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1. Tuberculosis 

1.1 Targets for tuberculosis control 

The global targets for tuberculosis control, set for the end of 2005, were to: 

? Achieve 100% population coverage with the WHO-recommended strategy of directly observed 
treatment, short-course (DOTS); 

? Detect at least 70% of smear positive pulmonary tuberculosis cases; and 
? Successfully treat at least 85% of them. 

The target for Tuberculosis Elimination Initiative is to reduce the incidence of new smear positive 
cases of tuberculosis to 1 per 100 000 population by the end of 2010. 

Target 8 of the Millennium Development Goals (Goal No. 6) is to have halted and begun to reverse the 
incidence of malaria and other major diseases such as tuberculosis by 2015. Specifically, the aim is to 
halve the prevalence and death rate associated with tuberculosis. 

1.2 Progress towards the targets 

DOTS activities have been widely expanded, with regional DOTS coverage at 97% (Table 1). All 
countries achieved 100% coverage except Afghanistan, Iraq, Sudan and Yemen. Afghanistan is still 
expanding the DOTS strategy. In Iraq, Sudan and Yemen, areas that are not covered are those with 
security problems. 

Table 1.  Progress in tuberculosis control in countries of the Region 

Country DOTS population coverage (%) 
(2005) 

Treatment success rate (%) 
(2003) 

Case detection rate  (%) 
(2004) 

Afghanistan 75 86 19 
Bahrain 100 97 49 
Djibouti 100 73 43 
Egypt 100 80 61 
Iran, Islamic Republic of 100 84 58 
Iraq 87 85 20 
Jordan 100 87 79 
Kuwait 100 62 83 
Lebanon 100 92 82 
Libyan Arab Jamahiriya 100 62 169 
Morocco 100 86 80 
Oman 100 90 123 
Pakistan 100 75 27 
Palestine 100 80 1 
Qatar 100 73 35 
Saudi Arabia 100 79 40 
Somalia 100 90 44 
Sudan 98 82 35 
Syrian Arab Republic 100 88 46 
Tunisia 100 91 95 
United Arab Emirates 100 64 17 
Yemen 98 82 42 
Region 97 82 34 
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Treatment success rates are high, with the regional average at 82% (Figure 1). Ten countries have 
achieved 85% or more treatment success rates and another 5 countries have achieved rates between 
80% and 84%. In five countries (Kuwait, Libyan Arab Jamahiriya, Qatar, Saudi Arabia and United 
Arab Emirates), treatment outcomes were affected by expatriate patients who left the country during 
the course of treatment. In Djibouti and Pakistan, treatment success rates were only 73% and 75%, 
respectively.  

Case detection remains low, with the regional average at 34%. Only seven countries (Jordan, Kuwait, 
Lebanon, Libyan Arab Jamahiriya, Morocco, Oman and Tunisia) achieved the global target. In Egypt 
and the Islamic Republic of Iran, case detection rates reached between 50% and 70%. In the remaining 
13 countries, case detection was less than 50%. It ranged between 30% and 50% in Bahrain, Djibouti, 
Qatar, Saudi Arabia, Somalia, Syrian Arab Republic , Sudan and Yemen, and was less than 30% in 
Afghanistan, Iraq, Pakistan, Palestine and United Arab Emirates. 

In conclusion, only five countries of the Region (Jordan, Lebanon, Morocco, Oman and Tunisia) 
achieved the global targets on time (Figure 2). 

 

 

 

 

 

 

 

 

 

 

 

    

 

Figure 2. Status of tuberculosis control in countries of the Region 
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Figure 1. Regional progress in tuberculosis control, 2000–2005 
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The target for the Tuberculosis Elimination Initiative was adopted by all countries with low incidence 
of tuberculosis. Jordan, Kuwait and Oman developed national plans and made extensive efforts. They 
already have low level of incidence; however, the rate of decline in incidence has stagnated.  

1.3 Challenges in tuberculosis control 

Expansion of DOTS is still needed in a few countries, particularly in Afghanistan. More importantly, 
the quality of DOTS activities needs improvement in all countries. The quality of diagnosis, treatment, 
surveillance, logistics and monitoring activities is not always high. Involvement of all care providers is 
also a major challenge, as health care providers both in the public and private sectors are not fully 
involved in DOTS activities. 

Addressing emerging challenges such as HIV/AIDS, multidrug resistance and complex emergency is 
important. Mobilizing and empowering communities to increase their knowledge and demand for 
good tuberculosis care is needed. Establishing wider partnerships at all levels is also critical, because 
challenges relating to tuberculosis are vast and relate to different issues in health and socio-economic 
development.  

In countries that have adopted the target for the Tuberculosis Elimination Initiative, slow or no decline 
in tuberculosis incidence is the major challenge. 

