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Since I entered office as Regional Director in 1982, a constant theme of my strategy to address 
health issues in the Region, and a concern close to my heart, has been to look not just at the diseases 
themselves but at the underlying causes of disease, especially poverty.  During the 1980s and early 1990s, 
the Eastern Mediterranean was one of just a few WHO regions focusing on such issues. Through the 
basic development needs approach, we already had well established community-led poverty reduction 
strategies and programmes in 12 countries by the time the Millennium Development Goals were set by 
the United Nations in 2000. Now, as more and more emphasis is placed on the need to identify the social 
determinants of health and to develop strategies for poverty reduction that take them into account, I see 
that the groundwork we carried out is a good basis from which to build. Now we must scale up. Most 
countries of the Region have good models—villages and districts that have proved that poverty reduction 
and health improvement go hand in hand and are achievable, but models is all they will remain unless we 
have the political and social commitment to expand the experience we have gained. Above all, we must 
work in partnership with others: at ground level with other sectors and nongovernmental organizations, 
and at strategic level with sister agencies and global funding partners, under the umbrella of and in full 
coordination with national health authorities.

The Millennium Development Goals will prove a testing ground for all of us, I am sure. Last year 
I spoke of the high numbers of maternal deaths that still occur in some parts of the Region, and of the 
impact this has on families and societies. One of the problems I highlighted was the weakness in the health 
care delivery systems in some countries of the Region. Indeed, the health system has, in recent years, 
been exposed as the most important area in need of strengthening in developing countries. The targets we 
have all set ourselves in the areas of HIV/AIDS, tuberculosis, malaria, immunization, final eradication of 
poliomyelitis, maternal and child health, and ultimately the Millennium Development Goals, will never 
be fully achieved unless we are able to deliver, first, functioning, efficient health systems. 

Among the priority areas of health care delivery that we have focused on over the years in this 
Region, is that of human resources development. One of the achievements we can be proud of is that 
most countries are now well resourced in terms of qualified physicians. This has been enhanced by the 
development of basic medical sciences courses and support for postgraduate courses in public health 
in a number of countries, which have strengthened medical sciences education and opened up career 
structures and opportunities for health professionals. However, it is also true that not a single country 
in the Region is self-sufficient in human resources working in the health system, and this is particularly 
true for the other health professions, such as nurses, public health specialists, family practitioners, 
pharmacists, dentists, paramedicals, laboratory technicians, managers and health economists. Moreover, 
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while high societal value is placed on a career as a physician, our Region continues to undervalue, 
underpay and therefore under-produce other health professionals. As long as this situation prevails, the 
best and most qualified health professionals will continue to be lured away to other countries and other 
regions. In addition, the obvious geographic maldistribution of health professionals within the Region, 
within countries, and even within cities and suburban and rural areas, represents a serious obstacle to 
achieving efficient and equitable national health systems. 

Last year the World Health Assembly discussed the issue of international migration of health personnel 
and called for the designation of a decade for Human Resources for Health Development. This needs 
solid commitment and a great deal of work at national level. Among the top priorities in this respect is 
the need to establish sound information systems to produce solid data on human resources development, 
and to strengthen the national institutional capabilities and expertise in planning, training, financing and 
managing health professionals and in use of national languages in human resources training. Several 
countries of the Eastern Mediterranean Region have established or initiated action to strengthen these 
capabilities. Much remains to be done to address the huge challenges facing health professionals at 
global, regional and national levels and to prepare countries for the global initiative to address this 
important issue during the next decade.

Another of our priority concerns is the burden of noncommunicable diseases in the Region, which 
continues to grow rapidly. It is true that the countries of this Region have been slow to recognize the 
problem and the implications for the future in terms of economic impact and impact on delivery of 
health services. This, of all disease areas, is the most accessible to study of social determinants, since 
noncommunicable diseases are in large part caused by lifestyle-related factors. Tobacco use is a risk factor 
for many noncommunicable diseases, including cancers, cardiovascular and respiratory diseases and 
diabetes. Recognition of this is not lacking in the Region, but action is. The Member States of the Eastern 
Mediterranean were active and vocal in support of the Framework Convention on Tobacco Control. Now 
they need to be active and vocal in implementing it. Tobacco in our Region is among the cheapest of 
any region in the world, and rates of taxation on tobacco are among the lowest. Public awareness of the 
health hazards is still low in many communities, and health education is weak. Regional awareness of 
the dangers posed by the impending pandemic of shisha smoking is extremely low, in particular. Banning 
of smoking in public places has barely started in the Region and enforcement of regulations regarding 
trafficking, resale of smuggled goods, sales to minors and smoking in nondesignated areas, to name just 
a few, is lacking. 

I referred above to the need for functioning, efficient health systems—systems that can deliver 
quality health services equitably to all. This was demonstrated very poignantly this past year by the 
resurgence of poliomyelitis in the Region as a result of re-introduction of the disease from Nigeria. The 
epidemics that occurred in countries that had not reported occurrence of the disease for several years 
can be put down in large part to poor health systems performance, and specifically to gaps in routine 
immunization coverage and surveillance. Other countries may similarly be vulnerable. It is important 
that we learn well from this lesson and take steps to strengthen the quality of national immunization 
campaigns, and of routine immunization and surveillance systems. Above all we must pull together to 
prevent any further outbreaks. The adoption by the World Health Assembly in May 2005 of the revised 
International Health Regulations is proof of the concerns the international community has about the 
spread of diseases across national borders. The true test of the Regulations will come in countries’ 
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Hussein A.Gezairy MD FRCS

Regional Director for the Eastern Mediterranean

willingness to share information and cooperate in implementing prevention and control measures. At 
the same time, if the international community wants the Regulations to work as they intend, we need to 
build and strengthen health information systems and capacity in laboratory diagnosis and surveillance. 
I look forward to continued collaboration with our Member States in support of implementation of the 
Regulations.
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1 Governing bodies

• The Fifty-first Session of the Regional Committee was held in the Regional Office for the Eastern 
Mediterranean in Cairo from 3 to 6 October 2004 under the chairmanship of H.E. Dr Ahmed Bilal 
Osman (Sudan). Important resolutions adopted by the Regional Committee concerned the health 
conditions of the Arab population in Palestine; the proposed programme budget 2006 to 2007; 
moving towards the Millennium Development Goals––investing in maternal and child health; impact 
of health expenditure on households and options for alternative financing; health systems priorities in 
the Eastern Mediterranean Region; proposed revision of the International Health Regulations; vaccine 
development, accessibility and availability; and development and use of genomics and biotechnology 
for public health.

• The twenty-eighth meeting of the Regional Consultative Committee was held in April 2004 and its 
recommendations were endorsed by the Regional Committee at its Fifty-first Session.

2 Health policy and management

• In order to provide stronger coherence between planning, budgeting and resource coordination, 
extensive efforts were made, with emphasis on quality assurance, in the way WHO operates and 
delivers services. Four workshops on the results-based management framework were conducted for 
eight countries to support better utilization of the framework. The regional programme budget for 
2006–2007 was prepared through a consultation process using peer reviews of areas of work. To assist 
country offices in administration and management of their work and monitor the implementation of 
their collaborative programmes, the country activity management system was developed. Country 
cooperation strategy documents were drafted for 12 countries. 

• In the area of health informatics and telematics the Regional Office continued to develop and enhance 
computer-based systems with user-friendly interfaces and in an integrated manner. Enhancing the 
information and communication (ICT) infrastructure of country offices was given priority, allowing 
the building of local area networks and linking of offices to the global private network. Supporting 
Member States to develop plans, implement activities and build capacity was also given high priority. 
Telecommunication services as an essential element in security compliance and functionality of the 
offices was enhanced in all countries. Development of computer applications to help country offices 
to manage their activities and resources was completed. The ICT infrastructure at the Regional Office 
was strengthened to allow the supporting of knowledge management activities and projects in the 
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Region. ICT training was provided to staff based on needs and to enhance skills and knowledge for 
maximum utilization of resources.

• Investment in health is generally recognized as one of the crucial strategies to reduce poverty and 
sustain human development. However, the resources allocated to protect and promote health and 
well-being of the population in the Region do not match needs. To address this, the Regional Director 
established a task force to formulate a regional strategy for resource mobilization and to explore new 
and innovative means and approaches for strengthening and expanding the capacity and functions 
of the Regional Office in building partnerships and mobilizing extra resources for health. The 
regional strategy will be supported with tools and a plan of action for its implementation. There is an 
urgency to explore resource mobilization potentials within the Region, and there are unprecedented 
opportunities to explore the greater engagement of potential partners and donors and to transform 
traditional  interaction into longer-term collaborative partnerships that build the health and well-
being of populations in the Region.

• Support was provided to countries to map the implementation of various health system functions 
including governance, financing, human resource development, biomedical technology and service 
provision. Particular attention was paid to improving policy analysis and formulation and to promoting 
strategic thinking in health planning and management. Ministries of health were encouraged to develop 
health policy units and to equip them with the necessary analytical tools. Countries of the Region 
have expressed interest in improving legislation support through updating of their legal documents 
and the development of databases. However, lack of expertise in the Regional Office did not allow 
the needs of the countries to be addressed in this regard.

• The economies of high-income and oil-exporting countries of the Region continued to improve as a 
result of high oil prices, however the economies of most other countries in the Region stagnated, in 
part because of high imported oil prices. There has been growing interest in social health insurance in 
the face of ever growing health care costs and high out-of-pocket spending. Concern over efficiency 
and the unregulated growth of the private sector has triggered the need for capacity-building in health 
economics and health care financing. 

• The Regional Office continues to provide technical support to the Member States to mobilize more 
resources and use the existing resources more efficiently in order to assure access to health for all.  
The development and use of analytical tools, such as national health accounts, costing and cost–
effectiveness analysis, and household expenditure analysis to measure and to assess the magnitude 
of spending on health that is disproportionately high relative to household income were promoted.

• Continued support was provided towards strengthening health research in the Region. Nearly 40 
research projects funded by the Regional Office were completed. A review of the Regional Office-
funded health research undertaken during 1997–2002 was completed. A consolidated report on the 
health research systems analysis study carried out by five countries in the Region was published. 
Applications for research in the areas of health research systems were invited on competitive basis. 
The Regional Office published A practical guide for health researchers. In-country training workshops 
were carried out in the areas of health research proposal development, data analysis, report writing 
and translation of research to policy, in collaboration with COMSTECH. A training programme 
(Masters) in bioethics was initiated in collaboration with the University of Toronto and a grant for 
applied biotechnology and genomics established. The Regional Health Genomics and Biotechnology 
Network was established and partnership with several international organizations was cemented.
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• The Small Grants Scheme for Operational Research in Tropical and Other Communicable Diseases 
received 31 final reports of projects accepted in the 2003 round, and of 247 proposals submitted in 
2004, 29 were accepted and technically supported to ensure the reliability of their results. Current 
challenges facing communicable disease control were translated into research priorities and included 
in the call for applications for 2005. Research results were disseminated by communicating final 
reports to the relevant control programmes, posting research results and news on the Small Grants 
Scheme web site, and through publication of the second issue of the final report summaries for the 56 
projects supported in 2001–2002 and a special issue of the Eastern Mediterranean Health Journal.

• Countries were supported in improving health management at various levels of health systems, 
with new approaches based on community involvement and aimed at facility improvement being 
promoted in WHO collaborative programmes. Partnership with centres of excellence aimed at scaling 
up health systems in the field of health management. Weak management capacities of the health 
systems continue to be a limiting factor in all countries, but especially in the least developed and 
medium developed group of countries in the Region. WHO is strengthening its efforts in advocating 
a management approach to improving health care through the launch of a website aiming to share 
the experience of initiatives that have proved successful in strengthening management practices 
throughout the health system. Yemen took further steps to formalize health management training 
through the establishment of a health management department and bachelor’s degree programme at 
the University of Aden. The Federal Ministry of Health of Sudan and Secretariat of Health of south 
Sudan were supported in developing a post-conflict needs assessment and policy direction document, 
which will lay the foundation for the rehabilitation and reconstruction plans of the health system over 
the next 6 years. 

• In order to promote the managerial process of health development and to meet emergency needs, 
essential supplies and equipment valued at US$ 35 549 269 were procured on behalf of countries. 
The Regional Office provided training in the proper management for acquisition of supplies and 
equipment for national project managers and country office staff. 

• Under the emergency preparedness and humanitarian action programme, technical support was 
provided for rehabilitation of health systems in countries under complex emergency and to improve 
their performance. Special attention was paid to re-establishing primary health care networks, training 
health professionals and providing life-saving medicines and vaccines.

• In order to improve the knowledge base on health situation and trends and to use health information in 
support of managerial processes, countries were supported in strengthening their national information 
system with particular focus on decentralization. Efforts are being made to train health professionals 
on the use of ICD-10 and on initiating burden of disease analysis at country level.

• In the area of health information management and dissemination, the Regional Office continued to 
produce and distribute publications and documents based on the needs of Member States in terms 
of language, format and medium. The Regional Office’s website has become a recognized source of 
reliable and up-to-date health information about the region. Networking activities and collaboration 
among Member States were enhanced through use of the Regional Office web resources and services. 
Provision of health literature was accelerated through free distribution of the Regional Office 
publications, journal subscriptions and purchase of CD-ROMs and books. Training of knowledge 
workers in the Region continued for librarians, editors, publishers, web masters, programmers and 
researchers. Four regional conferences were organized, on e-learning, virtual libraries, medical journals 
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and e-health. Libraries and information centres were established in a number of country offices. The 
Eastern Mediterranean Association of Medical Editors (EMAME) was formally constituted and an 
EMAME website established, hosted by the Regional Office website. 

 3 Health systems and services development

• Efforts continued to support countries in organizing their health systems based on primary health care 
and to strengthen community participation and intersectoral collaboration for health development. As 
quality assurance and improvement is among national priorities, technical support has been provided 
through both normative and technical cooperation activities. A manual entitled Quality improvement 
in primary health care was published. Particular attention was paid to promoting improvement of 
patient safety within the framework of regional and global strategy, the Kuwait Declaration on Patient 
Safety and with support from the global alliance for patient safety.

• In collaboration with related technical units in the Regional Office and with country offices, technical 
support was provided in promoting pro-poor health systems and in mobilizing necessary resources 
for health development, particularly in low-income and some middle-income countries in line with 
the recommendations of the Commission on Macroeconomics and Health. Many positive steps were 
taken by countries in increasing the role of women in community-based initiatives programmes, 
especially in terms of supporting income-generation projects and social development projects. 
Research on gender issues in health was initiated in Pakistan and Yemen. More research and evidence 
is needed to guide future programmes and policy in gender in health. 

• Human resources development is still a priority in the Region. Revision, updating and formulation 
of national policies for development of human resources for health were supported through drafting 
of regional guidelines, use of available tools and global networking. Countries were encouraged to 
recognize national plans for human resources for health as an integral part of national health system 
reforms and national development plans. Countries were also encouraged to utilize effective national 
mechanisms for collaboration between health services, education and research, to ensure optimum 
use of scarce resources.

• Quality assurance of the outcomes of educational and training activities is becoming a necessity. 
Thus, the implementation of national systems of accreditation of education and unified medical 
examinations will be the next step. Countries are being encouraged to consider formation of core 
teams of educationalists and trainers in educational technologies through the Regional Office-
supported distance learning courses in health professions education.

• Human resources development remains high on the reform agendas of most countries of the Region 
as they strive to improve policies and strategic planning, production, management and evaluation of 
their health workforce. Accreditation and reform of health professions education schools are being 
promoted in some countries. 

• Strengthening nursing and midwifery services in support of strategies for health for all and seeking 
ways to address the pressing issue of the global nursing shortage is still a priority in the Region. 
Countries were supported to reform basic nursing education and develop urgently needed specialty 
nursing programmes to meet the growing demand for nurses prepared at the advanced specialty level 
in order to meet the health services needs. Special attention was paid to the countries in complex 
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emergency and to post-conflict countries, in order to strengthen their institutional capacity to prepare 
the numbers of nurses, midwives and allied health personnel needed to run the health system.

• Governance is seen as a key factor in enhancing the contribution of nursing and midwifery services 
to the overall health system performance in the Region. Technical support and capacity-building 
efforts were targeted at developing the nursing and midwifery regulatory system at the national 
level. Several countries have now developed their strategic plans, however, the plan needs to be 
incorporated into the national plan, and both material and human resources need to be made available 
for implementation of the plan. 

• Networks aimed at supporting service delivery including laboratories, blood transfusion and clinical 
imaging were further strengthened. Particular focus was placed on quality assurance and surveillance 
of antimicrobial resistance. Countries are being supported in the development of policies aimed 
at securing access to quality and affordable medicines and biologicals. The new unit on vaccine 
development will support the regional programme on self-reliance and self sufficiency in vaccine 
production in the Region. Traditional and alternative medicines are being promoted and regional 
guidelines will be developed in this respect.

• In view of the important role played by medical technology in service delivery and its impact on the 
cost of health care, an appropriate strategy needs to be developed to help countries in selecting, using 
and assessing their medical technology. Particular attention will be paid to the maintenance and repair 
of biomedical equipment. A unit responsible for medical technology is being developed inside the 
division of Health Systems and Services Development. 

4 Promotion and protection of health

• The joint UNFPA/WHO Strategic Partnership Programme was launched in 2004 to ensure closer 
linkages between key work areas of WHO and UNFPA. The Regional Office collaborated with the 
UN health cluster in facilitating a national workshop on reproductive health strategy partnership 
which resulted in adoption of a national reproductive health strategy document for Iraq for 2004–
2008. Similar activities were conducted in Afghanistan, Pakistan and Sudan. In Oman, the strategic 
assessment of the birth-spacing programme is being successfully implemented. The findings of 
this assessment are expected to contribute greatly to scaling up implementation of birth-spacing 
programme activities in the country.

• The average maternal mortality ratio in the Region in 2003 was 371 per 100 000 live births, representing 
only a 20% reduction from the level in 1990. In its fifty-first session, the Regional Committee for the 
Eastern Mediterranean adopted a resolution which outlined the main strategic directions required for 
improving maternal health in the Region. 

• Integrated Management of Child Health (IMCI) is the key strategy adopted by the Regional Office 
to achieve the child health-related Millennium Development Goals. 17 countries are implementing 
IMCI in the Region and the strategy plays a key role in strengthening the achievements of other child 
health-related programmes, such as the immunization and malaria control programmes. Afghanistan 
and Djibouti moved into the expansion phase bringing the total number of countries expanding IMCI 
to 11 from 4 in 2003. Follow-up visits and reviews in both countries confirm the evidence already 
accumulated in the Region that IMCI improves the quality of primary child health care services. A 
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growing number of health providers have been trained and are implementing IMCI in 3872 health 
facilities in 606 districts in 11 countries of the Region. IMCI has been adopted by 19 medical and 
paramedical schools in six countries in the Region as a public health approach to improve paediatric 
outpatient teaching. The child health policy initiative was launched as a result of one of the lessons 
learnt during IMCI implementation in countries in the Region, in order to maintain strong, action-
oriented political commitment to child health, implementation of interventions and sustainability of 
achievements. A guide was published on child health policy situation analysis which was used in five 
countries.

• An intercountry workshop on adolescent peer education in formal and non-formal settings was held 
in Tunisia. The Regional Office co-sponsored an intercountry workshop on promoting adolescent 
health in Egypt, focusing on the role of medical students in promoting the health of young people. 
The Regional Office planned to provide technical support for strengthening national strategies on 
adolescent health and development in several countries of the Region. 

• Women’s disadvantaged social, economic and political status further undermines several aspects 
of their health, including their effective use of health information and services. WHO developed 
a core training curriculum on making health systems more gender-sensitive: gender and rights in 
reproductive health. An adaptation workshop followed by a training course was co-organized by 
the Regional Office in Sudan to ensure that the available guidelines are in line with the cultural and 
socioeconomic conditions of the Region. 

• Protection and promotion of the health of special groups (elderly population, schoolchildren and 
working population) is an important aspect of the technical support provided by the Regional Office 
to Member States. An updated draft regional strategy for health care of the elderly was prepared 
and distributed for wide discussion among regional experts and programme managers at national 
level. The Regional Office continued its technical support to occupational health programmes for 
capacity-building, establishment and strengthening of surveillance systems, and improvement in 
quality and coverage of occupational health services. Health-promoting schools are being recognized 
as an effective and comprehensive approach for developing school health programmes. The Second 
Maghrebian Conference and the 8th National Conference on School Health, jointly held in Tunisia 
in December 2004, provided a good opportunity for sharing experiences and discussing the situation 
of school health in the Region.

• Studies of mental health symptoms following war and repression in Afghanistan have shown that 
decades of armed conflict, suppression and displacement have resulted in a high prevalence of mental 
health-related disorders throughout the country. Recognizing the importance of the mental health 
care needs of their populations, countries have initiated mental health reforms in a number of ways. 
In Somalia, a 3-month diploma course in psychiatry was completed by a group of health personnel. 
Similar focused training is planned for Afghanistan, Djibouti, Iraq, Sudan and Yemen. 

• Based on a survey of the drug abuse situation covering the current magnitude of drug abuse and the 
ongoing policies and interventions of Member States, the third meeting of the Regional Advisory 
Group on Impact of Drugs (RAPID) developed a draft regional strategy for drug abuse. 

• World No-Tobacco Day was celebrated with media professionals and decision-makers under the 
theme of “Tobacco and poverty… A vicious circle”. Four workshops and meetings took place during 
2004 to support different regional objectives, on the Global Youth Tobacco Survey (GYTS), on 
planning for the global conference on “data towards action”, to support better understanding of the 
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FCTC and finally to encourage media understanding and support for tobacco control. The second 
phase of the global project “Channelling the outrage” was concluded successfully by implementing 
eight new projects around the Region. Four Member States ratified the Framework Convention on 
Tobacco Control and efforts are under way in five other Member States to join the Framework 
Convention as soon as possible. 

• There is a growing number of centres for care of persons with different disabilities in the Region, 
ranging from single disability centres to multi-disability facilities. In addition, resource centres for 
rehabilitation have been set up in some countries (e.g. Egypt, Jordan and Lebanon). Some countries 
have also extended community-based rehabilitation to cover most of the population. 

• A national comprehensive health education strategy and a strategic framework for school health 
were formulated in Djibouti, and a National Health Promotion Committee was created in Oman. 
An experimental multimedia Arabic updated version of the prototype action-oriented school 
health curriculum for basic education was developed. Six regional and intercountry workshops 
were conducted, including two sub-regional workshops on the planning and implementation of 
the global school-based health survey, as well as three national training workshops. Best practices 
and experiences were shared among countries of the Region and with other regions through active 
participation in world and regional conferences on health promotion and education. 

• The well established public health importance of unintentional injuries resulted in declaring the 
World Health Day theme for 2004 as ‘Safe Roads’ and launching of the World Report on Road Traffic 
Injury Prevention, which was translated into Arabic. Almost all Member States took great interest in 
participating in the World Health Day campaign and official celebrations took place in the Regional 
Office and in Oman. Among the outcomes were the compilation of an evidence base at the Regional 
Office on the magnitude of road traffic injuries, and development of a network of regional experts on 
injury and violence prevention. Several country level activities were conducted ranging from injury 
surveillance to capacity-building. Information about the capacity of the countries in the Region in 
dealing with the issue of injuries is being gathered and analysed. 

• Many countries have started working towards developing strategic plans of action for health 
promotion. A draft regional strategic framework for health promotion was reviewed in an expert 
consultation. Production of the framework provides an opportunity to contribute to the sixth global 
health conference on health promotion and has enabled the Regional Office to start undertaking the 
PRO-LEAD capacity-building programme and to execute the country mapping exercise. 

• Slight improvement in the nutrition status of children under the age of 5 years was noted in several 
Member States, although the prevalence figures for different micronutrient deficiencies and overweight/
obesity remained high. Training workshops on improving national communication strategies for 
the control and prevention of micronutrient deficiencies were organized for participants from Iraq, 
Islamic Republic of Iran and the Gulf Cooperation Council. A regional training workshop on nutrition 
surveillance and monitoring and evaluation of anaemia control and prevention, programmes with 
focus on iron and folic acid fortification of flour, was organized for Member States with ongoing 
flour fortification programmes. A regional technical consultation to develop national food-based 
dietary guidelines was organized in collaboration with FAO. A comprehensive training module on 
responding to nutrition issues in emergencies is being developed in cooperation with the Centre for 
Research on Epidemiology of Disasters of the University of Louvain, Belgium. 



xx  Annual report of the Regional Director, 2004

• Food safety has moved to the forefront of public health concerns, and a number of countries moved 
to update and strengthen their food safety systems, improving both infrastructure and management, 
and, in some cases, establishing a national authority for food and drugs. The food inspection and 
monitoring systems for imported or domestically produced food moved to an approach based on 
risk management. Many countries harmonized their food safety standards with Codex Alimentarius, 
moving towards a food safety system based on risk assessment and risk management to rationalize 
use of human and financial resources. However, the situation of food safety and performance of 
different authorities varies considerably throughout the Region. 

• The promotion of environmental health activities in refugee camps and during emergencies involved 
technical support to the concerned agencies in Islamic Republic of Iran, Iraq and Sudan. CEHA 
began the implementation of a pilot project in Jordan under the Health and Environment Linkages 
Initiative, in collaboration with WHO headquarters. Implementation of the Global Initiative on 
Children’s Environmental Health Indicators is under way in Oman and Tunisia. With funding from 
AGFUND, pilot projects on healthy settings for children started in Pakistan and Yemen. Studies on 
childhood lead exposure were undertaken in Jordan and Syrian Arab Republic and an overview of 
literature on childhood lead exposure was published. Provision of information services by CEHA via 
the internet and e-mail are now being offered to more than 1950 users; CEHA’s website was enriched 
with several on-line databases and production of training and learning materials continued to receive 
focused attention. 

• The Regional Office supported the efforts of the Ministry of Health and Ministry of Environment of 
Djibouti in dealing with the accidental pollution that occurred in the harbour early in 2002, following 
up on the health effects of the incident and assisting the government in a related court case. 

• The preparation of the WHO guidance on desalination for safe water supply, managed by the Regional 
Office on behalf of WHO, entered in its active phase. The Steering Committee held its first meeting 
in Bahrain in May 2004 to review the work plan and identify experts to undertake the preparation of 
the document. The Technical Committee, which consists of a balanced group of international expert 
scientists and engineers from 13 countries of the five continents held its first meeting in Irvine, USA. 
Since WHO and UNICEF were charged with the task of reporting to the UN Secretary-General the 
situation of water supply and sanitation worldwide, their joint monitoring programme reports have 
relied on population-based evidence. Based on estimations published by the programme in 2004, 
the coverage by improved water supply and sanitation in the Region is quite different from what 
countries themselves report. Contrary to expectations, the Region as a whole made no progress in the 
area of water supply coverage, while the progress in rural sanitation has been significant. Most of the 
largest countries of the Region will likely fail to achieve the water supply and sanitation targets of the 
Millennium Development Goals, unless a major shift takes place in resource allocation. The work of 
the Regional Office on water supply and sanitation will need to be revisited to take more explicitly 
into account the targets. WHO continued its contribution to ensuring basic water supply services 
in Afghanistan, including through actual rehabilitation work in Kunduz, Cha-e-Car and Meerlam 
water supply systems. Responding to the outbreak of waterborne diseases in Hyderabad, Pakistan, 
CEHA fielded a technical support mission to assess the situation and to help develop the response to 
control the outbreak and prevent similar future outbreaks. Studies were commissioned in Lebanon 
and Morocco to identify the relationship between water consumption levels and the incidence of 
water-borne diseases, and in Jordan to generate evidence on minimum household water requirements 
for health. Within the AFESD funded project on health aspects of wastewater treatment and reuse, 
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CEHA activities included training on identification and enumeration of helminth eggs in wastewater; 
applied research on the optimum methods for removal of nematode eggs from final effluent and 
finalization of a regional profile on wastewater treatment and reuse. In cooperation with the World 
Bank and the Swiss Government, health care waste management received sustained attention. Action 
included support in the preparation of national guidelines in Morocco and training of Iraqi officials 
on the safe management of health care waste and associated infection control procedures. 

• Chemical safety is becoming a common public health priority as the number of chemicals used in 
agriculture, industry and homes, and for vector control has increased enormously in the Region in the 
past 10 years. The potential negative consequences and repercussions of the use of chemicals have 
not yet been fully grasped by Member States. Major areas of concern include inadequate chemical 
registration, chemical disposal mechanisms, sound management and coordination of all partners. 
Another important concern is the widespread use of chemicals and inadequate community knowledge 
about chemical hazards. More than 12 countries have finalized their national chemical safety profiles. 
Several countries have established or strengthened their poison control centres and have increased 
training in chemical safety management.

5 Integrated control of disease

• Yemen and Palestine (West Bank and Gaza Strip) were certified by the International Commisssion for 
the Certification of Dracunculiasis Eradication as free from dracunculiasis transmission. A significant 
reduction in the annual number of dracunculiasis cases was reported in southern Sudan, although the 
rate of contained cases continued to be low. The transmission of dracunculiasis has been interrupted 
in the northern States of Sudan. The national Guinea Worm Eradication Programme in Sudan is 
committed to eradicate dracunculiasis by the end of 2009. 

• Egypt completed five rounds of mass drug administration and achieved a negative status of 
lymphatic filariasis in the majority of endemic areas. High coverage of the population with mass 
drug administration continued in Yemen. The absence of local transmission of lymphatic filariasis 
was confirmed in Oman. The mapping of lymphatic filariasis endemic areas in Sudan continued. 

• Prevalence and detection of leprosy in endemic countries further declined. The majority of countries 
have achieved the elimination of leprosy as a public health problem at the district level. Multidrug 
therapy for leprosy is freely available where it is needed. The integration of leprosy services within 
general health care systems was carried out by the national programmes based on country-specific 
situations. 

• Progress towards eradication of polio from the Region continued. The three endemic countries, 
Afghanistan, Egypt and Pakistan have shown decrease in intensity of virus transmission and its 
geographical extent. However, the programme faced a setback with the introduction of the virus 
to Sudan from Nigeria through Chad resulting in an epidemic with a total of 152 cases, 127 of 
them in 2004. In addition, two cases were reported from Saudi Arabia due to imported virus from 
Sudan. Extensive efforts were made to control this epidemic. The final push to eradicate poliomyelitis 
from remaining endemic countries is receiving the highest possible political support. Intensifying 
and maintaining the quality of supplementary immunization activities remain the highest priority in 
these countries. Special efforts are being made in polio-free countries to avoid immunization gaps 



xxii  Annual report of the Regional Director, 2004

among children under 5 years to guard against spread of virus in case of importation. These efforts 
are mainly focused on countries with high risk of importation and low routine coverage, namely 
Djibouti, Somalia and Yemen.

• The Regional Office continues to support the overall strategy for measles elimination and considerable 
progress is being achieved in many countries. Since 1999, 70 million children have been vaccinated 
in catch-up immunization programmes in the Region with a 13% reduction in measles mortality. In 
2004, catch-up immunization campaigns were conducted nationwide in Iraq, among several states 
in northern Sudan and in two pilot counties in southern Sudan. Approximately 11 million children 
were vaccinated in these campaigns. Strengthening surveillance of measles and rubella is a high 
priority for the Regional Office and Member States. Many countries maintain high quality fever 
and rash surveillance activities, including several countries that have linked measles reporting to the 
surveillance of AFP. The Regional Office continues to support measles surveillance with support to 
laboratory infrastructure and the purchase of critical supplies and reagents. 

• Since 2000, the regional working group formed by the Regional Director has been supporting 
Afghanistan, Djibouti, Pakistan, Somalia, Sudan and Yemen to obtain financial support from GAVI 
and to optimize the use of these resources to improve access to, and utilization of, high quality routine 
immunization services. The target is to reach, by 2010, 90% routine DPT3 coverage nationwide in all 
countries, with at least 80% in every district. The Reach Every District initiative, launched by WHO 
and UNICEF, has been adopted as a basic tool to revitalize the national routine EPI in those countries. 
The regional working group focused on assisting countries in conducting national and subnational 
workshops where district teams were trained on the microplanning process, as well as in assisting 
teams in drafting and finalizing operational routine acceleration microplans. 

• The Regional Office intensified support to countries in the area of vaccine management, with a 
special focus on priority countries. These activities included assessment of central vaccine stores in 
Afghanistan, Pakistan and Sudan, training workshops on vaccine management in Afghanistan, Jordan 
(for Iraq) and Egypt, and training workshops on repair and maintenance of CFC-free cold chain 
equipment for Afghanistan, Pakistan, Sudan and Yemen. Oman received the first global certification 
of its central vaccine store. This certificate was awarded to Oman as the result of an assessment made 
in 2003. 

• The Regional Office provided technical support to Sudan to apply for GAVI support for HepB 
vaccine introduction and to Yemen which introduced the pentavalent (DPT-HepB-Hib) vaccine early 
this year. Therefore, the proportion of infants living in countries where this highly important vaccine 
(HepB) is offered through the routine immunization programme will increase from 46% to 89.6% in 
early 2005. The number of countries of the Region using this vaccine in their routine immunization 
will reach 19. The Regional Office is establishing a regional network of laboratory-based surveillance 
for Hib, pneumococcal and rotavirus diseases in order to determine their burden of disease and to 
assist Member States in making evidence-based decisions whether to introduce these vaccines. 

• The strategic plan for improving injection safety in immunization services covers support for assessing 
the situation of injection safety and development of national plans for improving immunization 
safety, assisting countries eligible for GAVI funds in applying for GAVI support for immunization 
safety, and supporting the introduction of auto-disable syringes including the proper disposal of 
used injection equipment and proper waste management practices. Safe injection practice is now 
implemented in all countries of the Region. 
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• In order to reach the elimination goal for maternal and neonatal tetanus on time, the Regional Office 
has been focusing for the past four years, in collaboration with UNICEF, on the seven countries that 
have not yet reached it (Afghanistan, Egypt, Iraq, Pakistan, Sudan, Somalia and Yemen) using an 
acceleration strategy based on the high-risk approach. The only country where the situation is still 
alarming is Somalia, mainly because of the very limited access to immunization services, the difficult 
political situation that has been prevailing there and the lack of human resources. 

• The regional DOTS coverage reached 80%, and case detection increased to 33%. DOTS coverage 
was expanded in Afghanistan and Pakistan, to 60% and 80%, respectively. Morocco and Tunisia 
achieved the global targets. The Regional Office provided support to expand DOTS in Afghanistan 
and Pakistan, to improve case detection through promoting the public–private mix, developing the 
laboratory network, surveillance and logistics management, and finally, support for tuberculosis 
care to specific groups such as those with multidrug resistant tuberculosis, people with respiratory 
symptoms, and those with tuberculosis/HIV coinfection. A multiyear strategic plan will be developed 
to achieve the global targets and the Millennium Development Goals. 

• The impact of major zoonoses on public health continued to be significant due to weaknesses in 
intersectoral cooperation between medical and veterinary services at the national and regional 
levels. The Regional Office continued close cooperation with the Mediterranean Zoonoses Control 
Programme in strengthening national capabilities on prevention, surveillance and control of major 
zoonoses. 

• Progress was made in several countries in regard to deworming and schistosomiasis control programmes. 
In Afghanistan, about 4.5 million schoolchildren (92% of the total population of schoolchildren) 
received deworming treatment in one of the largest and most ambitious worldwide campaigns. 
The campaign provided a unique opportunity for capacity-building where more than 8000 teachers 
were trained as school focal points. In Egypt, surveys demonstrated that schistosomiasis control 
targets were achieved in 2004, with prevalence in rural areas now below 3% among schoolchildren. 
Morocco, Oman and Saudi Arabia are progressing towards the elimination of schistosomiasis.  More 
efforts are needed to rehabilitate the programme in Iraq and to strengthen the programmes in Sudan, 
Yemen and Somalia, the most endemic countries for schistosomiasis in the Region. 

• Anthroponotic cutaneous leishmaniasis also continues to be highly endemic in Syrian Arab Republic, 
Afghanistan and northern Pakistan.  Severe outbreaks of anthroponotic visceral leishmaniasis  
continued to be reported in 2004 in south Sudan and Somalia. Programmes to control this neglected 
disease are facing many challenges, including weakness and low coverage of the health system, 
limited accessibility of the affected areas, and difficult diagnostic and treatment procedures. Zoonotic 
cutaneous leishmaniasis outbreaks continue to follow rodent population explosions in many desert 
zones of the Region. Control of zoonotic cutaneous leishmaniasis has been achieved only in countries 
that have adopted multisectoral control approaches based on the reduction of the rodent reservoir 
population using ecologically friendly modifications of their biotope or other means (rodenticides). 

• By the end of 2004, the total estimated number of HIV/AIDS cases living in the Region had reached 
710 500. The main driving forces of the epidemic in the Region are heterosexual transmission and 
injecting drug use. The epidemic is in a generalized stage in Sudan and Djibouti (> 1% HIV prevalence 
in the general population) and is in danger of reaching this stage in Somalia. It is in a concentrated 
stage in the Islamic Republic of Iran (> 5% HIV prevalence among injecting drug users) and alarming 
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rates among injection drug users have also been reported in Pakistan. Access to antiretroviral therapy, 
however, is very limited with only 5% among those in need receiving it. 

• The Regional Office encouraged stronger commitment from the countries to the problem of sexually 
transmitted diseases including HIV/AIDS, and specifically to the 3 by 5 Initiative. As a result, seven 
countries have officially declared their commitment to scaling up access to treatment. The Regional 
Office supported countries to mobilize additional resources. South Sudan, Djibouti and Somalia 
succeeded in signing agreements with the Global Fund for AIDS, Malaria and Tuberculosis in round 
4. The regional priority was building capacity in HIV/AIDS programme management, monitoring 
and evaluation, HIV/AIDS treatment and care and management of sexually transmitted infections. 

• In 2004, the trypanosomiasis control programme was extended in south Sudan to cover the last 
remaining foci of Tambura and Ezo counties, following emergency strengthening of the health 
system in the area including rehabilitation of hospitals, primary health care centres and laboratories 
and extensive training of local staff. Intensive case finding activities covered 9354 people and 239 
cases were diagnosed and treated. Coordination between the different stakeholders of the programme 
and the local authorities was improved in 2004 and it was agreed to initiate a process of integration 
with other communicable diseases programmes to reduce costs and increase effectiveness. 

• The Regional Office supported capacity-building in countries with a high burden of malaria through 
regional and national training courses and workshops on planning, medical entomology, vector 
control and monitoring and evaluation. More focus was placed on updating national drug policies 
via  establishment of the Horn of Africa network for monitoring therapeutic efficacy of antimalarials 
(HANMAT), drug policy review with regard to use of artemesimin combination therapy in Islamic 
Republic of Iran and Sudan and drug efficacy monitoring through sentinel sites in all countries with 
local Plasmodium falciparum transmission. The Regional Office signed agreements with principal 
recipients of Global Fund proposals in Somalia and Sudan.

• Strategies for malaria elimination were developed in the Islamic Republic of Iran and Saudi Arabia, 
and certification of malaria-free status was initiated in the United Arab Emirates. Coordination 
meetings for cross-border activities between Iraq, Syrian Arab Republic and Turkey were conducted 
in Aleppo, and between Afghanistan, Islamic Republic of Iran and Pakistan in Peshawar. 

• The Regional Office provided support to Member States during the review process of the proposed 
revised International Health Regulations. An in-depth review mission assessed the public health 
surveillance system in Pakistan. Technical support was provided during outbreaks of hepatitis E in 
western Sudan, Ebola haemorrhagic fever in southern Sudan and cholera in Somalia. In collaboration 
with six Member States and NAMRU-3, a WHO collaborating centre, a regional influenza surveillance 
programme was initiated.

• Noncommunicable diseases, such as cardiovascular diseases, diabetes, cancer, renal, genetic and 
respiratory diseases, continue to rise dramatically in the Region. Currently, 45% of the Region’s 
disease burden is due to noncommunicable diseases and it is expected that this burden will rise to 
60% by 2020. The Eastern Mediterranean Approach to Noncommunicable Diseases (EMAN) aims 
to achieve a coordinated approach to the prevention or reduction of noncommunicable diseases and 
noncommunicable diseases risk factors. This requires implementing and disseminating community-
based programmes and management guidelines. Twelve countries are enrolled in the EMAN 
network. Regional guidelines were finalized for management of hypertension, diabetes and lung and 
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breast cancer. Regional consultations were held on diabetes primary prevention and care, obesity, 
dyslipidaemia and diabetes, and establishing regional guidelines on osteoporosis. 

• The global initiative of Vision 2020 has now been launched in almost all countries of the Region, 
in collaboration with the International Agency for Prevention of Blindness (IAPB). A memorandum 
of understanding was signed with Rotary Club International for the support to Egypt and Sudan for 
prevention of blindness. The Regional Office collaborated with Al-Shifa Trust Eye Hospital in Pakistan 
to develop human resources for eye care in Afghanistan and expand district eye care in Pakistan, 
and participated in a workshop on childhood blindness, organized by the Punjab Community of 
Ophthalmology in Lahore, Pakistan. World Sight Day was celebrated in several countries, attracting 
considerable media attention to the subject of preventable blindness. The celebration in Egypt 
benefited from a one-day workshop beforehand in the Red Crescent Hospital for nongovernmental 
organizations and the media. The General Assembly of the IAPB was held for the first time in the 
Region, in Dubai, United Arab Emirates and was attended by most of the Member States. Partnership 
was the main theme of the Assembly and WHO received the Global Partnership Achievement Award. 
Progress in Vision 2020 will depend on more support from all partners, as well from the Member 
States.

 6 Administrative services

• The work in the area of administrative services focused on ensuring better service delivery and 
improving security in the Regional Office and country offices. New WHO Representatives Offices 
are under construction in Afghanistan and Pakistan.

• Efforts to recruit well qualified women in the professional and higher levels continued with a further 
improvement in women’s representation to 25% as at December 2004, compared with 24% in 2003. 
Staff training and development in different areas continues to be a priority.
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hapter 11.1 World Health Assembly

The Fifty-seventh Health Assembly requested the Director-General to continue to provide technical 
support to the Global Buruli Ulcer Initiative in order to advance understanding of the disease burden 
and to improve early access to diagnosis and treatment and to promote preventive tools. Concerning the 
control of human African trypanosomiasis, the Assembly requested the Director-General to continue to 
collaborate with all partners, notably through the UNICEF/UNDP/World Bank/WHO Special Programme 
for Research and Training in Tropical Diseases on research to develop safer and more effective drugs and 
simplified tests for trypanosomal detection and to keep the Assembly informed of progress in the first 
year of each biennium. The Assembly expressed concern at the deterioration of health conditions and the 
humanitarian crises resulting from military activities which caused severe restrictions on the movement 
of Palestinian people and goods, including restrictions on the movement to and from Palestinian 
territories, particularly of ambulances, health workers, the wounded and sick. It requested the Director-
General to dispatch as soon as possible to the occupied Arab territories, including Palestine, a fact-finding 
committee on the deterioration of the health and economic situation resulting from both the current crises 
and erection of the “security fence” in the occupied Palestinian territories and to take the necessary steps 
and make the contacts needed to obtain funding from various sources, including extrabudgetary, to meet 
the urgent health needs of the Palestinians.

With regard to drancunculiasis eradication, the Assembly recommended the Director-General to 
provide support for mobilization of adequate resources required for the eradication of dracunculiasis 
through the last steps of the programme and for its verification and certification activities. The Assembly 
requested the Director-General to collaborate with Member States in establishing science-based public 
health policies and programmes for implementation of measures to prevent road traffic injuries and 
mitigate their consequences, encourage research to support evidence-based approaches for such 
prevention and report on progress made in the promotion of road safety and traffic injury prevention in 
Member States to the Sixtieth World Health Assembly in May 2007. With regard to the tenth anniversary 
of the International Year of the Family, the Assembly requested the Director-General to raise awareness 
of health issues relevant to families, family members, individuals and the community and to support 
Member States in increasing their efforts to strengthen health policies on these issues.

The Assembly requested the Director-General to provide support to Member States for framing 
national policies and strategies and strengthening capacity so that they can benefit from the advances in 
genomics relevant to their health problems and regulatory system, particularly with regard to safety and 
the need for public awareness. Concerning scaling up the response to HIV/AIDS, the Assembly requested 
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Saudi Arabia. The Board awarded the Dr A.T. Shousha 
Foundation Prize for 2004 to Dr Saleh Mohammed Al-
Khusaiby (Oman) and the Dr A.T. Shousha Foundation 
Fellowship to Dr Masoud Mostafaie (Islamic Republic 
of Iran). The United Arab Emirates Health Foundation 
Prize was awarded to Shaukat Khanum Memorial Cancer 
Hospital and Research Center (Pakistan) and Mrs Stella 
Lubayelea Obasanjo (Nigeria). The Sasakawa Health Prize 
was awarded to the Family Planning Association of Sri 
Lanka (Sri Lanka). The Board approved the establishment 
of the Foundation for the State of Kuwait Prize for the 
Control of Cancer, Cardiovascular Diseases and Diabetes 
in the Eastern Mediterranean Region.

1.3 Regional Committee

The Fifty-first Session of the Regional Committee for the 
Eastern Mediterranean was held in the Regional Office 
from 3 to 6 October 2004 under the chairmanship of H.E. 
Dr Ahmed Bilal Osman (Sudan). Representatives from 22 
countries participated. Observers from Turkey and United 
Nations agencies, the League of Arab States, African Union 
and large number of intergovernmental, nongovernmental 
and national organizations also attended. The opening 
session was addressed by Dr Hussein A. Gezairy, Regional 
Director, Dr Lee Jong-wook, Director-General of the 
World Health Organization, Dr Marc Danzon, Regional 
Director for Europe and H.E. Dr Mohamed Awad Tag-
El-Din, Minister of Health and Population, Egypt. The 
Committee adopted 11 resolutions which included the 
following topics: health conditions of the Arab population 
in Palestine; the proposed programme budget 2006–2007 
for the Eastern Mediterranean Region; moving towards 
the Millennium Development Goals–– investing in 
maternal and child health; impact of health expenditure on 
households and options for alternative financing; health 
systems priorities in the Eastern Mediterranean Region; 
proposed revision of the International Health Regulations; 
evaluation of the report of the Joint Government/WHO 
Programme Review and Planning Missions in 2003; 
vaccine development, accessibility and availability; 
development and use of genomics and biotechnology for 
public health.

the Director-General to strengthen the key role of WHO 
in providing technical leadership, direction and support to 
health systems’ response to HIV/AIDS, with the United 
Nations system-wide response, as cosponsor of UNAIDS, 
in particular to take action within the framework of the 
“Three Ones” principle: to provide support to countries 
in order to maximize opportunities for the delivery of all 
relevant interventions for prevention, care, support and 
treatment; to support, mobilize and facilitate efforts of 
developing countries to scale up antiretroviral treatment 
in a manner that focuses on poverty, gender equality, 
and the most vulnerable groups; and to provide guidance 
on accelerating prevention in the context of scaled-up 
treatment, in line with the global health-sector strategy 
for HIV/AIDS.

The revised scale of assessments for 2005 was adopted 
by the Assembly. In other resolutions, the Assembly 
requested the Director-General to give health promotion 
highest priority in order to support its development within 
the Organization as requested in resolution WHA51.12, 
with a view to supporting Member States; to continue 
to strengthen the work dedicated to undernutrition and 
micronutrient deficiencies and to report to Member 
States on developments made in the field of nutrition; 
to establish and maintain in collaboration with relevant 
countries, institutions or organizations, information 
systems which will enable the appropriate international 
bodies to monitor independently the movement of human 
resources for health; and in cooperation with international 
organizations within their respective mandates, including 
the World Trade Organization, to conduct research on 
international migration of health personnel, including 
in relation to trade agreements and remittances, in order 
to determine any adverse effects and possible options to 
address them.

1.2 Executive Board

The Executive Board met in January and May 2004. 
Countries of the Eastern Mediterranean Region with 
members on the Board in January 2004 were Egypt, 
Kuwait, Pakistan, Saudi Arabia and Sudan. In May 2004, 
Bahrain and Libyan Arab Jamahiriya replaced Egypt and 
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On an official visit to Pakistan the Regional 
Director, Dr Hussein A. Gezairy, and the 
Director-General of WHO, Dr Lee Jong-Wook, 
met with the Prime Minister HE Mr Shaukat 
Aziz to discuss the poliomyelitis eradication 
campaign

The Regional Director and the District Governor 
of Rotary International, Mr Mounir Sabet, sign 
a protocol for joint collaboration on blindness 
prevention in Egypt and Sudan

The Regional Director and HE Eng. 
Said Samih Darwazeh, Minister of 
Health, Jordan, meet to distribute 
prizes to Jordanian school students who 
participated in the World Health Day art 
competition

The Regional Director with WHO 
Representatives and Regional Office staff 
at their annual meeting at the Regional 
Office in Cairo
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Dr Saleh Mohammed Al-Khusaiby, Oman, 
receiving the Dr A.T. Shousha Foundation Prize 
for 2004

Ministers of Health and Representatives of Member 
States attending the Fifty-first session of the Regional 
Committee for the Eastern Mediterranean

Dr Ekram Abdel Salam, Egypt, receiving the Down 
Syndrome Research Prize for 2004

Mr Amr Khaled receiving a World No Tobacco Day 
award for his contribution to tobacco control in the 
Region
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1.4 Regional Consultative 
Committee

The twenty-eighth meeting of the Regional Consultative 
Committee was held in the Regional Office in Cairo from 
14 to 15 April 2004. The Committee discussed maternal 
and child health, vaccine development and availability 
in the Region and development and use of genomics and 
biotechnology in public health, as well as a number of 
other topics to be taken up by the Regional Committee. The 
recommendations of the Committee were subsequently 
endorsed by the Regional Committee at its Fifty-first 
Session. The Committee held its twenty-ninth meeting in 
the Regional Office in April 2005, the report of which is 
covered by an agenda item of the Fifty-second Session of 
the Regional Committee.
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Health policy and management 

2.1 General programme development and management

Programme monitoring and evaluation

Strategic issues 

The two major strategic issues continued to be application of the results-based management approach 
for programme management and country focus, to enhance capabilities for prioritization, efficiency, 
transparency and accountability as well as innovation and better resource coordination. 

Action taken in 2004 and results achieved

In order to provide stronger coherence between planning, budgeting and resource coordination, 
extensive efforts were made with emphasis on quality assurance in the way WHO operates and delivers 
services. To support better utilization of the results-based management framework, four workshops were 
conducted for eight countries (Bahrain, Iraq, Kuwait, Oman, Qatar, Saudi Arabia, United Arab Emirates 
and Yemen), wherein WHO country office staff as well as national coordinators were trained. These 
workshops proved to be the most important step in capacity-building for full utilization of the managerial 
framework in operational planning, monitoring and evaluation. 

The regional programme budget for 2006–2007 was prepared through a consultation process 
involving all regional advisers. The process of peer review of areas of work, which was introduced at the 
global level, was used with some modifications. It proved to be an efficient methodology for achieving 
more clarity and transparency on the one hand, and strengthening the spirit of team work on the other. 

At the regional level, the Global Management System project was introduced in two pilot countries, 
Pakistan and Sudan. The Global Management System project aims to replace the existing managerial 
systems (i.e. programme management, budget and finance, personnel, travel and procurement, payroll) 
into one enterprise resource planning system for the whole Organization, and its implementation will 
start from 2006. 

To assist country offices in the administration and management of their work and monitor the 
implementation of WHO collaborative programmes, the country activity management system was 
developed. This new tool will be deployed in all country offices in 2005. The application will facilitate 
the transition from existing management systems to the forthcoming Global Management System. It will 
provide country office staff with access to data in various information systems running at the Regional 
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Office from a single integrated user-friendly environment. 
Through this system, country offices are provided with 
up-to-date information on implementation of programmes 
and activities for their country. 

