
1  

 
 
 
 
 
 
 
 
 

Integrated Strategy for the Control of 

Case Management Neglected Tropical 

Diseases in the WHO African Region 

 



2  

  

Contents 

Abbreviations .............................................................................................................................................. 3 

I. INTRODUCTION ............................................................................................................................... 4 

II. SITUATIONAL ANALYSIS ............................................................................................................... 5 

2.1 Social and economic context .............................................................................................................. 5 

2.2. Health systems in the African Region ......................................................................................... 5 

2.3. Burden of Neglected Tropical Diseases ....................................................................................... 6 

2.4. Level of achievement of programme goals .................................................................................. 8 

2.5. Current programme priorities ...................................................................................................... 8 

III. JUSTIFICATION OF THE INTEGRATED STRATEGY ................................................................ 8 

IV. REGIONAL INTEGRATED STRATEGY FOR CM-NTDs ............................................................. 9 

4.1. Purpose ...................................................................................................................................... 9 

4.2. Objectives .................................................................................................................................. 9 

4.3. Targets .............................................................................................................................................. 9 

4.4. Guiding principles ............................................................................................................................. 9 

(a) Country programme ownership  and leading role:...........................................................................10 

(b) Broader national and international partnerships and better coordination: ........................................10 

(c) Empowering individuals and communities: ....................................................................................10 

(d)  Evidence-based approach: .............................................................................................................10 

(e) Founding interventions on gender equity and equality: ...................................................................10 

(f) Strengthening of health systems: ....................................................................................................10 

4.5. Priority interventions ........................................................................................................................10 

(a) Social mobilization and prevention.................................................................................................10 

(b) Intensive case management ............................................................................................................10 

(c) Strengthening the capacities ...........................................................................................................11 

(d) Improved planning:........................................................................................................................11 

V. ROLES AND RESPONSIBILITIES OF ACTORS..............................................................................13 

VI. RESOURCE NEEDS ......................................................................................................................15 

VII. MONITORING AND EVALUATION ............................................................................................15 

 

 



3  

 

Abbreviations 
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I. INTRODUCTION 

In 2006, in collaboration with countries and partners, WHO developed the Global Plan to combat 

Neglected Tropical Diseases (NTDs). Of the 17 NTDs identified under the roadmap resulting from 

the Plan, 12 are predominant in Africa. Five of these diseases fall under the preventive 

chemotherapy programme based on the mass administration of medicines. Five other diseases 

(leprosy, leishmaniasis, yaws, Buruli ulcer and Human African Trypanosomiasis) require individual 

case management. Four of these NTDs have cutaneous clinical manifestations. NTDs are endemic 

in all 47 countries in the African Region and co-endemic for 2 to 5 diseases in 37 countries (which 

represents 79% of countries in the Region). NTDs thrive among the poorest communities living in 

the most remote areas with little or no access to health services. 

 Collaboration between WHO, countries and partners led to the adoption of several resolutions, the 

most recent of which include resolution WHA66.12 by the World Health Assembly in May 2013 

and resolution AFR/RC63.R6 by the WHO Regional Committee for Africa in September 2013. 

Through these resolutions, Member States of the WHO African Region expressed their political 

commitment to intensify and accelerate implementation of NTDs control interventions. In that 

regard, States have established and reinforced national programmes to control the most recurrent 

NTDs in their countries. Notwithstanding the expressed political will, the efficiency of these 

programmes is hampered by organizational challenges such as scarcity of qualified health workers, 

limited financial resources and the overall weakness of health systems. Country partners have 

increased their participation and financial contributions for implementation of national programmes 

but weak coordination has not enabled countries to optimize this effort. 

Despite these challenges, progress has been made in terms of achieving goals. For example,  the 

leprosy control programme has achieved the goal of elimination of leprosy as a public health 

problem. Prevalence rate in the AFRO Region in 2014 was 0.27 cases per 10,000 inhabitants. 

