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The decision in 1987 by the pharmaceutical firm Merck & Co. to provide Mectizan® (iver-
mectin) free of charge to river blindness control programs has challenged the international
public health community to find effective ways to distribute the drug to rural populations most
affected by onchocerciasis. In the Americas, PAHO responded to that challenge by calling for
the elimination of all morbidity from onchocerciasis from the Region by the year 2007 through
mass distribution of ivermectin. Since 1991, a multinational, multiagency partnership (con-
sisting of PAHO, the endemic countries, nongovernmental development organizations, the
Centers for Disease Control and Prevention in Atlanta, Georgia, as well as academic institu-
tions and funding agencies) has developed the political, financial, and technical support needed
to move toward the realization of that goal. This partnership is embodied in the Onchocercia-
sis Elimination Program for the Americas (OEPA), which is supported by the River Blindness
Foundation (RBF) and now by the Carter Center. OEPA was conceived as a means of main-
taining a regional initiative to eliminate what is otherwise a low priority disease. 

Since its inception in 1993, the OEPA has provided more than US$ 2 million in financial,
managerial, and technical assistance to stimulate and/or support programs in Brazil, Colom-
bia, Ecuador, Guatemala, Mexico, and Venezuela, so as to take full advantage of the Merck
donation. Now halfway into a five-year, US$ 4 million grant provided through the Inter-
American Development Bank, the OEPA’s capacity to support the regional initiative is as-
sured through 1999.

ABSTRACT

Onchocerciasis is a disease caused
by Onchocerca volvulus, a parasitic
worm transmitted by the bite of tiny
black flies of the genus Simulium.
These black flies breed in fast-flowing
streams and rivers, whence the term
“river blindness,” which is the com-
mon name for the ocular morbidity
found in persons residing close to
rivers. Humans become infested when
the parasite is inoculated by the bite of
an infected black fly. The larvae de-
velop into mature worms that dwell in
the skin and connective tissue. Fertil-

ized adult female worms release mil-
lions of microscopic embryos (micro-
filariae) that migrate through the skin
and into other body organs, including
the eye. The microfilariae damage the
skin and the eyes and can cause der-
mal disfigurement, intense itching,
visual impairment, and blindness (1).

In October 1987, the American phar-
maceutical firm Merck & Co. decided
to donate, free of charge and indefi-
nitely, millions of dollars worth of
Mectizan® (ivermectin), the first river-
blindness drug suitable for mass ad-
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ministration without the fear of ad-
verse reactions (2–4). This decision
was reached upon recognizing that the
populations who could most benefit
from ivermectin were also the least
able to afford the drug. Since iver-
mectin, however, is not curative—it
kills microfilariae but not the adult
worms—ivermectin delivery programs
must provide the drug regularly (once
or twice a year as a single oral dose) to
prevent ocular morbidity from devel-
oping and to reduce or eliminate most
dermal morbidity. 

Onchocerciasis ranks fourth among
the causes of blindness and visual
impairment in developing countries.
According to WHO, of an estimated
17.7 million people who are infested,
270 000 are blind and another 500 000
have severe visual impairment. Ap-
proximately 123 million people live in
endemic areas worldwide and are
therefore at risk of infection (1). Al-
though the overwhelming majority of
onchocerciasis sufferers live in Africa,
the disease also occurs in small areas
situated in six countries in the Ameri-
cas: Brazil, Colombia, Ecuador, Guate-
mala, Mexico, and Venezuela (see Fig-
ure 1) (1, 5–7). The current WHO Expert
Committee estimates of Latin Ameri-
cans living in endemic areas and thus 
at risk of infection is 4.7 million (1),
although according to more recent esti-
mates, about 1.6 million people are at
risk (7). Epidemiological information,
however, is still incomplete for the
Region, particularly in Brazil and
Venezuela. For decades, the control
method offered by the ministries of
health in endemic parts of Guatemala
and Mexico has been nodulectomy
(surgical removal of subcutaneous
adult worm clusters). In Mexico, di-
ethylcarbamazine—a microfilaricidal
drug sometimes associated with severe
adverse reactions—was also distrib-
uted in mass campaigns. Addition of
insecticides to streams to kill the larval
stages of black flies, until recently the
most widely used intervention for con-
trolling onchocerciasis in West Africa,
was not an alternative in many Latin
American countries due to the high cost
and great difficulty of regularly treating
the small streams where many vector

