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1. INTRODUCTION 

An intercountry consultation on primary health care in the Eastern Mediterranean 
Region was organized by the World Health Organization (WHO) Regional Office for the 
Eastern Mediterranean (EMRO) in Alexandria, Egypt from 9 to 12 December, 2007. The 
objectives of the meeting were to: 

• review case studies and experiences of countries of the Eastern Mediterranean Region 
based on the primary health care questionnaire developed by the Regional Office; 

• suggest models of health care delivery for different groups of health systems in the 
Region; 

• develop strategies for improving health care delivery based on primary health care in 
the Region; 

• agree on the next steps for enhancing health care delivery based on primary health care 
in the Region. 

Dr Belgacem Sabri, Director, Division of Health Systems and Services Development, 
WHO Regional Office for the Eastern Mediterranean, delivered the opening speech of Dr 
Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean. Dr Gezairy 
reflected on the past 30 years since the Declaration of Alma-Ata on primary health care in 
1978, soon after which, primary health care became a core policy for the ministries of health 
in the Eastern Mediterranean Region. Subsequently, the Global Strategy for Health for All by 
the Year 2000 was developed. Since then, several changes had taken place, including the 
investment of a number of countries in, and expansion in the infrastructure of, health care 
delivery. Globally, major conceptual, technological, technical and organizational changes had 
taken place, with the health agenda gaining more attention than ever. Resources for health had 
increased to support global health programmes and the world’s leaders had committed 
themselves to achievement of the Millennium Development Goals. Dr Gezairy emphasized 
that with such a fast change in scenario, it was imperative that WHO, together with its 
Member States, contributed to driving change for improvement of health care delivery 
systems based on primary health care in the Region.  

Dr Gezairy highlighted some important concepts in primary health care, including the 
fact that it was the means by which optimization of health and equity in distributing resources 
were balanced and that it addressed the most common problems in the community by 
providing promotive, preventive, curative and rehabilitative services to maximize health and 
well-being. Importantly, he emphasized that integrated care within primary health care when 
there was more than one health problem and rationalized the deployment of all resources 
directed at promoting, maintaining and improving health. Primary health care also recognized 
the community as the prime mover of the health system, an important principle considering 
the pivotal role that communities currently played in the promotion of health, prevention of 
disease and the provision of self-care. 
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Dr Gezairy emphasized the importance of reviewing the experiences of countries of the 
Region in primary health care at this time, when new challenges that had arisen could not be 
solved by the outdated processes of existing health care delivery systems. He explained that 
new approaches and solutions would be required and that greater attention should be paid to 
lifestyles, behavioural change and improved continuity of care. Furthermore, focus on the 
determinants of health, the role of the Ministry of Health, strengthening strategic thinking, 
cost–effectiveness of interventions and quality improvement, were recognized as imperative 
factors to which attention should be directed. Finally, Dr Gezairy expressed the need to revisit 
policies on public–private partnership and to collect more information from the private sector 
on utilization patterns and user categories.  

Dr Hassan Salah (Egypt) and Dr Riham El-Asady (Egypt) were elected as Rapporteurs. 
The agenda, programme and list of participants are included as Annexes 1, 2 and 3, 
respectively. Annex 4 shows the axes of primary health care. 

2. OVERVIEW OF PRIMARY HEALTH CARE IN THE EASTERN 
MEDITERRANEAN REGION 

2.1 The milestones of primary health care 

Since Alma-Ata in 1978, several major resolutions pertaining to primary health care 
have been approved and adopted in the Region by the Regional Committee and the World 
Health Assembly globally. On the 25th anniversary of Alma-Ata, a paper was presented in the 
regional committee meeting in 2003, comprising the adoption by Member States of a 
resolution to revisit how services are delivered in the context of primary health care. Also 
related to health care delivery, a Regional Committee resolution on quality of health care was 
adopted in 1995. Furthermore, patient safety has been positioned at the top of the health care 
delivery agenda since 2004. Work is ongoing in the Eastern Mediterranean Region and some 
critical studies are emerging to determine the prevalence of adverse events in the health care 
system in the Region. Such studies and other programmes related to patient safety are the 
product of an active collaboration with, and support from, the World Alliance for Patient 
Safety.  

Primary health care was tackled by several World Health Assembly resolutions 
(especially in 1978 and 2003). In addition, many community-based initiatives have supported 
primary health care and primary health care determinants, such as poverty. In fact, the 
dynamics generated through community-based initiatives comprise the main element of 
primary health care. Several conferences have been held in the Region to address primary 
health care, either as a main theme or as a supplementary topic. Such conferences include 
meetings that addressed quality (1993) and emergency services (2005). Indeed, patients had 
been complaining of inappropriate or inadequate treatment during visits to the emergency 
room. Based on such complaints and in an attempt to address health care delivery using 
emergency medicine as a critical entry point, experts were invited to a meeting in which 
important lessons on primary health care were delivered. In addition, a regional meeting on 
family practice, held in 2006, focused extensively on primary health care.  
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Patient safety was also considered as an important entry point for primary health care. 
Efforts in the Region to approach and enhance patient safety started with a situation analysis, 
in an attempt to identify the status of patient safety in the Region, which was not well 
documented. Thus, prevalence studies were undertaken to assess the magnitude and nature of 
adverse events inflicted on inpatient admissions in selected hospitals of the Region. An 
important challenge was to raise awareness and drive a culture shift that embraced the concept 
of reporting and non-punitive response to error and emphasized a system-based, rather than 
individual-centred, approach to tackling adverse events.  

In conclusion, the Eastern Mediterranean Region has witnessed several interventions 
and initiatives at country and regional level, underscoring the significance of primary health 
care and the awareness of countries of the Region of this imperative discipline.  

2.2 Overview of primary health care 

The Eastern Mediterranean Region claims to be abiding by the values of primary health 
care, including decentralization, community involvement, technology, quality and equity. 
While these values are still valid, it is the translation of such values to actions that remains a 
challenge. Many changes have occurred, at a national and global level, since Alma-Ata. For 
example, in 1978, the private sector was not significantly highlighted, whereas it currently is 
leading health service delivery in some countries. Global changes give mandate to revisit the 
role of ministries of health based on services. Thus, the role of ministries of health should 
include overseeing health care delivery and coordinating between providers and state 
planning. Indeed, some ministries of health are in the process of transformation, while others 
are not yet ready to be restructured. Other global changes that have taken place since Alma-
Ata include the availability of more tools, such as national health accounts, at present. New 
technology is now also available, e.g. e-care.  

Health care financing is another area that has undergone significant changes since 1978, 
now becoming more prominent. Among the main items that came up in 1978 in the area of 
health care financing was the need to package the essential elements of primary health care. 
At present, this need has expanded to include other items, such as preventive care. Another 
lesson learnt was the necessity of establishing a pre-payment health scheme either in the form 
of taxation to the government or through a health insurance system. The total health 
expenditure for the Eastern Mediterranean Region is US$ 56 billion, with an average per 
capita of US$ 106. This is extremely low when compared to total health expenditure 
worldwide, particularly considering that the Region is dominated by a low-income population 
(47%) and accounts for only 8% of total health expenditure. Pre-payment health schemes are 
extremely important to avoid out-of-pocket expenditure on health, which has been shown to 
be inversely proportional to per capita pre-paid insurance. 

The burden of disease has also changed dramatically over the past few years. While in 
the past, communicable diseases were at the forefront, noncommunicable diseases and injuries 
now predominate. Thus, if the burden of disease is to be addressed in the long term, one will 
have to consider both illness as well as wellness. While disease-oriented and risk-oriented 
programmes will always exist in the health care system, a shift towards community health 
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promotion and protection is imperative. One of the most important aspects of primary health 
care is that it embraces both wellness and illness.  

With the recent upscale in the momentum generated by the human rights movement, 
services are judged by how far they are user- (rather than provider-) centred. For example, 
there is a shift in many countries to ensure that the working hours of health care facilities are 
convenient for patients, rather than for providers. Also, nongovernmental organizations and 
civic groups are gradually playing more prominent roles in primary health care delivery, as is 
the case in Lebanon.  

Many aspects of primary health care will have to be embraced to achieve optimum 
service delivery and quality in light of the global changes. Globally, there is a tendency 
towards using the health systems approach to address problems that could not be solved if 
such an approach is not considered. Indeed, it is critical that health care delivery is viewed 
through a health systems lens. It is also important that the family practitioner at the health 
centre is regarded as a gatekeeper and is the primary point in dealing with health care issues 
that may not require a specialist. Furthermore, evidence-based practice, quality and safety are 
essential for efficient service delivery. Ambulatory care, based on primary health care service 
provision, needs to be revisited such that it becomes the default entry point for patients who 
do not need to be admitted to hospitals. For example, diabetes mellitus can be treated at a 
health care centre, rather than at a hospital. Emergency medical services have become very 
important, particularly in light of the fact that emergencies and injuries account for a large 
percentage of the burden of disease. Policies related to emergency medical services have to be 
revisited and developed such that service delivery is guaranteed to be fast, free, available 
around the clock, always attended to and having the patient as the main focus. Upstream, 
indirect factors, such as the social determinants of health, should also be considered. 
Organization of services in a manner that is tailored to country situations is critical. Over the 
past few years, some countries have opted for decentralization, others have considered 
autonomy.  

