
Introduction

Richards et al. [1], in a paper published in this journal in

October 2011, reported on the results of efforts to stop

transmission of lymphatic filariasis (LF) during the period 1998–

2009 in central Nigeria (Plateau and Nasarawa states). LF in this

area is caused by Wuchereria bancrofti, the vector being Anopheles

gambiae s.l. and An. funestus. The strategy used was the World

Health Organization (WHO) approved approach of providing the

combination of ivermectin and albendazole in mass drug

administration (MDA) programs, with health education, reaching

$85% of the treatment eligible population of 3.7 million.

To determine impact on transmission, we monitored three LF

infection parameters (nocturnal microfilaremia (mf), LF antigen-

emia, and mosquito larval infection) in 10 sentinel villages (SVs).

In our last report, after SVs had been treated for 7–10 years, mf

had decreased by 83% from baseline (from 4.9% to 0.8%);

antigenemia by 67% (from 21.6% to 7.2%); mosquito infection

rate (all larval stages) by 86% (from 3.1% to 0.4%); and mosquito

infectivity rate (L3 stages) by 76% (from 1.3% to 0.3%). We

expressed our concern about continued observations of larval

stages of the parasite (especially the infective L3 stages) in mosquito

dissections.

In late 2010 (Plateau state) and early 2011 (Nasarawa state), the

national malaria program and its partners (including The Carter

Center) successfully accomplished community wide long-lasting

insecticidal net (LLIN) distribution in the two state area. MDA



risks and benefits of the PK. Oral consent was approved by the

Emory IRB because literacy rates are very low in the rural SV

areas. Consent was written when residents were literate. The

statement texts were approved by the IRB. Consent was

documented on individual forms, and in the case of oral consent,

the responses to the questions were ticked off by the team leader.

The MDA activities, location of the 10 SVs, and the

entomological monitoring were unchanged from that previously

described in detail [1]. Briefly, the entomological surveys were

conducted every 2 months in each SV. Indoor resting mosquitoes

were collected in the morning using the PK technique. Dissections

were performed on the day of collection and a trained

microscopist noted the presence or absence of larval stages (L1–



combined MDA (rounds 10–13) supplemented by universal LLIN

coverage/use.

LLIN Distribution Process
As part of the nationwide scale-up of LLIN coverage in Nigeria,

1,451,558 LLINs were distribution in Plateau state in December

2010 and 842,342 in Nasarawa state in January 2011, through the

combined efforts of many partners including The Carter Center.

LLIN distribution linked with the LF program has long been a



south-east Nigeria, where the program area experienced a

statistically significant decrease in LF infection and infectivity

[4]. Entomologically, it became evident in the SVs that LF

transmission was completely interrupted after 2010. The reduc-

tions in mosquito abundance and infection rates are evidence that

the national malaria program will accelerate the elimination of LF.

A weakness of this study is that there were no control SVs where

LLIN were not distributed to demonstrate that in those villages LF

infection would still have been observed in mosquitoes where the

only intervention was MDA.

We conclude that LLINs are synergistic with ivermectin and