species breed (5, 6). Nevertheless, Mex-
ico (in the 1950s) and Guatemala (in the
1970s) were able to implement success-
ful vector control activities using pesti-
cides in some endemic areas. Thus, the
provision of the drug gave the public
health community in the Americas a
new, safe, and low-cost intervention to
relieve human suffering.

Globally, the challenge to distribute
ivermectin has stimulated the creation
of new coalitions and partnerships 
to assemble the resources needed for
getting the drug to remote tropical
locations where the manifestations 
of onchocerciasis are most severe (3).
Among these new initiatives is a mul-
tiagency coalition in the Americas
dedicated to the use of ivermectin to
completely eliminate onchocerciasis as
a public health problem in the region
by the year 2007. This initiative has
come to be known as the OEPA, the
Onchocerciasis Elimination Program
for the Americas. The following is a
description of the events leading to the
creation of the OEPA and its structure,
function, accomplishments, and chal-
lenges for the future.

A REGIONAL PARTNERSHIP
CREATES A REGIONAL
PROGRAM

By 1990, three years after the dona-
tion announcement, the ministries of
health of Ecuador, Guatemala, and
Mexico had implemented pioneering
efforts at ivermectin distribution proj-
ects. In Guatemala, the program was in
partnership with local and interna-
tional nongovernmental development
organizations (NGDOs) and health
agencies that included the International
Eye Foundation, the Guatemalan Na-
tional Committee for the Blind and
Deaf, Guatemala’s Universidad del
Valle, WHO, the University of Arizona,
and the Centers for Disease Control
and Prevention (CDC) in the United
States. In Ecuador, the partnership
included Vozandes Hospital and
Christoffel Blindenmission. No pro-
grams to distribute ivermectin were 
yet active in Brazil, Colombia, or
Venezuela.

The XXIII Pan American Sanitary
Conference, which took place in Sep-
tember 1990, noted the considerable
progress made toward eliminating
polio from the Americas and called for
the identification of diseases that
might be eliminated by or near the
turn of the century. The Conference (in
its Resolution XVI, Section 4b) re-
quested PAHO to establish mecha-
nisms to determine the feasibility of
eliminating onchocerciasis, leprosy,
Chagas’ disease, nonvenereal trepone-
matoses, iodine deficiency, and xe-
rophthalmia due to vitamin A defi-
ciency. The resolution stated that if
elimination of one or more of these
conditions was indeed feasible, PAHO
should prepare and submit a plan of
action for a regional elimination initia-
tive (8).

Feasibility of eliminating
onchocerciasis from the Americas:
report of the Inter-American
Conference on Onchocerciasis ‘91

In April 1991, PAHO organized the
first regional Inter-American Confer-
ence on Onchocerciasis (IACO ‘91) to
bring together experts in onchocercia-
sis and other parties interested in dis-
cussing new opportunities for control-
ling or eliminating onchocerciasis. This
meeting in Guatemala City and
Tapachula, Mexico, was in response to
the call for a report on the feasibility of
eliminating onchocerciasis using iver-
mectin. PAHO’s financial partner for
IACO ’91 was the River Blindness
Foundation, which had just been estab-
lished by John and Rebecca Moores
with the sole purpose of attaining
global control of onchocerciasis.
Another participant in the organization
of IACO ‘91 was the Mectizan Dona-
tion Program (through the Task Force
for Child Survival and Development),
which sought to stimulate ivermectin
distribution initiatives throughout
endemic parts of Africa and the Amer-
icas. All the ministries of health of the
six endemic countries in the Americas
sent representatives to IACO ‘91. Also
present were representatives from the
United States Agency for International
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Development (USAID), the CDC, the
Government of Spain, and NGDOs
interested in primary eye care (Helen
Keller International, Christoffel Blind-
enmission, and the International Eye
Foundation). After many scientific pre-
sentations and deliberations, several
key conclusions (below) influenced the
course of the regional initiative for the
next 5 years (9).