Health is now at the top of the world agenda. Approximately 44 trillion dollars are 
dedicated to health worldwide. However, gaps are widening, for example, geographic 
proximity to health care is 100% in some countries, but only 50% in others (meaning that 
50% of the population in some countries do not have access to health care). Likewise, life 
expectancy, maternal mortality rate, the number of physicians per 10 000 population, the 
number of beds, etc. reflect huge differences not only between one country and another, but 
often between rural and urban settings in the same country. It is critical that such gaps are 
addressed and remedied. Our agenda should also address methods of working with local 
communities for better health, how access to comprehensive services can be offered to 
improve health, how care can be coordinated in different settings and how quality of care can 
be improved. 
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3. COUNTRY PRESENTATIONS 

3.1 Afghanistan  

In recognition of the fact that it did not have the ability to deliver an adequate level of 
services to the population of Afghanistan, the Ministry of Public Health decided to establish 
contracts with nongovernmental organizations, both national and international, to implement 
the Basic Package of Heath Services (BPHS) under its technical and financial supervision. 
This decision, supported by many donors, was based, in part, on the historical success of 
nongovernmental organizations working in Afghanistan during the Taliban regime and the 
successes of similar arrangements in other countries, such as Cambodia. Achievement targets 
have been established and financial incentives are provided to those nongovernmental 
organizations that exceed them by a defined percentage.  The degree to which implementing 
partners achieve their targets is judged mainly by a ‘third party evaluation, conducted by an 
external agency. 

According to the most recent assessment conducted in 29 out of 34 provinces, 
substantial progress in quality of care has been made on 25 out of 29 indicators in 27 
provinces. Many of the advances being made in the health care system can be accredited to 
the improvements in staffing which have come about through the training of hundreds of 
community midwives, payment of higher salaries for health workers in remote areas under the 
national salary policy, and the flexibility nongovernmental organizations enjoy in the 
recruitment and payment of skilled staff. Another critical factor that has led many of the 
achievements of the BPHS are the recruitment, training and supervision of more than 12 000 
community health workers who have extended the reach of the health system to many of the 
most remote areas of Afghanistan. 

In recognition of the fact that a complete health sector must deliver quality services 
beyond primary health care, the Ministry designed and launched the Essential Package of 
Hospital Services (EPHS) programme to guide the provision of health services for patients 
referred to secondary and tertiary levels. The EPHS defines the roles of hospitals as consisting 
of four core clinical functions: medicine, surgery, pediatrics and obstetrics/gynecology. As the 
BPHS does for primary health care services, the EPHS defines for each level of hospital the 
minimum level and quality of services to be provided, the minimum staffing levels and 
patterns, and the minimum level of medicines and equipment needed to provide the mandated 
services. 

Specific disease control programmes are part of, and implemented by, the BPHS/EPHS 
implementing partners but have support and guidance structures at the central level. They are 
dedicated to the achievement of programme-specific objectives. Examples include the 
national tuberculosis programme, the malaria control programme and the national HIV/AIDS 
control programme. 

The Ministry of Public Health has made great strides in developing the heath system in 
Afghanistan. A notable achievement is the establishment of community midwifery training 
schools. The Ministry of Public Health has also, identified a number of institutional 
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challenges on which it intends to focus its development efforts. These include the 
strengthening of administrative and financial management capacity at all levels (central, 
provincial and district), the development of an improved health financing system, that 
includes innovative financing schemes; human resource capacity-building; the establishment 
of a legal and regulatory framework for overseeing private sector activities; and, importantly, 
the progressive delegation of authority from central to provincial levels, including the 
responsibility for detailed planning, budgeting and the appropriation of financial resources. 

Despite the progress that has been made to date in the health sector, progress is uneven, 
especially at the provincial level and many challenges remain. These include inadequate 
financing for many of the key programmes that should be, but are not yet, being fully 
implemented. Reliance on external sources of funding will be required for years to come, but 
government prioritization of the health sector also needs to be encouraged and a higher 
proportion of gross domestic product (GDP) invested in the provision of health services to the 
population. Also, in order for even well-designed programmes to be implemented, health staff 
need the training and tools to do what is being asked of them. 

An appropriate and evidence-based policy environment is taking shape, but closer 
attention to data collection and management is needed. The Ministry of Public Health has 
recently (April 2007) completed a draft of its monitoring and evaluation strategic plan which 
will guide the development of information management systems in order to provide the 
leadership of the Ministry of Public Health with access to relevant, quality and timely 
information for programme and policy decisions and to facilitate the use of this information to 
improve the health of the Afghan people and the effectiveness of the health system. 

3.2 Bahrain 

Primary health care services in Bahrain are currently facing a number of challenges, 
including increased population numbers and growing demand, a growing prevalence of 
chronic noncommunicable diseases, high cost of care relevant to limited financial resources, 
lack of a communication network infrastructure, lack of quality development programmes, 
short consultation time and limited human resources. For improvement of the quality of 
primary health care services, the Ministry:  

• formulated the quality supreme committee that is chaired by the Minister of Health; 
• set up the five quality committees chaired by the Undersecretary and Assistant 

Undersecretaries. These consist of the heads of quality teams with directorates under 
each of them;  

• conducted several workshops related to quality issues organized by the quality 
management system and primary health care; 

• formed quality teams to establish evidence-based practice guidelines; 
• conducted two surveys to measure staff and patient satisfaction levels; 
• sought accreditation for primary health care services; and 
• began a policy and procedure documentation and assessment phase. 
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To enhance the skills of the human resources, Bahrain developed a family practice 
residency programme (4 years board certification), in addition to an associate degree (2.5 
years) in pharmacy, medical laboratory radiography technician programmes, dental and oral 
hygiene and a public health programme, in addition to establishing a Masters Degree in 
management, health policy and quality of health services. 

Primary health care has a number of strategies and polices which include: an extended 
immunization programme, a disease reporting policy, a communicable disease policy, national 
health promotion strategy, breastfeeding promotion programme, annual women’s screening 
programme, school health programme, elderly health programme, antenatal and postnatal 
screening programmes, child screening programmes, family planning programme, premarital 
counselling programme and a national flour fortification programme. Bahrain has adopted a 
new strategy for the period of 2002 to 2010, captured by the phrase “A healthy Bahraini 
community through comprehensive primary health care, representing the preferred choice for 
all community members.” The mission of the new strategy is to provide comprehensive 
family and community health care services. 

3.3 Djibouti 

The national health policy in Djibouti is based on the fundamental principles of equality, 
justice, solidarity and community participation. Priority action areas include prevention of 
illness, promotion of health and wellness and improvement of access to health care. There are 
many challenges facing the health system, including a high level of infant and maternal 
mortality, acute epidemics, diarrhoeal diseases and malnutrition, in addition to common 
infectious diseases, such as HIV/AIDS, tuberculosis and malaria and chronic diseases, such as 
hypertension and diabetes mellitus.  

The national strategy of public health is based on primary health care and all the 
directions of the Ministry of Health work for the application of this strategy. The 
implementation of the primary health care in Djibouti is based on a policy of decentralization, 
and enhancing community involvement in the promotion of health. On 16 July, 2007, a chart 
of the available care centres and equipment was adopted by the Ministry of Health. The 
country was then divided into several geographical centres, each of which is served by a 
health centre or, at least, a health station.  

Compliance of the population stands out as one of the most important challenges. For 
example, there is usually failure to comply with the catchment area of health centres (with 
people visiting health centres that are not within their respective catchment area), and lack of 
compliance with the national immunization calendar and family planning. Thus, social 
mobilization and community awareness need to be strengthened to help in preventing some 
major diseases, such as malnutrition, diarrhoeal diseases and respiratory tract infections. 
Other challenges include environmental problems as well as the emergence of some new 
diseases, such as avian influenza and dengue fever. On the other hand, the opening of a new 
medical school in Djibouti, the recent upgrading of the nursing school and the initiation of 
mobile clinics are all considered new developments that encourage the implementation of 
primary health care practices in the country. 
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3.4 Egypt 

The health district is the focal point around which all health care services are planned, 
managed and delivered for the population resident in a defined geographic area. Under this 
concept, the Ministry of Health and Population is working to shift the responsibilities of 
planning and management of financial and human resources from the central and governorate 
levels to the district level. Egypt has started to implement family medicine as the core of 
primary health care services based on three facts: family health assures provision of 
comprehensive and continuous care; the family physician is the principal component of the 
reform process as he/she is the gatekeeper of the health service; and the family physician can 
diagnose his community properly depending on the results of health and demographic 
surveys. 

