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Excellency, Distinguished Guests and Colleagues, Ladies and Gentlemen 

It gives me great pleasure to welcome you to this meeting of national programme 

managers for the control and prevention of schistosomiasis and soil-transmitted helminthiasis in 

the Eastern Mediterranean Region. I wish to express my sincere gratitude to the Government of 

Yemen for hosting this meeting and to His Excellency Dr Mohamed Al-Noami, Minister of 

Public Health and Population, for the excellent support extended in facilitating this meeting. 

This important meeting comes at an opportune time, following the developments and key 

policy changes made to the global programme for control of schistosomiasis and soil-transmitted 
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helminthiasis at the end of 2002. A technical update on these changes and advances will be given 

and, as programme managers in the countries of the Region, you will revise the country plans of 

action in line with the global and regional plans.  

As you all know, the endemicity of schistosomiasis in the Region presents a dual picture. 

Many countries have been successful in reducing mortality, morbidity and transmission, 

including Egypt, Jordan, Morocco, Saudi Arabia and Syrian Arab Republic. The disease was even 

eliminated in Islamic Republic of Iran, Lebanon and Tunisia. However, schistosomiasis remains a 

major problem in some countries, particularly in Sudan, Yemen and probably Somalia as well. In 

Sudan, schistosomiasis is estimated to represent more than 40% of the disease burden due to all 

tropical diseases, excluding malaria. 

 In regard to soil-transmitted helminthiasis, we should recognize that we have almost 

forgotten these diseases in our Region. Yet recent surveys indicate that the burden of the disease 

is enormous in some areas, where up to 95% prevalence rates of at least one worm are observed, 

with the most intense infections in children and the poor. The infection is long-term and chronic, 

and can negatively affect all aspects of a child’s development, namely health, nutrition, cognitive 

development, learning and educational access and achievement.  

During this meeting, a combined strategy for the control of both schistosomiasis and soil-

transmitted helminthiasis, integrated into ongoing health and education initiatives, will be 

presented to you.  This strategy is aimed mainly at controlling morbidity, and was endorsed by 

resolution WHA54.19 of May 2001, which urges Member States to implement the various 

measures outlined by the strategy. The strategy is based on accumulating evidence that morbidity 

due to these infections can be significantly reduced through repeated, regular treatment with 

single-dose anthelminthics delivered through school health programmes or other ongoing health 

or education programmes. This approach is now much more feasible than it was 10 years ago 

because many technical problems associated with large-scale chemotherapy campaigns have been 

solved and the cost of drugs has also considerably decreased. 

Indeed, the cost of intervention, including delivery, where schistosomiasis and soil-

transmitted helminthiasis infections are both endemic is now less than 1 US dollar and can be as 
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low as 30 US cents per child per year. Treatment of soil-transmitted helminthiasis infections 

alone costs as little as 10 US cents per child per year.   

In addition, deworming is safe and effective as once a year treatment is sufficient even in 

the most infected communities. Deworming pills are heat-stable and require no cold chain for 

delivery. Assessment survey techniques are of low cost and it is not necessary to examine each 

child for the presence of worms. Regular deworming enables avoidance of the worst effects of 

infestation even if there is no improvement in sanitation. Deworming is mostly based in schools, 

as schools are a sustained infrastructure with a skilled workforce that is in close contact with the 

community. Trained teachers can deliver the drugs safely and a group of 40-50 teachers can be 

trained in less than one day. 

There is clear evidence that school deworming is beneficial and cost-effective. It has 

major benefits both for untreated children and for the community as a whole since it reduces the 

transmission of infection in the community. These benefits are large enough to justify fully 

subsidizing treatment. They also explain why deworming is beneficial even without 

improvements in sanitation. 

Ladies and Gentlemen, 

Resolution WHA54.19 also recommended developing new partnerships with other 

organizations of the UN system, bilateral agencies, nongovernmental organizations and the 

private sector. Following this recommendation, the Partnership for Parasite Control (PPC) was 

launched in Geneva in 2001 and has already had an impact. For example, the World Food 

Programme has agreed to integrate deworming in the ongoing school feeding programmes in 

many countries, including Afghanistan. The FRESH initiative led by the World Bank is also a 

good entry point for deworming of schoolchildren. You are strongly encouraged to explore the 

possibilities of developing such partnerships and integration in your countries. 

For all these reasons, you are requested during this meeting to develop specific and 

achievable evidence-based targets to implement this strategy. This meeting further provides you 

with an opportunity to investigate how to adapt the approach according to the epidemiology, 

resources and culture of each country, and how to address some specific challenges.  
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In this exercise of adaptation of the approach, some countries will need special measures 

because of their specific situations. For example, Saudi Arabia has a zoonotic cycle with baboons 

as reservoirs for schistosomiasis and this requires a specific strategy that includes snail control. 

Other low endemicity countries, like Jordan, Oman and Syrian Arab Republic, will need to adopt 

specific measures to prevent the re-introduction of the disease through migrant workers. The most 

endemic countries, like Sudan, Somalia and Yemen, will need to implement pilot projects in 

limited areas to show successful examples.  

Ladies and Gentlemen, 

Control of schistosomiasis and soil-transmitted helminthiasis is a long-term commitment. 

It is important to reduce prevalence by 75% in the next 2 years, as demonstrated in many endemic 

areas in the world. It is even more important to continue the activities, including surveillance, 

over a prolonged period of 10 to 20 years. The sustainability of the programmes in endemic 

countries with limited resources will constitute one of the most important challenges and will 

require specific advocacy using some of the ‘value for investment arguments’ developed before. I 

am sure this issue will also be discussed during the meeting. 

In closing, I would like to thank our colleagues from WHO headquarters for their valuable 

contribution and continuous support to the Region, colleagues from Yemen for their contribution 

in the organization of the meeting, all the representatives of our partners in PPC who have so 

kindly accepted to join us in this meeting, and all of you for the preparatory work that you have 

undertaken. I wish you a very successful meeting and a pleasant stay in this hospitable country 

and in the beautiful city of Sana’a. 