The Country Cooperation Strategy (CCS) document 
was drafted for 12 countries: Djibouti, Egypt, Islamic 
Republic of Iran, Kuwait, Lebanon, Libyan Arab 
Jamahiriya, Oman, Pakistan, Qatar, Saudi Arabia, 
Somalia and United Arab Emirates. Under the leadership 
of WHO Representatives at the country level, the process 
of preparation of these documents enjoyed extensive and 
active participation of regional advisers and directors 
from the Regional Office as well team members from 
WHO headquarters. The Technical Review Committee 
chaired by the Assistant Regional Director reviewed and 
finalized the CCS documents for Egypt, Islamic Republic 
of Iran, Lebanon, Libyan Arab Jamahiriya, Oman, Qatar 
and United Arab Emirates. These documents will be used 
as the basis for preparation of Joint Programme Review 
and Planning Missions for 2006–2007. 

The twentieth meeting of the Regional Director with 
WHO Representatives and Regional Office staff was held 
in Cairo, from 28 November to 2 December 2004, and 
was also attended by some staff members from WHO 
headquarters. The agenda included staff development 
and learning, public health and health for all in the 21st 
century, the 3 by 5 Initiative and the Global Fund to Fight 
AIDS, Tuberculosis and Malaria, the WHO Framework 
Convention on Tobacco Control, drug abuse in the 
Region, the Millennium Development Goals and the role 
of WHO in the Region, 11th General Programme of Work, 
renewal of the results-based management framework, 
monitoring and evaluation, building partnership for 
health, countries in complex emergency, WHO’s role in 
United Nations Development Group (UNDG) reform 
at country level, development of Country Cooperation 
Strategy, delegation of authority, the Global Management 
System, country activity management system and district 
team problem-solving. The meeting concluded that WHO 
should intensify its efforts to strengthen its support at 
the country level, through the WHO Representatives’ 
Offices, for development of national health policies, 
resource mobilization for public health and partnership, 
decentralization of health systems, and promotion and 

strengthening of primary health care through the health for 
all strategy in the new millennium. It was also noted that in  
view of the multifaceted nature of some programmes, such 
as HIV/AIDS, substance abuse and tobacco control, and 
since many sectors beside the health sector are involved 
in addressing the problems, WHO Representatives should 
further strengthen their partnership with civil society, 
relevant other sectors and community. 

The Management Development Committee conducted 
several meetings in 2004, during which a series of issues 
were presented and discussed by the senior management. 
Attention was focused on those issues related to the 
improvement of the managerial process within the 
Regional Office, improvement of WHO performance at 
country level and development of capacities. The WHO 
collaborating centres, intercountry meetings, programme 
budgeting, and technical papers for the Regional 
Committee were among many other issues discussed in 
depth.

The annual joint coordination meeting of the Regional 
Directors of the WHO Regional Office for the Eastern 
Mediterranean and the UNICEF Middle East and North 
Africa Regional Office was held at the UNICEF Regional 
Office, Amman, on 18 December 2003. The key points of 
discussion and agreements were on routine immunization, 
the Global Alliance for Vaccines and Immunization, 
elimination of measles and maternal and neonatal tetanus, 
poliomyelitis eradication, maternal health, child health, 
nutrition, HIV/AIDS, Horn of Africa initiatives, perinatal 
mortality, and a calendar of events for the coming year.  

Future directions

Strengthening WHO presence at the country level through 
completion and utilization of Country Cooperation 
Strategy documents, as well as completion of a database 
on WHO core presence at the regional level, will be a 
main focus for the near future. Enhancing the capacity 
of the staff along with national coordinators and 
programme managers in proper utilization of tools and 
methodologies for implementation of the results-based 
management framework will receive due attention. 
Different mechanisms for better implementation 
of recommendations made by the meetings of the 
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Regional Director with WHO Representatives and of the 
Management Development Committee with respect to 
programme planning, monitoring and evaluation will be 
put in place. Team-oriented methodologies on important 
activities such as mid-term reviews, end of biennium 
reports and peer reviews will receive attention. 

Informatics and telematics 
support

Strategic issues

Strategic issues included: development and maintenance 
of user-centered computer-based systems for cost-
effective administrative, financial and technical support; 
development and maintenance of telecommunications 
facilities and networks to connect WHO country offices 
in a reliable and cost-effective manner; capacity-building 
of WHO staff for better utilization of information 
and communication technologies; and introduction of 
appropriate information and communication technologies 
in health care institutions in the Region. 

Action taken in 2004 and results achieved

In line with the commitment of the Regional Office 
to provide WHO Representative Offices with access 
to information, development of the Country Activity 
Management System (CAMS) was initiated. The system 
is designed to assist country offices in the administration 
and management of their work and in monitoring the 
implementation of WHO collaborative programmes. The 
system was implemented using the latest web services 
technology and will ensure that country offices are provided 
with up-to date information from the various information 
systems in the Regional Office, including planning 
and monitoring, budget and finance, human resources, 
supplies, fellowships, inventory and acquisition of health 
literature. The system is scheduled for deployment in the 
countries in the first quarter of 2005.

The proposed WHO Global Management System 
project will implement a commercial Enterprise Resource 
Planning application to support business processes and 
technical programmes in WHO. Staff from the Regional 

Office participated in a workshop in Geneva to deliver a 
technical assessment of the proposed Enterprise Resource 
Planning technology solutions. The evaluation will ensure 
that the proposed solutions are in line with the current 
information technology standards from a regional and 
country perspective. 

In line with the direction of knowledge management 
and sharing of information using the latest technologies, a 
new web-based portal was developed that incorporates the 
operations and services required for programme monitoring 
and evaluation. Access to the portal is available to staff 
in the Regional Office, country offices, headquarters and 
other regions through the intranet.

Collaboration continued between the Regional Office 
and headquarters, the Regional Office being recognized 
globally as one of the regions with experience in utilizing 
the latest technologies for knowledge management and 
information sharing. WHO headquarters approached 
the Regional Office to develop on its behalf a document 
management portal to coordinate the work of the Health 
Academy team working in headquarters. Analysis of the 
requirements was made followed by development of the 
portal and briefing of headquarters staff on updating and 
maintaining its content.

The Donor Profiles and Monitoring System was re-
engineered to allow the automatic monitoring of donor 
projects and sending of prompt reports and reminders to 
donors and responsible officers in WHO alike. The donor 
profile database was modified in response to the needs of 
the Regional Office and donors.

A system of short messaging (SMS) was developed 
in order to send alerts and timely information to senior 
managers and staff on critical issues through the mobile 
phones. Data may be automatically extracted from regional 
databases and systems or input manually as needed. 

A system was developed to enable the Regional 
Office to register completion of staff security certificates 
and to access this information for preparation of travel 
authorization. 

A system was also developed for assessment of 
country offices, comprising a comprehensive database 
of WHO resources and facilities at country level. A new 
Production Tracking System was also developed to assist 
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the Regional Office in keeping track of documents and 
publications through all stages from draft manuscript 
through to printing and achiving.

The success of information technology training in 
the Regional Office was demonstrated by an examination 
conducted by the Personnel unit of short-term General 
Service staff in  which over 60% were rated excellent 
in the Microsoft Office applications exam. The number 
of the individualized training sessions also increased in 
accordance with increasing levels of knowledge. Field 
office staff were trained in the Regional Office on the 
intranet, internet, Regional Activity Management System, 
financial applications and other systems. More than 150 
Regional Office staff received training in 12 different 
software applications.

Building and supporting the information and 
communication infrastructure was completed in the WHO 
Representative’s and field offices in Afghanistan, Djibouti, 
Islamic Republic of Iran, Iraq (Amman), Jordan, Somalia, 
Sudan, Syrian Arab Republic and Yemen. This included the 
following activities: installation of power supply, network 
and cabling infrastructure, LAN servers, switches and 
other peripherals, and back office applications; establishing 
internet connections as part of the global private network 
(GPN); and conducting training for staff. Provision of 
support in information and communications technology in 
countries in crisis was a major feature, specifically for four 
sub-offices in Darfur and south Sudan and to strengthen 
the WHO Representative’s Office in Khartoum. 

Health mapping and the use of Geographic 
Information Systems (GIS) reached a new level in 
utilization in the Region. Activities included specialized 
training for 109 Regional Office and field staff through 
seven training workshops in five countries; the collection 
and management of geographic and health data including 
updating of administrative and health levels, for Iraq, 
Pakistan Saudi Arabia, Sudan and Tunisia, and locating 
health facilities, safe water points, villages and towns for 
Saudi Arabia; development of web-based tools to access 
GIS information; development of the Arabic version of 
HealthMapper and initiation of work on the Farsi version. 
User support and technical assistance was provided to a 
number of countries and technical units in the form of 
assessment of needs, development of policy and standards, 

production of maps, installation, training and maintenance 
of the software and spatial database.

Future directions

The Regional Office will continue to develop and 
maintain the information and communication technology 
infrastructure and applications necessary to support 
administrative and technical programmes in the Regional 
Office and country offices. It will develop and support 
a technological infrastructure which effectively enables 
knowledge management across the regional and country 
offices and leverages information and communications 
technology and e-health in Member States. It will 
continue to build capacity at country level for e-health 
applications.   

External coordination and 
resource mobilization

Strategic issues

For WHO as a whole, including the Regional Office, there 
has been a shift in the source of WHO funds from mainly 
regular budget funding to the current situation, where 
almost two-thirds are derived from extrabudgetary funding. 
With this changing balance between these two types of 
funding, it is evident that the extrabudgetary resources 
are becoming more important for the implementation and 
sustainability of WHO’s priority programmes. Meanwhile, 
within the Region, there has been a steady growth in the 
number, types, activities and influence of other partners and 
stakeholders active in the area of public health. The new 
actors and the growing number of partnerships have added 
another dimension to the work of WHO and necessitated 
the provision of technical support to Member States to 
coordinate and manage these partnerships in support of 
national health programmes. Moreover, the concepts of 
poverty and development have evolved away from an 
exclusive emphasis on income towards a fuller notion of 
human well-being. The Millennium Development Goals 
(MDGs) place health at the heart of development and 
represent commitments throughout the world to do more 
to reduce poverty and hunger and tackle ill-health, gender 
inequality, lack of education, lack of access to clean water 
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and environmental degradation. Investment in health 
is generally recognized as one of the crucial strategies 
to reduce poverty and sustain human development. 
However, resources allocated to protect and promote 
the health of populations in the Region do not match the 
requirements. These developments have reinforced the 
need for a regional framework for resource mobilization 
and coordination in order to address the needs, identify the 
gaps and direct efforts to filling those gaps. 

Action taken in 2004 and results achieved 

The Regional Director established a task force to formulate 
a regional strategy for resource mobilization and to explore 
new and innovative means and approaches to strengthening 
and expanding the capacity and functions of the Regional 
Office in building partnerships and mobilizing additional 
resources for health action in the Region. The draft regional 
strategy is currently under discussion and revision. Once 
adopted, it will be supported by appropriate tools and a 
plan of action for implementation.

Strategic alliances offer opportunities to enhance 
public health action and increase input of resources to health 
programmes. In this endeavour, the Regional Office is 
expanding its collaboration with other partners and regional 
entities. The Regional Office and the Organization of Arab 
Red Crescent and Red Cross Societies developed a plan of 
action to implement the provisions of a memorandum of 
understanding signed in 2003. Activities under different 
areas, such as emergency and humanitarian action, mental 
health, safe blood transfusion and control of communicable 
diseases, are identified for implementation. A regional 
symposium on mental health will be the first joint activity 
between the two Organizations, and will be implemented 
in 2005. The Regional Office participated in the 32nd 
Session of the General Secretariat of the Organization 
of Arab Red Crescent and Red Cross Societies and the 
Fourth Annual Conference of the Red Crescent and Red 
Cross Societies of the Middle East and North Africa 
Region. The WHO country office in Somalia also signed 
a Memorandum of Understanding with the Somali Red 
Crescent Society in order to establish a framework for 
cooperation and collaboration and develop and implement 
joint initiatives.

Partnerships between WHO and other United Nations 
agencies and partners on various health programmes 
are moving forward. In this regard, the scope of the 
annual meeting of the Regional Directors of WHO and 
UNICEF was expanded through the added participation 
of the Regional Directors of UNFPA, UNESCO and ILO. 
This provided a unique opportunity for sister agencies to 
strengthen their partnership and join forces to improve 
health in the Region. Joint and coordinated efforts between 
WHO and UNICEF on IMCI, measles elimination, 
poliomyelitis eradication, nutrition and health assessment, 
among other areas, are progressing well. In poliomyelitis 
eradication, for example WHO and UNICEF are leading 
the efforts in coordinating, implementing and promoting 
different components of the programme by the various 
partners in support of a single strategic plan developed by 
the two agencies. 

The Regional Office actively participated in the 
activities of the Regional Coordination Group (RCG), 
organized by the United Nations Economic and Social 
Commission for Western Asia (ESCWA). Among the tasks 
of Group is to monitor progress towards the Millennium 
Development Goals in the Arab region. WHO has been 
identified as the focal agency for reporting on progress 
towards achieving several MDGs at the regional level.

At country level, similar efforts were undertaken to 
enhance partnership with others. In Somalia, WHO has 
developed strong relations with other UN agencies, such 
as UNICEF, UNFPA, UNDP, and others for planning and 
implementation of activities in areas such as reproductive 
health, HIV/AIDS, tuberculosis control, poliomyelitis 
eradication and EPI. The WHO country office in the 
Islamic Republic of Iran was selected as the Chair of the 
Theme Group on the Millenium Development Goals, 
Human Rights and Good Governance and it is actively 
involved in the preparation of the Annual Report of 
the Resident Coordinator. In Afghanistan, WHO, in 
partnership with others, exerted efforts to keep health 
at the top of the agenda of decision-makers and donors. 
In addition to continued coordination of humanitarian 
assistance activities, WHO’s focus is now on post-conflict 
rehabilitation, reconstruction and development. WHO 
Sudan is actively participating in the Juba Plus Initiative. In 
this respect a Memorandum of Understanding was signed 
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between the WHO country office in Sudan, UNDP and 
UNAIDS and funds were provided by UNDP to implement 
activities related to HIV/AIDS under this initiative. Also 
in Sudan, WHO strengthened its collaboration with its 
partners and built up new partnerships particularly for 
humanitarian interventions in Darfur and south Sudan. 
WHO plays a leading role in facilitating and coordinating 
the health sector activities in Darfur. WHO, jointly with 
other partners, including UN agencies, nongovernmental 
organizations and others, developed the health sector plan 
to address the Darfur crisis. The plan was jointly presented 
to potential donors in April 2004 for support and resources 
were mobilized to implement the plan. 

Collaboration with AGFUND continued during 2004. 
Several project proposals were submitted to AGFUND 
during 2004 and five proposals relating to poliomyelitis 
eradication in southern Sudan, healthy environments for 
children in Pakistan and Yemen, a health and environment 
information centre in Iraq, health partnerships between 
European and Palestinian municipalities and the World 
Report on Traffic Injury Prevention, were approved by 
AGFUND for funding. In addition, progress reports on 
seven ongoing AGFUND projects were prepared and 
submitted. The Regional Office is also working closely 
with technical departments in the League of Arab States, 
Gulf Cooperation Council and other regional entities.

The Islamic Development Bank (IDB) indicated 
an interest in collaborating with the Regional Office in 
developing a strategic plan for malaria prevention and 
control in the IDB member countries. In this respect, 
WHO actively participated in the 15th Annual Symposium 
of the Islamic Development Bank on Health Millennium 
Development Goals: Reversing the Incidence of Malaria in 
the IDB Member Countries. Among the recommendations 
to be implemented at the IDB level is to give priority in 
its health-financing programmes to significantly improve 
the health of vulnerable groups in member countries; 
to provide technical and financial support to member 
countries for effective malaria control; to support human 
resource development and management; and to support 
malaria research activities. The WHO country office in 
Somalia signed a memorandum of understanding with 
IDB to identify areas of collaboration and support from 
the Bank. The IDB approved two projects submitted by 

the WHO country office in Somalia on cholera control, 
and support to health services for prisoners. In addition, 
IDB approved two projects to support the water system 
in Hargeisa, and to support the Livestock Authority in 
Berbera.

A policy and priority orientation seminar was organized 
with the African Development Bank (ADB). The seminar 
provided an opportunity for both sides to learn more about 
each other and to explore potential areas of cooperation 
between the Bank and the Regional Office, with focus 
on achieving the targets of the Millennium Development 
Goals. In follow-up, several project proposals were 
submitted to ADB for possible funding. 

Sharing of documents and studies with the World 
Bank continued. The Regional Office provided 
technical assistance to the Islamic Republic of Iran 
and Pakistan to identify priority projects for the World 
Bank support. There was close collaboration with the 
World Bank on development of the master document 
on situation assessment and strategy options to serve as 
a basis for dialogue on support for Iraq’s health sector, 
and organization of a senior policy seminar on health 
system development in Iraq. WHO Somalia, under the 
United Nation Country Team coordination mechanism, 
is implementing health projects within the framework 
of the Low Income Countries Under Stress (LICUS) 
Initiative, supported by the World Bank. In Djibouti, 
the Millennium Development Goals are the basis of the 
development of project proposals to donors, and proposals 
on improvement of routine immunization, and ensuring 
monitoring and evaluation of AIDS, tuberculosis and 
malaria were submitted to the World Bank and USAID for 
funding. There is also good coordination between WHO 
and the World Bank in dealing with expected post-conflict 
rehabilitation of the health sector in Sudan.

Partnership with the Common Market for Eastern and 
Southern Africa (COMESA) was further strengthened. 
The Regional Office will provide technical support for 
the development of COMESA’s HIV/AIDS Strategy and 
both sides will increase their partnership at country level 
to implement this strategy. A UNFPA/WHO/IOM Joint 
Assessment Mission to the Intergovernmental Authority 
on Development (IGAD) on Establishing the Health and 
Social Affairs Desk (HeSAD) was carried out in Djibouti. 
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The function of HeSAD will be to facilitate, coordinate, 
monitor, promote and encourage inter-state collaboration 
in health and social affairs. 

The Regional Office provided technical support to 
Djibouti to sign the Maputo Protocol against Female 
Genital Mutilation and for preparation of project 
proposals to improve child health based on the Millennium 
Development Goals. It also mobilized internal and external 
resources to provide technical support to the Ministry of 
Health and Medical Education of the Islamic Republic 
of Iran and relief assistance to the affected population 
in the aftermath of catastrophic earthquake in Bam. A 
resource mobilization core team was formed to explore 
the possibility of extra resources in support of achieving 
the Millennium Development Goals in Pakistan.

Future directions

Building strategic alliances with partners from within and 
outside the Region, enhancing effective partnership with 
the donor community, supporting national capacities to 
establish effective coordination and resource mobilization 
and management, and tapping untapped resources within 
the Region to support health actions will continue to be the 
main strategic directions. There are potential opportunities 
to explore a greater engagement of the private sector. 
There is a need to move towards social investment by 
strengthening partnership with others, including the 
private sector. There is an urgent need to transform the 
Regional Office’s traditional sporadic interaction into 
longer-term collaborative partnerships that promote the 
health and well-being of people in the Region.

2.2 Public policy and health

Health policy and planning

Strategic issues

There is increasing realization among the ministries of 
health in most countries of the Region of the need to develop 
capacity for policy analysis and formulation for effective 
policy implementation. Although ministries of health in 
many countries of the Region lack policy analysis units 

and are institutionally not equipped to undertake analytical 
studies that promote evidence-based policy development, 
many are requesting WHO’s technical support in burden 
of disease estimation, national health accounts and cost–
effectiveness analysis. In addition, many countries have 
expressed the desire to develop capacity in legislation 
and regulation, partnership building and contracting, 
and information and communication for effective policy 
implementation to better achieve the national health policy 
goals.

A sequel of the limited capacity in policy development 
is the lack of strategic thinking and development of 
long-term vision and strategic plans by some ministries 
of health. The lack of a strategic approach to health 
planning at the national level is critical in areas such as 
human resource planning, health care financing and health 
services development. Most ministries of health lack well 
functioning planning units and appropriate planning tools 
are often not used in the preparation of health plans. This 
in turn is reflected in the lack of capacity in operational 
planning, which is essential for effective programme 
implementation and monitoring. 

The concept of the health system and its four 
fundamental functions––governance, financing, resource 
generation and service provision––as a basis for 
improving access, efficiency, equity and quality of health 
services, and for the effective implementation of priority 
health programmes is increasingly being recognized by 
ministries of health. These functions need strengthening 
in most countries, which adversely affects the attainment 
of health system goals and improvement of overall 
performance. Most countries are not well equipped to 
manage the public–private mix and to regulate the overall 
health system. Appropriate tools to map and assess health 
system functions are also needed. 

An emerging area that has recently caught the attention 
of health professionals and policy-makers alike is that of 
trade in health services. Many countries of the Region 
are already members of the World Trade Organization; 
others have recently acceded or are in the process of 
accession, while some have yet to become members. The 
implications of trade in health services, in the wake of 
the General Agreement on Trade in Services (GATS), and 
how to minimize its negative impact and maximize the 
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opportunities it offers, are still not well understood by 
many ministries of health. 

Countries of the Region generally lack adequate 
legislation on health sector issues to ensure high standards 
of basic services, promote health and protect users. 
What legislation does exist needs updating. A number of 
ministries of health also lack training and expertise in the 
area of health legislation. In addition, many ministries of 
health have not been able to effectively enforce health 
legislation adequately due to their weak regulatory 
function. 

Action taken in 2004 and results achieved 

The strategic directions followed in the area of health 
policy and planning to address the issues include: 
capacity-building to develop necessary skills in policy 
analysis and formulation and in strategic planning, among 
Member States as well as WHO country staff; institutional 
development of ministries of health in order to support 
activities aimed at strengthening health policy and 
planning function; promotion of evidence-based, ethical 
and consistent health policies and strategies; enhanced 
understanding of issues such as trade and public–private 
partnership in relation to health services and other emerging 
areas; strengthening support to ministries of health in 
the areas of information, legislation and regulation for 
effective policy implementation.

Countries of the Region continued to receive 
support to develop and update health policy and strategic 
orientation. Ministries of health were encouraged to create 
units for health policy development, which would help 
in designing, managing and monitoring health system 
reforms, as well as for developing operational models 
based on the universal concept of primary health care 
and health for all. In this regard, support was provided to 
Afghanistan, Djibouti, Islamic Republic of Iran, Jordan, 
Kuwait, Pakistan, Sudan and Saudi Arabia to strengthen 
and institutionalize policy and planning capability in 
the ministries of health. In the Islamic Republic of Iran, 
the Ministry of Health and Medical Education is being 
supported in the implementation of a World Bank-financed 
health sector reform component of the primary health care 
project and in establishing a health policy unit in 2005. 

In Pakistan, a project proposal for the establishment of a 
health policy unit was developed, which is being financed 
by the United Kingdom Department for International 
Development for 4 years. A regional consultative meeting 
on strategic planning in health and in human resources 
development was held in the Syrian Arab Republic. 
Experts from 14 Member States were invited to enhance 
understanding of the status of health planning and propose 
recommendations for its strengthening, as well as for 
health human resource planning in the Region.

An 8-day regional training workshop on burden of 
disease assessment was organized, in collaboration with the 
University of Queensland, Australia, to provide hands-on 
training to 30 health professionals from 6 countries of the 
Region, Egypt, Jordan, Lebanon, Pakistan, Saudi Arabia 
and Syrian Arab Republic. The first part of the workshop 
was given entirely by facilitators from the Region, while 
the second phase was given jointly with experts from the 
University of Queensland. As a follow-up countries have 
been encouraged to establish national burden of disease 
teams. In addition, Egypt, Lebanon and the Syrian Arab 
Republic have developed repositories of information on 
the most important health problems, which will assist in 
undertaking national burden of disease studies. 

The Concerted Action Project with IDRC Canada 
and UNFPA Egypt on Trade in Health Services in the 
Eastern Mediterranean Region commenced in early 2004. 
Some of the achievements of the project thus far include 
development of a monograph on the methodology for 
undertaking national studies on trade in health services, 
organization of a research methodology workshop to train 
country investigators, and undertaking 10 country studies 
of which six have been completed so far. The studies are 
expected to be complete in mid 2005, following which 
a research-to-policy meeting is planned, along with the 
publication of a comprehensive report on the subject. 
In addition, trade and health representatives from six 
Member States were invited to an interregional workshop 
on trade and health, held in New Delhi, for the Eastern 
Mediterranean, South-East Asian and Western Pacific 
Regions. 

A 10-country study on the role of contractual 
arrangements in improving health sector performance in 
countries of Eastern Mediterranean Region was initiated 
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in 2003. Nine out of the 10 studies have been completed. 
Lack of national capacity in undertaking such studies has 
precluded the completion of the study in Afghanistan. The 
initiative was taken in the light of resolution WHA56.25 and 
due to the fact that there was limited regional experience 
in the area of public–private partnership in health. The 
purpose of these studies is to assist the ministries of 
health to better understand the potential benefits, as well 
as the constraints, of contracting out and to build up their 
capacities in outsourcing publicly financed health services 
to the private sector. An additional outcome of this multi-
country study will be the development of a regional 
strategy and a position paper on the role of contracting 
out in health.

The proposal to establish a regional health system 
observatory at the Regional Office has been implemented 
since October 2004. A template for developing health 
system profiles and a guide to fill out the template has 
been developed. It is expected that profiles for most 
Member States will be completed by July 2005. This will 
be followed by the launching of a website. The purpose 
of the observatory is to provide relevant comparative 
information to support policy-makers and analysts in the 
development of health care systems and reforms in the 
countries of the Region and to be a focal point for access 
to information on health care systems. 

Efforts are being made by several countries to 
strengthen health legislation as part of health system 
development through capacity-building, technical 
expertise and study tours within the Region. WHO 
is promoting the development of databases on health 
legislation, making use of technical guidelines previously 
developed by WHO. Countries are encouraged to share 
these databases with other countries of the Region and to 
make use of available expertise. Despite its commitment, 
the Regional Office has been unable to create a full-time 
position to work on this important subject due to the lack 
of resources. 

Future directions

The focus of activities during 2005 will be on 
consolidating achievements and further contributing to 
health system development in countries of the Region. 

The strategic directions for the future will concentrate on 
institutional strengthening of policy and planning capacity 
in the ministries of health; capacity development in policy 
analysis tools and planning techniques through hands-
on training of health professionals; support to primary 
health care and/or health sector reforms programmes in 
countries of the Region; and continued work on emerging 
areas of health systems development that require support 
to countries. A new initiative planned during 2005 is to 
undertake a study that provides enhanced understanding 
of the issues facing the private health sector in many 
countries of the Region and to develop an evidence-based 
regional position paper and strategy.

Health economics and financing

Strategic issues

The economies of high-income and oil-exporting countries 
of the Region improved in recent years, especially 2004, 
as a result of high oil prices, however the economies of 
most other countries in the Region stagnated in 2004. The 
low-income countries of the Region have been struggling 
to raise sufficient funds to provide basic public health 
services while middle-income countries are striving to 
improve insurance coverage and to increase efficiency. 
High-income countries are trying to decrease the 
government share in health spending by promoting social 
insurance to their expatriate population.

The private sector has been growing in most 
countries of the Region, for both financing and delivery 
of health services. The out-of-pocket share of total health 
expenditure is high. Health care financing has become the 
cornerstone of health sector reforms in most countries of 
the Region, triggering the need for capacity-building in 
health economics and health care financing. 

Action taken in 2004 and results achieved 

The Regional Office continued to promote the development 
and use of analytical tools, such as national health 
accounts, costing and cost–effectiveness analysis (WHO-
CHOICE), and household expenditure analysis to measure 
and to assess the magnitude of spending on health that is 
disproportionately high relative to household income. 
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Development and institutionalization of national health 
accounts analysis was proactively followed through the 
launch of the global national health accounts website and 
through sensitization and training workshops conducted 
by the Regional Office. The website is supported by a 
group of top international experts in the field and is an 
important part of the ongoing technical support provided 
to countries. A short version of guide to producing national 
health accounts was prepared and will be published in 2005. 
Egypt, Jordan, and Islamic Republic of Iran produced a 
new round of national health accounts. Morocco and 
Tunisia updated their national health accounts. Yemen has 
initiated serious efforts to produce a new round of national 
health accounts with the support of the Regional Office. 

The Regional Office is executing a World Bank-
supported programme on health sector reform, including the 
all important health economic and financing component, in 
the Islamic Republic of Iran. There has been a new impetus 
for development of prepayment schemes, especially social 
health insurance, in the Region. The Islamic Republic of 
Iran, Jordan, Morocco and Tunisia have expanded their 
social health insurance coverage. The Syrian Arab Republic 
and Yemen have initiated studies to develop social health 
insurance with the support of WHO. There has also been 
interest in development of community-based health 
insurance in the Region, particularly in Pakistan, Sudan 
and Yemen. The Regional Office, in collaboration with the 
World Bank, has been supporting the development of health 
care financing options for Iraq, taking into consideration 
the evolving political and economic scenarios. 

Future directions 

The Regional Office will continue to provide technical 
support to the Member States to mobilize more resources 
and use the existing resources more efficiently in order to 
assure access to health for all. National health accounts 
will continue to be promoted thoroughly. The short version 
of the guide to producing national health accounts will be 
translated into Arabic and French in order to facilitate 
the production of national health accounts. Two training 
workshops for analysis of household expenditure surveys 
and costing and cost-effectiveness analysis are planned for 
2005, to be followed by technical and financial support to 
conduct studies by national teams.

A resolution was passed by the Regional Committee 
(EM/RC51/R.6) in support of development of pre-payment 
schemes which is expected to stimulate the interest in the 
development of such schemes in the Region. The Regional 
Office is preparing to respond to requests for technical 
support in this area. The letter of agreement signed by 
WHO, ILO and GTZ to promote and to provide technical 
support for development of social health protection and 
social health insurance will provide a strong platform 
toward this end. 

Research policy and strategy 
coordination

Strategic issues 

Health research in the Region is driven by the renewed 
policy for health research and development in the Region. 
The overall aim of the regional support to health research 
is to support the development of national health research 
systems to develop necessary skills and capacities for 
generation of appropriate knowledge and its utilization to 
improve health. Given the social, cultural and economic 
diversity in the Region, the health research infrastructure 
and its ability to address national health problems varies 
between countries. Although some countries are taking 
the necessary measures and are already addressing their 
major health problems through appropriate investments 
in health research, health research in general has been 
unable to influence national health policy changes and 
practices in the Region. 

The supportive environments for health research 
institutional management systems are generally weak 
and infrastructure is inadequate. There is also a dearth 
of capacities and expertise to develop and undertake 
operational and health systems research, as well as 
inability to transmit the knowledge obtained through 
research to the community and those in charge of health 
care planning. This results in non-utilization of sometimes 
extremely useful information that is needed to bring 
about the necessary changes to improve health. There 
is a greater need to focus on equity and development 
issues, the relationship between poverty and health, and 



Health policy and management  17

on application of newer tools and scientific advances in 
biotechnology for health. 

The strategic emphases of the EMRO/DCD/TDR 
Small Grants Scheme for Operational Research in Tropical 
and other Communicable Diseases are: supporting 
projects that contribute to the prevention and control 
of communicable diseases; collaborating with control 
programmes in translating research results into policy and 
practice; strengthening research capacity in the Region; 
and strengthening partnership and raising funds for 
research.

Action taken in 2004 and results achieved

An evaluation of the research studies undertaken with 
Regional Office support during the period 1997–2002 was 
carried out and a summary report prepared highlighting 
the main findings and conclusions of the studies. Of 
the 70 research studies in priority areas of public health 
funded by the Regional Office, the final reports of nearly 
40 have been received. In addition, a consolidated report 
of the study on health research systems in five countries 
of the Region (Egypt, Islamic Republic of Iran, Morocco, 
Pakistan and Sudan) was published. Applications for 
research proposals on health systems research were 
invited from Member States, and around 150 applications 
were received. The Regional Office published A practical 
guide for health researchers which is being distributed to 
a wide audience. 

With regard to capacity-building in health research, 
three in-country 5-day workshops on data analysis and 
report writing were held in Egypt, Islamic Republic of 
Iran and Yemen. A total of nearly 65 researchers attended 
the three workshops. The aim of these workshops was to 
provide knowledge to health researchers in quantitative 
and qualitative data analysis and report writing to promote 
adequate dissemination and usage of results. A regional 
workshop on capacity-building in health research system 
analysis was carried out in Cairo in collaboration with 
headquarters. Six participants from Egypt, Pakistan 
and Sudan, one from Russia and two from Malaysia 
participated in this workshop. Two participants from 
the Islamic Republic of Iran participated in a similar 
workshop in India. A national workshop on linking health 

research to policy was held in Lebanon in collaboration 
with headquarters. A discussion paper on the development 
and use of genomics and biotechnology in public health 
was presented to the Twenty-eighth Regional Consultative 
Committee and the Regional Committee, resulting in a 
resolution (EM/RC51/R.7) which requested countries to 
support the development of genomics and biotechnology 
for public health. A Regional Health Genomics and 
Biotechnology Network was established at the conclusion 
of a regional meeting held for this purpose in Teheran, 
Islamic Republic of Iran. The secretariat of the Network 
is based in the Pasteur Institute, Teheran, Islamic Republic 
of Iran 

A joint research grant to support research in applied 
genomics and biotechnology was initiated by the Regional 
Office and the Organization of Islamic Countries Standing 
Committee on Scientific and Technical cooperation 
(COMSTECH). Applications were invited from Member 
States on a competitive basis and nearly 60 applications 
were received. One candidate from the Islamic Republic 
of Iran was selected for a training programme (Masters) 
in bioethics jointly funded by the Regional Office and the 
University of Toronto.

Collaboration was initiated with the Council on 
Health Research for Development (COHRED) to develop 
and support health research in the countries of the Region. 
The Regional Office was represented at the Ministerial 
Summit on Health Research and the eighth annual meeting 
of the Global Forum for Health Research, both held in 
Mexico. Ministers of Health from the Islamic Republic 
of Iran and Pakistan also participated in the meeting and 
14 presentations were made by health researchers from 
the Region. 

The Small Grants Scheme received 247 research 
proposals in response to the 12th call for applications. 
Of these, 29 projects were accepted during the selection 
committee meeting, and 28 projects of these were 
implemented. The distribution of the accepted projects is 
the following: 7 out of 33 submitted proposals in the field 
of HIV/AIDS and sexually transmitted diseases (STD); 
6 out of 35 proposals in malaria; 5 out of 27 proposals 
in leishmaniasis; 4 out of 38 proposals in tuberculosis; 
3 out of 32 proposals in vaccine-preventable diseases; 2 
out of 13 proposals in brucellosis; 1 out of 17 proposals 
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in enteric fever and bloody diarrhoea; and 1 out of 4 
proposals in vector-borne diseases. The distribution 
of accepted projects by research area is presented in 
Figure 2.1.

Challenges facing communicable disease control were 
identified during WHO meetings and in collaboration with 
the technical units of the Regional Office. These challenges 
were translated into research priorities and included in the 
13th call for applications 2005 issued in late 2004.

Strengthening research capacity was supported in 
the Region online, through country visits and missions 
and through training workshops, such as that on research 
methodology and proposal development for the national 
tuberculosis control programme in Pakistan. Supervision 
of research project implementation and assistance in data 
management was routinely provided online and through 
country visits in Egypt and Pakistan.

The final reports of the 31 projects funded in the 
2003 round were evaluated with technical support in 
data management and report writing being provided to 
investigators. In addition, a consultant was recruited to 
provide technical support to four leishmaniasis projects 
at different stages of implementation in the Islamic 
Republic of Iran. The scheme is technically supported 

by several partners, the University of Bergen, Norway, 
London School of Hygiene and Tropical Medicine, United 
Kingdom, Instituto Superiore di Sanita, Rome, Italy, and 
International Union for Tuberculosis and Lung Diseases 
(IUATLD).

Research results were regularly posted on the 
Regional Office web site. The final report summaries for 
the 56 projects supported during the period 2001–2002 and 
implemented during 2002–2003 were published, while a 
special issue of the Eastern Mediterranean Health Journal 
included 33 papers and four invited review articles on 
tropical disease research. Effective use of the results for 
the prevention and control of communicable diseases by 
the national control programmes in the Region has not yet 
been evaluated.

Future directions

Support to health research in the Region will continue, 
focusing on the recommendations of the Declaration of the 
Ministerial Summit in Mexico and Regional Committee 
resolution. Strategic focus of this support is aimed at: 
capacity-building in countries to undertake health systems 
research; and providing technical support to undertake 
applied research in genomics and biotechnology; 

Figure 2.1 Projects accepted for funding by the Small Grants Scheme in 2004
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Recent publications in health research and knowledge sharing
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WHO provides short-term aid and long-term technical support to Member States struck by disaster 
around the Region

Emergency and humanitarian action––in action
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enhancing capacities in health research ethics; mobilization 
of additional financial support for regional health 
research; building regional and interregional partnerships 
and networks in health research. Support will continue 
for research in priority areas of public health including 
for health systems research and applied genomics and 
biotechnology. Capacity-building in health research will 
continue through training workshops on health research 
proposal development and report writing, bioethics and 
research-to-policy. The Regional Office will maintain 
efforts to build international collaboration in health 
research.

The Small Grants Scheme will continue to support the 
operational research needs of the national communicable 
disease control programmes and provide technical support 
to researchers. Projects will continue to be subject to tight 
follow-up in order to ensure the reliability of results, and 
hence conclusions and recommendations.

2.3 National health policies and 
programme development and 
management

Health management support

Strategic issues

The weak management capacity of health systems 
continues to be a limiting factor in all countries, especially 
in the low-income and middle-income countries in 
the Region. Capacities that continue to be in need of 
strengthening include planning and evaluation of health 
services, effective communication among leadership, 
better management of the financing of health services,  
enhancing the involvement of the community in health 
care, and intersectoral collaboration.

Efforts are continuing in the Region to decentralize 
decision-making roles in the management of the 
health system with devolution of authority to lower 
levels of the health system. The various experiences of 
decentralization in the Region have resulted in a range 
of different organizational set-ups which are in need 
of thorough assessment and evaluation. Evidence has 

pointed to key factors that aid the decentralization 
process. These include a process of capacity-building at 
the local level that is complementary to the devolution 
of authority while maintaining efforts to improve the 
planning and stewardship role of the central level. This 
two-track approach will ensure that the potential benefits 
of decentralization are fully realized. 

Action taken in 2004 and results achieved

WHO is strengthening its efforts in advocating a 
management approach to improving health care through 
the launch of a website on management initiatives (http://
www.emro.who.int/mei/). The website aims to share the 
experience of initiatives that have proved successful in 
strengthening management practices throughout the health 
system, while also acting as a resource for assessment 
tools, position papers and guidelines.

Yemen took further steps to formalize health 
management training through the establishment of a 
health management department in the University of 
Aden offering a bachelor’s degree programme. Technical 
support was provided to the university in the development 
of learning curricula and educational standards. After 
lengthy consultation, the district team problem-solving 
(DTPS) approach changed its name to Community Health 
Management, thereby more strongly emphasizing the 
important role of the community and public health benefits 
of the approach. Community health management is being 
expanded to more countries of the Region with the aid 
of a short film which highlights the achievements of the 
approach so far in Egypt. 

The Federal Ministry of Health of Sudan and 
Secretariat of Health of south Sudan were supported in 
developing  post-conflict needs assessment and policy 
direction. These documents will lay the foundation for 
the rehabilitation and reconstruction of the health system 
in the country over the next 6 years. WHO supported 
fund-raising activities initiated by Sudan and Somalia by 
assisting in the development of proposals to be submitted 
to donors. Proposals address the strengthening of district 
health systems and capacity-building in management.

Implementation of the national capacity-building 
plans continued in Afghanistan, Egypt, Islamic Republic of 
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Iran, Pakistan, Somalia and Sudan, with a view to creating 
sustainable management capacity through skills-based 
interventions that will enable and empower managers 
to increase institutional and individual effectiveness 
and efficiency. Assessment tools were developed to help 
explore all facets of district health systems in the Region, 
in a generic format, which each country can adapt to 
its needs. With regard to the decentralization process, a 
tool has been designed to assist in the assessment and 
evaluation of the experience.

The Management Effectiveness Programme in Egypt 
underwent a period of expansion with the results of 
specific projects showing key progress in health service 
indicators. The range of results being achieved includes 
reduction in waiting times, greater compliance with WHO 
guidelines on blood banking and improved coverage of 
children undergoing testing for haemoglobin levels. 
Furthermore, a range of activities was devised to tackle 
the high prevalence of tuberculosis in the residential area 
of Manshyet Nasr in Cairo. In the Islamic Republic of Iran, 
a range of activities was undertaken, including workshops 
for continuous improvement at hospitals, laboratories and 
health care facilities, the establishment of a website and 
the visit of the national director to the programme in Egypt 
to share the experience of the Management Effectiveness 
Programme in the Islamic Republic of Iran.

Future directions

WHO is planning to launch the local health management 
initiative in several countries of the Region, starting in 
Yemen and Egypt. The initiative uses a multisectoral 
approach through active involvement in capacity-building 
of educational institutes, local authorities and the Ministry 
of Health. The target is to strengthen the capacity of 
health professionals at local level and so strengthen a 
decentralized district health system. The process has been 
established through the development of an assessment 
framework and tools at the district level. A plan of action 
is also being developed for launching the initiative in post-
conflict Sudan, Somalia and Iraq in order to strengthen 
health services and reinforce the district health system.

The Management Effectiveness Programme will 
continue to undergo expansion. In Egypt, there are plans 

to introduce the programme to more governorates, foster 
links with family practice, develop educational models and 
conduct a thorough external assessment of the experience 
of the programme so far. The establishment of an e-
learning network and expansion to new sites are planned 
for the programme in the Islamic Republic of Iran. Egypt 
is revising the national programme on maintenance and 
repair of biomedical equipment and efforts are under way 
to establish a WHO collaborating centre on maintenance 
and repair of biomedical equipment in Jordan. Capacity-
building activities for management improvements will 
be made more effective and sustainable through WHO’s 
initiative to develop a conceptual framework for the 
design of training modules in health management. This 
activity will aim to transform all training content to 
be competency and skills-based, student-centred and 
community-oriented.

Logistical support to country 
programmes

Strategic issues

The main strategic issues for 2004 were: flexibility 
in support of emergency operations in the Region; 
implementation of a computerized supply management 
system; and ensuring competitive procurement, early 
delivery and assured quality of supplies and equipment.

Action taken in 2004 and results achieved

The Regional Office provided health programmes 
with essential supplies and equipment valued at 
US$ 35 549 269, a substantial increase on previous years 
as a result of processing of emergency requests for Iraq 
(US$ 25 536 465) and Sudan (US$ 3 140 781). The 
supplies consisted mainly of drugs, chemicals, hospital 
equipment, environmental and laboratory supplies, and 
other equipment to promote the managerial process of 
health development. Table 2.1 shows the procurement 
of supplies and equipment by source of funds compared 
with 2003, in accordance with the revised categorization 
introduced by WHO in 2003.
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Special attention was paid to certain priority 
programmes, such as poliomyelitis eradication, 
management of cholera and diarrhoeal diseases, 
tuberculosis control, malaria control and basic development 
needs. All requests for supplies and equipment relevant to 
these programmes were processed as priorities. Logistical 
and training support continued to be provided. Training 
in the proper management for acquisition of supplies 
and equipment was extended to some national project 
managers as well as to the Regional Office and country 
office staff. A computerized supply management system 
was implemented. 

Future directions

Logistical support to country programmes will continue 
with a view to processing all planned supply activities in 
line with established rules and regulations.

Emergency preparedness and 
humanitarian action

Strategic issues

A series of emergency situations and events took place in 
2004 in which WHO was tasked with the responsibility 
of providing essential support to the countries affected by 
crisis (Figure 2.2). WHO’s response to the earthquake at the 

end of 2003 (6.5 Richter scale) in Bam, Islamic Republic 
of Iran, set the tone and direction for development of 
WHO’s strategy of accelerated health action in support of 
relief. According to the United Nations and Government 

Categories 2003  2004

Regular 
budget

Extra- 
budgetary

Regular 
budget

Extra- 
budgetary

Pharmaceuticsls 394 000 2 966 800 466 000 5 703 500
Clinical and hospital 
supplies  944 100 1 391 000 175 800 2 038 900

Environmental supplies 
and equipment 142 300 713 100 121 900 997 300

Laboratory equipment and supplies 1 092 400 2 516 200 398 000 17 843 100
Informatics and electronics 
equipment 1 248 600 908 500 613 700 2 092 700

Vehicles, motorcycles 32 800 1 126 500 1 100 3 049 400
Telecommunication equipment 305 700 843 500 59 100 233 800
Office supplies 655 000 455 200 147 200 1 270 000
Storage, cleaning, insurance, etc 817 000 2 902 700 26 300 337 900
Total 5 631 900 13 823 500 2 009 100 33 566 600

Table 2.1 Procurement of supplies and equipment 2003−2004 by source of funds

Figure 2.2 Number of disastrous events1 in the 
Region and total population affected, 2004

1 Shows only reported events in the database of the Office of US Foreign Disaster 
Assistance Center for Research on the Epidemiology of Disasters, which include 
natural disasters, e.g. floods and earthquakes, and man-made disasters, e.g. 
industrial and transport accidents, and do not include events related to complex 
emergencies such as wars or civil strife.
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reports, the earthquake killed more than 30 000 people, 
injured over 20 000 and rendered more than 75 000 
homeless. Damage to infrastructure was significant with 
more than 85% of houses, health facilities and commercial 
buildings severely damaged or completely destroyed. 
This was followed by an earthquake that affected more 
than 15 000 people in the city of Al-Hoceima in Morocco, 
and then by the Darfur Crisis in which WHO was called 
upon by the Government of Sudan and the United Nations 
to provide support. In western Sudan, over 1.8 million 
internally displaced persons required immediate assistance 
to alleviate and mitigate the effects of the ongoing conflict. 
Djibouti, Somalia and Afghanistan grappled with the 
impact of drought while the escalation of violence in 
Iraq and the Occupied Palestinian Territories challenged 
aid organizations and national authorities not only in 
addressing and monitoring risks to health but also in 
providing effective support to those populations living in 
hazardous environments. Finally, the year ended with the 
challenge of the earthquake and subsequent tsunami that 
affected millions of lives across Asia, reaching as far as the 
coastline of East Africa. Somalia was among the countries 
affected. 

The Regional Office continued to push forward the 
disaster reduction and risk management strategic approach 
which was endorsed during the Forty-ninth Session of the 
Regional Committee. This approach focuses on building 
public health capacity for disaster reduction and risk 
management and addressing disasters and their impact 
from a programmatic perspective and not merely as a 
humanitarian response. 

Action taken in 2004 and results achieved 

To ensure that operational and technical support were 
provided to countries in crisis, WHO has embarked 
globally on a strategic programme to improve its 
performance in disaster situations. This programme, called 
the Three Year Programme, aims to improve WHO’s 
performance by standardizing roles and responsibilities of 
the organization at all levels when responding to a crisis. 
Four critical functions have been globally agreed upon by 
technical experts which illustrate what WHO should do 
in order to lead the health sector to collectively identify 
and meet health needs of vulnerable populations. In the 

Eastern Mediterranean Region, the programme is further 
complemented by the development of a regional strategy 
which addresses the importance of disaster preparedness 
and mitigation activities. These activities are paramount 
for Member States to better prepare for hazards, both 
natural and man-made, which may result in high levels of 
mortality, morbidity and disability. Both these platforms 
have provided substantial resources and support to 
WHO, which has translated into building operational and 
programmatic capacity necessary to meet the challenges 
and dynamics of the various crises that plague the 
Region. 

In line with the Three Year Programme and regional 
strategy the Regional Office undertook activities in four 
areas: response, preparedness, recovery and mitigation. 
In the area of response, the Regional Office mobilized 
technical and material support2 to a number of countries 
to manage the impact of disasters: Djibouti (floods); 
Sudan (Darfur refugees and internally displaced persons); 
Morocco (earthquake); Islamic Republic of (Bam 
earthquake); Somalia (drought and tsunami); Yemen 
(internal conflict); Iraq (escalated conflict/violence); 
and the Occupied Palestinian Territories (conflict/
violence). In all cases, technical and material support 
to the Ministry of Health was immediately mobilized 
to treat those injured and ensure that the health needs of 
survivors were addressed and met accordingly. During 
2004 approximately 80 new emergency health kits were 
mobilized in support of various emergencies, supporting 
80 000 people. Ensuring coordination at all levels of 
the Organization has harmonized technical inputs and 
expertise to address health risks in emergencies. In the 
case of the tsunami the international community, in 
support of Member States in the Eastern Mediterranean 
and South-East Asia Regions, launched massive relief 
operations to provide essential humanitarian assistance 
to those millions of people affected by the crisis. This 
was achieved by drawing upon the best practices and 
lessons learned in tackling emergency health problems. 
Increasing the level of awareness about the adverse health 

2 Technical and material support mobilized is defined as dispatching staff to 
affected locations, establishing operational capacity with a strong logical backbone, 
procuring emergency health kits and other medical supplies, as well monitoring the 
health status through establishing surveillance of populations living in risk.
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implications of such disasters is a critical component of 
WHO’s strategic role in emergency response. Through a 
number of high level missions and visits to Darfur, Sudan 
and Islamic Republic of Iran, the Director-General and 
the Regional Director advocated to the international and 
national communities that health must be a priority in a 
crisis. 

A key component in disaster preparedness is capacity, 
which provides the essential skills and knowledge to 
disaster coordinators and various partners to better be 
able to prepare for and respond to disasters. The Regional 
Office, in collaboration with the WHO Mediterranean 
Centre for Disaster Reduction in Tunis and the Asian 
Disaster Preparedness Centre launched the first annual 
course on the management of public health risks in 
disasters. Twenty-three senior ministry of health officials 
from 12 different countries in the Region attended the two 
week course in Tunis. The regional induction brief, which 
orients WHO staff working in the field, was developed 
to reinforce essential skills and strategy implementation 
in the Organization. The brief was attended by 15 staff 
members working on emergencies and will be conducted 
as a yearly event. WHO, with many partners including 
the Jordanian Red Crescent Society, Organization for 
the Prohibition of Chemical Weapons and UNICEF, 
reviewed the level of national preparedness through an 
assessment exercise in Jordan. This exercise brought 
together many institutions and organizations throughout 
Jordan to specifically address the need to enhance and 
harmonize national efforts for disaster reduction and risk 
management.

With regard to recovery, the Regional Office provided 
strategic technical support to countries undergoing post-
conflict transitional periods. In Afghanistan, Iraq and Sudan 
WHO led the sector recovery process by participating 
actively in the United Nations and World Bank post-conflict 
needs assessment process, developing the health recovery 
strategies and frameworks, as well as working to guide 
national health policy development with the respective 
ministries of health. Following the Bam earthquake, 
WHO has been working in close collaboration with all 
health sector partners to ensure the reconstruction of key 
health facilities which were damaged in the earthquake. 

These facilities are being constructed to withstand any 
future earthquakes up to a specific Richter scale.  

In the area of disaster mitigation, WHO developed 
a tool which illustrates populations living at risk to 
natural hazards by mapping known historical hazards 
and overlapping them geographically. This tool is being 
promoted as a mechanism which can help decision-
makers and policy-makers to better develop disaster 
reduction programmes in high risk countries. Additionally, 
information systems are being developed to ensure the 
rapid exchange of information on known risks, hazards 
and vulnerabilities in countries of the Region. In order to 
ensure that all health partners are applying best practices 
in the field and incorporating lessons learnt from past 
emergencies, WHO conducted a lessons learnt workshop 
to address the challenges and gaps in response to the Bam 
earthquake. Similar evaluation assessments have also 
been incorporated into current emergency programmes. 

