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Executive summary 
The aim of this technical paper is to assist the Member States in acquiring a perspective of health 
system priorities in the Eastern Mediterranean Region, identify the current challenges and carve out 
appropriate strategies. A fundamental theme that underlies health system priority-setting in the Eastern 
Mediterranean Region is the primary health care approach and the reiteration of the importance of the 
Health for All strategy, which continues to be the cornerstone of such efforts. Achievement of the 
Millennium Development Goals (MDG), especially those related to health, for reducing poverty and 
improving lives of people in countries of Eastern Mediterranean Region has also given impetus to this 
effort.  

A simple analytical framework has been used to assess health system priorities, which links health 
programmes with the health system and determinants of health. A set of core health system functions 
are suggested, which are not meant to be prescriptive, but to generate a healthy discussion and debate 
and lead to further refinement of the health system priorities, consensus on the operational definition 
and scope of each core health system function, and adoption of the core health system functions by 
Member States into national policies, to achieve the goal of improved health of the population of the 
Region.  

The Eastern Mediterranean Region covers 22 countries, 500 million people and has the demographic 
profile of a developing region. Overall it is a low middle-income region with a GNP per capita of less 
than US$ 1700 and an average Human Development Index (HDI) of 0.603. The geopolitical situation 
of the Region is extremely challenging because many countries are in a state of crisis or are emerging 
from conflict. Tuberculosis, malaria and HIV/AIDS are the major killers. The regional average 
immunization coverage for vaccine-preventable diseases is around 80% for children less than 1 year of 
age. Despite significant progress in poliomyelitis eradication, the remaining endemic countries 
continue to face constraints due to continued transmission of the wild virus. The maternal mortality 
ratio is high in several countries and although the neonatal mortality rate has decreased, those born 
dead or dying in the first weeks of life are estimated to account for 60% of infant deaths. Growth 
retardation is a serious nutritional problem in many countries, and is linked to unsatisfactory infant and 
young child feeding practices. Currently, over 40% of the regional disease burden is due to 
noncommunicable diseases, and this is expected to rise to 60% by 2020. Cardiovascular diseases are a 
leading cause of mortality. An increasing burden of mental ill health is caused by high levels of stress, 
particularly in countries in complex emergency situations. Injury and violence prevention has not been 
sufficiently studied and the increasing incidence of road traffic injuries is a major challenge.  

Policy analysis and strategic thinking are weak in most ministries of health and many are unable to 
recognize their role in regulating and building partnership with the private sector. The health sector is 
principally financed through public sector resources in rich countries. Middle-income countries have a 
mixed system that includes government taxation, social insurance, out-of-pocket payment and external 
financing, however, universal coverage has yet to be achieved. Among the low-income countries, over 
two-thirds of health care is financed by out-of-pocket payment. Imbalance in the health workforce is a 
major challenge. Middle-income countries face the problem of the quality of training rather than sheer 
numbers, while rich countries rely heavily on expatriate workforces. Most countries of the Region 
need to update their policies on human resources. The regional situation regarding nursing and 
midwifery personnel is grim and many poor countries lack skilled birth attendants for normal 
deliveries. Despite an adequate network in most countries, the role of hospitals and primary health care 
facilities is not well defined, the referral chain does not function well, diagnostic capabilities are 
variable, and services are not responsive to the changing demographic and epidemiological burden. Up 
to 100 million citizens of the Region lack regular access to essential medicines. The utilization of 
primary health care services is low in many countries. Health information systems need strengthening 
and in most countries are not geared to monitoring progress towards the Millennium Development 
Goals (MDGs). Health research in the Region has generally remained compromised due to lack of 
resources, supportive research environments, research management and political commitment.  
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Several “upstream” social and environmental determinants influence health, including globalization, 
poverty, gender and the environment. Globalization influences access to global public health goods, as 
do the multilateral trade agreements of the World Trade Organization, the implications of which have 
yet to be fully understood by Member States. Poverty has a major influence on health, which has been 
tackled in the Region through community-based initiatives and by encouraging policy-makers to 
promote pro-poor health policies as part of poverty reduction strategies. Several indicators on health 
and development have identified gender gaps. Environmental health issues include clean water supply, 
solid waste disposal, and chemical and food safety.  

The health system priorities proposed include: improving governance of the Ministry of Health; fair 
and adequate financing of the health system; developing a balanced human resource; providing 
universal access to essential health services; increasing the availability of, access to and use of 
information; identifying cost-effective interventions that target the major health problems; developing 
health promotion programmes; supporting community-based initiatives; protecting and maintaining 
health in emergencies; and addressing the challenges of globalization, poverty, gender and the 
environment in regard to health systems.  

Health system priorities can be addressed through a set of actions for which the State is primarily 
responsible. These core health system functions include: institutional strengthening of the Ministry of 
Health for better governance; development of policies and capacity for regulation and enforcement; 
equity in the financing and provision of health services; human resources planning, production and 
management; quality management in personal and population-based health services; control of risks 
and threats to public health through cost-effective interventions; health promotion; applied research in 
public health; social participation in health through community-based initiatives; monitoring of health 
system performance assessment; health protection and maintenance in the face of emergencies; and 
intersectoral collaboration to address health determinants. 
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1. Introduction  
Health system priorities are a dynamic phenomenon due to ever-changing global socioeconomic and 
political circumstances and the enormous pace of technological development. It is important therefore 
to ensure use of the best evidence to determine priorities and to choose cost-effective interventions to 
address them. Priority-setting is by no means a new undertaking in the WHO Regional Office for the 
Eastern Mediterranean. Similar efforts have been carried out in the past and will continue to be 
performed in the future. A fundamental theme that underlies health system priority-setting in the 
Eastern Mediterranean Region is the primary health care approach and the reiteration of the 
importance of the Health for All strategy, which continues to be the cornerstone of such efforts. 
Achievement of the Millennium Development Goals (MDG), especially those related to health, for 
reducing poverty and improving lives of people in countries of the Eastern Mediterranean Region has 
also given impetus to this effort. The principles that underpin the current effort embrace: 

• use of the best available evidence and information to identify health system priorities and to 
select the most appropriate strategies that have the greatest impact on health status, as well as 
contribute to increased productivity and overall socioeconomic development; 

• identification of priorities, from the perspective of both health programmes and health systems, 
that have the potential for impact on overall performance of the health system and to influence 
health outcomes; 

• consideration of the similarities, as well as the diversities, that exist among the Member States 
of the Region with respect to their geopolitical standing and overall level of socioeconomic 
development.  

