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1. Introduction 

1.1 Concept of sustainable development 

There has been a major shift in the perception and vocabulary of 
development in recent years. Where once development was 
equated with economic growth, and economic growth was seen as 
the ultimate goal, poverty reduction is now seen as the over-
arching attainment of development. Reducing poverty, itself now 
recognized as a multifaceted concept, calls for confronting many 
forms of deprivation. No longer is it assumed that the benefits of 
economic growth will eventually “trickle down” to the poor; the 
delivery of welfare to the poor in the forms of improved 
livelihoods, social services, and benevolent governance is now 
seen as both a direct assault on those deprivations and as an 
investment in the capacities of the poor to lift themselves out of 
poverty. Development is now seen as a matter of enhancing 
welfare, and giving greatest weight to the welfare of the most 
deprived. Economic growth is still perceived as desirable, but 
more for its instrumental value in enhancing the resource base to 
deliver effective social services, productive employment 
opportunities and better governance, not as an end in itself. 

This conceptual shift is reflected in the Millennium Development 
Goals, adopted unanimously by all countries of the world at the 
United Nations Millennium Summit, New York, in September 
2000. The first of these goals is the halving of the proportion of the 
population living in extreme poverty. Three of the supporting 
goals are concerned with health, one each with education, gender 
equality, and environmental sustainability, and the last is the 
instrumental goal of forging a global partnership for development. 
These goals are not free-standing, but mutually synergistic. The 
implication is that achievement of the over-arching goal of poverty 
reduction will not be realized unless the supporting goals for 
health, education, gender equality and environmental 
sustainability are also met. Recent thinking has sought to bring 
health to the centre of the development debate by asserting that 
poor health is a component, rather than a consequence or cause, of 
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poverty1. National poverty reduction strategies are expected to 
demonstrate how the benefits of development will reach the poor 
and to put in place monitoring systems to ascertain whether the 
anticipated results are achieved. The monitoring will necessarily 
track not merely incomes but also progress in the spheres of 
health, education, gender and environment, and the processes by 
which these benefits are delivered. 

Sustainable development as a concept was first launched in the 
report of the World Commission on Environment and 
Development, where it was defined as “development that meets 
the needs of the present without compromising the ability of 
future generations to meet their own needs”2. Sustainable 
development means that we meet our needs in a way that protects 
the environment, involves everyone in the decisions about our 
future, ensures fairness and equality and takes into account the 
needs of future generations—the community of tomorrow. It is 
apparent that unsustainable development is linked to loss of 
livelihoods and to environmentally conditioned health problems 
such as those stemming from pollution of air, water and soil. 
Conversely, for development to be sustainable, it must imply no 
threat to health, because it is the deleterious impacts on human 
health that are used as the indicators for measuring threats to 
environmental degradation. Because of their greater exposure and 
greater vulnerability, adverse health impacts are likely to 
concentrate among the poor. From this perspective, there is a 
correspondence between the actions needed to advance health, 
reduce poverty, and preserve the environment in order to sustain 
and nourish human life. 

1.2 Contribution of health 

Health plays a major contribution in poverty reduction, as 
exemplified by the fact that three of the eight Millennium 
Development Goals are concerned with health (child mortality, 
maternal health and combating major epidemics). It is therefore a 
challenge to all health authorities, national and international, to 
deliver the gains which are supporting pillars for the overall 
achievement of poverty reduction. Ministries of health alone 

                                                 
1 Poverty and inequity: a proper focus for the new century. Bulletin of the World Health Organization, 2000, 78(1). 

2 Brundtland Commission. Our common future: Report of the World Commission on Environment and Development. Oxford, 
Oxford University Press, 1987. 
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cannot be effective in curtailing the ill effects of poverty and 
improving the health of the poor unless a wide-base partnership is 
available. This can be facilitated through a coherent response from 
existing global processes like the Commission on Macroeconomics 
and Health, Poverty Reduction Strategy Papers, the Global Fund 
to Fight Aids, Tuberculosis and Malaria and the Global Alliance 
for Vaccines and Immunization. 

Citizens and governments can make the services that contribute to 
human development work better for poor people, and in many 
cases they have done, but too often services fail the poor. They fail 
because they fall short of their potential to improve outcomes, 
often proving inaccessible or prohibitively expensive. But even 
when accessible, they are often dysfunctional, extremely low in 
technical quality, and unresponsive to the needs of a diverse 
clientele3. In addition, innovation and evaluation of services to 
find ways to increase productivity are rare.  

The analysis of the fundamental correlation between health and 
sustainable development and poverty reduction is advanced, but 
to improve the circumstances of millions of people requires 
embarking on the crucial steps to move from analysis to policy 
and from policy to action. Realizing the need to widen the scope 
from purely health-focused goals towards the attainment of better 
quality of life, the WHO Regional Office for the Eastern 
Mediterranean has been advocating poverty reduction as one of 
the most effective strategies to achieve equitable development and 
improvement in health. Community-based initiatives (CBI) like 
basic development needs, healthy cities and healthy villages 
programmes have been promoted in the Region and are based on 
the principles of pursuing health using all available means, 
making the attainment of good health the centrepiece of achieving 
the objectives of poverty reduction, environmental health and 
human development.  

The development of the regional strategy on sustainable health 
development and poverty reduction4 is an effort to build on the 
experience of CBI, aiming to move from micro-level initiatives to 
macro-level policies by creating partnerships on a wider spectrum. 
Hence the need to develop a strategy which will inspire Member 

                                                 
3 World development report 2004: Making services work for poor people. Washington DC, World Bank, 2003.  

4 Investing in the health of the poor. A strategy for sustainable health development and poverty reduction in the Eastern 
Mediterranean Region. Cairo, WHO Regional Office for the Eastern Mediterranean, 2004 (Community-Based Initiatives 
Series 12). 
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States and partners to reshape their policies and redouble their 
efforts, and consider the means by which they can be supported in 
these endeavours by WHO and others. 

1.3 Determinants of health outcomes 

The determinants of health outcomes may come from within, 
outside, and across different sectors. Health outcomes are 
determined by more than just the availability and quality of health 
care. Many factors, linked at many levels, determine health on 
both the demand and the supply side (See Figure 1). The demand 
for health is determined by individuals and households, weighing 
the benefits and costs of their choices and the constraints they face. 
The supply of services that affect health outcomes starts with 
global technological knowledge and goes all the way down to 
whether communities maintain water pumps or not. 

 

Source: modified from Dying for change: Poor people's experience of health and ill-health. Geneva and Washington DC, 
World Health Organization and World Bank, 2002.  

Figure 1. The determinants of supply and demand operate through many channels 
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1.4 Who are the poor? 

Defining who is “poor” is always a difficult proposition because 
there are several concepts of poverty. Perhaps most familiar is the 
one used to identify the poor in sample surveys in low-income 
countries, which is based on a composite measure of total 
household consumption per member (with adjustments for 
household size and composition)5. “Poor people” are then defined 
as those living in households below a particular threshold of this 
measure of consumption, such as below US$ 1 or 2 a day. 

An alternative approach divides the population into various 
groups, for example quintiles, according to a ranked ordering of 
the measure. The poorest quintile, for example, is the 20% of the 
population who live in households with the lowest values for the 
consumption measure. Many surveys do not include consumption 
data, which are difficult to collect. One approach to assigning 
people to quintiles is to aggregate indicators of a household’s 
ownership of assets and housing characteristics into an index, and 
then to rank households according to this index. To distinguish 
these approaches, quintiles based on the latter method are referred 
to as “asset” or “wealth” quintiles (since asset ownership and 
housing characteristics are arguably reflections of a household’s 
wealth)6.  

But poverty based on consumption, wealth, or an alternative 
derived from income, is not the only factor that creates difficulties 
in the demand for and provision of services. Gender bias can 
exclude women from both household and public demands for 
better services. In many countries, ethnicity or other socially 
constructed categories of disadvantage are important barriers. In 
addition, people with physical or mental disabilities are often not 
accommodated by education and health services.  

Even broader concepts of poverty are relevant to 
obtaining/delivering effective services. “Poor people” include 
people experiencing any of the many dimensions of poverty and 
those vulnerable to or at risk of poverty in lower income and 

                                                 
5 Deaton A. The analysis of household surveys: A microeconometric approach to development policy. Baltimore and 
London, Johns Hopkins University Press (for the World Bank), 1997. 
6 Filmer D and Pritchett L. The effect of household wealth on educational attainment: evidence from 35 countries. 
Population and development review, 1999, 25(1):85–120. 
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lower middle-income countries7. Even in middle-income 
countries, “the poor" includes a large part of the population, much 
of which cannot insulate itself from the consequences of failures in 
public services. 

                                                 
7 World Bank. Attacking poverty: World Development Report 2000/2001. Washington DC, Oxford University Press (for the 
World Bank), 2000. 
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2. Situation analysis 

2.1 Linkages between health and poverty 

In common with other regions, the Eastern Mediterranean Region 
comprises countries with highly variable levels of health and 
income, with oil-rich states which achieve a high level of well-
being for the great majority of their citizens, as well as very poor 
countries in which a significant proportion of the population live 
below the US$ 1 a day level, and a varied group of middle-income 
countries in which poverty and suboptimal health is a widespread 
concern, albeit at less extreme levels of deprivation.  

