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Three	areas	to	cover:

• Results	of	Active	Case	Detection
• Baseline	evaluation	of	treated	patients
• Priorities	for	implementation	research
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Active	Case	Detection
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• 19	block	‘villages-at-risk’	in	3	districts	completed	
• Shifting	PAR	from	block	to	village	level
• 119	villages	identified	by	2-year	mean	PAR	VL	incidence	of	>5/10,000
• Activities	conducted	at	tail	end	of	the	VL	season

• Number	of	VL	cases	expected	to	be	low
• Aim	to	roll	out	during	Jan-May	2017	across	highest	endemic	districts

• Strategy	remains	to	interrupt	transmission,	accelerate	elimination	in	2018
• Mop	up	of	PKDL	key	– as	seen	in	West	Bengal	model
• Is	this	the	right	approach	and	an	efficient	use	of	resources	approaching	

elimination?
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MUSHARI	BLOCK	WISE	INCIDENCE	RATE	BY	VILLAGE	POPULATION	AT	RISK	–
MUZZAFARPUR	DISTRICT
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Results	so	far..
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Cost	per	village	screened	:	 $1500
Cost	per	suspect	case	identified:	 $146	
Cost	per	patient	screened:	 $0.50
Cost	per	positive	diagnosis: $1299
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Muzaffarpur 336760 367238 93 862 163 78 96 18 63 1.9 53.2 0.5 1.87
Gopalganj 209286 205089 104 297 278 87 74 6 70 1.2 57.3 0.3 3.34
Godda 17244 15334 145 184 52 90 94 14 38 10.7 69.9 8.1 22.04
Total 563290 587661 114 1337 499 85 88 38 171 3.2 39.8 0.7 3.04
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• Cross	sectional	survey	of	297	VL	patients	
treated	at	12	facilities	across	Bihar	and	
Jharkhand	(April-June	2016)

• Patients	drawn	from	the	HMIS

• Household	characteristics,	treatment	
pathway,	costs	of	VL

Baseline	evaluation	of	patients
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Time	between	onset	of	symptoms	and	(i)	receiving	a	VL	diagnosis	and	
(ii)	starting	VL	treatment



Type	of	provider	visited	by	order	of	visit	during	patient’s	VL	
episode (median	3,	IQR	2-4)
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Source	of	first	confirmed	VL	diagnosis	and	source	of	
VL	treatment

IPE Global Limited   |   13

16.5%

1.3%

38.7%

98.0%

41.4%

0.7%
3.4%

0.0%

10.0%

20.0%

30.0%

40.0%

50.0%

60.0%

70.0%

80.0%

90.0%

100.0%

Diagnosis Treatment

Public	primary	facility

Public	hospital

Private	doctor/	hospital

Other	



IRS	experiences	of	VL	patients	

Bihar	(n=247):
• 70.4%	offered	IRS	in	last	12	months
• 83.3%	accepted	in	all	areas
• 14.9%	in	some	areas
• 1.7%	refused

Jharkhand	(n=50):
• 68%	offered	IRS	in	last	12	months
• 38.2%	accepted	in	all	areas
• 61.8%	in	some	areas
• 0%	refused
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Pre-post	elimination	implementation	research	priorities..

HIV-VL	Coinfection
– HIV-VL	emerging	issue	in	India	as	proportion	of	VL	cases	reduces
– ‘Super	spreaders’	of	disease	– estimated	to	be	>400	times	more	infective	than	VL	alone
– Poor	treatment	outcomes,	recurrent	relapses,	reservoirs	for	resistance
– 58	cases	treated	by	MSF	in	2016;	
– >50%	living/diagnosed	3	districts	where	MSF	is	encouraging	testing	of	all	patients
– 25%	(n=15)	living	in	Vaishali district	alone	where	MSF	was	based

• 11%	(15/135)	of	all	VL	cases	living	in	Vaishali in	2016	(until	September)

– 86%	(58/68)	cases	co-infected	recorded	in	HMIS	have	been	identified	by	MSF	in	2016

PKDL
§ Diagnosis	and	treatment	of	PKDL	remains	a	major	lacunae
§ Do	we	even	need	to	treat	macular	cases	from	the	public	good	perspective?
§ Current	treatment	is	burdensome,	teratogenic and	very	low	compliance
§ Innovative,	field	effective	and	replicable	tests	are	needed

§ ?	Filter	paper	based	finger	prick/lesion	aspirate	LAMP
§ Validation	of	qPCR
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Diagnosis	and	Treatment	of	HIV/VL	and	PKDL



Pre-post	elimination	implementation	research	
priorities..

• Who	infects	sandflies?
– PKDL?	Asymptomatics?

• Diagnosis	of	relapses	
– Very	difficult	with	existing	resources;	need	for	innovative	RDTs

• Vector	Control
– DDT	phased	out	(>60%	resistance),	no	rotational	policy
– Generally	poor	uptake	and	performance,	role	of	bednets ambiguous
– How	and	where	is	it	needed	to	sustain	this	post	elimination

• Lack	of	understanding	of	epidemiological	curve
- Natural	decline	vs impact	of	control	programmes?
- Better	programmatic	understanding	of	‘emergent	and	re-emergent’		VL	foci	needed
- Using	WB	and	UP	as	pilot	ground	for	post-elimination	surveillance
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When	a	virus	and	a	parasite	can	work	together	
so	well,	why	can’t	we?
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• Need	to	work	outside	disease	silos
• Cross-disease	collaboration	may	be	as	important	as	cross-border	

collaboration
• Need	to	focus	on	post-elimination	strategies	and	new	surveillance	

streams	aside	from	“diagnosis-treat-report”