Elimination of onchocerciasis from
the Americas. Based on the available
scientific evidence, morbidity from
onchocerciasis can be eliminated from

the Americas using ivermectin com-
munity-based treatment. Furthermore,
the international momentum gener-
ated by the Merck donation provided
the window of opportunity needed to
fund such an initiative. Spurred by the
free provision of ivermectin, availabil-
ity of resources from the RBF and
USAID, and growing international
support for elimination/eradication
programs, IACO ‘91 urged PAHO and
the ministries of health of the endemic
countries to provide ivermectin to the
entire population at risk for onchocer-
ciasis. The scanty epidemiological data
presented at IACO ‘91 allowed only a

rough estimate of four million persons
living at risk for infection and morbid-
ity in the Americas. Thus, IACO ‘91
called for a special focus on improved
epidemiological characterization of
the 14 known endemic areas (see Fig-
ure 1) in order to target those commu-
nities most affected by the disease
(“high risk“ or “hyperendemic com-
munities” having a burden of cuta-
neous microfilariae >60%). 

A regional approach strategy. Mor-
bidity elimination in the Americas
would be most effective through a

Rev Panam Salud Publica/Pan Am J Public Health 3(6), 1998 369

FIGURE 1. Geographic distribution of endemic onchocerciasis in the Americas
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Sources: Weekly Epidemiological Record 1996;71:278 and WHO Technical Report 852, 1995.
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regional approach for several reasons.
First, ministries of health in the six af-
fected countries would be unlikely to
give a national onchocerciasis eli-
mination initiative high priority. River
blindness was neither prevalent
enough nor life-threatening enough to
result in focused budgetary or pro-
grammatic attention by health authori-
ties. A regional initiative, however,
could provide the critical mass of inter-
est needed to draw both political and
economic support and the necessary
human talent to a “nonpriority” pro-
gram. Second, the global focus on
onchocerciasis was on Africa; only a
regional elimination effort in the Amer-
icas could provide visibility and impor-
tance to the American onchocerciasis
problem, and thus garner financial sup-
port from large donors, such as the
World Bank, the Inter-American Devel-
opment Bank, UNICEF, USAID, and
ministries of health in all affected
nations. Third, because of the lack of
expertise in onchocerciasis, a regional
approach was necessary to garner the
skills needed to establish sound na-
tional programs. Fourth, onchocerciasis
occurred at cross-border foci shared by
all countries (Mexico-Guatemala, Co-
lombia-Ecuador, Venezuela-Brazil). A
regional mechanism for reporting pro-
gram activities might stimulate the
international exchange of standardized
information and coordinate the treat-
ment of migratory populations.

Ivermectin for interrupting transmis-
sion in Guatemala and Mexico. Re-
sults presented at IACO ‘91 of a proj-
ect sponsored by the UNDP/World
Bank/WHO Special Programme for
Research and Training in Tropical Dis-
eases (TDR) in Guatemala (where the
major vector species, Simulium ochrae-
ceum, is a relatively poor transmitter of
onchocerciasis) showed that ivermec-
tin treatment provided every 6 months
could interrupt transmission of the in-
fection, even in hyperendemic com-
munities (10, 11). Such interruption for
a long enough time (the life-span of
the O. volvulus adult worms is about
10 years) could result in actual eradi-
cation of onchocerciasis. Therefore,

IACO ’91 recommended that iver-
mectin be mass distributed to inter-
rupt transmission when possible and
advised administration every 6 months
(rather than annually) in Guatemala
and Mexico. A further recommenda-
tion was that more entomologic re-
search be carried out in Brazil, Colom-
bia, Ecuador, and Venezuela to
determine if ivermectin was capable of
transmission elimination there as well.