Comparing national averages for Member States, it can be seen 
that there are positive associations between per capita income, life 
expectancy, health expenditure and primary health care coverage. 
There is a strong inference that health differences between 
countries of varying prosperity are reflected in differences 
between socioeconomic strata within each country, but direct 
evidence bearing on this point is available only for selected 
countries (see Table 1 below), data being scanty on the poverty 
situation in most countries of the Region. In the summary statistics 
published by the UN system, where almost all the available health 
indicators are undifferentiated national averages (a rare exception 
being access to health services, which shows in some instances 
rural access substantially inferior to access in urban areas), even 
this type of data is not available for all countries, especially in the 
case of the more demanding indicators, such as maternal mortality 
ratio8. Table 1 shows some data extracted from the UNDP Arab 
Human Development Report9 on the income ratio of the richest to 
the poorest in selected Arab countries. It is evident from the table 
that there is wide disparity between the rich and the poor, even in 
comparatively affluent countries of the Region.  

                                                 
8 Demographic and health indicators for countries of the Eastern Mediterranean, 2001. Cairo, World Health Organization 
Regional Office for the Eastern Mediterranean, 2002. 
9 United Nations Development Programme, Arab Fund for Economic and Social Development. Arab human development 
report, 2002. Creating opportunities for future generations. New York, UNDP, 2002.  
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Table 1. Income ratios of the richest to the poorest, selected Arab 
countries 

Country Richest 10% to 
poorest 10%a 

Richest 20% to 
poorest 20%a 

Gini indexb 

Algeria, 1995 9.6 6.1 35.3 
Egypt, 1995 5.7 4.0 28.9 
Jordan, 1997 9.1 5.9 36.4 
Mauritania, 1995 11.2 6.9 37.3 
Morocco, 1998–99 11.7 7.2 39.5 
Tunisia, 1995 13.8 8.5 41.7 
Yemen, 1998 8.6 5.6 33.4 

a Data show the ratio of income or consumption share of the richest group to that of 
the poorest. 

b The Gini index measures inequality over the entire distribution of income or 
consumption. A value of 0 represents perfect equality, and a value of 100, perfect 
inequality. 

 
In addition, for four countries, Egypt, Morocco, Pakistan and 
Yemen, there is information derived from the Demographic and 
Health Surveys which permits some exploration of the 
relationship between health status measures and socioeconomic 
status The original survey data were examined using an index of 
household assets to divide the survey samples into quintiles by 
socioeconomic status, and the corresponding health status and 
service utilization measures were recalculated for each quintile. 
Some sample results are shown in Table 2.  



 

Table 2. Relationship between health status and socioeconomic status in four Arab countries 
Egypt (1995/96) Morocco (1993) Pakistan (1990/91) Yemen (1997) Indicator 

Lowest 
quintile 

Highest 
quintile 

Lowest/ 
highest 

Lowest 
quintile 

Highest 
quintile 

Lowest/ 
highest 

Lowest 
quintile 

Highest 
quintile 

Lowest/ 
highest 

Lowest 
quintile 

Highest 
quintile 

Lowest/ 
highest 

Infant mortality rate, per 
1000 live births 

109.7 31.8 3.45 79.7 35.1 2.27 88.7 62.5 1.42 108.5 60.0 1.81 

Under-5 mortality rate, per 
1000 live births 

147.2 39.1 3.76 111.6 39.2 2.85 124.5 73.8 1.60 163.1 73.0 2.23 

Under-5 stunted, % 38.4 20.2 1.90 39.2 8.1 4.84 61.1 32.9 1.86 57.7 34.9 1.65 
Total fertility rate 4.4 2.7 1.63 6.7 2.3 2.91 5.1 4.0 1.28 8.3 6.4 1.30 
Age-specific fertility rate 
15–19, per 1000 women 

93.0 25.0 3.72 52.0 21 2.48 88.0 44.0 2.00 121 82.0 1.48 

Measles vaccine uptake, % 79.9 99.5 0.80 62.4 95.2 0.66 27.9 74.8 0.37 15.7 72.9 0.22 
All vaccines uptake, % 65.1 92.5 0.70 53.7 95.2 0.56 22.5 54.7 0.41 7.8 55.7 0.14 
Last childbirth attended by 
trained personnel, % 

20.5 86.4 0.24 5.1 77.9 0.07 4.6 55.2 0.08 6.8 49.7 0.14 

Use of contraceptives, % of 
couples 

30.4 61.1 0.50 17.9 46.3 0.37 1.2 23.2 0.05 1.4 24.1 0.06 

Source: World Bank, based on Demographic and Health Survey data, recalculated 
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The data in Table 2 show a remarkably consistent pattern. On every 
measure of health status, and for all four of the countries for which 
data exists, there is a consistent gradient running from the poorest 
to the richest showing that the burden of ill-health is greater, 
sometimes by a factor of two or more, on the poorest quintile. On 
the measures for use of health services (rates for child 
immunization against measles, fully immunized children, medically 
trained attendance at last birth and contraceptive prevalence) the 
gradient consistently runs in the opposite direction. The poorest 
quintile use health services at a fraction of the rate of the richest. 
Particularly large differences are found on two measures: the 
poorest are attended by trained personnel at delivery only at a rate 
7% that of the richest in Morocco, 8% in Pakistan, 14% in Yemen 
and 24% in Egypt; while for the use of modern contraceptives, the 
rate in the poorest quintile is only 5% that of the richest in Pakistan, 
6% in Yemen, 37% in Morocco and 50% in Egypt. By and large, the 
manifestations of the situation in the Eastern Mediterranean Region 
are reflected in the global picture of the relationship between 
poverty and health outcome, in which child mortality is 
substantially higher in poor households.  

Most countries have rich–poor differentials in education or health 
outcomes. This is not evidence of services failing poor people, 
there are many determinants of outcomes, but comparing 
outcomes for richer and poorer people within a country highlights 
two things. First, it shows the appalling outcomes for the poor, 
and second, in-country comparisons give a sense of the possible, 
i.e. specific goals already being reached within a country. 

For any given income, health and education outcomes have been 
improving. The difference between 1990 and 2000, continuing a 
trend that goes back several decades, is interpreted as consequent 
on advances in technology and progress in knowledge vis-à-vis 
health and hygiene10. While there has been some debate, predicted 
reductions in child mortality tend to be greater at higher levels of 
income. The changes are large, even among poorer countries. At a 
national income of US$ 600 per capita, the predicted child 
mortality rate fell from 100 per 1000 live births to 80 per 1000 live 
births—a full 20% reduction—between 1990 and 2000. If this 
association were sustained, major headway would be made 
towards achieving the Millennium Development Goals through 
these changes alone. Major breakthroughs in immunization for 

                                                 
10 Preston SH. Causes and consequences of mortality in less developed countries during the twentieth century. In: Easterlin 
RA, ed. Population and economic change in developing countries. New York, National Bureau of Economic Research, 1980. 
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malaria, or even HIV, could have a huge impact on mortality at 
any given level of income. 

This is the clearest evidence that exists for the strong relationship 
between health and socioeconomic status within countries. 
Drawing on this evidence, the community-based initiatives (CBI) 
programme was conceptualized and introduced as a tool for 
narrowing these widening disparities and decreasing health 
inequities by reducing the poverty gap. The regional status 
report11 highlights these efforts, revealing that that the poorest 
among the poor countries of the Region are being targeted. One 
achievement, which appears to be key to realizing the objective of 
poverty reduction and health and development, is the wide 
sectoral approach which CBI has adopted. Community 
participation, empowerment and gender mainstreaming are 
efforts that form the basis of these initiatives.  

2.2 Challenges  

Certain challenges and issues intrinsic and peculiar to the Eastern 
Mediterranean Region pose additional impediments to poverty 
reduction and sustainable development.  

• Military conflicts and wars, sanctions and embargoes have 
affected many economies of the Region, causing a decline in 
productivity and disrupting markets12,13. Some countries 
struggling to recover from the ravages of war have emerged 
with substantial debts, limiting options for public expenditure. 
All affected countries have emerged with compounded 
socioeconomic problems that have retarded progress towards 
attaining economic stability. Most have lost important human 
and capital resources critical for the renewal of stability and 
competitiveness. 

• Ethnic minorities and refugees account for a sizeable 
population in the Eastern Mediterranean Region. A major 
challenge faced at the moment is drafting policies which take 

                                                 
11 Community-based initiatives in the Eastern Mediterranean Region. Status Report May 2003. Cairo, WHO Regional Office 
for the Eastern Mediterranean, 2004 (Community-Based Initiatives Series 13). 
12 World development indicators 2003. New York, World Bank, 2003.  

13 United Nations Development Programme. Millennium development goals: a compact among nations to end human 
poverty. Human development report 2003. New York and Oxford, Oxford University Press, 2003. 
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into account the perceived health and economic needs of these 
populations. This also gives rise to complex human issues. The 
countries of the Region are striving to address this issue but are 
pressured because of paucity of resources and lack of 
implementation on the part of donors in extending support to 
the countries to counter this Region-specific challenge. 

