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1. INTRODUCTION 

The Division of Communicable Disease Control (DCD) at the WHO Regional Office 
for the Eastern Mediterranean (EMRO) held the first meeting between its regional and 
country staff on 9 and 10 January 2005 in Cairo, Egypt. The meeting was intended to 
strengthen collaboration and coordination of the Division’s activities at regional and country 
levels in order to harmonize the work of the Regional Office and country offices and propose 
specific strategies and actions to facilitate and accelerate the work of the staff at the country 
level. The expected outcome was an agreement on methodologies for planning, 
communication and reporting, and a strategy for ensuring technical updates.  

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean, 
inaugurated the meeting, noting that the meeting was a new precedent in the Regional Office. 
He added that the prestige and influence of WHO depended on the action and effectiveness of 
its field staff. Dr Gezairy stressed the importance of having success stories in the Region, such 
as the activities of poliomyelitis eradication in Pakistan and Afghanistan, and those of malaria 
control in Sudan, which aimed at making Khartoum an almost malaria-free zone. 

Dr Gezairy referred to some of the problems, for example the stagnating rate of 
vaccination coverage at 80% despite the availability of resources and infrastructure, and 
expressed the hope that WHO efforts reached all people and communities, to the extent that 
mothers would take part in health education by teaching their children about important health 
issues such as the importance of vaccination and breastfeeding. Dr Gezairy concluded by 
expressing the hope that 2005 would see a complete cessation of poliomyelitis and further 
achievements in control of malaria, tuberculosis, leishmaniasis and all other communicable 
diseases. 

The meeting was attended by all field country staff in addition to the WHO 
Representative in Yemen. Dr Zuhair Hallaj, Director, Division of Communicable Disease 
Control, chaired the meeting. Dr Buthaina Ghanem (Iraq), Dr Mohammad Khalifa (Yemen), 
Dr Hany Ziady (EMRO) and Dr John Jabbour (EMRO) were elected as Rapporteurs. The 
programme and list of participants are included as Annexes 1 and 2. A list of discussion points 
for the group work is attached as Annex 3. 

Specific objectives of this meeting were to: 

• brief the country staff on various aspects related to the control of communicable 
diseases, provide a technical update and discuss integration issues; 

• review the work done by the country staff, assess progress made and future directions; 
• discuss the problems and constraints encountered by the country staff in the 

implementation of the disease control programmes in their respective countries; 
• propose specific strategies and actions to accelerate and facilitate the work of the 

country staff; and 
• discuss and finalize the plan of work of all country staff in 2005. 



WHO-EM/DCD/005/E 
Page 2 

 

2. ICE-BREAKING 
Dr Z. Hallaj 

The Division of Communicable Disease Control is composed of six units with disease-
specific activities as well as five cross-cutting activities. The units are:  

• Emerging and epidemic diseases (CSR); 
• Vaccin-preventable diseases and immunization (VPI); 
• Parasitic and zoonotic diseases (CTD); 
• AIDS and sexually transmitted diseases (ASD); 
• Roll Back Malaria (RBM); and 
• Stop Tuberculosis (STB). 

Cross-cutting activities include surveillance, capacity building, research, advocacy and 
infection control. 

In spite of major achievements in the field of communicable diseases in the Eastern 
Mediterranean Region, such diseases still kill around 1.3 million people every year, or 3500 
people a day. 32% of the total deaths in the Region are due to communicable diseases, 49% 
due to noncommunicable diseases and 19% are due to other causes. Many of these deaths can 
be avoided, as communicable diseases are preventable and curable. 

The ultimate goal of the Division of Communicable Disease Control is to make the 
Region a place in which nobody dies or seriously suffers from a communicable disease that is 
preventable or curable. The approach of the Division towards the ultimate goal depends on the 
effective use of an essential package of prevention and treatment activities, delivered through 
the primary health care networks, focusing on that which is achievable and practical, 
contributing to equitable health systems and working through seven visions that focus on 
particular disease-specific challenges. 

The seven visions of the Division of Communicable Disease Control are: 

Vision 1: Eliminate lymphatic filariasis, leprosy, measles and maternal and neonatal tetanus 
and eradicate dracunculiasis. 

Vision 2: Expand malaria, schistomiasis, leishmaniasis free areas and achieve a region free of 
onchocerciasis and trypanosomiasis. 

Vision 3: Provide safe vaccines for every childhood disease for every child so that every child 
receives a safe vaccine for each vaccine-preventable disease. 

Vision 4: Curb the epidemic of human immunodeficiency virus and acquired 
immunodeficiency syndrome (HIV/AIDS) and adopt a comprehensive prevention and care 
package. 



WHO-EM/DCD/005/E 
Page 3 

 

Vision 5: Halve the burden of tuberculosis by expanding the DOTS strategy (directly 
observed treatment, short course). 

Vision 6: Contain new and re-emerging diseases by preparing to respond rapidly to any 
threats. 

Vision 7: Reduce health and social burden of food-borne diseases significantly. 

The goal and visions of the Division of Communicable Disease Control are achievable 
and are based on sound scientific and proven strategies. Such a conclusion is very well 
supported by many success stories in the countries, as well as the contents of the first Division 
of Communicable Disease Control annual report, showing the analysis of disease burden and 
response, and the second Division of Communicable Disease Control annual report, showing 
the analysis of challenges. 

In conclusion, the Division is committed to helping people to accomplish the visions 
and to realize the ultimate goal. Failure in this direction will be due to insufficient action 
rather than ineffectiveness of the strategies. 

3. TECHNICAL PRESENTATIONS BY REGIONAL OFFICE STAFF  

3.1 AIDS and sexually transmitted diseases 
Dr G. Riedner  

An estimated 700 000 people infected by HIV were living in the Region at the end of 
2003. In 2003, 75 000 persons were newly infected (205 new infections per day) with HIV 
and 24 000 died of AIDS. The HIV epidemic has reached a generalized stage in Djibouti, 
Somalia and Sudan with HIV prevalence at 1% in the general population. Concentrated 
epidemics among injection drug users occurred in the Islamic Republic of Iran and Pakistan 
and there was evidence that HIV was on the increase among drug users in Bahrain, Libyan 
Arab Jamahiriya and Oman. Information on the extent of the HIV epidemic in other high-risk 
populations was not available from most countries.  

Out of an estimated 100 000 people living with AIDS in need of antiretroviral therapy, 
only 5% received it in 2004. In early 2004, several countries in the Region with low coverage 
of antiretroviral therapy had declared their commitment to scaling up access to antiretroviral 
therapy, including Djibouti, Islamic Republic of Iran, Libyan Arab Jamahiriya, Pakistan, 
Somalia, Sudan and Yemen. WHO has initiated assistance to these countries through the “3 by 
5” Initiative. There is 100% access to free of charge antiretroviral therapy to people living 
with AIDS in Jordan, Morocco, Syrian Arab Republic, Tunisia and the member countries of 
the Gulf Cooperation Council (GCC).  

The Global Fund to fight AIDS, Tuberculosis and Malaria (GFATM) has become an 
important source of funding AIDS programmes in three countries (Jordan, Morocco, 
Pakistan). Several other countries, among them Djibouti, Somalia and Yemen, were in about 
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to receive funding through the GFATM. There were clear delays in the process of approving 
proposals or signing of agreements with regard to Sudan and the Islamic Republic of Iran.  

It was pointed out that the Regional Office’s priorities for supporting countries during 
2005 were to help countries to mobilize resources for AIDS programmes (e.g. though GFATM 
proposal development) and to strengthen the human capacity of WHO country offices and the 
Regional Office and to support capacity-building in countries, especially in fields of 
surveillance and HIV/AIDS case management and HIV testing and counselling.  

3.2 Surveillance, forecasting and response 
Dr H. El Bushra 

The process of revising the old International Health Regulations has started in the 
Region to overcome the limitations and to broaden the scope of reporting the risks to public 
health, which are of international importance or concern. The newly revised International 
Health Regulations take sources of information other than the official notifications that are 
submitted by the Member States into consideration. Proper implementation of international 
health regulations enables the countries to establish a system that detects quickly new or re-
emerging public health events and respond to them punctually. Implementation of these 
regulations needs strengthening of the epidemiological and laboratory surveillance systems, 
defining the role of International Health Regulations focal points, reporting of both syndromic 
and laboratory-confirmed diseases, transparency and preventing unnecessary negative impact 
of the implementation of the Regulations. 

During 2004, major outbreaks occurred in the Region. The proper control of such 
outbreaks needs support from WHO and other donor agencies and establishing the Office’s 
outbreak alert and response network. A special influenza surveillance programme was 
established in collaboration with the WHO collaborating centre, NAMRU-3. Other 
surveillance programmes are those related to meningococcal meningitis and global salmonella 
surveillance. The Communicable Disease Surveillance and Response Unit is playing an 
important role in supporting the countries to increase their preparedness for emergencies. One 
of the major factors is to develop a roster of experts through capacity-building.  

Web-based reporting is one of the tool of communicable disease surveillance and 
response that assists in calculating attack rates, defining threshold limits, understanding 
disease trends, ensuring consistency and quality of data, entering data at country level and 
providing an atlas of information such as maps and graphs. 

3.3 Control and elimination of tropical diseases 
Dr N. Neouimine 

Dracunculiasis, lymphatic filariasis, intestinal parasites, schistosomiasis, 
trypanosomiasis and leishmaniasis have a low profile and status among public health 
priorities. They affect communities in remote areas, conflict zones and urban slums where 
there is little or no access to health or other services. The reasons for their low profile in 
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public health are the lack of reliable statistics on the disease burden, lack of visibility at the 
international level and occurrence in specific geographical and environmental conditions. 

The prospects for controlling some neglected diseases are feasible because of the 
availability of low-cost, safe, easy to administer, sufficiently powerful technologies. 
Furthermore, broad-based partnerships have been formed with time-limited goals to control or 
eliminate these diseases and research on new drugs, control tools and strategies have been 
intensified. There is a direct link to the Millennium Development Goals. 

The main strategic approaches are as follows. 

• lymphatic filariasis: mass drug administration, health education, integrated vector 
control; 

• onchocerciasis: community-based mass drug administration, integrated vector control; 
• schistosomiasis: school-based and community-based surveillance, individual and mass 

treatment, safe water supply, vector control, health education; 
• dracunculiasis: integrated community-based surveillance system, intensified case-

containment measures, safe water supply, health education; 
• intestinal parasites: school-based surveillance and mass treatment, health education;  
• leprosy: passive and active detection, multidrug therapy of cases, health education; 
• trypanosomiasis: passive surveillance, individual treatment, integrated vector control. 

