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Mapping podoconiosis – local before global 

 

Podoconiosis only recently recognised 
as a distinct form of lymphoedema 
in the tropics. 

Similar, but not identical, phenotype to 
LF lymphoedema (usually below 
knee, bilateral but asymmetric, 
rarely associated with inguinal 
lymphadenopathy).  

Found in areas with no LF transmission; 
no parasite, bacterium or virus ever 
demonstrated. 

Closely associated with long term 
barefoot exposure to red clay soil. 
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Need for national-level mapping 

Pocket studies show 
considerable, but locally 
variable, burden. 

Early evidence that 
podoconiosis is treatable 
and preventable 

FMOH aware of issue, 
considers podoconiosis 
one of 8 priority NTDs for 
Ethiopia. 

Mapping = vital next step. 



Rationale for joint mapping in 
Ethiopia 

Integration 

Geographical 
overlaps 

Lymphoedema  

Target same age 
group 

Priority NTDs  

Potential geographical 
overlap between LF 
and podoconiosis  

 

    

Diagnosis of 

podoconiosis 
requires exclusion 
of LF 

 

    
Both diseases target 

individuals ≥15 
years old for 
mapping  

 

    

Both LF and podoconiosis 
are included in the 
national NTD Master 
Plan (2013-2015) 
with other 6 NTDs 

 

    



Aims of Mapping 

1. Nationwide disease distribution: 
Enable MoH to plan intervention (both diseases) 

 
2. Disease pathogenesis: 
Spatial analysis of range of environmental variables 

(podoconiosis) 
 

3. Global disease distribution: 
Develop mapping methodology for use in other 

endemic countries (podoconiosis) 



Methods 
• All districts (woreda) that had not been mapped 

before were included, n = 692. 

• From each woreda, 2 sub-districts (kebele) were 
selected, and from each kebele one village (gote), 
making a total of 1384 villages. 

• 100 village residents (50 women and 50 men) > 15 
years old, who had lived in area for at least 10 years, 
were randomly selected and invited to participate. 

 

 



Methods 
• Smartphones linked to a central database were used 

to record age, sex, education, occupation, place of 
residence, GPS and ICT test result. 

• Individuals with lymphoedema were asked 
additional clinical questions and examined.  

• An immuno-chromatographic test (ICT) was used to 
diagnose LF.  

• In ICT-LF negative individuals with lymphoedema in 
villages in which at least one ICT was positive, a 
serum sample was taken for anti-filarial antibody 
testing. 



Forms on Smartphone  

• . 



Progress to date  
146 data collectors (lab 

technicians and nurses) 
trained in June. 

657 districts mapped from 
June to October, remainder 
in Somali region could not 
be accessed due to conflict. 

Data on almost 130,000 
individuals now in database, 
cleaned. 

 

 



Key lessons   
Integrated mapping makes efficient use of 

resources. 

Improves understanding of both conditions in the 
communities surveyed. 

Challenges surrounding data sharing and 
ownership may arise. 

Simultaneous delivery of results for both diseases 
will enable MoH to plan control for both 
(morbidity management synergies). 
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