Human African Trypanosomiasis (HAT) was reduced significantly from 17,682 cases in 2004 to 

3,796 cases in 2014 (a reduction of nearly 79%).  The number of new cases of Buruli ulcer fell from 

5,804 in 2004 to 3,433 in 2014, which corresponds to a reduction of 40%. Yet, these performances 

remain low and programme management capacities are hindered more and more by growing 

constraints. WHO and Member States therefore envisaged integrated interventions for control of 

neglected tropical diseases in order to address these challenges. Scarcity of resources as well as co-

endemicity and similarity of the clinical signs of some diseases were the reasons for opting for 

integrated interventions. 

The regional integrated strategy for control of case management NTDs (CM-NTDs)will provide 

programmes new orientations and more appropriate solutions. 
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II. SITUATIONAL ANALYSIS 
 

2.1 Social and economic context 

 

The WHO African Region comprises 47 Member States with a population of more than 900 million 

inhabitants
1
. The United Nations estimates that the region will have a population of more than one 

billion inhabitants by 2020. Over the last 10 years, countries of the WHO African Region registered 

economic growth of 5% a year, on average. However, falling world commodity prices, coupled with 

declining average per capita income in the Region and the global economic crisis have further 

weakened the economy of Member States. More than 40% of the population live below the poverty 

threshold and about 29% of children are malnourished. 

 

Armed conflicts, expansion of terrorism and bad governance in Member States are contributing to 

the deterioration of the social and economic environment. Moreover the large number of internally 

displaced persons and the resulting refugee flows are hampering prospects for the better quality of 

life of people. 

  

In this difficult social and economic context, countries of the WHO African Region bear about 50% 

of the global burden of NTDs
2
. It is hoped that interventions for their control, based essentially on 

the determination of countries and the various actions of multilateral and bilateral partners, will help 

eliminate or eradicate some NTDs. To achieve that goal, the relevant national authorities and 

technical services must be more innovative and daring. 

 

2.2. Health systems in the African Region 

 

All countries in the WHO African Region have established health systems founded on primary 

health care, in accordance with the Alma Ata recommendations. Yet, the performance of health 

systems and results in terms of the improved health of populations remain insufficient. Over the 

years, the systems established in some countries are becoming fragile. It is more and more difficult 

to organize services. The number of qualified health workers is insufficient, particularly at the 

peripheral level. Financial and material resources are thinning and are used mainly for addressing 

the current needs of health services. Although more health infrastructure is being provided, they 

remain below the international standards adopted by WHO and equipment is generally obsolete and 

lack proper maintenance. Support activities such as supervision and training/retraining is not always 

provided for personnel at the peripheral level. The health information system which ought to help 

diagnose health system challenges is fragmented and generates partial, often less reliable and 

sometimes unused data and information. 

 

Over the last decade, Member States, with the support of partners, have scaled up investments for 

the reorganization of health systems. The technological facilities of several healthcare services have 

been improved. Training of personnel is henceforth a priority of programmes. Significant progress 

has been made in terms of the equipment of services with modern facilities and the supply and even 

free distribution of essential medicines. Activities are being reorganized for better performance of 

services. States are striving to institute good governance, decentralize powers and further integrate 

certain interventions for a larger geographic coverage of programmes. Both the preventive 

                                                             
12012 population growth estimate from the Economic and Social Department of the United Nations 
http://esa.un.org/unpd/wpp/Excel-Data/population.htm 
2
Estimation of the burden of NTD from the 2014-2020 Strategic Plan for Combating NTDs in the African Region 

(AFR/RC63/10 of 23 July 2013 

http://esa.un.org/unpd/wpp/Excel-Data/population.htm
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chemotherapy initiative through mass administration of medicines and the strategy for integrated 

interventions for the case management of certain NTDs reflect the current dynamics. 

  

2.3. Burden of Neglected Tropical Diseases 

 

There is no structured programme for leishmaniasis (visceral or cutaneous) in the WHO African 

Region. Very little is known about the epidemiology and management of the cutaneous form in the 

majority of countries, due to the absence of technical documents and appropriate diagnosis and 

treatment measures.  In Algeria, more than 125,000 cases were diagnosed during the last 10 years 

(2004-2013). Much is known about the epidemiology of the visceral form and highly endemic 

countries, notably in East Africa, have developed up-to-date manuals for managing the disease. 