1.4 Future directions 

Countries that have not yet achieved the global targets for tuberculosis control need to drastically 
improve tuberculosis control by adopting the new Stop TB Strategy in order to achieve the Targets by 
2008. The Strategy is built on the DOTS strategy, and includes components to: pursue high quality 
DOTS activities; address HIV/TB, multidrug-resistant tuberculosis and complex emergencies; 
contribute to health system strengthening; engage all care providers; empower communities; and 
promote research. Countries should complete a multi-year strategic plan to identify strategic 
directions, activities and anticipated financial need. Without achieving the global targets for 
tuberculosis control, the tuberculosis-related targets of the Millennium Development Goals will not be 
achieved. 

The Global Plan to Stop Tuberculosis 2006–2015 is the basis for the national plans. The Plan sets out 
actions and funding needed over the next 10 years to achieve the tuberculosis-related target in the 
Millennium Development Goals. The estimated total cost to implement the Plan is US$ 56 billion over 
10 years; the regional component is US$ 3 billion. 

Developing regional and national Stop Tuberculosis partnerships is essential. Partnerships aim at 
bringing sustainable technical and financial support from partners, from both within and outside the 
Region. The Regional Office is planning to launch the Stop Tuberculosis Regional Partnership in 
2006. 

Since the progress of tuberculosis control is slow, particularly in terms of case detection, it is 
important for the WHO Secretariat to report the progress to the Regional Committee every year and 
seek the Committee’s advice and support. 

 
 
 

 



EM/RC53/INF.DOC.7 

 

11/06/2006 13:47 4

2.  Measles 

2.1 Target for measles elimination 

The regional goal is to eliminate measles by 2010. The global goal for measles mortality reduction 
includes a 50% reduction of measles mortality by 2005 when compared with the estimated mortality in 
1999.  

The regional strategy for measles elimination includes: 

? High routine measles vaccination coverage (>90% in all districts) among children aged 1 year  
? One-time, nationwide mass immunization campaign or catch-up campaign targeting all children 
? Second opportunity for measles immunization either through periodic follow-up campaigns every 

3–5 years targeting all children born since the last campaign or achieving >95% routine coverage 
with a second dose of measles vaccine 

? Case-based surveillance for measles with laboratory confirmation of disease 
? Optimal case management of children with acute disease. 

2.2 Progress towards the target  

Raising routine vaccination coverage is a key element of the regional strategy. The investment of 
GAVI funds has strengthened capacity in several countries, particularly in Somalia, Sudan and Yemen. 
However, regional coverage remains below 90%. 

Overall, 17 countries have implemented the full strategy for measles elimination including nationwide 
catch-up campaigns. Of the five countries that have not conducted campaigns, Djibouti and Somalia 
will complete campaigns in 2006 and Morocco, Pakistan and Sudan will complete campaigns in 2007–
2008.    

Since 1999, more than 111 million children have been vaccinated in catch-up campaigns. Based on 
campaign results, surveillance data and routine EPI coverage, there has been a 54% reduction in 
measles mortality since 1999 (Figure 3). 
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Figure 3. Measles mortality in the Region, 1999–2004 
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2.3 Challenges in measles elimination 

Despite the considerable progress, measles remains a leading cause of death among children less than 
5 years of age in the Region. Most of these deaths occur in countries that have not implemented the 
full strategy, including Pakistan, Somalia, south Sudan and Yemen. Considerable resources and 
technical assistance are needed to support these countries. 

Of the 17 countries that have implemented the full elimination strategy, Iraq, Lebanon, Saudi Arabia 
and Syrian Arab Republic  continue to experience measles outbreaks. Iraq is completing catch-up 
campaigns in susceptible populations, and it is likely that Lebanon and Saudi Arabia will need similar 
catch-up campaigns to achieve elimination. While the remaining countries experience low levels of 
measles virus transmission, none have achieved elimination. It is likely that most sporadic cases 
identified in these countries are imported; however, surveillance systems need to be strengthened to 
document this.  

2.4 Future directions 

Improving routine measles vaccine coverage: Support from GAVI is being used to improve routine 
EPI coverage with the Reach Every District (RED) approach. A concerted effort is made to utilize the 
infrastructure of the Polio Eradication Initiative to raise coverage.  

Supplemental immunization activities: Catch-up vaccination campaigns are ongoing in Somalia, 
south Sudan and Yemen, and will be complete by end 2006. Pakistan will conduct a pilot campaign in 
2006 and will complete a nationwide campaign in 2007.  

 Strengthening surveillance:  Surveillance for measles and rubella is a high priority. After completion 
of catch-up campaigns, all countries are encouraged to conduct case-based reporting with laboratory 
testing of suspected cases. Several countries have linked measles reporting to the AFP reporting 
system. 

