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EXECUTIVE SUMMARY 

The WHO Eastern Mediterranean Region remains vulnerable to the threat of 
communicable diseases despite availability of well proven successful interventions. This 
situation is more severe in countries that are affected by poverty, civil conflict and disasters. 
The sociopolitical uprisings currently ongoing in some areas may push yet more countries in 
this direction. The main cause of the limited achievements of disease control efforts lies in the 
current vertical approach used by Member States for disease surveillance and control 
programmes. In some ways, WHO and donor agencies have contributed significantly to this 
vertical approach through investing considerable resources in programmes that are targeted at 
disease elimination and eradication. Such a vertical approach can succeed when resources are 
abundant; however, this is not the case in most countries of the Region. 

The WHO Regional Office for the Eastern Mediterranean and Member States recognize 
this weakness. There is growing realization that a more holistic and integrated approach to 
communicable disease surveillance and control is needed in the Region. It was in this context 
that the Regional Office organized a consultative meeting to identify key issues for 
implementation of the integrated disease surveillance and response strategies in the Region. 
The meeting was held in Cairo from 23 to 25 July 2012 and attended by 20 experts from 
countries of the Region, WHO, the U.S. Centers for Disease Control and Prevention (CDC) 
and other partners. 

The meeting reviewed available guidelines and available literature including evaluation 
reports on integrated disease surveillance and response systems. Participants shared their 
experiences in IDSR implementation, discussed the strengths and weaknesses of the system 
and examined the opportunities and challenges that could arise in the introduction of IDSR in 
the Region. During the consultation, it became apparent that the integrated approach to 
disease surveillance and control was not new in the Region. In 2002, Member States 
discussed the issue at the Forty-ninth session of the Regional Committee for the Eastern 
Mediterranean and passed resolution EM/RC49/11 laying a framework for a regional strategy 
for integrated disease control. However, this resolution was never implemented. The meeting 
examined the causes of this failure and suggested ways to overcome them this time. 

At the end of the three-day consultation, the participants proposed a number of 
recommendations. It was stressed that for successful implementation, application of the 
integrated approach in communicable diseases control will have to address several major 
challenges, including gaining essential support, identifying the problems facing 
implementation and developing the appropriate solutions, setting priorities for the integration 
process and making sure that the integration process will not lead to delays in achieving the 
global, regional or local targets of specific disease prevention and control programmes. The 
experts also proposed the development of a regional framework for implementing an 
integrated disease surveillance approach to strengthen national disease surveillance systems. It 
was planned to present this framework to the Sixtieth session of the Regional Committee in 
2013 for discussion. 
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1. INTRODUCTION 

1.1 Background 

Communicable diseases pose the greatest threat to public health and are the second 
leading cause of death, disability and illness in the WHO Eastern Mediterranean Region. 
According to the World Health Report 2012, the age standardized mortality rate due to 
communicable diseases in the Region is estimated at 254 per 100 000 population. This is 
higher than the global average of 230 per 100 000 population, with the Eastern Mediterranean 
Region ranked third after the African and South-East Asian regions. In the past decade, the 
Region has also witnessed a rise in the number of epidemics including pandemics caused by 
communicable diseases, most of them caused by emerging and re-emerging diseases. Very 
often these epidemics are detected late, resulting in delayed response. The consequences are 
avoidable morbidity and mortality. The situation is even worse in countries that are facing 
complex emergencies and where the health infrastructure has broken down. 

Why does the Eastern Mediterranean Region still have such a high burden of 
communicable diseases despite the availability of proven control measures? The main cause 
of the failure to achieve better results in control efforts lies in the prevailing vertical approach 
and compartmentalization of national disease surveillance and control systems. The vertical 
approach can succeed when resources, both financial and human, are abundant. However, this 
is not the case in most countries of the Region. A more comprehensive and holistic approach, 
an integrated approach, is needed. 

