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Abstract 
This study examined the roles globalization played in the spread of originally neglected tropical 
diseases like polio, dengue fever, and in particularly EBOLA from region to region between 2014 
and 2015. Based on the analyzed data of the overall of spread of Ebola in 8 major critical commu-
nity areas (CCA) counties in less than a year, the study found some disturbing effects. The study 
found that EBOLA was more rampart and showed higher identified cases as well as lower survival 
rates in the CCA countries. The identified Ebola cases ranged from 3429 to 1,1841 or 29% to 100% 
in the higher CCA countries; while at the same time, the death rates ranged from 2263 to 4301 or 
53% to 100% cases. At the same time, the Ebola identified cases in the lower CCA countries ranged 
from 1 to 20 or 5% to 100%; while the death rates ranged from 0 to 8 cases 0% to 100%. As usual, 
the study found that neglecting tropical diseases by presumed and assumed safer regions’ leaders 
as defensive mechanisms, were again ineffective, inefficient, and in proficient; because Ebola in 
particular continued to spread from region to region worldwide; regardless of efforts. The impli-
cation of this study was 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 polio, 
dengue fever, and in particularly EBOLA, which could eventually bring some positive social 
changes regionally; worldwide. 
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1. Introduction 
The purpose of this study was to examine the roles globalization played in the spreading of originally tropically 
neglected diseases from one continental area to another. This study looked into the relationships between the 
spread of Polio, Dengue Fever, and particularly Ebola globalization’s roles worldwide between 2014 and 2015. 
Statistical analyses of this study pinpointed the impacts of Ebola in 8 major countries. These countries were Li-
beria, Sierra Leone, Guinea, Nigeria, Senegal, Mali, Spain, and United States of America. These countries ac-
counted for the Ebola affected critical areas between mid 2014 and March 2015 worldwide. The findings of this 
study should shed some lights on the roles globalization played in the spreading of originally tropically neg-
lected diseases worldwide such as Polio, Dengue Fever, and particularly Ebola, and how to systematically con-
trol them before they became international epidemics or possibly quagmires. 

2. Ebola 
While malaria has been a topic that has been widely addressed by health officials over the years, and off cause, 
has become a familiar too many, this has not been the case with Ebola. While we are aware the Ebola was in-
itially emerged in 1976 Zaire and Sudan, many in the Western countries had limited or no knowledge on this in-
fection this is according to the Centers of Disease Control (CDC (2015 [1]). However, this is not the case to date.  
According to Chan as cited in The Washington Post (2014 & 2015 [2] [3]), Ebola to date has claimed approx-
imately 10,000 lives in Liberia, Sierra Leone, and Guinea and continues to pose a serious health challenge to 
many around the world. Ebola was not a serious health concern to many health care personalities in the Western 
Hemisphere (See WHO, 2013; Byrne, 2008; Lozano et al., 2012; McNeil, 2015 [4]-[7]). However, with the fast 
case identified in the United States in 2014, Ebola once an infection that was not of part of the everyday voca-
bulary of many health care workers in Western countries has almost become a household word. 

The importation of Ebola to the United States serious impacted the way health care personalities around the 
world perceive the spread of diseases. It is obvious that public health care workers had and continue to have li-
mited training and knowledge of this infection and obviously ill prepared to handle this infection leaving them 
vulnerable to the spread of this infection. United States is a well-traveled country and chances of importing dis-
ease are highly likely. Therefore, health care workers cannot remain ignorant to the fact that disease that impact 
one region can easily penetrate another region. As such, working together from a global perspective in address-
ing disease prevention and control is vital for health care personalities all over the world. Ebola is clearly a good 
example that clearly shows that we are not take disease outbreak in one region for granted. Besides Ebola, polio 
is yet another previously controlled tropically disease resurfacing in some Africa, Asia, and Eastern countries 
recently. 

3. Polio 
Polio, a virus spread through feces often lives individuals with devastating health problems including death.  
Unfortunately with no known cure, health care personalities have to remain proactive in ensuring that at risk 
populations are vaccinated. Failing to do so can not only impact high risk countries but the importation of this 
virus unavoidable due to importation. In 2010, Polio Global Eradication Initiative warned that countries that 
have managed to eradicate wild polo virus importation could be at risk of Polio importation due to globalization. 
Polio Global Eradication Initiative reported that Polio importation can occur in any country. As such, applying 
intervention strategies to help elevate outbreaks is strongly recommended. 

