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Abstract
This study examines the roles globalization plays in the spread of neglected tropical diseases like
malaria and measles from region to region. Based on the analyzed data in 7 global regions, the
study found that measles dropped from 1755 measles cases in all measured regions to 19 measles
cases, 92.3 times, or 923% between 2000 and 2005. Conversely, the study found an unexplainable
symmetrical increase between 2010 and 2014 from the original 19 measles cases to 1540 cases,
81.05 times, or approximately 811% regionally worldwide. The study also found that neglecting
tropical diseases by presumed and assumed safer regions’ leaders as defensive mechanisms, were
ineffective, inefficient, and in proficient; because malaria and measles continue to spread from region to region worldwide; regardless of efforts. The implication of this study is to assist international public health officials, public policy officials, and global leaderships to rethink, refocus, and
revisit their treatments modalities, spread prevention methodologies, and practical approaches in
addressing tropical neglected diseases such as malaria and particularly measles, which could
eventually bring some positive social changes regionally; worldwide.
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1. Introduction
The purpose of the study was to analyze the role globalization in the spread of neglected tropical diseases like
malaria and measles. Normally developing countries are the ones which are affected by neglected tropical diseases
because of various underlying factors like malnutrition, poverty, sanitary, conditions plus economic factors as
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well as climate conditions. But, globalization has changed, all these authors have tried to analyze the changes in
the pattern taking two common infectious diseases, measles and malaria. Globalization serves as assistance to
infected measles carrier (person) from one region to another; but, it assists malaria required insect vectors such
as mosquito to accomplish the same goal as well. Additionally, those who were infected prior to traveling to
other regions often seek treatments and recorded in these regions [1] [2].
This study looked into the relationships between globalization “global village” and the spread of originally
tropically neglected diseases such as malaria and particularly measles across 7 major international geographical
areas between 2000 and 2014. Statistical analyses of this study pinpointed the impacts of measles in 7 major
geographical areas in 14 years. These areas were African Region, Region of the Americas, Eastern Mediterranean Region, European Region, South-East Region, Asia Region, and Western Pacific Region, to be specific.
These areas accounted for the major measles affected areas between 2000 and 2014. The findings of this study
should shed some lights on the roles globalization plays in the spreading of originally tropically neglected diseases such as malaria and measles worldwide; and, how to systematically control them before they become international epidemics.

2. Malaria
It is undeniable that public health officials have to remain vigilant and change the way they perceive the spread
of disease form one area to another. Over the years, as the world becomes more global, many western countries
are beginning to realize the impact of malaria importation. Over the years importation of malaria is becoming
prevalent and many reported cases are becoming evident [3] [4]. Malaria importation is described as patients
who have traveled form endemic area and thereafter been diagnosed in non-endemic areas. While many countries in Africa have been and continue to be significantly impacted by this deadly infection, this has not been the
case in many western countries [5] [6].
However, over the years malaria is presenting itself in countries otherwise known to have completely eradicated malaria. As health care personalities, we have to realize that we are no longer isolated as countries but we
are all connected in one inescapable network and whatever touches one will eventually touch the other. With
that in mind, it is imperative that health care officials come together and create intervention measures that help
elevate the overall impact on imported diseases. As such, health care officials all over the world have to partner
and work collaboratively with other nations, especially those mostly impacted by malaria and implement intervention measures that will benefit all parties.