Effective and timely public health interventions depend upon the ability of health 
systems to provide reliable and timely information for action. The global smallpox and polio 
eradication programmes provide examples of the critical role that surveillance plays in linking 
surveillance data to targeted public health responses. The value of surveillance today is also 
evident in WHO’s call for influenza surveillance for early detection of human disease caused 
by a potential pandemic strain. There are WHO recommendations that detail what countries 
need to do to prepare for pandemic influenza and that urge countries to invest their own 
resources to improve their national capacities for surveillance and response. However, in 
many countries surveillance resources are scarce except for selected high priority diseases. 
Consequently, improvements in surveillance are usually limited to well-funded categorical 
disease programmes. As a result, surveillance systems lack the flexibility to respond to 
emerging threats such as pandemic influenza. 

How, then, should countries proceed to streamline their resources to strengthen their 
national surveillance systems? The WHO recommended surveillance standards (2000) suggest 
how multiple levels of the health system (peripheral, intermediate and central levels) can be 
organized into a comprehensive surveillance system. While WHO surveillance guidelines for 
single-disease programmes prescribe components inherent to each single disease control 
programme, there is limited guidance available for countries that want to integrate multiple 
surveillance systems and reform existing structures to meet requirements for improved health 
information.  
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The IDSR strategy was introduced in the WHO African Region as a response to 
recurrent outbreaks of meningitis, cholera, viral haemorrhagic fevers and measles in the 
1990s. As part of this response, the WHO Regional Office for Africa and partners made 

several efforts to improve epidemic preparedness and response in the African Region. This 
included the adoption of a strategy called Integrated Disease Surveillance and Response 
(IDSR) by the 48th WHO Regional Committee for Africa meeting held in September 1998 in 
Zimbabwe. IDSR aims to “create functional IDSR systems in African countries that will 
generate information for timely action thus contributing to the reduction of mortality, 
disability and morbidity. The IDSR strategy has now been adapted by countries in other WHO 
regions. In the Eastern Mediterranean Region, the IDSR approach has been adapted in 
Somalia, South Sudan and Sudan. 

1.2 Opening session 

In response to requests for guidance on integrating national surveillance systems from a 
number of countries in the Region, the WHO Regional Office for the Eastern Mediterranean 
organized a consultation meeting in Cairo on 23–25 July 2012 to identify key issues in the 
implementation of integrated disease surveillance and response in the Region.  

The objectives of the consultation were to: 

 critically review the WHO regional and global guidelines on integrated disease 
surveillance and response system and other available literature on IDSR; 

 review available evaluation reports on implementation of IDSR programmes in other 
WHO regions to gather information on successes and weaknesses and recommendations 
and; 

 provide appropriate recommendations for developing a regional framework for 
implementing the integrated diseases surveillance approach to strengthen national 
disease surveillance systems in countries of the Region. 

The expected outcome was to be an outline of a strategic framework for implementation 
of the integrated disease surveillance and response approach in the Region. The programme 
and list of participants in the meeting are attached as Annexes 1 and 2, respectively. The list of 
the documents reviewed as part of preparation for the meeting is found in Annex 3.  

The meeting was organized in three parts. The first part focused on reviews of literature 
and presentations on the concepts and experiences gained in the implementations of IDSR in 
the African, Eastern Mediterranean and South-East Asian regions. The second part of the 
meeting was organized into panel discussion sessions. Participants were allowed to share their 
personal experiences, their opinions, analyses, observations and issues they foresee based on 
the reviews and the presentations made during the first part of the meeting. During the third 
part of the meeting, participants were divided into groups according to different themes to 
discuss the issues raised and suggest solutions to address them. These were later presented 
and discussed in a plenary session. 
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Dr Jaouad Mahjour, Director, Communicable Disease Control, opened the consultation 
on behalf of Dr Ala Alwan, WHO Regional Director for the Eastern Mediterranean. Dr 
Mahjour reminded the meeting that attempts to introduce integrated disease surveillance and 
response were not new in the Region. The idea had been raised under the former Director, 
Communicable Disease Control in 1997. In 2002, the integrated approach to the control of 
communicable diseases had been discussed by the 49th session of the Regional Committee for 
the Eastern Mediterranean, which had issued resolution EM/RC49/11. However, the 
resolution was never followed through. He emphasized that there was now renewed interest in 
IDSR as a tool to build an evidence base for planning and decision-making.  