The integrated technical approach to control neglected diseases which frequently 
overlap at community level is aimed to achieve good health status of the community in the 
shortest possible time with efficient use of resources, staff, delivery systems and social 
mobilization activities. Furthermore, it aims to provide joint activities at the level of mapping, 
training, procurement of drugs and equipment, surveillance, delivery of interventions and 
monitoring. 

Special initiatives are needed in various countries. In Afghanistan, integrated vector 
control for control of leishmaniasis, integration with malaria in detection of leishmaniasis, 
detection of leprosy and treatment by primary health care staff, pilot projects on school-based 
treatment of soil-transmitted helminths are some of the initiatives needed. Lack of cooperation 
with nongovernmental organizations on the treatment of leprosy is one of the major 
weaknesses in Afghanistan. 

In Pakistan, integration of leprosy with the control of blindness, skin diseases and 
tuberculosis and active primary health care involvement are needed. Integrated vector control 
with the malaria programme is also essential. The primary health care system involvement is 
still a major weakness in the control of neglected diseases. 

In Sudan, the integration of dracunculiasis, onchocerciasis and lymphatic filariasis 
activities with prevention of blindness and primary health care is needed, as well as 
integration of leprosy with nongovernmental organizations and primary health care. 
Integration of kala-azar with activities of nongovernmental organizations is also necessary, 
and schistosomiasis control needs to be strengthened. 
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In south Sudan, the integration of leprosy, kala-azar, trypanosomiasis, onchocerciasis 
control with activities of nongovernmental organizations is needed for better control. This is 
also the case in Somalia. 

In Yemen, there should be an integration of leprosy with control of lymphatic filariasis, 
onchocerciasis and tuberculosis. Integrated vector control must be integrated with the malaria 
control programme. Control of schistosomiasis and control of rabies need to be strengthened. 

3.4 Roll Back Malaria  
Dr H. Atta  

Roll Back Malaria aims at halving the malaria burden by 2010 by implementing the 
following malaria control strategies: 

• promote access to effective treatment; 
• promote the application of effective preventive measures through malaria vector control 

interventions (indoor residual spraying, insecticide-treated nets, etc), prevention and 
control of malaria in pregnant women (intermittent preventive treatment); 

• prevention and control of malaria epidemics; 
• develop capacity for malaria control; 
• strengthen malaria surveillance systems and the monitoring and evaluation of control at 

all levels. 

The new tools for malaria control were presented, including: rapid diagnostic tests and 
artemisinin-based combination therapy, intermittent preventive treatment for pregnant 
women, and long-lasting insecticide-treated nets. 

The national programmes are still facing numerous challenges; such as the general 
weakness in national capacity for management, planning and evaluation in malaria-endemic 
countries. Malaria laboratory diagnosis is also very weak, new and effective drugs such as 
arteminisin-based combinations are much more expensive and their supplies are not secured; 
complex emergency situations occur and the release of funds from the GFATM is slow. 

An evaluation of the response of Roll Back Malaria to the needs of the countries in the 
Region was conducted and finalized in 2003. The process outlined the future directions and 
the way forward for Roll Back Malaria in the Regional Office to support the countries to 
reach their objectives. The following areas are highlighted for future actions: 

• support subregional initiatives such as a malaria-free Arabian peninsula, malaria-free 
north Africa and malaria elimination in the Islamic Republic of Iran; 

• strengthen intersectoral collaboration, national leadership and capacity; 
• strengthen regional and national training and research centres to cover other vector-

borne diseases and tropical diseases; 
• strengthen WHO capacity in the Region and in the priority countries to keep pace with 

the scaling up of programme activities to respond to the increasing demands of 
countries; 
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• develop an essential package for malaria control in complex emergency situations; 
• integration with relevant programmes with community-based interventions: integrated 

management of childhood health (IMCI), EPI, antenatal care and basic development 
skills. 

3.5 Vector control  
Dr A. Mnzava 

Powerful tools for the control of vector-borne diseases exist which include house 
spraying with insecticides, the use of insecticide-treated nets and larval control using both 
chemical, biological and source reduction. Although these tools exist, vector-borne diseases 
are still a major public health problem in the Eastern Mediterranean Region. The question is 
whether the cause of this dilemma is technical failure of tools or health system failure. A 
careful analysis reveals that there is a general collapse of efficacy of these tools because of 
health systems which are too weak to deliver the tools adequately. 

To address this problem, immediate remedial measures need to be put in place. Such 
measures must help in strengthening the general health system to deliver available tools. One 
such approach as recommended by the WHO is the integrated vector management (IVM). In 
this regard, the Regional Office developed a regional strategic framework on IVM in 2003. 
The strategy focuses on promoting the intersectoral action for health (collaboration and 
partnerships) and the multiple synergistic impact of interventions against a number of vector-
borne diseases. 

Strengthening the current weak health systems through integrated vector control 
requires resources (financial, technical and physical infrastructures) over and above 
managerial and institutional arrangements. To translate this strategy to action at country level 
will also involve the carrying out of a comprehensive vector control needs assessment for the 
development of realistic integrated vector control national plans.  

3.6 STOP Tuberculosis 
Dr A. Seita 

Control can be divided into three stages. First is the improvement of quality of services, 
with the aim of successfully treating 85% of detected cases. Second is the expansion of 
services, with the aim of achieving DOTS all over and detecting 70% of the existing cases. 
The third stage is to make an epidemiological impact on tuberculosis, i.e. reduction of the 
burden. Target 8 of the Millennium Development Goals reflects this staging, as it ultimately 
aims at stopping the increase of incidence, which can be measured first programmatically, 
with the DOTS case detection and treatment success rates, and then epidemiologically, with 
the reduction of prevalence and deaths. 

Almost all the 22 countries of the Region have achieved improvement in services, as the 
regional average of treatment success is already 81%. The expansion of the services has also 
been largely achieved, as 80% of the regional population was covered with DOTS by the end 
of 2004. However, the case detection rate is not high, with the regional average at only 32%. 
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This is primarily due to the low DOTS coverage in Afghanistan and Pakistan, as these two 
countries jointly account for 55% of the regional burden of tuberculosis. The detection rate in 
Afghanistan and Pakistan combined is around 20%, while the detection rate in the other 20 
countries is more than 50%. 

Nevertheless, some countries have already started to show a reduction in tuberculosis 
burden: Jordan, Lebanon, Morocco, Oman and Tunisia. At the same time, Afghanistan, 
Pakistan and Somalia have shown a continued increase in tuberculosis burden. The majority 
of the other 14 countries show that the trend of tuberculosis burden has reached a plateau, and 
it is hoped will show a decline in coming years.  

The strategy to help countries to continue improving tuberculosis control and move 
towards the Millennium Development Goals is to first expand the current strategy, know as 
DOTS to include the recently encountered challenges such as comprehensive care (drug-
resistant tuberculosis, HIV/tuberculosis, respiratory care), health sector involvement (public–
private mix, community participation), and prevention methods. Moreover, epidemiological 
estimates will be updated regularly by strengthening surveillance. With this expanded DOTS 
strategy a multiyear strategic plan will be developed at regional and country levels, 
partnerships will be strengthened at all levels, and social mobilization will be carried out. 

3.7 Vaccine-preventable diseases and immunization 
Dr S. S. Youssouf 

Routine immunization is the core activity of the expanded programme on immunization. 
The global goal is that by 2010 or sooner, all countries will have routine immunization 
coverage at 90% nationally with at least 80% coverage in every district. 

The strategies for increasing the coverage of routine immunization are to: 

• increase access to immunization services by establishing and strengthening fixed 
immunization sites and creating sustainable outreach activities; 

• strengthen social mobilization activities with the aim of increasing utilization of 
immunization services thereby reducing the drop out-rates and the missed opportunities. 
Programme managers or midlevel managers should define catchment areas for their 
activities. The catchment areas are useful in defining target populations, monitoring 
incidence of EPI target diseases, monitoring routine coverage facilities the investigation 
and control of outbreaks; 

• available of sufficient supplies of vaccine, syringes and safety boxes; 
• regular supportive supervisions at district level; 
• carry out surveillance of adverse events following immunization. 

Control and elimination of specific diseases is a target. There is a regional goal of 
elimination of measles by 2010. The strategies to achieve this are to: 

• achieve routine coverage of more than 95% in every district; 
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• undertake an initial measles catch-up campaign (nationwide achievement of 90% 
coverage, wider the age group according to susceptibility profile if the susceptibility 
profile is not known, then aim at age group 9 months to 15 years); 

• provide a second opportunity for measles immunization either through routine or 
through regular follow-up campaigns; 

• provide strong laboratory supported surveillance; 
• ensure adequate case management. 

The strategies for elimination of maternal and neonatal tetanus are to: 

• identify high risk districts; 
• 3 rounds of tetanus toxoid/tetanus diphtheria vaccination 79% TT3 coverage among of 

child bearing age women; 
• provide clean delivery services; 
• improve maternal neonatal tetanus surveillance. 

A surveillance network has been established for bacterial meningitis, rotavirus and other 
types of meningitis. 

4. REPORTS FROM COUNTRY OFFICES: PROGRESS AND CONSTRAINTS 

4.1 Afghanistan 

4.1.1 Roll Back Malaria  

In the fight against malaria, a two-tiered approach is being applied with short-term 
measures to meet the immediate needs of vulnerable populations in the worst malaria-affected 
areas, and medium- to long-term measures to build an effective, integrated and decentralized 
malaria control programme.  

Technical support includes the development of four national policy documents for 
malaria control (treatment guidelines, insecticide-treated nets, emergency preparedness and 
response and communication for behavioural impact); development of standardized training 
materials in local languages; development of the organigram, roles and functions and terms of 
reference for the new national and provincial malaria leishmaniasis control programme; and 
consultancies on different programme aspects and proposal-writing for the Global Fund and 
other donors to the Ministry of Public Health. 

The following activities were conducted for capacity-building: 

• fellowship courses for 18 senior national malaria leishmaniasis control programme staff; 
• training of master trainers on the management of severe malaria for 36 professors and 

senior physicians; 
• training for trainers for 13 laboratory technicians; 
• development and printing of standardized learning materials in two local languages; 
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• communication-for-behavioural-impact training workshop for 6 nationals (social 
mobilization plan for the usage of insecticide-treated nets) in WHO Mediterranean 
Centre for Vulnerability Reduction, Tunisia. 