The four main strategic directions for primary health care services include: 

• reducing mortality, morbidity and disability, especially in poor and marginalized 
populations; 

• promoting healthy lifestyles and reducing risk factors to human health that arise from 
environmental, economic, social and behavioural causes; 

• developing health systems that equitably improve health outcomes and respond to 
people’s legitimate demands; 

• framing an enabling policy and creating an institutional environment for the health 
sector and promoting an effective health dimension to social, economic, environmental 
and developmental policy.  

The Ministry of Health and Population’s primary health care strategy: 

• establishes support and activate multisectoral (governmental, public and 
nongovernmental) partnerships (national commission); 

• formulates social welfare programmes to benefit older populations, including health 
care and retirement benefits with special emphasis on poverty alleviation and adult 
literacy programmes; 

• adopts a set of standardized indicators to strengthen the capacity of health information 
systems; 

• supports research, studies and surveys on the various determinants of primary health 
and disseminates the findings to build these results into a database; 

• implements a family health model in all primary health care units; 
• establishes specialized elderly care clinics in primary health care units; 
• develops a strategy for noncommunicable disease control, especially for older persons; 
• implements a referral system between different levels of health care for proper 

management and follow up; 
• trains district health managers to help them manage effectively and efficiently;  
• introduces the concepts and principles of primary health care and family medicine and 

geriatrics in the curricula of all health professionals, including continuing education 
programmes;  
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• develops appropriate cultural and gender-sensitive technical guidelines, curricula, 
training manuals and tools to support primary health care delivery and care for the older 
persons at all levels; 

• supports the community in initiating heath promotion activities; 
• implements advocacy programmes aimed at dissemination of information to policy-

makers, religious leaders and the mass media to highlight the importance of healthy 
lifestyles throughout the life course and promotes active ageing. 

3.5 The Health Minister's Council for Cooperation of Council States  

The Health Minister's Council for Cooperation of Council States was established in 
1976 for coordination between member countries of the Gulf Cooperation Council (GCC) in 
the field of health to join common world efforts to symbolize one goal for better achievement 
of health. The mission of the Health Minister’s Council is to: 

• develop a network of primary health care centres in all member councils. In addition, a 
number of systems and regulations have been issued to support the function of these 
centres. These centres provide primary health care services and easy access to the 
population to provide more care to the most vulnerable groups of the community 
(children, mothers, older persons; people with physical disabilities and adolescents). 

• adopt the concept of evidence-based health care as an advanced step towards continuous 
development of primary health care, in addition to dissemination and promotion of the 
concept of specialized clinics in primary health care centres to provide appropriate care 
for patients with chronic diseases.  

Two important reports were issued in 2003 focusing on primary health care. The first 
entitled “The march of primary health care in the Gulf Cooperation Council States” provides a 
comprehensive overview of primary health care in all member countries of the GCC 
illustrated with figures and statistics, including very important health indicators, as well as a 
detailed description of primary health care programmes. It also presents the future challenges 
to primary health care in member countries of the GCC and how to deal with them. The 
second report highlights the coordination between member countries in the field of primary 
health care and development of primary health care services. It also lists health indicators in 
member countries, as well as resolutions issued related to the development of primary health 
care programmes. 

3.6 Iraq 

From 2004 onwards, the Ministry of Health started to revitalize primary health care. 
The government is the sole provider of preventive and curative care. The Ministry of Health is 
responsible for financing, priority setting, coordination and monitoring and evaluation. The 
primary health care network extends from the community (community child care centres) up 
to the governorate and the central level where secondary and tertiary care is provided. 
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Due to national insecurity, mothers have become reluctant to go to health facilities for 
preventive essential health services (immunization, maternal and child health care, antenatal 
care) and tend to go only when their child is critically ill. Despite this, routine immunization 
coverage was sustained at around 83% during 2005 due to implementation of outreach 
national immunization days.  

The long-term health development of Iraq faces a number of major challenges, 
including: weak governance and stewardship and management of the health system and of the 
sectors that impact on health; government commitment and political instability; rapidly 
depleting capital of human resources for health; and gross inefficiencies in the health system 
and support subsystems. All of these challenges are closely interlinked and are compounded 
by the poor security situation. 

The primary health care basic benefits package includes: maternal and newborn health, 
integrated management of child health and family practice (piloted), nutrition programmes, 
including wheat flour fortification, communicable and noncommunicable diseases, 
psychosocial services and mental health (newly introduced), school health, environmental 
health, and supply of essential medicines and emergency services. 

In spite of poor health indicators, Iraq has attained a number of achievements. No major 
disease outbreaks have been reported since 2003, until the recent cholera outbreak in 2007. 
Iraq has been polio-free for the sixth consecutive year, and 2006 routine immunization 
coverage has been sustained at about 76%. Iraq is moving towards malaria elimination. 

The primary health care strategic plan includes five main streams: 

• health financing reform through establishment of a social health insurance programme;  
• human resources for health planning and development (developing a balanced 

workforce with the appropriate skills mix and distribution); 
• decentralization of health services and strengthening of the governorate and district 

health system;  
• governance legislation and regulations; improved health governance through 

reorganization and restructuring of the Ministry of Health and other tiers of the public 
health sector;  

• improved public–private interaction and contractual relationships for effective delivery 
of health services. 

3.7 Jordan 

There are several outstanding health-related concerns in Jordan, including an increase in 
chronic diseases and accidents, as well as diseases related to environmental sanitation. In 
addition, there is an explicit need for a focus on primary health care, outpatient care, care for 
the rural population and preventive, rather then curative, care. There is also a need for 
increased collaboration between the public and private health sectors, including contracting 
out to the private sector. Recently, it has been anticipated that there will likely be growth in 
public health sector expenditure and that the proportion of Ministry of Health expenditure 
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spent on personnel costs will increase. It is also expected that the public sector will continue 
to experience high rates of loss of its professional health staff. 

Health centres in Jordan are classified into three major categories: primary health care 
centres, village health care centres and comprehensive health care centres depending on 
various factors, such as the population of the catchment area and the availability of public 
transportation. Services provided by such centres include first aid, simple nursing services 
such as measuring vital signs, vaccinations for women and children, inspection of food and 
water, and treatment of diarrhoea. General practitioners sometimes attend to patients at these 
centres although not always. Primary health care centres are headed by a general practitioner 
and provide both curative and preventive health services, including dental services and school 
health. They commonly perform food inspections and simple epidemiological investigations. 
A comprehensive health centre covers a catchment area with a minimum population of 15 
000. In addition to the staff and services offered by primary health care centres, 
comprehensive centres provide family medicine services and the availability of specialists, 
e.g. internist, pediatrician and gynecologist. In addition, there are 24-hour emergency 
services, as well as radiology services and a dental laboratory.  

Public sector expenditure as a percentage of GDP was 30.5% in 2004 and is expected to 
be 25.0% by 2014. Out of the total workforce of physicians, 29% are employed in health 
centres. In general, economic access is good at Ministry of Health facilities and user fees 
remain highly subsidized, with the Ministry of Health recovering only around 7.5% of its 
expenditure from fees. Other main issues facing service delivery now include: 

• low quality performance in rural areas; 
• general weakness in interpersonal communication and counselling skills; 
• lack of in-depth experience with management skills; 
• the need to significantly improve the referral system; 
• general shortage of nurses as compared to physicians. 

As the largest service provider in the country, the Ministry of Health should focus on: 

• key services, with specific emphasis on those in primary health care and those affecting 
infant, child and maternal mortality and on promotion of healthy lifestyles; 

• service quality, especially the provision of qualified staff and effective emergency care; 
• sustaining health financing, through increased coverage of health insurance sector 

reform and increased operational efficiency; 
• fair distribution of services in both urban and rural areas of the country. 

3.8 Kuwait 

In Kuwait there are currently 15 hospitals and 78 health centres distributed over six 
governorates. The public is served by 611 general practitioners, covering curative, preventive 
and health promotion services. A 24-hour service is provided at no charge for citizens. Health 
centres are distributed so that every area has one or two. Some specialty services, such as 
obstetrics/gynaecology, pediatric consultation and laboratories are also provided.  
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Several programmes are in place at health centres to serve the public. The family 
medicine programme was initiated in 1983 with the support of the Royal College of General 
Physicians in the United Kingdom. The Kuwait Institute for Medical Specializations was also 
established in 1987. In addition, a primary health care service programme is in place, covering 
many aspects, such as a well-baby clinic, an anti-smoking clinic, a cancer survey department 
and a mini clinic. In addition, several chronic diseases, such as diabetes mellitus, hypertension 
and nocturnal enuresis are additionally covered. Education and training programmes are 
offered for general practitioners and through continuing medical education. 

