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Emerging and resurging diseases in the Eastern Mediterranean 
Region with special reference to malaria and tuberculosis 

1. Introduction 
The Eastern Mediterranean Region, as a centre of international travel, is exposed to high risk of 
introduction of emerging and other infectious diseases. Large population displacement due to conflicts 
and natural disasters in several countries increases the potential for outbreaks of emerging and other 
infectious diseases and hinders early detection and rapid response to these outbreaks. Emerging and re-
emerging diseases of regional priority include viral haemorrhagic fevers, viral hepatitis, HIV/AIDS, 
meningitis, malaria and tuberculosis.   

The efficiency of communicable diseases surveillance systems varies among countries of the Region. 
Some countries have strong national systems with adequate laboratory facilities capable of timely 
detection of unusual events. In a few countries, the surveillance systems are very weak, with 
laboratory capacity and surveillance activities that relate only to vertical programmes concerned with 
specific diseases.  

The Regional Committee for the Eastern Mediterranean Region, at its Forty-fifth session held in 
Beirut, Lebanon, 3–6 October 1998, discussed the emerging and resurging diseases in the Eastern 
Mediterranean Region with special reference to malaria and adopted resolution EM/RC45/R.3 in 
which it requested the Regional Director to report regularly to the Regional Committee on progress 
made in the prevention and control of emerging and re-emerging diseases with special reference to 
malaria. This report describes the progress pertaining to that resolution. Tuberculosis is also 
highlighted because of its importance as a re-emerging disease in the Region. 

2. Emerging and re-emerging diseases  
2.1 Surveillance  

National disease surveillance systems were reviewed in many countries. In-depth review of the 
surveillance system by a team of external and internal reviewers was conducted in Egypt, Islamic 
Republic of Iran, Libyan Arab Jamahiriya, Syrian Arab Republic and Sudan. 

Communication and data management were strengthened in most countries. Computer applications 
and networks for diseases surveillance were developed in Bahrain, Egypt, Kuwait, Morocco, Qatar, 
Oman, Saudi Arabia, Tunisia and United Arab Emirates. Surveillance newsletters, bulletins, health 
updates and periodic surveillance reports are produced in all countries. National training workshops on 
disease surveillance were conducted in most countries. The field epidemiology training programme 
continued its success in Egypt, Jordan and Saudi Arabia.  

 A regional strategy on strengthening surveillance, prevention and control of viral haemorrhagic fevers 
was developed and endorsed by the 48th session of the Regional Committee in 2001. A regional 
strategy on strengthening surveillance, prevention and control of epidemic-prone diarrhoeal diseases 
was developed and endorsed by the 49th session of the Regional Committee in 2002. Based on these 
strategies and the regional plan on emerging and re-emerging diseases, most countries developed or 
updated national plans on surveillance, prevention and control of infectious diseases. Attention was 
given to setting national priority diseases for surveillance, preparing case definitions for surveillance 
purposes, defining responsibilities of the different health levels as well as printing and distributing the 
updated surveillance guidelines. Currently, 17 countries have developed or updated their surveillance 
guidelines.  

Special attention is being given to strengthening communicable diseases surveillance in countries with 
complex emergency situations. WHO is assisting in re-establishing the communicable diseases 
surveillance system in Afghanistan and Iraq and conducted a review of the communicable diseases 
surveillance and health information systems in Somalia. Surveillance of epidemic-prone 
communicable diseases has been successfully integrated with AFP surveillance in Somalia. The Early 



EM/RC51/INF.DOC.5 

 21

Warning and Response Network (EWARN) in south Sudan continues to play a major role in early 
detection and rapid response to the frequent outbreaks there, and has been instrumental in early 
detection and response to outbreaks of meningitis, measles, whooping cough, malaria and yellow 
fever. Documentation of Integrated Disease Surveillance and Response (IDSR) in the African and 
Eastern Mediterranean Regions shows that EWARN in south Sudan is a successful model for 
integrated diseases surveillance and response in complex emergency situations.  