Resolution XIV of the XXXV
Directing Council of PAHO 

With a consensus from IACO ‘91 that
elimination of onchocerciasis was feasi-
ble, PAHO staff, following the direc-
tive of the XXIII Pan American Sanitary
Conference, worked with regional con-
sultants to prepare a Multinational
Strategic Plan of Action for onchocerci-
asis elimination. The overall goal of the
plan was “elimination of the patholog-
ical manifestations of the disease, and
the interruption of transmission in
selected foci. . . .” (12). The challenges
presented in the plan included:

• Identification of communities and
populations needing ivermectin

• Monitoring of ivermectin treatment
of these communities and popula-
tions

• Periodicity and sustainability of
treatment activities

• Certification of morbidity elimina-
tion (by the year 2007)

• Certification of transmission elimi-
nation in certain foci (by the year
2007)

• Examination of the feasibility of
parasite (species) eradication from
some foci or perhaps the entire
Region. 

The first step was a call for each of
the six endemic countries to prepare
national action plans intended to
1) improve epidemiological informa-
tion so that programs could determine
where ivermectin should be distrib-
uted; 2) apply regionally determined
standards for diagnosis, treatment,
epidemiological surveillance, and
health education; and 3) share epide-

miological, treatment, and other re-
lated data at the regional level so that
the progress toward elimination could
be monitored. Lastly, the Plan of Ac-
tion called for an international coali-
tion to work toward strengthening the
national control programs politically,
financially, and technically. 

The Plan of Action was submitted to
all regional ministers of health in Sep-
tember 1991 at the XXXV Directing
Council of PAHO meeting in Wash-
ington, D.C. In Resolution XIV, the
ministers agreed to “eliminate oncho-
cerciasis as a public health problem in
the Americas” by the year 2007 (13).
The resolution urged all Member States
to “foster the necessary collaboration
and coordination between the differ-
ent levels of the public sector, and
between it and the private sector, for
the completion and execution of up-
dated plans of action to prevent, con-
trol and maintain surveillance of
. . . onchocerciasis. . . .” (13, 14). The
mandate for eliminating onchocercia-
sis morbidity from the Americas was
issued, and a regional strategy defined
to reach that goal. The remainder of
1991, however, saw little to no expan-
sion of ivermectin programs in
Ecuador, Guatemala, and Mexico, and
no initiation of ivermectin distribution
in Brazil, Colombia, and Venezuela.

US$ 1 million pledged by the River
Blindness Foundation and
formation of the Strategic Planning
Council

Concerned with the lack of progress
toward the goal of Resolution XIV, an
ad hoc strategic planning group con-
sisting of representatives from PAHO,
the River Blindness Foundation, the
Mectizan Donation Program, CDC,
and other interested parties met at
PAHO Headquarters in January 1992.
It was concluded that a Strategic
Planning Council should be formed to
serve as an advocate and coordinating
group for the elimination of onchocer-
ciasis from the Americas. The Strategic
Planning Council (SPC) was to consist
of members of the partnership and
provide a forum that would lead to
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joint action. At the first SPC meeting in
March 1992, the River Blindness Foun-
dation announced its intention to com-
mit US$ 1 million as seed funding to
set the regional initiative in motion.
The money was to be held in an RBF-
controlled trust fund, with the SPC
determining the criteria and standards
for allocating funds to help each coun-
try develop and implement a plan of
action consistent with the regional
strategy. With RBF funding in hand,
the SPC outlined a strategy for launch-
ing the initiative. 