3. Measles
Beside the above pinpointed neglected tropical diseases, measles is yet another disease Americans are currently
experiencing in California, and Florida, among other places just to mention a few. According to Caserta [7],
“Measles, also known as morbilli or rubeola, is a highly contagious infection caused by the measles virus”
(para. 1). Measles had been well documented as one of the most deadly and most contagious diseases in the
world; due to its ability to overwhelm the world’s population upon its arrival. According to historic records,
measles killed approximately 20% of Hawaii population in 1850; in 1875, measles killed 40,000 of Fijians or
approximately 33% of the population and in the 19 Century Measles killed 50% of the Andamanese population
[8]-[15]. Based on these staggering historic statistical records, the negative impacts of measles as a disease on
humanity cannot be undermined or understated. Yet, tropical diseases such as measles are still being neglected
worldwide; but, globalization has redefined our outlooks when dealing with measles as well as other tropical
diseases.
Who Health Organization (WHO, 2006) [12] and other researchers, estimated that between 1990 and 2011
there was almost 400% drop of deaths caused by measles from 630,000 in 1990 to 158,000 deaths in 2011
[16]-[21]. They pinpointed that measles is more common in developing countries with a ratio of 1 to 2 cases
within 1000 poll calculation to draw data from with a statistical ratio of (00.1% to 00.2%). Not surprisingly, developing countries with low nutrition or malnutrition often lack the needed healthcare applications, approaches,
and modules which eventually speed up the death rates and ratios symmetrically in no time. According to United
Nations (UN) [20], measles death rate in developing countries was as low as 10% initially; however, due to lack
of treatments, malnutrition, and other factors, these rates are systematically and symmetrically increased higher
than anticipated levels. Future estimate indicated that additional associative complications that follow these hig-
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hlighted issues could increase the mortality from 10% to between 20%, and possibly 30% [13] [14] [19]. These
statistical estimates are disturbing.
However, this disease is no longer limited to developing countries as previously predicted by public health
experts, social scientists, as well as leaderships. For example, while there has been a significant reduction of
measles infections worldwide since 1990s to the early 2000s, measles is currently on the increase worldwide due
to multiple factors. These multiple factors include lack of measles vaccine immunization, lack of environmental
sustainability known as critical community size (CCS), and globalization just to mention a few [21]; [16]-[18]
[22] [23]. Furthermore, according to Center for Disease Control and Prevention [24], as complicated measles
had been in the past and still today, globalization of the world known “Global Village” has immensely contributed to the speedy spread of measles across the world in the late 20 century into the early 21 st century. For example, “…in 2006-07 there were 12,132 cases in 32 European countries: 85% occurred in five countries: Germany, Italy, Romania, Switzerland and the UK. 80% occurred in children and there were 7 deaths” (BBC, 2006
as Cited In McNeil, 2009, p. 1) [25]. The statistical analyses of the reoccurrences of measles globally, especially
in the western world will be conducted in this study.

4. Methodology
This research study investigated the globalization roles in spreading measles worldwide using a Non-Experimental
Descriptive Statistics measurements design concentrating on measles spread between 2000 and 2014 in 7 pinpointed geographical regions worldwide. Non-Experimental Descriptive study statistically examines or secondary data and makes some social scientific senses out of the outcomes of data analyses. The statistical measurements of this study concentrated on general descriptive statistics, percentile values, central tendencies, dispersions, and distribution of data, along with one-way sample statistics test, and a confidence interval differences
test. Non-Experimental Descriptive study relies on the statistical analyses of existing secondary data, through
comprehensive measurements of the above mentioned measurements’ perimeters [26]-[29].

4.1. Data Collection
These database analyses examined the overall of spread of measles in 7 major geographical areas as a result of
globalization effects. This research study implemented a specific purposeful “multiple case study” by collecting
samples from 7 regions using the application of “cluster data sampling” sample collection technique. The data
were collected through a comprehensive collaboration of WHO and CDC from 1980 to 2014; but, in this study,
only data from 2000 to 2014 were analyzed because they were more current. Since all needed secondary data
were available, Atatah, Rutledge, Thomas, and Settles [30], Statistical Significant Differences Multiplier (SSDM)
was not needed for future data projections or estimations in this study.
This quantitative research study investigated two major research questions. These questions were;
1) Research Question 1. RQ 1: What are the relationships between globalization “Global Village” and the
spread of contagious tropical neglected diseases such as malaria and measles from one region to another worldwide?
2) Research Question 2. RQ 2: What are the motivating factors in spreading the tropical neglected diseases
such as malaria and measles from one region to another worldwide?

