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ABSTRACT: INTRODUCTION: - Lymphatic Filariasis is one of the important public health and
socioeconomic problem faced by many developing countries in the world It is endemic in 83
countries and nearly 120 million people are affected worldwide of whom about 40 million are
incapacitated and disfigured by the disease. It is one of the world's leading causes of permanent and
long-term disability. The National Health Policy 2002 aims at Elimination of Lymphatic Filariasis by
2015. The strategy for achieving the goal of elimination is by Annual Mass Drug Administration of
DEC for 5 years or more to the population. AIMS AND OBJECTIVES: To find out the coverage and
compliance of MDA programme MATERIALS AND METHODS: One cluster (ward) from urban area
and three clusters (three primary health centre's (PHC)) from rural areas were selected randomly
from the list of urban wards and PHC's where the MDA was carried out. From the PHC's, one sub
center was selected and then one village from that sub center was selected randomly from the list of
sub centers and villages in the PHC's. In those selected villages, 50 randomly selected households
were covered. All the available individuals at the time of interview in the household were taken.
RESULTS: Majority of the studied population were in the age group of 15-60(56.54%) years and
Majority of them were males 480(51.90%). Compliance rate was 77.3%.The most common reason
for not consuming the tablets were 54(25.72%) not present at home when the tablets were
distributed followed by 48(22.86%) where drug given but had no information about the dose and
reason and 42(20%) due to the fear of side effects. Only 8(1.12%) developed minor adverse
reactions. About 592(64%) of the studied population were aware about the MDA programme and
368(62.16%) got aware from media and posters and 224(37.84%) from Anganwadi, ASHA and
other health workers. CONCLUSION: There is a need to strengthen the MDA programme planning
and implementation in terms of creating awareness through appropriate media in the community
KEYWORDS: Lymphatic Filariasis, DEC, MDA

INTRODUCTION: Lymphatic Filariasis, commonly known as elephantiasis, is a neglected tropical
disease. The disease was recorded in India as early as 6th century BC by the famous Indian
physician, Susruta in his book ‘SusrutaSamhital. Lymphatic filariasis (LF) is one of the important
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public health and socioeconomic problem faced by many developing countries in the world.2 It is
endemic in 83 countries and territories, with more than a billion people at risk of infection. Nearly
120 million people are affected worldwide of whom about 40 million are incapacitated and
disfigured by the disease. It is one of the world's leading causes of permanent and long-term
disability with an estimated 5.1 million disability adjusted life years (DALYs) are lost due to this
disease. 3.4

The National Health Policy 2002 aims at Elimination of Lymphatic Filariasis by 2015. The
strategy for achieving the goal of elimination is by Annual Mass Drug Administration of DEC for 5
years or more to the population excluding children below two years, pregnant women and seriously
ill persons in affected areas to interrupt transmission of disease’. The National Filarial Control
Programme (NFCP) was launched in1955 for the control of Bancroftian filarial and now National
Health Policy Goal is to eliminate lymphatic Filariasis from India by the year 2015 6.7.

In India, 243 districts are identified as endemic districts with 29 million people being parasite
carriers and 22 million with chronic disease. Eight districts are identified as endemic in Karnataka
and Bidar district is one of them. MDA of single dose DEC once in a year was started in
2004.Programme was based on a house-to-house approach involving health department staff,
anganwadi workers, self-help groups, youth clubs, medical college staff and students, etc. Prior to
each round of drug distribution, orientation and training sessions were conducted in each PHC level
for all the participants. Campaigns through mass media (Television, Radio and Newspapers) and
banners, pamphlets, posters, were also conducted in most of the areas. Predictions indicate that at
least 90% consumption is required to achieve the goal of elimination with five rounds of annual DEC
based MDA and 11 rounds are required if the coverage is 60%3.Current approaches to drug delivery
are able to achieve only 40-60% of coverage if MDA executed by regular health services®. Therefore,
the principal challenge before the planners, programme managers and researchers is to develop
effective and sustainable drug delivery strategies and also to find out the short comings of recently
conducted programme with reference to coverage and compliance and to further improve strategies
for future rounds.

AIMS AND OBJECTIVES:
1. To find out the coverage of MDA.
2. To find out the side effects of DEC.
3. To find out the compliance of MDA by the people.
4. To find out the reasons for non compliance.

MATERIAL AND METHOD:
> Study area
The study areas were one of the filarial endemic districts (Bidar) in Karnataka state.
”  Study design
This was a cross-sectional survey.
> Study period
The field part of the study was conducted during February 2010.
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> Study population
All the sampled eligible population who belong to the MDA campaign area.925 study
subjects were interviewed.

