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1. INTRODUCTION 

An intercountry meeting of health education and communication directors was held in 
Cairo, Egypt from 20 to 22 October 2003 by the World Health Organization Regional Office 
for the Eastern Mediterranean (WHO/EMRO). The meeting was attended by 21 
representatives from ministries of health of countries of the Region, namely: Bahrain, 
Djibouti, Egypt, Islamic Republic of Iran, Iraq, Jordan, Lebanon, Morocco, Oman, Saudi 
Arabia, Sudan, Syrian Arab Republic and United Arab Emirates. 

Dr Abdullah Assa edi, Assistant Regional Director, delivered a message from 
Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean, in which he 
highlighted the crucial importance of health education for risk reduction and promotion of 
healthy lifestyles, and the effectiveness of continuous communication for behaviour change. 

In his message, Dr Gezairy drew attention to the fact that over the past four decades, the 
world had witnessed a demographic transition accompanied by a risk transition and a double 
burden of disease, characterized by the combination of long-established infectious diseases 
and a greater relative importance of chronic noncommunicable diseases. This transition was 
particularly serious for many countries in the Region, as it added to the existing burden of 
infectious diseases and under-nutrition. 

The world health report 2002 had underscored the importance of communicating risks 
clearly and openly to the public, and of creating an atmosphere of trust and shared 
responsibility between the government, the public at large and the media. Five out of six 
recommended actions of the report emphasized the need to increase public awareness and  
understanding of risks to health. 

promotion, being a social mobilization process for health, embraced other behavioural change 
strategies such as community mobilization, advocacy, communication, including health 
information and education, and social marketing as required. Health information, education 
and communication were common denominators across the board. 

To be effective, said Dr Gezairy, health education and communication required strategic 
vision and coordinated multisectoral plans of action with clear time-bound measurable results, 
including built- in monitoring and evaluation schemes and related process, performance and 
impact indicators. Such plans entailed close cooperation and coordination among the different 
programmes within the health sector and with other institutional partners from the public 
sector, the civil society and the private sector. They also required quality initial and in-service 
training of service providers at all levels as well as health workers and other persons involved 
in health prevention and promotion activities. Clear terms of reference regarding health 
education and counselling must be established for the different categories of staff involved. 
Unless these requirements were satisfactorily met, health education and communication 
would not be given priority and the resources required to achieve the desired impact would 
not be made available. 
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WHO had made a number of significant contributions to health promotion and 
education in the Region, such as the prototype action-oriented school health curriculum for 
primary schools (which was currently under review to broaden its scope and update its 
contents); the Right Path to Health series, the Health Promoting Schools initiative, in addition 
to other health promoting initiatives such as healthy villages and healthy cities in many 
countries of the Region. Health education and communication had been at the centre of the 
2001, 2002 and 2003 World Health Day celebrations in the Region. Several regional 
consultations for preparing the Global Strategy on Diet, Physical Activity and Health were 
being held in 2003, and the E-Learning Health Academy Project had been launched in 2003 in 
Egypt and Jordan. 

Adolescent health education was very important, noted Dr Gezairy. In 1996, the Forty-
third Session of the Regional Committee for the Eastern Mediterranean had adopted a 
resolution (EM/RC43/R.11) on the health education of adolescents, which was followed by 
regional consultations, the publication of the adolescent health education guides in 2001 and 
the elaboration in May 2002 of an outline strategy to protect and promote the health and 
development of adolescents in the Region. 

Many countries of the Region had undertaken steps towards further strengthening of 
health promotion, including health education activities. Achievements had not been uniform, 
and there was always room for improvement. More efforts were needed to consolidate 
achievements, enhance strategic multisectoral health education and communication planning 
and strengthen national capacity in order to place health promotion, including health 
education and communication, high on the public agenda. 

Dr Gezairy concluded his message by drawing the attention to the fact that the exchange 
of views, ideas and success stories during the meeting would provide valuable information 
that would contribute to the design and implementation of health promotion and education 
activities and programmes in the countries of the Region. 

attached in Annexes 1, 2 and 3, respectively.  

2. OBJECTIVES AND METHODOLOGY 
Dr Abdul-Halim Joukhadar, Regional Adviser, Health Education  

The consultative meeting was divided into technical presentations, country presentations 
and group work. Temporary advisers participating in the activity would be asked to suggest 
areas where t
sensitive, action-oriented approaches to health promotion and education, bearing in mind the 
existing situation, opportunities and challenges in their counties and the Region. In addition, 
all groups would be asked to reflect their inputs in formal presentations and make applications 
of their recommendations appropriate for country and community interventions. The work of 
the groups was planned to be presented and discussed at the end of the third day. Time was 
allocated during the first day for group work on the theme of World Health Day 2004, and the 
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last day for a plenary discussion that summarized the input of experts participating in the 
activity in order to reach a consensus on major conclusions and future priorities/directions and 
recommendations of the intercountry meeting. 

At the end of the session, Dr Joukhadar reminded the participants of the objectives of 
the meeting, which were to: 

• review recent developments in health promotion and health education, including 
behaviour change communication and risk perception; 

• review and broaden the scope of the action-oriented school health curriculum in line 
with the Interagency Initiative on Focusing Resources on Effective School Health; 

• define strategic approaches to promote community based healthy lifestyles initiatives 
within the framework of diet, physical activity and health; and 

• exchange successful experiences and best practices in health education and 
communication. 

3. TECHNICAL PRESENTATIONS 

3.1 Recent developments and implications for health information, education, 
communication and advocacy: an overview 
Dr Abdul-Halim Joukhadar, Regional Adviser, Health Education, WHO/EMRO 

The presentation included three main parts. The first part presented the conceptual 
development of health education from the 1960s to the present. Health education has evolved 
from the production of information, education and communication (IEC) materials to 
behaviour change communication. The audience is now at the centre of the communication 
process. The new operating criteria are setting and audience segmentation according to health 
and social characteristics and life-cycle stages, with an increasing reference to behaviour 
change theories and models and the use of strategic communication planning models. 

The second part of the presentation provided the main lessons learnt over the past two 
decades in the following areas: preliminary research and analysis for programme design; 
strategic communication design; development, pre-testing, revision and production; 
management, implementation and monitoring; evaluation as a built- in process and research 
design and methodologies; and continuity and sustainability in terms of scaling up based on 
successful activities, cost effectiveness and institutionalization. 

