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CASE-CONTAINMENT STRATEGY
FOR ERADICATION OF DRACUNCULIASIS IN AFRICA

Introduction.

Complete and rapid interruption of all transmission of dracunculiasis ("zero cases”) will require that all
national eradication programs implement & case-containment strategy in all endemic villages as soon as
possible. In 1991, the World Health Assembly declared its commitment to the goal of eradicating
dracunculiasis by the end of 1995, this being technically feasible given appropriate political, social and
economic support. As of September 1994, of the 16 national Guinea Worm Eradication Programs in Africa,
only a handful have begun to implement case containment. In Asia, India and Pakistan have both done so.

There is no drug or vaccine 10 treat or prevent infection and thereby prevent transmission, and each worm
which emerges but is not detected risks the possibility of new infections a year later, ss & result. During
the last stage of development of a dracunculiasis eradication program, it is essential to develop capacity
at the village level to detect all infected persons very rapidly and to manage each patient 50 as to preve 1t
infection of others in the community.

It is 1o less essential to ensure that the necessary measures at village level for case containment are being
taken reliably, and in a timely and effective fashion. This requires regular and frequent supervision and
support of the activities in each endemic village, and monitoring of the program at every level. It also
requires an intense nationwide public awareness campaign, using all available means to disseminate
information about the eradication campaign to mobilise everyone.

This paper summarises relevant information regarding the case-containment strategy for eradication of

dracunculiasis, to make it more conveniently available to leaders of national and regional dracunculiasis
; ¥ g

eradication programs at this critical juncture in the global campaiga.

Definitions,

Case containment in dracunculiasis eradication is the process of completely preventing transmission of
dracunculiasis from an infected individual (called for purposes of convenience a case)} to other persous.

Case-containment strategy is a systematic plan to detect cases of dracunculiasis rapidly (preferably before

worm emergence) in each affected village and immediately contain each case to eliminate the possibility
of further transmission.

Measures to be taken by the Village Health Worker {(VHW).

Effective case containment depends on measures taken by the VHWSs and by their supervisors. The list of
measures which follows is intended to convey the essential tasks involved in case containment, not as 2
manual for VHWSs. Each national program needs to produce its own manuals, adapted to local conditions
and strategy, for VHWs as for other program WOTKErs.

Establish arrangements to ensure that all cases can be consistently detected very quickly, preferably before
worm emergence. In practice, this means that patients, their relatives and their neighbours should be
motivated to come and report to the VHW spontaneously. Continued active surveillance by the VHW will
assist this.
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Interview each patient to assess whether the individual may already have contaminated any source of
drinking water, so that preventive measures can be taken. The patient and members of the household should
also be educated during the interview to ensure that the patient does not enter water sources while the worm
is smerging.

Treat the patient (see Appendix 1). The offer of free treatment is an important motive for self-reporting
of cases, especially if it is relatively painless and helps to promote rapid emergence of the worm. It also
helps to prevent transmission and infection of the wound.

Mobilise the community to undertake appropriate preventive measures such as preventing entry of cases
into drinking water sources, using safe sources (where available) for collection of drinking water, or
filtering copepods out of unsafe drinking water. The community should be informed of cases detected and
contained during each month, and of any water sources which they may have contaminated. (Publications
giving details of health education and mobilization strategies are listed in Appendix 6.)

Ensure that all households in the village have cloth filters in good condition, if appropriate, and know how
to use and maintain them,

Fill out the appropriate case containment form (see examples in Appendix 4},

Report the occurrence of each case to supervisors as rapidly as possible, to permit confirmation of the case,
verification of containment, and further action.

Measures to be taken by the supervisor during village visits.

Check the information recorded in the village case register and any additional case confainment form.
Confirm the diagnosis of all cases if possible, and verify whether they have been successfully contained.
Collect, review and record travel histories. A form for reporting of cases from other countries is given in
Appendix 5; similar forms can be used to report cases imported from other regions. The supervisor should
also correct any deficiencies discovered during the confirmation of the case and its containment.
Observe and support health education given by the VHW, to cases and/or at public meetings. If possible,
organise a public health education session during the visit, to publicise recent case detection and potentially
contaminated sources.

Check and replenish the VHW’s stock of cloth filters and medical supplies.

If appropriate, pay rewards due to cases and those who have reported them.

If appropriate, arrange for treatment of potentially contaminated drinking water sources with Abate.
Report cases and their containment to district level for further action, and if appropriate refer cases for
surgical extraction.

Supplementary measures from district level.

