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EXECUTIVE SUMMARY 

Emerging infectious diseases, according to WHO definition, are those "diseases 
whose incidence in humans has increased during the last two decades or which threatens to 
increase in the near future". The phenomenon of emergence is not new in the history of 
mankind, however, its scope has increased tremendously during the recent years. Factors 
behind the emergence are multiple and interrelated and include those related to humans, 
environment and pathogens. 

Many of the emerging diseases have shown a clear epidemic potential and pose a 
threat to the health of millions of people. Most important for the countries of the Eastern 
Mediterranean Region are AIDS, Ebola fever, cholera, infection caused by the 0157:H7 
strain of Escherichia coli, hepatitis C and E, some arboviral infections (dengue/dengue 
haemorrhagic fever, yellow fever and Rift valley fever), tuberculosis and diphtheria. 

Malaria plays a special role among re-emerging diseases, due to its high prevalence 
in the Afrotropical countries and its ability to quickly restore endemicity in areas where 
transmission has been brought to a sporadic level or interrupted. 

During the first half of this century, malaria was highly prevalent in all the countries 
that form the present Eastern Mediterranean Region. After the Second World War, and 
especially in the course of WHO-supported malaria eradication programmes during the 
1960s and I 970s, transmission of malaria was interrupted in Cyprus (1953), Lebanon 
(1963), Jordan (1970), Qatar (about 1970), Libyan Arab Jamahiriya (1973), Bahrain (1979) 
and Tunisia (1979). In other countries incidence of malaria was brought down considerably 
during the same period (Afghanistan, Egypt, Islamic Republic of Iran, Iraq, Oman, Morocco, 
Pakistan, Saudi Arabia, Syrian Arab Republic and United Arab Emirates). Progress continued in 
some of these countries in the 1980s and 1990s, and malaria transmission is now limited to a few 
well circumscribed foci in Eb'YPt, Morocco, Oman and United Arab Emirates. 

However, the malaria situation did not improve in the countries with Afrotropical type of 
malaria: Djibouti, Somalia, Sudan and Republic of Yemen, while outside the Afrotropical 
areas, malaria has made spectacular comebacks after years of successful control in 
Afghanistan and Iraq. 

In response to the challenge of emerging infections a global framework was 
developed by WHO to guide the collective response of all countries through national and 
international organizations In 1996, the Regional Committee for the Eastern Mediterranean 
endorsed the regional plan on emerging and re-emerging diseases. 

Control of emerging infections requires strengthening of surveillance, promotion of 
cooperation between neighbouring countries, achievement of self-sufficiency in production 
of specific drugs and protection means, and support for applied research. 

The regional malaria control strategy, based on the revised global strategy for 
malaria control, was approved by the Fortieth Session of the Regional Committee for the 
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Eastern Mediterranean (1993) and includes four elements: early diagnosis and prompt 
treatment, selective and sustainable prevention, control of epidemics, and applied research. 
Additionally, for countries that have achieved interruption of malaria transmission and are 
technically in the maintenance stage of malaria eradication, the main strategy is to prevent 
reintrod·uction of malaria. 

In countries with Afrotropical malaria, control efforts were intensified recently, after 
additional funds of US$ I million in 1997 and 1998 each were made available by the 
Director-General of WHO. This has already resulted in strengthening of the malaria control 
infrastructure, improved training of health workers in Djibouti, Somalia and Sudan and 
promotion of intercountry cooperation between them, with partial involvement of the 
Republic of Yemen. The Regional Office for the Eastern Mediterranean along with the 
Regional Office for Africa participated actively in the development of the African Initiative 
for Malaria control (AIM). This initiative will act as a spearhead for the new "Roll Back 
Malaria Initiative" (RBMI) promulgated by the Director-General elect on 13 May 1998. 

For other countries with a serious malaria problem, the programmes should be 
taking into account the epidemiological realities in order to adjust their malaria control 
strategies accordingly. Consequently, all of these countries need a reorientation of their 
surveillance systems. For some of these countries, armed conflicts and international 
sanctions remain a formidable obstacle for any successful malaria control. 

The countries where malaria eradication is feasible should commit themselves to the 
goal of complete elimination of malaria transmission in their territories and launch a strong, 
time-limited attack on malaria in its residual foci, according to the established principles of 
malaria eradication. 
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Emerging infectious diseases, according to WHO definition, are those "diseases 
whose incidence in humans has increased during the last two decades or which threatens to 
increase in the near future". They are already threatening the downward trend in morbidity 
and mortality from communicable diseases, which has been one of the great achievements in 
this century. Many of the emerging diseases have shown a clear epidemic potential and pose 
a threat to the health of millions of people. Several of them have no treatment, cure or 
vaccine yet. 

