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230 million people, mostly in 52 countries, require treat-
ment annually, about 80–90% of whom live in Africa.2 
Nearly 800 million persons are at risk of infection.3

Larval forms of the parasite emerge from certain spe-
cies of fresh water snails and penetrate the skin of hu-
mans, then migrate to blood vessels of the intestines 
and/or bladder, where they mature. The adult worms 
produce thousands of eggs which, once released in the 
victim’s urine or faeces, may contaminate fresh water. 
Immature forms may then enter intermediate host 
snails allowing the parasites to transform and multiply 
before emerging in the stage that can infect humans. 
Epidemiologically, these species cause different infec-
tions requiring different disease control strategies, de-
pending on the habitat of the intermediate host snail, 
whether parasite eggs are excreted only by humans and 
whether there are animal reservoirs such as water buf-
falo and cattle (S. japonicum), or rodents and non- 
human primates (S. mansoni). S. haematobium is not 
known to involve an animal reservoir. Schistosomiasis 
is strongly associated with poverty and lack of sanita-
tion and safe sources of water. Man-made lakes, dams, 
open irrigation systems and other agro-engineering 
projects have sometimes increased breeding sites of the 
snail intermediate host and spread of the diseases.

Infections with Schistosoma parasites may cause the 
disease schistosomiasis due to local and systemic dam-
age and scarring as a result of immune responses to 
thousands of eggs that lodge in tissues of urinary or-
gans, intestines, liver, lung and other organs. Disease 
may manifest as hepatosplenomegaly, hydronephrosis, 
anemia, stunting, genital disease, infertility, cognitive 
impairment and other signs or symptoms. School-age 
children 5–14 years old usually have the highest rates 
and intensity of infection but preschool children and 
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ITFDE suggested that both of the first 2 steps are stages 
of disease control, and that use of the phrase “elimina-
tion as a public health problem” is confusing, mislead-
ing, and should be avoided. The value of defining 2 dif-
ferent levels of disease control such that countries may 
advance from one level of control to the next is clear, 
but the 2 levels of control might more accurately be 
described as “control” and “enhanced control”, for ex-
ample, leaving “elimination” to describe the third level, 
when transmission appears to have been interrupted 
completely. It was also noted that understanding the 
epidemiological relevance of suspected and confirmed 
animal reservoirs of schistosomal infections will be-
come increasingly important as more countries ap-
proach interruption of transmission among humans.

An estimated peak of 700 million tablets of praziquan-
tel would be needed annually to cover the population 
requiring treatment up to 2017, after which the amount 
required would decline. This scenario is based on the 
assumption that 5–6 years of large-scale annual treat-
ment will reduce schistosomiasis transmission to a level 
where a more focal approach with less need for pra-
ziquantel would be sufficient, provided the mass drug 
administration (MDA) is combined with other interven-
tions such as snail control and waste management.  
Capacity for implementing chemotherapy in endemic 
countries in 2011 was about 100 million tablets. The 
decision of E-Merck (India) Ltd to expand its donation 
of praziquantel from 50 million to 250 million tablets 
annually within the next few years will require scaling-
up of countries’ capacities to map the infection and to 
deliver MDA effectively.

Conclusions and recommendations
1. Great progress has been made in combating schis-

tosomiasis since the ITFDE reviewed this topic in 
2001. More people were treated for the disease  
in 2010 than ever before. Several countries appear 
to have interrupted transmission of (eliminated) 
schistosomiasis already and some other countries 
appear close to doing so.

2. The ITFDE does not believe it is possible to erad-
icate all species of schistosomes that affect humans 
with currently available tools, given the challenges 
of environmental changes that are conducive to 
transmission of these parasites (e.g. large dams), 
the existence of animal reservoirs, agricultural 
practices (e.g. expanded irrigation) and other fac-
tors.

