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EXECUTIVE SUMMARY 

The shift in the global burden of disease that began two decades ago in most of the 
developed countries is now manifest in the increasing number of people suffering from 
noncommunicable diseases. This transition of the burden of disease from communicable to 
noncommunicable diseases is widely attributed to the prevalent risk factors in these countries, 
the importance of which have been recognized only recently. Globally, in 1998 alone, 
noncommunicable diseases contributed to almost 60% (31.7 million) of deaths in the world 
and 43% of the global burden of disease. Based on current trends, it is estimated that 
noncommunicable diseases, mental health disorders and injuries will account for 73% of 
deaths and 60% of the disease burden in 20 years. Moreover, diseases that were considered, 
hitherto, to cause the major burden of death and disability in affluent societies and established 
economies only, are now having major impact on developing countries as well, resulting in a 
double burden of disease, noncommunicable and communicable, for them.  

The Eastern Mediterranean Region is no exception. Since countries in the Region 
represent a wide variety of social and cultural patterns and values, their communities are faced 
with multiple fronts due to rapid changes in lifestyle as well as unprecedented behavioural 
changes. Rapid urbanization and globalization, coupled with increasing poverty and low rates 
of literacy, are just some of the factors which have brought about changes in peoples’ 
lifestyles. Although data is scarce on the prevailing risk factors in the Region, the available 
data suggest that a variety of risk factors are equally dispersed in almost all the countries of 
the Region. The prevalence of smoking ranges from 15% to 75% in males and 2% to 29% 
among females. Lack of physical activity is taking a heavy toll, with studies showing that up 
to 75% of people in some countries of the Region lead a sedentary lifestyle. Prevalence of 
overweight and obesity is increasing, largely due to sedentary lifestyles and unhealthy dietary 
habits. Obesity ranges from 10% to 63% among females in some countries. Last but not least, 
death and disability due to road traffic injuries and violence are on the rise. The Region is 
encountering various challenges impeding a successful response to this dramatic 
epidemiological shift. Information on risk factors and risk behaviour is scanty and little 
evidence is available to permit well informed decisions to be taken. Member States have yet 
to place health promotion high on the political agenda and a multisectoral approach to health 
promotion and protection has yet to take firm root. Teaching in the medical and nursing 
schools does not take into account the changing dynamics of health promotion, emphasis still 
being placed mainly on disease-specific knowledge. Lack of resources is proving to be a 
major constraint in planning and implementation of interventions. Finally, integration of 
activities across programmes, both within WHO and in countries is still at an early stage, thus 
minimizing the chances of an effective response. 

The Regional Office has conceptualized a renewed vision over the past few years, 
aimed at improving quality of life and promoting healthy lifestyles through healthy settings 
and community-based initiatives. The rationale of this approach lies in the fact that unless the 
social and environmental determinants (in addition to the risk factors related to behaviour) are 
taken into account and unless the concept of health promotion is tied to social uplift, health 
per se will not improve. Some successful examples in the Region are available which can be 
replicated on a wider scale. A further rationale is that unless the community is taken on board 
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as an active partner, interventions will fall short of achieving the desired results. Within WHO 
efforts are under way to develop horizontal linkages between programmes in order to enhance 
planning and implementation of collaborative actions.   

With both the rich and the poor of the Region equally vulnerable to the changing disease 
patterns and resultant death and disability, interventions need to be carefully designed in order 
not to widen the existing inequities between them. Health systems need to be responsive to 
both healthy and sick populations, in order to prevent as well as arrest progression towards 
disease and disability. Since decisions made outside the health domain have an important 
bearing on the overall health of the population, ministries of health at the country level need 
to play a more proactive role in influencing policies made in other sectors. A multisectoral 
approach and one that involves partners from public, private, nongovernmental and 
community-based organizations is strongly proposed. WHO and Member States should work 
jointly to develop strong and effective surveillance systems to identify and track the major 
risks to health. It is critical to ensure that health sector reforms are responsive to the changing 
lifestyles and disease patterns. A cornerstone to the reform agenda is the expansion and 
extension of community-oriented medical education, currently implemented in just a few 
Member States. Finally, both WHO and Member States should embark upon endeavours to 
convince donors to invest more resources in health promotion and protection. 
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1. BACKGROUND AND RATIONALE  

