
 
WHO-EM/NCD/045/E

 

Report on the 

Consultation on establishing regional 
guidelines on dyslipidaemia, obesity  

and diabetes 
 

Beirut, Lebanon 
31 May–2 June 2004 

 
World Health Organization 

Regional Office for the Eastern Mediterranean 



 
WHO-EM/NCD/045/E

 

Report on the 

Consultation on establishing regional 
guidelines on dyslipidaemia, obesity and 

diabetes 
 

Beirut, Lebanon 
31 May–2 June 2004 

 
World Health Organization 

Regional Office for the Eastern Mediterranean  
Cairo  
2005 



 

© World Health Organization 2005 
All rights reserved.  
The designations employed and the presentation of the material in this publication do not imply the 
expression of any opinion whatsoever on the part of the World Health Organization concerning the 
legal status of any country, territory, city or area or of its authorities, or concerning the delimitation 
of its frontiers or boundaries. Dotted lines on maps represent approximate border lines for which 
there may not yet be full agreement. 
The mention of specific companies or of certain manufacturers’ products does not imply that they 
are endorsed or recommended by the World Health Organization in preference to others of a similar 
nature that are not mentioned. Errors and omissions excepted, the names of proprietary products are 
distinguished by initial capital letters. 
The World Health Organization does not warrant that the information contained in this publication 
is complete and correct and shall not be liable for any damages incurred as a result of its use. 
Publications of the World Health Organization can be obtained from Distribution and Sales, World 
Health Organization, Regional Office for the Eastern Mediterranean, PO Box 7608, Nasr City, 
Cairo 11371, Egypt (tel: +202 670 2535, fax: +202 670 2492; email: DSA@emro.who.int). 
Requests for permission to reproduce WHO EMRO publications, in part or in whole, or to translate 
them – whether for sale or for noncommercial distribution – should be addressed to the Regional 
Adviser, Health and Biomedical Information, at the above address (fax: +202 276 5400; email 
HBI@emro.who.int). 

 
Document WHO-EM/NCD/045/E/02.05/88 



 

CONTENTS 

1. INTRODUCTION.............................................................................................................1 

2. TECHNICAL PRESENTATIONS ....................................................................................2 
2.1 Regional overview on dyslipidaemia, obesity and diabetes.....................................2 
2.2 GCC overview on dyslipidaemia, obesity and diabetes...........................................4 
2.3 Cardiovascular risk factors in type 2 multifactorial pathogenesis ...........................4 
2.4 Diabetic dyslipidaemia.............................................................................................5 
2.5 Dyslipidemia and glycemic control .........................................................................5 
2.6 Choice of pharmacological interventions.................................................................6 
2.7 Diabetes and dyslipidameia guidelines ....................................................................6 
2.8 Obesity and dyslipidaemia in diabetic patients........................................................7 
2.9 Diabetic dyslipidaemia: pathophysiology................................................................7 
2.10 Nutrition and diabetes ..............................................................................................8 
2.11 Regional overview on obesity..................................................................................8 
2.12 Dislipidaemia management in general .....................................................................9 
2.13 Diabetes and obesity ..............................................................................................10 
2.14 Noncommunicable diseases: a major global health burden ...................................11 

3. CONCLUSIONS .............................................................................................................11 

4. RECOMMENDATIONS.................................................................................................12 

Annexes 
1. AGENDA.........................................................................................................................13 
2. PROGRAMME................................................................................................................14 
3. LIST OF PARTICIPANTS...............................................................................................16 

 



WHO-EM/NCD/045/E 

1. INTRODUCTION 

The World Health Organization (WHO) Regional Office for the Eastern Mediterranean 
(EMRO) held a regional consultation on establishing regional guidelines on dyslipidaemia, 
obesity and diabetes, in Beirut, Lebanon, on 31 May–2 June 2004. The objectives were to 
review national and regional plans for dyslipidaemia, obesity and diabetes primary prevention 
and care and to discuss the establishment of regional guidelines on dyslipidaemia, obesity and 
diabetes primary prevention and care. The consultation was attended by temporary advisers 
from six countries of the Eastern Mediterranean Region and by WHO staff from the Regional 
Office and the field. 

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean, 
inaugurated the Consultation. In his address, Dr Gezairy pointed out that there had been a 
rapid increase in diabetes in the Eastern Mediterranean Region, consisting mainly of type 2 
diabetes. It was the fourth leading cause of death in the Region; out of a total adult population 
of 220 million, an estimated 17 million people had diabetes, and studies conducted in 
different populations of the Region had reported high prevalence rates for diabetes, varying 
from 7% to 25% in the adult population. In addition, many countries of the Region were 
reporting the onset of type 2 diabetes at an increasingly younger age. People were presenting 
with type 2 diabetes in their 20s and 30s, and in some countries type 2 diabetes was emerging 
in children. 

