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1. Introduction 
An intercountry meeting to review nutrition plans and the current national activities of nutrition 

in the Eastern Mediterranean Region, was held in Damascus, Syrian Arab Republic, from 20 to 22 
November 2000. 

The meeting was organized by World Health Organization’s Regional Office for the Eastern 
Mediterranean, WHO headquarters in Geneva and the Ministry of Health, Syrian Arab Republic. 
Thirteen directors/chiefs of national nutrition programmes attended the meeting. In addition, 
representatives from the agriculture and food sectors of four Member States, sponsored by the Food 
and Agricul ture Organization of the United Nations, were also present. The programme and agenda 
of the meeting are attached as annexes 1 and 2, and the list of participants is attached as annex 3. 

The objectives of the meeting were to: 
?? review overall progress and experiences of countries of the Region in developing, implementing 

and monitoring national nutrition plans and policies, according to strategies adopted at the 
WHO/FAO International Conference on Nutrition (ICN) in 1992; 

?? identify constraints and successes in the development, implementation and monitoring of 
national nutrition plans, with special reference to the implementation of the nine action-oriented 
strategies put forward at ICN in order to combat nutrition-related health problems; and 

?? review and update the national plans of action for nutrition and prioritize activities to be 
undertaken over the next three years.  

 
Three themes were identified for group discussions: 

??promoting appropriate diets and healthy lifestyles in order to combat obesity and 
noncommunicable diseases 

??preventing and controlling micronutrient deficiencies 
??promoting adequate nutrition of infants and young children, including the promotion of 

breastfeeding. 
 

Dr Samer Arous, Head, Nutrition Department, Ministry of Health, Syrian Arab Republi c, was 
appointed chairman of the meeting and Dr Khairya Moosa, Head, Nutrition Department, Public 
Health Directorate, Ministry of Health, Bahrain was named rapporteur. 

A message from Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean, 
was read by Dr Abdullah Salah Assa’edi, WHO Representative to the Syrian Arab Republic. 

Dr Gezairy noted with pride the achievements of the countries of the Region in the promotion of 
health, nutrition and quality of life since ICN. However, economic constraints, political conflict and 
general lack of interest in nutritional issues had exacerbated the nutrition situation in several 
countries. 

There were about 24 million children under 5 years of age who were stunted and another 5.2 
million from the same age group who were wasted in the countries of the Region, said Dr Gezairy. 
Severe acute protein energy malnutrition was also likely to be common in countries that faced 
complex emergencies or economic sanctions. 

Micronutrient deficiencies—mainly in iodine, vitamin A, folate, zinc, vitamin D and iron—were 
widely prevalent in the Eastern Mediterranean Region, noted the Regional Director. For controlling 
and eliminating vitamin A deficiency, improvement in dietary intake of vitamin A and its precursors 
and distribution of high doses of vitamin A supplements, as part of national immunization days, 
would be necessary. Between 25% and 33% of women of reproductive age and children under the age 
of 5 years were anaemic, primarily due to iron deficiency. Control and treatment of anaemia, 
particularly iron deficiency, was essential and possible.  

Nutrition problems arising from inadequacy in food intake or food availability went hand-in-
hand with overindulgence in food in several countries of the Region, said Dr Gezairy. Economic 
prosperity and changes in lifestyle had brought about changes in food consumption patterns and 
accessibility to commercially processed foods, all of which contributed to an increase in the prevalence 
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of obesity in many countries, sometimes reaching as high as 40% among the adult population. 
Noncommunicable diseases such as diabetes, hypertension and cardiac problems in these countries 
were also on the increase. Evidence was emerging that obesity and noncommunicable diseases were 
not only confined to the upper strata of society as was often believed, but were also a major problem 
for poorer people. 

Dr Gezairy recalled that at ICN a world declaration and plan of action for nutrition had been 
adopted. The declaration identified poverty and lack of education as fundamental causes of poor 
nutrition. It noted that social, economic and gender disparities, wars, occupations, droughts and other 
natural calamities were major contributors to malnutrition. 

Malnutrition and hunger can be eradicated, said Dr Gezairy. Even in countries with inadequate 
resources, steps can be taken to alleviate the problem. He cited as an example the work done in nearly 
all countries of the Region to control and prevent iodine deficiency disorders through the iodization of 
salt. 

Dr Gezairy called on delegates to identify constraints and propose solutions in developing and 
implementing national nutrition plans and policies over the next three years. He wished the delegates 
success in their work. 

HE Dr Mohamed Eyad Chatty, Minister of Health, Syrian Arab Republic, addressed the meeting. 
Dr Chatty noted the success of immunization in reducing infant morbidity and mortality and said that 
it was time now to focus on health problems that could be addressed by nutrition interventions and 
other preventive measures. He cited as an example, children who appeared healthy but in fact were 
iron -deficient. In 1990 at the Regional Committee for the Eastern Mediterranean, held in Damascus, 
the issue of iodine deficiency had been raised. Now, he said, 60% of households in the Syrian Arab 
Republic used iodized salt, and the target was 80% by 2001. Nutrition-based diseases were a great 
burden and led to other complications, such as diabetes, cardiovascular disease and mental 
retardation. The economic loss due to such diseases affected national prosperity, and these diseases 
were much cheaper to prevent than to treat. He exhorted the meeting not to propose another set of 
recommendations; the delegates knew what must be done—now they must put forward realistic plans 
for action to address the problem of nutrition-related health problems. 
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2. An overview of the nutrition situation in  
the Eastern Mediterranean Region since the International 
Conference on Nutrition, 1992 
Dr Anna Verster, Director, Health Promotion and Protection, WHO Regional Office for the Eastern 
Mediterranean  

2.1 Background 
One hundred and fifty-nine countries participated in the International Conference on Nutrition 

(ICN) 1, which was held in Rome in 1992, including all the countries of the Eastern Mediterranean 
Region. 

During ICN, governments pledged to make all efforts to eliminate or reduce substantially, before 
the next millennium, starvation and famine; widespread chronic hunger; undernutrition, especially 
among children, women and the aged; micronutrient deficiencies, especially iron, iodine and vitamin 
A deficiencies; diet-related communicable and non-communicable diseases; impediments to optimal 
breastfeeding; and inadequate sanitation, poor hygiene and unsafe drinking-water. 

The World Declaration on Nutrition and Plan of Action for Nutrition also serve as a guide to the 
technical issues of nutrition policy and programme development. Nine priority themes are elaborated 
in the Plan of Action for Nutrition: 
?? incorporating nutritional objectives, considerations and components into development policies 

and programmes 
?? improving household food security 
??protecting consumers through improved food quality and safety 
??preventing and managing infectious diseases 
??promoting breastfeeding 
?? caring for the socioeconomically deprived and nutritionally vulnerable 
??preventing and controlling specific micronutrient deficiencies 
??promoting appropriate diets and healthy lifestyles 
?? assessing, analysing and monitoring nutrition situations. 

 
ICN set goals for countries to work towards before the end of 2000. These included: to reduce by 

half 1990 levels of severe and moderate malnutrition in children; to reduce low weight births to less 
than 10%; to cut iron deficiency anaemia by one-third; to eliminate iodine deficiency and vitamin A 
deficiency; to encourage breastfeeding with appropriate complementary feeding; to secure food 
production through disseminating knowledge and support services; and to prepare national nutrition 
plans of action. 

Some countries have finalized their plans of action; others are still preparing them; and others 
have yet to start preparation. 

2.2 Achievements and constraints 

Training 
The WHO Regional Office for the Eastern Mediterranean and the Nutrition Institute in Cairo, a 

WHO collaborating centre for research in training in nutrition, have established a regional training 
course in nutrition, with special emphasis on management and training for nutrition programmes. 
The course consists of six skills-oriented training modules and runs for 6 months . The training is 
interactive and includes practical exposure. Seven courses have by now been held, generating 87 
graduates. A first alumni meeting was held in Cairo in October 2000. 

                                                                 
1 Documentation relating to the International Conference on Nutrition and other international nutrition -related meetings can be 
found on the website of the Food and Agriculture Organization of the United Nations at http://www.fao.org. 
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Iodine deficiency diseases 
Elimination of iodine deficiency diseases through use of iodized sat has almost been achieved. 

Eighteen countries have recognized iodine deficiency diseases as a public health problem. Now 
iodized salt is available in 16 countries, and six countries have achieved universal salt iodization. 
Islamic Republic of Iran and Tunisia have documented that iodine deficiency diseases are under 
control. 

Protein–energy malnutrition 
Protein–energy malnutrition continues to persist in the Eastern Mediterranean Region, probably 

linked to unsatisfactory infant and young child feeding practices; and there is high prevalence of 
wasted and stunted children. 

Breastfeeding 
The rate of bottle-feeding remains high, especially in the more affluent countries of the Region. 

WHO recommends that exclusive breastfeeding should begin from birth until the infant is six months 
of age. Thereafter, appropriate complementary foods should be gradually introduced while 
breastfeeding continues until the child is two years of age.  

