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“The Wise man………. will not, with the wiser, look to gold and silver 

as the only blessings of life; nor will he, with the cynic, smart at 

mankind for preferring them to copper and iron…… 

That which is convenient is that which is useful, and that which is 

valuable”. 

Michael Faraday 
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Leishmaniasis 

Leishmaniasis is a neglected disease, or rather a disease that affects neglected or marginalised 

peoples.  It has largely been ignored because of its complex epidemiology and its association with 

poverty.  However, Leishmaniasis remains the second most prevalent parasitic infection worldwide 

after malaria. 

 

This world-wide disease is caused by an intracellular protozoan parasite [genus Leishmania] and 

transmitted by the bite of the female sandfly [genus Phlebotomus species] the vector.  

Leishmaniasis is a poverty-related disease with two main clinical forms: visceral and cutaneous 

Leishmaniasis.  It has been estimated that 700,000 to one million new cases occur every year from 

nearly 100 endemic countries.  The impact of global warming remains to be evaluated but will 

probably produce an increase in total numbers and in the number of endemic countries.  In 2016, 

global vectorial capacity for the transmission of the dengue fever virus was the highest on record, 

rising to 9.1% for Aedes aegypti and 11.1% for Aedes albopictus above the 1950’s baseline.  Why 

should this genus Phlebotomus species be any different? 

 

Increased conflict in areas of endemicity of cutaneous Leishmaniasis and the resulting forced 

displacement of people, as seen in Jordan with the large influx of Syrian refugees, has resulted in a 

surge of cases in such endemic areas. 
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The World Health Organisation [WHO] lists Leishmaniasis as one of the neglected tropical diseases 

for which the development of drugs for such neglected diseases is a priority.  Although cutaneous 

Leishmaniasis [CL] is not, in itself, life-threatening, it can result in devastating consequences on 

local, usually poor, communities.  The disfiguring lesions it causes, especially on the face can lead 

to the affected persons being stigmatised, resulting in ostracism, deprived of education and resulting 

economic poverty.  All of this occurring in those populations with already limited resources.  Most of 

the estimated 600000 plus new cases, annually, occur in children of whom only a few receive 

treatment.  Leishmania species can be categorised according to the source of the infection, as either 

anthrophonic which is transmitted directly from human to human by infected sand-flies or zoonotic 

where wild [e.g. hydraxes, sand rats] or domestic animals [e.g. canines] act as a reservoir host.  

Reservoir hosts do not always develop clinical disease but can maintain the parasite population and 

successfully transmit the infection to other subjects.  By comparison the incidence of visceral 

Leishmaniasis [VL] is numerically much less in the three countries concerned.  Data obtained from 

the WHO show the basic country data for Jordan, Israel and Palestine West Bank.  Note that at this 

present time, there are no cases of Leishmaniasis in Gaza – information supplied courtesy of the 

International Co-operation Department, Ministry of Health, Gaza. 

 

Any control programmes must take into consideration changes into socio-economic factors such as 

migration, conflicts, urbanisation, land use and access to appropriate and timely healthcare. 

 

Leishmaniasis is highly correlated with poverty, malnutrition and other diseases, which affect 

immunity, as well as issues such as crowded living conditions and poor sanitation.  It is therefore 

unsurprising that the ongoing conflicts in Afghanistan, Syria and the Horn of Africa have all seen an 

increased incidence of leishmaniasis among those affected.  Climate change, deforestation and 

rapid urbanisation are other factors favouring the spread of the vector, or increasing human contact, 

with reservoir host populations. 
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LABORATORY ASPECTS ON LEISHMANIASIS 

In the Middle East, the lack of reliable and quality laboratory diagnostic capability compromises 

patient care, especially if there is a local perception that laboratory diagnostic testing is not helpful.  

Consideration should therefore be given to developing fully integrated national and international 

laboratory plans and strategies.  These should include a comprehensive laboratory quality 

management system.  This should apply to regional, national and international laboratories 

responsible for the health and security of their peoples. 

 

The Middle East Consortium on Infectious Disease Surveillance [MECIDS] 

Since it was founded in 2003, MECIDS has been dedicated to monitoring, preventing, and 

responding to health risks in Jordan, Palestine and Israel. MECIDS also conducts regular 

multinational training courses for regional health workers, giving them a chance to meet each other 

while honing their professional skills.  Its vision is to promote long term health, stability and security 

in the region. 