2.2 Laboratory capacity 

Public health laboratories in several Member States are being strengthened through capacity-building 
and provision of supplies and equipment. Evaluation of the laboratory services by WHO experts was 
conducted in Egypt, Islamic Republic of Iran, Libyan Arab Jamahiriya, Morocco and Sudan. Plans of 
action for strengthening public health laboratories and upgrading the public health laboratories were 
developed. National guidelines and standard operating procedures for microbiology laboratories were 
developed in Egypt and are being developed in the Libyan Arab Jamahiriya and Yemen. In response to 
the Rift Valley fever outbreak in the Arabian peninsula, diagnostic procedures were established in 
Saudi Arabia and Yemen.  

Seven countries of the Region, Islamic Republic of Iran, Iraq, Jordan, Lebanon, Sudan, Syrian Arab 
Republic and Yemen, were selected by the WHO/CSR Office in Lyon to receive support in 
strengthening the public health laboratories for surveillance of emerging and epidemic prone diseases.  

A network of WHO collaborating centres is fully operational and highly instrumental in timely 
confirmation and rapid response to emerging and epidemic diseases. The Naval Medical Research Unit 
3 (NAMRU-3), a WHO collaborating centre in Cairo, continues to provide significant support in 
training, provision of reagents and laboratory confirmation of outbreaks.  

2.3 Preparedness and response  

Several countries reviewed national plans for control of epidemic and emerging disease. National 
guidelines for prevention and control of emerging diseases were developed in Jordan and Saudi 
Arabia. During the global outbreak of Severe Acute Respiratory Syndrome (SARS), all countries 
developed national guidelines for prevention of introduction of the disease, in line with WHO 
recommendations. In this regard, unprecedented measures were undertaken by almost all countries at 
points of entry to detect any suspected cases.   

A task force on drug-resistant pathogens was formed in EMRO to address the problem of 
antimicrobial drug resistance in the Region. A paper on antimicrobial drug resistance was presented to 
the Regional Committee in 2002, which adopted a resolution (EM/RC49/R.10) on antimicrobial 
resistance and rational use of antimicrobial agents, aimed at strengthening surveillance and control of 
antimicrobial resistance. 

Several countries have advance preparedness and stocks of emergency supplies. The Regional Office 
maintains regional strategic stock of emergency supplies for meningococcal meningitis outbreaks. 
Current stocks include 1.3 million doses of meningococcal vaccine, in addition to auto-disable 
syringes, safety boxes and oily chloramphenicol. The emergency stock was instrumental for rapid 
response to the outbreak of meningococcal meningitis that hit Hargeisa, Somalia, in late 2001.  

Technical and material support was provided by WHO for timely detection and rapid response to 
outbreaks in several countries of the Region. These outbreaks included Rift Valley fever in Egypt and 
Yemen; cholera in Afghanistan, Iraq and Somalia; meningococcal meningitis, encephalitis, measles, 
pertussis and diarrhoeal diseases in southern Sudan; Crimean–Congo haemorrhagic fever in 
Afghanistan, Islamic Republic of Iran, Iraq and Pakistan; pertussis in Afghanistan; dengue fever in 
Yemen; and meningitis in Somalia and Sudan. The support included fielding response teams to the 
affected areas for field investigation, advising on case management and control measures, providing 
emergency supplies and vaccines necessary for epidemic management, strengthening human capacity 
and health education and facilitating laboratory confirmation by the WHO collaborating centres.    
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2.4 Intercountry collaboration   

Collaboration between Saudi Arabia and Yemen for the control of the Rift Valley fever epidemic in 
2002 was a model to follow. Oman also provided tremendous support to Yemen for control of this 
outbreak. Pakistan is continuing to provide great support to Afghanistan for outbreak investigation, 
confirmation and response. In 2003, Sudan conducted a meeting for the ministers of health of 
neighbouring countries to discuss cross-border issues and collaboration in prevention and control of 
diseases.  