The third part covered future challenges, which include changing audiences, values and 
life styles; epidemiological transition and the growing disease burden attributable to 
behaviour; changing channels of communication with emergence of the internet; evolving 
behavioural science theories and research; and the changing political environment and 
available resources. 
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3.2. Briefing on the regional consultation on the global strategy on diet, physical 
activity and health 
Dr Sussan Bassiri, Regional Adviser, Healthy Lifestyle Promotion, WHO/EMRO 

The burden of noncommunicable diseases (NCD) is growing due to unhealthy dietary 
habits and reduction of physical activity, particularly among city dwellers. NCD and injuries 
represent 68.1% of the total burden of diseases at the global level and 56% in the Eastern 
Mediterranean Region. 

According to the World Health Report 2002, the major leading preventable causes of 
morbidity and mortality in the Eastern Mediterranean Region are: high blood pressure; 
underweight; cholesterol; unsafe water, sanitation and hygiene; overweight and obesity; 
tobacco use; low fruit and vegetable intake; physical inactivity; and indoor smoke from solid 
fuels.  

Risk reduction strategies include individual lifestyle changes and population-wide 
strategies such as high tobacco taxes and sustained policy actions to promote physical activity. 
It is recommended to spend one hour per day of moderate intensity activity.  

The preparation process for the Global Strategy on Diet, Physical Activity and Health 
was presented, including the recommendations a WHO/FAO Expert Group. Participants in the 
regional consultation on preparing the Global Strategy held in May 2003 underscored the 
need for Member States to develop national policies on healthy lifestyle promotion, including 
capacity building and the establishment of surveillance systems. 

road traffic injuries. The main objectives of 
the 2004 World Health Day campaign are to raise awareness about the health impact and 
societal costs of road traffic injuries and to issue a call for action to increase efforts to prevent 
road traffic injuries.

 

3.3. WHO information resources 
Mr Hatem Nour El Din Hassan, Librarian, WHO/EMRO 

Participants were introduced to the different online documentary and information 
resources available at WHO HQ, regional offices, country offices and collaborating centres, in 
addition to available free-access sources. 

A demonstration was given on the navigation tools and how to access information by 
health topic, country, and other criteria. The WHO/EMRO Arabic and English web pages 
were presented in detail, as well as the WHOSIS database and the virtual Health Sciences 
Library, including MEDLINE, the Geneva Foundation for Medical Education and Research 
and free medical journals available on the internet. 
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3.4. Capacity building in health education and communication planning 
Dr Kunal Bagchi, Regional Adviser, Nutrition, WHO/EMRO 

The presentation was divided into two major parts. Part one provided an overview of 
nutritional status at the global and regional levels. A typography of countries at different 
stages of nutrition transition, including countries experiencing humanitarian crisis situations, 
was discussed. Regional estimates (2001) on the nutritional status of children under 5 years 
showed that 24.9% were underweight, 34% stunted, and 7.5% wasted. Severe acute protein 
energy malnutrition represents a problem in Afghanistan, Iraq and Somalia. Iron deficiency is 
a serious public health problem affecting about 323 million people in the Eastern 
Mediterranean Region. The different strategies put in place to prevent and control it were 
reviewed. The situation of iodine deficiency disorders in the Region was presented. 

Part two discussed the stages of behaviour change with relevance to nutrition education. 
The need to communicate accurate information on the nutritional aspects of public health 
issues was underscored. Adequate health communication strategies, based on appropriate 
theory and research findings, are needed to prevent and control malnutrition and micronutrient 
deficiencies. The objectives CDCynergy Micro-Nutrient version, a software program for 
strategic health communication planning, were described, underscoring capacity building and 
skills development of health education and nutrition programme managers to plan nutrition 
communication programmes. The presentation was followed by a demonstration of the 
CDCynergy software and its different tools and resources.  

3.5. Adolescent health and development in the Eastern Mediterranean: information, 
education and communication interventions  
Dr Ramez Mahaini  

Adolescents (10 19 years) and young people (10 24 years) represent respectively 
23.4% and 34.4% of the total population of the Region. This stage of life is crucial to health, 
since behaviour patterns adopted during adolescence last a lifetime and affect future health 
and well-being. 

Reference was made to the ambivalent attitude of parents and educators regarding the 
sexual education of young people, and the embarrassment or ignorance of parents and neglect 
of educators and service providers of this crucial issue, leading young people to seek 
information from other sources that may not be accurate or reliable. 

In 1996, the Forty-third Session of the Regional Committee, in resolution 
EM/RC43/R.11, recommended strategies for action with regard to adolescent health and 
development. The elaboration of the adolescent health education guides, in collaboration with 
the Islamic Organization of Medical Sciences (IOMS) and Islamic Scientific, Educational and 
Cultural Organization (ISESCO), is a good example of activities undertaken in this regard. 
Collaboration in this area was also strengthened with the Arab Regional Office of the World 
Scout Movement. Moreover, knowledge, attitudes and practices (KAP) studies on adolescent 
health were undertaken in the Islamic Republic of Iran, Oman and Syrian Arab Republic. 
Other countries like Bahrain, Iraq, Morocco and United Arab Emirates are also considering 
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undertaking similar research activities. The Pan Arab Project for Family Health (PAPFAM) 
has developed a module on adolescent health. PAPFAM surveys have been planned or 
implemented in 12 Arab States during the period 2001 2004. The Regional Office is currently 
developing an outline regional strategy for adolescent health and development. 

The following main constraints were identified: different levels of awareness regarding 
adolescent health issues; ad hoc and incomplete information and data; under-developed 
national policies and strategies; insufficiently equipped national health systems unable to 
provide adequate services to adolescents; and inadequate financial and technical resources 
available for adolescent health research. 

Strategic priority areas are: guidelines for interventions; stronger involvement of young 
people in all stages of interventions; development of advocacy and health education materials; 
establishing gender disaggregated national surveillance systems; capacity building of health 
workers and health educators; setting up necessary mechanisms for monitoring and 
evaluation; and close collaboration with all partners and stakeholders. 