There is no disagreement that ministries of health are the leading organizations responsible for 
addressing the current health system priorities and dealing with the emerging priorities by selecting the 
most appropriate interventions. This policy paper has been developed with the purpose of assisting the 
Member States in acquiring a broad perspective of health system priorities in the Eastern 
Mediterranean Region, in identifying the current challenges and issues that face the countries of the 
Region, and in carving out appropriate strategies to address these priorities. 

2. Framework for analysis 
A simple analytical framework has been used to identify health system priorities in the Region, based 
on a two-dimensional template that links health programmes with aspects of the health system. Health 
system priorities are frequently based on health problems with a high burden of disease, in response to 
which priority health programmes are formulated by governments. Thus, it is no surprise that many 
countries continue to implement the tuberculosis control, immunization, HIV/AIDS prevention, 
cardiovascular disease prevention, and curative and rehabilitative programmes that have been the 
backbone of health services in many countries.  
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Over the past decade, there has been growing interest in health system development. The health 
system conceptual framework put forth in the World Health Report 2000 [1] has been a major 
influence in stimulating this debate. The four functions of the health system—governance, financing, 
resource generation and service provision—are key determinants of the performance of any health 
system. The conceptual framework attempts to establish linkage and complementarity between the 
promotive, preventive, curative and rehabilitative health programmes targeting the major health 
problems and the health system functions of governance, financing, resource generation and service 
provision (Box 1). In addition, several health determinants that include factors such as globalization, 
poverty, environment and gender have been considered in the assessment of health system priorities in 
the Region. 
 

3. Socioeconomic, demographic and geopolitical profile 
The Eastern Mediterranean Region covers 22 countries that stretch from Morocco to Pakistan and are 
home to almost 500 million people. The Region’s demographic profile is characterized by a relatively 
young population (40% < 15 years), high dependency ratio (79%), high crude birth and death rates 
(28.5 and 8.0 respectively), annual growth rate of 2.3% and a total fertility rate of 4.0 [2]. Although 
there has been an improvement in these indicators over the past decade (Figure 1), there is substantial 
room for further improvement. There is a wide variation in the gross national product (GNP) per capita 
among the countries of the Region that ranges from a high of US$ 28 270 for Qatar to a low of  
US$ 160 for Afghanistan. Such a high variation has a major influence on overall health spending and a 
significant impact on all aspects of the health system. As a whole, the Region is a low middle-income 
region with an average GNP per capita of less than US$ 1700. Afghanistan, Djibouti, Somalia, Sudan 
and Yemen are the five least developed countries in the Region [3]. 
Just over half (54%) of adult women in the Region are literate and 73% of girls are enrolled in schools 
at primary level. The Arab Human Development Report 2003 challenged the Arab world to overcome 
the obstacles to human development posed by widening gaps in freedom, in women’s empowerment 
and in knowledge [4]. The Human Development Index (HDI) [5] varies substantially among countries 
of the Region with a high of 0.839 for Bahrain and a low of 0.462 for Djibouti. The overall HDI for 
the Region is estimated at 0.603, compared with 0.655 for all developing countries. The HDI for all 
Arab countries has been estimated as 0.662. Not unexpectedly, the incidence of poverty is high in 
Djibouti, Pakistan and Yemen but several middle-income countries, including Egypt, Jordan and 
Morocco still have poverty rates in double figures [6]. 
The geopolitical situation of the Region is perhaps the most challenging. Afghanistan and Sudan are 
countries in a post-conflict state, and are at various stages in the recovery and reconstruction of their 
health sectors. Iraq, Palestine and Somalia continue to be in a state of conflict, as a result of invasion, 
occupation or civil strife. Providing emergency medical assistance and technical support to these 
countries has been the most challenging undertaking for WHO’s Regional Office for the Eastern 
Mediterranean in recent years. 
 

Box 1. Analytical framework for health priorities 

Health system 
Governance—information, policy formulation, organization and management, partnership building, regulation, accountability 
Health care financing—collection, pooling, purchasing 
Resource generation—human, physical including technology assessment 
Service provision—access, efficiency, equity, quality, sustainability 
Health programmes 
Preventive and promotive programmes—disease control, health education 
Curative and rehabilitative programmes—hospital and health care services 
Emergency programmes—emergency health assistance 
Health determinants 
Globalization, poverty, environment, gender 
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4. Health challenges in the Eastern Mediterranean Region 
4.1 Burden of disease  

Nutrition levels, infant and maternal mortality and life expectancy correlate with the income status of 
Member States (Table 1). However, there are several middle-income countries where the levels of 
maternal mortality, proportion of children with low birth weight and infant mortality are high. The 
World Health Report 2003 categorized the Eastern Mediterranean Region into two mortality strata, a 
sub-region with low child and low adult mortality and another with high child and high adult mortality 
[7]. Table 2 gives an estimate of the burden of disease measured in terms of disability-adjusted life 
years (DALYs) for these two sub-regions. The sub-region with high child and high adult mortality has 
a greater total burden of disease (83%) and of communicable diseases, maternal and perinatal 
conditions, and nutritional deficiencies (93%) than its total share of population (71%). The burden of 
disease for noncommunicable diseases (74%) and injuries (73%) is also marginally higher.  
Communicable diseases 

Tuberculosis, malaria and HIV/AIDS, along with acute respiratory infections and diarrhoea in 
children, are the major killers in the Region, all of which pose several challenges. More than 90% of 
the reported cases of malaria are from Afghanistan, Djibouti, Somalia, Sudan and Yemen. Malaria 
control remains a challenge because of limited human and financial resources, weak surveillance 
systems, shortage of well-trained staff at the peripheral level and limited partnerships with other 
sectors. The case detection rate for tuberculosis, which stands at 21% against a global target of 70%, 
and the delayed expansion of the strategy of directly-observed therapy, short course (DOTS) in 
Afghanistan and Pakistan are the main challenges for its control. The overall HIV prevalence in the 
Region remains 0.2%, however the picture is changing rapidly. The estimated number of new 
infections has tripled in the past 3 years. At the end of 2002, there were an estimated 700 000 people 
living with HIV/AIDS in the Region while the epidemic caused an estimated 37 000 deaths.  
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Table 1. Health status indicators for countries of the Eastern Mediterranean Region, 2004 