Future directions

The frequency and the magnitude of both man-made 
and natural disasters in this Region are evidently on the 
rise. Although emergencies tend to result in death and 
devastation they often bring about new opportunities for 
change, where nations are more prepared to withstand 
major crises, where organizations and institutions are 
better equipped with the knowledge and capacity to 
respond in times of a disaster with the speed and efficiency 
expected, and where a culture of disaster reduction filters 
down from capitals to the communities who are often most 
vulnerable in disasters. To ensure that a culture of change 
is brought forward, WHO, working in close collaboration 
and coordination with its partners, will accelerate efforts 
to build national capacity for disaster reduction, as well 
as enhance internal arrangements, to be able to provide 
support before, during and after any major emergency. 
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2.4 Biomedical and health 
information and trends

Evidence and information for 
policy

Strategic issues

In view of the increasing importance of reliable and valid 
information as an important tool for guiding the decision-
making process, the efficiently functioning health 
information system stands as the main pillar for producing, 
generating and disseminating the reliable information that 
consequently will be utilized for strategies, policies and in 
decision-making. The formulation of policies, development 
of strategies and the decision making process rely strongly 
on the outputs of improved and well equipped key health 
information system components, i.e. the health statistical 
information and epidemiological surveillance systems. 
Focusing on decentralization of the health information 
system will have great impact on performance where  
provision of statistical health services will be carried out 
appropriately in the countries. A competent functioning 
health information system is still lacking in most Member 
States. Development of an information culture and the 
concept of using information in the decision-making 
process continue to need more focus. Formulation and 
development of national information policy still needs 
great support at the country level. 

Action taken in 2004 and results achieved

Steps were taken to strengthen the national health 
information systems in the Region in several areas. Burden 
of disease estimation and mortality and morbidity statistics 
by cause (as an initial stage for development of burden of 
disease studies) were among the important areas that had 
great support. Development of an updated list of health 
indicators with inclusion of the Millennium Development 
Goals (MDGs) health-related indicators and mortality and 
morbidity by cause were also focused upon. 

Member States received technical support in national 
capacity-building in the area of burden of disease 

estimation. The burden of disease estimation as an effective 
health system performance tool gained political support 
in several countries and led to conducting a regional 
workshop for building capacities in national burden of 
disease estimation. Participants from Egypt, Jordan, 
Lebanon, Pakistan, Palestine and Syrian Arab Republic 
attended the workshop and were trained in methodology 
and initiation of burden of disease estimates for some 
diseases. Technical support was provided to the Kuwait 
team for initiation of a burden of disease study.

Mortality and morbidity statistics by cause were 
a priority. Development of capacity in the use of the 
International Classification of Diseases and Related Health 
Problems (ICD-10) for coding mortality and morbidity by 
cause were supported in Oman and Qatar.

The Regional Office contributed to the preparation 
of the global burden of disease estimates included in The 
World Health Report 2004. Mortality statistics by cause 
were provided from Egypt, Kuwait, Palestine, Qatar and 
Syrian Arab Republic. Technical support was provided 
for development and production of an enhanced annual 
statistical book by the Executive Board of the Health 
Minister’s Council for the Cooperation Council States. A 
capacity-building workshop on the essential list of health 
indicators for nationals of Bahrain, Kuwait, Oman, Qatar, 
Saudi Arabia, United Arab Emirates and Yemen was held 
in Riyadh. In addition to the essential list of indicators, 
a new package of 45 health indicators was added. The 
new package included Millennium Development Goals 
(MDGs) health- related indicators and mortality and 
morbidity by cause indicators disaggregated by sex, with 
reporting of the new developed indicators starting from 
2005. These will enrich the regional health statistics 
database. 

An intercountry workshop on health information 
systems and implementation of the World Health Survey 
in Gulf Cooperation Council countries was held in Muscat, 
Oman, with focus on adaptation of the World Health 
Survey to those countries. Planning for organization 
and implementation of the World Health Survey in six 
countries (Bahrain, Kuwait, Oman, Qatar, Saudi Arabia 
and Yemen) is in process, taking into consideration 
previous experience in the World Health Survey 
implementation around the world regarding quality of the 
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survey instrument. In collaboration with headquarters, a 
new version of the World Health Survey questionnaire was 
prepared and translated into Arabic. Collaboration with 
regional and international agencies continued, including 
technical support for implementation of the Pan Arab 
Project for Family Health (PAPFAM) survey in Lebanon 
and Yemen. 

Future directions

Enhancement of national health information systems 
and capacity-building in monitoring and evaluation the 
progress towards achieving the Millennium Development 
Goals (MDGs) will continue to be priorities. An 
intercountry workshop on the essential list of health 
indicators including the Millennium Development Goals 
health-related indictors approach is scheduled to take place 
in 2005, at which WHO support for reporting, monitoring 
and utilization of the indicators in the decision-making 
process will be discussed. 

Planning for the preparation and implementation 
of the World Health Survey in countries of the Region 
will continue. Technical support for the organization 
of the survey in six countries will be carried out by the 
Regional Office in collaboration with headquarters and 
the Executive Board of the Health Minister’s Council for 
the Cooperation Council States, with a workshop due to 
be held in Riyadh in 2005. 

Information management and 
dissemination

Strategic issues 

Most of the countries in the Region still have problems 
in making health information available and accessible 
to their communities of health professionals. In some 
countries the information is available only to a very 
small number of the target users, while in others access 
to information is limited by communications constraints, 
lack of information resources and lack of motivation. 
Extensive effort is required to reach out to remote areas, 
to make information more accessible and to develop 
methods for making information easily available. The 

digital gap and lack of information and communication 
infrastructure have created obstacles to health information 
access. Extensive efforts are needed to acquire, develop 
and apply information technology and knowledge 
management techniques to meet the needs of countries. 
National health and biomedical information systems are 
in need of capacity building and investment in knowledge 
management and skill sharing.

Despite the fact that the magnitude of health and 
biomedical literature is overwhelming, the availability 
of relevant and appropriate information products for the 
needs of health care professionals and the public remains 
a challenge. Most countries and information users require 
information products in their own languages, fitting 
their own environment and directed at solving their own 
problems. Typically, information services are provided to 
users in urban areas and city centres but effort is required 
to go beyond the major cities and privileged communities, 
to areas where people are most in need of information. 
Many information products are produced and distributed 
to potential users without establishing facts on user needs 
and without getting feedback on how these products were 
used and what impact they had. Obtaining feedback from 
health information users and developing methods of needs 
assessment and evaluation is a challenge that must be met 
to ensure quality and relevance of information products. 

At the regional level, the quantity and quality of 
print and CD publications continues to increase, while 
internet publishing and strengthening machine translation, 
translation memory and other advanced technologies are 
real challenges. Demand for translation into Arabic and 
other national languages has increased but without a 
concomitant increase in availability of resources, there 
is difficulty in prioritizing materials for translation. Staff 
training in the production area and upgrading of printing 
facilities are major challenges.

Action taken in 2004 and results achieved

Accelerating production of the Eastern Mediterranean 
Health Journal while maintaining standards was again 
a primary focus. With the recruitment of three editors 
working in house, there was a significant increase in the 
processing of accepted papers for layout and publication. 
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This contributed to two volumes (Volumes 8 and 9) being 
published in 2004, thus reducing the publication delay 
from two years to one year. Both Volume 8 and 9 consisted 
of 2 single issues and 2 combined issues amounting to 
95 articles (859 pages) and 124 articles (1137 pages) 
respectively. Among these were special issues on HIV/
AIDS and sexually transmitted infections (Volume 8) and 
on tropical and other communicable diseases research 
(Volume 9). The electronic version of the journal continued 
to be posted on the journal’s website at around the same 
time as the print version was issued.

In 2004, 304 papers were submitted for publication; 
of these 82 were accepted, 47 were not found acceptable 
and 175 were still being processed. A further 140 articles 
received in 2002/2003 were also accepted making a total 
of 222 papers accepted for publication in 2004. More than 
300 reviewers were enlisted to assess the papers.

At the end of the year, all the issues for Volume 10 
were at advanced stages of production including a special 
issue on nutrition.

The second regional conference on medical journals 
was hosted by the Saudi Medical Journal in Riyadh, 
Saudi Arabia, in October 2004, in collaboration with the 
Regional Office, King Abdulaziz City for Science and 
Technology and the Islamic Educational, Scientific and 
Cultural Organization (ISESCO). It was preceded by a 
pre-conference course on Research in the Region: Current 
Status and a Window to the Future. Some 155 editors and 
publishers of medical journals attended from 11 countries 
from the Region and beyond. The Eastern Mediterranean 
Association of Medical Editors (EMAME) was formally 
constituted and an interim Executive Council established 
and membership is now open to applicants. An EMAME 
website has been established, hosted by the Regional Office 
website. Among the recommendations of the conference 
were that EMAME and WHO EMRO should maintain 
and strengthen their collaboration in support of the cause 
of biomedical journals in the Region and develop regional 
educational and training courses, and that EMAME should 
develop a regional code of publishing ethics.

The Regional Office issued 96 print publications 
(including 51 meeting reports), 15 Arabic publications 
on CD and 8 periodicals (see Annex 4), as well as kits, 
posters and other items for advocacy. Also issued were 

111 executive action documents arising from consultant 
assignments and 94 speeches of the Regional Director; 
19 contracts for editing in English were issued. Regional 
publications of particular note included Quality 
improvement in primary health care, Health as a human 
right in Islam (Arabic and English) and A practical guide 
for health researchers. Published Arabic translations 
included The World Health Report 2004, Managing 
complications in pregnancy and childbirth, Investing in 
health, the report of the Commission on Macroeconomics 
and Health, Genomics and world health, State of the 
world’s vaccines and immunization, World report on road 
traffic injury prevention and Clinical embryology. 

The Unified Medical Dictionary (UMD) was made 
available in new electronic format in English, French and 
Arabic. It includes 3000 coloured illustrations and has the 
ability to carry out morphological search for Arabic terms. 
The Unified Anatomy Dictionary, the Unified Dentistry 
Dictionary and the Unified Pharmacy Dictionary were 
published in print versions. Fifteen new titles in the 
electronic books series were produced, including A history 
of Arab and Islamic medicine, Guidelines and tools for 
management of basic development needs programmes, 
Issues relating to body and soul (Massalih al-abdan wal 
anfus, International Statistical Classification of Diseases 
and health-related problems (ICD-10) Prototype action-
oriented school health curriculum, WHO model formulary, 
Multilingual dictionary of medical terms by Dr A.L. 
Clairville (Dictionnaire polyglotte des termes médicaux), 
Dictionary of chemical terms, Drug information services 
and The international pharmacopoeia. The latter 
comprises all five volumes published by WHO in English 
between 1979 and 2003, made available in Arabic for 
the first time. Farsi versions of ICD-10 and the Unified 
Medical Dictionary are in process of development. Support 
continued to be provided to the Bulletin of WHO for Arabic 
translation of abstracts and some selected articles.

The Regional Office participated in review of global 
policy and strategy for knowledge management and 
sharing, with emphasis on protecting regional values and 
cultures. The Regional Office hosted the World Conference 
on Islamic Medical and Health Ethics, organized in 
collaboration with the Islamic Organization for Medical 
Sciences, ISESCO, the Council for International 
Organizations of Medical Sciences (CIOMS) and Ajman 
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Net. The conference was attended by 238 experts from 
more than 38 countries, who discussed and approved 
the Islamic code of medical ethics (medical practice, 
obligations and responsibilities), and drafted International 
ethical guidelines for biomedical research involving 
human subjects (an Islamic perspective) and an Islamic 
vision for certain new issues in science and medicine. 

The second workshop of the Arabization of Health 
Sciences Network was organized in the Regional Office. 
The participants reviewed the progress made in the work on 
the annotated Unified Medical Dictionary, and discussed 
machine translation and new technologies in dealing 
with translation, documentation, printing and electronic 
production, as well as a curriculum in terminology for 
the students of medical and allied health schools. The 
listserv hosted by the Regional Office for the network was 
extremely active throughout the year. 

Information management and dissemination was 
included in the collaborative programme developed by 
the Joint Programme Review and Planning Missions in 
14 countries, namely, Bahrain, Egypt, Islamic Republic 
of Iran, Iraq, Jordan, Lebanon, Libyan Arab Jamahiriya, 
Oman, Pakistan, Saudi Arabia, Somalia, Sudan, Syrian 
Arab Republic and Yemen. The overall objective is to 
build capacity in health information management, to 
enhance networking and make available health information 
resources in Member States.

Work continued on the improvement and enhancement 
of the website with several new sites for specific topics 
being posted, including the Eastern Mediterranean 
Association of Medical Editors (EMAME), Health 
Academy, patient safety, Management Effectiveness 
Programme, nutrition and fellowships. Country office 
websites were created for Iraq, Islamic Republic of Iran, 
Oman and Somalia. Country office websites are under 
construction for Afghanistan and Pakistan. The Arabic 
version of the website was maintained in line with the 
English. 

During the short history of intranet usage in the 
Regional Office (since 1997), its strategic value can be 
seen to have changed from being solely a communication 
tool to include, in 2004, the integration of knowledge 
management strategies. From a strategic perspective, 
tactical issues regarding the intranet which were addressed 

in the year 2004 at the departmental level had an impact 
upon the Office as a whole due to the integral and pervasive 
nature of an intranet throughout all areas and levels of 
the Office. Successful management of the intranet meant 
that all functions and staff had some involvement in its 
development and of use. Collaboration between and with 
Regional Office staff and WHO Representatives and 
field staff was strengthened and staff were encouraged to 
provide feedback and to contribute to the infrastructure 
and content of the intranet. As a result, cross-functional 
relationships were developed that did not previously exist. 
A good example is the intranet web site of the Millennium 
Development Goals regional task force which is reshaping 
the nature of information sharing in the Office.

The virtual health sciences library project, comprising 
the Index Medicus for the Eastern Mediterranean Region 
(IMEMR), the Union Catalogue of Health Sciences 
Journals and the inter-library document delivery service, 
continued to be made available both on the internet 
(http://www.emro.who.int/HIS/VHSL/Index.htm) and 
the intranet. The IMEMR database continues to be 
disseminated in a print version on a quarterly basis, online 
and as a CD-ROM update twice a year. The total number 
of records available in the database is 82 000, an increase 
of 7281 records compared to 2003. The database also 
includes contact information for the journals through a 
directory of the editors.

The Union Catalogue of Health Sciences Journals 
covers a wide variety of periodicals/serials holdings 
of local and international origin available in different 
medical libraries in the Region. The major role of the 
Union Catalogue is to facilitate location of the journal 
titles available in each library in the Region. The Union 
Catalogue can be accessed through the virtual health 
sciences library and comprises 5460 titles (an increase of 
1399 titles compared to 2003) held in 187 libraries (177 in 
2003) in 16 countries. 

The WHO Global Catalogue of Health Sciences 
Journals lists the titles of journals held in WHO libraries 
in headquarters and regional offices. The catalogue was 
initiated late in 2004 with participation from the Regional 
Offices for the Eastern Mediterranean and Western Pacific 
and the Centre for Environmental Health Activities. 
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As part of the development of the Virtual Health 
Sciences Library of the Eastern Mediterranean Region, the 
Regional Office continued to provide support to selected 
libraries in the Region, providing these with original copies 
of the Ariel software and a scanner for document delivery 
services using the internet or e-mail. The total number 
of libraries participating in the inter-library document 
delivery service is 44, with an increase of 18 new libraries 
compared to 2003, spread over 15 countries (12 in 2003). 
The library received 1568 requests for articles from 185 
users from 27 countries in 2004. These requests were 
fulfilled through the Regional Office resources and the 
Virtual Health Sciences Library inter-library document 
delivery services. The total number of pages photocopied 
was 10 685. This represents a saving of US$ 39 200 for 
libraries when compared with other commercial sources. 
The demand for articles in 2004 increased 358.5% from 
2003.

Work continued on development of the Regional 
Office Institutional Digital Memory, available to staff 
through the intranet and comprising intercountry 
meeting reports, Regional Committee reports, Regional 
Committee Technical Papers, the Annual Report, speeches 
and circulars of the Regional Director, and staff mission 
reports. The Health Information and Telecommunications 
unit provided technical support to a total of 60 intercountry 
meetings, creating electronic records of these meetings on 
CD for the Regional Office electronic library project.

A total of 78 378 copies of Regional Office publications 
were distributed in the Region free of charge, including 
7120 issues of the Eastern Mediterranean Health Journal 
and 9562 copies of AIDS-related publications; 1100 copies 
of regional publications were provided to headquarters for 
sales. Distribution in 2004 increased by 18% compared 
with 2003. Regional publications were promoted at the 
Cairo International Book Fair in January 2004 and the 
Biovision Alexandria Book Fair in April 2004 as well 
as through other activities. Table 2.2 shows the value of 
publications sold in 2004.

The Regional Office continued to provide health 
literature in the form of books, CD-ROMs and journals 
for the regional and country offices and Member States 
with a total value of US$ 824 430. These included 
83 purchase orders for journal subscriptions in the 

amount of US$ 575 110; 12 purchase orders for CD-
ROM subscriptions in the amount of US$ 11 628; 74 
purchase orders for book acquisitions in the amount of 
US$ 216 793 and 3 purchase orders for books backed by 
CDs. 

An internet portal for electronic medical journals 
published in the Region was developed and currently 
includes around 90 journals. The portal provides links to 
the URL addresses for the journals (http://www.emro.who.
int/his/unlist/detailIM.asp). The listserv discussion group 
for health sciences information professionals and medical 
librarians was maintained. The total number of members 
has reached 172. The listserv has been unique in providing 
a platform for health sciences information managers to 
communicate and discuss professional issues. 

The Regional Office continued to support the 
development of information and document centres in 
country offices to support their technical role. Two new 
centres were established, making a total of seven such 
centres in the WHO Representatives’ Offices in the Islamic 
Republic of Iran, Jordan, Lebanon, Pakistan, Somalia, 
Sudan and Syrian Arab Republic. WINISIS software 
and the WHOBIS database were installed on the server 
and workstations and intensive training was provided for 
staff on how to use the WINISIS software and the Global 
Information Full Text (GIFT) database.

Strengthening national capacity in information 
management continued with the formal launching of 
the Post-Graduate Diploma Programme on Medical 
Librarianship in Oman. As part of the programme a 
one-week workshop was conducted for the students and 
faculty members covering different aspects of medical 
librarianship and electronic health resources on the 
internet. Two national training courses on the Health 
InterNetwork Access to Research Initiative (HINARI) 

Table 2.2 Summary of sales of publications in 2004

Item No. of copies sold  Value (US$) 

Headquarters
titles

Regional
titles

Headquarters
titles

   Regional
   titles

Allotment 2 227 606 29 175 3 941
Cash  128 189  6 788 1 923
Total 2 355 795 35 963 5 864
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were conducted for 60 professionals in Sudan, and two 
national training courses on medical librarianship and 
HINARI were conducted for 40 Iraqi medical librarians 
and health professionals. Two national workshops on 
the Virtual Health Sciences Library were conducted 
for medical librarians in Egypt. Other national training 
activities were provided with indirect support through 
provision of training materials, revision of curriculum 
content and evaluation of events.

The First National Congress for Medical Librarians in 
Egypt was held at the Regional Office in collaboration with 
the Ministry of Health and Population and other national 
institutions. It was attended by some 140 participants from 
health sciences libraries attached to the Ministry of Health 
and Population, research centres and health sciences 
colleges. WHO made a number of recommendations with 
regard to health sciences, medical and research libraries, 
information and communication technologies in the health 
sector and library and information science education for 
health information professionals in Egypt.

The Regional Office organized, in collaboration with 
the Executive Board of the Health Minister’s Council for 
the Cooperation Council States a regional workshop on 
Networking and Health Statistics Database Development, 
in Riyadh. The workshop was attended by 15 participants 
representing the GCC countries who discussed networking 
among the seven countries and development of the regional 
database for monitoring of indicators for the Millennium 
Development Goals.

The fourth regional e-health conference, Building the 
Electronic Health Record, was held in Teheran, Islamic 
Republic of Iran and attended by over 1400 delegates 
representing 20 nationalities. The conference concluded 
that the topic of e-health in general, and the electronic 
health record in particular, was timely and relevant to 
the needs of the health care sector. Some countries are 
advanced in their application of e-health in one area 
or the other, while others still have a long way to go. 
However, the collective experience that exists is sufficient 
to constitute a knowledge base on e-health in the Region 
and at global level. There is a need for a systematic and 
sustained approach to needs assessment, development, 
deployment and evaluation of e-health applications. 
In most countries the electronic health record is still in 

the early stages of development with many of systems 
being either developed locally with little attention to user 
requirements, international standards and interoperability 
or imported as ready-made systems from other health care 
environments. The conference demonstrated considerable 
interest in applying the standards of the Health Level 7 
standard, on the exchange, management and integration of 
data that support clinical patient care and the management, 
delivery and evaluation of health care services. Use of 
these standards is growing in the Islamic Republic of 
Iran, in particular. Investment in e-health applications is 
now recognized as cost-effective, and there is increasing 
evidence that it reduced cost, improves health status and 
saves lives. The conference made a number of specific 
recommendations which appear in full on the e-health 
website www.emro.who.int/ehealth.

The fourth regional conference on the Eastern 
Mediterranean Region Virtual Health Sciences Library: 
Role in e-Learning and Building the Information Society 
was held in Cairo, and attended by 184 participants from 
17 countries. Full details of the Conference appear on 
http://www.emro.who.int/his/vhsl/conferences/vhsl4.
htm. Among the important recommendations were support 
for the newly established postgraduate programme on 
medical librarianship in Oman and to encourage other 
countries in the Region to establish similar programmes, 
and a formal evaluation of the programme. Both Member 
States and the Regional Office were recommended to 
allocate more resources to support national initiatives in 
this area. The Regional Office participated in a number 
of meetings of global and regional level on e-health, 
knowledge management and Geographic Information 
Systems.

Future directions

The Regional Office will promote further integration 
of units and functions working in the area of health 
information production, publishing and management in 
the Regional Office for maximum utilization of resources 
and optimum impact on country level. It will enhance 
the publishing and dissemination activities to reach all 
categories of users, using multiple languages, formats 
and means. It will build capacity at country level for 
information management, including publishing, library 
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and information services, translation and networking, and 
develop networking activities at the regional level in all 
areas of knowledge management and e-health.

A mechanism to identify the needs of Member States 
is needed, and constraints in communication and lack 
of relevant information resources, especially at district 
level and in remote areas, need to be addressed. National 
language support needs more investment in human 
resources, training and technology acquisition. Feedback 
from health information users will be obtained through 
surveys and development of a machine translation system 
in Arabic will continue. Cooperation with headquarters 
and United Nations sister agencies will continue to be 
strengthened. It is planned that the Eastern Mediterranean 
Health Journal will overcome its publication delay and 
become current by the end of 2005, at the same time 
maintaining quality.



Health systems and services 
development

C
hapter 33.1 Organization and management of health systems 

based on primary health care 

Primary health care support and support to secondary and 
tertiary care

Strategic issues

26 years after the Declaration of Alma-Ata on primary health care, countries of the Region are facing 
critical challenges in the delivery of health services. Four major strategic issues need to be addressed by 
national health care systems: redefining national aims for improvement of care; changing the way care itself 
is delivered; changing the organizations that deliver care; and at macro level, changing the environment 
that affects organizational and professional behaviour. In short, health care provision must evolve from 
its traditional focus on disease control, initially towards the personalization of health care, and ultimately 
towards health promotion and healthy lifestyles. This major change will require giving greater attention 
to the efficacy of managerial structures and processes in health care delivery. The Regional Office has 
developed a new model framework that introduces an approach for productive interaction and stronger 
user participation within the health system. In this model, patients are empowered, well-informed and 
have an essential role to play in the decision-making process.

There is increasing interest in the best ways to organize health services. For example, the secondary 
level of care must act in a supporting role for primary health care through a strong referral system. An 
area that requires more attention is the current dearth of information on the organization and utilization 
of emergency medical services, in light of the high rate of road traffic accidents and ongoing emergency 
situations within the Region. Continued focus is being given to strengthening decentralized local health 
care systems. Finding ways to delegate decision-making powers is a preoccupation of many health 
authorities. The district/ local health system is a typical form which contributes to developing decentralized 
national health systems, which improves flow across the health system, improves access and identifies 
and rectifies bottlenecks.

Action taken in 2004 and results achieved 

The Regional Office developed and is supporting implementation of a model framework for integrated 
primary health care, which encourages diversification in the number and type of health care providers. 
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The model framework proposes the community as an 
integral component of the health system and as the means 
through which new initiatives in health care delivery are 
established. By building and maintaining links with the 
community, health providers can tap into the potential 
of civic networks to offer personalized care, achieve 
continuity of care, empower patients and promote a 
national and local health agenda. The framework was 
developed through field visits, desk reviews and studies 
in several countries representing a range of national health 
systems. The model proposes that health authorities adopt 
further targets in addition to the traditional emphasis on 
investment in health infrastructure and reform and seek 
to provide customized and personalized care to users and 
focus on promotion of health lifestyles through community 
involvement. In this regard, the Islamic Republic of 
Iran developed a model for involving the community 
in managing the public health sector and in promoting 
intersectoral collaboration.

Support was provided for review and development 
of the primary health care system in Oman, focusing 
on urban primary health care in Muscat, and in Sudan, 
focusing on strengthening relations with community and 
academia. In Pakistan, integrated primary health care 
was strengthened at the district level through training 
of provincial master trainers on managerial and service 
delivery organization and through building capacity of 
programme supervisors on management of emergencies 
and facilitating training workshops in model districts. In 
Lebanon, a national conference was held to formulate a 
primary health care strategy using the model framework. 
The Gulf Cooperation Council countries and Yemen 
reviewed their strategic directions to orient their national 
health systems based on primary health care. At the request 
of Gulf Cooperation Council countries, the Regional 
Office developed an assessment tool to be used for 
periodic review of primary health care. In Tunisia, public 
health days were organized to raise awareness of public 
health functions and stimulate community participation. 
Other countries were supported through study tours and 
fellowships to study primary health care systems in the 
Region and elsewhere. In Sudan, primary health care 
guidelines were developed and a core of trainers trained 
for implementation of an intensive primary health care 

training programme for health area management teams 
in all states. In the Syrian Arab Republic, training on 
managerial skills was conducted for primary health care 
physicians, nurses and other workers.

Strengthening of district health systems is an important 
component of collaborative activities with countries in 
order to ensure universality, quality, equity and efficiency 
of health services. The Regional Office developed tools for 
assessing and strengthening of district health systems and 
continued work to devise policies, strategies and models 
for decentralizing management of the health system. As 
part of efforts to strengthen the governance role at district 
level, national and district primary health care teams were 
trained in managerial processes in Afghanistan, Bahrain, 
Iraq, Libyan Arab Jamahiriya, Morocco, Qatar, Saudi 
Arabia, Sudan, Tunisia and Yemen. In Djibouti, training 
was conducted to strengthen skills at district level in public 
health and epidemiological sciences. Jordan also took 
steps in building capacity of newly appointed physicians 
at the first level of care. In Pakistan, efforts were made 
to strengthen district health systems in line with the 
decentralization policy in the country. Activities focused 
on the organization of district health systems and included 
redesign of health facility networks and review of existing 
organigrams coupled with briefings for policy-makers 
and planning for implementation of new organigrams in 
model districts. Fellowships were also provided for five 
district primary health care coordinators to visit countries 
in the Region with well functioning primary health care 
systems. 

Efforts are being made to review and strengthen 
hospital autonomy as an applied methodology for 
decentralization in the Region. Egypt was supported to 
study hospital capabilities for research, teaching, referral 
support and supervision and to conduct an organizational 
study to determine the feasibility of granting autonomy 
to hospitals and outsourcing support services. In the 
Islamic Republic of Iran, technical support was provided 
for design and implementation of model protocols 
for decentralization and for involving community in 
managing public sector health services, piloting a model 
of intersectoral collaboration and expanding the Tabriz 
model of management transfer. 
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A range of activities is being undertaken to improve 
services available at hospitals in the Region, strengthen 
the referral system and enhance the role that higher levels 
of care play in supporting primary health care. Egypt 
conducted an assessment of hospital utilization patterns 
and is developing a plan of action for expanding ambulatory 
care and for study of the referral system. In the Islamic 
Republic of Iran, support was provided to strengthen 
the referral system within the context of establishing 
family practice, determine the needs for organizational 
restructuring after implementation of the referral system, 
develop training materials for staff and identify the 
infrastructure needs after introducing the patient referral 
and family physician system. To strengthen the delivery of 
emergency medical services, health workers were trained 
in emergency care in Afghanistan, Jordan, Pakistan, 
Palestine and Somalia. The Regional Office developed 
an assessment tool for the organization and utilization 
of emergency medical services that is being sent to all 
countries. Research activities are under way in Egypt, 
Islamic Republic of Iran and Saudi Arabia.

Priority continued to be given to improving quality 
in health service delivery through implementation 
of programmes for continuous quality improvement 
based on quality standards for individuals, departments 
and organizations against which performance will 
be measured. The regional health care standards for 
hospitals were further promoted and are being used in 
member countries of the Gulf Cooperation Council and in 
Morocco and Tunisia. Activities to improve the quality of 
services included the interrelated areas of accreditation, 
licensing and patient safety. In collaboration with the 
Gulf Cooperation Council, the Regional Office held an 
intercountry consultation in Kuwait to develop a regional 
strategy on improving the safety of care. A key outcome of 
the meeting was the Kuwait Declaration on Patient Safety 
and agreement of the Ministry of Health in Kuwait to 
host the Regional Centre for Patient Safety as a technical 
resource for information, research and documentation 
of patient safety. In Sudan, efforts to enhance awareness 
about safety as an element of quality and its assurance 
included workshops to develop standards and manuals 
for nosocomial infection, blood safety, injection safety, 
medical waste management and occupational safety. 

Training courses were also conducted for surgical 
attendants in sterilization methods and for hospital staff in 
infection control. Patient safety guidelines, especially with 
regard to nosocomial infections, were prepared in Egypt, 
Islamic Republic of Iran, Lebanon, Morocco, Syrian Arab 
Republic, Tunisia and United Arab Emirates. 

The Regional Office provided technical assistance 
to Egypt, Jordan, Sudan, Islamic Republic of Iran, 
Morocco, Kuwait and Tunisia in devising a scheme 
for the accreditation of health care facilities, including 
elements of strategy development, capacity-building 
and developing guidelines and tools such as the 
practical manual. Egypt, Jordan, Oman and Saudi 
Arabia are developing accreditation systems for internal 
performance assessment of primary health care centres. 
Other quality activities included developing standard 
operating procedures (Islamic Republic of Iran, Morocco, 
Oman, Sudan, Tunisia), strengthening clinical governance 
(Islamic Republic of Iran), training on risk management 
(Kuwait), development of a quality assurance manual 
(Oman) and launching a five-year programme of quality 
assurance and hospital accreditation (Jordan).

Technical support was provided to the Islamic Republic 
of Iran which is developing a licensing system for both 
the private and public sectors. Sudan is embarking on a 
national accreditation programme to encourage payment 
by results and enhance quality of health care. A national 
workshop was conducted to develop standards and criteria 
for medical information and statistics department functions 
and staff requirements for internal quality assessment of 
care. The Regional Office participated in the theme of 
which was accreditation and safety.

A number of important collaborative activities were 
undertaken with regional and international partners. The 
Regional Office collaborated with the Gulf Cooperation 
Council in holding several joint meetings, training courses 
and studies. Several training projects were organized with 
Université Claude Bernard in France and the General 
Organization for Teaching Hospitals in Egypt, and plans 
were made to sign a protocol of collaboration. The 
Regional Office collaborated with the World Alliance for 
Patient Safety in organizing the patient safety consultation 
in Kuwait and in training on assessing patient safety in 
selected countries of the Region. Regional Office staff 
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participated in the annual conference of the Arab Hospitals 
Federation. Hospital accreditation guidelines for countries 
of the Region were developed in collaboration with the 
League of Arab States. The guidelines look at accreditation 
along four main themes: patient safety, community health, 
patient care and patient rights.

Future directions

Efforts will focus on developing guidelines on 
referral systems and emergency medical services, and 
an intercountry consultation on emergency medical 
services will be convened. A plan will be launched 
to assess and strengthen emergency medical services 
activities in the Region through analysis of patterns of 
utilization and development of a regional strategy and 
improvement projects. Preparations are under way to 
develop a clearinghouse for knowledge on patient safety 
issues through conducting and disseminating research. 
Establishment of the Regional Centre for Patient Safety 
in Kuwait will be supported as a focus for patient safety 
support and research efforts in the Region. Efforts will 
continue on the development of a regional primary health 
care assessment tool. The tool will be further refined to 
be used by Member States, and a group of experienced 
reviewers will be developed to undertake this exercise in 
a standardized professional way. 

Community-based initiatives

Strategic issues

Intensified efforts are needed in the Region to reduce 
poverty, increase access for health services and strengthen 
political commitment towards increasing resource 
allocation for health. Community-based initiatives aim 
to link poverty alleviation with health in order to create 
self-sustaining communities and encourage individual 
productivity within a community. It has became evident 
that improving the health of a community will in turn 
reflect positively on the communities’ socioeconomic 
development processes. The Regional Office continues 
to support a number of global initiatives such as the 
Millennium Development Goals, Poverty Reduction 
Strategies and recommendations of the Commission on 

Macroeconomics and Health. It is actively promoting 
expansion of the basic development needs, healthy villages 
and healthy cities programmes and women in health and 
development initiatives throughout the Region. Countries 
of the Region are in different stages of introducing the 
concept of community participation and empowerment 
in the national health and development plans of action, 
aiming to institutionalize these programmes in national 
health systems. 

In order to address these issues, the Regional 
Office will provide additional support to the six least 
developed countries (Afghanistan, Djibouti, Pakistan, 
Somalia, Sudan and Yemen) in the Region through 
poverty reduction strategies and sustainable community 
development, and improving quality and access to health 
care services through strengthened political commitment 
and community participation in health-related activities. 
All countries, in particular the countries with high adult and 
child mortality rates (Afghanistan, Djibouti, Egypt, Iraq, 
Palestine, Morocco, Pakistan, Somalia, Sudan and Yemen), 
will be supported in efforts to achieve the Millennium 
Development Goals. The community-based initiatives 
concept and methodology will be used to strengthen 
linkages between the Millennium Development Goals and 
initiatives such as the development of Poverty Reduction 
Strategy Papers, implementation of the recommendations 
of the Commission on Macroeconomics and Health and 
Sector-wide Approach programmes (SWAps). 

The Regional Office faces a challenge in overcoming 
negative conceptions of gender work in the Region before 
greater commitments will be undertaken by Member 
States in addressing women’s social issues in health 
and development. This requires the development of a 
gender framework conducive to the cultural environment. 
Another challenge is collecting and presenting sufficient 
evidence to highlight the significance of incorporating 
gender issues in health. Evidence must be accumulated 
and research must be initiated that will clearly show the 
benefits of addressing male and female needs in health 
care separately rather than as a collective whole.
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A community information centre in Darmali, Sudan, 
established through a basic development needs 
project

Community training on community 
development and health in Sudan

The basic development needs approach involves Lady 
Health Workers in Pakistan in distribution of DOTS 
medicines to tuberculosis patients

Children in Morocco collect water at a pump 
provided through a basic development needs 
project

Community-Based Initiatives
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A ‘walkathon’ held in Nizwa, 
Oman, to promote healthy 
lifestyles and a healthy city

A training session to build community awareness of 
Honey production––one of many small-scale 
income-generation projects supported by the basic 
development needs programme in the Islamic 

WHO staff and villagers discuss the basic development 
needs project in an evaluation exercise in Djibouti

An immunization campaign in a basic development 



Health systems and services development  39

Action taken in 2004 and results achieved 

In support of efforts to achieve the Millennium 
Development Goals, a task force was established to review 
ongoing regional strategies that are in conformity with the 
Goals, develop monitoring and evaluation tools, advocate 
and promote country strategies and policies, ensure 
mobilization of resources, forge alliances with potential 
partners and develop networks between countries and 
other regions. The task force identified ten countries of 
the Region as priority countries which require additional 
technical and financial support to achieve the target. 
Special attention was given to the priority countries. 
Yemen, is also one of the eight countries worldwide 
selected to implement the United Nations Millennium 
Development Goals Project.

The recommendations of the Commission on 
Macroeconomics and Health are being implemented in 
Djibouti, Islamic Republic of Iran, Jordan, Pakistan, Sudan 
and Yemen. The recommendations aim to insert a strong 
health component into various development strategies, 
including the Poverty Reduction Strategy Papers where 
applicable, and also to develop better technical tools to 
clarify the linkages needed among various initiatives 
and national policies. Participants from the six countries 
implementing the recommendations, along with WHO 
staff, attended a two-week course on Millennium 
Development Goals in Turin, Italy, organized by the World 
Bank and International Labour Organisation. 

The basic development needs approach continued 
to be promoted as a way to improve the socioeconomic 
status of the people living in poverty. In Djibouti, the 
approach is being successfully implemented in villages, 
empowering and educating communities to change their 
living standards. Improvements in health indicators among 
many basic development needs communities in Djibouti 
resulted in a decision by the government to adopt the basic 
development needs approach in its national health policy 
and plan. 

In Egypt, the Regional Director visted Alexandria to 
lay the foundation for an Integrated Health and Cultural 
Compound, being established in partnership with the 
Government of Egypt, GTZ and a local nongovernmental 
organization in Nagaa Al-Arab. The compound will 

include a garden, day-care centre, polyclinic, library 
and youth centre. A document was developed on the 
basic development needs experience in Egypt as a tool 
for advocacy in poverty reduction and sustainable 
development. 

In the Islamic Republic of Iran, plans were made for 
expansion of the basic development needs programme 
to six provinces. The healthy city programme was 
introduced in Bam, which is rebuilding after a devastating 
earthquake in December 2003. The healthy cities 
programme was incorporated into the national campaign 
for healthy districts. In Lebanon, the basic development 
needs programme was expanded into four new sites and 
has a great deal of political support and commitment from 
different municipalities and international and national 
organizations. Support was provided to Iraq in planning 
introduction of the basic development needs programme 
in six new sites and the healthy city programme in two 
cities. In Morocco, a video on the basic development 
needs programme was produced as an advocacy tool. 

In Pakistan, a community-based information system 
was established in the basic development needs areas 
which involves cluster representatives and women health 
volunteers and workers in collecting health-related 
information. Through partnership with UNDP and USAID, 
a literary project was implemented and an environmental 
protection plan was introduced that included planting 
trees and provision of liquid petroleum gas connections 
to poor households. The basic development needs 
initiative was expanded to two more districts and the 
Government of Pakistan committed funds for expansion 
to an additional five districts. The Global Fund to Fight 
AIDS, Tuberculosis and Malaria agreed to support a 
study comprising implementation of three tuberculosis 
interventions in basic development needs areas versus 
areas not implementing the basic development needs 
approach. A unique programme was implemented in 
a basic development needs area to prevent blindness 
through raising community awareness and early screening 
of patients with cataract. 

In Somalia, the Regional Office in collaboration with 
the Somali Red Crescent Society developed a joint initiative 
with a special focus on building community awareness on 
preventable and communicable diseases, prevention and 
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control of the diseases of poverty (tuberculosis, malaria and 
HIV/AIDS) and improving maternal and child health and 
emergency preparedness and response, including access 
of the people to safe blood transfusion. Basic development 
needs projects were implemented in southern Sudan in 
Rumbek and Yambio with priority to health projects. In 
Yemen, assistance was provided for the organization of a 
national workshop to exchange basic development needs 
experiences among different governorates. Support was 
provided for staff capacity building, provision of additional 
medical equipment and establishment of a comprehensive 
health information system. In collaboration with the 
Social Fund for Development, support was provided for 
the building of a school in a basic development needs area 
and establishment of a tree nursery and wastewater re-use 
project.

The concept of community schools was introduced 
in four states of Sudan. Wide-scale expansion of the basic 
development needs programme is planned and the Federal 
Ministry of Health has designed a community-based 
national information system based on basic development 
experience. A workshop was conducted to collect the 
latest progress reports on joint collaborative activities 
with AGFUND in the healthy cities programme during 
the past 2 years. Representatives from Bahrain, Kuwait, 
Oman, Qatar, Saudi Arabia and United Arab Emirates 
attended the workshop to share experiences, plan for future 
endeavours and to link the healthy cities programme set-
ups with other health-related priorities. 

The healthy village programme in Afghanistan 
established an orphan development committee aimed 
at enrolling the orphans in schools, improving their 
health and nutritional needs and supporting income-
generating activities for their foster families. In Jordan, 
training courses were held on concepts and methodology 
of the community school initiative and on women’s 
empowerment. A healthy lifestyle initiative was 
supported through procurement of playground equipment. 
Representatives from the healthy cities programme in 
Jordan visited the healthy village programme in the Syrian 
Arab Republic to exchange experiences. The healthy 
villages programme continued to expand in the Syrian 
Arab Republic and support was provided with UNICEF 
to develop advocacy and training materials on initiation of 

a village information centre and on first aid that are being 
used by the community, intersectoral teams and health 
care providers.

Activities in the area of women in health and 
development continued to accent social aspects of 
women’s health and development and focus greater 
efforts on the distinguishing characteristics of male and 
female health outcomes. In Afghanistan, Djibouti, Egypt, 
Jordan, Lebanon, Somalia, Sudan and Yemen, support 
was provided for social and economic projects and loans 
within ongoing community-based initiatives, with women 
designated among the key beneficiaries. Other gender-
sensitive programmes established include the training 
of volunteers in Afghanistan as Environmental Health 
Promoters, of which half are women. In Pakistan, activities 
continued to promote skills training for women as well as 
capacity-building in home health care and literacy, with 
the objective of empowering village women to improve 
child and maternal care. 

Capacity-building programmes and income-
generating projects for women contribute in overcoming 
negative perceptions on gender in health and development 
from the Member States especially as positive evidence 
is collected from the activities. Positive evidence reflects 
better health in the community and greater partnership 
between men and women in the communities. The 
Regional Office adapted the WHO Global Gender Policy 
to reflect the needs and perspectives of the Eastern 
Mediterranean Region. A regional consultation was held 
on gender in health issues in the sociocultural context 
of the Eastern Mediterranean Region to further address 
negative perceptions and incorporate cultural issues 
within the gender work of the Region. 

In Yemen, research was initiated to investigate access 
and quality of health services within basic development 
needs areas for women with the future objective of 
enhancing those services for women. A collaborative 
study was initiated with the Kobe Centre and WHO 
headquarters to study access and utilization of health 
services in Pakistan. In addition, vocational and health 
curriculums were developed with embedded literacy, 
health skills, community responsibility and vocational 
training, to be used for empowering impoverished 
communities, especially women. Technical support 
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and review of women’s activities were provided for 
community-based initiatives sites in Egypt, Lebanon and 
Syrian Arab Republic. Support was provided to focal 
points in Afghanistan, Djibouti, Egypt, Islamic Republic 
of Iran, Jordan, Morocco, Oman and Syrian Arab Republic 
in order to monitor progress of women’s activities in 
community-based initiatives.

Future directions

The vision and practical application of community-
based initiatives will continue to be promoted throughout 
the Region. A community-based initiative website and 
newsletter will be launched to support and exchange 
experiences, research studies and related information. The 
Regional Office will continue to support country efforts 
and promote the expansion of community-based initiatives 
in the Region. Stronger partnerships will be sought at 
country level with academic institutions, development 
sectors, donors, nongovernmental organizations and UN 
agencies towards sustainable development and poverty 
reduction. 

Links will be forged between community-based 
initiatives, implementation of the recommendations of the 
Commission on Macroeconomics and Health and efforts 
to achieve the Millennium Development Goals in order to 
guarantee more resource allocation to the health sector, 
in particular to ensure access of the poor to the health 
care services as an investment in human and overall 
development. The Regional Office will continue to 
encourage social and health-related projects directed 
towards maternal and child care, nutrition, control and 
management of diseases of poverty (tuberculosis, malaria 
and HIV/AIDS), water and sanitation, and women’s 
empowerment. A regional guideline for evaluating 
community-based initiatives, developed by the Regional 
Office in 2004, will be used as a tool for conducting 
programme evaluation in countries. The results of 
evaluation will be used as evidence to link health and 
poverty and ensure that the basic development needs 
approach becomes an integral part of national poverty 
reduction strategies.

The Regional Office will focus on increased evidence 
and advocacy material for distribution and technical 

assistance for Member States. In addition the vocational 
and health curriculums will be refined and promoted as 
empowerment and sustainable development tools for 
countries. A website for women’s health and development 
is under construction and will be used as an advocacy and 
communication tool. Technical assistance and review of 
women’s activities will continue in selected countries. 
Further research on women’s issues in health care access 
and utilization will be undertaken. Activities will focus 
on increasing the role of women in basic development 
needs villages in health, development and environmental 
promotion and on building capacity to improve the 
contribution of women in health and development in basic 
development needs villages.

3.2 Human resources for health

Human resources, policy 
formulation, planning and 
management

Strategic issues 

Human resources for health continue to be a priority 
component of health system development in the Region. 
The most important challenges in human resources 
development are inadequate knowledge and practice in 
evidence-based policy formulation for human resources 
for health, political instability resulting in disruption of 
plans and immigration of highly skilled health personnel, 
and weak human resources information systems. In 
some countries, the socioeconomic situation also hinders 
progress. Increasing demand and expectations for better 
performance from the health workforce and from health 
professions education has created additional pressure. 
The increasing number of teaching institutions, uneven 
quality and relevance of educational programmes, the 
unplanned number of admissions, and maldistribution of 
human resources between and among the countries of the 
Region, are among the challenges. Inadequate national 
capabilities and plans for human resources for health and 
poor coordination between ministries of health, training 
institutions and other stakeholders in policy formulation 
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and planning are impeding progress in this area. 
In 2004, the World Health Assembly endorsed a 
resolution to address human resources for health as a 
priority for a decade starting in 2006, when the theme of 
both World Health Day and the World Health Report will 
be human resources for health. Closer collaboration with 
headquarters on human resources for health, including 
sharing of funds, is strengthening approaches to address 
human resources for health issues in the Region. Collective 
efforts are needed to evaluate and improve collaboration 
of fellowship programmes between headquarters and 
regions.

Action taken in 2004 and results achieved 

The Regional Office participated in planning and 
selection of candidates for the new global programme 
on health leadership services. To strengthen the national 
capacities  in human resources planning, a regional 
workshop was organized in the Syrian Arab Republic 
on integration of human resources within national 
strategic planning for health. Draft regional guidelines 
for formulating national policies on human resources 
development were prepared and will be finalized in 2005. 
Iraq prepared well formulated documents for national 
policy and planning on human resources, and support was 
provided to national units dealing with human resources 
in the ministries of health in Afghanistan, Iraq and Sudan. 
Existing national mechanisms for collaboration between 
education and health services were strengthened through 
support for the establishment of national coordination 
bodies in Bahrain, Islamic Republic of Iran, Iraq and 
Sudan. New educational institutes were established 
within the health system in Bahrain and Saudi Arabia. 
National systems of continuing professional development 
were supported through strengthening the role of training 
centres in Iraq, provision of supplies in Jordan, production 
of a comprehensive national strategic plan in Pakistan, 
organizing continuing professional development activities 
in five states in Sudan and through exchange of expertise 
in the Syrian Arab Republic and Yemen. Priority areas and 
specialties were supported through in-service training, 
fellowships and postgraduate studies in family medicine 
(Egypt); managerial and health system development 
skills (Islamic Republic of Iran, Iraq); reorientation of 

general practice towards primary health care (Lebanon); 
evidence-based medicine (Oman); a special course in 
public health jointly conducted with Liverpool School 
of Tropical Medicine Somalia); different degree courses 
(Jordan, Sudan, Syrian Arab Republic and Yemen); 
emergency medicine (Iraq and Syrian Arab Republic) 
and rehabilitation (Palestine). Support for post-conflict 
situation analysis and planning for human resources 
continued in Afghanistan, Iraq, Somalia and Sudan. 
Evaluation of postgraduate programmes was supported in 
Sudan, Syrian Arab Republic and Yemen. The Regional 
Office continued to seek agreements with various 
international and national educational institutes to provide 
technical support to the Region’s countries in priority 
areas of public health.

Table 3.1 Number of fellowship applications 
received and fellowships awarded by country of 
origin, Eastern Mediterranean Region, 2004

Country
Applications 

received
Applications 
not finalized

Fellowships 
awarded

Afghanistan 23 3 20

Bahrain 7 0 7

Djibouti 7 0 7

Egypt 6 0 6

Iran, Islamic Republic of 23 2 21

Iraq 21 2 19

Jordan 24 4 20

Kuwait 3 0 3

Lebanon 3 1 2

Libyan Arab Jamahiriya 14 0 14

Morocco 10 1 9

Oman 10 0 10

Pakistan 8 1 7

Palestine 42 8 34

Saudi Arabia 7 0 7

Somalia 19 0 19

Sudan 36 4 32

Syrian Arab Republic 35 1 34

Tunisia 19 0 19

Yemen 31 1 30

Total* 348 28 320

* One candidate from Cyprus was awarded a fellowship at the beginning of the year



Health systems and services development  43

A total of 348 fellowships applications were received 
and processed and 320 fellowships were awarded, 
including one from Cyprus. Table 3.1 shows the number 
of fellows from different countries of the Region in 2004. 
Palestine (42) and Sudan (36) sent the highest number of 
fellows, followed by the Syrian Arab Republic (35) and 
Yemen (31), while the United Arab Emirates and Qatar 
had no candidates. Egypt (81) and Islamic Republic of 
Iran (36) received the highest number of fellows in the 
Region while France (20) and the United Kingdom 
(19) received the highest number among the countries 
outside the Region. Women comprised about 23% of 
the total fellows in the whole Region during the year, 
which represents a drop from the previous average of 
30%. The Syrian Arab Republic sent the highest number 
(15) and proportion (79%) of women fellows, followed 
by the Islamic Republic of Iran (57%). Libyan Arab 
Jamahiriya, Pakistan, Saudi Arabia and Somalia did not 
send any women fellows. Physicians comprised one third 
of fellows. In comparison, there were only a total of 10 
nurses and midwives. 

The total amount spent during 2004 was about US$ 
2.5 million, US$ 1.3 million of which was obligated from 
the regular budget. The most frequent field of study was 
public health sciences (40%) followed by communicable 
diseases (16%). The distribution of fields of study is 
shown in Figure 3.1. About 50 participants were sent to 12 
different organized courses in different Regions. Results 
of the termination of studies reports showed that about 
95% of the fellows ranked their training as of considerable 
or maximum benefit.

 Most of the fellows were placed in the countries 
of the Eastern Mediterranean Region (66.4%), followed 
by Europe (21%) (Figure 3.2); 11 fellows from French-
speaking countries of the African Region were placed in 
Tunisia (8) and Morocco (3). 

The data management system was further revised to 
generate and send to countries a list of pending reports 
from ex-fellows. A meeting was held at headquarters on 
selection, monitoring, and evaluation of the fellowship 
programme, standardization of forms, revision of the WHO 
Manual, and recommendations of the United Nations 
Department of Economic and Social Affairs regarding 
administrative issues of the fellowships programme. 

The 15th meeting of senior fellowships officers of the 
United Nations System was held in Geneva in October to 
harmonize the important issues related to fellowships, and 
short courses in particular.

 The Regional Office participated in the WHO Advisory 
Committee on Training meeting in March to discuss the 
role of fellowships units in relation to the global training 
network and the ways to support this programme.

The classification of fields of study and professions 
were further reviewed, revised and presented to the global 

Figure 3.1 Distribution of fellowships by major 
area of study, 2004

Figure 3.2 Distribution of fellowships awarded in 
2004 by region of placement
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fellowships programme in WHO headquarters to be 
employed in the data management system. The Regional 
Office participated actively in the evaluation of WHO 
fellowships during June and July in providing information, 
preparing documents and giving recommendations on 
the final report. Preparations were made to develop and 
launch a fellowships website. 