The last few decades of the 20th century were seen as an era of combating 
communicable diseases worldwide, and therefore governments and organizations focused 
primarily on disease-specific programmes. With the Alma-Ata Declaration on Primary Health 
Care (1978) strategic focus shifted from disease-oriented interventions to the more pragmatic 
notion of disease prevention and health promotion. Countries built up preventive 
programmes, with focus largely on preventing communicable diseases. As a result, morbidity 
and mortality from communicable diseases was considerably reduced with dramatic rise in 
life expectancy across the globe. 

In the Eastern Mediterranean Region, the relentless focus on prevention of 
communicable diseases, together with improvements in sanitation, public health and medicine 
as well as in public awareness, has had a deep positive impact on health, quality of life and 
life expectancy. The majority of infectious diseases are no longer considered a threat to 
people’s daily life. However, the health and disease profile for human societies in the Region 
has been changing dramatically.  We live longer but are not necessarily as healthy as we 
should be.  

The World Health Report 20021 identified major risks to health and risk behaviour that 
make populations and individuals vulnerable to life-threatening diseases. Data on risks and 
risk behaviour in the Region is scarce. However, the available data shows that the major risk 
factors are present in the majority of the countries in varying magnitude. The situation in 
some countries of the Region is complicated by the presence of other social and 
environmental risk factors, such as poverty, armed conflict, war and insecurity. 

2. SITUATION ANALYSIS 

With the changing disease patterns and resultant change in overall burden of diseases 
there has been a dramatic and rapid epidemiological shift in recent decades from 
communicable to noncommunicable diseases. Noncommunicable diseases are fast catching up 
with communicable diseases, while newly emerging and re-emerging infectious diseases are 
increasing, and developing countries thus are faced with a double burden of disease 
(Figure 1). As the epidemiological pattern is changing so too are demographic trends with 
globalization also a factor, giving rise to aging populations, more sedentary lifestyles and 
changing nutritional patterns. Today people around the world of almost all age groups are 
relatively more inactive and more obese than ever before. In 1998, alone, noncommunicable 
diseases contributed to almost 60% (31.7 million) of deaths in the world and 43% of the 
global burden of disease. Based on current trends, noncommunicable diseases, mental health 
disorders and injuries are expected to account for 73% of deaths and 60% of the disease 
burden by 2020. With the rapidly changing disease patterns, rapid urbanization, growing 
industrialization, changing lifestyles and behaviour, compounded by the increasing gap 
between poor and rich, countries in Region too are now facing the reality of a double burden 
of disease. Noncommunicable diseases, mental disorders and injuries combined constitute a 

                                                 

1 The world health report 2002: reducing risks, promoting healthy life. Geneva, World Health Organization, 2002. 
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larger burden in terms of mortality in comparison to communicable diseases (Table 1), and the 
trend is increasing. 

 

Communicable 
diseases, maternal and 

perinatal conditions 
31.9%

Noncommunicable 
conditions 59%

Injuries 9.1%

 

Source: WHO  

Figure 1. Total global deaths by broad cause group 2000  

 

Table 1. Distribution of causes of death in the  
Eastern Mediterranean, 2000 

Causes of death No. of deaths (000) 
Cardiovascular diseases               1 087 
Respiratory infections 370 
Injuries 338 
Perinatal conditions 304 
Diarrhoeal diseases 286 
Malignant neoplasms 242 
Other causes 202 
Childhood diseases 197 
Respiratory diseases 152 
Digestive diseases 146 
Tuberculosis 136 
Congenital abnormalities 88 
Diseases of genitourinary system 86 
Neuropsychiatric disorders 84 
Maternal conditions 65 
Diabetes mellitus 63 
HIV/AIDS 54 
Nutritional deficiencies 48 
Malaria 47 
Other noncommunicable diseases 41 
Total                4 036 