3.6 The grid method for prioritizing actions in adolescent health and development 
Dr Abdul-Halim Joukhadar, Regional Adviser, Health Education, WHO/EMRO 

In the WHO approach to reproductive health in adolescence, three stages are identified: 
early adolescence (10 12 years), middle adolescence (13 16 years) and late adolescence (17
19 years). At each stage there are needs that require preventive and promotive responses. 
Policy-makers and programme managers provide the legal and administrative cover for 
implementers at each stage to avail adequate responses. In the event needs are not met 
through implementing preventive responses, then problems are most likely to happen. This in 
turn will require curative responses provided by specialists entailing a higher cost for the 
adolescent and society. Unmet needs and related unsolved problems are cumulative since they 
add up to the problems faced in each consecutive stage. The above-mentioned approach 
illustrates the different needs, actors involved and problems to be addressed. 

The grid method for planning strategic actions was presented as a participatory method 
drawn from a wide range of disciplines. It enables different actors involved in adolescent 
health activities, including adolescents themselves and their representatives, to set priorities in 
a systematic fashion through identifying needs and problems, assessing available preventive 
and curative responses, and planning actions to bridge the identified gaps. The basic grid 
consists of ten horizontal rows of different stages or key events in adolescence and six vertical 
columns for the different perspectives from which they may be examined. The grid is used 
three consecutive times: first to identify needs/problems grid; second to assess available 
responses in light of the needs and problems identified; and third to elaborate strategic priority 
actions accordingly. 

Priority strategic actions are given by target audiences, such as policy makers, service 
providers, direct beneficiaries and the social support system. Examples of advocacy actions 
by target groups were given, followed by examples of strategic awareness creation and 
information, education and communication interventions, as well as re-enforcement activities. 
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Two suggested detailed outlines of a multisectoral strategy document on adolescent health 
were given as examples to guide users in the elaboration of such a strategy document. 

3.7 Development, implementation and future plans for the global school-based student 
health survey 
Ms Leanne Riley, Department of Noncommunicable Disease Prevention and Health 
Promotion Department, School Health Team, WHO/HQ 

The purpose of the global school-based student health survey (GSHS) is to provide data 
on student to: 

• Provide accurate data on student health behaviour patterns and protective factors 
• Help countries develop priorities, establish programmes and advocate for resources for 

school health and youth health policies and programmes; 
• Establish trends in prevalence of health behaviours and protective factors; 
• Allow for comparisons across countries regarding prevalence of health behaviours and 

protective factors. 

The GSHS uses a school-based, self-administered questionnaire completed by 13 15 
year-olds during one classroom period. A two-stage sample design of schools and classes is 
selected. The anonymous and confidential questionnaire is self-administered with a generic 
answer sheet. Students usually complete it during one classroom session. 

The questionnaire includes ten modules: one on the demographic characteristics of 
respondents and nine thematic modules covering the following topics: alcohol and other drug 
use, dietary behaviour, hygiene, mental health, physical activity, protective factors, sexual 
behaviour/AIDS prevention, tobacco use, and violence and unintentional injuries respectively. 
To implement the GSHS, at least six of the ten core modules mus t be used (52 questions), 
other expanded questions and country specific questions are provided for. Once a module is 
selected all questions in this module must be used without modification. 

The guiding principles of data policy were presented. These include: ownership by the 
official country-level agency conducting or sponsoring the survey, open and timely exchange 
of data; protection of the privacy of participating schools and students, and maintenance of 
data quality.  

The process includes the following: survey implementation training workshop, analysis 
and reporting training workshop, data application and programme planning workshop. This is 
followed by implementation of the school health and youth health and development 
programmes. Then the cycle restarts by a repeat survey on a periodic basis. The different 
capacity building activities were presented as well as the terms of reference of the national 
coordinator of the GSHS. 

Seven Member States showed interest in implementing the survey. Countries interested 
in participating in the GSHS were encouraged to contact Ms Riley or Dr Joukhadar and 
confirm their interest by end of November at the latest. 
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3.8. Global youth tobacco survey: an overview of regional experience 
Dr Fatima Al Awa, Regional Adviser, Tobacco Free Initiative, WHO/EMRO 

Ongoing surveys implemented within the framework of TFI include the health 
professional survey (HPS), the global youth tobacco survey (GYTS), the global school 
personnel survey (GSPS) and the regional/country profile. 

The participants were briefed on the GYTS, which was started in 1999 upon the 
initiative of a nongovernmental organization in Jordan. The global youth tobacco survey 
usually covers schoolchildren 13 15 years and provides data on prevalence, attitude and 
knowledge related to tobacco use in the relevant age groups. The process includes the 
following steps: selection of a national coordinator; training of survey team; selection of 
sample schools and classes; implementation of the survey; data processing and analysis; 
report writing; and reprogramming in the light of results and findings 

The GYTS questionnaire has two sections: the core section covering 7 topics (tobacco 
use, knowledge, exposure to second hand smoking, attitude, media, education, and general 
information on respondents), and the optional section which is customized according to the 
local situation and specific needs. In July 2002, eight countries of the Region were trained to 
implement GYTS, six analysed the data and one was repeating the survey. In October 2003, 
four Member States were trained, six analysed the data and one was repeating. In total, 
seventeen countries completed the survey: Bahrain, Egypt, Islamic Republic of Iran, Jordan, 
Kuwait, Libyan Arab Jamahiriya, Morocco, Oman, Pakistan, Lebanon, Palestine, Saudi 
Arabia, Sudan, Syrian Arab Republic, Tunisia, United Arab Emirates and Yemen. Four 
countries are in the process of completing the survey (Afghanistan, Djibouti, Qatar and 
Somalia). A number of important lessons were learnt from the implementation of GYTS. 

• The survey is attractive due to its simplicity and standardization, which made counties 
more eager to implement it. 

• It proved to be very successful in providing data. 
• Maximum use of the data has not yet been achieved. 
• The policy behind the GYTS develops as the process goes on. 
• Roles and responsibilities are well identified. This factor facilitated the implementation 

and provided timely results. 

The GYTS led to the evaluation of school health programmes in the United Arab 
Emirates. It triggered a survey of school curriculum in Egypt, and to the elaboration and 
production of educational materials in Saudi Arabia. 

An overview of future steps in 2004 was given, including the reprogramming of 
national plans (June 2004), the planning of repeat surveys in some countries and the 
development of policies related to data release and use. 