More than 60,000 cases were diagnosed in the last 10 years (2004-2013) in Ethiopia, Kenya, South 

Sudan and Uganda. In the WHO African Region, 23 countries are endemic for leishmaniasis of 

which 5 are for visceral leishmaniasis
3
, 9 for cutaneous leishmaniasis

4
  and 9 for the two clinical 

forms
5
. 

 

Leprosy, for which an elimination programme was implemented successfully, is the most common 

NTD in the Region. Leprosy prevalence (number of cases brought for treatment per year) dropped 

from 45,000 cases in 2004 to 24,833 cases in 2014, a reduction of approximately 45%. The number 

of new leprosy cases detected per year fell from 46,000 in 2004 to 22,874 in 2014. All Member 

States of the WHO African Region have achieved the goal of elimination of leprosy as a public 

health problem. There is currently a resurgence of leprosy prevalence in some countries such as the 

Comoros and South Sudan.  An analysis of the burden of leprosy in countries at the end of 2013 

shows that it is high in 13 countries
6
, average in 15 countries

7
 and low in 19 countries

8
. The burden 

relates to the number of new cases detected, the prevalence rate, the detection rate, the proportion of 

new cases that are multibacillary (MB) leprosy, the proportions of children, women and grade 2 

disabilities among new cases, the prevalence/detection ratio and the rate of new cases with grade 2 

disabilities per million inhabitants.  

 

There is no structured programme for endemic treponematoses (yaws and bejel) in the WHO 

African Region. Epidemiological distribution is not well known. In the 1960s, 36 out of 47 

countries in the WHO African Region were suspected to be endemic. There is no available analysis 

of disease trends, due to the absence of data, but it appears the level of endemicity has not changed, 

but only seemingly kept low by the widespread use of antibiotics for self-medication to which the 

Treponema are still sensitive. Recent but limited investigations have confirmed endemicity in 8 

countries of the WHO African Region
9
. 

 

Human African Trypanosomiasis (HAT) or sleeping sickness is a threat to millions of persons 

living in remote rural areas with limited access to adequate health services. HAT, the only parasitic 

vector-borne NTD whose geographic distribution is limited to the African continent has two forms, 

depending on the parasite strain causing the disease.  The chronic form, caused by Trypanosoma 

                                                             
3
Central African Republic, the Gambia, South Sudan, Uganda and Zambia 

4
Burkina Faso, Cameroon, Ghana, Guinea, Guinea Bissau, Malawi, Mali, Namibia, Nigeria 

5
Algeria, Chad, Côte d’Ivoire, Eritrea, Ethiopia, Kenya, Mauritania, Niger, Senegal  

6 Heavy Burden (13): The Comoros, Côte d'Ivoire, Eritrea, Ethiopia, Lesotho, Liberia, Madagascar, Mauritania, Nigeria,  Rwanda, 
South Africa, South Sudan and Tanzania 
7 Average burden (15) : Angola, Cameroon, Central African Republic, Chad, Congo, DR Congo, Equatorial Guinea, Gabon, Guinea 
Bissau, , Kenya, Mali, Mozambique, Senegal,  Sierra Leone and Uganda 
8 Low Burden (19) : Algeria , Benin , Botswana, Burkina Faso, Burundi, Cape Verde, the Gambia, Ghana, Guinea, Malawi, Mauritius, 
Namibia, Niger, Sao Tome and Principe, Seychelles, Swaziland , Togo , Zambia and Zimbabwe 
9
Countries endemic for yaws in the WHO African Region: Benin, Cameroon, Central African Republic, Congo, Côte 

d’Ivoire, DR Congo, Ghana, and Togo 
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brucei gambiense (TBG) is common in West and Central Africa and accounts for more than 95% of 

cases. The acute form, caused by Trypanosoma brucei rhodesiense (TBR), is common in East and 

Southern Africa and represents less than 5% of cases. Trypanosomiasis due to Trypanosoma brucei 

gambiense is currently endemic in 24 countries. More than 250 outbreaks have been registered 

within the tsetse fly belt. Central Africa accounts for the largest number of HAT cases with 8 out of 

10 countries declared endemic. Efforts by countries to combat the disease, with partners’ support, 

have managed to reduce the number of cases from 17,682 in 2004 to 3,796 cases in 2013. However, 

in the Region, campaigns to eliminate tsetse flies, the disease vector, remain modest. 