4.2. Data Analyses
These areas examined in this study were African Region, Region of the Americas, Eastern Mediterranean Region, European Region, South-East Region, Asia Region, to the Western Pacific Region. This statistical calculation ranged from 2000 to 2005 coded as (2005) records, from 2005 to 2010 coded as (2010) records, and from
2010 until 2014 coded as (2014) records into Statistical Package for Social Sciences (SPSS, 2015) as shown in
the tables and figures below.
Table 1 indicated active secondary statistical data from 2000 to 2014 of measles cases in pinpointed affected
areas. These areas ranged from African Region, Region of the Americas, Eastern Mediterranean Region, European Region, South-East Region, Asia Region, to the Western Pacific Region. These areas accounted for the
measles affected areas between 2000 and 2014. For statistical analyses reason, the data were broken down into
three major years which were 2005, 2010, and 2014. The maximum (Max) measles cases were 520,102,
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316,224, and 34,310 respectively; while minimum (Min) were 19, 1540, and 1755. The Standard Deviation (SD)
ranged from 186,186 to 12,075 respectively (see Table 1 as shown below).
Table 2 indicated active secondary statistical data from 2000 to 2014 of measles cases in pinpointed affected
areas. The maximum (Max) measles cases were 520,102, 316,224, and 34,310 respectively; while minimum
(Min) were 19, 1540, and 1755. The Standard Deviation (SD) ranged from 186,186 to 12,075 respectively as
shown in Table 7. The summations were 838,338 in 2000, 582,292 in 2005, and 57,733 in 2014. However, the
most statistical significant differences were the mode (MD) of 1755 in 2005, 19 in 2010, and 1540 in 2014 and
the was no statistical significant differences in Skewness (SK) and Std. Error of Skewness (S.ES) (see Table 2
as shown below).
Table 1. Descriptive statistics of measles cases in 2000, 2005, and 2014.
Descriptive Statistics
N

Minimum

Maximum

Mean

Std. Deviation

2005

7

1755.00

520,102.00

119,762.5714

186,186.29076

2010

7

19.00

316,224.00

83,184.5714

112,964.78247

2014

7

1540.00

34,310.00

8247.5714

12,075.31349

Valid N (listwise)

7

Table 2. Statistical analyses of measles cases 2000, 2005, and 2014.
Statistics
Measles

2005

2010

2014

Valid

8

7

7

7

Missing

0

1

1

1

Mean

119,762.5714

83,184.5714

8247.5714

Std. Error of Mean

70,371.80327

42,696.67447

4564.03950

Median

38,592.0000

37,332.0000

2430.0000

Mode

1755.00a

19.00a

1540.00a

Std. Deviation

186,186.29076

112,964.78247

12,075.31349

Variance

34,665,334,866.952

12,761,042,077.619

145,813,195.952

Skewness

2.161

1.817

2.208

Std. Error of Skewness

0.794

0.794

0.794

Kurtosis

4.768

3.399

4.879

Std. Error of Kurtosis

1.587

1.587

1.587

Range

518,347.00

316,205.00

32,770.00

Minimum

1755.00

19.00

1540.00

Maximum

520,102.00

316,224.00

34,310.00

Sum

838,338.00

582,292.00

57,733.00

25

2000.0000

2005.0000

2014.0000

50

38,592.0000

37,332.0000

2430.0000

75

176,493.0000

128,016.0000

12,125.0000

100

520,102.0000

316,224.0000

34,310.0000

N

Percentiles

a

Multiple modes exist. The smallest value is shown.
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Table 3 indicated the measles outbreaks in 7 major regions cumulative frequencies. African region showed
12.5%, European showed 12.5% and South East Asia and Western regions showed the same 12.5% as well.
There were no missing data (see Table 3).
Table 4 showed frequencies distribution of 12.5%, valid frequencies of 14.3, and cumulative frequencies of
14.3 as well. There were no missing data (see Table 4).
Table 5 showed a similar cumulative frequencies distribution as Table 5 and as usual, there were no missing
data as well (see Table 5 as shown above).
Table 6 showed a similar cumulative frequencies distribution as Table 6 and there were no missing data
based on the cumulative frequencies distribution. Also, there were no missing data (see Table 6).
Table 7 showed a One-Sample statistics of measles outbreaks from mid 2000 to 2014. The number of cases
(N) represented 7 regions, the collective measles mean (M) were 83185 and 8248 while the Std. Error Mean
(SEM) were 42697 and 4564 respectively (see Table 5).
Table 8 showed a One-Sample Test of Measles Outbreaks from 2000 to 2014 tests (t) were 1.95 and 1.81, (df)
were 6 and 6, while the Sig (2-tailed) or (P-Value) <0.05 or >0.95 were 0.099 and 0.121 respectively. In fact,
Table 3. Measles cumulative frequency in 7 major regions.
Measles
Frequency