• Policies formulated in the social and economic sectors have 
started to take into account gender-sensitive approaches but 
still these appear not to be uniformly dispersed and therefore 
do not yield the desired results. The additional factor of cultural 
barriers further complicates the situation. This not only 
impedes the translation of economic policies to the achievement 
of their fuller objectives, but also results in the under-utilization 
of healthcare delivery systems. 

• Equity concerns are intrinsic to any policy; the more the policies 
fall short of taking equity into account, the wider is the resultant 
gap between different social and cultural groups and the greater 
the difference between the health status of the rich and that of the 
poor. Inequitable distribution of services (whether geographical, 
cultural, social or economic) tends to increase the already existing 
imbalance in favour of the more affluent at the expense of the 
health and development of the poor.  

• Globalization and the growth of new technologies have put 
additional strain on the already overburdened economies of the 
Region. This century is witnessing rapid progress in the area of 
genetic engineering in the industrialized countries. Without 
debating the benefits such technologies might bring to 
mankind, these advances do have important implications. Not 
only do they add to the economic burden and challenges of the 
developing economies, they also engender strong ethical 
ramifications, which seem to be particularly more pronounced 
in poor populations since they have little or no access to 
information nor to advanced technologies.  

• The lack of information and evidence on the magnitude of 
poverty, its distribution among different groups, the effect of 
poverty on health and development and its impact on the 
overall economy adversely affects the decision-making process. 
The scarcity of data on vulnerability analysis is a problem both 
for national governments and WHO in the drafting of economic 
policies. 
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3. Mission statement 

The regional strategy on sustainable health development and 
poverty reduction, to which this serves as a background 
document, aims to spur commitment to improving the health of 
the poor. Health refers to health status, not just the provision of 
health services. The health of the poor cannot be isolated from that 
of the entire population. But experience also provides the lesson 
that, if no special attention is given to the poor, if the mission is 
defined as simply to optimize health in general, then the outcome 
is that the health of the poor remains worse than the health of the 
non-poor, and the health status gap may even widen. There is 
ample evidence, in the form of benefit incidence analysis 
undertaken in many countries, that public expenditure is 
disproportionately captured by the rich. To avoid this 
suboptimum outcome, the mission needs to be stated in a way 
that encapsulates maximizing health gain with a focus on the 
poor.  

The mission of the regional strategy is to facilitate the integration 
of health policies and programmes into national strategic 
development agendas, with the aim of improving health status, 
reducing poverty and enhancing quality of life through the 
attainment of the Millennium Development Goals. The focus is on 
promoting equity, especially within a human rights perspective, 
gender mainstreaming, analysing the effects of globalization and 
emerging technologies on health, social mobilization and 
enhancing the role of vulnerable groups in the areas of health and 
sustainable development. The objective is the maximum gain in 
the health of the population, and particularly its poorest members, 
by the application of pro-poor health policies, policies which, 
when implemented, generate proportionately greater benefits for 
the poorer members of society. The objective needs to be restated 
to incorporate a distributional concern because of the intimate 
connections between health and poverty (See Box 1). By 
generating disproportionate gains in health for the poor, health 
policies are able to maximize their contribution to poverty 
reduction.  
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It is now standard to observe that the association runs in both 
directions: from poverty to health—because there are consistent 
observations that the poor carry a disproportionate share of the 
burden of ill health, and from (ill) health to poverty—because of 
the causal links between poor health status and income poverty. 
Indeed, there are clear demonstrations (most recently 
systematized in the report of the Commission on Macroeconomics 
and Health14) of health improvement and fertility reduction being 
means of generating income growth, as the return on human 
capital.  

Both of these associations are important, but the one which is most 
open to policy intervention by the health authorities is the 
connection that runs from improved health status to poverty 
reduction. The most direct contribution (and that which is 
unequivocally within its mandate) which the health sector can 
make to poverty reduction is by improving the health status of 
poor households.  

Key principles for achieving the objective stated above include: 

                                                 
14 Macroeconomics and health: investing in health for economic development. Report of the Commission on 
Macroeconomics and Health. Geneva, World Health Organization, 2001. 

Box 1. Different perspectives on the relationships between poverty 
and health 

POVERTY     HEALTH 

1. Traditional epidemiological analysis 
Low incomes, poor nutrition 
Insanitary environment   Poor health status 
Lack of information and awareness 
Low use of effective health services 

 
2. Recent poverty analysis 
       Poor health leading to 
Households plunged into poverty  loss of income and 
       high medical expenses 
3. Modern development paradigm 
Human capital stock improved  Improved population 
generating higher incomes   health status 
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• supporting the Member States in developing a shared vision for 
health and development and in formulating national strategies 
focusing on the health of the poor based on poverty analysis 
and measurement; 

• creating synergy for policies that result in increased net benefits 
for poor people by integrating various processes and initiatives 
aiming at health improvement, poverty reduction, gender 
mainstreaming, human and social development and 
environmental health; 

• assisting the national authorities and civil society in reducing 
health inequities and poverty through dynamic intersectoral 
collaboration building new partnerships and expanding 
existing ones so as to tackle challenges pertaining to 
globalization, human rights and emerging technologies and 
resource constraints; 

• helping in empowering communities and vulnerable groups, 
particularly women, to play the leading role in health and 
development; 

• assisting and motivating Member States in incorporating 
community development approaches in national poverty 
reduction policies and programmes. 

The agenda set out in the above mission and supporting principles 
requires a more proactive role, not only for WHO but for the 
Member States as well. The Eastern Mediterranean Regional 
Office of WHO will continue to assist the Member States and other 
partners towards achieving better health for the people of the 
Region by promoting economic prosperity and sustainable 
development. 
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4. Strategies to support health, poverty 
reduction and sustainable development 

4.1 Interaction of governmental and nongovernmental agencies 

The regional strategy on sustainable health development and 
poverty reduction proposes that governments, and specifically 
ministries of health, should take a wider view of their 
responsibilities than is traditional. Whereas currently they tend to 
focus on the upper left quadrant in Box 2, this strategy urges them 
to:  

• Engage with nongovernment providers of medical care 
• Revitalize and expand public health functions 
• Advocate and participate in intersectoral action to promote 

health.  
 

 

The modes of intervention that are available vary across the 
different domains. While ministries of health can give direct 
instructions and budgetary allocations to the public provider 
system in Domain 1, including its public health component in 
Domain 3, when they engage with nongovernment health care 
providers in Domain 2, they cannot give direct orders. Ministries 
can influence the conduct of these providers by a mix of various 
forms of regulatory action, ranging from restrictive licensing to 
positive accreditation, subsidy, exhortation and collaborative 

Box 2. Four domains of health action 
 
Public hospitals and  Nongovernment  
clinics    hospitals, clinics Medical care 
    and pharmacies 
 
Public health functions: Intersectoral action Wider 
environmental regulation to promote health determinants 
and health promotion     of health 
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agreement. They can, if they wish, contract private providers to 
deliver services in locations where the public sector is weakly 
represented, or services of a type which the public sector is not 
accustomed to providing (such as voluntary counselling and 
testing or peer educator programmes to combat HIV). They can 
engage nongovernment operators to distribute health-related 
products and behaviour modification messages using social 
marketing techniques.  

Similarly, ministries cannot give direct instructions even to public 
agencies in other sectors, still less to other types of partners. The 
main tool which they can deploy is advocacy; providing evidence 
and presenting arguments for actions by other sectors such as 
education, agriculture, nutrition, environment, energy, transport, 
water supply and sanitation, along with supporting policies 
geared to providing better economic opportunities which will 
produce health benefits. In some cases ministries of health can 
offer participatory action in collaboration with other agencies 
which have prime jurisdiction in the sector concerned. For 
example, there are many opportunities for collaboration between 
the health and education sectors. It is important that ministries of 
health initiate and inspire intersectoral action for health, because 
health is not at the top of the agenda in other jurisdictions. 
Without pressure from the health ministry, opportunities to work 
for better health outcomes through interventions in other sectors 
would be lost. The health strategies that specifically target the 
poor are summarized in Box 3. 
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Box 3. Five strategic directions for pro-poor health policy 
 

1. Reallocate resources and services by targeting poor and vulnerable people 
directly 

• reallocating resources by geographic areas (e.g. population-related 
resource allocation formulas) 

• developing and adequately funding universally accessible systems of 
primary health care supported by appropriate referral hospitals 

• countering imbalanced and inequitable distribution of human resources 
• encouraging nongovernment provision in underserved areas 
• adapting services to specific needs of poor (refugees, street children) 

 

2. Concentrate on the diseases and conditions of the poor 

• combating the high impact communicable diseases (tuberculosis, malaria, 
HIV/AIDS) 

• providing reproductive health (pregnancy and delivery care, sexually 
transmitted infections treatment, family planning) 

• preventing childhood diseases through immunization and integrated 
management of child health 

• reducing malnutrition (protein–energy, micronutrient) 
• extending support for noncommunicable diseases where supported by 

evidence of disease burden on the poor 
 

3. Reduce the burden of direct out-of-pocket payment for health services 

• increasing budget and donor funding as share of total expenditure 
• operating graduated fees and fee exemptions 
• discouraging unofficial fees 
• encouraging collective risk sharing, pre-payment mechanisms (both formal 

insurance, and community schemes for the informal sector) 
 

4. Improve the supply and effectiveness of non-personal public health services 

• expanding public information and promotion of healthy lifestyles  
• undertaking food fortification programmes (iodine, iron, zinc) 
• setting and applying standards for air, water and soil quality; occupational 

health; and food and chemical safety 
 

5. Advocate and participate in intersectoral action to achieve health gains 

• expanding water supply and sanitation  
• preventing road traffic accidents (victims in many cases are poor 

pedestrians, bus passengers) 
• reducing tobacco consumption 
• increasing female education 
• raising incomes of poor (support livelihoods, cash and in kind transfers) 
• promoting local integrated community development (Basic Development 

Needs, Healthy Villages) 
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4.2 Rationale for the inclusion of the five strategic directions in 
pro-poor policy 

The five broad strategies outlined in Box 3 cover all four main 
components of WHO corporate policy by employing a broader 
public health approach to reducing risks to health, focusing on 
health problems disproportionately affecting the poor, making 
policy development responsive to the wider determinants of 
health, and ensuring that health systems serve the poor more 
effectively.  