At its core, MECIDS serves as a framework through which the participating Ministries of Health 

share information about disease patterns and coordinate swift cross-border responses in the event 

of an outbreak.  Biosafety and biosecurity, food-borne illnesses, avian influenza. 

Middle East respiratory syndrome, coronavirus [MERS-CoV] and leishmaniasis – are the primary 

health concerns monitored by MECIDS. 

With its administrative secretariat in Jerusalem and its scientific secretariat in Amman, MECIDS is 

able to connect and collaborate with a wide range of regional academic institutions, national centers 

for disease control, and health ministries. 

 

The MECIDS framework allows informal sharing of sensitive information among network members. 

Members commit not to forward, publish or quote information, but can use for their own decisions. 
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This network of communication and information sharing is based on trust.  To build such trust, 

people need to meet regularly in order to get to know one another professionally and personally and 

build a sound working relationship. 
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www.who.int/leishmaniasis/resources/ISRAEL.pdf 

 

 

http://www.who.int/leishmaniasis/resources/ISRAEL.pdf
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www.who.int/leishmaniasis/resources/JORDAN.pdf 

 

 

http://www.who.int/leishmaniasis/resources/JORDAN.pdf
http://www.who.int/leishmaniasis/resources/JORDAN.pdf
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www.who.int/leishmaniasis/resources/WEST_BANK_AND_GAZA_STRIP.pdf 

 

http://www.who.int/leishmaniasis/resources/WEST_BANK_AND_GAZA_STRIP.pdf
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“If everyone is moving forward together,  

then success takes care of itself” 

Henry Ford 

 

From my discussions with the people from all three nations, see Appendix 2, I would like to endorse 

the following proposals which using the above quote of Henry Ford to guide us, should be 

incorporated into “The Manual” [defined as a handbook or handy compendium of a large subject or 

treatise; an instruction book”.  The Chambers Dictionary 13th Edition 2014. 

 

 A Central or Regional Committee on Leishmaniasis should be organised, as soon as 

possible.  This Committee would be a source of the harmonisation of 

guidelines/recommendations for the prevention and control; clinical and laboratory diagnosis, 

treatment, epidemiology and prioritising research proposals.  There would be, per force, the 

need for “buy in” by the policy makers in the political, financial and medical institutions of 

each country.  The constitution, terms of reference and remit to be decided amongst the 

three countries concerned.  Should outside guidance be sought then SFCG, MECIDS or 

CORDS could be consulted.  Any proposal must be manageable, affordable and achievable 

within a realistic time frame. 

 The principle aim is to harmonise and standardise the management of Leishmaniasis. 

 This proposed regional co-operation/collaboration is essential.  Infections carries no 

passports and do not recognise international borders. 

 Standardise laboratory diagnosis, together with validation of all laboratory tests – microscopy, 

culture and the latest molecular techniques. 

 Jordan to be supported in its desire to create regional diagnostic laboratories in the North 

and South in order to relieve the pressure on the Central Public Health Laboratory in Amman.  

Training of sufficient technicians to work in these two new regional laboratories was also 

supported. 

 Standard approach to prevention and control of vectors and hosts; personal and house 

protection; education and awareness training for the public and health sector workers. 
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 Treatment protocols to be standardised e.g. should WHO Guidelines be adopted. 

 Co-ordinated response, whereby each country benefits from each other. 

 Create a national database of cases which can be shared with the other countries. 

 Capacity building should, as is anticipated, global warming lead to increase in vector 

numbers thereby increasing number of human cases. 

 There needs to be the political will to proceed, as this underwrites initiatives.  The political 

issues as with Damocles Sword, hangs over everything. 

 Raise public, professional and political awareness and remove the silo mentality from 

Government ministers and their departments. 

 Social media is a new phenomenon and needs to be understood, as a matter of urgency.  

Some politicians and senior medical administrators are finding it very difficult to cope with. 

