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Executive summary

Introduction

The African Programme for Onchocerciasis Control (APOC) was established in 1995 with
the World Bank as the fiscal agent and the World Health Organization as the execu-
tive agency. APOC started in transition from the Onchocerciasis Control Programme
(OCP) with the goal of eliminating the public health and socioeconomic consequences
of onchocerciasis. Its work encompassed 19 (later 20) countries. These were countries
where blindness was less common than in the OCP countries, but disabling and disfig-
uring skin disease was common. It was to achieve its goal using a self-sustaining (later
sustainable) approach. The use of Community directed treatment with Ivermectin (CDTI)
was selected as the primary treatment approach distribution through health facilities
and outreach programmes had failed to achieve adequate coverage. For 20 years APOC
provided assistance to countries to establish sustainable CDTI programmes to empower
communities to take responsibilities for their care. The success of this approach can be
measured by the number of other interventions which have utilised this method. This
laid the ground work for countries to move into integrating programming for other
neglected tropical diseases (NTDs), although some countries have included additional
disease control programs in this approach.

Final evaluation of APOC

The final evaluation was carried out at the request of the Committee of Sponsoring
Agencies (CSA). The objective of the evaluation was to assess the effectiveness; efficiency;
impact; sustainability; and lessons learned from the conception, design, management
of APOC programme over the past years and make available to its stakeholders relevant
data and information, which can inform follow-on onchocerciasis and NTD control
programming.

Specific objectives

* To assess the effectiveness and the efficiency of the programme

e Analyze the programme’s wider impact and application of lessons learnt
 Identify best practices

e Formulate conclusions and make recommendations to stakeholders

Conduct of the evaluation
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Methods for the evaluation started with a desk review of relevant and available docu-
ments. Interviews were conducted with key stakeholders in countries visited as well
as in the international community. Field visits included discussions with distributors,
supervisors, frontline health workers and community leaders. Visits were made to
Cameroon, Chad, The Democratic Republic of the Congo, The Federal Republic of Nigeria,
The Republic of Uganda, The Republic of Malawi, and the Federal Republic of Ethiopia.
The evaluation was conducted in August and early September 2015. In October the
draft report was circulated and comments incorporated into the final report. Further
interviews were carried out in Geneva, London and Washington DC. The Evaluators
were Sam Zaramba (Uganda), Innocent Takougang (Cameroon), Komla Siamevi (Togo)
and Gilbert Burnham (USA).

Findings

Efficiency, effectiveness and achievement of objectives

APOC developed began with a clear understanding of the needs to control the public
health consequences of onchocerciasis in the non-OCP areas, with an efficient three-year
transition from OCP. The start-up of activities was rapid and effective, helping countries
create the necessary mechanisms and procedures for effective programming. Where
countries lacked the human and material resources, APOC undertook to assist in an
effective manner. This assistance was provided in many ways. The rapid provision of
vehicles, from light trucks to motorcycles and bicycles enabled ivermectin mass drug
administration (MDA) to scale up quickly.

The largest contribution was in the support of human resource training. This took on
a massive scale with initial or refresher training of tens of thousands of community
distributors each year. Thousands of front line health workers were also trained annu-
ally in the monitoring and supervision of community distributors. While national
governments, local governments, Non Governmental Development Agencies (NGDOs)
implemented the training, it was structured, coordinated and overseen by APOC. The
strong and effective start-up provided solid basis for implementation of the objectives
set out in phase one, phase two and the phase out period.

Much of the effectiveness of the APOC implementation was due to the rapid scale of up
Community Directed Treatment with ivermectin (CDTI). This approach been developed
through collaboration with the Tropical Disease Research unit within WHO HQ, and this
partnership further refined the methods. The effectiveness of this programme can be
demonstrated by the disappearance of onchocercal blindness, and the virtual absence
of skin disease manifestations in the programme areas. Regrettably, no indicators were
established at the beginning of the programme to measure achievement of these goals.



Goals and objectives targets and principles

Phase one (1995-2001)

The goal of phase one of the project was to establish in a period of 10-15 years effective
and self-sustainable (later sustainable) community-based ivermectin treatment the
remaining (non OCP) endemic areas of African and to eliminate the disease by vector
control in selected foci. This has been almost completely achieved, with the uncom-
pleted areas being unstable, difficult to treat because of heavy infections with Loa log,
or with indifferent national treatment programmes. Even in these areas many believe
that enough treatment has generally occurred to reduce microfilarial counts to a point
where there is little burden of disease.

The second part of the goal delivery of ivermectin through a sustainable community
based approach, has been achieved through its partners. Governments have contributed
heavily in human resources and through their health systems, though less in monetary
support than had been envisioned. The NGDO partners have made excellent and
sustained contributions in most countries. While sustainable, this requires a concerted
and consistent effort, and extensive resources, which APOC with its country partners
has been able to achieve.

APOC has followed carefully the operating principals set out in phase one. It developed
standard operating procedures and guidelines with the participating countries for a
national onchocerciasis task forces (NOTF) along with assessment, data capture, moni-
toring and reporting mechanisms. In Augmenting support of national governments and
NGDOs, the material and human resource training and support provided has one of the
most extensive areas of assistance provided. In applied and operational research the
partnership with WHO/TDR has provided a wealth of information which has helped direct
the programme to make it more effective. The principle of independent monitoring and
evaluation of programmes has been consistently followed with independent evaluations
in 2000, 2005, 2010, and a management review in 2014. The provision or strengthening
of national staff was done conscientiously through short course training, masters’level
sponsorship, seconding of staff and through support of WHO country offices. In 2012,
77,721 persons were trained for onchocerciasis control. This support was frequently cited
by national programme staff interviewed. The final working principle of selected vector
eradication has been applied successfully in Tukuyu (United Republic of Tanzania) Bioko
Island (Equatorial Guinea), and Itwara and Mpamba-Nkusi foci in Uganda.
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The objectives and working principles of Phase 2 (2002-2007) and
phase out (2008-2015) are considered together

1. Establishment of sustainable onchocerciasis control programmes in all endemic
African countries was the first objective for these two phases. This was certainly
achieved. Maintaining these programmes is the agreed responsibility of govern-
ments. Generally this was done, with varied amounts of committed government
funds actually allocated. Civil unrest, and lack of political will decreased the effective-
ness of established programmes. Where NGDOs were active, they were important
implementation partners.

2. The second objective was the co-implementation of onchocerciasis control with other
disease control activities. This was a stated aim from the beginning of APOC. While
this was widely done in countries with integrated NTD activities, there were some
characteristics of other programmes which made a match-up difficult. Lymphatic
filariasis programs were the most compatible. Some national coordinators felt APOC
support for integration of NTD programmes was slow in the beginning. Established
APOC systems and procedures provided the basis for integration of NTD program-
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ming in most countries, and in particular CDTI structures.

3. A third objective was to provide assistance to countries in stopping ivermectin
treatment. This is largely still in process at the end of APOC. The lack of a clear plan
for follow on epidemiological and entomological support with the closure of APOC
puts this objective at risk. This is a time when several countries probably could be
celebrating success. Underlying the uncertainty now is a fundamental failure of APOC
to undertake a comprehensive assessment of resources and structures required to
support the change in paradigms from control to elimination. The failure to adequately
manage cross-border transmission complicates elimination plans in some countries
such as Uganda and Malawi.

4. Reduction of the risk of transmission in ex-OCP countries was an objective that
addressed surveillance through 152 surveillance sites in six countries. Recent data
show no or very low transmission ongoing. In addition, APOC has supported control
activities in Sierra Leone, Guinea Bissau, Ghana and Cote d'Ivoire through 2012.

5. Acritical fifth objective was the devolution to national governments of onchocerciasis
control activities. While governments were always the primary partners, the sustain-
ability objective of governments assuming the majority of the financial support was
seldom achieved. Governments did assume active programme management and
effectively so in most counties there was a dependency on financial transfers from
APOC. If the human and other resource contribution from governments had been
costed, then this might have provided a balanced view of costs.In some cases NGDOs
were able to pick up costs where governments failed.




6. The sixth APOC objective was to cease activities without jeopardizing past activities.
The evaluation team felt this may not be achieved. The failure of a well-planned
transition plan to ESPEN is of concern. Some countries have expressed concern about
meeting distributions targets in 2015/2016. Activities around stopping treatment
requiring technical support lack continuity plans. The failure to encourage coun-
tries to develop individual elimination plans and not promoting regional sharing of
technological and human resource support contributes to the uncertainty among
national coordinators. Although transfer of some data from APOC is underway, it is
uncertain if the full historical record of OCP and APOC will be adequately accessible.

7. An additional two activities were voted by JAF 12. These were first, mainstreaming
gender in APOC activities and providing adequate material and human resource
support to APOC. While awareness was effectively promoted through careful data
disaggregation for community distributors and training was more gender focused,
there was a limit to changes which would be implemented. A second additional
objective was to provide sufficient management support. An independent manage-
ment review was conducted in 2014, which made recommendations for improving
utilization of resources, particularly as leading up to the anticipated transition to
PENDA.

Principles of work for Phase two and the Phasing-out period

Principles of work included for these phases were similar in some respects to phase
one, particularly in community empowerment for ivermectin distribution and sustain-
ability.In phase two there was continued emphasis on evidence-based decision making,
though APOC lagged in incorporating newer approaches such as alternative treatment
strategies and improved mapping and surveillance methods. APOC continued to recog-
nize partnerships as critical to the success of implementation. The presence of NGDOs
was limited in some countries, and APOC worked hard to build participation with local
civil societies for MDA activities. Relationships with donors seemed to cool in the past
several years. Evaluation or verification of treatments and assessment of geographic and
therapeutic coverage was generally well done. There was some concern that the REMO
maps of many years ago in some locations were no longer valid given demographic and
populations changes over subsequent years.
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Functional elements of the programme

Relevance. The basic concept of APOC as a partnership between countries and their
communities, WHO, donors, NGDOs and the Mectizan Donation Programme for the
control of onchocerciasis was a strong design which continues to remain relevant beyond.

Governance. The established governance structure with the Joint Action Forum as the
governing body meeting once yearly, and the Committee of Sponsoring Bodies reviewing
plans of actions and budget and the Technical Consultative Committee reviewing
technical and research issues. There was a general respect for this orderly systematic
and organized structure, even though it entailed many meetings. Organizationally
APOC while part of AFRO sometimes was functionally more aligned with WHO HQ.
Its leadership scientists were admired for their commitment and dedication as well as
technical skills. With time it was perceived that APOC management style had become
more top-down, somewhat rigid and not open to alternative approaches or utilizing
the technical capacities which developing in participating countries. The organization
structure itself, while functioning well, was perhaps more suitable to an earlier time,
rather than the more horizontal current programme approaches.

Programme management. APOC was managed competently. Its contribution to building
human capacities through training and secondments was very much appreciated. Mate-
rial contributions APOC to strengthen health systems was providing support for MDA
by communities was acting responsibly, and appreciated. Provision of transport was a
key factor in the effectiveness of distribution. Relations with NGDOs was good both at
the programme and the national level. Programme management used program and
research data generated to strengthen decision making.

Sustainability. Some initial confusion was created with the term self-sustainability.
APOC helped countries create a sustainable model for ivermectin delivery empowering
the community. While this sometimes a management-intensive activity, it was never-
theless an effective strategy, and within the capacities of countries to manage. While
countries committed to support MDA in their countries, and did provide extensively in
resources both in personnel as well as funding, the level of monitory contributions was
a disappointment in many countries. The NGDOs have been very active in sustaining
MDA, and in several countries have used the CDTI approach for other programmes.



Programme results. The overarching goal of elimination of onchocerciasis as a public
health problem working with participating countries has been essentially achieved,
with exception of conflict affected areas and areas lacking political will. A consistent
problem has been in areas with high prevalence of Loa loa. This most notably has been
the Democratic Republic of Congo, and forest areas of Cameroon, where treatment is
being held up in areas awaiting a strategy for treatment in areas at risk of serious adverse
events following ivermectin treatment. For most areas within participating countries,
therapeutic coverage has consistently exceeded 80% and in many countries geographic
coverage is close to 100%.

Financial support. In all, some USD 109,868,426 has been provided to countries either
in the form of equipment, for DTC field activities or various administrative or technical
purposes over the life of APOC. The largest sums ($21 million) went to Nigeria and the
Democratic Republic of the Congo (Kinshasa). This was followed by the Republic of
Cameroon (US$ 11 million) and the Republic of Tanzania (USD 10 million). Financial assis-
tance came largely from Trust Funds and from AFRO, the Mectizan Donation Program
and the Bill and Melinda Gates Foundation. Very little came from the private sector,
except in Malawi where the Tea Association has been a steady contributor. Peak years
of dispersal were 2010 (USD 10 million) and 2011 (USD 11 million). Amounts by country
and year are in Annex 1.

Research. While most operations research has been carried out through the WHO/TDR
agreement, additional research has been carried out through universities and other
organizations. Countries such as Uganda developed their own research agenda, much
of it directed toward elimination. Examples have been the initial development and later
refinement of the CDTI approach, creation of the REMO nodule mapping to delineate,
and RAPLOA as a community prevalence estimate of Loa loa. The ONCHOSIM model
has been an important tool in predicting length of treatment required with ivermectin.
APOC has used these findings for programme management consistent with its stated
practice principles.
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Key conclusions

1

APOC has achieved its goal of elimination of onchocerciasis as a public health problem
working through participating countries, excepting where unrest, lack of participa-
tion, and high prevalence of loiasis have supervened. APOC has achieved this through
a sustainable community based approach which has empowered communities for
their own health. Use of this model has allowed other mass treatment approaches to
more effectively reach communities. Urban areas still provide a challenge for MDA.

The Trust Fund mechanism with the World Bank has worked extremely well in the
allowing allocation of funds according to needs of countries. With time some of the
original donors dropped out and it was difficult to meet all programme requirements
with remaining funds. The failure of some endemic countries to allocate funds that
had been committed and budgeted, was a major disappointment.

APOChas been able to recruit very able and committed leadership and scientists who
have made programme achievements possible.

The approach APOC chose has built human capacity and strengthened health systems
in participating countries.

Creation of the National Onchocerciasis Task Force, programme indicators, monitoring
and evaluation methods, human resources and standard training curricula was a
far-sighted approach. These provided the basis for the subsequent development of
national NTD programming in many countries.

The research commissioned by APOC was used to improve implementation and
greatly expanded knowledge of onchocerciasis and effective and efficient treatment
methods.

. The NGDOs have been major contributors to the success of APOC, particularly at the

community interface, and in training activities. However, NGDOs and their activities
have been unevenly spread among the 20 countries. Recruitment of national civil
society organizations to participate in MDA has been not been very successful, with
some notable exceptions.

The shift in APOC’s paradigm from control to elimination was done without a compre-
hensive appraisal. This was a missed opportunity to consider alternate treatment
approaches, to some devolve technical and management capacities to countries and
sub-regional groupings, and to restructure the programme to be more collaborative
and horizontal. Instead, many noted that the programme became more top-down
and less adaptable to changing circumstances. Countries that did develop their own
elimination plans and individual treatment strategies felt disapproval from APOC.

The lack of a transition phase from APOC to ESPEN is of concern. Much of the tech-
nical skill and institutional knowledge concerning mass treatment across countries
using standard approach will probably be lost. This may create serious gaps as NTD
treatments move to their next phase.



Key Recommendations

1

10.

11.

Several countries and a number of foci may be ready to stop ivermectin treatment.
These need to be verified and then, as appropriate, celebrated and major achieve-
ments. All countries should develop their individual onchocerciasis elimination plans,
with assistance as required. Loiasis will be a major barrier to stopping treatment in
some countries. The continued rapid pace of new developments in this areas should
be translated into programming methods for affected areas to hasten the progress
toward stopping treatment.

Moving forward, the mobilization of resources will be done on a country level, and
countries, with their stakeholders and NGDOs, need to be developing country plans
to acquire and sustain needed resources. Increasingly activities such as maintaining
the CDTI assets will be country responsibilities.

ESPEN should carry out a details situational analysis of onchocerciasis treatment in
participating countries to develop a planning strategy. This will include a systematic
mapping approach to supplement the older REMO morbidity-based map which do
not reflect the many changes which some countries have experienced. Costing out
the activities required for elimination, in human and financial terms will help to
understand the challenge. Consideration should be given to alternative and innovative
approaches to treatment and to monitoring to improve efficiency and effectiveness.

Sub-regional technical resources can be shared, especially in the area of training and
laboratory resources. This needs to be organized soon and can provide assistance in
areas such as epidemiology and entomology where assistance is needed now.

Cross-border foci are a major problem for some countries working toward elimina-
tion. These need to be addressed by building cooperation at local levels, the more
high level approaches implemented by APOC having not been very successful.

NGDOs have proven key partners, and their role may well be larger in the future.
NGDO coalitions may plan an increasingly important role in resource mobilization
at the country level. A challenge is to improve relations with governments where
there is an underlying suspicion of non-governmental activities.

Alternative approaches to centrally-manged trust funds may be needed as the World
Bank changes its policies.

Continuing support from AFRO will be required for human resource capacity building
and health systems strengthening. AFRO must assume responsibility for the storage
and accessibility of the great APOC/OCP library of information as well as specimen
libraries. Use of historical data is increasing important as elimination planning
progressing and problem areas such as loiasis are being addressed with new tools.

Among many country programme personnel there is uncertainty about the future
on onchocerciasis control with the closure of APOC. Communicating future plans
should be done without delay.

The governance process for APOC was appreciated by many. Developing an open
and transparent approach with adequate country representation is important.

Fragile states will continue to frustrate treatment programs. Alternative approaches
to these situations should continue to be explored.
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PART 1: APOC

1. Introduction
1.1. APOC

In 1995 the African Programme for Oncho-
cerciasis Control (APOC) took up activi-
ties from the Onchocerciasis Control
Programme (OCP), as ivermectin (Mectizan)
became freely available from Merck and
TDR studies had shown the effective-
ness of Community Directed Treatment
with Ivermectin (CDTI). APOC functioned
through a partnership among govern-
ments, communities, non-governmental
development organizations (NGDOs) with
the World Bank as the fiscal agent and the
World Health Organization as the execu-
tive agency. Assistance was provided to
endemic countries to develop national
onchocerciasis control programmes. Some
19 countries (now 20) have participated.
Five countries that were initially part of
OCP (Benin, Guinea Conakry, Sierra Leone,
Ghana and Togo), where onchocerciasis
control activities were stalled and more
treatment needed as a result of specific
epidemiological circumstances and civil
unrest, joined APOC as Special Interven-
tion Zones. The prime objective of the
programme was the elimination of the
public health consequences of oncho-
cerciasis in a funding partnership with
participating countries. The methods to be
used were “self-sustaining”-later changed
to“sustainable” community directed treat-
ment programmes. By 2009, data from
Senegal and Mali as well as the experi-
ences in the Americas helped shift APOCs
focus toward elimination.

APOC evaluations were carried out in
2000, 2005 and 2010. With the decision to
close APOC at the end of its planned period

of operations in 2015, a final evaluation
was agreed in December 2014 and terms of
reference developed. Following the accept-
ance of a technical and financial proposal
by the Committee of Sponsoring Agencies
(CSA), the final evaluation commenced
in August 2015. The evaluation was
conducted during August and September
2015, with visits to nine endemic coun-
tries. Countries selection was purposeful.
Criteria included treatment coverage,
programme efficiency, areas with urban
transmission and the prospects of stop-
ping treatment. Visits were successful
in all countries save Angola, where local
issues caused cancellation.

2. Terms of
Reference

2.1. General objective
of the evaluation

The general objective of this end-of-
programme evaluation is to assess the
effectiveness, efficiency, impact, sustain-
ability, and lessons learned from the
conception, design, and management
of APOC Programme. One of the intents
would be to make available to its stake-
holders relevant data and information,
to inform the transition to the Expanded
Special Project for the Elimination of
Neglected Tropical Diseases (ESPEN). In
this the hope is that this information will
assistin the efficient delivery of mass drug
administration for the elimination of 5 PCT
NTDs in an integrated manner.
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Specific objectives of the evaluation are

as follows:

e To assess the effectiveness and the
efficiency of the programme and the
extent to which it has achieved planned
or stated objectives

e Analyze the Programme’s wider impact
and advise how lessons learnt from
the programme could inform future
programming.

e To identify best practices and describe
the most significant lessons learned
from the success or failure of the opera-
tions undertaken in APOC areas rele-
vant to the control and elimination of
onchocerciasis or other disease control
activities.

e To formulate conclusions of the evalu-
ation and recommendations to each
stakeholder involved (Countries, WHO,
donor community, NGDOs, etc.) which
might be useful for any international
public health partnership programme.

2.2. Scope and focus of
the evaluation

e Thisevaluation wastolook at programme
management, country project activities,
partnership among stakeholders, issues
of capacity and approach. Limited time
and resources meant the team focused
only on selected countries. Additional
time would have allowed the time to
review epidemiological and entomo-
logical data, particularly its collection
and management. The team was unable
to visit Angola, one of the countries
selected.

2.3. Methodology for
evaluation

Evaluation was done through the following
methods:

» Desk study, review and analysis of all
relevant available documents: strategic
plans, Programme Annual Budgets,
project annual reports, CSA and JAF
reports, audit report, financial report,

various guides, manuals and technical
tools, publications and research,

e Interviews with key stakeholders at all
levels including the community level.

e Focus group discussions with commu-
nity members as project beneficiaries

e Field visits to some onchocerciasis
endemic African countries. (arrange-
ments will be made as required.

e Analysis, approach and methods were
participatory.