It was clear, said Dr Gezairy, that management of diabetes should focus not only on 
tight blood glucose control but also on strategies for reducing central obesity, hypertension 
and dyslipidaemia in order to reduce the complications of cardiovascular disease. Dietary 
interventions, the cornerstone of diabetes management, were an important means also of 
controlling dyslipidaemia in both diabetic and non-diabetic individuals. There was 
considerable evidence demonstrating the beneficial changes in diabetic dyslipidaemia 
following dietary alterations, such as changes in nutrient composition. 

The provision of effective obesity treatment, which would prevent or delay the onset of 
type 2 diabetes, and coherent strategies to halt progressive weight gain, were lacking in the 
Region. The reduction of obesity through healthy nutrition along with exercise would provide 
the logical means of preventing both diabetes and associated cardiovascular morbidity and 
mortality. 

Dr Gezairy concluded by saying that in the Eastern Mediterranean Region, the 
challenge was to deliver interventions that would promote behavioural change, and 
disseminate such change nationally. Therefore, there was a need for a regional guideline that 
recognized the complementary nature of non-pharmacological approaches to management and 
pharmacotherapy. Developing the skills to apply a non-pharmacological approach was 
essential so that physicians in the Region would be able to advise their patients in that regard. 

Professor Ibrahim Salti (Lebanon) was elected Chairman and Dr Imad El-Kebbi (Egypt) 
was the Rapporteur. The agenda, programme and list of participants in the meeting are 
included as Annexes 1, 2 and 3, respectively. 
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2. TECHNICAL PRESENTATIONS 

2.1 Regional overview on dyslipidaemia, obesity and diabetes 
Dr O. Khatib 

There is a great deal of literature describing the epidemiology of diabetes over the past 
30 years, but many public health planners still remain largely unaware of the magnitude of the 
problem, or the potential for an increase in diabetes and its serious complications. WHO is 
according priority status to control and prevention of diabetes, and has produced a report 
using epidemiological information, estimating the global burden at 135 million in 1995 and 
predicting it could reach 299 million by 2025. 

In Eastern Mediterenean Region, the diabetes prevalence rate for adults is 7.7%. 
However, this figure rises to between 12% and 25% for older age groups in urban 
communities and in countries of the Gulf Cooperation Council (GCC).  

Many countries are now reporting the onset of type 2 diabetes at an increasingly young 
age. Patients are presenting with type 2 diabetes in their third decade, and in some countries, 
type 2 diabetes mellitus is emerging in children. This pattern of a younger age of onset 
extends the potential burden of therapy to an even younger age group for an even longer 
period of time.  

Dramatic increases in diabetes are expected in the Region due to increasingly sedentary 
lifestyles and higher life expectancies. Lifestyle changes can mean the difference between 
developing diabetes or not, or between developing diabetes complications or not. All over the 
world, the traditional lifestyles and dietary patterns that have sustained people over 
generations are rapidly disappearing. The socioeconomic situation in many countries of the 
Region has forced people to move to urbanized areas to seek employment; there they are less 
likely to lead a healthy lifestyle. In addition, the prevalence of diabetes increases with age, 
and there is evidence that the current life expectancy in the majority of countries of the 
Region now exceeds 65 years. 

Noncommunicable disease risk factors in the Region are:  

• smoking (16%–65%)  
• hypertension (12%–35%) 
• diabetes (7%–25%) 
• overweight–obesity (40%–70%) 
• dyslipidaemia (30%–70%) 
• physical inactivity (80%–90%). 

Cardiovascular disease is the major cause of death of people with type 2 diabetes. A key 
strategy in reducing macrovascular disease lies in a better understanding of the metabolic 
syndrome: glucose intolerance, hyperinsulinaemia, hypertension, dyslipidaemia and central 
obesity. A very disturbing feature of diabetes in the Region is the clustering of diabetes with 
obesity, in particular central (abdominal) obesity. Increasing industrialization and urbanization 
have brought about dramatic changes in the human environment, behaviour and way of life, 
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which have in turn resulted in escalating rates of both diabetes and obesity. This explains the 
recent coining of the term ‘diabesity’. The frequency of central obesity, hypertension and 
elevated blood lipids is dramatically increased in people with diabetes, and this had been 
called the ‘deadly quartet’. In some industrialized countries the cost in economic terms of 
obesity alone has been estimated at 2%–7% of total health care costs. Several names have 
been suggested for the combined fatal conditions of obesity, dyslipidaemia and diabetes. 
Among those suggested are diabesity, reaven syndrome, metabolic syndrome, dysmetabolic 
syndrome. However, none of these terms reflect the grave fact that these conditions are 
emerging as fatal endemic conditions in the 21st century.  

The provision of effective obesity treatment, which can prevent or delay the onset of 
type 2 diabetes, and the development of coherent strategies to halt the progressive weight 
gain, is lacking in the Region. Reducing obesity through healthy nutrition along with exercise 
provides the logical means of prevention of both diabetes and associated cardiovascular 
morbidity and mortality.  