 

  

Buruli ulcer or Mycobacterium ulcerans infection is the third most common microbial infection 

after leprosy and tuberculosis. The severity of Buruli ulcer resides in the fact that it affects mostly 

rural and poor populations, particularly children. It is the cause of serious and permanent disabilities 

and requires expensive surgery in case of late diagnosis. A cumulative total of 80,767 cases were 

notified in the WHO African Region as of 2013. Fewer cases are being declared every year, with 

3,433 cases in 2014 as against 5,874 in 2004. The percentage of cases with ulcerated lesions 

remains very high (65% in 2012). The percentage of children among new cases also remains high 

(39% in 2014). Endemicity of Buruli ulcer is confirmed in 16 countries of the WHO African Region 

(Benin, Cameroon, Central African Republic, Congo, Côte d’Ivoire, Democratic Republic of 

Congo, Equatorial Guinea, Gabon, Ghana, Guinea, Liberia, Nigeria, Sierra Leone, South Sudan, 

Togo and Uganda). The disease is suspected but not confirmed in seven other countries (Angola, 

Burkina Faso, Chad, Malawi, Mali, Tanzania and Zambia). These countries are bordered by 

endemic countries and therefore require surveillance. Lastly, the 24 remaining countries have never 

reported any suspected case of Buruli ulcer. 

 

 

The situation of case management NTDs (CM-NTDs) varies with the disease and the country. 

Whereas leprosy is endemic at various degrees in almost all countries in the Region, other CM-

NTDs are recurrent in a lesser number of countries: 

 24 countries are endemic for HAT;   

 23 countries are endemic for leishmaniasis; 

 16 countries are endemic for Buruli ulcer;   

 8 countries are currently endemic for yaws; 

 

The co-endemicity of CM-NTDs in countries is as follows: 

 13 countries are co-endemic for 5 CM-NTDs
10

 

 15 countries are co-endemic for 4 CM-NTDs
11

 

 6 countries are co-endemic for 3 CM-NTDs
12

 

 8 countries are co-endemic for 2 CM-NTDs
13

 

 5 countries are endemic for only one CM-NTD
14

 

 

 

                                                             
10Countries endemic for 5 CM-NTDs: Burkina Faso, Cameroon, Central African Republic, Chad, Côte d’Ivoire, Ghana, 
Guinea, Malawi, Mali, Nigeria, South Sudan, Uganda and Zambia   
11Countries endemic for 4 CM-NTDs: Angola, Benin, Congo, DR Congo, Equatorial Guinea, Ethiopia, Gabon, the 
Gambia, Guinea Bissau, Kenya, Liberia, Niger, Senegal, Sierra Leone and Togo     
12Countries endemic for 3 CM-NTDs: Burundi, Mozambique, Namibia, Rwanda, Tanzania and Zimbabwe 
13Countries endemic for 2 CM-NTDs: Algeria, Botswana, the Comoros, Eritrea, Madagascar, Mauritania, Sao Tome and 
Principe and Swaziland 
14

Countries endemic for 1 CM-NTD: Cape Verde, Mauritius, Lesotho, Seychelles and South Africa 
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2.4. Level of achievement of programme goals 

 

The goal of eliminating leprosy as a public health problem has been achieved, although more than 

20,000 new cases are still detected every year and prevalence trends are rising in countries where 

activities are not sustained. 

 

The goal of reducing new cases of HAT to less than 6,500 has been achieved in areas covered by 

the programme. But overall programme coverage and burden of the disease in some areas where the 

disease is common deserves greater attention.  

 

The goal of confirmation of Buruli ulcer in all countries has not been achieved since the situation in 

7 countries is not clearly known. This is also the case for leishmaniasis, notably the cutaneous form, 

whose burden has not yet been clearly determined in many countries in the Region. 

  

The yaws eradication programme through mass administration of azithromycin still needs to 

confirm the efficacy of the dosage used for the mass treatment of trachoma on the Treponema. The 

programme should also enhance implementation of treatment campaigns in affected communities. 