Future directions 

Regional guidelines will be developed on national human 
resources policy formulation, planning and management 
of human resources for health, using evidence-based 
and systematic approaches, and integration of health 
professions education in the service delivery network.

Following the recommendations of the 15th meeting 
of senior fellowships officers of the United Nations system, 
study visits and short courses will be kept at a minimum 
in number. Efforts will be made towards harmonizing 
procedures, allowances and stipends, in this respect, 
UNDP has been asked to review the issue of stipend 
rates for different countries more frequently. The report 
of the fellowships evaluation team will be reviewed and 
recommendations followed up. Administrative staff of 
country offices will be supported for training on proper 
handling and processing of fellowship matters.

Development of medical sciences 
education

Strategic issues

The Region is witnessing tremendous change that 
creates major challenges for health systems. The active 
participation of educational institutions in the process of 
health systems development would improve the overall 
performance of the health system by creating conditions 
for optimal service delivery and subsequent reorientation 
of health professions practice and education. Despite the 
increase in the numbers of the health workforce, health 
systems in many countries are struggling for better 
performance in achieving health for all. This is partly 
due to lack of quality and relevance in undergraduate 
training programmes and partly due to maldistribution 

of the health workforce. A minority of the colleges 
have successfully adopted community-oriented medical 
educational programmes; other colleges have reviewed 
their programmes and introduced innovative modules and 
courses. However, the majority remain at a critical stage 
in reviewing their long established programmes and need 
support to build trained leadership to initiate the process 
of reform aiming at involvement in the ongoing process 
of health system development. In recent reform projects, 
insufficient attention has been given to the inclusion of 
educational programmes in pharmacy, dentistry, nursing 
and allied health sciences which produce members of the 
health workforce. Efforts need to be made to improve 
training of human resources for health using innovative 
approaches including problem-based, community-
oriented, multi-professional and computer-assisted 
learning programmes. The family practice model is being 
promoted in many health sector reforms within the Region 
and this could bring together and integrate education and 
research with best practices in health care and services.

Action taken in 2004 and results achieved 

Technical support was provided for the development 
of country-specific plans of action to establish 
national systems of accreditation of medical schools 
in nine countries of the Region. Sets of standards for 
undergraduate medical education were finalized and 
pilot-tested in Egypt, Sudan and Yemen. Self-studies of 
accreditation were completed in some of the countries 
and are ongoing in a number of schools in others (Figure 
3.3). Preparations were made to revive and upgrade 
already existing systems of accreditation in the Islamic 
Republic of Iran, Iraq and Pakistan, and accreditation was 
introduced in Jordan, Morocco and Syrian Arab Republic. 
A regional conference on accreditation was planned, to be 
jointly organized with the World Federation on Medical 
Education in 2006, to introduce accreditation elsewhere in 
the Region. Countries received technical support through 
consultations, contracts with national task forces and 
the provision of regional guidelines on how to prepare 
for establishing and monitoring national systems of 
accreditation. As part of accreditation, a national system 
of unified medical examinations was designed in Sudan 
and Yemen through supporting national task forces 
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and provision of consultants. The first run of national 
examinations was planned and will take place in Yemen in 
2005. More than 400 of the health professions educational 
colleges in the Region were included in the regional 
database of educational programmes, with the aim of 
facilitating exchange of experiences. Updates on medical 
colleges in Egypt, Islamic Republic of Iran, Iraq, Jordan, 
Pakistan, Saudi Arabia, Somalia, United Arab Emirates 
and Yemen were added to the WHO World Directory of 
Medical Schools. The Regional Office supported revision 
and upgrading of curricula in Afghanistan, Islamic 
Republic of Iran, Jordan, Morocco, Pakistan, Saudi 
Arabia, United Arab Emirates and Yemen. Supplies were 
provided to establish skills laboratories and computer-
aided learning and other laboratories in several countries. 
WHO collaborating centres in educational and human 
resources development from Bahrain, Egypt, Islamic 
Republic of Iran, Pakistan and Sudan are being connected 
through a network together with the other centres in the 
Region concerned with human resources development. 
Participants from several countries were supported to 
attend conferences and workshops on educational 
development within and outside the Region. Students 
from Somalia received support for studies in Sudan after 
their studies were interrupted by conflict. Support was 

provided for the establishment of new schools in Saudi 
Arabia, Somalia, Sudan and Yemen. To build core teams 
of trained trainers in educational technologies, candidates 
from Egypt and Somalia were supported to join a 
Master’s degree course in health professions education 
through distance learning organized jointly by Maastricht 
University and Suez Canal University.

Future directions

The Regional Office will continue to support the 
introduction of national systems of accreditation of 
medical schools, incorporating unified examinations 
and use of national languages. The next step will be to 
expand accreditation systems, to include colleges of 
nursing, pharmacy and dentistry and to revise and develop 
community-oriented and innovative programmes to meet 
the standards set. National mechanisms of collaboration 
between health services and health professions education 
will be encouraged. Networking of health professions 
education programmes will be strengthened through the use 
of the regional database. Focus will be placed on creation 
of core teams of trainers in educational technologies. 

Figure 3.3 Status of health professions education accreditation initiatives in the Region, 2004
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Development of nursing and 
allied health resources

Strategic issues 

Within the socioeconomic context and health situation in 
the Region, nurses, midwives, and allied health personnel 
as a main group of human resources for health continue 
to provide care through all national programmes, often 
under very difficult conditions. There is growing demand 
in the Region for better prepared nurses at all levels, 
especially at the advanced specialist level, and for a focus 
on implementation of management processes conducive 
to efficiency and effectiveness to ensure retention and 
development of the nursing workforce. There is also 
increasing demand for reform of existing pre-service 
nursing, midwifery and allied health education, and 
for development of new educational programmes and 
educational capacity-building in post-conflict countries. 
Institutionalization of nursing and midwifery regulation as 
a means to improve the quality of nursing care and protect 
the health of the people continues to be a challenge in 
most countries of the Region. In many countries schools of 
nursing need to be expanded to accommodate the number 
of incoming students, but are struggling with the shortage 
of qualified nursing and allied health teachers.

There is a great need in the Region for reforms in 
the basic education of allied health personnel, regulating 
their practice, improving quality of performance and 
meeting the continuing education needs of this important 
resource. However, the resources allocated by the most 
recent Joint Programme Review and Planning Missions to 
collaborative programmes in this area was limited. With 
reference to development of national plans and strategies 
several countries have taken steps to develop their 
strategic plan, however, the plan needs to be incorporated 
into the national plan, and both material and human 
resources need to be made available for implementation 
of the plan. Establishment and further strengthening of 
nursing information systems which are linked with other 
information systems in the ministries of health is still a 
challenge in the Region.

Action taken in 2004 and results achieved 

Collaborative activities continue to focus investment in 
the development of the nursing and midwifery services as 
a vital component of the health system and health services 
development and on strengthening allied health personnel 
education. 

As in previous years, WHO collaboration with 
countries continued in taking corrective measures to 
improve basic nursing and midwifery education and 
reorienting curricula towards primary health care. 
Collaboration was through provision of technical support, 
training of teachers and practitioners, furnishing of supplies 
and equipment, support to the development of bilateral 
collaboration between neighbouring countries, twinning 
between institutes and WHO collaborating centres for 
nursing development in the Region and upgrading of 
teaching/learning materials. Support was provided to 
Iraq to implement activities in the national strategy and 
plan of action for nursing and midwifery development 
for 2003–2008. One of the major activities was a national 
workshop on reform of university nursing education 
convened jointly by the Ministry of Health and Ministry 
of Higher Education, which resulted in formulation of 
a joint plan of action and development of a new BSc 
nursing curriculum. Technical support was provided to 
Somalia with the support of partners to strengthen the 
nursing schools in Bossaso, Mogadishu and Hargeisa, to 
be able to produce nurses and midwives to meet the health 
services needs in Somalia. Continuing education courses 
were also organized in Somalia to upgrade the skills 
of practising nurses and midwives and to develop their 
clinical competence. In addition, supplies and equipment 
were provided to facilitate the teaching– learning process. 
In Afghanistan, the community midwifery programme 
was established in two underserved areas. 

To encourage females to enter nursing, WHO 
supported a recruitment campaign aimed at high school 
girls. All countries, without exception, have taken 
initiatives to improve basic nursing education upgrading 
entrance requirements to nursing educational programmes 
from completion of intermediate education to completion 
of secondary school certificate, increasing the number 
of programmes, reorienting the curriculum towards 
the primary health care approach, training teachers and 
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improving the library and clinical skills laboratories 
resources. Support was provided to Pakistan and Sudan to 
improve pre-service nursing and allied health education. In 
Djibouti, plans were developed to support human resources 
development and reform of basic nursing, midwifery and 
allied health education. In Saudi Arabia, technical support 
was provided to reform the university nursing education. 
Support was provided to Jordan to establish a community 
health-nursing laboratory to support student learning 
experiences in community settings.

The Regional Office has been actively involved in 
the development of an accreditation system for medical 
education and other health professions education in the 
Region. Countries in the Region continue to show interest 
in building up the national capacity of qualified specialized 
nurses to meet the requirements of the health services. 
Technical support was provided to the Syrian Arab 
Republic to develop urgently needed post-basic speciality 
programmes in paediatric nursing, critical care nursing 
and midwifery. Fellowships were awarded to several 
nurses and midwives for long-term studies, as well as for 
short-term training in different specialities of nursing. 
To enhance nursing continuing education and update 
the clinical skills of nurses in Iraq, nursing continuing 
education centres were established in four governorates. 
Support was provided to Morocco to develop a nursing 
continuing education system. Technical support was 
provided to Egypt to establish the specialty programmes 
of critical care nursing and emergency nursing.

Governance remains a key factor in enhancing the 
contribution of nursing and midwifery services to the 
overall health system performance in the Region through 
development of regulation, leadership and management 
development. Only seven countries have nursing practice 
acts, and valid updated registration systems are available 
only in four countries. A few more countries started 
initiating activities to develop regulations related to 
nursing services and education. Technical support was 
continued to Jordan and Oman to strengthen their nursing 
regulatory system. 

The leadership and management training programme 
developed by the International Council of Nurses is being 
implemented in Saudi Arabia, United Arab Emirates 
and Yemen. The plan is to expand the programme to 

other countries of the Region. Ten of the programme 
graduates in the United Arab Emirates were trained as 
future management trainers and are ready to undertake 
nursing management training in the United Arab 
Emirates. The sixth meeting of the Regional Advisory 
Panel on Nursing and Consultation on Disaster Nursing 
Preparedness, Response, Mitigation and Recovery was 
held in Bahrain. Her Royal Highness Princess Muna Al-
Hussein, WHO Patron for Nursing and Midwifery in the 
Eastern Mediterranean Region, addressed the meeting. 
The Regional Office provided technical support to the 
Executive Board of the Health Ministers’ Council for 
the Cooperation Council states in establishing the Gulf 
Cooperation Council Nursing Specialization Council 
and supported the Gulf Cooperation Council Technical 
Nursing Committee in establishing evidence-based 
nursing practice.

Future directions

WHO collaboration with countries in the area of nursing 
and allied health personnel will focus on use of the 
regional strategy for nursing and midwifery development 
and the WHO nursing and midwifery services strategic 
directions 2002–2008 as a guiding framework for 
developing nursing and midwifery services in the Region. 
A broad range of strategies will be implemented to ensure 
success in meeting the demands and expectations of the 
health care system for nursing and midwifery services 
and allied health personnel, including: developing 
national strategic plans for nursing and midwifery 
development; strengthening nurses’ involvement in 
policy-making; improving basic nursing, midwifery and 
allied health education; expanding nursing, midwifery 
and allied health continuing education activities; building 
management capabilities of nurse leaders in order to 
strengthen nursing and midwifery services delivery; 
building leadership and management capabilities of allied 
health personnel; initiating quality improvement systems 
in nursing and midwifery; developing evidence-based 
nursing and midwifery practice; and institutionalizing 
a regulatory system both for nursing education and 
practice. Partnership and collaboration with the WHO 
collaborating centres for nursing in the Region will be 
enhanced to meet the expected results of the programme of 
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work. Technical support will be provided to post-conflict 
countries in reform of education and human resources 
policy development and planning. 

3.3 National drug policies 
based on essential drugs, and 
traditional medicine

National drug policies based on 
essential drugs

Strategic issues

Essential drugs are one of the vital tools needed in health 
care. WHO’s mission in this regard is to help save lives and 
improve health by ensuring quality, efficacy, safety and 
rational use of medicines, including traditional medicines. 
Access to essential drugs is a fundamental human right, 
yet at least 100 million people in the Region still do not 
have regular access to them. Continuous support is needed 
to ensure that all countries develop a national drugs policy 
based on the essential drugs concept and that these are 
implemented, monitored and updated regularly, in line 
with broader health and development objectives. To date, 
less than half the countries in the Region have adopted and 
are actively implementing national medicines policies.

The majority of the countries do not have fully 
functional drug regulatory authorities to guard the quality 
of both imported and locally produced essential medicines. 
Although most countries have essential drugs lists and 
standard treatment guidelines and a large proportion 
report the existence of therapeutic committees and 
continuing education programmes, irrational medicine 
prescribing, dispensing and self-medication continue to 
be major problems in most countries. Most higher and 
continuing education facilities and training programmes 
for health professionals continue to exclude due attention 
to the essential medicines concept, including generic 
medicines. Awareness of trade agreements is increasing 
in some Member States. Mechanisms are needed to 
ensure affordable medicines prices and access to essential 
medicines in the wake of international trade agreements.

The four vaccine-producing countries in the Region 
are in the process of seeking international recognition 
of the quality of their products through the WHO 
prequalification system for United Nations procurement. 
This is within the overall framework of increased regional 
self-reliance in essential medicines and vaccines.

Action taken in 2004 and results achieved 

Several more countries initiated development or updating 
of national drug policy as part of their collaborative 
programme with WHO. Iraq started work on a draft 
national drug policy, and major steps forward on national 
drug policy issue were taken in Pakistan and Sudan. 
Medicine price surveys, based on the WHO/Health Action 
International document Medicine prices: a new approach 
to measurement, were conducted in some Member States 
to monitor drug prices, with a view to improving equitable 
access to affordable drugs.

An intercountry training workshop on evaluation of 
registration files for medicine quality control was held in 
Tunisia and aimed at strengthening national regulatory 
authorities through use of tools for effective medicine 
regulation and quality assurance systems. Staff of drug 
quality control laboratories in Afghanistan, Bahrain, 
Egypt, Islamic Republic of Iran, Iraq, Jordan, Libyan 
Arab Jamahiriya, Morocco, Oman, Syrian Arab Republic, 
Tunisia and United Arab Emirates attended the workshop. 
The Regional Office supported capacity-building of 
pharmacy staff in Afghanistan. 

Five countries, Morocco, Somalia, Sudan, Tunisia and 
Yemen, were selected to be part of a multicountry study on 
public medicine supply systems on the African continent. 
As part of the project, studies were conducted in Morocco, 
Sudan and Tunisia. Studies are planned for Somalia and 
Yemen. WHO-supported courses on different aspects of 
national drug policy were organized in the Region, such 
as the international course on rational use of medicines in 
Pakistan. In addition, WHO supported the participation of 
delegations from the Islamic Republic of Iran and Oman 
to the second International Conference for Improving Use 
of Medicines in Thailand.

A consultative meeting on the impact of WTO 
agreements (Technical Barriers to Trade, Safeguards and 
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Anti-dumping) on public health was held in the United 
Arab Emirates to discuss the trade agreements and review 
the outcomes of an earlier meeting on the impact of the 
Agreement of Trade-Related Aspects of Intellectual 
Property Rights (TRIPS) on public health in Jordan in 2003. 
There was further improvement in the vaccine-producing 
countries (Egypt, Islamic Republic of Iran, Pakistan 
and Tunisia) in terms of capacity-building, allocating 
substantial financial resources and strengthening the 
regulatory authority with a view to achieving conditions 
for WHO prequalification, in order to obtain international 
recognition of the quality of their products and to increase 
regional self-reliance.  WHO continues to work closely 
with the Islamic Republic of Iran as the implementing 
agency for a World Bank-funded project aimed at 
improving the quality of vaccine production.

Technical support was provided for capacity-
building of ministry of health staff, strengthening national 
regulatory authorities, improving public medicines supply 
systems, pharmacy education and drugs information, 
including WHO documentation and publications on 
various aspects of drug policy. Fellowships in different 
aspects of medicines policy were awarded to pharmacy 
staff in a number of countries, including Djibouti, Libyan 
Arab Jamahirya, Palestine, Sudan and Yemen.

Future directions 

The Regional Office will continue supporting capacity-
building in designing, implementing and monitoring 
national drug policies and sustainable essential drugs 
programmes. A website will be developed for the updated 
pharmaceutical situation in the Region. Strategies 
through which local production and self-sufficiency in 
essential medicines can be achieved through involving 
credible pharmaceutical manufacturers will be identified 
and promoted. A regional network on the Agreement on 
Trade-Related Aspects of Intellectual Property Rights 
(TRIPS) will be developed to support countries as they 
incorporate related provisions in their national patent laws 
and to assess the impact of strong intellectual property 
protection on access to medicines. Ways to strengthen 
the involvement of civil society in pharmaceutical issues 
will be explored. Technical guidance on financing and 
procurement will be developed and a regional consultation 

will be held on (alternative) financing schemes and drug 
supply management. 

The regional network for drug regulatory authorities 
will be strengthened through joint planning and electronic 
communication and strengthening of good manufacturing 
practices (GMP) through a regional training programme. 
A regional network and training centre for rational drug 
use will be established. The concept of rational drug 
use and problem-based teaching will be introduced in 
undergraduate curricula, and incentive-based continuing 
education programmes developed throughout the Region. 
WHO guidelines on ethical promotion of medicines will be 
promoted, along with the development of binding “good 
marketing” agreements with manufacturers’ associations.

Traditional medicines

Strategic issues

Traditional medicine is an accessible and affordable 
health care recourse for populations in many developing 
countries, including some countries of the Region. 
Currently only a few countries have a national policy on 
traditional medicine, or the institutional set-up for national 
guidance on selection, regulation and utilization of herbal 
medicines. Less than a third have a functioning regulatory 
system to ensure the quality of herbal preparations through 
registration and quality assurance. Moreover, traditional 
medicine practice is insufficiently integrated into, or 
aligned with, the national health services.

Action taken in 2004 and results achieved 

Resolution EM/RC49/R.9 urged Member States to 
develop and implement national policies and regulation 
on traditional/complementary and alternative medicines 
to ensure their utilization to increase primary health care 
coverage. A plan for implementation of the national policy 
on traditional medicines was developed in Pakistan, 
and a survey on safe medicinal plants was conducted in 
Yemen. 

Preparations were made for the designation of the 
Zayed Complex for Herbal Research and Traditional 
Medicine in the United Arab Emirates and for the re-
designation of the Traditional Medicine Research Institute 
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in Sudan as WHO collaborating centres on traditional 
medicine and alternative complementary medicine.

Future directions

The Regional Office will continue to support countries 
in formulation of their national traditional medicines 
policies and in integration of herbal medicines into 
national medicine policies where appropriate, with 
particular emphasis on development or updating of the 
national legislation for registration and licensing of herbal 
medicines, as well as for the regulation of traditional 
medicine practice, as an integral component of the national 
health system. An initiative at regional level will be taken 
to develop guidelines for establishing national policies on 
traditional medicines.

3.4 Quality of care and health 
technology

Blood safety, laboratory and 
imaging

Strategic issues

The network of medical technology, including laboratories, 
blood safety, clinical imaging, biologic standardization, 
transplantation and surgical care at the district level, 
biomedical equipment, plays an important role in 
supporting the delivery of health services. Efforts are 
needed to strengthen laboratory support in surveillance 
systems, including anti-microbial resistance surveillance 
and containment, and to improve blood safety. WHO 
is also guiding countries in selecting, managing and in 
assessing medical technologies in health systems. 

Action taken in 2004 and results achieved 

External quality assurance schemes (EQAS) for laboratory 
services were strengthened in the Islamic Republic of 
Iran, Morocco and Oman, creating EQAS focal points 
to support the entire Region. The EQAS focal points 
will themselves be monitored by international reference 
laboratories, an activity which is covered by the WHO 
Office in Lyon.

World Blood Donor Day was celebrated for the first 
time to create wider awareness on the importance of 
voluntary blood donation and encourage more people to 
become regular blood donors. In a celebration held in the 
Regional Office on 7 July, staff of the Ministry of Health 
and Population of Egypt set up blood donation facilities 
and collected a large number of voluntary donations from 
staff and members of the public. A blood transfusion 
project was initiated in Sindh province of Pakistan as a 
first step to the total rehabilitation of blood transfusion 
services in the country. In Afghanistan imaging services 
were strengthened through capacity-building for X-ray 
technicians.

Technical support was provided in the development 
of appropriate legislation for organ transplantation in the 
Islamic Republic of Iran and Pakistan. Support in the area 
of laboratory, blood transfusion safety and imaging was 
provided to countries in disaster and emergency situations, 
including Iraq, Palestine and Sudan. The Regional Office 
supported antimicrobial resistance activities in the Region, 
in collaboration with the WHO Office in Lyon. Capacity 
was strengthened in the Regional Office to train any 
regional central public health laboratories on data entry 
and analysis of microbial agents and their resistance.

Future directions

The Regional Office will continue its technical cooperation 
with countries to improve delivery of appropriate health 
services at various levels of health systems. Activities 
will include a quality assurance workshop on plasma and 
plasma derivatives, recruiting additional staff to support 
biomedical technology in the Region, a workshop on 
quality assurance of radiological techniques and radio 
protection and implementation of the basic operational 
frameworks to optimize use of resources. Support will be 
provided to promote surgical procedures at district level in 
Pakistan, consolidate the central public health laboratories 
in the Islamic Republic of Iran and support the quality 
assurance workshop on plasma and plasma derivatives. 
Approval was obtained from the International Society for 
Blood Transfusion (ISBT) for an Arab division, and the 
first teaching course on developing regulatory authorities 
for blood plasma and plasma derivatives will be in 
May 2005 with the Arab League Association for Blood 
Transfusion Safety.



Promotion and protection of health

4.1 Reproductive, family and community health and 
population issues

Promotion of reproductive health and research

Strategic issues

The concept of reproductive health recognizes the linkages between aspects of both health promotion 
and health care related to reproduction, to choices about the number and timing of children, and to 
diseases and injuries related to sexuality, reproduction and the reproductive system. These linkages have 
important implications for global policies and for national, district and community-level programmes. 
They are the key to maximizing opportunities to respond to reproductive health needs through cost-
effective measures. Health programmes which address at least some aspects of reproductive health can 
be found everywhere, although their scope, adequacy and the resources available vary enormously. 
Nevertheless, it is upon the foundation of existing services and with existing resources that we must 
begin to build a more effective response to people’s unmet needs in reproductive health. Another basic 
principle is avoiding the creation of a parallel, vertical reproductive health programme. Instead, we 
must promote linkage with, and functional integration into, primary health care of existing and new 
reproductive health services.

Action taken in 2004 and results achieved

In 2003, WHO proposed to collaborate with UNFPA within the Strategic Partnership Programme, 
towards the introduction, adaptation and adoption in countries of practice guides, developed to promote 
reproductive health. This partnership programme entails a strong linkage between key work areas of WHO 
and UNFPA, namely those concerned with generation and synthesis of research data and compilation of 
best practices into normative guidance tools and assisting governments on the application of evidence-
based interventions to improve reproductive health care, with specific focus on maternal and neonatal 
health, family planning and control and management of sexually transmitted infections, including HIV/
AIDS. In 2004, the partnership programme resulted in translation and printing of recently developed or 
updated practice guidance tools in reproductive health. Necessary technical preparations were initiated to 
conduct a joint intercountry workshop in collaboration with UNFPA and WHO headquarters to introduce 
these guidance tools to countries in need in early 2005. This process is expected to technically facilitate 

C
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national efforts aimed at adopting evidence-based practices 
and improving quality of reproductive health care.

Emphasizing an evidence-based approach for 
strategic planning for promoting reproductive health, the 
Regional Office completed the first phase of setting up 
a reproductive health research directory in collaboration 
with WHO headquarters. This phase involved compiling 
a database of government, private and nongovernmental 
institutes, scientific bodies, research agencies, advocacy 
groups and organizations concerned with and involved in 
reproductive health research in countries of the Region. 
The second stage will focus on gathering information 
about the research activities conducted in those research 
institutes over a specified period of time.

The Pan Arab Project for Family Health (PAPFAM), 
which is executed by the League of Arab States in 
collaboration with the Regional Office, along with 
AGFUND and other partners, made significant progress. 
The PAPFAM survey in Morocco was completed and 
the preliminary report was published. Meanwhile, the 
survey field work in Lebanon and Sudan is expected to be 
accomplished in 2005.

Reports from the Scientific and Ethical Review 
Group (SERG) of the Special Programme of Research, 
Development and Research Training in Human 
Reproduction in Geneva, highlighted the problem that, 
while ethical guidelines exist, it is not clear to what extent 
ethical issues are uniformly understood or debated across 
centres, nor in what way institutional ethical review 
is carried out. In order to stimulate discussion on, and 
encourage ethical practices in reproductive health research, 
the Regional Office organized a training workshop on 
ethical issues in reproductive health research, in Cairo, 
Egypt, in November 2001. Subsequently, similar training 
workshops were conducted in Oman and Pakistan. Tunisia 
and Syrian Arab Republic will conduct similar activities 
in 2005.

At the country level, reproductive health-related 
activities received increased attention in several countries 
of the Region. The Regional Office collaborated with 
the UN health cluster (WHO/UNICEF/UNFPA/WFP/
IOM) in facilitating a national workshop on reproductive 
health strategy partnerships organized by the Ministry of 
Health, Iraq, in Amman, Jordan. The workshop resulted in 

the development and adoption of a national reproductive 
health strategy document for Iraq for the period 2004–
2008. Similar activities were conducted in Afghanistan, 
Pakistan and Sudan, and concluded with the development 
of national reproductive health policy documents in these 
countries. In Oman, the strategic assessment of the birth-
spacing programme is being successfully implemented in 
collaboration with WHO headquarters and the Ministry 
of Health. The findings of this assessment are expected to 
greatly contribute to scaling up implementation of birth-
spacing programme activities in the country.

Future directions

The reproductive health strategy to accelerate progress 
towards the attainment of international development 
goals and targets was endorsed by the fifty-seventh World 
Health Assembly (WHA57.12) in May 2004. Several areas 
of action were underlined by the resolution, including 
adopting and implementing the strategy, and making 
reproductive and sexual health an integral part of national 
planning and budgeting; strengthening the capacity of 
health systems with the participation of community and 
nongovernmental groups, with particular attention to 
maternal and neonatal health in all countries; monitoring 
implementation of the strategy to ensure that it benefits 
the poor and other marginalized groups; and ensuring that 
all aspects of reproductive and sexual health are included 
within national monitoring and reporting of progress 
towards attainment of the Millennium Development 
Goals.

Making pregnancy safer

Strategic issues

The fifth Millennium Development Goal aims to 
“improve maternal health”. The target set for this goal is 
to “reduce by three-quarters, between 1990 and 2015, the 
maternal mortality ratio”. The level of maternal death is 
still unacceptably high in some countries of the Eastern 
Mediterranean Region. Average maternal mortality ratio 
was 371 per 100 000 live births in the Region in 2003, 
representing only a 20% reduction from the level in 
1990. In its fifty-first session, the Regional Committee 
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for the Eastern Mediterranean passed a resolution (EM/
RC51/R.4) urging Member States which have not already 
achieved the targets set by the Millennium Development 
Goals for improvement of maternal health to: develop the 
required national policy and strategy documents; expand 
upon the achievements already made by Member States 
in implementing the effective interventions; strengthen 
existing national surveillance systems to identify mortality 
and morbidity trends in children and mothers and adopt 
evidence-based interventions, including community-
based interventions; establish national maternal mortality 
committees to review and monitor maternal deaths; and 
incorporate public health approaches related to maternal 
health into the formal teaching curricula of medical and 
paramedical schools.

Action taken in 2004 and results achieved

Noting with concern the unacceptably high levels of 
maternal mortality in some countries of the Region, which 
prevent the achievement of the Millennium Development 
Goals and impede the human and socioeconomic 
development of these countries, the Regional Office 
presented a technical discussion paper entitled: “Moving 
towards the Millennium Development Goals: investing in 
maternal and child health”, to the fifty-first session of the 
Regional Committee for the Eastern Mediterranean. The 
paper presented the current situation, achievements and 
challenges of improving maternal health and suggested 
future strategic directions for overcoming the present 
obstacles and build upon existing successful interventions 
in the Region. The Committee adopted resolution EM/
RC51/R.4 which outlined the main strategic directions 
required for improving maternal health in the Region.

Increased attention was addressed to upgrading the 
technical know-how of the health workers of making 
pregnancy safer services, and hence improving the quality 
and management of these services in countries of the 
Region. The Regional Office selected a number of WHO 
guidelines of Integrated Management of Pregnancy and 
Childbirth (IMPAC) and initiated their translation into 
Arabic and expanded their dissemination to Member 
States. The following guidelines were included: “Beyond 
the numbers”, “Pregnancy, childbirth, postpartum and 
newborn care: a guide to essential practice, “Managing 

complications of pregnancy and childbirth” and “Managing 
newborn problems”, “Improving access to quality 
care of family planning: Medical eligibility criteria for 
contraceptive use”, “Selected practice recommendations 
for contraceptive use”, and “Decision-making tool for 
family planning clients and providers”. The Regional 
Office also formulated a plan of action to introduce and 
provide technical support for adaptation of these guidelines 
in countries with high maternal mortality levels.

In coordination with UNICEF and UNFPA, the 
Regional Office provided technical support to the 
intercountry workshop on promotion of maternal and 
neonatal health in Arab States, which was held in Beirut, 
Lebanon. The workshop was organized by the National 
Commission for Lebanese Women, in collaboration with 
the World Association of Perinatal Medicine in Developing 
Countries, and the Lebanese societies of obstetrics and 
gynaecology, perinatal medicine, paediatrics, radiology 
and paediatric surgery. The workshop concluded with 
constructive recommendations to further promote maternal 
and neonatal health in Arab States, with specific focus on 
strengthening national health care delivery systems, case 
management and community participation.

The Regional Office maintained its technical and 
financial support to the National Collaborative Perinatal 
Neonatal Network (NCPNN), which was established in 
1998 by different academic and professional institutions 
in Beirut, Lebanon. So far, the network database covers 
over 40 000 newborn babies and their mothers and 
includes 12 hospitals located in Greater Beirut, Jbail and 
Akkar, covering around 35% of the country’s population. 
A joint WHO/NCPNN collaborative project is currently 
being considered to expand the network services to the 
underserved and rural areas in the country, where maternal 
and neonatal health problems are expected to be more 
profound and have higher magnitude.

At the country level, making pregnancy safer related 
activities received increased attention by almost all 
countries with high levels of maternal death. In the current 
biennium 12 countries chose to collaborate with WHO for 
promoting maternal and neonatal health, compared to nine 
in the past biennium. Relevant national policy and strategy 
documents were developed in several countries including 
Afghanistan, Iraq, Pakistan and Sudan. Meanwhile, 
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the findings of the Pan Arab Project for Family Health 
(PAPFAM), which address priority issues and help in 
developing evidence-based national policies and strategies 
in Djibouti and Morocco, were made available.

Future directions

The Regional Committee for the Eastern Mediterranean in 
resolution EM/RC51/R.4 requested the Regional Director 
to support further the scaling up of effective interventions 
in order to improve maternal and child health in the Eastern 
Mediterranean Region and assist the Member States to 
achieve the Millennium Development Goals. This re-
emphasizes the urgent need to ensure the continuum 
of maternal and neonatal health care; strengthen health 
systems; improve knowledge and skills of health workers 
about early detection and management of complications in 
pregnancy, childbirth and the neonatal period; and educate 
women and their families about the risks mothers and their 
newborn babies may encounter and about the appropriate 
actions needed should danger signals be identified.

Protection and promotion of child 
health

Strategic issues

The Regional Office is continuing to support the scaling 
up of the Integrated Management of Child Health (IMCI) 
strategy in countries of the Region, as an approach to 
improve the quality of care provided to children at both 
health facilities and in the home, to enable children to 
grow to their best potential and to combat child mortality. 
IMCI is recognized as the key strategy to achieve the 
child-health related Millennium Development Goals and 
contribute to saving the lives of the 1.5 million children 
under 5 years of age dying every year in the Region. IMCI 
includes a set of interventions that are widely recognized 
as the most effective in protecting child health. Among 
those interventions are improving child feeding, which 
has been put at the core of child health, and care during 
the neonatal period, which is a critical period in the child’s 
life.

Implementation of IMCI in 17 countries in the Region 
has also shown the contribution the strategy provides 
to other child health-related programmes, such as 
immunization and malaria control programmes. Malaria 
case management in children and actions to reduce 
missed opportunities for immunization are included in 
the IMCI clinical guidelines. Quality of health system 
elements related to both programmes can be further 
improved through the IMCI follow-up and supervisory 
visits (e.g. cold chain, availability of drugs and vaccines, 
etc.) in addition to raising awareness of the importance of 
vaccination and use of insecticide-treated bednets through 
the IMCI community component.

Developing policies strongly supportive of child 
health, introducing IMCI into the teaching curricula of 
medical and paramedical schools, improving selected 
elements of the health system and investing in the 
community component are the main approaches adopted 
by the Regional Office to ensure the sustainability of 
IMCI implementation and achievements made to date. In 
this context, the Regional Office launched the National 
Child Health Policy Initiative (CHPI) to support countries 
in the development of action-oriented policies, which 
prioritize and strongly support child health, translating 
commitments into action.

Several major challenges continue to impede the pace 
of achievements. The lack of financial resources at global 
and regional levels adversely affect the level of regional 
support to child health-related interventions. Countries 
have still not translated their commitment to achieve the 
child health-related Millennium Development Goals into 
effective action. Lack of child health-related policies, 
inadequate and inconsistent data, and lack of national 
managerial, planning, supervisory and advocacy skills 
were also identified as major constraints to planning and 
implementation.

Action taken in 2004 and results achieved

Investing in child health is recognized as a priority by 
the countries of the Region and as contribution towards 
achieving the Millennium Development Goals. Technical 
support was provided to Member States in several areas 
of child health.
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The five countries that initially joined the Child 
Health Policy Initiative developed drafts of the child 
health situation analysis reports (Egypt, Morocco, Sudan, 
Syrian Arab Republic and Tunisia). A guide to the first 
phase was developed and distributed to all countries.

In the area of human resources development, country-
specific child case management guidelines were finalized 
in three new countries (Afghanistan, Djibouti and Saudi 
Arabia), bringing to 14 the total number of countries in 
which the guidelines have been adapted for implementation. 
Approximately 13 000 health providers of different 
categories, trained in the IMCI clinical guidelines in 492 
courses, are implementing IMCI in 3872 health facilities 
of 606 districts in 11 countries. In collaboration with WHO 
headquarters, two training courses on complementary 
feeding counselling skills were held as part of operational 
research to evaluate the added impact of this material on 
child nutrition status.

IMCI has been introduced into the teaching curriculum 
of 19 medical and paramedical schools in six countries, as a 
public health approach to improve outpatient teaching and 
prepare the graduates to fit into the existing public health 
system. Training of supervisors to undertake supportive 
supervisory visits on child health is ongoing in Egypt and 
Sudan. Improving skills of national and district managers 
is taking place in all IMCI implementing countries through 
the IMCI district planning workshops.

Strengthening elements of health system support is 
a major approach to ensure IMCI sustainability. Work is 
continuing to develop the IMCI district planning guide.

Widening the scope of IMCI implementation, both 
geographically and by adding new areas of work, is a 
major objective. The first phase in the development of 
guidelines for the management of children with poisoning 
was completed. In the area of infant and young child 
feeding, including children whose mothers have HIV/
AIDS, the regional Arabic Child Feeding Counselling 
training materials were finalized.

IMCI follow-up visits and reviews were conducted in 
Afghanistan and Djibouti, which brought the total number 
of countries in the expansion phase to 11 countries from 
just four in 2003. Information and data from these activities 

showed that IMCI improved the quality of primary child 
health care services.

A regional workshop on the national child health 
policy initiative, held in the Syrian Arab Republic, 
concluded that comprehensive national child health policy 
documents are not available in any of the participating 
countries. The policy document would bring together all 
child health-related policy elements and provide long-
term directions to improve the quality of children’s life.

The Regional Office participated in key advocacy 
events in different countries to bring attention to child 
health as an essential requisite for countries’ progress: the 
national child health conference under the patronage of 
HE the First Lady of Syrian Arab Republic, the national 
public health days of Tunisia led by HE the Minister 
of Health, and the national conference on child health 
policy in Sudan under the patronage of HE the Minister 
of Health.

Future directions

The Regional Office will continue to work with the 
countries to develop national child health policies and 
practical plans towards achievement of the Millennium 
Development Goals and monitoring of their implementation. 
More focus will be placed on implementation of the 
community component of IMCI and to building the 
regional child health database and documenting evidence 
of the effectiveness of the IMCI strategy. IMCI will be 
further expanded both geographically and technically. 
Collaboration with other child health-related programmes 
will be enhanced and evaluation tools will be developed 
for different aspects of human resources development, 
such as pre-service education.

Protection and promotion of 
adolescent health

Strategic issues

The rapidly changing socioeconomic circumstances in the 
Region pose considerable challenges for young people to 
make a safe transition into adulthood by adopting healthy 
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lifestyles. Many unhealthy practices, such as smoking, 
risky sexual behaviour and alcohol and drug addiction 
have their roots in adolescence. Preventing risky behaviour 
and promoting healthy choices among adolescents, 
in particular, result in positive health outcomes, not 
just during adolescence, but also during adulthood. 
Therefore adolescence is a gateway to health promotion. 
Well developed adolescents who are empowered with 
appropriate life skills, have a better chance of becoming 
healthy, responsible and productive adults, leading to 
better potential for successful careers, and increased 
productivity and progress in the community.

Action taken in 2004 and results achieved

Emphasizing the need to review, document and evaluate 
peer education approaches already used in countries of 
the Region, the Regional Office held an intercountry 
workshop on adolescent peer education in formal and 
non-formal settings in Monastir, Tunisia. The workshop 
was attended by experts from ministries of health and 
education, UNICEF, UNWRA, the Planned Parenthood 
Federation (IPPF) and the International Federation of 
Medical Students’ Associations (IFMSA). The workshop 
discussed effective programme practices and produced 
action-oriented recommendations to enhance national 
capacity to promote adolescent health and development 
through a peer education approach in formal and non-
formal settings in Member States. The Regional Office 
also co-sponsored, in collaboration with the International 
Federation of Medical Students’ Associations (IFMSA), 
an intercountry workshop on promoting adolescent health 
in Hurghada, Egypt. The workshop presented the findings 
of the survey on risk behaviours among medical students 
in selected countries of the Eastern Mediterranean 
Region, and, based on the results of this survey, elaborated 
on the role of medical students in promoting the health 
of young people. The workshop resulted in an IFMSA 
strategic action plan for promoting the health of young 
people in the Eastern Mediterranean Region. The action 
plan, which is expected to be implemented in the period 
from July 2004 to December 2007, is focused on three 
strategic approaches: capacity-building, advocacy, and 
information and education. The workshop concluded 
with a joint statement, which reaffirms the commitment 

and renews the dedication of IFMSA and WHO towards 
promoting the health of adolescents and young people in 
the Region.

In view of the great need of data on adolescent health 
and development, research continued to be considered a 
priority for exploring the living conditions of adolescents, 
informing policy-makers about major hazards they face 
and developing appropriate strategies and programmes that 
are relevant to their health and social needs. Priority was 
also given to the development of key interventions that are 
useful in promoting adolescent health and development 
and feasible. In order to upgrade the technical know-
how and improve knowledge and skills of health staff on 
adolescent health, technical preparations were initiated 
for a training workshop on narrative research to be held 
in coordination with the Ministry of Health in the United 
Arab Emirates in March 2005. This research method 
was developed by WHO to identify risky behaviours 
among adolescents, and facilitates outlining appropriate 
strategies for creating positive attitudes and practices 
among adolescents, families, school teachers and other 
partners that enable them to better understand their needs 
and set up corrective measures.

Future directions

The health and development of adolescents is strongly 
determined by the environment they live in. Creating a 
safe and supportive environment consists of addressing 
attitudes and actions of the immediate environment of the 
adolescent, the family, peers, schools and services, as well 
as the wider environment created by, inter alia, community 
and religious leaders, the media, policies and legislation. 
While national adolescent health and development 
strategies, norms and standards evolve in a few countries 
of the Region, culturally appropriate mechanisms of active 
listening and guidance need to be developed to reflect the 
needs and aspirations of adolescents and reinforce their 
connections with their family, friends and communities. 
Tremendous efforts are still required to assist countries 
in research and studies to help evidence-based policy 
and programme development, advocacy and community-
based education, with specific focus on the health and 
social needs of adolescents and young people in their own 
communities.
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Protection and promotion of 
women’s health

Strategic issues

The disadvantaged position of women in society is now 
internationally recognized as both a breach of human 
rights and a barrier to development. It is also now widely 
acknowledged that the history of women’s subordination 
in society has been institutionalized such that the 
structures which organize social life tend to marginalize 
women in training, employment, policy-making, 
planning, implementation and monitoring. This happens 
in various settings––within the family, in schools, and in 
commercial, social and political institutions. In the case of 
health, both women and men can be affected negatively by 
gender assumptions and the socially constructed factors 
and values attributed to each of them. However, women’s 
disadvantaged social, economic and political status further 
undermines their ability to protect and promote their own 
physical, mental and social health, including their effective 
use of health information and services. Although women 
live longer than men do, these additional years of life are 
often spent in poor health. In addition, women experience 
avoidable morbidity and mortality as a direct consequence 
of gender discrimination.

Action taken in 2004 and results achieved

To support reforming health systems, to enable health 
services to be gender sensitive and to uphold women’s 
rights, WHO developed a core curriculum on transforming 
health systems: gender and rights in reproductive health. 
The material provides a unique training course designed 
to equip participants with the analytical tools and skills to 
operationalize reproductive health policies and programmes 
as envisioned in the Programme of Action of the 
International Conference on Population and Development 
(ICPD) held in Cairo in 1994 and the Platform for Action 
of the Fourth World Conference on Women (FWCW) held 
in Beijing in 1995. In order to ensure that the training 
tools and standards in this curriculum are in line with the 
sociocultural norms and values prevailing in countries of 
the Region, an adaptation workshop was organized by the 
Regional Office and WHO headquarters in collaboration 

with the Institute for Women, Gender and Development 
Studies, Ahfad University for Women, Khartoum, Sudan. 
Subsequently, the first training workshop was held at 
the Institute and was attended by national health staff 
from Afghanistan and Sudan. The training curriculum is 
planned to be further revised for use in the second training 
workshop scheduled for 2005.

The Regional Office continued advocating the 
need to conduct nationwide, disaggregated situation 
analyses of the health of women. In support of national 
efforts in identifying major determinants of women’s 
health, the Regional Office has initiated necessary steps 
to assess the determinants of women’s health in Oman. 
The national surveys of the Pan Arab Project for Family 
Health (PAPFAM) have been undertaken so far in eight 
countries and are expected to further enrich baseline data 
on women’s health in the Region.

Future directions 

The Regional Office encourages and supports efforts 
to identify women’s health priorities in countries, in 
collaboration with concerned institutes in the Region, 
through research on common diseases among women 
throughout the lifecycle. Addressing the health education 
needs for promoting healthy lifestyles among women, 
preparing technical guides and upgrading the technical 
know-how of health workers about health care for 
women in childhood, adolescence, childbearing age and 
menopause are basic prerequisites for women’s health 
protection and promotion. Eliminating practices harmful 
to women’s health and strengthening the role of women 
in health and development through community-based 
programmes will continue as priority work areas.

Protection and promotion of 
health of the elderly

Strategic issues

Important strategic issues include updating the regional 
strategy on health care of older persons, reviewing national 
policies, strategies and plans of action to ensure the 
promotion of healthy lifestyles throughout the life course 
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and the comprehensive care of older persons; promoting 
quality of life and well-being of older persons through 
approaches such as active ageing and community-based 
programmes or services for older people; and developing 
a computerized database on the status of the ageing 
population in the Region.

Action taken in 2004 and results achieved

A revised regional strategy for health care of the elderly 
(2006–2015) was prepared and distributed to regional 
experts, focal points and country programme managers 
for discussion. A regional consultation, to be held in 2005, 
will endorse the strategy and plan of action. The Regional 
Office continued its active participation in the project on 
developing integrated response of health care systems to 
rapid population ageing (INTRA), developed by WHO 
with a grant from the Government of the Netherlands, in 
the Syrian Arab Republic. The next step will be to involve 
Pakistan in the project.

Technical support was provided to eight countries 
(Islamic Republic of Iran, Jordan, Kuwait, Lebanon, 
Pakistan, Syrian Arab Republic, Tunisia and United Arab 
Emirates). Training materials and national strategies 
were prepared and national training workshops were 
organized.

Future directions

Action is needed at national level on creating and 
maintaining databases on demographic ageing and care for 
the elderly, to facilitate decision-making as older people 
in the Eastern Mediterranean Region become a larger 
and more visible proportion of the general population. 
Promoting intersectoral action and networking among 
agencies, organizations, academic institutions and 
community-based organizations interested in care of the 
elderly is another direction to work on at regional and 
national levels. Capacity-building in self-care and health 
protection and promotion for older persons and their 
families needs to be enhanced.

Protection and promotion of 
occupational heath

Strategic issues

Strengthening of regional and national policies for health 
at work; development of human resources for occupational 
health; and strengthening of occupational health services 
continue to be important aspects of the regional strategic 
directions for developing occupational health in the 
Region. Encouraging countries to include occupational 
health activities in their collaborative programmes with 
WHO will help them in achieving their national goals 
and targets. Protection and promotion of the health of the 
working population is a strategic public health issue, as well 
as an important condition for sustainable development.

Action taken in 2004 and results achieved

Strengthening of existing collaborative programmes on 
occupational health and safety and establishment of new 
ones in other countries is of great importance. In the current 
biennium (2004–2005), 16 countries (Bahrain, Djibouti, 
Egypt, Islamic Republic of Iran, Iraq, Jordan, Kuwait, 
Morocco, Oman, Pakistan, Qatar, Saudi Arabia, Sudan, 
Syrian Arab Republic, Tunisia, United Arab Emirates) 
have planned and included occupational health activities 
in their collaborative programme with WHO. WHO 
support was provided in the fields of capacity-building, 
establishment and strengthening of surveillance systems, 
and improvement in quality and coverage of promotive, 
preventive, curative and rehabilitative occupational health 
services in health systems. Several short-term consultations 
and national training courses were organized. Training 
materials were developed in the Syrian Arab Republic 
and a national strategy and plan of action were adopted in 
Jordan. Evaluation of the situation of occupational health 
and safety in Bahrain was conducted. Occupational health 
for health care workers was discussed for the first time in 
a technical workshop in Saudi Arabia and occupational 
health legislation was reviewed in Kuwait. Close technical 
collaboration was maintained with the Arab Institute 
for Occupational Health and Safety (an affiliate of the 
Arab Labour Organization). Technical support was also 
provided to the expert meeting organized by the Institute 
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on development of unified guidelines on occupational 
health and safety regulations for Arab countries.

Future directions

The Regional Office will actively participate in the 
process for updating the global strategy on occupational 
health for all. The specific features of the occupational 
health situation in the Region will be identified and the 
process will provide a good opportunity for developing 
a regional strategy for occupational health and safety. 
Promotion of healthy workplaces and coordination with 
other programmes, such as healthy cities, should be 
strengthened. Networking and partnership with other 
international and regional organizations (ILO and Arab 
Labour Organization) need to be strengthened. Interactive 
sharing of information will be encouraged. The integration 
of occupational health into the primary health care system 
in order to provide appropriate care to workers in the 
community will continue to be a focus of attention.

Protection and promotion of 
school health

Strategic issues

Building capacity to advocate for improved school 
health programmes; creating networks and alliances for 
development of health-promoting schools and promotion 
of research to improve school health programmes are 
important strategic issues for strengthening school health 
programmes and services in the Region. The role of health-
promoting schools as an effective approach in protection 
and promotion of the health of schoolchildren is gaining 
increased attention in the Region. The school setting is 
also being recognized as a very important entry point for 
integrated public health interventions.

Action taken in 2004 and results achieved

Recognizing the importance of schools as an important 
setting for health protection and promotion, increased 
numbers of countries in the Region included school health 
activities in their collaborative programmes for the current 
biennium (2004–2005). The Regional Office continued 

its technical support for strengthening and expanding the 
national networks of health-promoting schools in Bahrain, 
Jordan, Oman, Qatar, Saudi Arabia, United Arab Emirates 
and Yemen, where better collaboration between the health 
and educational sectors in the field of school health is 
being clearly realized. Short-term consultations, national 
training workshops and development of a database 
on school health were various aspects of the fruitful 
collaboration with WHO at national level.

The Second Maghrebian Conference and the Eighth 
National Conference on School Health, jointly held 
in Tunisia, provided a good opportunity for sharing 
experiences, and discussing the situation of school health 
in the Maghrebian countries and it was an appropriate 
forum for networking between the eastern and western 
Arab countries. The Regional Office actively supported 
the conferences through promoting and encouraging 
responsible officers from the Region to attend and through 
sponsoring two programme directors from Iraq and Syrian 
Arab Republic.

Future directions

Documentation of the accumulated experiences and 
lessons learned in developing health-promoting schools 
in the Region is of great importance. National standards 
for such schools should also be developed. Cooperation 
between the health and education sectors for the successful 
implementation of school health programmes at national 
level, and development of regional and country databases 
in order to support evidence-based decision-making 
should be promoted.

4.2 Healthy behaviour and 
mental health

Mental health promotion

Strategic issues

Mental health care in countries of the Region falls into 
three broad groups: countries with well established general 
health care; countries with large populations, where pilot 
programmes of mental health cover small population 
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units; and countries with limited health services, including 
mental health care. A special regional challenge in the 
field of mental health is the high prevalence of various 
mental disorders in the community, coupled with limited 
professional resources to address the needs, especially those 
arising from conflict situations. Five countries in the Region 
are in situations of continuing conflict and the populations 
of a number of other countries have experienced conflict in 
the past 25 years. This has implications for mental health 
in the population. Generally, there is recognition of the 
importance of the needs of the population and of the need 
to develop innovative approaches to mental health care to 
cover the total population.

Action taken in 2004 and results achieved

Recognizing the importance of the mental health care 
needs of their populations, countries have initiated mental 
health reforms in a number of ways. One of the important 
initiatives was to address the human resources for mental 
health care through innovative training programmes. In 
Somalia, a 3-month diploma course in psychiatry was 
completed by a group of health personnel. Similar focused 
training is planned for Afghanistan, Djibouti, Iraq, Sudan 
and Yemen. Training of psychiatrists in Iraq on recent 
advances in the understanding and treatment of mental 
disorders was the focus of a week-long symposium. 
Following the Bam earthquake in the Islamic Republic 
of Iran, and recognizing the need for emotional support 
to most of the survivors, a community-based programme 
was implemented through psychologists and community 
level volunteers.

Studies of mental health in Afghanistan have 
shown that decades of armed conflict, suppression, 
and displacement have resulted in a high prevalence of 
mental health symptoms throughout the country. Women 
and people with disabilities were found to be the most 
vulnerable groups. Afghanistan has included mental health 
as one of the components of the basic health package.

Other reforms include development of treatment 
guidelines, integration of mental health with general health 
care and development of a mental health information 
system (e.g. Egypt and Pakistan). Culturally appropriate 
interventions that are in harmony with the religion have 

been introduced in a number of countries, including 
Afghanistan, and development of specialized psychiatric 
facilities for children, elderly and forensic patients has 
started in Bahrain and Kuwait.