 In addition the importance of the role of MECIDS and CORDS [Connecting Organisation for 

Regional Disease Surveillance, www.cordsnetwork.org] should be reinforced.  The “Modality 

of Co-operation” must change to enforce the bottom line of “Help the People”.  We must 

move forward in collaboration.  Apart from the necessity of “political will” there is the need to 

sufficient funding for this initiative to proceed.  Funding can be sourced locally at national 

level [somewhat difficult given the current circumstances] or internationally, such as DFID, 

USAID, EU, Rockefeller.  The search for funding is an important requirement as lack of 

money curtails scientific endeavour.  Or put another way “The saddest aspect of life right now 

is that science gathers knowledge faster than society gathers wisdom” - Isaac Asimov.  Let 

this Leishmania initiative prove him wrong. 

 We support the proposal by the Centers for Disease Control [Morgan et al ,2018] for the 

development of a strategic scientific framework for global health security, necessary to 

provide the public health community with an approach to study the implementation of 

programmes aimed at building capacity to prevent , detect and respond to public health 

threats such as leishmaniasis. The framework should include a focus on basic 

epidemiological research and surveillance to understand the causes of leishmaniasis, as well 

as to characterise the burden and risk factors for the disease, in addition to assessing the 

different models of laboratory diagnosis. These are necessary to inform political and public 

http://www.cordsnetwork.org/


21 | P a g e  

 

health decision makers on which interventions are appropriate to develop, implement and 

evaluate in order to accelerate and optimise the management of leishmaniasis in Palestine 

West Bank, Israel and Jordan. 

 As for the health sector, there are few sectors that make a stronger argument for cross-

border collaboration in the interest of all involved. Infectious diseases and other health 

threats know no borders, and yet there is limited cooperation between Israelis, Palestinians 

and Jordanians, which is something our activities will address. A key approach to changing 

perceptions and promoting cross-border engagement is by letting people face and tackle 

challenges together, such as in the case of addressing Leishmaniasis, an infectious disease 

that cannot be contained without a joint effort, open information exchange, and minimum 

health standards in all three countries.Leishmania has received widespread news coverage 

and attention from politicians as the number of cases has strongly increased over the past 

few years. The disease is widely misunderstood by the public and causes physically alarming 

symptoms. Unfortunately, lack of access to medical equipment, lack of coordination and 

communication across borders, and unprepared local health workers have exacerbated the 

outbreak. The increasing number of reported cutaneous Leishmaniasis cases in Palestine, as 

well as other outbreak cases in Israel and Jordan, justifies the need to study the 

epidemiology of the disease.Al-Quds Public Health Society [ AQPHS] has developed a new 

genome wide analysis technique they are testing, analysing, and preparing to publish in this 

research manuscript. The results from AQPHS research, which will be published in a future 

research publication, will strengthen the availability of cross-border data on Leishmaniasis 

while reducing the research gap between Israel and Palestine and Jordan, further progress 

towards standardizing high-quality data collection, and expand the basis for future trilateral 

cooperation on emerging diseases like Leishmaniasis.  

 In a Design, Monitoring and Evaluation process carried out elsewhere in the People for 

Peaceful Change Project, we found moderate levels of shared empathy supporting public 

health cooperation but showed several large areas of disagreement between the two groups. 

Specifically, health workers show a high level of willingness to work together but largely 

distance themselves from wanting to promote larger social change outside of health topics. 
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Unequal access to resources and equipment as well as institutional resistance to large scale 

coordination are highly cited. 

 Key Connections: Government health officials should promote the quality of life and well-

being of people for all groups - 100% of Palestinians and 82.5% of Israelis agree/strongly 

agree. 

 Key Gap: When someone from the “other” group tells me they have trouble feeling secure, I 

believe them - 33.3% of Palestinians and 75% of Israelis agree/strongly agree. 

 Communication channels for health cooperation: Given the rising challenges of infectious 

diseases and other emergencies affecting both populations, there is a glaring weakness in 

shared resources, best practices, and response coordination. Specifically, when asked if the 

flow of information and communication has improved, 88.8% of Palestinians agreed, but only 

37% of Israelis agreed and 50% were neutral. 

 Outreach skills and expand professional networks: With minimum institutional cooperation 

between the two health ministries, and non-existent public or private channels, inability or 

unwillingness to access to experts and professionals across boundaries greatly undermines 

public health solutions. Only 41.7% of participants have personally reached out to a 

colleague from a different group in the last three months to work on health issues. 