WHO-EM/HED/005/E 
Page 9 

 

3.9 Integrated programme approach for effective health promotion and education 
Dr Ahmad Mohit, Director, Division of Health Protection and Promotion, WHO/EMRO  

An individual is exposed to many different types of information (physical, chemical, 
biological, verbal, emotional, cultural). The process of seeing all of these elements in one 
entity is integration. The different functions of integration include combining parts into a 
whole, completing by addition of parts, combining diverse elements; and achieving unity in 
diversity.  

The relation of integration to a system was highlighted as being parts in addition to 
relations, with the whole, according to the system theory, being more than the sum total of the 
parts, in view of their inter-relationship. Different examples of integration from the health 
sector were given to illustrate the concept of integration, such as the integration of service 
delivery, education and research into one package and the integration of hypertension care, 
NCD prevention and care, and mental health in all levels of health care system. 

3.10 Action-oriented school health curriculum for primary schools 
Dr Abdul-Halim Joukhadar, Regional Adviser, Health Education, WHO/EMRO 

The rationale for investing in school based health education includes the fact that 
schools are conducive environments for health education; teachers and educators are looked 
upon as knowledgeable persons and have a supervisory role regarding pupil hygiene and 
security; teachers are providers of health education and preventive services and are health 
promoters; teacher parent councils can play a role in health promotion; and health education 
objectives and topics are easily integrated in school curriculum. 

The basic criteria of school-based health education curriculum were reviewed as well as 
the action-oriented school health curriculum. Justification to update and broaden the scope of 
AOSHC are: the expansion of compulsory education beyond the primary level (basic 
education); recommendation of various conferences, such as the Beijing Conference and the 
Dakar Forum 2000; the FRESH initiative, Global School Health initiative and Health 
Promoting Schools initiative; epidemiological transition; and the rapid expansion of mass 
media and the internet. 

3.11 Mental health education: caring by sharing 
Dr R. Srinivasa Murthy, Acting Regional Adviser, Mental Health and Substance Abuse, 
WHO/EMRO 

Recent efforts to raise global public awareness regarding mental health include the 
World Health Day 2001 campaign and the World Health Report 2001, both addressing mental 
health. Even in a country such as the United States, it is estimated that half of all individuals 
who need help do not seek treatment. Stigma is still attached to mental illness and to people 
with a mental illness. 

New information about neurology and the brain provide better understanding of mental 
health issues: the development of mental disorders is the result of the interaction of biological, 
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psychological and social factors. The trend of the burden of disease attributed to mental and 
behavioural disorders world wide show an increase form 10% in 1990 to 15% in 2020. 

The new approaches to mental health care underscore the benefits of community-based 
care, family involvement and the integration of mental health into primary health care 
services. Educating the public about mental health contributes to de-stigmatizing it. 

It was emphasized that mental health can be shared and that schools can promote mental 
health. Schools can initiate child mental health at three levels: the first concerns the entire 
school community and contributes to the promotion of mental well-being; the second level 
provides support to high risk groups; and the third level concerns disturbed children. 

The ten categories of life skills for psycho-social competence were described, as well as 
the advantages of school-based mental health initiatives in terms of higher rates of school 
attendance, enhanced academic success, fewer drop-outs and reduced aggression, delinquency 
and risk-taking behaviours. 

4. COUNTRY PRESENTATIONS 

4.1 Bahrain 

Health education in schools in Bahrain is carried out through the curriculum and 
through extracurricular activities. It was established in 1988. Health topics are integrated 
within almost all subjects in the curriculum. Health education starts in kindergarten and 
continues through secondary school. The main health topics are family education, which is 
taught to both sexes, science and Islamic education. Other subjects, such as languages and 
mathematics, also have health issues to some extent. Health subjects are focused mainly on 
healthy lifestyle, such as proper nutrition, no smoking, physical activity and some hints on 
stress management. Reproductive health was recently introduced. 

Different health-related extracurricular activities are held in schools during the 
academic year. Sports day, open day, exhibitions, competition, play, morning assembly, 
lectures and workshops are some examples of these activities. Stakeholders involved in the 
activities are schools, students, health-related committees, boy scout and girl scout groups, 
parent councils, the health education and nutrition sections and school health committee of the 
Ministry of Health, the Traffic Department and nongovernmental organizations. 

The main strength of using the school curriculum is the ability to integrate health with 
other subjects, lasting from kindergarten through secondary school, using different ways of 
presentation of health messages. The main strength of extracurricular activities is the 
participation of different sectors and flexibility in activities. 

The main weakness of health education in the school curriculum is the absence of a very 
important and endemic health problem, hereditary blood disease, as well as the absence of sex 
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education, anti-smoking topics are not included in kindergarten and there is a lack of 
evaluation research on impact of health education at school on student behaviour. 

Future plans include integrating life skills within all subjects for grades 1 12 starting 
next year, introducing the subject of hereditary blood disease, adapting the health promoting 
school strategy, appointing a nurse in each school to be involved in health education at school, 
and establishing a prize for best school. 

4.2 Djibouti 

The new action plan for health education for 2004 2006 includes development and 
production of IEC materials and conducting a number of training workshops and information 
dissemination seminars. 

4.3 Egypt 

The presentation covered two parts. The first dealt with training programmes on health 
education, communication, counselling and changing behaviour as well as the Healthy 
Egyptian 2010 initiative, aimed at reducing maternal mortality, infant accidents, pollution, 
addiction and smoking and promoting mental health and adolescent health. The second part 
covered areas of action, including communication with all sectors, education on all aspects of 
health, partnership with universities, national and international, cardiovascular institute and 
cancer institute for early detection of diseases. The Egyptian health education programme also 
includes the production of health education aud iovisual materials (videocassettes, songs, 
books, booklets, brochures and posters). 

4.4 Iraq 

Health education in Iraq involves several different components: 

• Media section 
• School health education 
• Research and evaluation 
• Education material production. 