2. TECHNICAL PRESENTATIONS 

2.1 Overview of communicable disease surveillance in the Eastern Mediterranean 
Region	
Dr Hassan El Bushra, WHO Regional Office for the Eastern Mediterranean 

Current surveillance systems in the Region are mainly associated with vertical control 
programmes and there are great disparities in the resource capacities and health system 
structures of countries in the Region. This situation is complicated more by having many 
countries currently engulfed in complex emergency situations. There is a misconception in the 
Region in that IDSR is identified with poor countries, and low priority is given to IDSR. 
Many countries in the Region have functional surveillance systems but every country has 
adopted the system that suits its need, thus the focus varies from country to country. 
Functional surveillance systems in the Region include: EWARN, EWARS and DEWS (mainly 
in countries of complex emergency situation: Afghanistan, Iraq, Pakistan, Somalia, Sudan and 
South Sudan). 

IDSR approaches are known to be implemented in the Islamic Republic of Iran and 
Oman. For surveillance purposes some countries have classified diseases into class A, B; and 
C based on diseases that are reported immediately, weekly and monthly or quarterly. There are 
opportunities for introduction of IDSR in the Region. These include the introduction of the 
new International Health Regulation (IHR 2005) that require every country to meet certain 
chore requirements needed for surveillance and response; renewed interest in the evidence-
based approach to planning public health programmes; and the frequency of outbreaks that 
could be used as entry points for introducing IDSR. The many challenges facing surveillance 
in the Region include a lack of transparency and the need for strengthening laboratory 
surveillance. 

Dr El Bushra concluded by declaring that integration and coordination of disease 
control and surveillance is a must but we need to correct the perception of countries on IDSR 
and look at surveillance as a “common” service that requires strong political commitment. 
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2.2 Overview of IDSR: concepts and principles 
Dr Dennis Lenaway (on behalf of Dr Helen N. Perry), U.S. Centers for Disease Control 
and Prevention 

The IDSR is a strategy for creating functional national disease surveillance systems that 
will generate information for timely action and thus contribute to the reduction of death, 
disability and illness due in large part to preventable causes. The focus is on the district level, 
but the goal is to develop sufficient surveillance capacities at each level of a national public 
health system. In contrast with the International Health Regulations (IHR 2005), IDSR is a 
strategy for establishing or strengthening the national surveillance system while IHR (2005) is 
a requirement which State Parties must implement and are obliged to meet the core capacities 
needed for surveillance and response. IDSR is not synonymous with an electronic reporting 
platform although electronic reporting can be used in enhancing the implementation of IDSR. 
IDSR should not be misunderstood as another vertical surveillance system, but considered as 
a framework for strengthening national public health surveillance, laboratory and response 
systems. The science shows that linking surveillance and laboratory data with response 
actions can make a difference in preventing additional cases. 

Evaluation and preparedness are an integral part of planning any surveillance 
programme; however, they are areas that are often neglected during planning of surveillance 
programmes.  

2.3 IDSR implementation: African experience 
Dr Stella Chungong,  WHO headquarters 

IDSR was introduced in the African Region through a regional resolution in 1998. It 
was a regional response to experiences of high burden of diseases including frequent 
outbreaks, disjointed multiple disease surveillance systems targeting the same health workers, 
inability to use surveillance data for action especially at district level and delays in responding 
to public health emergencies. 

IDSR was introduced through phased processes starting with assessments of existing 
surveillance systems. Acceptance of the concept was slow in the beginning but many 
countries in the African Region have now adopted it and are at different levels of 
implementation. Evaluations conducted in 2003 and 2010 have shown great improvements in 
key IDSR indicators including early outbreak detection, reporting and response. The 
evaluations have also shown that the cost of implementation is lower than the initial 
operational costs. The introduction of IDSR in countries of the African Region has resulted in 
strengthening and improvement of the capacities needed for surveillance and response 
including laboratory capacities. 