The major problems of people suffering from diabetes mellitus are the complications: 

• 90% are overweight or obese 
• 50% are hypertensive 
• 50% suffer from cardiovascular disease 
• 50%–60% suffer from dyslipidaemia 
• 30% suffer from retinopathy 
• 30%–40% suffer from nephropathy 
• 50%–60% suffer from neuropathy 
• 50% are smokers 
• 85%–90% eat unhealthy food, with 1000 kcal extra 
• 90% are physically inactive. 

Managing dyslipidaemia among patients who are obese and diabetic and managing 
hypertension among obese, dyslipidaemic and diabetic patients are challenging issues. Health 
systems have not changed and the real challenge in the Region is the inappropriate care for 
diabetes–obesity and dyslipidaemia:  

• health system oriented to acute illness 90% 
• primary prevention 5% 
• focus on symptoms and laboratory results 90% 
• patient’s role in management not emphasized 90%–95%  
• follow-up sporadic 5%–10%  
• patient adherence 20%–30% 

Diabetes should be considered as a national priority programme because diabetes, 
obesity and dyslipidaemia are now the most common noncommunicable diseases, and can be 
found in almost half the population. Diabetes is the fourth leading cause of death in the 
Region, and there is substantial evidence that it is epidemic. There is also increasing evidence 
that it will become one of the foremost public health challenges facing the Region in the new 
millennium. 



WHO-EM/NCD/045/E 
Page 4 

  

2.2 GCC overview on dyslipidaemia, obesity and diabetes 
Dr T. Khoja 

Primary health care is the first line of defence in the health systems of countries of the 
Gulf Cooperation Council (GCC). Primary health care shows great success among the main 
elements of health care, particularly in noncommunicable diseases. Diabetes is one of the 
most challenging of all chronic conditions in terms of diagnosis, treatment, and day-to-day 
management in the current clinical practice. Dyslipidaemia is also very common among type 
2 diabetes mellitus patients. There is a regional and national need to have simple and 
clinically oriented guidelines for dyslipidaemia and diabetes. Such guidelines should be easy, 
practical and effective. 

Obesity has become more prevalent in the GCC region over the past few decades, with 
less physical activity. Cardiovascular diseases and diabetes are emerging as the leading causes 
of mortality in the region. The prevalence of hypertension ranges between 8% and 25%, and 
diabetes mellitus 15%–30%. 

The results of a GCC family health survey show that prevalence of chronic illness 
increases with age and that females are more prone to chronic illness. There is a progressive 
increase of body mass index for male and female patients with age. Among male patients, 
29% were overweight, compared to 27% of females. Obesity prevalence is the opposite, with 
24% of chronic illness in females and 16% in males. Hypercholesterolaemia is also prevalent 
and increases with age.  

In any guidelines, emphasis should be placed on the concept of wellness rather than 
illness, keeping people well, and helping people cope. 

There is an urgent need to develop and adopt comprehensive evidence-based strategies 
to prevent, screen and treat modifiable risk factors for cardiovascular disease, diabetes 
mellitus and stroke. In addition, any guideline should look at the patient as a complete human 
being; physical, psychological and social aspects should be taken into consideration. Existing 
information systems should be strengthened with general emphasis on improving all aspects 
of morbidity and mortality. The concepts of the STEPwise surveillance system approach 
should be put into action. Appropriate measures should be taken to explore the availability of 
good quality care and essential elements of health care at the various levels of care. The role 
of primary health care in prevention and management should be strengthened (mini-clinics), 
with emphasis on integration and shared care. 

2.3 Cardiovascular risk factors in type 2 multifactoral pathogenesis 
Dr S. Jambart 

Dyslipidaemia is highly prevalent among people with diabetes and among individuals 
with the dysmetabolic syndrome. It represents a major cardiac risk factor, especially in the 
context of the Eastern Mediterranean Region where cardiovascular disease is on the rise, and 
where cardiovascular morbidity and mortality constitute a major public health problem. 
Therefore, early detection of patients at risk is highly important. Screening should be carried 
out for relatives of patients with hyperlipidaemia, patients with a premature cardiovascular 
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event and patients with clinical or biological features of dysmetabolic syndrome or with 
visceral obesity. 

Screening consists of getting a lipid profile: total cholesterol; high-density lipoprotein 
cholesterol; triglycerides; and low density lipoprotein cholesterol (calculated according to the 
Friedwald formula). Non HDL-C can also be calculated if triglycerides are > 200 mg/dl. 

Non HDL-C = total cholesterol – HDL cholesterol 

Apolipoprotein measurement is not routinely done because it is not cost-effective, and 
there are no specific guidelines for management. 

For management purposes, a proper diet is essential, and pharmacological therapy may 
be needed. A Mediterranean diet is recommended. In addition, reducing intake of saturated fat 
and cholesterol, avoiding fried food, including plant stanols/sterols (2 g/d) and viscous 
(soluble) fibre (10–25 g/d) in the diet and increasing emphasis on weight management and 
physical activity are all beneficial. 