Source: WHO 
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Globally, every day around 16 000 people (around 5.8 million annually) die from 
injuries. For every person that dies, several thousand more are injured, many of them left with 
permanent sequelae. Injuries occur in all regions and countries and affect people in all age and 
income groups. Worldwide, road traffic injuries alone caused more than a million deaths in 
1998, and were the second leading cause of death among those aged 15-44 years. In the 
Eastern Mediterranean Region every year half a million reported deaths are due to injuries, 
and the number is rising. Except for a few countries in the Region where mortality and 
morbidity due to communicable diseases are still very high, injuries account for more deaths 
in people below 45 years of age than all causes of death combined. This implies that one in 
nine premature deaths are injury-related and that for every person who dies, many more are 
left with permanent disabilities. The leading injury-related causes of death in the Region are 
road traffic accidents, war and interpersonal violence.  

Health is determined by many factors: social, physical, economic, environmental, 
political, spiritual, behavioural and mental. Communities largely draw their strength for good 
health from their day-to-day behaviour and the environment they live in. The World Health 
Report 2002 defines risk to health as the probability of an adverse outcome. Evidence shows 
that most of the behavioural risk factors are present in abundance in the Region, and 
increasing, therefore increasing the probability of adverse outcomes for populations in the 
Region. For example, smoking prevalence among men ranges from 15% to 75% across the 
Region and in women from 2% to 29%. Physical activity is low in virtually all the countries 
of the Region, particularly in the rapidly growing large cities. Crowding, poverty, crime, 
traffic, low air quality, and shortage of parks, sidewalks, and sports and recreation facilities 
make physical activity a difficult choice. Studies show that up to 75% of people in some 
countries of the Region lead a sedentary lifestyle. The attributable risk of different diseases 
due to lack of physical activity in the Eastern Mediterranean Region is shown in Table 2 and 
indicates that there is almost no difference in the relationship between lack of physical 
activity and risk of developing those diseases among the low mortality and high mortality2 
countries. 

Overweight and obesity are growing concerns in most countries (Figure 2). Accuracy 
and national representativeness of available information on overweight and obesity vary 
among the countries of the Region. Therefore comparison of the countries on the basis of the 
existing data can only be made with extreme caution.  Nevertheless, it is clear that most 
countries in the Region have rising levels of adult overweight and obesity. The rate of obesity 
in adult females approaches 50% in some countries. The direct causes of overweight and 
obesity in the Region are recognized as being consumption of high-fat, high-energy diets and 
lack of physical activity. It was thought that obesity mainly affected populations and  
 

                                                 

2 The World Health Report 2002 divides countries into different mortality strata based on level of under-5 child mortality and adult 
mortality. Quintiles of the distribution of 5q0 (both sexes combined) were used to define child mortality. Adult mortality 45q15 was 
regressed on 5q0 and the regression used to divide countries with high and very high adult mortality strata. Based on this estimation 
the Eastern Mediterranean Region has been divided into two strata: EMR B (low child, low adult) and EMR D (high child, high 
adult).   
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Table 2. Attributable risk of different diseases due to lack of physical activity 
in the countries of the Eastern Mediterranean Region 

High mortality countries Low mortality countries Diseases 

Male Female Male Female 

Coronary heart disease 22% 21% 21% 21% 

Ischaemic stroke 11% 12% 10% 11% 

Type 2 diabetes 14% 14% 13% 14% 

Colon cancer 15% 16% 15% 16% 

Breast cancer  10%  9% 

Source: The World Health Report 2002 
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Figure 2. Prevalence of obesity in some countries of the Eastern 
Mediterranean Region  

Source: WHO/EMRO 1999  
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individuals in more affluent societies; however, the available data shows that people living in 
poor communities are equally affected by this crippling risk factor. Even in the rural areas of 
some poorer communities sedentary pastimes, such as watching television, are becoming 
increasingly popular, especially among children, and are tending to manifest themselves in 
rising levels of obesity in rural communities as well. 