The primary health care work group has been working on several critical components, 
including remodelling of primary health care, unifying services to all districts and 
decentralization. Several challenges and obstacles stand in the way of primary health care in 
Kuwait. Importantly, policy change should embrace primary health care, ensuring that 
adequate manpower and budget are distributed to cover primary health care services.  

3.9 Lebanon 

Financing for primary health care in Lebanon is deficient. 67% of the Ministry of Public 
Health budget goes to private hospitals, only 9% is allocated for various public health 
programmes, including primary health care and support to nongovernmental organizations. In 
fact, the Ministry of Public Health allocates US$ 80 per eligible person on curative services, 
compared to only US$ 6 per person on preventive services and public health programmes. 
The Ministry of Public Health provides primary health care services to clients free of charge. 
A small fee is paid at service delivery points that are affiliated with the Ministry of Social 
Affairs or nongovernmental organizations. 

In 2005, after ten years of implementation, the primary health care policy was re-
evaluated, and an upgraded strategy, package and plan of action were developed. The revised 
strategy dictated that in 2006, the primary health care package should expand to ensure 
universal provision with a network of 150–160 primary health care centres. Furthermore, the 
strategy was modified to include aspects of coverage that were previously unattended to, such 
as mental illness, care of older persons, basic emergencies and inclusion of people with 
physical disabilities in planning and service delivery. The main objectives of the revised 
primary health care strategy were to: 

• expand the primary health care service provision network to include 150 health care 
centres by 2006; 

• increase the quality of primary health care services; 
• build a positive image for primary health care services; and 
• make primary health care an entry point for the health care system in Lebanon. 
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The main challenges facing achievement of the desired goals include: 

• prevalence of  non-conducive circumstances (internally  and externally); 
• withdrawal of World Bank support; 
• fluctuating commitment to primary health care; 
• scarcity of personnel at administrative level; 
• suboptimal financial allocation; 
• cultural “relapses”, with a shift back towards curative services; 
• submission, at both governmental and WHO levels, to suboptimal governance politics;  
• public–private partnership lacking a common perceived vision, mission and guiding 

principles. 

However, the primary health care system in Lebanon continues to strive towards 
achievement of its desired goals. The next steps include to: 

• implement the revised strategy; 
• finalize the quality assurance programme improvement policy as an entry point for 

future primary health care accreditation and licensure; 
• pilot-test district health care management; 
• interconnect primary health care centres at district level; 
• apply the referral system currently being tested; 
• ensure adequate, sustainable financing means; 
• evaluate, refine and replicate public–private partnerships, and 
• pilot-test transforming the output departments of governmental hospitals to primary 

health care centres.  

3.10 Libyan Arab Jamahiriya 

There are several health challenges facing the Libyan Arab Jamahiriya. The country is 
very large and there is a significant shortage of doctors working in the area of primary health 
care. To address this issue, the government added new medical schools to ensure the 
availability of primary health care physicians in the future. Also, the salaries of doctors 
working in primary health care and in rural centres were increased by 100% as an incentive. 
There are 22 districts in the country. In each one, there is a general hospital. There is a tertiary 
hospital in the big districts and polyclinics in some areas. In others, there are either rural or 
primary health care centres. There are health care units in all districts.  

There have been improvements in the primary health care system in the Libyan Arab 
Jamahiriya since 1980. Thus, the infant mortality rate has improved from 38.5 per 1000 to 24 
per 1000, there has been an increase in the percentage of deliveries under medical supervision 
from 69.7% to 99%, universal coverage in the immunization programme has been ensured 
and primary health care has become more equitable, reaching all districts of the country. 
Furthermore, there is a national medicines policy which is operational at all levels, a national 
essential list of medicines, supplies and equipment have been developed and distributed all 
over the country and regulations have been developed and impartially enforced to protect 
consumers from poor quality pharmaceuticals. The essential medicines are currently made 
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available throughout the year at primary care facilities free of charge. Ministry of Health 
expenditure on health is US$ 117 per capita. The Ministry of Health accounts for 71% of 
health expenditure and is the major contributor to primary health care financing. 
Decentralization of financing has been initiated in the Libyan Arab Jamahiriya, such that 
every district manages its own finances.  

There is currently a national policy document for the development of primary health 
care and its main priority is to provide health for all through a strategy that involves 
improving health administration, training of staff members as well as improving the medical 
information and documentation system, improving the skills of medical and paramedical staff 
and defining medical priorities. The support of WHO for the country should focus on: 
improvement of the referral system; training and improvement of the skills and capability of 
human resources, especially leadership in primary health care; conducting of surveys to 
improve user satisfaction; and improvement of the health information system in primary 
health care. 

3.11 Oman 

While tremendous success has been achieved in primary health care, sustainability 
remains a major challenge. The seventh 5-year plan (currently in place) addresses primary 
health care with a focus on chronic diseases, elderly care services, community-based 
initiatives and community participation. A family practice expert was recruited and identified 
catchment areas for health centres. There is currently one health centre per 20 000 population. 
The basic building blocks of the primary health care strategy are the health centres and local 
hospitals at the district level backed by regional and referral hospitals. To heighten the impact 
of primary care, the Ministry of Health launched a series of vertical programmes targeted at 
the most prevalent health problems among the most vulnerable groups, e.g. maternal and child 
health programmes and tuberculosis control. In the 1990s the Ministry of Health began to 
integrate these vertical programmes into stable primary systems at district level. Integration of 
preventive and curative services at central and peripheral level, as well as decentralization of 
decision-making to regional and district level was implemented in a phased manner.  

The health strategy in Oman involves: 

• ensuring adequate distribution of health services, such that by 2006, Oman had 175 
health centres and 55 hospitals with 5190 beds (compared to 19 health centres and 2 
hospitals in 1970); 

• distributing human resources for health to ensure adequately dispersed health personnel. 
Thus, there are 1.36 doctors, 3.26 nurses and 2.16 beds per 1000 population, which are 
among the highest ratios in the Region; 

• supporting education and training of Omani health care service personnel, both locally 
and abroad, at both undergraduate and postgraduate levels to minimize dependence on 
expatriate professionals; 

• expanding utilization of health services by users as a result of the distribution of 
services to ensure geographic access. Thus, Oman has one of the highest health care 
utilization patterns in the world; 
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• establishing several health programmes including: programmes for strengthening 
maternal and child health care, control of communicable diseases, control of 
noncommunicable diseases, control of specific diseases, safety and injury control, 
malaria eradication, AIDS and sexually transmitted infections control, strengthening 
work in hospitals, strengthening the health management system, human resource 
development and Omanization and strengthening primary health care and environmental 
health.  

Challenges facing Oman in development of its primary health care system include the 
shortage of manpower relative to increasing demands, lack of availability of some specialized 
medicines, poor infrastructure of many health centres and the lack of optimum 
communication between primary and secondary health care levels. In addition, the influx of 
immigrants and expatriates with the potential of importing epidemiological diseases is a major 
challenge. Also, care of older persons, the necessity for community involvement and the need 
for effective and efficient resource management are increasingly being recognized as 
important needs.  

3.12 Palestine 

Following the formation of the Palestinian Health Council in 1992, primary health care 
became more prominent in Palestine. The main task undertaken by the Health Council was 
development of a national health plan with primary health care comprising the main core. The 
national health plan was implemented in 1994 by the Palestinian Ministry of Health. There are 
currently 582 primary health care centres, which are classified into four levels. The level of 
services provided by health centres is determined by the number of people it serves and by its 
geographic proximity from inhabited areas. The human resources for health indicators 
demonstrate that per 10 000 population, there are 9.7 doctors, 0.92 dentists, 1.43 pharmacists, 
16 nurses, 13.3 hospital beds and 2 primary health care units.  

The main health care providers in Palestine are the Ministry of Health, United Nations 
Relief and Works Agency for Palestine Refugees in the Near East (UNRWA), 
nongovernmental organizations and the private sector. Partnerships have additionally been 
established with several organizations such as WHO, UNICEF, United Nations Population 
Fund (UNFPA), United States Agency for International Development (USAID), the World 
Bank and international nongovernmental organizations. 