2.4 Diabetic dyslipidaemia 
Dr I. El-Kebbi 

Diabetes is associated with significantly increased risk of macrovascular disease. This 
risk is further compounded when hypertension and dyslipidaemia are also present. With 
regard to dyslipidaemia, surveillance studies show an increased prevalence of 
hypertriglyceridaemia and low HDL cholesterol levels in patients with diabetes, while LDL 
cholesterol levels are similar to non-diabetic individuals. There is controversy about the role 
of increased triglycerides in atherosclerosis, with suggestive evidence that the associated 
abnormalities of low HDL cholesterol or increased proportions of small dense LDL 
cholesterol may be the responsible factors. HDL cholesterol is important in reverse 
cholesterol transport, and small dense LDL cholesterol is considered atherogenic. Lowering 
LDL cholesterol with statins has been shown to be beneficial. The Scandinavian Simvastatin 
Survival Study, the Cholesterol and Recurrent Events Study and the Heart Protection Study all 
show a protective effect of statins with respect to cardiovascular events. The importance of 
aggressive treatment of lipids should be stressed, and the task of drafting and implementing 
management guidelines for therapy of diabetic dyslipidaemia should help health care 
providers achieve lipid goals. 

2.5 Dyslipidaemia and glycaemic control 
Dr I. El-Kebbi 

Diabetic dyslipidaemia is characterized by elevated triglycerides, low HDL cholesterol 
and a shift in LDL particle size towards small dense LDL cholesterol. Patients with insulin 
resistance tend to have an increased level of circulating fatty acids, which lead to an increase 
in very low density lipoprotein secretion, and associated abnormalities in HDL and LDL. 
Fatty acids also contribute to defects in beta cells, affecting insulin secretion, and induce a 
further increase in insulin resistance, at the level of glucose uptake in muscle and adipose 
tissue. In addition, the modality of treatment of diabetes can have a distinct effect on lipids. 
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Diet and weight loss, and sulfonylurea seem to affect lipids mainly by lowering triglycerides. 
Metformin lowers triglycerides with some beneficial effect on LDL cholesterol. 
Thiazolidinediones have divergent effects on lipids. Rosiglitazone tends to raise HDL and 
LDL cholesterol, and may raise triglycerides. However, pioglitazone tends to lower 
triglycerides and increase HDL. The only consistent effect of insulin is in lowering 
triglycerides, while its effects on other lipids tend to be variable. In addition, better glycaemic 
control is likely to reduce the amount of glycated LDL, and therefore, reduce LDL 
atherogenicity. Despite the beneficial effects on better glycaemic control on lipids, a direct 
beneficial effect of glycaemic control on macrovascular disease is still controversial. 

2.6 Choice of pharmacological interventions 
Dr I. Salti 

The aim of managing diabetic dyslipidaemia is to lower LDL, lower triglycerides and 
raise HDL. Statins are the agents of choice for lowering LDL. On average, they lower LDL by 
30%. Doubling the dose of a statin leads to a further decrease in LDL level by 6%–10%. The 
current LDL target is < 100 mg/dl, however, the Heart Protection Study showed that even 
patients with LDL below 100 mg/dl had a beneficial effect from statin therapy. In addition, 
there is no evidence that lower is better in the case of LDL management. 

The options for maximal lowering of LDL include: using maximal dose of a statin, 
using the newer class of megastatins, adding ezetimibe to statin therapy, or using combination 
therapy of statin with nicotinic acid. For raising HDL cholesterol, the options include using 
nicotinic acid, which is the most effective agent, or using fibrates, or high dose statins. As for 
treatment of high triglycerides, the management alternatives include fibrates, nicotinic acid or 
high dose statins. Very high levels of triglycerides are considered a risk factor for pancreatitis, 
and lowering triglycerides in this case should be a first priority. Moderately high triglycerides 
on the other hand appear to be a significant risk factor for cardiovascular disease and should 
be addressed after the LDL goal has been reached. 

2.7 Diabetes and dyslipidaemia guidelines 
Dr G.. Halabi 

Patients with diabetes are at an increased cardiovascular risk. There is significant 
evidence showing that the risk of cardiovascular events in patients with diabetes is similar to 
that in patients with no diabetes but with prior history of coronary artery disease. Therefore it 
is recommended that lipid levels be treated aggressively in diabetic patients. A recent study 
however showed that statin therapy leads to lowering of cardiovascular risk regardless of the 
basal level of LDL cholesterol. The evidence suggests an overall reduction in risk of 
cardiovascular events by approximately 24% in patients with diabetes when a moderate dose 
of statin is used. Therefore statin therapy can be used as primary prevention against 
cardiovascular disease in patients with type 2 diabetes and other cardiac risk factors, such as 
age above 55 years, dyslipidaemia, hypertension, smoking, family history of premature 
coronary artery disease, and central obesity. 