Vitamin A deficiency 
Vitamin A deficiency disorders, especially the subclinical forms, continue to exist throughout the 

Region. Night blindness is a bigger problem than thought previously. Action taken to remedy the 
problem includes vitamin A supplements given during national polio immunization days in most 
affected countries and during routine EPI contacts; and fortification of edible oils with vitamin A has 
been proposed in some countries of the Region. 

Iron-deficiency anaemia 
At least half the women and children in the Eastern Mediterranean Region suffer from iron-

deficiency anaemia. Flour is a staple food in the Region and can easily and cheaply be fortified with 
iron. A flour fortification fund has been established by the Micronutrient Initiative (MI) with WHO 
and UNICEF to assist countries to accelerate flour fortification. Two joint WHO/UNICEF/MI 
workshops for flour fortification with iron and other micronutrients were held in 1996 and 1998. In 
addition, the Regional Office has published Guidelines for the control of IDA , a regional strategy for 
prevention and control of iron deficiency and anaemia. 

2.3 New challenges 
Emerging and reemerging nutrition-related pathogens such as Escherichia coli O:157 and that 

responsible for bovine spongiform encephalopathy demand that public health services remain 
vigilant. 

In order to comply with new international trade agreements such as those binding the members 
of the World Trade Organization, countries must reconsider and where necessary revise their food 
regulations. The World Trade Organization has given the Codex Alimentarius Commission new 
responsibilities in this respect. 

The hazard analysis critical control point (HACCP) method is recognized as the most effective 
way of ensuring safe production and manufacture of food, and countries are introducing HACCP 
methods, often as a requirement of other countries to which they export food. Risk analysis is 
becoming an accepted part of scientific method in ensuring food safety. 

Obesity and diet-related chronic disease are increasing everywhere. Obesity is often the precursor 
of cardi ovascular disease, which is set to become the number one killer in all countries. Diabetes, also 
linked to obesity, is on the rise. The trend will continue as nations become more prosperous—
prosperity often is associated with increased intake of animal fat . 

Urbanization—the withdrawal of population from the countryside to urban areas continues to 
increase and brings with it attendant lifestyle changes and health consequences. 
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2.4 Regional and national nutrition plans of action 
At the 46th session of the Regional Committee for the Eastern Mediterranean, held in Cairo in 

1999, countries of the Region adopted a resolution on food safety and agreed to implement a proposed 
regional plan of action addressing food safety in the 21st century. Member States committed 
themselves to assess their current food safety infrastructures and problems at national level and 
prepare country profiles; to develop and strengthen their national programmes; to implement their 
programmes effectively; and to continue to monitor and evaluate their food safety activities . A 
workshop on the regional plan for food safety was held in Dubai in December 1999, at which country 
representatives prepared national action plans. 
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3. Global review and analysis of national nutrition plans and 
policies 
Ms Chizuru Nishida, Technical Officer, Nutrition for Health and Development, WHO headquarters, 
Geneva 

... we [the ministers and the plenipotentiaries] ... affirm our determination to revise or prepare, 
before the end of 1994, our national plans of action, including attainable goals and measurable 
targets, based on the principles and relevant strategies in the Plan of Action for Nutrition. We 
pledge to implement it. 

World Declaration on Nutrition, 1992 

3.1 Progress at end 1994 
WHO Member States were polled by questionnaire at the end of 1994 in order to ascertain 

progress in implementing the commitments made in the World Declaration on Nutrition. 
The survey found that 28% of countries responding had prepared, finalized or strengthened their 

national plans of action, with a further 38% in the process of preparation. Successful efforts had been 
made by governments to allocate or mobilize additional resources for implementing national plans in 
38% of countries, and 56% had established intersectoral mechanisms for ensuring the implementation, 
monitoring and evaluation of national plans. 

3.2 Progress at November 2000 
With great efforts made over the past eight years and an exceptional opportunity provided by the 1996 

World Food Summit to reaffirm the goals and strategies identified at ICN, by November 2000, of 191 Member 
States reporting, 76% had finalized or prepared a draft national nutrition plan of action, and the plans 
of a further 8% were under preparation. In the Eastern Mediterranean Region, 59% of countries had 
finalized or prepared a draft national nutrition plan of action, and plans were under preparation in a 
further 14%. No information was received from six countries of the Region. 

3.3 The way forward 
To support the efforts of countries in developing and implementing effective and sustainable 

national nutrition plans and policies, WHO has been organizing, in close collaboration (and in many 
cases jointly) with FAO and UNICEF, regional review and follow-up meetings. 1  These regional 
review meetings have bee n organized to review the progress of countries and to assess constraints in 
developing and implementing national nutrition plans and policies so that appropriate future action 
and support needed can be identified for successful translation of national plans into visible action. 

Some of the key elements identified for successfully developing national nutrition plans and 
policies are as follows. 
??Political commitment. An influential ministry should lead the process and a high -profile advocate 

secured. The food and nutrition plan and policies should be part of the overall national 
development policy. 

??The approach should be focused with targeted priorities. 
??All stakeholders should be consulted. 

 
Once the national plan has been developed, it must be translated into action. Several key elements 

for successfully translating national nutrition plans and policies were also identified by countries.  
??The government should adopt the plan as official policy. 

                                                                 
1 The last sub-regional meeting for AFRO for the Anglophone countries, to be held in Harare, Zimbabwe, is scheduled for 
March 2001. 
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??An intersectoral coordinating committee should be set up. The lo cation of this intersectoral 
coordinating body or mechanism, as well as the coordinating body to have a specific budget is 
being identified by some countries as crucial. It is also important to involve members from all 
concerned sectors. 

?? Identifying accountability of programmes and activities. Designating ministries to be responsible 
for each action will facilitate its implementation. 

??An institutional infrastructure for nutrition, such as a national nutrition institute, should be 
established. 

??A means to monitor and evaluate implementation of plans should be adopted. 
??National food, nutrition and health information must be readily available. 

 
Countries need support to overcome the constraints that they face; they need action plans that are 

effective and sustainable; and the action plans need to be translated into activities that lead to visible 
results. 

WHO is currently undertaking a global review and analysis of national nutrition plans and 
policies for redirecting and enhancing its support to countries, and for renewing the political 
commitment of the international community for achieving nutrition security for all. This global review 
and analysis will incorporate the outcomes and recommendations of a series of regional review and 
follow-up meetings being undertaken. Also it is hoped to address some emerging global and regional 
issues. These include the impact of global transition on nutrition, the global burden of diet-related 
diseases and the impact of HIV/AIDS on household food and nutrition security.  

WHO is also developing training modules to support countries in developing and implementing 
effective and sustainable national food and nutrition plans and policies for the 21st century. 
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4. Country experiences 

4.1 Improving household food security 

Improving household food security: Food security is defined in its most basic form as access by all 
people at all times to the food needed for a healthy life. Achieving food security has three 
dimensions. First, it is necessary to ensure a safe and nutritionally adequate food supply both at 
the national level and at the household level. Second, it is necessary to have a reasonable degree of 
stability in the supply of food both from one year to the other and during the year. Third, and most 
critical, is the need to ensure that each household has physical, social and economic access to 
enough food to meet its needs. This means that each household must have the knowledge and the 
ability to produce or procure the food that it needs on a sustainable basis. 

World Declaration on  Nutrition, 1992 

Tunisia 
Food security represents one of the principle objectives of economic development in Tunisia, and 

contributes to the country’s social stability. 
Food production is being intensified through actions designed to improve the food sector’s 

productivity and competitiveness. Rational use and protection of national resources is emphasized 
through three strategies covering: water resources; soils, forests and pasture land; and fisheries. New 
dams and wells contribute to water supplies, and i ncreasingly efficient irrigation helps conserve them. 
In addition, awareness of the need for water economy has been promoted among users. As almost all 
potential arable land is under cultivation, Tunisia has embarked on a soil conservation programme 
and a reforestation programme to counter desertification. Coastal pollution is being fought, fish 
resources are being rationally managed and aquaculture is being developed. 

Agronomic research also contributes to food security, improving production techniques and  
conservation strategies. Biotechnology may play an important role in the future. Agricultural outreach 
programmes get the results and knowledge to the people who actually produce the food. 

Financial support to farmers has been strengthened by the establishment of crop insurance 
schemes and a bank offering microcredits. Those in need are eligible for state financial aid. 

To ensure sufficient food supplies, the country has increased stockpiles of staples to ensure at 
least two months of controlled supply. The storage and distribution systems have been strengthened, 
and the road infrastructure improved. In addition, more refrigerated transport is available, and more 
rural areas have access to electricity and thus refrigerated food storage. Food productivity ha s 
increased across the board, and efforts to limit family size enable households (fewer mouths to feed) 
and improved economic status (more money to buy food) have made adequate nutrition accessible to 
more of the population. 

The results of the above policies have seen the food energy available per person per day increase 
from about 2000 kilocalories in the 1960s to a more -than-enough kilocalories 3500 today. 