Rapid urbanization in the Eastern Mediterranean Region, mainly due to socioeconomic 
transitions, is making the situation even more complex. It is estimated that with the present 
pace of urbanization in the Region, the population living in urban areas will outnumber the 
rural population by 60% by 2020. This further complicates the situation as, in addition to 
biological and behavioural factors, environmental factors are contributing to the increased risk 
of noncommunicable diseases.  

Another important manifestation of ill health due to unhealthy lifestyles, both globally 
and in the Eastern Mediterranean Region, is oral health-related problems. Oral health, 
however, has been a neglected area, both for policy-makers and for the community, in most 
countries in the Region. The latest surveys show that the DMFT index for decayed, missing 
and filled teeth among 12 year-olds has improved in very few, and deteriorated in many other, 
countries.  Most of the countries in the Region also have a high prevalence of periodontal 
disease, in the form of bleeding and calculus. Dental carries and periodontal diseases are 
caused by unhealthy lifestyles, especially high intake of sugary foodstuffs, lack of fluoride in 
the environment and, more significantly, by ignoring oral hygiene. 

On another front, urbanization, poverty, social change, and war and conflict, have led to 
a high burden of mental health problems in the Region, particularly stress and depression. 
Information on levels of stress and depression in different countries of the Region is scattered. 
However an alarming increase has been observed in the number of depressed patients, and in 
rates of suicide and substance abuse, especially in the form of injecting drug use, in several 

countries.  

3. HEALTH PROMOTION: THE CONCEPT 

The concept of health promotion that began with the Alma-Ata Declaration in 1978 and 
was further developed in 1986 with the objectives outlined in the Ottawa Charter for Health 
Promotion, has passed through a long development process in the bid to get communities to 
take control of their own health through changes in behaviour and lifestyle. Policies and 
interventions made outside the health sector have an important bearing on the health of 
populations. The Ottawa Charter identified a multisectoral approach as essential while 
maintaining appropriate focus on improving health and quality of life. Globally, programmes 
and interventions are being designed so as to inculcate the notion of health promotion within 
the health system and to ensure that policies made outside the health sector are health 
sensitive. 

In the Eastern Mediterranean Region efforts have been made to shape policies and 
programmes in this mould by making increased endeavours to enlighten communities about 
the impact of changing lifestyles on individual and community health and to ensure that 
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policies are conducive to populations’ health. There have been some successful experiences in 
the Region, however, progress towards recognizing the promotion of healthy lifestyles as an 
important way of mitigating the disease burden remains slow. Policy-makers outside the 
health sector have yet to acknowledge that health is integral to achieving sustainable 
development and ministries of health have yet to adopt a guiding role in this regard for other 
ministries and sectors. 

Individuals, populations and governments share the challenge and responsibility of 
reducing risks, in order to achieve a long and healthy life. So far, with very few exceptions, 
such as the Tobacco Free Initiative, most health risk reduction strategies have been directed 
towards individuals and to some extent communities. Although governments alone cannot set 
out to reduce risks to zero, they can aim, and devise supporting measures, to lower the risks to 
an acceptable level.  

  4. HEALTHY LIFESTYLES PROMOTION REVISITED 

Since health is affected by a variety of determinants, and interventions in isolation will 
have little impact on the overall outcome, action in the Region has been planned and executed 
in collaboration with initiatives focused on healthy settings and the community. Examples 
include promotion of healthy lifestyles, including oral health and injury prevention, through 
school health and healthy workplace programmes in a good number of countries, as well as 
promotion of healthy lifestyles through community-based initiatives, such as at Nizwa and 
Sur in Oman, and programmes for healthy cities in the Islamic Republic of Iran, healthy 
villages in the Syrian Arab Republic and basic development needs in Afghanistan. Elsewhere, 
emphasis is being placed on encouraging and supporting countries to conduct surveys on the 
existing risk factors and their relation with the existing disease burden. In addition, there is 
continuing dialogue with the ministries of health in an effort to influence policies made 
outside the health sector, which, invariably, have bearing on the health of communities. 