Following the adoption of the IHR 2005 by the 58th World Health Assembly and its 
entry into force in 15 June 2007, IDSR had already prepared most Member States in the 
African Region to adopt and implement the Regulations. 
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2.4 Experience of IDSR implementation in South Sudan 
Dr Abdinasir Abubakar, WHO South Sudan 

The disease early warning network (EWARN) was established in South Sudan by WHO 
and partners in response to recurrent devastating outbreaks in the absence of surveillance 
during the war years (1983–2005). IDSR was introduced in 2008 with funding from the 
United States Agency for International Development (USAID) through a grant managed by 
WHO. The main objective was to strengthen both institutional and human resource capacity 
of the Ministry of Health. The IDSR strategy has been expanded to 51 counties in all 10 
states, and there are plans to expand IDSR to additional 29 counties as well as some of the 
high-risk communities in 2011 and 2012. 

Since its establishment, IDSR has realized a number of successes including successful 
integration of vertical surveillance programmes and there is a functioning EWARN 
component within the system. Financial and human resources are shared for all surveillance 
programmes and state rapid response teams have been established in all the ten states. 
However, IDSR in South Sudan is still donor driven and heavily supported by USAID with 
technical and management involvement of WHO. 

2.5 Establishment of integrated disease surveillance and response in Afghanistan 
Dr Mamunur Malik, WHO Regional Office for the Eastern Mediterranean 

A WHO mission visited Afghanistan on 20–29 January 2012 to assess the possibilities 
of introducing an IDSR system in the country. The Ministry of Public Health requested the 
mission after observing the multiple disease surveillance systems in the country, duplication 
of surveillance activities and inefficient use of available resources. As well, the different 
surveillance systems often provided conflicting data sets to senior managements, thus causing 
confusion. The need for integration of the various surveillance systems to improve data 
quality and efficiency has been identified as a priority by the Ministry of Public Health and 
partners. 

The team reviewed documents, conducted interviews with key informants using semi-
structured questionnaires, met and discussed with heads of disease control programmes and 
policy-makers in the Ministry of Public Health, visited national, provincial and district 
hospitals and conducted interviews with public health officers and health surveillance staff. 
The mission made several recommendations based on gaps and strengths identified in the 
current systems. Key recommendations included the need for the Ministry of Public Health to 
establish integrated disease surveillance after a careful assessment. Integration should focus 
on surveillance functions and processes. The Ministry should adopt a phased approach to the 
IDSR implementation starting with communicable diseases then expand to noncommunicable 
diseases. The emphasis of integration should be the provincial level in the first phase of 
implementation, in order to build provincial-level capacity. 
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3. SUMMARY OF PANEL DISCUSSIONS 

A chairman was selected to guide the discussions and participants given chances to 
freely share their personal experiences in surveillance in general and integrated disease 
surveillance in particular, and to make observations and raise issues and concerns that they 
anticipate in the prospect of introducing IDSR approach in the Region. Participants were also 
asked to suggest recommendations and what outcome they would like to come from the 
consultation. After two days of deliberations the many observations were made and several 
issues were raised. The key observations and issues raised are summarized below. 

It was observed that the WHO Regional Committee for the Eastern Mediterranean had 
issued a number of resolutions over the past 20 years to assist countries to establish a 
functional national surveillance system, not systems. Thus the focus for surveillance has 
always been to have one national surveillance system integrating all diseases within that 
system. Resolution EM/RC47/R.4 urged Member States in the Region to develop 
communicable disease surveillance. In 2002, the Regional Committee discussed a technical 
paper on integrated approach to communicable disease control and passed resolution 
EM/RC49/11 laying a framework for a regional strategy for integrated disease control. 
However, it was felt that these resolutions were never followed through and no plans of action 
were developed for their implementation, at either WHO or government levels. 

Participants noted there is growing interest and consensus on the need to establish or 
strengthen national surveillance system/IDSR. However, it was also noted that the 
surveillance systems in countries of the Region are at different levels of development, ranging 
from well established and functional surveillance systems to almost non-existent surveillance 
systems, particularly in countries where the health infrastructure has disintegrated due to 
conflict or instability. 