Lipid lowering therapy can also be used as secondary prevention against cardiovascular 
disease in patients with type 2 diabetes and established coronary, cerebrovascular or 
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peripheral vascular disease. Statins are considered the preferable agent to be used in the 
majority of patients. 

For guidelines on statin usage, decisions have to be reached about the number of 
criteria, which criteria and whether impaired glucose tolerance and diabetes are to be 
considered separately. The problem is whether to a stratification of risk is needed in diabetic 
patients or whether they are all, with statins, a high risk group. It is recommended that lipid-
lowering therapy should be used for secondary prevention of cardiovascular mortality and 
morbidity for all patients (both men and women) with known coronary artery disease and type 
2 diabetes. Statins should be considered for primary prevention against macrovascular 
complications in patients (both men and women) with type 2 diabetes and other 
cardiovascular risk factors.  

Once lipid-lowering therapy is initiated, patients with type 2 diabetes mellitus should be 
taking at least moderate doses of a statin. In patients with diabetes with low HDL, fibrates can 
be used. The role of niacin, CETP inhibitor, Apo A Milano is to be determined in the future. 
Microalbuminuria and chronic kidney disease in diabetic patients must be considered as a risk 
factor. The control of diabetes with insulin may be helpful for secondary prevention 
immediately after a MI. Aspirin must be used in all type 2 diabetic patients, but some 
resistance to aspirin exists, and the doses are controversial. 

2.8 Obesity and dyslipidaemia in diabetic patients 
Dr K. Ajlouni 

Obesity is a well known factor of the metabolic syndrome leading to or associated with 
insulin resistance. Therefore, we cannot differentiate between the influence of obesity on 
dyslipidaemia seen in diabetics and that associated with the metabolic syndrome. Although it 
is agreed that visceral obesity is more harmful than other ectopic fat, care must be taken in 
accepting that subcutaneous fat is not harmful.  

The fat cell, as a storage area and as an endocrine organ producing many harmful 
hormones, was discussed. 

2.9 Diabetic dyslipidaemia: pathophysiology 
Dr M. Nasrallah 

Diabetic dyslipidaemia has 4 characteristics: 

• hypertriglyceridaemia 
• post-prandial lipaemia (‘fat intolerance’) 
• small dense LDL 
• low HDL-cholesterol. 

The production of increased levels of VLDL1 (the largest subtype (60–100 nm), highest 
in triglyceride) seems to be an essential precursor to this cascade. High levels of VLDL1 
increase serum triglyceride, an effect even more pronounced after meals. In diabetes mellitus 
type 2, the higher VLDL1 levels result from increased production (more fatty acid substrate, 
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more apo B-100 production, increased ‘lipidation’ of nascent VLDL) and decreased LPL 
activity as well as clearance by the liver. VLDL1 transfers triglycerides (instead of 
cholesterol) to LDL, through cholesteryl ester transfer protein (CETP). This TG-rich LDL 
becomes a substrate to hepatic lipase, and gets ‘delipidated’ becoming smaller and denser. 
Apo B-100 on this small LDL does not bind the LDL receptor as well, and instead enters the 
subendothelial space, where it is phagocytosed by macrophages. Small dense LDL is more 
susceptible to oxidation, especially when glycated. HDL particle undergoes the same 
‘lipidation’ and delipidation’ steps by CETP and HL respectively. The resultant smaller HDL 
particle is more susceptible to degradation. Low HDL-cholesterol is then due to lower content 
per particle and lower particle number.  

2.10 Nutrition and diabetes  
Dr N. Hwalla 

The prevalence of diabetes is highest in the Middle East and North Africa. Studies in the 
United States of America show a correlation between increased incidence of diabetes and 
increased intake of carbohydrates, especially high fructose corn syrup. Recent 
recommendations for medical nutrition therapy for subjects with diabetes have focused on 
customization of the diet according to treatment goals rather than predetermined levels of 
macronutrients. The amount of carbohydrates has been presented to be more important than 
the type. Sugar and starch should be treated in the same manner. Fructose must not be 
recommended as a sweetening agent. Proteins are not advised to be decreased, since higher 
protein turnover is observed in people with diabetes. Twelve to 20 per cent of protein energy 
is considered adequate. 

As for fats, the main recommendation is that carbohydrates and monounsaturated fats 
should together provide 60%–70% of dietary energy intake. In patients with diabetes and 
dyslipidaemia, this level of dietary fat can reach 35%, of which less than 7% may come from 
the combination of saturated fats and transfatty acid and less than 8% of polyunsaturated fats. 
Plant stanols of 2 g have been shown to be beneficial in lowering serum cholesterol levels and 
improving the quality of dietary lipids. Foods containing omega 3 fatty acids such as fish and 
other plant sources were emphasized as beneficial in lowering plasma triglyceride levels. In 
conclusion, diabetes management is a team approach including the endocrinologist, nurse, 
diabetes educator and dietician. Implementation of the dietary guidelines requires the 
expertise of a qualified dietician knowledgeable and skilled in dietary management of 
diabetes.  