Other measures used were national malaria treatment protocols for Afghanistan which 
had been developed in 2003 where artemisinin-based combination therapy was introduced and 
adopted for the first time. AIDS medicines and diagnostic services and diagnostic equipment 
and supplies for light microscopy were provided to various Ministry of Public Health 
functional facilities. In addition, rapid diagnostic tests for use during outbreaks and in remote 
facilities that have no microscopic services were introduced and utilized. WHO assisted in the 
distribution of insecticide-treated nets as well as in the implementation of the multipartite 
community-based project. 

In order to prevent epidemics and prepare for emergency situations, the following 
activities were conducted: 

• development of a national guidelines on falciparum malaria outbreak; 
• training of 14 provincial teams on malaria emergency preparedness and response; 
• pre-positioned contingency supplies (including artemisinin-based combination therapies 

and rapid diagnostic tests) in 14 provinces. 

Other issues of importance are: 

• malaria surveillance; 
• the study of malaria in pregnancy; 
• partnership-building and advocacy; 
• resource mobilization; 
• sentinel sites to monitor parasite susceptibility to AIDS medicines and diagnostics 

service. 

4.1.2 STOP Tuberculosis 

Tuberculosis is a very important public health problem in Afghanistan. The rebuilding 
of the general health system, including the tuberculosis service, is in progress. Recently, at the 
national level, the office of the national tuberculosis control programme was established and 
organizational structure, functions and terms of reference of the national tuberculosis 
programme were formulated. The national tuberculosis guidelines were revised. A network of 
46 national tuberculosis experts at all levels has been established and 8 pick-up vehicles and 
29 motorbikes have been donated to the national programme, for monitoring and supervisory 
activities. In September 2003, WHO procured anti-tuberculosis drugs through the global drug 
facility and this should be adequate until June 2005. A national warehouse of anti-tuberculosis 
drugs and laboratory consumables was set up at the national tuberculosis institute, and a 
computer programme for calculating drug needs and requests was developed. Microscopes, 
reagents and other laboratory materials were distributed in 2004. Since 2002, more than 1000 
health personnel were trained through different training activities. 
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Almost all funding for tuberculosis activities is from grants. The Canadian International 
Development Agency, Government of Italy, Japan International Cooperation Agency and 
Global Fund to fight AIDS, Tuberculosis and Malaria are the main donors, while the United 
States Agency for International Development, World Bank, and European Commission 
contribute through implementation of the basic package of health services. The World Food 
Programme is supporting tuberculosis patients. For advocacy and social mobilization a 
nationwide campaign was held on World Tuberculosis Day 2004, postal stamps were issued 
and a film was produced. Two projects on tuberculosis health education were supported by 
WHO and successfully implemented by Care International and COOPI, respectively. 

WHO assisted in two important operational research studies: one on “Tuberculosis and 
Gender,” and another on “Knowledge, attitudes and practices of private practitioners.” From 
2001 until the end of the third quarter of 2004, the number of DOTS centres increased from 
41 to 156, covering approximately 62% of the population. Although the number of new cases 
is increasing, case detection rate is still low. The treatment success for DOTS patients 
registered in 2002 was 87%. 

The Ministry of Public Health, although improving, still needs more capacity-building. 
Insufficient trained personnel and lack of motivation of government-employed health workers 
are major constraints. The diagnostic and laboratory services face outstanding difficulties due 
to lack of laboratory equipment and supplies, lack of trained staff and high turnover of 
existing staff. While 80% of health care is provided by nongovernmental organizations, 
DOTS expansion needs careful coordination among partners. 

DOTS activities are implemented through the basic package of health services and if the 
basic package of health services is expanded DOTS activities will also be expanded. 
Currently, resources are the limiting factor for expansion of the basic package of health 
services. Acceptance of DOTS policies from the private sector and community is also an 
issue. 

The main challenges are maintenance and strengthening of political commitment, 
identification of means of scaling up DOTS activities against the volatile security situation, 
effective integration of DOTS activities in basic package of health services, and development 
of methodologies for the involvement of the private sector and communities. 

DOTS expansion is the main focus of the programme. Coordination, partnership 
development and integration of tuberculosis control into the basic package of health services, 
human resource development, capacity building of non governmental organizations and other 
partners, involvement of the private sector and community in tuberculosis control activities is 
an essential direction. The priorities for laboratories will be the training of staff, the 
establishment of a quality assurance system, and regular monitoring and supervision in the 
field. Coordination between HIV and tuberculosis programmes and improvement of a 
tuberculosis surveillance system is also a vital centre of attention.  
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4.1.3 Vaccine-preventable infections 

Polio: Afghanistan has achieved a lot through the poliomyelitis eradication initiative 
during 2004. Four rounds of national and sub-national polio immunization campaigns and two 
mop-up rounds were conducted, covering more than 6 million children under 5 years of age in 
each round. During 2004, Afghanistan reported only 4 poliomyelitis cases as compared with 8 
cases in 2003. 

Measles: Only 458 cases were reported in 2004 as compared with more than 900 in 
2003. Measles mortality reduction campaigns conducted in 2002 and 2003 averted about 
22 000 deaths attributed to measles. 

Maternal and neonatal tetanus: Afghanistan has a maternal mortality ratio of 1600 per 
100 000 live births, and Badakhishan province in particular has the highest rate in the world 
with more than 6000 per 100 000 live births. National plans of action for maternal and 
neonatal elimination were prepared and more than 4 million community birth attendants were 
given tetanus toxoid doses. In Afghanistan, 78% of the births are normally conducted at home 
by untrained birth attendants. There has been a reduction of reported neonatal tetanus cases in 
Afghanistan after the maternal and neonatal tetanus elimination campaign. 

EPI is part of the basic package of health services. Its infrastructure was strengthened by 
improving the cold chain system and expanding EPI centres. During pulse campaigns, more 
than 1 million shots were given and DPT3 coverage was increased to 59% all over the 
country. The Afghanistan EPI is still facing some challenges due to the restructuring of the 
health system and handover process to the basic package of health services and partnership 
implementers. 

The next steps are that outreach services will be expanded and there will be a review 
focusing on district performance. Other diseases will be integrated with the AFP surveillance 
system and laboratory confirmation of measles cases will also be started. 

4.2 Iraq 

4.2.1 Communicable disease surveillance and response 

During 2004, WHO provided technical, financial and logistical support for a great 
number of activities towards the enhancement of communicable disease surveillance and 
outbreak response in Iraq. In collaboration with the Ministry of Health, training activities 
were carried out at the national and international level, case definitions, procedures and 
guidelines were revised, and registration books as well as comprehensive disease surveillance 
forms were developed. Additionally, WHO provided a large number of equipment and 
supplies to rehabilitate laboratories and improve diagnostic efficiency as well as to improve 
communication and expedite programme implementation.  

WHO has set up a surveillance database to provide health professionals with the 
information necessary for prioritization, planning and implementation of activities. The 
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database is updated weekly with information that is provided by WHO focal point and public 
health directorates at the governorate level, the information is then disseminated to WHO and 
the Ministry of Health for prompt decisions and action. A standard reporting form is used that 
information on communicable diseases to detect any changes in the activity or status of 
security, internally displaced, health infrastructure and services, water quality and 
environment, laboratories, etc. Beside this, WHO developed a tool for tracking emerging 
public health problems in Iraq. The Public Health Problem Identification and Verification List 
are based on the model developed by WHO for outbreak verification. It assists health 
professionals in decision-making and planning by identifying and monitoring emerging public 
health problems.  

WHO has collaborated with the Ministry of Health and the Centers for Disease Control 
and Prevention (CDC), Atlanta, to improve communication between the governorates and the 
Ministry of Health, WHO and CDC offices at the central level. StarTrio broadband satellite 
communications systems have been installed at the governorates’ level for this purpose. A 
series of training of trainers sessions were conducted for staff at CDC Baghdad on the control 
and surveillance of communicable diseases including diarrhoeal diseases, acute respiratory 
tract infectious, zoonoses, bilharzia, malaria, leishmaniasis and acute flaccid paralysis.  

WHO also supported five diseases surveillance workshops in different governorates of 
Iraq, and is in the process of providing fellowships for senior staff at CDC Baghdad and 
governorates to improve their capacity in diseases surveillance and outbreak response. 

Localized outbreaks and sporadic cases of hepatitis E were reported during 2004. WHO 
has supported CDC Baghdad as per the following: 

• providing the public health central laboratory in Baghdad with 20 hepatitis E diagnostic 
kits to confirm the type of hepatitis and another 60 hepatitis E and A diagnostic kits will 
soon be sent; 

• disseminating health education pamphlets; 
• delivering seven 2–3 day workshops on hepatitis for health professionals in 

governorates of the central, northern and southern regions; 
• awarding senior staff of the CDC (Baghdad and governorates) with fellowships on viral 

hepatitis control (WHO awards); 
• following up with CDC Baghdad to make sure that the situation is under control and to 

evaluate whether there are gaps that WHO can fill. 

During 2004, WHO continued providing technical and logistical support to reduce the 
incidence of cholera in Basra, where it has been endemic for years. Surveys have shown that 
the incidence of cholera decreased significantly during 2004. Between the period from April 
to December of 2004, Basra reported 70 cases and carriers in contracts to 200 during 2003. 
Laboratory investigations showed that the cases reported were infected with a number of 
different serotypes.  

WHO provided 3000 doses of rabies vaccine and 600 doses of rabies immunoglobulin 
to the Ministry of Health in response to an urgent request. WHO provided the Ministry of 
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Health with 1000 doses of anti-diphtheria sera. WHO is providing the Ministry of Health with 
the reagents and equipment needed to restart the haemorrhagic fever laboratory in Baghdad. 
This laboratory is responsible for the diagnosis of Crimean–Congo haemorrhagic fever 
throughout Iraq.  

In January and February of 2004, a measles outbreak took place in the southern 
governorates of Iraq which subsequently spilled over into nearby governorates. WHO 
collaborated with the Ministry of Health to address this outbreak through a nationwide catch-
up vaccination campaign that targeted 5.2 million children aged 6 to 12 years. This campaign 
was followed up by another in December targeting children from 6 to 7 years of age and 
vaccinating 862 848 children. 

WHO implemented a measles immunization campaign targeting children 9 months to 7 
years of age in the Falluja internally displaced person (IDP) camps. The campaign was 
implemented between 18 and 23 December and vaccinated 37 691 children.  

4.2.2 Other WHO activities 

WHO investigated a suspected case of SARS from Sulaymania and a case of 
haemorrhagic fever from Dohuk. Both cases were found negative. The specimens were sent 
for analysis outside Iraq as the diagnostic tools are not available in Iraq. 