”  Exclusion criteria
The eligible population did not include pregnant and lactating women, children below two
years of age and seriously ill persons

> Methodology
One cluster (ward) from urban area and three clusters (three primary health centre's
(PHC)) from rural areas were selected randomly from the list of urban wards and PHC's
where the MDA was carried out. From the PHC's, one sub center was selected and then one
village from that sub center was selected randomly from the list of sub centers and villages
in the PHC's. In those selected villages, 50 randomly selected households were covered. All
the available individuals at the time of interview in the household were taken.

> Survey
House to house field survey was conducted and filled the proforma using personal
interview method. Informal consent was obtained from the participants.

~  Ethics
The study was cross sectional and does not involve patient intervention methods; hence,
ethical issue does not arise.

*  Limitation
This study was conducted after 3 months of MDA campaign which is a limitation (recall
bias). This survey assessed only the coverage aspect and not the entire MDA
implementation programme.

*  Analysis and statistical methods
The data were collected in a pretested Performa, computed in Microsoft Excel and analyzed
using the statistical program SPSS. The data were used to calculate frequencies and
proportions.

RESULTS: Table no 1 shows Age and sex wise distribution of the study population where majority of
them were in the age group of 15-60(56.54%) years followed by 6-14(24.32%) years and least in the
age group 2-4(9.41%) years respectively. Majority of them 480(51.90%) were males and
445(8.10%) were females. Table no 2 shows the distribution of the study population based on the
consumption of DEC Tablets. Among those who received tablets, it was observed that only 925 of the
individuals received the adequate dose and only 715 (77.3%) consumed the tablets and about
210(22.7%) did not consumed the DEC tablets. Hence, compliance rate was only 77.3%.

Table no 3 shows the reasons for non compliance to DEC Tablet among the eligible
population. Out of the 210 studied population who did not consumed the tablet, the most common
reason 54(25.72%) were not present at home when the tablets were distributed followed by
48(22.86%) where drug given but had no information about the dose and reason. 42(20%) of the
studied population did not consume the tablet due to the fear of side effects followed by 37(17.61%)
who were not feeling well. Other reasons 29(13.81%) include, on some other medication, some
families expressed their difficulty in giving tablet to children in 2-5 year, old age, previous surgery
and not at risk.
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Table no 4 shows the distribution of the study population who developed adverse reaction
to DEC Tablet. Out of the 715 study population who consumed the tablets, only 8(1.12%) developed
minor adverse reactions like nausea, vomiting, Headache, giddiness, gastric acidity etc. Table no 5
shows the distribution of the study population regarding their knowledge about MDA Programme
about 592(64%) of the studied population were aware about the MDA programme and 333(36%)
were not aware about the MDA programme. Table no 6 shows the distribution of the study
population regarding their source of knowledge about MDA Programme about 368(62.16%) got
aware from media and posters and 224(37.84%) from Anganwadi, ASHA and other health workers

DISCUSSION: The present study is a qualitative cross sectional, covering a target population of 925
from four clusters. According to our survey among those who received DEC tablets, it was observed
that among 925 studied population only 715 (77.3%) consumed the tablets and about 210(22.7%)
did not consumed the DEC tablets. Hence, compliance rate was only 77.3%.Though the non
compliance percentage is less, it can be made lesser by reorienting the drug distributors and proper
supervision. In a study done by B V Babu!? in Orissa compliance rate was 42%. Similarly a study done
by Abhay et al!! found that the overall coverage was 79.7% but the compliance was only 43.04%.It
was found that majority of population swallows one DEC tablet in morning & two in night mainly
because the drug distributor did not specify them properly. Hence In countries like India, where
annual MDA is an economic option, and the existing government health care system is capable of
conducting the programme, although more inputs are required to achieve desired levels of
compliance.

Out of the 210 studied population who did not consumed the tablet, the most common
reason 25.72% were not present at home when the tablets were distributed followed by 22.86%
where drug given but had no information about the dose and reason.20% of the studied population
did not consume the tablet due to the fear of side effects followed by 17.61% who were not feeling
well at the time of distribution. Other reasons 13.81% include, on some other medication, some
families expressed their difficulty in giving tablet to children in 2-5 year, old age, previous surgery
and not at risk. Similarly a study done by Abhay et al!!found the most common cause of non
compliance to DEC in present study was fear of side effects among the beneficiaries
(47.51%).Similar observations were noted by Karmakar P Roy et al!2 found that the most frequent
cause was fear of side effects (36.84%). KS Ravish et al!3 reported lack of adequate information as
main reason for non-compliance. S. Sabesan et all* after review of the lymphatic Filariasis in India
suggested that the programme managers should be encouraged to adopt the principals of ‘Directly
observed Treatment criteria. Compliance to MDA largely depends on the approach of the drug
distributor in implementation of MDA as per guidelines helps to bridge the knowledge gap and it is
an important and very cost-effective tool to improve both coverage and compliance of MDA15.