Offer cases medical care to prevent or treat secondary infection or to facilitate worm extraction ss an
incentive for early case reporting, as resources permit. Surgical extraction may aiso be offered, s long

as staff are available who have been trained to do it safely and painlessly, and also tetanus immunization.
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Treat sources of drinking water with Abate if they may be contaminated by cases, beginning within 7 days
after contamination possibly ocourred, and every four weeks thersafier.

Offer rewards (cash or in kind) to persons who report cases, who have the disease themsslves, and/or who
notify program representatives in time for case containment to be carried out, and/or who comply with
containment procedures, 88 possible and sppropriste. Rewards may slso be offered to whole compunities
which report and contain all their cases.

Operational reguirsments,

There may be variations i how conlainment is carried out in en individusl program or in individual cases,
but two operational requirements guide sffective case containment:

B ench new case most be detected guickly (before or within 24 hours of worm emergencel; and
5 each case must be contalned bmediately and so completely that there is no possibility of
transmission o other persons.

For any program to have a f&%{}ﬁ&%}i@ %x;&%;aiwﬁ gf‘ zgﬁaﬁimg these requirements a solid foundation must
be in place; at 2 mindnus a8 endemic com % he known and appropriately trained village
health workers must be available for each of these cﬁmzzzﬁmiigg

YHWs will not carry oul case coptainment effectively and reliably unless they are regularly supervised.

Iz practice, full case contalmment cannot be sssured unless they are visited ot least once & week: this
frequency also allows the supervisor 1 treat polentially confaminated waler sources in time to prevent
transmission. A system to provide regular supervision, feedback to village lovel of the program’s
performances, and monitoring of the program at all levels is essential, but uenally accounts for most of the
cost of & Dracunculiasis eradication program. The intensity with which this supervision can be provided
will depend on the terrain, on the resources available, on the number of endemic villages and cases, and
on other factors.

Increasing inlensity of supervision,

Iz some districts, the respurces available for dracunculiasis eradication (such as funds, vehicles and stafly
do not ensble supervisors fo visit sach endemic village more freguently than once 2 month. Bven in such
conditions, it is feasible o implement 2 strategy involving some containment measures carried out by the
village health worker (see Section 3 gbove). This cannot be called fully-fledped case containment, but is
referred to here as "Intensified Case Management®.

In districts where more resources are gvailable or can be obtained, or when the number of endemic villages
i & district is smaller, it should become possible to incresse the freguency of supervisory visits by each
VHYW’s supervisor fo af least once 3 week. The supervisor can then personally confirm the disgnosis and
containment of each case reported, and take remedial measures if appropriate, such as Abate treatment of
water sources, Thers would #lso be more frequent monitoring visits %33 each @Fzﬁag% %}f é‘iﬁ supervisor at
district level, possibly 2 medical officer. This is referred o below a8 “gass ¢ 3

When only soall mumbers of cases remain, and the availsble resources can be concentrated on 2 few
endemic villages, the case-coniainment strategy can be intensified 1o 2 lovel where the VHW reporis ali
cases to the supervisor within 48 hours, for immedisis confirmation of the diagnosie and the contaimment
measures. This is termed “intensified case containment™.

Sugygested guidelines, and an ouiline of the resources required, for each of these three lovels of intensity
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of supervision are given below. Countries must decide which level is appropriate in sccordance with the
resources available to them and the number of cases and endemic villages in each district. However, the
choice for each district should be part of a coordinated national strategy. For example, there is not much
sense in investing heavily in a full case-containment strategy in & few low-incidence districts, when other
districts in the area still have hundreds of cases and have not even achieved the regular monthly supervisory
visits which are essential to Intensified Case Management. Priority in resource allocation should go to the
most endemic regions and districts.

However, it takes time to develop the detailed strategy appropriate to each region and to pain experience
of implementing it on the ground. For that reason, all endemic countries should aim to implement cass
containment as soon as possible, in all areas where it can be done without diverting supervisory and
financial resources to the detriment of the program in the more highly endemic parts of the country.
Certainly it should already be possible to implement at least Intensified Case Management in most of the
endemic districts of Africa.

A pumber of countries have endemic districts or regions where circumstances are especially difficult, due
to civil strife, inaccessible terrain, or very great distances. Monthly visits may not always be feasible in
such areas, and special strategies for case containment are needed. These are likely to involve
decentralisation of supervision to local level.

Table 1 outlines how the case-containment strategy differs from the strategy employed earlier in a typical
national dracunculiasis eradication program. The most important difference between the two strategies
is the need during case containment {0 respond to each detected case asan urgent medical emergency
in order to achieve the greater effectiveness of control measures which that sirategy requires.

Supporting elements.