2.4. Duration of the evaluation

The evaluation took place in the third
quarter of 2015, the draft report was
presented to the CSA in September 2015.
The final report, incorporating comments,
was delivered to the CSA at the end of
October 2015, with a presentation to the
JAF in December 2015.

The timelines for evaluation were 4
months which included desk reviews,
field work, interviews, and report writing,
incorporating comments and production
of the final areport.

2.5. Expected deliverables

The following deliverables were specified
in the Terms of Reference:

An inception report, outlining the key
scope of the work and intended work
plan of the analysis, and evaluation ques-
tions, shall be submitted after 5 days of
commencing the consultancy. The incep-
tion report should detail the evaluators’
understanding of what is being evalu-
ated and why, showing how each evalu-
ation question will be answered by way
of: proposed methods; proposed sources
of data; and data collection procedures.
The inception report should include a
proposed schedule of tasks, activities
and deliverables, designating a team
member with the lead responsibility for
each task or product. The inception report
will be discussed and agreed upon with
all stakeholders.



A draft comprehensive report that will
inform all the key stakeholders in English
and in French for comments.

The Final Report: This will be submitted
10 days after receiving comments from
the CSA members.

3. Evaluation
process

3.1. The evaluation process

An outline of the evaluation methods was
set out in the evaluation technical and
financial proposal presented to the CSA
and summarized here. This proposed eval-
uation methods based on interviews with
key informants among project personnel,
partners, and relevant stakeholders.

The evaluation was preceded by circula-
tion of key project documents obtained
from APOC management, among the
evaluation team. A tentative travel plan
was created. The Actual evaluation began
with the evaluators meeting for six days in
Ouagadougou. During this time the team
reviewed the scope of work, and further
discussed the evaluation data collection
tools. The list of questions was then devel-
oped for individual interviews and group
discussions, for uniformity across coun-
tries. Briefings were obtained from key
APOC staff and an evaluation approach
formalized. This was then incorporated
into an inception report which was
submitted to the APOC director a.i. before
the evaluators departed from Ouaga-
dougou. The evaluation team divided into
two groups, team 1 visiting Francophone
countries, and team 2 visiting Anglo-
phone countries and Ethiopia. The incep-
tion report, the data collection framework
and biographies of the evaluators are to
be found in the Annex 6. Map of travel is
in Annex>5.

In each country the teams interviewed key
stakeholders and the ministry of health
partners. This used a standard template
of questions developed by the evaluation
team at the beginning of the evaluation.
Where possible the teams spent time
in the field areas with distributors and
supervisors. The APOC office staff had
made excellent arrangements with the
WHO country offices and the ministries to
provide the team resources and logistics
required. At the conclusion of field work,
the evaluators gathered in Ouagadougou
to share findings and consolidate conclu-
sions and recommendations and to agree
writing responsibilities.

3.2. The evaluation team

Wide ranging consultations were carried
out to identify team members who would
not only understand the role of APOC, but
have specific technical skills and a good
understanding of the context of CDTI is
delivered. Members of the evaluation team
were selected from a number of candi-
dates. Biographical summaries can be
found in the Annex 5.

The four team members were: 1. Innocent
Takougang (Cameroon), 2. Samuel Musa
Zaramba, (Uganda), 3. Komla Siamevi
(Togo), and 4. Gilbert M Burnham (USA).
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PART 2: EVALUATION FINDINGS

In the following are set out the evaluation
findings according to the elements in the
terms of reference.

4. Efficiency,
effectiveness
and achieve-
ment of stated
objectives

4.1. Description of APOC

4.1.1. Background

The African Programme for Onchocerci-
asis Control (APOC) was created in 1995 to
provide mass treatment with ivermectin
to include African countries outside of
the Onchocerciasis Control Project (OCP)
that operated vector control activities
from 1974.) APOC operations targeted
onchocerciasis endemic areas outside of
OCP, mostly in Central and Eastern Africa
where the parasite, vectors and topog-
raphy differed from those common in
West Africa. However, assistance was
provided to some former OCP countries
constituting a Special Intervention Zone
(SIZ). Its main strategy is Community-
Directed Treatment with Ivermectin.
Mass administration of ivermectin had
been started earlier, largely by interna-
tional Non-Governmental Development
Organizations (NGDOs) who had limited
financial resources and geographic reach.
It was clear a well-funded regional initia-

1 World Bank, 1994. Pan African Programme for Onchocer-
ciasis Control outside the OCP sub-region.

tive would be required to control oncho-
cerciasis across countries. APOC’s ultimate
goal was to eliminate onchocerciasis as a
public health and scoio-economic problem
particularly among the 120 million people
living in the 19 countries (later 20) which
had been outside the OCP area. Original
estimates were that 14.9 million persons
infected with onchocerciasis lived outside
the area of OCP, with perhaps 217,700 blind
from onchocerciasis.? A three year transi-
tion period from the OCP was established
which allowed the technical expertise and
organizational memory to move to APOC.
APOC was originally planned for 12 years
(1995-2007), and then extended to 15 years
(2008-2015).

4.1.2. Organization

The fiscal agent for APOC was the World
Bank Group, with the World Health
Organization the executive agency. The
Joint Action Forum (JAF) served as the
governing board of APOC and comprised
of donors, participating countries, co-spon-
sors of the programme and participating
non-governmental development organi-
zations. JAF’s role was to review and
approve action plans, budgets and decide
programme policies. The co-sponsors of
the project as well as the programme
management comprised the Committee of
Sponsoring Agencies (CSA). The technical
aspects of programming are reviewed by
the Technical Consultative Committee
(TCC) meeting twice yearly. Although the
burden of meetings was seen by some as
heavy, this consultative and consensus-
driven approach worked consistently and
was productive.

2 World Bank, 1994. Pan African Programme for Onchocer-
ciasis Control outside the OCP sub-region. Annex 1.
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Comprises technical
experts in the fields of
oncho control, health sys-
tems and epidemiology.
Meets twice a year.

Affected communities

National Onchocerciasis
Task Force (NOTF)
(Ministry of health, NGDO, WHO
country office, other partners)
Responsible for APOC activities at

country level of health.

Comprises technical
representatives of
NGDOs who are involved
in onchocerciasis control.
NGDOs work with ministy

Technical Consultative
Commiittee (TCC)
reviews the technical
aspects of APOC activities

WHO, WB, ADB,
NGDO coalition Chair,
Merck, MDP, WHO
Legal adviser, APOC
Management. Meets
four times a year.

APOC headquarters
manages the programme’s
operations and the
partnership

Committe of Sponsoring
Agencies (CSA)
acts as the exectuive

secretariat on behalf of . 2
the JAF countries, representatives of

Joint Action Forum (JAF)
reviews and approves all
action plans and budgets

NGDO coordination group
Provide technical and
financial support to
national oncho control
programme

Comprises ministers
of health of 19 participating

donors, NGDOs, multilateral
and bilateral agencies, research
institutions, co-sponsoring
agencies, Merck & Co. Inc.
Meets annually
in December

Figure 1. APOC organogram.*

4.1.3. Design of APOC

The design of APOC was innovative-a part-
nership between multilateral organiza-
tions, donors supporting the Trust Fund
and countries as responsible for national
initiatives, and the NGDOs as imple-
menting partners. The 19 (later 20) coun-
tries were those not part of the OCP. Some
parts of 11 countries that were initially
part of OCP (Sierra Leone, Ghana Guinea
Bissau, Céte d'Ivoire and Togo), received
APOC assistance for 2002-07 because of
specific epidemiological circumstances
and civil unrest.

Inthe later years of OCP, annual ivermectin
distribution had been rapidly added to
vector control efforts with early evidence
of substantial reduction in skin micro-
filarial counts. The CDTI approach was
developed and tested in Mali, Uganda
and Nigeria, and found to achieve good

coverage and develop a sense of commu-
nity ownership.>4

Early activities by APOC included the
development of standard procedures and
guidelines, the appointing of a National
Onchocerciasis Coordinator (NOC) and
creating a National Onchocerciasis Task-
force (NOTF composed of key partners
and stakeholders. REMO mapping iden-
tified hyper and mesoendemic areas of
onchocerciasis for MDA, and excluding
hypoendemic and uninfected popula-
tions. Working with NGDOs, national
programmes trained health workers from
Primary Health Care facilities, and large
numbers of community drug distribu-
tors (CDDs) who were selected by their
communities. Further human resource

3 Richards FO, Gonzales-Peralta C, Miri E. Community-
based ivermectin distributors: onchocerciasis control at
the village level in Plateau State, Nigeria. Acta Tropica,
1996;61:137-144.

4 APOC.Programme Document. JAF2.2, Nov 1996.
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capacity building was done for coordina-
tors and technical staff such as laboratory
and entomology technicians. From the
beginning the programme stressed an
evidence base. A joint research activity
with the WHO Special Programme for
Research and Training in Tropical Diseases
(TDR) was funded annually through 2012
to address operational research issues of
importance to APOC. This support was
started up rapidly, which facilitated a
quick scale up of mapping and ivermectin
distribution.

4.2. APOC Programme
goals, objectives, targets
and principles

Listed below are the basic goals, objec-
tives, targets and programming principles
which will serve as a focus for the final
evaluation.

4.2.1. Phase I start up
(1995-2001)

The ultimate goal for the programme was
to eliminate onchocerciasis as a public
health and scoio-economic problem in
the 19 countries (later 20) which had
been outside the OCP area. The initial
programme had as its objective to estab-
lish within a period of 12-15 years, effective
and self-sustainable, community-based
ivermectin treatment throughout the
endemic areas in the geographic scope
of the programme and, if possible, to elimi-
nate the vector and hence the disease by
using environmental safe methods in
selected foci.

The initial programme targets were:

1. Ivermectin delivery projects launched
in all endemic areas by 2000;

2. Community based ivermectin delivery
established in all eligible communi-
ties by 2005 with financial support
having ceased, except for monitoring
of community distribution;

3. By 2008 all community based systems
will be declared sustainable. All APOC
financial support will have ceased and
support costs absorbed by the national
health services.

Plans were for governments and NGDOs
to start with a 25% share of financial
responsibilities, increasing over time to
75%, as the financial contributions of APOC
steadily decreased. Sustainability became
amajor focus of APOC, with regular moni-
toring of sustainability indicators.®

4.2.2. Phase II (2002-2007)
and the phasing out period
(2008-2015)

For Phase II (2002-2007) the programme
objective was to establish, within a period
of 12-15 years, effective and self-sustain-
able, community directed ivermectin
treatment throughout the endemic areas
inthe geographic scope of the Programme,
and, if possible in selected and isolated foci
to eradicate the vector by using environ-
mentally safe methods.®

For phase II and the phasing out period
plan of action (2008-2015), APOC set out
six objectives (each with various numbers
of targets) and four basic programming
principles.” These include:

1. The establishment of sustainable
onchocerciasis control programmes
in all endemic African countries;

2. Implementation of onchocerciasis
control activities in conjunction with
other activities aimed at reducing the
burden of ill-health;

3. The ability to determine when and
when ivermectin treatment can be

5 Okeibunor J, Bump J, Zouré HGM, Sékétéli A, Godin C,
Amazigo UV. A model for evaluating the sustainability
of community-directed treatment with ivermectin in
the African programmefor Onchocerciasis Control. Int J
Health Plann Mgmt, 2012;27:257-271.

6 WHO. Programme document for the Phase Il (2002-2007)
and the phasing-out period (2008-2010). 28 Oct 2001.

7 African Programme for Onchocerciasis Control. Phase Il
and Phasing-Out Period, Plan of Action 2008-2015. JAF,
2006.



stopped and the provision to coun-
tries of guidance and trained technical
experts;

4. Reduction of the risk of transmission
of onchocerciasis from a few ex-OCP
countries;

5. Devolution to national governments of
onchocerciasis control activities, and

6. Cessation of activities without jeopard-
izing past OCP and APOC achievements.

A series of five basic working principles
were set out for implementing the 2008-
2015 strategies and respect of these were

considered as well in the evaluation.

4.3. Analysis of
the programme
implementation

4.3.1. Phase I

In the following sections are considera-
tions of implementation of goals and
activities from Phase L

To establish within a period of 10-15
years, effective and self-sustainable
community-based ivermectin treatment
throughout the remaining endemic
areas in Africa and to eliminate the
disease by vector control in selected foci.

This initial objective has been largely
achieved. Effective programmes have been
putinto place in nearly all locations which
is self-sustainable by countries. Remaining
areas untreated are generally co-endemic
for Loa loa. Additional areas not now being
treated are those affected by conflict,
such as South Sudan and Central African
Republic, or those areas such as in Angola,
where there has been difficulties in effec-
tively implementing projects. The use of
community based approaches has been
one of the great successes of APOC. This
may be one of the most important and
lasting health service delivery contribu-
tions to community health by APOC.It was
this method of delivery that facilitated

integration of community delivered treat-
ments, as was envisioned in the initial
programme document.

“After using CDTI for our
community treatment
programmes, we would not
consider any other approach
for community-based health
services.”

Country director, Nigeria

Vector control projects were implemented
in several locations with the elimination
of transmission, which will be discussed
further below.

The major weakness in realization of this
initial objective was the issues involved
in being self-sustaining. “Self-sustaining”
and “sustainable” do not mean the same,
and with time APOC started using the
term sustainable which is more appro-
priate, as it does not imply a self-perpet-
uating activity. From the community
side, although the community directed
approach worked generally well, annual
retraining/review is required for distribu-
tors. For front line health workers who
help manage supplies, materials and data,
staff rotation, retirement and transfers
required regular training and retraining
activities. These activities continued to
depend heavily on APOC direct transfer of
funds, and NGDO assistance. The goal of
having countries NGDOs covering the bulk
of costs (75% after the fifth year of imple-
mentation) was not achieved, despite the
contributions in salary, office materials
support. There has been no quantification
of these contributions, which would have
been helpful. However, some countries,
such as in Chad and Cameroon demon-
strated their commitments, making
substantial to onchocerciasis control/
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elimination activities. In other countries
such as Malawi and Ethiopia, salaried
community-level workers are substantial
government contributions.

To eliminate onchocerciasis as a public
health and socio-economic problem.

The elimination of onchocerciasis as
a public health problem was probably
achieved early in most locations. With
aggressive ivermectin treatment at the
end of OCP and starting with APOC new
cases of blindness probably ceased to be
a substantial problem in the APOC area
early. With the disappearance of blindness,
the economic problems of underutilized
fertile lands also faded. Some land has
remained under utilized because of the
biting nuisance of the black fly. In APOC
areas skin disease rather than blindness
was the major disease manifestation.
The severe itching, disfigurement, and
distrubed sleep probably had an economic
as well as qualty-of-life cost, though
harder to quantify.® Adverse skin events
following treatment dropped after sevearl
rounds of ivermectin.

The evaluation team visited the village
of Lheur (Logone Oriental Region, Chad),
a community that was once known for
high prevalence of onchocerciasis (98%)
skin and eye manifestations. Blindness
was frequent in the village, which was
abandoned by the work force. Because of
the intervention as reported by the popu-
lation, the prevalence and morbidity of
onchocerciasis has decrease (<1%) substan-
tially since the onset of Mectizan distribu-
tion in 1998. The team visit coincided with
the Phase 1 entomological evaluation of
the project progress towards elimination.

8 Brieger WR, Aedoba AK, Eneanya Cl, Hagan M. The
effects of ivermectin on onchocercal skin disease and
severe itching: results of a multicentre trial. Trop Med Int
Health,1998;3:951-61.

Programme specific activities listed in
phase one were to:

Further develop standard procedures and
guidelines for the design, execution and
monitoring of community-based iver-
mectin distribution.

With the creation of NOTFs, mapping and
surveys were conducted. APOC developed
a considerable array of training materials.
Standard reporting forms were created
and disseminated. A standard computer
program, APOCBase, was developed to
assist countries in storing and analysing
their programme data. Training was
provided to national programmes in its use.
Where there were difficulties in areas such
as accounting, targeted training programs
were developed and carried out for desig-
nated persons to strengthen capacity. APOC
provided logistic support for programme
operation, inclusive of vehicles, computer
and photocopiers that was a major input
for health systems strengthening.

Augment support to the national govern-
ments and NGDOs to enable them to
develop and implement community-
based ivermectin delivery.

The support provide by APOC was appro-
priate and adequate, and in many ways
very particularly generous, particularly
in the early years of the programme. A
specific area of assistance was with vehi-
cles, had been a major stumbling block to
field supervision and training. In many
cases these were bicycles or motorbikes.
To facilitate NGDO services in the distribu-
tion process, APOC contributed to NGDO
indirect costs at thelevel 0f12.5%, as well as
providing salary for the NGDO coordinator
in Geneva. Much of the NGDO activities
were at the community level, especially
in the collection, and the delivery of medi-
cines, the training or refresher training
of CDDs. A particularly important APOC
contribution was advocacy for onchocer-
ciasis control, and this took various forms
from community to ministry level.



Table 3. Logistics provided to countries by
APOC in 2011

Logistics support APOC Ex-OCP

| Logisticssupport __ APOC _ Ex-OCP |

Vehicle (4x4) 22 7
Bicycle 2,038 300
Motorcycle 140

Desktop computer 41 1
Laptop computer 28 4

Laser printer 39

Scanner 30

UPS 7 1
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Communication & other
TV

LCD projector

Photo

Photocopier

A DA 1 N

Generator

Carry out applied and operational
research in support of control and to
modify the approaches to control when
required.

One of the principles of APOC was the
use of evidence in the planning and deci-
sion making. A joint agreement with the
WHO/TDR produced an extensive series of
research studies linked to the programme
objectives. The development of the REMO
mapping activity at the beginning was
a morbidity measure used as proxy for
community microfilarial load, allowing
the exclusion of the hypoendemic areas
from Mass Drug Administration (MDA).
Further, TDR worked to develop the
RAPLOA instrument to exclude areas from
ivermectin MDA from areas which high
prevalence of the reporting of Loa eye
infection. Working with MDP and using
RAPLOA data areas not to treat were iden-
tified and a clinical treatment guideline
developed for adverse events developing.
Further work continues on identifying
specific persons at high risk, and this
work is supported by the BMGFE, USAID
and others. WHO/TDR worked extensively
with APOC to assess the effectiveness of

Moxidectin, an experimental macrofilar-
acidal drug candidate. Work on this has
since stopped. A selection of TDR/APOC
research is found in the report annex 2.

Provide independent monitoring and
evaluation of ivermectin delivery
programmes in relation to the
programme objectives and the ultimate
goal of regional control of disease.

This current evaluation of the programme
is the fourth, with previous reviews during
2000, 2005, and 2010. These have all been
very detailed in their assessments and
their recommendations. APOC has viewed
the findings and recommendations of
previous evaluations seriously and taken
actions on these. A full presentation of
programme outcomes for the preceding 12
months were presented to the JAF at the
end of each year for the JAF's interpretation

Monitoring activities were introduced into
the community programs and in some
cases the local performance was used for
peer review. Extensive data have been
collected from the program, but it is clear
that not all of this will be entered and
organized by the 31 December 2015. For
future references, especially as there will
be need for comparisons of early mapping
data going forward toward elimination.
The storage, retrieval and use of these data
beyond the life of APOC are very important
issues and will form part of the conclu-
sions and recommendations of this report.

Provide or strengthen the necessary
training to the national staff involved
in ivermectin-based control.

Capacity building was a major achieve-
ment of APOC. This was carried out at
multiple levels, and an enumeration of
some of the training activities can be
found in the annex 1 of this report. The
central level programme mangers then
trained regional level implementers, who
then trained district and frontline health
workers. The community distributors were
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trained by frontline health workers, under
the supervision of district health workers
assisted by the NGDOs. In 2011 there were
614,135 Community Distributors trained,
the number dropping to 517,512 in 2012.
There were 23 persons were sponsored for
further training in epidemiology and ento-
mology at the master’slevel. In 2013, there
were 77,721 persons trained in technical
areas at national and local levels in fields
such as entomology, epidemiology, micros-
copy, disease mapping, data management
and disease surveillance.

Identify limited foci which might be
amenable to vector eradication and
provide technical advice, assistance
and funds for small scale eradication
projects.

There were three of sites within Uganda
two in Tanzania and Bioko Island, Equato-
rial Guinea where insecticide treatment
was carried out very successfully. An
aggressive programme in Uganda which
combined vector control as part of twice
yearly ivermectin has halted transmis-
sion in several foci.? APOC contributed to
some of the costs of the vector elimination
programme, though there were some in
Uganda interviewed who felt that APOC'’s
support for vector elimination was tepid.

4.3.2. Phase II and Phase out

The following are objectives set out
for Phase II and Phase out (2008-2105)
and these are discussed in light of the
successes achieved.

The establishment of sustainable oncho-
cerciasis control programmes in all
endemic African countries.

This objective is essentially the same as
the phase one objective. Programmes were
established during the life of the project
in all endemic countries with perhaps the
exception of a few spill-over boarder areas

9 Oguttu D, Byamukama E, Katholi C, et al. Serosurveillance
to Monitor Onchocerciasis Elimination: The Ugandan
Experience. Am. J. Trop. Med. Hyg., 90 ; 2014 :339-345.

from countries without MDA projects, an
example being Mozambique. The effec-
tiveness of the national programmes
varied. Some were less effective due to
conflict or civil unrest, a recurring and
difficult issue. In others, such as Angola,
there were internal issues preventing
effective programme function, despite
repeated efforts by APOC, MDP and others.
Treatment in cross-border foci continued
to be a problem in several locations.