Egypt 
The Egyptian Organization for the Reconstruction and Development of the Egyptian Village 

initiated in 1994 a balanced and comprehensive rural development programme and named it Shurouq,  
meaning “sunrise”. The Ministry of Rural Development was created in 1997 to supervise programme 
implementation. The aims of the programme include improving infrastr ucture, educational and health 
services, and the participation of women in development work. The programme covers 1660 villages 
across the country and has begun 4468 projects intended positively to affect nutritional status. 

Wheat production has been increased to cover 55% of the country’s bread needs (from 25%), and 
mixing wheat flour with maize flour has increased this coverage to 75%. About US$ 90 million has 
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been spent on increasing meat production, and the country is now self-sufficient in poultry and eggs. 
Bread is subsidized, and needy families qualify for sugar, oil and rice rations. In addition, there are 
social funds available to create employment and income-generating projects, which further enhance 
food security. 

Improved food quality and safety is also contributing to household food security. There exist food 
control regulations for imported food, for locally produced food and in the marketplace. Laws and 
regulations have been updated and harmonized on quality control, food and foodstuff specifications, 
packaging and labelling, and contaminant limits, with the relevant sectors—the ministries of health, 
agriculture, economy, supply and industry. Food and feedstuff inspectors are trained by the Ministry 
of Health and Population and the Ministry of Agriculture respectively. Quality control laboratories 
and staff are being developed, and the central laboratory is preparing for ISO 17025 certification. Good 
agricultural practices are being introduced— pesticide use has fallen from 30 000 tonnes per year to 
2700 tonnes per year. In addition, consumer awareness of food safety issues has been promoted. 

Sudan 
Sudan is self-sufficient in the production of grain, meat and fruit and vegetables; local production 

of milk covers only 60% of needs. The problems in Sudan are those of storage distribution and access. 
Other constraints are the climate and attendant natural disasters, lack of technology, dependence on 
natural grazing, brain-drain and unavailability of improved seed stock. 

The Ministry of Social Planning has established a high committee to attack the problem of 
poverty, which goes hand-in-hand with malnutrition. Fifteen nutrition centres have been opened 
across the country. In collaboration with other related sectors, such as agriculture and education, 
smallholdings have been encouraged which farm fruit and vegetables, poultry and goats through 
basic development needs projects. Eighteen such projects have been established. Nutrition outreach 
goes on through the primary health care programme. 

Efforts are being made to minimize losses at all stages of the food production chain. The 
establishment of post-harvest management administration is being encouraged. 

Strategic reserves of staples are stockpiled to help ensure timely provision of food when and 
where required. An emergency early warning system helps identify potential problems in case of 
natural or other disaster and enables remedial action to be taken. 

Republic of Yemen 
The Republic of Yemen is one of the least-developed countries in the world. It is also  a food-

deficient country; only 2.6% of the total land area is under cultivation. In addition, rapid population 
growth exacerbates the problem of household food insecurity, and 20% of the population is below the 
poverty line. Access to education is extremely limited, with a female illiteracy rate of 88%. The World 
Food Programme’s country programme, in collaboration with the Ministry of Public Health, includes 
the following objectives: 
?? reducing the gender gap in education by providing incentives for girls to attend school 
?? reaching malnourished women and children through health centres 
?? improving immediate food security for the poorest groups and, with their participation, investing 

in activities for sustainable food security 
??providing food assistance to patients receiving treatment for tuberculosis 
?? ensuring the food security of refugees living in camps. 

Discussion 
??Food security issues in affluent countries are different from those in poor countries. As countries 

grow more prosperous, so do health problems associate with an affluent lifestyle increase. 
??Breastfeeding is food security for babies. 
??Because of lack of information, it is difficult to determine who and where the poor are. 
?? Is food distribution equitable within individual households? 
??Untargeted food subsidies, on for example sugar and flour, does not always aid people’s 

nutrition. 
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4.2 Preventing and controlling specific micronutrient deficiencies 

Egypt 
Malnutrition is still an important problem in Egypt, particularly in poor communities, and 

especially among women and children. The most prevalent micronutrient deficiencies are those of 
iron, iodine and vitamin A. 

Iron-deficiency anaemia is the most prevalent micronutrient condition, leading to low birth 
weight and high levels of maternal and child mortality. Iron sources in the Egyptian diet are low with 
poor bioavailability. In addition, high consumption of tannins, phytates and fibres inhibits iron 
uptake. Not enough fruit and vegetables, which enhance iron uptake, are consumed. High levels of 
parasitic infestation compromise nutritional status, as does the high birth rate with short birth 
intervals. 

Strategies to combat the problem include eradication of parasitic infestation, dietary iron 
supplementation, fortification of flour with iron and a nutrition  education programme. The objective 
is to reduce prevalence of iron-deficiency anaemia by 30% by 2010 and by 50% by 2020. 

Iodine-deficiency diseases are prevalent in adolescent girls in the New Valley in Upper (southern) 
Egypt. Prevalence is decreasing, and the goal is eradication by 2010, through use of iodized salt, 
together with increasing consumer awareness and social marketing. 

Vitamin A deficiency is a moderate problem in Egypt, with most cases subclinical, and prevalence 
decreasing. The goal is eradication by 2010 through supplementation schemes integrated within the 
mother and child health programme. 

One problem Egypt has faced is the existence of many different studies reporting inconsistent 
data. The solution is a good food and nutrition surveillance system with input from the Ministry of 
Health and Population and the Ministry of Agriculture. New concepts and programmes must 
overcome popular inertia, hence the necessity of a good health and nutrition education programme 
together with high-profile public champions and appropriate legislation. Lack of technical and 
financial support demands better outreach to international assistance, getting bilateral and 
multilateral organizations involved and better intersectoral cooperation. 

Islamic Republic of Iran 
Iron deficiency is one of the main micronutrient deficiencies in the Islamic Republic of Iran. The 

objectives of the prevention and control programme are to reduce prevalence of iron -deficiency 
anaemia in the target groups —children under 5 years and women of childbearing age—and to 
improve community awareness of iron-deficiency anaemia. 

The strategies being pursued to address iron-deficiency anaemia are nutrition education and food 
diversification; iron supplementation; public health education; and food fortification (as a pilot 
project). 

There are plans to: 
??develop an education package for physicians and health personnel 
?? conduct three national workshops for health workers at provincial level 
?? conduct similar workshops for all peripheral levels of the primary health care system  
?? increase public education through the mass media 
??distribute iron tablets (ferrous sulfate) to all pregnant women from the end of the fourth month of 

pregnancy until three months after delivery through the primary health care system free of 
charge 

??distribute iron drops or iron syrup (ferrous sulfate) for all children from 6 to 24 months through 
the primary health care system free of charge. 

?? implement a flour fortification pilot project in one province (under implementation) 
?? implement a weekly-dose iron supplementation for adolescent girls (under implementation) 
??omit sodium bicarbonate in preparing breads 
?? educate the bakers on appropriate fermentation methods. 
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A national food consumption survey showed that up to 82% of the population, especially in rural 

areas had low dietary intake of vitamin A (< 80% recommended daily allowance). 
To combat this, vitamins A and D drops have been administered free of charge to all children 

from the 15th day of life till 24 months of ago through the primary health care programme. During 
two national immunization days in 1996 and 1997, megadoses of vitamin A capsules were distributed 
to children under 5 years in selected rural and urban areas. Criteria for megadose supplementation 
were low intake of vitamin A based on the results of the food consumption survey, high rate of 
mortality and morbidity in children under 5 years, and high prevalence of stunting, underweight and 
wasting. In addition a public education programme was run. 

In 1989 the National Iodine-deficiency Diseases Elimination Committee was established and the 
first five-year iodine-deficiency diseases (IDD) elimination programme developed. A spraying 
machine for iodizing salt was designed and developed, and baseline data for goitre prevalence 
collected. Salt producers were identified and briefed in field visits. Political support was established, 
and incentives made available for salt producers to invest in the new technology. A licensing system 
for iodized salt producers was set up, and provincial  IDD committees created. 

In 1990–93, there were more than 10 units producing iodized salt—supplying one-third of the 
country’s needs. Advocacy campaigns increased public awareness, and both demand and investment 
went up. IDD control was integrated into primary health care programmes in eight hyperendemic 
provinces, and a special inspection group for supervision was set up. Guidelines and regulations were 
developed for the control and monitoring of iodized salt for the provinces (at production and 
distribution levels and in both rural and urban areas). A follow-up survey on goitre prevalence was 
made for comparison. 

1994 marked the beginning of a second five-year plan and the integration of IDD control into the 
national primary health care services. Two salt refineries were built, and a contest for behvarz (health 
workers) held. Advocacy programmes continued. A knowledge, attitudes and practices survey on the 
use of iodized salt showed that 76% of urban households and 52% of rural households used it. A 
survey the following year showed urban and rural consumption rates of iodized salt to be 90% and 
75% respectively. 