WHO has adopted a classification of emerging diseases in the following groups: 

a) Newly appearing infectious diseases previously unknown and unreported In 

medical literature; 

b) Infectious diseases spreading to new geographical areas; 

c) Infectious diseases re-emerging after a decline in incidence, worldwide or 111 

groups of countries; 

d) Infectious diseases that have developed resistance to antimicrobial drugs. 

2. EMERGING AND RESURGENT DISEASES WITH THE SPECIAL 
REFERENCE TO WHO/EMR 

2.t Newly emerging infectious diseases 

The past two decades had witnessed the emergence of at least 30 new infectious 
diseases previously unknown and unreported In the medical literature. The most important 
examples of these are discussed below. 

AIDS. Although this infection was identified as a clinico-epidemiological entity only in 
1983, during this period, which may be considered short in terms of the history of any 
disease, the HIV virus has infected an estimated 42 million persons worldwide. Among 
these HIV -infected persons, it is estimated that nearly 12.9 million have developed full
blown AIDS and 11.7 million of them have died. The AIDSIHIV epidemic is having a 
devastating effect on many countries, particularly in sub-Saharan Africa. 

The first case reported from the Eastern Mediterranean Region was in 1984. By the 
end of 1997 the estimated number of HI V-infected individuals in the Region was 210000 
and the cumulative number of AIDS cases reported was 6000. Taking into consideration 
under-reporting, it is estimated that the number of cases may be more than 16000. The 
Eastern Mediterranean Region is still the region least affected by the HIV I AIDS epidemic 
owing to a number of factors, amongst which sociocultural factors are considered 
significant. However, the trend is on the increase, particularly in specific population groups. 

Eho/a haemorrhagicfever. This appeared for the first time in 1976 in Sudan and the former 
Zaire. [n Sudan, an outbreak of284 cases, of which 141 were fatal (case fatality rate (CFR) 
50%), occurred in the south between June and November that year. At the same time an 
outbreak ofJ [8 cases, of which 280 were fatal (CFR 88%), took place in the former Zaire 
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In 1979, another outbreak occurred in Sudan with 34 cases, of which 22 were fatal (CFR 
65%) In 1995 the infamous Kikwit epidemic occurred in the former Zaire with 316 cases, 
of which 245 were fatal (CFR 78%) Since then several cases of Ebola fever have been 
reported from other countries in Africa. Ebola is one example of a new breed of deadly 
haemorrhagic fevers which have recently appeared in the world with continuing threat to 
human beings. 

Cholera. A new strain of cholera 0139 appeared in India in 1992. Cases of cholera caused 
by this strain have so far appeared in some parts of China, Pakistan and south-east Asia. 
Against many of the expectations, this strain has not so far spread significantly in India or in 
other countries. 

Haemorrhagic coli/i,I' and haemolytic uremic syndrome are caused by the OI57:H7 strain of 
Escherichza coli. This strain was first identified in 1982 and since then has been implicated 
in many serious outbreaks, the latest of which occurred in Japan in 1996. The real situation 
of this condition in the Eastern Mediterranean Region is not known but it is an example of 
an emerging food-borne infection to which several countries might be susceptible due to 
significant importation oflarge amounts of food from outside the Region. 

Hepa/i/is (' The hepatitis C virus was only identified in 1989, although it had been 
occurring for several generations Since then it has become apparent that this infection with 
its long-term sequelae is much more of a problem than was earlier thought. The estimated 
number of HCY carriers globally is around 300 million. The Eastern Mediterranean Region 
has one of the highest prevalences in the world of hepatitis C virus (HCY) carriers. Several 
studies indicate that the prevalence rate in the general population in Egypt is significantly 
high (over 15%) In other countries recent studies indicate that the prevalence ranges 
between I % and 6%. The most prevalent genotype of HCY in the Eastern Mediterranean 
Region is type 4. 

Hepa/i/is 1,'. The hepatitis E virus was identified in 1990. Although it has been incriminated 
retrospectively in more than one outbreak in the middle of this century, exact knowledge 
about its prevalence was not available until recently. Since 1990 many studies have shown 
that hepatitis E is of intermediate prevalence in the Eastern Mediterranean Region. It has 
been reported as a cause of several outbreaks of viral hepatitis, especially water-borne viral 
hepatitis. It is looked upon in this Region as one of the emerging infections of importance. 

2.2 Infectious diseases spreading to new geographical areas 

Some of the diseases which were confined in the past to certain geographic areas are 
now spreading to new areas Examples of this type are as follows. 

f)englle and dengue haemorrhagicfever. Dengue fever is now the world's most important 
mosquito-borne viral disease. It affects more than 100 countries in all continents except 
Europe. The estimated annual occurrence is around 20 million cases with 20 000 deaths. It 
is spreading rapidly in many areas, mostly as a result of aggressive spread of its vectors 
following ecological and environmental changes. This pattern is observed in many parts of 
the world. Spread to Eastern Mediterranean Region countries has heen reported from more 
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than one country. Available reports indicate that cases ha':'e been registered in Djibouti, 
Pakistan, Saudi Arabia, Sudan and Republic of Yemen. The best documented introduction 
of the disease is the outbreak which began in leddah, Saudi Arabia, in late 1993 and which 
resulted in 1064 cases being reported by August 1995. The vectors of the disease are widely 
spread in some areas of the Region and further expansion of this infection is possible. 