As already mentioned (paragraph 1.3), a national case-containment strategy must include an intense
nationwide public awareness campaign, using all available means to disseminate information about the
eradication campaign with the intent of mobilizing everyone. Key messages should cover the following

points:

» the individual’s role in preventing transmission, i.e. filter all drinking water, do not contsminate
sources of drinking water, prevent other persons with Guinea worm lesions from contaminating
sources of drinking water, and

» procedures for containment of cases, including rewards for reporting Gf appropriate).

Indeed, the awareness campaign is all the more {mportant when the number of endemic villages and cases
is small. When intense supervision is focussed on the few endemic villages which remain, the danger, and
the harmful consequences of a case arising in & previously non-endemic village and not being adequately
contained, are far greater. Awareness among the public at large is essential to rapid detection and effective
containment of such cases.

Efficient functioning of the other elements of a basic Guines worm eradication program becomes even more

necessary when a case-contamment strategy is implemented. These include:

» Regular monitoring and timely supervision of the activities of the village health worker. Forms
and checklists are powerful managerial tools to ensure this, though they should only include the
minimal necessary information that will be used (See Appendiz 4).

» Liaison with the national water sector to provide safe drinking water to as many villages with
endemic disease as possible, particularly villages with large numbers of cases.
® Compulsory notification of cases of dracunculiasis by all primary health care posts, health centres,
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hospitals eic.
Standards for case containment.

Table 2 shows the conditions which are probably required for effective implementation of & case-
containment strategy at each level of supervision intensity without massive additional resources. Note that
an important precondition, and also a standard to be maintained by the program, is that there should not
be more than 500 people per VHW, and that each supervisor should not be responsible for more than 20
YHWs, snd preferably less than 10.

Table 2 also shows the essential standards applicable to the implementation of case containment with
supervision at each level. These are minimum standards, and programs should aim to exceed them where
conditions and resources permit.

An outline of the personnel and material resources required for each level of supervision is given in Table
3. The requirements are similar in spite of the progressive increase in the intensity of supervision from one
level to another, because at each level the resources can be focused on a smaller number of cases and
endemic villages.

Appendix 2 illustrates the working of the Intensified Case Management strategy in further detail. Each
country needs to work out its own strategy, at the level appropriate to each district, in similar detail.
Examples of the development of case-containment strategies in individual countries are given in Appendix
3. Appendix 4 gives examples of some of the forms used in case containment and for monitoring. These
would need to be adapted to local conditions before application in other countries.

Standards for supplementary interventions.

If Abate is used in response to reporting of specific cases (as in full case containment), it should be applied
within 7 days of worm emergence to any source of drinking water that may have been or may yet be
contaminated by the case. The timing is within the period required to kill copepods that may have been
infected from the first day of worm emergence. After the first treatment, Abate should be reapplied every
30 days throughout the transmission season. The persons who apply Abate should be trained to do so in
accordance with the appropriate guidelines and their work should be monitored regularly. Village workers
involved with other aspects of case containment should not be expected to apply Abate.

If cash rewards are offered as an incentive for case detection, at least 80% of household heads in the area
(not only in the known endemic villages) should be aware of the reward offer, and rewards should be paid
immediately on confirmation of a case. Reward incentives can strengthen case detection (and compliance
with containment measures) but they will not be effective unless they are widely advertised and understood.
A reward that is not large enough to encourage some attempts at cheating is not enough to be effective,
so that careful case confirmation is required. Rewards to whole communities are ethically preferable and
may be more effective in promoting containment.

If surgical extraction is offered to strengthen case detection and containment, trained and well supervised
technicians should be employed so that cases will have access to a safe extraction procedure, without
charge, either on demand at a health centre or by a mobile team visiting every endemic village no less often
than fortnightly. This potentially powerful tool should be closely monitored to assess safety and prevent
sbuses. If it acquires a reputation as a painful procedure, patients will not seek it and it will not help the
program.
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Monitoring.

Programs should monitor each month:

1) the proportion of all cases reported that month which were successfully contained;
2) the proportion of endemic villages under case containment; and

3) the proportion of endemic villages under intensified case management,




Table 1: Differences in standards under the basic and the case-containment strategies of eradication.

Activity

Basic eradication siratepy

Case-containment strategy

Case detection

Village-based. Enumeration of
cases each month,

Village-based detection of each case
before or within 24 houss of the
emergence of the Guines worm.

Case confirmation

Ccecasionally by supsrvisor of
YHW during monitoring.

Each case and its contalnment must be
confirmed by the supervisor on the
next supervision visit.

Case recording and reporting

Case registers, monthly.

Details of whether each case is
contained. For full case contaiment,
the reporting is within 7 days.

Travel history

Oanly in villages reporting few
cases to check if cases are
imported or indigenous (Le. if
villages had cases last year).