An important problem is that in many
cases noremapping or further definition of
the infection zones or affected areas have
been done since the original REMO nodule
mapping which may have been 20 years
back in many places. The exception being
the countries involved in 1a and 1b phase
mapping leading to stopping treatment.
Major populations shifts have occurred,
ecological changes taken place, and there
has been little tracking of the effects
of these events on the local foci. Some
national onchocerciasis programmes
have not monitored the changing status
of endemicity in their countries. Part of
this is because at times APOC functioned
in a top-down manner, and there are
feelings that it has not encouraging local
initiatives. Some examples are Nigeria,
Uganda and Ethiopia, which have used
other resources to develop their own strat-
egies which varied from APOC standard
approach.Inthe case of national programs
with limited resources, this is somewhat
understandable.

The failure to recognize important foci
of active transmission adjacent to areas
under treatment and posing the poten-
tial for reinfection, for over a decade will
result in treatment being prolonged in
the original foci for fear transmission will
spread back into these areas. An example
is in Ethiopia were untreated hyper and
mesoendmic foci have been identified
adjacent to sites having received MDA for
many years.



In encouraging countries to support
programme activities and sustainability,
APOC supplied resources, in line with
the memorandum of understanding
that was signed by stakeholders of the
APOC partnership. WHO country offices
provided vital support for insuring
transfer of resources to support field
activities. Other organizations provided
assistance, including donor support for
NTDs, contracting organizations such as
ENVISION (RTI) and NGDOs such as the
Carter Center, Sightsavers International,
Helen Keller International, Christoffel
Blinden Mission, and MITOSATH (Nigeria).

The NGDOs have been major contribu-
tors to sustainability. In some countries
a rough estimate placed their level of
support at about 25-30% of the non-salary
costs of distribution. There are some coun-
tries where there is little activity by NGDO
or activities limited to certain foci. NGDOs
in several countries have received substan-
tial five-year grants and they see taking a
larger financial responsibility in the future
for field level distribution. In some ways
the integration of MDA activities among

the 5 PCTs may have improved sustaina-
bility by diversifying the funding streams
which are supporting CDTI programs.

A recurring comment heard was that
the management process for national
programs was not sufficiently partici-
pative, as most health workers at the
periphery were unaware of new devel-
opments. Many felt that had knowledge
and experience to contribute to national
program planning for both onchocerciasis
and other NTDs.

The implementation of onchocerciasis
control activities in conjunction with
other activities aimed at reducing the
burden of ill health.

The support for the integration of MDA
programmes with other MDA is mentioned
in the original APOC Programme docu-
ment, and strongly supported by the
first APOC director Yankum Dadzi, but
specific promotion of co-implementation
for national programmes supported by
APOC came late. With the adoption of the
5PCT approach to NTDs by WHO and AFRO,
countries began integrating their NOTFs

Figure 2. Number of CDI co-implemented treat-ments 2013

STH (Burundi, Cameroon, DRC,
Liberia, Nigeria, Tanzania, Uganda)

LF (Cameroon, DRC, Liberia, Mali,
Niger, Nigeria, Sierra Leone, Tanzania)

SCHISTO (Burundi, Mali, Nigeria,
Tanzania, Uganda)

TRACHOMA (Cameroon, Mali,
Nigeria,Tanzania, Uganda)

Vit A (Cameroon, DRC,
Nigeria, Tanzania)

PEC (Cameroon,
Nigeria, Tanzania)

Malaria HMM

(Nigeria,Tanzania) 259'890

EPI (DRC, Nigeria)
247045

Malaria LLINs (Cameroon, Tanzania)

2'617'470

2'225'271

947'508

655’012

18'733'128
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373564
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to serve as the task forces for NTDs. This
has been easier with LF programming,
but a bit more difficult for the Soil Trans-
mitted Helminths (STH), schistosomiasis
and trachoma. Difficulties arise because
the unit of implementation may differ,
being a transmission zone for oncho-
cerciasis and an administrative zone or
school district for STH. For trachoma the
morbidity treatment component which
may make integration more difficult. In
some cases other activities have been
added, such as vitamin A and malaria
activities, including mosquito nets, as in
Ethiopia and Albendazol and Praziquantil
in Nigeria. At the national and sometimes
lower levels, there is a perception that
APOC lagged in its support of NTD inte-
gration in programmes they supported.In
both Nigeria and Ethiopia the integrated
national NTD programme was replicated
at the state level, following the outline
of the national program.”” In Ethiopia,
the states have the latitude to integrate
other non-NTD services as they judged
appropriate. In other countries there is
little co-implementation by national
programmes.

In the beginning of integration activities,
the rules of the Trust Fund were inter-
preted such that materials purchased with
funds for onchocerciasis MDA could be
used for other con-endemic conditions.
This has now been changed, and items
purchased with Trust Funds as well as
with other disease programme-specific
resources are used across the NTDs. Most
NGDOs are very clear that the conditions
of their programme funding do not limit
them to using resources solely for oncho-
cerciasis. A major driving force for treat-
ment of several conditions through the
existing CDTI structure has been costs.
Adding a third or fourth treatment activity
to a well-functioning CDTI system has
a small marginal cost for the additional
treatments.

10 Federal Ministry of Health (2012). Nigeria Master Plan for
Neglected Tropical Diseases (NTDs) 2013-2017.

Perhaps an unexpected finding in some
locations was that additional MDA activi-
ties of the CDDs enhances their position,
and may in itself be a non-monitory
incentive. The questions of incentives still
seems to arise, though this is perhapsless
common than in earlier years. There were
reports of CDDs refusing to work without
incentives, and withholding treatment
registers. It may be that attrition has
selected those with the willingness to
continue without payment in some places.
In one country the payment by UNICEF
for polio immunization mobilisers created
demands from CDDs there for payments.
Lack of incentives may be one of many
contributors to turnover among CDDs.

Maintaining the CDD network is a great
challenge ahead of APOC closure, and
there are no clear directions as to how
best this should be managed. This should
be a priority for ESPEN.

The acquisition of the ability to deter-
mine where and when ivermectin treat-
ment can be stopped and the provision
to countries of guidance and trained
technical experts in preparation to stop
ivermectin treatment.

APOC was founded to control the public
health consequences of onchocerciasis
which it has clearly achieved and done this
well. The results from Senegal and Mali
published in 2009, reported the disap-
pearance of infection after 15-17 years of
annual treatment.” Further studies on
the outcomes of long-term ivermectin
treatment in Africa are needed. This initial
finding, along with the results emerging
from the Americas encouraged APOC in
2009 to shift goals from control to elimina-
tion where this is feasible. The JAF 12 set
as a target onchocerciasis elimination in
80% of endemic African countries by 2025.

11 Diawara L, Traoré MO, Badji A, Bissan Y, Doumbia K, Goita
SF, et al. (2009) Feasibility of Onchocerciasis Elimination
with Ivermectin Treatment in Endemic Foci in Africa: First
Evidence from Studies in Mali and Senegal. PLoS Negl
Trop Dis 3(7): e497. doi:10.1371/journal.pntd.0000497.



A major problem for APOC was that its
structure, data and programmes were
focused on control, and adding a new
goal of elimination where feasible,
made methods and measurements more
complex. Initial REMO morbidity mapping
was used to exclude hypo-endemic areas
from treatment. Under the elimina-
tion concept, these hypoendemic areas
assumed a new importance as transmis-
sion was shown to occur in these areas,
and these must be more closely mapped
using more precise methods than nodule
prevalence.’?”® APOC created a 3-phase
conceptual and operational framework
for onchocerciasis for countries to move
from control to elimination of onchocer-
ciasis, where feasible, were developed and
tested. There was concern that from some
in the scientific community that interrup-
tion of transmission did not received suffi-
cient emphasis. The first phase, stage la
involved epidemiological testing to assess
a decline in skin microfilariae moving
toward the breakpoint at which trans-
mission will no longer occur. Once this
has been achieved, a second assessment,
1brequires delineation of the transmission
zone, a sampling strategy for skin snips
and fly dissections and pool screening for
larval DNA in 10,000 blackflies. These drew
onthe 2001 WHO criteria (which used OCP
data) to outline the steps moving elimina-
tion and eventual certification.” This is
a four-stage process, requiring >80-85%
therapeutic coverage for 14-18 years after
the start of sustained control activities
before being eligible for a pre-certification.
These criteria are being updated now.'®

12 APOC.2015.The Plan of Action and Budget: Year 2015.

13 Katabarwa M, Eyamba A, Chouaibou M, Enyong P, et
al.. Does onchocerciasis transmission take place in
hypoendemic areas? A study from the North Region of
Cameroon. Trop Med and Intl Health, 2010 ;15:645-52

14 WHO/APOC. Conceptual and operational Framework of
onchocerciasis elimination with ivermectin treatment.
2010.

15 WHO Communicable Disease. Certification of elimination
of human onchocerciasis: criteria and procedures. WHO/
CDS/CPE/CEE/2001.18a. 2001.

16 WHO. Guidelines for verification of elimination of human
onchocerciasis, Criteria and procedures. 2015

Phase la and phase 1b testing are
underway or planned in several locations
for 2015. Anumber of entomological tech-
nicians have been trained in various coun-
tries, and there are suitable laboratory
facilities set up by the Carter Center in
Uganda, Nigeria and Ethiopia and Sudan.
Other countries such as Malawi lack the
senior professional staff and the labora-
tory capacity to do this work.

The survey work for stopping treatment
is occurring in some countries with
APOC guidance at the time when finan-
cial support for field activities was being
decreased with APOC closure. Without a
clear understanding of what the follow-on
support (financial and technical) would
be, some country programme personnel
found the situation confusing.

The APOC budget provides only limited
funds for epidemiological and entomo-
logical mapping in 2015 and no funding for
post surveillance monitoring. Some of the
funding gap is being picked up through
assistance from the BMGE. However, the
full technical requirements and costs of
elimination have not been fully assessed.
This clearly needs to be examined in detail
before moving into the next phase of MDA
in Africa.” The procedures for Ov16 assess-
ments have not been developed for APOC,
although they are in regular use in the
Americas and being used in Uganda, Ethi-
opia, Nigeria and the Sudan. In Uganda
methods have been redefined based on
their experience.”®

When control was the goal of APOC, once
yearly treatment seemed appropriate.
With the shift to an elimination-where-
possible agenda, and evidence that many
years of once yearly treatment did not
interrupt transmission in several locations

17 Kim YE, Sicuri E, Tediosi F. Financial and economic costs
of the elimination and eradication of onchocerciasis
(River Blindness) in Africa. PLoS Neglected Tropical
Diseases, 2015; DOI 10.1371.

18 Oguttu D, Byamukama E, Katholi R, et al. Serosurveillance

to Monitor Onchocerciasis Elimination: The Ugandan
Experience. AmJ Trop Med Hyg 2013;13-0546.
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Figure 3. Uganda cross-border focus with South Sudan
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within APOC, there was a need for alterna-
tive treatment strategies. This approach
was critical to the success in interrupting
transmission in the Americas, and has
also proved useful in Uganda and else-
where in Africa. For some years alternative
treatment strategies have been proposed
to APOC. Several countries have felt that
APOC has resisted these proposals.

The presence of a national onchocerci-
asis elimination advisory committee is
an excellent step in the planning process,
even if the goal is some distance away.
The best example is the Uganda Oncho-
cerciasis Elimination Expert Advisory
Committee which meets annually. This
group is tracking treatment surveil-
lance in three sites, and tracks progress
toward elimination on a “flag.” The second
meeting of the Nigerian elimination advi-
sory committee occurred during the visit
of evaluators, and drew guidance from the
Uganda initiative.

When APOC'’s goal was control, the matter
of trans-border foci, while of concern
was not a major issue. When a national
program is moving toward elimination in
aborder focus and there is little treatment

45
L

on the other side of the common border,
major concerns arise. This issue is present
in several countries such as Ethiopia,
Uganda and Malawi. While some high
level meetings have taken place across
the borders with support from APOC, low-
level on the ground meetings have seldom
followed and not have notled to sustained
coordinated activities. Moving forward
regional integration of programming this
now becomes very important to address
this and other issues.

Reduction of the risk of transmission of
onchocerciasis from a few ex-OCP coun-
tries whose epidemiological and ento-
mological situation threatens neigh-
bouring countries where the disease has
been controlled.

Considerable efforts have gone into the
entomological surveillance. There have
been 152 sentinel sites in 8 countries
which have been followed in the post OCP
Countries. The six countries included are
Benin, Guinea, Guinea Bissau, Mali, Niger
and Senegal. Most of the surveillance site
have a transmission level of zero. In Céte
d'Tvoire, a few points have transmission
rate above the threshold (0.5/1000). The



sentinel sites donot in all cases correspond
to a clear representation of the country but
represent transmission zones. In Ghana
transmission continues despite various
control strategies.”

When the SIZ support from APOC closed in
2007, at the request of the JAF, Trust Funds
were used provide technical and financial
support to Sierra Leone, Guinea Bissau,
Ghana, and Cote d'Ivoire to strengthen
control activities (2008-2012). In addi-
tion there was support for advocacy and
securing government commitment to
strengthen control activities where prob-
lems were occurring.

Devolution to national governments of
onchocerciasis control activities.

National government management has
been a key point of the programme which
stressed self-sustainability. The intent of
the APOC sustainability strategy with its
national indicators was to ensure govern-
ment would take progressively larger
responsibilities in programme support.
In general, governments have not made

19 Lamberton PHL, Cheke R, Ainskill P, et al. Onchocercia-
sis transmission in Ghana: Persistence under different
control Strategies and the Role of Simuliid Vectors.PLOS
Neglected Tropical Diseases. DOI 10:1371 April 21 2015.

direct allocation of funds to Onchocer-
ciasis control activities to the level of the
commitment made. There were some
exceptions such as Chad, Cameroon
and Malawi, where direct funds were
allocated. Some programme personnel
interviewed suggested that the original
funding should have been conditionality
or matching grants.

“Beneficiary countries did not
put money on the table. Only
a few countries contributed
financially. This could

lead to donors’ fatigue and
demotivation.”

Decision maker

Governments have, in general, adequately
supported staff and salaries, but have not
fully provided transportation and other
costs.In countries with community based
health workers such as Malawi (Health
Surveillance Assistances) and Ethiopia
(Health Development Army), these sala-
ried workers have made major contribu-
tions to MDA delivery as regular salaried
employees. In this sense governments are

providing a greater degree of direct assis-

AFRICAN PROGRAMME FOR ONCHOCERCIASIS CONTROL (APOC) °
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tance than those programs which depend
more on NGDOs to provide supervision
and assistance at the point of delivery. We
did not find any specific costing of govern-
ment contributions in human resource
costs, but this would have been a useful
exercise to document government support.

Advocacy by APOC has created a high-
level of awareness among policy makers.
In meeting with ministers and senior tech-
nical staff, the importance of onchocer-
ciasis programming for health services in
their country was universally affirmed. The
Chad head of state received MDA reports
each month, and is quoted as saying:

“Our objective will not be
attained so far as intervention
and prevention measures have
reached all the communities
(of the endemic districts) of
Chad. We need to empower
communities and strengthen
ownership.”

The perception of some programme
managers is that while funding for oncho-
cerciasis has been diminishing, funds for
the other 5 PCT NTDs have been increasing.

4.3.2.1. NGDOs

In several countries there was poor
understanding in government about how
NGDOs operate and why they may have
programs that function in different ways
from government. The issue of a perceived
misalignment with government policies
came up in several interviews. In most loca-
tions NGDOs felt they collaborated well
with each other and with government. The
flexibility of NGDO activities and funding
gave them a critical latitude to fill in the
gaps in MDA distribution when govern-
ment funding was absent or insufficient.
In several countries some NGDOs foresaw
their having to pick up more activities in
the future as APOC closed and as the tech-

nical demands around epidemiological
and entomological monitoring increased.
There is some doubt among those inter-
viewed that AFRO will be able to provide
the technical support to the countries in
the future as APOC did.

In Malawi, when government funding was
insufficient, Sightsavers was prepared to
pick up the additional costs for distribution,
and this included the costs for 1a epidemio-
logical and entomological assessments, and
they anticipated this would be required for
1b assessments. In some countries, such
as Uganda, the NGOs played a major role
in the elimination agenda by helping to
support the national advisory committee
and the laboratory equipment and even
personnel. In a number of countries,
such as Nigeria the NGDOs work closely
together in a national NGDO coalition,
often with sharing of physical resources
and personnel. This helps harmonize activi-
ties, and avoid duplication and to reduce
the number of project areas where there
NGDOS are unable to provide assistance
with MDA. In other locations government
suspicion of NGDOs prevents them from
collaborating publicly outside of govern-
ment sponsored events. Some countries
have only a small number of NGDOs who
participate in NTD activities, or in some
cases, none.

The work of the Carter Center stands out
particularly, not just for support of the
MDA but their extensive help in human
capacity building and technical capacity
strengthening. The laboratory and ento-
mology work they have supported has
been critical in several countries. Assis-
tance to Uganda in their elimination activi-
ties has been a major driving force.



Cessation of activities without jeopar-
dizing past OCP and APOC activities.

This is very uncertain at the moment, and
the feeling of most interviewed who were
knowledgeable of the issues involved, was
that there would be some reduction in
onchocerciasis MDA activities for 2016.
Some persons were not sure about 2015.
Perhaps the greatest criticism heard was
the lack of a transition plan from APOC
to ESPEN.

The supply of vehicles and equipment
as well as the regular training and
retraining activities which have been a
regular support factor from APOC have
been critical to many country programs.

Most countries have integrated national
NTD programmes in place, and with
the help of the other specific disease
programmes at national level, the oncho-
cerciasis programs may be sustained by
the networks built. In some countries
bilateral assistance may be able to pick up
some of the slack. In several countries the
WHO office has already been providing
assistance, and there may be more assis-
tance required in the short term. Where
NGDOs are playing a major role already,
several have indicated they may be able
to support an increase in their activities.
Some examples of countries with robust
support from these sectors are Uganda,
Ethiopia, Nigeria and Malawi.

4.3.2.2. Technical support

APOC has provided regular technical
support to countries in the form of guide-
lines, assistance with planning and data
collection and analysis, and with training
for survey work. The latter is particularly
important as a number of countries are
embarking on epidemiological and ento-
mologic assessments with a view to stop-
ping treatment in some foci and in some
cases the entire country soon or very
soon.It was not clear if there was a formal
quality control for training contents,

especially at the CDTI level. At the more
technical levels much of the training was
given by a small number of people. This
is a critical time to have a breech in tech-
nical support for 1a and 1b epidemiolog-
ical and entomological assessments. It is
not clear to APOC personnel how these
essential technical support services will be
continue after December 2015. While there
are personnel and laboratory facilities in
some of the APOC countries that could
take up some of the responsibilities now
done by the Multi-Disease Surveillance
Centre (MDSC) labs in Ouagadougou, it
appears that there have been no specific
plans made.

Envision RTI (USAID) is widely appreci-
ated for its assistance to national NTD
programmes. There is hope that this
programme can help pick up some of the
support that was previously provided from
APOC at the country level, atleast in some
of the 17 African countries where they
work.

4.3.2.3. Data support

The APOC programme has generated a
vast amount of data. Now approaching
closure, there is a realisation that much is
yet to be digitalized, and a great amount
is not readily available. Information in
these data are critical to careful plan-
ning of elimination activities post-APOC.
Currently APOC is taking steps to help
make country data available through a
web based repository. However, the inter-
viewers found that some countries do not
have full records of their own onchocer-
ciasis programme data, which is a serious
restriction for comprehensive planning.
It maybe that all data related to country
activities will not be available on a web
portal by the time of APOC closure, so
plans need to be made to see this process
through.
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There were frequent criticisms from
country programs and NGDO partners
that APOC was often slow in returning
epidemiological and entomological data
collected from countries during site visits.

“APOC management did not
help us much. I have none of
the reports of the evaluation of
sustainability, epidemiologic,
coverage... I have made the
request to APOC management
on several occasions, but to no
avail. No response.”

Cameroon

4.3.2.4. Additional activities

Among the additional activities voted
at JAF 12 is a mainstreaming of gender
in APOC activities, and the provision of
adequate resources to support APOC
activities.

B female B Male

4.3.2.1. Mainstreaming gender in APOC
operations

From 2007, APOC requested NOTFs to disag-
gregate data for patients and distributors
by sex. This found that in some countries
there were only small numbers of CDDs
were women.”

While respecting gender sensitivities in
respective countries, APOC stressed to
communities the importance of selecting
women as CDDs. Many communities
were already preferring women as CDDs
as they were deemed much more respon-
sible. Through the remaining project
time this emphasis on selecting female
CDDs was promoted. From 2009 to 2011, a
gender specialist was employed by APOC.
Anumber of gender training sessions had
been carried out in Cameroon, the Central
African Republic and the Democratic
Republic of the Congo (Brazzaville).

20 APOC. WHO Year 2014 Progress Report. P76.
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Figure 4. Number of candidates selected for training 20009.



This was in addition to gender activities
carried out by APOC staff.