The global success of smallpox eradication achieved in 1977 greatly encouraged and 
influenced decisions by WHO and many donor agencies to target other diseases for 
eradication or elimination. These new approaches greatly contributed to establishment of 
specific vertical disease control programmes and compartmentalization of national 
surveillance system in Member States. These programmes are well funded mainly through 
donors and built parallel systems and recruited dedicated staff to manage it. These powerful 
donors had great influence on the decisions made by the ministries of health to run these 
vertical programmes. 

It was felt that managers and staff working in control of specific diseases (both within 
WHO and ministries of health) are generally reluctant or even resistant to the idea of 
introduction of IDSR in the Regions. IDSR is viewed as a threat that will undermine/dilute the 
well established systems put in place by these programmes. Moreover, IDSR is also viewed 
with suspicion that it will lead to loss of positions and status within the ministries. 

Participants felt that IDSR is misunderstood in the Region. IDSR is perceived as a 
surveillance system for poor underdeveloped countries and countries in humanitarian crisis. 
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The meeting observed that IDSR is now adopted and implemented in several countries in the 
South-East Asia and Western Pacific Regions of WHO. 

IDSR or approach to integrated disease surveillance is also poorly understood in that it 
is ill defined in several inconsistent ways. There is need to agree on a clear definition and 
objectives of integrated surveillance in the Region. The interest, specific mandates and 
requirements for surveillance of different disease control programmes should not be 
compromised by introduction of IDSR. If well planned, IDSR has the potential of 
complementing and strengthening these vertical disease control programmes. This has been 
proven in the countries of the Regions where IDSR has been introduced. 

For successful application of an integrated disease surveillance approach in the Region, 
there are several other major issues that need to be addressed: gaining essential political 
support, identifying potential obstacles to implementation of IDSR and developing 
appropriate solutions, setting priorities for the integration process and making sure that 
integration will not lead to delays in achieving the global, regional or local targets of specific 
disease prevention and control programmes. 

4. GROUP WORK 

4.1 Policy, strategy and guidance 

Policy directions 

The group pointed out that all countries of the Region are signatories to a number of 
resolutions that encourage and obliges Parties to strengthen their disease surveillance for early 
detection and response to disease outbreaks and other public health emergencies of 
international concern. The integrated approach to disease surveillance is a tool that can be 
adopted to address these resolutions. The technical paper Integrated Approach in the Control 
of Communicable Diseases: An Efficient and Cost-effective Measure presented and endorsed 
by the Regional Committee in 2002 (EM/RC49/11) is one such policy document; together 
with the accompanying Framework of the Regional Strategy for Integrated Disease Control, it 
can be used to persuade countries to accept and adopt the implementation of IDSR in the 
Region. The other even more important policy document that could be used to convince 
countries is the International Health Regulation (IHR 2005). IHR 2005 was endorsed by the 
World Health Assembly in May 2005. It is a legally binding document and all Member States 
are signatory to it. 

Strategy for integrated disease surveillance 

The process of adoption of IDSR or an integrated approach to disease surveillance 
should include the development of a regional strategy to be endorsed by all Member States, 
WHO and other relevant partners. The strategy should include surveillance approach that can 
be adopted to disasters and other complex emergency situations (a disease early warning, alert 
and response or DEWS). 
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Implementation plans 

Assessment of the current surveillance situation or systems must precede the 
development of any regional or national implementation plans. These plans must be based on 
priorities identified and carried out in a phased approach. There should be a five-year regional 
plan and the countries willing to adopt the IDSR approach should be assisted to develop their 
own national plans. 

Guidelines and tools 

The group strongly urged WHO to assist Member States in the implementation of their 
plans. This requires the development of guidelines and tools that will assist countries to 
develop their implementation plans and for actual implementation priorities. The existing 
guidelines and tools could be reviewed and adopted or if none exists, new guidelines and tools 
should be developed. 

Monitoring and evaluation 

The implementation plan must include a system for tracking progress. A task force to 
oversee the implementation is needed to monitor set milestones and targets make sure they are 
met. This task force will also be responsible for periodic reviews of progress of 
implementation. 