Ascertain whether patient may have
contaminated water sources since
worm emergence. For full case
containment, potify imported cases to
their ares {or country) of origin.

Case management

Medical care for individuals if
available,

Trsmersion and occlusive bandaging
discoursge transmission, and 28 an
incentive for self-reporting (sse
Appendiz 1L

Health education

Periodically, for the village,

Imumediate education of the patient and
family regarding prevention of
contamination of water. Bducation of
community, giving information on
cases detected recently, and socurces
potentially contaminasted by them.

Cloth filters

Distribution to all affected
villages without safe water, once
before each transmission season.

Immediate check of availability if
appropriats and, if not available,
distribute $o all households in the
affected village(s).

Yector control

Abate applied in sslected sources
of drinking waler once per
month.

Abate applied, if sppropriate, within 7
days of worm emergence in sources of
waler potentially contaminated by the
patient; end monthly thereafter.

Rewsrds/awards

Wot sppropriaie, except ©
sxemplary program siaff end
YVHWs.

Highly recomumended, especially in
intensified case containment.
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Table 2t

containment with supervision at each level of intensity.

Conditions probably required, and guideline values for effective implementation of case-

Intensified case

Case containment

Intensified case

mansgement containment
Reguired conditions (Each is & maximum)
Endemic villages 30 10 6-7
Casesfeillage/month 30 iz 4-5
{Pesk month; most endemic village)
Cases/village/vear 100 35 16
{Most endemic village)
Cases/district/year 1000 350 100
Population per VHW 500 500 500
YHWs per supervisor 20 (preferably 10) 4 3
Cuidelines/standards:
Case detection time 24 hours 24 hours 24 hours
Reporting time to supervisor 30 days 7 days 2 days

{(supervisor’s visit) (supervisor’s visit) (VHW reports)

Case confirmation

sample of cases

all cases, by
YHW's supervisor

il cases, by
district staff

Frequency (Or max. response time) of per case,
visits by supervisor to end. village 30 days 7 days within 3 days
Frequency of district coordinator vigils

- to each supervisor 30 days 30 days per case

- 1o each endemic village 180 days 60 days per case
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APPENDIX 1: TREATMENT OF DRACUNCULIASIS CASES

The treatment of Guinea worm patients is an essential component of case containment strategy, for the following
FEAE0NE.

B The offer of treatment is an important factor in motivating patients fo report to the VHW;

» The provision of care is rewarding to the VHW, and helps to ensure better case reporting;

» The reduction or elimination of secondary infections by this means reduces the incidence and duration of
dissbility dus to guines worm;

» In endemic communities, & person with an emergent worm is often not considered to be sick. If the sile

of emergence of the worm is not such as to prevent the person from going sbout, the patient will continue
"slmost normally” with their daily activities, which will tend to spread the infection. The application of
s bandage transforms the patient into a "sick person”, who will be more likely to be locked after by their
family and less likely to contaminate water sources.

THE DIFFERENT STAGES OF INTERVENTION

There are no "miracle remedies” for Guinea worm disease, and each national or regional coordinator will need to
adapt the treatment offered to suit the means and skills available. Not all existing traditional practices should be
rejected; rather, the work of traditional healers should be adapted and completed so that "modern” methods can be
incorporated into the existing systems providing care.

i, Before gﬁ%{géﬁﬁ% of the worm.

A few days before the formation of the blister which precedes the emergence of the worm, one is aware
of the movement of the worm beneath the skin. This is the only stage at which surgical extraction of the
worm may be attempted. This technique, developed by an ayurvedic practitioner, has given positive vemilis
in Rajasthan, India, and in Ghana; however, it is not recommended for application on & wide scale
because it requires great skill and there is a high risk of breaking the worm in the process, with serious
consequences for the patient; pain, and possible secondary infection. On the other hand, the application of
wet compresses and medication (paracetamol) for the reduction of inflammation, fever and pain are
recommended.

Z. When the blister burstis,

In the middie of the ulcer formed when the blister bursts, something white can be seen; this is the front
of the worm. Take hold of it and pull very gently. The first few centimetres come easily, as the worm
stretches. As soon as one encounters any resistance or the patient shows signs of pain, stop immediately
and roll the protruding part of the worm around a small stick such as a matchstick. This is known as the
"sraditional method”, and is highly recommended. The worm should be wound around s stick because
otherwise it tends to be pulled back into the wound. Antibiotic cintment applied to the open lesion will help
to prevent the risk of secondary infection.