3. It is, however, now possible to greatly improve con-
trol of schistosomiasis by expanding available in-
terventions judiciously, including use of as many 
of the 5 interventions (health education, access to 
safe water, sanitation, snail control, mass chemo-
therapy) as possible, and by extending large-scale 
chemotherapy to all necessary age groups, not only 
school-age children.

4. The ITFDE urges WHO to define its goals in quan-
tifiable terms, and to reserve the term “elimination” 
for indicating complete interruption of transmission.

spécial a indiqué que les 2 premières étapes sont des stades de 
la lutte contre la maladie et que l’emploi de l’expression « élimi-
nation en tant que problème de santé publique » est source de 
confusion, trompeuse et doit être évitée. Il est clair qu’il est 
utile de définir 2 niveaux différents de la lutte contre la maladie 
de sorte que les pays puissent progresser d’un niveau à l’autre, 
mais on pourrait décrire plus précisément ces 2 niveaux en 
parlant, par exemple, de « lutte » et de « lutte renforcée », et 
en réservant le terme d’« élimination » au troisième niveau, où 
la transmission semble avoir été complètement interrompue. Le 
Groupe spécial a également relevé que la compréhension de 
l’intérêt épidémiologique de parler de réservoirs animaux 
présumés et confirmés deviendra de plus en plus importante à 
mesure que davantage de pays s’approcheront de l’interruption 
de la transmission chez l’homme.

On estime à 700 millions le nombre maximal de comprimés de 
praziquantel nécessaires chaque année pour couvrir toute la 
population ayant besoin du traitement jusqu’en 2017, après quoi 
les quantités requises baisseront. Ce scénario se fonde sur  
l’hypothèse selon laquelle le traitement annuel à grande échelle 
pendant 5 à 6 ans ramènerait la transmission de la schis- 
tosomiase à un niveau où une approche plus localisée, nécessi-
tant moins de praziquantel, serait suffisante, dans la mesure où 
l’administration de masse serait associée à d’autres interven-
tions, comme la lutte contre les gastéropodes et la gestion des 
déchets. La capacité de mise en œuvre de la chimiothérapie dans 
les pays d’endémie était d’environ 100 millions de comprimés 
en 2011. La décision d’E-Merck (India) Ltd d’augmenter ses dons 
de comprimés de praziquantel de 50 millions à 250 millions par 
an dans les prochaines années supposera un développement des 
capacités des pays pour cartographier l’infection et procéder 
efficacement à l’administration de masse des médicaments.

Conclusions et recommandations
1. De grands progrès ont été accomplis dans la lutte contre 

la schistosomiase depuis que le Groupe spécial a étudié ce 
sujet en 2001. Jamais auparavant il n’y avait eu autant de 
personnes traitées contre cette maladie qu’en 2010. 
Plusieurs pays semblent avoir déjà interrompu la trans-
mission de la schistosomiase (élimination) et certains 
autres paraissent proches de ce but.

2. Le Groupe spécial ne pense pas qu’il soit possible d’éradi-
quer toutes les espèces de schistosomes infestant l’homme 
avec les outils actuellement disponibles, compte tenu des 
problèmes liés aux modifications de l’environnement favo-
rables à la transmission des parasites (grandes retenues 
d’eau, par exemple), de l’existence des réservoirs animaux, 
des pratiques agricoles (développement de l’irrigation, par 
exemple) et d’autres facteurs.  

3. Néanmoins, il est désormais possible d’améliorer grande-
ment la lutte contre la schistosomiase en intensifiant judi-
cieusement les interventions disponibles, dont l’applica-
tion d’autant d’interventions que possible parmi les 5 
disponibles (éducation sanitaire, accès à l’eau potable, à 
l’assainissement, lutte contre les gastéropodes, chimiothé-
rapie de masse) et en étendant la chimiothérapie à grande 
échelle à tous les groupes d’âge nécessaires et pas seule-
ment aux enfants d’âge scolaire.  