Life expectancy in Palestine is 72.6 years. The percentage of the population with access 
to safe drinking-water is 97%, the adult literacy rate is 91% and 27% of the population are 
unemployed. Clearly, the most important challenge faced by the Palestinian Ministry of 
Health is the Israeli occupation, as well as funding and financial restrictions. Future plans 
include strengthening of the health insurance system, decentralization and focusing on mental 
health services. 
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3.14 Saudi Arabia 

Primary health care in Saudi Arabia is facing several challenges resulting from changes 
in the epidemiological pattern of diseases and the emergence of chronic diseases with their 
economic burden, economic changes and overwhelming technological development adding to 
the cost of services. Demographic changes towards urbanization and patient/community 
expectations have represented major challenges over recent times. National health expenditure 
as a percentage of GNP is 4%. Ministry of Health per capita health expenditure is US$ 257 
per year. 20%–25% of Ministry of Health budgets are directed to primary health care centres. 
Life expectancy at birth is 73.1 years.  

From 2003 to 2007 the number of visits to Ministry of Health outpatient facilities has 
decreased by 10% of the mean time and use of private sector facilities has increased by almost 
the same percentage. The number of average daily visits to each primary health care centresis 
102 visits with an average of 35.1 visits per physicians. Referral to hospitals represents 3.3% 
of visits. Saudi Arabia has 20 health districts. A programme of decentralization has been 
started on 2007 for the development of the district health system. The family medicine 
programme started in 1990. The Ministry of Health, through primary health care reform and 
the development strategy, adopted the concept of a family doctor for populations of 3000–
4000. The family medicine diploma will start in 2008 in many primary health care centres. 

Saudi Arabia developed a health insurance programme in 2005 for hospital care which 
will be extended to primary health care in 2008. The primary health care basic benefits 
package includes curative, diagnostic and consultative services for populations living within 
the 30 km catchment area covering laboratory, X-ray, environmental sanitation, mental and 
social health, supportive dental health and training. 

3.15 Sudan 

Since 1976, the health sector in Sudan has passed through four stages. Between 1976 
and 1983 there was strong political and professional commitment and good administrative 
preparation. The outcome of this stage was an upsurge in the number of health facilities, 
increased coverage of services and a high level of community participation. Between 1983 
and 1990, there was reduced political commitment, administrative instability, diminished 
external support and professional drainage. This led to redundant health facilities, shrinkage 
in coverage of services and a low level of community participation. 

The third stage between 1990 and 2000 was characterized by revitalization initiatives, a 
selective primary health care approach (vertical programmes), the Bamako Initiative in 1987, 
the health area policy initiative in 1989 and implementation of the basic development needs 
programme in 1993. This stage was characterised by partial solutions, lack of sustainability, 
failure to rectify problems and failure to achieve the targets of the health for all strategy. 

Since 2000 the health sector has been characterized by poor health indicators (morbidity 
and mortality), inequitable distribution of health services, scattered and standardized health 
facilities and financial barriers for the poor (fees for service). The outcomes were poor health 
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performance, dominance of certain vertical programmes and inadequate funds for health. 
Sudan needs a comprehensive integrated primary health care approach for a number of 
reasons, including: failure of the selective primary health care approach; continuous shortage 
of financial resources; lack of administrative capacities; and the need to accommodate new 
partners in health. 

A comprehensive integrated primary health care approach will: increase primary health 
care coverage; improve access to primary health care services; provide quality primary health 
care services and improve efficient use of resources to ensure sustainability. For a successful 
comprehensive integrated primary health care approach, there are number of issues that need 
to be taken into consideration, including: broad population health issues, providing effective 
service provision to poor and marginalized groups, reduction of health care costs, 
development of decentralization to ensure coverage and community involvement. Financial 
constraint is one of the main problems facing the government. Annual government health 
spending per capita is US$ 13, which represents 4% of total government expenditure. Most of 
the budget is directed to hospital care. In addition, a number of elements will have a direct 
impact on the implementation process, including the level of political commitment, financial 
commitment at all levels, strengthening horizontal relations at different levels, basing 
intergovernmental relations on technical aspects rather than programmatic staff, consolidating 
and strengthening the primary health care directorate at state level, accommodating all 
partners at each level in the overall primary health care planning process and an effective 
monitoring and evaluation system. 

3.16 Syrian Arab Republic 

The Syrian Arab Republic is in epidemiological transition from communicable to 
noncommunicable diseases. The main causes of mortality are related to noncommunicable 
diseases with an increase in ageing pathologies. There has been a dramatic improvement in 
health indicators in the Syrian Arab Republic for the last three decades. Life expectancy at 
birth has increased from 56 years in 1970 to 72 years in 2006. Infant mortality has dropped 
from 123 per 1000 live births in 1970 to 18 in 2006. The under-5 mortality rate has dropped 
significantly to 22 per 1000 live births. Maternal mortality has fallen from 482 per 100 000 
live births in 1970 to 58 in 2006.  

Access to health services has increased since the 1980s, especially in rural areas in order 
to achieve better equity.  Government expenditure on the health sector has increased as a 
proportion of total government expenditure from 1.1% in 1980 to 4.17% in 2006. A draft 
proposal for a national system of health insurance is currently being studied. 

The primary health care delivery system is the responsibility of the Ministry of Health. 
Services are provided through 1600 health centres all over the country. These health facilities 
provide medical treatments, preventive services, specialized centres (tuberculosis, diabetes), 
and comprehensive primary health care training centres. The Ministry of Health has put as a 
priority in the next 5-year plan the need to strengthen the referral system in some 
governorates. 
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The district health system was introduced in 1990 in order to decentralize the health 
care delivery process; each health directorate was allocated with its own budget provided by 
the Ministry of Local Affairs. Health centres are distributed throughout 91 districts. On 
average, there are 10 health workers per district health centre. District health centres are 
staffed with at least physician, nurse, public health technician, obstetrician, pharmacy 
technician, laboratory technician, midwives and health visitors. A 50-bed district general 
hospital also exists in each district.  

The Syrian Arab Republic is adopting the family medicine concept through providing 
the family health centre physician with technical, behavioural and managerial skills needed to 
deliver effective and efficient family practice services. The country needs approximately 7000 
family physicians over the next three years. The flow of financial resources is primarily 
funded by the government through the regular budget, in addition to out-of-pocket payments. 
Strategic directions for enhancing primary health care include: developing a basic primary 
health care package, introducing family medicine practice, integrating noncommunicable 
diseases and mental health in primary health care and including emergency care in primary 
health care. 

3.17 Tunisia 

Following its independence in the 1960s, Tunisia has had to deal with many problems, 
including limited resources for health, a weak health system infrastructure, with a system that 
is mostly focused on provision of curative services, a weak workforce, low health standards 
and indicators, such as infant and maternal mortality rates. There was focus back then on 
human resource development and a decision was made by the government to abolish dual 
practice (such that physicians either undertook public or private practice). Interest in health 
protection and promotion was in its early phases.  

The 1970s experienced a tendency to strengthen the health system infrastructure, with a 
focus on primary health care centres. National control programmes were developed with the 
support of WHO. That period also witnessed institutional strengthening at central and 
subnational levels, adoption of integrated models and a focus on community-oriented 
programmes. In the 1980s and 1990s, a separate budget was allocated for primary health care 
to allow for freedom of planning and utilization. Decentralization was adopted, with transfer 
of power to regions and initiation of hospital autonomy. Privatization policies and new 
reforms on user fees were developed, diminishing government spending on health. 

Since 2000, there has been increased focus on hospital autonomy, nongovernmental 
organizations have become more involved in advocacy but not in service delivery, and reform 
of social health insurance has been developed. A health insurance scheme that includes the 
private sector, while maintaining interest in increasing public sector performance, was 
developed. Commitment to the Millennium Development Goals has become more evident. 
There have been many challenges for the health care system in Tunisia, with a move towards 
a market economy and privatization policies, limited standard-setting tools, disengagement of 
the government from public spending on health, raising concerns over the future of primary 
health care as a consequence of the health insurance reform. There has been an increased 
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interest in family practice to improve access to primary health care and the gatekeeper role of 
primary health care has been resisted by professional associations. Globalization has resulted 
in the development of health and medical tourism, and is accompanied by an increased risk of 
migration of some skilled professionals. There has also been an advanced degree of 
epidemiological and demographic transitions. 

In conclusion, the primary health care system in Tunisia has matured over time. Such 
development and maturation has resulted in several achievements that need to be protected. 
There is a need to focus on family practice, health promotion and retraining of health 
professionals to better address new challenges. In the near future, it will be of utmost 
importance to assess the performance of the primary health care system, to learn from 
regional and national experiences and to focus on accreditation to attain the desired goals. 

3.18 United Arab Emirates 

The United Arab Emirates has a population of 4.01 million (recorded in 2005). Over the 
last decade, health indicators have demonstrated an improvement in the performance of the 
health system. Currently, the infant mortality rate is 7.8, the crude death rate is 1.49 per 1000 
live births and the maternal mortality rate is 0.01 per 100 000 live births. There is one health 
centre per 31 800 people, 1 physician per 6394 people and 1 nurse per 3654 people. 