Percent

Valid Percent

Cumulative Percent

1

12.5

12.5

12.5

African

1

12.5

12.5

25.0

Eastern

1

12.5

12.5

37.5

EM Region

1

12.5

12.5

50.0

European Region

1

12.5

12.5

62.5

SE Region

1

12.5

12.5

75.0

Asian Region

1

12.5

12.5

87.5

Western Pacific Region

1

12.5

12.5

100.0

Total

8

100.0

100.0

Valid

Table 4. Measles cumulative frequency in 2005.
2005
Frequency

Percent

Valid Percent

Cumulative Percent

1755.00

1

12.5

14.3

14.3

2000.00

1

12.5

14.3

28.6

37,421.00

1

12.5

14.3

42.9

38,592.00

1

12.5

14.3

57.1

61,975.00

1

12.5

14.3

71.4

176,493.00

1

12.5

14.3

85.7

520,102.00

1

12.5

14.3

100.0

Total

7

87.5

100.0

System

1

12.5

8

100.0

Valid

Missing
Total
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Table 5. Measles cumulative frequency in 2010.
2010
Frequency

Percent

Valid Percent

Cumulative Percent

19.00

1

12.5

14.3

14.3

2005.00

1

12.5

14.3

28.6

15,069.00

1

12.5

14.3

42.9

37,332.00

1

12.5

14.3

57.1

83,627.00

1

12.5

14.3

71.4

128,016.00

1

12.5

14.3

85.7

316,224.00

1

12.5

14.3

100.0

Total

7

87.5

100.0

System

1

12.5

8

100.0

Valid

Missing
Total

Table 6. Measles cumulative frequencies in 2014.
2014
Frequency

Percent

Valid Percent

Cumulative Percent

1540.00

1

12.5

14.3

14.3

2014.00

1

12.5

14.3

28.6

2214.00

1

12.5

14.3

42.9

2430.00

1

12.5

14.3

57.1

3100.00

1

12.5

14.3

71.4

12,125.00

1

12.5

14.3

85.7

34,310.00

1

12.5

14.3

100.0

Total

7

87.5

100.0

System

1

12.5

8

100.0

Valid

Missing
Total

Table 7. One-sample statistics of measles outbreaks from 2000 to 2014.
One Sample Statistics
N

Mean

Std. Deviation

Std. Error Mean

Measles

7

83,184.5714

112,964.78247

42,696.67447

2000 to 2014

7

8247.5714

12,075.31349

4564.03950

Table 8. One-Sample test of measles outbreaks from 2000 to 2014.
One-Sample Test
Test Value = 0
95% Confidence Interval of the Difference
t

df

Sig. (2-tailed)

Mean Difference
Lower

Upper

Measles

1.948

6

0.099

83,184.57143

−21,290.4273

187,659.5702

2000 to 2014

1.807

6

0.121

8247.57143

−2920.2309

19,415.3738
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data showed no statistical significant differences since measurements simply concentrated singularly on measles
spreading across 7 regions worldwide, ranging from Africa region to Western region between 2000 and 2014
(see Table 8).
Table 9 showed the malaria cases in United States between 2005 and 2011 seconding data obtained from
CDC. Valid number (N) was 4 years which were 2005, 2008, 2010, and 2011 in the United States. The maximum (Max) cases was 1925 in 2011 and the minimum (Min) was 1505 in 2008. The median (Med) was approximately 1610 cases, the mean (Me) 1662 and the standard deviation (Std. D) was approximately 194 cases
(see Table 9).
Table 10 showed the cumulative frequency distribution between 2005 and 2011 in the United States There
was no missing cases because 2005 equaled 1528 malaria cases 2008 equaled 1505 malaria cases 2010 equaled
1691 malaria cases and 2011 equaled 1925 malaria cases (see Table 10).