Public education through the mass media to bring 
about changes in public awareness was a continuing 
effort. World Mental Health Day 2004 was celebrated 
with the theme “Relationship of body and mind” and 
provided a platform to reach the mental health needs of 
people in general health care, beyond those with mental 
disorders. Systematic efforts were made to understand 
the national level mental health needs of countries like 
Djibouti, Sudan and Yemen and to develop national level 
initiatives. A study of suicide behaviour and suicides in 
the Islamic Republic of Iran showed the importance of this 
emerging problem. Interventions such as integration of 
suicide prevention in general health care and counselling 
were found to be useful.

A number of countries continued their efforts to 
develop mental health legislation or update the existing 
legislation. WHO has produced a set of 10 policy 
guidelines for mental health reform, along with a vision 
for optimal mix of mental health services. This framework 
emphasizes self-care, informal care by family and 
community, integration of mental health with primary 
health care, community-based psychiatric facilities and 
a limited amount of specialized services. Documents on 
promotion of mental health and prevention of mental 
disorders were published during the year and made 
available in Arabic. All the key mental health policy 
documents are in the process of translation into Arabic.

Future directions

The goal of covering the total population with essential 
mental health care is necessary for all the countries of the 
Region. Pilot programmes will have to be scaled up to 
cover the whole country. Developing appropriate human 
resources for mental health will be a continuing challenge 
in all countries. There is a need for both specialist 
professionals and non-specialist mental health personnel. 
Each country has to develop a national plan to meet this 
need. There is an urgent need to develop population based 
initiatives to meet the emotional needs of populations 
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living in conflict situations and disasters. Efforts will have 
to continue to promote understanding of the link between 
social, economic and political changes and mental health 
impact.

Disability prevention and 
rehabilitation

Strategic issues

The issues related to the rights of persons with disabilities 
and their care occupies centre stage in public health 
discussions. This has been the outcome of advances in 
understanding the causes of disabilities, as well as in 
the care programmes, along with the recognition of the 
human rights of persons with disabilities. The challenge 
is to provide services to ensure the rights of all people and 
not to limit the services to a selected few. Community-
based rehabilitation is an initiative that has the potential 
to address the above needs. A number of countries have 
initiated community-based rehabilitation programmes 
and the challenge is to scale up these pilot programmes.

Action taken in 2004 and results achieved

There is a growing number of centres for the care of 
persons with different disabilities in the Region. These 
range from single disability centres to multi-disability 
facilities. In addition, in some countries, resource centres 
for rehabilitation have been set up (e.g. Egypt, Jordan and 
Lebanon). Some countries have extended community-
based rehabilitation to cover most of the country. For 
example, the community-based rehabilitation project 
in the Islamic Republic of Iran began in 1990, and is 
implemented currently through primary health care in 
rural areas of 28 provinces, covering over 3 million 
individuals. The steps taken have been to adapt the WHO 
manuals, train staff, identify people with disabilities, and 
implement community level care and referral support 
from specialized centres. The result has been an increase 
in public awareness and change in attitudes towards 
people with disabilities, empowerment of their families 
to care, formation of community committees, income-
generation activities and multi-sectoral coordination. The 
experience has also exposed needs, such as: training of 

mid-level workers; coordination between ministries of 
health and other ministries; increasing demand of the 
public for services beyond the scope of community-based 
rehabilitation; and greater participation of the community 
and of schools. These lessons from the Islamic Republic 
of Iran have relevance for similar initiatives in other 
countries. Community-based rehabilitation was also 
implemented to cover the disabled following the Bam 
earthquake in December 2003.

Future directions

There is an urgent need to scale up the pilot programmes 
in a number of countries to cover larger population units. 
There is also a need to address the gaps identified by the 
community-based rehabilitation initiatives. In addition, 
evaluation to determine the level of care and limits of care 
in each of the countries and within countries in different 
communities is needed.

Prevention and control of 
substance abuse (including 
tobacco)

Strategic issues

The populations of the Region, especially youth, are 
especially vulnerable to drug-related health effects. The 
changes in the pattern of drug use, involving younger age 
groups and greater proportions of women, and the changing 
mode of administration of drugs to injectable forms are of 
serious concern. There is evidence that these changes in 
drug use are a reflection of larger social factors, such as 
conflict and urbanization. The most important aspect of 
the impact is the health consequences of injecting drug 
use (IDU). Sixteen countries of the Region estimate the 
number of persons using injecting drugs to range from 
200 to 137 000. The IDU trend in the past 5 years has risen 
in 10 countries, was stable in 4 countries and decreased in 
4 countries. The most frequently injected drug is heroin. 
The rate of HIV-positive status among injecting drug users 
increased from 0.16% in 1999 to 3.26% in 2003. Similarly, 
the percentage of AIDS cases transmitted through IDU 
increased from 2% in 1999 to 13% in 2003. The situation 
regarding hepatitis C is similarly alarming.
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Other consequences reported are social and legal 
problems (10 countries), increased health morbidity (12 
countries) and increased mortality (6 countries). In some 
countries (e.g. Islamic Republic of Iran, Libyan Arab 
Jamahiriya, Oman) the epidemic of injecting drug use is 
increasing the spread of HIV/AIDS. This link calls for a 
new approach to emphasize the health impact of drugs 
in addition to other legal measures. Youth are the most 
vulnerable group and there is a need for preventive efforts 
to cover all of the population.

Although the WHO Framework Convention on 
Tobacco Control has now been ratified and has entered 
into force, there are still global and national challenges 
ahead for tobacco control advocates. The contribution 
of the Eastern Mediterranean Region in the achievement 
of ratification was minimal with just four ratifications 
from 22 Member States and 18 signatures. It is essential 
therefore that countries of the Region devote more 
efforts to becoming part of related developments; the 
first conference of the parties will take place early in 
2006 during which many vital issues will be discussed 
and finalized. At the same time it is essential to work 
on strengthening national capacity in tobacco control. 
Constraints include instability in and lack of continuation 
of tobacco control-related activities and the limitation 
of both human and financial resources at national level. 
Unless such problems are addressed and seriously tackled, 
tobacco control in the Region, as well as the future lives of 
thousands, will be in real danger.

Action taken in 2004 and results achieved

Based on a survey of the drug abuse situation covering 
the current magnitude of drug abuse and the ongoing 
policies and interventions of Member States, the third 
meeting of the Regional Advisory Group on the Impact 
of Drugs (RAPID) developed a regional strategy for 
drug abuse. The main approaches of the regional strategy 
are: development of national multisectoral policy with 
networking; increasing understanding of the causes and 
consequences of drug abuse and care of drug users; human 
resources development; provision of a wide range of 
services in the community; and promotion of psychosocial 
well-being and prevention of drug abuse.Recognizing the 
importance of injecting drug use and its relation to the 

spread of HIV/AIDS, WHO/UNODC/UNAIDS published 
a position paper on substitution maintenance therapy 
in the management of opioid dependence and HIV/
AIDS prevention. Opioid dependence, a complex health 
condition that often requires long-term treatment and care 
is associated with a high risk of HIV infection when the 
drug is injected using contaminated injection equipment. 
As no single treatment is effective for all individuals with 
opioid dependence, sufficiently diverse treatment options 
must be available. Substitution maintenance is one of the 
most effective treatment options for opioid dependence. 
It can decrease the high cost of opioid dependence to 
individuals, their families and society at large by reducing 
heroin use, associated deaths, HIV risk behaviour and 
criminal activity. This is an important treatment option in 
communities with a high prevalence of opioid dependence, 
as injecting drug users are at risk of transmission of HIV 
and other bloodborne viruses. The Islamic Republic of Iran 
has initiated a systematic approach to making available 
substitution therapy which has included training of 
professionals, systematic monitoring and evaluation. This 
is part of a comprehensive and multi-pronged national 
plan to address the growing epidemic of drug abuse in 
the country.

In the field of prevention, school-based interventions 
in the form of life skills education and information sharing 
with students have been found to be effective. A number 
of countries have taken up these approaches to prevent 
substance abuse in adolescents and young persons (e.g. 
Egypt, Islamic Republic of Iran, Pakistan). In some other 
countries, the effort has been more broad-based aiming 
to cover the whole population with information and the 
benefits of sharing positive family life (e.g. Kuwait).

World No Tobacco Day 2004 focused on the 
impact of tobacco consumption on national economies 
under the theme of “Tobacco and poverty … A vicious 
circle”. A special publication was produced for the 
occasion highlighting relevant regional and international 
information.

Enhancing regional understanding of the tobacco 
epidemic and raising social awareness is one of the main 
targets. In line with this, the Regional Office provided 
technical as well as financial support to eight new 
projects in different countries under the second phase of 
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its advocacy project “Channelling the outrage” which was 
completed in 2004.

Improved surveillance and research in the areas of 
health economics legislation and behaviour in support of 
tobacco control is an important objective. In accordance 
with this objective, a workshop on the Global Youth 
Tobacco Survey was held in collaboration with CDC. 
Representatives of seven countries were trained on 
implementation of the survey in its first repeat phase and 
analysis of the data of other countries that have already 
completed the survey. All countries of the Region have 
now been involved and the survey is now being conducted 
for the second time, to provide comparative data over a 
period of 3 years which will contribute to tobacco control 
planning and strategy. A 2 day meeting was held for WHO 
regional advisers from different regions, headquarters and 
CDC to plan for the global conference on “data towards 
action” which will be held in Manila in 2006.

Tobacco control publications were: Tobacco industry 
activities in the Eastern Mediterranean Region in Arabic 
and English; Tobacco package labelling and health 
warning systems in Arabic, English and French; and 
Nongovernmental organizations and tobacco control: 
allying for health.

The second sub-regional workshop on the Framework 
Convention on Tobacco Control for the Eastern 
Mediterranean Region African Member States, which was 
held jointly with the League of Arab States, discussed the 
challenges facing the Region and its Member States with 
regard to the Framework Convention and the subsequent 
lack of ratification, despite the commitment shown during 
the negotiations. Participants from Ministries of Health, 
Justice and Foreign Affairs participated together with 
parliamentarians. Following the workshop, briefing letters 
were sent from the Regional Director to all Member States 
on the Framework Convention and regional situation in 
an attempt to enhance the action taken at national level 
in this area.

The Regional Office supported religion-based activities 
in Somalia, Egypt and Saudi Arabia and development of 
national plans of action in Jordan, Pakistan and Qatar.

Future directions

The regional strategy for drug abuse has to be translated 
to the level of individual countries, to reflect the needs, 
resources and sociocultural practices of the community. 
There is a need to develop a patient level information 
system to monitor the trends of substance abuse in the 
community. There is an urgent need to extend the pilot 
programmes of school-based interventions to cover all 
young people, and to coordinate the activities of substance 
abuse programmes and HIV/AIDS programme.

The Regional Office will focus on encouraging efforts 
at national level to speed up the process of ratification 
and accession to the Framework Convention on Tobacco 
Control, and involving other sectors. Stability and 
continuation are vital for the success of tobacco control 
efforts and countries need to give reasonable consideration 
to changes in staff at national level. By the end of 2004, 
each country was due to have an updated national plan of 
action that addresses the different aspects of the tobacco 
epidemic and budget allocation for tobacco control; 
several countries have still to achieve that target. There 
is need to support future studies in the areas of health and 
economics and to provide as many Arabic translations as 
possible of relevant international publications to support 
tobacco control efforts at national level.

Health education (including 
school health curriculum)

Strategic issues

The double burden of disease in most of the countries of 
the Eastern Mediterranean Region warrants higher priority 
being given to health promotion, including information 
and education for behaviour change. Despite the growing 
interest and increasing efforts in reinvigorating health 
education in a number of countries of the Region, there 
is still a need to further strengthen and consolidate health 
education on an institutional basis to meet the growing 
needs, including appropriate staffing and sufficient 
budgetary allocations. Many countries of the Region need 
to develop comprehensive multisectoral health promotion 
strategies. Further capacity-building in strategic planning 
for health education and communication is needed to 
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contribute to more effective results-based interventions 
and impact. Consolidating the partnership between health 
education, school health and healthy settings will enhance 
health promotion initiatives involving local communities.

Action taken in 2004 and results achieved

Technical inputs on strategic planning for health 
communication using CDCynergy software was provided 
in a regional training workshop on improved 
communication strategies in the control and prevention 
of micronutrient malnutrition held in Bahrain in close 
cooperation with the Nutrition unit and CDC. Best practices 
in promoting healthy lifestyles, including physical activity, 
and health promotion were shared with other WHO regions 
and institutions as well as specialists involved in health 
promotion at the meeting of the Mega Country Health 
Promotion Network held in Melbourne, Australia, at the 
18th World Conference on Health Promotion and Health 
Education, Melbourne, Australia, and at the WHO/CDC 
joint meeting of collaborating centres and partners on the 
implementation of the WHO physical activity strategy, 
held in Miami, USA. Collaboration with ISESCO was 
further strengthened through the meeting of the Joint 
WHO-ISESCO Coordination Committee in Rabat at 
which agreement was reached on nine major collaborative 
activities for 2004–2005.

Technical support was provided to the Ministry of 
Health of the Syrian Arab Republic, through the Joint 
Programme Review and Planning Mission regarding 
the WHO-executed UNFPA-funded projects. In addition 
a workshop on healthy lifestyles was conducted as well 
as field visits to three healthy village projects, and a 
technical consultation with the Fund for Integrated Rural 
Development of Syria (FIRDOS). National capacity-
building in health communication was strengthened 
through the implementation of an intercountry workshop 
on social marketing held in Beirut, in collaboration with 
the Nutrition and Tobacco Free Initiative units as well as 
the American University in Beirut and regional advertising 
agencies involved in implementing health campaigns for 
the Lebanese Ministry of Health. Twenty-four health 
officials from 15 countries were trained.

Cooperation with the Arab Scout Federation was 
strengthened through the active participation in planning 
and conducting the Regional Leadership Training 
Workshop for Scout Commissioners on health education 
topics including tobacco control, in Cairo, Egypt, which 
was attended by participants from eight countries. 
Technical support was extended to the International 
Federation of Medical Students’ Associations (IFMSA) 
in the IFMSA Intercountry Workshop on Promoting 
Adolescent Health in the Eastern Mediterranean Region 
held in Hurghada, Egypt.

National capacity-building in health behaviour 
surveillance among school students was developed 
through two consecutive sub-regional training workshops 
on the planning and implementation of the Global School-
Based Health Survey, in close collaboration with WHO 
headquarters and CDC. The first workshop was held 
at the Regional Office and the second workshop in the 
United Arab Emirates for the Member States of the Gulf 
Cooperation Council.

Technical support was extended to Djibouti 
regarding the formulation of a national comprehensive 
health education strategy and action plan, as well as the 
elaboration of a strategic framework and action plan for 
school health services. National capacity-building was 
strengthened in Kuwait through a national workshop 
on counselling skills training in adolescent sexual and 
reproductive health attended by 24 counsellors and 
physicians.

Regional capacity-building was developed and 
best practices shared in school health and adolescent 
peer education through participation in the Second 
Maghrebian Congress on School Health and the Eighth 
National Tunisian Symposium on School Health, which 
was followed by an intercountry workshop on adolescent 
peer education in formal and non-formal settings held 
in Monastir, Tunisia. Technical guidance and inputs on 
health education curriculum development, materials and 
documents were provided to Egypt, Jordan, Morocco and 
Libyan Arab Jamahiriya.

An experimental multimedia Arabic updated version 
of the prototype action-oriented school health curriculum 
for basic education was developed. The user-friendly CD 
ROM version includes powerful search engines as well 
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as many useful tools and features that allow easy access 
to select, copy or print texts and illustrations from any 
section of any of the 22 units.

Future directions

Priority will be given to national capacity-building 
for the elaboration of multisectoral health promotion 
strategies in Member States, drawing upon the regional 
strategic framework for health promotion. Cooperation 
and coordination will be further strengthened with United 
Nations regional offices and other partners through joint 
ventures and activities at regional and country levels. 
The experimental multimedia Arabic version of the 
prototype action-oriented school health curriculum for 
basic education (CD ROM) will be presented during 
the first quarter of 2005 at an intercountry workshop, in 
collaboration with ISESCO, UNESCO and UNICEF, to 
concerned Ministry of Education and Ministry of Health 
officials for field testing and comments. A web-based 
version allowing periodic updates will be made available 
through the Regional Office web site.

Health information for the public

Strategic issues

Media has touched and deeply affected the lives of people 
worldwide, particularly in the Arab world where there is 
a multitude of satellite channels. The Regional Office, 
understanding the importance of reaching the public 
through these venues has concentrated on three fronts: to 
simplify, produce and disseminate health messages that are 
understandable and appealing to all media outlets, public 
and stakeholders; to improve and enhance the image of the 
United Nations as a whole and WHO in particular; and to 
expand our horizons and work closely with headquarters, 
other United Nations agencies, nongovernmental 
organizations, universities and other partners.

Action taken in 2004 and results achieved

For the first time a budget was provided for the biennium 
and a full media plan was prepared which includes the 
establishment of an in-house media centre. In line with the 

WHO decentralization strategy, the Information unit was 
an active participant in the Regional Director’s meeting 
with WHO Representatives and Regional Office staff in 
order to promote inclusion of the media in the biennial 
planning of the Joint Programme Review and Planning 
Mission so that clear communication priorities can be 
set. The Regional Office also worked closely with WHO 
headquarters and other United Nations agencies to promote 
collaboration and the image of one United Nations with 
common goals.

The devastating effects of the Asian tsunami made 
clear the importance of working very closely with 
headquarters to coordinate WHO’s ability to respond 
effectively in emergencies. The Regional Office worked 
very closely with WHO headquarters and the Arab media, 
and many interviews were given. MBC Satellite was 
inspired to conduct a donation campaign which raised 
US$ 83 million from Saudi Arabia alone, for tsunami 
victims; the Regional Office took part in the telethon.

The Regional Office also worked closely with WHO 
headquarters media units to accompany the Director-
General and the Regional Director on their joint visit to 
the afflicted area of Darfur in Sudan. The outcome was 
a series of photographs and films which were used as an 
appeal for humanitarian aid worldwide.

The Regional Office collaborated with UNICEF 
and Dubai television in organizing and presenting a 
6-hour telethon which helped raise US$ 2 million for 
UNICEF to send Iraqi children back to school. The WHO 
Representative for Iraq flew to Dubai as did UNHCR 
Ambassador of Goodwill Safia El-Emary and numerous 
stars from the Arab world, while international celebrities 
Roger Moore, Mia Farrow, Nana Mouskouri and Vanessa 
Redgrave joined the telethon over the telephone.

The Regional Office also worked closely with 
UNAIDS in organizing and presenting a concert in the 
new Al-Azhar Park in Cairo, bringing in media coverage 
and the stars to perform live to a public of 4000. AIDS 
messages were interspersed with live interviews with staff 
from the Egyptian Ministry of Health.

The information unit worked with the Health 
Information Management and Telecommunication unit to 
design and produce two large stands to display the Regional 
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Office information technology programmes during the 
World Health Assembly. A multimedia presentation was 
produced showing the different aspects of the regional e-
health programme and a brochure promoting the Health 
Academy was produced and disseminated at the Health 
Assembly.

Apart from extending technical support, the 
Information unit extended its help to other units in 
preparation of venues, production of meeting materials, 
inviting celebrities and people of influence and assisting 
in presenting events and ceremonies. The 3 by 5 initiative 
meeting held in the Regional Office led to television 
programmes and interviews throughout the year, with all 
the UNAIDS family contributing. Another media surge 
took place later this year with regard to women and HIV/
AIDS, the theme for World AIDS Day 2004. Two big 
celebrations, one in Oman with the Regional Director’s 
presence and another one in the Regional Office, marked 
the occasion of World Health Day, under the theme “Road 
safety is No accident”, which stressed the importance of 
multisectoral approaches to road safety.

Advocacy material produced by the Member States 
was collected and compiled on a CD-ROM as part of the 
Regional Office kit. Newsletters were designed, produced 
and disseminated for healthy lifestyles promotion.

Two spot films were produced for World No Tobacco 
Day 2004 on the theme of “Tobacco and poverty” and 
distributed to local and regional television channels. 
The Regional Office welcomed a large number of media 
personalities on the occasion and Islamic broadcaster 
Amr Khaled was given an award by the Regional 
Director in a celebration held in Lebanon in recognition 
of his outstanding tobacco campaign programme which 
received 750 000 queries on the internet. Ratification 
of the Framework Convention on Tobacco Control was 
promoted through the media and media coverage has 
continued to be active.

July saw the first celebration of World Blood Donor 
Day in the Regional Office. Trained medical staff from 
the Egyptian Ministry of Health were brought in to set up 
blood donation facilities in the Regional Office lobby and 
no less than 50 staff members made their contribution. 
Posters, pamphlets and roll-up stands promoted the 
occasion.

The unit collaborated with the Prevention of Blindness 
programme to promote the signing of a protocol for 
reducing blindness under Vision 2020 in Sudan and Egypt 
by Rotary Club International and the celebration of World 
Blindness Day, held in Maghrabi hospital in Cairo.

Early 2004 saw the reiteration of the long-standing 
relationship with the Ministry of Education in Egypt and 
mutual cooperation in arranging the annual WHO art 
competition for children’s drawings. A ceremony and an 
exhibition was held at the Ministry of Education Students’ 
Union premises to award prizes to nine winners as well as 
42 certificates of merit. The ceremony included a video 
conference linking winners and teachers from different 
governorates.

The Regional Office and the Arab Council for 
Childhood and Development worked together on two 
special issues on WHO of the council’s magazine Khatwa, 
a monthly magazine targeting people working in child 
care. A media evening and award ceremony was organized 
to thank all those who contributed to the promotion of 
health throughout the Region in the previous year.

The Regional Office hosted a distinguished meeting 
conducted in cooperation between Ain Shams University, 
Cairo, and St Bartholomew’s hospital, London, to launch 
a textbook of tropical medicine. Top surgeons gathered 
to watch robotic surgery being conducted live via 
teleconference.

The Regional Office responded to the many demands of 
different nongovernmental organizations and universities 
and associations wanting to know more about WHO 
and the Regional Office programmes and to participate 
in mutual activities. They included Female University 
Graduates and Cairo Ladies, both nongovernmental 
organizations, the Higher Institute of Social Services, 
the Arab Scout Federation, the Future Girls’ Association 
for Development, the Arab Television, Cinema and 
Radio Producers’ Association, several Rotary Clubs, the 
Cosmopolitan Rotary Club, the Egyptian International 
Society against Addiction, the Egyptian Society for 
Combat of AIDS, the Children’s Film Festival, Shoryan 
Alata’a and Modern English School. The Regional Office 
capitalized on the presence of the annual children’s film 
festival held in Cairo to host an exhibit at Cairo Opera 
house. UNICEF Goodwill Ambassador Mahmoud Qabil 
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participated in a youth forum where the Regional Office 
productions on AIDS, smoking and the “Pursuit of Health” 
spurred the discussions.

Future directions

The Regional Office will continue to reach out to the 
public in all media settings with simplified health 
messages based on WHO’s programmes, make the best 
use of regular health events to promote health issues, 
and expand horizons with media, headquarters, United 
Nations agencies, nongovernmental organizations, 
universities and other partners to raise awareness of the 
work of WHO in the Region. Collaboration with countries 
in developing and implementing their media health plans 
will be enhanced.

The first workshop to train regional human resources 
on how to deal with the media and to develop suitable 
campaigns for the advancement of health in the Region 
will be held. The Regional Office will continue to 
develop a comprehensive archive of media material, to 
promote much-needed advocacy for WHO and its health 
programmes using stars and media personalities and to 
use agencies to assist in monitoring the media.

Promotion of healthy lifestyles 
(including oral health)

Strategic issues

Demographic transition, urbanization, industrialization, 
migration, gender inequalities, environmental change, 
socioeconomic and political changes and globalization 
continue to have an impact on family structure, labour 
force participation, work environments and consumption 
patterns in the Region, all of which affect lifestyles and 
health in different ways. Communities in the Region 
are increasingly resorting to sedentary lifestyles under 
the intense influence of modernization and the effect 
of technological development. Obesity among women 
and children is a phenomenon taking the shape of an 
epidemic in some countries of the Region. Many of the 
risk factors (raised blood pressure, tobacco consumption, 
physical inactivity, etc) are prevalent even in the poorest 

communities of our Region. Much of the population of 
the Region is physically inactive (Figure 4.1) physical 
inactivity alone is estimated to account for 124 000 annual 
deaths, 1 480 000 disability-adjusted life years (DALYs) 
and 1 243 000 years of productive life lost1. The result is 
an increase in many noncommunicable diseases (Table 
4.1)

Disease High mortality countries  Low mortality countries

Male 

(%)
Female 

(%)
Male 

(%)
Female 

(%)
Ischaemic heart 
diseases

21 21 22 21

Ischaemic stroke 10 11 11 11

Type 2 diabetes 13 14 14 15

Colon cancer 15 15 15 16

Breast cancer – 9 – 10

Table 4.1 Percentage of DALYs due to different 
diseases attributable to lack of physical activity in 
the Eastern Mediterranean Region

Source: The World Health Report 2002. Reducing risks, promoting healthy life, 
Geneva, WHO, 2002.

Figure 4.1 Physical inactivity in the Eastern 
Mediterranean Region

1 The world health report 2002. Reducing risks, promoting healthy ilfe, 
Geneva, WHO, 2002
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initiatives. The Regional Office is making active inputs 
to the preparatory work of the sixth global conference on 
health promotion due to take place in Bangkok, Thailand, 
in August 2005. In preparation for this important global 
conference, the Regional Office started a ‘mapping 
exercise’ in all countries of the Region by means of a 
questionnaire, on understanding and capacity in health 
promotion planning among policy-makers. The Regional 
Office is also collaborating with WHO headquarters and 
the Kobe Centre on a health promotion effectiveness 
programme through documentation of successful 
experiences in the Region.

At the country level, several countries (Bahrain, Jordan, 
Qatar, Saudi Arabia and Syrian Arab Republic) received 
technical support for capacity-building at national level 
for designing and implementing multisectoral approaches 
in support of streamlining promotion of healthy lifestyles 
throughout the life cycle. National and local level training 
courses were designed and adapted for this purpose for 
these countries. The Regional Office provided technical 
support to Jordan for review and updating of the national 
directory on lifestyle-related risk factors, and to several 
countries (Bahrain, Jordan, Oman, Pakistan, Qatar, 
Syrian Arab Republic) for devising of a healthy lifestyle 
promotion strategy at the national and local level. Oman 
started implementing the 5-year Nizwa healthy lifestyle 
project addressing three important risk factors (smoking, 
physical inactivity, unhealthy diet) contributing to high 
prevalence of noncommunicable diseases. Pakistan was 
supported to develop a plan of action for noncommunicable 
diseases control which is being jointly implemented by the 
Ministry of Health and an international nongovernmental 
organization, Heartfile. Surveillance of risk factors 
linked to lifestyle-related diseases was also carried out in 
the Libyan Arab Jamahiriya, Syrian Arab Republic and 
Sudan.

The Regional Office was proactive in improving the 
oral health status of the people of the Region through 
provision of extensive technical support. Capacity-
building of health care providers and programme planners 
in oral health was given priority. The atraumatic restorative 
treatment (ART) approach was revisited in three countries 
(Bahrain, Oman, Pakistan) and more than 20 fellows 
attended a course at the WHO oral health collaborating 

The index of decayed, missing and filled teeth 
(DMFT), an indicator used to assess the oral health of the 
population, decreased in some countries but showed an 
upward surge in most of the Region. Against the global 
DMFT standard of 1.74, Islamic Republic of Iran (0.8), 
Egypt (1.2), Tunisia (1.3), Bahrain and Pakistan (1.4) and 
United Arab Emirates (1.6) are reported to be meeting 
this standard whereas the rest of the Region is well above 
it. Capacity for risk factor surveillance and analysis 
and for planning for health promotion initiatives and 
programmes is lacking in the Region. Lack of evidence of 
the effectiveness of health promotion and limited political 
commitment from policy-makers for health promotion are 
other major challenges.

Action taken in 2004 and results achieved

Resolutions adopted by the World Health Assembly 
(WHA57.16 Health Promotion and Healthy Lifestyles 
and WHA57.17 Global Strategy on Diet, Physical 
Activity and Health) and the Regional Committee (EM/
RC50/R.6 Healthy Lifestyle Promotion) continued to 
guide actions in the area of healthy lifestyles promotion. 
These resolutions paved the way for the Regional Office 
to embark upon drafting a regional strategic framework 
on health promotion which was extensively discussed 
at a regional expert consultation. The framework will 
serve as a tool to assist countries to effectively plan and 
implement health promotion initiatives. The framework 
takes into cognizance two areas of extreme importance 
for health promotion: making health systems responsive, 
and devising financing mechanisms for health promotion 
initiatives.

Owing to the efforts of the Regional Office, the 
WHO Collaborating Centre on Health Promotion and 
Development, in Kobe, Japan, and WHO headquarters 
agreed to introduce a capacity-building programme in the 
Eastern Mediterranean Region. The programme, called 
PRO-LEAD, is aimed at producing leaders in health 
promotion from various fields and sectors. This will 
enhance the capacity of policy-makers and academics 
to think strategically in planning health promotion 
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The Regional Office celebrates the first 
World Blood Donor Day with blood 
donations from staff and awards to 
champion blood donors in the Region

Awards being presented by HE Dr Mohamed Awad Tag El Din, Minister of Health and Population, Egypt 
and the Regional Director to media and sports personalities at the first WHO Media Event, in recognition 
of their contribution to health promotion in the Region
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Children from around the Region 
marked World Health Day with 
their own perspectives on road 
safety

World Health Day
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centre in the Syrian Arab Republic from Iraq, Palestine and 
Syrian Arab Republic. Support was provided to Pakistan to 
revisit the oral health programme with particular focus on 
strengthening the district oral health care delivery system. 
The Regional Office supported the Ministry of Health and 
Medical Education, Islamic Republic of Iran to establish a 
state-of-the-art PhD programme in community oral health 
in close collaboration with the University of Helsinki, 
Finland. The nine graduates from this programme will be a 
tremendous asset for the Region. Three countries (Jordan, 
Libyan Arab Jamahiriya, Pakistan) were supported to 
produce training materials on infection control measures 
and standardized manuals for dentists. Jordan received 
technical support for the implementation of a national 
strategy on oral health promotion through national and 
sub-national level training activities for different cadres 
of health care providers. Lebanon continued its efforts 
on fluoride rinsing for schoolchildren and Saudi Arabia 
received support for training of primary school teachers in 
oral health promotion activities in nine districts.

An activity was started to integrate oral hygiene in 
IMCI algorithms for children under the age of 5 years, 
under the guidance of the Child and Adolescent Health 
unit.

Future directions

The draft Regional Framework for Health Promotion will 
be submitted to the Regional Committee for endorsement. 
A regional consultation is then planned to assist countries 
to develop national plans of action for health promotion 
using the framework as a guiding tool. The Regional Office 
will continue to provide input to the preparatory work for 
the sixth global conference on health promotion and to 
complete the mapping exercise. The Regional Office will 
actively pursue the PRO-LEAD programme for capacity-
building and similar programmes. A regional strategy 
and plan of action will be drafted for the implementation 
the global strategy on diet, physical activity and health, 
for which resources are pledged by WHO headquarters. 
Efforts will be made to expand the training capacity of 
the WHO Collaborating Centre for Research, Training 
and Demonstration for Oral Health in the Syrian Arab 
Republic by revising the curriculum and methodology.

Safety promotion

Strategic issues

Deaths and disabilities due to injuries and violence pose 
a serious public health problem in the Region. According 
to available data, deaths due to road traffic accidents 
range from 8 deaths per 100 000 population in Yemen to 
24 deaths per 100 000 population in Oman (Figure 4.2). 
The death rate per 10 000 vehicles is highest in the Syrian 
Arab Republic (36 deaths per 10 000 vehicles), compared 
to 3 deaths per 10 000 vehicles in Bahrain2.

The WHO/World Bank World Report on Road Traffic 
Injury Prevention (2004) gives a cumulative total of 
132 000 deaths in the Region in 2003 due to road traffic 
accidents, almost twice the figure for Europe (68 000). 
Most of those killed or injured are either pedestrians (Table 
4.2) or come from the lower income groups. In addition 
to causing staggering rates of death, injury and disability, 
road traffic accidents impose a major drain on health and on 
health care system resources. Available evidence suggests 
that the cost of road traffic injuries is estimated at roughly 
1% of gross national product in low-income countries, 
1.5% in middle-income countries and 2% in high-income 
countries, with the direct cost for low-income countries 
estimated at US$ 65 billion, exceeding the total annual 
amount received in development assistance.

Figure 4.2 Deaths per 100 000 population in 
countries of the Eastern Mediterranean Region 
compared to the United Kingdom

2 Jacob G et al. Estimating global road  fatalities. United Kingdom, 
Crowthorne, Transport Research Laboratory, 2000 (TRL Report No. 445). 
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No country or community in the Region is untouched 
by violence. Images and accounts of violence pervade 
the media; it is on our streets, in our homes, schools, 
workplaces and institutions. In the Eastern Mediterranean 
Region, interpersonal violence in particular is on the 
rise. Child abuse and neglect are among the worst 
forms of interpersonal violence prevalent in our Region. 
Interpersonal violence is estimated to have led to 21 203 
deaths in the Region in 2000 alone, contributing to 1.8% of 
the total death burden and 1.4% of DALYs, respectively3.

One of the key strategic issues related to injury 
prevention in the Region is the scarcity and poor quality 
of data. There is great need for the establishment of a 
sound database and information system based on sound 
scientific evidence. This will facilitate the development of 
more effective evidence-based policies and interventions 
for injury prevention. A major factor limiting the scope 
and effectiveness of the interventions in the Region is the 
limited capacity that exists at the country level to plan 
cost-effective interventions towards road traffic injury 
prevention. Limited intersectoral collaboration, inadequate 
resource allocation, lack of community awareness, 
weakness of health systems in terms of effective response 
to the problem, and lack of formal mechanisms to interact 
with the private sector are some of the other important 
strategic issues.

Action taken in 2004 and results achieved

There was renewed vigour and promise on the part of 
WHO and Member States towards injury prevention. 
The dedication of World Health Day 2004 to road 
safety generated immense political interest in the public 
health problem of deaths and disability caused by road 
traffic accidents. The Regional Office was proactive in 
projecting the World Health Day slogan ‘Road Safety is 
No Accident’ and in gathering political support for the 
issue of road safety in the Region. Regional celebration of 
World Health Day took place simultaneously in Muscat, 
Oman, and in the Regional Office, Cairo. The Regional 
Director participated in the celebrations in Oman which 
were chaired by the Prime Minister. Oman has played 
a key role in highlighting the issue of road safety in the 
international arena culminating in United Nations General 
Assembly Resolution 57/309 which paved the way for 
World Health Assembly Resolution WHA57.10 ‘Road 
Safety and Health’. The Day was celebrated with immense 
fervour throughout the Region, drawing attention from 
politicians, nongovernmental organizations, international 
donors, civil society and the private sector. Technical and 
financial support was provided to most of countries, not 
only for World Health Day but also on how to present the 
evidence generated by WHO and the World Bank on the 
public health aspect of road traffic accidents.

The Regional Office translated the World report on 
road traffic injury prevention into Arabic with support from 
AGFUND, and was the only Regional Office to launch the 
report in a national language on the occasion of World 
Health Day. The report was also launched subsequently at 
the national level in Djibouti, Egypt, Islamic Republic of 
Iran and Morocco, either by the head of state or the first 
lady.

The enormous interest generated by World Health 
Day helped the Regional Office to initiate and conduct 
activities in injury and violence prevention in countries 
as well as in obtaining financial support. With technical 
support and guidance from the Regional Office, several 
countries (Djibouti, Egypt, Jordan, Islamic Republic 
of Iran, Lebanon, Oman, Pakistan, and Yemen) became 
proactive in strategic thinking, embarking upon medium 
and longer term initiatives to address the issue of injuries 
and violence.

Countries % Pedestrian deaths

Lebanon 62

Jordan 46

Pakistan 42

Morocco 33 (car occupants 34%)

Bahrain 27 (car occupants 43%)

Oman 23

Source: Downing A. Addressing the challenge of road safety. In: 
Pierre-Louis AM et al. Public health in the Middle East and North 
Africa. Meeting the challenges of the twenty-first century. Washington, 
D.C. The World Bank, 2004: 97–113. 

Table 4.2 Pedestrian deaths as percentage of 
all road traffic deaths in selected countries of 
the Eastern Mediterranean Region

3 World report on violence and health. Geneva, WHO, 2002.
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In the area of capacity-building, pilot testing of the 
Training, Educating and Advancing Collaboration in 
Health on Violence and Injury Prevention (TEACH-
VIP) curriculum was started in three countries (Islamic 
Republic of Iran, Pakistan, United Arab Emirates) among 
22 countries around the world. National level training was 
also conducted in three countries (Egypt, Islamic Republic 
of Iran, Lebanon) aimed at building capacity in formulating 
a surveillance system. Egypt was particularly supported 
to establish a multisectoral ‘National Safety Council’ for 
injury prevention initiatives and a surveillance system. To 
facilitate training, the Regional Office translated A 5-year 
WHO strategy on road traffic injuries, World report on 
violence and health, and Injury surveillance guidelines 
into Arabic. Egypt, Pakistan and Yemen received support 
to develop a multisectoral plan of action for injury 
prevention. Yemen also received support to collect data 
on the magnitude of injuries and violence to establish an 
information database. A country capacity survey for injury 
surveillance was conducted in 16 countries, the results of 
which are being analysed. Egypt also conducted surveys 
on child injuries, sexual violence and intimate partner 
violence. Technical support was provided to the country 
office in the Libyan Arab Jamahiriya to develop advocacy 
material on injury prevention for policy-makers and the 
community in Tajourah health secretariat.

A comprehensive plan of action on injury and 
violence prevention was prepared in Jordan and technical 
and financial support provided for the implementation of 
the plan of action. Her Majesty Queen Rania of Jordan 
accepted an invitation from the Regional Director to 
become WHO Patron for Violence Prevention, continuing 
her interest in the issue of violence against children and 
women. Other activities in Jordan included pilot testing 
of the WHO guidelines for medico-legal care of victims 
of sexual violence, documentation of the experience of 
national violence prevention, a documentary on violence 
prevention efforts and the First Arab Regional Conference 
on Child Abuse and Neglect, in collaboration with 
UNICEF.

The Regional Office worked closely with the African 
Region and WHO headquarters on a proposal to assist the 
African Member States in violence prevention initiatives, 
the African Union having declared 2005 as the year of 

violence prevention. The Regional Office was also an 
active partner in the United Nations Secretary-General’s 
Study on Child Violence, in addition to UNICEF and 
Office of the United Nations High Commissioner for 
Human Rights.

An important strategic achievement for the Regional 
Office was the appointment of full-time focal persons for 
injury and violence prevention in the ministries of health 
in most countries following a direct approach by the 
Regional Director to the ministers of health. A regional 
database of relevant nongovernmental organizations and 
a network of regional experts on injury and violence 
prevention were developed.

Future directions

Focus will be on eight (Egypt, Islamic Republic of Iran, 
Jordan, Oman, Pakistan, Saudi Arabia, Syrian Arab 
Republic, Yemen) priority countries in the Region where 
the prevalence of deaths and disabilities due to injuries is 
worrisome. A regional expert consultation is planned in the 
first quarter of 2005 to enable these countries to establish 
a surveillance system capturing most of the injuries 
occurring at all levels, prepare a multi-sectoral plan of 
action for injury prevention and identify mechanisms for 
these countries to embark upon more research in order to 
find out the exact causes of different forms of injuries. 
Three important WHO documents (Essential trauma 
care guidelines, Eeconomic dimensions of interpersonal 
violence and Community surveillance guidelines) will be 
translated and used to build the capacity of the Member 
States in these disciplines. Selected countries will receive 
technical assistance to establish pre-hospital trauma care 
services. Disability prevention will also be a focus, in 
collaboration with other programme areas in WHO, to to 
put in place mechanisms for disability prevention using 
the recently published WHO guidelines on disability and 
rehabilitation.
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4.3 Nutrition, food security and 
safety

Nutrition

Strategic issues

Some improvement in the nutritional status of the 
population, particularly children under the age of 5 years, 
was achieved in several countries, although such progress 
was hindered in those encountering complex emergencies. 
According to available information, in 2004, 16.5% 
of the children in the Region were underweight, while 
25% of women of reproductive age and 33% of children 
under the age of 5 years were anaemic, primarily due to 
iron deficiency. The information available indicates no 
significant improvement in anaemia status from previous 
years. At the same time, overweight and obesity continue 
to increase, with a regional average of 30% among adults 
and equally high rates among children and adolescents in 
several countries. The main strategic issues are the need 
for progressive strengthening of national capacities to 
assess and address malnutrition and diet-related problems 
through the development and implementation of national 
nutrition policies and programmes; development of 
authoritative standards, guidelines and strategies for 
detecting, preventing and managing all the major forms 
of malnutrition; ensuring availability and adequacy 
of consumed food, particularly the food consumed by 
vulnerable groups, in stable and humanitarian crisis 
situations; and development, maintenance and use of 
regional nutritional databases for monitoring, evaluation 
and reporting on the Region’s major forms of malnutrition 
and national nutrition programmes.

Action taken in 2004 and results achieved

With regard to the first strategic issue, development 
and implementation of national nutrition policies and 
programmes, a number of training activities were held. 
One regional level and two national level training 
workshops were organized for the member states of the 
Gulf Cooperation Council and for the Islamic Republic 
of Iran and Iraq, respectively, to improve national 
communication strategies for the control and prevention of 

micronutrient deficiencies. The Regional Office has now 
begun to develop a training module on improving overall 
nutrition communication skills, based on its accumulated 
experiences. A regional training workshop on nutrition 
surveillance and monitoring and evaluation of anaemia 
control and prevention programmes, with focus on iron 
and folic acid fortification of flour, was organized for 
countries with ongoing flour fortification programmes.

Work started on the formulation of the Egyptian 
national nutrition strategy in collaboration with the 
Nutrition Institute, Cairo. In this regard several documents 
on different aspects of the nutrition situation in Egypt 
were developed to serve as background papers. Additional 
documents are under preparation.

In order to respond to the emerging problems of 
overweight and obesity, changes to the overall lifestyles 
of the population of the Region and persisting under-
nutrition and micronutrient deficiencies, a regional 
technical consultation to develop national food-based 
dietary guidelines was organized in collaboration with the 
Food and Agriculture Organization of the United Nations. 
Several countries have started work on developing their 
national guidelines, with technical support from the 
Regional Office.

A cooperative agreement with CDC was renewed for 
2004–2005, for the fourth year running. As part of this 
agreement, funds will be made available for a technical 
consultation to finalize the two field guides on iron 
deficiency anaemia and iodine deficiency disorders and 
a technical consultation to establish birth defect registries 
in Member States.

With regard to development of authoritative standards, 
guidelines and strategies for detecting, preventing and 
managing all major forms of malnutrition, a training 
module for effective management of nutrition programmes 
by national programme managers was being finalized for 
peer review by early 2005. Peer review of the field guides 
on the assessment of iodine deficiency disorders and iron 
deficiency and its anaemia were completed during this 
reporting period. The field guides will be finalized in early 
2005. Revision of the Field-guide on rapid nutritional 
assessment in emergencies, with technical input from 
CDC, was planned. The revised version will include a 
section on the assessment of micronutrient deficiencies. A 
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collaborative project was initiated between the Nutrition 
unit and the Emergency and Humanitarian Action unit of 
the Regional Office to develop a comprehensive training 
module on responding to nutrition issues in emergencies. 
The preliminary draft of the module is being prepared by 
the Centre for Research on Epidemiology of Disasters, 
University of Louvain, Belgium.

The Regional Office nominated seven participants to 
the ninth regional nutrition training programme, organized 
by the Nutrition Institute of Cairo. The Regional Office 
also worked with the Institute in streamlining the training 
programme and reducing its duration from 6 to 4 months.

With regard to the third strategic issue, ensuring 
availability and adequacy of consumed food, particularly 
the food consumed by vulnerable groups, in different 
situations, several missions were undertaken to Sudan to 
assist the country office in the implementation of nutrition 
programmes. During these missions different camps in 
Darfur State were visited and technical discussions and 
reviews held with aid agencies and national authorities. A 
short-term consultant was recruited to assist the national 
nutrition department to address the emerging nutrition 
challenges. A short-term consultant was also recruited 
to assist the WHO country office for Iraq in responding 
adequately to the nutrition issues affecting the Iraqi 
population.

Finally, with regard to development, maintenance 
and use of regional nutritional databases for monitoring, 
evaluation and reporting on the Region’s major forms of 
malnutrition and national nutrition programmes, several 
activities were undertaken. The unit participated in the 
planning and design of the proposed Iraqi national nutrition 
survey, provisionally scheduled during the first quarter of 
2005. Technical and financial support was provided to the 
Oman national micronutrient survey which was completed 
during 2004. Technical support in laboratory analysis and 
data processing and interpretation was provided through 
the cooperative agreement with CDC.

A questionnaire survey was initiated to update the 
regional databases on various nutrition issues. Relevant 
information on nutrition in the Region was regularly 
provided.

Future directions

Work will continue on finalization and publication of 
the field guides on iodine deficiency disorders and iron 
deficiency and its anaemia. The peer review process and 
final technical consultations for the training modules on 
responding to nutrition issues in emergencies, effective 
management of nutrition programmes by national 
programme managers and nutrition communication will 
be completed. In collaboration with WHO headquarters, 
the Regional Office will introduce the new WHO growth 
charts to countries and promote wide utilization of 
them. A regional training workshop on the management 
of severe malnutrition of children in hospitals will be 
organized. Work will continue in order to complete the 
Egyptian national nutrition strategy and similar activities 
will be promoted in other interested countries. A regional 
training workshop on developing national nutrition policy 
and strategies will be organized in collaboration with 
WHO headquarters. Technical support will be provided 
to countries interested in developing their national food-
based dietary guidelines.

Food safety

Strategic issues

Food safety is a major public health issue in the Region, 
both for the local consumers and for manufacturers. It 
has several facets. On the one hand, governmental food 
safety programmes (national as well as municipal) are in 
need of further development and strengthening, while on 
the other hand, workers in food establishments and the 
general public require training and education concerning 
food safety in food establishments and at home. The 
health sector has responsibility for food safety. However, 
intersectoral cooperation is necessary to bring about 
effective food control. Food safety is a multisectoral 
activity which requires collaboration and coordination by 
all governmental institutions involved, in order to allow 
for the most efficient use of resources and avoidance of 
duplication of efforts and budgets.

To address the fundamental problems in food safety 
and reduce the health, social and economic burden from 
foodborne illnesses and food contamination, the challenges 
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in the Region continue to be: fragmented and outdated 
systems of food safety; inadequate clarity of roles and 
responsibilities among the different authorities involved 
in food safety; inadequate food inspection techniques 
based on end products; and lack of foodborne disease 
surveillance data.

Action taken in 2004 and results achieved

Bahrain, Egypt, Iraq, Jordan and Saudi Arabia 
strengthened their national risk assessment and 
modernized existing laboratories in ensuring food safety. 
Bahrain’s food safety inspectors attended training on 
food quality management systems. Egypt placed more 
emphasis on prevention and control of foodborne 
diseases with focus on formation of a national food 
safety committee, development of a 5-year strategic 
plan, and control of food delivered by street vendors. 
Iraq developed a national food safety project which will 
become a national food safety programme. A mission 
to assess imported food inspection was carried out 
in Qatar by CEHA and a national plan of action was 
developed in close collaboration with the government. 
Two training activities on lead poisoning for food safety 
were conducted in Qatar and Jordan.

Jordan reorganized the food safety systems and 
developed a risk management approach which resulted in 
the creation of the Jordanian Food and Drug Administration 
in which all stakeholders involving food are participating. 
Saudi Arabia strengthened its food surveillance system, 
particularly with regard to outbreaks of food poisoning and 
improved epidemiological investigation of such outbreaks 
and established a food and drug authority. Tunisia updated 
food inspection techniques and the framework for food 
legislation, evaluated laboratories involved in food safety 
and defined measures for their upgrading. The Islamic 
Republic of Iran and Lebanon focused on improving food 
awareness at the national and community levels. Lebanon 
developed and implemented several awareness campaigns 
and reproduced the WHO Five Keys to Safer Food as 
posters and pamphlets in Arabic. The Islamic Republic of 
Iran established a consumer food information centre and 
implemented national training activities for four different 
workshops covering HACCP and Good Manufacturing 
Practices (GMP).

A study to estimate the burden of foodborne disease 
was completed by the Ministry of Health of Jordan, The 
study enabled the Jordanian authorities to identify and 
address the under-performing areas in disease surveillance 
and public health with respect to the area of foodborne 
diseases, and in general the procedures concerning 
laboratory surveillance. Egypt implemented several 
healthy marketplace projects in Cairo and Alexandria to 
improve food handling by street vendor and sanitation in 
the markets.

The Global Food Safety Network known as 
INFOSAN, which will link global food regulators for 
exchange of information and experience, was established 
by WHO headquarters and national food safety focal 
points in the Region are participating fully.

Future directions

The regional manual of food safety legislation in Arabic 
and English will be published. Jordan, Lebanon, Morocco, 
Syrian Arab Republic and Tunisia will be supported in 
upgrading their food inspection techniques and sample 
laboratory analysis. The Regional Office and FAO will 
collaborate and coordinate with all stakeholders from the 
health, agricultural and trade sector, as well as consumer 
organizations in the area of food safety, and will jointly 
conduct a regional meeting on food safety and the Regional 
Codex Coordinating Committee in Jordan in 2005. This 
will provide capacity-building of all food safety personnel 
in the areas of microbiological and chemical analytical 
techniques, laboratory quality assurance, risk analysis, 
foodborne disease surveillance and food monitoring, and 
the provision of relevant tools and methodologies.

A CEHA publication on generic models of hazard 
analysis critical control point (HACCP) for traditional 
popular food in the Eastern Mediterranean Region was 
prepared and reviewed by international experts from 
Europe and the Region and will be submitted for approval 
by the Regional Codex Coordinating Committee at its 
meeting in Jordan in March 2005. Future plans include 
working in close collaboration with women’s heath and 
health education programmes with community-based 
initiatives, to reach households and share information on 
“Bringing Food Safety Home”.
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4.4 Environmental health

Environmental health policy, 
including core functions of CEHA

Strategic issues

The strategic issues relating to environmental health 
policy have not changed markedly in the past few years. 
The disease burden that can be attributed to environmental 
risk factors is likely to be higher in the Region than the 
corresponding figure at global level, perhaps by one third, 
owing to the double burden of disease in several countries. 
There is therefore continuing need to identify, analyse 
and devise appropriate solutions for health problems 
related to environmental conditions. The lessons learned 
from major disasters in the Region have emphasized that 
environmental health conditions during emergencies need 
sustained attention. Availability of and accessibility to 
environmental health information continues to represent a 
major problem. Lack of regular budget resources to cover 
the cost of CEHA core functions, which are usually not 
covered by donors, continues to be a major problem for 
the Centre.

There is increasing concern about the effects on 
children’s health of the deterioration and contamination 
of the environment in the places where children live, 
learn, play and sometimes work. Respiratory infections, 
diarrhoeal diseases, injuries and malaria, all of which are 
directly attributable to environmental conditions, account 
for more than 43% of mortality among children under 
the age of 5 years in the Region. Many countries of the 
Region do not have procedures for assessing the impact of 
development projects on human health and environment. 
In other countries, environmental impact assessment 
procedures exist but do not address human health in a 
proper manner.