Income status Newborns 
with birth 

weight at least 
2.5 kg (%) 

Children with 
acceptable 
weight for 

age (%) 

Infant 
mortality 

rate/1000 live 
births 

Maternal 
mortality 

ratio/100 000 
live births 

Life 
expectancy 

at birth 
(years) 

Healthy life 
expectancy 

(HALE) 

Low-income 
countries1 

45–80 54–73 67–165 350–1600 44.1–63.6 33.8–50.9 

Middle-income 
countries2 

93–96 85–98 18–107 37–294 63.2–73.0 50.4–61.1 

High-income 
countries3 

90–95 86–93 7–19 0–20 71.4–78.4 59.8–65.1 

1 Afghanistan, Djibouti, Pakistan, Somalia, Sudan, Yemen 
2 Egypt, Islamic Republic of Iran, Iraq, Jordan, Lebanon, Libyan Arab Jamahiriya, Morocco, Palestine, Syrian Arab Republic, Tunisia 
3 Bahrain, Kuwait, Oman, Qatar, Saudi Arabia, United Arab Emirates 
Source: WHO Regional Office for the Eastern Mediterranean, Statistical database, July 2004. 

 
Table 2. Burden of disease in DALYs by mortality stratum in the Eastern Mediterranean Region, 2004 

 Mortality stratum 
 Low child, low adult High child, high adult Total 
Population (000) 142 528 (29%) 360 296 (71%) 502 824 
Total DALYs  24 074 (17%) 115 005 (83%) 139 079  

• Communicable diseases, maternal and 
perinatal conditions, and nutritional 
deficiencies 

4 444 (7%) 59 929 (93%) 64 373 (46%) 

• Noncommunicable diseases 14 862 (26%) 42 361 (74%) 57 223 (41%) 
• Injuries 4 767 (27%) 12 714 (73%) 17 481 (13%)  

Source:  [7] 

 
Heterosexual contact and injecting drug use are the major modes of HIV transmission, and women are 
increasingly being affected. The countries most affected are Djibouti, Somalia and Sudan. 

The regional average immunization coverage for vaccine-preventable diseases has stagnated at around 
80% for children below 1 year of age for DPT3, and at 50% for pregnant women for tetanus toxoid. 
Slow progress in Afghanistan, Djibouti, Iraq, Pakistan, Somalia, Sudan and Yemen is mainly 
responsible for the situation. The Expanded Programme on Immunization (EPI) in these countries 
faces many problems, including low accessibility, inadequately trained human resources, lack of 
public awareness and poor quality of immunization services. Fortunately, all these countries, except 
Iraq, are eligible for, and are receiving, support from the Global Alliance for Vaccines and 
Immunization (GAVI). Despite significant progress in the poliomyelitis eradication programme, the 
remaining endemic countries continue to face constraints that facilitate continued transmission of the 
wild virus. Vigilant surveillance and high population immunity are needed to protect against the re-
introduction of wild poliovirus in polio-free countries. For 2004, the regional plan is facing a critical 
shortage of resources and efforts are being made to raise funds from within and outside the Region.  

The national capacity for communicable diseases surveillance is variable. The main constraints are 
weak political commitment, limited financial allocation, rapid turnover of trained staff, weak public 
health laboratories, verticality and fragmentation of communicable disease programmes, weak 
communications systems, and poor collaboration with the private health sector and other ministries. 
Several countries in the Region, especially those in complex emergency situations, continue to suffer 
from a serious burden of emerging and epidemic-prone diseases.  

Reproductive and child morbidity and mortality, and nutritional disorders 

The maternal mortality ratio (MMR) is unacceptably high in several countries, estimated at 367 per 
100 000 live births in 2001. Although the neonatal mortality rate has decreased during the past decade, 
those born dead or dying in the first weeks of life was estimated to be around 60% of infant deaths in 
2001. Special efforts are required to integrate the existing reproductive health services into the national 
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health care systems and to enhance national capacity in reproductive health research as an essential 
tool for evidence-based programme development and implementation.  

Children and adolescents constitute about 50% of the population of the Region. The implementation of 
the Integrated Management of Child Health (IMCI) strategy has been hampered in countries in 
complex emergencies, which pose substantial challenges to childcare interventions. Growth 
retardation is a serious nutrition problem in many countries, largely linked to unsatisfactory infant and 
young child feeding practices. An estimated 17.3 million (24.9%) children under the age of 5 years are 
underweight, 23.9 million (34.3%) are stunted and 5.2 million (7.5%) are wasted. A number of 
micronutrient deficiency disorders relating to the absence of dietary iodine, vitamin A, folate, zinc, 
vitamin D and iron have been reported from several countries. The dramatic socioeconomic and 
cultural changes that countries are witnessing create challenges for protecting and promoting 
adolescent health and development, and require extensive efforts to support programme development 
in the Region. 

Noncommunicable diseases 

Currently, over 40% of the regional disease burden is due to noncommunicable diseases and this is 
expected to rise to 60% by 2020 [8]. The impact of these conditions falls heavily on the Region’s poor 
and marginalized populations. Modifiable risk factors, such as smoking, unhealthy diet and physical 
inactivity, are the root causes of the global noncommunicable disease epidemic. Cardiovascular 
diseases are a leading cause of mortality (31%). The enormous burden caused by noncommunicable 
diseases, in terms of both suffering and health care costs, is escalating. Population projections for most 
countries of the Region indicate that the percentage of the elderly will reach about 8%–10% of the 
total by 2020, most of whom would suffer from noncommunicable diseases.  

Rapid urbanization and globalization coupled with increasing poverty and the presence of a high 
percentage of illiteracy are factors that have brought about changes in peoples’ lifestyles. The 
prevalence of tobacco smoking ranges from 15% to 75% in males and 2% to 29% among females. 
Lack of physical activity, unhealthy dietary habits and sedentary lifestyle has led to an increased 
prevalence of obesity, which in several middle and high-income countries is as high as 40%. 

An increasing burden of mental ill health is being caused by high levels of stress, particularly in 
countries such as Afghanistan, Iraq, Palestine and Somalia. The greatest challenge in the Region for all 
types of mental ill health is stigma and shortage of human resources and facilities. Mental health 
problems of vulnerable groups and issues like depression, suicide and epilepsy need special attention. 
Substance abuse is fast moving to the front line of public health concerns in the Region. Both 
production and availability (supply) and the total number of people who abuse different substances 
(demand) are steadily increasing.  

