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Public Health Review
Implications for Africa of MERS
Middle East Respiratory Syndrome Coronavirus (MERSCoV), was first noted in 2012, and by June 2013 there
had been 64 laboratory-confirmed cases of the disease.1
It was in September, 2012, that two fatal cases of MERS
were reported in a patient from Saudi Arabia and one
from Qatar 2 among records from the World Health
Organization (WHO).3
As with any emerging infection, the challenge is to
identify new cases in a timely and accurate manner. The
US Centers for Disease Control and Prevention (CDC)
offers the following guidance for initial identification,
prior to laboratory confirmation, what CDC terms the
‘Patient Under Investigation’ (PUI): 4
1. Fever AND pneumonia or acute respiratory distress
syndrome (based on clinical or radiological evidence)
AND EITHER:
a. history of travel from countries in or near the Arabian
Peninsula within 14 days before symptom onset, OR
b. close contact with a symptomatic traveller who
developed fever and acute respiratory illness (not
necessarily pneumonia) within 14 days after
travelling from countries in or near the Arabian
Peninsula, OR
c. a member of a cluster of patients with severe acute
respiratory illness (e.g., fever and pneumonia
requiring hospitalisation) of unknown etiology in
which MERS-CoV is being evaluated, in consultation
with state and local health departments. OR
2. Fever AND symptoms of respiratory illness (not necessarily pneumonia; e.g. cough, shortness of breath) AND
being in a healthcare facility (as a patient, worker, or visitor) within 14 days before symptom onset in a country or
territory in or near the Arabian Peninsula in which recent
healthcare-associated cases of MERS have been identified.
BBC reported that more than 100 more cases and
34 deaths from the new respiratory disease MERS-CoV
have been reported by officials in Saudi Arabia, and the
WHO says there have now been 820 cases of MERS and
286 deaths overall. 5 BBC also notes that in addition to
Saudi Arabia, cases have also been confirmed in Jordan,
Qatar, the United Arab Emirates, France, Germany, Italy,
Tunisia, Egypt, the UK and the US - usually after travel
to Saudi Arabia.
MERS definitely spreads between people who are
in relatively close contact, and WHO explains that, ‘As
much as 75% of the recently reported cases appear to
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be secondary cases, meaning that they are considered
to have acquired the infection from another infected
person.’ 6 But where did MERS come from?
In 2013, researchers observed that MERS-CoV was
closely related to a virus found in bats, but not a ‘direct
ancestor’ to the bat virus. Speculation focused on other
mammals, but focused on the fact that some patients
‘had a history of contact with animals, such as camels
and goats.’ 7 Still, if the virus might have spread from
bats to domestic animals, there was worry that bats with
the related Coronavirus could be found from Europe to
southern Africa.8 Most recently, research in Egypt has
found that camels are in fact carriers.9
Hemida et al. further demonstrated camel involvement in Saudi Arabia in, ‘A prospective study of a dromedary camel herd during the 2013–14 calving season
showed MERS-CoV infection of calves and adults. The
virus was isolated from the nose and faeces but more
frequently from the nose.’10 This ability to isolate a
source within two years is commendable, but serological samples from United Arab Emirates found that 97%
of camels sampled had antibodies against MERS-CoV in
as far back as 2003.11
So far there is good news about transmission. Watson
and colleagues 12 report that ‘chains of transmission’ were
not self-sustaining when infection control was implemented. In addition ‘Despite evidence of human-to-human
transmission, the number of contacts infected by persons
with confirmed infections appears to be limited; sustained
transmission in the community has not been documented.’
Does this mean that MERS cannot spread more widely
(like SARS and Bird Flu) and be established elsewhere,
particularly in sub-Saharan Africa or that it exists elsewhere and has not been detected? The home base of
MERS receives many visitors. WHO, as shared by Watson
et al, reported that, ‘The Hajj, the annual religious pilgrimage to Saudi Arabia, involved 1.37 million pilgrims
from 188 countries in 2013 but resulted in no reports of
confirmed cases in the weeks after the pilgrimage.’12
Zumla and colleagues 13 caution that just because
transmission at, and carriage from the Hajj has not been
documented before does not mean it cannot happen in the
future. They observe that ‘Apart from Saudi Arabia, MERS
cases have been linked to six other countries in the Middle
East: Jordan, Kuwait, Oman, Qatar, Tunisia and the United
Arab Emirates, indicating that a widespread reservoir of
MERS-CoV must exist in the Arabian Gulf.’ They call for
international surveillance sites, especially in Africa, and
testing on any returning pilgrim who has respiratory illness
symptoms. In particular, they call for the development of
rapid diagnostic tests and infection control measures.
Case management, as noted, must account for preventing spread of the infection. Most of our primary and
secondary health facilities in Sub-Saharan Africa would
not have the laboratory resources to detect MERS, and so
countries in the region need to establish a strong referral
system and communicate this to all health staff at the
front line, who themselves must practice infection prevention during the referral process. WHO recommends
‘Droplet precautions should be added to the standard
precautions when providing care to patients with symptoms of acute respiratory infection; contact precautions
and eye protection should be added when caring for
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Close up of the Middle East Respiratory Syndrome virus from http://www.bbc.co.uk/news/health-28044151
probable or confirmed cases of MERS-CoV infection.’14
Also for prevention, WHO outlines that countries
should educate people at risk to ‘avoid close contact with
animals, particularly camels, when visiting farms, markets,
or barn areas where the virus is known to be potentially
circulating. General hygiene measures such as regular hand
washing before and after touching animals, and avoiding
contact with sick animals, should be adhered to.’14
In conclusion, so far MERS-CoV transmission has
been ‘confined’ to a broad swathe of the Middle East,
but travellers to the area have taken it further afield.
Health workers in areas where the natural reservoir and
camels exist, and where residents are likely to travel to
higher transmission areas, such as what might happen
for the upcoming Hajj, need to be on alert for severe
respiratory disease.
One hopes that MERS will not spread anytime in the
near future, but the health system needs to be prepared.
Such preparations should also help strengthen the
health system to respond to any epidemic possibility.
William R Brieger MPH, DrPH
Professor, International Health, JHU Bloomberg School
of Public Health and Senior Malaria Adviser, Jhpiego, an
affiliate of JHU
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free-standing autoclaves.
• Choice of top or front loading.
• Standard ranges up to 700L.
• Ideal steam sterilisers for both small and high
volume applications.
• Anti-microbial finish.
• World-wide recognition for build quality.

call +44 (0)20 8316 6620
email sales@priorclave.co.uk
visit www.priorclave.co.uk

We have been producing steam sterilisers for more
than 25 years, it truly gives us the right to claim that
“autoclaves are our business”

• 5 year programme
• Expertise in healthcare, pharmacy
• Small student cohort with
and medical science education
supportive learning environment • Clinical Education partner with
• Early patient contact
East Lancashire Hospitals
• World-leading and internationally
NHS Trust
acclaimed research staff
*see web for full GMC status.

Our medical degree programme is an exciting
development which is reflected in the School's
modern inter-professional approach.
For further information on the MB BS
and for details on how to apply:
Email: ugmed@uclan.ac.uk
www.uclan.ac.uk/mbbs
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high reproducibility
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