During 2004, WHO provided technical and logistical support for the control of malaria 
and leishmaniasis in Iraq as per the following: 

• full support for the two spraying campaigns which were conducted in April and 
September 2004; 

• full support for the fogging activities which started in April and continued until the end 
of November 2004; 

• WHO provided long-lasting bednets and supported their distribution to the 
governorates; 

• support of the rodent control activities; 
• support of the entomological surveillance activities; 
• increase of awareness of the community on the personal protective measures and how to 

use the bed nets through health education campaigns. 

WHO collaborated with UNICEF on the EPI review meeting that was led by the 
Ministry of Health with funding from the European Community. The objectives of the 
meeting that was conducted in Amman between 31 October and 4 November 2004 were to 
discuss new advances and strategies related to measles elimination, review the measles 
elimination plan and to finalize the routine immunization coverage plan using the Reach 
Every District (RED) approach. 

Ministry of Health professionals of all governorates of Iraq participated in a vaccine 
management workshop which was conducted in Amman, Jordan, from 4 to 11 August 2004. 
The workshop was organized by the Ministry of Health with technical support from WHO and 
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UNICEF; it was funded by the European Community. Using an interactive methodology and 
tour visits to enhance the learning experience, the workshop provided participants with critical 
knowledge and skills needed in the effective management of vaccines. Upon their return to 
Iraq, the participants initiated upgrading of Iraq’s policies regarding vaccine management and 
developing a vaccine management system. 

A technical review was completed by WHO Iraq and the Regional Office for a complete 
tuberculosis proposal. The proposal was prepared by the responsible persons in the Ministry 
of Health with the technical support of WHO. WHO covered the cost of training and 
supervision activities, which are on going by the responsible persons in the tuberculosis unit 
in collaboration with the private sector and universities. In addition, WHO has provided the 
Ministry of Health with 600 packs of Tuberculin for diagnosis of tuberculosis. 

The Ministry of Health has submitted a proposal to WHO for strengthening the hospital 
infection control programme in Iraq. The programme will be implemented by the Ministry of 
Health in collaboration with the private sector and universities. WHO Iraq will fully support 
this programme, providing technical and logistic support needed to implement activities 
including national and international training, production and distribution of health education 
materials and provision of supplies and equipment.  

WHO provided technical and logistical support to the Ministry of Health for 
implementation of a survey to assess the prevalence and intensity of infection of 
schistosomiasis and soil-transmitted helminthiasis. Surveyors implementing the project were 
trained on the subject and methodology of the research and were provided with the materials 
needed to conduct the research (including a software program for data entry and analysis).  

WHO is supporting the implementation of a research study assessing the prevalence and 
incidence of all types of viral hepatitis in Iraq. WHO is also providing the kits and equipment 
needed for the implementation of this research activity. This study is expected to provide 
baseline data for deciding what interventions are needed in Iraq.  

Security remains the major challenge to programme implementation in Iraq. National 
staff movements have been restricted due to the security situation. Humanitarian and 
development activities are going on at the same time. WHO is providing support for 
humanitarian activities while providing technical advice for the development of health 
strategies and policies. 

4.3 Pakistan  

4.3.1 Disease early warning system  

The main goal of the disease early warning system (DEWS) is to minimize morbidity 
and mortality due to epidemic-causing diseases in Pakistan, and its objective is to detect the 
occurrence of an epidemic in its earliest possible stage. Infectious diseases selected for the 
DEWS are: 



WHO-EM/DCD/005/E 
Page 16 

 

• AFP/poliomyelitis, gastroenteritis, viral haemorrhagic fever, plague and dengue; 
• malaria, measles, typhoid, meningitis, viral hepatitis, diphtheria, pertussis, neonatal 

tetanus, influenza and HIV/AIDS. 

The federal epidemic investigation cell was established in August 1998 and equipped 
with a mobile team consolidated with investigation experience, computers and mapping 
capacities. This cell responded to 240 outbreaks during the period from 1998 to 2004. 

In 2004 the main activities were: 

• national workshop on avian influenza, Karachi (February 2004) 
• pertussis outbreak, Afghanistan (March 2004) 
• acute watery diarrhoea outbreak, Hyderabad (May 2004) 
• acute watery diarrhoea outbreak, Rawalpindi (August 2004) 
• unidentified disease outbreak, Singhar Sindh (December 2004). 

In Quetta, Balochistan, a provincial epidemic investigation cell was established in 2000 
and supported with a mobile team with investigation experience. Another cell was established 
in Hyderabad, Sindh, in 2004 and supplied with DEWS tools involving trained master 
trainers. 

WHO has trained over 2000 Ministry of Health staff in all provinces on the concepts 
and methodologies of implementing DEWS and has provided all the necessary materials 
needed to accomplish such training. These include charts, reporting, recording, investigation 
forms and related case definitions. 

To help integrate DEWS with the health management information system, forms for 
DEWS and health management information systems have been made uniform and the 
Ministry of Health has approved the health management information system’s budget. A 
DEWS section is also part of the health management information system workplan. There 
were joint meetings with provincial counterparts and joint training activities.  

A joint evaluation mission including WHO, World Bank and CDC evaluated the 
surveillance system in Pakistan in 2004. This mission recognized DEWS as a viable method 
to be expanded. 

4.3.2 STOP Tuberculosis  

Pakistan accounts for 46% of the total tuberculosis burden in the Eastern Mediterranean 
Region. The main achievement of the tuberculosis programme in Pakistan is successful 
fundraising activities resulting in increased DOTS expansion. Outcomes related to both the 
quality of case finding and case holding have improved. The national tuberculosis programme 
has shown good capacity in partnership-building and has started initiatives for public–private 
mix. 
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The total funds available between 2002 and 2004 were around US$ 24 million, 
including donor money managed through WHO (about US$ 3.5 million). For 2005, more than 
US$ 1 million is expected to be managed by WHO for the intensified support and action in 
countries grant and two proposals have been submitted for approval to CIDA focusing on 
support for the laboratory network and for expansion of DOTS in urban areas. Other kinds of 
support provided to the national tuberculosis programme by WHO include two years’ 
donation of free prequalified anti-tuberculosis drugs and a one-year assignment in WHO 
Pakistan of an associate professional officer as technical officer for Stop Tuberculosis. The 
DOTS coverage as for the number of districts went from 33 in 2001 to the current figure of 
100 out of a total of 120 districts, corresponding to 80% population coverage. Accordingly, 
case detection has increased, reaching 28% for 2004. The treatment success rate has remained 
around 77% over the past three years which represents an acceptable rate considering that the 
programme is in the expansion phase.  

Future areas of work will be related to completing DOTS expansion in the remaining 20 
districts and to securing funds from the Ministry of Health and from USAID for this purpose. 
The laboratory network must be strengthened and a quality assurance system should be 
established with possible funding from CIDA through WHO in 2005. There is a need for 
establishing a nationwide logistics management system, probably supported financially and 
technically by USAID. DOTS must be expanded widely in large urban areas in Pakistan, 
possibly with the support of CIDA for urban DOTS. Tuberculosis services should be better 
integrated within the primary health care network; this action will be supported by the CIDA 
project to be carried out in 20 districts in 2005 and by the ISAC funds expected to be released 
this year. Community awareness must be increased, as well as advocacy activities through the 
establishment of the Stop Tuberculosis partnership in Pakistan and through the support of 
intensified action in countries, and Global Fund rounds 2 and 3. Private–public mix activities 
must be enhanced utilizing the support of the Global Fund and possibly the Department for 
International Development. There is a need for carrying out a drug and multidrug-resistant 
tuberculosis survey beyond 2005.  

There are also constraints related to the support provided by WHO to the programme, 
which should be strengthened since the human resources are insufficient. Coordination 
between WHO and the national tuberculosis programme is sometimes weak, resulting in 
administrative delays, especially related to special service agreement contracts. Both WHO 
and the Ministry of Health are too centralized and bureaucratic. Another point to be 
highlighted is the still scarce documentation in international journals of the commendable 
progress achieved by the programme. In conclusion, recruitment of one more medical officer 
and one international administrative officer in WHO Pakistan is very helpful. Identification of 
procedures differentiating between the management of regular and extrabudgetary funds is 
urgently needed in order to provide smoother administrative support and satisfy donors. 

4.3.3 Vaccine-preventable diseases and immunization 

The WHO team (2 GAVI advisers and one professional staff) works closely with the 
federal EPI team, headed by national EPI manager. The WHO team assists the EPI cell in 
strengthening routine immunization through optimum and timely utilization of GAVI support 
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and other resources. Provision of WHO technical support requires a great deal of effort, for 
timely utilization of GAVI resources and coordination with different levels of service 
providers and stakeholders in the EPI. 

The WHO advisers were able to establish a GAVI unit at the federal EPI cell, building 
human capacity resources, with the assistance of WHO and UNICEF. As a part of their 
technical support to the programme, these advisers have taken a lead role in the development 
of important documents such as national EPI strategic guidelines and financial sustainability 
plan for EPI in Pakistan, and updating the formats for district level micro planning. They were 
also able to produce three scientific papers, one of which has already been submitted to an 
indexed scientific journal. 

They have also undertaken many activities at federal, provincial and district level in the 
area of advocacy for strengthening routine immunization, district micro planning and training 
of the EPI staff. They organized a number of meetings particularly on the national interagency 
coordination committee, national EPI advisory group, EPI reviews and on injection safety. 
Their work also included field visits for monitoring activities, advocacy with district 
government and provincial departments properly and punctually utilizing all the three types of 
the global alliance for vaccine and immunization support. Jointly with the Ministry of Health 
and UNICEF, technical assistance was also provided for two studies, one on assessment of 
barriers in immunization and the other on logistics and vaccine management system and also 
for development of EPI health education material. The GAVI advisers were also responsible 
for providing drafted replies to the Federal Ministry of Health to respond to the questions 
related to EPI which were raised in the National Assembly and Senate. Nineteen such 
questions were raised in 2004. 

The GAVI hepatitis B adviser has prepared for the Federal Ministry of Health a project 
document for control and prevention of hepatitis in Pakistan, in addition to undertaking 
activities related to implementation of adverse events following on immunization and other 
joint programme reviews and planning mission activities. 