2.11 Regional overview on obesity 
Ms L. Tomeh  

Many Eastern Mediterranean countries face a double burden of over-nutrition and 
under-nutrition in their populations, which places increased strain on health systems and 
reduces economic performance, with great impact on social and economic development. 
Globally, one billion adults and 20 million children are overweight. More than half the 
world’s population is affected by some form of diet and nutrition related chronic diseases. 
Regionally, obesity prevalence can reach as high as 50% in some countries.  
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The Regional Office’s overall nutrition goal is to prevent, reduce and eliminate 
malnutrition in all its forms and promote well-being through healthy diets, nutrition and 
lifestyles. On a regional scale, overweight and obesity are encountered in all strata. 
Overweigh and obesity are reported at higher levels among males from the high-income/high-
education group and among females from low-income/low-education group. Obesity and 
overweight are often perceived as signs of good health and prosperity in the Region. Factors 
that lead to increased prevalence of obesity are genetic predisposition, sedentary lifestyle and 
physical inactivity, high fat diets and use of domestic help.  

The expert consultation on diet, nutrition, and the prevention of chronic diseases, held 
by WHO and the Food and Agriculture Organization of the United Nations in 2003, discussed 
the strength of evidence on diet, nutrition and several chronic conditions. It recommends 
ranges for population nutrient intake goals and physical activity levels consistent with the 
prevention of noncommunicable diseases. This consultation was one of many scientific 
activities that contributed to the development of the WHO global strategy for diet, physical 
activity and health in 2004. The main objective of the global strategy is to guide in the 
development of actions at local, national and international levels that will lead to measurable 
improvements in risk factor levels with reduced disease and death rates due to chronic 
diseases related to diet and physical activities. The strategy suggests some behaviour changes 
towards healthier lifestyles, such as increasing the intake of fruits and vegetables as well as 
legumes, whole grain, lean meat and nuts, and decreasing salt consumption. It emphasizes the 
need for environmental changes such as reducing heavy marketing of foods high in fat and 
sugar and making healthy food choices the preferred alternatives at both individual and 
community level. 

WHO in cooperation with other United Nations agencies, supports the development and 
implementation of programmes as requested by Member States. Each government should 
select the optimal mix of national policies and programmes that are in accord with its national 
capabilities and economic realities. Health and nutrition guidelines should be evidence-based, 
gender sensitive and attainable for the poorest countries.  

2.12 Dislipidaemia management in general 
Dr M. El Guindi 

Dyslipidaemia is one of the most common clinical problems that confronts physicians in 
daily practice. Much attention has been focused on these disorders because there is a strong 
association of hyperlipidaemia, especially hypercholesterolaemia, with the development of 
atherosclerosis and hypertriglyceridaemia with pancreatitis. It has now been established 
conclusively in controlled clinical trials that reducing the level of total and low-density 
lipoprotein cholesterol reduces the risk of coronary heart disease in men and women up to the 
age of 75 years. Lowering of low-density lipoprotein cholesterol is also associated with 
reduction of clinical events in the carotids and peripheral vasculature and in diabetes mellitus. 
High density lipoprotein cholesterol levels have also been shown in epidemiological studies to 
be inversely related to coronary heart disease risk and there is fairly strong evidence from 
clinical trials that high density lipoprotein cholesterol raising reduces coronary heart disease 
risk, although the proof of this suggestion is not conclusive. Epidemiological studies have also 
shown elevated triglyceride levels to be an independent risk factor for developing coronary 
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heart disease. Moreover, there is a strong suggestion that other triglyceride-rich particles 
including intermediate density lipoprotein, very low density remnants and the associated 
smaller dense low density lipoprotein particles are also important predictors of risk. However, 
there is yet no conclusive evidence from large clinical trials that the lowering of triglycerides 
and associated lipoprotein abnormalities is associated with reduced risk in those patients who 
have achieved target low density lipoprotein cholesterol levels. 

Current understanding of basic lipid metabolism appears to far exceed the information 
available from well performed clinical trials that would provide a more secure basis for 
therapy of different patients at risk. Although there have been tens of thousands of patients 
enrolled in primary and secondary prevention trials of lipid active drugs demonstrating the 
benefit of medical interventions, large gaps still exist in our knowledge in this area of practice 
as well as substantial differences in the interpretation of the information that is currently 
available. Guidelines have come to have a greater role in daily practice in large part because 
of the increasing complexity of medical information and greater time pressure of the present 
era of medical care. The most recent (2001) United States National Cholesterol Education 
Program guidelines on the detection, evaluation and treatment of elevated cholesterol in adults 
have established low-density lipoprotein cholesterol as the primary target of therapy because 
that is where data are most available and the basis of treatment is most secure. Since the 
publication of these guidelines, new data have been emerging that have direct bearing on 
treatment strategies. The present guidelines serve to compile and interpret the available 
(complex) information and present them in a simplified and clinically useful format. Only 
those aspects of lipid biochemistry that appear to be reasonably well validated and clinically 
relevant are discussed and more emphasis is given to the results of recent interventional trials 
than to older epidemiological studies. 