Yellow fever This is resuming its potential to spread following a relatively long period 
during which it was restricted within its natural foci in tropical regions of Africa and south 
America. WHO estimates that the annual number of cases is now around 200 000 with 
20 000 deaths. Sudan is the country most threatened in the Eastern Mediterranean Region. 
Efforts are being undertaken to create an immunological barrier through vaccination of 
inhabitants on the southern border of Sudan. 

Rift Valley fever. Although so far limited to Africa, Rift Valley fever threatens to spread to 
other countries when favourable conditions prevail. Spread from the initially known 
epidemic zone in sub-Saharan Africa to other parts of Africa has occurred relatively recently 
(epidemics in E~,'ypt in 1977 and in 1993 are examples). The most recent outbreak 
registered in east Africa began in northern Kenya and neighbouring southern Somalia after 
the heavy flooding in December 1997. This outbreak was associated with relatively high 
case fatality due to the relative preponderance of haemorrhagic manifestations. Other 
factors might have contributed to this high case fatality (e.g. malaria, malnutrition). Fear of 
spread of outbreak to other parts of Africa including Sudan and to the Arabian Peninsula 
across the Red Sea stimulated international action and support from WHO, the Food and 
Agriculture Organization of the United Nations (FAO) and other agencies in analysis of the 
situation and in preparing a plan for its control. It is satistying to note that the epidemic is 
subsiding and that it has not spread to northern Somalia or any neighbouring countries. 

2.3 Infectious diseases that are re-emerging after a decline in incidence 

A number of diseases that were previously considered as being under control or as 
generally showing a stationary or downward trend, whether worldwide or in groups of 
countries, have increased in incidence. 

7ilhercu/osis was thought to be a disease of the past and was neglected in the 1970s and 
1980s. This helped tuberculosis to run out of control. It is now the leading infectious killer 
of adults and kills more women than all causes of maternal mortality combined. Global 
deaths from tuberculosis reached 3 million in 1995. 

The estimated incidence of all forms of tuberculosis in the Eastern Mediterranean 
Region in 1997 was 800 000, half of which (400000) were pulmonary smear-positive cases. 
This constitutes the infectious reservoir. Estimates of mortality in 1997 indicate that 
320000 deaths in the Region were due to tuberculosis. It is anticipated that if no proper 
action is taken incidence and mortality of tuberculosis will increase in the Region, and that 
the number of the new cases may amount to 9 million and that of deaths may reach 4 million 
in the next decade (1998-2007). 
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Diphtheria has been largely under control in the past 50 year~, especially in countries with 
good vaccination coverage. The recent epidemics in the countries of the former USSR are a 
warning that this disease can make a deadly comeback if immunization is not maintained. In 
1996, an outbreak of diphtheria occurred in Iraq with more than 460 cases registered that 
year. The outbreak was mainly due to a decline in vaccination, particularly in the few years 
that followed the Gulf War 

~falaria also belongs to this group and will be discussed in detail in section 4. 

2.4 Infectious diseases that have developed resistance to antimicrobial drugs 

Many infectious diseases, induding some of those mentioned above, have developed 
resistance to antimicrobial drugs This is not a new problem but it has worsened 
dramatically in the past two decades. A growing number of infections is becoming virtually 
untreatable. Examples of pathogens that have developed resistance are enterococci, 
staphylococci, pneumococci, Haemophilus influenzae, gonococci, Shigella dysenteriae, 
Mycohacterillm tuherclllosis and Plasmodium falciparum. 

The real situation and magnitude of drug resistance is not fully known in the Eastern 
Mediterranean Region. However, unofficial reports and published articles indicate that this 
is a growing problem. Activities are being initiated to establish drug resistance surveillance 
in many countries with international external quality assurance. 

3. FACTORS BEHIND THE EMERGENCE AND RESURGENCE OF 
INFECTIOUS DISEASES 

The phenomenon of emergence is not new in the history of mankind, however, its 
scope has increased tremendously in recent years. In 1994 the Forty-first Session of the 
Regional Committee discussed a technical paper on the changing patterns of diseases, 
including the factors involved 

The factors behind emergence are multiple and interrelated and include those related 
to humans, to the environment and to pathogens. Most of these factors playa role in the 
Eastern Mediterranean Region countries to a varying degree. 

a) Human[aclors 

• Population growth, particularly in the developing countries, and increase in population 
densities, together with inability to sustain economic development, fosters propagation 
of infections and produces susceptibility to infectious diseases. 