 

The Way Ahead 

From the discussions with and between members of the scientific community from the three 

countries concerned two general priorities emerge. 

 

1. There is an urgent need for the respective national health services of the participating 

countries to improve the capacity, early diagnosis and effective treatment of cases of 

Leishmaniasis. 

2. International co-operation in the development and implementation of a trans-border co-

ordinated programme of prevention and control measures in order that the incidence of new 

cases is reduced.  One must emphasise that such regional co-operation/collaboration is not 

just essential, but without it all efforts will per-force be doomed to failure.  Infectious diseases 
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carry no passports and international borders are not recognised. Whilst promoting the needs 

of regional co-operation, each country should seek to address any weaknesses identified, in 

their core capacities which would be required in order to implement effective programmes for 

prevention and control, and treatment.  The creation of a Regional Committee on 

Leishmaniasis would be a huge step forward in facilitating such proposals. 

 

In May 2007, the Sixtieth World Health Assembly adopted resolution WHA60.13 on the control of 

Leishmaniasis, urging Member States where Leishmanisis is a public health problem to: reinforce 

efforts to set up national control programmes; establish systems for surveillance, data collection and 

analysis; strengthen prevention and active detection and improve access to appropriate and 

affordable diagnosis and treatment of cases of both CL and VL; conduct epidemiological 

assessments of local situations and support studies on surveillance and control of Leishmaniasis; 

promote the sustainability of Leishmaniasis control; raise awareness and improve preventive 

practices at community level; and strengthen collaboration between countries that share common 

foci or disease threats. 

 

We fully endorse the objectives of the WHO Programme as listed below: 

 

 Strengthen public health services institutional capacities and enhance the capacity for 

decision-making related to leishmaniasis and its control; 

 Improve capacities for early detection as well as access to appropriate and affordable 

diagnosis and treatment of VL and CL cases; 

 Reinforce disease surveillance; 

 Improve capacities for the prompt response to and prevention of leishmaniasis outbreaks;  

 Strengthen appropriate vector and reservoir control interventions; 

 Strengthen research capacities; 

 Increase community awareness and participation in leishmaniasis prevention;  

 Build and scale up partnership action to leishmaniasis control; 

 Enhance intersectoral collaboration and 
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 Strengthen cross-border co-ordination and co-operation 

 

With regard to cross-border co-operation, which we view as essential a risk factor that poses a 

challenge to countries in Region is the importation of cases from neighbouring and other endemic 

countries either through migration or tourism. 

 

In order to tackle this problem, cross-border collaboration on leishmaniasis control should be set up 

and promoted.  In collaboration with WHO and other partners such as MECIDS and CORDS a 

functional mechanism should be established for regular and prompt exchange of relevant 

information, joint epidemiological surveys and assessments should be conducted and joint action 

plans should be developed to synchronize and harmonize activities to control and prevent 

leishmaniasis in border areas.  In view of the many similarities in eco-epidemiological settings 

related to vector-borne diseases, including leishmaniasis, it is vitally important that closer co-

ordination is promoted.  Because leishmaniasis has many similarities to other vector borne 

diseases, such as malaria and dengue, improvements in the management of leishmaniasis should 

be presented in the context of a broader national and international vector borne disease strategy.  

This will raise the profile of leishmaniasis as a disease, no longer a neglected disease and provide 

access to personnel and other resources which are available for any other vector borne disease 

programmes.  In addition by improving the capacity to manage an existing disease, such as 

leishmaniasis, will de-facts enhance epidemic preparedness and the ability to respond to other 

emerging and re-emerging infectious disease threats.  This ability will become even more essential 

in the face of global warming and its effect on vector distribution. 
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APPENDIX 1 

Al-Quds Public Health Society 

Leishmaniasis in Humans and Animals 

Cyprus - December 2017 

Workshop Coordinator  

Ziad Abdeen 

Cell (+972) 2522308842 

Email: Zabdeen13@gmail.com 

 

Course Description 

The purpose of this workshop is to introduce participants to infectious agents transmitted by arthropod 

vectors that produce an enormous disease burden worldwide, especially in underdeveloped countries. 