For the year 2009 some $400,000 was allo-
cated from Trust Funds for 15 Master’s
degree students. The policy was to accept
two females for each male to increase
the number of women in public health
in the APOC countries. The courses and
the countries from which participants
came arelisted in Annex 1. The most recent
positions listed are generally within the
ministry of health and several are holding
positions in epidemiology. Women are
well represented in the graduates.

The African Development Bank agreed
to assist APOC in identifying a gender
specialist who joined the project in 2009.
Activities to build the capacity of women
was also carried out at APOC headquarters
as well as in country programmes. This
addition of the mainstreaming of gender
was a specific request of two of the Trust
Fund donors.

4.3.2.2. Providing adequate human
and material resources to address
programme needs

As a review of the management func-
tion and the allocation of resources to
the APOC programme a management
review was conducted in 2014. This was
also conducted to address some concerns
about programme overstaffing and inef-
ficiency, as well as to prepare APOC for
transition to PENDA.21

This management review found 83% of
APOC approved positions filled, and that
the programme was responsible for the
oversight of 124 projects in 31 countries.
This review found both strengths and
weaknesses in the structure and func-
tion. Among the positive features noted
was APOC as a well-functioning organiza-
tion, knowledge-led and hardworking and
providing good value for money. It was

21 Beattie A, Johnson R. APOC Management Review, Final
Report. APOC July 2014.

seen as having good relationships with
countries and technically strong. Negative
features noted in this review were the
top-down management style, a directive
style, lack of a results framework, and a
weak data disclosure practice with insuf-
ficient openness about programmes and
results. APOC was noted to have difficulty
in adapting programming for different
situations and to be slow in responding
to new evidence in treatment. A final
concern was the lack of intervention in the
wider NTD community. The management
review team found no evidence of over-
staffing or obvious failures in efficiency

The interviews conducted by the final
evaluation team verified the pattern of
strengths and weaknesses noted in the
2014 management evaluation.

4.3.2.5. Analysis of Principles of
Work from phase II and Phase
out

A series of five basic principles for the
2008-2015 strategies:

1. Community ownership and empower-
ment, stressing the CDTI process. This
has been one of the great successes of
the programme, and it is hoped this will
continue under ESPEN. APOC has been
very true to this principle supporting
as the central core of the programme.

2. Sustainability. A fundamental prin-
ciple has been to create self-sustainable
community programmes. This has been
done, and serious work has gone into
developing and tracking sustainability
indices. This principle has been largely
followed with sustainable program-
ming, though persuading governments
to financially support these programs
was less successful.

3. Evidenced-based decision making as
reflected in APOCs use of scientific
research. APOC maintained a strong
research agreement with TDR, and
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much useful information was incor-
porated into practices and proce-
dures from these studies. Later in the
programme APOC started lagging in
incorporating newer approaches such
as in alternate treatment strategies,
improved mapping and surveillance
methods.

4. Partnerships as witnessed in the

programme’s harnessing the strengths
and expertise of NGDOs, donors and
other international organizations.
Partnerships have been invaluable to
the success of APOC. In countries where
the NGDOs have been active, their
participating has been critical to MDA
and to building an advocacy not just for
onchocerciasis but for the other PCTs
in an integrated NTD framework. At

the present time several of the NGDOs
working in a multiple countries are well
funded which will bode well for the
immediate future.

Relationships with the donors seemed
to cool in the past 2-3 years which had
implications for the transition to the
next phase of onchocerciasis activities.
There were some donors such Canada
who had dropped at by the end of APOC.

5. Evaluation. APOC has been very
conscientious in external evaluations.
It commissioned external programme
evaluations in 2000, 2005, 2010, a
management review in 2013/4 and
this final evaluation in 2015. The terms
of reference have been such that these
were serious and comprehensive docu-

Table 4. APOC governance and its main functions
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Joint Action Forum
(JAF)

Committee of
Sponsoring
Agencies (CSA)

Technical
Consultative
Committee (TCC)

Donors, financial and
material; participating
countries; members
of the CSA, represen-
tatives of the NGDOs,
members of the TCC

Representatives of the
WHO, WB, ADB, invited
are representative of
the NGDOs, MDP and
Merck & Co.

« 11 scientists and
experts appointed
by the WHO Director-
General

« Representative of
Merck

« Decides overall policy and strategy

« Reviews and approves budget and annual plan
of action

- Assesses the financing requirements of the
programme.

« Reviews plan of action and budget;

« Examines reports submitted by sponsoring
agencies and statutory bodies of the
programme, and sends these with observations
to the JAF

Approves adjustments to the Plan of Action and
Budget as funds are available

Acts on behalf of JAF between sessions in
circumstances requiring action, subject to the
latter’s ratification.

Considers technical, implementation and
research issues

« Reviews new National Plans and Project
proposals

Reviews as well as the annual technical reports
of projects

Contribute to establishing the APOC supported
research agenda.

Reviews progress towards elimination of
onchocerciasis infection, sustainability and
integration of community directed treatment
with ivermectin into the health system and
make recommendations to the Programme
Director on any appropriate action.



ments by well-known scientists and
public health leaders. APOC has taken
their results seriously, implementing
changes recommended wherever
possible.

4.4. Functional elements
of the programme
(from the TOR)

4.4.1. Relevance

The APOC programme has been highly
relevant to the control and elimination
of onchocerciasis. The original design as a
five component programme with donors,
the fiscal and executive agencies, host
governments, NGDOs and communities
was a complex though highly appropriate
approach. This partnership remains rele-
vant as the next phase of ivermectin mass
distribution and the upcoming ESPEN
entity.

4.4.2. Governance

APOC has a somewhat ambiguous admin-
istrative position. Although a part of AFRO,
traditionally it has had closer relation-
ships with WHO HOQ. This arrangement,
coupled with geographical isolation
from Brazzaville, led at times to percep-
tions of autonomy. This distance also
made managing financial aspects of the
programme difficult as APOC did not
have persons with the requisite training
in IPSAS and other methods.

The governance structure of APOC has
three major components consisting of the
Joint Action Forum (JAF), the Committee
of Sponsoring Agencies (CSA), and the
Technical Consultative Committee
(TCC). Related is the NGDO coordination
committee. Countries are represented on
the JAF, but otherwise some felt under-
represented in APOC. Further details on
these bodies are set out in table 7. These
bodies have met as scheduled and their
proceedings are regularly available on the
WHO website. Many have felt that this

regular meeting schedule has contrib-
uted greatly to the smooth function of the
organization, although there was some
grumbling about the number of meetings.
Some stakeholders within WHO voiced
the hope that the new organization ESPEN
would adopt a similar governance struc-
ture. There was a general perception that
APOC had benefited from an extraordi-
nary group of dedicated leaders and staff.
Strong personal relationships between
APOC directors and country leadership
made many things work very success-
fully. As the programme closes it is difficult
to imagine how the remaining staff will
manage all responsibilities and commit-
ments. Some former staff have been hired
back as consultants.

Some donors were increasingly unhappy
with their perceived peripheralization in
financial matters at APOC. Donors and
NGDOs felt that the JAF budgets were
voted without discussions with them
about how much money would be avail-
able, and that the budget was presented
a fait accompli. The donors felt they had
difficulty getting a true financial picture of
the project, and how the funds were being
used. At times there seemed like double
counting with items being reported in
publications as being financed from one
source and in other publications from a
different source. In the past 3-4 years the
donors felt they were not being heard and
the partnership was fraying. Once voted at
the JAF it seemed that APOC did not follow
the budget. The donors felt peripherialized
from the CSA as well. Some parties felt
that NGDOs were not fully participating
in management decisions.

There were reports that participating
country representatives felt they were
unable to fully represent their opinions
to members of the JAF, though the evalu-
ation team were not able to speak with
any JAF members from participating coun-
tries. On the other hand, the JAF was an
opportunity for senior MoH leadership
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from participating countries to make their
views known. However senior leadership
tended to skip JAF meetings depending
on location. With the shift from control to
elimination the JAF could have provided
the leadership needed to implement a
thorough examination of requirements
for this paradigm shift. It appears that the
JAF was divided on this topic, and it was
not revisited.

An area of concern voiced by several inter-
viewed was the perception of a heavy
management structure. Compared with
the other NTD programs the management
structure is much heavier for a smaller
number of persons receiving treatment
than for other conditions. And compared
with the OPEPA structure, which was
primarily coordination, it seemed ungainly
and complex. Perhaps a better comparison
would be with GAELF or ITI, which achieve
large population coverages. When it was
decided to extend APOC for an additional
5 years some felt there was a missed
opportunity to examine the structure
and function of the program. In defence
of comparisons with other MDA program,
APOC invested heavily in health systems
strengthening, vehicles (pickups, motor-
bikes and bicycles) and training programs,
many leading to advanced degrees.
Further, there was a heavy investment in
research through TDR which continued
until 2012. The operations of the laboratory
and laboratory services across country
sites and the frequent technical visits
further added to expenses that other PCT
programmes might not have.

At the country level there were frequent
comments from onchocerciasis staff about
what they perceived as APOC’s top-down
management style which they felt was
not open to country input. There was a
feeling of inflexibility with APOC resisting
development of new approaches such as
Ov16, alternative treatment schedules and
more aggressive approaches to elimina-
tion. The Uganda team, which has the

most well-functioning elimination advi-
sory committee, felt that APOC was not
supportive of either the country’s elimina-
tion efforts or vector control efforts.

APOC supported integration of PCTs and
ivermectin MDAs with regional meetings,
and supported the mapping of other NTDs.
Some country managers felt this was done
somewhat reluctantly and late. There were
perceptions of territorial issues in the
integration of disease programmes.

4.4.3. Programme
management (efficacy,
effectiveness, efficiency)

Pursuit of the control objective was done
very well, and this was the consensus of
everyone interviewed. Objectives were
focused and resources prudently used.
The element of health systems strength-
ening was very much appreciated, and
in turn it helped the project start up and
run effectively. There were problems with
the accounting for financial transfers to
governments. While training accountants
to provide returns to APOC helped, there
were records of many transfers that were
still outstanding at the end of a financial
year.

When the decision was made to move from
control to elimination, the programme
begin having difficulties. In retrospect
it would have been wise to halt at that
point, or even at the point at which
APOC was extended for another 5 years,
to do a very careful assessment of the
costs and requirements of moving from
control to elimination. There were addi-
tional mapping, entomology, laboratory,
distribution and other costs which would
have to be now addressed. This would
have been the time to do those estimates
and consider restructuring or even rede-
sign of the programme to better address
these needs. Some interviewed suggested
this was the time when APOC started to
become less effective, trying to do addi-



tional tasks without a clear plan. Further,
the original programme design, inher-
ited from OCP was of traditional vertical
single entity design. With time, health
programme management methods were
became increasingly more “horizontal”
and deconcentrated. This would have been
a time not only to consider more carefully
what the change to elimination would
entail, but also how the programme could
be restructured following more contem-
porary management configuration. The
programme’s continued location in Ouaga-
dougou, without the direct support which
would be present in the regional office,
was probably resulted in duplications and
inefficiencies which could reduce effec-
tiveness. Accounting procedures are an
example.

4.4.4. Sustainability

As noted, “self-sustaining” or later
“sustainability” of onchocerciasis control
was a fundamental goal of the first phase
of APOC. Although the anticipated level
of financial support sought from partici-
pating countries did not materialize
during APOC years, the approach of iver-
mectin MDA through CDDs is a sustain-
able approach. The sustained distribution
will depend on the commitment of states
to support distribution, the cooperation
of NGDOs, as well as continuing financial
support through AFRO.

The movement forward to elimination
may have some sustainability problems
because of uncertainty over laboratory
facilities and entomological resources.

In some fragile states, MDA is not sustain-
able even with availability of external
funding and technical assistance. Exam-
plesinclude Central African Republic and
South Sudan at present. Others like Angola
currently lack the political will to organize

effective distribution.

AFRICAN PROGRAMME FOR ONCHOCERCIASIS CONTROL (APOC)
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4.4.5. Capacity building

Capacity building was a central part of
APOC’s programme design. It did this in
many ways. Perhaps the largest efforts
went into training. The number of CDDs
training reached 614,135 in 2012, and was
517, 512 in 2013, as there were no reports
from CAR and Angola in that year. In
2012 there were 80,315 health workers
who received short course training from
APOC, and in 2013 the number was 77,721.
Master’s level training was provided to
24 students between 2009 and 2013. All
trained in either public health or epide-
miology at one of five accredited African
universities. Details are in Annex 1. As
noted, preferences were given to female
applicants. APOC was consistent and
conscientious in providing this training.
This was an important contribution
to countries. In some countries, ample
human resource capacities existed, but
in others those trained by APOC not only
contributed heavily to the programme
processes and outcomes, but made long-
term national contributions.

Aspart of support to ministries of health 12
National Professional Staff were supported
by APOC in Cameroon, Ethiopia, Nigeria,
Burundi, Tanzania and Angola.

Improving transportation for field staff
in participating countries was an early
priority of APOC. The allowed a very rapid
start up to MDA. In total, some 282 pickup
trucks were provided, 1789 motorcycles
and 9800 bicycles. These were provided
to 14 countries in numbers according to
country requests. Details of numbers and
countries are found in Annex 1. At all field
sites visited, persons interviewed reiter-
ated how important these means of trans-
portation were from national managers to
supervisors at the first line health facilities
for training, monitoring and supervision.
These are in additional to transportation
provisions made available by NGDOs.

In addition to vehicles, nearly 1000
computers were provides with many
printers and scanners. This was done
to enable timely data calculations and
reporting as well as forecasting medi-
cines and other supplies. Items provided
were allowed to be used for other health
activities in the facilities where they were
located. Details on numbers and countries
are in Annex 1.

Beyond the vehicles and persons trained
was the capacity built to map, monitor and
treat NTDs. In countries with national NTD
programs these capacities were located in
the national NTD programmes.

4.4.6. Programme results

Programme outputs were copious. Some
of the details of the therapeutic and
geographic coverage can be found in the
annex 1. There was a rapid scale-up of MDA
from the start. Assistance was provided
with national planning, establishment
of the country NOTF, development of the
project information system and forms, and
training for ministry staff were extensive.
To identify treatment areas, simple meas-
ures such as REMO were developed. Later
RAPLOA was developed to delineate areas
with a high prevalence of Loa loa.

Perhaps one of the greatest process
achievements of APOC was the develop-
ment of the CDTI approach for MDA. This
has enabled other MDA and PCT treat-
ment programmes to greatly increase
population coverage. The movement of
large amounts of ivermectin with minimal
loss or diversion was another substantial
achievement.

Realization of elimination of the public
health and socio-economic consequences
of infection with onchocerciasis was
certainly the most important outcome.
Being able to moving beyond control to
elimination of transmission is an unantici-
pated outcome of this original APOC goal.
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Figure 5. Annual total APOC expenditures

4.4.7. Financial

Following the funding pattern for OCP,
APOC was funded through a World Bank
Trust Fund which allowed services to be
provided to countries according to need
and not dependent on specific country.In
the beginning, regular donors’ conferences
were held to update donors, build commit-
ment and expand participation. These
stopped in 2004, and some persons inter-
viewed felt this contributed to diminished
donor interest. At this time donors began
diversifying their interests into other
NTDs, and financial crises intervened.
The Trust Fund remains an important
option for some donors who prefer this to
funding through WHO. APOC Trust funds
were managed by the Bank without costs,
however, this is unlikely to continue under
new policies. Although some approaches
have been made to the private sector, this
has not been successful with a few excep-
tions. In Malawi, the Tea Association of
Malawi is a regular financial supporter,
and there have been some promises of
assistance in Nigeria from private sources.

Funds were made available to counter-
part countries according to the population
served and the number of projects present
in a given country. As the shift from control
to elimination occurred, delineation of the

margins of onchocerciasis foci, resulted in
expansion of MDA into areas previously
excluded by REMO as hypoendemic. This
was increasing costs of management and
treatment at a time when direct funding
transfers to counterparts (DTC) were being
scaled back as part of the sustainability
plan.

In all, some $109 868,426 has been provided
to countries either in the form of equip-
ment, for DTC field activities or various
administrative or technical purposes over
the life of APOC. This is detailed in the
annex 1. The largest sums ($21 million)
went to Nigeria and the Democratic
Republic of the Congo (Kinshasa). This was
followed by the Republic of Cameroon ($11
million) and the Republic of Tanzania ($10
million). Peak years of dispersal were 2010
($10 million) and 2011 ($11 million).

A major problem with the DTC funds was
the accountability. Getting accounts of
expenditure of funds from counterpart
countries was very difficult. APOC trained
and supported accountants in the counter-
part countries to specifically manage these
accounts, but still it was difficult to get
these returns in a timely manner. On the
other hand, countries complained in delays
inreceiving DTC funds from APOC, and felt
that sometimes this delayed delivery of
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medicines. With the prioritization of the
limited APOC trust funds remaining for
2015, several countries may not conduct
MDA in 2015/2016.

Funds were generally expended by APOC
according to the budget allocation made
according to the individual programme
objectives. As WHO moved to Interna-
tional Public Sector Accounting Stand-
ards (IPSAS) for financial reporting, it
became difficult for APOC accountants to
meet these new requirements, requiring
assistance to be sent from Geneva. IPSAS
had been established at AFRO, so the
demands for technical assistance for
ESPEN accounting will be less.

A Major APOC contribution toward
community MDA has been the assistance
toward equipment for district and state
health teams. The provision of vehicles
was very much appreciated by district
and community health workers. This has
increased mobility of supervisors, and
field teams. In Nigeria MoH personnel
complained they did not have the same
access to APOC vehicles as the States had
and were limited in field visits.

The NGDOs in general, did not complain
of financial difficulties at the present time.
Several had just received five year grant

funding for NTDs, of which onchocerciasis
elimination would be a prominent part.
In the past many NGDOs had received
12.5% of their indirect costs as an APOC
contribution. It is not at all clear if this will
continue with ESPEN.

4.4.8. Participation from
the NGDOs

The NGDOs play a critical part of the
function of APO, though they are not
part of APOC governance structure. The
participate in APOC activities through the
NGDO Coordinating Group, which has
both an international structure, and local
or national groups depending on which
organizations are active in various coun-
tries. They participate in the JAF meetings
and hold their separate closed session, and
make recommendations. Although the
environment of NGDOs is very competi-
tive, in interviews we found them working
closely together to support MDA, not only
for onchocerciasis. In the Nigeria oncho-
cerciasis elimination meetings they were
active participants. In several interviews
the expressed preparedness to step in to
fill gaps occurring with the close of APOC.

Table 5. NGDO Coordinating Group Members and functions

- MDP

- Charitable Society for Social Welfare
« MITOSATH

- Christoffel Blindenmission

» Organisation pour la Prévention de la Cécité
+ IMA World Health

« Lions Club International Foundation
« The Carter Center

- Sightsavers

+ United Front Against River Blindness
+ Helen Keller Intl

« US Fund for UNICEF

« Assists MoHs in preparing national plans

and project proposals

+ Collaborates with MoHs in establishing CDTI

programmes

« Provides technical expertise in training and

supervision

« Assists health-care personnel with

community mobilization

« Conducts operational research and

evaluation

« Co-finance programme activities

+ Delivering ivermectin and supplies

» Monitoring and reporting for MDA

« Encouraging and mentoring local NGDOs in

ivermectin treatment
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Figure 6. TDR research activities

4.4.9. Research

Consistent with its objective to be
evidence-based, APOC had an agree-
ment with TDR to support operations
research. Records up until 2012, indicated
that an annual sum of $700,000 was
made available for operations research
with TDR. Additional research activi-
ties were provided for research project
submitted to APOC and approved by
the TCC. In total, some $11m in research
funds were provided by APOC. This was
complemented by additional funds raised
by TDR. There were other research activi-
ties carried out that did not involve TDR,
such as in Uganda and Cameroon. These
involved various academic groups. Notable
studies carried out through TDR collabora-

tion provided the basis of REMO, RAPLOA.
The TDR studies building on OCP data
in Senegal and Mali provided led to the
elimination strategies which also used the
ONCHOSIM model. Among other research
studies carried out included studies on
fly population molecular genetics, devel-
opment of questionnaires to identify
priority villages for ivermectin treatment,
and modelling potentials for ivermectin
resistance in O. volvulus.
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AFRICAN PROGRAMME FOR ONCHOCERCIASIS CONTROL (APOC) °

5. Analysis of
programme’s
wider impact

Analyze the Programme’s
wider impact and advise
how lessons learnt from the
programme could inform
future programming.

5.1. CDTI approach

The CDTI approach was recognized by all
stakeholders as one of APOC’s key contri-
butions. It was a novel and innovative
strategy to community empowerment and
engagement that has involved communi-
ties and populations seeking their own
health and development. Despite the
complexity and time required in estab-

lishing it, this approach should continue

to be used to foster community ownership
of interventions against NTDs.

Animportant APOC legacy is the network
of trained health workers and community
distributors that enable communities to
become involved in their health issues.
National NTD programs must strive to
sustain and enhance this system, as these
dedicated implementers are central to
NTD community activities. Specific issues
of incentives to community distributors
that have been recurrent under APOC
should receive due consideration, espe-
cially in urban settings. This becomes more
important as the complexity of CDD work
increases with additional interventions.

APOC’s capacity building and health
system strengthening activities covered
central, regional, district and community
levels. Most logistics provided by APOC for
CDTIalso assisted in the implementation
of other diseases interventions beyond
onchocerciasis. These included childhood
immunization, vitamin A, HIV/AIDS, and
malaria in various locations.