• Population movements and ease and speed of travel facilitate the spread of infectious 
diseases; this is further promoted by the unfavourable living conditions of many 
migrants, such as refugees and other displaced populations. 

• Changes in lifestvle and behaviour and cultural or social values are behind the 
UlltI gence u1 :-,ull1e mll=ctluu~ Ulseases, such as sexuallY transmitted diseases including 
AIDS 
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• The climatic changes and global warming seen in the past few decades are producing 
ecological changes favourable to further geographic spread of many infectious diseases 
such as malaria, yellow fever, dengue fever and schistosomiasis. 

• Changes in human ecology, chiefly urbanization, and the resultant concentration of 
people and often unsanitary conditions, characterized by overcrowding, inadequate 
provision of water, poor sanitation and absence of solid waste collection, increase the 
possibility for transmission of infectious diseases. 

• Changes in handling and processing of food (including the shipment of livestock, food 
production, storage and marketing) as well as altered eating habits create new 
opportunities for emergence of food-borne infections. 

• Some practices in modern medicine, such as uncontrolled and inappropriate use of 
antibiotics, wider use of invasive measures and inappropriate precautionary measures in 
health settings, favour the spread of infectious disease. 

• The deterioration in the quality of health services in many developing countries may 
culminate in their failure to contain infectious diseases. 

c) A[<elll-relaledjaciors 

These include the appearance of new organisms, alteration in antigenic identity and 
evolution of virulent and drug-resistant. strains. Examples are numerous and research is 
increasing to understand the real mechanism underlying this phenomenon. 

4. MALARIA IN THE EASTERN MEDITERRANEAN REGION 

4.1 Recent evolution of malaria situation 

During the first half of this century, malaria was highly prevalent in all the countries 
that make up the present Eastern Mediterranean Region. Its spread was limited only by 
unfavourable natural conditions, such as high altitude or desert. Only in one country, 
Kuwait, was malaria never documented to have been endemic. 

Although limited attempts to control malaria started very early in the Mediterranean 
countries, a sustained attack on malaria leading to an interruption of its transmission became 
possible only after the Second World War, due to the advent of two new highly efficient 
tools, DDT and chloroquine. Use of DDT was instrumental in elimination of malaria 
transmission in large areas of southern Europe in the 1950s. Malaria was eradicated in one 
country of the WHO Eastern Mediterranean Region, namely Cyprus, in 1953. 

In 1955 WHO recommended the policy of malaria eradication, and a number of 
country programmes were launched whose objective was complete interruption of malaria 
transmission. During the 1960s and 1970s this objective was achieved, either through a 
specially planned malaria eradication programme or as a result of continuous malaria 
control, in Lebanon (1963), Jordan (1970), Qatar (about 1970), Libyan Arab Jamahiriya 
(1973), Bahrain (1979) and Tunisia (1979) In other countries incidence of malaria was 
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considerably reduced during the same period (Afghanistan, Egypt, Islamic Republic of Iran, 
Iraq, Oman, Morocco, Pakistan, Saudi Arabia, Syrian Arab Republic and United Arab 
Emirates) 

Progress continued in some of these countries in the 1980s and I 990s, and malaria 
transmission became limited to a few well circumscribed foci in Egypt, Morocco, Oman and 
United Arab Emirates. In May 1997, representatives of five north-African countries 
(Algeria, Egypt, Libyan Arab Jamahiriya, Morocco and Tunisia) proposed that interruption 
of malaria transmission in the whole area could be achieved in 5 years. In other countries of 
this group, incidence stagnated at a relatively low level (Islamic Republic of Iran, Pakistan, 
Saudi Arabia and Syrian Arab Republic) or res urged to produce large-scale epidemics 
(Afghanistan and Iraq). 

The epidemiological patterns of malaria that exist in the Eastern Mediterranean 
Region may be broadly classified into three types: Afrotropical, Oriental and Palaearctic. 

• Afrotropical malaria exists in sub-Saharan Africa, including Djibouti, Somalia and 
Sudan, and also in the adjoining part of the Arabian peninsula (Republic of Yemen and 
south-west Saudi Arabia) It is characterized by the presence of extremely efficient 
vectors (in particular, those belonging to the Anopheles gamhiae complex) and an 
overwhelming predominance of PlaslJlo<./illmfalcil'arulJl Malaria is often hyperendemic 
and sometimes holoendemic, but even in the areas of a lesser endemicity devastating 
epidemics are easily produced. Malaria in these areas is usually refractory to control 
measures aimed at interruption of transmission. 