There are up to 2 million new cases per year mostly children, and results in 4 million DALYs lost. This 

workshop is designed to investigate the epidemiology of Leishmanisis that principally affect people living 

in Middle Eastern countries. Topics include host-parasite-vector relationships; diagnostics; parasite 

biology; vector biology; epidemiology; host immunity and risk factors associated with infection. Options 

for treatment, prevention and control involving vectors, parasites and human behavior are examined, as 

well as needed public health policies and actions. Monitoring and evaluation of program such as vector 

control strategy. The class format will involve a combination of lectures, small group work, and 

discussion. We expect all participants to attend meeting sessions and actively participate. The workshop 

emphasizes teamwork 

 

Workshop Objectives 

Upon successful completion of the workshop, participants should be able to: 

 1. Recognize and understand the zoonotic potential of Leishmaniasis 

 2. Understand the epidemiology of Leishmaniasis that is of great public health concern 

 3. Describe the route(s) of transmission of Leishmaniasis 

 4. Understand the complex relationships between host and vector that affect transmission and  

 control. 

 5. Integrate the host and parasite relationships to understand the immune response nature of 

 disease and disease manifestations. 

mailto:Zabdeen13@gmail.com
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 6. Interpret epidemiological indices associated with patterns of Leishmaniasis transmission. 

 7. Monitor and evaluate different approaches to Leishmania control, either through vector 

 control, chemotherapy and vaccines when they become available. 

 8. Describe and demonstrate competency-based training techniques 

 9. Describe levels of training evaluation 

 

What will you achieve? 

By the end of the workshop, you'll be able to... 

1. Describe the cause of Leishmaniasis, the way it is transmitted and the basic epidemiology of the 

 disease. 

2.  Identify the clinical pictures of Leishmaniasis and the tools used for the diagnosis and treatment 

 of Leishmaniasis, in order to improve case management. 

3.  Identify and name the different control measures for Leishmaniasis 

4.  Reflect on the realities of implementing a Leishmania control programme and the role of 

 community outreach, disease surveillance and control program evaluation. 

5.  Have an improved understanding of the fundamentals of monitoring and evaluation 

6.  Be able to apply these principles to the work of their institution in order to facilitate increased 

 efficiency and effectiveness 

7.  Describe the steps needed to plan for training implementation. 

8.  Develop selected components of a training curriculum  

 

Training/Learning Methodology: 

 Discussion 

 Group work 

 Lecturette 

 

Workshop Materials: 

1.  Service M W, Medical Entomology for Students, 2nd edition, Chapman and Hall, New York, 

 Philadelphia, 1996 

2.  Purdom P.W, Environmental Health, 2nd edition, Bruce Jouanovian Publishers, New York, 1980 

3.  Brunner and sudrath’s text book of medical and Surgical Nursing, 9th edition Pharmacology for 

 Nurses 
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4.  Gordon c. Cook and Alimudin Zumla, Manson’s tropical Diseases, 21st edition, WB Sounders, 

 2003 

5.  Braunwald, Fauci, Kasper, Harrison’s Principles of Internal Medicine, 15th edition, McGraw-Hill 

 medical Publishing division, 2001 

6.  Lawrence M. Tierney.Jr,Stephen J. Mcphee,Current Medical diagnosis and treatment,42nd 

 edition, Lange medical books/McGraw-Hill,2003 

 

Recommended text: 

Participants will be provided with pertinent journal articles and reading materials as they apply to each 

module. It is recommended that Handbook of Zoonosies: Identification and Prevention by J. L. Colville 

and D.L. Berryhill. 2007 ISBN: 978-0-323-04478-3, be read Human-Animal Medicine: Clinical Approaches 

to Zoonoses, Toxicants and other Shared Health Risks by Rabinowitz and Conti. 2009 ISBN: 978-

1416068372 
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Leishmaniasis Workshop 