Despite very difficult conditions for more than 12 years, the Health Education 
Department in Iraq has continued to conduct its programme. Health education is provided for 
the community through: 

• Health messages and programme disseminated for different sectors of community 
through television, radio and print media; 

• Collaborative activities with nongovernmental organizations and different ministries, 
including meetings and lectures; 

• Training to improve communication skills of doctors, health workers and partners in 
primary health care. 
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The action-oriented school health programme was launched in 1996 and continued 
through 2002. It has been expanded to all governorates. Five hundred nineteen schools are 
included, with 7175 teachers involved. An assessment of the programme was undertaken in 
2001 by conducting a study on health knowledge, attitudes and practices for students, teachers 
and their families and evaluating the school environment. 

Health promoting schools started at the beginning of 2003 in Baghdad and efforts are 
being made to involve other governorates. An adolescent health programme started in the 
beginning of 2003 and includes collaboration between different ministries, conducting a pilot 
study to identify needs and health and social problems of adolescents and elaborate the major 
areas for health education of adolescents. 

Production of educational material (posters, television spots, booklets) for maternal 
care, child care, personal hygiene, food safety, food education, water safety, aids, breast 
feeding, early detection of breast cancer. 

In spring 2003 the Health Education Department was looted and severely damaged. All 
programmes collapsed and there are many difficulties due to lack of equipment and 
communications. Efforts are now being made to revive the programmes and implement an 
expanded health education campaign. 

4.5 Islamic Republic of Iran 

A number of presentations were submitted to the meeting organizers. These 
presentations covered the following topics: community-based health education; the 
comprehensive school health education curriculum; Health communication; Health Education 
Department programmes in 2003 04; school health education programmes 2000 2003; and 
the school health curriculum. Electronic copies of these presentations were included in the  
CD-ROM that was distributed to the participants at the end of the meeting. 

4.6 Jordan 

The Health Education Department has staff in different fields, including a health 
educator, physician nutritionist, cameramen, designers, journalist and social worker. The 
department has also trained a number of health educators. 

One of the goals  of health education is to create a platform for disease prevention 
through utilizing technology. The Ministry of Health and Education has translated and 
amended health education materials for Jordan, then trained two teachers from schools that 
had computer laboratories in order to allow children in these schools to benefit from the 
health education programme. 
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4.7 Lebanon 

The Health Education Department at the Ministry of Public Health collaborates closely 
with the different partners involved in health education including other relevant ministries, 
nongovernmental organizations, academic institutions and scientific societies. 

The major strength of the health education department is the close partnership with the 
advertising and production agencies in Lebanon which allows the Ministry to create and 
design health education campaigns free of charge with high levels of creativity and 
professional expertise. There is a very dynamic and active flow of health awareness 
campaigns that tackle several diverse topics: breast cancer awareness, prostate cancer 
awareness, injury prevention and cardiovascular prevention. 

The different media channels available (e.g. television, radio, press, billboards) ensure 
adequate exposure of the message to the target group. Furthermore, cooperation with the 
academic institutions allows the health department to conduct needs assessments and design 
the material in an effective way at a reduced cost. Lebanon offered to share with the meeting 
some of the different materials produced. 

4.8 Morocco 

The health education objective is to design and develop an IEC communication strategy, 
training, research, evaluation and production of material. The department utilizes mass media, 
including producing 7-minute daily television programme (in local languages), press releases 
and social marketing. It also provides the public transport sector with videocassettes to be 
shown during trips (650 000 people were exposed to these messages). 

4.9 Oman 

The Ministry of Health established a Health Education Unit in 1973 consisting of five 
staff: physician, secretary, artist, calligrapher and cinema projectionist. The health education 
programme went through major changes in 1996, when a new building was set up with a 
television studio, an audiovisual production unit for training purposes and a desktop 
publishing unit to produce printed material. 

The Ministry of Health opened the Institute of Health Education in 1993, which offers a 
2-year-diploma programme in health education for young women; 91 health educators have 
been trained and distributed among regions. The health educators work in the community with 
community support group volunteers, of which there are around 3900. 

Challenges facing the health education programme are the shortage of technical staff, 
poor communication between the department and programme managers, absence of a national 
plan of action and training, lack of evaluation and monitoring and a small budget. These 
challenges can be overcome by employing technical staff, creating a structured system for 
health education and new working modalities, strengthening communication with the Ministry 
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of Information, utilizing studies for planning of health education programmes and forming a 
national health education committee to coordinate with respective programme managers. 

In 1990, the Ministry of Health employed doctors to work in school health. They were 
trained to use the prototype action-oriented school health curriculum. It was used for the first 
year; at the end of year the majority of doctors indicated that they could not use or did not 
know how to use them in school. 

The main discussion points were the following: 

• It may be helpful to review the experience of Cyprus in thalassaemia prevention. Jordan 
has also good experience in thalassaemia reduction. 

• The Libyan Arab Jamahiriya drew attention to emergency evacuation of road accident 
victims and the need to provide rapid and timely emergency care. 

• Bahrain provided blood examination for all schoolchildren in grade 11 to detect genetic 
blood disorders.  

• Pakistan is a pioneer in the integration of mental health in primary health services and in 
schools.  

• Counsellors in schools are not utilized properly to provide counselling to children; their 
duty is rather maintaining the discipline. 

• The mental health package for school could be utilized, subsequent to the training of 
school staff.  
 

4.10 Saudi Arabia 

The health education programme at King Faisal Specialist Hospital and Research Centre 
was described, including the programme mission and benefits with a list of all clinical health 
education programmes running, their historical background and achievements in the past two 
years. Prevalence rates of most NCD (cardiovascular disease, diabetes mellitus, joint diseases) 
and communicable diseases for the past four years (vaccination covering 92 95%) were given 
for Saudi Arabia, with a list of the most common national health education programmes in the 
country.  

4.11 Sudan 

difficult. The health education department was established in 1968 and since then has 
employed a large number of people from different sectors, such as health staff,  teachers, 
religious leaders and community workers. The department also coordinates with nine 
nongovernmental organizations to celebrate World Health Day.  

The constraints facing health education are lack of baseline data for evidence-based 
interventions, little coordination with other programme managers in planning and 
implementing health education activities and lack of protocols or guidelines for health 
education interventions. Achievements of the department include bringing six programmes 
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under one umbrella, developing a strategic plan for the next five years and adopting school 
health promotion. 

