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ABSTRACT 

Lymphatic Filariasis (LF) is a disease affecting humans and animals. It is caused by a nematode parasite of 

the Order Filaridae. Lymphatic filariasis is targeted by the World Health Organization (WHO) for elimination by the 

year 2020. This will be mainly by interrupting transmission of infection through annual mass drug administration 

(MDA). In Kenya, mass treatment using diethylcarbamazine (DEC) and albendazole started in 2002 and has been 

conducted several times by Kenya Medical Research Institute (KEMRI) from Msambweni in Kwale and Malindi 

districts spreading to the North Coast (Tana River and Lamu) since April 2011. In Malindi and Kwale, four rounds of 

MDA administered were preceded with evaluation of each round, while in Lamu County so far no follow up has been 

done. The current study was aimed at evaluating mass drug prophylactic administration on Wuchereriabancrofti among 

communities of selected villages in Lamu County, Kenya. A population of 375 was considered ideal and was selected 

randomly from both villages and schools. Blood samples (100µl) were collected by finger prick and tested by Immune 

chromate graphic test cards (ICT) during the day and night. Out of the 375 participants screened for lymphatic LF 

using the ICT card, 6 were found positive for LF, representing an overall prevalence of 1.6% (95% CI 0.3%-2.9%). 

Totally, 349 of the 375 respondents interviewed said they had received drugs during the MDA which indicated coverage 

of 93.1% (95% CI 88.3%-94.0%). Most of the respondents reported using ITNs to protect themselves against 

mosquitoes’ bites at night (75.2% (95% CI 70.8% - 79.6%). Finally, the study participants were asked if they had ever 

heard of lymphatic filariasis. A total of 317 (84.5% (95% CI 80.5%-88.6%) replied affirmatively. In conclusion, MDA 

had greatly reduced the transmission and antigenemia load of W. bancroftiin residents of Mpeketoni, Witu, Mapenya 

and Mkunumbi villages of Lamu County. It is recommended that MDA should be encouraged for communities living in 

lymphatic filariasis endemic areas. 
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INTRODUCTION  

Lymphatic filariasis (LF) is a major social and economic burden in tropical and subtropical areas where 

the disease is well established. Bancroftianfilariasis caused by Wuchereriabancroftiis the common form of the 

human lymphatic filariasis and an important cause of morbidity, deformity and disability in the developing world 
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with over 120 million people affected in more than 70 countries (Njengaet al., 2000). Experts consider that lymphatic 

filariasis, a Neglected Tropical Disease (NTD), can be eliminated and a global campaign to eliminate lymphatic filariasis 

as a public health problem is under way (WHO, 2002a). The elimination strategy is based on annual treatment of whole 

communities with combinations of drugs that kill the micro filarial. As a result of the generous contributions of these drugs 

by the companies that make them, tens of millions of people are being treated each year (WHO, 2002b). Since these drugs 

also reduce levels of infection with intestinal worms, benefits of treatment extend beyond lymphatic filariasis (WHO, 

2002a).  

Lymphatic filariasis in Kenya has been reported since 1910 and the disease remains endemic in 5 counties namely 

Kwale, Mombasa, Kilifi, Tana River and Lamu in the coastal areas. About 2.5 million people seek treatment for LF which 

accounts for $30 million per annum (Purvada, 2011). World Health Organization launched a Global Programme on 

Elimination of Lymphatic Filariasis (GPELF) in the year 2000 for more than 496 million people in 12 countries (WHO, 

2011). The present Kenya National Programme for Elimination of Lymphatic Filariasis (NPELF) relies on repeated annual 

mass drug administration (MDA) of diethylcarbamazine (DEC) and albendazole (WHO, 2011). This drug combination is 

more successful than mono therapy as supported by falling adult worm antigen levels and clinical reactions in infected 

humans receiving the drug combination (WHO, 2011).  