4.2 Leadership and management issues 

Member States look to WHO for leadership and guidance in health agenda. The WHO 
Regional Office for the Eastern Mediterranean should play a strong leadership role to direct 
and guide Member States. In this regard, the Office should develop a well articulated and 
clear regional framework on integrated disease surveillance. An interdepartmental and 
intrasectoral coordination body should be formed in the Regional Office to oversee and 
spearhead this task. All divisions and units involved in surveillance must reach consensus on 
surveillance functions that can be safely integrated without jeopardizing the achievements 
made by some programmes. The framework must be based on well considered common 
functions of surveillance that are acceptable to all stakeholders, highlighting standardized core 
functions that are realistic and attainable within the regional context. The framework must be 
flexible enough for countries to be able to adjust according to their priorities and easy to adapt 
to develop their own policy framework. The framework must be ready and should be 
presented to next Regional Committee meeting in October to get commitment and 
endorsement by Member States. 

Once endorsed, WHO should follow it up with visits to countries and carry out 
advocacy and explain why they need the framework. The teams should stress the importance 
of interdisciplinary and intersectoral inclusiveness in IDSR planning and implementation. The 
countries that want to participate should be assisted to develop their own policy framework 
for implementation of strategies in coordination with all relevant stakeholders. 
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The inclusion of many stakeholders requires the establishment of a inter-disciplinary 
steering committee or task force under the Ministry of Health. Participating partners should 
nominate representatives to this steering committee. Thus the committee must be inclusive, 
accountable and well coordinated. It will identify a leader and define the roles and 
responsibility of each sector. 

During implementation, WHO will regularly and systematically access the countries and 
classify them according to priority and capacity in different level. WHO will available to 
support capacity building according to the needs, including managerial skills, and facilitate 
technical support in developing bench mark milestones that are monitored and timely 
deliverables. As part of the plan, countries will regularly report to WHO progress on the 
implementation of the outlined framework, challenges and way forward.  

4.3 Donors and capacity-building 

This group focused their discussions on the challenges related to financial, human and 
infrastructure capacities required to strengthen or establish a strong surveillance system. The 
discussion also examined the role of donors and their impact on any effort to introduce an 
integrated approach to disease surveillance or IDSR. The group also proposed some solutions 
and recommendations. 

Challenges 

 Human resources. In all the countries of the Region, qualified public health staff and 
most importantly, epidemiologists and surveillance officers are in short supply. 
Graduates are more attracted to clinical medical practice, thus only few join the public 
health profession. This problem is made worse by the high turnover of staff creating yet 
more gaps in this sector. 

 Resource allocation. It was noted that resource allocation for health in most countries of 
the Region is the lowest compared to other key ministries. Moreover, within the 
Ministry of Health, disease prevention and control receive very little attention. Thus 
whatever the Ministry of Health receives, very little if any is allocated for surveillance. 
Most of the funding received by ministries of health goes for hospitals and curative 
care. 

 Low-income countries. Low-income countries and countries in humanitarian crises 
carry the highest burden of communicable disease, while at the same time the health 
services are the poorest and weakest in the Region. The huge gaps in health service 
available are filled by voluntary humanitarian organizations with funds from donors. 
Donors also support many vertical disease control programmes and projects run by the 
governments as part of global or regional initiatives. This heavy dependence on donors 
for funds also gives donors a lot of influence and control over what the Ministry of 
Health does. 

 Emergency and humanitarian crises. During emergencies and other humanitarian crises, 
the focus and resources are often diverted for the current problem. This can be both a 
challenge in that resources meant for development of systems can be depleted creating 
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further stress on the health system. At the same time, emergencies including disease 
could be exploited to establish a strong integrated disease surveillance system including 
a disease early warning component (EWARN). Very often, more resources are raised 
during an emergency and used for surveillance. 