 

Despite the performances of specific programmes, progress in control of CM-NTDs remains 

modest.  Many programme goals have not yet been achieved. It is therefore necessary for all 

partners to adopt and follow new strategies to reverse the current trends. 

2.5. Current programme priorities 

  

NTD control programmes comprise four pillars to help scale up interventions. They are: 

(a) Integrated disease prevention  

(b) Integrated and intensive case management 

(c) Strengthened capacity of health systems and programmes  

(d) Better results-based planning, resource mobilization and financial sustainability of national 

programmes   

III.  JUSTIFICATION OF THE INTEGRATED STRATEGY 
 

The strategies adopted for control of the different NTDs are often similar, with the same targeted 

persons. In a national and international context characterized by limited resources, every initiative 

aimed at the better use of the resources available should be encouraged and supported. In recent 

years, there has been general mobilization for control of NTDs characterized by: 

 The taking into account of NTDs in different international agendas  

 The recent adoption of resolution WHA66.12 and resolution AFR/RC63.R6 on NTDs, as 

well as the development of strategic directions and guidelines by WHO  

 The engagement of technical and financial partners alongside Member States to support 

control of NTDs.  

 

In this new context, the different countries have shown genuine political will and commitment, 

characterized by the taking into account of NTDs in their public health policies and strategic 

documents on poverty reduction. NTD control programmes have thus been formulated and are 

being implemented. National master plans have been developed to guide national policies. That 

notwithstanding, a lot remains to be done in countries to improve domestic funding of programmes, 

coordination and integration of interventions. It has been observed that programmes are currently 
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being hampered by weaknesses whose only rapid and efficient solution is through integrated 

interventions. Such weaknesses include:  

 

 Absence of integrated training packages   

 Absence of operational consultation frameworks for national programmes;  

 Under-financing of national programmes from national budgets;  

 Weak coordination of cross border activities.  

 

This document provides countries useful guidance enabling them to effectively integrate NTD 

interventions in general and CM-NTDs in particular. 

 

IV. REGIONAL INTEGRATED STRATEGY FOR CM-NTDs 

4.1. Purpose 

 

Reduce the burden of CM-NTDs through control, elimination and eradication in order to help 

reduce the poverty and improve the productivity and quality of life of persons affected in the 

African Region.  

 

4.2. Objectives 

 

The regional strategy comprises four mutually reinforcing objectives, all of which are aimed at 

increasing the capacities of programmes for control of CM-NTDs  to achieve set goals and targets. 

These strategies are: 

 

(a) Expanding access to CM-NTD interventions 

(b) Reinforcing results-based planning, resource mobilization and the financial sustainability of 

national programmes for CM-NTDs 

(c) Enhancing advocacy, coordination, partnerships and national ownership 

(d) Scaling up monitoring, evaluation, surveillance and research. 

 

4.3. Targets 

 

The targets by 2020 are to: 

 

(a)   Eradicate yaws 

(b)   Sustain current levels of leprosy elimination and continue to reduce the serious disabilities due 

to leprosy 

(c)   Eliminate HAT in the Region 

(d)   Reduce morbidity due to leishmaniasis and Buruli ulcer in the Region 

(e)   Prevent disabilities due to CM-NTDs. 

 

4.4. Guiding principles 

 

Success in the implementation of the CM-NTDs strategy will depend on the following guiding 

principles:  
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(a) Country programme ownership  and leading role: NTDs control programmes in many 

countries are still being implemented in the form of vertical projects funded mainly by partners. 

Efforts should be made to increase ownership by countries as well as their leading role in national 

NTD control programmes. This requires the political commitment and financial support of 

governments. 

 

(b) Broader national and international partnerships and better coordination: Considering the 

resources necessary for CM-NTDs, civil society, pharmaceutical companies, development partners, 

nongovernmental organizations and international cooperation should play a significant role in 

providing NTD endemic countries the required assistance. The regional strategy for CM-NTDs is 

founded on intersectorial collaboration and robust partnerships among the different relevant actors. 

 

(c) Empowering individuals and communities: The engagement of persons affected with CM-

NTDs is critical for the success of interventions. It is therefore imperative to empower communities 

and involve them in NTD prevention and control activities. 