EMRO promptly alerts Member States about the global and regional situation of emerging diseases 
and provides relevant data on the epidemiology of the diseases and appropriate prevention and control 
measures. During the 2003 SARS outbreak, a situation update was provided daily to all Member States 
and WHO recommendations for prevention of international spread of the disease were regularly 
updated and disseminated to countries. The annual report of the Division of Communicable Disease 
Control (DCD), produced in 2002 and 2003, highlights communicable diseases surveillance and 
control activities in the Region. A DCD newsletter is issued twice yearly and provides information on 
priority communicable diseases and outbreak news to all Member States. 

An interregional workshop enhancing revision of the International Health Regulations, for countries of 
the Mediterranean basin, was conducted jointly by WHO headquarters and the Regional Offices for 
the Eastern Mediterranean and Europe. The first intercountry meeting to discuss the revision of the 
International Health Regulations was conducted in Cairo in March 2004. The process will continue at 
both the regional and national level to build consensus among all concerned institutions on the 
proposed revision.  

2.5 Operational research  

The EMRO/TDR Small Grants Scheme for tropical and communicable disease research supports 
operational research on surveillance, prevention and control of emerging and remerging diseases in 
several countries, including studies on viral haemorrhagic fevers, meningitis, viral hepatitis and  
integrated disease surveillance.  

2.6 Challenges 

• Inadequate allocation of resources for communicable diseases surveillance at national and WHO 
levels. 

• Internal conflicts and the presence of a large displaced population in several countries. 

• Shortage and rapid turnover of trained human resources in surveillance and epidemic 
management.  

• Presence of multiple vertical  control programmes that overburden and demotivate field staff.  

• Weak intersectoral collaboration in the implementation of the plans of action for surveillance 
and control of emerging diseases, especially zoonotic diseases.  

• Inadequate participation of other public sectors, the private sector and nongovernmental 
organizations in surveillance and epidemic management activities.  

• Weak public health laboratories and lack of capacity for timely confirmation of outbreaks. 

2.7 Future directions  

Countries should review and update their epidemic preparedness plans on an annual basis and share 
these plans with the Regional Office. EMRO and its regional collaborating centres will assist in 
developing and updating these plans, if necessary. National plans should include: 

• Pragmatic action for involvement of the private sector and other institutions in the national 
surveillance and response systems.  

• Strict implementation of the regional strategy for prevention and control of emerging and re-
emerging diseases, the regional strategy for surveillance, prevention and control of viral 
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haemorrhagic fevers and the regional strategy for strengthening surveillance and control of 
epidemic diarrhoeal diseases. 

• Implementation of the integrated approach to communicable diseases surveillance and control, 
as highlighted in the DCD annual report 2002. 

• Supporting human resource development in surveillance, prevention and control of priority 
diseases. 

• Promoting intersectoral and cross-border collaboration for prevention and control of emerging 
and epidemic-prone diseases. Enhancing interdisciplinary partnership among ministries of 
health and agriculture, veterinary services, WHO, FAO, OIE, and relevant nongovernmental 
organizations to address the threat of emerging zoonotic diseases. 

• Development of a regional network for surveillance and control of emerging and epidemic-
prone diseases, especially viral haemorrhagic fevers and influenza. 

3. Malaria   
3.1 Overview  

The 10 countries of the Region with no ongoing malaria transmission (Group 1) have been able to 
sustain malaria free status. Countries with residual malaria transmission (Group 2), Egypt, Morocco, 
Oman and Syrian Arab Republic, achieved good progress in 2003, with only 2 indigenous cases were 
reported from the Syrian Arab Republic and none in the others. Among countries with low to moderate 
endemicity (Group 3), Islamic Republic of Iran, Iraq and Saudi Arabia have greatly reduced the 
number of malaria cases, while Pakistan is slow in deploying a malaria control plan. The 5 countries 
with high malaria endemicity (Group 4), comprising Afghanistan, Djibouti, Somalia, Sudan and 
Yemen, still face a number of challenges and account for more than 90% of the reported cases in the 
Region.  