In an effort to develop horizontal linkages at an organizational level, the Regional 
Office has recently contributed to deliberations on important global strategies and documents. 
Major contribution was made to the draft global strategy on diet, physical activity and health. 
Region-specific recommendations were formulated, which will be taken into account when 
the global strategy is finalized by the end of this year. The draft outline of the first World 
Report on Road Traffic Injuries was reviewed at a Regional Expert Meeting in May 2003. 
This joint WHO/World Bank Report will be launched during the celebration of World Health 
Day 2004, the theme of which will be “Safe Roads”. A regional consultation will take place 
by the end of 2003 on prevention of road traffic injuries in the Region. It is hoped that this 
consultation will play a pivotal role in adoption of the WHO five-year strategy on prevention 
of road traffic injuries. 

The Regional Office has reinforced its mission and has been more proactive in 
promoting its objectives in an effort to revisit the conceptual framework of healthy lifestyle 
promotion in the Region. The aim will be to support Member States in the development of 
capacity and identification of resources, to enable them to respond effectively to the risk 
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factors posed to health by the changing epidemiological and demographic patterns in the 
Region, as well as to respond to other determinants of health. The main strategic objective of 
healthy lifestyle promotion is to integrate technical action within the Organization and in 
countries and, especially to implement interventions through existing platforms and 
mechanisms, such as community-based initiatives. 

5. CHALLENGES AND CONSTRAINTS 

The times in which we live are characterized by rapid and irreversible social change. 
Shifting family structures and an aging population are all exacerbating certain health 
problems and creating pressure for new kinds of social support. They are forcing us also to 
seek new approaches to deal effectively with the health concerns of the future. 

The causes of health and disease are a complex interplay between individuals, social 
structural factors (socioeconomic status, educational attainment and occupation), cultural 
factors and exposures to particular risk and protective factors. Overlaying these factors are 
persuasive pressures from the consumer marketplace and information from diverse sources 
that may impinge on perceptions of health and risk. Currently, at organizational and country 
level the following additional challenges are faced. 

Lack of reliable benchmarks, specific to the countries of the Region about various risk 
factors and their contribution to the overall burden of disease. In the absence of reliable 
baseline data, countries are unable to make informed decisions and subsequently to 
measure the effectiveness of interventions.    

• 

• 

• 

• 

• 

How to reduce the inequalities in, and increase the opportunity for, access to health. 
Access to health, or rather lack of access, has been proved to play a major role in the 
inequities between the health of low-income versus high-income communities.  

How to integrate the technical aspects of healthy lifestyle promotion into a conceptual 
and methodological framework, at the organizational level. Lifestyles cannot be 
changed overnight, nor can individuals and communities facing pressure from various 
environmental determinants be expected to respond to heath education and awareness 
campaigns alone.  

How to position healthy lifestyle promotion issues sufficiently high on the political 
agenda of the Organization, as well as the Member States. Modification in lifestyles has 
not been seen as a priority by countries although they may have anecdotal evidence 
available about the impact of lifestyles on health. 

Focus of medical education in almost all countries mainly on clinical skills. Only in a 
few countries is some emphasis placed on health promotion.    
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Resource constraints, which are a major impediment in the planning and 
implementation of interventions at the country level. It is difficult to convince policy-
makers to divert scarce resources to health promotion interventions.  