  

(d)  Evidence-based approach: Decisions to intensify and accelerate implementation of 

interventions will be founded on evidence generated through situational analyses, periodic statistical 

reports, monitoring, evaluation and research. In addition, all NTD prevention and control strategies 

will be based on scientific evidence and/or best practices, taking into account cost-effectiveness, 

geographic and financial accessibility, public health principles and cultural realities. 

 

(e) Founding interventions on gender equity and equality: Women have more limited access to 

health services, particularly in rural areas where NTDs are highly endemic. All NTD control actions 

should be gender sensitive and strive to overcome inequalities. 

 

(f) Strengthening of health systems: NTD interventions are better sustained and efficient when 

integrated into national health systems.  All interventions should be implemented within existing 

health systems and contribute to the improvement of infrastructure and performance of health 

systems, including better management of medicines. 

 

4.5. Priority interventions 

 
Expand the coverage of interventions and strengthen health system capacities. 
 

(a) Social mobilization and prevention 

This should be founded on pillars such as: 

 
(i) Enhancing IEC to scale up level of information on CM-NTDs, encouraging  

utilization of health services and early management of cases 

(ii) Increasing access to clean water, hygiene and sanitation, as well as environmental 

management 

(iii) Intensifying vector control (HAT and leishmaniasis) 

(iv) Scaling up social mobilization and combating malnutrition 

(v) Involving communities in preventive measures and vector control 

 

 

(b) Intensive case management 

Activities to be carried out in this regard include: 

 
(i) Assessment of morbidity burden through comprehensive evaluation of the burden of 

Buruli ulcer and yaws 
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(ii) Updating of HAT and leishmaniasis maps 
(iii) Passive and active case detection of Buruli ulcer, HAT, leprosy, leishmaniasis and 

yaws in NTD co-endemic districts 
(iv) Confirmation of cases by providing rapid diagnostic tests for all suspected cases 
(v) Management of all NTDs and efficient treatment using appropriate therapies 
(vi) Prevention of disabilities and physical rehabilitation notably for leprosy and Buruli 

ulcer through reconstructive surgery 
(vii) Prevention and surveillance through integration of surveillance and response 

activities in case of outbreaks of HAT and leishmaniasis and, in particular, through 
collaboration with veterinary services and promotion of immunization 

 

(c) Strengthening the capacities of individuals, institutions, health systems, in particular 

community health systems and health programmes   

This requires mechanisms to: 

 
(i) Ensure capacity development through training and supervision to help detect cases, 

confirm diagnoses and implement cross-cutting actions (IEC campaigns, active case 

detection, mobile teams for the treatment of patients and medicines supply); WHO 

guides and manuals on the management of specific NTDs will provide the necessary 

technical guidance since there is no comprehensive manual for the integrated 

management of NTDs 
(ii) Support actions aimed at strengthening national health systems, notably community 

health systems and ensure proper coordination with other health programmes 

(iii) Reinforce and consolidate the capacities of national NTD control programmes, 
including infrastructure, qualified human resources and supervision of health 
workers at the national, district and community levels 

(iv) Include medicines for treatment of NTDs in the national list of medicines and ensure 

a better management of the medicine supply chain and NTD control services through 

proper planning, timely supplies and better stock management, including 

importation and customs clearance of medical products. 

 
Improve results-based planning, resource mobilization and financial sustainability of national NTD 
control programmes.   

 
(d) Improved planning: 
 

(i) Develop annual NTD control plans, based on master plans, and monitor their 

implementation by organizing monthly, quarterly and annual meetings to assess 

programmes 
 

(ii)  Develop and update multiannual plans for NTDs control up to 2020, based on the 

integrated strategy for CM-NTDs; this initiative could be founded on the 

recommendations of programme reviews and evaluation meetings 

 
 
(b) Resource mobilization and financial sustainability: 
 

(i) Incorporate into and harmonize master plans and budgets with national planning 
and budgeting procedures and make appropriations under the State budget for the 
funding of national NTD control programmes 

 
(ii) Ensure that resources are consistent with needs at the national and local levels and 

that they are channelled adequately and take into account national NTD control 

master plans in national planning and national budgeting procedures 
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(iii) Use national NTD control master plans and annual action plans as advocacy 

instruments for resource mobilization from other national sectors, international 

donors and financing institutions 
 

(iv) Develop the capacities of countries to be accountable to donors and prepare up-to-
date reports on the utilization of funds and other resources 

 
 Strengthen advocacy, coordination, partnerships and national ownership. 