Out of a total of 127 health centres in the United Arab Emirates (in 2005), 64 are 
provided by the government, 17 by the Department of Health and Medical Services and 46 are 
provided by the General Authority for Health Services. Primary health care manpower in the 
United Arab Emirates is divided among six districts. In Dubai, there are 9 primary health care 
centres, 35 doctors, 60 nurses, 15 dentists, 23 pharmacists and 6 technicians. There is a total 
of 723 technical and 338 administrative employees serving primary health care in the whole 
country. 

In the decade between 1995 and 2005, there was a significant increase in the attendance 
by the population of primary health care centres compared to hospital outpatient attendance. 
In fact, the ratio of primary health care centre attendance to hospital outpatient attendance 
increased from 1.88 in 1995 to 3.02 in 2005. Indeed, Ministry of Health health care centres 
have been providing a wide range of programmes and services, including health education, 
maternal and child health, treatment of common illness and injuries, control and management 
of common chronic diseases and oral health. Other health programmes provided include: 
nutrition education clinics (1993), national breast cancer screening programme (1995), 
national neonatal screening programme (1995), diabetes mini-clinics (1996) and preventive 
genetic counselling. 

Among the most outstanding performance indicators, vaccination coverage for 
poliomyelitis (OPV), diphtheria, pertussis, tetanus (DPT), measles, has increased dramatically 
from 50%–70% in 1995 to a range of 90%–100% in 2005. Hepatitis B and influenza (Hib 3) 
vaccination coverage has been stable at around 95%. Average numbers of antenatal visits have 
also gradually increased over the last decade. 
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The Ministry of Health developed its primary health care strategy (2006–2015) based 
on several factors including: morbidity and mortality trends over the last 10 years, situational 
analysis of primary health care services, political directions, especially improving services in 
remote areas and the results of demands and needs of primary health care consumers and 
providers. Surveys of the opinions of primary health care service providers reflected that 
health priorities are diabetes mellitus, followed by hypertension, oral and dental problems and 
bronchial asthma. These were followed with a list of less pressing, although important 
priorities, including chronic diseases, obesity, respiratory system diseases and mental 
disorders. Required priority service programmes were shown to focus on health education, 
nutrition services, oral and dental hygiene, staff training followed by improvement of 
laboratory and imaging services and expansion of the primary health care medicines list.  

The United Arab Emirates Ministry of Health primary health care strategy followed 
several key directions among the most important of which was to work with the community 
and involve people, to strengthen and improve existing primary health care services, develop 
and implement primary health care services and programmes that help in achieving 
comprehensive health care and to continuously improve quality. The major goals of the 
strategy were to provide: high quality, accessible, essential health services in the remote and 
central areas; healthy individuals, families and communities; healthy lifestyles; better mental 
health; better physical health; injury prevention; and accessible and appropriate health care 
services. 

3.19 Yemen 

Despite dramatic improvements in primary health care services that have taken place in 
Yemen over the past decade, mortality rates are still high. There are many challenges to a 
successful primary health care system in Yemen. The poor infrastructure of most health 
centres is a huge obstacle. In fact, some centres rely on solar power. The lack of education, 
particularly in women, is another major hurdle and it remains a challenge to empower women 
and improve their health. Elimination of poverty and hunger, ensuring availability of 
medicines and equipment, control of infectious diseases, such as malaria, HIV/AIDS and 
tuberculosis, decreasing infant and maternal mortality rates, ensuring that women receive 
adequate prenatal care and ensuring equitable distribution of health services remain major 
challenges. Finally, international collaboration is essential to ensure development and 
progress. Low level of health service coverage by the health sector, especially in rural Yemen, 
is considered to be the major barrier to improving health indicators and conducting other 
health interventions.  

Of central importance is the lack of a health service provision strategy that 
acknowledges and tackles the problem of the severe geographic dispersal of Yemen’s 
population. Its population of 21 million is largely rural (76%) and is spread out across rugged 
mountainous and desert terrain into 122 000 settlements. Public sector health spending is low, 
at US$ 10.76 per capita per year, and with a large share of the budget consumed by tertiary 
care, resulting in poorly paid health workers, low operational and maintenance budgets, and 
consequently, poorly functioning health services. The low funding level of the health sector 
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places the burden of paying for health care costs on the population, 41% of whom exist below 
the poverty line. Out-of-pocket costs represent 57% of total health care financing. 

Health sector problems in Yemen include:  

• high fertility rates, creating pressures on all health services;  
• a health management information system that is characterized by strong fragmentation 

of information units; 
• poor management skills, especially at district and governorate level; 
• poorly coordinated and poorly functioning management and monitoring systems;  
• insufficient equipping of health facilities; 
• shortage of sufficient numbers of health workers in rural areas, especially female health 

workers; 
• low awareness of the public of immunization and other essential services. 

The combination of a low public health budget, poverty, extreme population dispersal, 
over-reliance on inefficient vertical fixed site services, lack of effective primary health care 
decentralization mechanisms, and insufficient support for health workers has resulted in 
health services which are low access, low quality and underutilized. This has translated into 
low coverage of the population with immunization and other basic health services, especially 
in rural areas. Its effect on immunization coverage is low routine coverage in more than half 
of the districts and high drop-out rates.  

The main strategy proposed is to strengthen the district health care system, primarily 
through: i) establishing a system of routine outreach based on micro-planning/other best 
practices that maximizes the use of all available resources; and through ii) the functional 
integration of vertical programmes for improved management and support of health workers 
at the district level and below. This will replace the current approach which is characterized 
by fragmented and vertical training, supervision and service provision system. 

4.  SUMMARY OF DISCUSSIONS 

Primary health care achievements at a regional level have been impressive. Political 
commitment to health for all through primary health care has been explicitly demonstrated. 
There has also been an expansion of primary health care networks, with increased access and 
increased coverage by extension of services to include focus on promotion and prevention. 
Adoption of new delivery models, such as family practice, community and home care, as well 
as improvement of health outcomes and institutional strengthening have proved to provide 
added value. Furthermore, strengthening decentralization, development of community-based 
initiatives, expansion of the health workforce and development of tools, guidelines and 
standard operating procedures have been major outstanding achievements. 

Nevertheless, there have been major changes at a global level and some challenges 
stand in the face of service provision in the context of primary health care, including political 
challenges. Indeed, there has been a consistent move towards democracy, active community 
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participation and local governance, but wars, occupation, civil strives, etc. have been major 
drawbacks to primary health care progression. Globalization has affected the whole world and 
has been seen in two main areas, access to medicines, e.g. anti-retroviral treatment, and 
migration of human resources. The value of equity and social solidarity has been eroded in 
some countries where expatriates do not receive the same care as citizens. The world is also 
witnessing disparities within countries with respect to income, with increase in poverty and 
vulnerability, in addition to the spread of unhealthy lifestyles and limited physical activity. 
Economically, market forces, privatization, economic reforms, less public spending and 
under-funded health systems in low- and middle-income countries have been a major 
challenge. Epidemiological transition, with an increase of violence and road traffic accidents 
are major issues that require consideration in the process of development of primary health 
care programmes. Finally, demographic transition, with a large proportion of the ageing 
population with special needs represents a major challenge. 

While all health systems have responded to these challenges, nonetheless, there is an 
unfinished agenda with regards to weakness of community participation, limited intersectoral 
collaboration, weak decentralization, limited focus on social determinants of health, the 
persistent prevalence of the biomedical model of care with a focus on institution-based types 
of care. The latter has been partially imposed by patients themselves, who have favoured 
seeking tertiary care. We have additionally seen a slow shift in paradigm health care to health 
care development. Also, the conservative attitude of academia, with limited focus on 
community-oriented and problem-based training has been problematic. Normative work is 
still limited in terms of developing tools and guidelines and there has been limited networking 
in support of primary health care. 

Despite all the challenges, there are multiple opportunities that can be utilized. The 
renewed commitment to primary health care by all health ministers was demonstrated in a 
recent resolution. Global commitment to Millennium Development Goals, which promote 
primary health care and the presence of health development high on the political agenda are 
additional opportunities. There is strong support from academic institutions and 
nongovernmental organizations to maintain the values of primary health care and there is 
increasing interest in quality assurance and patient safety. 

Many elements need to be discussed while planning the way forward with respect to 
primary health care progress and development. Thus, it is important to consider how to 
protect the values of primary health care around equity and to bring in ethical dimensions 
ensuring health for all. It is also important to consider the paradigm shift towards health care 
development and how to strengthen decentralization, improve community participation and 
intersectoral support and to assess quality, patient safety and primary health care performance 
using available tools. 
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5. RECOMMENDATIONS 

To Member States 

1. Strengthen and coordinate networking and joint work between various health actors in 
the Region to revitalize primary health care under the leadership of ministries of health 
and WHO. 