5.2. CDTI gives rise to
community development
activities

Building on the success in coverage and
impact achieved using CDDs for ivermectin,
the government of Chad announced that
it will increase the number of commu-
nity health workers to 40,000. They will
receive salaries to provide community
health services. A related extension of the
CDTI strategy to address wider commu-
nity development issues was initiated in
Cameroon, called the Initiative de Dével-
oppement Communautaire. Under this
initiative, community members contrib-
uted financial resources to support the
ivermectin distribution system, including
incentives for CDDs, and to address other
community development problems. The
following is a quotation from an NGDO

manager who supported the process.

“From CDTI, the initiative

for community development
(IDC) came to life.
Communities were sensitized
and their awareness raised
on specific intervention
issues. Their involvement,
engagement and they made
financial contributions to
support the activities. We
achieved that in the Littoral
Region (of Cameroon).

We mobilized more than

4 million francs CFA
(Equivalent ~USD 8000).
Contributions were obtained
from community funds of the
Integrated Health Centers,
Councils, mosques, economic
operators, to support CDDs.”

With the adoption of the 2015 Sustain-
able Development Goals, APOC experience
with building community development
activities from CDTI activities can hold
importantlessons for the countries which
participated in APOC.

5.3. Building human
capacity

Other capacity building programs beyond
training CDDs, included more advanced
and longer training in areas such as epide-
miology, public health, entomology—fly
dissections and cytotaxonomy. Many
health workers and health technicians
trained by APOC continue to provide
services to their respective ministries of
health or health facilities. The skills they
acquired are increasingly important for
control of other vector borne diseases.
APOC training programmes intentionally
sought to increase the number of women
entering these areas of science.

This APOC initiative has been an incen-
tive for NGDOs to build technical capacity
among their national staff. The labora-
tory capacity and the human skills this
requires have been aggressively built by
the Carter Center in Nigeria, Uganda and
elsewhere. This capacity is supplementing
the work APOC began, and can help supply
technical skills in the post APOC period in
some locations.

5.4. Partnership for
problem solving

An example of partnership in problem
solving has been the problem with Loa loa
co-endemicity. When cases of encepha-
lopathy appeared in patients with Loa loa
microfilameia treated with ivermectin,
APOC teamed up with TDR, the Mectizan
Donation Program, and later with scien-
tists funded by the Bill and Melinda
Gates Foundation to reduce this threat to
MDA. Development of the RAPLOA instru-
ment the first step in identifying areas
at risk. With MDP, clinical management
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guidelines were established, and now
with Gates-supported research, further
studies on field tests for high Loa micro-
filarial counts are being developed. This
approach of harnessing research methods
to produce evidence for field implemen-
tation is a superb example for other NTD
programmes, and is true to the original
intents of APOC.

5.5. National
Onchocerciasis Task Force

The coordination structures that were
formed with APOC support at country
level, such as the National Onchocerciasis
Task Force (NOTF), the NGDO Coalition,
have worked very well and are now being
used for other NTDs and national disease
control programmes. In many countries
the NOTF has now become the NTD Task
Force. This incorporates the separate
activities for various national programmes
involved in lymphatic filariasis, onchocer-
ciasis, soil transmitted helminths, schis-
tosomiasis and trachoma. This approach
has already helped to integrate efforts,
establish synergies, to avoid duplications
and competition for resources. This puts
the control of NTDs and other disease
programmes firmly in the hands of
country leadership.

The evaluation team recommends that
ESPEN consider promoting a similar struc-
ture. Although there is an attraction for
ESPEN to be “lite” with minimal meet-
ings, the APOC governance structures for
national programmes helped build aware-
ness among stakeholders and generally
facilitated communication.

During the evaluation there were some
instances where the NGDOs and district
supervisors felt unconnected with the
national NTD network. A continuing
strengthening of the NGDO coalition,
incorporating more local NGOs or civil
society organization while finding ways to
connect people atlower levels in the health

system is important. Fora for personsin the
distribution activities at district level was
suggested by several persons. Account-
ability at the community level through
a peer-review system has been tried and
works well in some locations.

5.6. Building national
programme capacity

Creating a solid evidence-based platform
for programming has encouraged other
countries to move beyond the original
approaches established by APOC. Uganda
has developed an elimination process using
its own resources. The Uganda program is
an excellent example of using local skills to
tackle local issues and creating successful
policies appropriate to the context. The
combination of vector control with MDA,
as set out in the APOC project document in
1996, has shown the effectiveness of this
vision. Developing metrics and alterna-
tive treatment strategies, Uganda is now
setting the example for other countries,
the type of national empowerment which
APOC was designed to initiate. This has
also opened up possibilities of regional
collaboration in elimination efforts for the
post-APOC environment. Already Nigeria
Etiopia, and Sudan are following the lead
of Uganda in developing an elimination
process. Increasingly there is African
competence in onchocerciasis research
design and implementation, so there is
less dependence on TDR for the conduct
of research activities than in 1995.

5.7. Socioeconomic impact

The evaluation team visited the village
of Lheur in Cameroon, a community in
an area that was once known for high
prevalence of onchocerciasis (98%) skin
and eye manifestations. Blindness had
been frequent in the village, where fertile
lands were abandoned by the work force.
Because of the ivermectin treatment, the
local population reports the prevalence of
onchocerciasis and morbidity it caused has



decrease to almost nil since ivermectin
distribution began in 1998. Today, the
village supports extensive rice farming
where once few people dared to live. The
team visit coincided with the Phase 1
entomological evaluation of the project
progress towards elimination.

Fromthe beginning of APOC the belief was
that blindness was less common in the 19
countries than in the OCP countries, and
estimates of 217,000 cases of blindness
were made. The extent of itching skin was
well documented by Brieger et al. While
this undoubtedly had a major social as
well as economicimpact across the region,
like blindness, its prevalence was never
systematically estimated.

5.8. Health system
strengthening

The material support in vehicles and
equipment made the initial rapid scale
up of distribution possible. By making the
distribution process efficient it improved
the ability of health workers to carry out
supervision and gave them the time to
address other community health needs.
The challenge will be how to maintain
and reinvest in health systems support
post APOC.

Transferring ivermectin distribution from
the health services, as it had been prior
to APOC, to the community has allowed
health workers to focus on expanding
primary health care services to these
communities and address special health
needs.

National onchocerciasis control pro-
grammes have been an important recip-
ient tolocal professional support from the
WHO country offices. The value of this has
been demonstrated with onchocerciasis
and now this practice is seen for other
NTDs. The WHO country offices will be an
even more important source of technical
support in the post-APOC period.

6. Best
practices and
significant
lessons learnt

To identify best practices
and describe the most
significant lessons learned
from the suc-cess or
failure of the operations
undertaken in APOC
areas relevant to the
control and elimination
of onchocerciasis or other
disease control activities.
(Including identification
of factors that influenced
the achievement or
non-achievement of the
objectives, best practices
and lessons learned).

To identify best practices and describe the
most significant lessons learned from the
success or failure of the operations under-
taken in APOC areas relevant to the control
and elimination of onchocerciasis or other
disease control activities. (Including iden-
tification of factors that influenced the
achievement or non-achievement of the
objectives, best practices and lessons
learned)

6.1. CDTI was major
contribution

This was a major development for not
only the distribution of ivermectin but
for empowering communities for partici-
pating in their own health care. It very
effectively bridges the gap between the
first line PHC facilities and communities.
It is an idea that has been taken up by
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other organizations providing commu-
nity care and community development.
Gender issues were a problem in some
places where activities of women were
culturally limited. Where women played
amajor role as distributors they tended to
function more consistently than men. The
CDTI approach was supported by exten-
sive research with TDR.

An area for concern is the intensive annual
training or refresher instruction which
CDTI requires to maintain its activities.
Although CDDs are now being used for
integrated NTD services in many coun-
tries, it is not clear who will continue these
intensive training activities after APOC
closes. Already some of the other NTD
programs have reportedly been expressing
reservations about continuing the CDTI
approach, raising concerns for sustain-
ability. As more monitoring and reporting
requirements are being added for other
disease it is not clear that minimally
educated CDDs in some places can manage
increasingly complex activities and associ-
ated record keeping. Finally, there are the
issues of expectations of remuneration or
incentives which continue.

6.2. Partnerships

Attheheart of APOC successes has been its
partnership design. Creating a Trust Fund
that could work with donors and provide
assistance across endemic countries
on as-needed basis coupled with WHO
executive oversight; enlisting country
commitment; incorporating NGDOs with
their community credibility, and finally
empowering communities for their health
was exceptionally farsighted. The support
of Merck in provision of ivermectin was
unwavering and support from the MDP.

The failure of many endemic countries to
financially support programming at their
level of commitment was a signal disap-
pointment. However some countries, such
as Cameroon, Malawi and Chad, consist-

ently allocated funds to MDA. Changes in
donor priorities and the financial crisis
of 2008 affected funding. The shortfall in
funding has sometimes been compen-
sated for by increased NGDO activities,
using other resources. The independence
of NGDOs was seen as in some ministries,
but in general has allowed them to be
flexible and responsive as needs arose.

6.3. Governance

A very structured system has functioned
from the beginning with the Joint Action
Forum the top governing body. The meet-
ings of the various committees have
functioning in an orderly manner and
good records kept. The process is largely
unchanged since 1995. APOC leadership
and senior positions have been held by
dedicated and hardworking mangers and
scientists.

Governance within this partnership was
difficult at time. Some communications
lapses have damaged the programme,
and in later years it was seen by some
as having top-down, very conventional
management approach, and discouraging
country initiatives. Yet it was governed in
an established and general open manner.
Several factors contributed to a some-
times operational autonomy, including
its geographic location, which could be
damaging to APOC.

6.4. Integration in
programming for NTDs

It took time to build support for the
concept of integrated programming for
NTDs, and it is not yet implemented in
some countries. At national level there
were some initial problems with sharing
resources among programmes, which
have been largely overcome. With inte-
gration, some NGDOs discovered that MDA
for co-endemic NTDs could be added at
minimal marginal costs. Other activi-
ties such as bed nets and vitamin A are
common additions into the integrated



NTD programming, even though not part
of traditional NTD projects.

Potential problems arise in coordinating
distribution schedules of various MDA
rounds, and with ivermectin, as it is likely
most places will shift to twice yearly
treatment. Even if these can be harmo-
nized, problems with timely shipment
and customs clearance of medications
will continue to pose problems. Differ-
ences in the unit of intervention among
problems pose additional problems, yet
to be resolved. Inclusion of morbidity
management needed for some condi-
tions (LF, trachoma) have not been fully
addressed yet.

6.5. Shift in emphasis
to elimination of
onchocerciasis

The paradigm shift, “...to determine when
and where ivermectin can be stopped and
provide guidance to countries...” was
supported by data and the OEPA experi-
ence, and was approved by the JAF in 2009.
Several countries are approaching the
point of stopping of ivermectin treatment.
In other countries, the stopping treatment
isanear option in some foci. Elimination is
increasingly being taken very seriously by
countries. APOC has established elimina-
tion guidelines and has been supporting
countries with the required epidemiolog-
ical and entomological surveys required
and required laboratory services.

An opportunity was missed with the shift
from control to elimination to thoroughly
assess what this paradigm shift entailed,
both operationally and from the costs
aspects, and to address these up front.
APOC’s elimination framework (based
on OCP data) was seen by some to be at
variance with the WHO guidelines, and
different from the OEPA approach relying
on Ov16 testing rather than skin snips.
This caused some confusion. The addi-
tional mapping and sampling issues for

stopping treatment need to be resolved
so the route to the elimination dossier
for countries is straightforward. With the
shift to ESPEN it is not clear if the required
technical and laboratory services will
be available to countries through AFRO.
OEPA provides useful comparisons in
some regards, though it is shaped by an
environment, disease and disease vectors,
and populations much different from the
APOC region.

6.6. Capacity building
and health systems
strengthening

Much of the success of APOC in achieving
high therapeutic and geographic coverage
across most participating countries was
due to building human resources and
strengthening health systems to support
ivermectin MDA. The initial provision of
vehicles produced a very rapid start at
the beginning of APOC. This success was
sustained by intensive training programs
starting with CDTI, and including advocacy,
training for national coordinators and long
term graduate training in public health
with a gender focus. Curricula for profes-
sional schools in CDTI were developed.
Health systems strengthening included
basicequipment and training at the opera-
tional levels. All of this greatly benefited
APOC programming but also helped other
health activities separate from the other
NTD programmes. In these activities, APOC
was the model programme.

These extensive support and capacity
building activities did not come cheaply,
and added substantially to programming
costs. In this way they may have contrib-
uted tothe image that some had that APOC
was inefficient and not using its funds
effectively. Using a results-based approach
it would be hard to show how much
providing laptops for district managers
or financial training for accountants
contributed directly to control or elimi-
nation goals. With a future emphasis on
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alean programming for ESPEN, it may be
that these activities will not be sustained.
However, there are opportunities on a
country-specific basis for donor countries
to help integrate SPCT MDA into other
capacity building activities.

6.7. Knowledge base

APOC has acquired arich data base which
was enhanced through many years of joint
research work with TDR, the REMO and
RAPLOA surveys, and excellent individual
country databases. As well, APOC inherited
data and extensive records from OCP. APOC
has generated excellent maps, trends and
patterns from these data sources. While
data do belong to individual countries,
having a central organizing and analytic
capacity is a major asset.

Some country programmes have
complained about delays and reluc-
tance in sharing data by APOC. In some
instances countries lack complete records
of their own treatment programmes, so
they depend on APOC data, which they
cannot readily access. APOC is currently
working to build a web-based open data
storage system which will alleviate this
problem. A deeper problem is that much
has changed in APOC countries since
initial REMO data was done up to 20 years
ago, with migration and severe ecological
changes. Countries now need to consider
how to update this information to help in
elimination plans.

6.8. Cross-border issues

The problems with cross-border foci have
been acknowledged and a special presen-
tation to the JAF was made on this issue,
and AFRO resolutions made. When the
objective was control, spread of vectors
and population did not pose such a great
threat to neighbouring countries. This
changed with elimination strategies
especially when on country was nearing
stopping treatment and across the border
there were limited control activities.

APOC recognized these problems,
convening meetings and worked hard to
create cross-border dialogue and plan-
ning. However, country level follow-up
was generally disappointing. As a conse-
quence, several countries have their goals
of elimination threatened. Going forward
new approaches may need to be consid-
ered at the country and regional or sub-
regional level. A number of established
mechanisms exist which could be utilized.

6.9. Operations research
done

Alarge budget was agreed annually with
TDR which was focused on operations
research issues. Many studies were done
around CDTI, skin disease, simulation
models, suboptimal responding parasites
and macrofilariacidal drugs. APOC appre-
ciated and utilized research findings.

Research findings were utilized by APOC
and many were published in scientific
literature. However, countries that partici-
pated in the studies felt the results were
not shared with them, and sometimes,
that the APOC research topics were not
focused on country needs, and did not
build country research capacity. Other
countries, like Cameroon and Uganda
built their own onchocerciasis research
agenda. Organizations such as the Carter
Center, Centre de Recherches sur les
Filarioses et autres Maladies Tropicales
(CRFilMT), Foundation for Research on
Tropical Diseases and Environment in
Cameroon and Institut de Recherche pour
le Developpement, Montpellier, France
have contributed to research findings and
could assist elimination strategies.



6.10. Lack of transitional
phase

APOC benefited greatly from a 3-year tran-
sitional phase from OCP which utilized the
accumulated skills and knowledge as well
as the institutional memory. Although
there are limited funds at this final phase
of APOC and only three months remain
until closure, APOC needs to receive the
support from AFRO and others for the
transfer of accumulated information to
minimize the kinetic loss in support for
ivermectin mass distribution. It is impor-
tant that the structure for future support
of ivermectin distribution be communi-
cated to country program managers and
ministries of health without further delay,
as many are not clear on the future.

Considerable efforts went into developing
a plan for PENDA. A better understanding
of current program design trends and
closer links with the donors could have
channelled this effort into a better transi-
tion to follow-on AFRO activities.

7. conclusions
and recom-
mendations

To formulate conclusions
of the evaluation and
recommendations to
each stakeholder involved
(Countries, WHO, donor
community, NGDOs, etc.)
which might be useful
for any international
public health partnership
program.

APOC was launched in 1995, to control
onchocerciasis in 19 (now 20) endemic
African countries outside the 11 countries
of the former OCP, following the pledge of
Merck to supply ivermectin to endemic
community for as long as was needed.
Working through a partnership involving
communities, policy makers, health
workers, UN system, donors, and NGDOs,
APOC used CDTI as its main strategy to
establish a sustainable system for iver-
mectin distribution in onchocerciasis
meso- and hyperendemic areas. CDTI was
appreciated as an innovative approach
that helped build communities capacities
in establishing sustainable drug distribu-
tion schemes. Later this approach was
used to address other health and develop-
ment issues. The financial contributions
committed by endemic countries to insure
continuity and sustainability of the distri-
bution process were not fully realized. In
the last years of programme operation,
APOC experienced considerable resource
constraints. Further, implementing the
paradigm shift from control to elimination
proved complex. In planning for follow-on
NTD control, considerable efforts went
into plans for PENDA. Eventually this
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was abandoned, to be replaced with the
Brazzaville-based Expended Special Project
on NTD Elimination (ESPEN). The present
recommendations are geared towards
assisting the ESPEN stakeholders with
planning for future onchocerciasis elimi-
nation activities.

7.1. Key conclusions

1. APOC has created a structure which
has met the goal of eliminating
onchocerciasis-related blindness and
wide-spread skin disease through an
innovative public-private partner-
ship, though specific indicators for
this goal/objective were not created.
The exceptions being in areas compli-
cated by loiasis. Even in conflict areas
or poorly implemented programmes
microfilarial counts are low. Although
the programme lacked specific socio-
economic indicators, an estimated 8.2
million disability-adjusted life-years
(DALYs) between 1995 and 2015 have
been averted by the mass distribution
of ivermectin.

2. APOC successtully established a rela-
tively simple and sustainable system
for distribution of ivermectin at country
and community level using community
level using community directed distrib-
utors (CDDs) which became part of
the primary health care system (PHC).
Not only was this an effective distri-
bution method, but it built commu-
nity ownership and demonstrated
that communities could participate in
seeking solution to their own health
issues when empowered. Some NGDOs
now use the CDTI approach for all of
their health programming. How this
CDTI system will fare following APOC
closure remains to be seen.

3. Treatment coverage increased gradu-
ally, reaching 80% in most countries in
2015. The programme performed best
inrural rather than in urban locations.
Coverage has been less in conflict-

affected areas and countries lacking
political will to effectively implement
programming.

. The innovative CDTI approach to mass

treatment provided the basis for the
5PCT integrated NTD programmes
in many countries, building on the
failure of health facility and outreach
activities. Although the support from
APOC to integrated NTD program-
ming was seen by some as hesitant
in the beginning, APOC support was
key in providing a solid NTD plat-
form in many places. Major assets
supporting NTD programmes were the
design of common reporting and joint
approaches to ordering NTD medicines.

. APOCwas a superbly designed partner-

ship between the WHO/World Bank,
donors, countries, communities and
NGDOs. The NGDOs played a key role
in the distribution process, especially
when government allocation of funds
in support of programme activities
lagged below their commitments.

. The Trust Fund mechanism was useful

for funding activities across countries,
including those with an insufficient
or no donor base. There were percep-
tions that beyond 2004, the cessation of
donors’ conference hampered relation-
ships with donors and failed to sustain
their interest in the programme. With
the growing international momentum
around NTDs and the financial crisis,
donors became less attracted to single-
disease programmes. Some donors
dropped out. The Trust Fund mecha-
nism offered a credible channel for
pooling donations that was judged
satisfactory by most stakeholders. In
the final years of APOC, some donors
and countries indicated that they were
feeling sometimes excluded from the
decision making process.

. The governance structure was well

organized with JAF, CSA and TCC



having clear roles and responsibilities.
Some stakeholder have expressed the
wish that this structured approach be
continued for ESPEN, despite the heavy
meeting schedule.

. Health systems strengthening activi-
ties were an important component
of the APOC programme which was
widely appreciated by countries. The
quick start-up of national programs
and field implementation resulted from
the rapid building of country capaci-
ties and supply of equipment, vehicles
and logistical support. This continued
through the life of the programme,
though on a declining scale. Many of
these provided by APOC are used to
support other NTD programmes as
well.

. Human capacity building was a priority
from the first. The many short-term
training and advocacy courses were
key to APOC success in building an effi-
cient distribution system with country
and community ownership. Candidates
were supported for master’s degree
programmes. Community health CDTI
training curricula were developed for
training health professionals at various
universities. NGDOs partnered exten-
sively with APOC in training activities.
Professional officers were seconded
to country programmes offices where
there were specific country needs. The
support for building human capacity
was one of the most appreciated
aspects of APOC activities. Special
attention was given to gender issues
in training after 2009.

10.Research activities supported the objec-

tive of APOC being an evidence-based
organization. Much of this was done
through TDR, but some directly by
APOC. With the closure of APOC, it is
critical that the data and findings from
these research activities be preserved
for future access.

11.

With time, it was perceived that APOC
had assumed a more “top-down”
management style, with less flexibility,
and less openness to new approaches.
There were complaints that APOC did
not share programme data readily with
countries.