There is a rough correspondence between the domains previously 
identified, and hence the relevant modes of intervention, and the 
five strategic directions. The first three of these relate mostly to 
delivery of personal health services, and therefore concern 
Domains 1 and 2. Strategic direction 4 matches non-personal 
public health interventions in Domain 3. The essential feature of 
Domain 3 is that the health sector (and in practice, this means the 
ministries of health) has the mandate for regulatory and standard 
setting action. The actual delivery of services may lie in other 
jurisdictions, and even in the private sector, but the regulatory 
powers are clearly vested in health. This is not the case in 
Domain 4. Here, not only are ministries of health not responsible 
for providing services, but there are other agencies which do have 
the mandate to regulate them, for example ministries of finance 
for tobacco taxation, or ministries of education for girls’ schooling. 
When a ministry of health decides it wants to act in Domain 4, it 
cannot give orders or allocate budgets (as it can in Domain 3). This 
crucial distinction explains why strategic direction 4 is kept 
separate from strategic direction 5, though both have the same 
intent—acting on the wider determinants of health.  

Potential interventions for each of the five strategic directions are 
identified in the following section. 

4.3 Potential interventions for strategic directions 

1. Reallocate resources to favour the poor and target poor and vulnerable 
people directly 

There are a number of impediments to ensuring a uniformly high 
rate of utilization of any health services. Services are typically 
geographically concentrated in the urban areas, especially capital 
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cities. This is true both for nongovernment services financed by 
out-of-pocket payment, where the distribution of those who are 
able to pay fees is the determining factor, and also for publicly 
provided services financed largely by taxation, where the 
principle of a rational hierarchy of service provision locates the 
larger and more technically advanced facilities in the largest 
centres of population. Hence, health services are much more 
accessible geographically to the urban and affluent segments of 
the population than to the rural poor. It is also the case that, 
financially and culturally, services may be more accessible to the 
affluent urban population; often facilities located at a great 
distance from the capital are less well supplied and less well 
staffed than facilities with equivalent functions which are nearer.  

Strategic interventions 

The correction of geographic inequities in the allocation of public 
resources between geographic jurisdictions is possible if the 
political will is present. One device which acts with the recurrent 
budget is the population-related resource allocation formula. This 
divides the total financial resources for specified services among 
provinces or districts commensurately according to population, 
with or without adjustment for factors such as differential 
mortality or remoteness, which serve as proxies for relative need. 
With a more proportionate allocation of financial resources, local 
managers should over time be able to equalize levels for 
equipment, supplies and staffing. The poor living in previously 
underserved areas would thus have access to services of improved 
quality and possibly in the long term to additional services. 

A necessary condition for ensuring universal access to health care 
is the development of an extensive and adequately funded 
network of primary care facilities, located within an acceptable 
travel time and distance from the homes of the population to be 
served, and with the technical capacity to deliver most elements of 
the essential health care package. The network of ambulatory 
facilities needs to be supported by first referral hospitals with the 
capacity for emergency surgical intervention, more advanced 
diagnostics and associated inpatient capacity. In too many 
countries, primary care facilities exist in theory but function 
poorly in practice. They are often too few (and are therefore 
remote from the majority of the population) or they are 
underutilized. Low utilization is frequently explained by 
inadequate equipment and supplies or absentee staff, any or all of 
which failings lead the population to correctly conclude that they 



INVESTING IN THE HEALTH OF THE POOR   21 

 

are not being offered adequate services (financial barriers may 
also be significant in low utilization, see strategic direction 3). One 
indicator of a well-functioning primary care system is contact 
rates with the catchment population in excess of two to three per 
person per year.  

While the design of health care delivery systems should preserve a 
balance between primary care and referral facilities, it is 
commonly observed that referral systems do not work well, and 
that referral facilities end up providing primary care services to 
their immediate catchment populations. In these circumstances, 
efforts should be made to reallocate resources to the lower tiers of 
the service delivery pyramid, which automatically benefits remote 
and rural areas because these generally are not served by higher 
tier facilities. Making services more geographically accessible is a 
pro-poor policy. This can take the form of multiplying the 
network of static service points or supporting community-based 
health workers, both of which reduce patient time and travel costs, 
two factors which impede the use of services by poor and 
marginalized people. Another device which may be used in areas 
where the public provider system is weak and nongovernment 
providers exist is to subsidize them or contract them to provide 
equivalent services.  

It is not only financial resources for health care which tend to be 
inequitably distributed. Equally common is the observation that 
human resources, particularly the most highly trained, are 
disproportionately concentrated in the capital and other large 
cities. This applies not only to health workers in private practice, 
whose location decisions are largely driven by concentrations of 
patients able and willing to pay fees for services, but also to health 
workers in the public sector. In the latter case, part of the 
explanation for their distribution is the concentration of higher tier 
facilities in urban centres, and particularly the national capital, but 
it is also commonly observed that numbers of health workers well 
in excess of the numbers of sanctioned posts are found in the 
cities, while sanctioned posts in smaller centres and rural areas 
remain unfilled. Provision of incentives for service in rural or 
remote areas and enforcement of the labour contract with public 
sector workers are pro-poor actions which ensure more equitable 
and efficient distribution because the victims of existing 
maldistribution are predominantly the rural poor.  

There are some marginalized groups, often extremely poor, who 
are not readily reached by the standard services, either because of 
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geographical factors (refugees housed at camps on the borders, 
pastoralists either settled in low population density areas or 
practising seasonal migration with their herds) or cultural and 
social factors (ethnic minorities, street children). If access is to be 
genuinely universal, it will be necessary to provide specifically 
adapted services for such particular groups of the poor and 
vulnerable, who do not readily use conventional services.  

2. Concentrate on the diseases and conditions of the poor 

The phrase “diseases of the poor” is widely employed but much 
less frequently defined. It is clear that it does not mean diseases 
which exclusively afflict the poor. All socioeconomic strata suffer 
from communicable diseases, childhood illnesses, reproductive 
health problems and malnutrition (the conditions to which this 
phrase usually relates), though it is apparent that the burden of 
these diseases falls more heavily on the poor. Additionally, the 
poor experience greater mortality and morbidity from all causes, 
including noncommunicable diseases. The crux of the distinction 
is that the excess mortality and morbidity suffered by the poor is 
relatively greater for the “diseases of the poor”.  

Two other points need to be made. First, the standard phrase has 
been modified here to include “and conditions” for the reason that 
pregnancy, while creating a need for medical care, is not a disease, 
and malnutrition is also a condition, though its extreme 
manifestations are labelled diseases. 

Second, the prioritization of interventions against disease is only 
weakly related to their ranking as causes of death. 
Noncommunicable diseases, notably cardiovascular disease and 
cancer, account for the majority of deaths in high and middle-
income countries, and (at least until the HIV epidemic) an 
increasing proportion of deaths in low-income countries. But the 
majority of the deaths from these causes occur at relatively 
advanced ages, whereas deaths from communicable disease tend 
to occur at young ages. As a consequence, communicable diseases 
account for a higher proportion of the burden of disease, as 
measured by disability adjusted life years lost, than they do of 
total deaths.  

Additionally, noncommunicable diseases are difficult to prevent 
and are not susceptive to cure; at best, good case management can 
preserve function and delay the progression of degenerative 
disease. The health gains it is possible to achieve are smaller per 
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person (though they may be large in aggregate), and expensive, 
because long term treatment is usually required. Conversely, 
many communicable diseases are easy and cheap to prevent 
(through immunization or simple hygiene) or to treat, resulting in 
complete cure (with oral rehydration salts or antibiotics). As a 
consequence of these characteristics, the most cost-effective 
interventions, ranked by dollars per disability adjusted life year 
gained, are generally against the diseases of the poor. The case for 
giving priority to the diseases and conditions of the poor, 
therefore, rests on both efficiency grounds and equity; the poor, 
who currently suffer the highest burden of disease, will gain 
disproportionately from interventions against these diseases. 
Moreover, the coincidence of efficiency and equity suggests that 
the theoretical trade-off between objectives, which can occur 
whenever multiple objectives are specified, would not occur in 
practice with the implementation of this policy. 

