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DESCRIPTION
Malaria, Lymphatic Filariasis and tuberculosis are examples of re-
emerging infectious diseases, which are diseases that once posed 
significant health risks to a significant number of people 
worldwide or in a particular nation. However, these diseases 
have recently returned to posing health risks to a significant 
number of people. One of the most common vector-borne 
diseases in sub-Saharan Africa is Lymphatic Filariasis (LF), which 
is caused by infections with Wuchereria bancrofti. It is also the 
second leading cause of disability worldwide after lymphoedema, 
elephantiasis, and hydrocele [1]. More than 120 million people 
worldwide suffer from LF, with approximately 40 million 
afflicted with disfigurement or disability. It is estimated that 
nearly six million people in Tanzania suffer from debilitating 
symptoms of the disease [2]. Adult worms build a home in the 
lymphatic vessels, disrupting the lymphatic system's normal 
function. The worms can live anywhere from 6 to 8 years and, 
during that time, produce millions of microfilaria (immature 
larvae) that infect vector mosquitoes and circulate in the blood.

Recognizing the economic impact, disability, and social stigma of 
LF, as well as the availability of infection control and morbidity 
management strategies. In the year 2000, the Global Program to 
Eliminate Lymphatic Filariasis (GPELF) was launched by the 
World Health Organization (WHO) [3]. Mass drug 
administration of preventive chemotherapy with Albendazole 
(ALB) and combination therapy with Ivermectin (IVM) or 
Diethyl Carbamazin Citrate (DEC) was the foundation of the 
strategy. Morbidity management for those who had already been 
affected was also a part of the plan. The mix of IVM in addition 
to ALB is utilized in areas of Africa where Onchocerciasis 
(waterway visual impairment) is co-endemic with LF [4] in light 
of the fact that, DEC is known to sidely affect Onchocerciasis 
patients, for example, discombobulating, sickness, fever, 
migraine, prompt hypersensivity responses and muscles or joint 
agonies. Because it reduces the number of microfilaria and the 
number of infections in the community, MDA treatment was 
advocated. It was thought that annual MDA would eventually 

result in the infection's elimination by keeping microfilaria 
density at very low levels. Furthermore, it was anticipated that 
transmission would be completely disrupted after six rounds of 
MDA with coverage of 65%-70% of the target population [5].

Indeed, there have been reports that the global transmission of 
LF has decreased since the MDA programs began. As a result, 
sixteen nations are now recognized as having eradicated 
lymphatic filariasis as a public health issue. Moreover, WHO 
revealed that, around 597 million individuals never again 
require preventive chemotherapy [6]. In spite of these successes, 
there have been reports of ongoing MDA transmission for over a 
decade in some areas. For instance, in districts in Ghana where 
the baseline prevalence was relatively high, 14 rounds of MDA 
did not stop the transmission of LF [12]; After 15 rounds of 
MDA, there was evidence of LF transmission continuing in 
Tanzania's Mafia Islands [7]. Low drug uptake the presence of 
epidemiological hotspots, and systematic non-compliant 
individuals who could potentially serve as reservoirs of infection 
are all linked to the continued transmission of LF [7]. However, 
it is known that a number of factors influence MDA 
compliance, including: as previously reported fear of side effects, 
a general dislike of taking medications, low motivation among 
drug distributors, ignorance of the disease in question, and 
inadequate communication regarding the rationale of MDA are 
all contributing factors [8].

In the Masasi district, LF elimination efforts began in 2012, with 
subsequent MDA occurring from 2012 to 2019. According to an 
unpublished National NTDs report, drug treatment coverage 
was generally higher during this time, ranging from 92 to 93 
percent. A recent study [9] indicates that vector populations have 
a low infection rate of 0.5%; however, Masasi District has no 
published information regarding the human infection status of 
W. bancrofti. As a result, the purpose of this study was to 
assess the human infection status, compliance with MDA, and 
reasons for noncompliance [10].

Commentary

Correspondence to: UkohaKalu Kushwaha, Department of Zoology, University of Basel, Basel, Switzerland, Email: kushwaha@kalu.edu

Received: 03-Jul-2023, Manuscript No. TPMS-23-21997; Editor assigned: 07-Jul-2023, PreQC No. TPMS-23-21997 (PQ); Reviewed: 21-Jul-2023,
QC No. TPMS-23-21997; Revised: 28-Jul-2023, Manuscript No. TPMS-23-21997 (R); Published: 04-Aug-2023, DOI:10.35248/2329-9088.23.11.313

Citation: Kushwaha U (2023) Exploring the Causes and Consequences of Lymphatic Filariasis Resurgence. Trop Med Surg.11:313.

Copyright: © 2023 Kushwaha U. This is an open access article distributed under the terms of the Creative Commons Attribution License, which
permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source are credited.

Trop Med Surg, Vol.11 Iss.4 No:1000313 1



REFERENCES
1. Wynd S, Melrose WD, Durrheim DN, Carron J, Gyapong M.