12. The financial support from partici-

13.

pating countries was in the end, a major
disappointment for APOC. Original
plans called for initial majority from
APOC funding followed by a phasing
out of financial support. However while
many countries made commitments,
there were only some made actual
allocations, other than salary support
of staff. Obtaining records from coun-
tries for expenditure of APOC funds
was difficult. With the switch to elimi-
nation from control, the costs for some
countries went up as funds transferred
from APOC declined. In some countries
this was related to a lack of leadership
and weak governance of national
programmes.

Alost opportunity with consequences
occurred with the shift from control
to elimination. This could have been
a time to do a comprehensive exami-
nation of the management, human
resource, laboratory, and material
costs of this paradigm shift. Alterna-
tive treatment strategies should have
been considered and the tasks involved
in additional mapping assessed. This
was a time that several countries were
developing their elimination plans and
capacities. A reordering of program
structure to a more horizontal, collab-
orative and decentralized programme
structure, utilizing the developing
regional resources could have been a
good step to have been implemented
then. But without this, the current
resources were inadequate to meet the
elimination agenda, and this is likely to
be more so for the future ESPEN entity.
Itis very probable that some countries

L]
o
o
o
<
-
<)
o
'—
4
o
13)
2}
(7]
<
3]
v
w
3]
o)
I
3]
4
o
o
o
('
w
=
=
<
29
5]
o)
o
o
4
<
o
o
[T
<




will not meet an elimination goal by 7.2 Key recommendations
2025, either from lack of resources or

7.2.1. A recommendation

for the entire onchocerciasis

and NTD community

lack of will.

14.Cross-border transmission zones
become more important with the

switch from control to elimination, 1 several Countries are on the cusp of

15.

being carried out on one side. Multiple
high-level meetings were convened
on cross-border issues, resolutions
by AFRO, and extensive discussion at
the JAF, but in the end, little on the
ground was achieved. Cross-border
transmission threatens several areas
of Chad, Uganda and Malawi which
are approaching cessation of MDA.

APOC finishes on somewhat of a sad

some other countries have foci which
are likely ready to stop. This needs
to be addressed soon and celebrate
these successes, which will encourage
everyone. Getting ready to do this will
require further refinement of the
surveillance methods and a commit-
ment to sustain a robust surveillance
system with the resources required.

7.2.2. Recommendations

note. There seems to be inadequate . .
for NTD endemic countries

appreciation for what has been

achieved by dedicated and hardworking 2. Increasingly, national NTD programs
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scientists and programme managers. It
was expensive for what it tried to do,
to a substantial extent because of its
capacity building, logistical support,
research and health systems strength-
ening activities.

16.The lack of a smooth transition process

to the follow-on ESPEN will most likely
result some in loss of progress toward
elimination of onchocerciasis. Some
countries will not probably distribute
ivermectin in 2015 or 2016 or both. The
loss of institutional memory, scien-
tific and large scale management
capacity, and uncertain data continuity
will likely be a substantial handicap
for ESPEN, which will take time to
overcome.

will need to mobilize their own
resources, and the promotion of a
coalition of NTD donors, public and
private for individual countries is a
country capacity needing to be built.
As funding is now more integrated
with other NTDs, it is important that
adequate funds are available for oncho-
cerciasis as part NTD programming.
With movement toward elimination,
the costs for mapping, epidemiolog-
ical and entomological surveys will be
increasing in frequency and costs for
the onchocerciasis component. There
will be considerable costs for Post Treat-
ment Surveillance (PTS), but this may
be partly offset by reduction in costs
associated with stopping treatment.
Irregular funding will lead to irregular
treatment which will delay elimination
and may increase the risk of subop-
timal responding parasites emerging.

. Other national related sectors such as

water and sanitation, education have
a potential role to play in the NTD
national plans,and should linked where
this is appropriate to programming.



4. All countries should be encouraged

to develop an onchocerciasis elimina-
tion plan, following the examples of
Uganda, Ethiopia, and Nigeria, even if
elimination seems some years off. This
plan should involve a careful costing
of required measures following a
standard and comparable approach.
Guidance in developing these should
be provided to countries by ESPEN to
ensure they follow the appropriate
standard methods consistent with
WHO certification of elimination proce-
dures. Alternative treatment strategies
should be encouraged, and localized
vector control could still be considered
an option in some locations and may
assist in mopping up transmission in
particular areas. This development of
the elimination pathway can include
other NTDs as appropriate. A solid
onchocerciasis elimination strategy
and policies are a critical next step.

. Support must continue for integrated
national NTD plans and programmes
where these are developed help with
their creation elsewhere. WHO country
offices should have the position of NTD
officer to provide ministries with addi-
tional assistance as required, as many
already do.

. Countries should continue to promote
national NGDO coalitions for NTDs.
In some countries where there are
tensions between government and
civil society organizations this may be
difficult. Support from the NGDOs for
ivermectin MDA could decline as the
indirect costs supplement from APOC
ceases. NGDOs are a key component
in successful community programs,
and there is a concern for the annual
refresher training of CDDs, especially
in locations previous funded by APOC.
Building a coalition of donors to work
with NGDOs for particular countries
should also be promoted. ESPEN and
WHO country offices can support

NGDOs in strengthening partnerships
with governments, where these are
weak.

There is now an excellent opportu-
nity to share sub-regional labora-
tory facilities and human capacities
to train, perhaps under the guidance
and reference laboratory capacity of
the MDSC, if this continues to exist.
Several countries have developed excel-
lent ELISA facilities for Ov16 and PCR
for pool fly testing as well as having
the skilled technicians and entomolo-
gists. Shared resources could be used to
help complete integrated NTD mapping
where required and assist with other
vector borne NTDs. As new analysis
methods are introduced a regional
laboratory approach will help dissemi-
nate these quickly.

Integrated monitoring and supervision
systems for NTDs should be part of all
national NTD programmes.

. The matter of recognition for CDDs

should be continuously reviewed, as
the complexity of work for CDDs in
increasing with multiple interventions.
In some places certificates of badges
may be adequate, but some countries
may choose to follow the examples of
Cameroon and Chad that had alloca-
tions from the national budget to pay
CDDs.

10.There is a need for endemic countries to

11.

have high level decision-making leader-
ship participation in key programme
discussion at regional meetings. Their
involvement, commitment and voice
in the decision-making sessions is crit-
ical. This was not consistently done at
the JAF meetings during APOC, and
hampered decision making.

There is a necessity to reinforce the fora
of consultation among stakeholders
at the national level. This would allow
exchange of information on plan-
ning, implementation and sharing of
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lessonslearned and addressing collabo-
ration issues, under the leadership of
the ministries of health of endemic
countries.

7.2.3. Recommendations
for NGDOs

12.

13.

Maintaining a strong coalition within
and across countries is important. With
the preliminary outlook for an ESPEN
at AFRO level to be light in technical
depth, the NGDOs may have to take
on additional technical responsibili-
ties and capacity building, especially as
countries are moving toward elimina-
tion. NGDOs have shown themselves
capable of assuming this role.

NGDOs will continue to play a major
role in assisting ivermectin distribu-
tion at the community level, as this is
where many government services are
the weakest. This work continues to be
critical for the success in the control
and elimination of onchocerciasis.

14.NGDOs may need to take a larger role

15.

in resource mobilization. This will be
necessary where there is uneven or
inconsistent donor or AFRO support
for specific countries.

Where there are expanded NGDO roles,
it is important to work closely with
MoH NTD programs, as suspicions of
NGDO having separate agendas and
not being fully supportive are wide-
spread in ministries. Clear memoranda
of understanding with government can
assist.

7.2.4. Recommendations
for WHO, NTD stakeholders
and donors

16. A careful assessment of the require-

17.

18.

ments for elimination of onchocer-
ciasis in Africa should be conducted.
This would include human, financial
resources and organizational as well
as political will. The recommendations
would need to include changes in the
approaches needed for elimination
rather than just ramping up MDA. This
may exceed the transitional capacity of
ESPEN, so an alternative approach may
be needed.

Trust funds will continue to be an
important funding mechanism for
onchocerciasis and NTD program-
ming. With the changes in the World
Bank trust fund policies, the option of
basing this fund at WHO HQ should be
investigated.

In encouraging countries to provide
financial contributions to programme
implementation, a counterpart, condi-
tionality funding approach might
be considered or other alternative
approaches to financing. This could be
clearly mentioned in the memorandum
of understanding with countries and
enforced where implemented. Donors
should be encouraged to support the
integrated package of NTDs, however
disease-specific programming needs
will continue to exist in some countries.

19.Considering all APOC’s many finan-

cial, technical, and logistic contribu-
tions to disease control, over the last
two decades, there are many concerns
among national programs regarding
the future of onchocerciasis control.
National programme managers should
be sensitized on the upcoming ESPEN
and communicated their shared
responsibility to support control and
elimination activities, with a clear
understanding about what can be and
cannot be expected from ESPEN.



20.Development of novel approaches for

mass drug administration and inter-
ventions against NTDs in urban areas
should be encouraged. This is relevant
for The Republic of Congo (Brazzaville)
where urban transmission occurs, and
where there is an influx of migrants
with onchocerciasis symptomatic or
not, but who could help sustain infec-
tion moving back and forth into foci
where control is being achieved.

21. WHO country offices should continue

making National Professional Officers
available to national and provincial
NTD offices to help build capacities in
programme management, where there
are needs.

services for delivery of MDA. To do
otherwise would be unethical.

26.ESPEN should promote the sub-regional

pooling of technical regional resources
for epidemiological and entomological
evaluation and for decision making
to support field activities. Building of
multi-country and multidisciplinary
research teams focusing on opera-
tions research can inform regional
implementation. This may address
some of the cross-border issues which
have eluded APOC. Sub-regional teams
have the option of capturing some of
the human capacity created by APOC.
Linkage with existing regional bodies
is important for this including the
African Union new African Centres for

7.2.5. Recommendations
for ESPEN

22.ESPEN should begin with a detailed

Disease Control and Prevention. Links
with regional economic bodies may
facilitate a better understanding of the

country-by country situational anal-
ysis of onchocerciasis. Maps still used
in some countries are 20 year old
REMO morbidity maps and do not
consider the substantial population
movements in places, and ecological
changes which have occurred in subse-
quent years. Based on this situational
analysis, realistic efforts can be made
to address treatment priorities, assis-
tance priorities and research needs.
Ex-OCP countries should be included.

23.Building on these data, ESPEN should

establish aresult-based management
approach with the capacity to measure
outcomes in the way APOC could not.

24 At the same time, a careful inventory

of country and regional level technical
resources for onchocerciasis elimina-
tion needs urgently doing. Hopefully
many of the assets created by APOC
can be captured.

25.ESPEN should follow the APOC prac-

tice of strengthening health services
including human resources, rather
than just utilizing existing health

socioeconomic impacts on onchocer-
ciasis along with the other NTDs.

27.Governance structures must include

both management and technical
review capacities. Adequate represen-
tation from countries, donors, NGDOs
and communities is important. The
regular governance functions of APOC
were widely appreciated and should
be continued as relevant. The partner-
ships developed through APOC should
be maintained and enhanced were
possible and appropriate.

28Loiasis is a complex issue that will

prevent some countries and zones
from achieving elimination in a timely
manner, but was managed carefully by
APOC. The difficult decision making
and careful attention to data must not
be discarded by ESPEN in pursuit of a
light and flexible structure. To do so will
put persons at risk of serious events.
There are many difficult decisions
required in this and other aspects of
ivermectin MDA which requires consid-
ered judgement by pooled expertise.
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29.Cross-border treatment and transmis-

sion issues will need to be addressed
more aggressively not only for oncho-
cerciasis but for other NTDs as well.

30.APOC was creator and repository of

much of the history of onchocerciasis
in Africa. There is still an important
need to capture the decades of data
from OCP and APOC. It is unlikely that
all will be digitized by the end of APOC
and special provisions should be made
for this activity to continue in Ouaga-

dougou until the work is complete.
There is also a library of specimens to
be archived in an accessible manner.

31 Fragile and conflict-affected states

endemic for onchocerciasis continue as
a problem in the region. ESPEN should
examine innovative approaches for
sus-taining MDA in unstable states
and among populations displaced by
conflict from these regions.
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ANNEX 1: Key APOC indicators

Table 6. List of APOC Directors, and years they served

APOC Directors Years they served

Dr Roungou Jean-Baptiste 26/04/2013 04/08/2015
Dr Paul-Samson Lusamba-Dikassa 23/04/2011 31/12/2012
Dr Uche Veronica Amazigo 01/12/2005 31/03/2011
Dr Azodoga Seketeli 01/09/1999 30/05/2005
Dr Kofi Yakum Dadzie * 01/05/1995 30/06/1999

* For (OCP and APOC)

Table 7. Information of populations at risk by country and dates when any changes
or updates were done

Angola 2'540'933 3'263'850
Burundi 1'526'788 976'115
Cameroon 8'753'217 3'636'041
CAR 2'107'828 932404
Chad 2'514'704 620'277
Congo 1427'670 604'579
DRC 42'394'937 24'407'020
Equatorial Guinea 85’805 63’889
Ethiopia 11'858'617 7'292'235
Gabon 82'764 7'894
Liberia 3'092'730 1'128'798
Malawi 2'215'041 926'866
Mozambique 64'868

Nigeria 50'124'539 32'899'901
South Sudan 6'806'792 8'375'877
Sudan 435'419 =
Tanzania 3'437°030 3'357'564
Uganda 4'313'818 3'221'691

P— r—— T
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Table 15. Country evaluations carried out by
country and by year

Countries Evaluation areas “ Countries Evaluation areas “

Burundi Cibitoke Bubanza Tanzania Kilosa
Cameroon Adamawa Il 8 Mahenge
Centre 1 Morogoro
Littoral 2 Ruvuma
North Tchollire Tanga
North Toubouro Tukuyu
South West | Tunduru
South West Il Uganda Kasese (Phase 1) 3
Western Province Arua Nebbie
CAR Basse-Kotto 3 (Phase 3)
Ouaham Pende Adjumani Mojo
Ouaka (Phase 4)
Chad Logon Occidental 5

Logone Oriental
Mayo Kebbi East
Mayo Kebbi West
Moyen-Chari

Congo Bouenza 2
Pool

DRC Bas-Congo 3

Sankuru
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Ethiopia Kafa, Shekka, 2

Bench Maji

North Gondar
Liberia Lofa, Bong, Nimba

N =

Malawi Malawi Extension

Thyolo Mwanza
Nigeria Adamawa 17

Cross river

Ebonyi

Edo, Ondo

Ekiti

Enugu, Anambra

FCT

Kaduna

Kano

Kebbi

Kwara

Niger

Osun

Oyo

Plateau Nassarawa

Taraba

Zamfara




Table 16. Combined epidemiological evaluation results for 1B

Cowntry ———— evastonares | tumber |

Burundi Bururi 3
Cibitoke Bubanza
Rutana

Chad Logon Occidental 7
Logon Oriental
Mandoul
Mayo Kebbi East
Mayo Kebbi West

Moyen-Chari
Tandjile
Ethiopia North Gondar
Malawi Malawi Extension

Thyolo Muanza

Nigeria Cross River 3
Ebonyi
Enugu Anambra
Kaduna

Tanzania Tanga 3
Tukuyu
Tunduru

Uganda Adjumani Mojo (Phase 4) 2
Kasese(Phase 1)
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Table 18. Delineation mapping, using skin biopsy

Country 2012 2013 2014 2015 Total
Angola - - - 15 15
Burundi -- 40 — = 40
Cameroon -- 40 - - 40
Chad = 23 12 6 1
Congo - = 28 16 44
Céte d'lvoire - -- 37 - 37
DRC - == 66 - 66
Equatorial Guinea = 40 -- 26 66
Ethiopia 45 -- 81 o= 126
Gabon = = 28 67 95
Tanzania

“mmm—

Table 19. Rapid epidemiological assessment of Loa loa (RAPLOA)
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Angola 42 108 == 114

Cameroon == 175 277 62 == == 29 269 = = 812
Car = = = = = = = 173 = = 173
Chad = = = = = = = m = = 111
Congo = = 40 == == == == 155 = = 195
Drc = = 187 1771 281 = 55 222 = - 2’516
Eq. Guinea = = = = = 84 == = = = 84
Ethiopia 13 15 -- -- -- -- -- -- -- -- 28
Gabon = = = = = = = 65 = = 65
Nigeria 13 63 37 = = = = 268 = 238 619
Sudan 18 211
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ANNEX 2: Research activities conducted by
TDR and APOC

Research supported by APOC

APOC, as OCP before it, considered ongoing research an integral part of the programme
to overcome obstacles which CDTI project areas, endemic countries and APOC as a whole
were facing for achieving their objectives or to optimize CDTI implementation.

APOC supported research in different ways:

1. Financial support for and, in some cases facilitation of, research addressing programme-
wide needs. These were identified and/or endorsed by the TCC and managed by the
UNICEF/UNDP/World Bank/WHO Special Programme for Research and Training in
Tropical Diseases (TDR).

2. Funding of operational research proposed to APOC by institutions in the endemic
countries and addressing needs identified within the country.

3. Advice to researchers who approached APOC for input. They were typically invited
to participate in TCC meetings to present their projects and discuss their questions
with the TCC.

4. Collaboration with external institutions in the implementation of operational research
funded by major research funding agencies.

APOC supported research managed by TDR
addressing programme-wide needs

APOC provided a total of US$ 11,159,860 to TDR. This amount was complemented by
funds provided to TDR by its donors or raised by TDR through grant applications. Inves-
tigators were selected based on evaluation of their research proposals by committees of
TDR nominated external experts. The research conducted can broadly be categorized
as follows:

2. CDTIfor control of onchocerciasis as a public health problem (sustainability, recording
and reporting at the community level, compliance, monitoring and evaluation, effect
on skin disease and ocular symptoms, DEC patch to detect residual active infection)

2. Safeimplementation of CDTI (development of method for mapping of areas co-endemic
for loiasis (RAPLOA), safety in loiasis co-endemic areas, clinical evaluation of drug
regimen to lower Loa loa microfilaraemia, outcome of pregnancies of women exposed
to ivermectin during pregnancy)

3. Search for ivermectin regimens, drugs or drug combinations with higher effect on
O.volvulus than annual ivermectin treatment (discovery of new compounds, clinical
trials of the efficacy and safety of ivermectin administered at higher doses or higher
frequency than during annual CDTI, combinations of ivermectin with other drugs,
new drug candidates)

4. Potential emergence of ivermectin resistance (clinical evaluation of 'sub-optimal
responders’, assays for detecting ivermectin resistance, modelling of the impact of
presence of 'sub-optimal responders' on effectiveness of CDTIL. This research was
initiated already in 1995 in collaboration with OCP and was continued with APOC
support - with interruptions - to date)
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. Use of the CDTI approach to address other major health problems (community directed

interventions)

Elimination of onchocerciasis with CDTI (Feasibility/proof-of concept of elimination
of transmission of O. volvulus with CDTI, delineation of transmission zones to support
decisions to stop CDTI).

. Beyond onchocerciasis (long term effect of albendazole-DEC treatment of Indian

children with LF)

APOC supported operational research addressing challenges
encountered within or across CDTI projects

APOC provided a total of US$ 478,995 (through 2012) for research projects submitted by
investigators with endorsement of the National Onchocerciasis Control Programmes

and approved by the TCC (55 funded/163 submitted projects). The research conducted

addressed the following issues:

1

CDTIsustainability at the national / sub-national level (engagement of stakeholders,
commitment of the health system at all different levels)

CDTI sustainability at the CDTI project level (mechanisms to increase the number of
community drug distributors (CDD), CDD motivation and retention, role of and type
of incentives, involvement of women, community ownership)

. CDTImonitoring and evaluation (community self-monitoring, methods for assessing

reported coverage relative to actual coverage)

CDTI compliance (impact of severe and serious adverse reactions to ivermectin in
Loa loa co-endemic areas, characteristics of systematic non-compliers, methods for
quantifying compliance).



ANNEX 3: Profiles countries visited

The countries visited present mostly similarities about the onchocerciasis control activi-
ties such as the process of integration of other diseases, the MTN in particular. But also

some specificities underlined in the following summaries.

DEMOCRATIC REPUBLIC OF CONGO

1.

The CDTI activities are moving well enough in this country with high demand of the
Mectizan. The onchocerciasis control activities are been integrated with the MTN.
The CDTI activities are not easy in many areas because of the difficulty of access. For
a while it was not possible to distribute in the communities in conflict zones. The
geographic coverage declared to the team of evaluators is 100% and the therapeutic
one is 80%. The coverages reported are not always reliable because the difficulty of
recuperation of the reports from communities by the hierarchiclevel (access problem).
Some project started only in 2010 and there is to continue the distribution during at
least 10 years more.

There is an important problem of supervision in DRC:

> Some projects cover more than one health district and there is no proximity supervi-
sion by district staff. The responsible of the project report directly to the central level.

> The central level has difficulty to supervise all the projects during a year because of
lack or financial resources. In fact, due to the big size of the country, the coordina-
tion of the Programme must take flight to visit the remoted areas. The budget of the
supervision available every year is six thousand (6000) USD in average.

. The motivation of the CDs varies from a community to another. In that visited there

where more than 10 distributors. The declared that they are happy with the incen-
tive given by some households in nature and are ready to continue the work till the
elimination of the disease.

. The high level decision makers met showed their interest to the onchocerciasis activi-

ties, the importance to build on the CDTI strategy and integrating those activities
with MTN. At this moment APOC is closing the will create a budget line for oncho-
cerciasis and the MTN.