5. Results of the Study
5.1. Measles’ Results
Based on available dataset analyses in this study, we found that minimum spread of measles in the 7 selected
Table 9. Descriptive statistics of malaria cases in US from 2005 to 2011.
Descriptive Statistics
Valid

4

N
Missing

0

Mean

1662.2500

Std. Error of Mean

96.87395

Median

1609.5000

Mode

1505.00a

Std. Deviation

193.74790

Variance

37,538.250

Skewness

1.087

Std. Error of Skewness

1.014

Kurtosis

−0.009

Std. Error of Kurtosis

2.619

Range

420.00

Minimum

1505.00

Maximum

1925.00

Sum

6649.00

a. Multiple modes exist. The smallest value is shown.

Table 10. Malaria cumulative frequency distribution from 2005 to 2011 in US.
Malaria Cumulative Frequency
Cases of Malaria

Valid

Frequency

Percent

Valid Percent

Cumulative Percent

1505.00

1

25.0

25.0

25.0

1528.00

1

25.0

25.0

50.0

1691.00

1

25.0

25.0

75.0

1925.00

1

25.0

25.0

100.0

Total

4

100.0

100.0
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research samples decreased from 1755 cases to 19 cases, 92.3 times, or 923% from 2000 to 2005. Contrarily, it
increased from 19 cases to 1540 cases, 81.05 times, or 811% in 2014. This was an alarming finding in this study
because an almost all regional eliminated disease such as measles resurfaced with stronger contagious strings in
less than 5 years. The maximum cases of measles decreased 520,102 in 2000 to 316,224 or 61% in 2005. Furthermore, the cases dropped from 316224 in 2005 to 34,310 or 0.108% or approximately 11% in 2014. We further found that the measles mean cases dropped from 119,763 to 83,185 or 69% between 2000 and 2005. Also,
between 2005 and 2014 the cases dropped from 83,185 to 8248 or 0.099% according to the analyzed data. The
measles standard deviation cases dropped from 186,186 to 112,965 or 61% between 2000 and 2005; and
dropped again between 2005 and 2014 from 112,965 to 12,075 or 0.106% or approximately 11% in measles
cases. Based on the above analyses, we found that tropical neglected diseases such as malaria and measles in
particular, are resurfacing from one geographical location to another due to the concept of globalization or
“Global Village” phenomenon. A phenomenon that makes it possible for one infested person to travel to another
region knowingly or unknowing, and eventually infest whomever he or she has comes in contact with, particularly when dealing with contagious disease such as measles.
Additionally, we also found that the three major contributing factors in spreading of originally tropically neglected diseases such as malaria and measles were transportation (importations or exportations) immigration of
people, easy transportation accessibility, and internal conflict regions. Based on the data reviewed, we found that
there was a direct relationship between conflict periods and the increase in the resurfacing of tropical diseases
such as malaria and measles to be specific. For example, between 2000 and 2005, measles counts were at its
minimum number of 19 cases; this was a less human conflicting period in many targeted study’s critical community regions. However, we surprisingly found that as human regional conflicts intensified between 2005 and
2014, as such, the minimum measles counts jumped from 19 to 1540, 81.05 times, or 811% cases in less than 10
years. This showed that human immigration (importations or exportations), transportation, and uncontrollable
regional human conflicts were some of the pinpointed motivating factors in the spreading originally tropically
neglected diseases such as malaria and particularly measles from one region to another.