Many countries have now completed five or more rounds of MDA. However, evidence from Samoa and French 

Polynesia where Aedespolynesiensis is an important vector indicate that, transmission of the disease was not interrupted by 

the DEC based campaigns as there was an increase in microfilaria (mf) prevalence after the campaigns (Burkotet al., 

2005). Implementation of periodic independent evaluations in countries, regions, counties and locations enables inter-

programme exchange of information and experience and demonstrates the impact of MDA in achieving reduction of micro 

filaraemia levels as well as its elimination as a public health problem by the year 2020 (WHO, 2003; WHO, 2008).  

The Kenyan MDA programme started in the year 2002 from Msambweni, Kwale and began in April 2011 in the 

North Coast which is Tana River and Lamu. So far there has been no follow up or evaluation of the impact of the first 

round of MDA in the latter. Persons aged 5 years and above offer epidemiological evidence of the presence or absence of 

indigenous LF infection (Alwaidyet al., 2010). The aim of the current study was to evaluate Wuchereriabancrofti using 

massive diethyl-carbamazine (DEC) prophylactic treatment among communities of selected villages in Lamu County, 

Kenya. 

MATERIALS AND METHODS 

Study Area 

The study was conducted in four villages of Mpeketoni, Witu, Mapenya and Mkunumbi of Lamu County. The 

study villages were selected on the basis of their close proximity to each other and accessibility to the researcher. The four 

villages are found on the mainland of Lamu county specifically Lamu West District. Mpeketoni village is at the centre of 

the settlement scheme that dates back in 1972 and surrounded by Lake Kenyatta named after the first president of Kenya. 

Mkunumbi and Mapenya villages overlook the Indian Ocean and they are predominantly occupied by the Banjunis and 

Swahilis whose descendants come from Lamu East (Faza Island). Going further to the mainland is Witu village found 

beside the larger Boni forest occupied by Swahilis, Giriamas, Oromas and Bonis. 
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Study Population 

Mkunumbi village and its surrounding have a population of about 600 people aged above 5 years. With the 

introduction of Mpeketoni settlement scheme intermarriages between the Swahilis and Kikuyus has greatly improved the 

social and economic status of the inhabitants. This has contributed to the reduction of most tropical infectious diseases. 

Mpeketoni village has a population of 12,000, Mapenya 2,000 and Witu 5,000 people aged above 5years. 

Study Design 

Prior to the research public announcements were done to schools and villages through assemblies and public 

barazas. Persons aged 5 years and above offer epidemiological evidence of the presence or absence of indigenous LF 

infection. Children aged between 5 - 18 years were randomly selected from the village, primary and secondary schools. All 

children had to be accompanied by their parents in order to give consent for their children to be included in the study. The 

children above 10 years were interviewed for information about the disease using the questionnaire. All adults above 19 

years were randomly selected from the village dispensaries and given random numbers after which they signed the consent 

letter. The participants were tested for both micro filariae and adult worm antigens using ICT card during the day and 

night. 

Sample Size 

UNICEF (2010) sampling formula as follows was used: n = 

Where; 

n = desired sample 

z = standard normal deviation at the required confidence unit 

p = proportion in the target population estimated to have characteristic being measured 

q = 1 – p 

d = the level of statistical significance set 

n = × 0.4 × 0.6 ÷ = 369 people. 

From the UNICEF sampling formula a population of 375 participants were considered ideal for the investigation 

selected randomly from both villages and schools.  

Criteria of Inclusion and Exclusion 

All adults above 19 years old and children aged between 5 - 18 years were included in the study. Those less than 5 

years, pregnant women, the sick, those who did not consent to the study and those who came to the study area later than the 

year 2010 were excluded from the study.  

DATA COLLECTION TOOLS 

Blood Collection, Micro Filarial Examination and ICT 

Confidential data collection sheets were used in the field. The data sheets were in form of questionnaires. They 
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were used to identify those who use ITNs, determine the first round of MDA coverage level within the four villages and 

tallying those who were positive, negative, clinically symptomatic and indeterminate when tested using the ICT cards 

depending on age and sex of the participants.  