The projects are supported by many NGDOs, but their number is not sufficient for the
size of the country. So far, their coordination is week and there is not an appropriate
coverage of the country ant it remains many “orphan” areas which need assistance.

The two Congo have trans-border transmission problem which need to be addressed

appropriately and ASP.

REPUBLIC OF CAMEROON

1.

Cameroun experienced the first Loa loa severe manifestations unfortunately with
death. Despite this sad experience the Ivermectin is largely accepted though out the
country and CDTI activities are been implemented without major difficulties. As in
almost the countries there are some cases of non-acceptance of the administration
of the Mectizan but the problems which need more attention is the incentive of the
Community Distributors. The Government has taken a decision in this regard to pay
25F CFA by person treated but for years, this decision was not translated into action.
The consequences are that some CD refuse to distribute the Ivermectin and keep
the drug or they distribute but keep the report and do not send or release it for the
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health centre. In some communities, the therapeutic coverage is still around 10%.
The overall therapeutic coverage declared varies from 72-80% and the geographic
coverage is almost 100%.

2. The Ministry of Health now has from the national budget 200 million of Francs CFA
for the motivation of CDs. It remains the problems of running and the other field
activities implementation cost of the Programme as supervision, epidemiological and
entomological evaluations at this moment which the APOC funds decreased drasti-
cally and there is not resource from Government or from elsewhere. That raises the
problem of continuity of the activities of onchocerciasis control and the MNT inte-
grated the problem of conservation of the assets and the durability of the Programme.
Some local initiatives facilitate the implementation of the activities. There is an inter-
esting example in the Littoral Province where the beneficiary population mobilize
funds for the Onchocerciasis and MTN activities.

3. There are NGDOs supporting the activities. They have a functioning coordination and
some of them anticipated already by increasing their activity budget. But it is sure
that it will not be sufficient and the efforts of the Government to include or increase
in the national budget plan a line for the disease control is crucial. It is also crucial
for the Programme staff, the national authorities and the NGDOs to initiate an active
resources mobilization mechanism for the continuation of the Programme in good
conditions. The country is not well covered by the NGDOs. A consensus mapping with
the national leadership for a better covering of all the endemic zones is crucial to
avoid “orphan” areas. Advocacy for development of new partnerships can be helpful.

4. Some stakeholders point out the weakness of APOC in operational research and wish
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that the new forthcoming entity must take this into account and put emphasis on it
for better results of the activities in the field.

REPUBLIC OF CONGO

1. The CDTIis in implementation in all endemic and targeted population. CDTI activi-
ties are decentralized, integrated in the MTN activities as reported by the national
management team. In the perspective of elimination of onchocerciasis, a mapping
of the disease is carried out even in the hypo-endemic areas in September 2014. This
mapping showed some areas in the hypo-endemic zones where the treatment must
be extended. In this perspective, the treatment started since 2014 in some districts
of those areas as the district of Kindamba in the Department (Province) of Pool.
For the planning and the implementation of CDTI activities, the community the
leaders as well as the CD are all involved. The high level actors as local political
authorities are also involved, especially in the sensitization of the population.
One of the most important challenges in Congo is the CDTI in the urban area (Braz-
zaville). The population living along the River Congo and Djoué, especially close
to the “Rapids” are continuously exposed to a high biting rate of the Simulium.
Unfortunately the distribution of Ivermectin to those highly at risk population is
very problematic. Our investigations showed that some people have never hear
about Ivermectin or its distribution. Some persons interviewed declared that the
last distribution took place 3, 6 or 8 years ago. It was not possible to meet any CD. In
the house of one of the heads of “zone” who are supposed to be the first supervisors
of the CDT], the wife of this Responsible of zone declared that since six years she is
living there but she has never seen a distributor and has never taken the Mectizan.
The average of CDTI coverage in the country is 100% for the geographic coverage




and around 80% for the therapeutic coverage. But there is often a large difference
between therapeutic coverage declared or reported by the CDs and the health staff
and those from evaluation in the field.

About the financing of community activities the rural communities are organized to
take in charge the CDTIL The Congolese Government has started to allocate 20 million
CFA per year for the onchocerciasis and MTN activities. This amount is decentralized
within the different Provinces. From the discussion with the Cabinet of the MoH,
this amount will be increased soon. The Country has also started to allocate running
funds for the health districts since 2013.

. The Programme of the Republic of Congo (Middle Income Country) does not have

other partners apart WHO and Sight Savers International SSItrough “I'Organisation
pour la Prévention de la Cécité” (OPC).

The capacities built by APOC are not sufficient. The staff trained for the entomological
and epidemiological survey don't have material to carry out those activities.

REPUBLIC OF CHAD

Chad is an example of well performing countries for many reasons.

1.

The CDTI progress is far on the way of elimination of the onchocerciasis in the
country if the efforts are maintained and increased the next forthcoming years. The
geographic and therapeutic coverage currently are 100% and 80-82%.

In the Community visited, the distributors don't claimed incentive but committed
themselves to continue the distribution as longer as possible, aware that is for the
wellbeing of all their community, including themselves.

. The Program of the Republic of Chad does not have other partners apart WHO and

BELAC (Bureau d’Etude et de Liaison des Actions Caritatives) which undertakes
sensitization on their radio and mobilization activities in the areas of their 20 Health
Centres trough out the country.

. The Government allocates in average 100 million CFA (for onchocercerciasis and

the MTN activities every year. The Country translates also into action its interest for
onchocerciasis, MTN and other diseases control, by organizing a monthly meetings
commonly called “Réunion du 24" every 24th or around 24th of each month for infor-
mation of the Government on progress on health issues including onchocerciasis.
The meetings are chaired by the President of the Republic himself with some seven
Ministers or more at his side. All the results and problems presented are discussed
and instructions are given by the President if necessary to Ministers concerned for
immediate action. Currently Chad 15 000 trained CDs. The Government has decided
to increase this number up to 40 000 to be involved in other health activities apart
onchocerciasis. All of them will be paid regular salary.

The national authorities are really concerned by the trans-border transmission, for
example in the district of Doba not far from Cameroun and RCA where the distribu-
tion is interrupted because of the conflicts and the district of Doba has registered
already nearly 60 000 refugees and returnees, mostly from RCA. There is a fear of
jeopardizing the good results obtained so far and the resurgence of the disease. The
authorities are also concerned by the rehabilitation of the persons already blind.
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NIGERIA

1.

Distribution is very dependent on APOC funding and assistance at the LGA an State
level on NGDOs. Much of the training and distribution activities are supported by the
NGDOs, who may contribute as much as 30% to the costs involved with distribution
in Nigeria.

The NGDO coalition meets twice yearly, and shares planning and resources for
NTD control in Nigeria. Some NGDOs now will use only CDTI for all community
programming.

. Some areas in the SW that are known to be Loa endemic, but these have been receiving

ivermectin for many years, without observed consequences.

There is a suspicion by some that the therapeutic coverage figures have been inflated.

. The NTDs have been well integrated at the Federal level under an assistant director

and each of the 5 NTDs has its own programme director. However the mapping for
some of the NTDs is incomplete.

These is an active M&E section which tracks the reports from the various programmes.
There is some skin snipping done and limited PCR. The PCR resources are located in
Kano and sponsored by the Carter Center.

There is considerable historical data from programmes and treatment which is incom-
plete. It is hoped that these data can be obtained from APOC before closure.

. The second meeting of the national onchocerciasis elimination committee has just

had its yearly meeting, assisted by the Carter Center, with attendance from CDC and
a representative from the Uganda Elimination Expert Advisory Committee.

APOC has trained entomology technicians in Nigeria. Nigeria has a number of fully
trained entomologists available to onchocerciasis elimination activities and other
vector-borne diseases.

The FMoH program personal lack vehicles and support to carry out any field supervi-
sion work.

10.1t is the feeling of some in the FMoH that there are foci where there is no longer active

transmission going on, however there have been no epidemiological surveys carried
out.In other foci there has been ecological change and in migration, perhaps changing
the characteristics of the entomology of onchocerciasis in these locations .

UGANDA

1.

The pattern of onchocerciasis in Uganda has been complex with a mixture of Simu-
lium naevi and S. damnosum. The focus at Jinja was eradicated in the 1950s with DDT,
and more recently two naevi foci eliminated with insecticiding. Uganda has had an
active entomological capacity stretching back decades.

Uganda was the first African country to develop an Onchocerciasis Elimination Expert
Advisory Committee which has been meeting annually for a number of years. The
elimination process has been carefully driven by evidence. The Carter Center has
supported PCR and ELISA laboratory facilities, the training of technicians and their
salary, even though nominally a MoH activity.

. The onchocerciasis programme activities have been well integrated into a national

NTS programme. Although it is still located in the vector control unit, there is a hope
the laboratories will become part of along awaited Uganda Public Health Laboratory.



4.

A major problem remains the cross border issues with South Sudan and DR Congo.
High level discussions have taken place with DR Congo, but ground level activities
have not followed, owing to a lack of resources on the DR Congo side. For South Sudan,
there has been an influx of refugees who have now returned, however instability has
persisted on the South Sudan side, which has interfered MDA.

Ivermectin treatment in Uganda is now done twice yearly in all sites. This decision
produced some tensions with APOC.

MALAWI

1

Malawi has had consistent high coverage of ivermectin through an aggressive CDTI
programme. The CDTI programme is integrated into the district health system.

An advantage of the Malawi programme is the presence of Health Surveillance
Assistance assigned to villages as part o health system. These HSAs act as supervisors
from the health system, and connect the communities with the first line facilities.
These HSAs are involved in mapping of populations and breeding sites. These HSAs
contribute greatly to the elimination efforts, but their contributions have not been
costed out.

. Ivermectin treatment has been in place since 1990, and CDTI has been the national

policy since 1997. Geographic coverage reached 100% in 1994, and therapeutic coverage
has exceeded 80% since 2006.

Arecent 1a assessment found only two persons with positive skin snips, one of whom
had come across the border from Mozambique for the day. It is likely that Malawi
will be able to stop treatment soon.

The Malawi government has been making regular contributions to the costs of
onchocerciasis elimination. The Malawi government contributions were 2012-
USD 240,698, 2013-USD 349,618 and 2014-USD 357,340.

In addition there were contributions from the Tea Association, as the major focus is
located in the principal tea plantation area.

Malawi has a NTD master plan in place, and is awaiting approval of a position to
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ETHIOPIA

1

Ethiopia has 12 million persons at risk of onchocerciasis in 17 zones in 9 states. Oncho-
cerciasis has been part of the integrated LF programme in co-endemic areas since 2009.

At the Ormia state level CTDI program includes Malaria and Vitamin A program-
ming as well.

. Delineation mapping has been on going in previously excluded hypoendemic areas.

In a number of these twice yearly ivermectin treatment has been started. Some of
these are contiguous with areas under treatment for a number of years, which will
extending treatment in the established foci for some years.

The Carter Center very involved in providing technical and financial assis-
tance. It has PCR laboratory which could be scaled up as needed for PCR
assessments. . Light for the World provides assistance in distribution.
These are the two main NGDOs present

Ethiopia Public Health Institute is increasingly active in the epidemiology and
entomology. There has been training by APOC and additional skills are available in
Ethiopia for PTS where this is required.

Health Extension Workers are assigned 2 per village and they supervise the Health
and Development Army workers.



ANNEX 4: Persons met

List of persons interviewed (group discussions were carried out with NGDOs representatives
and CDDs)

CAMEROON

Dr Roungou Jean-Baptiste
Dr Nnomzo’o Etienne

Dr Nko Ayissi Georges

Dr Etoundi Mballa Alai

Dr Didier Biholong

Njifendjou Jean Claude

Mr Ngara Bonguen
Denis Dieudonné

Nkwelle Patrice

Mbenda Behalal Georges
Ivaha Itoumbou Ntan
Hendji Yoya

Engama Augustin
Akongo Serge

Prof Kamgno Joseph
Biloa Jean Léandre

Onana Martin

WHO Country Representative
NPO MTN - Bureau OMS

S/Directeur en Charge du Paludisme et des MTN, Ministere
de la Santé Publique

Directeur de la lutte contre la Maladie, les Epidémies et
pandémies

Coordonnateur du Programme National de Lutte contre
I'Onchocercose

NPOC Financial Assistant

Regional Onchocerciasis Coordinator, Centre Region

IEF, Country Director President of the NGDO Coalition
Perspective Country Director

Perspectives

HKI Deputy Director

IEF, Finance Officer

SSI Programme officer

CRFilMT Director

CDD village of Song Onana (Okola HD)

COSADI President (Okola HD)
Chief of the Song Onana village

CHAD

Dr Yameogo Jean-Marie Vianny

Dr Djimrassengar Honoré
Dr Djebor Hamid

Dr Sherif Baladine

M. Najilar Lokemla

Faitchou Etienne

WR WHO/Chad

DPC WHO/CHAD

Directeur Général Adjoint des Activités Sanitaires
Directeur en Charge des Maladies Tropicales Négligées
Coordonateur National PLNO&LF

Governor, Logone Oriental Region

DEMOCRATIC REPUBLIC OF THE CONGO

Dr Kupa Mukengeshai
Dr Déo Nshimirimana
Dr Kobela

Dr Joseph Linguba

Dr Mukunda Faustin

Dr Loka Wonga Adrien
Dr Awaca Uvon

Dr Ndjemba

Secretaire Général, MoH

WR-DRC

Directeur de la Lutte contre la Maladie
Directeur, PNFL

Directeur, PNBI/PI
Coordonnateur National MTN

Directeur Adjoint/PNLO
Directeur PNLO

Point Focal Trachoma
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Dr Marcel Bakajika

Dr Daniel Shungu

M. Henry Limbaka
Junior Kazadi

Dr Arthur Nondo Shamba
Ms Evelyn Howatt

Dr Martin Ndombe

Dr Diallo Nouhou

Dr Paul Lusamba Dikassa
Dr José Mavuna-N’keto
Dr Michel Tambu

M. Pueata Kinkela

Kabuiki-Masala

Prof. Obengui
Dr Fatoumata Binta T. Diallo

Dr Missamou Francois

M. Hemilembolo Marlhand
M. Mamfoumbi Serge

Dr. Ray Mankele

Dr Motikeba Prosper

Dr Bassoumba Patrice Hilaire
Mme Bazolo Malanda Rosine Flore
M. Mieri Léon

M. Fila Dominique

Dr Moeti Matshidiso

Dr Joseph Cabore

Dr Daniel Kibunga

Dr Impouma Benido

Dr Alexandre Tiendrebeogo
Michel Sapoulou

Atipo Ibara Blaise |

Ossombo Benjamin

DEMOCRATIC REPUBLIC OF THE CONGO

Gouverneur de District’ Lions Club International
Directeur Exécutif, UFAR

M&EO & Point Focal MTN, CBMI-DRC
Point Focal MTN, WV-DRC

NTD Program Manager, IMA-DRC

Senior Program Officer IMA-DRC
Représentant, RTI-DRC

TA, WHO/APOC DRC

Resource Person — Former Director APOC
MCZ Ngidinga- MoH

Coordonnateur- Projet Bas-Congo, PNLO
Point Focal-PNLO Bas Congo
Superviseur SSP, BZS-DRC

REPUBLIC OF THE CONGO-BRAZZAVILLE

Director, DGELM
WR-Congo

Coordinator PNLO&LF ; ai Schistosomiasis & Geohel-
minthes

Programme Officer, PNMTN

Programme Officer, PNLSCH

WHO/Congo -WRai Essential Drugs Management Officer
WHO/Congo DPC

Médecin Chef du Secteur Opérationnel N°10

Chef du Centre de Santé Intégré de Louingui

Directeur de Cabinet, du Sous-Préfet - District de Louingui
Distributeur Communautaire, Village Nkana

RD, WHO/AFRO

DPM, WHO/AFRO

CDS ai, WHO/AFRO

NTD Regional Adviser-WHO/AFRO

Medical Officer-CM NTD-WHO/AFRO

Attaché/Cabinet MSP

Conseiller/Cabinet MSP

Conseiller administrative et juridique/Cabinet MSP



ETHIOPIA
Dr Pierre M'Pele K

Kadu Meribo

Solomon Gadisa

Dr Fitsumekibret

Mr Wasihun Edossa
Dr Mulugeta Abate
Aderajew Mphammed
Esjetu Sata.

Dr Tekole Endeshaw

WR Ethiopia

NTD program Officer/Onchocerciasis elimination focal per-
son Under the Director of Disease Prevention and Control

Programme Officer. Light for the World
NPO, Oromia State

Oromia State

NTD program officer WHO

Carter Center Deputy country rep
Carter Center M&E officer

Carter Center

GENEVA
Jane Stewart
Xavier Danny
Tony Ukety
Dirk Engles

Annette Kuesel

Chief Finance, Awards and Accounts, WHO

Senior Legal Officer, WHO

WHO, Onchocerciasis NGDO coordination

Director, Dept of Control of Neglected Tropical Diseases

WHO/TDR

LONDON
Carolyn Harper
Simon Bush
Camilla Ducker
John Gibb
Adrian Hopkins
MALAWI

CEO, Sightsavers

Regional coordinator (Ghana), Sightsavers
Health Advisor, DfID

Grants officer, DfID, Retired

Director, Mectizan Donation Program

Dr Eugene Nyarko
Mr Laston Sitima
Dr Storn Kabuluzi
Mr Roy Huya

Mr Loncy Sajemi

Patrick Lazalu, William Mpata,
Lameck Zidana, Boniface Bwanali,
Locusm Makunganya, Sheillah
Nanthuka, Zione Maguchu, Jessie
Mtefula

Chief Puli

WHO Representative, Malawi

National Onchocerciasis coordinator
Director Preventive Health Services MoH
Country Director Sightsavers

District NTD coordinator, Blantyre

Health surveillance Officers, Chileka

Puli Village
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Dr Bridget Okoeguale Director, Department of Public Health FMoH
Dr Rex Mpazanje Acting WHO representative, Nigeria
Dr Saka Onchocerciasis Programme manager
Dr. Cephas Tsevende ITYON- NTD Officer WHO Abuja
ZUGHUL
Dr Mary Stephen DPC WHO office, Nigeria
é Dr Emmanuel Davies Lymphatic filariasis programme manager, FMOH
g MR Michael Igbe Entomologist onchocerciasis programme FMoH
g':') Mr Nwoye Augustine Nkemng Programme officer Schistosomiasis/STH FMoH
% Ms Monica Ebosele Manager Trachoma programme, FMoH
% National Onchocerciasis Elimination Committee
% Dr Ima Chima Country Director for Helen Keller International
§ Dr Christopher S Ogoshi Director HANDS (local partner of CBM)
% Dr Abbas Dalhatu Deputy Director for NTDs, FCTA
% Dr Hadiza Valarabe Public Health Director, FCTA
E Dr Sunday Isiyaku Country Director Sightsavers
§ Chief Kabusa Chief of Kubusa chiefdom
E Dr Ifeoma Anagbogu National NTD coordinator FMoH
% Dr Emmanuel S Miri Carter Center Country Coordinator
) lveAnor___________________________________
Hon Dr Elioda Tumwesigye Minister of Health
Dr Edridah Tukahebwa Assistant Commissioner, Health Services
Dr Wondimagegnehu Alemu WHO Representative for Uganda
Dr Moses Katabarwa Carter Center, Atlanta
Dr Johnson Ngorok Country Director Sightsavers
Dr Ambrose Onapa Country Director Envision RTI
Dr Narcis Kabatereine Country Director Save the Children
Ms Peace Habomugisha Uganda NTD office
Mr Ochleng Orukan District Onchocerciasis coordinator Mbala district
Mr Ephraim Tukesiga Senior Vector Control Officer, Itwara
Mr, Gabriel Matwale LF Coordinator, Uganda
Dr Joseph Ruyomga District Medical Officer, Hoima
Mr Fredrick Byemume District onchocerciasis coordinator, Hoima

Mr Thomson Isingoma District vector control officer, Hoima




Andy chi Tembon World Bank
Emily Wainwright USAID
Darien Evans USAID
Bruce Benton Retired

Frank Richards

Carter Center

APOC

Dr Chris Mwikisa
Dr. Daniel Boayke
Dr Francois Sobela
Pascal Soubaeiga
Yacouba Issaka

Grace Nebi Fobi

COSADI: Comité de Santé de District

DGELM: Direction Générale de I'Epidémiologie
et de la Lutte contre la Maladie

PNLO: Programme National de Lutte contre
I'Onchocercose

PNBI: Programme National de Lutte contre la
Bilharziose et les Helminthiases intestinales
PNFL: Programme National de Lutte contre la
Filariose Lymphatique

PNMTN: Programme National de Lutte contre
les Maladies Tropicales Négligées

Acting APOC Director

Consultant entomologist
APOC-Health Systems Strengthening
APOC- Archives and data
APOC-Information Officer

APOC-Sustainable Drug Distribution Unit

PNSCH: Programme National de Lutte contre la
Schistosomiase

UFAR: United Front Against River Blindness
CBMI: Christian Blind Mission International
IMA: IMAWorld Health

MCZ: Medecin Chef de la Zone de Santé
TA: Technical Advisor

RTI: Research Triangle International

WR: WHO Country Representative

WVI: World Vision International

SSP: Soins de Santé Primaires
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ANNEX 5: Evaluation team travels

List of persons interviewed (group discussions were carried out with NGDOs
representatives and CDDs)

Sunday Monday Tuesday | Wednesday | Thursday Friday Saturday
1
GB leaves
Washington
2 3 4 5 6 7 8
Travel Ouaga Ouaga
(GB) Travel to Ouaga Ouaga Briefing- Briefing- To DRC
Ouaga Briefing Briefing Inception Inception
note note
To Nigeria
9 10 1 12 13 14 15
DRC DRC DRC DRC Chad Chad Chad
Nigeria Nigeria Nigeria Nigeria To EBB Uganda Uganda
16 17 18 19 20 21 22
Chad Chad Cameroon | Cameroon | Cameroon | Cameroon | DLA to OUA
Uganda Uganda To Ethiopia Ethiopia Ethiopia Ethiopia ADD to OUA
To Malawi Malawi To Ethiopia
23 24 25 26 27 28 29
Ouaga Ouaga Travel AFRO AFRO AFRO Brazzaville
Wrap-up Wrap-up writing writing writing writing
30 31 Sep 1 2 3 4 5
Brazzaville | Brazzaville | Brazzaville | Brazzaville | Brazzaville | Brazzaville | Brazzaville
writing writing writing writing writing writing writing
6 7 8 9 10 1 12
Brazzaville | Brazzaville | Brazzaville Travel Preparation | Preparation | Preparation
final draft final draft final draft
writing writing writing writing
13 14 15 16 17 18 19
Final report
Preparation | Preparation | Preparation | Preparation | Preparation 10 days
final draft final draft final draft final draft final draft after CSA
Comments
Team 1 Innocent Takougang
Komla Siamevi
Team 2 Sam Zaramba
Gilbert Burnham




Figure 7. the map of travels
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ANNEX 6: Inception report

Background

The control of onchocerciasis through mass drug administration began with the
provision of Mectizan® by Merck & Co. in 1987. APOC was created in 1995 to establish
country-led mass chemotherapy delivery to affected countries outside the OCP coun-
tries. The goal was to establish a self-sustaining program by the time of phase out. The
World Bank served as the Fiscal agent and the World Health Organization the executive
agent. The realization in 2009 that extended treatment could lead to the elimination
of onchocerciasis, transmission, not just the public health consequences of infection
changed the focus of the program. At the same time there was increasing interest in
other “neglected” tropical diseases. The life of the APOC program was extended until
December 2015, at which time it was envisioned a new entity would take responsibility
for the onchocerciasis elimination interventions.