In our study out of the 715 study population who consumed the tablets, only 8(1.12%)
developed minor adverse reactions like nausea, vomiting, Headache, giddiness, gastric acidity etc.
where majority of them had consumed the tablet before food and in the wrong dosage. Similar
observations were noted by Abhay et al!! for non compliance to DEC was mainly fear of side effects
among beneficiaries (47.51%) and as such the side effects were very few and minor. Hence this
information of the report must be widely publicized in local news papers and cable TV channels in
order to alleviate fear of side effects among beneficiaries. Information about the Rapid Response
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Team (RRT) must be widely publicized in order to increase the faith of people which will indirectly
result in better compliance?6.

Regarding the knowledge of the studied population about MDA Programme about
592(64%) of the studied population were aware about the MDA programme and 333(36%) were
not aware about the MDA programme and regarding their source of knowledge about MDA
Programme about 368(62.16%) got aware from media and posters and 224(37.84%) from
Anganwadi, ASHA and other health workers. The main concept of MDA is to approach every eligible
individual in the target community and administer annual single dose of anti-filarial drugs (DEC +
Albendazole) 5. In the study done by KS Ravish et al!3 it was observed that 41.4% populations were
aware & 58.6% were unaware of MDA activity. Similarly a study done by Ashwini Kumar et allé
found that 73 (31.7%) respondents came to know about MDA from health personnel, 128(55.6%)
through media (TV, radio and mikes) and 42 (18.2%) from NGOs. Similarly Mukhopadhyay et al'7 in
their study found that 77.8% respondents came to know about MDA from health personnel and
20.8% through media whereas NGO’s had very little involvement (1.2%). IEC from all possible
channels such as involvement of community leaders, school teacher and students, electronic and
print media preferably in local languages, appeal from religious leaders should be undertaken to
motivate people to participate in the programme and consume DEC tablets.

CONCLUSION: The present study reveals that the consumption of DEC tablets in Bidar district as
77.3%, which is above the minimum target level and better in rural areas. There was hardly any
resistance in the community for the program. Efforts are needed to increase the coverage by
motivating and sensitizing the community through IEC. There is a need to strengthen the MDA
programme planning and implementation in terms of creating awareness through appropriate
media in the community. This can be achieved by efficient microplans, improved supervision
emphasizing more strongly health work force training thereby to improve the coverage and
compliance through community participation. As such, side-effects were very few and minor in our
study which also need to be addressed as they may constitute cause of future non-compliance.
Information about the Rapid Response Team (RRT) must be widely publicized in order to increase
the faith of people which will indirectly result in better compliance.
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Table no 1:-Age and sex wise distribution of the study population.

Age Male % Female % Total %
2-5 years 43 | 8.96% 44 9.89% | 87 | 9.41%
6-14years | 118 | 24.58% | 107 | 24.04% | 225 | 24.32%
15-60 years | 277 | 57.71% | 246 | 55.28% | 523 | 56.54%
>60 years 42 | 8.75% 48 10.79% | 90 | 9.73%
Total 480 | 51.90% | 445 |48.10% | 925 | 100%

Table no 2:-Distribution of the population based on the consumption of DEC Tablets

DEC tablet consumed | Frequency | Percentage
Yes 715 77.3%
No 210 22.7%
Total 925 100%

Table no 3:-Reasons for non compliance to DEC Tablet among the eligible population

Reasons for non compliance Frequency | Percentage
Not present at home 54 25.72%
Fear of side effects 42 20.00%
Not feeling well 37 17.61%
Drug given at home but no information 48 22.86%
Others 29 13.81%
Total 210 100%

Table no 4:-Distribution of the study population who developed adverse reaction to DEC

Adverse reactions | Frequency | Percentage
No 707 98.88%
Yes 8 1.12%
Total 715 100%

Table no 5:-Distribution of the study population regarding their knowledge about MDA
Programme

Aware about MDA programme | Frequency | Percentage
No 333 36%
Yes 592 64%
Total 925 100%

Table no 6:-Distribution of the study population regarding their source of knowledge about
MDA Programme.

Source of knowledge about MDA | Frequency | Percentage
Media and posters 224 37.84%
Anganwadi and health workers 368 62.16%
Total 592 100%
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