


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 (L;—



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