3.2 National capacity   

WHO field staff and national officers were recruited in high burden countries (Afghanistan, Pakistan, 
Somalia Sudan and Yemen) to ensure sustained technical support. Programme managers received 
technical updates during their annual meeting and also during the cross-border coordination meetings 
and technical workshops. Several technical guidelines were developed and translated, such as 
Integrated vector management, Use of fish for mosquito control, WHO Expert Committee on malaria, 
Twentieth report, Management of severe malaria, Instructions for treatment and use of insecticide-
treated mosquito nets and Basic malaria microscopy. The website for the Roll Back Malaria initiative 
(RBM) is updated frequently and all technical guidelines are available online.  

WHO supported a number of activities aimed at developing human resources, institutional 
strengthening, and upgrading the national malaria training centres. Regional courses were held in 
Egypt, Islamic Republic of Iran, Sudan and Tunisia on malaria and planning its control, integrated 
vector management communications and medical entomology. National courses for training of trainers 
were supported, as well as several fellowships.  

3.3 Case management  

National capacity to detect, monitor and respond to drug resistance has grown stronger.  An 
intercountry workshop on monitoring therapeutic efficacy of antimalarials was held in 2002 in Yemen. 
Of 8 countries with local P. falciparum transmission (Islamic Republic of Iran, Somalia, Sudan, 
Yemen) now have functioning sentinel sites, and data from the sites have been used to update the 
national malaria treatment guidelines. Afghanistan and Sudan revised their treatment policies and 
adopted the artemisinin-based combination (ACT) as a first-line drug. Others will complete the 
process by 2005. A Horn of Africa network (HANMAT) was established, comprising Djibouti, Eritrea, 
Ethiopia, Somalia, Sudan and Yemen, to monitor therapeutic efficacy of antimalarial drugs. An 
intercountry workshop was held in the Islamic Republic of Iran in 2001 to strengthen malaria 



EM/RC51/INF.DOC.5 

 24

laboratory diagnosis and establish a quality assurance system. Technical and material support was 
provided to a number of countries to strengthen laboratory diagnosis.  

3.4 Surveillance and epidemic preparedness and response  

Use of Health Mapper software for malaria control was introduced in a regional workshop in Cairo in 
2002.  The Regional Office supported several countries including Morocco, Saudi Arabia, Sudan and 
Yemen with provision of hardware, software and training. Epidemic-prone countries were supported in 
maintaining a contingency stock of antimalarial drugs, insecticides and spraying equipment.  A special 
project on epidemic forecasting and early warning of malaria epidemics was supported in Sudan 
targeting 5 epidemic-prone states. 

3.5 Integrated vector management   

The regional strategic framework for integrated vector management (IVM) for malaria was developed 
during an intercountry workshop held in Sudan in 2003.  A regional strategy for managing public 
health pesticides was developed during a regional workshop jointly organized by the United Nations 
Environment Programme and WHO in Jordan in 2003. Countries are being supported to develop 
national plans of action for integrated vector management and national strategic plans for scaling up 
the use of insecticide treated nets (ITNs). Five of the 8 countries targeted for scaling up 
implementation of insecticide-treated materials finalized their strategic plans. Bednet programmes 
were supported in Afghanistan, Iraq, Sudan and Syrian Arab Republic. A regional network for 
monitoring insecticide resistance was established. Morocco, Saudi Arabia, Sudan and Yemen carried 
out insecticide resistance monitoring.   

3.6 Prevention of reintroduction  

An informal consultation on prevention of reintroduction of malaria and elimination of residual foci 
was held in June 2002 and guidelines on the subjects were drafted. WHO supported activities for 
malaria elimination in Morocco and the Syrian Arab Republic. A comprehensive evaluation of the 
malaria elimination programme in Oman was conducted in October 2002 to analyse its cost 
effectiveness and document experience. A malaria elimination plan is under development in Saudi 
Arabia. The malaria control programmes in Qatar and the United Arab Emirates were reviewed to 
ensure prevention of reintroduction of malaria transmission. The Regional Office is working with 
headquarters to establish a mechanism for certification of malaria-free status in the United Arab 
Emirates. 