During 2004 (based on data for 11 months), DPT3 coverage was 68% and HepB3 was 
64%. The main issues identified for low performance were lack of motivation (especially at 
field level), repeated campaigns, procedural delays, beginning of devolution process and 
unavailability of timely resources. Strengths identified included commitment at the highest 
level; governmental provision of resources, especially for vaccine; strong partnership between 
the Government of Pakistan, WHO, UNICEF and other partners; strong technical support 
from the WHO country office and Regional Office; and available GAVI support  

4.4 Somalia 

4.4.1 AIDS and sexually transmitted diseases 

The results of the seroprevalence surveillance project conducted in the three zones of 
Somalia during 2004 showed varying HIV and sexually transmitted disease prevalence rates 
of among attendants of different health facilities. HIV rates ranged from 6% in some maternal 



WHO-EM/DCD/005/E 
Page 19 

 

and child health facilities to 12.3% in some sexually transmitted infection clinics. Syphilis 
was as high as 3.6% in maternal and child health centres. Prevalence rates of gonococcus 
infection and chlamydia were between 1.5% and 2.3%. Several factors indicate increased 
vulnerability to HIV/AIDS and sexually transmitted infections in the Somali population. 
These are high illiteracy, stigma and discrimination, high-risk behaviours, poverty, conflict, 
displacement, weak infrastructure and the cultural barriers. WHO is undertaking planning, 
implementation, supervision, monitoring and evaluation due to weak capacity of national 
staff. The priority for HIV/AIDS in Somalia is the collection of baseline data on epidemiology 
and behaviour among vulnerable groups. 

4.4.2 Communicable disease surveillance and response 

In 2004, for the first time after 10 years of consecutive outbreaks, no single case of 
cholera occurred in the northeast zone (Bossaso). Furthermore, reporting has taken place on a 
weekly basis since July 2004. There has been support from public health laboratories in order 
to cooperate with quick outbreak investigations, as well as from different partners and donors 
such as Islamic Development Bank, which donated US$ 200 000. However, there are also 
major constraints such as unstable security, especially in the south and central zone, 
insufficient qualified staff and limited resources. The plans for the future are to: 

• build health information systems and communicable disease surveillance and response 
units in the Ministry of Health at zonal levels; 

• build capacity for surveillance and laboratory; 
• give more attention to other tropic diseases; and 
• control cholera in the south of Mogadishu, and sustain the controlled situation in the 

northeast (Bossaso). 

4.4.3 Roll Back Malaria 

Somalia belongs to the zone of Afrotropical malaria where the deadly P. falciparum is 
overwhelmingly predominant. The malaria situation ranges from the unstable but epidemic 
prone areas of the northeast and northwest zones to stable meso-endemic areas in central and 
hyper-endemic in southern Somalia. Overall, every age group is affected, but children, 
pregnant women and the nomadic population are more severely so. For control measures, 
priorities vary in different zones. In the north, reducing malaria transmission through effective 
antilarval and epidemic preparedness is the top priority, while in the southern and the central 
zones, the priorities measures applied to reduce morbidity and to prevent mortality in high-
risk groups are early diagnosis and prompt treatment and personal protection with insecticide-
treated nets. The main achievements of the programme are: 

• training of health professionals in case management; 
• establishment of a malaria task force at national and zonal levels; 
• two weeks training workshop on entomology by vector control programme scientist 

from the Regional Office; 
• training on malaria microscopy for 14 laboratory technicians from cross border areas 

(Somalia/Ethiopia); 
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• 54 laboratory technician trained in all zones; 
• prompt response to malaria outbreaks in Awdal and Galbeed regions and supply of anti-

malarial drugs in all zones; 
• extension of one more sentinel site for anti-malarial drug efficacy in Somalia (B/Hawa 

in south zones); 
• supply of anti-malarial drugs and laboratory material to hospitals and health facilities; 
• response to malaria outbreak reported from coastal areas in the northwest zone; 
• basic malaria microscopy training in the northeast zone, northwest zone and central and 

south zones; 
• indoor residual house spraying campaign completed in Awdal and Galbeed regions 

(epidemic-prone areas in the northwest zone); 
• training of health staff in malaria control activities in the zones; 
• training for 28 health professional staff on mosquito net impregnation in south and 

central zones; and  
• celebration of the Fourth Africa Malaria Day with the theme “A Malaria Free-Future” 

and with the slogan “Children for children to Roll Back Malaria”. 

The main challenges are: 

• Lack of organized malaria control programme or activities in most of the country with 
the exception of the northwest and northeast zones; 

• Unstable and constantly changing security situation, which limits access and operations 
in the south and central zones; 

• Inadequate and irregular supplies due to high operational cost; 
• Lack of effective central coordination of the control activities; 
• High turnover of trained health staff due to low remuneration and lack of incentives; 
• Self medication adapted by the Somali community, which may provoke resistance of 

parasite to anti-malarial drugs; 
• Lack of compliance with the existing malaria drug policy, as the anti-malarial drug is 

imported and distributed by the private sector; 
• High burden of security on programme budget; 
• Operation of different stakeholders according to their own mandate and with no 

cooperation. 

Future visions are as follows. 

• The Global Fund to fight AIDS, Tuberculosis and Malaria will help in achieving the 
goal in reducing the morbidity and mortality by developing the peripheral and referral 
laboratories in the zones. The future vision is that there will be availability of 
appropriate anti-malarial drugs in all functional health facilities. 

• Long-lasting insecticide-treated nets are available and accessible for the most vulnerable 
groups. (children under 5 and pregnant women). 

• The anti-malarial drug efficacy study on artemisin-based therapies (combination 
therapy) is continued. 

• New malaria treatment guidelines for Somalia are developed. 
• Health professionals are trained in malaria microscopy and case management. 
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• Quality control and quality assurance of laboratory services are implemented, as well as 
effective monitoring and evaluation system. 

4.4.4 STOP Tuberculosis  

Tuberculosis is endemic in Somalia and is one of the leading causes of morbidity and 
mortality. Aside from security, tuberculosis in Somalia is reported as the greatest barrier to 
stability and economic development. The civil war caused an unprecedented collapse of the 
national tuberculosis control programme, which was supported in its initial stages by the 
Finnish International Development Agency. Subsequent attempts to support tuberculosis have 
been supported by WHO in collaboration with international nongovernmental organizations.  

Somalia is estimated to have one of the highest incidence rates of tuberculosis in the 
world. It is estimated that each year, around 10 000 sputum positive cases occur, out of which 
only 50% are detected and receive treatment according to the DOTS strategy. Tuberculosis 
can be considered a major public health problem in Somalia, affecting the most productive 
age groups of the community. 

DOTS is practised strictly in all implementing centres. A system of appointing a 
guarantor at the start of treatment helps in assuring compliance. The productive age groups of 
the community (15–44 years) are most affected. Women are less likely to seek treatment than 
men. However, remarkable progress has been made in a short period of time, with conversion 
rates of 95% and cure/success rates of 90%.  

In conclusion, tuberculosis control in Somalia is challenging in the complex 
circumstances of political instability and insecurity. However, analysis of DOTS outcome 
data, collaborated by field supervisory visits, suggests that DOTS is applied correctly at most 
centres and shows that DOTS works as effectively in complex emergency countries such as 
Somalia as in other countries. Some of the key factors contributing to this success are: 

• the visible leadership role taken by WHO; 
• effective partnerships and collaboration through the Somalia aid coordination board 

network; 
• strong and flexible management that is locally adapted; 
• contribution of highly-motivated individuals; 
• facilitating social network system. 

Improving access, training the private sector, streamlining the reporting system, 
strengthening the capacity of national staff and advocacy for resource mobilization are of 
paramount importance to expand coverage and sustain the gains made already under 
tuberculosis control in Somalia. 

The main achievements are: 

• case detection rate of more than 55%; 
• treatment success rate maintained at over 85%; 
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• five new tuberculosis centres were opened in 2004; 
• Global Fund support for the tuberculosis programme was finalized by 2004; 
• approval of a proposal with the International Union Against Tuberculosis and Lung 

Diseases (awaiting signature); 
• recent visit by a Global Drug Facility mission, which commended the progress of the 

tuberculosis programme. 

Constraints are the volatile security in some parts of the country and the fact that no 
national budget has been allocated for the tuberculosis programme. Also since there is no 
central government there is no strict control on private sector. The main challenges are 
HIV/AIDS among tuberculosis patients and multidrug-resistant tuberculosis. 

The future vision in Somalia is that with global funds resources, the national 
tuberculosis programme will achieve global targets of detection rate of over 70% by the end 
of 2005 while maintaining the present treatment success rate of over 85%. As well, a national 
training laboratory will be established and operational research will be conducted on the 
annual risk of infection. 

4.5 Sudan 

4.5.1 AIDS and sexually transmitted diseases 

War has affected HIV/AIDS in south Sudan in various ways: 

• knowledge of HIV/AIDS transmission and prevention is very low; 
• health infrastructure has been completely destroyed; 
• there has been an increase in prostitution due to poverty; and 
• displacement of populations internally and to neighbouring countries where HIV is 

highly prevalent. 

The epidemiological profile of HIV/AIDS in south Sudan is still incomplete because 
data are scarce. However, isolated studies (before 2002) showed prevalence between 1% and 
8%, and data from voluntary counselling and testing centres in 2004 showed prevalence 
between 12% and 17%. 

The expected effects of peace in south Sudan are an influx of refugees from 
neighbouring countries and from other areas in the country, increased mobility and trade with 
neighbouring countries, and consequently further spread of HIV. In conclusion, different 
partners in southern Sudan carry on the various control activities of HIV/AIDS and sexually 
transmitted diseases. 

4.5.2 Communicable diseases surveillance and response 

The following activities took place in 2004: 
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• A national workshop to discuss and endorse the integrated control of communicable 
diseases; 

• four meeting for the states’ coordinators at a national level to review the implementation 
of the integrated control of communicable diseases’ system (50 participants each 
attending on three days); 

• supplies and equipments to support supply system; 
• central and regional public health laboratory strengthening with supplies and 

equipments; 
• fellowships in the epidemiology field and public health interventions (Leeds, United 

Kingdom); 
• biannual coordination meetings between the national communicable disease 

surveillance and early warning and response network south Sudan; 
• master training on software, data management and electronic reporting of surveillance 

data; 
• training on geographic information systems for disease mapping; 
• national workshop to develop epidemic preparedness and response plans; 
• biannually refreshing course for state focal point on prevention and control epidemic-

prone diseases; cerebrospinal meningitis, acute watery diarrhoea and malaria; 
• master training course for directors of ports on port health units; 
• national training course for outbreak investigation and response team; 
• training on surveillance and outbreak response for 2 states (Khartoum and Al Gezira); 

and 
• establishment of EWARS system in the Greater Darfur. 