4.12 Syrian Arab Republic 

The Health Education Department is part of primary health care in the Syrian Arab 
Republic, and it is responsible in preparing and implementing an annual health education plan 
which includes training health workers, producing educational materials, conducting research, 
collaborating with other sectors such as nongovernmental organizations and supporting all 
primary health care programmes. There are health education staff in 14 provinces, 71 health 
districts and 1340 health centres. 

Activities that were implemented in 2002 include lectures regarding health issues in the 
health centres in all provinces as well as lectures regarding health issues with other sectors. 
The Health Education Department also conducted eight research studies in the areas of 
maternal and child health and breastfeeding. Health education affects issues such as health of 
the elderly, family planning, road traffic accidents and healthy lifestyles. Other activities 
implemented are production of a number of guidelines for health staff and production of about 
40 pamphlets for the general public. 

4.13 United Arab Emirates 

The central Health Education Department is under the direct supervision of the 
Assistant Undersecretary for Preventive Medicine. The Department is divided into three main 
sections: planning and research; health education materials production; and training. In 
addition, there is a national technical health education committee and health education 
committees in the districts. 

Activities conducted by the department include: conduct of the Global Youth Tobacco 
Survey; running of smoking cessation units; training of health educators; holding an annual 
conference, training workshop; and production of different health education materials. 

5. GROUP WORK ON WHD  

5.1 Group work 1 

Q1: Who are the partners? 

• Ministry of Health 
• Interior/Police Department 
• Municipality 
• Public Work Ministry 
• Transportation Ministry 
• Ministry of Education and Youth 
• Nongovernmental organizations 
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• Unions 
• Medical society 
• Media/journalism 
• Private sector (car industry, insurance) 
• University (School of Public Health) 

Q2: Who are the target groups? 

• Youth 
• People who drink 
• Elderly people 
• Children at school 
• Legislator/representative 
• Teachers 
• Drivers/private, public transportation 

Q3. What are the challenges? 

• Coordination 
• Networking 
• Defining roles and responsibilities 
• Lack of/or weak enforcing of laws 
• Community mobilization 
• Resources (material/human) 
• Prioritization of topics 
• Local national technical capacity 
• Behavioural change and its sustainability 

Q4. What are the proposed activities? 

• Prerequisites 
• Three levels: ongoing action: road, vehicles, people on the road 
• Data collection 
• Prepare plan of action 
• Training credible spokespersons 
• Development of materials 
• Educational activities for children 
• Monitoring/follow-up 
• Safety awareness/education before the driving license 
• Follow-on activities after the campaigns to maintain interest 

Q5. When to start? 

January 2004 
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5.2 Group work 2 

Q1: Who are the partners? 

• Police department/Ministry of Interior 
• Ministry of Information 
• Ministry of Health 
• Ministry of Education (to reach students and incorporate into curriculum) 
• Mass media and private media 
• Public representative (parliamentarians, district representatives, local authority 

representatives) 
• Raw models to be involved (stars) 
•  
• Religious leaders  imams 
• Private sector (union organization, nongovernmental organizations) 

Q2: Who are the target groups? 

• Drivers (inter-city and intra-city driver) 
• Transport companies union 
• Policy makers to strengthen and enforce laws 
• Parents, teachers and students (young people) 
• Youth organization 
• Imam/mosques 

Q3. What are the challenges? 

• Political commitment 
• Policy and legislation 
• Lack of awareness among the public 
• Business organization 

Q4. What are the proposed activities? 

• Advocacy  national level committee 
• Seminars/workshops 
• Development of messages and materials for television and radio 

Q5. When to start? 

As from today 
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5.3 Group work 3 

Q1. Who are the partners? 

• Government agencies/departments 
• Nongovernmental organizations 
• Private: car companies/insurance companies 

Q2. Who are the target group? 

• Policy maker 
• Car users (private, public) 
• The community 

Q3. What are the challenges? 

• Legislation (absence of legislation, weak enforcement of law) 
• Teenagers (certain group/attitude, modification towards speed driving) 
• Media should be addressed (both official and private) 
• Resources (finance challenges) 

Q4. What are the proposed activities? 

• Advocacy activities 
• Information 
• Behaviour change communication 
• Provision should be made for timely evacuation of injuries and provision of assistance 

to accident victims 

Q5. When to start? 

As from today 

6. CONCLUSIONS 

The meeting provided the participants with an excellent forum to exchange successful 
experiences and specify their country programme needs and their expectations from the 
Regional Office. The participants requested that the intercountry meeting become an annual 
event to exchange experiences, learn about recent developments and discuss emerging issues. 
Social marketing was selected as the central topic for the next meeting. Lebanon, in view of 
its potentials in social marketing, expressed its readiness to host the meeting and to avail the 
necessary preparations for its success 

The need for regular follow-up of health education activities as well as meeting 
recommendations was underscored. The importance of documenting systematically activities 
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and achievements was re-emphasized so as to provide evidence-based results justifying the 
cost effectiveness of health promotion and education interventions. Integration between the 
different programmes was emphasized as a strategic requirement due to the fact that health 
education and communication are cutting across all programme areas at the preventive and 
self-care levels. 

iness and commitment to 
initiate preparations for World Health Day 2004, with the theme of . 

The Global School-Based Student Health Survey (GSHS) presentation, drawing upon 
the successful experience of the Global Youth Tobacco Survey in the Region, aroused great 
interest and enthusiasm among all the participants who expressed the need to implement this 
survey in their respective countries to provide baseline data and to enable them monitor and 
evaluate the impact of school health education interventions. Seven countries of the Region 
(Bahrain, Egypt, Islamic Republic of Iran, Jordan, Morocco, Sudan and United Arab 
Emirates) expressed their interest and readiness to avail the necessary funds to implement the 
survey in their respective countries during the first half of 2004. 

There was consensus regarding the updating and broadening of the contents and scope 
of the action-oriented school health curriculum and its production in an electronic format on 
CD-ROM with online updates as appropriate. The need to involve concerned departments at 
Ministries of Education was underscored so as to ensure the effective use of the curriculum 
(training, curriculum and textbooks departments, as well as the teaching staff of faculties of 
education). 