Strategic interventions 

A focus on the diseases of the poor does not necessarily imply 
vertical disease programmes. It is perfectly compatible with 
developing integrated service delivery systems, though some 
dedicated central policy direction is necessary in both modes. 
While attention is given especially to the trilogy of tuberculosis, 
malaria and HIV/AIDS, tuberculosis (notoriously associated with 
poor housing and poor nutrition) is the only one of these which is 
highly prevalent throughout the Region. Malaria and HIV/AIDS 
are significant selectively across countries of the Region, but there 
are other communicable diseases which are locally important, 
including leprosy, filariasis, schistosomiasis and leishmaniasis. 
Social marketing of bednets and condoms are potential 
interventions against malaria and HIV respectively. Whatever the 
mode of intervention, the aim should be to achieve a high level of 
coverage of the population at risk. 

Childhood diseases are a particular concern of the poor because 
they have more children than the rich, their children fall ill and die 
more frequently, and they receive effective interventions less 
frequently. Changing this pattern by providing universal access to 
preventive interventions such as immunization and treatment, as 
in the integrated management of childhood illness (IMCI) 
package, is a highly cost-effective means of delivering better 
health to the poor. 

Reproductive health services cover a spectrum from care through 
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the antenatal, delivery and postnatal period in normal and 
complicated pregnancies, through treatment of diseases, sexually 
transmitted and otherwise, of the reproductive system, to various 
techniques of family planning. The evidence from Table 2 shows 
conclusively that the poor have higher fertility, especially where a 
higher risk is involved, and receive much less care than the rich in 
the course of their reproductive lives. Use of modern 
contraception is subject to extreme poor/rich differences in some 
countries, indicating the potential for considerable health gains for 
the poor by making services and products more universally 
available. Lower fertility would contribute to poverty reduction 
not only through health improvement, but also by reducing the 
burden of child dependency at the household level. 

Nutrition indicators (of which stunting among children 
under 5 years is shown in Table 2) also display the expected 
poor/rich disparity. Potential interventions include providing 
nutrition supplements, particularly for infants and pregnant and 
breastfeeding mothers, and nutrition education at health facilities. 
Note that another nutrition intervention, food fortification, is not 
part of personal health services and so falls in Domain 3 (see Box 
2), while efforts to improve food supplies or affordability are 
classified in Domain 4.  

In designing health care delivery systems, it is usual to define an 
essential service package which is oriented to training of the 
health workforce, monitoring and supervision, and supply 
logistics. It is generally found that the components of the essential 
service package coincide with the measures proposed here for 
dealing with the diseases and conditions of the poor. 

Although ministries of health have traditionally focused on 
Domain 1, the public provider system, in planning actions in 
relation to strategic directions 1–3 (see Box 3), there are strong 
arguments for giving more attention to Domain 2 (nongovernment 
providers). Not only are these providers responsible for a high 
proportion of total service provision and total expenditure in some 
countries, which makes it irrational and inefficient to ignore them, 
but it is also the case that many opportunities exist for catalysing 
their effectiveness, and hence the health benefits to the entire 
population, at little direct resource cost to the ministries. In 
delivery of the essential service package, where the intention is to 
achieve high population coverage, it is hugely advantageous to co-
opt nongovernment providers to deliver the same services using 
the same treatment protocols. This might mean including 
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nongovernment staff in in-service training programmes, 
distributing diagnostic guidelines and treatment protocols to 
them, making them part of two-way referral systems to specialist 
care centres, and in certain cases including them in the 
distribution of commodities such as contraceptives or dedicated 
drugs. Because of their different funding modalities it is harder to 
include nongovernment providers in the measures proposed 
under strategic directions 2 and 3, but even here it is possible, with 
sufficient willingness, to provide financial incentives. The public 
provider system finds it easiest to reach productive agreements 
with non-profit providers which operate within the allopathic 
system, but it is also possible to collaborate with for-profit 
providers and traditional practitioners not trained in allopathic 
medicine. 

3. Reduce the burden of direct out-of-pocket payment for health services 

Financial barriers to accessing health services are as important as 
physical obstructions. The World Health Report 200015, clearly 
identified direct out-of-pocket payment at the time of use as the 
least desirable mode of financing health services, because of its 
effect either in deterring the use of services or impoverishing 
households when services are used. In the Eastern Mediterranean 
Region, out-of-pocket payment as a percentage of all financing 
resources ranges from a low of 4% to a high of 79%16. The high 
dependence on out-of-pocket payment occurs because poorer 
countries tend to rely greatly on private providers and have 
weaker budgetary resources, so even publicly provided services 
usually entail some user charges. The evidence from studies of 
user charges is that elasticity with respect to price is greater for 
low-income households, so that the effect of any given level of fees 
is to deter consumption of services by poor people more than rich 
people. The cost of accessing health services is therefore one of the 
important factors underlying the observation of differential use of 
services displayed in Table 2. 

Strategic interventions 

The recommended solution to the problem of out-of-pocket 

                                                 
15 The World Health Report 2000. Health systems: improving performance. Geneva, World Health Organization, 2000. 

16 Spinning off for sustainable microfinance. Case study. A study by the Regional Bureau for Arab States, United Nations 
Development Programme, in cooperation with the World Bank, Middle East and North Africa Region. UNDP, 1999. 
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payment is to move to greater reliance on various forms of 
collective prepayment. One such mechanism is the public budget, 
which in poor countries is generally supplemented by various 
forms of external aid. Therefore, one key strategy for making 
health services more affordable is to finance them by increased 
budget allocations and donor flows, and to dispense with user 
fees as a source of funding to the maximum extent possible.  

Even if it is judged necessary to finance a portion of health service 
costs by user charges, their adverse impacts can be reduced by 
careful design of the structure of charges and exemptions from 
charges. The Commission on Macroeconomics and Health 
envisaged that the essential care package should be entirely 
funded from public (budget plus donor) resources, in effect 
restricting the contribution of user fees to non-essential and 
amenity services. Even if such a solution is currently beyond the 
means available, there are sound efficiency arguments for highly 
subsidized or free provision of services which generate 
externalities, such as communicable disease control and family 
planning. There are equity arguments for low or zero charges for 
services which are heavily used by poor people, such as clinics for 
children under 5 years and nutrition rehabilitation. Categorical 
exemptions (by service, location or level of service provider) are to 
be preferred over discretionary exemptions based on assessment 
of the ability to pay of individual households because it is difficult 
to avoid stigmatizing procedures with discretionary exemption. If 
discretionary exemptions are granted, it is preferable that the 
judgement should be made on a long term basis by a third party 
(such as a local government authority or zakat council) rather than 
by health staff on each occasion of use, but the latter is often 
unavoidable for administrative reasons. It is recommended that all 
existing user fee systems should be revised in the light of the 
Addis Ababa Consensus17, to which WHO was a signatory. 

In many countries, over and above official fees duly accounted for 
as public revenue, there is an informal fee-charging system, which 
in effect generates income supplements for the health workforce. 
Ministries of health are often reluctant to acknowledge the 
existence of unofficial fees, and condone the practice as an 
understandable response to inadequate official salaries. A related 
practice is the diversion of publicly funded drugs and equipment 
into the private practices of these health workers. Both these 

                                                 
17 UN Economic Commission for Africa, UNICEF and World Bank. Addis Ababa consensus on principles of cost-
sharing in education and health. New York, UNICEF, 1998. 
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practices are highly deleterious to patients, but their impact is 
particularly adverse for the poor. Actions to eliminate unofficial 
fees and diversion of drugs are feasible (transparency around 
official fee transactions, supervision by community 
representatives, raising official salaries, willingness to take 
disciplinary action) and should be undertaken as part of a pro-
poor policy. 

The other risk-sharing mechanism, which is available to a varying 
extent across the Region, is insurance. Some countries have formal 
social insurance mechanisms derived from European models, but 
population coverage is customarily limited to those in formal 
sector employment, while those engaged in informal sector 
activities, who are usually poorer, are excluded from membership. 
Because of this limitation, and the associated danger that a two 
tier system of health care provision will be created, there is 
caution in some circles about recommending the initiation or 
expansion of formal social insurance. 

There are various devices which can make formal insurance more 
pro-poor, by extending benefits to non-contributors or those who 
contribute at a fixed nominal rate. For example, the government 
can introduce legislation providing benefit entitlements for non-
contributors, such as the elderly, or it can pay premiums on their 
behalf. Similarly, it can legislate for the inclusion of the 
agricultural workforce at a nominal fixed premium (thereby 
overcoming the problem of income assessment), and/or it can 
make a contribution to the insurance fund on behalf of these 
members. The potential for developing formal schemes in these 
directions, with the aim of eventually reaching universal 
insurance coverage, is highly variable, with the relative size of the 
formal and informal sectors in each country and the ability of the 
government to subsidize premium contributions for non-
contributors being key factors. 

In countries with a large informal sector, it is frequently 
recommended that various forms of community health insurance 
be created with the objective of substituting prepayment for out-
of-pocket payment at the time of need. Experience with these 
schemes (mostly reported from non-Eastern Mediterranean 
Region countries) is highly variable, and no model has yet 
demonstrated consistent success. The report of the Commission on 
Macroeconomics and Health18 envisaged subsidy of such schemes 

                                                 
18 See footnote 13. 
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as one means of reducing the burden of out-of-pocket payment on 
the rural poor, but until now most schemes have been expected to 
become self-sustaining. 