Additionally, Bennett and Palau (2013 [8]) reported that even though Nigeria, Afghanistan, and Pakistan were 
previously considered the highest endemic countries, in 2013 it was reported that in other countries this virus in 
re-emergence elsewhere internationally. Above all, over the years Centers for Disease Control and Prevention, 
United Children’s Fund, WHO, Rotary International, U.S. as well as Bill & Melinda Gates Foundation have 
partnered in the efforts to eradicate this virus. On a serious note, the reemergence of polio worldwide is now 
becoming an old but eradicated phenomenon that is systematically becoming an old but a new epidemic to deal 
with internationally. 

4. Dengue Fever 
Historically speaking, “the first record of a case of probable dengue fever is in a Chinese medical encyclopedia 
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from the Jin Dynasty (265 - 420 AD) which referred to a “water poison” associated with flying insects” (Ano-
nymous, 2006 & Gubler, 1988, para. 1 [9] [10]). It is believed that Dengue fever’s primary vector “A. aegypti, 
spread out of Africa in the 15th to 19th centuries due in part to increased globalization secondary to the slave 
trade (9, para. 1). While dengue fever originated from China, its journeys to Africa remain a mystery. However, 
record has it that describing dengue fever as epidemics started in the 17th century; however, its overwhelming 
noticeable spread as epidemics occurred between 1779 and 1780, when an epidemic swept across Asia, Africa, 
and North America [9] & [10]. But, since 1940, dengue fevers as epidemics were infrequent [10]. Interestingly, 
it appeals that dengue fever is revisiting North America especially in Texas, Louisiana, South and North Caroli-
na and other southern coastal states as early as 2008. It should be noted that records have it that majority of 
dengue fever occurrences in North America are not considered as epidemic. But, this is not the case with South 
and Central America according to the pinpointed dengue geographical distribution in 2006 (See Brady OJ, et al., 
2013; Who, 2012; Neglected Topical Diseases WHO, 2013; WHO, 2009; Torrey & Yolken, 2005 [11]-[15]). 

5. Methodology 
This study investigated Ebola globalization roles using Non-Experimental Descriptive design measurements 
concentrating on Ebola active secondary data obtained from WHO (2015 [16]) records. These measurements 
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. Nominal scale was 
used as the scale of measurement in this study. Non-Experimental Descriptive study relies on the statistical ana-
lyses of existing secondary data, through comprehensive measurements of the above mentioned measurements’ 
perimeters (see Creswell, 2009 [17]; Miller, 1981 [18]; Morrow, 2011 [19]; Frankfort-Nachmias & Nachmias, 
2000; 2008 [20] [21]). This data analyses examined the overall of Ebola cases in these 8 major countries; and 
the Ebola deaths cases recorded in these countries according to WHO. 

5.1. Data Collection 
These database analyses examined the overall of spread of Ebola in 8 major critical community areas (CCA) 
counties such as Liberia, Sierra Leone, Guinea, Nigeria, Senegal, Mali, Spain, and United States of America as a 
result of globalization effects. This research study implemented a specific purposeful “multiple case study” by 
collecting samples from 8countries using the application of “cluster data sampling” sample collection technique. 
The data were collected through a comprehensive collaboration of WHO and CDC Ebola Situation Report on 
March 25, 2015 from 2014 to March 2015 (see WHO, 2015; 2015; 2014; 2015; 2014; 2014; 2015; 2014; CDC, 
2014; 2015 [22]-[31]). In fact, since all needed secondary data were available, Atatah et al. (2013 [32]), Statis-
tical Significant Differences Multiplier (SSDM) was not needed for future data projections or estimations in this 
study. 

Research Questions 
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 Ebola from one country to another worldwide? 
2. Research Question 2. RQ 2: What are the motivating factors in the spreading of tropical neglected diseas-

es such as Ebola from one country to another worldwide?  