Sessions and Times 

Day 1 

 
Session 1 

Time Title Duration 

08:30-09:00 Registration 30 minutes 

09:00-11:10 Welcome 130 minutes 

 Introduce yourself to the group 20 minutes 

Alliterate – the name game 10 minutes 

Answer the 4 Gs 35 minutes 

Official Welcome 10 minutes 

Training Objectives and Agenda 20 minutes 

Pre-Test 15 minutes 

Break 20 minutes 

Session 2 11:10-13:00 History and Epidemiology and life cycle of 
Leishmaniasis  

110 minutes 

  What is a parasite? 
Definition, classification, pathogenesis 

10 minutes 

Definition of Leishmania and Leishmaniasis 
History and Synonyms 

10 minutes 

What is Epidemiology? 
Incidence, Prevalence, health determinants 

15 minutes 

What is Public Health? 20 minutes 

Geographical distribution 
Worldwide, regionally + maps 
Impact of Leishmaniasis (DALY) 

 
15 minutes 

Pathophysiology 
Parasite Taxonomy 
Parasite Morphology (different forms) 
 Promastigote (infectious form 
 Amastigote (Disease causing form) 
Life Cycle 
Mode of Transmission 
Steps of phagocytosis 

 
40 minutes 

 13:00-14:00 Lunch 60 minutes 

Session 3 14:00-15:30 Types of Leishmaniasis, clinical 
manifestation and Symptoms 

 
90 minutes 

  Types of Leishmaniasis (3 types) 10 minutes 

Clinical manifestation of different species 15 minutes 

Reservoirs 10 minutes 

Vectors (important species) 10 minutes 

Break 20 minutes 

Assignment 
Epidemiology of Leishmaniasis by country 

10 minutes 

Post-test 15 minutes 
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APPENDIX 2 

 

 

“People for Peaceful Change” 

Report on a strategic workshop on Leishmaniasis in Israel, Palestine [West 

Bank & Gaza] and Jordan. Held November 11- 14 2018 in Athens, Greece. 

 

 

Report prepared by 

 

Dr Robert C Spencer 

MB BS MSc FRCP[G] FRCPath HonDipHIC 

Consultant in Clinical & Environmental Microbiology 

3 Lavender Close 

Thornbury 

Bristol 

BS35 1UL 

United Kingdom 

Email: rcs1947@hotmail.co.uk 
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Participants 

Moderator & Rapporteur:   Dr Robert C Spencer 

Palestine:  

Professor Ziad Abdeen 

Dr Amer Al-Jawabreh 

Dr Suhai Oraiqat 

Israel: 

Dr Ruthi Yishai 

Dr Tamar Yeger 

Dr Fouad Akad 

Jordan: 

Dr Sami Sheikh Ali 

Dr Gazi Sharkas 

Dr Khalil Kanani 

Staff: 

Sari Husseini 

Wajdi Bkeirat 

Muayyad Ghoul 

Observers from CORDS 

Dr Christophe Longuet & Ms Sabrina Salem 

Introduction 
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Leishmaniasis, especially of the cutaneous form, is a known major clinical 

problem across the Middle East, including Jordan, Palestine and Israel. Some 

countries have noticed a resurgence of cases in recent years. Each of these 

three countries use different ways of diagnosis, whether clinical or laboratory, 

different therapeutic modalities depending on availability of appropriate 

medicines and different methods of control and prevention. The workshop 

was developed along the lines of 

 

1. Incidence and distribution of Leishmaniasis in each country 

2. Epidemiology and control 

3. Mode of transmission and vectors 

4. Clinical and laboratory diagnosis 

5. Treatment 

6. Future developments in research and areas of mutual cooperation. For 

instance studies on the factors affecting the transmission of the disease, 

role of new urban constructions in populated areas, development of 

effective control measures, increase awareness amongst all healthcare 

professional and assist in an intensive public education programme 

especially in areas of known Leishmaniasis foci. 

 

Presentations by each country 

Palestine West Bank 

There are no cases in Gaza [personal communication to RCS by International 

Cooperation Department, ministry of Health, Gaza]. 

All future discussion relates to The West Bank. It is estimated there are 300-

400 cases per year of cutaneous leishmaniasis [8-10 cases per 100000 

population]; visceral leishmaniasis is sporadic with only 2-7 cases per year. CL 

caused by L.tropica and L.major. VL by L.infanta. The life cycle of the parasite 

was reviewed as was the role of zoonotic hosts such as the rock hyrax and 
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domestic dogs. The diagnosis is a combination of clinical in the first instance 

followed by laboratory investigations which could include Giemsa stain 

microscopy, culture using Novy-MacNeal-Nicolle [NNN] Media, PCR with RFLP 

sequencing [Jericho Reference Laboratory] and serology in cases of VL. A 

standardised protocol is used in all laboratories. Treatment is with sodium 

stibogluonate [Pentostam] with ambisome as second line. Prevention and 

control included spraying during the “biting Season”, May –September; 

window screens but bed nets are not used. 