• Oriental malaria that exists in south-east Asia, including, at its western periphery, Oman, 
Pakistan and neighbouring parts of Afghanistan and the Islamic Republic of Iran. 
Oriental malaria is by its nature less endemic and more amenable to control than the 
Afrotropical type. I'. falciparulJl and P. l'ivax are roughly equally represented 

• Palaearctie malaria, which was at one time widespread in the rest of the Eastern 
Mediterranean Region, as well as in most of the European continent, is relatively easily 
controlled; and has been eradicated or severely suppressed in the majority of the areas 
where it was prevalent. 

It is noteworthy that all the countries of the Eastern Mediterranean Region that have 
interrupted malaria transmission belong to the Palaearctic eeo-epidemiological zone [n 
Saudi Arabia, where there are two epidemiological patterns, interruption of transmission 
was achieved only in the areas with the Palaearctic type of malaria, not in the Afrotropieal 
portion of the country in the south-west In the Palacarctie area, I'. falciparulll was 
particularly vulnerable to control measures. Where control was successful, l'. f{llciparum 
tended to disappear faster than I'. vi vax. As a result, in a number of those areas, although 
the interruption of transmission of malaria as a whole could not be achieved, only I'. vivax 
remains and P./alciparulJl has been eradicated (Iraq, Morocco and Syrian Arab Republic). 
In the Palaearctic zone, P. falcipmH'" still exists in a limited focus in Egypt and, on their 
eastern harders, in Afghanistan and the Islamic Republic oflran 

Flimination of transmission of I) tcilClfJal'llm is il verv important achievement. Since 
.~, Illlll\JliI V li'd,:u~aii\' tLl 1D tI a1ll1 also lieci t'dses Inorbldity It Ilas proved to be a 
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, 
sustainable achievement as well, despite the continuing unabated transmiSSIOn of 
P. falciparum in the neighbouring areas with the Afrotropical or Oriental types of malaria. 
This is probably because the P. falciparum of particular geographic areas is very well 
adapted only to the vector belonging to the same area. For example, P. falciparunr from 
Afrotropical areas usually fails to infect PalaearctiC mosquitos, which were perfectly 
susceptible to the Palaearctic P. falciparum when this species was widespread in the 
Mediterranean before eradication. This makes the task of eliminating the residual 
P. falciparum in the Palaearctic areas very important. 

P. vivax does not demonstrate such selectivity towards vectors, and remote 
introduction of this species is quite possible. 

When the principles of malaria eradication were formulated in the 1950s, the near 
consensus was that they would not be applicable to sub-Saharan Africa where the 
Afrotropical eco-epidemiological type of malaria prevails. Large-scale antivector measures 
that would be sufficient to interrupt malaria transmission elsewhere fail to do so with the 
Afrotropical malaria. Moreover, such measures are usually counter-productive in such 
settings because they cannot be sustained. A temporary suppression of the transmission 
leads to a drop in the herd immunity, so when malaria finally returns, it causes more 
devastation than before the attempt at control. 

Because of these intrinsic technical difficulties and the lack of funds, very little was 
done for malaria control in sub-Saharan Africa before the 1990s, when a global strategy for 
malaria control was formulated by WHO. As a result of this neglect, more than 90% of the 
global problem of malaria is concentrated in sub-Saharan Africa. 

4.2 Emergence and re-emergence of malaria in the Region 

The epidemiology of Afrotropical malaria has changed during the past 20 years. The 
forces behind this were climatic change, change in population patterns (urbanization, 
migration), changes in agricultural practices, use of antimalarial drugs and attempts at 
vector control. The prominent epidemiological features of Afrotropical malaria nowadays 
are: continuing spread of resistance of P. falciparum to chloroquine, increasing resistance 
of vectors to insecticides, the increasing proportion of P. falciparum in highly endemic 
areas, and the increased importance of the role of "man-made" malaria linked to various 
economic activities, economic crisis, civil strife and war. 

While many factors have led to an increase in the level of malaria transmission, some 
factors have acted in the opposite direction. These include better availability of antimalarial 
drugs, and environmental pollution and degradation of natural ecosystems which have led to 
a decrease in Anopheline breeding. 

The impact of such change on malaria morbidity and mortality and, consequently, 
the perception of the importance of the disease by the public is not always straightforward. 
F or example, a transition from a highly endemic situation to a decreased, but still continuing 
transmission is usually translated into a shift of morbiditv and mortality from young children 
to adolescents and adults. As a result, malana becomes more visible to the public who 



EMJRC4S/9 
page 8 

become aware of a higher attack rate in adults, appearance of severe and fatal malaria in 
adolescents, and increasing difficulty of getting rid of malaria attacks. In other words, an 
Increase in malaria transmission is not always equivalent to a worsening of the malaria 
situation and vice versa, 

The most prominent features of malaria in the 1990s were frequent malaria 
epidemics in all four Afrotropical countries of the Eastern Mediterranean Region. Epidemics 
were due to multiple and interlinked factors. Some examples follow 

An increase in average temperatures resulted in an upward movement of the upper 
altitude limit of malaria (which in the Afrotropical countries belonging to the Eastern 
Mediterranean Region was at about 2000 m above sea level), and emergence of malaria on 
the fringe of malarious areas where immunity of the population was low. This effect can be 
devastating, especially when it coincides with political transition, administrative chaos and 
breakdown of supplies. The increase in average temperatures was probably behind some of 
the epidemics that affected high altitude areas of the Republic of Yemen in 1996 as well, 
although these epidemics are poorly documented. 