Several constraints are facing the proper implementation of communicable diseases 
surveillance and response in activities in south Sudan. These are inadequate allocation of 
resources and rapid turnover of trained staff. There is also weak communication, with no 
involvement of the private and non-Ministry of Health sector. Lack of laboratory accessibility 
and lack of security are also problems. 

Many activities have been implemented to control such diseases such as leishmaniasis, 
sleeping sickness and lymphatic filariasis. These are: 

• national training of trainers on surveys and communications technology; 
• surveys in 12 administrative units in Bahr El Jebel; 
• surveys in 4 administrative units in East Equatoria; and 
• short-term consultant visit.  

The Guinea-worm eradication programme has shown a marked decrease in the number 
of reported cases compared to the previous two years. However, the constraints for 
implementing such activities were: 

• shortage of communications technology cards; 
• no standardized methodology for mapping surveys; 
• weak means of transportation; 
• instability of the staff; 
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• accessibility (long rainy season); 
• security; and 
• high influx of displaced people. 

4.5.3 Roll Back Malaria 

Good progress has been made on monitoring and reviewing the antimalarial drug policy, 
including important recommendations emanating from a recent workshop. A number of joint 
activities have taken place with different partners to develop a strategic plan of action for use 
of insecticide-treated nets. Successful partnerships have been developed, including 
establishment of a malaria task force with a malaria working group to follow up on the Global 
Fund project, and other partnerships to strengthen the monitoring and evaluation system and 
the programme information system.  

Pproblems encountered are mostly technical, especially those related to the information 
system, implementation of the new antimalarial drug policy and integration of communicable 
disease control. Administrative problems include the absence of a regular operational budget, 
uncertain nature of contracts, lack of a full-time programme counterpart and difficulty of 
programme implementation. Future directions of the programme include capacity-building, 
resource mobilization, change of antimalarial drug policy and monitoring and evaluation. 

4.5.4 STOP Tuberculosis 

South Sudan has been at war for nearly 21 years. This war has led to the destruction of 
the health infrastructure and displacement of many people including health personnel. The 
war has created an atmosphere conducive for diseases such as leprosy to re-emerge with a 
vengeance.  

The annual risk of tuberculosis infection in south Sudan is estimated to be 2%, and the 
prevalence rate is 100 per 100 000 people. The prevalence of leprosy is yet not known but the 
leprosy cases are continuously on the rise as compared with other areas in the Region. 

In south Sudan, treatment for tuberculosis and leprosy was restarted in the 1990s by 
churches and nongovernmental organizations supported by WHO because the Health 
Secretariat had no capacity to manage the programme. In 2002, 1371 tuberculosis cases were 
diagnosed and treated compared with 1672 cases treated in 2003. This number is expected to 
increase in 2004. The treatment success rate has increased from 80.5% in 2002 to 86.4% in 
2003. During the period of 2004, several tuberculosis activities were undertaken by WHO in 
order to improve tuberculosis management in south Sudan. These include policy formulation, 
capacity-building of both the Health Secretariat and the implementing nongovernmental 
organizations. Support has been secured from the Global Fund for 12 tuberculosis units in the 
next 5 years. This is likely to increase the case detection rate in south Sudan.  

Leprosy activities started at the same time, and in 2003, 2139 new cases were 
diagnosed. In the first 6 months of 2004, 1253 new cases were treated. This number is likely 
to increase as more areas in south Sudan become accessible. The number of cases completing 
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treatment in 2003 was 1261 while in the first 6 months of 2004, 765 cases completed 
treatment. The tuberculosis and leprosy situation has further been complicated by the 
discovery of Buruli ulcer in south Sudan in 2001. This disease is reported mainly in Tambura, 
Yambio and Nzara in Western Equatoria but other cases have also been reported in Bahr El 
Ghazal and Nimule in Eastern Equatoria. In 2003 and 2004, several activities were conducted 
aiming at controlling Buruli ulcer. These include planning a meeting in Nairobi, Kenya, and 
training a surgeon, theatre staff and health workers in Yambio, Nzara and Tambura. 

The way forward to control these diseases is strengthening the health institutions in 
order to increase case detection, provide effective case management and ensure proper 
recording and reporting. Strengthening the laboratory network in south Sudan is crucial for 
early diagnosis of cases. Efforts must focus on training health workers in the next phase of the 
programme so as to strengthen their ability to manage these diseases.  

In conclusion, the tuberculosis, leprosy and Buruli ulcer control programme in south 
Sudan, though still small in scope, is showing major successes in management of these 
diseases. The ever-increasing number of nongovernmental organizations joining the 
programme gives credence to this, but there is still a need to expand the programme further in 
order to meet the challenges posed by these diseases.  

4.6 Yemen 

4.6.1 Communicable disease surveillance and response 

The health information system in Yemen is still weak with no existing method for 
weekly reporting. Some diseases are reported on a monthly and quarterly basis but are 
incomplete (underreporting). 14 governorates out of 22 did not report during 2004.  

The main goals of the WHO country field staff in Yemen are to assist the Ministry of 
Public Health and Population in the development of a communicable disease surveillance 
system; strengthen capacity building; improve policy determinations; allocate resources; 
improve implementation of the programme and increase the effectiveness and efficiency of 
public health programmes. 

The specific objectives are to assist the Ministry of Public Health and Population to 
develop a complete profile of the health status of the population on an ongoing basis through 
improved access to valid, timely, useful information at all levels of the health care system and 
to prioritize communicable diseases for surveillance. A further objective is to develop, 
monitor and coordinate an effective national programme on disease surveillance which is 
simple, flexible, acceptable, sensitive, representative and timely. A major objective is to 
improve data use at all levels of the health care system, strengthen data management and 
improve data-use practice at all levels. The aim is to increase knowledge of data-use at all 
levels of the health care system, develop feedback mechanisms and improve coordination 
between the expanded programme on immunization, other programmes and laboratories. 

Activities which were carried out in Yemen are:  
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• priority-setting; 
• case definitions; 
• epidemic committee (14 members); 
• approval of a notifiable list by the committee; 
• development of a guideline for notifiable and re-emerging diseases; 
• response to Sa’ada conflict (3 kits) 
• training for AFP coordinators; 
• assigning surveillance focal points; 
• training (field epidemiology team) at central level; 
• establishing good coordination and collaboration; 
• good relations with programmes. 

The future directions to be taken are: 

• dissemination of a new notifiable list; 
• periodic review and analysis of data; 
• improvement of laboratory capacity; 
• evaluation of surveillance systems;  
• training of health workers; 
• field visits for monitoring and supervision; 
• quarterly meeting with surveillance focal point; 
• designing a poster (notifiable diseases, case definitions); 
• feedback instrument; 
• capacity-building (field epidemiologists); 
• identifying diarrhoea risk factors; 
• training on epidemic preparedness; 
• infection control – hospitals; 
• integration of surveillance system;  
• review and finalize public health law. 

Constraints faced during work are:  

• administrative barriers (governmental budget release);  
• administrative changes; 
• disintegration of surveillance system;  
• lack of communication tools in periphery;  
• shortness of work hours, incentives; 
• lack of coordination between different programmes; 
• shortage of qualified staff and high staff turnover. 

4.6.2 Roll Back Malaria 

The epidemiological situation of malaria in Yemen is known to be Afrotropical, with 
P. falciparum as the predominant species and Anopheles arabiensis as the dominant vector. In 
Yemen, 60% of the population are at risk of developing malaria. 
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WHO started to highlight the importance of political commitment in the reinvigoration 
of the national malaria control programme in Yemen before 2000. One of the means of this 
support was the appointment of a long term Medical Officer/malariologist. 

The malariologist presented the malaria situation to the cabinet in November 2000 and 
the decision was taken by the cabinet to establish the headquarters of the national malaria 
control programme in the capital Sana’a. The malariologist helped the nationals in designing 
the organizational set up, the national strategic plan for Roll Back Malaria which consisted of 
8 strategic directions. Examples on building the national-capacity in the different areas of 
malariology were elaborate. 

The achieved activities in the areas of anti-malarial drug policy included monitoring the 
efficacy of antimalarial drugs, integrated vector control, epidemic preparedness and response, 
strengthening the information system and surveillance, health education and operational 
research especially the collaboration with Tropical Disease Research. The constraints and 
challenges include technical issues as well as political, administrative, financial and cultural 
issues. 

4.6.3 Vaccine-preventable diseases and immunization  

In 2004, the coverage in Yemen increased to 78% for DPT3 and OPV3 between January 
and November. The less coverage achieved in 2002 (69%) and in 2003 (66%) was because of 
some financial and administrative obstacles. GAVI support started in 2002 in Yemen. The 
increase of DPT3 coverage in 2003 was due to implementing pulse immunization in 159 
districts with coverage less than 60%. 

The pulse immunization contributed 19% of the total coverage of DPT3. The number of 
districts achieving coverage less than 70% decreased from 211 districts in 2003 to 121 
districts to November in 2004 while the districts achieving coverage more than 70% increased 
from 132 in 2003 to 200 in 2004. 

The main activities carried out are: 

• improving the national capability through training of the district supervisors and others; 
• strengthening the supervision at central and governorate level; 
• preparing the financial sustainability plan for finalization during the next GAVI meeting 

with the regional working group; 
• the development of new registers and immunization cards that are under printing; 
• development of micro plans at health facilities’ level for 160 districts; 
• formulating the EPI task force to support the EPI in all aspects; 
• improving the completeness and timelines of reporting (for example, all November 

coverage data reports were submitted to the central EPI on time) and providing regular 
feedback from the central EPI to governorate level; 

• incorporating pentavalent vaccine in the EPI schedule; 
• strengthening of measles surveillance; 
• development of a plan and proposal to implement a catch-up national campaign. 
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Future directions include the following: 

• expanding Interagency Coordination Committee membership to include the health-
related sector; 

• increasing the skills of the EPI supervisors through middle level management courses; 
• conducting national immunization drugs in February and March 2005 to minimize or 

eliminate the risk of importation; 
• implementing a catch-up campaign and establishing sentinel measles surveillance. 

Constraints identified in the field work are that managerial capacity is at different levels, 
there are financial obstacles in releasing government budget and quality of data is still a major 
problem. There is also a lack of parental awareness and supervision. 