Another refinery was built in 1995, and the country began to export iodized salt. Between 1996 
and 1999, a further refinery was built, and monitoring and evaluation programmes extended to 
include annual quality control checks for manufacturers. By 1997 both rural and urban households’ 
use of iodized salt was more than 90%. 

Morocco 
Deficiencies of iron, iodine and vitamin A remain a problem for Morocco. To combat them, and 

other nutritional challenges, Morocco has established the political commitment to tackle micronutrient 
deficiencies. There is a national multisectoral committee comprising members from the ministries of 
agriculture, rural development and fisheries, public health, trade and industry, social affairs, 
employment, foreign affairs and cooperation, and planning. The committee’s objectives are to 
determine the nutritional status of the country and elaborate the national nutrition plan, with the 
further specific objective of preventing and controlling specific micronutrient deficiencies. 

The main activities are carried out through public health measures, nutrition education, dietary 
supplementation and food fortification. Public health measures include immunization, promotion of 
breastfeeding, improved hygiene and health coverage, prevention and treatment of infectious diseases 
and family planning programmes. Nutrition education is through the mass media and production of 
health education materials. Nongovernmental organizations are involved, as are teachers, community 
workers and other influential members of the local community. Iron supplements are given to 
pregnant women and children under 5 years, and vitamin A is given to women post-partum and 
children under 5 years. Salt is fortified with iodine, and programmes are under way to fortify flour 
with iron, folic acid and vitamin B and oils, butter and margarine with vitamins A and D. 

Constraints include drought, poverty and unemployment, togethe r with high illiteracy and lack 
of intersectoral coordination. 
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Pakistan 
A nutrition element was introduced into the five-year plan for health in 1983, and plans are 

revised annually according to need. A plan to improve the country’s nutritional status has trained 
48 000 village-based Lady Health Workers (the target is 60 000) and intends to address micronutrient 
deficiencies through food supplementation and fortification. Support for breastfeeding will continue, 
and a programme of basic and applied research will back up the plan. 

The objectives are: 
?? to increase use of iodized salt to 80% (present rate is < 30%) 
?? to increase exclusive breastfeeding to 90% of mothers 
?? to increase knowledge and use of oral rehydration therapy to 90% of households 
?? to halve the prevalence of anaemia in women to 20%  
?? to cut low-weight births from 25% to 10%. 

 
These objectives are to be achieved by scientifically planning, implementing monitoring and 

coordinating the nutrition programme; developing nutrition human resources; health education and 
outreach using the mass media; involving the private sector in nutrition initiatives; nutrition research; 
and advocacy to create sex equity in nutrition. 

4.3 Food quality and safety 

Jordan 
Food safety in Jordan is governed by legislation and is the responsibility of several ministries. The 

Ministry of Health is responsible for protecting consumers from health hazards due to unsafe or low 
quality food and from fraud or mislabelling. Food factories are evaluated and licensed, and foodstuffs 
are sam pled for laboratory analysis for quality. Imported food is also tested for quality. Unfit food is 
destroyed. There is an interministerial food council, headed by the minister of health. 

There is a central food safety and hygiene directorate, concerned with technical issues, and 20 
provincial food safety and hygiene directorates, staffed by public health physicians, veterinarians and 
health inspectors, reporting to the central directorate. Eight sampling committees check imports at 
customs posts. Analysis is carried out in one central and two regional laboratories, staffed by 40 well 
trained laboratory technicians. In addition technical committees advise on specific nutritional issues. 

There are about 700 food factories in Jordan. These are regularly inspected, and action taken on 
noncompliance, from corrective measures to closure. Many factories have their own quality control 
system, and a few have ISO certification. Food stores and transport are also inspected, and food 
handlers tested for disease every 6 months. 

The Ministry of Agriculture is responsible for fruit, vegetables, livestock, animal foodstuffs and 
private slaughterhouses on farms and outside cities. Slaughterhouses in towns and cities are 
administered by the municipal authorities. 

The Jordanian Institute of Metrology develops and issues national food standards. There are 
about 300 of these, based on the Codex Alimentarius. 

An intensive 4-month training course for food handlers was held in 1999 and is planned annually 
to train 25 food inspectors a year. Three or four courses on food safety and other food issues are held 
each year with support from WHO. Two workshops on HACCP were held in 1999 for health directors 
and food manufacturers. In addition eight external training courses on HACCP were attended in 1999 
by eight technicians and managers. However, further training on HACCP and risk analysis is 
necessary. 

Foodborne diseases are notifiable, and surveillance is carried out by the Disease Control 
Department in the Ministry of Health. 

Public education programmes on food safety for households and food handlers have been 
introduced into the national food control system, but more must be done in this area. Public 
participation has increased through a consumer protection society and traders’ association. 

A draft food law is presently under discussion in parliament to bring the country’s food 
legislation in harmony with World Trade Organization requirements. 
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Saudi Arabia 
Consumer protection in Saudi Arabia is through the relevant ministries: health, agriculture and 

water, municipalities and rural affairs, commerce, and industry; and the Saudi Arabian Standards 
Organization (SASO). In 1989 the intersectoral Food Poisoning Committee was created, and in 1996 
the intersectoral Permanent Committee for Follow-up Food Safety. In addition there are the Use of 
Hormones and Antibiotics in Poultry feeds Committee, the Food Specification Revising Committee 
and the School Nutrition Committee. The Department of Nutrition is a member of all these 
committees except the Food Poisoning Committee, on which the Department of Preventive Medicine 
sits. 

Health inspectors in the Ministry of Health cooperate with health inspectors in the Ministry of 
Municipalities and Ministry of Commerce. Ministry of Health hospitals treat food poisoning cases and 
report them to a three-member investigating team. The ministry runs public health education 
programmes to raise awareness of food safety issues. The central laboratory of the Ministry of Health 
performs food analysis on request. 

The Ministry of Commerce is a member of the Permanent Committee for Follow-up Food Safety, 
the Use of Hormones and Antibiotics in Poultry Feeds Committee and the Food Specification Revising 
Committee. It formulates laws on trademarks and trade fraud. Its laboratories, at seven entry points to 
the country, tests imported food for quality. It inspects imported and locally produced food according 
to SASO standards, and licenses food importers. The ministry can ban any imported food in violation 
of SASO standards. 

SASO was founded by royal decree in 1973. It is a member of the Permanent Committee for 
Follow-up Food Safety and the Use of Hormones and Antibiotics in Poultry Feeds Committee. As of 
late 1999, SASO has published 429 food specifications. The organization issues a quality assurance 
mark for excellent products, and analyses food on request. 

The Ministry of Agriculture and Water is a member of the Permanent Committee for Follow-up 
Food Safety and the Use of Hormones and Antibiotics in Poultry Feeds Committee. It monitors 
imported livestock through veterinary quarantines at entry point to the country, and is responsible for 
vaccination and treatment of animals. The ministry ensures the provision of safe drinking water, and 
the importation and distribution of pesticides and veterinary drugs. 

The Ministry of Municipalities and Rural Affairs is a member of the Permanent Committee for 
Follow-up Food Safety, the Use of Hormones and Antibiotics in Poultry Feeds Committee and the 
Food Specification Revising Committee. It issues laws for slaughterhouses, meat inspection, food 
warehouses and transportation, food manufacturers and restaurants and other outlets. It inspects food 
handlers and food production sites and analyses food and water samples in accordance with SASO 
standards. 

The Ministry of Industry issues specifications for food factories. It inspects and licenses factories 
and their products in accordance with SASO specifications. 

4.4 Promoting appropriate diets and healthy lifestyles 

Bahrain 
The problem of affluence and increasingly sedentary lifestyle afflicts all the Gulf Cooperation 

Council countries. Cardiovascular disease is the biggest killer, with a mortality rate of 85 per 100 000, 
and the second killer is the neoplasms with a mortality rate of 35 per 100 000 for the year 1999. In 
Bahrain focus is placed on the reduction of chronic noncommunicable diseases, mainly cardiovascular 
disease, through reducing obesity and promoting healthy lifestyles. 

In 1998 a national workshop was help to plan to reduce obesity. Training and educational 
programmes were launched. At the primary health care level, workshops have been held for health 
care professionals, educators, nutritionists and dieticians. Annual workshops for GPs are held on 
malnutrition and nutrition-related disease, dietary standards and labelling of food packages. Nurses 
and other care-givers are taught the importance of breastfeeding and how to advise pregnant women 
on nutrition before and after birth. Through the Ministry of Education, teachers have attended 
workshops on a wide range of nutrition topics.. School canteen suppliers have also been targeted, with 
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workshops on food hygiene and safety, labelling and policy and legislation. Adults and the elderly 
have been offered educational programmes promoting healthy diets and lifestyles through 
government and nongovernmental organizations, especially through women’s societies. 

Sports centres have been developed for females, and footpaths built to encourage taking exercise.  
Public awareness of nutrition issues in Bahrain has increased, but much still remains to be done. 