It is hoped that by improved understanding of lipid physiology and disorders and clear 
recognition of evidence-based therapeutic interventions those guidelines will improve the care 
of our population with various lipid disorders and their sequelae. 

2.13 Diabetes and obesity 
Dr A. Abbassy 

Evidence is now emerging to suggest that the prevalence of overweight and obesity is 
increasing worldwide at an alarming rate. Both industrialized and developing countries are 
affected. Obesity substantially increases morbidity and mortality and impairs quality of life. 
This problem appears to be increasing rapidly in children as well as in adults. 

The increasing prevalence of this problem has been attributed to more westernized 
dietary and lifestyle patterns, especially increased dietary food intake and a decrease in 
physical activity. 

From 1981 to 1998, the Egyptian Institute of Nutrition conducted a study on 35 612 
individuals aged 20–70 years and estimated the prevalence of obesity in Egypt to be 18.5% in 
males and 48.0% in females. 
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A survey conducted by the Egyptian Diabetes Institute between 1992 and 1994 on 4620 
patients showed that obesity was prevalent in rural areas (16%–19%) among populations at 
lower socioeconomic levels and 56% among those at higher socioeconomic levels. Women 
were more obese than men and older people were more obese than younger people. 

For obese patients with diabetes, management of obesity should occur first, followed by 
management of type 2 diabetes. Management of obesity should initially emphasize 
nonpharmacological approaches, including lifestyle modifications such as a low calorie diet 
and exercise, followed in selected cases by pharmacological intervention if necessary. A 
controlled calorie diet and regular exercise are recommended for the majority of patients with 
type 2 diabetes who are overweight or obese. Unfortunately, most patients are unable to 
achieve adequate control with lifestyle modifications alone, and may require weight loss 
medications, which are to be used only in adults. The only drugs approved internationally are 
sibutramine and orlistat. 

2.14 Noncommunicable diseases: a major global health burden 
Dr M. Ayoub and Dr N. Jarrah 

The burden of noncommunicable diseases on societies is increasing, in particular 
diabetes and dyslipidaemia. Jordanian society is no exception. The prevalence of type 2 
diabetes mellitus has been found to be 13.9% and impaired glucose tolerance 9.3%. The 
prevalence of hypercholesterolaemia is 36.8% for mild hypercholesterolaemia and 9.1% for 
severe hypercholesterolaemia. Up to 25% of the population is physically inactive. All the 
above parameters are strong predictors for cardiovascular disease, with subsequent negative 
health and economic impacts. 

3. CONCLUSIONS 

Health care systems in the Eastern Mediterranean Region are inadequately prepared to 
tackle the rising burden of chronic diseases. Primary health care needs to be strengthened in 
countries to handle chronic conditions, and innovative strategies must be introduced to change 
the way health systems deliver services and interventions for a variety of chronic conditions. 
There should be public advocacy and mobilization of public health authorities, nutritional 
partnership with relevant stakeholders and civil societies to fight against overweight and 
obesity. 

Specific challenges facing countries of the Region include lack of national risk factor 
surveillance, lack of harmonization of monitoring and surveillance methodologies and lack of 
health performance improvement or a proper information system. A serious problem is the 
unavailability of a model for integrated care in diabetes prevention programmes. There is 
inadequate national capacity and lack of information systems linking mortality data to 
cardiovascular disease, and diabetes prevention and control programmes. Finally, a lack of 
community awareness about healthy and nutritional food compounds the problem.  
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4. RECOMMENDATIONS 

Member States 

1. Countries should screen for type 2 diabetes mellitus as a priority at national level 
(population-based). Screening for diabetes should always be carried out among 
hypertensive, obese and cardiovascular disease patients. 

2. Countries should establish surveillance and registries for type 2 diabetes mellitus and 
develop national nutrition surveillance systems. 

3. Countries should implement the recommendations of the recent WHO global strategy 
for diet, physical activity and health (WHA, May 2004) and set national strategies for 
reducing smoking, obesity, hypertension and dyslipidaemia. Such strategies should 
include: 

• integrated approaches for smoking control 
• promotion of healthier eating patterns and of physical activity 
• reduction of heavy marketing of food high in fat and sugar 
• comprehensive measures in which primary health care has a key role 
• awareness-raising on the prevalence of obesity and dyslipidaemia among diabetics 
• monitoring obesity prevalence over a period of time. 

4. Countries should consider healthy lifestyle promotion a national priority. Community-
based programmes should be developed at the level of schools to adopt healthy lifestyles 
in an integrated comprehensive manner that encourages healthy food and promotes 
physical activity. 