5.2. Data Analyses of the Study 
Since Polio, Dengue Fever, and Ebony appeared to be the most popular new comers to United States of America 
in 2014 and possibly 2015, comprehensive statistical analyses of the roles globalization play with the spreading 
of tropically neglected diseases were analyzed. This study singularly concentrated on the Ebola outbreaks in 
Africa and beyond between early 2014 and early 2015 specifically dealing with identified Ebola cases and Ebola 
deaths in these 8 major critical countries. 

Table 1 indicated active secondary statistical data obtained from June 2014 until March 2015 of Ebola cases 
in pinpointed active areas. These areas Guinea, Liberia, Sierra Leone, Mali, Nigeria, Senegal, Spain, United 
Kingdom, and United States of America. Of the analyzed data, Guinea, Liberia, and Sierra Leone were consi-
dered to be statistical significant differences active Ebola cases areas. On the other hand, the other areas were  
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Table 1. Descriptive statistics of Ebola cases and deaths.                                                          

 Descriptive Statistics 

 N Minimum Maximum Mean Std. Deviation 

Ebola Cases 8 1.00 11841.00 3113.2500 4878.92851 

Ebola deaths 8 0.00 4301.00 1290.7500 1864.38789 

Valid N (listwise) 8     

 
more or less statistically insignificant differences areas as one of the analyzed data was eliminated due to 8 valid 
items shown above. These areas accounted for the Ebola active places between mid 2014 to March 2015. The 
maximum (Max) Ebola cases were 11841; while Ebola maximum (Max) deaths were 4301 with Standard Devi-
ation (SD) of 4879 and 1864 respectively. The minimum (Min) Ebola cases and Ebola deaths were 1.00 and .00 
respectively (see Table 1 as shown above). 

Table 2 indicated the high cases of Ebola to be 11841 while the high deaths cases was 4301. The range of 
cases and deaths remained the as the maximum (Max) cases. The Mean of Ebola cases were 3113 while the 
Ebola deaths Mean were 1291 while the Minimum (Min) cases/deaths were 1.00 and .00 respectively. The Me-
dium (Med) were 14.0 and 7.0 respectively while the Standard Error of Mean (SEM) was 1725 and 659 respec-
tively while the Standard Deviations (SD) were 4879 and 1864. The Variances (V) of cases/deaths were 
23,803,943 and 3,475,942 respective (see Table 2 as shown above). 

Table 3 indicated the Ebola Cases cumulative frequency with the Cumulative Percent (CP) of 25.0, 37.5, 62.5 
and 100.0 which showed no missing data as shown above. 

Table 4 indicated the Ebola Deaths cumulative frequency with the Cumulative Percent (CP) of 25.0, 37.5, 
62.5 and 100.0 which showed no missing data (see Table 4 as shown above). 

There were no changes in valid percentages of Ebola Cases and Ebola Deaths data as shown above. Of the 
obtained data, 100% of the data were included in these analyses. 

Figure 1 represented the Ebola cases frequency from mid 2014 to March 2015 in 8 valid countries with cen-
tralized active cases in left hand area and others were inactive. The Std. Dev was 4879, the Mean was 3113 and 
N is 8 (see Figure 1 as shown above). 

Figure 2 represented the Ebola deaths frequency from mid 2014 to March 2015 in 8 valid countries with cen-
tralized active cases in left hand area and others were inactive. The Std. Dev was 1864, the Mean was 1291 and 
N is 8 (see Figure 1 as shown above). 

Figure 3 represented Ebola cases from 2014 to 2015 with the lower point of 1.00, midpoint of 20 cases in the 
inactive areas; while the midpoint was 3429 while the high cases were 11841 (see Figure 3 as shown above). 

Figure 4 represented Ebola deaths frequency from 2014 to 2015 with the lower of 0.00, midpoint of 8.00 
cases in the inactive areas; while the midpoint was 2263 while the high cases were 4301 (see Figure 4 as shown 
above). 

Table 5 showed a one-sample statistics of Ebola cases and Ebola Deaths from mid 2014 to March 2015. The 
N was 8, the ME were 3113 and 1291 while the SEM were 1725 and 659 (see Table 5 as shown above). 