Discussion 
??The importance of public awareness should not be underemphasized in the promotion of food 

safety. 
??Rules and laws are no use unless they are enforced. 
??School health curricula are good opportuni ties for food safety, hygiene and nutrition information. 

To what extent are micronutrient deficiencies, and hygiene and food safety issues part of school 
health curricula in the Eastern Mediterranean Region? 

??The action-oriented school health curriculum lacks information on recent issues such as 
micronutrient deficiencies. 

??Schoolteachers in the Region are often overburdened and unwilling to take on new tasks. 
 

4.5 Breastfeeding 

Oman 
Oman launched its breastfeeding initiative in 1991, but a positive mindset was already present in 

the health system as bottle-feeding in hospitals had been banned as long ago as 1973 (the prevailing 
culture also guided people’s minds: Islam is in favour of breastfeeding). Now, all government 
hospitals and other relevant health facilities offering maternity services (47 facilities) have been 
declared baby-friendly by WHO and UNICEF. A code of marketing of breast-milk substitutes was 
enacted by ministerial decree in 1996. 

The strategy to promote breastfeeding in Oman follows the WHO/UNICEF 10 steps to successful 
breastfeeding1. Physicians and nurses have been trained, and community-support groups set up. More 
than 3000 volunteers constitute these support groups and are trained and educated in the promotion 
of breastfeeding. The volunt eers, who are effective and enthusiastic, meet annually. 

By 1998, 28% of mothers were breastfeeding exclusively up to 4–6 months, and 78% were 
breastfeeding exclusively or predominantly. 

A coordinator from WHO headquarters in Geneva visited Oman. It was recommended that 
standardized training modules be compiled for each level of staff (hospital managers, doctors, nurses, 
lactation counsellors, etc.); the assessment and reassessment tools were modified to be more effective 
(Oman was one of the first countries to implement such tools) and the complementary feeding policy 
was updated. The focus now is to print the revised training manuals, to disseminate the 10 steps in 
special situations, such as when mothers are HIV -positive. Antenatal education programmes will be 
extended, and complementary feeding policy and guidelines updated to include 
frequency/consistency, feeding during illness and active feeding/feeding in social 
situations/responsive feeding. The code of marketing of breast -milk substitutes will be im plemented 
appropriately. More attention will be paid to the private sector, which has in the past not been fully 
cooperative. At present there are no certified lactation counsellors in Oman, but it is hoped to remedy 
this. The challenge in Oman, as elsewhere, is to ensure sustainability through continuous annual 
assessment. 

Syrian Arab Republic 
A survey of breastfeeding practices in the Syrian Arab Republic produced the following 

recommendations. 
??Expand the baby-friendly hospital initiative to include more hospitals. 

                                                                 
1 http://www.unicef.org/newsline/tenstps.htm.  
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??Organize health education workshops on breastfeeding.  
?? Include breastfeeding in the school health curriculum. 
??Coordinate promotion activities with other organizations, and in particular with the women’s 

union. 
??Distribute educational booklets and posters (this in cooperation with UNICEF). 
??Organize daily lectures in health centres; run a weekly television programme. 
??Offer official paid nursing leave to nursing mothers. 

There exists a national code of marketing of breast-milk substitutes, but no action has yet been 
taken. 

4.6 Assessing, analysing and monitoring nutritional situations 

Oman 
As a result of ICN in 1992, Oman organized a national workshop on national food and nutrition 

policy in 1994. All stakeholders involved were invited, and working groups developed a plan of 
action. Each strategy chosen in the plan included the following components: introduction and 
rationale; general objective; situation analysis; activities to be carried out; the responsible sectors; and 
assessment and monitoring indi cators. 

The general objective of the nutrition information strategy was to collect data that would facilitate 
evaluation, analysis and monitoring of the nutritional status so that decision-makers could direct 
national policies to nutrition improvement. 

There were important considerations in choosing the indicators. They had to be linked to 
strategies and easily interpreted. Reporting and action must be timely, and on a scientifically sound 
and internationally accepted basis. The number of indicators must be  as small as possible without 
omitting anything crucial. All sectors had to be involved in decision-making. Indicators should be 
reviewed regularly for usefulness. 

To monitor household food security the following information is needed: food balance sheets (not 
available for Oman), average household income, price indices, and data from food consumption and 
dietary intake surveys and anthropometric studies. 

Consumer protection can be enhanced through knowing the number of reported food poisoning 
cases, the number and percentage of violations of food safety regulations, the quantities of food 
confiscated, and increased consumer awareness. 

Promoting healthy lifestyles and control of communicable and noncommunicable diseases can be 
enhanced by knowing the incidence and prevalence of communicable diseases, incidence of diarrhoeal 
diseases, prevalence of obesity and malnutrition among different sectors of the population, incidence 
and prevalence of noncommunicable diseases, and rates of consumption of fat, saturated fatty acids, 
and fibre. 

Caring for the socioeconomically deprived and nutritionally vulnerable can be enhanced by 
knowing the prevalence of protein–energy malnutrition among preschool children, prevalence of 
protein–energy malnutrition among the children of families that receive social welfare, average 
household income, and rates of unemployment. 

Control of malnutrition and micronutrient deficiencies can be enhanced by knowing the 
prevalence of protein–energy malnutrition among different sectors of the population, prevalence of 
iron deficiency anaemia among preschoolers, schoolchildren, pregnant women, and women of 
childbearing age, prevalence of vitamin A deficiencies, prevalence of iodine deficiency disorders, and 
effectiveness of salt iodization. 

The following drawbacks and constraints have been identified in the Omani system. 
??A clear distinction between process and impact indicators is needed. 
??More process indicators need to be included. 
??A formal review process need to be established (working group, etc.). 
??The plan needs to be reviewed and updated. 
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5. Promoting appropriate diets and healthy lifestyles; obesity and 
noncommunicable diseases 
Dr Anna Verster, Director, Health Promotion and Protection, WHO Regional Office for the Eastern 
Mediterranean  

Obesity itself has become a life-long disease, not a cosmetic issue, nor a moral judgment—and is 
becoming a dangerous epidemic. 

Robert H. Eckel, vice-chairman, American Heart Association (1998) 

The problem 
Inappropriate diets and unhealthy lifestyles are major risk factors for obesity. To understand how 

fat, which is where the body stores energy until needed, can accumulate, we must examine the energy 
intake/expenditure balance. Fat contains more energy than protein and carbohydrate combined. If a 
person consumes a mere 20 kCal a day more than he expends (the equivalent of one chocolate biscuit 
a week) over a year this amounts to 7300 kCal, or the equivalent of 1 kg fat. To burn off this excess 
energy, a 15 -minute run or a 35-minute brisk walk is required every week. Fat is easy to eat, but 
difficult to shift. 

Sequelae of obesity include diabetes, gall bladder disease, hypertension, coronary heart disease, 
osteoarthritis and gout. 

Why is obesity increasing? There are biological and physiological reasons: high body-mass index 1 
and fat distribution is to some extent genetically predetermined. Diets contain higher levels of fat (lots 
of fast foods), leading to excessive calorie intake, and lifestyles are becoming more sedentary (to some 
extent, this increase correlates with increasing affluence; as well, urbanization tends to diminish 
quality of diet). In some, there is a poor appetite control mechanism. Fat distribution for men and 
women is different. Protein–energy malnutrition in childhood has also been linked to obesity in later 
life. 

Sociological patterns can also predispose towards obesity. Family habits form children’s habits—
good and bad—which, once learnt, are difficult to unlearn. Some use food, especially high-fat food 
like chocolate, as rewards. Cultural and religious influences affect body size. In some societies, obesity 
is prized as an indication of prosperity. In some societies, traditions of hospitality and eating together 
can lead to increased food intake. 

Over recent years there have been great changes in people’s living conditions. Improved food 
production, storage and distribution techniques and increased international trade have improved food 
availability. Increased urbanization tends to impoverish diet and to produce less physically strenuous 
employment. Affluence has allowed people to buy labour -saving devices, and entertainment such as 
television and videos and the wider availability of motorized transport have increased sedentary 
lifestyles. 

The prevalence of obesity is increasing globally; it affects developed and developing countries 
alike. Rates of obesity among children are rising alarmingly, and obesity is set to be the most prevalent 
disease in the 21st century. The annual cost of treating obesity-related disease and of the consequent 
economic loss in the United States alone is US$ 99 billion. 

Action 
WHO has developed population nutrient goals and has held consultations on food-based dietary 

guidelines and obesity. In the Eastern Mediterranean Region, the Regional Office has held a workshop 
on the environmental approach to controlling obesity. 

                                                                 
1 Body-mass index (BMI) is defined as a person’s mass in kilograms divided by his height in metres squared. It is a heuristic 
measure of body size. BMI > 25 kg/m2 is considered overweight; BMI > 30 kg/m 2 is considered obese. 
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Most action has centred on energy intake and hence dietary behaviour modification: telling 
people what they should eat and what they should avoid; suggesting serving sizes; and advocating 
consumption of less fat. 