4. Le Groupe spécial demande instamment à l’OMS de définir 
ses buts en termes quantifiables et de réserver le mot « 
élimination » à l’interruption complète de la transmission.
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5. Schistosomiasis programmes are encouraged to 
co-administer praziquantel with other drugs wher-
ever possible and indicated, including albendazole 
or mebendazole in areas where soil-transmitted 
helminthiases are co-endemic, or triple drug  
administration of praziquantel, albendazole and 
ivermectin in areas where schistosomiasis, oncho-
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from the nodules, migrate to the skin, and are ingested 
by the vectors during a blood-meal. Microfilariae then 
develop into the infectious L3 stage in the fly and are 
transmitted to the next human host via subsequent 
bites. Microfilariae cause severe itching, disfiguring skin 
disease and may enter the eye, causing visual loss and 
blindness over time. Humans are the only definitive host 
for O. volvulus. Ivermectin is a safe and effective oral 
microfilaricide which has been donated by Merck & Co. 
Inc. (through the Mectizan Donation Program) since 
1987 to control onchocerciasis. The drug rapidly kills 
the microfilariae and, through repeated rounds of treat-
ment, can stop transmission and increase mortality 
among the adult worms. Ivermectin tablets are deliv-
ered through community-wide mass drug administra-
tion (MDA) programmes.

The infection was originally prevalent in 13 foci in 
6 countries of the WHO Region of the Americas: the 
Bolivarian Republic of Venezuela, Brazil, Colombia,  
Ecuador, Guatemala and Mexico. The Onchocerciasis 
Elimination Program for the Americas (OEPA) is a re-
gional partnership which includes the governments of 
countries where the disease is endemic, the Carter Cen-
ter, the Pan American Health Organization (PAHO),  
Lions Clubs International and local Lions Clubs, the 
United States Centers for Disease Control and Preven-
tion, the Bill & Melinda Gates Foundation, several uni-
versities and the Mectizan Donation Program. The goal 
of the partnership is to eliminate onchocerciasis from 
the Region of the Americas by providing MDA with 
ivermectin ≥2 times each year to all communities in 
endemic areas. MDA aims at reaching ≥85% coverage 
of the population eligible for treatment (people aged 
≥5 years of age living in affected communities, exclud-
ing those who are chronically ill and women who are 
pregnant or breastfeeding infants in the first week of 
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mittee (PCC) and OEPA staff prepared a document to 
be used as a guide for health workers during the PTS 
period.1 If no recrudescence of infection is detected 
during this time, then O. volvulus can be declared to 
have been eliminated and the resident population no 
longer at risk. Table 1 shows the status of onchocercia-
sis in the 13 foci in the Americas at the beginning of 
2012. Of the original 560 911 people at risk in the  
Region, 158 447 (28.2%) are no longer at risk of infection 
because they reside in areas where PTS has been suc-
cessfully completed. Of the remaining 402 464 persons, 
284 503 (70.7%) are under PTS (not being offered MDA) 
and 117 961 (29.3%) are under MDA programmes. Those 
eligible for treatment in 2012 (107 357) represent a 67% 
drop in the treatment eligible population compared 
with 2011 (322 980).

1	 Transmission	status	criteria	as	defined	in:	Guide	to	detecting	a	potential	recrudes-
cence of onchocerciasis during the post treatment surveillance period: the American 
paradigm. Research and Reports in Tropical Medicine, 2012, 3: 21–33. http://www.
dovepress.com/guide-to-detecting-a-potential-recrudescence-of-onchocerciasis-
during--peer-reviewed-article-RRTM

Table 1 Population at risk of onchocerciasis, no longer at risk, under post-treatment surveillance, eligible for treatment, and transmission 
status of focus, WHo region of the americas, 2012, by focus
Tableau 1 Population exposée au risque d’onchocercose, qui n’est plus exposée à ce risque, sous surveillance post-thérapeutique, ou à 
traiter, et situation de la transmission dans les foyers, région omS des amériques, 2012, par foyer