• 

6. DISCUSSION AND STRATEGIC DIRECTIONS 

The significance of thinking about health and risks to health in terms of health 
determinants, lifestyles and resultant patterns of exposure to (multiple) risks and adverse 
outcomes is that we gain a better understanding of how health is maintained or illness 
produced. Based on this fuller understanding, it may prove feasible to develop more effective, 
comprehensive programmes that apply at different levels of intervention and that, if acting in 
concert, will positively influence population health status over time. 

A healthy lifestyle is a valuable resource for reducing the incidence and impact of health 
problems, for recovery, for coping with life stress, and for improving quality of life. However, 
convincing governments and communities that health is a good investment, as well as 
providing guidance and incentives to create a culture that fosters health, are complex 
processes.  

Two key questions appear to be central to this discussion: What mechanisms are needed 
to effectively respond to the emerging challenges? and What strategies or processes can we 
implement in order to meet these challenges? There appears to be a wide array of choices to 
address these questions effectively.  

However, in reality it is known that, until recently, healthy lifestyle promotion has relied 
heavily upon the dissemination of health information, targeting health messages to the public 
in the expectation that this would somehow bring about the desired changes in people's 
lifestyles. Although this approach has produced some shifts in attitudes and behaviour, these 
have been slight and slow. It became increasingly evident that to be effective, information 
campaigns should not take place in isolation; they have to be combined with a variety of other 
activities. Healthy lifestyle promotion thus becomes a multifaceted exercise, which includes 
education, training, research, legislation, policy coordination and community development. 

Efforts to come up with effective strategies should take into account the challenges and 
constraints discussed. Horizontal linkages and collaborative actions tend to mutually reinforce 
interventions and help in avoiding duplication of resources. Another mechanism is to boost 
efforts to involve the community at the level of planning and designing interventions. An 
example of enhanced community participation and decision-making is that of the community-
based initiatives, where communities become more informed about their unmet needs and 
choices, are therefore more responsive, and are taken as active partners in planning and 
implementing interventions.  

Positioning healthy lifestyle promotion higher on the political agenda can be achieved 
by targeting at high-level policy and decision-makers. This is possible if evidence is provided 
of the relation between the existing burden of noncommunicable diseases and unhealthy 

 



EM/RC50/5 
Page 9 

behaviour and lifestyles, and of the positive impact of current healthy lifestyle initiatives. 
Countries will need to strengthen their capacity for planning for action, for disseminating 
existing effective health promotion experiences, and for mobilizing resources to support pilot 
and demonstration projects. 

A mechanism for behavioural risk factor surveillance should be developed in order to 
contribute information to policy-making, advocacy and the evaluation of programmes. Ideally 
this should be integrated with national data collection. Countries, as well as WHO, need to 
develop, and regularly update, a comprehensive evidence base for chronic disease prevention 
(including cost-effectiveness studies), and an accompanying dissemination strategy in order to 
facilitate decision-making on risk factor mitigation. 

One of the best ways to alter the pattern of social and environmental risk factors is the 
population-based approach. A population-based approach seeks to alter or eliminate lifestyle 
and environmental risk factors affecting the population as a whole. It is based on the 
knowledge that by far the greatest number of disease cases arises from that majority of the 
population who are not seen as being “at risk”, and that small changes in this group can 
produce much greater community benefit than large changes in a small number of high-risk 
individuals.  

To support the population-based approach, it is necessary to ensure that health sector 
reforms are responsive to changing lifestyles and disease patterns. It has been commonplace 
for national level public health efforts to be predominantly organized around single purpose 
(vertical) programmes addressing various diseases or risk factors. Most people and 
communities experience a range of health issues and risk factors at the same time, so at the 
service delivery level better coordination of services to address each of these is warranted.  

A cornerstone to any reform agenda is the increasing realization of the relative 
ineffectiveness of the current disease-specific mode of medical education. There are a few 
examples at country level where community-oriented medical education (COME) has been 
introduced with the support of WHO. An evaluation of the impact of COME is required to 
assess its effectiveness and simultaneous extension of COME to additional countries and 
medical/nursing schools. Efforts are needed to expand the scope of COME by including 
health promotion with its renewed concept and methodologies. 