5.2. Malaria’s Results
We found that between 2005 and 2008 malaria decreased from 1528 to 1505 or 0.015% and between 2008 and
2010 the cases increased from 1505 to 1691 or 11% and between 2010 and 2011 it again increased from 1691 to
1925 or approximately 13% see Table 9 and Table 10 as shown above. CDC records showed that in 2012, approximately 1683 out of 1687 or 99% of malaria cases in United States were imported. This is significant indicators that people who were infected travel to the United States to seek treatments, but be counted as malaria
cases knowingly or unknowingly; regardless.
Finally, we found that the cases of malaria and measles which were originally controlled in western world are
currently resurfacing from critical community regions to presumed safe regions where such diseases were almost eliminated for generations. Above all, we further found that malaria and measles in particular are resurfacing or mushrooming throughout African Region, Region of the Americas, Eastern Mediterranean Region, European Region, South-East Asia Region, and even Western Pacific Region, to be specific. In late 2014 and early
2015 for example, measles that was regarded as old gone and eliminated tropical disease from the western world,
actually resurfaced and mushroomed its way into some assumed safe critical communities in some states in the
United States of America. Based on these findings, we summed that malaria and measles are no longer regarded
as tropically neglected diseases. Instead, they are now resurfacing as international epidemics that the world public health, public policy officials, and leaderships need to carefully tackle, before they systematically become
international epidemics or possibly quagmires.

6. Statistical Analyses of the Findings
In this study, we found that there was a direct relationship between globalization “Global Village” and the
spread of tropically neglected diseases such as malaria and particularly measles from regions to regions. As such,
we rejected the Null Hypothesis H01: That there was no relationship between globalization “Global Village”
and the spread of tropically neglected diseases such as malaria and particularly measles worldwide. Instead, we
accepted the Alternative Hypothesis H11: That there was a direct relationship between globalization “Global
Village” and the spread of tropically neglected diseases such as malaria and particularly measles from one

52

P. E. Atatah, C. W. Kisavi-Atatah

region to another.
Based on these findings, we rejected the Null Hypothesis and accepted the Alternative Hypothesis. Also, kurtosis showed 4.768 in 2005, 3.399 in 2010, and 4.879 in 2014. Also, skewnesses were 2.161 in 2005, 1.817 in
2010, and 2.208 in 2014. However, there was a balance statistical data distribution in this study because the Std.
Error of Skewnees (Std.ES) were 0.794 in 2005, 2010, and 2014 while the Std. Error of Kurtosis (Std. EK) were
1.587 in 2005, 2010, and 2014. This indicated a statistical balanced data distribution in this study as such we rejected the Null Hypothesis and accepted the Alternative Hypothesis (see Table 2 as shown above). Above all,
there was a statistical significant difference between globalization “Global Village” mentality and the spread of
tropical diseases such as malaria and measles from one region to another. The records showed that approximately 99% of all malaria cases in the United States were somehow imported.

7. Implication of the Study
This quantitative research study shed two major lights as implications for the world to address today and tomorrow to come. First, this research study showed that the days of allowing certain diseases such as tropical diseases like malaria and measles to be fully neglected, are over. This is the case because old but newer phenomenon
such as globalizations “Global Village” actually accelerates the spreading of such diseases from regions to regions like wild fires. Secondly, the world should realize that as previously echoed by historic intellectual psychologists and prophets in the past, “We are all tied together as one inescapable network; that whatever touches
one directly, touches the rest us indirectly eventually” (Dr. Martin Luther King, Jr. 1963-1968, personal communication). These are some of the pressing implications the world should and must collectively and holistically
address before they become international endless quagmires for all. Furthermore, this study should bring some
positive social changes to the rest of the world eventually; if, some of the recommendations are holistically reviewed, initiated, developed, and implemented.