Projects are being supported in Yemen, with aim of eliminating malaria from Socotra Island and 
significantly reducing the burden in Tihama, and in Sudan, with the goal of eliminating the malaria 
problem in Khartoum and Gezira states. Both projects were evaluated as part of an RBM evaluation 
plan and found to be making good progress. 

3.7 Advocacy and resource mobilization  

A number of advocacy activities were supported to raise awareness and strengthen political 
commitment. Celebrations were held for Africa Malaria Day and the launch of the Africa Malaria 
Report, and a national malaria symposium was organized in Yemen. The Regional Office supported 
countries in seeking resources from the Global Fund to fight AIDS, Tuberculosis and Malaria. In the 
second round, 6 proposals on malaria control were approved from 5 countries with heavy malaria 
burden: Afghanistan (US$ 3.1 million), Pakistan (US$ 7.7 million), Somalia (US$ 12.8 million), 
Sudan (US$ 61 million, 27.8 million of which is for south Sudan), Yemen (US$ 11.8 million). In the 
third round, one proposal from Pakistan was approved (US$ 1.5 million).  

3.8 Operational research   

Approximately 8 malaria research projects are supported every year as part of Small Grants Scheme. 
In addition, WHO collaborated with a number of nongovernmental organizations to implement 
projects in countries with complex emergency situation. Collaboration included an ITN project in 
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south Sudan (OxFam), a malaria prevalence survey in Somalia (Merlin) and a study on malaria in 
pregnancy in Afghanistan (Health Net International).   

A plan for evaluating RBM response to country needs was developed in April 2002. The evaluation 
report, finalized in October 2003, showed that the results of RBM in the Region so far are promising 
and will lead towards the achievement of the regional RBM objectives. The decrease in the number of 
cases registered in countries with low to moderate endemicity and in areas under RBM support in 
countries with intense transmission, is evidence of this progress.   

3.9 Challenges 

National capacity for management, planning and evaluation is generally weak in malaria endemic 
countries. Although countries have obtained approval for Global Fund proposals, the release of funds 
is slow and requires cumbersome administrative procedures. Complex emergency situations, such as 
in Afghanistan, Somalia and south Sudan, hinder accessibility to malaria endemic areas. Partnership at 
country level remains weak; in most countries of the Region WHO is the only active agency among 
the 4 United Nations organizations in the RBM partnership.  

3.10 Future directions 

Strong national leadership and capacity are crucial for success. WHO technical expertise will continue 
to be critical in the future, especially with increased availability of resources, such as from the 
GFATM. WHO capacity will need to keep pace with the scaling up of programme activities to respond 
to increasing demands of countries. Support should be given to specific subregional initiatives directed 
towards goals such as a malaria-free Arabian peninsula and malaria-free North Africa. WHO should 
give consideration to developing an essential package of services including malaria control for 
complex emergency situations to facilitate effective operations under such circumstances 

4. Tuberculosis 
4.1 Overview 

Tuberculosis is a serious re-emerging health problem in WHO Eastern Mediterranean Region. In 2003, 
around 170 500 new tuberculosis cases were detected, out of 566 400 expected cases. Most of the 
cases (81%) occur among the most productive age group, from 15 to 45 years.  

Implementation of the directly observed treatment short-course (DOTS) strategy expanded widely in 
the Region from 1997 to 2002 as a result of a 1997 Regional Committee resolution (EM/RC44/R.6) 
that urged Member States to achieve nationwide implementation of the DOTS strategy, or DOTS ALL 
OVER, by 2000. In order to further promote tuberculosis control in the Region, in 2000 the Regional 
Committee endorsed a new set of targets for tuberculosis control: 

• Detect at least 70% of all cases of tuberculosis in the Region, and successfully treat at least 85% 
of them by 2005, and sustain the achievements 

• Enrol all detected tuberculosis patients in the DOTS strategy by 2005 

• Reduce the prevalence of and deaths from tuberculosis in the Region by 50% by 2010. 