Table 6 showed a One-Sample Test of Ebola Cases and Ebola Deaths (t) were 1.81 and 1.96, (df) were 7 and 
7 and the Sig (2-tailed) were 0.114 and 0.091 > 0.5 (CI) respectively. Therefore, data showed no statistical sig-
nificant differences since measurements simply concentrated on Ebola Cases and Ebola Deaths in pinpointed 
critical regions from mid 2014 until March 2015 (see Table 6 as shown above). 

6. Results of the Study 
Ebola 
In Guinea for example, of the 3429 identified Ebola cases, 2263 or approximately 66% of them passed away. 
Similarly in Liberia, of the 9602 identified Ebola cases, 4301 or approximately 45% of them passed away. Addi-
tionally, in Sierra Leone of the 11841 identified cases, 3747 or approximately 32% passed away. In short, Ebola 
is a nightmare because of its short duration of elimination. However, in the lower one to one correspondence  
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Table 2. Statistical analysis of Ebola cases and Ebola deaths.                                                            

 Statistics 

 Ebola Cases Ebola Deaths 

N 
Valid 8 8 

Missing 0 0 

Mean 3113.2500 1290.7500 

Std. Error of Mean 1724.96172 659.16066 

Median 14.0000 7.0000 

Mode 1.00 0.00 

Std. Deviation 4878.92851 1864.38789 

Variance 23803943.357 3475942.214 

Skewness 1.293 0.950 

Std. Error of Skewness 0.752 0.752 

Kurtosis −0.035 −1.121 

Std. Error of Kurtosis 1.481 1.481 

Range 11840.00 4301.00 

Minimum 1.00 0.00 

Maximum 11841.00 4301.00 

Sum 24906.00 10326.00 

 
Table 3. Ebola cases cumulative frequency.                                                                      

 Ebola Cases 

 Frequency Percent Valid Percent Cumulative Percent 

Valid 

1.00 2 25.0 25.0 25.0 

4.00 1 12.5 12.5 37.5 

8.00 1 12.5 12.5 50.0 

20.00 1 12.5 12.5 62.5 

3429.00 1 12.5 12.5 75.0 

9602.00 1 12.5 12.5 87.5 

11841.00 1 12.5 12.5 100.0 

Total 8 100.0 100.0  

 
Table 4. Ebola deaths cumulative frequency.                                                                     

 Ebola deaths 

 Frequency Percent Valid Percent Cumulative Percent 

Valid 

0.00 2 25.0 25.0 25.0 

1.00 1 12.5 12.5 37.5 

6.00 1 12.5 12.5 50.0 

8.00 1 12.5 12.5 62.5 

2263.00 1 12.5 12.5 75.0 

3747.00 1 12.5 12.5 87.5 

4301.00 1 12.5 12.5 100.0 

Total 8 100.0 100.0  
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Figure 1. Ebola cases frequency.                                             

 

 
Figure 2. Ebola deaths frequency.                                                 
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Figure 3. Ebola cases frequency representation pie chart.    

 

 
Figure 4. Ebola deaths frequency representation pie chart.   

 
Table 5. One-sample statistics of Ebola cases and Ebola deaths.                                                     

 One-Sample Statistics 

 N Mean Std. Deviation Std. Error Mean 

Ebola Cases 8 3113.2500 4878.92851 1724.96172 

Ebola deaths 8 1290.7500 1864.38789 659.16066 

 
critical areas, we found that the death cases’ numbers were relatively lower than those in the higher critical areas 
such as Guinea, Liberia, and Sierra Leone. For instance, in Mali, 6 out of the 8 identified Ebola cases or 75% 
passed away. This shows that critical areas lack the marginal propensity to effectively, efficiently, and profi-
ciently tackle highly contagious such as Ebola due to unknown internal and external factors. 