The experience of Oman regarding the involvement of male volunteers in the activities 
of community support groups in awareness-creation activities related to birth spacing was 
considered by the participants as a good practice to be encouraged in other countries due to 
the important role of the husband in the decision-making process regarding family size. 
Likewise, the participants underscored the need to draw upon the success stories and technical 
capabilities in Member States such as: 

• Information, education and communication production unit in the Ministry of Health 
(Morocco) 

• Desktop publishing unit for production of health education material (Oman) 
• Production unit for television and health education material (Jordan) 
• Post-literacy programme (Syrian Arab Republic) 
• King Faisal Specialist Hospital health education experience (Saudi Arabia) 
• Health social marketing and health documentaries (Lebanon). 
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7. RECOMMENDATIONS 

Member States 

1. Earmark adequate allocations during the joint programme review and planning mission 
exercise for health education and communication, to be used as appropriate for national 
capacity building through participation in subregional, regional and international 
workshops and conferences. 

2. Consider using allocations earmarked for fellowships or study tours in health education 
to cover the cost of participation in subregional, regional or international training 
courses or conferences that contribute to building national capacity. 

3. Ensure regular follow-up and systematic documentation of achievements to provide 
evidence-based results that justify the cost effectiveness of health education 
interventions and the order of priority that should be given to them. 

4. Stress evaluation in health education activities in order to measure the impact of health 
education activities in the community.  

WHO 

5. Consider holding the intercountry meeting of health education and communication 
directors on an annual basis to exchange experiences and learn more about recent 
development in health education. The annual meeting should cover a specific 
substantive topic each year, provide the opportunity to visit a successful country 
experience related to the main substantive topic, and in the event that the meeting is 
held in EMRO, an additional day should be reserved for individual consultations with 
Regional Advisers and staff to follow-up on country programme issues and to plan 
technical assistance missions. 

6. Invite concerned representatives of ministries of education closely involved in planning 
and implementing school health education to participate in intercountry meetings, as 
appropriate, so as to further consolidate cooperation and achievements in the field of 
school-based health education. 

7. Provide national counterparts in Member States with standard terms of reference 
regarding health education activities to be carried out by the different categories of 
health care providers and other health workers involved in health education activities. 

8. Develop a health education web page on the EMRO web site, with a facility for 
discussion, exchange of ideas and feedback as appropriate. 

9. Compile and disseminate a CD-ROM with audiovisual health education and 
communication materials produced in the countries of the Region. An official letter 
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should be sent via the proper channels to enable national focal points to select, collect 
and dispatch the materials to the Regional Office for the CD-ROM. 

10. Elaborate a standard training package in health education and behaviour change 
communication intended for health care providers and other categories of health 
workers. 

11. Update the contents and broaden the scope of the action-oriented school health 
curriculum to cover basic education and incorporate recent developments as well as 
appropriate sample materials from Member States (up to grade 10) and consider 
producing an electronic version on CD-ROM, with the possibility of online updates 
from the web page. 

12. Publish a calendar of forthcoming training workshops and courses so as to enable 
concerned counterparts in Member States to be informed in advance of available 
training opportunities. 

13. Disseminate the main conclusions and recommendations of regional and international 
consultations and conferences to keep Member States abreast of recent developments. 

14. Prepare a set of recommended indicators on information, education and communication 
and on behaviour change communication to be used by health education and 
communication programmes. 

15. Provide technical support to training national health staff on how to deal effectively 
with mass media. 

16. Provide the necessary technical support to the seven countries (Bahrain, Egypt, Islamic 
Republic of Iran, Jordan, Morocco, Sudan and United Arab Emirates) that have  
confirmed their interest and readiness to implement the GSHS. 
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Annex 1 

AGENDA 

1. Inaugural session 

2. Review of recent developments in health promotion and health education at global and 
regional levels 

3. Briefing on the regional consultation on preparing the Global Strategy on Diet, Physical 
Activity and Health (the regional perspective) 

4. Briefing on the celebration of World Health Da
World Report on Road Traffic Injury 

5. Capacity building in health education and communication; presentation of CDCynergy 
health communication training package 

6. Adolescent reproductive health education 

7. An overview of the use of the grid approach to elaborate an adolescent and reproductive 
health multisectoral communication strategy addressing young people 

8. Health literacy out of school: possible interventions including mass media 

9. Inter- linkages between school health education and school health services: an overview 
of the global school based health surveillance system  

10. Global youth tobacco survey: an overview of regional experience 

11. Integrated programme approach for effective health promotion and education 

12. Revisiting the action oriented school health curriculum: updating and broadening its 
scope and contents (electronic version) 

13.  Mental health: implications for school health education and life skills development 

14. Country experiences and success stories in the field of health education and 
communication 

15. A regional agenda on priority needs for technical assistance in health education and 
communication 

16. Conclusion and future directions 

17. Closing session 
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Annex 2 

PROGRAMME 

Monday, 20 October 2003 

08:30 09:00 Registration 

09:00 09:30 Opening ceremony 
Message from Dr Hussein A. Gezairy, WHO Regional Director for the 

Director, WHO/EMRO 
Objectives of the meeting, by Dr Abdul-Halim Joukhadar, Regional 
Adviser/Health Education, WHO/EMRO 
Introduction of the participants, election of officers and adoption of the 
agenda 

09:30 10:15 

 
10:15 10:30 

Review of recent developments in Health Promotion and Health 
Education at global and regional levels, by Dr Abdul-Halim Joukhadar, 
Regional Adviser, Health Education, WHO/EMRO 
Briefing on the regional consultation on the Global Strategy on Diet, 
Physical Activity and Health (the Regional perspective), by Dr Sussan 
Bassiri, Regional Adviser, Healthy Lifestyle Promotion, WHO/EMRO 

10:30 11:30 
and launch of the World Report on Road Traffic Injury.  

11:30 14:00 Working group session on the preparation and planning for the 
implementation of the activities for the celebration of the World Health 
Day 2004 and Launch of the World Report on Road Traffic Injury.  