4. Improve the supply and effectiveness of non-personal public health services  

Health is determined by many factors other than the provision of 
medical care. In particular, there are important influences from the 
natural and man-made environment which impinge on human 
health. The classic public health functions of regulation of the 
environment and control of risks to health and safety stem from a 
scientific understanding of these influences and the potential of 
preventive and protective action. 

By their very nature, non-personal public health services 
(distinguished from personal services such as immunization or 
disease screening) are not delivered to identifiable individuals. If 
they are provided at all, they are provided to entire communities. 
From an economic perspective, they are pure public goods, non-
excludable and non-competitive, characteristics which ensure they 
will not be provided by market forces. Only the state has the 
incentive to supply these services for the welfare of the citizenry, 
recouping the cost from compulsory taxation. Provision of non-
personal public health services is, therefore, an inescapable 
function of government.  

Yet, if they are not provided to identifiable individuals, on what 
grounds can they be regarded as pro-poor? The argument is that 
the poor are disproportionately exposed to polluted 
environments, to risks of industrial injury and disease, and to the 
risks of consuming contaminated foodstuffs. If these hazards are 
controlled effectively and comprehensively, it is the poor who 
stand to benefit most. There is, however, an important proviso: the 
pro-poor impact will not be achieved unless regulation is effective 
in all the environments at risk. If water quality samples are taken 
from the piped supply serving the affluent suburbs but not from 
the wells used by villagers, if food hygiene is inspected in the top 
restaurants but not in street markets, if occupational health is 
confined to multinational firms and neglects the small workshops 
and agricultural enterprises where the majority of poor people 
earn their living, then public health services will not produce a 
pro-poor impact. 

Another public good, and corresponding public health function, is 
the supply of information on risks to health and the promotion of 
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healthy lifestyles. The parallel argument about the pro-poor 
nature of public information is that it is the poor who are most 
likely to be unaware of hazards to health, and consequently 
unaware of the benefits of adopting healthy lifestyles. 

Strategic interventions 

Studies of cost-effectiveness have identified fortification of basic 
foodstuffs with iodine, iron and zinc as among the most efficient 
interventions in the health sector. Subsidized or universal 
fortification of key foodstuffs is an intervention which favours the 
poor on the grounds that the poor are least likely to obtain 
adequate protection from their customary diet, are least aware of 
the need for micronutrient intake, and are most susceptible to the 
temptation to purchase cheaper alternatives (such as un-iodized 
salt). While the entire population benefits from food fortification, 
the value of the benefit is greater for the poor.  

5. Advocate and participate in intersectoral action to achieve health gains 

Now that the impact of wider determinants is understood, it is 
clear that optimal health cannot be achieved through the efforts of 
ministries of health alone, however dynamic they may be. Policies 
made outside the health sector have a direct bearing on the health 
and well-being of the population. Although they may impinge on 
health, when formulating policies, other sectoral ministries such as 
those for food and agriculture, local government, social welfare, 
finance, transport, planning and development, education, labour 
and industry tend to focus on their own mandate and overlook the 
potential of contributing to good health outcomes.  

The intervention open to the Ministry of Health is most commonly 
advocacy, advancing a case for policy in other sectors to be 
modified in order to achieve favourable health results. These 
might be interventions to raise tobacco taxation, encourage 
production of nutritious crops or reduce traffic accidents. In such 
cases, the health authorities have no role in the implementation of 
the policy, though they may be heavily involved in monitoring 
impacts; executive responsibility remains with the sectoral 
ministry. A slightly different case arises when the health 
authorities participate in collaboration with other sectoral agencies 
for the achievement of mutual benefits. For example, there are 
many opportunities for collaboration with the education 
authorities whereby the interests of both agencies are served. 
School health programmes provide the health authorities with 
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convenient access to target populations for immunization and 
screening programmes, and provide the education authorities 
with solutions to health problems such as parasite infestation 
which impede learning. Health education programmes are both a 
component of general education and a vehicle for achieving 
desired health behaviour changes. 

Strategic interventions  

The range of potential interventions is extremely broad, and the 
specific topics considered here are just a selection. Water supply 
and sanitation are rarely the direct responsibility of the Ministry of 
Health, but the contribution which these services make to the 
health status of a population is very important. It clearly serves 
the health interest to advocate expansion of water and sanitation 
services, and it is a pro-poor action if, as is commonly the case, 
those currently served adequately are drawn from higher income 
strata, and those currently underserved are mostly poor. 

Discouraging tobacco consumption might entail interventions by a 
number of different public and private agencies. One of the most 
effective interventions, raising taxation on tobacco products, 
might be considered a win–win solution, producing both 
additional revenue and decreased consumption, though the 
Ministry of Finance may be anxious not to put tax revenue at risk 
by raising taxes to the point where tax revenue is lost to 
smuggling. Bans on tobacco advertising concern the Ministry of 
Trade, bans on sports sponsorship by tobacco companies concern 
the Ministry of Sports, and school education programmes require 
the action of the Ministry of Education. Reducing tobacco 
consumption is not only unequivocally good for health, it is also 
pro-poor. Tobacco consumption patterns in industrialized 
countries show that better off and better educated people have 
largely abandoned the smoking habit, leaving tobacco 
consumption to lower income and less educated strata. The 
evidence is that this pattern is beginning to be replicated in low 
and middle-income countries. 

There is an obvious health interest in the prevention of road traffic 
accidents and the avoidance of the associated premature mortality 
and morbidity, but the agencies primarily concerned (Ministry of 
Transport, police) do not have accident prevention at the top of 
their list of concerns. They will not necessarily act, through design 
of road systems or enforcement of the traffic regulations, unless 
persuaded by the Ministry of Health. It might be thought that, 



INVESTING IN THE HEALTH OF THE POOR   31 

 

because cars are involved, prevention of traffic accidents is not a 
great benefit to the poor. In fact, it has been found that in low and 
middle-income countries a high proportion of accident victims are 
pedestrians and bus passengers. 

The classic example of advocacy for a policy in another sector 
engendering health benefits used to be female education because 
of the strong association between child survival and the level of 
mother’s education. Today, gender equity in education is one of 
the United Nations Millennium Development Goals. Extending 
female education is a policy which favours the poor because 
existing enrolment rates are positively associated with income 
levels—the daughters of the rich are already in school, the 
daughters of the poor are far more often withheld, either because 
the family needs their labour for income-generation, or because 
school fees cannot be afforded. 

Raising incomes of the poor is an evidently pro-poor policy with 
predictably favourable consequences for health outcomes, 
mediated by both better living conditions and the ability to 
purchase more health care services. It was a central feature in the 
recommendations of the Independent Inquiry into Inequalities in 
Health19 in the UK which reported in 1998 that poverty should be 
reduced, primarily by direct cash transfers from the state. It has 
always been assumed that the scope for direct cash transfers was 
very limited in low and lower middle-income countries, though 
there is clearly more potential at higher incomes. Other routes 
exist, including sustainable livelihood approaches, to raise the 
incomes of the poor even when public expenditure is highly 
constrained. 

Last, the various forms of community-based initiatives, which are 
a distinctive feature of policy in the Eastern Mediterranean 
Region, are outstanding exponents of intersectoral collaboration at 
the local level to achieve improved health and poverty reduction 
outcomes. Some national programmes have moved well beyond 
the pilot phase and have matured into sustainable community 
development programmes yielding health, social and economic 
benefits to their participants.  

                                                 
19 Great Britain. Report of the independent inquiry into inequalities into health. (Chairman: Sir Donald Acheson). The 
Stationery Office, London, 1998. 
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4.4 Prerequisites for success 

The very considerable agenda for pro-poor health action outlined 
above does imply the need for additional resources, and 
specifically additional resources in the public sector. For some of 
the poorer countries, additional resources might come from the 
debt relief offered to countries qualifying for the second, 
enhanced, Heavily Indebted Poor Countries initiative. Debt relief 
per se does not create a new inflow of resources; what it does is 
allow governments to reallocate funds previously applied to 
external debt service to domestic expenditure, thus making 
possible higher expenditure on health and other social services 
among other uses. Under the new arrangements announced in 
1999, debt relief was linked to poverty reduction by making the 
grant of debt relief conditional on the production of a Poverty 
Reduction Strategy Paper, a comprehensive document prepared 
by the national authorities setting out a national strategy for 
poverty reduction and proposed changes in resource allocation. 
The requirement to produce Poverty Reduction Strategy Papers 
was subsequently extended to all countries which sought to use 
the concessional finance facilities of the International Monetary 
Fund and the World Bank. It was thought that up to 25% of the 
incremental resources might be applied to the health sector, given 
its newly discovered recognition as a means of achieving poverty 
reduction. It was also hoped that countries with well constructed 
Poverty Reduction Strategy Papers would attract additional 
bilateral funding. 