Immune Chromate Graphic Test 

This involved the use of cards developed by ICT diagnostic Balgowlah, New South Wales which is the rapid-

format filarial antigen test that detects circulating filarial antigens released by adult worms and can thus detect active 

infection independent of micro filaraemia. WHO has recommended the use of ICT card test for mapping LF endemic areas 

and was the main method used in the study to determine the impact of MDA. Consenting study participants were finger 

pricked during the day and 100µl blood samples collected. The blood was added without pre-treatment to a pink and white 

sample pad coupled to colloidal gold that contains dried polyclonal antibody (PAb) and monoclonal anti filarial antibody 

(MAb). The labelled antibody and filarial antigen (if present) will flow towards the top of the card across the nitrocellulose 

strip forming an antigen-antibody complex. The results were read after ten minutes following manufacturer's instructions. 

The test was recorded positive if two lines (test and control) are seen in the viewing window, even when the test line 

appears lighter or darker than the control line. The test was considered negative if the control alone is seen and invalid if 

the control line does not appear. The ICT results were recorded as indeterminate where the test bands were difficult for 

readers to classify as either positive or negative. 

Ethical Considerations 

Prior to commencement of this study, ethical clearance and permission was obtained from the Graduate School of 

Kenyatta University and the Ministry of Public Health and Sanitation. The community at large was briefed on the purpose 

of the study. Informed consent was obtained before conducting the study and participation was voluntary.  

Data Management and Analysis 

Data were recorded in designed forms while in the field and transferred into computer immediately upon exercise 

completion which was password protected. Statistical analyses were done using SPSS statistical software version 20. The 

Pearson Chi-square (χ2) test was used to compare proportions including prevalence of micro filaraemia and antigenaemia 

considering those who swallowed and those who did not swallow the drug; those who used ITNs and those who did not; 

ICT positives and negatives; and the infection rates in females and males as well as between age groups. The data obtained 

was presented in tables. Descriptive statistics and transformation of data were used where appropriate. A P value of less or 

equal to 0.05 was considered significant.  

RESULTS 

Description of Study Participants 

A total of 375 participants we enrolled, 228 females (60.8%) and 147 (39.2%) males (Table 1). Seventy five 

respondents were recruited from Witu location while 100 respondents were recruited from each of the other three 

participating locations, namely, Mpeketoni, Mapenya and Mkunumbi. The ages of the study participants ranged from 5-79 

years old and the median age was 23 years (inter quartile range (IQR): 17 to 33 years). Forty four (11.7%) of the study 

participants were aged 12 years or less. Further, 140 (37.3%) and 115 (30.7%) participants were in the age category of 13-

21 years and 22 to 35 years of age respectively. Additionally, 76 (20.3%) respondents were aged more than 35 years (Table 
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3.1). Analysis of employment status showed that 221 (58.9%) participants were employed while (154 41.1%) reported 

being unemployed. 

Table 1: Respondents by Socio Demographic Characteristics 

Characteristic Frequency (N = 375) % 
Gender   

Male 147 39.2 
Female 228 60.8 

Age   
≤12 44 11.7 

13-21 140 37.3 
22-35 115 30.7 
>35 76 20.3 

Location   
Witu 75 20.0 
Mpeketoni 100 26.7 
Mapenya 100 26.7 
Mkunumbi 100 26.7 
Employment Status   
Employed 221 58.9 
Unemployed 154 41.1 

 
Prevalence of Lymphatic Filariasis 

Out of the 375 study participants who were screened for lymphatic filariasis (LF) using the ICT card, 6 were 

found positive for LF (Table 2a). Thus, the overall prevalence of LF in the study area was 1.6% (95% confidence interval 

(CI) 0.3%-2.9%). 