However, energy expenditure is equally important and should be given more attention. 
We can divide influences on obesity into two kinds: macro-environmental, which determines the 

prevalence of obesity in a population, and micro-environment, which determines whether an 
individual is obese (along with biological and behavioural influences). The following table 
summarizes these influences, classified by environment. 
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Table: Environmental influences on obesity 

Physical environment  
Food macro Activity macro 
Food laws and regulation Labour saving devices 
Food technology Cycle- and walkways 
Low-fat foods Fitness industry policies 
Food industry policies Transport system 
Food micro Activity micro 
Food in the house Local recreation facilities 
School/work cafeterias Second cars 
Food in local shops Safe streets  
Proximity to fast food outlets Household rules for watching TV and video  

Economic environment  
Food macro Activity macro 
Food taxes and subsidies Cost of labour vs. automation 
Cost of food technology Investment in parks and recreational 

facilities 
Marketing costs Costs of petrol and cars 
Food prices Costs of cycleways 
Food micro Activity micro 
Family income Gym or club fees 
Other household expenses Sports equipment ownership 
Subsidized canteens Subsidized local events 
Home-grown foods Costs of school sport 

Sociocultural environment  
Food macro Activity macro 
Traditional cuisine Attitudes to recreation 
Migrant cuisines National sports 
Consumer demand Participating vs. watching culture  
Food status Gadget status 
Food micro Activity micro 
Family eating patterns Peers’ activities 
Peer attitudes Family recreation 
Pressure from food 
advertising 

School attitude to sports 

Festivities Safety fears 
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Discussion 
??What are the effects of untargeted subsidies on foods? 
??The earlier education on food safety begins, the more effective it is.  
??Fitness clubs are fine, but the aim of nutrition policy should be to keep populations at ideal 

weights by instigating lifestyle changes, and thus making such clubs unnecessary as a way of 
losing weight. 

??Policy should target lifestyle improvement through a multisectoral approach to the whole 
population. It should not be individual-based. 

??Religious texts and leaders can help reinforce health messages. 
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6. Promoting breastfeeding: some recent developments 
Dr Kunal Bagchi, Short-term Professional, Nutrition, WHO Regional Office for the Eastern 
Mediterranean  

The development of optimal nutrition among children during the first two years of life varies 
with age and results from a series of breastfeeding and complementary feeding practices and access to 
an appropriate mix of foods. However, an optimal infant-feeding strategy cannot be defined. Instead, 
the appropriate national authority should establish optimal breastfeeding guidelines based on local 
environmental and cultural circumstances. 

Infants and young children between the ages of 6 months and 24 months are most vulnerable to 
suffer from growth retardation and when exclusive breastfeeding is no longer likely to satisfy 
nutritional requirements. 

When applying WHO’s current infant-feeding recommendations as a guide for developing local 
feeding practices, the following factors have to be considered: the quality and safety of available 
complementary foods; the possibility of environmental contamination; and the child-spacing benefits 
of exclusive breastfeeding. 

WHO keeps the issue of optimal duration of exclusive breastfeeding under continual review. 
Current activities in relation to optimal duration of exclusive breastfeeding include: 
??A systematic review of the relevant scientific literature in accordance with the Cochrane 

Collaboration’s1 criteria and framework. The review findings will be available by early 2001. 
??Polling of governments and national paediatric associations to determine whether a formal 

recommendation has been adopted with regard to the optimal duration of exclusive 
breastfeeding. 

 
Since 1979, the current recommendation on exclusive breast feeding has been reviewed in two 

WHO publications and discussed at several World Health Assemblies. New information with 
particular relevance for improved child feeding is now available. The new estimated energy 
requirements based on total energy expenditures and total energy deposition for breastfed infants are 
very similar to those provided by breast milk during the first 6 months of life in affluent populations 
very close to those provided by breast milk in disadvantaged populations. 

Based on new information, UNICEF and the ministries of health in several South Ameri can 
countries have changed their recommendation for exclusive breast feeding to “6 months or about 6 
months.” After this age, complementary foods need to be given, in addition to breast milk, to ensure 
adequate growth and development. 

The Fifty-third World Health Assembly (May 2000) in its resolution requested that an item on 
infant and young child nutrition be placed on the agenda of the Executive Board. The Fifty -third 
Assembly also encouraged discussion at the regional level on the same issue.  

The 47th Regional Committee for the Eastern Mediterranean (2000) resolved that exclusive 
breastfeeding2 should be promoted from birth until the age of 6 months, at which point adequate 
complementary food should be introduced while breastfeeding continues until 2 years of age; 
complementary foods given to infants and young children should be essentially homemade, and 
where they are locally produced should be based on culturally acceptable food mixes based on dietary 
habits in the Eastern Mediterranean Region; such com plementary foods should be produced using 
locally available ingredients, fortified whenever possible with essential micronutrients, should 

                                                                 
1 The Cochrane Collaboration is an international organization that aims to help people make well informed decisions about 
healthcare by preparing, maintaining and promoting the accessibility of systematic reviews of the effects of healthcare 
interventions. It is a not-for-profit organization, established as a company, limited by guarantee, and registered as a charity in the 
UK.  
2 Exclusive breastfeeding means when all fluid and energy and nutrients are provided by breast milk, with the possible 
exception of medicinal supplements. Any nutrient-containing foods or liquids other than breast milk given to young children 
during the period of complementary feeding are known as complementary foods. The term “weaning foods” is not used 
anymore, as this suggests replacement and cessation of breastfeeding. 
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facilitate safe preparation and should be in line with the guidelines on complementary foods of Codex 
Alimentarius. 

Priority action for the Eastern Mediterranean Region involves continued promotion, protection 
and support of breastfeeding. More emphasis will be placed on the development of adequate 
complementary feeding strategies for the infants and young children of the urban poor, and those in 
exceptionally difficult circumstances. 

Discussion 
??There are solutions, such as kindergartens in the workplace, to problem of working women being 

able to breastfeed their children. 
??Exclusive breastfeeding in early life protects children from many future diseases. 
??Even malnourished mothers can produce adequate breast milk. 
??Food supplements should go to the mother, not the child being exclusively breastfed. 
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7. Special presentation: the situation in Palestine 
Dr Neville Edirisinghe, Regional Adviser, World Food Programme Regional Bureau for the Middle East 
and North Africa 

The situation is worsening in Palestine. Many have been killed and more injured. Unemployment 
has increased as many workers are forbidden to travel to their place of work; transport of food and 
other supplies has decreased or been banned. Poverty is increasing throughout the territories. As the 
economic disruption continues, losses have continued to mount and are estimated to have reached 
US$ 336 million at mid November 2000. 

The World Food Programme (WFP) has launched an emergency operation from December 2000 
to end February 2001 to aid the poorest segments of the Palestinian population. WFP emergency food 
assistance is targeted at a total 257 500 persons, of which about 80% are women and children. This 
caseload consists of two categories: 39% from those classified as special hardship cases, and 61% from 
needy families whose main bread winner is an unskilled, low-paid worker, almost all of them men, 
who have lost access to labour opportunities and income as a result of the crisis.  

The number of poor households classified as special hardship cases registered with the Ministry 
of Social Affairs and UNRWA and requiring emergency assistance is estimated at 45 000 families or 
225 000 persons in the West Bank and Gaza Strip. WFP will provide assistance to 100 000 persons from 
this category who are not UNRWA-assisted refugees. 

The total food cost of the programme is projected at about US$ 2 million, and the total cost to 
WFP just under twice that. 
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8. Group work 
The delegates divided into two groups for discussion. Group one discussed overcoming 

constraints, establishing priorities and activities in nutrition for the next three years, with reference to 
the relevant themes of the ICN, and group two considered how to win political attention and support 
for national nutrition programmes and plans. 

The meeting identified the following constraints in national nutrition programmes. 
?? Inadequacy and unsustainability of technical and financial resources. 
?? Insufficient political awareness of nutrition problems and commitment to act. 
??Poor access to decision-making levels by nutrition focal points and national food and nutrition 

committees. 
?? Insufficient national nutrition information systems. 
??Poor intersectoral collaboration and in some cases, intersectoral rivalry. 
?? Insufficient budgetary planning for specific projects. 
??Poor prioritization of nutrition problems. 
?? Inadequate food legislation. 
??Lack of regional food composition table. 
?? Insufficient administrative mechanisms. 
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9. Recommendations and future activities 
9.1 Recommendations 
1. While considerable progress has been made in countries of the Region regarding improvement in 

nutrition, mild and moderate forms of malnutrition of different types continue to exist. Urgent 
steps should be taken to address this problem. 

2. In several countries of the Region, national nutrition plans and policies have been developed and 
being implemented. In addition, national intersectoral committees have been created. 
Cooperation from other sectors is lacking. The effectiveness of the national nutrition plans and the 
intersectoral committees has to be enhanced. 