Jordan 

They report some 200 -300 cases of CL per year [3.2 per 100000 head of 

population and some 20 cases of VL. In the last few years there has been an 

increase mainly due to the influx of large numbers of Syrian refugees. Before 

1993 there are no statistics. Compared to their neighbouring countries, Syria, 

Iraq and Saudi Arabia, they have a much lower incidence of the disease. The 

epidemiology concerning L.major, L.tropica and L.infanta and their vectors 

and hosts such as rock hyrax and fat sand rat were presented. All cases in 

Jordan are considered zoonotic except in Syrian refugees where 

anthropophilic transmission is thought to occur. Diagnosis is mainly clinical as 

laboratory facilities are not available at the regional level. The central 

laboratory in Amman performs Giemsa staining of smears, culture and blood 

PCR. They do have an immunofluorescent test specific for L.infanta in cases of 

VL. They wish to create regional laboratories in the north and south to relieve 

workload pressure on the central laboratory in Amman. Treatment is given in 

accordance with WHO Guidelines. For CL cryotherapy is used mainly but local 

infiltration of pentostam is also used. For VL systemic pentostam is given for 

30 days. As regards prevention and control they advocate window screens, 

education and awareness campaigns, chemical and environmental control of 

hosts and vectors. 
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Israel 

L.major occurs in sandfly areas such as Jordan Valley, East & Central Negev 

and Dead Sea. L.tropica occurs in rocky areas such as Jerusalem, Judea, 

Samaria, East Galilee and Tiberias. In 2017 there were over 1000 laboratory 

confirmed human cases, mainly CL variety. As regards diagnosis there are no 

standardised methods of sampling and no strict protocol. They use 

microscopy, do not culture,PCR techniques include Taqman, RFLP and HRM. In 

cases of VL they also confirm with serology. Treatment depends on species of 

Leishmania, the hospital and the doctor. Leishmaniasis is a notifiable disease. 

Prevention and control is multi-faceted with public information on what and 

what not to do; habitat control with regard to the rock hydrax [a protected 

animal], infrastructure [all boulders crumbled] fence treatment. They do not 

spray but target breeding sites of sandflies as per mosquitos. 

 

Priorities for Research and Public Health Policy 

The participants split into two groups to consider this proposal based on 

suggestions from two peer reviewed articles on Leishmaniasis: 

1. Leishmaniasis. S.Burza, SL Croft and M Boelaert [2018] Lancet 392:951 – 

970 

2. Cutaneous leishmaniasis.R. Riethinger, J-C Dujardin, et al [2007] Lancet 

Infectious Diseases 7:581 -596 

 

These ideas covered general approaches, diagnosis, treatment, vaccines, 

epidemiology, prevention and control. With regard to public health, 

harmonisation of notification, prevention and control guidelines, therapeutic 

options and development of cost effective prevention and control strategies. 
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Suggestions. These are listed in no particular order of importance. 

Each proposal should be manageable, affordable and achievable within the 

time frame. 

Israel has stopped spraying because you have to spray every few days during 

the biting season which has a deleterious effect on humans and the 

environment. 

Differences in protocols for diagnosis and treatment 

How to take samples 

Availability of the different laboratory methods – microscopy, culture, PCR 

[species specific for L.major/tropica/infant], serology rK39. Sample 

preservation. Jericho has a large store at -80 degrees of samples. 

Training of technical and scientific personnel. 

Establishment of a Leishmaniasis Unit for Jordan/ for all three countries. 

Treatment depends on Leishmaniasis species. Topical v intra lesion; systemic 

for VL. 

Vector and reservoir control with cooperation between ministries of health, 

environment, agriculture and the municipalities. Rick assessment, mapping, 

surveys. In the Middle East it is estimated that upto 17 sandfly species have 

been implicated in leishmaniasis. 