Suggested solutions 

Capacity building 

Before embarking on introduction of IDSR in a country, the Ministry of Health should 
assess all relevant resources (human and infrastructures) available to carry out the task. The 
gaps so identified will help in planning for capacity-building at all levels. This will involve 
mapping out and identifying current existing and potential surveillance staff within the 
ministries and other stakeholders. The gaps identified can then be used to guide strategic 
planning for strengthening required human resource capacities for surveillance and response. 

 Take inventory of capacity for epidemiology including epidemiological field training 
programmes and WHO collaborating centres within and outside the country 

 Assess the status of public health laboratories and specialized centres of excellence 
within the Region and other global centres of excellence 

 Develop or adapt tools and training guidelines, and set surveillance standards and 
standard operating procedures. 

Resource mobilization 

 Ministries of health in the Region should develop a resource mobilization strategy and 
set up strong lobby groups that can advocate for better resource allocation for health in 
the national budget. 

 To ensure that surveillance including IDSR is included in Ministry of Health and 
national budget proposals to the government and donors, those responsible for IDSR 
must be prepared to present strong justifications and evidence based on risk analysis and 
cost effectiveness of the system. 

 The role of donors is critical especially for low-income countries. Donors must be won 
over if integration is to succeed in these settings. The task force for strengthening the 
integrated approach to disease surveillance should identify key donors within country 
and global partners and advocate for their positive role and involvement to 
accommodate IDSR. 

 In order to ensure the success of IDSR at the regional and national levels, strong 
leadership is needed at both levels to steer the process and the national government 
should be encouraged to identify specified funds for IDSR and raise the budget for 
surveillance activities. 

 During outbreaks and acute humanitarian crises, resources often become available as 
part of the response. Such events and other emergency humanitarian situations can and 
should be used as entry points to introduce disease early warning and response system 
(DEWS) in the early phases of intervention. As the situation stabilizes, the early 
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warning system should be expanded into a phased manner to introduce an integrated 
approach to disease surveillance and control. 

4.4 Coordination, communication and advocacy 

This group discussed issues related to coordination, collaboration and advocacy and 
suggested some solutions. It is important to realize from the outset that, an introduction of an 
integrated approach to disease surveillance will bring many stakeholders not only within the 
Ministry of Health but also from donors and other relevant ministries (animal resources, 
environment, education etc.) whose participation in IDSR will be essential. These 
stakeholders all have diverse priorities, focus and interests in disease surveillance. Bringing 
such diverse groups to work together in an integrated approach in disease surveillance and 
control will present a big challenge and will require coordination and mechanisms for 
collaboration. Those responsible for introduction of IDSR will need to convince all these 
partners and policy-makers to support the idea and get involved. The group suggested the 
following. 

Strong political commitment. The introduction of IDSR will require involvement of policy-
makers and strong political commitment to institutionalize IDS through a policy statement. As 
stated early elsewhere, the point of entry should be to make use of available relevant global 
and regional resolutions and policy frameworks to which the government is already signatory. 
These include but are not limited to the IHR 2005 and the Regional Framework for Integrated 
Approach in the Control of Communicable Disease (EM/RC49/11). The goal of IDSR is 
consistent with the requirements of IHR implementation in that, both approaches stress the 
need for strengthening the capacity for disease surveillance and outbreak early detection and 
prompt response. 

Steering Committee. The government must establish a functional multidisciplinary steering 
committee that includes all relevant stakeholders. The main term of reference and role of this 
steering committee should include; acting as an oversight on the implementation process 
(monitoring and follow up), ensuring regular feedback to all stakeholders, facilitating training 
of stakeholders and conducting awareness campaigns and advocacy. The areas of 
collaboration should be carefully identified, made clear and agreed upon in a consensual 
manner. It should satisfactorily address the interest of all partners. The MOH should take a 
leading role to coordinate and establish this steering committee with strong political support 
and backing from the highest level of authority. 

Advocacy. Considering that there are still many skeptics and lots of misunderstanding of 
IDSR in the Region, any attempt to introduce this approach will require advocacy. Efforts 
must be made to convince the skeptics and reassure those who feel threatened that IDSR will 
not dilute the achievements made by their vertical programmes but complements and builds 
on these achievements. They must be assured that there will be no loss of jobs or status. The 
steering committee and all concerned will need to stress the importance of IDSR, find strong 
justifications including the cost benefits of the system. These must be illustrated with success 
stories from the Region and other regions where IDSR is implemented. Such arguments must 
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be based on solid evidence derived from assessments and cost-benefit analyses from previous 
evaluations. 