Strengthening laboratory capacity : The Regional Office continues to support measles laboratory 
infrastructure by purchasing critical supplies and reagents. In 2005, the laboratory network was 
expanded to all countrie s in the Region. However, there is considerable underutilization of laboratory 
services. For example, only 6543 of the 59 733 measles case reported in 2004 had laboratory testing 
(IgM antibody). 

Five year plan of action: In 2005, a new regional plan of action was prepared.  
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3. Leprosy 

3.1 Targets for leprosy elimination 

The global target for 2005 was to eliminate leprosy as a public health problem at the national level in 
all countries.  

The regional target for 2005 was to eliminate leprosy as a public health problem at the sub-national 
level in all countries of the Region. 

Elimination of leprosy as a public health problem is defined as reduction of leprosy prevalence to a 
level below one per 10 000 population.  

3.2 Progress towards the targets 

Countries of the Region have continued to make considerable progress in leprosy elimination. The 
WHO Strategic Plan for Elimination of Leprosy 2000–2005 has been implemented extensively.  

Improved access to diagnosis and provision of multidrug therapy (MDT) drugs free of charge are the 
cornerstones of the strategic plan. Adherence to treatment was significantly improved after 
introduction of MDT blister packs for treatment. During 2000–2005, WHO, with the support of 
Novartis, supplied countries with 535 782 multi-bacillary (MB) and 79 098 pauci-bacillary (PB) adult 
blister packs and 42 440 MB and 22 960 PB children’s blister packs, free of charge. The total cost of 
the MDT drugs donated in kind by Novartis was more than US$ 938 000. Novartis has also donated 
through WHO 14 000 tablets of 50 mg and 73 000 tablets of 100 mg clofazimine for treating severe 
leprosy reactions. WHO supported countries to strengthen national capacity in diagnosis and 
treatment, and also to improve community awareness. 

As a result, the number of registered cases in the Region decreased from 8924 in 2000 to 5398 in 
2004. The number of new leprosy cases also decreased, from 5565 in 2000 to 3392 in 2004 in the 
Region (Table 2).  

The global target was achieved in all countries. Indeed, in 2000 when the global target was set, all 
countries of the Region had already achieved the target; the regional prevalence was at 0.21 per 10 000 
population. The regional prevalence continues to decline, and was 0.12 per 10 000 population in 2004. 

The regional target was also achieved in all countries at the provincial (i.e. state, governorate or 
province) level. Elimination of leprosy at the district level was also achieved in all countries, except in 
some districts in Egypt and in countries with complex emergencies, such as Somalia and Sudan.  

 

Table 2. Regional indicators on leprosy elimination 2000–2004 

Regional indicators 2000 2001 2002 2003 2004 
Total number of registered cases  8924 8525 7632 5798 5398 
Registered prevalence per 10 000 population 0.21 0.2 0.15 0.1 0.12 
Total number of new cases  5565 4958 4665 3940 3392 
Detection rate per 100 000 population 1.21 1.14 0.96 0.8 0.7 
Total number of MB cases among new cases 4325 3534 3560 2953 2512 
% MB of new cases 77.7 71.3 76.3 74.9 74.0 
Total number of children among new cases  340 370 299 316 236 
% children of new cases  6.1 7.46 6.4 8.0 6.9 
Total number of females among new cases  1585 1301 1571 1473 1023 
% female of new cases 28.5 26.2 33.6 37.3 30.1 
New cases with WHO grade-2 disability 1121 756 665 487 380 
% grade-2 disability in all new cases  20.1 15.2 14.2 12.3 11.2 
Total number of relapses  70 62 49 46 47 
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3.3 Challenges in leprosy elimination 

The main challenge is to sustain control activities and achievements. Because of the chronic nature of 
leprosy, long-term commitment is needed. In this regard, integration of leprosy control within the 
existing primary health care system is an important challenge. Expanding leprosy services under 
complex emergency situations, as in Somalia and Sudan, is also a challenge. This needs specific 
approaches, depending on the local leprosy burden and the availability of appropriate health 
infrastructure. 

3.4 Future directions 

WHO has developed the Global Strategy for Further Reducing the Leprosy Burden and Sustaining 
Leprosy Control Activities (2006–2010) to set out the future directions in leprosy control. The main 
principles of leprosy control, based on timely detection of new cases and their treatment with 
multidrug therapy, will remain the same. Continued efforts to eliminate leprosy at the district level 
remain important for Egypt, Somalia and Sudan. At the same time, emphasis will remain on providing 
quality patient care that is equitably distributed, affordable and easily accessible.  