Action taken in 2004 and results achieved

Strengthening of environmental health units and of 
environmental health monitoring in countries continued 
through environmental health staff in the country offices 
in Afghanistan, Iraq, Lebanon, Pakistan and in the 
WHO sub office in Hargeisa, Somalia, sponsoring of 

consensus-building meetings in Morocco, Pakistan and 
Tunisia, and training of health inspectors and other staff 
on different environmental health issues in Djibouti, 
Egypt (environmental auditing), Jordan (approving and 
licensing development projects), Lebanon, Morocco, 
Pakistan, Saudi Arabia and Sudan (sanitary inspection and 
sampling for drinking-water quality control) and Syrian 
Arab Republic. Supplies and equipment were provided for 
Egypt to strengthen air quality monitoring and for Lebanon 
for drinking-water quality control. Environmental health 
literature was made available in Morocco and Tunisia. A 
comprehensive project for re-establishing and upgrading 
the environmental health monitoring system in the country, 
with focus on water quality, was initiated by the WHO 
country team in Iraq.

With technical support from CEHA, Lebanon began 
the implementation of a pilot drinking-water quality 
surveillance system and in Oman, a training workshop 
on water quality surveillance was held. A strategy for 
drinking-water quality monitoring by the Ministry 
of Regional Municipalities, Environment and Water 
Resources of Oman was developed. Technical support 
was also extended to Kuwait to review and update, in 
light of the third edition of WHO guidelines for drinking-
water quality, the drinking-water quality monitoring 
programme at the Water Resources Development Centre 
of the Ministry of Energy.

The promotion of environmental health activities in 
refugee camps and during emergencies involved technical 
support to the concerned agencies in Islamic Republic of 
Iran, Iraq and Sudan. Activities included development of 
a water and hygiene kit for field testing in emergencies; 
Arabization and dissemination of resource materials on 
environmental preparedness during disasters; publishing 
and dissemination of a guide to promote drinking-water 
disinfection in emergencies; and fund-raising to strengthen 
the emergency preparedness capacity and improve 
environmental health conditions in refugee camps.

CEHA began implementation of a pilot project in 
Jordan under the Health and Environment Linkages 
Initiative (HELI) in collaboration with, and with funding 
from, WHO headquarters. Implementation of the Global 
Initiative on Children’s Environmental Health Indicators 
is under way in Islamic Republic of Iran, Oman and 
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Tunisia. National surveys of children’s exposure to 
environmental health risk factors have been completed in 
Oman and Tunisia and national reports on the subject will 
be produced by April 2005. A similar but smaller scale 
survey is under way in the Islamic Republic of Iran.

With support from AGFUND, a project on children’s 
environmental health was started in Pakistan and Yemen. 
An assessment of environmental health risk factors 
affecting children’s health within their homes and 
immediate surrounding environments using population-
based studies will be conducted in Pakistan and Yemen. 
Demonstration projects will be executed to establish 
healthy environments within schools, conduct advocacy 
campaigns and education and awareness programmes. 
Finally, three projects were submitted for funding 
for Djibouti, Pakistan and Yemen from the Healthy 
Environments for Children Alliance implementation seed 
funds.

Studies on childhood lead exposure were undertaken 
in Jordan and Syrian Arab Republic and an overview 
of regional literature on childhood lead exposure was 
published by CEHA. A similar overview of literature 
on childhood unintentional injuries in the Region is 
in preparation. The healthy environments for children 
database and information clearinghouse have expanded 
and a website has been built.

A study of the health effects of a cement factory on 
neighbouring areas was conducted in the Syrian Arab 
Republic, and the programme supported the efforts of 
the Ministry of Health and Ministry of Environment of 
Djibouti in dealing with the accidental pollution that 
occurred in the harbour early in 2002, following up on the 
health effects of the incident and assisting the government 
in a related court case. CEHA provided support to Lebanon 
and Kuwait in assessing and mitigating the impacts of 
existing industrial activities and projects on the health of 
population in residential areas nearby. Support was also 
provided to Yemen in strengthening the ambient air and 
traffic air emissions monitoring programmes with special 
focus on health impacts. In collaboration with AGFUND 
the regional environmental health impact assessment 
guidelines were finalized and the Syrian guidelines were 
strengthened.

The planning for the process to produce WHO 
guidance on health and environmental quality issues 
that may be unique to desalination projects, and which 
is managed by the Regional Office on behalf of WHO 
as a whole, was begun following the Joint WHO/UNEP/
ROPME consultation held in Bahrain in 2001. The subjects 
to be included in the guidance are distributed among five 
technical workgroups that will conduct the scientific 
analyses and generate the technical documents that will 
provide the basis for the guidance. The First Steering 
Committee Meeting took place in Bahrain in May 2004, 
with support from UNEP Regional Office for West Asia, 
and in close contact with ROPME. This meeting reviewed 
the recommendations from the 2001 Bahrain consultation 
on the guidance programme and identified candidate 
chairman, members and reviewers for each of the five 
workgroups. The first meeting of the Technical Committee 
was held in Irvine, California, USA, in October 2004, 
with financial support from the United States Bureau of 
Reclamation. Experts from Australia, Canada, Egypt, 
France, Germany, Japan, Kuwait, Lebanon, United Arab 
Emirates, Singapore, United Kingdom and USA attended. 
The second Technical Committee meeting will be held at 
the invitation of the Kuwait Foundation for Advancement 
of Science in November 2005, to discuss the first draft of 
the guidance document.

With the financial support of AGFUND, access 
to environmental health information was improved in 
Egypt, Lebanon, Islamic Republic of Iran, Pakistan, 
Syrian Arab Republic and Yemen through development 
of web sites for the concerned health and environment 
agencies. Provision of information services by CEHA 
via the internet and e-mail continued and are now offered 
to more than 1950 users; CEHA’s website was enriched 
with several on-line databases, including directories of 
professionals and institutions. Traditional information 
services continued to be provided to users where access 
to electronic information is not reliable. More than 9000 
documents were disseminated and some 150 information 
requests were handled. Several publications were issued 
by CEHA (see Annex 4).

CEHA continued its efforts to raise extrabudgetary 
resources with project proposals submitted to AGFUND, 
the Swiss Government, UNICEF, WHO headquarters and 
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the Centre for Health Promotion and Development, Kobe. 
Staff costs excluded, more than 90% of the activities 
continued to be funded by resources from international 
and regional donors.

Future directions

The third edition of the WHO guidelines for drinking-
water quality, released in September 2004, will be widely 
disseminated. Preparation of national standards based 
on these guidelines will be supported through training, 
technical support and selected demonstrations. A regional 
HELI workshop will be convened for capacity-building 
and development of an expansion proposal for HELI 
within the Region. The findings of current work will 
be disseminated at a regional workshop on children’s 
environmental health indicators. The findings of three 
national surveys on the linkages between the health of 
children and their exposure to environmental risk factors 
will be analysed. Demonstration projects for creating 
healthy settings for children will be encouraged. A 
catalogue of public awareness and education materials 
will be compiled.

Development of national guidelines on environment 
health impact assessment of development projects will 
be a priority. Effort will continue in strengthening the 
environmental health monitoring and control systems, 
supporting environmental epidemiological studies, 
sponsoring of advisory services, training and supporting 
upgrading of surveillance and control systems capabilities 
for environmental health risks.

The preparation of the WHO guidance on desalination 
for safe water supply will continue and this will require 
mobilization of necessary technical and financial resources 
to carry on the initiative.

Water supply and sanitation

Strategic issues

The renewable water resources in the world amount to 
7000 m3 per capita per year. In the Region, the per capita 
availability was 1430 m³ per year in 2000 (almost one-
fifth of world average). Availability of less than 1000 m3 
is considered extreme water poverty. In 10 countries of 

the Region, the availability of freshwater is in the bottom 
range of extreme water poverty. It is estimated that the 
average availability of renewable water resources per 
person per year in the Region in 2020 will be one-fifth of 
that in 1960, because of rapid population growth.

WHO has been reporting the water supply and 
sanitation information provided by governments since the 
1960s. Since 1990, WHO and UNICEF have collaborated 
on a joint water supply and sanitation monitoring 
programme, having been charged with the task of reporting 
to the United Nations Secretary-General the water supply 
and sanitation situation worldwide, as follow-up to the 
implementation of Agenda 21. Currently, WHO and 
UNICEF reports rely only on population-based evidence, 
like health surveys or multiple indicator cluster surveys

Based on the estimations published by the joint 
programme in 2004, the coverage by improved water 
supply and sanitation in the Eastern Mediterranean 
Region is quite different from what countries themselves 
report. It shows in particular that, contrary to expectations, 
the Region as a whole made no progress in the area of 
water supply coverage, while the progress in sanitation, 
particularly rural sanitation, has been significant. The 
countries of the Region with large populations will, 
with the possible exception of Egypt, probably fail to 
achieve the water supply and sanitation targets of the 
Millennium Development Goals, unless a major shift 
takes place in resource allocation to enable substantial 
achievements in improving water supply and sanitation 
in the Region. Support to developing and strengthening 
national programmes on health education with emphasis 
on personal hygiene is also required.

Reuse of raw sewage or inadequately treated sewage 
is still being practised in some countries, putting the public 
at serious health risk. Most of the populations of small 
towns and rural areas have access to toilets but disposal 
of the waste generated is not safe and adds significantly 
to pollution of the environment and water resources. 
Sanitation and wastewater management services must be 
extended to small towns and rural areas at an accelerated 
pace through adoption of affordable solutions.

Solid waste is a pressing environmental problem 
in the Region. In many countries, particularly in the 
lower income cities, there are serious shortcomings 
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for collection, transportation and disposal of garbage. 
The problem is magnified by the lack of community 
participation and involvement. CEHA’s community-based 
solid waste management pilot project in Lebanon proved 
that this is an effective approach and therefore is being 
advocated as a good approach to solving this problem. 
There is a fast growing need in most countries to develop 
health care waste management plans at national and health 
care facility levels, and to establish legal and institutional 
frameworks for implementation. Capacity-building and 
awareness-raising are also needed.

Action taken in 2004 and results achieved

WHO continued its contribution to ensuring basic water 
supply services in Afghanistan, advising the Ministry of 
Health on health aspects of rehabilitation of the water 
supply and sanitation system in the country, and support for 
training on water and health linkages, rehabilitation work 
on Kunduz, Cha-e-Car and Meerlam water supply systems, 
chlorination of wells in Kabul and the environmental 
health components of the Sustainable Development 
Approaches Project. In Somalia, work on disinfection of 
drinking-water in selected areas continued.

With guidance and technical support from CEHA, and 
in collaboration with WHO headquarters and UNICEF, 
Jordan began the field piloting of the protocol for rapid 
assessment of drinking-water quality. A comprehensive 
national survey of drinking-water quality is under way 
and a team of 25 water quality managers was trained on 
the protocol.

Responding to the outbreak of waterborne diseases in 
Hyderabad, Pakistan, CEHA fielded a technical support 
mission which assessed the situation of the water supply 
system and contributed to developing the emergency and 
post-emergency response in order to control the outbreak 
and prevent similar future outbreaks. Responding to the 
need to enhance the safety of intermittent water supplies 
in the Region, two studies were initiated in Lebanon and 
Jordan to assess the phenomenon, understand its causes and 
effects, and to identify effective control and management 
strategies with a view to developing a technical document 
on drinking-water quality of intermittent water supplies.

Following the recommendations of the regional 
consultation on minimum household water security 
requirements and health in December 2003, two studies 
were commissioned in Lebanon and Morocco to identify 
the relationship between water consumption levels and the 
incidence of water-borne diseases. Additional studies into 
this subject are under way as part of the national surveys 
on children’s environmental health in Oman and Tunisia. 
The methodology for gathering evidence on minimum 
water requirements for health was developed. A major 
study has been initiated in Jordan to generate evidence 
on minimum household water requirements for health 
and produce a technical document on the subject with 
support from the WHO Centre for Health Promotion and 
Development, Kobe.

WHO sponsored a national meeting on developing 
a strategy and plan of action for safe reuse of treated 
wastewater in Egypt, training on water and wastewater 
safety in Jordan and on the water supply and sanitation 
aspects of cholera control in the Islamic Republic of Iran.

In collaboration with the Arab Fund for Economic 
and Social Development (AFESD), health aspects of 
wastewater treatment and reuse continued to receive 
CEHA’s attention. Activities included a national training 
course in Kuwait on identification and enumeration of 
helminth eggs in wastewater; provision of laboratory 
equipment to Egypt, Kuwait and Syrian Arab Republic; 
applied research in Egypt and Syrian Arab Republic to 
examine the optimum methods for removal of nematode 
eggs from final effluent and to check the efficiency 
of existing treatment plants; finalization of a regional 
profile on wastewater treatment and reuse; publishing 
and dissemination of an integrated guide to sanitary 
parasitology in English and Arabic; and publishing and 
dissemination of a handbook on greywater.

In cooperation with the World Bank and the Swiss 
Government, health care waste management received 
sustained attention in the Region. Action included: support 
to the Moroccan Ministry of Health in the preparation 
of national health care waste management guidelines, 
training of Iraqi officials on the safe management of health 
care waste and associated infection control procedures, 
participation in regional and national workshops in 
Kuwait and Tunisia, finalization of a publication on better 
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health care waste management as an integral component 
of health investment, and in collaboration with the Swiss 
Agency for International Cooperation initiation of a rapid 
assessment on the management of health care waste in 
Jordan. Further support was provided to the pilot project 
on health care waste management in Al Basheer hospital 
in Amman, Jordan in collaboration with GTZ.

In collaboration with AGFUND a pilot project on 
community-based solid waste management in Sana’a, 
Yemen was completed and a community-based solid 
waste management scheme was established. The Regional 
Office sponsored training of staff on health care waste 
management in the Libyan Arab Jamahiriya, Pakistan and 
Saudi Arabia. Training on solid waste management was 
undertaken in Sudan.

Future directions

The work of the Regional Office on water supply and 
sanitation will need to be revisited to take more explicitly 
into account the corresponding targets of the Millennium 
Development Goals. The findings of the studies in 
Lebanon and Jordan into intermittent water supplies will 
be compiled and a technical document will be published 
on methods for effective control of quality of intermittent 
water supplies. Work will continue on generating evidence 
for WHO guidance on minimum household water 
requirements for health. The outcome of the studies in 
Lebanon and Morocco will be analysed together with the 
outcome of the study in Jordan and technical documents 
will be published. Information exchange services on small 
wastewater systems and water demand management will 
be maintained through the CEHA website. Health care 
waste will be increasingly addressed as an essential public 
health issue. Strengthening health care waste management 
at country level will require continued advocacy to 
policy-makers and decision-makers and collaboration 
and coordination of all stakeholders The Regional Office 
and CEHA will continue their efforts in capacity-building 
of concerned health staff, particularly in promoting, at 
country level, planning of health care waste management 
within and outside health care establishments. The model 
of a community-based solid waste management scheme 
should be tested in different countries in the Region, 
particularly in lower income countries.

Chemical safety

Strategic issues

Chemicals are essential materials for national development. 
It is evident that use of chemicals at household level is 
increasing dramatically in our Region. Agricultural, 
industrial, public health and household use of chemicals 
will continue to grow. There are no data available on 
diseases caused by chemical etiology in the Region and 
inadequate information globally on the adverse health 
effects of chemicals. Therefore, there will continue to be 
an increase in chemical contamination in different settings 
such as water, air, food and soil pollution. Although 
the farmers of the Region use pesticides, there is no 
supportive institution to inform them about the chemicals 
they handle. There is concern with regard to acute 
poisonings or chemical accidents and the effects caused 
by long-term exposure to chemicals. Chemical safety is an 
intersectoral issue in which the health sector has important 
responsibilities. There is a lack of coordination between 
the different sectors responsible for the various aspects of 
chemical safety.

Action taken in 2004 and results achieved

The Islamic Republic of Iran, Jordan, Libyan Arab 
Jamahiriya, Pakistan, Syrian Arab Republic, Morocco and 
Yemen are strengthening their poison control centres. The 
Regional Office, in close collaboration with ILO, translated 
the Globally harmonized system of classification and 
labelling of chemicals into Arabic. Jordan assessed its level 
of capacity in chemical emergencies. Egypt strengthened 
three poison control centres in Beheira, Ismailia and 
Sohag. It also developed a national strategy for chemical 
safety. The Islamic Republic of Iran, Lebanon, Morocco, 
Sudan and Oman developed their national chemical 
safety profile and some of them evaluated and improved 
national capacities and capabilities for poison control and 
chemical safety. Missions were conducted to assess the 
adverse health effects of chemical exposures at the port 
of Djibouti and at the Hargeisa desert locust control depot 
in Somalia.
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Future directions

Cooperation with other international organizations will 
be required to provide increasing support in this area, 
particularly for the preparation of national chemical safety 
profiles and programmes with the full participation of all 
concerned sectors; preparation of inventories of chemicals 
and establishment of a register of toxic chemicals; 
establishing/strengthening poison control centres and 
poison information centres; and creating a regional 
network of networks for chemical incidents. Dissemination 
(including translation) of technical documentation and 
provision of teaching and learning materials and manuals 
in national languages will continue.
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Recent electronic publications



Integrated control of disease
C

hapter 55.1 Eradication/elimination of specific communicable 
diseases

Dracunculiasis eradication

Strategic issues

Sudan reported a remarkable decrease (64%) in the number of dracunculiasis cases during 2004 compared 
with 2003. Although much of the endemic areas in the south were still insecure due to conflict, the cease-
fire has improved the access to endemic areas. One-third of the cases reported in 2004 were in newly 
accessible villages. At the global level, Sudan is the second most endemic country for dracunculiasis, after 
Ghana. The principal issues for the national programme are achieving better coverage of endemic villages 
with surveillance and containment activities in the southern states and preventing re-establishment of 
transmission in the northern states. No new indigenous cases of dracunculiasis have been reported from 
northern states in Sudan. By the end of 2004, 18 countries of in the Region had been certified by the 
International Commission for the Certification of Dracunculiasis Eradication as free from dracunculiasis 
transmission, including Yemen, one of the previously endemic countries.

Action taken in 2004 and results achieved

In Sudan, the Regional Office supported the community-based approach to mobilize and train members 
of endemic communities to take primary responsibility for reporting and preventing dracunculiasis 
transmission. In particular, training courses were organized for village volunteers and council supervisors 
on dracunculiasis eradication strategies in newly accessible endemic areas in the southern states. Support 
was provided for the training of internally displaced persons on prevention of dracunculiasis by using filters 
for drinking water and on case containment measures. More than half a million household cloth filters 
and over 600 000 pipe filters were distributed by the national programme to the population in endemic 
areas. Over 89% of endemic villages received health education sessions. Health education messages 
are being broadcast in nine local languages. A total of 7266 cases of dracunculiasis were reported from 
4099 endemic villages in Sudan. Only 12% of cases were contained; containment was higher in areas 
controlled by the Government of Sudan (53%) and low (5%) in the Operation Lifeline Sudan area. The 
eight northern states had no indigenous cases, but 11 imported cases from southern Sudan were reported 
among seasonal farm laborers. The reduction in cases exported from southern Sudan to northern states 
(from 29 cases during 2003) is evidence of the significant reduction in the prevalence of dracunculiasis 
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in southern states during 2004. 25% of endemic villages 
had at least one source of safe drinking-water, and 
larvicides were used in 1% of villages.

The fifth meeting of the International Commission for 
the Certification of Dracunculiasis Eradication convened 
in March at WHO headquarters in Geneva. After thorough 
review of submitted reports, including the report the 
International Certification Team that visited Yemen in 
December 2003, the Commission recommended that 
Palestine and Yemen be certified as free of dracunculiasis. 
Yemen was the last of the recently-endemic Asian countries 
to be recommended for certification by the Commission. 
The Regional Office supported Yemen in the organization 
of post-certification surveillance activities, including 
printing and distribution of posters and reporting forms, 
investigation of rumours and supervision.

The Geneva Declaration for the Eradication of 
Dracunculiasis by 2009 was signed by the ministers 
of health of the 12 remaining countries endemic for 
dracunculiasis on 19 May in Geneva. Following this, 
the Fifty-seventh World Health Assembly adopted 
a resolution (WHA57.9) in which it urged endemic 
countries to intensify their eradication efforts, including 
active surveillance and prevention measures, and urged 
Member States, WHO, UNICEF, the Carter Center and 
other appropriate entities to continue their commitment, 
collaboration and cooperation and to assure that the much-
needed resources are mobilized for the completion of 
eradication by 2009.

Future directions

It is expected that by the end of 2005, surveillance will 
be extended to all newly accessible areas in the southern 
states. This will require strengthening of all eradication 
efforts, including intensification and expansion of training 
of health personnel and village volunteers, establishment 
of the integrated reporting system, production and 
distribution of water filters in all endemic areas, 
provision of health education to all new endemic villages, 
translation of educational messages into local languages, 
introduction and strengthening of case containment 
activities and organization of social mobilization activities 
among populations. The percentage of cases under case 
containment will be increased.

Elimination of lymphatic filariasis

Strategic issues

Lymphatic filariasis is endemic in Egypt, Sudan and 
Yemen. More then 2.8 million people in endemic areas 
have been covered with mass drug administration (MDA) 
during 2004. Egypt completed the fifth round of MDA 
using a combination of two drugs, albendazole and 
diethylcarbamazine, in 181 endemic villages. In Yemen, 
all areas co-endemic for onchocerciasis and lymphatic 
filariasis have been covered with a third round of 
ivermectin and albendazole. Achieving full interruption 
of lymphatic filariasis transmission in endemic areas is 
the main challenge for the national programmes in Egypt 
and Yemen. The main issues continued to be proper 
implementation of MDA and monitoring and evaluation 
of the effect of MDA on the elimination process. The 
absence of lymphatic filariasis in Oman was confirmed 
by the national survey of populations in suspected areas 
with the immunochromatographic test (ICT). Sudan 
continued mapping exercises on the status of lymphatic 
filariasis in 5 governorates. The main challenges for the 
national programme in Sudan continued to be the proper 
planning and implementation of mapping surveys in order 
to achieve representative results for the start of the MDA 
campaigns. Support for national programmes by WHO 
and other partners of the Global Alliance to Eliminate 
Lymphatic Filariasis through provision of training and 
health education materials, drugs for MDA and ICT cards 
is crucial for the elimination of lymphatic filariasis in the 
Region.

Action taken in 2004 and results achieved

In Egypt, financial and technical support was provided 
to complete pre-treatment assessment of microfilariae 
prevalence in 60 sentinel and spot check sites located in 
26 endemic districts. The results of the evaluation survey 
showed a reduction in microfilariae prevalence ranging 
from 21.4% to 100% compared with the baseline data. 
Three refresher training courses for laboratory technicians 
on microscopic examination of smear blood samples 
and ICT cards were conducted prior to the survey. The 
preparation for the fifth round of MDA included training of 
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1758 doctors and nurses in 883 teams of drug distributors, 
organization of the annual meeting of health staff with 
representatives from local councils and other partners to 
prepare plans for the campaign, and production of videos 
and pamphlets for social mobilization activities. The 
campaign was conducted in 181 endemic villages, with a 
reported coverage of 94.3% among a population of 2.73 
million

In Yemen, the third round of MDA covered 80 villages 
in 7 governorates with a combination of ivermectin and 
albendazole. The overall coverage rate accounted for 80% 
of the total population of 110 000. The absence of some 
family members during the campaign, difficult access 
to some remote areas and logistic problems prevented 
greater coverage. 234 doctors and nurses were trained on 
subject of drug distribution and disability management. 
43 cases of lymphoedema were identified and treated 
among populations in endemic villages. Additional 
surveys with ICT cards were completed in 12 suspected 
areas with negative results. Microfilaraeimia surveys were 
conducted, with collection of 500 thick blood smears in 
each endemic village, to monitor microfilarial prevalence. 
All results were negative except in Socotra Island.

In Sudan, mapping of endemic areas continued in 
Blue Nile, Sinnar, Bahr El Ghazal, Bahr El Gabal and East 
Equatoria states. In total, 117 villages were surveyed and 
lymphatic filariasis was found in 113 villages. Mapping 
exercises were not conducted in the southern states and 
Darfur due to the security situation. The surveys will be 
continued in 2005 in order to identify areas eligible for 
MDA.

Oman completed the assessment of the status of 
lymphatic filariasis in the previously identified probable 
endemic area. Antigenaemia surveys using ICT cards 
were organized among schoolchildren in all six wilayat 
in South Batinah region and Salalah and Taqah wilayat 
in Dhafar region. School health staff, including doctors 
and nurses, were trained in the survey methodology and 
school authorities were briefed on the purpose of the 
surveys. Results of all ICT tests performed among 2804 
students and 59 expatriates were negative. The survey 
results confirmed the absence of local transmission of 
lymphatic filariasis in Oman.

The Regional Office organized the fourth meeting 
of the regional programme review group on elimination 
of lymphatic filariasis in December 2004 with the 
participation of group members and national programme 
managers from endemic countries. The participants 
reviewed and discussed the progress in elimination of 
lymphatic filariasis in the Region and approved country 
plans for 2005.

Future directions

During 2005, the national programme in Egypt will 
complete the sixth round of MDA in 28 endemic villages. 
Morbidity control activities will be initiated among 
clinical cases to alleviate suffering and disability. MDA 
will continue in endemic areas in Yemen with supervision 
of drug intake. The survey of new suspected areas with ICT 
cards will be extended. In cooperation with the national 
malaria control programme, a field study of lymphatic 
filariasis vectors will be undertaken. Mapping activities 
using ICT cards will continue in Sudan.

Leprosy elimination

Strategic issues

The elimination of leprosy as a public health problem has 
been achieved at the national level in all countries of the 
Region. By the end of 2004, the majority of countries had 
further reduced the prevalence of leprosy to less then 1 case 
per 10 000 population at the district level. Some endemic 
countries still face the challenge of improving the quality 
of detection of new cases, maintaining existing service 
coverage and accelerating full integration of leprosy control 
activities within the local health services. Although the 
prevalence and detection of leprosy in endemic countries 
has declined in recent years, a significant number of 
new cases with disabilities continue to be identified. 
The leprosy elimination programmes in countries with 
complex emergencies need further strengthening and 
support from WHO and nongovernmental organizations 
in provision of training, drugs for multidrug therapy 
(MDT) and health education materials. With the reduction 
of the burden of leprosy, countries are facing the problem 
of maintaining achievements in the elimination of leprosy. 
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The remaining challenges include reducing the high stigma 
associated with leprosy, ensuring compliance with the 
treatment regimens, preventing disabilities and providing 
rehabilitation for patients with disabilities.

Action taken in 2004 and results achieved

The Regional Office continued to work closely with 
national programmes in developing their annual 
workplans, ensuring adequate supply of MDT drugs, 
strengthening capabilities in diagnosis and treatment of 
leprosy and production of health education and advocacy 
materials. Improved access to leprosy diagnosis and 
provision of free MDT drugs remained the cornerstones 
of the leprosy elimination strategy. National programmes 
are integrating leprosy services within general health care 
systems and phasing out vertical programmes based on 
country-specific local situations.

In Egypt, 56 training courses were conducted for 
all categories of staff involved in leprosy diagnosis and 
treatment, including primary health care physicians, 
nurses, laboratory technicians and social workers. Nurses 
in leprosy clinics were given intensive in-service training 
on the dressing of ulcers, provision of physiotherapy and 
health education to patients. Active surveillance of close 
contacts of  leprosy cases was organized in three governorates 
with the assistance of local primary health care staff. In 
Pakistan, 5 training courses on diagnosis and treatment 
of leprosy were conducted in Punjab, Baluchistan and 
North-West Frontier Province. Support was provided for 
the reprinting of the Guide to eliminate leprosy as a public 
health problem in Urdu, English and Arabic. In Somalia, 
leprosy elimination activities were expanded through a 
network of nongovernmental organizations supported by 
WHO in provision of training, health education materials 
and MDT drugs. Over 600 professional and paramedical 
personnel were trained in different parts of the country on 
the diagnosis and treatment of leprosy and provided with 
training and advocacy materials. The Regional Office 
supported the national leprosy elimination programme in 
Sudan with the organization of the annual meeting of state 
coordinators, strengthening of monitoring and supervision 
activities, and provision of drugs for the treatment of 
leprosy complications. In south Sudan, support was 
provided for the expansion of leprosy elimination activities 

through organization of an advocacy workshop for new 
nongovernmental organizations participating in leprosy 
services. The network of health centres providing diagnosis 
and treatment of leprosy in south Sudan was increased, and 
training courses on maximizing effectiveness in leprosy 
management were conducted in Rumbek, Lokichoggio and 
Yambio areas. WHO supported Yemen with publication of 
health education and advocacy materials on leprosy, and 
the training courses were organized in collaboration with 
nongovernmental organizations.

In 2004, a total of 3387 new cases of leprosy were 
reported in the Region. The regional detection rate was 
0.8 per 100 000 population. All countries except Egypt 
reached the target of leprosy elimination as a public health 
problem at the district level. Thirty per cent (30%) of new 
cases were registered among females, and 7% of cases 
were among children under 15 years of age. Seventy-four 
per cent (74%) of new cases had multibacillary leprosy; 47 
cases were registered as relapses. All new cases received 
MDT treatment.

A regional meeting of national coordinators on leprosy 
elimination was organized in May in Lahore, Pakistan 
to discuss measures to sustain achievments in leprosy 
elimination and to accelerate leprosy elimination activities 
in areas affected by complex emergencies. Special funds 
were allocated for the expansion of activities in areas with 
civil strife.

Future directions

All countries will achieve the target of elimination of 
leprosy as a public health problem at the district level 
by 2005. Special attention will be paid to maintaining 
already established services for diagnosis and treatment 
of leprosy in countries with low prevalence of leprosy. 
Further integration of leprosy services within the primary 
health care system will be encouraged with simultaneous 
strengthening of the leprosy referral system. With 
assistance from nongovernmental organizations, support 
will be provided to strengthen national capacity for leprosy 
elimination through provision of MDT drugs, training 
of staff, organization of special surveys among specific 
groups of population and establishing leprosy services in 
areas of insecurity and social strife.
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Poliomyelitis eradication

Strategic issues

Progress towards interruption of poliovirus transmission 
continued in the Eastern Mediterranean Region. Eighteen 
countries have maintained their polio-free status for more 
than 3 years. The three endemic countries, Pakistan, 
Afghanistan and Egypt, have shown decrease in intensity 
of virus transmission and its geographical extent. This 
epidemiological observation is confirmed by genomic 
sequence data.

In Sudan, a country that did not report any polio cases 
for 3 years, an epidemic started after introduction of the 
virus from Nigeria through Chad to West Darfur, where 
the first case of the outbreak was reported in May 2004. 
The outbreak then spread and resulted in 152 cases in 18 
states in north and south Sudan, 127 of them in 2004. The 
rapid spread of poliomyelitis in Sudan was facilitated 
by low population immunity and the accumulation of 
large numbers of susceptibles due to suboptimal routine 
immunization activities, as well as the cessation of 
supplementary immunization activities after late 2002. 
Transmission and spread was also facilitated by population 
movements from western areas to central and eastern 
areas due to the security situation as well as south–north 
movement coinciding with peace agreement. Two cases 
were reported from Saudi Arabia due to imported virus 
from Sudan.

The final push to eradicate poliomyelitis from 
remaining endemic countries is receiving the highest 
possible political support. All efforts are being made to 
ensure commitment is reaching the grass-roots level and 
is continuing until the goal is achieved. Intensifying and 
maintaining the quality of supplementary immunization 
activities remain the highest priority in these countries to 
ensure that every child under 5 years is vaccinated during 
immunization campaigns.

Special efforts are being made to avoid immunity gaps 
among children under 5 years in the polio-free countries to 
guard against development of a situation similar to what 
triggered the Sudan outbreak. Therefore, supplementary 
immunization activities were planned for polio-free 

countries, especially those with low routine immunization 
coverage including Djibouti, Somalia and Yemen.

Preparedness to detect and respond to any poliovirus 
importation is a high priority for poliomyelitis eradication 
in the Region. Efforts are continuing to improve and 
sustain certification-standard surveillance and reverse 
any decline in surveillance sensitivity through to global 
certification.

Surveillance for acute flaccid paralysis (AFP) is a main 
strategy for poliomyelitis eradication. It is currently well 
established in all countries of the Region, even in those 
affected by war or in areas with rudimentary infrastructure. 
AFP surveillance provides the tool for detection of virus 
circulation in endemic or reinfected areas and provides 
evidence of interruption of virus circulation in polio-free 
areas. It has also improved the capacity for detection and 
reporting of other communicable and EPI target diseases.

With the regional eradication of poliomyelitis in 
sight, preparedness for certification and post-certification 
activities are gaining momentum. At this stage of the polio 
eradication initiative, countries are expected to implement 
the first phase of containment activities, namely conducting 
a national survey of the biomedical laboratories and 
developing an inventory of those found to be holding 
wild polioviruses or other potential infectious material. 
A quality assurance tool was developed to document 
the quality of the first phase of the containment plan and 
countries have been requested to perform self-assessment 
of their activities. The major challenge for containment 
in the Region is to obtain information from the numerous 
unregistered biomedical laboratories that operate in some 
countries.

The Regional Commission for Certification of 
poliomyelitis eradication (RCC) continues its efforts in 
monitoring the process of polio eradication and reviewing 
documentation submitted by the national certification 
committees. Plans for preparedness for poliovirus 
importations and reports on progress in implementation 
of containment plans are integral parts of the basic 
certification documents and annual updates.

The latest strategic plan of action for polio eradication 
was updated and resource requirements estimated for 
the period 2004–2008. This update was undertaken 
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in close consultation with national health authorities 
and appropriate international agencies in each country, 
particularly UNICEF. The plan outlines the main 
activities required to interrupt poliovirus transmission 
from the Region as soon as possible, to achieve regional 
certification of poliomyelitis eradication, to prepare for 
eventually stopping the use of oral poliovaccine (OPV) 
globally and to mainstream the polio eradication initiative 
from 2006.

The largest share of resources for the eradication 
efforts has been provided by the Member States, whose 
efforts and commitment have been instrumental to the 
progress achieved so far. External financial support 
is needed to support the intensified supplementary 
immunization activities and surveillance and to ensure 
the availability of technical support for countries in need. 
So far the input from donors within the Region is a very 
modest component of the required recourses. The Regional 
Committee in 2004 endorsed the 2004–2008 regional plan 
and urged Member States to sustain national commitment 
and to contribute financially to the regional programme.

Action taken in 2004 and results achieved

An important ministerial meeting was held in Geneva in 
January for all remaining endemic countries. Delegates 
from Afghanistan, Egypt and Pakistan participated in the 
meeting, at the end of which countries and representatives 
of main partners signed the Geneva Declaration for the 
Eradication of Poliomyelitis, committing themselves 
and their countries to necessary actions to stop viral 
transmission by the end of 2004.

Supplementary immunization activities were 
further intensified in the three endemic countries, with 
each conducting more than six rounds of national and 
subnational immunization days (NIDs and SNIDs). The 
strategy of mop-up activity in response to virus isolation 
was adopted, taking into consideration epidemiological 
developments and planned supplementary immunization 
activities. Focus was placed on identification of priority 
districts and areas to ensure highest quality and technical 
support in these areas.

The response to the importation and reappearance 
of poliovirus in Sudan was timely and appropriate. The 
isolation of the first case in Darfur was followed by two 

mop-up rounds in July–August covering the three Darfur 
states, with West Kordofan included in the second round. 
Additional campaigns were implemented as NIDs covering 
the whole country (north and south Sudan) in October and 
November as part of coordinated activities covering 23 
countries in Central and West Africa, and further rounds 
were planned for 2005.

Campaigns were also implemented in other polio-
free countries, including NIDs in Iraq and Somalia 
and SNIDs covering high-risk areas or populations in 
other countries. These campaigns will continue in early 
2005 and are being extended to Yemen. Saudi Arabia 
conducted mop-up operations in response to the detected 
importations. All polio immunization campaigns in the 
Region used the house-to-house approach for delivery of 
OPV. To implement these campaigns, national authorities 
developed and implemented plans that included detailed 
microplanning, multisectoral involvement, intensified 
supervision and an independent component of monitoring. 
Monitoring data showed that these intensified campaigns 
were of high quality and were very effective in closing 
the immunity gap among children under 5 years of age. 
Monitoring also pinpointed imperfections in campaign 
implementation and helped national authorities in further 
refining the activities. These campaigns were also used to 
deliver other health interventions, particularly vitamin A.

AFP surveillance was maintained at a high level of 
quality. The required level of sensitivity (non-polio AFP 
rate of at least one case per 100 000 children under 15 
years of age) was exceeded at the regional level (2.70) 
and in all countries of the Region except Djibouti and 
United Arab Emirates, each with only a small number 
of expected AFP cases, and Palestine, with its difficult 
security situation. The second key indicator for the quality 
of AFP surveillance, i.e the percentage of AFP cases with 
adequate stool collection, was also maintained above the 
target of 80% at the regional level. The regional percentage 
was 88.9 in 2004 and in all countries except Djibouti and 
Lebanon.

Surveillance reviews were conducted in Egypt, in 
the main four provinces of Pakistan and in some parts 
of Afghanistan. Reviews were also conducted in some 
polio-free countries (Lebanon, Libyan Arab Jamahiriya, 
Syrian Arab Republic and Tunisia). These international 
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reviews are very constructive in highlighting issues that 
need immediate corrective action to ensure sensitive, 
good quality surveillance systems capable of detecting 
any possible importation and to maintain certification 
standards through to global certification.

AFP surveillance is supported by a group of 12 
laboratories representing the regional laboratory network 
for the poliomyelitis eradication programme. In 2004 
all laboratories were accredited by WHO except in Iraq, 
which was not visited because of the prevailing security 
situation. The national laboratory in Oman was recently 
accredited to perform intratypic differentiation testing and 
support the regional laboratory network in this function, 
normally performed by regional reference laboratories.

Good supplementary immunization activities and 
high quality surveillance could not have been achieved 
without the strong technical support provided by WHO 
to compensate for the lack of required expertise in some 
countries of the Region. Technical support was provided 
through more than 100 international and 900 national polio 
officers recruited by the Regional Office and concentrated 
mainly in priority countries. These staff also support 
other programmes and, in some places in south Sudan and 
Somalia, they are the only form of health infrastructure 
currently operating.

The regional and national poliomyelitis eradication 
programmes are closely monitored by technical bodies. 
The Regional Technical Advisory group held its second 
meeting in 2004 to advise the Regional Office on 
technical issues arising in the course of progress towards 
poliomyelitis eradication in the Region, including 
laboratory containment of polioviruses, and on other 
issues regarding certification and the development of post-
eradication immunization policies. Technical advisory 
groups (TAG) for endemic countries regularly review 
the epidemiological situation and planned activities and 
advise on the strategic directions of the programmes. 
The Egypt TAG met twice in 2004 and the TAG for 
Pakistan/Afghanistan met once. After detailed review of 
the epidemiological situation, the TAGs concluded that 
poliovirus transmission in these countries has reached the 
lowest level ever recorded, and that to achieve cessation 
of transmission, the highest priority for the programmes 

must be to implement house-to-house campaigns of 
excellent quality.

The Regional Certification Commission (RCC) has 
received and reviewed documentation from all polio-free 
countries, and annual updates continue to be received 
regularly from countries whose initial certification 
documents have been accepted. The RCC met twice in 
2004 and reviewed the initial certification documentation 
from Palestine and Somalia, adding them to the list of 
polio-free countries. Annual updates were received from 
all countries whose initial certification documentation 
were accepted, and preliminary reports were submitted by 
Egypt and Pakistan.

Progress is continuing with containment of laboratory 
stocks of polioviruses and potential infectious material. 
As of end 2004, 9 of the 18 polio-free countries reported 
completion of the first phase of containment requirements. 
Six more were in the final stages of phase I and three were in 
the process of developing national plans to be implemented 
in 2005. National containment coordinators have been 
nominated in all but four countries. As of end 2004, more 
than 19 000 laboratories had been surveyed, with only 
six found to be storing infectious material, mainly as part 
of the regional polio laboratory network. Guidelines for 
documenting the quality of phase I containment activities 
were piloted in three countries (Islamic Republic of Iran, 
Oman and Saudi Arabia) and reports were submitted to 
the RCC through the national certification committees 
in 2004. Other polio-free countries are preparing quality 
assessment reports for submission to the RCC.

Advocacy efforts for polio eradication in the Region 
are continuing. The Regional Director paid a number 
of visits to Pakistan, the largest endemic country in the 
Region, and met with President General Pervez Musharraf, 
who reiterated his promise to personally oversee the final 
push to eradicate polio from Pakistan. Meetings were also 
held with Governors, Ministers and other senior officials 
and leaders throughout the country.

The issue of polio eradication was also discussed in 
a meeting of the Organization of the Islamic Conference 
(OIC), whose 52 members include the remaining endemic 
countries in the Region. During the meeting, polio 
endemic OIC countries reaffirmed their commitment to 
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the eradication efforts and other OIC countries were called 
upon to support the global polio eradication programme.

The endemic countries of the Region met again in 
early 2005 in Geneva as a follow-up to the ministerial 
meeting of 2004. Ministers of health and their delegations 
presented the progress made in their countries and the 
planned activities and reaffirmed their governments’ 
commitment to achieving the target in 2005. It is clear 
that although eradication has yet not been achieved in the 
remaining endemic countries of the Region, they are all 
closer than ever to interruption of virus circulation. Apart 
from the outbreak in Sudan with its 127 cases in 2004, 
Egypt reported only one case in May 2004 from an Upper 
Egypt focus not far from the case of 2003. In Pakistan, 
53 cases were reported in 2004 and 4 in Afghanistan, 
as compared to 103 in Pakistan and 8 in Afghanistan in 
2003.

Future directions

The top priority for the regional polio eradication 
programme is to interrupt poliovirus transmission in 
the remaining endemic countries as soon as possible. 
Supplementary immunization activities will continue in 
2005 with efforts to intensify the quantity and also achieve 
the best possible quality. It is crucial to sustain the political 
commitment at all levels in these countries and to ensure 
that this commitment is translated into accountability and 
better performance at the grass-roots level.

It is of equal importance to stop transmission in Sudan 
and support it to regain polio-free status and to ensure 
maximum coordination with neighbouring countries to 
avoid gap areas at the borders, particularly with countries 
with known population movement into and through 
Sudan.

It is also important to avoid large immunity gaps among 
children under 5, especially in countries that are recently 
polio-free and have suboptimal routine immunization 
coverage. In addition to efforts targeted to improve routine 
activities in these countries, supplementary immunization 
activities should be planned to cover at least high risk and 
low coverage areas as long as the virus is circulating in or 
around the Region.

Certification-standard surveillance must be 
maintained in all countries of the Region through global 
certification. Sensitive, high-quality surveillance is one 
of the pillars of preparedness for poliovirus importation 
and allows early detection and timely response to any 
possible importation incident. Surveillance data will 
continue to be closely monitored and surveillance 
reviews will be implemented in both endemic and polio-
free countries. As goal of poliomyelitis eradication nears, 
certification and post-certification activities are becoming 
more important. Completing the “survey and inventory” 
phase of laboratory containment of wild poliovirus in all 
countries is a prerequisite for the regional certification of 
poliomyelitis eradication.

Preparations must be made for eventual cessation 
of OPV use. Specific products need to be developed to 
facilitate the safe cessation of OPV. These products include 
a new edition of the global containment plan, monovalent 
OPV stockpiles, inactivated poliovaccine (IPV) produced 
from Sabin strains and appropriate IPV-containing 
combination vaccines. Although these products will be 
produced globally, mechanisms are needed at regional 
level to ensure that countries have access to these products 
by 2008.

Polio eradication resources, both personnel and 
infrastructure, will continue to be mainstreamed in other 
disease control activities particularly immunization. The 
financial resources required to implement the regional 
plan for eradication through 2008 must be made available 
in order to maintain the technical and operational support 
required to implement high quality eradication activities. 
Efforts to raise funds from the main donors are continuing. 
Similar efforts to raise funds from within the Region are 
becoming a priority. The Regional Committee resolutions 
in this regard will be implemented.
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HE Mr Shaukat Aziz, Prime Minister, inaugurates the 
drive for a polio-free Pakistan 

HE President Lieut. Gen. Omer 
Hassan Ahmed El Bashir of Sudan 
and the First Lady inaugurating the 
polio campaign in Sudan

HE Dr Sayed Mohammad Amin 
Fatimie, Minister of Public Health, 
Afghanistan, inaugurating the 
national immunization days in Kabul

Sudanese children 
advocating for polio 
eradication 

Implementation 
of high quality 
immunization 

campaigns in Egypt 

Eradication and elimination of disease
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Lymphatic filariasis is on target for elimination in Egypt, thanks to 
mass drug administration

A child in Pakistan receives a 
measles vaccination

Recent publications 
on disease control
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Maternal and neonatal tetanus 
elimination

Strategic issues

The global target is to reduce the incidence of maternal 
and neonatal tetanus (MNT) to less than 1 case per 1000 
live births in each administrative district of every country 
by 2005. In order to reach the target, the Regional Office in 
collaboration with UNICEF has focused for the past four 
years on the seven countries that have not yet achieved 
elimination (Afghanistan, Egypt, Iraq, Pakistan, Sudan, 
Somalia and Yemen), using an acceleration strategy 
based on the high-risk approach. The approach consists of 
identifying districts that have not reached the elimination 
goal and targeting them with a comprehensive strategy 
that includes at least two rounds of TT vaccination 
campaigns targeting all childbearing age women, coupled 
with improving the MNT surveillance system, promoting 
clean delivery and providing targeted health education. 
This strategy has allowed several districts and countries to 
achieve the elimination goal in the short term. However, to 
maintain their elimination status, countries must strengthen 
their routine immunization programmes and reach a very 
high proportion of children protected at birth through high 
maternal immunization and clean delivery rates.

Action taken in 2004 and results achieved

Implementation of the high-risk approach continued to be 
a top priority of the national immunization programmes in 
Afghanistan, Egypt, Pakistan, Sudan and Yemen, as well 
as in Iraq despite the security situation. In collaboration 
with UNICEF, support was provided to these countries 
to implement successful immunization campaigns in 
the selected high-risk districts. Most of these countries, 
except Egypt where MNT surveillance has been quite 
strong, improved their MNT surveillance system through 
integrating it with AFP surveillance.

In Egypt, the number of MNT cases decreased 
from 116 cases in 2003 to 71 cases in 2004 with 100% 
of districts reporting much less than the elimination 
threshold (1 case per 1000 live births per year). This was 
achieved through intensive supplementary immunization 
activities conducted in 65 high-risk districts. Additonal 

supplementary campaigns are planned for early 2005. 
Similarly, Pakistan identified 57 high-risk districts and 
conducted three rounds of supplementary immunization 
activities in 2004, resulting in 85% coverage.

Yemen continued the implementation of its national 
plan for MNT elimination, and from 2001 to 2004 was 
able to implement four rounds of TT immunization 
campaigns in 26 high-risk districts, and two rounds in 87 
other districts, reaching high coverage figures. MNT was 
integrated to the AFP surveillance system but more efforts 
are needed to improve MNT surveillance.

In Afghanistan, all districts are being considered at 
high risk because of the extremely high proportion of 
home deliveries (more than 90%) and the low routine 
TT2+ coverage. In 2003, a plan of action was developed 
and implemented as a pilot project in four major cities 
and eight districts, with a coverage rate of about 60% for 
TT3. In 2004, the remaining districts were targeted with 
two rounds of supplementary immunization activities 
covering 59% with TT1 and 47% with TT2. A mop-up and 
third round is planned for early 2005. The Regional Office 
supported an MNT incidence survey in Afghanistan which 
confirmed that MNT remains an important health public 
problem and cause of neonatal mortality and that access 
to routine TT immunization and to clean delivery services 
remains low in the areas surveyed.

MNT elimination efforts faced serious problems in 
Iraq because of the complicated security situation and in 
Sudan due to the re-establishment of polio transmission. 
However, both countries have updated their national plans 
accordingly and are committed to intensifying efforts to 
reach the elimination goal on time. The only country where 
the situation remains alarming is Somalia, mainly because 
of the very limited access to immunization services, 
difficult political situation and lack of human resources. 
The Regional Office held an intercountry meeting on 
MNT elimination in September, during which the priority 
countries reviewed and updated their acceleration plans.

Future directions

Much remains to be done, particularly in Afghanistan, 
Pakistan and Somalia, the three countries that may not 
be able to reach the 2005 goal. Priority will be given to 
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accelerating the high-risk approach through integrating 
it with current efforts to improve access to routine EPI 
services in both Afghanistan and Pakistan, and through 
using the polio campaigns as a vehicle to reach more 
high-risk districts. The EPI multi-year planning exercise 
to be conducted in the priority countries will include an 
important component on MNT elimination.

In Sudan and Yemen, more accelerated efforts 
are needed focusing on the quality of TT campaigns, 
identification of high-risk districts and MNT surveillance. 
The Regional Office will support both countries in terms 
of planning, improving surveillance, improving access 
to routine EPI services, and monitoring and evaluation. 
Egypt and Iraq are close to MNT elimination and may 
meet the 2005 goal on time. The only constraint may be 
the security situation in Iraq.

Measles elimination

Strategic issues

Although progress is being made in strengthening routine 
EPI, measles is still a leading cause of death among 

children under 5 years of age in the Region (Figure 5.1). 
In 1997, the Regional Committee passed a resolution to 
eliminate measles virus transmission by 2010 through 
implementation of five strategies: achieving and 
maintaining high routine measles vaccination coverage 
(>90%) among children aged 1 year; conducting a one-
time, nationwide, mass immunization campaign (catch-
up campaign) targeting all children; providing a second 
opportunity for measles immunization either through 
periodic follow-up campaigns every 3–5 years targeting 
all children born since the last campaign, or by achieving 
> 95% routine coverage with a second dose of measles 
vaccine; strengthening measles surveillance; and optimal 
case management of children with acute disease. Measles 
elimination in the Region is part of a global effort to achieve 
measles mortality reduction. In 2001, WHO and UNICEF 
published a strategic plan to reduce measles mortality by 
50% (relative to the year 1999) by the year 2005. Since 
1999, over 70 million children have been vaccinated in 
catch-up vaccination programmes. Based on activities in 
2004 and planned campaigns in 2005, it is anticipated that 
the Region will achieve the disease reduction goal.

Action taken in 2004 and results achieved

The Regional Office continues to support programme 
activities according to the overall strategy for measles 
elimination, and considerable progress is being achieved 
in several priority areas. One of these is improving 
routine measles vaccine coverage. Over the past decade, 
vaccination coverage with the first dose of measles 
vaccine has remained between 75% and 83%. In 2004, 
coverage was 77%, resulting in 3.5 million children who 
did not receive measles vaccine; 93% of unimmunized 
children reside in countries eligible for GAVI support. All 
of the GAVI-eligible countries in the Region are receiving 
financial and technical support to improve coverage with 
measles vaccine. Much of the effort to increase coverage 
is focused on micro-planning at the district level using 
the Reach Every District (RED) approach. In 2004, catch-
up vaccination campaigns were conducted nationwide 
in Iraq, among several states in north Sudan and in 2 
pilot counties in south Sudan. Overall, approximately 11 
million children were vaccinated in these campaigns.Figure 5.1 Estimated measles deaths in the Region, 

1999–2005
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Surveillance for measles and rubella is another 
priority for the Regional Office and Member States. Many 
countries maintain high quality fever and rash surveillance 
activities, including several countries that have linked 
measles reporting to surveillance for AFP. The Regional 
Office continues to support measles surveillance with 
support of laboratory infrastructure and the purchase 
of critical supplies and reagents. However, there is 
considerable underutilization of laboratory services in 
measles surveillance. 

A panel of experts was convened to review the status 
of rubella control programmes in the Region. Many 
countries have introduced rubella into EPI (most using 
MMR) without national goals or a well-conceived strategy. 
In addition, there are few data on the burden of rubella 
disease in most Member States. The expert panel made 
several key recommendations regarding rubella vaccine 
introduction. These recommendations will be reported to 
the EPI regional technical advisory group at the meeting 
of programme managers in Beirut in 2005. The Regional 
Office provides technical assistance to countries that wish 
to update their control plans for rubella.