Recently collected data suggest that there are around 6 million blind and around 22 million people 
with visual impairment in the Region. Cataract remains the main cause of blindness (around 60%). 
The most affected countries are those with large populations, low income and relatively weak health 
care infrastructures.  

Injuries 

The issue of injury prevention, as well as violence, has not been sufficiently studied in the Region. A 
major challenge is the increasing incidence of road traffic injuries in the Eastern Mediterranean 
Region coupled with insufficient information. According to the WHO Global Burden of Injury 
Database 2000, interpersonal violence caused 21 203 deaths and 433 484 disabilities in the Eastern 
Mediterranean Region in 2000 [9]. The figures for death and disability due to collective violence1 were 
32 418 and 1.1 million, respectively [10]. This means deaths due to war account for nearly 2% of the 
total burden of death in the Region. The major challenges facing the effective control of injuries are 

                                                      
1 Collective violence is subdivided into social, political and economic violence. The subcategories of collective violence 
suggest possible motives for violence committed by large groups of individuals or by states. 
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limited intersectoral collaboration, inadequate resource allocation, lack of community awareness, and 
poor involvement of community-based organizations and nongovernmental organizations. 

4.2 Health system  

Governance 

Good governance for health is the enabled participation of those concerned in the formulation and 
deployment of policies, programmes and practices leading to equitable and sustainable health systems 
[11]. Good governance is essential for a well performing health system and Ministries of Health are 
the principal institutions for ensuring a well governed health system in most countries. Policy analysis 
and formulation is weak and most ministries are institutionally not equipped to undertake analytical 
studies, such as burden of disease estimation, national health accounts, and cost–effectiveness and cost 
analysis studies. A sequel of poor policy development is the lack of strategic thinking and development 
of long-term vision in areas such as health care financing, human resources development and health 
services development. Many ministries of health have been unable to recognize their role vis-à-vis the 
private health sector. Their ability to regulate and support, build coalitions and partnerships with, and 
contract out services to the private sector has been limited. The capacity to formulate legislation and 
ensure enforcement is a function that ministries lack in many countries.  

Financing 

The total expenditure on health as a percentage of the national gross domestic product (GDP) varies, 
irrespective of the income status of countries. However, there is a clear relationship between per capita 
total health expenditure and income status, with ranges of US$ 225–885, US$ 41–500 and US$ 6–58 
for high-income, middle-income and low-income countries, respectively. The out-of-pocket 
expenditure as a proportion of total health expenditure varies between 19%–44%, 24%–72% and 
41%–81% for high-income, middle-income and low-income countries, respectively.  

The way the health system is financed in the rich and poor countries of the Region is distinctly 
disparate. The health sector is principally financed through public sector resources in almost all 
member countries of the Gulf Cooperation Council. Nationals are fully covered, although the issue of 
providing coverage to the expatriate population has yet to be resolved. Middle-income countries have 
a mixed system that includes government taxation, social insurance schemes, out-of-pocket payment 
and external financing. Most countries have social insurance programmes, however, universal 
coverage has yet to be achieved. Most suffer from problems of incomplete coverage, limited benefit 
packages, enrolment of participants in several schemes and high overhead costs. Out-of-pocket 
payment continues to be a significant source of financing of health care in many middle-income 
countries, reaching almost 75% of health spending in the case of Lebanon. Among the low-income 
countries, over two-thirds of health care is financed out-of-pocket in Pakistan, Sudan and Yemen. In 
Afghanistan, Djibouti and Somalia out-of-pocket spending varies between 45%–55% of total health 
expenditure as the private sector is small and the health sector is externally financed. A sound 
understanding of the financing of the health sector does not exist in these countries as national health 
account studies have yet to be undertaken.  

Human resources development 

Low-income countries face serious shortage of human resources in almost all areas—physicians, 
dentists, pharmacists, nurses and even skilled birth attendants—which is made worse by the lack of 
quality and skills of the trained personnel (Table 3). Thus, a major challenge is the issue of imbalance 
in the health workforce, manifested in terms of quality, quantity and mal-distribution between private 
or public, and urban or rural areas. The major issue with many middle-income countries relates to the 
quality of training offered, rather than to numbers of health professionals and paraprofessionals. The 
major challenge that faces the Gulf Cooperation Council countries is their reliance on an expatriate 
workforce. Most countries of the Region need to update policy and plans for human resources for 
health so as to address these imbalances. Better coordination among the ministries of health and 
ministries of higher education and other bodies involved with professional matters is also needed.  
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Table 3. Human resource development indicators for countries of the Eastern Mediterranean Region, 2004 

Rate per 10,000 population 
Income status 

Physicians Dentists Pharmacists Nursing and midwifery personnel 

Low-income countries1 0.4–7.3 0.02–0.40 0.01–3.4 2.0–8.0 
Middle-income countries2 5.2–28.1 0.9–10.5 1.0–11.6 9.0–30.2 
High-income countries3 15.3–23.5 1.3–3.6 2.3–9.9 32.3–54.8 

1 Afghanistan, Djibouti, Pakistan, Somalia, Sudan, Yemen 
2 Egypt, Islamic Republic of Iran, Iraq, Jordan, Lebanon, Libyan Arab Jamahiriya, Morocco, Palestine, Syrian Arab Republic, Tunisia 
3 Bahrain, Kuwait, Oman, Qatar, Saudi Arabia, United Arab Emirates 
Source: WHO Regional Office for the Eastern Mediterranean, Statistical database, July 2004. 

 

The situation regarding nursing and midwifery personnel is grim. An important issue is the lack of 
quality and skills among trained personnel. Many poor countries especially lack skilled birth 
attendants for conducting normal deliveries. Gulf Cooperation Council countries, despite their 
adequate numbers of qualified people, are dependent on an expatriate workforce. Nursing schools 
struggle with a shortage of nationally trained and qualified nursing and allied health teachers.  

Educational materials need to be produced in national languages to facilitate transfer of knowledge 
between practitioners in the fields of nursing and allied health. 

The rapid increase in the number of medical colleges has overwhelmed the absorptive capacity in 
many countries. An accreditation system is needed to monitor the quality of educational programmes, 
especially in the newly established colleges. The number of colleges adopting classical, teacher-based 
curricula continues to exceed that of colleges adopting innovative community-oriented programmes. 