& Although it is not on the list of essential drugs, Chlortetracycline 3 % skin ointment, Aursomyein®,
is most commonly used in French speaking African countries, where it costs sbout US$ 0.40¢ for
a 15g tube. One can also use ophthalmic ointment with 1% or 3% in tubes of 5g at 15¢ each.
Other ointments may also be used; Oxytetracycline, Tetracycline-Polymixine (tried successfully
by the Danish Bilharziasis Laboratory in Ghana) and Neomycin(Smg)-Bacitracin(S001U).




After application of the ointment, cover with a compress and protect with a gauze band (occlusive
bandage). This should be repeated until the worm is completely removed. It is easy to know when the last
part of the worm is removed, as its end is hook-shaped. Depending on the worm’s path, the worm can
sometimes be extracted all at once. However, this is exceptional and usually it is necessary to repeat the
operation several times, over a number of days.

In the Nigerian programme, it is recommended that the lesion should be immersed in a bucket of clean
water for 10 minutes to 1-2 hours, to encourage the release of larvae by the worm and so render the patient
less infectious. It is also held to facilitate removal of the worm, but others have claimed that the immersion
can be painful and that immersion increases the risk of breaking the worm as it becomes more fragile after
expulsion of ifs larvae.

Some traditional treatments are valuable, but others are disastrous. Cauterisation with red-hot iron, and the
application of poultices which can cause serious secondary infections, are definitely not recommended.

Secondary infection.

If preventive measures are not taken, roughly half of all guinea worm cases are complicated by secondary
infection. These can be dramatic: phagedenic ulcers and abscesses. Tetanus, however, is relatively rare,
but can be fatal.

The first mesasure is to clean the wound snd remove necrotic tissue. If if is dirty, the wound should be
cleaned with soap and clean water, and then rinsed to remove all traces of soap. One of several antiseptics
can then be used:

& Todised polyvidone (IPV) or Betadine® or Isobetadine®: antiseptic and disinfectant, concentrated
solution of 10% IPV in 200 m! bottles at $1.80 each. Use afler dilution {1 part of 10% solution
to 3 parts water); can be kept for up to a week.

L Chlorexidine + Cetrimide or HAC® or Savlon®: an antiseptic with & detergent. Concentrated
solution of 1.5% chlorexidine and 15% cetrimide, bottle of 1 litre for § 4.00, Dilute before use
(20 ml of concentrate to 1 litre of water); can be kept for up to a week.

e Chipramine, or Chloramine T, or Sodium tosylchloramide or Clonazone® or Hydroclonazone®:
these are antiseptic and disinfectant, in powder or tablets of 250mg, 500mg or 1g. Tablets of
500mg cost US$ 11 for 1000. The antiseptic solution at 5g per litre can be kept for up to a week.
This sclution is particularly recommended by phagedenic ulcers.

@ Methylrosalinium chloride or gentian violet, or crystal violet: antifungal, antiseptic, drying (7).
Solution at 0,5% (5g of powder per litre); 25g of powder costs $2.60, and the solution can be kept
for up to a week.

COnce the wound has been disinfected, one of the following can be applied:

@ Vaseline with 10% zinc oxide; astringent, antipruritic, i be applied two or three times daily; one
tube costs $1.30.

@ Antibiotic ointment (ses above). The antibiotic ointment for dermatological application is not
generally recommended, as it can lead to the development of resistance. However, its systematic
use for cases of emerging guinea worm has given excellent results. Its use depends on the
pharmaceutical policy of the country concerned.



Then apply an occlusive bandage.

In the case of serious and extensive secondary infections, antibiotic ication should be given orally and
the abscess or drained by the nurse in charge of the health centre. Tetanus toxoid immunization 8 also
recommended.

Note: The information on medicines and their prices given in this Appendix is taken from:
Médecins sans Frontidres, Cuide pratigue d'Utilisation des Médicaments essentiels, 2nd edition. Paris:
Hatier &ditions, 1993,




s Aosiasedng | susta Appmow wo woddns pus Boyuodas-3ps 30j
geedspriog HOOUS 'SAIRSH0 O) JOSIAISINS | POUN S50NE ROOINOS DURENIRIIOY GOGEEIGOw
‘Apquesod syeuem ‘poleuwn payoeiep USGM esyorgnd tyymow ony Bouop Jostazadng Juoryeonpe
vonEonps [IesH | s9seo Joj 1-0-] os[e ‘Burod-up PRjosIep 59580 JO S[IMSP 98() puUE MHA el