Focus (country) – Foyer (pays) No. (%) of population 
at risk – Effectif de la 

population à risque (%)

No. (%) of popu-
lation no longer 
at risk – Effectif 
de la population 
qui n’est plus à 

risque (%)

No. of people under 
post-treatment sur-
veillance – Nombre 
de personnes sous 

surveillance 
postthérapeutique

No. of people 
eligible for 
treatment – 
Nombre de 
personnes à 

traiter

Transmission 
status of focusa 

– Situation de 
la transmission 
dans le foyer

Escuintla (Guatemala) NA – SO 62 590 (11) NA – SO NA – SO Eliminated – 
Eliminée

Santa Rosa (Guatemala) NA – SO 12 208 (2) NA – SO NA – SO Eliminated – 
Eliminée

Northern Chiapas (Mexico) – 
Nord du Chiapas (Mexique)

NA – SO 7 125 (1) NA – SO NA – SO Eliminated – 
Eliminée

López de Micay (Colombia/Colombie) NA – SO 1 366 (0.2) NA – SO NA – SO Eliminated – 
Eliminée

Huehuetenango (Guatemala) NA – SO 30 239 (5) NA – SO NA – SO Eliminated – 
Eliminée

Oaxaca (Mexico/Mexique) NA – SO 44 919 (8) NA – SO NA – SO Eliminated – 
Eliminée

Esmeraldas–Pichincha (Ecuador/Equateur) 25 863 226 
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treatment activities in 2011
The total number of people eligible for treatment in the 
Region in 2011 was 322 980; this number is known as 
the ultimate treatment goal (UTG) and represents the 
total number of persons who should be reached in each 
treatment round. In those areas where ivermectin treat-
ment is provided twice a year (every 6 months), the 
annual treatment goal is the UTG multiplied by 2; de-
signed by the notation UTG(2). Treatment with ivermec-
tin at 3-month intervals increases death of worms and 
decreases the proportion of inseminated females. In 
areas where ivermectin treatment is being distributed 
4 times a year (quarterly), the eligible population is 
multiplied by 4, designated UTG(4). Annual treatment 
coverage is calculated by dividing the total number of 
treatments given in a year by either the UTG(2) or the 
UTG(4). In 2011, 490 442 treatments were given semian-
nually, which was 94% coverage of the regional UTG(2) 
of 521 120 and 231 746 quarterly treatments were given, 
93.6% of the regional UTG(4) of 247 698. Details of these 
treatments are given below.

Brazil and Bolivarian republic of Venezuela
The Yanomami area is a transmission zone shared by 
Brazil’s single endemic region (the Amazonas focus) 
and the Bolivarian Republic of Venezuela’s Southern 
focus. The Yanomami area extends through remote and 
densely forested regions and is populated by the Yano-
mami people, a migratory indigenous group that rou-
tinely moves across the border at will. Overall, the  
Yanomami area reached 97% of its UTG(2) in 2011 
(12 705 treatments provided of a UTG(2) of 13 086, and 
82% of its UTG(4) in 2011 (33 841 treatments provided 
of a UTG(4) of 41 486)

Brazil alone provided 8078 treatments, 97% of its UTG(2) 
of 8 346, and surpassed the 85% treatment coverage goal 
for the 11th consecutive year. Brazil’s national pro-
gramme took the decision to deliver quarterly treat-
ment in 7 hyperendemic zones (defined as having >60% 
baseline prevalence of microfilariae in skin) and 3 me-
soendemic zones (20–60% baseline prevalence of micro-
filariae in skin), which together have an eligible popula-
tion of 5569 people. In 2011, 16 898 treatments were 
given of a UTG(4) of 20 294, resulting in a coverage of 
83%.