3. National nutrition focal points are responsible for implementing national food and nutrition 
activities. However, often the national nutrition focal points lack adequate administrative 
authority. National nutrition focal points should be empowered with appropriate administrative 
authority. 

4. Pressure from the infant food industries compromises proper infant and young child feeding 
practices. Improper complementary foods are introduced at inappropriate time during infancy, 
often leading to inadequate growth and development of infants. Legislation to ensure that infant 
food industries conform to the International Code for Breast-milk Substitutes should be enacted 
and enforced. 

5. In light of the new regional recommendation on the optimal duration of exclusive breast feeding, 
exclusive breastfeeding up to six months of age should be increased by 5%–10% every year over 
the next three years. At the same time, countries will continue to review and assess the existing 
and emerging information on breastfeeding and child and infant growth and development. 

6. Micronutrient deficiencies exist in different forms in the countries of the Region. Programmes for 
the control and prevention of micronutrient deficiencies through supplementation and 
fortification of food should be strengthened. 

7. Lifestyle has been affected in several countries of the Region because of economic changes and 
changes in family values. These are responsible for an increase in noncommunicable diseases and 
obesity. Promotion of healthy lifestyle is a priority issue. Healthy lifestyle issues should be 
introduced through the education curricula in primary and secondary schools, using appropriate 
cultural and religious models. 

8. The annual budget for nutrition departments should be identified and allotted on a regular basis. 
Budgetary constraints affect all other sectors also. It is important that the nutrition department 
does appropriate planning in order to solicit funds for nutrition activities. Planning should 
consider an ideal level of planning and a feasible level of planning. The difference, if such exists, 
may be met through supplementary funding. The pooled resources of the United Nations 
Development Assistance Framework (UNDAF) can be approached for financial support. The 
assistance of external donors should also be explored. (The presence of UNDAF members in 
Damascus at the meeting was a good indication of the possibility of such joint assistance.) 

9.2 Proposed steps to be taken in the next three years (2001–2003) 

National 
??Get greater governmental support and commitment through: 

– empowering nutrition departments and focal points 
– developing lobbying techniques 
– improving public awareness 
– including nutrition in the UNDAF/CCA1 agenda. 

                                                                 
1 The United Nations Development Assistance Framework (UNDAF) is the planning framework for the development 
operations of the UN system at country level. It consists of common objectives and strategies of cooperation, a programme 
resources framework and proposals for follow-up, monitoring and evaluation. UNDAF lays the foundation for cooperation 
among the UN system, government and other development partners through the preparation of a complementary set of 



Current nutrition activities in the Eastern Mediterranean Region 25 

 

??Strengthen intersectoral collaboration through: 
– developing or reviving the national intersectoral nutrition committee, or where applicable, 

technical subcommittee 
– locating it at the executive level where action can be taken (for consultative and 

implementing) 
– having regular meetings 
– exchanging information regularly on nutrition-related activities at different sectors 
– regular review of areas where joint action is necessary. 

??Translate strategic goals into operational plans through: 
– prioritizing activities 
– identifying responsible sector for implementation 
– developing project proposals including costing 
– identifying sources of funds 
– incorporating monitoring and evaluation mechanisms. 

??Develop effective nutrition education programmes for: 
– health personnel 
– school teachers and children, parents, etc. 
– agricultural extension workers 
– communities, volunteer groups, etc. 

??Develop and enact appropriate food and nutrition legislation, where appropriate (such as 
national code of marketing of breast-milk substitutes, national food law, nutrition information on 
food labelling, etc.). 

??Participate more actively in the work of Codex Alimentarius. 

Regional/international 
??WHO and other United Nations agencies to reinforce the need and importance of establishing 

national intersectoral food and nutrition committees. 
??Enhance intercountry collaboration and exchange of experiences and expertise. 
??Follow-up meeting within three years to review progress. 
??The Regional Committee for the Eastern Mediterranean should take the initiative in getting 

achievements of countries on the nine ICN themes on the agenda of the World Health Assembly. 

                                                                                                                                                                                                           
programmes and projects. UNDAF has been piloted in 18 countries, and other countries are being encouraged to adopt the 
UNDAF process.  

The Common Country Assessment (CCA) is a country-based process for reviewing and analysing the national development 
situation and identifying key issues as a basis for advocacy, policy dialogue and preparation of the UNDAF. The findings 
emerging from this exercise are described in a CCA document. The Common Country Assessment is undertaken by the United 
Nations system with key partners: the government, civil society, the private sector and donors. The objective of the Common 
Country Assessment is to achieve deeper knowledge of key development challenges among the partners involved in the CCA, 
based on a common analysis and understanding of the development situation of a country and a people-centred approach. The 
CCA also develops a common understanding of key internal and external risks to the development process, identifies 
contingencies and any recovery and rehabilitation needs as may be appropriate. 
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Annex 1  

Agenda 

1. Opening session 
– introductory remarks 
– election of officers 
– adoption of the agenda 

2. Overview of the nutrition situation in the Eastern Mediterranean Region since the International 
Conference on Nutrition, 1992 

3. Global review and analysis of national nutrition plans and policies 

4. Improving household food security—country experiences 

5. Preventing and controlling specific micronutrient deficiencies—country experiences 

6. Protecting consumers through food quality and safety—country experiences 

7. Promoting appropriate diets and healthy lifestyle; obesity and noncommunicable diseases—
country experiences 

8. Promoting breastfeeding—overview and country experiences 

9. Assessing, analysing and monitoring nutrition situations—country experiences 

10. Group work 

11. Presentation of group recommendations 

12. Conclusions and recommendations 

13. Closing session 
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Annex 2  

Programme 

Monday 20 November 2000 
0800–0900 Registration 
 Poster viewing 
0900–1000 Inauguration 
 Welcome address 
 Message from Dr Hussein A. Gezairy, WHO Regional 

Director for the Eastern Mediterranean 
 Message from H.E. Mohamed Eyad Chatty, Minister of 

Health, Syrian Arab Republic 
1045–1100 Election of chairman and rapporteur 
 Mechanics of the meeting. 
1100–1130  An overview of the situation in the Eastern Mediterranean 

Region since the International Conference on Nutrition, 
1992 

 Dr Anna Verster Director, Health Protection and Promotion, 
WHO Regional Office for the Eastern Mediterranean  

1130–1200  Global review and analysis of national nutrition plans and 
policies 

 Ms Chizuru Nishida, WHO headquarters 
1230–1315 Improving household food security–country experiences: 

Tuni sia, Egypt, Sudan, Republic of Yemen 
1430–1515 Preventing and controlling specific micronutrient 

deficiencies—country experiences: Egypt, Islamic Republic 
of Iran, Morocco, Pakistan 

1515–1600 Protecting consumers through food quality and safety—
country experiences: Jordan, Saudi Arabia 

1630–1645 Promoting breastfeeding 
 Dr Kunal Bagchi, Short-term Professional, Nutrition, WHO 

Regional Office for the Eastern Mediterranean 
1645–1730 Promoting breastfeeding—country experiences: Oman, 

Syrian Arab Republic  
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Tuesday 21 November 2000 
0830–0900 Promoting appropriate diets and healthy lifestyle; obesity 

and noncommunicable diseases 
 Dr. Anna Verster, Director, Health Protection and Promotion, 

WHO Regional Office for the Eastern Mediterranean 
0900 - 0945 Promoting appropriate diets and healthy lifestyle—country 

experiences: Bahrain 
1030–1115 Assessing, analysing and monitoring nutrition situations—

country experiences: Oman 
1115–1700 Group work 
 Mechanics of group work 
 Group work: group one 
 Overcoming co nstraints, establishing priorities and 

activities in nutrition for the next three years, with reference 
to the relevant themes of the ICN 

 Group work: group two 
 Winning political attention and support for national 

nutrition programmes and plans 

Wednesday 22 November 2000 
0800–0930 Group work (contd.) 
0930–1030 Presentation of group recommendations 
1100–1300 Preparation of consolidated conclusions/recommendations 
1300–1400 Conclusions and recommendations 
1400–1430 Closing session 
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Annex 3  

List of participants 

BAHRAIN 
Dr (Ms) Khairya Moosa 
Head, Department of Nutrition  
Public Health Directorate 
Ministry of Health 
PO Box 42 
Manama 
Tel: +973 279 218 
Fax: +973 276 301 
E-mail: alsaatia@batelco.com.bh 
 
 
EGYPT  
Dr Mohamed Hathout 
Head Field Research and Studies Department 
Nutrition Institute 
16 Kasr El Aini Street 
Cairo 
Tel: +20 2 364 3522 
Fax: +20 2 364 7476 
 
 
ISLAMIC REPUBLIC OF IRAN 
Dr (Ms) Robabeh Sheikholeslam  
Director-General 
Nutrition Department 
Ministry of Health and Medical Education 
Teheran 
Tel: +9821 6707 682 
Fax: +9821 6707 377 
E-mail: Shey@farabi.hbi.dmr.or.ir/Ishey@yahoo.com 
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JORDAN 
Dr (Ms) Wisam Qarqash 
Head, Nutrition Department  
Ministry of Health  
PO Box: 86  
Amman  
Tel: +962 6 586 1178, mobile: 079587232 
E-mail: abu_lawi@index.com.jo 
 