Understanding the community impact of lymphatic filariasis: a review
of the sociocultural literature. Bulletin of the World Health
Organization. 2007;85:493-498.

2. Ottesen EA. World Health Organization. Global programme to
eliminate lymphatic filariasis: progress report, 2015. Parasitology
International. 2016;91(39):441-455.

3. Malecela MN, Lazarus W, Mwingira U, Mwakitalu E, Makene C,
Kabali C, et al. Eliminating LF: a progress report from Tanzania. J
Lymphoedema. 2009;4:10-12.

4. World Health Organization. Lymphatic filariasis fact sheets. 2020.

5. Büscher P, Bart JM, Boelaert M, Bucheton B, Cecchi G, Chitnis
N, et al. Do cryptic reservoirs threaten gambiense-sleeping sickness
elimination?. Trends Parasitol. 2018;34(3):197-207.

6. Pollastri MP. Fexinidazole: A new drug for African sleeping sickness
on the horizon. Trends Parasitol. 2018;34(3):178-179.

7. Hooper PJ, Ottesen PJ, Bradley M, Biswas G. The global
programme to eliminate lymphatic filariasis: Health impact after 8
years. Plos Negl Trop Dis. 2008;2(10)317.

8. Biritwum NK, Yikpotey P, Marfo BK, Odoom S, Mensah EO,
Asiedu O, et al. Persistent ‘hotspots’ of lymphatic filariasis
microfilaraemia despite 14 years of mass drug administration in
Ghana. Transactions of The Royal Society of Tropical Medicine
and Hygiene. 2016;110(12):690-695.

9. Jones C, Ngasala B, Derua YA, Tarimo D, Reimer L, Bockarie M,
et al. Lymphatic filariasis transmission in Rufiji District, southeastern
Tanzania: infection status of the human population and mosquito
vectors after twelve rounds of mass drug administration. Parasites &
vectors. 2018;11(1):1-8.

10. Derua YA, Rumisha SF, Batengana BM, Max DA, Stanley G,
Kisinza WN, et al. Lymphatic filariasis transmission on Mafia Islands,
Tanzania: Evidence from xenomonitoring in mosquito vectors. PLoS
neglected tropical diseases. 2017;11(10):e0005938.

Kushwaha U

Trop Med Surg, Vol.11 Iss.4 No:1000313 2

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2636343/pdf/06-031047.pdf/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2636343/pdf/06-031047.pdf/
https://www.sciencedirect.com/science/article/abs/pii/S1383576998800767?via%3Dihub
https://www.sciencedirect.com/science/article/abs/pii/S1383576998800767?via%3Dihub
https://woundsinternational.com/wp-content/uploads/sites/8/2023/02/content_11167.pdf
https://www.who.int/news-room/fact-sheets/detail/lymphatic-filariasis
https://www.cell.com/trends/parasitology/fulltext/S1471-4922(17)30282-9?_returnURL=https%3A%2F%2Flinkinghub.elsevier.com%2Fretrieve%2Fpii%2FS1471492217302829%3Fshowall%3Dtrue
https://www.cell.com/trends/parasitology/fulltext/S1471-4922(17)30282-9?_returnURL=https%3A%2F%2Flinkinghub.elsevier.com%2Fretrieve%2Fpii%2FS1471492217302829%3Fshowall%3Dtrue
https://www.cell.com/trends/parasitology/fulltext/S1471-4922(17)30304-5?_returnURL=https%3A%2F%2Flinkinghub.elsevier.com%2Fretrieve%2Fpii%2FS1471492217303045%3Fshowall%3Dtrue
https://www.cell.com/trends/parasitology/fulltext/S1471-4922(17)30304-5?_returnURL=https%3A%2F%2Flinkinghub.elsevier.com%2Fretrieve%2Fpii%2FS1471492217303045%3Fshowall%3Dtrue
https://journals.plos.org/plosntds/article?id=10.1371/journal.pntd.0000317
https://journals.plos.org/plosntds/article?id=10.1371/journal.pntd.0000317
https://journals.plos.org/plosntds/article?id=10.1371/journal.pntd.0000317
https://academic.oup.com/trstmh/article-abstract/110/12/690/3063276
https://academic.oup.com/trstmh/article-abstract/110/12/690/3063276
https://academic.oup.com/trstmh/article-abstract/110/12/690/3063276
https://parasitesandvectors.biomedcentral.com/articles/10.1186/s13071-018-3156-2
https://parasitesandvectors.biomedcentral.com/articles/10.1186/s13071-018-3156-2
https://parasitesandvectors.biomedcentral.com/articles/10.1186/s13071-018-3156-2
https://journals.plos.org/plosntds/article?id=10.1371/journal.pntd.0005938
https://journals.plos.org/plosntds/article?id=10.1371/journal.pntd.0005938

	Contents
	Exploring the Causes and Consequences of Lymphatic Filariasis Resurgence
	DESCRIPTION
	REFERENCES


