerciasis, lymphatic filariasis and human rabies transmitted by dogs). When the goal is
total elimination, the presence of one or more cases provides sufficient information. However,
for diseases with goals of achieving prevalence levels that are no longer considered as public
health problems, or for establishing major areas for intervention, further epidemiological data is
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needed. For most of these diseases, there is an important need for information to more
precisely estimate the burden of disease, as well as a baseline for possible intervention projects.
These data need to use standardized criteria, disaggregated within the countries by subnational
level and periodically updated. Some examples are, that to establish priority areas for fighting
soil-transmitted helminths, studies could be carried out to ascertain which administrative units
have a prevalence of above 20% (based on the criteria recommended by WHO); or, for
congenital syphilis, where an incidence of greater than 0.5 per 1000 live births exists.

When analyzing the map of the Region and comparing the data on the presence of several
diseases in international border areas where there is no evidence of the same disease in the
bordering countries (for example, trachoma), this could suggest there may be a sizable
information gap with regard to neglected diseases in the Region. Surveys could be suggested to
confirm that these diseases are not present. The lack of presence of certain diseases also needs
to be confirmed, as is the case with schistosomiasis in countries where the disease was present
in past decades, e.g. in the Caribbean.

Additionally, when viewing the Regional map, it is evident that there are several opportunities
for cross-border technical cooperation, such as is the case with lymphatic filariasis between
Haiti and the Dominican Republic and with onchocerciasis between Brazil and Venezuela.

For other diseases with more complex epidemiological situations—such as Chagas disease, with
its various modes of transmission and diverse vectors—where a considerable amount of
information is available that could show important achievements in the Region, data on active
transmission of the disease by subnational level is more difficult to present in a summarized
study. This information is available in the subregional meeting reports and could be presented by
the countries in a future study. However, continual support for control activities is very
important.

Diseases like human rabies transmitted by dogs and neonatal tetanus, with their easily
identifiable symptoms, have had information systems for several decades where information is
available on all countries (with cases reported by subnational level). The priority areas for
intervention are known, but there is a strong need for strong support of these activities in order
to achieve the elimination goal.

For diseases with chronic symptoms where prevalence is more difficult to measure—such as
Chagas disease, soil-transmitted helminths and trachoma—the information for the estimation of
the burden of disease is more complex, often requiring surveys to compliment the notification
systems.

Regarding foci distribution of some diseases, the location of said foci and the risk population are
known, such as is the case with onchocerciasis, lymphatic filariasis and schistosomiasis. Most of
the information available is on intervention coverage, but there is much on disease prevalence
and post-intervention impact.

With regard to PAHO’s priority countries, information is available on LF and rabies for Bolivia,
Guyana, and Haiti in terms of the five diseases analyzed at the first subnational level. Of these
five, there was no evidence of presence in Honduras or Nicaragua. Further studies may be
suggested in the priority countries to confirm that other diseases such as trachoma are not
present.

A disparity exists in the availability of this information online through the official ministry of
health websites in the Region. Some governments, such as Brazil and Mexico, present more
online information than do others. Horizontal cooperation among these countries could be
suggested to support the priority countries on improving their surveillance system and their
systems for disseminating information to the public.
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When analyzing the primary strategies for the selected diseases, it could be observed that, in
order to control these diseases, mass drug administration, vaccination and screening tests will
be needed, most of which are them carried out through primary health care as a basic strategy.
Most of the above-mentioned strategies are now integrated and are currently being carried out
by local health systems in conjunction with their respective national systems.

Intersectoral and interprogrammatic approaches need to be taken into consideration both at
national level and below. Among the primary strategies considered for some of the selected
diseases are water and sanitation improvement, information/communication/education, and
others.

The information analyzed on the country profiles for the six selected diseases (lymphatic
filariasis, onchocerciasis, schistosomiasis, trachoma, human rabies transmitted by dogs, and soil-
transmitted helminths) suggests that the countries are developing control actions for these
diseases. However, these activities need to be intensified in order to achieve the established
control or elimination goals.

Furthermore, at the country level, a major analysis of the main target groups (e.g. school-age
children, women of child-bearing age, and entire populations) could be done to identify which
combined measures could best be applied at the local level according to the diseases present in
that locality.

Future studies on the possible social determinants of neglected diseases could be designed and
analyzed using secondary information sources, if these are indeed available in the countries at
subnational levels.

This phase of the study was to lay out a preliminary approach to the situation of the selected
diseases and the information available on them. Further analysis with subnational data could be
conducted with other diseases related to poverty.

The next phase will be provide support to the individual countries’ plans on neglected diseases
and other infectious diseases related to poverty, as the countries go about preparing their
subnational-level studies and defining their priorities.
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