 

(a) Establish and strengthen integrated national programmes for CM-NTDs: Robust national 

programmes for integrated control of NTDs including preventive chemotherapy and case 

management are critical for stepping up reduction of morbidity due to NTDs. This would help 

bring together all actors under the umbrella of a national coordination mechanism for the rapid 

scale up of interventions for elimination of NTDs.   

 

(b) Reinforce regional and national coordination mechanisms for control of NTDs: Regional 

and national coordination mechanisms for NTDs control should be strengthened through the 
establishment of forums on NTDs control, steering committees and a committee of experts. The purpose, 
objectives, responsibilities and composition of the above structures will be specified in a guide prepared 

by the WHO Regional Office for Africa. 
 
(c)   Strengthen collaboration: 
 

(i) Develop relations between the NTD control programme and other health sector 

programmes and incorporate them into primary health care services at the district 

and community levels in order to ensure better coverage and reduce operational 

costs 
 

(ii) Establish multisectoral collaboration to address the operational gaps hindering 

programme interventions and foster collaboration among donors, medicine 

donation programmes, nongovernmental organizations, bilateral cooperation, the 

African Union, Regional Economic Communities, specialized agencies and other 

institutions of the United Nations system. 

 
 
(d)   Scale up advocacy: 
 

(i) Generate more evidence for advocacy and disseminate information on the 

linkages between NTDs and sustainable development, including related issues 

such as poverty reduction and MDGs 
 

(ii) Scale up advocacy to raise or sustain the level of commitment of public authorities 
towards NTD resolutions and declarations 

 
iii)    Call for the inclusion of NTDs in the post-2015 national development agenda. 

 

Improve monitoring, evaluation, surveillance and research.  

(a) Follow up and monitor progress made: 
 

(i) Step up systematic and periodic collection of data by strengthening data collection 

and reporting on all NTDs and improving the timely publication of all reports; this 

concerns situational analyses and morbidity, surveillance, case management and 

monitoring data, based on the monitoring and evaluation framework to be defined by 

the WHO Regional Office for Africa 
(ii) Ensure the excellent quality of data through regular validation, and analysis  
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(iii) Improve the data management of national programmes on CM-NTDs, writing of reports 

and sharing of information, which requires improving storage techniques, managing data 

on national programmes on NTDs control and ensuring that countries own all data on 

national NTDs control programmes and incorporate them into national health 

information systems 

 
(iv)  Intensify the use of innovative technologies and methods for the collection and 

analysis of data on CM-NTDs 
(v) Develop data analysis and information sharing capacities at the national and local 

levels and among other stakeholders in order to improve performance monitoring and 
results of national NTDs control programmes 

 
(b)   Programme evaluation: 

 
(i) Carry out an annual programme performance evaluation in order to improve planning 

and results 
(ii) Develop holistic evaluation systems for NTD control programmes, as well as mid-

term, final and multiannual plans for control of NTDs, in collaboration with WHO 
and its partners; these evaluations may dwell on the health and socioeconomic impact 
of programme interventions 

 
 

(c)   Surveillance and research: 
 

(i) Intensify NTD surveillance, particularly detection and response for potentially 

endemic NTDs, notably HAT and leishmaniasis, and encourage utilization of 

innovative technologies 

(ii) Carry out research, generate evidence to guide innovative intervention approaches to 

NTDs control by developing research capacities, promoting research and 

development of medicines, as well as NTDs diagnosis and establishing linkages 

between NTDs and other illnesses 

(iii) Develop the diagnosis, medicines quality control and pharmacovigilance capacities of 

national laboratories as programmes reach elimination targets 

(iv)    Invest in medicines research and development and formulate safer and more efficient 

intervention strategies 

 
Contribute to poverty reduction, increased productivity and improved quality of life of affected 

persons. To that end, it would be necessary to: 