Up to now health care delivery systems in the Region have largely been viewed as 
playing their role when there is illness. A healthy population has been regarded as being 
outside the domain of health systems, since the concept of ill health and the health system 
almost always coexisted. However, with the now available evidence linking unhealthy 
behaviour with the possibility of later disease occurrence, health systems need to respond to 
this challenge. In addition to dealing with sickness and sick people, the health system should 
gear itself up to catering for healthy people as well, in order to arrest their progression to 
sickness. This is what health promotion is about.   

There are certain dilemmas inherent in the concept of healthy lifestyle promotion. For 
example, we cannot invite people to assume responsibility for their health and then fault them 
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for illnesses and disabilities that are the outcome of wider social and economic circumstances. 
Secondly, there is the question of allocating resources during times of scarcity. The 
availability of financing is obviously a critical question. Cost control, therefore, is a matter of 
continuing concern. The pressures created by an aging population and the growing incidence 
of disabilities in society will take a heavy toll on financial resources. However, at the same 
time the healthy lifestyle promotion approach has the potential and is the answer, over the 
long term, to slowing the growth in health care costs. 

7. RECOMMENDATIONS 

Member States 

1. Health ministries in particular, and governments in general, should play a stronger role 
in formulating policies aimed at risk prevention and management, including policies 
that enhance support to scientific research and improve systems for surveillance of risks 
to health. 

2. Ministries of health should adopt a guiding role in convincing other ministries and 
sectors to adopt health-sensitive policies, in particular through extensive advocacy. 

3. Intersectoral collaboration in designing interventions so as to reduce extrinsic risk 
factors to health (e.g. poverty and illiteracy) should be increased and efforts made to 
reduce social inequity by designing interventions equally accessible to the rich and the 
poor. Therefore Ministers of Health should initiate and support implementation of 
multidisciplinary programmes, such as healthy settings and community-based 
initiatives, involving other sectors, nongovernmental organizations, community-based 
organizations and the media as active partners in the planning and implementation of 
interventions. 

4. Member States should reshape their health systems to take into account the importance 
of concentrating on promoting health to healthy people in addition to effective 
interventions for sick populations. 

5. Member States should enhance the capacities of health professions education 
institutions making promotion of healthy lifestyle an integral component of health 
professions education. Experience with community-oriented medical education to-date 
should be evaluated and efforts should be made to expand it to as many health 
professions education institutions as possible.  

6. Countries should increase collaboration with multilateral and bilateral donors in order to 
promote investment of additional resources in promotion of healthy lifestyle activities 
and conduct of cost-effectiveness analyses of interventions to prevent or reduce risks. 

WHO 

7. The Regional Office should support Member States in building capacity for health-
sensitive policy-making and planning in ministries of health and their partner sectors. 
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8. The Regional Office should continue to organize regional and sub-regional meetings on 
healthy lifestyle promotion. These meetings should serve not only as a forum for 
discussing achievements and progress but should also provide opportunity to Member 
States to bring on board different related sectors and gather information required to 
ensure evidence-based policies. 

9. The Regional Office should continue to support healthy lifestyle approaches in Member 
States, especially through healthy settings and community-based initiatives. These 
approaches should have appropriate focus and intensity and be sustained over an 
extended period, in order to have the required impact. 

10. The Regional Office should support Member States in establishing meaningful dialogue 
with multilateral and bilateral donors so that all available resources can be mobilized to 
pursue policies aimed at promoting healthy lifestyles. 

11. The Regional Office should continue to support the Member States in expanding 
community-oriented medical education as well as widening its horizon to include the 
basic concept of health promotion as outlined in the 1986 Ottawa Charter for Health 
Promotion.  

12. The Regional Office should emphasize the importance of horizontal linkages within the 
Organization by implementing multidisciplinary activities encouraging collaboration in 
planning interventions.   

 