The main elements of the strategy are as follows: 

? Sustain leprosy control activities  
? Use case detection as the main indicator to monitor progress 
? Ensure high-quality diagnosis, case management, recording and reporting 
? Strengthen routine and referral services 
? Discontinue the campaign approach 
? Develop tools and procedures that are community based, integrated and locally appropriate for 

the prevention of disabilities / impairments and the provision of rehabilitation services 
? Promote operational research to improve implementation of a sustainable strategy 
? Encourage supportive working arrangements with partners at all levels. 
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4. Maternal and neonatal tetanus  

4.1 Target for maternal and neonatal tetanus elimination 

The global target for the elimination of maternal and neonatal tetanus, set for 2005, was to reduce the 
incidence of maternal and neonatal tetanus to less than 1 case per 1000 live births in all districts of a 
country. 

The strategy includes protection of pregnant women with tetanus toxoid through routine 
immunization, or of women of childbearing age through supplemental immunization activities in high 
risk districts, clean delivery practices and active surveillance for neonatal tetanus. 

4.2 Progress towards the target  

The number of neonatal tetanus cases reported in the Region continued to decline: from 3271 in 2000 
to 1022 in 2004. Fifteen countries of the Region had already achieved the Global Target by 2004. The 
remaining 7 countries of the Region that have not yet achieved the elimination target are: Afghanistan, 
Egypt, Iraq, Pakistan, Somalia, Sudan and Yemen (Table 3). Of them, Egypt is close to elimination. 
These 7 countries are among the 57 countries worldwide that have not eliminated maternal and 
neonatal tetanus. 

Pakistan accounted for 54% of the reported cases (551 out of 1022) in the Region. Almost all the 
districts developed micro-plans for strengthening the routine immunization; however, micro-plans for 
supplemental immunization activities have not been developed by districts. The last supplemental 
immunization activities conducted were between 2001 and 2003 in two phases, with coverage of 84% 
in 2001 and 78% in 2003. 

 

Table 3. Reported neonatal tetanus cases (2004) 

Country Cases in 2004 

Afghanistan 81 
Bahrain 0 
Djibouti 0 
Egypt 71 
Iran, Islamic Republic of 0 
Iraq 16 
Jordan 1 
Kuwait 0 
Lebanon 0 
Libyan Arab Jamahiriya 0 
Morocco 7 
Oman 0 
Pakistan 551 
Palestine 0 
Qatar 0 
Saudi Arabia 37 
Somalia 112 
Sudan 88 
Syrian Arab Republic 8 
Tunisia 0 
United Arab Emirates 0 
Yemen 50 
Total  1022 
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In Afghanistan, all districts are considered high risk. Two rounds of supplemental immunization 
activities were conducted in 324 districts between 2004 and 2005, targeting 4 million women of 
childbearing age. The coverage was between 20% and 46%. For the first time, prefilled single -use 
injection devices (UniJet) were used throughout the campaign. 

In Iraq, elimination efforts have faced serious problems because of the complicated security situation. 
However, Iraq has updated their national plans and is committed to intensifying their efforts despite 
the difficulties. 

Somalia recently finished the first round of supplemental immunization activities in five districts in the 
southern region, targeting 122 551 women of childbearing age, and achieved 57% coverage. The 
second and third rounds are planned to take place in March and September 2006. Somalia is also 
planning to conduct supplemental immunization activities in Lower Shabelle region in 2006. 

Sudan (north) developed the plan of action targeting 3.5 million women of childbearing age (50% of 
the national target), and will start implementation in 2006. The number of high risk districts was 
reduced from 553 to 134. Sudan (south) conducted supplemental immunization activities in 2005: Tonj 
(targeting 171 300 women of childbearing age with 65% coverage); Panyjar (targeting 51 670 with 
84% coverage); and Aweil East (targeting 93 000 with 77% coverage). 

Yemen identified 47 high risk districts out of a total of 324 districts in the country (15%). Yemen 
conducted supplemental immunization activities in 2004 including the third round in Taiz and Hudeida 
governorates.  

Egypt conducted three rounds of supplemental immunization activities in 2003, and three rounds in 
2004. The coverage was high: 80% on average and 89% in some districts. Consequently, the number 
of high risk districts was drastically reduced from 43 to 6. Still, a few districts had low coverage in the 
third round and Egypt is planning to conduct a selective fourth round of activity in 2006. Egypt is 
close to elimination and is expected to achieve it by 2007. 

4.3 Future directions  

The target is now to maintain the achievement in 15 countries that have already achieved the global 
target, and more importantly, to achieve the global target by 2007 in the remaining 7 countries. Scaling 
up of the high-risk approach will remain a top priority, and the strategic directions in this regard are:  

? Support for documentation of country status with regard to elimination 
? Support for continued implementation of supplemental immunization activities in high risk 

districts 
? Utilization of all opportunities offered by the Reach Every District (or RED) approach and 

GAVI to improve routine immunization coverage 
? Strengthening of neonatal surveillance and integration of it, together with measles, into the AFP 

surveillance system 
? Technical assistance to the countries claiming to have eliminated neonatal tetanus in the form of 

desk reviews and lot quality assurance.  
 

 

 
 