While this was a higher percentage in the lower critical areas, however, from a one-to-one correspondences’ 
viewpoint, this was a lower number as compared to the numbers in higher critical areas. In Nigeria, 8 out 20  
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Table 6. One-sample test of Ebola cases and Ebola deaths.                                                        

One-Sample Test 

 

Test Value = 0 

t df Sig. (2-Tailed) Mean Difference 
95% Confidence Interval of the Difference 

Lower Upper 

Ebola Cases 1.805 7 0.114 3113.25000 −965.6363 7192.1363 

Ebola deaths 1.958 7 0.091 1290.75000 −267.9173 2849.4173 

 
identified Ebola cases or 40% passed away. But surprisingly, in Senegal 1 identified case of Ebola or 100% sur-
vival case and so were the identified Ebola cases in Spain and United Kingdom to be specified. However, in the 
United States of America 1 identified Ebola case out 4 cases or 25% passed away. Collectively statistically 
speaking, of the 24,907 total identified Ebola cases in the 8 critical areas, 10326 cases or approximately 42% 
actually passed away; and, this makes Ebola one of the most contagious originally tropical neglected diseases, 
based on its destructive pathways, and its overall destructive metamorphosis. 

Based on the above findings, it is arguable that while it has been repeatedly said that “There is no cure for 
Ebola,” the question now becomes how did those identified Ebola cases in the lower critical areas not only sur-
vive; but, how did they overcame Ebola? This is a lingering question that needs to be answered by public health 
officials as well as international leaderships. For example, in the United States, one victim was identified and 
actually passed away due to lack of positive identification and lack of treatment. Additionally, majority if not all 
identified cases outside Africa actually imported Ebola while they were them as treatment practitioners. Also, 
for the first time since World War II, quarantine became an acceptable phenomenon as compared to the pass 
[33]-[37]. For the first time, Western world now know that Ebola is not simply an African epidemic; instead, it 
is a quagmire the world should and must address for possibly years to come. Based on the above pinpointed sta-
tistical analyses, yes indeed, Ebola is not only a household name; but instead, Ebola is a classical phenomenon 
of the “old but newer normal approach of contagious diseases”. 

Additionally, as Atatah and Kisavi-Atatah (2015 [38]) previously argued, we also further found that originally 
neglected tropical diseases such as polio, dengue fever, and particularly Ebola, are resurfacing from one geo-
graphical location to another due to the concept of globalization or “Global Village” phenomenon. A phenome-
non 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 dis-
ease such as Ebola. For example, majority if not all the imported or exported identified Ebola beside those in the 
critical Ebola areas were either imported or exported. This shows a clear one-to-one correspondence when deal-
ing with the role globalization “Global Village” mentality plays in the importations or exportations of conta-
gious diseases, particularly Ebola. We also found that the three major contributing factors in spreading of origi-
nally tropically neglected diseases such as polio, dengue fever and in particularly Ebola were transportation 
(importations or exportations) immigration of people, easy transportation accessibility, and internal conflict re-
gions. 

7. Statistical Analysis of the Study’s Findings 
As previously assumed, in this study, we found that there was a direct relationship between globalization “Glob-
al Village” and the spread of tropically neglected diseases such as others and particularly Ebola from regions to 
regions. We hypothesized with two major hypotheses which were: 

Alternative Hypothesis H11: There was a direct relationship between globalization “Global Village” and the 
spread of tropically neglected diseases such as polio, dengue fever, and particularly and especially Ebola world-
wide.  

Null Hypothesis H01: There was no relationship between globalization “Global Village” and the spread of 
tropically neglected diseases such as polio, dengue fever, and particularly and especially Ebola worldwide. 

As such, we rejected the Null Hypothesis; instead, we accepted the accepted the Alternative Hypothesis that: 
Based on these findings, we rejected the Null Hypothesis and accepted the Alternative Hypothesis. Also, kur-