Table 2a: Prevalence of Lymphatic Filariasis 

Condition Number (N = 375) Prevalence (%) 95% CI 
LF Positive 6 1.6 0.3%-2.9% 
LF Negative 369 98.4  

 

Table 3.2b presents the distribution of lymphatic filariasis by various attributes. Overall, no individuals showed 

prevalence of filariasis from 0-12 years. There were 3 (2.1%) people positive for lymphatic filariasis in 13-21 age groups, 

1(0.9%) person in 22-35 age group and 2(2.6%) people in above 35 years. Males showed higher prevalence 5(3.4%) as 

compared to females 1 (2.0%). Mapenya and Mkunumbi villages recorded the highest prevalence of lymphatic filariasis 2 

(2.0%) while Witu and Mpeketoni recorded 1 (1.3%) and 1 (1.0) respectively. The age of the study participants was not 

statistically significantly associated with the disease (Chi square statistic (χ2) = 1.881, DF = 3, P = 0.597). Additionally, 

location was not statistically significantly associated with being diagnosed with lymphatic filariasis (χ
2 = 0.466, DF = 3, P 

= 0.926). A statistically significant association was observed in gender and employment status (χ
2 = 4.983, DF = 1, P = 

0.026 and (χ2) = 4.500, DF = 1, P = 0.0339) respectively. 

Table 2b: Prevalence of Lymphatic Filariasis by Selected Attributes 

Attribute  Total LF Diagnosis  Χ
2, Df, P-Value 

  Negative (N=369) Positive (N=6)  
Age     
≤12 44 44(100.0%) 0(0.0%) 1.881, 3, 0.597 

13-21 140 137(97.9%) 3(2.1%)  
22-35 115 114(99.1%) 1(0.9%)  
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>35 76 74(97.4%) 2(2.6%)  
Table 2b: Contd., 

Location     
Witu 75 74(98.7%) 1(1.3%) 0.466, 3, 0.926 
Mpeketoni 100 99(99.0%) 1(1.0%)  
Mapenya 100 98(98.0%) 2(2.0%)  
Mkunumbi 100 98(98.0%) 2(2.0%)  

Gender     

Male 147 142(96.6%) 5(3.4%) 4.983, 1, 0.026 
Female 228 227(99.6%) 1(0.4%)  
Employment Status     
Employed 221 220(99.5%) 1(0.5%) 4.500, 1, 0.0339 
Unemployed 154 149(96.8%) 5(3.2%)  

 
Mass Drug Administration Coverage 

Overall, 349 of the 375 respondents who were interviewed responded in the affirmative on inquiring if they had 

been given drugs during the MDA thus a coverage level of 93.1% (95%CI 88.3%-94.0%).  

Table 3a: Mass Drug Administration Coverage 

Characteristic Frequency (%)  95% CI 
Given Drugs During MDA (N=375) 

Yes 349 93.1 88.3%-94.0% 
No 26 6.9  

 

The number of people who had been given drugs, those who swallowed the drugs and those willing to take the 

drugs in the next MDA were statistically significantly associated with lymphatic filariasis (χ2 = 55.16, df =1, P = 0.0, χ2 = 

45.907, df =1, P = 0.0 and χ2 = 21.5, df = 1, P = 0.0). However, the reasons given by the participants for not swallowing 

the drugs were not statistically significantly associated with lymphatic filariasis (χ2 = 0.678, df =1, P = 0.4103) (Table 

3.3b).  