The Bolivarian Republic of Venezuela’s side of the  
Yanomami area (the Southern focus) delivered 
4 627 treatments, 98% of its UTG(2) of 4740. To advance 
elimination efforts, the Venezuelan programme launched 
a quarterly treatment regimen in 135 communities in 
and around hyperendemic areas. The eligible popula-
tion in these communities is 5298 people. In 2011, 
16 943 treatments were given of a UTG(4) of 21 192, re-
sulting in a coverage of 80%.

The Bolivarian Republic of Venezuela has 2 other en-
demic foci (North-central and North-eastern). The  
Ministry of Health suspended MDA in 2011 in  
the North-central focus based on epidemiological and 
entomological studies showing transmission had been 
interrupted. The North-eastern focus distributed 

traitements en 2011
Le nombre total de personnes à traiter dans la Région en 2011 
s’élevait à 322 980 ; ce chiffre est considéré comme l’objectif 
thérapeutique final, ou OTF, et représente le nombre total de 
personnes qui devraient être atteintes lors de chaque tournée. 
Dans les zones où le traitement par l’ivermectine est adminis-
tré 2 fois par an (tous les 6 mois), l’objectif de traitement annuel 
est l’OTF multiplié par 2, UTG (2). Le traitement par l’ivermec-
tine à intervalle de 3 mois accroît la mortalité des vers et 
décroît la proportion de femelles fécondées. Dans les zones où 
le traitement par l’ivermectine est distribué 4 fois par an (par 
trimestre), la population à traiter est multipliée par 4, soit OTF 
(4). La couverture thérapeutique annuelle est calculée en divi-
sant le nombre total de traitements administrés en une année 
soit par l’OTF (2) soit par l’OTF (4). En 2011, 490 442 traitements 
ont été administrés par semestre, soit une couverture de 94% 
de l’OTF (2) régional, qui était de 521 120, et 231 746 traitements 
ont été administrés par trimestre, soit 93,6% de l’OTF (4) régio-
nal, qui était de 247 698. On trouvera ci-après des précisions 
sur ces traitements.

Brésil et république bolivarienne du Venezuela
La zone yanomami est une zone de transmission commune à 
la seule région d’endémie du Brésil (foyer d’Amazonas) et au 
foyer sud de la République bolivarienne du Venezuela. Il s’étend 
sur des régions reculées de forêt dense et est peuplé par les 
Yanomamis, groupe autochtone de population itinérante qui 
traverse régulièrement la frontière. En tout, la zone yanomami 
a atteint 97% de son OTF (2) en 2011 (12 705 traitements dispen-
sés sur un OTF (2) de 13 086, et 82% de son OTF (4) en 2011 
(33 841 traitements dispensés sur un OTF (4) de 41 486)).

Le Brésil a dispensé à lui seul 8078 traitements, soit 97% de son 
OTF (2), qui était de 8346, et dépassé l’objectif de couverture 
thérapeutique de 85% pour la onzième année consécutive. Le 
programme national brésilien a pris la décision d’administrer 
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127 815 semiannual treatments (96% of its UTG(2) of 
132 748). Quarterly treatment in 35 hyperendemic and 
100 mesoendemic communities in this focus provided 
78 053 treatments in 2011 (97% of a UTG(4) of 80 772).

guatemala
Of Guatemala’s original 4 endemic foci (
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Country – Pays
Date of receipt of the 

reporta– Date de réception 
du rapporta

Total no. of 
rumoursb of 
suspected 

dracunculiasis 
cases in 2012 

– Nombre total 
de rumeursb de 
cas suspects de 
dracunculose en 

2012

No. of new dracunculiasis cases reported in 2012c –  
Nombre de nouveaux cas de dracunculose signalés  

en 2012c 

Total no. of 
reported  

cases for the same 
months of 2011 – 
Nombre total de 
cas signalés pour 

les mêmes mois en 
2011

Total no. of villages  
reporting cases in 
– Nombre total de 
villages signalant  

des cas endenalant  
des cas endenalant  -1.125 Td
[Tgoj
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