8. Discussion and Conclusion
In summation this comprehensive study made it possible to look into a historic phenomenon of globalization
“Global Village” inputs in the spread of tropical neglected diseases from one region to another. This study
showed that factors such as exportation and importation of goods and human encourage the spread of tropical
neglected diseases particularly measles from one region to another expeditiously. Also, according to a pinpointed personal communication in a public radio by Baylor University Center for Tropically Neglected Diseases department in 2015, one of the largest factors responsible for the spread of tropical diseases from region to
region is humanistic crisis. For example, Ebola (a contagious disease) was and is still more prevalent in Guinea,
Sierra Leone, and Liberia in Africa which have been repeatedly decimated by internal civil wars (humanistic
crisis) for generations. He summed that there is a direct relationship between uncontrollable domesticated civil
wars and the mobilizations of neglected tropical diseases from one crisis area to another.
In should be noted that last year (2014), Baylor University become the first higher learning institution in
America to open a full flagged school/department to deal singularly with majority of tropical neglected diseases’
old and new phenomena [31]-[33]. But, Baylor University should understand that singular approach never wins.
On average, western experts have limited understanding of the metamorphisms of tropically neglected diseases
evolution. As such, collective collaboration of further experts’ inclusiveness, rather than experts’ exclusiveness
is always superior to all. This falls under the philosophical belief of “Divided we fall; and united we stand” (Dr.
M. L. King, Jr. 1963-1968, personal communication). This is the case because neglected diseases are resurfacing
symmetrically worldwide; yet, we have no definite control over their revalidations. This analysis falls under the
social constructionism of the reality of ideological theory; which was developed by Berger and Luckmann in
1966 [34]. In fact obviously, skewed ideologies lead to skewed public policies initiations, developments, and
implementations; which usually leads to fundamental holistic counterproductive outcomes across the board, in
the final analysis.
Another interesting finding of this comprehensive study is to showcase the issues associated with neglected
diseases implications and how to address them before they become unsustainable quagmires. Therefore, the
findings of this study serves as a drawing board for public health officials to constructively rethink and revisit
the dynamics associated with tropically neglected diseases and find out ways to address them comprehensively.
For example, tropical neglected diseases lack the ability, capability, and capacity to move from one region to

53

P. E. Atatah, C. W. Kisavi-Atatah

another without any humanistic assistance. Precisely, this is where globalization “global village” ideology plays
a pivotal role in the form of transportation, exportation, and importation, among others, just to mention a few. In
other words, there is a significant marginal propensity relationship between “globalization” and the spread of
tropical neglected diseases such as malaria and particularly measles from one coast to another coast; worldwide.
In conclusion the world should know that majority of neglected tropical diseases are currently mushrooming
into a new and modern phenomena that need to be comprehensive and collaboratively addressed internationally.
Failure to address these neglected tropical diseases such as malaria and particularly measles will give them the
opportunity to develop stronger concentrated strings that could pose unsustainable challenges for the world to
deal with periodically; and possibly repeatedly. In the final analysis, one thing is clear. Globalization appears to
be the genesis of importation and exportation of neglected tropical diseases worldwide. For example, Ebola outbreak in 2014 and 2015 is a classical example of the old but new phenomena that was previously ignored by the
world; yet, it resurfaced internationally changing the ways public health care personalities have to deal with
tropically neglected diseases outlooks. Finally, public health care personalities around the world should collaborate and understand that globalization is now a new phenomenon that has changed the ways public health crisis
are addressed. These are lessons learned and insights gained the world should remember when dealing with the
spreading of any contagious diseases in general; but, particularly measles worldwide.

9. Recommendations
The recommendations of this study are as follows:
Tropical Regions:
1) First, it should be noted that tropical neglected diseases such as malaria and measles are common in the
tropical regions; and, tropical regions public health officials and public policymakers should develop better systematic ways in addressing them repeatedly; instead of waiting until they become epidemics.
2) Tropical regions leaderships should be self-sufficient; instead of being repeatedly reliant on the rest of the
world to rescue them from tropical diseases they could successfully tackle themselves.
3) Also, tropical regions should find ways to develop and implement resources for the regions; and, they
should stay away from “dreadlock corruptions mentalities” that have plagued tropical regions for centuries.
Other Regions:
1) Other regions should know that the impacts of globalization (Global Village) make tropically neglected
diseases like malaria and particularly measles closer to home, than ever.
2) Secondly, other regions should understand that whatever happens in the tropical regions could easily mushroom tropically; but, resurface in other regions symmetrically; instead of systematically.
3) CDC should continue to develop and implement international public health policies that could eventually
bring some positive social changes to the rest of the world prior to becoming epidemics; regardless of their locations.
4) Also, charity organizations should find better ways of financially sponsoring developments and implementations of assistances without allowing such resources to end up in the hands of corrupt tropical leaderships. As
such, positive collaboration is a must in achieving success when dealing with contagious diseases particularly
measles.
5) Finally, other regions in particularly tropical regions in general should understand that measles is an extremely contagious disease; and, vaccination is a must; regardless of one’s historic traditions, culture, or religious beliefs.
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