2. Promote and provide technical support for available primary health care tools to create a 
clearer vision and performance for primary health care. The joint collaborative 
programme of WHO and Member States should have primary health care at the top of 
the agenda of such collaboration. The joint collaborative programme should provide for: 

- raising awareness of the validity of the primary health care approach to address 
present challenges and changes facing national health systems; 

- identifying an appropriate entity, role and representation of primary health care in 
the strategic thinking, planning and organizational aspects of ministries of health; 

- promoting integration and effective decentralization; 
- ensuring financial and administrative autonomy at the middle level to ensure 

effective implementation of primary health care; 
- strengthening mechanisms for collaboration between WHO and ministries of 

health in revitalizing primary health care; 
- supporting and promoting programmes related to the most vulnerable groups in 

the community (i.e.: children, mothers, older persons, chronically-ill people); 
- supporting, encouraging and motivating scientific research to deepen and develop 

various aspects of primary health care. 

3. Conduct networking with WONCA and the Regional Office to establish an observatory 
for family practice in the Region. Ensure joint collaboration in providing technical 
material to be posted on the observatory. 

4. Harmonize ongoing available programmes, poverty alleviation projects and the social 
determinants of health in order to help achieve the targets of the Millennium 
Development Goals, in line with the primary health care approach. 

5. Develop manuals, guidelines, standard operating procedures and protocols, in 
collaboration with medical universities and resource institutions, to support effective 
primary health care implementation. 

6. Pay maximum attention to quality management and information systems in primary 
health care in terms of development, improvement and reliability. Use quality 
management and information systems in forming policies, decisions and strategies at 
national level. 
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To WHO Regional Office 

7. Finalize the primary health care questionnaire based on the comments made during this 
consultation and distribute it for use to all countries in the Region. 

8. Conduct collaborative work with the Executive Board of the GCC, WONCA (the World 
Organization of Family Doctors) and Member States (particularly the Ministry of 
Health, academia and civic groups to prepare and conduct the regional primary health 
care conference on the 30th anniversary of Alma-Ata. 

9. Brief all Member States on the ACCISS* approach developed during the intercountry 
consultation on assessing the performance of primary health care in the Region. 

10. Commission position papers and field studies on primary health care in countries of the 
Region in preparation for the celebration of the 30th anniversary of primary health care, 
and commission working papers for the regional primary health care conference. 

11. Disseminate various tools and instruments and promote networking between countries 
in support of primary health care. 

* ACCiSS: A=access; C=coordinating care; C=working with community; I=improving performance continuously; 

SS=system support to health care delivery.  
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Annex 1 

AGENDA 

1. Inauguration 

2. Opening address and keynote address 

3. Adoption of agenda of the meeting  

4. Identifying the objectives, expected outcome and methodology of the meeting  

5. Presentation on regional health care delivery based on primary health care 

6. Presentation on the experience of countries in the Region in health care delivery and 
primary health care 

7. Reviewing the questionnaire on health care delivery/primary health care developed by 
WHO Regional Office 

8. Presentation on the regional strategic directions for health care delivery/primary health 
care 

9. Plan of action and recommendations 

10. Conclusions and recommendations 
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ANNEX 2 

PROGRAMME 

Sunday, 9 December 2007 

08:30–09:00 Registration  

09:00–10:30  Opening session 
Message of the Regional Director for the Eastern 
Mediterranean 

 

 

• Introduction of  the programme 
• Introduction of  participants and resource 

persons 
• Election of officers 
• Adoption of agenda and programme 
• Objectives, expected outcome, and 

methodology of the meeting 

 

 

Dr B. Sabri, Director, 
Health Systems and 
Services Development 

11:00–12:00 

Highlights on regional health care delivery based 
on primary health care (health care 
delivery/primary health care): lessons learnt 

Dr Ahmed Abdellatif, 
RA/HCD and 
Coordinator Health 
Systems 

12:00–17:00 Country presentations on health care delivery 
based on primary health care experience based on 
the questionnaire prepared by the Regional Office 

 

Monday, 10 December 2007 

08:30–10:30 Country presentations on health care 
delivery based on primary health care 
experience based on the questionnaire 
prepared by the Regional Office (cont.) 

 

11:00–13:00 Discussions on countries’ presentations in 
health care delivery/primary health care 

 

14:00–14:30 Introducing group work  

14:30–17:30 Group work on reviewing and finalizing the 
questionnaire  
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Tuesday, 11 December 2007 

08:30–10:30 Group presentation on reviewing the 
questionnaire 

 

11:00–11:30 Introducing action agenda for health care 
delivery/primary health care: models and 
strategies 

Dr Ahmed 
Abdullatif, CHS and 
RA/HCD 

11:30–12:00 Panel discussion on the axes of health care 
delivery/primary health care 

 

12:00–13:00 Group work on action agenda (axes) for health 
care delivery/primary health care 

 

14:00–16:30 Continue group work  

16:30–17:00 Group presentation and discussions on the 
regional action agenda (axes) for health care 
delivery/primary health care 

 

Wednesday, 12 December 2007 

08:30–10:30 Panel discussion on axis of quality of 
primary health care 

Dr B. Sabri, 
DHS and Dr A. 
Abdullatif, CHS 
and RA/HCD 

11:00–11:30 Introduction of next steps and regional plans 
of action for enhancing health care 
delivery/primary health care in the Region 

Dr Ahmed 
Abdellatif, 
RA/HCD 

11:30–13:00 Group work–next steps 

Plan of action and recommendations 

 

14:00–15:00 Group work presentations  

15:00–16:30 Recommendations and conclusions Rapporteur 

16:30–17:00 Closing session  
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Annex 3 

LIST OF PARTICIPANTS 

AFGHANISTAN 
Dr Abdullah Fahim 
Adviser to Minister of Public Health  
Minister of Public Health 
Kabul 

BAHRAIN 
Dr Mariam Al Jalahma 
Assistant Undersecretary for  
      Primary Care and Public Health 
Ministry of Health  
Manama  

DJIBOUTI 
Dr Nabawiya Mohamed Daoud 
Medical Chief for CMH 
Ministry of Health 
Djibouti 

EGYPT 
Dr Azza Ibrahim El Dessouki 
Director Primary Health Care 
Ministry of Health and Population 
Cairo 

ISLAMIC REPUBLIC OF IRAN* 

JORDAN 
Dr Safaa Qusous 
Quality Director 
Ministry of Health  
Amman  

KUWAIT 
Dr Bader Naif Al Otaibi 
Head of primary health care unit  
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Al Ahmadi Health Region 
Ministry of Health 
Kuwait 

LEBANON  
Mr Mohammad Ali Kanaan 
primary health care Director 
Ministry of Public Health  
Beirut 

Mrs Randah Hamadeh 
primary health care Focal Point 
Ministry of Public Health 
Beirut  

LIBYAN ARAB JAMAHIRIYA  
Dr Abdulhakim Mohammed Oun 
Head of the School Health Department 
The General People's Committee for Health and Environment 
Focal point for school health in Libya 
Tripoli 

MOROCCO 
Dr Aloui Belghiti* 
Rabat 

OMAN 
Dr Said Al Lamki 
Director 
Department of Primary Health Care  
Ministry of Health 
Muscat  

PAKISTAN 
Dr Inamullah Khan* 
Provincial Coordinator  
National Programme for FP, primary health care, NWFP 
Islamabad 
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Dr Ghulam Ali* 
Coordinator, National Programme for FP & primary health care 
Northern Areas 
Islamabad 

PALESTINE 
Dr Said Hanoun  
Director of Primary Health Care 
Tulkarim Primary Health Care Directorate 
Ministry of Health 
West Bank 

QATAR* 

SAUDI ARABIA 
Dr Essam Abdullah Al Ghamedy 
Director General Health Centers 
Ministry of Health  
Riyadh 

SUDAN 
Dr Malik El Abbasi 
Director General  
Primary Health Care 
Federal Ministry of Health 
Khartoum 

SYRIAN ARAB REPUBLIC 
Dr Monzer Kojak 
Director of Referral Systems 
Directorate of Primary Health Care 
Damascus 

TUNISIA 
Dr Mounira Garbouj* 
Director of the Primary Health Care Directorate  
Ministry of Public Health 
Tunis 
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Dr Ferid Ayoub* 
Consultant    
Tunis 

UNITED ARAB EMIRATES      
Dr Kalthoum Mohamed Ali Hassan 
Department of Motherhood and Childhood 
Ministry of Health 
Abu Dhabi 

REPUBLIC OF YEMEN 
Dr Rashad Al Shaikh  
Ministry of Public Health and Population 
Sana’a 

Dr Hussein Zein El Haddad* 
Ministry of Public Health and Population 
Syeoun 

Temporary Advisers 

Dr Hassan Salah 
Senior Health Policy 
      and Planning Advisor 
Health Policy Consulting 
1120 Greentree Lane 
Narberth PA 19072 
UNITED STATES OF AMERICA 