Increased rainfall, especially after long dry spells contributed to malaria epidemics in 
all of the Horn of Africa and in the Republic of Yemen in the 1990s. Although not a new 
phenomenon, these epidemics were particularly pernicious when they took place in the 
wake of civil strife and war 

Changes in agricultural practice resulting in an increase in irrigation, coupled with 
torrential rainfalls were behind the emergence of malaria in Djibouti, where malaria was not 
a big problem until the end of the 1980s. 

Some epidemics resulted from an abrupt cessation of vector control, such as in 
Gezira, Sudan, where malaria returned after 10 years of control, worse than it had been 
before the intervention. 

Urban epidemics are well documented in Khartoum State, Sudan. A number of 
factors played a role in these epidemics increased rainfall, spread of irrigated agriculture 
within the city limits, construction of new urban colonies without proper facilities for 
drainage, influx of refugees, and insufficient supply of drugs. 

Outside the Afrotropical areas, malaria staged spectacular comebacks after years of 
successful control in Iraq and Afghanistan. 

In Iraq, during the past 40 year"s, the number of cases of malaria dropped from an 
estimated one million to less than 4000 cases per year by the end of the 1980s 
P. fa/cipamm was eradicated, whereas transmission nf i'. 'I"'IX cOlllinued only in four 
northern gnvernoratc\,',cr the Gulf War the situation deterioratE'd in ,b" 'k" ",d, .. 

eastern governorates and mnhrin ~(1nr: q, 

11' 

Ch;:tlH!CS Fnrtti 1)ol f ,+r 

.,UlldUOIHII sanctions and D()lili:';)l "_"~.'--'ln:-,1i!_ .)b~(,;,ai 

c",L!: :':as, )"j - .jllL'_l ~'! H,:c c\...)untry AhllULigh the 
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mortality in P. vivax infection is almost nil, the disease is ~ften debilitating, if not treated 
promptly, and seriously disrupts the life of communities. 

During the peak of the epidemic, in 1994 and 1995, about 100 000 cases were 
recorded in Iraq annually. Although the incidence approximately halved during 1996 and 
further declined in 1997, there is a threat of a reversal of the situation, in view of the 
embargo imposed on importation of insecticides for indoor residual spraying. This epidemic 
is closely linked with epidemics in the neighbouring areas of Turkey and is fuelling malaria 
transmission in the Syrian Arab Republic. 

The malaria situation in Afghanistan, where a successful malaria eradication 
programme operated in the 1960s and 1970s, drastically deteriorated with the beginning of 
WfJ! in the late-I 970s. Epidemics in Mghanistan contributed to a serious deterioration in the 
malaria situation in neighbouring areas of Pakistan and the Islamic Republic oflran. 

The malaria situation is threatening to deteriorate under the influence of malaria 
epidemics in neighbouring countries in other areas also. An epidemic of vivax malaria in 
Azerbaijan has already led to a resumption of a local transmission in north-western parts of 
the Islamic Republic of Iran. Massive importation of malaria from the Indian subcontinent is 
threatening the Member States of the Gulf Cooperation Council. Oman, additionally, suffers 
from importation of malaria from east Mrica. The border between Egypt and Sudan is 
considered another area of potential emergence due to the threat of expansion of an 
Afrotropical vector Anopheles arahiensis. 

5. WHO RESPONSE TO EMERGING INFECTIONS 

In response to the challenge of emerging infections a global framework was 
developed by WHO to guide the collective response of all countries through national and 
international organizations. It defined four goals: 

• to strengthen the global surveillance of communicable diseases; 
• to strengthen the national and international infrastructure necessary to recognize, 

report and respond to emerging infectious diseases; 
• to strengthen national and international capacity for the prevention and control 

of infectious diseases; 
• to conduct research in infectious disease control. 