14:00 15:45 Presentation of selected country reports (6 presentations) 
15:45 16:30 WHO Information Resources, by Mr Hatem Nour El-Din, Health 

Information Telecommunications Support, WHO/EMRO 

Tuesday, 21 October 2003 

08:30 10:30 Capacity building in health education and communication planning: 
Presentation of CDCynergy Health Communication Computer-based 
training package, by Dr Kunal Bagchi, Regional Adviser, Nutrition and 
Dr Abdul-Halim Joukhadar, Regional Adviser, Health Education, 
WHO/EMRO  

10:30 11:15 Adolescent health and development IEC intervention, by Dr Ramez 
 

11:15 12:00 An overview of the use of the grid approach to elaborate on adolescent 
reproductive health multisectoral communication strategy addressing the 
needs of young people, by Dr Abdul-Halim Joukhadar, Regional Adviser, 
Health Education, WHO/EMRO 

12:00 13:00 Inter- linkages between school health education and school health 
services: an overview of the global school-based surveillance system and 
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brief presentation of the ten core modules questionnaire and relevance to 
health promoting schools, by Ms Leanne Riley, School Health and Youth 
Health Promotion group, Noncommunicable Disease Prevention and 
Health Promotion, WHO/HQ 

13:00 14:30 Global Youth Tobacco Survey, an overview of regional experience, by Dr 
Fatima Al Awa, Regional Adviser, Tobacco Free Initiative, WHO/EMRO 

14:30 15:00 Integrated programme approach for effective health promotion and 
education, by Dr Ahmad Mohit, Acting Director, Health Protection and 
Promotion, WHO/EMRO  

15:00 15:45 Revisiting the action oriented school health curriculum: revised content 
and scope, by Dr Abdul-Halim Joukhadar, Regional Adviser, Health 
Education, WHO/EMRO 

15:45 16:30 Group work and feedback on action oriented school health curriculum 
(AOSHC), by Dr Abdul-Halim Joukhadar, Regional Adviser, Health 
Education, WHO/EMRO 

Wednesday, 22 October 2003 

08:30 09:00 Presentation by working groups of suggestions/feedback on action 
oriented school health curriculum (AOSHC) and discussion 

09:00 09:30 Presentation of selected country reports and discussions (2 presentations) 
09:30 10:00 Mental health: implications for school health education, by Dr R. S. 

Murthy, Acting Regional Adviser, Mental Health, WHO/EMRO  
10:00 11:30 Presentation of selected country reports and discussions (3 presentations) 
11:30 14:00 Working group session on elaborating a regional plan on priority needs 

for technical assistance and intercountry exchange of experience in health 
education and communication 

14:00 15:30 Presentations of working groups and recommendations of the meeting 
15:30 16:00 Closing session 
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Annex 3 

LIST OF PARTICIPANTS 

Temporary Advisers  
BAHRAIN 
Dr Mariam Athbi Aljalahma 
Coordinator, International and Public Health Relations 
Ministry of Health 
Manama 
Email: mhealth@health.gov.bh 
 
Dr Amal Al-Jowder 
Head, Health Education 
Ministry of Health 
Manama 
Email: ajowder@health.gov.bh 
 
 
DJIBOUTI 
Ms Sadia Idriss Mohamed 
Chief of Health Education 
Ministry of Health 
Djibouti 
 
 
EGYPT 
Dr Hanaa Abd El Tawab Kamh 
General Director of Health Education and Communication 
Ministry of Health and Population 
Cairo 
 
 
ISLAMIC REPUBLIC OF IRAN 
Dr Shahram Rafieifar 
Director-General 
Health Education Department 
Ministry of Health and Medical Education 
Teheran 
Email: drrafieifar@yahoo.com 
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IRAQ 
Dr Intisar Ahmad Malek 
Director, Health Education Section 
First Undersecretary Office 
Ministry of Health 
Baghdad 
 
 
JORDAN 
Mrs Muna Hamza 
Chief Health Education and Information 
Directorate of Health Safety 
Amman 
Email: jo-est@net.com.jo 
 
 
LEBANON 
Ms Peggy Hanna 
Director, Health Education and Public Relation Department 
Ministry of Public Health 
Beirut 
Email: peggy@terra.net.lb 
 
 
LIBYAN ARAB JAMAHIRIYA 
Mr Mohamed Ezzeddin Abdulsamad Mlitan 
Public Health Department 
Ministry of Health 
Misurata 
 
Dr Salaheddin El-Khafi Rahim 
Acting Director of CME Programme 
Libyan General Medical Council (LGMC) 
Tripoli 
Email: Salah-Kr@maktoob.com 
 
 
MOROCCO 
Mr Mohammed Madi 
IEC Division 
Population Directorate 
Ministry of Health 
Rabat 
Email: madi23@caramail.com 
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OMAN 
Ms Sabah Mohamed Al-Bahlani 
Director, Health Education and Information Department 
Ministry of Health 
Al Adhaiba 
Muscat 
Email: safiya@omantel.net.com 
 
 
PAKISTAN 
Dr Atta M. Panhwar 
Health Education Advisor 
Federal Ministry of Health 
Islamabad 
Email: attapanhwar@hotmail.com 
 
 
SAUDI ARABIA 
Ms Fatima Mohamed Hamoud Al Abadi 
Scientific Coordinator 
National Health Education Programme 
King Faisal Specialist Hospital and Research Centre 
Riyadh 
Email: fabadi@kfshrc.edu.sa 
 
Mrs Fatma Ahmed Bukhari 
General Manager of Health Education 
King Faisal Specialist Hospital and Research Centre 
Riyadh 
 
 
SYRIAN ARAB REPUBLIC 
Dr Musa Chameih 
Director of Health Education Department 
Ministry of Health 
Damascus 
 
 
SUDAN 
Mr Tarik Abdalla Ahmed 
Executive Manager of Health Education 
Federal Ministry of Health 
General Directorate of PHC 
Directorate of Health Promotion 
Khartoum 
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Dr Ibrahim Suliman Mahjoub El Subai 
Director of Health Promotion 
Federal Ministry of Health 
Khartoum 
 
 
UNITED ARAB EMIRATES 
Dr Ali Al-Marzooqi 
Director of Central Health Education Department 
Ministry of Health 
Abu Dhabi 
Email: drzooqi@hotmail.com 

Observers  
Dr Karima Fouad El Shamy 
Lecturer of Medical Surgical Nursing and Infection Control 
Faculty of Nursing 
Mansoura University 
Mansoura 
EGYPT 
 
Dr Shadia Sabri Mohamed 
Primary Health Care 
Ministry of Health 
Jeddah 
SAUDI ARABIA 
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joukhadara@emro.who.int 

 
Dr R. S. Murthy, Acting Regional Adviser, Mental Health and Substance Abuse, 
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