Future directions

Priority activities in 2005 will be to improve coverage with 
the first dose of measles vaccine using resources available 
through GAVI and the RED approach. Support will be 
provided to establish laboratory capacity for measles 
surveillance through provision of ELISA and other 
equipment in three countries (Afghanistan, Djibouti and 
Somalia). All countries in the Region are expected to be 

able to perform measles and rubella laboratory diagnosis 
by the end of 2005. In addition, a number of the regional 
laboratories are expected to be accredited. Countries 
will be asked and assisted to send clinical samples to the 
regional reference laboratories for genotyping of viral 
isolates.

The Regional Office will assist countries in planning 
and mobilizing resources for supplemental immunization 
activities, including planned campaigns targeting 
approximately 19 million children in priority countries in 
2005 (Table 5.1).

In 2005, countries will be asked to report measles 
on a monthly basis according to agreed data elements, 
and feedback will be provided through a surveillance 
bulletin. Countries are encouraged to link epidemiology 
and laboratory surveillance data before transfer to the 
Regional Office. Countries that have introduced rubella 
vaccine into their routine immunization programmes have 
been asked to review and update their current strategy for 
surveillance and control of congenital rubella syndrome.

Countries Target age Region Target 
population

Vaccine Timeline

Libyan Arab Jamahiriya 9 months to 20 years Nationwide 2 550 800 MR February–March 2005

Djibouti 9 months to 15 years Nationwide 336 000 M Autumn 2005

Somalia 9 months to 15 years Northeast, northwest zones 1 010 600 M Autumn 2005

Yemen 9 months to 15 years Nationwide 10 360 400 M Autumn 2005

Pakistan 9 months to 15 years 3 districts each in 2 provinces 5 043 600 M Autumn or early 2006

Total 19 301 400

Table 5.1 Planned measles campaigns in 2005 in Eastern Mediterranean Region
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5.2 Control of other 
communicable diseases

Vaccine-preventable diseases 
control and elimination

Routine coverage

Strategic issues

The Regional Working Group formed by the Regional 
Director in 2000 has been assisting six priority countries 
(Afghanistan, Djibouti, Pakistan, Somalia, Sudan and 
Yemen) to obtain GAVI financial support and to optimize 
the use of these resources to improve access to and 
utilization of high quality routine immunization services. 
The target is to reach 90% routine DPT3 coverage 
nationwide in all countries by 2010, with at least 80% 
coverage in every district. For that purpose, the RED 
approach has been adopted as a basic tool to revitalize 
national routine immunization programmes in the priority 
countries. Using this approach, the Regional Office is 
assisting countries to improve district-level planning, 
implementation and monitoring of immunization 
services through development of model district plans and 
strengthening of district immunization management.

The RED approach is composed of simple and 
achievable strategies: re-establishment of regular outreach 
services, mainly for communities with poor access; 
supportive supervision (on-site training by supervisors); 
community links with service delivery (regular meetings 
between the community and the health staff); monitoring 
and use of data for action; and better planning and 
management of human and financial resources.

Action taken in 2004 and results achieved

After the training workshop held in May 2003 in which 
trainers from the six priority countries were trained on 
the RED approach and the micro-planning exercise, the 
Regional Working Group (RWG) focused in 2004 on 
assisting countries in conducting national and subnational 
workshops to train district teams on the micro-planning 
process and in drafting and finalizing routine acceleration 

micro-plans. The RWG also supported countries through 
regular country visits, providing guidelines and related 
documents, contributing financially to some country 
operational activities such as training workshops and 
micro-planning meetings, and development of a computer 
application for monitoring district level progress, 
performance at regional, national and district levels and 
surveillance of EPI target diseases.

Two RWG meetings were held in 2004 to exchange 
country experiences and review country progress reports. 
An intercountry meeting on financial sustainability 
planning was held in which national teams from the six 
priority countries were briefed on how to make the best 
use of all available resources and plan for sustainable 
financing of immunization services.

The Regional Office intensified its support to Member 
States in the area of vaccine management, with a special 
focus on the six priority countries. Activities included 
assessment of central vaccine stores in Afghanistan, 
Pakistan and Sudan; training workshops on vaccine 
management in Afghanistan, Jordan (for Iraq) and Egypt; 
and a training workshop on repair and maintenance of 
cold chain equipment for participants from Afghanistan, 
Pakistan, Sudan and Yemen, held in collaboration with 
UNICEF.

Afghanistan, Pakistan, Sudan and Yemen made 
remarkable progress in terms of district micro-planning, 
with detailed micro-plans finalized in 100% of the priority 
districts selected. The impact in terms of additional 
children vaccinated with DPT3 is clear in Afghanistan, 
Sudan and Yemen. However, the progress has been very 
slow in Pakistan because of constraints in micro-planning 
and in accessing the GAVI funds for implementation of 
micro-plans. A joint WHO/UNICEF team visited Pakistan 
in November to discuss the issue and identify solutions. 
Oman received global certification of its central vaccine 
store as the result of an assessment made in 2003. Oman is 
the first country globally to receive this award.

Future directions

In 2005, the Regional Office will continue its support to 
the six priority countries, with focus on activities aimed 
at enhancing national ownership, responsibility and 
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accountability. More efforts will be directed towards 
strengthening capacity in terms of monitoring and 
evaluation, aiming at early detection of weaknesses and 
constraints at all levels, and at immediate implementation 
of adequate corrective measures. Several tools recently 
developed will be introduced to the national EPI managers 
in a workshop to be held in March 2005.

In addition, all countries will be supported to 
develop national EPI multi-year plans, using the newly 
developed WHO/UNICEF framework and in line with 
the global, regional and national objectives in terms of 
vaccine-preventable diseases and immunization. This 
will particularly apply to the six priority countries and to 
Iraq, where comprehensive multi-year planning is crucial 
for upgrading the national immunization programme to 
the necessary standards. Coordination will be enhanced 
at country level with all partners involved in EPI to 
improve the links with the community, intensify social 
mobilization and integrate routine immunization with 
other basic health care services. More attention will go 
to the area of availability and quality of vaccines through 
assisting countries in upgrading their national regulatory 
authorities and vaccine procurement systems, particularly 
the vaccine self-procuring countries. The Regional Office 
will also continue efforts to strengthen national capacities 
for vaccine management, with a focus on vaccine 
procurement and handling.

Introduction of new vaccines

Strategic issues

Several effective new vaccines against childhood 
communicable diseases are currently available or are 
under development. Conjugate Haemophilus influenzae 
b (Hib) and pneumococcal vaccines have shown 
significant reduction of the burden of disease when used 
in routine childhood vaccinations, and conjugate vaccines 
against meningococci are being developed. In addition, 
antimicrobial resistance against antibiotics commonly used 
to treat bacterial meningitis has emerged as an important 
public health problem. Similarly, a new rotavirus vaccine 
that has shown efficacy in clinical trials has been licensed 
in some countries, including one country of the Region. 

Lack of reliable data on the causative agents of bacterial 
meningitis, pneumonia and diarrhoea greatly hinders 
evidence-based decision-making on introduction of the 
available effective vaccines, and hence deprives many 
children in the Region from this life-saving public health 
intervention.

Action taken in 2004 and results achieved

The Regional Office provided technical assistance to Sudan 
to apply for GAVI support for introduction of hepatitis B 
(HepB) vaccine, and to Yemen to prepare for pentavalent 
(DPT-HepB-Hib) vaccine introduction in early 2005. 
Both countries received the first shipments of HepB and 
pentavalent DPT-HepB-Hib vaccines respectively in late 
2004, and plans are in place to start using these vaccines 
in routine immunization in early 2005. Accordingly, the 
proportion of infants living in countries where HepB 
vaccine is offered through routine immunization will 
increase from 46% in 2002 to 89.6% in early 2005, and 
the number of countries where this vaccine is included in 
the routine immunization programme will reach 19 (all 
countries except Afghanistan, Djibouti and Somalia).

Focus is being placed on determining the burden of 
Hib, pneumococcal and rotavirus diseases in countries of 
the Region in order to provide the information necessary 
for advocacy and risk–benefit analyses for introduction of 
new vaccines. To achieve this objective, the Regional Office 
is establishing a regional network for laboratory-based 
surveillance of these diseases. The network will support 
the establishment of national surveillance infrastructures 
for long-term use, provide common protocols, methods 
and standardized quality control, facilitate sharing of 
information, experience and resources, and generate data 
necessary for regional planning.

An intercountry workshop on surveillance of bacterial 
meningitis was conducted in early 2004 to launch 
laboratory-based bacterial meningitis surveillance in the 
Region. During the meeting, national focal points were 
briefed on suitable approaches for bacterial meningitis 
surveillance and national plans were formulated to 
establish bacterial meningitis surveillance. The Regional 
Office also developed guidelines on laboratory-based 
surveillance of bacterial meningitis. Technical support was 
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provided to countries in selecting suitable sentinel sites 
for laboratory-based surveillance, and national training 
workshops were conducted to train staff in the selected 
sentinel sites. Follow-up visits and laboratory supplies 
are being provided regularly. To date, laboratory-based 
surveillance of bacterial meningitis has been incorporated 
in the routine surveillance system in five countries and 
sentinel surveillance has been established in seven 
countries.

An intercountry workshop on surveillance of rotavirus 
gastroenteritis was conducted in September to brief the 
national programme officers on progress in the production 
of rotavirus vaccines and on suitable approaches for 
rotavirus gastroenteritis surveillance. An intercountry 
workshop on surveillance of pneumococcal disease was 
conducted in December to brief national programme 
officers on progress in the production of pneumococcal 
vaccines and on suitable approaches for pneumococcal 
disease surveillance. During the workshop participants 
discussed building on the current bacterial meningitis 
network for establishing pneumococcal surveillance 
activities.

Future directions

As Afghanistan and Djibouti are newly eligible for 
GAVI support for the introduction of new vaccines, the 
Regional Office will support both countries in preparing 
documentation and developing proposals for GAVI support 
for the introduction of HepB vaccine in Afghanistan and 
HepB and Hib vaccine in Djibouti.

The Regional Office will continue to support bacterial 
meningitis surveillance in countries. The network will be 
expanded to cover more countries and to involve more 
sentinel sites in the participating countries. Country 
proposals for establishing rotavirus surveillance will be 
submitted to the Regional Office in March 2005, and the 
regional working group on rotavirus surveillance will 
meet in April to organize technical and financial support 
to the countries. A proposal for supporting establishing 
a regional pneumococcal surveillance network will be 
submitted to GAVI’s PneumoADIP for funding.

Vaccine quality, safety and 
availability

Strategic issues

Immunization safety is recognized as one of the major WHO 
priorities. The Regional Office promotes safer practices 
in immunization injections in all countries of the Region. 
The regional strategic plan for improving injection safety 
in immunization services covers supporting assessment 
of the situation of injection safety and development 
of national plans for improving immunization safety; 
assisting GAVI-eligible countries in applying for GAVI 
support for immunization safety; and supporting phased 
introduction of auto-disable (AD) syringes, including 
proper disposal and waste management practices. A joint 
statement by WHO/UNICEF/UNFPA on the use of AD 
syringes encourages partners of immunization services 
and countries to consider good-quality vaccines, AD 
syringes and safety boxes as three essential components 
of a “bundle”.

Action taken in 2004 and results achieved

The regional strategic plan for strengthening injection 
safety in immunization services was updated to cover 
the period 2005–2009. The main approaches of this plan 
are generating reliable data on injection safety through 
standardized assessment of injection safety; ensuring 
political commitment and developing national injection 
safety plans of action; sustaining public information 
and communication and initiating behaviour change; 
strengthening management capacity and developing 
human resources; assuring the regular provision of 
injection equipment and supplies; assuring safe sharps 
waste collection and management; and ensuring a strong 
system of supervision, regular reporting, monitoring and 
evaluation. The updated regional plan will be submitted 
for endorsement by the Regional Committee in 2005.

AD syringes were introduced for use throughout the 
Islamic Republic of Iran. Technical support was provided 
for assessment of injection safety in Lebanon and a plan 
of action was developed to improve injection safety. In 
the Syrian Arab Republic, a re-assessment of injection 
safety was conducted, with results showing successful 
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implementation of the Focus Project for strengthening 
immunization safety. Local production of AD syringes 
started and a prequalification process is being developed.

After its successful implementation in the Syrian Arab 
Republic, the Focus Project was expanded to Pakistan and 
Sudan. Technical support was provided to both countries 
to introduce the project, and a plan of action for its 
implementation was developed. The Regional Office is 
supporting countries in moving from injection safety in 
immunization services to ensuring injection safety in all 
health care services and establishing more comprehensive 
infection control programmes.

Technical support was provided to Oman to assess 
current infection control activities and develop a national 
strategic plan for establishing an infection control 
programme. In Pakistan, a national workshop was held in 
August and attended by representatives of all concerned 
partners and senior officials headed by the Federal 
Minister of Health, who requested all health officials to 
consider safety of injection the highest priority in health 
care services and to avail all supplies needed to ensure 
injection safety. A national policy on injection safety was 
formulated during the workshop, and a draft Disposable 
Medical Devices Act was reviewed and submitted for 
endorsement by the national authorities.

Future directions

Ensuring immunization safety, especially safety of 
injection, is a real challenge. Scaling up work at regional 
and country levels will ensure that safe and appropriate 
use of injections will save precious lives and health 
care resources. The Regional Office will continue 
emphasizing immunization safety as a core component of 
any immunization programme. The capacity to assess and 
manage immunization safety will be enhanced at all levels. 
All countries will be supported to strengthen surveillance 
of adverse events following immunization. This issue will 
be discussed and national plans will be developed in an 
intercountry workshop on monitoring and evaluation to 
be conducted in early 2005. The systematic “bundled” 
distribution of good-quality vaccine, AD syringes and 
safety boxes needs to be implemented in more countries 
in the Region.

Tuberculosis control

Strategic issues

Tuberculosis is a disease of poverty, and its control is a 
priority in the Region. The main challenge is to achieve 
the global targets of 85% treatment success and 70% case 
detection by end 2005. Accomplishing these targets is 
an important step towards achieving the targets set for 
achievement of the Millennium Development Goals. 
Tuberculosis control can be divided into three stages. 
The first is to expand services, measured primarily by 
coverage with the WHO-recommended strategy of 
directly observed therapy, short-course (DOTS). The 
second is to improve quality of services, measured by the 
treatment success rate and case detection rate. The third 
stage is to make an epidemiological impact, measured by 
prevalence, deth and incidence rates. By end 2003, DOTS 
coverage had been expanded to a regional coverage rate 
of 78%. The quality of services, measured by treatment 
success rate, was reasonably high, with a regional average 
of 82%. However, the regional case detection rate was still 
low, at 28%. This was primarily due to incomplete DOTS 
expansion in Afghanistan and Pakistan; the case detection 
rate in other countries of the Region was 48% on average. 
The challenges are therefore to expand the DOTS strategy 
in Afghanistan and Pakistan, and improve case detection 
in other countries where the detection rate remains low.

Action taken in 2004 and results achieved

In 2004, the Regional Office took comprehensive action 
to expand DOTS in high burden countries particularly 
Afghanistan and Pakistan, and improve case detection 
and expand care to specific groups in all countries. 
Support to high burden countries focused on technical 
assistance and partnership development. Technical 
capacity was strengthened in Afghanistan and Pakistan 
by recruiting international and national experts and 
expanding partnerships for tuberculosis control. In 
Pakistan, a national stop tuberculosis partnership was 
developed and a goodwill ambassador was designated. 
The expanded partnerships resulted in sharply increased 
financial support to the programmes. Figure 5.2 shows the 
expanded partnerships in Afghanistan and Pakistan and 
other high-burden countries.
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The Regional Office assisted countries in improving 
case detection through promoting public–private 
mix, laboratory network, surveillance and logistics 
management. The public–private mix was supported in 
many countries, particularly through operational research. 
For example, in Sharkia governorate in Egypt, training of 
private physicians resulted in an increase in case detection 
by 23%. The Regional Office conducted an intercountry 
training workshop on laboratory network development 
in July 2004. The national reference laboratory of Egypt 
was upgraded and will become a regional tuberculosis 
reference laboratory. Surveillance was further 
strengthened by introducing an innovative computerized 
surveillance system in Egypt, Jordan, and Syrian Arab 
Republic. In the Syrian Arab Republic, the system became 
functional, providing a comprehensive set of information 
for improving programme performance. The DOTS 
Fax became fully functional and almost all countries 
regularly submitted reports. Logistics management was 
strengthened with support of the Global Drug Facility in 
Afghanistan, Iraq, Pakistan, Somalia, Sudan, Syrian Arab 

Republic and Yemen. The Regional Office also initiated 
regional surveillance of logistics management. A calendar 
with health educational messages was produced for World 
Tuberculosis Day 2004.

The Regional Office supported the expansion of 
tuberculosis care to specific groups. Care for patients with 
chronic tuberculosis, including those with multidrug-
resistant tuberculosis, was started through the collaboration 
with the Green Light Committee in Egypt, Jordan, 
Lebanon and Syrian Arab Republic. Comprehensive 
care for people with respiratory symptoms, known 
as the Practical Approach to Lung Health (PAL), was 
extended to Jordan, Morocco, Syrian Arab Republic and 
Tunisia. Comprehensive care for patients co-infected 
with tuberculosis and HIV was initiated within the 
framework of the 3 by 5 Initiative. Collaboration between 
tuberculosis and AIDS programmes was started in several 
countries, particularly in Djibouti and Sudan, where HIV 
and tuberculosis are epidemic. A regional strategy for HIV 
and tuberculosis collaboration is under development.

Figure 5.2 Main international partners in tuberculosis control in the countries of the Region
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DOTS coverage was expanded in Afghanistan and 
Pakistan from 46% and 52% in 2003 to 60% and 80% in 
2004, respectively. The regional DOTS coverage reached 
80%, and case detection increased to 33% as a regional 
average (50% in countries other than Afghanistan and 
Pakistan). Morocco and Tunisia achieved the global targets 
and received the first Tuberculosis Award from the global 
Stop Tuberculosis Partnership. Jordan and Oman are close 
to achieving the targets, and these four countries started 
to show a declining tuberculosis incidence, indicating that 
they are entering the third stage of tuberculosis control. 
Table 5.2 summarizes the status of tuberculosis control in 
countries of the Region.

The case detection rate remains far below the target 
of 70%. Continued expansion of DOTS in Pakistan 
and Afghanistan is needed, as well as enhancement of 
case detection in other countries where detection rates 
are not high. Revision of estimated incidence through 
improvement of surveillance is also important.

Future directions

Countries are working hard to achieve the global targets 
by end 2005, and the Regional Office will continue to 
support their activities. In 2005, Pakistan is expected to 
achieve 100% DOTS coverage. Afghanistan is expected 
to expand DOTS further, subject to the security situation. 

Countries DOTS
coverage

 (%)

2004 

DOTS case 
detection

rate
(%)

 2003

DOTS treatment 
success rate

(%)

 2002

Prevalence of 
tuberculosis 
(per 100 000
 population)

 2000

Tuberculosis  
mortality 

(per 100 000
population)

2000

Afghanistan 63 20 85 708 96

Bahrain 100 53 19 72 6

Djibouti 100 58 84 795 87

Egypt 100 52 83 42 4

Iran, Islamic Republic of 100 57 82 40 4

Iraq 100 27 90 208 29

Jordan 100 89 89 7 1

Kuwait 100 76 56 58 3

Lebanon 100 100 91 17 2

Libyan Arab Jamahiriya 100 100 61 23 2

Morocco 100 81 90 104 11

Oman 100 81 72 13 1

Pakistan 80 17 79 415 48

Palestine 100 4 100 40 5

Qatar 100 100 77 69 6

Saudi Arabia 100 39 62 60 5

Somalia 80 36 87 752 123

Sudan 100 40 80 378 61

Syrian Arab Republic 100 48 87 59 5

Tunisia 100 85 92 28 2

United Arab Emirates 70 35 80 29 2

Yemen 100 80 78 166 13

Region 80 33 82 234 29

Table 5.2 Status of tuberculosis control in the countries of the Region
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Case detection in other countries is expected to increase 
through enhancing case detection and care. The Regional 
Office will support countries through development of 
a 10-year strategic plan and launching of the Stop TB 
regional partnership. The 10-year plan will outline 
strategies, activities and resources necessary to achieve 
the global targets and the relevant target of the Millennium 
Deveopment Goals. The Stop TB regional partnership will 
address tuberculosis control in an affective and sustainable 
way with regional and nonregional partners. Expanded 
DOTS will be the key component in the strategy plan. 
Surveillance will be emphasized, as it is a tool to revise 
the estimated burden of tuberculosis, and priority will be 
given to partnership development at all levels to strengthen 
national capacity. More attention will be given to social 
mobilization in order to enhance community involvement. 
World TB Day 2005 will focus on social mobilization and 
so-called demand-side intervention.

Strengthening communicable 
diseases surveillance and 
response

Strategic issues

The Regional Office strives to ensure use of appropriate, 
consistent and timely surveillance data for the design and 
targeting of interventions to contain leading epidemic-
prone communicable diseases in the Region, identification 
and rapid and effective response to unexpected threats from 
new or re-emerging diseases, and improving preparedness 
of countries.

Within the framework of the International Health 
Regulations, the Regional Office has identified the 
following strategic directions: development and 
strengthening of national disease surveillance systems; 
development and strengthening of national human 
resources; development of national plans to respond to 
possible emergence of epidemics; continuous monitoring 
of occurrence and response to outbreaks of communicable 
diseases at national, regional and global levels; and 
strengthening the role of the regional WHO collaborating 
centres in supporting surveillance activities and applied 
research.

Action taken in 2004 and results achieved

The Regional Office organized two regional consultation 
meetings on the International Health Regulations. During 
the first meeting, held in Cairo in March for high-level 
officials of ministries of health, countries prepared plans 
for developing national consensus on the proposed revised 
Regulations. Support was provided for the organization of 
national workshops that were attended by representatives 
of ministries of health and other key sectors in the 
respective countries. National consensus prospects from 
Member States were presented at the second regional 
consultation held in Damascus in June, which was attended 
by national representatives of ministries of health and 
other key sectors from all countries of the Region. In the 
meeting, Member States agreed on a process to narrow 
the differences in opinion and defined their input to the 
WHO Inter-Governmental Working Group (IGWG) on 
the proposed revised Regulations. The meeting also 
discussed issues related to improving transparency of 
reporting of epidemic-prone and other communicable 
diseases and minimizing over-reaction of countries in the 
Region to outbreaks of communicable diseases. A paper 
on the proposed revision was presented to the Regional 
Committee at its 51st session, and a resolution on the 
proposed revision of the International Health Regulations 
(EM/RC51/R.8) was adopted which called for support 
for the development of a regional network for outbreak 
alert and response and strengthening partnership and 
resource mobilization among the main stakeholders to 
build capacity in communicable disease surveillance and 
response. Thirteen countries of the Region participated in 
the IGWG meeting in Geneva in November.

An intercountry meeting on emerging infectious 
diseases was held in Beirut in April to promote 
communicable disease surveillance and response activities 
for emerging infectious diseases in countries of the 
Region. The recommendations of the meeting emphasized 
the need for high political commitment to support 
surveillance and response to emerging and re-emerging 
diseases, improvement of the organizational structure 
responsible for surveillance and response activities and 
allocation of budget lines for timely response to outbreaks. 
The Regional Office and regional collaborating centres 
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were requested to support the development of a regional 
influenza surveillance network. 

A joint assessment of public health surveillance 
system in Pakistan was undertaken by the Federal 
Ministry of Health of Pakistan, WHO, Centers for Disease 
Control and Prevention (CDC) in Atlanta and the World 
Bank in August to identify the strengths and weaknesses 
of the public health surveillance system as a preliminary 
step towards the development of a national action plan in 
2005.

The Regional Office played a central role in 
containing outbreaks in the Region through provision 
of timely technical assistance, information, human and 
laboratory resources, equipment and supplies. Between 
May and December 2004, 17 720 cases of suspected 
hepatitis E were reported from the Greater Darfur region 
in western Sudan through the Early Warning and Response 
Surveillance (EWARS) system. EWARS, a collaborative 
activity led and coordinated by WHO, is an information 
management and dissemination system on disease 
occurrence that involves teams from the United Nations 
Office for the Coordination of Humanitarian Affairs and 
other concerned agencies. The outbreak, which mainly 
affected displaced communities following civil unrest in 
western Sudan, resulted in 166 deaths, with a case fatality 
rate (CFR) of 0.94%.

An outbreak of Ebola haemorrhagic fever in Yambio 
district, southern Sudan was rapidly investigated, 
confirmed and responded to within two weeks of the 
initial report. An international response team was able 
to contain the spread of the outbreak in three weeks. 
Laboratory diagnosis of Ebola haemorrhagic fever was 
confirmed by CDC, Atlanta. The spread of the outbreak 
lasted for 53 days and the outbreak was officially declared 
over on 7 August 2004 (42 days after the last confirmed 
case died. A total of 17 confirmed and probable cases were 
recorded, including 7 deaths (CFR 41.2%). Three health 
care workers were among the confirmed cases.

During the period between December 2003 and 
April 2004, a total of 3225 suspected cases of cholera 
were reported in Somalia, including 34 deaths (CFR 
1.05%). About 69% of the cases were children under 5 
years of age. Support was provided for the development 
of a funding proposal for submission to the Islamic 

Development Bank, which subsequently donated 
US$ 200 000 to contain the outbreak. Training was 
provided for Somali health workers on outbreak 
investigation and surveillance of communicable disease, 
especially cholera, during a three-month training activity 
organized at Gezira University, Sudan.

The Regional Office and the U.S. Naval Medical 
Research Unit No. 3 (NAMRU-3), a WHO collaborating 
centre, developed a plan to conduct influenza surveillance 
in selected countries of the Region. The plan supports 
development of a regional influenza surveillance 
programme, and aims at characterizing when, where 
and which influenza viruses are circulating in carefully 
selected sentinel sites in the Region; determining the 
intensity and impact of influenza activity; upgrading 
laboratory and epidemiology capacity for influenza 
surveillance through assessment and training activities; 
fostering collaboration and data sharing among countries; 
detecting unusual events including the emergence of 
new strains; and assisting in control of influenza spread 
in the Region. Egypt, Morocco, Oman, Pakistan, Saudi 
Arabia and Syrian Arab Republic agreed to participate 
in this specialized surveillance programme, and related 
activities were started in Egypt, Oman, Saudi Arabia and 
Syrian Arab Republic. Influenza viruses isolated during 
the pilgrimage season in Saudi Arabia were sent to WHO 
influenza reference laboratories at CDC for consideration 
in the constituents of the new influenza vaccine. The 
Regional Office disseminated timely updates to all 
countries on occurrence of avian influenza and answered 
related queries from different sources.

In Darfur, western Sudan, pre-emptive oral cholera 
vaccine (OCV) was given to internally displaced people 
in camps as a precautionary measure after appearance 
populations of cholera cases in Chad, coupled with limited 
preparedness to respond efficiently to outbreaks of cholera 
and the onset of the rainy season. Dukoral, a two-dose 
cholera vaccine, was given in a 10-day interval to fully 
vaccinate 40 332 internally displaced persons in Darfur.

Future directions

The Regional Office will continue to provide training, 
in-depth review missions and technical support during 
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outbreaks. Efforts will be made to support countries 
in implementation of the revised International Health 
Regulations after endorsement of the proposed revision 
by the World Health Assembly. A regional alert and 
response team is being created at the Regional Office to 
ensure expedient and appropriate support to countries of 
the Region in the event of an outbreak of epidemic-prone 
disease.

Zoonoses

Strategic issues

A number of well known zoonotic diseases, such as 
rabies, brucellosis and echinococcosis continue to affect 
human and animal populations in many countries of 
the Region. The effective surveillance, prevention and 
control of zoonotic diseases pose a significant challenge 
to public health. Many countries do not have the technical 
and financial means to collect and analyse detailed 
epidemiological information regarding the spread of 
zoonotic diseases, evaluate disease-associated damage 
or apply control interventions. Control programmes in 
most countries suffer from lack of coordination between 
the public health and veterinary sectors with regard to 
integrating animal and human health data at national 
and regional levels, establishing early warning and alert 
systems on outbreak of zoonoses, and bringing together 
available strategies and tools for the prevention and control 
of zoonoses. Although the impact of major zoonoses on 
public health continues to be significant in many countries 
in terms of morbidity, rabies constitutes a major threat as a 
cause of potential human mortality. Prevention of human 
rabies requires heavy spending on procurement of rabies 
vaccines and immunoglobulins. Brucellosis in humans 
remains a major public health hazard in some countries 
with insufficient control of brucellosis among animal 
populations, weak capability of surveillance systems to 
identify the disease and non-observance of preventive 
measures by the general public. International cooperation 
in prevention and control of zoonoses in countries needs 
further strengthening.

Action taken in 2004 and results achieved

The Regional Office supported national programmes in 
strengthening intersectoral coordination in prevention and 
control of zoonotic diseases at national level. A national task 
force on prevention and control of zoonoses was formed 
in Jordan to prepare national guidelines for management 
of zoonotic diseases. In order to strengthen intersectoral 
cooperation and integration, a two-day workshop to 
develop an integrated strategy to control zoonoses in 
Jordan was conducted with participation of medical and 
veterinary sectors. In the Syrian Arab Republic, national 
capacity for timely recognition and treatment of zoonotic 
diseases was strengthened through training of 400 doctors 
and nurses in Damascus in January. In addition, the 
Regional Office in cooperation with the Mediterranean 
Zoonosis Control Programme actively supported the 
implementation of a pilot brucellosis surveillance project 
aimed at improving the surveillance system.

The Regional Office positively responded to requests 
from Afghanistan, Iraq, Morocco, Pakistan, Somalia, 
Sudan, Tunisia and Yemen to support the prevention 
and control of rabies. A national workshop on diagnosis, 
prevention and control of rabies was organized in Morocco 
for the regional coordinators responsible for the planning 
and implementation of zoonotic disease control. The 
participants were trained as trainers for public health staff 
in local health centres. In Pakistan, the Federal Ministry 
of Health with support from WHO initiated a country-
wide public education programme on prevention of rabies 
cases among humans. Training courses were organized for 
staff of public and private hospitals in different provinces 
with the aim of improving notification, reporting and 
provision of anti-rabies vaccination to people exposed 
to animal bites. Two workshops were organized for 
media professionals to promote public awareness of 
rabies prevention. In Tunisia, medical and veterinary 
professionals were trained on integrated control of rabies. 
A WHO Consultant was assigned to Yemen to assist in 
updating the national strategy on rabies prevention and 
control. An integrated plan of action for the control of 
rabies involving veterinary, medical, education, finance 
and local government sectors was developed and approved 
by participants of a planning workshop. The Regional 
Office supported the implementation of the rabies control 
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plan in Yemen through provision of diagnostic materials 
for rabies laboratories and supply of human rabies vaccine 
and immunoglobulins. Rabies vaccine was also supplied 
to Afghanistan, Iraq, Somalia and Sudan.

The Regional Office continued close cooperation 
with the Mediterranean Zoonoses Control Programme in 
strengthening national capacity for prevention, surveillance 
and control of major zoonoses. Two international training 
courses for medical and veterinary laboratory personal 
were organized in the Syrian Arab Republic with the 
objective of updating laboratory professional staff in 
current methods of brucellosis diagnosis; understanding 
the role of the laboratory as a tool for brucellosis control; 
strengthening collaboration and coordination between 
public health, animal health and laboratory services; and 
harmonizing standard brucellosis laboratory diagnosis 
methods. National training courses on intersectoral 
brucellosis surveillance, prevention and control were 
conducted in Egypt and Kuwait to provide participants 
with general principles of planning, implementation, 
evaluation and monitoring of brucellosis surveillance 
systems.

Future directions

Efforts will be continued to reduce the public health 
significance of zoonotic diseases through strengthening 
cooperation between medical and veterinary sectors 
in diagnosis of zoonoses, exchange of information, 
organization of shared surveillance systems, common 
training of staff and creation of community awareness.

Countries will be encouraged to assess the economic 
and health burden of zoonotic diseases through the 
available tools. National strategies for control of major 
zoonoses will be updated and prioritized according to 
their impact on morbidity and mortality. Core national 
expertise in diagnoses, prevention and control of zoonotic 
diseases will be strengthened through provision of training 
for medical and veterinary staff. The development of self-
sufficiency in production of vaccines against zoonoses 
will be supported in countries.

Control of tropical diseases of 
regional specificity

Schistosomiasis and soil-
transmitted helminths

Strategic issues

Schistosomiasis and soil-transmitted helminthiasis affect 
more than one-third of the world’s population, with the 
most intense infections among children and the poor. 
WHO estimates that around 2 billion people world-wide 
are currently infected. Of these, 300 million suffer severe 
and permanent impairment as a result. Although such 
infections do not result in huge numbers of deaths, the 
consequences for health and development are enormous. 
Apart from permanent organ damage, helminth infections 
cause anaemia, poor physical growth, poor intellectual 
development and impaired cognitive function, at a critical 
time in life, as maximum intensity infections occur in the 
age range of 5 to 14 years.

Control of these communicable diseases consolidates 
advances made by child survival programmes, builds 
adolescent and adult capacity and enhances opportunities 
for economic development. Control is now possible 
through regular treatment with inexpensive, single-dose 
and highly effective drugs so safe they can be given to 
all groups at risk, including children under 5 years and 
pregnant women. Technical problems of large scale 
chemotherapy campaigns have been resolved, making 
control feasible in all settings. Few other conditions 
associated with poverty can be so easily alleviated at so 
little expense.

Many countries of the Region are successfully 
engaged in reducing mortality, morbidity and transmission 
of schistosomiasis, including Egypt, Iraq, Jordan, 
Morocco, Oman, Saudi Arabia and Syrian Arab Republic. 
Schistosomiasis remains a major public health problem 
in Sudan and Yemen. Only two countries (Afghanistan, 
Egypt) are fully engaged in deworming programmes for 
soil-transmitted helminths.
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Action taken in 2004 and results achieved

In 2004, a country-wide deworming campaign for primary 
school children was implemented in Afghanistan through 
support of the Partners for Parasite Control (PPC), with 
the leading role played by the World Food Programme. 
In total, 4 433 361 children and 251 342 adults received 
deworming treatment, reaching more than 95% of the 
primary schools in the country and more than 92% of the 
total population of schoolchildren. The programme also 
included training for teachers and staff of the Ministry 
of Public Health and Ministry of Education, as well as a 
health awareness campaign.

A baseline survey was conducted in 2004 to determine 
the progress of schistosomiasis control in Egypt. The 
survey, conducted among a representative sample from 
five governorates including both enrolled and unenrolled 
children, showed prevalence among enrolled children in 
rural areas below 3%, with light intensity of infection. 
However, higher prevalence and intensity of infection was 
detected among unenrolled, which represent almost 15% 
of the total school-age population in the area. The survey 
also showed the presence of soil-transmitted helminths 
in well defined areas and endemic foci for fascioliasis 
in every governorate surveyed, indicating that control 
measures for soil-transmitted helminths and fascioliasis 
are needed.

The Regional Office continued technical support to 
Saudi Arabia to implement one of the most robust and 
comprehensive schistosomiasis control programmes in 
the Region. Transmission of S. haematobium is being 
interrupted in most of the past active foci by a long-
term sustainable snail control strategy and a successful 
diagnostic and treatment programme for infected 
individuals. Surveys carried out in 2004 confirmed the 
absence of schistosomiasis in the former foci of Tabuk and 
Hail regions, making these areas free from the disease for 
more than 5 years. Jazan region, which borders endemic 
foci in Yemen, remains the most vulnerable area. In this 
region, three rounds of examinations and treatment were 
carried out among the general population in the border 
area, supported by four school surveys, allowing the 
detection and treatment of 53 cases in 2004.

In Morocco, following schistosomiasis outbreaks in 
4 provinces in 2003, the Regional Office supported mass 
chemotherapy campaigns in all areas affected in 2003 and 
reinforcement of surveillance and snail control activities 
in all formerly affected areas of the country. As a result, 
no cases were reported in 2004. In Oman, in response to 
findings of a 2003 mission to investigate the emerging 
focus of S. mansoni in Dhofar, the Regional Office 
supported a serological survey of 2250 children in 2004, 
of whom 18% (413) were found positive. Of these, only 7 
(1.6%) were confirmed with parasite eggs.

In Iraq, primary school children from four different 
ecological zones were screened for the presence of 
helminths in stools and in urine (S. haematobium). Results 
showed that the plateau region and alluvial zones were 
the most affected areas. Anaemia was diagnosed in more 
than 60% of the screened children, independently of the 
presence or absence of soil-transmitted helminth infection. 
47 schistosomiasis cases were also diagnosed during the 
survey, almost all heavily infected. Of these, 37 (80%) 
were from Al Qaem, close to the border with a former 
focus in the Syrian Arab Republic.

Little progress was made with regard to schistosomiasis 
and soil-transmitted helminth control in the most endemic 
countries, namely Somalia, Sudan and Yemen. Surveys 
conducted in Sudan at the end of 2003 and analysed in 
2004 showed that White Nile state in Sudan is still highly 
endemic for both S. mansoni and S. haematobium. More 
efforts and funds are needed to assist these countries in 
implementing the WHO global strategy for the control 
of schistosomiasis and soil-transmitted helminthiasis and 
integrating it into ongoing health and education initiatives, 
starting with primary school children.

Future directions

In Afghanistan, efforts will focus on further decentralizing 
the planning and implementation of the deworming 
campaign in 2005. Links with other school-based and 
community-based initiatives will be included in the 2005 
campaign, at least on a pilot basis. A strategic stakeholder 
conference will be held, and coming rounds will be 
embedded in a community-centred health and hygiene 
strategy. Focus will be placed on strengthening ministerial 
capacity at the central and provincial level.
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In Egypt, efforts will be made to include control 
measures for soil-transmitted helminthiasis and 
fascioliasis in the school health programme. The national 
schistosomiasis control programme will be supported to 
develop sustainable control measures, including health 
education, snail control interventions and a strong 
surveillance and monitoring system capable of detecting 
hotspots and reaching unenrolled children, in order to 
consolidate the results achieved.

Support will be given to low endemic countries 
close to elimination (Jordan, Libyan Arab Jamahiriya, 
Morocco, Saudi Arabia and Syrian Arab Republic) 
to maintain efficient sensitive surveillance systems 
allowing timely identification and treatment of remaining 
cases. Rehabilitation of the control programme for 
schistosomiasis and soil-transmitted helminthiasis in 
Iraq remains a high priority for 2005, to avoid the risk of 
new outbreaks or spread to border areas with the Islamic 
Republic of Iran and Syrian Arab Republic. A major 
challenge will be to initiate long-term control programmes 
in highly endemic countries such as Somalia, Sudan and 
Yemen using as reference the experiences of Afghanistan 
and Egypt.

Leishmaniasis

Strategic issues

A number of different Leishmania parasite species are 
present in the Region, causing distinct leishmaniasis 
entities, each requiring a specific prevention strategy. 
Severe seasonal (November–February) outbreaks of 
anthroponotic visceral leishmaniasis (AVL), caused by 
Leishnmania donovani, are registered every year in Sudan, 
especially following mass displacements of non-immune 
populations to transmission areas. AVL is also a major 
public health problem in Somalia, affecting communities 
living in 10 regions populated by at least 65% of the total 
Somali population. Transmission is maintained by the 
presence of post-kala-azar dermal leishmaniasis (PKDL) 
cases that persist for long periods acting as reservoirs for 
the disease. A zoonotic transmission cycle is suspected to 
exist but the animal reservoir (probably a wild rodent or 

a mustellidae) has not yet been identified. The disease is 
fatal in absence of treatment.

In both countries, implementing an AVL prevention 
and control programme to cover all the affected areas is 
a real challenge, given the prevailing situation and the 
weakness and low coverage of the health system, and the 
limited accessibility of these areas. The difficult diagnostic 
and treatment procedures add to the challenge. The few 
diagnostic and treatment facilities currently available are 
run by nongovernmental organizations in both countries. 
However, their coverage is still very limited, leaving a 
large proportion of undiagnosed AVL cases and PKDL 
that maintains the transmission. Better coverage may be 
expected if integrated approaches targeting all diseases 
are implemented in these areas.

Anthroponotic cutaneous leishmaniasis (ACL) caused 
by L. tropica is a major problem, particularly in the Syrian 
Arab Republic, in some urban foci in Afghanistan and 
in northern Pakistan. Outbreaks of zoonotic cutaneous 
leishmaniasis (ZCL), caused by L. major, continue to 
appear in desert zones in the Islamic Republic of Iran, 
Morocco, Pakistan, Syrian Arab Republic and Tunisia. 
The outbreaks usually result from population explosions 
among rodent reservoirs which follow rainy years 
or water resource development projects. It has been 
shown (in Jordan, Saudi Arabia and Tunisia) that ZCL 
can be effectively eliminated by ecologically friendly 
modifications of the biotope of the rodent reservoirs, 
which requires the intervention of other sectors.

Action taken in 2004 and results achieved

The Regional Office supported the development 
of guidelines for AVL management in Somalia and 
provided drugs for timely response to outbreaks of 
AVL in some accessible areas in Sudan and in Somalia. 
Technical assistance was provided to south Sudan, where 
leishmaniasis control has improved with the rehabilitation 
of the health services in several counties through the 
trypanosomiasis control programme. Several national 
training activities for the control of ACL and ZCL were 
supported by the Regional Office, especially in the Islamic 
Republic of Iran and Syrian Arab Republic. In Pakistan, 
surveillance and management of ACL cases is being led 
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by WHO staff using drugs that are now provided by the 
local authorities. New vector control approaches using 
insecticide-treated nets are being tested against ACL 
in the Syrian Arab Republic, under the EMRO/DCD/
TDR Small Grants Scheme for Operational Research in 
Tropical and Other Communicable Diseases.

Future directions

Technical support will be provided to south Sudan 
to develop strategies for prevention and control. 
Preparations will be made to develop, with partners, a 
long-term strategy to address leishmaniasis and other 
so-called “neglected diseases” through an integrated, 
cost-effective package of interventions adapted to local 
circumstances. The Regional Office will work closely 
with headquarters to ensure an adequate supply of anti-
leishmanial drugs to enable timely response to outbreaks 
of AVL in Somalia and Sudan.

Trypanosomiasis

Strategic issues

Sudan is the third most endemic country in Africa for 
trypanosomiasis (sleeping sickness), a fatal disease if 
untreated. Diagnosis and treatment of trypanosomiasis 
require invasive techniques and skilled personnel. In the 
affected areas, only highly toxic injectable drugs, which 
require a long period for treatment, are available. The 
existence of more than 20% resistance to melarsoprol in 
some areas of south Sudan adds to the difficulties.

An intensified programme of control based on 
systematic active case detection and treatment has 
been implemented by the WHO/AVENTIS partnership 
initiative in four out of the five major foci since 2001. 
An evaluation mission conducted in December 2003 
in Tambura and Ezo counties, where no active case 
detection surveys had been conducted since 2000, 
confirmed both the re-emergence of trypanosomiasis 
and the lack of capacity for diagnosis and treatment. The 
extension of control programme coverage to Tambura 
and Ezo counties became a priority for 2004.

Action taken in 2004 and results achieved

An important coordination meeting took place in early 
2004 to standardize activities between all stakeholders 
involved in trypanosomiasis control in south Sudan and 
plan emergency action to be initiated in Tambura and 
Ezo counties as well as the extension of activities to areas 
not yet explored. Emergency action in Tambura and Ezo 
including purchase of all drugs, equipment and material 
and deployment of a medical team, was initiated by WHO 
in June. Three laboratories were rehabilitated and provided 
with equipment, and national staff were trained on diagnosis, 
treatment, follow-up and data collection. By the end of 2004, 
9354 people were screened and 239 cases were diagnosed. 
The process was followed up by and coordinated with local 
authorities, and Médicins sans frontières (Spain) agreed 
to support trypanosomiasis control in Tambura and Ezo 
counties in 2005–2006. The Regional Office also provided 
support to the Tropical Medical Research Institute and to 
the Federal Ministry of Health to develop diagnostic tools 
adapted to low endemic situations; undertake surveillance 
and control activities in Rokon, Bahr El Jabel; and provide 
international training for 5 medical officers.

Future directions

The sustainability of surveillance and control capacities 
and infrastructure remains an important challenge. The cost 
of early diagnosis and treatment of trypanosomiasis cases 
will become increasingly expensive as the number of cases 
decreases, which could lead to demobilization of partners. 
To address this issue, emphasis in the short-term (2005) will 
be to minimize costs through integration with other control 
programmes and the development of more comprehensive 
primary health care packages. In the medium term, efforts 
will focus on the introduction of community-based vector 
control initiatives in trypanosomiasis foci.

Control of sexually transmitted 
diseases (including AIDS)

Strategic issues

By the end of 2004, the total estimated number of people 
living with HIV/AIDS in the Region had reached 710 500. 
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The estimated number of adults and children newly 
infected with HIV during 2004 is about 92 000, which is 
more than 60% higher than 2003 figure. When comparing 
absolute numbers, new HIV infections in the Region 
during 2004 were more than in western Europe and north 
America combined (21 000 and 44 000 respectively). The 
main driving forces of the epidemic in the Region are 
heterosexual transmission and injecting drug use. With 
the exception of Djibouti and Sudan, where the epidemic 
is generalized (i.e. prevalence consistently over 1% in 
pregnant women), and the Islamic Republic of Iran, where 
the epidemic is concentrated among injecting drug users, 
the Region is in a low level epidemic state (i.e. prevalence 
consistently not exceeding 5% in any defined high-risk 
subpopulation). However, some recent studies indicate 
a generalized epidemic in Somalia, and a concentrated 
epidemic among injecting drug users in Pakistan. Access 
to antiretroviral treatment in the Region is low, with 
antiretroviral drugs accessible by less than 5% of the 
eligible population. This translates into a high death rate 
among people living with HIV/AIDS.

Recognizing this situation, and guided by the Regional 
Health Sector Response Strategy (2002–2005) and by the 
strategic framework for the 3 by 5 Initiative, the Regional 
Office is concentrating efforts on enhancing political 
commitment, mobilizing resources, scaling up prevention 
and treatment and effective monitoring and evaluation.

Action taken in 2004 and results achieved

The Regional Office organized a regional advocacy and 
briefing meeting on the 3 by 5 Initiative in February. 
Seven countries of the Region have committed to scaling 
up access to treatment and requested to be included in 
the 3 by 5 Initiative: Djibouti, Egypt, Islamic Republic 
of Iran, Libyan Arab Jamahiriya, Sudan, Somalia and 
Yemen. In parallel, the Regional Office published and 
disseminated the strategic framework of the 3 by 5 
Initiative in Arabic. Technical support was provided for 
resource mobilization in collaboration with UNAIDS. As 
a result, funding proposals were submitted by Djibouti, 
Somalia, Sudan and south Sudan to the Global Fund to 
Fight AIDS, Tuberculosis and Malaria; of these, all but 
one (Sudan) were approved. The Regional Office is also 

working closely with headquarters to develop country 
profiles to be used as background for donor solicitation.

Through the AIDS Information Exchange Centre 
(AIEC), several advocacy documents were disseminated to 
countries, and all HIV/AIDS meetings reports, publications 
and other related information were made available on the 
Regional Office website. The World AIDS Campaign 
2004 focused on issues related to women and HIV/AIDS. 
The Regional Office produced an advocacy kit and film 
focusing on issues related to women, girls and HIV/AIDS, 
such as education and equal rights to prevention, treatment 
and care. In Sudan, the Knowledge Hub established in 
late 2003 started its activities by holding workshops on 
HIV/AIDS programme management and on integrated 
management of adolescent and adult illness.

Competence in the provision of HIV counselling, 
testing and comprehensive HIV/AIDS care is lacking in 
many of the most affected countries. To build capacity 
in this area, the Regional Office distributed a number 
of relevant normative documents produced by WHO, 
including three which were adapted and translated into 
Arabic. Moreover, technical assistance in the form of 
short-term consultant missions were provided to Oman, 
Pakistan, Sudan and Yemen to address country-specific 
capacity building needs such as treatment guidelines and 
training. The Regional Office also supported fellowships 
and regional participation in international meetings and 
training workshops in various areas relevant to HIV/AIDS 
and sexually transmitted diseases.

One international medical officer was recruited to 
support scaling up of HIV/AIDS prevention and care in 
Sudan, and a similar officer is being recruited in Djibouti. 
There are plans to recruit more staff, international and 
national, in the Regional Office and in other priority 
countries during 2005. A major bottleneck in scaling up 
antiretroviral treatment in countries of the Region is the 
price of drugs. To address this issue, the Regional Office 
worked closely with headquarters in exploring ways to 
support Egypt and Islamic Republic of Iran in improving 
access to quality antiretroviral drugs at affordable prices, 
and planning activities to benefit all countries of the 
Region with regard to improving access to antiretroviral 
treatment.
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A preliminary framework was developed for 
collaborative HIV/AIDS and tuberculosis prevention 
and care activities, and national tuberculosis and AIDS 
programmes are being sensitized in this respect. The 
regional database for HIV/AIDS case reporting was 
revised and the new reporting forms were discussed 
and launched during the national programme managers’ 
meeting in May. Maintenance and updating of the data 
records continued throughout the year. Seven research 
studies in the area of HIV/AIDS and sexually transmitted 
diseases were supported through the Small Grants Scheme 
in 2004.

Future directions

The Regional Office will develop a regional strategic plan 
for HIV/AIDS for 2006–2010. Within the framework 
of the 3 by 5 Initiative, support will be continued to all 
Eastern Mediterranean countries with special focus 
on Djibouti, Islamic Republic of Iran, Libyan Arab 
Jamahiriya, Pakistan, Somalia, Sudan and Yemen to scale 
up their HIV/AIDS prevention and treatment efforts. 
Other activities will be focused on the following areas: 
advocacy to enhance national commitment to HIV/AIDS 
prevention, care and treatment scaling up; supporting 
countries in mobilizing resources, mainly through support 
for the development Global Fund proposals; building 
national capacity in effective surveillance and important 
health sector interventions in prevention, treatment 
and care; providing countries with tools and normative 
guidance, including documentation of good practices as 
a means of sharing experience; and strengthening WHO 
capacity at regional and country level.

Malaria control

Strategic issues

About 96% of the estimated 15 million annual malaria 
cases in the Region occur in only six countries 
(Afghanistan, Djibouti, Pakistan, Somalia, Sudan, 
Yemen). An additional three countries (Islamic Republic 
of Iran, Iraq, Saudi Arabia) have low endemicity limited 
to certain areas. The remaining countries of the Region, 
including those free from local transmission or with 

residual malaria foci, are at risk of either reintroduction 
of malaria or extension of transmission. Collaborative 
efforts aim at halving the malaria burden by 2010 by 
implementing the following malaria control strategies: 
promoting access to effective treatment; promoting the 
application of effective preventive measures, including 
malaria vector control interventions (indoor residual 
spraying, insecticide-treated nets), prevention and control 
of malaria in pregnant women and prevention and control 
of malaria epidemics; strengthening capacity for malaria 
control; and strengthening malaria surveillance systems 
and the monitoring and evaluation of control at all levels.

In 2004, significant reduction of malaria morbidity 
occurred in the three countries with low endemicity 
compared with previous years. Countries with residual 
foci (Egypt, Morocco, Oman, Syrian Arab Republic) are 
proceeding towards malaria elimination, with very few 
local cases reported in 2004. Malaria-free countries were 
able to prevent reintroduction of malaria transmission. 
The Malaria-free Initiative in Khartoum and Socotra 
is proceeding successfully. The current situation is 
summarized in Tables 5.3 and 5.4.