Physical resources—facilities, medicine, technology assessment  

An adequate network of hospitals and primary health care facilities exists in the Region, except in the 
least developed countries. The role of each level of facilities is not well defined, the referral chain not 
well functioning, the diagnostic capabilities variable and the services unresponsive to the changing 
demographic and epidemiological burden. The latter aspect is especially true at the primary health care 
level. Despite the availability of hospitals, quality improvement and accreditation has yet to be 
institutionalized due to lack of political commitment, inadequate structures and processes, limited 
partnerships and insufficient resources.  

Up to 100 million citizens of the Region lack regular access to essential medicines. Alternative 
funding mechanisms based on insurance schemes are needed, along with pricing mechanisms geared 
towards improving the affordability of medicines. Less than a third of the countries in the Region have 
adopted and are implementing national medicines policies. Commercial interests may sometimes 
conflict with the public health priorities of the rational use, quality and safety of drugs. It is estimated 
that 30%–50% of all medicines are wasted through irrational use. The majority of countries lack fully 
functional drug regulatory authorities to guard the quality of imported and local products.  

The status of the diagnostic laboratory and imaging services in most countries of the Region is 
variable. On the one hand, there is lack of services at the primary and secondary levels, especially in 
poor and middle-income countries; on the other hand, services are oversupplied at the higher level and 
in urban areas in poor and rich countries alike. This is especially the case in countries where the 
regulatory capacity of the Ministries of Health is weak and the inappropriate use of technology is 
largely driven by the profit motive. 

Service provision 

Despite high level of accessibility to primary health care services, the utilization of public services is 
low in many countries. Most low-income countries have a level of accessibility that varies from 34% 
to 81%, while coverage, utilization and quality remain low. Coverage for measles vaccination ranges 
from 44%–65%, deliveries attended by trained personnel 24%–57% and contraceptive prevalence 7%–
28% [12]. Most countries have “mixed” systems of health care with various providers: public, private 
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and nongovernmental. The recent trend of investment in large and complex specialized hospitals, the 
growth of privatization in health care, aging populations and their specific needs in terms of health 
services, and the epidemiological shift to noncommunicable diseases are all contributing to the need 
for health care reform by all governments. Given that health services are labour intensive, countries 
need to invest more in the development of managerial and leadership capabilities. Poor management is 
a major obstacle to the proper performance of the health system and has led to wastage of health 
resources. Reducing such inefficiencies would result in savings that could alternatively be used for 
improving the access and quality of health services. 

Emergency health services  

Many countries in the Eastern Mediterranean Region are currently experiencing emergency health 
situations due to military intervention and occupation, internal civil strife, political and economic 
tension, and displacement and migration of large populations. Additionally, chronic emergencies and 
disasters (both man-made and natural) have had a dramatic impact on the livelihood and the health 
status of communities, threatening their lives and disturbing their emotional and social well-being. In 
2002, an estimated 250 000 persons in the Region were killed or displaced by disaster or conflict. An 
estimated 90 million persons are currently living under difficult circumstances as a result of war, 
disaster and/or sanctions. Specifically, an estimated 12.7 million people have been displaced or have 
left their country of origin. The challenge has been to sustain or improve the health status of 
vulnerable populations already living under exceptional circumstances as well as to deliver effective 
quality health humanitarian assistance to national authorities in the event of an emergency.  

Health information, research and dissemination 

Health information systems need strengthening in most countries. The development of an information 
culture and the use of evidence in informing decisions by policy-makers and programme managers are 
deficient, and information systems are not geared to monitoring progress towards the Millennium 
Development Goals. Institutionalization of information management and dissemination using 
appropriate technologies is equally essential. The challenges related to this area are: health information 
availability and accessibility; information technology acquisition; development of relevant information 
products in the appropriate language; and the ability to reach potential information users regardless of 
geographic location, time and methods. 

Health research in the Region has generally remained compromised due to lack of resources, 
supportive research environments, research management and political commitment. Although some 
countries have a fairly adequate research infrastructure, there is lack of collaboration and sharing of 
information among research institutes. The demand for research by policy-makers and programme 
implementers has been insufficient and researchers have not been innovative in making their research 
findings accessible to the users. Quality research is needed in the emerging areas of bioethics and 
genomics to understand their public health implications in the context of the Eastern Mediterranean 
Region.  

4.3 Health determinants 

Overview 

Economic, social and environmental factors have a powerful influence in determining health 
outcomes. Understanding these health determinants will be vital to improving health among 
vulnerable groups and reducing health inequalities between and within countries. The need for 
effective action becomes more acute as developing countries grapple with the growing “double 
burden” of diseases. The best way to improve population health in developing regions, and thus to 
maximize health’s contribution to development, will be to link priority targeted programmes, health 
system strengthening and wider action on the health determinants. Four such determinants have been 
considered in this paper: globalization and international trade, poverty, environment and gender.  
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Globalization and international trade 

Globalization is a multi-dimensional process with economic, social, cultural, political and 
technological components, and defines much of the environment within which health is determined 
[13]. The linkages between globalization and health that relate to global public goods for health 
include, inter alia: the Framework Convention on Tobacco Control; the changes to international rules 
governing intellectual property rights; international rules to limit adverse environmental effects of 
economic activity; and poliomyelitis eradication. Four multilateral trade agreements of the World  

Trade Organization have important implications for public health (Table 4). There is still insufficient 
awareness in the Region about trade agreements and ways of benefiting from them to maximize access 
to essential medicines or health services, and countries specifically do not have mechanisms in place 
to monitor and control their impact. 

Poverty 

The incidence of poverty has increased in most poor countries and some low-middle income countries. 
While the influence of macroeconomics on the health profile of a country is obvious to most policy-
makers in the Region, the reverse—the contribution of health to the economic development of a 
country—has not been evident to many. The report of the WHO Commission on Macroeconomics and 
Health underscored the iterative relationship between poverty and low levels of health [14]. Poverty 
and health have been tackled in the Region at two levels—through community-based initiatives (CBI) 
in several countries over the last several years, and at the macro level by encouraging policy-makers to 
promote pro-poor health policies.  