Moiaer of Josiatedns fuopooep eouefionme OUE UONRITEEIe sostasaing

W0y SJqEms sewo wodn Apyerpeumg wmos ejqesod 10y yoag AMA AaopsTy ABA,
{opodoropom 10 wipq) Komonbesy Suysearom BIISTA ATIUSH BO WOTTLIL N
podiswey faosiaasdng SPIEMOY HE0M - AT peyoeys seseo Jo oidumes v Afon | Jostasedng 8 A A iy
VOIS
SOMRIPED PO BU0 J5Ea] SUYEERT YIEOY 1 pUNHep : JOOREYED reaydang
18 30 FETES) SJIGOEL O], uo 3o msia Apyiaoyg paxy J0 ‘uiwe) efgowm Swymra | owenEs peyrendy {Apemond)

shep pg Joye Ajgusod ‘popot {myrudoxdde 31 nomisummy
H[BLGPEE TOTRINPS HE LS PR POIELDT 058D peormos pre) Smdepieg yuus e
aypeey ‘sanpddns pre g woym Sulepueg epwyponmmg DATST2O0 “HONEINDS WL MAMHA aeey
Jorisnmy ], oo psta Axosiasedng MHA | Sunsoedes sseny

{opquweod 31 ‘sexnsveny

jomos Jo pus somefrene jo

somasedns | senep OS[E) PRUIRINOD ISTOTm Cxos

03 Apgpyeour gno pepodss | ‘prigosnpe ‘vnaen LASRISN A0] JO Fostazatng

SO} PIRpEEE - PRYTIUSPT 918 So5RD 8Y | Seeke w1 Tenopid fsuniof paepuwig A | Bepaosar aseny

OIS DATION DU UOUBZIIQOW

FPIOGERIOY (0]1-04 10 Ayvomumos gEnong fwsmo
sBOTA DOC/MAMA 900 | 2omolroms JO SINOY B WL Aq Bmpoder pus Sunoder-jeg AVEHA HOROIED a8y

SANNOSTA AJNANOTAAL SINIANOIIWOD Al QEWEOIIL ALIALLDV

Afsppags eumdeuegy ese)y peumesuy Jo Sumonouny PIIEIRG Y KIONIIAY




ACTIVITY PERFORMED BY COMPONENTS FREQUENCY RESQURCES
Filter VHW, supervisor Check coverage and stocks; Whenever cases detected, but Filters, production
disteibution ensure coverage, if appropriate in | at least anmual review before capacily, transport

newly-detected villages

transmission season

Vector control

YVHW's supervisor
or mobile specialist
teamns

Abate supplies, trained teams,
forms and records, higher
SUPSIVISOrs

Monthly in selected endenic
villages with appropriate
SOULCEs

Trained teams, Abate,
equipment, traasport

Supervision of
YHW

Supervisor

Supervision, surveillance and
containment check, health ed.
support, replenishment of filter
stock and first aid supplies

Monthly; district coordinator
to request extra visits to 8 few
villages, with written report,
at monthly mesting

At Teast one, preferably
two supervisors for
every 20 VHWs;
transport

Mounitoring
from district
Jevel

District coordinator

Houvsehold visits, random checks
of KAP and VHW activities

Every village visited once
every 6 months

Transport {car or
motoreyele); checklists

Eealuation

Internal by
PIOYram MAnagers,
or external by
specialists

Visits to villages; interviews with
YHWs, households and staff,
using check lists

Onegolng by managers:
periodically by external
evaluators

Transport;
funding for external
evaluators




APPENDIX 3: EXAMPLES OF EXPERIENCES OF PROGRAMS USING CASE CONTAINMENT

Pakistan

The Pakistan Guinea Worm Eradication Program introduced the concept of case containment nationwide
in 1991 (following its annual end-of-year review in 1990), when 106 cases were reported nationwide, from
23 endemic villages. Specific forms were developed and used for monitoring the implementation of case-
containment measures {see Appendix 4). Anwual field evaluations involving exfersal sdvisers used the
information on these forms, and specific performance standards that had been set for each sctivity, to assess
systematically the program’s effectiveness. Case-containment capacity was developed only in villages that
were currently endemic, while maintaining surveillance in villages considered at risk. The reward offered
to cases is currently of the order of a doctor’s monthly salary. Some of the lessons learned in Pakistan's

case-containment phase are:

1y the final stages of eradication are difficuly;
2y incentives for health workers and the public are helpful; and
3)  monitoring of implementation is essential.

Pakistan reported two cases from one village in 1993, From January to August 1994, no cases were

reported. Cash rewards for reporting of cases have been offered since 1992.

Cameroon

Case-containment began in 1992, when the couniry had 127 cases of dracunculiasis in 32 endemic vi

The standard used there is that any case which is identified more than 24 hours afier the worm has emerged

iz considered not to have been confained. Interventions include:

1)  individual medical care of patients (bandaging of wounds with "Tamale oil” to promote complete

emergence in 3-3 days);

2)  education of the patient and other members of the household about the disease and how to prevent

its transmission to others; and
3} treatment of potentially contaminated sources of drinking water with Abats.