It was hoped that the regional initia-
tive would move from the planning
stage to achievement of ivermectin
distribution in all six countries by 1993.
As a first step, regional norms were
developed for establishing baseline
indices and standard components of
ivermectin distribution programs. A
series of task force meetings of experts
led to normative planning. The first
such meeting, held in March 1992, pro-
duced standard guidelines for the epi-
demiologic characterization of en-
demic areas and evaluation of impact.
Other meetings followed (see Table 1).
The second step was to stimulate the
production of official national plans of

action for the six national onchocercia-
sis elimination programs. During the
period April through June 1992, SPC
delegations traveled to all six coun-
tries to meet with key political and
ministerial figures to request their
help in the preparation of plans con-
sistent with the new regional norms.
The delegations explained PAHO Res-
olution XIV calling for a regional ini-
tiative to eliminate onchocerciasis with
sustainable ivermectin distribution as
the key strategy. The delegation urged
that national plans and budgets be
developed in time for presentation at
the second Inter-American Conference
on Onchocerciasis to be held later that
year. Working meetings in Ecuador,
Guatemala, Mexico, and Venezuela
helped national experts and responsi-
ble Ministry of Health officials to come
together to work on the plans. 

Inter-American Conference on
Onchocerciasis ’92 and the
Onchocerciasis Elimination Program
for the Americas 

The goal of the second Inter-Ameri-
can Conference on Onchocerciasis

(IACO ‘92), which took place in Ecua-
dor in September of 1992, was the ap-
proval of national plans and budgets.
Despite the Strategic Planning Coun-
cil’s efforts of the previous months,
however, most plans required further
work and could not be fully funded. In
addition, it was obvious that the SPC
would face increasingly complicated
and varied expectations, technical
needs, and financial proposals. Be-
cause the SPC consisted of some 20
members serving on a voluntary basis,
it was incapable of responding to the
growing challenges of establishing the
regional program. The Strategic Plan-
ning Council concluded at its IACO
’92 meeting that a part of the RBF
donation should be used to establish
two staff positions to serve as its se-
cretariat and to travel as advocates of
Resolution XIV of the Directing Coun-
cil of PAHO. Thus, the SPC announced
to the assembled IACO ‘92 body the
launching of the office of the Oncho-
cerciasis Elimination Program for the
Americas. The OEPA headquarters
was established in Guatemala in Janu-
ary 1993, and its first director and
expert advisor immediately began vis-
iting the six endemic countries to facil-
itate the preparation of more thorough
national plans and budgets. At the
same time, a vigorous fundraising
campaign for the OEPA was initiated
by the River Blindness Foundation.

The OEPA and its coordinating
bodies

It was decided not to spend the time
or money to establish OEPA as a
“legal” NGDO. Indeed, the OEPA was
not conceived to be an NGDO, but
rather a timely mechanism to establish
and maintain the regional elimination
program, a secretariat for the multina-
tional/multiagency coalition, and a
technical and financial support re-
source to the national elimination pro-
grams. The River Blindness Founda-
tion agreed to serve as the OEPA’s
“parent” NGDO organization in an
administrative capacity (i.e., to make
contracts, establish accounts, and ap-
ply for grant monies), and to employ
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TABLE 1. Key meetings and workshops of the Regional Initiative to Eliminate Onchocerci-
asis from the Americas

1991 IACOa ’91: Feasibility of a Regional Onchocerciasis Elimination Program, Guatemala City,
Guatemala and Tapachula, Mexico

1992 TASKFORCE: The epidemiologic characterization of onchocerciasis, Washington, DC, USA 
TASKFORCE: Health education and social communication in onchocerciasis control, June
1992, Atlanta, Georgia, USA
TASKFORCE: Ophthalmological assessment of onchocerciasis, Antigua, Guatemala
IACO ’92: Presentation of National Plans, Quito, Ecuador

1993 TASKFORCE: Operationalization of geographic information systems in the regional programs,
Puerto Ayacucho, Venezuela 
IACO ’93: The Onchocerciasis Elimination Program for the Americas (OEPA), Puerto
Ayacucho, Venezuela

1994 IACO ’94: International (cross-border) issues: The Need for Binational Plans of Action,
Washington, DC, USA

1995 WORKSHOP: Onchocerciasis transmission modeling, Guatemala City, Guatemala 
IACO ’95: Health Education and Indigenous Cultures, Brasilia, Brazil