5. ADMINISTRATIVE ISSUES 

5.1 Budgeting  
Jehane Khadr 

To avoid delays in implementation of activities, requests received in the Regional Office 
regarding release of funds for supervisory visits, national training activities, miscellaneous 
expenses, printing of materials and production of advocacy materials etc, must contain all the 
requested details such as source of funds, budget breakdown, starting and ending date of the 
activity, number of participants or supervisors and quotations in case of printing and 
miscellaneous expenses. Lack of any of these details may hinder the smooth release of funds. 

As for fellowships, requests should include details on the source of funds, a clear copy 
of the Fellowship Application Form (FAF) and language skills certificate in cases when 
candidates propose to be trained in an English-speaking or French-speaking country. 

For supplies and equipment requests; there should also be an indication of the source of 
funds and the supplies and equipment form should be clearly filled out, preferably using the 
WHO catalogues (WebBuy). For laboratory equipment, kits, drugs, etc, quantities must be 
clearly mentioned and the complete address of the recipient provided, giving the Regional 
Office sufficient time for proper delivery. 

5.2 Personnel recruitment 
Ms Melba Amin 

No contracts should be issued retroactively. Requests for new or extensions of Special 
Services Agreement contracts (SSAs) should be received in the Regional Office at least two 
months in advance, in order to allow sufficient time for issuance, clearances and despatch, and 
no retroactive SSAs are to be issued. 

In order to issue new SSAs, the following need to be received in the Regional Office: 
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• WHO Representative’s request (memo + form A) 
• Terms of reference 
• Curriculum Vitae or Personal History Form 

In order to issue SSA extensions, the Regional Office needs to receive:  

• WHO Representative’s request (memo + form B) 
• Performance Evaluation Sheet (imperative) 
• Terms of reference (tasks to be performed, not conditions for payment entitlements) 

Problems arise when allotment numbers and AMS codes mentioned on the request 
forms are not correct, the amounts have been overdrawn, budget change requests are needed 
etc. Requests for an increase in salary without changes in the terms of reference or 
justification are not accepted by the Regional Office. 

For Agreement for Performance of Work (APW) contracts, efforts must be made to 
ensure that the final product of an APW is delivered within the proposed duration, otherwise 
there is a risk of losing funds for the final instalment  

6. DEVELOPMENT OF COUNTRY STAFF PLAN OF WORK 

Each unit of the Division of Communicable Disease Control met with its field staff in 
the countries to discuss their work plans for the year 2005. This session was moderated by Dr 
Said Youssouf Regional Adviser, Vaccine-Preventable Diseases and Immunization. One 
country staff member from ASD, CSR, RBM, STB and VPI was selected to present the work 
plan for the year 2005. 

7. GROUP WORK: HARMONIZING REGIONAL AND COUNTRY WORK 

All DCD staff were divided into four groups. The facilitators of the groups prepared a 
set of bullets (Annex 3), which were distributed to the group members, to guide the 
discussions of each group. In-depth discussions were carried out to lay the ground for feasible 
approaches and strategies towards harmonizing work between the Regional Office and 
country DCD staff. The topics of the working groups were: a) reporting, communication and 
information sharing; b) capacity building and technical support; c) resource mobilization, 
partnership and advocacy; and d) integration of DCD activities. 

a) Reporting, communication, information sharing 

The subjects to be reported are: 

• Reports 
– progress/final reports (operational) 
– epidemiological reports 
– programme reports 
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– annual reports  
– ad-hoc situation reports 

• Communication 
– official request 
– technical advice 
– official correspondence 
– information sharing 

It was felt that: 

• all field reports should be channelled through the WHO Representatives in every 
country; 

• each technical unit should develop its own template for progress reporting; 
• the template should be in simple tabulated bullets and not more than one page; 
• reporting frequency should bi-annual. 

Moreover, communication with headquarters should be conducted through the Regional 
Office. As for information sharing, the following were agreed upon: 

• WHO Representatives should be informed immediately about outbreaks; 
• any reports coming from the field should be verified by the WHO Representatives and 

his or her field staff before notification of the outbreak; 
• information should be kept confidential; 
• field officers should not collude with anybody to hide any outbreak; 
• transparency with the Regional Office should be maintained. 

With regard to sharing of information with partners, it was agreed that this should be 
done through the WHO Representative or through an organized body agreed upon by partners. 
The information must be shared according to the national policy of the country concerned, 
while technical information should be shared freely between partners in the field. 
Communication among field officers should be kept free. The means of communication with 
the Regional Office, i.e. email, phone and pouch, is determined in the country itself. 

b) Capacity building/technical support 

• The Regional Office units should act as the knowledge disseminator to:  
– support in terms of library/publications sent regularly both by email/pouch/CD; 
– circulate the main results presented in international conferences; 
– support providing a clear time-frame in terms of major calls for applications 

(proposals to donors, research, etc.) along the year to facilitate planning. 
• The Regional Office should harmonize/integrate the Division of Communicable Disease 

Control training modules to make them widely available at country level. 
• The Regional Office should follow up on the WHO staff learning strategy to make use 

of its benefits for the country staff: 
– develop a mechanism through which WHO country staff can highlight specific 

needs for continuous updating of education; 
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– facilitate the attendance of international conferences; 
– announce by e-mail venues, dates and call for submission of abstracts and 

presentations for the main international conferences; 
– circulate information about workshops and raining courses in the communicable 

disease field, for example; 
– invite WHO country staff to be part of review missions in other countries to gain 

wider experience. 

c) Resource mobilization/partnership/advocacy 

The group agreed that the main partners are the governments, specifically the ministries 
of health. Discussions focused on the role of the ministries of health in mobilizing resources 
from the governments. Country Coordination Mechanisms and Interagency Coordination 
Committees should be established with clear terms of reference. The real and potential 
partners are recognized to be United Nations agencies and World Bank, bilateral donors 
(embassies) and the private sector. 

WHO should lead the health activities, and should be proactive in establishing donor 
coordination. The role of country staff is: 

• initiating and being part of the task force; 
• developing proposals (concrete evidence figures, technical advice); 
• identifying other sources at district level and nongovernmental organizations; 
• assisting in pooling resources for effective use; 
• taking a main role in organizing forums; 
• establishing a specific purpose cluster; 
• improving national ownership; 
• working on increasing the governmental contribution; 
• helping the ministry to establish an information system; 
• carrying out stakeholder analysis (guideline); 
• developing joint proposals or appeals with other partners. 

With regard to human resources, the country staff should maintain a list of experts (by 
types of disease) for the creation of rapid assessment teams for different potential 
emergencies. 

The role of regional staff is: advising the country team; providing technical support 
when needed; reviewing the situation to identify areas where WHO is not involved, and filling 
the gap; providing relevant information; and sharing and reviewing proposals or appeals. 

National and WHO staff should participate in developing proposals and appeals in cases 
of emergency or disaster; organizing and participating in advocacy meetings and completing 
the proposal with many partners to improve the chances of financing. 
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Advocacy and social mobilization should focus on the quality, sustainability and 
packaging of services. Negative health events can be used to increase population awareness. 
Regional staff should provide support with education and advocacy materials. 

d) Integration of DCD activities 

Joint planning and sharing responsibilities and resources with other programmes should 
be encouraged in order to avoid replication, save time, achieve maximum benefit, further the 
primary health care concept and prevent hampering the objectives of a particular activity. 

Integration of activities does not mean losing authority, ownership or complete fusion of 
the programme. Instead, it will lead to the rational use of resources and to effective 
development and systems. However, the integration process may potentially impede 
programme implementation or create administrative and financial obstacles. The group 
expressed concerns about quality and integrated activities, and made the following 
recommendations for integration. 

At the Regional Office level: 

• conduct joint analysis of needs and opportunities of the DCD units and obstacles to 
integration; 

• encourage joint meetings; 
• share travel reports of different units of DCD; 
• encourage flexibility in terms of reference and responsibilities of country staff; 
• pool budget lines for integrated activities. 

At country level: 

• use a phase-wise approach; 
• start with simple, feasible, reassuring activities; 
• seek memorandums of understanding with other UN agencies; 
• promote partnership/ownership. 

8. CONCLUSIONS  

The participants acknowledged that good progress had been made in communicable 
disease control in the countries, and appreciated the success stories produced in each area of 
disease control. The participants at the same time acknowledged that a lot of work was still 
needed in each area of communicable disease control so as to eventually produce an impact 
on disease epidemiology.  

Concern was expressed about the slow progress in some countries, which was reflected 
particularly in Pakistan and accounted for a large proportion of communicable disease burden 
in the Region. It was therefore agreed that specific focus would be given to the improvement 
of communicable disease control in Pakistan in 2005. 



WHO-EM/DCD/005/E 
Page 33 

 

More importantly, the participants recognized that many of the challenges that different 
technical units are facing in countries are similar: e.g. weak national commitment, weak 
health systems, weak national managerial capacity, and limitation of financial, human and 
other resources. However, DCD country staff should work despite all these challenges. They 
should not be accepted as excuses. 

Moreover, each technical unit has been trying to address the challenges in similar areas 
of intervention: e.g. human resource development, partnership development and fund raising, 
strengthening of surveillance, monitoring and evaluation. The participants recognized that it 
was necessary to address these challenges in an integrated way, and facilitate the work of 
country and regional staff complementarily. 

The ultimate goal of DCD is to make the Region a place in which no one dies or 
seriously suffers from a communicable disease that is preventable or curable. However, 
despite the good work that has already been done, communicable diseases still remain 
responsible for around one-third of all deaths and one-third of all illnesses in the Region. In 
order to give direction to control and prevention efforts, seven visions focusing on particular 
disease-specific challenges have been identified and need to be realized. 

9. RECOMMENDATIONS 

To DCD/EMRO  

1. Develop information sheets about technical updates and distribute them to countries. 

2. Support the country staff in attending WHO consultations and meetings and 
international conferences and involving them in joint missions to other countries in line 
with their plan of work in the country. 

3. Develop and disseminate the framework for reporting on implementation of field staff 
plans of work. 

4. Strengthen the capacity of all staff at all levels in resource mobilization. 

5. Strengthen support and initiate integrated actions, together with other divisions of the 
Regional Office, to accelerate the implementation of different disease control 
programmes and take into consideration the health system approach. 

6. Conduct a joint DCD mission to Pakistan to plan with nationals appropriate 
interventions to strengthen all communicable disease control programmes. 

7. Direct operational research in a way that will measure disease burden and the impact of 
intervention programmes. 

8. Develop multi-year strategic plans with the WHO counterparts in the countries. 



WHO-EM/DCD/005/E 
Page 34 

 

To DCD country staff 

9. Respect and follow the proper channels in communicating with the Regional Office and 
headquarters through WHO Representatives. 