 
(a) Prevent blindness due to leprosy and Buruli ulcer, as well as other disabilities caused by 

diseases such as leishmaniasis and yaws 
(b) Support the social and physical rehabilitation of persons affected by disabling NTDs 

and ensure, in particular, that they participate in the socioeconomic development of 

their communities 
c) Enhance collaboration with other sectors such as social services, education and 

agriculture in order to foster the social rehabilitation of persons affected by NTDs 

V. ROLES AND RESPONSIBILITIES OF ACTORS 

 

5.1 Role of WHO 

o Guide and direct countries 

o Support the formulation and implementation of programmes 

o Support the monitoring and evaluation of programmes 

o Ensure advocacy for resource mobilization 
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5.2 Role of countries 

 

 Health and other ministries 

o Own the integration strategy 

o Encourage partners to adhere to the integration strategy 

o Lead implementation of the integration strategy 

o Ensure collaboration among sectors in view of disease prevention and health 

promotion (hygiene and sanitation, vector control, communication for behaviour 

change)  

o Ensure mobilization of internal and external resources 

o Ensure proper functioning of the health system (availability of human, material and 

financial resources and capacity development) 

o Develop integrated plans for yaws eradication, leprosy and HAT elimination, as well 

as Buruli ulcer and leishmaniasis control     

o Ensure case management (active and passive detection, diagnosis, treatment, 

prevention of disabilities and management of complications) 

o Establish operational and efficient coordination mechanisms    

o Further integrate systems used for surveillance, evaluation of results and assessment 

of the impact of CM-NTD interventions 

 

 Local associations and administrative authorities   

o Adhere to the integration strategy 

o Ensure social mobilization 

o Form groups to support community-based activities 

o Participate in resource mobilization 

 

 Community actors 

o Participate in planning and decision making processes 

o Participate in implementation (sensitization, active case detection, suspicion, referral 

of suspected cases, treatment of confirmed cases, participation in vector control) 

o Implement health promotion strategies.   

 

5.3 Role of partners (technical and financial partners, research institutions and 

pharmaceutical companies) 

 

o Ensure resource mobilization for countries 

o Provide technical assistance in line with WHO technical directives 

o Provide support in case of complex situations (resettlement, movement, cross border 

projects, etc.) 

o Ensure supply of medicines 

o Support initiatives for the research and development of new medicines, diagnosis 

material, operational research, cutting-edge tools and technologies in order to 

improve the efficacy and cost effectiveness of NTDs control interventions in the 

Region   

o Collaborate with WHO to provide Member States support for evaluating progress 

made in the implementation and achievement of national control, elimination and 

eradication objectives for targeted NTDs   

o Help carry out impact assessments of the integrated strategy    
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VI. RESOURCE NEEDS 
 

The total cost of the 2014-2020 Regional Strategic Plan for NTDs is estimated at US $ 2.5 billion, 

that is, approximately US $ 367 million a year. It is deemed that 30% of this amount, or US $ 771 

million, will be used during the seven-year period (2014-2020) for control of the five CM-NTDs  

(leishmaniasis, leprosy, endemic treponematoses, HAT and Buruli ulcer). The budget allocated by 

the WHO Regional Office for Africa for the NTD Control Programme takes into account WHO 

human resources to help countries achieve NTDs control goals, cost of technical assistance to 

countries, the capacity development needs of countries and the cost of activities to be implemented 

in countries to enable them intensify their interventions. 

 

WHO, in collaboration with countries, will assess the human resource gaps to be addressed at the 

national level in order to ensure the efficient implementation of the regional strategy for CM-NTDs 

in the WHO African Region. The integrated strategy will help to reduce the budget provided for 

under national NTD control master plans. 

 

VII. MONITORING AND EVALUATION 
 

WHO will collaborate with Member States and partners to ensure the monitoring and evaluation of 

implementation of this strategy. In this regard: 

(a) WHO will develop standardized indicators in line with the regional framework for 

monitoring and evaluation of NTDs control  

(b) Countries will supervise implementation of the strategy 

(c) WHO will collect information on progress made in implementing the strategy in countries  

(d) WHO, partners and countries will carry out joint periodic evaluations of programmes for 

CM-NTDs. 

 
 

 