In 1996, the Regional Committee for the Eastern Mediterranean endorsed the 
regional plan on emerging and re-emerging diseases. The plan has five main elements: 

I. Development and strengthening of national disease surveillance systems capable of a 
thorough understanding of the trends of disease and also capable of detecting any 
emerging or re-emerging communicable disease. The activities identified in this element 
include: 

• developing a list of priority diseases for surveillance; 

• moving beyond the trad',tional system of infectious disease surveillance to a 
provider-based surveillance system, 
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• developing guidelines for surveillance, epidemic preparedness and response for each 
of the infectious diseases that pose a significant threat of epidemic 

• preliminary analysis of data at the peripheral and district levels; 

• dissemination of epidemiological information as widely as possible; 

• reviewing and strengthening the role of the regional WHO collaborating centres in 
supporting surveillance; 

• promoting and supporting applied research on diseases with epidemic potential 

2. Development and strengthening of national human resources in various aspects of 
surveillance and disease control Activities include 

• ensuring inclusion of surveillance and epidemiological techniques in the training 
curricula of all health professions; 

• conducting training courses for in-service training on surveillance and epidemic 
preparedness and response. 

3. Development and strengthening of the relevant resources and activities needed for 
proper surveillance, particularly laboratory support and vector and reservoir control 
services. Activities include: 

• strengthening public health laboratory services; 

• strengthening vector surveillance and control; 

• developing environmental monitoring 

4 Development of national plans to respond to the possibility of the emergence of 
infectious diseases and the occurrence of epidemics. Activities include: 

• developing an inventory of national resources and updating it continuously; 

• maintaining a strategic stock of supplies and equipment; 

• forming a multidisciplinary action group in cases of epidemics to review the situation 
and advise on action required; 

• providing information to the media in the form of press releases retlecting an 
accurate picture of the situation. 

5. Monitoring and evaluation, including developing indicators to measure the 
implementation of the national plan and assess its impact. 

6. MALARIA CONTROL IN THE EASTERN MEDITERRANEAN REGION 

6.1 Malaria control strategy 

All the above pnnciples are retlected in the regional malaria control strategy which 

earlv diagnosis and promot treatment 
selective and sustainable preventIOn 
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a) Early diagnosis and prompt treatment 

Early diagnosis and prompt treatment is perhaps the most important tool in limiting 
the consequences of the spread of malaria. Although in areas with highly endemic malaria 
clinical diagnosis is a legitimate strategy, most countries rely on parasitological diagnosis 
only. The quality of laboratory diagnosis is not always adequate, and most countries lack a 
functional system of quality control of malaria laboratories. 

Assurance of the universal accessibility of drugs is a major target of any programme. 
The drug supply situation improved during the past few years and there is no lack, of drugs 
at the central level. However, in some countries, distribution to the periphery is sometimes 
inadequate. 

As a response to the challenge of drug resistance, there is a need to establish a 
system of continuous monitoring of the therapeutic response to drugs, to replace the 
haphazard testing of parasite sensitivity. Initial steps to establish such a system have been 
taken in Sudan, and preparation started in Pakistan and Republic of Yemen. 

In order to improve the management of severe and complicated malaria, EMRO 
supported a workshop on this subject in Khartoum, Sudan, in June 1997. In this workshop 
trainers from those countries with Afrotropical malaria (Djibouti, Somalia, Sudan and 
Republic of Yemen) were trained in the management of severe and complicated malaria and 
it is hoped that they will, in tum, conduct national training courses in this regard. 

b) Selective and sustainable prevention 

WHO is promoting the adoption of methods of vector control that are affordable, 
sustainable and environmentally friendly. At present a number of programmes use 
insecticides quite extensively, in the form of indoor residual spraying and larviciding or use 
of insecticide-impregnated materials (bednets, curtains, etc.). In addition, insecticiding is 
sometimes still conducted without proper justification, using methods of dubious efficacy 
and without an entomological evaluation. A major obstacle to the rationalization of vector 
control in many countries is an insufficiency oftrained entomologists. 

However, in general, the use of insecticides dropped during the past decade. 
Meanwhile, methods of biological control are being promoted. There is also an increasing 
emphasis on the need for development projects to have safeguards to prevent the 
development of breeding places for malaria vectors. 

c) Control of epidemics 

Forecast, prevention, early detection and control of epidemics are of particular 
importance for countries with vast epidemic-prone areas that are regularly afflicted by 
epidemics. A number of countries embarked on creation of a system for epidemic 
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preparedness. To facilitate this process, EMRO supported two workshops on this subject: 
in Nazareth, Ethiopia, in June 1996 (with AFRO) and in Khartoum, Sudan, 
November 1997. Regional guidelines were prepared in 1998. This element is also of 
importance for the countries with no or sporadic transmission of malaria. 

d) Applied research 

Applied research to find solutions to the above problems is actively promoted, 
especially through the EMRO/TDR Small Grants Scheme. This scheme, which has been 
operating in the Region since 1992, has included malaria as one of its topics since 1995. So 
far, 16 projects on malaria from seven countries have been supported. Additionally, a 
number of such projects has been supported directly by the UNDP/World BankIWHO 
Programme on Research and Training in Tropical Diseases (TDR). 