10. Prepare the annual plans of work at the beginning of every year under the supervision 
and agreement of the WHO Representative, and then submit them to the DCD/EMRO. 

11. Report every six months on the implementation of the plan of work to DCD/EMRO 
through WHO Representatives. 

12. Play an active role in resource mobilization, advocacy and partnership. 

13. Advocate and initiate integrated activities to strengthen communicable disease control, 
e.g. vector borne diseases, access to interventions, laboratory support, data collection, 
training, etc, and innovative approaches that will lead to success stories. 

14. Focus on outcome and impact, and not only on input and output indicators. 

15. Assist the nationals in developing or updating the strategic plans. 

To WHO Representatives 

16. Guide and support the country staff in the development and implementation of 
integrated activities in communicable disease control. 

17. Guide and support the country staff in implementation of the meeting recommendations. 

18. Continue to support the DCD staff to implement effectively individual terms of 
reference and plans of action. 

19. Further strengthen national commitment and partnerships for the control of 
communicable diseases in the country. 
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Annex 1 

PROGRAMME 

Sunday, 9 January 2005 

08:30−09:00 Registration 

09:00−09:20 Opening session 
Opening remarks, Dr Hussein A. Gezairy, Regional Director, WHO/EMRO 
Objectives of the meeting,  Dr Zuhair Hallaj, DCD, WHO/EMRO 
Ice-breaking 

09:20−11:35 Session 1: DCD/EMRO briefing  

Communicable diseases prevention and control: Highlights from the latest DCD 
report, technical updates, strategies and special initiatives 
Discussion 

11:35−17:00 Session 2: Reports from country staff: progress and constraints  

 Highlights from the country work: 
Afghanistan, RBM, STB, VPI 

 Iraq, CSR 
 Pakistan, CSR, STB, VPI 
 Somalia, ASD, CSR, RBM, STB, VPI 
 Sudan, ASD, CSR, RBM, STB 
 Yemen, CSR, RBM, VPI 

17:00−18:15 Session 3: Administrative issues 

Briefing on programme implementation rate and administrative issues: Plenary 
discussion 

Monday, 10 January 2005 

08:30−08:45 Summary of day 1 

08:45−10:15 Session 4: Development of country staff plan of work 

Working groups with each DCD unit: 
Discussion on expected results for 2006–2007 
Plan of work of country staff for 2005 
Other relevant issues 
Introduction: Dr S. Youssouf 
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10:15−11:45 Presentations and discussion of staff plan of work 2005 (one from each 
technical unit) 
Moderator: Dr S. Youssouf 

11:45−12:00 Session 5: Harmonizing regional and country work 

Plenary discussion on integrated action for control of communicable diseases in 
countries and the role of WHO Representatives, Dr Z. Hallaj, DCD, 
WHO/EMRO 

12:00−14:30 Strengthening DCD work at country level: 
Working groups 

14:30−16:30 Presentations of the working groups and plenary discussion on how to 
strengthen cooperation within the country and the Regional Office, Moderator: 
Dr. G. Riedner 

16:30−17:00 Conclusions and recommendations 
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Annex 2 

LIST OF PARTICIPANTS 

WHO Country Offices 

Afghanistan 
Dr Sevil Huseynova, STP, Stop Tuberculosis 
Mr Emanuele Tacconi, STP, Stop Tuberculosis 
Mr Mustafa Kamal Salah, STP, Roll Back Malaria 
Dr Mirza Imran, STP, Vaccine Preventable Diseases and Immunization 
Dr Ghulam Farooq, SSA, Vaccine Preventable Diseases and Immunization 
 
Djibouti 
Dr Karim Djibaoui, STP, Vaccine Preventable Diseases and Immunization 
 
Egypt 
Dr Hala AlHennawi, SSA, Communicable diseases and other programmes 
 
Iraq 
Dr Buthaina Abdullah, STP, Surveillance, Forecasting and Response 
 
Pakistan 
Dr Faizullah Kakar, Medical Officer, Surveillance, Forecasting and Response 
Dr Kamal Fouad Fahmy, STP, Vaccine Preventable Diseases and Immunization 
Dr Laura Gillini, APO, Stop Tuberculosis 
Dr Irtaza Ahmed, SSA, Vaccine Preventable Diseases and Immunization 
Dr Altaf Bussan, SSA, Vaccine Preventable Diseases and Immunization 
 
Somalia 
Dr Daher Daher Aden, Medical Officer, Vaccine Preventable Diseases and Immunization 
Dr Abdullah El Gzoli, TLP, AIDS and Sexual Transmitted Diseases 
Dr Hashim El Wagie, STP, Surveillance, Forecasting and Response 
Dr Waqar Butt, STP, Roll Back Malaria 
Dr Aayid El Dulaymi, STP, Stop Tuberculosis 
 
Sudan 
Dr Rogers Busulwa, Medical Officer, AIDS and Sexual Transmitted Diseases 
Dr Hammam El Sakka, STP, Surveillance, Forecasting and Response 
Dr Jeylani Abullahi Mohamoud, STP, Roll Back Malaria, WHO south Sudan 
Dr Sebit Sindani, SSA, Stop Tuberculosis, WHO south Sudan 
Dr Martin L. Opoka, SSA, Surveillance, Forecasting and Response, WHO south Sudan 
 
Yemen 
Dr Hashim El Zein El Mousaad, WHO Representative 
Dr Mohamed Khalifa, Medical Officer, Roll Back Malaria 
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Mr Osama M. Mahmoud, STP, Roll Back Malaria 
Dr Fawaz Shehab, STP, Surveillance, Forecasting and Response 
Dr Osama Mere, STP, Vaccine Preventable Diseases and Immunization 
Dr Mohamed Hajar, SSA, Vaccine Preventable Diseases and Immunization 
 

WHO Regional Office 

Dr Hussein A. Gezairy, Regional Director for the Eastern Mediterranean 
Dr Mohamed A. Jama, Deputy Regional Director 
Dr Zuhair Hallaj, Director, Communicable Disease Control and Acting WHO Representative, 
Egypt 
Dr Gabriele Riedner, Regional Adviser, AIDS and Sexually Transmitted Diseases  
Dr Hany Ziady, STP, AIDS and Sexually Transmitted Diseases 
Ms Joumana Hermez, STP, AIDS and Sexually Transmitted Diseases 
Dr Hassan El Bushra, Regional Adviser, Surveillance, Forecasting and Response 
Dr Riyadh Ben Ismail, Regional Adviser, Tropical Diseases and Zoonoses 
Dr Nikolai Neouimine, STP, Eradication/Elimination of Other Diseases 
Dr Hoda Atta, Regional Adviser, Roll Back Malaria 
Dr Abraham Mnzava, Scientist (Vector Control Specialist), Roll Back Malaria 
Dr Ghasem Zamani, STP, Roll Back Malaria 
Dr Amal Bassili, STP, Tropical and Other Communicable Disease Research 
Dr Akihiro Seita, Regional Adviser, Stop Tuberculosis 
Dr Samhia Baghdadi, Medical Officer, Stop Tuberculosis 
Dr John Jabbour, Technical Officer for Surveillance, Stop Tuberculosis 
Dr Said S. Youssouf, Regional Adviser, Vaccine Preventable Diseases and Immunization 
Dr Ezzeddin Mohsni, Medical Officer, Vaccine Preventable Diseases and Immunization 
Dr Nadia Teleb, Scientist (Surveillance), Vaccine Preventable Diseases and Immunization 
Dr Francis Mahoney, Medical Officer (Measles), Vaccine Preventable Diseases and 
Immunization 
Mr Mojtaba Haghgou, Technical Officer, Vaccine Preventable Diseases and Immunization 
Dr Hinda Jama Ahmed, STP, Vaccine Preventable Diseases and Immunization 
Mrs Amal El Didi, Senior Administrative Assistant, DCD 
Mrs Omneya Mahmoud, Administrative Assistant, DCD 
Mrs Melba Amin, Administrative Programme Clerk (PER) 
Mrs Jehane Khadr, Administrative Programme Clerk (BUD) 
Ms Mervat Sheta, Senior Secretary, DCD 
Ms Rasha Abdel Ghany, Senior Secretary, VPI 
Mr Ramy Ghanem, Help Desk Assistant, HIT 
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Annex 3 

GROUP WORK DISCUSSION POINTS 

Group 1: Reporting and sharing information and communication 

Reporting and information sharing: current situation and challenges 

• Subjects to be reported: what should be reported? 
• Reporting frequency 
• Feedback from EMRO 
• Information sharing 

– Transparency/confidentiality 
– Sharing information with other partners: WHO technical responsibility and 

visibility 
– Sharing information with HQ (how, whose responsibility) 

Communication: current situation and challenges 

• Inter-staff communication 
• Communication with the national counterparts 
• Communication with other partners 
• Communication with EMRO (need for direct communication) 
• Means of communication 
• Need for communication facilities 

Group 2: Strengthening DCD work at country level 

Technical support and capacity building 

• Current technical updating and support from EMRO to country staff: positive points, 
gaps and challenges. 

• Current capacity-building activities for the country staff: positive points, gaps and 
challenges. 

• Views and suggestions to strengthen DCD technical support and capacity-building 
activities at country level. 

Group 3: Partnership, resource mobilization and advocacy 

• Partnership: how to develop/strengthen national partnership 
– Main partners 
– Coordination mechanisms 
– Role of country DCD staff 
– Role of regional DCD staff 

• Resource mobilization: how to mobilize more resources at country level and what are 
the roles of country and regional DCD staff? 
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– Financial resources 
– National commitment (national budget) 
– Donors at national level 
– International donors 
– Other resources: 
– Human resources 
– Equipment 
– Media (health education) 
– Etc. 

• Advocacy and social mobilization 
– How to stimulate demand 

Group 4: Integration of DCD activities 

• What do you understand by integration? How is it different from sharing resources? 
• What are the pros and cons of integrating different activities related to implementation 

of different programmes on communicable diseases at country of assignment? 
– Planning, training, supervision, data collection and analysis, monitoring and 

evaluation etc. 
– National/ provincial and community levels 
– Opportunities and constraints 
– Educated guess on perception/attitudes of national health authorities 
– What areas could be easily integrated (rank activities according to feasibility of 

integration)? 
• Identify groups of programmes that could easily integrated (example, but not limited to: 

tuberculosis and HIV/AIDS) 
• Identify success stories in integration  
• What should be the role of the WHO office to promote integration? 
• How can the Regional Office support integration activities 