With time, performance standards have become more stringent; e.g. the standard st the beginning of the
case-containment effort was to report each case 1o the next level supervisor within seven days, whereas

currently the standard for reporting on time is 48 hours.

Smazll cash rewards were given io reporters of cases, beginning in 1993. Early detection of 77% of cases
has besn achieved with & reward worth US$ 4 to patients reporting in time (plus $2 to the reposrter or
health worker), but the offer of an additional $6 was not enough to persuade most patients to stay in
hospital until their worms were fully emerged. An award of $60 offered to any village which successfully
contzing sil ifs cases seems o have genersted considerabls inferest. An important lesson has bees to
publicise rewards not only in endemic villages but also in places such as markets, and to start the publicity

several months before the transmission season.

From & total of 129 cases in 1992 when implementation began, the incidence of Guinea worm disease in

Cameroon fell in 1993 to 72 cases. In the first sight months of 1994 there were 22 cases.




3.

Ghana

Case-containment efforts were begun in December 1992, when the country reported 33,464 cases in 3,105
endemic villages. In 1993 the case-containment strategy was implemented nationwide, when 17,918 cases
were reported from 2,267 villages. Starting later in 1993, the Program began to review surveillance reports
from the previous year, in order to anticipate when and where cases were likely to occur in the current year
(1994). It then began targeting each affected village for mobilization and training 1 to 3 months prior to
the month when cases were expected. Approximately 63% of the endemic villages in Ghana were being
covered satisfactorily by case containment at the beginning of 1994, In the first three months of 1994,
about 60% of cases were reported within 24 hours of emergence of the worm.

Case management, including surgical extraction of the worms, is a prominent feature of case containment
in Ghana. In early 1994, 90% of cases had some management within three days of worm emergence, and
the goal is to increase that to 100% of cases receiving case management by the end of the year. Tamsle
oil is used in the bandage to promote rapid emergence of the worms.

No cash rewards for reporting of cases have been used in the program so far. Extractors,
however, are paid the equivalent of $1.50c per worm successfully extracted, and the transport
expenses of those coming for extraction are reimbursed. Ghana reported 5,751 cases in the first
% months of 1994,




APPENDIX 4: EXAMPLES OF FORMS USED FOR REPORTING
AND MONITORING OF CASE CONTAINMENT




GUINEA WORM ERADICATION PROGRAMME

GUINEA WORM CASE CONTAINMENT

Case ref. Ho . {8tatus report form)

{to be added by
District Coordinator)

Dépt, 8. Pref, Commune
Administrative Village Hamist
Mume of Patient Age Sex Name of househsold head
Date worm first appeared Date seen by VEW
{day/month/vear} {dav/month/vear)

Date when coase and ifs containment confirmed by supervisor  {day/month/vear)

Has the patient entered a water source since the worm emerged? (ves, no, don't know)

¥ ves, in this village? ] In other villape? Names of villuges
(yes, no) (ves, no)

Did the patient lve or travel ouiside this village
shout one year before the worm appeared? {(ves, no, don’t know)

I the case is boporied, indicate the presumed country, reglon and village where infection was scouired

e

s

Give the dates (day/month/year) or "not done” for each of the following measures:

Bandage applied Village chief advised that case &s present | Health education session given to :
. :
village 2
Mostl recent application of Abate Confivmed that every household has 5 fller %%
.

in good condition and sses %

{i.e. treated within 24 brs of worm emerpence, without coniamination of waler sosrres; Yes/HNp)

Case & containment confirmed by

S

Form completed by (Name, position) Date




REPUBLIQUE DU NIGER
MINISTERE DE LA SANTE PUBLIQUE
PROGRAMME NATIONAL D’ERADICATION

DU VER

DE GUINEE

FICHE D’ENTREGISTREMENT DE L’ISOLEMENT DE CAS

Région

R R

R T

Malades traités avant la rupture
de la phlycténe

00000
00000
00000
00600

00000 00000 0DOOO
00000 00000 00000
GO0GC 00000 000oU
00000 00000 Co000

Noms des malades:

Malades traités quand la

phlycténe est déja rompue

GOCO0  GOO00  000CO 00000
00000 00000 00000 00000
C000C  0O0CGO 00000 00000
00000 00000 00000 00000

Noms des malades:
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Dtilisation Mares 5i lo cas ast Oheservations:

R 0 PR .,) , , é g
No. | No. gw}w Dats @ Cas traité Ws des m?ﬁ . wégg en &%@3&.. ) w oA loel @%@

du du Village spparition 24 hewres? confirmée?? 7 jours?* liew d’origine ) isolé
Cas | Admin, Localité du ver {Oui/Non) (Cui/Non) | {OuifNon) probable® cas non i1so B

NOTES
1 Il sragit du numBro INSAE complet de 7 chiffres.