tosis showed −0.035 in indentified Ebola cases; but −1.121 in Ebola death cases between summer 2014 and  
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March 2015 Also, skewnesses were 1.293 in Ebola identified cases and 0.950 in Ebola death cases between 
summer 2014 and March 2015. However, there was a balance statistical data distribution in this study because 
the Std. Error of Skewnees (Std.ES) were 0.752 in Ebola identified cases versus 0.752 in Ebola death cases be-
tween Summer 2014 and March 2015. While, the Ebola identified cases and death cases’ Std. Error of Kurtosis 
(Std. EK) were 1.481 and 1.481 respectively in all cases between summer 2014 and March 2015. 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 were statistical significant differences between globalization “Global Village” mentality and 
the spread of tropical diseases such as contagious and in particularly Ebola from one region to another. This is 
the case because in a One-Sample Test of Ebola Cases and Ebola Deaths (t) were 1.81 and 1.96, (df) were 7 and 
7 and the Sig (2-tailed) were 0.114 and 0.091 > 0.5 or 95% (CI) or > than 0.025 or 97.5% (CI) in each tailed 
respectively. The records showed that approximately 89% to 90% of all Ebola identified and Ebola death cases 
were somehow imported or exported (in the critical areas) from one region to another worldwide (see Table 1, 
Table 2 & Table 6). As a matter of fact, Sierra Leone, Guinea, and Liberia fell into the classical definition of 
the critical community size (CCS) which populations are plagued by evolutionary implications (Black, 1966; 
UN, 2013; Offit, 2007; BBC News, 2006 [39]-[42]). Basically, globalization plays some vital roles in the im-
portations and exportations of Ebola from critical regions to other regions worldwide. We summed that there is a 
direct relationship between globalization and the importation or exportation of Ebola from one region to another. 

8. Implications of the Study 
Similarly to previous study which also looked into globalization’s roles in the spread of contagious diseases 
such as measles, this quantitative research study shed three 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 polio, dengue fever, and particularly Ebola to be fully neglected, are over (see Atatah & 
Kisavi-Atatah, 2015 [38]). 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 in-
directly eventually” (Dr. Martin Luther King, Jr. 1963-1968, personal communication) (see Atatah & Kisavi- 
Atatah, 2015 [38]) because Ebola is closer to you; than you imagined. 

In short, the third implication of this study is for the first time the world has seen and symmetrically accepted 
issues associated with quarantine and isolations of Ebola patients (CDC, 2014; 2015 [33]-[35] [43] [44]). Be-
sides the above, the world also saw and accepted how to dealing with seas airports’ passengers, travelers qua-
rantine methodologies, associative legal issues, among many to mention a few inconveniences associated with 
Ebola (see CDC, 2014; 2015 [33]-[35] [43] [44]). These are some of the most pressing implications, the world 
should and must collaboratively, 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 
effectively, efficiently, and proficiently. 

9. Discussion and Conclusion 
In summation as previously emphasized, this comprehensive research study made it possible to look into a his-
toric phenomenon of globalization “Global Village” inputs in the spread of tropical neglected diseases from one 
region to another. This study shows that factors such as exportations and importations of goods and human en-
courage the spread of tropical neglected diseases particularly Ebola 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 tropi-
cal diseases from region to region was humanistic crisis. For example, Ebola (a contagious disease) was still 
more prevalent in Guinea, Sierra Leone, and Liberia in Africa which had been repeatedly decimated by internal 
civil wars (humanistic crisis) for generations. He summed that there was a direct relationship between uncon-
trollable domesticated civil wars and the mobilizations of neglected tropical diseases such as Ebola and among 
others, from one crisis area to another (see Atatah & Kisavi-Atatah, 2015 [38]). 
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In should be noted that last year (2014), Baylor University became 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 (see CDC, 2014; CDC 2015, [33]-[37] [43] [44]; & WHO, 2014; WHO, 2015 [22]- 
[29]). But, Baylor University should understand that singular approach never won. On average, western experts 
had limited understanding of the metamorphisms of tropically neglected diseases evolution. As such, collective 
collaboration of further experts’ inclusiveness, rather than experts’ exclusiveness was always superior to all. 
This fell under the philosophical belief of “Divided we fall; and united we stand” (Dr. M. L. King, Jr. 1963-1968, 
personal communication). This was the case because neglected diseases such as Ebola and among others were 
resurfacing symmetrically worldwide; yet, we had no definite control over their revalidations. This analysis fell 
under the social constructionism of the reality of ideological theory; which was developed by Berger and Luck-
mann in 1966 [45]. In fact obviously, skewed ideologies led to skewed public policies initiations, developments, 
and implementations; which usually led to fundamental holistic counterproductive outcomes across the board, in 
the final analysis (see Atatah & Kisavi-Atatah, 2015 [38]). 