The Regional Office developed a strategic plan for tuberculosis control covering the period from 2002 
to 2005 to ensure the accomplishment of the regional targets. The strategic plan specifies the vision 
and objectives of tuberculosis control in the Region. The vision is to eliminate tuberculosis from the 
Region by 2050. The objectives are to provide high quality DOTS activities, comprehensive DOTS 
activities, and establish Beyond-DOTS strategies. 

4.2 DOTS coverage   

Through the expansion of DOTS activities, 80% of the population in the Region was covered by the 
DOTS strategy by the end of 2003, and a total of 170 500 new cases had been detected. The treatment 
success rate in DOTS areas is 81%, and the global target of 85% has almost been achieved.  
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Afghanistan and Pakistan, with 55% of the regional burden of tuberculosis in the Region, need to 
expand DOTS coverage rapidly in order to achieve DOTS ALL OVER by 2005. Although DOTS 
expansion was slow in 2001, good progress was made in both countries in 2002–2003. DOTS 
coverage increased in Pakistan from 15% at the end of 2000 to 52% by the end of 2003. The 
expansion took place as a result of strong political commitment, donor support, and the growing 
leadership of the NTP central unit. Pakistan also established a national inter-agency coordination 
committee on tuberculosis and developed a multi-year strategic plan. Resources were mobilized from 
most of the donors in the tuberculosis field.  
Achieving DOTS ALL OVER remains a challenge in Pakistan because of the weak public health 
infrastructure. Efforts are also needed to improve the quality of DOTS components such as logistical 
channels, laboratory network, network of health workers to provide directly observed treatment (DOT 
network) and surveillance system. Strengthening managerial capacity of national programme staff both 
at national and provincial levels is essential to address these challenges. 
In Afghanistan, DOTS coverage is expanding slowly despite the priority given to tuberculosis control 
within the framework of health services reconstruction. Partners such as the Governments of Canada, 
Italy and Norway provided considerable financial support to tuberculosis control activities in 
Afghanistan during the past two years. This support guaranteed a regular supply of drugs and 
laboratory materials. An international team (3 staff) was recruited to provide technical assistance, and 
more national staff were recruited to strengthen local capacity. A national interagency coordination 
committee was established, and a multi-year strategic plan was developed during 2002. However, the 
unstable security situation and weak health system remain major challenges to tuberculosis control 
efforts and DOTS expansion in the country. 
4.3 DOTS quality 

To improve the quality of tuberculosis laboratory services under the DOTS strategy, 11 countries were 
surveyed in 2003 to review the situation of the laboratory network. Results showed great need for 
systematic expansion of the laboratory network in most countries in the Region to ensure wider access 
to tuberculosis diagnostic facilities. It is also essential to build, or strengthen existing quality assurance 
laboratory systems to improve the quality of diagnosis and follow up.  
The Regional Office, in close collaboration with headquarters, revised tuberculosis incidence estimates 
in 7 countries, namely Egypt, Islamic Republic of Iran, Jordan, Lebanon, Oman, Syrian Arab Republic 
and Tunisia. The revision led to a considerable improvement in the case detection rates in these 
countries. To improve reporting and recording systems, electronic recording and reporting templates, 
both nominal and district-based, were developed. Electronic district reporting is being pilot tested in 
Pakistan and Yemen, and electronic nominal reporting is being tested in Egypt and Jordan. 
4.4 DOTS comprehensiveness 

In line with promoting the comprehensiveness of DOTS activities in the Region, the Regional Office 
conducted a survey in 11 countries in the Region on health sector involvement in tuberculosis control 
during 2002. In collaboration with the Royal Tropical Institute (The Netherlands) and the national 
tuberculosis programme in  Egypt, a review document was produced on the Egyptian experience in 
developing public–private partnership. The results of this activity will be used to develop a regional 
framework for improving DOTS comprehensiveness. 

The Regional Office also provided technical and financial support to a study of tuberculosis in medical 
schools conducted by the International Federation of Medical Students’ Associations in Egypt, Kuwait, 
Lebanon, Pakistan and Tunisia. The results will be presented in the meeting of national tuberculosis 
programme managers in 2004. 