2 “Traité en 24 heures” signifie que, dans le délal de 24 heures 4 partir de 1’ émergence du ver, on a
appliqué un pansement occlusif et conseillé le malade et sa famille de garder le malade a l'écart des
points 4d’eau.

3 Ceci signifie que, dans le délai de 7 jours a partir de l’émergence du ver, on a confirmé gue chaque
wénage dans la localité posséde un filtre en bon &tat, et l'utilise.

4 Rerire "Oui® si toutes les sources d7sau de boisson A risque ont #té traitées & 1'Abate dans le délail

de 7 jours & partir de l’émergence du ver. S8‘il n’y en a pas, écrire "Pas de mares".
5 sSignaler le pays, département et village ol la malade a &té& un an avant l'émergence du ver.
& Un cas se considdére "isold” si le malade est traité dans le délail de 24 heures, sans avolr contaminé

des mares. Pour chague cas isolé, dorire "isolé”; pour chague cas non isolé, donner les ralsons, sl
possible.
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PAKISTAN GUINEA WORM ERAINCATION PROGRAMME
STATUS OF CASE CONTAINMENT: SUMMARY TABLE POR BRGIONAL DIRECTORE

T REPORTED FROM A VILLAGE WITHOUT PONDS ON 7 SEPT. BUT, RETURNED TO GANJU ON 13 SEFT.

* CASE COWTAINMENT BEGAN WHEN WORM WAS PRE-EMERGENT.

SERIAL ALVEZSEX VILLAGE PROVINCE DATE PROBABLE AMOUNT CONTROL, MEASURES
ND. SOURCE OF oF
INFECTION EEWARD
CIAME OF THIS GIVEN
. VILLAGE, RUPEES")
WORM YILLAGE TASE COMPLETE GTHER ALL DATE PROVISION
EMERGED REPORTED EMERGENCE WILLAGE, HOUSERGLDS LBATE OF SAFE
TO OR OTHER GIVEN APPLIED WATER
REGIONAL EXTRACTION COUNTRY) FILTERS AND
MOR. HEALTH ED.
u 26IM GANJU NWFP wocr.em | wmoct.w 12 BCT. 92 15 00T, 92 GANIU 1,000 YE$ 24 SEPTOZ | YES
7 B GANIU NWFP 1SOCT. 9 | 15 00T, 9 15. DCT. 92 15 0CT, 9 GANIU 1,000 YES 24 SEPT. VES
92
il kY BHUIBAR SINDH BOCT. 92 | 1700T. 92 16 0CT. 92 1 BHUTBAR 2,000 VES % SEPT. HO
92
AUARLE T G AT AT LT ST CONPTG i ATIENT 0 5




APPENDIX 5: PROPOSED REPORTING FORM
FOR CASES IMPORTED FROM OTHER COUNTRIES

DETECTION OF CASE

Country:

PRESUMED ORIGIN OF CASE

Country:

1. Full name of patient:

2. Age: Sex:

3. Village of reporting:

4, District:

5. Region:

6. Date of arrival in the village:
7. Date of worm emergence:

8. Date case confirmed:

9. Confirmed by:

10. Village:
{or chief’s name)
11. Name of household head:

12. District:

[
Lt

. Region:

14, Nearest town:

i

i

. Date of departure from village

16. Remarks (e.g. water sources possibly
contaminated in place of origin; other
patients, other villages potentially
involved):

Case ref. no. in country
where detected (if applicable):

Date received by WHO
in country of origin:

Date form sent to WHO:

Completed by:

(Officer of national programme)

Comments/action taken by WHO

National programme advised:
{date)

District of origin advised:
(date)

Name and signature:

Action taken in country of origin:




APPENDIX &: LIST OF USEFUL PUBLICATIONS

Guidelines for Health Education end Community Mobilization in Dracunculiasis Eradication Programs. Atlants,
USA: Centers for Disease Control, with Global 2000 and Carter Center, Inc. 1991

Guidelines for Chemical Control of Copepod Populstions in Dracunculiasis Eradication Programs. Atlanta, USA:
Centers for Dissase Control, 1989,

Helping Comununities to Eradicate Guinea Worm; a Training Guide. WASH Field Beport No. 322, Washington DC:
Water and Sanitation for Health Project, USAID.

Criteriz for the Certification of Dracunculiasis Eradication. WHO/FIL/93.187. Geneva: World Health Organization,
1993.

Fifth African Regional Conference on Dracunculiasis Eradication; Final Report. Brazzeville: WHO Rsgional Office
for Africa, 1994,