5. With support from WHO, countries should initiate nationally representative studies to 
identify determinants of obesity in the country. The studies should make use of the 
STEPwise surveillance standardized questionnaire, and an experienced epidemiologist 
should be identified for quality assurance in data collection and analysis. Intervention 
strategies should be implemented based on identified determinants. 

WHO 

6. The Regional Office should provide technical support to build national capacity to 
collect, maintain and analyse national data on chronic diseases, especially 
dyslipidaemia, obesity and diabetes.  

7. The Regional Office should develop and disseminate regional guidelines on prevention 
and control of dyslipidaemia and obesity. The guidelines should focus on primary 
prevention, emphasizing on a non-pharmacological approach that includes interventions 
to promote behaviour change. The guidelines should also include a pharmacological 
approach that is evidence-based, affordable and cost-effective. 

8. The guidelines should elaborate on improving the referral system between primary, 
secondary and tertiary levels of the health system, and foster the concept of shared care. 

9. A consultation should be organized on indicators for evaluation and monitoring the 
national and regional statistical data on noncommunicable diseases and risk factors. 
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Annex 1 

AGENDA 

1. Opening session 

2. Adoption of agenda 

3. Regional overview on dyslipidaemia, obesity and diabetes 

4. GCC overview on dyslipidaemia, obesity and diabetes  

5. Cardiovascular risk in type 2 multifactoral pathogenesis 

6. Diabetic dyslipidaemia 

7. Diabetic dyslipidaemia: characteristics and pathogenesis 

8. Impact of obesity on diabetic dyslipidaemia 

9. Dyslipidaemia and glycaemic control 

10. Impact of lifestyle changes on diabetic dyslipidaemia 

11. Diabetic dyslipidaemia: how often is it detected and treated? 

12. Dislipidaemia management in general 

13. Review of dyslipidaemia international guidelines 

14. Recommended guidelines for the Eastern Mediterranean Region: screening guidelines 
and treatment guidelines 

15. Choice of pharmacological interventions 

16. Regional overview on obesity 

17. Diabetes and obesity 

18. Management of obesity among diabetics 

19. Nutrition and diabetes 

20. Guideline on obesity and diabetes 

21. Conclusions and recommendations 
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Annex 2 

PROGRAMME 

Monday, 31 May 2004  
 
08:30 – 09:00 Registration 
 
09:00 – 10:00 Opening ceremony 

Address of Dr Hussein A. Gezairy, Regional Director, WHO/EMRO 
Speech of H.E. Minister of Public Health, Lebanon 
Election of Chairman and Rapporteur  
Adoption of Agenda 

 
10:00 – 11:00 Regional overview on dyslipidaemia, obesity and diabetes, Dr O. Khatib 

11:00 – 11:30 Cardiovascular risk in type 2 multifactoral pathogenesis, Dr S. Jambart 

11:30 – 12:00 Diabetic dyslipidaemia, Dr I. El-Kebbi 
 
12:00 – 12:30  Diabetes dyslipidaemia: characteristics and pathogenesis, Dr M. Nasrallah 
  
12:30 – 14:00 Impact of obesity on diabetic dyslipidaemia, Professor K. Ajlouni 

14:00 – 14:30 Dyslipidaemia and glycaemic control, Dr I. El-Kebbi 
 
14:30 – 15:30 Impact of lifestyle changes on diabetic dyslipidaemia, Dr M. Ayoub 

15:30 –16:00 Diabetic dyslipidaemia: how often is it detected and treated? Professor N. 
Isseh 

16:00 – 16:30 Dislipidaemia management in general, Professor M. El Guindi 
 
16:30 –18:00 Discussion 
 
Tuesday, 1 June 2004 
 
09:00 – 09:30 Review of dyslipidaemia international guidelines, Professor I. Salti 
 
09:30 – 10:00 Recommended guidelines for the Eastern Mediterranean Region: screening 

guidelines and treatment guidelines, Dr S. Jambart 
Low density lipoprotein cholesterol 
High density lipoprotein cholesterol 
Triglycerides 

10:00 – 11:00 Choice of pharmacological interventions, Professor I. Salti 
Statins 
Fibrates 
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Nicotinic acid 
Cholesterol absorption 
Inhibitors 
Bile Acid Resin sequestrants 
HRT 

 
11:00 – 12:00 Discussion 
 
12:00 – 12:30 Regional overview on obesity, Ms L. Tomeh 
 
12:30 – 14:00 Diabetes and obesity, Professor A. Abbassy 
 
14:00 – 14:30 Management of obesity among diabetics, Dr N. Jarrah 
 
14:30 – 15:30 Nutrition and diabetes, Professor N. Hwalla 
 
15:30 – 16:00 Guideline on obesity and diabetes, Professor G. Halabi 
 
16:00 – 17:00 Discussion 
 
Wednesday, 2 June 2004 
 
09:00 – 10:30 Discussion 
 
10:30 – 12:00 Conclusions and recommendations 
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