The Regional Office is actively promoting CBI such as the basic development needs (BDN) approach, 
healthy cities, healthy villages and women in health and development. These initiatives require 
communities to assume greater responsibilities in defining their needs, identifying priorities, 
mobilizing resources and developing necessary local organizations. In addition, the Regional Office is 
fully committed to supporting the achievement of the Millennium Development Goals (MDGs), aimed 
at health improvement and halving the number of people living in absolute poverty by 2015. Countries 
are being supported in the development of different policies and plans, such as Poverty Reduction 
Strategy Papers, to create a supportive political, physical and economic environment for all segments 
of the population with a view to producing a positive impact on the overall quality of life.    

Gender 

In principle, the countries of the Region, support, protect and promote the right of women to a high 
standard of health and quality of life. However, in practice several indicators on health and 
development have identified gender gaps. Although the educational gap between men and women has 
narrowed, still in 2002, 74% of men compared with 54% of women were literate and the first level 
school enrolment for boys and girls was 86% and 73%, respectively. Low enrolment levels of girls are 
mostly due to cultural and economic factors. Similar gender disparities exist for women in income, 
ownership of resources, and participation in economic decision-making and political activities.  

 
Table 4. Multilateral trade agreements and potential implications for public health 

Multilateral trade agreement Potential implication for public health 
Trade-Related Aspects of 
Intellectual Property Rights (TRIPS) 

Patented drugs less affordable and accessible to developing countries; 
Skewing of the research for pharmaceutical products towards the rich rather than the 
poor;  
Patentability of traditional medicines that have been in the public domain for centuries. 

Application of Sanitary and 
Phytosanitary Measures (SPS) 

Application of measures more restrictive than international standards set by the Codex 
Alimentarius Commission; a country must show scientific evidence of risks to health. 

Technical Barriers to Trade (TBT) Production, labelling, packaging and quality of standard pharmaceuticals, biological 
agents, foodstuffs and other consumer products. 

General Agreement on Trade in 
Services (GATS) 

Movement of consumers and providers across borders to receive and supply health 
care; foreign direct investment in health; and the emerging area of e-health. 
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From a health perspective, although life expectancy has increased for both men and women in most 
countries of the Region, males continue to live longer than women in Afghanistan, Djibouti and 
Pakistan. Several factors underlie this situation—lack of awareness and commitment of policy-makers, 
lack of research on gender issues, absence of sex-disaggregated data, poor coordination between 
government and nongovernmental organizations, absence of a multisectoral approach and lack of 
participation of women in gender-related decisions. 
Environment 

There is a lack of evidence-based information in most of the environmental health areas of regional 
priority. Assuring the quality, sustainability and reliability of water supplies remains a big challenge 
and solid waste disposal is a pressing environmental problem. Agricultural, industrial and household 
use of chemicals continues to grow. As regards food safety, areas that need attention include quality 
assurance of laboratory analysis and food production, food-borne disease surveillance, improvement 
of food control systems, food legislation, consumer protection and networking through the regional 
food safety network. Environmental health impact assessment of development projects is an emerging 
priority. Many countries do not have capacity to assess the impact of development projects on human 
health and environment. Table 5 presents a summary of the issues and challenges in public health 
facing low-income, middle-income and high-income countries and those in complex emergencies.  



 

 

Table 5. Health issues and challenges, by income and crisis status of Member States in the Eastern Mediterranean Region  

Challenge areas Low-income countries Middle-income countries High-income countries Countries in complex emergencies 
Health problems and priority programmes 

Communicable 
diseases, maternal 
and perinatal 
conditions, and 
nutritional deficiencies 

High burden of malaria, tuberculosis  
Incidence of HIV/AIDS increasing, high 
prevalence of risk behaviour  
Four countries not declared polio-free  
High burden of childhood diarrhoea, respiratory 
infections, malnutrition 
High maternal mortality and morbidity, perinatal 
disorders 
Poorly functioning disease surveillance system 

Continued surveillance critical 
Incidence of HIV/AIDS increasing, 
high prevalence of risk behaviour  
Tuberculosis prevalence still high in 
some countries 
Continued polio surveillance 

Continued surveillance critical  
HIV/AIDS remains a potential threat 
Continued polio surveillance 

Prevention and prompt control of 
outbreaks and epidemics 
Prevention and control of HIV/AIDS 
especially in post-conflict situations 
Re-emergence of tuberculosis and 
malaria 
Functional disease surveillance 
system 

Noncommunicable 
disease 

Double burden of disease due to increasing 
incidence, especially of cardiovascular and 
chronic pulmonary diseases 

Major burden of cardiovascular 
diseases, cancers, mental health-
related diseases 
Focus on secondary and tertiary 
prevention, primary prevention 
programmes not adequately in 
place  

Major burden of cardiovascular diseases, 
cancers, mental health-related diseases 
Increasing health problems of the elderly 
Focus on secondary and tertiary 
prevention, primary prevention 
programmes not adequately in place 

Continued focus on prevention of 
noncommunicable diseases 

Injuries Burden of road traffic accidents and domestic 
violence on the rise but inadequate awareness 

Burden of injuries increasing, not well documented  
Road traffic accidents a common cause of death among adults 
Prevention programmes not well developed, intersectoral coordination poor 

Provision of emergency and 
rehabilitative services to manage 
injuries and accidents due to war and 
violence 

Health system 

Governance  Limited capacity for evidence-based policy analysis and formulation and strategic planning through better use of information 
Inadequate capacity to legislate, regulate and enforce rules and regulations 

Weak institutional capacity of Ministry 
of Health in post-conflict phase in 
policy/planning 
Lack of trained ministerial staff 

Financing Inadequate allocation to health to provide for 
basic package of services 
High share of out-of-pocket payment compared 
to pre-payment systems 
Absence of social insurance programmes to 
cover the formal sector 

Absence of universal health 
coverage  
High share of out-of-pocket 
payment compared to pre-payment 
systems 
Inefficient health insurance 
programmes 

Inadequate financing schemes aiming for 
universal health coverage that include 
nationals and expatriates  

Limited capacity to efficiently utilize 
public funds, revitalize social 
insurance schemes 
Weak Ministry of Health capacity to 
coordinate and utilize funds from 
external resources 
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Challenge areas Low-income countries Middle-income countries High-income countries Countries in complex emergencies 
Human resource 
development 

Poor capacity for human resource planning  
Inappropriate skill mix to address health 
problems 
Lack of trained health and hospital managers  
System of accreditation of medical institutions 
not fully functional 

Poor capacity for human resources 
planning  
Inappropriate skill mix to address 
health problems 
Deficient cadre of trained 
health/hospital managers  
System of accreditation of medical 
institutions not fully functional 