Table 3b: Mass Drug Administration by Selected Characteristics 

Characteristic Totals Negative Value Positive P- Χ2, Df, P-Value 
Given Drugs To Treat LF 

Yes 349 348(99.7) 1(0.3) 55.16,1,0.0 
No 26 21(80.8) 5(19.2)  

Swallowed the Drugs 
Yes 345 344(99.7) 1(0.3) 45.907,1,0.0 
No 30 25(83.3) 5(16.7)  

Reasons for Not Swallowing 
Not sick 17 15(88.2) 2(11.8) 0.678,1,0.4103 
Others 13 10(76.9) 3(23.1)  

Willing to Take the Drugs Next Time 
Yes 353 350(99.2) 3(0.8) 21.5, 1,0.0 
No 22 19(86.4) 3(13.6)  

 

Utilization of Insecticide Treated Nets, ITNs 

Most of the respondents reported using insecticide treated nets (ITNs) to protect themselves against mosquitoes’ 

bites while sleeping (75.2% (95% CI 70.8% - 79.6%)) as shown in table 3.4a. 
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Table 4a: Utilization of Insecticide Treated Nets, Itns 

Characteristic Frequency (%)  95% CI 
Use of Itns (N=375)    

Yes 282 75.2 70.8%-79.6% 
No 93 24.8  

 

The number of people who use the ITNs, the use frequency and the reasons for using the ITNs was statistically 

significantly associated with lymphatic filariasis χ2 = 11.2 df = 1, P = 0.000818; χ2 = 24.538, df = 1, P = 0.0001; χ2 = 

66.41, df = 1, P = 0.00001 respectively (Table 3.4b). 

Table 4b: Utilization of Insecticide Treated Nets by Selected Characteristics 

Characteristic Totals Negative Positive Chi, Df, P-Value 
Use of Itns     

Yes 282 281(99.7) 1(0.3) 11.2,1,0.000818 
No 93 88(94.6)   
Frequency of Using ITNS     
All the time  341 339(99.4) 24.538, 1, .0001  
Certain days  34 30(88.2) 4(11.8)  

Reason for Using ITNs     
Malaria 343 342(99.7) 1(0.3) 66.41,1,0.00001 
Lymphatic filariasis 22 20(90.9) 2(9.1)  
Other reasons 10 7(70) 3(30)  

 
Awareness of Lymphatic Filariasis 

The study participants were asked if they had ever heard of lymphatic filariasis. Majority of the participants 317 

(84.5% (95% CI 80.5%-88.6%) replied that they had heard of the diseases (Table 5a).  

Table 5a: Awareness of Lymphatic Filariasis 

Characteristic Frequency (%)  95% CI  
Ever Heard Of LF? (N=375)    

Yes 317 84.5 80.5%-88.6% 
No 40 10.7  

I don’t know 18 4.8  

 
The number of participants who correctly identified the agent of transmission of the disease was not statistically 

significantly associated with the disease (χ
2 = 1.9, df = 1, P = 0.168) (Table 5b). However, there was a statistically 

significantly association in those who responded positively to have heard about lymphatic filariasis, identified the 

symptoms of the disease, reported to have the symptoms of the disease and those with the knowledge of treatment of 

lymphatic filariasis (χ2 = 19.5, df = 2, P = 0.0001, χ2 = 22.67, df = 3, P = 0.0001, χ2 = 87.85, df = 2, P = 0.0 and χ2 = 56.08, 

df = 2, P = 0.0) respectively.  

Table 5b: Awareness of Lymphatic Filariasis by Selected Characteristics 

Characteristic Totals Negative Positive Chi, Df, P-Value 
Heard About Lymphatic Filariasis     

Yes 317 316(99.7) 1(0.3) 19.5,2,0.0001 
No 40 37(92.5) 3(7.5)  
I don’t know 18 16(88.9) 2(11.1)  

Agents of Transmission     
Mosquitoes 318 317(99.7) 1(0.3) 1.9,1,0.168 
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Table 5b: Contd., 
Others 57 52(91.2) 5(8.8)  

Symptoms of the Disease     
Swelling on legs 292 292(100) 0(0.0) 22.67,3,0.0001 
Swelling on testis/mammary 21 20(95.2) 1(4.8)  
Other Symptoms 35 32(91.4) 3(8.6)  
I don’t know  27 25(92.6) 2(7.4)  
Do You Have Symptoms of the Disease?     
Yes 7 4(57.1) 3(42.9) 87.85,2,0.0 
No 347 346(99.7) 1(0.3)  
I don’t know 21 19(90.5) 2(9.5)  
Knows of the Treatment of the Disease?     