The nature, structure and financing of this new entity was the subject of consider-
able uncertainty. A working group in Johannesburg at the end of April 2015, reached
a consensus of the framework which would provide technical support to countries in
various programmatic areas to achieve 5PC-NTD control and elimination goals. The scope
of the program, its governance and management structures, and its priorities were out
set out at this meeting.* Specific trust funds are set aside for priority activities during the
transitional period. APOC background information and plans for the program transition
are well documented elsewhere.

Evaluation

As part of the phase out of APOC activities a program evaluation was planned.? The
general and specific objectives from the terms of reference are set out below:

General objective of the evaluation

The general objective of this end of programme independent external evaluation is to
assess the effectiveness; efficiency; impact; sustainability; and lessons learned from
the conception, design, management of APOC Programme over the past years and make
available to its stakeholders relevant data and information, which can inform the next
projects / programme as there is now a paradigm shift from control to elimination of
Onchocerciasis in particular and the Preventable Chemotherapy Neglected Tropical
Diseases (5PC-NTD) 3

Specific objectives of the evaluation are as follows:

1. To assess the effectiveness and the efficiency of the programme and the extent to
which it has achieved planned or stated objectives as set out in APOC Programme
document (Phase I) ; Phase II and Phasing out period 2008-2015 ; Addendum for the
PAB 2008-2015.

1 Working Group Meeting on the Establishment of a New NTD Entity.28-30 April 2015.Johannesburg, South Africa

2 WHO African Program for Onchocerciasis Control Terms of Reference for the final evaluation of the African Programme for
Onchocerciasis Control. Ouagadougou 2015.

3 Onchocerciasis, Lymphatic Filariasis, Trachoma, Schistosomiasis, Soil Transmitted Helminths (STH)



2. Analyze the Programme’s wider impact and advise how lessons learnt from the
programme could inform future programming.

3. Toidentify best practices and describe the most significant lessons learned from the
success or failure of the operations undertaken in APOC areas relevant to the control
and elimination of onchocerciasis or other disease control activities.

4. To formulate conclusions of the evaluation and recommendations to each stakeholder
involved (Countries, WHO, donor community, NGDOs, etc.) which might be useful for
any international public health partnership program.

Realizing the importance of continuity, there will be an emphasis on lessons learnt and
practices developed during the APOC program which will strengthen the new 5PC-NTD
entity. At the same time the functions and methods of the 20-year APOC programming
will be carefully examined especially in regard to specific objective 1. The success in
reducing the burden of disease from onchocerciasis is available from program data,
mapping and transmission assessments. It is unlikely the team will chose to collect
any primary data in this area. Assessment of the stakeholder needs will be particularly
important, as their involvement in the maintenance of the achievements of APOC going
forward.

The team began work on 2nd August, spending four days in Ouagadougou with briefings
from APOC staff, review of reports and records from field data and creating the inception
report. During this time the team developed an interview guide to cover key questions
for the evaluation. Building on the Johannesburg meeting report, and in discussions
with APOC staff the team will identify key areas important to the success of the new
S5PC-NTD entity and the types of best practices important to continuing success. As the
country NTD programmes will be critical to the future activities, discussions with them
will be an important area of work for the evaluation team. There will be a particular
interest in the levels of support required and received from APOC.

Field work will be done in pairs starting on day 5. The use of pairs allows information to
be gathered from key informants by two persons with different perspectives. At other
times it allows the team to split and supporting information can be gathered from
several sources simultaneously, and records reviewed. The composition of the teams
will build around regional expertise and language skills.

Asthe next phase of onchocerciasis anticipates supports from donors, and visits to them
will help understand their perceptions of APOC. Donor-relations is an important part
of this evaluation, and looking for lessons learnt and best practices which can provide
recommendations for the emerging SPC-NTD program activities and the transition phase.
In allit is proposed spend 15 days in site visits working in two teams. It is clear that not all
countries can be visited, and not even all the priority countries, give a limitation in time
and resources. Field visits scheduling is complicated airplane connections. Listing the
countries as priorities or having important best practices or possible lessons learnt and
matching this with airline timetables, the map of travels shown in Figure 7 was created.
The priority countries, with supporting information are listed in Table 18 next page.
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Table 20. Evaluation team deployment

DRC Large country program with many complexities in reaching sites; mana-
ging Loa infected sites a major challenge to elimination

Rep of Congo Substantial burden of disease; problems with urban disease and chal-
lenges to adequate coverage in these areas

Angola Substantial burden of disease in a country where onchocerciasis pro-
gramming is not going particularly well. What are lessons learn from the
problems with programming in this mineral-rich country.

Cameroon Substantial amount of disease, and initially major complications from
Loaisis, but good control still being achieved. Active research in oncho-
cerciasis control on-going; what has this contributed to control and
elimination strategies and achievements?

Chad A well-functioning program with full support from stakeholders; what
are the lessons to be learnt for moving countries with similar epidemiolo-
gical patterns toward elimination?

Nigeria Large complex program with many activities at various state levels. Good
potential lessons on how to achieve commonalities in programming
when there are many state and LGA actors implementing programs.

Uganda Many foci of both S. naevi and S. damnosum, and an aggressive national
elimination program which has lessons for other locations and their
elimination planning.

Malawi One of the first countries likely to stop treatment, perhaps in 2016;
control achieved through consistent programming rather than Uganda-
type elimination activities; potentially important lessons to be learned
and practices to be recorded.

Ethiopia Large burden of disease with remote locations. Aggressive programming
underway; multiple challenges to programming

Atthe end of two weeks the teams will converge on Ouagadougou to consolidate informa-
tion gained so far in the field activities. Because of schedules and national holidays, team
one will then go on to DRC and Angola. However, information will have been already
shared by email as the teams moved around countries. In Ouagadougou the writing
responsibilities will be agreed for the evaluation report. The remaining information
to be gathered will be outlined A preliminary debrief will be provided to APOC staff.
From here GB will return to USA via Geneva and UK for key informant interviews in
these locations. In USA he will follow up with interviews at the World Bank and USAID.
It is anticipated a first draft will be ready in late September, which can be circulated for
comments. The final report will be submitted within 10 days of receipt of comments.
Two further activities will be the presentation of findings to the CSA in October and
the JAF in December by GB.



Table 21. Matrix of the suggested approach to review of country activities in partnership with APOC

effectiveness » What extent did the outputs (planned & Project Document
unplanned) contribute to the Overall Project Reports
+ Objectives? Why? Why not? Partners & Beneficia-
- Capacities of project partners ries Reports

- Availability & use of resources

« (develop matrix of planned objectives, outputs
etc)

« Addressed in relationship with assistance from
APOC

+ Relationship with APOC

« Community effectiveness

+ NGDOs

- Reports from country programs

Efficiency « Were the resources efficiently managed and Project Document
utilised? Project Reports
« Finances - procedures (reporting & budgeting); Project Staff
« Assets - use Partners

» Were the Outputs generated as expected (in
quality and time)?

+ Were there any unforeseen problems, how well
were they dealt with?
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Relevance « Establish whether or not the project design and Situation Analysis
approach was relevant in addressing Study (initial and
- the identified needs, issues and challenges facing  updates)
people, and the environment? Project Document
» To what extent does the project contribute to Intersessional Pro-
overall Key Results and strategies of gramme
« APOC?
Project Staff
Partner Organisa-
tions
Key Stakeholder
Groups
Impact » What impacts did the project have on; Project Staff
+ A) The people: Staff
» Income Partner Organisa-
« Equity tions
» Participation in decision making processes Beneficiaries

« B) The Environment:

» Species and Ecosystem Health?

- Were there any unintended positive or negative
impacts arising from particular

» outcomes?

Sustainability + Was the approach used likely to ensure a Project Document
continued benefit and/or use of the outputs and Project Reports
- outcomes after the end of the project? Why/ Why  Partners and Benefi-
not? ciaries Reports
« stablished structures, mechanisms, financial Project Staff
resources, materials, Partners
« Levels of stakeholder participation; Key Stakeholder

« Levels of partners & stakeholder engagement; Groups




Table 21. (continued)

Lessons » Lessons learnt regarding the project structure: Project Reports
Learned » Management structures (human resources,
financial management etc)? Project Staff
« Decision making structures? Partners
+ Processes used for monitoring, reporting and Key Stakeholder
assessment? Groups
» Lessons learnt regarding project strategic
approach:

« Stakeholder involvement?

« Partnerships formed?

« Operational strategies used in implementation?

« Lessons learnt regarding the initial assumptions
and hypothesis made during project design:

« Co-management

» Another project was to be designed what would
be done differently

Issues going
forward

Table 22. lllustrative questions to be considered by the evaluation team (not exhaustive)

Category Information to collect
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Program Ivermectin tablets, APOC Management,
inputs . . Logistic and Finance
Equipment (vehicles, computers....) departments
Financial resources for field operations....
Human resources available for programme
management and field operations
Processes The bulk of questions fall into this area
number of monitoring exercise carried out/ APOC Management,
planned Operations departments,
. . . . Recent reports on APOC
outcome of epidemiologic evaluation 0 .
perations
outcome of sustainability assessment/plan-
ned and carried out
Program sustainable country programmes within 10 APOC Management,
outputs years of operation (target treatment cove- Operations departments,
rage reached; sustainable funding, ...) Recent reports on mid-
term and Other External
evaluations
number treatments administered, therapeu- APOC Management,
tic coverage, geographic coverage Operations departments,
Recent (Latest) reports on
APOC Operations
Lessons Various studies on the use of the CDI Scientific reviewed literature
learned approach for other health interventions,
from APOC

Effect of CDTl implementation on the func-

operations
s tioning of country health systems...).




Table 23. APOC final evaluation (draft list of questions addressed to Key Stakeholders)

I I

What were the main achievements of TCC, CSA Members and APOC

APOC? Countries (Onchocerciasis National
coordinators, official in charge of
Disease Control).

How did they align with the stated objec- TCC, CSA Members (NGDOs, donors
tives? Countries, ) and APOC Countries
Some observers state that APOC is on the CSA Members, APOC Countries,

verge of achieving elimination in about nine  scientific literature
countries. Is this accurate?

How close do you think we are in achie- TCC, CSA Members and APOC
ving elimination in the other sub-Saharan Countries, NGDOs, scientific litera-
countries? ture

Some observers have stated that the pursuit ~ TCC, CSA Members and APOC

of elimination may have inhibited the achie- ~ Countries, NGDOs, scientific litera-
vement of sustainability for CDTI — another ture

APOC objective - because it involves stop-

ping treatment earlier than might otherwise

have occurred. What is your opinion on this?

Has APOC succeeded in preventing trans- TCC, CSA Members and APOC

mission in its target areas? Countries, NGDOs, scientific litera-
ture, APOC Reports on programme
achievements
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Are there gaps in transmission control TCC, CSA Members and APOC
which might lead to recrudescence in Countries, NGDOs, scientific litera-
cleaned areas and elsewhere? (Probe for ture

hypoendemic areas)

As APOC closes, how can we insure that the TCC, CSA Members and APOC

gaps in treatment and/or gaps in halting Countries, NGDOs, scientific litera-
transmission is follow-up on ? ture

Itis planed that NTD interventions post TCC, CSA Members and APOC
APOC will be country based. In your opi- Countries

nion, how can we insure that cross border
issues are properly addressed?

How can we insure that the special needs APOC Countries — (Onchocerciasis
of countries experiencing instability are National coordinators, official in
accounted for, given that bilateral aid is charge of Disease Control).

limited or non-existent?

Did the APOC partnership, including fun- Donors and Donor Countries —
ding members, pharmaceutical companies,

endemic countries and philanthropic func-

tion as intended?

Have there been enough donor engage- Donors and Donor Countries —
ment, including concertation in the mana-
gement of APOC activities?

Has there been enough accountability for Donors and Donor Countries —
the funds that you disbursed by donors?

Has there been any gaps in the justifications ~ Donors and Donor Countries —
of the expenditures of funds disbursed by

your institutions or others that you may

know of?




Table 23. (Continued)

[ ten | Question | Whoshouldanswer

What is your general appreciation of the Donors and Donor Countries —
way your contribution was managed and

justified by APOC?

Some observers stated the lack of Donor Donors and Donor Countries —

Conferences after 2004, a drop-off in bila-
teral visits to donors led by the World Bank
created a loss in donors’ engagement and
sustained funding to APOC. What is your
opinion about this?

Have you ever perceived a gap between APOC Countries (Onchocerciasis
your contribution and your participation in National coordinators, official in
shaping the evolution of APOC into a wider charge of Disease Control).

NTD entity.

What are the key partners that support the Onchocerciasis National coordina-
implementation of NTD control activities in tors, official in charge of Disease
the country (NGDO, Donors, Others, ..) Control

In your opinion, could this be a justification
for the decline in donor funding for APOC
operations? Can you explain further?

How has the rapid turn-over in programme
management impacted on partners’ invol-
vement (countries, donors)?

Some observers have stated that the chai- NGDO group, APOC Country, TCC
ring of the CSA by WHO was- setting up a members, CSA members
situation where the executing agency has

been, in effect, reporting to itself. What is

your perception of that? Could you explain

further?
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Has community directed treatment conti- APOC Countries
nued to function as intended?

In your countries did the mass treatment for
onchocerciasis continued as intended in the
current year?

Are volunteer CDDs able to continue to do APOC Countries, NGDOs, scientific
the job on a sustainable basis? literature

Are they capable of delivering medications APOC Countries, NGDOs, scientific

for the other NTDs, in particular LF? What of literature, communities

other three PCT NTDs?

Are the CDDs carrying out any other com- APOC Countries, NGDOs, scientific
munity health tasks? How does this further literature, communities

involvement affect the delivery of oncho-
cerciasis treatments?

Are the current government and NGDO APOC Countries, TCC members
inputs in terms of training and supervision

at the community level adequate to achieve

sustained community-directed treatment

and eventually elimination of onchocercia-

sis?

Is there a uniformity and consistency in TCC members
government policies across the APOC
countries to facilitate program operations?




Table 23. (Continued)

[ ten | Question | Whoshouldanswer

Have there been reports of inconstancies in TCC Members - Members of CSA
government policies across APOC countries

regarding program operations? (Mectizan

supply, match up government contribu-

tions, NGDOs contributions, roll out of

different program components, Programme

resources management).

What resources financial does the country
contribute for onchocerciasis control acti-
vities?

How has APOC financing in sustaining CDTI NGDO
projects facilitate your participation in pro-
gramme implementation?

How will your NGDO cope to fill the gapand ~ NGDO
follow-on country-based program, upon

APOC closure?
What do you consider as the main achie- NGDOs, APOC Countries, members
vements, that worked via the partnership, of TCC and CSA, Donors.

which may be relevant for the establish-
ment the new NTD control entity which is
planned to pick up when APOC closes in
December 2015.

What do you consider as the main draw- NGDOs, APOC Countries, members
backs, that did not work via the partnership,  of TCC and CSA.

which may be relevant for the establish-

ment the new NTD control entity which is

planned to pick up when APOC closes in

December 2015.
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The Evaluation Team

Wide ranging consultations were carried out to identify team members who would not

only understand the role of APOC, but have specific technical skills and a good under-

standing of the context in which CDTIis being provided. Further, all needed to be able to
commit the month of August for the field work and to be able to travel to various field

sites. The members of the were selected from a number of candidates:

1. Innocent Takougang, Cameroon

B.Sc.in Zoology (1983, M. S. in Animal Biology (1984)
University of Yaounde, Faculty of Science

M.S.PH. - Parasitology (1986 ), Ph.D.in Parasitology (1990),
Tulane University School of Public Health
Foundation for Health Research & Development. Director (2005-

Lecturer, Senior Lecturer, Associate Professor —Higher Teachers Training College (ENS),
Faculty of Medicine & Biomedical Sciences (University of Yaoundé I) 1992-

Coordinator of the Public Health Graduate Programme —Department of Public Health
(FMBS).2009-.

Technical Advisor for NTDs Christian Blind Mission International (CBMI). 2011-2013 .
Consultant ENVISION Coordinator. IMAWorldHealth DRC- Country Office. 2015.

Samuel Musa Zaramba, Kampala, Uganda

MBMS (1973), MMed 1978 Makerere University College of Medicine, Uganda

Director of Health Services in charge of Clinical and Public Health Services (1995-2006).
Director General of Health Services in the Ministry of Health of Uganda (2006}
Chairperson of World Health Organization Executive Board for one year (2009-10)
Vice-Chair of WHO African Partnership for Patient Safety (APPS)

Board Member; Schistosomiasis Control Initiative (SCI) of Imperial College London.
Chair, Monitoring and Evaluation Committee, WHO Neglected Tropical Diseases, Stra-
tegic Advisory Group (STAG).

Chair, Transitional Task Force for APOC and Member of the Technical Consultative
committee (TCC) of APOC.

Member, Mectizan Expert Committee of Mectizan Donation Program.
Co-chair of WHO Ebola Advisory Committee.

3. Siamevi Komla, Lome, Togo

MD, MPH, epidemiology

WR Gabon 2010-2012

WR Cite d'Ivoire 2005-2010

Chief, Planning, evaluation and Training OCP/APOC 2001-2002
Director General, Togo Ministry of Health 1987-1994

4. Gilbert M Burnham, Baltimore, USA



e MD,Loma Linda University, California (1968) FACP (1980) MSc Tropical Medicine (1976),
PhD tropical epidemiology (1988), London School of Hygiene and Tropical Medicine.

» Hospital Director, Malamulo Hospital, Malawi, 1976-1991.

e Mectizan Expert Committee (2000-present, with some breaks), currently chair

e Professor of International Health, The Johns Hopkins Bloomberg School of Public Health
(1999)

e Team leader, Evaluation Red Cross Ebola control programmes, Guinea, Sierra Leone,
Liberia.

The team has been in regular contact with exchange of documents and the review of
various evaluation proposals. Consulting agreements between the team members will
be executed by APOC.

Management plan

This evaluation will be managed by Prof Gilbert Burnham from the Johns Hopkins
Bloomberg School of Public Health, Baltimore. He will be responsible as coordinator for
this evaluation working closely with other members of the team. Liaison with APOC
leadership for planning, technical and logistic support will be his responsibility. The
submission of the draft and final reports in a timely manner as well as presenting find-
ings to the CSA and the JAF are his responsibility. Other team members will be involved
in making presentations as deemed appropriate.

Timelines

These are set out in the calendar of activities. The crucial point is the production of
the final report. The team will endeavour to get the draft report completed as soon as
possible after return from field data collections, and I believe that within one week we
can have the major components together. The final report depends to a great degree on
how quickly the comments on the draft can be received and incorporated.

Translation in to French

APOC has kindly agreed to oversee the translation into French. The French speaking
members of the team will review this for fidelity of translation.

Publication

Itis the general expectation of any activity undertaken by academic institutions such as
JHU that publication of findings from reviews may be a result from this work. However,
Dr Burnham recognizes that ownership of the data collected in this evaluation exercise
rests with APOC and WHO. If it is deemed appropriate to pursue the idea of publication,
this will be done in close cooperation with APOC, and those contributing from the APOC
side will be recognized as authors in the final publication.
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