Executive Board of The Ministers’ Council 

For Cooperation Council States 

 
Dr Abdul Rahman Kamel Al-Habrawi 
Head of Technical Affairs Department  
Executive Board of the Ministers’ Council 
     For Cooperation Council States 
Riyadh 
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Dr Nabil Yassin Kurashi 
President of WONCA/EMRO 
Prof. of Family Medicine 
King Faisal University 
Saudi Association for Family Medicine  
Riyadh 

WHO SECRETARIAT 

Dr Belgacem Sabri, Director, Division of Health Systems and Services Development, 
WHO/EMRO 
Dr Ahmed Abdullatif, Coordinator, Health Systems and Regional Adviser, Health Care 
Delivery, WHO/EMRO  
Dr Jihane Tawilah, WHO Representative’s Office, Oman  
Dr Riham Elasady, Technical Officer, HCD/DHS, WHO/EMRO  
Dr Iman Shankiti, Technical Officer, WHO Representative’s Office in Iraq 
Dr Robert Labor Bagi, National Programme Officer, WHO Representative’s Office in South 
Sudan 
Dr Ghada Muhjazi, Technical Officer, WHO Office, Syrian Arab Republic 
Mrs Heba Elkhoudary, Senior Secretary, DHS/BUD, WHO/EMRO 
Mrs Hoda Elsabbahy, Secretary, HCD/DHS, WHO/EMRO  

* Did not attend
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ANNEX 4 

PRIMARY HEALTH CARE AXES 

Axis Description/ Details Parameters  Remarks 

1. Access to 
comprehensive 
health care: 
Ensure access to 
comprehensive 
essential package 
of basic health 
care services to 
improve, maintain 
and restore 
peoples’ health 

Configuration (general 
practitioner, family physicians, 
public health specialist, 
midwives, health assistant, 
health educators, gatekeepers; 
choice) 
Personnel: medical assistant, 
community health workers, 
midwives, community nurses, 
dentists, dental assistant, dental 
hygienist, nutritionist, triage 
nurse, nurse practitioners, 
health educators, family 
physicians, social workers, 
health inspectors 
Hierarchy and providers 
(Ministry of Health, 
nongovernmental organizations, 
private sector, traditional); 
Essential packages: forms, 
contents of promotion, 
preventive, curative and 
rehabilitative services  
Health education, promotion 
and marketing 
Referral system  
Emergency preparedness  
Geographical accessibility: 
catchment area, needs 
assessment, health centres, 
health units, mobile clinics, 
health visitors 
Financial accessibility: users’ 
fees, social safety network  
Cultural accessibility: female 
doctors, language, patient-
focused needs  

National health accounts: 
out-of-pocket, 
catastrophic expenditure 
Utilization patterns (per 
capita visit) 
Care-seeking behaviour 
Surveys (periodic 
surveys, national and/or 
subnational, step-wise 
approach)  

Cross training for 
personnel in some 
areas 
Develop guidelines for 
essential package  
Basic health care 
services may vary from 
country to country and 
might need to be 
adapted according to 
countries’ needs and 
profiles 
 

2. Coordinate care 
across service 
areas, 
organizations 
(governmental 
and 
nongovernmental; 

Life course, harmonize 
different levels, settings 
Based on needs stratification 
Home health care 
School health 
Geriatric care 

Referral rates 
Coordination with 
potential partners 
Tools used 
 

Potential partners 
might be 
nongovernmental 
organization, other 
ministries (education, 
social affairs, 
telecommunication, 
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settings and 
linking health care 
with social care. 

Well-baby initiative 
Mental care 
System for intrasectoral and 
intersectoral collaboration 
Referral system, appointments  
Structure of health care 
organizations, health map 
Communication strategy 
Using family records 

agriculture) as well as 
private sector  
Availability of good 
computerized health 
information system  

3. Work with local 
communities and 
enrolled 
populations to 
improve 
population health 
and well-being 

Active participation forums, 
syndicates, nongovernmental 
organizations, key figures, 
volunteers, selfcare 
Basic development needs 
Healthy villages, healthy 
districts, health cities, healthy 
markets, health-promoting 
schools, health promotion 
councils and health promotion 
committees, environmentally-
friendly industry 
Group of volunteers, involving 
nongovernmental organizations  

Specific: lifestyles 
tobacco, mental health 
problems, injuries, indoor 
pollution, sanitation, 
Institutions: school health 

Assess peoples’ needs  
Accountability of 
primary health care to 
the community 
Ownership  
Availability of 
information for the 
community 
Health promotion by 
local figures  

4. Continuously 
improve 
performance for 
better quality and 
safer care 

Standards setting, structures 
and procedures, internal QI, 
PDSA all over, FFSDP , BSC, 
QAPI, clinical guidelines, 
protocols, role of academia, 
curriculum-related, 
benchmarking, quality 
programs, quality team, 
rewarding system. Standard 
operating procedures, evidence-
based incentive, quality related 
research, client and provider 
satisfaction, quality 
improvement culture, evidence-
based medicine  

Standards, relicensure 
Accreditation, auditing, 
medical errors, 
malpractice, infection 
control, supportive 
supervision, monitoring 
and evaluation, medical 
errors, malpractice, 
infection control  

Dynamic leadership 

5. Develop health 
care 
delivery/primary 
health care 
support systems 

 

Infrastructure, strategic plans 
and policies, financing, human 
resources for health, health 
information system 
Each one to be reviewed in-
depth 

 Mapping 
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6. Human resources 
for health 

 

Policies and strategic planning 
(needs assessment) 
Civil servants reform 
Production of human resources 
for health (private sector, 
quality standards) 
Management of human 
resources for health 
Distribution and allocation of 
human resources 
Terms of reference 
Job description 
Salaries and performance-based 
incentives 
Dual practice (equity problem 
in some countries) 
Internal and external migration 
Staff retention 
Pension plans 
Licensing and re-licensing  
Human resources for health 
monitoring, evaluation 
(including appraisals) and 
supervision 
Annual staff performance 
Continuing professional 
development/continuing 
medical education) 
Voluntary workforce (mainly in 
health promotion area) 
 

Updated list of needs 
Number of training 
activities  
per year 
Number of re-licensed 
physicians 
Continuous education  
programmes 

Appropriate 
distribution of human 
resources guarantees 
the notion of equity 
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7. Health care 
financing 

 

Level of fund (expenditure) HS: 
US$ 34 (NHA 2003); new 
figures  
Sources of fund: 
Public expenditure in general 
(especially government budget) 
Private expenditure in general 
(especially out-of-pocket) 
External resources 
Release of government budget 
Expenditures by provider and 
function 
Allocation of resources among 
governorates and among 
services (needs, priority setting) 
Equity 
Basic benefit package and its 
cost  
Trends in external assistance 
Mechanisms for alignment and 
donors harmonization (aid 
coordination forum led by 
MOPHP, joint sectoral 
assessment and strategic 
planning: ministry of health and 
donors 
Decentralization of primary 
health care budget 
Cost containment  
Health insurance scheme, 
introducing user fees 

Percentage allocated for 
health from total 
government budget 
Rules and regulations for 
donor contributions 
National audit 

 

8. Health technology 
and 
pharmaceutical 
support 

 

Policy for medicine (selection, 
rational medicine use) 
List of essential medicines 
Procurement and supply system 
Standard list of basic equipment 
Regulation 
Quality assurance and 
improvement  
Inspection, maintenance and 
standardization   
Medicine and pharmaceutical 
committee  
Counterfeit medicines 
Information technology and e-

National regulatory 
authority 
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health 

9. Health 
information 
system 

 

Family file 
Medical record: e-medical 
records and registries 
Universal health information 
system forms 
Primary health care information 
system, including EPI 
information system 
Automated information system 
Notification system 
Surveillance system and 
Planned surveys 
Logistic support system 
Automated medicine 
distribution 
Proper clinical documentation  
Diseases and nutrition 
surveillance  
Training and implementation of 
the International Classification 
of Diseases (ICD10) 
Incidence reporting system  
Reporting system (periodic and 
incidental) 
Vital statistics  
Networking between health 
facilities  

Quarterly, mid-year, 
yearly reports (manual 
and automated) 
Networking between 
central and peripheral 
levels 
Central database 
Lease-lines 
 
 

 

10. Governance  
 

Role of ministry of health 
(regulator, supervisor, monitor) 
Decentralization efforts and 
effects on health care delivery 
Strategic plans to address the 
first four axes in support of 
health care delivery 
Coordination role of the 
Ministry of Health among 
partners/sectors and donors 
Regulations and law 
enforcement capacity of 
government 
Emergency preparedness  

Health council  
Patient right societies 

Ensure equity  
Ability and mechanism 
to respond to 
population expectation  
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