Another interesting finding of this comprehensive study was to showcase the issues associated with neglected 
diseases implications and how to address them before they became unsustainable quagmires. Therefore, the 
findings of this study served as a drawing board for public health officials to constructively rethink and revisit 
the dynamics associated with tropically neglected diseases and found out ways to address them comprehensively. 
For example, tropical neglected diseases lacked the ability, capability, and capacity to move from one region to 
another without any humanistic assistance. Precisely, this was where globalization “global village” ideology played 
a pivotal role in the form of transportation, exportation, and importation, among others, just to mention a few. In 
other words, there was a significant marginal propensity relationship between “globalization” and the spread of 
tropical neglected diseases such as malaria and particularly Ebola 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 phenomenon that needs to be comprehensive and collaboratively addressed internation-
ally. 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 and must remember when dealing with the spreading of any conta-
gious diseases in general; but, particularly Ebola worldwide. In fact, there is no doubt that it is an understate-
ment to state that “Ebola is a Quagmire” with no immediate solutions. However, as public health practitioners, 
we must and should be hopeful that if recommendations are collaboratively, collectively, and carefully imple-
mented, we should see some positive social change in the near or far future when dealing with EBOLA. This is 
the case because when it comes to Ebola, the world sees it as the “improbabilities of the possibilities and the 
possibilities of improbabilities” in 2014 and 2015 due to historic overall neglect worldwide. Ebola has becomes 
the unknown paradigm. However, as argued by Atatah and Kisavi-Atatah (2015 [38]) about the “Paradigm of 
Life”, “The paradigm of life is the internalization of the factorized intrinsic of the presences; while the past is 
the externalization of the factorized extrinsic of the occurrences. However, the fundamental measurements or the 
factorizations of the actual futures are always ruled by mildness, moderateness, or severances of the unknowns, 
undefined, and unmarked rulers; who are always accompanied with or by humanistic skepticisms” (para. 1 [45]). 
And, that is the “Paradigm of Life” when dealing with EBOLA in 2014 and 2015; yet, its future still remains a 
humanistic skepticisms’ quagmire. 

10. Recommendations 
The recommendations of this study are as followed: 

The general recommendations in our initial visitation remain the same for the tropical and other regions; 
however, additional recommendations are added for the pharmaceutical companies. 
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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 sys-
tematic 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 can 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. 

4. Tropical regions in critical community areas should and must undermine certain funerals’ customs and tra-
ditions that have been proven to spread EBOLA from a diseased person to others living persons. 

Other Regions 
1. Other regions should know that the impacts of globalization (Global Village) makes tropically neglected 

diseases like polio, dengue fever, and particularly EBOLA closer to home, than ever. 
2. Secondly, other regions should understand that whatever happens in the tropical regions can easily mu-

shroom tropically; but, resurface in other regions symmetrically; instead of systematically and EBOLA is a crit-
ical example of such. 

3. CDC should continue to develop and implement international public health policies that can eventually 
bring some positive social changes to the rest of the world prior to becoming epidemics; regardless of their loca-
tions. 

4. Also, charity organizations should find better ways of financially sponsoring developments and implemen-
tations 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 
EBOLA. 

5. Finally, other regions in particularly tropical regions in general should understand that EBOLA is an ex-
tremely contagious disease; and, vaccination is a must; regardless of one’s historic traditions, culture, or reli-
gious beliefs. 

Pharmaceutical Companies 
1. Pharmaceutical companies should and must understand that EBOLA was initially discovered in 1976 and 

since then, no vaccine or medication efforts had been initiated. 
2. Pharmaceutical companies should and must understand that instead of holistically operating on for-profit 

only singularly, periodic philanthropic approaches other companies have implemented worldwide, which are 
always effective, efficient, and proficient across the board and pharmaceutical companies should come to the 
charities’ drawing board worldwide. 

3. Pharmaceutical companies should and must also understand that since EBOLA’s outbreaks in 2014 and 
2015, endless philanthropists worldwide have donated hundreds of millions of dollars to assist humanistic Ebo-
la’s survival sustainability goals; and, the pharmaceutical companies should take advantage of the process at 
hand financially. 
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