Yes 8 8(100) 0(0.0) 56.08,2,0.0 
No 349 347(99.4) 2(0.6)  
I don’t know 18 14(77.8) 4(22.2)  

 
DISCUSSIONS & CONCLUSIONS 

Prevalence of Lymphatic Filariasis 

The overall prevalence of LF in the study area was 1.6% (95% confidence interval (CI) 0.3%-2.9%). The 

prevalence reported in the current study was much lower than that reported in Kuwait by Iqbal and Sher (2006) whereby 

circulating filarial antigen were detected in 18.3% respondents using ICT. The disparity is probably due to the fact in the 

Kuwait study only migrant workers were screened unlike in our study where all members of the community residing in the 

study area were eligible for screening. A review carried out by Hotez and Kamath (2009) on the prevalence, distribution, 

and burden of neglected tropical diseases in Sub-Saharan Africa estimated that the prevalence of LF is 6%–9%. These 

estimates are much higher than those reported in our study and also other studies done recently in Kenya. For instance, 

research by Njenga et al. (2011) showed sustained reduction in prevalence of lymphatic filariasis infection in the Coastal 

region of Kenya with the overall prevalence of micro filariae having declined significantly from 20.9% in 2002 to 0.9% in 

2009. Besides, all the examined children born since the start of the control programme were negative for filarial antigen in 

2009. This could be indicative of the significant gains made in combating LF in Kenya through MDAs, use of ITNs among 

other interventions. The widespread use of ITNs from malaria programme has incidentally leaded to a significant reduction 

in exposure to filariasis vectors thus contributing to the decreased transmission of LF and hence lower prevalence 

(Njengaet al., 2011). Our current study demonstrated a steady increase in prevalence rates of micro filariae antigens with 

increase in age. These findings compare very well with those of Ok on in his study of bancroftianfilariasis among the 

Mbembe people of Cross River State of Nigeria whereby prevalence of micro filaremia steadily increased from 0-5 age 

group, 11-20 and 21-30. Then, there was a decrease among 31-40 and 41-50 age groups but the highest prevalence was the 

age of 51-60 possible because of the sample size in the community (Okonet al., 2010). 

Mass Drug Administration Coverage 

There were a higher percentage of correspondences in the four villages that had been given the drugs to treat the 

disease 93.1%. Our current study compares well with recent experiences from a district of West Bengal, India where by 

those who took both DEC and Albendazole were considered compliant with an overall drug compliance rate of 94.8% 

(95%) (Ghosh et al, 2013). A higher percentage of the correspondents in the four villages in the current study had 

swallowed the drugs 344/349 (98.6%). This higher percentage is contradicted by a similar study conducted in Port-au-

Prince (Haiti) whereby in all, 71% of persons swallowed the MDA tablets, according to their own or a proxy respondent's 
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recall (Streit, 2013). From this study, a lower percentage of respondents indicated that they did not see any reason for 

taking MDA since they were not sick (40%) while a higher percentage of respondents gave various other reasons for not 

taking MDA (60%). Among the reasons given for not swallowing the drug included “fear of side effects”, “no drugs were 

distributed to our village”, “the drugs can make you infertile”, “my parents did not give me permission to take the drugs”, 

“the disease is for those who take alcohol so am not affected”. The reasons given in our study conquers well with similar 

reasons given by respondents from other unrelated studies like Hussain et al. (2014), in their studyina coastal state of India 

whereby the incidence of side effect estimates ranged from 25.4% to 82.1%. However, the majority of the side effects were 

mild and infrequent. The reasons given were mostly due to fear of side effects, lack of awareness of the benefits of MDA, 

and non-attendance of health staff in the villages. Lack of adequate training of drug distributors and poor health 

communication activities before the MDA campaign commenced and the absence of follow-up by health workers 

following MDA distribution were a few of the operational difficulties encountered during the MDA campaign.  