Over reliance on expatiate workforce  
Sharing of resources among Gulf 
Cooperation Council countries to produce 
balanced workforce not optimized 

Inadequate policies to attract 
emigrants home  
Absent human resources plan for 
rebuilding appropriate workforce  
Need to revitalize closed or poorly 
functioning institutions  
Over reliance on expatriate workforce  

Service provision Primary health care services not universally 
accessible, essential package of services not 
available  
Weak district health systems including poorly 
functioning referral systems  
Inadequate recognition of the role of the 
private sector  

Inadequate focus of primary health care programmes on quality, utilization and 
responsiveness to the changing disease burden and meet the specific needs of 
the aging population  
Escalating costs and limited capacity for cost and cost–effectiveness analysis of 
health services 
Inadequate regulation and monitoring of investment in large and complex 
specialized hospitals and units, induced demand for high-tech health services 
and inappropriate use of technology  

Ineffective primary care and hospital-
based services for handling 
emergencies  
Inappropriate balance between health 
services provided by public sector 
and by nongovernmental 
organizations  

Poorly functioning management 
information and disease 
surveillance systems,  

Management information and disease 
surveillance systems need strengthening 

Burden of disease assessment and national health accounts not 
institutionalized 

Health information  Poorly functioning or absent management 
information and disease surveillance systems 
Burden of disease not yet assessed, no 
national health accounts  
Limited capacity for health system research 

Limited capacity for health system research 

Dysfunctional information systems 

Health determinants 

Globalization and 
trade 

Lack of understanding of the implications of TRIPS for access to medicines and of GATS for health services and lack of updated 
legislation to mitigate adverse effects  

As for other countries 

 Lack of understanding of implications of Doha 
Declaration on access to drugs for least 
developed countries  

   

Poverty 
 

Pro-poor policy against catastrophic health expenditure and promotion of universal 
access through provision and financing not in place 
Regional experience with community-based initiatives yet to be scaled up  

 
 

Policies needed that promote equity 
in financing and provision of health 
services 

Gender Policies needed to protect and promote women’s rights, including their right to a high standard of health and quality of life As for other countries 
 Gender-sensitive health indicators not 

monitored 
   

Environment 
 

Need to focus on programmes on water and 
sanitation, solid waste, vector control, food 
safety, water quality 

In addition, wastewater use, 
chemical safety, hazardous 
wastes, urban air pollution 

In addition, water quality including 
coastal water quality, 

Need to monitor environmental health 
conditions in refugee camps and 
during emergencies  

 Capacity development for environmental health assessment  
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5. Health system priorities in the Eastern Mediterranean Region 
The analysis of public health issues and challenges in the Eastern Mediterranean Region facilitates the 
identification of health system priorities, which if addressed could have positive impact on the 
Region’s health. Priority-setting is by no means an individual task, and this paper does not attempt to 
be prescriptive. However, it does endeavour to provide a basis on which health system priorities for 
the Region can be developed and refined. Broadly, three criteria have been considered in assessing 
health system priorities: magnitude of the problem and its amenability to intervention; availability of 
cost-effective interventions to address the problem; and priorities that fall under a global movement or 
programme.  

Two themes underpin this priority-setting effort for the Eastern Mediterranean Region. The first is the 
primary health care approach and the reiteration of the Health for All strategy. The primary health care 
approach has been and will continue to be the cornerstone of efforts to set priorities. The second is that 
of the Millennium Development Goals (MDG), an agenda for reducing poverty and improving lives 
agreed on by world leaders at the Millennium Summit in September 2000 [15]. It is hoped that 
adoption of these priorities will assist Member States in achieving the health-related MDGs by 2015. 
This paper also underscores the importance of adopting a systems approach to addressing health 
problems in the Region. Programmes that are backed by a well functioning health system are better 
placed to address priority health problems. The approach taken in the past of implementing health 
programmes without improving the performance of the health system or vice versa is unlikely to meet 
with success.  

The following health system priorities have been proposed from a regional perspective. Member States 
may wish to adapt, modify and incorporate these into their national policies and programmes based on 
national needs.  

• Improving the governance function of the ministries of health. Institutional strengthening of 
ministries of health for better governance is needed to perform four essential functions: policy 
and planning, legislation and regulation, building partnership with stakeholders and improving 
accountability. 

• Fair and adequate financing of the health system. All countries should move towards health 
financing schemes that promote equity through risk pooling and aim to achieve health coverage 
for the entire population. In addition, those national governments which are underspending on 
health should aim to substantially increase their expenditure on health in line with the 
recommendations of the Commission on Macroeconomics and Health [14].  

• Developing a balanced human resource for health. Member States should update their health 
human resource plans, strengthen institutions for training health professionals and optimize their 
deployment to achieve a more balanced human resource that offers the appropriate skills mix, is 
well distributed and adequately motivated.  

• Providing universal access to an essential package of health services. Universal access to the 
provision of an essential package of health services based on health needs of the population is 
mandatory for all countries irrespective of their income status. The services should include a 
well functioning referral chain, adequate diagnostic capabilities, with access to the generic form 
of essential drugs that are rationally prescribed, and be responsive to the demographic and 
epidemiological burden.  

• Increasing the availability, access and use of information. Member States should strengthen 
health information systems and capacity for health systems research. The institutionalization of 
information management and dissemination using appropriate technologies is equally essential 
to inform policy and programmes, and to monitor progress towards the Millennium 
Development Goals. 

• Identifying cost-effective interventions that target the major health problems. This is a two-step 
process. The first pertains to the identification of health problems that offer the greatest burden, 
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while the second relates to choosing the most cost-effective intervention to address the 
problems. All countries need to build capacities in policy analysis tools, such as burden of 
disease and cost-effectiveness analysis studies, to target the major health problems. Prevention 
of childhood illnesses through programmes of vaccination and immunization; improvement in 
maternal health through deliveries by skilled birth attendants and access to family planning 
services; reduction of tobacco consumption through public health campaign and legislation to 
ban advertising on tobacco products; and reduction in the risk of cardiovascular diseases 
through population wide health education and promotion on mass media are some of the most 
cost-effective public health interventions. (Box 2) 

• Developing health promotion programmes. These facilitate the promotion of changes in 
lifestyle, behaviour and environmental conditions through some of the most cost-effective 
interventions, targeting communicable diseases, noncommunicable diseases, reproductive health 
disorders and injuries, which have a direct influence on population health. Health promotion 
calls for the reorientation of health services from secondary and tertiary prevention towards 
primary prevention programmes. 