Role of WHO. WHO at all levels (Regional Office and country offices) should act as a role 
model for integration by promoting integration within its own departments and units. This 
will place the office in a better position to give consistent guidance and support to Member 
States. All concerned units and departments should join and participate through a consensus, 
and the requirements of participating programmes must be accommodated. 

5. CONCLUSIONS  

After two and a half days of reviewing documents and sharing experiences, followed by 
fruitful panel and group discussions, the meeting identified and addressed several significant 
issues. Participants observed that a framework to introduce an integrated approach to 
communicable disease control in the Region was endorsed by the Regional Committee in 
2002, but not implemented. The meeting also recalled that all the 22 countries of the Region 
have endorsed the International Health Regulation 2005 (IHR 2005). The IHR 2005 requires 
all States Parties to meet the core requirements for surveillance and response needed for its 
implementation. These two policy documents can be used as an entry point to introduce IDSR 
in the Region. Based on these findings and observations, the meeting made several useful 
recommendations and suggestions both to WHO and Member States and proposed a way 
forward. The participants agreed that the outcome of this consultation should be a complete 
report of the proceedings of the meeting and an outline of a framework for integrated 
approach for strengthening communicable disease surveillance and response in the Region. 

6. RECOMMENDATIONS 

1. Successful adoption of the integrated approach to communicable disease surveillance 
and response (IDSR strategy) in the Region will require strong political support and 
commitment. The Ministry of Health should take the lead, with technical support from 
WHO, in implementing well planned advocacy and marketing strategies and activities 
aimed at building support from all levels of the health sector, other relevant sectors and 
the community. Particular attention should be directed at relevant development partners 
and other donors for this system. 

2. In-depth assessments of the current surveillance systems should be carried out and the 
evidence gathered used as a tool for advocacy and to develop future regional or national 
implementation plans. These plans must be based on priorities identified and carried out 
in a phased approach. A five-year regional plan should be developed and the countries 
willing to adopt the IDSR approach should be assisted to develop their own national 
plans. 

3. The Ministry of Health should use available relevant global and regional resolutions and 
policy frameworks to which the government is already signatory as a point of entry for 
IDSR introduction. These include but are not limited to the IHR 2005 and the regional 
framework for the integrated approach in the control of communicable disease. As 
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nearly all countries in the Region are lagging behind in meeting the minimum 
requirements for implementation of the IHR 2005, ministries of health can make a 
strong case for implementing IDSR in line with IHR requirements. 

4. The Regional Office should develop a well articulated and clear regional framework on 
integrated disease surveillance. An inter-departmental and intrasectoral coordination 
body should be formed in the Regional Office to oversee and spearhead this task. The 
framework must be based on well considered common functions of surveillance that are 
acceptable to all stakeholders highlighting standardized core functions that are realistic 
and attainable within the regional context. The framework must be flexible enough for 
countries to be able to adjust according to their priorities and easily adapt for the 
development of their own policy framework. 

7. NEXT STEPS 

 Report of the meeting 
– The Regional Office to prepare and share the first draft of the consultation (two 

weeks from the end of the meeting)  
– The team to comment on the draft (one week)  
– The report to be finalized (one week)  

 Outline of the framework 
– Establish a small committee in the Regional Office including IHR to work on the 

outline of the IDSR framework 
– Development of the outline of the framework (framework for addressing the 

challenges identified)  
– The team to comment on the outline (within one week after distribution)  

 Regional Committee 2013 
– A paper on IDSR to be proposed for presentation to the Sixtieth session of the 

Regional Committee in 2013 
– The paper must stress the need for mutual agreement and a gain from this 

approach for vertical programmes (win–win situation) 
– It should be clear that this is not a new programme 
– May 2013 validation the framework by the team 
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