A second possible source of additional resources might be 
enhanced donor transfers, as recommended in the report of the 
Commission on Macroeconomics and Health20. The report argues 
that countries might be expected to find an additional 1%–2% of 
gross domestic product for health, but acknowledges that even 
this daunting achievement would still leave many of the poorer 
countries short of the target of US$ 30–40 per capita annual 
expenditure. The difference could only be made up by vastly 
increased donor support to the health sector, up from US$ 2 
billion to US$ 20 billion annually. Although there are doubts that 
such a vast increase in donor generosity will occur, two grant 
mechanisms have recently been introduced, which can be 
regarded as the first fruits of the high level advocacy of the 
report’s conclusions. These are the Global Fund to Fight AIDS, 
Tuberculosis and Malaria (GFATM) and the Global Alliance for 

                                                 
20 See footnote 13. 
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Vaccines and Immunization (GAVI). The United States of 
America, in January 2003, approved a US$ 15 billion fund to 
combat AIDS.  

Taking these three sources together (debt relief, domestic 
budgetary increases, and increased donor flow) there is at least the 
prospect that some of the incremental resources required to 
implement the proposed strategy can be found. An implication of 
the new arrangements is that funds will flow preferentially to 
those countries which can demonstrate that their policies are 
genuinely designed to preferentially increase the well-being of the 
poor, and they are able to meet donor expectations of probity, 
transparency and accountability in the management of resources.  

The prospects for increasing donor flow, and certainly for 
increasing the effectiveness of aid, are greatly improved if 
countries are able and willing to join with donor partners in a 
sector-wide approach to health. The essence of the agreement 
between the recipient country and its donors is that, in exchange 
for policy dialogue leading to consensus on priorities for 
development, donors will apply their resources to a common 
programme of work and use government implementation 
procedures, rather than defining and implementing projects 
according to their own procedures. The World Bank, which 
initiated the sector-wide approach, has frequently taken a lead 
role on the donor side, but equally frequently leadership has been 
taken by bilateral donors. The involvement of WHO in sector-
wide approaches has been variable, with a marginalized role in 
some countries, a participatory role in others, and a leadership 
role in a few cases.  

To some extent, sector-wide approaches have been overtaken by 
the more recent development of Poverty Reduction Strategy 
Papers. In effect, the agreement between government and donors 
transcends sectors and applies to the overall national development 
programme. Donor contributions take the form of general budget 
support and are not earmarked to sectors, still less to individual 
projects. Ministries of health need to ensure that they have 
effective expenditure plans and deploy the correct arguments to 
attract their appropriate share of the resources which should flow 
from acceptance of their Poverty Reduction Strategy Papers. An 
important role for WHO is to assist ministries of health in 
developing pro-poor health plans and advocating their 
implementation.  
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Efforts towards poverty reduction employed by different 
institutions, organizations or countries are often plagued with bad 
governance when it comes to the implementation of programmes. 
Good fiscal controls, effective development of human resources, 
meaningful management reforms, concrete accountability 
measures, good rapport between the community and the public 
sector, gender-sensitive policies and plans all add value to the 
resource mobilization efforts. Much can be achieved by employing 
simple techniques taking cognisance of the externalities, which 
may at times have more important bearings on poverty reduction 
than just making more resources available. Good health-
promoting practices and designing programmes and interventions 
which tend to focus on cost-effectiveness and cost-efficiency are 
pragmatic measures for achieving desired results.  

Since poverty reduction and sustainable health and development 
are multidimensional issues, wide spectrum partnerships are 
required with clearly outlined roles and responsibilities. 
Institutions (World Bank, Asian Development Bank, African 
Development Bank, Islamic Development Bank), organizations 
(WHO, United Nations Development Programme, UNICEF), 
funds and consortiums (the Global Alliance for Vaccines and 
Immunization, the Commission on Macroeconomics and Health, 
the Global Fund to Fight AIDS, Tuberculosis and Malaria), 
countries, nongovernmental organizations and civil society all 
have to take a more proactive role and develop existing policies 
and interventions to break the major barriers to sustainable 
development.  
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5. Rationale and contribution of existing 
programmes  

A review undertaken of the current (2002–2003) and prospective 
(2004–2005) programme budgets of the Eastern Mediterranean 
Regional Office in the light of the strategic framework suggested 
above, and with a view to identifying the potential for sharper 
policy focus or resource reallocation, suggests a fairly rational 
distribution of resources. This conclusion implies that the 
programme budget process has been successful in aligning actual 
use of resources with the main thrusts of the strategy, which in 
turn anticipates the elements of the strategy proposed in this 
document.  

This does not, however, mean that the situation is satisfactory, 
since all programme areas remain under-funded, but it does mean 
that nothing is being funded which is irrelevant or contrary to the 
strategy proposed. The Eastern Mediterranean Regional Office of 
WHO has suffered the double burden of the progressive erosion 
through inflation of the real value of a fixed nominal regular 
budget, and the reallocation of resources away from the Region 
consequent on the passage of resolution WHA51.3121, that will 
have produced a cumulative reduction of 9.6% in the regional 
allocation by the end of 2004. This trend has been offset, to some 
extent, by an increasing flow of voluntary contributions, 
particularly for country level activities, but it remains the case that 
each programme area is thinly staffed at the Regional Office and 
has little discretionary funding to support major initiatives. 

The pressure on resources has always been a major concern for the 
programmes/initiatives of the Eastern Mediterranean Region. A 
perpetual decline in the support provided by headquarters 
combined with the indigenous waning of resources has always 
been a cause of extreme concern, compromising the effectiveness 
and quality of existing programmes. Any attempt to enhance 
efforts to make collaborative ventures between programmes 

                                                 
21 Review of the constitutional and regional arrangements of the World Health Organization: Regular budget allocations to 
Regions (Resolution WHA51.31). 51st World Health Assembly, Geneva, May 1998. 
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(promotion of healthy lifestyles, health and environment, health 
system strengthening, disease control), particularly those affecting 
the poor population more, would require more resources so that 
programmes do not suffer at the expense of each other. The 
cumulative benefit to the poor can be conveyed only if the 
contributions of different programmes are reinforced—something 
which can be done only with more resources. If additional 
resources were to become available, the priority areas in terms of 
the ability to support national pro-poor health reform efforts 
would probably be health financing, health service management 
(including relations with nongovernment providers), health 
promotion, health system strengthening and environmental 
health. 

In summary, although the overall priorities are in line with the 
requirements of support to a reform strategy which favours the 
poorer sections of the community and the appropriate emphases 
are carried through to the content of individual programmes, 
there is increased realization of the fact that these can no longer be 
sustained in the existing manner. It is emphasized here that 
allocation of resources to programmes needs to take into 
consideration the priority areas, and a rational redistribution of 
resources should be employed. A uniform thinking within the 
organization, not only at the regional level but at the WHO 
headquarters level as well, need to be developed regarding the 
allocation of resources so that individual programmes do not 
suffer at the expense of others. 

At the same time the community-based initiatives (basic 
development needs, healthy villages, healthy cities), which are an 
important vehicle for implementing strategic directions at local 
level, require scaling up since they are not only in line with the 
global efforts towards poverty reduction and sustainable health 
and development, but also a progressive tool towards the 
attainment of the Millennium Development Goals.  
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6. Capacity-building 

The regional strategy proposed here assumes that national 
governments, and specifically their ministries of health, will need 
to take on a much wider range of functions than they have 
traditionally. This implies the need for institutional development 
(the creation or expansion of units within the ministry and 
possibly within coordinating agencies such as the ministries of 
finance, planning, education, housing), and the staffing of those 
units with personnel who have relevant skills. It is anticipated that 
a need will be identified for greater capacity in policy analysis, 
information systems, health advocacy and intersectoral 
cooperation, behaviour modification, communications, 
environmental health, health programme planning and health 
financing. Moreover, building the skills and capacities of the 
community to respond effectively to these disciplines also seems 
to be critical because of the strong partnership role communities 
tend to exhibit. 

In light of the dearth of relevant information to support policy 
making, it may be assumed that strengthening information 
systems will become a major component of support to countries. 
As we are critically highlighting the importance of wide sectoral 
partnerships, gender mainstreaming, globalization, human rights 
and ethnic concerns, evidence about the relation of each of these to 
health is required to reach informed decisions. At present, 
capacity at the country level for searching for and collecting such 
evidence is weak. Harnessing the experiences of those countries 
with the skills and techniques to respond to the new challenges is 
of critical importance.  

While the regional strategy is largely focused on what national 
governments need to do within their own borders, there is an 
important international dimension to health development. Health 
issues are discussed with increasing frequency in international 
forums, including those not traditionally associated with health, 
such as the meetings of the G8 and the World Trade Organization. 
This raised awareness regarding health issues has resulted in new 
alliances and new initiatives to promote health. Two issues have 
surfaced in recent years. One is the question of access to 
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medicines, where the cost of new drugs protected by international 
patents effectively denies them to patients in poor countries. There 
are provisions of the Trade-Related Aspects of Intellectual 
Property Rights (TRIPS) agreement that give importing countries 
rights to depart from strict observance of patent protection, but 
these have yet to be fully articulated and exploited. It is in the 
interest of all importing countries to have the most liberal 
interpretation placed on these provisions. A related issue is the 
development of new drugs and vaccines for diseases which are 
common in poor countries, but relatively rare in rich countries, so 
giving the research-based pharmaceutical industry little incentive 
to incur the costs of research and development. Agreements 
between donor countries to finance such research, or to guarantee 
a market for successful discoveries, are potential ways out of the 
problem. While the parties to the agreements are donor countries, 
it is very much in the interests of the recipient countries to 
articulate their needs for new drugs and vaccines, and exert 
pressure on the donors to live up to their promises.  