• Supporting community-based initiatives (CBI). Already a regional priority, the premise of 
community-based initiatives is that health development contributes to, and results from, social 
and economic development. Community-based initiatives, such as the basic development needs 
approach, healthy cities and healthy villages, require communities to organize themselves, 
assume greater responsibilities in defining their needs, identify priorities and mobilize 
resources. CBI have highlighted the importance of addressing the social and economic 
determinants of health in a comprehensive manner by empowering communities. 

• Protecting and maintaining health in emergencies and disasters. A clear policy and programmes 
that are able to respond quickly to prevent or mitigate the impact of emergencies and disasters 
on human health are essential. This calls for an integrated approach that involves the entire 
health system and the broadest possible inter-sectoral and inter-institutional collaboration. 

• Addressing the challenges of health determinants such as globalization, poverty, gender and the 
environment. The increasing recognition of the influence of globalization, poverty and the 
environment on public health and of the gender gaps in health and development means that 
these issues can now be acknowledged as health system priorities that can be addressed through 
a multi-disciplinary approach. 

Box 2. Some cost-effective public health interventions 

Diseases and risk factors Public health interventions 

• Programme of vaccination and immunization  
• Prevention of low birth weight through maternal education 
• Micronutrient supplementation 
• Treatment of diarrhoea and pneumonia 

Prevention of childhood diseases 

• Disinfection of water at the point of use 

• Deliveries by skilled birth attendants  

• Emergency obstetric care and referral system Improvement in maternal health  

• Child spacing and increased access to family planning services 
• Public health campaign against tobacco consumption 
• Legislation to ban advertising on tobacco products 
• Clear indoor air laws in public places 

Reduction of tobacco consumption 

• Earmarked taxation  
• Population-wide health education and promotion through mass media  
• Population-wide salt reduction in processed food through legislation and 

appropriate labelling  

Reduction in the risk of cardiovascular 
diseases through control of 
hypertension and high cholesterol • Individual based treatment of hypertension and high cholesterol and patient 

education 
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6. Strategic directions 
The proposed strategic directions are intended to address the health system priorities identified for the 
Eastern Mediterranean Region in section 5, and are presented in terms of core health system functions. 
A similar concept originated in the Americas, in the Public Health of the Americas Initiative, where it 
was considered that reforms in the public sector necessitate the need to strengthen the steering role of 
the health authority. An important part of this role is the exercise of the essential public health 
functions, for which the State is responsible at the national, intermediate and local levels [16]. The 
breadth of the concept of public health and the resulting complexity of this field, make it difficult to 
implement all its components. It is, however, not only possible but also necessary to identify core 
health system functions as the operational elements that would help optimize the performance of the 
health system.  

Within the set of health system actions and responsibilities, it is possible and advisable to define more 
homogenous specific subsets—health system functions—based on the priorities identified that would 
help achieve the goal of better health. The Public Health in the Americas Initiative prepared a list of 11 
essential public health functions. The number of the functions was not determined a priori, but rather 
was the result of the analysis, definition of basic criteria, discussion and field tests carried out. The 
essential public health functions in the Americas cover the following areas: a) monitoring, evaluation 
and analysis of health status; b) public health surveillance, research, and control of risks and threats to 
public health; c) health promotion; d) social participation in health; e) development of policies and 
institutional capacity for planning and management in public health; f) strengthening of institutional 
capacity for regulation and enforcement in public health; g) evaluation and promotion of equitable 
access to necessary health services; h) human resources development and training in public health; i) 
quality assurance in personal and population-based health services; j) research in public health; and k) 
reduction of the impact of emergencies and disasters on health. 

This paper could be the starting point of a regional level effort, involving all Member States in the 
Eastern Mediterranean Region, to identify and agree on a set of similar functions that may be termed 
core health system functions based on the objective assessment of the public health issues and 
challenges, and the identification of health system priorities. The scope of each health system function 
needs to be defined and operationalized to make it action-oriented and then field tested to determine its 
usefulness. The strategic process of identifying and addressing health system priorities through a set of 
core health system functions would assist Member States in adopting the functions into their national 
policies, as has recently been done in Fiji, Malaysia and Viet Nam in the Western Pacific Region of 
WHO [17].  

A set of core health system functions for the Eastern Mediterranean Region (Box 3) is proposed based 
on the priorities identified. These core health system functions are meant not to be prescriptive but to 
generate a healthy discussion and debate that would lead to further refinement of the health system 
priorities, to arrive at a consensus on the operational definition and scope of each function, and to their 
adoption by Member States into national policies and programmes.  

Box 3. Proposed core health system functions for the Eastern Mediterranean Region 

• Institutional strengthening of Ministries of Health for better governance  
• Development of policies and institutional capacity for regulation and enforcement  
• Equity in the financing and provision of essential health services 
• Human resources planning, production and management 
• Quality management in personal and population-based health services 
• Control of risks and threats to public health through cost-effective interventions  
• Health promotion  
• Applied research in public health 
• Social participation in health through community-based initiatives 
• Health system performance assessment through monitoring of health outputs and outcomes  
• Health protection and maintenance in the face of emergencies and disasters  
• Intersectoral collaboration to address health determinants  
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7. Conclusions 
The most important health system priorities in the Region that need addressing include: improving the 
governance function of the ministries of health; fair and adequate financing of the health system; 
developing a balanced human resource for health; providing universal access to an essential package 
of health services; increasing the availability of, access to and use of information; identifying cost-
effective interventions that target the major health problems; developing health promotion 
programmes; supporting community-based initiatives; protecting and maintaining health in 
emergencies and disasters; and addressing the challenges of issues such as globalization, poverty, 
gender and the environment in regard to health systems. 
 

A set of core health system functions have been proposed to address the health system priorities 
identified for the Eastern Mediterranean Region. These core functions reflect the operational elements 
of public health and would help optimize the performance of the health system. It is emphasized that 
the core health system functions for the Region are not meant to be prescriptive but are meant to 
generate a healthy discussion and debate that would lead to further refinement of the priorities, to 
arrive at a consensus on the operational definition and scope of each core health system function and 
to the adoption of the core health system functions by Member States into their national policies, 
ultimately to achieve the goal of improved health of the population of the Eastern Mediterranean 
Region.  
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