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FIGURE 2. Distribution by country of 78,522* cases of dracunculiasis reported during 1998.**

the country during the peak transmission periods in 1994
and 1995, inadequate funding in 1994–1997, delayed fund-
ing in 1997–1998, shortages of Abate�, distraction due to
introduction of a new surveillance system with an over-sen-
sitive case definition (resulting in the program needing to
check numerous unconfirmed case reports), inadequate sup-
plies of filter material, great energy spent doing surgical ex-
tractions of worms instead of on less labor-intensive means
of preventing infections, and poor supervision of village-
based health workers. The Government of Ghana, The Carter
Center, UNICEF and WHO began working to eliminate
these problems in September 1998.

The Nigerian program has suffered in recent years from
ethnic clashes, under-funding, inadequate supplies of filter
material, and from fuel shortages, strikes, and official neglect
associated with political disturbances over the past two
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FIGURE 3. Number of national programs, and number of endemic villages reporting cases of dracunculiasis in 1988–1998. WHO � World
Health Organization.
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need now is to improve the quality and frequency of super-
vision of village-based health workers, so as to help them
improve active surveillance for cases and tighten case-con-
tainment measures. The next most important need is to ad-
vocate for a solution to the civil war in Sudan, so that the
final battle against dracunculiasis can be intensified and ex-
tended to all endemic areas of that large country.
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