1996 WORKSHOP: The epidemiologic characterization of onchocerciasis: revision of 1992
guidelines by national program representatives, Quito, Ecuador 
WORKSHOP: Geographic Information Systems training, Guatemala City, Guatemala
IACO ’96: Certification of Elimination in the Americas: Towards Better Data, Oaxaca, Mexico

1997 WORKSHOP: Administration of Inter-American Development Bank grants, Guatemala City,
Guatemala
IACO ’97: Drafting Criteria for Certification of Elimination in the Americas

a Inter-American Conference on Onchocerciasis.



and supervise OEPA staff. The SPC,
however, was responsible for technical
and programmatic decisions. Prompt
assistance for day-to-day decision-
making by OEPA staff was handled by
the Program Coordinating Committee
(PCC), a smaller body established by
the SPC in February 1993. The PCC
has met twice annually since then (on
one occasion at the IACO session). In
late 1995, the SPC agreed to disband
and merge all remaining representa-
tion functions into the PCC and annual
IACO meetings. 

The PCC is currently charged with
conducting an ongoing and detailed
review of OEPA technical activities.
The PCC consists of nine members,
with institutional representation of the
RBF/Carter Center (two members),
PAHO (1), the CDC (1), a ministerial
(or national program) appointed rep-
resentative from one of the six en-
demic countries, and four “at-large”
members who are nongrantee partici-
pants (tropical disease and public
health professionals) in the program
and who can serve up to two 2-year
terms. Only one-year terms are al-
lowed for the national program repre-
sentatives to allow more rapid rota-
tions (and thus equal representation)
on the PCC. 

Technical support from the Inter-
American Development Bank

Seeking additional funding for the
regional initiative has been an impor-
tant activity of the OEPA from its
inception. The key success in the fund-
raising campaign is a 5-year grant of
US$ 4 million from the Inter-American
Development Bank, approved in June
1994, 20 months after the launching 
of the OEPA. IDB funding came just 
as the RBF trust fund was being ex-
hausted; it resulted in a new burst of
enthusiasm due to the dramatic in-
crease in OEPA activities and viability.
IDB funds are given to strengthen the
technical expertise, training, and equip-
ment components common to all six
countries. Permitted expenditures are
in areas of epidemiologic surveillance

and analysis, behavioral sciences,
health education programs, informa-
tion systems, and program evaluation.
Three long-term consultants (profes-
sionals in epidemiology, health educa-
tion/social science, and information
systems) were recruited in 1994 and
were in place at the OEPA headquar-
ters by mid-1995. 

IDB elected to become a partner
because of certain appealing elements
in the OEPA initiative: 1) a “regional”
approach; 2) an “elimination deadline”
for project completion; 3) a strong tech-
nical and evaluative orientation; and 4)
standardized reporting, measurable
goals and objectives, and maximized
regional use of information. The grant
was also attractive because clearly
defined “cost-sharing” components
pointed to a “real” partnership with
PAHO, NGDOs, donors, and gov-
ernments. IDB monies are calculated to
be only about 20% of the actual expen-
ditures required by the regional elimi-
nation program, and these monies may
not be used to support the program-
matic aspects of ivermectin distribu-
tion. Each national program must pro-
vide required elements in cash and
kind (salaries or transport, for exam-
ple) to support ivermectin delivery.

The Carter Center

The Carter Center has long been
involved in the campaign against river
blindness. In 1987, the year of the an-
nouncement of the donation of iver-
mectin, its then executive director
agreed to chair a Mectizan® Expert
Committee to review, approve, and
monitor the global ivermectin dona-
tion process. As a result of sustained
interests at the Carter Center, in early
1995 negotiations began to combine the
RBF’s programs with those of the
Carter Center’s Global 2000 program,
which had considerable resources and
reputation in Africa as a result of the
successful guinea worm eradication
campaign. The Carter Center, as the
surviving institution, would provide a
stable, internationally-recognized base
and additional programmatic expertise

that could ensure the successful ac-
complishment of the RBF mission. In
April 1996, Global 2000 acquired essen-
tially all of RBF’s programs and activi-
ties and established the Global 2000
River Blindness Program (GRBP). As
part of the acquisition, the Carter Cen-
ter assumed the role as the administra-
tive parent of OEPA, and thus as exe-
cuting agency of the IDB and other
grants. The OEPA’s office under the
Carter Center is located in Guatemala
City.