4.5 Beyond DOTS 

The Regional Office promotes operational research activities to address obstacles to DOTS expansion 
through the Small Grants Scheme. In 2003, 9 tuberculosis proposals were accepted under the Scheme, 



EM/RC51/INF.DOC.5 

 27

and 5 final reports were presented during the 34th World Conference on Lung Health sponsored by the 
International Union Against Tuberculosis and Lung Disease in November 2003.  
National antituberculosis drug resistance surveillance has taken place only in Morocco and Oman. 
Several other countries such as Egypt, Islamic Republic of Iran, Jordan, Kuwait, Lebanon, Qatar, 
Syrian Arab Republic and Republic of Yemen have started multidrug resistance studies. It is important 
to promote the surveillance to closely monitor the level of multidrug resistance. 
Several countries in the Region applied to the Green Light Committee (GLC) for use of second-line 
antituberculosis drugs after a workshop on management of chronic cases conducted in Cairo in May 
2002. GLC applications were approved for Egypt, Lebanon and Tunisia. Other applications from 
Jordan and Syrian Arab Republic are under discussion.  
4.6 Challenges 

The main challenge is to improve the DOTS case detection rate. The global target is to achieve 70% 
by 2005. At present, the regional DOTS case detection rate is only 27%. According to data from the 
past several years, the Region may reach the global target by 2013. 
Slow expansion of DOTS coverage in Afghanistan and Pakistan is the main reason for the low DOTS 
case detection rate in the Region. Afghanistan and Pakistan together account for 55% of the regional 
burden of tuberculosis, and had achieved only 35% and 52% DOTS coverage, respectively, by the end 
2003. Consequently, they had 20% and 17% DOTS case detection rates, respectively. The DOTS case 
detection rates in other countries of the Region are also not high. These countries on average had 
achieved only a 48% DOTS case detection rate by 2003. Based on data from the past several years, it 
is projected that these countries will increase their DOTS case detection rate to only 60% by 2005. It is 
important to note that as almost all of these countries have achieved DOTS ALL OVER, the sharp 
increase in the DOTS case detection rate that was observed in the past is not expected to continue in 
the coming years.  
Other challenges are weak health services, security instability, multidrug resistance and HIV/AIDS. 

4.7 Future directions 

Strategies 

To improve case detection rates, it is necessary to address issues relating to both case notification and 
estimation of tuberculosis incidence. There are three directions to improving case notification. One is 
to expand DOTS coverage in Afghanistan and Pakistan, where DOTS coverage is still low. The second 
is to improve the quality of DOTS activities. This implies improvement of the laboratory network, and 
improvement of surveillance activities for tuberculosis control. The third is to widen the 
comprehensiveness of DOTS activities, namely to involve different health care providers in DOTS 
activities. At present, DOTS is in place throughout the services of ministries of health in many 
countries. Other health care providers such as ministries of higher education, interior and defence and 
the social insurance and private health sectors are not fully involved in DOTS activities. Other 
strategies to widen comprehensiveness are to improve case detection among high risk groups, such as 
contacts, and to adopt the Practical Approach to Lung Health (PAL) as a symptomatic approach to 
improve management of patients presenting with respiratory symptoms. Estimations of tuberculosis 
incidence need to be revised in some countries that have strengthened their tuberculosis surveillance 
systems.  

Next steps 

• Support Afghanistan and Pakistan to accelerate DOTS expansion utilizing available health 
structure and promoting community participation. 

• Develop and implement regional norms for quality assurance of DOTS activities including 
laboratory, surveillance and logistics systems.  

• Review tuberculosis epidemiological situations to accurately estimate tuberculosis burdens 
where needed. 
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• Develop a regional framework to involve other stakeholders in DOTS activities. 
• Establish a set of Beyond DOTS strategies for countries that have achieved DOTS ALL OVER 

to further enhance tuberculosis control. The Beyond DOTS strategy includes adoption of the 
PAL initiative, active case detection among high-risk groups such as contacts, and chronic 
(drug-resistant) tuberculosis case management.  