 
LEBANON 
Dr Nazem Matta 
Qada Doctor in Baabda 
Ministry of Public Health 
Beirut 
Tel: 03 811002 
Fax: 05 920175 
 
 
LIBYAN ARAB JAMAHIRIYA  
Dr Aref Gheit Marwan 
Chief, Administrative Committee for Food Inspection 
Tripoli 
Tel: 480 9134/480 7255 
Fax: 480 9134 
 
 
MOROCCO 
Dr Hamid Chekli, 
Chef de Service des Maladies Infantils and focal point for nutrition 
Directorate of Population 
Ministry of Public Health 
Rabat 
Tel: 037 691267 
Fax: 037 691082 
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OMAN 
Ms Deena Al-Asfoor 
Director of Nutrition 
Ministry of Health 
Muscat 
Tel: +968 788 764/+968 786 553 
Fax: +968 788 756 
E-mail: omanmgrs@omantel.net.om  
 
 
PAKISTAN 
Mr Muhammad Saleem 
Chief, Nutrition Division 
National Institute of Health 
Islamabad 
Tel: +9251 925 5079 (office); +9251 224 0488 (residence) 
E-mail: nut@nih.isb.sdnok.org 
 
 
SAUDI ARABIA 
Dr Mohammed Saleh Al Jasser 
Head of Nutrition Unit 
Ministry of Health 
PO Box 5253 
Riyadh  11422 
Tel: 014640811 
Fax: 014645536 
 
 
SUDAN  
Dr Alawia El Amin 
Director of the Nutrition Department 
Federal Ministry of Health 
PO Box 303 
Khartoum  
Tel: +24911 432094 (office); 015 480937 (residence) 
E-mail: alwianut@hotmail.com 
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REPUBLIC OF YEMEN  
Dr Hammoud Al -Muntaser 
Deputy Director of Nutrition 
Ministry of Public Health 
Sana’a 
Tel: +967 1 203 734/+967 1 379 004 
Pager: 5881631 
 
 

OBSERVERS 
 
Dr Bosaina Mourad 
Nutrition Department 
Ministry of Health 
Damascus 
SYRIAN ARAB REPUBLIC 
Tel: +963 11 331 1112 
Fax: +963 11 331 1114 
 
Dr Nedal Abu Rasheed 
Head, Child Health Department 
Ministry of Health 
Damascus 
SYRIAN ARAB REPUBLIC 
Tel: +963 11 331 1019/+963 11 331 1020 
Fax: +963 11 331 1114 
 
Dr Aisha Gaber 
Head, Maternal Health Department 
Ministry of Health 
Damascus 
SYRIAN ARAB REPUBLIC 
Tel: +963 11 331 1019/+963 11 331 1020 
Fax: +963 11 331 1114 
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WORLD FOOD PROGRAMME 
 
Dr Neville Edirisinghe 
Regional Adviser 
WFP Regional Bureau for the Middle East and North Africa 
14 Sherifa Dina Street 
PO Box 1265  
Maadi  
Cairo 11431 
EGYPT  
Tel: +20 2 350 3169/+20 2 350 0716 
Fax: +20 2 576 4947/+20 2 350 0716  
E-mail: neville_edirisnghe@wfp.org  
 
 

FOOD AND AGRICULTURE ORGANIZATION OF THE UNITED NATIONS 
 
Mr Mahmoud Mohamed Taher 
FAO Representative 
Damascus 
SYRIAN ARAB REPUBLIC 
 
Dr Akila S. Hamza 
Agriculture Residence Centre 
9 El Gamaa Street 
Cairo 
EGYPT  
Tel: +20 2 573 2280 
Fax: +20 2 573 2280 
 
Dr Aziz Hamed Al Khatri  
Director of Fisheries 
Ministry of Agriculture and Fisheries 
Muscat 
OMAN 
Tel: +968 696 300/+969 740 061/+968 740062 
Fax: +968 740 159 
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Mr Zeghidi Khaled 
Engineer-General  
Ministry of Agriculture 
Tunis 
TUNISIA 
Tel: +216 1 471 052 
 
Dr Mohamed A. Al Henami 
Ministry of Agriculture 
Sana’a 
REPUBLIC OF YEMEN  
Tel: +967 1 227 259 
 
 

UNITED NATIONS POPULATION FUND 
 
Mr Moustafa Benzine 
UNFPA Representative 
Damascus 
SYRIAN ARAB REPUBLIC 
 
 

UNITED NATIONS DEVELOPMENT PROGRAMME 
 
Mr Taoufik Ben Amara 
Resident Representative 
PO Box 2317 
Dam ascus 
SYRIAN ARAB REPUBLIC 
Tel: +963 11 333 2440/+963 11 332 7161/+963 11 333 6800 
Fax: +963 11 332 7764 
E-mail: fo.syr@undp.org 
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UNITED NATIONS CHILDREN’S FUND (UNICEF) 
 
Mr Mohamed Idris Alami 
Country Representative 
UNICEF 
PO Box 9413 
Damascus 
SYRIAN ARAB REPUBLIC 
Tel: +963 11 331 9597 /+963 11 331 9598 
Fax: +963 11 331 9596 
 
Mr Narinder Sharma 
Programme Coordinator 
UNICEF 
PO Box 9413 
Damascus 
SYRIAN ARAB REPUBLIC 
Tel: +963 11 3319597 / 3319598 
Fax: +963 11 33195596 
 
 

WORLD HEALTH ORGANIZATION 
 
Dr Abdullah Salah Assa’edi 
WHO Representative 
PO Box 3946 
Damascus 
SYRIAN ARAB REPUBLIC  
Tel: +963 11 332 9315/+963 11 333 1553 
Fax: +963 11 333 0289 
E-mail: WHO@net.sy 
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Dr Anna Verster 
Director, Health Protection and Promotion 
WHO R egional Office for the Eastern Mediterranean  
WHO Post Office, Abdul Razzak Al Sanhouri Street, opposite Children’s Library 
Nasr City 
Cairo 11371 
EGYPT  
Tel: +20 2 670 2535 
Fax: +20 2 670 2492/+20 2 670 2494 
E-mail: VersterA@who.sci.eg and Postmaster@emro.who.int  
 
Dr Kunal Bagchi 
Short-term Professional, Nutrition 
WHO Regional Office for the Eastern Mediterranean  
WHO Post Office, Abdul Razzak Al Sanhouri Street, opposite Children’s Library 
Nasr City 
Cairo 11371 
EGYPT  
Tel: +20 2 670 2535 
Fax: +20 2 670 2492/+20 2 670 2494 
E-mail: BagchiK@who.sci.eg and Postmaster@emro.who.int  
 
Ms Chizuru Nishida 
Technical Officer, Department of Nutrition for Health and Development 
World Health Organization 
Avenue Appia 20 
1211 Geneva 2 
SWITZERLAND 
Telephone: +41 22 791 3317/3455 
Facsimile: +41 22 791+4156 
E-mail: nishidac@who.ch 
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Ms Tina Mutru 
Department of Nutrition for Health and Development 
World Health Organization 
Avenue Appia 20 
1211 Geneva 2 
SWITZERLAND 
Telephone: +41 22 791 4339 
Facsimile: +41 22 791+4156 
E-mail: mutrut@who.ch 
 
Dr Samer Arous 
WHO Temporary Adviser 
Head, Nutrition Department 
Ministry of Health  
Damascus 
SYRIAN ARAB REPUBLIC 
Tel: +963 11 313 2415 
Fax: +963 11 332 7884 
 
Mr John Shimwell 
WHO Temporary Adviser 
Abu Dhabi 
UNITED ARAB EMIRATES 
Tel: +971 2 444 6643 
Fax: +971 2 443 4802 
E-mail: shimwell@emirates.net.ae 
 
Ms Suzan El Raey 
Senior Administrative Clerk/Personnel 
WHO Regional Office for the Eastern Mediterranean  
WHO Post Office, Abdul Razzak Al Sanhouri Street, opposite Children’s Library 
Nasr City 
Cairo 11371 
EGYPT  
Tel: +20 2 670 2535 
Fax: +20 2 670 2492/+20 2 670 2494 
E-mail: ElRaeyS@who.sci.eg and Postmaster@emro.who.int  
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Ms Mariana Zaki 
Secretary 
WHO Regional Office for the Eastern Mediterranean 
WHO Post Office, Abdul Razzak Al Sanhouri Street, opposite Children’s Library 
Nasr City 
Cairo 11371 
EGYPT  
Tel: +20 2 670 2535 
Fax: +20 2 670 2492/+20 2 670 2494 
E-mail: ZakiM@who.sci.eg and Postmaster@emro.who.int 