Accomplishments of the
Onchocerciasis Elimination Program
for the Americas

The OEPA initiative has proven that
regional partnerships can produce the
critical mass to draw political, techni-
cal, and economic support for iver-
mectin distribution. By 1996, all six
countries were distributing ivermectin
under national plans of action, treating
more than 195 000 persons, and reach-
ing 98% of the 345 known hyperen-
demic communities in the region. Rep-
resentatives of the six countries where
onchocerciasis is endemic in the
Americas have met annually since
1991 in IACO meetings cosponsored
by PAHO. These meetings have main-
tained the momentum and the com-
munity of the regional effort. IACO
and task force meetings provide for-
ums to report treatment and evalua-
tion activities; hear presentations of
new research findings related to on-
chocerciasis; and review, revise, and
discuss general policy issues and re-
gional normative recommendations.
All six governments now provide
infrastructure, physical facilities, com-
munications, transportation, and sal-
ary support for central and local staff
whose duties include onchocerciasis
elimination. As part of the IDB grant
process, all six governments provided
letters indicating their commitment to
their onchocerciasis programs, and
since 1994 national financial support
to the country programs has totaled
over $3 million. A binational team of
Colombian and Ecuadorean health
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workers carried out a joint epidemio-
logical exercise on the shared border
of their countries, Guatemala and
Mexico have reached several agree-
ments in which onchocerciasis has
been specifically mentioned, and
Brazil and Venezuela have an inter-
institutional plan of action related to
ivermectin distribution activities in the
migratory populations who cross their
shared borders.

CHALLENGES FOR THE FUTURE 

A movement to eliminate morbidity
from onchocerciasis in the Americas
was stimulated by the donation of
ivermectin, designed in a multina-
tional plan of action, sanctioned by
Resolution XIV of the Directing Coun-
cil of PAHO, and launched by the
River Blindness Foundation in a gam-
ble of a $1 million seed grant. The
OEPA maintains the initiative by serv-
ing the multiagency coalition as a
means for expeditious, task-oriented
action and reporting. Within the
forum of a regional coalition, the
OEPA has succeeded in providing
financial, technical, managerial, and
indeed moral support for a group of
experts in nongovernmental organiza-
tions, universities, and ministries of
health who endeavor to execute
national elimination programs based
on ivermectin distribution. Obstacles
to the success of the initiative have
been and remain great, and include
restricted funding, repeated changes
in ministry of health leadership, set-
backs due to decentralization of health
programs, and resistance to access and
standardization of information. Yet,
since its inception in early 1993, the
OEPA has succeeded in nurturing a
regional coalition that can now boast
of ivermectin distribution activities in
98% of all known hyperendemic com-
munities in the Americas. The OEPA
has stimulated the launching of com-
pletely new programs in Brazil,
Colombia, and Venezuela; has helped
resurrect the Guatemalan program
after its collapse following an un-
completed national health sector de-

centralization policy in 1995; has sup-
ported rigorous program evaluation
and operations research in Mexico and
Ecuador; and has stimulated several
binational meetings and international
plans to eliminate onchocerciasis. The
OEPA has leveraged the original $1
million RBF donation to generate
funding of over $5 million from other
donors, most notably the Inter-Ameri-
can Development Bank and USAID.
Lastly, OEPA profits from a commit-
ted corps of professionals volunteer-
ing their time to serve on coordination
committees that provide nonaligned
and transparent oversight for regional
goal setting and equitable decision
making.