These issues present new challenges to ministries of health, 
because, not only are the concepts new, they are often discussed in 
meetings where health ministries are not represented. It has 
frequently been reported that ministries of health learned of the 
potential implications of the World Trade Organization General 
Agreement on Trade in Services (GATS) for health service and 
health insurance only after their ministries of trade had concluded 
discussions. There is a dual obligation arising from these new 
developments—on ministries of health to learn about and prepare 
to respond to new challenges and opportunities, and on 
international partners, including WHO, to provide appropriate 
technical assistance.  

The challenge for WHO will be to support the development of 
new skills and methods of working. It is important to stress that it 
is not just the Regional Office but also WHO headquarters whose 
resources can be deployed in support of the national authorities. 
All available means for disseminating new ideas can be used, such 
as: 

• consultation visits by staff of Regional Office and WHO 
headquarters 

• consultation visits by external consultants 
• training workshops organized at sub-regional, regional, inter-

regional and local levels 
• exchanges of experience and distillation of best practice 
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• preparation and dissemination of tools, survey instruments, 
operational guidelines 

• information exchange using web based systems 
• building alliances with academic and research centres in and 

beyond the Region. 
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7. Monitoring and evaluation 

The system for monitoring the adoption and implementation of 
pro-poor health reforms should be designed so as to avoid 
burdening national governments with excessive investigation or 
reporting requirements. It should focus on maximum exploitation 
of existing data systems and should not expect rigorous 
measurement of changes in health status to be reported at 
frequent intervals. Indicators of progress on an annual basis might 
include: adoption of formal policy positions; allocation or 
reallocation of resources in pursuit of strategic objectives; 
measures of activities, including utilization of services of various 
types; demographic indicators (where data systems of adequate 
reliability exist); and, periodically, the results of population-based 
surveys, such as the Demographic and Health Surveys.  

It is important to note that the Millennium Development Goals do 
not provide a totally satisfactory framework for monitoring the 
implementation of pro-poor health policies. This is because the 
goals themselves are framed in terms of national averages, 
whereas the definition of pro-poor action proposed here is that 
which generates disproportionate benefits for poor people. It is 
therefore desirable that information is collected on a basis which 
allows it to be broken up by socioeconomic group, or by some 
proxy such as rural/urban or regional distribution.  

There appear to be two distinct mechanisms which need to be 
employed while monitoring the progress and impact of pro-poor 
policies. Indicators such as utilization of health services, 
demographic indicators and surveys, adoption of formal policy 
positions, etc., tend to look at the processes that are executed. The 
Millennium Development Goals tend to look more specifically at 
the outcomes of the macrolevel policies and the overall 
achievements towards the targets and goals set out. It is important 
to realize that it is critical to keep a balance between the two sets 
of measures (process and outcome) so that interventions do not 
fall short of achieving the objectives. 

An additional mechanism for monitoring the macrolevel outcome 
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has been employed in the World Health Report 200022, which 
refers to two distributional measures: the distribution of healthy 
life expectancy and the fairness of financial contributions. It is 
intended that performance assessments will be repeated at 
intervals. It can, therefore, be used as a complementary 
mechanism for evaluating outcome measures in addition to the 
two measures outlined above. 

                                                 
22 See footnote 15. 
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8. Conclusion 

This reference document has described a situation where multiple 
challenges are being faced at both the country and the corporate 
level, impeding efforts and progress towards the attainment of 
good health and sustainable development. It has been shown that 
poverty has a direct relationship with the efforts of the poor to 
attain these goals. Issues and constraints specific to the Region 
have been highlighted which require specific efforts once a 
commitment has been made to address them. Important 
challenges highlighted in the paper include the scanty evidence on 
poverty and its correlation with ill health, concerns about ethnic 
minorities and equity, effects of globalization and new 
technologies on the economy of the Region and the resultant 
human rights issues which arise, and the difficulties arising out of 
sanctions and embargos on some countries. 

Economic growth, though a major determinant of human 
development outcomes, would need to be substantially higher 
than it has been in most countries in order to dramatically 
improve human development outcomes through that channel 
alone. Public spending enables improvements, but the 
improvements will fall short if spending fails to reach poor 
people, either because it goes towards things the poor do not use 
or because it is diverted along the way, or if services are not made 
more productive. Inputs (human, material and financial resources 
and time) must be institutionalized that produce inefficiencies will 
not lead to sustainable improvements.  

Governments often see better health outcomes as a public 
responsibility. They are supported in this notion by the 
international endorsement of the Millennium Development Goals. 
There are a variety of underlying reasons for this commitment: 
classic welfare economics arguments for government intervention, 
political economy reasons for intervention in key social sectors, 
and appeals to fundamental human rights. Governments 
demonstrate this responsibility by financing, providing or 
regulating the services that contribute to health outcomes. Making 
services work means helping governments meet this 
responsibility. These services come in many shapes and sizes, e.g. 
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building and staffing health institutions, subsidizing hospitals, 
regulating water companies, building roads and providing cash 
transfers to individuals and households.  

Poor people are the ends of service provision, and often the 
means. Their well-being is the point of making services work, the 
measure of success. The value of public policy and expenditure is 
largely determined by the value the poor attach to it. When 
publicly provided and funded housing is left vacant, when food 
supplies are not eaten, or when free public health clinics are 
bypassed in favour of expensive private care, this money is 
wasted. Even if services are used, their value may be much lower 
than their cost.  

Poor people are closest to the services, and so are in the best 
position to know what matters for them and to monitor 
performance—facts too little appreciated. They may even be the 
most efficient producers of a service or some of its components; 
continual maintenance of water taps or sanitary latrines is much 
cheaper if local residents do it rather than a government engineer. 
Building and maintaining clinics can also be done more cheaply 
locally, but only if the service is desired and valued. 

Governments take on a responsibility for basic health and 
education. That responsibility can be discharged in many ways, 
including fostering economic growth, increasing public spending, 
or technical intervention. Each of these has the potential to 
contribute to improving outcomes. But if they are not supporting 
services that work—services that result from effective institutional 
arrangements—they will not be sufficient to make a large and 
sustainable difference to outcomes. Making services work requires 
changing the institutional relationships among key participants. 

Improving services necessitates making the interests of poor 
people matter more to providers. Even if services remain the 
responsibility of governments through provider organizations that 
the government pays for (the “long route”), engaging poor clients 
in an active role, for example as purchasers, as monitors and as co-
producers (the “short route”), can improve performance 
tremendously. Public policy can help poor people acquire better 
services in a number of ways, by expanding the influence of their 
own choices, by having the income of providers depend more on 
the demands of poor clients, by increasing the purchasing power 
of poor people and by providing better information and a more 
competitive environment to improve the functioning of services. 
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Where such choice is not feasible, governments can expand 
consumer power by establishing procedures to make sure 
complaints are acted on. Allowing, and possibly fostering, the 
direct participation of local organizations to further the interests of 
poor people can also be important. But how these organizations 
come to be, and how they relate to local governments, is the 
difference between improving matters and making things worse. 

Unfortunately, governments and donors frequently neglect the 
possible role of poor clients in sustaining better services, or treat 
that role merely as an instrument for achieving a technically 
determined outcome. Neither governments nor donors are 
accustomed to asking the poor for advice. Recent initiatives by 
academics, practitioners, some donors and certain governments 
have begun to redress this through a variety of ways in order to 
increase participation by communities and civil society. But the 
potential for improvement has not yet been adequately tapped.  

Multisectoral efforts are required within countries too, and 
ministries of health are required to play a more proactive role by 
influencing policies made outside the health sector. This not only 
requires the health ministries to become advocates for good health 
outside their domains, but also places an onus on them to support 
their argument with evidence and information. Information about 
health, and factors and determinants affecting health, should be 
available to the community and all sectors to facilitate informed 
decision-making.  

Various strategies have been outlined in this paper to address the 
issues and challenges facing the Region. Every effort has been 
made to take into account the difficult circumstances and the 
existing measures to overcome these difficulties. Pro-poor policies 
can deliver more effectively if diseases affecting the poor more 
than the rich are targeted. By directly targeting the poor, the 
vulnerable and the more disadvantaged, considerable 
improvement can be achieved. There is no doubt that more 
resources are required, in addition to improving the performance 
and efficiency of individual programmes, not only for better 
health service delivery but for other social sector interventions 
aimed at improving social well-being. Multilateral and bilateral 
agencies, global funds and commissions, UN organizations and 
affluent countries must join their efforts to assist programmes and 
initiatives that attack the poverty trap with those that enhance the 
social status of poor communities. Countries and organizations 
must lessen the burden on the poor and the disadvantaged when 



INVESTING IN THE HEALTH OF THE POOR   45 

 

it comes to gaining access to health services, and thus reduce the 
equity gap between the rich and the poor.  

Efforts must be made to capitalize on existing interventions and 
resources. The key interventions identified in the regional strategy 
take into account the major challenges and issues discussed. The 
existing community-based initiatives, some of which are unique to 
the Region, can be used effectively as a springboard for 
formulating policies that favour the poor and should therefore be 
fully exploited and expanded.  

 