Utilization of Insecticide Treated Nets, ITNs 

The survey on the number of people who use Insect Treated Nets (ITNs) in each village demonstrated that a 

higher percentage used ITNs (75.2%) at night while a lower percentage did not use them. A similar study done in 2008 to 

assess the rate of lymphatic filariasisin an area under mosquito nets for malaria control in four villages (Chakama, Burangi, 

Magongoloni and Jilore) of the coastal region of Kenya using a structured questionnaire on ownership and use of nets 

administered to heads or other adult members of households selected for mosquito sampling indicated that around 70% of 

the people interviewed in the net survey households reported using a net the night prior to the study. Additionally, more 

than 80% of the persons interviewed reported using a mosquito net every night (Njenga, 2011). There have been intense 

efforts to reduce the burden of malaria in Kenya through the use of effective control tools, mainly ITNs and artemisinin-

based combination therapy (ACT). In Kenya, nets are supplied to malaria endemic communities through different sources 

including commercial outlets, free distribution by local NGOs, and national health programmes such as sale of highly 

subsidized ITNs to pregnant women and children under five through government health facilities. These malaria-specific 

control efforts most notable being increased use of ITNs have been associated with a decline in malaria in the area (Okiroet 

al., 2007; O'Meara et al., 2008). It is expected that the massive distribution of ITNs may provide ancillary health benefits 

beyond those directly associated to reduction in malaria transmission. Some of these additional benefits are likely to 

include the concomitant control of other mosquito-borne diseases such as LF. 

Awareness of Lymphatic Filariasis 

In the current study a majority of the participants (84.5%) implied that they had heard of the disease called 

lymphatic filariasis thereby correctly identifying a mosquito as the agent of transmission by 317 (84.5%) participants. A 

total of 292 (77.9%) and 21 (5.6%) identified swellings on legs and swellings on testis and/or mammary glands as key 

symptoms of lymphatic filariasis. In spite of 98.6% compliance in the present study, about 40% of the respondents stated 

that they did not take drugs because they were not sick, and about 60% did not take drugs giving various reasons among 

the fear of side effects of the MDA against LF which implies that a considerable proportion of people were taking drugs 

without understanding the right reasons which might not be all desirable because only provider initiated programs cannot 

be sustainable in the long run (Ghosh et al., 2013). In a community based cross sectional study in Nepal the Female 

Community Health volunteers (FCHVs), health workers community resource persons, a vehicle with loud speakers, 

leaflets, posters and radio/Television (TV) were the chief sources of MDA related information (Adhikariet al., 2015). 
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Unlike in our current study where there was only the distribution of drugs in Mpeketoni, Mapenya and Witu with some 

awareness campaigns done only in Mkunumbi and the Lamu East Islands. It was noted that most people were not provided 

with information, education, and communication prior to MDA and only that a few people were informed by personal 

communication only on the day of drug distribution. In our current study, survey estimates among respondents who stated 

that they heard about the LF were higher than among those who had not heard about it, suggesting that broadening the 

reach of LF and pre-MDA communication by the means locally available to those who did not hear about the LF and MDA 

in advance, might increase coverage. The survey also showed that the majority of respondents who did not receive tablets 

either were not aware of a distribution point or did not know how far away it was. Guidance on narrowing this knowledge 

gap might be provided by a follow-up study focused on the reasons for the lack of awareness, in particular, on whether post 

locations were systematically announced by megaphone throughout each post's catchment area daily during the MDA, as 

intended. Further efforts to disseminate information on the safety of the drugs also might increase coverage by addressing 

concerns about safety and becoming ill, which were the most common reasons for not swallowing tablets that had been 

received. These interventions for increasing coverage might help sustain progress toward national LF elimination.  
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