e) Additional supportive elements 

In addition to the above four elements, training has been given special attention and 
continues to be supported, including fellowships and training courses at country and inter
country levels. Regional malaria training centres were reactivated in accordance with 
Regional Committee resolutions EMlRC37/11 and EMlRC40/IO. Two regional training 
centres are now active, in Sudan (the Blue Nile Research and Training Institute) and in the 
Islamic Republic of Iran (Bandar Abbas Centre) In 1997 the Blue Nile Research and 
Training Institute in Wad Medani graduated its second batch of trainees in the nine-month 
master's degree course in malaria control. The Regional Training Centre in the Islamic 
Republic ofIran based at the field station of the Teheran School of Public Health in Bandar 
Abbas conducted its first training course of three months in September-December 1997. 
Similar courses are expected to be conducted in both centres in 1998. 

6,2 Strategy for the countries that achieved interruption of malaria transmission 
and countries where malaria eradication is feasible 

For countries that have achieved interruption of malaria transnusslon and are 
technically in the maintenance stage of malaria eradication, the main strategy is to prevent 
reintroduction of malaria. The same is of primary importance for the countries where 
malaria eradication is feasible. The latter countries should commit themselves to the goal of 
a complete elimination of malaria transmission in their territories and launch a strong time
limited attack on malaria in its residual foci, according to the established principles of 
malaria eradication. 

6.3 Future strategy and needs 

The strategy for malaria control in the Region should be adapted to the 
epidemiological realities. Malaria transmission can he drastically reduced in most of the 
countries of the Region. In the countries where an interruption of malaria transmission is 

a~~~)[icat)!e. tor [lie feW countries Wllfl AlrOlfOplcal lnalan<l wi1cre reduction of transmission 
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treatment of malaria and of personal protection by insecticide-impregnated materials may 
drastically reduce morbidity and eliminate mortality 

A necessary prerequisite for successful malaria control is absence of political 
conflict. It has been frequently· observed, in our Region and elsewhere, that wherever 
political conflict starts, malaria resurges and adds to the miseries caused by the conflict 
itself Another prerequisite is political commitment of governments to malaria control. It is 
reassuring that all the countries of the Region have expressed such commitment. 
Governments should act together with communities. This is crucial for the success of 
control, especially when it is based on chemotherapy or use of insecticide-impregnated 
materials. It is also the responsibility of the government to develop an information system 
on malaria which responds to the needs of control and is utilized by all actors in the field, 
including communities. 

The 1990s have been marked by an increased awareness by the international 
community of the role played by malaria in hindering development. The increased interest in 
malaria control was reflected in the decision of the WHO Director-General to allocate a 
total of US$ 20 million of special funds during 1997 and 1998 for malaria control in Africa, 
of which US$ 2 million went to selected countries of the Eastern Mediterranean Region. 
These funds have given an additional boost to malaria control in the most affected countries 
of the Region with Afrotropical malaria. 

The commitment of the African countries to combatting malaria was expressed by 
the Assembly of Heads of State and Government of the Organization of African Unity 
(OAU) in their Harare Declaration on Malaria Prevention and Control in the Context of 
African Economic Recovery and Development (1997) This declaration was the origin of 
the African Initiative for Malaria Control in the 21 st Century that was promoted by WHO in 
1997-98 and supported by the conference of the OAU Ministers of Health in May 1998. 
Having received this political support, the initiative is now taking shape, and both the 
African and Eastern Mediterranean Regional Offices of the WHO are actively participating 
It is expected that this initiative will become the main force for malaria control in Africa at 
the beginning of the next century. 
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I. To prevent the emergence of infectious diseases and effectively control them, 
epidemiological surveillance should be strengthened in the countries of the Region, 
with special reference to morbidity and mortality. 

2. Cooperation of neighbouring countries in surveillance, prevention of importation of 
infectious diseases and the control of infectious diseases should be promoted 

3. A target of achievement of self-sufficiency, at country or regional level, in production 
of specific drugs and means of protection (e.g bed nets) should be set 

4 For countries with Afrotropical malaria the emphasis should be put on strengthening 
capabilities in disease management and prevention, and forecast, early detection and 
control of malaria epidemics The use of personal protection measures, such as 
insecticide-impregnated materials, should be promoted in areas with relatively stable 
transmission 

5. For all countries with a serious malaria problem, the surveillance system should be 
strengthened and reoriented in such a way as to respond to the epidemiological 
realities. 

6 Activities towards malaria eradication in areas where it is feasible should be supported, 
in line with resolution EMIRC441R.6 on elimination and eradication of diseases. 

7. Countries that have achieved an interruption of malaria transmission should continue 
malaria surveillance in order to be able to react early on to any re-introduction of the 
disease. 

8. Applied research related to emerging diseases, in particular malaria, should be promoted. 