Action taken in 2004 and results achieved

Efforts to strengthen capacity at both regional and country 
level continued. Additional technical staff were recruited 
in the Regional Office, and in Djibouti, and similar 
support to high-burden countries (Afghanistan, Pakistan, 
Somalia, Sudan and Yemen) was maintained. National 
capacity-building for planning and implementing malaria 
and vector control was supported in a number of countries 
through training in: malaria planning (Afghanistan 
and Islamic Republic of Iran); vector control (Yemen); 
medical entomology (Iraq, Oman, Saudi Arabia, Sudan 
and Yemen); monitoring insecticide resistance (Egypt); 
and management of pesticides for vector control (Iraq, 
Morocco, Oman, Sudan and Yemen). A number of 
intercountry meetings were held to update national 
programme staff in new initiatives and progress in malaria 
vector control. These included the national malaria 
programme managers’ meeting in May; a workshop on 
monitoring and evaluation in December; and a consultation 
on finalization of guidelines and tools on vector control 
needs assessment in December.
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Countries Cases in 2002 Cases in 2003 Cases in 2004 Species 
transmitted locally

Total Autoch-
thonous

Total Autoch-
thonous

Total Autoch-
thonous

Bahrain 45 0 87 0 85 0 nil

Egypt 10 0 45 0 43 0 P. falciparum

Iraq 952 most 347 most 155 150 P. vivax

Iran, Islamic Republic of a 15  558 9 122 23  562 17 060 13 821 7 602 P. vivax> 

P. falciparum

Jordan 159 0 163 0 173 0 nil

Kuwait 222 0 229 0 290 0 nil

Lebanon 59 0 58 0 68 0 nil

Libyan Arab Jamahiriya 16 0 47 0 15 N/A nil

Moroccob 104 19 73 4 56 1 P. vivax

Oman 590 6c
740 6c 615 0 nil

Pakistan 101 761 most 104

603

102 011 126 719 most P. vivax

P. falciparum

Palestine 1 0 1 0 0 0 nil

Qatar 138 0 93 0 72 0 nil

Saudi Arabiad 2 612 1 226 1 724 700 1 232 308 P. falciparum

> P. vivax

Syrian Arab Republice 27 15 24 2 13 1 P. vivax

Tunisia 51 0 75 0 39 0 nil

United Arab Emirates 1 418 0 1 796 0 1 612 0 nil

No transmission: Bahrain, Jordan, Kuwait, Lebanon, Palestine, Qatar, Tunisia, Libyan Arab Jamahiriya, United Arab Emirates
Sporadic transmission: Egypt, Morocco, Oman, Syrian Arab Republic
Low to moderate endemicity: Islamic Republic of Iran, Iraq, Pakistan, Saudi Arabia
NA Information not available
> Predominance of one species
a Endemic areas mostly in the south-east
b Transmission only in Chefchaouen province in 2004
c Introduced cases 
d Endemic areas only in the south-west 
e Transmission only in Hassaka and Malekia provinces

Table 5.3 Number of parasitologically confirmed cases in countries with no or sporadic 
transmission and countries with low–moderate malaria endemicity (Group 3)

Countries Year Total cases 
reported

Cases 
confirmed

Cases 
estimated

Species transmitted

Afghanistan 2004 261 456 240 408 2 500 000 P. vivax > P. falciparum

Djibouti 2004 2 142 122 80 000 P. falciparum > P. vivax

Somalia 2004 36 732 11 436 2 000 000 P. falciparum > P. vivax

Sudan 2004 3 083 711 668 484 7 500 000 P. falciparum > P. vivax

Yemen 2004 158 561 48 756 3 000 000 P. falciparum > P. vivax

Table 5.4 Number of recorded and estimated cases of malaria in 
countries with a severe malaria problem (Group 4)
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Improving malaria diagnosis and reviewing national 
treatment policies was a priority in 2004. A number of 
activities involved the establishment of the Horn of 
Africa Network for Monitoring Antimalarial Treatment 
(HANMAT), which held two meetings, in Cairo and 
Nairobi. Support was provided for malaria treatment 
review in Islamic Republic of Iran, Somalia and Sudan 
(including south Sudan), following drug efficacy studies 
in these countries. All countries with local falciparum 
malaria transmission have established functional sentinel 
sites for monitoring drug efficacy. The quality of laboratory 
diagnosis was evaluated in Afghanistan and Sudan and 
training of trainers courses were conducted.

Support was provided for strengthening of cross-
border coordination of malaria control activities and 
development of strategies for malaria elimination and 
certification of malaria-free status. In this regard, the 
process of certifying United Arab Emirates free from 
malaria was initiated; a strategy and plan of action for 
elimination of malaria from Saudi Arabia was developed 
and is under implementation; activities for the prevention 
of malaria reintroduction in the Libyan Arab Jamahiriya 
were reviewed; the feasibility of malaria elimination in 
Islamic Republic of Iran was reviewed; and cross-border 
malaria control activities were jointly planned between 
Iraq, Turkey and Syrian Arab Republic in Aleppo and 
between Afghanistan, Iraq and Pakistan in Peshawar.

In terms of scaling up interventions, a strategic plan 
for insecticide-treated net use in south Sudan was finalized 
for implementation with key partners. An integrated vector 
management strategy was developed in Djibouti with 
relevant partners from ministries of health, environment 
and agriculture. Intersectoral coordination mechanisms 
for implementation of integrated vector management 
were initiated in Egypt, Iraq, Morocco, Sudan and Yemen 
involving key ministries and organizations. Technical 
support was provided to Sudan for the development of 
monitoring and evaluation plan for malaria. Reporting 
on use, manufacturing, storage and transportation of 
DDT was piloted in 4 countries of the Region (Djibouti, 
Morocco, Oman and Sudan) as part of the requirements of 
the Stockholm Convention.

The Regional Office continued to provide support 
to countries in developing Global Fund proposals. Other 

resource mobilization efforts included submission of a 
regional proposal to the Global Environment Facility, 
which was approved for US$ 650 000; submission of 
a proposal to USAID to support Afghanistan with US$ 
500 000, which was approved; and development of a 
proposal for support from the Islamic Development 
Bank in collaboration with AFRO and headquarters. 
Agreements were signed with UNICEF and UNDP to 
support implementation of malaria projects from Global 
Fund resources in Somalia and Sudan, respectively.

Future directions

During 2004, the programme experienced a number of 
constraints such as delays in transfer of funds to countries 
from the Global Fund. Moreover, WHO extrabudgetary 
funds received were small compared to previous years 
and there was no indication of how much would be 
made available in 2005. These might endanger the 
implementation of the planned activities in 2005.

RBM will continue efforts to mobilize additional 
resources to achieve the expected outcomes, which include 
establishing a system for quality assurance of malaria 
microscopy; development of national IVM plans of action;  
strengthening the system for monitoring and evaluation, 
epidemic detection and response; strengthening capacity 
in general; and developing the regional and national 
strategic plans for 2006–2010.

5.3 Control of noncommunicable 
diseases

Integrated approach to 
noncommunicable disease 
prevention and control

Strategic issues

Noncommunicable diseases such as cardiovascular 
diseases, diabetes, cancer, renal, genetic and respiratory 
diseases are rising dramatically in the Region. 
Currently, 47% of the regional disease burden is due to 
noncommunicable diseases, and it is expected that this 
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burden will rise to 60% by the year 2020. Most of these 
diseases are the result of social, economic, and lifestyle 
choices that are easily preventable and manageable. 
Modifiable risk factors such as smoking, unhealthy diet 
and physical inactivity, which express themselves as 
diabetes, obesity and high lipids, are the root causes of 
the global noncommunicable disease epidemic. Although 
the relative importance of these may vary in different 
populations, these conventional risk factors may explain 
75% of such chronic conditions.

Technical support is focused on assisting countries 
in integrating noncommunicable diseases into primary 
health care; developing clear noncommunicable disease 
prevention and care policies; securing high-level 
commitment to primary prevention, screening and early 
detection; and establishing noncommunicable diseases 
and noncommunicable disease risk factor surveillance 
systems.

Cardiovascular diseases and stroke are becoming the 
major cause of illness and death in the Region, accounting 
for 31% of mortality. Hypertension affects almost 26% of 
the adult population in the Region. Ageing populations, 
high rates of smoking, changing nutritional and behavioural 
habits and sedentary lifestyles are among the contributing 
factors. With the adoption of so-called modern lifestyles, 
there is likely to be ever greater exposure to risk factors 
such as high blood pressure, diets high in saturated fat 
and physical inactivity. The regional incidence of cancer 
is soaring due to rapidly ageing populations and high rates 
of smoking in most countries, with regional mortality 
currently estimated at 8%. The regional challenges are 
to determine risk factors, promote public awareness, 
establish national cancer control programmes, complete 
population-based cancer registries and support palliative 
care.

The prevalence of diabetes mellitus is high among 
countries of the Region, ranging between 7% and 25% 
and highest among countries of the Gulf Cooperation 
Council (18%–25%). Many countries are now reporting 
the onset of type 2 diabetes mellitus at an increasingly 
young age, including in the third decade and, in some 
countries, in children. Increasing sedentary lifestyles and 
higher life expectancy, obesity, high blood pressure and 
cardiovascular disease are among the contributing factors. 

Osteoporosis, a global health problem, is perceived to be 
rapidly increasing in prevalence in the Region due to 
ageing populations.

Action taken in 2004 and results achieved

The Eastern Mediterranean Approach to Noncommunicable 
Diseases (EMAN) aims to achieve a coordinated approach 
to the prevention or reduction of noncommunicable diseases 
and noncommunicable disease risk factors. This requires 
implementing and disseminating community-based 
programmes and guidelines. Twelve countries have joined 
the EMAN network. After the follow-up consultation for 
EMAN held in Lebanon July 2003, which emphasized 
the importance of integrating noncommunicable diseases 
management and care into primary health care services, 
field visits were made in 2004 to Jordan, Kuwait and Saudi 
Arabia to review primary health care services with respect 
to chronic disease prevention and care. Saudi Arabia held 
a symposium on management of chronic diseases in health 
centres (mini-clinics).

In 2004, reliable data on noncommunicable diseases and 
noncommunicable disease risk factors were collected from 
12 countries.  A plan of action for cardiovascular disease 
prevention and control in countries of the Gulf Cooperation 
Council was developed. In Pakistan, a Memorandum of 
Understanding was signed between WHO, the Federal 
Ministry of Health and the nongovernmental organization 
Heartfile to reduce the burden of cardiovascular disease by 
addressing risk factors through a comprehensive approach 
incorporating both policies and actions. In Oman and 
Lebanon, the Nizwa and Dar El Fatwa Healthy Villages 
projects are in the process of implementing initiatives 
to reduce cardiovascular disease risk factors. Updated 
regional guidelines for hypertension prevention and care 
were finalized.

Special emphasis was given to breast cancer and lung 
cancer in 2004. A consultation on early detection and 
screening of lung cancer was held in Cairo to promote early 
screening and detection in the Region. Regional guidelines 
on early detection and screening of breast cancer and 
management of lung cancer were developed. The Regional 
Office supported countries in implementation of national 
smoking control programmes, primary prevention and 
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early detection, cancer registry and surveillance, cancer 
treatment, palliative and terminal care, and establishment 
of national cancer control programmes. Member countries 
of the Gulf Cooperation Council continued to strengthen 
unified strategies for cancer control and care. Population-
based cancer registries have been established in many 
countries, including Gulf Cooperation Council countries, 
Jordan, Lebanon and Tunisia. The Regional Office 
collaborated with the King Faisal Hospital and Research 
Centre in planning a diploma programme on palliative 
care and pain relief to start in 2005, aimed at providing 
proper training on palliative care and pain relief for cancer 
patients.

The Regional Office held a consultation on 
establishing regional guidelines on obesity, dyslipidaemia 
and diabetes. Regional guidelines were developed on 
diabetes prevention and care and on management of 
dyslipidaemia and obesity among diabetic patients. These 
guidelines aim to standardize management and care of 
diabetes among countries of the Region. A consultation 
on establishing regional guidelines on osteoporosis was 
held in May to review national and regional plans for 
osteoporosis primary prevention and care and to discuss 
the establishment of regional guidelines on osteoporosis 
prevention and care.

Future directions

The main challenge for the EMAN initiative is 
implementation of the various regional guidelines at 
national level. The regional plan for implementation of 
all the guidelines includes organizing national workshops 
and training activities and promoting, and disseminating 
examples of successful community-based initiatives 
among countries in the EMAN network.

The Regional Office will continue to support the 
development of effective and feasible interventions that 
promote behavioural change and to establish national 
community-based programmes to integrate cardiovascular 
diseases prevention and control in primary health care. 
Collaborative activities will also aim to integrate cancer 
detection programmes into primary health care. Efforts 
will continue to promote the establishment of national 
cancer control programmes including the four components 
of prevention, early detection, treatment and palliative 

care, in countries of the Region. The regional diploma 
course on palliative care and pain relief for cancer will 
be launched with the King Faisal Hospital and Research 
Centre.

More efforts are needed to accord higher priority to 
diabetes control, provide adequate budgetary resources 
and conduct national community-based surveys with 
emphasis also on complications of chronic diabetes and 
treatment. The Regional Office will support the National 
Centre for Diabetes Endocrinology and Genetics in Jordan 
in launching regional training courses for professionals 
and paramedicals on diabetes prevention and control and 
providing diabetic educators and information on health 
care services management for diabetes in 2005. The 
regional guidelines on prevention and care of diabetes 
will be implemented through national training workshops 
during 2006–2007.

Prevention of blindness

Strategic issues

Blindness remains a major public health problem in the 
Region, where an estimated 6.3 million people (13.5% of 
the global burden) are blind and around 22 million are 
visually impaired. Over 60% of the blind population in the 
Region lives in Afghanistan, Islamic Republic of Iran, Iraq 
and Pakistan. The main causes of blindness are cataract 
(60%), followed by complications of trachoma, corneal 
opacity, refractive errors, glaucoma, diabetic retinopathy 
and childhood blindness. Over 80% of blindness is 
avoidable.

Actions taken in 2004 and results achieved

WHO and the International Agency for Prevention of 
Blindness (IAPB) collaborated in launching the global 
initiative for elimination of avoidable blindness, Vision 
2020: The Right to Sight in almost all countries of the 
Region, most recently in Afghanistan, Kuwait and Oman.

World Sight Day was observed on 7 October in 
many countries including Afghanistan, Egypt, Islamic 
Republic of Iran, Pakistan, Sudan and Yemen. National 
and international media coverage indicated growing 
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An eye camp, organized by 
the Federal Ministry of Health, 
Sudan and WHO in Darfur, 
provides much needed eye care 
for refugees, including cataract 
surgery
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Celebration and promotion of World AIDS Day at 
an open air concert in Cairo, Egypt, organized by 
UNAIDS under the patronage of the Ministry of 
Health and Population and supported by WHO

Posters issued by the 
Ministry of Health of 
Morocco to promote 
protection against HIV/
AIDS

World AIDS Campaign
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public awareness of the problem of avoidable blindness. 
In Egypt, a one-day workshop on blindness prevention 
was organized by the Ministry of Health and Population 
in Cairo and attended by representatives from WHO, 
nongovernmental organizations, Rotary International and 
the media.

The Regional Office participated in the 7th General 
Assembly of the International Agency for Prevention of 
Blindness (IAPB) in Dubai in September 2004, along with 
most countries of the Region and national and international 
nongovernmental organizations. WHO was awarded the 
Global Achievement Award for Partnership in Prevention 
of Blindness. The Regional Office collaborated with 
IAPB in organizing a planning workshop in Afghanistan 
and supported Afghan eye care by providing equipment 
for district hospitals and supplies for eye camps. It is also 
collaborating with Al-Shifa Trust Hospital in Pakistan to 
develop human resources for eye care in Afghanistan.

In Pakistan, the Regional Office participated in an 
eye care workshop for master trainers for paediatric eye 
care and primary eye care for childhood blindness. The 
Regional Office also supplied basic eye care equipment 
for two districts in Baluchistan province under the district 
comprehensive eye care programme. Considerable 
progress in cataract surgical services was made in different 
parts of the country through promoting the use of the 
intraocular lens and increasing the number of surgeons 
performing this procedure. Activities for the elimination 
of blinding trachoma, through the SAFE strategy (surgery 
for inturned eyelids, antibiotics use, facial cleanliness 
and environmental improvement), continued in Morocco, 
Oman and Saudi Arabia, with Morocco aiming to eliminate 
blinding trachoma by 2005. The Regional Office supported 
a low vision and refractive error screening programme for 
schoolchildren in Afghanistan, Sudan and Yemen as well 
as a national training programme in Hong Kong for the 
focal points for low vision in Egypt, Islamic Republic of 
Iran and Sudan. Low vision kits were supplied through the 
support of Lions Clubs International Foundation in Egypt, 
Islamic Republic of Iran, Morocco, Pakistan and Sudan.

In order to integrate primary eye care within the 
primary health care system, eye care posters were printed 
in Arabic and English and distributed to all countries as 
hard copies and on CD. Countries were also requested to 

translate the poster into local languages, where relevant, 
and distribute it to all primary health care centres.

The Regional Office signed a memorandum of 
understanding and a protocol with the Rotary District 
Governor of district 2450, to work under the global 
initiative of Vision 2020. The aim of the partnership is 
to perform 1000 cataract surgeries in Sudan and another 
1000 in Egypt in collaboration with the ministries of 
health. The Sudan phase was completed by December 
2004, and activities in Egypt are under way. In Darfur, 
Sudan, the Regional Office collaborated with the Egyptian 
Arab Medical Union of Ophthalmologists and the Federal 
Ministry of Health in performing cataract surgeries for the 
internally displaced population.

Future directions

The Regional Office will continue to provide necessary 
technical support to countries in this field. In 2003, the 
World Health Assembly in resolution WHA56.26 on 
elimination of avoidable blindness urged Member States 
to support the Global Initiative for the Elimination of 
Avoidable Blindness by setting up national Vision 2020 
plans no later than 2005, in partnership with WHO. Seven 
Member States have been identified for urgent support 
and intervention for the implementation of Vision 2020: 
Afghanistan, Djibouti, Iraq, Palestine, Somalia, Sudan and 
Yemen. The necessary support is expected to come from a 
consortium of WHO, IAPB and other international, bilateral 
and nongovernmental organizations, in collaboration with 
the national authorities. A regional planning workshop 
for elimination of blinding trachoma will be held in early 
June 2005 with the involvement of all partners interested 
trachoma elimination.
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C
hapter 6

Organizational level Number of professional 
posts

Regional 76

Intercountry 10

Country (including WHO Representatives’ offices) 61

Total 147

Table 6.1 Professional posts as at 31 December 2004 
(all sources of funds)

6.1 Personnel

Strategic issues

As the world’s leading public health organization, WHO requires highly qualified, committed and well-
motivated staff members to fulfil the Organization’s goal. Therefore, it is of great importance for WHO to 
attract and retain women and men with the highest standard of efficiency and integrity. Attention must also 
be paid to ensuring equitable gender and geographical distribution among staff. In this context, efforts are 
needed to improve the proportion of women on staff and to identify candidates from unrepresented and 
under-represented countries. An organigram of the Regional Office is given in Annex 1. Table 6.1 shows 
the distribution of professional posts by organization level.

Action taken in 2004 and results achieved

The ongoing WHO human resources reform policy continued to be implemented and monitored. The 
information system for management of human resources was further developed and a new computer 
system was introduced for temporary staff. In the context of human resources planning, the staffing 
situation of some staff categories and units in the Regional Office and country offices was reviewed and 
modifications made according to current and future needs. Efforts to identify suitable women candidates 
and candidates from unrepresented and under-represented countries continued. In December 2004, the 
percentage of women among fixed-term staff  was 25%. 
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Table 6.2 Distribution of recruited temporary 
professional staff by programme area, 2004

Programme area No. Percentage

Health policy and management 47 11

Integrated control of disease 79 18

Poliomyelitis 93 21

Promotion and protection of health 72 16

Health services development 91 21

Others 55 13

Total 437 100

During 2004, 437 temporary professional staff and 
short-term consultants were recruited, 47% of whom were 
nationals from countries of the Region. The distribution 
by major programme areas is shown in Table 6.2. In 
addition to regular staff members, 1465 persons (including 
those assigned to poliomyelitis activities) were employed 
on special services agreements. The organizational 
environment in which staff members perform was 
enhanced through staff development and learning and 
through the conversion of approximately 80 short-term 
staff to fixed-term status. 

With regard to staff development and training, in-
house briefing for newly appointed professional staff, 
language and computer courses for both professional 
and general service staff, and training/briefing for the 
field general service  staff with various administrative 
units continued as previously. A training workshop for 
administrative assistants from WHO Representative 
Offices and the Regional Office took place in the Regional 
Office, covering a wide range of administrative fields. 
Three distance learning courses on writing effectively 
for WHO took place to help staff to improve their writing 
skills in English. Seven training workshops on writing 
technical papers were organized for professional staff, 
along with two training workshops on presentation skills. 
Two training workshops on the new job evaluation system 
were held to train relevant staff on how to write terms of 
reference and post descriptions. 

Future directions

Introduction of the planned global competency 
framework will require integration of the competencies 
into all aspects of human resources management such as 
performance management, recruitment and promotion. 
Staff rotation, which currently takes place on a volunteer 
basis, will be implemented more systematically for 
internationally recruited staff members from 2007 
onwards. Decentralization of certain programmes from 
headquarters to regional and country offices will provide 
a challenge to human resources services in the Regional 
Office. The introduction of new global reforms such as 
performance-related pay, the Global Management System 
and a new job evaluation system will also affect the 
complexity and workload of human resources services.

6.2 General administration

Strategic issues

The policy of decentralization and enhanced delegation 
of authority to WHO Representatives requires stronger 
country offices and a change in the type of support 
offered by the Regional Office. Focus is also being 
placed on introduction of  appropriate information and 
communication technologies in the operation of the 
Administrative Services Unit; development of a 10-year 
rolling plan for Real Estate funds to cover regional needs 
for construction and major rehabilitation or renovations; 
improving security procedures in the Regional Office as 
well as country offices; and provision of highest quality 
supplies, equipment and services at lowest cost using 
e-commerce and autonomous methods of purchasing as 
well as blanket agreements and long-term contracts with 
service providers such as travel agents and airlines.

Action taken in 2004 and results achieved

A general reform process was implemented in the structure 
of the Administrative Services Unit, to allow better service 
delivery in the Regional Office and country offices. A 
major redistribution of space took place, allowing a more 
productive work environment for Regional Office staff. 
Preparations for new recording and conference facilities 
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continued. Contracts were negotiated with a travel agent 
and airlines to maximize the rebates offered to WHO. 

A new WHO Representative Office was launched in 
Tunis, Tunisia; a new office is under construction inside 
the UN compound in Kabul, Afghanistan; and bidding 
was initiated for the construction of a new office building 
in Islamabad, Pakistan. Other construction, reconstruction 
and rehabilitation plans are being reviewed or implemented 
for country offices in Djibouti, Iraq, Jordan, Somalia and 
Syrian Arab Republic and Tunisia. 

A total of 84 meetings were held in the Region with 
3242 participants (Annex 3).

Future directions 

In 2005, a complete assessment of work processes 
will take place and recommendations for automated 
systems will be established, to ensure continuous quality 
services within the Regional Office and for field offices. 
Planned visits to the field offices will take place to assess 
administrative and security needs and a plan of action 
will be established to address those needs. Contracts for 
the remaining conference and recording facilities will be 
awarded to suitable contractors. 

6.3 Budget and finance

Strategic issues

A major challenge is to continue to improve organizational 
development systems to support decision-making and 
monitoring and to use financial resources efficiently to 
support the health activities of the Organization. Financial 
information is one of the measures by which success in 
achieving objectives can be judged, and therefore it is 
essential to carry forward effective financial allocation, 
management and coordination to ensure effective and 
efficient use of funds consistent with the financial rules 
and regulations of WHO.

Action taken in 2004 and results achieved

The total approved regional regular budget for the 
financial period  2004–2005 after a reduction of 3% 

was US$ 79 878 530. In addition to the reduced regular 
budget, extrabudgetary allocations for the same period 
amounted to US$ 218 091 301. Under the regular budget 
the obligations incurred for 2004 amounted to US$ 42 663 
389 and represent 53.4% of the total available funds for 
the biennium. Obligations incurred against extrabudgetary 
funds for 2004 amounted to US$ 133 284 000, exceeding 
the obligations incurred against the regular budget by 
more than three times. Of this, US$ 51 441 742 were for 
emergency preparedness and response; US$ 53 705 831 
for immunization and vaccine development; US$ 3 213 
954 for tuberculosis and US$ 1 929 336 for malaria. 

The Regional Office participated actively in the 
ongoing development of the Global Management System, 
a new information system to be launched in 2006 that 
is designed to respond effectively to both changing 
programme requirements and the concerns of Member 
States. Additionally, through establishment of payment 
processing standards, updates of baseline data and full 
implementation of e-banking transfers, the Regional 
Office has been able to achieve better serve its users, 
optimize management of financial resources.

Future directions 

The Regional Office will continue efforts to streamline 
budgetary and financial operations while ensuring 
accountability, integrity and transparency. Best practice 
will be applied in all aspects of general management to 
ensure prompt and effective financial implementation and 
efficient distribution of resources in support of WHO’s 
leadership role in international health.
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Professional staff in the Eastern 
Mediterranean Region 
a) By number and nationality as at 31 December 2004

A
nnex 2

Nationality  Regional/Intercountry Country Total

Egypt     12   4   16
United States of America   9   5   14
Sudan     2   7   9
Jordan     6   1   7
Pakistan     4   2   6
Iran, Islamic Republic of   5   –   5
Somalia     2   3   5
Syrian Arab Republic   5   –   5
Tunisia     4   1   5
Lebanon     2   1   3
United Kingdom    3   –   3
Yemen     2   1   3
Afghanistan    1   1   2
Bahrain     1   1   2
Djibouti     1   1   2
France     2   –   2
Germany    2   –   2
Iraq      1   1   2
Italy     –   2   2
Saudi Arabia    1   1   2
Uganda     –   2   2
Austria     1   –   1
Canada     1   –   1
Denmark    1   –   1
India     1   –   1
Ireland     –   1   1
Japan     1   –   1
Libyan Arab Jamahiriya   –   1   1
Morocco    1   –   1
Myanmar    –   1   1
Netherlands    1   –   1
Philippines    –   1   1
South Africa    1   –   1
Total     73   38   111

Note. The above figures a) do not include staff on leave-without-pay, nor interregional staff who are located in EMRO, b) are funded from all sources 
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b) From Member States, by number and nationality as at 
31 December 2004
Country Global recruitment   Global   Total in  Of which in 
       priority list1  range2   WHO        EMR

Egypt C  1–8  19  16

Sudan B1  1–8  12  9

Jordan B2  1–8  9  7

Pakistan B2  2–8  7  6

Iran, Islamic Republic of B2  2–8  7  5

Somalia B1  1–8  4  5

Syrian Arab Republic B2  1–8  5  5

Tunisia C  1–8  11  5

Lebanon C  1–8  7  3

Yemen B1  1–8  3  3

Afghanistan B1  1–8  4  2

Bahrain B1  1–8  2  2

Djibouti B1  1–8  2  2

Iraq B1  1–8  2  2

Saudi Arabia A  5–11  2  2

Libyan Arab Jamahiriya B1  1–8  2  1

Morocco B1  1–8  4  1

Kuwait B1  1–8  1  –

Oman A  1–8  –  –

Qatar A  1–8  –  –

United Arab Emirates A  1–8  –  –

Total of EMR nationalities     103  76

Total of other nationalities     1499  35

Grand total     1602  111

Note. The above figures a) do not include staff on leave-without-pay nor interregional staff who are located in EMRO, b) are funded from all sources

1A  Countries from which recruitment of professional posts is to be encouraged as a first ranking priority
B1 Countries from which recruitment of professional posts is to be encouraged as a second ranking priority
B2 Countries from which recruitment for professional posts is permissible
C Countries from which recruitment for professional posts is restricted
2  Current range of recruitment permitted based on assessed contribution
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WHO/EMRO meetings held in the Eastern 
Mediterranean Region
between 1 January and 31 December 2004

Regional training workshop on improved communication strategies in the control and 30
prevention of micronutrient malnutrition,  Manama, Bahrain, 17–28 January 2004 

Workshop on bacterial meningitis, Cairo, Egypt, 19–21 January 2004 35

Global SALM Surv training course (Level 3) on surveillance of foodborne 43
diseases and antimicrobal resistance in foodborne pathogens, Cairo, Egypt
8–12 February 2004

Regional advocacy and briefing meeting on the 3 by 5 initiative, Cairo, Egypt, 39
16–18 February 2004

Intercountry meeting on international health regulations (IHR): introduction of the  48
revised IHR, Cairo, Egypt, 1–3 March 2004

Seventh meeting of the Regional Working Group on the Global Alliance for  45
Vaccines and Immunization (GAVI), Cairo, Egypt, 2–4 March 2004 

Training workshop for data managers of poliovirus laboratories in the 24
WHO Eastern Mediterranean Region, Cairo, Egypt, 7–11 March 2004

Training workshop to develop nutrition surveillance capabilities of Member States to 29
improve the monitoring and evaluation capacities in nutrition programmes, 
Alexandria, Egypt, 7–15 March 2004

Training workshop on antimalarial drug resistance and antimalarial drug efficacy 35
testing, Cairo, Egypt, 22 March 2004

Meeting for discussions towards the development of an interregional network for monitoring 35
antimalarial drug efficacy in the Horn of Africa, Cairo, Egypt, 23–25 March 2004

Regional workshop on networking and health statistics database development 15
Riyadh, Saudi Arabia, 28–31 March 2004

Eleventh meeting of the Regional Commission for Certification of Poliomyelitis Eradication,  66
Cairo, Egypt, 3–5 April 2004

Regional consultation in preparation for the World Summit on Health Research,  29
Cairo, Egypt, 4–6 April 2004

Intercountry meeting on emerging infectious diseases, Beirut, Lebanon, 6–8 April 2004 42

Twenty-eighth meeting of the Regional Consultative Committee (RCC),  10
Cairo, Egypt, 14–15 April, 2004

Malaria cross-border workshop between Iraq, Syrian Arab Republic and Turkey,  14
Aleppo, Syrian Arab Republic, 20–22 April 2004

Intercountry workshop on capacity-building in national burden of disease estimation and  39
health systems performance assessment, Cairo, Egypt, 21–29 April 2004

Intercountry meeting of national tuberculosis programme managers in the Eastern 75
Mediterranean Region, Lahore, Pakistan, 26–29 April, 2004 

Meeting title, location and date    No. of participants

A
nnex 3
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WHO/EMRO meetings held in the Eastern Mediterranean Region between 
1 January and 31 December 2004 (continued)

Regional consultation on establishing regional guidelines on osteoporosis, Beirut, Lebanon, 15
6–8 May 2004

Results-based management workshop, Muscat, Oman, 9–12 May 2004 27

Meeting of the steering committee for preparation of the WHO guidance document 8
on desalination for safe water supply, Manama, Bahrain, 10–12 May 2004

Fourteenth intercountry meeting of national AIDS programme managers, Damascus, 56
Syrian Arab Republic, 10–13 May 2004

Twelfth selection committee meeting of the Joint EMRO/TDR Small Grants Scheme for  11
operational research in tropical and other communicable diseases, Cairo, Egypt,
11–13 May 2004

Biennial intercountry meeting of directors of public health laboratories in the 34
Eastern Mediterranean Region, Cairo, Egypt, 24–27 May 2004

Second workshop for the Arabization of Health Sciences Network, Cairo, Egypt, 17
25–26 May 2004

Financial sustainability planning workshop, Cairo, Egypt, 25–27 May 2004 58

Fourth intercountry meeting of national malaria programme managers, Isfahan, 58
Islamic Republic of Iran, 25–28 May 2004

Regional meeting of national coordinators on sustainability of leprosy elimination,  14
Lahore, Pakistan, 25–27 May 2004

Sixth meeting of the Technical Advisory Group (TAG) on polio eradication in Egypt,  18
Cairo, Egypt, 31 May–1 June 2004

Regional consultation on establishing regional guidelines on dyslipidaemia, obesity and 17
diabetes, Beirut, Lebanon, 31 May–2 June 2004

Intercountry training programme on data analysis and report writing, Ismailia, Egypt, 23
6–10 June 2004

Regional workshop on research methodology for assessing trade in health services,  22
Hamamet, Tunisia, 11–13 June 2004

National strategic planning workshop, Beirut, Lebanon, 15–18 June 2004 66

Intercountry workshop on strengthening health information systems in Gulf Cooperation 34
Council countries, Muscat, Oman, 15–17 June 2004 

Results-based management workshop, Manama, Bahrain, 15–17 June 2004 42

Intercountry meeting on International Health Regulations (IHR): second regional consultation 89 
meeting, Damascus, Syrian Arab Republic, 20–22 June 2004

Regional consultation on lung cancer prevention and care, Cairo, Egypt, 21–23 June 2004 13

Second meeting of the Regional Technical Advisory Group (RTAG) on poliomyelitis  36
eradication, Cairo, Egypt, 23–24 June 2004

Meeting title, location and date    No. of participants
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WHO/EMRO meetings held in the Eastern Mediterranean Region between 
1 January and 31 December 2004 (continued)

Meeting title, location and date    No. of participants

Twenty-first intercountry meeting of national managers of the Expanded Programme on 133
Immunizaton, Cairo, Egypt, 26–29 June 2004

Seventeenth meeting of the EPI Regional Technical Advisory Group, 22 
Cairo, Egypt, 30 June 2004 

Sixth Regional Advisory Panel on Nursing and consultation on disaster nursing  43
preparedness, mitigation, response and recovery, Manama, Bahrain, 28–30 June 2004

Intercountry training workshop on social marketing, Beirut, Lebanon, 28–30 June 2004 2

Intercountry workshop on national reference laboratory for tuberculosis control,  22
Cairo, Egypt, 4–8 July 2004

Eighth intercountry meeting of directors of poliovirus laboratories, Casablanca, Morocco, 31
26–28 July 2004

Intercountry workshop on child health policy development, Damascus, 39
Syrian Arab Republic, 26–29 July 2004

Regional meeting for establishing a biotechnology network, Teheran,  32
Islamic Republic of Iran, 31 July–2 August 2004

Regional consultation on active ageing and promotion of health of older persons 12
in the Eastern Mediterranean Region, Manama, Bahrain, 5–7 September 2004

Consultation to develop a regional plan of action for rubella control and update the 17
regional plan for measles elimination, Cairo, Egypt, 7–9 September 2004

Fourth regional e-health conference: building the electronic health record,  16
Teheran, Islamic Republic of Iran, 7–9 September 2004

Regional training workshop on evaluation of registration files for drug quality control, 27
Tunis, Tunisia, 7–8 September 2004

Intercountry meeting on measles accelerated control and elimination, Cairo, Egypt, 112
12–14 September 2004

Intercountry meeting on maternal and neonatal tetanus elimination, Cairo, Egypt, 112
15 September 2004

Intercountry workshop on management of multidrug resistance tuberculosis cases, 35
Damascus, Syrian Arab Republic, 12–13 September 2004

Seventh meeting of the Technical Advisory Group (TAG) on poliomyelitis, 23 
eradication in Pakistan, Islamabad, Pakistan, 13–15 September 2004
 
Training workshop on the implementation of the Global School-based Student Health 11
survey (GSHS), Cairo, Egypt, 22–24 September 2004

Third meeting of the Regional Advisory Panel on the Impacts of Drug Abuse (RAPID), 33
Cairo, Egypt, 20–23 September 2004
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WHO/EMRO meetings held in the Eastern Mediterranean Region between 
1 January and 31 December 2004 (continued)

Intercountry workshop on rotavirus surveillance, Cairo, Egypt, 21–23 September 2004 65

Workshop on the Healthy Cities Programme in Gulf Cooperation Council countries,  19
Cairo, Egypt, 27–29 September 2004

Fifty-first session of the Regional Committee for the Eastern Mediterranean, 134
Cairo, Egypt, 3–6 October 2004

Second regional conference on medical journal publishing in the Eastern Mediterranean 11
Region, Riyadh, Saudi Arabia, 10–12 October 2004

Regional induction brief, Cairo, Egypt, 11–14 October 2004 16

Awareness raising training workshop for media and nongovernmental organizations on 30
tobacco control, Cairo, Egypt, 12–13 October 2004

Twelfth meeting of the Regional Commission for Certificaton of Poliomyelitis Eradication, 49
Cairo, Egypt, 13–14 October 2004

Seventh meeting of the Technical Advisory Group (TAG) on poliomyelitis eradication in Egypt,  28
Cairo, Egypt, 16–17 October 2004

Training course on complementary feeding counselling of field providers, Ismailia, Egypt, 25
22–25 October 2004

First meeting of the Technical Committee for preparation of the guidance document on  29
desalination for safe water supply, Irvine, California, United States of America, 
22–24 October 2004

Regional consultative meeting on strategic planning in health,  35
Damascus, Syrian Arab Republic, 21–24 November 2004

Consultation on the Eastern Mediterranean regional framework on health promotion, 47
Cairo, Egypt, 22–24 November 2004

Fourth regional conference on the Eastern Mediterranean Region Virtual Health 184
Sciences Library: Role in e-Learning and Building the Information Society, 
Cairo, Egypt, 23–25 November 2004

Intercountry consultation for developing a regional strategy for patient safety in the, 42
Eastern Mediterranean Region, Kuwait, Kuwait, 27–30 November 2004

Twentieth meeting of the Regional Director with WHO Representatives and Regional Office 18
Staff, Cairo, Egypt, 28 November–2 December 2004

Intercountry training workshop on research to policy and practice, Beirut, Lebanon,  25
30 November–2 December 2004

First regional workshop on monitoring and evaluation of malaria programmes, 46
Luxor, Egypt, 5–9 December 2004

Intercountry technical consultation on national food-based dietary guidelines, 16
Cairo, Egypt, 6–9 December 2004

Meeting title, location and date    No. of participants
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Meeting title, location and date    No. of participants

Intercountry workshop on adolescent peer education in formal and nonformal settings, 36
Monastir, Tunisia, 6–9 December 2004

Fourth intercountry meeting of national containment coordinators for laboratory 29
containment of wild polioviruses and potential infectious materials, Muscat, Oman,
7–8 December 2004

Regional training workshop on the implementation of the Global Youth Tobaco Survey,  17
Cairo, Egypt, 8–10 December 2004

Consultation to finalize guidelines for vector control needs assessment, 46
Luxor, Egypt, 10–11 December 2004

The world conference on the Islamic code for medical and health ethics 163
Cairo, Egypt 11–14 December 2004

UNAIDS regional consultation on HIV/AIDS and the uniformed services in the Middle East 28
and North Africa: mobilizing a potential for change, 
Marrakech, Morocco, 15–17 December 2004

Subregional workshop on the FCTC for the African Member States of the Eastern 42
Mediterranean Region, Cairo, Egypt, 15–17 December 2004

Regional consultation on the impact of WTO Agreements: technical barriers to trade (TBT), 26
safeguards, and anti dumping, on public health, Dubai, 
United Arab Emirates, 18–21 December 2004

Regional consultation on gender issues in the sociocultural context of the Eastern  39
Mediterranean Region, Cairo, Egypt, 19–21 December 2004

Fourth regional programme review group meeting on lymphatic filariasis elimination, 14
Cairo, Egypt, 20 December 2004.

WHO/EMRO meetings held in the Eastern Mediterranean Region between 
1 January and 31 December 2004 (concluded)





New publications issued in 2004

A
nnex 4

Title               Originator

Publications
A five-year WHO strategy for road traffic injury prevention Headquarters
Language: Arabic

A study of national health research systems in selected countries of the WHO Regional Office
Eastern Mediterranean Region
Language: English

Best practice in HIV/AIDS prevention and care for injecting drug abusers. The Regional Office
triangular clinic in Kermanshah, Islamic Republic of Iran
Language: English

Clinical embryology Little, Brown and 
Language: Arabic Co

Community-based initiatives in the Eastern Mediterranean Region. Status report  Regional Office
May 2003
Language: English

Demographic and health indicators for countries of the  Regional Office
Eastern Mediterranean Region 2004 
Language: English

Development of national child health policy. Phase 1: The situation analysis Regional Office
Language: English

Genomics and world health Headquarters
Language: Arabic

Health as a human right in Islam Regional Office
The Right Path to Health. Health Education through Religion No. 9
Language: Arabic/English

Health facility survey on quality of outpatient child health services. IMCI health Regional Office
facility survey, Sudan, March–April 2003
Language: English

Health of workers in agriculture Regional Office
WHO Regional Publications, Eastern Mediterranean Series No. 25
Language: English

IMCI health facility survey, Sudan, March–April 2003 (Summary) Regional Office
Language: English

Integrated vector management. Strategic framework for the Eastern Mediterranean Regional Office
Region 2004–2010
Language: English

Investing in the health of the poor. Reference document for the strategy for Regional Office
sustainable health development and poverty reduction in the Eastern
Mediterranean Region
Language: English



150  Annual report of the Regional Director, 2004150  

Investing in health. Report of the Commission on Macroeconomics and Health Headquarters
Language: Arabic

Investing in the health of the poor. A strategy for sustainable health development Regional Office
and poverty reduction in the Eastern Mediterranean Region
Language: English

List of basic sources in English for a medical faculty library. Ninth edition Regional Office
Language: English

Managing complications in pregnancy and childbirth Headquarters
Language: Arabic

My personal experience with breast cancer Regional Office
Languages: Arabic/English

Poliomyelitis eradication in the Eastern Mediterranean Region. Progress  Regional Office
report 2003
Languages: Arabic/English

Quality improvement in primary health care. A practical guide  Regional Office
WHO Regional Publications, Eastern Mediterranean Series No. 26
Language: English

Report on the responsiveness of the RBM programme to country needs in the WHO Regional Office
Eastern Mediterranean Region
Language: English

State of the world’s vaccines and immunization Headquarters
Language: Arabic

The work of WHO in the Eastern Mediterranean Region. Annual report of the Regional Office
Regional Director, 1 January–31 December 2003
Languages: Arabic/English

The world health report 2004. Changing history Headquarters
Language: Arabic

The Unified Anatomy Dictionary Regional Office
Language: Arabic

The Unified Dentistry Dictionary Regional Office
Language: Arabic

The Unified Pharmacy Dictionary Regional Office
Language: Arabic

Tobacco industry activities in the Eastern Mediterranean Region. Infiltration Regional Office
and exploitation
Languages: Arabic/English

Tobacco industry activities in the Eastern Mediterranean Region. Review of internal Regional Office
industry documents
Languages: Arabic/English

New publications issued in 2004 (continued)

Title                              Originator



New publications issued in 2004 (continued)

Title                Originator

Tobacco industry activities in the Eastern Mediterranean Region. Tactics and Regional Office
plans to undermine tobacco control
Languages: Arabic/English

Tobacco industry activities in the Eastern Mediterranean Region. Illicit tobacco trade Regional Office 
Languages: Arabic/English

Tobacco package labelling and health warning systems Regional Office
Languages: Arabic/English/French

Treating 3 million by 2005. Making it happen Headquarters
Language: Arabic

Tuberculosis services in partnership. The case of Egypt Regional Office
Language: English

World report on road traffic injury prevention Headquarters
Language: Arabic

Periodicals
Eastern Mediterranean Health Journal, Vol. 8 No. 1   Regional Office
Language: Arabic/English/French

Eastern Mediterranean Health Journal, Vol. 8 No. 2/3 Regional Office
Language: Arabic/English/French

Eastern Mediterranean Health Journal, Vol. 8 No. 4/5 Regional Office
Language: Arabic/English/French

Eastern Mediterranean Health Journal, Vol 8 No. 6 Regional Office
Language: Arabic/English/French

Eastern Mediterranean Health Journal, Vol 9 No. 1/2 Regional Office
Language: Arabic/English/French

Eastern Mediterranean Health Journal, Vol 9 No. 3 Regional Office
Language: Arabic/English/French

Eastern Mediterranean Health Journal, Vol 9 No. 4 Regional Office
Language: Arabic/English/French

Eastern Mediterranean Health Journal, Vol. 9 No. 5/6 Regional Office
Language: Arabic/English/French
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Publications on CD
A history of Arab and Islamic medicine Regional Office
Language: Arabic

Dictionary of chemical terms Regional Office
Language: Arabic

Drug information services University of
Language: Arabic Damascus

Guidelines and tools for management of basic development needs programmes Regional Office
Language: Arabic

International statistical classification of diseases and health-related problems (ICD-10)  Headquarters
Language: Arabic

Issues relating to body and soul by Abu Zaid Ahmed ibn Sahl al-Balkhi Regional Office
Language: Arabic

List of Egyptian medical publications 1800–2005 Regional Office
Language: Arabic

Multilingual dictionary of medical terms by Dr A.L. Clairville Regional Office
Language: Arabic

Preventive medicine Regional Office
Language: Arabic

Prototype action-oriented school health curriculum Regional Office
Language: Arabic

The international pharmacopoeia. Volumes 1–5 Headquarters
Language: Arabic

Unified Medical dictionary Regional Office
Languages: Arabic/English/French

WHO model formulary Headquarters
Language: Arabic

World report on knowledge for better health. Strengthening health systems Headquarters
Language: Arabic

World report on knowledge for better health (Summary) Headquarters
Language: Arabic

CEHA publications
Basic steps in the preparation of health care waste management plans for health care CEHA
establishments
Language: Arabic

Climate change and human health Headquarters
Language: Arabic

New publications issued in 2004 (continued)

Title                          Originator
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New publications issued in 2004 (concluded)

Title                              Originator

Food, water and family health: a manual for community educators          Headquarters
Language: Arabic

Guidelines on design, operation and maintenance of wastewater treatment plants        CEHA
Language: Arabic

Guide to promotion of drinking-water disinfection in emergencies          CEHA
Language: English

Integrated guide to sanitary parasitology            CEHA
Language: English

Overview of health aspects of greywater reuse            CEHA
Language: Arabic

Starting health care waste management in medical institutions          Regional Office
Language: Arabic               for Europe    
 
Upgrading water treatment plants             Headquarters
Language: Arabic
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WHO collaborating centres in the Eastern 
Mediterranean Region
as at May 2005

Title  Field Designation
            date

WHO Collaborating Centre for Acquired  AIDS  1987
Immunodeficiency Syndrome (AIDS), Cairo, Egypt

WHO Collaborating Centre for Acquired  AIDS  1987
Immunodeficiency Syndrome (AIDS), Kuwait, Kuwait

WHO Collaborating Centre for Prevention of Blindness, Blindness  1985
Riyadh, Saudi Arabia

WHO Collaborating Centre for Prevention of Blindness, Blindness  1993
Rawalpindi, Pakistan

WHO Collaborating Centre for Cancer Control and  Cancer  1987
Lymphoma Research, Kuwait, Kuwait

WHO Collaborating Centre for Cancer Prevention,  Cancer prevention  2004
Riyadh, Saudi Arabia

WHO Collaborating Centre for Research and Training in  Cardiovascular  2003
Cardiovascular Diseases Control  disease 
Isfahan, Islamic Republic of Iran

WHO Collaborating Centre for Treatment, Education and Diabetes  1991
Research in Diabetes and Diabetic Pregnancies, 
Karachi, Pakistan

WHO Collaborating Centre for Research and Training in  Diabetes  1992
Diabetes Programme Development, Seeb, Oman

WHO Collaborating Centre for Diabetes Research,  Diabetes  1998
Education and Primary Health Care, Amman, Jordan

Centre collaborateur de l’OMS pour la réglementation  Drugs  1998
pharmaceutique et l’enregistrement des médicaments,
Ministry of Public Health, Tunis, Tunisia

WHO Collaborating Centre for Educational Development Educational  1995
Teheran, Islamic Republic of Iran  development

WHO Collaborating Centre for Educational Development Educational  1996
of Health Personnel, Karachi, Pakistan  development

WHO Collaborating Centre for Educational Development, Educational  1996
Wad Medani, Sudan  development

WHO Collaborating Centre for Environmental Health  Environmental  1997
Engineering, Lahore, Pakistan  health

WHO Collaborating Centre for Emerging and Re-emerging  Emerging and   2002
Infectious Disease  re-emerging
Cairo, Egypt  infectious disease

A
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WHO Collaborating Centre for Research and Training on  Endocrine science  2003
Endocrine Science
Teheran, Islamic Republic of Iran

WHO Collaborating Centre for Haemoglobinopathies, Genetic blood  1991
Thalassaemias and Enzymopathies, Riyadh, Saudi Arabia disorders

WHO Collaborating Centre for Health and Biomedical Health and  1993
Information, Teheran, Islamic Republic of Iran  biomedical
  information

WHO Collaborating Centre for Research and Development Human  1988
in Medical Education and Health Services, Ismailia, Egypt resources
  development

Centre collaborateur de l’OMS pour la recherche et  Leishmaniasis  1994
la formation dans le domaine de la leishmaniose, Tunis, Tunisia

WHO Collaborating Centre for Research and Training  Malaria  1981
in Malaria and other Vector-borne Diseases, Cairo, Egypt

WHO Collaborating Centre for Mental Health Research   Mental health  1987
and Training, Rawalpindi, Pakistan

Centre collaborateur de l’OMS pour la recherche et  Mental health  1992
la formation en santé mentale, Casablanca, Morocco

WHO Collaborating Centre for Research and Training in Mental health  1993
Mental Health, Cairo, Egypt

WHO Collaborating Centre for Mental Health,   Mental health  1997
Teheran, Islamic Republic of Iran

WHO Collaborating Centre for Nuclear Medicine,  Nuclear  1988
Kuwait, Kuwait  medicine

WHO Collaborating Centre for Nursing Development,  Nursing  1990
Manama, Bahrain

WHO Collaborating Centre for Nursing Development,  Nursing  1997
Irbid, Jordan

WHO Collaborating Centre for Research, Training and  Nutrition  1992
Communication in Nutrition, Cairo, Egypt

WHO Collaborating Centre for Research and Training in Nutrition  1992
Nutrition, Teheran, Islamic Republic of Iran

WHO Collaborating Centre for Occupational Health,  Occupational  1972
Alexandria, Egypt  health

Centre collaborateur de l’OMS pour la recherche et   Occupational  1992
la formation en médecine du travail, Tunis, Tunisia  health

WHO Collaborating Centre for Research, Training and Oral health  1986
Demonstration for Oral Health, Damascus, 
Syrian Arab Republic
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WHO Collaborating Centre for Pesticide Analysis,  Pesticide  1988
Karachi, Pakistan  analysis

Centre collaborateur de l’OMS pour la recherche et la formation  Public health  1993
en administration sanitaire et santé publique, Rabat, Morocco  administration

WHO Collaborating Centre for Quality Control   Quality  1994
in Clinical Laboratories, Teheran, Islamic Republic of Iran  assurance

WHO Collaborating Centre for Quality Control of Medicines Quality control of  2003 
with a Focus on Training, Research and Marketing Applications medicines
Tunis, Tunisia

WHO Collaborating Centre for Reference  Rabies  1973
and Research on Rabies, Teheran,
Islamic Republic of Iran

Centre collaborateur de l’OMS dans le domaine de la  Radiation  1998
radioprotection, Rabat, Morocco

WHO Collaborating Centre for Reproductive Health Research, Reproductive  1974
Alexandria, Egypt  Health Research

WHO Collaborating Centre for Traditional Medicine,  Traditional  1984
Khartoum, Sudan  medicine

WHO Collaborating Centre inTransfusion Medicine,  Transfusion  1995
Amman, Jordan  medicine

Centre collaborateur de l’OMS dans le domaine de la  Transfusion  1995
médecine transfusionnelle, Tunis, Tunisia  medicine

WHO Collaborating Centre for Tuberculosis,  Tuberculosis  1993
Teheran, Islamic Republic of Iran

Centre collaborateur de l’OMS pour la recherche et   Water supply  1993
la formation dans le domaine de l’approvisionnement
en eau potable, Rabat, Morocco

WHO Collaborating Centre for Research and Training in  Virology  1982
Viral Diagnostics, Islamabad, Pakistan

WHO Collaborating Centre for Virus Reference  Virology  1984
and Research, Kuwait, Kuwait
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