Control and prevention – vector –spray not spray, window screens, bed nets, 

insecticides. Human – awareness, education, repellants. Reservoir  - destroy 

habitat, relocate hydrax, but where? 

Creation of a regional/national committee with representatives from relevant 

ministries [see above]. To meet three/four times per year with updates on 

progress made. 

Train technicians. 
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Strengthen capacity 

Laboratory diagnostic protocols  

Vector studies 

Reservoir studies 

Adopt WHO Criteria for case management. Develop a national protocol. 

Create national database which could be shared with each other country – 

patient demography, treatment, diagnosis, epidemiology. 

Research into therapeutic options. 

Vaccination. Leishmanisation as practised, allegedly by Bedouins, and various 

local armed forces. 

Control of vectors and reservoirs. Which method? Lack of standardisation.  

Funding by governments and / or outside bodies. How to achieve increase in 

funding at a time of austerity. 

Use of media especially of the social type. 

 

General Discussion. Here I have adopted Chatham House Rules whereby the 

identity or affiliation of the participant is not revealed. The following bullet 

points are not in any order of importance. 

1.  Gaps and how to fill them. Where do we go from here? 

2.  Have a finance person on board. 

3.  Make visits to other countries. Exchange ideas. 

4.  Keep up energy and momentum 

5.  Diseases do not own passports and ignore international borders. 

6.  Each country has the disease. 

7.  Problems seem to be growing. 

8.  Co-ordinate responses 
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9.  Need good surveillance and good competent staff. 

10. Improved access to diagnosis and treatment. 

11. A disease of poor and marginalised people. 

12. Educate the dermatologists. 

13. Demography in all three countries. 

14. Shared regional database. 

15. Capacity building 

16. Species diagnosis in human cases. 

17. Surveillance and control differs – plea for commonality. 

18. When or if to spray. 

19. Political will and commitment to eradicate leishmaniasis. 

20. Way forward to remove the problem. 

21. Use risk communication experts. Social media. 

22. Training including veterinarians. 

23. Standardisation of laboratory diagnosis with improved capability. 

24. Treatment is resource based. 

25. What to do with the hydrax? 

26. Syrian refugees are not the only leishmaniasis problem in Jordan. 

 There are indigenous cases. 

27. How to move forward as it is not easy to promote this disease 

 given all the other health problems in the region. 

28. Need for a political initiative. 

29. How to share data. 

30. Need for all political entities in each country to talk to each other. 

 Need “buy in”. 

31. Political issues hang over everything. 

32. Ministries have a “silo mentality”. 

33. Political decisions are taken but kept under wraps because of the 

 fear of kick-back. 

34. The malign influence of social media on individuals who may show 

 their heads above the parapet. 
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35. Importance of MECIDS. 

36. Role of CORDS 

37. The modality of cooperation has to change. 

38. Bottom line is “Help the People”. 

39. Role of SFCG. 

40. International funding – DFID, USAid. 

41. Creation of a Central Leishmaniasis Laboratory. 

42. Funders want to see an impact on “The Benefits to People”. 

 

“Hot Wash Up” 

Again Chatham House Rules Apply 

1.  Impressed with this small committed meeting. 

2.  Open discussion. Shared problems. Common problems. 

3.  Ministries do not appreciate the role of scientific research. 

4.  Shared common interests. 

5.  List of challenges in the way ahead. 

6.  Do not close our eyes to politics, which cannot be ignored. 

7.  If we make mistakes, admit them and go forward.  

8.  How do we know which are the right buttons to press to achieve 

 our goals. 

9.  Need tangible results to impress Governments. 

10. Have belief in collaboration. Do more. 

11. Need for diagnostic protocols, technical training, standardised 

 laboratory work. 

12. Common protocols but flexible at the same time to take in 

 differences between the three countries. 

13. Plan future activities to address the challenges ahead. 

14. Do not forget ecological needs. 

15. “A pessimist is an optimist but with more experience” 
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16. Move forwards in collaboration. Infectious diseases know no 

 borders. 

17. Collaboration of specialists is essential but not sufficient in itself. 

18. We must not lose momentum, which may happen if funding 

 doesn’t arrive.  

19. Valuable discussion as a platform for developing guidelines, for 

 tracking disease and look forward very much to future 

 collaboration 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