For the future, OEPA must evolve in
response to the changing realities of
the experiment that led to its creation.
The Carter Center will bring to OEPA a
new focus on better reporting of the
numbers of persons and communities
being treated (7, 15). Mounting a large
campaign for rapid epidemiological
assessment of northern Venezuela
(where the current population at risk is
crudely estimated to be 800 000) is crit-
ical (7). Sustainability of programs
must be promoted by showing that
ivermectin delivery can strengthen or
stimulate new primary health care in-
frastructure in as yet underserved
areas. The OEPA and PAHO must
work to identify internationally accept-
able criteria that can be applied to cer-
tify onchocerciasis elimination in the
14 zones in the six countries (see Figure
1). Such criteria need to be applied
soon in Oaxaca and Chamula (Zones 1
and 2), San Vicente Pacaya and Santa
Rosa (Zones 6 and 7), throughout
Colombia (Zones 12 and 13), and in
Ecuador (Zone 14) to measure and cel-
ebrate progress and milestones toward
Resolution XIV’s goal (7, 15). Global
interest is crucial to revitalize political
and economic support. Finally, docu-
mentation of the interruption of trans-
mission in the different vectors and
ecological foci (as opposed to certifica-
tion of elimination of morbidity)
requires additional field research.

Despite the challenges for change,
certain OEPA roles and responsibili-

ties must remain constant. The OEPA
must be oriented to rapid action, trans-
parency in decision-making, and effec-
tive response to the challenges of field
program implementation. With its
PAHO partner, the OEPA must con-
stantly remind Governments and min-
istries of health of their agreement on
the goal of Resolution XIV to eliminate
onchocerciasis as a public health prob-
lem in the Americas by the year 2007.
Finally, the OEPA must diversify its
financial support to remain able to
supplement or bridge, when neces-
sary, those programmatic areas not
covered by the IDB grant.

If this regional initiative can main-
tain political and financial support, on-
chocerciasis in the Americas will be
eliminated through ivermectin distri-
bution. Then, as the Americas led the
way in polio eradication in 1991 (16),
so will they lead the way to elimina-
tion of onchocerciasis-related morbid-
ity by 2007. Indeed, with continued
momentum and funding, we antici-
pate achievement of the loftier goals of
transmission interruption and perhaps
eradication.
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La decisión tomada en 1987 por la Merck & Co., fabricante de productos farmacéuti-
cos, de proveer Mectizan® (ivermectina) gratuitamente a los programas de control de
la oncocercosis ha obligado a la comunidad sanitaria internacional a buscar formas 
de distribuir el medicamento a las poblaciones rurales que se ven más afectadas por
la enfermedad. En las Américas, la OPS respondió al reto con un llamado a eliminar
de la Región toda morbilidad por oncocercosis para el año 2007 mediante la distribu-
ción de ivermectina al público. Desde 1991, una alianza multinacional de diversas en-
tidades (la OPS, países con oncocercosis endémica, agencias de desarrollo no guber-
namentales, los Centros para el Control y la Prevención de Enfermedades en Atlanta,
Georgia, instituciones académicas y agencias de financiamiento) ha generado el
apoyo político, económico y técnico necesario para tratar de alcanzar esa meta. Esta
alianza está representada por el Programa de Eliminación de la Oncocercosis en las
Américas (OEPA), subvencionado por la Fundación Ceguera de los Ríos y actual-
mente por el Centro Carter. El OEPA se creó como iniciativa de alcance regional des-
tinada a eliminar una enfermedad que no merece atención prioritaria. Desde su apari-
ción en 1993, el OEPA ha aportado más de US$ 2 millones en ayuda económica,
administrativa y técnica para fomentar y subvencionar programas en Brasil, Colom-
bia, Ecuador, Guatemala, México y Venezuela, logrando así aprovechar al máximo la
donación de la Merck & Co. Ahora que hemos llegado a la mitad de una subvención
de 5 años y US$ 4 millones aportada por el Banco Interamericano de Desarrollo, se
sabe que el OEPA tiene la capacidad para apoyar la iniciativa regional hasta fines 
de 1999.
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